2P71 47 


LIBRARY  GENERAL  FUNDS 


Luther  S.  Bent 
Binding  Fund 
William  T.  Carter 
Catalogue  Endowment 
Louis  A.  Duhring 
W.  V.  & J.  M.  Keating 
Henry  Leffman 


Library  Endowment 
Morris  Longstreth 
Phila.  Med.  Society 
Charles  H.  Vinton 
Douglas  Stockton  Warren 
J.  William  White 
Caspar  Wistar 


LIBRARY  OF  THE 
COLLEGE  OF  PHYSICIANS 
OF  PHILADELPHIA 


Digitized  by  the  Internet  Archive 
in  2015 


https://archive.org/details/newyorkstatejour8019medi 


£9^7 


NEW  YORK  STATE 


JOURNAL  OF  MEDICINE 


C? 


ca 

j?  O 

f-  CD 


© o 

hO  O 
© 


cti 


tn 

o 


Q)  »r)  • r— 4 

£ +>  O' 
p a k h 


■h  © 

O T3  C <C 
81  W d 

>>  — cv 

>-  -H 

Oil  £ • C3 

t*  a.  w *-• 

O ^-1 

f-l  C*_,  0N  f— 

J O H d 


JANUARY  1980 


^ \ "'ll  » ' , ' * * ✓ J \ u , sa  ay  t ff  ^ 


S ^ •«  /"  , jv^  > 

v>£3  ••  ^ ® a!  ytVjy1 L!  I 

J“ — I U 4I 


» ' I * 

I Ur-3 


)ii 


% 


1 


r 


O/r 


Leaf  from  manuscript  of  the 
Arabic  translation  of  Materia 
Medica  of  Dioscorides:  Pre- 

paring Medicine  from  Honey  for 
the  lack  of  appetite  and  general 
weakness.  On  paper.  Meso- 
potamian XIII  Century.  (The 
Metropolitan  Museum  of  Art, 
Bequest  of  Cora  Timken  Bur- 
nett, 1957). 

4'o, 


■jrfP 


♦ . s jfr 

bill  . 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


New  York  State  Journal  of  Medicine  (ISSN  0028-7628) 

Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  February  by  the  Medical  Society  of  the  State  of  New  York. 
Copyright  1980  by  the  Medical  Society  of  the  State  of  New  York.  All  material  covered  by  copyright  in  the  New  York  State  Journal 
of  Medicine  may  be  photocopied  for  noncommercial  scientific  or  educational  use  only.  Special  arrangements  and  permission  are 
required  from  the  author(s ) of  the  particular  article  and  from  the  editor  for  any  other  purpose.  Editorial.  Circulation,  and  Advertising 
Offices:  420  Lakeville  Rd  , Lake  Success,  N.Y.  11042.  Change  of  Address:  Notice  should  state  whether  or  not  change  is  permanent 
and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy — $3.50  per  year. 
Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage  paid  at  New  Hyde  Park,  N.  Y.,  and  additional 
mailing  office.  POSTMASTER:  Send  POO  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success, 
N.Y  11042. 


Contents 


JANUARY  1980 


VOLUME  80  NUMBER  1 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

19  Effect  of  Furosemide  on  Acute  Renal  Failure  in  Dogs;  Induced  by  mercuric  chloride 

Joseph  M.  Charxdrankunnel,  M.D.,  Seymour  Saxanoff,  M.D.,  Sandra  W.  Moss,  M.D.,  Philip 
Rosenzweig,  M.D.,  Millicent  Snyder,  and  Robert  P.  Eisinger,  M.D. 

22  Bilirubin  Metabolism  in  Obstructive  Jaundice 
Allan  W.  Wolkoff,  M.D. 

25  Transversalis  Fascia  Hernioplasty 

Stanley  D.  Berliner,  M.D.,  and  Leslie  Wise,  M.D. 

29  Hypertension  in  Perioperative  Period 

Joseph  L.  Seltzer,  M.D.,  John  I.  Gerson,  M.D.,  and  Alan  W.  Grogono,  M.D. 

32  Cancer  Effects  of  Low-Level  Radiation;  Theoretic  considerations  in  competing  causes  of  death 
A.  M.  Stewart,  M.D. 

36  Total  Knee  Arthroplasty;  Update 

Kenneth  M.  Chekofsky,  M.D.,  W.  Norman  Scott,  M.D.,  and  John  Insall,  M.D. 

39  Master  Two-Step  Test;  Present  status 

Jules  Constant,  M.D.,  F.A.C.C. 

47  Multiple  Foci  of  Colorectal  Carcinoma;  Argument  for  subtotal  colectomy 
Richard  Fogler,  XI. D.,  F.A.C.S.,  and  Edward  Weiner,  M.D. 

53  Child  Abuse;  Prevention  in  teen-age  parent 
Vincent  J.  Fontana,  M.D. 

School  Health 

57  Drugs  in  Sports 

Howard  C.  Mofenson,  M.D.,  and  Joseph  Greensher,  M.D. 

Electrocardiograms  of  the  Month 

61  Questions  283  and  284 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Radiologic  Problem  of  the  Month 

63  Crumbled  Head  of  Humerus 

Kakarla  Subbarao,  M.D. 

Sexually  Transmitted  Diseases 

64  Yehudi  M.  Felman,  M.D.,  F.A.C.P.,  and  James  A.  Nikitas,  M.A.,  F.R.S.H. 

Case  Reports 

67  Hematuria  Secondary  to  Perivesical  Tumors 

David  V.  Schapira,  M.D.,  Ch.B.,  Robert  F.  Asbury,  M.D.,  John  C.  Wandtke,  M.D.,  and  Peter  K. 
Macintosh,  M.B.,  Ch.B. 

70  Dramatic  Response  of  Cancer  to  Localized  Hyperthermia 

John  S.  Stehlin,  Jr.,  M.D.,  F.A.C.S.,  Pierre  J.  Greeff,  M.D.,  Beppino  C.  Giovanella,  Ph.D.,  and  Leo  J. 
Williams,  Jr.,  M.D. 

73  Legionnaires’  Disease  After  Immunosuppression;  Response  to  erythromycin 

Lillian  Pothier,  M.D. , F.A.C.P.,  Marshall  Clinton,  M.D.,  F.A.C.P.,  and  Martin  E.  Plaut,  M.D.,  F.A.C.P. 

2r.71 47 

AUG  181981 


January  1980/New  York  State  Journal  of  Medicine  1 


' Tho  Family  of  Man"  by  Roberto  Moretti, 
a statuary  in  crystal  symbolizing  the  broad  range  of 
hypertensive  patients  eligible  for  therapy  with  Catapres 


The  Alpha 


Advantage: 


It’s  for  all  kinds  of  hypertensives 


Unlike  beta  blockers,  Catapres'  has  no  contraindications. 
Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 


WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 

love  — low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1 ,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy, 
blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 


Other  factors  must  include: 


The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


'Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies 


1 Data  on  tile  at  Boehringer  Ingelhcim  Ltd 


Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 
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Tablets  of  0.1, 0.2, 0.3  mg 


Catapre 

(clonidine  HCI)i 


The  Alpha 
Advantage 


It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0.3  mg 


(clonidine  HC1) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  breal< 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  benef 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 


• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time 


Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1, 0.2, 0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure 
As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 montl 
longer 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  repo 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  folio 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  s 
instances  an  exact  causal  relationship  has  not  been  established.)  These  incl 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormality 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  ict 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  c 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  b 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynj 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chan 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash, 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associ 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryr 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecome 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnorma 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  o; 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clom 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Ge 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  completi 
covery  within  24  hours  Tolazoline  in  intravenous  doses  of  10  mg  at  30-mi 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  < 
dosage 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  1000. 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

Boehringer  Boehringer  Ingelheim  L 
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Medical  Meetings 


Five-day  postgraduate  course 

The  ACP  (American  College  of  Physicians)  will  sponsor 
a five-day  postgraduate  course  “Problems  in  Gastroen- 
terology: A Clinical  and  Pathological  Approach,”  Feb- 
ruary 4-8,  1980,  in  Keystone,  Colorado. 

The  postgraduate  session  is  one  of  approximately  45  to 
be  sponsored  by  the  ACP  in  the  United  States  and  Canada 
during  the  1979-80  academic  year.  Their  purpose  is  to  give 
specialists  in  internal  medicine  and  related  fields  an  op- 
portunity to  review  basic  information  and  to  find  out  what 
is  new  in  medical  diagnosis  and  therapy. 

The  Colorado  course  entitled,  “Problems  in  Gastroen- 
terology: A Clinical  and  Pathological  Approach,”  is  being 
planned  by  Seymour  M.  Sabesin,  M.D.,  from  Memphis, 
Tennessee. 

For  Information  and  Registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

Seminars  in  oncology 

Seminars  in  oncology,  category  1 credit  granted,  will  be 
presented  by  the  Department  of  Medical  Education, 
Peninsula  Hospital  Center.  On  February  6,  Wednesday, 
at  3 p.m.,  Perlberg  Auditorium,  Marvin  Kuschner,  M.D., 
will  discuss  “Environmental  Cancer.”  On  April  17, 
Thursday,  at  3 p.m.,  in  the  Perlberg  Auditorium,  Ron 
Spiro,  M.D.,  will  discuss  “Problems  in  Diagnosis  of  Head 
and  Neck  Cancer.”  On  June  11,  Wednesday,  in  the 
Perlberg  Auditorium,  Ezra  Greenspan,  M.D.,  will  present 
"Role  of  Chemotherapy  in  Treatment  of  GI  Malignancies” 
at  3 p.m. 

For  further  information  contact:  Bernard  Lanter,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive, 
Far  Rockaway,  New  York  11691;  telephone:  (212)  945- 
7100,  extension  377. 

Announcement  and  invitation 

The  combined  meeting  of  the  New  York  Downstate  I and 
II  Regions  of  the  American  College  of  Physicians  w ill  be 
held  on  Tuesday,  February  12,  1980,  at  the  New  York 
Hilton  Hotel,  1335  Avenue  of  the  Americas,  New  York, 
N.Y.  10019.  The  Fellows,  Members,  and  Associates  of  the 
New  York  Downstate  I and  II  Regions  extend  a special 
invitation  to  all  interested  physicians,  especially  those  in 
residency  and  fellowship  training,  and  hope  that  their 
schedules  can  be  arranged  so  that  as  many  as  possible  may 
attend  the  meeting.  Six  CME  credits  will  be  given. 

The  topics  of  this  year’s  meeting  are  the  ABC  of  Hepa- 
titis and  Gastrointestinal  Causes  of  Pain.  The  program 
committee  has  assembled  an  interesting  series  of 
“Updates”  on  these  two  timely  topics  in  the  field  of  Gas- 
troenterology. The  first  session,  beginning  at  9 a.m., 
concerns  the  exciting  rapidly  developing  advances  in  Viral 
Hepatitis.  The  audience  will  be  able  to  hear  directly  from 
the  newsmakers  some  of  the  promises  of  prevention  and 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


therapy.  Saul  Krugman,  M.D.,  professor  of  pediatrics, 
New  York  University  School  of  Medicine,  will  deliver  the 
annual  American  College  of  Physicians  Lecture  on  Vac- 
cines for  Viral  Hepatitis.  The  second  session,  at  2 p.m., 
describes  the  advances  in  the  causation  and  relief  of  pain 
of  gastrointestinal  origin.  The  discoveries  of  new  bio- 
chemical and  physiological  pathways  have  led  to  the  evo- 
lution of  revised  concepts  of  gastrointestinal  function  and 
dysfunction. 

For  further  information,  call  Fenton  Schaffner,  M.D., 
F.A.C.P.,  Governor,  Downstate  I,  at  (212)  369-6433. 

Review  course 

A review  course  for  the  American  College  of  Physicians’ 
Medical  Knowledge  Self-Assessment  Program  V (MKSAP 
V)  will  he  held  February  29-March  1,  1980,  at  the  Main 
Auditorium,  Arizona  Health  Sciences  Center,  Tucson. 

The  Tucson  course  (No.  B-08)  deals  with  hematology, 
cardiovascular  diseases,  pulmonary  diseases,  and  ne- 
phrology. 

The  course  director  is  Jay  W.  Smith,  M.D.,  F.A.C.P., 
professor  of  medicine,  University  of  Arizona  College  of 
Medicine. 

Additional  information  about  MKSAP  V courses  is 
available  from  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  PA  19104. 

The  New  York  Arthritis  Foundation; 

Long  Island  Division 

Future  meetings  of  the  New  York  Arthritis  Foundation, 
Long  Island  Division,  501  Walt  Whitman  Road,  Melville, 
N.Y.  11746,  will  be  held  on  February  26,  March  25,  April 
22,  May  20,  and  June  24. 

Review  course 

A review  course  for  the  American  College  of  Physicians’ 
Medical  Knowledge  Self-Assessment  Program  V (MKSAP 
V)  will  be  held  March  3-4,  1980,  at  the  Basic  Science 
Building,  Main  Auditorium,  CMDNJ-Rutgers  Medical 
School,  Piscataway,  N.J. 

MKSAP  V is  a personal,  self-contained,  comprehensive 
program  for  updating  a physicians’  knowledge  in  internal 
medicine. 

Modern  medicine  changes  rapidly,  and  physicians  have 
to  constantly  update  their  knowledge  to  keep  up  with  new 
developments.  They  receive  credits  in  various  categories 
for  these  efforts  in  continuing  education.  A physician  who 
enrolls  in  MKSAP  V receives  a sequence  of  materials  for 
home  study  and  has  the  opportunity  to  attend  special  re- 
view courses  in  many  cities  around  the  country. 

The  Piscataway  course  deals  with  hematology,  cardio- 
vascular diseases,  pulmonary  diseases,  and  nephrology. 

The  course  directors  are  Hadley  L.  Conn,  Jr.,  M.D., 
F.A.C.P.,  professor  of  medicine  and  chairman,  Department 
of  Medicine,  CMDNJ-Rutgers  Medical  School,  Piscata- 
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Abstracts 


Chandrankunnel,  J.  M.,  Saxanoff,  S.,  Moss,  S.  W., 
Rosenzweig,  P.,  Snyder,  M.,  and  Eisinger,  R.  P.:  Effect 
of  furosemide  on  HgC^;  Induced  acute  renal  failure  in  dogs, 
New  York  State  J.  Med.  80:  19  (Jan.)  1980. 

Acute  renal  failure  was  induced  with  HgCl-2  (corrosive 
mercuric  chloride)  in  six  dogs  and  treated  with  furosemide. 
Magnification  angiography  demonstrated  impaired  cortical 
perfusion  during  renal  failure  and  improvement  in  five 
after  six  days  of  cortical  perfusion  after  furosemide.  Im- 
proved peripheral  perfusion,  however,  was  associated  with 
decreased  caliber  of  intrarenal  arteries.  Urine  flow  did  not 
consistently  improve  when  cortical  perfusion  was  en- 
hanced. 

Wolkoff,  A.:  Bilirubin  metabolism  in  obstructive  jaun- 
dice, New  York  State  J.  Med.  80:  22  (Jan.)  1980. 

The  accumulation  of  bilirubin  in  the  tissues  of  patients 
with  liver  disease  is  a frequent  occurrence.  This  accounts 
for  a long-standing  interest  in  its  metabolism.  Biliary 
obstruction,  in  particular,  is  often  associated  with  very  high 
levels  of  serum  bilirubin.  To  understand  bilirubin  me- 
tabolism in  this  pathologic  condition,  normal  bilirubin 
metabolism  must  first  be  understood.  Bilirubin,  which  is 
formed  in  the  reticuloendothelial  system,  is  a nonpolar 
molecule.  In  the  normal  state,  it  is  removed  from  the  cir- 
culation by  the  liver,  conjugated  with  glucuronic  acid  to 
form  a more  polar  compound,  and  excreted  into  bile.  Al- 
though much  of  the  biochemistry  of  these  processes  is 
known,  this  remains  a field  of  ongoing  investigation. 

Berliner,  S.  D.,  and  Wise,  L.:  Transversalis  fascia  her- 
nioplasty,  New  York  State  J.  Med.  80:  25  (Jan.)  1980. 

The  socioeconomic  implications  of  inguinal  hernia  dis- 
ability are  enormous.  The  operation  is  the  commonest 
major  general  surgical  procedure  performed  and  comprises 
9.2  percent  of  all  primary  operations.  Transversalis  fascia 
hernioplasty,  as  popularized  by  E.  E.  Shouldice,  is  receiving 
increasing  clinical  trial  in  this  country.  It  is  anatomically 
correct  because  it  bridges  the  direct  defect  between 
transversus  abdominis  and  iliopubic  tract.  It  is  physio- 
logically sound  because  there  is  no  tension  on  suture  lines. 
Anesthesia  is  local,  and  rehabilitation  is  rapid.  Our  ex- 
perience is  with  900  transversalis  fascia  hernioplasties 
followed  for  12  to  88  months.  This  represents  a mean 
follow-up  of  50  ± 2.5  months  (standard  error  of  mean). 
There  have  been  16  recurrences,  that  is  a 1.8  percent  failure 
rate. 

Seltzer,  J.  L.,  Gerson,  J.  I.,  and  Grogono,  A.  W.:  Hy- 
pertension in  the  perioperative  period,  New  York  State 
J.  Med.  80:  29  (Jan.)  1980. 

I he  incidence  of  hypertension  in  the  perioperative  pe- 
riod was  examined  by  a retrospective  review  of  1 ,038  elec- 
tive (nonopen  heart)  cases  receiving  general  anesthesia. 
Hypertension  occurred  in  either  the  operating  room  and/or 
the  recovery  room  in  94  patients  (9  percent).  Those  pa- 


tients who  had  a preoperative  history  of  hypertension  had 
a significantly  greater  incidence  of  hypertensive  episodes 
(21.5  percent).  In  patients  with  no  history  of  hypertension, 
an  elevated  preoperative  blood  pressure  was  not  associated 
with  a greater  incidence  of  hypertensive  episodes.  Bal- 
anced anesthesia  (nitrous  oxide,  thiopental  sodium,  with 
or  without  narcotics,  and  muscle  relaxants)  was  associated 
with  a greater  incidence  of  hypertension  in  patients  with 
and  without  a history  of  hypertension. 

Stewart,  A.  M.:  Cancer  effects  of  low-level  radiation; 
theoretic  considerations  in  compet  ing  causes  of  death,  New 
York  State  J.  Med.  80:  32  (Jan.)  1980. 

Studies  of  delayed  effects  of  radiation  are  reviewed. 
Surveys  with  negative  findings  for  small-dose  effects  have 
usually  relied  on  extrapolations  from  large-dose  effects  and 
ignored  two  causes  of  nonrecognition  of  cancers  in  these 
situations:  latent  period  deaths  due  to  noncancer  effects 
of  the  radiation,  and  latent  period  deaths  due  to  the  con- 
ditions which  necessitated  the  exposures.  Surveys  with 
positive  findings  for  low-level  radiation  suggest  that  the 
end  results  of  such  doses,  delivered  at  a slow  rate,  may  be 
very  different  from  the  end  result  of  much  larger  doses 
delivered  at  a fast  rate  and  that  the  difference  is  related  to 
cell  death  effects  of  the  radiation. 

Chekofsky,  K.  M.,  Scott,  W.  N.,  and  Insall,  J.:  Total 
knee  arthroplasty;  update,  New  York  State  J.  Med.  80: 
36  (Jan.)  1980. 

The  abundance  of  total  knee  prostheses  and  their  di- 
versity of  design  has  presented  a challenging  problem  to 
the  orthopedist.  Since  the  early  nineteenth  century  dif- 
ferent approaches  have  been  used  toward  replacement  of 
the  articulating  surfaces  of  the  knee.  Our  study  included 
48  patients  undergoing  57  prosthetic  operations;  80  percent 
of  the  patients  were  male  and  20  percent  were  female. 
Osteoarthritis  was  the  diagnosis  in  89  percent  of  the  cases, 
rheumatoid  arthritis  in  11  percent,  and  5 were  revisions  of 
failed  operations.  The  overall  results  were  good  or  excel- 
lent in  90  percent  of  the  cases.  The  complications  were  few 
and  included:  delayed  wound  healing  (5  cases),  pulmonary 
embolus  (1),  peroneal  palsy  (1),  and  hepatitis  (1). 

Constant,  J.:  Master  two-step  test;  present  status,  New 
York  State  J.  Med.  80:  39  (Jan.)  1980. 

The  Master  two-step  test  can  never  give  the  information 
about  cardiovascular  fitness,  cardiac  function,  or  ar- 
rhythmias that  can  be  gained  from  a progressive  treadmill 
or  bicycle  stress  test.  In  diagnosing  the  presence  of  coro- 
nary disease  and  suggesting  the  prognosis  for  future  coro- 
nary events,  however,  the  augmented  double  Master  two- 
step  compares  favorably  in  both  sensitivity  and  specificity, 
especially  if  attention  is  paid  to  the  postexercise  rate.  Risk 
ratios  have  also  been  shown  to  he  not  significantly  different 
for  the  double  Master  and  progressive  exercise  tests. 
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Abstracts  in  Interlingua 


Chandrankunnel,  J.  M.,  Saxanoff,  S.,  Moss,  S.  W., 
Rosenzweig,  P.,  Snyder,  M.,  e Eisinger,  R.  P.:  Effecto 
del  furosemida  supra  le  HgCU;  insufficientia  renal  acute 
inducite  in  canes,  New  York  State  J.  Med.  80:  19  (Janu- 
ario)  1980. 

Le  insufficientia  renal  acute  inducite  con  HgCU  (chloride 
de  mercurio  corrosive)  in  6 canes  esseva  tractate  con  fu- 
rosemida. Le  angiographia  magnificate  demonstrava  un 
perfusion  cortical  deteriorate  durante  le  insufficientia  renal 
e un  melioramento  de  iste  perfusion  in  5 del  canes  depost 
de  6 dies  de  tractamento  con  furosemida.  Nonobstante, 
iste  melioramento  esseva  associate  con  un  diminution  del 
calibre  del  arterias  intrarenal.  Le  fluxo  urinari  non  mel- 
iorava  de  maniera  uniforme  quando  le  perfusion  cortical 
esseva  reforciate. 

Wolkoff,  A.:  Metabolismo  del  bilirubina  in  le  ictericia 
obstructive,  New  York  State  J.  Med  80:  22  (Januario) 

1980. 

Le  accumulation  del  bilirubina  in  le  texitos  del  patientes 
con  morbo  hepatic  es  frequente,  e ha  causate  interes,  per 
longe  tempore,  in  le  metabolismo  del  bilirubina.  Le  ob- 
struction biliari,  in  particular,  es  frequentemente  associate 
con  nivelos  multe  elevate  del  bilirubina  seric.  Pro  com- 
prender  le  metabolismo  del  bilirubina  in  iste  morbo,  debe 
primemente  comprender  se  le  metabolismo  normal  de  iste 
composto.  Le  bilirubina  que  es  formate  in  le  systema  re- 
ticuloendothelial, es  un  molecula  non  polar.  In  le  stato 
normal,  le  bilirubina  es  separate  del  circulation  per  le  fi- 
cato,  conjugate  con  le  acido  glucoronic  pro  formar  un 
composto  plus  polar,  e depost  es  excretate  con  le  bile. 
Nonobstante,  multe  es  cognoscite  supra  iste  processos 
biochemic  que  totavia  sigue  investigante  se. 

Berliner,  S.  D.,  e Wise,  L.:  Hernioplastia  con  le  fascia 
transversalis,  New  York  State  J.  Med.  80:  25  (Januario) 
1980. 

Le  implications  socio-economic  del  disabilitate  per 
hernia  inguinal  es  enorme.  Le  operation  es  le  procedi- 
mento  chirurgic  plus  commun  e representa  le  9.2  pro  cento 
de  omne  primari  operationes.  Le  hernioplastia  con  le 
fascia  transversalis,  popularisate  per  E.  E.  Shouldice,  es 
recipiente  de  un  crescente  numero  de  studios  clinic  in  iste 
pais.  Iste  procedimento  es  anatomiemente  correcte  per 
que  copera  directemente  le  orificio  hernial  inter  le  ab- 
dominis transversus  e le  tracto  iliopubic.  Le  procedi- 
mento, etiam,  es  physiologic  per  que  non  ha  tension  in  le 
lineas  de  sutura.  Nostre  experientia  include  900  patientes 
operate  de  hernia  usante  le  fascia  transversalis  e seguite 
de  12  a 18  menses  postoperatorimente.  Isto  representa  un 
promedio  de  observationes  ulterior  de  50  ±2.5  menses. 
Habeva  16  recurrentias  que  representa  1.8  pro  cento  de 
fallimentos. 

Seltzer,  J.  L.,  Gerson,  J.  I.,  e Grogono,  A.  W.:  Hyper- 
tension in  le  periodo  perioperatori,  New  York  State  J. 
Med.  80:  29  (Januario)  1980. 


Le  frequentia  del  hypertension  in  le  periodo  periopera- 
tori esseva  examinate  mediante  un  revision  retrospective 
de  1038  casos  selective  (non  chirurgia  a corde  aperte)  op- 
erate infra  anesthesia  general.  Le  hypertension  esseva 
observate  in  le  salla  de  operationes  o in  ille  de  recuperation 
in  94  patientes  (9  pro  cento).  Le  patientes  con  anteced- 
entes  de  hypertension  preoperatori  habeva  un  frequentia 
significativemente  plus  elevate  de  episodios  hypertensive 
(21.5  pro  cento).  In  le  patientes  sin  antecedentes  de  hy- 
pertension, le  elevation  preoperatori  del  tension  arterial 
non  esseva  associate  con  un  major  frequentia  de  episodios 
hypertensive.  Le  anesthesia  equilibrate  (oxido  nitrose, 
thiopental  sodic,  con  o sin  narcoticos,  e relaxantes  mus- 
culari)  esseva  associate  con  un  major  frequentia  de  hy- 
pertension in  patientes  con  o sin  antecedentes  de  hyper- 
tension. 

Stewart,  A.  M.:  Effectos  carcinogenic  de  radiationes  de 
nivello  basse;  considerationes  theoretic  in  competition  con 
causas  de  morte,  New  York  State  J.  Med.  80:  32  (Janu- 
ario) 1980. 

Le  studios  supra  le  effectos  tardive  del  radiationes  es 
revistite.  Le  observationes  con  trovatos  negative  corres- 
pondente  al  effectos  de  parve  doses  de  radiationes  es  gen- 
eralmente  basate  in  extrapolationes  relationate  con  le  ef- 
fectos del  radiationes  a doses  elevate,  ignorante  se  duo 
causas  de  canceres  non  recognoscite:  le  periodos  de  la- 
tentia  al  morte  debite  al  effecto  non  carcinogenic  del  ra- 
diationes, e illes  debite  al  morbo  mesme  causante  del  ne- 
cessitate del  exposition  al  radiationes.  Le  studios  con 
trovatos  positive  relationate  con  le  radiationes  a nivello 
basse  suggere  que  le  resultatos  final  de  tal  doses,  donate  a 
velocitate  lente,  pote  esser  multe  differente  de  illes  rela- 
tionate con  doses  elevate  facite  a velocitate  rapide,  e que 
le  differentia  es  relationate  al  morte  cellulari  debite  al  ra- 
diationes. 

Chekofsky,  K.  M.,  Scott,  W.  N.,  e Insall,  J.:  Arthro- 
plastia  total  del  genu;  stato  actual,  New  York  State  J. 
Med.  80:  36  (Januario)  1980. 

Le  abundantia  de  prosthesis  total  del  genu  e le  diversi- 
tate  del  designos  ha  presentate  un  problema  defiante  pro 
le  orthopedistas.  Desde  le  principio  del  seculo  19,  dif- 
ferente approaches  ha  essite  usate  pro  le  remplaciamento 
del  superficies  articulari  del  genu.  Un  studio  includeva 
48  patientes  que  habeva  57  operationes  prosthetic;  80  pro 
cento  de  iste  patientes  esseva  homines  e 20  pro  cento, 
feminas.  Osteoarthritis  esseva  diagnosticate  in  89  pro 
cento  del  casos,  e arthritis  rheumatoide  in  1 1 pro  cento,  e 
5 pro  cento  correspondeva  a operationes  fallite.  Le  re- 
sultato  total  esseva  bon  o excellente  in  90  pro  cento  del 
casos.  Le  complicationes  esseva  parve  e includeva  retardo 
del  cicatrisation  del  ferita  operatori  (5  casos),  embolia 
pulmonari  (1  caso);  paralysis  peroneal  (1  caso)  e hepatitis 
(1  caso). 
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Methods  of  standardization  by  the  use  of  a metronome 
without  Master’s  tables  and  of  achieving  maximum  safety 
are  described. 


Fogler,  R.,  and  Weiner,  E.:  Multiple  foci  of  colorectal 
carcinoma;  argument  for  subtotal  colectomy,  New  York 
State  J.  Med.  80:  47  (Jan.)  1980. 

A review  of  50  consecutive  colon  resections  with  refer- 
ence to  the  status  of  multiple  malignant  foci  within  the 
specimens  is  presented.  Significant  findings  were  that  80 
percent  of  cases  had  associated  benign  polypoid  lesions;  14 
percent  had  invasive  carcinoma  within  villous  adenomas; 
4 percent  had  superficial  carcinoma  within  pedunculated 
polyps;  2 percent  had  an  early  mucosal  carcinoma;  and  14 
percent  had  a second  invasive  carcinoma.  Thus,  a total  of 
84  percent  of  these  patients  had  more  than  one  focus  of 
malignant  disease  within  the  resected  colon.  Preoperative 
evaluation  with  complete  colonoscopy  seems  mandatory 
in  any  patient  with  a known  malignant  lesion  within  the 
colon.  When  indicated,  subtotal  colectomy  preserving  the 
rectum  seems  to  be  a reasonable  resection  of  choice  when 
more  than  one  lesion  is  indicated. 


Fontana,  V.  J.:  Child  abuse;  prevention  in  teen-age 
parent,  New  Y’ork  State  J.  Med.  80:  53  (Jan.)  1980. 

Teen-age  pregnancies  have  reached  epidemic  propor- 
tions. Adolescent  parents  are  at  high  risk  in  the  mal- 
treatment of  children.  At  especially  high  risk  are  those 
adolescent  parents  who  have  themselves  experienced 
maltreatment  in  early  childhood.  Suggested  solutions  to 
the  child  abuse  problem  include:  (1)  sessions  on  “good 
parenting"  in  elementary  and  high  school  classes;  (2) 
perinatal  assessment  for  high-risk  characteristics  for  po- 
tential child  abusers  by  hospital  personnel;  (3)  community 
adolescent  maternity  health  services;  (4)  preventive  ser- 
vices, for  example,  shelters  for  pregnant  teen-agers  and 
infant  day-care  services;  and  (5)  comprehensive  education 
in  human  sexuality  which  includes  learning  to  accept  re- 
sponsibility for  one’s  actions. 


Unproved  hypothesis: 

Sodium  intake  and  hypertension 

Observing  that  the  scientific  basis  for  what  physicians 
recommend  in  the  way  of  treatment  will  be  increasingly 
demanded,  the  author  examines  4 common  assumptions: 
(1)  increased  sodium  intake  is  related  to  hypertension;  (2) 
tonsillectomy  prevents  respiratory  disease;  (3)  alcoholism 
is  a disease;  and  (4)  dietary  fat  is  related  to  atherosclerosis. 
On  a strictly  scientific  basis,  he  points  out,  none  of  these 
hypotheses  are  proved.  This  does  not  mean,  however,  that 
they  are  rejected.  The  author’s  main  point  is  that  perhaps 
more  effort  to  find  definitive  evidence  one  way  or  the  other 
would  not  be  misspent.  Dawber,  T.  R.:  Unproved  hy- 
potheses, New  England  J.  Med.  299:  452  (Aug.  31)  1978. 
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Editorials 


Privacy  and  confidentiality 


With  regard  to  confidentiality,  we  physicians 
continue  to  endorse  the  2,000  year-old  Hippocratic 
Oath,  even  though  it  antedates  modern  medical 
practice,  computers,  and  third  parties  involved  with 
healthcare.  The  Oath  declares:  “All  that  may  come 
to  my  knowledge  . . . which  ought  not  to  be  spread 
abroad,  I will  keep  secret ...  .”  The  Oath  leaves 

it  to  practitioners  to  determine  which  information 
must  be  kept  secret.  Some  may  argue  that  this  part 
of  the  Oath  is  obsolete  because  circumstances  are 
different  today.  However,  it  is  difficult  to  support 
this  argument. 

Need  for  confidentiality 

Despite  scientific  and  technical  advances  and  the 
changes  in  our  social,  political,  and  economic  envi- 
ronment that  have  occurred  since  Hippocrates, 
physicians  still  depend  on  information  obtained  from 
their  patients.  Patients  must  feel  free  to  provide 
accurate  health  data  about  themselves  to  enable  their 
physicians  to  arrive  at  appropriate  medical  decisions. 
Often  patients  disclose  sensitive  information  which, 
if  made  public,  could  damage  their  reputations. 
They  expect  their  physicians  to  keep  such  personal 
information  confidential  unless  disclosure  is  for  the 
patient’s  direct  benefit.  To  act  otherwise,  physicians 
would  jeopardize  patient  relationships,  lose  the  lat- 
ter’s confidence,  and  become  liable  for  unauthorized 
disclosure.  Patients  realize  that  if  they  withhold  or 
falsify  historical  data,  their  physician  will  be  misled 
and  render  inappropriate  or  possibly  detrimental 
care. 

Third  parties  (insurers,  attorneys,  health-care 
administrators,  researchers,  and  health  agencies), 
however,  need  medical  data  to  fulfill  their  functions. 
Many  third-party  agencies  have  taken  steps  to 
safeguard  sensitive  medical  data.  Because  of  the 
rapid  growth  of  information  technology,  they  have 
come  to  rely  heavily  on  computers  and  copying 
equipment  to  gather  and  transfer  the  data. 

Controls 

Aware  that  automation  of  medical  data  could  fa- 
cilitate abuses,  the  Committee  on  Information 
Technology  of  the  Medical  Society  of  the  State  of 
New  York  (formerly  the  Committee  on  Medical  Data 
Processing)  turned  its  attention  in  1970  to  issues  of 
confidentiality.  The  committee  recognized  both  the 
ease  with  which  primary  patient  information  could 


be  copied  and  t ransferred  and  the  difficulty  of  com- 
pletely safeguarding  the  stored  data.  Committee 
members  reviewed  existing  policies  and  procedures 
of  hospital  medical  records  and  information  de- 
partments, and  learned  that  these  departments  ad- 
hered stringently  to  codes  of  ethics  on  confidentiality 
as  related  to  medical  records.  Custom  and  regula- 
tions prohibited  disclosure  of  the  contents  except  to 
those  who  had  the  right  to  know.  Medical  infor- 
mation could  be  released  outside  the  hospital  only 
with  patient  consent  or  where  medical  necessity 
could  be  demonstrated.  Hospital  administrators 
were  legally  bound  to  adhere  to  these  principles. 
These  controls  have  minimized  disclosure  of  confi- 
dential medical  data.  The  committee  endorsed  these 
policies  and  procedures  and  recommended  that  they 
be  extended  to  computer-based  systems. 

At  about  the  same  time,  the  computer  industry 
began  to  enhance  methods  to  protect  computer- 
stored  data.  During  the  ensuing  decade,  corporate 
espionage,  bugging,  shredding,  credit  bureau  abuse, 
the  Privacy  Act,  and  the  Sunshine  Law  provided 
impetus  to  the  computer  industry’s  development  of 
security  techniques. 

The  publicity  given  to  the  private  health  problems 
of  Messrs.  Eagelton,  Ellsberg,  and  former  District 
Attorney  Hogan  created  an  outcry  of  protest,  as  did 
the  release  of  the  names  of  women  who  had  had 
abortions,  names  of  applicants  rejected  for  life  in- 
surance, and  lists  of  patients  suffering  from  epilepsy. 
Westin*  cites  additional  cases  where  threats  to  the 
security  of  personal  health  data  would  undermine 
basic  rights  of  citizens. 

The  Committee  on  Information  Technology,  in  its 
annual  reports  to  MSSNY  (Medical  Society  of  the 
State  of  New  York),  has  presented  its  own  views  and 
recommendations.  In  1977,  the  MSSNY  cospon- 
sored a joint  task  force  on  computerized  medical 
records  which  has  evolved  into  the  New  York  State 
Association  for  Confidentiality  of  Health  Data,  Inc. 
Members  of  the  committee  have  provided  input  to 
other  deliberations  related  to  confidentiality.  At  the 
1978  annual  meeting  of  MSSNY’s  House  of  Dele- 
gates, the  committee  endorsed  Resolution  78-65 
opposing  disclosure  to  the  State  of  New  York  De- 
partment of  Health  of  patient  identification  except 
with  informed  consent  and  with  a statement  of  the 

* Westin,  A.  F.:  Computers,  Health  Records  and  Citizens 

Rights,  Monograph  157,  U.S.  Department  of  Commerce,  Bureau 
of  Standards,  1976. 


January  1980/New  York  State  Journal  of  Medicine  15 


purpose  for  which  data  will  be  used.  The  committee 
supports  the  regulations  of  the  Department  of 
Health,  Education,  and  Welfare  to  protect  confi- 
dential health  data  of  the  National  Center  for  Health 
Statistics  and  of  the  Professional  Standards  Review 
Organizations.  We  are  following  proposed  Federal 
and  New  York  State  legislation  to  limit  availability 
of  confidential,  individually  identified,  medical  in- 
formation. 

Recommendations 

As  observers  and  participants  in  discourses  con- 
cerning confidential  medical  data,  the  committee  has 
developed  certain  concepts  and  has  made  recom- 
mendations. We  recognize  that  physicians  acquire 
primary  health  information  from  their  patients  and, 
as  guardians,  they  are  obliged  to  safeguard  and  con- 
trol access  to  this  information.  They  may  disclose 
information  only  for  the  patient’s  benefit;  for  other 
purposes,  they  should  remove  all  personal  identifiers 
prior  to  disclosure,  or  obtain  prior  consent  from  the 
patient.  Only  by  court  order  in  cases  of  alleged 
criminal  activities  can  they  be  required  to  supply 
information  without  patient  consent.  The  principles 
and  procedures  for  data  protection  apply  to  infor- 
mation in  any  form:  written,  computerized,  taped, 
or  remembered. 


Ghost  medicine?* 

Last  year,  the  TV  show  “Sixty  Minutes”  portrayed 
an  episode  at  the  Strong  Memorial  Hospital  in  which 
a surgical  patient  stated  his  belief  that  the  chief 
surgeon  had  operated  on  him,  while  actually  it  was 
the  surgical  resident.  This  vignette  revealed,  in  a 
sense,  the  old  “ghost  surgery”  in  reverse.  Instead  of 
a better-trained  surgeon  than  the  one  the  patient  had 
engaged  doing  the  operation,  a less-experienced 
surgeon  operated.  Of  course,  surgeons  in  training 
can  become  competent  only  by  operating,  preferably 
under  close  supervision.  The  objection  to  both  kinds 
of  ghost  surgery  is  the  deception  of  the  patient, 
whatever  the  motive. 

A somewhat  similar  practice  on  the  medical  units 
of  many  of  our  teaching  hospitals,  which  might  be 
called  “ghost  medicine,”  forbids  the  patient’s  per- 
sonal physician  to  write  orders;  only  the  intern  or 
resident  may  do  so.  Though  it  has  attracted  little 
attention  or  comment,  this  practice  deserves  scruti- 
ny, as  it  has  unfortunate  effects. 

House  staff  supervisors  try  to  justify  the  exclusion 
of  the  personal  physician  by  saying  that  residents 

' Reprinted  from  The  Pharos  of  Alpha  Omega  Alpha,  Summer 
1979,  vol.  42,  number  9,  page  30,  with  permission  of  the  Editor  and 
the  Author. 


A dilemma  has  arisen  because  we  physicians  are 
licensed  and  responsible  to  society.  Occasionally 
agency  requirements  conflict  with  our  patient’s 
needs.  In  such  cases,  we  must  decide  which  of  the 
two  masters  we  will  serve;  we  should  do  so  on  a 
case-by-case  basis,  bearing  in  mind  our  moral  and 
legal  obligations.  We  could  resolve  the  dilemma  by 
not  possessing  or  by  always  withholding  sensitive 
data;  or  we  could  release  personal  information  only 
if  we  know  exactly  what  uses  would  be  made  of  the 
data. 

Conclusion 

In  the  final  analysis,  we  must  exercise  our  own 
judgment  and  act  responsibly,  measuring  the  needs 
of  our  patients  against  those  of  society,  and  always 
trying  to  preserve  our  relationship  with  our  patients. 
If  we  fail,  we  can  lose  our  most  valuable  source  of 
medical  information,  the  patient  himself.  Now  is  the 
time  to  let  our  voices  be  heard.  Let  our  patients 
know  how  we  feel,  and  remember  to  keep  secret  that 
which  ought  not  to  be  spread  abroad. 

WILLIAM  A.  BAUMAN,  M.D. 

( Chairman , Committee  on  Information 
Technology  in  Medicine,  Medical  Society 
of  the  State  of  New  York,  Lake  Success) 
326  West  42nd  Street 
New  York,  N.  Y.  10036 


must  learn  to  take  responsibility  and  can  only  learn 
by  taking  responsibility;  and,  further,  that  residents 
insist  on  this  practice  and  will  choose  other  institu- 
tions if  this  privilege  is  denied.  Residents  concur, 
saying  that  having  total  responsibility  is  the  best  way 
to  learn.  This  is  open  to  question.  In  foregoing  the 
opportunity  to  observe  experienced  clinicians  in  ac- 
tion, house  officers  are  compelled  to  learn  partly  by 
making  the  mistakes  the  experienced  have  learned 
to  avoid.  A fortune  cookie  message  advised,  “Learn 
from  others’  mistakes.  There  isn’t  time  to  make 
them  all  yourself.” 

The  first  rule  of  responsibility  for  patients  is  that 
their  welfare  take  precedence  over  every  other  con- 
sideration. Do  hospital  authorities,  in  depriving 
patients  of  the  care  of  their  own  doctors,  give  house 
officers  a contradictory  message,  namely,  that  their 
training  is  as  important,  or  more  so,  than  the  pa- 
tient’s peace  of  mind?  Although  medical  students 
are  exhorted  to  pay  close  attention  to  the  importance 
of  the  patient-physician  relationship,  they  too  ob- 
serve t he  primary,  personal  physician  being  excluded 
from  the  care  of  the  hospitalized  patient,  who  then 
has  no  single  trusted  and  familiar  physician  to  whom 
to  turn. 
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The  personal  physician  is  far  more  likely  to  be 
aware  of  the  psychologic  and  social  factors  sur- 
rounding his  patient’s  illness  then  is  the  full-time 
academic  clinician,  who,  because  of  his  interest  in 
teaching  and  research,  is  apt  to  have  mostly  brief, 
episodic,  rather  than  long-term  contact  with  a large 
number  of  patients.  Medical  care  can  become  fo- 
cused on  the  disease  process,  with  neglect  of  other 
aspects  of  the  illness.  Patients  are  exposed  to  un- 
necessary procedures,  often  expensive  and  frequently 
hazardous.  Paul  Beeson  has  commented,  “Anyone 
who  makes  ward  rounds  today  cannot  fail  to  be  im- 
pressed by  the  significant  fraction  of  the  work  de- 
voted to  counteracting  unwanted  effects  of  diagnostic 
or  therapeutic  procedures.”  House  officers  tend  to 
feel  inadequate  if  any  other  physician  can  think  of  a 
test  not  yet  carried  out,  no  matter  how  obscure,  and 
will  use  any  new  procedure  that  might  conceivably 
add  another  bit  of  information,  needed  or  not.  In 
many  hospitals,  the  patient  needs  an  advocate-pro- 
tector, a function  best  served  by  the  personal  physi- 
cian. 

That  the  personal  physician  assumes  ethical  and 
legal  responsibility  for  his  private  patient  in  the 
hospital  should  be  clearly  understood  by  everyone 
concerned  with  that  patient.  The  hospital  staff  is 
responsible  for  weeding  out  incompetent  attending 
physicians  or  insisting  on  supervising  any  who  un- 
dertake treatment  beyond  their  competence.  In 
many  hospitals  general  practitioners  may  perform 
only  selected  procedures. 

I can  think  of  few  devices  more  likely  to  cause 
widespread  loss  of  confidence  among  patients  than 
to  allow  the  resident  on  duty  to  take  complete  charge, 
only  to  replace  him  the  next  week  or  month  by  an- 
other resident  who  may  not  know  the  cases  thor- 
oughly. To  be  sure,  many  residents  are  well  in- 
formed, conscientious,  cooperative,  tactful,  humble, 


and  eager  to  learn.  Some  are  not.  Residents  give 
similar  descriptions  of  some  attending  physicians. 
But  is  it  fair  to  the  patient  to  insist  that  control  of  his 
or  her  care  be  surrendered  to  the  house  staff  re- 
gardless of  the  ability  of  whichever  resident  happens 
to  be  on  duty?  Has  any  veteran  attending  physician 
who  has  thus  surrendered  control  of  his  patient  not 
witnessed  bad  practice  resulting  from  a house  offi- 
cer’s lack  of  experience,  or  judgment,  or  knowledge 
of  the  patient? 

Much  has  been  said  about  honest  dealing  with 
patients.  How  many  teaching  hospitals  would  be 
willing  to  present  these  facts  to  incoming  patients: 
a member  of  our  house  staff  will  be  in  direct  charge 
of  your  care.  The  resident  will  be  one  to  four  years 
out  of  medical  school.  He  or  she  may  be  an  excellent 
doctor  or  not.  You  will  have  no  voice  in  deciding 
which  one  will  take  care  of  you,  no  matter  whether 
you  like  or  dislike,  trust  or  distrust  him  or  her.  Your 
personal  physician  will  not  be  allowed  to  prescribe 
tests  or  treatment  for  you.  Can  you  hear  the  outcry 
if  these  practices  were  to  become  public  knowledge? 
Is  it  time  they  were  amended? 

I suggest  that  the  senior  person,  preferably  the 
personal  physician,  remain  in  charge,  assigning  as 
much  responsibility  to  residents  as  they  are  ready  for. 
He  could  countermand  orders,  which  usually  should 
be  written  by  the  house  staff,  but  be  expected  to  ex- 
plain why.  Irreconcilable  differences  of  opinion 
would  be  referred  to  the  chief  of  service  or  his  sur- 
rogates, preferably  the  most  respected  and  experi- 
enced staff  members  available.  This  plan  seems  to 
me  to  promise  better  patient  care  and  better 
teaching. 

MACK  LIPKIN,  M.D. 

The  Commonwealth  Fund 
New  York,  New  York 
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mary of  which  follows: 
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arrhythmias  may  be  worsened  by  theophylline 
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during  lactation  or  in  women  of  childbearing  poten- 
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Smokers  may  require  larger 
doses  of  theophylline  because  of  a shorter  half-life 
in  these  patients 

Theophylline  should  not  be  administered  con- 
currently with  other  xanthines 
Caution  should  be  observed  in  patients  with 
cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor 
pulmonale,  congestive  heart  failure,  liver  disease, 
peptic  ulcer,  and  in  the  elderly  and  neonates  Pa- 
tients with  congestive  heart  failure  in  particular 
may  have  markedly  prolonged  serum  half-lives  of 
theophylline 

Most  adverse  reactions 
to  theophylline  are  seen  with  serum  levels  exceed- 
ing the  therapeutic  range.  Gastrointestinal:  nausea, 
vomiting,  epigastric  pain,  hematemesis.  diarrhea 
CNS:  headache,  irritability,  restlessness,  insomnia, 
reflex  hyperexcitability,  muscle  twitching,  clonic 
and  tonic  generalized  convulsions  Cardiovascular: 
palpitations,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular 
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atory tachypnea  Renal:  diuresis,  albuminuria 
Other  hyperglycemia,  inappropriate  ADH 


secretion 

Toxic  synergism  with  ephedrine 
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A If  potential  oral  overdose  is  established  and 
seizure  has  not  occurred:  1)  Induce  vomiting 

2)  Administer  a cathartic.  3)  Administer  ac- 
tivated charcoal 

B If  patient  is  having  a seizure:  1)  Establish  an 
airway  2)  Administer  O2  3)  Treat  the  seizure  with 
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C Post-seizure  coma:  1)  Maintain  airway  and  oxy- 
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above  recommendations  to  prevent  absorption 
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3)  Continue  to  provide  full  supportive  care  and 
adequate  hydration  while  waiting  for  drug  to  be 
metabolized  In  general,  the  drug  is  metabolized 
sufficiently  rapidly  so  as  to  not  warrant  consider- 
ation of  dialysis 
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Effect  of  Furosemide 
on  Acute  Renal  Failure 
in  Dogs 

Induced  by  mercuric  chloride 


Acute  renal  failure  was  induced  with  HgCl2  (corrosive 
mercuric  chloride ) in  six  dogs  and  treated  with  fu- 
rosemide. Magnification  angiography  demonstrated 
impaired  cortical  perfusion  during  renal  failure  and 
improvement  in  five  after  six  days  of  cortical  perfu- 
sion with  furosemide.  Improved  peripheral  perfu- 
sion, however,  was  associated  with  decreased  caliber 
of  intrarenal  arteries.  Urine  flow  did  not  consis- 
tently improve  when  cortical  perfusion  was  en- 
hanced. 
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Reduction  of  renal  cortical  blood  flow  is  a feature 
of  acute  renal  failure  of  various  etiologies.1  Hence, 
it  seems  possible  that  restoration  of  cortical  perfusion 
may  favorably  alter  the  course  of  this  condition. 
Since  furosemide  increases  cortical  blood  flow,  its 
role  in  the  therapy  of  acute  renal  failure  has  been 
scrutinized.-  Some  investigators  have  suggested  that 
treatment  with  furosemide  may  indeed  significantly 
alter  the  course  of  acute  renal  failure.3’4  Other  data, 
however,  in  an  animal  model  of  ischemic  acute  renal 
failure,  indicate  that  furosemide,  while  increasing 
urine  flow  and  sodium  excretion,  does  not  improve 
urea  clearance.5  Epstein,  Schneider,  and  Befeler6 
studied  the  effect  of  intrarenal  infusion  of  furosemide 
on  renal  function  and  intrarenal  blood  flow  patterns, 
and  concluded  that  furosemide  administration  offers 
no  benefit  in  the  course  of  acute  renal  failure  or  on 
intrarenal  hemodynamics.  Since  radioactive  mi- 
crospheres may  not  accurately  evaluate  regional  renal 
blood  flow  and  xenon  washout  curves  do  not  specify 
what  factors  have  affected  flow,  we  elected  to  observe 
directly  the  action  of  furosemide  on  renal  vasculature 
in  acute  renal  failure  by  using  magnification  angi- 
ography; this  would  allow  visual  appraisal  of  the 
drug’s  effects  on  intrarenal  vascular  caliber.8 


Methods 

Six  mongrel  dogs  weighing  19  to  27  kg.  were  de- 
prived of  water  for  24  hours,  and  then  injected  in- 
travenously with  HgCL  (mercuric  chloride)  in  a dose 
of  4.5  mg.  per  kilogram.  Prior  to  injection  blood  was 
withdrawn  from  a foreleg  vein  for  determination  of 
BUN  (blood  urea  nitrogen)  and  creatinine.  For  the 
next  48  hours  the  dogs  were  kept  in  a metabolic  cage, 
and  urine  flow  was  monitored.  After  48  hours,  BUN 
and  creatinine  again  were  determined.  Anesthesia 
was  then  induced  by  intravenous  pentobarbital  so- 
dium injection  (Nembutal).  A polyethylene  catheter 
was  placed  in  a foreleg  vein  for  administration  of 
drugs  and  fluids.  The  bladder  was  catheterized  to 
monitor  urine  flow.  A catheter  was  introduced  into 
a renal  artery  under  fluoroscopic  guidance  using  the 
Seldinger  technique.  The  dog  was  placed  on  an  ad- 
justable plastic  cradle  to  obtain  maximum  magnifi- 
cation. Ten  ml.  of  diatrizoate  meglumine  and  dia- 
trizoate  sodium  injection  (Renografin-76)  was  then 
given  intrarenally  using  a cordis  automatic  injector, 
and  two  films  were  exposed  per  second  for  three 
seconds.  This  procedure  was  repeated  in  three  dogs. 
From  80  to  100  mg.  furosemide  (Lasix)  were  then 
administered  intravenously.  After  a delay  of  45 
minutes  to  1 hour,  magnification  angiography  was 
repeated. 

Results 

All  six  dogs  developed  oliguria  and  significant  az- 
otemia. Prior  to  injection  of  HgCU  blood  urea  ni- 
trogen was  from  9 to  19  mg.  per  100  ml.  (mean  14  mg. 
per  100  ml.)  and  serum  creatinine  from  0.9  to  1.2  mg. 
per  100  ml.  (mean  1 mg.  per  100  ml.).  Forty-eight 
hours  after  administration  of  the  toxin,  urine  flow 


January  1980/New  York  State  Journal  of  Medicine  19 


TABLE  I.  Effects  of  furosemide  on  acute  renal  failure  in  six  dogs  studied  with  magnification  angiography 


Urine  Flow 


BUN , — Serum  Creatinine — N (milliliter  per  minute) 


Dog 

(mg.  per  100  ml.) 

Pre  Post 

HgCl2  HgCl2 

(HgCl2,  mg.  per  100  ml.) 
Pre  48  Hours 

HgCl2  Post  HgCl2 

Post 

48  Hours 
HgCl2 

Post 

Furosemide 

r Magnification  Angiography 

Pre 

Furosemide  Post  Furosemide 

1 

13 

42 

1.1 

3.6 

0.3 

0 

Decreased 

cortical 

perfusion 

Increased  cortical  perfusion, 
decreased  diameter  of  intra- 
renal vessels. 

2 

15 

52 

0.9 

3.6 

0.2 

0 

Decreased 

cortical 

perfusion 

Decreased  cortical  perfusion. 

Increased  diameter  of  interlobar, 
interlobular,  and  arcuate  vessels. 

3 

19 

75 

1.0 

4.4 

0.16 

2.4 

Decreased 

cortical 

perfusion 

Increased  cortical  perfusion. 
Decreased  caliber  of  arcuate, 
and  interlobular  vessels. 

4 

9 

52 

1.0 

3.7 

0.06 

4.8 

Decreased 

cortical 

perfusion 

Increased  cortical  perfusion. 

Decreased  caliber  of  interlobular 
and  arcuate  vessels. 

5 

12 

70 

0.9 

3.8 

0.3 

1.06 

Decreased 

cortical 

perfusion 

Increased  cortical  perfusion. 

Decreased  caliber  of  interlobular 
and  arcuate  vessels. 

6 

15 

103 

1.2 

7 

0.2 

0 

Decreased 

Increased  cortical  perfusion. 

cortical  Decreased  caliber  of  intrarenal 

perfusion  vessels. 


FIGURE  1.  Magnification  angiogram  from  dog  1 in  acute 
renal  failure. 


ranged  from  0.06  to  0.3  ml.  (mean  0.2  ml.)  per  minute; 
blood  urea  nitrogen  was  from  42  to  103  mg.  per  100 


ml.  (mean  66  mg.  per  100  ml.),  and  creatinine  was 
from  3.6  to  7 mg.  per  100  ml.  (mean  4.4  mg.  per  100 
ml.).  With  the  injection  of  furosemide,  urine  flow 
improved  in  three  of  the  six  dogs  (Table  I). 

Findings  on  magnification  angiography  confirmed 
that  all  six  dogs  had  developed  significant  cortical 
ischemia  (Fig.  1).  No  change  in  perfusion  pattern 
was  observed  merely  with  repeated  contrast  injec- 
tions into  the  renal  artery  in  three  dogs.  Systemic, 
intravenous  administration  of  furosemide,  however, 
improved  the  peripheral  cortical  perfusion  pattern 
in  five  dogs.  Nevertheless,  the  intrarenal  vessels — 
interlobar,  interlobular,  and  arcuate  arteries — ap- 
peared to  narrow  (Fig.  2).  In  the  remaining  dog, 
cortical  perfusion  decreased  further  following  in- 
jection of  furosemide,  while  intrarenal  arteries  di- 
lated. There  was  increased  flow  of  urine  in  three  of 
the  five  dogs  with  improved  cortical  perfusion. 
However,  the  remaining  two  dogs  continued  to  be 
oliguric  despite  similar  enhancement  of  cortical  blood 
flow. 

Comment 

Cantarovich  et  al., 3 and  Fries  et  al.4  have  reported 
that  high  doses  of  furosemide  have  a favorable  effect 
on  the  clinical  course  of  acute  renal  failure.  Epstein 
et  al.6  examined  the  effect  of  intrarenal  administra- 
tion of  furosemide  on  acute  renal  failure  in  man,  and 
found  that  the  drug  did  not  modify  the  clinical  course 
of  this  condition  or  alter  the  renal  hemodynamics. 

We  have  examined  the  vasculature  of  various 
compartments  of  the  dog  kidney  by  magnification 
angiography.  Intravenous  injections  of  furosemide 
improved  cortical  perfusion  in  five  of  the  six  dogs 
with  acute  renal  failure,  despite  demonstrable  nar- 
rowing of  the  interlobar,  interlobular,  and  arcuate 
arteries.  These  changes  could  not  be  attributed  to 
the  contrast  injections  alone.  These  findings  are 
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FIGURE  2.  Magnification  angiogram  from  same  dog  after 
administration  of  furosemide. 


thus  consistent  with  those  of  Birtch  et  al.2  who  found 
varying  effects  of  furosemide  on  different  vascular 
levels  in  normal  dogs.  Although  urine  flow  at  times 
increased  with  improved  cortical  perfusion,  it  did  not 
regularly  do  so. 

Ludens  et  al.8  have  suggested  that  the  capacity  of 
furosemide  to  enhance  renal  blood  flow  could  be  re- 
lated to  the  initial  resistance  of  certain  vascular 
segments;  the  higher  the  initial  resistance,  the  greater 
the  effect  of  this  agent  on  blood  flow.  This  concept 


might  account  for  disparate  effects  on  different  an- 
imals, and  also  different  effects  on  different  levels  of 
the  renal  vascular  tree. 

Summary 

Magnification  angiography  was  used  to  study  the 
renal  vasculature  in  canine  acute  renal  failure,  in- 
duced by  HgCl2  (mercuric  chloride)  and  treated  with 
furosemide.  All  dogs  developed  cortical  ischemia 
and  acute  renal  failure.  In  five  of  six  dogs  adminis- 
tration of  furosemide  enhanced  cortical  perfusion, 
while  interlobar,  arcuate  and  interlobular  vessels 
narrowed.  In  the  remaining  dog  cortical  perfusion 
further  decreased  after  injection  of  furosemide,  while 
larger  intrarenal  vessels  appeared  to  dilate.  Urine 
flow  did  not  consistently  improve  with  enhancement 
of  cortical  perfusion.  Since  furosemide  may  improve 
cortical  perfusion  without  enhancing  urine  (low,  it 
appears  either  that  its  salutary  effect  in  acute  renal 
failure  may  not  be  mediated  solely  via  its  vasoactive 
properties,  or  that  additional  factors  intervene  to 
sustain  acute  renal  failure  once  it  is  established  by 
cortical  hypoperfusion. 

Division  of  Nephrology 
College  of  Medicine  & Dentistry  of  New  Jersey 
Rutgers  Medical  School 
Piscataway,  New  Jersey  08854 
(DR.  EISINGER) 
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Results  of  studies  of  bilirubin  metabolism  may 
suggest,  but  are  never  diagnostic  of,  biliary  obstruc- 
tion in  a jaundiced  patient.  Bilirubin  is  a yellow 
pigment.  Its  accumulation  in  tissues  is  frequent  in 
patients  with  liver  disease,  and  this  accounts  for 
long-standing  interest  in  its  metabolism.  To  un- 
derstand bilirubin  metabolism  in  biliary  obstruction, 
normal  bilirubin  metabolism  must  first  be  under- 
stood. 

Bilirubin  metabolism 

Clinical  chemistry.  In  normal  individuals,  bil- 
irubin is  excreted  almost  exclusively  by  the  liver 
which  converts  the  nonpolar  bilirubin  molecule  into 
a water-soluble  conjugate  with  glucuronic  acid.  The 
diazo  (van  den  Bergh)  reaction  is  the  procedure  used 
to  measure  serum  bilirubin  in  most  clinical  labora- 
tories. Conjugated  bilirubin  is  water  soluble  and 
reacts  with  the  diazo  reagent  almost  immediately, 
resulting  in  a purple  product;  this  is  the  direct  reac- 
tion. Unconjugated  bilirubin  is  minimally  soluble 
in  aqueous  solution  and  reacts  slowly  with  the  diazo 
reagent.  If  an  accelerator,  such  as  alcohol  or  caffeine, 
is  added  to  the  diazo  mixture,  unconjugated  as  well 
as  conjugated  bilirubin  quickly  reacts.  When  ac- 
celerator is  added,  total  bilirubin,  both  conjugated 
and  unconjugated,  is  quantitated.  If  the  direct  re- 
action is  performed  first  to  quantitate  conjugated 
bilirubin,  and  this  result  is  subtracted  from  total 
bilirubin  obtained  using  accelerator,  the  amount  of 
indirect,  or  unconjugated,  bilirubin  is  quantitated. 
Normally,  there  is  no  conjugated  bilirubin  in  serum 
as  determined  by  sensitive  biochemical  tests.  The 
diazo  reaction,  however,  may  show  a small  amount 
of  direct  reaction,  which  accounts  for  10  percent  or 
less  of  total  bilirubin.1 
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When  conjugated  and  total  bilirubin  levels  are 
elevated,  conjugated  hyperbilirubinemia  is  said  to  be 
present.  There  are  many  disorders  of  hepatobiliary 
function  which  are  manifested  by  conjugated  hy- 
perbilirubinemia. These  disorders  may  be  primarily 
intrahepatic,  for  example,  hepatitis,  Dubin-Johnson 
syndrome,  drug  cholestasis,  primary  biliary  cirrhosis, 
or  intrahepatic  biliary  atresia.  Conjugated  hyper- 
bilirubinemia may  also  result  from  lesions  of  the 
extrahepatic  biliary  tree,  which  include  sclerosing 
cholangitis,  cholangiocarcinoma,  pancreatic  carci- 
noma, and  cholelithiasis.  There  is  no  simple  bio- 
chemical differentiation  between  intra-  and  extra- 
hepatic  jaundice.  Similar  patterns  of  serum-con- 
jugated and  unconjugated  bilirubin  may  be  seen  in 
all  these  disorders. 

Formation.  Bilirubin  is  formed  from  heme.  It 
is  derived  predominantly  from  hemoglobin  released 
from  senescent  red  cells,  and  is  synthesized  in  the 
reticuloendothelial  system.  In  hemolysis,  or  pre- 
mature destruction  of  red  cells,  bilirubin  production 
is  increased,  and  this  may  result  in  unconjugated 
hyperbilirubinemia  in  an  otherwise  normal  individ- 
ual. If  hemolysis  occurs  in  a patient  with  obstructive 
jaundice,  serum  bilirubin  may  reach  very  high  levels. 
In  this  situation,  conjugated  bilirubin  regurgAate? 
from  the  liver  cell  back  into  plasma,  resulting  in  in- 
creased serum-conjugated  as  well  as  unconjugated 
bilirubin.1-3 

After  formation,  bilirubin  is  released  into  the  pe- 
ripheral circulation.  As  noted,  it  is  a nonpolar  mol- 
ecule and  is  virtually  insoluble  in  aqueous  solutions 
at  physiologic  pH.  In  plasma,  bilirubin  binds 
strongly  to  albumin,  allowing  it  to  circulate  without 
precipitating  in  the  vascular  system.  It  is  this 
binding  of  bilirubin  to  albumin  which  largely  pre- 
vents its  permeation  into  organs  other  than  the  liver. 
This  is  especially  important  in  neonates  who  may  be 
at  risk  for  the  development  of  kernicterus,  or  biliru- 
bin encephalopathy. 

Hepatic  metabolism.  Bilirubin  is  metabolized 
almost  exclusively  by  the  liver  cell.  The  normal 
pathway  for  metabolism  of  bilirubin  by  the  liver  is 
shown  in  Figure  1.  The  first  step  in  hepatic  metab- 
olism of  bilirubin  is  uptake  from  the  circulation  into 
the  liver  cell.  This  process  is  rapid  and  involves  re- 
moval of  bilirubin  from  its  albumin  carrier.  Some 
organic  anions  such  as  sulfobromophthalein  compete 
with  bilirubin  for  hepatic  uptake.  Others,  such  as 
bile  acids,  appear  to  enter  the  liver  cell  by  a different 
mechanism.4  The  kinetics  of  hepatic  bilirubin 
transport  have  been  extensively  studied,  and  suggest 
carrier  mediation.5  Study  of  the  interaction  of  bil- 
irubin with  proteins  on  the  outer  surface  of  the  liver 
cell  is  a field  of  ongoing  research  with  the  aim  of 
identifying  a receptor(s)  which  mediates  organic 
anion  uptake. 

As  early  as  one  and  one-half  minutes  after  the  in- 
travenous injection  of  3H-bilirubin  into  rats,  close  to 
40  percent  of  the  dose  is  recovered  in  the  liver,  where 
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The  accumulation  of  bilirubin  in  the  tissues  of  pa- 
tients with  liver  disease  is  a frequent  occurrence. 
This  accounts  for  a long-standing  interest  in  its  me- 
tabolism. Biliary  obstruction,  in  particular,  is  often 
associated  with  very  high  levels  of  serum  bilirubin. 
To  understand  bilirubin  metabolism  in  this  patho- 
logic condition,  normal  bilirubin  metabolism  must 
first  be  understood.  Bilirubin,  which  is  formed  in  the 
reticuloendothelial  system,  is  a nonpolar  molecule. 
In  the  normal  state,  it  is  removed  from  the  circulation 
by  the  liver,  conjugated  with  glucuronic  acid  to  form 
a more  polar  compound,  and  excreted  into  bile.  Al- 
though much  of  the  biochemistry  of  these  processes 
is  known,  this  remains  a field  of  ongoing  investiga- 
tion. 


SINUSOID  HEPATOCYTE  CANALICULUS 

FIGURE  1.  Normal  hepatic  transport  and  metabolism  of 
bilirubin.  Bilirubin  (B)  circulates  in  vascular  system  bound 
to  albumin.  First  step  in  hepatic  metabolism  is  uptake  into 
liver  cell  (1),  by  process  having  carrier-mediated  kinetics. 
Within  liver  cell,  bilirubin  accumulates  or  is  "stored”  bound 
to  ligandin  (2).  Within  cell,  bilirubin  conjugated  with  glucu- 
ronic acid  forms  bilirubin  monoglucuronide  (BMG)  (3).  Re- 
action catalyzed  by  enzyme  UDP-glucuronyl  transferase  (G-T) 
and  requires  UDP-glucuronic  acid  (UDPGA).  Prior  to  ex- 
cretion most  BMG  converted  to  bilirubin  diglucuronide  (BDG) 
by  plasma  membrane  enzyme,  bilirubin  glucuronoside  glu- 
curonosyl  transferase  (BGGT)  (4).  Small  amount  of  BMG  may 
be  excreted  unchanged  (5). 


it  resides  for  a relatively  long  period  of  time.6  Just 
as  unconjugated  bilirubin  in  plasma  requires  albumin 
to  keep  it  in  solution,  it  should  be  expected  to  require 
solubilization  within  the  hepatocyte  as  w'ell.  Arias 
et  al. ‘ homogenized  a rat  liver  after  intravenous  in- 
jection of  radioactive  bilirubin.  The  homogenate 
was  centrifuged  to  obtain  soluble  cellular  proteins. 
These  proteins  were  separated  on  a column  by  gel 
chromatography.  Radioactive  bilirubin  eluted  from 
the  column  in  two  predominant  peaks  which  w7ere 
called  Y and  Z peaks,  and  corresponded  to  two  pro- 
teins, the  Y and  Z proteins.  In  later  studies,  it  was 
found  that  Y protein  is  the  major  organic  anion- 
binding protein  within  the  liver.  It  represents  5 
percent  of  the  liver’s  soluble  protein,  and  in  light  of 
its  ability  to  bind  many  compounds,  including  cor- 
tisol and  carcinogens,  has  been  renamed  ligandin.  It 
also  has  glutathione  transferase  enzymatic  activity 
and  is  important  in  metabolism  of  various  drugs  and 
toxins." 

After  bilirubin  enters  the  liver  cell,  the  next  step 
in  its  metabolism  is  conjugation  with  glucuronic  acid. 
Whereas  unconjugated  bilirubin  is  lipid  soluble, 
conjugated  bilirubin  is  water  soluble.  Normally, 
virtually  no  unconjugated  bilirubin  is  present  in  bile, 
and  conjugation  of  bilirubin  is  obligatory  for  its  ex- 
cretion. Bilirubin  diglucuronide  is  the  predominant 
conjugate  of  bilirubin  found  in  rat  and  human  bile. 
It  had  been  thought  until  recently  that  a single  en- 
zyme, bilirubin  UDP  (uridine  diphosphate)-glucu- 
ronyl  transferase  was  responsible  for  conversion  of 
bilirubin  to  its  diglucuronide.  Recent  investigation 
has  demonstrated  that  conjugation  of  bilirubin  oc- 
curs in  two  steps.8  The  first  step,  resulting  in  for- 
mation of  bilirubin  monoglucuronide,  occurs  in  the 
endoplasmic  reticulum  of  the  cell  and  is  catalyzed  by 
the  enzyme,  UDP-glucuronyl  transferase.  This  re- 
action requires  UDP-activated  glucuronic  acid.  The 


second  step,  resulting  in  formation  of  the  diglucu- 
ronide, is  catalyzed  by  a newly  discovered  enzyme 
termed  bilirubin  glucuronoside  glucuronosyl  trans- 
ferase, which  is  present  on  the  surface,  or  plasma 
membrane,  of  the  liver  cell.  This  reaction  does  not 
require  activated  glucuronic  acid,  but  involves  the 
interaction  of  two  bilirubin  monoglucuronide  mole- 
cules to  form  one  molecule  of  bilirubin  diglucuronide 
and  one  molecule  of  unconjugated  bilirubin.  Gunn 
rats  and  patients  with  Crigler- Najjar  syndrome  have 
very  severe  unconjugated  hyperbilirubinemia,  lack 
the  first-step  enzyme,  UDP-glucuronyl  transferase, 
and  are  unable  to  form  bilirubin  monoglucuronide. 
However,  normal  activity  of  the  second-step  enzyme 
is  present  in  liver  biopsies.  Gunn  rats  also  convert 
exogenously  administered  bilirubin  monoglucuro- 
nide to  diglucuronide. 

The  rate-limiting  step  in  bilirubin  transport  by  the 
normal  liver  is  excretion  of  conjugated  bilirubin  from 
the  cell  into  the  bile  canaliculus.  Bilirubin  must  be 
conjugated  to  be  excreted  into  bile,  and  this  excretion 
is  thought  to  be  an  active,  energy-requiring  process. 
Much  of  our  understanding  of  canalicular  excretion 
of  bilirubin  has  come  from  studies  of  patients  with 
the  Dubin-Johnson  syndrome.9  This  is  a chronic, 
benign  disorder  characterized  by  conjugated  hy- 
perbilirubinemia and  a grossly  black  liver.  Results  of 
other  liver  function  tests  in  these  patients  are  normal, 
and  hyperbilirubinemia  results  from  markedly  re- 
duced canalicular  excretion  of  bilirubin.  Inter- 
estingly, serum  bile  acid  levels  are  normal,  implying 
that  they  are  excreted  by  a different  mechanism  from 
bilirubin.  For  many  years,  this  syndrome  was  as- 
sumed to  be  an  autosomal  dominant  disorder. 
Possible  carriers  or  heterozygotes  for  Dubin-Johnson 
syndrome,  assuming  recessive  inheritance,  could  not 
be  detected  by  any  means.  It  was  then  discovered 
that  these  patients  have  abnormal  urinary  excretion 
of  coproporphyrin,  in  a pattern  different  from  that 
seen  in  any  other  hepatobiliary  disorder  or  porphyria. 
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Nonjaundiced  parents  and  children  of  patients  with 
the  disorder  have  abnormal  coproporphyrin  excre- 
tion in  a range  intermediate  between  that  seen  in 
normal  and  in  affected  individuals.  Family  study  of 
this  coproporphyrin  abnormality  demonstrated  an 
autosomal  recessive  pattern  of  inheritance.  The 
relationship  of  the  coproporphyrin  abnormality  to 
the  pathogenesis  of  the  excretory  defect  in  Dubin- 
Johnson  syndrome  is  not  clear.  Further  studies  are 
being  performed  at  present  to  elucidate  this  ques- 
tion. 

After  excretion  of  conjugated  bilirubin  into  bile, 
it  traverses  the  intestine  where  a large  portion  is 
metabolized  by  colonic  bacteria,  and  urobilinogen  is 
formed.1’3  Approximately  20  percent  of  urobilino- 
gen is  reabsorbed  in  the  colon  and,  if  the  liver  is 
normal,  is  reexcreted  into  the  bile.  In  obstructive  or 
other  liver  disease,  urobilinogen  reexcretion  is  poor, 
and  it  appears  in  urine  in  large  amounts.  With 
complete  obstruction  to  bile  flow,  bilirubin  no  longer 
reaches  the  colon,  urobilinogen  production  ceases, 
and  urinary  urobilinogen  may  then  be  undetectable. 
Thus,  in  obstructive  jaundice  without  urinary  uro- 
bilinogen, complete  obstruction  is  likely. 

Conclusion 

Bilirubin  has  been  followed  from  its  site  of  for- 
mation in  the  reticuloendothelial  system  through  the 
circulation  where  it  is  bound  to  albumin,  and  into  the 
liver  cell.  Within  the  cell,  bilirubin  is  bound  to  li- 
gandin  and  subsequent  conjugation  converts  it  into 
a water-soluble  molecule.  Conjugation  of  bilirubin 
is  obligatory  for  its  excretion  into  bile. 

In  obstructive  jaundice,  the  block  to  bile  flow 
means  that  biliary  excretion  of  conjugated  bilirubin 
is  reduced.  If  hemolysis,  even  of  low  grade,  compli- 
cates the  clinical  picture,  the  degree  of  hyperbiliru- 
binemia is  greatly  exaggerated.  Bilirubin  which  is 
conjugated  in  the  liver  cannot  be  excreted  due  to  the 


mechanical  block  and  regurgitates  back  into  the 
circulation,  from  which  it  can  be  removed  by  the 
kidneys.  Urinary  excretion  of  conjugated  bilirubin 
is  an  important  alternate  means  for  elimination  of 
bilirubin  in  obstructive  jaundice.  In  cases  compli- 
cated by  renal  failure,  serum  bilirubin  levels  may  rise 
to  very  high  levels. 

Thus,  to  understand  bilirubin  metabolism  in  ob- 
structive jaundice  or  any  other  hepatobiliary  disor- 
der, mechanisms  of  bilirubin  transport  and  metab- 
olism by  the  normal  liver  must  be  understood.  Much 
of  the  biochemistry  of  these  processes  is  known,  but 
more  insight  remains  to  be  gained. 

Liver  Research  Center 
Albert  Einstein  College  of  Medicine 
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The  socioeconomic  implications  of  inguinal  hernia 
disability  are  enormous.  The  operation  is  the  com- 
monest major  general  surgical  procedure  performed 
and  comprises  9.2  percent  of  all  primary  operations. 
Transuersalis  fascia  hernioplasty,  as  popularized  by 
E.  E.  Shouldice,  is  receiving  increasing  clinical  trial 
in  this  country.  It  is  anatomically  correct  because 
it  bridges  the  direct  defect  between  transversus  ab- 
dominis and  iliopubic  tract.  It  is  physiologically 
sound  because  there  is  no  tension  on  suture  lines. 
Anesthesia  is  local,  and  rehabilitation  is  rapid.  Our 
experience  is  with  900  transuersalis  , fascia  her- 
nioplasties  followed  for  12  to  88  months.  This  rep- 
resents a mean  follow-up  of  50  ± 2.5  months  (stan- 
dard error  of  mean).  There  have  been  16  recurrences, 
that  is,  a 1.8  percent  failure  rate. 
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The  enormous  socioeconomic  implications  of 

hernia  disability  call  for  a procedure  that  allows  rapid 
rehabilitation  with  minimal  failures.  We  reviewed 
the  Professional  Activities  Study  (PAS)  statistics  for 
1976  at  three  local  university-affiliated  medical 
centers.  It  indicated  that  inguinal  hernia  surgery 
comprised  9.3  percent,  that  is,  1,558  of  16,744  of  all 
primary  operative  procedures  and  ranked  third  in 
frequency  only  to  dilatation  and  curettage  and  cir- 
cumcision. We  also  reviewed  11,377  consecutive 
major  general  surgical  operations  performed  at  the 
Long  Island  Jewish-Hillside  Medical  Center  during 
the  five-year  period  from  January  1,  1972,  through 
December  31,  1976;  3,265,  or  28.7  percent  of  these 
operations  were  inguinal  herniorrhaphies.  One- 
stage  bilateral  procedures  were  counted  as  one  op- 
eration; 1,770  herniorrhaphies,  or  15.6  percent,  were 
on  patients  over  the  age  of  18.  This  figure  outranked 
that  for  all  breast  surgery,  14.3  percent,  and  that  for 
all  biliary  tract  surgery,  12.3  percent,  carried  out  at 
that  institution. 

Transversalis  fascia  hernioplasty  as  popularized 
at  the  Shouldice  Clinic  in  Toronto  is  being  given  in- 
creasing clinical  trial  in  the  United  States;  and  al- 
lowing for  inadequate  documentation  concerning 
follow-up  in  some  series,  very  low  recurrences  are 
being  reported.1’2  This  procedure  places  reemphasis 
on  the  transversalis  fascia,  which  is  an  investing 
sheath  of  connective  tissue  that  is  quite  thin  at  the 
site  of  the  direct  hernia  (Fig.  1A).  Therefore,  it 
might  appear  paradoxic  that  this  structure  would  be 
effective  when  utilized  as  a primary  line  of  defense 
in  hernia  surgery. 

In  1887,  Marcy3  used  transversalis  fascia  to  close 
the  internal  ring  snugly.  It  is  probably  true  that  this 
procedure,  combined  with  a high  dissection  of  the 
indirect  sac,  is  the  most  important  step  in  an  indirect 
inguinal  hernia  repair.  However,  it  does  not  address 
the  problem  of  a direct  floor  weakness.  At  the  turn 


of  the  century,  Ferguson,4  emulating  Marcy,  rec- 
ommended tightening  the  internal  ring  by  plicating 
the  transversalis  fascia.  Ferguson  also  recognized 
the  futility  of  subcutaneous  transplantation  of  the 
cord  in  an  attempt  to  reinforce  the  direct  repair  with 
the  aponeurosis  of  the  external  oblique.  In  1920 
Downes,5  concerned  about  direct  recurrences,  excised 
the  direct  sac  and  repaired  the  resultant  defect  in  the 
transversalis  fascia  with  a continuous  suture. 
Downes  found  that  it  was  not  helpful  to  divide  the 
epigastric  vessels,  but  it  w'as  important  to  dissect 
these  vessels  away  from  the  transversalis  so  that  a 
new  internal  ring  could  be  constructed  safely. 

In  1945,  Shouldice6  altered  a modified  Bassini 
procedure,  and  over  a period  of  six  or  seven  years  he 
evolved  a technique  of  overlapping  the  transversalis 
fascia  as  the  first  and  second  layers  of  the  repair.7 
Both  Downes  and  Shouldice  reinforced  the  floor  with 
a Bassini-type  repair,  namely,  the  approximation  of 
the  conjoined  tendon  to  the  undersurface  of  the  ex- 
ternal oblique  adjacent  to  the  inguinal  ligament. 
They  replaced  the  cord  in  its  normal  subfascial  po- 
sition as  urged  by  Ferguson. 

In  a series  of  anatomic  dissections,  Anson  and 
McVay,8,9  Nyhus,  Condon,  and  Harkins,10  and 
Condon11  demonstrated  that  the  major  etiologic 
factor  in  the  development  of  a direct  inguinal  hernia 
in  the  male  is  a deficiency  in  the  musculo-aponeurotic 
fibers  of  the  transversus  abdominis.  It  appears 
reasonable  therefore  that  the  meticulous  overlapping 
of  transversalis  fascia  without  tension  will  correct  the 
defect.  This  bridges  the  gap  between  the  lateral  or 
inferior  ligamentous  thickening  of  the  transversalis. 
fascia,  that  is,  the  iliopubic  tract,  which  lies  posterior 
to  the  inguinal  ligament,  and  the  medial  or  superior 
transversalis  fascia  with  its  overlying  ridge  of 
transversus  abdominis  (Fig.  IB). 

Two  popular  operative  procedures  for  the  repair 
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FIGURE  1.  Transversalis  facia.  (A)  Inguinal  ligament  divided  to  show  three  faces:  (1)  site  of  direct  hernia;  (2)  iliopubic 
tract;  and  (3)  femoral  sheath.  (B)  Transversalis  fascia  opened  to  show  undersurface  of  medial  (superior)  leaf  and  ridge  of 
transversus  abdominis  (arrows). 


of  inguinal  hernias  are  the  Bassini12  and  the  Cooper’s 
ligament  repairs.13  The  former  “hides”  the  direct 
defect  by  suturing  conjoined  fibers  to  the  inguinal 
ligament.  The  inguinal  ligament  is  not  within  the 
transversalis  lamina  of  the  groin,  and  as  Nyhus, 
Condon,  and  Harkins10  cautioned,  the  repair  violates 
the  principle  of  restoration  of  the  anatomic  integrity 
of  transversalis  fascia  and  its  analogues.  The  Coo- 
per’s ligament  repair,  as  championed  by  Anson  and 
McVay8’9  in  this  country,  sutures  conjoined  tendon 
or  rectus  sheath  to  the  superior  pubic,  Cooper’s 
ligament.  The  concept  is  anatomically  acceptable, 


but  it  is  not  physiologically  sound  because  tension 
results  which  may  require  a generous  rectus  relaxing 
incision. 

The  transversalis  Shouldice  operation  embodies 
the  principle  of  repairing  the  primary  transversalis- 
transversus  abdominis  defect  without  tension.  Since 
1973  we  have  been  using  a three-layer  repair.  After 
a careful  high  dissection  of  the  indirect  component, 
the  transversalis  fascia  is  opened  and  overlapped  for 
the  first  and  second  layers.  The  first  layer  closes  the 
defect  anatomically;  it  unites  the  lateral,  inferior,  leaf 
to  the  undersurface  of  the  medial,  superior,  leaf. 


TABLE  I.  Comparative  review 


Author,  Year 

Type  of 
Repair 

Number 
of  Cases 

Number 

of 

Patients 

Follow- 

Up 

Number 

of 

Recur- 

rences 

Percent 
of  Cases 
Recurred 

Patients 

Lost 

for 

Follow- 

Up 

Number 

of 

Patients 

Who 

Died 

Percent 

Followed 

Method  of 
Follow-Up 

Skinner  and  Duncan. 
194515 

Halsted 

1,126 

1,105 

6 months 
to  3 years 

14 

1.4 

250 

NR 

75 

Letter,  75  percent; 
examination,  25 
percent 

Clear,  1951 16 

Halsted 

1,048 

771 

10  years  + 

114 

11 

368 

NR 

55 

Letter,  39  percent; 
examination  61 
percent 

Hagan  and  Rhoads, 
1953 17 

Several 

1,082 

957 

2 years 

NR 

Direct.  5.1; 
indirect  4.1; 
recurrent, 

21 

14.3 

191 

NR 

71 

Examination,  100 
percent 

Shuttleworth  and 
Davies,  I96018 

Several 

355 

266 

4 to  12 
years 

48 

5 

5 

96 

Examination,  100 
percent 

Marsden,  196219 

Several 

2,000 

NR* 

3 years 

109 

6.8 

398 

Excluded 

80 

Examination,  100 
percent 

Shearburn  and  Myers, 
19691 

Shouldice 

550 

NR 

0 to  13 
years 

1 

0.2 

NR 

NR 

96 

NR 

Lichtenstein  and  Shore, 
1 97620 

Mesh 

627 

NR 

1 to  9 
years 

15 

2.4 

6 

NR 

99 

NR 

Halverson  and  McVay, 
197021 

Abdominal,  ring 
or  Cooper’s 
ligament 

1,211 

1,008 

1 to  22 
years 

42 

3.5 

88 

156 

76 

Letter  and  exami- 
nation 

Palumbo  and  Sharpe, 
197 l22 

Modified  Bassini/ 
Halsted 

3,572 

Primary 

Hernias 

3,155 

1 to  16 
years 

37 

1 

NR 

NR 

91 

Letter  and  exami- 
nation 

Cl  a show,  19732 

Shouldice 

2,748 

2,270 

7 years 

19 

0.7 

898 

263 

55 

Letter  and  exami- 
nation 

Berliner,  Burson, 
Katz,  and  Wise, 
197823 

Bassini  or 
Cooper’s 
ligament 

720 

526 

4 to  9 
years 

83 

11.5 

33 

16 

93 

Examination.  90 
percent 

Berliner,  Burson, 
Katz,  and  Wise, 

197H23 

Transversalis 

(Shouldice) 

591 

494 

2 to  5 
years 

16 

2.7 

18 

6 

96 

Examination,  95 
percent 

* NR  = Not  recorded. 
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'Phis  bridges  the  gap  between  the  transversus  ab- 
dominis ridge  medially  and  the  iliopubic  tract  lat- 
erally. The  iliopubic  tract  is  the  lateral  thickening 
of  the  transversalis  which  lies  behind  the  inguinal 
ligament.  Contrary  to  the  belief  of  some,  we  have 
found  in  over  1,000  cases  that  the  inferior  segment 
of  transversalis  usually  holds  sutures  well.  This  was 
also  noted  by  Glassow14  of  the  Shouldice  Clinic,  in  a 
personal  series  of  15,000  operations.  Therefore,  the 
more  remotely  situated  Cooper’s  ligament  can  be 
ignored  and  tension  avoided. 

The  second  layer  of  the  transversalis  repair  joins 
the  medial,  superior  edge  of  transversalis  to 
transversalis  laterally  where  available  and  also  to  the 
inguinal  ligament.  The  third  and  final  suture, 
Bassini  layer,  approximates  the  conjoined  fibers  to 
the  undersurface  of  the  external  oblique  adjacent  to 
the  previous  suture  line.  The  inguinal  ligament  at- 
tachment of  the  second  layer  and  the  third  Bassini 
layer  serve  to  stabilize  and  reinforce  the  transversalis 
repair.  A continuous  nonabsorbable  polyester  su- 
ture of  3-0  Teudek  is  used  for  all  three  layers.  This 
has  the  added  effect  of  creating  a mesh  support  for 
the  posterior  wall  of  the  inguinal  area. 

A comparative  review  of  some  of  the  larger  and 
better  documented  series  during  the  past  30  years 
reflects  the  difficulty  of  follow-up  (Table  I).1*2,15-23 
From  our  own  experience,  it  is  the  patients  who  are 
usually  reported  as  lost  to  follow-up  that  are  the  most 
likely  to  have  had  a recurrence  of  their  hernia. 
During  a four-  to  nine-year  follow-up  of  a group  of 
patients  with  Bassini  or  Cooper  ligament  repairs,  68 
patients  were  eventually  traced  with  much  difficulty; 
21  of  this  group,  or  31  percent,  had  a recurrence  of 
their  hernia  and  had  been  reoperated  by  another 
surgeon  or  were  living  with  a truss.23 

A retrospective  review  of  our  own  cases  suggests 
the  superiority  of  the  transversalis,  Shouldice  repair. 
The  recurrence  rate  was  11.5  percent  for  720  Bassini 
or  Cooper’s  ligament  repairs  followed  four  to  nine 
years  compared  to  2.7  percent  for  591  transversalis 
fascia  hernioplasties  followed  from  two  to  five 
years.23  The  current  personal  experience  of  one  of 
the  authors  (S.B.)  is  with  900  Shouldice-type  repairs 
followed  for  12  to  88  months.  This  represents  a 
mean  follow-up  of  50  plus  or  minus  2.5  months 
(standard  error  mean).  There  have  been  16  recur- 


rences, that  is,  a 1 .8  percent  failure  rate.  The  oper- 
ation is  performed  under  local  anesthesia,  the  patient 
goes  home  on  the  second  postoperative  day,  and  he 
may  resume  his  usual  activities  when  comfortable. 

58-47  Francis  Lewis  Boulevard 
Fresh  Meadows,  New  York  11564 
(DR.  BERLINER) 
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It  has  become  increasingly  apparent  that  hyper- 
tension in  the  perioperative  period  may  be  undesir- 
able and  it  may  be  advisable  to  appropriately  lower 
the  blood  pressure.1  Hypertension  is  anticipated 
during  endotracheal  intubation  in  normal  and  in 
hypertensive  subjects.2’3  Hypertensive  events  occur 
at  other  times  as  well.  We  explored  the  incidence  of 
hypertensive  events  in  the  perioperative  period  as 
related  to  preexisting  hypertension  and  anesthetic 
techniques,  with  a retrospective  review  of  anesthetic 
records. 

Methods 

The  preanesthetic  assessments,  intraoperative 
anesthetic  charts,  and  recovery  room  records,  were 
reviewed  for  each  patient  receiving  a general  anes- 
thetic during  two  separate  two-month  periods. 
Patients  undergoing  open-heart  surgery  or  emer- 
gency surgery  were  excluded.  A blood  pressure  of 
140/90  mm.  Hg  was  considered  the  upper  limit  of 
normal.  Patients  with  normal  preoperative  blood 
pressures  and  no  previous  history  of  hypertension 
were  placed  in  Group  1.  Those  with  a history  of 
hypertension  or  who  were  taking  antihypertensive 
agents  were  placed  in  Group  2.  Group  3 consisted 
of  patients  with  an  elevated  preoperative  blood 
pressure  but  no  history  or  symptoms  related  to  hy- 
pertension. The  highest  blood  pressure  of  the 
preanesthetic  period  was  taken  as  the  patient’s 
baseline  pressure.  In  most  patients,  pressures  were 
obtained  by  the  Riva-Rocci  method.  However,  when 
an  arterial  line  was  in  place,  it  was  used  to  measure 
the  blood  pressure. 

A hypertensive  episode  in  the  perioperative  period 
was  judged  to  have  occurred  when  there  were  three 


consecutive  five-minute  blood  pressure  readings 
which  exceeded  the  baseline  level  by  20  percent  and 
exceeded  140/90  mm.  Hg.  The  incidence  of  hyper- 
tensive episodes  was  recorded  for  the  three  groups 
and  for  the  type  of  anesthetic  used:  balanced  anes- 
thesia (nitrous  oxide  and  thiopental  sodium,  with  or 
without  narcotics,  and  muscle  relaxants)  and  inha- 
lational  anesthesia  (enflurane  or  halothane  regardless 
of  adjunctive  agents).  Statistical  significance  was 
determined  by  chi-square  analysis. 

Results 

A total  of  1,038  cases  were  reviewed.  Hyperten- 
sion lasting  for  10  minutes  or  longer  occurred  in  94 
patients  (9  percent).  Forty-one  episodes  (3.9  per- 
cent) occurred  intraoperatively,  and  62  episodes  (6 
percent)  postoperatively  in  the  recovery  room.  Nine 
patients  had  hypertensive  episodes  in  both  the  op- 
erating room  and  the  recovery  room.  The  incidence 
of  patients  developing  perioperative  hypertension 
is  shown  in  Table  I.  Patients  with  an  elevated  pre- 
operative blood  pressure  but  no  hypertensive  history 
(Group  3)  had  an  incidence  of  hypertension  similar 
to  patients  with  no  previous  hypertensive  history 
(Group  1).  Accordingly,  these  two  groups  were 
subsequently  considered  as  a single  group.  The  in- 
cidence of  perioperative  hypertension  was  signifi- 
cantly greater  in  those  patients  with  a positive  history 


TABLE  I.  Incidence  of  patients  developing 
perioperative  hypertension. 


T Hypertensive  Episodes-] 

Group 

L Patients  PercentJ 

1 

(862) 

69 

8 

2 

(93) 

20 

21.5* 

3 

(83) 

5 

6 

Total 

(1,038) 

94 

9 

*p  <0.001  compared  to  groups  1 and  3. 
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TABLE  II.  Comparison  of  anesthetic  agents. 


Anesthetic 

Patients 

Perioperative 

Patients 

Hyper- 

tension 

Percent 

Group  1 plus  3 (945) 

Inhalation 

778 

48 

6 

Balanced 

167 

26 

15.5* 

Group  2 (93) 

Inhalation 

80 

10 

12.5 

Balanced 

13 

10 

77 1 

* p <0.001  comparing  inhalation  to  balanced  technique  for  Group  1 plus 
3. 

+ p <0.001  comparing  inhalation  to  balanced  technique  for  Group  2. 


of  hypertension,  Group  2,  when  compared  with 
Groups  1 and  3 (p  <0.001). 

The  incidence  of  hypertension  was  also  related  to 
the  choice  of  anesthetic  technique  (Table  II).  Bal- 
anced anesthesia  was  associated  with  a significantly 
higher  incidence  of  hypertension  in  all  groups,  but 
particularly  in  Group  2 where  a majority  of  the  pa- 
tients, 10  of  13,  had  hypertensive  episodes. 

Comment 

There  is  no  well-defined  blood  pressure  threshold 
which  divides  normal  from  hypertensive.  There  is, 
however,  a relationship  between  increasing  levels  of 
blood  pressure  and  morbidity  and  mortality  rates  in 
the  general  population.4  We  chose  140/90  mm.  Hg 
as  the  upper  limit  of  normal  because  it  is  in  the 
middle  of  a number  of  suggested  values  quoted  by 
Pickering.4  We  realize  that  the  upper  level  of  normal 
chosen  will  change  the  incidence  of  hypertension. 
We  also  arbitrarily  chose  a 20  percent  rise  above  the 
highest  preanesthetic  blood  pressure  to  represent 
perioperative  hypertension.  At  higher  baseline 
systolic  pressures,  such  as  165  mm.  Hg,  this  meant 
the  patient’s  pressure  would  have  to  go  to  very  high 
levels  (over  198  mm.  Hg)  to  be  included.  Two  sep- 
arate two-month  periods  were  analyzed  to  see 
whether  or  not  the  incidence  of  hypertension 
changed  as  our  residents’  experience  increased.  The 
data  for  both  periods  was  consistent  and  has,  there- 
fore, not  been  presented  separately. 

It  was  impossible  to  judge  what  was  the  cause  of 
the  hypertensive  episodes  we  recorded  by  reviewing 
the  records.  The  increased  incidence  of  hyperten- 
sion in  patients  receiving  balanced  anesthesia  may, 
in  part,  be  due  to  catecholamine  release.  This  has 
been  documented  for  droperidol  and  fentanyl  in 
combination5  and  for  high  doses  of  morphine.6  The 
effect  of  small  doses  of  narcotics  used  for  balanced 
anesthesia  has  not  been  reported.  However,  Nikki 
et  al. ' have  shown  that  elevation  of  blood  pressure 
during  nitrous  oxide,  oxygen,  or  relaxant  anesthesia 
was  associated  with  increase  in  catecholamine  levels. 
There  is  evidence  that  adequate  treatment  of  hy- 
pertension prevents  increases  of  catecholamines 
during  balanced  anesthesia.8  However,  in  our  pa- 


tients who  were  hypertensive  and  receiving  treat- 
ment, there  was  still  a greater  incidence  of  hyper- 
tension in  those  receiving  a balanced  anesthetic.  In 
our  institution,  as  is  obvious  from  the  data,  the  vast 
majority  of  patients  received  an  inhalation  anes- 
thetic. It  is,  therefore,  conceivable  that  lack  of  fa- 
miliarity with  balanced  anesthesia  could  have  con- 
tributed to  the  difference. 

Goldman  and  Caldera9  have  recently  reported  a 
group  of  676  patients  with  an  overall  incidence  of 
perioperative  hypertension  of  12  percent.  In  their 
series,  8 percent  of  normotensive  patients  became 
hypertensive.  Their  hypertensive  patients  were 
divided  into  three  groups.  First,  those  receiving 
therapy  and  now  normotensive  had  a 27  percent  in- 
cidence of  hypertension;  second,  those  still  hyper- 
tensive in  spite  of  therapy  had  a 25  percent  incidence; 
and  finally  those  who  were  hypertensive  and  un- 
treated had  a 20  percent  incidence.  If  all  these  pa- 
tients are  added  together  to  make  one  group,  the 
incidence  of  hypertensive  episodes  in  this  group  was 
23  percent  which  is  consistent  with  our  finding  of  21.5 
percent  among  patients  in  Group  2.  Equally  im- 
portant, they  found  no  increase  in  cardiovascular 
complications  among  hypertensive  patients  whose 
diastolic  pressure  was  less  than  110  mm.  Hg. 

Hypertension  in  recovery  room  patients  had  been 
reported  by  Gal  and  Cooperman.10  They  reported 
a 3.25  percent  incidence  of  blood  pressures  greater 
than  190/100  mm.  Hg  for  greater  than  10  minutes. 
Pain,  hypoxia,  emergence  excitement,  and  reaction 
to  the  endotracheal  tube  were  felt  to  be  the  main 
etiologic  factors.  In  their  series,  the  agent  associated 
with  the  greatest  postoperative  hypertension  was 
fluroxene,  followed  by  halothane,  cyclopropane, 
methoxyflurane,  diethyl  ether,  and  then  nitrous 
oxide,  including  supplementation  with  muscle  re- 
laxant, thiopental  sodium,  and  narcotics.  We  could 
show  no  statistical  difference  for  hypertension  in  the 
recovery  room  between  balanced  and  inhalation 
anesthesia.  However,  it  is  a common  practice  at  our 
institution  to  administer  a narcotic  intravenously 
toward  the  end  of  an  operative  procedure  to  provide 
postoperative  analgesia.  Of  the  patients  with  re- 
covery room  hypertension  in  Gal  and  Cooperman’s10 
series,  58  percent  had  a previous  history  of  hyper- 
tension. This  concurs  with  our  findings  that  patients 
with  an  established  history  of  hypertension  are  more 
prone  to  perioperative  hypertension. 

An  interesting  finding  was  that  patients  with  a 
high  preoperative  blood  pressure,  but  no  history  or 
symptoms  of  hypertension,  had  no  greater  incidence 
of  perioperative  hypertension  than  those  with  normal 
preoperative  blood  pressures.  In  contrast,  a patient 
with  a history  of  hypertension,  with  or  without 
treatment,  was  more  likely  to  develop  perioperative 
hypertension.  Finally,  we  found  that  balanced  an- 
esthesia was  more  often  associated  with  perioperative 
hypertension  than  inhalational  anesthesia.  We  re- 
alize that  in  a retrospective  study,  the  selection  of 
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balanced  or  inhalational  anesthesia  could  have  been 
influenced  by  a preoperative  history  of  hypertension. 
However,  in  all  three  groups  there  was  a greater  in- 
cidence of  hypertension  in  patients  who  received 
balanced  anesthesia. 

The  clinical  significance  of  the  hypertensive  epi- 
sodes reported  in  this  study  is  not  known;  we  have  no 
evidence  of  untoward  events  traceable  to  any  of  these 
episodes.  However,  it  is  well  known  that  sudden 
increases  in  blood  pressure  can  be  associated  with 
myocardial  ischemia,  decreased  cardiac  output  in 
valvular  lesions  such  as  mitral  or  aortic  insufficiency, 
cerebral  vascular  accidents,  and  increased  surgical 
bleeding.  It  is  likely  that  these  complications  were 
not  observed  by  us  because  most  episodes  were  rel- 
atively short  owing  to  the  fact  that  hypertension  in 
the  perioperative  period  is  easily  controlled.  Before 
initiating  treatment,  the  adequacy  of  ventilation 
must  be  evaluated  to  rule  out  hvpoxia  or  hypercapnia 
as  precipitating  factors.  During  a surgical  procedure, 
deepening  the  anesthesia  by  either  inhalation  or  in- 
travenous agents  will  almost  always  return  the  blood 
pressure  to  the  normal  range.  In  the  recovery  room, 
emergence  excitement  terminates  itself  rapidly  as  the 
patient  awakens.  Postoperative  pain  may  be  treated 
with  analgesics.  If  precipitating  factors  are  con- 
trolled, and  the  hypertension  persists  at  dangerous 
levels,  either  an  injection  of  diazoxide  or  an  infusion 


Final  elimination  of  measles 
by  1982  held  attainable  goal 

The  United  States  can  eliminate  measles  by  1982,  the 
Surgeon  General  of  the  United  States  declares  in  an  edi- 
torial in  the  September  14  Journal  of  the  American 
Medical  Association. 

”1  think  the  elimination  of  indigenous  measles  in  this 
country  is  indeed  a realistic  goal,”  says  Julius  B.  Richmond, 
M.D.,  U.S.  Surgeon  General. 

Dr.  Richmond’s  editorial  accompanies  a study  of  the 
effort  to  eliminate  measles  by  the  Center  for  Disease 
Control,  Atlanta.  Alan  R.  Hinman,  M.D.,  and  colleagues 
trace  the  efforts  to  halt  measles  in  the  past  year  and  con- 
clude that  complete  elimination  in  this  country  is  fea- 
sible. 

Levels  of  immunization  already  are  quite  high  among 
American  children  and  cases  of  measles  have  dropped 
sharply,  Dr.  Richmond  points  out.  Of  46  states  surveyed 
in  the  fall  of  1978,  he  says,  29  reported  that  90  percent  or 


of  sodium  nitroprusside  will  act  rapidly  and  is  ef- 
fective for  short-term  control.  Persistent  postop- 
erative hypertension  should  be  evaluated  and  treated 
in  the  usual  fashion. 
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more  of  children  entering  school  for  the  first  time  had  re- 
ceived measles  vaccine.  In  16  of  these  states  the  level  was 
95  percent. 

Measles  have  been  declining  for  15  years,  since  the  ad- 
vent of  the  vaccine,  and  the  public  has  tended  to  forget  that 
the  disease,  while  mild  for  most,  still  can  cause  complica- 
tions leading  to  encephalitis,  mental  retardation,  and  even 
death,  the  Surgeon  General  points  out. 

It  is  feasible  to  vaccinate  virtually  all  American  children 
and  to  halt  spread  of  infection  within  this  nation,  but  there 
will  continue  to  be  frequent  importations  of  measles  from 
other  countries,  and  it  will  be  essential  to  maintain  sur- 
veillance systems  and  immunization  programs,  the  Federal 
report  says. 

In  1978  there  were  26,795  cases  of  measles  reported,  a 
decline  of  53  percent  from  the  previous  year.  Three  states, 
New  Mexico,  South  Dakota,  and  Wyoming,  were  free  of 
reported  measles  throughout  the  year.  In  the  first  26 
weeks  of  1979  only  10,686  cases  were  reported,  an  all-time 
low. 
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Ionizing  radiations  are  powerful  carcinogens,  and, 
provided  the  age  and  species  of  the  recipients  are 
held  constant,  there  is  probably  a middle  range  of 
radiation  doses  where  cancer  mortality  effects  are 
directly  proportional  to  the  dose.  Nevertheless,  in 
spite  of  radiation  dose  effects  having  been  intensively 
studied  by  scientists  from  two  disciplines,  radio- 
biology  and  epidemiology,  there  is  still  uncertainty 
about  whether  or  not  to  expect  any  cancer-induction 
effects  from  x-ray  examinations  or  the  doses  en- 
countered by  workers  in  certain  industries.  Ac- 
cording to  one  school  of  thought  there  is  no  danger 
at  these  low  dose  levels,  a concept  known  as  the  safety 
threshold  or  nonlinear  hypothesis.  However,  there 
is  a rival  school  which  believes  that  the  cancer  in- 
duction effects  of  radiation  remain  directly  propor- 
tional to  the  dose  however  small,  this  concept  known 
as  the  no  safety  threshold  or  linear  hypothesis. 

The  two  theories  are  mutually  exclusive  since  one, 
the  linear  hypothesis  or  no  safety  threshold,  would 
allow  a single  nonlethal  mutation  to  initiate  a cancer 
process,  and  the  other,  the  nonlinear  hypothesis  or 
safety  threshold,  would  require  a different  mecha- 
nism which  is  compatible  with  cancer  induction’s 
being  the  result  of  a particular  sequence  of  cell 
changes.  Meanwhile,  in  relation  to  the  cancer  effects 
of  low-level  radiation,  radiobiologists  have  had  con- 
sistently negative  findings,  and  epidemiologists  are 
still  making  contradictory  claims.  One  of  the  surveys 
with  positive  findings  may  have  ascribed  to  radiation 
the  effects  of  other  carcinogens,1  and  another  may 
have  placed  too  much  reliance  on  retrospective  data.2 
However,  there  is  no  proof  that  this  is  so,  and  we  are 
clearly  dealing  with  a situation  in  which  there  is  more 
scope  for  false  negative  than  false  positive  find- 
ings. 


Studies  of  delayed  effects  of  radiation  are  reviewed. 
Surveys  with  negative  findings  for  small-dose  effects 
have  usually  relied  on  extrapolations  from  large-dose 
effects  and  ignored  two  causes  of  nonrecognition  of 
cancers  in  these  situations:  latent  period  deaths  due 
to  noncancer  effects  of  the  radiation,  and  latent  pe- 
riod deaths  due  to  the  conditions  which  necessitated 
the  exposures.  Surveys  with  positive  findings  for 
low-level  radiation  suggest  that  the  end  results  of 
such  doses,  delivered  at  a slow  rate,  may  be  very  dif- 
ferent from  the  end  result  of  much  larger  doses  de- 
livered at  a fast  rate  and  that  the  difference  is  related 
to  cell  death  effects  of  the  radiation. 


Neither  in  animals  nor  man  can  the  origins  of 
cancers  be  deduced  from  their  clinical  or  pathologic 
manifestations.  Therefore,  even  radiobiologists,  who 
are  free  to  experiment  with  the  situation,  have  been 
forced  to  look  for  causal  associations  between  ra- 
diation exposures  and  subsequent  events;  to  use  as 
indices  of  cancer  induction  either  cancer  mortality 
rates  or  prevalence;  and  to  accept  the  fact  that  there 
will  only  be  recognition  of  radiogenic  and  spontane- 
ous cancers  at  a group  level.  There  have  been  two 
approaches  to  the  problem  of  small-dose  effects: 
follow-up  studies  of  human  or  animal  populations 
exposed  to  uniform  or  variable  doses,  that  is,  pro- 
spective surveys;  and  case  history  studies  of  cancer 
patients,  or  retrospective  surveys.  Since  intervals 
between  cancer  induction  and  diagnosis  or  death  are 
of  uncertain  duration,  both  approaches  require  rec- 
ognition and  control  of  numerous  factors  related  to 
cancer  prevalence  and  mortality  rates. 

In  planned  studies  the  two  groups  of  cancers  which 
are  otherwise  indistinguishable,  spontaneous  and 
radiogenic,  necessarily  have  different  age  distribu- 
tions since,  by  definition,  one  consists  of  cases  ini- 
tiated at  the  time  of  the  exposure  and  the  other  by 
different  initiations.  This  is  important  for  several 
reasons,  including  the  possibility  that  cancers  have 
sufficiently  long  latent  periods  for  competing  causes 
of  death  to  be  significant  and  even  important  sta- 
tistical factors,  and  the  possibility  that  some  dis- 
turbance of  general  health,  that  is,  changed  reactions 
to  diseases  in  general,  occurred  before  a cancer  de- 
veloped to  the  point  of  being  clinically  recogniz- 
able. 

The  risk  of  dying  from  all  causes  is  a function  of 
infection  susceptibility  which  is  negatively  correlated 
with  age  during  the  period  of  growth  and  develop- 
ment, that  is,  between  conception  and  puberty,  and 
positively  correlated  with  age  thereafter.  Therefore, 
even  on  the  assumption  of  no  deterioration  in  health 
before  a cancer  is  diagnosed,  the  proportion  of  both 
unrecognized  and  recognized  cancer  inductions,  due 
to  competing  causes  of  death,  would  be  different  for 
spontaneous  and  radiogenic  cases.  Furthermore,  the 
differences  between  the  two  groups  would  be  con- 
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stantly  changing  since  they  would  depend  on  several 
factors,  including  exposure,  age,  duration  of  the  fol- 
low-up, the  prevalence  of  other  causes  of  death  before 
and  after  radiologic  exposure,  and  the  intensity  of  the 
exposures. 

The  last  factor  is  important  and  has  often  been 
overlooked  by  research  workers  whose  estimates  of 
small-dose  effects  were  based  on  extrapolations  from 
large  doses.  Cancers  are  far  from  being  the  only  in- 
jurious effects  of  radiation,  and  we  can  be  reasonably 
certain  that  all  cell-damage  effects  are  directly  pro- 
portional to  the  dose.  Therefore,  extrapolations 
from  high  doses  could  be  dangerous  unless  one  allows 
for  the  possibilities  that  the  proportion  of  unrecog- 
nized cancer  inductions  due  to  competing  causes  of 
death  could  be  positively  correlated  with  the  radia- 
tion dose,  different  for  radiogenic  and  spontaneous 
cases  due  to  age  differences,  and  different  for  internal 
and  external  radiation  due  to  the  different  properties 
of  alpha  and  gamma  rays. 

The  cancers  most  likely  to  have  changed  reactions 
to  other  diseases  before  they  are  clinically  recogniz- 
able are  cancers  of  lymphatic  and  hemopoetic  tissues, 
that  is,  RES  (reticuloendothelial  system)  neoplasms. 
In  one  half  of  these  cases  there  is  no  question  of  a 
painful  lump  being  detected  at  a relatively  early  stage 
of  the  disease,  and  in  all  of  them  there  is  direct  in- 
volvement of  the  immune  system  and  a possibility  of 
total  loss  of  immunologic  competence  within  a few 
weeks  of  confirmation  of  the  diagnosis.  Since  an 
important  component  of  the  RES,  bone  marrow, 
heads  the  list  of  tissues  which  are  exceptionally 
sensitive  to  the  cancer-induction  effects  of  radiation,3 
even  a small  increase  in  infection  sensitivity  during 
the  latent  phase  of  a bone  marrow  cancer  such  as 
myeloid  leukemia  or  myelomatosis,  would  allow 
competing  causes  of  death  to  have  a selective  harmful 
effect  on  the  incidence  and  type  of  radiogenic  can- 
cers. 

Finally  both  infections  and  cancers  are  under  the 
control  of  the  immune  system.  Therefore,  it  is  pos- 
sible that  cancer  sensitivity  bears  a similar  relation 
to  age  as  sensitivity  to  infection  and  is  greater  at  the 
beginning  than  at  the  end  of  fetal  life  and  prepuberty. 
An  important  cause  of  early  death  is  a difficult  de- 
livery, and  the  usual  time  for  x-raying  pregnant 
women  is  toward  the  end  of  the  gestation  period. 
Therefore,  in  studies  of  the  cancer  effects  of  these  in 
utero  x-ray  exposures  allowance  should  be  made  for 
the  following  possibilities:  (1)  more  cancer  induc- 
tions during  the  first  compared  with  the  incidence  in 
the  second  half  of  fetal  life  and  different  clinical 
forms  of  radiogenic  cases  between  the  earlier  and  the 
later  initiations;  and  (2)  more  unrecognized  cancer 
inductions  following  difficult  than  easy  deliveries  and 
more  involvement  of  spontaneous  than  radiogenic 
cases  in  these  early  deaths. 

Thus  far,  prospective  surveys  with  negative  find- 
ings for  low-level  radiation  have  been  the  sole  source 
of  guidelines  for  radiation  protection  purposes.4-5 


Risk  estimates  in  support  of  these  guidelines,  usually 
in  the  form  of  maximal  permissible  doses,  have  ac- 
cepted that  the  cancer  effects  of  radiation  are  directly 
proportional  to  the  dose.  Therefore,  are  they  ex- 
aggerating the  risks  with  the  safety  threshold  hy- 
pothesis, or  are  they  understating  the  risks  with  re- 
jection of  a safety  threshold? 

Linear  hypothesis  (no  safety  threshold) 

Surveys  with  positive  findings  for  the  hazard  of 
low-level  radiation  have  not  relied  on  extrapolations 
from  high  doses.  Since  this  is  a constant  feature  of 
animal  experiments,  the  main  support  for  the  linear 
hypothesis  has  come  from  (1)  a follow-up  of  A-bomb 
survivors  exposed  to  less  than  10  rads,  that  is,  the 
Japanese  data;  (2)  several  studies  of  the  cancer  ef- 
fects of  obstetric  radiography,  that  is,  fetal  irradia- 
tion; and  (3)  a study  of  radiation  doses  of  workers  in 
the  nuclear  industry,  known  as  the  Hanford  data. 

Japanese  data.  For  two  groups  of  A-bomb  sur- 
vivors, at  Hiroshima  and  Nagasaki,  who  were  prob- 
ably exposed  to  less  than  10  rads  in  August,  1945, 
leukemia  mortality  rates  during  a 22-year  period 
from  October,  1950,  to  December,  1972,  were  in- 
creased by  a significant  amount  compared  with 
unexposed  Japanese  national  rates.6  The  increase 
was  greater  for  Hiroshima,  0.88  expected  and  1.48 
observed,  than  Nagasaki,  1.11  expected  and  1.78 
observed,  but  both  differences  were  statistically 
significant. 

Fetal  irradiation.  The  most  consistent  findings 
for  cancer  effects  of  low-level  radiation  have  come 
from  case  history  studies  of  children  who  died  from 
cancers  before  10  years  of  age  and  who  were  x-rayed 
in  utero  for  obstetric  reasons.2-7-8  The  retrospective 
surveys  have  always  shown  higher  exposure  rates  for 
these  children  than  healthy  controls,  but  an  equiv- 
alent series  of  prospective  surveys,  that  is,  follow-up 
studies  of  in  utero  exposures,  has  yielded  less  con- 
sistent positive  findings,  even  when  the  postexposure 
period  was  as  long  as  the  longest  predeath  period  in 
the  retrospective  surveys. 

There  have  been  only  three  occasions  when  all  the 
children  in  a prospective  survey  were  followed  for  10 
years.9-11  In  two  of  the  surveys,  the  source  of  the 
radiation  was  an  x-ray  examination.  These  expo- 
sures, which  showed  the  usual  bias  in  favor  of  third- 
trimester  x-rays,  had  two  groups  of  children,  one  with 
low  rates  of  general  mortality,  whites  in  the  United 
States,  and  one  with  high  mortality  rates,  blacks  in 
the  United  States.  On  the  third  occasion  the  chil- 
dren were  A-bomb  survivors  who  were  exposed  to  a 
wide  range  of  doses  at  different  times  between  con- 
ception and  birth  and  a grossly  abnormal  environ- 
ment for  at  least  five  years  after  birth.  For  blacks  in 
the  United  States  and  A-bomb  survivors  there  was 
no  evidence  of  any  cancer  effects  from  the  in  utero 
exposures,  but  for  the  two  groups  of  whites  in  the 
United  States  there  was  definite  evidence  of  such  an 
effect. 
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For  many  years  the  positive  findings  for  fetal  ir- 
radiation were  ascribed  either  to  biased  data  sources 
or  to  the  reasons  requiring  the  x-rays.5  Neither 
reason  was  likely,  but  both  remained  in  circulation 
in  the  literature  until  the  original  retrospective  sur- 
vey2 was  in  a position  to  include  in  a series  of  Man- 
tel-Haneszel  analyses,  all  factors  suspected  of  having 
associations  either  with  the  exposures  or  the  can- 
cers.12-15 

Each  analysis  took  the  form  of  a rigidly  controlled 
test  of  a null  hypothesis,  and  the  series  as  a whole  led 
to  the  following  conclusions.  The  association  be- 
tween fetal  irradiation  and  cancer  was  a direct  one 
and  was  stronger  for  multiple  than  single  exposures, 
and  much  stronger  for  near-conception  than  near- 
birth exposures.  For  a rare  group  of  cancers  with 
fetal  manifestations,  for  example,  teratomas,  the 
cancers  were  the  reason  why  the  mothers  were  x- 
rayed,  but  otherwise  the  association  was  stronger  for 
routine  x-ray  studies  with  normal  findings  than  for 
special  x-ray  studies  with  abnormal  findings.  Yet 
“obstetric  disproportion”  as  an  x-ray  finding,  which 
has  exceptionally  strong  associations  with  difficult 
deliveries,  actually  showed  a negative  correlation 
with  childhood  cancers. 

Hanford  data.  Support  for  the  linear  hypothesis 
has  come  from  a branch  of  the  nuclear  industry  which 
has  been  kept  under  continuous  surveillance  since 
1944. li16  It  was  originally  intended  to  compare  ac- 
tual with  expected  cancer  deaths  by  a method  which 
is  well  known  to  cancer  epidemiologists,  but  is  slow 
to  recognize  small  differences  between  observed  and 
expected  numbers  of  cancer  deaths,  determined  by 
the  SMR  (standardized  mortality  ratio)  method. 
However,  the  records  included  annual  radiation 
doses  of  badge-monitored  workers.  Therefore,  it  was 
possible  to  make  a forecast  of  mortality  trends  by 
comparing  the  radiation  doses  of  workers  who  had 
died  from  stated  causes. 

According  to  these  forecasts,  cancer  risks  for 
workers  in  the  nuclear  industry  are  directly  propor- 
tional to  the  dose  and  are  related  to  age.  At  present, 
the  showing  is  that  cancers  most  likely  to  be  caused 
by  radiation  are  bone  marrow,  pancreas,  and  lung, 
but  this  could  be  a temporary  phenomenon  due  to  the 
fact  that  other  cancers  have  longer  latent  periods. 

Nonlinear  hypothesis  ( safety  threshold) 

Quite  apart  from  surveys  with  negative  findings 
for  fetal  irradiation,  there  are  many  observations 
which  favor  the  safety  threshold  model  of  radiation 
carcinogenesis.  Most  of  the  evidence  comes  from 
animal  experiments,  but  the  Japanese  survey  of  A- 
bomb  survivors  has  been  quoted  in  this  context  as 
well  as  spondylitic  data,  that  is,  a survey  of  patients 
with  ankylosing  spondylitis  who  were  given  thera- 
peutic doses  of  radiation  with  temporary  relief  of 
pain. 

Japanese  data.  The  ratio  of  observed  to  expected 
cancer  deaths  has  always  been  lower  in  Nagasaki 


than  in  Hiroshima,  but  the  proportion  of  acute  leu- 
kemias has  always  been  biased  in  the  opposite  di- 
rection.4 These  differences  are  supposed  to  be  due 
to  the  different  neutron  content  of  the  two  bombs, 
but  they  could  equally  well  be  due  to  different  con- 
centrations of  radioactive  dust  in  the  two  situa- 
tions. 

The  Hiroshima  bomb  fell  on  a flat  plain  and  caused 
more  injuries  than  the  Nagasaki  bomb,  which  fell  in 
deep  valley.  Therefore,  the  hills  must  have  offered 
some  protection  against  the  blast.  By  the  same 
token,  there  must  have  been  more  radioactive  dust 
in  the  valley  than  the  plain.  Therefore,  we  should 
expect  troubles  due  to  ingestion  or  inhalation  of 
“hot”  particles,  that  is,  beta  emitters,  to  be  much 
greater  in  Nagasaki  than  in  Hiroshima.  This  aspect 
of  the  bombing  receives  no  mention  in  ABCC 
(Atomic  Bomb  Casualty  Commission)  publications, 
but  it  is  nevertheless  true  that  bone-marrow  effects 
of  beta  emitters  include  permanent  loss  of  immu- 
nologic competence,  due  to  myelofibrosis,  as  well  as 
acute  myeloid  leukemia. 

In  both  cities  residual  effects  of  the  blast  were  still 
being  felt  in  1960.  Therefore,  although  the  ABCC 
study  population  was  not  assembled  until  October, 
1950,  there  was  ample  opportunity  for  radiation- 
induced  loss  of  immunologic  competence,  or  delayed 
effects  of  unmeasured  doses  of  internal  radiation,  to 
prevent  recognition  of  other  delayed  effects. 

Spondylitic  data.  In  the  survey  of  patients  with 
ankylosing  spondylitis,  everyone  received  a tissue- 
destructive  dose  to  the  spinal  bone  marrow.  Also, 
the  more  crippled  the  patient,  the  greater  the  prob- 
ability of  receiving  more  than  one  course  of  radio- 
therapy. Therefore,  there  were  two  dose-related 
reasons  why  the  proportion  of  unrecognized  cancers 
due  to  latent  period  deaths  should  be  increased:  loss 
of  immunologic  competence  due  to  radiation-induced 
myelofibrosis  and  similar  effects  due  to  the  disease- 
causing  rigidity  of  the  thoracic  cage. 

In  relation  to  this  survey,  there  has  only  been 
mention  of  factors  which  might  have  added  to  the 
cancer  risks.  For  example,  the  possibility  of  a direct 
connection  between  ankylosing  spondylitis  and 
leukemia  has  been  mentioned,  as  well  as  the  possi- 
bility of  the  use  of  drugs  with  carcinogenic  properties, 
and  the  possibility  that  a rigid  chest  might  increase 
a smoker’s  risk  of  lung  cancer.417  But  the  possibility 
that  any  disease  requiring  exposure  to  tissue-de- 
structive doses  of  radiation  could  make  it  difficult  to 
arrive  at  a true  estimate  of  the  cancer  effects  of  ra- 
diation has  been  completely  overlooked.  Such  an 
effect  would  be  strongly  age-related,  and  so  this  could 
he  the  reason  why  risk  estimates  based  on  spondylitic 
patients  show  much  less  variation  with  age  than  ones 
based  on  workers  in  the  nuclear  industry.  For 
Hanford  workers,  the  risk  of  premature  death  was 
small  even  compared  with  all  men  of  working  age, 
reflecting  the  so-called  “healthy  worker  effect,”  and 
this  could  be  the  reason  why  an  SMR  analysis  of 
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Hanford  data  actually  found  evidence  of  radiation 
effects  for  two  rare  groups  of  cancer,  myelomatosis 
and  pancreas,  even  though  the  overall  cancer  death 
rate  was  well  below  the  national  average.18 

Comment 

The  fact  that  radiation  has  immediate  as  well  as 
delayed  health  effects  means  that  even  if  each  effect 
were  directly  proportional  to  the  dose,  this  would  not 
be  true  of  the  net  effect.  It  also  means  that  the 
higher  the  dose  the  smaller  the  net  effect  per  unit 
dose.  The  “cell  death”  component  of  this  difference 
is  well  known,  hut  there  is  no  comparable  recognition 
of  the  fact  that  tissue  destruction  by  radiation  need 
not  be  obvious  to  have  lifelong  effects.  This  un- 
comfortable fact  is  due  partly  to  the  extreme  sensi- 
tivity of  bone  marrow  but  also  to  the  strong  affinity 
between  radioactive  substances  and  the  inner  lining 
of  bone,  which  is  also  the  outer  lining  of  bone 
marrow. 

We  have  yet  to  prove  that  there  has  been,  in  A- 
bomb  survivors,  both  cancellation  of  the  cancer  ef- 
fects of  measured  doses  of  external  radiation  by  bone 
marrow  effects  of  unmeasured  doses  of  internal  ra- 
diation and  heightening  of  the  first  effect  by  the 
second  effect,  by  the  addition  of  bone-marrow  can- 
cers. But  we  can  be  reasonably  certain  that,  even  in 
relation  to  nonradiogenic  cancers,  there  are  changed 
reactions  to  other  diseases  during  periods  of  cancer 
latency.  These  changes  are  more  typical  of  leukemia 
than  solid  tumors.  But  for  all  forms  of  cancer  there 
is  an  appreciable  risk  of  dying  from  the  effects  of  the 
disease  before  it  can  be  recognized,  and  this  risk  is 
much  greater  in  infancy  and  old  age  than  it  is  during 
the  intervening  period. 

Therefore,  in  any  study  of  the  cancer  mortality 
effects  of  radiation  it  is  important,  not  only  to  allow 
for  inevitable  age  differences  between  spontaneous 
and  radiogenic  cancers,  but  also  to  remember  that 
there  will  always  be  four  factors  influencing  the 
proportion  of  unrecognized  cancer  initiations:  the 
intensity  of  the  exposures,  the  exposure  age,  the 
length  of  the  postexposure  period,  and  the  general 
mortality  rate. 
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Successful  knee  arthroplasty  requires  painless 
motion  and  stability;  since  the  nineteenth  century 
there  have  been  numerous  attempts  to  realize  this 
goal.1  Interposing  membranes  such  as  pig  bladder, 
nylon,  fascia  lata,  gold,  cellophane,  and  other  sub- 
stances have  been  used  unsuccessfully.  Resection 
of  the  arthritic  joint  was  often  done  but  did  not  pro- 
vide stability.  Knee  arthrodesis  was  the  procedure 
of  choice  until  the  middle  of  the  twentieth  cen- 
tury. 

Although  fusions  provided  a painless  and  stable 
knee,  the  adverse  long-term  effects  of  this  operative 
procedure  encouraged  further  interest  in  a more 
physiologic  result.  Any  arthroplasty  consisting  of 
replacing  the  femoral  surface  alone  or  the  medial 
and/or  lateral  plateaus  became  more  successful  with 
use  of  better  metallic  alloys.  Introduction  of  a con- 
strained hinge  replacement  allowing  biaxial  motion 
represented  the  beginning  of  total  knee  arthroplasty 
as  it  is  known  today. 

Hinge  replacements,  such  as  the  Walldius,  Shiers, 
Guepar,  and  many  others,  were  quite  successful  when 
applied  to  less-active  rheumatoid  arthritis  patients.1 
The  rigid  articulation  with  subsequent  transmission 
of  forces  along  the  stems  and  the  cement  bone  bond 
has  always  been  a concern  for  potential  loosening. 
Indeed,  long-term  experience  with  these  has  pro- 
duced a rather  high  rate  of  loosening.  The  experi- 
ence gained  with  this  group  of  prostheses  led  to  the 
development  of  a nonarticulated  tibiofemoral  re- 
placement by  Gunston  in  the  1 960s. 1 Using  the  same 
materials  and  concept  of  low-friction  arthroplasty  as 
applied  to  total  hip  replacements,  and  recognizing 


the  importance  of  maintaining  the  instant  center  of 
rotation  for  knee  motion,  the  polycentric  replace- 
ment became  the  prototype  of  future  surface  re- 
placements. The  cruciate-retaining  (Geometric) 
replacement  developed  by  five  prominent  orthopedic 
surgeons  in  the  United  States  enticed  many  investi- 
gators to  further  refine  a prosthesis  that  would  allow 
for  painless  and  stable  knee  arthroplasty.1 

Although  most  endeavors  were  directed  toward 
developing  a cruciate-retaining  tibiofemoral  re- 
placement such  as  the  Geometric,  there  were  few 
attempts  to  develop  a nonarticulated  cruciate-sac- 
rificing prosthesis;  Freeman  must  be  credited  with 
the  latter  concept.  The  Freeman-Swanson  ICLH 
prosthesis  challenged  the  basic  concept  that  func- 
tioning cruciate  ligaments  were  required  for  a suc- 
cessful nonarticulated  replacement.1  Further  re- 
finement of  this  idea,  recognizing  that  prosthetic 
conformity  could  provide  optimal  stability,  has  led 
to  the  most  rapid  advances  in  this  field. 

Any  joint  includes  both  the  tibiofemoral  and 
patellofemoral  articulations.  In  1974,  the  first 
patellofemoral  articulation  knee  arthroplasty  was 
inserted.1  For  the  first  time,  the  entire  knee  joint 
was  successfully  replaced. 

In  1975,  there  were  almost  300  available  prosthetic 
designs,  many  of  which  had  no  resemblance  to  each 
other.1  Today,  the  number  is  fewer,  and  the  pros- 
theses have  many  similar  design  features.  Un- 
doubtedly, refinements  will  continue  to  be  intro- 
duced, but  for  the  first  time  it  is  safe  to  say  that 
success  with  certain  knee  replacements  has  ap- 
proached the  quality  of  results  achieved  with  total 
hip  arthroplasty. 

Although  there  is  still  an  abundance  of  prostheses, 
there  is  a useful  classification.  All  the  prostheses  can 
be  subdivided  into  four  categories:  Group  1 — cru- 
ciate retaining,  Group  2 — cruciate  sacrificing,  Group 
3 — constrained,  and  Group  4 — hinge  replacements. 
Each  of  these  group  has  respective  advantages  and 
disadvantages,  but  it  was  decided  to  use  a cruciate- 
sacrificing  replacement,  the  TCP  (total  condylar 
prosthesis),  for  our  patients. 

Description  of  TCP  method 

The  TCP  is  a nonhinged,  nonarticulated,  cru- 
ciate-sacrificing prosthesis,  with  a curvature  that 
roughly  approximates  the  average,  normal  knee.2 
The  femoral  component  consists  of  a cobalt,  chrome, 
and  molybdenum  alloy;  the  patella  and  tibia  are 
made  of  high-density  polyethylene  (Fig.  1). 

Surgical  technique 

The  TCP  uses  perpendicular  and  parallel  bone 
cuts  to  position  the  components  so  that  the  collateral 
ligaments  are  taut  in  extension  with  90  degrees  of 
flexion.3  The  tibia  is  cut  perpendicular  to  the  long 
axis  in  both  the  coronal  and  sagittal  planes;  the  an- 
terior and  posterior  femur  are  sectioned  parallel  to 
the  shaft.  The  distal  femur  is  cut  to  correct  align- 
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FIGURE  1.  Total  condylar  prosthesis,  from  top  to  bottom: 
patella,  femoral,  and  tibia  replacements. 


ment  and  flexion  deformities.  With  severely  de- 
formed knees,  the  basic  technique  is  supplemented 
by  an  understanding  of  the  deformity.  Arthritic 
deformities  are  more  accurately  described  in  terms 
of  imbalance  rather  than  instability.  On  the  concave 
side,  the  ligamentous  and  capsular  structures  become 
shortened.  On  the  convex  side,  the  ligaments  stretch 
and  lengthen  from  the  stresses  of  weight-bearing. 
Shortening  procedures  have  failed;  releasing  proce- 
dures have  been  successful.  Varus  release  involves 
the  periosteum,  pes  tendons,  and  superficial  medial 
collateral  ligament.  Valgus  release  is  done  proximal 
to  the  knee  joint  and  includes  isolation  of  the  pero- 
neal nerve  and  release  of  iliotibial  band,  lateral  cap- 


The  abundance  of  total  knee  prostheses  and  their 
diversity  of  design  has  presented  a challenging 
problem  to  the  orthopedist.  Since  the  early  nine- 
teenth century  different  approaches  have  been  used 
toward  replacement  of  the  articulating  surfaces  of  the 
knee.  Our  study  included  48  patients  undergoing  57 
prosthetic  operations;  80  percent  of  the  patients  were 
male  and  20  percent  were  female.  Osteoarthritis  was 
the  diagnosis  in  89  percent  of  the  cases,  rheumatoid 
art  hritis  in  1 1 percent,  and  5 were  revisions  of  failed 
operations.  The  overall  results  were  good  or  excel- 
lent in  90  percent  of  the  cases.  The  complications 
were  few  and  included:  delayed  wound  healing  (5 
cases),  pulmonary  embolus  ( 1 ),  peroneal  palsy  (1), 
and  hepatitis  (1). 


sule,  lateral  collateral  ligament,  and  posterior  capsule 
of  the  femur. 

Patient  data 

Of  the  48  patients  who  underwent  the  operation 
with  57  prostheses,  80  percent  were  female,  20  per- 
cent male.  Osteoarthritis  was  the  diagnosis  in  89 
percent  of  the  cases,  and  rheumatoid  arthritis  in  11 
percent.  Revisions  of  failed  knee  replacements  ac- 
counted for  five  of  the  procedures  and  an  infected 
prosthesis  for  one.  There  were  23  patients  with 
varus  deformity,  maximum  20  degrees,  and  34  pa- 
tients with  valgus  deformity,  maximum  25  degrees. 
Each  of  the  patients  was  evaluated  using  the  Hospital 
for  Special  Surgery  knee-score  sheet.  The  score 
sheet  quantitates  the  patients’  level  of  pain,  function, 
range  of  motion,  muscle  power,  deformity,  and  in- 
stability. A score  of  85  to  100  is  excellent,  70  to  84 
is  good,  60  to  69  is  fair,  and  below  60  is  poor. 

All  our  patients  had  preoperative  evaluation  by  an 
internist  or  rheumatologist:  30  percent  were  being 
treated  for  hypertension,  6 percent  had  previously 
documented  ischemic  cardiac  disease,  and  10  percent 
were  diabetic.  All  the  patients  were  placed  on  pre- 
operative and  postoperative  antibiotics.  Postoper- 
atively,  the  patients  were  placed  on  aspirin  prophy- 
laxis. 

Results 

The  average  preoperative  knee  score  was  53:  34 
in  the  rheumatoid  patients  and  57  in  the  osteoar- 
thritic  patients.  The  postoperative  score  average 
was  82:  74  in  the  rheumatoid  arthritis  and  87  in  the 
osteoarthritic  patients.  The  overall  results  were 
good  or  excellent  in  90  percent  of  cases. 

Complications 

The  number  of  complications  were  few.  Delayed 
wound  healing,  present  in  five  cases,  was  the  major 
problem,  but  was  handled  successfully  in  all  cases. 
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There  was  one  pulmonary  embolus,  no  deep  infec- 
tions, and  one  peroneal  palsy  in  a patient  with  a 
valgus  knee  who  did  not  have  a lateral  release  and 
isolation  of  the  nerve.  One  patient  developed  a 
metastatic  superficial  infection  after  a distal  stasis 
ulcer,  and  another  developed  a case  of  hepatitis  at 
three  months  postoperatively.  Thirty  percent  of 
patients  required  manipulation. 

Comment 

Our  results  are  indeed  comparable  to  the  larger 
series  previously  reported.2 

Venous  thrombosis  and  its  ensuing  complication 
is  different  both  in  its  etiology  and  occurrence  when 
comparing  the  orthopedic  and  general  surgical  pa- 
tient.4 The  rate  of  positive  findings  on  venograms 
in  the  total  knee-replacement  patient  is  35  percent.2 
The  venous  thrombosis  can  occur  not  only  from  re- 
traction or  direct  manipulation  but  also  from  the  heat 
produced  by  methylmethacrylate.5  All  our  patients 
had  preoperative  and  postoperative  phleborheo- 
grams.  None  showed  a positive  result. 

The  average  blood  loss  per  case  was  1.3  units. 
There  were  no  cases  of  postoperative  myocardial 
ischemia,  and  all  our  patients  have  postoperative 
electrocardiograms  on  a routine  basis. 

Since  this  is  an  older  group  of  patients,  the  therapy 


Treatment  for  Hodgkin’s  disease 
causes  loss  of  sexual  function 

Chemical  castration  is  the  price  of  the  “cure”  of  Hodg- 
kin’s disease,  says  an  article  in  the  October  26  Journal  of 
the  American  Medical  Association.  And  it  doesn’t  have 
to  happen. 

For  more  than  30  years  medical  science  has  been  able  to 
prolong  life  and  sometimes  virtually  cure  this  serious 
cancer  of  the  lymph  nodes.  But  only  now  physicians  are 
discovering  that  the  drugs  that  are  used  in  the  treatment 
often  destroy  the  sexual  function  of  the  patient. 

The  studies  are  the  work  of  Ramona  M.  Chapman,  M.D., 
and  Simon  B.  Sutcliffe,  M.D.,  at  St.  Bartholomew’s  Hos- 
pital, London.  Dr.  Chapman  is  now  at  Walter  Reed  Army 
Medical  Center,  Washington,  and  Dr.  Sutcliffe  is  at  Prin- 
cess Margaret  Hospital,  Toronto. 

It  is  not  the  disease  itself  that  damages  hormone  func- 
tion, says  Dr.  Chapman.  It  is  the  drugs  used  to  treat  the 
disease. 

Under  the  drug  treatment,  the  disease  responds  well,  but 
“young  women  show  a pattern  of  progressive  ovarian  fail- 
ure accompanied  by  severe  estrogen  deficiency  and  lack  of 
libido.  The  loss  of  ovarian  function  seems  to  result  from 
the  chemotherapy.” 

The  researchers  cited  many  instances  of  marriage 


must  be  attuned  to  their  medical  as  well  as  orthope- 
dic needs.  A bilateral  procedure  at  the  same  sitting 
is  done  only  if  (1)  the  first  side  is  completed  within 
one  hour  and  forty-five  minutes,  and  (2)  there  are  no 
signs  of  extreme  blood  loss  or  hypotension.  In  a re- 
cent total  condylar  study  comparing  unilateral  and 
bilateral  knee  replacements,  the  rate  of  blood  loss  was 
0.7  units  for  unilateral  and  2.4  units  for  bilateral.6 
Our  overall  results  were  good  or  excellent  in  90  per- 
cent of  cases. 

Therefore,  the  TCP  has  been  shown  to  be  highly 
effective  in  relief  of  pain  and  improvement  of  func- 
tion for  the  arthritic  knee. 
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problems  and  failures  and  other  social  ills  among  women 
“cured”  of  Hodgkin’s  disease  by  drug  treatment.  The 
reluctance  of  the  patients  to  talk  with  their  physicians 
about  it  caused  great  anguish  and  suffering  among  patients 
for  the  past  30  years,  she  declares.  The  physicians  did  not 
know  of  the  sexual  malfunction. 

Now  that  the  side  effect  of  the  drugs  is  known,  it  usually 
is  possible  to  offset  the  sexual  loss  by  hormonal  replace- 
ment, accompanied  by  appropriate  counseling  so  that  the 
patient  will  understand  that  loss  of  libido  is  to  be  expected 
during  drug  treatment,  and  can  be  corrected  by  hor- 
mones. 

In  an  accompanying  editorial,  William  H.  Crosby,  M.D., 
of  La  Jolla,  California,  declares: 

“We  were  unaware  that  the  pulses  of  drugs  used  in 
Hodgkin’s  disease  destroyed  libido,  ruining  personal 
relations  and  disrupting  families — this  in  addition  to 
causing  sterility.  An  unbelievable  amount  of  human 
misery  has  been  silently  borne  by  the  patients  of  three 
decades.” 

Now  that  the  problem  is  known  to  physicans  and  hor- 
monal replacement  is  available  for  those  receiving  drug 
treatment  for  Hodgkin’s  disease,  the  response  has  been 
gratifying. 

“They  come  in  like  shrinking  violets;  we  treat  them  and 
they  come  back  like  English  roses.” 
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Master  Two-Step 
Test 

Present  status 


The  Master  two-step  test  can  never  give  the  infor- 
mation about  cardiovascular  fitness,  cardiac  func- 
tion, or  arrhythmias  that  can  be  gained  from  a pro- 
gressive treadmill  or  bicycle  stress  test.  In  diag- 
nosing the  presence  of  coronary  disease  and 
suggesting  the  prognosis  for  future  coronary  events, 
however,  the  augmented  double  Master  two-step 
compares  favorably  in  both  sensitivity  and  specific- 
ity, especially  if  attention  is  paid  to  the  postexercise 
rate.  Risk  ratios  have  also  been  shown  to  be  not 
significantly  different  for  the  double  Master  and 
progressive  exercise  tests.  Methods  of  standard- 
ization by  the  use  of  a metronome  without  Master’s 
tables  and  of  achieving  maximum  safety  are  de- 
scribed. 


JULES  CONSTANT,  M.D.,  F.A.C.C. 

Buffalo,  New  York 

From  the  Department  of  Medicine,  State  University  of  New  York 
at  Buffalo  School  of  Medicine 


The  relatively  simple  Master  two-step  is  still  such 
a popular  office  test  throughout  the  world  that  it  is 
important  to  see  if  any  new  developments  in  the  step 
test  can  allow  it  to  compete  with  the  treadmill  or  bi- 
cycle stress  tests,  which  are  not  only  more  time- 
consuming  and  expensive  but  are  not  generally 
suitable  as  an  office  procedure.  The  two-step  test 
can  never  replace  a monitored  treadmill  or  bicycle 
stress  test  for  learning  about  ventricular  function, 
physical  fitness,  or  the  analysis  of  exercise-induced 
arrhythmias.  But  as  a test  for  the  presence  of  sig- 
nificant coronary  disease  and  for  the  prognosis  of 
future  coronary  events,  the  Master  two-step  test 
must  be  compared  with  the  progressive  stress  tests 
to  see  if  it  should  be  abandoned  for  these  purposes 
also. 

Physiology 

Heart  rate  changes  during  test.  In  normal 
subjects  a mean  maximum  heart  rate  of  144  beats  per 
minute  or  85  percent  of  predicted  maximal,  220 
minus  the  age,  for  a 50-year-old  man  occurs  during 
a DM  (double  Master)  or  three-minute  two-step  test. 
However,  subjects  with  angina  performing  a DM  tend 
to  have  slower  heart  rates  which  approximate  about 
80  percent  of  the  predicted  maximum  for  a man  of  50 
years.  Younger  subjects  tend  to  reach  only  about  75 
percent,  while  some  young  and  many  older  subjects 
reach  100  percent  of  predicted  maximum  at  these 
work  loads.1 

The  heart  rate  almost  always  reaches  a plateau  by 
the  last  minute  of  the  DM.  Therefore,  aerobic  con- 
ditions and  a steady  state  apparently  are  obtained  by 
the  third  minute.2  A training  effect  can  be  seen  so 
that  a lower  heart  rate  may  occur  with  a DM  than 
with  a single  Master  done  a few  days  before. 

It  may  not  be  important  to  reach  the  high  maximal 
heart  rates  achieved  with  treadmill  testing.  This  is 
suggested  by  the  finding  that  the  exercise-induced 
maximum  heart  rate  is  15  to  20  percent  lower  in  pa- 
tients with  ischemic  heart  disease  than  in  normal 
subjects.3,4  In  another  treadmill  study  of  651 
subjects  with  ischemic  chest  pain,  only  about  40 


percent  achieved  85  percent  of  age-predicted  heart 
rate  in  two  separate  tests  conducted  six  weeks  apart. 
Only  15  percent  could  reach  the  predicted  maximum 
heart  rate  despite  the  fact  that  about  45  percent  were 
on  vasodilators.5  Therefore,  most  coronary  patients 
may  reach  their  near-maximum  capabilities  with  a 
DM  two-step  test. 

Master6  also  noted  that  in  a two-step  test  a fast 
heart  rate  was  not  always  necessary  because  the 
amount  of  S-T  depression  in  200  patients  with  classic 
angina  bore  no  relation  to  the  maximum  heart  rate 
or  to  the  percentage  of  maximum  over  their  resting 
rate  as  recorded  in  monitored  tests. 

Oxygen  consumption  and  work  done  during 
DM  two-step  test.  The  DM  requires  approxi- 
mately 8.5  calories  per  minute,  or  an  oxygen  uptake 
of  about  20  ml.  per  kilogram  per  minute,  that  is, 
about  5 to  6 METS. ' This  is  about  50  percent  of  the 
maximum  VO2  (oxygen  consumption)  measured 
during  progressive  exercise  stress  tests  in  sedentary 
middle-aged  men. 

Post-DM  heart  rate  and  pressure  changes. 

Although  the  postexercise  heart  rate  of  a DM  may 
only  reach  50  to  60  percent  of  predicted  maximum 
heart  rate,  the  coronary  circulation  may  be  inade- 
quate in  the  postexercise  period.8  This  may  be  be- 
cause the  postexercise  tension  time  index,  the  best 
index  of  oxygen  consumption,  which  reaches  a 
maximum  by  the  second  minute  in  normal  subjects 
and  by  the  fifth  minute  in  coronary  patients  is  also 
greater  in  coronary  patients  due  to  an  increased 
ejection  time  and  a rise  in  peripheral  resistance.  In 
coronary  patients  after  a DM,  unlike  normal  subjects, 
total  peripheral  resistance  rises  significantly  above 
resting  levels  by  the  second  minute,  and  the  blood 
pressure,  heart  rate,  and  cardiac  output  take  about 
eight  minutes  to  return  to  resting  value.9  In  normal 
subjects  the  heart  rate  usually  returns  to  resting  rates 
by  about  three  minutes. 

Comparison  studies 

Comparison  of  in-exercise  versus  postexercise 
electrocardiographic  monitoring.  In  one  study 
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TABLE  I.  Sensitivity  for  DM  with  angiogram 
correlations 


ECG 

Per 

Criteria 

cent 

(mm. 

Sensi- 

Chief  Investigator 

Depression) 

tivity 

Aronow  et  al.15 

0.5 

67 

Cohn  et  al.16 

0.5 

84 

FitzGibbon  et  al.17 

0.5 

62 

McConahay,  McCallister,  and  Smith18 

0.5 

60 

Schweitzer  et  al.19 

0.5 

39 

Ascoop  et  al.20 

1 

77 

Cohn  et  al.16 

1 

77 

Demany,  Tambe,  and  Zimmerman21 

1 

64 

Most,  Kemp,  and  Gorlin22 

1 

50 

Average 

64 

TABLE  II.  Sensitivity  for  bicycle  tests  with  angiogram 

correlations 

ECG 

Criteria  Percent 

(mm. 

Sensi- 

Chief  Investigator 

Depression) 

tivity 

Kassebaum,  Sutherland,  and  Judkins23 

0.5 

73 

Mason  et  al.24 

0.5 

88 

Schweitzer  et  al.19 

0.5 

45 

Ascoop  et  al.20 

1 

60 

Borer  et  al.25 

1 

33 

Kassebaum,  Sutherland,  and  -Judkins23 

1 

71 

Likoff  et  al.26 

1 

58 

Average 

61 

of  over  5,000  DM  and  200  submaximal  treadmill  or 
bicycle  tests,  only  one  patient  had  ischemic  S-T 
segments  during  and  not  after  exercise,  and  98  per- 
cent occurred  after  exercise  alone.10 

Master  and  Rosenfeld,11  using  a V5  lead  with  a V5r 
negative  electrode  in  52  patients  with  angina,  found 
40  positive  tests  during  exercise  and  49  positive  tests 
in  the  postexercise  tracings.  Mattingly12  found  that 
the  S-T  interval  that  persists  for  two  to  four  minutes 
after  exercise  when  the  rate  has  decreased  is  more 
specific  than  the  S-T  depression  that  occurs  during 
exercise. 

The  oxygen  demands  of  a treadmill  test  may  be 
different  from  that  of  a DM  because  most  treadmill 
testing  employs  a warm-up  and  gradual  increase  in 
the  amount  of  exercise.  The  immediate  exercise  at 
the  maximal  level  for  the  DM  protocol  may  cause  an 
unfavorable  shift  in  myocardial  oxygen  supply  and 
demand  not  seen  with  some  treadmill  protocols.  It 
is  known  that  a sudden,  vigorous  exercise  can  pro- 
duce abnormal  cardiogram  findings  in  60  percent  of 
healthy  men.13 

Comparative  sensitivity  and  specificity  of  bi- 
cycle, treadmill,  and  DM  exercise  tests.  The  DM 

was  compared  with  progressive  exercise  tests  in  re- 
spect to  their  ability  to  predict:  (1)  the  presence  of 
significant  coronary  vascular  obstruction;  (2)  the 
degree  of  obstruction,  for  example,  how  many  vessels 
are  involved  and  at  what  site;  and  (3)  the  presence  of 
latent  coronary  disease  or  prognosis  for  future  coro- 
nary events. 

Sensitivity  of  DM  versus  bicycle  or  treadmill 
testing  for  diagnosing  the  presence  of  coronary 
disease. 
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TABLE  III.  Sensitivity  for  treadmill  tests  with 
angiogram  correlations:  ECG  criteria  1 mm.  S-T 
depression 


Chief  Investigator 

Protocol 

Percent 

Sensitivity 

Bartel  et  al.27 

Maximum 

65 

Cole  et  al.28 

Maximum 

95 

Ellestad  et  al.29 

Maximum 

76 

Goldman,  Tselos,  and 

90  percent 

80 

Cohn30 

maximum 

Goldschlager,  Selzer,  and 

85  percent 

64 

Cohn31 

maximum 

Kansal,  Roitman,  and 

90  percent 

92 

Sheffield32 

maximum 

Martin  and  McConahay33 

Maximum 

62 

McHenry34 

90  percent 
maximum 

72 

Nasrallah  et  al.35 

Maximum 

67 

Roitman,  Jones,  and 
Sheffield36 

Submaximum 

92 

Average 

77 

Sensitivity  tells  you  how  often  a test  result  is  pos- 
itive in  a group  of  patients  with  the  disease;  that  is, 
it  reflects  how  good  the  test  is  at  avoiding  false  neg- 
ative findings. 

Friedberg  et  al.  in  1962, 14  using  only  clinical  cri- 
teria, found  a 90  percent  sensitivity  for  the  DM  when 
0.5-mm.  S-T  depression  criterion  was  used.  The 
sensitivity  of  eight  other  DM  studies  using  coronary 
angiograms  to  decide  the  presence  of  significant 
coronary  disease  had  an  average  sensitivity  of  64 
percent  with  a range  from  39  to  84  percent  (Table  I). 
The  study  with  the  highest  sensitivity,  84  percent, 
excluded  all  tests  with  a postexercise  heart  rate  of  less 
than  110  beats  per  minute.16 

In  seven  bicycle  studies,  the  sensitivity  ranged 
from  33  to  88  percent,  or  an  average  of  61  percent 
(Table  II). 

In  10  treadmill  reports,  the  sensitivity  ranged  from 
62  to  95  percent  with  an  average  of  77  percent  (Table 
III). 

Comparing  only  those  studies  in  which  coronary 
angiograms  were  used  as  the  criteria  for  coronary 
disease,  most  of  the  nine  DM  studies  were  as  sensitive 
as  most  bicycle  tests  but  not  as  sensitive  as  most 
treadmill  studies.  When,  however,  the  DM  study 
which  eliminated  patients  with  postexercise  heart 
rates  of  less  than  110  beats  per  minute  was  compared 
with  graded  exercise  tests,  it  was  more  sensitive  than 
6 out  of  7 bicycle  tests  and  7 out  of  10  treadmill 
tests.16  This  suggests  that  when  the  postexercise 
heart  rate  was  less  than  110,  the  test  was  not  stressful 
enough.  The  use  of  the  augmented  DM  will  be  dis- 
cussed later. 

In  multiple-vessel  disease  the  DM  becomes  even 
more  sensitive  if  the  postexercise  heart  rate  is  110  or 
more  because  then  the  DM  has  a 91  percent  sensi- 
tivity. If  an  S-T  depression  of  2 mm.  or  more  was 
recorded,  there  was  a 95  percent  chance  of  finding 
significant  disease  in  two  or  three  coronary  ves- 
sels.16 

Specificity  of  DM,  bicycle,  and  treadmill  tests  in 
diagnosing  the  presence  of  coronary  disease. 


TABLE  IV.  Specificity  for  DM  with  angiogram 
correlations 


Chief  Investigator 

ECG 
Criteria 
(mm.  S-T 
Depression) 

Percent 
(Specificity) 
|(0.5  1 mm.)\ 

Aronow  et  al.15 

0.5  and  1 

94 

96 

Ascoop  et  al.20 

0.5 

92 

Cohn  et  al.16 

0.5  and  1 

73 

88 

Demany,  Tambe,  and  Zimmerman21 

1 

70 

FitzGibbon  et  al.17 

0.5 

67 

Kemp  et  al.39 

0.5 

83 

100 

McConahan,  McCallister, 
and  Smith18 

0.5  and  1 

83 

Schweitzer  et  al.19 

0.5 

87 

Average 

82 

88 

The  specificity  of  a test  tells  you  how  often  a group 
of  patients  free  of  the  disease  have  a negative  test; 
that  is,  it  reflects  how  often  a false  positive  response 
will  occur. 

When  only  clinical  criteria  and  no  angiograms  were 
used,  three  studies  showed  that  the  DM  had  a spec- 
ificity of  55, 88,  and  95  percent,  with  an  average  of  80 
percent.1  4-37-38  When  angiograms  w'ere  used,  eight 
DM  studies  showed  a range  of  67  to  100  percent  w'ith 
an  average  of  85  percent  (Table  IV). 

All  bicycle  and  treadmill  studies  had  angiographic 
correlations.  Five  bicycle  studies  showed  a speci- 
ficity range  of  55  to  97  percent,  with  an  average  of  79 
percent  (Table  V).  Eight  treadmill  studies  showed 
a specificity  range  of  70  to  96  percent,  with  an  average 
of  81  percent  (Table  VI). 

Thus  there  was  no  significant  difference  in  speci- 
ficity between  the  DM  and  graded  exercise  tests. 
The  specificity  was  influenced  more  by  the  protocol 
used  and  the  selection  of  patients  than  by  the  type 
of  test. 

Comparison  of  treadmill  tests  with  respect  to 
sensitivity,  specificity,  and  risk  ratios  in  detecting 
latent  coronary  disease. 

The  sensitivity  of  the  DM  for  the  prediction  of 
future  coronary  events,  mostly  in  asymptomatic  men, 
in  five  studies  varied  from  27  to  40  percent,  with  an 
average  of  32  percent.12-39-12  For  four  treadmill  tests 
the  sensitivity  was  remarkably  constant  at  about  60 
percent.39-41-43-44 

The  specificity  for  the  DM  in  four  studies  varied 
from  93  to  99  percent.12-42-45-46  For  four  treadmill 
tests  it  varied  from  75  to  92  percent,  with  an  average 
of  87  percent.39-41 -43-44 

Thus,  the  treadmill  test  is  almost  twice  as  sensitive 
as  the  DM  in  predicting  future  events  but  is  not 
necessarily  more  specific;  that  is,  there  were  just  as 
many  or  more  false  positive  results.  This  suggests 
that  a more  vigorous  exercise  test  than  the  routine 
DM  is  necessary  to  equal  the  predictive  value  of  a 
treadmill  test  for  future  events,  at  least  in  asymp- 
tomatic men.  Thus,  there  is  a probability  that  just 
as  a postexercise  heart  rate  should  equal  at  least  110 
to  give  a good  sensitivity  for  detecting  the  presence 
of  coronary  disease,  this  same  goal  should  probably 
be  attained  if  we  wish  to  use  it  to  predict  future 


TABLE  V.  Specificity  for  bicycle  tests  with  angiogram 
correlations:  ECG  criteria  1 mm.  S-T  depression 


Chief  Investigator 

Percent 

Specificity 

Borer  et  al.25 

55 

Kassebaum,  Sutherland,  and  Judkins23 

97 

Likoff  et  al.26 

68 

Mason  et  al.24 

89 

Schweitzer  et  al.19 

86 

Average 

79 

TABLE  VI.  Specificity  for  treadmill  with  angiogram 

correlations:  ECG  criteria  1 mm.  S-T  depression 

Percent 

Chief  Investigator 

Protocol 

Specificity 

Ascoop  et  al.20 

Maximum 

73 

Bartel  et  al.27 

Maximum 

92 

Cole  et  al.28 

Maximum 

87 

Ellestad  et  al.29 

Maximum 

76 

Kansal,  Roitman,  and 

Near  maximum 

75 

Sheffield32 

McHenry34 

90  percent 

95 

maximum 

Nasrallah  et  al.35 

Maximum 

85 

Roitman,  Jones,  and 

Submaximum 

70 

Sheffield36 

Average 

81 

events  with  a DM. 

Comparison  of  risk  ratios  for  DM,  bicycle,  and 
treadmill  tests. 

By  risk  ratio  is  meant  the  percentage  of  patients 
with  a positive  test  finding  who  develop  the  disease 
compared  to  the  number  of  patients  with  a negative 
test  result  who  develop  the  disease. 

Risk  ratios  for  1 1 DM  studies  for  periods  of  1.5  to 
10  years  varied  from  2:1  to  18:1  for  coronary  events, 
with  an  average  of  11,  and  went  even  as  high  as  40:1 
for  coronary  deaths.12-15-40-42-45-50  There  were  no 
significant  differences  between  risk  ratios  in 
asymptomatic  men  and  those  with  known  coronary 
disease. 

The  risk  ratios  for  one  bicycle  and  seven  treadmill 
studies  over  periods  of  two  and  one-half  to  six  years 
in  asymptomatic  men  varied  from  3:1  to  15:1,  with 
an  average  of  12:1,  with  the  one  exception  of  the 
study  by  Aronow51  carried  over  two  and  one-half 
years  on  100  patients  with  the  risk  ratio  of  23: 

l 15,25,29,41,43,44,52,53 

Thus,  risk  ratios  have  not  been  shown  to  be  sig- 
nificantly better  with  either  a treadmill,  bicycle,  or 
DM  and  probably  depend  on  the  protocol  used  and 
the  selection  of  patients. 

Advances  in  methods  of  doing 
the  Master  two-step  test 

Number  of  trips.  Master’s  assumption  that  a 
heavier  subject  does  more  work  over  a fixed  distance 
than  does  a lighter  subject  disregards  the  increases 
in  muscle  mass,  heart  weight,  and  stroke  volume  that 
compensate  for  increased  weight.  Also,  the  in- 
creased heart  rate  in  an  exercise  test  depends  mostly 
on  the  rate  of  work.  The  total  oxygen  uptake  for  a 
heavier  person  doing  the  same  rate  of  work  will  be 
greater,  but  the  adjusted  VO-2  to  kilogram  body 
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weight  will  be  identical.  Using  Master’s  tables,  the 
oxygen  requirements  per  kilogram  of  body  weight  are 
much  higher  for  lighter  subjects  who  are  made  to  do 
enough  trips  to  approach  their  maximum  oxygen 
uptake,  as  much  as  10  METS,  than  for  the  heavier 
subjects  who  do  many  fewer  trips  and  are  farthest 
from  their  maximum,  some  as  low  as  5 METS.54 

As  for  age,  there  is  no  evidence  for  a decrease  in  the 
mechanical  efficiency  in  response  to  a fixed  task  from 
teens  to  about  age  70.55  It  has  been  shown  that  if  all 
subjects  with  different  weights  and  ages  do  20  trips 
for  a single,  1.5-minute,  test  and  40  trips  for  a DM, 
that  is,  the  number  of  trips  from  Master’s  tables  for 
a 150-pound  man  aged  50,  there  is  much  less  varia- 
tion in  total  net  oxygen  consumption  when  expressed 
per  unit  of  body  weight  when  different  numbers  of 
trips  are  used  according  to  Master’s  tables.54 

Timing  trips.  The  easiest  way  to  make  sure  that 
the  patient  completes  20  trips,  that  is,  the  single 
Master  two-step,  in  exactly  1.5  minutes  is  to  have  the 
patient  climb  each  step  to  the  rhythm  of  a metro- 
nome set  at  a rate  of  66.  If  a subject  takes  one  beat 
to  turn,  the  test  will  be  completed  in  the  exact  period 
of  time.  If  Master’s  original  age  and  weight  tables 
are  used,  then  the  number  of  trips  for  a 1.5-minute 
test  should  be  multiplied  by  ten-thirds  to  get  the 
correct  metronome  setting. 

Augmenting  DM  trips.  The  best  DM  sensitivity 
for  the  prediction  of  coronary  disease  by  angiography 
was  obtained  when  a rate  of  at  least  110  beats  per 
minute  was  reached  post  exericse.16  Therefore,  a 
negative  DM  test  result  with  a rate  of  less  than  110 
should  be  considered  an  inadequate  test,  and  a more 
strenuous  exercise  should  be  done. 

Master1  found  that  an  augmented  test  of  15  per- 
cent more  steps  than  in  his  tables  did  not  produce  an 
unacceptable  number  of  false  positive  test  findings. 
If,  however,  the  quadriceps  muscles  will  not  tolerate 
an  increase  in  the  number  of  trips,  a practical  modi- 
fied augmented  step  test  can  be  used.  The  patient 
walks  at  a brisk  pace  over  the  steps  for  10  minutes  or 
until  chest  pain  if  that  comes  first.  He  returns  to  the 
starting  point  by  walking  around  on  the  floor  and 
avoids  vertigo  by  turning  clockwise  and  then  coun- 
terclockwise as  he  returns  to  his  starting  point. 

How  to  make  the  two-step  test  safe.  Myocar- 
dial infarction,  ventricular  fibrillation,  and  death 
have  occurred  with  the  performance  of  a step  test.56 
A defibrillator  and  personnel  trained  in  cardiopul- 
monary resuscitation  should  be  nearby.  Several 
precautions  are  necessary  to  emulate  Master’s  claim 
that  he  did  20,000  tests  without  a mishap.  If  the 
clinical  history  suggested  definite  angina,  he  always 
did  a single,  1.5-minute  test  first,  and  only  if  that 
result  was  negative  or  equivocal  did  he  do  a double 
test.57’58  However,  it  saves  time  to  do  an  augmented 
DM,  (46  trips)  immediately  on  a patient  with 
nonanginal  chest  pain  and  no  obvious  coronary  dis- 
ease. 

The  diagnosis  of  nonanginal  chest  pain  may  be 
made  if  any  one  of  the  following  is  present:  ( 1 ) the 
pain  is  too  short,  that  is,  less  than  five  seconds,  or  too 
long  on  many  occasions,  that  is,  over  one-half  hour; 


or  (2)  the  pain  increases  with  one  inspiration  or  can 
be  brought  on  by  bending  forward,  local  pressure,  or 
one  movement  of  the  chest  or  arm.  Beware  of  the 
patient  who  has  more  than  one  pain  or  exercise- 
induced  pain  that  disappears  in  less  than  five  seconds 
if  the  patient  stops  immediately  at  its  onset. 

If  the  1.5-minute  test  finding  is  negative,  then  an 
augmented  DM  may  be  done  safely.  The  test  should 
be  stopped  at  the  onset  of  pain  or  excessive  dyspnea. 
A report  by  Master  concerned  a patient  who  was  told 
to  keep  walking  until  exhaustion  or  pain  occurred. 
He  would  have  done  only  38  trips  according  to  Mas- 
ter’s tables.  He  collapsed  on  the  fifty-eighth  trip 
with  a heart  rate  of  20.  Fortunately,  he  recovered, 
but  there  have  been  myocardial  infarctions  reported 
in  patients  subjected  to  continuous  unmonitored  step 
exercise  until  pain  or  exhaustion.59 

In  one  report  of  myocardial  infarction  associated 
with  a Master  test,  the  subject  had  reported  experi- 
encing nocturnal  angina  for  four  months  after  an 
infarction.  After  eight  trips  he  developed  unusual 
dyspnea  without  pain.56  This  suggests  that  excessive 
dyspnea  should  also  be  an  end-point  and  that  if  a 
patient  has  a history  strongly  suggestive  of  coronary 
disease,  that  is,  past  infarction  or  classic  angina, 
Master’s  original  precaution  of  doing  the  1.5-minute 
test  in  a fasting  state  should  probably  be  rigidly  ad- 
hered to. 

Accelerating  angina  is  also  a contraindication  to 
performing  the  test.  Of  50,000  DM  tests  reported  in 
the  literature,  there  were  six  myocardial  infarctions 
either  on  the  day  of  or  following  the  test.  In  all  of 
these  either  the  resting  ECG  or  symptoms  had  sug- 
gested the  presence  of  acute  coronary  insufficiency. 
A recent  infarction  subject  should  probably  have  at 
least  four  weeks  of  convalescence  before  a Master 
step  test  is  done.  An  exercise  test  done  any  earlier 
after  infarction  should  probably  be  a carefully 
monitored  low-level  treadmill  or  bicycle  test. 

How  to  avoid  false  positive  findings  in  pre- 
dicting future  events.  The  incidence  of  false 
positive  results  for  detecting  future  coronary  events 
in  bicycle  and  treadmill  studies  ranged  from  8 to  25 
percent.39,51  For  the  DM  the  range  was  from  1 to  7 
percent.42,46 

To  prevent  false  positive  findings  in  predicting 
future  events,  it  is  helpful  to  use  ancillary  predictive 
factors. 

1.  If  the  test  result  is  positive,  take  into  account 
the  patient’s  risk  factors  and  the  past  history  of  heart 
disease.  For  a cholesterol  of  over  275  mg.  per  deciliter 
compared  to  200,  the  risk  ratio  for  developing  ischemic 
heart  disease  was  6:1.  For  40  percent  over  ideal  weight 
and  for  smoking,  the  risk  ratios  were  4:1. 

2.  Use  postexercise  ECG  changes  other  than  S-T 
depression.  While  ordinary  postexercise  premature 
ventricular  contractions  have  no  significant  effect  on 
risk  ratio,  if  they  are  in  higeminy  there  is  an  increased 
risk  ratio.50’52’5'1’60 

3.  Use  symptoms  during  exercise.  If  there  is  angi- 
na at  the  time  of  a treadmill  S-T  depression,  there  is  a 
50  percent  chance  of  a coronary  event  occurring  within 
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a year.61  This  was  two  and  one-half  times  the  inci- 
dence of  coronary  events  with  only  a positive  test  re- 
sult. Also,  if  the  pain  occurred  at  a low  work  load, 
there  was  an  even  higher  incidence  of  coronary  events. 

How  to  avoid  a false  negative  Master  two- 
step  test  finding  for  detecting  the  presence  of 
coronary  disease.  The  incidence  of  false  negative 
DM  test  findings  ranges  from  16  to  67  percent. 
Therefore  the  cause  of  false  negative  findings  in 
double-  and  triple-vessel  disease  may  be  partly  due 
to  techniques  of  doing  and  interpreting  the  test. 

There  are  several  precautions  that  can  be  taken  to 
avoid  false  negative  results: 

1.  Take  the  leads  that  are  most  likely  to  show  is- 
chemic changes.  V5  picks  up  about  90  percent  of  all 
positive  findings,  We  picks  up  70  percent,  and  V.t  about 
55  percent.  Then  come  V3,  lead  II,  lead  III,  and  a Vf. 
Occasionally  each  of  these  may  be  the  only  lead  to 
show  S-T  abnormalities.62  Therefore,  to  pick  up  110 
percent  of  positive  results  one  must  do  the  chest  leads, 
V5,  We,  V4,  and  V3,  and  the  limb  leads,  II,  III,  and  a Vf, 
preferably  in  that  order. 

2.  If  the  46-trip  augmented  DM  yields  a negative 
finding  but  the  postexercise  rate  is  less  than  100  per 
minute,  increase  the  amount  of  exercise  by  the  "walk- 
around”  10-minute  step  test  described  previously. 

DM  as  test  of  fitness.  Although  an  accurate  ex- 
ercise prescription  can  be  given  only  after  a bicycle 
or  treadmill  test,  a DM  can  be  used  as  an  office 
screening  test.  The  equivalent  of  a DM  to  a tread- 
mill is  a brisk  walk  at  about  three  miles  per  hour  at 
a 5-percent  grade  for  10  minutes,  or  about  4.5  miles 
per  hour  on  the  level.  This  would  be  equal  to  mod- 
erately heavy  work  and  is  roughly  equivalent  to 
climbing  up  and  down  two  flights  of  stairs  in  about 
one  minute.63  Any  patient  able  to  complete  a DM 
with  slight  symptoms  is  likely  able  to  meet  the  de- 
mands of  any  light  jobs,  such  as  light  industry  tasks, 
retail,  and  distribution  work.  These  jobs  are  clas- 
sified as  not  requiring  either  over  5 cal.  per  minute 
or  a heart  rate  of  over  110.63 

Indications  for  a 
Master  two-step  test 

The  significant  number  of  false  positive  and  neg- 
ative results  with  every  type  of  exercise  test  in  trying 
to  predict  the  presence  of  significant  coronary  disease 
limits  their  value  in  telling  you  the  cause  of  chest 
pain.  As  high  as  25  percent  false  negative  findings 
can  occur  with  a maximal  Bruce  protocol,  the  most 
strenuous  and  anaerobic  of  all  TM  protocols,  even  in 
the  presence  of  triple-vessel  disease.  False  positive 
findings  can  occur  even  with  a downsloping  S-T 
segment.27  64  The  routine  evaluation  of  chest  pain 
should,  therefore,  be  based  mainly  on  history, 
physical  examination,  x-rays,  the  resting  ECG,  sys- 
tolic time  intervals,  and  echocardiography  findings. 
An  ECG  taken  during  an  episode  of  spontaneous  pain 
can  help  rule  out  variant  angina. 

Of  more  value  is  the  use  of  an  exercise  test  to  in- 


dicate prognosis  and  to  help  decide  who  should  have 
angiography  with  a view  to  bypass  surgery.  A posi- 
tive stress  perfusion  scintogram  result  with  thallium 
occurs  in  about  15  percent  of  patients  with  only  one- 
or  two-vessel  disease  and  in  only  45  percent  of  pa- 
tients with  left-main  or  three-vessel  disease.65 
Therefore,  it  is  of  limited  value  in  deciding  which 
patients  are  in  a high-risk  group  anatomically.  It  is 
also  unknown  whether  the  positive  scintogram 
finding  has  any  prognostic  value.  There  is,  however, 
suggestive  evidence  that  degrees  of  positivity  in  an 
exercise  test  finding  has  prognostic  value.  This  is 
suggested  by  the  correlation  between  the  degree  and 
slope  of  S-T  depression  and  prediction  of  future 
events  found  in  several  studies. 

Robb  and  Marks,50  in  a DM  study  of  3,300  men, 
one  half  with  atypical  pain  and  25  percent  with  no 
pain  but  an  abnormal  ECG  finding,  found  that  over 
an  average  of  nine  years  the  risk  ratios  for  coronary 
events  increased  with  increasing  S-T  depression. 
The  risk  ratio  for  an  S-T  depression  from  0.1  to  0.9 
mm.  was  2:1;  for  an  S-T  depression  of  1 to  1.9  mm.  it 
was  3:1;  and  if  2 mm.,  it  was  10:1.  For  coronary 
deaths  alone  the  risk  ratios  were  two  to  three  times 
higher  for  each  of  the  aforementioned  categories  of 
S-T  depression. 

Punsar,  Pyorala,  and  Siltanen66  reported  that  if 
the  S-T  segment  sloped  up  to  a T that  began  below 
the  base  line,  there  was  a 25  percent  increase  of  cor- 
onary events  or  grossly  abnormal  cardiogram  findings 
within  five  years.  If  the  S-T  segment  was  horizontal 
or  downsloping,  there  was  a 50  percent  increase  in 
coronary  events  or  abnormal  cardiogram  results, 
while  with  no  S-T  depression,  there  was  only  a 7 
percent  incidence. 

Ellestad  and  Wan67  showed  that  after  a six-year 
follow-up  an  S-T  depression  of  0.5  to  1.4  mm.  had  a 
risk  ratio  of  4:1,  but  if  1.5  mm.  or  more,  it  was  7:1. 
Also  a negative  test  result  showed  a 3-percent-per- 
year  incidence  of  coronary  deaths,  w'hile  a 1-,  2-,  and 
3-mm.  depression  resulted  in  an  8-,  10-,  and  13-per- 
cent yearly  mortality  rate  from  coronary  disease.67 
They  found  that  with  maximum  exercise  the  degree 
of  S-T  depression  did  not  correlate  with  either  the 
severity  of  coronary  disease  or  future  events,  but  with 
less  strenuous  exercise,  the  degree  of  S-T  depression 
gave  a fair  correlation.67  Therefore,  a test  some- 
where between  the  routine,  moderate  DM  and  the 
more  strenuous  maximum  treadmill  protocol  seems 
to  be  a suitable  compromise.  Such  augmented  step 
tests  were  discussed  in  the  Methods  section. 

It  is  generally  agreed  by  those  who  believe  that 
aortic-coronary  bypass  surgery  can  prolong  life,  that 
patients  with  either  two-  or  three-vessel  disease  or 
main  left  coronary  disease  will  probably  live  longer 
after  bypass  surgery.  The  degree  and  slope  of  S-T 
depressions  may  not  only  give  you  prognostic  criteria 
but  can  also  tell  you  the  probability  of  finding  a de- 
gree of  coronary  obstruction  which,  if  bypassed,  will 
prolong  life. 

The  degree  and  slope  of  S-T  depression  does  seem 
to  correlate  with  the  severity  of  coronary  disease.  A 
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2-mm.  S-T  depression  after  a submaximal  treadmill 
test  was  associated  with  a 75  percent  incidence  of 
critical  obstruction  to  the  anterior  descending  main 
left  coronary  artery.68  A 3-mm.  or  more  S-T  de- 
pression after  a maximal  treadmill  test  in  one  study 
always  indicated  two-  or  three-vessel  disease  with 
invariable  involvement  of  the  proximal  anterior  de- 
scending artery.69  In  another  study  a downsloping 
S-T  segment  persisting  for  eight  minutes  into  re- 
covery was  associated  with  not  only  a 99  percent 
chance  of  being  a true  positive  result  but  also  with  an 
over  85  percent  chance  of  having  two-  or  three-vessel 
or  main  left  coronary  artery  disease.70 

Pain  with  the  S-T  depression  also  has  anatomic 
predictive  value.  Of  patients  with  pain  accompa- 
nying ischemic  S-T  depression,  90  percent  not  only 
have  significant  coronary  disease,  but  most  have  two- 
or  three-vessel  disease.71 

Since  the  degree  and  shape  of  the  S-T  depression 
and  the  reproduction  of  pain  does  appear  to  correlate 
with  future  events  and  the  severity  of  obstruction,  it 
suggests  the  possibility  of  using  the  DM  as  an  indi- 
cator as  to  when  to  do  coronary  angiography  with 
bypass  surgery  in  mind.  If  the  test  result  is  markedly 
positive,  that  is,  there  is  a persisting  2-mm.  or  more 
downsloping  S-T  depression,  especially  if  accompa- 
nied by  chest  pain  and  a fourth  heart  sound,  then  the 
prognosis  is  probably  bad  enough  to  warrant  coro- 
nary angiography. 

One  DM  study  found  that  of  patients  with  signif- 
icant three-vessel  disease,  one  third  had  a normal 
result,  one  third  had  a 1-mm.  or  less  S-T  depression, 
and  one  third  had  at  least  a 2-mm.  S-T  depression.22 
Therefore,  if  the  degree  of  S-T  depression  does  in- 
deed correlate  with  the  future  development  of  coro- 
nary events,  then  there  must  be  considerable  vari- 
ability in  the  life  expectancy  of  patients  with  three- 
vessel  disease.  A marked  S-T  depression  of  over  2 
mm.  following  a step  test  should  at  least  call  for  the 
anatomic  prognostic  data  provided  by  angiog- 
raphy. 

There  is  more  to  be  learned  from  a progressive 
stress  test  with  constant  monitoring  of  blood  pressure 
and  ECG  than  can  be  learned  from  the  unmonitored 
step  test,  but  if  all  you  wish  to  know  is  whether  there 
is  ischemia  due  to  coronary  disease,  or  what  the 
prognosis  is  for  future  coronary  events  in  an  attempt 
to  help  you  decide  whether  a patient  should  have 
coronary  angiography,  there  is  no  proof  that  a proh 
gressive  stress  test  is  superior  to  an  augmented  DM 
two-step  test.  If  a Master  two-step  test  finding  is 
markedly  positive,  then  coronary  angiography  may 
well  he  indicated  as  the  next  step  in  the  management 
of  that  patient.  If,  however,  the  step  test  shows  only 
a moderate  S-T  depression  of  1 to  2 mm.  then  per- 
haps a progressive  exercise  test  with  monitoring  of 
blood  pressure,  testing  of  cardiovascular  fitness,  and 
even  thallium  scanning  is  indicated  as  the  next  step. 
If  the  augmented  Master  two-step  test  result  is 
negative  despite  a postexercise  rate  of  at  least  110, 
it  is  questionable  whether  anything  more  than 


medical  management  of  symptoms  and  risk  factors 
is  necessary. 

100  High  Street 
Buffalo,  New  York  14203 
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Multiple  Foci  of 
Colorectal  Carcinoma 


A review  of  50  consecutive  colon  resections  with  ref- 
erence to  the  status  of  multiple  malignant  foci  within 
the  specimens  is  presented.  Significant  findings 
were  that  80  percent  of  cases  had  associated  benign 
polypoid  lesions;  14  percent  had  invasive  carcinoma 
within  villous  adenomas;  4 percent  had  superficial 
carcinoma  within  pedunculated  polyps;  2 percent 
had  an  early  mucosal  carcinoma;  and  14  percent  had 
a second  invasive  carcinoma.  Thus,  a total  of  34 
percent  of  these  patients  had  more  than  one  focus  of 
malignant  disease  within  the  resected  colon.  Pre- 
operative evaluation  with  complete  colonoscopy 
seems  mandatory  in  any  patient  with  a known  ma- 
lignant lesion  within  the  colon.  When  indicated, 
subtotal  colectomy  preserving  the  rectum  seems  to 
be  a reasonable  resection  of  choice  when  more  than 
one  lesion  is  indicated. 


Argument  for  subtotal  colectomy 


RICHARD  FOGLER.  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
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Excluding  skin  cancer,  carcinoma  of  the  colon  and 
rectum  afflicts  more  patients  than  any  other  malig- 
nant disease  in  the  United  States.1  The  five-year 
survival  rate  of  carcinoma  of  the  colon  has  not 
changed  in  the  past  20  years,2  despite  major  advances 
in  surgery,  chemotherapy,  immunology,  and  radia- 
tion therapy.  In  general,  the  stage  of  the  disease  at 
the  time  of  initial  surgery  is  the  prime  factor  in  the 
patient’s  ultimate  prognosis.2-4 

Unfortunately,  in  many  cases,  the  results  are  less 
than  satisfactory.  Controversy  concerning  ancillary 
therapeutic  modalities  as  well  as  the  extent  of  sur- 
gical resection  for  a particular  lesion  continues.  In 
addition,  the  concept  of  the  colon  as  a premalignant 
organ  capable  of  producing  multiple  foci  of  malignant 
change  remains  an  enigma  because  of  the  markedly 
variable  statistics  concerning  the  incidence  of  this 
phenomenon  in  the  general  population.  In  an  at- 
tempt to  crvstalize  a “tailored”  approach  to  treat 
colon  cancer,  all  patients  referred  to  Dr.  Fogler  with 
this  problem  since  January,  1973,  were  thoroughly 
investigated  for  potential  second  cancers. 

Subtotal  colectomy,  that  is,  colonic  resection  to  the 
peritoneal  reflection  with  ileoproctostomy,  was  ar- 
bitrarily chosen  as  the  surgery  of  choice  for  carcinoma 
of  the  colon.  The  selection  of  cases  depended  on  the 
points  emphasized  in  the  accompanying  protocol. 

Materials  and  methods 

After  routine  history  and  physical  examination,  all 
patients  underwent  digital  rectal  examination  with 
guaiac  test,  sigmoidoscopy,  and  barium  enema  ex- 
amination with  air  contrast  as  the  initial  screening 
procedures. 

Protocol.  Any  patient  with  a lesion  proximal  to 
the  splenic  flexure  of  the  colon  or  the  suggestion  of 
other  colonic  lesions,  that  is,  polyps,  carcinomas,  and 
so  forth,  or  the  persistence  of  guaiac-positive  stool  or 
frank  rectal  bleeding  in  the  absence  of  positive  x-ray 
findings,  were  examined  by  colonoscope  preopera- 
tively. 


Patients  with  nonobstructing  distal  colonic  lesions 
were  also  studied  by  colonoscopy  on  occasion,  but  not 
patients  with  obstructing  or  partially  obstructing 
colonic  lesions. 

Subtotal  colectomy  was  chosen  as  the  procedure 
of  choice  for  any  of  the  following  situations: 

1.  Patients  with  suspicious  multiple  colonic  le- 
sions. 

2.  Patients  in  good  health,  with  no  life-shortening 
medical  contraindications,  no  matter  what  the  location 
of  the  colonic  lesion,  that  is,  above  the  peritoneal  re- 
flection. 

3.  At  laparotomy,  the  absence  of  extracolonic  evi- 
dence of  carcinoma. 

4.  Patients  who,  by  all  routine  parameters,  such  as 
age,  medical  illness,  and  extent  of  disease,  would  prob- 
ably be  five-year  survivors. 

The  thrust  of  the  pathologic  and  histologic  stud- 
ies was  designed  to  identify  synchronous  malignant 
lesions  of  the  colon.  Although  40  of  the  50  cases  in 
this  series  had  associated  polypoid  lesions,  only  those 
with  malignant  change  were  considered  in  the  mul- 
tiple primary  statistics.  Thus,  colons  that  contained 


FIGURE  1 . Panoramic  view  of  subtotal  colectomy  specimen 
with  demonstration  of  3 invasive  carcinomas. 
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FIGURE  2.  Flat  cecal  lesion.  (A)  Section  showing  in  situ  malignant  change,  in  continuity  with  normal  mucosa  (hematoxylin 
and  eosin  stain).  (B)  High-power  view  showing  well-circumscribed,  early  malignant  change  with  multiple  mitotic  figures 
and  gland  in  gland  pattern  (hematoxylin  and  eosin  stain,  original  magnification  X 410). 


FIGURE  3.  Sections.  (A)  Mixed  villoadenomatous  polyp 
demonstrating  progression  from  cellular  atypia  to  early  car- 
cinoma. (B)  Through  base  of  villous  adenoma  with  frank 
invasive  carcinoma.  (Hematoxylin  and  Eosin  Stain) 

a symptomatic  malignant  lesion  plus  one  or  more 
other  histologically  malignant  lesions  represented  by 
( 1 ) a second  invasive  carcinoma,  as  shown  in  Figure 
1;  (2)  a de  novo  carcinoma  in  situ,  as  illustrated  in 
Figure  2;  (3)  a villoadenomatous  polyp  with  super- 
ficial carcinoma  (Fig.  3A);  and  (4)  villous  adenomas 
with  malignant  change,  as  shown  in  Figure  3B,  were 
classified  as  multiple  primary  cases.  The  raw  data 
concerning  the  50  consecutive  cases  of  carcinoma  of 


the  colon  seen  and  treated  by  resection  from  January, 
1973,  to  September,  1977,  are  summarized  in  Tables 
I and  II.  There  were  28  males  and  22  females,  with 
ages  ranging  from  36  to  94  years.  All  cases  of  resec- 
tion with  anastomosis  were  performed  with  the 
Gastrointestinal  Anastomosis  Instrument  (GIA 
Autosuture  device).  Two  patients  included  in  the 
subtotal  colectomy  statistics  actually  had  total 
proctocolectomy  and  ileostomy,  and  one  other  pa- 
tient had  a Hartmann  operation. 

Results 

The  overall  operative  mortality  rate  for  the  50 
cases  was  4 percent.  Two  patients  requiring  seg- 
mental resection  for  perforated  carcinoma  expired 
after  prolonged  hospitalization.  There  were  no  op- 
erative deaths  in  the  subtotal  colectomy  group,  and 
morbidity  statistics,  including  those  reflecting  pro- 
longed postoperative  diarrhea,  were  minimal.  Of  the 
15  subtotal  colectomy  patients,  3 required  antidiar- 
rheal  medication  while  in  the  hospital.  No  patient 
required  routine  antidiarrheal  medication  after 
discharge. 

Seventeen  patients  had  multiple  malignant  lesions 
by  our  criteria.  Nine  patients  were  known  to  have 
two  or  more  malignant  foci  preoperatively,  while  the 
other  eight  were  discovered  at  laparotomy  or  after 
resection.  These  eight  patients  are  further  sub- 
classified as  follows: 

1.  Seven  patients  were  operated  on  prior  to  the  avail- 
ability of  routine  colonoscopy.  Of  these: 


TABLE  I.  50  colonic  resections  for  cancer 


Category 

Number  (Percent) 

Sex 

Male 

28(56) 

Female 

22(44) 

Mult  iple  lesions 

17(34) 

Recognition 

Preoperative 

9(18) 

Postoperative 

8(16) 

Subtotal  colectomy 

15(30) 
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TABLE  II.  Summary  of  multiple-lesion  patients 


Patient  Known 

Num-  Initial  Primary  Second  Malignant  Other  Colonic  Preoper-  Miscellaneous 

ber  Lesion  Focus  Lesions  atively  Operation  Information 


1 

Adenocarcinoma  of 

Villous  adenoma  with 

+ 

Rectal  resection  Refused  laparotomy 

rectum 

carcinoma  in 
transverse  colon 

2 

Adenocarcinoma  of 

Extensive  cecal 

- 

Subtotal 

sigmoid  colon 

adenocarcinoma 

colectomy 

3 

Adenocarcinoma  of 

Villous  adenomas  with 

Numerous  benign 

- 

Subtotal 

Multiple  carcinoid  tumors 

rectum 

invasive  carcinoma  in 

pedunculated 

colectomy 

of  small  bowel 

ascending  colon 

polyps 

4 

Adenocarcinoma  of 

Adenocarcinoma  of 

Numerous  benign 

- 

Subtotal 

descending  colon 

cecum  and  sigmoid 

pedunculated 

polyps 

colectomy 

5 

Adenocarcinoma  of 

Adenocarcinoma  of 

Benign  pedunculated 

+ 

Subtotal 

Anterior  resection  for 

hepatic  flexure  of 

distal  and  descending 

polyps 

colectomy 

adenocarcinoma  of  recto- 

colon 

colon 

sigmoid  two  years  prior 

6 

Adenocarcinoma  of  Adenocarcinoma  of 

0 

- 

Subtotal 

Adenocarcinoma  of  small 

descending  colon 

cecum 

colectomy 

bowel  at  this  time; 
anterior  resection  for 
adenocarcinoma  of  recto- 
sigmoid four  years  prior 

7 

Irreducible  hernia 

Adenocarcinoma  of 

0 

- 

Right 

Fatjent’s  chief  complaint 

cecum  and  in  villous 

hemicolecto- 

was  irreducible  right 

adenoma  distal 

my 

inguinal  hernia 

8 

Adenocarcinoma  of  Adenocarcinoma  of 

0 

- 

Left 

sigmoid  colon 

descending  colon 

hemicolecto- 

9 

Mucoepidermoid 

Invasive 

0 

+ 

Total  proctoco- 

Anal  tumor  discovered 

carcinoma  of 

mucoepidermoid 

lectomy  and 

in  fistulous  tract 

anus 

carcinoma  in  villous 
adenoma  of 
descending  colon 

ileostomy 

10 

Obstructing 

Numerous  villous 

Benign  polyps 

+ 

Subtotal 

Primary  villous  adenoma 

adenocarcinoma 

adenomas  with 

colectomy 

of  appendix  also  present 

of  sigmoid  colon 

carcinoma 

11 

Obstructing 

Superficial 

Two  benign  polyps 

- 

Subtotal 

adenocarcinoma 

adenocarcinoma  of 

colectomy 

of  sigmoid  colon 

cecum 

12 

Superficial 

Adenocarcinoma  of 

Multiple  minute 

+ 

Subtotal 

adenocarcinoma 

transverse  colon 

sessile  adenomas 

colectomy 

of  sigmoid  colon 

with  marked 
atypia 

13 

Obstructing 

Three  villous  adenomas 

Two  benign  villous 

+ 

Left 

adenocarcinoma 

with  adenocarcinoma 

adenomas,  several 

hemicolecto- 

of  splenic  flexure 

of  descending  colon 

pedunculated 

my 

of  colon 

polyps 

14 

5 X 8-cm.  of  benign  Two  villoadenomatous 

Several 

+ 

Subtotal 

villous  adenoma 

polyps  with 

villoadenomatous 

colectomy 

of  hepatic  flexure 

adenocarcinoma  in 

polyps  with  atypia 

of  colon 

transverse  colon 

15 

Adenocarcinoma  of  Adenocarcinoma  of 

Benign  pedunculated 

+ 

Right 

Adenecarcinoma  of  prostate 

transverse  colon 

midtransverse  colon 

polyps 

hemicolecto- 

16 

Obstructing 

Villoadenomatous  polyp 

— 

my 

Segmental 

adenocarcinoma 

with  superficial 

resection 

of  rectosigmoid 

carcinoma  in  sigmoid 

(Hartmann) 

with  perforation 

colon 

17 

Adenocarcinoma  of  Two  sessile  villous 

Multiple  benign 

+ 

Total 

rectum 

lesions  with  superficial  sessile  and 

proctocolectomy, 

carcinoma 

pedunculated 

polyps 

ileostomy 

A.  Four  patients  had  the  second  lesion  missed  by 
barium  enema. 

B.  Three  patients  had  obstructing  lesions  on  the 
left  side,  and  barium  would  not  be  instilled  proximal  to 
that  lesion. 

II.  One  patient  had  lesion  on  the  left  side  revealed  by 
barium  enema,  but  the  colonoscopist  could  not  pass 


this  lesion.  After  resection,  a 1-cm.  carcinoma  of  the 
cecum  was  discovered  in  the  specimen. 

In  the  group  of  17  patients,  11  patients  had  sub- 
total colectomy  only  for  the  reasons  outlined  in  the 
protocol.  Thus,  six  of  the  patients  with  multiple 
lesions  had  lesser  procedures  because  of  widespread 
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disease  or  medical  contraindications.  In  all,  15 
subtotal  colectomies  were  done.  Four  of  these  were 
done  for  reasons  other  than  multiplicity,  such  as 
marked  narrowing  or  induration  of  the  left  colon 
secondary  to  diverticula  disease  in  the  presence  of  a 
lesion  on  the  right  side.  The  interesting  statistical 
data  derived  from  these  50  cases  are  as  follows: 

I.  Of  these  patients,  34  percent,  or  17  had  multiple 

malignant  foci  within  the  colon, 

II.  Of  these  17  patients: 

A.  52.7  percent,  or  9 patients,  were  discovered  pre- 
operatively. 

B.  47.3  percent,  or  8 patients,  were  discovered  in- 
traoperatively. 

C.  1 1.7  percent,  or  2 patients,  had  previous  colonic 
resections  for  carcinoma  two  to  four  years  prior  to 
this  admission. 

D.  21.2  percent,  or  3 patients,  had  other  extracolo- 
nic primary  malignant  conditions;  1 patient  had 
multiple  carcinoid  tumors  of  the  small  bowel,  1 pa- 
tient had  a carcinoma  of  the  prostate,  and  1 patient 
had  a primary  ileal  carcinoma. 

E.  Of  the  17  patients,  the  second  lesion  was 

1.  Invasive  carcinoma  in  7 cases. 

2.  Arising  in  a villous  adenoma  in  7 cases. 

3.  Arising  in  a villoadenomatous  polyp  in  2 
cases. 

4.  Carcinoma  in  situ  in  1 case. 

III.  30  percent,  or  1 5 of  the  patients,  had  subtotal  colec- 
tomy of  which  22  percent,  or  11  patients,  were  done  for 
protocol  criteria. 

IV.  Of  these  subtotal  colectomies: 

A.  54.5  percent,  or  6 patients,  were  recognized 
preoperatively  as  multiple  malignant  foci. 

B.  45.5  percent,  or  5 patients,  were  not  appre- 
ciated until  the  surgery. 

V.  Standard  segmental  resections  for  the  treatment  of 
their  colonic  disease  were  done  on  70  percent,  or  35  patients 
because  of  severe  medical  contraindication,  local  nodal 
metastases,  or  distant  parenchymal  metastases. 

Comment 

Two  conclusions  may  be  drawn  from  the  experi- 
ence of  this  study.  Occult  or  undetected  colonic  le- 
sions are  discovered  more  often  when  colonoscopy 
and  subtotal  colectomy  are  part  of  the  routine  diag- 
nosis and  treatment  for  colorectal  cancer.  Under 
favorable  circumstances,  subtotal  colectomy  with 
minimal  ileal  resection  is  not  attended  by  either  ex- 
cessive mortality  rates  or  excessive  diarrhea  ex- 
tending much  beyond  the  patient’s  hospitaliza- 
tion. 

Since  Billroth  in  1869, 5 Czerny  in  1880, 6 and 
Fenger  in  18887  reported  the  existence  of  multiple 
invasive  carcinomas  of  the  large  intestine,  many  ar- 
ticles have  been  written,  and  much  controversy 
continues  relating  to  this  subject.  In  1932,  the  ex- 
tensive review  of  literature  by  Warren  and  Gates,8 
plus  the  modification  by  them  of  Billroth’s  criteria 
for  multiplicity,  brought  to  light  the  underestimated 
incidence  of  multiple  primary  cancer.  A selective 
review  of  the  literature  from  1946  to  the  present 


suggests  a range  of  incidence  from  1.6  to  12.9  percent 
and  a general  warning  to  the  surgeon  that  frequent, 
careful,  follow-up  examinations  for  this  “cancer 
prone”  population  are  mandatory.9-21  Faced  with 
the  variation  in  statistics  and  the  dissatisfaction  with 
the  conclusions  represented  by  this  volume  of  liter- 
ature, this  analysis  of  personal  experiences  was  un- 
dertaken. Encouraged  by  the  surgical  philosophy 
set  forth  by  Wangensteen  in  1943, 22  and  Lillehei  and 
Wangensteen  in  1955, 23  subtotal  colectomy  was 
chosen  as  a reasonable  point  of  reference  and  was 
arbitrarily  chosen  as  the  surgery  of  choice  for  carci- 
noma of  the  colon.  The  selection  of  cases  depended 
on  the  points  emphasized  in  the  accompanying  pro- 
tocol. 

This  study  confirms  the  observations  of  Lillehei 
and  Wangensteen23  and  Wright,24  who  reported  the 
development  of  acceptable  and  near-normal  bowel 
habits  in  the  colectomized  patient  with  ileorectal 
anastomosis.  It  was  interesting,  while  reviewing  the 
literature,  that,  except  for  the  two  references  just 
cited,  there  was  scanty  mention  of  this  procedure 
even  in  the  face  of  growing  evidence  that  multiple 
carcinoma  was  a real  hazard.  In  the  discussion  of  the 
article  by  Polk,  Spratt,  and  Butcher,19  Welch25  states 
“.  . .the  authors  call  attention  to  the  fact  that  ap- 
proximately half  of  these  subsequent  cancers  . . . will 
be  some  type  of  visceral  cancer  of  which  a little  over 
half  will  be  cancer  of  the  colon  and  rectum.  . . . is  . . . 
our  operation  for  colonic  cancer  too  conservative? 
Should  we  be  sweeping  over  toward  subtotal  colec- 
tomy?” Again,  in  a report  by  Hojman,  Garriz,  and 
Markman,15  there  is  the  mention  of  subtotal  colec- 
tomy in  special  circumstances. 

The  performance  of  subtotal  colectomy  in  selected 
cases  affords  the  surgeon  and  his  patient  several  ideal 
circumstances.  All  or  nearly  all  of  the  colon  can  be 
removed  in  the  predisposed  patient.  There  is  an 
increase  in  the  frequency  of  discovering  unsuspected 
lesions  which  may  have  been  overlooked.  The  sur- 
geon does  not  have  to  rely  on  the  inaccuracies  of 
“careful  colonic  palpation”  intraoperatively,9  or  the 
fallibility  of  the  best  “double-contrast  barium 
enema”  both  pre-  and  postoperatively13-14  to  effec- 
tively treat  his  patient.  Finally,  any  remaining 
segment  of  colon  is  within  easy  reach  of  routine  sig- 
moidoscopic  examination  which  can  be  performed 
at  appropriate  follow-up  intervals.  In  today’s 
modern  surgical  arena,  the  mortality  rate  for  subtotal 
colectomy  is  comparable  to  the  mortality  rate  of 
conventional  hemicolectomies.  Treatment  of  this 
high-risk  group  with  a conservative  resection  fol- 
lowed by  “frequent  and  careful”  postoperative  in- 
vestigations, followed  by  the  necessity  of  subsequent 
surgery  if  additional  lesions  are  found,  may  no  longer 
have  to  be  accepted  as  the  most  effective  manage- 
ment,.26 

The  overwhelming  evidence  now  available  in  the 
literature  points  to  t he  adenoma-carcinoma  sequence 
in  the  evolution  of  colorectal  cancer.27 

'Fhe  studies  of  Kozuka  et  al.2H  reported  the  si- 
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multaneous  transition  of  multiple  polyps  into  car- 
cinoma and  a 68  percent  incidence  of  precancerous 
or  cancerous  lesions  accompanying  carcinomas.  The 
awareness  by  Lynch  et  al.29  that  certain  families 
clearly  had  a high  incidence  of  distinct  synchronous 
and  metachronous  primary  carcinomas  of  the  colon 
and  did  best  when  near-total  or  total  colectomy  was 
utilized  at  the  outset,  represented  a welcome  piece 
of  information.  Finally,  the  recent  reports  in  the 
pathology  literature  describing  microscopic  non- 
polvpoid  hyperplastic  mucosal  changes  in  apparently 
normal  mucosa  adjacent  to  carcinomas20  should  at 
least  stimulate  the  surgeon  to  reevaluate  the  time- 
honored  boundaries  of  colonic  resection  for  carci- 
noma. 

The  underestimation  of  the  value  of  the  colono- 
scope  in  the  diagnosis  and  treatment  of  colonic  neo- 
plasia is  now  appreciated.1314  A report  by  Appel31 
on  a limited  series  clearly  shows  the  superiority  of 
colonoscopy  over  barium  enema  and  sigmoidoscopy 
for  uncovering  previously  undetected  lesions.  As 
colonoscopy  became  more  available  to  us  for  routine 
screening,  the  indications  for  extended  colonic  re- 
section for  neoplasm  became  more  frequent.  In  the 
past  30  years,  there  has  been  a changing  distribution 
of  primary  cancers  in  the  large  bowel  with  respect  to 
distal  and  proximal  lesions.32  Thus,  digital  exami- 
nation of  the  rectum  and  sigmoidoscopy  alone  are  less 
likely  to  diagnose  large-bowel  cancer.  Stool 
screening  for  occult  blood,  barium-enema  examina- 
tion, and  especially  colonoscopy,  are  the  most  im- 
portant diagnostic  tools  for  today’s  evaluation  of  the 
patient  with  colonic  neoplasm. 

In  light  of  the  trends  concerning  this  most  common 
problem,  it  would  seem  reasonable  to  advocate  pre- 
operative colonoscopy  on  all  patients  requiring  re- 
section for  colonic  carcinoma  and  subtotal  colectomy 
as  acceptable  procedures  in  the  treatment  of  large- 
bowel  neoplasia.  The  frequency  with  which  findings 
significant  to  the  patient’s  prognosis  are  discovered, 
especially  the  increasing  incidence  of  multiple  foci 
of  carcinoma,  suggests  that  total  or  subtotal  colec- 
tomy would  become,  with  favorable  conditions,  the 
operation  of  choice  for  colonic  carcinoma.33  Philo- 
sophically, this  suggestion  has  as  much  validity  as  the 
more  conservative  approach  of  limited  resection  and 
careful  intraoperative  and  postoperative  searches  by 
both  the  surgeon  and  the  endoscopist  for  additional 
tumors. 

If  accepted  as  routine  practice,  extension  of  the 
standard  boundaries  of  partial  colectomy  may  be  the 
factor  necessary  to  improve  our  present  accom- 
plishments with  this  dismal  disease. 
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The  National  Center  for  Health  Statistics  of  the 
Department  of  Health,  Education,  and  Welfare  re- 
vealed that  over  1 million  adolescents  become  preg- 
nant each  year  in  this  country,  that  is,  1 out  of  every 
10  adolescent  females;  of  these  almost  600,000  give 
birth. 

The  fact  that  an  adolescent  mother  has  an  abortion 
does  not  necessarily  indicate  that  the  pregnancy  was 
unplanned  or  the  child  unwanted.  There  are  a 
multitude  of  factors  that  influence  a young  teenage 
mother  in  making  a decision  to  have  or  not  have  her 
pregnancy  terminated.  However,  in  1976,  adoles- 
cents accounted  for  one  third  of  the  reported  number 
of  legal  abortions  performed  in  the  United  States.  In 
New  York  City  in  the  same  year,  nearly  one  out  of 
every  three  infants  born  was  illegitimate.  Another 
interesting  fact  is  that  although  out-of-wedlock 
births  tripled  from  11,160  in  1956  to  33,315  in  1976, 
legitimate  births  for  the  same  period  were  cut  in  half, 
from  154,393  to  76,780.  These  statistics  indicate 
clearly  that  out-of-wedlock  births  are  on  the  increase 
despite  the  availability  of  legal  abortions  and  the 
general  decline  overall  of  births.  Teen-age 
pregnancies  have  reached  epidemic  proportions  de- 
spite the  increased  contraceptive  information  and 
family-planning  educational  services  readily  avail- 
able to  adolescents  both  in  school  and  in  the  com- 
munity; contraceptive  information  has  been  widely 
disseminated  and  is  readily  available  to  the  sexually 
active  teen-ager.  We  have  apparently  not  reached 
the  teen-age  population  in  need  of  these  services. 

Pregnancy  consequences 

The  risks  of  adolescent  pregnancy  are  many, 
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ranging  from  the  social  complications  to  the  medical 
complications.  Extensive  research  recognizes  that 
pregnant  adolescents  and  their  infants  are  a high-risk 
group  medically.  What  has  not  been  fully  recognized 
nor  appreciated  is  that  they  also  are  high-risk  indi- 
viduals in  the  context  of  the  battered-child  or  mal- 
treatment syndrome  of  children:  complications  in 
pregnancy  or  delivery,  toxemia,  prolonged  labor, 
premature  births  with  neurologic  deficits,  and  re- 
tardation syndromes.  Babies  born  to  teen-age 
mothers  tend  to  weigh  less  and  be  vulnerable  to  birth 
problems  and  birth  defects. 

Inadequate  prenatal  care  and  no  prenatal  care  are 
more  common  among  teen-age  mothers.  According 
to  data  from  42  states,  3.4  percent  of  15  year-old 
mothers  received  no  prenatal  care  at  all  as  compared 
with  1.9  percent  of  19-year-old  mothers,  and  only  0.8 
percent  of  mothers  25  to  29  years  of  age. 

Pregnancy  during  adolescence,  therefore,  involves 
serious  medical  social,  and  economic  consequences, 
all  of  which  may  lead  to  the  ultimate  breakdown  of 
parent-child  relationship  and  child  abuse. 

Child  maltreatment,  the  physical,  verbal,  and 
sexual  abuse  of  children,  is  one  of  the  most  important 
medical-social  problems  confronting  our  society 
today.  It  has  been  estimated  that  at  least  3,000 
children  are  killed  each  year  in  this  country  by  their 
parents  or  parent  surrogates.  In  one  year  in  New 
York  City  alone,  an  average  of  two  children  every 
week  die  of  maltreatment.  Thousands  of  children 
a year  throughout  the  United  States  are  being  per- 
manently injured,  physically,  emotionally,  and 
mentally.  These  figures  are  certainly  cause  for  deep 
concern,  especially  since  these  statistics  probably  are 
only  a reflection  of  the  upper  part  of  a submerged 
iceberg. 

Maltreatment  syndrome 

The  maltreatment  of  these  children  ranges  from 
gross  neglect,  including  starvation,  to  cruelty,  re- 
sulting in  physical  and  emotional  abuse  of  the  child. 
Child  abuse  has  become  a widespread  phenomenon 
that  involves  a violent  child-rearing  pattern  which 
is  tolerated  by  our  community  and  is  becoming  more 
entrenched  in  our  population.  Child  abuse  is  one 
form  of  violence  that  results  in  social  disorganization 
and  family  disintegration.  The  problem  of  child 
maltreatment  is  not  limited  to  any  particular  eco- 
nomic, social,  or  intellectual  level,  or  to  any  specific 
race  or  religion. 

Kempe,1  of  the  University  of  Colorado  in  the 
Colorado  General  Hospital,  reported  the  results  of 
a nationwide  survey  of  hospitals  and  law-enforce- 
ment agencies  in  1962  indicating  the  high  incidence 
of  battered  children  within  a one-year  period.  Up 
until  this  time,  the  syndrome  of  the  “battered  child” 
had  for  the  most  part  been  unsuspected  and  gone 
unrecognized  by  the  medical  profession.  A new 
name  was  coined,  namely  “the  battered-child”  syn- 
drome.1 The  battered-child  syndrome  derived  its 
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descriptive  name  from  the  nature  of  the  child’s  in- 
juries which  commonly  included  abrasions,  bruises, 
lacerations,  bites,  hematomas,  brain  injury,  deep 
body  injury,  fractures,  dislocations,  injury  to  the  liver 
or  kidneys,  burns,  scalds,  and  all  other  injuries  gen- 
erally resulting  from  battering  a child. 

The  following  year,  in  1963,  I reported  observa- 
tions on  a large  number  of  children  who  were  ad- 
mitted to  the  New  York  Foundling  Hospital  Center 
for  Parent  and  Child  Development  with  no  obvious 
signs  of  being  “battered”  but  who  had  multiple, 
minor  physical  evidences  of  parental  neglect  and 
abuse.2  I suggested  that  the  term  “maltreatment 
syndrome”  be  applied  to  describe  this  greater  whole 
picture  of  child  abuse,  ranging  from  the  under- 
nourished infant  reported  as  “failure  to  thrive”  to  the 
battered  child,  which  is  often  the  last  phase  of  the 
spectrum.2 

Maltreatment  of  children  by  parents  may  occur  at 
any  age,  with  an  increased  incidence  of  children 
under  three  years  of  age;  a large  percentage  is  the 
under  six-months-of-age  group.  One  parent  more 
than  the  other  is  usually  the  active  batterer,  and  the 
other  parent  passively  accepts  the  battering.  The 
average  age  of  the  mother  who  inflicts  the  abuse  on 
her  children  has  been  reported  to  be  about  26  years; 
the  average  age  of  the  father  is  30  years. 

Cause  and  effect 

The  lives  of  these  parents  are  usually  marked  with 
social  alienation,  divorce,  paramour  relationships, 
alcoholism,  financial  stress,  poor  housing  conditions, 
recurring  mental  illness,  mental  retardation,  drug 
addiction,  and  intrafamilial  violence.  These  stress 
factors  all  play  leading  roles  that  cause  the  poten- 
tially abusive  parent  to  strike  out  at  a special  child 
during  a moment  of  crisis.  These  parents  often  ex- 
press their  own  lack  of  parental  love,  support,  and 
protection,  making  them  unable  to  give  love,  affec- 
tion, and  the  necessary  “mothering”  to  their  own 
children. 

Environmental  and  situational  stress  factors 
coupled  with  early  childhood  maltreatment  expe- 
riences cause  the  increased  likelihood  of  an  adoles- 
cent not  being  able  to  adequately  care  for  a child. 
Many  adolescent  emotional  difficulties  turn  out  to 
be  reactions  to  earlier  environmental  stress. 

It  is  a sad  and  unhappy  fact  that  when  a child  is 
abused,  neglected  and  punished,  devalued,  and 
continually  criticized,  he  develops  an  aggressive  be- 
havior by  imitation;  in  his  adult  years,  he  continues 
this  type  of  aggressive  behavior  as  a dissatisfied  and 
angry  adult.  Adolescent  parents  particularly, 
therefore,  attempt  to  cope  with  the  threatening  as- 
pects of  their  parents’  behavior  by  doing  actively 
what  they  experienced  and  continue  to  experience 
passively.  Impaired  relationships  between  parents 
and  child  during  the  early  formative  childhood  de- 
velopment years  can  cause  such  adult  disorders  as 
hostility,  depression,  sexual  maladjustment,  alco- 


Teen-age pregnancies  have  reached  epidemic  pro- 
portions. Adolescent  parents  are  at  high  risk  in  the 
maltreatment  of  children.  At  especially  high  risk  are 
those  adolescent  parents  who  have  themselves  ex- 
perienced maltreatment  in  early  childhood.  Sug- 
gested solutions  to  the  child  abuse  problem  include: 
(1 ) sessions  on  “good  parenting”  in  elementary  and 
high  school  classes;  (2)  perinatal  assessment  for 
high-risk  characteristics  for  potential  child  abusers 
by  hospital  personnel;  (3)  community  adolescent 
maternity  health  services;  (4)  preventive  services,  for 
example,  shelters  for  pregnant  teen-agers  and  infant 
day-care  services;  and  (5)  comprehensive  education 
in  human  sexuality  which  includes  learning  to  accept 
responsibility  for  one’s  actions. 


holism,  drug  addiction,  withdrawal,  and  deficiencies 
in  mental  and  physical  growth  development.  The 
despair  and  depression  that  many  adolescents  feel 
is  further  compounded  when  they  have  had  little  or 
no  parenting  themselves  and  are  unable  to  cope; 
therefore,  they  are  unable  to  succeed  as  parents 
themselves.  Troubled  parents,  particularly  the 
single  adolescent  mother,  become  saturated  with  a 
sense  of  desperation,  alienation,  and  anger  that 
during  stressful  situations  leads  to  loss  of  control  and 
striking  out  at  what  is  closest  to  them,  namely  a 
child. 

There  are  no  easy  answers  to  the  problems  of  the 
adolescent  parent,  especially  when  dealing  with  a 
teen-ager  who  has  the  potential  for  violence.  How- 
ever, we  do  know  that  the  common  denominator  for 
aggressive  violent  abusive  parental  behavior  is  a lack 
of  self-control.  Therefore,  to  effectively  cope  with 
the  immediate  crisis  situation,  frustrated,  often  im- 
mature young  parents  must  be  able  to  control  their 
tempers,  particularly  when  faced  with  the  critical 
responsibilities  of  child  rearing. 

Young  parents  who  are  suffering  the  pathos  of  a 
parent-child  trapped  in  crisis  should  seek  help. 
They  must  become  aware  of  the  resources  available 
that  will  help  them  strengthen  their  parenting  ability 
for  coping  effectively  during  crisis  situation.  They 
must  be  willing  to  develop  skills  and  confidence  in 
this  area.  Effective  parenting  must  encompass 
wholesome,  sustained  parental  affection,  as  well  as 
acceptance  and  approval  of  the  child.  Parenting  is 
a learned  experience  and  must  be  given  priority  in  the 
teaching  curriculum  of  our  elementary  and  high 
school  classes.  Good  parenting  is  the  best  preventive 
medicine  for  the  disease  of  child  abuse. 

Although  today  we  are  more  aware  of  the  psycho- 
dynamics of  child  abuse,  we  are  not  as  cognizant  of 
the  predictive  parameters  of  the  problem.  It  is  ob- 
vious that  if  one  could  develop  a predictive  scale  of 
potential  child  abusers  and/or  abnormal  parenting 
experiences  and  practices,  early  effective  interven- 
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tion  could  be  facilitated,  thereby  preventing  damage 
to  the  newborn  infant  or  child. 

Early  detection 

Gray  et  al.3  have  recognized  the  importance  of 
early  detection  during  the  prenatal  and  neonatal 
periods.  It  is  during  these  periods  of  time  that  an 
observer  is  given  an  excellent  opportunity  to  study 
adolescents’  attitudes,  personality  structures,  social 
contacts,  degrees  of  inter  familial  communication, 
their  values,  and  their  “hang-ups.”  During  these 
periods  one  is  also  able  to  assess  the  newborn  infant's 
behavior,  as  well  as  parent-child  interactions  and  any 
obvious  indicators  of  potentially  harmful  child- 
rearing  patterns. 

Intervention  during  these  critically  sensitive  and 
emotionally  laden  periods  can  prevent  parent-in- 
duced damage  to  the  child  and  can  make  available  a 
human  network  of  support  for  the  adolescent’s 
mothering  experience  that  will  insure  a healthy 
child-rearing  interaction  between  mother  and 
child. 

Perinatal  assessment  and  simple  intervention  with 
families  at  “high  risk  for  abnormal  parenting  prac- 
tices” significantly  improve  infants’  chances  for  es- 
caping physical  injury.  Some  high-risk  character- 
istics include  a history  of  child  abuse,  adolescent 
pregnancy,  financial  problems,  social  isolation,  al- 
coholism, drug  addiction,  and  inadequate  child-care 
arrangements. 

Prevention 

In  recent  years  research  has  shown  a link  between 
early  disruption  of  parent-child  relationships  and 
later  child  maltreatment.4  The  situation  is  partic- 
ularly high  risk  when  the  child  is  difficult  to  care  for 
or  the  parent  is  under  social  environmental  stress. 
Fomufod  et  al.4  have  concluded  as  a result  of  their 
work  that  the  newborn  is  capable  of  interaction  with 
adults  in  many  ways,  and  the  First  few  minutes,  hours, 
and  days  of  life  are  an  important  time  for  establishing 
parent-child  attachments.  In  view  of  these  findings 
it  would  seem  that  one  important  pathway  to  the 
prevention  of  child  maltreatment  leads  to  observing 
what  goes  on  prenatally  in  our  clinics,  in  our  delivery 
rooms,  and  in  our  nurseries.  Hospitals  and  physi- 
cians can  facilitate  prevention  of  child  maltreatment 
especially  among  the  pregnant  adolescent  population 
by  assessment  of  their  antiquated  policies  and 
practices  prenatally,  during  labor,  and  delivery,  and 
in  the  first  days  of  life.  This  is  exactly  the  time  when 
the  present  system  of  medical  care  often  does  not 
provide  the  necessary  professional  help  to  these  new 
young  parents. 

We  must  develop  community  adolescent  maternity 
health-care  services  that  can  provide  comprehensive 
prenatal,  postpartum,  and  delivery  care,  with  em- 
phasis on  the  psychosocial  aspects  of  the  adolescent  ’s 
pregnancy.  A precise  evaluation  of  the  circum- 


stances surrounding  the  pregnancy  will  provide  in- 
formation about  the  adolescent’s  own  early  childhood 
experiences,  family,  and  peer  relationships;  her 
feelings  about  herself  and  her  pregnancy;  and  her 
future  plans  for  herself  and  her  baby. 

Hospitals  must  develop  their  resources  so  that  they 
can  play  an  effective  preventive  role.  Efforts  should 
be  made  by  hospital  personnel  toward  establishing 
routine  prenatal  assessments  of  the  high-risk  or  at- 
risk  potential  of  all  families  using  existing  indicators 
proposed  by  Gray  et  al.3 

Significantly  greater  attention  must  be  given  to 
assessing  the  progress  of  parent-infant  bonding,  be- 
ginning in  the  delivery  room  where  maternal  rejecting 
behaviors  can  easily  be  identified  by  nurses  and 
physicians;  such  assessments  should  be  handled  as 
routine  obstetric  practice.  Active  involvement  and 
participation  of  the  father  or  some  other  person, 
when  the  father  is  not  present,  in  each  stage — pre- 
natal, delivery,  and  nursery — are  essential  compo- 
nents in  any  preventive  hospital  program.  The  fa- 
ther should  be  permitted  in  the  delivery  room. 

In  addition,  efforts  must  be  made  to  modify  or 
change  hospital  nursery  policies  that  separate  sick 
newborn  infants  from  their  mothers.  Hospitals  and 
physicians  must  actively  promote  practices  that  will 
enhance  parent-infant  bonding. 

Other  preventive  services  for  the  pregnant  ado- 
lescent and  teen-age  parent  should  include  the 
availability  of  good  infant  day  care  combined  with 
programs  attended  by  the  mother,  protective  services 
for  adolescents,  and  shelters  to  unwed  teen-agers 
offering  legal,  vocational,  and  family  planning  in- 
structions and  guidance. 

Any  realistic  adolescent  programs  directed  toward 
treatment  and  prevention  must  have  adequate 
funding.  The  Federal  government  needs,  therefore, 
to  address  the  issue  of  prevention  as  well  as  provision 
of  funds  for  pregnant  adolescents,  adolescent  par- 
ents, and  their  infants  through  comprehensive  pro- 
grams. 

A second  major  area  of  prevention  lies  in  educa- 
tion, not  only  sex  education  but  beyond  the  physi- 
cal-sexual level,  that  is,  a human  sexuality  curriculum 
that  includes  and  emphasizes  the  understanding  of 
family  life  skills  and  the  long-term  effects  and  re- 
sponsibilities of  child  rearing.  Teen-agers  must  be 
made  awTare  that  having  sex  is  filled  with  emotional, 
physical,  and  social  consequences.  Sex  education  in 
the  schools  should  therefore  include  such  things  as 
family  values,  a healthy  acceptance  of  the  responsi- 
bilities that  go  with  sexuality,  emotional  stability  in 
marital  relationships,  and,  last  but  not  least,  a will- 
ingness to  accept  the  consequences  of  one’s  actions. 
I believe  that  this  kind  of  comprehensive  education 
in  human  sexuality  can  meet  the  real  developmental 
needs  of  teen-agers  searching  for  their  sexual  identity 
and  the  responsibilities  that  go  with  becoming  a 
parent.  This  I believe  is  one  of  the  major  approaches 
that  can  be  instrumental  in  the  prevention  of  child 
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maltreatment  among  our  teen-age  parents.  Lest  we 
forget  the  other  parent,  namely  the  father,  let  us  re- 
member that  parenthood  is  a mutual  responsibility; 
therefore,  all  efforts  must  be  made  to  provide  sup- 
portive services  to  the  teen-age  father  as  well.  In- 
creasingly more  involvement  of  the  father  is  being 
mandated  by  law. 

If  an  adolescent  strikes  out  and  maltreats  her  in- 
fant or  child,  immediate  intervention  is  initiated  by 
a child-abuse  report  to  the  appropriate  child-pro- 
tective unit  in  the  community.  Providing  supportive 
services  to  the  mother  in  a variety  of  ways  can  be  ef- 
fective in  breaking  the  cycle  of  violence  breeding  vi- 
olence in  the  family  unit. 

Programs  must  combine  medical  and  social  ap- 
proaches in  the  multidisciplinary  approach  to  child 
protection  and  family  therapy.  These  preventive 
and  treatment  programs  should  encompass  the  fol- 
lowing objectives: 


1.  To  prevent  separation  of  parents  and  child 
whenever  possible. 

2.  To  prevent  placement  of  children  in  institu- 
tions and  foster  care. 

3.  To  encourage  the  attainment  of  self-care  sta- 
tus on  the  part  of  the  parents. 

4.  To  stimulate  the  attainment  of  self-sufficien- 
cy for  the  family  unit. 

5.  To  prevent  further  abuse  or  neglect  by  remov- 
ing children  from  families  who  show  an  unwillingness 
or  inability  to  profit  from  the  treatment  programs. 


Hyperbaric  oxygen  chamber  succeeds 
in  treating  air  bubbles  in  body 

A serious  and  common  medical  problem  is  the  air  bubble. 
Some  20,000  individuals  each  year  suffer  permanent  brain 
damage  from  an  air  bubble  that  gets  into  the  blood  stream 
and  reaches  the  brain. 

Successful  treatment  of  the  air  bubble,  properly  called 
air  embolism,  with  use  of  a hyperbaric  oxygen  chamber  is 
reported  in  the  August  issue  of  an  American  Medical  As- 
sociation specialty  journal,  Archives  of  Neurology. 

Air  emboli  have  been  reported  following  an  injury  or 
surgery,  from  intravenous  therapy,  kidney  dialysis,  some 
diagnostic  procedures  requiring  injections,  oral  genital 
sexual  relations  in  the  female,  high  alt  itude  accidents,  and 
diving  accidents,  says  Jon  T.  Mader,  M.D.,  of  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  Texas. 

Conventional  treatment  heretofore  has  been  unsat  is- 


Conclusion 

Let  us  not  forget  that  the  fragility  of  the  American 
family  today  is  being  threatened  by  the  epidemic  of 
divorces  and  separations,  the  increasing  number  of 
teen-agers  leaving  home,  more  runaway  and 
“throwaway”  children  on  drugs  and  alcohol,  more 
teen-age  pregnancies,  and  the  increasing  incidence 
of  child  maltreatment.  We  must  recognize  the  social 
and  environmental  pressures  on  the  family,  and  work 
toward  change  that  will  preserve  and  strengthen 
rather  than  destroy  and  weaken  family  life.  We 
must  support  programs  that  will  eliminate  poverty; 
we  must  make  the  poor  self-sufficient,  support  edu- 
cational programs  for  parenting  both  in  the  school 
system  and  in  the  community,  and  support  a type  of 
national  health  insurance  that  will  guarantee  the 
newborn  a life  of  normality  and  give  parents  the 
means  to  provide  their  children  with  a quality  of  life 
that  will  encourage  love,  affection,  and  security 
rather  than  hatred,  neglect,  and  abuse. 

The  New  York  Foundling  Hospital 
1175  Third  Avenue 
New  York,  New  York  10021 
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factory,  resulting  in  a death  rate  of  30  percent,  Dr.  Mader 
reports.  But  with  hyperbaric  oxygen  chamber  treatment, 
the  death  rate  has  been  held  down  to  6 percent. 

The  patient  is  placed  in  one  of  the  large  chambers  de- 
signed originally  by  the  U.S.  Navy  to  aid  in  decompression 
of  divers  and  submariners  who  surface  too  fast  from  a deep 
dive.  Air  pressure  is  greatly  increased  in  the  chamber. 

Treatment  is  most  effective  when  begun  promptly,  but 
can  be  of  help  even  after  a delay  of  up  to  29  hours,  Dr. 
Mader  says.  Pressure  decreases  the  size  of  the  bubbles. 
Inhaling  100  percent  oxygen  clears  nitrogen  from  the  blood 
and  accelerates  absorption  of  air  bubbles.  Chamber 
treatment  lowers  pressure  on  the  brain  by  half,  and  also 
results  in  more  oxygen  reaching  brain  tissues,  he  found. 

Dr.  Mader  describes  treatment  of  a 23-year-old  woman 
suffering  from  an  air  embolism.  Recovery  was  excellent. 
Treatment  was  by  a protocol  developed  by  the  Navy  for 
treating  air  embolism  occurring  in  submarine  escape 
training. 
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Editor’s  Note.  This  article  points  out  the  necessity  of  obtaining  complete  medical  histories  each  year  from  each 
student.  Since  physical  education  and  sports  activities  begin  at  kindergarten,  this  caveat  regarding  drugs  applies  to 
all  children  attending  elementary  and  secondary  schools.  Updated  medical  histories,  including  the  use  of  any  drugs, 
should  be  requested  in  writing  by  the  school  physician  or  nurse  from  the  parents  of  each  student  at  the  onset  of  every 
school  year  and  from  the  parents  of  each  athlete  before  each  sports  season,  that  is,  baseball,  football,  basketball,  and 
so  forth.  All  coaches,  trainers,  and  physical  education  teachers  should  be  briefed  by  the  school  physician  on  the  im- 
portance of  this  procedure  to  obtain  their  full  assistance  in  its  implementation. 
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Medical  personnel,  coaches,  and  trainers  should  be 
knowledgeable  about  drug  use  and  misuse  in  sports. 
The  medications  involved  can  produce  side-effects 
which  may  mimic  many  disease  and  toxic  states. 
Discussion  of  the  use  and  misuse  of  drugs  in  sports 
should  be  held  during  the  course  of  preathletic 
physical  examinations  and  conditioning.  It  should 
be  the  responsibility  of  the  team  physician  to  educate 
the  athletic  supervisors  and  trainers  regarding  the 
adverse  reactions  and  dangers  of  indiscriminate  use 
of  drugs. 

Drugs  in  sports  can  be  classified  into  two  major 
categories  according  to  their  use  or  misuse; 

1.  Drugs  used  for  a medical  illness,  either  acute  or 
chronic. 

2.  Drugs  used  to  improve  the  performance,  change 
the  weight,  or  allow  the  injured  athlete  to  continue 
playing  and  “cope  with  the  grind”  of  athletic  competi- 
tion. 

Ignorance  of  this  classification  has  resulted  in 

* Presented  at  the  meeting  of  the  American  Academy  of  Clinical 
Toxicology,  New  Orleans,  Louisiana,  March  16, 1979. 


many  injustices  as  well  as  significant  injuries.  It  was 
an  injustice  for  Rick  De  Mont  to  lose  the  gold  medal 
in  the  1972  Olympics,  because  he  was  taking  ephed- 
rine  sulfate,  theophylline,  hydroxyzine  hydrochloride 
(Marax)  for  his  asthma.  The  ephedrine  component 
of  this  medication  was  a banned  drug,  but  no  favor- 
able effect  on  athletic  performance  has  ever  been 
demonstrated  by  this  medication.  Physicians  and 
trainers  should  keep  in  mind  the  drugs  banned  by  the 
Olympics  Committee  Medical  Commission  and 
should  advise  the  athlete  preparing  for  this  event.1 2 

It  was  judged  apparent  misuse  of  a drug  when  the 
defensive  end  for  the  San  Diego  Chargers  was 
awarded  $260,000  in  a settlement  against  his  team 
because  of  a hip  injury  sustained  during  a game  when 
he  was  on  amphetamines  prescribed  by  the  team 
physician. 

There  are  six  commonly  misused  categories  of 
drugs  whose  side-effects  physicians,  supervisors,  and 
trainers  should  be  aware  of.  Each  will  be  described 
separately. 

Psychomotor  stimulants 

Available  preparations.  Available  preparations 
are  amphetamines,  that  is,  amphetamine  sulfate  and 
dextroamphetamine  phosphate;  phenmetrazine 
hydrochloride  (Preludin);  chlorphentermine  hy- 
drochloride) (Pre-Sate);  methylphenidate  hydro- 
chloride (Ritalin);  and  others. 

Adverse  reactions.  Possible  adverse  reactions 
to  psychomotor  stimulants  are  listed  following. 

1.  Cardiovascular.  Cardiovascular  reactions  in- 
clude tachycardia,  hypertension,  and  palpitations. 

2.  Central  nervous  system.  Reactions  involving 
the  central  nervous  system  include  restlessness,  in- 
somnia, intracranial  hemorrhage,  and  headache;  large 
doses  can  produce  a toxic  psychosis. 

3.  Gastrointestinal.  Reactions  affecting  the  gas- 
trointestinal system  are  constipation,  diarrhea,  an- 
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orexia,  and  weight  loss. 

4.  Endocrine.  Endocrinic  reactions  are  impo- 
tence and  libido  changes. 

5.  Miscellaneous.  Miscellaneous  reactions  in- 
clude psychic  and  physical  dependence  and  tolerance. 

Conclusion.  The  use  of  psychomotor  simulants 
in  sports  is  potentially  dangerous  to  the  user  and  his 
fellow  athletes;  “Speed  Kills.”  2 It  has  been  de- 
scribed as  making  the  player  vicious.  It  has  the  po- 
tential for  dependence  in  addition  to  its  serious 
side-effects.  These  drugs  have  been  referred  to  as 
the  “illegal  edge,”  but  cannot  be  relied  on  to  increase 
the  athletic  performance. 

Anabolic  steroids 3 4 

Available  preparations.  Available  preparations 
of  anabolic  steroids  are:  oxandrolone  (Anavar); 

nandrolone  phenpropionate  (Durabolin);  ethyles- 
trenol  (Maxibolin);  methandrostenolone  (Dianabol); 
stanozolol  (Winstrol);  and  many  others.  These  drugs 
are  misused  in  sports  to  promote  appetite,  weight 
gain,  gain  in  strength  and  vigor,  produce  nitrogen 
retention,  and  cause  euphoria. 

Adverse  reactions.  Male  postpubertal.  Pos- 
sible adverse  reactions  to  anabolic  steroids  in  the 
postpubertal  period  are:  inhibition  of  testicular 

function;  oligospermia;  testicular  atrophy;  infertility; 
gynecomastia;  and  prostatic  hypertrophy. 

Female.  Possible  adverse  reactions  in  the  female 
are  hirsutism,  male-pattern  baldness,  clitoris  en- 
largement, and  infertility. 

Both  sexes.  Adverse  reactions  in  both  males  and 
females  include  nausea,  libido  changes,  acne,  pre- 
mature closure  of  the  epiphysis,  provocation  of  latent 
diabetes,  cholestasis,  and  peptic  ulcer.  Prolonged 
use  has  been  associated  with  hepatocellular  carci- 
noma; peliosis  hepatis,  that  is,  blood-filled  cysts  in 
the  liver;  and  changes  in  electrocardiogram  findings. 
These  drugs  also  increase  the  blood  cholesterol  and 
interfere  with  interpretation  of  endocrine  tests. 

Miscellaneous  information.  Controlled  studies 
have  indicated  that  anabolic  steroids  have  no  effect 
on  strength  or  performance  in  athletics.  They  are 
primarily  used  by  weight  lifters,  shot  putters,  and 
wrestlers.  It  was  estimated  that  100  percent  of  the 
entrants  to  the  Mr.  America  contest  took  anabolic 
steroids,  usually  taken  at  5 to  10  times  the  recom- 
mended dose. 

Conclusion.  The  use  of  anabolic  steroids  to  en- 
hance athletic  performance  can  be  dangerous  and 
should  be  part  of  a discussion  by  physicians  with  any 
of  the  athletes  entering  into  the  aforementioned 
sports.  No  specific  food,  vitamins,  or  hormones  will 
produce  an  increase  in  muscle  tissue;  only  work  and 
exercise  will  do  this. 

Narcotic  opiates5 

Available  preparations.  Available  preparations 
of  narcotic  opiates  are  in  three  categories. 


Natural  opium  alkaloids.  The  natural  opium 
alkaloids  include  morphine  and  codeine,  which  is  also 
known  as  methylmorphine. 

Synthetic  derivatives.  Those  which  fall  into  the 
category  of  synthetic  derivatives  are  diacetylmor- 
phine,  or  heroin;  hydrocodone  bitartrate  (Hycodan); 
dextromethorphan  hydrobromide  (Romilar);  and 
oxycodone  (Percodan). 

Synthetic  opiate-like  drugs.  The  synthetic 
opiate-like  drugs  are:  meperidine  hydrochloride 

(Demerol);  diphenoxylate  hydrochloride  with  atro- 
pine (Lomotil),  related  to  meperidine;  methadone 
hydrochloride  (Dolophine);  propoxyphene  hydro- 
chloride (Darvon),  related  to  methadone6;  pentazo- 
cine (Talwin);  and  fentanyl  (Sublimaze,  Innovar). 

Adverse  reactions  of  propoxyphene.  Listed 
below  are  the  adverse  reactions  to  propoxyphene. 

1.  Central  nervous  system.  Reactions  involving 
the  central  nervous  system  include  vertigo,  sedation, 
and  headache. 

2.  Gastrointestinal.  Gastrointestinal  reactions 
are  nausea,  vomiting,  and  abdominal  pain. 

3.  Toxic  psychosis  and  addiction.  Toxic  psycho- 
sis and  addiction  may  occur  if  the  dose  exceeds  800  mg. 
a day  for  several  weeks. 

4.  Miscellaneous.  As  regards  miscellaneous  reac- 
tions, impaired  mental  and  physical  abilities  occur. 

Conclusion.  Opiates  are  rarely  used  in  sports, 
with  the  exception  of  propoxyphene.  This  drug  may 
be  no  more  effective  than  aspirin  and  has  addicting 
properties.  Propoxyphene  in  overdose  has  been 
linked  to  2,000  to  5,000  deaths  since  1957,  when  first 
marketed.  Athletes,  as  well  as  the  general  popula- 
tion, should  be  cautioned  about  the  addicting  prop- 
erties of  propoxyphene  and  possible  death  from 
overdose. 

Non-narcotic  analgesics 
and  anti-inflammatory  drugs7 

Available  preparations.  Available  preparations 
of  non-narcotic  analgesics  and  anti-inflammatory 
drugs  include:  (1)  phenylbutazone  (Butazolidin) 

and  oxyphenbutazone  (Tandearil);  (2)  indomethacin 
(Indocin);  (3)  acetaminophen  (Tylenol,  Tempra,  and 
200  other  products);  (4)  acetylsalicylic  acid,  that  is, 
aspirin;  and  (5)  adrenocorticosteroids. 

These  drugs  are  misused  in  sports  to  reduce  pain 
and  disability  and  allow  the  athlete  to  continue  to 
perform  when  it  may  produce  further  injury  to  an 
already  damaged  area. 

Adverse  reactions.  Phenylbutazone  and  in- 
domethacin. Both  phenylbutazone  and  indo- 
methacin produce  similar  side-effects  and  reactions, 
the  major  ones  being  as  follows: 

Gastrointestinal:  These  agents  cause  irritation  and 
may  mask  the  signs  of  peptic  ulcer,  allowing  perfora- 
tion and  hemorrhage. 

Central  nervous  system:  Confusion,  lethargy,  and 
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agitation.  Severe  frontal  headache  is  experienced  by 
20  to  50  percent  of  patients  on  indomethacin. 

Ocular:  Blurred  vision  and  retinal  disturbances. 

Corneal  deposits  have  been  reported  with  indo- 
methacin. 

Hepatic:  Toxic  hepatitis. 

Hematologic:  Aplastic  anemia  and  agranulocytosis, 
thrombocytopenia  and  hemolytic  anemias. 

Auditory  reactions:  Tinnitis  and  deafness. 

Cardiovascular:  Edema  and  hypertension. 

Endocrine:  Hyperglycemia  and  glycosuria. 

Indomethacin  precautions:  Patients  should  be  cau- 
tioned about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  such  as  driving  a 
car. 

Phenylbutazone  precaution:  Phenylbutazone 

should  never  he  used  for  over  five  days  because  of  the 
danger  of  bone-marrow  depression.  If  it  is  used  be- 
yond this  time,  periodic  blood  monitoring  is  in  order. 

Acetaminophen.  Although  relatively  safe  in 
therapeutic  doses  the  long-term  effects  of  chronic 
usage  of  acetaminophen  is  not  known. 

Acetylsalicylic  acid.  Acetylsalicylic  acid  may 
produce  similar  gastrointestinal  and  central  nervous 
system  symptoms  as  phenylbutazone.  Prolonged 
large  doses  in  rheumatoid  arthritis  have  resulted  in 
a toxic  hepatitis.  Salicylates  also  interfere  with  the 
prothrombin  time  and  platelet  agglutination  and  can 
produce  hemorrhage.  There  may  be  some  antago- 
nism between  aspirin  and  indomethacin. 

Conclusion.  These  drugs  should  be  used  under 
the  supervision  of  a physician  who  has  examined  the 
athlete  to  ascertain  if  there  is  a significant  injury.  If 
these  drugs  are  to  be  used,  aspirin  is  preferred  be- 
cause it  is  a more  effective  analgesic  than  acetami- 
nophen and  does  not  commonly  produce  as  serious 
side-effects  as  indomethacin  and  phenylbutazone. 


Adrenocorticosteroids  8 

Available  preparations.  Available  preparations 
of  adrenocorticosteroids  are:  dexamethasone  (De- 
cadron);  methylprednisolone  (Medrol);  prednisolone 
(Delta-Cortef);  and  prednisone  (Deltasone,  Meti- 
corten). 

These  drugs  are  misused  in  sports  for  prolonged 
relief  of  pain  and  inflammation  after  the  patient  is 
taken  off  the  more  rapidly  acting  analgesics  such  as 
phenylbutazone. 

Adverse  reactions.  The  adverse  reactions,  listed 
as  follows,  usually  occur  only  after  prolonged  use. 

Acute  withdrawal.  Adrenocorticosteroids  may  pro- 
duce withdrawal  symptoms  such  as  fever,  arthralgia, 
myalgia,  and  malaise. 

Gastrointestinal.  Possible  gastrointestinal  reac- 
tions include  peptic  ulcers  and  hemorrhage. 

Cardiovascular.  Cardiovascular  symptoms  include 
hypertension  and  edema. 

Central  nervous  system.  Reaction  involving  the 
central  nervous  system  may  involve  psychosis. 


TABLE  I.  Onset  and  duration  of  selected  local 
anesthetics 


Drug 

Onset  (Minutes) 

Duration  (Minutes) 

Procaine 

3 

19 

Lidocaine 

5 

40 

Mepivacaine 

4 

99 

Tetracaine 

7 

135 

Bupivacaine 

8 

415 

Skin:  Possible  skin  reactions  include  acne,  hirsut- 
ism, ecchymosis,  and  striae. 

Endocrine.  Endocrine  reactions  are  Cushingoid  ap- 
pearance and  diabetogenic  hyperglycemia. 

Ocular.  Cataracts  may  form  in  the  eyes  of  the 
user. 

Miscellaneous.  Miscellaneous  adverse  reactions  in- 
clude thromboembolic  phenomena,  osteoporosis,  im- 
paired resistance  to  infection,  and  impaired  reaction  to 
stress.  Suppression  of  the  stress  response  occurs  if 
large  doses  are  given  for  over  a week,  and  adrenocor- 
ticosteroids may  have  to  be  readministered  at  such 
times  of  physical  stress  as  when  operations  are  per- 
formed. 

Conclusion.  Legitimate  reasons  for  prescribing 
these  drugs  are  the  treatment  of  acute  and  chronic 
medical  disorders.  To  prescribe  these  potent  med- 
ications to  reduce  inflammation  and  pain  so  an  in- 
jured player  may  compete  is  not  a valid  medical  in- 
dication. 

Local  anesthetic  agents 

Available  preparations.  Available  local  anes- 
thetic agents  are  as  follows. 

1.  Bupivacaine  (Marcaine),  a long-acting  agent. 

2.  Benzocaine,  a surface-acting  agent  only. 

3.  Dibucaine  (Nupercaine),  an  agent  with  a slow 
onset  of  up  to  15  minutes  and  duration  of  3 to  4 hours, 
considered  very  toxic. 

4.  Procaine  (Novocain),  readily  absorbed  from 
parenteral  sites. 

5.  Lidocaine  (Xylocaine),  also  used  in  cardiac  ar- 
rhythmia. 

6.  Etidocaine  (Duranest),  which  lasts  8 to  10 
hours: 

7.  Tetracaine  (Pontocaine). 

8.  Mepivacaine  (Carbocaine). 

9.  Prilocaine  (Citanest),  an  agent  that  may  give 
methemoglobinemia. 

These  drugs  are  misused  in  sports  to  relieve  pain 
and  disability  temporarily,  to  allow  an  injured  athlete 
to  continue  to  compete.  The  onsets  and  durations 
of  several  of  the  local  anesthetic  agents  are  given  in 
Table  I. 

Pharmacology.  Pharmacologically  there  are  two 
types  of  local  anesthetics.  First,  there  are  the  am- 
ides, which  are  detoxified  slowly  by  the  liver  micro- 
somes.  Examples  of  amides  are  lidocaine,  dibucaine, 
and  mepivacaine.  Second,  there  are  the  esters, 
which  are  detoxified  by  hydrolysis  by  the  plasma 
pseudocholinesterase  that  is,  cocaine  and  benzocaine, 
the  benzoic  acid  esters,  and  procaine,  the  parami- 
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nobenzoicacid  ester.  Vasopressors  are  often  added 
to  delay  absorption. 

Adverse  reactions.  The  esters  have  fewer  reac- 
tions because  they  are  destroyed  rapidly.  All  local 
anesthesia  may  produce  cardiac  arrhythmias  and  in 
large  doses  may  produce  central  nervous  system 
stimulation,  convulsions,  and  death.  Approximately 
1 in  3,000  individuals  lack  plasma  cholinesterase  and 
may  have  a reaction.  Sudden  death  idiosyncrasy 
may  occur,  but  most  authorities  feel  this  is  due  to 
overdose  or  inadvertent  injection  into  a vein,  which 
may  cause  sudden  death. 

The  Physicians’  Desk  Reference  states  that  car- 
diopulmonary resuscitation  equipment  and  drugs 
should  be  on  hand  whenever  local  anesthesia  is  ad- 
ministered. 

Topical  eye  anesthesia  can  result  in  a tragedy  be- 
cause the  anesthetized  eye  loses  its  protective  re- 
flexes, the  anesthesia  interferes  with  healing,  and 
chronic  abuse  of  topical  anesthesia  may  eventually 
lead  to  corneal  ulcers. 

Conclusion.  If  local  anesthesia  is  needed  to  allow 
the  athlete  to  participate,  then  the  athlete  should  be 
removed  from  the  game  until  these  drugs  would  no 
longer  be  necessary.  These  drugs  should  only  be 
used  when  the  proper  resuscitative  equipment  and 
drugs  are  on  hand. 


Sedative  tranquilizers 910 

Available  preparations.  Available  sedative 
tranquilizers  are  listed  in  the  following. 

1.  Barbiturates.  Examples  of  barbiturates  in- 
clude secobarbital  (Seconal);  pentobarbital  (Nembu- 
tal); amobarbital  (Amytal);  and  phenobarbital  (Lu- 
minal). 

2.  Piperidinedione  derivatives.  The  piperidi- 
nedione  derivatives  are  methyprylon  (Noludar)  and 
glutethimide  (Doriden). 

3.  Benzodiazepines.  The  benzodiazepines  are  di- 
azepam (Valium);  chlordiazepoxide  (Librium);  flura- 
zepam  (Dalmane);  and  lorazepam  (Ativan). 

4.  Phenothiazines.  The  phenothiazine  sedatives 
are  chlorpromazine  (Thorazine)  and  prochlorperazine 
(Compazine). 

5.  Meprobamate.  There  are  two  meprobamate 
preparations  (Miltown  and  Equanil). 

6.  Tricyclic  antidepressant.  Imipramine  (Tofra- 
nil) is  a tricyclic  antidepressant. 

These  drugs  are  misused  in  sports  to  relieve  pre- 
competition anxiety  and  tension  and  to  promote 
sleep. 

Adverse  reactions.  All  of  these  agents  cause 
respiratory  depression  in  overdose.  They  all  slow 
reaction  time  and  response  and  thereby  increase  the 
risk  of  injury.  The  minor  tranquilizers  such  as  the 
benzodiazepines,  piperidinediones,  and  mepro- 
bamate are  as  addicting  as  the  barbiturates.  The 
withdrawal  from  barbiturate  addiction  is  even  more 
severe  than  withdrawal  from  opiates  and  carries  a 15 


percent  mortality  rate  if  untreated. 

Barbiturates  and  tranquilizers  may  have  a para- 
doxic reaction,  causing  excitement  in  some  individ- 
uals. They  also  interfere  with  rapid  eye  movement 
(REM)  sleep.  They  are  contraindicated  in  patients 
with  personal  or  family  history  of  porphyria.  The 
phenothiazines  can  produce  an  idiosyncratic  reaction 
called  the  “torsion  head  and  neck  syndrome”  and 
have  been  implicated  in  cholestasis  and  agranulo- 
cytosis. 

Conclusion.  Sedatives  and  tranquilizers  are 
dangerous  and  potentially  addicting  therapy  for  the 
relief  of  precompetition  tension  and  sleep  promotion. 
In  addition,  they  may  decrease  the  performance  of 
the  athlete  by  slowing  the  reaction  time  and  in- 
creasing the  risk  of  injury.  Mental  conditioning 
techniques  rather  than  drugs  should  be  encouraged 
and  practiced  by  coaches  and  trainers  to  relax  the 
athletes. 

In  1970,  the  National  Basketball  Association 
(NBA)  Players  Association  representatives  voted  to 
ban  the  use  of  drugs  which  would  allow  an  injured 
player  to  compete  in  a basketball  game.  This  ban 
has  obviously  been  violated  because  many  players 
have  accused  clubs  of  using  drugs  since  that  time.  It 
should  be  emphasized  that  for  nonphysicians  to 
prescribe  drugs  in  sports  is  like  playing  chemical 
Russian  roulette  with  the  players  without  being 
aware  of  the  pharmacologic  consequences.  Even  the 
physician  is  well  advised  not  to  bow  to  pressure  to  win 
at  all  costs  and  order  medication  that  will  win  the  day 
and  ruin  a career.  Finally,  if  drug  misuse  in  sports 
were  to  become  universal  among  athletes,  then  it 
would  be  one  drug  competing  against  the  other  rather 
than  athlete  against  athlete.  Where  is  the  sport  in 
that? 

Poison  Control  Center 
Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
(DR.  MOFENSON) 
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QUESTION  283.  Top  strip,  lead  I,  taken  from  a patient  with  a demand  pacemaker.  Bottom  strip,  lead  II,  obtained 
a few  minutes  later.  Is  the  pacemaker  functioning  properly? 


QUESTION  284.  The  patient  was  a 69-year-old  female  admitted  in  congestive  heart  failure.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  283.  The  top  strip  shows  all  beats  pre- 
ceded by  a pacer  spike  and  followed  by  ventricular 
depolarization.  The  first  3 and  last  4 beats  are  reg- 
ular at  a rate  of  72  beats  per  minute.  Irregular 
pauses  are  present  between  the  third  and  fourth, 
fourth  and  fifth,  and  fifth  and  sixth  spikes.  The  base 
line  has  fine  undulations  resembling  f waves.  The 
cause  of  the  pauses  is  not  clear,  and  pacemaker  failure 
is  suggested. 

In  the  bottom  strip  the  explanation  of  the  pauses 
is  apparent.  In  the  interval  between  beats  4 and  9 
are  a series  of  4 irregular  spontaneous  QRS  com- 
plexes. 

The  demand  pacemaker  is  functioning  normally. 
The  spikes  are  absent  during  spontaneous  ventricular 
beating.  The  spontaneous  QRS  complexes  are  iso- 
electric in  the  top  lead,  giving  the  erroneous  im- 


pression of  pacemaker  failure.  The  interpretation 
of  the  tracing  is  atrial  fibrillation  and  a demand 
pacemaker  properly  functioning. 

Question  284.  The  rhythm  is  regular  sinus  at  a 
rate  of  68  beats  per  minute.  The  P waves  are 
notched  throughout  and  0.14  second  in  duration. 
The  P-wave  abnormality  is  best  seen  in  Vi.  The 
initial  part  of  the  P is  positive;  the  terminal  part  is 
negative  and  notched,  0.06  second  in  duration,  and 
1 mm.  deep.  The  prolonged  negative  phase  of  the  P 
wave  in  Vi  is  electrocardiographic  evidence  of  left 
atrial  abnormality.  The  P-R  interval  is  0.24  sec- 
ond— prolonged  for  this  rate,  due  in  part  to  intra- 
atrial  block  and  possibly  to  atrioventricular  nodal 
block. 

There  is  a small  r and  deep  S in  Vj  to  V2  with  a 
slightly  elevated  S-T  segment;  V3  has  no  initial  r 
wave,  and  the  QRS  is  a notched  QS.  The  loss  of  the 
r wave  in  V3  is  evidence  of  an  anterior  wall  myocar- 
dial infarction.  The  S-T  segment  is  depressed  and 
T inverted  in  leads  II,  III,  aVf,  V4,  and  V6. 

The  diagnosis  is  regular  sinus  rhythm,  atrial  con- 
duction abnormality,  anterior  wall  myocardial  in- 
farction of  indeterminate  age,  and  diffuse  nonspecific 
T-wave  changes. 


Clinical  Clues 

— Squamous-cell  carcinoma  of  the  lung  and  renal-cell 
carcinoma  are  the  most  common  types  of  tumor  that 
produce  ectopic  hyperparathyroidism  (Omenn,  G.  S., 
et  al.:  Hyperparathyroidism  associated  with  malig- 
nant tumors  of  nonparathyroid  origin,  Cancer  24: 1004 
(1969)). 

The  serum  calcium  level  is  higher  in  parathyroid 
carcinomas  than  with  an  adenoma  or  hyperplasia.  In 
75  percent  of  the  cases  the  serum  calcium  value  is 
greater  than  14  mg.  per  100  ml.  (Holmes,  E.  C.,  et  al.: 
Parathyroid  carcinoma,  Ann.  Surg.  169:  631  (1969)). 
Osteogenesis  imperfecta,  a generalized  disorder  of 
connective  tissue,  causes  fragile  bones,  blue  sclerae, 
hyperextensihle  joints,  conduction  deafness,  and  ab- 
normalities of  dentition.  Aortic  and  mitral  regurgi- 
tation secondary  to  the  valvular  tissue  defect  can  occur 
in  patients  who  survive  to  adulthood  (McKusick,  V. 
A.:  Heritable  Disorders  of  Connective  Tissue,  4th  ed., 
St.  Louis,  C.  V.  Mosby,  1972). 

Bullous  skin  lesions  with  sweat-gland  necrosis  have 
been  known  to  occur  in  drug-induced  coma  resulting 
from  barbiturates,  diazepam,  and  in  carbon  monoxide 


poisoning.  These  skin  lesions  occur  most  commonly 
on  pressure  points  and  appear  as  red  and  bluish 
patches  of  ischemic  areas  surrounded  by  a hyperemic 
zone  (Varma,  A.  J.,  et  al.:  Diazepam-induced  coma 
with  bullae  and  eccrine  sweat  gland  necrosis,  Arch.  Int. 
Med.  137: 1207  (Sept.)  1977). 

— Licorice  has  long  been  known  to  cause  sodium  reten- 
tion, edema,  and  hypertension,  and  more  recently  it 
has  been  shown  to  cause  clinically  significant  hypo- 
kalemia. Sometimes  the  hypokalemia  is  very  severe 
and  associated  with  muscle  weakness,  raised  muscle 
enzyme  levels  in  the  blood,  and  myoglobinuria.  The 
aldosterone-like  effects  of  licorice  are  due  to  its  gly- 
cyrrhiznic  acid  fraction  (Bannister,  D.,  et  al.:  Cardiac 
arrest  due  to  licorice-induced  hypokalemia,  Brit.  M. 
J.  2:  738  (Sept.  17)  1977). 

Hypertension  occurs  in  22  to  50  percent  of  patients 
with  primary  hyperparathyroidism.  The  basis  for  the 
hypertension  remains  to  be  clarified;  increased  pe- 
ripheral resistance  or  renal  damage  may  be  factors 
(Hellstrom,  J.,  et  al.:  Hypertension  and  hyperpara- 
thyroidism, Brit.  J.  Urol.  30:  13  (1958)). 
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Radiologic  Problem 
of  the  Month 


Crumbled  Head  of  Humerus 


Elucidation 

This  41-year-old  woman  with  systemic  lupus  er- 
ythematosus has  been  managed  by  corticosteroid 
therapy  for  two  years. 

Osteonecrosis  may  occur  in  the  course  of  lupus 
independent  of  steroid  therapy.  However,  abundant 
evidence  exists  that  corticosteroid  therapy  does  cause 
osteonecrosis.1-3  The  specific  biochemical  pathway 
of  corticosteroid  lipid  alterations  is  not  well  estab- 
lished. Hypercorticism  induced  in  rabbits  causes 
severe  hyperplasia,  fatty  liver,  systemic  fat  emboli, 
terminal  vascular  obstruction  in  bone,  and  associated 
areas  of  osteocytic  death  representing  avascular  ne- 
crosis. Osteonecrosis  also  may  occur  with  analgesic 
therapy  such  as  phenylbutazone  (Butazolidin)  and 
aspirin  compounds. 

The  radiologic  criteria  of  osteonecrosis  are  well 
established.  The  pattern  is  similar  to  osteonecrosis 
observed  commonly  in  the  head  of  the  femur.  The 
early  radiologic  findings  include  osteolytic  defects 
with  loss  of  normal  contour  of  the  humeral  head 
followed  by  a typical  crescentic  lucency  in  the  sub- 
cortical area.  The  “crescent  sign”  indicates  a se- 
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History 

A 41-year-old  woman  has  been  complaining  of 
pain  and  limitation  of  movements  of  the  right 
shoulder.  The  patient  has  been  under  treatment 
for  a systemic  disorder. 


questered  area  of  articular  cartilage  and  subchondral 
bone  as  shown  in  the  figure.  Reactive  sclerosis  im- 
mediately subjacent  to  this  area  represents  an  at- 
tempt at  healing.  Late  changes  include  focal  ra- 
diolucencies  indicating  islands  of  fibrosis  with  re- 
modeling of  the  neck.  Degenerative  joint  changes 
ensue. 

The  radiologic  findings  may  not  be  present  in  the 
initial  stages  of  the  death  of  the  cellular  elements. 
However,  radionuclide  studies  play  a major  role  in 
the  early  detection  of  osteonecrosis.  In  the  first  two 
weeks,  a decreased  uptake  of  the  nuclide  is  observed 
in  the  avascular  segment  followed  by  increased  up- 
take in  the  reparative  period. 

Systemic  disorders  associated  with  osteonecrosis 
are  many  and  include  sickle-cell  hemoglobinopathies, 
hemophilia,  infiltrative  disorders  such  as  Gaucher’s 
disease,  alcoholism,  pancreatitis,  hyperuricemia, 
diabetes,  hepatic  disorders,  postrenal  transplanta- 
tions, and  collagen  disorders. 

Diagnosis 

Osteonecrosis  of  humeral  head,  steroid  induced 

References 

1.  Cruess,  R.  L.:  Experience  with  steroid-induced  avascular 
necrosis  of  the  shoulder  and  etiologic  considerations  regarding 
osteonecrosis  of  the  hip,  Clin.  Orthop.  1.30:  86  (Jan. -Feb.) 
1978. 

2.  Heimann,  W.  G.,  and  Freiberger,  R.  H.:  Avascular  necrosis 
of  the  femoral  and  humeral  heads  after  high-dosage  corticosteroid 
therapy,  New  England  J.  Med.  263:  672  (1960). 

3.  Murray,  R.  O.:  Iatrogenic  lesions  of  the  skeleton.  Caldwell 
lecture,  1975,  Am.  J.  Roentgenol.  126:  5 (1976). 


January  1980/New  York  State  Journal  of  Medicine  63 


Sexually  Transmitted  Diseases 


Sexually  Transmitted 
Viral  Hepatitis 

YEHUDI  M.  FELMAN,  M.D.,  F.A.C.P.3 

Brooklyn,  New  York 

JAMES  A.  NIKITAS,  M.A.,  F.R.S.H.b 

New  York  City 

a Clinical  Associate  Professor  of  Dermatology,  State 
University  of  New  York,  Downstate  Medical  Center,  Brooklyn, 
New  York;  Lecturer  in  Preventive  Medicine,  State  University 
of  New  York,  Downstate  Medical  School,  Brooklyn,  New  York; 
Director,  Bureau  of  Venereal  Disease  Control,  City  of  New 
York  Department  of  Health. 
b Chief  Microbiologist  and  Lecturer,  Department  of 
Dermatology,  Metropolitan  Hospital  Center,  New  York  Medical 
College,  New  York  City;  Assistant  Director,  Bureau  of 
Venereal  Disease  Control,  City  of  New  York  Department  of 
Health. 

Viral  hepatitis  refers  to  at  least  three  separate  dis- 
ease entities,  each  with  a different  etiology,  immu- 
nology, and  epidemiology.  Unfortunately,  since  the 
clinical  syndromes  are  similar,  one  can  not  differ- 
entiate these  different  diseases  by  signs  or  symp- 
toms. 

Hepatitis  A,  previously  known  as  infectious  hep- 
atitis, and  hepatitis  B,  formerly  known  as  serum 
hepatitis,  are  thought  to  account  for  most  cases  of 
viral  hepatitis.  A third  type,  presently  called  non-A, 
non-B  viral  hepatitis,  has  only  recently  been  recog- 
nized and  is  currently  diagnosed  by  exclusion  of  type 
A and  type  B hepatitis  (Table  I).  Epidemiologic 
studies  have  clearly  demonstrated  that  type  B hep- 
atitis is  often  sexually  transmitted.1’2  New  evidence 
suggests  that  non-A,  non-B  hepatitis  may  also  be 
sexually  acquired.  This  paper  is  devoted  to  sexually 
transmitted  viral  hepatitis,  an  all  too  common  and 
often  debilitating  disease. 


Hepatitis  A 

Hepatitis  A occurs  following  ingestion  of  a small 
27-nm.  enteric  virus.  Transmission  occurs  primarily 
via  the  fecal-oral  route.  Conditions  of  poor  sanita- 
tion and  close  personal  contact  increase  the  risks  of 
disease  spread.  Common  source  exposures  via 
contaminated  water  or  food  may  occur.  Disease 
following  ingestion  of  contaminated  clams  or  oysters 
are  classic  examples  of  this  transmission.  The  in- 
cubation period  is  between  15  and  45  days.  Disease 
onset  usually  begins  abruptly  with  fever,  malaise, 
anorexia,  nausea,  abdominal  discomfort,  and  jaun- 
dice. Since  morbidity  is  age-related,  infected  chil- 
dren often  develop  anicteric  or  asymptomatic  in- 
fections. The  mortality  rate  from  hepatitis  A is  less 
than  1 percent. 

Infected  individuals  have  peak  viral  excretion  in 
their  stools  in  the  late  incubation  and  early  prodro- 
mal phases  of  their  disease.  Infectivity  rapidly  falls 
off  with  onset  of  jaundice.  Chronic  viremia  has  not 
been  demonstrated  in  hepatitis  A.  However,  serum 
antibodies  to  hepatitis  A virus  (anti-HA)  are  de- 
tectable for  years  after  natural  infection  and  appar- 
ently confer  lifelong  immunity  to  reinfection.3  Prior 
infection  with  hepatitis  A does  not  induce  immunity 
to  hepatitis  B infection.  Serologic  studies  of  anti-HA 
in  the  United  States  demonstrate  that  over  one  half 
of  the  population  have  serologic  evidence  of  past  in- 
fection by  age  50.  Similar  serologic  surveys  have 
failed  to  demonstrate  epidemiologic  evidence  for  the 
venereal  transmission  of  type  A hepatitis. 

In  one  large  study,  the  frequency  of  anti-HA  in  a 
sample  of  sexually  active  homosexual  males  was  the 
same  as  the  frequency  in  heterosexuals  matched  for 
sex,  ethnic,  and  social  backgrounds.4  Possible  ex- 
planations for  the  apparent  infrequent  venereal 


TABLE  I.  Selective  characteristics  of  hepatitis  A,  B,  and  non-A,  non-B 


Characteristics 

A 

nvpdiii» 

B 

A 

Non-A,  Non-B 

Onset 

Usually  acute 

Usually  insidious 

Clinically  indistinguishable  from 
other  viral  hepatitides 

Incubation  period 

Brief  (15  to  45  days) 

Longer  (50  to  180  days) 

'transmission 

Infrequent  venereal 

Frequent  venereal 

Veneral  suggested;  parenteral 
confirmed 

Prophylaxis 

Recommended  with  ISO 
(immune  serum  globulin) 

With  ISO  of  variable  or  limited 
effectiveness;  with  HBIG 
(hepatitis  B immune  globulin) 
limited  to  restricted  instances 
of  exposure 

Effective  prophylaxis  unknown 

Markers 

Only  hepatitis  A antibody 
(not  routinely  available) 

HBsAg  (hepatitis  B surface 
antigen) 

HBcAg  (hepatitis  B core 
antigen) 

HBeAg  (hepatitis  Be  antigen) 

None  available 
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TABLE  II.  Antigens  of  hepatitis  B virus 


Antigens 

Abbreviation 

Location 

Usefulness 

Hepatitis  B 
surface 

HBsAg 

Outer 

lipoprotein 

coat 

(1)  Most  widely  available  marker;  (2)  identifies  carrier. 

Hepatitis  B 
core 

HBcAg 

Inner 

nucleocapsid 

core 

( 1 ) Antibody  is  almost  universally  present  in  chronic  carriers; 

(2)  presence  of  antibody  suggests  continuing  replication  of  virus. 

Hepatitis  Be 

HBeAg 

Core 

( 1 ) Best  correlation  with  infectivity;  (2)  associated  with  active  liver  disease; 
(3)  in  chronic  carriers,  associated  with  poor  prognosis. 

transmission  of  type  A hepatitis  is  the  brief  infectious 
period  of  those  infected  as  well  as  the  limited  infec- 
tious material,  that  is,  feces.  Although  low  levels  of 
virus  have  been  transiently  detected  in  both  blood 
and  urine  in  cases  of  hepatitis  A,  it  is  thought  that 
these  fluids  rarely  contribute  to  the  spread  of  infec- 
tion. Droplet  transmission  is  likewise  not  recognized 
as  a mechanism  of  spread.  The  prevalence  of  anti- 
HA  and  hence  prior  exposure  to  hepatitis  A is  di- 
rectly related  to  increasing  age,  poor  environment, 
and  poor  personal  hygiene.  To  date,  a possible  cor- 
relation between  hepatitis  A and  sexual  behavior  has 
not  been  demonstrated. 

Hepatitis  B 

Hepatitis  B is  caused  by  a 42-nm.  double-shelled 
virus,  formerly  known  as  the  Dane  particle.  Hepa- 
titis B virus  has  at  least  three  separate  antigens: 
HBsAg,  HBcAg,  and  HBeAg  (Table  II).  HBsAg, 
formerly  called  the  Australia  antigen,  is  found  on  the 
surface  of  the  virus  and  is  present  in  large  quantities 
in  most  cases  of  type  B hepatitis  infections.5  HBcAg 
is  present  in  the  core  of  the  virus  and  can  be  dem- 
onstrated after  disruption  of  the  outer  membrane  of 
the  virus.  HBeAg  is  the  most  specific  marker  for 
infectivity  of  HBsAg-positive  blood. 

Hepatitis  B has  a relatively  long  incubation  period, 
occurring  four  weeks  to  six  months  after  inoculation. 
The  incubation  period  may  be  influenced  by  the  dose 
and  site  of  the  inoculum  as  well  as  the  immunologic 
status  of  the  patient.  The  clinical  syndrome  of 
hepatitis  B infection  is  similar  to  hepatitis  A,  except 
that  manifestations  of  autoimmune  disease,  includ- 
ing polyarthritis  or  transient  rashes  caused  by 
HBsAg-antibody  complexes,  may  occur.  Like  hep- 
atitis A,  many  cases  of  hepatitis  B are  asymptomatic 
or  anicteric.  Three  fourths  of  patients  with  serologic 
markers  for  past  or  current  hepatitis  B infections 
deny  a prior  history  of  jaundice. 1 In  marked  contrast 
to  hepatitis  A,  patients  with  hepatitis  B commonly 
have  chronic  viremia  or  antigenemia.  In  the  United 
States  there  are  an  estimated  1 million  chronic 
HBsAg  carriers.  They  may  remain  infectious  for 
periods  varying  from  days  to  years.  In  general, 
however,  hepatitis  B is  most  infectious  during  the 
acute  stages  of  the  disease. 

The  development  of  symptomatic  hepatitis  B is 
thought  to  be  partially  dependent  on  the  dose  of  the 
inoculum  and  the  route  of  transmission.  Small  viral 
doses  and  nonparenteral  transmission  result  in  longer 
incubation  periods  and  milder  clinical  disease. 


Conversely,  larger  doses  and  direct  parenteral  inoc- 
ulation decrease  the  incubation  period  and  increase 
the  development  of  classic  symptomatology.  Be- 
cause they  are  not  known  to  be  infected,  individuals 
without  overt  symptoms  are  more  likely  to  be  sources 
of  disease  spread  than  the  symptomatically  ill. 
HBsAg  may  persist  chronically  in  up  to  10  percent 
of  hepatitis  B infections.  These  chronic  carriers  may 
be  another  important  component  of  the  hepatitis  B 
disease  reservoir.6  However,  not  all  carriers  of 
HBsAg  are  infectious,  and  in  patients  who  are,  the 
degree  of  infectivity  is  variable.  The  carrier  state 
may  be  completely  asymptomatic  or  associated  with 
active  liver  disease  of  variable  severity. 

The  “e”  antigen-antibody  system,  which  may  be 
present  in  cases  of  HBsAg  carriers,  appears  to  iden- 
tify the  carrier  whose  infection  is  more  likely  to  be 
disseminated.3  HBeAg  is  also  associated  with  active 
clinical  disease,  and  its  presence  may  correlate  with 
a poorer  prognosis  in  chronic  carriers.  During  the 
acute  phases  of  hepatitis  B infections,  HBeAg  is  also 
present  and  has  no  prognostic  significance. 

Again,  in  contrast  to  type  A hepatitis,  hepatitis  B 
can  be  transmitted  by  a variety  of  mechanisms. 
HBsAg  has  been  demonstrated  in  saliva,  semen, 
urine,  serum  bile,  menstrual  blood,  vaginal  secre- 
tions, ascitic  fluid,  and  pleural  fluid  of  infected  pa- 
tients. It  is  uncommonly,  if  at  all,  present  in  the 
feces.  Because  of  the  multitude  of  infectious  sites, 
hepatitis  B can  easily  be  transmitted  sexually.  Al- 
though the  parenteral  transmission  of  hepatitis  B via 
needle  stick  or  contaminated  blood  products  is  well 
known,  sexual  activity  is  also  a major  factor  in  disease 
transmission,  especially  in  sexually  active  individu- 
als. The  incidence  of  hepatitis  B in  the  general 
population  is  greatest  in  the  15-  to  29-year-old  age 
group,  reflecting  both  sexual  transmission  and  drug 
abuse.  In  heterosexuals,  venereal  transmission  is 
suggested  by  the  exceptionally  high  prevalence  of  an 
anti-HBs  (anti-hepatitis  B surface  antigen)  in  pros- 
titutes.7 Overt  hepatitis  B,  or  seroconversion,  occurs 
in  about  one  third  of  susceptible  spouses  of  adults 
with  acute  hepatitis  B but  in  only  2 percent  of  other 
household  contacts.8 

The  prevalence  of  anti-HBs  in  patients  attending 
venereal  disease  (VD)  clinics  is  about  10  times  greater 
than  volunteer  blood  donor  controls.9  The  risk  of 
infection  with  hepatitis  B increases  with  the  numbers 
of  sexual  partners.  Nearly  one  half  of  homosexual 
males  with  greater  than  40  partners  have  serologic 
evidence  of  current  or  prior  hepatitis  B infection.2 
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Patients  with  hepatitis  B serologic  markers  are  more 
likely  than  controls  to  have  a prior  history  of  either 
syphilis  or  gonorrhea.  Numerous  cases  of  hepatitis 
B infections  occurring  in  the  sexual  partners  of 
HBsAg  carriers  have  been  described.  Anti-HBs  is 
two  to  three  times  more  common  in  the  spouses  of 
carriers  compared  with  controls.  The  highest  rates 
of  hepatitis  B serologic  markers  occur  in  sexually 
active  homosexual  males,  ranging  up  to  51  percent. 
In  this  population  , serologic  markers  correlate  with 
multiple  sex  partners,  prolonged  periods  of  homo- 
sexual behavior,  and  a history  of  another  sexually 
transmitted  disease.2  Anal  receptive  intercourse 
may  be  an  additional  risk  factor  for  disease  acquisi- 
tion.2 The  sexual  transmission  of  hepatitis  B is 
thought  to  occur  via  the  introduction  of  infectious 
material  through  mucosal  surfaces.  Both  airborne 
and  fecal-oral  transmission  are  thought  to  be  insig- 
nificant modes  of  transmission. 

Non-A,  non-B  hepatitis 

Non-A,  non-B  hepatitis  is  caused  by  one  or  more 
viruses  and  is  thought  to  represent  the  major  cause 
of  post-transfusion  hepatitis  in  the  United  States 
today.  Hepatitis  B and  non-A,  non-B  hepatitis  have 
many  clinical  and  epidemiologic  features  in  common. 
Both  hepatitis  B and  non-A,  non-B  hepatitis  may 
cause  chronic  hepatitis,  whereas  hepatitis  A does  not 
appear  to  be  chronic. 

Epidemiologic  evidence  suggests  that  non-A, 
non-B  hepatitis  may  also  be  commonly  sexually  ac- 
quired. To  date,  no  serologic  tests  are  available  to 
diagnose  non-A,  non-B  hepatitis.  The  veneral 
transmission  is  suggested  by  the  development  of 
hepatitis  in  sexually  active  young  adults  and  the 
absence  of  markers  for  type  A or  type  B hepatitis. 
Since  type  A hepatitis  is  uncommonly  venereally 
acquired,  non-B  hepatitis  in  sexually  active  adults 
may  well  represent  non-A,  non-B  disease  and  not 
type  A in  the  majority  of  these  infections. 

Diagnosis  and  treatment 

Clinical  findings  and  diagnosis.  Viral  hepatitis 
should  be  suspected  in  sexually  active  individuals 
with  symptoms  of  fever,  malaise,  weakness,  anorexia, 
nausea,  and  vomiting,  with  or  without  dark  urine, 
light  stools,  and  overt  jaundice.  Physical  examina- 
tion may  demonstrate  right  upper  quadrant  punch 
tenderness  and/or  hepatomegaly.  Liver  enzymes, 
including  serum  glutamic  oxaloacetic  transaminase 
(SCOT),  serum  glutamic  pyruvic  transaminase 
(SGPT),  alkaline  phosphatase,  and  lactic  dehydro- 
genase (LDH)  are  usually  significantly  elevated. 
Both  total  bilirubin  and  indirect  bilirubin  may  be 
increased. 

Differential  diagnosis.  Clinical  syndromes 
imitating  viral  hepatitis  frequently  are  seen  in  pa- 
tients with  other  diseases.  Syphilis,  infectious  mon- 
onucleosis, and  cytomegalovirus  infection  may  all 
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clinically  present  themselves  as  viral  hepatitis  and 
should  be  considered.  Since  syphilis  requires  ef- 
fective antimicrobial  treatment,  a serologic  test  for 
syphilis  is  indicated  for  all  patients  with  hepatitis. 

Treatment.  Uncomplicated  viral  hepatitis 
should  be  managed  as  an  outpatient  disease.  Em- 
pirically, treatment  has  included  adequate  nutri- 
tional intake,  rest,  and  avoidance  of  all  potential 
hepatotoxins.  Patients  with  hepatitis  should  avoid 
ingesting  any  unnecessary  drugs  and  all  alcoholic 
beverages.  Patients  with  type  B hepatitis  may  po- 
tentially remain  infectious  to  sexual  contacts  while 
HBsAg-positive.  Appropriate  counseling  concerning 
risks  and  modes  of  disease  transmission  should  be 
provided  to  all  infected  patients. 

Prevention.  Hepatitis  A can  be  prevented  in  80 
to  90  percent  of  those  exposed  if  0.02  ml.  of  ISG 
(immune  serum  globulin)  per  kilogram  of  body 
weight  is  administered  intramuscularly  within  two 
weeks  following  exposure.3  If  ISG  does  not  suppress 
infection,  it  may  significantly  attenuate  the  clinical 
disease.  The  effectiveness  of  ISG  after  exposure  to 
hepatitis  B is  in  part  a function  of  titers  of  anti-HBS 
present  in  the  particular  ISG  lot  used.  HBIG  (hepa- 
titis B immune  globulin)  prepared  from  donor  pool 
preselected  for  high  anti-HBs  content  is  now  avail- 
able in  limited  quantities.  Although  HBIG  has  been 
shown  to  prevent  hepatitis  B in  spouses  of  individ- 
uals with  acute  hepatitis  infection,  recommendations 
for  passive  immunization  using  HBIG  following  ve- 
nereal contact  should  await  further  estimates  of  the 
magnitude  of  risk  of  disease  transmission  by  these 
routes  as  well  as  studies  comparing  the  relative  pro- 
phylactic effectiveness  of  HBIG  versus  ISG.3  Cur- 
rently, no  evidence  is  available  to  suggest  that  ISG 
is  effective  against  non-A,  non-B  hepatitis. 
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In  patients  with  malignant  disease,  gross  hematuria 
may  be  due  to  factors  not  encountered  in  the  general 
population.  Metastases  directly  to  the  bladder  wall, 
extension  of  abdominal  carcinomatosis  into  the 
bladder,  or  bladder  neoplasia  secondary  to  prolonged 
cyclophosphamide  treatment,  must  be  considered  in 
these  patients  since  treatment  will  vary  according  to 
the  cause  of  the  hematuria.1  Ultrasound  and  CT 
(computed  tomography)  are  new,  noninvasive 
methods  of  visualizing  abdominal  and  pelvic  disease. 
They  are  useful,  not  only  for  diagnostic  purposes,  but 
also  for  treatment,  planning,  and  monitoring  the 
response  to  therapy.2  In  the  cases  to  be  described 
both  methods  accurately  defined  the  cause  of  he- 
maturia. 

Case  reports 

Case  1.  A-58-year-old  female  underwent  mas- 
tectomy in  1972  for  adenocarcinoma  of  the  breast. 
In  March,  1975,  a palpable  liver  and  superclavicular 
nodes  were  noted,  and  monthly  treatments  were 
begun  with  cyclophosphamide  (5  Gm.  total  dose), 
methotrexate,  and  5-fluorouracil.  The  patient  was 
disease-free  until  May,  1976,  when  metastatic  lesions 
were  noted  on  bone  and  liver  scans,  and  doxorubicin 
hydrochloride  (Adriamycin)  therapy  was  instituted. 
In  January,  1977,  treatment  was  changed  to  mito- 
mycin-C  after  new  lesions  were  noted  on  bone  and 
liver  scans.  The  patient  achieved  a good  clinical 
response  with  return  of  liver  function  test  results  to 
normal  and  disappearance  of  hepatomegaly.  In 
October,  1977,  the  patient  presented  herself  after  six 


FIGURE  1.  Case  1.  (A)  CT  scan  of  pelvis.  Bladder  (B) 
displaced  toward  right  by  tumor  (T).  Normal  fat  line  (arrows) 
surround  bladder  separating  it  from  tumor  and  other  pelvic 
structures.  Left  side  (L).  (B)  Pelvis  at  slightly  lower  level 
shows  bladder  (B)  invaded  (arrows)  by  tumor  (T).  Loss  of  fat 
plane  due  to  tumor  invading  wall  of  bladder.  (C)  Ultrasound 
at  same  level  as  (IB)  shows  tumor  (arrows)  has  mixed  echo 
pattern  displacing  and  distorting  bladder  outline  on  left  and 
invading  bladder  wall. 

hours  of  gross  hematuria  and  suprapubic  pain. 
Pelvic  examination  revealed  a mass  on  the  left  side. 


January  1980/New  York  State  Journal  of  Medicine  67 


FIGURE  2.  Case  2.  (A)  CT  scan  shows  tumor  (T)  displacing  and  distorting  bladder  (B)  outline  on  right  side.  Rectum  (R). 
Sigmoid  (S).  (B)  Ultrasound  of  pelvis  at  same  level  as  (2A)  with  bladder  (B).  Arrows  point  to  mass  with  mixed  echo  pattern 
lying  on  right  inferolateral  surface  of  bladder.  Lesion  is  contiguous  with  and  invades  bladder  wall,  distorting  vesical  outline 
on  right  side. 


Intravenous  pyelography  showed  normal  findings. 
Cystoscopy  visualized  an  area  of  telangiectasia  and 
whitish  plaque  on  the  left  bladder  wall.  Biopsy  was 
not  done  because  of  the  danger  of  severe  hemorrhage. 
Ultrasound  and  CT  scans  clearly  showed  a large 
pelvic  tumor  on  the  left  side  with  invasion  through 
the  bladder  wall  (Fig.  1).  Hematuria  persisted  until 
initiation  of  radiation  therapy. 

Case  2.  A 45-year-old  white  female  was  found  to 
have  a poorly  differentiated  diffuse  lymphocytic 
lymphoma  in  1969,  and  obtained  a complete  remis- 
sion when  treated  with  cyclophosphamide.  During 
the  same  year,  cervical  cytology  showed  carcinoma- 
in-situ,  and  the  following  year  she  underwent  a vag- 
inal hysterectomy.  Cyclophosphamide  was  dis- 
continued in  1973,  and  the  patient  remained  well 
until  June,  1977,  when  she  developed  upper  ab- 
dominal pain,  and  at  laparotomy  was  found  to  have 
abdominal  carcinomatosis  of  squamous  cell  type. 
Four  months  later  the  patient  developed  lower  ab- 
dominal fullness  and  hematuria.  At  cystoscopy,  a 
lesion  in  the  right  posterior  aspect  of  the  bladder  was 
biopsied  and  found  to  be  squamous  cell  carcinoma. 
Ultrasound  and  CT  scans  of  the  pelvis  demonstrated 
a tumor  mass  invading  the  bladder  wall  (Fig.  2).  The 
hematuria  subsided  with  radiation  therapy. 

Comment 

In  these  cases,  gross  hematuria  was  due  to  invasion 
of  the  bladder  wall  by  carcinoma.  In  the  first  case, 
findings  on  intravenous  pyelogram  were  normal  and 
a diagnosis  could  not  be  obtained  cystoscopically  for 
fear  of  severe  hemorrhage  in  an  already  anemic  pa- 
tient. Both  the  ultrasound  and  CT  scan  clearly 
demonstrated  an  extrinsic  tumor  invading  the 
bladder  wall.  In  the  second  case,  although  a lesion 
could  be  seen  at  cystoscopy,  it  was  not  possible  to 
determine  whether  it  arose  within  the  bladder  wall 
or  represented  invasion  by  an  extrinsic  tumor. 


Again,  ultrasound  and  CT  scans  demonstrated 
invasion  by  a large  pelvic  tumor. 

Only  recently  has  CT  scanning  been  described  as 
a method  of  diagnosing  and  staging  bladder  neo- 
plasms.3 Recent  clinical  studies  indicate  that  CT  is 
a very  accurate  method  of  staging  these  tumors.4’5 
Perivesical  lesions  are  also  accurately  demonstrated 
with  CT  scanning.  Correct  interpretation  of  CT 
scans  requires  a detailed  knowledge  of  anatomy, 
particularly  of  the  many  normal  fat  planes.6  Ul- 
trasound also  accurately  evaluates  lesions  of  the 
bladder  and  pelvis.7 

In  our  patients,  both  modalities  define  the  peri- 
vesical disease.  Radiation  planning  and  progression 
of  treatment  can  also  be  accurately  assessed  by  ul- 
trasound and  CT.7 

In  the  past,  arteriography  has  been  claimed  to  be 
the  most  accurate  nonsurgical  modality  for  staging 
of  bladder  tumors,  claims  of  72  to  90  percent  accuracy 
having  been  made.8’9  However,  arteriography’s 
complications  of  local  hematomas,  intimal  injections, 
and  displacement  of  atheromatous  plaque  are  more 
common  in  the  older-age  group  where  carcinoma  of 
the  bladder  is,  likewise,  more  common.  Another 
disadvantage  of  arteriography  as  a means  of  staging 
bladder  tumors  is  that  the  accuracy  decreases  when 
a recent  biopsy  has  been  performed,  previous  radia- 
tion therapy  or  pelvic  surgery  has  been  performed, 
chronic  inflammatory  diseases  or  other  neoplastic 
disease  of  the  pelvis  are  present,  or,  finally,  if  the 
bladder  tumors  are  multiple.9 

Seidelmann,  Cohen,  and  Bryan,4  in  a recent  pub- 
lication, claim  81  percent  prospective  accuracy  to 
staging  of  bladder  tumors  with  CT.  Considering  this 
encouraging  result,  and  also  bearing  in  mind  the 
problems  associated  with  angiography,  CT  will 
probably  be  the  most  efficacious  way  of  staging  tu- 
mors in  the  future. 

The  place  for  arteriography  in  the  future  may  well 
be  in  the  therapeutic  modality.  Selective  internal 
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iliac  vessel  catheterization  allows  the  introduction 
of  chemotherapeutic  agents  or  sensitized  pig  lym- 
phocytes directly  to  the  tumor  masses. 

In  a review  of  1,000  autopsies  of  patients  with 
cancer,  Abrams,  Spiro,  and  Goldstein10  found  met- 
astatic involvement  of  the  bladder  in  3.6  percent  of 
cases.  Extension  into  the  bladder  wall  is  usually 
caused  by  carcinomas  of  the  prostate,  rectum,  or 
cervix.1 1 In  our  patients,  these  causes  were  excluded. 
Although  the  evaluation  of  hematuria  often  poses  no 
particular  diagnostic  problems,  there  are  situations 
where  ultrasound  and  CT  scans  are  essential.  We 
feel  that  these  noninvasive  tests  often  can  contribute 
to  the  evaluation  of  pelvic  disease,  and  that  their 
increasing  utilization  will  define  their  exact  place  in 
this  evaluation. 

Summary 

Hematuria  occurring  in  patients  with  malignant 
disease  may  be  due  to  metastases  in  the  pelvis.  The 
exact  cause  of  the  hematuria  in  these  two  patients 
could  not  be  determined  by  intravenous  pyelogram, 
cytoscopy,  or  biopsy.  Computed  tomography  and 
ultrasound  accurately  determined  the  pathologic 
process  causing  the  hematuria. 


Physicians  alerted  to  new 
cause  of  ringworm 

Physicians  were  alerted  this  week  to  watch  for  a new 
form  of  ringworm  that  does  not  show  up  under  fluorescent 
light  examination,  the  traditional  diagnostic  tool  for  the 
common  scalp  infection. 

In  the  past  most  ringworm  was  caused  by  organisms 
known  as  the  Microsporum  sp,  M.  audouinii,  and  M. 
Canis.  But  in  the  1950s  another  causative  organism, 
Trichophyton  tonsurans,  was  introduced  into  the  southern 
and  southwestern  states  from  Puerto  Rico  and  Mexico,  says 
a report  in  the  October  19  Journal  of  the  American  Med- 
ical Association. 

Elena  Provost,  Medical  University  of  South  Carolina, 
Charleston,  reports  on  ringworm  statistics  gathered  at  the 
University  from  1973  to  1978  which  indicate  a dramatic 
change  in  the  agents  causing  the  fungus  infection.  In  the 
1950s,  Trichophyton  tonsurans  were  found  only  rarely. 
But  in  the  1970s  it  was  causing  more  than  90  percent  of  the 
cases. 
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The  problem  is  that  when  the  child  is  brought  to  the 
physician  with  a scalp  infection,  the  physician  is  likely  to 
conduct  the  fluorescent  light  examination.  If  this  fails  to 
show  ringworm,  the  diagnosis  may  be  impetigo  or  some 
other  ailment,  and  the  treatment  will  be  useless  for  ring- 
worm. 

For  unexplained  reasons,  the  new  type  of  infection  oc- 
curs most  often  in  black  children.  Girls  are  as  likely  to  be 
infected  as  boys.  Diagnosis  usually  requires  a laboratory 
culture  study  of  scalp  scales  and  infected  hair  roots,  Ms. 
Provost  says. 

In  an  accompanying  editorial  in  the  same  issue,  Andrew 
H.  Rudolph,  M.D.,  Baylor  College  of  Medicine,  Houston, 
traces  the  history  of  ringworm  in  the  past  generation  in  the 
United  States,  and  concludes: 

“With  the  increasing  incidence  of  scalp  infections  caused 
by  this  organism,  it  is  important  that  the  physician  con- 
sider T.  tonsurans  as  a possible  agent  in  the  evaluation  of 
any  condition  involving  hair  loss,  scaling,  or  inflammation 
of  the  scalp.” 
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The  selective  lethal  effect  of  supranormal  tem- 
peratures on  cancer  cells  in  vitro  and  in  vivo  has  been 
reported.1-4  This  increased  thermosensitivity  of 
tumor  cells  has  been  directly  demonstrated  with  both 
mouse  and  human  cells.3,4  Accumulating  evidence 
suggests  that  this  sensitivity  to  heat  is  a general 
property  of  the  neoplastic  cell  acquired  with  the 
malignant  transformation.5  However,  the  difference 
in  thermosensitivity  between  normal  and  neoplastic 
cells  is  small,  which  has  created  difficulties  in  de- 
vising therapeutic  measures  and  has  limited  the 
practical  application  of  this  biologic  finding  largely 
to  tumors  of  the  extremities.6,7  Fortunately,  it  is 
possible  to  increase  this  differential  by  combining 
heat  and  chemotherapeutic  agents.8  This  approach 
has  already  dramatically  increased  the  life  expec- 
tancy of  patients  with  locally  disseminated  melano- 
ma of  the  extremities.7 

A further  impetus  to  research  into  the  anticancer 
effect  of  hyperthermia  was  a report  in  1976  by  Le- 
Veen  and  his  associates,9  which  described  eradication 
of  human  tumors  with  localized  heat  created  by  ra- 
dio-frequency energy.  Because  the  blood  flow 
through  malignant  tumors  is  much  slower  than 
through  healthy  tissue  and  organs  of  comparable 
volume,9,10  the  circulating  blood  dissipates  heat  from 
the  tumor  more  slowly  than  from  the  surrounding 
healthy  tissue.  This  specific  difference  between 
cancer  and  normal  tissue  is  the  basis  for  RF  (radio- 
frequency) therapy,  which  entails  t he  transfer  of  RF 
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energy  through  the  cancer,  with  a resultant  localized 
heating  of  the  tumor. 

LeVeen’s  procedure  employed  a RF  generator  with 
an  output  in  excess  of  1 kw.  at  a crystal-controlled 
frequency  of  13.56  MHz.  The  energy  was  trans- 
mitted from  the  amplifier  through  an  impedance 
matching  circuit  to  the  patient  by  means  of  two 
coaxial  cables  that  terminated  in  appropriately  in- 
sulated electrodes,  which  in  turn  were  placed  on  the 
skin  anterior  and  posterior  to  the  tumor. 

Using  LeVeen’s  technique,  we  satisfactorily 
treated  a patient  with  an  undifferentiated  cancer  of 
the  neck  which  we  believed  to  be  metastatic  malig- 
nant melanoma. 

Case  report 

In  July,  1977,  a 50-year-old  man  noticed  a painless 
swelling  on  the  left  side  of  his  neck  near  the  angle  of 
the  mandible.  The  swelling  enlarged  rapidly,  and 
in  September  a biopsy  of  an  enlarged  lymph  node  was 
reported  as  “malignant  neoplasm  strongly  suggestive 
of  metastatic  malignant  melanoma.”  Systemic 
chemotherapy  was  initiated  without  success. 

By  March,  1978,  the  mass  had  enlarged  to  more 
than  15  cm.  in  diameter  and  had  filled  the  entire  left 
side  of  the  patient’s  neck.  At  that  time  he  was  seen 
at  a major  cancer  treatment  center,  where  a needle 
biopsy  of  the  mass  revealed  anaplastic  cancer.  The 
tumor  was  first  thought  to  arise  from  the  nasophar- 
ynx, although  this  possibility  was  not  substantiated 
on  thorough  examination.  Electron-microscopic 
studies  were  performed,  and  the  neoplastic  cells 
demonstrated  no  ultrastructural  evidence  of  differ- 
entiation. A careful  search  for  premelanosomes, 
desmosomes,  or  other  specific  organelles  yielded 
negative  findings.  A complete  evaluation  to  deter- 
mine the  site  of  the  primary  cancer  also  showed 
negative  findings.  The  patient  was  deemed  inop- 
erable; therefore  he  received  two  courses  of  total  body 
hyperthermia  using  the  water-heated  space  suit. 
The  tumor  remained  unchanged. 

On  March  20,  1978,  this  extremely  anxious  man 
first  came  to  our  office.  He  had  difficulty  speaking 
because  of  paralysis  of  the  left  vocal  cord  and  a fixed 
right  lateral  flexion  of  the  cervical  spine.  The  mass 
filled  the  entire  left  side  of  his  neck  and  the  left  su- 
praclavicular fossa.  A meticulous  examination  of  the 
patient’s  head  and  neck  again  failed  to  reveal  a pri- 
mary site,  and  the  remainder  of  the  work-up  yielded 
negative  results.  Clinically,  we  believed  this  mass 
to  be  metastatic  malignant  melanoma,  despite  our 
not  finding  a primary  site. 

Surgical  removal  of  the  tumor  was  out  of  the 
question  because  of  its  size  and  location  (Figs.  1 and 
2).  Chemotherapy  and  total  body  hyperthermia 
having  been  unsuccessful,  we  proposed  local  hyper- 
thermia confined  to  the  cancer  only:  RF1  ther- 

motherapy, as  described  by  LeVeen  et  al.9  The 
proposed  therapy  was  discussed  with  the  patient  and 
his  informed  consent  obtained.  The  copper  elec- 
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FIGURES  1 through  3.  Left  to  right,  top  row.  (1)  and  (2)  Before  localized  hyperthermia,  firm  tumor  mass  fills  patient’s  neck 
and  supraclavicular  fossa.  (3)  Metastatic  cancer,  left  cervical  region.  Tumor  forms  rounded  mass  14  cm.  in  diameter  and 
is  grossly  surrounded  by  fibrous  capsule. 
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FIGURES  4 through  6.  (4)  Cut  section  of  metastatic  melanoma  showing  central  cystic  degeneration.  Remainder  of  mass 

soft  and  dark  pink,  with  areas  of  hemorrhage.  (5)  Partially  necrotic  neoplastic  cells  in  which  faint  nuclear  detail  and  mitoses 
still  discernible  (hematoxylin  and  eosin  stain,  original  magnification  X 250).  (6)  Fligh-power  view  of  partially  necrotic  neoplastic 
cells  demonstrating  histologic  features  of  amelanotic  melanoma.  Cells  have  large,  rounded,  vesicular  nuclei  with  prominent 
nucleoli  and  several  atypical  mitoses  (hematoxylin  and  eosin  stain,  original  magnification  X 400). 


FIGURES  7 and  8.  (7)  and  (8)  Patient  three 
months  after  radio-frequency  thermotherapy 
treatments  and  surgical  excision  of  tumor. 


January  1980/New  York  State  Journal  of  Medicine  71 


trodes  were  placed  on  the  taut  skin  anterior  and 
posterior  to  the  mass,  and  treatment  was  begun. 
Each  treatment  lasted  about  three  hours.  Following 
the  first  treatment,  the  patient  became  acutely  psy- 
chotic, necessitating  admission  to  the  psychiatric 
intensive  care  unit.  He  recovered  from  this  episode 
completely,  and  treatment  was  resumed  in  10  days. 
We  presumed  that  a rapid  breakdown  of  cancer  re- 
sulted in  absorption  of  toxic  products,  and  psychosis 
ensured. 

After  the  fourth  treatment,  the  once  hard  cervical 
mass  had  become  noticeably  fluctuant.  An  18-gauge 
needle  was  inserted,  and  a massive  amount  of  thick, 
liquified,  black  material  was  aspirated.  Cytologic 
examination  of  this  aspirated  material  revealed  only 
necrotic,  nonviable  cells.  Immediately  after  aspi- 
ration, bleeding  occurred  within  the  cystic  cavity,  and 
the  mass  again  became  firm.  At  this  time  the  pa- 
tient’s hemoglobin  dropped  3 Gm.  Two  more  RF 
treatments  were  given,  for  a total  of  six  over  a period 
of  two  weeks. 

With  little  change  in  the  size  of  the  tumor,  we  next 
recommended  surgical  excision.  The  risk  of  losing 
his  life  with  or  without  the  operation  was  discussed 
with  the  patient  and  his  family.  An  extended  left 
radical  neck  dissection  was  performed  using  a double 
Y incision.  The  left  vagus  nerve  was  found  to  be 
invaded  by  the  tumor  and  was  sacrificed.  The  ca- 
rotid artery  was  adherent  to  the  tumor  but  was  suc- 
cessfully freed.  To  our  surprise,  the  entire  cancerous 
mass  was  then  successfully  removed  without  rup- 
turing it;  it  appeared  to  be  encased  in  a thickened 
pseudocapsule.  When  this  was  opened,  it  was  found 
to  contain  a massive  amount  of  liquified  necrotic 
material  and  old  blood,  which  we  felt  was  the  result 
of  the  selective  heating  of  the  tumor. 

Pathologic  findings 

The  surgical  specimen  consisted  of  a left  radical 
neck  dissection,  composed  mainly  of  a large,  sharply 
delineated  cystic  mass  measuring  14  cm.  in  diameter 
(Fig.  3).  The  central  portion  of  the  mass  was  filled 
with  hemorrhagic  necrotic  material,  and  the  re- 
mainder consisted  of  a dark  pink,  fleshy  neoplasm 
surrounded  by  a fibrous  capsule  (Fig.  4). 

Microscopic  examination  of  the  tumor  revealed  a 
very  cellular  necrotic  neoplasm.  The  tumor  had  a 
“ghost”  pattern  in  which  the  background  architec- 
ture of  the  neoplasm  was  intact,  but  with  loss  of  nu- 
clear and  cytoplasmic  detail.  Medium-power  ex- 
amination of  one  of  the  best- preserved  areas  revealed 


partly  necrotic  neoplastic  cells  with  faint  but  still 
identifiable  nuclear  detail  (Fig.  5).  The  cells  were 
arranged  in  a compact  manner  without  epithelial 
cohesion,  and  several  mitoses  were  present.  No 
melanin  pigment  was  seen.  The  neoplasm  had  his- 
tologic features  consistent  with  an  amelanotic  mel- 
anoma. High-power  examination  of  the  best  pre- 
served focus  of  neoplastic  cells  showed  pyknosis  of 
the  nuclei,  as  shown  in  Figure  6,  and  the  cells  were 
clearly  nonviable.  They  were  surrounded  by  tumor 
cells  that  demonstrated  advanced  necrosis.  No  areas 
of  viable  tumor  were  identified  in  the  numerous 
sections  reviewed.  Focal  areas  of  necrosis  in  adjacent 
skeletal  muscle  were  present.  Twenty  lymph  nodes 
were  identified  in  the  surgical  specimen.  All  were 
free  of  tumor,  but  several  showed  areas  of  necrosis 
and  adjacent  fibrosis. 

Conclusion 

Our  treatment  of  this  patient  was  experimental  but 
proved  to  be  successful  during  this  short  follow-up 
period.  The  only  complication,  other  than  the  brief 
psychotic  period,  was  superficial  skin  burns.  Sev- 
enteen months  after  surgery,  the  patient  appeared 
well,  had  no  complaints,  and  was  working  (Figs.  7 and 
8). 
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Since  the  July-August,  1976,  epidemic  of  respira- 
tory illness  in  Philadelphia,  subsequently  given  the 
name  “Legionnaires’  disease”  and  from  which  a 
previously  unknown  gram-negative  bacillus  has  been 
isolated,1-4  numerous  clusters  of  cases  have  been 
reported  in  Tennessee,  Vermont,  Ohio,  and  Indi- 
ana,5-1 1 as  well  as  in  Scotland  and  Spain.12  Some  130 
sporadic  cases  had  been  reported  to  the  CDC  (Center 
for  Disease  Control)  as  of  December,  1977,  from  30 
states  with  30  fatalities.13-15  Three  quarters  of  the 
patients  were  male,  mean  age  53.5  years,  with  a range 
of  17  to  82  years.  In  some  smaller  groups,  immuno- 


suppression or  major  underlying  disease,  such  as 
cancer  or  renal  failure,  appeared  to  influence  sus- 
ceptibility and  prognosis.5-8,10,15 

This  is  a report  of  the  first  sporadic  case  confirmed 
by  the  CDC  from  upper  New  York  State.  Since  the 
illness  occurred  in  the  hospital  after  the  institution 
of  steroid  therapy  for  temporal  arteritis,  we  were  able 
to  follow  the  entire  course  of  the  illness,  including  a 
dramatic  response  to  specific  therapy  after  poor  re- 
sponse to  another  commonly  used  antibiotic  ( Pig. 
l).lfi  The  case  also  illustrates  the  point  that  Le- 
gionnaires’ disease  may  present  itself  as  a nosocomial 
form  of  pneumonia. 

Case  report 

This  59-year-old  single  white  female  librarian, 
residing  in  a suburb  of  metropolitan  Buffalo,  was 
admitted  to  the  hospital  in  late  September,  1977, 
with  occasional  hematochezia  for  seven  months,  in- 
termittent left  temporal  headaches,  and  fevers  to  101° 
F.  for  seven  weeks,  palpitation  and  dyspnea  on 
exertion  for  two  weeks,  and  a transient  night  cough 
productive  of  greyish  sputum  two  days  prior  to  ad- 
mission. Five  weeks  prior  to  admission,  she  was 
noted  to  have  an  elevated  leukocyte  count  and  ESR 
(erythrocyte  sedimentation  rate),  and  low  serum  iron 
and  hemoglobin. 

On  admission,  oral  temperature  was  100°  F. 
Findings  on  physical  examination  were  unremark- 
able except  for  reddened  nasal  mucous  membrane 
with  clear  exudate  and  dry  end-inspiratory  rales  at 
both  lung  bases.  Findings  on  chest  x-ray  film  and 
electrocardiogram  were  negative;  WBC  (white  blood 
count)  was  9,700  per  cubic  millimeter  with  55  percent 
neutrophils,  5 percent  bands,  24  percent  lympho- 
cytes, and  12  percent  monocytes.  Complete  gas- 
trointestinal work-up  revealed  internal  hemorrhoids 
to  be  the  source  of  bleeding.  The  cause  for  her  ane- 
mia proved  to  be  a combination  of  iron  deficiency  and 
thalassemia  minor.  With  iron  therapy,  reticulocytes 
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FIGURE  1.  Legionnaires’  disease  appearing  after  steroid  therapy  for  another  disease. 

* Erythromycin  increased  to  500  mg.  by  mouth  every  six  hours  for  three  doses  on  the  fourteenth  hospital  day,  but  decreased 
to  250  mg.  every  six  hours  by  mouth  again  because  of  gastrointestinal  intolerance. 

T Chest  x-ray  obtained  because  of  physical  findings  for  this  time  of  a pulmonic  process. 
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rose  from  2.4  to  8.2  percent  and  serum  iron  became 
normal. 

Shortly  after  admission,  she  spontaneously  stated 
that  a “snakelike”  form  appeared  in  the  left  temporal 
area  during  headaches.  This  history,  combined  with 
the  markedly  elevated  ESR  of  124  to  130'mm.  per 
hour,  daily  temperatures  up  to  100  to  101  °F.  while 
in  the  hospital,  and  increased  alpha  1,  alpha  2 glob- 
ulin, raised  the  likelihood  of  temporal  arteritis. 
Prednisone,  40  mg.  per  day  by  mouth,  was  started. 
Her  fever  disappeared.  However,  on  the  second  day 
after  starting  steroid  therapy,  her  WBC  was  16,000 
per  cubic  millimeter.  Findings  on  chest  x-ray  film 
on  this  day  were  negative.  The  following  day,  her 
temperature  rose  to  104°  F.  Findings  on  physical 
examination  and  on  chest  and  abdominal  x-ray  films 
were  negative.  Urine  and  multiple  blood  cultures 
were  taken.  None  yielded  a pathogen.  Five  days 
after  starting  steroid  therapy  and  two  days  after 
spiking  fever  began,  chest  examination  revealed 
dullness  and  coarse  inspiratory  rales  at  the  right  base. 
Chest  x-ray  films  now  showed  a parenchymal  infil- 
trate at  the  right  base,  mainly  in  the  posterobasal 
segment.  Symptoms  at  this  time  included  mainly 
lassitude,  anorexia,  and  a slight  dry  cough.  Later  in 
the  illness,  she  complained  of  some  staggering,  which 
we  attributed  to  toxicity  of  the  disease.  Results  of 
neurologic  examination  were  negative.  With  high 
humidity  air  and  postural  drainage,  scanty  sputa 
were  obtained  which  showed  1-plus  WBC  and  1-plus 
gram-positive  cocci  which  cultured  Hemophilus 
species,  not  H.  influenzae.  Cefazolin  sodium,  500 
mg.  every  six  hours  intravenously,  produced  no 
change  in  her  clinical  condition.  Swinging  fevers  to 
104°  F.  or  greater  occurred  daily  until  cefazolin  so- 
dium was  discontinued  and  erythromycin,  250  mg. 
by  mouth  every  six  hours,  was  substituted. 
Twenty-four  hours  later,  her  temperature  became 
normal  and  remained  so  until  discharge  ten  days 
later.  Findings  on  chest  x-ray  films  gradually  de- 
creased, and  eight  days  after  starting  erythromycin, 
results  on  chest  x-ray  films  were  normal;  ESR 
dropped  to  45  mm.  per  hour;  and  WBCremained  el- 
evated: at  discharge  it  was  16,700  per  cubic  milli- 
meter. Temporal  artery  biopsy  findings  were  neg- 
ative. 

Serum  electrophoresis  showed  hypoalbuminemia 
with  increased  alpha  1,  alpha  2 globulin.  Creatinine 
clearance  which  was  53  ml.  per  minute  on  the  fif- 
teenth hospital  day  was  83.9  ml.  per  minute  by  dis- 
charge; blood  urea  nitrogen  was  normal  throughout 
the  hospital  stay;  cold  agglutinins  were  negative;  and 
streptococcus  MG  titer  was  positive  to  1:20.  Three 
sera  were  tested  at  the  CDC  in  the  indirect  fluo- 
rescent antibody  test  against  two  isolates  of  the 
bacterium  of  Legionnaires’  disease  as  follows:  Oc- 
tober 10,  1977  serum  less  than  32/less  than  32;  Oc- 
tober 12,  1977  serum  128/64;  and  December  6,  1977 
serum  128/128.  They  were  interpreted  as  indicating 
a recent  infection  with  the  bacterium  of  Legionnaires’ 
disease. 


The  patient  worked  among  rare,  dusty  books  and 
had  smoked  one  package  of  cigarettes  per  day  for 
years.  Epidemiologic  questioning  revealed  no  travel 
outside  New  York  State,  except  Toronto  in  July,  no 
pets,  no  gardening,  and  no  illness  in  close  asso- 
ciates. 

Comments 

Classical  for  this  disease,  and  shown  by  this  pa- 
tient, were  the  unremitting  high  fever  despite  a 
cephalosporin  preparation,  unilateral  pneumonia 
with  little  or  no  sputum  or  effusion,  markedly  ele- 
vated erythrocyte  sedimentation  rate,  leukocytosis, 
and  transient  renal  functional  impairment.1  It  has 
been  suggested  that  this  is  a multiorgan  disease, 
perhaps  due  to  the  elaboration  of  a bacterial  toxin.17 
That  our  patient  may  have  had  other  organs  involved 
could  be  inferred  from  the  low  creatinine  clearance 
which  reverted  toward  normal  by  discharge,  low 
serum  albumin,  and  elevated  alpha  1,  alpha  2 glob- 
ulin, and  a complaint  of  staggering  at  the  height  of 
the  disease. 

This  case  demonstrates  two  important  features  of 
Legionniares’  disease:  (1)  appearance  after  immu- 
nosuppression in  the  hospital,15’18  and  (2)  sensitivity 
of  the  bacillus  to  erythromycin.  The  initial  picture 
on  admission  to  the  hospital  was  that  of  a post- 
menopausal female  with  headache,  fever,  end-in- 
spiratory  rales  at  both  lung  bases,  and  a chest  x-ray 
film  showing  negative  findings.  Whether  she  en- 
tered the  hospital  with  subclinical  Legionnaires’ 
disease,  which  became  an  overt  lobar  pneumonia 
after  steroid  therapy,  or  whether  she  acquired  the 
disease  in  the  hospital  remains  debatable.  The  di- 
lemma in  the  patient  with  nosocomial  pneumonia  is 
to  consider  a long  list  of  bacterial,  protozoal,  and  viral 
pathogens  in  patients  often  so  debilitated  from  other 
disorders  that  the  clinician  must  choose  between 
“blind”  therapeutic  intervention,  as  in  Pneumocystis 
carinii  pneumonia,  or  consider  hazardous  diagnostic 
maneuvers,  such  as  open-lung  biopsy.  Moreover,  the 
recent  report  of  a series  of  cases  of  Legionnaires’ 
disease  in  hospitalized  patients  makes  a search  for 
in-hospital  common  sources  of  the  bacterium  man- 
datory.6 The  efficacy  of  erythromycin,  as  demon- 
strated so  clearly  in  this  case,  is  supported  by  in  vitro 
studies  in  which  erythromycin  ranked  third  among 
22  antimicrobial  agents  using  the  minimal  inhibitory 
concentration  procedure  for  six  isolates  of  the  Le- 
gionnaires’ disease  bacillus.19  A review  of  case  rec- 
ords of  94  patients  hospitalized  with  Legionnaires’ 
disease  revealed  a case  fatality  rate  higher  for  those 
who  received  cephalothin  than  for  those  treated  with 
erythromycin  or  tetracycline.1  A case  report  of  a 
sporadic  case  described  cephalosporin  drug  failure 
in  a patient  who  was  cured  with  a combination  of 
erythromycin  and  gentamycin.20  With  the  em- 
ployment of  the  newly  developed  serologic  and  tissue 
diagnostic  tests  has  come  the  realization  that  this 
disease  has  occurred  in  epidemics  as  well  as  in  spo- 
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radio  cases  for  quite  some  time.  Therefore,  it  is  im- 
portant to  document  the  response  of  this  disease  to 
such  a simple,  relatively  inexpensive  regimen  as  oral 
erythromycin. 

Summary 

The  first  sporadic  case  of  Legionnaires’  disease 
diagnosed  in  upper  New  York  State  developed  in  a 
woman  hospitalized  for  another  disorder.  A 59- 
year-old  white  female  developed  a high,  spiking  fever 
while  in  the  hospital  two  days  after  being  placed  on 
steroid  therapy  for  suspected  temporal  arteritis. 
Findings  on  serial  chest  films,  blood,  and  urine  cul- 
tures were  all  negative.  Three  days  later,  after  pul- 
monic involvement  was  detected  by  physical  exam- 
ination. a chest  x-ray  film  revealed  a parenchymal 
infiltrate  in  the  right  lung  (posterobasal  segment  of 
the  lower  lobe).  Because  of  the  atypical  course  of 
this  pneumonia,  serologic  testing  for  Legionnaires’ 
disease  was  carried  out  even  though  history  of  ex- 
posure through  human  contact  or  environment  was 
negative.  Because  of  persistent  fever,  cough,  and 
signs  of  pneumonia  during  therapy  with  intravenous 
cefazolin,  oral  erythromycin,  1 Gm.  per  day,  was 
substituted.  The  clinical  response  was  dramatic, 
with  disappearance  of  fever  within  24  hours. 
Physical  and  radiographic  evidence  of  pneumonia 
disappeared  within  10  days.  Subsequent  examina- 
tion of  multiple  serum  specimens  confirmed  the  di- 
agnosis of  Legionnaires’  disease.  A search  for  other 
possibly  nosocomial  cases  was  fruitless. 


Confidentiality  of  computerized 
patient  information 

Guidelines  for  physicians  to  insure  the  appropriate 
protection  of  confidentiality  of  computerized  medical  in- 
formation are  included  in  a Special  Report  supplement  to 
a recent  issue  of  the  American  Medical  Association  publi- 
cation “Computers  and  Medicine.” 

“A  physician  should  respect  the  patient’s  expectations 
of  confidentiality  concerning  medical  records  that  involve 
the  patient’s  care  and  treatment,  but  the  physician  should 
also  respect  the  patient’s  authorization  to  provide  infor- 
mation from  the  medical  record  to  those  whom  the  patient 
authorizes  to  inspect  all  or  a part  of  it  for  legitimate  pur- 
poses,” says  George  J.  Polli,  editor  of  “Computers  and 
Medicine.” 
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Discussing  the  subtle  differences  between  privacy, 
confidentiality,  and  security,  this  new  Special  Report  in- 
cludes 22  specific  guidelines  to  assist  physicians  and 
computer  service  organizations  in  maintaining  information 
stored  in  computerized  data  bases. 

“Computers  and  Medicine”  is  a bimonthly  newsletter 
produced  by  the  American  Medical  Association  Computers 
in  Medicine  Program.  The  publication  highlights  new  and 
innovative  applications  of  computer  technology  in  health 
care  including  both  clinical  and  administrative  activi- 
ties. 

For  a copy  of  the  Special  Report,  a sample  issue  of 
“Computers  and  Medicine,”  and  a cumulative  index  write 
to:  Computers  and  Medicine,  American  Medical  Associ- 
ation, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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cordio  ond  hypotension  hove  been  reportec 
occasionally.  Drowsiness  is  the  most  commo  y 
served  side  effect.  Dry  mouth,  blurred  vision,  c n| 
potion  ond  urinary  retention  hove  been  repo?: 

EXTENDED  RANGE 
OF  DOSAGE  STRENGTHS 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN-  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug, 
and  in  patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
out,  particularly  in  older  patients  Possibility  of  cross  sensitivity  with  other  dibenzoxepines  should 
be  kept  in  mind. 

Warnings.  The  once-a-day  dosage  regimen  of  SINEQUAN  (doxepin  HCI)  in  patients  with  inter 
current  illness  or  patients  taking  other  medications  should  be  carefully  adiusted  This  is 
especially  important  in  patients  receiving  other  medications  with  anticholinergic  effects. 

Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition 
Usage  in  Pregnancy  : Reproduction  studies  performed  in  animals  have  shown  no  evidence  of 
harm  to  the  animal  fetus  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug, 
safety  in  pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant 

Usage  in  Children:  Usage  in  children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore.  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  this  drug  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered  and  the  dosage  involved 
Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
important  in  patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  of 
that  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated 
Since  suicide  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  fhe  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEOUAN 

Anticholinergic  Ellecls  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
confusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramidal 
symptoms  and  seizures. 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally 

Allergic:  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosinophilia  has  been  reported  in  a few  patients  There  have  been  occasional 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  thrombo- 
cytopenia, and  purpura. 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
of  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
reported  with  Incyclic  administration. 

Other:  Dizziness,  tinnitus,  weight  gam,  sweating,  chills,  fatigue,  weakness,  Hushing,  jaundice, 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderafca 
starting  daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  tra 
decreased  at  appropriate  intervals  and  according  to  individual  response.  The  u:  II 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradi  nd 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  Icfl 
dose  of  300  mg/day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompa:  M 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  or  H 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  i ini 
dosage  schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recomm'  lea 
150  mg/day  This  dose  maybe  given  at  bedtime  The  150  mg  capsule  strength  is  ted 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatmi  . 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect.  Optimal  antidep  U 
may  not  be  evident  for  two  to  three  weeks 
Overdosage 
A Signs  and  Symptoms 

1 Mild:  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arr  U 
tachycardias. 

Also:  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (p;  M 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes [ I 
B Management  and  Treatment 

1 Mild  Observation  and  supportive  therapy  is  all  that  is  usually  necessary  Jfl 

2.  Severe:  Medical  management  of  severe  SINEQUAN  overdosage  consists  kl 
supportive  therapy.  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  pH 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rap  H 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  c H 
with  saline  for  24  hours  or  more.  An  adequate  airway  should  be  established  in  com;  >ej 
and  assisted  ventilation  used  if  necessary.  EKG  monitoring  may  be  required  for  H 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  tnH 
appropriate  antiarrhythmic  agent  It  has  been  reported  that  many  of  the  cardiovasr  f| 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  tllll 
venous  administration  of  1 mg  to  3 mg  of  physostigmme  salicylate.  Because  phy  Hi 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  m H 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respn  M 
sion.  Dialysis  and  forced  diuresis  generally  are  not  ot  value  in  the  management  cM 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  md 
and  100  mg  doxepin  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (1 0 x 10  II 
50  mg  doxepin  bottles  of  100,  1000.  5000.  and  unit  dose  packages  of  100  (10  x fl 
doxepin:  bottles  of  50.  500.  and  unit  dose  packages  of  100  (10  x 10's)  SINU 
Concentrate  (10  mg/ml)  is  available  in  120  ml  bottles  with  an  accompanying  dropiM 
at  5 mg.  10  mg.  15  mg.  20  mg,  and  25  mg  Each  ml  contains  doxepin  HCI  equivall 
doxepin  Just  prior  to  administration.  SINEQUAN  Oral  Concentrate  should  bf  M 
approximately  120  ml  of  water,  whole  or  skimmed  milk,  or  orange,  grapefruit.  tonH 
pineapple  juice.  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  witfH 
carbonated  beverages  For  those  patients  requiring  antidepressant  therap'M 
methadone  maintenance,  SINEQUAN  Oral  Concentrate  and  methadone  syrup  >n 
together  with  Gatorade",  lemonade,  orange  juice,  sugar  water,  Tang*,  or  wafer  hi 
grape  juice.  Preparation  and  storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request 

LABORATORIES  DIVISION 

PFIZER  INC 


Tumors  of  Small 
Intestine 

Seek  and  ye  shall  find 


BRUCE  S.  GINGOLD,  M.D. 

New  York  City 

Chief,  Colo-Rectal  Service,  St.  Clare's  Hospital  and  Health 
Center;  and  Assistant  Attending  Surgeon,  St.  Vincent's  Hospital 
and  Medical  Center  of  New  York 


The  small  bowel  is  an  unusual  location  for  the  de- 
velopment of  both  benign  and  malignant  tumors.  It 
is  the  site  of  only  3 to  6 percent  of  all  gastrointestinal 
neoplasms,1  and  of  only  1 percent  of  malignant  tu- 
mors of  the  intestinal  tract.2  It  is  fortunate  that  the 
incidence  is  low  since  the  prognosis  for  patients  with 
small-bowel  malignant  growths  is  quite  dismal. 
Freund  et  al.3  found  13  of  31  small-bowel  cancers 
incurable  at  the  time  of  surgery;  of  the  24  patients 
followed  up  in  this  series,  11  had  died  within  two 
years.  Goel,  Didolkar,  and  Elias4  reported  a 5-year 
survival  of  only  19  percent  of  47  patients  with 
small-bowel  malignant  disorders,  with  a median 
survival  period  of  12  months.  Ebert  and  Zuidema2 
reported  a delay  in  diagnosis  of  at  least  six  months 
in  63.3  percent  of  52  benign  tumors  and  47.6  percent 
of  88  patients  with  malignant  tumors  of  the  small 
intestines.  Bleeding  was  the  most  common  pre- 
senting symptom  in  patients  with  benign  lesions; 


obstruction  was  the  most  common  presenting 
symptom  in  those  with  malignant  tumors. 

When  practical,  most  surgeons  perform  an  explo- 
ration on  entering  the  abdominal  cavity.  Routine 
examination  will  frequently  include  the  stomach, 
pylorus,  gallbladder,  colon,  liver,  and  occasionally 
both  kidneys  and  pancreas,  but  rarely  the  entire 
small  bowel.  The  most  common  explanations  given 
by  even  the  most  competent  surgeon  are  the  potential 
for  reflex  ileus,  as  well  as  prolonging  operating  time, 
versus  the  small  likelihood  of  yield.  When  a patient 
has  a neoplasm  of  the  large  bowel,  the  increased  risk 
of  a second  primary  carcinoma  of  the  colon  is  well 
known.  Many  authors  report  incidences  ranging 
from  4 to  8 percent.  A possible  second  primary  in  the 
small  intestine  is  not  usually  considered.  For  the 
past  two  years,  I have  routinely  examined  the  entire 
small  bowel  when  exploring  the  abdominal  cavity. 
In  that  time,  three  completely  asymptomatic  small- 
bowel  tumors  have  been  encountered  during  large- 
bowel  resections  for  carcinoma. 

Case  reports 

Case  1.  A 60-year-old  male  developed  a carcino- 
ma of  the  rectum.  An  abdominoperineal  proctoco- 
lectomy was  performed.  At  surgery,  a 1.5-cm.  mass 
in  the  midjejunum  was  noted  (Fig.  1).  A small-bowel 
resection  with  attached  mesentery  and  end-to-end 
anastomosis,  was  performed.  Histologic  examina- 
tion revealed  an  isolated  lymphoma  of  the  je- 
junum. 

Case  2.  A 66-year-old  female  had  an  adenocar- 
cinoma of  the  sigmoid  colon.  A sigmoid  resection 
with  colorectal  anastomosis  was  performed.  At  the 
time  of  surgery,  a 1-cm.  mass  in  the  proximal  jejunum 
was  noted,  and  a small-bowel  resection  with  accom- 
panying mesentery  was  undertaken.  Microscopic 
analysis  revealed  ectopic  pancreas. 

Case  3.  A 62-year-old  male  developed  an  adeno- 
carcinoma of  the  rectum.  An  abdominoperineal 
resection  was  performed,  and,  on  examining  the  small 
bowel,  a 5-ml.  carcinoid  invading  the  mesentery  was 


FIGURE  1.  Case  1.  Incidental  small-bowel  tumor  found  on  routine  examination  of  small  intestine.  (A)  Lymphoma  of  jejunum. 
(B)  Specimen  opened. 
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found  and  resected  without  difficulty. 

Comment 

Follow-up  time  on  these  cases  has  been  too  short 
to  determine  whether  or  not  the  two  malignant 
small-bowel  tumors  have  been  cured.  However,  the 
odds  would  appear  to  be  much  more  favorable  since 
both  were  small,  isolated  lesions  and  patients  were 
asymptomatic  from  them.  All  three  cases  had 
smooth  postoperative  courses  with  no  evidence  of 
prolongation  of  the  usual  postoperative  ileus. 

Complete  examination  of  the  entire  small  intestine 
should  be  included  as  part  of  the  routine  exploration 
when  performing  abdominal  surgery. 

36  Seventh  Avenue 
New  York,  New  York  10011 


Moderate  drinking  may  prevent 
heart  attack,  researchers  say 

Moderate  daily  consumption  of  beverage  alcohol  may 
actually  reduce  the  risk  of  fatal  heart  attack,  says  a report 
in  the  November  2 Journal  of  the  American  Medical  As- 
sociation. 

A Harvard  Medical  School  research  group  studied  a se- 
ries of  568  married  men  who  died  of  heart  disease,  and  an 
equal  number  of  matched  controls.  It  was  found  that 
moderate  drinkers — two  beers,  two  glasses  of  wine,  two 
highballs  per  day — were  less  likely  to  die  a coronary  death 
than  total  abstainers. 

The  researchers  studied  a number  of  other  factors,  such 
as  cigarette  smoking,  previous  heart  disease,  and  over- 
weight. They  determined  that  “the  protective  effect  in 
coronary  disease  is  actually  due  to  alcohol  itself  rather  than 
to  other  substances  found  in  each  type  of  drink.” 

There  is  only  speculation  thus  far  as  to  why  this  is  so, 
says  Charles  H.  Hennekens,  M.D.,  of  Harvard’s  Channing 
Laboratory.  It  may  be  related  to  increases  in  high-density 


Addendum 

A fourth  small-bowel  tumor  was  recently  found 
and  resected  in  a 30-year-old  male  undergoing  sple- 
nectomy secondary  to  trauma. 

Histologic  examination  revealed  a 1.5-cm.  benign 
adenomyoma. 
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lipoproteins  or  decreases  in  low-density  lipoproteins. 
These  are  body  substances  that  are  related  to  heart  disease. 
Or  there  may  be  a personality  factor.  The  more  relaxed 
individual  is  satisfied  with  two  drinks  a day,  while  the  more 
tense  person  either  drinks  heavily,  or  abstains. 

However,  in  an  accompanying  editorial,  W.  P.  Castilli, 
M.D.,  of  the  National  Heart  Institute,  Framingham, 
Massachusetts,  sounds  a note  of  caution. 

“With  17  million  alcoholics  in  this  country,  perhaps  we 
have  a message  for  which  this  country  is  not  yet  ready,”  Dr. 
Castilli  comments. 

Zero  intake  of  alcohol  seems  less  healthful  than  a mod- 
erate intake,  but  higher  intakes  of  alcohol  are  associated 
wit  h increased  rates  of  all  of  the  well-known  problems  that 
alcohol  produces,  from  nutritional,  intestinal,  nervous 
system,  heart,  blood,  respiratory,  and  cancer  problems,  he 
points  out. 

“The  problem  with  all  of  this  is  that  it  may  be  dangerous 
to  tell  some  people  to  take  two  drinks  a day  when,  given 
t heir  constitut  ional  makeup,  one  could  fairly  predict  they 
could  not  stop  at  two.” 
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A character 


all  its  own. 


J Valium  (diazepam/Roche) 

|i  is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It's  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiums 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors,  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  ad|unctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
When  used  ad|unctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants. consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d to  q id; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2Vz  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 
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lotrin  400  mg  provided  greater  relief  of  pain  than  did 
iropoxyphene  65  mg  in  controlled  clinical  pain  studies. 


■Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Ivlean  relief- 
Lf-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

■ No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

■Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

) = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

vlotrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

buptcfenUponn 


Not  a narcotic  • Not  addictive  • Not  habit  forming 
Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 
Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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continued  from  page  7 

way,  and  Carroll  M.  Leevy,  M.D.,  F.A.C.P.,  professor  of 
medicine,  chairman,  Department  of  Medicine,  CMDNJ- 
New  Jersey  Medical  School,  Newark. 

Additional  information  about  MKSAP  V courses  is 
available  from  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  PA  19104. 


Motrin " Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

’Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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University  of  Chicago 
to  sponsor  a medical  workshop 
in  Egypt 

“Psychological  Aspects  of  Medical  Practice  and  Con- 
sultative Arrangements  with  Psychiatrists,”  is  the  title  of 
a comprehensive  seminar/workshop  sponsored  by  the 
University  of  Chicago  Center  for  Continuing  Education. 
It  is  scheduled  to  be  held  in  Egypt  from  March  18-28, 1980. 
The  first  half  of  the  workshop  will  be  held  in  Cairo  at  the 
El  Salam  Hotel.  The  second  half  will  be  given  aboard  the 
M.S.  Tutankhamun  as  it  cruises  down  the  Nile. 

The  program  is  designed  for  general  physicians  and 
liasion  psychiatrists.  Among  the  topics  covered  are:  in- 
terviewing techniques,  reactions  to  illness,  and  rehabili- 
tation. 

In  addition  to  participating  in  the  workshop,  attendees 
will  have  the  opportunity  to  enjoy  the  wonders  of  ancient 
Egypt.  A tour  portion  of  the  program  will  include  visits 
to:  the  Pyramids,  Abu  Simbel,  Luxor,  Karnak,  and  the 
Temples  of  Queen  Hatshepsut  and  Ramses  II. 

The  seminar  instructor  is  Chase  P.  Kimball,  M.D.,  pro- 
fessor of  psychiatry  and  medicine,  the  University  of  Chi- 
cago. Dr.  Kimball  is  also  an  attending  physician  and 
psychiatrist  at  the  Illinois  Central  Community  Hospital 
and  the  Michael  Reese  Hospital. 

For  registration  information  and  a detailed  brochure, 
contact  Heidi  E.  Kaplan,  Dept.  20  NR,  University  Con- 
ference Center,  360  Lexington  Avenue,  New  York,  N.Y. 
10017,  or  call  toll-free  (800)  223-7450.  In  New  York  or 
Canada,  call  (212)  953-7272,  extension  289. 

Fifth  international  workshop 

The  American  Association  of  Gynecologic  Laparoscop- 
ists  will  present  the  Fifth  International  Workshop  on 
Laparoscopy  and  Microsurgery  in  Gynecology  including 
Anastomosis  of  the  Fallopian  Tube  at  the  Sheraton  New- 
port, April  24  to  27. 

For  information  write:  American  Association  of 

Gynecologic  Laparoscopists,  Jordan  M.  Phillips,  M.D., 
General  Chairman,  11239  S.  Lakewood  Boulevard,  Dow- 
ney, California  90241;  telephone  (213)  862-8181. 

Medical  workshop 

“Stress,  Illness  and  Health:  A Modern  Dilemma,”  is  the 
title  of  a comprehensive  seminar/workshop  sponsored  by 
the  University  of  Chicago  Center  for  Continuing  Educa- 
tion. It  is  scheduled  to  be  held  in  Egypt  from  April  12-22, 
1980.  The  first  half  of  the  workshop  will  be  held  in  Cairo 
at  the  El  Salam  Hotel.  The  second  half  will  be  given 
aboard  the  M.S.  Tutankhamun  as  it  cruises  down  the 
Nile. 

The  program  is  designed  for  general  physicians,  psy- 
chiatrists, and  psychologists.  Among  the  topics  covered 
are:  coping  with  stress,  avoidance  techniques,  and 

transformational  techniques  in  therapy. 

continued  on  page  94 
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Meningitis  and  Bacteremia 

Induced  by  Bacillus  cereus 
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From  the  Department  of  Medicine,  Hospital  for  Joint  Diseases 
and  Medical  Center. 
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Bacillus  cereus  is  a gram-positive,  aerobic  spore- 
forming  rod.  It  is  thought  generally  not  to  be  in- 
fectious to  man.  Recently,  we  treated  a man  with  B. 
cereus  meningitis  and  septicemia  who  apparently 
had  no  underlying  disease. 

Case  report 

A 57-year-old  black  male,  a chronic  alcoholic  and 
a former  heroin  user,  was  brought  to  the  emergency 
room  because  of  acute  onset  of  irritability,  fever, 
chills,  vomiting,  and  headache.  At  the  time  of  ad- 
mission, physical  examination  revealed  a restless 
confused  man  with  a pulse  of  118,  blood  pressure 
160/100,  temperature  103°  F.,  and  respiration  of  26 
per  minute.  Pupils  were  constricted  and  reacted 
sluggishly  to  light;  neck  was  rigid;  optic  fundi  were 
normal;  liver  was  palpable  four  fingers  below  the 
right  costal  margin  and  was  firm  and  nontender;  he 
was  moving  all  four  extremities;  tendon  reflexes  were 
normal;  and  Babinski  response  was  present. 

On  admission  findings  on  complete  blood  count, 
sequential  multiple  analyzer-12,  and  urinalysis  were 
normal.  Cerebral  spinal  fluid  was  slightly  turbid  and 
revealed  glucose  of  80  mg.,  proteins  204  mg.,  and 
there  were  4,000  red  blood  cells  and  60  white  blood 
cells  (19  polymorpholeukocytes,  6 lymphocytes). 
Soon  after  admission  he  lapsed  into  a coma.  He  was 
initially  started  on  dexamethasone  (Decadron),  ox- 
acillin sodium,  gentamicin,  and  intravenous  fluids. 
The  following  day,  the  white  count  was  25,500  with 
marked  shift  to  the  left.  Temperature  was  103°  F. 
Oxacillin  sodium  and  gentamicin  were  discontinued, 
and  aqueous  penicillin  and  chloramphenicol  were 
started. 


A nuclear  brain  scan  and  computerized  axial  to- 
mography scan  failed  to  show  a lesion.  Five  blood 
cultures  were  drawn  on  the  first  day  of  admission  and 
grew  B.  cereus.  On  the  fourth  hospital  day,  the  pa- 
tient began  to  have  seizures,  initially  only  on  the  right 
side,  hut  gradually  becoming  generalized.  Pheno- 
barbital  and  phenytoin  sodium  (Dilantin)  were  ad- 
ministered, and  isoniazid  and  streptomycin  were 
added.  On  the  fifth  day  the  cerebrospinal  fluid  was 
xanthochromic.  There  were  49  white  blood  cells  (34 
polymorpholeukocytes,  15  lymphocytes),  proteins 
129,  and  glucose  214  (blood  glucose  456).  The  pa- 
tient became  afebrile  and  responded  minimally  to 
painful  stimuli,  but  continued  to  have  recurrent 
seizures  every  5 to  10  minutes  despite  anticonvulsive 
therapy.  He  was  intubated  and  placed  on  a respi- 
rator. On  the  eighth  day,  painful  stimulation  no 
longer  produced  a response,  and  he  continued  to  have 
frequent  seizures.  Temperature  was  102°  F.  and  the 
cerebrospinal  fluid  was  xanthochromic  and  had  no 
cells.  Cerebrospinal  fluid  protein  was  995,  and  glu- 
cose was  233  (blood  glucose  410).  That  same  day  he 
expired.  Autopsy  revealed  purulent  meningitis 
particularly  over  the  parietal  and  occipital  lobes. 
Microscopic  sections  of  cerebral  cortex  showed  thick 
meningeal  exudate  composed  of  polymorphonuclear 
leukocytes  and  mononuclear  cells  together  with 
vascular  congestion.  Results  of  the  remainder  of  the 
autopsy  were  negative. 

Comment 

B.  cereus  is  a gram-positive  aerobic  spore-forming 
rod.  It  is  widely  distributed  in  nature,  being  found 
in  air,  salt,  water,  milk,  dust,  and  feces.  It  has  mor- 
phologic and  biochemical  similarities  to  the  more 
virulent  anthrax  bacillus,  but  can  easily  be  distin- 
guished from  it  by  a number  of  laboratory 
methods. 

A review  of  the  literature  reveals  sporadic  cases  of 
infection  secondary  to  B.  cereus.  Most  are  mild  local 
wound  infections.1  The  severe  cases  have  included 
bacteremia  during  hemodialysis,2  pneumonia  and 
bacteremia  accompanying  leukemia,3  gangrene-like 
infection  in  lymphoma,4  as  well  as  a number  of  cases 
of  food  poisoning.5 

Significant  neurologic  cases  have  been  limited  to 
one  individual  with  post-traumatic  purulent  men- 
ingitis, and  two  cases  of  bacteremia  and  meningitis 
in  patients  with  ventricular  shunt.6 

The  present  case  is  unusual  in  that  neither  hospital 
course  nor  autopsy  indicated  that  the  patient  had  any 
other  underlying  debilitating  disease.  The  route  of 
entry  of  the  infection  is  uncertain,  and  the  onset  of 
illness  suggested  the  presence  of  meningitis.  The 
patient  had  a previous  history  of  drug  use,  but  there 
was  no  history  of  recent  usage  and  no  fresh  injection 
sites  were  noted. 

Vigorous  antibiotic  therapy  was  initiated  almost 
immediately.  However,  it  failed  to  stem  the  rapidly 
deteriorating  disease  process. 
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Summary 

Bacillus  cereus,  a gram-positive,  aerobic  spore- 
forming rod,  was  isolated  from  a 57-year-old  male. 
The  patient  presented  meningeal  signs,  and  then 
lapsed  into  coma  which  was  accompanied  by  focal 
and  generalized  seizures.  The  patient  died  even 
though  vigorous  antibiotic  therapy  was  initiated  al- 
most immediately.  B.  cereus  is  thought  generally 
not  to  be  infectious  to  man. 

Department  of  Medicine 
Hospital  for  Joint  Diseases  and 
Medical  Center 
1919  Madison  Avenue 
New  York,  N.Y.  10035 
(DR.  LUSINS) 


X-ray  screening  valuable 
in  finding  breast  cancer 

Value  of  early  discovery  of  breast  cancer  and  consequent 
successful  treatment  far  outweighs  any  slight  possible 
health  hazard  from  x-ray  screening  of  women’s  breasts,  say 
two  separate  reports  in  the  November  9 Journal  of  the 
American  Medical  Association. 

Mammography,  x-raying  of  the  breasts,  is  now  carried 
out  at  very  low  doses  of  exposure,  Dr.  Stephen  A.  Feig, 
Philadelphia  radiologist,  points  out.  Formerly  the  expo- 
sure was  7 to  15  rads.  Now  exposure  is  reduced  to  0.5  to 

0.9  rads. 

Low-dose  systems  are  a relatively  new  innovation.  They 
are  now  used  for  the  majority  of  mammographic  exami- 
nations in  the  United  States,  I)r.  Feig  says. 

“Although  the  hypothetical  risk  from  low  doses  of 
medical  radiation  is  immeasurably  small,  these  figures 
indicate  that  mammography  can  be  undertaken  with  much 
less  cause  for  concern  than  before,”  he  declares.  The  risk 
is  so  small  that  low-dose  mammographic  examination  of 
one  million  women  might  result  in  one  excess  breast  cancer 
per  year  after  a ten-year  latent  period,  he  says. 


References 


1.  Pearson,  H.  E.:  Human  infections  caused  by  organisms  of 
the  Bacillus  species,  Am.  J.  Clin.  Path.  53:  506  (1970). 

2.  Raphael,  S.  S.,  and  Donaghue,  M.:  Letter:  Infection  due 
to  Bacillus  cereus,  Canad.  M.A.J.  115:  207  (1976). 

3.  Coonrod,  J.  D.,  Leadley,  P.  J.,  and  Eickhoff,  T.  C.:  Bacillus 
cereus  pneumonia  and  bacteremia.  A case  report,  Am.  Rev.  Resp. 
Dis.  103:711  (1971). 

4.  Groschel,  D.,  Burgress,  M.  A.,  and  Bodey,  G.  P.,  Sr.:  Gas 
gangrene-like  infection  with  Bacillus  cereus  in  a lymphoma  pa- 
tient, Cancer  37:  988  (1976). 

5.  Terranova,  W.,  and  Blake,  P.  A.:  Bacillus  cereus  food 
poisoning,  New  England  J.  Med.  298: 143  (Jan.)  1978. 

6.  Leffert,  H.  L.,  Baptist,  J.  N.,  and  Gidez,  L.  I.:  Meningitis 
and  bacteremia  after  ventriculoatrial  shunt-revision:  isolation 
of  a lecithinase-producing  Bacillus  cereus,  J.  Infect.  Dis.  122:  547 
(1970). 


This  may  be  compared  with  a breast  cancer  incidence 
of  from  1,000  to  2,000  cases  per  one  million  women  per  year. 
Half  of  these  cases  might  be  detected  by  mammography 
at  an  early  stage,  he  says. 

Dr.  Feig  lists  the  guidelines  for  mammographic  exami- 
nations of  the  American  College  of  Radiology.  Women 
with  hreast  lumps  or  other  physical  findings  should  be 
x-rayed  prompt  ly.  In  screening  of  women  with  no  symp- 
toms, an  x-ray  between  the  ages  of  35  and  40  years  is  rec- 
ommended. Subsequent  x-rays  then  should  be  performed 
at  one-  to  three-year  intervals,  unless  other  symptoms 
appear.  After  age  50  years,  annual  or  other  regular  interval 
x-rays  should  be  taken. 

In  another  report  in  the  same  issue  of  the  Journal,  a 
research  team  from  the  University  of  Arizona,  Tucson, 
reports  on  a study  of  sensitivity  of  mammography  and 
physical  examination  of  the  breast  for  detecting  breast 
cancer. 

Mammography  detected  62  percent  of  the  small,  early 
cancers,  while  physical  examination  feeling  the  breast 
for  lumps — found  only  24  percent.  The  two  techniques 
together  detected  75  percent  of  the  cancers.  Most  of  the 
cancers  were  very  small — one  cent  imeter  or  less — on  dis- 
covery, and  were  susceptible  to  successful  treatment. 
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Imperforate  anus  is  a serious  congenital  anomaly 
presenting  an  emergency  in  the  newborn.  According 
to  current  therapeutic  principles,  no  child  with  this 
anomaly  should  be  left  untreated.  In  the  present 
case,  a patient  with  an  imperforate  anus  reached  66 
years  of  life  with  no  apparent  physical  or  psychologic 
ill  effects.  Review  of  the  urologic  literature  does  not 
reveal  a previously  reported  similar  case. 

Case  report 

A 66-year-old  white  female  patient  presented 
urinary  incontinence  of  four  years’  duration.  A 
cerebrovascular  accident  six  months  prior  to  the 
present  admission  left  her  with  mild  weakness  of  the 
right  side  of  her  body. 

On  the  initial  examination,  the  patient  looked  well 
and  had  normal  vital  signs.  Her  abdomen  was  soft 
and  not  distended,  but  a hard,  nontender  mass  was 
noted  in  the  suprapubic  area.  The  anal  opening  was 
absent,  and  vaginal  examination  revealed  a high 
rectovaginal  fistula  with  soft  fecal  matter  (Fig.  1). 
The  cervix  and  urethra  were  normal.  Bimanual 
pelvic  examination  revealed  a hard  fecal  mass  oc- 
cupying the  whole  of  the  pelvic  cavity,  consistent 
with  findings  noted  on  flat  film  of  the  abdomen  (Fig. 
2).  Her  urine  was  grossly  infected. 

Excretory  urogram  (intravenous  pyelogram)  re- 
vealed the  presence  of  a soft  tissue  mass  displacing 
the  bladder  to  the  side  wall  of  the  pelvic  cavity. 
Bilateral  hydronephrosis  and  sacral  agenesis  were 
observed  (Fig.  3). 

Since  the  bladder  could  not  accommodate  more 
than  75  cc.  of  fluid,  a cystogram  showed  no  evidence 
of  ureteral  reflux.  A cystometric  study  showed  in- 
conclusive findings.  Electromyography  was  not 
performed. 

The  pelvic  mass  proved  to  be  a large  fecalith  sit- 
uated in  the  dilated  ampula  of  the  rectum.  Since 
attempts  to  evacuate  this  fecalith  with  enemas  were 
unsuccessful,  a laparotomy,  with  excision  of  the  de- 
scending and  sigmoid  colon,  was  performed,  creating 
an  end  colostomy  of  the  left  descending  colon. 

The  rectosigmoid  junction  was  brought  out  as  a 
colostomy  to  facilitate  the  evacuation  of  the  fecal 
mass  with  enemas.  The  impacted  fecalith  was 
evacuated  over  a six-week  period.  Subsequently,  her 
renal  function  recovered  fully,  as  did  urinary  conti- 
nence (Fig.  4).  Cystometric  study  of  the  bladder 
revealed  normal  findings. 


FIGURE  1.  Supralevator-type  anomaly  with  rectovaginal 
fistula. 


Comment 

Embryologically,  the  anomaly  of  an  imperforate 
anus  can  appear  as  a result  of  failure  of  migration  of 
the  anus  from  a more  primitive  site.  An  alternate 
possibility  is  the  excessive  fusion  of  lateral  genital 
folds  covering  the  anus,  as  suggested  by  Stephens  and 
Smith.1 

According  to  another  view,  presented  by  Arey,2 
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FIGURE  4.  Postoperative  pyelogram  showing  good  renal 
function  and  normal  appearance  of  bladder  with  Foley 
catheter. 


imperforate  anus  may  result  from  an  injury  in  the 
region  of  the  twenty-fifth  somite,  at  four  to  five  weeks 
of  fetal  life.  This  concept  is  consistent  with  the  high 
incidence  of  sacral,  renal,  and  ureteral  abnormalities 
found  in  association  with  supralevator  type  of  im- 
perforate anus.3  In  the  infralevator  type  of  imper- 
forate anus,  the  cloaca  has  been  separated  by  the 
urorectal  septum  prior  to  the  embryologic  abnor- 
mality, hence  rectourethral  and  rectovaginal  fistulas 
are  not  seen.  Thus,  our  patient  had  had  none  of  the 
accepted  surgical  treatments  for  imperforate  anus; 
nonetheless,  she  had  led  a “normal”  life. 

In  the  supralevator  type  of  imperforate  anus,  a 
higher  incidence  of  anomalies  of  urinary  tract,  sacral 
vertebra,  and  cardiac  anomalies  are  noted  than  with 
infralevator  abnormalities. 

According  to  the  recent  classification  of  imperfo- 
rate anus,  Ladd  and  Gross4  and  Williams  and  Nixon,5 
this  patient  had  supralevator  type  anomaly,  not  as- 
sociated with  urinary  abnormalities  (Pig.  1). 

The  supralevator  type  of  imperforate  anus  is 
usually  associated  with  renal  agenesis  or  displastic 
kidneys  in  the  range  of  75  percent,  Wiener  and 
Keisewetter,6  and  53  percent,  Belman  and  King.7 

Sacral  agenesis  in  imperforate  anus  is  a common 
accompanying  anomaly.  The  sacral  pieces  may  be 
reduced  or  deformed,  or  both. 

It  has  been  noted  by  Williams  and  Nixon,5  that 
sacrums  with  three  or  fewer  segments  are  associated 
with  neurogenic  bladders.  Deformity  of  the  sacrum 


is,  thus,  equally  as  serious  as  absence  of  the  sacrum. 
Stephens  and  Smith1  have  observed  that  a sacrum 
with  four  segments  is  not  associated  with  neurogenic 
bladder.  However,  in  epistasis,  the  sacrum  has  four 
segments,  but  has  a compensating  sixth  lumbar 
vertebra.  This  is  due  to  the  failure  of  specialization 
rather  than  suppression  of  segments.  This  entity  is 
not  associated  with  neurogenic  bladder  as  is  the  case 
in  our  patient.  Incontinence  resulted  from  com- 
pression of  the  bladder  by  the  large  fecalith. 

In  our  patient,  simple  end  colostomy  was  adequate, 
and  no  attempt  was  made  to  do  a pull-through  op- 
eration because  the  patient  did  not  wish  to  have  any 
major  surgery.  The  evacuation  of  the  fecalith  was 
adequate,  and  the  patient  recovered  full  urinary 
continence  as  well  as  renal  function  (Fig.  4). 
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There  have  been  reports  in  recent  literature  con- 
cerning a distinctive  entity  characterized  by  striking 
eosinophilia;  infiltration  of  various  organs  (especially 
the  heart)  by  “mature”  eosinophils,  with  associated 
necrosis,  fibrosis,  or  both;  and  a progressively  unfa- 
vorable clinical  course.  Some  authors  believe  that 
such  a syndrome  justifies  a diagnosis  of  eosinophilic 
leukemia,1  whereas  others  prefer  more  benign  des- 
ignations such  as  Loeffler’s  endocarditis  parietalis 
fibroplastica,2  endomyocardial  fibrosis  with  eosino- 
philia,'1 or  the  all-embracing  term  “hypereosinophilic 
syndromes.”4 

The  main  difficulty  in  sustaining  a diagnosis  of 
eosinophilic  leukemia  is  no  doubt  due  to  the  fact  that 
the  majority  of  reported  cases  are  not  associated  with 
a significant  number  of  immature  leukocytes,  and 
that  significant  eosinophilia  can  be  found  in  such 
diverse  conditions  as  bronchial  asthma,  parasitic 
infestations,  polyarteritis  nodosa,  rheumatoid  ar- 
thritis, Hodgkin’s  disease,  and  various  dermati- 
tides. 

This  report  concerns  the  clinical  and  postmortem 
findings  in  a 28-year-old  man  with  marked  leukocy- 
tosis and  eosinophilia.  Attention  is  called  to  the 
extensive  ventricular  endocardial  mural  thrombosis 
and  multiple  organ  involvement  by  eosinophils  with 
associated  necrosis.  The  most  likely  cause  of  en- 
domyocardial damage  appears  to  be  the  associated 
eosinophilia,  the  mechanism  of  which,  however,  re- 
mains obscure. 

Case  report 

The  patient  was  a 28-year-old  white  male  who  had 
emigrated  to  the  United  States  from  Central  America 
four  years  earlier  and  worked  as  a metal  finisher 
using  various  acids  and  chemicals.  He  was  admitted 
to  Rahway  Hospital  complaining  of  continuous  dif- 
fuse pains  across  the  chest  and  back  for  one  month. 
The  heart  showed  sinus  tachycardia,  with  an  S4 
gallop,  and  the  abdomen  revealed  questionable 
hepatosplenomegaly.  The  white  blood  count  was 
125,000  per  cubic  millimeter  with  96  percent  eosin- 
ophils, some  of  which  showed  abnormal  granule  de- 
velopment and  lack  of  nuclear  segmentations.  No 
immature  forms  were  identified.  The  hemoglobin 
was  14  Gm.  per  100  ml.,  and  the  hematocrit  was  43. 


FIGURE  1 . Left  ventricular  hypertrophy  and  dilatation  with 
endocardial  thrombosis. 

The  platelet  count  was  70,000  per  cubic  millimeter. 
There  was  moderate  elevation  of  the  CPK  (creatine 
phosphokinase),  LDH  (lactic  dehydrogenase),  SGOT 
(serum  glutamic  oxaloacetic  transaminase),  and  al- 
kaline phosphate.  Chest  x-ray  film  revealed  bilateral 
nodular  pulmonary  infiltrates.  EKG  (electrocar- 
diogram) showed  sinus  tachycardia  and  nonspecific 
ST-T  changes.  The  following  day,  the  white  blood 
cell  count  was  70,000  per  cubic  millimeter  with  92 
percent  mature  eosinophils.  A bone  marrow  aspi- 
ration revealed  eosinophilic  granulocytic  hyperplasia. 
Blood  cultures,  stool  for  ova  and  parasites,  and  tests 
for  trichinosis  all  showed  negative  findings.  The 
patient  progressively  and  gradually  developed  hy- 
potensive shock  and  expired  two  days  after  admis- 
sion. 

At  autopsy,  the  most  impressive  changes  were 
present  in  the  heart  and  lungs.  The  heart  weighed 
450  Gm.  and  showed  dilatation  and  hypertrophy  of 
the  ventricular  chambers.  Granular  thick  thrombi 
firmly  attached  to  the  underlying  endocardium  were 
present  within  the  right  and  left  ventricular  cham- 
bers (Fig.  1).  Microscopically,  the  thrombi  consisted 
of  layers  of  pale  pink  fibrin  admixed  with  deep  red 
deposits  of  mature  eosinophilic  leukocytes.  The 
endocardium  was  not  fibrotic  but  was  heavily  infil- 
trated by  eosinophils.  The  myocardium  was  heavily 
and  diffusely  infiltrated  by  mature  eosinophilic 
leukocytes  with  large  areas  of  homogenizing  necrosis 
and  eosinophilic  microabscesses  (Fig.  2A  and  B). 
Numerous  parenchymal  blood  vessels  were  occluded 
by  fresh  thrombotic  material  composed  of  degener- 
ated eosinophils  (Fig.  2C).  Both  coronary  arteries 
were  patent.  The  lungs  were  enlarged  and  revealed 
large  focal  patchy  areas  of  consolidation  and  necrosis 
heavily  infiltrated  by  eosinophils  (Fig.  2D).  The 
spleen  weighed  350  Gm.  and  was  heavily  and  dif- 
fusely infiltrated  by  eosinophils  with  small  subcor- 
tical areas  of  necrosis.  The  pancreas  showed  large 
eosinophilic  leukocytic  infiltrates.  The  liver  showed 
moderate  to  heavy  infiltrates  by  eosinophils  affecting 
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FIGURE  2.  Infiltration  of  myocardium  by  eosinophilic  leu- 
kocytes. (A)  Diffuse,  with  overlying  mural  thrombosis.  Note 
absence  of  subendocardial  fibrosis.  (B)  Diffuse  infiltration 
with  abscess  formation.  (C)  With  recent  occlusion  of  me- 
dium-sized vein.  (D)  Diffusely  infiltrated  pulmonary  paren- 
chyma. (Hematoxylin  and  Eosin  Stain) 


primarily  the  portal  tracts.  Many  kidney  glomeruli 
contained  eosinophilic  thrombi  (Fig.  3).  The  bone 
marrow  showed  marked  eosinophilic  hyperplasia 
composed  of  mature  eosinophils  without  an  increase 
in  blast  forms.  The  brain  revealed  irregular  areas  of 
myelin  loss  with  thrombi  in  small  parenchymal  and 
leptomeningeal  blood  vessels  (Fig.  4). 

Comment 

A separate  syndrome  has  emerged  over  the  past  60 
years  characterized  by  persistent  eosinophilia  with 
diffuse  organ  involvement  by  mature  eosinophils. 
This  condition  has  been  associated  with  prominent 
cardiac  and  hematologic  abnormalities  with  signifi- 
cant morbidity  and  mortality  rates.  Various  names 
have  been  given  to  this  condition,  including  eosino- 
philic leukemia,1  even  though  the  clinical  course, 
physical  examination,  laboratory  data,  and  autopsy 
findings  often  have  been  similar  regardless  of  diag- 
nosis. Recent  workers  have  referred  to  these  con- 
ditions as  the  hypereosinophilic  syndrome.5 

Benvenisti  and  Ultmann1  reviewed  48  autopsy 
cases  of  eosinophilic  leukemia,  including  five  of 
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their  own.  Their  criteria  for  accepting  cases  as  eo- 
sinophilic leukemia  were:  hepatosplenomegaly, 

lymphadenopathy,  and  marked  persistent  eosino- 
philia, usually  accompanied  by  anemia  and  throm- 
bocytopenia. Chromosomes  studies  were  normal  in 
two  of  their  cases,  although  there  are  reports  of  eo- 
sinophilic leukemia  with  Ph1  (Philadelphia)  chro- 
mosomes.6 

The  main  difficulty  in  establishing  a diagnosis  of 
eosinophilic  leukemia  is  that,  in  contrast  to  chronic 
myelogenous  leukemia,  the  majority  of  reported  cases 
are  not  associated  with  a significant  number  of  im- 
mature granulocytes.  The  reluctance  to  accept  eo- 
sinophilic leukemia  is  further  strengthened  by  the 
fact  that  marked  eosinophilia  may  be  seen  in  a vari- 
ety of  benign  or  malignant  diseases.  Bousser7  re- 
viewed 29  cases  of  eosinophilia  and  questioned  if  even 
one  truly  represented  eosinophilic  leukemia.  Sim- 
ilarly, Rickies  and  Miller8  reviewed  16  cases  of  pro- 


FIGURE  3.  Glomeruli  showing  fibrin  thrombi  (hematoxylin 
and  eosin  stains). 


posed  eosinophilic  leukemia  reported  in  the  pediatric 
literature  and  doubted  whether  any  of  them  was  truly 
eosinophilic  leukemia.  There  are  authors  who  be- 
lieve, however,  that  this  entity  exists.  Bentley, 
Reardon,  and  Knoedler9  reported  a case  of  acute 
eosinophilic  leukemia  and  proposed  a set  of  criteria 
for  dividing  cases  of  eosinophilic  leukemia  into  two 
groups:  blastic  and  mature.  The  blastic  group  in- 
cluded those  cases  in  which  there  were  increased 
blast  cells  in  the  peripheral  blood  or  bone  marrow. 
The  mature  group  include  those  cases  in  which  only 
juvenile  or  mature  eosinophils  were  present  in  the 
blood,  although  the  clinical  course  may  be  acute  or 
chronic.  Gruenwald  et  al.e  described  a case  of  eo- 
sinophilic leukemia  with  Ph1  chromosome  leading 
them  to  believe  that  this  disorder  is  a variant  of 
chronic  granulocytic  leukemia.  Others,  however, 
believe  eosinophilic  leukemia  not  to  be  a variant  of 
chronic  granulocytic  leukemia,  in  which  eosinophilic 
proliferation  happens  to  be  more  prominent,  but  may 
be  a distinctive  malignant  myeloproliferative  dis- 
order.10 

The  aforementioned  clinical  and  pathologic  fea- 
tures are  similar  to  those  described  in  patients  with 
“fibroplastic  parietal  endocarditis  with  blood  eo- 
sinophilia,” a condition  originally  described  by  Lof- 
fler  in  1936.2  Of  40  autopsied  cases  with  Loffler’s 
endocarditis  described  by  Brink  and  Weber,11  all  but 
3 had  significant  eosinophilia,  most  having  eosino- 
philic infiltration  of  various  organs.  The  endocar- 
dium of  the  ventricles  was  thick  and  fibrous  in  all, 
and  33  had  superimposed  thrombi.  Thus,  the  clin- 
ical and  pathologic  findings  in  patients  with  eosino- 
philic leukemia  and  Loffler’s  endocarditis  are  in- 
distinguishable, except  for  the  rare  patient  with 
myeloblastic  precursors  with  or  without  Ph1  chro- 
mosome. 

Certain  similarities  also  exist  between  endomyo- 
cardial fibrosis  of  the  African  Negro  and  those  de- 
scribed in  Loffler’s  endocarditis.  Endomyocardial 
fibrosis  is  a form  of  heart  disease  widespread  through 
equatorial  Africa,  with  an  incidence  about  the  same 
as  that  of  rheumatic  heart  disease.12  The  cardiac 
abnormalities  are  characterized  by  marked  thick- 
ening of  the  endocardium  with  scarring  of  the  inner 
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FIGURE  4.  Cerebral  white  matter  with  thrombotic  occlusion 
of  parenchymal  blood  vessel  and  early  ischemia  (myelin  loss) 
(hematoxylin  and  eosin  stain). 


myocardium  of  one  or  both  ventricles.  The  papillary 
muscles  are  also  involved  so  that  the  mitral  and  tri- 
cuspid valves  are  often  rendered  incompetent. 
Davies1,1  speculated  that  the  earliest  lesion  in  en- 
domyocardial fibrosis  is  infiltration  of  the  myocar- 
dium by  round  cells  and  eosinophils,  leading  to  ne- 
crosis of  the  endocardium  and  subendocardial  myo- 
cardium. Thrombi  form  over  the  necrotic  areas.  As 
the  mural  thrombi  and  necrotic  cardiac  tissue  be- 
come organized,  the  inflammatory  cells  disappear, 
and  finally  only  dense  fibrous  tissue  remains. 

Chusid  et  al.5  reported  14  patients  with  the  “hy- 
pereosinophilic  syndrome,”  that  is,  long-term  eo- 
sinophilia with  significant  organ  involvement,  and 
accepted  57  cases  from  the  English  literature. 
Electron-microscopic  studies  of  buffy  coats  from 
peripheral  hlood  of  patients  with  the  hypereosino- 
philic  syndrome  reveal  the  presence  of  large,  round, 
and  homogenously  very  electron-dense  cytoplasmic 
inclusions  which  do  not  possess  the  characteristic 
crystalline  core  of  the  mature  eosinophilic  granule. 
It  was  felt  that  they  represented  immature  granules, 
since  they  were  more  prominent  and  numerous  in  the 
earliest  undifferentiated  eosinophilic  precursors. 
Similar  granules  or  inclusions  were  also  detected  in 
the  eosinophils  of  patients  with  marked  eosinophilia 
but  without  endocardiomyopathy.14 

Our  patient  appears  also  to  fall  in  the  spectrum  of 
disease  under  the  term  “hypereosinophilic  syn- 
drome,” with  the  marked  leukocytosis,  striking  eo- 
sinophilia, and  multiple  organ  involvement  similar 
to  those  previously  reported  in  the  literature.  We 
are  reluctant  to  characterize  our  patient  as  having 
eosinophilic  leukemia  in  the  face  of  the  normal 
number  of  myeloblasts  in  the  marrow.  Although  it 
has  been  stressed  in  previously  reported  cases,  the 
marked  endocardial  and  subendocardial  fibrosis  were 
not  present  in  our  case,  perhaps  because  of  the  se- 
verity and  acuteness  of  the  disease  which  killed  the 
patient  in  a short  time.  The  thrombocytopenia  that 
our  patient  exhibited  is  unusual  for  this  disorder  and 
is  probably  related  to  consumption  in  thrombi.  The 
lack  of  clinical  neurologic  manifestations  in  spite  of 
the  cerebral  foci  of  demyelination  and  thrombosis, 
can  be  attributed  to  the  fact  that  they  were  a terminal 
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event.  Immunoperoxidase  staining  of  cardiac  tissue 
showed  no  deposition  of  Ig  (immunoglobulin)  G or 

IgE. 

Because  the  various  case  reports  indicate  different 
stages  of  the  same  condition,  it  has  been  suggested 
that  the  hypereosinophilic  syndrome  be  conceptu- 
alized as  a continuum  of  disease.  At  one  end  would 
fall  patients  suggestive  of  having  eosinophilic  leu- 
kemia, and  at  the  other  end  patients  with  prolonged 
benign  hypereosinophilia.  Apparently  heart  disease 
is  present  across  the  entire  spectrum.  The  cause  of 
the  hypereosinophilic  syndrome  remains  completely 
unknown,  and  some  patients  are  likely  suffering  from 
a form  of  leukemia.  The  vast  majority  of  patients 
with  the  hypereosinophilic  syndrome  do  not  appear 
to  have  leukemia  but  instead  a hypersensitivity  re- 
action of  some  type.  Eosinophils  are  known  to  be 
capable  of  ingesting  immune  complexes,15  denatu- 
rated  immunoglobulins,16  and  mast  cell  granules.17 
Phagocytosis  by  eosinophils  has  been  reported  to  be 
considerably  less  efficient  than  that  accomplished  by 
neutrophils,  with  the  possible  exception  of  immune 
complexes.15  For  this  reason  we  believe,  as  others, 
that  the  hypereosinophilic  response  seen  in  this 
disease  may  be  secondary  to  a profound  antigenic 
stimulus  of  unknown  variety. 

The  mechanism  of  cardiac  injury  in  this  disease 
likewise  remains  unknown.  Whether  eosinophils  are 
present  as  a response  to  tissue  damage  by  some  agent 
or  process,  or  whether  their  presence  itself  produces 
organ  damage,  is  unclear.  Examination  of  tissue 
sections  from  the  heart,  however,  strongly  indicates 
that  the  myocardial  damage  is  the  result  of  the  eo- 
sinophilic infiltration  rather  than  a tissue  response 
to  some  unknown  factor.  Cardiac  lesions  similar  to 
those  seen  in  the  hypereosinophilic  syndrome  have 
been  observed  in  a fatal  case  of  trichinosis,18  and  also 
in  eosinophilic  leukemoid  responses  secondary  to 
drug  reactions,  suggesting  that  the  presence  of  large 
numbers  of  eosinophils  in  the  blood  may  be  harmful. 
That  extreme  eosinophilia  is  not  in  itself  detrimental 
to  the  heart  is  suggested  by  the  patient  studied  by 
Solley  et  al.,14  who  had  an  eosinophil  count  of  10,000 
per  millimeter  continuously  for  10  years,  in  whom  no 
cardiac  abnormalities  were  demonstrated. 

Spry  and  Tai19  reported  studies  in  four  men  with 
Loffler’s  endomyocarditis  and  emphasized  that  in 
these  patients,  a large  proportion  of  circulating  eo- 
sinophils showed  characteristics  of  mature  or 
“stimulated”  cells  in  that  they  had  receptor  for  IgG 
and  activated  form  of  the  third  component  of  com- 
plement (C3b)  and  contained  vacuoles  and  altered 
granules.  They  interpreted  these  morphologic  signs 
as  indication  that  in  this  disease,  the  eosinophil  may 
be  releasing  granule  products  into  the  blood  stream 
and  that  these  cause  the  injury  to  the  heart. 

Almost  all  the  reported  cases  since  1951  have  been 
given  a trial  of  corticosteroid  therapy  with  no  change 
in  the  blood  picture  or  clinical  course.  A dramatic 
response  to  hydroxurea  was  subsequently  observed 
by  National  Institutes  of  Health  (NIH)  workers  in 


four  of  five  patients  who  had  not  previously  benefited 
from  steroid  therapy.20  Ellman,  Miller,  and  Rap- 
peport21  reported  dramatic  improvement  as  a result 
of  removing  circulating  eosinophils  by  use  of  a con- 
tinuous-flow cell  separator.  For  the  present,  it  is 
perhaps  best  to  regard  the  majority  of  these  diseases 
as  examples  of  an  eosinophilic  myeloproliferative 
syndrome,  some  of  which  eventually  display  features 
of  eosinophilic  leukemia.  The  cause  of  the  hy- 
pereosinophilic syndrome  remains  unknown  as  does 
the  mechanism  of  tissue  damage. 

865  Stone  Street 
Rahway,  New  Jersey  07065 
(DR.  PEISON) 
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Brief  Summary  of  Prescribing  Information 


continued  from  page  84 

In  addition  to  participating  in  the  workshop,  attendees 
will  have  the  opportunity  to  enjoy  the  wonders  of  ancient 
Egypt.  A tour  portion  of  the  program  will  include  visits 
to:  the  Pyramids,  Abu  Simbel,  Luxor,  Karnak,  and  the 
Temples  of  Queen  Hatshepsut  and  Ramses  II. 

The  seminar  instructor  is  Dr.  Salvadore  R.  Maddi,  Di- 
rector of  the  Divisional  Masters  Program  in  the  Social 
Sciences  at  the  University  of  Chicago.  Dr.  Maddi  is  also 
a consulting  editor  of  the  Journal  of  Mind  and  Behavior 
and  the  Journal  of  Political  Behavior. 

For  registration  information  and  a detailed  brochure, 
contact  Heidi  E.  Kaplan,  Dept.  20  NR,  University  Con- 
ference Center,  360  Lexington  Avenue,  New  York,  N.Y. 
10017,  or  call  toll-free  (800)  223-7450.  In  New  York  or 
Canada,  call  (212)  953-7272,  ext.  289. 

Conference 

The  Department  of  Long-Term  Care  Medicine,  Kings- 
brook  Jewish  Medical  Center,  has  scheduled  a conference 
titled  “The  Geriatric  Hypertensive:  Current  Concepts  and 
Management,”  which  will  be  held  on  Tuesday,  April  15, 
1980.  There  will  be  a special  exhibit  on  “The  Geriatric 
Hypertensive”  at  the  seminar,  which  will  be  in  the  form  of 
an  audiovisual  display,  featuring  vascular  pathology  and 
pathophysiology  of  hypertension  and  hypertension  and 
other  risk  factors  in  coronary  artery  disease.  This  scien- 
tific exhibit  will  be  available  to  all  the  participants  at  the 
symposium. 

The  seminar  is  co-sponsored  by  the  Office  of  Continuing 
Education  of  the  State  University  of  New  York,  Downstate 
Medical  Center  for  A.M.A.  Category  1 Credit  toward  the 
Physician’s  Recognition  Award.  We  are  also  requesting 
co-sponsorship  by  the  American  Academy  of  Family 
Physicians  and  the  American  Geriatrics  Society. 

For  additional  information  contact  Morris  Kleinfeld, 
M.D.,  Director,  Kingsbrook  Jewish  Medical  Center,  Rut- 
land Road  and  East  49th  Street,  Brooklyn,  N.Y.  11203; 
telephone  (212)  756-9700. 

Space  is  limited  for  this  symposium,  and  it  is  requested 
that  reservations  be  made  by  March  21. 

Three-day  course 

Lenox  Hill  Hospital  and  the  New  York  Fertility  Re- 
search Foundation  will  co-sponsor  a three  day  course  on 
the  “Management  of  the  Infertile  Couple,”  April  24-26, 
1980. 

The  course  meets  the  criteria  for  16  credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  and  has  been  approved  for 
16  cognates,  Formal  Learning,  by  the  American  College  of 
Obstetricians  and  Gynecologists.  For  further  information 
on  the  course  contact  the  New  York  Fertility  Research 
Foundation,  123  East  89th  St.,  New  York,  N.Y.  10028, 
(212)  TR  6-9300,  and  Harlan  Conti,  Department  of  Public 
Relations,  telephone  (212)  794-4500. 


Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances.  an>j 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  sy 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestincj 
cardiovascular 

Effectiveness  in  long-term  use.  i e . more  than  4 months,  has  not  been  assessed  by  syst | 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient  ! 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucom 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  C 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  an1 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  b;  U 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazep  U 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Ac  h 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveilla  l 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  depende  U 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  ben2  B 
azepmes  taken  continuously  at  therapeutic  levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  c U 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  resi  U 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  o fl 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  loraze  ■ 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  cor  U 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 ye?  if 
6mg  kg  day  No  effect  dose  was  1 25mg/kg  day  (approximately  6 times  the  maximum  hu  ■ 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  w ■ 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  ^ 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  sympi  $ 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 


ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  havdi 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  q 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  deprei  r 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerg.  pq 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 


PREGNANCY  Reproductive  studies  were  performed  in  mice.  rats,  and  2 strains  of  ratjfcj 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastrosc  s 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationsf  to 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group.  ;■ 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  H 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  I IH 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  con  Ti 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide.  diazeparr'^ 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  stufi 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  p x 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  m«  M 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  j, 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug  \ 
In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazuifl 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  4 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  ^ 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gen  Iff 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  an  ui 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%).  followed  by  dizziness  (6fe| 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression,  u- 
sea  change  in  appetite  headache  sleep  disturbance,  agitation,  dermatological  symptoms  vj 
function  disturbance  various  gastrointestinal  symptoms  and  autonomic  manifestations  di 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  preijrt 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiet\j| 


Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  a< 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  c 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  mo 
mg  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  contf 
A/ith  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determiner 


e Ativan 

iOll(|orazePam) 

Anxiety 


Dosage:  Individualize  for  maximum  beneficial  effects.  Increase  c»t 
gradually  when  needed,  giving  higher  evening  dose  before  increa  ic 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosje 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  deli 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  si  a 
tional  stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 


ort.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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The  Fight  For 
Continued  Medical  Privacy 

ELEMER  R.  GABRIELI,  M.D. 

Buffalo,  New  York 

President,  New  York  State  Association  for  Confidentiality  of 
Health  Data,  Inc.,  and  Chairman,  The  Joint  Task  Group  on 
Confidentiality  of  Computerized  Medical  Records 

Historically,  physicians  are  excluded  from  many 
social  taboos.  In  the  confidential  atmosphere  of  the 
consultation  room,  patients  undress,  receive  vaginal 
examinations,  reveal  their  most  secret  anxieties, 
fears,  sexual  problems,  and  share  their  most  intimate 
thoughts.  In  effect,  in  his  practice,  the  physician  is 
a social  nonperson.  Actually,  we  physicians  cultivate 
this  confidential  relationship,  and  when  some  patient 
hesitates  to  be  frank,  we  remind  him:  “Don’t  forget, 
I am  your  physician!”  We  imply  that  we  are  bound 
by  our  professional  tenets  not  to  reveal  any  confi- 
dential information  that  we  have  obtained  during  the 
course  of  a medical  examination. 

Why  fight  now? 

When  the  patient  shares  confidential  information 
with  his  physician,  his  single  purpose  is  to  receive  the 
best  medical  care  and  advice.  The  patient  feels  that 
to  receive  the  best  medical  advice,  he  must  provide 
confidential  information.  Thus,  the  patient  is,  in 
effect,  under  duress,  and  free  choice  is  limited.  This 
is  an  important  ethical  consideration.  Further,  the 
patient  shares  confidential  information  with  his 
physician  only,  and  not  with  the  entire  health  care 
industry.  This  one-to-one  relationship  is  an  im- 
portant aspect  of  the  physician-patient  relationship, 
and  it  is  the  basis  of  confidentiality.  During  the  last 
two  decades,  at  least  three  new  factors  emerged 
threatening  the  traditional  physician-patient  rela- 
tionship. 

1.  Effect  of  growing  health  and  life  insur- 
ance. Today,  the  cost  of  a major  illness  may  be 
catastrophically  high  for  an  American  family.  The 
customary  way  to  reduce  this  risk  is  to  take  out  an 
insurance  policy.  The  person  seeking  insurance 
must  sign  a form  authorizing  the  insurance  carrier 
access  to  his  medical  records.  The  insured  relin- 
quishes his  right  to  medical  privacy  in  exchange  for 
financial  security.  On  the  surface,  this  may  seem  to 


be  a voluntary  act  of  free  choice.  However,  ethicists 
will  promptly  point  out  that  free  choice  means  the 
existence  of  at  least  two  alternatives  without  personal 
risk  or  coercion  attached.  In  the  case  of  health  in- 
surance, this  is  obviously  not  a free  choice.  The  av- 
erage citizen  would  risk  an  economic  disaster  by  not 
participating  in  some  form  of  insurance.  In  our 
present  culture,  it  would  simply  be  unwise  to  be  un- 
insured. 

2.  Effect  of  government.  The  second  new 
threat  to  the  confidential  physician-patient  rela- 
tionship is  the  growing  role  of  the  government  in  fi- 
nancing and  administering  health  care.  Inevitably, 
this  leads  to  concentration  of  confidential  medical 
data  in  a bureaucratic  environment.  There  are  al- 
ready too  many  files  kept  by  our  government  about 
our  citizens.  By  adding  vast  medical  data  files  to 
these  data  banks,  the  risk  is  that  someone  may 
combine  such  files.  This  was  already  done  in  Can- 
ada. The  police  used  the  medical  records  kept  in 
governmental  files  to  intimidate  political  dissi- 
dents.1-8 

3.  Effect  of  computers.  These  two  new  risks 
to  privacy  are  further  compounded  by  the  increasing 
use  of  electronic  data  processing  techniques  for 
handling  confidential  medical  data.  The  use  of 
computers  is  an  economic  necessity  which  reduces 
clerical  expense.  However,  the  mushrooming  data 
centers  are  geared  to  efficiency  rather  than  to  con- 
fidentiality. There  are  no  formal  training  courses 
for  data  processing  personnel  to  explain  the  health 
care  system,  the  patient-physician  relationship,  and 
the  social  consequences  of  violating  patients’  privacy. 
Physicians  usually  lack  the  necessary  technical 
know-how  to  follow  the  tortuous  path  of  a medical 
report  containing  diagnosis  and  therapy  mailed  to  an 
insurance  carrier.  De  facto,  U.S.  medicine  has  al- 
ready lost  its  ability  to  assure  the  patient  that  sup- 
posedly confidential  medical  information  remains 
confidential. 

Is  medical  privacy  a luxury  of  the  past? 

As  our  country  moves  toward  a national  health 
insurance,  we  must  examine  the  medical  and  social 
values  of  medical  privacy  very  critically.  Since  the 
cost  of  health  care  is  a major  national  concern,  we 
should  also  examine  the  cost  of  medical  privacy  in  the 
light  of  its  humanitarian  benefits.  It  is  important  to 
state  that  the  operating  cost  of  electronic  data  pro- 
cessing is  declining  at  a spectacular  pace,  and  that  the 
added  cost  of  privacy,  such  as  protection  of  confi- 
dential medical  data,  is  around  6 to  8 percent. 
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Therefore,  the  technical  cost  of  medical  privacy  is 
remarkably  small. 

The  medical  community  must  examine  the  con- 
sequences of  losing  medical  privacy.  Unless  we  can 
assure  our  patients  that  we  can  keep  confidential 
information  confidential,  we  must  begin  to  warn  our 
patients  that  any  released  information  may  be  used 
against  them.  How  would  this  affect  the  work  of  the 
gynecologist,  the  urologist,  or  the  psychiatrist?  How 
can  we  ask  our  patients  about  their  drinking  habits, 
drug  use,  or  sexual  practices,  if  we  cannot  protect 
such  information? 

The  social  value  of  continued  medical  privacy 
should  be  decided  by  the  millions  of  Americans,  but 
this  must  be  an  informed  decision.  In  fact,  most 
physicians  and  nurses  are  inadequately  informed 
about  computer  operations,  data  bases,  and  file 
linkages. 

Insurance  carriers  treat  medical  data  as  their  own 
property,  and  the  recent  history  of  the  M.I.B. 
(Medical  Information  Bureau)9  illustrates  the  power 
of  the  technology  as  well  as  the  risks  created  by 
computers.  Before  the  Congressional  investigations, 
this  operation  kept  a low  profile.  The  M.I.B.  served 
more  than  700  insurance  companies.  It  stored  not 
only  medical  data,  but  also  some  information  on  fi- 
nancial affairs  and  the  personal  pursuits  of  many 
millions  of  Americans.  Any  health/life  insurance 
agent  could  obtain  a report  of  any  insurance  appli- 
cant, for  21  cents,  including  name,  address,  occupa- 
tion, and  whatever  adverse  information  is  on  file, 
including  diagnoses,  surgeries,  personality  disorders, 
and  even  social  maladjustments  “for  individuals  who 
are  not  classifiable  as  antisocial  personalities,  but 
who  are  predatory  and  follow  more  or  less  criminal 
pursuits,  such  as  racketeers,  dishonest  gamblers, 
prostitutes,  and  dope  peddlers.”  Congressional  in- 
vestigations forced  the  M.I.B.  to  cease  operating  se- 
cretly and  to  inform  the  insurance  applicants  that 
their  data  will  be  computerized. 

It  is  understandable  that  the  insurance  world 
needs  data  to  correctly  assess  the  degree  of  risk  before 
issuing  a policy.  The  ethical  problems  of  the  M.I.B. 
story  were  (1)  the  secrecy  of  the  operation,  without 
the  knowledge  of,  and  consent  of,  patients  and  phy- 
sicians alike,  and  (2)  the  scope  of  data  included,  often 
with  questionable  reliability.  The  lesson  we  must 
learn  from  this  regrettable  story  is  that  growing 
computerization  may  lead  to  a completely  privacy- 
free  society  where  anyone’s  school  performance, 
personal  habits,  medical,  educational,  criminal  files, 
and  so  forth,  can  be  linked  to  data  on  daily  activities 
and  fiscal  records,  making  our  lifestyle  completely 
visible.  The  widespread  use  of  the  Social  Security 
number  only  facilitates  such  data  linkages.  The 
individual  will  no  longer  be  master  of  his  fate,  and  all 
of  us  will  be  inmates  of  a merciless  “information 
prison,  in  which  an  individual  is  bounded  by  what  he 
was  and  has  done,  not  necessarily  by  what  he  now  is 
or  can  be.”10  Sen.  Sam  J.  Ervin,  Jr.,10  often  regarded 


as  an  authority  on  the  Constitution,  wrote  the  fol- 
lowing message  concerned  with  medical  privacy: 

The  First  Amendment  guarantees  free  expression, 
freedom  of  conscience,  the  right  to  combine  with  other 
individuals  for  the  pursuit  of  common  objectives,  and 
the  right  not  to  express  one’s  self  or  to  disclose  one’s 
thoughts  and  opinions,  if  one  chooses  to  keep  silent. 
The  Fourth  Amendment  is  perhaps  the  most  familiar 
provision  respecting  privacy.  It  prohibits  arbitrary 
governmental  intrusion  into  our  homes  and  private  af- 
fairs. The  Fifth  Amendment  requires  that  govern- 
ment deal  fairly  and  according  to  law — by  “due  pro- 
cess” before  it  interferes  with  the  citizen’s  life,  liber- 
ty or  property. 

This  Amendment  also  protects  against  govern- 
ment’s use  of  its  coercive  power  to  force  the  individual 
to  make  harmful  disclosures  about  himself.  While  it 
was  once  designed  solely  to  guard  against  the  use  of 
torture  in  criminal  trials,  the  privilege  against  self-in- 
crimination is  now  seen  as  an  expression  of  the  princi- 
ple that  the  individual  may  not  be  coerced  into  provid- 
ing information  if  the  result  may  lead  to  criminal  or 
other  punitive  action  against  him. 

The  Ninth  Amendment  is  seen  by  many  as  the  spe- 
cial source  of  a right  to  privacy.  That  Amendment 
makes  clear  that  the  rights  listed  in  the  first  eight  pro- 
visions are  not  an  exclusive  list  of  freedoms,  that  there 
are  others  that  government  must  respect,  one  of  which 
we  call  “privacy.”10 

While  technical  experts  tell  us  that  the  actual 
cost  of  data  security  maintenance  in  the  data  banks 
would  be  very  small,  ethicists  tell  us  that  the  problem 
is  the  lack  of  awareness  of  the  public.  The  patient 
trusts  the  physician  instead  of  distrusting  the  tech- 
nology. This  leaves  us,  the  physicians,  in  a difficult 
situation,  with  a peculiar  moral  obligation.  We  en- 
courage frank  answers  to  our  questions  in  a climate 
of  privacy,  and  then  we  supply  the  confidentially 
given  information  to  the  insurance  carriers  and  var- 
ious agencies.  Therefore,  we  must  more  sharply 
define  our  moral  obligations  to  our  patients  as  well 
as  to  those  who  are  legitimate  users  of  medical  data, 
such  as  insurance  carriers  and  various  health  agen- 
cies. Until  a national  formal  decision  is  made  to 
continue  with  medical  privacy,  or  to  formally  aban- 
don it,  the  physicians  have  the  primary  responsibility 
to  demand  adequate  standards  for  data  protection 
by  those  who  process  medical  data. 

New  York  State  story 

With  regard  to  medical  privacy,  organized  medi- 
cine in  the  State  of  New  York  has  a remarkable  track 
record.  Let  us  briefly  enumerate  the  headlines. 

In  1972,  the  Medical  Society  of  the  County  of  Erie 
established  a special  multidisciplinary  group,  The 
Joint  Task  Group  on  Confidentiality  of  Computer- 
ized Medical  Records,  to  study  the  medical  and  social 
benefits  and  risks  of  computers  in  medicine.  Besides 
interested  physicians,  legal  scholars,  dentists,  nurses, 
medical  record  administrators,  philosophers,  ethi- 
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cists,  information  processing  scientists,  and  con- 
sumers joined  this  task  group,  to  help  identify  the 
problems  and  to  find  feasible  and  morally  acceptable 
solutions.  The  intensive  work  of  this  group  soon 
became  a national  focal  point  in  studying  the  ways 
of  ethically  responsible  computerization  of  confi- 
dential medical  data. 

In  1973,  a formal  set  of  ethical  guidelines  for  data 
centers  handling  identified  medical  data  was  drafted. 
The  Committee  on  Computers  in  Medicine  of  the 
Medical  Society  of  the  State  of  New  York  lent  valu- 
able help  by  clarifying  the  language  of  this  document, 
which  was  unanimously  approved  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  in  1974.  This  draft  of  ethical  guidelines,  the 
first  such  document  in  the  health  care  field,  was 
widely  circulated  throughout  the  country  and  abroad, 
reprinted  in  several  publications,  and  used  by  many 
groups  and  agencies  in  the  planning  of  their  local 
data  systems. 

In  1976,  it  became  apparent  that  the  autonomous 
proliferation  of  data  centers  handling  confidential 
medical  information  called  for  intensification  of  the 
efforts  of  the  joint  task  group  in  Buffalo.  A resolu- 
tion was  drafted  proposing  a voluntary  accreditation 
program  for  data  centers  handling  confidential 
clinical  data.  The  resolution  (number  76-57)  was 
introduced  by  the  Medical  Society  of  the  County  of 
Erie,  and  also  supported  by  the  Committee  on 
Computers  in  Medicine,  under  William  A.  Bauman, 
M.D.,  chairman.  This  resolution  was  unanimously 
approved  by  the  House  of  Delegates. 

Implementation  of  a medical  privacy  protection 
program 

On  the  advice  of  the  Committee  on  Computers  in 
Medicine  of  the  Medical  Society  of  the  State  of  New 
York,  it  was  decided  to  invite  all  major  components 
of  the  health  care  industry  to  participate  in  the  joint 
planning  of  a Statewide  effort.  Representatives  of 
the  various  organizations  and  agencies  recommended 
that  a not-for-profit  corporation  should  be  formed. 
The  resulting  New  York  State  Association  for  Con- 
fidentiality of  Health  Data,  Inc.,  chose  the  following 
goals: 

1.  To  promote  and  preserve  the  confidentiality  of 
medical  and  health  data; 

2.  To  develop  specific  guidelines  for  maintaining 
confidentiality  and  recommended  procedures  for  ap- 
propriate access  to  medical  and  health  data; 

3.  To  develop  educational  programs  for  the  main- 
tenance of  confidentiality  in  the  handling  of  medical 
and  health  data; 

4.  To  conduct  special  studies  to  structure  the  in- 
terface or  health  data  with  computerized  systems; 

5.  To  propose  legislation  as  it  relates  to  confidenti- 
ality and  access  of  medical  and  health  data; 

6.  To  investigate  and  to  make  recommendations 
for  action  in  alleged  violations  of  the  right  to  privacy; 
and 


7.  To  develop  health  data  policies  within  New 
York  State. 


The  legal  work  is  now  completed,  the  first  offi- 
cers have  been  elected,  and  the  New  York  State  As- 
sociation for  Confidentiality  of  Health  Data,  Inc.,  is 
now  ready  for  action. 

Challenge  of  New  York  State 

Currently,  the  four  major  participating  organiza- 
tions supporting  the  New  York  State  Association  for 
Confidentiality  of  Health  Data,  Inc.,  are  the  Medical 
Society  and  the  Dental  Society  of  the  State  of  New 
York,  the  New  York  State  Nurses  Association,  and 
the  Medical  Record  Association  of  New  York  State. 
The  challenges  of  the  new  organization  are  momen- 
tous. Perhaps  the  most  urgent  problem  is  a new 
project  of  the  State  of  New  York  Department  of 
Health.  The  New  York  State  Office  of  Health  Sys- 
tems Management,  an  arm  of  the  State  health  de- 
partment, has  a large  grant  from  the  Department  of 
Health,  Education,  and  Welfare  to  design  a State- 
wide data  bank  which  will  serve  as  an  information 
source  to  be  used  to  promote  the  efficient  delivery  of 
health  care  services.  A set  of  confidential  data  and 
another  set  of  nonconfidential  data  on  all  patients 
discharged  from  any  hospital  in  the  State  of  New 
York  will  be  sent  to  this  centralized  data  system. 
Participation  is  mandatory.  The  name  of  this 
enormous  system  is  SPARCS  (Statewide  Planning 
and  Research  Cooperative  Systems).  The  resulting 
vast  data  bank  will  be  routinely  used  for  fiscal  stud- 
ies, rate  setting,  surveillance  of  health  care  institu- 
tions, resource  allocation,  and  epidemiologic  and 
research  studies.  It  would  be  difficult  to  question 
the  rationale  of  such  a monumental  data  bank,  at 
least  from  a fiscal/administrative  point  of  view. 
There  are  many  legitimate  uses  of  such  a centralized 
information  bank.  Our  concern  is,  of  course,  the 
protection  of  medical  privacy  of  the  millions  of  pa- 
tients in  the  State  of  New  York.  The  confidential 
data  set,  at  least  at  this  writing,  contains  the  medical 
record  number,  admission  number  and  date,  dis- 
charge date,  date  of  surgery,  date  of  birth,  insurance 
policy  number,  home  address,  accident  date,  and  the 
unique  identifying  number  of  the  attending  physi- 
cian. The  nonconfidential  data  consists  of  another 
large  set  of  data  on  the  patient  and  the  physician. 
This  mandatory  hospital  discharge  reporting  system 
was  implemented  Statewide  during  the  second  half 
of  1979. 

The  State  health  department’s  plans  include  a 
data  protection  board  of  13  members,  appointed  by 
the  commissioner.  Despite  our  vigorous  protest,  the 
hoard  was  proposed  to  consist  of  one  member  from 
the  Federal  government,  one  from  private  third- 
party  payers,  one  from  commercial  insurers,  two  from 
the  hospitals,  one  from  the  health  systems  agencies, 
one  from  the  PSROs  (Professional  Standard  Review 
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Organizations),  three  consumers,  one  from  the 
Medical  Society  and  one  from  the  Bar  Association. 
These  members  shall  serve  without  remuneration. 
There  are  several  ethical  problems  with  this  scheme. 
First,  there  is  no  provision  for  the  separation  of 
powers,  the  checks  and  balances  division  of  power 
which  is  the  model  of  American  democratic  govern- 
ment. The  commissioner  of  health  is  responsible  for 
the  fiscal  aspects  of  health  care  in  New  York  by  rate 
setting  and  by  administering  Medicaid.  The  same 
commissioner  is  in  charge  of  the  vast  data  system  and 
of  the  appointment  of  its  watchdog  committee. 

One  major  goal  of  this  data  system  is  to  reduce  cost 
in  health  care  administration.  Privacy  measures  and 
other  ethical  considerations  will  add  to  the  operating 
cost.  Yet  7 of  the  13  proposed  members  of  the  data 
protection  board  represent  those  paying  for  health 
care,  whose  primary  interest  is  cost  reduction.  Such 
a board  could  easily  elicit  suspicion  among  those 
concerned  about  medical  privacy.  The  board  must 
offer  a better  balance  among  medical,  ethical,  and 
administrative  interests  to  best  serve  the  patient- 
citizen.  We  also  propose  that  the  data  protection 
board  should  not  he  appointed  by  the  same  organi- 
zation that  controls  the  data  system.  It  should  be  a 
group  of  independent,  interested,  and  civil  rights- 
oriented  citizens  responsible  to  the  people  of  the 
State. 

The  second  problem  is  that  the  current  plan  does 
not  call  for  the  appointment  of  experts  in  the  tech- 
nical, ethical,  and  medical  issues  that  such  a State- 
wide data  bank  will  have  to  face.  Unless  the  mem- 
bers of  the  board  are  confident  in  their  expertise,  the 
board  can  easily  become  a rubber-stamp  authority 
bullied  by  the  expertise  of  those  who  actually 
administer  the  data  bank.  The  concern  is  that  those 
who  plan  and  operate  the  data  system  will  also  have 
to  write  the  rules  of  the  game. 

Medical  privacy  is  a concern  of  every  civilized 
nation  in  the  free  world.11  In  other  nations,  special 
agencies  were  created  with  broad  authority  to  pre- 
serve and  protect  individual  privacy.  In  the  United 
States,  none  of  these  basic  measures  have  been  ade- 
quately pursued.  In  the  field  of  nuclear  energy,  the 
attitude  was  to  wait  for  the  first  major  accident  be- 
fore drafting  the  necessary  regulations.  In  the  field 
of  medical  privacy,  I submit,  we  should  not  wait  and 
see,  for  if  we  continue  waiting,  medical  privacy  may 
be  permanently  lost.  Only  an  aggressive  prevention 
program  can  conserve  medical  privacy. 


Who  is  the  owner  of  medical  data? 

Advances  in  science  and  technology  dictate  the 
pace  of  changes  in  our  culture.  In  medical  records, 
this  pace  has  already  outstripped  our  ability  to  adjust 
our  social  habits  and  values  to  these  changes.  The 
history  of  medical  records  is  rather  brief.  The  first 
hospital  charts  were  retained  and  filed  at  the  turn  of 
this  century.  Traditionally,  the  patients’  charts  are 


kept  in  the  hospital’s  record  room,  or  in  the  private 
office  of  the  physician.  Understandably,  the  owners 
of  the  manual  records  are  the  hospitals  and  the 
physicians. 

In  a computerized  data  system,  the  ethical  prob- 
lem of  ownership  is  entirely  different.  The  hospital, 
the  physician,  or  the  patient  are  no  longer  able  to 
know  where  the  particular  string  of  symbols  repre- 
senting a medical  record  are  stored.  Computer 
systems  have  the  tendency  to  duplicate  data  to 
minimize  the  risk  of  loss  of  data.  Computers  can  also 
transmit  data  to  other  computers.  Medical  data 
centers  have  become  remote  and  independent  of  the 
patient-physician  relationship.  They  are  operated 
by  the  insurance  companies,  hospitals,  health  de- 
partments, research  groups,  and  commercial  data 
processing  companies.  The  ownership  of  the  com- 
puter hardware,  tape  or  disk,  is  readily  apparent,  but 
the  ownership  of  the  medical  information  on  a pa- 
tient is  a very  different  matter.  We  would  like  to 
propose  that  the  owner  of  the  medical  information 
should  be  the  patient,  and  the  owner  should  have  the 
right  to  determine  those  who  can  have  access  to  the 
computerized  medical  information.  Computerized 
data  centers  should  be  considered  to  be  only  guard- 
ians of  the  medical  information,  analogous  to  our 
banks,  where  we  keep  our  money  and  let  the  bank 
pay  our  checks.  Identified  medical  computerized 
information  should  be  controlled  by  the  patient. 
Disidentified  statistical  information  on  clinical  ex- 
perience is  a different  matter.  Statistical  aggregate 
data  should  become  the  fuel  of  clinical  medicine,  the 
invaluable  feedback  we  all  hope  to  derive  from 
computerized  medical  data. 

Who  should  operate  medical  data  centers? 

Jackson12  has  pointed  out  that  even  in  the  early 
history  of  mankind,  doubts  were  raised  about  the 
merits  of  information  gathering:  . . . “In  the  Bible, 
in  Chronicles  I,  Chapter  21,  it  is  suggested  that  Satan 
himself  provoked  the  first  census,  and  that  the  Lord 
subsequently  punished  David  for  ‘numbering  the 
people.’  ” 

The  present  dilemma  of  medicine  is  (1)  how  to 
keep  good  records  (since  today  so  many  aspects  of  the 
health  care  system  depend  on  good  clinical  docu- 
mentation), and  (2)  to  protect  the  patient’s  right  to 
privacy.  By  increasing  the  utility  of  the  clinical 
documentation,  we  also  enhance  the  risk  to  privacy. 
As  the  medical  record  becomes  more  and  more 
computerized,  the  patient’s  right  to  control  access, 
and  the  physician’s  responsibility  concerning  what 
to  record,  become  two  critical  issues. 

In  the  long  run,  medical  data  centers  should  be 
created  and  operated  by  the  community,  not  by 
government,  insurance  carriers,  or  researchers.  The 
regional  medical  data  centers  should  serve  the  com- 
munity, support  better  medical  care,  reduce  the  cost 
of  medical  services,  streamline  administrative 
functions,  and  help  teaching  and  research.  Com- 
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puterized  clinical  data  should  serve  the  entire  health 
care  system,  and  the  patient  in  particular. 

It  is  our  experience  that  promoting  privacy  is  an 
unpopular  issue.  Those  who  have  to  design  and 
operate  the  data  systems  are  preoccupied  with  the 
technical  difficulties,  and  consider  privacy  matters 
an  added  chore.  Many  groups  use  the  extra  cost  of 
data  security  as  an  excuse  for  the  lack  of  effective 
data  protection.  The  field  of  medical  computing  is 
young  and  immature.  Data  confidentiality  is  often 
treated  as  an  added  problem,  in  a field  where  the 
rapidly  changing  technology  is  already  causing  plenty 
of  difficulties.  Without  medical  privacy,  much  of  the 
humanitarian  values  of  medicine  would  be  lost.  For 
the  physician,  then,  there  is  hardly  a choice  to  be 
made. 


Quo  Vadis 

Further  computerization  of  medical  data  is  an 
economic  necessity.  Most  experts  believe  that  in  a 
few  years,  the  entire  record-keeping  process  in 
medicine  will  be  computerized.  Therefore,  the  exact 
role  of  the  patient,  of  the  health  care  provider,  and 
the  various  legitimate  data  users,  should  be  defined. 
The  concept  of  public  accountability  is  paramount. 
In  the  recent  past,  computer-based  data  centers, 
private  or  government-operated,  treated  the  gath- 
ered medical  data  as  their  own  property.  The  results 
were  disheartening.  In  the  future,  the  data  centers 
must  be  made  responsible  for  their  operations,  and 
the  patient  community,  as  well  as  the  medical  com- 
munity, must  know  the  scope  of  data,  the  data-access 
policies,  the  length  of  data  storage,  and  other  related 
facts. 

The  creation  of  the  New  York  State  Association 
for  Confidentiality  of  Health  Data,  Inc  , is  a first 
positive  step  in  this  general  direction.  The  relentless 
and  unhesitating  support  of  physicians,  dentists, 
nurses,  and  medical  record  administrators  is  essential 
for  a successful  campaign  for  medical  privacy.  If  we 
can  make  our  patients  aware  of  their  right  to  privacy, 
this  alliance  should  overcome  the  present  reluctance 
of  the  data  centers  to  accept  full  responsibility  for 
medical  privacy.  This  would  make  computerization 


what  is  should  be:  a servant  rather  than  the  new 
master  of  clinical  medicine. 


Addendum 

After  an  extensive  study  of  the  problem,  the  Joint 
Task  Group  on  Confidentiality  of  Computerized 
Medical  Records  has  concluded  that  a voluntary 
accreditation  program  for  data  centers  handling 
identified  medical  data,  is  an  essential  measure. 
This  concept,  submitted  in  the  form  of  a resolution, 
was  approved  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in  1976. 
However,  at  its  recent  meeting,  several  members  of 
the  Committee  on  Information  Technology  in 
Medicine  (of  the  Medical  Society  of  the  State  of  New 
York)  proposed  that  an  education  program  may  be 
an  adequate  substitute  for  an  accreditation  program. 
This  difference  in  opinion  between  the  experts  (Joint 
Task  Group)  and  the  Committee  on  Information 
Technology  in  Medicine  is  regrettable,  but  it  is  a re- 
ality. Further  input  from  practicing  physicians  and 
patients  may  resolve  the  difference.  In  the  mean- 
while, the  issue  remains  unsettled. 

166  Morris  Avenue 
Buffalo,  New  York  14214 
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Re:  Interest  on  Unpaid 
Compensation  Awards 

Order  of  the  chair  man 


ARTHUR  COOPERMAN 

New  York,  N Y. 

From  the  State  of  New  York  Workers'  Compensation  Board 


Pursuant  to  the  authority  vested  in  the  Workers’ 
Compensation  Board  by  Sections  13-g,  13-k,  13-1,  and 
117  of  the  Workers’  Compensation  Law,  and  Chapter 
629  of  the  Laws  of  1979,  I,  Arthur  Cooperman, 
Chairman,  hereby  certify  that  the  Workers’  Com- 
pensation Board  has  amended  Section  300.19  of  Title 
12  of  the  Official  Compilation  of  Codes,  Rules  and 
Regulations  of  the  State  of  New  York  relative  to  the 
imposition  of  interest  charges  of  IV2  percent  per 
month  payable  to  a physician  or  hospital  on  medical 
and  hospital  bills  determined  to  be  due  and  owing, 
and  covering  services  rendered  on  and  after  January 
1,  1980.  This  amended  section  shall  take  effect 
January  1, 1980,  and  read  as  follows: 

300. 19  Interest  on  awards  * 

Except  where  an  award  is  affirmed  on  appeal,  as 
provided  for  in  section  24  of  the  Workers’  Compensa- 
tion Law,  interest  shall  be  computed  from  30  days 
after  the  date  of  filing  of  [the]  an  award  of  compensa- 
tion made  by  the  Board  until  the  date  of  payment  of 
the  award.  The  following  shall  apply  solely  to  inter- 
est for  medical  or  hospital  bills  rendered  to  an  insur- 
ance carrier  or  an  employer,  and  shall  be  in  lieu  of  any 
other  interest  provided  for  in  the  law  and  rules  pro- 
mulgated thereunder. 

(a)  Where  a medical  or  hospital  bill  which  identi- 
fies the  injured  worker,  his  employer  and  date  of  inju- 
ry, was  timely  rendered  for  payment  to  an  insurance 
carrier  or  employer  and  an  impartial  examination  of 
the  fairness  of  such  bill  has  not  been  timely  requested 
or  any  other  questions  timely  raised  by  the  employer 
or  insurance  carrier  as  to  the  employer’s  liability  for 
the  payment  of  such  bill  as  provided  in  sections  13-g, 
13-k,  or  13-1  of  the  Workers’  Compensation  Law,  in- 
terest shall  be  paid  in  addition  to  the  amount  of  the 
bill,  computed  commencing  45  days  from  the  date  the 

* This  constitutes  Rule  18  of  the  Board  Rules  under  the 
Workers’  Compensation  Law.  Matter  italicized  is  new;  matter 
in  brackets  [ ] has  been  omitted. 


bill  was  rendered  to  the  insurance  carrier  or  em- 
ployer, to  the  date  of  payment. 

( b ) Where  a medical  or  hospital  bill,  which  identi- 
fies the  injured  worker,  his  employer  and  date  of  inju- 
ry, was  timely  rendered  for  payment  to  the  insurance 
carrier  or  employer  who  timely  requested  an  impar- 
tial examination  of  the  fairness  of  such  bill  and/or 
timely  raised  questions  as  to  the  employer’s  liability 
for  the  payment  of  such  an  amount  as  provided  in  sec- 
tions 13-g,  13-k  or  13-1  and  a decision  was  rendered 
granting  the  full  amount  demanded  in  the  bill  by  the 
physician,  podiatrist,  chiropractor  or  hospital,  inter- 
est shall  be  computed,  commencing  30  days  from  the 
date  the  bill  was  rendered  to  the  insurance  carrier  or 
employer,  to  the  date  of  payment. 

(c)  Where  a medical  or  hospital  bill  which  identi- 
fies the  injured  worker,  his  employer  and  date  of  inju- 
ry, was  timely  rendered  to  the  insurance  carrier  or 
employer  who  timely  requested  an  impartial  exami- 
nation of  the  fairness  of  such  bill  and/or  timely  raised 
questions  as  to  the  employer's  liability  for  such 
amount  and  the  physician,  podiatrist,  chiropractor  or 
hospital  is  granted  only  part  of  the  amount  demand- 
ed in  the  bill,  interest  computed  commencing  30  days 
from  the  date  the  award  which  resolved  the  bill  of  the 
physician,  podiatrist,  chiropractor  or  hospital  is  filed, 
to  the  date  of  the  payment,  shall  be  paid  in  addition 
to  the  amount  found  due  and  owing. 

(d)  In  the  event  a decision  or  award  made  by  a 
Workers'  Compensation  Law  • Judge  establishing  the 
liability  of  the  employer  or  carrier  for  the  payment  of 
a medical  or  hospital  bill  in  whole  or  in  part  is  re- 
viewed by  a panel  of  the  Board,  and  such  decision  or 
award  is  affirmed,  and  it  is  determined  that  the 
amount  of  the  bill  is  due  and  owing  to  the  physician, 
podiatrist,  chiropractor  or  hospital  in  whole  or  in 
part,  interest  computed,  commencing  30  days  after 
the  filing  of  such  award  made  by  the  Workers’  Com- 
pensation Law  Judge  who  originally  decided  the 
claim  to  the  date  of  payment,  shall  be  paid  in  addi- 
tion to  the  amount  found  due  and  owing. 

(e)  In  the  case  where  a Workers’  Compensation 
Law  Judge  finds  that  the  employer  is  not  liable  for 
the  payment  of  the  medical  or  hospital  bill  and  the 
Board  on  review  established  that  he  is  liable,  and  the 
bill  rendered  is  resolved  in  whole  or  in  part  in  favor  of 
the  physician,  podiatrist,  chiropractor  or  hospital,  in- 
terest computed,  commencing  30  days  from  the  date 
of  the  filing  of  the  award  establishing  the  amount  due 
to  the  physician,  podiatrist,  chiropractor  or  hospital, 
to  the  date  of  payment,  shall  be  paid  in  addition  to 
the  amount  found  due  and  owing. 

( f ) In  the  event  the  Workers’  Compensation  Law 
Judge  and  the  Board  find  that  the  employer  is  not  lia- 
ble for  the  payment  of  the  medical  or  hospital  bill  and 
the  case  is  appealed  to  the  courts  which  reverse  the 
Board  and  the  bill  of  the  physician,  podiatrist,  chiro- 
practor or  hospital  is  resolved  in  whole  or  in  part  in 
favor  of  the  physician,  podiatrist,  chiropractor  or  hos- 
pital, interest  computed,  commencing  30  days  from 
the  date  of  filing  of  the  final  award  establishing  the 
amount  due  to  the  physician,  podiatrist,  chiropractor 
or  hospital,  to  the  date  of  payment,  shall  be  paid  in 
addition  to  the  amount  due  and  owing. 

(g)  Whenever  a medical  or  hospital  bill,  which 
identifies  the  injured  worker,  his  employer  and  date 
of  injury,  was  timely  rendered  to  the  insurance  car- 
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rier  or  employer  during  the  time  while  a case  is  closed, 
adjourned  for  failure  to  prosecute  or  unduly  delayed 
by  the  claimant,  interest  computed  commencing  30 
days  from  the  date  the  award  is  filed  establishing  the 
liability  of  the  employer  or  carrier  and  the  amount  of 
the  bill  of  the  physician,  podiatrist,  chiropractor  or 
hospital,  in  whole  or  in  part,  to  the  date  of  payment 
shall  be  paid  in  addition  to  the  amount  found  due  and 
owing. 

(h)  Where  an  arbitration  committee  determined 
that  a doctor  or  hospital,  willfully  exaggerated  the 
amount  of  the  bills  submitted  to  arbitration  and/or 
rendered  excessive  or  unnecessary  treatment  to 
claimant,  or  rendered  a bill  without  properly  identi- 
fying the  claimant  and/or  employer,  interest  shall  not 
be  paid. 

(i)  Where  an  arbitration  committee  determines 
that  an  insurance  carrier  or  employer  willfully  failed 
to  pay  a reasonable  portion  of  the  medical  or  hospital 
bill  being  controverted,  interest  may  be  directed  to  be 
paid  on  that  portion  of  the  bill  which  should  have 
been  paid  by  the  employer  or  carrier,  computed  com- 
mencing 30  days  from  the  date  the  bill  was  rendered. 
Where  an  issue  of  proration  of  a bill  is  presented  for 
arbitration  no  interest  shall  be  added  unless  the  em- 
ployer or  his  insurance  carrier  willfully  failed  to  pay  a 
reasonable  portion  of  the  medical  or  hospital  bill  at 
issue. 

(j)  In  any  circumstance,  other  than  herein  above 
described,  when  interest  is  due,  it  shall  be  paid  to  a 
physician,  podiatrist,  chiropractor  or  hospital  for 
medical  or  hospital  bills  timely  rendered,  computed 
commencing  30  days  from  the  date  an  award,  estab- 
lishing the  amount  due  to  the  physician,  podiatrist, 
chiropractor  or  hospital,  is  filed. 

(k)  When  paying  a medical  or  hospital  bill,  the  em- 
ployer or  insurance  carrier  shall  separately  identify 
any  interest  payment  made  pursuant  to  the  provi- 
sions of  this  section. 

(/)  Interest  referred  to  herein  shall  be  simple  inter- 


Clinical Clues 

Recurrences  of  urinary  infection  in  patients  with  renal 
bacteriuria  are  generally  caused  by  relapse  with  the 
same  species  and  strain  of  microorganism  initially 
present,  while  recurrent  infections  among  patients 
with  bladder  bacteriuria  are  more  often  caused  by 
reinfection  from  a new  organism  (Turck,  M.,  et  al.: 
Relapses  and  reinfection  in  chronic  bacteriuria:  the 
correlation  between  site  of  infection  and  pattern  of 
recurrence  in  chronic  bacteriuria,  New  England  J. 
Med.  278:  422  (1968)). 

Prolongation  of  treatment  to  six  weeks  is  suggested 
for  patients  with  relapse  of  infection,  to  eliminate 
more  effectively  the  parenchymal  focus  of  infection. 
The  incidence  of  side-effects  and  of  adrenal  sup- 
pression by  steroids  is  decreased  with  alternate-day 
therapy.  Most  of  the  benefits  have  been  reported  in 
nephrosis,  pemphigus,  and  bronchial  asthma.  Results 
have  been  less  constant  in  vasculitis.  Alternate-day 
therapy  should  never  be  used  in  Addison’s  disease. 
Only  corticosteroids  with  a short  plasma  half-day  life, 
such  as  prednisone  and  prednisolone,  are  suitable. 


est  computed  at  the  rate  of  one  and  one-half  percent 
for  each  month  or  major  fraction  thereof,  and  shall  be 
in  lieu  of  any  other  interest  provisions  provided  for  in 
the  law  and  the  rules  promulgated  thereunder.  The 
major  fraction  of  the  month  signifies  a span  of  more 
than  fifteen  days.  Fractions  of  a month  of  fifteen 
days  or  less  are  to  be  disregarded. 

(m)  Wherever  a bill  is  submitted  by  mail  an  addi- 
tional three  days  from  the  date  of  mailing  of  said  bill 
shall  be  allowed. 

(n)  Interest  shall  be  added  for  services  rendered  by 
a physician,  podiatrist,  chiropractor  or  hospital  on  or 
after  January  1,  1980. 

(o)  The  foregoing  provisions  relating  to  interest  on 
medical  or  hospital  bills  shall  not  apply  to  the  Special 
Fund  for  Reopened  Cases  until  after  a finding  of  lia- 
bility for  payment  of  compensation  by  such  Fund  has 
been  made  in  the  case. 

(p)  The  foregoing  provisions  in  this  rule  shall  be 
inapplicable  to  the  Uninsured  Employers’  Fund  until 
liability  for  payment  of  compensation  by  such  Fund 
has  been  established  pursuant  to  section  26-a  of  the 
Workers’  Compensation  Law,  and  awards  for  such 
medical  and  hospital  bills  have  been  made  by  the 
Board  and  defaulted  by  the  employer.. 

Effective  date 

This  amended  Title  of  New  York  Code  of  Rules 
and  Regulations,  Section  12  300.19  is  being  filed  in 
the  office  of  the  Department  of  State  pursuant  to 
Section  8 of  Article  IV  of  the  Constitution  of  the 
State  of  New  York,  and  Section  102  of  the  Executive 
Law,  and  shall  become  effective  January  1,  1980. 
Dated  September  19, 1979. 

State  of  New  York 
Workers’  Compensation  Board 
Two  World  Trade  Center 
New  York,  N.Y.  10047 


Triamcinolone,  dexamethasone,  and  betamethasone 
have  longer  half-lives  and  should  not  be  used  for  al- 
ternate-day therapy,  since  suppression  of  the  hypo- 
thalamic-pituitary-adrenal system  will  not  be  reduced 
thereby. 

— Urinary  tract  infections  are  implicated  as  the  source 
for  about  two  thirds  of  all  cases  of  bacteremia  caused 
by  enteric  bacteria  (Kunin,  C.  M.:  Enteric  bacterial 
infections,  in  Beeson,  P.  D.,  and  McDermott,  W.,  Eds.: 
Textbook  of  Medicine,  Philadelphia,  W.  B.  Saunders 
Company,  1975,  p.  370). 

— Candida  endocarditis  is  difficult  to  diagnose  because 
venous  blood  cultures  are  positive  in  only  one  half  the 
patients.  Thus,  immunologic  tests  have  been  in- 
creasingly employed  as  an  aid  to  the  diagnosis  of 
deep-seated  Candida  infections,  and  precipitants 
against  cell-wall  and  cell-sap  antigens  detected  by 
double  immunodiffusion  appear  more  promising 
(Seelig,  M.  S.,  et  al.:  Candida  endocarditis  after 
cardiac  surgery:  clues  to  earlier  detection,  J.  Thorac. 
Cardiovasc.  Surg.  65:  583  (1973)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Health  Care  Delivery 

Common  problems  throughout  the 
nor  Id* 

HARMEN  A.  TIDDENS,  M.D. 

Tilburg,  The  Netherlands 

Professor  and  Chairman,  Department  of  Organization  of  Health 
Care,  University  of  Tilburg 


I recognize  that  this  is  a somewhat  presumptuous 
title.  There  is  a suggestion  of  an  investigator, 
working  on  a global  scale,  who  is  presenting  the  re- 
sults of  his  research. 

I am  a pediatrician  dropout  who  has  had  the 
privilege  of  traveling  extensively  in  connection  w'ith 
agencies  like  WHO  (World  Health  Organization) 
which  brought  me  in  touch  with  health  care  in  dif- 
ferent parts  of  the  world. 

I received  my  training  in  international  collabora- 
tion research  in  association  with  Henry  Barnett, 
M.D.,  Chester  M.  Edelmann,  M.D.,  Ira  Greifer,  M.D., 
and  Adrian  Spitzer,  M.D.,  in  the  international  study 
of  kidney  disease  in  children,  a study  that  originated 
and  found  its  base  in  this  university.  At  the  moment 
I am  devoting  my  time  to  the  study  of  the  organiza- 
tion of  health  care.  International  collaborative  re- 
search is  one  important  tool  in  studying  health  care. 
Countries  at  different  levels  of  development  are 
struggling  with  the  development  of  their  health  ser- 
vices and  can  quite  possibly  benefit  from  the  outcome 
of  such  research.  How  can  those  with  highly  devel- 
oped health  care  systems  contribute  to  this  struggle? 
To  what  extent  can  comparative  studies  of  health 
care  delivery  systems  provide  useful  information? 

I shall  present  to  you  a brief  description  of  four 
health  care  systems  and  indicate  some  areas  that 
warrant  further  investigation,  as  well  as  some  out- 
standing work  that  has  been  done  in  this  field. 
Then,  I should  like  to  suggest  a problem  that  appears 
to  be  common  to  all  systems  and  indicate  directions 
in  which  solutions  could  possibly  be  sought. 

Limitations 

I shall  address  myself  in  particular  to  somatic 
medicine  and  spend  a good  deal  of  time  on  hospital- 

* Presented  at  the  Annual  Medical  Board  Meeting  of  the  Bronx 
Municipal  Hospital  Center  on  December  20, 1978. 


based  somatic  care.  The  use,  and  misuse,  of  hospi- 
tals, certainly  expensive  instruments,  appears  today 
to  be  one  of  the  crucial  issues  of  health  care  delivery 
the  world  over.  Before  my  readers  start  a concerted 
attack,  I hasten  to  state  that  hospital  care  and  cura- 
tive medicine  are  tools  of  limited  significance  for  the 
maintenance  of  health.  In  wealthy  countries  such 
as  ours,  life-style  and  environment  are  much  more 
important.  Lack  of  exercise,  too  much  food,  alcohol, 
and  traffic  are  the  real  killers.  In  poor  countries,  lack 
of  food,  lack  of  sanitation,  flooding,  and  drought  ac- 
count for  immense  suffering  and  misery.  Major 
victories  over  death  and  disease  require  weapons 
other  than  those  which  the  medical  profession  has  to 
offer.  Sweeping  statements  in  that  vein  tend  to  ig- 
nore, however,  that  here  and  now  there  are  countless 
problems  in  human  life  that  can  be  resolved  or  alle- 
viated by  curative  somatic  medicine.  There  is  no 
reason  to  believe  that  this  situation  will  change 
within  decades;  therefore  we  find,  everywhere  in  the 
world,  sincere  efforts  to  make  curative  medical  care 
available  to  all  who  require  it. 

Societies  are  committed  to  improving  the  quality 
of  life  through  the  development  of  service  to  meet 
human  needs.  Hospital-based  medical  care  is  an 
important  and  very  expensive  element  of  these  ser- 
vices. Properly  used  it  can  be  very  beneficial.  Im- 
properly used  it  becomes  a squanderer  of  money  and 
resources,  a Moloch  that  endangers  all. 

Let  me  illustrate  with  four  case  histories.  I have 
selected  Somalia,  Denmark,  the  Netherlands,  and  the 
United  Kingdom  as  points  of  reference. 


Case  reports 

Somalia.  I have  chosen  Somalia  because  it  is  one 
of  the  poorest  countries  in  the  world  and  because  I 
am  acquainted  with  its  problems,  having  worked 
there  for  WHO.  Seventy  percent  of  the  population 
are  pastoral  nomads  who  present  extremely  difficult 
health  care  problems.  Health  care  personnel  tend 
to  gravitate  toward  the  few  urban  areas. 

People 

Population:  3,303,000  (July,  1977),  average  annual 
growth  rate  2.3  percent  (July,  1965,  to  July,  1972). 

Nationality:  noun — Somali(s). 

Ethnic  divisions:  85  percent  Hamitic,  rest  mainly 
Bantu;  30,000  Arabs,  3,000  Europeans,  800  Asians. 

Religion:  almost  entirely  Muslim. 

Literacy:  under  5 percent. 

Labor  force:  965,000  (1968  estimate);  very  few  are 
skilled  laborers;  70  percent  pastoral  nomads,  30  per- 
cent agriculturists,  government  employees,  traders, 
fishermen,  handicraftsmen,  and  other. 

Organized  labor:  law  providing  for  government- 

controlled  labor  union  promulgated  in  June,  1971,  but 
union  so  far  not  established. 

Economy.  GNP  (gross  national  product):  $220 

million  (1973  estimate),  $70  per  capita. 

There  are  infectious  diseases  galore.  In  Somalia, 
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in  a few  days,  I saw  more  children  with  severe  forms 
of  tuberculosis  that  I have  ever  seen  in  my  whole 
professional  life.  What  is  the  most  effective  means 
of  control? 

The  capital  of  Somalia  has  a medical  school.  The 
trainees  dream  of  a rich  life  in  one  of  the  Gulf 
countries.  Plans  are  under  way  for  an  academic 
hospital  that  will  draw  away  most  of  the  nursing  staff 
from  rural  areas.  In  a private  hospital,  for  the  police 
force,  I found  a patient  on  chronic  dialysis. 

It  is  easy  to  criticize.  I wonder,  however,  if  the 
physicians  responsible  for  these  developments  were 
very  different  from  the  staffs  that  man  hospitals  in 
more  privileged  countries.  They  practice  their  trade 
as  they  think  it  should  be  practiced  without  giving 
much  thought  to  policy  matters.  Most  of  them  have 
trained  in  Europe  and  the  United  States.  It  is  very 
difficult  for  a government  to  design  a system  that  is 
controllable,  and  for  the  privileged  upper  layer  of  the 
population,  it  is  tempting  to  develop  the  services  that 
have  been  experienced  elsewhere. 

It  seems  reasonable  that  developing  countries 
should  have  access  to  data  derived  from  the  evalua- 
tion of  our  health  care  systems,  if  they  so  wish.  We 
have  underestimated  the  effect  on  their  plans  of  our 
apparent  priorities.  In  particular,  an  historical 
analysis  of  health  care  development  in  the  privileged 
part  of  the  world  may  make  it  easier  to  avoid  some  of 
the  mistakes  we  have  made. 

United  Kingdom.  The  next  case  study  is  the 
United  Kingdom.  According  to  some,  despite  its 
stated  objectives,  Britain  is  reducing  its  standard  of 
living  at  an  alarming  rate.  The  present  per  capita 
income,  however,  is  roughly  50  times  higher  than  that 
of  Somalia. 

Land 

243,978  km2;  30  percent  arable,  50  percent  meadow 
and  pasture,  12  percent  waste  or  urban,  7 percent  for- 
ested, 1 percent  inland  water. 

Land  boundaries:  360  km. 

A high  proportion  of  the  population  is  engaged  in 
the  delivery  of  services. 

People 

Population:  55,992,000  (July,  1977),  average  annual 
growth  rate,  0.1  percent  (current). 

Nationality:  noun-Briton(s),  British  (collective 

plural);  adjective,  British. 

Ethnic  divisions:  83  percent  English,  9 percent 

Scottish,  5 percent  Welsh,  and  3 percent  Irish. 

Religion:  27  million  Church  of  England,  5.3  million 
Roman  Catholic,  2 million  Presbyterian,  760,000 
Methodist,  and  450,000  Jews  (registered). 

Language:  English,  Welsh  (about  26  percent  of 

population  of  Wales),  Scottish  form  of  Gaelic  (about 
100,000  in  Scotland). 

Literacy:  98  to  99  percent. 

Labor  force:  (1974)  25.6  million,  1.6  percent  agri- 
culture, 1.4  percent  mining,  30.7  percent  manufactur- 
ing, 6.2  percent  government,  7.2  percent  transporta- 


tion and  utilities,  5.2  percent  construction,  10.6  per- 
cent distributive  trades,  25.3  percent  all  services,  9.7 
percent  other,  and  2.1  percent  unemployed. 

Organized  labor:  40  percent  of  labor  force. 

Economy 

Gross  national  product:  $215  billion  (1976  estimate 
in  1976  prices),  $3,837  per  capita;  60.6  percent  con- 
sumption, 19.2  percent  investment,  22.2  percent  gov- 
ernment; 0.3  percent  inventories,  1.7  percent  net  for- 
eign balance,  real  growth  1.1  percent  (1976). 

The  economy,  as  stated,  is  not  doing  well. 

In  Britain  the  complete  range  of  hospital,  family 
physician,  and  other  health  services  are  available, 
free  of  charge,  at  the  time  of  use.  There  are  some 
direct  charges  for  some  people  for  prescriptions  and 
appliances,  but  basically  the  services  are  financed 
almost  wholly  from  taxation,  with  a small  percentage 
of  funds  coming  from  compulsory  contributions  paid 
by  employers  and  the  working  population. 

The  percentage  of  the  gross  national  product  spent 
on  health  care  has  been  rising  year  by  year,  and  in 
1976  stood  at  about  5.8  percent.  That  is  considera- 
bly lower  than  the  cost  of  health  care  in  some  Euro- 
pean countries  and  in  the  United  States.  Part  of  the 
service  is  an  elaborate  planning  system.  How  well 
does  it  function? 

Specialists  complain  that  they  are  underpaid. 
Most  hospitals  have  waiting  lists,  and  private  prac- 
tice is  on  the  increase.  People  take  out  private  in- 
surance and  seek  treatment  for  some  ills  in  private 
clinics.  A lot  of  money,  more  than  in  most  countries, 
is  being  spent  on  health  services  research.  There  is 
a scarcity,  however,  of  published  results.  In  fact,  it 
is  unclear  what  has  been  done  with  most  of  the 
money.  Sir  George  Pickering1  recently  produced 
biting  criticism  of  this  endeavour. 

The  system  is  based  on  primary  care  by  well- 
trained  general  practitioners.  Continuing  education 
is  part  of  the  organization.  It  is  easy  to  condemn  the 
NHS  (National  Health  Service)  on  the  basis  of  some 
of  its  malfunctioning.  This  fascinating  undertaking 
warrants,  in  my  opinion,  more  positive  attention,  and 
certainly  thorough  study. 

The  recent  election  will  bring  changes. 
Denmark.  Denmark  is  another  interesting 
case.  Its  health  statistics  are  among  the  best  in  the 
world.  Once  again  we  see  that  a high  proportion  of 
the  population  is  engaged  in  services;  in  this  case,  the 
majority  in  government  employment. 

People 

Population:  5,090,000  (July,  1977),  average  annual 
growth  rate  0.3  percent  (current). 

Nationality:  noun,  Dane(s);  adjective,  Danish. 

Ethnic  divisions:  homogeneous  white  population. 

Religion:  96  percent  Evangelical  Lutheran,  3 per- 
cent other  Protestant  and  Roman  Catholic,  and  1 per- 
cent other. 

Language:  Danish;  small  German-speaking  mi- 

nority. 

Literacy:  99  percent. 
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Labor  force:  2.5  million,  9.5  percent  agriculture, 
forestry,  fishing,  26.6  percent  manufacturing,  8.3  per- 
cent construction,  15.7  percent  commerce,  6.8  percent 
transportation,  5.6  percent  services,  25.7  percent  gov- 
ernment, 1.8  percent  other;  7.6  percent  of  registered 
labor  force  unemployed  (January,  1976). 

Organized  labor:  65  percent  of  labor  force. 

Economy 

Gross  national  product:  $38  billion  (1976,  esti- 

mate), $7,480  per  capita;  58  percent  private  consump- 
tion, 20  percent  investment,  25  percent  government 
minus  3 percent  net  foreign  sector  and  stock  building 
(1975);  1976  growth  rate  5 percent,  constant  prices. 

The  per  capita  income  is  very  high  in  Denmark. 
In  the  interpretation  of  this  figure  it  is  important  to 
realize  that  a very  high  proportion  of  Danish  women 
have  jobs. 

Like  Britain,  Denmark  is  a true  welfare  state  with 
a comprehensive  system  of  social  and  medical  ser- 
vices. Danes  are  cared  for  from  the  cradle  to  the 
grave.  Responsibilities  for  these  services  are  shared 
among  three  levels  of  government:  the  national 

government,  the  counties,  and  the  municipalities. 

Recently  there  has  been  a strong  tendency  toward 
government  decentralization.  Counties  are  re- 
sponsible for  a major  proportion  of  health  services, 
including  the  financing  of  these  services  through  local 
taxes.  This  is  a major  point  of  difference  with  the 
NHS,  which  is  funded  completely  out  of  national 
resources.  Counties  provide  hospital  service,  in- 
cluding times  in  convalescent  homes,  free  of  charge 
to  anyone  who  has  permanent  residence  in  the 
county.  General  practitioners  work  on  the  basis  of 
a fee-for-service  system.  These,  and  comparable 
costs,  are  reimbursed  by  health  insurance  that  covers 
virtually  all  Danes.  Advanced  specialist  care  is  (also) 
a responsibility  of  the  national  government.  Space 
limitations  prevent  further  discussion  of  this  ap- 
proach to  health  care,  an  approach  which  gives  un- 
limited access  to  all  citizens  in  a country  which  is 
essentially  without  poverty.  But  it  is  appropriate  to 
note  that  the  cost  of  the  Danish  system  is  higher  than 
the  similar  services  in  Britain.  In  1972,  the  Danes 
had  already  passed  the  5.8  percent  mark  that  the 
United  Kingdom  reached  in  1976.  And  the  figures 
show  the  same  steady  rise.  In  both  countries  that 
increase  is  mainly  due  to  the  cost  of  hospital  services. 
Denmark  is  in  a process  of  decentralization  of  gov- 
ernment responsibilities,  including  the  responsibility 
for  delivery  of  many  health  care  services.  The  way 
they  carry  out  the  transition  step-by-step  is  inter- 
esting. The  result  is  health  care  in  which  policy  de- 
cisions are  made  close  to  the  consumer’s  level.  As 
such,  it  is  a good  area  in  which  to  study  the  ins  and 
outs  of  regional  control  of  health  care.  Both  England 
and  Denmark  are  examples  of  countries  in  which 
health  care  is  delivered  through  direct  government 
intervention  with  only  a marginal  role  played  by 
private  health  facilities. 

The  Netherlands.  The  Netherlands  is  an  ex- 
ample of  another  type  of  health  system  with  direct 


government  intervention  less  significant  and  health 
insurance  schemes  covering  most  health  care  costs. 
This  is  one  reason  for  introducing  The  Netherlands. 
Another  good  reason  is  that  I am  more  familiar  with 
it  than  with  any  other  country.  Here  we  have  an- 
other small  country,  with  many  apparent  similarities 
to  Denmark.  The  same  trend  in  employment  ex- 
ists. 

Land 

33,929  km2;  70  percent  cultivated,  5 percent  waste,  8 
percent  forested,  8 percent  inland  water,  and  9 percent 
other. 

Land  boundaries:  1,022  km. 

But  these  statistics  fail  to  reveal  one  of  the  major 
characteristics  of  the  Dutch:  they  are  individualists. 
In  their  parliament,  16  political  parties  are  repre- 
sented. The  number  of  religious  sects  is  count- 
less. 

People 

Population:  13,869,000  (July,  1977),  average  annual 
growth  rate  0.7  percent  (current). 

Nationality:  noun,  Netherlander(s);  adjective, 

Netherlands. 

Ethnic  divisions:  99  percent  Dutch,  1 percent  Indo- 
nesian and  other. 

Religion:  41  percent  Protestant,  40  percent  Roman 
Catholic,  and  19  percent  unaffiliated 

Language:  Dutch. 

Literacy:  98  percent. 

Labor  force:  4.7  million;  30  percent  manufacturing, 
24  percent  services,  16  percent  commerce,  10  percent 
agriculture,  9 percent  construction,  7 percent  trans- 
portation and  communications,  and  4 percent  other; 
4.9  percent  unemployment  (February,  1977). 

Organized  labor:  33  percent  of  labor  force. 

The  Dutch  are  wealthy  although  not  as  affluent 
as  the  Danes.  The  Netherlands  is  a welfare  state  too. 
There  is  no  poverty,  notwithstanding  considerable 
unemployment.  Health  care  takes  place  via  a rather 
confusing  non-system,  and  consumes  an  increasing 
portion  of  the  national  income.  Cost  of  hospital- 
based  care  is  mainly  responsible  for  this  increase. 
Here  we  have  some  comparative  figures  which  indi- 
cate the  increase  of  cost. 

Economy 

Gross  national  product:  $87.2  billion  (estimate 

1976,  in  1976  prices),  $6,330  per  capita;  58  percent  con- 
sumption, 21  percent  investment,  19  percent  govern- 
ment, 2 percent  foreign  balance  (1975);  average  growth 
rate,  4 percent  in  constant  prices  (1966  to  1975). 

Voluntary  institutions  have  a dominant  role  in 
health  care  provision.  Through  a combination  of 
contributory  health  insurance  and  special  taxes,  and 
by  using  regulatory  approaches,  the  Dutch  govern- 
ment tries  to  raise  the  required  financial  resources. 
They  try  to  guide  the  voluntary  institutions  in  the 
task  of  building  a comprehensive  and  equitable 
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TABLE  I.  Costs  of  Dutch  Health  Service  1972  to  1978 
(in  million  guilders)* 


Description 

1972 

1978 

Yearly 

growth 

(percent) 

Hospitals 

3,359 

7,885 

15.3 

Mental  hospitals 

667 

1,445 

13.75 

Hospitals  for  mental  retardation 

510 

1,465 

19.25 

Nursing  homes 

820 

2,435 

10.0 

Other  institutions 

281 

725 

17.1 

Total  inpatient 

facilities 

5,637 

13,955 

16.3 

Specialist  help 

864 

1,695 

11.9 

Medicines 

1,350 

2,300 

9.3 

Outpatient  facilities 

1,690 

3,895 

14.9 

Collected  preventive  services 

284 

590 

13.0 

Management,  administration 

465 

1,005 

13.7 

Other  health  services 

231 

485 

13.2 

Total 

10,521 

23,925 

14.7 

* Source:  2nd  financial  synopsis  of  the  health  service  (Ministry 
of  Health,  in  “ het  Ziekenhuis,”  1978,  page  602. 


health  care  system.  Table  I shows  some  comparative 
figures  which  indicate  the  increase  of  cost  in  different 
areas  of  health  care. 

Seventy  percent  of  the  population  in  the  Nether- 
lands is  protected  by  compulsory  insurance,  which 
covers  the  cost  of  illness.  The  remaining  30  percent 
take  private  insurance.  The  insurance  companies 
are  independent  but  are  controlled  by  a national 
board.  The  premium  is  shared  by  employers  and 
employees,  and  rates  and  benefits  are  identical. 
Hospitals  are  paid  directly  by  the  insurance  com- 
panies, and  so  are  specialists’  fees.  The  patient  is 
unaware  of  the  money  involved,  although  general 
practictioners  get  a per  capita  fee.  Table  II  shows 
figures  which  compare  costs  for  hospital  care  between 
the  United  States  and  the  Netherlands.  Hospital 
use  is  just  about  the  same  in  both  countries. 

Seventy  percent  of  the  increase  in  cost  in  recent 
years  is  due  to  wage  increases.  The  remainder  is  due 
to  an  increase  in  the  volume  of  services  rendered. 
Some  of  the  increase  is  undoubtedly  due  to  inap- 
propriate use  of  hospital  facilities. 

The  general  practitioner  controls  the  entry  into  the 
health  care  system.  The  increasing  vagueness  of  the 
definition  of  problems  that  should  find  their  solution 
in  that  system  leads  to  heavy  demands  on  the  general 
practitioner’s  services.  Many  problems  are  psy- 
chologic or  social,  and  the  task  of  selecting  those 
patients  who  require  hospital  services  is  a very  dif- 
ficult one  and  requires  a combination  of  medical, 
social,  and  psychologic  skills. 

The  main  income  of  the  general  practitioner  is 
through  per  capita  fees  that  do  not  increase  propor- 
tionally with  the  workload.  The  specialist  operates 
on  the  basis  of  a fee-for-service  system,  and  hospitals 
are  paid  per  bed  per  day.  The  combination  is  cer- 
tainly an  incentive  for  increases  in  volume.  The 
stated  policy  is  for  strengthening  first-line  care. 
Some  of  the  controls  steer  in  the  wrong  direction. 


TABLE  II.  Payment  for  hospital  care 

Source  of  Payment  Percent 


United  States 


Government 

53 

Insurance 

37 

Private 

10 

Netherlands  (1978) 

Social  insurance  system 

66.1 

Government 

6.5 

Private  insurance  and 

25.8 

private  direct 

Others 

1.7 

International  studies 

The  comparison  among  these  four  cases  clearly 
demonstrates  a fascinating  area  for  further  study. 
Throughout  the  world  today  we  find  a great  variety 
of  approaches  to  the  provision  of  health  care.  Hy- 
potheses abound  on  the  potential  effects  of  these 
approaches  on  the  consumption  of  facilities.  We  see 
identical  failures  in  very  diverse  situations.  The 
Somalis,  the  British,  the  Danes,  and  the  Dutch  all  try 
to  control  hospital  services  and  all  fail  to  some  extent. 
How  can  these  true-life  experiences  be  used  to  help 
develop  better  insight  into  the  control  of  health 
care? 

Studies  such  as  the  International  Study  of  Kidney 
Diseases  in  Children2  demonstrated  the  feasibility 
of  well-controlled  multicenter  collaborative  studies.2 
It  was  Kohn  and  White3  who  demonstrated  what 
could  be  done  in  international  health  services  re- 
search. Their  brilliant  work  included  12  study  areas 
which  were  carried  out  in  7 countries. 

A decade’s  work  involved  90  professionals  and  300 
technical  personnel.  Studies  were  done  in  about  20 
localities  in  seven  countries.  All  of  them  relatively 
rich,  and  some  belonged  to  the  socialist  world. 

The  extremes  of  the  rates  and  ratios  per  1,000 
population  for  selected  measures  of  needs,  resources, 
and  use  were  determined.  This  is  not  more  than  a 
brief  commercial  for  this  splendid  work  and  is  not  an 
effort  to  discuss  it. 

The  difference  between  the  highest  and  lowest 
number  of  physicians  available  is  2,080  for  a theo- 
retical population  of  one  million.  This  represents 
the  output  of  one  medical  school.  For  hospitals,  the 
difference  is  4,400  beds  per  million  population. 

The  Kohn  and  White3  study  is  an  outstanding 
example  of  the  epidemiologic  approach  to  the  com- 
parative study  of  health  care. 

Another  type  of  approach  is  that  of  Blanpain4  and 
coworkers.  This  group  studied  the  health  care  sys- 
tems of  five  European  countries  using  an  historical 
and  descriptive  approach.  Through  scholarly 
analysis  and  synthesis  they  reached  some  interesting 
conclusions.  Some  of  these  conclusions  may  contain 
important  lessons  for  countries  less  privileged  than 
ours.  The  development  in  the  five  countries  (Ger- 
many, France,  the  Netherlands,  Sweden,  and  Great 
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Britain)  all  showed  an  identical  sequence.  Invari- 
ably, the  first  concern  was  with  the  accessibility  of 
physicians.  The  rationale  here  was  that  health  care 
would  improve  if  a sufficient  number  of  physicians 
was  available  to  attend  to  all  ills.  Unfortunately, 
there  are  no  cost-benefit  analyses  available  from  this 
initial  stage  of  development.  As  an  aside,  we  can 
note  that  many  developing  countries  today  view  a 
higher  physician-patient  ratio  as  a top  priority. 
Most  of  us  agree  that  most  health  problems  should 
he  approached  quite  differently. 

Step  number  two  in  the  sequence  of  providing  care 
was  the  development  of  hospitals.  This  preoccu- 
pation with  hospital  construction  greatly  helped  the 
rapid  development  and  implementation  of  medical 
technology.  But  it  contributed  to  a situation  that 
nowadays,  in  many  countries,  provokes  mixed  feel- 
ings. 

The  third  stage  was  to  give  increasing  attention  to 
what  was  seen  as  the  neglected  areas:  care  for  the 
aged,  the  mentally  retarded,  and  the  mentally  ill. 

The  fourth  stage  was  the  clear  recognition  that 
there  was  a need  to  integrate  and  coordinate  the  first 
three  stages  of  specialized  development  into  a com- 
prehensive and  workable  whole.  From  a concern 
about  increasing  the  number  of  physicians  grew  new 
interest  in  managerial  and  health  system  resources. 
And  in  the  early  1970s  the  management-oriented 
policies  merged  with  the  current  approaches  of  con- 
straint and  self-containment.  We  are  now  in  stage 
seven,  “resource  development  in  reserve.” 

The  careful  study  of  the  evolution  of  social  services 
in  Western  countries  that  have  developed  national 
health  service  systems  can  lead  to  the  documentation 
of  important  lessons.  One  can  tease  out  the  critical 
issues  and  identify  the  common  factors  of  importance 
for  the  design  of  delivery  systems  under  other  con- 
ditions. Both  ends  of  the  scale,  Somalia  and  the 
United  States,  can  benefit. 

Specific  problems 

The  problems  that  are  facing  those  responsible  for 
health  care  delivery  are  often  similar  and  almost 
identical. 

In  many  countries  we  face  the  problems  of  an  aging 
population  (Table  III).  Those  over  65  generate  a 
large  proportion  of  hospital  costs.  Partly  this  is  a 
consequence  of  debatable  use  of  hospital  resources. 
We  see  fanatic  efforts  at  curing,  while  the  emphasis 
should  be  more  on  caring.  The  design  of  good  con- 
tinuous care,  with  clear  objectives,  for  the  aged, 
should  be  given  high  priority  in  our  privileged  part 
of  the  world.  Failure  to  do  so  is  deplorable,  not  only 
from  the  financial  point  of  view. 

Control  of  health  care  is  difficult.  Governments 
have  relatively  few  instruments  to  achieve  proper 
control.  This  is  to  say  that  “the  most  pressing  health 
service  need  facing  our  society  is  the  overall  organi- 
zation of  health  service,”  easy  to  say,  but  difficult  to 
do. 


TABLE  III.  Aging  population  in  the  Netherlands,  1976 


Age 

Male 

— Percent  — 
Female 

1 

Totals 

Distribution 

<65 

45.2 

43.9 

89.1 

>65 

4.6 

6.3 

10.9 

Total  distribution 

49.8 

50.2 

100.0 

Hospital  days 
<65 

33.5 

37.9 

71.4 

>65 

12.8 

15.8 

28.6 

Total  hospital  days 

46.3 

53.7 

100.0 

TABLE  IV.  Production  of  physicians  in  the  Netherlands 
in  1977 


Physicians 

Percent 

Ratio  to 
Population 

Specialists 

33 

1:  1,828 

General  Practitioners 

21.5 

1:  2,801 

Public  Health 

5.3 

1:11,414 

Others 

40.3 

1:  1,496 

Total 

1:  602 

TABLE  V.  Available  physicians  under  65  years  of  age 

Physicians 

1980 

1990 

2000 

Complete  studies 

Final  examination  prior 

20,100 

15,500 

10,000 

to  January,  1977 
Final  examination  after 

December  31, 1976 
Start  studies 

Prior  to  September  1, 1979 

3,800 

11,500 

11,400 

After  September  1,  1979 

3,800 

15,600 

Totals 

23,900 

30,800 

37,000 

One  example  is  our  failure  to  adequately  control 
the  production  of  physicians.  In  an  address  to  the 
American  Association  of  Medical  Colleges,  Secretary 
of  Health  Califano5  recently  stated  that  the  major 
problems  facing  health  care  in  the  United  States  are 
the  overproduction  of  physicians  in  general,  with  a 
disproportionately  high  production  of  medical  spe- 
cialists. In  the  Netherlands  the  numbers  did  not 
look  too  bad  in  1977  (Table  IV).  For  the  future  the 
outlook  is  less  rosy. 

In  Table  V and  VI  it  is  possible  to  see  the  long  de- 
lays involved  in  monitoring  the  numbers  of  physi- 
cians through  the  control  of  intake  into  medical 
schools.  The  possible  consequences  are  shown  in 
Table  VI.  Fifty-eight  percent  of  the  physicians  for 
the  year  2000  are  already  in  the  pipeline:  in  the  year 
1990,  88  percent,  and  in  the  year  2000,  58  percent. 

A 50  percent  reduction  in  entry  from  September, 
1979,  will  only  start  to  have  an  effect  in  the  year  2000. 
We,  like  the  United  States,  face  the  problem  of  a very 
high  production  of  physicians.  How  can  we  use  that 
fact  for  the  improvement  of  care  without  costs  soar- 
ing sky  high?  In  Sweden  numbers  of  this  magnitude 
are  considered  desirable  targets.  The  Swedes  en- 
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TABLE  VI.  Projection  of  general  practitioners  and 
specialists  per  population  to  the  year  2000 


r Total ^Population  per^ 

General  General 

Practi-  Special-  Practi-  Special- 


Date 

tioners 

ists 

tioners 

ists 

January  1, 1976  (actual) 

4,937 

7,223 

2,782 

1,901 

1982  (desirable) 

6,500 

8,400 

2,200 

1,700 

2000  (desirable)  high* 

8,450 

10,850 

1,800 

1,400 

2000  (desirable)  low* 

7,950 

10,225 

1,800 

1,400 

2000  (possible)  high* 

13,550 

13,550 

1,100 

1,100 

2000  (possible)  lowf 

13,550 

13,550 

1,050 

1,050 

* Population  15.2  million. 
+ Population  14.3  million. 


visage  more  time  spent  on  education,  in  particular 
continuing  education.  They  think  in  terms  of 
shorter  working  hours  and  consequently,  lower  in- 
comes. In  other  countries  physicians  may  find  this 
approach  less  attractive.  This  50  percent  reduction 
in  entry  from  September  1,  1979,  will  mean  94  per- 
cent in  the  year  1990  and  79  percent  in  the  year 
2000. 

The  crucial  role 

Many  observations  point  to  the  crucial  role  of  the 
physician  in  health  care  systems  in  almost  every  part 
of  the  world.  Knowles6  years  ago  stated  that  deci- 
sions by  physicians  account  for  80  percent  of  the 
hospital  dollar. 

Unfortunately  physicians  can  often  best  be  de- 
scribed as  brilliant  in  their  discoveries,  superb  in 
technologic  breakthroughs,  but  sometimes  awfully 
inept  in  the  application  of  care  to  those  most  in  need. 
We  once  were  an  “officium  nobile,”  noble  because  the 
interests  of  others  set  our  priorities.  We  have  be- 
come, in  some  countries,  highly  paid  professionals 
whose  actions  sometimes  mainly  show  concerns  for 
our  own  material  well-being  or  our  egos. 

Health  care  systems  often  do  not  take  into  account 
the  consequences  of  these  changes  in  attitude.  The 
community,  faced  with  these  consequences,  begins 
to  think  in  terms  of  controlling  physicians,  rather 
than  having  the  system  controlled  by  physicians. 
Even  a very  global  study  of  what  goes  on  in  the 
medical  world  shows  that  the  physician  is  in  the  best 
position  to  steer  the  process  of  health  care  in  the 
desired  direction.  Control  by  the  physician  offers 
the  best  chances,  if  he  or  she  has  the  right  priorities 
in  mind.  How  can  we  ensure  that  physicians  are 
better  prepared  for  their  role  in  the  development  of 
proper  health  care  policies? 

This  verse,  taken  from  the  New  England  Journal 
of  Medicine1  demonstrates  a prevailing  attitude. 

Dear  doctor, 
what  seemed  so 
interesting  wasn’t  it 
that  you 
were  doing 


everything  medically  possible 

only 

to  find 

all  the  answers 

to  questions  I had  never  asked: 
you  (who  knows  everything) 
were  satisfied 

(I  hope  . . .) — Michael  M.  Stewart,  M.D.,  Rockefeller 
Foundation. 

What  can  be  done  to  change  this? 

First  of  all,  medical  schools  should  direct  an  ap- 
preciable part  of  the  learning  process  toward  health 
care  development.  They  should  prepare  physicians 
who  can  act  to  change  a health  care  system.  It  is  to 
be  hoped  that  this  would  be  within  societies  which 
do  not  place  ultimate  value  on  economy  and  material 
goods.  It  may  be  asking  too  much  of  this  noble 
profession  to  preach  in  this  direction. 

As  has  been  shown  in  medical  education,  there  is 
a very  delayed,  slow-fuse  type  effect  on  health 
care. 

In  the  meantime,  medical  schools  and  hospitals 
can  aid  needed  change  by  directing  research  potential 
toward  the  area  of  health  services  research.  These 
programs  can  inspire  health  care  educational  pro- 
grams as  part  of  continuing  education  for  health 
professionals,  preparing  them  better  for  their  role  as 
health  care  managers. 

Schools  operating  in  well-defined  regions,  with 
good  connections  with  regional  health  care  services, 
are  in  the  best  position  to  contribute  to  the  devel- 
opment of  these  training  programs.  Just  as  the 
training  of  medical  teachers  in  modern  educational 
methods  has  helped  to  develop  medical  education, 
the  training  of  physicians  in  hospital  practice,  in 
health  care  policy,  and  management  development, 
can  be  an  important  factor  in  the  improvement  of 
health  care. 

The  reward  system  should  provide  incentives  in 
the  right  direction  too,  both  for  first-line  and  for 
hospital  care.  Emphasis  on  first-line  care  appears 
to  be  a desirable  development  for  many  reasons. 
Further  development  of  first-line  care  requires  the 
backing  of  good  university-based  development  pro- 
grams that  are  a shared  responsibility  of  many  dis- 
ciplines in  the  faculty.  The  appointment  of  a pro- 
fessor of  general  practice  is  only  a first  step  toward 
this  development.  Without  a clear  commitment  of 
the  entire  school  to  such  a program,  it  cannot  be  more 
than  lip  service. 

There  are  many  reasons  why  physicians  do  not  use 
their  leading  position  in  health  care  to  steer  the  sys- 
tem in  the  direction  that  the  community  wants  it  to 
go.  A very  important  cause  may  he  the  nature  of  the 
societies  in  which  medical  leaders  developed  their 
values.  Medicine,  said  Virchow,  is  a social  science, 
and  politics  really  is  medicine  on  a large  scale.8  So- 
ciety, to  some  extent,  gets  the  politicians  it  deserves. 
And  physicians  can  help  shape  the  society  in  direc- 
tions dictated  by  their  professional  ethics. 

To  quote  White,3  “Just  as  the  individual  clinician 
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uses  science  and  compassion  to  minister  to  the  need 
of  individual  patients,  so  administrators,  managers, 
health  professionals  and  politicians,  need  statistical 
and  epidemiological  compassion  to  organise  and 
evaluate  the  collective  impact  of  the  resources  allo- 
cated to  them  on  the  health  problems  of  the  popu- 
lation they  serve.” 

Compassion  may  not  he  a preeminent  value  in  our 
affluent  world.  It  will  take  more  than  compassionate 
physicians  to  influence  that  deplorable  fact.  This 
does  not  grant  us  a license  to  follow  these  inhumane 
trends  when  we  are  in  a better  position  than  others 
to  oppose  these  trends.  Our  professional  attitudes 
will  remain  a key  element  in  the  delivery  of  medical 
care,  and  thus,  of  an  important  element  of  health  care 
the  world  over. 

Summary 

I have  tried  to  stimulate  an  interest  in  the  direc- 
tions which  we  might  take  as  a consequence  of  ex- 
amining and  comparing  different  health  care  sys- 
tems. For  those  countries  with  limited  resources  and 
expanding  populations,  the  data  gleaned  from  com- 
parative studies  may  prove  invaluable.  For  the  more 
affluent,  there  are  also  lessons  to  learn. 

The  physician  is  still  very  much  in  control  of  the 
health  care  system.  This  is  logical  and  potentially 
beneficial  if  he  is  capable  of  seeing  clearly  his  re- 
sponsibilities at  the  individual  and  social  level,  and 
is  capable  of  acting  accordingly.  In  graduate,  post- 
graduate, and  continuing  education,  generous  at- 
tention should  be  given  to  health  policy  development 
and  health  care  management. 

POR  940 
5000  Ax  Tilburg 
Nederland 
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Discussion 

Chester  M.  Edelmann,  Jr.,  M.D.,  The  Bronx, 
New  York.  We  do  have  time  for  some  discussion, 
if  there  are  comments  or  questions  for  Dr.  Tid- 
dens. 

Question:  You  have  spoken  a good  deal  about  the 
role  of  the  physician  in  the  health  care  delivery  sys- 
tem. In  this  country  there  seems  to  be  more  em- 


phasis on  the  so-called  second-tier  delivery,  such  as 
nurse  practitioners  and  physician  assistants.  What 
is  your  opinion  about  the  role  of  these  people  in 
health  care? 

Dr.  Tiddens:  In  the  first  place,  when  one  looks 
at  the  area  in  which  control  is  most  difficult,  namely, 
in  the  control  of  entry  of  the  patient  into  the  medical 
system,  it  still  has  to  he  proved  that  the  control  of 
costs  and  the  improvement  of  quality  can  be  affected 
by  assigning  second-tier  roles  to  individuals  other 
than  physicians.  This  is  true  in  particular  because 
in  many  countries  there  is  no  longer  a shortage  of 
physicians.  It  was  a shortage  of  physicians,  partic- 
ularly in  the  United  States,  which  led  to  the  search 
for  new  professionals  who  could  be  trained  more 
rapidly.  In  other  countries,  less  privileged,  it  is  al- 
most certain  that  far  better  solutions  could  be  found 
by  making  use  of  individuals  with  specific  training 
determined  by  the  problems  of  the  country  in  which 
they  have  to  work.  To  that  I fully  agree,  but  for  the 
problems  that  we  are  trying  to  deal  with,  I’m  afraid 
it  doesn’t  make  much  of  a difference  whether  it  is  one 
of  these  new  health  professionals  or  the  physician 
who  refers  the  patient  finally  into  the  secondary 
echelon. 

Ruth  Stein,  M.D.,  The  Bronx,  New  York.  I 
wonder  if,  as  you  have  studied  countries  with  dif- 
ferent levels  or  different  ratios  between  physicians 
and  base  populations,  you  have  been  able  to  discover 
in  which  areas  the  medical  profession  has  the  greatest 
impact  in  improving  or  bettering  the  health  of  the 
population?  In  other  words,  in  countries  where  there 
is  a very  high  population  and  few  physicians,  are 
there  certain  things,  certain  diseases,  certain  social 
aspects  of  those  countries,  that  are  improved  by  in- 
creasing the  physician-patient  ratio?  I sense  from 
what  you’ve  said  that  there  are  two  aspects  to  medi- 
cine; one  is  to  provide  bare  essentials  and  the  other 
is  to  provide  certain  comforts.  American  medicine 
is  based  not  only  on  bare  essentials  but  on  certain 
comforts,  and  it  should  be  added  as  well,  that  phy- 
sicians play  a role  in  that. 

Dr.  Tiddens:  The  Kohn-White3  study  went  into 
this  and  although  they  do  not  specifically  state  so 
because  they  can’t  really  prove  it,  it  became  quite 
clear  that  it  is  very  difficult,  very  hard,  to  find  dif- 
ferences in  important  health  data  in  low-  and  high- 
physician  areas.  There  is  a relationship  with  the 
whole  well-being  of  the  country,  with  the  nutritional 
state,  and  so  forth,  but  it’s  very  difficult  to  see  a re- 
lationship unless  that  physician  ratio  goes  down  to 
very  low  levels  and  the  disease  picture  is  one  of  the 
type  that  we  have  known  in  our  part  of  the  world  40 
or  50  years  ago.  Then,  the  role  of  the  physician 
probably  becomes  more  crucial,  although  there  again 
I have  to  refer  to  the  work  of  McKeown8:  it  is  very 
hard  to  prove  that  physicians  are  the  factor  of  crucial 
importance  in  a number  of  improvements  in  health. 
The  second  book  by  McKeown8  has  very  interesting 
data  on  that,  that  again,  the  level  of  material,  re- 
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sources,  and  particularly  of  nutrition,  is  much  more 
important. 

M.  Henry  Williams,  M.D.,  The  Bronx,  New  York. 
My  question  was  very  similar  because  I really  don’t 
understand.  You  will  find  professors  of  health- 
planning and  such  departments  in  schools,  and  I’m 
not  sure  what  they  are  going  to  study  and  what  they 
are  going  to  do;  because  what  are  the  criteria,  other 
than  death,  which  would  be  the  parameters? 

Dr.  Tiddens:  I very  carefully  avoided  mentioning 
outcome.  When  I talked  about  the  Kohn-White3 
study,  the  one  thing  that  I said  was  that  it  is  still  not 
possible  to  really  make  definitive  statements.  I am 
not  so  sure  that  it  is  not  possible  in  many  areas  in  a 
good  discussion  with  peers,  to  finally  develop  at  least 
some  kind  of  criteria,  and  then  see  how  far  these 
criteria  are  being  met  or  not  being  met.  Now  that’s 
different  from  outcome,  but  at  least  it  is  the  begin- 
ning of  studying  what  the  effectiveness  is  of  the 
process.  In  my  country,  for  example,  it  was  found 
while  studying  medical  practice,  paid  for  in  the  form 
of  activity,  that,  two  cardiologists  were  responsible  for 
40  percent  of  the  cost  of  telemetric  electrocardiog- 
raphy for  the  whole  country,  although  their  practice 
area  was,  at  the  most,  400,000  people.  Now,  it’s 
possible  to  go  to  them  and  say:  “Explain  what 

wonders  and  what  miracles  are  you  working,  with 
that  approach?”  Then  it  turns  out  that  you  have 
struck  on  something  which  is  a glaring  misuse  of  fa- 
cilities. So  statistical  studies  and  overall  data,  col- 
lected by  insurance  companies  in  some  countries  like 
the  Netherlands,  have  come  up  with  very  interesting 
data  on  what  is  going  on  in  the  health  care  system.  It 
is  on  the  basis  of  studying  the  differences  that  at  least 
one  gets  indications  of  areas  that  warrant  further 
investigation. 

Katherine  S.  Lobach,  M.D.,  The  Bronx,  New 
York.  I wonder  if  one  of  the  problems  is  in  looking 
at  data  that  are  so  broad  that  they  don’t  get  down  to 
some  of  the  specific  things  where  I think  data  will 
show  that  delivery  of  health  care  specifically  can 
make  a difference.  I’m  thinking  of  such  things  as 
infant  mortality  in  connection  with  prenatal  care, 
delivery  by  trained  personnel,  and  neonatal  intensive 
care,  all  of  which  do  make  differences  in  the  mortality 
rate.  If  you  blend  that  into  the  figure  for  an  entire 
population  it  may  not  show  up,  but  if  you  look  spe- 
cifically you  can  find  things  that  do  make  a differ- 
ence. 

Dr.  Tiddens:  Yes,  but  then  another  approach  is 
needed.  The  sort  of  study  of  Blanpain,4  for  example, 
can  help  you  further  study  a question  like:  is  it  true 
that  the  free  access  to  health  care  leads  to  more  in- 
tensive use,  as  compared  to  systems  in  which  there 
is  some  sort  of  financial  brake.  Now  that’s  signifi- 
cant if  one  studies  countries  with  different  systems 
of  entry,  and  it  becomes  quite  clear,  particularly  in 
the  Netherlands  for  example,  that  that  difference  has 
been  grossly  exaggerated.  It’s  much  lower  than  ex- 
pected. The  type  of  question  which  could  help,  in 


fact  that  is  needed,  for  example,  is  an  indication  of 
what  could  be  effective  government  control.  And 
one  only  gets  a feel  for  that  by  studying  what  happens 
in  countries  that  are  using  different  forms  of  controls, 
and  then  comparing  the  data.  The  interpretation 
is  difficult,  but  at  least  this  sort  of  study  offers  indi- 
cations. What  you’re  saying  is  possible,  but  then  you 
have  to  go  in  depth  in  the  study  of  one  country. 

Question:  I came  a bit  late,  and  maybe  you  cov- 
ered this  before  I came,  but  as  I was  listening  to  you 
speak,  it  seems  you  were  using,  interchangeably,  the 
terms  health  care  and  care  of  the  sick.  I expect  a 
good  deal  of  the  confusion  relates  to  the  fact  that  the 
health  of  the  community  probably  has  very  little  to 
do  with  what  physicians  in  that  community  are 
doing;  whereas  the  care  of  sick  persons  in  that  com- 
munity are  awesomely  influenced  by  the  physicians, 
what  physicians  are  there,  and  what  they  do;  and  the 
measure  in  each  is  quite  different.  I think  it’s  im- 
proper to  condemn  physicians  if  the  health  of  the 
community  isn’t  what  it  ought  to  be,  since  the  factors 
that  go  into  the  health  of  the  community  are  com- 
monly not  within  the  physician’s  control. 

Dr.  Tiddens:  No  that’s  what  I’ve  tried  not  to  do. 
Right  from  the  beginning  I’ve  indicated  I would  try 
to  limit  myself  to  specific  elements  of  medical  care, 
saying  that  the  limitation  is  clear.  But  it’s  equally 
clear  that  the  importance  of  these  elements  of  med- 
ical care  should  be  recognized,  regardless  of  what 
their  significance  for  total  health  is.  It  is  a given  fact 
that  people  like  to  have  this  sort  of  medical  care 
available  to  them,  and  then  the  question  is,  how  can 
one  make  it  available,  and  how  set  the  priorities  for 
the  type  of  medical  care  with  limited  significance, 
and  to  compare  it  with  other  priorities  in  social  sys- 
tems. 

Question  (same  physician):  But  the  measures 
of  the  health  of  a community  are  not  the  most  ap- 
propriate. 

Dr.  Tiddens:  No,  no.  You  have  to  use  other  in- 
dicators to  study  medical  care. 

Seymour  L.  Romney,  M.D.,  The  Bronx,  New 
York.  Hasn’t  the  question  of  health  care  planning 
gone  far  beyond  the  role  of  the  physician,  and  isn’t 
it  largely  a political  issue  more  than  anything  else? 

Dr.  Tiddens:  Oh  that’s  certainly  true,  but  within 
that  discussion  it  is  inevitable  that  the  actual  provi- 
sion of  medical  care  is  a very  practical  issue  that  you 
cannot  ignore,  and  in  fact  it  is  the  issue  which  is 
eat  ing  most  of  the  money. 

Dr.  Romney:  Do  you  think  that  the  physician  can 
influence  that  significantly? 

Dr.  Tiddens:  I think  that  the  physician  can  in- 
fluence that  to  a large  extent,  not  health  of  the  com- 
munity, but  the  use  of  medical  care,  in  particular 
specialist  care,  within  a medical  care  delivery  system. 

I would  even  say  that  the  physician,  at  present,  is  the 
only  one  who  has  a chance  to  influence  that  care,  and 
government  controls,  at  the  very  best,  will  be  very 
crude  and  will  probably  hit  hardest  those  activities 
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that  are  most  effective.  In  trying  to  determine  the 
appropriate  use  of  health  care,  such  a thing  as  the 
control  of  beds,  for  example,  has  only  a limited  effect. 
Control  of  beds,  say  going  down  to  the  4 per  1,000 
norm  that  is  being  used  in  Europe  at  present,  is 
critical  for  those  hospitals  who,  for  years,  already 
have  tried  to  use  their  facilities  in  the  most  appro- 
priate way. 

Stephen  Tolins,  M.D.,  The  Bronx,  New  York.  A 
few  years  ago  in  California,  there  was  a wide  general 
strike  of  physicians,  and  only  emergencies  in  all  areas 
were  cared  for.  It  lasted  almost  four  weeks.  Some 
enterprising  reporters  checked  all  death  statistics  in 
that  time  and  in  the  subsequent  four  weeks,  and 
showed  there  was  a significant  drop  in  death  rate 
during  the  strike  and  a marked  rise  in  death  rate  in 
the  month  following  the  strike.  Have  your  studies 
shown  anywhere  that  too  many  physicians  spoil  the 
broth? 

Dr.  Tiddens:  No,  if  anything,  they  show  that 
there  is  a clear  relationship  between  the  number  of 
physicians  and  some  elective  surgery.  You  have  to 
study  to  determine  whether  that  is  bad  or  good  and 
try  to  find  out  what  it  means. 

Alfred  A.  Angrist,  M.D.,  The  Bronx,  New  York. 
I’m  just  going  to  make  a comment  if  I may.  The 
difficulty  is  that  you  approach  this  in  a logical,  sen- 
sible manner  and  medicine  isn’t  a subject  that  lends 
itself  to  that  and  it’s  all  too  true.  Ot  herwise,  how  can 
you  explain,  and  how  do  you  fit  into  your  scheme  the 
use  of  chiropractors  and  their  constant  expanding 
and  growing  and  becoming  legalized,  really  taking 
over  a good  bit  of  the  practice  of  medicine  in  many 
areas  of  this  country.  In  Upstate  New  York  there  are 
more  such  poorly  qualified  or  unqualified  practi- 
tioners taking  care  of  patients  than  physicians.  Also 
the  indication  is  that  one  of  the  difficulties  in  modern 
medicine  is  that  some  physicians  are  making  too 
much  money.  As  I remember  it,  when  physicians 
were  poorer  in  the  spectrum  of  income  they  were 
giving  much  better  service  to  the  patient  and  gratis 
if  needed.  However  again  ask  how  do  you  fit  that  in 
with  a basketball  player  making  a million  dollars  for 
a couple  of  years?  You  see,  all  of  this  attempt  to  be 
specific  and  logically  and  materialistically  mean- 
ingful in  medicine,  needs  some  other  qualifications 
and  judgment  before  it  can  be  applied.  Health  care 
is  not  one  and  the  same  as  care  of  health. 

Dr.  Tiddens:  I fully  agree,  but  you  have  indicated 
a couple  of  questions  that  can  be  studied  and  in 
particular,  indicated  one  thing  which  I can  say  has 
limited  significance.  That  is,  that  physicians’  fees 


certainly  influence  the  whole  process  when  there  is 
concern  about  costs  of  health  care.  I agree  that  there 
are  many  illogical  things  in  health  care.  On  the  other 
hand,  once  one  has  to  make  political  decisions  on  the 
development  of  social  services,  I think  it’s  our  duty 
at  least  to  try  and  provide  whatever  can  be  provided, 
in  the  way  of  data,  that  can  help  these  decisions. 
Otherwise,  the  decisions  will  be  taken  on  the  basis  of 
all  sorts  of  incomplete  assumptions,  rumors,  or  ac- 
cusations that  may  not  be  at  all  in  the  interest  of  what 
people  really  want  and  need. 

Dr.  Angrist:  I still  think  that  physicians  are 

probably  in  the  best  position  to  organize  care  if  they 
would  be  free  to  just  deal  with  it,  with  a little  less 
regulation  and  more  freedom. 

Dr.  Tiddens:  I fully  agree  but  we  have  to  make 
that  clear  to  politicians. 

Although  it’s  true  that  there  are,  of  course,  many 
influences,  I am  still  maintaining  that  the  crucial 
element  in  the  decision-making  that  can  prevent 
influences  of  the  type  you  describe,  the  unnecessary 
growth  of  the  system,  is  to  get  the  cooperation  of  the 
only  person  capable  of  doing  this,  and  that  is  the 
physician.  I’m  not  really  talking  about  abuse,  but 
about  the  effect  on  us,  who,  in  a time  when  the  sky 
was  the  limit,  have  become  used  to  a whole  series  of 
practices,  about  which  we  don’t  even  know  the  sig- 
nificance, but  which,  in  their  sum  total  lead  to  a fairly 
elaborate  machinery  that  may  be  too  complex. 
Maybe  we  could  produce  the  same  results  in  a 
somewhat  simpler,  more  effective  fashion.  Now 
that’s  a question  that  can  only  be  asked  by  carefully 
looking  at  what  we  are  doing. 

I’m  not  suggesting  a sort  of  general  remedy  for  all 
ills.  The  only  thing  I’m  suggesting  is  that  there  is 
something  we  can  do  ourselves,  even  in  the  New  York 
City  situation  which  I,  until  a couple  of  weeks  ago, 
wasn’t  very  familiar  with.  Having  run  a seminar 
with  Joseph  V.  Terenzio  (president,  United  Hospital 
Fund  of  New  York)  I know  a bit  more  about  it  now. 
Then  again  one  hears  that  the  way  in  which  physi- 
cians contribute  to  decision  making  is  still  a limited 
one  and  could  be  improved  on  considerably  if  orga- 
nizations would  apply  more  attention  to  the  sort  of 
research  or  development  work  which  would  produce 
data,  on  the  basis  of  which  their  advice  can  rest. 
That  again  is  only  one  small  element,  but  it’s  an  im- 
portant element,  and  as  long  as  it’s  neglected,  we,  at 
least  as  a profession,  will  continue  to  wonder  what  we 
can  do. 

Dr.  Edelmann:  I want  to  thank  you  very 

much. 
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Still  More  Principles  of 
Medicine 

ROBERT  MATZ,  M.D. 

Hastings-on-Hudson,  New  York 

The  world  becomes  more  complicated  requiring 
further  principles  to  guide  us. 

Principles 

1.  Rubinstein’s  Rule.  It  is  hard  to  improve  on 
the  asymptomatic  state. 

2.  Mencken’s  Rule.  The  true  physician  does 
not  preach  repentance,  he  offers  absolution. 

3.  A diagnosis  may  be  based  on  the  x-ray  film  or 
the  biopsy  specimen,  but  not  on  the  report. 

4.  Kitman’s  Law7.  The  pen  is  mightier  than  the 
sword:  the  case  for  prescription  rather  than  sur- 
gery. 

5.  Since  the  pharmacologic  actions  of  methadone 
are  qualitatively  identical  to  those  of  morphine  (or 
heroin),  Szasz  has  said  that  methadone  maintenance 
is  akin  to  “treating  addiction  to  scotch  with 
bourbon.” 

6.  Some  people  think  that  medicine  is  just  social 
work  with  prescriptions. 

7.  Everything  seems  darkest  just  before  it  goes 
completely  black. 

8.  If  you  can’t  be  brilliant,  be  careful. 

9.  National  Institutes  of  Health.  We  have 
rooms  full  of  data  untouched  by  human  thought. 

10.  Medicaid  and  Medicare  are  the  greatest 
methods  yet  devised  to  make  the  world  safe  for 
clerks. 

11.  “Malpractice  makes  malperfect.” 

12.  The  Fourth  Principle  of  Intensive  Care. 

Urine  flows  downhill.* 

13.  In  most  situations,  foods  that  agree  with  the 
patient  may  be  eaten;  those  which  do  not,  should  not 
be  eaten. 

14.  Anticipated  events  never  live  up  to  expecta- 
tions. 

15.  A patient  leaving  the  hospital:  “I  got  the  bill 
for  my  surgery.  Now  I know'  why  those  physicians 
were  wearing  masks.” 

16.  Diabetics  have  traditionally  been  taught  to 
“balance”  their  insulin  dose  by  measurement  of  urine 
glucose,  but  the  renal  threshold  for  glucose  has  made 
this  difficult.  The  average  diabetic  has  been  faith- 
fully testing  and  charting  his  urine  for  years,  mainly 

* Matz,  R.:  More  principles  of  medicine,  New  York  State  J. 
Med.  77:  1984  (1977). 


to  please  his  physician  and  partly,  perhaps,  because 
he  believes  that  this  is  the  punishment  he  is  given  for 
contracting  diabetes. 

1 7.  Did  you  ever  have  the  feeling  that  laboratory 
research  rats  have  more  fun  than  you  do? 

18.  Trotter’s  Observation.  We  receive  a new 
idea  in  medicine  about  as  willingly  as  the  body  re- 
ceives a foreign  protein  . . . the  inflammation  about 
each  is  often  highly  visible. 

19.  Hardison’s  Laws. 

A.  The  more  available  and  accessible  a test  or 
procedure,  the  greater  the  indication  to  do  it. 

B.  Webster’s  Third  International  Dictionary 
definition  of  “academic”:  “Very  learned  but  inex- 
perienced in  or  unable  to  cope  with  the  world  of 
practical  reality.” 

C.  The  less  the  indication  for  a test,  the  more 
likely  a positive  result  is  falsely  positive. 

20.  As  to  use  of  thyroid  replacement  in  myx- 
edema, the  best  advice  is  “start  low  and  go  slow.” 

2 1 . Neurosis  is  a communicable  disease. 

22.  Scheinberg’s  Observation.  One  should  not 
equate  a neurosurgical  consultation  with  a Mafia 
contract,  but  the  end  results  are  often  the  same;  a 
hole  in  the  head  and  a dead  body. 

23.  In  any  given  situation,  the  source  of  error  will 
never  be  determined  if  more  than  one  person  is  in- 
volved. 

24.  Ace’s  Rule.  A good  rule  of  thumb  in  the 
matter  of  medical  advice  is  to  take  everything  a 
physician  says  with  a grain  of  aspirin. 

25.  Routine  urine  testing  on  the  wards  emerges 
as  a marginally  more  exact  science  than  palmistry, 
but  not  one  which  could  fairly  be  compared  to  an 
intelligent  game  of  noughts  and  crosses  (tic-tac- 
toe). 

26.  If  things  get  too  bad,  lower  your  expecta- 
tions. 

27.  More  people  are  living  off  cancer  than  are 
dying  of  it. 

28.  The  First  Law  of  Expert  Advice.  Don’t 
ask  the  surgeon  whether  you  need  an  operation. 

29.  0 Lord,  grant  that  we  may  always  be  right, 
for  Thou  knowest  we  will  never  change  our  minds. 

30.  Levenson’s  Observation.  If  medical 
science  has  made  so  much  progress  in  the  last  50 
years,  how  come  I felt  so  much  better  50  years 
ago? 

31.  Training  takes  time,  whether  or  not  anything 
is  learned. 

32.  Osier.  Care  more  for  the  individual  patient 
than  for  the  special  features  of  the  disease. 

33.  Exhaustive  reviews  exhaust  the  reader. 

34.  Hudson.  The  medical  profession  must 
guard  against  perhaps  the  most  dangerous  zealots  of 
all;  those  who  mean  no  harm. 

35.  A.  Being  a patient  in  many  of  our  hospitals 
is  the  equivalent  of  traveling  third  class  on  the  Bul- 
garian railway  system.  B.  On  some  academic 
medical  services  they  draw  so  much  blood  that  the 
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intensive-care  unit  is  referred  as  “Dracula’s 
Castle.” 

36.  In  a hospital,  the  least  efficient  link  in  the 
chain  of  having  an  order  carried  out  always  becomes 
progressively  less  efficient. 

37.  Holmes’  Law.  When  you  have  eliminated 
the  impossible,  whatever  remains,  however  im- 
probable, must  be  the  truth. 

38.  Phinagle’s  Credo.  Science  is  truth.  Don’t 
be  misled  by  facts. 

39.  Terman’s  Law  of  Team  Work.  If  you  want 
a track  team  to  win  the  high  jump,  you  find  one  per- 
son who  can  jump  seven  feet,  not  seven  people  who 
can  jump  one  foot. 

40.  Agnes  Allen’s  Law.  Almost  anything  is 
easier  to  get  into  than  out  of. 

41.  “When  a patient  is  at  death’s  door,  it  is  the 
duty  of  the  doctor  to  pull  him  through.” 

42.  Pauley.  The  only  alternative  is  to  train  two 
kinds  of  physicians  from  the  start,  one  a medical 
scientist  and  the  other  a kind  of  Westernized  bare- 
foot physician.  As  a potential  patient,  the  idea  ter- 
rifies me  because  the  medical  scientists  would  be 
encouraged  to  retreat  even  further  from  their  pa- 
tients into  their  laboratories,  or  behind  a smoke- 
screen of  monitors  and  technologic  wizardry,  while 
the  barefoot  physicians  would  remain  forever  bliss- 
fully ignorant  of  their  own  ignorance  and  constitute 
a menace  to  life  and  limb. 

43.  Speaker  at  grand  rounds.  “I  don’t  mind  if 
you  look  at  your  watches,  but  when  you  hold  them  up 
to  your  ears,  that  hurts  my  feelings.” 

44.  We,  as  teachers,  are  wrong  because  we  teach, 
not  what  we  do,  but  what  we  think  we  ought  to  do. 

45.  More  Murphy’s  Laws: 

A.  A level  surface  tends  to  collect  a mess. 

B.  The  laws  of  probability  may  be  relied  on 
only  when  the  outcome  is  of  no  conceivable  impor- 
tance to  anyone. 

C.  If  the  odds  are  50-50  that  a thing  will  go 
against  you,  9 times  out  of  10  it  will. 

D.  It  is  impossible  to  make  anything  foolproof, 
because  fools  are  so  ingenious. 

E.  Murphy’s  Law  of  Thermodynamics. 
Things  get  worse  under  pressure. 

46.  Fiedler’s  Rule.  The  herd  instinct  among 
academic  physicians  make  sheep  look  like  indepen- 
dent thinkers. 

47.  Levy’s  Fourth  Law.  Eternal  boredom  is  the 
price  of  constant  vigilance. 

48.  Oeser’s  Principle.  There  is  a tendency  for 
the  person  in  the  most  powerful  position  in  a hier- 
archy to  spend  all  of  his  time  serving  on  committees 
and  writing  memos. 

49.  Law  of  Probable  Disposal.  (The  How 
Come  It  All  Landed  On  Me  Law).  Whatever  hits  the 
fan  will  not  be  evenly  distributed. 

50.  The  Law  of  Place.  All  the  best  beds  are 
reserved  for  those  who  have  the  most  money. 


51.  Black’s  Observation.  Around  every  cancer 
there  is  a patient. 

52.  Sex  after  70  is  great,  especially  the  one  in  the 
winter. 

53.  Law  of  Local  Anesthesia.  Never  say 
“oops”  in  the  operating  room. 

54.  Torquemado’s  Law.  When  you’re  sure 
you’re  right  you  have  a moral  duty  to  impose  your  will 
on  anyone  who  disagrees  with  you. 

55.  Ryan’s  Rule.  Make  three  correct  guesses 
consecutively  and  you  will  establish  yourself  as  an 
expert. 

56.  Science  is  a wonderful  thing,  but  it  has  not 
succeeded  in  maximizing  pleasure  and  minimizing 
pain,  which  is  all  we  asked  of  it. 

57.  Diddle’s  Coefficient.  Characterized  as 
changing  things  so  that  universe  and  equation  appear 
to  fit  without  requiring  a change  in  either. 

58.  If  there  were  no  such  thing  as  tennis,  the 
gastroenterologists  would  have  had  to  invent  it. 

59.  White.  The  only  way  for  a rich  man  to  be 
healthy  is  by  exercise  and  abstinence;  to  live  as  if  he 
were  poor. 

60.  Out  in  California  a professor  is  a wise  man 
from  the  East  bearing  slides. 

61.  Electrolyte  imbalance  is  (mercifully)  not  an 
accredited  specialty  in  contemporary  medical 
training,  and  so  most  physicians  and  surgeons  have 
to  make  their  own  decisions  about  hyponatremia. 

62.  Confidence  is  the  feeling  you  have  before  you 
understand  the  situation. 

63.  Egilman’s  Principle.  Studying  liver  mi- 
tochondria to  find  out  about  alcoholism  is  like 
studying  T.N.T.  to  discover  why  countries  fight 
wars. 

64.  Ettore’s  Law.  The  other  line  moves  faster. 
This  applies  to  all  lines;  in  banks,  supermarkets, 
pharmacies,  toll  booths,  and  so  forth.  Don’t  try  to 
change  lines;  the  other  line  will  then  move  more 
quickly. 

65.  Sprague’s  Principle.  Statistics  are  a lot 
like  loose  women,  if  you  fool  around  with  them  long 
enough  they’ll  show  you  anything  you  want  to  see. 

66.  Lubin’s  Law.  If  another  scientist  thought 
that  your  research  was  more  important  than  his,  he 
would  drop  what  he  was  doing  and  do  what  you  are 
doing. 

67.  Law  of  Hospital  Elevators.  Elevators 
traveling  in  the  desired  direction  are  always  delayed, 
and  on  arrival  tend  to  run  in  pairs,  three  of  a kind, 
and  full  houses. 

68.  Vasectomy.  Vasectomy  is  the  kindest  cut 
of  all. 

69.  Wynder’s  Way.  It  should  be  the  function 
of  medicine  to  have  people  die  young  as  late  as  pos- 
sible. 

70.  The  unscientific  humanist  is,  perhaps,  as 
dangerous  as  the  inhumane  scientist. 

71.  The  Golden  Rule.  Whoever  has  the  gold 
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makes  the  rules. 

72.  Burnum’s  “Worried  Sick.”  The  term  “the 
worried  well”  has  long  troubled  me.  As  Richard 
Scott  adds,  “there  must  he  something  the  matter 
with  someone  who  goes  to  see  a doctor  when  there  is 
nothing  the  matter  with  him.” 

73.  Attending’s  Motto.  1 may  have  my  faults, 
but  being  wrong  isn’t  one  of  them. 

74.  Hope  appears  a poor  substitute  for  greater 
knowledge. 

75.  There  is  an  inverse  relation  between  the 
quality  of  services  and  their  cost. 

76.  Consultant.  A consultant  is  an  expert  called 
in  when  nobody  wants  to  take  the  blame  for  what  is 
going  wrong. 

77.  Acheson’s  Law  of  Administration.  A 
memorandum  is  written  not  to  inform  the  reader  but 
to  protect  the  writer. 

78.  Martin’s  Law  of  Drunkenness.  You’re  not 
drunk  if  you  can  lie  on  the  floor  without  holding 
on. 

79.  Truman’s  Law.  If  you  can’t  convince  them, 
confuse  them. 

80.  Finagle’s  Constant.  A multiplier  of  the 
zero-order  term  that  may  be  characterized  as 
changing  the  universe  to  fit  the  equation. 

81.  Seinfeld’s  Saw.  A patient  with  long  periods 
of  asystole  is  referred  to  as  having  “ventricular  am- 
nesia.” 

82.  A new  intensive  care  unit-coronary  care  unit 
is  described  as  “It’s  exactly  what  God  would  have 
built  if  He’d  had  the  money.” 

83.  Mediocre  people  are  always  at  their  best. 

84.  Experience  is  something  you  get  when  you 
were  expecting  something  else. 

85.  House-Officer’s  Comment.  If  I’ve  done 
anything  to  be  sorry  for,  I’m  willing  to  be  forgiven. 

86.  A hospital  ward  with  a large  number  of  el- 
derly patients  was  described  as  the  “costa  geria- 
trica.” 

87.  Rubinstein’s  Observation.  It  takes  a 
healthy  person  to  survive  a full  medical  workup. 
Corollary:  You  can’t  do  everything  on  everybody. 

88.  Donsen’s  Law.  The  specialist  learns  more 
and  more  about  less  and  less  until,  finally,  he  knows 
everything  about  nothing;  whereas  the  generalist 
learns  less  and  less  about  more  and  more  until,  fi- 
nally, he  knows  nothing  about  everything. 

89.  Munnecke’s  Principle.  If  you  don’t  say  it 
they  can’t  repeat  it. 

90.  Uhlmann’s  Razor.  When  stupidity  is  a 
sufficient  explanation,  there  is  no  need  to  have  re- 
course to  any  other. 

91.  All  anesthetic  agents  are  poisons.  Thus,  the 
fewer  the  number,  the  smaller  the  dose,  and  the 
shorter  the  exposure,  the  better. 

92.  Chisholm’s  Law:  You  can  only  cure  retail, 
but  you  can  prevent  wholesale. 

93.  Concerning  the  scientific  Cassandras  and  the 
prophecies  of  doom  secondary  to  further  scientific 


achievement,  the  late  Henry  Miller  used  to  cite  the 
scientific  study  of  the  last  century  that  led  to  the 
inexorable  conclusion  that  New  York  City  would 
soon  beeight  feet  deep  in  horse  manure.  You  can  be 
assured,  as  a scientific  fact,  that  this  is  not  so;  yet. 

94.  Sydenham.  A man  is  as  old  as  his  arte- 
ries. 

95.  You  don’t  have  to  be  nice  to  people  on  the 
way  up  if  you  don’t  intend  to  come  down  again. 

96.  A.  The  first  one  to  respond  is  the  leader. 

B.  Never  be  the  first  to  do  anything. 

97.  Arthritis,  hard  arteries,  indigestion  . . . old 
age  ain’t  for  sissies. 

98.  Gaylin’s  Observation.  The  human  infant 
“is  capable  of  neither  fight  nor  flight,  only  clutch  and 
cling.” 

99.  Matz’s  Rule.  That  is  an  order,  not  to  be 
confused  with  a request. 

100.  Matz’s  Modification  of  Comin’s  Law. 
People  will  accept  your  idea  much  more  readily  if  you 
tell  them  it  was  published  in  th e Journal  of  Clinical 
Investigation  first. 

101.  Parkinson’s  Law'  of  Medical  Research. 

Successful  research  attracts  the  bigger  grant,  which 
makes  further  research  impossible. 

102.  Zimmerman’s  Rule.  Nobody  notices  when 
things  go  right. 

103.  Baruch.  There  are  no  such  things  as  in- 
curables; there  are  only  things  for  which  medicine  has 
not  found  a cure. 

104.  Obesity  Revisited: 

A.  Fat  will  grow  on  you. 

B.  Fat  is  the  density  that  shapes  our  ends. 

C.  It  would  be  easier  to  lose  weight  if  spare 
parts  weren’t  so  readily  available  in  the  refriger- 
ator. 

D.  The  values  of  our  society  are  such  that  “no 
one  can  be  too  rich  or  too  thin.” 

E.  Dieter’s  law.  Food  that  tastes  the  best  has 
the  highest  number  of  calories. 

105.  Jonsen.  To  possess  medical  skills  is  to  be 
able  to  care  for  the  sick.  “Care”  means  being 
“troubled  by  another’s  trouble.” 

106.  Osier.  To  study  disease  without  books  is 
to  sail  an  uncharted  sea,  while  to  study  books  without 
patients  is  not  to  go  to  sea  at  all. 

107.  Dock.  The  most  important  thing  to  re- 
member about  rare  diseases  is  that  they  are  rare. 

108.  Davis’  Basic  Law  of  Medicine.  Pills  to 
be  taken  in  twos  always  come  out  of  the  bottle  in 
threes. 

109.  Roemer’s  Law.  The  rate  of  hospital  ad- 
missions responds  to  bed  availability.  Or,  if  we  insist 
on  installing  more  beds,  they  will  tend  to  get  filled. 

110.  The  Principle  of  Medical  Quackery. 
You  can  fool  some  of  the  people  all  of  the  time,  and 
all  of  the  people  some  of  the  time,  and  from  this  you 
could  make  a good  living. 

111.  If  you  develop  rules,  never  have  more  than 
ten. 
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112.  Law  of  Administrative  Productivity. 

Number  of  secretaries 

. . . X average  typing  speed 

Productivity  = — — - — — 

Number  or  administrators. 

An  interesting  feature  of  this  equation  is  that  when 


the  number  of  administrators  is  zero,  productivity 
becomes  infinite. 

113.  Medical  School  Promotions  Committee. 

Never  have  so  many  done  so  little  for  so  few. 

32  Buena  Vista  Drive 
Hastings-on-Hudson,  New  York  10706 
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History  of  Medicine 


Cupping  in  New  York 
State— 1978 


FIGURE  1 . (A)  T wo  of  patient's  glass  cupping  jars.  (B)  Burn 

sustained  by  patient  while  cupping  for  "chest  congestion.’"’ 
Circular  burn-free  area  of  skin  was  beneath  cup. 


been  applied,  a perfectly  circular  burn-free  area  of 
skin  was  left  beneath  the  cup  (Fig.  IB). 


Historic  review 
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A medical  professional  cannot  help  but  be  amazed 
when  he  finds  ancient  and  supposedly  outdated  and 
discarded  medical  remedies  still  existing  side  by  side 
and  even  in  competition  with  our  modern  instru- 
ment, techniques,  and  drugs.  Cupping  has  not  been 
used  in  this  country  as  a general  remedy  since  the 
early  1900s,  yet  in  an  isolated  Upstate  New  York 
community  of  Russian  immigrants,  it  is  still  practiced 
by  a number  of  their  older  population  for  a limited 
number  of  illnesses. 


Case  report 

A 62-year  old  Russian  female  from  Jordanville, 
New  York,  developed  a “cold  in  her  chest”  and 
shortly  thereafter  presented  second-  and  third- 
degree  burns  which  she  had  sustained  while  having 
cupping  jars  applied  to  her  back  as  therapy.  Her 
sister  performed  the  operation  of  cupping  for  her  by 
first  rubbing  the  inside  of  a glass  cupping  jar  with 
alcohol,  then  igniting  it  with  a flame,  and  finally 
applying  it  quickly  to  the  skin  over  the  affected  part 
(Fig.  1A).  The  air  within  the  cupping  jar  was  im- 
mediately exhausted  and  created  a vacuum,  which 
suc.ked  the  skin  up  into  the  jar.  The  purpose  was  to 
draw  the  blood  from  deep  inside  to  the  surface, 
thereby  relieving  the  congestion  within. 

Because  their  usual  alcohol  supply  was  exhausted, 
the  sister  had  used  gasoline  as  a substitute.  After 
one  cup  had  been  applied,  gasoline  was  accidentally 
spilled  down  the  woman’s  back,  and  the  second 
flaming  cup  ignited  it,  burning  the  right  side  of  her 
back,  shoulder,  and  axilla.  Where  the  first  cup  had 
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Despite  her  burn  the  patient  religiously  main- 
tained that  cupping  was  a safe  and  effective  means 
of  relieving  congestion  of  the  chest.  She  also  claimed 
that  it  gave  relief  from  backaches,  severe  headaches, 
and  other  miscellaneous  pains. 

She  stated  that  a number  of  the  older  population 
in  the  Russian  community  still  resorted  occasionally 
to  cupping.  The  patient’s  sister  even  claimed  that 
it  gave  her  relief  from  the  pain  in  her  chest  associated 
with  an  inoperable  carcinoma  of  the  lung. 

Historic  review 

The  cupping  operation  has  been  in  existence  as  a 
medical  remedy  dating  back  to  centuries  before 
Christ.  Application  of  cups  onto  unbroken  skin  was 
termed  “dry  cupping”  (Fig.  2).  “Wet  cupping”  was 
performed  by  piercing  the  skin  in  one  or  multiple 
places  with  a knife,  razor,  or  lancet  and  then  cupping 
over  the  wounds.  The  vacuum  that  was  created  drew 
the  blood  up  into  the  cup  and  was  a recognized 
method  of  bloodletting. 

The  Egyptians  strongly  believed  in  both  dry  and 
wet  cupping  as  did  Hippocrates  in  the  fourth  century 
B.C.  The  earliest  instrument  used  was  a gourd,  and 
from  this  fruit  was  derived  the  Latin  name  for 
cupping,  “cucurbitula.”  In  these  early  times  it  was 
believed  that  cupping:  diminished  pain,  lessened 
inflammation,  restored  appetite,  strengthened  a 
weak  stomach,  removed  tendencies  to  faint,  drew 
deep-seated  offending  matter  to  the  surface,  checked 
hemorrhages,  promoted  menstrual  evacuations,  ar- 
rested the  tendency  to  purification  in  fevers,  allied 
rigors,  accelerated  natural  repose,  and  in  general 
moderated  the  crisis  of  diseases.1 

Celsus  in  the  first  century  A.D.  used  dry  cups  on 
the  temple  and  occiput  in  cases  of  headache,  dry  cups 


on  the  chest  for  cough  or  pain,  and  dry  application 
on  the  abdomen  for  indigestion  or  abdominal  pain. 
Wet  cupping  was  applied  on  the  groin  and  breasts  in 
cases  of  excessive  menstruation.  He  also  cupped 
animal  bites,  as  a means  of  extracting  poisons,  and 
abscesses,  as  a means  of  extracting  pus  and  evil  hu- 
mors.2 

In  the  Middle  Ages,  magic  and  astrology  became 
important  factors  in  the  cupping  treatment.  Henry 
du  Mondeville,  surgeon  to  King  Philip  of  France, 
wrote  a textbook  of  surgery  in  approximately  1306 
in  which  he  included  detailed  instructions  for 
cupping: 

Never  cup  in  foggy  weather  or  when  the  south  wind 
blows.  The  humors  are  most  abundant  at  full  moon, 
so  cup  then.  Cup  over  the  navel  to  reduce  a hernia; 
cup  over  the  liver  if  the  right  nostril  is  bleeding;  over 
the  spleen  if  the  left  nostril  is  bleeding;  over  both  the 
liver  and  spleen  if  both  nostrils  are  bleeding.  Cup  on 
the  path  of  a renal  stone  coming  down  to  the  bladder  a 
little  below  the  pain  so  as  to  draw  the  stone  down- 
wards. When  cupping  the  occiput  (for  headache) 
throw  cold  water  in  the  face  so  as  to  send  back  the  spir- 
its (toward  the  cup).2 

In  the  sixteenth  century  Ambroise  Pare  invent- 
ed a variety  of  cups  and  was  the  first  to  introduce  a 
mechanical  scarifier.  This  was  a box  that  contained 
many  round  sharp  wheels  that  could  be  made  by  a 
key  to  strike  the  skin  simultaneously  causing  multi- 
ple small  linear  incisions  (Fig.  3). 

Lorenz  Heister,  M.D.,  in  the  eighteenth  century 
was  the  first  to  use  the  mechanical  scarifier  in  wet 
cupping.  He  used  16  blades  in  a cubical  brass  box 
with  a spring  that  would  release  the  blades  all  at  once. 
However,  he  stressed  the  dangers  of  scarification  and 
recorded  cases  of  patients  whom  he  thought  had  been 
infected  with  leprosy  and  the  pox  by  use  of  a common 
scarifier  with  cupping.2 

As  time  passed,  the  practice  of  both  wet  and  dry 
cupping  continued  relatively  unchanged.  Brass  cups 
and  horns  were  used,  but  glass  cups  became  the  most 
popular.  They  were  neat,  clean,  and  light,  and  al- 
lowed the  operator  to  see  the  skin  being  drawn  up 
into  the  glass  and  the  amount  of  blood  being  re- 
moved. They  were  most  commonly  bell-shaped  with 
a wide  base  and  narrow  neck. 

A number  of  methods  were  used  to  expel  the  air 
from  the  glass  cups.  One  way  was  to  throw  pieces  of 
lighted  flax  or  paper  into  the  glass  and  turn  it  quickly 
over  onto  the  designated  area.  This  method,  how- 
ever, had  the  disadvantage  of  sometimes  scorching 
the  patient  with  the  hot  and  burning  ash  as  it  fell  on 
the  skin.3  A better  method  was  to  introduce  into  the 
cup  a torch  or  spirit  lamp.  It  took  skill  and  experi- 
ence not  to  heat  the  rim  of  the  cup  unduly,  thereby 
burning  the  skin  where  the  cup  was  applied.  A third 
method  of  expelling  the  air  from  the  cup  was  to  use 
an  exhausting  syringe,  and  around  the  late  nine- 
teenth and  early  twentieth  century  a multitude  of 
different  cupping  apparatuses  were  invented  using 
this  concept.  They  combined  the  scarifier,  vacuum 
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FIGURE  3.  Cups  and  scarifiers  designed  by  Ambroise  Pare 
( 1 63 1 ).2 


processes,  and  glass  into  one  device  which  allowed  the 
skin  to  be  raised,  scarified,  and  the  blood  abstracted 
in  a single  operation.  However,  these  apparatuses 
were  unwieldly  because  of  their  heaviness,  and  un- 
reliable because  of  a tendency  of  their  valves  to  stick. 
In  general,  none  really  improved  on  the  simple  glass 
cupping  method.4 

Cupping  persisted  through  the  nineteenth  century, 
but  it  was  apt  to  be  delegated  mostly  to  bath  atten- 
dants or  to  specially  retained  “cuppers”  hired  by  city 
hospitals.  One  of  the  most  detailed  accounts  of  the 
practical  aspects  of  cupping  appears  in  a treatise  on 
cupping  written  by  Thomas  Mapleson,  cupper  at  the 
Westminister  Hospital  in  1813. 

If  sixteen  or  twenty  ounces  (of  blood)  are  ordered, 
four  glasses  of  a size  adapted  to  the  surface  will,  in 
most  cases,  be  required.  Each  glass  is  then  separately 
to  be  held,  for  an  instant  over  the  flame  of  the  burning 
lamp,  and  immediately  placed  upon  the  skin  of  the  pa- 
tient. . . . If  dry  cupping  be  only  intended,  the  glass 

may  be  allowed  to  remain  on  the  skin  for  a few  mo- 
ments, and  replaced  five  or  six  times  varying  their  po- 
sition a little,  to  prevent  bruising  of  the  skin.  If  the  in- 
tention be  to  scarify  and  take  away  blood,  the  glass 
ought  not  to  remain  more  than  a minute,  then  it  is  to 
be  removed  by  gently  introducing  a nail  of  the  forefin- 


ger under  the  edge,  and  the  scarificator  instantly  ap- 
plied and  discharged  upon  the  skin,  before  the  tumor 
has  had  the  time  to  subside.  Upon  the  rapidity  or 
slowness  with  which  the  application  of  the  scarificator 
succeeds  the  removal  of  the  glass  depends  all  the  suf- 
ferings of  the  patient.  If  the  patient’s  skin  has  com- 
pletely subsided  before  the  stroke  of  the  instrument, 
much  unnecessary  pain  is  inflicted.1 

Many  explanations  as  to  the  mode  of  action  of 
cupping  were  attempted,  hut  most  were  enveloped 
in  vagueness  and  theory.  George  Knox,  cupper  at 
the  Westminister  Hospital  after  Mapleson  com- 
mented as  follows: 

Its  activity  in  any  part  is  rationally  accounted  for  on 
the  principle  promulgated  in  the  old  adage,  that  “Na- 
ture abhors  a vacuum.”5 

Some  cuppers  were  firm  believers  in  the  theory 
of  counterirritation.  This  was  the  belief  that  cup- 
ping when  applied  to  the  surface  of  the  body  would, 
by  its  own  irritating  action,  relieve  irritation  of  the 
underlying  deeper  structures.  Hare6  states  in  his 
Textbook  of  Practical  Therapeutics  in  1892: 

It  has  been  thought  that  the  method  of  counterirri- 
tation savors  of  the  doctrine  “like  cures  like”;  but  in  re- 
ality it  is  based  on  sound  physiological  laws.  The  en- 
tire basis  for  employment  of  counterirritation  rests 
upon  reflex  action,  or  the  conduction  of  a nerve  im- 
pulse to  a center,  which  when  so  stimulated,  sends  out 
an  impulse  to  the  part  of  the  body  which  is  diseased  . . . 
resulting  in  favorable  circulatory  or  trophic  changes  in 
the  underlying  organs  . . . Since  visceral  irritation  af- 
fects a definite  area  of  the  skin,  a counterirritant  ap- 
plied to  that  surface  area  will  affect  the  corresponding 
internal  organ. 

Others  such  as  White7  had  no  special  theory  as  to 
the  mode  of  action  of  cupping  but  he  summed  up  his 
thoughts  on  the  subject  in  the  Medical  Record  in 
1889: 

As  to  the  mode  of  operation  therapeutically,  I have 
no  special  theory.  Sometimes  the  action  seems  to  be 
by  lessening  the  air-pressure  on  the  tissue  which  covers 
the  superficial  capillaries,  consequently  relieving  the 
underlying  congested  area;  sometimes  it  accords  with 
our  milder  sedatives;  sometimes  the  process  seems  to 
be  wholly  by  mentality,  like  the  (old)  cure  for  the  tooth- 
ache, namely,  put  some  red  pepper  in  your  eye  and  you 
will  think  so  much  about  that  eye  that  you  will  forget 
about  the  tooth. 

After  2,000  years  of  measured  success  as  a gener- 
al panacea,  cupping  became  subject  to  increasing 
criticism  in  the  late  nineteenth  and  early  twentieth 
centuries.  In  an  age  of  more  modern  medical  dis- 
coveries it  was  regarded  solely  as  a method  by  which 
to  impress  the  mind  of  a susceptible  patient. 

More  and  more  physicians  discarded  the  old 
practice.  However,  dry  cupping  continued  to  be 
carried  on  as  a household  remedy  for  colds,  chest 
congestion,  and  aches  and  pains,  and  was  passed  on 
from  family  to  family.  In  1919  Welsh8  wrote: 

One  who  enters  the  homes  of  the  lower  East  Side  in 
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New  York  as  a visiting  nurse  is  struct  with  the  almost 

universal  custom  of  cupping  for  acute  respiratory  dis- 
ease. 

One  year  later  Epstein9  wrote  that  during  the  in- 
fluenza epidemic  in  New  York  City,  it  was  “hard  to 
find  a living  human  being  whose  chest  had  not  been 
cupped  either  as  a prevention  or  as  a cure  for  in- 
fluenza or  pneumonia.”  Very  few  reports  on  cupping 
can  be  found  after  1920.  An  incidence  of  cupping 
was  reported  in  France  in  19492  and  in  Baltimore  in 
1962, 10  but  in  general  cupping  had  succumbed  to 
modern  instruments,  techniques,  and  drugs. 

Why  had  cupping  survived  through  so  many 
centuries?  Was  it  merely  an  effective  faith-based 
placebo  or  was  there  some  other  unknown  foundation 
for  its  measured  successes?  Modern  placebo  re- 
search has  shown  us  that  pain  can  be  satisfactorily 
relieved  in  35  percent  of  patients  given  a placebo  with 
the  stated  intention  that  it  will  relieve  their  pain.11 
There  is  also  a remarkable  similarity  between 
cupping  and  several  controversial  techniques  in  use 
today.  Acupuncture  is  as  ancient  an  art  as  cupping 
and  has  had  much  publicity  in  recent  years.  The 
mode  of  action  like  that  of  cupping  is  unknown,  al- 
though some  researchers  believe  its  success  may,  for 
the  most  part,  be  secondary  to  a placebo-like  effect.12 
Reports  on  transcutaneous  nerve  stimulation  for 
relief  of  pain  found  in  recent  medical  literature 
closely  resemble  the  case  reports  on  cupping  in  the 
late  1800s  in  their  description  of  the  mode  of  action: 
“The  exact  mechanism  of  action  of  transcutaneous 
stimulation  or  how  it  interferes  with  preception  or 
modifies  the  interpretation  of  painful  sensation  is  not 
well  understood.”13 

Certainly  cupping  did  not  have  all  the  restorative 
powers  to  which  it  laid  claim.  However,  it  cannot  be 
totally  dismissed  as  a medical  fraud.  Cupping  did 
relieve  some  human  suffering.  This  can  be  attested 
to  by  the  numerous  case  reports,  most  from  the  1800s, 
proclaiming  its  success.14-18  Whether  it  worked 
through  some  nerve-mediated  reflex  action  or  just  by 
positively  affecting  the  minds  of  susceptible  believ- 
ers, it  has  definitely  played  a major  role  in  the  history 
of  medicine. 


Summary 

A case  of  a burn  sustained  while  cupping  for  chest 
congestion  has  been  presented.  A number  of  older 
persons  in  the  Russian  community  of  Jordanville, 
New  York,  still  resort  to  cupping  occasionally  and 
believe  in  its  effectiveness.  An  historic  perspective 
of  cupping  is  reviewed.  Although  it  did  not  have  the 
curative  powers  some  people  believed  it  to  possess, 
cupping  may  have  had  some  benefit  by  a placebo 
effect  or  other  unknown  modes  of  action  or  possible 
nerve-mediated  responses. 
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Oliver  Wendell  Holmes,  Sr.,  M.D.,  is  an  important 
figure  both  in  the  history  of  medicine  and  in  the 
history  of  American  literature.  He  is,  in  fact,  the 
only  American  physician  who  occupies  a permanent 
place  in  the  history  of  both  fields.  It  is  not  well 
known,  however,  precisely  how  Holmes’s  medical 
knowledge  affected  his  literary  writings  and,  more- 
over, how  his  medical  writings  were  influenced  by  his 
literary  background.  It  would  therefore  be  of  value, 
while  reviewing  the  highlights  of  Holmes’s  accom- 
plishments in  both  fields,  to  describe  how  his  medical 
training,  including  his  clinical  training  abroad,  per- 
meated his  literary  writings.  And  it  would  be 
worthwhile  to  point  out  that  his  medical  writings, 
reciprocally,  were  significant  not  only  for  their 
medical  value  but  for  their  literary  qualities  as 
well. 

Medical  training  and  early  publications 

Holmes  was  born  in  1809  into  a family  whose  an- 
cestors had  distinguished  themselves  in  both  the  field 
of  medicine  and  the  field  of  literature.  On  each  side 
of  the  family  there  had  been  a surgeon.1  On  his 
mother’s  side,  he  was  a descendant  of  Anne  Brad- 
street  (c.  1612  to  1672),  the  first  noteworthy  Ameri- 
can poet.2 


Holmes  attended  Harvard  University  and  in  1829 
graduated  as  class  poet.1  Shortly  after,  he  wrote  a 
famous  poem,  “Old  Ironsides,”  in  which  he  per- 
suaded the  U.S.  government  to  save  the  war  vessel, 
Constitution  (1812),  from  being  destroyed.2  During 
1831  to  1832  the  New  England  Magazine  carried  his 
first  version  of  The  Autocrat  of  the  Breakfast- 
Table.2  As  for  his  medical  pursuits,  in  1830  he  had 
begun  to  study  under  five  physicians  who  were  “with 
the  Massachusetts  Medical  College  (later  the  Har- 
vard Medical  School).”2 

Before  taking  his  medical  degree  in  1836,  Holmes, 
in  1833,  on  the  advice  of  James  Jackson,  M.D.,  one 
of  his  Harvard  professors,  went  to  Paris  for  advanced 
clinical  training.2*3  Paris  in  the  1830s  was  the  mecca 
of  the  medical  world,  the  Ciuitas  Hippocratica  for 
students  of  the  healing  arts.3*4  There  he  trained 
under  notable  physicians  and  surgeons,  including 
Pierre  Louis,  M.D.,  Baron  Guillame  Dupuytren, 
M.D.,  Alfred  Velpeau,  M.D.,  and  Gabriel  Andral, 
M.D.3-6  Holmes  in  his  Paris  training  had  learned, 
too,  of  certain  psychologic  and  medical  theories  that 
the  American  would  later  develop  in  his  medical  es- 
says or  incorporate  into  his  literary  works.  “Andral 
speculated,  for  instance,  on  the  possibility  of  hered- 
itary characteristics  and  weaknesses;  he  perceived  a 
relationship  between  sex  and  hysteria,  and  between 
neuroses  and  certain  diseases — notions  that  appear 
later  in  Holmes’s  ‘medicated’  novels.”1  Holmes  also 
acquired  expertise  with  the  stethoscope,  which  had 
been  invented  less  than  two  decades  before  by  Rene 
Laennec,  M.D.,  one  of  Louis’  teachers,  and  which 
later  figures  in  the  writer’s  own  works.  Holmes  also 
had  opportunities  to  perform  surgical  operations  on 
cadavers,  to  examine  all  kinds  of  morbid  specimens, 
and  to  study  cases  of  various  mental  disorders.5 
Again,  Holmes’s  exposure  to  cases  of  mental  distur- 
bances must  have  left  an  indelible  impression  on  his 
mind  since  his  later  novels  are  saturated  with  this 
particular  subject  matter. 

All  in  all,  the  experience  Holmes  had  acquired  in 
Paris  was  to  prove  immeasurably  beneficial  to  him 
throughout  his  medical  career.  At  the  same  time  he 
would  be  a transmitter  of  Parisian  medical  science 
to  the  United  States.  As  with  other  physicians  be- 
fore him  who  had  gone  abroad,  and  perhaps  even 
more  so  than  most,  he  was  to  play  an  invaluable  role 
in  the  “transatlantic  diffusion”  of  European  medi- 
cine. For  the  next  50  years,  in  his  medical  writings 
as  well  as  in  his  literary  works,  in  his  practice, 
teaching,  and  in  his  letters,  Holmes  would  be  “dis- 
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seminating”  what  he  had  learned  in  Paris  to  his 
readers,  to  patients,  students,  and  to  colleagues.5 

Medicai  essayist,  physician,  instructor,  verse 
writer 

After  two  and  one-half  years  of  intensive  study, 
Holmes  returned  to  the  United  States  where  in  1836, 
after  completing  his  examinations,  he  received  his 
medical  degree  from  Harvard.2  That  year,  also,  he 
won  a Boylston  Medical  Prize  for  an  essay  he  wrote 
on  the  use  of  the  stethoscope.  Both  the  content  as 
well  as  the  lucid  and  vivid  style  of  his  essay  contrib- 
uted to  his  winning  the  prize.1 

In  1836,  Holmes  opened  his  office  as  a practicing 
physician.  In  the  field  of  literature,  the  year  1836, 
too,  was  a prolific  one  for  him:  the  American 

Monthly  Magazine  carried  four  new  poems  by 
Holmes;  he  became  Phi  Beta  Kappa  poet  at  Harvard; 
and  his  verses  appeared  in  a volume  entitled  Poems. 2 
In  early  1838,  he  was  elected  a member  of  the 
American  Academy  of  Arts  and  Sciences  in  Boston, 
a rank  that  gave  evidence  of  the  recognition  he  was 
gaining  in  both  fields.2 

Holmes  maintained  his  medical  practice  for  about 
12  years,  yet  his  primary  interest  was  teaching  and 
research  rather  than  private  practice.  He  wrote 
three  prize-winning  essays  that  were  well  researched, 
and  lucidly  and  convincingly  presented.  They  were 
published  in  1838  as  Boylston  Prize  Dissertations. 1>2 
In  1838,  too,  Holmes  began  teaching  at  the  Tremont 
Medical  School  where  he  gave  instruction  on  “anat- 
omy, surgical  anatomy,  physiology,  pathology,  and 
the  use  of  the  stethoscope  and  principles  of  auscul- 
tation . . . ,”7  At  a later  date  he  also  taught  a course 
in  the  use  of  the  microscope.  Holmes,  in  fact,  “was 
one  of  the  first  teachers  of  medicine  in  America  to 
introduce  his  students”  to  this  instrument.1 

Holmes  wrote  an  essay  in  1843,  “The  Conta- 
giousness of  Puerperal  Fever,”  in  which  he  “first 
ventured  to  declare  clearly  methods  of  prevention” 
of  a disease  then  causing  an  alarming  number  of 
deaths  among  women  in  childbed.8  As  for  the  lit- 
erary merit  of  Holmes’s  essay,  “no  one  before  Holmes 
had  clothed  the  damning  facts  in  persuasive  elo- 
quence, informed  by  passionate  indignation  and 
unshakable  conviction.”1  This  essay,  termed  “a 
medical  classic,”3  a significant  part  of  our  medical 
history  on  asepsis,  is  “generally,  and  justly,  regarded 
as  Holmes’s  most  important  single  contribution  to 
medical  science.”3’9 

In  1846  Holmes  played  a part,  if  only  indirectly,  in 
one  of  the  most  significant  events  in  American 
medical  history:  the  discovery  of  surgical  anesthesia. 
William  T.  G.  Morton  (1819  to  1868),  a dentist,  with 
an  inhaler  he  produced,  demonstrated  in  surgical 
operations  on  October  16  and  17,  1846,  performed  by 
the  noted  -John  Collins  Warren,  M.D.,  before  physi- 
cians ni.  Massachusetts  General  Hospital,  the  efficacy 
of  sulphuric  ether  as  a general  anesthetic.10  Henry 
J.  Bigeluw,  M.D.,  one  of  the  surgeons  at  the  hospital, 


who  had  studied  under  Holmes  and  who  had  wit- 
nessed the  event,  wrote  an  account  of  the  discovery. 
On  November  2,  he  read  the  report  to  Holmes, 
probably  to  seek  an  opinion  of  its  literary  merit  as 
well  as  of  its  significance  as  a medical  event.  With 
additions,  Bigelow’s  announcement  to  the  world 
appeared  on  November  18,  in  the  Boston  Daily  Ad- 
vertiser and  in  the  Boston  Medical  and  Surgical 
Journal.1’8  On  November  21,  Holmes  wrote  to 
Morton,  suggesting  the  terms  “anaesthesia”  and 
“anaesthetic.”1  This  was  the  first  time  that  the  term 
“anaesthesia”  was  applied  to  ether  surgery  instead 
of  the  name  “letheon”  that  Morton  had  given  it.1’6 

Poet,  dean,  AMA  delegate,  professor 

Although  devoting  most  of  his  time  to  medicine, 
Holmes  still  managed,  now  and  then,  to  write  verse. 
Two  poems,  especially,  show  the  influence  of  medi- 
cine on  his  poetry:  “Extracts  from  a Medical  Poem: 
The  Stability  of  Science,”  presented  at  a Massa- 
chusetts Medical  Society  meeting  in  1843,  and  “The 
Stethoscope  Song,”  written  in  the  late  1830s,  al- 
though not  published  until  1849. 2 The  latter  poem 
reflects  his  Parisian  experience  with  the  stethoscope, 
the  use  of  which  there  was  an  indispensable  part  of 
Louis’  teaching.  The  poem  has  a lively  beat  and  a 
merry  self-mockery.  In  it,  Holmes’s  self-important 
hero  is  out  to  impress  all  with  his  stethoscope.  A 
spider  and  two  flies  appear  unexpectedly,  producing 
diagnostic  effects  at  once  alarming  and  hilarious. 
French  phrases  and  medical  terms  add  to  the  fun. 
What  contributes  to  the  comedy  is  the  fact  that  the 
“new-fashioned  toys”  he  makes  fun  of  when  over- 
valued are  his  very  own.11 

Holmes,  in  1847,  became  dean  of  Harvard  Medical 
School,  a post  he  held  for  six  years.3  On  November 
3,  1847,  Holmes  delivered,  by  request,  “An  Intro- 
ductory Lecture”  to  mark  the  school’s  official  open- 
ing for  the  term;  it  was  afterwards  printed.2  Hol- 
mes’s address  was  fundamentally  the  expression  of 
its  author’s  respect  for  his  profession.  He  took  the 
occasion  to  discuss  the  function  of  the  newly  founded 
AMA  (American  Medical  Association),  to  which  he 
had  gone  as  a delegate.1  Representatives  of  medical 
schools  and  medical  societies  had  met  on  May  5,  in 
Philadelphia,  to  organize  the  AMA.12  Holmes  had 
been  appointed  chairman  of  the  AMA’s  committee 
on  medical  literature.13 

It  was  in  1847  that  Holmes  not  only  became  med- 
ical dean,  but  also  became  Parkman  Professor  of 
Anatomy  and  Physiology  at  Harvard  Medical  School, 
a position  he  held  for  35  years.  He  was  a devoted  and 
enthusiastic  teacher  who  was  deeply  aware  of  the 
professor’s  obligation  as  well  as  his  privilege. 
Moreover,  his  thoroughly  humanized  knowledge  plus 
his  wit  acted  as  a fortress  against  ennui.  Indeed,  “he 
was  a delightful  lecturer,  an  excellent  demonstrator; 
and  his  wit,  fund  of  general  knowledge,  and  inter- 
esting anecdotal  method  of  presentation  made  him 
a favorite  among  students.”3  It  was  surely  Holmes’s 
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literary  gifts  that  enabled  him  in  his  lectures  of 
“description,  analysis,  simile,  anecdote,  harmless 
pun,”  as  one  individual  recollected,  to  “clothe  the  dry 
bones  with  poetic  imagery  . . . .”14’15 

Lyceum  lecturer  and  professional  literary 
author 

Holmes  had  been  an  occasional  lyceum  lecturer  for 
more  than  a decade,  although  it  was  not  until  the 
early  1850s  that  he  lectured  more  often.  The  lyceum 
“was  an  institution  of  extraordinary  popularity, 
through  which  the  best  minds,  in  a period  of  intel- 
lectual and  spiritual  flowering  in  American  letters  . . . 
displayed  themselves  on  the  lecture  platform  to  the 
delight  and  profit  of  insatiable  audiences.  Emerson 
and  Lowell  endured  much  in  meeting  and  influencing 
large  numbers  of  the  American  public  . . . through 
this  medium.  Holmes  . . . was  also  in  great  de- 
mand.”14 In  1853  Holmes  was  asked  to  deliver  the 
annual  lectures  at  the  Lowell  Institute.  In  this 
highly  prestigious  lecture  series,  he  spoke  on  medi- 
cine, literature,  including  English  poets  of  the  nine- 
teenth century,  and  travel.  Moreover,  since  1851 
Holmes  had  been  writing  Harvard  class  poems  for 
each  annual  meeting  and  continued  to  do  so  until 
1889.2 

Although  Holmes,  during  his  years  in  the  medical 
profession,  had  also  been  writing  familiar  and  occa- 
sional poems  or  vers-de-societe,  a genre  demanding 
metrical  skill  and  polish,  a light  touch,  and  humor 
blended  with  pathos,  he  was  not  nationally  known. 
Only  with  the  publication  of  a major  literary  work, 
The  Autocrat  of  the  Breakfast-Table,  when  he  was 
nearing  50,  did  he  become  a professional  author.16 
His  essay,  first  published  25  years  before  in  the  New 
England  Magazine,2  presented  an  imaginary  version 
of  his  autocratic  rule  over  the  breakfast-table  con- 
versation at  his  boarding  house.  Holmes  took  up 
this  design  again  in  the  serial  publication  of  the  Au- 
tocrat for  the  Atlantic  Monthly  inl857,2  but  now  he 
had  perfected  the  role  of  the  convivial,  witty,  urbane 
Brahmin  intellectual  so  well  exemplified  in  the 
character  of  the  Autocrat  who  was,  no  doubt,  an  ex- 
tension of  Holmes  himself.  The  framework  is  a 
conversation,  often  dominated  by  the  Autocrat;  the 
gay,  witty,  and  wise  talk  covers  a wide  range  of 
subjects,  including  science.  In  combining  narrative 
with  verse,  Holmes  developed  what  was  almost  a 
distinct  genre  as  he  presented  conversations,  told 
stories,  and  engaged  in  monologue.  Scattered 
throughout  the  Autocrat  are  some  of  Holmes’s  most 
famous  poems,  among  them,  “The  Deacon’s  Mas- 
terpiece,” and  “The  Chambered  Nautilus.”16  An- 
other noteworthy  poem  is  “The  Living  Temple,”16 
called  by  one  of  the  personalities  in  the  group,  “The 
Anatomist’s  Hymn,”  which  illustrates  Holmes’s  sense 
of  wonder  at  the  human  body,  particularly  his 
aesthetic  delight  in  its  unique  order  and  sym- 
metry. 

The  fact  that  the  Autocrat  was  well  received,  and 
when  subsequently  brought  out  in  book  form  in  1858 


sold  well,  prompted  Holmes  to  bring  out  The  Pro- 
fessor at  the  Breakfast-Table  in  1860,  with  the 
dominating  character,  a doctor  of  medicine.16  In 
18 7 2,  The  Poet  at  the  Breakfast-Table  appeared.16 
The  link  between  Holmes,  the  man  of  imagination, 
and  Holmes,  the  physician,  is  especially  evident  in 
the  1857  and  1860  series  in  which  certain  psychologic 
theories,  some  of  which  had  been  part  of  the  lectures 
during  his  Paris  training,  are  woven  into  his  essays: 
the  concept  of  what  would  now  be  designated  as  a 
conditioned  reflex,  the  idea  of  particular  hereditary 
characteristics  which  may  result  in  such  personality 
disorders  as  schizophrenia,  and  the  significance  of 
environment  and  conditioning  in  the  formation  of 
human  character. 

“Medicated”  novels 

Holmes,  the  medical  man,  and  Holmes,  the  literary 
author,  are  also  intertwined  in  his  three  so-called 
“medicated”  novels,  Elsie  Venner  (1860  to  1861), 
The  Guardian  Angel  (1867),  and  A Mortal  Antipa- 
thy (1885). 16  From  a strictly  literary  viewpoint,  they 
are  among  the  weakest  of  his  productions.  Y et,  de- 
spite their  flaws,  they  were,  as  works  of  fiction,  pi- 
oneering endeavors  in  the  presentation  of  such  the- 
ories as  hereditary  traits,  prenatal  influence,  and 
psychic  trauma  or  fixations;  and,  here,  in  their  rela- 
tionship to  the  issue  of  moral  responsibility.  In  each 
novel,  the  main  character,  who  serves  as  a vehicle  for 
the  dissemination  of  Holmes’s  ideas,  is  psychologi- 
cally scarred  because  of  either  a shock  or  traumatic 
experience  from  childhood  or  because  of  inherited 
traits;  each  is  attended  by  a physician  who  interprets 
the  illness  and  thus  helps  the  patient.  The  influence 
of  Holmes’s  Paris  training  is  again  apparent  here 
since  certain  phenomena  evident  in  the  novels,  such 
as  the  connection  between  sexuality  and  hysteria 
(which  was  not  favorably  received  in  his  day),  and  the 
neurotic  manifestations  of  some  diseases,  had  been 
discussed  by  Andral  years  before.  Holmes’s  interest 
in  the  relationship  of  psychologic  processes  to  bodily 
functions  resulted  in  the  development  and  incorpo- 
ration into  his  fiction  of  such  theories  as  the  psychic 
“unconscious”  (he  used  this  precise  term),  the  free 
association  of  ideas,  physical  symptoms  of  mental 
disturbances,  and  the  recognition  of  the  existence  of 
several  personalities  in  one  individual. 

In  the  1940s,  Oberndorf,17  a former  clinical  pro- 
fessor of  psychiatry  at  Columbia  University,  wrote 
The  Psychiatric  Novels  of  Oliver  Wendell  Holmes 
in  which  he  states  that  the  three  works  “present  es- 
sentially in  fictional  form  complex  psychiatric  sit- 
uations.” Oberndorf  focuses  exclusively  on  the 
psychiatric  aspects  of  each  plot  so  that  Elsie  Venner 
is  shown  to  be  the  story  of  a schizophrenic  girl,  The 
Guardian  Angel,  a portrait  of  multiple  personality, 
and  A Mortal  Antipathy,  t he  study  “of  a compulsion 
type  of  morbid  fear”  or  gynephobia.1 ' Whether  or 
not  Holmes  was  a precursor  of  Freud,  as  Oberndorf 
claims,  is  open  to  debate.  But  it  is  clear  that  one  of 
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his  main  purposes  in  writing  these  novels  was  to  show 
that  his  fictional  characters  who  exhibited  abnor- 
malities beyond  their  control  deserved  under- 
standing and  medical  treatment  rather  than  the 
moral  condemnation  so  facilely  accorded  them  by 
society.  In  bringing  into  focus  the  need  for  under- 
standing the  interrelationship  of  mind  and  body, 
Holmes  was,  at  any  rate,  addressing  the  needs  of  his 
times. 

Other  writings 

The  issue  of  moral  responsibility  presented  in 
Holmes’s  novels  was  also  expounded  in  a Phi  Beta 
Kappa  lecture,  Mechanism  in  Thought  and  Morals, 
delivered  at  Harvard  in  1870  and  published  in  book 
form  in  early  1871. 2 In  brief,  he  states  that  absolute 
freedom  of  the  will  cannot  exist  because  of  various 
unconscious  processes  that  are  continually  modifying 
the  individual’s  conscious  behavior.  Holmes  deliv- 
ered another  lecture  in  the  early  1870s  on  “The 
Physiology  of  Verse,”  first  published  January  7, 1875, 
in  the  Boston  Medical  and  Surgical  Journal.  Here 
Holmes  finds  a relation  between  the  laws  of  versifi- 
cation and  the  laws  of  respiration  and  the  pulse:  the 
rhythms  of  poetry  are  related  to  our  own  heart 
beats. 

Conclusion 

Holmes  retired  as  medical  professor  in  1882.  In 
1883,  he  published  two  volumes  of  essays,  Medical 
Essays  1842-1882,  and  Pages  from  an  Old  Volume 
of  Life, 16  and,  also,  on  request  wrote  a biography  of 
the  late  Ralph  Waldo  Emerson  for  the  noted  Amer- 
ican Men  of  Letters  Series.  In  1883  there  was  a re- 
ception for  Holmes  in  New  York  City,  the  main  event 
a dinner  at  Delmonico’s  at  which  some  200  New  York 
physicians  attended  to  “pay  their  respects  to  the 
most  versatile  member  of  their  profession.”1  In 
1886,  Holmes  traveled  abroad  where  he  received 
honorary  doctoral  degrees  from  Oxford,  Cambridge, 
and  Edinburgh  Universities,1-2  one  of  the  very  few 
Americans  to  win  these  three  honors.  The  following 
year,  Holmes’s  Our  Hundred  Days  in  Europe  was 
published. 

Holmes  died  in  1894  at  the  age  of  85.  As  the  in- 
scription on  the  memorial  tablet  to  him  in  King’s 
Chapel,  Boston,  testifies,  Holmes  indeed  made  his 
mark,  both  in  the  field  of  medicine  as  well  as  in  lit- 
erature.2 And  on  examination  of  his  writings  in 
these  two  fields,  we  have  found  that  in  good  part 
Holmes’s  medical  and  literary  knowledge  are  inex- 
tricably intertwined  in  these  works.  He  thus  aptly 
deserves  the  title  given  to  him:  “the  greatest 

American  literary  doctor.”18 

Summary 

Oliver  Wendell  Holmes,  Sr.,  is  an  important  figure 
both  in  the  history  of  medicine  and  in  the  history  of 
American  literature.  He  is,  in  fact,  the  only  Ameri- 
can physician  who  occupies  a permanent  place  in  the 


history  of  both  fields.  It  is  not  well  known,  however, 
precisely  how  Holmes’s  medical  knowledge  affected 
his  literary  writings  and,  moreover,  how  his  medical 
writings  were  influenced  by  his  literary  background. 
This  article,  while  reviewing  the  highlights  of  Hol- 
mes’s accomplishments  in  both  fields,  aims  to  de- 
scribe how  his  medical  training,  including  his  clinical 
training  abroad,  permeated  his  literary  writings. 
And,  reciprocally,  it  points  out  that  his  medical 
writings  were  significant  not  only  for  their  medical 
value  but  for  their  literary  qualities  as  well.  The 
article  concludes  that  Holmes  aptly  deserves  the  title 
given  to  him:  “the  greatest  American  literary  doc- 
tor.”18 In  view  of  Holmes’s  manifold  achieve- 
ments— he  was  a physician,  medical  essayist,  poet, 
dean,  AMA  delegate,  medical  professor,  lyceum 
lecturer,  and  professional  literary  author — it  is  no 
wonder  that  in  1883  at  a reception  given  for  Holmes 
in  New  York  City  some  200  New  York  physicians 
attended  to  “pay  their  respects  to  the  most  versatile 
member  of  their  profession.”1 

4180  Sunrise  Highway 
Massapequa,  New  York  11758 
(DR.  D.  KURTH) 
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Obituaries 


Robert  B.  Beede,  M.D.,  of  Utica,  died  on  November  20 
at  the  age  of  56.  Dr.  Beede  graduated  in  1951  from  Cornell 
University  Medical  College.  He  was  an  attending  physi- 
cian in  allergies  at  St.  Elizabeth’s  Hospital  and  an  internist 
at  St.  Luke’s  Memorial  Hospital  Center.  Dr.  Beede  was 
a Diplomate  of  the  American  Board  of  Allergy  and  Im- 
munology, a Fellow  of  the  American  College  of  Allergists, 
and  a member  of  the  American  Academy  of  Allergy,  the 
American  Association  of  Immunologists,  the  American 
Thoracic  Society,  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Oswald  Beer,  M.D.,  of  Hallandale,  Florida,  formerly  of 
The  Bronx,  died  on  October  13  at  the  age  of  80.  Dr.  Beer 
received  his  medical  degree  from  the  University  of  Vienna 
in  1924.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Stephen  G.  Chasko,  M.D.,  of  Jamaica,  died  on  January 
2,  1979,  at  the  age  of  72.  Dr.  Chasko  graduated  in  1934 
from  Georgetown  University  School  of  Medicine.  He  was 
chief  of  plastic  surgery  at  Mary  Immaculate  Hospital  and 
a consulting  plastic  surgeon  at  Queens  Hospital  Center  and 
Flushing  Hospital  and  Medical  Center.  Dr.  Chasko  was 
a Diplomate  of  the  American  Board  of  Plastic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Society  of  Plastic  and  Reconstructive 
Surgery,  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Mather  Cleveland,  M.D.,  of  New  London,  New  Hamp- 
shire, formerly  of  New  York  City,  died  on  October  20  at  the 
age  of  90.  Dr.  Cleveland  graduated  in  1915  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Michael  Jay  Crino,  M.D.,  of  Rochester,  died  on  No- 
vember 4 at  the  age  of  82.  Dr.  Crino  graduated  in  1924 
from  the  University  of  Michigan  Medical  School.  He  was 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lora  Forcht  Dagi,  M.D.,  of  Forest  Hills,  died  on  August 
20  at  the  age  of  68.  Dr.  Dagi  received  her  medical  degree 
from  the  University  of  Bologna  in  1940.  She  was  a staff 
general  practitioner  at  Parkway  Hospital.  Dr.  Dagi  was 
a member  of  the  Clinical  Society,  New  York  Diabetes  As- 
sociation, the  Medical  Society  of  the  County  of  Queens,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joshua  William  Davies,  M.D.,  of  Bronxville  and  New 
York  City,  died  on  October  24  at  the  age  of  81.  Dr.  Davies 
graduated  in  1922  from  George  Washington  University 
Medical  School.  He  was  a consulting  obstetrician  and 
gynecologist  at  St.  Luke’s  Hospital  Center  and  a senior 
obstetrician  and  gynecologist  at  Lawrence  Hospital.  Dr. 
Davies  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Westchester  Academy  of  Medicine,  the  New  York  Obste- 
trical Society,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  A.  De  Yoanna,  M.D.,  of  Brooklyn,  died  on  October 
22  in  his  88th  year.  Dr.  De  Yoanna  graduated  in  1914  from 
the  Medico-Chirurgical  College  of  Philadelphia.  He  was 
an  adjunct  ophthalmologist  at  Brooklyn  Eye  and  Ear 
Hospital.  Dr.  De  Yoanna  was  a Diplomate  of  the  Ameri- 
can Board  of  Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  R.  Dyer,  M.D.,  of  Sarasota,  Florida,  formerly  of 
Rye,  died  on  October  17  at  the  age  of  93.  Dr.  Dyer  gradu- 
ated in  1924  from  McGill  University  Faculty  of  Medicine. 
He  was  a member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Cortland  Emmel,  M.D.,  of  Mount  Vernon,  died 
on  October  23  at  the  age  of  96.  Dr.  Emmel  graduated  in 
1906  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a consulting  obstetrician  and 
gynecologist  at  Mount  Vernon  Hospital.  Dr.  Emmel  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  G.  Featherston,  M.D.,  of  New  York  City,  died 
on  November  1 at  the  age  of  81.  Dr.  Featherston  gradu- 
ated in  1925  from  Howard  University  College  of  Medicine. 
He  was  an  assistant  obstetrician  and  gynecologist  at  Sy- 
denham Hospital.  Dr.  Featherston  was  a member  of  the 
American  Public  Health  Association,  the  American  Geri- 
atrics Society,  the  Pan  American  Medical  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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William  Adrian  Freeman,  M.I).,  of  New  York  City,  died 
on  October  8 at  the  age  of  79.  I)r.  Freeman  graduated  in 
1929  from  Western  Reserve  University  School  of  Medicine. 
He  was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Grosso,  M.D.,  of  Syracuse,  died  on  November  17 
at  the  age  of  76.  Dr.  Grosso  graduated  in  1935  from  Syr- 
acuse University  College  of  Medicine.  He  was  a senior 
physician  in  general  practice  at  St.  Joseph's  Hospital 
Health  Center.  Dr.  Grosso  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Vincent  Iacobclli,  M.D.,  of  Nesconset  and  Port  Jefferson, 
died  on  February  25  at  the  age  of  44.  Dr.  lacobelli  received 
his  medical  degree  from  the  University  of  Bologna  in  1962. 
He  was  an  assistant  anesthesiologist  at  St.  Charles  Hospital 
(Port  Jefferson).  Dr.  lacobelli  was  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Joseph  Johnson,  M.D.,  of  New  Rochelle,  died  on 
September  13  at  the  age  of  56.  Dr.  Johnson  graduated  in 
1946  from  Jefferson  Medical  College  of  Philadelphia.  He 
was  an  associate  physician  at  New  Rochelle  Hospital 
Center.  Dr.  Johnson  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Philip  Martyn  Johnson,  M.D.,  of  New  York  City,  died 
on  October  21  at  the  age  of  54.  Dr.  Johnson  graduated  in 
1951  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  radiologist  at  The  Pres- 
byterian Hospital.  Dr.  Johnson  was  a Diplomate  of  the 
American  Board  of  Radiology,  a Diplomate  of  the  Ameri- 
can Board  of  Nuclear  Medicine,  and  a member  of  the  Ra- 
diological Society  of  North  America,  Inc.,  the  American 
Roentgen  Ray  Society,  the  Society  of  Nuclear  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  Y’ork,  and  the  American  Medical  As- 
sociation. 

James  Arthur  McAleese,  M.D.,  of  Staunton,  Virginia, 
formerly  of  Freeport,  died  on  November  2 at  the  age  of  77. 
Dr.  McAleese  graduated  in  1934  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a member  of 
the  American  Academy  of  General  Practitioners,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  Y’ork,  and  the  American  Medical  Associa- 
tion. 

Irving  Newman,  M.D.,  of  New  Y’ork  City,  died  on  October 
25  at  the  age  of  82.  Dr.  Newman  graduated  in  1922  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Richard  W.  Rice,  M.D.,  of  Johnson  City,  died  on  October 


29  at  the  age  of  71.  Dr.  Rice  graduated  in  1934  from  Syr- 
acuse University  College  of  Medicine.  He  was  an  active 
senior  pediatrician  at  the  Charles  S.  Wilson  Memorial 
Hospital  and  a consulting  pediatrician  at  Our  Lady  of 
Lourdes  Memorial  Hospital.  Dr.  Rice  was  a member  of  the 
American  School  Health  Association,  the  Academy  of 
Medicine,  the  Broome  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Richman,  M.I).,  of  Far  Rockaway,  died  on  July  31 
at  the  age  of  75.  Dr.  Richman  graduated  in  1932  from 
McGill  University  Faculty  of  Medicine.  He  was  an  asso- 
ciate family  practitioner  at  Peninsula  Hospital  Center.  Dr. 
Richman  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Misner  Rose,  M.D.,  of  North  Tonawanda,  died 
on  October  16  at  the  age  of  62.  Dr.  Rose  graduated  in  1943 
from  Cornell  University  Medical  College.  He  was  an  at- 
tending physician  at  DeGraff  Memorial  Hospital.  Dr. 
Rose  was  a member  of  the  Niagara  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jerome  Howard  Rudolph,  M.D.,  of  Rochester,  died  on 
October  22  at  the  age  of  47.  Dr.  Rudolph  graduated  in 
1956  from  the  University  of  Minnesota  College  of  Medi- 
cine. He  was  a senior  associate  obstetrician  and  gynecol- 
ogist at  Strong  Memorial  Hospital.  Dr.  Rudolph  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and  Gy- 
necology, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jesse  James  Serwer,  M.D.,  of  Pines,  Florida,  formerly 
of  Glendale,  died  on  August  23  at  the  age  of  74.  Dr.  Serwer 
graduated  in  1927  from  Long  Island  College  Hospital. 
Retired,  he  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
Y’ork,  and  the  American  Medical  Association. 

Frank  Raymond  Smith,  M.D.,  of  New  York  City,  died  on 
October  15  at  the  age  of  83.  Dr.  Smith  graduated  in  1921 
from  Harvard  University  Medical  School.  He  was  an 
emeritus  member  of  the  medical  staff  at  Memorial  Hospital 
and  a consulting  obstetrician  and  gynecologist  at  The  New 
York  and  The  Roosevelt  Hospitals.  Dr.  Smith  was  a Dip- 
lomate of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  the  American  Radium 
Society,  the  New  York  Academy  of  Medicine,  the  New 
Y’ork  Obstetrical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  Y’ork,  and 
the  American  Medical  Association. 

John  Philip  Stump,  M.D.,  of  New  York  City,  died  on 
October  2 at  the  age  of  78.  Dr.  Stump  graduated  in  1927 
from  Cornell  University  Medical  College.  He  was  an 
honorary  orthopedic  surgeon  at  St.  Clare’s  Hospital  and 
Health  Center.  Dr.  Stump  was  a Fellow  of  the  American 
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College  of  Surgeons  and  a member  of  the  American 
Rheumatism  Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

James  Bernard  Tormey,  M.D.,  of  Jamaica  and  Rich- 
mond Hill,  died  on  November  16  at  the  age  of  81.  Dr. 
Tormey  graduated  in  1922  from  Long  Island  College 
Hospital.  He  was  an  emeritus  member  of  the  medical  staff 
in  obstetrics  and  gynecology  at  Mary  Immaculate  Hospital. 
Dr.  Tormey  was  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Benedict  Tumminelli,  M.D.,  of  Valley  Stream, 
died  on  October  18  at  the  age  of  71.  Dr.  Tumminelli 
graduated  in  1934  from  St.  Louis  University  Medical 
School.  He  was  a member  of  the  American  Occupational 
Medicine  Association,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Marie  Pichel  Warner,  M.D.,  of  New  York  City,  died  on 
November  3 at  the  age  of  84.  Dr.  Warner  graduated  in 
1923  from  the  University  of  Cincinnati  College  of  Medicine. 
She  was  an  assistant  obstetrician  and  gynecologist  at  Beth 
Israel  Medical  Center  and  the  New  York  Infirmary,  and 
assistant-in-charge  of  family  planning  at  the  New  York 


Infirmary.  Dr.  Warner  was  a member  of  the  American 
Fertility  Society,  the  American  Medical  Women’s  Asso- 
ciation, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Theodore  Wheeler,  M.D.,  of  Rome,  died  on 
October  18  at  the  age  of  73.  Dr.  Wheeler  graduated  in  1933 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a clinical  physician  at  the  Rome  Developmental 
Center.  Dr.  Wheeler  was  a member  of  the  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Ward  Williams,  M.D.,  of  Palm  Beach,  formerly 
of  Rochester,  died  on  July  24  at  the  age  of  86.  Dr.  Williams 
graduated  in  1919  from  the  University  of  Pennsylvania 
School  of  Medicine.  He  was  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mark  Hardy  Young,  M.D.,  of  Buffalo,  died  on  October 
12  at  the  age  of  65.  Dr.  Young  graduated  in  1940  from 
Northwest  Medical  College.  He  was  an  associate  physician 
in  internal  medicine  at  Deaconess  Hospital.  Dr.  Young 
was  a member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


^(5orrection 

In  the  report  entitled  “Loiasis  in  Westchester  County,”  by  Martin  F.  Stein,  Jr.  M.D.,  and  William  E.  Finkelstein, 
M.D.,  appearing  in  the  November,  1979,  Journal,  page  1882,  the  Departments  of  Medicine  and  Pathology  noted  are 
at  the  St.  Joseph’s  Hospital  in  Yonkers,  New  York. 
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Medical  News 


Age-related  changes 

Research  on  rats  suggests  that  age-related  changes  in  the 
central  nervous  system  may  be  responsible  for  many  of  the 
disturbances  in  movement  that  are  seen  with  advanced  age 
and  that  this  impairment  can  be  reversed  by  drug 
therapy. 

With  research  support  from  HKW's  NIA  (National  In- 
stitute on  Aging),  Dr.  John  F.  Marshall,  Department  of 
Psychobiology,  University  of  California,  Irvine,  has  found 
that  when  compared  with  younger  adult  rats,  aged  animals 
move  their  limbs  less  vigorously  during  prolonged  exercise. 
Such  movement  dysfunctions  are  strikingly  similar  to  those 
seen  in  young  adult  animals  that  have  sustained  injury  to 
dopamine-containing  neurons  in  the  brain. 

Dr.  Marshall’s  findings,  reported  in  the  October  26  issue 
of  Science  magazine,*  include  evidence  that  the  impaired 
function  of  the  aged  rats  can  be  reversed  by  administration 
of  L-dopa  (the  biosynthetic  precursor  of  dopamine)  or 
apomorphine  (a  dopamine  receptor  stimulant). 

Research  on  aging  has  shown  that  elderly  persons  gen- 
erally require  more  time  to  prepare  for  and  carry  out 
movements,  pace  themselves  poorly  in  tasks  requiring 
continuous  performance,  and  fail  to  adjust  their  move- 
ments to  compensate  for  their  errors.  At  NIA’s  Gerontol- 
ogy Research  Center  investigators  have  noted  that  ability 
to  perform  complicated  tasks  declines  more  quickly  with 
age  than  the  ability  to  perform  simple  tasks  that  don’t  call 
for  coordination,  such  as  pushing  and  pulling  a stationary 
object.  Historically,  such  changes  have  been  thought  to 
relate  to  decreased  muscle  strength  or  the  accumulation 
of  fat  with  age. 

Similarly,  numerous  investigations  in  both  animals  and 
humans  have  indicated  age-related  changes  in  neuro- 
transmission at  brain  dopaminergic  synapses. 

It  has  long  been  known  that  the  dopamine-containing 
neurons  of  the  brain  play  a critical  role  in  movement. 
Parkinson’s  disease,  for  example,  is  characterized  by 
rhythmical  muscular  tremors,  rigidity  of  movement,  and 
similar  disturbances  which  are  clearly  attributable  to  a loss 
of  dopamine-containing  neurons.  Dr.  Marshall’s  research 
provides  the  first  clue  that  dopamine  might  play  a role  in 
the  movement  problems  of  healthy  aged  populations. 

The  dramatic  rejuvenation  of  performance  in  aged  rats 
holds  great  potential  significance  for  understanding  the 
movement  disturbances  of  aging. 

Infant  formulas 

Over  the  past  several  months,  infant  formulas  have  been 
involved  in  an  increasing  number  of  health-related  prob- 
lems. Ranging  from  nutrient  deficiencies  to  processing 
breakdowns,  these  events  have  served  to  focus  attention 
on  procedures  necessary  to  assure  the  quality  and  safety 
of  these  products. 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 

* A limited  number  of  reprints  will  be  available  from  the  Na- 
tional Institute  on  Aging  Information  Office,  NIH,  Bldg.  31,  Rm. 
5C-36,  9000  Rockville  Pike,  Bethesda,  Maryland  20205. 


FDA  advises  that  all  hospitals  and  other  health  facilities 
immediately  begin  to  evaluate  their  procedures  for  storage, 
distribution,  and  preparation  of  infant  formulas  to  identify 
possible  points  of  contamination  and/or  reduction  in  nu- 
tritive value. 

In  addition,  FDA  needs  to  have  more  information  on 
infant  illnesses  in  which  formulas  may  be  implicated.  The 
Agency  would  welcome  information  on  the  clinical  nature 
of  such  illnesses,  any  supportive  laboratory  findings,  the 
product  or  products  that  may  be  involved,  the  time  that 
the  problem  occurred,  and  the  length  of  time  the  formula 
was  used.  This  information  should  be  sent  to  FDA’s  Bu- 
reau of  Foods,  HFF-1  200  C Street,  S.W.,  Washington,  D.C. 
20204. 

FDA  is  reevaluating  its  procedures  for  assuring  the 
quality  and  nutritional  efficacy  of  infant  formulas.  The 
Agency  is  considering  the  establishment  of  standards  for 
nutritional  quality,  as  well  as  development  of  procedures 
for  requiring  premarket  clearance  of  such  formulas. 

FDA  also  is  considering  the  establishment  of  required 
quality  assurance  checks  as  part  of  good  manufacturing 
practice  for  each  such  product.  Early  in  1980,  FDA  will 
hold  the  first  of  a series  of  international  conferences  to 
determine  which  nutrients  need  to  be  checked  routinely 
and  which  nutrients  need  to  be  evaluated  only  under  spe- 
cial conditions.  In  addition,  these  conferences  will  explore 
the  scientific  basis  for  construction  of  these  standards. 

Students  need  Federal  money 
recent  NSNA  survey  reveals 

The  majority  of  nursing  students  are  still  dependent  on 
Federal  financial  assistance  to  complete  their  nursing  ed- 
ucation, according  to  a survey  of  nursing  students  con- 
ducted by  the  National  Student  Nurses’  Association. 
Fifty-two  percent  of  the  group  responding  received  some 
kind  of  Federal  financial  assistance. 

Of  the  total  receiving  Federal  assistance,  84  percent 
stated  they  could  not  continue  school  without  assistance. 
Seventy-two  percent  of  the  students  receiving  Federal 
assistance  would  be  willing  to  serve  in  an  underserved  area 
as  an  option  to  repay  a Federal  loan. 

In  addition,  32  percent  of  the  total  group  also  received 
some  type  of  state  financial  assistance,  and  59  percent  re- 
ceived assistance  from  their  schools  or  parents.  Fifty-four 
percent  of  the  total  group  also  hold  a job  while  attending 
nursing  school. 

Fifty  percent  of  the  students  responding  to  the  survey 
came  from  families  with  incomes  below  $15,000  per  year. 
Thirty-five  percent  attended  associate  degree  programs: 
39  percent  baccalaureate  degree  programs;  and  27  percent 
diploma  programs.  The  survey  showed  that  54  percent  of 
the  students  responding  had  educational  expenses  in  excess 
of  $2,000. 

The  survey  was  conducted  at  the  convention  of  the  Na- 
tional Student  Nurses’  Association  in  San  Antonio,  Texas, 
April  23-27,  1979.  NSNA  is  the  35,000  member  associa- 
tion for  students  of  nursing  enrolled  in  schools  of  nursing 
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preparing  for  licensure  as  registered  nurses. 

A shortage  of  academicians? 

There  are  many  reasons  why  we  have  more  clinicians 
than  physicians  in  academic  medicine,  but  the  two  that 
present  themselves  often  are  the  facts  that  clinical  medi- 
cine is  thought  to  be  more  socially  acceptable  and  more 
financially  rewarding. 

Thomas  W.  Burns,  M.D.,  division  of  endocrinology  and 
metabolism,  University  of  Missouri  School  of  Medicine, 
Columbia,  tries  to  explain  in  the  September,  1979,  issue  of 
the  ANNALS  OF  INTERNAL  MEDICINE,  an  official 
publication  of  the  American  College  of  Physicians,  why  the 
continued  popularity  of  academic  medicine  is  important 
to  patient  care  in  this  country.  He  notes  that  there  are  not 
many  subspecialists  being  trained  for  academic  medicine, 
to  teach  subspecialists  of  the  future. 

Over  the  years,  physicians’  income  from  patient  care  has 
increased  to  where  it  greatly  exceeds  the  income  a physi- 
cian may  get  from  research  and  development. 

The  data  collected  for  studies  by  the  NIH  (National 
Institutes  of  Health)  in  1977  and  1978,  showed  a rise  in 
projected  figures  of  manpower  needs  for  physician  trainees. 
Committees  reported  that  2,800  slots  would  be  recom- 
mended for  funding  (1977).  Of  that  amount,  only  2,450 
were  funded  and  660  of  these  positions  went  unfilled  for 
lack  of  applicants.  This  meant  only  1,790  M.D.  investi- 
gators supported  by  NIH  training  stipends,  compared  with 
4,600  as  recently  as  1971.  At  the  same  time,  American 
Medical  Association  files  showed,  according  to  Dr.  Burns, 
that  the  number  of  physicians  who  report  research  as  their 
primary  activity  was  15,400  in  1968 — and  7,900  in  1975. 

All  of  the  studies  and  all  of  the  quoted  figures  still  do  not 
have  the  answer  to  the  question.  Income  from  patient  care 
is  greater  than  the  stipends — and  the  grants  have  “payback 
provisions,”  requiring  those  who  receive  a stipend  and  do 
not  stay  with  the  research  area  to  pay  back  the  money. 
Future  researchers  need  encouragement.  One  suggestion, 
brought  out  by  James  Wyngaarden,  M.D.,  F.A.C.P.,  pro- 
fessor of  medicine,  Duke  University,  is  for  the  American 
Board  of  Internal  Medicine  (ABIM)  to  develop  a set  of 
training  policies  especially  suited  for  a clinical  investi- 
gator. 

As  Dr.  Wyngaarden  points  out,  “What  if  essentially  all 
biomedical  research  were  to  be  done  by  the  Ph.D.  investi- 
gator, while  the  M.D.  provided  patient  care  and  concomi- 
tantly taught  the  housestaff  and  the  medical  students?  . . . 
Would  the  Ph.D.  investigators,  their  elegant  methodologies 
notwithstanding,  be  able  to  consistently  ask  the  relevant 
questions  and  adequately  test  out  the  answers  without 
close  contact  with  their  clinically  trained  colleagues?” 

The  American  College  of  Physicians  is  a national  pro- 
fessional organization  of  over  41,000  members  who  are 
internists  or  in  other  related  specialties.  One  of  the  prime 
activities  of  Philadelphia-based  American  College  of 
Physicians  is  the  continuing  medical  education  of  prac- 
ticing physicians.  In  addition  to  presenting  postgraduate 
courses,  the  40,000-member  ACP  also  sponsors  nearly  40 
regional  meetings,  a four-day  national  scientific  session, 
and  publishes  the  monthly  ANNALS  OF  INTERNAL 
MEDICINE  and  FORUM  ON  MEDICINE. 

New  talking  book 
to  help  Spanish-speaking 

Microsonics  Corporation  recently  announced  partici- 


pation with  Planned  Parenthood  Association  of  San  Mateo 
County  (PPA/SMC)  in  publication  of  a new  “talking  book” 
designed  to  help  health  care  providers  and  educators  better 
serve  Spanish-speaking  clients. 

The  new  “talking  book,”  informally  called  Speaking 
About  Sex  and  Reproduction  for  the  first  time  offers 
complete  family  planning  information  to  Spanish-speaking 
people  through  the  combined  use  of  written  text,  color  il- 
lustration, and  recorded  information.  The  32-page 
hardcover  book  presents  accurate  audiovisual  information 
about  male  and  female  anatomy  and  birth  control 
methods. 

The  new  educational  approach  has  been  made  possible 
through  Microsonics’  patented  system  of  a handheld  player, 
the  new  “Microphonograph”  and  two-inch  transparent, 
flexible  records  that  can  be  applied  directly  to  the  pages 
of  a book  or  to  a specially  designed  card  to  give  up  to  90 
seconds  of  audio  information. 

Microsonics  is  a division  of  First  Northwest  Industries. 
Additional  information  can  be  obtained  by  contacting 
Bradley  Scott,  Microsonics  Corporation,  2049  Century 
Park  East,  Los  Angeles,  California  90067  or  calling  213- 
553-9105. 

The  Bronx  County  Historical  Society 
announces  its  annual  essay  contest 

The  Bronx  County  Historical  Society  is  happy  to  an- 
nounce the  commencement  of  its  Annual  Historical  Essay 
Contest,  which  will  run  through  May  20th,  1980.  The 
contest,  established  by  the  Historical  Society  in  1974,  is 
open  to  any  student  in  High  School  or  College  in  all  insti- 
tutions of  education  in  The  Bronx,  and  their  city  affili- 
ates. 

The  essay  must  be  a scholarly  research  paper  on  any 
phase  of  Bronx  History  (biographical,  economic,  political, 
regional,  social,  and  so  forth).  The  writer  of  the  winning 
essay  will  receive  $50,  plus  publication  in  The  Bronx 
County  Historical  Society  Journal. 

Entries  will  be  judged  on  originality,  accuracy,  and  depth 
of  research.  The  essay  should  be  approximately  5,000 
words  maximum  (there  is  no  minimum),  and  must  be 
typewritten  on  8V2  X 11  inch  paper,  double  spaced.  Essays 
must  be  mailed  to  The  Bronx  County  Historical  Society 
no  later  than  May  20th,  1980,  to  be  eligible. 

For  more  information  on  any  of  the  other  activities.and 
events  sponsored  by  The  Bronx  County  Historical  Society 
please  contact  the  Society’s  office  at  3266  Bainbridge  Av- 
enue, The  Bronx,  N.Y.  10467  or  telephone  (212)  881- 
8900. 

Pharmacology  research  labs  dedicated 

New  York  Medical  College  dedicated  its  new  Pharma- 
cology Research  Laboratories,  located  on  the  College’s 
campus  in  Valhalla  (Westchester  County),  New  York,  on 
Friday,  November  9,  1979. 

Peroxide  found  safe  and  effective 

An  expert  advisory  committee  has  found  that  peroxide 
is  the  only  substance  that  can  safely  and  effectively  he  used 
to  clean  injuries  of  the  mouth  and  gums  caused  by  acci- 
dents, minor  dental  surgery,  or  by  dental  or  orthodontic 
appliances,  the  FDA  (Food  and  Drug  Administration)  re- 
ported on  November  1. 

Chaired  by  Louis  P.  Gangarosa,  D.D.S.,  of  the  Medical 
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Angina 

freedom 

fighter.. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 


Wellcome  North  Carolina  27709 


Cardilate5  (erythrltyl  tetranltrate) 

INDICATIONS  For  the  prophylaxis  and  long  term  treatment  ol  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  ofthe  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy.  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE:  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
oraiisublmgual  scored  tablets  in  bottles  of  100  10  mg  oral/  sublingual  scored  tablets 
also  supplied  in  bottle  of  1 .000 

Also  available  Cardilate'  -P  (Erythrityl  Tetranitrate  with  Phenobarbita!)*  Tablets 
(Scored) 

(•Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 
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Don’t 
just 
tell  them 
to  quit.. 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  who 
want  to  quit. 


Show  them  how  to  quit. 

Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit”  kit,  fill  out  this  order  form  and  return  it  today. 


I don’t  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  “Helping  Smokers  Quit”  kit 
today. 

Name 

Address 

City State Zip 

Mail  to  "Helping  Smokers  Quit”  Kit 
Box  (57 

National  Cancer  Institute 
Bethesda,  MI)  20014 
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Annotations  of  Books  Received* 


DRUG  THERAPY— IN  OLD  AGE 

Drugs  and  the  Aged.  By  William  D.  Poe,  M.D.,  F.A.C.P., 
and  Donald  A.  Holloway,  B.S.,  Phar.D.  New  York, 
McGraw-Hill  Book  Company,  1980.  Paperback,  209 
pages. 

Problems  of  drug  management  in  the  elderly. 

EDUCATION  OF  MENTALLY  RETARDED 

Pediatric  Education  and  the  Needs  of  Exceptional 
Children.  Edited  by  Michael  J.  Guralnick,  Ph.D.,  and  H. 
Burtt  Richardson,  Jr.,  M.D.  Baltimore,  Md.,  University 
Park  Press,  1980.  Hardcover,  217  pages.  Price,  $18.95. 

A look  at  the  current  status  of  pediatric  education  as  it 
affects  the  needs  of  exceptional  children. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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College  of  Georgia,  the  expert  panel  evaluated,  at  FDA’s 
request,  all  ingredients  in  drug  products  sold  without 
prescription  for  the  cleansing  and  healing  of  mouth  in- 
juries. 

The  panel’s  report  is  one  of  a series  being  received  by 
FDA  from  expert  panels  as  part  of  the  Agency’s  massive 
review  of  all  drugs  sold  without  prescription. 

FDA  is  publishing  the  panel’s  report  for  public  comment 
and  will  at  the  same  time  begin  its  own  evaluation  of  the 
panel’s  recommendations.  After  this  evaluation  FDA  will 
issue  new  requirements  for  the  formulation  and  labeling 
of  products  sold  without  prescription  for  the  treatment  of 
mouth  injuries. 

The  panel  did  not  find  any  ingredients  to  be  effective  for 
the  healing — as  contrasted  with  the  cleansing — of  mouth 
injuries  and  felt  that  additional  testing  was  needed  to 
demonstrate  effectiveness  of  the  products  as  healing 
agents. 

The  panel  urged  that  a number  of  claims  made  for 
mouth  injury  drugs  be  modified  to  make  it  clearer  to  the 
consumer  what  the  products  can  accomplish.  For  exam- 
ple, the  panel  said  that  certain  mouth  conditions  such  as 
periodontal  disease  and  ulcers  cannot  be  self-diagnosed  by 
the  consumer  and  that  others,  such  as  canker  sores,  could 
indicate  serious  disease  requiring  professional  attention. 
The  panel  recommended  that  the  labels  of  these  products 
should  not  claim  the  drug  is  indicated  for  these  condi- 
tions. 


L YMPHOMA 

Malignant  Lymphoma.  Edited  by  R.  Levy  and  H.  S. 
Kaplan.  Geneva,  Switzerland,  International  Union 
Against  Cancer,  1978.  UICC  Technical  Report  Series  vol. 
37.  Paperback,  239  pages.  Price,  Swiss  Francs  20. 
(Available  from  above  at  3 Rue  du  Conseil-General,  Ge- 
neva, CH  1205) 

Up-to-date  status  report  on  several  areas  of  basic  in- 
vestigation and  new  directions  in  research. 

NEOPL  A SM—  THERA  P Y 

Choices:  Realistic  Alternatives  in  Cancer  Treatment. 

By  Marion  Morra  and  Eve  Potts.  New  York,  Avon  Books, 
1980.  Paperback,  800  pages.  Price,  $8.95. 

A practical  reference  book  for  the  cancer  patient,  his 
family,  and  for  the  health  professionals  working  with 
cancer  patients. 


The  panel,  in  objecting  to  certain  claims  now  being  made 
on  the  labels  of  mouth  injury  products,  stressed  that  pain 
relief  is  not  a direct  benefit  of  these  drugs.  It  recom- 
mended that  certain  claims  such  as  “relieves  pain”  not  be 
permitted  on  the  label. 

The  panel  urged  that  the  labels  of  such  products  warn 
they  should  not  be  used  for  more  than  seven  days,  and  that 
a physician  or  dentist  should  be  promptly  contacted  if  ir- 
ritation persists,  or  if  inflammation,  fever,  or  infection  of 
the  mouth  injury  develops. 

The  report  was  published  in  the  FEDERAL  REGISTER 
November  2,  1979. 

$1,000,000  award  of  Astor  Foundation 
kicks  off  $5,000,000  student  aid 
and  program  support  drive 
by  Cornell  University  Medical  College 

The  Vincent  Astor  Foundation  gave  a million-dollar 
send-off  to  a new  campaign  to  fund  a $5,000,000  endow- 
ment for  aid  to  students  at  Cornell  University  Medical 
College.  The  endowment  will  be  called  the  Vincent  Astor 
Fund  for  Medical  and  Graduate  Student  Scholarships. 

The  Astor  Fund  also  constitutes  a major  contribution 
to  the  Third  Century  Program,  the  long-range  $270-million 
capital  fund  drive  of  The  New  York  Hospital-Cornell 
Medical  Center.  The  program  is  seeking  aid  to  strengthen 

continued  on  page  152 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 

PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  4 special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER  offers  MSSNY  members  discounts  on  various  consumer 
products  through  retail  outlets;  available  throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  negotiated  prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide.  Also  available  a specially  designed  software  package  for  the  physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland  at  special  low  prices. 

PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 

ELECTRONIC  BLOOD  PRESSURE  MACHINES  and  Flotation  Mattresses  at  specially  negotiated  prices. 

QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

SECURITY  SYSTEMS  for  the  protection  of  home  and  office. 

PORTRAITS  by  an  internationally  known  artist,  at  special  membership  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted  commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special  discount. 

BUSINESS  MACHINES  & EQUIPMENT  including  dictating  and  transcribing  devices,  discounted  up  to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical  equipment  and  supplies,  including  furniture  at  approximately 
30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis 

a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  pining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 
member,  spouse  or  child 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

\ Continued  J 
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’ The  renewal  ol  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation 

Renewal  guarantee  By  special  agreement  with  MSSNY.  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  l ife  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines,  Iowa,  a leader  in  Ihe  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 

PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  lislmg  ot  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following 
□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance 

( ) Group  Term  Life  Insurance 


□ Computer  Services 

□ Office  Computer  Software 

□ Encyclopedia 

□ Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ Blood  Pressure  Machines 

□ Book  of  Knowledge 

□ Car  Purchasing 

□ Aynsley  Bone  China 

□ Quality  Tires 

□ Physicians'  Sports  Club 

Pattern,  Quantity  . . . 

□ Major  Appliances 

□ Concert  Theatre  Club 

□ Lladro  Porcelains 

□ Security  Systems 

□ Financial  Services 

Model/No.  . . . 

□ Portraits 

□ Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ Travel  Sports  Club 

□ Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

Name 

(please  print) 

Address ZIP 

County  Medical  Society Tel  # 

(area  code ) 

Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 

Rd.,  Lake  Success,  N Y.  11042.  Phone:  (516)  488-6100,  ext.  371 /2. 
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Books  Reviewed 


Psychological  Interventions  in  Medical  Practice.  By 

-James  J.  Strain,  M.D.  New  York,  Appleton-Century- 
Crofts,  1978.  Hardcover,  222  pages.  Price,  $12.50. 

James  Strain,  M.D.,  one  of  the  country’s  leading  edu- 
cators in  the  field  of  Liaison  Psychiatry,  has  written  a book 
delineating  a model  of  psychological  medicine  and  dem- 
onstrating its  applicability  to  nonpsychiatric  medical  pa- 
tients who  are  treated  primarily  in  an  ambulatory  setting. 
This  book  elaborates  on  a previous  one  co-authored  by  Dr. 
Strain  which  was  a “Primer  in  Liaison  Psychiatry”  (Strain, 
J.  J.,  and  Grossman,  S.:  Psychological  reactions  to  medical 
illness  and  hospitalization;  in  Strain,  J.  -J.,  and  Grossman, 
-J.,  Editors:  Psychological  Care  of  the  Medically  111; 
A Primer  in  Liaison  Psychiatry,  New  York,  Appleton- 
Century-Crofts,  1975).  The  author  has  achieved  his  goal 
of  extracting  from  the  body  of  psychoanalytic  t heory  those 
concepts  that  have  specific  relevance  for  the  physician’s 
understanding  of  his  patient  and  himself. 

The  reader  will  find  a wide  ranging  discussion  of  psy- 
chological dysfunction  in  chronic  illness  and  of  the  psy- 
chological determinants  of  the  adaptation  to  chronic  ill- 
ness. The  concepts  and  mechanisms  discussed  here  also 
have  applicability  to  acute  illness  as  well  as  to  the  so-called 
“well  patient.”  The  topics  of  hypochondriasis  and  ma- 
lingering are  taken  up  in  several  chapters  of  the  book. 
There  is  an  excellent  chapter  on  organic  mental  syndrome 
which  is  also  covered  in  the  chapter  on  the  aged  patient. 
The  discussions  in  each  chapter  are  not  always  compre- 
hensive, but  they  provide  a relevant  orientation  for  the 
interested  physician  which  is  not  readily  available  else- 
where in  a single  book. 

Included  is  a chapter  on  the  application  of  psychological 
concepts  in  the  inpatient  setting.  The  development,  im- 
plementation, and  assessment  of  “Ombudsman”  medi- 
cal-psychiatric rounds  is  described  in  detail.  This  unique 
program  will  be  of  special  interest  to  all  those  who  are  in- 
volved in  the  teaching  of  psychosocial  issues  on  medical 
wards. 

Also  of  special  note  is  a chapter  on  obesity  by  Gladys 
Witt  Strain.  This  chapter  provides  a sharp  review  of 
predisposing  biological  and  psychological  factors  in  obesity 
as  well  as  specific  discussions  of  various  approaches  in  the 
management  of  these  patients.  While  this  is  obviously  not 
a complete  guide  to  the  treatment  of  obesity,  it  does  pro- 
vide the  reader  with  an  overview  of  the  subject  as  well  as 
an  introduction  to  some  sophisticated  psychological 
thinking  in  this  area. 

The  above  chapter  includes  a section  on  the  physician’s 
response  to  the  obese  patient.  The  reference  to  the  phy- 
sician’s feelings  in  dealing  with  various  medical  psycho- 
logical interventions  is  a recurring  theme  in  the  book.  It 
is  discussed  in  such  diverse  chapters  as  those  concerned 
with  patient  noncompliance,  diagnosis,  special  problems 
of  the  aged  patient,  dealing  with  organic  mental  syndrome, 
and  needs  of  the  patient’s  family.  While  this  is  a very 
pertinent  topic  it  is  a sensit  ive  one.  Dr.  Strain  titrates  the 


dosage  and  in  a meaningful  manner  spreads  it  throughout 
the  book. 

While  this  book  is  aimed  at  the  primary  care  physician, 
any  physician  who  has  an  interest  in  the  psychology  of  his 
patient  would  find  it  very  worthwhile.  It  should  be  re- 
quired reading  for  physicians  who  are  working  in  the  area 
of  Liaison  Psychiatry  as  it  gives  the  reader  the  chance  to 
observe  the  thinking  of  a man  who  is  dedicated  to  the 
teaching  and  practice  of  this  subject.  Other  professional 
groups  who  should  be  especially  interested  are  nurses  and 
social  workers  who  work  in  the  medical  setting.  Michael 
Blumenfield,  M.D. 

Managing  Stress.  By  Leon  J.  Warshaw,  M.D.,  F.A.C.P. 
Reading  Mass.,  Addison-Wesley  Publishing  Company, 
1979.  Paperback,  212  pages. 

A very  readable  book — easy  to  understand,  with  a min- 
imum of  technical  language.  It  should  easily  fulfill  the 
author’s  desire  of  “incorporating  an  appreciation  and  un- 
derstanding of  stress  and  the  ability  to  deal  with  it  effec- 
tively into  the  art  of  management.”  Recommended 
reading  for  all  persons  in  the  management  area.  Robert 
J.  O’Connor,  M.D. 

Cope’s  Early  Diagnosis  of  the  Acute  Abdomen.  Fif- 
teenth edition.  Revised  by  William  Silen,  M.D.  New 
York,  Oxford  University  Press,  1979.  Illustrated,  280 
pages.  Cloth,  $13.95.  Paper,  $6.95. 

The  choice  of  a literate  abdominal  surgeon,  William 
Silen,  M.D.,  to  revise  this  classic  book  is  a good  one.  As  in 
prior  editions,  emphasis  remains  on  careful  interpretation 
of  the  patient’s  history  and  physical  examination  in  guiding 
the  physician  to  a reasoned  diagnosis  of  acute  abdominal 
pathology.  The  laboratory  studies  suggested  to  assist  in 
the  diagnostic  process  are  sparse,  almost  to  a fault,  in  the 
current  hospital  setting  which  often  demands  “objective” 
confirmation.  Silen  points  out  in  his  preface,  “The  major 
delays  in  diagnosis  today  are  those  imposed  by  the  need 
that  some  feel  to  obtain  ultrasound  scans,  radioisotopic 
scans,  and  extremely  complicated  and  dangerous  radiologic 
maneuvers.” 

The  book  is  written  by  the  experienced  clinician  who  has 
distilled  successfully  his  observations  into  a short  and 
readable  volume  aimed  at  the  neophyte.  Appropriately 
illustrated  with  clear  line  drawings  and  satisfactory  x-ray 
plates,  it  is  not  encumbered  with  complex  algorithms. 
Some  modernization,  such  as  conversion  of  temperature 
from  °F  to  °C,  mention  of  computorized  axial  tomography, 
greater  emphasis  on  evaluation  of  abdominal  trauma,  and 
revision  of  the  index  are  in  order.  Nonetheless  this  treatise 
on  the  acute  abdomen  remains  the  best  available  for  both 
neophyte  and  experienced  clinician. 

The  sections  expanded  by  Silen  are  medically  sound  and 
readable,  yet  lack  some  of  the  polish  of  the  portions  edited 
14  times  before  by  Cope;  perhaps  the  polish  will  reappear 
in  Silen’s  later  editions.  John  M.  Stein,  M.D. 
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Proceedings  of  the  James  C.  Kimbrough  Urological 
Seminar.  Volume  XII.  Edited  by  H.  G.  Stevenson  and 
S.  A.  Christian.  Norwich,  N.Y.,  Norwich-Eaton  Phar- 
maceuticals, 1979.  Paperback,  331  pages.  Price,  $10. 

This  is  an  excellent  compendium  of  various  urological 
problems.  Some  are  clinical  and  some  are  research 
projects. 

Various  armed  service  urological  staff  members  present 
experiences  at  their  hospital  centers  in  56  different  papers. 
The  reports  are  concise,  well  presented,  and  timely. 

The  reviewer  was  impressed  with  the  first  and  second 
prize  winners.  The  first  with  radiation  effect  on  prostatic 
adenocarcinoma  and  the  second  with  synthetic  ureteral 
prostheses. 

Other  chapters  found  worthy  of  special  mention  are  the 
chapters  on  endourology  in  the  therapy  of  ureteral  and 
renal  calculi,  the  testicular  scan  in  the  therapy  of  acute 
epididymitis,  and  prenatal  discovery  of  urologic  anomalies 
by  ultrasound.  The  various  papers  on  the  therapy  of  tes- 
ticular neoplasms,  and  those  on  ureteral  pathology  are  well 
documented. 

In  summation,  this  is  a pertinent,  brief  summation  of 
many  present-day  urological  problems,  and  should  be  read 
by  those  urologists  who  wish  to  keep  up-to-date.  Harry 
Bergman,  M.D. 


Psychiatry  for  the  Primary  Care  Physician.  Edited 
by  Arthur  M.  Freeman,  III,  M.D.,  Robert  L.  Sack,  M.D., 
and  Philip  A.  Berger,  M.D.  Baltimore,  Md.,  The  Williams 
& Wilkins  Company,  1979.  Soft  cover,  422  pages.  Price, 
$19.95. 

The  24  contributors,  representing  mainly  West  Coast 
and  Southeastern  medical  school  faculties,  have  psychiatric 
clinical  appointments  that  insure  those  practice  back- 
grounds imperative  for  delineation  of  the  subject 
matter. 

The  format  deals  concisely  with  those  topics  that  present 
in  primary  care  practice.  However,  this  volume  is  suitable 
for  individuals  in  the  other  fields  of  medicine,  when  guid- 
ance is  desired.  A glossary  would  be  helpful  for  the 
nonpsychiatric  reader.  I.  G.  Frohman,  M.D. 


Journey  to  Motherhood.  Great  Writings  on  Preg- 
nancy— from  a Woman’s  First  Love  to  her  Baby’s  First 
Day  of  Life.  Compiled  by  Emmanuel  Martin  Greenberg, 
M.D.  New  York,  St.  Martin’s  Press,  1979.  Cloth,  387 
pages.  Price,  $10. 

Obstetricians  will  enjoy  reading  this  anthology',  compiled 
by  Dr.  Greenberg.  It  is  a collection  of  poetry  and  prose 


devoted  to  the  subject  of  “Motherhood”  although  at  times 
somewhat  peripherally.  Some  of  the  selections  will  raise 
the  hackles  of  those  obstetricians  who  are  convinced  that 
the  present-day  trend  to  “out-of-hospital”  deliveries  is 
regressive. 

This  reviewer  received  the  impression  that  Dr. 
Greenberg  favors  the  side  of  the  modernists,  if  you  can  call 
them  that.  Be  that  as  it  may,  there  are  several  hours  of 
enjoyable  reading  between  the  covers  of  this  book  for  the 
obstetrician.  It  does  not  seem  suitable  as  a text  for  the 
expectant  mother,  particularly  not  Lawrence  Sterne’s  “Dr. 
Slop.”  G.  J.  Lawrence,  Jr.,  M.D. 

Tutorials  in  Surgery.  1.  By  F.  G.  Smiddy,  M.D.,  Ch.M., 
F.R.C.S.  Kent,  England,  Pitman  Medical  Publishing 
Company,  (Distributed  in  the  U.S.  by  University  Park 
Press,  Baltimore,  Md.)  1977.  Paperback,  331  pages. 
Price,  $14.95. 

The  author’s  preface  to  this  paperbook  volume  pub- 
lished in  England  states  that  his  objective  is  to  provide  a 
concise  review  of  surgical  subjects  including  “many  of  the 
subjects  universally  beloved  by  examiners.”  The  chapter 
headings  suggest  that  it  is  addressed  to  the  general  surgical 
officer.  The  chapters  include:  (1)  “Surgical  Principles” 
which  discusses  shock,  renal  failure,  fluid  and  electrolytes, 
pulmonary  complications,  tracheotomy,  and  abdominal 
pain;  (2)  Endocrine  Surgery:  (3)  Surgical  Oncology;  (4) 
Orthopedic  Problems;  (5)  Soft  Tissue  Injury;  (6)  Gas- 
trointestinal Surgery;  (7)  Urology;  and  (8)  Vascular  Dis- 
ease. 

In  general  this  book  is  neither  sufficiently  physiologically 
oriented  nor  sufficiently  up-to-date  to  satisfy  the  require- 
ments of  students  or  house  officers  in  the  United  States. 
The  discussion  of  shock  includes  no  mention  of  modern 
techniques  of  hemodynamic  measurement  and  little  dis- 
cussion of  modern  pharmacologic  agents.  Cardiogenic 
shock  is  dismissed  with  the  comment,  “It  often  does  not 
respond  to  treatment  which  in  any  case  is  supportive;  for 
example  the  relief  of  pain  and  administration  of 
oxygen.” 

The  discussion  of  surgical  oncology  includes  an  appar- 
ently random  choice  of  tumors:  bone,  thyroid,  breast, 
bladder,  and  skin.  Discussion  of  breast  is  outdated  w'ith 
no  discussion  of  modern  chemotherapeutic  tools. 

The  section  on  vascular  disease  totally  ignores  extra- 
cranial cerebral  vascular  disease,  aneurysmal  disease  in  all 
locations,  renal  vascular  disease,  and  visceral  vascular 
disease. 

In  summary  not  only  does  this  book  have  little  to  offer 
the  American  medical  student  or  house  officer  but  in  many 
cases  it  may  be  misleading.  It  cannot  be  recommended. 

Carl  E.  Bredenberg  M.D.,  F.A.C.S. 
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Letters  to  the  Editor 


Fight  for  continued  medical  privacy 

To  the  Editor:  As  you  know,  I am  very  much  interested 
in  protecting  medical  privacy  in  an  increasingly  comput- 
erized world. 

Two  years  ago,  our  resolution  (proposing  a voluntary 
accreditation  program  for  data  centers  handling  medical 
data)  was  passed  by  the  House  of  Delegates. 

On  the  recommendation  of  the  Medical  Society  of  the 
State  of  New  York  Committee  on  Computers  in  Medicine 
(William  Bauman  is  the  Chairman),  we  invited  all  the 
major  components  of  the  health  care  system  to  join  forces 
in  the  fight  for  medical  privacy.  It  was  decided  that  first 
a not-for-profit  corporation  should  be  formed.  (This  let- 
terhead shows  the  chosen  name!)  When  all  the  legal  work 
was  completed,  and  we  were  ready  to  start,  we  found  that 
suddenly  half  of  the  original  members  left  our  team,  led  by 
the  insurance  companies  who  told  us  that  they  do  not  wish 
any  accreditation  program. 

This  dismal  story  was,  according  to  some  experts,  a 
predictable  behavior.  I feel,  however,  that  the  medical 
world  should  be  aware  of  our  experience.  I started  to  write 
a manuscript  to  be  published  in  your  Journal.  Last  week, 
much  to  my  surprise,  Dr.  Bauman  sent  me  his  manuscript 
to  serve  as  an  editorial  in  the  New  York  State  Journal  of 
Medicine.  I found  his  manuscript  both  inaccurate  and 
inadequate.  I promptly  asked  him  to  wait  for  my  manu- 
script which  will  be  in  your  hands  by  May  1st.  The  pur- 
pose of  this  letter  is  to  provide  you  with  some  background 
information.  Dr.  Bauman  is  also  from  the  insurance  world, 
but  he  has  been  supportive  of  medical  privacy  in  the 
past. 

E.  R.  GABRIELI,  M.D.,  President 
New  York  State  Association 
for  Confidentiality  of  Health  Data 
166  Morris  Avenue 
Buffalo,  N.Y.  14214 


Nosocomial  infection 

To  the  Editor:  I read  with  interest  the  paper  “Nosoco- 

mial Infection:  Radiology  department  as  source.”* 

The  paper  states  that  “Bacterial  cultures  of  potential 
fomites ...  .” 

Pomes  the  singular  of  fomite(s)  is  defined  in  DOR- 
LAND’S  ILLUSTRATED  MEDICAL  DICTIONARY 
25th  edition,  published  by  Saunders  in  1974,  as  “an  object 
. . . that  is  not  in  itself  harmful  but  is  able  to  harbor  path- 
ogenic microorganisms  and  thus  may  serve  as  an  agent  of 
transmission  of  an  infection.”  The  potential  is  redundant 
because  by  definition  a fomes  is  a potential  agent  of 
transmission. 

BERNARD  L.  ALBERT,  M.D. 

150  White  Plains  Road 
Tarrytown,  N.Y.  10591 

* Le  Frock,  J.  L.,  Babu,  J.  P.,  and  Klainer,  A.  S.:  Nosocomial 
infection;  Radiology  department  as  source,  New  York  State  J. 
Med.  78:2039  (Nov.)  1978. 


Experience  with  retiring 

to  Costa  Rica  and  Colombia,  South  America 

To  the  Editor:  Several  years  ago,  you  published  a letter 
I wrote  about  Pensionado  (retired  persons)  benefits  in 
Costa  Rica,  and  our  planned  retirement  there.  Response 
was  overwhelming.  You  helped  open  the  door  to  a new  life, 
started  enduring  friendships,  and  gave  us  some  fine 
neighbors.  We  are  grateful. 

Today,  listening  to  the  news  . . . gloom,  wars,  energy 
crisis,  shrinking  dollar,  strikes,  and  poor  Jimmy  Carter,  it 
occurred  to  me  that  your  readers  would  possibly  enjoy  a 
second  episode  in  the  “Saga  of  the  ‘Birds.’  ” So,  here  I am, 
pen  in  hand. 

We  moved,  bag,  baggage,  grandmother,  teenagers,  and 
all,  to  Costa  Rica  more  than  three  years  ago.  Since  that 
time,  we  have  been  happily  settled  in  Ranchos  Maricosta. 
Our  experiences  merit  writing  a book,  for  they  not  only 
have  been  exciting,  but  at  times,  hilarious.  The  only  flaw 
has  been  our  inability  to  find  easily  accessible,  registered 
beach  property,  which  was  probably  a blessing  in  disguise, 
for  it  made  us  look  to  Colombia  (another  democratic  re- 
public) in  South  America,  where  cost  of  living  is  even  less 
than  in  Costa  Rica. 

Here  we  found  Palmas  de  Oro  (Palms  of  Gold),  a lovely, 
old  cocoanut  plantation  on  the  Caribbean.  To  complete 
a perfect  setting,  looking  away  from  the  ocean,  towering 
over  19,000  feet  in  the  background,  and  snow-capped  year 
‘round,  stands  majestic  Mount  Colombus,  part  of  the  Sierra 
Nevadas. 

It  may  be  hard  to  believe  hundreds  of  green  palms, 
waving  in  the  ocean  breeze,  blue  sky  and  ocean,  pounding 
surf  and  golden  sand,  with  a snow-capped  mountain  as  a 
bonus,  but  it  is  all  there  in  Palmas  de  Oro,  situated  on  the 
Pan  American  Highway  near  Santa  Marta,  oldest  and  most 
fascinating  city  in  South  America. 

So,  now  we  have  two  loves,  our  ranch  in  Costa  Rica  and 
our  beach  in  Colombia.  We  sincerely  believe  we  have 
discovered  a new,  exciting  American  frontier  and  are  eager 
to  share  it  with  others.  And  if  you  think  you  are  too  old  for 
adventure,  we  are  59  and  63  . . . both  have  battled  and,  so 
far,  conquered  cancer. 

You  can  write  us  at  P.O.  Box  157,  Liberia,  Guanacaste, 
Costa  Rica  and  we  promise  an  answer.  Please  send  letters 
air  mail  (25<f  per  1/2  oz.). 

From  Latin  America,  we  wish  you  salud  (health),  dinero 
(wealth),  and  amor  (love). 

JUANITA  N.  BIRD 
P.O.  Box  157 
Liberia,  Guanacaste,  Costa  Rica 

A glimpse 
at  Soviet  medicine 

To  the  Editor:  Since  the  liberalization  of  Soviet  emigra- 
tion policies  five  years  ago,  nearly  20,000  Soviet  Jewish 
immigrants  have  come  to  the  United  States.  About  half 
live  in  New  York  City  and  a very  large  number  use  the 
Coney  Island  Hospital  Medical  Clinic,  where  there  are 
Russian-speaking  physicians,  as  their  primary  source  of 
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medical  care.  In  treating  these  patients  over  the  past  few 
years,  we  have  obtained  a clear  picture  of  the  methods  used 
by  Soviet  physicians  to  treat  common  medical  problems. 
We  feel  that  this  information  would  be  of  interest  to 
American  physicians,  particularly  to  those  who  may  be 
treating  Russian  immigrant  patients  in  the  future,  since 
thousands  more  are  expected  to  arrive  in  the  next  few 
years. 

Patient  population  and  characteristics.  Our  patients 
range  in  age  from  13  to  93.  Most  come  from  the  large  cities 
of  Odessa.  Kiev,  Moscow,  and  Leningrad.  Few  are  from 
rural  areas.  Occupational  background  included  profes- 
sionals, artisans,  factory  workers,  and  salespeople.  A large 
number  were  already  retired  or  receiving  disability  pay- 
ments in  Russia.  Many  men  are  heavy  smokers,  but  this 
is  rare  among  women.  Nearly  all  of  the  older  patients  are 
markedly  obese,  due  both  to  the  high  carbohydrate  content 
of  the  Russian  diet  and,  also  in  large  part,  to  the  widely  held 
belief  among  Russians  that  being  thin  is  a sign  of  being 
ill. 

Specific  Disease  Conditions.  Cardiac — It  is  our  im- 
pression that  few  people  with  disabling  heart  disease  have 
emigrated  from  Russia.  Nevertheless,  a very  frequent 
complaint  is  of  ‘‘heart  pain,”  usually  a vague,  left-sided 
anterior  chest  pain.  Invariably  this  proves  to  be  of  mus- 
culoskeletal, abdominal,  or  psychosomatic  origin.  In  the 
U.S.S.R.  this  complaint  is  treated  with  derivatives  of  va- 
lerian, an  herbal  medicine  considered  by  American  experts 
to  have  only  a placebo  effect.  Patients  with  authentic- 
anginal  pain  are  treated  with  nitroglycerin.  Digitalis  and 
furosemide  are  used  occasionally,  but  propranolol  seems 
to  be  unknown. 

We  have  interviewed  several  Russian  patients  with 
verified  infarctions  and  find  that  American-style  coronary 
care  facilities  are  almost  nonexistent  in  the  U.S.S.R. 
Cardiac  monitors  are  available  in  only  a few  hospitals. 
Typically,  a Russian  patient  with  a fresh  infarct  is  placed 
in  a room  under  constant  nursing  observation.  A physical 
examination  and  an  electrocardiogram  are  done  once  a day 
and  therapeutic  decisions  are  made  on  this  basis.  Car- 
diopulmonary resuscitation  with  closed  chest  massage  and 
defibrillation  are  performed  if  needed.  We  have  met  one 
patient  from  Kiev  who  received  an  emergency  temporary 
pacemaker  for  life-threatening  arrhythmia,  and  has  sub- 
sequently done  well.  We  have  a number  of  clinic  patients 
who  had  open  heart  surgery  successfully  done  in  Russia  for 
valvular  heart  disease.  We  have  not  seen  any  patients  who 
have  undergone  coronary  artery  bypass  surgery  in  the 
Soviet  Union. 

Hypertension.  The  mainstay  of  hypertensive  treatment 
in  the  U.S.S.R.  is  reserpine,  sometimes  combined  with  a 
diuretic,  and  a salt-free  diet.  An  occasional  patient  is  given 
phenergan  or  clonidine.  We  have  not  met  anyone  who  was 
told  of  the  potential  side-effects  of  these  drugs,  particularly 
of  reserpine,  and  it  seems  true  that,  in  general,  Russian 
physicians  rarely  advise  their  patients  of  the  possible  ad- 
verse effects  of  prescribed  drugs. 

Diabetes.  Adult  onset  diabetics  in  the  Soviet  Union  are 
treated  with  oral  agents,  usually  tolbutamide  or  chlor- 
propamide, manufactured  under  Russian  trade  names. 
Soviet  physicians  try,  but  rarely  succeed,  to  convince  their 
patients  to  lose  weight  and  follow  a carbohydrate-restricted 
diet.  The  few  insulin-dependent  diabetics  arriving  from 
Russia  are  under  fair  diabetic  control.  Combination  and 
split  dose  insulin  schedules  are  not  used.  Interestingly, 
we  have  been  told  that  there  is  a thriving  black  market  for 


Western-made  insulin  which  is  widely  thought  by  Soviet 
citizens  to  be  superior  to  their  own  product. 

Gastrointestinal  diseases.  Endoscopy  is  a burgeoning 
field  in  the  U.S.S.R.  and  a number  of  large  hospitals  are 
performing  these  procedures.  Most  gastrointestinal  dis- 
eases are  managed  in  ways  American  physicians  would  find 
familiar,  with  the  major  exception  of  gallbladder  disease. 
The  rate  of  cholecystectomies  is  far  lower  than  in  the 
United  States,  even  for  patients  with  proved  gallstones  and 
multiple  episodes  of  cholecystitis. 

Miscellaneous  conditions.  In  the  Soviet  Union,  hys- 
terectomies are  performed  only  for  carcinoma  or  after 
massive  hemorrhage  or  other  life-threatening  diseases. 
The  frequency  of  gynecologic  surgery  is  much  less  than  in 
the  United  States.  Graves’  disease  is  treated  either  sur- 
gically or  with  radioactive  iodine  or  thiouracil-like  drugs. 
Patients  with  asthma  or  emphysema  are  given  broncho- 
dilators  and  oral  steroids.  Probably  because  of  their 
obesity,  Russian  patients  are  prone  to  severe  osteoarthritis. 
In  Russia  they  are  treated  with  aspirin  or  other  mild  an- 
algesics. We  have  not  seen  anyone  who  received  one  of  the 
newer  nonsteroidal  anti-inflamatory  drugs. 

Summary.  The  experience  of  an  American  outpatient 
department  dealing  with  thousands  of  Russian  immigrant 
patients  is  described.  While  some  Soviet  hospitals  per- 
form up-to-date,  sophisticated  procedures,  the  majority 
lag  behind  American  methods.  As  our  patient  load  con- 
tinues to  increase,  we  hope  to  publish  additional  material 
describing  medical  practice  in  the  Soviet  Union. 

LEON  ROSENKRANZ,  M.D. 

NATALIE  SEIDEN,  M.D. 

Department  of  Community  Medicine 
Coney  Island  Hospital 
Ocean  Parkway  at  Shore  Parkway 
Brooklyn,  N.Y.  11235 
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CHAP  program 

To  the  Editor:  The  article  in  the  April  issue  of  the  New 
York  State  Journal  of  Medicine*  contains  criticisms  of  the 
CHAP  (Children’s  Health  Assurance  Program),  which  do 
not  apply  Statewide.  Although  a disclaimer  for  Statewide 
application  is  made  in  the  concluding  paragraph,  we  feel 
it  must  be  made  clear  that  a county  such  as  Rockland 
considers  the  CHAP  program  most  essential  in  the  pre- 
ventive health  field. 

The  duplication  and  fragmentation  reported  is  a result 
of  a program  instituted  in  a large  city  that  chose  to  feel  that 
“bigger”  was  “better.”  As  far  back  as  1967-1968,  it  was  felt 
that  Medicaid  could  work  in  large  cities  if  the  areas  of  the 
city  were  broken  down  into  its  individual  communities  and, 
therefore,  would  be  comparative  to  an  area  such  as  the 
County  of  Rockland.  One  must  keep  in  mind  that  the 
department  of  social  services  has  the  overall  responsibility 
for  the  Medicaid  program,  and  this  includes  deciding  who 
gets  a Medicaid  card  and  the  payments  for  services.  The 
health  department  is  responsible  for  setting  the  standards 
and  the  necessary  quality  control  factors.  The  quality 

* Falvo,  C.  E.,  and  Flanigan,  J.  M.:  Child  Health  Assurance 
Program;  study  in  duplication  and  fragmentation.  New  York  State 
J.  Med.  79:  721  (Apr.)  1979. 
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LACTASE  DEFICIENCY 


Albert  D.  Newcomer,  M.D. 

Rochester,  Minnesota 

Although  intolerance  to  milk  has  been 
recognized  for  centuries,  only  during  the 
last  20  years  has  it  been  established  that 
the  most  common  cause  is  deficiency  of 
intestinal  lactase  activity.  Interest  in  this 
topic  has  resulted  in  a remarkable 
melding  of  geographers,  anthropolo- 
gists, enzymologists  and  clinicians.' 

Developmental  Pattern 

Lactase  is  a brush  border  enzyme 
found  only  in  the  small  intestine. 
Enzyme  activity  begins  to  appear  during 
the  third  month  of  fetal  life  and  reaches 
maximal  levels  at  term.  Thus,  premature 
infants  may  have  a temporary  deficiency 
of  lactase.  In  essentially  all  land 
mammals,  lactase  activity  decreases  by 
approximately  90%  at  the  time  of 
weaning  and  in  most  humans,  the  same 
pattern  occurs  during  early  childhood. 
Thus,  the  aberrant  pattern  in  man  is  the 
maintenance  of  high  activity  of  lactase 
throughout  adulthood. 

These  developmental  changes  of 
lactase  activity  in  man  are  genetically 
programmed  and  are  not  controlled  by 
the  amount  of  lactose  in  the  diet  This 
loss  of  lactase  in  early  childhood,  often 
before  the  age  of  5 or  6 years,  is 
determined  by  an  autosomal  recessive 
gene 

Geographical  Distribution 

An  intriguing  variation  in  the 
prevalance  of  lactase  deficiency  has 
been  noted  in  different  parts  of  the  world 
and  among  various  ethnic  groups.  The 
prevalence  ranges  from  1 or  2%  among 
Scandinavians  to  99  or  100%  among 
Orientals  With  several  exceptions,  the 
only  populations  that  maintain  lactase 
are  Caucasians  living  in  northern  and 
western  Europe  and  their  overseas 
descendants  Almost  all  other  ethnic 
groups  lose  lactase  activity  in  childhood. 
This  means  that  with  a high  prevalence 
of  lactase  deficiency  among  Blacks, 
Orientals,  Jews,  American  Indians,  and 
so  forth,  at  least  70%  of  the  world’s 
population  lose  lactase  activity  in 
childhood 

How  has  this  peculiar  geographic 
distribution  of  lactase  deficiency  arisen? 
Simoons2  observed  that  groups  who 


have  used  milk  for  thousands  of  years 
are  also  those  that  maintain  lactase 
activity.  He  postulated  that  before  the 
introduction  of  dairying,  man  followed 
the  same  developmental  pattern  of 
lactase  loss  as  in  other  land  mammals. 
With  the  domestication  of  animals  be- 
tween 8,000  and  4,000  B.C  . man  began 
using  milk  in  his  diet  Simoons  proposes 
that  a mutation  occurred  which  resulted 
in  retention  of  high  activity  of  lactase 
throughout  adulthood.  This  would  pro- 
vide a selective  advantage  during  per- 
iods when  food  supply  was  marginal  be- 
cause the  person  could  tolerate  more 
milk.  Also,  the  nutritional  value  of  milk 
would  be  slightly  enhanced  through  the 
normal  hydrolysis  of  lactose.  It  has  been 
estimated  that  if  parents  with  high 
activities  of  lactase  produced  1 to  3% 
more  children  each  generation  than  did 
parents  with  lactase  deficiency,  the 
current  gene  distribution  could  have 
developed. 

Classification 

In  addition  to  the  “hereditary,  delayed- 
onset  lactase  deficiency,"  there  are  two 
other  causes  of  lactase  deficiency: 
congenital,  which  is  extremely  rare,  in 
which  enzyme  activity  is  diminished  at 
birth,  and  secondary,  resulting  from 
damage  to  the  small  intestine.  The 
terminology  used  to  describe  lactase 
deficiency  is  varied  and  confusing.  The 
term  “lactase  deficiency"  or 
“hypolactasia"  is  preferred  to  "lactose 
malabsorption"  because  the  former  two 
describe  the  mechanism  rather  than  the 
effect.  Also,  lactose  malabsorption  is 
imprecise  in  that  other  gastrointestinal 
diseases  can  cause  malabsorption  of 
lactose.  Deficiency  does  not  imply  an 
abnormal  state.  The  use  of  the  term 
"adult,"  as  in  "adult  lactase  deficiency" 
or  "adult  lactose  malabsorption,"  is 
confusing  because  in  the  vast  majority  of 
persons,  enzyme  loss  occurs  during 
early  childhood  "Lactose  intolerance"  is 
not^synonomous  with  "lactase  deficien- 
cy." The  terms  "tolerance”  and  "intoler- 
ance" refer  to  response  to  a defined  load 
of  lactose.  For  example,  a person  with 
lactase  deficiency  may  be  tolerant  to  1 
glass  of  milk  and  intolerant  to  2 glasses. 

Cause  of  Symptoms 

Lactose  is  produced  in  nature  only  in 
the  mammary  gland  of  placental 


animals.  For  lactose  to  be  absorbed,  the 
disaccharide  must  first  be  hydrolyzed  to 
glucose  and  galactose.  If  there  is 
insufficient  lactase  activity  to  hydrolyze 
ingested  lactose,  the  unabsorbed 
disaccharide  remains  in  the  lumen  of  the 
intestine  and  acts  osmotically  to  retain 
water.  Between  15  and  30  minutes  after  a 
lactose  load,  the  person  with  lactase 
deficiency  may  experience  symptoms  of 
bloating,  cramping  and  borborygmi 
secondary  to  the  osmotic  force  of 
lactose  within  the  small  intestine.  Later, 
perhaps  between  1 and  2 hours,  the 
lactose  passes  into  the  colon  and  is 
metabolized  by  bacteria  to  smaller 
molecules,  such  as  carbon  dioxide, 
hydrogen  and  fatty  acids,  which  further 
increase  the  osmotic  force  and  may 
cause  additional  bloating  and  cramping 
as  well  as  diarrhea  and  flatus. 

Diagnosis 

The  definitive  method  for  the 
diagnosis  of  lactase  deficiency  involves 
taking  a mucosal  biopsy  specimen  from 
the  upper  portion  of  the  small  intestine 
by  means  of  a swallowed  capsule  and 
then  measuring  the  level  of  lactase 
activity  in  the  specimen.  This  is  rarely 
necessary  in  clinical  medicine. 

The  most  commonly  used  test  is  the 
lactose  tolerance  test  in  which  50  g of 
lactose  (2  g/kg  in  children),  equivalent  to 
one  quart  of  milk,  are  taken  orally  and 
capillary  plasma  samples  are  obtained 
periodically.  An  increase  in  plasma 
glucose  level  of  less  than  20  mg/dl, 
associated  with  gastrointestinal 
symptoms,  is  strongly  suggestive  of 
lactase  deficiency.  However,  an  increase 
of  greater  than  30  mg/dl,  associated  with 
no  symptoms,  indicates  normal  lactase 
activity.  By  accepting  an  overlapping 
range  of  20  to  30  mg/dl.  most  false- 
positive and  false-negative  results  are 
eliminated. 

The  most  accurate  indirect  test  for 
lactase  deficiency  is  the  breath 
hydrogen  test.3  Before  and  after  a 50  g 
load  of  lactose,  breath  is  collected  for 
the  measurement  of  hydrogen 
concentration.  In  lactase  deficiency,  the 
malabsorbed  lactose  is  metabolized  to 
hydrogen  in  the  colon.  The  hydrogen 
diffuses  into  the  blood  and  then  into  the 
alveolar  air  Because  the  body  lacks  the 
necessary  enzymes  to  produce 
hydrogen,  the  gas  can  be  produced  only 
in  the  gut  lumen  by  bacterial 
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fermentation,  of  nutrients,  mainly 
carbohydrates  This  process  occurs 
primarily  in  the  colon. 

In  actual  practice,  when  suspicious  of 
lactase  deficiency,  many  clinicians  will 
empirically  restrict  lactose  in  the  diet  for 
a trial  period 

Significance 

Among  persons  with  lactase 
deficiency,  the  range  of  tolerance  to 
lactose  is  extremely  wide  Between  80 
and  100%  of  persons  with  lactase 
deficiency  are  intolerant  to  an 
unphysiologic  load  of  50  g of  lactose, 
which  is  equivalent  to  1 quart  of  milk.  At 
the  other  end  of  the  spectrum,  milligram 
amounts  of  lactose  (as  in  tablets) 
occasionally  have  been  reported  to 
cause  symptoms,  but  these  anecdotal 
accounts  are  not  substantiated  The 
critical  question  is  What  proportion  of 
persons  with  lactase  deficiency  are 
symptomatic  after  a physiologic  load  of 
12  g of  lactose  — an  equivalent  to  1 glass 
of  milk?"  Although  the  literature  is 
controversial  on  this  point,  most  studies 
have  concluded  that  persons  with 
lactase  deficiency  generally  can  drink  1 
glass  of  milk  without  having  significant 
symptoms,  especially  if  the  milk  is  taken 
with  a meal,  which  would  delay  gastric 
emptying  of  lactose  For  reasons  that  are 
unclear,  children  with  lactase  deficiency 
tend  to  be  more  tolerant  of  lactose  than 
do  adults  with  lactase  deficiency  The 
tolerance  to  lactose  increases  after 
ingestion  of  milk  for  several  weeks. 

It  is  not  uncommon  for  subjects  with 
inherited  delayed-onset  lactase 
deficiency  to  first  become  symptomatic 
in  adulthood,  even  though  the  enzyme 
loss  occurs  in  early  childhood  The 
reason  for  this  delay  in  symptoms  is  not 
known  In  some  instances,  a change  in 
diet,  which  might  include  more  milk  as  in 
pregnancy  or  in  peptic  ulcer  treatment, 
brings  out  covert  symptoms.  Also, 
patients  with  lactase  deficiency  may 
become  symptomatic  after  gastric 
surgery,  which  would  result  in 
accelerated  emptying  of  the  stomach. 

There  was  early  hope  that  lactase 
deficiency  would  be  the  cause  of  the 
irritable  bowel  syndrome  ("spastic 
colon"),  but  in  only  a small  percentage 
does  lactase  deficiency  account  for  the 
symptoms  Even  so.  physicians  must  be 
aware  that  lactase  deficiency  may  be  the 
basis  for  nonspecific  gastrointestinal 
symptoms,  such  as  abdominal  pain, 
flatulence  borborygmi,  bloating  and  so 


forth  In  fact,  probably  most  persons 
with  symptomatic  lactase  deficiency  are 
already  aware  of  intolerance  to  milk  and 
already  have  consciously  restricted  milk 
to  their  level  of  tolerance 

How  much  nutritional  value  do 
persons  with  lactase  deficiency  gain 
from  milk9  Although  much  of  the  lactose 
in  milk  is  malabsorbed  in  the  small 
intestine,  as  much  as  85%  of  the  fatty 
acids  produced  in  the  colon  by  bacterial 
degradation  of  lactose  is  absorbed  The 
other  two  major  sources  of  calories  in 
milk,  protein  and  fat.  are  for  all  practical 
purposes  absorbed  normally.  There  is 
preliminary  evidence  that  malabsorbed 
lactose  interferes  with  the  absorption  of 
calcium.4  This  effect,  coupled  with 
diminished  intake  of  milk,  could  explain 
the  increased  prevalence  of 
osteoporosis  in  persons  with  lactase 
deficiency.5 

Because  of  the  high  prevalence  of 
lactase  deficiency  among  persons  in 
developing  countries,  the  wisdom  of 
providing  milk  supplements  to  bolster 
inadequate  diets  has  been  challenged 
However,  most  studies,  have  indicated 
that  the  majority  of  these  people,  and 
especially  children,  appear  to  tolerate 
modest  amounts  of  milk  when  it  is 
distributed  throughout  the  day  and 
given  with  meals.  Nevertheless,  the 
possibility  of  intolerance  must  be  known 
to  both  the  distributors  of  the  milk  and 
the  recipients.  The  Committee  on 
Nutrition  of  the  American  Academy  of 
Pediatrics  recently  concluded  that  "on 
the  basis  of  present  evidence  it  would  be 
inappropriate  to  discourage  supplemen- 
tal milk  feeding  programs  targeted  at 
children  on  the  basis  of  primary  lactose 
intolerance."6 

Treatment 

Treatment  requires  that  lactose  be 
restricted  to  the  tolerance  level.  This 
does  not  mean  total  elimination  of 
lactose  from  the  diet.  Lactose- 
hydrolyzed  milk  can  be  produced  by 
incubating  milk  with  lactase  generally 
derived  from  yeast.  Also,  fermented  milk 
products,  such  as  cheeses  in  which 
lactose  has  been  removed  or 
metabolized,  can  be  used.  Based  on 
equivalent  protein  servings,  yogurt  has 
75%  as  much  lactose  as  regular  milk, 
cottage  cheese  14%  and  aged  Cheddar 
cheese  6% 

Summary 

Lactase  deficiency  may  be  congenital. 


secondary  to  disease  of  the  small 
intestine,  or  inherited  as  an  autosomal 
recessive  trait  and  appear  in  early 
childhood  Inherited,  delayed-onset 
lactase  deficiency  is  the  normal  pattern 
in  land  mammals  and  most  humans. 
Thus,  the  aberrant  pattern  in  man  is  the 
maintenance  of  lactase  activity 
throughout  adulthood,  which  is  found 
among  Caucasians  in  northern  and 
western  Europe  and  in  several  other 
scattered  population  groups.  Most 
persons  with  lactase  deficiency  appear 
to  tolerate  physiologic  amounts  of  milk 
(1/2  to  1 glass)  without  having 
significant  gastrointestinal  symptoms, 
especially  if  the  milk  is  taken  with  a meal. 
For  those  who  are  symptomatic,  lactose- 
hydrolyzed  milk  and  fermented  milk 
products  are  well  tolerated. 
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Month  in  Washington 


The  Carter  Administration’s  two-and-a-half  year  cam- 
paign to  thwart  hospital  spending  growth  has  been  shot 
down  in  flames  by  the  House  of  Representatives. 

The  vote  against  the  Administration  and  for  a substitute 
bill  minus  hospital  cost  controls  was  a startling  234  to  166, 
one  of  the  most  shattering  congressional  defeats  pinned  on 
President  Carter. 

The  outcome  was  a resounding  victory  for  the  health 
provider  groups  that  have  waged  a vigorous  campaign 
against  the  threat  of  Federal  controls  limiting  hospital 
expenditures.  Leading  the  fight  were  the  American 
Medical  Association,  the  American  Hospital  Association, 
and  the  Federation  of  American  Hospitals,  the  principal 
groups  that  form  the  VE  (Voluntary  Effort)  to  restrain 
hospital  spending. 

Congress  was  assured  by  the  VE  leaders  in  the  wake  of 
the  vote  that  the  VE  program  would  continue  unabated. 
“We  renew  our  pledge  to  the  American  people  and  Presi- 
dent Carter  to  fight  inflation  with  every  resource  at  our 
command,”  said  James  H.  Sammons,  M.D.,  AMA  Execu- 
tive Vice  President. 

Dr.  Sammons  applauded  Congress  “for  its  support  of  the 
demonstrated  ability  of  the  private  sector  to  control  hos- 
pital costs  voluntarily.  We  assure  Congress  that  its  con- 
fidence in  the  private  sector  has  not  been  misplaced,”  Dr. 
Sammons  said. 

“We  are  very  grateful  for  this  rejection  of  rationing  and 
regulation,”  said  Michael  Bromberg,  Executive  Director 
of  the  FAH.  “But  the  issue  will  not  go  away.  We  must 
make  the  VE  continue  to  work.” 

Alex  McMahon,  President  of  the  American  Hospital 
Association,  said  the  House  action  represented  an  en- 
dorsement of  the  Voluntary  Effort.  The  Administration 
bill  would  have  “adversely  influenced  patient  care  and 
created  a costly  addition  to  the  Federal  bureaucracy,”  said 
McMahon. 

President  Carter  said  through  Press  Secretary  Jody 
Powell  that  the  ballgame  isn’t  over.  There  was  White 
House  talk  of  attempting  to  revive  the  measure  in  the 
Senate.  However,  the  68-vote  margin  of  defeat  in  the 
House  was  far  too  large  to  raise  any  serious  Administration 
hope  of  moving  a control  bill  through  the  present  session 
of  Congress. 

The  bill,  tagged  as  the  Gephardt  Amendment  after 
Representative  Richard  Gephardt  (D.,  Mo.)  was  approved 
by  the  House.  It  establishes  a Commission  on  Hospital 
Costs  to  report  to  the  President  on  success  of  the  Voluntary 
Effort,  on  further  measures  that  might  be  needed  to  re- 
strain costs,  and  on  long-range  strategies  on  the  supply  and 
demand  for  health  care. 

It  also  provides  for  Federal  support  of  voluntary  state 
hospital  cost  control  programs,  and  the  encouragement  of 
philanthropic  support  for  hospitals. 

The  discarded  bill  would  have  imposed  Federal  expen- 
diture controls  if  the  VE  failed  to  keep  hospital  expendi- 
tures increases  below  1 1 .6  percent  a year.  More  than  50 
percent  of  the  nation’s  hospitals,  including  all  rural  hos- 
pitals, would  have  been  exempt.  Wage  increases  for 


nonsupervisory  workers  would  have  been  taken  from  the 
cost  equation.  So  many  exceptions  were  made  in  efforts 
to  win  votes  that  the  measure  was  viewed  by  many  law- 
makers as  a farce. 

The  humiliating  defeat  for  President  Carter  highlighted 
one  of  his  glaring  problems  in  office— getting  Congress  to 
approve  his  legislative  program.  He  had  made  the  hospital 
bill  the  bellwether  of  his  anti-inflation  program  and  had 
insisted  that  its  passage  was  an  absolute  necessity  before 
serious  consideration  could  be  given  to  national  health 
insurance. 

Carter  and  ex-Health,  Education,  and  Welfare  Secretary 
Joseph  Califano  had  berated  hospitals  for  more  than  two 
years,  accusing  them  of  being  “fat  and  inefficient”  and  of 
conducting  an  intense  lobbying  campaign  against  the 
public  interest. 

Labor  sided  with  the  Administration  and  conducted  a 
last-minute  blitz  on  Capitol  Hill  to  line  up  votes,  to  no 
avail. 

The  House  vote  was  preceded  by  several  hours  of  keen 
debate.  After  the  Gephardt  Amendment  won  the  day,  the 
House  was  faced  with  the  question  of  approving  the 
Amendment  or  nothing.  The  final  vote  on  passage  was  321 
to  75. 

House  Democratic  leaders  seemed  baffled  by  the  Ad- 
ministration’s strategy  on  the  measure.  They  had  warned 
the  President  and  his  aides  that  their  nose  counts  showed 
that  the  Administration’s  bill  for  standby  Federal  controls 
didn’t  have  the  requisite  support  in  the  House.  Despite 
their  warnings,  the  President  sent  word  to  schedule  a vote, 
apparently  choosing  to  believe  more  optimistic  predictions 
from  his  legislative  aides. 

The  House  Rules  Committee  had  delayed  the  vote  for 
a week  after  opponents  of  the  bill  on  the  Committee 
showed  surprising  strength  by  refusing  to  accept  the  desires 
of  Administration  forces  for  a parliamentary  procedure 
that  might  have  packed  up  some  additional  votes. 

Unable  to  secure  a rule  that  would  have  tied  a vote  on  the 
Gephardt  Amendment  to  a vote  to  recommit,  thus  making 
the  bill’s  opponents  vulnerable  to  political  charges,  they 
were  against  doing  anything  about  the  hospital  cost  sit- 
uation, Rules  Committee  Chairman  Richard  Bollin  (D., 
Mo.)  reluctantly  acceded  to  President  Carter’s  wishes  and 
sent  the  bill  to  the  floor.  The  “Rule”  granted  a separate 
vote  on  the  Gephardt  Amendment. 

House  Speaker  Thomas  O’Neill  (D.,  Mass.),  an  Ad- 
ministration supporter,  told  reporters  before  the  vote  that 
the  Administration  would  lose  by  an  “overwhelming” 
margin,  breaking  all  of  the  rules  of  prevote  strategy.  (He 
later  made  a stem-winding  speech  on  the  House  floor  in 
favor  of  the  hospital  bill).  Similarly,  Rules  Chairman 
Bolling  was  seething  when  he  made  clear  at  the  Rules 
Committee  hearing  that  he  was  clearing  the  hill  at  that  time 
only  at  the  behest  of  the  Administration. 

The  chief  thrust  of  the  opponents  during  debate  was  that 
the  Administration  measure  threatened  to  impose  a new 
level  of  burdensome  red  tape  on  hospitals  that  could  lead 
to  higher  regulatory  costs,  (a  proponent  of  the  hill  calcu- 
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lated  the  cost  of  the  program  at  $25  million),  and  that  it 
also  would  stifle  purchase  of  quality  equipment  and  ser- 
vices and  lead  to  rationing  of  health  care. 

A major  point  was  that  the  VE  program  had  been  a re- 
sounding success  in  muting  inflation  in  hospital  costs. 

Scores  of  lawmakers  rose  to  attack  the  Administration 
plan.  Many  were  Congressmen  who  battled  the  plan  in  the 
House  Ways  and  Means  and  House  Commerce  Health 
subcommittees.  Representative  Gephardt,  author  of  the 
substitute  bill  that  carried  the  day,  told  the  House  that  the 
main  point  of  his  bill  “is  to  keep  us  on  the  voluntary  path 
rather  than  going  down  the  mandatory  path.”  Hospital 
costs  for  the  first  seven  months  of  this  year  have  risen  less 
than  the  general  rate  of  inflation,  he  noted. 

Representative  Dave  Stockman  (R.,  Mi.),  a prominent 
critic  of  the  Administration  plan,  said  the  inflation  gap 
between  hospitals  and  the  rest  of  the  economy  has  vanished 
since  the  measure  was  first  sent  to  Congress,  and  with  the 
closing  of  the  gap  “there  no  longer  is  a case  for  this  kind  of 
hastily  devised,  jerry-built  control  measure.” 

Another  outspoken  foe  of  the  Administration  bill, 
Representative  Phil  Gramm  (D.,  Texas),  noted  that  30 
state  officials  are  regulating  30  hospitals  in  Connecticut. 
If  that  ratio  is  applied  to  the  nation,  there  will  be  25,000 
Federal  bureaucrats  controlling  hospital  expenditures,  he 
said. 

Representative  David  Satterfield  (D.  Va.)  highlighted 
one  of  the  principal  concerns  of  the  medical  and  health 
professions — that  the  Administration  plan  was  “a  decisive 
step  toward  a federalized,  centrally-controlled,  and  man- 
aged health  care  delivery  system.” 

Enactment  will  drive  the  American  system  toward  the 
plight  of  the  British  system  where  “the  lack  of  access  to 
needed  care  has  now  become  so  acute  that  a major  British 
union  recently  insisted  on  supplementary  private  health 
insurance  for  its  members,”  he  told  the  House. 

Representative  James  Broyhill  (R.,  N.C.)  said  that  even 
1 if  the  optimistic  predictions  of  savings  under  the  Admin- 
istration’s controls  were  correct,  the  impact  on  overall  in- 
flation through  the  Consumer  Index  would  be  only  one 
tenth  of  one  percent  in  1981. 

The  Voluntary  Effort  is  working,  the  Congressman  de- 
clared. He  said  that  the  success  of  the  North  Carolina 
Voluntary  Effort  plan  “demonstrated  that  this  serious 
problem  can  be  addressed  without  government  interven- 
tion.” 

Representative  Robert  Michel  (R.,  111.)  said  that  if  the 
cost  control  bill  were  implemented  there  soon  would  be 
news  stories  about  patients  who  could  not  get  proper 
treatment  or  who  were  denied  entrance  to  hospitals. 
“There  is  risk  in  this  bill  and  the  risk  could  be  deadly,”  he 
warned  the  House. 

The  House  was  urged  to  accept  the  Gephardt  measure 
and  “follow  the  mandates  of  the  American  people  who  are 
demanding  less  bureaucracy”  by  Representative  James 
Jones  (D.,  Okla.).  “Let  us  allow  the  ingenuity  of  the  in- 
dustry to  work  to  hold  dow'n  these  hospital  costs,”  he 
said. 

Representative  Jim  Santini  (D.,  Nev.)  said  the  first 
Administration  bill  for  mandatory  caps  was  “a  turkey”  and 
the  present  bill  was  “son  of  turkey.” 

“I  believe  that  this  bill  (Administration)  has  more  to  do 
with  politics  than  with  regulation,"  said  Representative 
Bill  Alexander  (D.,  Ark.).  “I  believe  that  it  would  add  to 
inflation  through  another  layer  of  bureaucracy.” 

Under  the  Administration  plan,  said  Representative 


Thomas  Luken  (D.,  Ohio),  the  HEW  Secretary  “will  have 
the  hospitals  of  this  nation  in  a vise-like  grip.” 

Representative  Willis  Gradison  (R.,  Ohio)  said  the  Ad- 
ministration plan  penalized  efficient  hospitals  and  pro- 
moted “survival  of  the  fattest.”  If  the  plan  had  been  in 
effect  in  the  past  much  of  the  life-saving  technology  and 
services  of  hospitals  would  have  been  stifled,  he  said. 

Representative  Henry  Waxman  (D.,  Calif.),  Chairman 
of  the  Commerce  Health  subcommittee,  was  a leader  in  the 
battle  for  the  Administration  bill.  He  told  the  House  that 
the  moderation  in  hospital  costs  was  a result  of  the  threat 
of  price  controls.  There  is  no  assurance  the  Voluntary 
Effort  will  be  able  to  continue  its  success,  he  said.  The 
Carter  plan  “is  our  chance  to  say  to  the  American  people 
we  are  willing  to  act  to  hold  down  the  skyrocketing  health 
care  costs  facing  you,”  he  said. 

, * * * 

The  AMA  has  filed  an  appeal  of  the  FTC’s  (Federal 
Trade  Commission’s)  ruling  of  October  12,  1979,  that  the 
AMA  Principles  of  Medical  Ethics  unlawfully  restricts 
physician  advertising. 

The  AMA’s  petition  to  the  U.S.  Court  of  Appeals  for  the 
Second  Circuit,  in  New  York  City,  contends  that  the  order 
unlawfully  interferes  with  the  rights  of  medical  societies, 
prohibiting  them  from  disciplining  members  for  over- 
charging patients,  for  example.  The  order  would,  fur- 
thermore, unduly  restrict  the  ability  of  the  AMA  and  other 
medical  societies  to  try  to  curb  false  and  deceptive  pro- 
motional practices  by  physicians. 

The  AMA’s  appeal  contends  that  the  final  order  went 
beyond  the  jurisdiction  of  the  FTC  and  ignored  the  Asso- 
ciation’s efforts  to  “comply  with  evolving  legal  and  so.cial 
standards,”  concerning  advertising  by  physicians. 

The  FTC  in  its  order  did  concede  that  the  AMA  has  a 
“unique  and  valuable”  role  to  play  in  curbing  false  and 
misleading  advertising. 

The  October  12  decision,  which  was  made  public  October 
24,  revised  an  administrative  law  judge’s  November,  1978, 
ruling  that  would  have  barred  the  AMA  from  any  regula- 
tion of  advertising  for  two  years  and  that  would  have  re- 
quired FTC  approval  for  subsequent  guidelines. 

* * * 

Blue  Cross-Blue  Shield  challenged  a FTC  (Federal 
Trade  Commission)  staff  study  contending  that  physician 
influence  over  Blue  Shield  plans  is  “associated  with  sig- 
nificantly higher  fees.” 

Blues  President  Walter  McNerney  said  the  FTC  Bureau 
of  Economics’  methodology  and  results  “are  not  suppor- 
table” and  are  “directly  contrary”  to  the  results  of  a Blue 
Shield  analysis.  “Even  if  the  staff  s attempt  to  extrapolate 
its  findings  rested  on  otherwise  acceptable  methodology, 
its  failure  to  take  account  of  essential  characteristics  of  the 
reimbursement  system  which  it  analyzed  caused  the  staff 
to  over-state  the  possible  effects  of  physician  influence  on 
Blue  Shield  plans  and  total  health  care  costs,”  said 
McNerney. 

The  FTC  Report  said  “our  results  . . . indicate  that 
reimbursement  rates  are  16  percent  higher  where  a local 
medical  society  or  other  organized  group  of  physicians 
selects  board  members.  Furthermore,  if  physicians,  re- 
gardless of  the  method  of  their  selection,  comprise  50 
percent  or  more  of  a Blue  Shield  board,  reimbursement 

continued  on  page  147 


January  1980/New  York  State  Journal  of  Medicine  143 


continued  from  page  139 

control  arrangement  can  be  successful  only  if  the  Medicaid 
director  understands  all  of  the  problems  of  the  practi- 
tioners and,  most  important,  establishes  a very  close  rela- 
tionship with  the  department  of  social  services. 

In  the  County  of  Rockland,  an  extremely  close  rela- 
tionship was  established  in  1966  and  has  existed  through 
the  terms  of  /our  commissioners  of  Social  Services.  The 
CHAP  unit  in  the  Department  of  Social  Services,  in  spite 
of  normal  changes  of  personnel,  has  always  been  indoctri- 
nated by  the  Medicaid  director  of  our  county  and,  as  a re- 
sult, works  extremely  closely  with  the  Health  Depart- 
ment. 

Another  important  factor  is  the  ability  of  the  Health 
Department  to  correlate  the  professional  desires  of  our 
physicians  to  care  for  those  in  need.  As  a result,  all  of  the 
required  medical  forms  are  filled  out;  these  are  checked  by 
the  Social  Services  clerical  staff;  problem  areas  with  pa- 
tients are  called  to  the  attention  of  the  Medicaid  director 
through  appropriate  communications,  resolutions  are  ob- 
tained. The  same  applies  to  the  dental  profession,  and 
through  the  efforts  of  a dedicated  dental  director  all  dental 
problems  also  are  similarly  resolved.  An  added  benefit  to 
those  in  need  is  a close  relationship  between  the  Social 
Services  CHAP  unit  and  the  director  of  the  county’s  re- 
habilitation program.  Any  report  indicating  a condition 
covered  by  the  rehabilitation  program  is  called  immedi- 
ately to  the  attention  of  the  program  director  and  appro- 
priate steps  are  taken  to  arrange  for  care. 

For  recalcitrant  and  difficult  individuals,  full  coopera- 
tion is  obtained  from  the  Children’s  Protective  Services  of 
the  Department  of  Social  Services.  As  a result  of  a well 
functioning  CHAP  unit,  extremely  few  children  covered 
by  this  program  are  seen  by  Health  Department  clinics. 
The  private  pediatricians  and  family  practitioners  furnish 
the  necessary  care  and  services,  and  complete  the  required 
forms.  Duplication  of  services  is  avoided  by  the  CHAP 
unit’s  careful  comparison  of  the  dates  required  for  exam- 
inations with  the  number  of  physicians’  services  received 
during  the  year — which  is  one  of  the  methods  of  deciding 
the  need  for  a special  examination. 

There  is  no  way  of  really  persuading  parents  who  “panic” 
from  requesting  appointments  with  a physician  other  than 
their  “regular  one”  when  their  “regular”  is  not  available. 
In  Rockland  County,  the  records  are  kept  and  if  a patient 
is  found  to  be  an  abuser  of  a program,  various  steps  are 
taken,  from  education  and  explanation  on  down  to  a le- 
gitimate restriction  of  the  Medicaid  ID  card.  The  CHAP 
program  can  only  result  in  improved  health  for  the  children 
involved,  and  it  is  our  personal  opinion  that  these  children 
receive  much  better  attention  and  are  more  completely 
immunized  than  many  children  who  are  not  covered  by 
Medicaid. 

NOAH  WEINBERG,  Commissioner 
Department  of  Social  Services 
DANIEL  HYMAN,  M.I). 

Deputy  Commissioner  of  Health 
Department  of  Health 
West  Nyack,  N.  Y.  10994 

Nuclear  wastes 

To  the  Editor:  The  most  serious  potential  public  health 
hazard  in  New  York  State  (and,  perhaps,  the  United 
States)  comes  from  the  nuclear  wastes  currently  stored  at 
the  West  Valley  reprocessing  plant,  less  than  40  miles  from 
Lake  Rrie  and  Buffalo,  New  York.  In  August,  1977,  the 


Congress  gave  the  DOE  (Department  of  Energy)  a million 
dollars  a year,  and  a mandate  to  come  up  with  some  feasible 
plan  for  cleaning  up  the  nuclear  wastes  at  West  Valley, 
thereby  protecting  the  health  and  safety  of  the  citizens  of 
Western  New  York.  The  DOE  subcontracted  the  principal 
work  on  this  plan  to  Argonne  National  Laboratory — an 
in-house  contract  which  went  to  essentially  the  same 
people  whose  failure  to  deal  effectively  with  the  problems 
of  nuclear  waste  management  previously  had  created  the 
dangers  at  West  Valley  and  elsewhere. 

From  the  start,  there  was  serious  concern  that  DOE 
would  follow  its  usual  pattern;  it  would  disregard  its  con- 
gressional mandate  and  would  merely  produce  yet  another 
restatement  of  the  technical  options  for  solidification — a 
return  of  the  old  saltcake  vs  glass  debate.  This  would  not 
provide  a constructive  plan  for  dealing  with  the  present 
public  health  problems  at  West  Valley. 

At  a public  meeting  held  at  West  Valley,  DOE  presented 
a “DOE  APPROACH”  listing  “Chevrolet”  and  “Cadillac” 
options  in  the  familiar  pattern.  This  confirmed  the 
growing  concern  that,  despite  its  clear  mandate  from 
Congress,  DOE  would  provide  no  feasible  plan  for  a 
cleanup  of  the  nuclear  wastes  at  West  Valley. 

Another  meeting  was  scheduled  for  Hamburg,  New 
York,  on  June  14,  1978,  and  for  this  meeting  I prepared  a 
written  question  schedule  designed  to  give  the  public  in- 
formation on  whether  the  DOE-Argonne  “plan”  for  West 
Valley  would  actually  do  anything  to  protect  the  health  and 
safety  of  Western  New  Yorkers. 

My  meeting  with  three  members  of  the  DOE-Argonne 
team  responsible  for  the  preparation  of  the  Congression- 
ally-mandated  plan  was  recorded  in  the  form  of  a written 
question  schedule  filled  out  by  Dr.  Norman  Frigerio  and 
also  as  a videotape  of  the  entire  one-hour  session  made  by 
DOE-Argonne.  The  late  Dr.  Frigerio,  of  Argonne  National 
Laboratory,  was  the  member  of  the  team  responsible  for 
environmental  health  and  safety  aspects.  Other  members 
were  Dr.  Gustafson  and  Mr.  R.  V.  Laney. 

From  the  responses  during  this  interview,  I prepared  a 
written  report  to  the  public  and  its  elected  representatives 
(1  and  2)  which  was  based  on  the  scheduled  questions  and 
discussion  to  establish  the  following  points: 

( 1 ) DOE-Argonne  had  no  understanding  or  appreciation 
of  the  major  public  health  problem  posed  by  the  liquid 
wastes.  Basically,  they  denied  that  there  was  a 
problem. 

(2)  The  “plan”  (which  was  already  largely  completed 
at  the  time  of  interview  on  June  14,  1979)  was  simply  a 
repetition  of  old,  failed  proposals  for  making  saltcake  or 
glass.  This  purely  technical  view  of  the  problem  largely 
ignored  the  health  and  safety  aspects. 

(3)  The  DOE-Argonne  “plan”  made  no  provision  for 
protecting  the  health  and  safety  of  the  citizens  of  Western 
New  York  against  loss  of  containment  of  the  liquid  wastes. 
There  was  no  secondary  containment  plan. 

In  response  to  an  invitation  in  October,  1978,  from  Dr. 
Ronald  Stritzler,  I reported  some  highlights  of  the  tran- 
script of  the  Hamburg  meeting.  I felt  the  statements  about 
health  hazards  in  the  transcript  would  be  unbelievable  if 
I paraphrased  or  summarized  them.  They  are  important 
because  they  show  that  the  staff  of  the  Federal  agencies 
such  as  DOE  (who  are  mostly  physical  scientists)  are  sim- 
ply incapable  of  understanding  the  health  hazards  of  ion- 
izing radiation  and  what  they  mean  in  practice.  When  in 
September,  1979, 1 was  invited  by  Alfred  Angrist,  M.D.,  to 
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Constant,  J.:  Test  de  duo  passos  de  Master;  stato  actual, 
New  York  State  J.  Med.  80:  39  (Januario)  1980. 

Le  test  de  duo  passos  de  Master  non  pote  proportionar 
omne  information  supra  le  stato  cardiovasculari,  le  function 
cardiac  o le  arrhythmias  que  pote  esser  obtenite  con  le  test 
de  effortio  progressive  con  le  rota  giratori  (“treadmill”)  o 
le  bicycletta.  Nonobstante,  pro  diagnosticar  le  existentia 
de  morbo  coronari  o pro  suggerer  le  prognose  de  future 
ataques  coronari,  le  test  de  duo  passos  de  Master  compara 
se  favorabilemente,  tanto  in  sensitivitate  como  in  specifi- 
citate,  specialmente  si  da  se  attention  al  stato  post-exer- 
citio.  Le  proportion  de  riscos  non  es  significativemente 
differente  inter  le  test  de  double  passos  de  Master  e le  test 
de  exercito  progressive.  Le  methodos  de  standarisation 
mediante  le  uso  del  metronomo  sin  le  tabelas  de  Master  e 
como  obtener  le  securitate  maxime  es  describite. 

Fogler,  R.,  e Weiner,  E.:  Focos  multiple  de  carcinoma 
colorectal;  argumentos  pro  le  colectomia  subtotal.  New 
York  State  J.  Med.  80:  47  (Januario)  1980. 

Un  revision  de  50  casos  consecutive  de  resection  del 
colon,  in  quanto  al  stato  de  focos  maligne  multiple  in  le 
monstras  obtenite,  es  presentate.  Le  trovatos  significative 
esseva:  80  pro  cento  del  casos  correspondeva  a lesiones 
polypoide  benigne;  14  pro  cento  a carcinoma  invasive  in  le 
adenoma  villose;  4 pro  cento  a carcinoma  superficial  in 
polypos  pedunculate;  2 pro  cento  a un  carcinoma  temprane 
del  mucosa,  e 14  pro  cento  a un  secunde  carcinoma  invasive. 
In  consequentia,  un  total  de  34  pro  cento  de  iste  patientes 
habeva  plus  que  un  foco  de  morbo  maligne  in  le  colon 
resectate.  Le  evalutation  preoperative,  con  un  colonos- 
copia  complete  pare  mandatori  in  omne  patientes  con  un 
lesion  maligne  cognoscite  in  le  colon.  Quando  es  indicate, 
le  colectomia  subtotal  preservante  le  rectum,  pare  esser  un 
resection  rationabile  del  colon  quando  plus  que  un  lesion 
es  trovate. 

Fontana,  V.  J.:  Abuso  de  pueros;  prevention  in  parentes 
adolescente  (de  13  a 19  annos  de  etate — “teenagers”),  New 
York  State  J.  Med.  80:  53  (Januario)  1980. 

Le  pregnantias  in  feminas  adolescente  ha  attingite 
proportiones  epidemic.  Iste  parentes  ha  un  risco  elevate 
de  mal  tractamento  del  pueros,  especialmente  per  que  dies 
mesme  ha  essite  tractate  malmente  in  le  infantia.  Le  so- 
lutiones  suggerite  pro  iste  problema  include:  1)  sessiones 
de  inseniamento  pro  devenir  bon  parentes  in  le  scholas 
elementari  e superior;  2)  evalutation  perinatal  pro  detectar 
characteristicas  de  risco  elevate  pro  abuso  potential  del 
pueros  facite  per  le  personal  del  hospital;  3)  servicios  san- 
tiari  de  maternitate  in  adolescentes  per  le  communitate; 
4)  servicios  preventive  como  per  exemplo  albergos  pro 
adolescentes  pregnate  e servicios  de  attention  diurne  pro 
le  pueros;  e 5)  education  integral  in  sexualitate  human  in- 
cludente  le  inseniamento  de  acceptar  responsabilitates  per 
le  proprie  action  del  individuo. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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resubmit  the  material  in  the  form  of  a letter  to  the  editor 
and  to  bring  the  material  up  to  date,  I still  find  that  I must 
quote  the  transcript  itself  in  order  to  be  credible. 

As  to  what  happened  in  the  intervening  year,  the  only 
real  change  in  the  situation  is  that  we  are  now  one  year 
closer  to  the  loss  of  containment  in  the  tank  which  holds 
600,000  gallons  of  high-level  liquid  waste  at  West  Valley. 
The  only  thing  that  we  all  agreed  on  at  the  Hamburg 
meeting  was  that  the  issue  is  not  “Will  the  tanks  fail?” 
Sooner  or  later  they  will  fail.  The  only  question  is 
“When?”  The  hypothetical  guarantee  time  of  20  years  is 
running  out,  and  the  most  recent  reports  say  that  it  will 
take  at  least  7 years  to  set  up  a permanent  waste  repository 
where  the  wastes  can  be  shipped  to. 

IRWIN  BROSS,  M.D. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  N.Y.  14263 

Reply  from  John  M.  Matuszek,  Ph.D. 

To  the  Editor:  The  report  submitted  by  Irwin  Bross, 
M.D.,  “The  High  Level  Nuclear  Wastes  at  West  Valley; 
The  worst  potential  public  health  problem  in  New  York 
State”  does  not  appear  suitable  for  publication  in  the  New 
York  State  Journal  of  Medicine.  In  my  opinion  Dr.  Bross 
fails  to  provide  scientific  justification  for  his  claim.  The 
technical  content  of  the  paper  is  of  questionable  suitability 
for  presentation  in  a medical  journal  and  the  highly  per- 
sonalized form  of  presentation  does  not  seem  suitable  for 
any  scientific  or  technical  journal. 

Dr.  Bross  claims,  in  the  title  to  the  paper,  to  describe  the 
“Worst  Potential  Public  Health  Problem  in  New  York 
State,”  but  he  fails  to  substantiate  his  claim  medically, 
statistically,  or  scientifically.  In  the  paper  he  neither 
evaluates  the  number  of  people  who  might  be  affected  by 
an  incident  of  the  magnitude  he  describes,  nor  does  he 
make  any  comparison  of  the  mortality  or  morbidity  one 
might  anticipate  in  relation  to  the  many  other  environ- 
mental health  problems  faced  by  the  State.  Instead,  he 
presents  several  subjective,  unsupported  statements  de- 
scribing his  view  of  the  research  performed  by  various 
Federal  agencies.  He  compounds  his  attack  by  making 
personally  derogatory  statements  about  other  researchers; 
statements  which  appear  to  have  been  presented  only  to 
exaggerate  Dr.  Bross’  level  of  expertise  in  a scientific  area 
in  which  he  is  not  qualified. 

The  technical  issue  that  Dr.  Bross  presents  rests  solely 
on  the  question  of  the  integrity  of  the  high-level  waste 
storage  tanks  should  an  earthquake  occur  at  West  Valley. 
However,  the  tanks  already  have  a seismically  stable  sec- 
ondary containment  barrier  as  proposed  by  Dr.  Bross,  as 
well  as  a tertiary,  impervious  clay  barrier. 

The  subject  of  seismic  stability  was  evaluated  in  detail 
by  the  University  of  California’s  LLL  (Lawrence  Livermore 
Laboratory)  in  a report  titled  “Seismic  Analysis  of  High- 
Level  Neutralized  Liquid  Waste  Tanks  at  the  Western 
New  York  Nuclear  Services  Center,  West  Valley,  N.Y.,” 
UCRL-52485  (May,  1978).  The  LLL  evaluation  found 
that  the  tanks  and  the  secondary  harrier  could  withstand 
seismic  acceleration  twice  that  of  the  most  severe  earth- 
quake which  has  ever  occurred  in  western  New  York. 

A problem  of  public  health  concern  does  exist  at  West 
Valley  because  of  the  near-surface  storage  of  liquid  high- 
level  radioactive  wastes;  a problem  which  is  actively  being 
evaluated  by  several  State  and  Federal  agencies.  However, 


Dr.  Bross’  claims  of  imminent  danger  do  not  appear  war- 
ranted. 

JOHN  M.  MATUSZEK,  Ph.D. 
Radiological  Sciences  Laboratory,  Director 
Tower  Building,  Empire  State  Plaza 
Albany,  N.Y.  12201 

Sinus  bradycardia 

To  the  Editor:  In  reading  your  interpretation  of  the 

Electrocardiograms  of  the  Month*  may  I disagree  with 
your  interpretation:  1.  Rhythm-sinus  bradycardia  at  rate 
of  50  per  minute. 

2.  P-R  interval  is  normal  for  the  rate,  though  at  the 
upper  limits  of  normal. 

3.  Since  the  patient  has  anginal  syndrome,  serial 
tracings  are  in  order. 

S.  A.  HAIDER-SHAH,  M.D. 

14  Hopper  Street 
Utica,  N.  Y.  13501 

* Rubin,  I.  L.,  and  Frieden,  J.:  Electrocardiograms  of  the 
month;  Question  275,  New  York  State  J.  Med.  79:  1567  (Sept.) 
1979. 

Dr.  Rubin’s  and  Dr.  Frieden’s  reply 

To  the  Editor:  Dr.  Haider-Shah  is  correct.  The  rhythm 
is  sinus  bradycardia.  The  P-R  interval  is  borderline 
though  slightly  prolonged  for  this  rate.  As  stated  in  our 
answer,  in  a symptomatic  patient,  serial  tracings  are  indi- 
cated. 

IRA  L.  RUBIN,  M.D. 
JULIAN  FRIEDEN,  M.D. 
Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  N.Y.  10467 

New  hazard  of  triple 
prescription  forms 

To  the  Editor:  Enclosed  is  a copy  of  a letter  written  to  the 
Bureau  of  Controlled  Substances  in  Albany,  New  York. 

Dear  Sir: 

This  letter  is  written  regarding  the  New  York  State 
triplicate  prescriptions  which  was  instituted,  I suspect,  in 
order  to  diminish  the  sale  of  illicit  drugs. 

Recently  my  office,  which  I share  with  several  associates, 
has  been  robbed  on  two  occasions  and  we  have  all  lost  many 
such  books  containing  the  above  prescriptions.  I,  there- 
fore, see  that  there  are  those  in  our  society  who  realize  the 
value  of  these  prescriptions  and  are  willing  to  break  into 
physician’s  offices  in  order  to  illegally  obtain  them. 

I am  writing  this  letter  in  order  to  suggest  that  it  be  re- 
quired by  a pharmacist  before  he  fills  such  a prescription 
that  he  call  the  physician  who,  supposedly  has  prescribed 
the  drug,  in  order  to  confirm  that  this  is  indeed  a legitimate 
prescription.  Obviously,  if  a patient  is  known  to  the 
pharmacist  as  having  an  illness  which  requires  chemo- 
therapy and  longterm  management,  then  in  such  a case  a 
phone  call  to  the  physician  may  not  he  indicated.  How- 
ever, I strongly  suggest  that  there  be  some  new  measure 
instituted  in  order  to  attempt  to  foil  that  element  in  our 
society  which  is  trying  to  outsmart  those  of  us  who  are 
trying  to  keep  drugs  from  falling  into  criminal  hands,  where 
indeed  a great  profit  can  he  made. 

I have  sent  this  copy  to  you  with  the  hope  that  it  might 

continued  on  page  148 
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rates  are,  on  an  average,  10  percent  higher.” 

The  Report,  prepared  by  FTC  economists  David  Kass 
and  Paul  Pautler,  contains  a disclaimer  that  it  “has  not 
been  reviewed  by,  nor  does  it  necessarily  reflect  the  views 
of  the  Commission  or  any  of  its  members.” 

Last  May,  FTC  Bureau  of  Competition  staff  called  for 
an  open  rule-making  proceeding  to  prohibit  physician  or- 
ganizations from  participating  in  the  control  of  Blue  Shield 
Plans  and  to  limit  for  five  years  individual  physician  par- 
ticipation to  no  more  than  25  percent  of  a plan’s  governing 
body. 

* * * 

State-by-state  variations  in  Medicaid  coverage  have 
prompted  the  Administration  to  assign  high  priority  to 
upgrading  Medicaid  and  to  move  toward  making  benefits 
and  eligibility  uniform  across  the  nation.  Despite  the  es- 
timated $20  billion  plus  cost  of  Medicaid  during  the  past 
fiscal  year,  serious  gaps  remain  if  financing  health  care 
services  for  the  poor.  One  result  has  been  that  hospitals 
and  physicians  are  providing  more  than  $1  billion  a year 
in  charity  care. 

The  Administration,  whose  Medicaid  reforms  are  em- 
bodied in  its  National  Health  Plan  (NHI),  has  insisted  that 
the  Medicaid  problem  be  recognized  by  the  Senate  Finance 
Committee  during  its  mark-up  of  a Catastrophic  National 
Health  Insurance  bill.  Responding  to  the  plea,  the  Com- 
mittee tentatively  has  approved  provisions  insuring  that 
the  proposed  $3,500  “deductible”  for  out-of-pocket  health 
care  expenses  be  lowered  depending  on  income. 

From  25  percent  to  35  percent  of  the  population  with 
incomes  below  the  poverty  line — some  nine  million  peo- 
ple— don’t  qualify  for  Medicaid.  In  some  states  more  than 
70  percent  of  the  poor  are  not  covered.  The  differing 
welfare  programs  in  the  states  and  the  need  for  Medicaid 
to  mesh  with  these  had  posed  a giant  headache.  Federal 
matching  Medicaid  funds  are  only  furnished  for  coverage 
of  people  who  fit  specific  welfare  categories. 

There  are  large  loopholes.  For  example,  single  adults 
and  childless  couples  who  are  poor  cannot  receive  Medicaid 
unless  they  are  disabled  or  are  more  than  65  years  old. 

Income  cutoffs  for  Medicaid  eligibility  vary  greatly,  from 
less  than  $2,400  for  a family  of  four  in  some  southern  states 
to  $4,800  or  above  in  some  northern  tier  states. 

A significant  problem  is  the  discouragement  to  providers 
stemming  from  the  Medicaid  payment  rates  which  average 
20  to  25  percent  lower  than  Medicare’s  rate,  a bargain- 
basement  rate,  itself. 

* * * 

The  House  had  defeated  legislation  to  extend  coverage 
of  the  National  Labor  Relations  Act  to  include  interns  and 
residents. 

The  medical  profession  was  split  over  the  question  of 
whether  residents  should  have  the  right  to  form  labor 
unions  under  Federal  law. 

Opposing  the  concept  was  the  Association  of  American 
Medical  Colleges  because  of  the  possible  impact  on  hos- 
pitals affiliated  with  medical  schools. 

A principal  supporter  of  the  proposal  was  the  AMA, 
whose  House  of  Delegates  took  the  position  that  the  fact 
interns  and  residents  “are  in  a learning  process  of  acquiring 
new  skills  does  not  detract  from  their  legal  right  to  organize 
and  engage  in  collective  bargaining  ...  .” 


Representative  A1  Ullman  (D.,  Ore.),  Chairman  of  the 
Ways  and  Means  Committee,  has  introduced  in  legislative 
form  a new  tax  treatment  proposal  for  private  health  in- 
surance. Ullman  is  the  first  lawmaker  to  propose  tight- 
ening tax  breaks  for  private  health  insurance  in  order  to 
encourage  purchase  of  cheaper  insurance,  to  spur  HMOs 
(Health  Maintenance  Organizations),  and  to  make  health 
providers  and  consumers  in  general  more  cost-conscious. 
In  a House  speech,  Ullman  said  his  bill  would  bring  in  $3 
billion  more  in  Federal  tax  revenues  in  1984.  The  Ullman 
Plan  is  expected  to  be  the  subject  of  Ways  and  Means 
hearings  in  1980. 

Ullman  said  his  proposal  would  restructure  the  financing 
of  the  health  care  industry.  “It  encourages  competition 
within  the  health  industry  to  offer  more  economic  policies,” 
he  said.  “It  would  check  and  stabilize  the  rising  proportion 
of  the  GNP  spent  on  health.  By  modest  estimates,  the 
proposal  will  reduce  health  care  spending  by  more  than  $3 
billion  in  1984.” 

By  concentrating  on  the  health  coverage  package  offered 
consumers,  Ullman  said  his  bill  would  force  “the  consumer, 
the  physician,  the  hospital,  and  the  insurance  company  to 
consider  the  wide  range  of  health  benefits  and  their  price 
tags — and  then  decide  exactly  how  much  health  protection 
a worker  wants  for  his  dollar.” 

Ullman’s  legislation  would  limit  the  tax-free  portion  of 
the  employer  contribution  to  $120-a-month  for  a family, 
and  somewhat  less  for  individuals.  Such  a limit,  he  said, 
will  encourage  employees  to  look  for  better  buys,  to  get 
more  for  their  $120-a-month,  and  more  carefully  examine 
whether  insurance  for  dental  work,  eye  care,  and  pre- 
scription drugs  is  worth  the  extra  expense. 

Businesses  would  be  required  to  offer  a low-cost  health 
plan  with  consumer  cost-sharing  or  an  HMO  plan,  in  ad- 
dition to  a traditional  full-benefit  policy. 

♦ * * 

Representative  Daniel  Flood  (D.,  Pa.),  long-time  head 
of  the  House  Appropriations  Subcommittee  on  Health 
announced  he  will  leave  Congress  for  health  reasons  Jan- 
uary 31.  The  76-year-old  Congressman  is  facing  a Federal 
retrial  on  bribery  charges. 

Flood  has  contended  the  wrong-doing  was  carried  out 
by  an  aide,  already  convicted,  and  that  he  is  innocent. 

Flood  was  an  influential  lawmaker  in  the  health  field, 
guiding  the  billions  of  dollars  for  health  programs  for  many 
years. 

He  assumed  the  chairmanship  of  the  key  subcommittee 
at  a time  when  the  continued  sharp  escalation  by  Congress 
of  health  appropriations  was  coming  to  a close.  Flood  won 
respect  for  his  handling  of  the  money  bills  in  more  austere 
times.  In  general,  he  voted  more  funds  for  the  Federal 
Health  Budget  than  the  Administration  requested,  but  less 
than  the  Senate  wanted. 

* * * 

Representative  Tim  Lee  Carter  (R.,  N.Y.),  Congress’ 
foremost  expert  on  health  legislation,  announced  he  will 
retire  after  the  present  Congressional  session,  his  sixth 
term  in  Congress.  The  physician-lawmaker  is  ranking 
minority  member  on  the  House  Commerce  Subcommittee 
on  Health. 

continued  on  page  152 
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elicit  some  response  and  further  suggestions  on  how  to  cope 
with  this  situation. 

ARTHUR  S.  CARON,  M.D.,  F.A.C.S. 

137  East  Thirty-sixth  Street 
New  York,  N.Y.  10016 

Genital  herpesvirus  infections* 

To  the  Editor:  A recent  article  by  Felman  and  Nikitas 
describes  well  mostly  the  virology  of  the  subject.  The  half 
page,  twelfth  line  “treatment”  said  almost  nothing,  over- 
generalizing the  important  topic,  which  many  readers 
and/or  practitioners  would  like  to  know. 

With  idoxuridine  (Stoxil)  originally  used  in  ophthal- 
mology, my  results,  in  limited  cases  (mostly  young  males), 
are  satisfactory. 

Idoxuridine  inhibits  replication  of  herpesvirus  by  irre- 
versibly inhibiting  the  incorporation  of  thymidine  into  the 


Cow’s  milk  allergy:  prevention 

Detection  and  prevention  are  the  cardinal  elements  of 
cow’s  milk  allergy  control.  Prevention  is  discussed  under 
2 main  headings:  (1)  primary  prevention  (prophylaxis), 
under  which  the  author  discusses  breast-feeding  and  its 
encouragement,  human  milk  banks,  and  hypoallergic  for- 
mulas; and  (2)  secondary  prevention  including  dietary 
management,  milk  substitutes,  drug  therapy,  and  hypo- 
sensitization. Promotion  of  breast-feeding  requires  a 
positive  role  by  medical  personnel,  women’s  associations, 
and  the  infant  food  industry.  Pooled  human  milk  has 
become  available  through  banking  systems  in  many  areas 
of  the  U.S.  and  other  countries.  A list  of  such  banks  in 
various  localities  may  be  had  from  the  La  Leche  League 
International  (9616  Minneapolis  Ave.,  Franklin  Park,  Il- 
linois 60131 ). 

Manifestations  of  CM  A (cow’s  milk  allergy)  range  from 
chronic  asymptotic  low  grade  gastrointestinal  blood  loss 
to  severe  immediate  anaphylaxis  (the  author  tabulates 
multiple  gastrointestinal,  respiratory,  hemic,  skin,  and 


viral  deoxyribonucleic  acid 

LEOPOLD  SCHEIBER,  M.D. 

133  East  73rd  Street 
New  York,  N.Y.  10021 
* Felman,  Y.  M.,  and  Nikitas,  J.  A.:  Genital  herpesvirus  in- 
fections, New  York  State  J.  Med.  79:  1216  (July)  1979. 

Response  from  the  authors 

To  the  Editor:  While  idoxuridine  is  effective  in  herpetic 
keratitis,  it  has  been  tried  in  many  studies  on  skin  and 
mucous  membrane  lesions  without  success. 

There  is  no  really  effective  drug  to  cure  recurrent  herpes 
simplex  infection  of  the  skin.  Idoxuridine  has  no  effect  on 
latent  viruses  in  ganglionic  cells. 

We  wish  the  section  on  treatment  could  be  longer! 

YEHUDI  M.  FELMAN,  M.D.,  M.A.,  M.Phil. 
Director,  Bureau  of  Venereal  Disease  Control 
93  Worth  Street,  Room  806 
New  York,  N.Y.  10013 


miscellaneous  signs,  28  in  number).  The  multiple  system 
involvement  and  lack  of  specificity  of  CMA  probably  ex- 
plain why  it  is  frequently  underdiagnosed  by  some  and 
overdiagnosed  by  others.  The  subject  is  further  compli- 
cated because  an  immunologic  basis  for  the  reactions  often 
cannot  be  identified. 

It  is  becoming  evident  that  CMA  involves  multiple  im- 
mune mechanisms.  Diagnosis  is  essentially  clinical,  de- 
pending on  history,  clinical  manifestations,  exclusion  of 
other  causes  for  the  symptoms,  and  improvement  after 
elimination  of  cow’s  milk  from  the  diet,  with  recurrence 
when  it  is  reintroduced.  Laboratory  tests  may  help,  but 
alone  they  neither  prove  nor  exclude  CMA  diagnosis. 

Challenge  by  milk  given  orally  at  present  is  the  most 
reliable  diagnostic  method.  Other  procedures  are  skin 
testing  and  laboratory  determinations  for  eosinophilia, 
serum  IgE  level,  radioallergosorbent  test  (RAST),  pre- 
cipitin and  hemagglutinin  test.  Two  others:  (a)  cellular 
tests  and  (b)  intestinal  biopsy  are  at  present,  for  various 
reasons,  of  limited  value,  if  any.  Bahna,  S.  L.:  Control  of 
milk  allergy,  Ann.  Allergy  41:  1 (July)  1978. 
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TO  HELP  OTHERS. 

CARE-  New  York.  N Y.  10016  or  regional  offices 


PHYSIATRIST, 

STAFF 

DIRECTOR,  PHYSICAL  MEDICINE 

Rehabilitation  center  located  near  Princeton,  NJ. 
within  convenient  commuting  distance  of  NY  and 
Phila.,  seeking  aggressive  growth  oriented  Physia- 
trist.  Modern  facility  has  50  rehab  beds,  120  SNF 
beds  with  growing  outpatient  dept.  Open  salary, 
excellent  working  environment.  Send  curriculum 
vitae  to:  Joseph  L.  Mooney,  MD,  Medical  Director 

MORRIS  HALL  HEALTH 
& REHAB  CENTER 

2381  Lawrenceville  Rd. 
Lawrenceville,  NJ  08648 

Equal.Opportunity  Employer 


lYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT  D 


STATE  NEW'  YORK:  Internist  and  family  practitioner  to  join  three-man 
rimary  care  group  in  suburban-rural  community  of  40,000  to  50,000  people  in 
lohawk  Valley.  We  seek  two  associates.  New  hospital  and  extended  care  fa- 
lity.  Excellent  schools  and  recreation  areas.  Partnership  available  after  one 
aar.  Please  send  curriculum  vitae  to  Dept.  747,  c/o  NYS.IM. 


i’SICIANS  WANTED  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 
ork,  New  Jersey.  Connecticut/  permanent  lull -hall  time  as  well  as  temporary 
id  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
arre>  Associates,  agency  for  Execu-Med.  2.1-25  East  26th  St..  New  York. 
,Y.  10010.  Telephone:  (212)  532-7625. 


VSICIAN  DURING  JULY  AND  AUGUST,  1980  for  children's  camp  located 
Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
lalth  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
lildren  accepted  who  are  of  camp  age.  Camp  opens  June  27  and  closes  August 
i.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
rail's  End  Camp,  c/o  Beach  Lake.  Inc.,  215  Adams  Street,  Brooklyn,  N.Y. 
•201. 


\AS  NEEDS  DOCTORS!  Excellent  opportunities  for  GPs.  pediatricians,  in- 
irnists,  orthopods,  and  Ob/Gyn  in  several  small  towns  (pop.  25,000)  throughout 
)e  state.  Also  excellent  openings  for  neonatologist,  perinatologist,  ENT  and  GP 
Dallas.  Generous  guarantees  and  perks.  Contact  Texas  Doctors  Group.  Suite 
JO.  815  Brazos.  Austin,  Texas  78701.  (512)  476-7129. 


PHYSICIANS  needed  for  80  summer  camps  for  children,  located  in  Northeastern 
States,  July  and  August  or  a single  month.  Write  to:  Association  of  Independent 
Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


URBAN  HOSPITAL  (BROOKLYN)  SEEKING  DIRECTOR  OF  SURGERY. 
Nonsalaried,  but  excellent  opportunity  to  build  practice.  Curriculum  vitae  to 
S.  George  Zingale,  Executive  Director,  10  St.  Pauls  Place,  Brooklyn,  NY 
11226. 


CLINIC  OPHTHALMOLOGIST:  Jewish  geriatric  institution  requires  services 
of  a clinic  ophthalmologist.  Sessions  available  weekdays  and/or  Sundays.  Dept. 
102,  c/oNYSJM. 


PHYSICIANS,  NEED  A CHANGE  OF  LIFE  STYLE?  or  a new  practice  situation? 
One  of  our  hundreds  of  openings  nationally  is  probably  the  one  you  are  looking 
for!  We  confidentially  match  your  geographical,  financial,  and  practice  re- 
quirements to  our  many  openings  and  give  you  detailed  information  on  the 
practice  situations  that  meet  your  requirements.  There  is  no  charge  or  obligation 
to  you.  Call  Durham  Medical  Search,  722-P  Statler  Office  Bldg.,  Buffalo,  N.Y. 
14202.  (716)852-5911. 


FAMILY  PHYSICIAN:  Schenectady,  New  York.  Interested  in  medical  hypnosis. 
An  unusually  well-equipped,  fourteen  room  office.  Salary  leading  to  partnership. 
Contact  Peter  A.  Bakai,  M.D.,  214  Mohawk  Ave.,  Scotia,  N.Y.  12302.  Tel.  (518) 
346-3454. 


NTROSE,  NEW  YORK,  V.A.  MEDICAL  CENTER:  Immediate  openings 
r full  time  staff  psychiatrist  positions  on  the  inpatient  service  at  Montrose  V.A. 
edical  Center.  A university  affiliated  hospital,  JCAH  approved,  with  a large 
tercare  program,  located  25  miles  from  New  York  City.  The  psychiatrist  heads 
beam-oriented,  multi-disciplinary  staff  for  the  evaluation  and  treatment  of 
litients.  Excellent  salary  P.A.,  and  faculty  appointment  commensurate  with 
I lalifications  and  experience.  Full  Civil  Service  benefits.  An  Equal  Oppor- 
I nitv  Employer.  Send  letters  and  c.v.  to:  Gaston  G.  Trigos,  M.D.,  Chief  of 
I aff,  V.A.  Medical  Center,  Montrose,  N.Y.  10548.  For  further  information  call 
I llect:  (914)  737-4400,  ext.  469. 


I'ENTION  ORTHOPEDIC  SURGEONS.  G.P.’s  & INTERNISTS.  Sumed 
Interprises,  Inc.  has  prime  office  space  available  in  medical  office  buildings  close 
I the  Northwest  Medical  Center  in  the  1960 — I 45  Houston  area,  the  fastest 
I owing  city  in  America.  For  further  information  about  this  booming  community, 
I 11  or  write:  Sumed  Enterprises.  Inc.,  830  F.M.  1960  West.  Suite  12,  Houston, 
lixas  77090,  Attn:  M.  Nierman.  Telephone  (713)  893-1024. 


I URGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  suburbs  of 
I tffalo.  New  York.  Immediate  openings  for  career  oriented  emergency  physi- 
lins  to  assume  clinical  and  directorship  responsibilities.  Fee-for-service  with 
I nimum  guarantee  provided;  30,000  patients  seen  annually.  Professional  lia- 
I ity  insurance  provided.  For  details  send  credentials  in  complete  confidence 
I Mr.  James  Thomas,  The  Churchill  Management  Group,  Inc.,  230  Park  Ave., 
I -w  York,  N.Y.  10017,  or  call  (212)  599-0060. 


r 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 


V 


EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa..  N.Y.,  N.J.,  Mich,  and  Southeastern 
U S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400,  399  Market  St.,  Phila.,  PA  19106  or  phone  215-925-3511. 


DELINQUENT  ACCOUNTS? 

We  collect  your  overdue  bills  nationwide  without 
charging  collection  agency  fees.  Results  guaran- 
teed. Free  sample  kit. 

Chas.  S.  Edward,  Dept.  087-2, 

6614  Lakeshore,  Dallas,  TX  75214 
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GROW  WITH  US  IN 
SUNNY  PHOENIX 


80  MD,  AGPA  accredited  group  provid- 
ing both  prepaid  and  FFS  medical  care 
is  recruiting  for  primary  care  physi- 
cians and  most  specialties.  Compet- 
itive salaries  and  comprehensive 
benefits  including  professional  devel- 
opment program  and  retirement  plan.  If 
team  interaction  and  casual  living  turn 
you  on,  send  CV  to: 


Dick  Wagner 
Health  Maintenance 
Associates,  LTD. 
4747  N.  22nd  Street 
Phoenix,  Arizona  85016 
(602) 957-9200 


PHYSICIANS  WANTED— CONT  D 


PHYSICIAN,  EMERGENCY  MEDICINE:  Wilson  Memorial  is  a 576-bed  teaching 
hospital,  located  in  Upstate  New  York,  and  affiliated  with  Upstate  Medical 
Center  in  Syracuse,  New  York.  At  this  time,  the  hospital  is  actively  seeking  an 
emergency  medicine  residency.  The  physician  will  have  a teaching  responsibility 
in  the  present  residency  program.  The  position  requires  three  years  of  post 
graduate  training  and  emergency  department  experience.  Salary  is  negotiable, 
and  we  have  a competitive  benefit  program.  An  Equal  Opportunity  Employer. 
II  interested,  send  curriculum  vitae  to:  J.  R.  Tallam,  M.D.,  Director  of  Emergency 
Medicine,  Wilson  Memorial  Hospital,  33-57  Harrison  St.,  Johnson  City,  N.Y. 
13790,  or  call  (607)  773-6371. 

PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long  experien 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  and  Connectii 
license.  Dept.  737,  c/o  NYSJM. 


ANESTHESIOLOGIST  AVAILABLE  ON  PART-TIME  BASIS  for  one  or  t 
days  a week  in  the  Greater  New  York  area,  or  adjoining  New  Jersey/Connectii 
counties.  Diplomate  American  Board  of  Anesthesiology,  FFARCS  (Englan 
Twenty  years  of  extensive  experience  in  clinical  and  academic  fields.  Liabil 
insurance  coverage  to  be  arranged.  Box  704,  Scarsdale,  New  York  10583. 


BOARD  CERTIFIED  FAMILY  DOCTOR,  young,  married,  would  like  positic 
with  innovative  group  in  semi-rural,  small  town  location.  Prefer  Ulster,  Sulliv; 
County  area.  Reply  to  Johannes  D.  Weltin,  M.D.,  1000  Walnut  St.,  Philadelphi 
PA  19107.  (215)  923-4839. 


NUCLEAR  PHYSICIAN,  ABNM  CERTIFIED,  seeks  multispecialty  grou 
Thirteen  years  of  clinical  practice  in  academic  setting.  Experienced  in  all  phas 
of  nuclear  medicine  (imaging,  thyroid,  cardiac,  hematology).  Available  Sprii 
1980.  Dept.  103,  c/o  NYSJM. 


EQUIPMENT 


PADGETT  MICROSURGERY  SET,  bayonet  handles,  excellent  condition.  Ust 
once.  Six  instruments;  micro  forceps,  micro  needle  holder,  three  micro  scissor 
Yassargill  clip  applying  forceps.  Includes  instrument  rack  and  sterilizing  cas 
$1,200.  Dept.  100,  c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  SU' 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  ( 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  1001 
(212)  730-0069 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicia 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collatei 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  e 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c 
NYSJM. 


STOP  THROWING  AWAY  YOUR  MONEY!  Our  Clients  are  being  paid  for: 
medicaid  services.  Are  you?  Medicaid  experts  prepare  and/or  process  yo 
medicaid  claims  for  a nominal,  tax  deductible  charge — courteous  and  prom 
service.  Save-All  Servicing  Companv,  342  Madison  Ave.,  New  York,  N.Y.  1001 
(212)986-0395. 


PRACTICES  AVAILABLE 


ALLERGY  PRACTICE,  with  building,  available  due  to  death.  Beautiful  upsta1 
community  of  100,000  (draws  500,000).  Good  hospitals,  Schools,  living.  Un 
versity  medical  center  45  mins.  away.  Only  one  other  allergist.  Excellent  Of 
portunity.  Dept.  104  c/o  NYSJM,  or  call  (315)  735-8772. 


PRACTICES  WANTED 


INTERNIST,  BOARD  CERTIFIED,  EXPERIENCED,  seeks  relocation  to  Wes 
Nassau  area.  Seeks  active  practice,  no  Medicaid,  to  buy  or  share.  Dept.  101 
c/o  NYSJM. 


INTERNIST,  BOARD  ELIGIBLE,  FLEX,  seeks  solo,  group,  partnership.  Wei 
trained  and  with  private  practice  experience.  Interested  in  New  York,  Nev 
Jersey,  Connecticut.  Dept.  106,  c/o  NYSJM. 
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FFICE  SPACE  WANTED 


ZlZ-594'1670 


ITERNIST  SEEKS  OFFICE  TO  RENT  in  Manhattan.  Four  rooms,  ground 
floor  preferred  Call  (212)  689-3124,  or  (212)  544-4907. 


EAL  ESTATE  FOR  SALE  OR  RENT 


•CTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
n renting  or  subletting  a Manhattan,  NVC  professional  office,  or  to  buy,  sell  or 
ippraise  a co-op,  contact  Nathan  H.  Friedman,  V.P..  Douglas  Elliman-Gihbons 
v Ives.  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


tNH  ATT  AN’S  EAST  SIDE.  133  EAST  73RD  ST..  N Y.C.  LEXINGTON 
’rofessional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
ffice  suites  Furnished  & equipped  24  hour  answering  service;  receptionist 
.lad  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
[ecessary.  Rent  by  the  hour  or  full-time.  (212)861-9000 


CD1CAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
'Mains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0055,  or  946-3737. 


Ir  RENT:  ST.  CROIX,  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  six; 
I n golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Barber, 
Ll.D.,  20  Lodges  Lane,  Bala  Cynwyd,  PA  19004.  (215)  664-3625  or  925-3516. 


IfICE  & RESIDENCE  FOR  SALE  IN  QUEENS:  Radiologist  retiring.  Offers 
lomplete,  active  X-ray  office.  Will  sell  X-ray  separately.  Residence  suitable  for 
loctor  to  practice.  A private  family  would  have  all  conveniences.  Central  location, 
el.  (212)  776-1381. 


STSIDE,  MANHATTAN  (87  East):  Modern  elevator  building,  doorman.  Large 
arnished  office,  waiting  room,  bathroom  and  kitchen.  Suitable  for  psychotherapy 
nd  psychoanalysis.  Available  3 days,  including  evenings.  Basic  telephone  and 
nswering  service  included.  Phone  Mrs.  Irene  Jacobson  (914)  948-2001. 


DIOLOGY  OFFICE,  FULLY  EQUIPPED,  and/or  small  medical  building  near 
ospital,  35  miles  from  New  York  City.  Serious  principals  only.  Dept.  101,  c/o 
1YSJM. 


KINGS  PLAZA.  BROOKLYN:  Now  renting  and  under  construction;  Spring 
pcupancy.  The  beautiful,  new  Plaza  Medical  Arts  Building  with  nine  (9)  luxury 
aites  for  specializations  ranging  from  850  to  1,050  square  feet.  Public  trans- 
ortation  at  front  door,  convenient  parking,  elevator  service,  attractive  terms, 
xposure  to  millions  of  people  annually.  Several  suites  still  available.  Call 
Uner  (212)  287-9756. 


BLYN/OLD  WESTBURY.  LONG  ISLAND:  Prime  commercial  building  for 

tie  or  rent  w/option  to  buv.  Suitable  for  professional  or  commercial.  East- 
■ook  (516)  621-4648. 


N »V  PALTZ,  NEW  YORK.  Beautiful  contemporary,  15  year  old  house,  cedar 

takes,  9 rooms;  includes  3 bedrooms,  2 baths,  den,  large  family  room,  native  stone 
eplace,  eat-in  electric  kitchen,  spacious  living  and  dining  areas,  excellent  ap- 
liiances;  4%  acres,  lovely  in  all  seasons,  landscaped  and  partially  wooded;  gor- 
I ous  mountain  view;  privacy;  U/2  hours  from  N.Y.C.  Suitable  for  combined 
I fofessional  and  residential  use.  $72,000.  (212)  268-6681  or  (914)  255-9656. 


■ ERHEAD,  LONG  ISLAND,  N.Y.:  Office  space  available  for  rent  or  to  share. 
Iny  specialty  is  welcome.  Rewarding  area  adjacent  to  Central  Suffolk  Hospital. 
I srfect  location  for  ENT,  GYN,  neurologist,  pediatrician,  dermatologist,  oph- 
lialmologist,  psychiatrist,  or  surgeon.  Call  (516)  744-3899. 


• •ICE  SPACE.  BAY  SHORE- WEST  ISLIP,  N.Y.  Beautiful,  1,100 sq.  ft.  office 
list  vacated  by  physician  who  moved  to  Fla.  Five  treatment  rooms  in  brick, 
Irofessional  building;  other  suite  occupied  by  dentist.  Excellent  opportunity. 
1)16)  586-6300. 


If  you  are  ready  to  stop 
seeking  pleasure  and  start 
finding  it,  then  this 
phone  number  is  for  you. 

Find  pleasure. 

Under  the  Sun.  Cinder  the  Stars.  All  year 
round.  Life  at  ‘The  Run’  is  a full  four  seasons. 

In  Wintertime,  the  heart  of  Ski  Country.  In 
Summertime,  the  center  of  mountain  beauty 
and  top  of  mountain  delights. 

A home  at  ‘The  Run’  makes  it  easy  to  love 
Mew  York  and  love  life.  SWIM.  SKI.  DANCE. 
DIME.  PLAY.  PARTY.  Stop  thinking  about  it, 
dreaming  about  it  and  talking  about  it  Start 
living  it  We  make  it  easy  with  30  year 
mortgages  available  at  9'/2%  interest, *20% 
down.  Call  now,  find  what  you’ve  been  missing. 

Come  up, 

see  what  you’re  missing. 

Call  212-594-1670  for  information  and  directions. 

Roxbury  Run  Village,  Denver,  New  York. 


You  can’t  afford  not  to. 


1 1FESSIONAL  SPACE  AVAILABLE  for  specialists  other  than  family  practice, 
pare  office  with  a busy  family  physician  in  Canarsie,  Brooklyn,  New  York.  For 
Iformation  call  Monday  through  Thursday  12-3  p.m.  (212)  251-1661. 


“To  financially  qualified  purchasers. 

This  is  not  an  offering  in  the  Roxbury  Run  Village  Assoc. 

Inc.  which  can  only  be  made  by  formal  prospectus. 
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continued  from  page  147 

Carter  for  many  years  teamed  with  former  Subcom- 
mittee Chairman  Paul  Rogers  (D.,  Fla.)  to  help  steer  vital 
health  measures  through  Congress.  A staunch  ally  of  the 
AMA  on  most  of  its  positions,  Carter  was  successful  in 
moderating  many  bills  before  Congress  and  in  blocking 
others  from  consideration.  At  the  same  time,  he  favored 
some  important  health  legislation  and  worked  for  bipart- 
isan support. 


continued  from  page  133 

teaching,  research,  and  clinical  care  programs  at  the 
medical  center,  the  dean  said. 

The  Vincent  Astor  Foundation,  established  in  1948, 
awards  grants  to  a great  variety  of  humanitarian,  cultural, 
and  educational  programs,  primarily  in  New  York  City. 

NSNA  announces  new  scholarship 
first  donated  by  individuals 

A $1,200  Career  Mobility  Scholarship  puts  NSNA  over 
the  $30,000  mark  in  scholarship  funds  the  association  offers 
its  members,  according  to  Executive  Director  Mary  Ann 
Tuft,  CAE.  The  new  scholarship  is  donated  by  Andrea 
and  Jack  O’Connor,  Sherman,  Connecticut,  the  first  in- 
dividual contributors  to  the  NSNA  Scholarship  Pro- 
gram. 

The  $1,200  Career  Mobility  Scholarship  will  be  available 
to  NSNA  members  who  are  registered  nurse  students  en- 
roled  in  an  undergraduate  program  leading  to  a baccalau- 
reate degree  in  nursing  or  who  are  LPN/LVNs  enrolled  in 
an  undergraduate  program  leading  to  licensure  as  a regis- 
tered nurse. 

New  manual  available 

The  American  Joint  Committee  (AJC)  for  Cancer 
Staging  and  End  Results  Reporting  has  published  a 
Manual  for  Staging  of  Cancer  1978  which  incorporates 
numerous  anatomic  sites  and  includes  introductory 
chapters  on  the  philosophy  of  the  staging  of  cancer  and  the 
appropriate  calculation  of  survival  rates.  In  addition,  two 
separate  fascicles  on  “Staging  System  for  Cancer  at 
Gynecologic  Sites”  and  “Reporting  of  Cancer  Survival  and 
End  Results,”  which  have  been  extracted  from  the  Manual, 
have  been  published. 

Copies  of  the  Manual  and/or  the  separate  fascicles  may 
be  obtained  at  no  charge  by  writing  to  the  American  Joint 
Committee,  55  East  Erie  Street,  Chicago,  Illinois  6061 1. 

Here  and  there 

Appointed:  Paul  L.  Goldiner,  M.D.,  appointed  new 

chairman,  Department  of  Anesthesiology  at  Memorial 


Shortly  after  announcing  his  retirement,  the  69-year-old 
physician  spoke  on  the  House  floor  against  the  Adminis- 
tration’s Hospital  Cost  Containment  Bill,  declaring  it 
would  force  many  hospitals  into  bankruptcy. 


Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Hospital  for  Cancer  and  Allied  Diseases  . . . Roger  C. 
Herdman,  M.D.,  appointed  vice  president  and  associate 
director  for  administration  at  Sloan-Kettering  Institute 
for  Cancer  Research  . . . Basil  S.  Hilaris,  M.D.,  named  chief 
of  the  newly-formed  Brachytherapy  Service,  Department 
of  Radiation  Therapy,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  . . . Dr.  Curtis  J.  Mettlin  appointed  director 
of  Cancer  Control  and  Epidemiology,  Roswell  Park  Me- 
morial Institute  . . . reappointed  chairmen  for  three-year 
terms  in  the  School  of  Medicine,  State  University  of  New 
York  at  Buffalo,  Dr.  Edward  Carr,  Department  of  Phar- 
macology and  Therapeutics,  Dr.  Monte  Blau,  Department 
of  Nuclear  Medicine,  Donald  Rennie,  M.D.,  Department 
of  Physiology,  and  Felix  Milgrom,  M.D.,  Department  of 
Microbiology. 

Awarded:  Dr.  James  F.  Holland,  chairman  of  Leukemia 
Group  B,  Department  of  Neoplastic  Diseases,  The  Mount 
Sinai  Hospital,  awarded  the  fourth  annual  Jeffrey  A. 
Gottlieb  Memorial  Award  by  the  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor  Institute  on  November 
7 . . . Philip  R.  Levine,  M.D.,  the  Distinguished  Scientist 
Award  at  the  32nd  Annual  Meeting  of  the  American  As- 
sociation of  Blood  Banks.  Dr.  Levine  is  a consultant  at 
Ortho  Research  Foundation,  Raritan,  New  Jersey,  a vis- 
iting investigator  at  Sloan-Kettering  Institute  of  Cancer 
Research,  and  a visiting  fellow,  Faculty  of  Medicine,  Cor- 
nell University  Medical  College. 

Elected:  The  following  physicians  have  been  admitted 
to  Fellowship  in  the  American  College  of  Cardiology  from 
New  York  State:  Robert  L.  Gingell,  M.D.,  Buffalo;  David 
J.  Goldstein,  M.D.,  Rochester;  Anthony  R.  London,  M.D., 
Amsterdam;  Chitta  R.  Mohapatra,  M.D.,  and  Mucio  R. 
Valenca,  M.D.,  Binghamton;  Richard  Louis  Benda,  M.D., 
Bronxville;  Adolph  R.  Berger,  M.D.,  Wayne  O.  Isom,  M.D., 
Morton  M.  Leibowitz,  M.D.,  and  Laurel  J.  Steinherz,  M.D., 
New  York  City;  Rubin  Berlinerblau,  M.D.,  Brooklyn; 
Robert  J.  I.  Hariman,  M.D.,  Staten  Island;  and  Dov  B. 
Nudel,  M.D.,  New  Hyde  Park. 

Grants:  The  School  of  Medicine  at  the  State  University 
at  Buffalo  has  received  grants  totaling  $185,000  to  develop 
programs  aimed  at  improving  medical  care  of  the  el- 
derly. 
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THE  MEDICAL  SOCIEIY  <JE  I HE  b I A 1 1 Ur  NEW  YUKK 


1980  Spring  CME  Assembly 


Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  See  following 
pages  for  pre-registration  details. 


JUST  40  MINUTES  FROM  MANHATTAN 


at  the 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 


i 
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Directions  to  the 
Rye  Town  Hilton 

699  Westchester  Avenue  Town  of  Rye 


Port  Chester,  New  York 


from  major  New  York  Metropolitan  Airports 


FROM  LAGUARDIA  AIRPORT 
Take  the  Whitestone  Expressway  over 
the  Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  KENNEDY  AIRPORT 
Take  Van  Wyck  Expressway  to 
Whitestone  Expressway.  Proceed  on 
Whitestone  Expressway  over  the 
Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.,  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  NEWARK  AIRPORT 
Take  New  Jersey  Turnpike  (95)  to  the 
George  Washington  Bridge.  Proceed 
on  U.S.  95  to  Cross  Westchester 
Expressway  Exit  12N.  Proceed  west  on 
Cross  Westchester  Expressway  (287)  to 
Exit  9NS.  Turn  left  at  first  traffic  light 
onto  Kennilworth  Road.  Turn  left 
immediately  at  second  traffic  light  onto 
Westchester  Ave.  (120A).  Proceed  east 
on  Westchester  Ave.,  following  signs  to 
Port  Chester.  Turn  left  at  Rye  Town 
Hilton  entrance  (at  stop  light). 
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ABOUT  THE 
RYE  TOWN  HILTON 

Try  to  imagine  a country  manor  surrounded  by 
acres  of  rustic  greens,  browns,  and  yellows. 
The  kind  of  place  that’s  as  beautiful  inside  as 
it  is  outside.  The  result  is  a unique  comfort 
and  beauty  in  an  unspoiled  natural  setting. 
Here  are  some  attractions  at  the  Rye  Town 
Hilton. 

RECREATIONAL  FACILITIES 

Indoor/outdoor  tennis,  heated  indoor  tropical 
garden  pool,  Jacuzzi  whirlpool  bath,  paddle 
tennis,  putting  green  and  sauna.  Golfing 
priveleges  5 minutes  away  at  one  of  West- 
chester’s classic  championship  golf  courses. 


RESTAURANTS 

Penfield’s  for  gracious  dining — an  adventure 
in  gourmet  food.  Also  the  Tulip  Tree  for  ca- 
sual meals  and  buffet  surrounded  by  the 
greenery  of  ferns  and  flowers. 

GUEST  ROOMS 

Each  has  color  TV  with  AM/FM  radio,  refrig- 
erator and  coffee  maker.  Rooms  are  beau- 
tifully appointed  with  large  windows  over- 
looking the  wooded  grounds  and  gardens. 

AMPLE  PARKING  FACILITIES 
TRANSPORTATION 

Convenient  regularly  scheduled  ground  tran- 
sporation  is  available  from  La  Guardia  and 
Kennedy  Airports.  On  arrival,  go  to  the 
baggage  claim  area  and  look  for  Airport 
Transportation  Services  free  courtesy  phone 
(it’s  red).  From  airports,  service  is  throughout 
the  day  and  evening  with  departures  every 
hour  (V2  hour  service  during  peak  travel  times). 
Last  departure  leaves  Kennedy  at  10:30  p.m. 
and  La  Guardia  at  10:50  p.m.  One-way  fare: 
$9.00.  Round-trip  fare:  $17.00. 

By  train  from  Manhattan  (Grand  Central  Sta- 
tion), take  the  New  Haven  line  to  Rye,  New 
York  (about  45  minutes).  From  the  Rye  Sta- 
tion, it  is  a 5 minute  taxi  ride  to  the  Rye  Town 
Hilton. 


We  suggest  that  you  make  your  hotel  room 
reservation  as  early  as  possible.  Just  clip  and 
mail  the  form  to  the  Rye  Town  Hilton  front  of- 
fice manager. 


CLIP  & MAIL  TO: 


Front  Office  Manager 
Rye  Town  Hilton 

699  Westchester  Ave.  Phone: 

Port  Chester,  N.Y.  10573  914-939-6300 


Name ! 

Confirm  to  (Address) | 

City State Zip I | 

Arr.  Date Hour a m Dep.  Date t 

p.m  v I 

For  more  than  2 rooms,  contact  reservation  Mgr.  I 


PLEASE  CIRCLE  RATE  REQUESTED 

SINGLE: 

$49,  $55,  $57,  $59,  $63 

DOUBLE: 

$59,  $65,  $67,  $69,  $73 

TWIN: 

$59,  $65,  $67,  $69,  $73 

SUITES: 

$130.00  AND  UP 

MEDICAL 

SOCIETY  OF  THE 

STATE 

OF  NEW  YORK 

1980  CME  ASSEMBLY 

APRIL 

25-27,  1980 

SUITES  ON  REQUEST  TO  HOTEL 

□ CONFIRMATION  REQUESTED 

If  two  or  more  to  occupy  room,  name  of  joiner(s) 


If  a range  of  rates  is  offered  and  the  rate  requested  is  not  available,  the  next  available  rate  will  be  assigned. 
(Circle  rate  desired)  Reservations  requested  must  be  received  no  later  than  April  4,  1980.  and  will  be 
held  until  6 00  p.m.  on  the  date  of  arrival  unless  otherwise  specified. 

If  reservations  are  made  by  telephone,  you  must  identify  the  meeting  for  the  special  r^te  to  apply  Rates 
are  subject  to  applicable  sales  tax 
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SPECIAL  EVENTS 


THURSDAY,  APRIL  24 

GOLF  TOURNAMENT.  For  a day  of  relaxation 
before  the  scientific  meetings  begin,  all  physi- 
cians and  spouses  are  welcome  to  participate 
in  a golf  tournament  to  be  held  at  the  West- 
chester Country  Club,  Rye,  New  York.  Starting 
time  will  be  available  all  day.  The  Club  is  lo- 
cated just  5 minutes  from  the  Rye  Town  Hilton. 
Prizes  will  be  presented  to  the  winners.  A 
buffet  dinner  will  be  served  at  the  Westchester 
Country  Club  at  7 p.m.  The  cost  including  green 
fees  and  dinner  will  be  $40.00.  For  those  having 
dinner  only,  the  cost  will  be  $25.00.  Cash 
bar. 


i 


FRIDAY,  APRIL  25 

RECEPTION.  The  Medical  Society  of  the  State 
of  New  York  cordially  invites  all  members, 
spouses  and  exhibitors  to  a reception  to  be  held 
in  the  Grand  Ballroom  (exhibit  area)  from  5:30 
to  7:00  p.m. 


SATURDAY,  APRIL  26 

MSSNY  DINNER.  All  physicians  and  their 
guests  are  welcome  to  attend  a dinner  to  be 
held  at  the  Rye  Town  Hilton  on  Saturday  eve- 
ning. An  outstanding  personality  is  scheduled 
to  appear.  A reception  sponsored  by  the 
Westchester  County  Medical  Society  will  begin 
at  6:30  p.m.  Dinner  will  be  served  at  8:00  p.m. 
Cost:  $35.00  per  person. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own  hotel  reser- 
vations no  later  than  April  4,  1980,  direct  with 
the  Rye  Town  Hilton.  In  order  to  take  advan- 
tage of  the  special  rates  for  sleeping  rooms, 
please  mention  that  you  will  be  attending  the 
MSSNY  Spring  CME  Assembly. 
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PRELIMINARY  PROGRAM — 1980  Spring  CME  Assembly 
APRIL  25-27  • Rye  Town  Hilton,  Port  Chester,  New  York 


CME  CREDITS — Each  program  will  be  eligible  for  CME 
Category  1 credits  on  an  hour-for-hour  basis. 


FRIDAY,  APRIL  25 

8:00  a.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES,  (all  day).  General  Session; 
Sections:  Gastroenterology  & Colon  & Rectal 

Surgery;  Radiology 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980  (all 
day).  Section:  Obstetrics  & Gynecology 

9:00  a.m. 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (all  day). 
Sections:  Otolaryngology  & Maxillofacial  Surgery; 
Neurosurgery 


Note:  Your  identification  badge  and  tickets  must  be 
picked  up  at  the  MSSNY  registration  desk  upon  arrival 
at  the  hotel. 


FRIDAY,  APRIL  25  (cont’d) 

9:00  a.m. 

THE  LUNG,  THE  WORKER,  THE  JOB,  AND  THE  LAW. 
Sections:  Medical  Legal  & Workers’  Compensation 
matters;  Occupational  Medicine 

2:00  p.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES  (cont’d) 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980 
(cont’d) 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (cont’d) 

EPILEPSY  UPDATE:  DRUG  MONITORING  EFFECT 
ON  CANCER  OF  THE  BRAIN.  Section:  Neurology 

DISEASES  OF  THE  CHEST  (to  be  announced).  Sec- 
tion: Chest  Diseases 

APPLICATIONS  OF  NUCLEAR  MEDICINE  TO  CAR- 
DIOVASCULAR DISEASE:  MEDICAL  SURGICAL. 

Section:  Cardiovascular  Diseases 

(continued  on  following  page ) 


PRE-REGISTRATION  FORM 

1980  Spring  CME  Assembly,  April  25-27 

(Please  print) 

Name 

(last)  (first)  (initial) 

Street  

City  & State Zip 


Member  of  MSSNY:  Yes No Specialty 

Note:  There  is  no  registration  fee  except  for  the  special  course  in  Basic  Cardiac  Life  Support. 

Thursday  Golf  Tournament: 


Green  fees  & dinner: 

tickets  @ $40.00. 

Total 

Dinner  only: 

tickets  (a  $25.00. 

Total 

Saturday  Dinner 

tickets  (a,  $35.00. 

Total 

Friday,  Saturday,  & Sunday  Special 
Courses  in  Basic  Cardiac  Life  Sup- 
port: 

Limited  to  members  only:  $35.00  Total 

Total  enclosed  $ 

Make  checks  payable  to:  Medical  Society  of  the  State  of  New  York,  clip  and  mail  to  Div.  of  Scientific  Activities,  d o MSSNY, 
420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042 
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PRELIMINARY  PROGRAM— (cont’d) 


SPECIAL  COURSES 

FRIDAY,  APRIL  25,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  Basic  Cardiac  Life  Support 
(BCLS) 

SATURDAY,  APRIL  26,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  BCLS 

SUNDAY,  APRIL  27,  9 a.m.  to  1 p.m. 

Instructor-Trainer’s  Course  in  BCLS 

Courses  presented  by  Medical  Society  Section  on 
Emergency  Medicine,  and  New  York  Chapter  of  the 
American  College  of  Emergency  Physicians.  Advance 
registration  required.  As  applications  are  limited,  it  is 
advisable  to  register  early.  Registration  limited  to 
members  only.  Fee:  $35.00. 

SATURDAY,  APRIL  26 

8:00  a.m. 

PLASTIC  SURGERY  OF  THE  EYE  Section:  Oph- 

thalmology (all  day) 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(all  day).  General  Session;  Section  on  Internal 
Medicine;  New  York  State  Society  of  Internal  Med- 
icine 

MUCOUS  MEMBRANE  LESIONS  (all  day).  Section: 
Dermatology  & Syphilology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 
TO  PROFESSIONAL  LIABILITY  (all  day).  Medical 
Liability  Mutual  Insurance  Company 

SURGICAL  ASPECTS  OF  ENDOCRINE  DISEASE. 
Section:  Surgery 

RECENT  ADVANCES  IN  ORTHOPEDICS.  Section  on 
Orthopedic  Surgery 

PATHOLOGY — (to  be  announced) 


2:00  p.m. 

IMPLANT  LENSES.  Section:  Ophthalmology 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(cont’d) 

MUCOUS  MEMBRANE  LESIONS  (cont’d) 

THE  PHYSICIAN’S  ROLE  IN  HIGHWAY  SAFETY: 

DOCTOR,  IS  YOUR  PATIENT  A SAFE  DRIVER? 
American  Medical  Association;  Association  of  Au- 
tomotive Medicine;  Sections;  Orthopedic  Surgery, 
Preventive  Medicine  & Public  Health,  Radiology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 

TO  PROFESSIONAL  LIABILITY  (cont’d) 

SUNDAY,  APRIL  27 

9:00  a.m. 

PREVENTION  OF  PSYCHIATRIC  ILLNESS  IN  THE 

AGED.  Sections:  Family  & General  Practice;  Psy- 

chiatry 

ASTHMA  UPDATE— 1980.  Section  on  Allergy  & 
Immunology. 

NEWER  APPROACHES  IN  THE  MANAGEMENT  OF 

ACUTE  & CHRONIC  PAIN.  Sections:  Anesthesiol- 
ogy; Physical  Medicine  & Rehabilitation 

PLASTIC  SURGERY  UPDATE— 1980.  Section  on 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery 

SPEAK  UP  FOR  CHILDREN:  NUTRITION,  IMMUNI- 
ZATIONS, ACCIDENTS,  HEALTH  EDUCATION. 
Sections:  Pediatrics;  School  health. 

CHANGING  NEEDS  IN  WOMEN’S  HEALTH.  Ameri- 
can Medical  Women's  Association;  Women’s 
Medical  Society  of  New  York  State 

UROLOGY  UPDATE:  IMMUNOTHERAPY  FOR 

BLADDER  & KIDNEY  CANCER.  Section  on  Uro- 
logy 


All  meetings  & exhibits  will  close  at  1 p.m. 
on  Sunday,  April  27th 
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NEW  YORK  CITY 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

*The  Mount  Sinai  Medical  Center 
February  2,  9:00  a.m. -5:00  p.m.,  Saturday 
ADVANCES  IN  PSYCHOPHARMACOLOGY 
Seymour  Rosenblatt,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  V2  hrs.) 

February  11-15,  9:00  a.m. -5:00  p.m.,  Monday-Friday 

SCIENTIFIC  BASIS  FOR  PUBLIC  HEALTH  CONTROL  OF 
ASBESTOS-RELATED  DISEASE 
Irving  J.  Selikoff,  M.D. 

FEE:  $400.  (including  luncheons)  CREDIT:  AMA  Cat. 

1 (26  hrs.) 

February  25-29,  8:00  a.m.-5:00  p.m.,  Monday-Friday 
HEAD  AND  NECK  SURGERY 
Hugh  F.  Biller,  M.D. 

FEE:  $1200.  CREDIT:  AMA  Cat.  1 (37  % hrs.) 


College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 

February  2,  8:30  a.m. -5:00  p.m.,  Saturday 

OCULAR  DISORDERS  AND  SYSTEMIC  DISEASE 
Linsy  Farris,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$15.  residents 

For  further  information  contact  Dr.  Elizabeth  C.  Gerst, 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences,  College  of  Physicians  & Surgeons  of  Columbia 
University,  630  West  168th  St.,  New  York  10032.  Tel: 
212/694-3682. 


New  York  Society  for  Clinical  Ophthalmology 

146  East  71st  Street 
‘New  York  Academy  of  Medicine 
2 East  103rd  Street 
February  4 

VITRIO-RETINAL  SYMPOSIUM 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Norman  B.  Medow,  M.D.,  New 
York  Society  for  Clinical  Opthalmology,  146  East  71st  Street, 
New  York  10021. 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
February  7 

HAZARDS  OF  RADIATION 
Arthur  C.  Upton,  M.D. 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue  at  87th  Street,  New  York  10028.  Tel:  212/ 

694-3682. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Street 
Brooklyn 
February  1 1 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Henrik  H.  Bendixen,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Street,  Brooklyn 
11203.  Tel:  212/735-3344. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
•Cornell  Medicine  Center 
Uris  Auditorium 

February  2,  7:00-9:00  p.m.,  Wednesday 
THE  UPDATE  YOUR  MEDICINE  1979-80 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 

February  20,  8:30  p.m.,  Wednesday 

THE  STRESS  OF  BEING  A PSYCHOANALYST:  A 
PANEL  DISCUSSION 

Harry  Gershman,  M.D.,  Henry  A.  Paul,  M.D.,  Alexandra 
Symonds,  M.D.,  Douglas  H.  Ingram,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York  10021. 


St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

February  21,  7:30p.m.,  Thursday 

INTRODUCTION  TO  ORBITAL  DISEASE  PART  II 
Norman  Appel,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare’s  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 


QUEENS  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY,  Stony  Brook 

•Nurses  Auditorium 

Queens  Hospital  Center  Affiliation/Long  Island 
Jewish-Hillside  Medical  Center 
82-68  164th  Street 
Jamaica 

January  9- June  1 1,  7:00-9:30  p.m.,  Wednesdays 
INTERNAL  MEDICINE-BOARD  REVIEW  COURSE 
CREDIT:  AMA  Cat.  1 (66  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center/ 
Queens  Hospital  Center  Affiliation,  New  Hyde  Park,  11042. 
Tel:  212/470-2114. 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
Flushing 

•Yellow  Home  Auditorium 
10:30  a.m.- 12  noon 
February  5 

PATIENT  ASSESSMENT,  DIAGNOSIS  & MANAGEMENT 

OF  UPPER  Gl  BLEEDING 

Alex  Weiss,  M.D.,  John  Nalint,  M.D. 

February  12 

CENTRAL  NERVOUS  SYSTEM  INFECTIONS 
Silvano  Rodriguez,  M.D.,  James  Rahal,  M.D. 
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February  26 

ANTIBIOTICS:  1980 
Charles  Cherubin,  M D. 

For  further  information  contact  Flushing  Hospital,  146-09 
45th  Avenue,  Flushing  1 1355. 


Peninsula  Hospital  Center  with  Queens  County 
Academy  of  Medicine 

51-15  Beach  Channel  Drive  Far  Rockaway 
'Perlberg  Auditorium 
February  6,  3:00p.m..  Wednesday 
ENVIRONMENTAL  CANCER 
Marvin  Kuschner,  M.D. 

NO  FEE 

For  further  information  contact  Bernard  Lanter,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway  11691. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  in  affiliation 
with  The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  The  Mount  Siani  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

February  5,  4:00-6:00  p.m. 

WORKUP  OF  THE  ANEMIC  PATIENT 
Paul  D.  Berk,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 

Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 

432-8000. 

Mercy  Hospital  cosponsored  by  Harvard 
Medical  School 

1000  North  Village  Avenue 
Rockville  Centre 

9:00  a.m.-l  1:00  a.m.,  Wednesdays 
February  6 

METABOLIC  BONE  DISEASE 
Robert  M.  Neer,  M.D. 

February  20 

CARDIAC  IMAGING-NUCLEAR  CARDIOLOGY 
Joshua  Wynne,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue,  Rockville  Centre  11570. 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
February  4 

CURRENT  APPROACH  TO  EVALUATION  AND 
MANAGEMENT  OF  BRADY-ARRHYTHMIAS 
Sidney  Fenig,  M.D. 

February  1 1 

PATIENT  DUCTUS  ARTERIOSUS— REVISITED 
Norman  Gootman,  M.D. 

February  25 

CARDIAC  PACEMAKERS— UPDATE 
Seymour  Furman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park  11042. 


Long  Island  Jewish  Hillside  Medical  Center 
New  Hyde  Park 

'Teaching  Center 

February  27,  5:30-6:30  p.m.,  Wednesday 

ANESTHESIA  GUEST  LECTURE  SERIES  RECENT 
ADVANCES  IN  PERINATAL  PHARMACOLOGY 
Gerard  W.  Ostheimer,  M.D. 

For  further  information  contact  Long  Island  Jewish  Hillside 
Medical  Center,  Department  of  Anesthesiology,  New  Hyde 
Park,  11042. 


SUFFOLK  COUNTY 


St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
' St.  Charles  Lecture  Room 
February  4,  1 1:30  a.m.  Monday 

TUMOR  CONFERENCE— PAIN  RELIEF 
Karen  Foley,  M.D. 

February  5,  1 1:30  a m. -1:00  p.m.,  Tuesday 

WEEKLY  EDUCATIONAL  SERIES  FLUID  AND 
ELECTROLYTE  BALANCE 
Joseph  Letteri,  M.D. 

February  11,  1 1:30 a m.,  Monday 

TUMOR  CONFERENCE  SEMINARS  IN  ONCOLOGY 
February  12,  10:30  a.m.-l  1:30  p.m.,  Tuesday 
'St.  Charles  Classroom  A 
OB/GYN  CONFERENCE 
ULTRASONOGRAPHY  IN  OB/GYN 
Paul  Grappell,  M.D. 

February  12,  11:30  a.m.-T.OO  p.m. 

'St.  Charles  Lecture  Room 

WEEKLY  EDUCATIONAL  SERIES 
EVALUATION  AND  RESUSCITATION  OF  THE 
DEPRESSED  NEWBORN 
Peter  Auld,  M.D. 

February  18,  7:30  a.m.,  Monday 
'St.  Charles  Classroom  A 

OPHTHALMOLOGY  CONFERENCE 
RECENT  ADVANCES  IN  GLAUCOMA 
Stanley  Bogaty,  M.D. 

February  18,  11:30  a.m.,  Monday 
'St.  Charles  Lecture  Room 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
February  19,  1 1:30  a.m.-1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
DIAGNOSTIC  PROCEDURES  FOR  NEUROSURGICAL 
DISORDERS 
R.  James  Seymour,  M.D. 

February  26,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
February  26,  1 1:30  a.m.- 1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 

IMMEDIATE  POST  OPERATIVE  NUTRITION— A METHOD 
TO  IMPROVE  WOUND  HEALING 
Gerald  Moss,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson 
11777.  Tel:  516/473-2800. 


Mather  Memorial  Hospital  cosponsored  by 
St.  Francis  Hospital 

North  Country  Road 

Port  Jefferson 

'Mather  Conference  Room 
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February  4,  8:00  p.m.,  Monday 

PEDIATRIC  EDUCATIONAL  PROGRAM 
PEDIATRIC  UROLOGY 
Keith  Waterhouse,  M.D. 

February  13,  7:30  a.m.,  Wednesday 
PSYCHIATRY 
SEXUAL  DYSFUNCTION 
Joseph  Lopiccolo,  Ph  D. 

February  18,  7:00  a. m.,  Monday 
ANESTHESIA  CONFERENCE 

ANESTHESIA  FOR  EMERGENCY  APPENDECTOMY 
Edward  Norris,  Director 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  Mather 
Memorial  Hospital,  North  Country  Road,  Port  Jefferson 
11777.  Tel:  516/473-1320. 


BUFFALO 


Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 
February  8 

COMPLICATIONS  IN  CANCER  PATIENTS’ 
(PARANEOPLASTIC  SYNDROMES) 

Julian  L.  Ambrus,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1,  AAFP  & 

AOA  Cat.  2-D 

For  further  information  contact  Gayle  Dersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo  14623.  Tel:  716/845-4406. 


FUTURE  EVENT 


The  Brookdale  Hospital  Medical  Center 
cosponsored  by  SUNY  Downstate  Medical 
Center 

Linden  Blvd.  at  Brookdale  Plaza 
Brooklyn 

'Alumni  Hall  Auditorium 
April  10,  9:00  a. m. -3:30  P.M. 

ADVANCES  IN  PULMONARY  PATHOPHYSIOLOGY 
FEE:  $75.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  The  Brookdale  Hospital  Medical  Center,  Linden 
Blvd.  & Rockaway  Parkway,  Brooklyn  1 1212.  Tel:  212/ 

240-5721. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  (Suburban)  Erie/Niagara  County  needs  a Anes- 
thesiologist. Contact  Samuel  L.  Lieberman,  M.D.,  1557  Colvin 
Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 


DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr.  Charles  D.  Flicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 


EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Jacob  Buchbinder,  Putnam  Community 
Hospital,  Carmel  10512.  Tel:  914/279-5711. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M.D.,  Director  Emergency 
Services,  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  51 6/654-7236  or  593-7080,  Page  46 1 . 

ENT 

GENEVA,  N.Y.,  Ontario  County  needs  a ENT  Physician.  Contact 
Erich  Hirsch,  M.D.,  35  Mason  Street,  Geneva  14456. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  M.D.,  7 West  Church  St.,  Adams  13605.  Tel: 
3 1 5/232-2972  or  3 1 5/232-29 1 1 . 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BOLIVAR,  Allegany  County  needs  a Family  Physician.  Contact 
Jen-Min  Wang,  M.D.,  252  N.  Main  Street,  Bolivar  14715.  Tel: 
716/928-1905. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M.  L.  Musselman,  M.D.,  Director,  University  Health  Service,  State 
University  of  New  York  at  Buffalo,  216  Michael  Hall,  Buffalo 
14214.  Tel:  716/831-3316. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
Dr.  Erick  Clarke,  Executive  Director  or  Dr.  Isaiah  Meggett, 
Medical  Director,  576  Kensington  Avenue,  Buffalo  14214. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 


Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Durham, 
Oswego  Hospital,  110  West  Sixth  Street,  Oswego  13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 
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INTERNIST 

ALEXANDRIA  BAY,  N Y,.  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534, 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  04 
262. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 


LOCUM  TENENS 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
Jerry  Hersh,  M.D.,  1301  Trumansburg  Road,  Ithaca  14850.  Tel: 
607/273-8505. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019  Tel- 
21 2/247-3 103. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

HUNTINGTON,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  Physician. 
Contact  Susan  Friedlander,  M.D.,  c/o  Huntington  Medical  Q-oup, 
180  E.  Pulaski  Rd.,  Huntington  Station  11746.  Tel:  516/ 
423-7700. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gyecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Internist  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  and  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 


ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Opthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street.  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Orthopedic  Surgeon,  part-time.  Con- 
tact F.  P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office, 
321  West  44th  Street,  New  York  10036.  Tel:  212/586- 

1550. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

ROME,  N.Y.,  Oneida  County  needs  an  Orthopedic  Surgeon.  Contact 
Andrew  C.  Zaleski,  1507  W.  George  Street,  Rome  13440.  Tel: 
315/337-2903  (Office)  315/336-6769  (Home) 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Neurologist 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
Dunham,  Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Dorothy  S.  Lane,  M.D.,  Dept,  of  Community  Medicine,  Brook- 
haven  Memorial  Hospital,  101  Hospital  Rd.,  Patchogue  11772. 
Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn 
Physician,  Family  Physician  and  Internist.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk.  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PHYSICAL  MEDICINE  & REHABILITATION 

NEW  YORK,  N.Y.,  needs  a Physical  Medicine  & Rehabilitation 
physician.  Contact  S.  J.  Yue,  M.D.,  Director,  Rehabilitation 
Medical  Service,  St.  Luke’s  Hospital  center,  114th  Street  & 
Amsterdam  Ave.,  New  York  10025. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon.  Contact 
Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany  12208. 
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PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist.  Contact 
Dorothy  S.  Lane,  M.D.,  Dept,  of  Community  Medicine,  Brook- 
haven  Memorial  Hospital,  101  Hospital  Rd.,  Patchogue  11772. 
Tel:  516/654-7095. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Psychiatrist. 
Contact  Dr.  Eng  Tan,  Director,  Dept,  of  Psychiatry,  Staten  Island 
Hospital,  Bldg.  2,  777  Seaview  Avenue,  Staten  Island  10305. 
Tel:  212/979-9884/5. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION’*  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine’’ 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On’’  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician __ 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name  Date 

Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 

(Telephone  Number) 

Citizenship  Status 

Marital  Status 

Medical  School 

Year  Graduated 

Internship 

Hoso itals 

Dates 

Residency 

Hosoitals 

Dates 

Specialty 

Licensed  in  what  States? 

Applied  for _______________________________________________ 

American  Board  Certificates  held?_ 

Eligible Certified 

jo  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status  

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group Institutional  

Other 

Dice  you  will  be  available  for  practice Former  locations  in  which  you  have 

pract  iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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Librium 

chlordiazepoxide  HCl /Roche 


□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


i 


Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  rf  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e^g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported.  i 

Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re-  I 

duction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ® (chlordiazepoxide  HCl)  Capsules,  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 

Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ® (chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page. 
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Annual  Meeting  of  the  Association  of  Medical  Superintendents 
of  American  Institutions  for  Insane  which  became  the  present 
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Remember 


ZYLOPRIM 

the  original  (allopurmol) 

100  and  300  mg 
Scored  Tablets 


North  Carolina  27709 


Are  you  prescribing  a regimen  of 

PLAIN  ASPIRIN  EVERY  DAT? 

BUFFERIN’  WAS  SIGNIFICANTLY 
BETTER  TOLERATED 
LONG-TERM  ADMINISTRATION 


In  a particular  series  of  14-day  gastric  tolerance 
studies  among  182  normal  subjects,  49%  suffered 
G.I.  upset  from  plain  aspirin.  Most  of  these 
subjects  took  BUFFERIN  without  discomfort. 


Subjects  in  these  controlled  trials,  which 
utilized  a crossover  design,  were  given 
Bufferin  and  Bayer 5 Aspirin  for  two  weeks 
each  in  a balanced  order  of  administration. 
The  cumulative  gastric  tolerance  superiority  of 
Bufferin  over  plain  aspirin  was  significant 
(P  = <.01)  from  day  one  and  persisting 
through  each  day  of  the  study.  This  superiority 
for  an  extended  period  could  be  of  particular 


importance  to  patients  on  repeat-dosage 
schedules. 

For  full  aspirin  benefits,  together  with 
excellent  gastric  tolerance,  Bufferin 
should  be  your  brand  of  choice.  If  you 
are  prescribing  a regimented  daily  dose 
of  aspirin,  prescribe  Bufferin— the 
repeat-dosage  aspirin  — instead. 


BUFFERIN:  The  Repeat-Dosage  Aspirin, 

For  complimentary  samples  of  Bufferin  and  Arthritis  Strength  Bufferin,  please  write:  Bufferin,  PO.  Box  65,  Elizabeth,  New  Jersey  07207. 
Composition:  Each  Bufferin  tablet  contains  aspirin  324  mg.  and  the  antacid  Di-Alminate®  (Bristol-Myers’  brand  of  Aluminum  Glycinate 
48.6  mg.  and  Magnesium  Carbonate  97.2  mg  ).  ©1978,  Bristol-Myers  Co. 
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only 

BRONKOD/L 

brand  of 

theophylline,  USP  (anhydrous) 


is  100%  micro-pulverized, 
anhydrous  theophylline,  in  capsules 


BRONKODYL 

BRAND  OF  THEOPHYLLINE,  OSP  IANHY0R0USI 

Before  prescribing,  please 
consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

For  relief  and/or  prevention  of 
bronchospasm  associated  with  bronchial  asthma, 
chronic  bronchitis  and  emphysema 

CONTRAINDICATIONS:  Hypersensitivity  to  any  of 
its  components 

WARN  ' C?.c  Theophylline  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Status  asthmaticus  is  a medical  emergency  Addi- 
tion of  corticosteroids  and  other  medications  to 
bronchodilator  therapy  may  be  required 
Serum  theophylline  levels  should  be  monitored  at 
appropriate  intervals  for  dosage  adjustment  High 
serum  levels  of  theophylline  and  resultant  toxicity 
may  occur  with  conventional  doses  in  patients  with 
decreased  theophylline  clearance  as  found  with 
cardiac  failure,  liver  disease  chronic  obstructive 
pulmonary  disease  and  in  geriatric  patients 
Early  signs  of  theophylline  toxicity,  such  as  nausea 
and  restlessness  may  not  occur  prior  to  convul- 
sions or  ventricular  arrhythmias  Pre-existing 


arrhythmias  may  be  worsened  by  theophylline 
'Jsags  n F:  Theophylline  safety  in  preg- 

nancy has  not  been  established  Use  of  Bronkodyl 
during  lactation  or  in  women  of  childbearing  poten- 
tial requires  that  possible  benefits  of  the  drug  be 
weighed  against  possible  hazards  to  fetus  or  child 
PP.ECalt  C Smokers  may  require  larger 
doses  of  theophylline  because  of  a shorter  half-life 
in  these  patients 

Theophylline  should  not  be  administered  con- 
currently with  other  xanthines 
Caution  should  be  observed  in  patients  with 
cardiac  disease,  severe  hypoxemia  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor 
pulmonale,  congestive  heart  failure,  liver  disease, 
peptic  ulcer,  and  in  the  elderly  and  neonates  Pa- 
tients with  congestive  heart  failure  in  particular 
may  have  markedly  prolonged  serum  half-lives  of 
theophylline 

ADVERSE  REACTIONS:  Most  adverse  reactions 
to  theophylline  are  seen  with  serum  levels  exceed- 
ing the  therapeutic  range  Gastrointestinal:  nausea, 
vomiting,  epigastric  pain,  hematemesis.  diarrhea 
CNS:  headache,  irritability,  restlessness,  insomnia, 
reflex  hyperexcitability.  muscle  twitching,  clonic 
and  tonic  generalized  convulsions  Cardiovascular: 
palpitations,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular 
arrhythmias  which  may  be  life-threatening  Respir- 
atory: tachypnea  Renal:  diuresis,  albuminuria 
Other:  hyperglycemia,  inappropriate  ADH 


secretion 

Toxic  synergism  with  ephedrine 
and  other  sympathomimetic  bronchodilators  may 
occur 

OVERDOSA 3E  Treatment: 

A If  potential  oral  overdose  is  established  and 
seizure  has  not  occurred  1)  Induce  vomiting 

2)  Administer  a cathartic.  3)  Administer  ac- 
tivated charcoal 

B.  If  patient  is  having  a seizure:  1)  Establish  an 
airway  2)  Administer  Oa  3)  Treat  the  seizure  with 
intravenous  diazepam.  0.1  to  0 3 mg/kg  up  to  10 
mg  4)  Monitor  vital  signs,  maintain  blood  pres- 
sure and  provide  adequate  hydration 
C Post-seizure  coma:  1)  Maintain  airway  and  oxy- 
genation 2)  If  a result  of  oral  medication,  follow 
above  recommendations  to  prevent  absorption 
of  drug,  but  intubation  and  lavage  will  have  to 
be  performed  instead  of  inducing  emesis,  and 
the  cathartic  and  charcoal  will  need  to  be  intro- 
duced via  a large  bore  gastric  lavage  tube 

3)  Continue  to  provide  full  supportive  care  and 
adequate  hydration  while  waiting  for  drug  to  be 
metabolized  In  general,  the  drug  is  metabolized 
sufficiently  rapidly  so  as  to  not  warrant  consider- 
ation of  dialysis 

HOW  SUPPLIED: 

Bronkodyl  100  mg, 

brown  and  white  capsules  in  100s  Code  1831 
Bronkodyl  200  mg, 

green  and  white  capsules  in  100's  Code  1833 
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penicillin  V potassium 
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penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
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Abstracts 


Lusins,  J.  O.,  Chayes,  Z.,  and  Nakagawa,  H.:  Computed 
tomography  and  radionuclide  brain  scanning;  comparison 
in  evaluation  of  metastatic  lesions  to  brain,  New  York 
State  J.  Mod.  SO:  185  (Feb.)  1980. 

A comparison  of  CT  (computerized  tomography)  and 
radionuclide  brain  scanning  was  performed,  30  patients 
with  a total  of  42  lesions  were  evaluated.  Previous  reports 
have  shown  that  CT  and  radionuclide  scanning  are  equally 
useful  in  detecting  metastatic  disease.  However,  if  con- 
trast enhancement  is  used  we  find  that  computerized  to- 
mography is  far  more  accurate  then  radionuclide  scanning 
in  detecting  metastatic  disease  to  the  brain,  95.4  percent 
as  compared  to  62  percent.  Our  study  also  shows  that 
radionuclide  scanning  falls  off  in  accuracy  when  the  lesion 
is  below  2 cm.  in  size.  Also,  the  presence  of  brain  edema 
in  association  with  metastatic  disease  increases  the 
probabilities  of  having  a positive  nuclear  scan  finding. 

Mohaideen,  A.  H.,  Tanchajja,  S.,  Avram,  M.  M.,  and 
Mainzer,  R.  A.:  Arteriovenous  access  for  hemodialysis; 
utilizing  polytetrafluoroethvlene  grafts,  New  York  State 
J.  Med.  80: 190  (Feb.)  1980. 

Sixty  patients  with  chronic  renal  failure  presenting  a loss 
of  vascular  access  precluding  hemodialysis  were  subjected 
to  129  surgical  procedures  to  establish  and  maintain  an 
arteriovenous  fistula;  69  PTFE  grafts  were  implanted  over 
a 30-month  period  and  were  observed  for  six  or  more 
months.  'Of  the  patients,  26  or  43  percent  died  during  the 
36-month  study  period.  Nineteen  patients  died  with  a 
functional  fistula,  and  33  fistulas  continued  to  function  at 
the  end  of  36  months,  constituting  a 75  percent  graft  pa- 
tency rate.  Graft  thrombosis  was  observed  in  32  of  69 
grafts,  or  46  percent.  Successful  thrombectomy  was 
achieved  in  96  percent.  The  incidence  of  bovine  hetero- 
graft thrombosis  was  previously  reported  as  46  percent  with 
a 52  percent  successful  thrombectomy  rate.  One  true 
aneurysm  was  observed  as  occurring  in  an  early  model 
PTFE  graft  together  with  five  false  aneurysms.  This 
compares  to  14  true  aneurysms  previously  reported  as  oc- 
curring in  67  bovine  heterografts.  The  successful  throm- 
bectomy rate  and  the  absence  of  true  aneurysm  formation 
in  commercially  available  PTFE  grafts  helped  yield  the  75 


percent  long-term  patency  rate  and  recommend  the  use  of 
the  PTFE  graft  as  a satisfactory  prosthesis  to  attain  arte- 
riovenous access. 

Bruckstein,  A.  H.:  Acute  abdominal  pain,  vasculitis,  and 
hepatitis  B antigenemia,  New  York  State  J.  Med.  80:  197 
(Feb.)  1980. 

A common  presentation  to  the  surgeon  of  an  uncommon 
disease  is  described.  At  exploratory  laparotomy  for  acute 
abdominal  pain,  only  mesenteric  vasculitis  was  found; 
angiography  established  the  diagnosis  of  PAN  (polyarte- 
ritis nodosa).  The  pathology,  radiology,  and  immunology 
are  discussed. 

Herman,  T.  A.:  Terminally  ill  patients;  assessment  of 
physician  attitudes  within  teaching  institution,  New  York 
State  J.  Med.  80:  201  (Feb.)  1980. 

To  assess  physician  attitudes  toward  terminally  ill  pa- 
tients in  a teaching  institution,  a questionnaire  was  com- 
pleted by  50  members  of  the  house  staff  and  faculty  in  the 
department  of  medicine  at  a teaching  hospital  in  New  York 
City.  Of  physicians  surveyed,  58  percent  stated  that  they 
dealt  poorly  or  inadequately  with  patients  with  terminal 
illnesses.  Thirty-eight  percent  of  physicians  advocated 
an  aggressive  approach  for  colon  cancer  already  widely 
metastatic,  although  58  percent  of  those  who  advocated  an 
aggressive  approach,  with  chemotherapy,  felt  that  the 
patient’s  life  expectancy  would  not  be  improved.  Of  re- 
spondents, 58  percent  felt  that  there  was  not  enough  time 
available  in  a major  teaching  institution  for  a satisfactory 
emotional  relationship  with  terminally  ill  patients.  All  the 
physicians,  100  percent,  felt  that  terminally  ill  patients 
interfered  with  their  learning  experience  within  the 
teaching  hospital.  It  is  concluded  that  the  interests  of 
neither  physician  nor  patient  are  best  served  by  the  ad- 
mission of  patients  seeking  custodial  care,  who  will  soon 
die,  to  acute  care  services  within  a teaching  institution. 
Further,  there  is  a positive  correlation  between  ability  to 
deal  successfully  with  terminally  ill  patients  and  training 
in  this  area.  The  suggestion  is  made  that  alternative 
health  care  for  these  patients  be  considered,  with  the  in- 
stitution of  training  programs  for  such  health  care  per- 
sonnel. 
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Letters  to  the  Editor 


Use  of  amphetamines 

To  the  Editor:  I was  disappointed  to  read  that  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York  has  accepted  a reference  committee  motion  that  the 
use  of  amphetamines  be  limited  to  treating  hyperactive 
children  and  to  the  treatment  of  narcolepsy. 

These  agents  and  similar  agents  such  as  methylphen- 
idate  can  be  most  useful  in  the  treatment  of  mild  to  mod- 
erate depression,  though  the  amphetamines  are  consider- 
ably more  powerful.  Their  influence  on  severe,  psychotic, 
depressive  states  has  not  been  adequately  tested.  Fur- 
thermore, stimulants  have  advantages  over  tricyclics  and 
MAO  (monoamine  oxidase)  irthibitors  in  that  they  are  free 
from  the  anticholinergic  peripheral  and  central  side  effects 
and  cardiac  toxicity  of  the  former,  and  of  the  potential  for 
hypertensive  crises  of  the  latter.  Moreover,  the  stimulants 
have  an  immediate  onset  of  action  which  allows  rapid  relief 
and  assessment  of  their  efficacy  for  each  individual  patient. 
I have  used  them  successfully  in  patients  who  could  not 
tolerate  the  recommended  medications,  or  to  reinforce  the 
tricyclics  when  they  alone  were  not  adequate.  Indeed  the 
potentiation  of  antidepressant  effects  of  tricyclics  by 
methylphenidate  has  been  documented  by  others  previ- 
ously.* Obviously  the  chief  drawback  to  the  use  of  such 
stimulants  is  their  abuse.  However  we  do  not  make  alcohol 
unavailable  even  though  its  potential  for  abuse  is  not  less. 
Moreover  there  is  an  ethical  issue.  It  seems  to  me  uneth- 
ical to  withhold  a medication  from  patients  who  require  it, 
or  to  ask  these  patients  to  accept  a medication  with  noxious 
or  hazardous  side  effects  in  preference  to  one  without  these 
effects,  in  order  to  make  things  difficult  for  those  indi- 
viduals who  try  to  treat  their  own  misery  with  these  drugs 
by  uncontrolled,  excessive,  or  even  self-destructive  use. 

I realize  that  this  action  was  recommended  by  colleagues 
who  sit  on  a reference  committee.  I do  not  know  how  many 
of  these  speak  from  the  experience  of  treating  patients  on 
an  individual  basis,  closely  observing  and  recording  re- 
sponses to  treatment,  and  trying  to  optimize  the  results  by 
careful  trial  of  different  medications  and  careful  regulation 
of  dose. 

I am  writing  in  the  hope  that  the  reference  committee 
and  the  House  of  Delegates,  both,  will  reconsider  their 
action,  with  a view  to  rescinding  it.  I hope,  too,  that  those 
of  my  colleagues  who  share  my  view  will  support  my  effort 
with  communications  of  their  own  directed  toward  ap- 
propriate authorities. 

MORTIMER  OSTOW,  M.D. 

5021  Iselin  Avenue 
Riverdale,  N.Y.  10471 

* Wharton,  R.  N.,  et  al.:  A potential  clinical  use  for  methyl- 
phenidate with  tricyclic  antidepressants,  Am.  J.  Psych.  127:  1619 
(1971). 
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1830:  A decoction  of  columbo  root 
and  peppermint  3 or  4 times  a day 
should  be  taken  for  the  sickness  to 
which  pregnant  females  are  com- 
monly subject.* 


TODAY:  Clinical  studies  show 
statistically  proven  efficacy  for 
morning  sickness  of  pregnancy 
with  delayed-release 
Bendectin  tablets.2 
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Lusins,  J.  O.,  Chayes,  Z.,  e Nakagawa,  H.:  Tomogra- 

phia  computate  e selection  (“scanning”)  cerebral  con  ra- 
dionucleidos;  comparation  evaluative  in  le  lesiones  cerebral 
metastatic,  New  York  State  J.  Med.  80: 185  (Februario) 
1980. 

Un  comparation  inter  le  tomographia  computate  (TC) 
e le  studio  selective  cerebral  con  radionucleidos  (“scan- 
ning”) esseva  facite.  Trenta  (30)  patientes  con  un  total  de 
42  lesiones  esseva  evalutate.  Le  reportos  previe  demon- 
strava  que  le  TC  e le  scanning  con  radionucleidos  esseva 
equalmente  effective  pro  detectar  metastases.  Nonobs- 
tante,  si  un  refortiamento  per  contraste  es  usate,  nos  tro- 
vava  que  le  TC  esseva  plus  precise  que  le  scanning  con  ra- 
dionucleidos pro  detectar  metastasis  cerebral  (95.4  pro 
cento  comparate  con  62  pro  cento).  Nostre  studio  etiam 
demonstrava  que  le  scanning  con  le  radionucleidos  non 
habeva  precision  quando  le  lesion  es  minus  que  2 cm  in 
diametro.  Etiam,  le  presentia  de  edema  cerebral  associate 
al  metastasis,  augmenta  le  possibilitate  de  que  le  studio 
selective  nucleari  de  un  resultato  positive. 

Mohaideen,  A.  H.,  Tanchajja,  S.,  Avram,  M.  M.,  e 
Mainzer,  R.  A.:  Accesso  arteriovenose  pro  hemodialysis; 
utilisation  de  graffos  de  polytetrafluoroethyleno,  New 
York  State  J.  Med.  80:  190  (Februario)  1980. 

Sexanta  (60)  patientes  con  insufficientia  renal  chronic 
e con  perdita  del  accesso  vascular  que  non  permiteva  facer 
le  hemodialysis  esseva  submittite  a 129  interventiones 
chirurgic  pro  establir  e mantener  un  fistula  arteriovenose. 
Esseva  implantate  69  graffos  de  polytetrafluoroethyleno 
(PTFE)  durante  un  periodo  de  30  menses  e observate  du- 
rante 6 o plus  menses.  Del  patientes  operate,  26  (43  pro 
cento)  moreva  durante  un  periodo  de  studio  de  36  menses. 
Dece-nove  (19)  patientes  moreva  con  un  fistula  functional, 
e 33  altere  fistulas  continuava  functionante  ben  al  final  de 
36  menses  de  observation.  Isto  representa  un  75  pro  cento 
de  graffos  permeabile.  Thrombosis  del  graffos  esseva 
observate  in  32  de  69  graffos  facite  (46  pro  cento).  Le 
thromboectomia  esseva  successosse  in  96  pro  cento  del 
casos.  Le  frequentia  del  thrombosis  in  graffos  heteroge- 
nous, bovine,  esseva  previemente  reportate  in  46  pro  cento 
del  casos;  le  thrombectomia  esseva  successosse  in  52  pro 
cento  del  patientes.  Esseva  observate  un  aneurysma  vere 
occurrite  quando  un  modello  initial  de  graffo  esseva  usate; 
etiam  esseva  observate  5 casos  de  aneurysmas  false  con  le 
modellos  initial  de  graffos  de  PTFE.  Le  resultatos  suc- 
cessosse del  thromboectomia  e le  absentia  de  disveloppa- 
mento  de  aneurysmas  vere  usante  le  graffos  de  PTFE 
commercialmente  disponibile  contribuite  al  75  pro  cento 
de  graffos  permeabile  durante  un  longe  tempore.  Per  isto, 


le  graffos  de  PTFE  es  recommendate  como  prosthesis  sa- 
tisfactori  pro  obtener  accesos  arteriovenose  pro  le  hemo- 
dialysis. 

Bruckstein,  A.  H.:  Dolor  abdominal  acute,  vasculitis  e 
antigenemia  derivate  del  hepatitis  B,  New  York  State  J. 
Med.  80:  197  (Februario)  1980. 

Un  presentation  commun  al  chirurgo  consistente  in  un 
morbo  pauc  frequente  es  describite.  Al  laparotomia  ex- 
ploratori  per  dolor  abdominal  acute,  solmente  un  vasculitis 
mesenteric  esseva  trovate.  Le  angiographia  permiteva 
etablir  le  diagnose  de  polyarteritis  nodosa  (“PAN”).  Le 
pathologia,  radiologia  e immunologia  es  discutite. 

Herman,  T.  A.:  Patientes  in  morbo  terminal;  evalutation 
del  attitude  del  medico  in  le  institutiones  de  inseniamento, 
New  York  State  J.  Med.  80:  200  (Februario)  1980. 

Pro  evalutar  le  attitude  del  medico  con  respecto  al  pa- 
tientes in  morbo  terminal  in  un  institution  de  inseni- 
amento, un  questionario  esseva  circulate.  Iste  esseva 
respondite  per  50  medicos  del  personal  del  hospital  e del 
Facultate  del  Departamento  de  Medicina  de  un  hospital 
de  inseniamento  in  le  Citate  de  Nove  York.  Del  medicos 
interviewate,  58  pro  cento  declarava  que  illes  tratava  de- 
ficiente  o inadequatemente  le  patientes  in  stato  terminal 
de  su  morbos.  Le  38  pro  cento  de  iste  medicos  advocava 
un  approche  aggressive  in  le  casos  de  cancer  del  colon  con 
ample  dissemination  metastatic.  De  altere  maniera,  58 
pro  cento  del  adherente  al  approche  aggressive  usante 
chimiotherapia  credeva  que  le  superviventia  del  patientes 
tractate  no  devineva  melliorate.  De  omne  respondentes, 
58  pro  cento  non  credeva  que  habeva  sufficiente  tempore 
disponibile  pro  fomentar,  in  un  institution  de  inseniamento 
de  importantia,  un  relation  emotional  satisfactori  con  le 
patientes  in  stato  terminal.  Omne  medicos  (100  pro  cento) 
credeva  que  le  patientes  terminal  representava  un  inter- 
ferentia  con  su  apprendimento  in  le  hospital  de  inseni- 
amento. Como  conclusion,  es  dite  que  non  es  de  valor  per 
le  medicos  e le  patientes  terminal  esser  tractate  in  le  de- 
partamentos  medic  pro  attention  acute  in  un  hospital  de 
inseniamento,  per  que  iste  patientes  necessita  attention 
custodial  e per  que  va  a morir  inter  un  parve  tempore. 
Additionalmente,  ha  un  correlation  positive  inter  le 
capacitate  de  tractar  successossemente  al  patientes  con 
morbo  terminal  e le  apprendimento  in  un  hospital  de  in- 
seniamento. Es  suggerite  considerar  un  attention  alter- 
native pro  iste  patientes  terminal  e pro  le  programmas  in 
inseniamento  del  personal  sanitari  in  un  institution  hos- 
pitalari  de  inseniamento. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Editorial 


1980  Spring  CME  assembly 

Historically  the  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  (MSSNY)  has  been 
a combination  of  meetings  of  the  House  of  Delegates, 
the  Annual  Meeting  of  MSSNY,  and  the  Annual 
Scientific  Program.  In  1980  the  scientific  program 
will  be  held  separately  under  the  new  title  of  “Spring 
CME  Assembly.”  This  assembly  is  scheduled  for  the 
weekend  commencing  Friday,  April  25th.  The 
House  of  Delegates  will  continue  to  meet  in  the 
fall. 

Details  of  the  1980  Spring  CME  Assembly  are 
published  in  this  issue  of  the  Journal  ( see  pages  294 
to  300).  The  editors  wish  to  point  out  several  inno- 
vations which  should  make  the  assembly  attractive 
to  our  members  and  their  families.  The  locale  is  the 
attractive  Rye  Town  Hilton  Hotel  in  Port  Chester, 
New  York,  which  not  only  has  excellent  meeting  fa- 
cilities, but  beautiful  accommodations,  gardens, 
tennis  courts,  swimming  pools,  and  delightful  dining 
facilities.  It  is  convenient  to  shopping  centers  in 
White  Plains  and  only  a 45-minute  train  trip  from 
Manhattan. 

The  Scientific  Program  Committee  has  put  to- 
gether an  excellent  program  which  will  be  published 
in  its  entirety  in  the  March  issue  of  the  Journal.  All 
programs  carry  category  1 CME  credits  under  the 


AMA-PRA  program.  They  are  designed  to  have  a 
“cross-the-Board”  appeal  so  that  the  physicians  can 
find  CME  offerings  appropriate  to  their  special  and 
general  interests. 

Courses  in  basic  cardiac  life  support  will  be  pre- 
sented, but  necessarily  limited  to  48  member  physi- 
cians at  a very  reasonable  registration  fee. 

For  your  convenience,  pre-registration  is  available 
for  the  first  time.  The  form  will  be  found  in  this 
issue  of  the  Journal.  There  is  no  registration  fee, 
and  the  meetings  are  open  to  all  physicians  except  for 
the  BCLS  (basic  cardiac  life  support)  course. 

Interesting  social  activities  are  being  arranged  in 
conjunction  with  the  assembly.  A golf  tournament 
will  be  held  at  the  Westchester  Country  Club  in  co- 
operation with  the  Westchester  County  Medical 
Society  and  the  Westchester  Medical  Golf  Associa- 
tion. The  Westchester  County  Medical  Society  is 
also  hosting  a reception  prior  to  a banquet  on  Sat- 
urday evening  April  26th.  An  outstanding  program 
for  this  banquet  will  be  announced. 

Don’t  miss  this  excellent  CME  program  presented 
in  a relaxing  and  enjoyable  atmosphere  for  the  whole 
medical  family. 

G.  J.  L„  Jr. 
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Radionuclide  brain  scanning  is  a well-established 
noninvasive  method  for  the  evaluation  of  metastatic 
lesions  to  the  brain.  Large  series  have  been  collected 
indicating  that  the  accuracy  rate  is  in  the  range  of  69 
to  95  percent.1-3 

CT  (computed  tomography)  is  a newer  noninvasive 
method  of  following  patients  with  metastatic  brain 
disease.  It  is  only  natural  that  when  two  types  of 
noninvasive  modalities  are  available,  comparison 
between  the  two  would  be  made.  The  early  series 
comparing  CT  and  nuclear  brain  scans  indicated  that 
the  two  methods  have  approximately  the  same  ac- 
curacy rate  in  detecting  metastatic  brain  lesions. 
This  was  in  the  range  of  85  to  90  percent.4-6 

It  is  noted,  however,  that  these  earlier  series  pri- 
marily compared  nuclear  scans  with  noncontrast  CT 
scan.  As  experience  with  CT  scanning  was  gained, 
increasingly  more  patients  have  been  studied  with 
contrast  enhancement.  Therefore,  we  felt  that  the 
two  modalities  should  be  reviewed  with  this  newer 
experience  in  mind. 


A comparison  of  CT  (computerized  tomography)  and 
radionuclide  brain  scanning  was  performed ; 30  pa- 
tients with  a total  of  42  lesions  were  evaluated. 
Previous  reports  have  shown  that  CT  and  radionu- 
clide scanning  are  equally  useful  in  detecting  meta- 
static disease.  However,  if  contrast  enhancement  is 
used  we  find  that  computerized  tomography  is  far 
more  accurate  than  radionuclide  scanning  in  de- 
tecting metastatic  disease  to  the  brain,  95.4  percent 
as  compared  to  62  percent.  Our  study  also  shows 
that  radionuclide  scanning  falls  off  in  accuracy  when 
the  lesion  is  below  2 cm.  in  size.  Also,  the  presence 
of  brain  edema  in  association  with  metastatic  disease 
increases  the  probability  of  having  a positive  nuclear 
scan  finding. 


Methods 

Thirty-two  patients  were  studied  with  both  ra- 
dionuclide scanning  and  CT.  All  the  patients  for  CT 
were  evaluated  on  an  Ohio  Nuclear  Delta-50  scanner. 
All  patients  were  initially  examined  without  contrast, 
and  then  all  received  contrast.  The  nuclear  scans 
were  performed  on  nuclear  cameras  of  various  man- 
ufacturers located  at  six  hospital  laboratories  and  one 
outpatient  office.  There  were  two  patients  who  were 
studied  on  a rectilinear  dual  probe  Ohio  Nuclear 
Scanner  which  was  less  than  two  years  old.  The  in- 
terpretation of  the  CT  scans  were  by  the  authors. 
Nuclear  scans  were  interpreted  by  the  physicians 
who  performed  the  study  and  reviewed  by  one  of  the 
authors  (J.L.). 

Results 

Thirty-two  patients  were  studied  by  both  CT  and 
nuclear  scan  with  a follow-up  period  of  from  six 
months  to  two  years;  30  of  the  32  patients  studied,  or 
93.7  percent,  showed  positive  findings  by  comput- 
erized axial  tomography  for  metastatic  disease  to  the 
brain.  Of  the  32  patients,  23,  or  75  percent,  showed 
positive  findings  for  metastatic  disease  by  radionu- 
clide scan.  Therefore,  there  were  two  patients  who 
initially  indicated  negative  results  by  both 
methods. 

Of  the  30  cases  with  positive  results,  9 had  more 
than  one  metastatic  lesion.  Therefore,  the  total 
number  of  lesions  detected  by  CT  were  42.  This  gave 
a detection  rate  of  95.4  percent.  Radionuclide  scans 
detected  26  of  the  42  lesions,  giving  a detection  rate 
of  62  percent. 
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FIGURE  1.  Scans.  (A)  CT  scan  shows  a large,  well-en- 
hanced metastatic  lesion  from  the  lung  measuring  2.3  cm. 
in  size,  surrounded  by  extensive  edema.  (B)  Lower  section 
of  CT  scan.  Edema  and  associated  shift  of  midline  noted  in 
which  metastatic  lesion  itself  not  well  visualized.  (C)  Nuclear 
study  of  same  patient.  Lesion  well  defined,  particularly  in 
right  lateral  view. 

The  size  of  the  lesion  could  he  accurately  measured 
on  the  CT  scan  by  the  use  of  movable  cursors.  We 
therefore  measured  all  the  lesions  and  separated 
them  into  two  categories.  The  two  categories  were 


FIGURE  2.  Scans.  (A)  CT  scan  with  contrast  enhancement 
demonstrates  presence  of  two  well-enhanced,  smaller  than 
2 cm.,  metastatic  lesions  originating  from  lung.  (B)  Another 
view  of  CT  scan  in  (A).  (C)  Nuclear  scan  failed  to  detect  ei- 
ther lesion. 

those  of  lesions  that  were  less  than  2 cm.  and  lesions 
that  were  larger  than  2 cm.  We  then  calculated  the 
accuracy  of  detection  of  these  two  groups  by  nuclear 
brain  scan.  We  determined  that  the  radionuclide 
scan  result  was  positive  74  percent  of  the  time  in  le- 
sions that  were  larger  than  2 cm.  and  that  the  de- 
tection rate  fell  to  13  percent  when  the  lesions  be- 
came 2 cm.  or  less  (Fig.  1 ). 

After  this,  we  undertook  to  determine  whether  the 
presence  of  significant  edema  surrounding  the  met- 
astatic lesion  would  have  any  effect  on  whether  or  not 
the  radionuclide  scan  finding  would  be  positive. 
Significant  edema  was  considered  to  he  present  when 
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FIGURE  3.  Scans.  (A)  Noncontrast  CT  scan  fails  to  show 
presence  of  posterior  fossa  metastatic  lesion  from  breast. 
(B)  Contrast  CT  scan  demonstrates  lesion.  (C)  Nuclear  brain 
scan,  like  noncontrast  CT  scan,  fails  to  show  presence  of 
lesion. 


the  area  of  edema  was  measured  to  he  twice  the  size 
of  the  metastatic  lesion  (Fig.  2).  This  condition  was 
met  in  52  percent  of  the  cases.  We  then  determined 
that  the  radionuclide  scan  result  was  positive  in  86 
percent  of  the  cases  where  there  was  significant 
amount  of  edema  as  compared  with  20  percent  of  the 
time  where  edema  was  less  than  2 cm.  or  not 
present. 

Comment 

From  our  work  with  30  patients  with  a total  of  42 
lesions,  we  conclude  that  if  contrast  enhancement  is 
used,  CT  scan  is  superior  to  the  radionuclide  scan  in 
detection  of  metastatic  lesions  to  the  brain.  The 
detection  rate  for  all  lesions  present  is  95.4  percent 
for  CT  scans  as  compared  with  62  percent  for  radio- 
nuclide scans  (Fig.  3). 

However,  we  must  keep  in  mind  that  there  is  a 
significant  morbidity  rate  and  an  occasional  death 
associated  with  the  use  of  contrast  enhancement. 
Most  of  the  present  experience  with  contrast  reac- 
tions was  gained  with  its  use  for  intravenous  pyelo- 
gram  prior  to  CT.  About  2 percent  of  the  patients 
undergoing  urography  have  been  reported  to  have  an 
acute  reaction.  Most  of  these  are  minor,  but  0.1 
percent  of  all  acute  reactions  are  severe.7  There  is 
no  reason  to  expect  that  the  experience  would  be  any 
different  in  use  of  contrast  with  CT  since  the  same 
or  similar  materials  are  being  used.  Therefore,  the 
cases  for  contrast  enhancement  have  to  be  closely 
selected,  and  the  risk  of  reaction  has  to  be  weighed 
against  the  possible  useful  information  to  be 
gained. 

We  also  noted  that  if  the  size  of  the  metastatic  le- 
sion is  2 cm.  or  less  the  likelihood  of  detection  by  a 
nuclear  scan  falls  off  significantly  with  only  13  per- 
cent of  the  lesions  in  this  range  being  detected  in  our 
present  study.  The  smallest  lesion  that  was  detected 
by  CT  scan  was  0.7  cm. 

The  association  of  edema  with  a metastatic  lesion 
significantly  increases  the  probability  of  the  radio- 
nuclide scan  to  yield  positive  findings.  From  the 
present  study,  we  noted  that  the  presence  or  absence 
of  edema  is  unpredictable  (Fig.  4).  It  does  not  ap- 
pear to  be  related  to  the  type  of  tumor  being  evalu- 
ated nor  its  anatomic  location.  We  noted  that  in  the 
same  patient  with  multiple  lesions  one  lesion  may 
have  no  associated  edema.  This  type  of  observation 
of  course  invites  further  speculation  and  investiga- 
tion in  regard  to  the  effect  of  metastatic  lesions  on  the 
blood  brain  barrier. 
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FIGURE  4.  Scans  of  patient  with  multiple  metastatic  lesions  originating  from  lung.  Study  demonstrates  variable  amount 
of  edema  that  may  be  present  with  metastatic  lesion,  as  well  as  added  advantage  of  contrast  enhancement.  Total  of  three 
lesions  noted,  all  of  which  are  less  than  2 cm.  First,  in  right  temporal  area,  has  minimal  edema  surrounding  it.  Second  lesion, 
in  left  occipital  area,  surrounded  by  moderate  degree  of  edema.  Third  lesion,  in  right  occipital  area,  surrounded  by  moderate 
edema.  (A)  Noncontrast  scan.  First  lesion  not  visualized.  (B)  Contrast  scan.  First  lesion  well  demonstrated.  (C)  Noncontrast 
scan.  Second  lesion  well  demonstrated.  (D)  Scan  with  contrast  enhancement.  Little  gained  in  visualizing  second  lesion. 
(E)  Noncontrast  scan.  Third  lesion  faintly  outlined.  (F)  Contrast  scan.  Third  lesion  fully  defined.  (G)  Right  nuclear  scan. 
Two  occipital  lesions  visualized  but  temporal  lesion  which  has  minimal  associated  edema  not  demonstrated.  (H)  Left  nuclear 
scan.  (I)  Anterior  nuclear  scan.  (J)  Posterior  nuclear  scan. 
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Preliminary  experience  with  the  use  of  a vascular 
prosthesis  derived  from  an  expanded,  highly  porous, 
negatively  charged  form  of  Teflon  designated  as 
PTFE  (polytetrafluoroethylene)  (Goretex*)  for 
maintenance  of  vascular  access  for  long-term  he- 
modialysis was  previously  reported.1  The  current 
communication  is  a long-term  evaluation  of  these 
grafts  for  periods  extending  to  36  months  of  obser- 
vation. The  results  of  this  experience  are  contrasted 
with  a similar  series  of  patients  in  whom  modified 
bovine  arterial  grafts  were  employed  to  attain  vas- 
cular access.2 

A total  of  69  PTFE  grafts  were  implanted  into  a 
group  of  60  chronic  renal  failure  patients  to  maintain 
vascular  access  for  hemodialysis.  The  patient  pop- 
ulation included  10  Caucasian  males  and  10  Cauca- 
sian females  averaging  51.5  years  in  age  and  11  Negro 
males  and  29  Negro  females  averaging  52.8  years  in 
age.  During  the  period  from  November  1,  1975,  to 
April  30,  1978,  69  PTFE  grafts  were  placed  and  in- 
cluded all  patients  requiring  a vascular  prosthesis. 
This  represents  an  overlap  of  two  months  wherein 
bovine  heterografts  and  PTFE  grafts  were  implanted 
concurrently.  Four  PTFE  grafts  implanted  during 
this  two-month  period  were  used  in  patients  having 

* W.  L.  Gore  & Associates,  Flagstaff,  Arizona. 
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sustained  multiple  instances  of  bovine  graft  failure. 
Two  other  patients  requiring  primary  grafts  during 
this  two-month  period  were  provided  with  modified 
bovine  heterografts.  No  bovine  heterografts  were 
implanted  after  December  31,  1975.  All  69  grafts 
were  followed  to  October  31,  1978. 

The  indications  for  placement  of  a PTFE  pros- 
thesis included  failure  of  a Brescia  fistula  with  loss 
of  vascular  access  in  30,  unavailability  of  vascular 
access  in  16,  failure  of  previously  placed  bovine  grafts 
in  12,  failure  of  previously  placed  PTFE  grafts  in  7, 
failure  of  a Scribner  shunt  in  1,  failure  of  a previously 
placed  umbilical  vein  graft  in  1,  and  miscellaneous 
indications  in  the  remaining  2 instances.  These  in- 
cluded one  patient  who  sustained  a fracture  of  the 
humerus  on  the  side  of  the  functional  graft  and  a 
second  patient  who  sustained  a massive  hematoma 
following  injury  to  the  forearm  containing  the  func- 
tional graft.  Since  both  injuries  precluded  the  con- 
tinued use  of  the  functional  grafts,  new  grafts  were 
implanted  into  the  contralateral  extremity;  52  pa- 
tients each  required  a single  PTFE  graft,  whereas  8 
patients  required  a total  of  17  grafts,  including  the 
2 injured  patients  with  functional  but  unavailable 
grafts.  Nineteen  patients  were  diabetic,  and  12  pa- 
tients were  hypertensive. 

The  upper  extremity  continues  to  be  favored  as  the 
graft  site  of  choice.  The  ready  availability  of  ana- 
tomically constant  and  adequately  sized  brachial 
arterial  inflow  and  basilic  vein  outflow  tracts  coupled 
together  by  a vascular  prosthesis  disposed  as  a volar 
subcutaneous  forearm  loop  facilitates  long-term  ac- 
cess for  hemodialysis.  Sixty-five  of  the  grafts  herein 
reported  were  implanted  into  an  upper  extremity. 
All  but  one  presented  a loop  disposition  to  provide 
a relatively  long  graft  segment  for  vascular  access. 
The  brachial  artery  in  the  anticubital  fossa  was  uti- 
lized in  57,  the  brachioradial  artery  in  6,  and  the 
proximal  brachial  artery  in  the  remaining  1.  The 
basilic  vein  was  utilized  in  59,  the  anticubital  vein  in 
2,  and  the  brachial  vein  in  the  remaining  3.  Four 
grafts  were  implanted  in  a thigh;  two  were  inserted 
as  subcutaneous  loops  between  the  femoral  artery 
and  vein,  and  the  remaining  two  as  a J configuration 
between  the  superficial  femoral  artery  and  the 
proximal  saphenous  vein.  One  thrombosed  umbil- 
ical vein  was  revascularized  by  the  addition  of  a 
segment  of  PTFE  graft  and  implanted  into  the 
proximal  basilic  vein.  General  anesthesia  was  em- 
ployed on  10  occasions,  whereas  local  anesthesia 
supplemented  with  fentanyl  or  meperidine  hydro- 
chloride (Demerol)  was  used  in  the  remaining  59 
implantations. 

Technical  considerations 

The  PTFE  graft  requires  no  preparation  other 
than  autoclaving.  The  prosthesis  is  light,  handles 
well,  and  presents  minimal  problems  relative  to 
shaping,  kinking,  or  axial  rotation.  No  preclotting 
is  required.  Systemic  heparinization  is  advised. 


Sixty  patients  with  chronic  renal  failure  presenting 
a loss  of  vascular  access  precluding  hemodialysis  were 
subjected  to  129  surgical  procedures  to  establish  and 
maintain  an  arteriovenous  fistula;  69  PTFE  grafts 
were  implanted  over  a 30-month  period  and  were 
observed  for  six  or  more  months.  Of  the  patients,  26, 
or  43  percent,  died  during  the  36-month  study  period. 
Nineteen  patients  died  with  a functional  fistula,  and 
33  fistulas  continued  to  function  at  the  end  of  36 
months,  constituting  a 75  percent  graft  patency  rate. 
Graft  thrombosis  was  observed  in  32  of  69  grafts,  or 
46  percent.  Successful  thrombectomy  was  achieved 
in  96  percent.  The  incidence  of  bovine  heterograft 
thrombosis  was  previously  reported  as  46  percent 
with  a 52  percent  successful  thrombectomy  rate.  One 
true  aneurysm  was  observed  as  occurring  in  an  early 
model  PTFE  graft  together  with  five  false  aneurysms. 
This  compares  to  14  true  aneurysms  previously  re- 
ported as  occurring  in  67  bovine  heterografts.  The 
successful  thrombectomy  rate  and  the  absence  of  true 
aneurysm  formation  in  commercially  available  PTFE 
grafts  helped  yield  the  75  percent  long-term  patency 
rate  and  recommended  the  use  of  the  PTFE  graft  as 
a satisfactory  prosthesis  to  attain  arteriovenous  ac- 
cess. 


While  grafts  8 mm.  in  diameter  were  used  initially, 
it  became  evident  that  the  6-mm.  grafts  accommo- 
date more  readily  to  implantation  especially  in  the 
smaller,  generally  collapsed,  venous  outflow  tracts. 
After  implantation  into  the  venous  side  has  been 
achieved  and  the  graft  placed  in  its  subdermal  tun- 
nel, axial  rotation  can  readily  he  determined  by  cross 
clamping  the  distal  end  of  the  graft  near  the  venous 
anastomosis  and  by  applying  a pulse-like  saline  jet 
into  the  open  proximal  end  of  the  graft,  utilizing  a 
rubber  bulbed  irrigating  syringe.  The  perception  of 
a strong  pulse  establishes  the  proper  disposition  of 
the  graft.  On  completion  of  the  arterial  anastomosis 
and  the  release  of  all  occluding  clamps,  bleeding  from 
the  suture  holes  at  either  end  of  the  graft  will  become 
evident.  This  bleeding  can  he  minimized  by  the  use 
of  arterial  suture  material  not  exceeding  a size  6-0 
dimension.  The  simple  application  of  a pledget  of 
absorbable  gelatin  sponge  (Gelfoam)  soaked  in 
aqueous  thrombin  solution  to  the  suture  line  prior  to 
the  release  of  occluding  clamps  or  the  dusting  of 
powdered  thrombin  on  the  suture  line  followed  by 
the  application  of  a dry  sponge  will  minimize  or  to- 
tally prevent  suture  line  bleeding.  Gauze  sponges 
and  absorbable  gelatin  sponge  pledgets  should  be 
removed  prior  to  wound  closure.  Other  details  re- 
lating to  graft  implantation  are  outlined  in  a previous 
communication.2 

Postoperative  considerations 

All  patients  subjected  to  the  implantation  of  a 
vascular  prosthesis  require  postoperative  observation 
to  determine  the  continuing  patency  of  the  graft. 
Inspection  of  the  operative  site  for  evidence  of 
hemorrhage  is  obligatory.  Heparin  is  not  adminis- 
tered in  the  postoperative  phase.  Prophylactic  an- 
tibiotic therapy  in  the  form  of  doxocycline  (Vi- 
bramycin)  as  a 200-mg.  intravenous  loading  dose  is 
initiated  preoperatively  and  is  followed  by  100  mg. 
orally  for  two  days  postoperatively.  Postoperative 
edema  continues  to  be  a problem  precluding  use  of 
the  graft  for  vascular  access  for  some  three  weeks. 
The  edema  is  generally  self-limited  and  responds  to 
elevation  of  the  part.  The  use  of  elastic  supports  is 
contraindicated  for  fear  of  occluding  the  graft. 

Complications 

Thrombosis.  Early  thrombosis  of  PTFE  grafts 
was  observed  within  30  days  of  implantation  on  12 
occasions  in  69  grafts,  an  incidence  of  17.4  percent. 
The  thrombotic  episodes  involved  nine  grafts. 

The  cause  of  early  graft  thrombosis  was  deemed 
technical  in  three  instances  and  occurred  on  the 
second,  third,  and  fourth  postoperative  days.  The 
technical  errors  included  such  factors  as  the  selection 
of  an  inadequate  or  compromised  venous  outflow 
tract,  a technically  imperfect  anastomosis,  and  ex- 
cessive pressure  applied  to  the  implantation  site  to 
control  oozing.  Angulation  and  axial  rotation  of  the 
graft  were  not  observed  as  causes  for  thrombosis. 


Three  grafts  exhibiting  early  thrombosis  on  the  third, 
fourteenth,  and  twenty-sixth  postoperative  days 
presented  no  recognizable  cause  for  thrombosis.  All 
three  responded  to  thrombectomy  and  continued  to 
function  as  long-term  vascular  access  routes.  The 
seventh  instance  of  graft  thrombosis  was  related  to 
patient  attitude  in  that  the  forearm  was  maintained 
in  forced  flexion  for  several  weeks.  The  remaining 
five  instances  of  early  graft  thrombosis  occurring  in 
three  grafts  were  associated  with  repeated  episodes 
of  hypotension.  All  but  one  graft  exhibiting  early 
thrombosis  were  implanted  in  an  upper  extremity. 

Thrombectomy  for  early  thrombosis  was  at- 
tempted on  nine  occasions  with  a 100  percent  success 
rate.  The  three  patients  who  were  not  explored  were 
severely  debilitated.  Two  exhibited  repeated  and 
prolonged  hypotensive  episodes,  and  the  third  was 
the  patient  who  maintained  his  forearm  in  forced 
flexion.  All  three  patients  died  within  two  to  eight 
weeks  after  graft  implantation. 

Delayed  or  late  thrombosis  occurring  later  than  30 
days  after  the  implantation  of  a graft  was  observed 
on  20  occasions  affecting  12  grafts  in  12  patients. 
Graft  thrombosis  occurred  between  the  forty-sixth 
postoperative  day  and  the  thirteenth  postoperative 
month.  Thrombectomy  was  undertaken  in  19  in- 
stances with  successful  salvage  of  18  grafts,  a success 
rate  of  95  percent.  While  simple  thrombectomy  was 
effective  in  revascularizing  12  thrombosed  grafts,  7 
thromboses  were  associated  with  a venous  outflow 
tract  fibrosis.  Six  of  these  were  revascularized  by  the 
addition  of  a segment  of  graft  to  facilitate  reim- 
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TABLE  I.  PTFE  graft  thrombosis  observed  within  first  30  days  of  implantation  (early)  and  after  30  days  of 

implantation  (late) 


Statistic 

Total  Patients  by  Race 
Cau- 

Negro  casian  Total 

Incidence  of  PTFE  Graft  Thrombosis* 

n 

ombined 

Cau- 

casian 

\ 

Negro 

Cau- 

casian 

Total 

f 

Negro 

Cau- 

casian 

N 

Total 

Negro 

\ 

Total 

Number  of  patients 

40 

20 

60 

5 

4 

9 

8 

4 

12 

13 

8 

21 

Percent  of  patients  by  race 

67 

33 

13 

20 

20 

20 

33 

40 

35 

Number  of  grafts 

45 

24 

69 

5 

5 

10 

8 

4 

12 

13 

9 

22 

Percent  of  grafts  by  race 

65 

35 

11 

21 

18 

17 

29 

38 

46 

Number  of  thromboses 

7 

5 

12 

15 

5 

20 

22 

10 

32 

Number  of  thrombectomies 

6 

3 

9 

15 

4 

19 

21 

7 

28 

Successful  thrombectomies 

6 

3 

9 

15 

3 

18 

21 

6 

27 

Success  rate  (percent) 

100 

100 

100 

100 

75 

95 

100 

86 

96 

* The  incidence  of  graft  thrombosis  occurring  in  Negro  and  Caucasian  patients  is  compared. 


plantation  of  the  lengthened  graft  into  a more 
proximal  uninvolved  portion  of  the  venous  runoff 
tract.  One  graft  associated  with  extreme  fibrosis  of 
the  runoff  tract  was  deemed  a graft  failure  and  was 
abandoned  in  favor  of  the  implantation  of  a new  graft 
at  another  site.  The  four  grafts  which  exhibited 
recurrent  episodes  of  thrombosis  developed  clinical 
evidence  of  recurrent  thrombosis  within  three  days 
to  three  months  after  the  primary  thrombectomy.  In 
each  instance  the  precipitating  cause  of  thrombosis 
was  an  unrecognized  fibrosis  of  the  venous  outflow 
tract.  One  thrombosed  graft  was  not  explored  by 
reason  of  a recognizable  preagonal  state.  All  grafts 
exhibiting  delayed  thrombosis  were  located  in  an 
upper  extremity.  Reimplantation  requiring  addi- 
tional segments  of  fresh  grafts  are  not  reported  as 
new  grafts. 

The  data  relating  to  graft  thrombosis  is  summa- 
rized in  Table  I and  indicates  the  relative  frequency 
of  thrombosis  occurring  in  Caucasian  and  Negro 
patients  utilizing  the  PTFE  graft  and  the  bovine 
heterograft  previously  reported.2  While  a prepon- 
derance of  graft  thrombosis  was  observed  in  Cauca- 
sian patients  in  the  bovine  heterograft  series,  no  such 
difference  is  evident  in  the  PTFE  group. 

Infection.  Infection  of  the  graft  has  not  been 
experienced  as  an  immediate  complication  of  surgery. 
The  ongoing  use  of  a double  skin  preparation,  the 
avoidance  of  hematoma  intraoperatively,  and  the 
continued  use  of  prophylactic  antibiotics  are  believed 
factors  which  continue  to  limit  the  incidence  of 
wound  infection. 

Seven  patients  developed  graft  infection  at  an  in- 
terval of  from  1 to  1 1 months,  an  average  of  7 months, 
after  implantation.  All  grafts  were  used  for  main- 
tenance hemodialysis  during  the  infection-free  pe- 
riod. The  cause  of  six  of  these  infections  is  related 
to  repeated  skin  and  graft  needle  puncture  incidental 
to  the  conduct  of  hemodialysis.  The  sporadic  nature 
of  graft  infection  has  suggested  the  probability  of 
breaks  in  aseptic  technique.  This  concept  has  been 
reasonably  substantiated  by  the  limitation  of  infec- 
tion following  the  assignment  of  specific  dialysis 
personnel  to  specific  patients  on  an  ongoing  basis, 
and  by  the  insistence  on  the  application  of  a scru- 


pulous aseptic  technique  including  the  use  of  sterile 
gloves  and  the  application  of  sponges  moistened  with 
antiseptic  solution  to  the  site  of  skin  puncture 
throughout  the  entire  period  of  hemodialysis.  The 
cause  of  infection  in  the  seventh  patient  was  related 
to  the  development  of  a necrotizing  infection  of  two 
fingers  in  the  same  extremity  bearing  the  graft.  All 
but  one  graft  were  sacrificed  because  of  infection. 
The  remaining  graft,  which  presented  a small  area 
of  skin  necrosis  overlying  the  central  segment  of  the 
graft,  was  salvaged  by  resection  of  the  infected  seg- 
ment and  the  implantation  of  a new  segment  of  graft 
disposed  into  uninfected  tissue.  This  revision  has 
not  been  considered  a new  graft.  Three  of  these 
seven  patients  were  diabetic. 

Aneurysm  formation.  Aneurysm  formation  was 
observed  in  three  Negro  and  two  Caucasian  patients, 
two  of  whom  exhibited  severe  hypertension.  The 
aneurysms  generally  became  evident  after  some  12 
to  19  months  of  hemodialysis.  Several  aneurysms 
presented  multiple  nodularities.  One  aneurysm 
occurring  in  a hypertensive  Negro  female  is  believed 
-to  have  been  a true  aneurysm  and  involved  the  use 
of  an  early  model,  thin-walled  PTFE  graft.  The 
remaining  aneurysms  are  believed  to  be  false  aneu- 
rysms related  to  repeated  needle  punctures  created 
incidental  to  the  conduct  of  hemodialysis.  All  five 
aneurysms  were  repaired  by  excision  of  the  affected 
graft  segment  with  interposition  of  a new  section. 
One  such  repair  developed  a second  false  aneurysm 
three  months  after  replacement  and  required  a sec- 
ond repair.  These  six  aneurysms  represent  an 
overall  incidence  of  10.3  percent  and  include  the 
single  true  aneurysm.  Excluding  the  false  aneu- 
rysms, the  incidence  of  true  aneurysm  formation  is 
1.5  percent.  The  repair  by  replacement  with  a fresh 
segment  of  graft  is  not  reported  as  a new  graft. 

Other  complications.  In  addition  to  the  fore- 
going complications,  seven  miscellaneous  problems 
were  encountered.  These  included  three  instances 
of  graft  laceration  induced  by  hemodialysis  needles. 
Surgical  repair  was  effected  with  graft  salvage.  Two 
instances  of  morbid  edema  of  an  upper  extremity 
were  observed  four  and  five  months  after  graft  im- 
plantation. Both  required  sacrifice  of  the  graft  to 
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halt  the  progressively  increasing  morbid  edema. 
Two  patients  developed  a progressive  steal  syndrome 
which  required  sacrif  ice  of  the  graft  to  preserve  upper 
extremity  viability. 

Results  of  therapy 

Of  60  patients,  23,  or  38  percent,  died  during  the 
30-month  period  ending  April  30,  1978.  Three 
deaths,  that  is,  5 percent,  occurred  during  the  six- 
month  observation  period  ending  October  31,  1978, 
and  constituted  a 43  percent  overall  fatality  rate. 
The  causes  of  death  were  associated  with  hyperten- 
sive cardiovascular  disease,  metabolic  acidosis,  em- 
physema, pulmonary  embolism,  tuberculosis,  carci- 
nomatosis, arteriosclerotic  gangrene  of  an  extremity, 
pericarditis,  and  a variety  of  terminal  infections. 
Three  patients  had  multiple  grafts.  Of  the  total 
number  of  grafts  placed,  19,  or  28  percent,  were 
functional  at  the  time  of  death.  While  on  dialysis, 
11  patients  died  within  two  months  after  the  estab- 
lishment of  a fistula.  Four  patients  died  within  two 
months,  and  three  patients  died  within  three  to  eight 
months  after  graft  failure  despite  continuing  peri- 
toneal dialysis,  or  hemodialysis  via  a Buselmeier 
shunt  in  one  patient. 

Of  the  patients  admitted  to  this  study,  19,  or  32 
percent,  presented  advanced  diabetic  nephropathy; 
10,  or  53  percent,  died  within  4 days  to  26  months 
after  establishment  of  a fistula.  Of  the  grafts  placed 
in  diabetic  patients,  8,  or  42  percent,  were  functional 
at  the  time  of  death  and  are  included  in  the  afore- 
mentioned 19  functional  grafts. 

Of  the  original  patients  admitted  to  the  study,  34 
have  survived.  One  of  this  group  had  a functional 
PTFE  graft  terminated  by  reason  of  progressive 
morbid  edema  and  is  currently  undergoing  hemodi- 
alysis via  a matured  Brescia  fistula.  A second  pa- 
tient, previously  reported  as  having  sustained  a 
fracture  of  the  humerus,  is  currently  being  hemodi- 
alyzed  via  the  original  PTFE  fistula.  The  second 
fistula  was  terminated  because  of  a steal  syndrome 
jeopardizing  the  viability  of  the  arm. 

The  33  patients  currently  being  maintained  on 
hemodialysis  via  PTFE  grafts  in  addition  to  the  19 
grafts  functioning  at  the  time  of  death  represent  a 75 
percent  graft  patency  rate  attained  during  the  36- 
month  study  period. 

The  60  patients  reported  in  this  series  constitute 
15  percent  of  395  patients  maintained  on  the  chronic 
hemodialysis  program  during  the  36-month  period 
ending  October  31,  1978.  The  43  percent  fatality 
rate  compares  to  a fatality  rate  of  35  percent  or  116 
deaths  in  335  patients  being  maintained  on  chronic 
hemodialysis  via  any  access  route  but  excluding  all 
patients  in  whom  a PTFE  graft  had  been  placed. 

The  60  patients  were  subjected  to  129  surgical 
procedures  without  a death  ascribable  to  surgery  and 
without  loss  of  limb.  This  averaged  2.2  procedures 
per  patient.  Eight  patients  with  multiple  grafts  re- 
quired 37  surgical  procedures  or  4.6  procedures  per 
patient.  The  number  of  procedures  required  to 


maintain  a satisfactory  access  route  in  the  surviving 
patients  and  in  the  deceased  was  identical,  namely, 
2.2  procedures  per  patient.  Eight  patients  did  not 
realize  a continued  maintenance  of  their  PTFE  graft 
access  routes  despite  20  procedures  performed  to 
maintain  graft  function.  Seven  of  these  patients 
died,  and  one  is  being  maintained  on  a Brescia  fis- 
tula. 

Thirty-three  primary  grafts  continue  to  function 
at  the  conclusion  of  the  36-month  period  with  a sur- 
vival time  ranging  from  6 to  36  months.  Three  sur- 
viving patients  with  multiple  graft  implantations 
have  functioned  32,  33,  and  34  months  respec- 
tively. 

Comment 

The  feasibility  of  utilizing  a variety  of  prosthetic 
materials  for  maintenance  of  a vascular  access  route 
employing  such  materials  as  the  modified  collagen 
heterograft  of  bovine  origin,2  allographs  umbilical 
vein  grafts,3  crimped  Dacron,4  Sparks  mandril,5’6  or 
PTFE  grafts,7  has  been  adequately  documented. 
Our  interest  settled  on  a trial  of  PTFE  grafts  after 
completing  a 36-month  evaluation  of  modified  col- 
lagen bovine  grafts  wherein  a 27.6  percent  incidence 
of  true  aneurysm  formation  was  observed  in  Negro 
patients  as  contrasted  to  an  absence  of  aneurysm 
formation  in  Caucasian  patients.  In  addition,  an 
overall  51  percent  incidence  of  graft  thrombosis  was 
noted.  The  need  for  a new  material  became  very 
apparent  when  a 57-year-old  hypertensive  Negro 
patient  who  had  been  maintained  on  hemodialysis 
for  six  years  developed  a true  aneurysm  in  each  of 
four  successively  placed  modified  bovine  grafts. 
Since  the  implantation  of  yet  another  bovine  graft 
appeared  fruitless,  the  coincidental  development  and 
experimentally  available  PTFE  graft  was  deemed 
provident.  Accordingly,  the  material  was  implanted 
successfully,  and  our  interest  in  PTFE  grafts  was 
sparked  to  such  a degree  as  to  induce  us  to  abandon 
the  use  of  the  bovine  graft  in  favor  of  the  new.  While 
our  experience  has  precluded  a double-blind  study, 
we  have  endeavored  to  maintain  the  same  set  of 
conditions  in  the  current  report  as  were  operative 
during  the  bovine  graft  study.2  The  source  of  pa- 
tients, the  surgeons,  the  methodology  of  implanta- 
tion, and  the  management  of  the  postoperative  phase 
all  remain  unchanged.  Consequently  it  is  believed 
that  valid  conclusions  can  be  drawn  by  reason  of 
comparative  study  of  the  two  groups  of  patients. 
The  observations  will  relate  to  the  two  populations 
and  a comparison  of  graft  failure,  aneurysm  forma- 
tion, and  graft  survival.  The  essential  differences 
between  the  two  grafts  are  outlined  in  Table  II. 

While  the  source  of  patients  included  in  both  the 
bovine  heterograft2  and  the  PTFE  graft  series  re- 
mains unchanged,  the  two  patient  populations  differ 
somewhat  in  regard  to  numbers  of  patients  and  av- 
erage age.  In  addition,  only  five  patients,  or  11 
percent  of  the  bovine  heterograft  series,  presented 
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TABLE  il.  Comparative  experience  with  bovine 
heterografts  and  PTFE  grafts  for  creation  of 
arteriovenous  fistula  for  hemodialysis 


Statistic 

— Type  of  Graft 

Bovine  PTFE 

Number  of  patients 

47 

60 

Number  of  grafts 

67 

69 

Thrombosis 

Incidence  (Percent) 

31  (46) 

32  (46) 

Number  of  thrombectomies 

25... 

28... 

Successful  thrombectomy  (Percent) 

13  (52) 

27  (96) 

Aneurysms  formation 

Number  of  true  aneurysms  (Percent) 

14  (21) 

1(1.5) 

Number  of  false  aneurysms  (Percent) 

0(0) 

5(7) 

Infections  (Percent) 

4(6) 

7(10) 

Graft  patency  rate 

Living  with  function  graft  (Percent) 

20  (30) 

33  (48) 

Died  with  function  graft  (Percent) 

11 (16) 

19  (27) 

Patency 

46  percent 

75  percent 

diabetes  mellitus,  whereas  19  or  32  percent  of  the 
PTFE  patient  population  exhibited  abnormal  car- 
bohydrate metabolism  prior  to  onset  of  demonstrable 
renal  insufficiency.  All  diabetic  patients  in  the  bo- 
vine heterograft  series  died  during  the  36-month 
period  ending  June  30,  1976,  whereas  10,  or  53  per- 
cent of  the  diabetic  patients  included  in  the  PTFE 
series,  died  during  the  comparable  study  period 
ending  October  31, 1978.  The  exclusion  of  diabetic 
patients  from  both  series  yields  an  adjusted  nondi- 
abetic three-year  fatality  rate  of  25  percent  in  the 
bovine  series  as  compared  to  39  percent  in  the  PTFE 
series.  This  disparity  in  the  nondiabetic  fatality  rate 
is  believed  related  to  the  inclusion  of  a greater  per- 
centage of  patients  having  more  advanced  renal 
disease  in  the  PTFE  series.  This  is  in  part  sub- 
stantiated by  a 17  percent  mortality  rate  observed 
within  two  days  after  PTFE  graft  implantation  as 
opposed  to  a 7.5  percent  fatality  rate  noted  in  the 
bovine  series.  Furthermore,  the  inclusion  of  two 
deaths  by  reason  of  carcinomatosis  and  peritonitis 
secondary  to  a spontaneous  perforation  of  an  ab- 
dominal viscus  has  also  contributed  to  a higher  fa- 
tality rate  in  the  PTFE  series. 

Our  experience  indicates  that  both  the  bovine 
heterograft  and  the  PTFE  graft  are  susceptible  to 
infection.  While  no  infection  related  to  the  surgical 
implantation  of  either  graft  was  experienced,  six 
PTFE  grafts  and  four  hovine  heterografts  were  ter- 
minated by  reason  of  infection  observed  during  the 
respective  36-month  observation  periods.  Although 
this  is  not  a poor  record,  the  concerted  efforts  of  both 
the  professional  staff  and  patients  are  essential  for 
the  successful  observance  of  a scrupulous  aseptic 
technique  to  achieve  a lesser  long-term  infection 
rate. 

True  aneurysm  formation  was  observed  in  14  of  67 
implanted  bovine  grafts.  The  prime  reason  for 
abandoning  the  use  of  bovine  heterografts  was  the 
inordinately  high  incidence  of  true  aneurysm  for- 
mation. In  contrast,  only  one  true  aneurysm  was 
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observed  following  the  use  of  an  early  model  PTFE 
graft  together  with  five  false  aneurysms.  The  sub- 
sequent absence  of  true  aneurysm  formation  with  the 
use  of  the  current  model  PTFE  graft  is  believed  to  be 
a singular  achievement  and  commends  the  use  of  this 
material  for  arteriovenous  access  in  chronic  renal 
failure  patients. 

The  cause  of  graft  failure  is  primarily  thrombosis. 
The  previously  related  46  percent  incidence  of  bovine 
heterograft  thrombosis2  is  identical  to  the  PTFE 
thrombosis  rate  reported  herein.  While  this  expe- 
rience suggests  no  material  advantages  of  one  graft 
over  the  other,  the  basic  difference  between  the  two 
grafts  is  evident  on  comparison  with  the  long-term 
patency  rate  following  thrombectomy.  The  96  per- 
cent long-term  patency  rate  achieved  following 
thrombectomy  of  28  thrombosed  PTFE  grafts  is 
clearly  superior  to  the  46  percent  long-term  patency 
rate  achieved  following  thrombectomy  of  32  throm- 
bosed bovine  heterografts.  The  reason  for  this  su- 
periority is  believed  to  be  due  to  the  lack  of  adherence 
of  the  clot  to  the  PTFE  graft  wall. 

The  cause  of  graft  thrombosis  is  related  to  re- 
peated needle  puncture  of  the  graft  wall,  the  appli- 
cation of  undue  external  pressure  to  control  graft 
bleeding  on  removal  of  dialysis  needles,  and  the  in- 
duction of  a low  flow  state  secondary  to  the  dehy- 
drating and  hypotensive  effect  of  hemodialysis.  The 
successive  placement  of  dialysis  needles  into  the  graft 
wall  in  close  proximity  one  to  another  is  believed  to 
enhance  the  frequency  of  graft  thrombosis.  Micro- 
photographs reveal  fragmentation  of  the  graft  wall 
following  the  repeated  insertion  of  closely  spaced 
dialysis  needles  (Fig.  1).  The  fragmented  graft  is 
temporarily  sealed  by  a fresh  thrombus.  The  sub- 
sequent organization  of  the  clot  by  the  reparative 
ingrowth  of  well-vascularized  connective  tissue  is 
seen  to  extend  into  the  graft  wall  defect  and  lumen 
creating  intimal  irregularities  which  induce  turbu- 
lence, impede  blood  flow,  and  contribute  to  graft 
thrombosis. 

The  75  percent  graft  patency  rate  attained  with  the 
PTFE  graft  is  contrasted  with  the  previously  re- 
ported 46  percent  bovine  heterograft  survival  rate.2 
This  improved  result  is  attributable  to  the  elimina- 
tion of  graft  thrombosis  and  true  aneurysm  formation 
as  significant  factors  affecting  graft  survival. 

While  this  report  is  primarily  concerned  with  the 
results  observed  following  the  implantation  of  PTFE 
grafts  as  compared  to  our  previous  experience  with 
bovine  heterografts,  it  is  of  interest  and  a source  of 
gratification  to  report  that  the  34  living  patients 
represent  a segment  of  our  renal  patients  who  have 
been  maintained  on  some  form  of  hemodialysis,8 
including  Scribner  shunts,9  Buselmeier  shunts,10 
Thomas  shunts,11  Brescia  fistulae,12  saphenous  vein 
grafts,13  Sparks  mandril  grafts,5’6  bovine  hetero- 
grafts,2 and  last  PTFE  grafts,7  for  a period  ranging 
from  6 months  to  1 1.5  years,  with  an  average  patient 
survival  time  of  47  months  and  a mean  survival  time 
of  44  months.  The  26  patients  succumbing  to  their 


_ 


FIGURE  1.  Microphotographs  of  PTFE  graft.  (A)  Revealing  repair  of  lacerated  graft  wall  by  ingrowth  of  well-vascularized 
fibrous  connective  tissue,  which  extends  into  the  lumen  as  pseudointima.  (B)  High-power  view  of  reparative  ingrowth  of 
well-vascularized  fibrous  connective  tissue  into  lacerated  graft  wall.  (Hematoxylin  and  Eosin  Stain) 


disease  survived  from  0 to  96  months  after  the  es- 
tablishment of  an  access  route  for  an  average  patient 
survival  time  of  31  months  and  a mean  survival  time 
of  18  months. 

Fifteen  years  of  experience  with  a variety  of  access 
modalities  suggest  the  superiority  of  the  PTFE  graft 
for  long-term  hemodialysis  in  patients  who  have 
sustained  a loss  of  conventional  Brescia  fistula  ar- 
teriovenous access. 

Summary 

A 36-month  survey  summarizing  the  usefulness  of 
69  PTFE  grafts  implanted  into  60  patients  requiring 
an  access  route  for  the  maintenance  of  chronic  he- 
modialysis is  reported. 

To  establish  and  to  maintain  the  69  grafts  as 
functional  hemodialysis  access  routes  in  60  patients, 
129  surgical  procedures  were  required;  33  patients 
had  functional  grafts  at  the  end  of  the  study  period, 
and  19  patients  had  functional  grafts  at  the  time  of 
death,  constituting  a total  of  53  functional  grafts  or 
75  percent  of  all  grafts  implanted.  No  primary  in- 
fection or  loss  of  life  or  limb  attributable  to  a surgical 
procedure  was  experienced. 

A 46  percent  incidence  of  PTFE  graft  thrombosis 
is  reported.  Revascularization  by  thrombectomy 
was  achieved  in  96  percent. 

One  true  aneurysm  was  observed  following  the 
implantation  of  an  early  model  PTFE  graft.  Six 
false  aneurysms  are  reported. 

The  thrombosis  rate,  revascularization  rate,  graft 
survival  rate,  and  the  incidence  of  true  aneurysm 
formation  observed  with  the  use  of  PTFE  grafts 
implanted  to  achieve  arteriovenous  access  is  com- 
pared to  a previously  reported  experience  utilizing 
bovine  heterografts.2  The  near-perfect  thrombec- 
tomy rate  following  graft  thrombosis  and  the  absence 
of  true  aneurysm  formation  clearly  establish  the 
superiority  of  the  commercially  available  PTFE  graft 
over  the  bovine  heterograft  as  the  preferred  pros- 
thesis in  the  conduct  of  long-term  hemodialysis  in 


patients  who  have  sustained  a loss  of  ateriovenous 
access. 

Department  of  Surgery 
The  Long  Island  College  Hospital 
340  Henry  Street 
Brooklyn,  New  York  11201 
(DR.  MAINZER) 

Acknowledgment-.  The  authors  thank  Roosevelt  Torno,  M.D., 
for  his  assistance  in  preparing  and  describing  the  microphoto- 
graphs. 

References 

1.  Mohaideen,  A.  H.,  Avram,  M.  M.,  and  Mainzer,  R.  A.: 
Polytetrafluoroethylene  grafts  for  ateriovenous  fistulae;  prelim- 
inary report,  New  York  State  J.  Med.  76:  2152  (1976). 

2.  Mohaideen,  A.  H.,  Mendivil,  J.,  Avram,  M.  M.,  and 
Mainzer,  R.  A.:  Arterio-venous  access  utilizing  modified  bovine 
arterial  grafts  for  hemodialysis,  Ann.  Surg.  186:  643  (1977). 

3.  Dardik,  H.,  Ibrahim,  I.  M.,  and  Dardik,  I.:  Arterio-venous 
Fistulas  constructed  with  modified  human  umbilical  cord  vein 
Graft,  Arch.  Surg.  11 1:  60  (1976). 

4.  Flores,  L.,  et  al.:  Dacron  arterio-venous  shunts  for  vas- 
cular access  in  hemodialysis,  Tr.  Am.  Soc.  Artif.  Int.  Organs  19: 
33(1973). 

5.  Be6mer,  R.  K.,  and  Hayes,  J.  F.:  Hemodialysis  using  a 
mandril-grown  graft,  ibid.  19:  43  (1973). 

6.  Sparks,  C.  H.:  Silicone  mandril  method  for  growing  re- 

inforced autogenous  femoro-popliteal  artery  grafts  in  situ,  Ann. 
Surg.  177:  293  (1973). 

7.  Baker,  L.  D.,  Jr.,  Johnson,  J.  M.,  and  Goldfarb,  D.:  Ex- 

panded polytetrafluoroethylene  (PTFE)  subcutaneous  arterio- 
venous conduit:  an  improved  vascular  access  for  chronic  he- 

modialysis, Tr.  Am.  Soc.  Artif.  Int.  Organs  22:  382  (1976). 

8.  Mohaideen,  A.  H.,  Mainzer,  R.  A.,  and  Avram,  M.  M.: 
Comparative  experience  with  access  modalities  in  hemodialysis, 
abstract,  Kidney  Internat.  8:  430  (1975). 

9.  Quinton  W.,  Dillard,  D.  H.,  and  Scribner,  B.  H.:  Can- 

nulation  of  blood  vessels  for  prolonged  hemodialysis,  Tr.  Am.  Soc. 
Artif.  Int.  Organs.  6: 104  (1960). 

10.  Buselmeier,  T.  J.,  et  al.:  The  clinical  application  of  a new 

prosthetic  arteriovenous  shunt.  Characteristics  and  advantages 
over  the  standard  A- V shunt  and  the  A- V fistula,  Nephron  1 2: 22 
(1973). 

11.  Thomas,  G.  I.:  Large  vessel  applique  arteriovenous  shunt 

for  hemodialysis.  A new  concept,  Am.  J.  Surg.  120:  244  (1970). 

12.  Brescia,  M.  J.,  Cimino  J.  E.,  Appel,  K.,  and  Hurwich,  B. 

J.:  Chronic  hemodialysis  using  venipuncture  and  a surgically 

created  arteriovenous  fistula,  New  England  J Med.  275:  1089 
(1966). 

13.  Perez-Alvarez,  J.  J.,  et  al.:  A new  type  subcutaneous 

arteriovenous  fistula  for  chronic  hemodialysis  in  children,  Surgery 
67:  355  (1970). 


February  1980/New  York  State  Journal  of  Medicine  195 


Although  over  80%  of  post- 
coronary patients  can  resume 
normal  marital  sexual  activity,  fear 
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patients  and  their  families. 

You  can  help  minimize  “cardiac 
separation”  with  a program  of 
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rityl  tetranitrate). 
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A 33-year-old  black  male,  hospitalized  with  a one-week 
history  of  myalgias,  arthralgias,  and  the  acute  onset  of 
abdominal  pain,  had  a prior  history  of  “essential  hyper- 
tension.” On  examination,  he  was  found  to  be  febrile  and 
had  a diffusely  tender  abdomen  with  guarding  and  rebound 
tenderness.  Laboratory  studies  revealed  a white-cell  count 
of  8,200,  with  a 61  percent  neutrophils  and  27  percent  band 
forms;  the  ESR  (erythrocyte  sedimentation  rate)  was  110 
mm.  per  hour.  Serum  bilirubin,  transaminase,  and  alka- 
line phosphatase  levels  were  normal.  HBsAg  (hepatitis 
B surface  antigen)  findings  were  positive  by  radioimmu- 
noassay. The  urine  sediment  contained  20  red  cells  per 
high-power  field.  Abdominal  paracentesis  revealed  950 
white  cells,  with  60  percent  neutrophils.  At  exploratory 


A common  presentation  to  the  surgeon  of  an  un- 
common disease  is  described.  At  exploratory  lapa- 
rotomy for  acute  abdominal  pain,  only  mesenteric 
vasculitis  was  found;  angiography  established  the 
diagnosis  of  PAN  (polyarteritis  nodosa).  The  pa- 
thology, radiology,  and  immunology  are  discussed. 


laparotomy,  only  “mesenteric  lymphadenitis”  was  found. 
Biopsy  sections  are  shown  in  Figure  1.  Several  days 
postoperatively,  angiography  was  performed  (Fig.  2).  The 
postoperative  course  was  complicated  by  continued  fever. 
On  a regimen  of  cyclophosphamide  (Cytoxan),  2 mg.  per 
kilogram  per  day  by  mouth  (100  mg.  per  day),  and  60  mg. 
prednisone  on  alternate  days,1  the  fever  subsided,  and  the 
ESR  fell  to  20  mm.  per  hour.  The  diagnosis  was  PAN 
(polyarteritis  nodosa). 

Comment.  This  patient’s  course  is  typical  of  PAN.  He 
had  a history  of  hypertension;  although  presenting  an  acute 
abdominal  condition,  no  explanation  was  found  at  lapa- 
rotomy. The  “mesenteric  lymphadenitis”  was  the  pal- 
pable nodularity  of  segmental  vascular  inflammation.  He 
showed  HbsAg  positive  findings.  The  distribution  of  an- 
eurysms included  hepatic,  bilateral  renal,  and  splanchnic 
(Fig.  2A),  with  the  hepatic  circulation  most  heavily  affected 
(Fig.  2B).  ' Although  the  angiographic  changes  were 
widespread,  they  were  clinically  silent  in  most  organs.  He 
has  done  well  clinically,  with  disappearance  of  fever, 
myalgias,  and  arthralgias,  on  cyclophosphamide  and 
prednisone,  although  hypertension  persists. 

Pathology 

Polyarteritis  nodosa  is  a necrotizing  vasculitis  of 
small-  and  medium-sized  muscular  arteries.  The 
lesion  involves  segments  of  vessels,  at  times  affecting 
only  part  of  the  circumference,  with  a predilection 
for  the  bifurcation  of  arteries.  The  small  aneurysms 
may  rupture.  During  the  active  phase  there  are 
acute  lesions  with  polymorphonuclear  leukocytic 
infiltration  of  the  vessel  wall  and  perivascular  area, 
and  chronic  lesions  with  mononuclear  cell  infiltration 


FIGURE  1.  (A)  Longitudinal  section  showing  sharply  segmental  involvement  by  arteritis  at  right  of  photograph  with  unaffected 

segment  at  left  (hematoxylin  and  eosin  stain).  (B)  Fibrinoid  necrosis  of  circumference  of  artery,  with  perivascular  inflammatory 
infiltrate,  and  virtually  complete  occlusion  by  fibrous  tissue  (hematoxylin  and  eosin  stain,  original  magnification  X100). 
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FIGURE  2.  (A)  Flush  aortogram  showing  multiple  aneu- 

rysms giving  beaded  appearance  to  hepatic,  biliateral  renal, 
and  splanchnic  circulation.  (B)  Hepatic  arteriogram  showing 
numerous  small  aneurysms. 


and  partial  healing.  Intimal  proliferation,  vessel- 
wall  degeneration  with  fibrinoid  necrosis,  thrombosis, 
ischemia,  and  infarction  are  seen  in  varying  degrees. 
Generally,  vascular  lesions  in  all  stages  of  develop- 
ment are  found.  These  observations  suggest  that  the 
disease  process  is  continuous,  with  repeated  insults. 
If  it  is  caused  by  immune  mechanisms,  there  must  be 
repeated  or  continuous  availability  of  antigen(s). 

Radiology 

Standard  criteria  for  the  diagnosis  of  PAN  do  not 
exist.  Although  first  described  as  a clinical  entity  by 
Kussmaul  and  Maier  in  1866, 2 it  was  not  until  1958 
that  Meaney,  et  al.3  demonstrated  multiple  intrare- 
nal  aneurysms  in  PAN  with  angiography  of  a ne- 
cropsy specimen;  it  was  only  in  1965  that  reports 
described  multiple  intraparenchymal  aneurysms 
during  life  and  angiography’s  potential  as  a diag- 
nostic tool.4-5 

The  clinical  manifestations  of  PAN  are  protean, 
and  the  diagnosis,  even  when  considered,  is  difficult 
to  confirm  because  of  the  patchy  nature  of  the  dis- 
ease. Tissue  biopsy,  taken  at  random,  often  fails  to 
confirm  the  suspected  diagnosis.  However,  angi- 
ography is  valuable  because  it  allows  a large  number 
of  vessels  in  a variety  of  organs  to  be  surveyed  rap- 
idly. 


Whereas  the  angiographic  demonstrat  ion  of  mul- 
tiple intraparenchymal  aneurysms  is  virtually  diag- 
nostic of  PAN,  there  are  several  other  conditions  that 
must  be  considered  in  the  differential  diagnosis. 
Much  has  been  written  recently  regarding  the  asso- 
ciation of  drug  abuse,  both  oral  and  percutaneous, 
with  microaneurysms.6-7  Necrotizing  angiitis  may 
be  a direct  drug  effect  (methamphetamine),8  or  re- 
lated to  HBsAg  immune  complex  deposition.9-10 
Other  conditions  in  which  aneurysms  have  been 
demonstrated  by  angiography  resembling  PAN  in- 
clude systemic  lupus  erythematosis,11  thrombotic 
thrombocytopenic  purpura,12  atrial  myxoma,13 
Wegener’s  granulomatosis,14  bacterial  endocardi- 
tis,15-16 and  mucocutaneous  lymph-node  syndrome 
of  children.17  The  aneurysms  described  in  nonvas- 
culitic  conditions  such  as  fibromuscular  dysplasia18 
or  neurofibromatosis19  differ  from  those  of  PAN  in 
that  they  are  generally  larger  and  fewer  in  number. 
Mycotic  aneurysms,  although  similar  in  size,  are 
fewer  in  number.15-16 

Immunology 

Immune  complexes  have  been  implicated  in  the 
pathogenesis  of  the  arthritis  preceding  acute  type  B 
hepatitis,20  HBsAg-positive  glomerulonephritis,21 
and  PAN.  In  the  cases  of  PAN,  immunoglobulin  M, 
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complement,  and  HB»Ag  have  been  demonstrated 
in  the  walls  of  the  blood  vessels.22  Also,  a fall  in 
HBsAg  titers  was  associated  with  an  increase  in  the 
severity  of  the  arthritis;  this  was  interpreted  as  rep- 
resenting the  formation  of  immune  complexes  con- 
sisting of  HBsAg  and  anti*HBs.23  Aggregates  of  viral 
particles  had  been  seen  by  electron  microscopy  in 
patients  with  PAN,  and  their  presence  was  felt  to 
correlate  with  disease  activity.23  The  association 
between  HBsAg  and  PAN  is  now  well  established 
and  has  been  demonstrated  in  40  to  55  percent  of 
cases  examined.23 
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While  in  medical  school,  during  a third-year  in- 
ternal medicine  clerkship,  the  author  encountered 
a patient  who  was  admitted  to  the  semiprivate  service 
for  work-up  of  an  extremely  low  hemoglobin  count. 
It  became  readily  apparent  that  this  patient  had 
colonic  cancer  which  already  had  metastasized  to 
lung,  liver,  and  possibly  brain.  It  was  decided, 
among  house  and  attending  physicians,  that  little 
could  be  done  for  the  patient  in  terms  of  extension 
of  life  expectancy,  and  that  she  would  be  sent  home 
as  soon  as  her  hemoglobin  was  stabilized  at  an  ac- 
ceptable level.  Her  family  was  informed  of  this  sit- 
uation, and  they  indicated  that  they  would  be  willing 
and  able  to  care  for  her  at  home.  They  requested, 
however,  that  she  not  be  told  about  her  diagnosis,  and 
that  some  kind  of  medication,  even  a placebo,  be 
given  to  her  so  that  the  illusion  of  her  improvement 
could  be  maintained.  Before  her  retirement,  several 
years  previously,  the  patient  had  been  a neurohis- 
tology technician  at  a major  hospital  in  New  York 
City.  She  certainly  must  have  suspected  the  true 
nature  of  her  illness,  for  as  time  went  on  she  became 
increasingly  withdrawn.  The  fact  that  she  was  a 
patient  in  an  acute  care  teaching  institution  created 
a particular  set  of  problems  for  this  patient  and  the 
medical  house  staff.  The  intern  assigned  to  the  pa- 
tient felt  increasingly  frustrated  about  her  inability 
to  improve  under  his  care  and  felt  that  if  no  treat- 
ment were  to  be  instituted,  or  if  sophisticated  tests 
were  not  performed,  she  should  be  transferred  to  a 
private,  nonteaching,  service.  Gradually,  the  entire 
medical  house  staff  withdrew  both  emotional  and 
physical  contact  from  this  patient,  and  she  was  left 


to  die  both  unwanted  and  alone. 

This  case  history  accurately  describes  the  problem 
that  exists  within  teaching  institutions  where  ter- 
minally ill  patients  are  concerned.  It  is  clear  that 
patients  who  will  soon  die  despite  aggressive  efforts 
on  their  behalf  do  not  permit  maximum  utilization 
of  expensive  and  sophisticated  equipment  that  is 
available.  Additionally,  house  staff  do  not  consider 
patients  with  final  stages  of  cancer  to  be  “interesting” 
and  do  not  encourage  their  presence  on  the  service.1 
A successful  alternative  plan  for  the  final  custodial 
care  of  a patient  who  will  soon  die  has  not  yet  been 
proposed.  A survey  of  the  literature  reveals  that  the 
problems  of  a terminally  ill  patient,  specifically 
within  a high-pressure  teaching  institution,  have 
neither  been  addressed  nor  dealt  with.  There  is  a 
clear  need  for  an  accurate  assessment  of  the  attitudes 
of  medical  staff  so  that  this  problem  can  be  identified 
and  solved. 

Konior  and  Levine  in  19752  observed  that  the 
manipulative,  controlling  posture  is  a common  one 
among  physicians.  It  is,  after  all,  the  student  with 
an  “A”  and  not  a “C”  in  organic  chemistry  who  has 
the  best  chance  of  medical  school  acceptance.  Par- 
adoxically, it  is  this  same  individual  who  may  be  least 
equipped  emotionally  to  deal  with  the  dying  patient 
and  the  frustration  attendant  on  the  physician’s  in- 
ability to  manipulate  the  situation.  According  to 
Barton  in  1972, 3 there  is  the  frequently  not  verbal- 
ized, but  subtly  perpetuated,  idea  within  the  medical 
profession  that  the  death  of  a patient  represents  a 
failure.  Physicians  are  more  easily  oriented  to  the 
technologic  aspects  of  a patient’s  illness  than  to  the 
emotional  reality  that  a patient  is  going  to  die. 
Particularly  in  a teaching  institution,  the  physician 
often  arranges  not  to  spend  too  much  time  with  ter- 
minally ill  patients  thus  avoiding  possible  discomfort. 
What  is  the  price  paid  by  the  patient  for  such 
avoidance?  Is  such  a response  to  terminal  illness 
behavior  which  can  be  countered  by  appropriate 
education  at  a meaningful  stage  of  the  physician’s 
development? 

According  to  a survey  by  Dickinson4  of  U.S.  med- 
ical schools  in  1975,  only  7 of  107  schools  responding 
have  full-time  courses  on  the  subject  of  relating  to 
dying  patients  and  their  families.  A survey  by 
Schoenberg  et  al.  in  1972  revealed  that  only  a few 
departments  of  medicine,  psychiatry,  and  surgery 
offer  formal  course  work  in  the  care  of  the  dying. 
Therefore,  for  most  students  the  exposure  to  death 
and  dying  patients  is  either  an  impersonal  one  in  the 
anatomy  or  pathology  laboratory,  or  “on-the-job” 
training  with  a patient  who  is  going  to  die. 

This  study,  while  recognizing  the  fact  that  most 
physicians  in  all  types  of  institutions  have  difficulty 
dealing  with  dying  patients,  attempts  to  clarify  the 
particular  problems  of  terminally  ill  patients  within 
teaching  institutions.  It  is  hoped  that  clear  identi- 
fication and  assessment  of  the  problems  encountered 
by  these  patients  will  promote  a solution  to  their 
unique  problems. 
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To  assess  physician  attitudes  toward  terminally  ill 
patients  in  a teaching  institution,  a questionnaire 
was  completed  by  50  members  of  the  house  staff  and 
faculty  in  the  department  of  medicine  at  a teaching 
hospital  in  New  York  City.  Of  physicians  surveyed, 
58  percent  stated  that  they  dealt  poorly  or  inade- 
quately with  patients  with  terminal  illnesses. 
Thirty-eight  percent  of  physicians  advocated  an 
aggressive  approach  for  colon  cancer  already  widely 
metastatic,  although  58  percent  of  those  who  advo- 
cated an  aggressive  approach,  with  chemotherapy, 
felt  that  the  patient’s  life  expectancy  would  not  be 
improved.  Of  respondents,  58  percent  felt  that  there 
was  not  enough  time  available  in  a major  teaching 
institution  for  a satisfactory  emotional  relationship 
with  terminally  ill  patients.  All  the  physicians,  100 
percent,  felt  that  terminally  ill  patients  interfered 
with  their  learning  experience  within  the  teaching 
hospital.  It  is  concluded  that  the  interests  of  neither 
physician  nor  patient  are  best  served  by  the  admis- 
sion of  patients  seeking  custodial  care,  who  will  soon 
die,  to  acute  care  services  within  a teaching  institu- 
tion. Further,  there  is  a positive  correlation  between 
ability  to  deal  successfully  with  terminally  ill  pa- 
tients and  training  in  this  area.  The  suggestion  is 
made  that  alternative  health  care  for  these  patients 
be  considered,  with  the  institution  of  training  pro- 
grams for  such  health  care  personnel. 


Methods 

A questionnaire  was  devised  which  was  designed 
to  assess  attitudes  and  opinions  of  physicians  toward 
terminally  ill  patients  within  teaching  hospitals.  It 
was  distributed  to  members  of  house  staff  and  faculty 
within  the  Department  of  Medicine.  This  specialty 
was  chosen  for  study  because  of  its  frequent  in- 
volvement with  terminally  ill  patients,  particularly 
cancer  patients,  often  in  custodial  capacity. 

The  institution  chosen  for  study  was  a major  uni- 
versity medical  center  within  New  York  City.  In 
1975,  this  institution  treated  31,000  inpatients.  A 
staff  of  468  house  officers  serves  the  hospital,  which 
employs  a total  staff  of  over  5,t)00.  The  outpatient 
department,  with  a roster  of  300  physicians,  consists 
of  over  100  clinics.5  The  Department  of  Medicine 
has  its  seat  on  floors  two  through  five  in  a reasonably 
modern  clinical  center  which  is  attached  to  the  rest 
of  the  medical  center  by  a series  of  tunnels.  The 
second  floor  is  “Semi-Private,”  with  admission  only 
by  direct  referral  from  a physician  affiliated  with  the 
hospital.  It  is  here  that  those  patients  who  are  not 
acutely  ill,  and  therefore  not  in  need  of  close  sur- 
veillance, are  sent.  Floors  three  and  four  are  the 
wards.  Those  patients  who  are  admitted  through  the 
emergency  room  and  who  do  not  have  their  own 
private  physician  are  assigned  to  the  wards  and  be- 
come the  responsibility  of  the  staff  physician.  Ad- 
ditionally, those  patients  who  are  particularly  ill, 
whether  or  not  they  are  being  followed  privately,  are 
admitted  to  the  wards  because  of  the  much  greater 
number  of  house  staff  on  the  ward  as  compared  with 
the  semi-private  area.  The  total  number  of  beds 
available  for  internal  medicine  is  approximately  250. 
It  is  impossible  to  predict  how  many  beds  at  any 
given  time  will  be  occupied  by  patients  who  are  ter- 
minally ill.  Variables  such  as  the  season  of  the  year, 
major  holidays,  and  so  forth,  can  affect  the  number 
of  beds  which  remain  unfilled  and  can  be  occupied 
by  patients  who  might  possibly  remain  on  the  service 
until  they  die. 

It  is  hospital  policy  to  fill  all  semi-private  beds 
whenever  possible.  It  is  the  responsibility  and  desire 
of  the  senior  resident  on  the  semi-private  service  to 
fill  each  bed  with  a patient  chosen,  for  whatever 
reason,  from  a list  of  patients  who  await  a bed  for  an 
elective  admission.  Patients  who  can  do  so  usually 
do  not  have  themselves  listed  before  a holiday  or  over 
a long  weekend.  It  is  at  these  times  that  the  list  be- 
comes filled  predominately  with  terminally  ill  cancer 
patients  who  use  the  situation  as  an  opportunity  to 
be  chosen  for  a semi-private  bed.  The  resident,  of 
necessity,  must  choose  these  patients  from  the  list 
with  which  to  fill  his  or  her  beds. 

The  questionnaire,  given  in  Appendix  A,  consisted 
of  32  multiple-choice  and  yes/no  questions  with  space 
provided  for  additional  response  to  particular 
questions.  Attitudes  and  opinions  were  determined 
based  on  the  response  to  groups  of  questions  rather 
than  one  question  being  used  to  test  for  one  opinion. 
Each  question  within  a group  was  given  a total  point 


value.  The  number  of  points  within  a group  that  a 
respondent  accrued  was  used  to  judge  his  or  her  at- 
titude or  opinion  within  a particular  subject  area, 
given  in  Appendix  B.  For  example,  given  a case 
history,  although  two  physicians  may  have  indicated 
that  each  would  handle  the  patient  in  an  individual 
manner,  that  is,  different  answers  to  different  ques- 
tions, if  the  total  points  accrued  were  within  the  same 
range  their  attitudes  were  said  to  be  the  same.  Ad- 
ditionally, certain  questions  were  assessed  individ- 
ually in  addition  to  being  considered  within  a larger 
subject  area. 

There  was  an  unnumbered  section  of  the  ques- 
tionnaire which  concerned  itself  with  certain  personal 
characteristics  and  training  information  of  the  re- 
spondents. All  questionnaires  were  examined 
anonymously. 

The  questionnaire  was  initially  administered  to 
physicians  attending  a regularly  scheduled  weekly 
conference  within  the  Department  of  Medicine.  The 
participants  had  not  been  told  that  they  would  be 
asked  to  complete  a questionnaire  on  that  particular 
day.  As  each  physician  entered  the  room  he  or  she 
was  handed  a copy  of  the  questionnaire,  asked  to  fill 
it  out,  and  to  return  it  anonymously  on  his  or  her  way 
out.  There  was  no  attempt  made  to  coerce  any  in- 
dividual into  completing  the  questionnaire.  Addi- 
tionally, one  particular  lunchtime  was  chosen  in 
which  the  questionnaire  was  given  to  those  members 
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TABLE  I.  Degree  of  candor  physicians  exhibit  when 
dealing  with  terminally  ill  patients  and  their  families 


Degree  of  Candor 

Num- 

ber 

Total 

Per- 

cent 

Candid  with  both  patient  and  family 

48 

50 

96 

More  candid  with  family  than  patient 

11 

48 

22 

Uses  word  “cancer”  in  explanation  of 

34 

48 

70 

diagnosis 


TABLE  II.  Training  correlated  with  skill  exhibited  in 
dealing  with  these  patients* 

Number  (Percent) ' 

Performance  Well  Trained  Poorly  Trained  Total 

Dealt  well  7 (4.62)  14  (16.38)  21 

Dealt  poorly  _4  (6.38)  25  (22.62)  29 

Totals  l 1 39 


* X2  = 2.69,  p < 0.10;  not  statistically  significant,  although  indicative  of 
a trend  toward  good  training  correlating  with  good  dealing  with  these  pa- 
tients. 


TABLE  III.  Attitudes  toward  aggressive  therapy* 


/ Number  (Percent) \ 

Would  Give 

Would  Not  Give 

Aggressive 

Aggressive 

Attitude 

Therapy 

Therapy 

Aggressive  therapy  is 

9 (4.4) 

2 (6.6) 

valuable 

Aggressive  therapy  is  not 

11  (15.6) 

28  (23.4) 

valuable 

*X2=  11.56;  p <0.001. 


TABLE  IV.  Physician  contact  correlated  with 
physician-patient  rapport* 


■ Number  (Percent) ■, 

Rapport 

More  Contact 

Enough  Contact 

Total 

Good 

22  (15.36) 

10(16.64) 

32 

Poor 

2 (8.64) 

16  (9.36) 

18 

Totals 

24 

26 

50 

* x2  = 18.04;  p < 0.001. 


of  the  Department  of  Medicine  who  were  identified 
within  the  hospital  cafeteria.  Again,  anonymity  was 
maintained. 

Results 

Fifty  questionnaires  were  completed  and  evalu- 
ated. 

Of  physicians  responding,  46,  or  92  percent,  were 
judged  to  be  candid  in  their  explanation  of  a patient’s 
disease  to  the  patient  and  his  family.  However,  22 
percent,  or  11  physicians  stated  that  they  would  be 
more  candid  with  the  family  than  with  the  patient 
himself;  70  percent,  or  35  of  the  physicians  stated 
that  the  word  “cancer”  would  be  used  at  some  point 
during  their  explanation  of  a patient’s  illness  to  both 
the  patient  and  his  family  (Table  I). 

Judged  by  criteria  which  have  been  previously 
described,  58  percent,  or  29  of  the  physicians  sur- 
veyed, were  classified  as  dealing  poorly  or  inade- 
quately with  their  patients  who  were  terminally  ill. 
Of  the  physicians  who  were  classified  as  dealing  well 
with  their  terminally  ill  patients,  33  percent,  or  7 
physicians,  felt  that  they  had  been  adequately 
trained  for  their  dealings  with  terminal  illness,  in 
college,  medical  school,  or  other.  Only  13  percent, 
or  4 of  those  who  dealt  poorly  with  terminally  ill  pa- 
tients felt  that  their  training  had  been  adequate. 
This  correlation  suggested  a trend,  although  it  is  not 
statistically  significant  (Table  II). 

Of  physicians  studied,  19,  or  38  percent,  were  in 
favor  of  an  aggressive  therapeutic  approach,  in- 
cluding a full  course  of  chemotherapy  and  extensive 
testing  to  determine  the  degree  of  disease  progres- 
sion, for  widely  metastatic  colon  cancer.  There  was 
a weak  inverse  correlation  between  physician  age  and 
aggressive  treatment,  although  this  was  not  statis- 
tically significant.  Surprisingly,  of  the  physicians 
who  would  treat  their  patients  with  chemotherapy, 
only  42  percent,  or  8 of  the  respondents,  were  of  the 


opinion  that  the  patient’s  outcome  would  in  any  way 
be  improved  (Table  III). 

Of  the  physicians  answering  this  questionnaire,  18, 
or  36  percent,  felt  that  they  were  unable  to  establish 
good  emotional  rapport  with  their  terminally  ill  pa- 
tients. Of  the  physicians  who  felt  that  their  rapport 
was  inadequate,  89  percent,  or  16  respondents,  did 
not  want  to  become  more  emotionally  involved  with 
their  patients.  Of  the  physicians  who  felt  that  they 
had  adequate  or  good  rapport  with  their  terminally 
ill  patients,  10,  or  31  percent,  did  not  want  to  become 
more  emotionally  involved  with  their  patients.  This 
is  a statistically  significant  correlation  (X2  = 18.04; 
p < 0.001)  (Table  IV).  Fifty-eight  percent,  or  29  of 
the  respondents,  felt  that  there  was  not  enough  time 
available  to  them  for  maintenance  of  satisfactory 
emotional  relationships  with  their  terminally  ill  pa- 
tients. 

One  hundred  percent,  that  is,  50  of  the  physicians 
questioned,  felt  that  their  terminally  ill  patients  in- 
terfered with  their  learning  experience  within  the 
hospital. 

Of  physicians  questioned,  36,  or  72  percent,  felt 
that  they  would  like  some  kind  of  help  in  dealing  with 
terminally  ill  patients;  64  percent,  or  32  of  the  phy- 
sicians questioned,  indicated  that  a psychiatric  liai- 
son would  be  useful  in  helping  them  to  deal  with 
terminally  ill  patients  and  their  families. 

The  ages  of  the  responding  population  ranged  from 
23  to  65  years  of  age,  with  most  between  25  and  30 
years  old.  Most  were  house  staff,  years  one  through 
three  postgraduate.  Additionally,  there  were  several 
educational  fellows  and  attending  physicians  re- 
sponding; 88  percent,  that  is,  44  of  the  respondents, 
were  male.  Of  those  physicians  responding,  46 
percent,  or  23,  had  been  hospitalized  at  some  time  in 
their  lives,  including  childhood,  although  only  4 
percent,  or  2 respondents,  stated  t hat  they  at  present 
had  what  they  would  consider  to  he  a serious  illness. 
Thirty-four  percent,  or  17  respondents,  stated  that 
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there  was  a specific  patient  or  incident  which  had 
affected  his  or  her  attitudes  on  the  subject  of  death 
and  dying;  84  percent,  or  17  physicians,  stated  that 
the  illness  and/or  death  of  a close  friend  or  relative 
had  affected  his  or  her  attitudes  on  this  subject.  Of 
pnysicians  polled,  90  percent,  or  45  of  the  respon- 
dents stated  that  they  had,  at  some  time  or  another, 
given  serious  thought  to  the  subject  of  death,  either 
his  or  her  own  or  that  of  someone  else. 

Although  an  attempt  was  made  to  correlate  various 
demographic  and  training  variables  with  stated  at- 
titudes and  opinions,  none  were  statistically  signifi- 
cant, with  the  exception  of  the  correlations  previously 
mentioned. 

Comment 

This  study  has  shown  that  the  great  majority  of 
physicians  are  candid  with  their  patients  in  their 
explanation  of  an  illness.  That  is,  they  make  an  ef- 
fort to  keep  the  patient  and  his  family  abreast  of 
events  during  treatment,  and  they  try  to  let  the  pa- 
tient know  what  is  wrong  with  him.  Sudnow6  points 
out  that  "dying  “ does  not,  in  the  American  system 
of  medicine,  stand  as  an  appropriate  answer  to 
questions  on  the  order  of  “what’s  wrong  with  me, 
doctor?”  The  question  does  not  always  elicit  a dis- 
ease category  as  an  answer,  but  does,  on  occasion, 
elicit  an  enumeration  of  some  set  of  symptoms.6 
Therefore,  although  the  majority  of  physicians  see 
themselves  as  acting  with  candor,  it  is  unclear 
whether  the  patient’s  need  to  know  is  really  being 
satisfied.  Although  70  percent  of  the  population 
tested  said  that  the  word  “cancer”  would  be  used  in 
the  explanation,  there  is  no  way  of  judging  whether 
the  explanation  would  be  given  at  a time  when  a pa- 
tient was  emotionally  prepared  to  absorb  and  un- 
derstand what  was  being  said  to  him. 

Will  treatment  of  a terminally  ill  patient  be  un- 
dertaken? Does  the  assignment  of  the  label  “ter- 
minally ill,”  in  itself,  imply  that  all  treatment  will  be 
in  vain?  We  can  define  a treatable  patient  as  one 
who  can  interact  with  others  in  his  environment.7 
Based  on  this  definition,  it  seems  that  almost  anyone 
who  is  breathing  is  considered  to  be  treatable.  The 
controversy  about  who  should  be  treated  arises  from 
the  various  definitions  of  the  word  “treatment.”  The 
treatment  for  a patient  with  colon  cancer  can  be  ag- 
gressive; with  a prolonged  course  of  chemotherapy, 
it  can  passively  prevent  colonic  blockage  through 
diet,  and  so  forth.  Mumford1  has  shown  that 
younger  physicians  are  more  likely  to  treat  terminal 
illness  aggressively.  However,  she  states  that  older 
physicians  are  more  likely  to  undertake  heroic  life- 
saving measures,  resuscitation,  for  example.  This 
may  not  reflect  variation  in  attitude  as  much  as  it 
reflects  a difference  in  skill  between  the  two  popu- 
lations. Crane8  has  shown  that  one  third  of  physi- 
cians would  be  likely  to  begin  resuscitation  on  pa- 
tients with  a terminal  disease,  although  resuscitation 
procedures  are  not  recommended  for  terminally  ill 


patients.  Only  14  percent  stated  that  they  would  be 
likely  to  begin  resuscitation  on  a patient  with  a 
painful  form  of  cancer.8 

This  study  has  shown  that  58  percent  of  physicians 
who  aggressively  treat  terminally  ill  patients,  believe 
that  their  efforts  will  not  in  any  way  prolong,  or  im- 
prove, the  quality  of  the  patient’s  life.  It  seems  that 
many  physicians  are  acting  either  through  frustra- 
tion, with  the  attitude  “what  else  can  we  do,  we  have 
to  do  something,”  or  through  force  of  habit.  It  would 
be  interesting  to  know  if  this  “force  of  habit”  action 
occurs  as  commonly  in  nonteaching  institutions  as 
it  does  in  teaching  hospitals.  Mumford1  has  shown 
that  residents  in  a hospital  closely  affiliated  with  a 
medical  school  were  less  sensitive  to  their  patients’ 
wishes  than  were  residents  in  a community  hospital. 
Crane8  states  that  larger  numbers  of  residents  at 
university  hospitals  were  more  active  in  the  case  of 
unsalvageable  patients  who  wanted  to  be  treated 
than  were  their  corresponding  peers  at  a community 
hospital.  It  has  not  been  shown  whether  or  not  there 
is  a treatment  difference  within  the  patient  popula- 
tion that  does  not  want  to  be  treated. 

Approximately  one  third  of  physicians  questioned 
indicated  that  they  were  unable  to  establish  good 
emotional  rapport  with  their  patients.  There  was  a 
statistically  significant  correlation  between  those  who 
felt  their  rapport  to  be  inadequate  compared  to  the 
degree  of  emotional  contact  the  physician  has  with 
his  patient.  Generally,  the  greater  the  degree  of 
emotional  involvement,  the  greater  the  rapport. 
However,  the  converse  could  also  be  true;  the  greater 
the  rapport,  the  greater  the  emotional  involvement. 
No  meaningful  conclusion  can  be  drawn  from  these 
data,  however,  because  it  is  unclear  whether  the 
physicians  who  dealt  well  with  their  patients  did  not 
want  to  become  more  emotionally  involved  because 
they  were  already  functioning  at  an  optimal  level  of 
involvement.  The  same  is  true  for  those  physicians 
who  were  not  able  to  establish  good  rapport  with 
patients. 

Over  one  half  of  the  physicians  questioned  stated 
that  there  was  not  enough  time  available  to  them  for 
maintenance  of  satisfactory  emotional  relationships 
with  their  terminally  ill  patients.  It  seems  reason- 
able that  this  would  be  the  case  in  a hospital  in  which 
priorities  are  given  over  to  sophisticated  diagnostic 
procedures  and  aggressive  medical  management. 
There  are  no  data  as  to  whether  this  is  true  in  com- 
munity hospitals  as  well. 

All  the  physicians  questioned  felt  that  terminally 
ill  patients  interfered  with  their  learning  experience. 
This  statement  should  probably  be  limited  to  those 
patients  who  are  past  the  stage  of  diagnostic  work-up 
and  who  have  been  admitted  solely  for  custodial  care. 
It  would  seem  logical  that  since  house  staff  are  there 
to  learn  medicine,  a patient  who  does  not  contribute 
to  teaching  and,  further,  blocks  the  admission  of  an 
“interesting”  case  by  occupying  a bed,  would  be  seen 
as  a nuisance  and  not  welcomed  on  the  service.  In- 
deed, 100  percent  of  the  physicians  surveyed  felt  this 
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to  be  true.  A corollary  of  that  statement  is  that  a 
patient  who  is  not  welcomed  will  not  be  given  medical 
care  equal  to  that  of  an  “interesting”  case. 

There  seems  to  he  a correlation  between  physicians 
who  are  classified  as  dealing  well  emotionally  with 
terminally  ill  patients  and  some  kind  of  training  in 
the  area  of  death  and  the  dying  patient.  Although 
there  is  what  appears  to  be  a meaningful  20  per- 
centage point  difference  between  populations,  this 
is  not  statistically  significant  (X2  = 2.69;  p < 0.10). 
It  seems  that  the  sample  size  is  at  fault  here,  being  too 
small  for  the  number  of  questions  asked  (N  = 50). 
One  would  hope  that,  on  further  study,  the  correla- 
tion would  become  significant  if  a larger  sample  size 
were  to  be  used.  It  seems  that  this  statement,  over 
all  others,  is  the  one  which  can  best  be  used  to  im- 
prove physician-patient  interaction  within  the  hos- 
pital setting.  It  suggests  a single  variable  which  can 
be  changed  to  make  physicians  better  able  to  deal 
comfortably  and  competently  with  terminally  ill 
patients.  It  is  strongly  suggested  that  the  better 
educated  a physician  is  in  this  area,  the  better  pre- 
pared and  more  effective  he  will  be  in  his  dealings 
with  terminal  illness.  The  positive  correlation  be- 
tween education  and  appropriate  management  of 
dying  patients  which  this  study  observed  agrees 
completely  with  the  previous  findings  of  Dickinson 
and  Pearson9  in  1976.  They  observed  a statistically 
significant  relationship  between  degree  of  formal 
coursework  the  physician  received  on  this  subject  in 
medical  school  and  the  physician’s  own  feelings  of 
comfort  in  dealing  with  a dying  patient.  Addition- 
ally, physicians  who  had  a course  on  death  and  dying 
were  less  likely  to  think  it  essential  that  a dying  pa- 
tient be  told  of  his  prognosis.  Further,  Dickinson 
and  Pearson9  found  that  the  chi-square  test  revealed 
a significant  relationship  between  the  degree  of  for- 
mal instruction  on  death  and  dying  and  the  response 
to  the  statement,  “telling  a person  he  is  going  to  die 
is  difficult  for  me.”  Therefore,  presence  of  formal 
education  correlates  with  a good  overall  ability  to 
deal  with  terminally  ill  patients. 

Conclusion 

The  observations  of  this  study,  as  well  as  the  work 
of  Dickinson  and  Pearson,9  suggest  that  a course  in 
medical  school  on  relating  to  patients  and  their 
families  could,  at  least,  improve  the  relationships 
among  dying  patients,  their  families,  and  physicians. 
At  best,  such  a course  could  allow  the  physician  the 
emotional  well-being  that  would  enable  him  or  her 
to  provide  the  patient  with  the  comfort  and  security 
that  is  needed  in  the  time  of  loneliness  and  fear  be- 
fore death. 

Additionally,  the  large  majority  of  physicians  in- 
dicated that  they  would  like  some  kind  of  “on-the- 
job”  help  in  their  dealings  wit  h terminally  ill  patients. 
It  seems  clear  that,  until  the  generation  of  “death- 
oriented”  physicians  staffs  the  hospitals,  a psychiatry 
liaison  or  some  other  qualified  professional  person 


should  be  made  available  to  hospital  personnel. 

The  most  striking  and  the  most  important  obser- 
vation for  the  terminally  ill  patient  within  a teaching 
institution  is  the  clear  fact  that  all  physicians  ques- 
tioned do  not  think  that  their  education  is  being 
served  by  the  presence  of  these  patients  on  their 
services.  This  observation  has  proved  that  there  is 
no  place  within  a teaching  institution  where  death 
can  be  accepted  as  a dignified  fact  of  life  rather  than 
a technologic  failure.  It  is  clear,  therefore,  that  al- 
ternative means  of  patient  care  must  be  explored. 
Nursing  problems  such  as  bed  sores  and  oral  care, 
which  are  considered  trivial  in  a teaching  institution, 
are  often  primary  sources  of  discomfort  for  termi- 
nally ill  patients.  As  long  as  patients  who  will  soon 
die  are  subjected  to  sophisticated  medical  technology 
without  consideration  for  their  comfort,  their  medical 
care  will  be  grossly  inadequate.  The  time  has  come 
for  physicians  to  come  out  from  behind  their 
stethoscopes  and  accept  death  as  a fact  of  life  which 
should  be  prepared  for  and  gracefully  met. 

166  East  90th  Street 
New  York,  N.Y.  10028 
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Appendix  A 

The  following  questionnaire  will  be  administered  to 
house  staff  and  other  members  of  the  Department  of 
Medicine.  Responses  of  a candid  nat  ure  are  necessary 
to  assure  successful  completion  of  this  survey  of  treat- 
ment-associated attitudes. 

A 65-year-old  female  conies  to  Mount  Sinai  Hospital 
with  a hemoglobin  of  4.0  and  a 60-pound  weight  loss 
over  the  past  year.  A barium  enema  reveals  an  “apple 
core”  lesion  in  the  area  of  the  hepatic  flexure.  Liver 
scan  and  pleural  tap  reveal  metastatic  cancer  to  liver 
and  lung. 

The  following  questions  refer  to  the  above  hypothet- 
ical case: 

1.  How  likely  are  you  to  tell  the  patient  that  your 
work  up  has  revealed  a malignant  condition? 

Very  likely 

Somewhat  likely,  depending  on  individual  cir- 
cumstances 

Not  at  all  likely 

2.  How  likely  are  you  to  tell  the  family  that  your 
work-up  revealed  a malignant  condition? 

Very  likely 

Somewhat  likely,  depending  on  individual  cir- 
cumstances 

Not  at  all  likely 

3.  Would  you  use  the  word  cancer  in  your  expla- 
nation?   Yes No 

4.  Would  you  use  the  word  “hopeless”  in  this  or 

other  circumstances?  Yes No 

5.  Would  you  be  likely  to  actively  seek  contact 

with  the  family  to  explain  your  diagnosis? 
Yes No 

6.  Would  you  be  likely  to  include  the  patient 

and/or  family  in  your  management  decisions? 
Yes No 

7.  If  a decision  were  made  to  administer  no  che- 
motherapy to  this  patient,  to  which  service  at  Mount 
Sinai  Hospital  would  you  most  like  to  see  this  patient 
assigned? 

Private 

Semi-private 

Wards 

Other 

8.  If  room  assignments  on  your  floor  were  made 
by  you,  where  would  you  be  most  likely  to  assign  this 
patient? 

Near  to  the  nursing  station 

At  the  end  of  the  corridor 

No  location  in  particular 

9.  Check  the  following  statements  which  express 
your  thoughts  about  the  aforementioned  patient: 


B.,  Carr,  A.,  and  Kutscher,  A.,  Eds.:  Psychosocial  Aspects  of 
Terminal  Care,  New  York,  Columbia  University  Press,  1972. 
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impressions  of  their  attitude  on  this  subject,  Israel  Ann.  Psychiat. 
13:  259(1975). 

Siegler,  M.:  Pascal’s  wager  and  the  hanging  of  crepe,  New 

England  3.  Med.  293:  853  (1975). 

Vickery,  K.  O.:  Euthanasia,  (a)  Medicated  survival — the  press, 
the  public,  the  professions  and  the  patient,  Roy.Soc.  Health  .1,  94: 
118  (1974). 


This  patient  is  taking  up  a bed  which  can  be  given 

to  someone  who  is  more  likely  to  benefit  from  the 
care  offered  at  Mount  Sinai. 

This  patient  is  valuable  because  he/she  blocks  the 

bed  and  protects  against  an  admission  which  would 
necessitate  more  work. 

This  patient  is  not  teaching  me  anything  new  and 

therefore  does  not  belong  on  a teaching  service  at 
Mount  Sinai  Hospital. 

10.  How  likely  would  you  be  to  institute  chemo- 
therapy for  this  patient? 

Very  likely 

Decision  would  be  made  with  the  patient  and/or 

family  on  an  individual  basis. 

Not  at  all  likely. 

11.  If  the  patient  became  depressed  and  uncom- 
municative over  the  next  week,  how  likely  would  you 
be  to  do  a brain  scan  to  determine  cerebral  involve- 
ment? 

Very  likely 

Somewhat  likely 

Not  at  all  likely 

12.  If  the  wishes  of  the  patient  and  the  family 
were  opposed,  whose  opinion  would  you  be  more  likely 
to  take  into  consideration? 

The  patient 

The  family 

13.  Do  you  think  that  a course  of  chemotherapy 

would  be  likely  to  significantly  prolong  life  in  this  pa- 
tient?   Yes No 

14.  Would  you  give  a placebo  as  a substitute  for 

chemotherapy  to  boost  the  morale  of  patient  and/or 
fa  mily?  Y es N o 

The  following  questions  do  not  refer  to  the  afore- 
mentioned patient. 

15.  How  likely  are  you  to  actively  convince  a pa- 
tient to  accept  chemotherapy? 

Very  likely 

Somewhat  likely 

Not  at  all  likely 

16.  Which  statement  most  closely  parallels  the 
feeling  that  you  have  when  a patient  refuses  chemo- 
therapy? 

That’s  good,  it  won’t  help  anyway 

That’s  good,  chemotherapy  prolongs  life  but  re- 
duces the  quality  of  the  remaining  days 

That’s  too  bad,  the  patient  is  losing  his  only 

chance 

That’s  too  bad,  there  would  have  been  side-ef- 
fects, but  lifespan  would  have  been  greatly  pro- 
longed 
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17.  Which  of  the  following  statements  most  close- 
ly parallels  your  own  thoughts: 

The  practice  of  picking  patients  off  the  semi- 
private list  is  an  equitable  one  because  it  allows 
medical  staff  a good  choice  of  teaching  cases. 

The  practice  of  picking  patients  off  the  semi- 
private list  is  unfair  to  cancer  patients  who  are 
rarely  chosen  but  who  deserve  the  close  supervision 
offered  on  the  semi-private  service 

18.  Do  you  consider  the  internal  medicine  pro- 

gram at  Mount  Sinai  Hospital  to  be  a high-pressure 
one?  _Yes No 

19.  If  yes,  do  you  think  that  your  interest  in  issues 

such  as  blocked  beds,  semi-private  lists,  and  dying  pa- 
tients would  be  different  if  you  were  at  a lower  pres- 
sure institution?  Yes No 

20.  If  yes,  explain 


21.  Do  you  feel  that  you  have  trouble  dealing  with 

a patient  who  will  soon  die?  Yes No 

22.  Do  you  feel  that  you  have  trouble  dealing  with 

the  family  of  a patient  who  will  soon  die? 
Yes No 


23.  Have  you  been  adequately  prepared  (in  medi- 

cal school  or  college ) for  your  contact  with  dying  pa- 
tients?   Yes No 

24.  If  no,  can  you  suggest  an  example  of  what  you 

would  consider  to  be  proper  preparation? 


25.  Do  you  think  that  you  empathize  with  pa- 
tients to  the  same  degree  as  nurses?  Yes No 

26.  How  would  you  characterize  your  emotional 
involvement  with  your  patients? 

More  than  that  of  nurses 

The  same  as  that  of  nurses 

Less  than  that  of  nurses 

27.  Do  you  have  enough  time  to  establish  satisfac- 
tory emotional  contact  with  your  patients?  Yes 

_No 

28.  Would  you  like  to  have  more  involvement  with 

your  patients  on  an  emotional  level?  Yes 

No 

29.  Do  you  feel  that  you  can  freely  express  your 

emotions  where  patients  are  concerned?  Yes 

No 

30.  Would  you  like  to  have  time  to  explore  the 

issues  surrounding  terminal  illness?  Yes 

No 

31.  Do  you  feel  that  a psychiatric  liaison  would  be 

valuable  in  helping  you  to  deal  with  these  issues? 
Yes No 

32.  Which  of  the  following  statements  do  you 
most  strongly  agree  with: 

All  patients,  including  those  with  metastatic 

disease,  are  entitled  to  prolongation  of  life  as  far  as 
possible  by  whatever  means  are  necessary 

Prolongation  of  life  should  be  decided  on  based 

on  individual  circumstances,  as  seen  by  the  physi- 


Appendix B 

The  following  subject  areas  were  examined. 

1.  Subject  area.  Degree  of  candor  displayed 
when  dealing  with  terminally  ill  patient  and/or 
family. 

(Questions  involved.  1,2, 3, 4, 5 


cian 

Prolongation  of  life  is  a decision  to  be  made  by 

both  the  family  and  the  physician  based  on  indi- 
vidual circumstances. 

A patient  with  metastatic  disease  should  be  al- 
lowed to  die 

The  following  demographics  will  be  correlated  with 
the  attitudes  and  opinions  that  have  been  previously 
described. 

Year  in  training:  PGY  1 PGY  2 

PGY  3 Fellow 

Attending Other 

Specialty  field  (specific) 

Type  of  hospital  in  which  majority  of  medical 
school  training  occurred: 

University  medical  center 

Large  urban  hospital 

Smaller  geographically  dispersed  hospitals 

Foreign  medical  school 

Other 

Would  you  describe  the  medical  school  at  which 

you  trained  as  a high-pressure  institution?  Yes 

. No 

Number  of  years  spent  in  medical  school  

Did  you  take  a leave  of  absence  during  medical 
school?  Yes No 

If  yes,  please  state  reason 

Sex:  M F 

Are  you  married?  Yes No 

Do  you  have  children Yes No 

Do  you  have  primary  responsibility  for  running 

your  household?  Yes No 

Have  you  ever  been  hospitalized?  Yes No 

Have  you  ever  had  what  you  consider  to  be  a serious 

illness?  Yes No 

VFas  there  a specific  patient  or  incident  which  af- 
fected your  attitudes  on  the  subject  of  death  and 
dying?  Yes No 

Has  the  illness  or  death  of  a close  friend  or  relative 

affected  your  attitudes  on  this  subject?  Yes 

No 

What  is  your  age?  

How  much  time,  on  the  average,  do  you  spend 

on  nonmedical  pursuits?  Above  average 

Average Less  than  average 

Have  you  ever  actually  considered  the  subject  of 

death  (other  than  a passing  thought)?  Yes 

No 

If  yes,  do  you  think  about  your  own  death? 

Yes  No  Do  you  think  about  the  death  of 

someone  else?  Yes No 

Have  you  taken  any  of  the  following  courses  in  col- 
lege or  medical  school?  Oncology  elective 

Psychology  of  Death  and  Dying  Special 

projects  dealing  with  terminally  ill  patient  care 

Other  courses  which  have  given  you  a particular 

orientation  toward  the  dying  patient. 


Final  score.  6 or  greater  equals  candid  about  diag- 
nosis. 

Point  values.  1 and  2:  A equals  2 points 
B equals  1 point 
C equals  0 points 
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3:  2 points  for  “yes” 

4:  3 points  for  “yes” 

5:  2 points  for  “yes” 

2.  Subject  area.  Correlation  of  ability  to  deal 
with  the  issues  surrounding  terminal  illness  and  prepa- 
ration in  medical  school. 

Questions  involved.  22,  24,  a 

Subject  area.  Ability  to  deal  with  the  issues  sur- 
rounding terminal  illness. 


Questions  involved. 

21,22,29 

Final  score.  4 or  greater  equals  good  ability 

Point  values.  21: 

0 points  for  “yes” 
2 points  for  “no” 

22: 

0 points  for  “yes” 
2 points  for  “no” 

23: 

1 point  for  “yes” 
0 points  for  “no” 

29: 

2 points  for  “yes” 
0 points  for  “no” 

23: 

“yes”  plus  a “yes”  equals  good 
preparation 

23: 

“yes”  plus  a “no”  equals  good 
preparation 

23: 

“no”  plus  a “yes”  or  “no” 

equals  poor  preparation 

3.  Subject  area.  Degree  of  physical  and  emo- 
tional contact  with  patients  who  are  terminally  ill. 
Questions  involved.  8,  25,  26,  28 
Subject  area.  Proportion  of  physicians  who  feel 
that  lack  of  time  contrains  their  emotional  involve- 
ment with  their  terminally  ill  patients. 


Questions  involved.  18,  19,  20,  27 

Final  score.  5 or  greater  equals  adequate  emotional 

and/or  physical  contact. 

Point  values.  8: 

A equals  3 points 
B equals  0 points 
C equals  2 points 

25: 

2 points  for  “yes” 
0 points  for  “no” 

26: 

A equals  2 points 
B equals  1 point 
C equals  0 points 

28: 

2 points  for  “yes” 
0 points  for  “no” 

Responses  which  indicate  that  time  is  a limiting  fac- 
tor in  emotional  contact  with  terminally  ill  patients 
are:  18  “yes;”  19  “yes;”  and  27  “no.” 

Response  which  indicates  that  time  is  not  a limiting 


factor  is:  27  “yes.” 

4.  Subject  area:  Whether  the  physician  would  be 
medically  aggressive  in  his/her  approach  to  terminally 
ill  patients. 

Questions  involved.  10,  11,  15,  32 

Subject  area.  Whether  physicians  think  that  ag- 
gressive therapy  is  useful  when  it  is  instituted. 

Final  score.  8 or  greater  equals  an  aggressive  ap- 
proach to  therapy;  part  two:  4 or  greater  means  an  ag- 
gressive approach  is  helpful. 

Point  values.  10  and  11:  A equals  3 points 

B equals  2 points 
C equals  0 points 
15:  A equals  5 points 

B equals  2 points 
C equals  0 points 
32:  A equals  3 points 

B equals  1 point 
C equals  0 points 
D equals  0 points 
16:  A equals  0 points 

B equals  2 points 
C equals  2 points 
I)  equals  2 points 
13:  2 points  for  “yes” 

0 points  for  “no” 

5.  Subject  area.  Whether  or  not  the  presence  of 
terminally  ill  patients  on  a particular  service  interferes 
with  the  teaching  and  learning  of  house  staff 

Questions  involved.  7,  9,  17 

Final  score.  2 or  greater  equals  interference  with 
the  learning  experience 

Point  values.  7:  2 points  for  “private” 

0 points  for  any  other 
response 

9:  2 points  for  choice  A 

1 point  for  choice  C 

0 points  for  any  other 
response 

17:  2 points  for  “yes” 

0 points  for  “no” 

6.  Subject  area:  Whether  physicians  would  like 
more  time  and/or  some  type  of  help  to  explore  the 
issues  of  terminal  illness. 

Questions  involved:  30,  31 

Final  score  and  point  values.  None.  Simple  per- 
centages were  used. 
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Crisis  Intervention 
in  Private  Medical 
Practice 

LOUIS  LINN,  M.D. 

New  York  City 

Clinical  Professor  of  Psychiatry,  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York;  Attending  Psychiatrist,  Mount 
Sinai  Hospital 

A crisis  in  psychiatric  terms  may  he  described  as 
a sudden  and  major  life  change  which  disrupts  one’s 
customary  repertoire  of  coping.  Biologic,  psy- 
chologic, and  social  wounds  may  contribute  to  the 
breakdown,  and  all  three,  that  is,  bio-psycho-social, 
elements  usually  participate  in  the  overt  clinical 
manifestations. 

The  classic  literature  on  the  subject  deals  usually 
with  cataclysmic  upheaval,  for  example,  in  the  care 
of  soldiers  in  combat,  people  caught  in  community 
disasters  such  as  the  famous  Coconut  Grove  fire,  and 
the  like.  Another  aspect  of  the  literature  emphasizes 
the  struggles  of  the  socioeconomically  deprived  seg- 
ments of  our  population  with  broken  homes,  mul- 
tiproblem families,  and  limited  resources  with  which 
to  cope.  By  contrast,  in  this  communication  I would 
like  to  focus  on  “the  crises  of  everyday  life,”  the  way 
they  affect  all  segments  of  the  population,  how  they 
present  themselves  in  our  professional  offices,  and 
what  we  can  do  to  resolve  them. 

What  are  some  of  the  typical  crises?  Family  and 
marital  upheavals  lead  the  way  by  far.  A decision  to 
terminate  a marriage  may  be  the  crucial  fact.  Seri- 
ous losses  involving  loved  ones,  livelihood,  or  personal 
health  are  frequent.  In  younger  age  groups,  school 
crises  and  social-sexual  issues  predominate. 

How  do  these  crises  present  themselves  clinically? 
They  may  occur  as  panic  states  which  may  be  masked 
as  heart  attacks,  in  hyperventilation  syndromes,  and 
so  forth;  in  acute  depressive  reactions  with  suicidal 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Family  and 
General  Practice,  Joint  Meeting  with  Section  on  Psychiatry, 
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ideation  or  activity,  with  insomnia,  anorexia,  and 
uncontrollable  weeping;  in  rage  reactions  associated 
with  a tantrum-like  loss  of  self-control  in  which  sui- 
cidal and  homicidal  outbursts  may  occur;  and  in 
schizophrenic-like  episodes.  These  highly  dramatic 
presenting  symptoms  notwithstanding,  skillful  crises 
intervention  often  results  in  a swift  resolution  of  the 
problem. 

Crisis  intervention  refers  to  short-term  psycho- 
therapy whose  object  is  to  relieve  acute  suffering  and 
to  direct  the  patient  toward  a solution. 

Techniques  of  crisis  intervention 

What  are  the  techniques  of  crisis  intervention? 
Many  years  ago  Lawrence  Frank  observed  that  the 
common  denominator  of  all  psychotherapeutic 
techniques  is  that  they  raise  the  level  of  hope  of  a 
previously  despairing  patient.  Nothing  will  raise  the 
patient’s  hope  more  than  an  immediate  offer  of  help. 
This  brings  us  to  principle  number  one. 

1.  Provide  immediate  aid.  If  you  cannot  see 
the  patient  yourself  on  that  same  day,  offer  him  a 
suitable  immediately  available  alternative.  If  he 
prefers  to  wait  for  you,  make  room  for  him  within  the 
next  24  hours.  If  there  is  danger  of  suicide,  warn  the 
family  of  this,  urge  on  them  an  attitude  of  constant 
vigilance,  and  in  case  of  doubt  refer  the  patient  to  the 
nearest  hospital  with  an  inpatient  psychiatric  service 
for  emergency  admission,  advising  the  physician  of 
your  misgivings. 

The  essential  characteristic  of  a crisis  is  the  highly 
motivated  state  of  the  patient.  No  one  has  to  per- 
suade him  to  accept  help.  Typically  he  pleads  for  it. 
The  fact  that  he  feels  unable  to  cope  recreates,  in 
effect,  the  helpless  feeling  of  a child.  In  psychoan- 
alytic terms  this  is  called  regression.  The  patient’s 
tendency  to  view  the  helper  as  a parent  figure  and  in 
the  process  to  overestimate  his  ability  and  to  endow 
him  with  magical  powers  to  heal  is  called  transfer- 
ence. In  the  transference  state  the  patient  is  gullible. 
He  is  uncritically  accepting  of  the  powers  and  cre- 
dentials of  the  helper.  All  this  creates  a climate  for 
maximally  effective  physician-patient  interaction  in 
a crisis. 

2.  Consider  the  patient’s  history.  Most  writ- 
ings on  crisis  intervention  emphasize  “focus  on  the 
present.”  In  part  this  is  true.  Certainly  you  want 
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to  ascertain  why  the  patient  seeks  your  help  now. 
Crisis  intervention  begins  with  a maximally  clear 
delineation  of  the  life  events  which  precipitated  the 
crisis.  However,  this  is  also  in  part  a fallacy.  Crisis 
intervention  continues  with  an  equally  precise  con- 
cern for  the  patient’s  past  history.  The  reason  for 
this  is  both  simple  and  complex.  What  makes  the 
life  crisis  unendurable  ultimately  is  the  phenomenon 
of  regression,  that  is,  the  fact  that  it  elicits  feeling 
states  in  an  adult  which  recall  feelings  of  utter  help- 
lessness which  characterized  him  as  a small  child.  It 
is  this  primitive,  usually  unformulated,  and  unver- 
balized feeling  state  which  rises  into  consciousness 
and  generates  panic.  A careful  life  history  will  elicit 
experiences  associated  with  similar  helpless  feelings 
in  the  past.  The  recollection  of  these  past  traumatic 
moments  accomplishes  two  things.  First,  it  gives  the 
physician  an  opportunity  to  remind  the  patient  that 
he  is  not  as  helpless  as  he  was  as  a child,  that  in  reality 
he  has  a greater  coping  repertoire  today  than  he  had 
as  a child.  Second,  it  gives  the  physician  the  op- 
portunity to  remind  the  patient  that  just  as  he  suc- 
cessfully survived  his  earlier  life  crisis,  so  will  he 
survive  this  one  too.  This  reassuring  fact  underlies 
the  phenomenon  of  deja  vu  and  the  familiar  night- 
marish “examination  dream.”  In  each  instance  the 
subject  is  confronting  a crisis  with  the  grim  reminder, 
“we  have  been  here  before!”  Only  recently  I heard 
a man  say  those  very  words  to  his  tennis  partner  at 
a critical  moment  in  a doubles  tennis  match.  Giving 
the  patient  this  historic  perspective  about  his  present 
plight  gives  him  a long  psychologic  lever  with  which 
to  move  the  “rock”  which  is  pinning  him  down. 

Often  the  patient’s  history  provides  an  under- 
standable basis  for  his  pessimism  and  despair,  largely 
because  of  parental  failings  in  his  past.  It  is  impor- 
tant for  the  physician  to  remind  the  frantic  patient 
not  to  confuse  him  with  his  own  disappointing  par- 
ents. In  the  psychoanalytic  lexicon  this  reminding 
process  is  called  interpretation.  A strong  and  wise 
intervention  by  the  physician  at  this  time  may  pro- 
vide what  has  been  called  a corrective  emotional  ex- 
perience which  in  a few  interventions  may  actually 
alter  a life-long  negativistic  mental  state.  Such  swift 
“cures”  are  commonly  disparaged  by  psychoanalysts 
as  “a  flight  into  health”  presumably  with  little  lasting 
significance.  On  many  occasions,  however,  this  point 
of  view  is  not  justified.  The  brief  experience  of 
symptom  relief  coupled  with  insight  may  have  the 
effect  of  a quasi-religious  or  mystical  experience  with 
long-term  symptom  relief  and  even  with  far-reaching 
life  changes  which  have  been  called  the  ripple  ef- 
fect. 

3.  Crises  are  family  matters.  Not  only  are 
crises  usually  caused  by  pathologic  family  interac- 
tions, hut  crisis  intervention  usually  requires  a 
family-centered  approach.  A marital  partner  may 
rob  a spouse  of  self-esteem  in  relation  to  sexual  dys- 
function, job  loss,  and  so  forth;  a parent  may  exploit 
a child  in  the  service  of  a personal  neurotic  problem, 
for  example,  cases  of  school  phobia  which  occur  be- 


cause a phobic  mother  is  using  her  child  as  a phobic 
companion;  adolescent  sexual  needs  and  fears  may 
be  misunderstood  and  inappropriately  handled,  for 
example,  inappropriate  family  restrictions  may  in- 
tensify incestuously  directed  sexual  drives;  a psy- 
chotic aged  parent  may  require  domiciliary  care 
which  the  family  cannot  accept  because  of  guilt. 

When  the  physician  addresses  himself  to  the 
family  unit  as  the  patient,  then  the  presenting  or 
“elected”  patient  is  relieved  of  a sense  of  guilt  for  the 
total  family  problem.  In  addition,  other  family 
members  may  be  motivated  to  be  supportive  in  new 
and  unprecedented  ways  which  can  be  crucially 
therapeutic  to  the  individual  patient.  Positive  and 
lasting  family  changes  following  crisis  intervention 
has  been  called  role  renegotiation. 

4.  Use  medications  carefully.  At  times  a crisis 
is  a grief  reaction  whose  intensity  and  severity  is 
appropriate  to  the  circumstances  of  a specific  loss. 
In  such  instances  it  is  important  to  accept  the  pro- 
priety of  the  grief  and  to  give  the  patient  sufficient 
chance  to  mourn.  An  overzealous  need  to  relieve 
suffering  with  pills  may  actually  interfere  with  a 
process  that  calls  for  fully  conscious,  thoughtful 
working  through.  On  the  other  hand,  sleeplessness 
may  recreate  an  exhausting  vicious  circle,  and  in 
these  instances  a hypnotic  may  be  indicated.  I prefer 
a bedtime  dose  of  a tricyclic-like  amitriptyline,  in 
doses  of  10  to  50  mg.  at  bedtime  combined  with  a 
benzodiazepine-like  diazepam,  2 to  10  mg.  at  bed- 
time. In  appropriate  doses  this  combination  usually 
provides  a good  night’s  rest.  In  my  experience  pa- 
tients rarely  become  dependent  on  this  drug  mixture. 
For  certain  acute  panic  reactions,  schizophrenic 
psychotic  reactions,  and  the  more  severe  depressive 
reactions  an  immediate  psychiatric  referral  may  be 
the  procedure  of  choice. 

5.  Plan  management  for  future.  One  of  the 

goals  of  crisis  intervention  is  to  limit  the  treatment 
to  crisis  resolution  which  is  to  be  accomplished  in  the 
shortest  possible  time.  This  should  be  clearly  de- 
fined to  the  patient  and  the  family  from  the  start.  It 
commonly  occurs  that  a deep  dependency  on  the 
physician  swiftly  develops.  This  can  be  regulated 
with  understanding  and  professional  skill.  The 
physician  must  encourage  the  patient  to  early  self- 
sufficient  behavior.  In  the  words  of  Kahlil  Gibran, 
“let  there  be  spaces  in  your  togetherness.”  This  is 
true  of  any  loving  relationship.  It  is  also  true  of  the 
relationship  between  the  physician  and  the  patient 
during  crisis  intervention.  Be  supportive  with  a 
loose  hand.  I use  the  analogy  of  a parent  teaching  a 
child  to  ride  a bicycle.  Often  a single  finger  on  the 
bicycle  seat  may  make  the  difference  between  suc- 
cessful performance  and  a panic-stricken  child  who 
tumbles  over. 

I encourage  patients  to  use  the  telephone.  Pa- 
tients rarely  abuse  this  privilege.  I have  a telephone 
answering  machine  and  have  repeatedly  experienced 
the  phenomenon  in  which  patients  are  relieved 
simply  by  hearing  my  voice  on  the  recording  and  by 
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leaving  a message  lor  me.  For  patients  with  ob- 
sessional fears  and  doubts,  who  panic  and  need 
seemingly  endless  reassurance,  I have  found  that 
recording  my  reassuring  message  in  my  office  in  the 
presence  of  the  patient  and  giving  the  patient  the 
cassette  for  use  at  home  with  his  own  tape  recorder 
has  ended  the  pattern  of  recurring  panic. 

Freud*  used  to  say  that  an  analysis  at  a given  time 
of  life  could  proceed  so  far  and  no  further.  F'or  this 
reason,  he  felt  that  the  analysis  should  he  repeated 
every  five  years.  With  the  current  fashion  of  analysis 
lasting  five  or  more  years,  this  could  mean,  according 
to  Freud’s  formula,  a lifetime  career  of  uninterrupted 
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The  subject  of  women’s  liberation  and  the  physi- 
cian-patient relationship  is  of  concern  to  me  both 
professionally  as  a physician  and  personally  as  a 
woman.  I can  speak  for  both  sides  of  the  issue  from 
personal  experience.  I feel  concerned  when  physi- 
cians are  attacked,  and  I also  feel  distressed  when 
women  tell  me  how  they  have  been  patronized  by 
their  physicians.  It  is  obvious  to  me  that  many 
well-intentioned  men.  and  even  some  women  phy- 
sicians, are  totally  unaware  of  the  new  sensitivities 
of  their  women  patients,  and  it  is  also  apparent  to  me 
that  many  women  are  now  so  hypersensitive  that 
they  are  expressing  pent-up  rage  toward  all  men, 
often  using  the  well-meaning  physician  as  the  “fall 
guy.”  Therefore,  as  a participant  on  both  sides  I feel 
that  I am  in  a unique  position  to  bring  some  clarity 
of  understanding  to  my  medical  colleagues  and  to  the 
many  women  who  are  now  reevaluating  their  rela- 
tionship with  their  physicians. 

In  recent  years  we  have  witnessed  an  unprece- 
dented outburst  of  dissatisfaction  and  criticism  di- 
rected at  the  medical  profession.  Physicians  are 
accused  of  greed,  insensitivity,  arrogance,  and  in- 
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analysis.  A more  practical  plan  would  be  to  resume 
treatment  from  crisis  to  crisis  with  the  expectation 
that  a series  of  relatively  brief  crisis  interventions  will 
lead  to  “ripple  effects”  and  maintain  a continuing 
emotional  maturational  process. 

Long-term  treatment  begins  when  the  crisis  ends. 
A certain  number  of  patients  will  require  ongoing 
psychotherapetuic  care,  for  one  reason  or  another, 
after  crisis  intervention.  In  these  instances  appro- 
priate referral  for  further  treatment  is  required. 
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competence;  they  are  harassed  by  government  reg- 
ulations and  restrictions  and  faced  with  a growing 
number  of  malpractice  litigations.  The  public  seems 
to  have  gone  from  one  extreme  to  the  other,  from  a 
position  of  awe  and  automatic  respect  for  all  physi- 
cians to  the  other  extreme  of  distrust  and  disillu- 
sionment. The  women’s  movement  is  only  one  as- 
pect of  this  change  in  attitude  toward  the  medical 
profession,  but  it  has  special  characteristics.  Per- 
haps in  looking  at  them  more  clearly  we  can  also 
understand  the  larger  picture. 

Physician-patient 
relationship  dynamics 

The  physician-patient  relationship  has  important 
interpersonal  dynamics  worthy  of  our  close  exami- 
nation. There  are  many  emotional  undercurrents 
involved  regardless  of  w'ho  is  male  or  female.  When 
a pat  ient  consults  a physician  a special  relationship 
is  immediately  established.  An  individual  who  is  in 
trouble  of  some  sort,  and  thus  feels  vulnerable  and 
in  need  of  help,  must  ask  for  help  from  another  in- 
dividual who  is  presumably  healthy  and  in  possession 
of  the  expert  skill  and  knowledge  necessary  to  relieve 
suffering  and  anxiety.  This  temporarily  places  the 
physician  in  the  role  of  being  strong  and  having 
power,  and  the  patient  in  the  role  of  being  weak  and 
relatively  helpless.  A relationship  of  dependency 
therefore  is  necessarily  created  between  patient  and 
physician.  It  is  there  whether  we  are  aware  of  it  or 
not.  Any  problems  or  complications  which  may 
develop  in  the  relationship  are  largely  due  to  the 
manner  in  which  these  two  individuals  respond  to 
their  respective  roles  and  their  attitudes  toward  de- 
pendency. 

People  vary  a great  deal  when  involved  in  a de- 
pendent relationship.  Some  seem  to  welcome  it  and 
seem  comfortable  asking  for  help,  and  others  fear  and 
resent  it  and  consider  any  expression  of  dependency 
demeaning.  These  attitudes  and  behavior  are 
strongly  influenced  by  the  culture.  In  our  culture, 
boys  are  trained  from  early  childhood  to  repress  their 
dependency  needs  as  early  as  possible  if  they  want 
to  grow  up  to  be  a “real  man.”  Therefore,  most 
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males  in  our  culture  are  uncomfortable  being  de- 
pendent and  avoid  it  except  with  a few  close  inti- 
mates such  as  wife  and  mother.  Once  boys  grow  past 
their  childhood  they  express  their  dependent  needs 
only  with  great  difficulty.  This  is  the  main  reason 
that,  men  delay  seeking  medical  help  until  absolutely 
necessary  and  often  allow  themselves  to  be  quite  ill 
before  they  go  to  a physician. 

Women,  on  the  other  hand,  have  always  been  en- 
couraged to  remain  dependent,  and  they  feel  much 
freer  in  expressing  their  needs  to  be  taken  care  of  or 
in  expressing  their  feelings  of  helplessness.  They 
usually  have  less  resistance  than  men  to  consulting 
a physician  when  feeling  ill.  As  you  can  see,  the 
cultural  stereotype  of  strong  male  and  helpless  fe- 
male fits  easily  into  the  roles  of  physician  and  patient 
when  the  physician  is  a man  and  the  patient  is  a 
woman.  The  male  physician  is  comfortable  with  his 
posit  ion  of  strengt  h,  and  the  pat  ient  accepts  her  de- 
pendency on  him.  In  fact,  women  have  usually 
looked  up  to  their  physician  and  accepted  his  supe- 
riority, not  only  as  an  expert  hut  as  a male. 

Reasons  for  women's  discontent 

What  has  happened  to  disturb  this  seemingly 
peaceful  and  harmonious  relationship?  Why  are 
many  women  angry  at  their  physicians,  accusing 
them  of  sexism,  sometimes  refusing  to  go  to  a male 
physician?  Why  do  we  see  some  groups  of  women 
consulting  midwives  rather  than  obstetricians,  using 
self-help  medical  manuals,  and  in  some  cases  even 
trying  to  learn  the  use  of  a vaginal  speculum  to  avoid 
going  to  a male  gynecologist?  On  the  other  side  of 
the  picture,  many  physicians  feel  disgruntled  and 
unappreciated  by  their  patients.  They  cannot  un- 
derstand why  they  are  looked  on  as  an  adversary  after 
going  through  years  and  years  of  intensive  training 
and  making  many  sacrifices  aimed  at  taking  care  of 
their  patients  to  the  best  of  their  ability.  A gyne- 
cologist recently  addressed  a women’s  group  at  the 
American  Psychiatric  Association  and  tried  to  ex- 
plain the  nature  of  the  training  involved  and  the 
reasoning  behind  the  gynecologists’  decisions  con- 
cerning hysterectomy  and  mastectomy,  all  intended 
to  save  women  from  death  by  cancer  or  disease.  But 
many  women  are  in  turmoil  and  are  not  listening, 
some  are  resentful  of  all  men,  and  some  have  justi- 
fiable complaints  which  need  to  be  aired.  What  do 
women  want?  What  is  behind  the  present  turmoil, 
and  what  can  we  as  physicians  and  as  men  and 
women  do  about  it? 

The  women’s  movement  has  brought  heightened 
consciousness  to  women  in  varying  degrees 
throughout  the  world.  Until  recently  most  women 
accepted  the  belief  that  they  were  weaker,  less  ca- 
pable, and  less  important  than  men.  They  accepted 
the  culturally  enforced  role  of  submissiveness  and 
dependency  assigned  to  them.  As  a consequence, 
they  also  invariably  developed  low  self-esteem  with 
all  the  destruct  ive  side-effects  of  feeling  inferior.  In 


psychiatry,  for  example,  depression  occurs  twice  as 
frequently  in  women  as  it  does  in  men.  Now  with  the 
new  understanding  gained  from  the  women’s  move- 
ment, women  are  trying  to  throw  off  this  sense  of 
inferiority  and  dependency  on  men.  They  are  trying 
to  redefine  their  sense  of  self  and  renegotiate  their 
relationships  with  men.  This  is  not  an  easy  task  and 
does  not  happen  quickly.  However,  they  are  trying 
to  become  assertive  where  formerly  they  were  self- 
effacing,  timid,  and  fearful  of  authority. 

Men,  on  the  other  hand,  have  had  few  problems 
associated  with  the  position  of  leadership  and  au- 
thority which  the  culture  has  traditionally  assigned 
to  them.  They  took  it  for  granted  and  accepted  their 
role  easily.  As  physicians,  they  often  have  added 
pride  in  their  capacity  to  care  for  the  people  en- 
trusted to  them.  However,  many  are  not  aware  that 
they  have  also  accepted  many  of  the  myths  con- 
cerning the  inferiority  of  women  and  unwittingly 
carry  them  out  in  their  practice.  The  complaints  and 
protests  of  women  which  I have  experienced  per- 
sonally, heard  from  other  women,  or  read  in  the  lit- 
erature of  the  women’s  movement  fall  into  three 
main  groups'. 

1.  Many  women  feel  that  they  are  patronized  by 
physicians  and  treated  as  little  girls.  This  is  especially 
true  when  they  attempt  to  become  more  informed  as  to 
their  medical  condition. 

2.  Many  women  feel  that  they  are  treated  as  sex 
objects  by  physicians. 

3.  Many  women,  especially  those  in  women’s 
groups,  point  out  that  medical  knowledge  itself  as 
taught  in  medical  textbooks  and  practiced  by  some 
physicians  often  reflect  the  culture’s  derogatory  atti- 
tudes toward  women. 

Patronage 

Women  feel  patronized  when  they  are  called  by 
their  first  name,  patted  on  the  head,  or  called  by 
names  such  as  dear  or  honey,  implying  intimacy. 
Women  also  feel  diminished  when  physicians  do  not 
allow  them  to  be  informed  participants.  One  of  my 
patients,  a slender,  youthful-appearing  woman  went 
to  her  internist  for  a physical  examination.  He  had 
always  called  her  “dear,”  and  she  had  never  liked  it. 
This  time  she  worked  up  her  courage  to  say  some- 
thing. She  pointed  out  that  she  was  a Ph.D.  and  did 
not  like  to  be  addressed  as  an  intimate  or  a child. 
For  her  this  was  a difficult  thing  to  say  and  had  taken 
a great  deal  of  effort.  Her  physician,  whom  she  re- 
spected, was  offended  by  this  remark,  felt  criticized, 
and  wit  hdrew.  Later  she  found  out  that  she  might 
have  to  have  an  operation.  She  was  quite  frightened 
at  the  possibility  of  surgery  and  consulted  two  sur- 
geons, one  recommended  by  her  internist  and  one  she 
found  elsewhere.  She  called  her  internist,  wanting 
to  discuss  both  opinions  with  him.  He  was  abrupt 
on  the  phone,  saying,  “You  are  too  anxious,  you  will 
have  to  decide  for  yourself.”  This  coolness  was  in 
marked  contrast  to  his  usual  behavior,  and  my  pa- 
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tient  felt  it  was  a rebuff  due  to  her  previous  re- 
marks. 

Another  patient  of  mine  was  a woman  who  had 
been  chronically  depressed.  She  had  a long  history 
of  skin  problems  and  a long  history  of  medical  care. 
She  had  alw-ays  passively  followed  the  instructions 
of  her  physician.  Recently,  as  a result  of  therapy  her 
depression  lifted.  For  the  first  time  she  began  to 
take  an  interest  in  her  condition  and  tried  to  become 
more  informed  about  the  details.  She  read  up  on 
nutrition,  read  labels  of  foods  carefully,  patronized 
health  food  stores,  and  tried  to  get  detailed  infor- 
mation from  her  various  physicians  as  to  the  nature 
of  each  medication.  She  was  an  intelligent  woman 
w'ho  made  good  use  of  this  knowledge  and  was  able 
to  improve  her  overall  physical  condition  as  a result 
of  her  reading  and  active  participation.  However, 
each  time  she  asked  her  various  physicians  for  further 
information,  they  reacted  negatively.  One  said 
derogatorily,  “Oh,  I see  that  you  are  one  of  those 
health  nuts.”  Both  of  these  women  reflect  a new 
trend  in  the  women’s  movement,  encouraging  women 
to  become  informed  about  their  bodies  and  encour- 
aging them  to  make  intelligent  decisions  concerning 
their  bodies  rather  than  passively  accepting  other 
peoples’  decisions.  This  is  an  important  step  toward 
healthy  self-respect,  but  unfortunately  many  phy- 
sicians feel  threatened  by  this  change  in  behavior  and 
react  counterproductively.  They  see  any  question- 
ing by  a patient  as  defiance  and  challenging  to  their 
authority  rather  than  as  an  attempt  to  gain  more 
knowledge.  As  a physician  I can  understand  that  the 
general  attack  on  the  medical  profession  has  left 
many  physicians  hypersensitive,  but  as  a woman  1 
regret  that  this  important  relationship  between 
physician  and  patient  becomes  a power  struggle  due 
to  the  reaction  of  the  physician.  We  must  keep  in 
mind  that  women  are  trying  to  change  the  relation- 
ship to  their  physicians,  not  destroy  it.  While  some 
women  may  be  overreacting  and  coming  across  as 
hostile,  as  long  as  they  are  still  there  we  must  try  to 
maintain  the  lines  of  communication.  Only  a small 
minority  of  women  are  extremists  actively  rejecting 
male  authority.  Most  are  interested  in  renegotiation. 
In  a confrontation,  one  person  wins  and  one  loses.  In 
a negotiation,  both  sides  must  gain  something. 
Women  are  trying  to  gain  self-respect;  physicians  can 
gain  a better  informed  and  more  cooperative  pa- 
tient. 

This  trend  toward  becoming  informed  is  reaching 
all  levels  of  women.  An  interesting  article  on  Shirley 
Temple  Black  entitled  “Make  Me  a Participant  in 
My  Care”  was  in  the  AM  A News  of  July  28,  1978.1 

Shirley  discovered  a lump  in  her  breast  in  1972. 
Her  surgeon  favored  an  immediate  mastectomy  if  the 
biopsy  showed  malignancy,  however,  she  gave  permis- 
sion only  for  the  biopsy,  withholding  permission  for 
further  surgery  until  she  was  consulted.  This  necessi- 
tated two  separate  surgical  procedures  on  successive 
days.  Only  after  weighing  several  options  did  she 


agree  to  a modified  radical  mastectomy,  her  doctor’s 

recommendation.  That  was  five  years  ago.  Shirley 

regained  excellent  health  and  went  on  to  her  career  as 

ambassador  to  Ghana  and  chief  of  protocol. 

This  particular  procedure,  the  automatic  permis- 
sion for  radical  mastectomy  demanded  by  some 
surgeons  who  perform  a biopsy,  is  one  of  the  practices 
which  many  women  object  to  and  which  many  now 
ref  use  to  grant.  There  is  ample  medical  evidence  to 
show  that  the  outcome  with  a two-stage  procedure 
is  not  statistically  worse  than  that  with  a one-stage 
procedure,  and  both  medically  and  psychologically, 
it  is  better  for  the  patient.  Those  women  whose  bi- 
opsy shows  a benign  lesion  are  spared  the  horror  and 
panic  of  preparing  themselves  for  an  amputation,  and 
those  women  who  require  the  mastectomy  are  able 
to  feel  that  they  are  consciously  choosing  the  neces- 
sary procedure.  The  fear  of  possible  mastectomy  is 
so  great  that  many  women  refuse  to  go  for  a biopsy 
when  they  first  suspect  a lump  in  their  breast.  The 
death  rate  for  cancer  of  the  breast  has  not  signifi- 
cantly changed  in  35  years.  Reducing  the  fear  of 
mutilation  would  possibly  help  in  early  detection. 

Sex  objects 

The  next  objection  I have  mentioned,  that  women 
sometimes  feel  treated  as  sex  objects  by  physicians, 
is  something  that  occurs  in  only  a minority  of  cases, 
but  it  is  unfortunate  that  it  occurs  at  all.  There  is  no 
room  for  lechery  or  machismo  in  the  physician-pa- 
tient relationship.  A young  woman  who  is  a psy- 
chiatric resident  told  me  that  when  she  was  in  med- 
ical school  in  California  only  a few  years  ago,  a pro- 
fessor flashed  lewd  slides  in  the  physical  diagnosis 
course  which  made  sexual  innuendos  concerning  the 
size  of  women’s  breasts.  When  she  brought  this  to 
the  attention  of  the  dean  he  said,  “Can’t  you  take  a 
joke?”  I myself  have  gathered  many  cartoons  in 
medical  magazines  which  handle  the  physician- 
patient  relationship  in  a lewd  or  even  pornographic 
manner.  Most  men  are  amazed  when  women  point 
this  out  as  insulting  or  degrading.  I can  only  say  this: 
perhaps  you  cannot  understand  why  women  feel  this 
way,  but  you  can  accept  it  as  fact  and  avoid  such  re- 
marks. In  the  height  of  the  civil  rights  movement  in 
the  1960s  I,  as  a white,  felt  upset  that  I was  being 
treated  as  a racist  and  was  arbitrarily  lumped  with 
all  whites.  I knew  I had  no  racist  feelings.  However, 
I did  learn  to  change  some  of  my  language,  and  be- 
came very  alert  to  black  people’s  newly  awakened 
sensitivities.  A similar  situation  exists  now  regard- 
ing women,  and  it  requires  the  same  understanding 
on  our  part. 

Cultural  prejudice 

The  last  point,  that  medical  knowledge  and  edu- 
cation reflects  the  prejudice  of  the  culture,  is  the  most 
serious  objection  since  it  directly  involves  the  treat- 
ment, diagnosis,  and  well-being  of  our  patients.  It 
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is  perhaps  hard  for  most  physicians  to  accept  this 
point  but  it  is  a fact.  I will  give  a few  typical  illus- 
trations. 

The  grossest  examples  are  to  be  found  in  textbooks 
of  obstetrics  and  gynecology.  A recent  study  of  the 
leading  25  textbooks  showed  that  they  perpetuate 
traditional  stereotypes  of  passivity  and  submissive- 
ness of  women;  they  minimize  women’s  symptoms 
such  as  dysmenorrhea  and  nausea  of  pregnancy,  and 
they  make  prejudicial  statements  such  as  “women’s 
hormones  disqualify  them  for  important  positions.” 
Scattered  throughout  these  books  are  psychologic 
statements  about  women  which  are  presented  as 
facts,  when  actually  they  represent  pseudoscientific 
expressions  of  traditional  male  chauvinism.  For 
example,  in  Obstetrics  and  Gynecology  by  Willson, 
Beecham,  and  Carrington,2’3  published  in  1971,  there 
is  a sect  ion  on  the  mind  of  women.  The  following  are 
some  of  the  statements  made: 

The  normal  sexual  act  . . . entails  a masochistic  sur- 
render to  the  man  . . . there  is  always  an  element  of 
rape. 

The  traits  that  compose  the  core  of  the  female  per- 
sonality are  feminine  narcissism,  masochism,  and  pas- 
sivity. 

Every  phase  of  a woman’s  life  is  influenced  by  nar- 
cissism. 

Too  much  feminine  narcissism  without  masochism 
produces  a self-centered  woman. 

The  idea  of  suffering  is  an  essential  part  of  her  life. 

The  normal  woman  gives  up  her  outwardly  oriented 
active  and  aggressive  strivings  for  the  rewards  involved 
in  identification  with  her  family  . . . and  sacrifices  her 
own  personality  to  build  up  that  of  her  husband. 

This  book,  and  most  of  the  textbooks  examined, 
state  that  women  with  dysmenorrhea  have  no  organic 
disease  but  “These  women  have  personality  disorders 
or  neurotic  dispositions.” 

The  neglect  of  dysmenorrhea  by  the  medical  pro- 
fession is  given  special  attention  by  Penny  Budoff, 
M.D.,4  Professor  of  Family  Practice  at  State  Uni- 
versity Medical  Center  in  Stony  Brook  in  her  work 
on  “Unique  Health  Problems  of  Women  in  Indus- 
try.” She  states: 

Our  male  oriented  society  has  never  come  to  grips 
with  menstruation.  Since  antiquity,  problems  and 
pain  related  to  menstruation  have  been  regarded  by 
many  physicians  as  unimportant,  a sign  of  a woman’s 
weakness,  either  mental  or  physical.  Even  today,  the 
most  common  treatment  prescribed  is  advice  to  go 
home,  stay  in  bed,  and  the  pains  will  go  away.  It  is  cu- 
rious that  in  this  day  and  age  when  we  are  probing 
outer  space,  we  permit  more  than  half  of  the  popula- 
tion of  the  world  to  suffer  from  menstrual  cramps.  In 
1974  there  were  only  eight  articles  dealing  with  dysmen- 
orrhea in  the  entire  world’s  literature.  In  the  Febru- 
ary, 1975  edition  of  the  journal,  Practitioner,  a leading 
obstetrician-gynecologist  decreed,  “Encourage  a disre- 
gard of  the  pain  and  encourage  a carrying  on  of  normal 
activity.”  If  it  were  possible  to  wave  a magic  wand  and 
cause  some  of  our  male  colleagues  to  experience  a peri- 


od or  two,  the  amount  of  research  on  dysmenorrhea 
would  increase  geometrically.  Dysmenorrhea  is  one  of 
the  commonest  gynecologic  complaints  and  represents 
a major  cause  of  lost  working  and  school  days.  Now 
that  women  hold  responsible  positions  around  the 
world,  there  must  be  proper  medication  for  those  who 
must  function  during  menstruation.  When  a woman 
is  given  sedatives  or  narcotic  derivatives,  she  cannot 
drive  a car  safely,  go  to  work,  or  think  clearly.  The  na- 
tion’s productivity  loss  is  enormous.  Dysmenorrhea 
will  respond  to  therapy,  but  drugs  must  be  chosen  that 
alleviate  pain,  without  causing  sedation. 

Dr.  Budoff  then  goes  on  to  discuss  the  role  of 
prostaglandin  in  the  production  of  dysmenorrhea 
and  is  now  doing  promising  clinical  research  in  this 
area. 

I recently  surveyed  medical  advertising  over  a 
six-month  period  and  presented  my  findings  at  the 
American  Psychiatric  Association.  Medical  adver- 
tising regularly  portrays  women  as  sick,  helpless,  or 
troublesome  as  patients,  often  making  derogatory 
and  patronizing  comments  in  the  advertisements. 
When  male  patients  are  portrayed  in  advertisements 
with  the  same  illness,  such  as  hypertension  or  dia- 
betes, they  are  seen  as  healthy  and  actively  involved 
in  sports  or  at  work. 

Comment 

These  are  only  a few  examples  of  the  widespread 
existence  of  outdated  and  out  moded  attitudes  toward 
women  which  are  prevalent  in  medical  literature  and 
which  serve  to  perpetuate  narrow  and  judgmental 
attitudes  on  the  part  of  some  physicians.  I have  not 
selected  the  worst  examples,  since  even  I*  was  too 
shocked  at  some  of  them,  and  I did  not  want  to  turn 
the  audience  off.  Some  of  the  statements  reminded 
me  of  old  textbooks  in  psychiatry  which  explained 
that  masturbation  causes  insanity. 

There  is  now  a growing  literature  by  women  pro- 
testing the  treatment  of  women  by  the  medical  pro- 
fession. One  recent  book  by  Gena  Corea  is  entitled 
The  Hidden  Malpractice  - How  American  Medicine 
Mistreats  Women.  Another  article  I read  was  en- 
titled Contempt  for  Women  - What  Medical  Stu- 
dents Learn  in  our  Best  Universities.  It  concludes 
with  the  statement,  “with  doctors  like  these  for 
friends,  who  needs  enemies.”  A woman  who  is  a 
writer  and  editor  of  medical  articles  for  women  said 
to  me  recently  that  more  and  more  women  are  look- 
ing for  women  physicians,  and  they  are  changing 
physicians  because  they  don’t  want  to  be  treated  in 
the  old  authoritarian  way.  At  a meeting  in  Anaheim, 
California,  reported  in  the  Medical  World  News, 
May  15,  1978,  the  American  College  of  Obstetricians 
and  Gynecologists  accepted  six  “new  consumer  de- 
mands” of  American  women.  These  include  the 
husband’s  presence  in  delivery;  fewer  enemas;  elim- 
inating routine  predelivery  shaving  and  intrauterine 
examinations;  and  allowing  the  baby  to  be  with  the 
mother  as  often  as  she  wishes.  Harry  S.  Jonas,  M.D., 
the  session  moderator,  noted  that  the  demands  were 
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coming  from  a large  group  of  consumers  and  should 
not  he  confused  with  demands  by  “a  much  smaller 
group  of  activists  who  are  basically  antiphysician  and 
want  no  part  of  us.  We  should  he  careful  not  to  lump 
these  two  groups  together.”5 

Women  in  all  walks  of  life  are  changing.  They  are 
no  longer  passively  accepting  the  role  of  second-class 
citizen  hut  are  struggling  to  achieve  a healthier  sense 
of  self.  The  medical  profession  can  he  in  the  fore- 
front of  this  healthy  growth  if  we  understand  the 
nat  ure  of  the  change.  In  the  context  of  the  changing 
physician-patient  relationship,  this  can  he  seen  as  a 
shift  from  a parent -child  or  parent -infant  relation- 
ship to  a parent-adolescent  relationship,  with  all  of 
the  turmoil  associated  with  it.  I hope  eventually  that 
we  will  see  the  day  when  men  and  women  regard  each 


AMA  prepares  “Action  Plan’’ 
for  physician  recruitment 

The  American  Medical  Association  has  prepared  an 
“Action  Plan  for  Physician  Recruitment”  as  a guide  for 
communities  seeking  to  recruit  physicians. 

There  still  are  many  small  rural  communities  with  two 
few  physicians  or  no  physicians  at  all.  and  the  AMA  has  for 
many  years  sought  to  assist  community  leaders  in  planning 
a recruitment  program. 

The  “Action  Plan”  points  out  that  the  move  of  physi- 
cians away  from  small  rural  practices  is  merely  part  of  a 
trend  toward  centralization  of  American  society.  The 
one-room  schools  have  given  way  to  larger  consolidated 
schools,  often  located  many  miles  from  the  rural  pupils. 

It  takes  today’s  patients  less  time  to  make  a 10  to  15  mile 
trip  than  their  grandparents  required  to  travel  only  two 
miles. 

Planning  for  health  services  today  should  be  on  a re- 
gional basis,  the  AMA  urges,  and  towns  in  a single  service 
area  are  encouraged  to  pool  their  resources  and  develop  a 
group  practice,  possibly  including  specialists  and  serving 
a wide  trade  area.  Planners  must  think  in  terms  of  travel 
time  rather  than  distance. 

The  AMA  suggests  community  leaders  first  evaluate 
their  health  needs  realistically  and  determine  whether  they 
can  be  met  through  a transportation  plan. 

Preparation  of  a recruitment  brochure  that  can  be 
mailed  to  prospective  physicians  is  suggested.  The  bro- 
chures would  include  all  pertinent  information  about  the 
town,  including  the  present  physician  population  and 


other  as  full  partners  in  every  aspect  of  life. 

1 37  East  56th  Street 
New  York,  N.Y.  10016 
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health  care  facilities.  A program  of  financial  assistance 
for  the  first  year  or  so  to  help  the  new  physician  get  es- 
tablished is  recommended.  The  community  can  contact 
the  Physicians’  Placement  Service  of  the  AMA  and  the 
state  medical  association.  Contact  also  can  be  made 
through  nearby  hospitals,  military  bases,  medical  schools, 
and  medical  placement  employment  bureaus. 

The  “Action  Plan”  includes  suggestions  on  making  the 
new  physician  feel  happy  and  welcome  in  the  community 
during  the  initial  year  of  building  a practice  and  getting 
acquainted.  Physicians  have  sometimes  left  a small  town 
practice  after  a year  or  so  when  they  discovered  that  the 
townsfolk  went  to  the  nearby  big  city  for  serious  illness,  and 
used  the  hometown  physician  only  for  emergencies. 

The  AMA  urges  the  community  to:  Have  a broad-based 
recruitment  committee  and  work  closely  with  the  local 
medical  society  and  area  physicians. 

Be  realistic  in  evaluating  the  town’s  present  and  future 
health  care  needs. 

Explore  area-wide  health  care  planning. 

Publicize  the  community’s  physician  recruitment  pro- 
gram as  widely  as  possible. 

Be  aggressive;  other  towns  are  recruiting  the  same 
physicians. 

Remember  the  physician’s  family.  The  spouse  and 
children  will  play  an  important  part  in  the  physician’s 
decision. 

Communities  wishing  assistance  in  launching  a re- 
cruitment program  may  contact  the  Physicians’  Placement 
Service,  American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  IL  60610. 
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Pheochromocytoma  is  perhaps  the  most  fascinating 
of  all  tumors.  Its  clinical  expressions,  often  dramatic 
and  explosive,  are  so  variable  that  it  has  rightly 
earned  the  title  of  the  “great  mimic.”  1 The  mani- 
festations of  the  neoplastic  endocrinopathy  and  its 
associated  disorders  are  almost  endless.  It  is  equally 
perplexing  that  the  pathologist  is  unable  to  differ- 
entiate histologically  whether  a pheochromocytoma 
is  benign  or  malignant. 

Uniquely,  although  only  10  percent  of  these  neo- 
plasms are  pathologically  malignant,  as  evidenced  by 
metastasis  or  invasion  of  adjacent  tissue,  lethal 
complications  from  the  effects  of  excessive  circulat- 
ing catecholamines,  that  is,  epinephrine  and  nor- 
epinephrine, almost  invariably  result  if  the  disease 
is  not  appropriately  treated.  Thus  extreme  vigilance 
is  required  of  the  physician  in  recognizing  patients 
harboring  pheochromocytoma,  and,  with  the  diag- 
nostic modalities  now  available,  there  can  be  no  ex- 
cuse for  missing  the  diagnosis.  Despite  the  magni- 
tude of  the  public  health  problem  of  hypertension 
currently  prevalent  throughout  the  world  and  despite 
the  relatively  low  incidence  of  pheochromocytoma, 
all  patients  who  show  manifestations  even  remotely 
suggestive  of  pheochromocytoma  must  be  properly 
screened  for  this  disease. 

Although  the  precise  incidence  of  pheochromo- 
cytoma is  unknown,  at  least  0.1  percent  of  the  pop- 
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ulation  with  persistent  diastolic  hypertension 
probably  has  this  tumor.  An  incidence  of  about  0.7 
percent  has  been  reported  from  two  centers  where 
large  numbers  of  hypertensive  individuals  were 
screened2,3;  this  incidence  is  higher  than  would  be 
expected  in  the  entire  population  with  hypertension. 
In  calculating  the  prevalence  of  pheochromocytoma 
it  should  be  remembered  that  about  50  percent  of 
pheochromocytoma  patients  have  only  paroxysmal 
hypertension.  The  relatively  high  incidence,  0.09 
percent,  of  pheochromocytoma  found  in  two  large 
series  of  consecutive  autopsies,  that  is,  of  patients 
dying  from  any  cause,4’5  suggests  that  a significant 
number  of  these  tumors  may  cause  only  minor 
manifestations  or  that  fhey  may  secrete  little  if  any 
catecholamines  into  the  circulation. 

Pheochromocytomas  may  occur  at  any  age,  but  the 
greatest  frequency  is  seen  in  the  fourth  and  fifth 
decades;  approximately  10  percent  occur  in  children. 
In  adults  there  appears  to  be  a slight  predilection  of 
this  tumor  for  females  since,  in  several  large  series, 
53  to  60  percent  were  found  in  women;  in  children, 
however,  approximately  two  thirds  of  pheochromo- 
cytomas occur  in  boys.6 

Pheochromocytoma  is  a tumor  of  neuroectodermal 
origin  that  arises  from  the  chromaffin  cells,  that  is, 
pheochromocytes,  of  the  sympathoadrenal  system. 
Chromaffin  cells  occur  in  association  with  the  celiac, 
mesenteric,  renal,  adrenal,  hypogastric,  testicular, 
and  prevertebral  sympathetic  nerve  plexuses. 
Chromaffin  cells  are  also  found  adjacent  to  sympa- 
thetic nerves  elsewhere  in  the  body,  for  example, 
those  innervating  the  bladder,  prostate,  and  other 
organs,  and  they  occasionally  occur  ectopically.  The 
major  sites  of  pheochromocytoma  are  the  adrenal 
medulla,  where  it  is  located  90  percent  of  the  time, 
the  paraganglia  cells  of  the  sympathetic  nervous 
system,  and  the  organ  of  Zuckerkandl.  Pheochro- 
mocytomas may  also  arise  in  the  chest,  less  than  2 
percent  of  the  time,  and  neck,  less  than  0.1  percent 
of  the  time.  Multiple  and  extra-adrenal  tumors  are 
far  more  common  in  children  than  in  adults.  Mul- 
tiple tumors  occur  in  8 percent  of  cases  in  adults, 
whereas  the  incidence  is  35  percent  in  children. 
Familial  pheochromocytomas  almost  invariably  arise 
from  the  adrenal  medulla  and  are  bilateral  in  70 
percent  of  cases,  or  more. 

Most  pheochromocytomas  secrete  a combination 
of  norepinephrine  and  epinephrine;  however,  nor- 
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epinpphrine  is  usually  the  predominant  amine,  and 
it  is  liberated  in  considerably  greater  concentration 
than  is  epinephrine.  Some  tumors  secrete  only 
norepinephrine,  and,  rarely,  a tumor  may  secrete  only 
epinephrine.  Very  rarely,  dopamine,  dopa,  or  sero- 
tonin may  he  elaborated  by  these  tumors." 

Clinical  presentation 

Clinical  manifestations  encountered  in  patients 
with  pheochromocytoma  are  so  numerous  that  they 
have  been  described  as  kaleidoscopic.  Pleomor- 
phism  has  been  emphasized,  and  about  80  manifes- 
tations have  been  reported.18  Often  symptoms  arise 
in  a dramatic,  explosive  fashion  when  the  tumor 
suddenly  releases  catecholamines  into  the  circula- 
tion. On  rare  occasions,  sudden  death  may  occur 
with  the  initial  attack  in  a patient  who  has  previously 
been  asymptomatic,  or  patients  may  present  clinical 
manifestations  of  one  of  the  complications  of  these 
tumors.  An  abrupt  onset  of  signs  and  symptoms  is 
common  during  an  episode  of  paroxysmal  hyper- 
tension, and,  rarely,  there  may  be  a premonition  that 
an  attack  is  about  to  occur.  About  50  percent  of 
patients  with  persistent  hypertension  experience  a 
sudden  onset  of  symptoms,  usually  associated  with 
episodic  increases  in  hypertension;  in  patients  with 
persistent  hypertension,  however,  symptoms  are 
generally  less  pronounced  than  in  patients  with  only 
paroxysmal  hypertension.  Very  rarely,  a patient 
with  either  paroxysmal  or  sustained  hypertension 
may  remain  relatively  asymptomatic,9  or  even  en- 
tirely asymptomatic. 

Episodes  have  been  noted  to  occur  as  seldom  as 
once  every  few  months  to  as  often  as  25  times  daily 
and  to  persist  for  from  less  than  a minute  to  as  long 
as  one  week.  Paroxysms  may  also  occur  daily  at  the 
same  time,  but  they  usually  occur  quite  irregularly. 
About  75  percent  of  patients  with  pheochromocy- 
toma experience  one  or  more  attacks  weekly,  and  the 
remainder  have  one  or  more  attacks  daily.10  The 
symptoms  experienced  and  the  order  of  their  oc- 
currence remain  remarkably  similar  during  each 
episode,  although  the  duration  of  attacks  may  be 
variable  in  a given  patient.  Attacks  last  less  than  15 
minutes  in  about  one  half  of  the  patients  and  less 
than  one  hour  in  80  percent,10  and  invariably  subside 
more  slowly  than  they  start.  Typically,  attacks  be- 
come more  frequent,  but  not  necessarily  more  severe, 
with  passage  of  time.  They  may  be  elicited  by  any 
of  the  following  factors:  massage  or  steady  pressure 
for  a minute  or  two  in  the  area  of  the  tumor;  lying  in 
a particular  position;  postural  changes,  especially 
involving  flexion  and  bending  of  the  body;  exercise; 
anxiety;  having  the  blood  pressure  taken;  eating, 
ingestion  of  certain  foods  or  alcoholic  beverages  that 
contain  tyramine,  for  example,  cheese,  beer,  and 
wine,  or  of  fruit  juice  rich  in  synephrine;  hyperven- 
tilation; increased  intra-abdominal  pressure;  par- 
turition; the  Valsalva  maneuver;  tight  clothing; 
laughing;  pressure  on  the  carotid  sinuses;  certain 


TABLE  I.  Symptoms  reported  by  76  patients,  almost  all 
adults,  with  pheochromocytoma  associated  with 
paroxysmal  or  persistent  hypertension* 


( 

Symptoms  Presumably 
Due  to  Excessive 
Catecholamines  or  Hypertension 

^ Percent — s. 

Parox-  Persis-' 
ysmal  tent 

(37  pa-  (39  pa- 
tients) tients) 

Headaches  (severe) 

92 

72 

Excessive  sweating  (generalized) 

65 

69 

Palpitations  plus  or  minus  tachycardia 

73 

51 

Anxiety  or  nervousness  (plus  or  minus  fear 

60 

28 

of  impending  death,  panic) 

Tremulousness 

51 

26 

Pain  in  chest,  abdomen  (usually 

48 

28 

epigastric),  lumbar  regions,  lower 

abdomen,  or  groin 

Nausea  plus  or  minus  vomiting 

43 

26 

Weakness,  fatigue,  prost  ration 

38 

15 

Weight  loss  (severe) 

14 

15 

Dyspnea 

11 

18 

Warmth  plus  or  minus  heat  intolerance 

13 

15 

Visual  disturbances 

3 

21 

Dizziness  or  faintness 

11 

3 

Constipation 

0 

13 

Paresthesia  or  pain  in  arms 

11 

0 

Bradycardia  (noted  by  patient) 

8 

3 

Grand  mal 

5 

3 

* A large  number  of  miscellaneous  symptoms  have  been  reported.6 
Especially  noteworthy  is  painless  hematuria,  frequency,  nocturia,  and 
tenesmus  in  pheochromocytoma  of  the  urinary  bladder. 


odors;  micturition;  bladder  distention;  straining  at 
stool;  smoking  a cigarette;  shaving;  gargling;  sneezing; 
sexual  intercourse;  trauma;  pain;  changes  in  body 
temperature;  angiography;  presacral  airography;  the 
intravenous,  intramuscular,  or  subcutaneous  ad- 
ministration of  certain  drugs  such  as  histamine, 
glucagon,  epinephrine,  tyramine,  tetraethylammo- 
nium,  methacholine,  succinylcholine  chloride  (An- 
ffctine),  nicotine,  adrenocorticotropic  hormone 
(ACTH),  that  is,  corticotropin,  phenothiazines,  or 
saralasin  and  other  angiotensin  II  analogs;  and  in- 
tubation, anesthesia,  or  operative  manipulation. 

Symptoms.  Symptoms  of  pheochromocytoma  are 
due  either  to  pharmacologic  effects  of  excessive 
concentrations  of  circulating  catecholamines  or  to 
complications  of  hypertension  induced  by  these 
pressor  amines.  Table  I cites  the  symptoms,  of 
which  the  three  most  commonly  experienced  in  pa- 
tients with  either  paroxysmal  or  persistent  hyper- 
tension are  headache,  excessive  generalized  sweating, 
and  palpitations. 

Additional  manifestations  of  pheochromocytoma 
are  listed  in  the  following  outline: 

I.  Manifestations  due  to  complications 

A.  Congestive  heart  failure  plus  or  minus  cardio- 
myopathy 

B.  Myocardial  infarction 

C.  Cerebrovascular  accident 

D.  Ischemic  enterocolitis  plus  or  minus  mega- 
colon 

E.  Azotemia 
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F.  Dissecting  aneurysm 

G.  Encephalopathy 

H.  Shock 

I.  Hemorrhagic  necrosis  in  a pheochromocytoma 

II.  Manifestations  due  to  coexisting  diseases  or  syn- 
dromes 

A.  Cholelithiasis 

B.  Medullary  thyroid  carcinoma  plus  or  minus  ef- 
fects of  secretions  of  serotonin,  calcitonin,  pros- 
taglandin, or  ACTH-like  substance 

C.  Hyperparathyroidism 

D.  Mucocutaneous  neuromas  with  characteristic 
facies 

E.  Thickened  corneal  nerves,  seen  only  with  slit 
lamp 

F.  Marfanoid  habitus 

G.  Alimentary  tract  ganglioneuromatosis 

H.  Neurofibromatosis  and  its  complications 

I.  Cushing’s  syndrome  (rare) 

J.  Von  Hippel-Lindau  disease  (rare) 

K.  Virilism,  Addison’s  disease,  acromegaly  (ex- 
tremely rare) 

III.  Symptoms  caused  by  encroachment  on  adjacent 
structures  or  by  invasion  and  pressure  effects  of 
metastases 

Headaches  are  almost  always  paroxysmal  in 
character,  are  frequently  throbbing  and  bilateral,  and 
are  usually  very  severe  during  a paroxysm  of  hyper- 
tension. Abrupt  in  onset,  they  subside  as  the  blood 
pressure  returns  toward  normal;  frequently  they  are 
accompanied  by  nausea  and  vomiting.  Often  they 
are  occipital  or  frontal,  or  both,  in  location,  hut  at 
times  they  are  generalized  and  characterized  by  an 
intense  sensation  or  pressure,  occasionally  including 
a throbbing  in  the  temporal  regions;  some  patients 
are  awakened  by  severe  headache  in  the  early 
morning.  Although  headache  may  be  severe  in  pa- 
tients with  sustained  hypertension,  sometimes  they 
are  mild  to  moderate  and  indistinguishable  from 
tension  headaches  and  those  experienced  in  patients 
with  essential  hypertension. 

Although  some  have  claimed  that  excessive 
sweating  almost  always  accompanies  pheochromo- 
cytoma,1 1 this  has  not  been  our  observation.  About 
two  thirds  of  our  patients  have  had  excessive  per- 
spiration, sometimes  “drenching”  in  nature,  that  was 
generalized,  but  more  so  in  the  upper  body  and  not 
confined  to  one  area.  The  most  profuse  sweating 
appears  during  paroxysmal  attacks  of  hypertension. 
Occasionally  diaphoresis  is  not  synchronous  with  the 
elevation  of  blood  pressure  hut  appears  as  the  crisis 
recedes,  when  the  pressure  has  returned  toward 
normal.  Unless  the  patient  is  questioned  carefully, 
diaphoresis  may  he  overlooked. 

Palpitations,  the  third  most  common  symptom,  are 
usually  accompanied  by  tachycardia,  although 
sometimes  reflex  bradycardia  may  be  elicited  by  the 
increased  blood  pressure.  Patients  frequently 
complain  of  “pounding”  in  t he  chest,  sometimes  se- 
vere enough  to  he  described  as  “like  a sledge  ham- 
mer” or  as  if  the  heart  were  going  to  burst  t hrough  t he 
ribs. 


Signs.  The  clinical  signs  of  pheochromocytoma 
encountered  in  76  patients  are  cited  in  the  following 
outline. 

I.  Blood  pressure  changes 

A.  Plus  or  minus  hypertension  with  or  without  wide 
fluctuations  (rarely,  paroxysmal  hypotension  or 
hypertension  alternating  with  hypotension) 

B.  Hypertension  induced  by  physical  maneuver 
such  as  exercise,  postural  change,  or  palpation 
and  massage  of  flank  or  mass  elsewhere 

C.  Orthostatic  hypotension  with  or  without  postural 
tachycardia 

D.  Paradoxic  blood  pressure  response  to  some  an- 
tihypertensive drugs  and  marked  pressor  re- 
sponse with  induction  of  anesthesia 

II.  Other  signs  of  catecholamine  excess 

A.  Hvperhydrosis 

B.  Tachycardia  or  reflex  bradycardia;  very  forceful 
heartbeat;  arrhythmia 

C.  Pallor  of  face  and  upper  part  of  body  (rarely 
flushing) 

D.  ' Anxious,  frightened,  troubled  appearance 

E.  Hypertensive  retinopathy 

F.  Dilated  pupils  (very  rarely  exophthalmos,  lacri- 
mation,  scleral  pallor,  or  injection;  pupils  may  not 
react  to  light) 

G.  Leanness  or  underweight 

H.  Tremor  (plus  or  minus  shaking) 

I.  Raynaud’s  phenomenon  or  livedo  reticularis 
(occasionally  puffy,  red,  cyanotic  hands  in  chil- 
dren); skin  of  extremities  wet,  cold,  clammy,  pale; 
gooseflesh;  occasionally  cyanotic  nail  beds 

J.  Fever 

III.  Mass  lesion:  Palpable  tumor  in  abdomen  (rare), 
neck  pheochromocytoma  or  chemodectoma,  thy- 
roid carcinoma,  or  thyroid  swelling  (very  rare  and 
only  during  hypertensive  paroxysm) 

IV.  Signs  caused  by  encroachment  on  adjacent  struc- 
tures or  by  invasion  and  pressure  effects  of  me- 
tastases 

V.  Manifestations  related  to  complications  or  coex- 
isting diseases  or  syndromes 

At  least  50  percent  of  adult  patients  with  this 
tumor  have  sustained  hypertension,  whereas  the 
remaining  40  to  50  percent  experience  paroxysms  of 
hypertension  alternating  with  relatively  normoten- 
sive  intervals.  In  138  patients  with  pheochromocy- 
toma seen  at  the  Mayo  Clinic,  91  percent  had  hy- 
pertension; in  42  percent,  hypertension  was  parox- 
ysmal, whereas  in  49  percent  it  was  sustained.12  A 
small  percentage  of  pheochromocytomas  may  cause 
clinical  manifestations  without  hypertension.  Some 
tumors  apparently  cause  no  signs  or  symptoms,  ei- 
ther because  they  are  nonfunctioning  or  because  they 
release  only  relatively  small  amounts  of  catechol- 
amines into  the  circulation;  these  tumors  may  be 
found  accidentally  by  x-ray  examination,  at  opera- 
tion, or  at  autopsy.4-13-14 

The  clinical  type  of  hypertension  tends  to  be  a 
consistent  finding  in  members  of  a family  afflicted 
with  pheochromocytoma,  that  is,  all  family  members 
harboring  the  tumor  will  have  sustained  hyperten- 
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sion  or  all  will  have  paroxysmal  hypertension.9  A 
few  patients  have  developed  hypotensive  episodes, 
sometimes  alternating  with  hypertension.  This 
cyclic  “manic-depressive”  behavior  of  the  blood 
pressure  should  immediately  suggest  pheochromo- 
cytoma  to  the  attending  physician.  It  should  he  kept 
in  mind  that  during  a paroxysm  of  hypertension  the 
blood  pressure  may  on  rare  occasions  he  unobtain- 
able with  a sphygmomanometer  because  of  severe 
peripheral  vascoconstriction  rather  than  because  of 
hypotension.6 

Orthostatic  hypotension  in  a hypertensive  patient 
not  being  treated  with  antihypertensive  medication 
suggests  pheochromocytoma.  Smithwick15  first 
emphasized  the  diagnostic  value  of  this  observation 
in  differentiating  patients  with  pheochromocytoma 
from  those  with  essential  hypertension.  Some  have 
claimed  that  orthostatic  hypotension  occurs  in  70 
percent  of  patients  with  sustained  hypertension 
caused  by  this  tumor.11-16 

A paradoxic  blood  pressure  response  to  certain 
antihypertensive  drugs,  such  as  ganglionic  blocking 
agents  and  guanethidine,  and  the  marked  pressor 
response  frequently  observed  during  induction  with 
almost  any  anesthetic  agent  appears  related  to  lib- 
eration of  catecholamines.6  It  is  especially  impor- 
tant to  recall  this  point  in  the  hypertensive  patient 
whose  blood  pressure  fluctuates  widely  and  whose 
hypertension  is  poorly  controlled  during  treatment 
with  antihypertensive  drugs. 

In  addition  to  the  manifestations  of  diagnostic 
importance  mentioned  previously,  pallor  of  the  face 
and  upper  part  of  the  body  has  been  observed  in  60 
and  28  percent  of  patients  having  paroxysmal  and 
sustained  hypertension,  respectively.  However, 
flushing  of  the  face  may  very  rarely  be  observed  alone 
or  following  the  pallor.6 

Retinopathy  associated  with  pheochromocytoma 
is  indistinguishable  ophthalmologically  from  that 
seen  in  primary  hypertension.  Retinopathy,  of 
Group  3 or  4 classification,17  was  found  in  53  percent 
of  our  patients  with  persistent  hypertension  due  to 
pheochromocytoma,  and  40  percent  of  our  patients 
with  sustained  hypertension  had  Group  1 or  2 
changes;  only  5 percent  had  normal  fundi.  Of  the 
patients  with  paroxysmal  hypertension,  50  percent 
had  Group  1 or  2 changes,  and  the  remaining  patients 
had  normal  ophthalmoscopic  findings.6 

Atypical  manifestations.  When  pheochromo- 
cytoma occurs  in  childhood  or  in  pregnancy  or  when 
the  tumor  arises  in  the  urinary  bladder,  certain 
atypical  manifestations  and  unusual  characteristics 
are  frequently  evident.  Since  the  manifestations  in 
these  special  circumstances  may  differ  considerably 
from  those  usually  seen  in  adults,  they  deserve  special 
attention. 

It  is  especially  important  to  measure  the  blood 
pressure  routinely  in  children,  since  over  90  percent 
of  those  with  pheochromocytoma  have  sustained 
hypertension.  Visual  complaints,  nausea,  vomiting, 
and  weight  loss  occur  more  frequently  in  children 


than  in  adults.  Of  particular  interest  is  the  fact  that 
polydipsia  and  polyuria  and  convulsions  occur  in 
about  25  percent  of  children  with  pheochromocytoma 
but  are  rarely  observed  in  adults.  The  puffy,  red, 
cyanotic  appearance  of  the  hands,  seen  in  1 1 percent 
of  these  children,  is  not  observed  in  adults.6 

Hume18  has  emphasized  the  important  point  that 
pregnancy  complicated  bv  pheochromocytoma  may 
be  confused  with  toxemia  of  pregnancy,  pre- 
eclampsia,  or  a ruptured  uterus,  when  the  patient 
goes  into  shock  during  or  immediately  after  labor.18 
There  is  no  clear  explanat  ion  for  why  attacks  appear 
to  be  aggravated  by  pregnancy  in  some  patients, 
whereas  in  others,  attacks  do  not  occur  during  preg- 
nancy. 

Pheochromocytomas  of  the  urinary  bladder  fre- 
quently produce  a characteristic  syndrome  in  that 
paroxysmal  attacks  usually  occur  during  or  shortly 
after  micturition  or  with  distention  of  the  bladder. 
Painless  hematuria  has  been  reported  in  65  percent 
of  patients.19 

Pathologic  entities  sometimes 
associated  with  pheochromocytoma 

Several  conditions  occur  in  patients  with  pheo- 
chromocytoma more  frequently  than  in  the  general 
population.  Physicians  must  be  acutely  aware  of 
disease  entities  and  familial  syndromes  that  may  be 
associated  with  pheochromocytoma  since  these  may 
be  important  in  diagnosis  and  management  of  these 
patients.  This  important  point  has  not  been  ade- 
quately emphasized,  and  associated  pathologic 
conditions  have  undoubtedly  been  overlooked  in  a 
significant  number  of  cases.  Also,  very  rarely  is  the 
initiative  taken  to  screen  members  of  a patient’s 
family  in  an  attempt  to  exclude  a familial  link. 

Familial  pheochromocytoma  in  association  with 
multiple  endocrine  neoplams  or  hyperplasia  of  the 
thyroid  and  parathyroid  was  originally  designated 
MEN  (multiple  endocrine  neoplasia)  type  2. 9 The 
term  “multiple”  is  confusing  since  a neoplasm  may 
be  present  in  only  one  endocrine  organ  when  the 
patient  is  first  seen.  However,  development  of  ne- 
oplasms in  other  endocrine  glands  or  the  presence  of 
multiple  endocrine  neoplasia,  or  both,  in  relatives 
establishes  the  diagnosis.  The  coexistence  of 
pheochromocytoma,  medullary  thyroid  carcinoma, 
mucosal  neuromas,  thickened  corneal  nerves,  ali- 
mentary tract  ganglioneuromatosis,  and  frequently 
a marfanoid  habitus  constitutes  still  another  familial 
entity,  MEN  type  3, 20  also  designated  type  2B  or 
2b.21"24 

The  incidence  of  hyperparathyroidism  in  MEN 
type  2 is  thought  to  be  about  54  percent,  whereas  it 
may  be  less  than  3 percent  in  MEN  type  3. 30  Each 
familial  entity  is  inherited  as  an  autosomal  dominant 
trait. 

The  increased  incidence  of  cholelithiasis,  in  30  and 
10  percent  of  patients  with  paroxysmal  and  persis- 
tent hypertension,  respectively,  remains  unex- 
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plained.6 

Association  of  neurocutaneous  lesions  wit  h pheo- 
chromocytoma  is  best  explained  by  the  fact  that 
these  lesions  are  of  neuroectodermal  origin.  Oc- 
currence of  mucosal  neuromas  in  MEN  type  3 was 
previously  mentioned.  Neurofibromatosis,  or  von 
Recklinghausen’s  disease,  with  or  without  cafe  au  lait 
spots,  occurs  in  about  5 percent  of  patients  with 
pheochromocvtoma;  the  incidence  of  pheochromo- 
cytoma  in  neurofibromatosis  may  be  less  than  1 
percent.25  Vascular  anomalies,  that  is,  coarctation, 
renal  artery  stenosis,  or  renal  artery  aneurysm,  or  all 
three,  sometimes  occur  with  neurofibromatosis  and 
may  result  in  hypertension.6  Rarely,  pheochromo- 
cytoma  occurs  in  association  with  von  Hippel-Lindau 
disease,  that  is,  cerebellar  hemangioblastoma  and 
retinal  angioma,  or  acromegaly. 

A significantly  increased  incidence  of  pheochro- 
mocytoma,  occurring  particularly  in  association  with 
a neoplasm  such  as  medullary  thyroid  carcinoma  or 
a neurocutaneous  tumor,  that  shares  a similar 
primitive  cell  or  origin,  suggests  a similar  if  not 
identical  stimulus  for  these  neoplasms.  Pearse26,27 
proposed  the  “APUD”  cell  system  to  delineate  a 
group  of  cells  with  certain  cytochemical  and  ultra- 
structural  features  in  common  in  that  they  elaborate 
amines  by  precursor  uptake  and  decarboxylation. 
The  term  “neurocristopathies”  has  been  coined  to 
designate  the  constellation  of  embryogenetically 
related  disease  entities  arising  from  neural  crest 
maldevelopment.28 

Differential  diagnosis 

The  clinician  must  thoroughly  familiarize  himself 
with  the  disease  entities  listed  in  the  following. 

All  hypertensive  conditions  (sustained  and  parox- 
ysmal) 

Anxiety,  tension  states,  psychoneurosis,  psychosis 

Hyperthyroidism 

Paroxysmal  tachycardia 

Hyperdynamic  beta-adrenergic  circulatory  state 
Menopause 

Vasodilating  headache  (migraine  and  cluster  head- 
aches) 

Coronary  insufficiency  syndrome 
Acute  hypertensive  encephalopathy 
Diabetes  mellitus 

Renal  parenchymal  or  renal  arterial  disease  with  hy- 
pertension 

Focal  arterial  insufficiency  of  t he  brain 
Intracranial  lesions  (plus  or  minus  t intracranial  pres- 
sure)* 

Autonomic  hyperreflexia* 

Diencephalic  seizure  and  syndrome 
Toxemia  of  pregnancy  (or  eclampsia  with  convul- 
sions)* 

Hypertensive  crises  associated  with  monoamine  oxidase 
inhibitors* 

Carcinoid* 

Hypoglycemia* 

Mastocytosis 


Familial  dysautonomia 

Acrodynia* 

Neuroblastoma,*  ganglioneuroblastoma,*  ganglioneu- 
roma* 

Acute  infectious  disease 

Rare  causes  of  paroxysmal  hypertension  (acute  por- 
phyria, acute  lead  poisoning,  clonidine  withdrawal, 
tetanus,  Guillain-Barre  syndrome,  factitious,  and  so 
forth)* 

Fortuitous  circumstances  simulating  pheochromocy- 
toma  such  as  coarctation  of  the  abdominal  aorta,  renal 
cyst,  and  adrenocortical  adenoma  with  hyperten- 
sion 

Differential  diagnosis  has  been  discussed  in  de- 
tail elsewhere.6  As  stated  at  the  outset,  the  preop- 
erative diagnosis  must  be  confirmed  by  demon- 
strating significant  elevations  of  catecholamines  or 
their  metabolites  in  the  urine  or  plasma.  A careful 
history  and  physical  examination  can  be  of  great 
value  in  deciding  which  patients  with  sustained  or 
paroxysmal  hypertension  to  screen  for  pheochro- 
mocytoma,  since  approximately  95  percent  are 
symptomatic. 

It  is  strongly  urged  that  all  symptomatic  patients 
with  sustained  or  paroxysmal  hypertension  be 
screened  unless  the  cause  of  their  hypertension  is 
known,  and  asymptomatic  patients  with  hyperten- 
sion of  unknown  cause  should  be  screened  if  they 
have  diseases  known  occasionally  to  exist  with 
pheoehromocytoma  or  abnormal  laboratory  findings 
that  may  be  caused  by  increased  circulating  cate- 
cholamines. 

The  disease  and  conditions  that  my  be  accompa- 
nied by  hypertension  and  occasionally  an  increased 
urinary  excretion  of  catecholamines  or  their  metab- 
olites, or  both,  have  been  asterisked  in  the  preceding 
list.  It  is  worth  emphasizing  that  if  the  physician 
encounters  clinical  manifestations  suggesting 
pheoehromocytoma  in  a person  having  access  to  a 
variety  of  vasopressor  drugs,  such  as  catecholamines, 
isoproterenol,  ephedrine,  and  metaraminol,  the  re- 
mote possibility  of  factitious  production  of  symp- 
toms, that  is,  pseudopheochromocytoma,  must  al- 
ways be  considered.29 

Finally,  the  extreme  importance  of  recognizing  the 
clinical  picture  of  hemorrhagic  necrosis  in  a pheo- 
chromocytoma  cannot  he  overstated.  This  condition 
may  present  itself  as  an  acute  abdomen  or  a cardio- 
vascular catastrophe,  and  without  prompt  institution 
of  appropriate  therapy  and  extirpation  of  the  tumor, 
the  patient  will  almost  certainly  die.  A high  index 
of  suspicion  is  fundamental  in  the  diagnosis  of  this 
rare  complication. 

Diagnosis 

Guidelines  for  screening  patients  for  pheochro- 
mocytoma  are  outlined  as  follows. 

All  symptomatic  hypertensive  persons,  sustained  or 

paroxysmal,  if  diagnosis  is  uncertain;  extremely  impor- 
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tant  in  patients  scheduled  for  surgery! 

All  patients  with  severe  hypertension,  retinopathy 
groups  3 and  4,  of  unknown  cause  or  hypertension  re- 
sistant to  therapy  if  diagnosis  is  uncertain! 

Perform  tests  particularly  on  patients  having  sus- 
tained or  paroxysmal  hypertension  with: 

Recurrent  attacks  of  aforementioned  symptoms 
and  signs,  even  if  hypertension  has  not  been 
demonstrated 

Severe  pressor  response  during 
Anesthesia  induction 
Surgery 
Angiography 
Parturition 

Antihypertensive  therapy,  especially  with  ganglionic 
blockers  or  guanethedine 
Unexplained  circulatory  shock 
During  anesthesia 

During  pregnancy,  delivery,  or  in  puerperium 
During  operation  or  postoperatively 
Following  administration  of  phenothiazine  drugs 
Family  history  of  pheochromocytoma,  even  in  the  ab- 
sence of  hypertension  and  asymptomatic 
Manifestations  of  diseases  or  syndromes  that  may 
coexist  (see  previous  list) 

Apparent  toxemia  of  pregnancy 
Unexplained  pyrexia 

Transient  abnormal  EKG  (electrocardiogram)  findings 
during  hypertensive  episodes 
X-ray  film  evidence  of  suprarenal  mass 
First-degree  (primary)  relatives,  that  is,  siblings  and 
children 

If  these  guidelines  are  utilized  by  the  physician 
to  screen  hypertensive  patients,  we  feel  confident 
that  the  diagnosis  of  pheochromocytoma  will  rarely, 
if  ever,  he  missed. 

Pheochromocytoma  “pearls.”  The  following 
outline  cites  several  facts  about  pheochromocytoma 
that  are  clinically  useful  and  worth  emphasizing. 

I.  The  5Hs 

A.  Hypertension 

B.  Headache 

C.  Hvperhvdrosis 

D.  Hypermetabolism 

E.  Hyperglycemia 

II.  95  percent  of  patients  will  have  one  or  more  of  the 
following. 

A.  Headache 

B.  Hvperhydrosis 

C.  Palpitation 

III.  Rough  rule  of  10 

A.  10  percent  familial 

B.  10  percent  bilateral  (adrenal;  adults  and  children 

combined) 

C.  10  percent  maligant 

D.  10  percent  multiple  (other  than  bilateral  adrenal; 

adults  and  children  combined) 

E.  10  percent  extra-adrenal  (adults  and  children 

combined) 

F.  10  percent  occur  in  children 

IV.  MEN-type  2 triad 

A.  Medullary  thyroid  carcinoma 

B.  Bilateral  familial  pheochromocytoma  (fre- 

quent) 


C.  Hyperparathyroidism  (about  50  percent  ) 

V.  MEN-type  3 sextet 

A.  Medullary  thyroid  carcinoma 

B.  Bilateral  familial  pheochromocytoma  (fre- 

quent) 

C.  Mucosal  neuromas 

D.  Thickened  corneal  nerves 

E.  Marfanoid  habitus 

F.  Alimentary  tract  ganglioneuromatosis  (very 

rarely,  hyperparathyroidism) 

VI.  The  4 Cs 

A.  Cholelithiasis 

B.  Cushing’s  syndrome  (rare) 

C.  Cutaneous  lesions 

I).  Cerebellar  hemangioblastoma  (rare) 

VII.  Pheochromocytoma  manifestations  may  appear 
during  pregnancy! 

The  two  types  of  multiple  endocrine  neoplasia 
that  may  be  associated  with  familial  pheochromo- 
cytoma have  been  grouped  separately  according  to 
their  pathologic  features  and  manifestations.  Also, 
four  conditions  that  occur  more  frequently  in  asso- 
ciation with  pheochromocytoma  than  in  the  general 
population  begin  with  the  letter  “c”  and  are  grouped 
together  as  a memory  aid. 

Laboratory  and  EKG  findings.  The  following 
laboratory  abnormalities  observed  in  some  patients 
may  be  helpful  clues  in  diagnosing  pheochromocy- 
toma; hyperglycemia,  impaired  glucose  tolerance, 
glycosuria,  hypermetabolism,  and  increased  free  fatty 
acids.  Rarely,  polycythemia  or  transitory  leukocy- 
tosis may  be  observed,  and  occasionally,  hyperreni- 
nemia  may  be  found.  Finally,  it  must  be  appreciated 
that  when  a patient  with  pheochromocytoma  has  an 
associated  condition,  other  abnormal  laboratory 
findings  may  be  reported.  For  example,  Cushing’s 
syndrome  is  characterized  by  elevations  of  serum 
ACTH,  elaborated  by  some  pheochromocytomas, 
plasma  cortisol,  and  urinary  steroids;  hyperpara- 
thyroidism is  accompanied  by  elevations  of  serum 
calcium  and  of  parathyroid  hormone  and  sometimes 
by  a decreased  serum  phosphate;  medullary  thyroid 
carcinoma  can  cause  elevations  in  serum  calcitonin, 
prostaglandin,  ACTH,  and  serotonin,  with  an  in- 
crease in  urinary  excretion  of  5-hydroxyindoleacetic 
acid  (5-HIAA),  the  principal  metabolite  of  sero- 
tonin. 

A wide  variety  of  abnormal  EKG  findings  have 
been  reported  in  patients  with  pheochromocytoma. 
Unfortunately,  they  are  nonspecific,  but  the  ap- 
pearance of  abnormal  EKG  results  during  paroxys- 
mal hypertension  and  their  reversibility  with  subsi- 
dence of  the  paroxysm  suggests  pheochromocytoma, 
especially  in  the  absence  of  another  cause.I. * * * * 6 

Pharmacologic  tests.  With  the  advent  of 
chemical  methods  for  detecting  excess  quantities  of 
catecholamines  or  their  metabolites  in  the  urine  or 
blood,  pharmacologic  tests  are  seldom  utilized  for 
diagnostic  purposes.  There  is  now  rarely  a need  for 
performing  a phentolamine  test;  when  a patient 
presents  himself  in  a hypertensive  crisis  or  in  a sus- 
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TABLE  II.  Effects  of  drugs  and  interfering  substances  on  concentrations  of  urinary  catecholamines  and  their 

metabolites* 


Upper  Limit 
of  Normal 

Catecholamine  or  Range  (Adult) 

Metabolite  (mg.  per  24  hours)  Effects  of  Drugs  and  Interfering  Substances 


Catecholamines 


Epinephrine 

0.02 

Norepinephrine 

0.08 

Total 

0.10 

Dopamine 

0.20 

Metanephrines 

Metanephrine 

0.4 

Normetanephrine 

0.9 

Total 

1.3 

VMA 

6.5 

t catecholamines*;  f drugs  containing  catecholamines;  f isoproteranol**;  t L- 
dopa;  t methyldopa;  t tetracyclines**;  t erythromycin**;  f 
chlorpromazine**;  t other  fluorescent  substances**  (for  example,  quinine, 
quinidine,  bile  in  urine);  ? t rapid  clonidine  withdrawal**;  f ethanol;  | 
fenfluramine  (large  doses)*** 

t catecholamines;  t drugs  containing  catecholamines;  f MAO  inhibitors***; 

? t rapid  clonidine  withdrawal;  f ethanol;  | diatrizoate  meglumine  and 
diatrizoate  sodium  (Renovist,  Renografin);  | fenfluramine  (large  doses) 
t catecholamines  (minimal  increase);  f drugs  containing  catecholamines 
(minimal  increase);  f L-dopa;  f nalidixic  acid**;  ? t rapid  clonidine 
withdrawal;  | clofibrate;  1 disulfiram;  1 ethanol;  J MAO  inhibitors; 
i fenfluramine  (large  doses) 


* As  determined  by  most  reliable  assays. 

* t = Increases  apparent  value. 

**  Probably  spurious  influence. 

**  ? = Uncertain  if  significant  increase  can  occur. 

***  i = Decreases  apparent  value. 
ttf  Monoamine  oxidase. 


tained  malignant  hypertensive  state,  however,  the 
blood  pressure  response  to  intravenous  phentolamine 
may  be  of  value  in  the  differential  diagnosis. 
False-positive  phentolamine  test  results  may  be  ob- 
tained in  some  patients  with  malignant  hyperten- 
sion. 

Occasionally,  a provocative  test,  with  glucagon  or 
histamine,  when  combined  with  chemical  quantita- 
tion of  urine  or  plasma  catecholamines  or  their  me- 
tabolites, can  prove  indispensable  in  the  diagnosis  of 
a paroxysmally  secreting  pheochromoevtoma.  Ad- 
equate precautions  to  counteract  hypertensive  crises, 
arrhythmias,  or  hypotension  must  always  be  ob- 
served in  performing  provocative  tests. 

In  our  experience,  histamine  has  been  the  most 
reliable  drug  for  provoking  a hypertensive  response 
in  patients  with  pheochromocytoma.  Since  side- 
effects  are  more  pronounced  with  histamine  than 
with  glucagon,  and  since  some  patients  with  pheo- 
chromocytoma may  respond  to  one  of  these  drugs 
and  not  to  the  other,  we  perform  a glucagon  test  ini- 
tially. If  the  response  to  glucagon  is  negative,  we 
then  perform  a histamine  test.  Our  experience  and 
that  at  the  Mayo  Clinic  has  indicated  that  provoca- 
tive tests  are  safe  if  performed  correctly  and  with 
proper  precautions.6  Provocative  tests  should  be 
performed  or  supervised  by  one  thoroughly  familiar 
with  the  procedure  and  preferably  in  a hospital  set- 
ting. 

Biochemical  tests.  The  sine  qua  non  for  preop- 
erative diagnosis  of  pheochromocytoma  is  demon- 
stration of  elevated  catecholamines  or  their  metab- 
olites, or  both,  in  urine  or  demonstration  of  elevated 
plasma  catecholamines.  Reliability  of  the  assay  is 
mandatory.  Exploratory  surgery  to  locate  a cate- 
cholamine-secreting tumor  without  chemical  con- 
firmation or  radiologic  evidence  of  a tumor  is  inde- 
fensible. 


There  should  be  no  problem  in  detecting  patients 
with  pheochromocytoma  who  exhibit  sustained  hy- 
pertension due  to  excessive  circulating  catechol- 
amines; they  will  invariably  have  elevated  plasma 
and  urinary  catecholamines  or  metabolites.  Rarely, 
however,  some  patients  have  normal  urinary  excre- 
tion of  catecholamines  and  their  metabolites  as  well 
as  normal  plasma  concentrations  of  catecholamines 
when  the  blood  pressure  is  normal.  When  evaluating 
these  latter  patients,  it  is  imperative  that  plasma  or 
urine  or  both  be  obtained  during  a hypertensive  pe- 
riod, either  occurring  spontaneously  or  induced  by 
a provocative  agent,  since  occasionally  a preoperative 
diagnosis  can  be  made  only  through  this  approach. 

Measurement  of  total  metanephrines,  that  is, 
metanephrine  plus  normetanephrine,  in  a 24-hour 
urine  specimen  is  favored  for  screening,  since  it  has 
proved  to  be  the  most  reliable  method  of  detecting 
pheochromocytoma;  more  than  95  percent  of  patients 
have  elevated  excretion  of  total  metanephrines. 
Furthermore,  quantitation  of  total  metanephrines 
is  comparatively  easy,  and  fewer  drugs  interfere  with 
its  assay  than  with  assays  of  urinary  catecholamines 
or  VMA  (vanilmandelic  acid).  Substances  that  can 
significantly  interfere  with  quantitation  of  urinary 
catecholamines  or  their  metabolites  are  listed  in 
Table  II,  which  also  cites  the  upper  limit  of  normal 
concentrations  in  adults.  It  is  essential  that  drugs 
that  significantly  alter  these  urinary  assays  be 
avoided,  preferably  for  one  week  before  urine  speci- 
mens are  collected  for  analysis.  Actually,  we  are 
unaware  of  any  patient  with  a pheochromocytoma 
in  whom  drug  therapy  lowered  the  excretion  rate  of 
the  catecholamines  or  their  metabolites  to  a normal 
range.  Severe  renal  insufficiency  may  conceivably 
result  in  markedly  impaired  excretion;  we  have  ob- 
served one  hypertensive  patient  with  a pheochro- 
mocytoma and  marked  renal  insufficiency  whose 
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urinary  excretion  of  catecholamines  and  total 
metanephrines  was  normal. 

Conditions  other  than  pheochromocytoma  that 
may  he  accompanied  by  significantly  increased  or 
decreased  excretion  of  catecholamines  and  their 
metabolites  are  listed  elsewhere.1’  These  conditions 
must  always  he  kept  in  mind  when  evaluating  the 
patient.  A point  worth  emphasizing  is  that  patients 
requested  to  collect  24-hour  urine  specimens  for 
assay  should  he  instructed  to  avoid  severe  stress,  for 
example,  prolonged  strenuous  physical  activity  or 
exposure  to  extreme  cold,  during  the  collection  pe- 
riod, since  stress  may  result  in  significantly  elevated 
levels  of  the  substances  assayed. 

The  diagnostic  accuracy  of  identifying  pheochro- 
mocytoma patients  by  determining  plasma  cate- 
cholamines with  fluorometric  or  radioenzymatic 
methods  has  been  substantiated.  Our  experience 
indicates  that  patients  with  sustained  hypertension 
can  invariably  be  detected  by  plasma  catecholamine 
assay.  However,  since  some  of  our  patients  with 
paroxysmal  hypertension  had  normal  plasma  cate- 
cholamine levels  when  their  blood  pressures  were 
relatively  normal,  it  is  essential  in  this  latter  group 
that  quantitation  be  performed  on  blood  sampled 
during  a paroxysm,  either  occurring  spontaneously 
or  induced  by  a physical  maneuver  or  a provocative 
drug. 

A noteworthy  finding  is  that  if  a significant  frac- 
tion of  urinary  catecholamines  is  epinephrine  or  its 
metabolite  metanephrine,  the  tumor  is  very  likely  to 
be  found  in  the  adrenal  gland.  Similarly,  elevated 
plasma  epinephrine  strongly  suggests  that  the 
pheochromocytoma  is  located  in  the  adrenal  area; 
rarely,  tumors  secreting  significant  amounts  of  epi- 
nephrine have  occurred  in  extra-adrenal  sites.6 

The  stress-provoking  conditions  and  diseases  other 
than  pheochromocytoma  that  cause  significant 
changes  in  the  urinary  excretion  of  catecholamines 
cause  similar  changes  in  their  concentrations  in 
plasma.  It  is  noteworthy  that  drugs  containing 
catecholamines  or  L-dopa  can  also  increase  the  cat- 
echolamine levels.  Fluorescent  substances,  for  ex- 
ample, tetracycline,  erythromycin,  quinine,  and 
quinidine,  and  chlorpromazine  can  cause  spurious 
elevations  with  fluorometric  methods  but  not  with 
the  isotope  procedures.  Although  isoproterenol, 
methyldopa,  and  L-dopa  have  been  reported  to  cause 
spurious  elevations  with  any  of  the  methods  used  to 
quantitate  plasma  catecholamines,6  methyldopa 
apparently  does  not  interfere  with  some  modifica- 
tions of  radioenzyme  methods.30  Advantages  and 
limitations  of  various  assays  have  been  discussed 
elsewhere.6 

Preoperative  location  of  pheochromocytoma. 

In  addition  to  demonstrating  increased  concentra- 
tions of  epinephrine  or  metanephrine  in  the  urine  or 
plasma,  suggesting  an  intra-adrenal  tumor,  radiog- 
raphy and  central  venous  blood  sampling  for  cate- 
cholamine assay  can  be  of  great  value  in  locating  the 
site  of  pheochromocytoma. 


In  one  series,  nephrotomography  was  successful 
in  locating  67  percent  of  abdominal  pheochromocy- 
tomas,  90  percent  of  which  were  intra-adrenal.12 
Angiography,  that  is,  aortography,  selective  arteri- 
ography, and  adrenal  phlebography,  is  an  excep- 
tionally valuable  radiographic  technique  for  locating 
pheochromocytomas.  This  technique  has  the  ad- 
vantage of  demonstrating  vascular  abnormalities  in 
intra-adrenal  as  well  as  in  many  extra-adrenal  tu- 
mors. Aortography  will  almost  always  demonst  rate 
adrenal  pheochromocytomas  that  are  large  and  well 
vascularized.  However,  in  some  cases,  only  selective 
arteriography  or  adrenal  phlebography  will  demon- 
strate the  tumor.  Initial  experience  suggests  that 
computerized  axial  tomography  is  as  reliable  as  an- 
giography in  detecting  adrenal  and  extra-adrenal 
pheochromocytomas.31  Angiography,  and  possibly 
computerized  axial  tomography,  may  be  of  great 
value  in  locating  tumors  in  the  thorax  and  neck. 
Oblique  chest  x-ray  films  should  be  obtained  rou- 
tinely in  any  patient  suspected  of  intrathoracic 
pheochromocytoma,  since  these  tumors  usually  are 
located  near  the  spine. 

Controversy  exists  as  to  whether  alpha-adrenergic 
blockade  should  he  induced  in  all  patients  suspected 
of  harboring  a pheochromocytoma  prior  to  angiog- 
raphy, to  avoid  hypertensive  crises  that  may  be 
precipitated  by  injection  of  contrast  media.  In  most 
instances  we  see  no  great  advantage  in  having  a pa- 
tient unblocked  during  angiographic  studies,  since, 
in  the  vast  majority,  an  abdominal  tumor  will  be 
detected  by  aortography  or  selective  arteriography. 
However,  a prior  negative  exploratory  laparotomy 
is  an  indication  for  avoiding  adrenergic  blockade, 
since  a hypertensive  response  during  selective  arte- 
riography can  sometimes  be  an  important  aid  in 
confirming  the  diagnosis  and  in  locating  the  tumor. 
Appropriate  precautions  must  be  taken  to  treat  hy- 
pertensive crises,  arrhythmias,  or  hypotension  if 
angiography  is  performed  in  the  unblocked  pa- 
tient. 

When  feasible,  vena  caval  catheterization  and 
central  venous  blood  sampling  for  catecholamine 
assay,  followed  by  adrenal  phlebography,  should  be 
performed  when  pheochromocytoma  has  not  been 
located  by  other  radiographic  procedures.  Central 
venous  sampling  can  be  particularly  helpful  when 
tumors  are  very  small,  multiple,  or  metastatic;  it 
usually  permits  exclusion  of  cervical  or  intrathoracic 
pheochromocytoma.  Although  we  have  not  found 
it  necessary  to  induce  alpha-adrenergic  blockade 
prior  to  venous  catheterization  for  the  purpose  of 
blood  sampling,  the  precautions  recommended  for 
angiography  in  the  unblocked  patient  should  be  ob- 
served. Very  rarely,  to  establish  the  diagnosis  it  may 
prove  crucial  to  assay  the  plasma  catecholamines  in 
the  inferior  vena  cava  above  the  level  of  the  tumor  or 
in  arterial  blood  during  a hypertensive  crisis  induced 
by  a provocative  drug;  peripheral  venous  concen- 
trations of  plasma  catecholamines  are  less  elevated 
than  those  in  vena  caval  and  arterial  blood. 
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Treatment 

Preoperative  evaluation  and  management. 

Expertise  and  teamwork  are  essential  to  successful 
management  of  pheochromocytoma,  and  surgical 
removal  is  the  only  curative  therapy.  Preoperatively, 
one  must  exclude  other  conditions  that  may  cause 
increased  excretion  of  catecholamines  and  their 
metabolites,  as  noted  earlier.  If  there  is  any  evidence 
suggestive  of  familial  pheochromocytoma,  it  is 
mandatory  to  ascertain  whether  or  not  medullary 
thyroid  carcinoma  or  hyperparathyroidism  is  also 
present.  Although  these  two  conditions  may  occa- 
sionally occur  in  patients  with  sporadic  pheochro- 
mocytoma, concurrence  of  the  two  conditions  is  al- 
most always  familial.  Treatment  of  these  conditions 
should  be  postponed  until  after  the  pheochromocy- 
toma has  been  removed. 

The  rare  occurrence  of  Cushing’s  syndrome  in 
patients  with  pheochromocytoma  requires  preop- 
erative evaluation,  but  ACTH  infusion  tests,  if  ever 
indicated,  should  be  performed  only  with  extreme 
caution  because  of  the  risk  of  severe  hypertensive 
crises.9 

The  possibility  that  malignant  pheochromocyto- 
mas  may  metastasize  must  be  kept  in  mind,  and 
metastatic  lesions  should  be  excluded  or  identified 
whenever  possible. 

Angiographic  studies  can  provide  the  surgeon  with 
a vascular  “road  map”  that  permits  rapid  and  ef- 
fective removal  of  the  tumor.  If  there  is  any  indi- 
cation of  pheochromocytoma  in  the  urinary  bladder, 
cystoscopy  should  be  carried  out  under  alpha-ad- 
renergic blockade. 

It  is  important  to  remember  that  any  diagnostic 
procedure,  including  abdominal  palpation,  that  en- 
tails even  a minor  degree  of  trauma  or  stress  should 
be  performed  with  caution  and  with  drugs  available 
to  treat  hypertensive  crises,  arrhythmias,  or  hypo- 
tension. 

Occasionally,  patients  with  pheochromocytoma 
may  present  with  acute  or  malignant  hypertension 
or  with  acute  abdominal  or  cardiovascular  compli- 
cations requiring  immediate  medical  and  surgical 
therapy.  In  managing  an  acute  hypertensive  crisis, 
either  before  or  during  surgery  or  induced  by  angi- 
ography or  a provocative  test,  we  usually  use  bolus 
injections  of  phentolamine,  giving  5 mg.  at  a time  but 
leaving  the  needle  and  syringe  in  place  so  that  if  there 
is  no  response  within  a minute  or  two  another  5 mg. 
can  be  given  and  repeated  unt  il  the  crisis  is  brought 
under  control.  Sometimes  20  mg.  or  more  of  phen- 
tolamine are  required  to  reduce  blood  pressure; 
however,  20  mg.  should  never  he  given  as  a bolus  for 
fear  of  inducing  hypotension  in  patients  sensitive  to 
the  drug.  Since  the  effect  of  phentolamine  is  tran- 
sient, it  may  be  necessary,  especially  during  sponta- 
neous crises  and  during  operation,  to  maintain  blood 
pressure  control  by  infusing  phentolamine  or  sodium 
nitroprusside,  usually  about  100  mg.  of  either  drug 
mixed  with  500  ml.  of  5 percent  dextrose  in  water,  at 


a rate  adequate  to  keep  the  blood  pressure  within  a 
relatively  normal  range.  In  the  presence  of  impaired 
renal  function  or  with  prolonged  infusion  of  nitro- 
prusside, the  thiocyanate  level  in  the  blood  should 
be  monitored,  since  concentrations  greater  than  10 
mg.  per  deciliter  may  cause  toxic  psychosis. 

Controversy  continues  to  revolve  around  preop- 
erative and  intraoperative  management.  Advocates 
of  preoperative  alpha-adrenergic  blockade  with 
phenoxybenzamine  continued  to  the  time  of  opera- 
tion argue  that  blockade  prevents  severe  clinical 
manifestations  in  the  preoperative  period,  reverses 
the  hypovolemia  that  is  frequently  present,  and 
promotes  a smooth  induction  of  anesthesia  and  a 
relatively  stable  blood  pressure  during  operation. 
Those  who  oppose  routine  preoperative  use  of 
phenoxybenzamine  up  to  the  time  of  operation  feel 
that  if  the  blockade  is  complete,  the  surgeon  will  not 
have  the  advantage  of  utilizing  increases  in  blood 
pressure  as  a guide  to  tumor  location  or  of  immedi- 
ately recognizing,  by  persistence  of  hypertension, 
that  another  tumor  may  be  present.  Except  in  rare 
circumstances  involving  very  severe  sustained  or 
paroxysmal  hypertension,  we  have  found  it  unnec- 
essary to  administer  phenoxybenzamine  preopera- 
tively. Although  we  do  not  strongly  oppose  preop- 
erative use  of  phenoxybenzamine  in  moderate  dos- 
age, especially  if  sustained  hypertension  or  parox- 
ysmal attacks  are  very  severe  or  if  the  patient  is 
precariously  ill,  we  feel  that  complete  blockade  is 
cont  raindicated,  especially  when  the  location  of  the 
tumor  is  uncertain  or  when  the  likelihood  of  en- 
countering multiple  tumors  is  anticipated.  To  in- 
duce alpha-adrenergic  blockade  preoperatively  or 
before  angiography  or  cystoscopy,  we  recommend 
starting  with  10  mg.  of  phenoxybenzamine  twice 
daily  and  increasing  the  dosage  with  gradual  incre- 
ments, usually  to  20  to  40  mg.  two  or  three  times  a 
day,  until  an  opt  imal  dosage  is  obtained  as  judged  by 
blood  pressure  control. 

Prazosin  hydrochloride  selectively  blocks  post- 
synaptic  alpha  receptors  and  has  been  shown  to  be 
effective  in  controlling  hypertension  due  to  pheo- 
chromocytoma.32 Pat  ients  with  pheochromocytoma 
are  frequently  unusually  sensitive  to  prazosin  so  that 
we  recommend  starting  with  1 mg.  which  may  control 
the  hypertension  for  8 to  12  hours.  It  is  not  unusual 
for  severe  pheochromocytic  hypertension  to  be  con- 
trolled with  1 or  2 mg.  of  prazosin  two  or  three  times 
daily.30  Prazosin  can  be  used  for  preoperative 
alpha-adrenergic  blockade  and  probably  will  become 
the  drug  of  choice  if  further  experience  confirms  the 
initial  impression  that  it  produces  fewer  side-effects 
and  is  just  as  effective  as  phenoxybenzamine. 

Preoperative  beta-adrenergic  blockade  with  pro- 
pranolol is  indicated  in  the  presence  of  persistent 
tachycardia  or  arrhythmias  that  appear  hazardous 
or  in  the  presence  of  angina  pectoris,  provided  there 
are  no  contraindications  to  the  use  of  this  drug. 
However,  propranolol  should  never  be  given  to  a 
patient  with  pheochromocytoma  without  first 
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creating  alpha-adrenergic  blockade,  since  beta 
blockade,  even  in  the  presence  of  alpha  blockade, 
may  significantly  elevate  the  blood  pressure. 

To  induce  beta  blockade,  10  mg.  of  propranolol  is 
given  twice  daily  and  increased  by  10-mg.  increments 
every  day  or  two,  usually  to  40  mg.  two  or  three  times 
daily,  until  the  tachycardia  and/or  arrhythmia  is 
controlled.  The  intravenous  administration  of  a 
bolus  of  propranolol,  0.1  to  1 mg.  or  lidocaine,  50  to 
100  mg.,  may  be  required  to  correct  significant  ar- 
rhythmias.6 

Labetalol,  a drug  with  both  alpha-  and  beta-ad- 
renergic blocking  action,  was  reported  to  be  effective 
when  given  orally  or  intravenously  in  controlling 
blood  pressure  and  clinical  manifestations  in  four  of 
five  patients  with  pheochromocytomas.33 

It  should  be  mentioned  that  in  expert  hands  the 
operative  mortality  rate,  which  has  ranged  between 
0 and  3.3  percent,  does  not  appear  to  have  been  in- 
fluenced by  preoperative  alpha-  and  beta-adrenergic 
blockade.6 

Certain  drugs,  such  as  morphine  and  the  pheno- 
thiazines,  should  be  avoided  in  patients  with  pheo- 
chromocytoma,  since  they  may  precipitate  hyper- 
tensive crises  or  hypotension.  If  bilateral  adrenal- 
ectomy is  anticipated,  appropriate  steroid  replace- 
ment therapy  should  be  instituted  before  the  patient 
is  anesthetized  6 

Operative  management.  Careful  monitoring  of 
arterial  pressure,  electrocardiograms,  and  central 
venous  pressure  is  crucial  to  successful  intraoperative 
management.  Intubation  must  be  performed  with 
appropriate  premedication.  Currently,  enflurane 
appears  to  be  the  most  desirable  anesthetic  agent.6 

Prompt  control  of  hypertensive  crises  and  ar- 
rhythmias during  operation  is  critical;  appropriate 
use  of  phentolamine,  sodium  nitroprusside,  pro- 
pranolol, lidocaine,  and  volume  expanders  has  been 
discussed  in  detail  elsewhere  6 Of  paramount  im- 
portance in  preventing  postoperative  hypotension 
is  preoperative  and  intraoperative  correction  of  blood 
volume  deficits;  vasopressor  agents  are  rarely  indi- 
cated for  postoperative  hypotension. 

The  anterior  transperitoneal  approach  is  manda- 
tory when  operating  for  an  intra-abdominal  pheo- 
chromocytoma,  since  these  tumors  may  be  multiple 
and  extra-adrenal  in  location.  Although  operative 
techniques  of  exposure  and  tumor  removal  are  quite 
similar,  surgical  strategy  varies  somewhat.  The 
desirable  strategy,  we  believe,  is  immediate  ligation 
of  tumor  vasculature  followed  by  extirpation  and 
thorough  exploration  for  residual  tumors.6  Because 
of  the  high  incidence  of  coexisting  cholelithiasis,  the 
gallbladder  should  be  carefully  examined  during 
exploration. 

Pheochromocytomas  of  the  neck  and  chest  require 
specialized  surgical  techniques,  but  preoperative, 
intraoperative,  and  postoperative  management  is 
similar  to  that  described  for  intra-abdominal  tumors. 
Management  of  the  pregnant  patient  depends 


somewhat  on  the  duration  of  the  pregnancy  at  the 
time  a diagnosis  of  pheochromocytoma  is  made.  In 
early  pregnancy,  extirpation  of  the  tumor  has  been 
recommended,  whereas  in  the  later  months  of  preg- 
nancy, some  feel  that  patients  may  be  treated  with 
adrenergic  blocking  agents  as  indicated  until  close 
to  term.34  In  general,  we  consider  it  advisable  to 
remove  a pheochromocytoma  as  soon  as  it  is  dis- 
covered, regardless  of  the  duration  of  pregnancy. 
But  if  the  pregnancy  is  carried  to  term,  we  recom- 
mend cesarean  section  with  tumor  extirpation 
without  allowing  the  patient  to  undergo  the  stress  of 
vaginal  delivery.6 

Postoperative  observation  and  follow-up. 

Monitoring  and  close  observation  should  be  contin- 
ued postoperatively  until  the  patient’s  condition  is 
stable.  Bleeding  at  the  operative  sites  may  well  be 
the  cause  of  postoperative  hypotension.  Postoper- 
ative hypertension  may  result  from  fluid  overload, 
pain,  a residual  pheochromoctyoma,  or  inadvertant 
ligation  of  a renal  artery.  Severe  hypoglycemia, 
sometimes  causing  central  nervous  system  manifes- 
tations with  coma,  has  been  reported  in  several  pa- 
tients within  two  hours  postoperatively;  it  is  a tran- 
sient phenomenon,  perhaps  due  to  increased  insulin 
release  and  should  be  treated  with  infusion  of  dex- 
trose in  water.35,36 

The  five-year  survival  rate  for  patients  with  benign 
tumors  is  96  percent,  whereas  it  drops  to  44  percent 
for  patients  with  malignant  pheochromocytomas.12 
Approximately  75  percent  of  patients  are  normo- 
tensive  following  surgical  removal,  while  the  re- 
mainder show  sustained  hypertension  without  evi- 
dence of  residual  tumor.  The  cause  of  this  sustained 
hypertension  remains  uncertain. 

Chronic  medical  management.  If  a pheochro- 
mocytoma has  metastasized  or  cannot  be  totally  re- 
sected, one  must  remove  as  much  of  the  tumor  as 
possible  to  reduce  functioning  tissue  to  a minimum. 
Radiotherapy  and  chemotherapy  have  been  rela- 
tively ineffective.  By  blocking  peripheral  effects  of 
catecholamines,  chronic  medical  treatment  with 
phenoxybenzamine  has  proved  very  successful  in 
controlling  blood  pressure  and  manifestations  of 
excessive  circulating  catecholamines,  although  it  does 
not  influence  growth  of  a pheochromocytoma.  It 
would  be  more  rational  to  use  a drug  that  would 
prevent  or  markedly  decrease  tumor  synthesis  of 
catecholamines.  Alpha-methyl-p-tyrosine  has  been 
used  effectively  to  decrease  synthesis  of  catechol- 
amines in  patients  with  pheochromocytoma;  unfor- 
tunately it  can  cause  serious  side-effects  and  is  not 
available  except  as  an  experimental  drug.6 
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I luicrprv'aiiun 

QUESTION  286.  The  patient  was  an  84-year-old  female  who  was  admitted  three  days  before  the  top  tracing,  with  sudden 
onset  of  chest  pain.  The  patient  had  elevated  cardiac  enzymes.  The  lower  tracing  was  taken  two  days  later  following 
another  bout  of  chest  pain.  What  is  the  interpretation? 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  285.  The  QRS  is  wide,  0.11  second,  with 
a slurred  S in  lead  I and  slurred  R in  lead  III,  com- 
patible with  right  bundle  branch  block. 

P waves  are  present  before  beats  3 and  4 and  6 and 
7,  and  the  interval  between  the  P waves  is  identical. 
The  P-R  interval  in  these  beats  is  0.26  to  0.27  second, 
indicating  first-degree  A-V  (atrioventricular)  block. 
The  fifth  heat  is  early.  The  T wave  of  the  fourth  beat 
is  taller  and  sharper  than  the  T waves  of  beats  3 and 
6,  indicating  the  presence  of  a premature  P wave 
superimposed  on  the  T wave  of  beat  4.  It  is  followed 
in  0.36  second  by  beat  5. 

There  is  a pause  after  beat  7.  However  the  T wave 
of  beat  7 is  also  peaked  and  deformed  owing  to  a 
premature  P wave.  However,  this  atrial  premature 
depolarization  is  blocked  and  not  followed  by  a QRS 
complex.  Beat  8 is  a junctional  escape  beat.  The 
initial  0.04  second  of  beat  8 is  deformed  by  a positive 
wave,  a sinus  P wave,  best  seen  in  leads  II  and  III. 
This  sinus  P wave  is  not  conducted  since  it  occurs 
simultaneously  with  the  junctional  escape  beat. 

The  rhythm  is  sinus  with  first-degree  A-V  block. 


There  are  atrial  premature  depolarizations,  some  of 
which  are  blocked.  Atrial  premature  depolarizations 
often  have  a prolonged  P-R  interval  if  they  occur 
during  the  partially  refractory  period  of  the  A-V 
nodal  conduction  system,  beats  5 and  11.  If  the  A-V 
node  is  completely  refractory,  the  atrial  premature 
depolarization  is  blocked. 

Question  286.  The  top  tracing  reveals  regular 
sinus  rhythm  at  a rate  of  85  beats  per  minute.  Ex- 
cept for  widening  to  0.10  to  0.11  second,  the  QRS 
complexes  are  normal.  There  is  S-T  elevation  with 
upward  bowing  followed  by  negative  T waves  in  leads 
II,  III,  and  aVf.  There  are  depressed  S-T  segments 
in  leads  I,  L,  V2,  and  V3.  The  T wave  is  inverted  in 
leads  II  and  V4  to  Vr.  These  changes  are  compatible 
with  inferolateral  infarction  even  in  the  absence  of 
Q waves. 

The  lower  tracing  reveals  sinus  rhythm  at  a rate  of 
96  beats  per  minute.  There  is  further  elevation  of 
the  S-T  segment  in  leads  III  and  aVf,  and  depression 
in  leads  I and  aVl,  Vi,  V2,  and  V3.  Deep  Q waves 
have  replaced  the  initial  R waves  in  leads  III  and  aVf. 
The  QRS  complex  in  leads  V4  to  V6  has  become 
notched  and  the  voltage  markedly  decreased.  These 
changes  indicate  an  “extension”  or  new  infarction  in 
the  inferolateral  region  of  the  myocardium.  The 
QRS  complexes  in  leads  I,  L,  V5,  and  V6  resemble  left 
bundle  branch  block. 

Clinically,  the  patient  had  a recurrence  of  fever  and 
another  rise  in  her  cardiac  enzymes. 


Unproved  hypothesis: 
alcoholism  is  a disease 

The  hypothesis  that  excessive  indulgence  in  alcohol  is 
simply  a manifestation  of  a preexist  ing  disease  may  appeal 
to  the  alcoholics  themselves  as  well  as  those  who  profit  from 
selling  alcoholic  beverages.  Although,  numerous  studies 
have  not  supported  this  hypothesis,  it  has  had  wide  ac- 
ceptance, possibly  because  of  constant  repetition  in  the 
press  and  electronic  media.  In  his  introductory  remarks, 
the  author  notes  that  in  medicine,  difficulties  arise  when 
hypotheses  are  accepted  without  adequate  supporting 
evidence  or  are  rejected  in  the  face  of  substantial  proof. 


This  may  he  a consequence  of  failing  to  make  any  attempt 
to  prove  hypotheses,  performing  unsatisfactory  tests, 
contradictory  findings  from  what  appear  to  be  adequate 
tests,  or  downright  refusal  to  accept  facts  not  in  agreement 
with  preconceived  notions.  A common  error  results  from 
testing  a substitute  hypothesis  for  the  real  one  because  the 
former  is  in  the  investigator’s  range  of  capability.  Clearly, 
to  make  any  progress  in  the  prevention  and  cure  of  alco- 
holism, it  must  be  known  whether  the  major  factor,  alco- 
holic intake,  is  the  cause  or  the  result  of  the  disease. 
Without  such  a fundamental  approach  to  the  problem,  any 
other  seems  irrational.  Dawber,  4’.  R.:  New  England  J. 
Med.  299:  452  (Aug.  31)  1978. 
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Disorganized  Shoulder  Joint 


Elucidation 


This  52-year-old  woman  had  undergone  a radical 
mastectomy  for  a carcinoma  of  the  right  breast  six 
years  prior  to  this  presentation.  Following  mastec- 
omy,  she  had  an  unknown  dose  of  radiation  to  the 
right  anterior  chest,  supraclavicular  area,  and  axilla. 
Ewing1  was  one  of  the  first  authors  to  use  the  term 
“radiation  osteitis”  in  describing  the  skeletal  changes 
following  radiation  therapy.  The  changes  in  bones 
subsequent  to  radiation  may  range  from  osteopenia 
through  atrophy  of  bone  to  osteonecrosis,  and 
eventually  a few  of  them  may  even  develop  sarco- 
matous changes.  The  soft  tissue  abnormalities  fol- 
lowing radiation  include  fibrosis,  atrophy,  dystrophic 
calcification,  and  even  ossification.  The  changes  in 
the  joints  have  not  been  adequately  reported,  al- 
though it  is  common  knowledge  that  atrophy  of  the 
cartilage  often  accompanies  irradiation  of  the  joint 
leading  to  eventual  degenerative  joint  disease.  In  the 
present  case,  the  changes  in  the  right  shoulder  fol- 
lowing radiation  therapy  are  those  of  Charcot  ar- 
thropathy encountered  generally  in  various  neuro- 
logic disorders.  The  arthropathy  resulted  from  a 
combination  of  factors  including  neural,  cartilagi- 
nous, and  osseous  injury. 2,3 

Charcot  in  1868  described  a group  of  arthritides 
associated  with  locomotor  ataxia  and  hemiplegia. 
Absence  of  cardinal  signs  of  inflammation  in  the  in- 
volved joints  was  emphasized.2’3  The  absence  of  pain 
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History 

A 52-year-old  woman  had  a flail  right  shoulder. 
The  past  history  included  a radical  mastectomy 
on  the  right  side  followed  by  radiation  therapy. 

was  attributed  to  joint  anesthesia  in  subjects  affected 
with  tabes  dorsalis.  Subsequently,  Charcot  type  of 
joint  has  been  found  in  various  other  disorders  such 
as  syringomyelia,  cerebrospinal  disorders,  and  pe- 
ripheral neuropathies,  such  as  leprosy,  diabetes, 
neurofibromatosis,  congenital  indifference  to  pain, 
analgesic  therapy  such  as  steroids,  and  in  advanced 
cases  of  degenerative  joint  disease  and  calcium  py- 
rophosphate crystal  deposition.2-3  Added  to  this  list 
is  postradiation  arthropathy. 

The  radiologic  criteria  of  Charcot  arthropathy 
have  been  well  established.2,3  In  the  initial  stages,  the 
findings  may  resemble  degenerative  joint  disease. 
However,  degenerative  joint  disorder  occurs  in  the 
joints  where  there  is  a great  deal  of  physiologic  stress 
and  strain,  as  in  weight-bearing  joints.  Whenever 
radiologic  findings  of  degenerative  joint  disease  are 
encountered  at  a nonweight-bearing  joint,  another 
primary  etiologic  factor  should  be  considered.  The 
articular  changes  progress  in  course  of  time,  and  a 
classic  picture  of  Charcot  arthropathy  is  manifest. 
The  absence  of  para-articular  osteoporosis  despite 
radiation  therapy  is  significant.  This  finding  is  due 
to  continued  use  of  the  joint  despite  the  limitation 
of  pain.  Patchy  areas  of  atrophy  with  subchondral 
bony  sclerosis  and  reactive  new  bone  formation  are 
added  characteristics.  Multiple  microfractures  of  the 
articular  ends  of  bones  result  in  new  bone  production. 
Thinning  and  atrophy  of  the  articular  cartilages  lead 
to  fragmentation  of  bone  and  subsequent  loose  body 
formation.  Synovium  is  markedly  thickened,  and 
at  times  large  quantities  of  effusion  may  also  be  ob- 
served. In  advanced  cases,  the  joint  is  discombob- 
ulated  with  a great  deal  of  osseous  debris,  dystrophic- 
calcifications,  and  ossifications  in  the  soft  tissues. 
The  degree  of  disorganization  of  the  joint  and  soft 
tissue  changes  depend  on  the  stage  of  the  disorder. 

Diagnosis 

Charcot  arthropathy,  post  radiation 
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Anorectal  infections  with  Neisseria  gonorrhoeae 
constitute  a major  component  of  the  asymptomatic 
reservoir  of  gonococcal  disease.  For  many  years, 
primary  attention  was  focused  on  genital  orifices, 
leaving  anorectal  gonorrhea  a seldom-recognized 
reservoir  of  infection.  It  is  possible  that  one  of  the 
reasons  that  eradication  of  gonorrhea  failed  in  the 
late  1940s  after  the  advent  of  penicillin  is  that  there 
existed  a lack  of  information  and  knowledge  con- 
cerning extragenital  infections.1  Epidemiologic  data 
have  demonstrated  the  importance  of  anorectal  in- 
fections in  the  spread  of  this  disease.  This  article  is 
devoted  to  anorectal  gonorrhea. 

The  first  description  of  anorectal  gonorrhea  was 
in  1801  by  Hecker,  78  years  before  the  gonococcus 
was  first  isolated  by  Neisser  in  1879.2  In  1884, 
Bumm  first  demonstrated  the  gonococcus  in  smears 
taken  from  the  rectum. 

Harkness  in  19483  divided  rectal  gonorrhea  into 
two  types.  Primary  anorectal  gonorrhea  is  con- 
tracted by  direct  sexual  inoculation  or  following  the 
use  of  contaminated  thermometers,  enema  nozzles, 
and  so  forth.  Secondary  anorectal  gonorrhea  occurs 
in  women  as  a complication  of  genitourinary  infec- 
tion.3 Primary  infection  is  most  common  in  homo- 
sexual men  but  also  occurs  in  women  who  practice 
rectal  intercourse.  In  women,  secondary  disease  can 
be  caused  by  infectious  vaginal  discharge  contami- 
nating the  anorectal  mucosa,  giving  rise  to  gonococcal 
proctitis. 


Catterrall  in  19624  divided  rectal  gonorrhea  into 
three  types:  acute  symptomatic,  subacute  symp- 
tomatic, and  asymptomatic.4 

Incidence  and  prevalence 

It  has  been  estimated  that  between  20  and  63 
percent  of  women  with  cervical  gonorrhea  also  have 
rectal  gonorrhea,  but  less  than  20  percent  have  only 
anorectal  gonococcal  infections.5  This  wide  variance 
in  percentage  can  be  attributed  to  differences  in  the 
sexual  habits  of  various  populations.  Up  to  75  per- 
cent of  women  with  positive  cultures  acknowledge 
having  had  rectal  intercourse.6 

Anorectal  gonorrhea  occurs  frequently  in  homo- 
sexual males.  It  is  estimated  that  28  to  55  percent 
of  homosexual  men  attending  social  hygiene  clinics 
have  rectal  gonorrhea. 1,5,6 

Signs  and  symptoms 

Acute  symptomatic  anorectal  gonorrhea  consists 
of  severe  anal  discharge,  burning  pain  in  the  rectum, 
blood  and  mucus  in  the  stool,  and  extreme  pain  on 
defecation.  Tenesmus  may  also  be  present.4,7 
Anoscopic  examination  shows  the  rectal  wall  having 
red  edematous  mucus  bathed  in  profuse  pus,  which 
bleeds  easily.  Patients  with  subacute  symptomatic 
anorectal  gonorrhea  present  anal  and  perianal  itch- 
ing, mild  fecal  and  purulent  staining  of  the  under- 
wear, and  mucus  in  the  stool.  On  anoscopy  the  rectal 
mucosa  shows  patchy  erythema,  with  adherent 
streaky  mucus  or  mucopus  in  strands  on  the  rectal 
wall.  The  asymptomatic  type  is  completely  void  of 
signs  and  symptoms.  The  rectal  mucosa  usually 
appears  normal.  Two  thirds  of  the  patients  with 
anorectal  gonorrhea  may  be  asymptomatic.4 

Diagnosis 

A cotton-tipped  applicator  is  inserted  about  one 
inch  into  the  rectum  to  obtain  material  from  the 
rectal  wall.  If  fecal  contamination  occurs,  the  ap- 
plicator should  be  discarded  and  a new  one  inserted 
for  culture.  The  use  of  an  anoscope  is  advisable, 
especially  in  symptomatic  patients,  since  the  prac- 
titioner can  observe  signs  of  the  disease  and  can  di- 
rectly collect  any  discharge  if  present.  The  appli- 
cator is  then  rolled  on  a slide.  A second  specimen 
should  be  taken  and  inoculated  directly  onto  a go- 
nococcal selective  medium.  If  anoscopy  is  per- 
formed, the  culture  specimen  should  be  taken  before 
the  insertion  of  the  anoscope,  since  surgical  jellies 
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used  for  the  insertion  of  the  anoscope  can  be  toxic  to 
N.  gonorrhoeae. 

The  slide  is  Gram  stained  and  observed  under  oil 
immersion.  It  is  necessary  to  scan  the  entire  slide, 
since  it  is  usually  filled  with  large  amounts  of  debris 
and  nongonococcal  rectal  flora. 

Blind  rectal  smears  have  a sensitivity  range  of 
about  30  to  48  percent.8’9  The  appearance  of 
gram-negative  diplococci  inside  a polymorphonuclear 
leukocyte  constitutes  a positive  slide  result.  How- 
ever, in  some  instances  of  anorectal  gonorrhea, 
smears  do  not  demonstrate  intact  white  cells.  What 
is  sometimes  observed  is  gonococci  adjacent  to  poly- 
morphonuclei  of  white  cells.  The  cell  membrane  of 
the  white  cell  is  either  fragmented  or  absent.10 

In  all  cases  the  results  of  the  culture  and  sugar 
fermentation  tests  proving  the  presence  of  N.  go- 
norrhoeae confirms  the  diagnosis  of  gonococcal 
proctitis. 

Differential  diagnosis 

Luminal  pus  is  a manifestation  of  gonococcal 
proctitis,  but  it  can  also  be  a sign  of  ulcerative  colitis. 
When  abnormalities  extend  beyond  the  rectum,  ul- 
cerative colitis  should  be  considered;  gonococcal 
proctitis  does  not  ordinarily  extend  beyond  the  rec- 
tum. ' Other  possible  disease  states  which  can  mimic 
symptomatic  gonococcal  proctitis  are:  amebiasis; 
syphilis;  granuloma  inguinale;  chancroid;  lympho- 
granuloma venereum;  chlamydial  proctitis;  giardi- 
asis; carcinoma  of  the  rectum;  radiation  and  drug- 
induced  proctitis;  and  mechanically  induced  proc- 
titis.4’5’11 However,  in  all  cases,  gonococcal  cultures 
must  be  performed  when  symptoms  and  signs  are 
indicative  of  rectal  gonorrhea.  It  is  quite  possible  for 
a patient  with  another  anal  sexually  transmitted 
disease  to  also  contract  anorectal  gonorrhea. 

Complications 

Rectal  stricture  is  the  most  serious  local  compli- 
cation of  gonococcal  proctitis.  Since  the  advent  of 
antibiotics  this  condition  is  rare.5  Other  local  com- 
plications include  the  following:  anal  fistulas;  fis- 
sures; and  perianal  abscess.  In  homosexual  men, 
condylomata  acuminata  are  often  found  in  associa- 
tion with  anorectal  gonorrhea.  Although  rare,  dis- 
seminated gonorrhea  with  gonococcemia  can  occur 
after  an  infection  of  anorectal  gonorrhea.3-5 

Treatment 

Treatment  for  uncomplicated  rectal,  cervical,  or 
urethral  gonorrhea  as  recommended  by  the  City  of 
New  York  Department  of  Health,  Bureau  of  Vene- 
real Disease  Control,  is  as  follows: 

1.  APPG  (aqueous  procaine  penicillin  G),  4.8  mil- 
lion units  intramuscularly  divided  into  two  doses  and 
injected  into  each  buttock  at  one  visit,  plus  1 Gm.  of 
probenecid  orally  prior  to  the  injection. 

2.  Ampicillin,  3.5  Gm.  with  1 Gm.  of  probenecid 


TABLE  I.  Anorectal  gonorrhea 


Category 

Description 

Etiologic  agent 

N.  gonorrhoeae 

Incubation  period 

Difficult  to  determine  because  of 
asymptomatic  nature. 

Symptoms 

Often  asymptomatic  or  anal  pruritis; 
burning  pain  in  anorectum;  pain  on 
defecation;  tenesmus;  pus  in  stools. 

Signs 

Mucosa  may  be  normal  or  edema  and 
erythema  of  rectal  mucosa;  infiltration 
or  erosion  of  mucous  membrane; 
purulent  exudate  on  rectal  walls  and  in 
columns  of  Morgagni;  anal  fissuring. 

Diagnosis 

Treatment 

Rectal  culture  inoculated  onto 
gonococcal  selective  medium  such  as 
MTM*  or  NYC*;  direct  smear 
examination.  Presence  of  gram- 
negative intracellular  diplococci  within 
polymorphonuclear  leukocytes; 
confirmation  of  culture  examination 
by:  (A)  carbohydrate  fermentation 
reaction,  (B)  fluorescent  antibody 
stained  smears. 

Penicillins 

APPG,  4.8  million  units  intramuscularly 
plus  probenecid,  1 Gm.  orally,  APPG 
injected  at  two  sites;  or  ampicillin,  3.5 
Gm.  orally  plus  probenecid,  1 Gm. 
orally. 

Penicillin-  or 

Tetracycline,  0.5  Gm.  orally,  four  times  a 

probenecid-allergic 

day  for  five  days;  or  spectinomycin 

patients 

hydrochloride,  2 Gm.  intramuscularly 
in  one  injection. 

Follow-up 

Test-of-cure  cultures  one  to  two  weeks 
after  completion  of  therapy. 

* Modified  Thayer-Martin. 
t New  York  City. 


orally  in  liquid  suspension  or  capsules  or  tablets. 

3.  Spectinomycin  hydrochloride  2 Gm.  intramus- 
cularly in  one  injection. 

4.  Tetracycline,  0.5  Gm.  four  times  a day  for  five 
days.  Total  dosage:  12  Gm. 

Spectinomycin  has  been  generally  thought  of  as 
the  treatment  of  choice  in  individuals  who  are  allergic 
to  penicillin,  since  it  cures  the  patient  in  one  visit  and 
avoids  the  compliance  problem  of  a five-day  oral 
tetracycline  regimen.  However,  a recent  study  of  125 
cases  of  anorectal  gonococcal  infection  that  were 
treated  with  spectinomycin  in  New  York  City  vene- 
real disease  clinics  showed  a failure  rate  of  7.5  per- 
cent.12 Consequently,  the  Bureau  recommends  that 
tetracycline  be  used  in  all  patients  in  whom  the 
clinician  feels  compliance  is  not  a problem. 

Control 

Anorectal  gonorrhea  is  an  important  reservoir  of 
gonococcal  infection.  The  large  number  of  asymp- 
tomatic patients  presents  a particularly  difficult 
problem  in  reducing  the  pool  of  gonococcal  infec- 
tions. 

Female  and  male  sexual  contacts  to  men  with 
urethral  infections  should  be  cultured  rectally  and 
epitreated  with  a full  recommended  dose  of  antibi- 
otics. Patients  found  positive  for  gonococcal  proc- 
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titis  should  have  a test-of-cure  culture  performed  7 
to  14  days  after  completion  of  treatment. 

Women  being  examined  for  gonorrhea  should  al- 
ways be  cultured  rectally,  as  well  as  cervically,  since 
simultaneous  cervical/rectal  culturing  improves  the 
diagnostic  yield.  Women  infected  cervically  should 
have  both  a rectal  and  a cervical  test-of-cure  culture. 
Multiple-site  culture  testing  is  necessary,  for  often 
the  usual  treatment  cures  the  cervical  infection  while 
the  rectal  infection  responds  less  efficaciously  to 
therapy.  The  presence  of  penicillinase-producing 
organisms  in  the  rectal  area,  a larger  mucosal  surface, 
and  colonization  of  the  rectal  crypts  by  the  gonococci 
may  account  for  the  decreased  effect  of  antibiotics 
in  rectal  infections. 

In  all  cases,  it  is  important  to  use  the  proper  diag- 
nostic techniques  and,  if  infection  is  encountered,  to 
use  an  adequate  treatment  regimen.  Test-of-cure 
cultures  are  important  because  treatment  failures 
can  occur. 

Table  I summarizes  the  salient  facts  about  ano- 
rectal gonorrhea. 

8100  Bay  Parkway 
Brooklyn,  New  York  11214 
(DR.  FELMAN) 


Public  pleased  with  health  care 
but  concerned  over  rising  costs 

Over  the  past  three  years  surveys  have  demonstrated 
very  high  levels  of  public  satisfaction  with  access  to  and 
quality  of  U.S.  health  care,  but  intense  concern  about  rising 
costs  of  care. 

This  is  the  major  finding  of  the  fourth  survey  of  public 
attitudes  toward  health  care  issues  conducted  by  the  Gal- 
lup Organization  for  the  American  Medical  Association. 
Results  are  published  in  the  Impact  Section  of  American 
Medical  News,  the  AMA’s  newspaper  for  physicians,  of 
November  23. 

The  survey,  conducted  in  August,  1979,  found  that  about 
half  of  the  public  feel  they  would  not  be  able  to  afford  the 
medical  cost  of  a major  illness,  and  one  in  three  expresses 
a lack  of  confidence  in  ability  to  pay  the  usual  family 
medical  expenses. 

Concern  for  rising  costs  is  reflected  in  growing  support 
for  national  health  insurance.  Some  67  percent  of  the 
public  feel  there  is  a need  for  national  health  insurance. 
This  includes  42  percent  who  would  support  national 
health  insurance  even  if  it  means  increasing  taxes. 

Over  each  of  the  past  three  years,  large  majorities  of  the 
population  were  very  or  fairly  satisfied  both  with  the 
quality  of  medical  care  received  on  their  last  visit  to  a 
physician  (88  percent)  and  the  time  required  for  an  ap- 
pointment (83  percent). 
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Over  the  past  decade,  the  Gallup  Organization  found, 
public  confidence  in  all  institutions  associated  with  health 
care — government,  labor,  the  private  sector,  and  the 
AMA — has  declined.  Since  1971,  confidence  in  the  Fed- 
eral government  to  propose  fair  and  workable  health  care 
policies  has  declined  from  58  percent  to  48  percent. 
Confidence  in  the  AMA  in  the  same  years  dipped  from  74 
percent  to  62  percent. 

A parallel  survey  sought  the  opinions  of  American  phy- 
sicians on  health  care  issues.  Conducted  by  Market 
Opinion  Research,  the  third  survey  in  an  annual  series 
found  in  September,  1979,  that  physicians  agreed  with 
their  patients  that  cost  of  health  care  is  the  major  problem 
facing  American  medicine. 

The  physicians  also  expressed  concern  over  government 
involvement  in  medicine.  Two  years  ago  53  percent  of 
physicians  perceived  need  for  national  health  insurance. 
This  fall  the  figure  had  dropped  to  38  percent.  About  one 
fourth  of  respondents  (22  percent)  indicated  that  they  felt 
differently  about  NHI  than  they  did  two  years  ago.  By  a 
two  to  one  margin,  most  changes  were  anti-NHI. 

Physicians  also  think  health  maintenance  organizations, 
in  which  medical  costs  are  prepaid,  can  reduce  costs  and 
improve  access  to  care.  But  they  also  feel  these  changes 
will  come  at  the  expense  of  decreasing  the  quality  of  care 
and  of  the  physician-patient  relationship. 

Relatively  few  of  the  nation’s  physicians  currently 
practice  in  health  maintenance  organizations  and  other 
group  operations. 
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In  1956,  Li,  Hertz,  and  Spencer1  reported  the  first 
remission  of  MGTD  (metastatic  gestational  tro- 
phoblastic disease)  in  women  treated  with  MTX 
(methotrexate).  Several  other  agents  were  subse- 
quently found  to  be  effective  in  the  treatment  of 
MGTD.  These  included  VLB  (vinblastine),  Act-D 
(actinomycin-D),  6-MP  (6-mercaptopurine),  and  the 
alkylating  agents.  From  1956  through  1966,  Hertz, 
Lewis,  and  Lipsett2  and  Ross  et  al.3  at  the  National 
Cancer  Institute  studied  the  effects  of  chemotherapy 
in  patients  with  MGTD.  They  were  able  to  show 
that  chemotherapeut  ic  agents  used  alone  were  able 
to  achieve  complete,  sustained  remissions  in  meta- 
static disease  in  a high  proportion  of  patients.  They 
also  developed  the  concept  of  two  subgroups  of  pa- 
tients with  metastatic  disease  dependent  on  three 
factors:  (1)  duration  of  disease  before  beginning 

chemotherapy,  (2)  initial  HCG  (human  chorionic 
gonadotropin)  titer,  and  (3)  metastatic  sites.  There 
was  a low-risk  group  which  responded  to  single-agent 
chemotherapy  with  a complete  remission  rate  of  90 
to  100  percent,  and  a high-risk  group  which  had  a 
lower  response  rate  to  single-agent  chemotherapy  but 
an  improved  survival  rate  with  initial  aggressive 
combination  chemotherapy  using  MAC  (MTX, 
Act-D  and  chlorambucil,  or  cyclophosphamide). 
Others  confirmed  their  work  (Table  I).'1  9 

Despite  these  advances  in  the  therapy  of  MGTD, 
there  still  remains  a small  but  significant  group  of 
patients  who  fail  primary  chemotherapy  and  require 
secondary  chemotherapy.  Results  obtained  in  this 


TABLE  I.  Remissions  in  metastatic  gestational 
trophoblastic  disease 


Author 

Year 

Drugs 

/ — Percentage  of  Remissions v 

Total  Low  Risk  High  Risk 

Hertz  et  al.2 

1961 

MTX,  VLB 

47  (30 
of  63) 

Ross  et  al.3 

1965 

MTX/Act-D 

74  (37 
of  50) 

95(20 
of  21) 

59  (17 
of  29) 

Bagshawe4 

1963 

MTX-6-MP 

74  (17 
of  23) 

Brewer  et  al.5 

1971 

MTX/Act-D, 

MAC 

87  (62 
of  71) 

Goldstein6 

1972 

MTX/Act-D, 

MAC 

82  (31 
of  38) 

100  (29 
of  29) 

22(2 
of  9) 

Hammond 

1973 

MTX/Act-D, 

89(78 

99  (70 

47  (8 

et  al.7 

MAC 

of  88) 

of  71) 

of  17) 

Jones  and 

1974 

MTX/Act-D, 

86(18 

100(6 

80(12 

Lewis8 

MAC  6-MP-Act-D 

of  21) 

of  6) 

of  15) 

Osathanondh 
et  al.9 

1975 

Act-D/MTX, 
MAC  VLB 

97  (38 
of  39) 

latter  group  of  patients  have  been  disappointing. 
The  purpose  of  this  article  is  to  present  a case  in 
which  several  different  chemotherapeutic  regimens 
were  used  and  to  review  the  present  status  of  secon- 
dary chemotherapy  for  MGTD. 

Case  report 

A 48-year-old  white  female,  gravida  6,  para  1-2-3-2, 
was  referred  to  Roswell  Park  Memorial  Institute  on 
June  21,  1976,  with  MGTD.  Her  last  normal  men- 
strual period  had  been  April  15,  1975.  During  the 
early  part  of  her  pregnancy  she  had  been  hospitalized 
on  several  occasions  for  vaginal  bleeding  associated 
with  nausea  and  vomiting,  which  was  thought  to 
represent  a threatened  abortion  and  hyperemesis 
gravidarum;  her  uterus  was  noted  to  be  larger  than 
expected  on  these  occasions.  On  September  24, 
1975,  she  spontaneously  aborted  a hydatidiform 
mole.  Pathologic  evaluation  was  that  of  a benign 
hydatidiform  mole  with  moderate  trophoblastic 
proliferation.  One  month  later,  a total  abdominal 
hysterectomy  was  performed;  no  trophoblastic  tissue 
was  found  in  the  uterus.  Follow-up  HCG  titers  were 
not  obtained.  In  December,  1975,  she  began  noticing 
dyspnea,  fat  igue,  breast  tenderness,  and  nausea.  It 
was  not  until  June,  1976,  however,  when  she  devel- 
oped hemoptysis,  that  a chest  x-ray  film  revealed 
multiple  pulmonary  lesions;  also,  pregnancy  test 
findings  were  positive.  She  was  then  transferred  to 
Roswell  Park  Memorial  Institute.  Evaluation  for 
metastases  revealed  large  bilateral  pulmonary  le- 
sions. An  initial  HCG  titer  was  greater  than  500,000 
I.U.  per  24  hours. 

MAC  treatment,  a five-day  regimen,  was  begun 
with  MTX,  15  mg.  I.M.  (intramuscularly),  Act-D,  0.5 
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FIGURE  1.  Hormonal  response  to  treatment  as  monitored  by  HCG  beta-subunit  assay. 


mg.  I.V.  (intravenously)  and  cyclophosphamide,  5 
mg.  per  kilogram  I.V.,  per  day.  There  was  a dramatic 
drop  in  HCG  to  561  l.U.  per  24  hours  after  two 
courses  of  MAC.  When  HCG  titers  started  rising, 
treatment  courses  were  repeated  more  frequently, 
again  producing  a decrease  in  HCG.  This  response 
was  short  lived,  however,  and  w'hen  HCG  titers  began 
rising  again,  chemotherapy  was  changed  to 
HDMTX-CF  (high-dose  MTX),  3 Gm.  per  square 
meter  in  a four-hour  I.V.  infusion  with  citrovorum 
factor  (folinic  acid)  rescue,  15  mg.  per  square  meter 
every  six  hours  for  12  doses  starting  six  hours  after 
the  MTX  infusion;  this  gave  no  response.  A seven- 
drug  regimen,  CHAMOMA,  suggested  by  Bag- 
shawe10  was  tried,  employing  hydroxyurea,  500  mg. 
by  mouth  every  12  hours  for  two  days;  vincristine,  1 
mg.  per  square  meter  I.V.  on  day  3;  MTX,  100  mg. 
per  square  meter  I.V.  bolus  and  200  mg.  per  square 
meter  in  a 12-hour  I.V.  infusion  on  day  3,  followed  by 
citrovorum  factor  rescue,  12  mg.  per  square  meter 
I.M.,  every  12  hours  for  4 doses  starting  12  hours  after 
the  MTX;  Act-D,  10  micrograms  per  kilogram  I.V. 
on  days  5,  6,  and  7;  cyclophosphamide,  600  mg.  per 
square  meter  I.V.  on  day  5;  and  adriamycin,  30  mg. 
per  square  meter  I.V.  and  melphalan,  6 mg.  per 
square  meter  orally  on  day  10.  After  an  initial  de- 
crease in  HCG  titer,  the  HCG  level  began  rising 
during  treatment  and  renal  metastases  were  dis- 
covered. A combination  of  vincristine,  1 mg.  per 
square  meter  I.V.  and  MTX,  100  mg.  per  square 
meter  I.V.  bolus  and  200  mg.  per  square  meter  in  a 
12-hour  I.V.  infusion  on  day  1,  followed  by  citrovo- 
rum factor  rescue  plus  cis-DDP  (cis-diamminedi- 
chloroplatinum),  120  mg.  per  square  meter  I.V. 


infusion  with  a mannitol  diuresis  on  day  4,  was  tried. 
This  led  to  a six-fold  decrease  in  HCG  after  one 
course,  but  again  a sustained  response  could  not  be 
obtained.  Weekly  courses  of  VLB,  0.1  mg.  per 
kilogram  I.V.  every  12  hours  for  4 doses,  and  bleo- 
mycin 15  units  I.M.  twice  weekly  in  combination, 
were  then  used,  producing  a 10-fold  decrease  in  HCG 
titer.  Cerebral  metastases  developed  during  treat- 
ment, requiring  4,200  rads  of  whole-brain  irradiation 
delivered  over  three  weeks,  and  HCG  levels  contin- 
ued to  rise.  Chemotherapy  was  changed  to  ara-C 
(aribinofuranosylcytosine),  100  mg.  per  square  meter, 
in  a 24-hour  I.V.  infusion,  followed  immediately  by 
HDMTX-CF.  A response  with  a three-fold  decrease 
in  HCG  was  observed,  but  could  not  be  sustained. 
The  patient  died  of  respiratory  insufficiency  on 
August  14,  1977.  Her  treatment  course  and  hor- 
monal response  are  illustrated  in  Figure  1. 

Comment 

Despite  improvements  in  chemotherapy  leading 
to  cures  in  most  patients  with  MGTD,  very  little 
progress  has  been  made  toward  long-term  survival 
in  those  patients  who  progress  on  initial  sequential 
single-agent  or  combination  chemotherapy.  This 
has  led  to  a search  for  new  active  drugs  and  effective 
drug  combinations  for  use  as  initial  treatment  in 
high-risk  patients  and  as  second-line  agents  in  those 
for  whom  primary  chemotherapy  failed. 

Information  on  types  and  effectiveness  of  sec- 
ond-line chemotherapeutic  agents  is  not  readily 
available;  reports  are  sporadic  and  difficult  to  in- 
terpret. Some  good  responses  have  been  obtained, 
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TABLE  II.  Secondary  chemotherapy  with  MAC  in 
metastatic  gestational  trophoblastic  disease 


Number  Number  of 
of  Remissions 

Author  Year  Drugs  Patients  (percent) 


Ross  et  at3 

1965 

MAC 

10 

2 (20) 

Hammond  and 

1970 

MAC 

2 

0(...) 

Parker11 

Goldstein6 

1972 

MAC 

9 

2 (22) 

Hammond  et  al.7 

1973 

MAC 

7 

1 (14) 

but  data  on  continued  remissions  are  lacking. 
Generally,  responses  have  not  been  long  lasting. 
Metastases  to  the  central  nervous  system  are  the 
principal  cause  of  death,  and  those  that  develop 
during  chemotherapy  are  almost  uniformly  lethal. 

The  combination  chemotherapy  most  universally 
used  to  treat  high-risk  patients,  MAC,  has  not 
yielded  many  cures  when  used  as  secondary  chemo- 
therapy to  treat  single-agent  failures.  Of  28  patients 
treated  secondarily  with  MAC  in  four  series,  only  5 
(18  percent)  had  a complete  response  (Table  II).3>6’7’n 
There  are  no  follow-up  data  available  on  survival  in 
these  patients. 

High-dose  HDMTX-CF  has  been  shown  to  be  ef- 
fective as  initial  chemotherapy  in  nonmetastatic  and 
metastatic  gestational  trophoblastic  disease,12  os- 
teogenic sarcomas,13  and  head  and  neck  tumors,14 
but  no  sustained  responses  have  been  reported  in 
patients  with  MGTD  who  have  already  developed 
resistance  to  MTX  given  in  conventional  dosage.  In 
an  attempt  to  improve  the  responsiveness  of 
HDMTX-CF,  another  agent  was  sought  that  theo- 
retically would  synchronize  the  tumor-cell  popula- 
tion, resulting  in  a greater  cell  kill.  Bagshawe15  at- 
tempted to  accomplish  this  with  the  use  of  a 48-hour 
course  of  6-azauridine  preceding  HDMTX-CF.  This 
combination  achieved  a 68  percent  sustained  re- 
mission rate  when  used  alone  as  initial  therapy,  but 
there  are  no  data  on  its  use  as  secondary  chemo- 
therapy. We  used  an  infusion  of  1-beta-D-ara-C 
over  24  hours  immediately  preceding  HDMTX-CF. 
There  are  experimental  data  that  demonstrate  a 
synergistic  tumor-cell  kill  when  these  two  drugs  are 
used  in  combination.16  A three-fold  decrease  in 
HCG  was  obtained,  but  resistance  rapidly  devel- 
oped. 

VAB  (a  combination  of  VLB,  Act-D,  and  Bleo- 
mycin), has  been  used  with  some  success  in  dissem- 
inated germ-cell  tumors  in  males.  VAB  III — the 
addition  of  cyclophosphamide  or  chlorambucil  and 
cis-DDP  to  this  regimen — has  increased  the  response 
rate  in  these  tumors.1'  -Jones  and  Lewis8  had  no 
lasting  responses  to  VAB  in  three  patients  with 
MGTD  who  failed  to  enter  remission  after  initial 
therapy  with  MAC  or  6-MP-Act-D.  A partial  re- 
sponse to  VAB  III,  a 10-fold  decrease  in  HCG  titer, 
is  reported  in  a patient  with  MGTD  from  the  case 
records  of  the  Massachusetts  General  Hospital  fol- 
lowing failure  of  MAC  and  HDMTX-CF. 18  There 


was  a partial  response  to  the  vincristine,  MTX,  and 
cis-DDP  regimen  used  in  our  patient  also;  cis-DDP 
seems  to  be  an  active  agent  in  this  tumor,  and  further 
study  of  its  use  in  multidrug  regimens  is  needed. 

Bagshawe15  has  used  a series  of  alternating  courses 
of  Act-D,  vincristine  and  cyclophosphamide, 
HDMTX-CF  and  6-MP,  and  adriamycin  and  mel- 
phalan  in  patients  who  do  not  respond  to  single-agent 
therapy.  Those  patients  who  fail  to  respond  to  this 
type  of  chemotherapeutic  approach  are  then  treated 
with  multidrug  regimens,  such  as  the  CHAMOMA 
regimen  used  in  this  case  report  which  includes  hy- 
droxyurea, vincristine,  moderately  high-dose  MTX, 
followed  by  citrovorum  factor  rescue,  cyclophos- 
phamide, Act-D,  adriamycin,  and  melphalan.  Some 
sustained  remissions  have  apparently  been  achieved 
using  this  treatment  plan,  but  no  patient  who  has 
developed  intracranial  metastases  during  chemo- 
therapy has  survived  despite  full  use  of  all  forms  of 
therapy  including  radiotherapy  and  intrathecal 
MTX. 

Recently,  Newlands  and  Bagshawe19  reported  on 
the  use  of  VP  16-23  (an  epidodophyllin  derivative) 
in  two  patients  with  drug-resistant  choriocarcinoma. 
No  response  was  obtained  to  the  drug  alone,  but  both 
patients  responded  with  a 90-percent  reduction  in 
HCG  when  VP  16-213  was  given  after  a bleomycin 
infusion. 

From  the  foregoing  analysis  it  seems  that  based  on 
available  data,  the  most  effective  secondary  chemo- 
therapy in  MGTD  remains  MAC — the  combination 
of  MTX,  Act-D,  and  cyclophosphamide  or  chlor- 
ambucil. Other  apparently  active  second-line 
combinations  include  6-MP  and  Act-D  or  MTX, 
VAB  III,  multidrug  regimens  such  as  CHAMOMA, 
and  possibly  bleomycin-VP  16-213.  Remission  and 
survival  data  with  these  latter  therapeutic  regimens 
are  inadequate  to  assess  their  value  at  the  present 
time.  A continued  search  for  more  effective  agents 
and  their  incorporation  into  carefully  planned, 
multidrug  chemotherapeutic  regimens  is  imperative 
if  the  poor  results  presently  obtained  in  second-line 
chemotherapy  in  MGTD  are  to  be  improved  on. 
Secondary  systemic  chemotherapy  may  also  need  to 
be  coupled  with  irradiation,  intrathecal  chemother- 
apy, and/or  excisional  surgery. 

Gynecologic  Oncology  Department 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  FIVER) 
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Smoking  is  ruled  out 
for  women  using  the  pill 

Women  who  use  oral  contraceptives  should  not  smoke 
cigarettes,  says  a report  in  the  September  14  Journal  of  the 
American  Medical  Association. 

Cigarette  smoking  is  an  overwhelming  risk  factor  for 
vascular  disease  in  women,  researchers  found  in  the  Kai- 
ser-Permanente  Contraceptive  Drug  Study,  Walnut  Creek. 
California. 

Following  more  than  16.000  women  for  more  than  six 
years,  the  group  determined  that  smoking  significantly 
increases  risk  of  heart  attack,  brain  hemorrhage,  other 
strokes,  and  blood  clots  in  the  veins.  Use  of  oral  contra- 
ceptives by  nonsmokers  was  associated  with  a moderate 
increase  only  in  risk  of  brain  hemorrhage  and  blood 
clots. 

Use  of  noncontraceptive  estrogens  was  not  associated 
with  increased  risk  of  any  of  these  diseases,  the  study 
found. 

High  blood  pressure,  high  cholesterol,  obesity,  gall- 
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bladder  disease,  and  nondrinking  of  alcohol  were  all  asso- 
ciated with  increased  risk  of  heart  attack,  whereas  only  high 
blood  pressure  and  high  cholesterol  were  associated  with 
increased  risk  of  other  strokes. 

The  risk  of  vascular  disease  and  strokes  increases  tre- 
mendously in  women  who  both  use  oral  contraceptives  and 
smoke  cigarettes. 

Says  Savitri  Ramcharan,  M.D.,  of  the  Contraceptive 
Drug  Study,  in  California: 

“Smoking  should  be  considered  a contraindication  to 
oral  contraceptive  use,  or  at  the  very  least,  women  wishing 
to  use  oral  contraceptives  should  be  strongly  urged  not  to 
smoke.” 

The  researchers  devised  a Relative  Risk  scale  to  measure 
the  impact  of  smoking  on  health.  Smokers  have  a relat  ive 
risk  of  2.9  for  heart  attacks,  5.7  for  brain  hemorrhage,  4.8 
for  other  strokes,  and  3.9  for  blood  clots.  In  oral  contra- 
ceptive users  who  also  smoked,  relative  risk  of  brain  hem- 
orrhage jumped  to  21.9. 

The  Center  for  Disease  Control  at  Atlanta  joined  the 
Kaiser-Permanente  group  in  conducting  the  study,  under 
the  direction  of  Diana  B.  Petitti,  M.D. 
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Electric  blankets  are  reasonably  safe  for  healthy 
adults,  but  their  use  by  certain  patients  poses  a se- 
rious, unsuspected  health  problem  to  which  physi- 
cians and  the  public  should  be  alerted.  Patients  with 
occlusive  arterial  disease  risk  developing  tissue  de- 
struction as  a result  of  application  of  heat  to  the  lower 
extremities.  It  is  not  sufficiently  recognized  that  an 
electric  blanket  may  be  a source  of  such  heat.  There 
are  no  such  warnings  about  this  danger  in  the  liter- 
ature accompanying  an  electric  blanket.  We  report 
two  cases  in  which  the  use  of  electric  blankets  led  to 
serious  consequences. 

Case  reports 

Case  1.  A 38-year-old,  white  female  with  a known 
history  of  diabetes  and  peripheral  vascular  disease 
complained  of  nocturnal  leg  pains.  This  symptom 
puzzled  her  physicians  since  there  was  no  history  of 
intermittent  claudication  or  pain  in  her  extremities 
at  any  other  time.  After  continuing  complaints  she 
developed  an  ulceration  on  the  toes  of  her  right  foot. 
It  was  only  then  that  her  physicians  learned  she  used 
an  electric  blanket.  A translumbar  aortogram 
demonstrated  a massive  thrombosis  of  the  abdominal 
aorta,  obstruction  of  both  superficial  femoral  arteries, 
with  some  narrowing  affecting  the  distal  portion  of 
the  right  common  iliac  artery.  Collateralization 
refilled  the  distal  right  popliteal  artery  and  one  of  the 
trifurcation  vessels  to  the  right  distal  leg.  A surgical 
procedure,  consisting  of  a bilateral  transfemoral  ar- 
tery and  aortic  thrombectomy,  was  performed. 
Because  of  persistent  ischemia  and  failure  of  the  ul- 
ceration to  heal,  with  gangrene  formation,  amputa- 
tion of  the  left  leg  below  the  knee  was  necessary.  The 
ischemic  lesions  and  the  pain  in  the  lower  extremity 
appear  to  have  been  related  to  the  effects  of  the  heat 
provided  by  the  electric  blanket. 

Case  2.  A 60-year-old  male  complained  of  pains 
in  his  lower  extremities  at  night,  which  were  diag- 


nosed as  restless  leg  syndrome,  gout,  arthritis,  and 
erythromelalgia.  Peripheral  vascular  disease  was  not 
considered  because  the  patient  did  not  have  inter- 
mittent claudication  but  had  rest  pain,  mostly  at 
night,  which  was  relieved  by  removing  the  blanket  or 
by  running  cold  water  over  his  legs.  It  was  then 
discovered  that  he  used  an  electric  blanket.  A di- 
agnosis of  peripheral  vascular  disease  was  made  and 
supported  by  the  findings  of  absent  pulsations  in  the 
lower  extremities.  He  was  advised  to  discontinue  use 
of  the  electric  blanket,  and  his  nocturnal  leg  pains 
subsided. 

Comment 

It  is  an  accepted  medical  dictum  that  heat  should 
not  be  applied  directly  to  an  ischemic  extremity  or 
an  extremity  in  which  there  is  compromised  circu- 
lation. Any  benefit  that  could  accrue  from  increased 
blood  flow  to  the  extremity  would  be  offset  by  the 
raised  metabolism  of  the  tissues  and  the  resultant 
increased  nutritional  needs  that  could  not  be  sup- 
plied by  atherosclerotic  blood  vessels.  In  the  pres- 
ence of  organic  occlusive  vascular  disease,  the  ap- 
plication of  unregulated  heat  may  precipitate  gan- 
grene, since  it  may  increase  the  metabolism  of  the 
tissues  more  than  it  increases  the  circulation. 

Although  pain  in  peripheral  vascular  disease  is 
frequently  aggravated  by  cold  and  relieved  by 
warmth,  there  are  some  patients  who  will  seek  com- 
fort by  uncovering  their  feet.  This  was  illustrated 
in  our  second  patient  in  whom  the  heat  from  the 
blanket  produced  pain  and  who  obtained  relief  by 
uncovering  his  feet  or  applying  cold  water.  If  this 
phenomenon  is  not  recognized,  then  the  diagnosis  of 
arterial  occlusive  disease  could  be  overlooked,  espe- 
cially since  many  patients  with  vascular  disease  may 
find  the  warmth  from  an  ordinary  blanket  suffi- 
ciently stressful  to  their  extremities. 

Many  devices  have  been  suggested  for  the  regu- 
lation of  temperature  in  the  environment  about  an 
extremity  affected  with  occlusive  vascular  disease. 
Thermoregulated  cradles  are  expensive  and  difficult 
to  control  accurately.  The  principle  of  reflex  vaso- 
dilatation has  been  considered,  and  it  has  been  shown 
that  warming  a more  proximal  portion  of  the  anato- 
my, such  as  the  abdomen,  may  result  in  increased 
flow  to  an  extremity1;  however,  heat  is  never  applied 
directly  to  an  ischemic  extremity.  When  wet 
dressings  are  indicated,  their  temperature  should  be 
carefully  controlled  since  heat  is  more  readily  deliv- 
ered to  the  tissues  by  hot  water  than  by  hot  air.  It 
has  been  our  practice  when  applying  wet  compresses 
to  keep  these  at  room  temperature. 

That  heat  may  be  a source  of  injury  was  pointed 
out  by  Starr2  as  early  as  1934,  when  he  stated  that  “It 
is  well  known  that  ‘baking’  a foot  with  undiagnosed 
peripheral  vascular  disease  may  cause  gangrene.” 
Freeman  * demonstrated  that  where  direct  heat  was 
utilized  as  a therapeutic  agent  for  occlusion  of  a 
femoral  artery,  gangrene  in  the  foot  developed.  The 
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more  intense  reaction  was  on  the  surface  of  the  leg 
that  had  been  exposed  to  heat.  Freeman3  concluded 
that  except  for  those  whose  gangrene  was  due  to  in- 
fection anfl  necrosis  resulting  from  the  application 
of  a strong  antiseptic,  most  of  the  patients  with  pe- 
ripheral vascular  disease  accompanied  by  gangrene 
had  their  difficulty  precipitated  by  the  injudicious 
application  of  heat. 

Direct  heat  on  an  extremity  with  occlusive  vascular 
disease  is  contraindicated  when  the  quantity  of  heat 
is  permitted  to  accumulate  to  a point  of  tissue 
breakdown.4'5  In  such  circumstances,  even  a small 
amount  of  heat  has  been  shown  to  cause  various  types 
of  disturbances  that  include  burns,  ulcers,  and  gan- 
grene.''-' 

Accidental  contact  of  an  ischemic  foot  with  a hot 
radiator,  hot  water  bottle,  or  hot  packs  may  result  in 
gangrene  with  loss  of  limb.  Therapeutic  modalities 
such  as  short-wave  diathermy  and  ultrasound  which 
produce  heat  may  he  hazardous  to  an  extremity  af- 
fected by  occlusive  arterial  disease.8 

Patients  with  occlusive  arterial  disease  should  he 
warned  against  applying  any  form  of  heat  to  their 
feet.  The  physician  should  he  specific,  naming  hot 
water  bottles,  electric  heating  pads,  hot  irons,  and 
other  devices  for  warming  feet,  including  hot  foot 
baths  and  electric  blankets.  In  our  review  of  the 
literature  and  texts  on  peripheral  vascular  disease, 
there  was  no  mention  of  this  danger  from  the  use  of 
electric  blankets.4-8  Although  many  electric  blanket 
labels  advise  against  use  with  infants  and  persons 


insensitive  to  heat,  manufacturers  should  be  required 
to  affix  in  large  print  on  the  box  or  other  container, 
as  well  as  on  the  label  affixed  to  the  blanket  itself,  a 
statement  to  the  effect  that  “this  blanket  should  not 
he  used  by  persons  with  circulatory  disease  or  dia- 
betes without  consulting  a physician.”  To  further 
enforce  the  proper  use  of  an  electric  blanket,  a pre- 
scription could  he  a prerequisite  purchase. 

10  East  85th  Street 
New  York,  New  York  10028 
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The  methylmalonic  acidemia  caused  by  inborn 
errors  of  propionate  metabolism  is  a biochemically 
heterogeneous  group  of  diseases.1-2  Affected  infants 
have  similar  clinical  signs,  for  the  most  part,  and 
excrete  MMA  (methylmalonic  acid),  yet  may  carry 
different  enzyme  defects  and  may  or  may  not  re- 
spond to  vitamin  Bi2  (Fig.  I).3-4  The  vitamin-re- 
sponsive patients,  for  the  most  part,  have  defects  in 
coenzyme  synthesis,  either  of  AdoCbl  (adenosylco- 
balamin)4-6  or  of  both  AdoCbl  and  methylcobalam- 
in,7’8  while  patients  with  defects  in  methylmalonyl 
Co  A (coenzyme  A)  racemase9  or  methylmalonyl  CoA 
mutase  apoenzyme  are  unresponsive.3  The  patients 
with  AdoCbl-synthesizing  defects  display  additional 
differences.  A few,  for  example,  do  not  respond  to 
vitamin  B12,  and,  for  some,  only  the  cultured  fibro- 
blast tissue,  not  the  patient,  responds  to  the  vita- 
min.10,11 The  properties  these  fibroblast  cell  lines 
exhibit  in  broken-cell  assays  have  recently  been  used 
to  separate  them  into  classes  of  Cbl  (cobalamin) 
mutants.12,13 

Case  report 

The  infant  we  describe  was  identified  within  two 
weeks  of  birth,  whereas  his  older  brother’s  disease 
was  not  diagnosed  until  he  was  nearly  two  years  old. 
The  prohand  is  one  of  the  youngest  patients  with  a 
mutation  affecting  the  synthesis  of  AdoCbl  who  has 
been  treated  successfully,  that  is,  specifically  and 
early  enough  in  life  to  prevent  permanent  damage.6,14 
His  history  is  another  example  of  vitamin-respon- 
siveness, in  contrast  to  unresponsiveness  by  other 
patients  with  AdoCbl  mutations.6,10,11  The  dem- 
onstration of  these  differences  in  response  to  the  vi- 
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FIGURE  1.  Outline  of  metabolic  conversions  involving  MMA 
and  adenosylcobalamin. 


tamin  is  significant,  since  it  implies  that  “mutations 
of  the  same  Cbl  gene  can  lead  to  different  clinical 
expression  of  the  defect.”11 

Materials  and  method 

The  propositus  was  a five-day-old  boy  transferred 
to  an  intensive  care  unit  from  his  hospital  of  birth 
because  of  vomiting,  poor  feeding,  and  increasing 
lethargy.  His  gestation  of  40  weeks  had  been  un- 
eventful. The  second  child  of  a 26-year-old  mother, 
he  weighed  2,802  Gm.  and  scored  9 on  the  Apgar 
scale.  He  was  jaundiced  by  the  second  day  of  life,  fed 
poorly,  and  regurgitated;  on  the  third  day,  poor  suck 
and  lessened  activity  were  noted;  on  the  fourth  day, 
he  required  feeding  by  nasogastric  tube;  and  by  the 
fifth  day,  he  weighed  422  Gm.  less  than  at  birth  and 
was  lethargic. 

His  21-month-old  brother,  with  a similar  history 
as  a newborn  and  again  at  15  months,  was  develop- 
mentally  retarded  and  displayed  athetoid  move- 
ments. A healthy  sister  was  born  during  our  study. 
The  parents  are  intelligent  and  probably  unrelated 
and  have  no  other  affected  relatives. 

On  examination  the  propositus  was  small,  mildly 
icteric,  and  lethargic.  He  appeared  dehydrated. 
Moro  reflexes  were  poor  or  absent.  Depressed  and 
floppy,  he  displayed  a tendency  to  increased  tonus 
and  reflexes,  and  sustained  ankle  clonus,  which 
suggested  ammonia  intoxication.  Persistent  jaun- 
dice and  rigid  postures,  suggesting  seizures,  were 
noted  when  he  was  eight  days  old.  Clinical  impres- 
sions included  renal  tubular  acidosis,  aminoaciduria, 
metabolic  acidosis  secondary  to  an  inherited  enzyme 
defect,  organic  aciduria,  including  methylmalonic 
acidemia,  and  galactosemia. 

Laboratory  test  results  indicated,  on  admission, 
metabolic  acidosis  and,  by  the  eighth  day  of  life, 
hyperammoniemia  of  570  and  670  micrograms  per 
100  ml.  Peritoneal  dialysis  for  48  hours  reduced  the 
blood  ammonia  to  less  than  100  micrograms  per  100 
ml.,  whereon  the  infant  became  more  responsive.  An 
electroencephalogram  on  the  sixth  day  showed  nor- 
mal findings. 
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FIGURE  2.  Excretion  of  MMA  by  infant  treated  with  low- 
protein  diet  and  vitamin  B12  injections  as  newborn  and 
thereafter.  D = dialysis;  P = low  protein  diet  initiated;  V7- 
V3’  V2- V,  = vitamin  Bi2  administered  7 (or  daily).  3,  2,  or  1 
times  a week;  $ = protein  intake  increased. 


Tests  for  biochemical  abnormalities  associated 
with  inborn  errors  of  metabolism  were  carried  out  on 
blood  and  urine  samples  obtained  on  the  sixth  day, 
before  dialysis.  These  included  tests  for  amino 
acids,15,16  alpha-keto  acids,17  MMA,18  phenylke- 
tones,19  organic  acids,20  orotic  acid,21  argininosuc- 
cinic lvase,22  and  galactose- 1 -phosphate  uridyl 
transferase.23  MMA  excretion  was  measured 
quantitatively  by  Green’s24  method,  modified  by 
using  Dowex  1 resin,  chloride  form,  10  percent 
cross-linked,  and  100  to  200  mesh. 

After  the  discovery  of  methylmalonic  aciduria  on 
his  tenth  day  of  life  (in  his  sixth  day  [predialysis] 
sample)  the  patient  was  given  an  infant  formula 
(Similac)  containing  no  more  than  1.5  Gm.  protein 
per  kilogram  per  day  and  10  percent  dextrose  in 
water,  a formula  he  tolerated  and  on  which  he  began 
gaining.  Also,  on  the  tenth  day  and  daily  thereafter, 
for  the  first  month  he  was  given  1 mg.  vitamin  B12  by 
intramuscular  injections.  His  development  was  as- 
sessed when  he  was  16  weeks  old  and  periodically 
thereafter  by  Hilda  Knobloch,  M.D.,  of  Albany 
Medical  College. 

The  brother’s  excretion  of  MMA  and  amino  acids 
was  first  measured  when  the  proband’s  disease  was 
discovered. 2ri  MMA  excretion  was  monitored  during 
subsequent  dietary  and  vitamin  B12  treatment.  His 
development  had  been  assessed  several  times  from 
the  age  of  seven  months  and  was  reevaluated  peri- 
odically during  our  study. 

The  mother’s  excretion  of  MMA  was  measured 
early  in  the  second  trimester  of  her  third  pregnancy 
and  several  times  later.  We  compared  our  results 
with  those  of  investigators  at  Yale  University  School 
of  Medicine,  who  used  a micromethod.6  The  Yale 
group  also  studied  the  enzyme  activity  in  amniotic 
tissue  obtained  early  in  the  second  trimester. 


Results 

The  prohand’s  screening  test  result  for  MMA  be- 
fore dialysis  was  clearly  positive,  indicating  gross 
excretion.  Results  of  tests  for  other  inborn  errors, 
including  serum  and  urinary  glycine,  were  normal. 
'Phis  predialysis  excretion  of  MMA  was  quantitated 
as  BB5  mg.  per  liter  or  2,960  mg.  per  gram  creatinine. 
The  patient  excreted  about  one-third  less  after  di- 
alysis, and  still  less  when  given,  first  daily,  and  later 
twice-weekly,  injections  of  vitamin  B12  and  a low- 
protein  diet  for  several  months  (Fig.  2).  He  excreted 
more  after  a challenge  period  of  eight  weeks,  when 
his  dietary  protein  was  increased  to  2 Gm.  per  kilo- 
gram per  day.  Reducing  the  vitamin  dose  from  three 
to  two  weekly  injections  had  no  major  effect. 

Glycine  excretion  was  measured  intermittently. 
Although  normal  shortly  after  birth,  less  than  390 
mg.  per  gram  creatinine,  it  rose  to  1,640  mg.  per  gram 
creatinine  by  11  weeks  of  age,  and  was  still  excessive 
at  12  weeks.  It  was  normal  at  6 months  of  age  and 
w'hen  measured  later  at  33  months. 

The  proband’s  enzyme  defect  was  identified  in 
skin  fibroblasts  by  investigators  at  Yale  University 
School  of  Medicine.14  These  investigators  found 
that  the  fibroblast  enzyme  did  not  incorporate  14C 
(radioactive  carbonj-labeled  propionate  into  protein, 
indicating  that  the  defect  occurred  in  the  propionate 
pathway.  The  particular  deficiency  was  in  the  syn- 
thesis of  the  coenzyme,  AdoCbl,  while  methylmalonyl 
CoA  mutase  remained  active  and  the  other  coen- 
zyme, methylcobalamin,  was  synthesized  normally. 
They  classified  the  fibroblasts  as  cbl  A mutants  be- 
cause crude  homogenates  retained  normal  adeno- 
sylating  enzyme  activity  in  a broken-cell  assay,  in 
contrast  to  cbl  B mutant  cells,  which  display  the 
defect  whether  broken  in  homogenates  or  intact,12,13 
and  because  the  cells  failed  to  complement  a known 
cbl  A line,  while  complementing  known  cbl  B and 
apomutase  lines11;  this  was  also  described  in  personal 
communications  from  Maurice  J.  Mahoney,  M.D., 
in  1976  and  1978. 

Although  the  infant  was  small,  approaching  the 
third  percentile  for  height  and  weight,  he  was  de- 
veloping normally  when  evaluated  at  4,  8,  and  14 
months  of  age. 

The  brother  was  excreting  gross  amounts  of  MMA 
when  first  tested  at  21  months  of  age  (Fig.  3).  Al- 
though he  may  have  been  already  excluding  pro- 
tein-rich foods  by  choice,  his  MMA  excretion  fell 
rapidly  after  three  days  of  daily  vitamin  B12  injec- 
tions and  the  start  of  a low-protein  diet.  It  fell  still 
lower  after  vitamin  B12  was  injected  daily  for  a 
month,  when  he  was  two  and  a half  years  old,  and 
remained  at  these  levels,  for  the  most  part,  when  the 
injections  were  reduced  to  two  or  three  times  weekly. 
On  three  occasions  he  excreted  more  MMA  than 
expected,  perhaps  reflecting  deviations  from  his 
limited  protein  diet.  He  also  excreted  excessive 
glycine,  from  about  six  times  the  normal  amount  at 
21  months  of  age  to  about  twice  normal  after  10 
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FIGURE  3.  Excretion  of  MMA  by  proband’s  affected  brother, 
treated  with  low-protein  diet  and  vitamin  Bi2  injections  from 
21  months  of  age.  P = low-protein  diet  initiated;  V7'  V3'  V2- 
Vi  = vitamin  B12  administered  7 (daily),  3,  2,  or  1 times  a 
week;  V = vitamin  B12  withheld. 


months  of  treatment. 

The  mother  excreted  normal  amounts  of  MMA 
during  her  third  pregnancy,  up  to  15  mg.  per  gram 
creatinine  in  our  assays,  and  4 mg.  per  gram  creati- 
nine in  the  Yale  group’s  gas  chromatographic  assay, 
allowing  a prediction  that  the  fetus  was  not  homo- 
zygous for  the  chi  A mutation,  according  to  a personal 
communication  from  Kay  Tanaka,  M.D.6  The  Yale 
investigators  reinforced  this  prediction  by  demon- 
strating normal  fixation  of  14C  propionate  into  pro- 
tein by  cultured  amniotic  cells  and  normal  synthesis 
of  AdoCbl,14  as  communicated  by  Dr.  Mahoney. 
The  child,  a girl,  was  healthy  when  born,  although  she 
excreted  about  twice  as  much  MMA  as  our  control 
group  of  newborns  when  two  weeks  old  (210  mg.  per 
gram  creatinine  in  our  laboratory,  and  91  mg.  per 
gram  in  the  Yale  group’s  laboratory,  according  to  Dr. 
Tanaka).  By  3 months  of  age  her  MMA  excretion 
had  fallen  to  40  mg.  per  gram  creatinine,  and  by  22 
months,  to  10  mg.  per  gram  creatinine,  values  which, 
in  our  laboratory,  were  normal  for  the  respective  ages. 
She  remained  healthy  on  a normal  diet,  thus  con- 
firming the  in  utero  prediction  that  she  was  unaf- 
fected. 

Comment 

Methylmalonic  acidemia  is  uncommon  enough  to 
attract  clinical  and  biochemical  attention  when  in- 
dividual patients  are  successfully  treated.  The 
disease’s  heterogeneity,  furthermore,  compels  one  to 
take  a close  look  at  every  patient.  Once  the  acidosis 
is  reduced  and  dietary  protein  is  restricted,  the 
question  of  response  to  vitamin  B12  remains.  Un- 
fortunately, not  all  patients  respond,  not  even  all 
patients  with  vitamin  B12  coenzyme  mutations.11 
'There  may  also  he  inconsistencies  between  the  in 
vitro  response  of  the  patient’s  fibroblasts  to  the  vi- 
tamin and  the  response  of  the  patient  himself.10’11 


Thus,  responses  must  be  tested  in  vivo  and  are  not 
ent  irely  predictable  on  the  basis  of  fibroblast  muta- 
tion class  or  in  vitro  study.  Our  patient,  fortunately, 
is  like  the  majority  with  cbl  A mutations  who  respond 
to  the  vitamin. 

The  family  history  resembles  that  of  many  families 
with  inborn  errors  in  that  the  older  child’s  prognosis, 
for  want  of  early  diagnosis  and  treatment,  is  less 
hopeful  than  the  younger  child’s,  whose  disease  was 
diagnosed  and  treated  early  in  life.  Although  we 
initiated  the  proband’s  treatment  before  the  enzyme 
defect  had  been  completely  identified,  we  suspected 
by  his  rapid  response  that  the  defect  was  vitamin- 
dependent.  Thus,  when  the  defect  was  identified  as 
impaired  synthesis  of  AdoCbl,  his  treatment  was  not 
changed  but  rested  on  firmer  ground. 

The  sister’s  genotype  was  predictable  in  utero,  not 
only  because  she  was  known,  by  pedigree,  to  be  at  risk 
for  the  disease,  but  also  because  technologic  advances 
had  been  made  in  in  utero  diagnosis  of  this  group  of 
diseases.4,6’14  The  successful  prediction  reassures 
us  of  the  validity  of  monitoring  pregnancies  at  high 
risk  for  the  disease  by  assaying  maternal  excretion 
of  MMA,  and  of  assigning  fetal  phenotypes  by  am- 
niotic fluid  analysis.6’26 

Summary 

Urinary  excretion  of  MMA  (methylmalonic  acid) 
by  two  brothers  treated  since  birth  and  from  21 
months  of  age,  respectively,  with  a low-protein  diet 
and  vitamin  Bj2  injections,  was  measured  over  a 2- 
year  period.  The  amount  excreted  fell  10-fold  or 
more  after  initial  treatment,,  and  then  remained  at 
about  the  same  level,  changing  slightly  with  vitamin 
dose  and  protein  content  of  diet.  The  younger  boy’s 
development  was  striking,  in  contrast  to  that  of  his 
brother,  and  was  attributed  to  the  earlier  diagnosis 
and  initiation  of  treatment.  The  data  also  empha- 
size the  need  to  test  and  monitor  individually  the 
biochemical  responses  of  patients  with  methyl- 
malonic acidemia  when  treated  with  vitamin  Bi2. 
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The  long-term  care  facility: 
hospital  or  old-age  home? 

In  the  U.S.  it  is  not  clear  whether  the  dominant  lineage 
of  the  nursing  home  is  medical  or  social.  Lacking  the 
necessary  machinery  and  trained  manpower,  it  comes  off 
badly  as  a hospital.  In  attempts  to  upgrade  nursing  home 
care,  elements  such  as  staffing  standards,  care  plans,  and 
audits  are  emphasized,  and  represent  a dominantly  medical 
response.  Yet  attempts  to  have  nursing  homes  conform 
to  hospital  criteria  cannot  succeed  without  corresponding 
cost  increases.  Furthermore,  there  is  no  firm  evidence  that 
the  hospital  approach  fits  the  real  needs  of  nursing  home 
residents. 

The  modern  hospital  may  be  a place  where,  for  a rela- 
tively brief  time,  a person  may  sacrifice  dignity  and  comfort 
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for  a good  diagnosis  and  treatment:  a good  place  to  visit, 
but  one  wouldn’t  want  to  live  there.  Making  more  ade- 
quate hospitals  out  of  our  present  nursing  homes  may  in 
the  long  run  be  an  inhumane  solution  to  the  social 
problem. 

In  this  paper  the  authors  describe  the  nursing  home  in 
the  context  of  other  long-term  care  options,  describe 
nursing  home  populations,  give  examples  of  long-term  care 
abroad,  show  how  the  financing  of  nursing  homes  dis- 
courages rehabilitation,  and  suggest  other  possible  choices 
and  a formula  whereby  nursing  home  reimbursement 
might  lead  to  more  effective  care.  This  abstract  covers 
only  the  choice  between  the  medical  and  social  models  for 
long-term  care.  Kane,  R.  L.,  and  Kane,  R.  A.:  Care  of  the 
aged:  old  problems  in  need  of  new  solutions,  Science  200: 
913  (May  26)  1978. 
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Spontaneous  rupture  of  the  esophagus  was  almost 
always  a fatal  condition  until  the  first  successful  re- 
pair by  Barrett  in  1947. 1 Suturing  the  friable, 
edematous  esophagus  following  spontaneous  rupture 
is  commonly  followed  by  suture-line  leakage. 
Among  the  various  methods  that  have  been  tried  to 
reinforce  the  suture  line  so  as  to  prevent  leakage, 
application  of  the  gastric  fundus,  as  suggested  by 
Thai  and  Hatafuku,2  and  Thai2  has  had  considerable 
appeal  and  application.  Enlarging  the  diaphrag- 
matic hiatus  so  as  to  facilitate  drawing  sufficient 
gastric  fundus  into  the  chest  to  reinforce  the  suture 
line  has  not  been  associated  with  diaphragmatic 
herniation,  to  the  best  of  our  knowledge. 

The  purpose  of  this  report  is  to  present  a patient 
who  had  a spontaneous  perforation  of  the  esophagus 
treated  by  direct  suture  and  gastric  onlay  reinforce- 
ment, who  subsequently  developed  two  diaphrag- 
matic herniations  through  the  diaphragmatic  inci- 
sion, each  requiring  operative  repair.  The  first 
herniation  was  repaired  transabdominally,  and  the 
second  transthoracically  with  Dacron  mesh  rein- 
forcement. 

Case  report 

First  hospital  admission.  A 50-year-old  white 
male  was  admitted  to  the  Buffalo  General  Hospital 
on  August  14,  1972,  approximately  seven  hours  after 
an  episode  of  vomiting  followed  by  severe  chest  pain. 
The  patient  was  a moderately  heavy  alcohol  drinker 
and  cigarette  smoker,  but  otherwise  he  had  been  in 
fairly  good  health.  There  was  no  previous  history  of 


dysphagia  or  symptoms  of  reflux  esophagitis. 
Shortly  after  dinner  the  evening  of  admission,  the 
patient  developed  an  “upset  stomach”  and  took 
several  drinks  to  calm  his  stomach.  A short  time 
later,  an  episode  of  violent  emesis  was  followed  by 
severe  chest  pain  and  dyspnea.  He  soon  became 
diaphoretic  and  collapsed.  The  patient  was  rushed 
to  a nearby  hospital  in  another  community,  where  he 
was  noted  to  be  in  severe  distress.  The  pulse  was 
rapid  and  thready  with  a blood  pressure  of  70/40. 
Dullness  with  rales  were  noted  in  the  left  side  of  the 
chest,  and  his  abdomen  was  rigid,  particularly  in  the 
epigastric  area.  Findings  on  electrocardiogram  were 
not  remarkable.  A chest  x-ray  film  showed  a hy- 
dropneumothorax. The  patient  was  then  trans- 
ferred by  ambulance  to  the  Buffalo  General  Hospital, 
where  he  was  found  to  be  in  profound  shock.  A di- 
agnosis of  spontaneous  rupture  of  the  esophagus  was 
made.  Resuscitation  was  undertaken  at  once,  and 
preparations  were  made  for  surgery.  The  blood 
pressure  improved  somewhat  with  intravenous 
Ringer’s  solution,  but  his  pulse  and  respirations  re- 
mained rapid.  Thoracotomy  was  undertaken  within 
one  and  one-half  hours  from  the  time  of  admis- 
sion. 

A standard  left  posterolateral  thoracotomy  inci- 
sion was  made,  and  the  chest  was  entered  through  the 
bed  of  the  resected  eighth  rib.  On  entering  the 
pleura,  the  hemithorax  was  found  to  contain  over 
1,500  cc.  of  dirty  tan-colored  fluid.  The  fluid  was 
removed,  cultured,  and  the  lung  expanded.  The 
inferior  mediastinum  was  markedly  hyperemic  and 
edematous.  The  mediastinal  pleura  was  widely 
opened  and  the  esophagus  delivered  from  its  bed.  A 
3-cm.  linear  tear  was  found  in  the  left  anterolateral 
wall  of  the  esophagus,  about  2 cm.  proximal  to  the 
esophagogastric  junction.  The  site  of  the  laceration 
was  edematous  and  very  friable.  The  stomach  was 
aspirated,  and  a nasogastric  tube  passed  beyond  the 
laceration  into  the  stomach.  The  hemithorax  was 
thoroughly  lavaged  with  saline  solution.  The 
esophageal  tear  was  carefully  closed  longitudinally, 
using  two  layers  of  interrupted  atraumatic  3-0  silk 
suture.  A decision  was  then  made  to  reinforce  the 
friable  esophageal  suture  line  with  stomach.  The 
hiatus  was  snug,  and  so  it  was  necessary  to  make  a 3- 
to  4-cm.  long  radial  incision  into  the  diaphragm  from 
the  hiatus.  This  extended  to  the  left  and  anteriorly. 
The  hiatal  opening  would  now  permit  adequate 
stomach  to  be  brought  up  into  the  chest  to  reinforce 
the  esophageal  suture  line  without  fear  of  constrict- 
ing the  intrathoracic  segment  of  the  stomach.  The 
gastric  fundus  came  into  the  chest  quite  easily.  It 
was  sutured  to  the  esophageal  suture  line  and  on  each 
side  of  the  suture  line,  partially  encircling  the 
esophagus  by  multiple  interrupted  3-0  interrupted 
atraumatic  silk  sutures.  The  fundus  was  then  an- 
chored to  the  mediastinal  pleura  superiorly  and  lat- 
erally so  as  to  take  tension  off  the  suture  lines.  Re- 
dundant stomach  was  placed  beneath  the  diaphragm, 
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FIGURE  1 . Barium  swallow  shows  no  leakage  of  stenosis. 
Small  amount  of  stomach  seen  in  mediastinum  in  para- 
esophageal position  representing  that  part  of  fundus  used  to 
reinforce  suture  line. 


following  which  the  opening  between  diaphragm  and 
stomach  was  carefully  closed  with  multiple  inter- 
rupted 2-0  and  3-0  silk  sutures.  Both  stomach  and 
diaphragm  were  well  approximated  and  there  was  no 
evidence  of  constriction  of  the  herniated  stomach. 
The  thorax  was  then  drained  and  closed. 

A tracheostomy  was  performed  the  following  day 
because  of  pneumonitis  and  excess  secretions  that 
could  not  be  effectively  removed.  The  patient’s 
respiratory  status  progressively  improved  after  the 
fourth  postoperative  day.  Oral  intake  was  started 
on  the  tenth  postoperative  day,  and  he  progressed  to 
a full  diet  without  difficulty.  Results  of  barium 
esophagogram  with  upper  gastrointestinal  series 
showed  no  leakage  or  stenosis  (Fig.  1).  A small 
amount  of  stomach  could  be  seen  above  the  dia- 
phragm against  the  mediastinum  in  a paraesophageal 


FIGURE  2.  Barium  swallow  shows  half  of  stomach  herniated 
into  chest  through  original  diaphragmatic  incision. 


position,  representing  that  part  of  the  fundus  used 
to  reinforce  the  esophageal  suture  line.  The  position 
of  the  left  diaphragm  and  remainder  of  the  stomach 
were  satisfactory.  The  patient  was  discharged  from 
the  hospital  in  satisfactory  condition  on  the  seven- 
teenth postoperative  day. 

Second  hospital  admission.  The  patient  was 
readmitted  to  the  Buffalo  General  Hospital  on  Oc- 
tober 20,  1973.  He  had  experienced  no  difficulty 
during  the  14  months  following  hospital  discharge. 
One  week  prior  to  this  admission,  he  developed  epi- 
gastric and  left  upper  quadrant  abdominal  pain, 
followed  by  vomiting  after  a drinking  bout.  Chest 
x-ray  film  and  esophagogram  showed  stomach  her- 
niated above  the  left  side  of  the  diaphragm  (Fig.  2). 
Because  of  fear  of  vascular  compromise  of  the 
stomach,  surgical  repair  of  the  diaphragmatic  hernia 
was  undertaken  by  another  surgeon  during  the  ab- 
sence of  the  original  surgeon.  A transabdominal 
approach  was  used.  About  a third  of  the  stomach 
was  herniated  into  the  chest.  This  was  rather  easily 
freed  and  reduced.  That  part  of  the  stomach  an- 
chored to  the  esophagus  was  not  disturbed.  The 
defect  in  the  diaphragm  was  then  closed  carefully 
with  interrupted  O-Ethiflex  sutures.  Additional 
interrupted  Ethiflex  sutures  were  used  to  anchor  the 
stomach  to  and  against  the  undersurface  of  the  dia- 
phragm. The  patient’s  postoperative  course  was 
uneventful.  X-ray  films  showed  stomach  and  dia- 
phragm to  be  in  satisfactory  position  at  the  time  of 
discharge  (Fig.  3). 

Third  hospital  admission.  The  patient  was 
readmitted  to  the  Buffalo  General  Hospital  for  the 
third  time  on  April  23,  1975,  with  approximately  a 
three-week  history  of  marked  epigastric  pain  after 
eating.  He  had  stopped  eating  solids  because  of  the 
severity  of  the  pain.  His  intake  of  liquids  was  mar- 
ginal, because  any  form  of  eating  or  drinking  brought 
on  abdominal  pain.  The  pain  was  commonly  expe- 


February  1980/New  York  State  Journal  of  Medicine  245 


FIGURE  3.  Chest  x-ray  films,  posteroanterior  and  lateral, 
one  week  after  surgery,  show  stomach  under  diaphragm. 
Thickened  pleura  seen  in  lateral  view. 


rienced  in  the  left  shoulder  area  as  well  as  the  epi- 
gastrium. The  patient  appeared  weak  and  under- 
nourished with  evidence  of  weight  loss.  X-ray  films 
showed  a recurrent  diaphragmatic  herniation  of  the 
stomach  (Fig.  4).  While  preparing  the  patient  for 
surgery  by  intravenous  hyperalimentation,  the  pa- 
tient began  to  experience  almost  continuous  epi- 
gastric pain  despite  nasogastric  decompression  and 
absence  of  oral  intake.  Because  of  concern  about 
possible  vascular  compromise  to  the  herniated 
stomach,  the  patient  was  taken  to  surgery  without 
delay  on  April  30,  1975. 

A left  posterolateral  thoracotomy  incision  was 
made  through  the  previous  incision.  The  lung  was 
completely  adherent  to  the  chest  wall,  diaphragm, 
and  stomach.  The  dissection  demonstrated  almost 
half  of  the  stomach  herniated  into  the  chest  through 
the  site  of  the  radial  incision  in  the  diaphragm.  The 
stomach  was  not  compromised.  Green  Ethiflex  su- 
tures could  be  seen  in  the  edge  of  the  diaphragmatic 
defect.  The  incisional  defect  in  the  diaphragm  itself 
appeared  to  be  considerably  enlarged  over  the  inci- 
sion made  at  the  time  of  the  original  operation.  The 
herniated  stomach  was  totally  freed  and  reduced 
beneath  the  diaphragm.  The  small  locule  of  stomach 
in  the  mediastinum  sutured  to  the  esophagus  was  not 
distorted  by  the  herniated  fundus,  and  this  was  left 
undisturbed  during  surgical  repair.  The  diaphrag- 
matic defect  was  then  closed  using  overlapping  0 silk 
interrupted  mattress  sutures.  A second  layer  of  in- 
terrupted silk  sutures  was  used  to  reinforce  the  first 
layer  of  sutures.  Additional  3-0  silk  sutures  were 
used  to  anchor  the  remaining  diaphragmatic  defect 
edges  to  the  paraesophageal  stomach.  A rectangular 
strip  of  Dacron  (Mersilene)  mesh  was  then  used  as 
an  onlay  graft  to  reinforce  the  entire  length  of  the 
diaphragmatic  suture  line.  Two  rows  of  interrupted 
3-0  Dacron  sutures  were  used  to  anchor  2 cm.  of  mesh 
on  either  side  of  the  diaphragmatic  suture  line.2  The 
postoperative  course  was  entirely  uneventful,  and  the 
patient  was  discharged  13  days  following  surgery, 
eating  satisfactorily.  He  remained  in  good  health 
during  a follow-up  of  three  years  (Fig.  5). 


FIGURE  4.  (A)  Chest  x-ray  films,  posteroanterior  and  lateral, 

show  herniation  of  stomach  into  left  thorax.  (B)  Barium 
swallow  confirms  findings  in  Figure  4A. 


Comments 

Spontaneous  or  effort  rupture  of  the  esophagus 
(Boerhaave  syndrome)  presents  a diagnostic  and 
therapeutic  challenge  to  surgeons.  The  unwary 
clinician  may  not  suspect  the  correct  diagnosis  if  the 
mode  of  onset  and  the  presenting  clinical  picture  are 
atypical.  Retching  and  violent  emesis  associated 
with  severe  chest  pain,  mediastinal  and  subcutaneous 
emphysema,  and  hydropneumothorax,  may  not  be 
present.  Unless  the  clinician  maintains  a high  index 
of  suspicion,  the  correct  diagnosis  may  be  delayed  or 
even  missed  entirely,  only  to  be  demonstrated  at 
postmortem  examination.  With  delay  in  diagnosis, 
the  general  condition  of  the  patient  swiftly  deterio- 
rates. In  addition,  the  esophagus  in  the  area  of  the 
tear  becomes  progressively  inflamed  and  friable, 
increasing  the  likelihood  of  suture-line  leakage. 
There  is  a striking  difference  in  mortality  and  com- 
plication rates  between  patients  operated  on  early 
(less  than  12  hours)  and  those  operated  on  later  (after 
12  hours).4 
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FIGURE  5.  Barium  swallow  three  years  after  third  operation. 
No  stenosis  of  esophagus.  Small  locule  of  stomach  seen 
in  mediastinum  representing  that  part  of  fundus  used  to  re- 
inforce suture  line.  Rest  of  stomach  well  under  dia- 
phragm. 

The  esophagus  has  long  been  recognized  as  an  area 
of  the  gastrointestinal  tract  presenting  special  haz- 
ards to  the  surgeon  because  of  its  deep  location,  ab- 
sence of  serosa,  and  relatively  low  tensile  strength. 
Suture-line  leakage  from  the  thoracic  esophagus  can 
lead  to  serious  complications  and  even  death.  Sur- 
geons have  tried  various  methods  to  strengthen  or 
reinforce  the  esophageal  suture  line,  including  peri- 
cardium,pedicled  pleural  flaps,8  visceral  pleura 
and  lung,9  pedicles  and  grafts  of  diaphragm,10-11  in- 
tercostal pedicle  graft,12-15  and  onlay  grafts  of 
stomach.16  Clinical  evidence  supports  the  concept 
that  a buttress  reinforcement  of  the  esophageal  su- 
ture line  decreases  the  likelihood  of  leakage.17 

In  our  patient,  the  severe  inflammatory  reaction 
of  the  esophagus  secondary  to  massive  leakage  of 
alcohol  and  gastric  secretions  dictated  the  need  for 
reinforcement  of  the  friable  esophageal  suture  line. 
The  adjacent  pleura  and  pericardium  appeared 
friable.  A gastric  onlay  graft  seemed  to  be  the  most 
suitable  means  of  buttressing  the  suture  line.18-2*3 
The  hiatal  opening  was  surprisingly  snug,  and  it  was 
necessary  to  enlarge  this  with  a relatively  short  radial 
incision  in  the  diaphragm  to  mobilize  sufficient 
stomach  for  reinforcement,  and  to  prevent  possible 


vascular  compromise  of  the  intrathoracic  portion  of 
the  stomach.  At  the  time  of  the  first  reoperation  the 
repair  of  the  diaphragm  did  not  present  a problem, 
yet  the  hernia  recurred  through  a further  disruption 
at  the  diaphragmatic  incision.  The  suturing  of 
stomach  to  diaphragm  forming  the  enlarged  hiatus 
appeared  to  be  satisfactory,  and  there  was  no  concern 
about  the  possibility  of  herniation. 

Thai  and  Hatafuku2  first  broached  the  idea  of  a 
gastric  onlay  graft  as  a method  to  improve  the  high 
mortality  rate  associated  with  suture-line  leakage  in 
the  treatment  of  spontaneous  rupture  of  the  esoph- 
agus. The  gastric  fundus  was  actually  used  as  a 
patch  to  bridge  the  debrided  esophageal  opening, 
rather  than  an  onlay  buttress  to  reinforce  the  suture 
line,  as  used  in  our  patient.  Thai3  subsequently  re- 
ported a clinical  series  in  which  the  gastric  patch  was 
used  for  a variety  of  lower  esophageal  lesions.  Use 
of  the  stomach  by  means  of  a transthoracic  approach 
required  a 6-cm.  radial  incision  in  the  diaphragm 
from  the  hiatus,  and  there  were  no  reported  compli- 
cations. Others  have  used  partial  intrathoracic 
stomach  to  repair  peptic  esophageal  strictures,  and 
to  prevent  gastroesophageal  reflux  by  fundoplication, 
without  experiencing  dehiscence  and  herniation.18 
One  might  speculate  as  to  whether  or  not  the  intense 
inflammatory  reaction  at  the  first  operation  might 
have  interfered  with  proper  healing  in  our  patient, 
hut  this  would  be  difficult  to  explain  as  a cause  of  the 
second  herniation  almost  two  years  after  the  first 
operation. 

Allison’s19  transthoracic  repair  of  hiatus  hernia 
involved  a relatively  short  counter  incision  in  the 
diaphragm  that  enabled  the  surgeon  to  anchor  the 
esophagus  beneath  the  diaphragm.  This  operation 
gained  wide  acceptance,  but  during  the  ensuing  years, 
reports  appeared  describing  gastric  herniation 
through  the  diaphragmatic  counter  incision.20  In 
1965  Effler21  discussed  16  cases  reported  by  7 sur- 
geons that  required  surgery  to  correct  herniation 
through  the  diaphragmatic  incision.  Effler21  pro- 
posed a transthoracic  method  of  hiatal  hernia  repair 
without  using  the  diaphragmatic  incision.  The  most 
popular  transthoracic  approach  for  repair  of  hiatal 
hernia  today  is  that  of  Baue  and  Belsey,22  which  does 
not  require  diaphragmatic  incision. 

The  healing  of  incisions  in  the  diaphragm  has  been 
a matter  of  concern  to  many  surgeons.  Some  have 
placed  the  diaphragm  temporarily  at  rest  by  pinching 
or  injecting  an  anesthetic  agent  into  the  phrenic 
nerve.  Considerable  attention  has  also  been  directed 
to  the  motor  nerve  supply  of  the  diaphragm,  with 
resultant  recommendations  for  incisions  that  would 
do  the  least  denervation  to  the  diaphragm,  both  in 
terms  of  function  as  well  as  healing.23-25  Perhaps  the 
incision  most  generally  favored  today  by  the  thoracic 
surgeon,  when  wide  exposure  of  the  upper  abdomen 
is  required  from  the  chest,  is  a peripheral  circum- 
ferential incision  that  does  the  least  denervation  to 
the  diaphragm.  A radial  incision  in  the  diaphragm, 
when  necessary,  should  parallel  the  phrenic  nerve 
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branch  distribution  as  much  as  possible.  The  dia- 
phragmatic incision  should  be  carefully  closed  with 
interrupted  nonabsorbable  sutures.  When  the 
strength  of  the  suture  line  is  in  question,  this  may  be 
reinforced  by  a synthetic  mesh  such  as  Dacron  or 
nylon.26  Metallic  meshes  are  unsatisfactory  for  this 
purpose  because  they  fragment  and  fatigue  with 
time,  and  the  metal  parts  might  injure  the  adjacent 
viscus.27 

It  is  of  interest  that  the  literature  appears  to  be 
devoid  of  any  reports  of  diaphragmatic  suture-line 
disruption  with  the  use  of  the  intrathoracic  gastric 
onlay  graft  type  of  procedure.2  Disruption  of  the 
diaphragmatic  counterincision  with  the  original 
transthoracic  Allison19  operation  for  hiatal  hernia 
was  reported  in  numbers  sufficient  to  have  become 
a matter  of  practical  concern.  With  this  line  of 
thought,  one  might  also  be  concerned  about  the  in- 
creasing use  of  stomach  with  fundoplication  (Nissen9 
operation)  in  the  repair  of  hiatal  hernia  with  stricture 
and  shortened  esophagus,  accompanied  by  dia- 
phragmatic incision  to  enlarge  the  esophageal  hiatus. 
The  recurrent  diaphragmatic  herniations  encoun- 
tered in  our  patient  may  be  an  unusual  event,  but  it 
does  stimulate  concern  about  this  type  of  diaphrag- 
matic incision.  We  would  also  now  prefer  to  use  a 
method  of  esophageal  suture-line  reinforcement  such 
as  a pleural  flap,  a procedure  that  avoids  the  need  for 
intrathoracic  stomach  and  incision  of  the  dia- 
phragm. 

Summary 

Spontaneous  rupture  of  the  esophagus  had  always 
been  associated  with  a high  mortality  rate  until  the 
first  reported  successful  repair  in  1947.  Direct  su- 
ture of  the  friable  edematous  esophagus  is  commonly 
followed  by  a suture-line  leakage.  Various  methods 
have  been  tried  to  reinforce  the  suture  line;  among 
these,  application  of  the  gastric  fundus  has  found 
widespread  appeal.  A patient  is  presented  who  had 
a spontaneous  perforation  of  the  esophagus  treated 
by  direct  suture  and  gastric  onlay  reinforcement.  He 
subsequently  developed  two  diaphragmatic  hernias 
through  the  original  diaphragmatic  incision  which 
had  been  made  to  enable  sufficient  gastric  fundus  to 
be  drawn  into  the  chest.  The  first  hernia  was  re- 
paired transabdominally  and  the  second  transtho- 
racically  with  Dacron  mesh  reinforcement. 
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Kawasaki  disease,  formerly  referred  to  as  muco- 
cutaneous lymph  node  syndrome,  is  a mysterious 
clinical  entity  of  unknown  origin  first  reported  from 
Japan  by  Kawasaki  in  1 967. 1 It  is  a severe  acute  fe- 
brile illness  manifested  by  fever,  skin  rash,  con- 
junctivitis, oral  lesions,  lymphadenopathy,  and  some 
suggestive  laboratory  findings.  Kawasaki  disease  is 
being  reported  to  be  prevalent  throughout  the  world, 
and,  since  1975,  232  suspected  cases  have  been  re- 
ported to  the  Center  for  Disease  Control  in  the 
United  States.2 

We  are  reporting  a case  of  Kawasaki  disease  with 
the  unusual  features  of  gallbladder  hydrops,  pro- 
longed duration  of  fever,  and  failure  of  a rapid  re- 
sponse to  salicylate  therapy. 

Case  report 

An  eight-year-old  white  female  was  admitted  to 
Nassau  Hospital  because  of  persisting  high  temper- 
ature and  enlarged  cervical  lymph  nodes.  One  week 
prior  to  this  admission  she  was  found  to  have  cervical 
lymphadenitis  and  an  acute  otitis  media  of  the  left 
ear,  which  was  treated  with  penicillin,  250  mg.  every 
six  hours.  A throat  culture  was  negative  for  hemo- 
lytic organisms. 

On  admission,  the  temperature  was  40.2°  C.  A 
large  (10-by-6-cm.)  extremely  tender  fixed  lymph 
node  was  palpated  on  the  left  side  of  the  neck,  and 
torticollis  was  present  on  the  left  side.  The  tympanic 
membrane  in  the  left  ear  had  a distorted  light  reflex 
and  was  mildly  hyperemic.  The  pharynx  was 


slightly  inflamed.  A mild  bilateral  conjunctivitis  was 
present.  The  remainder  of  the  physical  examination 
disclosed  no  other  abnormalities.  The  child’s  past 
history  was  unremarkable  except  for  a febrile  seizure 
at  two  years  of  age.  The  family  history  was  unre- 
vealing. The  admission  diagnosis  was  suppurative 
cervical  lymphadenitis,  and,  after  appropriate  cul- 
tures were  obtained,  intranveous  methicillin,  1 Cm. 
every  six  hours,  was  begun. 

Laboratory  studies  revealed  a hemoglobin  of  13.2 
Cm.  per  deciliter,  hematocrit  38,  white  blood-cell 
count  28,500  per  cubic  millimeter,  with  94  percent 
polymorphonuclear  leukocytes.  ESR  (erythrocyte 
sedimentation  rate)  was  60  mm.  per  hour.  Urinalysis 
results  were  normal,  and  a spinal  tap  yielded  clear 
normal  fluid.  Cultures  of  the  nose  and  throat  grew 
no  significant  pathogens.  Five  blood  cultures,  a 
urine  culture,  and  cultures  of  the  cerebrospinal  fluid 
were  sterile.  Chest  x-ray  film  findings  were  within 
normal  limits. 

The  hospital  course  is  depicted  in  Figure  1.  On 
the  third  hospital  day  a macular  rash  developed  on 
the  lower  abdomen  and  both  axillas,  the  conjuncti- 
vitis became  more  pronounced,  and  a diagnosis  of 
Kawasaki  disease  was  suggested.  An  EKG  (elec- 
trocardiogram) was  obtained,  results  of  which  were 
normal. 

On  the  sixth  hospital  day  abdominal  pain  devel- 
oped. The  abdomen  became  distended,  and  a mass 
was  palpable  in  the  right  upper  quadrant.  A flat 
plate  of  the  abdomen  showed  a mass  pushing  down 
on  the  right  transverse  colon.  A liver  scan  showed 
no  pathologic  condition.  An  ultrasonogram  revealed 
an  echo-free  mass  extending  caudally  below  the  liver 
edge  (Fig.  2).  The  possibility  of  hydrops  of  the 
gallbladder  or  choledocal  cyst  was  considered.  An 
exploratory  laparotomy  was  performed,  revealing  a 
markedly  distended  gallbladder.  A large  cystic  duct 
lymph  node  measuring  1.5  cm.  in  diameter  with  ap- 
parent compression  of  the  cystic  duct  was  noted. 
The  gallbladder  was  aspirated,  yielding  250  ml.  of 
clear,  relatively  colorless  bile  which  proved  sterile  on 
culture,  and  a cholecystectomy  was  performed.  The 
gross  specimen  did  not  show  significant  inflamma- 
tory changes  in  the  wall  of  the  gallbladder.  Micro- 
scopic sections  showed  thickening  of  the  folds,  nu- 
merous neutrophils  and  mononuclear  inflammatory 
cells,  hypertrophy  of  the  propria  muscles,  which  in 
some  areas  were  infiltrated  by  eosinophils  and  mo- 
nonuclear inflammatory  cells,  and  marked  engorge- 
ment of  the  intramural  blood  vessels.  The  patho- 
logic diagnosis  was  chronic  cholecystitis  with  peri- 
cholecystitis. 

A heart  murmur  developed  on  the  seventh  hospital 
day.  An  EKG  showed  T-wave  changes  compatible 
with  myocarditis.  On  the  fifteenth  hospital  day  se- 
vere hip  pain  developed,  and  the  child  refused  to 
move.  The  ESR  remained  elevated,  the  C-reactive 
protein  was  4 plus  positive,  antinuclear  antibodies 
and  deoxyribonucleic  acid  findings  were  normal,  and 
the  platelet  count  was  848,000.  During  the  third 
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FIGURE  1. 

week  of  admission,  salicylates,  100  mg.  per  kilogram 
per  day,  were  started,  and  there  appeared  to  be  a slow 
response  to  the  therapy.  The  highest  monitored 
salicylate  level  was  22  mg.  per  100  ml.  Scaling  of  the 
fingertips  and  toes  became  pronounced  (Fig.  3).  The 
patient’s  SGOT  (serum  glutamic  oxaloacet  ic  trans- 
aminase) level  rose  to  1,250  IU;  this  indicated  a 
possible  salicylate  hepatitis,  and  the  salicylate  dose 
was  reduced.  A repeat  SGOT  level  six  days  later  was 
230  IU.  The  platelet  count  dropped  to  51 1,000,  and 
the  ESR  to  50  mm.  per  hour.  Additional  significant 
tests  obtained  during  the  hospital  course  included  a 
serum  total  bilirubin  of  0.8  mg.  per  100  ml.  on  ad- 
mission, which  rose  to  a peak  of  4 mg.  per  100  ml.  on 
the  tenth  hospital  day,  and  an  alkaline  phosphatase 


Hospital  course. 

level  which  rose  from  123  on  admission  to  322  on  the 
thirtieth  day.  Viral  cultures  were  sterile.  Ig  (im- 
munoglobulin) tests  revealed  IgG  900  mg.,  IgA  155 
mg.,  and  IgM  60  mg.  per  100  ml.;  IgE  study  was  not 
performed. 

Comment 

The  major  complications  of  Kawasaki  disease  are 
cardiac,  especially  myocarditis  and  coronary  aneu- 
rysms, which  are  responsible  for  the  1.7-percent 
mortality  rate.  The  purpose  of  reporting  our  case  is 
to  alert  physicians  to  the  recently  recognized  com- 
plication of  gallbladder  hydrops  and  the  usefulness 
of  ultrasound  in  its  diagnosis.3 


The  first  time  hydrops  of  the  gallbladder  associ- 


FIGURE  2.  (A)  Longitudinal,  bistable  scan  at  high  gain  3 cm.  to  right  of  midline.  Patient's  head  is  to  left.  Distended  gallbladder 

(GB)  seen  as  oval,  echo-free  mass  extending  caudally  below  liver  edge.  Arrow  at  level  of  umbilicus.  (B)  Transverse  scan 
2 cm.  above  umbilicus.  Gallbladder  (GB)  seen  as  rounded,  echo-free  mass  to  right  of  midline.  (Scale:  3 cm.  per  divi- 
sion) 
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FIGURE  3.  Scaling  of  fingertips  during  third  week  of  ill- 
ness. 


ated  with  Kawasaki  disease  was  mentioned  in  the 
United  States  was  in  a case  report  hy  Goldsmith, 
Gribetz,  and  Strauss.4  This  case  was  diganosed  at 
laparotomy  for  a possible  perforated  appendix.  At 
operation  they  reported  finding  enlarged  mesenteric 
lymph  nodes,  hydrops  of  the  gallbladder,  and  a sig- 
nificant amount  of  yellow  peritoneal  fluid,  which  was 
sterile  for  bacteria  on  culture.  Recently  Magilavy 
et  al.5  reported  two  additional  cases  of  hydrops  of  the 
gallbladder.  The  diagnosis  in  these  cases  was  es- 
tablished by  ultrasound.  One  case  was  operated  on 
and  a cholecystectomy  performed,  and  the  second 
case  was  followed  by  ultrasound  and  resolved.5  Our 
case  was  also  diagnosed  preoperatively  by  ultra- 
sound. At  operation,  250  ml.  of  colorless  fluid  were 
aspirated  from  the  distended  gallbladder,  and  in 
addition  a large  lymph  node  appeared  to  be  com- 
pressing the  cystic  duct.  Although  our  case  appeared 
to  be  associated  with  mechanical  lymph-node  com- 
pression, Magilavy  et  al.5  did  not  find  obstruction 
and  believed  the  cause  of  the  hydrops  to  be  nonspe- 
cific vasculitis  or  serositis. 

Our  case  showed  two  additional  interesting  find- 


ings, namely  a prolongation  of  the  fever  for  39  days, 
usually  less  than  three  weeks,  and  failure  to  respond 
rapidly  to  salicylates. 

Recently  Bell,  Ternherg,  and  Feigin6  reported  6 
cases  of  gallbladder  disease  among  25  presumed  and 
9 confirmed  cases  of  leptospirosis  with  signs  and 
symptoms  remarkably  similar  to  Kawasaki  disease.6 
Four  of  the  six  cases  had  hydrops  of  the  gallbladder. 
The  resemblance  of  signs  and  symptoms  between  the 
two  diseases  should  make  it  important  to  rule  out 
leptospirosis  in  cases  of  suspected  Kawasaki  dis- 
ease. 

Summary 

Gallbladder  hydrops  associated  with  Kawasaki 
disease  is  a rare  occurrence.  Only  three  previous 
cases  have  been  reported  in  the  United  States.  A 
fourth  case  is  presented  to  emphasize  the  usefulness 
of  ultrasound  in  making  a preoperative  diagnosis. 
This  case  also  had  prolonged  duration  of  fever  and 
failure  of  rapid  response  to  salicylates. 

Nassau  Hospital 
259  First  Street 
Mineola,  New  York  11501 
(DR.  MOFENSON) 
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Perforation  (or  rupture)  of  a pseudocyst  of  the 
pancreas  occurs  as  often  into  a hollow  viscus  as  into 
the  peritoneal  cavity,  and  the  incidence  has  been 
estimated  to  he  about  5 percent.1’2  The  incidence 
of  hemorrhage  associated  with  pseudocysts  of  pan- 
creas has  been  reported  to  be  12  percent  of  cases  in 
Caravati,  Ashworth,  and  Frederick’s'1  series,  and  was 
found  to  be  fatal  in  56  to  61  percent  of  such  cases.4’5 
The  major  bleeding  is  usually  the  result  of  erosion  of 
major  arteries  such  as  the  splenic,  gastroduodenal, 
superior  mesenteric,  and  inferior  pancreaticoduo- 
denal arteries.  On  the  contrary,  erosion  of  the 
nearby  portal  vein  and  its  tributaries  is  rather  rare. 
To  the  best  of  our  knowledge,  only  one  case  with 
erosion  of  portal  vein  has  been  reported.6  Ap- 
proximately 10  cases  of  splenic  vein  occlusion  with 
portal  hypertension  secondary  to  pancreatic  pseu- 
docysts have  been  reported,  hut  this  is  seldom  asso- 
ciated with  hypersplenism.  This  report  deals  with 
a case  of  pancreatic  pseudocyst  with  a rare  combi- 
nation of  complications:  perforation  of  splenic  and 
portal  veins,  splenomegaly  with  hypersplenism,  and 
t he  terminal  event  of  perforation  with  intraperitoneal 
hemorrhage.  The  literature  related  to  such  com- 
plications is  reviewed. 

* Present  address:  M.  I).  Anderson  Hospital,  Houston,  Texas 


Case  report 

The  patient  was  a 69-year-old  white  widow  who 
presented  a long  history  of  an  abdominal  problem. 
In  1960,  abdominal  pain  and  melena  had  led  to  a di- 
agnostic laparotomy  with  removal  of  a colonic  polyp. 
In  1965,  she  had  had  several  episodes  of  partial  in- 
testinal obstruction.  In  the  same  year  she  had  had 
a hysterectomy  and  bilateral  salpingo-oophorectomy 
for  severe  menorrhagia.  In  1969,  she  had  had  epi- 
sodes of  fever  and  sweating  for  one  week,  and  was 
found  to  have  hepatosplenomegaly,  and  findings  for 
purified  protein  derivative  test  were  positive.  Liver 
biopsy  showed  noncaseating  granulomas,  and  she  was 
treated  with  isoniazid,  ethambutol,  and  streptomy- 
cin. She  did  well  until  August,  1977,  when  she  suf- 
fered from  vague  abdominal  pain  and  then  left  upper 
quadrant  pain.  Liver-spleen  scans  (scintiscans) 
showed  hepatosplenomegaly,  and  bone-marrow 
study  was  nondiagnostic.  She  was  thought  to  have 
“hypersplenism”  with  Hgb.  (hemoglobin)  11  Gm.  per 
100  ml.,  WBC  (white  blood  cell)  count,  3,000,  and 
platelets  75,000  per  cubic  millimeter.  In  November, 
1977,  and  February,  1978,  the  patient  was  admitted 
to  another  hospital  for  work-up  of  repeated  epigastric 
pain:  findings  of  upper  gastrointestinal  series,  small 
intestine  series,  barium  enema,  and  intravenous 
pyelogram  were  all  unremarkable.  Elevated  fasting 
blood  glucose  was  found;  the  diagnosis  of  adult-onset 
diabetes  mellitus  was  made,  and  she  was  treated  with 
chlorpropamide  (Diabinase)  and  diet. 

On  March  23,  1978,  she  entered  North  Shore 
University  Hospital  with  band-like  epigastric  pain, 
which  radiated  to  the  back,  and  anorexia,  nausea,  and 
vomiting.  The  patient  was  not  a smoker  or  drinker. 
She  denied  any  history  of  gallbladder  disease,  ab- 
dominal trauma,  hypertension,  or  cardiopulmonary 
diseases.  The  spleen  was  felt  4 fingerbreadths  below 
the  left  costal  margin.  Localized  tenderness  was 
noted  in  the  left  upper  quadrant,  but  there  was  no 
sign  of  ascites.  Examination  of  blood  revealed  Hgb. 

7.7  Gm.  per  100  ml.,  hct.  (hematocrit)  26.7,  WBC 
count  4,300  and  platelets  195,000  per  cubic  milli- 
meter. Other  tests  revealed  protein  6.5  and  albumin 

3.7  Gm.  per  100  ml.,  cholesterol  132  mg.  per  deciliter, 
triglycerides  226  mg.  per  100  ml.,  LDH  (lactic  acid 
dehydrogenase)  234  U.  per  liter,  and  serum  amylase 
42  units.  Urine  amylase  and  serum  lipase  were  not 
available.  Electrolytes,  renal  function  test  results, 
bilirubin,  alkaline  phosphatase,  SCOT  (serum  glu- 
tamic oxaloacetic  transaminase)  and  SGPT  (serum 
glutamic  pyruvic  transaminase)  were  all  within 
normal  limits.  A repeated  upper  GI  series  at  the  end 
of  March,  1978,  showed  a retrogast.ric  mass  with  a 
generalized  “pad”  effect  on  the  lesser  curvature  of  the 
stomach,  which  mimicked  a huge  liver.  Small-bowel 
series,  barium  enema,  and  intravenous  pyelogram 
again  revealed  no  intrinsic  lesion.  Liver  spleen  scan 
again  showed  hepatosplenomegaly;  bone  scan  showed 
no  abnormality.  A liver  biopsy  was  found  to  be 
negative  for  granuloma.  For  her  anemia,  a total  of 
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7 U.  of  packed  red  blood  cells  were  transfused,  and 
she  was  started  on  prednisone,  40  mg.  orally  daily. 
Her  hematocrit  stabilized  at  38  on  discharge.  The 
discharge  diagnosis  was  hepatosplenomegaly  with 
hypersplenism,  etiology  unknown. 

Five  days  after  discharge  (April  12,  1978),  the  pa- 
tient was  readmitted  for  fatigue  and  progressive 
anemia. 

Physical  examination  on  this  last  admission  re- 
vealed: blood  pressure  140/100  mm.  Hg,  pulse  rate 
94  per  minute,  and  respiratory  rate  18  per  minute. 
The  lungs  were  clear  to  auscultation  and  precussion. 
The  abdomen  revealed  diffuse  tenderness,  which  was 
most  marked  in  the  epigastric  region.  The  spleen 
was  palpable  down  to  the  umbilicus.  Rectal  exam- 
ination and  a guaiac  test  revealed  normal  findings. 
Chest  x-ray  film,  electrocardiogram,  repeat  upper  GI 
series,  gallbladder  series,  barium  enema,  and  intra- 
venous pyelogram  revealed  no  significant  changes. 

Examination  of  blood  revealed  Hgb.,  8.1  Cm.  per 
100  ml.,  hct.,  25.6,  WBC  count  8,600  and  platelets 
170,000  per  cubic  millimeter,  and  microcytic  hypo- 
chromic anemia.  Bone  marrow  iron  revealed 
trace-positive  findings,  as  did  serum  B 12  and  folate. 
Haptoglobin  was  190  mg.  per  100  ml.,  PT  (pro- 
thrombin time  12  per  11.5  seconds,  and  partial 
thromboplastin  time  26.2  per  33.5  seconds.  Both 
direct  and  indirect  Coombs’  test  findings  were  nor- 
mal. VDRL  was  nonreactive.  T3  (triiodothronine), 
T4  (thyroxine),  radioactive  iodine,  and  thyroid 
stimulating  hormone  test  findings  were  all  within 
normal  limits.  Other  test  findings  were  as  follows: 
fasting  blood  glucose  450  mg.  per  deciliter;  total 
protein  6 Gm.  per  deciliter;  2-hour  glucose  307  blood 
urea  nitrogen  38,  and  creatinine,  1.1  mg.  per  deciliter; 
albumin  3.6  Gm.  per  deciliter;  total  bilirubin  1.2  and 
direct  bilirubin  0.2  mg.  per  deciliter;  LDH  230  U.  per 
liter;  and  SGOT  and  SGPT  were  within  normal 
limits,  as  were  alkaline  phosphatase,  electrolytes, 
calcium,  and  phosphorus  findings.  Liver-spleen  scan 
showed  hepatosplenomegaly  without  .focal  defects; 
bone  scan  disclosed  no  abnormalities.  Bone  marrow 
biopsy  disclosed  a hypercellular  marrow  with  normal 
distribution  of  cells,  but  no  evidence  of  granuloma 
or  any.malignant  condition. 

During  the  hospitalization,  the  patient  received  a 
large  amount  of  packed  red  blood  cells  to  stabilize  her 
anemia.  On  May  2, 10  days  prior  to  her  expiration, 
the  patient  was  found  to  have  “ascites.”  On  diag- 
nostic abdominal  paracentesis  from  the  left  lower 
quadrant,  30  ml.  of  frankly  bloody  fluid  were  ob- 
tained with  a hematocrit  of  49.  The  fluid  was  neg- 
ative for  culture  and  cytology.  The  patient’s  abdo- 
men remained  soft  and  nontender.  Bowel  sounds 
were  active.  On  the  same  day,  the  patient  was  noted 
to  be  developing  ecchymosis  over  her  right  forearm 
in  an  area  of  previous  venipuncture,  with  swelling 
and  obvious  hematoma  formation  extending  down 
from  the  antecubital  fossa  to  the  wrist  and  extending 
to  the  arm.  However,  the  patient’s  vital  signs  re- 
mained stable.  Work-up  at  that  time  revealed: 
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FIGURE  1 . Wall  of  pseudocyst.  Vascular  wall  shows  cell 
infiltration  and  rupture,  suggesting  source  of  bleeding  into 
cyst.  Wall  of  pseudocyst  is  made  of  collagenized  fibrous 
tissue  (hematoxylin  and  eosin  stain,  original  magnification 
X 400). 


Hgb.  8.9  Gm.  per  100  ml;  WBC  count  10,000  per  cubic 
millimeter  with  polymorphonuclear  leukocytes  63 
percent,  platelets  46,000  per  cubic  millimeter,  fi- 
brinogen less  than  100  mg.  per  100  ml.,  fibrindex 
greater  than  120  seconds;  PT  was  23.7  per  11.5  sec- 
onds, activated  PTT  60.9  seconds  per  33.5  seconds, 
and  the  fibrin  split-products  level  was  not  available. 
Diagnosis  of  probable  “disseminated  intravascular 
coagulation”  was  then  made.  The  patient  was  sup- 
ported using  cryoprecipitate  with  a dosage  of  20  bags 
per  day,  with  2 U.  of  fresh  frozen  plasma  and  packed 
red  blood  corpuscle  transfusions  as  required.  Con- 
tinued clotting  studies  failed  to  reveal  any  significant 
improvement.  During  the  last  three  days,  her  pulse 
rate  progressively  increased  from  90  to  1 12  per  min- 
ute, although  she  was  still  afebrile  and  with  stable 
arterial  blood  pressure.  In  the  morning  of  May  11, 
1978,  the  patient  was  found  to  be  unresponsive  in  bed 
with  agonal  breathing,  and  she  expired  soon  after. 

The  postmortem  examination  was  limited  to  the 
abdominal  organs.  There  was  a severe  fibrous  ad- 
hesion between  the  bowel  and  the  peritoneum. 
Hemoperitoneum  with  2,750  ml.  of  bloody  fluid  was 
identified.  A large  pseudocyst  of  the  pancreas 
measuring  19  by  11  by  7 cm.  was  found  in  the  retro- 
peritoneum  above  the  body  and  tail  of  the  pancreas, 
extending  through  the  retrogastric  space  to  the  liver; 
it  adhered  to  the  surrounding  tissue  and  compressed 
the  lesser  curvature  of  the  stomach.  A small  perfo- 
ration about  1 cm.  in  diameter  was  noted  on  the  cyst 
wall,  posteriorly,  and  bloody  fluid  was  escaping  from 
the  cyst  into  the  peritoneal  cavity;  the  cyst  contained 
approximately  1,000  ml.  of  blood  and  200  Gm.  of 
organizing  blood  clot.  The  inner  surface  of  the  cyst 
was  rather  rough  and  covered  with  friable  tissue. 
Multiple  sections  of  the  cyst  wall  disclosed  daughter 
cysts.  Microscopically,  the  cyst  wall  consisted  of 
dense  fibrous  and  granulation  tissues  with  fibro- 
blastic reaction,  including  bizarre  large,  nucleated 
cells  and  multinucleated  giant  cells.  Some  blood 
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FIGURE  2.  Splenic  vein  open,  showing  two  large  holes 
connected  with  cyst  (white-edged  arrows).  Perforation  in 
portal  vein  is  obvious  (black  arrows). 


vessels  at  the  cyst  wall  were  eroded  or  showed  bizarre 
cell  infiltration  of  vessel  wall  (Fig.  1).  Both  portal 
and  splenic  veins  adhered  to  the  cyst.  The  portal 
vein  was  eroded,  presenting  three  small  holes  which 
measured  about  0.2  cm.  in  diameter.  The  splenic 
vein  was  compressed  by  the  cyst  around  the  portal  - 
splenic  junction,  and  the  splenic  vein  was  dilated, 
eroded,  and  communicated  to  the  cyst  with  two  large 
holes  measuring  up  to  3 cm.  in  greatest  dimension. 
These  eroded  holes  had  irregular  margins  (Fig.  2). 
Histologic  examination  disclosed  active  fibroblastic 
cellular  reaction  present  in  the  intima  of  the  splenic 
vein  and  portal  vein  adjacent  to  the  perforated  holes, 
which  represented  a result  of  pancreatic  enzymatic 
reaction  escaping  from  the  cyst  (Fig.  3).  It  also  in- 
dicated that  the  erosion  of  the  veins  might  have  de- 
veloped gradually  rather  than  as  an  acute  abrupt 
process.  The  proximal  portions  of  both  splenic  ar- 
tery and  superior  mesenteric  artery  became  a portion 
of  the  posterior  cystic  wall.  The  pancreas  showed 
extensive  fibrosis  in  the  body  and  tail,  representing 
chronic  pancreatitis.  Some  residual  glands  and 
ductules  could  be  found  adjacent  to  the  pseudocyst 
and  ducts  in  the  daughter  cysts.  The  spleen  was 
about  three  times  the  normal  size  (500  Gm.)  and  was 
congested  and  rubbery.  Histologically  it  showed 
fibrosis  of  red  pulp  and  proliferation  of  splenocytes, 
consistent  with  fibrocongestive  splenomegaly.  The 
liver  was  slightly  enlarged  (2,000  Gm.)  and  showed 
a nonspecific  pattern  similar  to  that  of  a liver  biopsy 
done  on  March  31,  but  no  granulomas.  Kidney 
showed  nephrosclerosis.  No  microscopic  evidence 
of  disseminated  intravascular  coagulation  was 
noted. 

Comment 

Pancreatic  pseudocyst  is  a fluid-filled  mass  arising 
from  rupture  of  the  pancreatic  ductal  system  and 
encapsulated  with  fibrous  tissue  without  an  epithelial 
lining.  It  is  caused  by  activation  of  the  pancreatic 
enzymes  with  necrosis  of  pancreatic  parenchymal 


FIGURE  3.  Section  through  perforation  of  portal  vein.  Site 
of  perforation  (disruption  of  elastica)  appears  at  upper  right 
area  of  photograph  (arrow  tail).  Cellular  reaction  (same  as 
seen  in  pseudocyst  wall)  at  intimal  side  of  vein  (arrows) 
(elastica  Van  Gieson  stain). 


tissue,  together  with  disruption  and  digestion  of  the 
tissue  bordering  the  lesser  peritoneal  sac  where  the 
pseudocysts  most  commonly  form.7’8 

Hyperglycemia  has  been  associated  with  57  per- 
cent of  cases  of  pseudocysts  of  the  pancreas.3  It 
merely  reflects  the  underlying  disease,  such  as  the 
chronic  pancreatitis  in  our  patient.  Serum  amylase 
was  found  to  increase  (over  200  Somogyi  units)  in  41 
to  47  percent  of  cases.3’9  Vajcner  and  Nicoloff10 
suggested  that  urine  amylase  output  is  a more  sen- 
sitive test  of  abnormal  amylase  activity  and  has  been 
elevated  in  80  percent  of  pseudocyst  cases. 

Perforation  is  usually  into  greater  peritoneal  cavity 
or  organs,  rarely  through  the  abdominal  wall,  re- 
sulting in  an  external  fistula.11  It  is  generally 
spontaneous,  but  trauma  has  been  cited  as  an  im- 
mediate cause  in  a few  instances.  Palpation  by  the 
surgeon  prior  to  laparotomy  has  ruptured  several 
cysts. 

The  most  common  hemorrhage  encountered  is 
that  occurring  diffusely  from  the  wall  of  the  cyst,  but 
it  is  not  always  that  obvious  bleeding  vessels  are 
identified.  This  case  exhibited  erosion  of  vessels  and 
cell  reaction  at  the  vessel  wall  (Fig.  1).  Thus  vascular 
damage  is  one  of  the  factors  leading  to  hemorrhage 
in  the  cyst.  Venous  erosion  may  be  a more  chronic 
process  leading  to  bleeding  into  the  cyst  and  rupture 
of  the  pseudocyst,  as  with  our  patient,  but  less  di- 
sastrous than  arterial  bleeding.  Arterial  erosion  is 
much  more  common  than  venous  erosion  and  re- 
quires immediate  surgical  intervention.412  The 
following  factors  may  be  associated:  the  proximal 
portion  of  the  branches  of  the  celiac  artery  is  less 
movable,  and  the  course  of  the  splenic  artery  along 
the  tail  and  body  of  the  pancreas  is  somewhat  ante- 
rior and  superior  to  the  splenic  vein.  These  arteries 
are  located  closer  to  the  cyst  and  tend  to  adhere  and 
press  the  wall  of  the  cyst;  subsequent  digestion  of 
arterial  wall  occurs  when  the  cyst  expands  and 
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pressure  necrosis  takes  place.  Also,  elastase  is  a 
known  very  active  enzyme  arising  in  the  pancreas. 

Portal  hypertension  and  subsequent  splenomegaly 
associated  w'ith  pancreatic  pseudocyst  are  rarely 
noted.  Sutton,  Yarborough,  and  Richards  in  1968 1:1 
found  54  cases  of  isolated  splenic  vein  obstruction 
reported  in  the  English  literature,  and  only  four  of 
them  (including  one  of  his  cases)  were  caused  by 
pseudocysts.  Johnston  and  Myers' 1 described  two 
of  eight  cases  with  splenic  vein  obstruction  by  pan- 
creatic pseudocysts.  One  of  Yale  and  Crummy’s'  ’ 
series  of  splenic  vein  thrombosis  was  found  to  have 
chronic  pancreatitis  and  a healed  pseudocyst. 
Splenic  vein  occlusion  is  associated  with  a 64-percent 
incidence  of  upper  gastrointestinal  bleeding  and  is 
seldom  associated  with  hypersplenism.13 

Conclusion 

An  intrasplenic  dissection  by  a pancreatic  pseu- 
docvst  associated  with  thrombosis  of  the  splenic  vein, 
multiple  splenic  infarcts,  and  congestive  spleno- 
megaly has  been  described.16  Hurwitz  and  Yesner17 
also  described  a patient  with  pancreatic  cyst  with 
obstruction  of  splenic  vein  complicating  a correctible 
hypersplenism.  In  our  case,  no  definite  obstructive 
liver  disease  or  primary  splenic  disease  was  appre- 
ciated. We  conclude  that  the  fibrocongestive  sple- 
nomegaly with  hypersplenism  is  most  likely  caused 
by  long-term  extrinsic  compression  of  splenic  vein, 
although  the  fibroblastic  granulation  tissue  of  the 
veins  might  also  have  played  a minor  role. 

The  episode  of  disseminated  intravascular  coag- 
ulation during  her  last  few  days  remained  undeter- 
mined in  nature. 

Perhaps  the  escape  of  some  kind  of  unknown 
clot-promoting  agent  from  the  pancreatic  pseudocyst 


played  a role. 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synaigos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain* 
Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
(u?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
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takes  pain  off  the  mind  and 
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be  habit  forming):  promethazine  hydrochloride.  6.25  mg; 
aspirin,  194.4  mg;  phenacetin,  162.0  mg;  caffeine,  30.0  mg. 


INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci 
ences- National  Research  Council  and/or 
other  information,  FDA  has  classified  the 
indications  as  follows.  "Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less 
than  effective  indications  requires  further 
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CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
drocodeme,  promethazine,  aspirin,  phenacetin 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities 
Drug  Dependence:  Dihydrocodeine  can  pro 
duce  drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused  Psychic  dependence,  physical  depen 
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and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub 
stances  Act  Usage  in  Ambulatory  Patients: 
Dihydrocodeine  and  promethazine  may  impair 
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for  the  performance  of  potentially  hazardous 
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such  combined  therapy  is  contemplated,  the 

rincp  nf  nnp  nr  hnth  aopntc  chnulH  ho  rorlnroH 


sitivity  reaction  (e  g.  blood  dyscrasia,  jaun 
dice)  with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine,  including 
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to  damage  kidneys  when  taken  in  large 
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cardiovascular  or  liver  disease.  Synalgos  DC 
should  be  given  with  caution  to  certain  patients 
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prostatic  hypertrophy  and  urethral  stricture 
ADVERSE  REACTIONS:  The  most  frequently 
observed  reactions  include  lightheadedness, 
dizziness,  drowsiness,  sedation,  nausea,  vomit- 
ing, constipation,  pruritus,  skin  reactions,  and 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dosage 
should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  Syn 
algos  DC  is  given  orally.  The  usual  adult  dose 
is  2 capsules  every  4 hours  as  needed  for  pain. 
DRUG  INTERACTIONS:  The  CNS  depressant 
effects  of  Synalgos  DC  may  be  additive  with 
that  of  other  CNS  depressants.  See  Warnings. 
Aspirin  may  enhance  the  effects  of  anticoagu 
lants  and  inhibit  the  uricosuric  effects  of  uri 
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The  respiratory  distress  syndrome  is  the  most 
common  cause  of  morbidity  and  mortality  rates  in 
the  neonatal  period  in  the  United  States.  It  is  a very 
appropriate  subject  to  discuss  at  a joint  conference 
of  obstetricians  and  pediatricians  because  tradi- 
tionally it  has  been  a problem  that  involves  the 
combined  skills  of  specialists  in  both  fields.  It  is  a 
disease  with  an  interesting  and  instructive  history, 
which  could  be  considered  to  begin,  in  terms  of  public 
and  medical  awareness,  with  the  birth  and  death  of 
President  Kennedy’s  premature  infant  in  1960. 
Coincidentally,  the  term  “neonatology”  was  coined 
in  1961.  In  the  short  period  of  19  years,  we  have  seen 
rapid  development  of  clinical  expertise  and  an  ex- 
pansion of  biologic  information  which  has  formed  the 
foundation  of  innovative  approaches  to  neonatal 
diseases.  In  1961  hyaline  membrane  disease,  as  it 
was  then  called,  was  thought  to  be  a disorder  of  lung 
perfusion  or  abnormal  protein  precipitation  in  the 
lung.  Almost  all  infants  with  moderate  to  severe 
hyaline  membrane  disease  died.  Now  the  patho- 
genesis of  the  disorder  is  almost  completely  under- 
stood, and  a number  of  rational  approaches  have 
combined  to  reduce  the  mortality  rate  to  approxi- 
mately 30  percent.  Sufficient  understanding  is  now 
available  so  that  it  might  be  possible  to  virtually 
eliminate  deaths  from  this  disease  in  the  next  10 
years. 

Pathogenesis 

To  better  understand  where  we  must  go  to  reach 
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this  goal,  we  must  retrace  the  steps  of  our  under- 
standing and  treatment  of  this  disease.  Our  appre- 
ciation of  the  pathogenesis  of  the  respiratory  distress 
syndrome  is  largely  due  to  the  convergence  of  a line 
of  biologic  inquiry  by  physiologists  and  biochemists 
interested  in  lung  function  with  an  increasing  clinical 
interest  in  this  syndrome.  The  mechanisms  by 
which  lung  volume  was  conserved  at  the  end  of  ex- 
piration, an  observation  known  since  1929,  were  not 
understood  until  workers  in  the  1950s  isolated  from 
the  alveolar  space  a phospholipid-rich  material  which 
had  the  ability  to  lower  surface  tension  at  the  lung 
air-water  interface,  thus  preventing  alveolar  collapse 
at  low  inflation  pressures.  This  complex  material 
was  designated  surfactant,  and  its  critical  importance 
in  normal-  lung  function  was  immediately  appre- 
ciated. In  1959,  Avery  and  Mead1  examined  the 
surfactant  present  in  the  lungs  of  infants  who  died 
of  respiratory  distress  syndrome  and  determined  that 
it  was  seriously  deficient  in  quantity  compared  with 
infants  of  the  same  gestational  age  who  died  of  dis- 
orders not  related  to  the  lungs.  This  observation  was 
the  germinal  event  in  the  unraveling  of  the  bio- 
chemical pathogenesis  of  respiratory  distress  syn- 
drome, and  it  catapulted  pediatricians  into  the  field 
of  developmental  lung  biochemistry  and  function. 
Rapidly,  the  observations  of  Avery  and  Mead1  were 
verified  by  others.  That  surfactant  deficiency  was 
the  primary  event  in  the  pathogenesis  of  the  respi- 
ratory distress  syndrome  was  readily  accepted;  the 
logic  was  compelling.  A deficiency  of  surfactant  led 
to  progressive  alveolar  atelectasis.  Diffuse  atelec- 
tasis resulted  in  hypoxia  and  increased  work  of 
breathing  which  ultimately  led  to  ventilatory  failure. 
The  diffuse  atelectasis  was  reflected  radiographically 
as  a diffuse  reticular-granular  pattern  with  collapsed 
alveoli  clearly  outlining  large  air  tracts  with  air 
bronchograms. 

Further  refinements 

Subsequently,  appreciation  of  the  mechanism  of 
production  of  surfactant  led  to  further  refinements. 
Surfactant  is  primarily  phospholipid  in  nature,  the 
most  abundant  species  being  desaturated  phospha- 
tidylcholine (lecithin).  This  material  is  produced  in 
the  type  II  pneumocyte  of  the  lung  which  lines  the 
alveolar  space.  Surfactant  material  is  packaged  in 
these  cells  into  discrete  cellular  organelles  termed 
lamellar  bodies  and  secreted  into  the  alveolar  lumen 
to  form  the  lining  layer  of  the  alveolus.  If  sufficient 
type  II  cells  were  not  present  in  the  lung,  insufficient 
surfactant  would  be  produced.  If  insufficient  met- 
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abolic  substrate  for  the  production  of  surfactant 
phospholipids  were  present,  insufficient  surfactant 
would  be  produced.  If  the  metabolism  of  the  type 
II  pneumocyte  were  negatively  affected,  for  example, 
by  decreased  perfusion,  surfactant  would  be  affected. 
Thus,  we  now  know  that  the  key  contributing  fea- 
tures are  the  number  of  mature  type  II  cells  (which 
depends  on  gestational  age),  the  availability  of  ap- 
propriate substrate  for  surfactant  metabolism,  and 
normal  function  of  well-perfused  type  II  cells.  As- 
phyxia as  a major  contributing  cause  of  respiratory 
distress  syndrome  could  be  explained  by  insufficient 
blood  supply  and  substrate  to  the  type  II  cell,  and  the 
increased  incidence  of  hyaline  membrane  disease  in 
infants  of  diabetic  mothers  can  be  explained  in  part 
by  the  altered  lipid  metabolism  in  type  II  pneumo- 
cytes. 

Therapy 

The  earliest  attempts  at  therapy  of  hyaline  mem- 
brane disease  involved  stabilization  of  blood  volume 
and  acid-base  status.  This  had  only  a small  impact, 
since  without  direct  treatment  of  the  problem  only 
those  infants  with  mild-to-moderate  disease  were 
improved  by  such  therapy.  With  the  introduction 
of  ventilators  capable  of  being  regulated  for  very 
small  infants,  the  first  major  advance  in  the  therapy 
of  respiratory  distress  syndrome  occurred.  Infants 
unable  to  sustain  their  own  ventilation  could  now  be 
ventilated.  However,  this  approach  by  itself  led  to 
only  a slight  improvement  in  morbidity  and  mortality 
rates,  and  results  were  not  changed  by  the  prolifer- 
ation of  a variety  of  types  of  ventilators,  including 
negative  pressure,  positive  pressure,  volume  cycled, 
and  pressure  cycled.  The  first  major  advance  in 
therapy  of  respiratory  distress  syndrome  occurred 
with  the  description  in  1971  by  Gregory  et  al.2  of  the 
use  of  continuous  positive  airway  pressure  with  or 
without  assisted  mechanical  ventilation.  This 
therapy  resulted  in  a marked  reduction  in  deaths 
from  disease,  particularly  in  the  most  severely  af- 
fected infants.  These  results  have  subsequently 
been  verified  with  an  average  reduction  in  mortality 
rate  from  approximately  70  to  approximately  35 
percent.  In  retrospect  it  is  only  surprising  that  this 
therapy  was  not  used  earlier,  since  it  is  a logical  ap- 
proach to  treating  the  collapsed  alveolus.  A con- 
tinuous back  pressure  is  maintained  during  ventila- 
tion so  that  a small  volume  of  air  is  retained  in  the 
alveolus  at  end  expiration.  The  hack  pressure  pro- 
vided by  the  therapist  merely  duplicates  the  action 
of  surfactant,  however  imperfectly. 

The  next  major  advance  occurred  when  the  ability 
to  predict  the  presence  of  lung  immaturity,  and  the 
likelihood  of  respiratory  distress  syndrome  in  the 
unborn  fetus,  occurred  with  the  delineation  by 
Gluck3  of  the  use  of  the  lecithin/sphingomyelin  ratio 
as  a clinical  tool  predicting  lung  maturity.  The  un- 
born fetus  produces  surfactant  phospholipids  which 
are  eliminated  from  the  lung  in  the  pulmonary  ef- 


fluent which  then  empties  into  the  amniotic  fluid. 
By  determining  the  ratio  of  a surfactant-specific 
phospholipid,  lecithin,  to  a nonspecific  phospholipid, 
sphingomyelin,  the  presence  of  surfactant  production 
by  the  lung  could  be  predicted.  Thus,  obstetricians 
faced  with  the  dilemma  of  whether  or  not  the  unborn 
infant  is  likely  to  have  serious  lung  immaturity  can 
now  anticipate  serious  respiratory  distress  syndrome 
by  the  accurate  prenatal  diagnosis  of  lung  immatu- 
rity. Closely  following  this  major  clinical  advance, 
attempts  to  induce  lung  maturity  were  begun.  The 
fortuitous  and  extraordinary  observation  by 
Liggins4  that  administration  of  steroids  to  pregnant 
ewes  resulted  in  the  birth  of  newborn  sheep  with 
more  mature  lungs  than  expected  led  to  the  appli- 
cation of  this  experimental  finding  in  well-controlled 
clinical  studies  by  Liggins  and  Howie.4  It  is  now 
generally  accepted  that  in  properly  selected  patients, 
the  administration  of  steroids  to  mothers  signifi- 
cantly enhances  lung  maturation  and  prevents  or 
diminishes  the  severity  of  the  respiratory  distress 
syndrome.  However,  Liggins,4  and  many  others, 
have  cautioned  us  that  until  the  side-effects  of  the 
use  of  pharmacologic  doses  of  steroids  for  a devel- 
oping fetus  are  clearly  understood,  this  therapy  must 
be  considered  experimental  and  not  used  inadvisedly. 
Follow-up  studies  evaluating  neurologic  and  other 
potentials  in  infants  so  treated  are  currently  in 
progress  and  do  not  yet  provide  sufficient  data  to 
allow  a feeling  of  security  regarding  steroid  therapy. 
Recently,  others  have  found  that  the  drug  is  only 
efficacious  in  a well-defined  group  of  patients  and 
that  it  may  not  be  without  some  potentially  serious 
costs,  immediately  as  well  as  long-term.5  The  the- 
oretic basis  for  use  of  steroids  has  become  better  es- 
tablished with  the  demonstrat  ion  that  pharmacologic 
doses  of  steroids  will  indeed  enhance  biochemical 
maturation  of  lung  tissue.  However,  it  must  be 
clearly  emphasized  that  the  doses  used  are  pharma- 
cologic, not  merely  raising  subphysiologic  levels  to 
physiologic  levels  as  first  thought;  and,  in  addition, 
there  is  not  specificity  for  lung  tissue  over  other  or- 
gans as  first  thought,  but  many  organs,  including 
brain  and  liver,  are  active  target  organs  for  steroid 
hormone  in  the  fetus.  I think  it  is  fair  to  say  that 
there  has  always  been  some  reluctance  to  use  steroids 
because  of  these  potential  hazards,  and  the  more  we 
learn  about  the  effects  of  such  therapy  the  more 
caution  is  warranted.  Meanwhile,  other  hormones 
are  being  examined  for  their  safety  in  the  fetus  and 
their  specific  efficacy  for  lung  tissue,  for  example, 
thyroid  hormone  and  prolactin;  but  because  of  the 
experience  with  steroid  hormones  a mood  of  disen- 
chantment with  pharmacologic  intervention  in  fetal 
development  has  begun  to  appear. 

Elimination 

However,  the  future  of  this  problem  remains 
bright,  with  obstetric  management  playing  a major 
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role  in  the  elimination  of  this  disease.  First,  the 
disorder  is  one  of  prematurity,  and  as  our  knowledge 
about  the  causes  and  possible  prevention  of  prema- 
turity increases,  a great  deal  of  the  disease  may  be 
eliminated.  In  countries  where  prematurity  is  rare, 
such  as  in  Sweden,  cases  of  the  respiratory  distress 
syndrome  are  so  rare  that  I have  heard  the  story  of 
a busload  of  medical  students  being  taken  from 
Goteborg  to  Stockholm  to  see  a case.  As  socioeco- 
nomic conditions  improve  in  the  United  States,  the 
rate  of  prematurity  and  the  respiratory  distress 
syndrome  will  decline.  Second,  pharmacologic 
agents  with  direct  effect  on  uterine  activity  are  pro- 
ducing encouraging  results  in  the  area  of  delay  of 
labor.  Terbutaline  sulfate  and  other  agents  are 
being  actively  studied  experimentally  and  clinically 
in  many  centers.  The  fewer  premature  deliveries 
that  occur,  the  fewer  cases  of  respiratory  distress 
syndrome.  Third,  good  obstetric  management  with 
frequent  fetal  monitoring  has  resulted  in  many  fewer 
cases  of  asphyxia  in  the  neonatal  period  and  has 
eliminated  or  made  less  severe  many  cases  of  hyaline 
membrane  disease.  Fourth,  improvement  in  meth- 
ods for  diagnosing  lung  maturity  in  amniotic  fluid 
with  the  use  of  a profile  of  lung  phospholipids  has 
improved  the  accuracy  of  diagnosis  of  lung  imma- 
turity in  all  premature  infants  and  particularly  in 
those  who  are  infants  of  diabetic  mothers.  Fifth, 
there  is  progress  being  made  regularly  on  knowledge 
of  the  pharmacologic  control  of  surfactant  metabo- 
lism and  secretion,  and,  more  specific,  more  benign 
pharmacologic  agents  or  combinations  of  agents  may 
be  developed  in  the  near  future  for  the  enhancement 
of  lung  maturation.  And,  sixth,  a noninvasive  direct 
approach  to  the  therapy  of  those  few  cases  of  hyaline 
membrane  disease  that  will  always  occur  is  on  the 
horizon,  with  the  development  of  synthetic  surfac- 


tants that  may  be  aerosolized  into  the  lungs  of  infants 
with  hyaline  membrane  disease.  Such  therapy 
would  avoid  the  need  for  pharmacologic  intervention 
and  would  directly  treat  the  deficiency  that  causes 
the  disorder. 

Comment 

In  the  past  two  decades  obstetricians  and  pedia- 
tricians, together,  have  developed  and  delineated  a 
new  area  of  medicine.  No  disease  better  illustrates 
the  progress  and  problems  of  the  fields  of  maternal- 
fetal  obstetric  medicine  and  perinatal-pediatric 
medicine  than  does  the  respiratory  distress  syn- 
drome. It  is  satisfying  to  those  of  us  who  have  di- 
rectly experienced  this  history  and  seen  the  major 
advances  in  technology  and  care  that  have  occurred. 
But  it  is  also  humbling  to  be  in  1980  and  still  have 
much  to  do  to  eliminate  this  disorder. 

Department  of  Pediatrics 
Division  of  Neonatology 
University  of  Rochester  School  of  Medicine 
601  Elmwood  Avenue 
Rochester,  New  York  14642 
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The  purpose  of  this  article  is  to  give  practicing 
physicians,  who  play  a vital  role  in  disability  deter- 
minations, an  understanding  of  how  the  State  of  New 
York  Bureau  of  Disability  Determinations  operates 
and  what  kind  of  information  is  needed  to  ensure 
sound  and  prompt  decisions  of  disability  claims. 
The  Bureau  operates  under  contract  with  the  Sec- 
retary of  the  U.S.  Department  of  Health,  Education, 
and  Welfare  to  adjudicate  Social  Security  Disability 
Insurance  and  Supplemental  Security  Income  claims. 
Each  state  has  an  agency  with  a similar  contract  for 
residents  of  that  state. 

The  term  disability  under  Social  Security  means 
the  inability  to  work  because  of  a physical  or  mental 
impairment  that  has  lasted  or  is  expected  to  last  for 
at  least  12  months  or  is  expected  to  result  in  death. 
When  we  request  a medical  report  in  connection  with 
a patienYs  claim  for  benefits,  a physician  can  help  by 
providing  a complete  report  about  the  condition  as 
promptly  as  possible.  Such  a report  should  contain 
the  medical  history  relating  to  the  impairment  that 
prevents  working,  together  with  the  results  of  a 
physical  examination  and  any  supporting  laboratory 
data  you  have  that  would  help  define  the  nature  of 
the  severity  of  the  impairment.  The  report  should 
he  in  sufficient  detail  to  permit  the  physician  in  our 
bureau,  who  does  not  see  or  examine  the  applicant, 
to  evaluate  and  determine  the  severity  and  expected 
duration  of  the  impairment. 

A question  that  is  frequently  asked  is,  “What  is  a 
medically  determinable  impairment?”  A medically 
determinable  impairment  is  one  that  has  medically 
demonstrable  anatomic,  physiologic,  or  psychologic 
abnormalities.  Such  abnormalities  are  medically 
determinable  if  they  manifest  themselves  as  signs  or 
laboratory  findings  apart  from  symptoms;  abnor- 
malities that  manifest  themselves  only  as  symptoms 
are  not  medically  determinable.  Symptoms  are  the 
claimant’s  perception  of  his  physical  or  mental  im- 
pairments. Signs  are  anatomic,  physiologic,  or 
psychologic  abnormalities  that  can  be  observed 
through  the  use  of  medically  acceptable  clinical 


techniques.  In  psychiatric  impairments,  signs  are 
medically  demonstrable  abnormalities  of  behavior, 
affect,  thought,  memory,  orientation,  and  contact 
with  reality.  Laboratory  findings  are  manifestations 
of  anatomic,  physiologic,  or  psychologic  phenomena 
demonstrable  by  replacing  or  extending  the  per- 
ceptiveness of  the  observer’s  senses;  they  include 
chemical,  electrophysiologic,  roentgenologic,  or 
psychologic  tests. 

The  following  are  some  of  the  most  frequently 
asked  questions  about  the  Social  Security  and  Sup- 
plemental Security  Income  Disability  Programs. 
The  answers  may  give  you  a better  understanding  of 
how  the  program  relates  to  your  practice. 

Questions 

1.  Are  benefits  paid  only  in  cases  of  permanent 
disability? 

No.  Benefits  can  be  paid  if  the  disability  has  lasted 
(or  is  expected  to  last)  at  least  12  months  or  is  expected 
to  result  in  death.  This  covers  nonpermanent  impair- 
ments resulting  from  accident  or  illness  as  well  as 
chronic  conditions. 

2.  What  are  the  most  common  impairments 
among  people  who  are  found  disabled? 

The  most  frequent  causes  of  disability  have  been  ar- 
teriosclerotic heart  disease  (including  coronary  dis- 
ease), emphysema,  schizophrenic  disorders,  hyperten- 
sive heart  disease,  pulmonary  tuberculosis,  osteoar- 
thritis, and  rheumatoid  arthritis.  These  conditions 
help  identify  patients  likely  to  be  eligible  for  benefits. 

3.  What  if  a claimant  states  that  he  cannot 
work  because  of  “angina?” 

For  our  bureau  to  properly  adjudicate  a claim  for 
disability  based  on  “angina  pectoris,”  the  following 
guidelines  are  used. 

The  complaint  of  chest  pain  which  is  considered  to 
be  of  cardiac  origin,  must  be  associated  with  abnormal 
EKG  (electrocardiogram)  or  laboratory  findings. 
Thus  chest  pain,  by  itself,  in  the  absence  of  corrobora- 
tive evidence,  is  insufficient  to  warrant  a finding  of  dis- 
ability. Angina  pectoris,  as  used  herein,  is  considered 
to  be  substernal  pain  precipitated  by  effort  and  re- 
lieved by  rest  or  nitroglycerin,  described  as  crushing, 
squeezing,  burning,  pressing,  or  an  equivalent  thereof. 
Excluded  are  sharp,  sticking,  or  rhythmic  pains. 

However,  Prinzmetal  angina  is  a variant  angina, 
which  when  documented  meets  the  requirements  for 
an  allowance. 

Many  physicians  simply  state  that  the  claimant  suf- 
fers from  angina  without  giving  an  actual  description 
of  the  chest  pain  in  the  claimant’s  own  words.  This  re- 
sults in  numerous  bothersome  phone  calls  as  well  as  a 
delay  in  adjudication.  It  is  also  possible  for  disability 
benefits  to  be  allowed  where  the  EKG  findings  are  nor- 
mal but  angiography  reveals  severe  enough  obstruc- 
tion of  a major  coronary  vessel,  or  if  the  resting  EKG 
findings  are  normal  hut  stress  test  findings  are  posi- 
tive. 

4.  Is  it  possible  for  children  to  receive  bene- 
fits? 
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Yes.  If  a child  has  a medically  determinable  physi- 
cal or  mental  impairment  that  interferes  with  growth, 
development,  or  ability  to  function  for  a period  of  at 
least  one  year,  then  benefits  will  be  provided. 

5.  Who  determines  whether  or  not  a person  is 
disabled? 

Disability  decisions  are  made  by  a team  consisting  of 
a physician  and  a professional  disability  analyst.  The 
team  works  in  an  agency  of  the  state  in  which  the  ap- 
plicant lives.  In  New  York  it  is  the  State  of  New  York 
Bureau  of  Disability  Determinations.  Typically,  the 
state  physician  is  in  private  practice  working  in  the 
agency  part-time.  Reports  from  treating  physicians 
and  hospitals  are  used  to  evaluate  the  applicant’s  im- 
pairment. 

6.  Does  the  state  physician  also  examine  the 
applicant? 

No.  We  depend  entirely  on  the  evidence  reported 
by  his  physician  and  others  who  have  examined  or 
treated  the  applicant. 

7.  Can  a person  appeal  the  denial  of  a claim? 

Yes.  A request  may  be  made  to  have  the  claim  re- 
considered, submitting  such  new  evidence  as  may  be 
available.  If  the  claim  is  again  denied,  a hearing  may 
be  requested  before  an  administrative  law  judge  of  the 
Social  Security  Administration.  As  a further  appeal, 
the  decision  may  be  reviewed  in  Washington  by  the 
Appeals  Council  of  the  Social  Security  Administration. 
Then,  if  still  dissatisfied,  a suit  may  be  filed  in  a U.S. 
District  Court,  and  a few  cases  have  actually  reached 
the  U.S.  Supreme  Court  level. 

8.  What  kind  of  a medical  report  on  my  patient 
should  I submit? 

Submit  a report  that  includes  the  history,  physical 
and  laboratory  findings,  and  as  much  objective  data 
from  the  patient’s  chart  as  possible.  You  may  use  a 
form  if  we  provide  it,  or  your  own  stationery.  It  is  the 
content  rather  than  the  form  that  is  important. 

9.  Who  pays  for  my  report? 

In  Social  Security  claims,  your  patient  is  responsible 
for  providing  initial  medical  evidence  in  support  of  the 
claim  and  is  therefore  responsible  for  any  fee  you  may 
charge  for  preparing  your  report.  However,  in  Sup- 
plemental Security  Income  claims,  where  a needy 
claimant  is  involved,  the  law  permits  us  to  pay  for  the 


report — in  New  York  State  the  fee  at  present  is  set  at 
$5.00. 

10.  Is  the  initial  report  from  the  treating  physi- 
cian all  the  medical  information  that  the  state  needs 
to  decide  a case? 

In  many  cases,  yes.  Frequently,  reports  from  other 
treatment  sources,  such  as  hospitals  and  clinics,  are 
also  used.  If  the  evaluating  physician  requires  certain 
data  that  were  not  reported,  we  may  call  or  write  to  you 
to  find  out  the  necessary  information  in  your  records. 

11.  Suppose  I do  not  have  it? 

Then  we  may  obtain  the  information  by  sending  the 
applicant  to  an  independent  medical  consultant  for  ex- 
amination. 

12.  Who  are  these  independent  sources? 
Generally,  other  physicians  in  private  practice. 

Any  qualified  specialist  may  become  a consultant  for 
the  state.  There  are  approximately  3,000  consultants 
on  the  panel  for  New  York  State  alone. 

13.  How  are  their  fees  set? 

The  fees  are  set  by  schedule  within  the  state.  In 
New  York  .we  use  the  Workers’  Compensation  Board 
Fee  Schedule  which  is  established  in  discussion  with 
the  Medical  Society  of  the  State  of  New  York. 

14.  What  happens  when  a beneficiary  recovers 
medically? 

Since  disability  no  longer  exists,  benefits  stop.  To 
be  sure  that  benefits  go  only  to  people  who  are  dis- 
abled, there  are  periodic  reviews  of  all  cases  in  which 
recovery  is  thought  possible.  If  a beneficiary  recovers, 
monthly  benefit  checks  are  continued  for  the  month  of 
recovery  and  for  two  additional  months.  This  is  to 
help  the  claimant  adjust  financially  to  being  self-suffi- 
cient. 

15.  Is  there  disability  insurance  for  physi- 
cians? 

Physicians  in  private  practice  began  contributing  to 
Social  Security  in  1965.  Most  physicians  are  now  in- 
sured for  monthly  payments  if  they  should  become  dis- 
abled. This  can  be  a valuable  supplement  to  your  pri- 
vate disability  insurance. 

Department  of  Social  Services 
State  of  New  York  Bureau  of  Disability  Determinations 

2 World  Trade  Center 
New  York,  New  York  10047 
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By  any  measure,  the  magnitude  of  mental  illness  is 
enormous. 

One  in  10  people  in  the  United  States  has  some  form 
of  mental  illness. 

There  are  21  million  families  with  someone  in  the 
immediate  family  affected  by  mental  illness. 

One  person  in  every  35  is  receiving  treatment  for 
mental  problems. 

There  are  $19  billion  dollars  lost  annually  in  produc- 
tive capacity,  through  the  potential  earnings  of  non- 
working mentally  ill  persons,  absenteeism,  unemploy- 
ment, and  loss  of  purchasing  power. 

What  happens  to  thousands  of  mentally  ill  per- 
sons, some  of  whom  have  spent  decades  in  institu- 
tions? Many  have  to  cope  with  endless,  empty  days. 
Schooling  may  be  incomplete,  there  are  poor  social- 
ization and  coping  skills,  and  training  for  any  pro- 
ductive job  is  lacking.  At  best,  the  prospects  for  a 
meaningful,  useful  life  are  bleak. 

Comprehensive  program 

TRI  (The  Rehabilitation  Institute),  located  in 
Mineola,  Long  Island,  New  York,  is  breaking  that 
dismal  pattern.  It  was  established  in  September, 
1965,  by  Edmund  C.  Neuhaus,  Ph.D.,  and  Louise 
Friedman  who  today  continue  to  operate  this  non- 
profit agency  which  serves  emotionally  handicapped 
persons;  it  is  the  first  facility  of  its  kind  on  Long 
Island.  The  programs  offered  include  vocational 
evaluation  and  job  training;  job  placement  and  fol- 
low-up; psychiatric,  psychologic,  and  social  work 
services;  academic  remediation;  and  community 
education  and  consultation.  All  programs  are  indi- 
vidually tailored  to  the  strengths  as  well  as  the  limi- 
tations of  the  client. 

The  emotionally  handicapped  are  treated  with 
traditional  rehabilitation  techniques,  emphasizing 
that  most  important  commodity,  training  skills,  to 
enable  them  to  enter  the  labor  force.  With  the 
comprehensive  rehabilitation  program,  the  emo- 
tionally disturbed  individual  can  overcome  problems 


that  are  preventing  personal  and  vocational  adjust- 
ment. The  emphasis  at  TRI  is  on  helping  each  client 
build  a bridge  from  a previously  unsuccessful  and 
unhappy  past  to  a brighter  future  with  opportunities 
for  a job,  a family  life,  and  a productive  place  in  our 
society. 

Goals 

The  ultimate  goal  of  TRI  is  to  enable  clients  to 
enter  competitive  employment  and  independently 
maintain  themselves  in  the  community.  TRI’s 
program  is  geared  to  the  needs  of  the  discharged 
State-hospital  patient  who  has  undergone  long-term 
institutionalization  as  well  as  to  the  emotionally 
disturbed  patient  receiving  mental  health-clinic 
services  in  the  community.  Individuals  are  funded 
by  government  funds  for  approximately  a year  of 
specialized  training.  There  are  usually  at  least  200 
people  enrolled  at  the  Institute.  The  programs  are 
provided  without  cost  to  the  client  with  support 
coming  from  voluntary  contributions  and  local  and 
State  funding. 

Clients  are  referred  to  TRI  by  community  agen- 
cies, mental  health  practitioners,  hospitals,  and  the 
State  of  New  York  Division  of  Vocational  Rehabili- 
tation, or  by  calling  TRI  direct.  TRI  is  licensed  by 
the  State  of  New  York  Department  of  Education  for 
14  vocational  training  courses,  and  as  an  outpatient 
facility  by  the  State  of  New  York  Department  of 
Mental  Hygiene. 

In  its  14-year  existence,  TRI  has  returned  over 
1,400  people  to  competitive  employment  and  enabled 
over  1,000  others  to  become  students  or  homemakers. 
For  relatively  little  money  ($3,200  a year  as  opposed 
to  $15,000  a year  to  maintain  a patient  in  a State 
psychiatric  hospital)  TRI  is  extremely  effective. 

Vocational  training 

TRI  offers  vocational  training  in  three  principal 
areas:  clerical,  industrial,  and  food  services.  Corre- 
sponding job-placement  opportunities  include  such 
areas  as  accounting,  bookkeeping,  typing,  electronics 
assembly,  offset  printing,  and  positions  in  food  es- 
tablishments. The  clients  are  taught  in  a simulated 
work  environment,  not  in  a classroom  setting,  so  that 
the  transition  to  competitive  employment  is  facili- 
tated. The  programs  are  conducted  in  a businesslike 
manner,  regular  work  hours  of  industry  are  main- 
tained, and  there  is  an  emphasis  on  self-worth  and 
self-esteem. 

An  integral  segment  of  the  programs  at  TRI  is  that 
each  new  learning  situation  must  be  followed  by  a 
simulated  work  experience.  These  introduce  the 
student  to  some  of  the  realistic  rewards  as  well  as  the 
actual  pressures  that  will  be  encountered  in  the  world 
of  competitive  employment.  As  the  student  pro- 
gresses, there  are  increasing  responsibilities,  dealing 
with  other  students  and  supervisors  through  the 
formal  structure  of  the  work  assignment,  and,  in 
general,  functioning  within  a setting  wherein  in- 


262  New  York  Slate  Journal  of  Medicine/February  1980 


creasing  demands  are  made.  The  work  experience 
is  as  closely  simulated  to  the  student’s  future  area  of 
employment  as  is  possible  to  prepare  for  the  realistic 
situation  that  will  have  to  he  encountered. 

Sheltered  workshop  and  day-treatment 
program 

TR1  operates  a sheltered  workshop  where  the  se- 
verely handicapped,  who  have  only  a marginal  future 
for  competitive  employment,  work  on  projects  from 
local  businesses  and  industry.  Here  they  are  af- 
forded the  opportunity  to  refine  their  skills  in  such 
areas  as  parts  assembly,  sorting,  and  packaging,  as 
well  as  to  receive  salaries  which  help  to  sustain  them 
in  their  daily  lives. 

The  Institute  also  provides  a day  treatment  pro- 
gram for  the  seriously  disturbed  and  marginally 
psychotic  patient  who  requires  a more  clinically 
oriented  program.  Under  the  supervision  of  a psy- 
chiatrist/medical director,  and  a full  clinical  team, 
this  program  emphasizes  daily  living  skills,  occupa- 
tional therapy,  recreation  and  socialization,  indi- 
vidual and  group  counseling,  and  exposure  to  pre- 
vocational  activities. 

Eligibility 

Eligibility  for  TRI’s  programs  requires  primary 
diagnosis  of  an  emotional  handicap,  Nassau  County 
residency,  ambulatory  status,  and  age  of  17  years  or 
older. 

Vocational  counseling 

An  integral  part  of  TRI’s  program  is  vocational 
counseling,  which  program  is  designed  to  keep  the 
clients  aware  of  realistic  goals,  requirements  for 
competitive  employment,  and  constant  reinforce- 
ment of  ego.  When  the  vocational-clinical  team  feels 
the  client  is  nearing  job  readiness,  the  job  placement 
coordinator  explores  job  openings  that  match  the 
client’s  skills,  interests,  performance  level,  and  per- 
sonality. 

TRI  provides  not  only  jobs,  training,  and  support, 
but  also  hope  for  a future  filled  with  those  opportu- 
nities and  rights  that  make  life  fulfilling  and  worth- 
while. 

Case  reports 

The  following  four  case  histories  are  representative 
of  the  emotionally  handicapped  individuals  who  are 
helped  at  TRI. 

Case  1.  A handsome,  31 -year-old  male  who  was  referred 
to  TRI  in  May,  1976,  had  experienced  serious  adjustment 
difficulties  since  early  adolescence.  At  the  age  of  16,  he 
had  stolen  a car  and  was  remanded  to  a State  hospital  for 
a year.  He  was  arrested  on  several  subsequent  occasions, 
and  had  been  hospitalized  on  at  least  five  occasions  for 
aggressive  acting  out  and  uncontrollable  behavior.  His 
history  suggested  either  a personality  disorder  with  anti- 
social trends  or  a psychopathic  personality.  When  seen 


initially,  he  appeared  to  be  in  a satisfactory  state  of  re- 
mission. 

His  work  history  had  been  a marginal  one.  He  stated 
that  he  had  worked  from  around  5 to  10  years  on  a variety 
of  unskilled  and  semiskilled  jobs,  with  his  longest  job 
lasting  a year.  He  had  stopped  working  in  March,  1975, 
and  had  done  absolutely  nothing  for  well  over  a year.  He 
had  no  skills,  no  hope  for  a future,  and  was  living  on  welfare 
in  a furnished  room. 

He  seemed  well  motivated  to  attend  TRI  since  he  ex- 
pressed an  interest  in  learning  some  type  of  manual  skill. 
During  his  evaluation  period  in  the  electronics  assembly 
program,  he  was  conscientious  and  motivated  toward  at- 
tending the  program.  After  acceptance,  his  attendance 
and  punctuality  were  excellent,  and  he  was  cooperative  and 
amenable  to  supervision.  He  was  exposed  to  color  code 
reading,  the  use  of  the  vacuum  tube  voltmeter,  and  as- 
sessed on  his  ability  to  use  hand  tools.  He  was  able  to  ac- 
complish many  sophisticated  electronics  tasks  with  a fair 
degree  of  accuracy.  In  addition,  his  socialization  skills 
improved  considerably,  as  did  his  appearance  and  ability 
to  relate  to  peers  and  supervisors. 

In  February,  1978,  the  patient  left  TRI  and  attended  an 
intensive  training  program  at  a technical  school  specializing 
in  digital  computer  technology.  After  graduation,  he  re- 
ceived employment  in  a firm  that  manufactures  digital 
equipment  as  a technician  at  a salary  of  $180  a week.  He 
is  now  a production  manager  in  an  electronics  firm  earning 
a salary  of  $230  a week.  In  the  patient’s  own  words:  “It’s 
not  often  that  we  get  a second  chance  at  anything,  let  alone 
something  as  big  as  a career.” 

Case  2.  An  attractive,  well-groomed  25-year-old 
woman,  who  had  sustained  an  acute  psychotic  breakdown, 
was  hospitalized  for  three  months,  followed  by  six  months 
of  aftercare,  as  well  as  weekly  psychotherapy.  She  at- 
tributed her  breakdown  to  pressures  caused  by  living  alone 
for  the  first  time,  bad  companions,  and  drug  abuse.  She 
had  been  robbed  several  times,  believed  that  her  radio  was 
"bugged,”  and  was  extremely  depressed.  The  initial  di- 
agnosis was  schizophrenia  with  paranoid  and  depressive 
features,  which  seemed  to  be  in  an  excellent  state  of  re- 
mission, as  indicated  by  the  patient’s  history  and  behavior. 
She  was  recommended  by  TRI  for  a comprehensive  work 
evaluation  beginning  with  clerical  training.  Her  ability, 
motivation,  and  past  work  experience  indicated  that  she 
had  an  excellent  potential  to  become  trained  and  employed 
again.  Previously,  she  had  been  employed  for  about  seven 
years  on  five  different  jobs,  ranging  from  secretarial  work 
to  bank  clerking. 

She  began  a program  of  clerical  evaluation  at  TRI  in 
April,  1978,  and  was  able  quickly  to  renew  basic  knowledge 
in  typing  and  shorthand  as  well  as  to  improve  peer  rela- 
tionships, social  attitudes,  and  adherence  to  program 
hours.  Approximately  one  year  after  her  acceptance  at 
TRI,  the  patient  became  employed  as  a secretary  at  a 
newspaper,  with  a salary  of  $191  per  week. 

Case  3.  A 35-year-old,  divorced  woman  came  to  TRI 
while  an  inpatient  at  a psychiatric  hospital.  She  had  spent 
many  years  in  institutions,  suffering  from  paranoid 
schizophrenia.  A lengthy  history  of  depression  and  a series 
of  family  and  personal  pressures  had  contributed  to  severe 
psychotic  episodes. 

She  had  been  attending  a clerical  training  program  on 
the  grounds  of  the  psychiatric  hospital  to  which  she  was 
confined,  and  had  performed  quite  capably;  she  appeared 
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to  show  good  potential  for  competitive  employment. 
When  her  emotional  state  stabilized,  she  was  referred 
through  the  office  of  vocational  rehabilitation  to  TRI  for 
more  comprehensive  training  and  job  placement.  Her 
ability,  motivation,  and  past  work  experience  indicated 
that  she  had  a satisfactory  potential  to  become  trained  and 
employed.  On  her  return  to  the  community  a rehabilita- 
tion program  would  be  most  important  to  provide  support 
and  encouragement. 

The  patient  was  placed  in  the  clerical  training  program 
at  TRI.  Her  attendance  and  punctuality  were  excellent, 
she  related  well  to  peers  and  supervision,  and  improved  her 
shorthand  and  typing  skills.  She  required,  minimal  su- 
pervision and  displayed  exemplary  work  habits.  She 
scored  in  the  90s  on  a Civil  Service  test  given  at  TRI,  and 
was  able  to  secure  a position  as  a clerk  typist  at  a bank  with 
a starting  salary  of  $125  a week. 

The  patient  was  discharged  from  the  psychiatric  hospital 
and  at  present  resides  in  the  community  in  an  adult  foster 
home. 

Case  4.  A handsome,  well-groomed  19-year-old  male 
had  been  in  and  out  of  hospitals  since  the  age  of  16  because 
of  serious  emotional  problems.  He  was  referred  to  TRI  in 
August,  1975,  with  presenting  problems  of  anxiety,  fatigue, 
delusions,  and  obsessive-compulsive  tendencies.  Although 
he  was  found  to  have  above-average  intelligence,  his  initial 
concentration  level  was  extremely  limited.  After  an  un- 
successful exposure  to  the  electronics  program,  he  moved 
to  the  clerical  training  program  where  he  made  good 
progress  in  bookkeeping  and  typing  and  fully  mastered  the 
adding  machine.  Through  intensive  counseling  by  his 
social  worker,  his  obsessive-compulsive  tendencies  less- 
ened, and  his  relationships  with  peers  and  supervisors 
improved.  By  August,  1976,  he  was  ready  to  move  on  to 
competitive  employment  and  was  placed  as  a general  clerk 


Effect  of  passive  smoking 
on  angina  pectoris 

Passive  smoking  aggravates  angina  pectoris.  (Passive 
smoking  is  breathing  air  carrying  smoke  exhaled  by  others 
or  air  coming  from  tobacco  burning  between  and  during 
their  puffs.)  Its  effect  on  exercise-induced  angina  was 
evaluated  in  10  patients  exposed  to  15  cigarettes  smoked 
within  two  hours  in  a room  both  ventilated  and  unventi- 
lated. This  increased  their  resting  heart  rate,  systolic  and 
diastolic  blood  pressure,  and  venous  carboxyhemoglobin. 


in  a local  firm.  Although  he  initially  expressed  some  dis- 
satisfaction with  his  work  position,  both  his  social  worker 
and  job-placement  coordinator  maintained  contact  with 
him.  He  is  now  content  in  the  position  and  has  moved  into 
his  own  apartment. 

Comment 

There  are  many  “lost”  members  of  society,  not  the 
least  of  which  is  the  former  mental  patient  who,  while 
ready  to  return  to  society,  may  not  be  able  to  earn  a 
living.  TRI  is  providing  a model  for  community- 
based  rehabilitation  to  the  mentally  ill.  By  provid- 
ing training,  jobs,  and  continuous  support,  the  In- 
stitute is  returning  lost  souls  to  the  community  as 
productive,  skilled,  and  happy  individuals. 

Summary 

The  programs  and  operation  of  a facility  for  com- 
prehensive rehabilitation,  through  vocational 
training  and  job  placement,  of  the  emotionally  dis- 
turbed young  adult  and  adult  have  been  described. 
There  are  thousands  of  former  mental  patients  in 
New  York  State  who  are  ready  to  leave  State  hospi- 
tals but  who  will  require  job  training  or  retraining  to 
enable  them  to  become  productive  in  society.  The 
Rehabilitation  Institute  has  a model  program  which 
has  been  meeting  this  type  of  need  for  the  past  14 
years. 

Special  Projects  Director 
The  Rehabilitation  Institute 
223  Jericho  Turnpike 
Mineola,  New  York  11501 


It  decreased  their  heart  rate  and  systolic  blood  pressure  at 
angina. 

Patients  exposed  to  passive  smoking  in  an  unventilated 
room  had  a larger  increase  in  resting  heart  rate,  systolic  and 
diastolic  blood  pressure,  and  venous  carboxyhemoglobin; 
and  a greater  reduction  in  heart  rate  and  systolic  blood 
pressure  at  angina.  The  duration  of  exercise  until  angina 
was  decreased  22  percent  after  passive  smoking  in  a well- 
ventilated  room  (P  > 0.001),  and  decreased  38  percent  after 
passive  smoking  in  an  unventilated  room  (P  > 0.001). 
Aronow,  W.  S.:  New  England  J.  Med.  229:  21  (July  6) 
1978. 
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In  assessing  the  status  of  the  nation’s  blood-service 
system,  it  may  be  instructive  to  look  at  some  appar- 
ently unconnected  social  trends.  Administration 
officials  have  indicated  that  the  expected  rate  of  in- 
flation for  1979  is  likely  to  be  nearer  13  percent  than 
the  7.9  percent  projected  earlier  in  the  year.  In 

(Washington,  D.C.,  and  increasingly  in  many  other 
areas  of  the  country,  consumers  have  been  waiting 
in  line  for  gasoline  because  of  shortages  at  the  pumps. 
I Each  year,  the  overall  U.S.  population  is  gradually 
{ becoming  older.  And,  the  first  annual  meeting  of  a 
| national  organization  for  recruiters  of  voluntary 
1 blood  donors  was  held  in  conjunction  with  the  1979 
I annual  meeting  of  the  Blood  Banks  Association  of 
I New  York  State. 

What  do  these  seemingly  disparate  items  have  in 
I common?  In  one  way  or  another,  they  illustrate  the 
I two  basic  forces  that  drive  the  American  blood- 
« banking  system:  donors  and  dollars. 

Management  of  health  costs 

As  consumers,  each  of  us  faces  the  increasingly 
devastating  impact  of  inflation  as  we  feed,  clothe,  and 
house  ourselves  and  our  families.  As  medical  and 
health  professionals,  however,  we  are  also  responsi- 
ble— at  least,  in  part — for  the  trend  in  health-cost 
inflation,  and  we  have  a responsibility  to  try  to  con- 
tain its  momentum.  The  United  States  is  gradually 
approaching  the  point  at  which  10  percent  of  its  gross 
national  product  goes  to  health  expenditures.  The 
blood-service  community  has  an  obligation  to  pro- 
vide quality  care  to  meet  the  diagnostic  and  treat- 
ment needs  of  all  patients.  We  are  also  obliged  to  do 
whatever  we  can  to  provide  these  products  and  ser- 

This  report  is  adapted  from  a presentation  at  the  Annual 
Meeting  of  the  Blood  Banks  Association  of  New  York  State,  Syr- 
acuse, New  York,  June  2,  1979. 

* At  present:  Dean,  School  of  Medicine,  Georgetown  University, 
Washington,  D.C. 


vices  in  the  most  efficient  and  economic  manner 
possible.  For  example,  in  the  laboratory,  we  can 
emphasize  the  type  and  screen. 1-3  And,  in  system- 
wide  terms,  we  can  reaffirm  our  efforts  to  coordinate 
and  integrate  blood  needs  with  blood  supply.4 

Resource  management:  supply 

The  gasoline  shortage,  which,  depending  on  your 
persuasion,  is  either  real  or  contrived  or  a little  of 
each,  is  really  a matter  of  resource  management.  In 
the  nation’s  capital  this  spring,  service  stations  began 
limiting  their  hours,  in  part  because  the  government 
had  instructed  oil  companies  to  conserve  aggregate 
oil  supplies  to  assure  the  availability  of  home-heating 
fuel  this  fall  and  winter.  In  addition,  the  oil  com- 
panies imposed  a measure  of  self-restraint  in  dis- 
tributing available  gasoline  supplies  with  the  avowed 
intent  of  avoiding  extreme  shortages  later  in  the 
summer.  Further,  there  was  at  one  point  more  gas- 
oline being  driven  around  in  car  tanks  than  was  in  the 
local  supply  lines  because  motorists  were  topping  out 
their  tanks  in  fear  and  anticipation  of  being  unable 
to  secure  any  gas  at  all.  To  reverse  the  irony,  a few 
months  lateT,  tank  farms  at  full  capacity  refused 
pipeline  deliveries  while  motorists  waited  in  line  at 
local  filling  stations.  In  short,  as  with  blood  from 
volunteer  donors,  the  overall  resource  was  still  pretty 
much  there,  but  the  method  by  which  supplies  were 
allocated  and  distributed  caused  differential  supply 
problems  within  the  Washington  metropolitan  re- 
gion. 

Demand  for  blood 

What  about  blood  needs,  the  other  half  of  the 
equation?  Current  and  imminent  clinical  trends, 
combined  with  an  ever-aging  population,  indicate 
that  the  medical  demand  for  an  ample  supply  of  safe, 
high-quality  blood  and  blood  products  is  going  to 
continue  to  increase.  More  effective  utilization  of 
blood  components  in  hemotherapy  can  be  expected 
to  exert  a moderating  influence  on  this  trend;  nev- 
ertheless, growing  blood  needs  can  be  expected  in 
orthopedics,  oncology,  trauma  and  burn  care,  kidney 
dialysis  and  transplantation,  hemophilia  and  other 
genetic  diseases,  needs  of  the  elderly,  and  general 
surgical  procedures. 

Coronary  bypass  surgery  alone  represents  a large 
part  of  the  medical  demand  for  all  the  blood  collected 
in  the  United  States.  Such  procedures  are  projected 
to  increase  from  the  70,000  or  so  now  conducted  to 
over  100,000  in  the  next  five  years.  Furthermore,  the 
National  Center  for  Health  Statistics  reports  a 472 
percent  annual  increase  in  all  surgical  procedures. 

In  terms  of  aging  of  the  population,  the  elderly, 
who  now  comprise  about  13  percent  of  the  popula- 
tion, will  make  up  25  percent  of  the  population  by  the 
year  2000.  As  the  population  grows  older,  with  more 
surgical  demands,  the  proportion  of  the  blood  supply 
used  by  the  elderly,  now  about  22  percent,  can  be 
expected  to  increase  significantly. 
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Improving  blood  system 

The  preceding  discussion  illustrates  some  of  the 
issues  of  supply  and  need,  and  the  importance  of 
regional  coordination.  Of  equal  importance  to  an 
effectively  functioning  blood  system  is  efficient  donor 
recruitment.  The  fact  that  there  is  a nascent  orga- 
nization concerned  with  the  professionalization  of 
donor  recruitment  is  most  t imely  and  will,  it  is  hoped, 
help  stimulate  greater  productivity  in  acquiring 
voluntary  blood  donors. 

Effective  recruitment  of  voluntary  blood  donors, 
in  sufficient  numbers  and  frequency  to  supply  the 
nation’s  blood  requirements,  is  perhaps  the  key  to 
reaching  the  goals  of  the  National  Blood  Policy.5 
The  goals,  as  advocated  by  the  ABC  (American  Blood 
Commission)  are  to  establish: 

1.  An  all-voluntary  blood  donation  system. 

2.  An  adequate,  high-quality  supply  of  blood  suffi- 
cient to  meet  diagnostic  and  therapeutic  require- 
ments. 

3.  Accessibility  to  the  blood  supply  for  all  those 
who  need  blood  products. 

4.  Efficiency  and  economy  in  providing  blood  ser- 
vices. 

The  goals  must,  of  course,  be  striven  for  in  con- 
text with  other  considerations,  such  as  conservation 
of  the  inventory  of  blood  through  appropriate  com- 
ponent therapy.  But,  by  itself,  donor  recruitment 
represents  a significant  potential  for  making  im- 
provements in  the  organization,  management,  and 
performance  of  the  acquisition  of  the  blood  supply 
from  voluntary  blood  donors. 

American  Blood  Commission 

These  are  the  issues  in  blood  services  that  demand 
our  vigilant  attention  and  constant  effort  to  assure 
that  our  patients  receive  the  highest  quality  and  most 
cost-effective  care.  What,  then,  is  the  role  of  the 
ABC  in  developing  solutions  to  the  problems  of 
blood-resource  management? 

The  ABC’s  basic  functions  are  to  coordinate  the 
private  blood-service  community  in  continuously 
improving  the  quality  and  quantity  of  the  blood 
supply,  and  to  stimulate  greater  efficiency  and  ef- 
fectiveness in  the  provision  of  blood  products  and 
services. 

The  ABC  is  composed  of  over  40  national  associ- 
ations and  professional  societies: 


American  Association  for 
Clinical 

Histocompatibility 

Testing 

American  Association  of 
Blood  Banks 
American  Association  of 
Tissue  Banks 
American  Cancer  Society 
American  College  of 
Emergency  Physicians 


American  College  of 
Physicians 
American  College  of 
Surgeons 

American  Federation  of 
Labor-Congress  of 
Industrial 
Organizations 
American  Heart 
Association 
American  Hospital 


Association 
American  Legion 
American  Medical 
Association 
American  Nurses’ 
Association 
American  Osteopathic 
Association 
American  Osteopathic 
College  of  Pathologists 
American  Red  Cross 
American  Society  of 
Anesthesiologists 
American  Society  of 
Clinical  Pathologists 
American  Society  of 
Hematology 
American  Surgical 
Association 

Association  of  American 
Cancer  Institutes 
Blue  Cross  Association 
College  of  American 
Pathologists 
Communications 
Workers  of  America 
Cooley’s  Anemia 
Foundation 
Council  of  Community 
Blood  Centers 
Health  Insurance 

Association  of  America 


International  Union, 
United  Automobile, 
Agricultural 
Implement  and 
Aerospace  Workers  of 
America 

Leukemia  Society  of 
America 

National  Association  of 
Manufacturers 
National  Association  of 
Patients  on 
Hemodialysis  and 
Transplantation 
National  Association  for 
Sickle  Cell  Disease 
National  Hemophilia 
Foundation 
National  Kidney 
Foundation 
National  Medical 
Association 
National  Retired 

Teachers  Association- 
American  Association 
of  Retired  Persons 
Pharmaceutical 
Manufacturers 
Association 

Society  for  Cryobiology 
United  Way  of  America 
Veterans  Administration 


Together,  these  organizations  represent  millions 
of  Americans  who  require  blood  or  who  will  need 
blood  in  the  future,  as  well  as  individuals  who  are 
volunteer  blood  donors,  and  the  medical,  technical, 
and  scientific  professionals  of  the  blood  service 
community. 

Translating  the  interests  of  this  constituency  into 
more  effective  blood  services  is  one  of  the  ABC’s 
roles.  In  addition  to  this  coordinative  function,  the 
commission  serves  as  a mechanism  to  educate  both 
the  professions  and  the  public  about  the  need  for,  and 
uses  of,  blood,  and  the  importance  of  a continuing 
sufficiency  of  blood  supply  and  blood  products. 

Regional  resource  sharing.  The  organization 
by  regional  resource  sharing  of  voluntary  blood  banks 
and  hospital  transfusion  services  into  geographically 
integrated  networks  is  a key  element  in  improving 
the  effectiveness  of  the  blood  service  system.  Al- 
though blood  banks  obviously  do  not  compete  as  do 
auto  dealerships,  there  has  been,  perhaps  as  a pecu- 
liarly American  characteristic,  a tendency  for  blood 
banks  to  compete  in  nonprice  ways.  For  example, 
it  has  not  been  unusual  for  blood  banks  within  an 
area  each  to  attempt  to  collect  as  much  blood  from 
donors  as  possible,  without  regard  for  total  needs  and 
supplies  in  the  region  as  a whole.6  This  is  obviously 
counterproductive  to  the  public  interest,  as  well  as 
redundant,  wasteful,  and  inefficient.  This  lack  of 
coordination  has  been  made  more  poignant  by  the 
fact  that  it  was  more  apt  than  not  to  characterize 
blood  banking  in  many  areas  of  the  United  States,  at 
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least  until  the  past  several  years  when  the  ABC  began 
devising  coherent  regional  guidelines  for  integrating 
the  efforts  of  blood-service  facilities  to  rectify  this 
dysfunctional  and  imprecise  allocation  of  re- 
sources. 

The  ABC’s  regionalization  program  has,  to  date, 
recognized  several  regional  associations  of  blood- 
service  units  which  conform  substantially  to  the 
ABC’s  criteria  for  range  and  quality  of  service.  In 
the  aggregate,  they  represent  10  percent  of  the  whole 
blood  collected  in  the  United  States  annually. 
Overall,  the  facilities  participating  in  the  various 
stages  of  the  ABC’s  regionalization  program  account 
for  20  percent  of  all  blood  collection  in  the  United 
States.  With  the  identification  of  additional  regional 
associations  in  the  very  near  future,  we  can  expect 
further  progress  in  the  area  of  regional  coordination 
of  effort,  based  on  a balance  between  need  and 
supply. 

Acquisition  of  blood.  Progress  in  regional 
coordination  of  blood  acquisition  should  he  bolstered 
by  the  nascent,  but  promising,  initiative  the  ABC  is 
taking,  specifically  in  the  area  of  donor  recruitment. 
The  ABC  has  devised  a media-based  plan  that  could 
be  utilized  as  a resource  by  community  and  regional 
blood-collecting  facilities.  The  support  of  the  ABC 
membership  for  testing  and  evaluating  a prototype 
plan  to  improve  public  understanding  about  blood 
should  permit  the  assessment  of  this  model  prior  to 
implementation  at  a national  level.  It  is  hoped  we 
will  then  achieve  a new  blood-donor  mentality  and 
a more  responsive  donor  public. 

Other  ABC  efforts.  In  addition  to  stimulating 
donor  recruitment  and  regional  resource  sharing,  a 
major  priority  of  other  ABC  efforts  is  to  develop  an 
effective  and  useful  National  Blood  Data  Center. 
The  ABC  is  moving  rapidly  in  its  feasibility  and  de- 
velopmental work  in  this  area,  and  has  been  strongly 
encouraged  by  the  blood-service  community’s  re- 
sponse. A first  annual  census,  conducted  through 
the  participation  of  a representative  sample  of  blood 
centers,  blood  banks,  and  hospital  transfusion  ser- 
vices, has  yielded  figures  on  U.S.  blood  collection  and 
transfusion  which  are  now  being  processed  by  the 
ABC’s  Data  Center.  The  broadening  of  this  effort 
in  ensuing  years  can  be  expected  to  serve  as  an  im- 
portant tool  by  which  the  blood-service  community 


can  upgrade  its  knowledge  of  its  operations,  and, 
thereby,  its  management  and  performance. 

There  are  several  other  important  areas  which, 
together  with  those  already  indicated,  constitute  the 
ABC’s  priorities  and  objectives.  These  include  the 
provision  of  technical  information  and  assistance  to 
the  blood-service  community  on  uniform  labeling 
and  blood-service  automation.  The  development  of 
an  information  resource  on  blood-component  utili- 
zation also  is  a goal  of  crucial  importance.  Further, 
the  ABC  is  engaged  in  an  exploration  of  the  key 
issues  associated  with  plasma  procurement  and  the 
supply  of  plasma  products.  Finally,  through  con- 
tinuing critical  analysis,  the  ABC  will  be  evaluating 
the  National  Blood  Policy  itself,  as  well  as  current 
needs  and  new  problems  as  a framework  for  trans- 
lating policy  goals  into  more  effective  blood -resource 
management. 

Projection:  further  progress 

The  performance  the  ABC  already  has  demon- 
strated is  the  foundation  for  continued  productivity 
and  progress.  Through  its  membership,  and  through 
the  support  of  individual  professionals  and  the  in- 
terested consumer  public,  the  American  Blood 
Commission  represents  a superb  method  of  meeting 
the  challenge  of  assuring  that  the  blood  supply  will 
be  of  the  highest  possible  quality,  and  that  it  will  be 
provided  in  ample  quantity  to  meet  the  nation’s  total 
blood  needs  now  and  in  the  future. 

School  of  Medicine 
Georgetown  University 
Washington,  D.C.  20007 
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Book  Review* 


ALBERT  S.  LYONS,  M.D. 

New  York  City 

This  book  by  William  B.  Ober,  M.D.,  is  a delight. 
The  10  historical  essays,  all  but  one  of  which  have 
appeared  previously  in  various  publications,  may  be 
read  as  biographies,  novelettes,  scholarly  treatises, 
literary  critiques,  or  just  racy  stories. 

Comments 

Even  the  titles  of  the  chapters  are  intriguing,  as  for 
example:  “Lady  Chatterley’s  What?”  “Madness  and 
Poetry;”  “The  Earl  of  Rochester  and  Ejaculatio 
Praecox;”  and  “Did  Socrates  Die  of  Hemlock  Poi- 
soning?” I certainly  do  not  intend  to  reveal  the  au- 
thor’s answers  to  the  stated  or  implied  questions. 
Let  the  suspense  remain,  but  I can  say  that  the  de- 
nouements come  at  the  end  of  logical  development 
and  are  reasonable.  Even  if  one  were  to  reject  the 
conclusions  altogether,  a most  unlikely  event  in  my 
opinion,  the  wealth  and  variety  of  information,  witty 
observations,  and  entertaining  descriptions  are  re- 
ward enough. 

The  chapter  on  James  Boswell  relates  in  detail  the 
tragic  life,  numerous  sexual  encounters,  and  fasci- 
nating times  of  the  complex  personality  known  to 
most  of  us  merely  as  the  biographer  of  Samuel 
Johnson.  The  four  overleaves  of  the  book  are  pho- 
tographs of  the  pages  of  the  heartbreaking  last  letter 
of  Boswell  to  his  son,  which  he  tried  desperately  to 
compose  himself  but  in  which  he  could  do  no  more 
than  scrawl  a few  sketchy  words,  leaving  the  re- 
mainder to  be  written  by  a close  friend. 

The  theme  of  the  essay  on  Algernon  C.  Swinburne 
is  summarized  best  by  the  author,  “My  intent  is  to 
demonstrate  that  Swinburne’s  psychopathology  had 
its  root  in  neuropathology,  that  the  specific  primary 
event  was  anoxic  brain  damage  incurred  at  birth,  and 
that  his  masochism  and  other  abnormal  behavior 
developed  as  a psychological  overlay.”  Yet,  this 
declaration  of  purpose  hardly  indicates  the  far 
boundaries  to  which  we  are  carried,  Beaudelaire’s 
poetry,  Aldous  Huxley’s  morality,  Elizabethan 
writing,  and  much  else. 

David  Herbert  Lawrence  is  one  of  the  most  thor- 
oughly explored  subjects  of  the  book,  in  “Lady 
Chatterley’s  What?”  On  the  way  to  probing  Law- 
rence’s psyche,  the  author  also  examines  the  censorial 
attitudes  of  the  past,  the  hook  trials  in  England  and 

* Ober,  W.  B.:  Boswell’s  Clap  and  Other  Essays.  Medical 
Analysis  of  Literary  Men’s  Afflictions,  Carbondale,  111.,  Southern 
Illinois  University  Press,  1979. 


the  United  States,  the  pitfalls  of  writing  in  dialect, 
and  the  limitations  of  Lawrence’s  writings.  One  may 
quibble  with  Dr.  Ober’s  estimates  of  Lawrence’s 
weaknesses  as  a novelist,  but  he  gives  the  reader  a fair 
chance  to  dissent  by  presenting  all  the  arguments. 
For  instance,  Dr.  Ober  challenges  Lawrence’s  claims 
that  his  book  was  a blow  for  open,  frank  sex,  because, 
as  Dr.  Ober  claims,  Lawrence  actually  concealed  or 
skirted  by  innuendo  some  types  of  sexual  activities, 
instead  of  describing  them  candidly.  This  objection 
seems  to  me  unreasonably  demanding.  But  the 
discussion  is  thoughtful  and  absorbing.  Indeed,  Dr. 
Ober’s  analysis  of  Lady  Chatterley’s  Louer  is  so 
penetrating  and  so  intertwined  with  Lawrence’s 
psychosexual  history  that  one  can  never  again  read 
the  novel  without  recalling  the  insights  of  the 
essay. 

“Opium  and  John  Keats”  opens  with:  “Current 
interest  in  hallucinogenic  drugs  prompts  reappraisal 
of  the  effects  of  older  drugs,  as  the  narcotic  experi- 
ence of  each  new  generation  recapitulates  that  of  past 
generations.”  We  are  asked  to  consider,  among  other 
imponderables,  whether  the  “Ode  to  a Nightingale” 
is  a record  of  the  effects  of  an  opium  trance.  The 
provocative  interpretations  are  not  necessarily  all 
convincing,  but  they  are  certainly  intellectually 
piquing.  Meanwhile,  we  are  treated  to  an  investi- 
gation of  prose,  poetry,  language,  and  literary  criti- 
cism. 

The  longest  essay,  on  “Madness  and  Poetry,”  dis- 
cusses the  possible  effects  of  psychosis  on  the  prod- 
ucts of  creativity.  “But  no  reader  is  so  naive  as  to 
imagine  that  Collins,  Cowper,  or  Smart  wrote  poetry 
because  they  were  mad  or  that  they  went  mad  be- 
cause they  wrote  poetry.  Rather,  we  are  concerned 
with  the  idea  that  they  wrote  the  kind  of  poetry  they 
did  and  used  the  language  of  poetry  in  a particular 
fashion  because  their  mental  condition  enabled  them 
to  perceive  reality  in  a fashion  different  from  the 
ordinary  run  of  men  (alternatively  disabled  them 
from  perceiving  reality  as  most  men  do).”  We  enter 
the  inner  lives  of  the  three  poets  and  scrutinize  their 
writings  but,  as  in  all  the  other  essays,  we  are  also 
confronted  by  Plato,  Alfred  Edward  Housman,  Ezra 
Pound,  William  Wordsworth,  Alexander  Pope, 
Richard  Savage,  and  many  others. 

“Chekhov  Among  the  Doctors”  describes  the  in- 
fluence of  tuberculosis  on  the  character  of  life  of 
Anton  Chekhov,  examining  with  much  under- 
standing the  tensions  generated  by  the  two  simul- 
taneous careers  of  writer  and  physician.  Apparently, 
medical  experience  was  exceedingly  useful  to  Che- 
khov in  his  perceptions  of  people  and  his  ability  to 
maintain  a detached  attitude. 

The  chapter  on  William  Carlos  Williams,  M.D., 
which  is  an  evaluation  of  his  poems  and  thoughts, 
does  not  seem  to  belong  to  the  other  essays,  having 
virtually  no  focus  on  medical  subjects.  It  is  not  about 
Williams’s  afflictions  nor  his  medical  insights.  Only 
his  profession  as  a physician  fits  him  in  any  way  into 
this  collection.  But  no  matter.  The  essay  uses 
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Williams  and  his  work  as  a framework  on  which  to 
mount  a stimulating  commentary  on  poetry  and 
criticism. 

Impotence  in  the  male,  including  its  nature, 
manifestations,  and  literary  associations,  is  the  main 
subject  of  “The  Earl  of  Rochester  and  Ejaculatio 
Praecox.”  The  tone  is  serious  and  sympathetic, 
avoiding  both  slyness  and  pedantry.  Yet,  the  au- 
thor’s mixture  of  perceptiveness  and  wit  shines 
through.  “Also  it  can  he  argued  that  impotence  is 
nondramatic  and  uninspiring  as  a theme;  male  and 
female  writers  alike  can  reasonably  claim  that  it  does 
not  lead  to  a fulfilling  emotional  experience  which 
would  serve  as  a substrate  for  literary  expression. 
Even  in  simple  genres,  premature  ejaculation  inter- 
rupts the  story  line.” 

Thomas  Shadwell’s  death  has  been  widely  ac- 
cepted to  have  been  either  suicidal  or  accidental, 
resulting  from  an  overdose  of  opium.  In  a short 
chapter,  a reexamination  of  the  known  facts,  in- 
cluding a survey  of  the  commentaries  of  the  time  and 
of  the  habits  of  Shadwell  himself,  leads  to  other 
conclusions,  in  which  Dr.  Ober’s  knowledge  of  pa- 
thology plays  an  important  part. 

“Did  Socrates  Die  of  Hemlock  Poisoning?”  ad- 
dresses itself  to  several  questions  other  than  whether 
or  not  hemlock  was  the  lethal  drink.  Why  did  Ath- 
ens order  the  death  of  the  philosopher  admired  in  his 
day  and  revered  by  later  generations?  How  good  a 
reporter  was  Plato?  In  the  process  of  following  the 
search  for  answers,  one  learns  the  politics  of  Athens 
in  the  5th  and  4th  centuries  B.C.,  and  also  the  phar- 
macology of  hemlock. 

The  copious  notes  for  each  of  the  chapters,  located 
at  the  end  of  the  book,  serve  as  both  explanatory 
additions  and  full  bibliographic  listings. 

Conclusion 

Throughout,  the  approach  is  forthright  and 
tasteful  to  topics  which  have  often  been  treated  ei- 
ther luridly  or  diffidently.  The  author’s  opinions  are 
strong  and  undiplomatic.  Sometimes  we  may  won- 


der why  he  is  so  exercised.  Indeed,  one  may  even 
notice  Dr.  Ober’s  own  prejudices  in  his  comments  on 
the  bias  of  others.  But  who  cares?  He  speaks  out 
honestly,  states  his  position  fully,  and  gives  both 
sides,  sometimes  many  sides,  before  making  final 
judgments.  Pitiless  in  examining  behavior,  events, 
and  motivations,  he  is  nevertheless  compassionate 
toward  the  feelings  of  people. 

His  candor  is  refreshing.  When  he  does  not  un- 
derstand something  he  says  so.  On  the  other  hand, 
at  times  his  equating  what  is  dense  to  him  as  being 
dense  to  everyone  else  may  be  too  Olympian. 
Sometimes  a trace  of  snobbishness  may  even  show 
in  the  frequent  use  of  Latin  phrases  where  English 
would  do  as  well.  “Inter  alios,”  for  instance,  is  no 
clearer  than  “among  others.” 

Dr.  Ober’s  literary  perceptions  are  sharp  and  deep. 
One  is  both  amused  and  startled,  for  example,  by  his 
observation  that  Lord  Chatterley,  the  husband  in  the 
novel,  is  a better  writer,  in  Dr.  Ober’s  estimation, 
than  D.  H.  Lawrence  wanted  the  fictional  character 
to  be.  A few  of  the  many  pithy  remarks  in  the  book 
may  be  cited: 

“Satire  is  born  of  an  intolerable  pain  and  anger  at 
the  foibles  of  the  world,  sometimes  coupled  with  a 
desire  to  reform  it.” 

“Precision  in  textual  criticism  is  no  guarantee  of 
profundity  in  poetic  analysis.” 

“All  prose  fiction  contains  a chie  to  biography, 
however  deeply  hidden  or  remote.” 

In  the  preface,  the  author  tries  to  anticipate  pos- 
sible criticism.  “Some  will  say  that  applying  medical 
reasoning  to  literature  is  ‘reductive,’  a now  fashion- 
able word  for  what  in  my  youth  we  called  oversim- 
plification.” But  he  needn’t  have  worried.  Dr.  Ober 
may  have  originally  intended  to  study  the  psychology 
and  pathology  of  the  writers  and  their  works,  but  he 
has  ended  by  composing  elegant,  scholarly,  percep- 
tive, absorbing,  delightful  essays  on  life,  times,  and 
literature. 

Mount  Sinai  School  of  Medicine 
Fifth  Avenue  and  100th  Street 
New  York,  N.Y.  10029 
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Part  I of  this  article  appeared  in  the  April  Journal 
and  dealt  with  the  “History  of  Photographic  Pro- 
cesses.” The  development  of  the  camera  was  de- 
scribed, as  well  as  of  the  daguerreotype,  wet-plate 
collodion  photography,  ambrotype,  tintype,  cartes 
de  visite,  cabinet  card,  dry  plate,  and  stereograph. 
“Physicians  and  Early  Photography”  was  the  subject 
of  Part  II  in  May.  The  work  of  John  William  Draper, 
M.D.,  Paul  Beck  Goddard,  M.D.,  John  Locke,  M.D., 
James  Mill  Bush,  M.D.  and  Robert  Peter,  M.D.,  Ol- 
iver Wendell  Holmes,  M.D.,  John  Towler,  M.D.,  and 
others  was  noted,  comparing  their  findings  with  those 
of  European  physicians.  The  July  issue  included 
Part  III,  “The  Daguerrean  Era,”  describing  how 
physicians  took  and  used  daguerrean  images  for 
clinical  medical  purposes  from  the  1840s  onward. 
Early  images  are  found  in  medical  journals  and  mu- 
seums. They  were  used  for  medical  consultations, 
clinical  record  keeping,  publication,  and  illustration 
of  surgical  results.  European  usages  and  practi- 
tioners were  also  detailed,  and  the  contributions  of 
Hermann  Wolff  Berend,  M.D.  Part  IV  concerned 

Parts  of  this  report  were  presented  at  the  Fifth  Annual  Mid- 
winter Assembly,  American  Physicians  Fellowship,  Inc.,  Key 
Biscayne,  Florida,  February  26,  1979,  and  parts  at  the  American 
Association  for  the  History  of  Medicine  52nd  Annual  Meeting, 
May  .‘5  and  4,  1979,  Pittsburgh,  Pennsylvania. 

* All  photographs,  unless  otherwise  indicated,  are  the  personal 
property  of  Dr.  Burns.  Permission  to  reproduce  any  of  the  pho- 
tographs or  other  illustrations  appearing  in  this  article  must  be 
obtained  in  writing  from  the  institutions  or  parties  owning  the 
images. 


the  “Early  Wet-Plate  Era,”  in  the  1850s;  described 
clinical  ambrotypes,  tintypes,  and  stereoviews;  and 
discussed  photography  by  Ransford  E.  Van  Gieson, 
M.D.,  George  Jackson  Fisher,  M.D.,  and  Gurdon 
Buck,  M.D.  It  appeared  in  November. 

This  section  is  concerned  with  the  beginnings  of 
psychiatric  photography  emphasizing  some  recent 
discoveries  of  America’s  contributions  in  this  area. 
An  outline  of  the  history  of  pertinent  nineteenth 
century  psychiatric  concepts  will  be  offered  to  help 
gain  insight  into  the  photographs  and  the  psychiatric 
era  in  which  they  were  used  and  taken. 

In  1977  a book  on  early  psychiatric  photography 
documenting  the  English  psychiatrist  Hugh  Welch 
Diamond,  M.D.’s  work  was  published.1  A review  of 
this  book  will  be  presented,  since  Dr.  Diamond’s  use 
of  photographs  has  traditionally  been  noted,  al- 
though erroneously,  to  be  the  first  clinical  use  of 
photography.  He  was,  however,  the  first  psychiatrist 
to  use  photographs  as  institutional  records. 

The  description  of  the  psychiatric  use  of  photog- 
raphy in  America  will  include;  (1)  The  first  book  in 
the  psychiatric  field  at  present  known  to  have  illus- 
trations copied  from  photographs  (1846),  (2)  the  use 
of  photography  as  part  of  a therapy  program 
(1849-1850),  (3)  the  earliest  book  in  the  psychiatric 
field  to  have  actual  photographs  (1858),  (4)  the  ear- 
liest known  photographs  in  an  American  medical 
journal  (1870),  and  (5)  a visual  history  of  mental  re- 
tardation care  concepts  (1858-1880). 

Background  history 

Psychiatry  was  the  last  specialty  to  be  incorpo- 
rated as  such  into  the  overall  field  of  medicine.  Until 
the  early  nineteenth  century,  psychologic  studies  had 
been  the  province  of  philosophy,  not  medicine. 
Mental  illness  was  thought  to  be  caused  by  the  devil 
or  physical  brain  diseases,  and  those  so  afflicted  were 
to  be  jailed  or  institutionalized  accordingly. 
Treatment,  if  any,  consisted  of  such  remedies  as 
bleeding  to  the  point  of  syncope,  scalp  shaving, 
blistering,  douching,  and  surprise  ice  baths.  “Vari- 
ous so-called  harmless  tortures”  also  provided 
“therapy,”  as  did  the  use  of  handcuffs  and  leg 
irons.2 

By  the  beginning  of  the  nineteenth  century  four 
new  major  ideologic  movements  were  established. 
Three  of  them — moral  treatment,  phrenology,  and 
physiognomy — will  be  discussed.  The  fourth 
movement,  mesmerism,  or  animal  magnetism,  which 
was  started  in  1766  in  Vienna  by  Franz  Anton  Mes- 
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mer,  M.D.  (1734-1815),  promulgated  the  idea  that 
a sort  of  human  sixth  sense,  a special  magnetic  fluid, 
could  heal.  It  is  an  interesting  topic  but  of  little 
concern  in  this  present  work.* 

Moral  treatment 

In  the  spirit  of  the  “age  of  enlightenment,”  a new 
concept  of  treatment  of  the  mentally  ill  began  to 
evolve.  Several  men,  independently,  began  working 
toward  a more  humane  treatment  of  the  mentally  ill. 
Their  work  culminated  in  a new  ideologic  movement 
and  concept  of  care  called  “moral  treatment.” 

In  1789,  Vincenzo  Chiarugi,  M.D.  (1759-1820), 
director  of  the  Hospital  Bonifacio  in  Florence,  su- 
pervised the  preparation  of  the  hospital’s  regulations 
in  which  it  was  stated:  “It  is  a supreme  moral  duty 
and  medical  obligation  to  respect  the  insane  indi- 
vidual as  a person.”3  William  Tuke  (1732-1819),  a 
Quaker  tea  merchant  in  England,  opened  the  York 
Retreat  in  1796  in  wrhich  mental  patients  were 
treated  “in  a friendly  atmosphere  free  from  any 
mechanical  restraint.”4 

It  is  Philippe  Pinel,  M.D.  (1745-1826),  however, 
who  has  traditionally  been  given  credit  for  improving 
the  lot  of  the  insane  and  starting  the  moral  treatment 
of  mental  illness  when  he  freed  the  insane  from  their 
chains  at  the  notorious  Bicetre  (National  Insane 
Asylum)  in  1793.**  His  work  was  later  shared  by  his 
famous  pupil  J.E.D.  Esquirol,  M.D.  (1772-1840). 
Both  Pinel  and  Esquirol  stressed  clinical  study  of 
their  patient  via  detailed  description  of  symptoms. 
Excluding  the  obvious  then-recognized,  organic  brain 
diseases,  such  as  tumor  or  syphilis,  causal  emphasis 
was  placed  on  a patient’s  environment  and/or  pre- 
disposition to  the  development  of  mental  illness. 
The  moral  treatment  that  they  developed  consisted 
essentially  of  humane  environmental  treatment  of 
the  mentally  ill,  with  various  activities  in  which  the 
patient  could  participate,  planned  within  a struc- 
tured setting.  These  ideas  were  major  themes  in 
midnineteenth-century  psychiatry. 

In  summary,  in  the  early  nineteenth  century, 
psychological  concerns  became  important,  and  the 
old  physically  abusive  and  other  treatments  for 
mental  illness  were  gradually  done  away  with. 
Moreover,  it  came  to  be  recognized  that  psychological 
and  environmental  experiences  could  also  cause 
mental  disease.  The  “nature-nurture”  causality 
issue  is  still  a highly  controversial  subject  in  the  study 
of  mental  illness.  Moral  treatment,  originally  more 
of  a philosophy  than  a detailed  treatment  plan,  be- 
came “a  method  of  re-educating  the  patient  in  a 
proper  environment”6  and  by  the  midnineteenth 

+ Although  today  we  consider  mesmerism,  phrenology,  and 
physiognomy  pseudosciences  at  best,  in  the  early  nineteenth 
century  these  were  serious  studies  performed  by  medical  men. 
Indeed,  the  major  American  psychiatric  ideologic  movement  in 
the  nineteenth  century  was  phrenology. 

**  Pinel’s  renown  also  came  from  his  other  major  contribution 
to  psychiatry:  categorization  of  psychiatric  clinical  symptoms 
whicb  he  did  in  1801  in  Traite  Medico-Philosophique  sur  la 
Manie.5 


century  basically  resembled  what  we  now  speak  of  as 
activities  therapy  coupled  with  humane  care  of  pa- 
tients. However,  “. . . with  the  advent  of  huge  mental 
hospitals,  in  which  a personal  approach  was  impos- 
sible, moral  treatment  and  its  therapeutic  gains  were 
lost.  A therapeutic  vacuum  persisted  for  a half  a 
century  until  the  development,  in  the  middle  1930s, 
of  Sakel’s  hypoglycemic  coma  treatment  and  Me- 
dulla’s convulsive  therapy.”7 

Phrenology  and  physiognomy 

Phrenology  was  founded  in  the  1790s  by  Franz 
Joseph  Gall,  M.D.  (1758-1828),  in  Vienna.  Dr.  Gall, 
a brain  physiologist,  postulated  that  mental  1'aculties 
were  innate,  brain  functions  which  could  be  localized, 
and  that  character  traits  had  specific  areas  within  the 
brain.  He  then  hypothesized  that  the  skull  would 
have  prominences  over  areas  of  the  brain  which  were 
overdeveloped  and  concluded  that  a person’s  char- 
acter could  thus  be  read  by  palpating  the  skull. 

Dr.  Gall’s  most  famous  disciple  was  Johann  Casper 
Spurzheim,  M.D.  (1776-1832)  who  popularized  Gall’s 
ideas  and,  most  important,  added  the  concept  that 
proper  moral  influences  could  change  personality. 
Spurzheim™  and  another  disciple,  George  Combe, 
M.D.,  carried  the  phrenologic  doctrine  to  America  in 
the  1830s,  where  Orson  and  Lorenzo  Fowler,  M.D., 
of  New  York  City,  became  their  main  proponents, 
publishing  many  books  and  journals  on  the  topic 
(Fig.  1).  Phrenologic  studies  were  soon  taken  up  by 
other  nonphysicians  who  attempted  to  treat  many 
social-behavioral  disorders  as  well  as  other  mental 
diseases.  Initially,  phrenology  was  enthusiastically 
received  by  psychiatrists,  becoming  the  major 
American  psychiatric  ideology,  but  it  eventually  fell 
into  disrepute.  Dr.  Gall’s  cerebral  localizations 
concepts,  however,  laid  the  groundwork  for  future 
developments  in  neurology. 

Phrenology’s  impetus  came  from  physiognomy. 
Physiognomy,  the  study  of  human  characteristics 
and  personality  based  on  facial  configuration,  had 
been  discussed  for  centuries.  In  the  mideighteenth 
century,  the  Swiss  pastor  Johann  Kasper  Lavater 
(1741-1801)  formalized  its  concepts  and  wrote  a 
classic  text  on  the  subject.  In  the  early  nineteenth 
century  physiognomy  became  increasingly  popular 
with  psychiatrists.  Many  used  it  as  an  aid  in  seeking 
additional  clues  as  to  the  nature  of  their  patients’ 
illnesses.  Others  used  it  to  diagnose  or  categorize 
their  patients. 

Psychiatric  photography  documented  the  three 
major  psychiatric  movements  of  the  nineteenth 
century:  physiognomy,  phrenology,  and  moral 
treatment. 

t+  Dr.  Spurzheim  died  in  Boston  in  November,  1832,  only  three 
months  after  he  came  to  America.  He  had  lectured  several  times 
at  the  Harvard  Medical  School,  and  at  his  death  the  Boston 
Phrenological  Society  was  founded.  Their  large  collection  of 
skulls  and  casts  (550  items)  were  eventually  purchased  by  none 
other  than  John  Collins  Warren,  M.D.,  who  added  it  to  his  ana- 
tomical collection,8  now  contained  in  the  Harvard  Medical  School 
(Part  III). 
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NUMBERING  AND  DEFINITION  OF  THE  ORGANS. 


1.  Amativknfas,  I.ovc  between  the  sexes. 

A.  Conjugality,  Matrimony— love  of  one.  [etc. 

2.  Parental  L«vi.  Regard  for  offspring,  pets, 

3.  Friendship.  Adhesiveness— sociability. 

4 1 siiABlTlvr.Nna».  Love  of  home. 

5.  < 'on riNtMi'Y,  One  tiling  at  a time. 

E.  Vit.vtivexios,  L‘«veot  life. 

OoMHATIVEM>s.  It.- s, stance --defense. 

7.  I)iari;i 'ctivrnkss,  Excctiuv  mess  force. 

6.  Alimi;ntiv»:xi3«.  Appetite— hunger. 

9.  A eye  isn  I vi.n  e-s,  Accumulation. 

1 Siicr.ETivrvi>s,  Policy— management. 

11.  Cautiousness,  Prndeiici — provision. 

12.  ArPKoiiATTVKsrss.  Ambition  —display. 

1 i.  Sri.F-EsTr.u.  i.'belf-respect  - <li  mity. 

N.  Firmness.  L.  eisio  i— perseverance. 
l.V  Conscii.ni  n-u-MUis,  Justice  equity. 

1C.  Hope,  Expeet.nioti  - enterprise. 

17.  SriKiTUAi.n  v.  I m tiition — f;«iil» — credulity. 

IS.  Veneration,  D.-voiiun  — respect. 

19.  Benevolence,  K indue**— goodness 


20.  CoNS-ntccTtvrNESs,  Mechanical  ingenuity 

21.  Ideality,  Refinement — t isle— purity. 

R.  Sftit.iMlTY,  Love  *f  grandeur— infinitude. 

22.  Imitation,  Copying— patterning. 

2 :.  Mirtupi  lnkss,  .locoseness—  wit—  fuo. 

21.  iNniviiM  Ai-iTY,  Ohser» ation. 

25.  l'oi’.M.  Itecolleetion  of  shape. 

2".  Si7.E,  Measuring  hy  the  eye. 

27.  Weight.  Balancing— climb  ng. 

2'.  Coloi:,  Judgment  of  colors, 
j 2'.i.  Okdkk.  Method  sv-n-m- arrangement. 

:.t).  Cai.cui. ation.  Mental  arithmetic. 

^ 3 1 . Loi  ai.ity,  Recollection  of  pluces. 

| 32.  Eventuality,  Memory  of  facts. 

| 33.  Tun  , Cognizance  of  duration. 

I 31.  Tune;  Sense  of  barmens  and  melody. 

3\  Language,  Expres'ioii  i»f  ideas. 

I 3G.  .Causality,  Apply,  ng  causes  to  effect,  [lion. 
37.  Co.MPAi:i''O.N.luoueti ve reasoning— illustro* 
C.  Human  Natuce,  Perception  of  motives. 

! D.  Agrceablene**,  i’lcasj utuess— sua v i ty. 


FIGURE  1.  Phrenologic  diagram,  published  in  Orson  and 
Lorenzo  Fowler’s  New  Illustrated  Self-Instructor  in  Phrenology 
and  Physiology,  New  York,  Fowler  and  Wells,  1859.  Map 
of  head  used  by  phrenologists  to  determine  person’s  char- 
acter traits,  personality,  abilities,  intelligence,  and  so  on.  By 
feeling  bumps  and  indentations  in  skull  over  indicated  area, 
person  would  be  considered  to  have  or  lack  trait  to  degree 
felt  by  phrenologist.  Dr.  Gall  originally  conceived  26  areas, 
Dr.  Spurzheim  found  35;  lay  practitioners  added  numerous 
other  areas.  Such  physicians  in  the  United  States  as  John 
Bell,  M.D.,  of  Philadelphia,  and  Benjamin  Sillman,  M.D.,  of 
New  Flaven  initially  supported  phrenology. 


Early  psychiatric  illustration 

The  most  famous  psychiatric  portraits  of  the 
nineteenth  century  are  a series  of  10  paintings  of 
mental  patients  done  in  1822  to  1823  by  the  French 
artist  Theodore  Gericault  (1791-1824)  for  Etienne- 
Jean  Georget,  M.D.  (1795-1828),  a follower  of  Es- 
quirol.9  As  early  as  1802,  Benjamin  Rush,  M.D. 
(1745-1813),  father  of  American  psychiatry,  had 
proposed  in  a letter  to  Gilbert  Stuart  that  he  paint 
portraits  of  mental  patients  so  that  medical  studies 
could  be  enhanced.  Pinel’s5  text  of  1801  had  a few 
illustrations  of  patients.  J.  E.  D.  Esquirol  had  an 
atlas  of  27  illustrations  accompany  his  two-volume 
text,  Des  Maladies  Mentales  (1837). 

Probably  the  most  important  text  with  psychiatric 


FIGURE  2.  Tintype  circa  1865,  only  known  surviving  hard 
image  of  psychiatric  patient  in  nineteenth  century;  photo- 
graphs of  mentally  ill  and  retarded  patients  extremely  rare. 
Although  many  institutions  have  early  clinical  photographs 
(1845-1870)  in  their  collections,  few  have  psychiatric 
subjects.  This  photograph  of  mentally  retarded  boy,  wrapped 
and  in  chair,  with  hands  and  head  held  still  for  photographer, 
came  from  collection  of  New  York  physician.  Pictures  of 
mentally  retarded  rarely  taken  at  institutions  since  these 
unfortunate  patients  usually  hidden  from  public  view. 


illustrations  was  Sir  Alexander  Morison’s  The 
Physiognomy  of  Mental  Disease,  which  was  pub- 
lished in  1838.  This  text  contained  106  illustrations 
of  psychiatric  patients  and  correlated  a person’s 
physiognomy  with  his  psychopathology.  Morison 
did  most  of  his  work  at  the  Surrey  County  Lunatic 
Asylum  in  Twickingham,  England.  Succeeding  him 
at  this  hospital  was  Hugh  Welch  Diamond,  M.D., 
who,  in  1848,  became  resident  superintendent  of  the 
female  department.  Dr.  Diamond,  an  amateur 
photographer,  was  obviously  at  the  right  place  at  the 
right  time,  ready  to  continue  the  study  of  the  physi- 
ognomy of  mental  illness. 

Hugh  Welch  Diamond,  M.D. 

By  1852  the  new  wet-plate  collodion  process  was 
perfected  and  Dr.  Diamond  began  to  photograph 
some  of  his  patients.  Dr.  Diamond’s  photographs 
were  used  as  a diagnostic  tool,  to  evaluate  the  phys- 
iognomy of  the  insane,  to  show  progress  of  t reatment, 
as  a form  of  treatment,  and  as  clinical  records  to  “be 
of  more  value  in  calling  to  my  mind  the  case  and 
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treatment.”10  His  idea  to  photograph  institutional 
patients  as  a record-keeping  means  was  recognized 
at  the  time  as  especially  important  for  the  criminally 
insane,  . .for  if  they  do  escape  from  the  asylum 
(they)  are  doubly  dangerous  to  the  community  at 
large,  and  may  frequently  be  traced  by  sending  their 
photographs  to  the  police  authorities  (into  whose 
hands  they  are  likely  to  fall).”11  How'ever,  other 
institutional  use  of  photography  did  not  occur  in 
England  until  the  1870s  (Fig.  2). 

Diamond  also  used  his  photographs  as  treatment, 
and  reported  its  success  in  1856. 10  Apparently  the 
photographs  had  a marked  effect  on  some  patients 
when  presented  to  them.  This  accurate  self  image 
helped  “make  the  patient  not  be  the  way  it  was  in  the 
picture.”  However,  the  photograph  could  function 
as  a means  of  treatment  only  so  long  as  it  remained 
a novelty.  Dr.  Diamond  took  his  photographs  and 
used  them  in  treatment  for  only  a few  years  and  did 
not  continue  his  photography  of  patients  after  he  left 
the  Surrey  County  Asylum  in  1858. 

Dr.  Diamond’s  use  of  photography  helped  usher 
in  a new  age  in  psychiatric  patient  illustration,  and 
his  use  of  it  in  treatment  represents  a novel  use  of  the 
photograph  in  the  annals  of  the  history  of  medical 
photography. 

Gilman  review 

In  1977  Gilman12  presented  all  of  the  known  clin- 
ical photographs  by  Dr.  Diamond*  and  also  repub- 
lished Dr.  Diamond’s  paper  on  the  use  of  photogra- 
phy in  the  treatment  of  the  mentally  ill:  “On  the 
Application  of  Photography  to  the  Physiognomic  and 
Mental  Phenomena  of  Insanity.”  f Additionally,  in 
this  same  book,  Gilman  reproduced  “Case  Studies 
from  The  Physiognomy  of  Insanity”  by  John  Conollv, 
M.D.,**  a leading  psychiatrist  of  his  time.  These 
were  essays  in  which  the  varieties  of  insanity  were 
described  via  studies  of  specific  cases  and  illustrated 
by  Diamond’s  photographs,  as  well  as  engravings 
made  of  some  of  them,  to  show  a comparison  between 
photography  and  illustration  made  from  photo- 
graphs. Dr.  Conolly  gave  Diamond  a larger  audience 
and  helped  establish  the  importance  of  the  photo- 
graph as  opposed  to  other  forms  of  illustration. 

Gilman’s10  book  is  very  valuable  for  its  republi- 
cation of  Dr.  Diamond’s  and  Dr.  Conolly’s  works. 
However,  it  contains  several  discrepancies  of  fact, 
and  indeed  it  was  the  inaccurate  description  of  early 
photographic  processes  presented  within  which 
prompted  me  to  write  the  first  part  of  this  series  so 
that  an  accurate  history  of  photographic  processes 
would  appear  in  a medical  journal  for  easy  refer- 
ence. 

Dr.  Gilman’s  “history”  follows: 

* The  photographs  are  preserved  in  England  at  the  archives  of 
the  Royal  Society  of  Medicine  (London),  the  Norfolk  record  office 
(Norwich),  and  The  Royal  Photographic  Society  (London). 

4 Read  before  the  Royal  Society  May  22,  1856. 

**  Published  as  a series  in  The  Medical  Times  and  Gazette, 
London  (1858). 


In  1839  W.  H.  Fox  Talbot  had  developed  the  cal- 
otype  process  which  fixed  images  as  negatives,  replac- 
ing the  cumbersome  direct  method  of  the  daguerre- 
otype. Diamond  was  extremely  influential  in  dissemi- 
nating information  about  this  process  and  other  inno- 
vations in  photography.  . .between  1852  and  1854  Dia- 
mond published  more  than  a dozen  essays  and  notes  on 
photography,  the  most  important  being  the  republica- 
tion of  a paper.  . .on  “The  Simplicity  of  the  Calotype 
Process.”  This  was  the  first  major  expose  of  the  cal- 
otype process  for  amateur  photographers,  who  had 
been  led  to  believe  that  this  process  was  much  too  com- 
plicated for  their  use.  With  the  greater  simplicity  of 
the  calotype  proven,  the  cheap,  easily  duplicative  pho- 
tograph became  a reality  and  the  craze  for  the  “Cartes 
de  Visite”  began.13 

This  history  of  early  photography,  brief  as  it  is, 
is,  unfortunately,  incorrect.  It  was  not  until  1841 
that  the  calotype  was  finally  perfected,  and  it  most 
certainly  did  not  replace  the  daguerreotype.  As 
noted  by  numerous  authors,  in  America  the  calotype 
was  a photographic  scientific  curiosity.  The  da- 
guerreotype was  the  popular  medium  until  it  was 
replaced  by  the  ambrotype  about  1854.  In  England, 
the  daguerreotype  and  calotype  were  replaced  by  the 
wet-plate  paper  process  about  1852,  and  it  was  this 
process  which  brought  about  the  advent  of  the  cheap 
duplicatable  photograph  and  the  cartes  de  visite. 

Gilman’s  statements  would  lead  one  to  believe  that 
Diamond’s  work  was  influential  in  the  photographic 
world.  It  was  not.  Although  Dr.  Diamond  did  make 
some  technical  innovations  to  a new  and  growing 
science,  as  did  numerous  other  amateurs  at  the  time, 
they  were  of  no  great  significance.  His  greatest 
contribution  was  that  of  being  editor  of  the  journal 
of  the  London  Photographic  Society  from  1859  to 
1869.  Dr.  Diamond  did  write  about  the  calotype,  but 
in  the  1850s  it  was  the  wet-plate  collodion  process 
which  he  used.* 

Gilman  also  erroneously  states:  “Nevertheless, 
these  early  decades  of  medical  photography  were 
marked  by  the  absence  of  any  systematic  use  of  the 
photograph  in  medical  procedures.  It  was  in  psy- 
chiatry, an  area  which  on  the  first  glance  would  seem 
singularly  unfruitful  for  the  use  of  the  camera,  that 
the  first  systematic  theory  and  practice  of  clinical 
photography  were  undertaken.  The  founder  of 
clinical  photography  was. . .Hugh  Welch  Diamond.  . . 
,”12  (Part  III  of  this  series  answers  this  statement 
as  to  the  start  of  clinical  photography.) 

In  the  introduction  to  Gilman,  Eric  T.  Carlson, 
M.D.,t  states  “Until  now,  these  photographs  have 
been  known  only  through  the  sketches  made  from 
them.  Professor  Gilman  has  performed  a great 
service  in  locating  them  and  by  giving  us  their  his- 
tory.”14 This  is  not  altogether  true.  Gernsheim15 

* If  Dr.  Diamond  was  indeed  an  innovator,  as  Gilman14  states, 
then  in  the  1852-1854  period  he  would  be  “innovating”  the  new 
wet-plate  process  not  the  old  calotype  method. 

+ Clinical  Professor  of  Psychiatry;  Director,  Section  on  the 
History  of  Psychiatry  and  the  Behavioral  Sciences,  New  York 
Hospital-Cornell  Medical  Center,  New  York. 
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not  only  discussed  Diamond’s  work  in  her  article  on 
early  medical  photography  but  also  published  several 
of  Diamond’s  photographs.  It  was  she  who  redis- 
covered Diamond’s  work,  although  Gilman  is  to  be 
thanked  for  making  the  photographs  generally 
available.  In  addition,  it  is  Gernsheim  who  accu- 
rately describes  the  photographic  process  used: 
wet-plate  collodion  process.** 

American  psychiatric  use  of  photography 

It  was  not  the  European  psychiatrists  who  first 
used  photography  for  treatment  purposes.  Once 
again,  America  led  the  way.  As  early  as  1849 
Thomas  Story  Kirkbride,  M.D.  (1809-1883),  the 
progressive  and  innovative  physician  in  charge  of  the 
Pennsylvania  Hospital  for  the  Insane,  used  the  newly 
invented  “photographic”  magic  lantern  slides  as  part 
of  the  treatment  and  recreational  program  of  his 
patients.  His  use  of  photography  was  not  casual  but 
was  a deliberate  part  of  his  moral  therapy  program 
(Fig.  3) 

In  1840,  Dr.  Kirkbride  became  the  first  physi- 
cian-in-chief of  the  Pennsylvania  Hospital  for  the 
Insane11  and  thereby  America’s  first  full-time  hos- 
pital psychiatrist,  a position  he  held  until  his  death 
in  1883.  In  1844  he  was  also  one  of  the  13  founders 
of  the  organization  that  became  the  present  Ameri- 
can Psychiatric  Association.  The  front  cover  shows 
a rare  calotype  photograph  of  this  group  taken  at  the 
annual  meeting,  May,  1851. 

Dr.  Kirkbride  was  a proponent  of  the  moral 
treatment  of  the  insane  and  as  such  was  especially 
known  as  an  expert  in  the  institutional  care  of  the 
insane.  He  was  also  particularly  noted  for  his  design 
of  mental  hospitals,  a design  which  took  into  account 
his  belief  that  the  moral  treatment  was  supposed  to 
“break  the  habits  of  insanity.”  The  hospital,  ac- 
cording to  Dr.  Kirkbride,  was  to  look  pleasant  and  be 
laid  out  with  “pleasure  grounds,”  gardens,  and  the 
like,  to  create  a climate  of  belief  in  support.  To  assist 
the  behavioral  change,  careful  regimentation  was 
made  part  of  the  hospital  routine.  Dr.  Kirkbride 
“. . .was  concerned  that  the  patients  always  had  the 
opportunity  to  engage  in  some  sort  of  constructive 
action. . . . (and)  Especially  difficult  were  the  eve- 
ning hours.”16  It  was  believed  that  a structured 
hospital  day,  which  included  employment  at  some 
task  (work  therapy),  as  well  as  evening  entertain- 
ment, such  as  a magic  show,  musical  program,  or  a 
slide  show,  could  overcome  unpredictability,  vio- 
lence, poor  social  behavior,  and  the  monotony  of 
hospital  life,  always  a great  problem.  The  evening 
slide  shows  became  an  increasingly  important  part 
of  treatment,  since  they  were  much  less  costly  than 
most  other  forms  of  entertainment  and  were  pre- 
ferred by  the  patients,  especially  with  the  advent  of 
the  photographic  slides. 

**11  is  interesting  to  note  that  Professor  Oilman  gives  Alison 
(Jernsheim’s  article  a reference  in  his  notes  (note  4). 

ft  Now  known  as  the  Institute  of  Pennsylvania  Hospital. 


FIGURE  3.  Thomas  Story  Kirkbride,  M.D.  (1809-1883), 
half-plate  ambrotype,  circa  1855;  first  American  in  residence 
as  hospital  psychiatrist,  position  he  took  at  Pennsylvania 
Hospital  for  the  Insane  in  1840.  One  of  founders  of  organi- 
zation that  became  American  Psychiatric  Association.  In 
1849  used  photographic  glass  stereopticon  slides  in  regular 
treatment  program:  earliest  documented  use  of  photography 
in  psychiatry  (courtesy  Kirkbride  Archive  Collection,  Historic 
Library,  Pennsylvania  Hospital). 

Slide  programs 

It  was  in  the  winter  of  1843  to  1844  that  Dr.  Kirk- 
bride initiated  his  evening  activities  using  among 
other  programs  magic  lantern  slide  presentations. 
Prior  to  the  invention  of  the  photographic  slide  in 
1848,  these  slides  had  to  be  individually  hand 
painted.  With  the  development  of  the  photographic 
slide,  the  cost  of  the  slide  became  much  cheaper  and 
a wider,  more  interesting  range  of  subjects  could  be 
presented. 

According  to  Dr.  Kirkbride,  photographic  slides 
were  first  shown  at  the  Pennsylvania  Hospital  in 
1849. 17  This  is  the  first  documented  use  of  photo- 
graphic slides  anywhere.18  By  the  1860s  the  slide 
collection  numbered  over  a thousand,  consisting 
mainly  of  photographs. 

The  slide  or  stereopticon  show  became  a popular 
entertainment  in  the  world  of  the  1860s  to  1880s, 
eventually  functioning  as  “movies”  did  in  later  years. 
Dr.  Kirkbride’s  mental  patients  had  enjoyed  these 
shows  before  anyone  else  (Fig.  4). 

Association  with  Langenheims 

The  patients  at  the  Pennsylvania  Hospital  were 
able  to  enjoy  these  slides  at  such  an  early  date  pri- 
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FIGURE  4.  Pennsylvania  Hospital  for  the  Insane,  department 
for  males,  from  glass  photographic  magic  lantern  slide,  also 
called  stereopticon  slide,  circa  1860,  by  Langenheim  of 
Philadelphia.  Slides  of  all  subjects  presented  to  patients  to 
help  reduce  monotony  of  hospital  life  and  provide  therapeutic 
entertainment  (courtesy  Kirkbride  Archive  Collection,  Historic 
Library,  Pennsylvania  Hospital). 


FIGURE  5.  Building  of  Pennsylvania  Hospital  for  the  Insane, 
department  for  males,  August  20,  1857.  Dr.  Kirkbride  in 
foreground,  hat  in  hand.  From  glass  stereoview,  not  slide, 
by  Langenheim.  Documentary  photographs  of  any  nature 
always  of  historic  interest;  medical  subject  unusual  (courtesy 
Kirkbride  Archive  Collection,  Historic  Library,  Pennsylvania 
Hospital). 


FIGURE  6.  Photographic  wagon  of  A.  Watson  at  gate  of 
Pennsylvania  Hospital  for  the  Insane,  from  paper  stereoview 
circa  1862.  Watson  was  employee  of  Langenheim  brothers, 
famed  American  stereoscopic  company  that  took  views  of 
American  scenery,  personages,  and  events  for  sale  to  gen- 
eral public.  Most  desirable  and  valuable  of  photographic 
images  those  of  early  photographers  at  work  or  their  equip- 
ment. Rare  view  of  photographer’s  wet-plate  wagon.  Each 
picture  had  to  be  taken  and  developed  while  glass  negative 
still  wet;  traveling  laboratory  necessary  to  prepare  and  de- 
velop glass  negatives  (courtesy  Kirkbride  Archive  Collection, 
Historic  Library,  Pennsylvania  Hospital). 


marily  because  of  Dr.  Kirkbride’s  foresight  and  as- 
sociation with  the  makers  of  the  slides,  Frederick  and 
Wilhelm  Langenheim.  The  Langenheims,  early 
American  photographic  pioneers,  patented  the 
photographic  glass  slide  in  the  United  States  calling 
their  images  “hyalotypes.”19  Dr.  Kirkbride’s  asso- 
ciation with  the  Langenheims  was  not  casual. 
Layne18  of  Philadelphia  has  studied  this  association 
and  has  written  an  excellent  report  on  their  work.16 
Dr.  Kirkbride  not  only  bought  stereopticon  slides  and 
stereoscopic  views  for  patient  amusement  from  the 
Langenheims,  he  also  financed  several  of  their  ven- 
tures, including  their  stereoview  production;  the 
Langenheims  in  turn  sought  his  advice  and  support. 
As  a friend  and  associate  of  Dr.  Kirkbride,  the  Lan- 
genheims photographed  him  and  events  about  the 
hospital  (Fig.  5).  In  the  Kirkbride  Archive  Collec- 
tion at  the  Pennsylvania  Hospital  are  rare  calotype 
paper  photographs  of  the  1851  and  1852  annual 
meeting  of  the  Association  of  Superintendents,  the 
present  American  Psychiatric  Association,  as  well  as 
numerous  stereoviews  and  slides  taken  by  the  Lan- 
genheims themselves  or  by  their  employee,  A.  Wat- 
son, of  the  buildings,  staff,  and  grounds  (Fig.  6).  The 
Langenheims  were  also  the  American  photographers 
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FIGURE  7.  Engravings  from  Mathew  Brady  daguerreotypes  as  published  in  Farnham’s  version  of  Sampson’s  Rationale  of 
Crime,  1846. 22  Crime  treated  as  disease  process  based  on  phreneologic  concepts,  and  thus  removed  one’s  accountability 
for  actions.  This  book,  important  in  photohistory,  also  important  in  penal  and  criminal  jurisprudence  field;  many  of  concepts 
far  ahead  of  time.  (A)  Woman  imprisoned  for  petty  larceny.  “Officers  of  prison  say  that  it  is  impossible  to  conclude  whether 
she  is  sane  or  insane.”  (B)  Man  imprisoned  for  petty  larceny.  ‘‘He  is  exceedingly  wanting  in  reflection  and  judgement,  but 
is  possessed  of  strong  passions,  quick  perceptions  and  much  eccentricity  of  mind.”  (C)  . .is  a female  long  notorious  in 

N.Y.  for  her  depravity  and  abandonment  of  character.  . . The  drawing  indicates  extreme  narrowness  and  smallness  of  the 
whole  coronal  region.”  (D)  A 14-year-old  boy  inmate  of  Long  Island  Farm  School,  afflicted  with  spinal  complaints.  “He 
has  a well  developed  moral  region.  . .and  would  become  a useful  and  valuable  man.”  (Courtesy,  Library  of  Congress) 
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who  bought  the  U.S.  rights  to  Fox  Talbot’s  patent  on 
the  calotype.  They  had  hoped  to  sell  it  to  American 
photographers  but  lost  a fortune  on  the  venture. 
Americans  preferred  the  daguerreotype  for  which  no 
license  or  fees  were  necessary.  The  calotype  and 
other  paper  print  methods  remained  an  oddity  until 
collodion  paper  photography  became  established  in 
the  mid- 1850s. 

Dr.  Kirkbride  can  clearly  be  given  credit  for  being 
the  first  psychiatrist  to  use  photography  for  treat- 
ment purposes,  whereas,  I)r.  Diamond  can  be  given 
credit  for  being  the  first  psychiatrist  to  use  photo- 
graphs as  institutional  records  and  to  “show  the  re- 
sults of  treatment.” 

First  known  psychiatric  book  with  illustrations 
from  photographs 

Since  phrenology  was  considered  a psychiatric 
movement  in  the  nineteenth  century,  although  later 
discredited  and  called  a pseudoscience,  a phrenology 


work  published  in  1846  may  be  considered  to  be  the 
first  book  in  the  field  of  psychiatry  with  illustrations 
taken  from  photographs. 

Eliza  Woodson  Farnham  (Burhans),  matron  of  the 
woman’s  prison  at  Sing  Sing,  a friend  of  the  famed 
phrenologist  Lorenzo  Fowler  and,  herself,  a propo- 
nent of  phrenology,  believed  “crime  was  the  result  of 
overdeveloped  faculties  of  destructiveness  and  un- 
derdeveloped faculties  of  reason  or  spirituality, — all 
subject  to  correction.”20  Thus  crime  was  a disease 
subject  to  phrenologic  treatment. 

In  November,  1846,  Mrs.  Farnham  edited  an 
American  edition  of  a work  by  English  phrenologist 
Marmaduke  Sampson.21  In  her  edition  Mrs.  Farn- 
ham added  a preface,  many  notes  based  on  her  own 
experience,  13  outline  drawings  of  the  heads  of  se- 
lected male  convicts,  and  an  appendix  containing  22 
engravings.22  Of  the  22  engravings,  19  were  based 
on  daguerreotypes  taken  by  the  noted  Mathew 
Brady,  representing  some  of  his  earliest  work  and 
making  the  book  the  first  known  to  have  illustrations 
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based  on  Brady  photographs.  These  19  photo- 
graphs, 11  of  inmates  (male  and  female)  incarcerated 
at  Blackwell’s  Island  Prison  in  New  York  and  8 of  boy 
inmates  at  the  Long  Island  Farm  School,  were  taken 
specifically  for  this  publication  and  are  each  ac- 
companied by  a descript  ion,  statement  of  crime,  and 
phrenologic  peculiarities. 

The  book  received  mixed  reviews,  but  in  general 
“did  considerable  harm  to  its  editor.”23  Perhaps, 
because  phrenology,  bv  definition,  destroys  ac- 
countability, adverse  public  opinion  became  evident, 
and  in  1848  Mrs.  Farnham  left  Sing  Sing,  eventually 
settling  in  California.* 

The  location  of  the  illustrated  daguerreotypes  are 
not  known,  and  it  may  be  assumed  that  they  no 
longer  exist,  since  many  of  these  early  images  were 
lost  to  fires,  as  was  Brady’s  original  collection. 
However,  engravings  made  from  them  remain  a leg- 
acy in  the  history  of  medical  photography  (Fig.  7). 

First  journal  photograph 

At  the  present  time  the  first  known  use  of  an  actual 
photograph  (tipped-in)  in  an  American  medical 
journal  is  a four-part  composite  albumen  print  in  the 
July,  1870,  American  Journal  of  Insanity.  The 
pictures,  of  gross  pathologic  studies  and  casts  of 
human  ears,  accompanied  an  article  by  Hun.24  E. 
R.  Hun,  M.D.,  a physician  at  the  New  York  State 
Lunatic  Asylum  in  Utica,  New  York,  described  the 
condition  commonly  found  in  mental  asylum  in- 
mates: a swollen,  bloody,  reddened  ear,  hematoma 
auris.  He  erroneously  discarded  the  correct  etiologic 
hypothesis:  “Personal  violence,  either  self  inflicted 
or  received  at  the  hands  of  others,”24  and  proposed 
that  the  real  cause  was  related  to  the  general  condi- 
tion of  insanity  and  that  it  is  dependent  on  a patho- 
logic condition  of  the  brain  itself.+  Dr.  Hun  pre- 
sented the  photograph  to  help  support  his  theory. 

Although  Dr.  Hun’s  theory  was  in  error,  his  using 
photographs  in  a journal  (each  one  an  albumen  print 
and  individually  tipped-in)  was  probably  an  Amer- 
ican first  and,  if  not  the  first,  one  of  the  earliest  such 
uses.** 

Further  research  is  needed  in  medical  journals  to 
find  out  how  early  actual  photographs  first  ap- 
peared. 

First  American  medical  book  with  illustration 
of  mental  patients  from  photographs 

In  1882  Allan  McLane  Hamilton,  M.D.  ( 1848— 

* Mrs.  Farnham’s  penologic  concepts  and  the  reforms  she  put 
into  effect  at  her  prison  are  now  recognized  as  being  far  ahead  of 
her  time.  Her  book  was  republished  in  1973  as  Publication  174, 
Patterson  Smith  Series  in  Criminology,  Law  Enforcement,  and 
Social  Problems. 

+ Although  violence  is  found  in  the  majority  of  cases,  in  rare 
instances  spontaneous  hemorrhage  occurs,  but  this  is  not  specif- 
ically related  to  mental  patients. 

**  Reprints  of  an  article  that  had  been  previously  published  in 
a journal  were  at  times  published  with  a photograph.  Dr.  Von 
Gieson’s  article  on  medical  photography  of  1860  had  a photomi- 
crograph tipped-in,  in  the  reprint  only. 


1919)  wrote  a book  containing  a series  of  engravings 
of  mental  patients  all  taken  from  “instantaneous 
photographs.”  The  patients  were  inmates  of  various 
insane  asylums  in  New  York  City  to  which  Dr. 
Hamilton  was  a consultant.  Hamilton  mentioned 
particularly  the  changes  in  facial  expressions  and 
physiognomy,  noting  “repulsiveness  of  the  faces 
about”  when  one  enters  an  insane  asylum.25  'The 
purpose  of  the  book  was  to  document  for  “medical 
men. . .the  physical  changes”  that  take  place  in  in- 
sane patients.26  Hamilton’s  book  was  well  received 
and  in  1886  was  republished  in  a volume  together 
with  G.  Fieldings  Blandford’s  Insanity  and  Its 
Treatment.25’26 

This  was  the  first  American  book  dedicated  solely 
to  psychiatric  illustration  of  mental  disease  states 
based  on  actual  photographs  of  patients  (Fig.  8). 

Dr.  Hamilton,  a grandson  of  Alexander  Hamilton, 
was  a New  York  psychiatrist  who  became  a noted 
medicolegal  expert,  testifying  in  over  100  murder 
trials  in  which  insanity  was  the  issue.  He  was  called 
on  to  examine  Guiteau,  the  assassin  of  President 
Garfield,  in  1882,  and  Czolgosz,  the  assassin  of 
President  McKinley,  whom  he  considered  insane  and 
whose  trial  he  considered  a mockery  of  justice.27 

Mental  retardation 

At  the  present  time  there  are  no  known  American 
photographs  of  any  mentally  ill  patients  taken  prior 
to  the  Civil  War.  What  have  been  considered  the 
earliest  American  psychiatric  photographs  are  the 
tipped-in  photographs  of  mentally  retarded  children 
published  in  The  Mind  Unveiled  in  1858.28  Mental 
retardation,  long  grouped  with  insanity,  will  be  dis- 
cussed within  a psychiatric  context  by  means  of  a 
brief  history  and  republication,  for  the  first  time,  of 
the  earliest  pictures  of  the  mentally  retarded,  in- 
cluding pictures  from  a newly  discovered  album  of 
inmates  of  the  same  institution  as  that  pictured  in 
The  Mind  Unveiled.  The  pictures  presented  illus- 
trate dramatically  the  changing  midnineteenth 
century  mental  retardation  care  concepts,  giving  us 
a visual  summary  of  the  moral  treatment  of  these 
patients  in  the  1850  to  1870  era. 

History  of  mental  retardation 

Taking  all  human  diseases  into  consideration, 
except  for  lepers,  the  mentally  retarded  have  prob- 
ably suffered  the  most  from  various  forms  of  sub- 
human treatment.  Throughout  much  of  recorded 
history  mental  retardation  was  not  deemed  worthy 
of  medical  research  or  any  sort  of  scientific  investi- 
gation, and  only  scant  references  are  found  of  it  until 
the  nineteenth  century. 

Mental  retardation  to  a large  degree  is  a social 
problem,  and  as  such  the  treatment  of  the  mentally 
retarded  has  reflected  the  social  attitudes  of  the 
times  and  given  culture.  Spartan  and  Roman  law 
allowed  for  extermination  of  severely  retarded  in- 
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FIGURE  8.  Engravings  from  photographs  presented  by  Hamilton  in  Types  of  Insanity.25  (A)  A 51-year-old  patient  with  chronic 
mania,  hospitalized  at  Ward's  Island  asylum  for  1 1 years.  “He  is  incoherent  and  excitable.  . .has  delusions  that  his  bones 
are  all  broken  and  his  head  mashed.’’  (B)  A 36-year-old  patient  with  19  years  of  dementia,  following  period  of  melan- 
cholia. 


fants.  In  medieval  Europe,  among  other  things, 
these  children  were  thought  to  be  freaks  of  nature 
and  creatures  of  the  devil,  and  were  treated  as  such. 
In  Asia,  in  some  societies,  treatment  was  more  hu- 
mane, reflecting  more  enlightened  social  attitudes. 

Paracelsus  (1493-1541),  the  famed  Swiss  physi- 
cian, wrote  the  first  medical  treatise  on  mental  de- 
ficiency, De  Generatione  Stultorum  (On  the  Be- 
getting of  Fools),  in  1530.  Felix  Platter,  M.D. 
(1536-1614),  described  cretenism  in  detail  in  1602. 
Thomas  Willis,  M.D.  (1621-1675),  in  1670  wrote  in 
his  text  on  Hysteria  a chapter  entitled  “Of  Stupidity 
or  Foolishness,”  and  made  the  first  clear  distinction 
between  mental  deficiency  (stupidity)  and  mental 
illness  (foolishness).  During  much  of  the  Renais- 
sance era  mental  retardation  was  considered  a form 
of  insanity.  It  was  John  Locke  ( 1632-1704)  who,  in 
1689,  popularized  Willis’  concept  of  the  difference 
between  mental  retardation  and  mental  illness. 
Locke’s  “tabula  rasa”  doctrine  stated  that  all 
knowledge  is  learned,  and  man  therefore  starts  with 
a blank  mind!  Etienne  de  Condillac  (1715-1780) 
developed  a complete  philosophical  system  based  on 
Locke’s  ideas  and  additionally  stressed  the  impor- 
tance of  sensory  input.  T reatment  of  the  mentally 
retarded  during  this  time  was,  however,  essentially 
the  same  as  for  the  insane:  they  were  chained,  locked 
up,  or  put  on  display. 

The  modern  history  of  the  treatment  of  the  men- 
tally retarded  can  be  divided  into  progress  made  in 
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three  distinct  periods,  each  associated  with  time  of 
great  social  upheaval  and  changing  “attitudes  toward 
societies’  less  fortunate  members,  including  the 
mentally  retarded.  The  first.  . .period  (is  that). . .of 
the  American  and  French  Revolution  and  the  ideas 
of  equality  and  rights  for  all  men.”29  The  years  of 
social  reforms  following  the  revolutions  of  1848  was 
the  second  period.  The  third  is  the  present  post- 
World  War  II  era. 

The  mentally  retarded,  for  the  most  part,  shared 
the  same  degree  of  humane  treatment  as  was  given 
to  sufferers  of  mental  illness  after  Pinel  unchained 
the  insane  in  1793  and  moral  treatment  was  started. 
France  led  the  way  in  the  field  of  therapy  of  the 
mentally  retarded  through  the  efforts  of  Jean  M.  G. 
Itard,  M.D.  (1774-1838).  Dr.  Itard  had  convinced 
the  French  government  to  underwrite  his  care  and 
education  of  the  Wild  Boy  of  Aveyron.*  Although  j 
far  from  successful,  Itard’s  program  of  motivational 
and  special  education  showed  that  the  severely  re- 
tarded could  be  brought  to  functioning  levels.30 
Edouard  Seguin,  M.D.  (1812-1880),  one  of  the  great 
pioneers  in  the  education  of  the  retarded,  developed  j 
a program  of  sensory  and  motor  training  based  on 
Itard’s  work.  He  emigrated  to  the  United  States  in 
1848  where  he  continued  his  work,  received  his  M.D. 

* Wild  Boys  were  usually  mental  defectives  who  had  wandered 
away  from  home  or  had  been  left  in  the  woods.  It  was  thought  by 
many  that  these  boys  were  “savages”  raised  by  animals  from  in- 
fancy, for  they  were  unable  to  function  as  human  beings  and,  in  [ 
addition,  made  only  animal-like  sounds. 


FIGURE  9.  From  The  Mind  Unveiled,26  group  of  mentally 
retarded  children  pictured  with  scholastic-instructional  de- 
vices; photograph  clearly  portrays  mid- 1850s'  idealogic 
concept  that  scholastic  studies  were  possible  by  mentally 
retarded.  Note  dumbbell  charts  in  background,  alphabet 
blocks,  and  violin.  Unrealistic  optimistic  outlook  of  era  led 
eventually  to  better  differentiation  of  who  was  educable  and 
at  what  level.  Severely  retarded  locked  away,  unfortunately, 
while  concentration  focused  on  milder  degrees  of  retardation. 
Albumen  print  by  Gutekunst  of  Philadelphia,  taken  at  Penn- 
sylvania Training  School  for  Feeble  Minded  Children  published 
as  tipped-in  photograph  (courtesy  National  Library  of  Medi- 
cine). 


in  1861,  and  in  1866  wrote  the  first  textbook  on  the 
field,  The  Physiological  and  Moral  Instructions  of 
Idiots T 

Jacob  Guggenbuhl  (1816-1863),  although  some  of 
his  concepts  were  later  discredited,  made  mental 
retardation  a respectable  field  of  medical  study,  and 
his  work  led  directly  to  the  establishment  of  special 
scholastic  institutions  for  the  mentally  retarded.  In 
the  1850s  numerous  such  institutes,  most  well  staffed 
and  funded,  were  established  in  the  United  States, 
Samuel  Gridley  Howe  (1801-1876)  of  Boston  being 
prominent  in  this  endeavor.**  Optimism  in  the 
treatment  of  the  mentally  retarded  prevailed, 
brought  about  by  the  faulty  concept  that  mental  re- 
tardation could  be  totally  reversed  or  cured  by  edu- 
cation. Institutes  were  established  as  places  of 
scholastic  instruction  (Fig.  9). 28  After  the  general 
failure  of  these  educational  institutes,  emphasis  was 
placed  on  vocational  aspects  of  training  (1860-1880). 
The  severely  retarded  were  now  excluded  from  these 
programs,  with  concentration  on  the  rehabilitation 
of  those  mildly  affected.  The  institutes  began  to 
function  again  as  places  to  isolate  the  mentally  re- 
tarded from  the  community  rather  than  to  educate 
and  rehabilitate.  Eugenic  control  was  one  of  the  few 
concrete  approaches  to  the  problem.29  It  was  not 
until  the  twentieth  century  that  new  vistas  were 

f Maria  Montessori  applied  many  of  the  methods  of  Seguin  to 
the  education  of  normal  children,  and  the  Montessori  kindergarten 
was  inspired  by  Itard’s  technique  for  training  the  Wild  Boy  of 
Aveyron. 

**  He  treated  Laura  Bridgeman  and  trained  Ann  Sullivan,  the 
teacher  of  Helen  Keller. 


FIGURE  10.  Albumen  print  of  two  mentally  retarded  children 
from  The  Mind  Unveiled,26  published  as  appeal  for  funds  for 
institution.  Picture  probably  presented  to  evoke  sympathy 
for  unfortunate  waifs.  Many  cases  documented  as  cures 
were  not  really  mentally  retarded  patients  by  today’s  stan- 
dards but  social-behavioral  disorders  (courtesy  National  Li- 
brary of  Medicine). 

opened  in  treating  the  mentally  retarded,  and  it  be- 
came scientifically  respectable  to  study  and  inves- 
tigate mental  retardation. 

This  change  occurred  as  a result  of  the  discoveries, 
among  others,  of  (1)  metabolic  disease  with  control 
of  inborn  errors  of  metabolism,  (2)  new  genetic 
principles,  (3)  control  of  syphilis,  and  (4)  discovery 
of  RH  blood  incompatability. 

In  America  clinical  photography  of  psychiatric 
subjects  began  with  the  mentally  retarded. +t 

The  Mind  Unveiled 

The  first  edition  of  The  Mind  Unveiled 28  con- 
tained two  tipped-in  photographs  of  “imbecile  chil- 
dren” and  represents  the  first  book  in  the  psychiatric 
field  and  perhaps  the  entire  medical  field  published 
with  actual  photographs.  These  photographs  are 
reprinted  in  this  article  for  the  first  time  (Figs.  9 and 
10).  Several  variants  of  the  book  exist.  One  variant 
contains  five  different  photographs  of  individual 
poses  of  inmates  who  appear  in  the  group  picture  of 
the  first  edition.  Some  confusion  seems  to  surround 
this  book  since  no  adequate  description  of  it  has  been 

tf  I do  not  now  know  of  any  extant  early  photograph  of  the 
mentally  ill. 
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FIGURE  11.  (A  to  D)  Inmates  of  the  Imbecile  Asylum,  albumen  prints.  Album  of  patients  under  care  of  Joseph  Parrish, 
M.D.,  taken  either  in  Media  or  Germantown,  Pennsylvania.  Pictures  represent  true  clinical  portraits  of  mentally  retarded 
patients,  and  first  such  extensive  compilation  done  in  United  States.  (Courtesy  National  Library  of  Medicine) 


published.*** 

The  Mind  LJnueiled  is  not  a medical  book  in  the 

***Gemsheim15  in  her  1962  article  could  not  identify  the  author. 
The  author,  Isaac  Newton  Kerlin,  signed  it  on  the  last  page. 


sense  of  a text  or  essay  but  was  written  by  Isaac 
Newton  Kerlin  (1834-1893)  as  an  appeal  for  funds 
for  his  institution,  the  Pennsylvania  Training  School 
for  Feeble  Minded  Children  in  Germantown,  Penn- 
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sylvania.  It  also  contains  an  introduction  by  Joseph 
Parrish,  M.D.,  superintendent  of  the  institute.  This 
institute  was  one  of  those  set  up  in  the  1850s  to  ed- 
ucate the  mentally  retarded.  The  pictures  are  of 
importance  in  that  they  visually  document  the  op- 
timistic concept  of  scholastic  treatment  of  the  men- 
tally retarded  prevalent  in  this  era. 

The  book  is  written  as  testimony  to  miraculous 
cures  and  asks  for  support  in  order  that  the  institute 
be  able  to  continue  its  work  in  helping  imbecile  and 
feebleminded  youths.  Kerlin  states  he  “has  com- 
piled this  little  narrative  with  an  earnest  desire  that 
its  perusal  may  create  a deeper  and  more  active  in- 
terest in  the  poor  imbecile,  who  needs  protection  and 
demands  sympathy.”28  Although  several  of  the 
children  have  obvious  brain  or  neurologic  damage  of 
some  sort,  as  in  Figure  9,  it  becomes  obvious  from 
reading  the  testimonials  of  cures  of  these  imbeciles 
and  feeblemindedt++  that  the  children  “cured”  would 
not  have  carried  that  diagnosis  today  but  would  be 
considered  to  have  had  mild  behavioral  disorders.  It 
is  no  wonder  that  in  the  final  analysis,  when  all  the 
cases  were  considered,  pessimism  became  prevalent 
in  treating  the  truly  mentally  retarded,  since  the 
unrealistic  expectations  of  curing  and  educating 
these  unfortunate  patients  could  not  be  fulfilled. 

Mental  retardation  after  1860 

I recently  discovered  an  album  entitled  Photo- 
graphs of  Inmates  of  the  Imbecile  Asylum  taken  in 
the  1860s  to  1870s,  probably  by  or  under  the  direction 
of  Dr.  Parrish,  since  it  was  presented  by  him  to  the 
Surgeon  General’s  office  on  June  7,  1886.  Since 
there  is  no  text  to  the  album,  just  68  (3"  X 3")  tip- 
ped-in photographs  of  inmates,  I can  only  guess  as  to 
the  origin  of  the  pictures.  The  Pennsylvania 
Training  School  in  Germantown  was  moved  to 
Media,  Pennsylvania,  and  funds  for  the  expanded 
school  were  provided  by  the  states  of  Pennsylvania, 
New  Jersey,  and  Delaware  as  well  as  by  private  con- 
tributions. It  is  my  belief  that  it  is  this  Pennsylvania 
Training  School  in  Media  which  is  illustrated;  this 
was  the  only  other  institute  of  this  type  with  which 
Dr.  Parrish  was  associated. 

The  first  section  of  the  album  contains  photo- 
graphs of  males,  the  second  of  females  (Fig.  11). 
These  photographs  represent  the  first  known  ex- 
tensive portrait  profiles  of  the  mentally  retarded. 
Most  of  the  pictures  are  clinical  portraits,  although 
the  album  does  contain  pictures  of  patients  in  occu- 
pational dress  doing  “useful  work”  (Fig.  12).  These 
latter  poses  are  important  visual  documents  since 
they  reveal  the  ideologic  treatment  concept  the 
physician  wanted  to  project,  that  is,  the  use  of  occu- 
pational rehabilitation,  not  scholastic  achievement, 
and  as  such  are  the  earliest  such  pictures  known  in 


m Feeblemindedness  was  a term  used  in  England  and  the 
United  States  in  the  nineteenth  century  for  the  lesser  degrees  of 
mental  retardation  and  was  initially  a wastebasket  diagnosis  for 
many  disorders. 


FIGURE  12.  Occupational  photograph,  albumen  print,  from 
Inmates  of  the  Imbecile  Asylum.  By  mid- 1 860s  scholastic 
achievement  by  those  truly  mentally  retarded  recognized  as 
impossible,  and  concentration  focused  on  occupational 
training.  It  is  interesting  that  physician  or  hospital  adminis- 
trator took  pains  to  document  these  aspects  of  hospital  life; 
perhaps  done  for  another  book  appealing  for  funds.  Future 
research  into  archives  may  reveal  answer  (courtesy  National 
Library  of  Medicine). 


America.* 

Joseph  Parrish,  Jr.,  M.D. 

Dr.  Parrish  (1818-1891)  received  his  M.D.  from  the 
University  of  Pennsylvania  in  1844.  He  opened  his 
practice  in  Burlington,  New  Jersey,  and  soon  began 
publication  of  the  New  Jersey  Medical  Reporter 
which  became  the  recognized  medical  publication  in 
the  state.  About  1854  he  accepted  a professorship 
at  Philadelphia  Medical  College,  but  ill  health  forced 
him  to  leave.  After  convalescing,  instead  of  re- 
opening his  private  practice,  he  accepted  the  super- 
intendency at  the  new  Pennsylvania  Training  School 
for  Feeble  Minded  Children,  first  located  at  Ger- 
mantown, and  later  moved  to  Media,  Pennsylvania. 
In  1863,  Dr.  Parrish  resigned  from  the  school  and 
joined  the  U.S.  Sanitary  Commission.  After  the  Civil 
War  he  became  a proponent  of  intemperance  as  a 
disease  and  founded  a sanitarium  for  the  care  of  ine- 
briates in  Media,  Pennsylvania  (1866).  In  1876  he 

* In  England  in  the  1870s  routine  photographs  of  inmates  were 
being  taken.  For  example  Thomas  John  Barnardo,  M.D. 
(1845-1905)  photographed  inmates  of  orphan  asylums  to  record 
their  altered  physical  development  in  a new  environment. 
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resigned  his  superintendency  of  this  institution  and 
devoted  most  of  the  rest  of  his  life  to  movements 
supporting  his  intemperance  doctrine  and  to  ad- 
ministrative work.31  In  1885  he  was  elected  Presi- 
dent of  the  Medical  Society  of  New  Jersey. 

Dr.  Parrish,  although  best  remembered  for  his 
studies  in  the  care  of  inebriates,32  is  of  significance 
to  medical  photohistorians  because  he  was  associated 
with  (1)  the  preservation  of  the  “imbecile  asylum 
album”  and  (2)  the  first  medical  book  with  actual 
photographs.28  He  clearly  saw  the  value  of  the 
photographic  image,  and  further  research  may  show 
that  he  was  instrumental  in  having  the  pictures 
taken,  since  he  was  in  charge  of  both  institutes. 

European  psychiatric  photography 

The  systematic  taking  and  the  use  of  clinical 
photographs  of  mentally  ill  patients  started  in  Eu- 
rope in  1852  with  Dr.  Diamond  and  continued  at  a 
pace  and  level  not  achieved  for  many  decades  in  the 
United  States.  Many  books  and  journals  were 
published  with  actual  photographs  tipped-in  or 
printed  by  one  of  the  early  photographic  duplication 
processes.  One  of  the  greatest  works  of  the  era  was 
Charcot,  Bourneville,  and  Regnard’s  three-volume 
Iconograph  Photographique  de  la  Salpetriere, 
published  in  Paris  1876-1880.  It  is  hoped  that  future 
researchers  will  do  further  study  of  the  use  of  pho- 
tography by  European  psychiatrists  and  will  help  fill 
in  this  exciting  chapter  in  the  history  of  medical 
photography  and  psychiatry  illustration. 

Summary 

In  the  area  of  the  history  of  mental  retardation,  the 
photographs  presented  in  this  article  give  a visual 
summary  of  the  “moral  treatment”  of  these  patients 
in  the  midnineteenth  century.  Documented  are  the 
patients  themselves,  as  well  as  the  scholastic  in- 
structive doctrine  of  1850s  and  the  occupational 
therapy  doctrine  of  the  1860s. 

The  psychiatrist’s  use  of  photography  has  been 
shown  from  its  beginnings,  in  the  infancy  of  pho- 
tography’s development.  The  use  by  American 
mental  health  practitioners  of  photography  is  truly 
significant  in  photohistory  in  that  Americans  are  now 
known  to  be  the  first  to  have  used  photography  in  the 
field  of  psychiatry,  starting  with  woodcuts  from 
Brady  daguerreotypes  for  book  illustration  in  1846, 
Kirkbride’s  therapy  program  in  1849,  and  actual 
photos  in  books  in  1858. 

Forthcoming 

In  Part  VI,  Civil  War  medical  photography  will  be 
presented,  illustrating  documentary  medical  pho- 
tography including  a brief  history  of  the  Army 
Medical  Museum  and  its  Civil  War  photographic 
publications.  Part  VII  will  include  a discussion  of 
American  medical  books  and  journals  with  tipped-in 
photographs  and  will  present  some  early  dry-plate 
photographs. 

HO  East  60th  Street 
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Obituaries 


Arnold  Stephen  Banks,  M.D.,  of  Newburgh,  died  on 
October  27  at  the  age  of  64.  I)r.  Banks  graduated  in  1941 
from  Long  Island  College  of  Medicine.  He  was  an  at- 
tending surgeon  at  St.  Luke’s  Hospital.  Dr.  Banks  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a member 
of  the  Orange  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  Carmine  Biondi,  M.D.,  of  West  Nyack,  died  on 
September  19  at  the  age  of  91.  Dr.  Biondi  graduated  in 
1912  from  Fordham  University  School  of  Medicine.  He 
was  an  emeritus  urologist  at  Cabrini  Health  Care  Center. 
Dr.  Biondi  was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  American  Urological  Associa- 
tion, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  V.  Breitenberger,  M.D.,  of  The  Bronx,  died  on 
October  30  at  the  age  of  69.  Dr.  Breitenberger  graduated 
in  1938  from  Long  Island  College  of  Medicine.  He  was  an 
attending  physician  at  St.  Clare’s  Hospital  and  Health 
Center  and  an  honorary  assistant  in  medicine  at  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  the  City  of  New 
York.  Dr.  Breitenberger  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harold  E.  A.  Cavanagh,  M.D.,  of  Buffalo,  died  on  Octo- 
ber 25  at  the  age  of  81.  Dr.  Cavanagh  graduated  in  1926 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  emeritus  surgeon  at  Deaconess  Hospital.  Dr.  Cavanagh 
was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Eugene  F.  Connally,  M.D.,  of  Troy,  died  on  September 
13  at  the  age  of  94.  Dr.  Connally  graduated  in  1910  from 
Albany  Medical  College.  He  was  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ralph  Thomas  Di  Pace,  M.D.,  of  White  Plains  and  Tar- 
rytown,  died  on  December  4 at  the  age  of  74.  Dr.  Di  Pace 
was  a visiting  urologist  at  Phelps  Memorial  Hospital  As- 
sociation, director,  emeritus,  of  urology  at  White  Plains 
Hospital,  and  a consulting  urologist  at  Dobbs  Ferry  and  St. 
Agnes  Hospitals.  Dr.  Di  Pace  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  member  of  the  American  Urolog- 
ical Association,  the  Westchester  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  F.  Driscoll,  M.D.,  of  Buffalo,  died  on  November 
9 at  the  age  of  73.  Dr.  Driscoll  graduated  in  1931  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 


member  of  the  International  Society  of  Internal  Medicine, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jasper  A.  Forestiere,  M.D.,  of  Castle  Point,  died  on  Oc- 
tober 15  at  the  age  of  70.  Dr.  Forestiere  graduated  in  1934 
from  Long  Island  College  of  Medicine.  He  was  chief  of  the 
laboratory  at  the  Veterans  Administration  Hospital.  Dr. 
Forestiere  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy),  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Antonina  Goldenberg,  M.D.,  of  The  Bronx,  died  on  No- 
vember 1 1 at  the  age  of  83.  Dr.  Goldenberg  received  her 
medical  degree  from  the  University  of  Vienna  in  1933.  She 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  Isaacson,  M.D.,  of  Brooklyn,  died  on  November 
24  at  the  age  of  80.  Dr.  Isaacson  graduated  in  1923  from 
Long  Island  College  Hospital.  He  was  chief  of  orthopedic 
surgery  at  Brooklyn  Veterans  Administration  Hospital 
Outpatient  Clinic.  Dr.  Isaacson  was  a member  of  the 
American  Geriatric  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  Y ork,  and 
the  American  Medical  Association. 

John  J.  Keenan,  M.D.,  of  Chatham,  New  Jersey,  formerly 
of  Troy,  died  on  October  17  at  the  age  of  71.  Dr.  Keenan 
graduated  in  1934  from  Albany  Medical  College.  He  was 
a Fellow  of  the  American  College  of  Surgeons  and  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists. 

Morris  T.  Koven,  M.D.,  of  Coral  Gables,  Florida,  formerly 
of  Brooklyn,  died  on  December  3 at  the  age  of  85.  Dr. 
Koven  graduated  in  1915  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Francis  McGowan,  M.D.,  of  Buffalo,  died  on  No- 
vember 7 at  the  age  of  71.  Dr.  McGowan  graduated  in  1936 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a consulting  neurologist  at  Roswell  Park  Memorial  Insti- 
tute and  an  attending  psychiatrist  at  Kenmore  Mercy 
Hospital.  Dr.  McGowan  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association.  continued  on  page  288 
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CALCIUM  TO  PHOSPHORUS  RATIOS 


Hellen  M.  Llnkswiler,  Ph.D. 

and 

Michael  B.  Zemel,  M.S. 

Department  of  Nutritional  Sciences 
University  of  Wisconsin 
Madison,  Wisconsin 

Although  individually  both  calcium 
and  phosphorus  play  important  roles  in 
the  body,  it  is  the  relationship  of 
calcium  to  phosphorus  which  is  of 
critical  importance  for  optimum  nutri- 
tion The  Recommended  Dietary  Al- 
lowance (RDA)  for  calcium  is  the  same 
as  that  for  phosphorus  for  everyone 
except  infants  The  ideal  ratio  of  cal- 
cium to  phosphorus  in  the  diet  would 
be  1 1 (1)  except  for  the  infant  where 
the  desirable  ratio  of  calcium  to  phos- 
phorus is  1 5 1 up  to  six  months  of  age, 
1.35:1  up  to  one  year  of  age  and  1:1 
beyond  age  one  In  actuality,  however, 
it  is  unlikely  that  the  calcium  to  phos- 
phorus ratio  is  ever  as  high  as  1:1 
except  for  the  young  infant  whose  diet 
is  composed  mainly  of  milk,  which  pro- 
vides nearly  equal  portions  of  calcium 
to  phosphorus 

Calcium  and  Phosphorus  in  the  Diet 

In  most  Americans'  diets,  phos- 
phorus intake  is  much  higher  than  that 
of  calcium  because  phosphorus  is 
naturally  more  abundant  than  calcium 
in  most  of  our  major  food  sources 
Furthermore,  various  phosphate  addi- 
tives are  being  used  increasingly  in 
many  areas  of  food  processing, 
especially  in  processed  meats  and 
cheeses,  soft  drinks  and  modified  food 
starches  It  has  been  estimated  that 
additional  sources  of  phosphorus  from 
food  processing  may  increase  intakes 
by  0 5-1  0 g per  day  (2) 

Table  I gives  the  calcium  and  phos- 
phorus content  of  100  g portions  as 
well  as  the  calcium  to  phosphorus  ratio 
of  selected  foods  from  a variety  of  food 
categories  In  general,  meats,  poultry 
and  fish  furnish  15-20  times  as  much 
phosphorus  as  calcium,  while  organ 
meats  such  as  liver  provide 25-50  times 
as  much  Eggs,  grains,  nuts,  dry  beans, 
peas  and  lentils  provide  lesser  amounts 
of  phosphorus  Milk,  most  natural 
cheeses  and  a large  number  of  green, 
leafy  vegetables  contain  more  calcium 
than  phosphorus  (Table  I)  Although 
cow's  milk  provides  only  slightly  more 
calcium  than  phosphorus,  some 
natural  cheeses  contain  almost  twice 
as  much  In  light  of  these  natural  varia- 
tions, it  is  easy  to  understand  why  a cal- 


cium to  phosphorus  ratio  as  high  as  1 :1 
is  rarely  achieved,  especially  in  diets 
which  are  as  high  in  meat  as  the  aver- 
age American  diet 
The  actual  calcium  to  phosphorus 
ratio  in  the  diet  varies  widely  among  in- 
dividuals depending  upon  the  nature  of 
the  foods  they  consume  An  estimate  of 
the  average  intake  of  phosphorus  in  the 
United  States  is  1 5 g per  day  (1 ).  The 
average  calcium  intake  is  about  0 7 g 
per  day  (3),  resulting  in  a calcium  to 
phosphorus  ratio  of  1:2.  In  1960,  this 
ratio  was  estimated  to  be  1 2 8 Several 
surveys  indicate  that  some  Americans 


consume  as  little  as  400  mg  of  calcium 
per  day.  resulting  in  a calcium  to  phos- 
phorus ratio  of  about  1:4  Of  course, 
those  who  drink  milk  and/or  consume 
large  amounts  of  green,  leafy  vege- 
tables have  a higher  consumption  of 
calcium 

Today's  Phosphorus  Intake  — 

A Cause  for  Concern? 

It  has  long  been  believed  that  a high 
dietary  phosphorus  intake  results  in 
decreased  calcium  absorption  due  to 
the  formation  of  insoluable  salts  in  the 
gut  There  is  evidence  from  studies 


TABLE  I 


Calcium  and  phosphorus  content  of  100  gram  portions  of  selected  food  items'2  and 
their  calcium  to  phosphorus  ratio 


Food  Item 

Calcium 

Phosphorus 

Ca  P Ratio 

Liver,  beef 

8 mg 

352  mg 

1:44 

Pork  loin 

12 

234 

1:20 

Chicken  breast 

11 

214 

1:19 

Frankfurter 

32 

603 

1:19 

Bologna 

32 

581 

118 

Fish,  flounder,  sole 

12 

195 

1:16 

Corn  meal,  degermed 

6 

99 

116 

Whole  wheat  flour 

41 

372 

1:9,1 

Potato 

7 

53 

1:7.6 

Peanuts 

69 

401 

1:5.8 

Beans,  lima,  mature 

72 

385 

1:5.3 

Lentils,  mature  seeds 

79 

377 

1:4.8 

Peas,  green 

26 

116 

14  5 

Rice,  white 

24 

94 

1:3.9 

Eggs,  chicken 

54 

205 

1:3.8 

Bananas 

8 

26 

1:3.3 

Beans,  white,  mature 

144 

425 

1:3.0 

Almonds 

234 

504 

1:2.2 

Cottage  cheese 

94 

152 

1:1.6 

Orange  juice 

11 

17 

115 

Apples 

7 

10 

1:1.4 

Cheese,  processed,  American 

697 

771 

1:1.1 

Milk,  cow's 

118 

93 

1:0.8 

Broccoli 

103 

78 

1:0.8 

Green  beans 

56 

44 

1:0.8 

Brick  cheese 

730 

455 

106 

Cheddar  cheese 

750 

478 

1:0.6 

Swiss  cheese 

925 

563 

1:0.6 

Spinach,  fresh 

93 

51 

1:0.5 

Collard  greens,  fresh 

203 

63 

1:03 

Turnip  greens 

246 

58 

1:0.2 

'These  values  are  for  unprocessed  foods  without  phosphate  additives 
-'Calculated  from  USDA  Agricultural  Handbook  8 ARS 
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with  lower  animals  which  suggest  that 
high  phosphorus  intakes  or  low  calci- 
um to  phosphorus  ratios  are  detri- 
mental in  that  they  cause  bone  de- 
mineralization Several  investigators 
have  studied  the  effect  in  animals  of 
varying  calcium  to  phosphorus  ratios 
(4)  Rats  were  fed  diets  containing  1 2% 
calcium  with  either  0 6%  or  1 2%  phos- 
phorus Those  given  the  higher  phos- 
phorus (Ca  Pof  11)  exhibited  a greater 
loss  of  calcium  from  the  skeleton  and 
of  calcium,  phosphorus  and  organic 
matter  from  the  femur  than  those  fed 
0 6%  phosphorus  (Ca  P or  1 0 5)  Simi- 
lar findings  were  reported  for  dogs  De- 
creasing the  calcium  to  phosphorus 
ratio  of  the  diets  of  adult  female  mon- 
grel dogsfrom  1:1  to  approximately  1:3 
by  supplements  of  1 8 g of  phosphorus 
for  four  months  and  then  by  2 1 g for 
another  6 months  caused  a significant 
increase  in  bone  loss,  bone  porosity,  a 
significant  decrease  in  bone  mineral 
content  and  calcification  of  kidney, 
tendon,  heart  and  thoracic  aorta 
These  data  indicate  that  excess 
dietary  phosphorus  accelerates  the 
rate  of  bone  loss  in  adult  animals  High 
phosphorus  diets  have  also  been  re- 
ported to  have  deleterious  effects  in 
other  lower  animals  as  well. 

In  striking  contrast  to  theabove  find- 
ings in  lower  animals  are  those  re- 
ported fgr  nonhuman  primates  (5) 
Cebus  albifrons  monkeys  were  fed 
diets  with  varying  calcium  to  phos- 
phorus ratios  for  3 to  88  months  Mon- 
keys fed  the  control  diet  (Ca:P  of  1 0 4) 
or  the  experimental  diets  which  had 
low  calcium  to  phosphorus  ratios, 
whether  deficient  (Ca  P of  1 4)  or  ade- 
quate (Ca:P  of  1:2.1)  in  calcium,  did  not 
develop  significant  clinical,  radiologic 
or  histological  evidence  of  bone 
disease  during  an  observation  period 
of  seven  years.  The  authors  point  out 
that  the  results  from  monkeys  are 
probably  more  relevant  to  humans  than 
those  from  lower  animals  and  empha- 
size the  fact  that  caution  should  be 
used  in  extrapolating  data  from  lower 
animals  to  man 

Several  early  investigators  reported 
that  high  phosphato  intakes  were  with- 
out effect  on  fecaixalcium  in  man  (6). 
More  recently,  Kim  (7)  reported  that  in- 
creasing the  phosphorus  intake  of 
healthy,  young  adult  males  from  900  to 
2400  mg  per  day  did  not  affect  ap- 
parent absorption  of  calcium  when  cal- 
cium intake  was  800  mg:  however,  cal- 
cium absorption  was  depressed  slight- 
ly when  calcium  intake'was  2400  mg 
Furthermore,  Spencer,  et  al.  (8)  found 
that  absorption  of  calcium  was  unaf- 
fected by  increasing  phosphorus  in- 
take from  800  to  2000  mg  per  day  at  cal- 
cium intakes  ranging  from  200  to  2700 
mg  per  day  Thus,  it  appears  that  high 


phosphorus  intakes  do  not  affect  cal- 
cium absorption  when  dietary  calcium 
is  in  the  low  to  normal  range  and  may 
have  no  effect  at  high  calcium  intakes 

There  are,  in  fact,  data  from  studies 
with  man  which  indicate  that  phos- 
phorus supplements,  which,  of  course, 
significantly  lower  the  calcium  to  phos- 
phorus ratio,  have  beneficial  effects  on 
calcium  retention  and  bone  health. 
Supplements  of  one  gram  of  phos- 
phorus in  capsule  form  divided  into 
four  doses  daily  to  patients  with  frac- 
tures of  the  femur  and  ankle  reduced 
the  time  required  for  clinical  union  of 
the  fracture  and  reduced  the  amount  of 
demineralization  in  the  immobilized 
limb  (9) 

It  also  has  been  observed  that  phos- 
phorus supplements  cause  an  increase 
in  calcium  retention  both  in  patients 
with  disabling  bone  disorders  and  in 
healthy  man  Postmenopausal  women 
with  roentgenographic  and  clinical 
diagnosis  of  osteporosis  were  given 
one  gram  supplements  of  phosphorus 
(10)  In  the  four  patients  studied  by  the 
balance  technique,  calcium  balance 
became  more  positive  (or  less  nega- 
tive) during  phosphorus  supplementa- 
tion Healthy,  young  adult  males  re- 
tained more  calcium  when  the  phos- 
phorus intake  was  increased  from  900 
to  2400  mg  per  day  while  maintaining 
calcium  intake  constant  at  800  mg  (7) 
More  recent  data  (11)  show  that  in- 
creasing the  phosphorus  from  1010  to 
2525  mg  per  day  when  calcium  intake 
was  500  mg  resulted  in  a substantial  in- 
crease in  calcium  retention  when  a 
high  protein  diet  was  consumed  The 
increased  retention  in  calcium  in  both 
studies  was  due  to  a marked  reduction 
in  urinary  calcium  with  little  or  no 
change  in  apparent  absorption  of  cal- 
cium The  phosphorus  supplement  had 
no  effect  on  calcium  retention  when  a 
low  protein  diet  was  fed  although 
urinary  calcium  was  greatly  reduced. 
Whether  or  not  the  improvement  in  cal- 
cium balance  usually  seen  with  in- 
creasing phosphate  intakes  is  bene- 
ficial to  man  is  not  known.  Clearly,  if 
the  improvement  in  calcium  balance  is 
a reflection  of  increased  retention  of 
calcium  by  the  skeleton,  it  may  be  ben- 
eficial If,  on  the  other  hand,  it  results  in 
soft  tissuecalcification,  it  most  certain- 
ly is  detrimental. 

Although  high  phosphorus  diets  and 
diets  with  a low  calcium  to  phosphorus 
ratio  have  been  shown  to  cause  soft  tis- 
sue calcification  and  bone  loss  in  some 
lower  animal  species,  there  is  no  evi- 
dence that  high  intakes  of  phosphorus 
are  detrimental  to  healthy  humans. 
Therefore,  the  fact  that  our  diet  con- 
tains more  phosphorus  than  calcium  is 
probably  no  cause  for  concern 
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MSSNY 

The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State  through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981.  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
medical  care.  It  will  determine  the  medical  education  needs, 
encourage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice”  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management”  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker’s  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  other 
third  parties  to  deal  with  and  resolve  physicians'  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
carefully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  informs  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media.  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
clinocopathologic  conferences,  and  case  reports.  The 
Journal  also  serves  to  keep  the  membership  aware  of  the 
social,  economic  and  organizational  aspects  of  medical  care. 
The  special  section,  "What  Goes  on  in  Continuing  Medical 
Education,"  (Ext.  241)  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  "Physician  Placement  Opportunities.”  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  the  minutes  of  the  House  of  Dele- 
gates. Editorial — Ext.  219.  Advertising — Ext.  232 

NEWS  OF  NEW  YORK— 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities, services  and  policy.  Ext.  284 

4 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
on  special  boards  in  more  than  350  hospitals  throughout  the 
state.  Ext.  284 

MEDICAL  DIRECTORY— 

The  Medical  Directory  of  New  York  State  is  a computer- 
maintained  reference  on  licensed  New  York  State  physicians 
listing  their  professional  data  alphabetically  by  locality.  It 
also  contains  staff  lists  of  hospitals  in  the  state.  Ext.  258 

INSURANCE  & MEMBER  BENEFITS— 

MSSNY,  in  cooperation  with  county  programs,  provides 
members  with  numerous  group  insurance  programs  including 
Life,  Disability  income,  Professional  overhead  expense, 
Hospital  indemnity  and  Accidental  death  and  dismember- 
ment insurance.  Through  participation  in  these  programs 
members  save  far  in  excess  of  their  annual  dues.  Many 
physicians  are  enjoying  substantial  savings  through  MSSNY 
programs  for  leasing,  renting  or  purchasing  automobiles  and 
office  equipment.  A low  interest  financial  arrangement  with 
a major  bank  for  loans  and  other  financial  services  is  available 
to  physician  members.  Other  programs  are  also  available 
including  quality  office  furniture  at  substantial  discounts; 


special  membership  with  an  organization  offering  a wide 
spectrum  of  trips;  wholesale  prices  available  on  national 
brand  consumer  products;  and  special  computer  services. 
Ext.  371 

MEDICAL/LEGAL— 

The  MSSNY  General  Counsel  is  responsible  for  all  legal 
matters  involving  the  society  and  provides  medical-legal 
advice  to  individual  member  physicians  on  subjects  such  as 
confidentiality,  ownership  and  retention  of  medical  records 
and  x-rays,  patient  notification  requirements,  license  regis- 
tration, acupuncture  practice  requirements,  interpretation 
of  state  and  federal  laws  and  regulations  etc.  Ext.  201 

PHYSICIANS’  PLACEMENT  BUREAU— 

MSSNY  cooperates  closely  with  county  medical  societies 
in  providing  a placement  service  through  the  society’s 
Physicians’  Placement  Bureau.  Ext.  241 

INFORMATION— 

The  Department  of  Information  answers  non-technical  in- 
quiries received  from  the  public  and  the  profession.  An 
extensive,  quick  reference  file  is  maintained  on  literally 
thousands  of  medically  related  subjects.  Ext.  235 

CONVENTION— 

The  annual  convention  consists  of  the  scientific  session  and 
the  House  of  Delegates’  annual  meeting.  The  scientific 
session  provides  continuing  medical  education  through 
seminars,  scientific  sessions  and  scientific  & technical  ex- 
hibits. The  House  of  Delegates,  through  democratic  pro- 
cess, formulates  programs  and  policies  for  the  Society. 
House  of  Delegates  information:  Ext.  204.  Scientific 

sessions  and  exhibit  information:  Ext.  242 

JUDICIAL  COUNCIL— 

The  Judicial  Council  has  jurisdiction  to  hear  and  adjudicate 
all  appeals  by  physicians  who  have  been  excluded  from 
membership  or  appeals  from  members  regarding  decisions 
on  discipline  which  may  involve  the  privileges,  rights  or 
standing  of  members,  whether  in  relation-to  one  another, 
their  county  medical  society  or  to  MSSNY.  Ext.  201 

LIBRARY— 

The  Albion  O.  Bernstein  Library  is  located  in  the  MSSNY 
headquarters  building  and  provides  the  membership  and  the 
public-at-large  with  library  services  in  the  field  of  socioeco- 
nomics of  health  care  and  health  care  planning.  Ext. 
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Robert  Nussbaum,  M.D.,  of  New  York  City,  died  on 
January  18,  1979,  at  the  age  of  88.  Dr.  Nussbaum  received 
his  medical  degree  from  the  University  of  Kiel  in  1915.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leopold  Rosanes,  M.D.,  of  New  York  City,  died  on  De- 
cember 6 at  the  age  of  88.  Dr.  Rosanes  received  his  medical 
degree  from  the  University  of  Heidelberg  in  1920.  He  was 
a member  of  the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  American  Academy 
of  Psychoanalysts,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bertram  Julian  Sanger,  M.D.,  of  New  York  City,  died 
on  October  23  at  the  age  of  88.  Dr.  Sanger  graduated  in 
1917  from  Johns  Hopkins  University  School  of  Medicine. 
He  was  an  associate  (inactive)  in  medicine  at  The  Pres- 
byterian Hospital.  Dr.  Sanger  was  a Fellow  of  the  Amer- 
ican College  of  Physicians  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Esophagogastrostomy 
Carcinoma  of  Esophagus 
Letters  to  the  Editor 
Management  of  Diabetic  Retinopathy 
Cancer  of  Uterine  Cervix 
Glycosylated  Hemoglobins 
Radiologic  Problems 
Multiple  Myeloma  and  Acute 
Leukemia 
Factitious  Diseases 
Statistics 
Special  Articles 
Olympics  and  Sports  Medicine 
Child  Abuse  in  Our 
Violent  Society 
Geriatric  Psychiatry 
Hodgkin’s  Disease 
History  of  Medicine 
Stroke  Rehabilitation 
Molecular  Biology  of  Hepatitis 
B Virus 

Inflammatory  Bowel  Disease 
Juvenile  Violence 
Teenage  Pregnancy 


Henry  Carlisle  Shaw,  M.D.,  of  Rochester,  died  on  Sep- 
tember 30  at  the  age  of  74.  Dr.  Shaw  graduated  in  1929 
from  Washington  University  School  of  Medicine,  St.  Louis. 
He  was  a consulting  dermatologist  at  Rochester  General, 
The  Genesee,  Veterans  Administration  (Canandaigua), 
and  the  Veterans  Administration  (Batavia)  Hospitals.  Dr. 
Shaw  was  a member  of  the  American  Academy  of  Derma- 
tology, the  Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  and  the  American  Medical  Associa- 
tion. 

Walter  Henry  Sieling,  Jr.,  M.D.,  of  Bristol,  Maine,  for- 
merly of  Stony  Brook,  died  on  November  28  at  the  age  of 
65.  Dr.  Sieling  graduated  in  1943  from  Long  Island  College 
of  Medicine. 

David  Israel  Solomon,  M.D.,  of  Scarsdale,  died  on  Oc- 
tober 22  at  the  age  of  73.  Dr.  Solomon  graduated  in  1931 
from  University  and  Bellevue  Hospital  Medical  College. 
He  had  been  an  assistant  physician  in  home  care  at  Mor- 
risania  City  Hospital.  Dr.  Solomon  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Amberg  Stern,  M.D.,  of  Valley  Center,  Cali- 
fornia, formerly  of  Rochester,  died  on  December  7 at  the 
age  of  69.  Dr.  Stern  graduated  in  1938  from  the  University 
of  Rochester  School  of  Medicine.  He  was  an  associate  in 
medicine  at  Strong  Memorial  Hospital  and  a consultant 
in  internal  medicine  at  the  Veterans  Administration 
Hospital,  Batavia.  Dr.  Stern  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Guy  B.  Van  Alstyne,  M.D.,  of  Honeoye  Falls,  died  on 
December  7 at  the  age  of  90.  Dr.  Van  Alstyne  graduated 
in  1913  from  Albany  Medical  College.  He  was  a member 
of  the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Don’t 
just 

tell  them 
to  quit.. 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  w?ho 
w'ant  to  quit. 


Show  them  how  to  quit. 

Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit”  kit,  fill  out  this  order  form  and  return  it  today. 


I don’t  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  "Helping  Smokers  Quit”  kit 
today. 

Name 

Address 

City State Zip 

Mail  to  “Helping  Smokers  Quit"  Kit 
Box  67 

National  Cancer  Institute 
Bethesda,  MD  20014 
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Issue  Date:  15th  of  each  month. 

Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $17. 00 per  insertion;  additional  words 
are  25$  each.  Dept,  numbers,  50$  extra,  per  insertion. 

(On  request,  Dept,  numbers  will  be  assigned  by  the 
Journal  for  replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 
sisting of  5 numerals  or  less  are  counted  as  separate 
words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11042  Date 

Name  

Please  Print 

Address 


I enclose  $ to  include  $17.00  for  the  first  50  words  or  less,  plus  25$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
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Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa..  N.Y.,  N.J.,  Mich,  and  Southeastern  U S.  including 
all  suburban,  rural,  and  metropolitan  areas  Fee-tor-service  with  minimum 
guarantee  provided.  Malpractice  paid  Practice  credits  towards  board 
certification.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste  400. 

399  Market  St. . Phila. . PA  1 9 1 06  or  In  P A call  (2 1 5)  925-35 1 1 : Outside  PA 
call  (800)  523-0776.  J 


GIVE, 

TO  HELP  OTHERS. 

CARE-  New  York,  N.Y.  10016  or  regional  offices 


YSICIANS  WANTED 


MEDICAL  DIRECTOR 

for  an  evolving  Academic  Psychiatric  Center 


Candidates  should  be  Board  Certified  psychiatrists  who 
have  requisite  qualifications  for  Associate  or  Full  Pro- 
fessorship. Position  requires  ability  to  direct  medical, 
professional,  scientific  and  educational  staff  at  a dynam- 
ic full  service  psychiatric  hospital  which  is  in  the  process 
of  becoming  a major  academic  psychiatric  center  in 
collaboration  with  University  Hospital  and  Boston  Uni- 
versity School  of  Medicine. 

This  is  a full-time  position  for  an  outstanding  clinician 
with  strong  academic  interests.  As  Medical  Director, 
you  will  have  the  opportunity  to  expand  the  active, 
innovative  and  excellent  patient  care  programs  at  our 
short  term  acute  care  J.C.A.H.  approved  facility  and  to 
direct  the  evolution  of  an  outstanding  hospital  into  a 
major  academic  center. 

The  facility  is  20  minutes  from  downtown  Boston.  Send 


cteaRLes 

RioeR 

bospitaL 


A new  Teaching  Hospital 
of  Boston  University 
Medical  Center 


203  Grove  St.,  Wellesley,  Mass.  02181 


An  Affirmative  Action  Employer 


ISICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE.  NEW 

rk.  New  Jersey.  Connecticut  permanent  lull-hall  time  as  well  as  temporary 
d per  diem  basis.  Client  inquiries  invited.  For  further  into  contact: 
rrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York. 
A . 10010.  Telephone:  (212)532-7625. 


SICIAN  DURING  JULY  AND  AUGUST,  1980  for  children’s  camp  located 
Beach  Lake.  Pa.,  accommodates  350  campers,  ages  6—16;  complete  modern 
alth  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
ildren  accepted  who  are  of  camp  age.  Camp  opens  June  27  and  closes  August 
. Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
ail's  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn,  N.Y. 
201. 


vAS  NEEDS  DOCTORS!  Excellent  opportunities  for  GPs.  pediatricians,  in- 
mists,  orthopods,  and  Ob/Gyn  in  several  small  towns  (pop.  25,000)  throughout 
e state.  Also  excellent  openings  for  neonatologist,  perinatologist.  ENT  and  GP 
Dallas.  Generous  guarantees  and  perks.  Contact  Texas  Doctors  Group,  Suite 
>0,  815  Brazos.  Austin.  Texas  78701.  (512)  476-7129. 


NTROSE.  NEW  YORK,  V.A.  MEDICAL  CENTER:  Immediate  openings 
r full  lime  stall  psychiatrist  positions  on  the  inpatient  service  at  Montrose  V.A. 
edical  Center.  A university  affiliated  hospital,  JCAH  approved,  with  a large 
ercare  program,  located  25  miles  from  New  York  City.  The  psychiatrist  heads 
:eam-oriented.  multi-disciplinary  staff  for  the  evaluation  and  treatment  of 
tients.  Excellent  salary  P.A.,  and  faculty  appointment  commensurate  with 
alitications  and  experience.  Full  Civil  Service  benefits.  An  Equal  Oppor- 
nity  Employer.  Send  letters  and  c.v.  to:  Gaston  G.  Trigos,  M.D.,  Chief  of 
aff,  \ .A.  Medical  Center,  Montrose,  N.Y.  10548.  For  further  information  call 
Hect:  (914)  737-4400,  ext.  469. 


5RGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  suburbs  of 
iffalo.  New  York.  Immediate  openings  for  career  oriented  emergency  phvsi- 
ms  to  assume  clinical  and  directorship  responsibilities.  Fee-for-service  with 
nimum  guarantee  provided;  30,000  patients  seen  annually.  Professional  lia- 
1 tty  insurance  provided.  For  details  send  credentials  in  complete  confidence 
Mr.  James  Thomas,  The  Churchill  Management  Group,  Inc.,  230  Park  Ave.. 
;w  York,  N.Y.  10017,  or  call  (212)  599-0060. 


PHYSICIANS 

Excellent  opportunities  exist  throughout  the  nation.  Hospitals,  Clinics,  Solo 
Practices,  etc.,  in  a broad  range  of  specializations.  Send  us  your  curriculum 
vitae  and  we  will  compare  your  objectives  with  our  assignments.  We  can 
confidentially  and  successfully  complete  your  search. 

Doctors  Services,  Inc. 

29525  Chagrin  Blvd.,  Suite  313,  Cleveland,  Ohio  44122 


PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 
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GROW  WITH  US  IN 
SUNNY  PHOENIX 


80  MD,  AGPA  accredited  group  provid- 
ing both  prepaid  and  FFS  medical  care 
is  recruiting  for  primary  care  physi- 
cians and  most  specialties.  Compet- 
itive salaries  and  comprehensive 
benefits  including  professional  devel- 
opment program  and  retirement  plan.  If 
team  interaction  and  casual  living  turn 
you  on,  send  CV  to: 


Dick  Wagner 
Health  Maintenance 
Associates,  LTD. 
4747  N.  22nd  Street 
Phoenix,  Arizona  85016 
(602) 957-9200 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant — capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N Y 1 1552 

516-483-0577 


\ 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead.  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 


PHYSICIANS  WANTED— CONT'D 


PHYSICIANS  needed  for  80  summer  camps  for  children,  located  in  Northeast 
States,  July  and  August  or  a single  month.  Write  to:  Association  of  Independ 
Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


URBAN  HOSPITAL  (BROOKLYN)  SEEKING  DIRECTOR  OF  SURGE] 
Nonsalaried,  but  excellent  opportunity  to  build  practice.  Curriculum  vita 
S.  George  Zingale,  Executive  Director,  10  St.  Pauls  Place,  Brooklyn, 
11226. 


BROOKLYN,  NEW  YORK:  University  affiliated,  multispecialty  group  nf  41 
family  physician  who  is  Board  certified  or  eligible.  Excellent  salary  for  27  h 
work  week.  Send  c.v.  to  C.  Turner,  M.D.,  F.A.C.P.,  6740  Third  Ave.,  Brook 
N.Y.  11220. 


GENERAL  MEDICAL  PHYSICIAN  to  work  on  drug  and  alcohol  detoxifical 
unit.  Opportunity  for  learning  group  and  individual  psychotherapeutic  met! 
in  treatment  of  patients  with  drug  and  alcohol  addiction  in  850  bed,  gem 
medical  and  surgical  medical  center.  Teaching  hospital  affiliated  with  Si 
University  of  New  York  at  Buffalo  School  of  Medicine.  Salary  negotia 
Excellent  retirement  plan.  Life  and  health  insurance  available.  Liberal  anr 
leave  and  other  fringe  benefits.  License  in  any  state  accepted.  An  Equal 1 
portunity  Employer.  Contact:  Andrew  A.  Gage,  Chief  of  Staff,  Veterans 
ministration  Medical  Center,  3495  Bailey  Ave.,  Buffalo,  New  York  14215.  ' 
(716)-834-9200,  ext.  233  or  234. 
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POSITIONS  WANTED 
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ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long  experiei 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  and  Connect 
license.  Dept.  737,  c/o  NYSJM. 


BOARD  CERTIFIED  FAMILY  DOCTOR,  young,  married,  would  like  posi 
with  innovative  group  in  semi-rural,  small  town  location.  Prefer  Ulster,  Sull 
Countv  area.  Reply  to  Johannes  D.  Weltin,  M.D.,  1000  Walnut  St.,  Philadelj 
PA  19107.  (215)  923-4839. 


>1 


DERMATOLOGIST,  BOARD  ELIGIBLE,  university  trained,  desires  posi 
in  New  York  City  Metropolitan  area.  Available  August  1980.  Dept.  108. 
NYSJM. 


an 


MISCELLANEOUS 


JIPI 


BILLS  COLLECTED— ABUSE  LS  RULED  OUT— TACTFUL  YET  SI 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y 
(212)  730-0069  . 


10( 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physic 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collal 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711 
NYSJM. 
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PRACTICES  AVAILABLE 


ALLERGY  PRACTICE,  with  building,  available  due  to  death.  Beautiful  ups 
community  of  100,000  (draws  500,000).  Good  hospitals,  Schools,  living.  1 
versity  medical  center  45  mins.  away.  Only  one  other  allergist.  Excellent 
portunity.  Dept.  104  c/o  NYSJM,  or  call  (315)  735-8772. 


INTERNAL  MEDICINE:  Long  established  active  practice  in  internal  medl 
in  pleasant  community  near  Albany,  N.Y.  Office  fully  equipped.  Owner  retii 
Will  consider  associate  leading  to  take-over  or  immediate  take-over.  Will  gl; 
supply  financial  details  to  interested  and  suitable  party.  Most  desirous  of  b 
able  to  assure  patients  of  competent  successor.  Dept.  107,  c/o  NYSJM. 


SUBSTANTIAL  GENERAL  PRACTICE  (NO  OB)  for  rent  or  sale  with  ho 
office  on  North  Shore  of  Long  Island.  Reply  Dept.  109,  c/o  NYSJM  or  call  ( 
427-2180. 
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Build  the  arc 

Association  for  Retarded  Citizens 


IW.  ESTATE  FOR  SALE  OR  RENT 

I 

TORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
praise  a co-op,  contact  Nathan  H Friedman,  V.P.,  Douglas  Elliman  Gibbons 
Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

HATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N Y C.  LEXINGTON 
Sessional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
Ice  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist 
Id  service:  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
lessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

I INGS  PLAZA,  BROOKLYN:  Now  renting  and  under  construction;  Spring 
upancy.  The  beautiful,  new  Plaza  Medical  Arts  Building  with  nine  (9)  luxury 
;es  for  specializations  ranging  from  850  to  1,050  square  feet.  Public  trans- 
lation at  front  door,  convenient  parking,  elevator  service,  attractive  terms, 
rosure  to  millions  of  people  annually.  Several  suites  still  available.  Call 
rer  (212)  287-9756. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient's  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  ra* 
(erring  physician’s  care.  Call  or  write  for  further  details. 


DELINQUENT  ACCOUNTS? 

We  collect  your  overdue  bills  nationwide  without 
charging  collection  agency  fees.  Results  guaran- 
teed. Free  sample  kit. 

Chas.  S.  Edward,  Dept.  087-2, 

6614  Lakeshore,  Dallas,  TX  75214 


RENT:  ST.  CROIX,  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  six: 
golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Barber 
X 20  Lodges  Lane,  Bala  Cynwyd.  PA  19004.  (215)  664-3625  or  925-3516. 


HATTAN  OPHTHALMOLOGIST'S  OFFICE  to  share.  Park  Avenue  (62-63 
. Modern,  up-to-date  equipment,  superb  location,  convenient  to  transpor- 
on  and  parking.  Call  (212)  755-9487. 


HTYVATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice, 
me-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
;e  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
•able  refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
7. 


TE  PLAINS,  N.Y.  Prime  furnished  space  for  rent  by  hour,  day,  month,  year, 
v professional  building  near  hospital.  X-rav  facilities.  Area  needs  ENT. 
I PUD,  Rheum.  (914)-949-0055. 

ABLE  PROFESSIONAL  SUITE,  4 BEDROOM  COLONIAL,  full  basement, 
baths,  laundry  room,  eat-in-kitchen,  dining  room,  living  room,  family  room, 
< 30  attached  garage;  on  one  acre,  fenced  back  yard.  Near  school  and  adult 
imunities;  well  traveled  road.  Owner  moving,  anxious  to  sell.  (516)  744- 
1. 


plDALE,  QUEENS,  N.Y.  FAMILY  PRACTICE  physician  retiring  from  47 

Irs  established  practice  with  5-room  fully  equipped  and  furnished  office  for 
. Francis  J.  Muller,  M.D..  1 Catalpa  Lane,  Valley  Stream,  N.Y.  11581.  (516) 
-2796. 

|2HO,  L.I.  (NASSAU  COUNTY),  NEW  YORK:  30  miles  NYC.  For  sale, 

1»m  contemporary  home  suitable  for  physician.  4-bedroom  plus  maid’s;  huge 
with  fireplace;  2 large  family  rooms  with  separate  entrance;  new  kitchen;  c/ac; 
k.  Best  schools.  Area  without  physician;  easy  access  to  parkways,  L.I.  Jewish 
dical  Center,  N.C.M.C.,  North  Shore,  extras.  Principals  only.  $129,900. 
3)  681-5818. 

I GARDENS  HILLS,  QUEENS,  N.Y.  Medical  office  for  rent.  Large  fully 
pped  and  full  furnished  office  with  central  air  conditioning.  Available  im- 
iately.  Call  Sun.  through  Thurs.  (212)  544-1367. 

I H SHORE  OF  LONG  ISLAND:  Beautiful  4 bed.  Colonial.  Professionally 
I 'rated,  inground  pool,  greenhouse,  prof,  landscaped,  gas  heat,  plus  beautiful 
I ‘ of  offices:  waiting  room,  consultation  room,  x-ray  room,  2 examining  rooms. 
I -'  a/c  and  carpeted,  separate  entrance.  Must  be  seen.  $70,000.  Dr.  DiBe- 
l;tto,  Port  Jefferson,  N.Y.  (516)  928-0561. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FINGER  LAKES  VINEYARD,  N.Y.  10  acres  prime  vinifera  land  for  wine  grapes 
on  Seneca  Lake,  western  New  York.  Option  for  vineyard  management  contract. 
Write:  Richard  Figiel,  110  Columbia  St.,  Ithaca,  New  York  14850. 


KINGSTON,  NEW  YORK:  Office  available  in  Professional  Park;  835  sq.  ft.,  3 
exam  rooms.  Thoracic  surgeon  needed.  None  currently  practicing  in  city.  Two 
hospitals  nearby.  J.  R.  Clarkin,  M.D.,  144  Pine  St.,  Kingston,  N.Y.  12401.  (914) 
338-4606. 


EAST  NORTHPORT,  HUNTINGTON  TOWNSHIP  (Suffolk  County),  N.Y.: 
Luxurious,  8 years  old  Colonial,  9 rooms,  baths  plus  3 room  office,  2-car  garage. 

Prime  area,  Northport  Schools,  fenced  V2  acre  partially  treed;  $2,400  tax.  Central 
air,  central  vacumn,  AM/FM  radio  intercom,  gas  heat,  newly  decorated  and 
carpeted.  Doctor’s  Row.  $87,000  June  occupancy.  (516)  368-1393. 


PROFESSIONAL  LOANS 

NO  COLLATERAL  REQUIRED 

$5,000-$50,000+  available  for  any  purpose. 
Call  Mr.  John  J.  Gentile 

914-357-8657  or  212-490-0077 


WINTER?  SPRING?  TRAVEI SUMMER 

For  individual  and  group  travel  planning,  be  it  a simple  flight  or 
seminar  and  convention  scheduling  . . .exotic  vacation  or  business 
meeting,  the  professional  travel  consultant  is  YOUR  asset.  For 
information  and  assistance  to  make  your  travels  easier,  contact  Paul 
G roman  at: 

ICI  TRAVEL,  150  Purchase  St„  Rye,  NY  10580  / 914-967-0133 

(seminar /convention  space  available  in  top  sunspots.1/ 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 

1980  Spring  CME  Assembly 
Medical  Society  of  the  State  of  New  York 

Rye  Town  Hilton,  Port  Chester,  New  York 

FRIDAY,  APRIL  25 

8 a.m.  OBSTETRICS  & GYNECOLOGY 

GENERAL  SESSION  with  Gastroenterology  & Radiology 

MEDICAL  LEGAL  & WORKERS’  COMPENSATION  with  Occupational  Medicine 

9 a.m.  OTOLARYNGOLOGY  with  Neurosurgery 

2 p.m.  OBSTETRICS  & GYNECOLOGY,  (cont’d) 

GENERAL  SESSION,  (cont’d) 

OTOLARYNGOLOGY  with  Neurosurgery,  (cont’d) 

NEUROLOGY 
CHEST  DISEASES 
CARDIOVASCULAR  DISEASES 

SATURDAY,  APRIL  26 

8 a.m.  PATHOLOGY 

DERMATOLOGY 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont'd) 

OPHTHALMOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 
MEDICAL  LIABILITY 

2 p.m.  DERMATOLOGY,  (cont’d) 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont'd) 

OPHTHALMOLOGY,  (cont’d) 

HIGHWAY  SAFETY 
MEDICAL  LIABILITY,  (cont’d) 

SUNDAY,  APRIL  27 

9 a.m.  UROLOGY 

PLASTIC  SURGERY 

PSYCHIATRY  with  Family  & General  Practice 

ALLERGY  & IMMUNOLOGY 

PHYSICAL  MEDICINE  & REHAB,  with  Anesthesiology 
PEDIATRICS  with  School  Health 

WOMEN’S  MEDICAL  SOCIETY 

BASIC  CARDIAC  LIFE  SUPPORT  (BCLS)  COURSE,  open  to  members 
of  MSSNY  only:  Friday,  8 a.m.  and  2 p.m. 

Saturday,  8 a.m.  and  2 p.m. 

Sunday,  9 a.m.  to  1 p.m. 


SCIENTIFIC  & TECHNICAL  EXHIBITS 

Friday  & Saturday,  8:30  a.m.  to  5 p.m. 

Sunday,  8:30  a.m.  to  1 p.m. 

CME  CREDITS:  Each  program  will  be  eligible  for  CME  Category 

1 Credits  on  an  hour-for-hour  basis. 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  See  following 
pages  for  pre-registration  details. 


at  the 


JUST  40  MINUTES  FROM  MANHATTAN 


RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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Directions  to  the 
Rye  Town  Hilton 

699  Westchester  Avenue  Town  of  Rye 


Port  Chester,  New  York 


from  major  New  York  Metropolitan  Airports 


FROM  LAGUARDIA  AIRPORT 
Take  the  Whitestone  Expressway  over 
the  Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  KENNEDY  AIRPORT 
Take  Van  Wyck  Expressway  to 
Whitestone  Expressway.  Proceed  on 
Whitestone  Expressway  over  the 
Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.,  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  NEWARK  AIRPORT 
Take  New  Jersey  Turnpike  (95)  to  the 
George  Washington  Bridge.  Proceed 
on  U.S.  95  to  Cross  Westchester 
Expressway  Exit  12N.  Proceed  west  on 
Cross  Westchester  Expressway  (287)  to 
Exit  9NS.  Turn  left  at  first  traffic  light 
onto  Kennilworth  Road.  Turn  left 
immediately  at  second  traffic  light  onto 
Westchester  Ave.  (120A).  Proceed  east 
on  Westchester  Ave.,  following  signs  to 
Port  Chester.  Turn  left  at  Rye  Town 
Hilton  entrance  (at  stop  light). 


ABOUT  THE 
RYE  TOWN  HILTON 

Try  to  imagine  a country  manor  surrounded  by 
acres  of  rustic  greens,  browns,  and  yellows. 
The  kind  of  place  that’s  as  beautiful  inside  as 
it  is  outside.  The  result  is  a unique  comfort 
and  beauty  in  an  unspoiled  natural  setting. 
Here  are  some  attractions  at  the  Rye  Town 
Hilton. 

RECREATIONAL  FACILITIES 

Indoor/outdoor  tennis,  heated  indoor  tropical 
garden  pool,  Jacuzzi  whirlpool  bath,  paddle 
tennis,  putting  green  and  sauna.  Golfing 
priveleges  5 minutes  away  at  one  of  West- 
chester’s classic  championship  golf  courses. 

RESTAURANTS 

Penfield’s  for  gracious  dining — an  adventure 
in  gourmet  food.  Also  the  Tulip  Tree  for  ca- 
sual meals  and  buffet  surrounded  by  the 
greenery  of  ferns  and  flowers. 

GUEST  ROOMS 

Each  has  color  TV  with  AM/FM  radio,  refrig- 
erator and  coffee  maker.  Rooms  are  beau- 
tifully appointed  with  large  windows  over- 
looking the  wooded  grounds  and  gardens. 

AMPLE  PARKING  FACILITIES 
TRANSPORTATION 

Convenient  regularly  scheduled  ground  tran- 
sporation  is  available  from  La  Guardia  and 
Kennedy  Airports.  On  arrival,  go  to  the 
baggage  claim  area  and  look  for  Airport 
Transportation  Services  free  courtesy  phone 
(it’s  red).  From  airports,  service  is  throughout 
the  day  and  evening  with  departures  every 
hour  (V2  hour  service  during  peak  travel  times). 
Last  departure  leaves  Kennedy  at  10:30  p.m. 
and  La  Guardia  at  10:50  p.m.  One-way  fare: 
$9.00.  Round-trip  fare:  $17.00. 

By  train  from  Manhattan  (Grand  Central  Sta- 
tion), take  the  New  Haven  line  to  Rye,  New 
York  (about  45  minutes).  From  the  Rye  Sta- 
tion, it  is  a 5 minute  taxi  ride  to  the  Rye  Town 
Hilton. 


We  suggest  that  you  make  your  hotel  room 
reservation  as  early  as  possible.  Just  clip  and 
mail  the  form  to  the  Rye  Town  Hilton  front  of- 
fice manager. 


CLIP  & MAIL  TO: 

I 

Front  Office  Manager 
Rye  Town  Hilton 

699  Westchester  Ave.  Phone: 

Port  Chester,  N.Y.  10573  914-939-6300 


Name 

Confirm  to  (Address) 

City State Zip. 

Arr  Date Hour a m Dep.  Date 

p.m 

For  more  than  2 rooms,  contact  reservation  Mgr. 


PLEASE  CIRCLE  RATE  REQUESTED 

SINGLE:  $49,  $55,  $57,  $59,  $63 

DOUBLE:  $59,  $65,  $67,  $69,  $73 

TWIN:  $59,  $65,  $67,  $69,  $73 

SUITES:  $130.00  AND  UP 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 
1980  CME  ASSEMBLY 
APRIL  25-27,  1980 

SUITES  ON  REQUEST  TO  HOTEL 


□ CONFIRMATION  REQUESTED 

If  two  or  more  to  occupy  room,  name  of  joiner(s) 


If  a range  of  rates  is  offered  and  the  rale  requested  is  not  available,  the  next  available  rate  will  be  assigned. 
(Circle  rate  desired)  Reservations  requested  must  be  received  no  later  than  April  4,  1980.  and  will  be 
held  until  6:00  p.m.  on  the  date  of  arrival  unless  otherwise  specified 

If  reservations  are  made  by  telephone,  you  must  identify  the  meeting  for  the  special  rate  to  apply  Rates 
are  subject  to  applicable  sales  tax 
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SPECIAL  EVENTS 


THURSDAY,  APRIL  24 

GOLF  TOURNAMENT.  For  a day  of  relaxation 
before  the  scientific  meetings  begin,  all  physi- 
cians and  spouses  are  welcome  to  participate 
in  a golf  tournament  to  be  held  at  the  West- 
chester Country  Club,  Rye,  New  York.  Starting 
time  will  be  available  all  day.  The  Club  is  lo- 
cated just  5 minutes  from  the  Rye  Town  Hilton. 
Prizes  will  be  presented  to  the  winners.  A 
buffet  dinner  will  be  served  at  the  Westchester 
Country  Club  at  7 p.m.  The  cost  including  green 
fees  and  dinner  will  be  $40.00.  For  those  having 
dinner  only,  the  cost  will  be  $25.00.  Cash 
bar. 


FRIDAY,  APRIL  25 


RECEPTION.  The  Medical  Society  of  the  State 
of  New  York  cordially  invites  all  members, 
spouses  and  exhibitors  to  a reception  to  be  held 
in  the  Grand  Ballroom  (exhibit  area)  from  5:30 
to  7:00  p.m. 


SATURDAY,  APRIL  26 

MSSNY  DINNER.  All  physicians  and  their 
guests  are  welcome  to  attend  a dinner  to  be 
held  at  the  Rye  Town  Hilton  on  Saturday  eve- 
ning. An  outstanding  personality  is  scheduled 
to  appear.  A reception  sponsored  by  the 
Westchester  County  Medical  Society  will  begin 
at  6:30  p.m.  Dinner  will  be  served  at  8:00  p.m. 
Cost:  $35.00  per  person. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own  hotel  reser- 
vations no  later  than  April  4,  1980,  direct  with 
the  Rye  Town  Hilton.  In  order  to  take  advan- 
tage of  the  special  rates  for  sleeping  rooms, 
please  mention  that  you  will  be  attending  the 
MSSNY  Spring  CME  Assembly. 


ono 


PRELIMINARY  PROGRAM — 1980  Spring  CME  Assembly 
APRIL  25-27  • Rye  Town  Hilton,  Port  Chester,  New  York 


CME  CREDITS — Each  program  will  be  eligible  for  CME 
Category  1 credits  on  an  hour-for-hour  basis. 


FRIDAY,  APRIL  25 

8:00  a.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES,  (all  day).  General  Session; 
Sections:  Gastroenterology  & Colon  & Rectal 

Surgery;  Radiology 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980  (all 
day).  Section:  Obstetrics  & Gynecology 

9:00  a.m. 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (all  day). 
Sections:  Otolaryngology  & Maxillofacial  Surgery; 
Neurosurgery 


FRIDAY,  APRIL  25  (cont’d) 

9:00  a.m. 

THE  LUNG,  THE  WORKER,  THE  JOB,  AND  THE  LAW. 
Sections:  Medical  Legal  & Workers’  Compensation 
matters;  Occupational  Medicine 

2:00  p.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES  (cont’d) 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980 
(cont’d) 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (cont’d) 

EPILEPSY  UPDATE:  DRUG  MONITORING  EFFECT 

ON  CANCER  OF  THE  BRAIN.  Section:  Neurology 

DISEASES  OF  THE  CHEST  (to  be  announced).  Sec- 
tion: . Chest  Diseases 


Note:  Your  identification  badge  and  tickets  must  be 
picked  up  at  the  MSSNY  registration  desk  upon  arrival 
at  the  hotel. 


APPLICATIONS  OF  NUCLEAR  MEDICINE  TO  CAR- 
DIOVASCULAR DISEASE:  MEDICAL  SURGICAL. 

Section:  Cardiovascular  Diseases 

( continued  on  following  page ) 


PRE-REGISTRATION  FORM 

1980  Spring  CME  Assembly,  April  25-27 

(Please  print) 

Name 


City  & State 


Zip 


Member  of  MSSNY:  Yes No Specialty 


Note:  There  is  no  registration  fee  except  for  the  special  course  in  Basic  Cardiac  Life  Support. 


Thursday  Golf  Tournament: 


Green  fees  & dinner: 

tickets  C(1  $40  00 

Total 

Dinner  only: 

tickets  (®  $25.00. 

Total 

Saturday  Dinner 

tickets  (cl  $35  00 

Total 

Friday,  Saturday,  & Sunday  Special 
Courses  in  Basic  Cardiac  Life  Sup- 
port: 

Limited  to  members  only:  $35.00  Total 
Total  enclosed  $ 


Make  checks  payable  to:  Medical  Society  of  the  State  of  New  York,  clip  and  mail  to  Div.  of  Scientific  Activities,  d o MSSNY, 

420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042 

I 
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PRELIMINARY  PROGRAM— (cont’d) 


SPECIAL  COURSES 

FRIDAY,  APRIL  25,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  Basic  Cardiac  Life  Support 
(BCLS) 

SATURDAY,  APRIL  26,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  BCLS 

SUNDAY,  APRIL  27,  9 a.m.  to  1 p.m. 

Instructor-Trainer’s  Course  in  BCLS 

Courses  presented  by  Medical  Society  Section  on 
Emergency  Medicine,  and  New  York  Chapter  of  the 
American  College  of  Emergency  Physicians.  Advance 
registration  required.  As  applications  are  limited,  it  is 
advisable  to  register  early.  Registration  limited  to 
members  only.  Fee:  $35.00. 

SATURDAY,  APRIL  26 

8:00  a.m. 

PLASTIC  SURGERY  OF  THE  EYE  Section:  Oph- 

thalmology (all  day) 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(all  day).  General  Session;  Section  on  Internal 
Medicine;  New  York  State  Society  of  Internal  Med- 
icine 

MUCOUS  MEMBRANE  LESIONS  (all  day).  Section: 
Dermatology  & Syphilology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 
TO  PROFESSIONAL  LIABILITY  (all  day).  Medical 
Liability  Mutual  Insurance  Company 

SURGICAL  ASPECTS  OF  ENDOCRINE  DISEASE. 
Section:  Surgery 

RECENT  ADVANCES  IN  ORTHOPEDICS.  Section  on 
Orthopedic  Surgery 

PATHOLOGY — (to  be  announced) 


2:00  p.m. 

IMPLANT  LENSES.  Section:  Ophthalmology 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(cont’d) 

MUCOUS  MEMBRANE  LESIONS  (cont’d) 

THE  PHYSICIAN’S  ROLE  IN  HIGHWAY  SAFETY: 

DOCTOR,  IS  YOUR  PATIENT  A SAFE  DRIVER? 
American  Medical  Association;  Association  of  Au- 
tomotive Medicine;  Sections:  Orthopedic  Surgery, 
Preventive  Medicine  & Public  Health,  Radiology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 

TO  PROFESSIONAL  LIABILITY  (cont’d) 

SUNDAY,  APRIL  27 

9:00  a.m. 

PREVENTION  OF  PSYCHIATRIC  ILLNESS  IN  THE 

AGED.  Sections:  Family  & General  Practice;  Psy- 
chiatry 

ASTHMA  UPDATE — 1980.  Section  on  Allergy  & 
Immunology. 

NEWER  APPROACHES  IN  THE  MANAGEMENT  OF 

ACUTE  & CHRONIC  PAIN.  Sections:  Anesthesiol- 
ogy; Physical  Medicine  & Rehabilitation 

PLASTIC  SURGERY  UPDATE— 1980.  Section  on 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery 

SPEAK  UP  FOR  CHILDREN:  NUTRITION,  IMMUNI- 
ZATIONS, ACCIDENTS,  HEALTH  EDUCATION. 
Sections:  Pediatrics;  School  health. 

CHANGING  NEEDS  IN  WOMEN’S  HEALTH.  Ameri- 
can Medical  Women’s  Association;  Women’s 
Medical  Society  of  New  York  State 

UROLOGY  UPDATE:  IMMUNOTHERAPY  FOR 

BLADDER  & KIDNEY  CANCER.  Section  on  Uro- 
logy 


All  meetings  & exhibits  will  close  at  1 p.m. 
on  Sunday,  April  27th 
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NEW  YORK  CITY 


College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 
March  1,  8:30  a. m. -5:00  p.m.,  Saturday 
GLAUCOMA 
Linsy  Farris,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$15.  residents 

For  further  information  contact  Dr.  Elizabeth  C.  Gerst, 
Director  Center  for  Continuing  Education  in  the  Flealth 
Sciences,  College  of  Physicians  & Surgeons  of  Columbia 
University,  630  West  168th  St.,  New  York  10032.  Tel: 
212/694-3682. 


The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 
March  4,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

PRESENTATION  OF  CASES  FROM  THE  DEPARTMENTS 
OF  DERMATOLOGY  OF: 

a.  Mount  Sinai  Hospital 

b.  Bronx  Veterans  Administration  Hospital 

c.  New  York  University  Hospital 

d.  Bellevue  Hospital 

e.  Manhattans  Veterans  Administration  Hospital 

CREDIT:  CAT.  1 (2  hrs.) 

March  5,  7:30  p.m. -9:30  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 

BARBARA  LIPTON  MEMORIAL  LECTURE  SYMPOSIUM 
ON  ADVANCES  IN  CARDIAC  ANESTHESIA  AN  UPDATE 
ON  OUR  EXPERIENCE  WITH  PROFOUND  HYPOTHERMIA 
FOR  CORRECTION  OF  CONGENITAL  HEART  DISEASE 
Marjorie  J.  Topkins,  M.D. 

AFTERLOAD  REDUCTION  AND  PRELOAD 
AUGMENTATION  AS  ANESTHETIC  MANAGEMENT  FOR 
PATIENTS  WITH  VALVULAR  REGURGITATION 
J.  Gilbert  Stone,  M.D. 

WHAT'S  NEW  FOR  THE  PATIENT  WITH  CORONARY 
ARTERY  DISEASE 
Stephen  J.  Thomas,  M.D. 

CREDIT:  A, A Cat.  1 (2  hrs.) 

March  5,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

J.  Herbert  Diety,  M.D. 

CREDIT:  CAT.  1 (1  hr.) 

Reception  6:00  p.m. -Subscription  Dinner  6:45  p.m. 

March  10,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery 

A MIXED  ORTHOPEDIC  BAG 
HIP  SURFACE  REPLACEMENT 
INDICATIONS  AND  END  RESULTS 
William  N.  Capello,  M.D. 

TREATMENT  OF  ADULT  SCOLIOSIS 
David  B.  Levine 

THE  HAROLD  LAMPORT  MEMORIAL  LECTURE 
NEURAL  ENTRAPMENT  SYNDROMES  OF  THE  FOOT 
AND  ANKLE 
J.  Leonard  Goldner,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 

March  14,  8:30  a m. -5:30  p.m.,  Friday 

Section  on  Clinical  Nutrition 
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NUTRITION  UPDATE 
BASIC  NUTRITION 
PROTEIN  AND  ENERGY 
David  Elwyn,  Ph.D. 

FATS  AND  CARBOHYDRATES— BASIC  ASPECTS 
Oliver  Owen 
VITAMINS 
Myron  Brin,  Ph.D. 

MACRO  MINERALS 
Nancy  Alcock,  Ph.D. 

TRACE  ELEMENTS  IN  HUMAN  NUTRITION 
Maurice  E.  Shils,  M.D. 

NUTRITION  AND  NEUROTRANSMITTERS 
Hamish  Munro,  M.D. 

NUTRITION  IN  GROWTH  AND  DEVELOPMENT- 
REQUIREMENTS  AND  NEEDS  FOR  VARIOUS  AGE 
GROUPS 

Myron  Winick,  M.D. 

METABOLIC  AND  PHYSIOLOGIC  DIFFERENCES  BETWEEN 
INTRAVENOUS  AND  ENTERAL  ROUTES  OF  FEEDING 
Hamish  Munro,  M.D. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  15,  8:30  a. m. -5:30  p.m.,  Saturday 

Section  on  Clinical  Nutrition 

WEIGHT  REDUCTION  DIETS  AND  THE  MANAGEMENT 
OF  OBESITY 

Theodore  B.  Van  Itallie,  M.D. 

DIET  AND  THE  PREVENTION  OF  CANCER  INCLUDING 
THE  EPIDEMIOLOGICAL  DATA  AND  ANIMAL  STUDIES 
John  H.  Weisburger,  M.D. 

GASTROINTESTINAL  DISEASE  STATES  AND 
MALABSORPTIVE  PROBLEMS 
Peter  R.  Holt,  M.D. 

RENAL  DISEASE  AND  RENAL  FAILURE 
William  P.  Steffee,  M.D. 

NUTRITION  IN  TREATMENT  OF  TRAUMA,  SEPSIS  AND 
BURNS 

John  M.  Kinney,  M.D. 

THE  ANEMIAS 
Victor  D.  Herbert,  M.D. 

NUTRITIONAL  ASSESSMENT— A CRITIQUE 
Steven  Heymsfield,  M.D. 

NUTRITION  SUPPORT:  PARENTERAL  FEEDING 
Maurice  E.  Shils,  M.D. 

NUTRITION  SUPPORT:  ENTERAL  FEEDING 
Abby  S.  Bloch,  R.D. 

NUTRITION  SUPPORT:  PHARMACIST’S  PERSPECTIVE 
Ray  Muller,  R.Ph. 

NUTRITION  SUPPORT:  NURSING  PERSPECTIVE 
Joan  Carlson,  R.N. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  17,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

THE  RETINAL  PERIPHERY:  NEW  IDEAS  IN  DISEASE  AND 

MANAGEMENT 

VASCULOPATHY 

Lawrence  A.  Yannuzzi,  M.D. 

ANGIOMAS 

Stanley  Chang,  M.D.,  Robert  Ellsworth,  M.D. 

VITREOUS  DETACHMENT 
Taylor  Smith,  M.D. 

VITREOUS  BASE  CLASSIFICATION  OF  RETINAL  TEARS 
Jesse  Sigelman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

March  17,  4:30 p.m. -6:00 p.m.,  Monday 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

SELECTED  TOPICS  IN  PEDIATRIC  RADIOLOGY 
Walter  E.  Berdon,  M.D. 
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NECROTIZING  ENTEROCOLITIS  IN  THE  NEONATE— AN 
UPDATE 

Ronald  Ablow,  M.D. 

PARASITIC  DISEASES  IN  THE  PEDIATRIC  PATIENT  IN 
NEW  YORK  CITY 
David  V.  Habit,  M.D, 

CRANIOSYNOSTOSIS  REVISITED 
E.  George  Kassner,  M D. 

RENAL  MEDULLARY  CORTICAL  NECROSIS  IN  THE 
INFANT 

James  Marquis,  M.D.,  Leonard  Swischuk,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 '/2  hrs.) 

Section  on  Radiotherapy 

MANAGEMENT  OF  NON-HODGKIN’S  LYMPHOMA  (THE 
MARSDEN  EXPERIENCE) 

Michael  Peckham,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Cocktails  and  Dinner — 6:00-7:00  p.m. 

EVENING  DIAGNOSTIC  SESSION 

HYALINE  MEMBRANE  DISEASE— ROENTGENOGRAPHIC— 
PATHOLOGIC  CORRELATIONS 
Leonard  E.  Swischuk,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

MANAGEMENT  OF  NON-SEMINOMATOUS  TESTICULAR 
TUMOURS 

Robert  Golbey,  M.D.,  Michael  Peckham,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

March  18,  8:00  p.m.,  Tuesday 

Section  on  Surgery 

THE  CURRENT  STATUS  OF  CARDIAC  SURGERY  IN 
CHINA 

William  F.  Mitty,  Jr.,  M.D.,  David  Bregman,  M.D. 

Reception  6:15  p.m. -Subscription  Dinner  7:00  p.m. 

March  24,  6:30  p.m.,  Monday 

Section  on  Plastic  and  Reconstructive  Surgery 

RESIDENTS’  NIGHT 

Reception  6:30  p.m. -Subscription  Dinner  7:15  p.m. 

March  26.  8:00  p.m.,  Wednesday 

Section  on  Historical  Medicine 

THE  EARLY  YEARS  OF  THE  ROCKEFELLER 
FOUNDATION:  MEDICINE  AND  PUBLIC  HEALTH  AROUND 
THE  WORLD,  1913-1920 
John  Z.  Bowers,  M.D.,  Kenneth  Warren,  M.D. 

Reception  6:15  p.m. -Subscription  Dinner  7:00  p.m. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

March  5,  4-5:30  p.m.,  Wednesday 

DIAGNOSIS  AND  TREATMENT  OF  INFLAMMATORY 
BOWEL  DISEASE 
Kiron  M.  Das,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

March  19.  4-5:30  p.m.,  Wednesday 
ANEMIA  I 
Ernst  Jaffe,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 

Brooklyn 

March  5 

CONTROVERSIES  IN  THYROID  CARCINOMA 
Moses  Nussbaum,  M.D. 

March  12 

HUMAN  TUMOR  MARKERS 
Yashar  Hirshaut,  M.D. 


March  19 

CURRENT  STATUS  OF  MANAGEMENT  OF  CHRONIC 
LYMPHATIC  LEUKEMIA 
Kantl  Rai,  M.D. 

March  26 

UNIQUE  ASPECTS  OF  CHILDHOOD  CANCER 
Joseph  A.  Kochen,  M.D. 

For  further  information  contact  Harvey  Dosik,  M.D.,  The 
Jewish  Hospital  and  Medical  Center  of  Brooklyn,  555 
Prospect  Place,  Brooklyn  11238. 

Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
March  6 

ENVIRONMENTAL  LUNG  DISEASE 
Irving  J.  Selikoff,  M.D. 

March  15 

PANCREATIC  TUMORS 

Allan  R.  Aronson,  M.D.,  David  Dreiling,  M.D.,  Alec  Megibow, 
M.D.,  John  Ransom,  M.D.,  Eugene  W.  Straus,  M.D. 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue  at  87th  Street,  New  York  10028.  Tel:  212/ 
535-3000. 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

* The  Mount  Sinai  Medical  Center 
March  8.  9:00  a m. -5:00  p.m.,  Saturday 

TECHNIQUES  IN  BRIEF  PSYCHOTHERAPY 
Walter  V.  Flegenheimer,  M.D.,  Trude  Gruber,  M.S.W. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

March  13-14,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
PM  377  NUCLEAR  CARDIOLOGY 
Stanley  Goldsmith,  M.D.,  Steven  F.  Horowitz,  M.D.,  Arnold 
Strashun,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

March  14-15,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
UPDATE  PROBLEMS  IN  Gl  SURGERY 
Arthur  H.  Aufses,  M.D.,  David  Dreiling,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

March  21-22,  9:00  a.m.-5:00  p.m.,  Friday  and  Saturday 

AN  UPDATE  IN  INTERNAL  MEDICINE  FOR  PRACTICING 

PSYCHIATRISTS  AND  NEUROLOGISTS 

Gerald  Friedman,  M.D.  and  Jessee  S.  Rosenthal,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

March  22,  9:00  a.m.-5:00  p.m.,  Saturday 
JOEL  HARTLEY  MEMORIAL  SYMPOSIUM 
PROMPT  MANAGEMENT  OF  THE  LIFE  THREATENING 
EMERGENCY:  FIRST  AID  WITHOUT  PANIC 
Michael  Bleicher,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

March  24-28,  Monday  thru  Friday,  9:30  a.m.-5:00  p.m. 
CLINICAL  NEUROLOGY 
Melvin  D.  Yahr,  M.D.,  Howard  P.  Krieger,  M.D. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

March  27,  9:00  a.m.-5:00  p.m.,  Thursday 

PM  336  CURRENT  CONCEPTS  IN  FETAL  MATERNAL 
MEDICINE 

Thomas  Kerenyi,  M.D.,  Neils  H.  Lauersen,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (6V2 
hrs.) 

March  28,  8:45  a.m.-4:45  p.m.,  Friday 
COMMUNICATION  DISORDERS 
Asher  Bai,  Ph.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (6%  hrs.) 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 
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March  10-11 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
David  J.  Cullen,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270-1000. 


Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine 

260  East  188  Street 
Bronx 

March  11,  8:00-10:00  p.m.,  Tuesday 

LEGIONNAIRES'  DISEASE  AND  BACTERIAL  PNEUMONIAS 
Stephen  Baum,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 
Tel:  212/295-1100. 

Manhattan  Eye,  Ear  & Throat  Hospital 

210  E.  64th  Street 

March  14- 15,  Friday  and  Saturday 

RETINAL  DETACHMENT  SURGERY— STRATEGY  AND 
TACTICS 

For  further  information  contact  James  S.  Schutz,  M.D., 
Manhattan  Eye,  Ear  & Throat  Hospital,  210  E.  64th  Street, 
New  York  10021.  Tel:  212/753-6464. 


Lenox  Hill  Hospital 

100  East  77th  Street 
March  14- 16,  Friday-Sunday 

DIAGNOSTIC  CHOICES  IN  RENAL  RADIOLOGY 
Drs.  Walter  E.  Berdon,  Joshua  A.  Becker,  Leonard  M. 
Freeman,  Selwyn  B.  Levitt,  John  H.  McGovern. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (17  hours) 

For  further  information  contact  David  A.  Follett,  M.D.,  Course 
Director,  Department  of  Radiology,  Lenox  Hill  Hospital,  100 
East  77th  Street,  New  York  10021.  Tel:  212/794-4305. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 

* International  Center 

345  East  46th  Street 

March  19,  8:30  p.m.,  Wednesday 

TWENTY-EIGHTH  ANNUAL  KAREN  HORNEY  LECTURE 
Alexander  Wolf,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York  10021. 


Beth  Israel  Medical  Center  co-sponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  the  Mount  Sinai  School  of  Medicine 
(CUNY) 

March  19,  8:30 a. m. -4:00 p.m.,  Wednesday 

FROM  ENURESIS  TO  RENAL  FAILURE:  A UNIFIED 
APPROACH  TO  CHILDREN  WITH  URINARY  TRACT 
DISORDERS 

Elliot  Leiter,  M.D.,  Morris  Schoeneman,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (6  hrs.) 
For  further  information  contact  Beverley  R.  Lawrence,  Post- 
Graduate  Education  Office,  Beth  Israel  Medical  Center,  10 
Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/420- 
2000. 
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March  26,  8:30  a. m. -4:00  p.m.,  Wednesday 

RECENT  ADVANCES  IN  DIAGNOSTIC  MODALITIES  AND 
THERAPY  FOR  BREAST  CANCER 
Louis  Venet,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (6  hrs.) 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
* Cornell  Medicine  Center 
Uris  Auditorium 

March  19,  7:00-9:00  p.m.,  Wednesday 

THE  UPDATE  YOUR  MEDICINE  1979-80 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 


St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

March  20,  7:30  p.m.,  Thursday 
LACRIMAL  SURGERY 
Pierre  Guibor,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  St.  Clare’s  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

* Rosenthal  Auditorium 

Montefiore  Hospital  and  Medical  Center 

1 1 1 East  2 1 0th  Street 
Bronx 

March  21-22 

TWENTIETH  ANNUAL  SYMPOSIUM  AND  SHORT 
COURSE  OF  THE  CENTER  FOR  CRANIOFACIAL 
DISORDERS  AND  CLEFT  PALATE  CENTER 
CREDIT:  AMA  Cat.  1 (16  hrs.) 

* New  York  Academy  of  Medicine 
2 East  103rd  Street 

March  28-30 

CLINICAL  NEUROLOGY  FOR  ’PSYCHIATRISTS 
PART  I 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822 


QUEENS  COUNTY 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
Flushing 

* Yellow  Home  Auditorium 
10:30  a.m.- 12  noon 
March  4 

HYPERSENSITIVITY  PNEUMONITIS  AND  THE 
EOSIOPHILIC  PNEUMONIAS 
Juanito  So.,  M.D. 

For  further  information  contact  Flushing  Hospital  & Medical 
Center,  146-09  45th  Avenue,  Flushing  11355. 
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March  1 1 

DISORDERS  OF  THE  NEUROHYPOPHYSIS 
Howard  Kolodny,  M.D. 

March  18 

INHERITED  AND  ACQUIRED  COAGULOPATHIES 
Ira  Sussman,  M.D.,  Marvin  Kagen,  M.D. 

March  25 

CLINICAL  PATHOLOGICAL  CONFERENCE  DIFFERENTIAL 
DIAGNOSIS  OF  CHEST  PAIN 
William  Frishman,  M.D. 

For  further  information  contact  Flushing  Hospital  & Medical 
Center,  146-09  45th  Avenue,  Flushing  11355. 


NASSAU  COUNTY 


Mercy  Hospital  in  liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 

9:00  a.m.-l  1:00  a m.,  Wednesdays 
March  5 

ADVANCES  IN  TOTAL  HIP  REPLACEMENT 
William  H.  Harris,  M.D. 

March  19 

PROLACTINOMAS—  1 980 
William  F.  Crowley,  Jr.,  M.D. 

CREDIT:  AMA  CAT.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue,  Rockville  Centre  11570. 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
March  3 

NUCLEAR  CARDIOLOGY  IN  THE  CORONARY  CARE  UNIT 
March  17 

THE  HEART  OF  THE  ATHLETE 
Robert  Kramer,  M.D. 

March  24 

NEWER  DRUGS  IN  MANAGEMENT  OF  ARRHYTHMIA 
Philip  Gelber,  M.D. 

March  3 1 

METABOLIC  AND  HEMODYNAMIC  EFFECTS  OF 

ACIDOSIS 

Sheldon  Adler,  M.D. 

For  further  information  contact  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park  11042. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

Department  of  Ophthalmology 

March  19,  8:00  a. m. -3:00  p.m. 

A CLINICAL  DAY  IN  OPHTHALMOLOGY  TOPICS  IN 
UVEITIS  AND  OCULAR  IMMUNOLOGY 
David  A.  Rosen,  M.D. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

Department  of  Social  Work  Services 

March  28,  1980 — 9:00  a. m. -5:00  p.m. 

THE  USE  OF  GROUPS  IN  HEALTH  SETTINGS 
Abraham  Lurie,  Ph.D. 


FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 

Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

March  4,  4:00-6:00  p.m. 

ENDOSCOPY  OF  THE  GASTROINTESTINAL  TRACT 
Jerome  D.  Waye,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Long  Beach  Memorial 
Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 
432-8000,  ext.  362  or  363. 


Long  Island  Jewish  Hillside  Medical  Center 

New  Hyde  Park 
’ Teaching  Center 

March  26,  6:00-7:00  p.m.,  Wednesday 

ANESTHETIC  CONSIDERATION  IN  THE  CARDIAC 
PATIENT  HEMODYNAMICS 

For  further  information  contact  Long  Island  Jewish  Hillside 
Medical  Center,  Department  of  Anesthesiology,  New  Hyde 
Park  11042. 


SUFFOLK  COUNTY 


St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 

* St.  Charles  Lecture  Room 
March  3,  1 1:30  a. m.,  Monday 

TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
March  10,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
March  11,  1 1:30  a m. -1:00  p.m. 

WEEKLY  EDUCATIONAL  SERIES  SPLENECTOMY  AND 
ITS  LIABILITY  TODAY  AND  IN  THE  FUTURE 
Hernan  M.  Reyes,  M.D. 

* St.  Charles  Board  Room 
March  17,  7:00  a.  m.,  Monday 

ANESTHESIA  CONFERENCE 

ANESTHESIA  FOR  CATARACT  EXTRACTION 

Edward  Norris,  M.D. 

* St.  Charles  Lecture  Room 
March  17,  7:30  a.m.,  Monday 

OPHTHALMOLOGY  CONFERENCE 
PEDIATRIC  OPHTHALMOLOGIC  UPDATE 
Alfred  Cossari,  Jr.,  M.D. 

March  17,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
March  24,  1 1:30  a. m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
March  31,  1 1:30  a. m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 

For  further  information  contact  Gerald  Shapiro,  M.D.,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson 
11777.  Tel:  516/473-2800. 
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Mather  Memorial  Hospital  cosponsored  by  St. 

Francis  Hospiia! 

North  Country  Road 
Port  Jefferson 
* Mather  Conference  Room 
March  3,  8:00  p.m.,  Monday 

POST  GRADUATE  DENTAL  PROGRAM 

CARDIOLOGY 

Peter  Bruno,  M.D. 

March  4,  1 1:30  a. m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
PRE-OPERATIVE  CLEARANCE 

Alfred  Ziviello,  M.D.,  Victor  Cangelosi,  M.D.,  Paul  Popper, 
M.D. 

March  18,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
ACUTE  PANCREATITIS— A REVIEW 
Paul  D.  Webster,  M.D. 

March  25,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
CHRONIC  EAR  DISEASES 
Richard  Litman,  M.D. 

For  further  information  contact  Gerald  Shapiro,  M.D.,  Mather 
Memorial  Hospital,  North  Country  Road,  Port  Jefferson, 
11777.  Tel:  516/473-1320. 


SUNY  at  Stony  Brook 

Stony  Brook 

* Health  Sciences  Center 
Lecture  Hall  2,  Level  2 
March  10-14 

6th  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $300.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

March  28 

PSYCHOPHARMACOLOGY  UDATE 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  29 

THE  RHEUMATOID  HAND 

For  further  information  contact  Tamarath  K.  Yolles,  M.D., 
Assoc.  Dean  for  Continuing  Medical  Education,  SUNY  at 
Stony  Brook  11794.  Tel:  516/246-2094/2135. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

March  14,  8:30  a.m. 

MULTIPLE  ORGAN  FAILURE  IN  THE  CRITICALLY  ILL 
PATIENT 

William  Stahl,  M.D. 

For  further  information  contact  St.  Joseph’s  Hospital,  127 
South  Broadway,  Yonkers.  Tel:  914/965-6700. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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1980  Spring  CME  Assembly 
Medical  Society  of  the  State  of  New  York 

Rye  Town  Hilton,  Port  Chester,  New  York 

FRIDAY,  APRIL  25 

8 a.m.  OBSTETRICS  & GYNECOLOGY 

GENERAL  SESSION  with  Gastroenterology  & Radiology 

MEDICAL  LEGAL  & WORKERS’  COMPENSATION  with  Occupational  Medicine 

9 a.m.  OTOLARYNGOLOGY  with  Neurosurgery 

2 p.m.  OBSTETRICS  & GYNECOLOGY,  (cont’d) 

GENERAL  SESSION,  Room  B (cont'd) 

OTOLARYNGOLOGY  with  Neurosurgery,  (cont’d) 

NEUROLOGY 
CHEST  DISEASES 
CARDIOVASCULAR  DISEASES 

SATURDAY,  APRIL  26 

8 a.m.  PATHOLOGY 

DERMATOLOGY 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont'd) 

OPHTHALMOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 
MEDICAL  LIABILITY 

2 p.m.  DERMATOLOGY,  (cont’d) 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’d) 

OPHTHALMOLOGY,  (cont’d) 

HIGHWAY  SAFETY 
MEDICAL  LIABILITY,  (cont'd) 

SUNDAY,  APRIL  27 

9 a.m.  UROLOGY 

PLASTIC  SURGERY 

PSYCHIATRY  with  Family  & General  Practice 

ALLERGY  & IMMUNOLOGY 

PHYSICAL  MEDICINE  & REHAB,  with  Anesthesiology 
PEDIATRICS  with  School  Health 
WOMEN’S  MEDICAL  SOCIETY 

BASIC  CARDIAC  LIFE  SUPPORT  (BCLS)  COURSE,  open  to  members 
of  MSSNY  only:  Friday,  8 a.m.  and  2 p.m. 

Saturday,  8 a.m.  and  2 p.m. 

Sunday,  9 a.m.  to  1 p.m. 


SCIENTIFIC  & TECHNICAL  EXHIBITS 

Friday  & Saturday,  8:30  a.m.  to  5 p.m. 

Sunday,  8:30  a.m.  to  1 p.m. 

CME  CREDITS:  Each  program  will  be  eligible  for  CME  Category 

1 Credits  on  an  hour-for-hour  basis. 
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ANESTHESIOLOGIST 

BUFFALO.  N.Y.,  (Suburban)  Erie/Niagara  County  needs  a Anes- 
thesiologist. Contact  Samuel  L.  Lieberman,  M.D.,  1557  Colvin 
Blvd..  Buffalo  14223.  Tel:  716/873-7979. 

SODUS,  N.Y.,  Wayne  County  needs  a Anesthesiologist.  Contact 
Dr.  Richard  F.  Endres,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 


DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388 


EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Jacob  Buchbinder,  Putnam  Community 
Hospital,  Carmel  10512.  Tel:  914/279-5711. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M D„  Director  Emergency 
Services,  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  516/654-7236  or  593-7080. 


ENT 

GENEVA,  N.Y.,  Ontario  County  needs  a ENT  Physician.  Contact 
Erich  Hirsch,  M.D.,  35  Mason  Street,  Geneva  14456. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  M.D.,  7 West  Church  St.,  Adams  13605.  Tel: 
315/232-2972  or  315/232-2911. 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261. 

BOLIVAR,  Allegany  County  needs  a Family  Physician.  Contact 
Jen-Min  Wang,  M.D.,  252  N.  Main  Street,  Bolivar  14715.  Tel: 
716/928-1905. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M.  L.  Musselman,  M.D.,  Director,  University  Health  Service,  State 
University  of  New  York  at  Buffalo,  216  Michael  Hall,  Buffalo 
14214.  Tel:  716/831-3316. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
Dr.  Erick  Clarke,  Executive  Director  or  Dr.  Isaiah  Meggett, 
Medical  Director,  576  Kensington  Avenue,  Buffalo  14214. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 


GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988 

HORNELL.  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 
HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli.  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534.  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS.  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 
NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Durham, 
Oswego  Hospital,  110  West  Sixth  Street,  Oswego  13126. 
PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memoria1  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 
POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 
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GENERAL  SURGEON 

ALBION.  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physic  an  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  1441 1.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  Countv  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377  Tel- 
21 2/278-0440. 

LOCUM  TENENS 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
Jerry  Hersh,  M.D.,  1301  Trumansburg  Road,  Ithaca  14850.  Tel' 
607/273-8505. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/*253-3388. 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

HUNTINGTON,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  Physician. 
Contact  Susan  Friedlander,  M.D.,  c/o  Huntington  Medical  Group, 
180  E.  Pulaski  Rd.,  Huntington  Station  11746.  Tel:  516/ 

423-7700. 


NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Erro|  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gyecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chqck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Internist  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
WEBSTER,  N.Y.,  Monroe  County  needs  and  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 
WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street. 
Webster,  14580. 


ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 


OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Opthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 


ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 


PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 


PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Neurologist 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

NEW  YORK,  N.Y.,  needs  a Pediatrician.  Contact  A.  J.  Cuti,  M.D., 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  St.,  New  York 
10029.  Tel:  212/369-2211. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
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13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician  and  Psy- 
chiatrist. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
f^edicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn 
Physician,  Family  Physician  and  Internist.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D  , 1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PHYSICAL  MEDICINE  & REHABILITATION 

NEW  YORK,  N.Y.,  needs  a Physical  Medicine  & Rehabilitation 
physician.  Contact  S.  J.  Yue,  M.D.,  Director,  Rehabilitation 
Medical  Service.  St.  Luke's  Hospital  center,  114th  Street  & 
Amsterdam  Ave.,  New  York  10025. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon.  Contact 
Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany  12208. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist  and  Pedi- 
atrician. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  1 1772.  Tel:  516/654-7095. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Psychiatrist. 
Contact  Dr.  Eng  Tan,  Director,  Dept,  of  Psychiatry,  Staten  Island 
Hospital,  Bldg.  2,  777  Seaview  Avenue,  Staten  Island  10305. 
Tel:  212/979-9884/5. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke's  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

S3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  


(zip) 


QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School = Year  Graduated 

Internship 

Hospitals Da  tea 

Residency ________________________________________________________________ 

Hosp  ita  Is ____ 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  ot  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group Institutional 

Other  

Dice  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra ct  iced 

(Give  daces) 


'/hen  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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rractice  wnat  we  teacn. 


Today  there  are  over  3 1 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach 
programs — as  well  as  the 
Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
Primer  on  the  Rheumatic 


Diseases)  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION 


A public  service  of  this  magazine 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded  — the 
ability  to  function  can  be  maintained.  r v.~. 

Oral  Hydergine  tablets  promote  r '-‘O  ^ 

better  patient  compliance  Q>  w 

Compared  with  the  sublingual  form, dosage  adminlsira- 
tion  is  easier,  with  less  need  for  supervision. 

‘C  1979  Saruloz.  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets . 

Adverse  Reactions:  Serious  side  etfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  tor  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg. 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg:  packages  ot  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
: . mg  dihydroergocornine  mesylate  0.167  mg.  dihydroergocristine  mesylate  0.167  mg.  and  di- 
: -.  tt^yergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
' -Hnlhe  proportion  ot  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg: 
packages  of  100  and  1000. 

Before  prescribing , see  package  insert  for  lull  product  information 
SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 


SAN  DOZ 


SDZ  9 350 


The  primary 
beneficiaries  of 

ORAL 

HYDERGINE^ 

Each  1 mg  Hydergine  tablet  containsdihydroergocormne  mesylateO.333  mg,  dihydro- 
ergocristine mesylate  0.333  mg , and  di  hyd  roergocryptine  (di  hydro-al  pha-ergocry  pti  ne 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 
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Important 

Your  Next  Meeting 


The  174th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York  will  be 
held  at  the  Grand  Hyatt  New  York  on  . . . 


September  28-October  2,  1980 
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Medical  Society  of  the  State  of  New  York 


House  of  Delegates 


Minutes  of  the  Annual  Meeting* 

September  16  through  20,  1979 


The  173rd  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  leas  con- 
vened at  the  Sheraton  Centre  Hotel,  Seventh  Avenue 
and  52nd  Street,  New  York  City,  on  Sunday,  September 
16  at  2:00  p.m.;  on  Tuesday,  September  18  at  2:00  p.m 
on  Wednesday,  September  19  at  8:15  a.m and  on 
Thursday,  September  20  at  9:00  a.m.;  Joseph  F.  Shana- 
phy,  A/  D.,  Speaker;  Richard  l).  Eberle,  M.D.,  Vice- 
Speaker;  Victor  J.  Tofany,  M I).,  Secretary;  Allison  B. 
Landolt,  M.D.,  Assistant  Secretary. 


OPENING  PROCEEDINGS 

INVOCATION  AND  NATIONAL  ANTHEM 

. . . Speaker  Shanaphy  introduced  the  Reverend  Carl 
Flemister  of  the  American  Baptist  Churches  of  Metro- 
politan New  York,  who  gave  the  invocation.  This  was 
followed  by  the  National  Anthem  sung  by  Vincent  F. 
Gravano,  M.D.,  of  Staten  Island,  New  York  . . . 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  CREDENTIALS 

. . . William  A.  Schwarz,  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  195  delegates  were 
registered;  Secretary  Tofany  reported  that  a quorum  was 
present.  Speaker  Shanaphy  then  declared  the  173rd  ses- 
sion of  the  House  of  Delegates  open  for  transaction  of 
business  . . . 

MEMORIAL  TRIBUTE 

. . . Speaker  Shanaphy  read  the  names  of  the  deceased 
members  of  the  Society  as  follows: 


A verbatim. copy  of  the  proceedings  of  the  House  of  Delegates 
is  on  tile  at  the  Headquarters  Office  of  the  Medical  Society  of  the 
State  of  New  York,  430  Lakeville  Road,  Lake  Success.  New  York 
1 1043. 


Albany  County:  John  Fayette  Mosher,  county  dele- 
gate 1952  to  1956. 

Erie  County:  Robert  Blum,  section  on  internal  med- 

icine; delegate  1965;  E.  Hoyt  DeKleine,  section  on  plastic 
and  reconstructive  surgery  1968;  Richard  Anthony 
Downey,  section  on  pediatrics;  delegate  1961  to  1962; 
Martin  L.  Gerstner,  section  on  ophthalmology  and  oto- 
laryngology; delegate  1954;  section  on  otolaryngology 
delegate  1955;  county  delegate  1959  to  1962;  Samuel 
Sanes,  county  delegate  1953  to  1960. 

Fulton  County:  Arthur  Raymond  Wilsey,  section  on 
obstetrics  and  gynecology,  delegate  1959. 

Herkimer  County:  Harold  Theodore  Golden,  county 
delegate  1960  to  1978. 

Kings  County:  Alexander  Chester,  section  on  allergy; 
delegate  1961.  William  Ostrow,  county  delegate  1945  to 
1951. 

Nassau  County:  Leo  Thomas  Flood,  second  district 

branch  delegate  1955  to  1957;  county  delegate  1958  to  1967; 
Joseph  Horace  Kinnaman,  section  on  preventive  medi- 
cine and  public  health  1956  to  1959;  county  delegate  1969 
to  1972;  Joseph  Patrick  Mahoney,  county  delegate  1977 
to  1978. 

Queens  County:  Jack  London,  county  delegate 

1977. 

Suffolk  County:  Joseph  Gerard  Welling,  county 

delegate  1957. 

Westchester  County:  Reginald  Axford  Higgins, 

county  delegate  1937  to  1938  and  1943  to  1952. 

. . . The  House  rose  and  stood  for  a moment  of  silence 
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. . . The  following  memorial  resolution  was  presented  to 
the  House  by  Charles  A.  Bertrand,  M.D.,  President  of  the 
Medical  Society  of  the  County  of  Westchester,  Inc.  It  was 
unanimously  adopted  by  the  House  . . . 

I^esolution  79-32,  Katharine  L.  Friedmann  Cres- 
cenzi,  M.D. 

Introduced  by  the  Medical  Society  of  the  County  of 
Westchester 

Whereas,  Katharine  L.  Friedmann  Crescenzi,  M.D.,  a 
dedicated  physician  and  outstanding  community 
leader  in  Westchester  County,  died  on  January  7, 1979, 
at  St.  Agnes  Hospital  in  White  Plains  after  a brief  ill- 
ness; and 

Whereas,  Doctor  Crescenzi  was  a graduate  of  White  Plains 
High  School  and  Wellesley  College  in  Massachusetts. 
She  received  her  M.D.  degree  from  the  Women’s 
Medical  College  of  Pennsylvania  in  1952  and 
Whereas,  Doctor  Crescenzi  served  her  internship  and 
residency  at  Grasslands  Hospital  from  1952-1954,  and 
began  her  private  practice  in  Family  Medicine  in 
Ardsley  in  1954.  She  was  the  Ardsley  School  Physi- 
cian since  1957.  She  was  certified  a Diplomate  of  the 
American  Board  of  Family  Practice  in  1970;  and 
Whereas,  Doctor  Crescenzi  served  with  distinction  on  the 
Medical  Staffs  of  Dobbs  Ferry  Hospital,  St.  John’s 
Riverside  Hospital,  and  the  Westchester  County 
Medical  Center  New  York  Medical  College  of  Valhalla. 
She  was  Clinical  Assistant  Professor  of  Medicine  of 
the  New  York  Medical  College  and  the  President  of 
the  Dobbs  Ferry  Hospital  Medical  Board;  and 
Whereas,  Doctor  Crescenzi  served  for  many  years  as  an 
active  member  on  the  Boards  of  the  Westchester 
County  Medical  Society,  the  Westchester  Academy 
of  Medicine,  Westchester  County  Cancer  Society, 
Westchester  Heart  Association,  and  the  Westchester 
County  Department  of  Laboratories  and  Research; 
and 

Whereas,  Doctor  Crescenzi  was  Past-President  of  the 
Westchester  County  Medical  Society  and  the  West- 
chester Academy  of  Medicine,  as  well  as  Chairwoman 
of  many  Medical  Society  of  the  State  of  New  York 
committees  throughout  the  years.  She  was  a Delegate 
of  the  House  of  Delegates  of  MSSNY  1971-1978,  and 
a member  of  the  New  York  State  Board  of  Medicine; 
and 

Whereas,  the  medical  profession  of  Westchester  County 
and  her  pat  ients  have  lost  a dedicated  physician  and 
dear  friend  whose  charm,  wisdom,  counsel,  and  lead- 
ership will  be  greatly  missed;  therefore  be  it 
Resolved,  That  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  express  their  deep 
sorrow  on  the  passing  of  Katharine  L.  Friedmann 
Crescenzi,  M.D.;  and  be  it  further 
Resolved,  That  this  resolution  be  published  in  the  minutes 
of  this  meeting  of  the  House  of  Delegates,  and  a copy 
of  this  resolution  be  sent  to  her  husband  Armand  A. 
Crescenzi,  M.D.,  and  her  family,  as  an  expression  of 
our  deep  sympathy  and  of  the  high  esteem  in  which 
Katharine  L.  Friedmann  Crescenzi,  M.D.,  was  held  by 
her  many  colleagues,  friends,  and  patients. 


INTRODUCTION  OF  NEW  DELEGATES 

. . . Speaker  Shanaphy  introduced  the  following  new 
delegates  who  were  applauded  by  the  House: 

County  Delegates 

John  R.  Anderson,  Herkimer 

Frank  L.  Armstrong,  Yates 

James  J.  Burnett,  Broome 

Robert  J.  Cassidy,  Schenectady 

Bienvenida  S.  Cruz,  Bronx 

Robert  G.  Eisenhardt,  Allegany 

Karuvath  Enu,  Greene 

Yehudi  M.  Felman,  Kings 

Jacob  S.  Feynman,  Saratoga 

E.  James  Fogel,  Tompkins 

Robert  Anthony  Francomano,  Warren 

Erich  Hirsch,  Ontario 

Glen  Joshpe,  Delaware 

Milford  C.  Maloney,  Erie 

Felix  A.  Monaco,  Nassau 

Harry  H.  Moorhead,  Westchester 

William  Oliver,  Kings 

Shashikant  R.  Patel.  Bronx 

Torrence  P.  B.  Payne,  Orange 

Hilda  Ratner,  Queens 

Nathan  P.  Reed,  Albany 

Zia  Segatol-Islami,  Oswego 

John  Boulton  Southwick,  Clinton 

George  P.  Tilley,  Onondaga 

Walter  A.  Trenkle,  Nassau 

Charles  J.  Vacanti,  Monroe 

Krishna  K.  Vadlamudi,  Herkimer 

Section  Delegates 

Philip  C.  Bonanno,  Westchester 
Tay  S.  Kim,  Kings 
Victor  A.  Panaro,  Erie 

Medical  School  Delegates 
Theodore  Cooper,  New  York 
David  A.  Dreiling,  New  York 
Ross  Markello,  Erie 
Thomas  Franklin  W’illiams,  Monroe 

Medical  Students 

Stephen  N.  Levy,  Albany 
Jean  M.  Weigert,  Onondaga 

APPROVAL  OF  MINUTES  OF  1978  MEETING 

. . . The  minutes  of  the  October,  1978,  session  were  ap- 
proved as  published  in  the  March,  1979,  issue  (Volume  79, 
Number  4)  of  the  New  York  State  Journal  of  Medicine. 


REFERENCE  COMMITTEES 

Credentials 

William  A.  Schwarz,  Richmond.  Chairman 

George  W.  Fugitt,  Krie 

Alfred  L.  George,  Genesee 

A.  W.  Martin  Marino,  Jr.,  Kings 

Albert  A.  Mazzeo,  Orange 
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Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Hoard  of  Trustees 

Budget  and  Finance 

Executive  Vice-President 

New  York  Delegation  to  the  AM  A 

District  Branches 

Physicians’  Home 

Research  and  Development 

Resume  of  Instructions  from  the  1978  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of  Trustees,  Execu- 
tive Committee,  Officers,  Council  Committees,  and  Gov- 
ernmental Agencies 

Ad  Hoc  Committee  to  Evaluate  District  Branches 
Ad  Hoc  Committee  to  Review  the  Physicians'  Home 
William  F.  Mitty,  Jr.,  New  York,  Chairman 
Robert  E.  Gordon,  Kings 
John  T.  Prior,  Onondaga 
John  F.  Spring,  Broome 
Patricia  G.  Squillace,  Nassau 

Bylaws 

Daniel  F.  O’Keeffe,  Warren,  Chairman 
Edgar  P.  Berry,  New  York 
Allison  B.  Landolt,  Westchester 
George  Lim,  Oneida 

Scientific  Activities,  Publications,  and  Miscellaneous 

Awards  and  Prize  Essays 

Communications 

Dinner 

General  Insurance 
Library  and  Archives 
Medical  School  Relationships 
Membership 
Membership  Benefits 

New  York  State  Society,  American  Medical  Assistants, 
Advisory  to 
Publications 
Scientific  Program 

Scientific  Awards  Subcommittee 
Scientific  Exhibits  Subcommittee 

Ad  Hoc  Committee  to  Study  the  Situation  of  Charles  J. 
Sellers  and  Company,  Inc. 

Richard  B.  Nolan,  New  York,  Chairman 

Clarke  T.  Case,  Oneida 

John  L.  Clowe,  Schenectady 

Tay  S.  Kim,  Kings 

Nicetas  M.  Kuo,  Queens 

Public  Health  and  Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Home  Health  Care 

Maternal  and  Child  Health 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

School  Health 

Continuing  Medical  Education 

Forensic  Medicine 

Hospice 


Information  Technology  in  Medicine 

Elizabeth  A.  Goessel,  New  York,  Chairman 

Nathaniel  B.  Messinger,  Suffolk 

James  It.  Nunn,  Erie 

John  A.  Ramsdell,  Westchester 

Wayne  C.  Templer,  Steuben 

Medical  Services 

Health  Manpower  and  Rural  Medical  Service 

Health  Systems  Agency  Coordinating  Committee 

Hospital  and  Professional  Relations 

Interspecialty 

Medical  Care  Insurance 

PSRO 

Socioecon  om  i cs 

Workers'  Compensation  and  Occupational  Health 
Ad  Hoc  Commit  tee  on  Cost  Containment 
Ad  Hoc  Committee  to  Meet  with  New  York  State  Nurses 
Association  re  Physicians'  Assistants 
Ad  Hoc  Committee  to  Meet  with  Richard  Berman,  Director, 
Health  Systems  Management  re  State  Health  Depart- 
ment Actions  vs.  PSRO  Functions 
Leonard  L.  Heimoff,  Bronx,  Chairman 
Maurice  J.  Elder.  St.  Lawrence 
Donald  W.  Hall,  Erie 
George  W.  Melcher,  Jr.,  New  York 
Tamarath  K.  Yolles,  Suffolk 

Governmental  Affairs  and  Legal  Matters 

Ethics 

Judicial  Council 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Countersuits  Subcommittee  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board 
Subcommittee  on  Legal  Affairs 

Ad  Hoc  Committee  on  Mark  A.  Siegel's  Bill  for  a Consumer 
Oriented  Physicians'  Directory 
Ad  Hoc  Committee  to  Meet  with  Administrative  Judges  of 
New  York  State 

Ad  Hoc  Committee  on  Physicians  as  Expert  Witnesses 
John  P.  Albanese,  Bronx,  Chairman 
William  P.  Clark,  Westchester 
‘Douglas  Murphy-Chutorian,  New  York 
Donald  S.  Raines,  Monroe 
Seymour  R.  Stall,  Dutchess 

Tellers 

William  C.  Stein,  Niagara,  Chairman 
Thomas  J.  Doyle,  Queens 
Samuel  M.  Gelfand,  Nassau 
Bentley  D.  Merrim,  Kings 
Robert  R.  Scott,  Tioga 

Sergeant  at  Arms 

Richard  L.  Petrillo,  Westchester,  Chairman 

Irwin  J.  Cohen,  New  York 

Robert  J.  O’Connor,  Richmond 

Stanley  A.  Steckler,  Suffolk 

Nicholas  P.  Teresi,  Albany 

REFERRAL  OF  REPORTS,  SUPPLEMENTARY 
REPORTS,  AND  RESOLUTIONS 

. . . On  motion  of  Secretary  Tofany,  the  reports  and 
supplementary  reports  of  officers,  trustees,  commissions, 
committees,  and  district  branches,  both  published  and 
distributed,  and  resolutions  as  distributed  were  referred 
to  the  appropriate  reference  committees  without 
reading. 

* Medical  School  Delegate. 
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ADDRESSES  TO  THE  HOUSE 


IMMEDIATE  PAST  PRESIDENT  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION* 

. . . President  Way  introduced  Tom  E.  Nesbitt,  M.D., 
Past  President  of  the  American  Medical  Association,  who 
addressed  the  House  as  follows: 

Mr.  President,  Mr.  Speaker,  members  of  this  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New  York, 
it  is  a real  pleasure  for  me  to  have  this  opportunity  to  come 
to  you  and  spend  a short  while  with  you  during  this  session 
of  your  House. 

Last  night,  flying  to  New  York  from  Nashville,  I had  an 
opportunity  to  sit  beside  a good  friend  of  mine,  who’s  a 
newcomer  to  the  national  community  and  a former 
Chairman  of  the  Board  of  one  of  the  world’s  largest  insur- 
ance agencies.  He  was  coming  up  to  a Board  meeting  of 
AT&T  today.  We  were  discussing  some  of  the  issues  in  our 
own  community  and  the  corporation  in  which  he  now 
serves  as  Chairman  of  the  Board.  We  talked  about  gold 
at  $380  an  ounce,  Russian  combat  troops  in  Cuba;  we 
talked  about  the  publication  of  the  H-bomb  secret  for 
public  consumption,  the  third  Kennedy’s  attempt  to  run 
for  the  presidency  of  the  United  States.  I thought  to  my- 
self, there  was  an  old  Chinese  philosopher  who  made  a 
habit  of  blessing  each  of  his  new  grandchildren  with  the 
words,  “May  you  live  in  interesting  times.”  I reflected  that 
“we  live  in  interesting  times”;  and  we  truly  do.  I would 
have  it  no  other  way,  and  I’m  sure  you  feel  that  way  too. 
Except,  then  I thought  a little  bit  further  and  I thought — 
well,  it  is  interesting  that  we  have  a man  in  the  presidency 
now  who  gets  attacked  by  a wild  rabbit  in  a fishing  pond, 
who  collapses  while  he’s  jogging,  and  I understand  fell 
overboard  on  the  Delta  Queen  when  he  was  floating  down 
the  Mississippi  the  other  day.  I presume  you’ve  heard  the 
sequel  to  that  story. 

There  were  three  little  boys  sitting  on  the  bank  fishing. 
They  saw  the  man  fall  overboard  and  they  rescued  him  and 
got  him  to  the  hank  and  realized  who  he  was.  He  turned 
to  the  first  kid  and  said,  “Gee,  I really  appreciate  what 
you’ve  done  for  me  today.  Is  there  something  I might  do 
for  you?”  The  little  boy  spoke  up  promptly  and  said,  “Yes, 
sir,  Mr.  President.  I’ve  always  wanted  to  go  to  West 
Point.”  He  said,  “Son,  that’s  taken  care  of.  As  soon  as  I 
get  back  to  the  White  House,  I'll  see  that  you  have  that 
appointment.”  He  looked  at  the  second  little  boy  and  he 
promptly  said,  “Yes,  sir,  Mr.  President.  I have  something 
I’ve  always  wanted  to  do.  I’ve  always  been  interested  in 
the  Navy  and  I’d  love  to  go  to  Annapolis.”  He  said, 
“That’s  easy  to  take  care  of.  I'll  get  that  appointment  for 
you  too."  The  next  little  hoy  hesitated  for  a minute  and 
then  he  said,  “Well,  Mr.  President,  I’d  like  to  have  a place 
reserved  for  me  in  the  Arlington  Cemetery.  Jimmy  looked 
at  him  kind  of  f unny  and  said,  “That’s  an  interesting  re- 
quest. Would  you  mind  explaining  that?”  He  said,  “Not 
at  all,  Mr.  President.  When  I get  home  today  and  my 
daddy  finds  out  what  I did,  he’ll  kill  me  for  sure.” 

If  really  i^  incredible  what  is  happening  in  this  country 
of  ours.  I understand  Jim  Sammons  talked  with  you  about 
a number  of  the  issues  that  we  were  discussing  last  week 
when  our  AMA  Board  met  and  which  each  of  us  has  had 

l)r.  Neshitl  addressed  the  House  at  the  Wednesday  morning 
session. 


occasion  to  discuss  with  civic  groups,  corporate  groups,  and 
physicians  groups  in  the  last  several  months.  The  number 
one  issue  to  me,  which  is  still  most  current  before  the 
Congress,  is  the  issue  related  to  the  cost  of  medical  care. 

Anytime  I talk  on  that  subject,  I simply  have  to  take  a 
moment  and  reflect  on  how  we  got  where  we  are.  We  have 
to  understand  that  before  we  can  figure  out  where  we’re 
going  and  how  to  get  there.  As  you  know,  it  all  began  back 
about  1974  when  suddenly  everyone — physicians  groups, 
insurance  people,  labor,  and  government — all  began  to 
express  serious  concerns  and  a lot  of  editorial  material  was 
published  on  the  rate  of  escalat  ion  of  hospital  costs.  There 
had  been  no  solid,  hroadbased  study  on  this  entire  ques- 
tion, on  the  reasons  behind  it,  and  how  to  find  the  solutions. 
An  AMA  Board  of  Trustees  made  the  decision  then  to  fund 
such  a study  from  a broad  cross-section  of  society,  not  just 
a group  of  doctors  talking  to  doctors  with  doctors’  solutions 
that  wouldn’t  have  credibility,  but  to  ask  members  of 
Congress,  labor,  the  insurance  industry  and  consumers  to 
get  together,  and  to  look  at  it.  We  would  pay  for  it;  we 
would  fund  it;  we  would  stay  out  of  the  deliberations;  but 
help  us.  Help  society  with  this. 

As  you  know,  as  a result  of  that  decision  came  the  Na- 
tional Commission  on  the  Cost  of  Medical  Care — 48  rec- 
ommendations. They  didn’t  dwell  on  the  reasons  we  have 
problems.  They  dealt  with  them  tangentially  and  iden- 
tified them  as  inflation  and  demands  for  services  generated 
by  more  people  owning  insurance  policies  and  government 
guaranteeing  health  care  coverages,  increased  and  im- 
proved technology,  professional  liability  insurance — all  of 
these  f actors,  many  of  which  we  have  very  little  control  over 
at  the  present  time.  They  referred  to  that,  but  they  tried 
to  identify  the  ways  to  attack  the  problem  and  resolve  it. 

As  far  as  I’m  concerned  they  said  two  things  to  us. 

They  said,  “Let’s  create  cost  consciousness,  not  just 
among  doctors  but  among  society  in  all  elements  of  the 
equation  involved  in  that  delivery  system.  Let’s  let  people 
understand  what  cost  consciousness  is.”  And  second, 
“Let’s  avoid  doing  what  the  government  has  done  for  the 
last  25  years  in  the  creation  of  75  regulatory  agencies, 
whereas  we  had  four  only  25  years  ago.  Let’s  avoid  that 
by  making  the  marketplace  work,  using  the  free  enterprise 
concepts;  let’s  create  some  market  analogues  and  let’s  see 
if  we  can  develop  incentives  and  create  competitive 
forces — not  antagonistic  competitive  forces,  not  adversarial 
forces,  but  purely  economic  competitive  forces — within  the 
medical  care  industry  and  make  it  operate  like  it  should 
without  additional  Federal  regulatory  activities.”  That 
is  really  what  they  said  in  their  recommendations.  When 
you  analyze  them,  they  all  converge  on  that  central 
theme. 

As  it  came  out,  and  it  received  rave  notices  f rom  t he  news 
media  and  the  business  community,  all  of  a sudden  we  in 
medicine  were  at  the  nucleus  of  this  whole  activity.  We 
had  to  become  the  catalyst.  What  could  we  do  to  try  and 
bring  about  the  solutions  that  had  been  identified  in  that 
report?  We  obviously  could  not  do  it  alone.  We  identified 
two  areas  that  we  thought  we  could  begin  to  look  at.  Jim 
Sammons  talked  to  you  about  these.  Our  corporate  visi- 
tation program  is  one  of  them.  It  has  been  very  successful; 
one  of  t he  most  rewarding  things  we’ve  ever  done.  I spent 
between  one  to  four  days  every  week  during  the  months  of 
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July,  August,  and  hall'  of  September  of  last  year  in  New 
York  City  on  those  corporate  visitation  activities.  I guess 
1 was  the  first  one  involved,  and  Huh  Hunter  has  gotten 
more  involved,  as  well  as  Lowell  Steen,  Max  Cole,  Jim,  and 
others  who  have  come  along  and  have  carried  the  ball  on 
that  action. 

There  was  another  area  that  we  felt  would  be  helpful, 
and  that  was  to  meet  with  the  editorial  boards  of  the 
newspapers  of  this  country.  We  have  met  with  33  of  them 
now.  Sit  down  and  spend  a half  a day  with  them,  much  as 
you  do  with  the  corporate  visitation  program.  The  Times, 
the  Washington  Post,  the  L.A.  Times,  the  Miami  Herald, 
the  Chicago  Sun-Times,  the  Tribune,  the  papers  in  Min- 
neapolis, Milwaukee,  Atlanta,  Seattle,  San  Francisco,  L.A., 
and  Atlanta — we  have  met  with  all  of  these  newspapers. 

If  you  will  reflect  for  a minute,  the  editors  of  the  editorial 
boards  of  the  newspapers  in  the  last  six  to  twelve  months, 
I think  you’ll  agree  with  me  there’s  been  a very  subtle  shift 
in  attitudes  towards  medicine  and  toward  the  organiza- 
tional aspects  of  medicine,  which  I don’t  believe  have  been 
as  vindictive  and  as  inflamatory  as  they  had  been  for  the 
last  decade  or  so.  I think  they  realize  that  we  are  respon- 
sible citizens  first  of  all;  that  we  are  concerned  about  soci- 
ety’s needs  and  the  unmet  medical  needs  just  as  we  are 
concerned  about  our  hospitals;  and  we’re  concerned  about 
controlling  the  rate  of  escalation  of  medical  care  costs. 
They  understand  that,  and  they  applaud  us  for  it.  They 
are  not  going  to  come  out  and  throw  out  accolades  in  great 
numbers.  But,  l believe  that  there  has  been  a subtle 
change  in  attitude,  and  I think  it’s  partly  a reflection  of 
these  opportunities  to  visit  with  their  editorial  boards. 

The  third  important  activity  has  been  the  Voluntary 
Effort.  That  was  the  number  ten  recommendation  of  the 
National  Commission’s  report — that  somehow  an  initiative 
be  created  within  the  private  sector  to  attack  the  problem 
of  the  cost  of  care.  The  opportunity  appeared  in  Congress 
when  Dan  Rostenkowski  issued  the  challenge  and  said, 
“Why  don’t  you  guys  in  the  private  sector,  you  doctors  and 
hospital  folks,  get  together.  See  if  you  can  do  something 
before  we  have  to  create  another  regulatory  mechanism  to 
this  simplistic,  ridiculous  cost  containment  proposal  from 
the  Carter  Administration.”  That,  in  essence,  is  exactly 
what  he  said. 

Well,  the  opportunity  was  there.  The  American  Hos- 
pital Association  and  the  Federation,  and  the  proprietary 
investor  owned  groups  got  together  for  the  first  time  with 
insurance  agencies,  the  commercials,  the  corporate  busi- 
ness community  through  the  National  Chamber  with  Blue 
Cross/Blue  Shield,  and  organized  labor.  It  was  the  first 
time  that  group  of  people  ever  sat  at  a table  discussing  any 
issue.  It  took  just  a little  germinating  seed  to  turn  a light 
bulb  on  somewhere.  Where  has  this  taken  us  in  the  last 
19  to  20  months?  It  took  six  or  eight  months  just  to  get 
people  throughout  the  country  to  understand  what  we  have 
been  trying  to  do,  what  the  objectives  of  the  program  are. 
to  get  some  state  committees  organized,  some  organized 
staffs  of  hospitals  to  understand  it,  and  some  administra- 
tive staffs  of  hospitals  to  understand  that  we  are  not  trying 
to  put  them  out  of  business.  These  animosities  and  hos- 
tilities exist  in  varying  degrees  in  every  hospital  between 
the  organized  medical  staff  and  the  administrative  staff. 
That  has  to  be  broken  down.  Doctors  had  to  understand 
what  we  have  been  trying  to  do,  and  they  have  had  to  re- 
orient their  thinking,  because  not  one  of  us  has  ever  been 
taught  to  think  in  terms  of  cost  when  we  practice  medicine 
or  how  we  spend  patients’  dollars  in  a hospital  setting,  and 


whether  or  not  we  can  reduce  them  without  at  the  same 
time  reducing  the  quality  of  the  services  which  we  are 
providing. 

I used  to  get  very  annoyed  when  I would  read  t hat  “you 
doctors  are  responsible  for  the  whole  thing  because  you’re 
spending  80  percent  of  the  bucks  in  the  medical  care  sys- 
tem.” Whoever  said  it  is  right.  We  should  stop  being 
defensive  because  you  and  I wouldn't  have  it  any  ot  her  way. 
We  don’t  want  anybody  else  spending  those  dollars  for  our 
patients  in  the  hospital.  That  is  our  responsibility,  our 
obligation,  and  the  greatest  opportunity  we  have  to  show 
that  we  know  how  to  do  it  in  a responsible  manner.  So  let 
us  stop  being  defensive.  Let’s  start  being  positive  and  say, 
“You’re  doggone  right.  We  do  it  and  we’re  going  to  con- 
tinue to  do  it,  and  we’re  not  going  to  abrogate  that  re- 
sponsibility. We  can  control  it  without  sacrificing  the 
quality  of  care.”  That  is  the  real  message,  which  we  have 
to  understand  clearly. 

As  doctors  started  thinking  along  those  lines,  suddenly 
we  would  talk  about  it.  I’ve  had  colleagues  come  up  to  me 
as  though  1 had  truly  turned  on  a light  bulb  and  say,  “Tom, 
let  me  tell  you  what  we  found  in  our  hospital  that  we  can 
do.”  Little  things  which  will  cut  the  cost  of  care. 

You  have  to  understand  that  we  only  tinker  with  about 
35  to  40  percent  of  a hospital’s  expenditures  annually  be- 
cause 55  to  60  percent  are  wages,  salaries,  and  supplies. 
Even  with  the  delay  in  understanding  and  getting  the 
program  rolling  in  1978  we  reduced  the  rate  of  escalation 
from  15.6  percent  of  the  preceding  year  to  12.8.  That  is  not 
much,  but  it  represents  a 20  percent  reduction  in  the  rate 
of  escalation  of  hospital  expenditures  in  a twelve  month 
period.  Ladies  and  gentlemen,  that  is  quite  an  accom- 
plishment. It  is  continuing  and  we  certainly  cannot  reduce 
our  efforts  now  because  the  options  are  impossible  for  us 
to  accept. 

1 just  remain  incredulous  when  1 think  of  Administra- 
tion’s simplistic  proposal  before  the  Congress  which  would 
place  a cap  on  hospital  expenditures  that  would  exempt  all 
Federal  hospitals  and  most  rural  hospitals.  It  would  apply 
primarily  to  the  1,500  teaching  hospitals  and  core  center 
urban  hospitals  in  this  country  that  give  most  of  the  care 
to  the  poor,  the  minority  groups,  the  needy,  the  underpriv- 
ileged. It  would  mean  that  those  who  need  the  care  the 
most  would  be  the  ones  sacrificed  if  that  proposal  were  to 
be  enacted  into  law. 

When  you  read  the  bill  that  says,  “Mandatory/Volun- 
tary”— that’s  the  title  of  every  section  . . . those  two  terms, 
one  following  the  other,  mandatory/voluntary.  How  ri- 
diculous. Mandatory  wage  and  price  controls  would  be 
imposed  on  the  third  largest  segment  of  this  economy, 
would  be  imposed  on  the  only  sector  of  this  economy  which 
has  attacked  the  problem  of  inflation  in  the  nation  con- 
structively and  effectively,  and  has  proved  that  it  can  do 
something  about  it.  The  rest  of  the  economy  has  done 
nothing  about  it.  Of  course,  the  main  culprits  are  the  fis- 
cal, monetary,  and  economic  policies  of  the  Administration. 
If  they  would  act  responsibily,  the  corporate  community 
and  the  business  community  would  also.  We’ve  demon- 
strated that  we  can  do  something. 

Those  hospitals  where  it  has  been  most  successful,  are 
the  ones  where  the  hospital  administrators  have  begun  to 
understand  the  importance  of  their  working  constructively 
and  cooperatively  with  their  organized  medical  staffs, 
looking  at  their  staffing  patterns  and  seeing  what  they  can 
do  in  the  administration  of  their  institutions  to  reduce  the 
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rate  of  escalation  That  is  where  the  VE  (Voluntary  Ef- 
fort ) is  really  working.  If  that  bill  were  enacted,  you  would 
immediately  see  that  sense  of  cooperation  disseminated. 
It  would  all  go  dowm  the  tube  because  everyone  would  start 
to  protect  their  own  turf. 

When  you  ask  a hospital  administrator  what  he  would 
do  to  protect  his  turf  if  cost  containment  legislation,  which 
is  currently  up  for  consideration  before  the  House  — it  has 
been  passed  out  of  Ted  Kennedy’s  Human  Resources 
Subcommittee,  he’ll  say,  “Doctor,  it’s  very  simple.  I’ll  cut 
out  the  most  expensive  operations  in  my  hospital — emer- 
gency room,  outreach  clinics,  residency  training  programs.” 
They  all  say,  “Friend,  I can  save  tons  of  money  by  elimi- 
nating some  residency  positions  in  that  hospital.”  Okay, 
what  else?  “Well,  I’d  get  rid  of  a neurology  center,  a rental 
dialysis  unit,  a coronary  care  center,  and  an  intensive  care 
unit.  It’s  very  simple,  doctor.  I’m  going  to  eliminate  the 
most  expensive  operations  in  my  institution.  That’s  how 
I’ll  save  my  money.” 

He  will  then  create  the  kind  of  hospitals  that  you  and  I 
started  practicing  medicine  in  25  or  30  years  ago,  the  kind 
of  hospitals  that  exist  in  the  Soviet  Union  today.  A few 
years  ago  on  two  occasions,  I had  an  opportunity  to  witness 
it,  and  I can  tell  you  they  look  just  exactly  like  the  Old 
Parkland  Hospital  in  Dallas,  Texas,  when  I was  a medical 
student. 

That  is  not  what  you  and  I want.  That  is  not  what  the 
American  people  want,  and  neither  do  the  members  of 
Congress.  They  have  to  understand  that,  because  when 
American  people  get  sick,  they  want  to  be  hospitalized  in 
the  most  modern,  well  equipped  hospitals  that  this  country 
has  to  offer  which  are  staffed  by  the  best  educated  and 
efficient  specialists  that  this  nation  can  offer.  That  is  what 
we  have  today,  and  we  do  not  intend  to  see  the  quality  of 
medical  care  services  deteriorate  by  a simplistic  proposal 
from  this  Carter  administration. 

If  any  of  you  have  any  influence  with  members  of  Con- 
gress dealing  with  this  issue,  I would  urge  you  not  to  neglect 
an  opportunity  to  talk  to  those  people  and  express  your 
views  and  let  them  know  the  effects  of  the  cost  containment 
legislation.  The  effects  are  totally  unacceptable  to  their 
constituency  and  to  our  constituency  — our  patients,  the 
American  people.  We  have  to  continue  this  activity  and 
not  lose  sight  of  what  I referred  to  originally  as  those  pro- 
posals to  create  marketplace  forces,  the  competitive  forces, 
and  the  incentives  in  medical  care  in  the  delivery 
system. 

I’ll  refer  to  one  more  developing  area.  You  saw  a movie 
this  morning  about  HMOs.  1 personally  do  not  believe 
that  closed  panel  HMOs  will  ever  have  a market  penetra- 
tion beyond  15  to  18  percent  in  this  country.  The  most 
they  have  ever  had  is  in  the  Kaiser-Permanente  Plans  in 
certain  areas  on  the  West  Coast.  They  have  a penetration 
of  35  percent.  In  all  the  rest  of  the  country,  and  in  the 
corporate  visitation  program,  they  don’t  want  them.  Their 
employees  don’t  like  them.  The  market  penetration  is  four 
and  a half  to  six  percent  among  their  employees,  and  the 
roll  over  on  an  annual  basis  is  about  50  percent. 

Why  are  they  unacceptable?  Patients  don’t  like  them. 
They  want  to  be  able  to  choose  their  doctor.  They  want 
to  be  able  to  be  secure  in  whom  they  are  seeing.  There  are 
certain  segments  of  the  population  who  are  quite  com- 
fortable with  that  type  of  a closed  panel  method  of  delivery 
of  service,  and  I’ve  no  quarrel  with  that.  I think  we  need 
those. 


There  is  another  area  that  is  beginning  to  surface  in  some 
areas  of  this  country  of  which  we  as  a profession  need  to  be 
aware.  We  need  to  be  aware  of  the  impact  of  some  of  the 
closed  panels  that  are  being  developed,  not  through  Federal 
monies  but  through  insurance  company  monies.  I believe 
they  will  run  into  some  major  problems  also.  Some  of  the 
others  are  refocusing  financing  incentives.  This  is  some- 
thing we  as  a profession  have  never  really  looked  at.  I 
think  we  will  have  to  look  at  it  very  closely  and  make  some 
hard  decisions  about  it.  When  you  think  of  financing, 
there  is  the  patient  and  a third  party  carrier;  a financing 
mechanism — Blue  Cross/Blue  Shield,  government,  or 
commercial  companies — and  there  are  the  hospitals. 
There  is  a strong  relationship  between  the  carrier  and  the 
patient  and  the  carrier  and  the  hospital.  In  addition  there 
is  a physician  population.  They  relate  to  patients,  but  not 
financially.  They  relate  to  hospitals,  but  not  financially, 
and  they  don’t  have  any  contract  with  the  carrier.  We 
have  remained  so  detached  from  it  that,  in  essence,  we  have 
lost  control  of  our  destiny  insofar  as  that  financing  ar- 
rangement is  concerned. 

There  are  some  groups  that  have  thought  this  through 
with  some  economic  analysts,  some  industrial  engineers, 
and  people  who  are  sympathetic  with  the  problems  of 
medicine.  They  don’t  want  to  see  medical  care  and  the 
quality  of  the  medical  care  services  deteriorate.  They  have 
thought  this  through  to  the  point  where  they  are  saying, 
“We  think  it’s  important  that  you  men  in  medicine  reas- 
sume a proper  role  in  the  financing  mechanism  of  medical 
care  services.  It  will  enhance,  strengthen,  and  augment 
your  relationship  to  your  hospitals  and  to  your  patients 
only  if  you  accept  the  responsibility  that  goes  along  with 
being  a part  of  the  financing  mechanism  and  express  ac- 
countability in  terms  of  the  peer  review  process  of  your 
colleagues.  Only  in  those  expressions  of  accountability  will 
that  responsibility  in  the  financing  focus  be  acceptable  to 
society.” 

There  are  some  groups  that  have  thought  this  through 
and  are  beginning  to  look  at  it  very  carefully.  I would  call 
your  attention  particularly  to  the  one  in  St.  Louis.  Nine 
hundred  physicians  have  joined  that  group.  It  is  very 
successful.  Organized  labor  has  found  it  to  be  acceptable. 
It’s  the  second  largest  constituency — the  UAW.  I’m  told 
that  they  are  looking  favorably  at  it,  and  that  there  are 
other  physicians  groups  that  have  gone  to  these  people  and 
said,  “Come  and  talk  to  us  about  this.  Maybe  this  is 
something  we  as  a profession  should  begin  to  address.” 

Let  me  tell  you  how  it  is  expressed.  It  is  expressed  in 
terms  of  providing  cost  conscious  options  to  employees  on 
an  annual  basis  as  they  renew  their  contractual  relation- 
ships relative  to  health  benefits.  It  makes  individuals 
think  about  what  the  options  are  for  their  health  care 
benefit  package.  Do  they  want  less  or  more?  Are  they  a 
better  risk  because  they  had  a history  of  choosing  the  right 
grandparents  who  lived  to  be  90?  Or  do  they  have  a bad 
history  of  grandparents  who  died  of  coronary  artery  disease 
and  hypertension  and  other  things  at  the  ages  of  60?  Do 
they  need  fewer  benefits  — for  instance  maternity  benefits 
because  they  are  45  or  50  years  of  age?  How  can  they  re- 
structure their  benefit  package  on  an  individual  basis  as 
an  option  that  their  employer  requires  them  to  exercise 
annually?  These  are  some  of  the  elements  that  enter  into 
these  new  considerations  in  financing. 

Senators  Durenberger  and  Schweiker  have  introduced 
proposals  which  would  contain  such  concepts.  So  the 
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Senate  is  looking  at  these  options  to  develop  competitive 
forces  and  incentives  for  people  to  become  cost  con- 
scious. 

I think  these  are  the  important  issues,  the  broad  ranging 
issues,  which  will  confront  the  profession.  If  we  do  not 
want  to  be  completely  left  out  in  the  cold  as  new  decisions 
are  being  made  in  the  financing  of  the  delivery  of  medical 
care  services,  we  need  to  address  these  issues  in  the  next 
several  months  as  we  look  at  our  impact  on  the  delivery 
system.  1 would  leave  that  with  you  for  your  consideration. 
1 think  it’s  a worthy  topic,  and  1 particularly  think  it’s 
important  for  you  in  New  York  to  look  at  that  very  care- 
fully. I am  certain  it  is  occurring  also  in  other  major  cities 
and  major  areas  in  this  country. 

Ladies  and  gentlemen,  it  is  a real  pleasure  to  have  an 
opportunity  to  be  with  you.  1 have  many  great  friends  in 
New  York.  As  I look  around  the  room,  there  are  more  fa- 
miliar faces  than  I can  count.  I wish  you  well,  and  I ap- 
preciate the  opportunity  of  participating  in  some  of  your 
deliberations. 

Thanks  very  much. 

. . . The  House  rose  and  applauded  as  Dr.  Nesbitt  left  the 
podium  . . . 


EXECUTIVE  VICE  PRESIDENT  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION* 

. . . Speaker  Shanaphy  introduced  James  H.  Sammons, 
M.D.,  Executive  Vice  President  of  the  American  Medical 
Association,  who  addressed  the  House  as  follows: 

Mr.  Speaker,  officers  of  the  society,  members  of  the 
House,  friends,  and  guests.  Thank  you  very  much  for  the 
opportunity  to  be  here  and  talk  with  you  today  for  a few 
minutes  about  American  medicine.  I thank  you  personally 
for  the  invitation,  because  I personally  always  enjoy  coming 
t(j  New  York.  I thank  you  officially,  however,  for  also  in- 
viting the  Executive  Vice  President  of  the  American 
Medical  Association  to  come  and  visit  with  you.  And  you 
will,  as  expected,  hear  a rousing  presentation  tomorrow 
from  Tom  Nesbitt,  who  has  truly  been  one  of  the  American 
medicine’s  greatest  spokesman  in  recent  history. 

I am  delighted  to  hear  the  comment  that  there  are  some 
people  here  from  a school  of  journalism.  I know  it  is  Co- 
lumbia. but  I will  say  “a  school  of  journalism,”  because  if 
they  don’t  leave  here  with  anything  else  today,  I hope  they 
leave  here  with  one  little  piece  of  knowledge.  As  a matter 
of  fact,  I hope  they  had  it  when  they  came,  and  that  is  that 
they  are  by  their  presence  today  participating  in  the  most 
democratic  organization  in  medicine  in  the  entire  world, 
the  American  Medical  Association. 

There  is  not  another  one  on  a national  scale  anywhere 
else  in  this  world  w'hose  component  membership,  i.e.,  state 
associations  and  itself,  operates  under  the  glare  of  klieg 
lights  and  the  constant  presence  of  reporters,  as  does  the 
American  Medical  Association. 

If  nothing  else,  it  says  we  have  nothing  to  hide,  even  our 
disagreements;  of  which  there  are  many.  I might  add.  So 
I am  delighted  that  you  are  present. 

' I)r.  Sammons  addressed  the  House  at  the  Tuesday  afternoon 
session. 


I had  the  opportunity  this  morning  of  spending  a few 
minutes  visiting  with  the  Auxiliary.  I said  to  them,  es- 
sentially a part  of  what  I am  going  to  say  to  you,  that 
membership  is  not  only  a problem  in  the  Medical  Society 
of  the  State  of  New  York,  or  in  the  American  Medical  As- 
sociation; it  is  a grinding,  nagging,  constant  problem  at  all 
levels  of  medicine  including  those  of  the  Auxiliary.  We  will 
talk  about  that  for  a minute  or  two  later  on  today. 

I would  like  to  give  you  a report,  if  1 may,  on  an  activity 
that  we  have  been  involved  in  for  the  last  18  months  that 
I think  has  been  tremendously  productive  for  the  future, 
and  that  is  the  Corporate  Visitation  Program  of  the 
American  Medical  Association.  I don’t  know  why  it  has 
taken  186  years  for  the  American  Medical  Association  to 
embark  on  a program  of  sitting  down  and  talking  to  the 
corporate  leadership  in  America  about  health  care  prob- 
lems. I am  not  going  to  spend  any  time  worrying  about 
why  it  took  that  long.  The  fact  is  it  did,  and  that  was  a 
mistake.  The  fact  is  we  started  on  the  program  and,  in  my 
opinion,  it  is  one  of  the  best  programs  we  have  ever  em- 
barked on. 

We  did  it  very  scientifically.  We  took  the  Fortune  500 
and  we  blocked  out  the  first  100;  we  said  this  is  where  we 
axe  going  to  start.  These  are  the  100  biggest  corporate 
structures  in  America;  the  corporate  world  in  America  is 
the- largest  single  purchaser  of  health  care  in  America. 
They  have  a vital  stake  in  what  we  do  and  how  we  do  it,  and 
we  proceeded  down  this  list. 

We  are  now  up  to  90  on  that  list. 

Once  we  started  on  that  list,  and  people  in  the  corporate 
world  understood  what  we  were  doing  we  received  a num- 
ber of  invitations  asking  us  to  extend  our  program  beyond 
the  first  cut  that  we  had  made,  and  to  come  and  talk  to 
some  of  the  smaller  corporations  in  America  in  the  middle 
portion  and  the  lower  part  of  the  Fortune  500,  because 
they,  too,  have  problems. 

Why  did  we  do  this?  Because  of  a threat  of  Federal  in- 
tervention in  the  hospital  cost  containment  bill?  No. 
Because  it  was  a threat  of  national  health  insurance?  No. 
We  did  it  because  it  originated  as  a part  of  the  study  of  the 
Commission  on  the  Cost  of  Medical  Care  that  the  AMA 
caused  to  come  into  effect  some  two  and  a half,  almost 
three  years  ago.  As  the  National  Commission  looked  at 
the  world  in  which  American  medicine  lives,  and  in  which 
it  will  live  for  the  next  infinite  number  of  years,  the  Na- 
tional Commission  said,  of  all  of  the  debates  and  discus- 
sions that  are  going  on  about  medicine  and  the  delivery  of 
healt  h care,  there  is  one  very  large  segment  that  you  really 
don’t  have  daily  contact  with,  and  that  is  the  corporate 
purchaser  of  health  care. 

We  started  thinking  about  that,  and  sure  enough,  that 
was  true.  And  so  we  started  a program  in  which  the  offi- 
cers of  the  AMA,  myself,  other  members  of  the  senior  staff, 
and  members  of  the  Board  of  Trustees  have  been  visiting 
with  corporate  officials  in  this  country,  saying  — let’s  talk 
about  your  problems  as  a purchaser,  and  your  employee’s 
problems  as  a recipient  as  reported  to  you,  in  health  care 
in  America  today. 

We  have  learned  some  interesting  t hings.  One  of  which 
is  that  in  many  corporate  bodies,  the  single  most  important 
part  of  health  care  delivery  is  the  return  to  work  of  the  in- 
dividual. We  have  been  told  that  literally  billions  of  dol- 
lars a year  are  wasted  in  productivity  because  we  as  phy- 
sicians do  not  understand  the  employment  role  of  the  in- 
dividual and,  therefore,  we  have  not  returned  them  to  work 
when  they  could  return  to  work. 
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We  have  been  told  that  this  not  only  results  in  billions 
of  dollars  of  loss  of  productivity,  hut  it  also  results  in  a 
concomitant  inc  rease  of  hundreds  of  millions  of  dollars  in 
disabil, t y benefit  payments,  which  truly  are  not  necessary. 
We  have  been  told  that  it  is  the  simple  expedient  between 
picking  up  the  telephone  and  saying,  what  is  this  individ- 
ual’s job,  and  then  making  a decision,  and  not  picking  up 
the  telephone  and  asking  about  the  job. 

We  have  been  told  that  the  corporate  world  is  no  more 
in  favor  of  additional  Federal  regulation  and  legislation 
than  we  are.  Indeed,  if  there  are  fellow  souls  who  share  our 
problems  with  regulatory  agencies,  the  corporate  world 
does,  and  they  have  been  at  it  a lot  longer  than  we  have. 
We  do  not  need  to  explain  to  them  the  problems  that  come 
from  inappropriate,  irresponsible,  and  unworkable  regu- 
lations from  the  Food  and  Drug  Administration,  the  De- 
partment of  Health,  Education,  and  Welfare,  or  the  Fed- 
eral Trade  Commission;  or  whomever.  They  under- 
stand. 

They  are  not  in  favor  of  additional  regulations  that 
govern  the  life  of  the  physician,  and  they  are  bitterly  op- 
posed to  the  involvement  of  anyone  that  stands  between 
the  physician  and  his  patient  in  the  best  medical  judgment 
that  the  patient  or  that  the  physician  can  make  for  the 
patient.  You  don’t  have  to  explain  that  to  them,  either. 

They  don’t  understand  why  there  are  differences  in 
utilization  rates  within  local  communities  that  vary 
markedly.  They  don’t  understand  why  nationally  there 
are  fairly  marked  differences  in  length  of  stay.  They  don’t 
understand  why  there  are  fairly  marked  differences  in  rates 
of  surgical  procedures  per  $100,000.  They  don’t  under- 
stand why  there  are  incredible  differences  in  charges. 

You  have  to  explain  that,  factually.  You  leave  the 
shibboleths  at  home  and  you  get  down  to  the  brass  tacks 
of  a straight  forward  approach  to  each  of  those  prob- 
lems. 

We  have  embarked  on  this  because,  after  all,  190  million 
Americans  today  are  covered  by  private  insurance;  almost 
all  of  which  is  purchased  for  them  by  their  employers,  in 
some  fashion. 

The  National  Association  of  Manufacturers  tells  me  that 
80  percent  of  the  employees  of  the  companies  that  belong 
to  the  NAM  have  a catastrophic  program,  paid  for  by  their 
employers.  The  Chamber  of  Commerce  of  the  United 
States,  through  its  foundation,  has  just  completed  an  ex- 
tensive study,  as  we  did  through  our  Commission  on  the 
Cost  of  Health  Care;  and  they  published  a 5 volume  report. 
They  have  an  overlapping  membership,  admittedly  with 
NAM,  but  they  have  a much  broader  base  than  NAM. 
These  are  matters  of  concern  to  the  people  who  are  the 
purchasers  and  payors  of  health  care. 

What  does  all  that  mean?  Well,  I think  it  means  two 
things.  First  of  all,  for  a long  time  we  had  felt  that  our 
friends  in  the  private  sector,  in  the  corporate  world  in  this 
country,  were  drifting  away  from  another  very  important 
part  of  the  private  sector  — the  free  enterprise  economy 
in  American  medicine.  They  were  drifting  because  we 
weren’t  doing  our  job.  We  weren’t  talking  to  these  people. 
We  weren’t  telling  our  story,  we  weren’t  asking  t hem  what 
their  problems  were.  And,  yes,  they  were  drifting. 

I believe  that  we  have  reversed  that  trend  because  we 
have  embarked  on  t his  course,  and  it  is  well  known  to  the 
corporate  world. 

It  is  a great  and  wonderf  ul  day  when  we  can,  in  clear 
conscience  and  in  good  faith,  be  proud  of  the  fact  that  the 


business  roundtable  of  America  is  support  ing  the  position 
of  medicine,  as  it  relates  to  hospital  cost  control.  Make  no 
mistake  about  that. 

It  is  a great  day  when  we  can  sit  down  with  the  chairman 
of  the  board  of  one  of  the  largest  banks  in  New  York,  who 
happens  to  be  the  Chairman  of  the  Business  Roundtable 
Task  Force  on  Health,  and  have  a straight  forward,  honest 
conversation  across  the  table  about  the  problems  of  health 
and  health  care  delivery,  the  American  physician,  and  our 
patient. 

It  is  a great  day  when  he  calls  in  his  medical  director  and 
tells  him  about  our  experience  with  36,000  employees,  from 
your  data  bank. 

It  is  a great  day,  because  it  bodes  well  for  the  future 
quality  of  care  of  the  American  people. 

Our  patients  are  not  going  to  be  sold  down  the  river  of 
further  governmental  encroachment  by  their  employers, 
if  they  can  help  it.  But  as  you  know  that  is  a two-way 
street.  The  other  side  of  that  street  says  what  are  you,  as 
doctors,  going  to  do  to  help  us  prevent  that  from  happen- 
ing? Well,  I suggest  to  you  that  you  read  and  commit  to 
memory  the  basic  content  of  the  48  recommendations  of 
the  National  Commission  on  the  Cost  of  Medical  Care,  and 
that  you  actively  participate  day  after  day  in  the  activities 
of  the  voluntary  effort  in  this  country  to  control  hospital 
care  costs. 

I suggest  to  you  that  you  continue  to  follow  Tom  Nes- 
bitt’s admonition  of  a year  or  so  ago  to  control  the  rate  of 
escalation  in  your  own  charges;  that  you  look  again  at  the 
consumer  index.  In  three  out  of  four  quarters  the  increase 
in. the  charges  of  physicians  for  medical  care  has  been  lower 
than  the  all  services  index  and  lower  than  the  total  health 
care  index.  The  quarter  when  we  were  not  lower  was  the 
quarter  that  just  ended. 

We  must  look  at  that  again,  because  the  number  one 
problem  in  health  care  in  this  country  today  is  still  cost. 
Yes,  there  are  problems  in  Washington,  there  are  lots  of 
problems  in  Washington,  and  those  people  in  Washington, 
by  and  large,  have  closed  their  minds  to  the  concept  of 
quality,  and  they  have  focused  a gunbarrel  vision  on  one 
sole  item,  and  that  is  cost.  Let  me  suggest  to  you  that  we 
are  victims  of  our  own  success.  When  World  War  II  ended 
there  were  very  few  specialties  in  American  medicine.  Ten 
years  later  we  had  a plethora  of  legitimate  advanced  in 
subspecialization  of  medicine  based  on  the  accumulated 
knowledge  that  had  come  out  of  that  war. 

Ten  years  thereafter,  we  were  told  that  we  needed  more 
hospitals  in  more  places  and  Hill  Burton  was  building  them 
almost  like  there  was  no  tomorrow.  Thank  goodness  they 
did.  We  needed  them,  we  got  them,  the  American  people 
have  benefited  from  them. 

Again,  ten  years  later,  we  were  told  that  there  was  a 

50.000  doctor  shortage  in  America.  The  Department  of 
Labor,  in  its  wisdom,  attempted  to  solve  it  in  one  direction; 
the  pressures  were  applied  to  organized  medicine  to  solve 
it  in  another,  and  to  support  the  expansion  of  medical 
schools,  the  doubling  of  enrolments,  and  the  building  of 
new  ones.  We  increased  the  number  of  medical  schools 
from  85  to  124.  We  doubled  the  enrolments  in  American 
medical  schools,  with  an  increase  from  7,700  to  15,800; 

60.000  young  physicians  in  a pipeline  of  residency  training 
programs;  50,000  students  in  medical  schools  in  America 
today.  That  is  the  end  product  of  that  statement  of  a 

50.000  doctor  shortage. 

We  were  told  throughout  that  time  frame  — cost  is  not 
a factor;  it  makes  no  difference  what  it  costs;  get  it  done. 


322  New  York  State  Journal  of  Medicine/February  1980/Minutes 


We  saw  the  price  of  building  a new  medical  school  reach 
$60  million.  We  saw  Federal  grants  run  into  the  billions 
for  research;  hundreds  of  millions  capitation  grants  to 
medical  schools  for  student  enrolment,  and  bricks  and 
mortar,  almost  without  limit.  We  responded.  We  did 
precisely  what  we  were  asked  to  do.  And  having  done  it, 
in  the  mid  70s,  we  suddenly  were  told  we  could  no  longer 
afford  it.  We  are  changing  national  priorities.  8.6  percent 
of  the  total  gross  national  product  in  America  is  too  much 
to  spend  for  health  care.  Nobody  told  us  what  the  right 
amount  was.  Nobody  has  yet  told  us  which  mountain 
those  tablets  are  supposed  to  come  down  from,  still  aflame. 
Nor  have  we  been  told  the  name  of  the  messenger  who  is 
going  to  bring  them.  All  we  have  been  told  is  that  they  are 
going  to  say  that  8.6  percent  is  too  much. 

Well,  1 don’t  think  it  makes  a tinker’s  bit  of  difference, 
whether  it  is  8.6  percent,  or  4 percent  or  14  percent.  What 
matters  is  that  we  are  delivering  the  finest  quality  of  health 
care  in  the  world,  as  long  as  we  can  insure  that  the  patient 
needs  it  and  that  it  is  being  appropriately  administered  at 
a reasonable  price.  Whatever  that  number  turns  out  to  be 
that  is  the  appropriate  part  of  the  total  gross  national 
product  that  needs  to  be  spent  on  health. 

Lest  you  forget,  there  are  428,000  doctors  of  medicine 
in  America  today.  Approximately  280,000  of  them  see 
patients  and  practice  medicine  daily.  Every  single  day  of 
the  week  three  million  people  are  seen  in  this  country  by 
a physician.  There  are  38  million  hospital  admissions  in 
this  country  in  7,000  hospitals.  Twenty  million  surgical 
procedures  are  performed  in  this  country  annually  in  those 
and  freestanding  surgical  installations. 

In  spite  of  all  of  that,  there  are  still  areas  in  our  country 
that  are  underserved,  and  there  are  still  serious  shortages 
of  health  care  facilities  in  others.  It  continues  to  amaze 
me  that  the  Department  of  Health,  Education,  and  Wel- 
fare, under  Mr.  Califano,  was  saying  — the  problem  with 
the  cost  in  America  for  health  care  is  that  there  are  too 
many  doctors;  and  because  there  are  too  many  doctors, 
each  one  of  them  generates  200  to  300,000  dollars  a year  in 
health  care  services,  i.e.,  we  can  reduce  the  cost,  the  total 
cost  of  health  care  in  America  by  $300,000  annually  for 
every  doctor  that  we  don’t  produce,  and,  therefore,  the  way 
to  solve  the  cost  problem  is  to  use  the  clout  of  the  Federal 
budget  and  roll  back  enrolments  in  medical  schools  to 
prevent  new  ones  from  being  built;  and  we  will  solve  the 
problem  because  we  will  simply  put  these  people  out  of 
business. 

While  he  was  saying  all  of  that,  Mr.  Pertschuk,  of  the 
Federal  Trade  Commission,  was  saying  no,  the  problem 
with  the  cost  of  health  care  in  America  today  is  that  there 
are  not  enough  doctors,  and  if  we  have  a doctor  on  every 
street  corner  in  America  we  would  finally  go  back  to  the 
true,  competitive  system  in  a free  enterprise  economy,  and 
they  would  compete  strongly  with  one  another  so  that  we 
would  have  price  wars  in  medical  care  delivery,  and  the 
price  would  go  down  and,  therefore,  we  would  have  a bar- 
gain; and  the  way  to  solve  the  cost  problem  would  be  to 
educate  more  doctors. 

Isn’t  that  remarkable?  Coming  from  two  departments 
of  the  Federal  government  of  the  United  States.  But,  it 
is  true.  As  long  as  all  of  these  factors  are  working  parallel 
with  one  another,  it  becomes  terribly  important  that  the 
people  who  are  truly  the  purchasers  of  care,  who  truly  are 
paying  for  this  purchase,  understand  what  it  is  that  we  are 
delivering. 

I suggest  to  you  that  we  have  learned  sufficiently  from 
our  involvement  in  this  and  I strongly  recommend  to  the 


Medical  Society  of  I lie  State  of  New  York,  and  to  t he  major 
component  county  societ  ies  of  the  Medical  Society  of  t he 
State  of  New  York,  that  you  carefully  look  at  your  own 
community;  that  you  carefully  review  (he  possibility  of 
engaging  in  a corporate  visitat  ion  program  of  your  own. 
You  will  be  amazed  at  what  you  are  told.  You  also  will  be 
amazed  at  the  warmth  with  which  you  are  received;  and  it 
should  come  as  no  surprise  to  any  of  us,  t hat  you  will  also 
be  told  of  their  concerns  and  their  genuine  need  for  our 
help.  If  we  do  this  one  thing,  I believe  that  we  will  have 
done  more  to  improve  the  image  of  medicine  and  to  sig- 
nificantly and  concretely  contribute  our  knowledge  and 
ability  in  a field  that  certainly  is  our  province,  than  any 
ot her  single  thing  we  might  do. 

I have  had  the  pleasure  in  the  last  24  to  36  hours  of  vis- 
iting with  all  of  you  in  one  of  your  district  branch  meetings 
or  another.  We  have  talked  about  lawsuits,  we  have  talked 
about  membership,  we  have  talked  about  the  Federal 
Trade  Commission,  and  we  have  talked  about  many  other 
things.  I will  not  repeat  them.  I will,  however,  repeat  one 
thing  I said  to  the  Auxiliary.  The  numbers  are  frightening. 
Of  the  44,000  doctors  in  the  State  of  New  York,  26,000 
belong  to  your  Society.  Approximately  13,000  belong  to 
the  AMA.  If  you  look  across  this  country  at  the  428,000 
physicians,  200,000  of  them  don’t  belong  to  anything. 
Which  means  that  one  half  is  carrying  the  other.  But  it  is 
more  than  just  carrying.  We  need  their  involvement,  their 
participation,  and  their  functioning  within  the  organiza- 
tions of  medicine.  I submit  to  you  that  there  is  not  an 
auxiliary  in  American  that  has  truly  been  utilized  in  a first 
class  membership  program,  — membership  in  this  Society, 
as  well  as  their  own.  I suggest  to  you  that  there  is  not  one 
in  America  that  has  truly  been  utilized  in  an  AMA  pro- 
gram. It  is  way  past  the  time  that  a very  valuable,  orga- 
nized, powerful  force  within  American  medicine,  its  aux- 
iliary, is  not  given  the  assignment  of  helping  to  resolve  the 
membership  problem.  I suggest  to  you  that  I will  involve 
them,  and  I hope  you  will  too. 

Thank  you  for  letting  me  come  and  visit  with  you.  I look 
forward  to  the  opportunity  of  coming  back.  Thank  you 
very  much. 

. . . The  House  rose  and  applauded  as  Dr.  Sammons  left 
the  podium  . . . 


COMMISSIONER,  NEW  YORK  STATE 
DEPARTMENT  OF  HEALTH* 

. . . President  Way  introduced  David  Axelrod,  M.D., 
Commissioner,  New  York  State  Department  of  Health, 
who  addressed  the  House  as  follows; 

It  is  indeed  a pleasure  for  me  to  address  you  here  today 
and,  Mr.  President,  distinguished  delegates  and  guests,  I 
would  hope  that  I as  Commissioner  of  Health  can  do 
something  to  ameliorate  what  I perceive  as  being  a tension 
that  is  best  illustrated  by  a letter  which  I received  from 
your  retiring  president,  Dr.  Way.  The  matter  is  not  im- 
portant. What  is  important  is  what  Dr.  Way  felt  was  a 
frustration  in  his  efforts  to  communicate  to  the  Depart- 
ment of  Health  his  concerns  with  the  SPARCS  system  (the 
Statewide  Planning  and  Research  Cooperative  System), 

* Dr.  Axelrod  addressed  the  House  at.  the  Sunday  afternoon 
session. 
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that  would  have  provided  for  a major  statistical  and  com- 
puterized bank  of  information  relating  to  the  entire  prac- 
tice of  medicine,  and  also  with  respect  to  the  gathering  of 
health  statistics  in  New  York  State. 

I must  say  that  I was  distressed  by  some  of  the  comments 
that  were  contained  in  Dr.  Way’s  letter.  On  the  other 
hand,  I can’t  say  that  I wasn’t  sympathetic  to  Dr.  Way’s 
plight  in  attempting  to  communicate  the  concerns  of  the 
State  Medical  Society  regarding  the  problems  of  confi- 
dentiality and  the  potential  infringements  on  the  personal 
rights  of  individuals. 

We  are  very  sensitive  to  those  very  issues,  and  I think 
that  the  Society  takes  credit  for  some  of  the  changes  that 
w'ere  instituted  within  the  final  regulations  that  came 
forward  in  SPARCS.  1 believe  all  of  us  are  better  off  for 
the  input  that  George  had  in  attempting  to  bring  to  us  his 
concerns. 

I would  hope  that  as  we  go  forward  we  can  continue  to 
maintain  a dialogue,  and  the  kind  of  exchange  of  corre- 
spondence that  George  felt  was  necessary  will  not  be  nec- 
essary in  the  future.  I hope  that  the  Society  and  the 
president  will  find  itself  in  a position  where  they  can 
communicate  with  me  on  a day  to  day  basis,  or  on  a weekly 
basis,  or  whatever  basis  they  feel  is  appropriate,  to  bring 
the  concerns  of  the  Medical  Society  to  the  State  Depart- 
ment of  Health. 

I should  also  point  out,  and  I notice  that  in  the  Sep- 
tember 15th  issue  of  the  MSSNY  News  there  is  a statement 
concerning  an  area  in  which  there  has  been  very  great  co- 
operation between  the  Medical  Society  and  the  State  De- 
partment of  Health,  and  that  is  in  relation  to  prescription 
drugs. 

I don’t  need  to  tell  this  group  of  people  that  there  is  a 
major  problem  with  drug  diversion,  inappropriate  pre- 
scription, and  I could  go  on  and  detail  the  problems  with 
respect  to  the  control  of  substances  which  may  be  used  and 
abused.  We  have  had  cooperation,  which  I think  has  been 
exemplary,  from  two  counties  within  New  York  State,  and 
we  look  forward  to  extending  this  cooperative  system 
throughout  New  York  State.  We  look  forward  to  main- 
taining that  kind  of  cooperation  as  an  example  of  what  the 
Medical  Society  can  do  together  with  the  State  Depart- 
ment of  Health,  rather  than  in  an  adversary  role  with  the 
State  Department  of  Health. 

There  is  another  area  in  which  we  have  had  the  great 
cooperation  of  the  Medical  Society,  and  I look  forward  to 
its  continued  participation  in  the  whole  problem  of  pro- 
fessional medical  conduct.  This  is  an  ext  remely  difficult 
issue.  I don’t  think  that  there  is  a single  issue  within  the 
Department  that  is  more  difficult  to  deal  with,  and  we 
would  look  forward  to  your  comments  and  your  recom- 
mendations as  to  how  we  should  proceed  with  the  whole 
problem  of  professional  conduct. 

As  I’m  sure  all  of  you  know,  the  Board  of  Professional 
Conduct  has  now  had  three  years  of  experience  as  a result 
of  its  being  separated  or  as  a result  of  its  being  placed  in  the 


Department  of  Health,  rather  than  within  the  Department 
of  Education.  There  is  currently  in  place  a very  cumber- 
some process,  but  that  process,  nevertheless,  relies  a great 
deal  upon  the  Department  of  Health. 

For  those  of  you  who  are  not  familiar  with  the  matter, 
the  cumbersome  process  consists  of  a Board  of  Professional 
Conduct  which  makes  its  recommendations  to  me.  I make 
recommendations  to  the  Department  of  Education  — the 
Board  of  Regents,  which  makes  its  recommendation  to  the 
Commissioner  of  Education,  who  makes  the  final  decision 
as  to  what  the  action  should  be. 

In  recent  months  there  seems  to  be  a growing  concur- 
rence within  the  Board  of  Professional  Conduct,  as  well  as 
within  the  Department  of  Education,  as  to  what  the  role 
should  be.  We  have  had  three  years  of  experience,  and  I 
think  we  are  concerned  that  we  are  not  exercising  our  re- 
sponsibilities and  functions  as  well  as  they  should  be  in 
assuring  the  consumer  of  medical  services  that  he  is  re- 
ceiving the  highest  quality  of  medical  care.  At  the  same 
time,  we  must  be  wary  of  not  depriving  physicians  of  rights, 
as  we  proceed  to  evaluate  the  various  charges  that  have 
occurred  with  respect  to  professional  misconduct. 

So,  I look  forward  to  a continuing  working  relationship 
with  you  in  this  area,  as  well  as  in  the  Bureau  of  Prescrip- 
tion Analysis,  and  in  other  areas  as  they  may  present 
themselves  in  the  future.  There  are  clearly  areas  in  which 
we  in  the  Department  are  going  to  have  differences  with 
respect  to  a variety  of  issues.  I do  not  expect  that  there  will 
be  a completely  harmonious  relationship  between  the 
Department  and  the  Medical  Society. 

On  the  other  hand,  I think  we  would  be  amiss  if  we  did 
not  establish  a relat  ionship  which  provided  for  an  exchange 
of  ideas  that  would  allow  us  all  to  benefit  from  the  various 
opinions  that  are  held  by  highly  regarded  individuals  of 
both  parties.  I think  it  does  none  of  us  any  good  to  end  up 
in  an  adversary  relationship  in  which  we  continue  to  look 
at  each  other  as  enemies,  rather  than  as  people  joined  to- 
gether to  bring  the  residents  of  the  State  of  New  York  the 
finest  medical  care  that  we  possibly  can  give  them. 

I look  forward  to  the  coming  year,  and  perhaps  coming 
years,  and  a closer  working  relationship  with  the  Medical 
Society,  myself,  and  the  New  York  State  Department  of 
Health;  and  I would  urge  that  if  there  are  issues  which  you 
feel  need  to  be  addressed  that  are  not  being  addressed,  or 
if  you  feel  you’re  not  being  heard  by  the  Department  of 
Health,  I would  urge  that  you  take  advantage  of  what  I 
hope  will  be  a new  method  of  communication  between 
us. 

Last,  in  spite  of  what  Dr.  Way  has  said  concerning  the 
administration,  I have  been  asked  to  bring  you  the  personal 
greetings  of  the  Governor  at  the  opening  of  this  session. 
Thank  you. 

. . . The  House  applauded  as  Dr.  Axelrod  left  the  podium 
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I>H KSIDENT-  EL FA  T * 

...  Speaker  Shanaphy  recognized  G.  Rehmi  Denton, 
M.D.,  President-Elect,  who  addressed  the  House  as  fol- 
lows: 

Mr.  Speaker,  members  of  the  House,  distinguished 
guests,  ladies  and  gentlemen  greetings. 

The  following  words,  1 am  sure,  have  a familiar  ring  to 
all  of  us:  "Our  profession  isn’t  currently  in  high  repute. 
The  polls  indicate  our  credibility  with  the  public  is  lower 
than  that  of  many  other  professions  ...” 

There’s  a bit  of  irony  in  the  fact  that  the  speaker  in  t his 
case  wasn't  a physician  talking  about  the  medical  profes- 
sion. It  was  a newspaperman,  and  the  words  I have  just 
quoted  are  the  opening  remarks  of  the  outgoing  president 
of  the  American  Society  of  Newspaper  Editors  at  their 
recent  annual  meeting  as  he  reflected  on  the  state  of  his 
profession  today-  the  newspaper  business. 

And  while  it  may  be  small  comfort  to  us,  similar  negative 
observations  are  being  made  also  about  the  public’s  opinion 
of  government,  of  law,  education,  industry,  labor  and, 
in  fact,  most  of  our  institutions  in  these  troublesome 
times. 

Actually,  although  the  polls  indicate  that  the  public 
holds  medicine  in  higher  esteem  than  most  of  the  other 
professions,  we  are  the  victims  in  more  ways  than  one  of 
modern  society’s  problems,  of  the  public’s  general  disen- 
chantments  — and  most  particularly,  of  bureaucratic  ef- 
forts on  all  levels  of  government  to  cope  with  them. 

Because  of  the  disastrous  changes  in  the  economy  we  in 
the  medical  profession  are  beset  on  all  sides  with  problems, 
legal  battles,  unwarranted  restrictions,  bureaucratic 
tampering,  and  controversies  that  have  resulted  in  an  as- 
sault on  some  of  the  basic  principles  and  ideals  we  have 
held  sacred  for  generations.  So  widespread  are  the  pres- 
sures we  face  that  our  profession’s  basic  philosophy  and 
practices,  as  expressed  through  the  centuries  in  the  Hip- 
pocratic Oath,  are  being  undermined  by  forces  outside  the 
profession.  But  what  is  most  deplorable  about  all  of  this 
is  that  it  is  to  the  detriment  of  the  public  we  serve. 

The  cost  of  health  care  has  indeed  become  a severe 
burden  to  the  individual  and  to  the  government,  as  has  the 
cost  of  everything  else  in  our  society.  But  the  push  to  cut 
back  the  costs  of  health  care  as  the  prime  objective,  without 
equivalent  attention  to  maintaining  its  high  quality,  can 
result  in  an  impairment  of  the  health  care  the  public  de- 
mands and  is  entitled  to,  through  third-party  intervention 
in  the  traditional  patient-physician  relationship,  inter- 
ference with  professional  judgment,  excessive  government 
regulation,  protracted  red  tape,  and  increasing  obstruc- 
tionist restrictions. 

Even  the  Federal  Trade  Commission  has  taken  the  po- 
sition that  professionals  in  every  field  come  under  its  ju- 
risdiction and  that  the  codes  of  ethics  of  professional  or- 
ganizations must  have  FTC  approval  before  adoption. 
What  a sad  commentary  it  is  that  their  rationale  is  based 
on  the  concept  that  professional  ethics  may  be  aimed  at 
restricting  competition  and  thus  increase  cost,  a false 
premise  that  is  being  fought  on  the  national  level  by  the 
AMA  and  may  have  to  be  carried  to  the  Supreme  Court. 


* Dr.  Denton  addressed  the  House  on  Thursday  morning  during 
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And  all  of  this  at  a time  when  the  medical  profession  and 
the  health  care  industry  in  general,  through  their  own 
Voluntary  Effort  in  the  only  successful  private  sector 
response  to  President  Carter’s  call  for  voluntary  restraints 
on  costs  have  been  able  to  hold  down  the  rise  in  their 
costs  at  least  two  percentage  points  lower  than  the  inflation 
of  the  consumer  price  index,  and  to  continue  to  provide  our 
people  with  the  best  medical  care  in  the  world.  We  in  the 
State  of  New  York  can  be  proud  that  our  own  record  is  even 
better  than  the  national  average. 

In  an  excellent  article  on  the  Op-Ed  page  of  The  New 
York  Times  last  week,  Harry  Schwartz  asked,  “Whatever 
happened  to  the  national  health  care  crisis  people  were 
talking  about  ten  years  ago?”  His  answer  came  from  the 
very  first  sentence  of  the  latest  Surgeon  General’s  Report 
on  Health  Promotion  and  Disease  Prevention:  “The  health 
of  the  American  people  has  never  been  better.”  With  that 
as  a recognized  happy  condition,  although  it  is  far  from 
perfect,  and  with  what  appears  to  be  a lessening  in  the  kind 
of  ill-tempered  attacks  on  the  health  care  industry  by  the 
former  Secretary  of  H.E.W.,  1 think  — or  hope  — we  are 
approaching  a time  when  in  a more  rational  atmosphere 
we  shall  be  able  to  discuss  the  real  current  problems  of  this 
country’s  huge  and  complex  medical  system. 

Nevertheless,  we  are  still  confronted  with  a sorry  state 
of  affairs  that  we  are  all  familiar  with  and  that  I need  spell 
out  no  furt  her.  What  is  more  important  is  what  we  as  in- 
dividual physicians  and  as  members  of  organized  medicine 
can  do  about  it.  Several  approaches  seem  in  order. 

Government  regulation  has  become  a way  of  life  in  this 
country;  almost  every  day  it  seems  to  proliferate  and  to 
involve  us  more  and  more.  Some  regulations  are  necessary, 
but  too  many  have  an  effect  of  impairing  our  initiative, 
professionalism,  and  sometimes  even  our  judgment.  No 
amount  of  reasoning,  common  sense,  or  arguments  in  the 
public’s  interest  seems  to  penetrate  the  bureaucratic  es- 
tablishment. It  has  become  necessary  to  try  to  correct 
intolerable  situations  in  the  courts.  It  takes  time,  money, 
patience  and  courage,  but  it  must  be  done.  The  same 
applies  to  legislation  that  is  harmful  to  the  very  people  it 
is  supposed  to  benefit,  or  is  promulgated  for  purely  political 
reasons.  Whenever  possible,  we  must  take  these  issues  to 
a court  of  law  to  determine  their  constitutionality,  to  try 
to  overturn  unjust  legislation,  or  at  least  get  a clear  inter- 
pretation of  its  intent. 

We  cannot,  then,  relax  our  defenses  against  the  on- 
slaught we  face  from  unjustified  bureaucratic  interference, 
from  poorly  or  improperly  conceived  legislation,  or  from 
other  forces  outside  our  profession. 

There  are  also  some  things  we  can  do  from  within. 

In  the  final  analysis  what  counts  most,  we  must  reiterate, 
is  the  kind  of  health  care  the  public  itself  wants.  That  is 
a decision  society  must  make,  and  to  a large  extent  it  has 
made  it.  The  public  wants  the  highest  quality  of  medical 
care  it  can  get,  which  is  the  physician’s  responsibility  to 
furnish,  and  it  is  getting  that.  It  wants  accessibility  to  a 
physician  of  one’s  choice,  and  that  must  not  be  tampered 
with.  A look  abroad  makes  the  point.  Statistics  show  a 
marked  increase  in  the  number  of  Englishmen  enrolling 
for  private  health  insurance  and  willing  to  pay  for  imme- 
diate care  and  the  privilege  of  selecting  their  attending 
physician  or  surgeon.  In  fact,  97  in  the  London  Times’s 
list  of  the  top  100  British  corporations  now  provide  their 
employees  with  private  health  insurance. 

What  we  face,  above  all,  is  a socioeconomic  problem  of 
huge  proportions,  and  we  as  individual  practitioners  along 
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with  organized  medicine  can  play  more  of  a role.  We  must 
continue  to  be  more  cost-conscious,  we  must  seek  to  be- 
came n re  involved  in  the  decision-making  processes  of 
hospitals  and  government  and  health  agencies  that  are 
concerned  with  “cost  effectiveness,”  and  we  must  educate 
the  public  to  understand  that  overemphasis  on  cost  control, 
important  as  it  is,  is  incompatible  with  provision  of  the  kind 
of  open-ended  medical  service  it  has  come  to  expect  and 
obviously  wants.  In  short,  we  must  exercise  more  of  a 
voice,  with  our  patients,  with  the  institutions  in  which  we 
serve,  with  government  and  other  agencies  to  insure  a 
proper  equilibrium  between  cost  consciousness  and  quality 
health  care.  For  at  rock  bottom,  it  is  the  physician  on 
whom  everything  else  rests. 

We  must  also  recognize  that  what  appears  to  be  com- 
petition from  many  sources  is  compatible  with  the  chang- 
ing needs  in  a changing  society,  and  we  must  get  involved 
to  make  certain  that  they  are  effective  and  cooperative 
supplements  to,  not  substitutes  for,  the  kind  of  medical 
service  we  are  best  qualified  to  provide.  I speak  of  alter- 
native methods  of  health  care,  of  Health  Maintenance 
Organizations,  Individual  Practice  Associations,  hospices, 
nursing  homes  and  other  health-related  facilities,  parallel 
care  in  doctors’  offices,  out-patient  clinics,  and  the  utili- 
zation of  properly-trained  and  qualified  physicians’  as- 
sistants. In  all  of  these  areas  physicians  have  a role  they 
must  not  abdicate. 

Nor  can  we  ignore  other  pressing  problems  — there’s  no 
end  to  them  — such  as  the  growing  social  welfare  programs 
striving  to  supply  health  care  to  large  urban  and  rural 
populations  left  out  of  the  mainstream,  the  maldistribution 
of  physicians,  and  the  need  for  expansion  of  provision  for 
primary  health  care.  In  all  of  these  there  has  been  im- 
provement, but  they  require  our  further  involvement  in  our 
own  interest,  that  of  the  public  we  serve,  and  the  country 
we  are  privileged  to  live  in. 

There  is  a role  in  all  of  this  for  each  of  us  as  individual 
practitioners.  There  is  even  a greater  opportunity  to  attain 
our  ends  for  ourselves  and  the  public’s  common  good  by 
speaking  in  one  strong  voice  through  organized  medicine, 
in  our  county,  state,  and  national  organizations.  We  must 
recognize  the  problems  that  confront  us,  we  must  give  them 
our  involvement  and  best  thinking,  and  we  must  make 
ourselves  heard.  But  a concerted  effort  must  also  be  made 
to  make  our  voice  louder  by  bringing  into  our  county 
medical  societies  those  physicians  who  are  not  members 
but  who  are  sharing  the  iruits  of  our  concerns,  our  battles, 
our  achievements.  That  must  be  a prime  undertaking  of 
the  county  and  State  medical  societ  ies  if  we  are  to  make  our 
voice  heard  in  our  communities,  in  the  State,  and  through 
the  AMA  nationally.  We  must  have  unity  to  be  effec- 
tive. 

One  last  word  about  something  I feel  strongly. 

Physicians  through  t he  years  have  endeavored  to  provide 
the  most  modern,  t he  most  scientific,  the  best  health  care 
possible.  This  in  past  years  included  close,  personal 
physician-patient  relationships  with  a strong  humanistic 
flavor.  The  physician  was  considered  the  patient’s  friend, 
advisor,  doctor.  Since  World  War  II,  however,  the  scien- 
tific advances  in  medicine  have  been  so  miraculous  and 
medical  knowledge  has  increased  to  such  an  extent  that  no 
one  individual  can  possibly  know  everyt  hing  about  medi- 
cine. This  has  resulted  in  more  and  more  specialization 
and  almost  continuous  narrowing  of  fields  of  specialization. 
And  the  physician  has  become  a scientist,  pure  and 
simple. 


Too  often,  the  problem,  the  illness,  is  treated  imperson- 
ally as  the  subject  of  paramount  importance,  at  the  ex- 
pense of  the  humanistic  relationship  with  the  patient  as 
an  individual.  We  have  an  opportunity  here.  By  getting 
back  to  basics  and  again  becoming  humanists  as  well  as 
scientists,  we  can  establish  relationships  with  our  patients 
that  will  not  only  take  into  account  some  of  the  personal 
problems  that  have  an  impact  on  their  illness  and  the 
treatment  provided,  but  also  enhance  the  public’s  esteem 
at  the  grass  roots  both  for  us  as  practitioners  and  for  our 
profession.  The  scientist  is  absolutely  necessary,  but  so 
is  the  friendly  doctor  and  personal  interest. 

. . . The  House  rose  and  applauded  as  I)r.  Denton  left  the 
podium  . . . 


PHYSICIANS’  HOME* 

. . . Speaker  Shanaphy  recognized  Charles  J.  McPeak, 
M.D.,  President  of  the  Physicians’  Home,  who  addressed 
the  House  as  follows: 

Mr.  Chairman,  Mr.  President,  officials,  and  members. 
The  Physicians’  Home  is  a charitable  fund  organized  in 
1919  under  the  Membership  Corporation  Law  of  the  State 
of  New  York.  It  is  administered  bv  a president,  who  is 
elected  annually;  an  executive  committee;  a board  of  25 
physicians,  one  third  of  whom  are  elected  annually  for 
three  years;  a legal  counsel;  a managing  director;  and  a 
representative  of  the  Manufacturers  Hanover  Trust 
Company,  who  supervises  the  investment  of  all  the  funds, 
with  the  approval  of  the  trustees. 

The  Auxiliary  is  represented  on  our  Board  of  Directors, 
and  makes  annual  contributions  to  the  Home. 

The  Physicians’  Home  is  not  a home  in  actuality,  but  a 
fund  which  gives  financial  aid  to  needy,  indigent  physicians 
and  their  families.  Eligibility  depends  on  the  financial 
status  of  the  applicant,  whether  it  be  the  physician,  his 
widow  or  dependent  children.  The  applicant  must  have 
been  a member  of  the  Medical  Society  of  the  State  of  New 
York  for  ten  years. 

Upon  receipt  of  an  application,  the  social  worker  inter- 
views the  applicant,  gathering  the  necessary  information, 
and  submits  a report  with  recommendations  to  the  Exec- 
utive Committee.  The  Executive  Committee  determines 
the  amount  of  assistance  required  and,  if  approved,  a check 
is  then  mailed  to  the  guest  each  month  for  as  long  as  the 
need  exists.  Beneficial  aid  is  reviewed  periodically  and 
adjusted  to  allow  for  cost  of  living  increases. 

If  the  beneficiary’s  circumstances  improve,  our  financial 
assistance  is  decreased  or  terminated.  The  guests  are  thus 
permitted  to  live  in  dignity  in  their  own  home  or  place  of 
their  choosing  in  familiar  surroundings  rather  than  being 
in  an  institution. 

Physicians’  Home  funds  come  from  various  sources  — 
through  direct  appeals  to  all  members  of  the  Medical  So- 
ciety of  the  State  of  New  York  soliciting  an  annual  mem- 
bership contribution  of  $25  or  more,  from  the  State  Soci- 
ety’s voluntary  assessment  contributions,  and  from  con- 
tributions made  by  the  Auxiliary.  Funds  are  derived  also 
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from  time  to  time  from  legacies  and  special  gifts,  all  of 
which  are  invested  under  the  supervision  of  the  trustees, 
and  the  income  from  that  source  is  used  tor  the  purpose  ot 
the  organization.  The  trustees  created  a general  reserve 
fund  from  which  money  can  be  drawn  to  meet  annual  op- 
erating deficits  in  the  years  when  income  does  not  equal 
the  cost  of  beneficiary  aid  and  administrative  expenses. 

Administrative  expenses  are  kept  to  a minimum.  There 
is  only  one  paid  employee  who  manages  t he  office.  Social 
service,  accounting,  legal,  and  investment  advisory  services 
are  paid  on  a fee  basis.  The  officers,  directors,  and  t rustees 
receive  no  reimbursement  for  their  services  or  expenses. 

During  the  year  beginning  October  1,  1978,  through 
August  31,  1979,  the  Physicians’  Home  contributed  to  the 
maintenance  of  91  guests,  distributed  through  18  counties 
of  the  State.  'This  beneficial  aid  amounted  to  $148,535.40. 
Our  expenses  administrative  expenses,  rent,  salaries, 
pensions,  accounting,  mail,  and  the  Manufacturers  Han- 
over Trust  advisory  service  for  our  investments  was 
$41,622.98.  Our  income  from  the  appeals  this  year  was 
$64,831.  Our  voluntary  assessments  were  $22,282.  The 
Auxiliary  has  donated  $5,700.  Other  miscellaneous  con- 
tributions amounted  to  $1,214.71.  This  totals  $94,027.71. 

'The  interest  and  dividends  of  our  invested  funds  amount 
to  $140,131.44.  In  summation,  our  total  income  from  all 
sources  was  $234,159.15.  Our  total  expenses  were 
$190,158.38. 

The  Home  does  not  always  function  on  a positive  bal- 
ance. We  did  have  a positive  balance  this  year  and  last 
year,  but  in  several  previous  years  we  had  to  use  our  in- 
vested money  to  maintain  the  amount  of  contributions  for 
the  guests  of  the  Home. 

I thank  you,  Mr.  Speaker,  for  the  opportunity  of  pre- 
senting this  report. 

. . . The  House  applauded  as  Dr.  McPeak  left  the  podium 


PRESIDENT  OF  THE  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK* 

. . . Speaker  Shanaphy  recognized  M.  Theodore  Tan- 
enhaus,  M.D.,  who  escorted  Mrs.  M.  Theodore  Tanenhaus, 
President  of  the  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York,  to  the  podium.  Mrs.  Tanenhaus  ad- 
dressed the  House  as  follows: 

Dr.  Way,  Dr.  Denton,  Dr.  Shanaphy,  distinguished 
delegates,  guests,  and  friends.  I welcome  this  opportunity 
to  tell  you  about  your  Auxiliary,  and  it  is  your  Auxiliary  for 
you  created  us  43  years  ago.  Your  baby  has  come  a long 
way. 

Webster  defines  auxiliary  as  an  assisting  or  supple- 
mentary group  helping,  aiding,  giving  support  by  joint  ef- 
fort. Your  Auxiliary  is  all  that  and  more  for  we  are  also 
your  family,  and  we  care  very  much  about  you.  your  pro- 
fession, and  the  future  of  the  health  care  of  our  nation. 

For  your  Auxiliary  1978-79  has  been  a year  of  caring,  and 
we  have  carried  our  theme  through.  As  a matter  of  fact 
that  has  been  our  theme  for  the  whole  year.  Caring  is  care, 
and  in  the  course  of  the  year  we  have  discovered  there  were 
many  ways  of  caring. 


* Mrs.  Tanenhaus  addressed  the  House  at  the  Sunday  afternoon 
session. 


First  we  had  to  care  about  ourselves.  Our  image  reflects 
upon  you,  and  to  that  end  we  conducted  forums,  confer- 
ences, and  workshops.  As  informed  individuals  we  can 
understand  and  respond  to  the  needs  around  us.  Our  re- 
lationships with  children,  our  spouse,  family,  and  the 
community  improved.  We  cared  about  you,  your  image, 
and  your  freedom  to  practice  the  profession  of  your  choice 
with  dignity,  efficacy,  and  propriety.  It  was  that  caring 
that  brought  our  Auxiliarians  to  Albany  on  a cold  February 
day  to  hear  Governor  Carey  relate  his  plans  for  health  care, 
and  to  express  our  concerns.  In  March  we  invited  Senator 
Tarky  Lombardi  to  speak  to  our  Leadership  Conference, 
to  speak  to  the  Auxiliarians  about  New  York  State  health 
care  problems  and  the  projected  plans  to  resolve  them. 

Tomorrow  at  the  opening  of  our  House  of  Delegates, 
United  States  Congresswoman,  Elizabeth  Holtzman,  will 
address  us,  and  I am  sure  that  she,  too,  will  respond  to  the 
questions  on  Federal  legislation. 

Last  month  our  president-elect  and  I were  invited  to  sit 
in  on  the  meeting  of  the  Committee  on  Legislation  so  that 
we  could  learn  of  your  plans  and  your  priorities  for  the 
coming  year.  We  have  carried  these  back  to  our  Auxili- 
arians, and  you  may  be  assured  that  with  your  guidance 
they  will  work  to  help  you  achieve  your  objectives. 

We  cared  about  our  own  purpose,  our  goals,  and  our 
credibility,  and,  if  we  are  to  be  a resource  for  health  edu- 
cation, we  must  reach  out  to  the  people  as  a unified,  con- 
structive force.  To  help  achieve  that  goal,  we  initiated  a 
statewide  project  for  positive  health  education  — our  little 
mail  enclosures,  “What  in  Health  Have  You  Done 
Today?,”  “Have  You  Hugged  a Child  Today?,”  which,  by 
the  way,  we  did  as  our  contribution  to  the  International 
Year  of  the  Child,  ADR  Adverse  Drug  Reaction,  Preven- 
tion is  Protection  and  Vital  For  Life. 

'These  are  an  innovative,  easy  way  to  bring  pertinent 
health  messages  to  the  public.  More  than  25,000  have  been 
circulated  throughout  the  State.  In  fact,  throughout  many 
states,  and  all  at  a fractional  cost,  yet  with  input  by  every 
caring  Auxiliarian. 

No  matter  what  other  message  our  pamphlets  carry,  they 
also  carry  the  message  help  your  doctor  help  you.  He 
cares. 

We  cared  about  medicine’s  future  leaders  and  the  quality 
of  their  training.  So,  fund  raising  for  the  AMA  Educa- 
tional and  Research  Foundation  remained  a vital  concern. 
I am  proud  to  announce  that  because  of  Auxiliary  effort, 
this  year  we  contributed  $47,000  to  the  AMA-ERF  ef- 
fort — more  than  double  last  year’s  contribution. 

We  also  cared  enough  to  raise  $58,000  for  health  career 
scholarships  and  an  additional  $29,000  for  student  loans. 
Many  of  those  loans  were  interest-free. 

We  cared  about  our  communities,  and  here  the  greatest 
caring  was  extended  by  the  33  active  county  auxiliaries. 

I traveled  many  thousands  of  miles,  the  length  and 
breadth  of  this  State,  observing  and  sharing  their  work. 
They  conduct  and  are  accountable  for  more  than  150 
health-related  projects  in  New  York  State.  Blood  mobiles, 
paramed,  CPR  training,  med  ID  bracelets,  programs  on 
child  and  mate  abuse,  immunization  pamphlets  and  cam- 
paigns, international  health  aid,  meals  on  wheels  for  the 
aged  and  disabled,  programs  on  fitness  and  nutrition  are 
just  some  of  the  ways  they  have  cared.  They’ve  worked 
with  your  local  hospitals  and  with  your  local  community 
organizations  to  improve  the  health  and  the  quality  of  life 
for  all.  We  cared  about  our  own  less  fortunate,  as  you  have 
heard.  In  addition  to  all  else,  we  raised  $5,700  to  help 
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supjii >rt  the  Physicians’  Home  so  that  the  elderly  and  in- 
tinned  physician  or  his  widow  and  children  can  live  their 
lives  with  the  dignity  they  deserve. 

Yes.  we’ve  come  a long  way  since  1936,  and  today  as 
Auxiliarians  we  try  to  be  powerful,  positive  ambassadors 
to  the  medical  profession. 

Our  caring,  we  hope,  has  been  an  extension  of  the  care 
that  you  as  physicians  give  to  the  people  of  the  community. 
Yes,  we’ve  done  our  thing,  but  despite  the  current  spirit  of 
liberation  we  hear  so  much  about,  we  want  very  much  your 
approval  and  your  appreciation.  We  need  your  recognition 
of  our  achievement  s,  your  accept  ance  as  an  important  part 
of  the  health  care  service,  and  your  support  of  our  ef- 
forts. 

We  need  you  to  care.  We  need  you  to  care  enough  to 
encourage  the  spouse  in  vour  house  to  join  us,  to  work  with 
us,  to  invite  your  Auxiliary  to  work  with  your  county 
medical  societies,  to  use  our  arms,  our  legs,  our  talent,  and 
our  hearts  to  help  you  accomplish  what  are  in  fact  our 
common  goals. 

I should  like  to  take  just  one  more  moment  to  express  my 
personal  thanks  to  Dr.  Way,  Dr.  Fineberg,  the  officers,  the 
councilors,  and  the  staff  of  the  Medical  Society  of  the  State 
of  New  York  for  the  many  privileges  and  kindnesses  they 
have  afforded  me  and  our  Auxiliary.  I feel  confident  that 
the  rapport  the  Auxiliary  has  achieved  with  the  Medical 
Society  will  continue  to  grow  and  to  prosper. 

It  has  been  an  honor  to  sit  at  your  Council  meetings; 
observing  its  deliberations  and  judicious  considerations 
for  the  future  of  the  medical  profession  has  really  been  an 
inspiration,  and  afforded  me  greater  understanding  of  our 
role  in  the  health  care  family. 

I wish  to  thank  my  own  county  medical  society,  the 
Medical  Society  of  the  County  of  Kings,  for  the  many  years 
they  have  recognized  and  encouraged  Auxiliary  partici- 
pation, and  for  creat  ing  an  at  mosphere  that  gives  credence 
and  value  to  medical  organization.  I must  also  thank  my 
husband,  who  sits  here  in  your  House  of  Delegates,  whose 
years  of  dedication  to  his  profession  and  to  this  organiza- 
tion instilled  in  me  the  desire  to  be  a part  of  it  and  to  serve 
it  as  he  does,  the  best  I could. 

It  has  been  a memorable  year.  Our  gains  have  been 
great,  our  achievements  many,  and  now  we  look  to  the  fu- 
ture. What  new  paths  lie  ahead  and  what  direction  our 
organization  will  take  all  depends  on  how  much  we 
care  — You  and  we.  Thank  you  very  much. 

. . . The  House  rose  and  applauded  as  Mrs.  Tanenhaus 
left  the  podium  . . . 

PAST-PRESIDENT  OF  THE  AMERICAN 
ASSOCIATION  OF  MEDICAL  ASSISTANTS, 
NEW  YORK  STATE  SOCIETY  * 

. . . Speaker  Shanaphy  recognized  Mrs.  Irene  Fisher, 
Past-President,  American  Association  of  Medical  Assis- 
tants, New  York  State  Society,  who  addressed  the  House 
as  follows: 

Thank  you,  Mr.  Speaker  and  members  of  the  1979  House 
of  Delegates  for  the  honor  and  privilege  of  bringing  greet- 
ings from  the  American  Association  of  Medical  Assistants, 
New  York  State  Society,  on  behalf  of  our  President,  Dor- 
othy Hunter. 


* Mrs  Fisher  addressed  the  House  at  the  Sunday  afternoon 
session. 


The  members  of  the  American  Association  of  Medical 
Assistants  are  mindful  of  the  fact  they  are  representing  the 
professional  medical  organization,  and  at  all  times  are 
trained  to  conduct  themselves  in  a professional  manner. 
We  have  achieved  government  recognition  through  the 
Department  of  Health,  FMucation,  and  Welfare  as  allied 
health  professionals.  Through  continuing  education,  we 
will  strive  to  prepare  ourselves  to  be  better  medical  assis- 
tants and  not  just  a “girl  Friday”  in  the  office. 

Employing  qualified  medical  assistants  leads  to  better 
office  management  and  better  relations  with  a patient,  and 
hence  better  care.  The  many  changes  in  fee  st  ructures  of 
some  of  the  third  party  payers  havp  meant  a decrease  in 
gross  income  for  the  physician.  Therefore,  it  is  essential 
for  the  physicians  to  concentrate  on  the  efficiency  of  their 
administrative  policies,  business  practice,  and  office 
staffing. 

A medical  assistant  must  be  trained  in  management  and 
organizational  principles,  as  well  as  business  concepts,  that 
produce  efficiency  in  the  physician’s  office,  if  he  is  to  re- 
main financially  solvent.  This  points  to  the  reason  for  the 
American  Association  of  Medical  Assistants  and  the  edu- 
cational courses  offered  to  the  medical  assistants.  Every 
medical  assistant  has  a professional  obligation  to  accept 
challenges  offered  by  attending  workshops  and  semi- 
nars. 

Each  year  at  the  annual  meeting  of  both  the  New  York 
State  Society  and  the  American  Association  of  Medical 
Assistants,  many  courses  are  given  for  continuing  educa- 
tion credits.  Certification  examinations  are  given  twice 
a year,  once  in  January  and  once  in  June.  This  past  Jan- 
uary, 889  medical  assistants  became  certified.  As  of  June, 
1979,  there  are  16,597  members,  590  component  chapters 
enrolled  with  the  American  Association  of  Medical  Assis- 
tants. Within  this  total,  958  are  New  York  State  Society 
members,  making  up  30  chapters  across  the  State.  We 
need  more  chapters. 

A medical  assistant  needs  to  contribute  her  best  to  ed- 
ucation. Frequent  changes  in  government  regulations  and 
reimbursement  formulas  and  the  attacks  on  our  traditional 
fee  for  service  structure  make  it  necessary  for  the  medical 
assistant  to  enroll  in  classes  in  management  principles, 
organizational  theory,  and  business  techniques  that  can 
be  used  to  increase  the  efficiency  of  the  physician’s  office 
practice  and  to  help  the  doctor  cope  with  his  problem. 

The  medical  assistant  has  a substantial  supporting  role 
in  helping  to  prevent  malpractice  claims.  She  must  keep 
up  with  the  laws,  and  be  an  expert  in  public  relations.  In 
other  words,  our  medical  assistant’s  professional  values  are 
basically  the  same  as  yours,  the  physician  — to  be  pro- 
fessional and  to  be  part  of  the  medical  healt  h team  to  en- 
sure the  physician-patient  relationship  and  to  increase  the 
efficiency  of  internal  office  procedures  and  practices. 

May  I thank  the  Medical  Society,  our  advisors,  Dr.  Carl 
Sansocie,  Chairman,  of  Rochester,  New  York;  Dr.  Anthony 
Fragola,  of  West  Islip;  Dr.  Charles  Poskanzer,  of  Albany, 
who  have  given  their  support  and  help  during  this  past 
year.  They  have  given  unselfishly  of  their  time  and  talents 
to  make  the  working  of  our  New  Y’ork  Society  run 
smoothly. 

Thank  you  again  for  the  privilege  of  speaking  to  this 
distinguished  delegation. 

. . . The  House  applauded  as  Mrs.  Fisher  left  the  podium 
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EMPIRE  MEDICAL  POLITICAL  ACTION 
COMMITTEE  ( EMPAC ) * 

. . . Speaker  Shanaphy  recognized  William  C.  Stein, 
M.D.,  Chairman  of  the  Empire  Medical  Political  Action 
Committee,  who  addressed  the  House  as  follows: 

Mr.  Speaker,  fellow  delegates,  ladies  and  gentlemen. 
Once  again,  it  is  my  pleasure  to  bring  you  up  to  date  on  the 
status  of  EMPAC,  your  Federal  political  action  committee. 
Although  you  have  not  heard  much  from  EMPAC  during 
the  past  year,  a great  deal  has  been  accomplished.  What 
minor  differences  there  were  with  NYMPAC  have  been 
resolved.  We  have  formed  a joint  council  of  both  groups, 
whose  function  is  to  oversee  the  operation  of  a joint  office 
and  an  executive  director. 

A search  committee  was  appointed  and,  after  inter- 
viewing several  applicants,  it  was  the  unanimous  decision 
of  this  committee  to  employ  Miss  Florence  Keating  as  full 
time  executive  director  of  both  PACs,  pending  approval 
by  both  boards  of  directors  of  EMPAC  and  NYMPAC. 

With  this  full  time  help  it  is  my  fine  hope  that  we  will  be 
able  to  bring  to  fruition  those  aspects  of  political  action  so 
necessary  for  effective  political  action.  I speak  specifically 
of  continuing  membership  solicitation,  continuing  political 
education  of  new  members  and  finally,  effective  political 
action  by  grassroot  members. 

The  New  York  State  Congressional  Delegation  has  fi- 
nally begun  to  listen  to  its  constituent  physicians.  In 
Washington,  EMPAC  has  opened  doors  for  the  leadership 
which  had  never  been  opened  before.  I am  sure  if  we  can 
continue  to  build  on  this  membership  base,  and  get  more 
active  participation  from  our  physicians  at  the  grassroots 
level,  we  will  ultimately  achieve  our  purpose  and  be  able 
to  get  a fair  and  reasonable  hearing  on  every  critical  legis- 
lative issue  confronting  organized  medicine. 

I am  extremely  optimistic  about  EM PAC’s  success  in  the 
long  run.  In  the  short  run,  I am  a little  concerned  about 
the  apparent  proliferation  of  PACs  in  the  various  specialty 
societies,  and  even  some  county  societies.  Initially,  it 
might  appear  that  these  groups  might  better  serve  the 
political  needs  of  the  individual  specialists  or  counties; 
however.  I am  certain  that  ultimately  this  will  only  further 
confuse  organized  medicine’s  views  towards  the  critical 
issues  that  the  medical-political  interface  and  further  di- 
vide our  one  voice. 

In  closing,  I would  only  advise  you  that  if  you  are  dis- 
enchanted with  what  we  are  doing,  get  involved  from  within 
and  help  us  improve.  This  is  as  true  today  as  it  was 
centuries  ago  when  the  Bible  was  written,  and  Mark  wTote, 
“If  a house  be  divided  against  itself,  that  house  cannot 
stand.”  We  must  learn  to  act  and  speak  with  one  voice. 
Thank  you. 

. . . The  House  applauded  as  Dr.  Stein  left  the  podium 


* Dr.  Stein  addressed  the  House  at  the  Tuesday  afternoon 
session. 


NEW  YORK  MEDICAL  POLITICAL  ACTION 
COMMITTEE  (NYMPAC)  * 

. . . Speaker  Shanaphy  recognized  John  H.  Carter,  M.D., 
Chairman  of  the  New  York  Medical  Political  Action 
Committee,  who  addressed  the  House  as  follows: 

Mr.  Chairman,  members  of  the  House  of  Delegates.  It 
is  a real  pleasure  lor  me  to  address  you  this  afternoon.  Just 
two  years  ago  a short  two  years  ago  - this  House  man- 
dated that  we  start  a State  political  action  PAC.  This  PA(  ’ 
has  been  most  successful,  considering  the  short  time  it  has 
been  in  existence. 

Next  year’s  dues  notices  will  include  two  brochures. 
One  of  them  will  come  from  NYMPAC.  You  have  it  in 
front  of  you  on  your  table.  It  was  prepared  by  Miss 
Keating,  and  focuses  on  the  goals  of  NYMPAC  and  the 
results  of  the  1978 elections.  I would  like  you  to  look  at  t he 
first  page  and  see  t he  number  of  candidates  we  supported 
and  the  number  we  opposed.  We  have  a batting  average 
of  approximately  85%. 

When  you  receive  next  year’s  dues  notices  — some  of 
them  will  be  sent  in  October,  some  in  November,  most  will 
be  sent  in  December  — it  is  most  important  that  you  send 
a check  to  MSSNY,  so  it  can  be  used  for  NYMPAC  and 
EMPAC. 

In  1978,  we  raised  approximately  $246,000;  $173,000 
went  to  NYMPAC  and  $73,000  went  to  EMPAC.  As  of 
this  date  in  1979,  we  have  only  received  $211,000,  compared 
to  last  year’s  $246,000.  We  had  approximately  2,730 
members  last  year;  this  year  we  are  down  to  2,173  mem- 
bers. 

Even  though  we  disagree  on  some  things,  the  ult  imate 
bottom  line  is  the  legislature.  There  may  be  legislation  this 
year  which  will  put  us  under  the  Donnelly  Act.  We  need 
legislators  who  will  oppose  that  kind  of  legislation.  In  the 
Drago  case  in  Schenectady,  the  Law  Review  Commission 
recommended  legislation  which  would  rectify  the  problem. 
We  need  representatives  in  the  New  York  legislature  who 
will  see  it  our  way.  We  will  only  be  effective  if  we  can  raise 
the  money.  Our  Albany  representatives  found  they  had 
better  access  this  year  to  the  offices  of  our  legislators  than 
in  previous  years.  They  were  more  receptive  to  our 
views. 

Before  the  dues  notices  are  sent  out,  Miss  Keating  will 
contact  the  President  of  every  county  medical  society  and 
suggest  that  each  county  society  devote  one  county  society 
meeting  to  politics.  She  will  give  each  county  President 
a list  of  legislators  we  supported  in  that  county.  The 
counties  should  ask  these  legislators  to  attend  these 
meetings  and  educate  the  doctors  and  explain  political 
action.  Last  year  we  raised  $246,000.  We  can  very  easily 
raise  one  million  this  coming  year;  and  with  one  mil- 
lion — watch  out.  Thank  you. 

. . . The  House  applauded  as  Dr.  Carter  left  the  podium 


* Dr.  Carter  addressed  the  House  at  the  Tuesday  afternoon 
session. 
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AWARD  PRESENTATIONS  * 


. Speaker  Shanaphy  recognized  President  Way,  who 
made  the  following  presentations: 

PRESIDENT'S  CITIZENSHIP  AWARD 

President  Way  recognized  Paul  J.  Rosc-h,  M.D. 

Dr.  Way:  Each  year  the  president  of  the  Medical  Soci- 
ety of  the  State  of  New  York  has  the  privilege  to  honor  a 
colleague  for  continuous  outstanding  and  meritorious 
service  to  the  member’s  community  and  fellow  citizens;  to 
honor  a colleague  for  service  entirely  beyond  the  scope  of 
the  member’s  profession  and  for  which  there  was  no  com- 
pensation. 

Believing  that  civic  responsibility  is  an  important  part 
of  every  physician’s  life,  the  Medical  Society  of  the  State 
of  New  York  in  1961  established  this  citation  to  be  awarded 
by  the  incumbent  president  to  that  member  the  president 
selects  from  all  the  physicians  nominated  by  the  presidents 
of  the  county  medical  societies  for  extraordinary  and 
prolonged  service  unrelated  to  the  practice  of  medicine. 

In  choosing  a recipient  for  this  high  honor,  the  important 
criteria  considered  is  prolonged  service  to  the  community 
as  a citizen. 

No  matter  how  outstanding  the  physician’s  activities 
may  be  in  the  practice  of  medicine,  it  is  subordinated  in 
making  the  selection  for  the  President’s  Citation.  This 
criterion  is  frequently  misunderstood  and,  too  often,  a 
nomination  will  emphasize  a member’s  extensive  medical 
accomplishments  or  medical  society  prominence,  with  little 
regard  or  documentation  of  the  doctor’s  activity  as  a good 
citizen. 

This  year  the  name  of  the  citation  was  changed  to  the 
“President’s  Citizenship  Award”  to  accentuate  the  im- 
portance of  service  to  the  community  as  a citizen.  From 
all  the  nominations  I received,  I have  selected  Dr.  Paul  J. 
Rosch  of  Yonkers  as  best  exemplifying  the  criteria  of  this 
award.  Dr.  Rosch  was  nominated  by  Dr.  Charles  A.  Ber- 
trand, President  of  the  Medical  Society  of  the  County  of 
Westchester,  as  well  as  by  Dr.  William  H.  Dermody, 
President  of  the  New  York  State  Society  of  Internal 
Medicine. 

Dr.  Rosch’s  services  to  his  community  are  extensive. 
From  1964  to  1969  he  served  as  Commissioner  of  the  Youth 
Board  of  Yonkers.  During  t his  time,  and  till  1971,  he  was 
also  the  first  Chairman  of  the  Yonkers  Community  Action 
Program.  In  this  latter  capacity,  he  set  up  and  regulated 
the  Headstart  Program  for  preschool  children.  Mean- 
while, he  established  a meaningful  program  creating  job 
openings  lor  disadvantaged  Yonkers  residents.  He  also 
supervised  activities  of  his  neighborhood  Youth  Corps 
which  provided  employment  for  the  underprivileged. 


During  the  past  twenty  years,  Paul  Rosch  has  served  on 
the  boards  of  directors  of  the  following  community  action 
groups:  The  Family  Services  Society  of  Yonkers;  the 

Jewish  Community  Center  of  Yonkers;  the  United  Givers; 
the  Planned  Parenthood  Organization  of  Yonkers;  and  the 
Irvington,  New  York’s  Abbott  House  which  serves  dis- 
turbed children. 

Our  careful,  local  investigation  of  these  activities  of  Dr. 
Rosch  confirmed  that  he  was  more  than  a “letterhead” 
director  of  these  organizations,  for  he  served,  as  well,  as  a 
member  of  the  advisory  boards  of  both  the  Family  Services 
Society  and  the  Jewish  Community  Center. 

Dr.  Rosch’s  community  service  has  not  continued  un- 
noticed. Included  with  the  nomination  file  I received  was 
a letter  from  Malcolm  Wilson,  who  in  1974  appointed  him 
to  the  Governor’s  Advisory  Council  on  Physician’s  Asso- 
ciates and  Specialist’s  Assistants.  Malcolm  Wilson  worked 
with  Dr.  Rosch  on  community  affairs,  and  he  said  he  found 
Paul  to  be  “hard  working  and  immensely  productive.” 

County  Executive  Albert  Delbello  wrote  to  us  to  say,  “As 
Mayor  of  Yonkers,  and  now  as  County  Executive  of 
Westchester,  I have  known  Paul  Rosch  as  a citizen  always 
ready  to  undertake  tasks  that  benefit  the  less  advantaged, 
the  young,  and  the  elderly.  He  established  the  first 
Headstart  Program  in  Yonkers  and  worked  diligently  to 
help  the  young  people  of  Yonkers  to  find  meaning  in  their 
lives.” 

The  Honorable  Supreme  Court  Justice  Anthony  Cerrato, 
Yonkers  Mayor  Angelo  Martinelli,  Senator  John  Flynn, 
Assemblyman  Gordon  Burrows,  and  Congressmen  Bruce 
Caputo  and  Richard  Ottinger,  each  have  written  us  to  en- 
dorse this  physician  as  superbly  deserving  of  our  recogni- 
tion for  his  prolonged  service  as  a citizen  of  his  commu- 
nity. 

High  praise  indeed.  However,  I did  not  select  Dr.  Paul 
Rosch  for  this  honor  on  the  strength  of  the  kudos  of  the 
high  and  mighty.  We  were  more  impressed  with  the 
heartfelt  expressions  of  gratitude,  admiration,  and  love 
expressed  to  us  by  the  people  of  Yonkers  with  whom  he 
associated  in  community  work  and  from  Rabbi  Abraham 
J.  Klausner  of  Congregation  Emanu-El.  It  was  their  im- 
pressive high  regard  for  Paul  Rosch,  concerned  citizen  of 
Yonkers,  which  assured  me  that  there  was  no  candidate 
more  deserving  of  our  recognition. 

It  is  for  the  credit  that  citizen  Paul  Rosch  brings  to  our 
profession  that  I am  pleased  to  present  to  Dr.  Paul  J.  Rosch 
of  Yonkers,  New  York,  the  1979  President’s  Citizenship 
Award. 

. . . The  House  applauded  as  Dr.  Rosch  left  the  podium 


The  Vice-President’s  Medal,  the  Albert  H.  Douglas,  M.D. 
Memorial  Teaching  Award,  the  Redway  Award,  the  William 
Hammond  Award  for  Distinguished  Service,  the  Albion  (). 
Bernstein,  M.D.  Award,  the  Fifty-Year  Citations,  the  Scientific 
Fxhibits  Awards,  and  the  Certificate  of  Appreciat ion  to  I fonald 
1 Pager,  I I ).,  were  presented  on  Sunday  at  the  opening  session; 
the  President’s  Citizenship  Award  was  presented  at  the 
Wednesday  morning  session. 
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V/( 'E-PRESIDENT’S  MEDAL 

. President  Way  recognized  Ralph  M.  Schwartz,  M l)., 
Vice-President  . . . 

I)r.  Way:  The  role  of  the  vice-president  has  changed 
markedly  during  my  term  of  office.  The  president-elect 
and  the  vice-president  were  very  much  involved  in  the 
decision  making  process.  This  was  stimulated  by  the 
Hughes  Report.  Dr.  Hughes  believed  that  the  vice-pres- 
idential position  should  he  a stepping  stone  in  this  orga- 
nization. 

Ralph,  at  this  time  1 wish  to  bestow  upon  you  the  symbol 
of  the  vice-presidency  in  the  form  of  a silver  medal. 

. . . The  House  applauded  as  Dr.  Schwartz  left  the  po- 
dium . . . 


THE  ALBERT  II.  DOUGLAS,  M I).,  MEMORIAL 
TEACHING  AWARD 

. . . President  Way  recognized  Lucy  Squire,  M.D. . . . 

Dr.  Way:  The  officers  and  directors  of  the  Empire  State 
Medical.  Scientific,  and  Educational  Foundation,  Inc.,  are 
happy  to  bestow  the  Albert  H.  Douglas,  M.D.,  Teaching 
Award  on  Lucy  Squire.  M.D. 

Dr.  Squire  is  Professor  of  Radiology  at  Downstate 
Medical  ('enter,  and  has  been  selected  by  the  students  as 
a most  stimulating  teacher.  She  has  devised  a curriculum 
and  methodology  in  teaching  radiology  which  has  been 
copied  by  many  other  schools  in  the  country.  She  has  been 
devoted  to  the  students  and  takes  a personal  interest.  She 
is  tireless  in  her  efforts  in  their  behalf. 

1 wish  to  point  out  that  we  have  with  us  Mrs.  Albert  H. 
Douglas. 

It  is  now  my  pleasant  duty  to  present  the  second  annual 
Albert  H.  Douglas,  M.D.,  Memorial  Teaching  Award.  Phis 
award  was  established  last  year  to  recognize  distinction  in 
teaching,  parallel  to  the  honors  that  medical  organizations 
have  always  bestowed  on  those  who  have  done  outstanding 
research. 

The  late  Dr.  Douglas,  who  was  for  many  years  a delegate 
of  the  Queens  County  Medical  Society  to  this  House  and 
a member  of  the  Council  of  the  MSSNY,  endowed  a fund 
to  be  administered  by  the  Empire  State  Medical,  Scientific, 
and  Educational  Foundation,  Inc.,  to  support  this  award. 
The  award  is  rotated  among  the  State’s  twelve  medical 
colleges,  and  the  student  body  of  each  institution  assists 
in  selecting  the  winner. 

This  year  the  Albert  H.  Douglas,  M.D..  Award  will  be 
presented  to  Lucy  Squire,  M.D..  Professor  of  Radiology  at 
the  Downstate  Medical  Center  College  of  Medicine.  Se- 
lected by  the  students  as  a stimulating  teacher.  Dr.  Squire 
has  devised  a curriculum  and  methodology  in  teaching 
radiology  which  has  been  copied  by  many  other  schools  in 
the  country.  She  has  been  devoted  to  her  students  and 
tireless  in  her  efforts  on  their  behalf. 

In  the  words  of  the  Award  itself,  it  is  being  presented  to 
her  for:  “Outstanding  efforts  and  singular  achievements 
as  a clinical  teacher  interested  in  promoting  and  improving 
medical  education  of  physicians.” 

. . . The  House  applauded  as  Dr.  Squire  left  the  podium 


REDWAY  AWARD 

. . . President  Way  recognized  Tin  Han,  M.D.,  and  Jun 
Minowada,  M.D.  . . . 

Dr.  Way:  This  seventeenth  annual  Redway  Medal  and 
Award  is  given  to  Tin  Han,  M.D.,  and  Jun  Minowada,  M.D., 
for  their  article  “Impairment  of  Cell  Mediated  Immunity 
in  Untreated  Hodgkin’s  Disease,  Evaluation  by  Skin  Tests, 
Lymphocyte  Stimulation  Tests  and  T & R Lymphocyte 
Counts"  that  appeared  in  the  February,  1978,  issue  of  the 
New  York  Slate  Journal  of  Medicine.  The  object  of  the 
study  was  to  define  the  factors  associated  with  abnor- 
malities of  cell-mediated  immunity  that  are  found  in 
Hodgkin’s  disease. 

The  New  York  State  Jornal  of  Medicine  is  happy  to 
extend  to  Tin  Han.  M.D.,  and  Jun  Minowada,  M.D.,  the 
seventeenth  annual  Redwav  Medal  and  Award.  'Phis 
important  contribution  deserves  our  recognition  and  spe- 
cial commendation. 

. . . Dr.  Han  accepted  the  award  for  Dr.  Minowada  . . . 

. . . The  House  applauded  as  Dr.  Han  left  the  podium 


WILLIAM  HAMMOND  AWARD  EOR 
DISTINGUISHED  SERVIC  E TO  THE 
JOURNAL 

. . . President  Way  recognized  Melvin  I).  Yahr,  M.D. 

Dr.  Way:  Melvin  D.  Yahr,  M.D..  has  served  the  New 
York  State  Journal  of  Medicine  most  diligently  as  a 
member  of  the  Associate  Editorial  Board  for  the  past 
fourteen  years.  Dr.  Yahr  has  helped  materially  in  making 
decisions  and  recommending  improvements  in  manu- 
scripts submitted  for  publication  in  his  particular  field  of 
expertise  — neurosurgery.  It  is  a privilege  for  the  Journal 
to  offer  this  token  of  our  appreciation  for  his  manifold 
contributions  over  the  years. 

In  presenting  the  William  Hammond  Award  for  Dis- 
tinguished Service  to  Melvin  D.  Yahr,  M.D.,  we  are  hon- 
oring the  Journal  itself  and  both  Dr.  Yahr  and  Dr.  Ham- 
mond. Dr.  Hammond  and  Dr.  Yahr  worked  together  for 
many  years  to  improve  presentations  to  he  published.  We 
are  grateful  for  his  many  and  valuable  contributions. 

. . . The  House  applauded  as  Dr.  Yahr  left  the  podium 


ALBION  O.  BERNSTEIN,  M.D.  AWARD 

Dr.  Way:  The  Albion  0.  Bernstein,  M.D.  Award  is 
awarded  annually  to  a physician  or  scientist  for  out- 
standing scientific  achievement  in  medicine.  This  award, 
presented  under  the  auspices  of  the  Medical  Society  of  the 
State  of  New  York,  was  established  by  the  late  Morris  J. 
Bernstein  to  perpetuate  the  memory  of  his  son,  a physician 
w-ho  tragically  lost  his  life  while  responding  to  a medical 
call. 

The  recipient  of  the  1979  award  is  Paul  E.  Lacy,  M.D., 
Mallinckrodt  Professor  and  Chairman,  Department  of 
Pathology,  Washington  University  School  of  Medicine. 
Dr.  Lacy  developed  a method  for  islet  cell  transplantation 
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in  diabetic  rats  which  overcomes  the  rejection  problem  and 
successfully  delivers  insulin.  This  has  great  ultimate 
promise  for  insulin  dependent  diabetics.  Dr.  Lacy  ini- 
ti;:u  d th  se  studies  with  originality  and  pursued  them  with 
diligence,  utilizing  many  research  procedures  very  effec- 
tively. 

. . . Dr.  Lacy  could  not  be  present  for  the  presentation, 
as  he  was  attending  and  participating  in  the  International 
Diabetes  Federation  meetings. ... 

Dr.  Way  read  the  following  acceptance  remarks  by  Dr. 
Lacy: 

It  is  a great  honor  and  privilege  to  receive  the  1979  Al- 
bion O.  Bernstein,  M.D.  Award.  1 accept  this  award  on 
behalf  of  myself  and  my  colleagues  — Dr.  Joseph  Davie 
and  Mr.  Edward  Finke. 

As  you  know,  the  major  problems  facing  diabetics  today 
are  the  complications  of  the  disease  — diabetic  retinopa- 
thy. renal  failure,  arteriosclerosis,  and  neuropathy.  These 
complications  appear  to  be  due  to  the  inability  to  maintain 
normoglycemia  in  the  patient  by  our  current  methods  of 
therapy.  One  approach  to  maintain  normoglycemia  would 
be  to  transplant  normal  islet  cells  into  the  diabetic. 

Several  years  ago  we  developed  a method  for  isolating 
islets,  demonstrated  that  isolated  rat  islets  could  be  suc- 
cessfully transplanted  as  isografts,  and  found  that  the 
transplants  reversed  early  diabetic  complications  in  the 
rat. 

The  major  deterrent  to  the  application  of  islet  trans- 
plantation to  human  diabetics  was  the  marked  suscepti- 
bility of  the  islets  to  immune  rejection.  Thus  human  islet 
transplants  have  only  been  attempted  in  patients  receiving 
a kidney  transplant,  and  as  autotransplants  following  total 
pancreatectomy  for  chronic  pancreatitis. 

Approximately  four  years  ago,  we  decided  to  determine 
whether  rejection  of  the  islets  could  be  prevented  by  pre- 
treating the  donor  islets  prior  to  transplantation.  The 
pretreatment  regimens  were  directed  toward  altering  or 
removing  passenger  leukocytes  in  the  islets  since  it  had 
been  suggested  that  these  passenger  cells  were  needed  to 
induce  immune  rejection. 

We  have  found  that  islet  allograft  survival  can  be  pro- 
longed markedly  by  simply  culturing  rat  islets  at  room 
temperature  for  one  week  and  then  giving  one  injection  of 
antilymphocyte  serum  at  the  time  of  transplantation. 
Without  any  further  treatment,  the  islet  allografts  survive, 
and  in  recent  studies  the  animals  have  remained  normo- 
glycemic for  more  than  100  days  with  a 90  percent  success 
rate. 

The  problems  that  remain  to  be  resolved  for  human  islet 
transplantation  are,  (1)  determining  the  optimum  and 
safest  site  for  islet  implantation,  (2)  identification  of  the 
specific  passenger  cell  required  for  initiation  of  immune 
rejection,  (3)  determining  whether  this  simple  pretreat- 
ment regimen  will  permit  the  successful  transplantation 
of  islets  between  species  of  animals.  If  this  were  feasible, 
then  islets  from  animal  sources  could  be  utilized  for  human 
transplants. 

W e are  grateful  to  all  of  you  for  the  recognition  you  have 
bestowed  upon  these  investigations,  and  we  hope  t hat  these 
f indings  may  not  only  be  applicable  to  islet  transplantation 
in  diabetics,  but  also  to  (he  transplantation  of  other  organs 
in  man. 

. . . The  House  rose  and  applauded  . . . 


SCIENTIFIC  EXHIBITS  AWARDS 

. . Speaker  Shanaphy  recognized  Thomas  S.  Bumbalo, 
M.D.,  Chairman  of  the  Scientific  Exhibits  Subcommittee, 
who  presented  the  following  report: 

The  members  of  the  Scientific  Awards  Subcommittee 


are  as  follows: 

Leonard  F.  Ciner,  M.D.,  Chairman  New  York 

Joseph  J.  Kaufman,  M.D Ontario 

Ralph  E.  Schlossman,  M.D Queens 


A total  of  27  exhibits,  24  clinical,  and  3 service  type  ex- 
hibits, were  presented  this  year.  This  represents  one  ex- 
hibit more  than  the  number  presented  at  the  1978  Annual 
Convention. 

The  quality  of  the  exhibits  this  year  was  a distinct  im- 
provement over  last  year’s  presentations.  The  number  of 
exhibits  for  the  past  three  years  has  been  more  or  less  the 
same.  Inflation,  sharp  cuts  in  available  resources,  and 
gravitation  of  exhibitors  to  their  specialty  meetings  has 
contributed  to  the  drop  from  35  to  40  exhibits  attracted  in 
past  years. 

The  LJpjohn  Company’s  cash  award  of  $150,  and  an  im- 
pressive plaque  this  year,  was  presented  to  the  Lincoln 
Medical  and  Mental  Health  Center  of  The  Bronx  for  their 
instructive  and  well  presented  exhibit,  “Below  Knee  Am- 
putation and  Rehabilitation  of  Amputees,”  by  F.  Wesner 
F'leurant,  M.D.,  Justin  Alexander.  Ph.D.,  and  Ralph  A. 
Pici,  M.D. 

Several  other  exhibits  competed  for  the  first  place  award 
for  their  originality  and  educational  excellence. 

The  Scientific  Awards  Subcommittee  felt  very  strongly 
that  Dr.  Guy  L.  Hartman’s  exhibit,  “Sinister  Garden  — 
Common  Poisonous  Plants,”  deserves  honorable  mention 
for  its  originality  and  important  message. 

The  second  exhibit  worthy  of  honorable  mention  was  the 
exhibit  presented  by  Chet  J.  Janecki,  M.D.,  of  the  Genesee 
Hospital,  Rochester,  New  York,  “Extra  — Articular  In- 
jectable Steroids  — When,  Where,  How.” 

The  committee  was  gratified  to  see  a good  representation 
of  exhibitors  from  upstate  New  York  and  out  of  state  — 
from  as  far  as  Fontana,  California. 

There  were  several  very  excellent  exhibits  that  war- 
ranted special  consideration,  which  were  unattended.  This 
has  prompted  the  committee  to  recommend  that  the  sci- 
entific exhibits  application  forms  in  the  future  include  a 
statement  that  unattended  exhibits  will  not  be  considered 
eligible  for  an  award. 

Dr.  Leonard  F.  Ciner,  Chairman  of  the  Scientific  Awards 
Subcommittee  expresses  his  gratitude  to  Dr.  Joseph  J. 
Kaufman,  and  Dr.  Ralph  E.  Schlossman,  members  of  the 
committee. 

. . . The  House  applauded  as  Dr.  Bumbalo  left  the  mi- 
crophone . . . 

CERTIFICATE  OF  APPRECIATION 

President  Way  recognized  Donald  J.  Eager,  J.D.,  and 
presented  him  with  a Certificate  of  Appreciation  from  the 
Medical  Society  of  the  State  of  New  York  for  his  technical 
skill  in  successfully  managing  the  Medical  Liability  Mutual 
Insurance  Company,  and  his  invaluable  advice  and  support 
in  the  affairs  of  the  Society. 

. . . The  House  applauded  as  Mr.  Eager  lef  t the  podium 
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FIFTY-  YEA  R ( IT  A TICKS 

President  Way:  It  is  now  my  privilege  to  continue  a 
pleasant  and  long-established  tradition  of  honoring  our 
colleagues  who  are  celebrating  their  golden  anniversary  in 
the  practice  of  medicine. 

Each  year  the  Medical  Society  of  the  State  of  New  \ urk 
presents  to  these  physicians  an  award  citing  their  fifty 
years  of  service  to  their  pat  ients.  This  year  we  honor  26(5 
members  of  our  Society  who  enjoy  this  distinction,  l ime 
does  not  allow  us  to  present  each  of  the  citations  or  to 
mention  each  of  their  names.  We  will,  as  is  customary, 
name  each  of  these  physicians  in  the  minutes  of  this  173rd 
Annual  Convention. 

Soon  after  this  convention,  engraved  citations  will  be 
sent  directly  to  each  recipient  or,  where  requested,  to  their 
county  medical  society  for  presentation  at  a county  society 
meeting.  Our  wishes  for  many  additional  years  of  good 
health  and  happiness,  and  our  sincere  congratulations  are 
extended  to  each  of  these  physicians. 

. . . The  House  applauded  . . . 

The  list  of  the  recipients  follows: 

Albany 

George  J.  Righter 
Albert  Vander  Veer,  II 
Allegany 

Laurence  Charles  Older 
Bronx 

Jacob  Harold  Ackerman 
Paul  William  Cohen 
John  Vincent  D’Angelo 
Emanuel  Feit 
Harry  Gordimer 
Frederick  Gordon 
Frank  Henry  Granito 
Ludwig  Gross 
George  Aloysius  Howley 
Charles  Kavovit 
Robert  James  A.  Keenan 
Alfred  Francis  Marra 
Samuel  Sidney  Pasachoff 
Rudolf  William  Radna 
Jerome  Rauch 
Vincent  Silvestri 
Succorso  A.  Suriano 
Samuel  Wagreich 
Henry  A.  Wahn 
Marcus  Widmann 
Morris  Frederick  Wiener 
Leo  Wilson 
Broome 

Michael  J.  Maggiore 
Benjamin  L.  Matthews 
Abel  Everett  Peck 
Alfred  Lionel  Standfast 
Irving  Werner 
Cayuga 

Walter  Wolodymyr  Prokopiw 
Chautauqua 

Garra  Levant  Lester 
Hilding  A.  Nelson 
Chemung 

Augustus  H.  Hillman 
Columbia 

Henry  Owen  Little 


Delaware 

Walter  Elmer  Eel  Is 
Dutchess 

Morris  Joseph  Frank 
Helena  Mathiasen 
Albert  A.  Rosenberg 
Harold  Carl  Rosenthal 
Erie 

Victor  Louis  Cohen 
Jay  I.  Evans 

Raymond  George  Filsinger 
Clyde  Wayland  George 
Ramsdell  Gurney 
Norman  Heilbrun 
L.  Maxwell  Lockie 
Frank  Meyers 
David  Kimball  Miller 
Warren  Seaman  Smith 
(lenesee 

Clara  Flora  I).  Diasio 
Herkimer 

Irwin  F.  Forbes 
Kings 

Morris  A.  Altman 
Carl  Baron 

Herbert  Irwin  J.  Berner 
Max  Brahms 
Albert  A.  B.  Charles 
Irving  W.  Chiteman 
Jacob  Yonny  Cohen 
Joseph  Dalven 
Peter  P.  H.  Di  Brienza 
Charles  Rodin  Feingold 
Morris  H.  Goldenberg 
John  Joseph  P.  Kilgallen 
Daniel  Klein 
John  Knysh 
Ned  Arthur  Lewis 
John  Gaspare  Lipani 
Seymour  H.  Livingston 
Vincent  S.  Maggio 
Philipp  Manecke,  Jr. 
Carmine  Melore 
Israel  Miller 
William  Moskowitz 

A.  Lloyd  Norris 
Robert  Reuben  Princer 
Barnet  Irving  Romm 
Harry  Sackadorf 
Samuel  Israel  Schantz 
Siegmund  Schargel 
Julius  Schoenfeld 
Lewis  E.  Schottenfeld 
Benjamin  G.  P.  Shafiroff 
Hyman  Morris  Siegle 
Reuben  B.  Silverstein 
Solomon  Slepian 
Eugene  Sole 

Samuel  Solomon 
Mauro  A.  Tumolo 
Carmelo  C.  Vitale 
Madison 

Anthony  John  Zaia 
Monroe 

Charles  Schley  Gallaher 

B.  Frederic  Kleker 
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Donald  Dunn  Posson 
Henry  Carlisle  Shaw 
Charles  Le  Roy  Steinberg 
Nassau 

Albert  Abelson 
Francis  Joseph  Buckley 
Ralph  Matthew  Burns 
Alexander  Conway 
Louis  Richard  Ferraro 
Joseph  Harman  Fries 
Irving  Greenfield 
David  Gurin 
Albert  Bernard  Newman 
Alfons  Podnieks 
Abner  Roosevelt  Robbins 
Esterino  Elia  Santemma 
Morris  Robert  Schneier 
Niagara 

Grant  Guillemont 
New  York 

Cecil  Abraham 
David  Abrahamsen 
Arthur  Abramson 
Alice  Tillson  Baker 
Sara  Bass 

Joel  Valford  Bolden 
Manfred  Braun 
Norton  Sager  Brown 
Howard  Gerald  Bruenn 
Annie  Louise  Brush 
James  Arnold  Brussel 
Antonio  S.  Carbonell 
Bernard  L.  Cinberg 
Ruth  J.  Cudmore 
John  Reb  Cunningham 
Dante  Peter  Dapolonia 
Gerald  Dale  Dorman 
Joseph  Engelmann 
Charles  Harold  Fliegelman 
Bernard  Fread 
William  Adrian  Freeman 
Jacob  Heskel  Gabbay 
Joseph  Arnold  Gaines 
Maxwell  L.  Gelfand 
Frederick  J.  Gerstel 
George  Samuel  Goldman 
James  Gottesman 
Eugen  Grabscheid 
John  Francis  Grady 
Arthur  Vose  Greeley 
Samuel  U.  Greenberg 
Samuel  Frederick  Groopman 
Anna  M.  Grudzinsky 
Emmy  Hahn 
Saul  Isaac  Heller 
Gottlieb  Helpern 
Wiiliam  Maxwell  Hitzig 
Jed  Hotchkiss  Irvine 
Margarete  H.  Katzenstein 
Martin  L.  Kaye 
Le  Moyne  Copeland  Kelly 
Hedwig  Koenig 
Adalbert  Kroo 
Rudolph  Kurcz 
Harold  William  Lovell 
Egon  E.  Lustig 
Robert  McClanahan 


A.  Parks  McCombs 
Bernard  Jacob  Mintz 
John  Tennyson  Myers 
Erna  Nauenberg 
William  G.  Niederland 
Theodore  Wright  Oppel 
Henry  Ostern 
Andrew  Peto 
Eufelia  Pingitore 
Phillip  Polatin 
Lewis  Bernard  Posner 
Bronson  Sands  Rav 
Adelaide  Romaine 
Henry  Rosenberg 
Nathaniel  Ross 
Aurelia  Rozov 
Robert  Victor  Sager 
Katherine  Shishlow 
William  Beryl  Silberblatt 
Louis  E.  Siltzbach 
Francis  Sisca 
Arthur  Robert  Sohval 
Charlotte  F.  Springer 
Alexander  Stein 
Herman  Tannenbaum 
William  G.  Von  Stein 
Carl  Weiss 
Eugene  Zele 
Alexander  Zimanv 
Oneida 

Theodore  Baum 
James  Irving  Farrell 
Marshall  M.  Menzies 
Onondaga 

Merton  Charles  Hatch 
John  Joseph  Keefe 
Marguerite  P.  McCarthy 
Lloyd  E.  Watts 
Ontario 

George  Bronaugh  Ewing 
Orange 

Adolph  Stuart  Millman 
Russell  Brewer  Scobie 
Oswego 

William  Frederick  Fivaz 
Queens 

Angelo  A.  Acampora 
William  Osier  Benenson 
Joseph  Brody 

Murray  William  Buchbinder 
Sam  Clayton 
Samuel  Raphael  Cohan 
Sidney  Cohen 
Samuel  Didner 
Maximo  Ferrer-Cartaya 
John  Leo  Finnegan 
Alexander  A.  Fisher 
Harold  Friedlander 
Jacob  Savin  Garber 
Herman  Glassman 
Henry  H.  Goldhammer 
Morris  Horowitz 
Irving  Mvron  Lefkon 
Emanuel  Messinger 
Isidore  Miller 
Simon  Moskowitz 
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Victor  Hugo  Raisman 
Arthur  Ian  Rosenthal 
S.  Senior  Sack 
Oscar  Schlesinger 
Jacob  Meyer  Seibel 
Rubin  Solomon 
G.  Silverman  Turkell 
Richmond 

Theodore  Allred  Atlas 
Rockland 

Bertold  H.  Feldman 
Emanuel  Freund 
Arno  Gradnauer 
St.  Lawrence 
Sidney  Aiken 
Edwin  Garfield  Claxton 
Saratoga 

Robert  Emmet  Harrington 
Edmond  Alfred  Suss 
Schenectady 
Michael  Slovak 
Catherine  M.  Zaia 
Seneca 

Leslie  A.  Osborn 
Steuben 

Joseph  Frederick  Kenzie 
Alexander  F.  Wahlig 
Suffolk 

J.  Clarence  Bernstein 
Benjamin  L.  Feuerstein 
John  Frosina 
Victor  Genco 
Gordon  Lemont  Green 
Theodore  P.  Koszalka 
Herman  Malves 
Saul  Charles  Newman 
Richard  Townley  Paton 
Tony  Liebman  Rakieten 
Francis  Remy 
Ulster 

Alfred  Martyn  Feldshuh 
Morris  Harry  Hadler 
Maurice  Harold  Silk 
Warren 

Frank  Mears  Falkenbury 


Wayne 

Elmer  Leon  Du  Bois 
James  D.  Tyner 
Westchester 

Thomas  Edwin  Bamford 
Milton  Joseph  Eisen 
John  F.  Gundy 
Bernard  Charles  Hecht 
Leroy  Savin  Heck 
M.  Elliot  Jackson 
Kaare  Kristian  Nygaard 
Fritz  Popper 
John  B.  Ruggiero 
Walter  A.  Thompson 
Eva  Zarrow 

William  Abraham  Zavod 


Introduction  of  Guests 

. . . Speaker  Shanaphy  introduced  the  following  guests, 
who  addressed  the  House  and  were  applauded  . . . 

VV.  E.  Allard,  Jr..  M.D.,  President  of  the  Vermont  State 
Medical  Society 

Matthew  Marshall,  Jr.,  M I).,  President-Elect  of  the 
Pennsylvania  Medical  Society 

. . . Vice-Speaker  Eberle  introduced  the  following  guest, 
who  addressed  the  House  and  was  applauded:  . . . 

Brinton  T.  Darlington,  M.D.,  President  of  the  Maine 
Medical  Association 

. . . Speaker  Shanaphy  acknowledged  the  President  of 
the  American  Medical  Association  Auxiliary,  Mrs.  Ben 
Johnson,  Jr.  . . . 

. . . Executive  Vice-President  Fineberg  introduced  Grant 
V.  Rodkey,  M.D.,  President  of  the  Massachusetts  Medical 
Society  at  the  dinner  dance  on  Wednesday  evening  . . . 


Introduction  of  Past-Presidents 

. . . Speaker  Shanaphy  introduced  the  following  past- 
presidents  who  w'ere  in  the  House:  James  M.  Blake,  Lynn 
R.  Callin,  George  L.  Collins,  Jr.,  Ralph  S.  Emerson,  Henry 
I.  Fineberg,  Carl  Goldmark,  Jr.,  Walter  T.  Heldmann, 
George  Himler.  Edward  Siegel,  and  Walter  Scott  Walls. 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates , Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 


lowing members: 

Daniel  F.  O'Keeffe,  M.D.,  Chairman  Warren 

Edgar  Berry,  M.D New  York 

Stanley  B.  Chapman,  M.D Steuben 

George  L.  Collins,  Jr.,  M.D Erie 

Joseph  R.  Fontanetta,  M.D Kings 

Allison  B.  Landolt,  M.D Westchester 

George  Dim,  M.D Oneida 

Vincent  Maddi,  M.D Broome 

Milton  Rosenberg,  M.D Suffolk 

William  Schwarz,  M.D Richmond 


George  T.  C.  Way,  M.D.,  President,  ex  officio 

Dutchess 

Victor  J.  Tofany,  M.D.,  Secretary,  ex  officio 

Monroe 

Joseph  F.  Shanaphy,  M.D.,  Speaker,  ex  officio 

Richmond 

A special  “open”  meeting  of  the  House  Committee  on 
Bylaws  was  held  at  the  Americana  Hotel  in  New  York  City 
on  October  24,  1978.  The  purpose  of  the  meeting  was  to 
receive  input  from  the  delegates  as  to  their  thoughts  of  the 
resolutions  referred  to  the  House  Committee  on  Bylaws. 
The  House  Committee  on  Bylaws  met  on  March  15,  1979. 
The  input  from  the  special  “open”  meeting  proved  to  be 
of  great  assistance  to  the  House  Committee  in  its  deliber- 
ations. 

In  all,  eleven  resolutions  asking  for  amendments  to  the 
Bylaws  were  referred  to  the  committee  for  consider- 
ation. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  committee: 


^^esolution  77-5,  Requirement  of  Licensure  for 
Membership  in  the  Medical  Society  of  the  State 
of  New  York 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 
Whereas,  Mandatory  licensure  requirements  are  not  uni- 
form with  respect  to  all  the  county  medical  societies 
in  this  State,  and  have  not  been  uniform  for  many 
years;  and 

Whereas,  The  Council  Committee  on  Constitutions  and 
Bylaws  is  of  the  opinion  that  the  present  climate  in 
Albany  would  appear  to  be  in  favor  of  continuing 
medical  education  as  a prerequisite  to  reregistration; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
has  committed  itself  to  the  concept  of  continuing 
medical  educations;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  so  as  to  require  that 
a physician  who  applies  for  membership  in  the  Med- 
ical Society  of  t be  State  of  New  York  must  bold  a valid 
New  York  State  license;  and  be  it  further 
R<  ■solved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  II,  Section  1.  paragraph  2 of  the 


Bylaws  by  the  addition  of  the  following  phrase  at  the 
end  of  the  paragraph:  “and  who  are  licensed  by  the 
State  of  New  York  to  practice  medicine.”  Article  II, 
Section  1,  paragraph  2 would  then  read  as  follows: 
“Active  membership  shall  be  limited  to  graduates 
of  recognized  medical  or  osteopathic  schools  who 
have  completed  not  less  than  four  satisfactory  years 
of  at  least  eight  months  each,  or  the  equivalent,  in 
a medical  or  osteopathic  school  in  the  United  States 
of  America  or  Canada  registered  as  maintaining  at 
the  time  a standard  satisfactory  to  the  medical  or 
osteopathic  licensing  authorities  in  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  schools  in  this  State,  and 
who  are  licensed  by  the  State  of  New  York  to  prac- 
tice medicine.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  instruct  the  local  county  medical  societies  to 
amend  their  constitutions  and/or  bylaws  so  as  to  make 
them  conform  to  the  spirit  and  intent  of  this  resolu- 
tion. 

and 

-t^esolution  77-6,  Requirement  of  New  York  State 
Licensure  for  Membership  in  the  Medical  Society 
of  the  State  of  New'  York 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  A poll  of  county  medical  societies  in  the  State 
reveals  that  the  majority  require  New  York  State  li- 
censure for  membership*;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  do  not  require  such  licensure;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  and  its  component  societies  should  not 
conflict;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  provide  that  ap- 
plicants be  required  to  hold  a New  York  State  license 
in  order  to  be  eligible  for  membership;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  II.  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the 
end  of  paragraph  2:  “and  who  are  licensed  by  the 
State  of  New  York  to  practice  medicine.”  Article  II, 
Section  1,  paragraph  2 would  then  read  as  follows: 
“Active  membership  shall  be  limited  to  graduates 
of  recognized  medical  or  osteopathic  schools  who 
have  completed  not  less  than  four  satisfactory  years 
of  at  least  eight  months  each,  or  the  equivalent,  in 
a medical  or  osteopathic  school  in  the  United  States 
of  America  or  Canada  registered  as  maintaining  at 
the  time  a standard  satisfactory  to  the  medical  or 
osteopat  hic  licensing  authorities  of  the  State  of  New 
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York,  or  in  a medical  or  osteopathic  school  in  a f or- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  schools  in  this  State,  and 
who  are  licensed  by  the  State  of  New  York  to  prac- 
tice medicine.” 

* The  following  county  medical  societies  replied  to  the 
poll  taken  by  the  Medical  Society  of  the  County  of 
Kings: 

Licensure  Required  Licensure  Not  Required 
Albany 
Bronx 
Chemung 
Genesee 
Jefferson 
Kings 
Nassau 
Niagara 
Onondaga 
Orleans 
Queens 
Richmond 
Rockland 
Schenectady 
Steuben 
Westchester 

* Changed  at  Medical  Society 
of  the  State  of  New  York 
request. 

**  Not  in  Bylaws,  but  do  not 
accept  if  not  licensed. 


Broome* 

Cayuga* 

Delaware* 

Dutchess* 

Erie* 

Monroe* 

New  York* 

Orange** 

Otsego* 

Suffolk* 


Resolutions  77-5  and  77-6  were  referred  back  to  the 
committee  by  the  House  of  Delegates.  Because  of  the 
similarity  of  content.  Resolutions  77-5  and  77-6  were  re- 
viewed at  the  same  time. 

The  committee  firmly  believes  that  approval  of  these 
resolutions  may  in  effect  deprive  the  MSSNY  of  the  power 
of  determining  what  its  own  membership  requirements  are 
to  be.  This  is  true  particularly  since  licensure  require- 
ments are  subject  to  change,  and  conditions  for  licensure 
may  he  mandated  despite  MSSNY’s  disapproval. 

The  committee  also  believes  that  the  present  survey 
regarding  the  county  medical  societies  that  require  licen- 
sure is  not  up  to  date.  A motion  was  approved  that  a new 
survey  should  he  undertaken  to  ascertain  how  many  county 
medical  societies  currently  require  licensure. 


=>  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolutions  77-5  and  77-6. 

=» . . . The  House  voted  to  NOT  ADOPT  Resolutions  77-5 
and  77-6,  voting  on  each  resolution  separately  . . . 

I^>esolution  78-1,  Direct  Election  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch 
Whereas,  An  ad  hoc  committee  of  the  House  of  Delegates 
in  1975  studied  the  matter  of  direct  election  of  coun- 
cilors by  members  of  the  District  Branches,  and  rec- 
ommended that  they  be  so  elected;  and 


Whereas,  The  ad  hoc  committee  to  that  end  recommended 
that  the  Council  he  increased  to  16  members,  allocated 
as  follows: 

District  1 New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1 
District  2 — Nassau  1,  Suffolk  1 

District  3-8  — 1 councilor  each 

District  9 — 2 councilors 

therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Art  icle  IV,  Section  1 , paragraph  1 of  the 
Bylaws  to  effect  direct  election  of  councilors  by  Dis- 
trict Branches  by  deleting  the  number  “12”  and  in- 
serting the  number  “ 16”;  deleting  the  words  “elected 
by  the  House  of  Delegates"  and  inserting  the  following: 
“nominated  and  elected  by  the  members  of  the  Dis- 
trict Branches  which  they  are  to  represent.  The  16 
councilors  shall  he  allocated  to  the  District  Branches 
as  follows: 

District  1 — New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1 
District  2 — Nassau  1,  Suffolk  1 

District  3-8  — 1 councilor  each 

District  9 — 2 councilors” 

Article  IV,  Section  1 , paragraph  1 would  then  read  as 

follows: 

“The  Council  shall  he  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  16  councilors  nomi- 
nated and  elected  by  the  members  of  the  District 
Branches  which  they  are  to  represent.  The  16 
councilors  shall  be  allocated  to  the  District  Branches 
as  follows: 

District  1 — New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1 
District  2 — Nassau  1,  Suffolk  1 

District  3-8  — 1 councilor  each 

District  9 — 2 councilors” 

and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  III,  Section  2,  paragraph  2 of  the 
Bylaws  by  deleting  the  word  “councilors.”  Article  III, 
Section  2,  paragraph  2 would  then  read  as  follows: 
"It  shall  elect  the  officers  and  trustees  of  the  State 
Society  and  the  delegates  to  the  American  Medical 
Association.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  1,  by  deleting  para- 
graph 3 of  the  Bylaws  which  reads  as  follows:  “Four 
councilors  shall  be  elected  annually  by  the  House  of 
Delegates,  each  for  a term  of  three  years.  In  the  event 
of  a vacancy,  a councilor  shall  he  elected  by  the 
Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates 
shall  elect  a councilor  to  fill  the  unexpired  term.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  1 by  deleting  para- 
graph 6 by  the  Bylaws  which  reads  as  follows: 
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“Councilors  shall  be  assigned  to  specific  county  so- 
cieties as  liaison  for  the  Council  in  accordance  with  the 
provisions  of  Article  V,  Section  2.  Councilors  shall 
be  required  to  disseminate  information  of  Council 
activity  as  well  as  returning  information  to  the 
Council,  and  shall  report  regularly  to  the  Council  on 
their  activity.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  2 by  deleting  para- 
graph 8 of  the  Bylaws  which  reads  as  follows:  “The 
Council  shall,  by  written  notice,  inform  the  component 
county  medical  societies  of  the  specific  Councilor  as- 
signed to  it  as  liaison  with  the  Council.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  V,  Section  2 by  deleting  paragraph 
8 of  the  Bylaws  which  reads  as  follows:  “He  shall  as- 
sign Councilors  as  liaison  between  the  Council  and 
specific  county  medical  societies  for  the  purpose  of  the 
dissemination  of  information  to  such  societies.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  VIII,  paragraph  1 of  the  Bylaws 
by  deleting  the  word  “councilors.”  Article  VIII 
paragraph  1 would  then  read  as  follows: 

“As  the  first  business  of  the  last  scheduled  session 
of  the  annual  meeting  of  the  House  of  Delegates,  the 
officers  and  trustees  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  delegates  to  the  Amer- 
ican Medical  Association  shall  be  nominated  and 
elected.” 

and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolution 
shall  take  effect  for  the  election  of  councilors  to  the 
Medical  Society  of  the  State  of  New  York  which  is  held 
in  the  year  1979,  but  that  as  to  incumbents  it  shall  take 
effect  as  their  terms  expire  until  all  16  councilors  al- 
located to  the  District  Branches  shall  have  been 
elected  by  the  members  of  the  District  Branches  they 
are  to  represent. 

and  be  it  further 

Resolved,  That  the  Council  shall  establish,  after  consul- 
tation with  the  president  of  each  District  Branch, 
standing  rules  governing  the  method  and  procedures 
to  be  iollowed  by  each  District  Branch  in  nominating 
and  electing  the  councilor  or  councilors  to  which  it  is 
entitled. 

and 

I^/esolution  78-8,  Election  of  Councilors  of  the 
Medical  Society  of  the  State  of  New  York  by 
Districts 

Introduced  by  Fifth  District  Branch 

Whereas,  More  direct  responsibility  and  representation 
to  the  Council  of  t he  Medical  Society  of  the  State  of 
New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communication 
and  responsiveness  between  the  State  and  county 
medical  societies;  and 


Whereas,  This  would  strengthen  and  improve  the  impor- 
tance of  the  individual  districts  of  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  approve  the  principle  that  the  members  of  the 
Council  be  elected  by  each  district;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Art  icle  IV,  Section  1,  paragraph  1 of  the 
Bylaws  by  the  insertion  of  the  phrase  “elected  by  the 
House  of  Delegates”;  the  deletion  of  the  words  “House 
of  Delegates”  and  the  insertion  of  the  words  “District 
Branches.”  Article  IV,  Section  1,  paragraph  1 of  the 
Bylaws  would  then  read  as  follows: 

“The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  and 
chairman  of  the  Board  of  Trustees  elected  by  the 
House  of  Delegates  and  twelve  councilors  elected 
by  the  District  Branches.”;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Art  icle  IV,  Section  1,  paragraph  3 of  the 
Bylaws  by  deletion  of  the  words  “House  of  Delegates”; 
insertion  of  the  words  “District  Branches”;  deletion 
of  the  word  “Council”;  insertion  of  the  phrase  “District 
Branch  to  fill  the  unexpired  term”  and  the  deletion 
of  the  phrase  “to  serve  until  the  next  meeting  of  the 
House  of  Delegates,  at  which  time  the  House  of  Del- 
egates shall  elect  a councilor  to  fill  the  unexpired 
term.”  Art  icle  IV,  Section  1,  paragraph  3 of  the  By- 
laws would  then  read  as  follows: 

"Four  councilors  shall  be  elected  annually  by  the 
Dist  rict  Branches,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected 
by  the  District  Branch  to  fill  the  unexpired  term”; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  VIII,  paragraph  1 of  the  Bylaws 
by  the  deletion  of  the  word  “councilors.”  Article  VIII, 
paragraph  1 of  the  Bylaws  would  then  read  as  fol- 
lows: 

“As  the  first  business  of  the  last  scheduled  session 
of  the  annual  meeting  of  the  House  of  Delegates,  the 
officers  and  trustees  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  delegates  to  the  Amer- 
ican Medical  Association  shall  be  nominated  and 
elected”;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  VIII,  paragraph  2 of  the  Bylaws 
by  the  deletion  of  the  words  “the  Council”  and 
“councilor.”  Article  VIII,  paragraph  2 of  the  Bylaws 
would  then  read  as  follows: 

“A  member  of  the  Medical  Society  of  the  State 
of  New  York  who  is  in  arrears  for  component  county 
medical  society  dues  or  State  Society  dues  or  as- 
sessments shall  not  be  eligible  for  nomination  to  any 
office,  the  Board  of  Trustees,  or  as  a delegate  to  the 
American  Medical  Association,  or  entitled  to  vote 
for  any  officer,  trustee,  or  delegate.” 

Because  of  the  similarity  of  content,  Resolutions  78-1 
and  78-8  were  considered  at  the  same  time. 

Last  year,  Resolution  77-1  was  considered  by  the  House 
of  Delegates.  The  question  regarding  direct  election  of 
councilors  by  District  Branches  failed  to  receive  a majority, 
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let  alone  the  required  two-thirds  majority.  The  committee 
has  decided  to  repeat  the  portion  of  the  report  regarding 
Resolution  77-1  as  follows: 

After  considerable  discussion,  it  is  the  opinion  of  the 
committee  that  direct  election  of  councilors  is  inappro- 
priate since  the  Council  serves  as  the  Executive  Committee 
of  the  House  of  Delegates,  which  is  the  policy  making  body 
of  the  Medical  Society  of  the  State  of  New  York, 

The  Council  exercises  the  rights  and  duties  of  the  House 
of  Delegates  when  the  House  of  Delegates  is  not  in  session; 
yet  the  Council  must  remain  accountable  to  the  policies  set 
by  the  House  of  Delegates.  Under  our  Bylaws,  all  resolu- 
tions and  actions  of  the  Council  are  subject  to  review  by  the 
House  of  Delegates.  The  councilors  are  assigned  to  the 
specific  county  societies  to  act  as  liaison  for  the  Council. 
This  committee  feels  that  this  provides  for  accountability. 
The  committee  does  not  see  how  depriving  the  House  of 
Delegates  of  electing  twelve  of  its  officers  on  its  executive 
body  can  increase  accountability.  (The  balance  of  the 
voting  members  on  the  Council  consist  of  officers  and  the 
Chairman  of  the  Board  of  Trustees.) 

The  Bylaws  Committee  firmly  believes  in  our  present 
system  of  representative  democracy.  Under  our  present 
system,  each  component  county  medical  society  elects  its 
delegates  to  the  House  of  Delegates,  who  along  with  the 
officers,  councilors,  trustees,  delegates  from  the  district 
branches,  and  section  delegates,  comprise  the  policy 
making  body  of  the  Medical  Society  of  the  State  of  New 
York.  It  is  in  the  House  of  Delegates  where  the  local  in- 
terests may  come  together  for  the  purposes  of  formulating 
and  coordinating  Statewide  policies  and  objectives. 

The  committee  recognizes  that  when  councilors  are 
elected,  there  must  be  a consideration  of  both  local  and 
Statewide  issues  and  objectives.  The  committee  feels  that 
the  only  body  of  the  Medical  Society  of  the  State  of  New 
York  capable  of  operating  in  such  a framework  is  the  House 
of  Delegates,  since  it  comprises  representatives  from  all 
parts  of  the  State.  The  House  of  Delegates,  therefore, 
when  it  holds  elections  for  councilors,  as  when  it  considers 
all  matters,  may  benefit  from  the  diverse  ideas  from  all 
areas,  which  in  turn  allows  for  full  discussion  and  consid- 
eration of  all  issues  in  the  selection  of  councilors.  This  is 
not  possible  if  councilors  are  selected  by  nine  separate 
election  procedures  conducted  by  district  branches. 
Under  such  a system,  there  would  be  no  coordination  of 
objectives;  there  would  be  a limited  opportunity  for  a full 
discussion  of  all  the  issues,  both  State  and  local;  and  there 
would  only  be  increased  fragmentation.  Direct  election 
by  district  branches  may  result  in  the  election  of  people 
who  do  not  represent  the  actual  majority  of  members.  One 
reason  cited  by  the  proponents  of  direct  election  is  that 
local  interests  have  no  real  voice  in  the  Medical  Society  of 
the  State  of  New  York  since  the  House  of  Delegates  is  a 
mere  "rubber  stamp"  of  the  Council.  This  committee 
rejects  this  contention.  The  House  of  Delegates  has  the 
authority  to  review  all  actions  and  resolutions  of  the 
Council,  and  initiates  policy  to  be  followed  by  the 
Council. 

The  committee  believes  that  any  delegate  who  feels  that 
the  House  of  Delegates  is  but  a mere  "rubber  stamp" 
misunderstands  the  nature  of  his  duties  and  responsibili- 
ties to  the  House  of  Delegates,  to  the  component  county 
society  that  he  represents,  and  to  the  Medical  Society  of 
the  State  of  New  York. 

The  committee  concurs  that  policies  be  developed  to 


increase  coordination  of  activities  between  the  Medical 
Society  of  the  State  of  New  York  and  its  component  county 
medical  societies.  Direct  election  of  councilors,  however, 
is  not  the  answer.  This  committee  strongly  supports  and 
believes  in  the  goals  of  the  Medical  Society  of  the  State  of 
New  York,  and  particularly  feels  the  overriding  objective, 
as  stated  in  Article  I of  the  Medical  Society  of  the  State  of 
New  York  Bylaws,  is  “.  . . to  federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York  ...  .” 
I’ll  is  committee  (eels  the  direct  election  of  councilors  by 
district  branches  represents  a giant  departure  from  this 
stated  goal. 

Also,  an  Ad  Hoc  Committee  to  Evaluate  District 
Branches  has  been  formed  to  report  to  the  House  of  Dele- 
gates. It  would  he  inappropriate  to  change  the  Bylaws 
regarding  District  Branches  before  the  Ad  Hoc  Committee 
presents  its  reports  as  expected  at  the  .June  21,  1979, 
meeting  of  the  Council. 


=»  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolutions  78-1  and  78-8. 

There  was  a motion  to  divide  Resolution  78-1  into  two 
separate  motions  — 

1.  Direct  Election  of  Councilors  by  District 
Branches,  and 

2.  Increase  in  the  Number  of  Councilors 

The  Speaker  ruled  that  the  House  consider  each  pro- 
posal separately. 

=» . . . The  House  voted  to  NOT  ADOPT  Resolution  78-8 
and  that  portion  of  Resolution  78-1  dealing  with  — Direct 
Election  of  Councilors  by  District  Branches  . . . 

=> . . . The  House  voted  to  NOT  ADOPT  that  portion  of 
Resolution  78-1  dealing  with  — Increase  in  the  Number 
of  Councilors  . . . 

I^esolution  78-2,  Annual  Remuneration  for  Presi- 
dent and  President-Elect  of  MSSNY 

Introduced  by  Nassau  County  Medical  Society 
Whereas,  The  demands  on  the  time  and  the  personal  fi- 
nancial resources  of  the  president  and  president-elect 
of  MSSNY  are  enormous;  and 
Whereas,  The  current  per  diem  paid  to  the  president  and 
president-elect  is  inadequate;  and 
Whereas,  This  financial  sacrifice  to  the  president  and 
president-elect  should  not  serve  as  a deterrent  to  a 
physician  who  wishes  to  seek  these  offices;  and 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  should  be  amended  to  accommodate  this 
change;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  by  deleting  paragraph 
2 of  Article  XVI,  "Expenses,”  which  reads  as  follows: 
"The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  of- 
ficial business.  The  amount  of  the  per  diem  shall  be 
set  by  the  House  of  Delegates.”  and  substituting  the 
following  new  paragraph: 

“The  president  and  president-elect  shall  be  paid 
an  annual  remuneration  of  $50,000  and  $25,000  re- 
spectively, and  expenses  when  engaged  on  official 
business.  Any  change  in  the  amount  of  their  annual 
remuneration  shall  be  established  by  the  House  of 
Delegates.” 
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The  committee  does  not  feel  that  the  lack  of  an  annual 
remuneration  for  the  president  or  president-elect  deprives 
the  Medical  Society  of  the  State  of  New  York  of  worthy 
candidates.  It  is  the  feeling  of  the  committee  that  inas- 
much as  these  positions  are  an  honor  to  those  who  serve, 
and,  that  the  current  per  diem  is  adequate,  an  annual 
remuneration  is  not  necessary. 


=>  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-2. 

=> . . . The  House  voted  to  NOT  ADOPT  Resolution  78-2 


I^esolution  78-3,  Lowering  of  Dues  and  Assessments 
Levied  for  Active  Members  of  the  Medical  Society 
of  the  State  of  New  York  in  Residency  Training 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Physicians  in  residency  training  are  required  to 
pay  the  same  dues  that  are  paid  by  physicians  in  pri- 
vate practice  who  have  been  graduated  from  medical 
school  not  more  than  five  calendar  years;  and 
Whereas,  A reduction  in  dues  payable  by  physicians  in 
residency  training  would  in  all  probability  make  it  fi- 
nancially possible  for  them  to  become  members  of  the 
Medical  Society  of  the  State  of  New  York;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  XV,  paragraph  3 of  the  Bylaws  by 
deleting  the  phrase  “or  who  have  not  completed  their 
continuous  residency  training”  and  inserting  the 
phrase  “The  dues  and  assessments  of  those  active 
members  who  have  not  completed  their  continuous 
residency  training  shall  be  one-tenth  the  amount  le- 
vied on  all  other  active  members.”  Article  XV, 
paragraph  3 would  then  read  as  follows: 

“The  dues  and  assessments,  of  those  active 
members  who  have  been  graduated  from  medical 
or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  active  service  in  the  armed  forces 
of  the  United  States  or  in  the  United  States  Public 
Health  Service,  shall  be  one  third  the  amount  levied 
on  all  other  active  members.  The  dues  and  as- 
sessments of  those  active  members  who  have  not 
completed  their  cont  inuous  residency  training  shall 
be  one-tenth  the  amount  levied  on  all  other  active 
members.  In  no  case  may  an  active  physician 
continue  to  pay  such  reduced  dues  more  than  seven 
years  after  the  date  of  graduation  from  medical  or 
osteopathic  school.” 

The  committee  feels  that  the  Bylaws  in  the  ent  irety  must 
be  reviewed  prior  to  the  approval  of  a special  category  for 
members  in  residency  training.  The  House  Committee  on 
Bylaws  shall  in  the  coming  year  review  the  Bylaws  as  a 
whole  and  evaluate  the  need  for  revisions.  Emphasis  shall 
be  placed  on  the  study  of  current  membership  categories 
and  requirements.  It  is  believed  that  it  is  inappropriate 
to  approve  Resolution  78-3  prior  to  the  study  of  the  Bylaws 
in  the  wider  context. 


=>  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-3. 

=>  . . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  78-3  . . . 


t^esolution  78-4,  Nominations  of  Candidates  for 
Elective  Offices  of  the  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Each  year  county  medical  societies  are  requested 
to  submit  names  of  candidates  for  various  elective 
offices  in  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  County  medical  societies  are  best  able  to  rec- 
ommend those  physicians  whom  they  consider  best 
qualified  to  represent  them  in  said  positions;  and 
Whereas,  The  Nominating  Committee  of  the  Medical 
Society  of  the  State  of  New  York  is  constitutionally 
the  only  body  which  makes  judgments  and  recom- 
mendations for  offices;  and 

Whereas,  In  the  past  the  Nominating  Committee  of  the 
Medical  Society  of  the  State  of  New  York  has,  at 
times,  disregarded  the  recommendations  of  the  county 
medical  societies,  therefore  making  their  request  for 
candidates  a sham;  therefore  be  it 
Resolved,  That  Article  XI,  Section  2,  paragraph  2 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  amended  by  inserting  the  phrase  “When  the 
Nominating  Committee  of  the  Medical  Society  of  the 
State  of  New  York  selects  candidates  from  a particular 
county  medical  society  for  an  elective  office,  such  se- 
lection shall  be  limited  to  the  names  submitted  by  the 
county  medical  society  for  that  position.”  Article  XI, 
Section  2,  paragraph  2 would  then  read  as  follows: 

“In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  represen- 
tative of  a particular  district  branch  (or  his  alter- 
nate) shall  be  unable  to  attend  the  meeting  of  this 
committee,  the  president  shall  appoint  an  at  large 
member,  from  the  district  branch  whose  represen- 
tative is  absent,  to  represent  the  interests  of  that 
district  on  the  Nominating  Committee.  It'shall  be 
the  duty  of  this  committee  to  propose  and  nominate 
members  of  the  Medical  Society  of  the  State  of  New 
York  for  all  vacancies  to  be  filled  at  the  ensuing 
annual  meeting  of  the  House  of  Delegates.  When 
the  Nominating  Committee  of  the  Medical  Society 
of  the  State  of  New  York  selects  candidates  from  a 
particular  county  medical  society  for  an  elective 
off  ice,  such  selection  shall  be  limited  to  the  names 
submitted  by  the  county  medical  society  for  that 
position.  These  recommendations  shall  be  made 
to  the  House  of  Delegates  in  the  same  manner  as 
prescribed  in  Article  X,  Section  1,  paragraph  2. 


The  committee  believes  this  resolution  would  unduly 
restrict  t he  Nominating  Committee  from  fulfilling  its  re- 
sponsibilities required  by  Article  XI,  Section  2. 
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In  the  process  of  considering  nominations,  local  and 
Statewide  issues  must  he  considered.  Furthermore, 
Resolution  78-4  would  in  effect  disenfranchise  others  by 
bypassing  all  other  members  and  sections  in  the  nomina- 
tion process. 


=>  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-4. 

==» . . . The  House  voted  to  NOT  ADOPT  Resolution  78-4 


R esolution  78-5,  Further  Clarification  of  the 
Function  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Pursuant  to  Article  IV  of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York,  the  Council 
is  designated  as  the  policy  making  body  of  the  Society 
when  the  House  of  Delegates  is  not  in  session;  and 
Whereas,  Although  all  of  its  actions  between  meetings  of 
the  House  of  Delegates  are  decisive  and  final,  these  are 
subject  to  review  by  the  House  of  Delegates  which  has 
the  authority  to  rescind  any  and  all  actions  of  the 
Council;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is  the  New 
York  State  statute  which  governs  the  actions  of  cor- 
porations such  as  medical  societies,  and  this  statute 
makes  reference  throughout  to  executive  committees 
and  their  functions;  and 

Whereas,  The  Council  does  in  fact  act  as  the  executive 
committee  of  the  House  of  Delegates;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  the  introductory  paragraph  of  Article  IV, 
“Council”  of  the  Bylaws  by  the  insertion  of  the  fol- 
lowing sentence:  "The  Council,  therefore,  is  in  fact 
the  executive  committee  of  the  House  of  Delegates.” 
The  introductory  paragraph  of  Article  IV,  “Council” 
of  the  Bylaws  would  then  read  as  follows: 

“There  shall  be  a Council  which  shall  exercise  all 
the  rights  and  duties  of  the  House  of  Delegates, 
consistent  with  the  Bylaws  of  the  State  Society, 
when  the  House  of  Delegates  is  not  in  session.  The 
Council,  therefore,  is  in  fact  the  executive  commit- 
tee of  the  House  of  Delegates." 

The  committee  does  not  feel  that  Resolution  78-5  is 
necessary  as  it  would  not  add  anything  of  substance  to  the 
Bylaws. 


=»  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-5. 

=»  . . .The  House  voted  to  ADOPT  Resolution  78-5  . . . 

-^^esolution  78-7,  Retirement 

Introduced  by  Fifth  District  Branch 
Whereas,  The  current  retirement  age  for  active  members 
of  the  Medical  Society  of  the  State  of  New  York  is  70 
or  75  years;  and 


Whereas,  The  number  of  physicians  retiring  at  age  65  is 
increasing;  and 

Whereas,  These  physicians  retiring  from  practice  at  age 
65  should  not  be  required  to  pay  dues  for  an  additional 
five  or  ten  years;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  II,  Section  I,  paragraph  6 of  the 
Bylaws  by  the  deletion  of  the  following:  “who  has 
completely  withdrawn  from  the  active  practice  of 
medicine  and  who  has  been  a member  in  good  standing 
for  the  ten  consecutive  years  prior  to  the  attainment 
of  the  age  of  70  years  or  an  active  member  in  good 
standing  who  cont  inues  the  active  practice  of  medicine 
and  who  has  been  a member  in  good  standing  for  the 
ten  consecutive  years  prior  to  the  attainment  of  the 
age  of  75  years  or  an  active  member  in  good  standing 
for  ten  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership.  The  House 
of  Delegates  or  the  Council  may  waive  the  require- 
ments in  a proper  case  where  there  appear  to  be  ex- 
tenuating circumstances”;  and  inserting  the  following: 
"for  the  five  consecutive  years  before  reaching  the  age 
of  65  years  and  fully  retired  from  all  professional  in- 
come produced  activities,  unless  there  are  extenuating 
reasons  such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 
permanently  disabled,  may  apply  for  life  member- 
ship.” 

Article  II,  Section  I,  paragraph  6 of  the  Bylaws  would 
then  read  as  follows: 

“An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  65  years 
and  fully  retired  from  all  professional  income  pro- 
ducing activities,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 
permanently  disabled,  may  apply  for  life  member- 
ship. He  shall  apply  for  such  life  membership  to  the 
component  county  medical  society  of  which  he  is  a 
member.  His  application  shall  be  governed  by  the 
constitution  and  bylaws  of  the  component  county 
medical  society  relative  to  active  membership.” 

The  committee  believes  this  resolution  is  contrary  to  the 
purpose  of  the  amendment  passed  by  the  House  of  Dele- 
gates only  last  year.  It  is  the  belief  of  the  committee  that 
the  current  provisions  under  Article  II,  Section  1,  para- 
graph 6,  “Membership”  already  allows  the  waiver  of  dues 
where  extenuating  circumstances  are  shown. 


=>  The  committee,  therefore,  recommends  disapproval 
of  Resolut  ion  78-7. 

=> . . . The  House  voted  to  NOT  ADOPT  Resolution  78-7 


esolution  78-9,  AMA  Membership  Requirements 
for  Delegates  to  the  Medical  Society  of  the  State 
of  New  York 

Introduced  by  Seventh  and  Eighth  District 
Branches 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
is  a constituent  association  of  the  American  Medical 
Association;  and 
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Whereas,  The  apportionment  of  delegates  of  the  AMA 
from  each  state  association  is  one  delegate  for  each  one 
thousand  (1000)  or  fraction  thereof  of  Regular  Mem- 
bers of  the  American  Medical  Association  . . . ; and 
Whereas,  In  order  to  be  eligible  for  membership  in  the 
AMA  House  of  Delegates,  a physician  must  have  been 
a Regular  or  Direct  Member  of  the  American  Medical 
Association  for  at  least  the  two  years  immediately 
preceding  the  meeting  of  the  House  in  which  he  is  to 
serve;  and 

Whereas,  Matters  pertaining  to  policy  of  the  American 
Medical  Association  come  before  the  Medical  Society 
of  the  State  of  New  York  House  of  Delegates  for 
adoption  and  referral  to  the  AMA  House  of  Delegates; 
and 

Whereas,  It  would  therefore  be  logical  and  desirable  that 
delegates  to  the  Medical  Society  of  the  State  of  New 
York  be  members  of  the  American  Medical  Associa- 
tion; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  III,  Section  I,  paragraph  5 of  the 
Bylaws  by  inserting  the  phrase  “the  American  Medical 
Association.”  Article  III,  Section  1,  paragraph  5 
would  then  read  as  follows: 

“A  delegate  to  the  House  of  Delegates  shall  not 
be  considered  in  good  standing  or  entitled  to  vote 
in  the  House  of  Delegates  if  the  component  county 
medical  society  by  which  he  was  elected  is  in  default 
of  the  payment  of  any  dues  or  assessments  imposed 
by  the  House  of  Delegates,  and  said  component 
county  medical  society  has  been  duly  notified  of 
such  default  , or  if  auch  component  county  medical 
society  shall  at  the  time  be  under  sentence  of  sus- 
pension imposed  by  the  House  of  Delegates,  or  if 
such  delegate  is  not  in  good  standing  in  the  Ameri- 
can Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  or  in  the  component  county 
medical  society  to  which  he  belongs.” 

The  committee  believes  this  resolution  is  but  an  indirect 
way  of  requiring  mandatory  membership  in  the  American 
Medical  Association  which  was  rejected  by  the  House  of 
Delegates  last  year.  The  delegates  to  the  House  of  Dele- 
gates represent  the  Medical  Society  of  the  State  of  New 
York  and  should  not  have  imposed  upon  them  the  re- 
quirement that  they  be  AMA  members. 


=»  The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-9. 

=» . . . The  House  voted  to  NOT  ADOPT  Resolution  78-9 


I^esolution  78-10,  Interspecialty  Committee  to  be 
Represented  as  a Voting  Member  of  the  Council 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Sec- 
tion on  Orthopedic  Surgery 

Whereas,  Representatives  of  various  medical  specialties 
do  not  have  a voice  in  proceedings  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  its  Bylaws  to  provide  that  the  Interspe- 
cialty Committee  be  represented  as  a voting  member 
of  the  Council  of  the  Medical  Society  of  the  State  of 
New  York. 


The  committee  feels  if  this  resolution  is  approved,  every 
section,  specialty  organization,  or  other  bona  fide  organi- 
zation would  claim  they  are  just  as  entitled  to  have  repre- 
sentation in  the  Council. 

This  would  result  in  inordinate  expenses  and  would  only 
make  the  Council  unmanageable.  The  committee  feels 
medical  specialties  are  already  represented  through  the 
diverse  backgrounds  of  the  councilors.  Also,  the  various 
specialties  already  have  an  opportunity  to  have  input 
through  the  basic  unit  of  the  organization,  the  component 
county  societies. 


The  committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  78-10. 

=> . . . The  House,  after  discussion,  voted  to  NOT  ADOPT 
Resolution  78-10  . . . 


Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  staff  who  have  greatly  aided  the 
work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Donald  R.  Mov,  J.D.,  Staff  Attorney,  and 
Mrs.  Joan  Grimm.  Mrs.  Judy  Epstein,  and  Ms.  Irene 
Cordomeyer  who  provided  their  secretarial  assistance  to 
the  committee. 


=>  . . . The  House  voted  to  ACCEPT  the  report  of  the 
House  Committee  on  Bylaws  as  acted  upon  by  the  House 
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REPORTS  OF  OFFICERS 


PRESIDENT  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  presidency  of  the  Medical  Society  of  the  State  of 
New  York  has  heen  an  exhausting  and  emotional  experi- 
ence. No  sooner  is  one  problem  adjudicated  and  action 
started,  then  three  others  appear. 

There  are  two  ways  in  which  a president  may  function. 
The  easy  way  is  to  abrogate  a major  portion  of  one’s  per- 
sonal involvement  in  the  Society  and  allow  staff  to  react 
and  respond  to  all  situations,  answer  all  correspondence, 
and  leave  the  role  of  the  president  mostly  to  sign  letters  and 
read  prepared  speeches.  Well  within  the  memory  of  many 
of  us  have  such  presidents  functioned,  and  perhaps  such 
an  arrangement  is  to  be  preferred. 

The  alternate  way,  of  course,  is  to  become  deeply  im- 
mersed in  the  activities  of  the  Society,  this  obviously  being 
the  route  1 chose.  There  are  serious  penalties  associated 
with  this  route,  and  all  are  sprinkled  with  frustrations. 
The  most  obvious  hurdle  is  the  geographic  isolation  of  the 
president,  unless  he  happens  to  live  in  Dix  Hills.  And  I will 
point  out  that  the  telephone  is  no  substitute  for  being 
there. 

If  my  successors  should  elect  to  pursue  the  latter  course 
of  action,  I would  make  several  suggestions.  First  of  all. 
the  Society  should  provide  him  with  full-time  secretarial 
help  in  his  home  or  office.  Trying  to  use  the  secretaries  at 
headquarters  just  doesn’t  work  out. 

Secondly,  one  of  those  transmission-receiving  gadgets 
that  use  the  telephone  lines  should  he  leased  for  that  sec- 
retary, so  that  correspondence  and  papers  may  be  accu- 
rately and  promptly  transmitted  both  to  and  from  the 
president.  Mail  delays  of  seven  to  ten  days  were  all  too 
common  during  the  past  year. 

And  thirdly,  an  adequate  salary  should  be  paid  the 
president.  The  honorarium,  which  was  doubled  in  March 
of  this  year,  after  I desperately  requested  that  it  be  raised 
in  November,  is  totally  inadequate  and  does  not  begin  to 
cover  the  financial  loss  of  performing  the  responsibilities 
of  this  office.  The  quantity  of  mail  that  must  be  processed 
each  day  is  unbelievable.  And  there  is  no  honorarium  for 
the  many  days  one  works  on  Society  business  at  home. 

During  the  past  year  I attended  many  major  meetings 
of  significance  and  spoke  at  a considerable  number  of 
these: 

1.  Two-dav  symposium  on  Hospital  Mergers  in  New 
York  City — Sponsored  by  the  United  Hospital 
Fund. 

2.  One  week  in  Toronto  studying  the  Canadian 
Health  System. 

3.  One-day  conference  with  the  Administrative 
•Judges  of  New  York  State  on  the  Review  Panels  in 
Malpractice. 

4.  Four-day  AMA  Leadership  Conference  in  Chi- 
cago. 

5.  All-day  Malpractice  Symposium  at  Columbia 
University,  sponsored  by  Dr.  McGill. 

6.  Three-dav  Annual  Meeting  of  the  Pennsylvania 
Medical  Association. 

7.  Two-day  Annual  Meeting  of  the  Connecticut 
Medical  Association. 


8.  Four-day  Annual  Meeting  of  the  New  -Jersey 
Medical  Association. 

9.  Three-day  Annual  Meeting  of  the  Maine  Medical 
Association. 

10.  One-day  meeting  on  Cost  Containment  at  Tarrv- 
town. 

11.  Lecture  presented  at  the  National  Computer 
Conference  on  SPARC’S. 

Of  course,  this  does  not  include  conferences  and  meet- 
ings with  such  people  as  Mr.  Cooperman  of  the  Workers’ 
Compensation  Board;  Mr.  Richard  Herman  of  Health 
Systems  Management;  and  Dr.  Robert  Whalen  of  the 
Health  Planning  Commission,  Commissioner  David  Ax- 
elrod of  the  New  York  State  Department  of  Health,  Sen- 
ator Parks  Lombardi,  Chairman  of  the  Senate  Committee 
on  Health,  Assemblyman  dames  R.  Tallon,  Chairman  of 
the  Assembly  Committee  on  Health,  and  Speaker  Stanley 
Fink  of  the  Assembly.  In  addition,  there  were  other 
meetings  with  the  leaders  of  the  New  York  State  Nurses 
Association,  the  Hospital  Association  of  New  York  State, 
the  Blues  and  other  carriers,  and  more — too  many  to 
mention. 

Of  great  neglect  on  my  part  was  my  inability  to  accept 
invitations  to  speak  at  county  medical  societies.  You  will 
recall  at  my  inauguration,  I addressed  this  issue  and  said 
that  1 would  assume  visitation  responsibility  for  the  Dis- 
trict Branches  and  would  set  up  a program  for  the  county 
societies.  Late  in  the  year,  I realized  that  the  latter  was 
a total  flop,  and  then  I did  make  an  effort  to  visit  a few. 
Such  a program  for  county  societies  is  absolutely  necessary, 
but  it  is  an  utter  physical  impossibility  for  the  president 
to  do  this. 

To  the  many  county  societies  which  invited  me  and  to 
which  I could  not  go,  I humbly  apologize  and  say  that  it  is 
my  loss  and  I am  most  sorrowful. 

One  of  the  most  trying  experiences  for  me,  and  I guess 
for  the  Society  in  all  of  its  years,  was  the  matter  of  the  in- 
dicted physicians  on  Long  Island.  Literally,  days  were 
spent  addressing  this  issue  which  was  indeed  a volatile  and 
emotional  one.  The  mail  was  overwhelming,  with  letters 
of  threat  about  resigning  if  we  didn't  do  this  or  if  we  did  do 
that.  As  you  are  well  aware,  we  approached  the  problem 
from  the  view  of  AMICUS  CURIAE  and  addressed  the 
broad  issue  of  organized  medicine  and  the  Donnelly  Act. 
Two  days  prior  to  the  preparation  of  this  report,  1 have 
learned  that  the  criminal  charges  were  thrown  out  and  that 
the  Court  has  rendered  a decision  that  the  Donnelly  Act 
does  not  apply  to  the  learned  professions.  This  may  be 
only  a temporary  respite,  for  I understand  that  the  State 
has  appealed  that  ruling. 

As  I approach  the  end  of  my  term,  I find  the  horizon 
cluttered  with  many  important  and  unsolved  problems. 
The  State  government  has  remained  completely  insensitive 
to  the  malpractice  situation.  In  my  mind,  another  explo- 
sive crisis  looms  ahead  in  this  area.  Our  no-fault  suit  is 
bogged  down,  and  it  appears  gloomy  to  those  legal  minds 
who  have  addressed  it.  Government  at  all  levels  seems  to 
be  gathering  momentum  to  ration  medical  care. 

To  my  successor.  Dr.  Denton,  I wish  the  very  best.  1 
assure  the  members  of  this  House  that  I hold  him  in  great 
esteem  and  consider  him  well-qualified  to  carry  on  the 
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responsibilities  of  the  office  of  president. 

I pledge  him  my  support  during  his  tenure  of  office. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  President 


PRESIDENT  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Eleven  months  ago  in  my  inaugural  address,  to  which  I 
inscribed  the  title  THE  COURAGE  TO  CHANGE,  1 
struck  a note  of  hope,  of  vision,  and  of  performance. 

Today,  at  the  sunset  of  my  presidency,  I report  to  this 
House  as  to  whether  my  hope  was  correct,  as  to  whether  my 
vision  was  clear,  and  as  to  how  much  we  have  accom- 
plished. 

The  track  record  is  mixed  as  it  always  is.  Let  me  trace 
some  of  these  events  for  you. 

For  example,  my  inaugural  address  itself  has  had  a very 
interesting  fate.  As  many  of  you  are  aware,  the  Trustees 
of  the  AMA  had  a trial  open  meet  ing  of  the  Board  prior  to 
the  interim  meeting  of  the  AMA  House  of  Delegates  last 
December.  I was  invited  to  present  that  address  in  a 
modified  form  to  the  Board,  and  copies  were  disseminated 
to  all  members  of  the  House.  As  a result,  a resolution  en- 
dorsing the  recommendations  therein  was  passed  by  the 
House  of  Delegates  and  one  hundred  fifty  thousand  dollars 
was  appropriated  to  carry  it  out.  The  Trustees  elected  to 
fulfill  the  spirit  of  that  resolution  by  expanding  their  pro- 
gram of  meeting  with  management  of  the  top  fifty  corpo- 
rations in  America  on  an  individual  basis  rather  than  in  a 
group.  Parenthetically,  this  has  been  extended  to  include 
the  publishers  of  the  major  newspapers  in  this  country.  As 
far  as  I know,  it  has  not  yet  included  representatives  of  the 
Bar.  The  results  have  been  fantastic.  Business  in  this 
country,  both  directly  and  indirectly  through  the  U.S. 
Chamber  of  Commerce,  has  joined  organized  medicine  in 
opposing  many  of  the  unacceptable  comtemplated  legis- 
lative and  regulatory  propositions  affecting  the  health  care 
industry.  These  people  have  turned  out  to  be  invaluable 
allies. 

Next  Saturday  in  Austin,  Texas,  the  same  paper,  with 
slight  modifications,  will  be  the  keynote  address  for  the 
Leadership  Conference  of  the  Texas  Medical  Association. 
I am  told  that  there  will  be  approximately  nine  hundred 
physicians  in  attendance.  This  same  paper  has  been 
printed  in  over  fifteen  state  medical  journals.  It  has 
turned  out  to  have  been  a tremendously  positive  public 
relations  effect  for  the  MSSNY  within  organized  medicine. 
I consider  this  to  be  a major  accomplishment  of  the  past 
year. 

As  you  are  aware,  I started  an  informal  newsletter  ent  i- 
tled “BY  THE  WAY”  which  was  sent  to  selected  leaders 
in  organized  medicine  throughout  the  State.  While  this 
was  no  earth-shaking  project,  nevertheless  I tried  on  a 
monthly  basis  to  keep  the  local  and  regional  leaders  up- 
to  date  on  the  prominent  problems  and  decisions  at  the 
State  level.  Feedback  from  county  society  leaders  has 
been  favorable  without  exception.  1 hope  that  my  suc- 
cessor will  see  fit  to  continue  t his  project. 

During  the  year  we  acquired  the  contract  services  on  a 
part-time  basis  of  Irving  Rosenthal,  Emeritus  Professor 
of  English  from  the  < ity  ( Allege  of  New  York,  who  lives  in 


retirement  near  our  headquarters  on  Long  Island.  Like 
an  old  firehorse,  he  has  all  the  reflexes  and  motivations  of 
a lifetime  of  experience.  When  he  joined  our  team,  he 
attended  many  meetings  with  long  hours  of  patient  lis- 
tening. As  a result,  he  has  developed  a keen  insight  and 
empathy  for  organized  medicine  which  now  gives  him  an 
opportunity  to  use  his  skills  to  our  advantage.  For  ex- 
ample, he  composed  a letter  for  me  to  the  Editor  of  the  New 
York  Times,  apprising  the  public  of  SPARCS.  This  same 
letter  was  printed  in  about  twenty  newspapers  throughout 
New  York  State  and,  indeed,  resulted  in  many  favorable 
editorials.  There  is  no  doubt  in  my  mind  that  this  was  the 
basis  of  the  many  favorable  changes  in  the  guidelines  that 
eventually  took  place.  I foresee  a growing  role  for  Irving 
Rosenthal.  If  we  could  have,  on  a monthly  basis,  a similar 
release,  we  could  increase  our  effectiveness  to  the  public 
through  the  media.  I know  that  Dr.  Denton  feels  the  same 
as  I in  respect  to  this  route  of  action. 

Because  of  the  activities  of  the  Federal  government  in 
promoting  HMOs  and  IP  As  as  alternate  forms  of  delivering 
health  care,  and  because  of  the  many  inquiries  which  we 
were  receiving  from  the  various  areas  in  the  State,  it  was 
decided  to  have  a teaching  day  on  these  matters  at  the 
MSSNY  headquarters.  This  was  held  on  June  20,  1979, 
and  approximately  seventy-five  people  were  in  attendance. 
Of  great  interest  were  the  highly  variable  views  expressed 
by  the  many  individuals  who  participated.  All  agreed  that 
the  teaching  day  had  served  its  purpose. 

One  of  my  earliest  projects  was  to  invite  county  society 
leaders  to  attend  the  Council  meetings.  The  apathy  of 
many  dejected  me.  However,  by  repeated  invitations  and 
by  taking  the  Council  to  Rochester  in  April,  we  finally 
ended  up  with  thirty-two  various  county  and  regional 
leaders  who  attended  a Council  meeting  during  my  term 
of  office. 

Our  failures  during  the  year  were  many.  One  of  the 
outstanding  ones  was  the  county  society  visitation  pro- 
gram. This  was  started  for  two  reasons:  First,  because 
I am  absolutely  convinced  that  on  a regular  basis  someone 
of  stat  ure  from  the  State  Society  must  appear  at  occasional 
meetings  of  the  county  societies;  and  secondly,  because  we 
have  six  officers  of  the  Society,  namely,  the  speaker,  vice- 
speaker, treasurer,  assistant  treasurer,  secretary,  and  as- 
sistant secretary,  who  are  naturals  to  work  as  a team  in  such 
a visitation  program.  They  are  knowledgeable,  and  such 
a program  would  be  beneficial  to  both  the  county  society 
and  the  State  Society  officers.  Unfortunately,  it  did  not 
work  out. 

Another  failure  was  in  the  area  of  membership.  Our 
whole  posture  and  activity  for  membership  must  be  reex- 
amined. When  I see  our  residency  membership  is  172  and 
the  AMA  residency  membership  in  our  State  is  1753,  then 
I know  that  there  is  something  wrong.  Obviously,  our  ef- 
forts were  not  adequate.  The  effectiveness  of  any  orga- 
nization, be  it  AMA,  MSSNY,  or  county  society,  depends 
almost  wholly  on  the  size  of  its  membership  if  it  is  to  carry 
out  its  programs.  The  larger  our  membership,  the  stronger 
our  voice  as  we  address  government  and  the  public.  I feel 
that  the  issue  of  membership  should  be  referred  to  Re- 
search and  Development  for  a specific  plan  of  action,  for 
time  is  growing  short. 

Last  fall,  the  commissions  and  divisions  were  assigned 
t he  task  of  preparing  a program  of  goals  and  priorities  for 
the  coming  year  within  the  sphere  of  their  activity.  This 
was  an  excellent  idea,  but  was  never  carried  out. 

The  voluntary  effort  for  cost  containment  in  health  care 
has  had  a national  impact  of  sigrrifiance.  New  York  State 


344  New  York  State  Journal  of  Medicine/February,  1980/Minutes 


is  the  only  one  in  the  Union  that  has  not  formed  a statewide 
coalition  in  this  program.  The  Hospital  Association  of 
New  York  State  has  refused  to  become  involved  in  such  an 
effort,  saying  that  the  hospitals  have  already  suffered 
enough  under  the  sharply  reduced  reimbursement  program 
of  the  State  Health  Department.  My  personal  feeling  is 
that  failure  to  form  this  coalition  is  indeed  very  short- 
sighted and  that  in  all  probability  this  concept  must  be 
carried  out  without  the  Hospital  Association. 

As  1 now  look  back,  1 must  say  that  our  hopes  were  in- 
deed valid,  that  our  visionary  goals  were  quite  correct,  but 
that  our  performance  left  much  to  be  desired. 

The  presidency  of  this  organization  is  characterized  by 
chronic  fatigue  and  repeated  frustration.  It  is  financial 
disaster  for  the  individual  who  assumes  this  post.  I ab- 
solutely believe  that  an  adequate  salary  is  of  paramount 
importance.  And  even  with  that,  as  Dr.  Goldmark  pointed 
out  last  year,  the  physician’s  practice  suffers  irreparable 
damage.  Hardly  a week  ever  went  bv  w hen  I didn’t  have 
five  to  ten  releases  cross  my  desk  from  patients  who  wanted 
their  records  transferred  elsewhere.  There  is  a resolution 
currently  under  consideration  by  this  House  to  establish 
a salary  for  the  president.  I strongly  urge  your  support  of 
that  resolution  and  not  submit  the  coming  presidents  to 
the  financial  serfdom  which  I and  my  predecessors  expe- 
rienced, which  was  very  much  like  my  internship  and  res- 
idency which  after  the  end  of  five  years  paid  me  seventy- 
five  dollars  a month. 

Gentlemen,  there  is  a changing  world  out  there  and  we 
must  constantly  be  aware  of  its  nature  and  what  it  is  saying 
to  us.  And  we  must  adapt  our  thinking  and  performance 
to  the  demands  of  that  changing  world. 

To  change  our  concept,  our  habits,  and  our  performance 
to  meet  the  needs  of  our  citizens  will  continually  take 
courage  by  all  of  us.  The  courage  to  change  to  meet  the 
needs  of  America  shall  be  the  key  to  the  future  success  of 
organized  medicine.  May  all  my  successors  through  the 
years  have  this  courage. 

Lastly,  I must  tell  you  of  a single  letter  which  I received 
three  months  after  I took  office.  It  was  sent  to  me  by  a 
general  surgeon  w ho  was  in  school  with  me  some  fifty  years 
previously.  His  dad  was  president  of  this  State  Society 
and  served  in  the  AMA  House  of  Delegates  longer  than  any 
other  physician.  His  dad  was  Dr.  Bedell,  a world  famous 
ophthalmologist  in  Albany.  His  son  Wallace  sent  me  this 
letter  which  was  so  great  that  it  made  all  the  frustration 
acceptable.  It  reads  as  follows: 

Dear  George, 

Thank  you  for  making  a personal  sacrifice  to  be  the 
president  of  my  State  Society.  I was  glad  that  you 
could  find  words  of  encouragement  for  physicians, 
because  sometimes  they  think  they  are  the  only  ones 
being  picked  on  in  this  world. 

You  may  have  seen  the  editorial  from  the  Wall 
Street  Journal  which  I enclose,  and  on  the  chance  you 
haven’t,  you  should  read  it,  for  it  is  a reminder  that 
being  a physician  is  still  one  of  the  best  ways  in  our 
world  to  lead  a life  of  purpose  and  love. 

Cordially  yours, 
Wally  Bedell. 


Ladies  and  Gentlemen,  I thank  you  for  allowing  me  to 
serve  you  this  past  year.  There  were  so  many  more  t hings 
1 wanted  to  do  and  couldn’t.  I leave  these  many  unfinished 
items  for  my  successors  in  perpetua. 

Thank  you. 

Respectively  submitted, 

George  T.  C.  Way,  M.D.,  President 


Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  -Jr.,  M.D.,  Chairman. 

The  committee  notes  that  the  President,  in  both  his 
annual  report  and  supplementary  report,  has  referred  to 
many  innovative  projects  that  have  been  introduced  during 
his  tenure;  i.e.,  "By  the  Way,”  an  informal  newsletter;  and 
the  services  of  Professor  Irving  Rosenthal,  emeritus  pro- 
fessor of  Knglish,  who  assisted  in  preparing  material  for 
public  consumption.  We  note  that  our  incoming  President 
agrees  with  the  continued  use  of  Professor  Rosenthal’s 
services.  We  commend  him  for  the  leadership  he  has 
shown  in  apprising  our  membership  of  alternate  methods 
of  delivering  health  care. 

We  applaud  the  President’s  efforts  to  improve  commu- 
nication between  the  State  Society  and  the  component 
county  medical  societies,  such  as  his  repeated  invitations 
to  county  leaders  to  attend  meetings  of  the  Council. 

We  commend  the  President  for  his  activity  on  behalf  of 
the  Society  to  insure  the  protection  of  confidential  medical 
information,  and  the  efforts  to  establish  guidelines  for  the 
availability  of  computer  based  data. 

We  also  would  like  to  acknowledge  his  strong  stand  at 
the  July  AMA  House  of  Delegates  meeting  on  chiropractic, 
and  relations  between  physicians  and  chiropractors. 

We  also  note  the  numerous  other  accomplishments  that 
have  occurred  during  his  presidency.  We  find  the  fol- 
lowing quote  from  his  supplementary  report  worthy  of 
reiteration: 

"There  are  times  when  honor  and  integrity  take  pre- 
cedence over  legal  advice  and  the  law.  The  history  of 
this  nation  substantiates  that  concept  for  there  were 
those  who  were  willing  to  make  personal  and  major  sac- 
rifices for  what  they  thought  was  right  and  honorable, 
no  matter  what  the  law  might  say. 

“.  . . there  comes  a time  in  the  affairs  of  honorable 
people  when  you  have  to  stand  up  and  be  counted.” 
We  admire  and  appreciate  his  strong  firm  stand  on  all 
of  the  issues  which  he  had  to  face  during  his  presidency. 

=>  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  President  be  filed. 
==>...  The  annual  and  supplementary  reports  of  the 
President  were  FILED  . . . 
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SECRETARY  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Secretary  reports  as  follows  for  the  year  1978- 
1979. 

House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1978  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was 
published  in  the  March,  1979,  issue,  Vol.  79,  No.  4.  Ver- 
batim minutes  of  the  1978  annual  meeting  of  the  House  are 
on  file  at  the  headquarters  office.  Matters  referred  by  the 
House  of  Delegates  to  the  Council  were  reported  to  the 
Council  by  the  secretary  in  November,  1978.  Instructions 
of  the  House  of  Delegates  were  referred  by  the  executive 
vice-president  to  the  appropriate  officers,  committee 
chairmen,  division  directors,  and  other  persons.  A “Re- 
sume of  Instructions  from  the  1978  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of  Trustees,  Ex- 
ecutive Committee,  Officers,  Council  Committees,  and 
Governmental  Agencies”  is  being  prepared  and  will  be 
presented  to  the  1979  House  of  Delegates.  It  will  record 
the  final  disposition  of  the  instructions  of  the  House  as 
reported  at  the  time  of  preparation  of  the  annual  re- 
ports. 


Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of  a 
meeting  of  the  Judicial  Council  held  on  August  2, 1979.  If 
it  is  necessary  to  send  notices  of  any  further  Judicial 
Council  meetings,  that  fact  will  be  recorded  in  the  secre- 
tary’s supplementary  report. 


Membership.  At  its  meetings  in  November  and  De- 
cember, 1978,  and  January,  February,  March,  April,  May, 
and  June,  1979,  the  Council  approved  requests  by  county 
medical  societies,  presented  by  the  Secretary,  for  remission 
of  dues  of  155  members  because  of  illness,  financial  hard- 
ship, and  military  service.  Membership  figures  for  the 
period  ending  August  31,  1979,  will  be  presented  in  the 
supplementary  report.  They  will  reflect  any  additional 
dues  remissions  approved  by  the  Council  in  September, 
1979,  as  well  as  the  155  mentioned  above. 

From  October,  1978,  through  June,  1979,  the  county 
medical  societies  submitted  and  the  secretary  presented 
to  the  Council  the  names  of  362  applicants  for  election  to 
life  membership,  and  the  Council  elected  them  at  the 
meetings  of  November  and  December,  1978  and  January, 
February,  March,  April,  May,  and  June,  1979.  The  list  of 
life  members  elected  during  the  above  stated  period  fol- 
lows: 

Francis  A.  Agrest,  Montrose 

Dominick  A.  Ajello,  Brooklyn 

F.  A.  Duncan  Alexander,  Hannacroix 

Abe  Alper,  Far  itockaway 

Morris  Alpert,  Albany 

Claire  King  Amyot,  Saratoga  Springs 

Rudolph  Angell,  Rochester 

Louis  Appel,  Flushing 

Joseph  Atkins,  Yonkers 

Robert  Augenfeld,  College  Point 

Alexander  Avrin,  (liens  Falls 


Aehille  A.  Baldassarri.  Hicksville 
Leslie  Bardos,  New  York 
Salvadore  J.  Baudo,  Massapequa 
Philip  A.  Beach,  Mt.  Vernon 
Clarence  R.  Becker,  Troy 
Orla  A.  Bennett,  McGraw 
Leon  Benton,  Kingston 
David  Beres,  New  York 
Morton  Berger,  Ft.  Lauderdale,  Fla. 
Edward  P.  Bergin,  The  Bronx 
Isidore  Beris,  Brooklyn 
Louis  Berk,  New  York 
Gisela  E.  Berman,  Forest  Hills 
Joseph  Berman,  West  Islip 
Viola  W.  Bernard,  New  York 
Willard  H.  Bernhoft,  Buffalo 
Charles  E.  Bessey,  Troy 
Irving  Bieber,  New  York 
Otto  E.  Billo,  Bronxville 
Irene  Bischitz,  The  Bronx 
Charles  J.  Bivona,  Newburgh 
George  Blinick,  Boca  Raton,  Fla. 

Samuel  M.  Bloom,  New  York 

Herman  Bloomstein,  Pt.  Jefferson  Station 

Lester  Blum,  New  York 

Henry  Aird  Boswell,  Clifton  Park 

Sigmund  A.  Brahms,  New  York 

Bernard  Brandner,  Brooklyn 

Emanuel  Brechner,  New  York 

Robert  Carl  Brigham,  Palmyra 

Charles  A.  Bright,  Croton-on-Hudson 

Nicholas  F.  Brignola,  Troy 

Bernard  Brill,  Brooklyn 

Monroe  M.  Broad,  Jamaica 

Francis  Dickson  Brown,  Hobart 

A.  Louise  Brush,  New  York 

Berthe  Burawoy,  Forest  Hills 

Edward  J.  Burke,  The  Bronx 

Emile  J.  Buscicchi,  Congers 

Walter  H.  Camp,  Gloversville 
Joseph  Robert  Campanella,  New  York 
John  J.  Carroll,  Niagara  Falls 
Mary  L.  Catalano.  Buffalo 
Mario  Cerabona,  Glendale 
Robert  A.  Chait,  Rockville  Centre 
Willard  J.  Chapin,  Perry 
Carmelo  J.  Chiarello,  Howard  Beach 
Harry  C.  Christie,  New  York 
Alfredo  Clorofilla,  The  Bronx 
Irving  M.  Clyne,  New  York 
Nicholas  J.  Colao.  Peekskill 
J.  Gordon  Cole,  New  York 
John  W.  Conroy,  Yonkers 
John  M.  Cotton,  New  York 
Edward  C.  Curnen,  Jr.,  New  York 
Robert  M.  Cushing,  New  York 

Mark  Daniel,  Ft.  Lee,  N.J. 

Arthur  M.  Davids,  New  York 

Daniel  Davis,  Pittsford 

Joseph  A.  D’Errico,  North  Tonawanda 

E.  Hoyt  DeKleine,  Snyder 

Francis  A.  De  Lucia,  Troy 

Edwin  L.  Demuth,  Harrison 

Thomas  G.  De  Siervo,  Harrison 

Michael  A.  Diana,  New  York 

Louis  L.  Dolinsky,  No.  Woodmere 

Henryk  C.  I tomb,  Roanoke,  Va. 

Patricia  Donovan,  Freeport 
Max  Itosik,  Newburgh 
Alfred  Webb  Doust,  Syracuse 
Theodore  S.  Drachman,  Philmont 
Lawrence  J.  I tonne,  Greenvale 
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Leon  H.  Ehrlich,  Mamaroneck 
Sydney  N.  Eichenholtz,  Yonkers 
Eli  Eisenberg,  Brooklyn 
Eugene  A.  Eisner,  Scarsdale 
Jerome  W.  Engle,  Bronxville 

Rocco  P.  Faraldo,  Huntington 
Morris  S.  Feiman,  Brooklyn 
Louis  J.  Feit,  New  York 
Samuel  L.  Feldman,  Yonkers 
Roger  L.  Feller,  Binghamton 
Paul  A.  Ferrara,  Canastota 
Emanuel  E.  Feuer,  Hyde  Park 
Reuben  Figman,  Central  Islip 
Henry  1.  Fineberg,  Dix  Hills 
Ira  S.  Fink,  Schenectady 
Joseph  Fisher,  New  York 
Jack  Fishman,  New  York 
Morris  Fishman,  Jamaica 
Paul  Flesch,  Forest  Hills 
Andrew  Foldes,  New  York 
Jasper  A.  Forestiere,  Newburgh 
Arthur  Forst,  Pompano  Beach,  Fla. 
Sigmund  Forster,  Brooklyn 
Henry  H.  Forsyth,  Jr.,  Fairport 
Jack  F roman,  New  York 
John  F.  Furey,  Fresh  Meadows 

Joshua  L.  Galiani,  Pelham  Manor 
Lawrence  Gambert,  Miami  Beach,  Fla. 
Gilbert  E.  Ganong,  Saranac 
C.  Zent  Garber,  New  York 
Bohdan  Garbowski,  Utica 
Ferinand  Geiger,  Syracuse 
Isidore  Gillman,  Brooklyn 
William  M.  Glantz,  Boca  Raton,  Fla. 
Henry  Glenwick,  Plainview 
Martin  J.  Glynn,  Rockville  Centre 
Joseph  D.  Godfrey,  Orchard  Park 
Moe  A.  Goldberg,  Great  Neck 
Harold  A.  Goldberger,  Hollis 
Lazari  Goldmann,  Suffern 
Herman  S.  Goodman,  Brooklyn 
George  Gorin,  Miami  Beach,  Fla. 
Sidney  Cover.  New  York 
Allan  S.  Graham,  Pleasantville 
Milton  J.  H.  Grand,  The  Bronx 
Esther  Greenbaum,  Forest  Hills 
Leon  Greenberg,  New'  York 
August  H.  Groeschel,  New  York 
Donald  S.  Grover,  Syracuse 

Jack  L.  Haber,  Elmont 
Emanuel  Hacken,  Cliffside  Park,  N.J. 
Francis  J.  Hamilton,  White  Plains 
Anwar  J.  Hanania,  New  York 
James  Q.  Haralambie,  Larchmont 
Edward  E.  Harkavy.  New  York 
Jacob  Harris,  Brooklyn 
Julien  A.  Hebert,  Troy 
Joseph  H.  Heim,  Delmar 
John  A.  Heinlein,  Great  Neck 
Pauline  K.  Hellriegel,  Buffalo 
David  T.  Herkus,  Long  Island  City 
John  W.  Hirshfeld,  Ithaca 
Wilbur  G.  Holz,  Valley  Stream 
Harry  Holzer,  New  York 
Nathan  Horowitz.  Texas 

Arnold  0.  Ilardi,  Ozone  Park 
Mark  M.  Imberman,  New  York 
Ralph  Imperato,  Pelham  Manor 
Alfred  P.  Ingegno,  Brooklyn 


Merl  M.  Jackel,  New  York 
Samuel  Jackson,  Valley  Stream 
Martin  Jacobs,  Brooklyn 
Frank  S.  Janas,  Ithaca 
Harold  W.  Jayne,  Sidney 
Helen  Z.  Jem,  Ft.  Lauderdale,  Fla. 
James  M.  Jones,  Bronxville 


Jacob  W.  Kahn,  Brooklyn 

John  A.  Kalb,  Endicott 

Mark  Kanzer,  New  York 

Joseph  Karp,  Rochester 

James  Kaufman,  Jamaica 

B.  Bernard  Kaye,  Brooklyn 

James  R.  Kelly,  Hornell 

Thurston  Lovell  Kesse,  Fayetteville 

David  H.  Klasson,  Brooklyn 

Irvin  Klein,  New  York 

Milton  D.  Klein,  White  Plains 

Vitali  Kogan,  Staten  Island 

Louis  Kolbrenner,  Brooklyn 

August  B.  Korkosz,  Delray  Beach,  Fla. 

John  K.  Koromvokis,  Lindenhurst 

Samuel  A.  Krakauer,  New  York 

Philip  J.  Kreskv,  Rockville  Centre 

Jerome  L.  Krieger,  Brooklyn 

Milton  Krinsky,  Brooklyn 

Spyridon  H.  Kritzalis,  New  York 

Anne  M.  Kullman,  Kenmore 

Charles  Labriola,  Brooklyn 

Frederick  E!  Lane,  Plandome  Manor 

Samuel  Lanes,  New  York 

Stephen  Lantos,  Forest  Hills 

Gustave  A.  Lapolla,  Brooklyn 

Paul  M.  Lass,  Poughkeepsie 

William  A.  Laszlo,  Staten  Island 

Joseph  Lavel,  New  York 

Reuben  Leass,  Old  Brookville 

Michael  P.  Lefkowitz,  Nyack 

James  Liebmann  Leland,  New  York 

David  Lerner,  Ridgewood 

Lloyd  H.  Leve,  Rochester 

Harold  Levy,  Newburgh 

Leon  Linder,  Brewster 

Harry  L.  Lipsenthal,  Pompano  Beach,  Fla. 

Leon  Samuel  Loizeaux,  Jr.,  Dobbs  Ferry 

Jack  I.  London,  Forest  Hills 

Harry  P.  Loomer,  Crayville 


Henry  B.  Makover,  Mamaroneck 
Milton  Malev,  New  York 
Joseph  M.  Malin,  Staten  Island 
Theodore  Mandelbaum,  Roosevelt 
David  Marcus,  Floral  Park 
Harry  Marganoff,  Patchogue 
Robert  G.  Marks,  New’  York 
Alfred  F.  Marra,  The  Bronx 
Henry  B.  Marshall,  Elmira 
Abraham  H.  Marvisch,  Croton 
Richard  F.  Mascola,  Richmond  Hill 
Edward  P.  McDonald,  Albany 
William  B.  McDonald,  Cohoes 
William  James  McFarland,  Hornell 
Hugh  McHugh,  Larchmont 
John  J.  McLaughlin,  Buffalo 
Robert  Meidler,  Kew  Gardens 
Rosemarie  Meldola,  Lakewood,  N.J. 

Lawson  E.  Miller,  Jr.,  North  Palm  Beach,  Fla. 
Melvyn  R.  Miller,  Forest  Hills 
Nathan  Millman,  Jackson  Heights 
Arthur  Minsky,  Jamaica 
Thomas  C.  Monaco,  Jamaica 


Minutes/February,  1980/New  York  State  Journal  of  Medicine  347 


Meyer  Monchek,  Pound  Ridge 
James  A.  Moore,  Albany 
Nathan  Moros,  Long  Island  City 
Francis  X.  Morrone,  Mt.  Vernon 
Ward  L.  Mould,  Garden  City 
John  D.  Mountain,  Manhasset 
Joseph  Mucelli,  The  Bronx 
Eusebius  J.  Murphy,  The  Bronx 
John  P.  Murphy,  Kenmore 

George  Neuhaus,  Worcester 
Wallace  B.  Nixdorf,  Oneida 
Nils  Nordstrom,  Jr..  Binghamton 
Anthony  Noto,  Pearl  River 
Carl  C.  Nussbaum,  New  York 

Leon  Olinger,  Brooklyn 
Robert  M.  Oliverio,  The  Bronx 

Louis  J.  Padula,  The  Bronx 
Leo  S.  Palitz,  New  York 
Amadeo  W.  Pallone,  Flushing 
Lewis  C.  Park,  Kew  Gardens 
Daniel  B.  Perry,  Corona 
Robert  V.  Persson,  Star  Lake 
David  B.  Peters,  Brooklyn 
Thomas  H.  Phalen,  Binghamton 
Colgate  Phillips,  Cleverdale 
W’alter  L.  Phillips,  Great  Neck 
Albert  Piket,  Malba 
Hyman  Pleasure,  Orangeburg 
John  J.  Pohl,  Troy 
Karel  Polesny.  Altamont 
Max  H.  Presberg,  Rochester 
James  Pullman,  Hornell 
John  L.  Pulvino,  Clyde 

Harry  G.  Rainey,  Great  Neck 
Daniel  Reemer,  Bronxville 
George  A.  Reich,  Schenectady 
William  Reich,  The  Bronx 
Anna  M.  Render,  New  York 
Charles  A.  Ribaudo,  Ridge 
Richard  Wevand  Rice,  Johnson  City 
Robert  E.  Rockwell,  Saratoga  Springs 
Vesta  Marie  Rogers,  Whitney  Point 
Ralph  W.  Romano,  Brooklyn 
Jacob  S.  Rosen,  Brooklyn 
Sidney  Rosenfeld,  New  York 
Charles  Rosenstock,  Ellenville 
Alice  E.  Rost,  Albany 
Joseph  G.  Rothenberg,  Ithaca 
Bela  Rothman,  Staten  Island 
Theodore  Rubel,  Ft.  Salonga 
Julius  Rubin,  Huntington 
Samuel  Leo  Russell,  Gloversville 
Henry  L.  Rutzler,  New  York 
Raymond  C.  Ryan,  Jamaica  Estates 

Murray  E.  Sagat,  The  Bronx 
Allen  A.  Samwick,  Brooklyn 
Martin  A.  Sander,  Rochester 
Edward  G.  Sass,  Astoria 
William  Saunders,  Watertown 
Philip  'I'.  Schlesinger,  Glens  Falls 
Sidney  Schlesinger,  Berlin 
Arthur  G.  Schwartz,  Rome 
Seymour  H.  Schwartzberg,  Syracuse 
Harold  T.  Schweitzer,  Buffalo 
Hubert  B.  Segal,  Pearl  River 
George  E.  Seiden,  Vermont 
Howard  R.  Seidenstein,  New  Rochelle 


Erich  Seligmann,  Whitehall 

Hans  Selzer,  Brooklyn 

Elsayed  H.  Shabanah,  Houston,  Tex. 

Samuel  Sherman,  Croton-on-Hudson 

Morton  W.  Shomstein,  Southbury,  Conn 

Sheppard  Siegal.  New  York 

John  M.  Silberblatt,  Freeport 

Max  Silberman,  Brooklyn 

Abram  M.  Silvers.  Palm  Beach,  Fla. 

Sidney  M.  Silverstone,  New  York 

Edward  J.  Simon,  Yonkers 

Joseph  A.  Siragusa,  The  Bronx 

Edgar  A.  Slotkin,  Buffalo 

Chesley  E.  Smith,  Irvington 

Herbert  J.  Smith,  New  York 

Wallace  T.  Smith,  East  Rockaway 

A.  Alfred  Solomon,  Far  Rockaway 

Anthony  M.  Soscia,  The  Bronx 

Anthony  Spadaro,  Auburn 

Frank  Spaeth,  Binghamton 

Francis  D.  Speer,  Flushing 

Stella  S.  Spitz,  New  York 

John  H.  Stauffer,  Hamilton 

Max  H.  Stein,  Brooklyn 

Joseph  G.  Steinbock,  Albany 

Maurice  L.  Stern,  Forest  Hills 

Victor  Stern,  The  Bronx 

Rosemary  Stevens,  Kew  Gardens 

Maxwell  Stillerman,  Great  Neck 

Charles  L.  Stinson,  Buffalo 

Frederick  J.  Stone,  Buffalo 

Irving  Strosberg,  Troy 

Arthur  J.  Sullivan,  Delmar 

Samuel  L.  Swiller,  Brooklyn 

Gene  C.  Szutu,  Carmel 

Joseph  V.  Tabacco,  Loudonville 
Joseph  C.  Tedesco,  Buffalo 
Julius  Tepper,  Forest  Hills 
Frederick  H.  Theodore,  New  York 
Harry  M.  Throne,  The  Bronx 
Lome  S.  Tieman,  Middletown 
Louis  P.  Tischler,  Bradenton,  Fla. 

John  Daniel  Tocco,  Endicott 
William  B.  Tumminelli,  Valley  Stream 
William  Turano,  The  Bronx 

Frank  N.  Valente,  Long  Island  City 
Alexander  A.  Vass,  New  York 
William  A.  Ventimiglia,  Skaneateles 
John  J.  Vesce,  Peekskill 
Lawrence  E.  Viola,  Staten  Island 
Charles  K.  Visoli,  Tonawanda 
Frederick  H.  Vom  Saal,  Yonkers 
W'illiam  G.  Von  Stein,  New  York 

Sue  B.  Wallis,  South  Ozone  Park 
G.  Harold  Warnock,  Ormond  Beach,  Fla. 
Sidi  B.  Wasser,  North  Merrick 
Paul  V.  Wayne,  Long  Beach 
F.  Stafford  Wearn,  Statesville,  N.C. 

Paul  P.  Weinsaft,  New  York 
Abner  I.  Weisman,  New  York 
Joseph  S.  Weltman,  Canandaigua 
Samuel  Wenger,  Flushing 
Joseph  H.  Werk,  Port  Jefferson 
Samuel  J.  Werlin,  Troy 
George  Burns  Werner,  Binghamton 
Lanpher  C.  Weston,  Massena 
Joseph  B.  Weynert,  Flushing 
George  M.  Wheatley,  Locust  Valley 
Robert  R.  White,  Nantucket,  Mass. 
Maurice  L.  Woodhull,  Scarsdale 
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Stanley  J.  Zambron,  Lackawanna 
Isidore  Zerlin,  Great  Neck 
Sol  Zolondek,  Belle  Harbor 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  September,  1978. 

Meetings.  Bernard  J.  Pisani,  M.D.,  was  elected  on 
October  26,  1978,  as  secretary  of  the  Society  and  served  in 
that  capacity  until  March  22,  1979,  at  which  time  he  was 
elected  by  the  Council  to  serve  as  trustee.  As  secretary  he 
attended  the  meetings  of  the  Council,  the  Executive 
Committee,  and  the  Board  of  Trustees  as  well  as  meetings 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  and  the  Medical  Liability  Mutual  Insurance 
Company,  of  which  he  is  director.  As  an  ex-offido  mem- 
ber of  all  committees,  he  has  attended  many  committee 
meetings  throughout  his  tensure  as  well  as  serving  as  ad- 
visor on  the  Committee  on  Continuing  Medical  Educa- 
tion. 

The  secretary  also  attended  the  following: 

...  As  a representative  of  the  Medical  Society  of  the 
State  of  New  York — two  meetings  of  the  newly  formed 
Continuing  Medical  Education  Council  of  the  State  of 
New  York; 

...  As  advisor — a meeting  of  the  Continuing  Medical 
Education  Committee; 

...  As  chairman — Ad  Hoc  Committee  to  Meet  with 
the  New  York  State  Nurses  Association  re  Physicians’ 
Assistants; 

...  As  a member — meetings  of  the  Executive  Com- 
mittee of  the  Council,  and  the  Search  Committee. 

As  an  officer  of  the  State  Society  and  delegate  to  the 
American  Medical  Association  House  of  Delegates,  he  at- 
tended the  annual  and  clinical  meetings  of  the  Associa- 
tion’s Council  on  Medical  Education  and  the  National 
Coordinating  Council  on  Medical  Education. 

With  the  Office  of  the  Secretary  vacant,  I,  as  assistant 
secretary,  became  secretary  on  March  22,  1979.  In  that 
capacity  I attended  the  following  meetings: 

Meetings  of  the  Council,  the  Executive  Committee, 
the  Board  of  Trustees,  as  well  as  meetings  of  the  Pro- 
fessional Liability  Insurance  and  Defense  Board.  As  an 
ex-officio  member  of  all  committees  I attended  many 
committee  meetings  throughout  my  tenure  as  well  as 
serving  as  a member  on  the  Ad  Hoc  Committee  to  Study 
the  Situation  of  Charles  J.  Sellers  and  Company,  Inc., 
and  the  Ad  Hoc  Committee  to  Set  Up  a Teaching  Day 
on  Alternate  Methods  of  Health  Care. 


Other  Matters.  As  required  by  the  Bylaws,  the  sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council,  including  verbatim  records  of  the 
proceedings  of  the  House  of  Delegates  and  the  Judicial 
Council  and  a tape  recording  of  the  proceedings  of  the 
Council,  and  has  also  kept  files  of  the  correspondence  re- 
sulting from  the  meetings  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  and  the  Board  of 
Trustees.  Records  and  correspondence  relating  to  actions 
of  the  Judicial  Council  are  kept  in  the  office  of  the  general 
counsel.  The  secretary  is  custodian  of  the  seal  of  the  So- 
ciety and  has  it  affixed  to  appropriate  documents. 

Respectfully  submitted. 

Victor  J.  Tofany,  M.D..  Secretary 


SECRETARY  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Judicial  Council.  The  office  of  the  general  counsel 
sent  notices  in  the  secretary’s  name  of  a meeting  of  the 
Judicial  Council  held  on  August  2,  1979. 

Membership.  At  the  September,  1979,  Council  meet- 
ing, remission  of  1979  dues  was  granted  to  29  active  mem- 
bers because  of  illness,  financial  hardship,  and  military 
service. 

The  following  24  persons  were  elected  by  the  Council  as 
life  members  in  action  taken  at  the  Council  meeting  on 
September  6,  1979. 

Joseph  B.  Bandes,  New  York  City 
Louis  Baron,  Syosset 
Frieda  Berenson,  Long  Beach 
William  1.  Birnberg,  New  York  City 

Irwin  R.  Cohen,  Floral  Park 

Albert  Graham  Davis,  New  Hartford 
Ben  Lee  Dodge,  Afton 

Robert  L.  Feldman,  Fieldston 
Zoltan  Friedman,  Brooklyn 

Harry  J.  Gegerson,  Brooklyn 
Sidney  F.  Grant,  New  York  City 

Mortimer  Hochman,  New  York  City 
Irving  N.  Holtzman,  Brooklyn 

Lester  M.  Karlitz,  New  Hyde  Park 
Sven  Arthur  Keith-Swenson,  Glen  Head 
Adolf  Kornstein,  Brooklyn 

Charles  E.  Manfredonia,  Pompano  Beach,  Florida 
Mary  R.  H.  Markham.  New  York  City 

Irwin  Neigus,  Boca  Raton,  Florida 

George  Pollack,  Lauderhill,  Florida 

Joseph  Schwartzwald,  Bayside 
Hamilton  D.  Soden.  Brooklyn 
Oscar  S.  Stern,  Brooklyn 

Ruth  Waelsch,  Brooklyn 


Our  Physicians  Records  Department  has  supplied  the 
following  year-end  figures: 


1977  Membership  (12-31-77) 

26,684* 

1978  New  Members 

818 

1978  Reinstated  & Reelected 
Members 

143 

27,645 

1978  Deaths 

340 

1978  Resignations 

466 

- 806 
26,839 

1978  Delinquent  Members 
(Dues) 

489 

- 489 

1978  Total  Membership 
(12-31-78) 

26,350 

Remission  of  dues  was  voted  for  196  members  due  to 
illness,  financial  hardship,  or  temporary  military  service. 
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Membership  totals  for  the  years  since  1968  have  been 

as  follows: 


1968 

27,002 

1973 

27,221 

1969 

27,164 

1974 

27,638 

1970 

27,052 

1975 

27,286 

1971 

27,032 

1976 

26,655 

1972 

27,245 

1977 

1978 

26,684 

26,350 

* Amended  to  correct  an  error  in  the  number  of  resignations 
recorded  for  the  1977  Report. 

Respectfully  submitted, 

Victor  J.  Tofany,  M.D.,  Secretary 

Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

The  1978  membership  was  26,350,  which  is  less  than  the 
1977  membership  by  334  physicians. 

Obviously,  we  should  be  doing  everything  we  can  to 
promote  membership. 

We  commend  the  Secretary  for  his  work  on  our  be- 
half. 

=>  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Secretary  be  filed. 

=*  . . . The  annual  and  supplementary  reports  of  the 
Secretary  were  FILED . . . 


TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Treasurer  would  like  to  report  on  some  of  the  facts 
contained  in  the  financial  report  of  the  certified  public 
accountants,  Elmer  Fox,  Westheimer  and  Company,  for 
the  period  ended,  December  31,  1978,  as  presented  by  the 
Board  of  Trustees. 

The  unrestricted  surplus  at  January  1,  1978,  amounting 
to  $1 ,154,339  was  first  reduced  by  a transfer  of  $90,860  to 
the  Repair  and  Replacement  Fund.  Added  to  the  opening 
balance  was  the  excess  of  income  over  expenditures  for  the 
calendar  year  1978,  totaling  $553,075.  This  gave  us  a new 
unrestricted  general  fund  surplus  at  December  31,  1978, 
of  $1,616,554.  The  surplus  as  it  now  stands  was  made 
possible  by  a combination  of  stringent  economic  practices 
and  accruals  (savings)  in  various  budgetary  areas  which  did 
not  materialize.  These  accruals  will  be  explained  in  the 
report  of  the  Budget  and  Finance  Committee,  of  which  I 
am  a member. 

Again,  I must  caution  you  that  although  it  may  seem  that 
we  have  a tidy  surplus,  it  still  falls  short  by  approximately 
$500,000,  as  suggested  by  advocates  of  sound  financial 
policies. 

It  must  also  he  reported  that  we  may  be  in  for  a net  loss 
in  active  dues-paying  members.  Part  of  the  loss  is  due  to 
a portion  of  the  membership  moving  into  the  life  member 
category.  The  other  portion  of  the  loss  has  to  be  attributed 
to  dropping  from  the  rolls  of  membership  those  who  have 
not  paid  their  dues  for  one  reason  or  another.  This  loss  in 


dues-paying  members  may  be  as  high  as  500  to  600,  which 
in  dollars  and  cents  has  been  projected  at  approximately 
$130,000.  The  facts  presented  here  are  a cause  of  concern 
and  certainly  must  be  considered  in  future  fiscal  planning. 
Although  we  must  be  on  guard  of  what  can  become  a seri- 
ous situation,  we  are  optimistic  that  for  the  calendar  year 
1979,  our  general  operating  fund  should  close  out  the  year 
on  a positive  note  and  we  should  be  in  the  “black.” 

The  Treasurer  would  like  to  thank  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President,  and  Eugene  S. 
Dombrowski,  Director — Division  of  Finance  (Comptroller) 
for  their  daily  management  of  income  and  expenditure 
factors  in  a sound,  competent  manner. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Treasurer 

Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

The  unrestricted  general  fund  surplus  as  of  December, 
1978,  was  $1,616,554.  This  still  falls  short  by  approxi- 
mately $500,000  of  the  sound  fiscal  policies  recommended 
by  our  financial  advisors. 

We  commend  the  Treasurer  for  his  work  on  our  be- 
half. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Treasurer  be  filed. 

=» . . . The  report  of  the  Treasurer  was  FILED  . . . 


BOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

David  Kershner,  M.D.,  Chairman Kings 

Lynn  R.  Callin,  M.D Monroe 

George  L.  Collins,  M.D Erie 

Paul  M.  DeLuca,  M.D Broome 

Arthur  H.  Diedrick,  M.D Westchester 

Ralph  S.  Emerson,  M.D Nassau 

Bernard  J.  Pisani,  M.D New  York 


At  the  meeting  of  March  22,  1979,  the  Board  was  noti- 
fied of  the  resignation  of  John  E.  Lowry,  M.D.,  who  moved 
to  California.  The  Trustees  commended  Dr.  Lowry  for  his 
many  years  of  devoted  service  to  the  State  Society.  He 
started  on  the  county  level  and  then  moved  on  to  the  State 
Society  as  a member  of  various  Council  committees,  being 
elected  a Councilor,  a member  of  the  Board  of  Trustees, 
and  an  A.M.A.  delegate.  The  Council  elected  Bernard  J. 
Pisani,  M.D.,  as  Dr.  Lowry’s  replacement  as  provided  in 
our  Bylaws. 

'The  Trustees  usually  met  at  the  conclusion  of  each 
Council  meeting,  where  they  reviewed  and  made  judg- 
ments on  the  many  financial  matters  that  came  before 
them  for  adjudication.  Some  of  the  more  important 
matters  taken  up  since  the  last  annual  meeting  will 
follow. 
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The  annual  report  of  the  certified  public  accountants, 
Elmer  Fox,  Westheimer  and  Co.,  for  the  calendar  year 
1978,  was  presented  to  the  State  Society  in  April,  1979. 
This  report  follows  further  on  and  forms  an  integral  part 
of  the  Board  of  Trustees  report  to  this  House  of  Delegates 
as  prescribed  by  our  Bylaws.  The  most  significant  factor 
within  the  CPA’s  report  indicates  that  the  restricted  sur- 
plus in  the  general  fund  stands  at  $4,939,812.  This  total 
includes  the  book  value  of  our  land,  building,  furniture,  and 
equipment.  The  unrestricted  general  fund  surplus  totals 
$1,616,554  which  represents  a net  effective  increase  (after 
various  fund  transfers)  of  $462,215.  Rather  than  being 
redundant,  the  annual  Treasurer’s  report  will  explain  the 
details  of  how  we  arrived  at  the  1978  net  general  fund  in- 
crement. 

Two  other  funds  of  significance  are  the  special  (mal- 
practice) fund,  the  surplus  being  $708,234  at  December  31 , 
1978.  The  legal  fund  surplus  at  this  same  period  totals 
$754,824.  What  part  of  this  fund  surplus  is  already  com- 
mitted and  what  may  be  actually  expended  in  the  future, 
because  of  ongoing  and  future  litigation,  cannot  actually 
be  determined  at  this  writing. 

Some  significant  activities  since  the  annual  meeting  in 
October,  1978,  were  as  follows: 


Investment  Committee.  Dr.  Arthur  Diedrick  was 
appointed  chairman  of  this  committee  at  the  reorganiza- 
tional  meeting  on  October  26,  1978.  Under  his  direction 
and  with  the  advice  of  our  investment  counselor.  Bankers 
Trust  Co.,  the  State  Society  was  able  to  make  investments 
in  securities  earning  as  high  as  11%  per  annum.  We  believe 
that  we  have  done  very  well  in  this  area.  Interest  earnings 
in  1978  for  the  general  fund  amounted  to  $224,127. 


Employee  Benefits  Plan  Committee.  Dr.  Paul  M. 
DeLuca  was  appointed  chairman  of  this  committee. 
During  the  course  of  the  year,  the  State  Society  applied  for 
a qualification  status  from  the  Internal  Revenue  Service. 
Under  provisions  of  the  1974  pension  reform  law,  com- 
monly known  as  ERISA,  it  is  quite  apparent  that  almost 
all  nonprofit  organizations  must  be  qualified  so  that  the 
I.R.S.  can  check  whether  these  organizations  are  complying 
with  the  provisions  of  ERISA.  Although  there  have  been 
minor  complications  because  of  a variance  of  ERISA  in- 
terpretations, we  are  in  compliance  with  the  law  and  at 
present  are  preparing  a new  booklet  for  our  employees, 
explaining  certain  changes  in  the  pension  plan. 

Action  on  Various  Fiscal  Matters  During  the  Course 
of  the  Year. 

a.  At  the  meeting  of  November  29,  1978,  the  Board  re- 
viewed Resolution  78-52,  which  was  approved  by  the  1978 
House  of  Delegates.  The  Board  of  Trustees  also  approved 
this  resolution  whereby  an  outright  grant  of  $96,321  was 
made  to  the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.  These  funds  were  made  available 
by  the  completion  of  the  long  standing  activities  of  the  War 
Memorial  Fund  and  was  granted  to  the  Foundation  to 
implement  its  functioning. 


b.  At  the  March  22,  1979,  meeting,  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President,  commented  on  the  report 
he  had  previously  given  to  the  Council  involving  the  in- 
vestigation of  alleged  irregularities  in  the  Division  of 
Computer  Systems  and  Services.  The  investigation  was 
undertaken  by  the  law  firm  of  LeBoeuf,  Lamb,  Leiby  and 
MacRae,  who  handled  the  legal  side  of  the  inquiry.  The 
certified  accounting  firm  of  Elmer  Fox,  Westheimer  & Co., 
was  retained  to  undertake  a comprehensive  computer  op- 
erations review  and  planning  study.  (A  further  and  more 
detailed  account  of  the  alleged  irregularities  are  contained 
in  the  annual  report  of  the  Executive  Vice-President.) 


c.  Dr.  Fineberg  at  the  April  26,  1979,  Trustees  meeting, 
reported  that  MSSNY  was  able  to  secure  liability  insurance 
coverage  for  libel,  slander,  and  allied  torts  when  officers, 
councilors,  trustees,  and  division  directors  are  spokesmen 
for  MSSNY. 

d.  Also,  at  the  April  26,  1979,  meeting,  the  Trustees 
approved  a contribution  of  up  to  $2,500.00  for  a symposium 
to  be  given  on  May  24,  1979,  at  Columbia  University.  The 
purpose  of  this  symposium  was  to  review  and  explore 
ways  to  implement  the  three  year  old  recommendation 
of  the  McGill  Commission  which,  of  course,  dealt  with 
recommendations  and  solutions  to  the  malpractice 
problem. 

e.  On  May  17,  1979,  the  Board  approved  recommen- 
dations by  the  Council  and  the  AMA  Delegation  to  allow 
all  delegates  and  alternates  to  attend  the  annual  meeting 
of  the  AMA  in  Chicago,  111.,  in  July,  1979.  The  Board  ap- 
proved this  recommendation  and  appropriated  additional 
funds  to  cover  the  necessary  expenditures. 

f.  At  the  meeting  of  June  21,  1979,  the  Board  of  Trust- 
ees discussed  the  details  of  the  proposed  H.R.  10  pension 
program  for  our  membership  to  be  sponsored  by  MSSNY. 
The  Board  voted  to  obtain  legal  services  to  review  all  of  the 
documents  of  the  proposal.  A further  report  on  any  de- 
velopments on  this  subject  will  be  made  in  a supplementary 
report. 

The  chairman  expresses  his  appreciation  to  all  who  as- 
sisted him  in  his  year  as  chairman.  The  individual  trustees 
are  to  be  commended  for  their  valuable  contributions. 
Special  thanks  are  extended  to  Henry  I.  Fineberg,  M.D., 
Executive  Vice-President,  for  his  usual  expert  advice  which 
is  taken  under  serious  consideration  by  the  Board  in  their 
deliberations. 

An  expression  of  gratitude  is  extended  to  Eugene  S. 
Dombrowski.  M.B.A.,  Director  of  the  Division  of  Business 
and  Finance  (Comptroller),  J.  Richard  Burns.  J.D.,  General 
Counsel,  and  Mrs.  Irma  Erickson,  Executive  Associate,  for 
their  invaluable  assistance  in  preparing  information  and 
reports  necessary  for  the  Board  of  Trustees  to  make 
judgments  and  decisions  on  fiscal  matters. 

Respectfully  submitted, 

David  Kershner,  M.D.,  Chairman 
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REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

To  the  Board  of  Trustees 
Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheets  of  the  General 
Fund,  Special  Fund,  Other  Funds  and  Contract  #HSA 
105-74-72  with  the  Health  Services  Administration  for  a 
Statewide  Professional  Standards  Review  Support  Center 
of  the  Medical  Society  of  the  State  of  New  York  as  of  De- 
cember 31,  1978,  and  the  related  statements  of  operating 
income  and  expenses  and  changes  in  fund  balance  of  the 
General  Fund,  income  and  expenses  and  changes  in 
unexpended  balance  of  the  Special  Fund  and  Contract 
#HSA  105-74-72  and  income  and  expenses  and  changes 
in  fund  balances  of  the  other  funds  for  the  year  then  ended. 
Our  examination  was  made  in  accordance  with  generally 
accepted  auditing  standards  and,  accordingly,  included 
such  tests  of  the  accounting  records  and  such  other  au- 
diting procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 


The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets.  The  effects 
of  this  departure  on  the  financial  statements  has  not  been 
determined. 

In  our  opinion,  except  for  the  effects  of  not  depreciating 
fixed  assets  as  referred  to  in  the  preceding  paragraph,  the 
financial  statements  designated  above  present  fairly  the 
financial  position  of  Medical  Society  of  the  State  of  New 
York  at  December  31, 1978,  and  the  results  of  its  operations 
and  changes  in  fund  balances  and  unexpended  balances 
for  the  year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year. 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  position, 
results  of  operations  or  changes  in  fund  balances  and 
unexpended  balances,  has  been  examined  and,  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation 
to  the  financial  statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  2,  1979 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
General  Fund — Balance  Sheet.  December  31 . 1978 


ASSETS 


Current  assets: 

(’ash  checking  and  investment  accounts 
('ash — savings  accounts 
Cash  on  hand 

Investments,  short-term  commercial  paper 
and  U.S.  Government  Securities,  at 
cost,  which  approximates  market 
Accounts  receivable,  net  of  allowance 
for  doubtful  accounts  of  $1,562 
Accrued  interest  receivable 
Due  from  other  funds 
Inventories 
Prepaid  expenses 

Total  current  assets 
Other  assets: 

Deposits 

Advances  to  employees 
Property  and  equipment,  at  cost: 

Land  and  building 
Furniture  and  equipment 


LIABILITIES  AND 

Current  liabilities: 

Accounts  payable 
Taxes  payable 
Sundry  accruals 
Due  to  other  funds 

Total  current  liabilities 
Deferred  credits: 

Advance  membership  dues  for  1978 
Other 

Fund  balance: 

Restricted 

Lhirestricted 


$ 81,327 

80,275 


1,025 

$ 162,627 

2,305,153 

56,312 

34,520 

22,955 

64,481 

32,164 

2,678,212 

6,369 

16,448 

22,817 

4,318,414 

621,398 

4,939,812 

$7,640,841 

FUND  BALANCE 


$ 112,894 
23,651 
120,285 
754,824 
1,011,654 

$ 67,180 

5,641  72,821 

4,939,812 

1,616,554  6,556,366 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements,  (pages  358  and  359) 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Special  Fund — Balance  Sheet.  December  31,  1978 

ASSETS 

Cash — Checking  and  investments  accounts 
Investments  in  U.S.  Government  Securities, 
at  cost,  which  approximates  market 
Accrued  interest  receivable 


$ 16,260 

677,189 

17,502 

$710,951 


LIABILITIES  AND  UNEXPENDED  BALANCE 


Liabilities: 

Accounts  payable  $ 129 

Due  to  other  funds  2,588 

Total  liabilities  2,717 

Unexpended  balance  708,234 


$710,951 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  358  and  359) 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Operating  Income  and  Expenses  and  Changes  in  Fund  Balance  of  the  General  Fund 

Year  ended  December  31,  1978 

Operating  income: 

Dues  income 

$4,268,471 

Less: 

Allocated  to  Journal  circulation 

$ 75,250 

Allocated  to  Newsletter 

43,000 

Allocated  to  Legal  Fund 

789,525 

907.775 

3,360,696 

Journal  circulation 

3,962 

Add  allocated  from  dues  income 

75,250 

79,212 

Newsletter — allocated  from  dues  income 

43,000 

Advertising  income: 

Journal 

186,599 

Newsletter 

74,063 

260,662 

Other  income: 

Annual  meeting  booth  rental 

41,320 

Directory  circulation 

88,556 

Interest 

224,127 

Reprint  income— Journal 

18,793 

P.S.R.O.  State  Support  Center 

19,734 

Dues  collection  income  from  AM  A 

13,601 

Miscellaneous 

5.150 

41 1,281 

Total  operating  income 

4,154,851 

Operating  expenses: 

Office  of  Executive  Vice-President 

323,865 

Office  of  Executive  Vice-President — District  Branches 

4,124 

Business  division: 

Comptroller  (Director  of  Business) 

65,703 

Accounting 

84.647 

Purchasing 

18,920 

Advertising  sales — Journal 

67,728 

Advertising  sales — Technical  exhibits 

24,830 

261,828 

Communications 

398,021 

Management  services  division: 

Personnel  and  office  services 

117,141 

Building  services 

12,106 

Mail  and  reproduction 

67,840 

197,087 

General  counsel 

104,637 

Medical  services  division: 

Medical  services 

135,223 

P.S.R.O.  and  related  activities 

25.695 

160,918 

Scientific  activities  division: 

Public  health  and  education 

101,901 

Scientific  program  at  annual  convention 

11,752 

113,653 

Scientific  publications 

546,084 

Legislative  counsel 

74,380 

Continuing  medical  education 

61,838 

Annual  convention 

84,327 

Research  and  development: 

Research  and  development 

66.842 

Data  processing 

80,593 

Physician’s  records 

155,964 

303,399 

Governmental  affairs 

126,566 

Insurance  and  membership  benefits 

53,637 

Officers.  Board  of  Trustees  and 

AMA  delegation 

114,036 

House  of  Delegates  (Special  Committees) 

863 

Council  committees — including  public 

health  and  education 

50,209 

Non-divisional 

622,304 

Total  operating  expenses 

3,601,776 

Excess  of  income  over  expenses 

553,075 

Fund  balance,  January  1.  1978 

5,839,617 

Net  transfer  from  repair  and  replacement  fund 

163,674 

Fund  balance,  December  31,  1978 

$6,556,366 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  358  and  359). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  ot  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  the  Special  Fund 

Year  ended  December  31,  1978 

Income: 

$ 200 
48,221 
258 
48,679 


Special  assessment 
Interest  on  investments 
Binding  arbitration  booklets 


Expenses: 

Countersuits 

Mailing  of  malpractice  information 
Investment  advisory  fee 
Excess  of  income  over  expenses 
Unexpended  balance,  January  1,  1978 
Unexpended  balance,  December  31,  1978 


$1,507 

28 

2,195  3,730 

44,949 

663,285 

$708,234 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  358  and  359). 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  Contract  #HSA  105-74-72  With  the  Health  Services 
Administration  for  a Statewide  Professional  Standards  Review  Support  Center 
Year  ended  December  31 , 1978 


Income: 


Federal  aid 

$76,738 

Expenses: 

Direct  expenses: 
Direct  labor: 

Payroll 

$18,910 

Fringe  benefits 

4,391 

23,301 

Consultants 

12,400 

Travel 

7,634 

Other  direct  costs: 

Stationery  and  supplies 

594 

Reproduction 

1,127 

Reproduction  supplies 

228 

Postage 

159 

Educational 

253 

Telephone 

2,934 

Visual  aids 

256 

Total  direct  expenses 

48,886 

Indirect  expenses 

7,724 

56,610 

Excess  of  income  over  expenses 

20,128 

Unexpended  balance,  January  I,  1978 

32,021 

Unexpended  balance,  December  31,  1978 

$52,149 

The  accompanying  notes  are  an 

integral  part  of  the  financial  statements  (pages  358  and  359). 
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Notes  to  Financial  Statements 

December  31,  1978 


1.  SUMMARY  OF  ACCOUNTING  POLICIES 
This  summary  of  accounting  policies  of  the  Medical 
Society  of  the  State  of  New  York  is  presented  to  assist  in 
understanding  the  Society’s  financial  statements.  These 
accounting  policies  conform  to  generally  accepted  ac- 
counting principles  except  that  the  Society  does  not  de- 
preciate the  building,  furniture  or  equipment.  These 
policies  have  been  consistently  applied  in  the  preparation 
of  the  financial  statements. 

Federal  income  taxes 

The  Society  is  a nonprofit  organization  as  defined  in 
Section  501  (c)  (6)  of  the  Internal  Revenue  Code  and  is 
exempt  from  Federal  income  taxes  except  on  unrelated 
business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building,  and  equipment  are  reported  in  the 
General  Fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement 
fund  and  transferred  to  the  General  Fund.  Mainte- 
nance and  repairs  that  do  not  improve  or  extend  the 
life  of  the  assets  are  charged  to  expense. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income 

Dues  income  includes  amounts  collected  for  the  cur- 
rent year  and  dues  in  arrears. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuar- 
ially  estimated  amounts  necessary  to  fund  the  current 
service  costs  of  pensions  and  prior  service  obligations 


over  approximately  30  years. 

Contract  #HSA  105-74-72  with  the  Health  Ser- 
vices Administration  for  a Statewide  Professional 
Standards  Review  Support  Center 

The  cost  reimbursement  contract  #HSA  105-74-72 
for  a Statewide  Professional  Standards  Review  Sup- 
port Center,  dated  June  26,  1974,  which  was  extended 
on  September  30,  1977,  was  terminated  on  March  31, 
1978.  The  final  approved  contract  at  March  31,  1978, 
was  $631,354.  The  disposition  of  the  unexpended  bal- 
ance is  pending  a final  audit  by  the  Health  Services 
Administration. 

The  advance  payment  and  all  subsequent  payments 
under  the  contract  were  deposited  in  a special  bank  ac- 
count as  specified  under  Article  XVII(b).  Withdraw- 
als from  this  account  were  solely  for  the  purpose  of 
making  direct  payments  for  items  of  allowable  costs 
and  to  reimburse  the  Society  for  allowable  costs  ad- 
vanced by  the  Society. 

Income  (Federal  aid)  is  accrued  when  claims  for 
reimbursement  of  expenses  are  submitted  to  the  Fed- 
eral government.  Expenses  are  accrued  as  incurred. 
The  initial  cash  advance,  received  from  the  Federal 
government  in  August  1974,  was  used  to  start  the  pro- 
gram and  was  credited  to  income.  The  amount  of  the 
advance  equalled  25%  of  the  first  contract  year  budget 
(June  26,  1974  to  June  30,  1975). 

Indirect  expenses  are  based  on  a fixed  percentage  of 
total  direct  costs  less  furniture  and  equipment  pur- 
chases, alterations,  and  renovations.  Since  July  1, 
1976,  the  Society  has  used  a 15.8%  indirect  cost  rate,  in 
accordance  with  the  negotiation  agreement  for  non- 
profit institutions  dated  December  30,  1976.  Prior  to 
this  agreement,  the  Society  billed  all  indirect  cost 
items  on  a direct  line  basis. 

The  Federal  government  has  title  to  all  furniture 
and  equipment  purchased  under  this  contract. 

In  the  opinion  of  management,  the  Society  is  in  com- 
pliance with  the  general  and  special  provisions  of  the 
negotiated  contract  with  the  Department  of  Health, 
Education,  and  Welfare  and  all  other  modifications 
now  in  effect. 
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2.  EMPLOYER  RETIREMENT  PLAN 
The  Society  adopted  a retirement  plan  on  January  1, 
1966,  for  the  benefit  of  its  employees.  To  he  eligible  to 
participate,  employees  must  he  25  years  of  age  but  less  than 
65  and  have  had  completed  12  months  of  continuous  em- 
ployment with  the  Society.  As  of  January  1,  1976,  the  plan 
is  non-contributory.  The  annual  charge  to  operations 
should  include  the  normal  cost  of  the  plan  (the  amount  to 
he  contributed  during  a year  to  fund  the  estimated  cost  of 
the  plan  attributable  to  operations  of  that  year)  plus  an 
annual  installment  payment  required  to  amortize  prior 
service  costs  over  the  remaining  18  years  of  an  original  30 
year  period.  In  1978,  $162,875  was  charged  to  operations. 
The  estimated  unfunded  prior  service  cost  at  the  last  val 
nation  date  (December  31,  1977)  was  $586,000.  The 
actuarially  computed  value  of  vested  benefits  for  the  plan 
at  the  last  valuation  date  (December  31,  1977),  exceeded 
the  total  of  the  pension  fund  by  approximately  $128,900. 


3.  FEDERAL  AND  STATE  INCOME  TAXES 
The  Internal  Revenue  Service  has  completed  its  exam- 
ination of  Federal  income  tax  returns  through  1975.  The 
Society  has  charged  against  current  operations  Federal  and 
New  York  State  taxes  of  $18,386  and  $7,381 , respectively, 
on  its  unrelated  business  income  for  the  year  ended  De- 
cember 31,  1978. 


4.  SPECIAL  FUND 

A special  fund  was  created  in  1975  to  pursue  an  equitable 
malpractice  program.  The  fund  was  financed  by  assessing 
each  active  member  of  the  Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of  New 
York  appointed  a subcommittee  to  plan  and  implement  the 
program.  The  special  assessment  is  kept  in  a separate 
fund  and  expenditures  are  approved  by  the  Board  of 


Trustees  of  the  Society. 

The  Council  plans  to  continue  the  program  and  will  use 
the  unexpended  special  assessment  balance  for  this  pur- 
pose. 


5.  REAL  ESTATE  TAXES 
The  Society  has  been  assessed  annually  by  the  Village 
of  Lake  Success,  New  York,  for  real  estate  taxes  since  June 
1,  1972.  The  amount  of  $31,602  was  paid  in  1978.  The 
County  of  Nassau  and  the  Town  of  North  Hempstead  have 
not  assessed  the  Society  for  real  estate  taxes. 


6.  WAR  MEMORIAL  FUND 

At  the  November  1978,  Board  of  Trustees  meeting,  the 
Board  approved  the  action  by  the  House  of  Delegates  to 
transfer  the  unexpended  balance  of  the  War  Memorial 
Fund  in  the  form  of  a grant  to  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc.,  to  implement 
its  functioning. 

Empire  State  is  a non-profit  corporation  which  was  or- 
ganized in  I960  as  the  research  arm  of  the  Medical  Society 
and  is  operated  exclusively  for  educational,  literary,  sci- 
entific and  charitable  purposes  in  the  field  of  medicine. 


7.  LEGAL  FUND 

The  legal  fund,  which  was  created  by  the  House  of  Del- 
egates at  the  1977  annual  meeting,  is  to  be  used  for  activi- 
ties which  necessitate  the  use  of  legal  assistance  for  the 
members  of  the  Medical  Society.  The  fund  was  financed 
by  allocating  $37.50  of  the  $50.00  dues  increase  for  1978. 

Further  financing  in  1979  will  be  provided  by  allocating 
to  the  fund  $12.50  of  the  $50.00  dues  increase  established 
in  1978. 
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SUPPLEMENTARY  INFORMATION 

Analysis  of  investments  held 


Interest 

rate 

Maturity 

Face 

Market 

(percentage) 

date 

value 

Cost 

value 

General  Fund: 

U.S.  Government  obligations: 

2/  6/79 

U.S.  Treasury  hills 

— 

$100,000 

$ 

93,350 

$ 

99,010 

U.S.  Treasury  bills 

— 

5/29/79 

120,000 

111,131 

115,176 

U.S.  Treasury  notes 

7.25 

10/31/79 

100,000 

99,234 

97,340 

U.S.  Treasury  notes 
Federal  agencies: 

9.25 

5/15/82 

5/25/79 

200,000 

200,266 

198,940 

Federal  Home  Loan  Banks 

7.50 

200,000 

199,937 

197,250 

Federal  Home  Loan  Banks 

9.75 

8/25/80 

100,000 

100,031 

99,310 

Federal  Home  Loan  Banks 

9.55 

5/26/81 

100,000 

100,000 

99,310 

Twelve  Federal  Land  Banks 

7.75 

1/21/80 

100,000 

99,906 

97,190 

Twelve  Federal  Land  Banks 

8.00 

10/20/82 

100,000 

99,922 

94,500 

Federal  Farm  Credit  Banks 
Federal  National  Mortgage 

8.05 

3/  1/83 

100,000 

99,891 

94,125 

Association 

9.375 

9/10/81 

100,000 

99,922 

99,922 

Federal  National  Mortgage 
Association 

Federal  National  Mortgage 

7.875 

10/13/81 

100,000 

99,563 

99,563 

Association 

9.25 

10/10/83 

100,000 

100,000 

100,000 

Commercial  paper: 

Ford  Motors  Credit 

Corporation 
Ford  Motors  Credit 

10.00 

1/  3/79 

114,000 

114,000 

114,000 

Corporation 

General  Motors  Acceptance 

10.30 

1/26/79 

33,000 

33,000 

33,000 

Corporation 

General  Motors  Acceptance 

10.20 

1/17/79 

100,000 

100,000 

100,000 

Corporation 

General  Motors  Acceptance 

9.80 

1/  2/79 

130,000 

130,000 

130,000 

Corporation 

10.125 

1/11/79 

100,000 

100,000 

100,000 

Certificates  of  deposit 

Various 

Various 

325,000 

325,000 

325,000 

$2,305,153 

$2,293,636 

Special  Fund: 

U.S.  Government  obligations: 

U.S.  Treasury  bills 

— 

4/  3/79 

$190,000 

$ 

177,461 

$ 

185,269 

U.S.  Treasury  notes 
Federal  agencies: 

7.00 

2/15/79 

250,000 

249,687 

248,900 

Federal  Home  Loan  Banks 
Federal  National  Mortgage 

7.50 

5/25/79 

225,000 

225,080 

221,906 

Association 

9.375 

9/10/81 

25,000 

24,961 

24,961 

$ 

677,189 

$ 

681,036 

Repair  and  Replacement  Fund: 

Commercial  paper: 

Ford  Motors  Credit 

Corporation 

10.125 

1/15/79 

$ 50,000 

$ 

50,000 

$ 

50,000 

Bernstein  Memorial  Fund: 

U.S.  Government  obligations: 

U.S.  Treasury  bills 

— 

4/  3/79 

$115,000 

$ 

107,410 

$ 

112,136 

Summary  of  government  property  on  hand 

Contract  #HSA  105-74-72  with  the  Health  Services  Administration  for  a Statewide  Professional 

Standards  Review  Support  Center 

Description 

Quantity 

Cost 

Curchased  in  prior  years: 

Two  drawer  file  cabinet 

1 

$196 

* Conference  callers 

3 

115 

$31 1 

This  item  was  previously  reported  as  supplies. 
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Report  of  the  Referenee  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  -Jr.,  M.D.,  Chairman. 

The  report  of  the  Hoard  of  Trustees  was  reviewed  by  the 
committee.  The  firm  of  Elmer  Fox,  Westheimer  & Com- 
pany, Certified  Public  Accountants,  approved  the  f inancial 
report  as  submitted  by  the  Board  of  Trustees.  The  Board 
of  Trustees  continues  to  guide  the  financial  activities  of  this 
Society  reasonably,  and  is  commended  for  its  careful 
management  of  fiscal  affairs. 

==>  Your  reference  committee  recommends  that  the  report 
of  the  Board  of  Trustees  be  filed. 

=>  . . . The  report  of  the  Hoard  of  Trustees  was  FILED 

BUDGET  AND  FINANCE  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

George  L.  Collins,  dr.,  M.D Erie 

John  A.  Finkbeiner,  M.D New  York 

Carl  Goldmark,  Jr.,  M.D New  York 

David  Kershner,  M.D Kings 

Warren  A.  Lapp,  M.D Kings 


The  committee  is  responsible  for  reviewing  and  revis- 
ing the  estimated  budget  as  prepared  and  presented  to 
them  by  the  Office  of  the  Executive  Vice-President.  The 
committee  then  forwards  their  adjusted  report  to  the 
Council,  which  after  approval  (with  or  without  further 
adjustments)  sends  it  to  the  Board  of  Trustees,  which  is 
responsible  for  the  fiscal  affairs  of  the  State  Medical  So- 
ciety. 

Meetings  were  held  on  a quarterly  basis,  as  has  been  the 
practice  for  many  years.  At  these  meetings,  the  committee 
evaluates  the  actual  income  and  expenditures  for  a par- 
ticular period  and  makes  necessary  adjustments,  based  on 
experience,  economic  factors,  and  values. 

The  committee  would  like  to  inform  the  House’of  Del- 
egates as  to  the  status  of  the  general  fund  at  December  31 , 
1978.  The  excess  of  income  over  expenditures  after 
transfer  amounts  to  $462,215.  This  sum  was  made  possible 
because  of  the  following  developments  which  occurred 
during  the  course  of  the  year: 

1.  Income  Section 

a. )  We  had  anticipated  that  our  membership  dues 
would  bring  in  net  revenue  of  approximately  $3,453,125 
after  the  allocation  to  the  legal  fund.  The  actual  net  dues 
income  amounted  to  $3,478,946,  or  a net  excess  of 
$25,821. 

b. )  Interest  income  on  investments — The  original 
projection  was  $140,000.  The  actual  interest  earned  was 
$224,000.  The  increment  was  due  to  the  increased  interest 
rates  in  1978  plus  selective  placement  of  our  invest- 
ments. 

2.  Expenditure  Section 

a.)  Division  of  Finance — Savings  occurred  in  the  areas 


of  payroll,  Journal  agency  commissions  and  the  Journal 
salesman’s  commission.  Total  savings  in  this  area  were 
$23,000. 

b. )  Division  of  Communications  Appropriations  for 
health  insurance  and  the  “ Hot  Line ” bulletin  were  un- 
derexpended by  $14,000. 

c. )  Division  of  Management  Services — Areas  such  as 
salaries,  payroll  taxes,  health  insurance,  stationery,  and 
supplies  produced  a savings  of  $17,000. 

d. )  Division  of  the  General  Counsel — Salaries  and 
health  insurance  primarily  attributed  to  a gain  in  t his  di- 
vision by  $8,000. 

e. )  Division  of  Medical  Services  The  amount  of  $6,000 
allocated  for  "selected  economic  statistics”  was  never 
used. 

f. )  Cont  inuing  Medical  Education — Savings  occurred 
in  the  areas  of  salary,  travel,  postage,  stationery,  CME 
folders,  CME  symposium,  and  data  processing  supportive 
services.  The  operation  of  this  division  was  not  fully  im- 
plemented until  the  latter  part  of  the  year.  Therefore, 
savings  amounted  to  $38,000. 

g. )  Division  of  Scientific  Publications — Printing  costs 
of  the  N.  V.  State  Journal  of  Medicine  were  $19,000  less 
than  budgeted.  Figures  projected  for  such  items  as 
printing,  paper,  and  postage  are  usually  difficult  to  project 
because  of  the  size  of  the  issues  of  the  Journal  and  unknown 
possible  increases  in  costs  and  rates. 

h. )  Division  of  Computer  Systems  and  Services — Pri- 
marily because  of  the  outright  purchase  of  our  IBM  data 
processing  equipment,  we  were  no  longer  responsible  for 
expenditures  from  this  budget  for  rental  of  this  equipment 
and  allied  expenses.  Therefore,  there  is  a savings  of  ap- 
proximately $80,000.  Although  it  appears  as  a saving  in 
the  general  fund,  the  stated  amount  was  actually  trans- 
ferred out  of  surplus  funds  to  purchase  the  IBM  equip- 
ment. This  was  done  because  of  a technicality  imposed 
upon  us  by  our  certified  public  accountants. 

i. )  Division  of  Governmental  Affairs — A total  of  $10,000 
was  gained  in  this  division  due  to  savings  in  the  salary  area 
and  costs  of  the  legislative  newsletter. 

At  the  November  29,  1978,  meeting  of  the  committee,  an 
estimated  budget  for  the  year  1979  was  prepared.  This 
budget  was  approved  by  the  Council  and  the  Board  of 
Trustees.  Following  a quarterly  meeting  after  March  31, 
and  June  30, 1979,  the  revised  estimated  budget  shows  that 
we  shall  have  a deficit  budget  for  1979  amounting  to 
$250,000.  (See  Table  1 following.)  The  administration 
is  confident  that  this  deficit  will  not  occur  because  of  ac- 
cruals (savings)  in  many  other  areas.  We  concur  with  that 
opinion. 

In  a supplementary  report,  the  committee  will  present 
an  estimated  budget  for  the  calendar  year  1980,  with  rec- 
ommendations as  to  how  we  should  proceed  with  our  fi 
nancial  planning  for  the  coming  year. 

The  chairman  would  like  to  commend  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President,  and  Eugene  S.  Dom- 
browski,  M.B.A.,  Director  of  the  Division  of  Finance 
(comptroller),  for  their  prudent  management  of  the  bud- 
getary programs. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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BUDGET  AND  FINANCE  ( SUPPLEMENTARY 1 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  annual  report  of  the  Committee  on  Budget  and  Fi- 
nance contained  all  of  the  deliberations  since  the  last  an- 
nual meeting  of  the  House  of  Delegates  in  October, 
1978. 

The  committee  subsequently  has  formulated  a tentative 
project  ion  of  income  and  expenditures  for  the  calendar  year 
1980.  Table  I is  an  estimate  based  upon  divisional  ac- 
tivities. Table  II  projects  expenditures  by  account  clas- 
sification. These  tables  were  compiled  by  utilizing  present 
economic  trends  which,  you  are  all  aware,  continue  in  an 
inflationary  pattern. 

The  Board  of  Trustees  and  the  administration  have 
followed  through  on  action  taken  by  the  1978  House  of 
Delegates,  whereby  $25.00  of  the  $50.00  dues  increase  ap- 
proved in  1977  be  returned  to  each  county  medical  society 
for  dues  collected  in  1979  on  a per  capita  active-member- 
ship basis.  This  arrangement  was  appropved  for  a one- 
year  period  and  the  rebate  to  the  county  medical  societies 
amounted  to  approximately  $515,000. 

Because  of  present  economic  conditions  and  with  no 
possibilities  of  additional  revenues,  your  committee  has 
built  into  the  tentative  estimated  budget  for  1980  (Table 
I)  this  $515,000  as  operating  revenue.  By  so  doing,  the 
estimated  budget  for  1980,  at  this  writing,  will  give  us  a 
balanced  budget  which  would  amount  to  an  excess  of  in- 
come over  expenditures  of  $15,371.  We  must  caution  the 
House  of  Delegates  that  if  we  do  not  follow  through  with 
the  committee’s  recommendat  ion  and  projected  budget  for 
1980,  there  will  be  no  alternative  but  to  request  a dues  in- 
crease at  this  meeting.  We  feel  that  our  recommendation 
and  our  projections  will  negate  any  action  on  any  dues  in- 
crease at  this  time. 


The  committee  will  meet  sometime  in  November, 
whereby  a more  definitive  estimated  budget  for  1980  will 
be  formulated.  This  budget  will  be  forwarded  to  the 
Council  and  Board  of  Trustees  for  final  adjudication. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman 

Your  reference  committee  compliments  Dr.  Heldmann 
and  his  committee  on  the  performance  of  their  duties. 

=>  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  Budget 
and  Finance  be  filed. 


=>  . . . The  annual  and  supplementary  reports  of  the 
Committee  on  Budget  and  Finance  were  FILED  . . . 

Because  of  present  economic  conditions,  with  no  possi- 
bility of  addit  ional  revenue,  the  reference  committee  rec- 
ommends that  the  $25.00  portion  of  the  dues  increase,  that 
was  returned  to  the  county  societies  last  year,  be  allocated 
to  the  general  fund  for  the  coming  fiscal  year  so  that  no 
dues  increase  will  be  necessary.  The  use  of  these  funds  will 
again  be  reviewed  by  the  1980  House  of  Delegates. 

The  committee  hopes  that  membership  recruitment  will 
be  so  successful  that  no  future  dues  increases  will  be  nec- 
essary. 

=> . . . The  House  voted  to  ADOPT  the  recommendation 
of  the  reference  committee  . . . 
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TABLE  I 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Budgetary  & Actual  Operating  Income  & Expenditures 
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t^esolution  79-17,  Membership  Recruitment  Cam- 
paign 

Introduced  by  Suffolk  County  Medical  Society 
Whereas,  There  presently  exist  within  New  York  State  a 
significant  number  of  physicians  who  are  not  members 
of  organized  medicine  as  represented  by  the  county 
medical  societies,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association; 
and 

Whereas,  The  results  of  prior  efforts  at  membership  re- 
cruitment have  not  been  very  successful  based  on  the 
number  of  nonmembers  which  still  exist;  and 
Whereas,  In  order  to  be  successful,  any  membership  re- 
cruitment campaign  directed  toward  these  non- 
members must  he  carried  out  with  concerted  effort  by 
the  local  county  medical  society  wherein  the  non- 
member resides  or  works;  and 
Whereas,  Membership  recruitment  campaigns  can  he 
costly  both  in  time  and  money  and  require  a certain 
degree  of  dedication  on  the  part  of  the  county  medical 
societies  and  their  members;  therefore  be  it 
Resolved,  That  the  local  county  medical  society  be  entitled 
to  retain  50%  of  the  first  year’s  dues  for  each  member 
it  obtains  through  its  local  membership  recruitment 
campaign;  said  monies  to  be  used  as  the  local  society 
sees  fit  but  in  particular  to  defray  the  costs  incurred 
in  its  recruitment  campaign;  and  he  it  further 
Resolved,  That  this  program  apply  to  all  first-time 
members  and  those  who  have  not  been  members  for 
two  years  or  more;  and  be  it  further 
Resolved,  That  this  procedure  go  into  effect  with  the  1980 
dues  year  and  remain  in  effect  for  a two-year  period, 
at  which  time  the  House  of  Delegates  will  review  its 
degree  of  success;  and  he  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  introduce  a similar  resolution,  affecting  AMA 
dues,  at  the  1979  interim  meeting  of  the  AMA  House 
of  Delegates. 


=>  Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 


The  committee  amended  Resolution  79-17  by  the  dele- 
tion of  the  phrase  “as  the  local  society  sees  fit  but  in  par- 
ticular” in  the  first  resolved,  and  the  addition  “that  this  be 
applied  only  to  a net  gain  of  full  dues  paying  members”  in 
the  second  resolved.  The  amended  resolved  portion  of 
Resolution  79-17  would  then  read  as  follows: 


Resolved,  That  the  local  county  medical  society  be  entitled 
to  retain  50%  of  the  first  year’s  State  Society  dues  for 
each  member  it  obtains  through  its  local  membership 
recruitment  campaign;  said  monies  to  be  used  to  de- 
fray the  costs  incurred  in  its  recruitment  campaign; 
and  be  it  further 

Resolved,  That  this  program  apply  to  all  first-time 
members  and  those  who  have  not  been  members  for 
two  years  or  more,  and  that  this  be  applied  only  to  a 
net  gain  of  full  dues  paying  members;  and  be  it  fur- 
ther 

Resolved,  That  this  procedure  go  into  effect  with  the  1980 
dues  year  and  remain  in  effect  for  a two-year  period, 
at  which  time  the  House  of  Delegates  will  review  its 
degree  of  success;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  introduce  a similar  resolution,  affecting  AMA 
dues,  at  the  1979  interim  meeting  of  the  AMA  House 
of  Delegates. 


=>  Your  reference  committee  recommends  that  Resolution 
79-17  be  adopted  as  amended. 

=> . . . The  House,  after  considerable  discussion,  voted  to 
ADOPT  Resolution  79-17  as  AMENDED  . . . 
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Memo  I.  Finebeki;,  M.l). 


EX  EC  l JTI  \ E \ ICE-  PR  ESI  PENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  1 have  pointed  out  on  numerous  occasions,  year  after 
year,  we  continue  to  conduct  our  important  business  by 
crises.  The  very  nature  of  the  legislative  process  in  Albany, 
the  machinations  of  other  governmental  agencies  and  the 
unwise  attitudes  of  people  in  general,  force  this  unfair  and 
frustrating  situation  upon  us.  It  is  difficult  to  foretell 
accurately  what  their  thinking  and  actions  will  be. 

Our  Council,  its  committees  and  the  staff,  are  ever 
working  to  arrive  at  true  and  just  answers  to  the  very  many 
perplexing  problems  that  arise.  Often  they  stagger  the 
imagination  of  all  of  us. 

Again,  I still  insist  that  we  must  resort  more  and  more 
to  litigation  in  the  courts — one  significant  avenue  of 
gaining  equity  for  our  noble,  honorable,  and  time-tested 
profession.  The  do-gooders  are  on  the  march  everywhere; 
and  we  must  fight  unreasonable  intrusions  into  our  affairs. 
We  can  do  no  less.  Of  course,  we  will  lose  some  of  the 
battles  but  the  efforts  will  be  most  worthwhile.  We  must 
pursue  this  course  with  our  heads  held  high,  ever  keeping 
in  mind  that  our  primary  purpose  for  existing  is  to  render 
the  highest  quality  of  medical  care  to  all  the  people. 

By  no  stretch  of  the  imagination  am  I paranoid;  but  I 
believe  that  there  is,  in  our  land  today,  a definite  plot  on 
the  part  of  many  to  discredit  our  calling,  which  down 
through  the  centuries  has  proved  its  value  to  all  man- 
kind. 

It  is  not  an  easy  road  we  take,  because  it  is  often  replete 
with  disappointments,  confusion  and  despair;  but,  in  my 
opinion,  we  cannot  yield  our  prerogatives  to  the  ill-advised, 
the  uneducated,  the  inexperienced — to  those  who  know 
little  or  nothing  about  what  makes  us  “tick.”  We  cannot 
surrender  to  those  who  are  influenced  by  listening  to  un- 
truths, half-truths,  and  innuendoes. 

We  must  be  strong,  stubborn  souls  who  will  not  ever 
bend  our  knees  to  ridicule  or  fixed  authority. 

A more  complete  progress  account  of  our  litigation 
struggles  will  follow  in  the  report  of  activities  of  our  legal 
department  (General  Counsel). 

As  of  this  time,  our  financial  picture  is  satisfactory  de- 
spite some  extraordinary  and  unforseen  expenditures,  and 
the  general  trend  of  mounting  inflation.  Naturally,  we  are 
in  no  position  to  know  what  the  future  holds  for  us.  Fi- 
nancial planning  is  not  an  exact  science. 

At  the  end  of  1978,  we  showed  a substantial  surplus. 
This  was  added  to  our  reserve  fund,  which  is  still  much 
below  what  it  should  be  for  an  organization  of  our  type. 
We  must  continue  to  build  it  up  to  a figure  that  is  required 
by  responsible  management. 

Our  budget  estimate  for  1979  reveals  a deficit;  but  we 


hope  that  as  a result  of  accruals  and  other  economies,  we 
will  end  the  year  with  our  disbursements  reaching  a level 
below  our  income  but  nowhere  in  the  neighborhood  of 
what  we  were  able  to  accomplish  a year  ago. 

Because  of  the  uncertainties  of  our  times  and  because 
of  factors  beyond  our  control,  we  must  exercise  caution  in 
using  our  valuable  funds,  taking  care  of  essentials  and 
important  projects,  and  avoiding  wherever  possible  any 
luxuries. 

Due  to  the  wisdom  and  foresight  of  our  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Council 
Committee  on  Budget  and  Finance  we  have  maintained  a 
special  fund  for  legal  affairs. 

Again,  membership  presents  a serious  dilemma.  We 
have  about  600  less  members  now  than  we  had  twelve 
months  ago  (AMA  membership  has  remained  about  the 
same). 

We  have  been  studying  this  deficiency,  always  seeking 
methods  of  keeping  our  old  members  and  attracting  new 
ones.  We  have  enlisted  the  aid  of  the  AMA.  Undoubt- 
edly, the  solution  lies  primarily  at  the  county  level.  There 
is  no  doubt  that  the  county,  state,  and  AMA  must  coop- 
erate and  work  together  very  closely. 

Also,  we  should  not  lose  track  of  the  fact  that  our  life 
non-dues  paying  members  are  increasing.  We  must 
continue  to  spread  the  gospel  of  the  advantage  of  belonging 
to  our  State,  County,  and  National  Societies.  An  intensive 
membership  campaign  may  produce  favorable  results;  but 
the  present  situation  disturbs  us  greatly. 


CHIROPRACTIC 

Many  people  in  our  State,  and  nationally — especially 
Doctors  of  Medicine — know  that  I have  vigorously  opposed 
quackery — the  practice  of  cultism — including  chiropractic, 
during  most  of  my  medical  lifetime.  For  years  I have  been 
stressing  the  fact  that  I have  been  “anti-chiropractic”  only 
in  the  public  interest.  My  education;  my  background;  my 
medical  training;  my  experience  in  clinical  medicine,  public 
health,  and  medical  administration  have  made  it  clear  that 
doctors  of  medicine  have  a mission  to  protect  our  people 
from  yielding  to  unwise  and  unscientific  methods  in  the 
field  of  healing.  The  public  we  serve  must  not  be  ex- 
ploited. It  must  not  be  subjected  to  base  mediocrity.  I 
consider  this  crusade  a form  of  preventive  medicine  which 
has  been  a part  of  our  medical  armamentarium. 

I was  a member  of  the  AMA  Committee  on  Quackery  for 
ten  years.  What  I have  preached  and  the  principles  that 
I have  enunciated  have  had  the  approval  and  imprimatur 
of  the  AMA  and  the  MSSNY.  Until  recently  the  policy  of 
the  AMA  was  clear— that  chiropractic  is  an  unscientific 
cult. 

May  I quote  from  the  Judicial  Council  “ Opinions  and 
Reports ” of  a few  years  ago.  (Also,  I have  been  a member 
of  this  fine  body  for  over  eight  years.) 

The  Relationships  of  Physicians  and  Cultists 
Communications  have  raised  questions  as  to  the  re- 
lationships of  physicians  with  cultists — the  attitude 
that  should  be  assumed  by  the  physician  called  into  a 
case  under  treatment  by  a cult  practitioner — whether 
a pathologist  in  a hospital  under  the  direction  of  regu- 
lar physicians  should  refuse  to  examine  material  sub- 
mitted by  a cultist — and  other  questions  of  more  or 
less  similar  nature.  These  are  questions  that  are  not 
sharply  to  be  defined  by  words.  In  his  relations  with 
irregular  practitioners,  the  physician  should  be  bound 
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by  the  Principles  of  Medical  Ethics.  In  such  matters 
the  policy  must  be  governed  largely  by  the  circum- 
stance- governing  the  individual  case;  by  the  condi- 
tions exisi  ing  in  the  special  community;  and  by  the  re- 
alization that  the  first  duties  of  the  physician  are  the 
care  of  the  sick  and.  at  the  same  time,  the  upholding  of 
the  dignity  and  honor  of  the  profession. 

Cult  Practitioners 

The  importance  of  maintaining  the  dignity  of  medi- 
cine and  of  upholding  the  soundness  of  the  teachings  of 
scientific  medicine  as  opposed  to  the  fallacies  of  sec- 
tarianism must  be  emphasized.  Either  the  theories 
and  practices  of  scientific  medicine  are  right  and  those 
of  the  cultists  are  wrong,  or  the  theories  and  practices 
of  the  cult  ists  are  right  and  those  of  scientific  medicine 
are  wrong.  The  physician  who  maintains  professional 
relations  with  cult  practitioners  would  seem  to  exhibit 
a lack  of  faith  in  the  correctness  and  efficacy  of  scien- 
tific medicine  and  to  admit  that  there  is  merit  in  the 
methods  of  the  cult  practitioners. 

Lecturing  to  Cultists 

The  Principles  of  Medical  Ethics  proscribe  all  vol- 
untary professional  associations  between  doctors  of 
medicine  and  sectarian  or  cult  practitioners.  The  giv- 
ing of  a medical  paper  by  a doctor  of  medicine  before  a 
group  of  cult  practitioners  by  invitation  would  be  vol- 
untary professional  association  contrary  to  the  Princi- 
ples of  Medical  Ethics. 

Association  with  Cultists 

The  profession  of  medicine  is  the  custodian  of  the 
accumulated  knowledge  in  medicine  which  should  be 
used  for  the  benefits  of  humanity.  This  knowledge, 
technical  in  nature  and  developed  by  experience,  can 
be  interpreted  to  the  body  of  the  people  only  by  per- 
sons educated  to  understand  it  and  trained  to  apply  it. 
Of  all  those  professing  to  heal  the  sick  only  the  doctor 
of  medicine  has  sufficient  education  and  training  to 
make  use  of  the  information  already  accumulated  and 
keep  abreast  of  that  being  developed  continuously. 
We  grant  that  even  though  this  is  true  no  one  is  com- 
pelled to  choose  only  from  this  group  in  selecting  his 
medical  attendants.  The  individual  may  elect  to  re- 
ceive his  medical  care  from  himself,  his  neighbor,  chi- 
ropractic, naturopathy,  or  Christian  Science,  but  he  is 
not  entitled  while  under  the  care  of  such  irregulars  to 
demand  that  the  man  educated  in  scientific  medicine 
furnish  opinion  and  advice  to  one  so  far  deficient  in  ed- 
ucation that  he  cannot  so  understand  and  apply  that 
opinion  and  advice  as  to  be  able  to  make  satisfactory 
use  of  it. 

Chiropractic 

It  is  the  position  of  the  medical  profession  that  chi- 
ropractic is  an  unscientific  cult  whose  practitioners 
lack  the  necessary  training  and  background  to  diag- 
nose and  treat  human  disease.  Chiropractic  consti- 
tutes a hazard  to  rational  health  care  in  the  United 
States  because  of  the  substandard  and  unscientific  ed- 
ucation of  its  practitioners  and  their  rigid  adherence  to 
an  irrational,  unscientific  approach  to  disease  causa- 
tion. 

In  1 965,  a United  States  I )ist  rict  Court,  in  upholding 
a state’s  constitutional  right  to  refuse  to  license  chiro- 
practors, said  that  “since  chiropractic  claims  to  he  a 
complete  and  independent  healing  art  capable  of  cur- 
ing almost  all  kinds  of  disease,  the  State  Legislature 
may  have  felt  that  the  requirement  of  a foundation  in 
materia  medica  and  surgery  . . . would  be  a protection 


to  the  public.”  Without  dissent,  the  United  States 
Supreme  Court  affirmed  the  decision. 

The  wisdom  of  these  decisions  by  the  nation’s  high- 
est court  justifies  the  medical  profession’s  educational 
program  of  alerting  the  nation  to  the  public  health 
threat  posed  by  the  cult  of  chiropractic. 

Patients  should  entrust  their  health  care  only  to 
those  who  have  a broad  scientific  knowledge  of  diseas- 
es and  ailments  of  all  kinds,  and  who  are  capable  of 
diagnosing  and  treating  them  with  all  the  resources  of 
modern  medicine.  The  delay  of  proper  medical  care 
caused  by  chiropractors  and  their  opposition  to  the 
many  scientific  advances  in  modern  medicine,  such  as 
life  saving  vaccines,  often  ends  with  tragic  results. 

Recently  the  AMA  has  “changed  its  tune.”  As  some  of 
you  have  heard,  the  officers  of  our  grand  national  society 
have  mellowed. 

In  my  opinion,  they  have  disregarded  a legend — -a  time 
honored  statement  of  the  credo  of  AMA.  At  the  last 
meeting  of  the  AMA  House  of  Delegates  held  recently  in 
Chicago,  the  Board  of  Trustees  issued  this  report  (UU). 

Report  of  the  Board  of  Trustees 

Report:  UU 
(A-79) 

Subject:  The  Position  of  the  AMA  on  Chiro- 

practic and  Relations  between  Physicians 
and  Chiropractors 

Presented  Robert  B.  Hunter,  M.D.,  Chairman 
by: 

Referred  to:  Reference  Committee  on  Amendments  to 
Constitution  and  Bylaws 
(William  P.  Arentzen,  M.D.,  Chairman ) 

This  report  states  the  position  of  the  American 
Medical  Association  on  (1)  chiropractic  doctrine  and 
(2)  relations  between  physicians  and  chiropractors. 

Webster’s  New  Collegiate  Dictionary  (1977)  defines 
chiropractic  as  “a  system  of  healing  which  holds  that 
disease  results  from  a lack  of  normal  nerve  function 
and  which  employs  manipulation  and  specific  adjust- 
ment of  body  structures  (as  the  spinal  column).”  In 
Dorland’s  illustrated  Medical  Dictionary,  25th  edition 
(1974),  chiropractic  is  defined  as  “a  system  of  thera- 
peutics based  upon  the  claim  that  disease  is  caused  by 
abnormal  function  of  the  nerve  system.  It  attempts  to 
restore  normal  function  of  the  nerve  system  by  manip- 
ulation and  treatment  of  the  structures  of  the  human 
body,  especially  those  of  the  spinal  column.” 

The  American  Medical  Association  knows  of  no  sci- 
entific evidence  to  support  spinal  manipulation  and 
adjustment  as  appropriate  treatment  for  human  ail- 
ments such  as  essential  hypertension,  heart  disease, 
stroke,  cancer,  diabetes,  and  infections.  Accordingly, 
the  Association  will  continue  to  warn  the  public  of  the 
hazards  to  health  in  entrusting  the  diagnosis  and  treat- 
ment of  such  conditions  to  practitioners  who  rely  upon 
the  theory  that  all  disease  is  caused  by  misalignment  of 
spinal  vertebrae  and  can  he  cured  by  manual  manipu- 
lation and  adjustment  of  the  spine. 

Chiropractors  disagree  on  the  extent  to  which  they 
accept  or  reject  traditional  chiropractic  doctrine.  De- 
scribing chiropractic  as  an  “unscientific  cult”  does  not, 
however,  necessarily  mean  that  everything  a chiro- 
practor may  do  when  acting  wit  hin  t he  scope  of  his  or 
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her  license  granted  by  the  state  is  without  therapeutic 
value,  nor  does  it  mean  that  all  chiropractors  should  he 
equated  with  cultists.  It  is  better  to  call  attention  to 
the  limitations  of  chiropractic  in  the  treat  ment  of  par- 
ticular ailments  than  to  label  chiropractic  an  “unscien- 
tific cult.” 

The  American  Medical  Association  reaffirms  that  a 
physician  should  at  all  times  practice  a method  of  heal- 
ing founded  on  a scientific  basis.  A physician  may 
refer  a patient  for  diagnostic  or  therapeutic  services  to 
another  physician,  a licensed  limited  practitioner,  or 
any  other  provider  of  health  care  services  permitted  by 
law  to  furnish  such  services,  whenever  the  physician 
believes  that  this  will  benefit  the  patient.  As  in  the 
case  of  referrals  to  physician  specialists,  referrals  to 
limited  practitioners  should  be  based  on  their  individ- 
ual competence  and  ability  to  perform  the  services 
needed  by  the  patient. 

Similarly,  the  American  Medical  Association  sup- 
ports the  right  of  every  physician  to  choose  those  per- 
sons whom  he  or  she  will  accept  as  patients  and  also  to 
exercise  his  or  her  choice  by  the  terms  of  contractual 
arrangements  with  other  physicians,  medical  groups, 
hospitals  or  other  institutions. 

Recommendation 

The  Board  of  Trustees  recommends  the  adoption  of 
this  report. 

Despite  the  protestations  of  the  Board  of  Trustees  of 
the  AM  A to  the  contrary,  there  is  no  doubt  in  my  mind  that 
this  reversal  is  heresy. 

The  matter  was  discussed  fully  by  our  Delegation  to  the 
AMA.  We  opposed  Report  UU  on  the  floor  of  the  House 
of  Delegates. 

Our  President  stood  up;  and  loudly  and  clearly  submit- 
ted the  following  report  which  1 believe  to  be  courageous 
and  to  the  point: 

My  name  is  George  Way  and  I speak  for  the  entire 
New  York  Delegation.  When  we  initially  read  report 
UU  of  the  Board  of  Trustees,  we  could  hardly  believe 
our  eyes.  And  as  some  of  you  undoubtedly  did,  we 
went  through  the  emotions  of  being  incredulous,  a bit 
angry,  frustrated,  and  then  grieving.  For  this  report 
negated  every  concept  that  we  had  learned  and  prac- 
ticed, namely,  that  there  must  be  logic  and  scientific 
basis  in  the  treatment  of  patients.  And  that  chiro- 
practic failed  to  meet  either  of  these  criteria  to  sub- 
stantiate its  worth. 

When  we  read  the  words — and  I quote — Describing 
chiropractic  as  an  ‘unscientific  cult'  does  not,  however, 
necessarily  mean  that  everything  a chiropractor  may 
do  when  acting  within  the  scope  of  his  license  granted 
by  the  State  is  without  therapeutic  value  nor  does  it 
mean  that  all  chiropractors  should  be  equated  with 
cultists,  we  realized  that  we  were  accepting  this  theory 
of  practice  as  being  of  value  and  indeed  we  were  im- 
printing our  blessing  upon  it. 

Perhaps  we  have  not  kept  up-to-date.  Is  there  a 
member  of  this  House  who  is  aware  of  any  new  scientif- 
ic fact,  or  discovery,  or  report,  that  can  substantiate  a 
change  in  our  attitude?  If  there  is,  let  him  speak,  for 
we  are  always  willing  to  accept  change  but  only  when  it 
is  supported  by  evidence  that  is  convincing. 

We  sometimes  forget  the  many  pressures  and  frus- 


trations which  bear  upon  the  Board  of  Trustees.  Most 
of  us  have  been  leaders  within  our  counties  and  states 
and  realize  how  difficult  it  is  to  function  even  at  that 
level.  If  the  trustees  are  like  us,  they  often  have  sleep- 
less nights  because  of  the  enormity  of  their  problems 
and  because  of  a feeling  of  helplessness. 

We  tend  to  lose  our  perspectives  as  we  struggle  ever 
to  execute  our  responsibilities. 

And  1 point  out  to  you  that  the  loss  of  perspective 
here  has  been  created  by  legal  and  financial  pressures 
of  the  situation. 

Have  any  of  you  read  Aleksandr  Solzhenitsyn’s  re- 
marks? He  pointed  out  that  in  this  country  a grid  of 
imprisoning  regulation  and  law  had  been  overlayed 
upon  almost  every  activity  in  the  land.  Moreover,  he 
pointed  out  that  the  basic  elements  of  individual  cour- 
age and  collective  action,  had  been  stifled  by  this  grid 
and  that  the  very  qualities  which  founded  this  country 
had  been  discarded  in  an  aura  of  affluent  apathy.  Per- 
haps he  was  speaking  to  medicine. 

There  are  times  when  honor  and  integrity  take  pre- 
cedence over  legal  advice  and  the  law.  The  history  of 
this  nation  substantiates  that  concept  for  there  were 
those  who  were  willing  to  make  personal  and  major  sac- 
rifices for  what  they  thought  was  right  and  honorable, 
no  matter  what  the  law  might  say. 

Ladies  and  Gentlemen,  there  comes  a time  in  the  af- 
fairs of  honorable  people  when  you  have  to  stand  up 
and  be  counted. 

This  statement  of  the  Board  gives  endorsement  to  a 
concept  that  will  result  in  a proliferation  of  schools  of 
chiropractic  and  will  expose  the  citizens  of  these  Unit- 
ed States  to  inferior  and  indeed  dangerous  health  prac- 
tices. 

This  statement  will  almost  completely  erase  the 
credibility  of  the  AMA  with  the  practicing  physicians 
in  this  country.  Will  not  the  membership  drop  precip- 
itously? 

This  statement  will  be  fatal  ammunition  for  state 
governments  to  use  in  their  suits  against  state  medical 
societies  and  individual  leaders. 

This  statement  will  open  the  doors  of  10,000  acute 
care  hospitals  in  this  country  to  every  chiropractor 
who  chooses  to  apply. 

This  statement  will  negate  the  devotion,  the  sacri- 
fice, and  the  loyalty  of  the  thousands  of  physicians  who 
have  preceded  us  in  creating  in  this  country  the  high- 
est level  of  medical  care  the  world  has  ever  seen. 

Therefore,  I say  to  this  House  and  to  the  Board  of 
Trustees — stop  retreating,  stop  feeling  inferior.  Let 
our  knowledge  and  logic  persist  in  spite  of  legal  advice 
and  dire  predictions  to  the  contrary.  If  chiropractic  is 
bad  for  the  citizens  of  this  country,  what  better  sacri- 
fice can  we  make  but  to  protect  them  from  it? 

Therefore,  we  would  recommend  that  lines  28-30  on 
page  1 and  lines  1-6  on  page  2 be  referred  back  to  the 
Board  of  Trustees  and  that  the  remainder  of  this  re- 
port be  adopted. 

Lastly,  I leave  with  this  House  the  words  of  Edmund 
Burke,  who  said,  “All  that  is  needed  for  the  forces  of 
evil  to  triumph  is  for  good  men  to  do  nothing. 

We  thank  you. 

The  ruling  of  the  “powers  that  be”  prevailed.  We 
were  fighting  for  what  we  believed  to  be  right  and  honor- 
able; and  we  lost  another  battle.  Our  AMA  sacrificed  truth 
on  the  altar  of  lawsuits  and  the  expenditure  of  funds. 
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Here  is  what  one  of  the  Chicago  newspapers  had  to 

say:— 

AMA  Bends  Chiropractic  Stand 

The  American  Medical  Assn,  softened  its  position 
on  chiropractic  Tuesday,  but  did  so  with  all  the  enthu- 
siasm of  a kid  forced  to  eat  his  spinach. 

The  new  position,  as  well  as  debate  during  the  annu- 
al meeting  at  the  Chicago  Marriott  Hotel,  makes  clear 
that  the  profession  still  regards  chiropractic  as  unsup- 
ported by  scientific  evidence. 

But  at  the  same  time,  the  AMA’s  policymaking 
House  of  Delegates  recognized  that,  like  swallowing 
spinach,  it  would  be  good  for  the  AMA  to  rescind  its 
previous  official  description  of  the  practice  as  ‘an  un- 
scientific cult.’ 

By  modifying  its  stance,  the  AMA  hopes  to  shake  off 
four  lawsuits,  including  one  in  Illinois,  accusing  the 
medical  profession  of  illegally  restraining  the  trade  of 
chiropractors.  It  also  is  attempting  to  fend  off  the 
Federal  Trade  Commission.  The  wording  of  the  new 
position  was  drawn  up  by  the  AMA’s  Judicial  Council. 

The  estimated  20,000  chiropractors  in  the  United 
States  use  a method  of  healing  based  on  the  theory 
that  illness  results  from  pinched  nerves  that  can  be 
cured  by  manipulating  the  spine. 

Dr.  William  S.  Hotchkiss,  of  Norfolk,  Va.,  a member 
of  the  AMA  Board  of  Trustees,  said  that  while  there 
may  be  little  medical  basis  to  respect  chiropractors, 
they  have  been  effective  legally  and  legislatively. 

‘When  you  get  into  an  adversary  position  with  chiro- 
practors, you  are  really  playing  in  the  big  leagues,’  he 
said,  ‘Every  time  there’s  some  skin  lost  . . . it’s  always 
mine.  Chiropractic  is  indeed  legal,  whether  we  like  it 
or  not.’ 

The  AMA’s  attitude  was  that  we  will  lose,  so  why  fight. 
Let’s  throw  in  the  towel! 

It  is  my  deep  feeling  that  soon  the  chiropractors  will  be 
seeking  and  obtaining  privileges  in  all  of  our  hospitals. 
The  doors  of  respectability  will  be  opened  to  them  for  all 
time. 

CHIROPRACTIC  (Continued) 

I must  report  that  in  my  campaign  against  chiropractic, 
I never  attacked  any  individual  as  such.  My  fight  has  been 
against  a philosophy — an  ideology,  a concept — which  I 
believe  is  hazardous  to  the  public  health  and  welfare. 
Definite  documentation  of  this  stand  has  been  published 
by  the  AMA  and  others.  I have  always  fought  for  the 
highest  quality  of  medical  care  for  all. 

As  a citizen  in  a democratic  society,  1 have  every  right  to 
“speak  my  piece”  against  what  I consider  to  be  cultism, 
charlatanism,  or  quackery.  The  Constitution  of  the 
United  States  affords  me  this  privilege. 

MSSNY  has  always  played  a sincere  role  in  the  anti- 
quackery  war.  I should  repeat  that  our  Society  was  es- 
tablished in  the  early  19th  Century  by  statute.  Among  its 
purposes  are: 

. . to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical 
societies,  and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 


care  of  high  quality  to  all  people  in  the  most  economi- 
cal manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in 
regard  to  the  problems  of  medicine  and  health  for  the 
best  interests  of  the  people  of  the  State.” 

Earlier  I pointed  out  that  we  must  get  into  the  courts 
more  and  more  if  we  are  to  achieve  the  goals  of  justice.  The 
legislative  process,  being  what  it  is,  does  not  always  give  us 
the  correct  answers. 

We  have  pursued  this  litigation  course;  and  we  now  have 
several  cases  pending  in  the  courts. 

I find  that  “man  is  biting  the  dog.” 

In  July,  I was  informed  that: 

Robert  Abrams,  New  York  State  Attorney  General, 
filed  an  Antitrust  Suit  in  Brooklyn  on  July  5 against 
the  American  Medical  Association  and  13  other  defen- 
dants, charging  them  with  conspiring  to  drive  chiro- 
practors out  of  business  through  a ‘group  boycott.’ 

The  State  of  New  Y ork  alleges  that  it  is  not  acting  on 
behalf  of  chiropractors,  but  as  the  plaintiff  in  the  case, 
claiming  the  alleged  conspiracy  had  raised  the  costs  of 
medical  care  it  pays  for  under  State  welfare  programs. 
The  State  also  claims  that  New  York  citizens  pay  ‘sub- 
stantially higher’  medical  costs  due  to  the  alleged  con- 
spiracy. 

The  complaint  names,  in  addition  the  AMA,  12  cor- 
porate defendants,  and  one  individual,  Henry  I.  Fine- 
berg,  M.D.,  Executive  Director,  Medical  Society  of  the 
State  of  New  York,  who  was  a member  of  the  AMA 
Committee  on  Quackery  which  was  formed  in  1963  and 
discontinued  in  December,  1974.  The  other  defen- 
dants named  are: 

American  Hospital  Association 
American  College  of  Surgeons 
American  College  of  Radiology 
American  College  of  Physicians 
Joint  Commission  on  Accreditation  of  Hospitals 
American  Academy  of  Orthopedic  Surgeons 
American  Osteopathic  Association 
American  Academy  of  Physical  Medicine  and  Re- 
habilitation 

Medical  Society  of  the  State  of  New  York 
Hospital  Association  of  the  State  of  New  York 
New  York  Chapter  of  the  American  College  of  Ra- 
diology 

Nassau  County  Medical  Society 
In  Chicago,  the  American  Medical  Association  was 
notified  of  the  suit  through  a telephone  call  from  the 
New  York  Attorney  General. 

I am  the  only  individual  named  in  this  suit  by  the  At- 
torney General.  In  judicial  language — to  state  it  more 
simply  than  it  is — we  are  being  sued  for  violating  the  State 
and  Federal  antitrust  laws.  Following  are  a few  statements 
in  an  article  which  appeared  in  the  July  23rd  issue  of 
Medical  World  News: 

N.Y.  Sues  Medical  Groups  for  ‘Boycott’  of  Chiro- 
practors 

New  York — Claiming  that  organized  discrimination 
against  chiropractors  has  impaired  health  care  and  in- 
creased its  cost,  New  York  State  has  filed  suit  against 
10  bodies  of  organized  medicine  and  osteopathy,  three 
hospital  organizations,  and  a lone  physician  for  violat- 
ing State  and  Federal  antitrust  laws. 

The  suit  alleges  a conspiracy  to  ‘isolate  and  elimi- 
nate chiropractic  as  a profession.’  It  describes  a 
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‘group  boycott’  in  which  physicians  and  hospitals,  be- 
cause of  threat  of  censure,  refuse  to  deal  with  chiro- 
practors in  any  way,  prohibiting  them  from  freely  en 
gaging  in  the  profession  the  State  licenses  them  to 
practice.  As  a result,  low-back-pain  sufferers,  for  ex- 
ample, are  subject  to  ‘inferior  treatment.’ 

It  also  suggests  there  has  been  an  illegal  conspiracy 
‘to  obtain  from  governmental  bodies  reports  which  are 
intellectually  and  scientifically  dishonest  and  unjusti- 
fiably critical  of  the  chiropractic  profession.’ 

Although  similar  suits  have  been  filed  by  chiroprac- 
tors in  Pennsylvania,  Illinois,  and  New  .Jersey,  it  is  the 
first  time  a state  has  sued  for  the  cause  of  the  chiro- 
practors. Assistant  Attorney  General  John  H.  Hurley 
insisted,  however,  that  the  suit  was  on  behalf  of  the 
people  of  New  York — not  chiropractors  as  a group. 

‘It’s  not  whether  I think  chiropractors  are  great  or 
bad,'  Hurley  told  MWN.  ‘It's  what  the  law  says.  The 
state  has  no  particular  axe  to  grind  for  chiropractors.’ 

Indeed,  New  York  Gov.  Hugh  Carey  is  reportedly 
unhappy  about  the  suit.  He  sponsored  a health-care 
cost-containment  bill  two  years  ago  that  eliminates 
chiropractors  from  reimbursement  under  the  State’s 
Medicaid  program  unless  the  services  are  directed  by  a 
physician.  A month  ago  he  vetoed  a bill  to  restore 
reimbursement  for  chiropractors  ...  . 

Unlike  suits  filed  by  chiropractors  in  other  states, 
the  New  York  suit  doesn't  seek  any  damages.  But 
under  the  State  antitrust  law,  each  corporate  defen- 
dant found  in  violation  of  the  statute  is  liable  to  a $1 
million  fine,  and  the  individual  to  a $100,000  fine  ... 

The  summons  was  served  on  your  Executive  Vice- 
President. 

Among  many  charges,  the  complaint  declares  that: 

As  a further  direct  result  of  defendants’  combina- 
tion, conspiracy,  and  course  of  conduct  in  violation  of 
the  antitrust  laws,  the  health  and  welfare  of  the  citi- 
zens and  the  general  economy  of  the  State  of  New  York 
have  been,  are,  and,  unless  the  violation  alleged  herein 
is  restrained  and  enjoined,  will  continue  to  be  injured 
as  follows: 

(a)  The  public  has  been  deprived  of  the  benefits  of 
an  efficient  and  competitive  health  care  system; 

(b)  The  aggregate  cost  to  the  citizens  and  to  the 
economy  of  the  State  for  all  health  care  services  has 
been,  is,  and  will  be  substantially  greater  than  it  other- 
wise would  have  been  had  the  conspiracy  alleged  here- 
in not  existed; 

(c)  Members  of  the  public  have  been  denied  effec- 
tive access  to  chiropractic  care  and  have  been  com- 
pelled to  expend  funds  unnecessarily  for  the  purpose 
of  seeking  alternative  means  of  treatment; 

(d)  Members  of  the  public  have  been  compelled  to 
expend  funds  unnecessarily  for  duplicative  X-ray  and 
diagnostic  procedures  at  hospitals  which  refuse  to  deal 
with  chiropractors; 

(e)  Chiropractors  have  been  compelled  to  expend 
funds  unnecessarily  on  X-ray  equipment  as  a result  of 
having  been  denied  access  to  similar  equipment  fur- 
nished to  medical  doctors  in  hospitals; 

(f)  Members  of  the  public  have  been  needlessly 
subjected  to  multiple  exposure  to  X-rays  because  chi- 
ropractors have  been  refused  access  to  their  patients’ 
prior  medical  records;  and 

(g)  Members  of  the  public  have  suffered  unneces- 
sary danger  to  health;  pain,  discomfort,  inconvenience, 


embarrassment,  and  higher  economic  expense  re- 
sulting from  defendants’  and  coconspirators’  refusals 
to  co-operate  with  programs  of  treatment  prescribed 
by  chiropractors. 

Defendant  HENRY  1.  FINEBERG,  M.D.,  is  execu- 
tive vice-president  of  defendant  MSSNY  and  is  a 
member  of  defendant  AMA’s  Committee  on  Quackery. 
He  resides  in  Nassau  County  at  l)ix  Hills,  New  York. 
On  information  and  belief,  within  the  four  years  pre- 
ceding filing  of  this  complaint,  he  has  committed  overt 
acts  within  this  judicial  district  in  furtherance  of  the 
violation  alleged  herein  while  operating  within  the 
scope  of  his  delegated  authority  in  managing,  di- 
recting, or  furthering  the  affairs  of  the  defendants 
AM  A and  MSSNY. 

All  this  is  difficult  to  understand.  It  is  ludicrous! 

We  have  engaged  the  services  of  a very  fine  law  firm  in 
New  York  City — LeBoeuf,  Lamb,  Leiby  & MacRae. 

Whatever  the  attitude  of  our  codefendants  may  be,  in- 
cluding the  AMA,  the  MSSNY  has  decided  to  fight  this 
battle  all  the  way  to  the  highest  courts  if  need  be.  We 
cannot  capitulate  to  inferiority  or  less.  We  are  at  the 
crossroads.  Our  policy  is  quite  evident.  Sometimes, 
justice  must  triumph,  or  else  we  lose  our  raison  d’etre. 

When  we  were  served  with  the  summons,  our  first  release 
was  as  follows: 

The  Medical  Society  of  the  State  of  New  York 
learned  today  that  it  and  its  Executive  Vice-President, 
I)r.  Henry  1.  Fineberg,  have  been  included  among  four- 
teen defendants  named  in  a civil  antitrust  suit  filed  in 
the  United  States  District  Court  for  the  Eastern  Dis- 
trict of  New  York  by  the  Attorney  General  of  the  State 
of  New  York.  In  that  suit  the  State  of  New  York  as 
“guardian  of  the  welfare  of  its  citizens”  charges  the  de- 
fendants. which  include  the  American  Medical  Associ- 
ation, the  American  Hospital  Association  and  the 
American  College  of  Surgeons,  with  having  since  1963 
unreasonably  restrained  chiropractors  from  competing 
with  medical  and  osteopathic  doctors. 

The  complaint  seeks  to  have  the  court  declare  that 
all  the  defendants  have  participated  in  an  illegal  boy- 
cott, to  assess  penalties  against  the  defendants,  and  to 
award  attorneys’  fees  to  the  State  for  bringing  this  law- 
suit. According  to  a spokesman  for  the  Medical  Soci- 
ety, the  Society  and  Dr.  Fineberg  believe  that  the  ac- 
tion is  unwarranted  and  that  they  have  not  participat- 
ed in  any  violation  of  the  antitrust  laws. 

Our  position  still  stands: 

Chiropractic 

The  MSSNY  has  consistently  held  to  the  position 
that  chiropractic  is  an  unscientific  cult;  and  has  sought 
to  educate  the  public  to  that  effect. 

The  MSSNY  has  continued  to  stress  the  fact  that 
chiropractic  is  not  based  on  scientific  principles.  We 
regard  it  as  a cult  because  it  follows  the  hypothesis  of 
its  founder — that  disease  results  from  pressure  on 
nerves  due  to  minor  misalignments  of  the  spinal  col- 
umn. The  chiropractors  claim  that  most  illnesses  can 
be  cured  by  adjusting  or  manipulating  certain  areas  of 
the  spinal  column.  Of  course,  such  a theory  runs 
counter  to  the  established  facts  of  medical  science. 

Chiropractors  are  not  educated  or  equipped,  either 
by  background  or  training  to  diagnose  human  illness. 
This  inability,  coupled  with  their  pseudo-scientific 
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method  of  treatment,  and  their  vociferous  stand 
against  life-saving  vaccines  and  the  well-recognized 
advances  of  the  medical  profession  in  the  control,  diag- 
nosis, treatment  and  prevention  of  disease  requires,  or 
perhaps  demands,  that  no  recognition  be  given  to 
them. 

Physicians  and  others  interested  in  public  health 
have  a duty  to  fight  this  unscientific  cult  with  great 
vigor. 

COUNCIL  12/16/76 


Here  is  an  excerpt  from  the  Long  Island  Newsday  of 
October  1st,  which  speaks  for  itself: — 

OWENS— Chiropractic:  A Matter  of  Faith 

As  a medical  discipline,  chiropractic  ranks  right  up 
there:  Above  astrology,  Laetrile,  snake  chunkin’  and 
lobotomy;  below  electrolysis  and  kidney  stone  surgery; 
right  beside  electroconvulsive  therapy. 

It  sometimes  does  some  good.  But  then  so  does  psy- 
choanalysis. 

No  medical  enterprise  can  claim  a stranger  origin. 
But  don’t  take  my  word  for  it.  The  New  Columbia 
Encyclopedia,  a new,  generally  splendid,  comprehen- 
sive and  relatively  inexpensive  reference  work,  says  by 
way  of  definition: 

Chiropractic  . . . (Gr.,  doing  by  hand),  medical  prac- 
tice based  on  the  theory  that  all  disease  results  from  a 
disruption  of  the  functions  of  the  nerves.  The  princi- 
pal source  of  interference  is  thought  to  be  displace- 
ment (or  subluxation)  of  vertebrae  of  the  spine,  al- 
though other  areas  such  as  joints  and  muscle  tissue 
may  also  be  the  sites  of  nerve  interference.  The  meth- 
od of  treatment  is  by  adjustment  of  displaced  verte- 
brae ...  . The  early  chiropractors  believed  that  psy- 

chic energy,  a force  beyond  human  understanding, 
flowed  from  the  brain,  through  the  nerves,  to  all  parts 
of  the  body  and  that  it  was  interference  with  this  force 
that  caused  disease.  In  1953  the  theory  was  revised  to 
state  that  the  health  of  body  tissues  is  controlled  by 
nerve  impulses,  and  that  interference  in  the  nerve  im- 
pulses causes  disease. 

From  voodoo  to  neuro-voodoo  in  58  years.  Chiro- 
practic was  invented  in  1895  when  Daniel  David  Palm- 
er, a magnetic  healer,  wrenched  a patient  through  the 
first  recorded  dynamic  thrust,  or  spinal  readjustment, 
at  Davenport,  Iowa,  present  site  of  the  Palmer  College 
of  Chiropractic.  Palmer’s  son,  Bartlett  Joshua  Palm- 
er, had  been  born  14  years  earlier  at  What  Cheer,  Keo- 
kuk County,  Iowa.  He  was  to  carry  on  the  family 
trade.  Eighteen  ninety-five  was  fairly  late  in  the  game 
for  quack  medical  systems.  Vaccination  had  been 
around  for  more  than  a century.  Modern  anesthesia, 
antisepsis  and  most  surgical  procedures  had  been  de- 
veloped. 

But  medicine  was  still  a profusion  of  inexact  arts 
and  some  modest  quotient  of  science.  Palmer  had 
tapped  a vein  in  the  metallurgical,  if  not  the  medical, 
sense.  If  his  claim  that  the  spine  was  the  seat  of  sick- 
ness and  health  was  nonsense,  the  backbone  was  nev- 
ertheless given  man  more  than  its  quotient  of  trouble 
since  man  began  to  walk  around  on  the  hinder  legs 
alone.  The  world  is  full  of  back  trouble;  few  real  phy- 
sicians (i.e.,  allopaths)  know  how  to  treat  such  ills  ex- 
cept with  such  slow,  imperfect  methods  as  muscle  re- 
laxants,  bed  rest  and  t raction. 


The  genius  of  chiropractic  may  lie  in  the  ability  of  its 
practitionors  to  seize  the  moment,  along  with  a delin- 
quent backside,  and  to  torment  it,  with  a mighty 
thump,  into  some  sudden  semblance  of  painless  func- 
tionality. 

This  does  not  always  happen.  Far  from  it.  But 
when  it  does,  a conversion  is  likely  to  be  in  the  works. 
Some  millions  trust  their  backs  to  chiropractic. 
Thousands  more — the  truest  of  the  true  believers — 
forfeit  the  entire  corpus.  Chiropractic’s  most  ardent 
and  indiscriminating  devotees  tend  to  be  found  in 
those  philosophical  strata  where  marble  angels  weep 
real  tears,  true  love  happens  in  saloons  and  the  lottery 
constitutes  a retirement  investment.  A convert — 
often  some  sort  of  a social  or  political  rebel  as  well  as 
the  recent  beneficiary  of  a spinal  miracle — reposes  in 
her  chiropractor  a faith  that  Jonas  Salk,  Michael  De- 
Bakey,  Fernandel  and  four  of  the  disciples  could  not 
between  them  justify. 

The  American  Medical  Association  is,  lest  we  forget, 
a political  organization.  Faced  with  chiropractic’s 
awesome  string  of  successes  in  the  political  and  legisla- 
tive forums  of  the  50  states,  the  AMA  has  softened  its 
traditional,  tooth-and-claw  hostility.  But  even  in  its 
state  of  diminished  combativeness,  the  medical  associ- 
ation continues  to  fret  about  the  true  believers. 

The  AMA  shall  continue  to  warn  the  public  of  the 
hazards  of  health  of  entrusting  the  diagnosis  and  treat- 
ment of  diseases  such  as  cancer,  diabetes,  malignan- 
cies, hypertension,  cardiovascular  stroke,  and  infec- 
tions to  practitioners  who  in  the  treatment  of  these 
conditions  rely  upon  the  theory  that  all  disease  is 
caused  by  misalignment  of  spinal  vertebrae  and  can  be 
cured  by  manual  manipulation  of  the  spine,  the  asso- 
ciation says  in  its  current  policy  statement,  adopted 
last  December. 

Of  course,  not  all  chiropractors  cling  to  the  old  theo- 
ry exclusively.  But  the  theory  is  the  essence  of  chiro- 
practic, and  a chiropractor  who  has  stepped  away  from 
it  is  in  an  anomalous  position.  He  is  like  a healer  who 
has  lost  the  faith,  who  now  embraces  Unitarianism,  yet 
who  continues  the  laying  of  hands  upon  the  halt  and 
the  lame. 

There  are  20,000  chiropractors  in  the  country. 
Their  numbers  are  annually  augmented  by  the  gradu- 
ates of  more  than  a dozen  chiropractic  colleges.  This 
group,  while  not  large  is  sufficient  to  constitute  a poli- 
tically impregnable  force  in  our  disordered  times. 
They  have  been  chesty  of  late,  expanding  their  juris- 
dictions and  suing  many  physicians  here  and  there. 

Just  why  the  state  attorney  general’s  office  finds  it- 
self in  federal  court  on  the  side  of  the  chiropractors  is 
at  present  a mystery,  at  least  to  me.  On  July  5,  Attor- 
ney General  Robert  Abrams  filed  an  antitrust  suit  ask- 
ing a million  dollars  in  damages  from  each  of  13  medi- 
cal, hospital  and  osteopathic  organizations,  including 
the  AMA,  and  $100,000  from  Dr.  Henry  Fineberg,  the 
executive  vice-president  of  the  State  Medical  Society. 

The  defendants  are  accused  of  plotting  against  chi- 
ropractic. They  are  said  to  have  pressured  physicians 
into  declining  to  accept  referrals  from  chiropractors, 
into  refusing  to  share  X-rays  with  chiropractors,  and 
so  forth.  Such  a plot  would  hardly  constitute  a cause 
of  action  if  the  doctors  were  accused  of  conspiring 
against  faith  healers  or  snake  chunkers.  But  the  faith 
healers  too,  are  getting  organized.  So  wait  till  next 
year. 


372  New  York  State  Journal  of  Medicine/February,  1980/Minutes 


As  a result  of  all  this  chiropractic  activity,  the  chiro- 
practors are  becoming  arrogant  and  smug.  I never  thought 
that  I would  live  to  see  the  day  when  this  type  of  teaching 
would  become  respectable.  It  is  unbelievable!! 


Again,  this  is  an  exhibit  from  the  Long  Island  Newsday 
of  July  26th: 

Campus  Groundbreaking  for  Chiropractic  Col- 
lege 

Old  Brookville — As  politicians,  judges  and  others 
with  bad  backs  endorsed  the  practice  of  chiropractic, 
the  New  York  Chiropractic  College  broke  ground  yes- 
terday on  a new  $5  million  campus  that  officials  said 
marked  a major  advancement  for  the  profession. 

The  private,  nonprofit  college,  which  was  officially 
recognized  by  the  State  Board  of  Regents  two  years 
ago,  plans  to  construct  five  buildings  in  the  next  five 
years  on  the  40-acre  Graham  estate  at  Northern  Boule- 
vard and  Valentines  Lane. 

The  school’s  current  student  enrollment  of  650  w ill 
not  increase,  officials  said,  although  140  new  teachers 
and  other  staff  members  will  eventually  be  employed. 
The  school  is  one  of  only  13  chiropractic  schools  in  the 
nation  and  is  one  of  the  largest. 

Yesterday’s  ceremony  was  attended  by  several  hun- 
dred persons,  including  State  Sen.  Ralph  J.  Marino 
(R,C -Muttontown),  sponsor  of  several  pieces  of  legisla- 
tion supporting  chiropractic,  and  Nassau  District 
Court  Judge  Charles  Marchese,  who  cosponsored  a bill 
to  license  chiropractors  when  he  was  a state  senator  in 
1963  and  who  says  a chiropractor  ‘had  me  hopping 
around  in  20  minutes’  after  a medical  doctor  couldn’t 
help  him  with  a leg  ailment. 

The  politicians,  as  well  as  a dozen  other  speakers 
from  various  chiropractic  organizations,  said  construc- 
tion of  the  new  facilities  is  evidence  that  chiropractic  is 
growing. 

The  new’  campus,  along  with  an  antitrust  suit  filed 
earlier  this  month  against  the  state’s  medical  estab- 
lishment by  the  state  attorney  general’s  office,  have 
buoyed  the  hopes  of  chiropractors  who  have  never  en- 
joyed complete  public  acceptance. 

The  suit  charges  that  the  American  Medical  Associ- 
ation and  other  physicians'  groups  have  tried  to  put 
chiropractors  out  of  business. 

Until  1977,  the  60-year  old  school  had  been  called 
the  Columbia  Institute  of  Chiropractic.  Since  it 
moved  from  Manhattan  to  Long  Island  in  1973,  it  has 
occupied  buildings  on  the  campus  of  the  New  York  In- 
stitute of  Technology  and  has  operated  outpatient 
clinics  in  Greenvale  and  Levittown. 

The  school’s  president,  Ernest  Napolitana,  said  the 
new  campus,  including  a research  and  laboratory  cen- 
ter, will  emphasize  research. 


A long  time  ago  Hitler  proved  that  if  you  repeat  a lie 
often  and  strongly  enough,  people,  even  the  intelligentsia, 
will  believe  it. 


Following  is  an  excerpt  from  a recent  bulletin  of  the 
American  College  of  Surgeons:- 

The  settlement  of  the  Slavek  (chiropractic)  suit  by 


the  American  Medical  Association,  the  American  Hos- 
pital Association,  the  Joint  Commission  on  Accredita- 
tion of  Hospitals,  and  others  in  Pennsylvania  was  ap- 
proved by  Judge  Kullam  on  April  16,  1979. 

As  a result  of  the  Slavek  (Pennsylvania)  settlement, 
the  following  bylaws  change  was  effected  by  the  North 
Penn  Hospital’s  Board  of  Directors,  independent  of 
the  medical  staff: 

ARTICLE  VII,  Section  fi 

Contrary  provisions  of  these  Bylaws  notwithstand- 
ing, the  staff  pathologist(s): 

(a)  shall,  when  accompanied  by  written  application 
or  written  request  from  licensed  chiropractors 
on  behalf  of  their  patients,  accept  laboratory 
specimens,  perform  laboratory  tests  and  provide 
the  results  of  such  tests  to  said  licensed  chiro- 
practors and  their  patients;  and 

(b)  shall  make  the  results  of  previously  taken  labo- 
ratory tests  available  to  licensed  chiropractors 
and  their  patients. 

The  staff  radiologist(s): 

(a)  shall  accept  referrals  when  accompanied  by 
written  application  from  licensed  chiropractors 
on  behalf  of  their  patients  to  take,  process  or 
produce  non-invasive  x-rays  and  x-ray  reports, 
and  accept  such  referrals  and  make  such  results 
available  to  licensed  chiropractors  and  their 
patients;  and 

(b)  shall  accept  referrals  when  accompanied  by 
written  application  from  licensed  chiropractors 
on  behalf  of  their  patients  to  take,  process  or 
produce  invasive  x-rays  and  x-ray  reports  after 
consultation  with  and  with  the  approval  of  the 
staff  radiologist(s)  or  physician  in  charge  of  ad- 
ministering same,  and  accept  such  referrals  and 
make  such  results  available  to  licensed  chiro- 
practors and  their  patients;  and 

(c)  shall  make  previously  taken  x-rays  and/or  x-ray 
reports  available  to  licensed  chiropractors  and 
their  patients. 

Another  major  lawsuit,  the  Wilk  (Chicago)  suit,  spe- 
cifically asks  for  recognition  of  chiropractors  as  pri- 
mary providers  of  health-care  services,  and  seeks  ac- 
cess to  various  hospital  services. 

Compromise  in  the  Chicago  (Wilk)  case  could  result 
in  modification  of  hospital  bylaws  to  permit  chiroprac- 
tors to  have  certain  privileges  in  hospitals  throughout 
the  United  States.  Under  a settlement  similar  to  that 
in  the  Slavek  case,  changes  in  hospital  bylaws  can  be 
made  without  endorsement  or  right  to  decline  by  the 
medical  staff. 

LInbelievable!! 

Also,  in  the  August  6,  1979,  issue  of  Medical  World  News, 
there  appeared  an  editorial  written  by  Dorsey  W.  Woodson, 
Editor-in-Chief.  Thank  God,  we  still  have  men  and 
women  in  our  country  who  are  willing  to  fight  for  probity 
and  truth. 

Antiscience  on  the  Attack 

The  forces  of  antiscience  are  on  the  offensive.  In  a 
pilot  project,  California  has  made  megavitamin  thera- 
py on  Medicaid  benefit  (see  page  33),  and  in  New  York, 
the  state  government  is  suing  AMA  and  other  big  med- 
ical groups  for  “conspiring”  to  drive  chiropractors  out 
of  business  (MWN,  July  23,  p.  13). 
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California  lawmakers  reasoned  that  since  the  afflu- 
ent can  afford  orthomolecular  therapy  the  poor  should 
have  it,  too,  even  though  evidence  is  lacking  that  the 
treatment  has  any  beneficial  physiological  effect. 
Egalitarian,  maybe,  but  not  logical. 

Another  purpose  of  the  project,  as  enunciated  by  a 
legislative  aide,  is  ‘to  give  hope  to  people  who  haven’t 
benefited  from  traditional  treatment.’  This  suggests 
a rather  startling  disillusionment  with  modern  medi- 
cine. But  why  not  be  straightforward  about  it  and 
offer  placebo  therapy?  It  would  be  cheaper  and  prob- 
ably a lot  safer  than  massive  vitamin  ingestion. 

The  New  York  event  is  even  more  perplexing.  Here 
is  the  state  attorney  general,  Robert  Abrams,  spending 
public  money  on  a suit  that  echoes  three  actions  al- 
ready brought  hv  chiropractors  themselves  against  or- 
ganized medicine. 

Worse,  Abrams  charges  AMA  with  conducting  an 
‘intraprofessional  campaign  against  chiropractic’ 
through  its  Committee  on  Quackery.  Yet  AMA  dis- 
banded the  quackery  panel  nearly  a decade  ago.  He 
alleges  AMA  refuses  to  permit  doctors  to  refer  or  ac- 
cept patients  from  chiropractors.  Yet  in  1978  AMA 
reached  a settlement  with  chiropractors  to  permit  doc- 
tors to  do  exactly  that.  He  even  claims  New  York  citi- 
zens with  back  pain  have  been  ‘forced’  to  get  ‘inferior’ 
treatment  from  medical  and  osteopathic  doctors  ‘be- 
cause of  the  enforced  professional  isolation  of  chiro- 
practic.’ The  charge  ignores  the  fundamental  fact 
that  some  85  years  after  its  founding  by  an  itinerant 
tradesman,  the  theory  of  chiropractic  still  has  no  sci- 
entific backing. 

The  embrace  of  orthomolecular  therapy  and  chiro- 
practic by  the  governments  of  our  two  largest  states, 
not  to  mention  the  nationwide  Laetrile  juggernaut,  are 
disturbing  testimony  to  the  rising  tide  of  impatience 
with  the  limits  of  scientific  medicine.  Clearly,  peo- 
ple’s expectations  of  medicine  have  grown  unrealistic. 
Then  too,  it’s  an  era  of  instant  gratification.  In  such  a 
climate,  insistence  on  proof  of  efficacy  and  safety  of  a 
“therapy”  apparently  is  politically  unprofitable. 

AMA  should  stand  up  for  scientific  medicine  and 
reestablish  its  quackery  committee.  If  neither  gov- 
ernment nor  organized  medicine  will  protect  people 
from  fake  doctors  and  therapies,  who  will?” 


PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE 


Sometime  ago  we  visited  with  the  Deputy  Superinten- 
dent of  Insurance  and  discussed  with  him  the  possibility 
of  a differential  rate  for  malpractice  insurance  for  MSSNY 
members  as  compared  to  nonmembers. 

It  was  agreed  that  one  of  the  principle  arguments  in  favor 
of  a rate  differential  was  that  the  MSSNY  Continuing 
Medical  Education  Program  should  he  given  the  same 
status  as  driver  education  is  given  in  relation  to  automobile 
insurance. 

It  was  agreed  that  we  would  petition  our  Medical  Lia- 
bility Insurance  Company  to  negotiate  this  matter  to  the 
fullest  degree.  It  has  been  accomplished  in  other  states. 
Recently  we  transmitted  the  following  letter  to  Donald  -I. 
Eager  of  the  insurance  company: 


Donald  J.  Fager,  Esq. 

Medical  Liability  Mutual 
Insurance  Company 
2 Park  Avenue 
New  York,  NY  10016 

Dear  Don: 

Pursuant  to  the  discussion  at  our  meeting  in  Lake 
Success,  I thought  it  would  be  appropriate  to  formalize 
the  matters  which  were  discussed.  As  several  people 
pointed  out  during  the  discussion,  there  are  several 
bases  which  warrant  and  justify  a premium  differen- 
tiation between  members  in  good  standing  of  the  Med- 
ical Society  of  the  State  of  New  York  and  nonmem- 
bers. Chief  among  these  is  the  fact  that  the  House  of 
Delegates  of  the  Medical  Society  has  formally  man- 
dated successful  completion  of  an  approved  program 
of  Continuing  Medical  Education  as  a condition  for 
membership  in  the  Society.  Following  passage  of  this 
requirement,  a Committee  on  Continuing  Medical  Ed- 
ucation was  created  and  began  immediately  to  develop 
plans  for  a comprehensive  Continuing  Medical  Educa- 
tion Program  to  be  in  place  prior  to  the  effective  date 
of  the  House  of  Delegates  mandate  on  March  1,  1981. 
This  committee  immediately  undertook  the  intensive 
work  necessary  to  the  creation  of  a meaningful  system 
of  Continuing  Medical  Education  in  New  York  State. 
Its  efforts  have  been  extensive. 

Six  (6)  distinct  methods  have  been  recognized  as  ac- 
ceptable in  meeting  the  State  Society’s  Continuing 
Medical  Education  requirements.  These  include  the 
AMA’s  Physician’s  Recognition  Award  program,  suc- 
cessful completion  of  the  Continuing  Medical  Educa- 
tion requirements  of  a Recognized  Specialty  Society, 
successful  completion  of  a Certification  or  Recertifica- 
tion Examination  of  a Specialty  Board,  obtaining  a 
Certificate  of  Special  Competence  from  a Specialty 
Board,  acceptable  service  as  a Resident  in  an  approved 
training  program  and  lastly,  completion  of  a procedure 
approved  for  members  of  the  Medical  Society  of  the 
State  of  New  York.  Each  of  these  methods  is  more 
fully  detailed  in  the  first  issue  of  the  Continuing  Medi- 
cal Education  News  published  by  the  Medical  Society 
of  the  State  of  New  York,  a copy  of  which  is  enclosed 
herewith. 

The  Medical  Society,  furthermore,  has  adopted  six 
(6)  categories  of  Continuing  Medical  Education  based 
upon  CME  Criteria  for  the  AMA  Physician.  It  has  de- 
fined the  quantitative  relationship  between  and 
among  these  criteria  in  order  to  establish  acceptable 
programs  in  which  the  various  category  combinations 
fully  reflect  the  purpose  of  Continuing  Medical  Educa- 
tion. These  categories  are  designed  with  a sophistica- 
tion truly  reflective  of  meaningful  continuing  medical 
education.  The  Society  also  has  established  at  some 
expense,  efficient  and  accurate  record  keeping  systems 
in  order  to  insure  compliance  with  the  Continuing 
Medical  Education  mandate. 

The  committee  will  also,  upon  request,  survey  insti- 
tutions in  New  York  State  for  the  purpose  of  determin- 
ing which  will  he  accredited  for  continuing  medical  ed- 
ucation under  the  AMA’s  Physician’s  Recognition 
Award  Program.  Much  progress  has  been  made  in 
this  area. 

In  1976,  furthermore,  the  Continuing  Medical  Edu- 
cation Council  of  the  State  of  New  York,  Inc.,  was 
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formed.  MSSNY,  the  Associated  Medical  Schools  of 
New  York,  the  Association  of  Medical  Specialty  So- 
cieties of  New  York,  the  New  York  State  Department 
of  Health,  and  the  New  York  State  Department  of  Ed- 
ucation are  all  represented  on  the  Council.  In  this  ca- 
pacity, the  Society  will  serve  to  provide  continuous 
monitoring  of  the  Continuing  Medical  Education  Pro- 
gram and  ongoing  improvement  of  the  ent  ire  system. 

At  this  point  in  time,  therefore,  a great  deal  has  been 
accomplished  by  the  State  Society  not  only  in  the  cre- 
ation of  the  Continuing  Medical  Education  mandate 
itself,  but  also  with  respect  to  the  establishment  of 
meaningful  compliance  programs.  Clearly,  it  is  a so- 
phisticated system  which  must  inevitably  impact  qual- 
ity and  competency  in  very  real  and  positive  ways. 
The  relationship  between  this  program  and  physician 
competence  is  direct  and  substantial.  It  would  seem 
indisputable,  therefore,  that  those  who  complete  such 
programs  will  be,  as  a group,  qualitatively  superior  to 
those  who  do  not.  And  to  the  extent  that  the  group  is 
qualitatively  superior,  there  is  every  reason  to  expect 
that  its  members  are  less  likely  to  practice  negli- 
gently. 

The  Continuing  Medical  Education  Program,  fur- 
thermore, is  only  one  of  several  ways  in  which  the  State 
Medical  Society,  through  its  members,  positively  con- 
tributes to  the  amelioration  of  the  malpractice  prob- 
lem. As  you  well  know,  the  Professional  Medical  Lia- 
bility and  Defense  Board,  an  arm  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  plays  a vital  role  in  mat- 
ters relative  to  professional  liability  and  our  insurance 
program. 

Since  the  inception  of  the  Medical  Liability  Mutual 
Insurance  Company,  the  Board  has  worked  tirelessly 
and  we  think  successfully,  to  contribute  expertise  to 
the  Company  in  the  discharge  of  its  functions.  The 
Board  carefully  monitors  the  loss  records  of  physicians 
insured  by  the  Company.  It  identifies  adverse  loss 
records  of  individual  physicians  adding  a very  specific 
dimension  to  traditional  group  and  trend  analysis. 
The  Board  makes  recommendations  but  only  after  all 
aspects  of  a physician’s  record  have  been  thoroughly 
explored.  In  cases  of  recommended  surcharge  or  cov- 
erage limitation,  covered  physicians  are  given  the  ben- 
efit of  personal  Board  interviews.  Cancellation  of  cov- 
erage, denial  of  coverage,  or  limitation  of  coverage 
have,  in  fact,  been  recommended  following  Board  anal- 
ysis. Clearly,  such  individualized  input  is  of  great 
benefit  to  the  Company.  The  Board  has  also  provided 
what  I am  sure  you  will  agree  is  invaluable  assistance  in 
bringing  considerations  of  competence  to  what  might 
otherwise  appear  to  be  innocuous  classification  ques- 
tions. And,  of  course,  the  Board  has  served  as  a vehi- 
cle through  which  individual  physicians  can  be  educat- 
ed in  practice  modalities  which  serve  to  avoid  unneces- 
sary claims. 

The  assistance  given  to  the  Company  by  the  State 
Society  relative  to  the  Company’s  patient-safety  edu- 
cation program  is  something  which,  I am  sure  you  will 
agree,  also  redounds  to  the  benefit  of  the  Company  and 
its  malpractice  prevention  objectives. 

For  these  and  other  reasons,  with  which  you  are  fa- 
miliar, the  Medical  Society  feels  very  strongly  that  its 
membership  represents  a separate,  distinct,  and 
moderated  risk  in  terms  of  liability  insurance.  This 
reality,  we  believe,  provides  a legitimate  and  legal  basis 
for  premium  differentiation.  We  take  this  opportuni- 


ty, therefore,  to  request  formally  that  the  Company 
take  whatever  steps  are  necessary  to  secure  Insurance 
Department  approval  of  a premium  program  reflecting 
this  distinction.  Of  course,  we  stand  ready  to  cooper- 
ate with  you  in  any  way  necessary  to  accomplish  this 
objective. 

Best  wishes. 

Very  sincerely, 

Henry  I.  Fineberg,  M.D., 
Exec ut i ve  V ice- Presided t 


GASOLINE  SITUATION 

Tbe  automobile  gas  crisis  has  resulted  in  many  inquiries 
and  complaints  from  members  of  our  Society. 

We  have  not  been  asleep.  On  several  occasions  we  have 
been  in  touch  with  the  Governor’s  office;  and  we  have 
transmitted  the  following  communications  to  him  asking 
for  his  assistance: 

Honorable  Hugh  L.  Carey 
Executive  Chamber  State  Capital 
Albany,  N.Y.  12224 

The  Medical  Society  of  the  State  of  New  York 
strongly  recommends  that  physicians  and  other  major 
providers  of  health  care  be  allowed  to  purchase  gas  on 
both  odd  and  even  numbered  days  so  that  they  may  be 
able  to  furnish  continuing,  adequate  health  care  to  the 
citizens  of  New  York  State. 

Henry  1.  Fineberg,  M.D.,  Executive  Vice-President 

Medical  Society  of  the  State  of  New  York 

Hon.  Hugh  L.  Carey 

Governor  of  the  State  of  New  York 

The  State  Capitol. 

Albany,  New  York  12201 
Dear  Governor  Carey: 

We  are  being  besieged  every  day  with  angry  and  des- 
perate calls  from  physicians  notifying  us  of  serious 
problems  they  are  encountering  in  their  practice,  even 
in  emergency  situations,  because  of  difficulties  in  ob- 
taining gasoline  for  their  cars. 

Their  specific  complaints,  which  we  believe  are  jus- 
tified, include  a 2-3  week  delay  in  the  processing  of 
their  Essential  Service  Applications  by  the  Energy  Of- 
fice; the  fact  that  the  applications  have  to  be  for- 
warded to  Albany  instead  of  being  handled  in  a local 
Motor  Vehicles  office;  and  most  of  all,  an  almost  con- 
sistent rejection  because  of  a regulation  requiring  them 
to  show  evidence  that  they  drive  125  miles  a day  at 
least  three  days  a week. 

Almost  daily  we  are  hearing  of  physicians  being 
hampered  and  their  patients  suffering  delays  in  treat- 
ment because  of  the  difficulty  of  obtaining  gasoline. 
We  cannot  believe  that  the  State  and  the  public  can 
find  it  in  their  best  interest  to  have  a mileage  regula- 
tion imposed  on  physicians.  We  think  there  is  a sim- 
ple— and  very  reasonable — solution  that  would  re- 
dound to  everybody’s  best  interest:  an  immediate 

waiver  of  the  odd-even  restriction  for  cars  with  M.D. 
plates. 
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Governor  Carey,  we  are  fully  aware  of  and  sympa- 
thetic with  the  problem  confronting  you  and  the  peo- 
ple of  the  State.  But  in  view  of  the  urgency  of  the 
problems  we  are  encountering  we  call  upon  you  for 
your  prompt  support  and  action  in  expediting  a waiver 
of  the  odd-even  restriction  for  physicians.  We  feel 
this  is  a reasonable  request  and  look  forward  to  its 
quick  implementation  and  an  early  reply. 

Respectfully  yours, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

We  are  in  receipt  of  the  following  replies: 

New  York 

State  Energy  Office 
Rockefeller  Plaza 
Albany,  New  York  12223 

July  23, 1979 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York 

Dear  Dr.  Fineberg: 

Governor  Carey  has  asked  me  to  respond  to  your 
correspondence  of  6/19/79  regarding  the  Odd-Even 
Gasoline  Purchase  Plan. 

Your  suggestions,  and  t hose  of  other  health  care  pro- 
fessionals practicing  in  New  York,  are  being  carefully 
reviewed  so  that  we  may  continue  to  develop  equitable 
and  effective  programs  to  deal  with  a serious  situa- 
tion. 

The  diversity  within  the  medical  profession  pre- 
cludes a blanket  exemption;  therefore,  each  applicant 
must  be  evaluated  on  a case  by  case  basis.  Thus,  legis- 
lation granting  blanket  exemptions  to  all  health  care 
professionals  would  be  inimical  to  the  guidelines  of  the 
program. 

Thank  you  for  sharing  your  thoughts  and  ideas  with 
us. 

Sincerely, 

James  L.  Larocca,  Commissioner 

State  of  New  York 
Executive  Chamber 
Albany  12224 

July  24,  1979 

Dear  Dr.  Fineberg: 

On  behalf  of  Governor  Carey,  I am  responding  to 
your  recent  correspondence  suggesting  that  all  cars 
with  M.D.  plates  be  exempted  from  odd-even  restric- 
tions in  the  ten-county  downstate  area  which  recently 
has  experienced  a gasoline  emergency. 

You  have  raised  an  extremely  difficult  issue:  that 
is,  whether  doctors,  as  a class,  should  be  treated  differ- 
ently from  others  who  apply  for  Essential  Service  per- 
mits on  an  individual  basis.  Both  Energy  Commis- 
sioner Larocca  and  I fully  understand  the  need  to 
maintain  adequate  health  care  capability  throughout 
the  emergency  area.  However,  the  criteria  on  which 
Energy  Office  staff  rely  in  evaluating  special  permit 
applications  generally  address  whether  a person  drives 
extensively,  has  limited  access  to  gasoline  outlets  be- 
cause of  unpredictable  working  hours,  or  may  on  very 
short  notice  be  required  to  drive  extraordinary  dis- 
tances. These  criteria  have  general  applicability  to 


doctors  and  to  others  rendering  essential  or  emergency 
services.  Doctors,  who  in  the  normal  course  of  driving 
have  predictable  driving  patterns  and  who  do  not  drive 
significant  distances  during  the  course  of  a week  or 
year,  do  not  as  a class  appear  to  warrant  separate,  pref- 
erential treatment.  This  in  no  way  reflects  on  the 
need  to  maintain  adequate  health  care — that  need  re- 
mains unquestioned. 

Commissioner  Larocca  advises  that  initial  start-up 
delays  in  granting  Essential  Service  permits  have  now 
been  generally  eliminated  and  that,  through  July  17,  at 
least  7,389  doctors,  nurses  and  other  health  care  pro- 
fessionals have  been  granted  permits.  If  you  have  evi- 
dence that  delays  are  still  being  encountered  by  your 
members  in  the  special  permit  application  process, 
please  contact  Commissioner  Larocca  directly. 

We  appreciate  your  views  on  this  important  matter. 
Be  assured  we  have  made,  and  will  continue  to  make, 
every  effort  to  assure  adequate  provision  of  health  care 
services  to  all  our  citizens. 

Sincerely, 

Michael  J.  Del  Giudice, 

Director  of  Policy  Management 

For  the  present,  the  crisis  has  eased;  but  we  are  sure 
it  will  return  in  the  not-too-distant  future.  We  will  con- 
tinue our  efforts  to  gain  certain  reasonable  privileges  for 
the  Doctors  of  Medicine. 


MEMBERS  OF  THE  HOUSE  OF  DELEGATES 
ARE  ADVISED  TO  READ  THE  COMMITTEE 
REPORTS  CAREFULLY. 


DIVISIONS 

COMPUTER  SYSTEMS  AND  SERVICES 

A bombshell  was  thrown  into  our  organization  during 
the  month  of  February. 

Through  one  of  our  staff  members  we  learned  that  the 
Director  of  the  Division  of  Computer  Systems  and  Services 
was  evidently  engaging  in  improper  and  illegal  activities, 
some  of  them  apparently  criminal  in  nature. 

We  immediately  called  in  our  Certified  Public  Accoun- 
tants, Elmer  Fox,  Westheimer  & Co.,  to  audit  the  proce- 
dures involved;  and  we  engaged  the  services  of  our  legal 
consultants — LeBoeuf,  et  al. 

The  entire  situation  was  very  carefully  and  thoroughly 
investigated. 

Much  to  our  distress,  we  learned  that  similar  episodes 
have  been  experienced  by  other  managements  in  the 
business  world.  We  had  been  exploited  and  cheated  by  the 
director.  Unauthorized  personnel  had  been  admitted  to 
the  data  processing  room. 

Data  processing  work  has  been  performed  for  outside 
firms  on  a fee-for-serviee  basis,  the  funds  going  to  the  di- 
rector and  certain  members  of  his  staff — without  autho- 
rization. The  official  business  of  MSSNY  had  been  ne- 
glected and  curtailed;  and  time  had  been  spent  in  servicing 
companies  throughout  the  neighborhood,  not  associated 
in  any  way  with  MSSNY. 
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We  confronted  the  director  and  charged  him  with  "theft 
of  our  time”  and  the  unauthorized  use  of  our  equipment 
for  other  than  Society  business. 

On  the  basis  of  our  findings  we  terminated  the  employ- 
ment of  the  Director  and  his  entire  staff,  save  one. 

On  the  advice  of  counsel,  Mr.  Richard  Cole,  the  incident 
was  reported  to  the  District  Attorney  of  Nassau  County 
who  still  has  the  case  under  active  consideration.  Mr.  Cole 
advised  us: 

. . . that  the  Medical  Society  had  strong  grounds  to 
bring  a civil  suit  to  recover  the  profits  which  Mr.  Mat- 
tison  made  and  the  costs  to  the  Medical  Society  of  un- 
tangling the  mess  which  he  created.  I also  pointed  out 
that  the  district  attorney  had  encouraged  the  Medical 
Society  to  press  criminal  charges  against  Mr.  Mattison. 
Also  he  pointed  out  that  the  civil  and  criminal  actions 
were  related  because  the  district  attorney’s  investiga- 
tion could  be  very  helpful  in  supporting  a civil  cause  of 
action.  In  addition,  the  threat  or  pendency  of  criminal 
charges  might  be  a strong  incentive  for  the  director  to 
reimburse  the  Medical  Society  for  his  profits  and  its 
costs. 

Also,  the  circumstances  were  reported  to  our  Bonding 
Company. 

Our  Certified  Public  Accountants  have  approached  their 
survey  with  these  primary  objections: 

"To  reduce  the  potential  exposures  or  risks  of  opera- 
tion related  to  the  data  processing  facility  and  the  as- 
sociated impact  on  the  Medical  Society  as  a whole. 

To  provide  effective  management  tools  for  under- 
standing and  controlling  the  implementation  and  op- 
eration of  future  data  processing  applications.” 

To  achieve  the  objectives  as  stated,  the  project  has 
consisted  of  two  distinct  phases  as  follows: 

Phase  I — Internal  Control  Review 
Phase  II — Operations  Requirements  Review 
Phase  I has  been  completed — Phase  II  is  still  in  prog- 
ress. 

We  have  just  engaged  the  services  of  a Programmer 
Analyst  who  had  previously  been  interviewed  by  our  Cer- 
tified Public  Accounts. 

As  can  be  expected,  work  in  the  Department  of  Com- 
puter Services  and  Systems  has  been  in  limbo. 

We  should  return  to  normalcy  soon.  A committee  of  our 
division  directors  is  being  appointed  to  act  as  advisors. 

In  the  future,  this  department  will  be  audited  often  and 
completely  by  experts.  The  IBM  people  also  will  be  con- 
sulted and  asked  to  help  us. 


SCIENTIFIC  ACTIVITIES 

During  the  past  year,  the  Division  of  Scientific  Activities 
again  has  been  actively  engaged  in  many  varied  areas. 

1.  The  Commission  on  Education.  The  chief  interest 
has  been  in  Continuing  Medical  Education.  Two  issues 
of  "CME  News"  have  described  our  CME  program  and 
have  attempted  to  clarify  many  of  the  questions  brought 
up  by  members  concerned  about  March  1,  1981,  which  is 
when  the  mandate  for  CME  participation  by  Medical  So- 
ciety members  becomes  effective.  As  of  this  date  members 
must  show  evidence  of  completion  of  one  of  six  methods 
of  fulfilling  their  CME  requirements  in  order  to  remain  in 
good  standing  in  MSSNY.  These  alternative  methods  are 
included  again  in  the  annual  report  of  the  CME  Com- 
mittee. 


The  Committee  on  Information  Technology  in  Medicine 
has  been  warning  us  for  many  years  of  the  threats  to  the 
confidentiality  of  medical  records.  These  threats  have 
come  very  close  to  home  in  the  past  year  with  the  estab- 
lishment, under  the  auspices  of  the  New  York  State  Health 
Department,  of  the  Statewide  Planning  and  Research 
Cooperative  System  (SPARCS)  which  has  been  instituted 
to  record  complete  health  information  on  all  citizens  of 
New  York  State.  This  has  caused  great  concern  in  many 
quarters;  and  MSSNY  is  exerting  great  efforts  to  eliminate 
this  encroachment  on  the  confidentiality  of  the  physi- 
cian/patient relationship.  Our  president  has  been  very 
active  in  this  area. 

A new  “Committee  on  Hospice”  has  been  established 
under  the  chairmanship  of  Allison  B.  Landolt,  M.D.  His 
report  is  interesting  and  informational. 

2.  The  Commission  on  Public  Health.  This  com- 
mission encompasses  the  work  of  many  committees  whose 
reports  are  included  elsewhere.  Of  particular  interest  are 
the  reports  of  the  Committees  on  Accident  and  Injury 
Prevention,  Aging  and  Nursing  Homes,  Child  Abuse, 
Maternal  and  Child  Health,  and  Preventive  Medicine. 

3.  Scientific  Program.  The  excellent  educational 
programs  being  presented  in  conjunction  with  this  Annual 
Meeting  are  evidence  of  the  dedicated  efforts  of  the 
Chairman  of  the  Scientific  Program  Committee  and  the 
Chairmen  of  the  various  Sections  and  Sessions.  We  should 
point  out  that  each  program  presented  meets  the  criteria 
for  Category  1 credits  under  the  AMA-PRA  program.  It 
is  also  important  for  members  to  know  that  in  1980  the 
Scientific  Program  will  be  separated,  in  time  and  place, 
from  the  meeting  of  the  House  of  Delegates.  The  first 
Spring  CME  Assembly  of  MSSNY  will  be  held  at  the 
Rye-Town  Hilton  Hotel  in  Port  Chester,  New  York,  on 
April  25,  26,  and  27,  1980.  The  committee  promises  an- 
other well  rounded,  interesting,  and  educational  program 
with  full  CME  credits  for  those  attending. 

4.  Physicians' Placement  Bureau.  The  Physicians’ 
Placement  Bureau  reports  an  increasing  efficiency  in  the 
methods  it  employs  to  match  communities  seeking  physi- 
cians and  physicians  looking  for  job  opportunities.  A great 
number  of  physicians  and  communities  have  written  letters 
and  called  to  thank  us  for  the  Bureau’s  services. 

Since  we  publish  the  complete  list  of  “Physicians’ 
Placement  Opportunities”  in  the  New  York  State  Journal 
of  Medicine  many  communities  and  physicians  have  been 
alerted  to  our  service  and  have  applied  for  our  assistance. 
An  application  form  for  physicians  seeking  placement 
opportunities  appears  on  the  back  page  of  most  monthly 
issues  of  "Physicians’  Placement  Opportunities”;  and  the 
number  of  applications  that  have  been  filled  out  and 
mailed  to  us  indicates  that  a great  number  of  physicians 
are  utilizing  this  convenience. 

5.  What  Goes  On  in  Continuing  Medical  Education. 
“What  Goes  On  in  CME"  appears  to  be  the  most  complete 
list  of  CME  activities  published  in  New  York  State.  In- 
stitutions conducting  CME  courses  are  encouraged  to  send 
in  CME  announcements  as  frequently  and  as  early  as 
events  are  scheduled,  so  that  the  information  can  be  pub- 
licized in  “ WGO.  ” " What  Goes  On  in  CME"  helps  dis- 
seminate the  CME  schedules  for  institutions,  at  no  cost  to 
the  institution;  and  at  the  same  time  informs  physicians 
of  the  available  CME  courses  given  throughout  the  State. 
We  are  particularly  anxious  to  publicize  all  courses  ap- 
proved for  the  AMA  category  1 accreditation  as  this  listing 
is  of  primary  importance  to  physicians  in  fulfilling  the 
CME  requirements. 
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6.  Annual  Meeting  of  Commissions  on  Public 
Health  and  Education  with  the  New  York  State  De- 
partment of  Health.  The  22nd  Annual  Meeting  of  the 
Commissions  on  Public  Health  and  Education,  with  the 
New  York  State  Department  of  Health,  was  held  in  Albany 
on  July  13th  and  14th.  As  usual,  this  meeting  served  as  a 
very  useful  dialogue  between  MSSNY  and  the  Department 
of  Health.  The  activities  of  all  the  committees  of  the  two 
commissions  were  described  and  discussed  in  detail. 
MSSNY  policy  is  frequently  developed  following  study  of 
recommendations  by  these  groups. 

The  Director  of  the  Division  of  Scientific  Activities  in- 
volved himself  in  the  supervision  and  staffing  of  all  the 
foregoing  activities  and  he  and  his  staff  arrange  all  com- 
mittee meetings.  He  attends  many  outside  meetings  re- 
lating to  CME,  public  health,  and  other  professional  ac- 
tivities of  which  he  must  keep  abreast.  He  also  spends 
considerable  time  arranging  and  attending  the  site  surveys 
for  CME  and  preparing  all  site  survey  reports  and  recom- 
mendations to  the  Liaison  Committee  on  CME  (LCCME). 
In  addition,  he  serves  MSSNY  as  one  of  its  five  represen- 
tatives on  the  CME  Council  of  State  of  New  York,  Inc. 
This  Council  is  composed  of  representatives  from  the  As- 
sociated Medical  Schools  of  New  York,  the  Associat  ion  of 
Medical  Specialty  Societies  of  New  York,  and  MSSNY 
with  advisors  from  the  State  Departments  of  Health  and 
Education.  It  was  organized  mainly  through  the  efforts 
of  MSSNY  to  foster  a statewide  approach  for  CME. 


SCIENTIFIC  PUBLICATIONS 

The  New  York  State  Journal  of  Medicine  continues  to 
be  published  on  a monthly  basis.  The  special  covers,  ini- 
tiated for  the  Bicentennial  year,  have  attracted  very  fa- 
vorable comment.  The  January  issue  included  the  Bylaws. 
The  March  supplement,  No.  4,  contained  the  Minutes  of 
the  1978  House  of  Delegates. 

Material  appearing  in  the  Journal  is  listed  in  semiannual 
indexes  that  are  published  in  December  and  June.  New 
copyright  laws  have  necessitated  considerable  delays  in 
processing  material. 

The  Publication  Committee  is  responsible  for  reviewing 
matters  of  policy.  The  members  of  the  Board  are  consci- 
entious and  capable;  and  they  review  manuscripts  on  the 
basis  of  merit.  Because  of  them,  the  Journal  maintains 
its  preeminent  position  among  medical  publications. 

The  Journal  attracts  a high  caliber  of  manuscripts  for 
consideration.  Since  we  include  case  reports,  and  few 
publications  do,  many  come  our  way.  They  are  valuable 
teaching  material;  and  we  are  gradually  catching  up  with 
the  backlog  of  material. 

During  1978,  468  manuscripts  were  received  and  274 
accepted.  Of  these,  213  were  sent  out  to  the  consultants. 
Also  included  are  reports  and  opinions  reflecting  special 
concerns  of  the  Medical  Society,  such  as  malpractice, 
hospital  costs,  and  proposed  government  health  care  pro- 
grams. 

Of  the  total  of  2,356  pages,  including  covers,  1 ,956  were 
editorial  pages  (including  Minutes  of  the  House  of  Dele- 
gates, Reports,  Convention  Programs,  Continuing  Medical 
Education  workshops,  and  What  Goes  On);  and  400  were 
devoted  to  advertising.  The  percent  ratio  of  editorial  to 
advertising  was  83/17. 

At  the  last  Annual  Convention,  the  sixteenth  annual 
Red  way  Award  and  Medal  for  medical  writing  were  pre- 
sented to  Peter  Greenwald,  M.D.,  Philip  C.  Nasca,  M.S., 


Thomas  A.  Caputo,  M.D.,  and  Dwight  T.  Janerich,  D.D.S., 
for  their  article  entitled  “Cancer  Risks  from  Estrogen  In- 
take,” which  was  published  in  the  June,  1977,  issue  of  the 
Journal.  The  William  Hammond  Award  for  Distin- 
guished Service  was  presented  to  Howard  A.  Rusk,  M.D., 
charter  member  of  the  Associate  Editorial  Board. 


MEDICAL  SERVICES 

The  myriad  socioeconomic  problems  impacting  on  the 
pract  ice  of  medicine  in  New  York  State  increased  during 
the  past  year  to  a degree  that  strained  the  resources  of  the 
division.  These  problems  are  probably  of  greater  concern 
to  our  members  at  this  time  than  are  the  scientific  aspects 
of  medicine.  It  is  therefore  likely  that  even  greater  em- 
phasis on  the  socioeconomic  problems  would  be  desirable 
to  maintain  and  increase  our  membership  rolls. 

The  activities  of  this  division  are  best  recounted  by  re- 
lating them  to  specific  committee  purviews. 

Workers’  Compensation  and  Occupational  Health. 
The  topics  considered  by  the  Workers’  Compensation 
Board’s  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  were  numerous  and  varied.  Although 
the  MSSNY  physician  representatives  play  a significant 
part  in  the  deliberations  of  this  very  important  body,  they 
cannot  be  expected,  as  practicing  physicians,  to  be  able  to 
take  from  their  other  professional  responsibilities  the  in- 
ordinate amount  of  time  required.  Thus  the  preparation 
and  presentation  of  the  material  to  the  Advisory  Com- 
mittee entails  a considerable  expenditure  of  the  division’s 
time  and  effort.  We  succeeded  in  having  the  Chairman  of 
the  Workers’  Compensation  Board  appoint  a fifth  physi- 
cian to  represent  the  MSSNY.  The  stature  of  the  MSSNY 
has  been  enhanced  by  the  quality  of  our  physician  repre- 
sentatives; and  their  attendance  at  the  monthly  meetings 
of  the  Advisory  Committee  has  been  exemplary. 

The  division  director  in  addition  to  attending  all  the 
Advisory  Committee  meetings,  has  met  frequently  with  the 
WCB  Chairman  as  well  as  members  of  his  staff.  These 
meetings  have  been  very  productive  in  resolving  issues  and 
in  attaining  some  of  the  MSSNY  goals. 

The  most  notable  achievement  this  past  year  was  a re- 
sponse from  the  WCB  Chairman  that,  he  would  consider 
the  MSSNY  request  for  usual,  customary,  and  reasonable 
(WCB)  fee  patterns  as  a basis  for  the  medical  fee  schedule 
if  such  a change  would  not  be  unduly  inflationary  and  the 
systemization  practical.  The  division  is  now  in  the  process 
of  developing  the  necessary  data  in  support  of  its  request. 
The  WCB  Chairman  plans  to  appoint  a committee  on 
which  the  MSSNY  will  have  representation  to  evaluate  our 
proposal. 

The  feasibility  of  regionalization  of  fees  study  commis- 
sioned by  the  WCB  Chairman  is  still  incomplete.  A pre- 
liminary report  adds  little  to  information  that  was  already 
at  hand.  The  division  director  participated  in  three 
meetings  with  the  actuarial  firm  conducting  the  study.  He 
is  of  the  opinion  that  the  adoption  of  the  UCR  principle 
would  be  a far  more  equitable  payment  mechanism  than 
geographic  regionalization.  If  the  UCR  is  not  accepted, 
then  the  Medicare  prevailing  fee  percentage  differential 
will  be  requested,  that  being  approved  by  the  MSSNY  as 
a second  choice. 

The  annual  report  of  the  Workers’  Compensation  and 
Occupational  Health  Committee  details  the  successful 
passage  by  the  Legislature  of  several  bills  of  major  benefit. 
The  wholehearted  cooperation  of  t he  WCB  Chairman  in 
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recognizing  the  merits  of  the  hills  and  having  them  made 
a part  of  the  Governor's  program,  undoubtedly  played  a 
significant  role  in  their  enactment. 

Additionally,  the  WCB  Chairman  has  issued  amended 
orders  and  regulations,  and  revised  reporting  forms,  which 
are  also  beneficial  to  physicians  in  caring  for  workers’ 
compensation  covered  patients.  The  division  director 
played  an  active  role  in  these  developments. 

The  MSSNY  has  long  sought  an  updating  of  the  termi- 
nology in  the  WCB  Medical  Fee  Schedule.  The  WCB  has 
now  recognized  that  such  revision  is  in  order  in  view  of  the 
many  procedures  and  technologies  that  have  developed 
since  197.1;  and  requested  the  MSSNY  to  furnish  the  ma- 
terials necessary  for  such  revision.  The  division  is  in  the 
process  of  preparing  this.  It  is  a formidable  task  and  has 
and  will  continue  to  require  frequent  interchanges  with  the 
various  specialty  societies.  Some  material  has  already 
been  presented  to  the  Advisory  Committee  for  its  prelim- 
inary evaluation. 

In  spite  of  vigorous  dissent  by  the  MSSNY,  based  on  the 
collation  of  economic  data  by  the  division  demonstrating 
the  inadequacy  and  inequity  of  the  increase,  the  WCB 
Chairman  promulgated  an  across  the  board  7%  increase  in 
the  fee  schedule  effective  July  1,  1979. 

The  division  director  addressed  the  Albany  and  Onon- 
daga County  Medical  Societies  on  the  general  subject  of 
medical  socioeconomics,  but  with  workers’ compensation 
a major  portion  of  those  presentations.  He  attended  many 
arbitration  committee  sessions  which  afford  an  opportu- 
nity to  learn  firsthand  the  problems  of  our  physicians.  He 
also  attended  meetings  of  the  Board  of  Governors  of  the 
American  Academy  of  Compensation  Medicine. 

No-Fault.  The  division  director  met  a number  of  times 
with  the  attorneys  conducting  the  MSSNY  suit  that  seeks 
the  annulment  of  the  amendment,  effective  12/1/77,  that 
established  the  Workers'  Compensation  Medical  Fee 
Schedule  as  the  maximum  allowances  for  the  treatment  of 
patients  covered  by  the  law.  A meeting  was  also  held  with 
the  legal  and  research  staffs  of  the  AMA  Center  for  Health 
Services  Research  and  Development.  We  are  now  in  the 
process  of  updating  the  material  previously  compiled  as 
a basis  for  challenging  the  amendment.  There  is  still 
considerable  work  to  be  done  in  amassing  the  needed  sta- 
tistical data. 

The  importance  of  continuing  the  MSSNY  legal  suit  to 
remove  the  WCB  Medical  Fee  Schedule  as  a maximum 
payment  mechanism  cannot  he  overemphasized  for  this 
is  of  considerably  more  significance  to  our  physician 
members  than  the  Workers’  Compensation  Program  per 
se.  We  must  press  our  challenge  of  this  regulation. 

Most  of  our  component  county  medical  societies  are  now 
appointing  physicians  to  sit  on  the  no-fault  arbitration 
committees  to  represent  our  members. 

The  inexperience  of  carriers  with  the  Workers’  Com- 
pensation Medical  Fee  Schedule  and  the  intricacies  of  the 
law  have  occasioned  many  problems  with  frequent  in- 
quiries to  the  division  by  various  parties.  There  have  also 
been  consultations  with  the  office  of  the  New  York  State 
Superintendent  of  Insurance  to  resolve  some  of  the  dif- 
ficulties. 

Ad  Hoc  Committee  on  Cost  Containment.  The  in- 
volvement of  the  division  in  cost  containment  activities  has 
increased  considerably.  Material  from  various  sources  was 
gathered  and  distributed  for  consideration  by  the  Ad  Hoc 
Committee  at  its  two  formal  meetings.  Additionally  there 
was  frequent  communication  with  the  committee  chair- 
man. Recommendations  were  made  to  the  county  medical 
societies  to  engage  in  similar  activities. 


The  MSSNY  is  actively  furthering  the  voluntary  effort 
program  of  the  AMA.  The  division  is  responsible  for 
keeping  abreast  of  developments  and  the  dissemination 
of  information  to  appropriate  groups.  A most  noteworthy 
development  was  a meeting  initiated  under  the  aegis  of  the 
MSSNY  held  on  June  1 and  2,  with  participation  by  the 
Hospital  Association  of  New  York  State,  the  Health  In- 
stitute Association  of  America,  and  the  Blue  Cross-Blue 
Shield  Plans  of  New  York  State.  This  meeting  led  to  a 
decision  to  sirens  voluntarism,  as  opposed  to  mandated 
governmental  regulation,  and  to  form  three  core  groups  to 
address  the  major  economic  aspects  that  affect  health  care 
delivery  systems. 

The  MSSNY  must  continue  to  play  a very  active  role  in 
this  domain  to  be  certain  that  the  extensive  knowledge  of 
practicing  physicians  is  brought  to  bear  to  maintain  the 
high  quality  of  and  t he  accessibility  to  health  care  as  es- 
sential prerequisites  to  the  effort  to  decelerate  rising 
costs. 

The  division  director  addressed  a special  meeting  of 
physicians,  hospital  administrators,  carriers  and  legislative 
representatives  convened  by  the  Richmond  County  Med- 
ical Society,  on  the  subject  of  cost  controls  and  their  effect 
on  the  practice  of  medicine. 

Socioeconomics.  The  range  of  subjects  that  fall  within 
this  general  heading  is  so  broad  that  a detailed  exposition 
of  all  the  matters  covered  during  the  past  year  would  re- 
quire undue  space.  At  the  last  Annual  Meeting  of  the 
MSSNY,  a symposium  t it  led  “Cost  Containment”  was  on 
the  program;  and  it  was  well  received. 

The  introduction  and  progress  of  numerous  congres- 
sional bills  relative  to  National  Health  Insurance  were 
monitored,  as  were  the  related  AMA  activities. 

The  increasing  number  of  HMOs  has  caused  concern  and 
inquiries  from  our  component  county  medical  societies  as 
well  as  individual  members.  A program  titled  “IPA- 
HMOs:  An  Alternative  Health  Care  Delivery  System”  was 
arranged  and  was  well  attended.  The  increasing  pressure 
for  establishment  of  HMOs  and  the  challenge  these  will 
present  to  the  traditional  fee-for-service  practice  warrants 
increased  attention  on  the  part  of  the  MSSNY  to  this 
subject. 

Attention  has  been  called  in  the  past,  but  deserves  rep- 
etition of  the  need  to  develop  a detailed  medical  economic 
data  base.  Such  a resource  base  is  needed  not  only  in 
workers’  compensation  and  no-fault  matters,  but  is  also 
necessary  and  pertinent  to  the  overall  practice  of  medicine. 
The  material  obtained  from  other  sources  has  not  proven 
satisfactory  for  New  York  State  purposes. 

Medical  Care  Insurance.  The  problems  involving  the 
Medicare  and  Medicaid  programs  continue  to  be  numerous 
with  many  requests  for  assistance.  The  division  has  had 
a number  of  meetings  with  the  State  officials  involved  in 
the  Medicaid  program  as  well  as  with  Medicare  carriers  and 
the  Department  of  HEW,  Region  2.  The  greatest  diffi- 
culty has  been  the  unilateral  and  arbitrary  decisions  to 
which  there  is  no  avenue  of  appeal  when  there  exists  a 
difference  of  professional  opinions  in  the  management  of 
a patient.  We  have  proposed  that  such  differences  be  re- 
ferred to  an  appropriate  peer  review  group  for  an  advisory- 
opinion.  This  received  a favorable  reception  but,  as  yet, 
no  action. 

The  division  became  involved  in  a recent  move  by  some 
nursing  homes  that  would  prevent  physicians  from  caring 
for  their  private  patients  when  admitted  to  those  nursing 
homes;  and  is  actively  pursuing  this  matter  to  prevent  the 
imposition  of  an  unjust  ified  and  illegal  restriction. 


Minutes/February,  1980/New  York  State  Journal  of  Medicine  379 


Most  recently  we  have  become  involved  in  the  extension 
of  the  Medicaid  Management  Information  System  (MMIS) 
into  areas  outside  of  New  York  City  with  the  introduction 
in  those  areas  of  a complicated  form  to  be  completed  bv 
physicians  that  require  the  furnishing  of  data  that  has  no 
relationship  to  a physician’s  services.  We  pressed  for  the 
substitution  of  the  AMA  Uniform  Health  Claim  Form;  and 
there  are  indications  that  our  efforts  may  be  successful. 

An  effective  working  relationship  has  been  established, 
through  personal  meetings  and  verbal  and  written  com- 
munications, with  the  MMIS  with  the  result  that  dif- 
ficulties experienced  by  physicians  in  New  York  City  have 
frequently  been  resolved  satisfactorily.  There  has  been 
a definite  improvement  in  the  NYC  Medicaid  program 
from  the  physician’s  point  of  view  since  the  takeover  by  the 
MMIS,  but  problems  continue  to  arise  all  too  fre- 
quently. 

Although  there  has  been  “lip  service”  by  Albany  of  the 
necessity  to  increase  Medicaid  fees  to  more  realistic  levels, 
there  has  been  no  action.  We  continue  to  emphasize  the 
necessity  of  such  increases. 

The  division  director  has  attended  meetings  of  the  Blue 
Cross-Blue  Shield  of  Greater  New  York’s  Medical  Policy 
Advisory  Committee  presenting  the  MSSNY  positions  on 
a variety  of  topics.  Particularly  to  be  noted  is  the  Premier 
Physician  Care  Coverage  program  which  the  Blue  Cross- 
Blue  Shield  of  Greater  New  York  is  again  trying  to  market 
with  the  provisions  to  which  we  have  objected,  namely  a 
differential  lower  reimbursement  to  subscribers  who  select 
nonparticipating  physicians,  still  included. 

Interspecialty  Committee.  Again,  every  effort  is  being 
made  to  keep  members  of  this  committee,  both  through  the 
agenda  of  their  formal  meetings  and  by  correspondence, 
informed  and  involved  in  the  MSSNY  activities.  It  is  es- 
sential to  have  the  New  York  State  specialists,  through 
their  respective  organizations,  made  aware  that  they  have 
ready  access  and  adequate  avenues  of  input  to  the  MSSNY 
for  an  expression  of  their  viewpoints,  and  that  such  are 
given  every  consideration  before  the  MSSNY  arrives  at  its 
positions.  That  such  efforts  have  been  successful  to  date 
is  evidenced  by  the  endorsement  by  the  New  York  State 
Society  of  Medical  Specialists  that  the  MSSNY  Interspe- 
cialty Committee  has  served  as  its  effective  spokesman.  It 
is  essential  that  such  interrelationships  continue  to  be 
enhanced. 

The  division  sees  to  it  that  pertinent  material,  such  as 
regulations  and  legislative  proposals,  are  forwarded  to  the 
appropriate  specialty  society  for  review  and  comment. 
The  division  also  sees  to  it  that  the  membership  of  the 
Interspecialty  Committee  is  kept  informed  of  actions  taken 
by  other  MSSNY  committees  that  affect  them. 

Hospital  and  Professional  Relations.  Although  we 
have  not  been  faced  with  many  problems  involving  hos- 
pitals and  their  professional  staffs,  they  tend  to  be  very 
difficult  to  resolve  when  they  do  arise.  It  has  been  the 
impression  in  the  past  that  hospital-based  physicians  have 
not  felt  it  necessary  to  join  our  Society.  That  concept  is 
likely  to  change  as  the  number  of  hospital  salaried  physi- 
cians increases  along  with  likely  difficulties;  and  the 
MSSNY  should  probably  expand  its  efforts  in  this  direc- 
tion. 

The  division  was  involved  in  trying  to  resolve  a major 
confrontation  between  a medical  staff  and  a hospital  Board 
of  Trustees  in  a Yonkers  institution.  Although  our  offer 
to  mediate  was  not  welcomed,  it  is  likely  that  our  efforts 
played  a part  in  what  appears  to  be  a satisfactory  resolu- 
tion. 


The  division  director  has  attended  the  meetings  of  the 
Professional  Affairs  Committee  of  the  Hospital  Association 
of  New  York  State.  He  has  also  maintained  liaison  with 
HANYS’  staff  and  this  has  been  fruitful  in  many  ways. 

PSRO.  There  has  been  a manifold  increase  in  activities 
related  to  the  PSRO  program.  The  associate  director  of 
the  division  has  participated  in  many  outside  meetings 
dealing  with  this  program;  and  he  has  established  excellent 
relationships  with  the  NY  Statewide  PSR  Council,  the 
office  of  Health  Systems  Management  of  the  NYS  De- 
partment of  Health,  and  individual  PSROs.  This  two-way 
avenue  has  been  beneficial  to  both  the  MSSNY  and  the 
other  groups  involved  in  this  project. 

Health  Systems  Agency  Coordinating  Committee. 
This  activity  has  not  demanded  undue  efforts  from  the 
division.  The  MSSNY  committee  has  served  its  purpose 
of  keeping  the  eight  HSAs  informed  of  statewide  activi- 
ties. 

The  division  director  has  attended  the  meetings  of  the 
Coordinating  Council,  where  these  problems  have  been 
discussed,  as  have  problems  in  other  areas  covered  in 
paragraphs  above. 

Health  Manpower  and  Rural  Medical  Service. 

There  has  been  no  appreciable  activity  in  this  field  due  to 
the  major  change  taking  place  in  the  MSSNY  Computer 
Division,  since  the  primary  project  of  the  committee  was 
to  consider  the  necessity  and  advisability  of  conduct  ing  a 
demographic  survey. 

There  has  been  correspondence  with  the  New  York  State 
Nurses  Association  and  a meeting  has  been  set  to  discuss 
mutual  problems. 

GENERAL  COUNSEL 

The  activities  of  the  office  of  the  General  Counsel  fall 
into  five  categories: 

I.  Written  Memoranda  and  Letters  which  have 
involved  legal  research 

II.  Legal  Matters 

III.  Committees 

IV.  Meetings 

V.  Miscellaneous 

I.  Written  Memoranda  and  Letters:  Since  the  last 

annual  meeting  of  the  Society,  the  general  counsel  and  his 
associate  have  prepared  numerous  memoranda  on  behalf 
of  the  administration  and  various  divisions  and  com- 
mittees, as  well  as  letters  in  response  to  inquiries  from  local 
component  county  medical  societies  and  individual 
member  physicians  throughout  the  State.  The  topics 
varied  greatly,  such  as:  Informed  Consent;  Release  of 

Medical  Information  to  Governmental  Authorities;  Au- 
thority of  Hospital  Governing  Boards  vis-a-vis  Hospital 
Medical  Staffs;  Legal  Status  of  Physician’s  Assistants; 
Nurse  Practitioners;  Chiropractors,  etc.;  Uniform  Ana- 
tomical Gifts  Act;  Generic  Drug  Law;  Good  Samaritan 
Law;  Professional  Misconduct;  Obligation  of  Physicians 
to  report  Professional  Misconduct;  Disclosure  Privilege 
Accorded  County  Medical  Society  and  Hospital  Medical 
Review  Committees;  Requirements  for  Biennial  Regis- 
tration; Conferral  of  the  Appellation  of  Doctor  of  Medicine 
upon  Foreign  Medical  Graduates;  Ownership  of  Medical 
Records;  etc.,  etc. 

II.  Legal  Matters: 

(a)  “Chapter  76 .”  The  general  counsel  has  worked 

closely  with  the  firm  of  LeBoeuf,  Lamb,  Leiby  and 

MacRae  on  the  legal  proceeding  seeking  declaratory 
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judgment  and  injunction  prohibiting  enforcement  of 
Section  3 of  Chapter  76  of  the  Laws  of  New  York,  1976 
(Chapter  76),  New  York  Social  Services  Law. 

This  law  denied  Medicaid  coverage  for  so  called  de- 
ferrable surgery  required  by  indigent  patients  other- 
wise eligible  for  Medicaid.  All  surgery  not  required  to 
be  performed  on  an  urgent  or  emergency  basis  was  de- 
nied unless  it  fell  within  a category  of  surgery  specifi- 
cally exempted,  or,  unless  two  doctors  would  certify 
that  surgery  could  not  be  deferred  for  six  months  with- 
out jeopardizing  life  or  “essential  function,”  or  causing 
“severe  pain.” 

On  June  26,  1978,  a “Consent  Decree”  was  entered 
in  the  United  States  District  Court,  Eastern  District  of 
New  York,  in  which  the  State  agencies  involved  agreed 
not  to  enforce  the  provisions  of  Section  3 of  Chapter 
76.  The  Consent  Decree  provided  that  surgery  to  be 
reimbursed  under  the  Medicaid  Program  is  to  be  made 
on  the  basis  of  “medical  necessity”  as  initially  deter- 
mined by  the  attending  physician,  rather  than  on  the 
basis  of  “deferrability.” 

The  New  York  State  Department  of  Health  nego- 
tiated a Memorandum  of  Understanding  with  each  of 
the  seventeen  PSROs  (Professional  Standards  Review 
Organizations)  in  New  York  to  establish  standards  re- 
garding the  subject  matter  of  Chapter  76.  The  Con- 
sent Decree  lapsed  when  the  Memorandum  of  Under- 
standing was  signed  by  the  various  PSROs  and  the 
State  Health  Department.  Your  general  counsel  has 
learned  that  a bill  has  been  introduced  in  the  Senate  at 
the  request  of  the  New  York  State  Department  of 
Health,  which  would  repeat  the  objectionable  features 
of  Chapter  76. 

The  general  counsel  has  been  advised  that  the  Hos- 
pital Association  of  New  York  State  intends  to  file  suit 
in  Federal  Court  challenging  that  part  of  the  Memo- 
randa of  Understanding  between  the  PSROs  and  the 
State  Health  Department  concerning  the  so-called 
“Demonstration  Projects.”  The  Society  has  under 
consideration  the  filing  of  an  “amicus  curiae”  brief. 

(b)  “No-Fault  Lawsuit.”  The  general  counsel, 
along  with  our  legislative  advisors,  continues  to  review 
the  action  attacking  the  constitutionality  of  the  Insur- 
ance Law,  Section  678,  which  requires  that  charges  by 
health  care  providers  in  “No-Fault”  cases  be  equated 
with  the  Workers’  Compensation  Fee  Schedule. 
There  have  been  numerous  adjournments  of  our  Mo- 
tion for  an  Injunction  and  the  State’s  Motion  to  dis- 
miss because  of  our  attempts  to  resolve  the  problem  by 
many  conferences  with  the  Superintendent  of  Insur- 
ance and  the  Chairman  of  the  Workers’  Compensation 
Board.  Our  litigators  in  this  matter  is  the  firm  of  De- 
Graff,  Foy,  Conway,  Holt-Harris,  and  Mealey. 

(c)  “Medical  Society  v.  Board  of  Regents.”  In 
March,  1979,  the  Medical  Society  engaged  the  services 
of  the  legal  firm  of  Lynch  and  Lynch,  et  al.,  and  filed  a 
lawsuit  challenging  the  constitutionality  of  subdivision 
(a)  of  section  29.2  of  the  Rules  of  the  New  York  State 
Board  of  Regents  in  the  United  States  District  Court, 
Northern  District  of  New  York.  This  rule  subjects  a 
physician  to  discipline  for  unprofessional  conduct  if 
the  physician  fails  to  provide  copies  of  medical  records 
to  patients  upon  demand.  A Motion  for  Preliminary 
Injunction  was  scheduled  to  be  heard  on  May  21,  1979, 
in  Albany.  Counsel  for  the  State  Education  Depart- 
ment and  Office  of  the  State  Attorney  General  mo- 
tioned for  a dismissal  of  the  suit. 


The  U.S.  District  Court  on  June  26,  1979,  granted 
the  Motion  to  Dismiss  on  the  ground  that  no  physician 
had  been  subjected  to  discipline  for  failure  to  comply 
with  the  rule,  and  therefore,  there  was  no  justiciable 
controversy  to  be  litigated.  We  have  under  consider- 
ation an  appeal. 

(d)  “Antitrust  Prosecution.”  In  the  State’s  anti- 
trust prosecution  of  the  group  of  physicians  for  alleg- 
edly conspiring  to  withdraw  from  the  Workers’  Com- 
pensation program  as  a protest  against  the  “No-Fault” 
Medical  Fee  Schedules,  the  general  counsel  has 
worked  with  the  firm  of  LeBoeuf,  Lamb,  Leiby  and 
MacRae  to  prepare  an  “amicus  brief”  in  support  of  the 
Motion  to  Dismiss  the  complaint  against  the  physi- 
cians. The  Medical  Society,  as  amicus  curiae,  sup- 
ported the  motion  of  the  defendants  to  dismiss  the 
complaint  because  it  was  believed  that  the  Attorney 
General’s  attempt  to  classify  the  practice  of  medicine 
as  just  another  “trade  of  commerce”  under  the  State 
antitrust  law  raises  severe  problems  for  physicians’ 
joint  professional  activities  generally. 

III.  Committees:  The  general  counsel  has  contin- 
ued to  provide  staff  support  and  legal  advice  to  committees 
assigned  to  his  division. 

(a)  House  Committee  on  Bylaws.  The  assistance 
given  to  this  committee  is  twofold.  Our  attorneys  pro- 
vide the  necessary  legal  expertise  required  to  insure 
that  the  changes  proposed  with  respect  to  the  Bylaws 
of  this  Society  are  both  legally  permissible,  and  are  en- 
acted in  the  proper  fashion.  In  addition,  this  office 
provides  the  administrative  services  which  are  re- 
quired. 

(b)  Ethics  Committee.  This  office  has  continued 
to  work  with  the  committee  in  regard  to  the  formula- 
tion of  ethical  opinions  concerning  a myriad  of  subjects 
dealing  with  the  practice  of  medicine. 

(c)  Professional  Medical  Liability  Insurance  and 
Defense  Board.  The  general  counsel  continues  to  sit 
monthly  with  the  Board. 

(d)  Judicial  Council.  Your  general  counsel  pro- 
vides legal  advice  to  the  Judicial  Council  during  all 
stages  of  appeal  proceedings.  Currently,  a physician  is 
appealing  a disciplinary  decision  of  a county  medical 
society.  Your  general  counsel  is  instructing  both 
parties  as  to  the  filing  requirements  for  making  an  ap- 
peal. 

(e)  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board. 
The  general  counsel  continues  to  work  with  the  sub- 
committee to  study  the  feasibility  of  instituting  coun- 
tersuits. Since  the  last  annual  meeting  of  the  Society, 
two  adverse  decisions  have  been  rendered  by  the  Court 
of  Appeals,  the  State’s  highest  court.  In  Drago  u.  Buo- 
nagurio,  46  N Y.  2d  778  (December,  1978),  the  Court 
of  Appeals  reinstated  a lower  court  decision  dismissing 
a physician’s  countersuit  for  failure  to  state  a cause  of 
action.  In  May,  the  Court  of  Appeals  dismissed  an- 
other countersuit  in  the  decision  Belsky  v.  Lowenthal. 
Due  to  the  two  adverse  Court  of  Appeals  decisions,  the 
Council  has  voted  to  continue  the  subcommittee  in  a 
“holding  pattern.”  A physician  who  has  had  his  coun- 
tersuit dismissed  by  the  Illinois  Courts  has  petitioned 
for  a Writ  of  Certiorari  before  the  U.S.  Supreme  Court. 
Your  general  counsel  and  the  subcommittee  shall  mon- 
itor this  and  other  cases  which  may  decide  the  future 
course  of  the  Society’s  countersuit  program. 
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While  the  two  Court  of  Appeals  decisions  were  detri- 
mental to  the  Society’s  countersuits  efforts,  your  gen- 
eral mnsel  has  learned  that  legislative  proposals  have 
already  been  submitted  to  rectify  the  matter.  The 
State  Law  Revision  Commission,  a body  appointed  by 
the  governor  to  study  existing  laws  and  to  recommend 
the  need  for  changes,  has  criticized  the  current  tort 
laws  for  failing  to  allow  a person  wrongfully  sued  to 
seek  judicial  redress.  The  Law  Revision  Commission 
has  sponsored  a bill  which  would  codify  “malicious 
prosecution”  because  presently,  a person  who  is  made 
to  suffer  a nonmeritorious  suit  has  virtually  no  chance 
of  winning  a malicious  prosecution  suit  because  of  un- 
realistic pleading  technicalities.  This  bill,  which  has 
the  support  of  the  Medical  Society,  if  passed,  would 
make  countersuits  more  feasible. 


IV.  Meetings:  Your  general  counsel  and  his  asso- 
ciate were  requested  to  speak  on  topics.  Following  is  a list 
of  some  of  the  forums  they  attended: 

• Meeting  uf  Orthopedic  Staff  at  Huntington  Hospi- 
tal — Subjects  discussed  included  the  “No-Fault” 
Medical  Fee  Schedule  and  State  antitrust  law; 

• Physician 's  Home  — The  General  Counsel,  members 
of  the  Ad  Hoc  Committee  on  the  Physician’s  Home, 
and  the  President  and  Trustees  of  the  Physician’s 
Home  met  to  discuss  policies  regarding  applications 
for  financial  assistance; 

• Putnam  County  Medical  Society  — The  agenda  in- 
cluded professional  medical  conduct  and  State  regu- 
lations over  the  practice  of  medicine; 

• New  York  State  Bar  Association  — A meeting  was 
held  with  representatives  of  the  State  Bar  Association 
to  discuss  proposed  revisions  to  the  “Standards  uf 
Practice  for  Doctors  and  Lawyers”; 

• Calvin  Bullock,  Ltd.  — Your  general  counsel  met  with 
the  Division  Director  for  Membership  Benefits, 
counsel  for  Calvin  Bullock,  Ltd.,  and  counsel  for  Loeb 
Rhodes  Hornblower  Co.  to  discuss  the  proposed 
Medical  Society  of  the  State  of  New  York  Retirement 
Plan. 


V.  Miscellaneous:  Since  the  Council  Committee  on 
Constitution  and  Bylaws  has  been  discontinued,  your 
general  counsel  now  reports  directly  to  the  Council  re- 
garding the  status  of  proposed  revisions  to  the  constitution 
and  bylaws  of  district  branches  and  county  medical  so- 
cieties. The  general  counsel  is  charged  with  advising  the 
Council  that  all  revisions  comply  with  the  Bylaws  of  the 
State  Medical  Society,  as  well  as  State  and  Federal  law. 

In  May,  certain  legislators  citing  the  State  Freedom  of 
Information  Act  requested  that  the  State  Department  of 
Social  Services  release  records  indicating  the  names  of 
patients  receiving  abortions  under  Medicaid  funds  and  the 
names  of  the  physicians  performing  such  abortions.  The 
consulting  firm  ol  LeBoeuf,  Lamb,  Leibyand  MacRae,  and 
your  counsel,  presented  a statement,  to  the  State  Com- 
missioner of  Social  Services  opposing  the  release  of  records 
which  would  provide  personal  identifiers.  The  Commis- 
sioner subsequently  released  the  information  without  any 
references  to  individual  patients  or  physicians. 

The  general  counsel  has  worked  closely  with  the  Frauds 
Bureau  of  the  Nassau  County  District  Attorney’s  Office 
concerning  irregularities  in  the  operation  of  the  Division 
of  ( 'omputer  Systems  and  Services. 


GOVERNMENTAL  AFFAIRS 

General  Observations  — Overview.  The  primary 
work  of  the  division  is  focused  on  Albany.  During  1979, 
improved  receptivity  on  the  part  of  the  legislators  was  ev- 
ident to  the  director  and  legislative  counsels.  The  im- 
provement, by  no  means  sufficient  to  accomplish  all  of  our 
major  legislative  goals,  was  probably  due  to  the  first-time 
meaningful  involvement  of  physicians  in  the  electoral 
process  during  the  latter  part  of  1978.  In  spite  of  the  dif- 
ficulties encountered  in  seeking  a minimum  of  44  sponsors 
for  our  cumbersome  22  bill  program,  involving  a potential 
of  some  60  or  more  contacts,  or  approximately  '/a  of  the 
entire  Legislature,  the  director  and  legislative  counsel 
found  that  the  doors  to  offices  of  the  legislators  were 
opened  more  easily  than  in  previous  years. 

The  record  compiled  in  defending  medical  practice- 
against  a tide  of  detrimental  bills  was  outstanding.  Only 
one  major  proposal,  to  date,  has  broken  through  our  line 
of  defense  and  has  been  enacted  into  law,  namely,  the 
repeal  of  the  Metcalf-Hatch  Act.  This  repealer  became 
law  in  spite  of  strong  opposition  by  its  perennial  opponent 
and  powerful  legislative  leader,  Senator  Tarky  J.  Lom- 
bardi, -Jr.,  the  State  Health  Department,  the  Association 
of  Medical  Schools,  as  well  as  MSSNY.  Above  all,  how- 
ever, numerous  undesirable  bills  went  down  to  defeat,  in- 
cluding proposals  on  generic  drugs,  statement  of  practice 
directory,  expectant  mother  delivery  information,  and  a 
host  of  so-called  “bad  bills.” 

On  the  positive  side  of  the  ledger,  progress  was  made 
over  1978.  Five  MSSNY  proposals  of  the  unmanageable 
22  bills  on  our  program  reached  the  floor  of  the  Assembly 
and  4 of  them  passed  the  usually  unfriendly,  unpassable 
Assembly  (one  bill  was  recalled  for  amendment  and  is  still 
alive).  Two  of  these  proposals  (workers’  compensation 
bills)  allowing  licensed  physicians  to  treat  disability  cases 
and  providing  interest  on  delayed  payments  passed  the 
Senate  and  are  slated  to  go  all  the  way.  They  are  almost 
certain  to  be  signed  by  the  Governor,  since  they  are  among 
his  program  bills. 

Finally,  all  1978  bills  which  have  not  been  specifically 
defeated  in  the  State  Legislature,  including  the  remaining 
bills  of  MSSNY’s  1979  State  Legislation  Program,  are  still 
alive  and  will  be  before  the  1980  session  of  the  State  Leg- 
islature. With  greater  meaningful  involvement  by  phy- 
sicians in  the  1980  preelection  process  and  in  personal 
contacts  with  legislators,  next  year,  hopefully,  we  will  build 
on  the  groundwork  established  this  year  and  thereby  pro- 
duce even  better  results. 

The  Albany  activities  received  strong  backup  support 
from  the  division  headquarter’s  staff  led  by  the  assistant 
to  the  director.  For  the  first  time,  more  than  100  memo- 
randums addressed  to  specific  bills  were  prepared  in  co- 
operation with  our  legislative  counsels  and  sent  to  the 
legislators.  This  teamwork  of  personal  contact  and  written 
communications  was  the  key  to  success  in  gaining  legisla- 
tive approval  of  some  of  our  bills  and  averting  a massive 
number  of  undesirable  measures. 

Albany  Operations.  During  the  1979  session  of  the 
New  York  State  Legislature,  the  director  represented  the 
State  Medical  Society  at  the  State  Capitol  in  Albany. 
Working  closely  with  the  Society’s  legislative  counsels,  the 
director  contacted  key  lawmakers  and  their  staffs  to  discuss 
bills  of  interest  to  the  medical  profession  and  to  promote 
the  implementation  of  the  MSSNY  legislative  program. 
Considerable  time  was  necessarily  spent  obtaining  sponsors 
in  both  houses  for  MSSNY’s  22  bill  program. 


382  New  York  State  Journal  ot  Medicine/February,  1980/Minutes 


While  the  Legislature  is  in  session,  the  director’s  an- 
swering service  is  in  operation  in  Albany  to  assist  him  in 
maintaining  communication  with  the  legislators  and  their 
staffs,  county  medical  societies,  individual  physician 
members,  and  the  State  Society  headquarters. 

The  weekly  legislative  newsletter  of  our  State  Medical 
Society,  the  Capitol  News,  has  been  published  in  Albany 
during  each  session  of  the  Legislature  since  1965.  This 
publication  was  delivered  each  week  to  members  of  the 
Legislature,  county  medical  society  officers  and  executives, 
and  key  physicians  throughout  the  State.  The  Capitol 
News  is  designed  to  keep  its  readers  abreast  of  important 
developments  in  health  legislation  in  New  York  State  and 
to  advise  them  of  the  opinion  of  the  State  Medical  Society 
on  the  key  health  issues  which  are  being  discussed  in  the 
Legislature.  Twenty-four  issues  were  distributed  in  1978, 
and  we  anticipate  that  approximately  the  same  number  will 
be  published  this  year. 

Headquarters  Activities.  Under  the  supervision  of 
the  division  director,  the  staff  is  responsible  for  the  review 
of  State  and  Federal  legislation  pertaining  to  health  care 
and  the  practice  of  medicine.  Extensive  files  are  main- 
tained on  key  topics  and  issues  which  arise  concerning  the 
relationship  of  medicine  and  government,  as  well  as  on 
individual  bills  which  are  introduced  in  the  State  Legis- 
lature and  in  Congress. 

Over  15,000  Hills  Screened.  During  the  1979  State 
Legislative  session,  approximately  15,000  bills  were  in- 
troduced. These  bills  were  screened  by  staff  and  by  our 
legislative  counsels.  Those  involving  health  care  (more 
than  ten  percent)  were  referred  for  analysis  and  comment 
to  the  appropriate  Interspecialty  Committee  representa- 
tives and  to  the  chairmen  of  the  appropriate  State  Society 
Committees.  These  comments,  as  well  as  recommenda- 
tions from  county  medical  society  leaders  via  the  Legisla- 
tion Opinion  Report  of  Capitol  News,  were  considered 
along  with  information  in  division  files  in  establishing  the 
State  Society’s  positions  on  all  health  legislation.  Position 
statements  and  memoranda  were  prepared  in  cooperation 
with  our  legislative  counsel  and  disseminated  to  the  leg- 
islators and  governmental  officials.  The  staff  also  coop- 
erated with  other  Society  divisions  bv  providing  them  with 
necessary  information  and  seeking  their  advice  and  rec- 
ommendations on  pending  legislation  and  regulations. 

“Guide"  Published.  As  part  of  an  intensified  campaign 
to  provide  for  greater  involvement  of  State  Society  leaders, 
county  societies,  and  individual  physicians,  the  staff  pre- 
pared and  distributed  a pamphlet  describing  the  legislative 
process  in  the  State  Legislature  and  containing  necessary 
information  and  advice  on  how  to  contact  legislators  ef- 
fectively. The  pamphlet,  entitled  “ A Physician’s  Guide 
to  the  New  York  State  Legislature ” also  lists  the  names 
and  addresses  of  the  210  State  legislators  and  the  mem- 
bership of  committees  which  usually  deal  with  health  re- 
lated legislation. 

Memos  and  LABs  Distributed.  More  than  100 
memoranda  on  individual  legislative  proposals  were  pre- 
pared and  distributed  not  only  to  the  legislators,  but  to 
members  of  the  State  Society  Council,  Board  of  Trustees 
to  staffed  county  medical  societies.  Finally,  the  Legisla- 
tive Action  Bulletin  (LAB)  was  sent  to  county  medical 
society  presidents  and  executives  and  to  liaison  physicians. 
Several  issues  of  LAB  urged  specific  actions  and  included 
copies  of  the  Physician’s  Guide  and  legislative  memo- 
randa. 


Information  Center.  Through  our  legislation  infor- 
mation center,  the  staff  provided  information  and  mate- 
rials for  publication  in  the  News  of  New  York.  Varied 
requests  for  information  from  county  medical  societies, 
individual  members,  the  AMA,  and  others  were  answered 
as  quickly  as  possible.  In  addition,  suggestions  and 
opinions  obtained  from  individual  members  and  county 
medical  societies  regarding  legislative  issues  were  tabulated 
and  recorded  for  use  in  preparing  the  State  Society’s  po- 
sitions on  specific  legislation. 

Brochure  Summarizing  Legislation.  A 28-page 
brochure  presenting  a concise  report  on  health  hills  of 
major  interest  to  the  medical  profession  acted  upon  during 
the  1978  session  of  the  State  Legislature  was  prepared  and 
widely  distributed.  A similar  brochure  for  the  1979  session 
is  in  the  planning  stage. 

State  Legislation  Committee.  The  Division  of  Gov- 
ernmental Affairs  provided  staff  support  to  the  State 
Legislation  Committee.  In  this  capacity,  the  director  and 
staff  worked  closely  with  the  committee  and  under  its  di- 
rection. It  is  the  responsibility  of  the  division  to  apprise 
the  committee  of  activities  in  Albany  and  to  make  the 
necessary  preparations  for  their  meetings. 

The  State  Legislation  Committee  met  in  Albany  on 
March  5,  1979,  to  review  the  early  activities  of  the  1979 
legislative  session  and  to  consider  resolutions  referred  to 
the  committee  by  the  Council  and  the  House  of  Delegates. 
The  committee  reviewed  new  proposals  which  had  been 
introduced  during  the  early  weeks  of  the  session  and  dis- 
cussed the  topics  which  were  likely  to  become  the  major 
health  care  issues  of  the  ongoing  session. 

On  the  morning  following  the  meeting,  through  ar- 
rangements made  by  the  director,  committee  members  and 
MSSNY  officials  participated  in  the  Legislator  Breakfast 
conducted  by  the  New  York  State  Association  of  the  Pro- 
fessions (NYSAP)  in  the  Legislative  Office  Building,  Al- 
bany, where  they  met  with  legislators  and  later  visited  their 
offices. 

Federal  Legislation  Committee.  The  division  is  also 
responsible  for  providing  staff  assistance  to  the  Federal 
Legislation  Committee.  The  director  and  his  staff  worked 
closely  with  the  chairman  and  committee  with  information 
on  Federal  health  bills  and  prepared  materials  for  their 
meeting  which  was  held  on  April  19,  1979.  This  meeting, 
which  took  place  at  the  State  Society  headquarters,  was 
held  to  discuss  several  important  hills  being  considered  by 
the  96th  Congress  on  topics  ranging  from  hospital  cost 
containment  and  health  planning  to  Medicare  and  Medi- 
caid reforms  and  the  extension  of  certain  Federal  health 
programs. 

The  staff  worked  closely  with  AMA  staff  and  exchanged 
data  of  mutual  interest.  At  the  request  of  the  AMA, 
mailgrams.  concerning  MSSNY’s  positions  on  bills  about 
to  be  considered  by  the  Congress,  were  quickly  dispatched 
to  New  York’s  Congressional  Delegation  over  the  signature 
of  our  Executive  Vice-President. 

Public  Meetings  and  Private  Conferences. 

Conference  with  Assembly  Speaker  Stanley  Fink.  The 
division,  through  the  director,  in  cooperation  with  legis- 
lative counsel,  arranged  for  MSSNY  officers  and  others  to 
meet  with  Assembly  Speaker  Stanley  Fink.  A most  pro- 
ductive conference  was  held  in  the  Speaker’s  Chambers  in 
Albany.  No-fault  insurance  and  malpractice  legislative 
reforms  were  the  principal  topics  discussed  by  MSSNY’s 
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delegation,  led  by  our  President,  and  included  our  Presi- 
dent-Elect, Executive  Vice-President,  Legislative  Coun- 
sels, and  Director. 

Meeting  with  Assemblyman  Mark  A.' Siegel.  The  di- 
vision worked  closely  with  the  Ad  Hoc  Committee  on  Mark 
A.  Siegel’s  Bill  for  a Consumer  Oriented  Physician  Direc- 
tory. We  met  with  Assemblyman  Mark  A.  Siegel,  Chair- 
man, Assembly  Higher  Education  Committee,  in  regard 
to  his  bill,  A.4501-A,  requiring  physicians  to  submit  de- 
tailed data  concerning  fees,  office  hours,  and  other  matters 
when  reregistering.  The  director  participated  in  meetings 
held  in  New  York  City  and  Albany  with  the  Assemblyman, 
the  committee,  and  MSSNY  officials.  After  in-depth 
exploration  of  problems  involved,  MSSNY  officially  op- 
posed the  bill. 

Maternity  Delivery  Information  Rill  — Drug  Law. 
Through  arrangements  made  by  the  director  and  legislative 
counsel,  meetings  were  held  with  the  sponsor  of  the  Ma- 
ternity Drug  Information  Law  of  1978  and  1979  bill  on 
Expectant  Mother  Delivery  Information,  Senator  Abraham 
Bernstein  and  his  staff  at  their  Albany  office.  A repre- 
sentative of  the  New  York  State  Chapter,  American  College 
of  Obstetricians  and  Gynecologists  participated  in  the 
discussions  by  invitation.  Although  meaningful  dialogue 
was  established,  MSSNY  opposed  the  1979  Expectant 
Mother  Delivery  Information  bill,  and  no  changes  were 
obtained  in  regard  to  the  1978  law. 

New  York  State  Association  of  the  Professions.  Rep- 
resenting MSSNY,  along  with  the  Executive  Vice-Presi- 
dent and  Carl  Goldmark,  Jr.,  M.D.,  the  director  continued 
to  serve  on  NYSAP's  Board  of  Directors.  He  worked  as 
a member  of  NYSAP  Legislation  Breakfast  Committee  and 
acted  as  Chairman  of  Officer  Nominating  Committee  and 
Chairman  of  the  Legislation  Committee.  In  the  latter  post, 
he  was  successful  in  having  NYSAP  endorse,  as  its  own  bill, 
MSSNY’s  Professional  Service  Corporation  Tax  bill. 
NYSAP’s  memorandum  of  endorsement  was  sent  to  the 
entire  Legislature. 


COMMUNICATIONS 

The  Communications  Division  is  comprised  of  the  De- 
partment of  News  Media  Relations,  the  Department  of 
Information,  the  Department  for  Membership  News,  and 
the  Field  Service  of  four  regional  representatives. 

I he  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Communications,  the  Council  Committee  on 
Membership,  the  Council  Committee  on  Medical  School 
Relations,  and  the  New  York  Delegation  to  the  American 
Medical  Association. 

The  MSSNY  field  service  is  the  Society’s  most  effective 
means  of  liaison  with  its  component  county  medical  so- 
cieties. The  four  regional  representatives  constantly  cir- 
culate about  the  State  contacting  the  officers  and  staff  of 
all  local  societies,  gathering  and  disseminating  current 
information  and  assisting  with  the  programs  of  both  the 
State  Society  and  the  local  societies.  They  attend  the 
majority  of  the  meetings  of  the  county  societies  to  provide 
program  information  and  interpret  State  Society  policy. 
During  the  past  year  these  men  attempted  to  activate 
county  level  membership  promotion  programs;  and  were 
active  in  the  accumulation  of  the  needed  information  for 
the  communications  and  membership  programs. 

The  regional  representatives  continued  the  procedure 


of  presenting  a kit  containing  comprehensive  information 
regarding  MSSNY  and  the  AMA  to  each  new  member  with 
a word  of  personal  greeting. 

In  1978,  the  regional  representatives  staffed  the  MSSNY 
exhibit  during  our  annual  convention. 

The  PR  project  of  distributing  taped  public  service 
health  education  radio  announcements  to  radio  stations 
throughout  the  State  was  discontinued  in  1979. 

In  1978-79,  ten  (10)  workshops  (“Establishing  Yourself 
in  Medical  Practice”)  were  conducted  throughout  the 
State.  These  workshops  provide  essential  practical  in- 
formation needed  by  the  young  physician  setting  up 
practice  (information  uniformly  lacking  in  the  curriculum 
of  the  medical  schools).  The  young  physicians  who  attend 
are  enthusiastic  about  the  training  course.  The  $95 
(member)  — $125  (nonmember)  fee  defrays  the  cost  to  the 
State  Medical  Society.  The  two  1978  workshops  offered 
in  New  York  City  were  so  oversubscribed  that  a third 
workshop  was  necessary.  The  popularity  of  these  work- 
shops continues  to  increase. 

Again,  during  the  past  year  MSSNY  offered  workshops 
on  practice  management  and  on  financial  control  of  the 
doctor’s  practice.  Registration,  as  in  the  year  1977-78,  was 
disappointing;  and  the  workshops  were  cancelled.  It  has 
been  decided  that  henceforth  MSSNY  will  not  sponsor 
such  workshops  — but  will  cosponsor  workshops  schedules 
by  the  professional  groups  who  will  conduct  them  at  their 
expense  in  New  York  State.  There  will  continue  to  be 
workshops  sponsored  by  MSSNY  for  residents  and  medical 
assistants. 

The  division  annually  processes  over  350  50-year  service 
citations,  the  President’s  Citation,  and  the  Albion  0. 
Bernstein  awards. 

The  NEWS  OF  NEW  YORK  remains  MSSNY’s  prin- 
cipal means  of  communicating  nontechnical  and  non- 
scientific  information  to  our  membership.  All  indications 
are  that  the  reader  loyalty  to  the  NEWS  continues.  In 
April  of  1979,  after  a 15  year  association,  Hoffmann-La- 
Roche,  Inc.,  discontinued  advertising  their  products  in  the 
‘‘News. " New  advertisers  are  being  sought  by  the  United 
Media  Associates,  Inc. 

Our  Ad  Rem  bulletins  continue  to  be  an  important  av- 
enue for  communicating  with  the  physicians  of  New  York 
State.  Approximately  370  Ad  Rem  bulletin  boards  are 
now  mounted  in  strategic  locations  in  the  hospitals 
throughout  New  York  State.  We  continue  to  monitor  the 
usefulness  of  this  “quick  news”  communication  program 
and  find  it’s  a popular  source  of  information. 

The  Department  of  Information,  consisting  of  one  staff 
person,  provides  a vital  service  to  the  MSSNY  member- 
ship, allied  health  organizations,  and  the  public.  The 
department  receives  several  hundred  requests  for  advice 
and  information  each  month.  These  requests  originate  not 
only  from  the  State  of  New  York,  but  also  from  other  parts 
of  the  nation  as  well.  The  Department  of  Information,  in 
addition,  provides  the  Auxiliary  to  MSSNY  and  the 
American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc.,  with  extensive  staff  assistance. 

During  1978-79,  the  director  has  continued  to  press  for 
the  improvement  of  communications  within  MSSNY 
headquarters,  between  the  State  Society  and  the  compo- 
nent county  societies,  with  the  individual  members  and, 
of  course,  with  the  public.  Each  of  these  four  facets  of 
communications  are  being  given  separate  attention. 

Public  forums  on  health  subjects  conducted  by  county 
medical  societies  continue  to  receive  the  assistance  of  t he 
regional  representatives. 
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June  1,  1979,  Mic  hael  Reichgut,  Assistant  Director  for  that  all  of  our  available  booths  will  be  sold  and  that  our 

news  media  relations  resigned.  We  are  presently  inter-  total  gross  income  will  be  in  the  usual  area  of  $33,000.00. 

viewing  candidates  for  his  position. 


FINANCE 


INSURANCE  & MEMBERSHIP  BENEFITS 


I.  Comptroller  (Accounting). 

a. )  The  annual  report  of  the  financial  records  was 
concluded  in  April,  1979.  The  report  indicated  that  the 
records  are  in  proper  order  and  consistent  with  the  rec- 
ommendations of  the  Certified  Public  Accountant  ’s  Hoard. 
As  of  December  31,  1978,  the  unrestricted  general  fund 
surplus  totals  $1,616,554.  The  restricted  general  fund 
surplus  at  the  same  date  stands  at  $4,939,812.  The  re- 
stricted surplus  consists  of  the  land,  building,  office  fur- 
niture, and  equipment.  At  present,  we  are  undergoing  a 
survey  as  to  the  appraised  value  of  our  land  and  building. 
Also  we  have  requested  a value  of  reconstruction  of  the 
building  in  case  of  a major  catastrophe.  These  should  be 
interesting  figures.  The  auditor’s  report  indicated  the 
following  significant  surpluses  at  December,  1978,  in  ad- 
dition to  the  general  fund: 

Special  Fund  (Malpractice)  — $708,234 

Legal  Fund  $754,824 

b. )  As  yet,  we  have  not  received  a report  from  the  In- 
ternal Revenue  Service  for  the  year  1975  because  of  the 
obvious  inconsistency  concerning  the  status  of  “grass-roots 
lobbying.”  Apparently,  this  is  still  a controversial  item  and 
may  take  some  time  for  final  adjudication.  Outside  of  the 
“grass  roots  lobbying”  question,  MSSNY  was  found  to  be 
consistent  with  I.R.S.  rules  and  regulations. 

2.  Advertising  — New  York  State  Journal  of 
Medicine.  A comparison  of  gross  revenue  for  the  six 
months  ended,  June  30, 1979,  versus  June  30, 1978,  shows 
the  following: 

6/30/79  — Total  Revenue  — $ 91,894 

6/30/78  — Total  Revenue  — $107,582 

Decrease  for  comparable  period  — $ 15,688 

Economic  conditions  are  continuously  changing. 
Pharmaceutical  house  advertising  is  being  filtered  more 
and  more  into  the  area  of  national  publications  and 
“throw-away”  type  journals.  Prospects  are  not  very  good 
for  increased  revenues  in  this  area. 

3.  Medical  Directory.  Problems  developed  in  pro- 
duction of  the  1978-1979  directory,  namely  because  of  al- 
leged neglect  by  the  past  director  of  the  Division  of  Com- 
puter Systems  and  Services.  We  feel  that  medical  ques- 
tionnaires were  sent  out  too  late;  checking  of  past  members 
who  became  deceased  was  not  verified  and  “zip  codes"  were 
omitted.  We  are  presently  working  on  these  pitfalls  so  that 
they  will  not  reoccur  in  the  future. 

4.  Purchasing  and  Travel.  This  department  con- 
tinues to  operate  in  the  usual  efficient  and  competent 
fashion.  Purchasing  of  new  equipment  and  supplies  fol- 
lows standard  procedure  of  competitive  bidding  wherever 
possible.  These  activities  combined  with  travel  arrange- 
ments are  handled  completely  and  efficiently. 

5.  Technical  Exhibits.  A comparison  of  technical 
exhibit  revenue  at  our  annual  convention  for  1979  indicates 


General  Insurance.  There  are  approximately  8,000 
participants  in  the  Medical  Society  of  the  State  of  New 
York  Supplemental  Insurance  programs.  Group  Life, 
Disability  Income,  Professional  Overhead  Expense,  In- 
Hospital  Indemnity,  and  Accidental  Death  and  Dismem- 
berment Insurance  are  available  for  our  physician  mem- 
bers. All  our  group  insurance  programs  feature  a special 
renewal  guarantee. 

After  much  study  and  research,  the  General  Insurance 
Committee  and  the  Council  have  approved  a retirement 
program  for  the  membership  which  features  many  flexible 
options  and  low  cost.  The  highlights  of  the  program  are 
as  follows: 


LOW  COST: 


SERVICE: 


FLEXI- 

BILITY: 


AVAILA- 

BILITY: 


No  cost  to  MSSNY. 

Total  charges  including  advisory  ser- 
vices would  be  no  more  than  0.95%  for 
the  first  million  dollars  and  decreasing 
to  approximately  0.5%  at  five  million.  A 
record-keeping  fee  of  $12  per  year  per 
participant. 

To  be  served  through  Sherson  Loeb 
Rhoades  with  more  than  forty  invest- 
ment centers  throughout  the  State. 

Wide  variety  of  options  to  members: 

a.  Investment  fund  — mixture  of 
stocks  and  bonds. 

b.  Reserve  Account:  Maximum  safety 
and  flexibility  with  short  term  money 
instruments. 

c.  Savings  Bank  certificates. 

d.  Insurance  Policies  — Whole  life  or 
annuities. 

For  technical  security  law  reasons,  the 
investment  option  of  the  program  will  be 
limited  to  physician  members  who  re- 
side in  New  York  State  and  their  eligible 
employees  who  are  residents  of  New 
York  State. 


Pending  S.E.C.  and  I.R.S.  approval,  it  is  planned  to 
market  the  program  in  the  fall. 

The  Board  of  Trustees  has  recommended  the  review  of 
the  proposed  trust  agreement  which  governs  the  operation 
of  the  MSSNY  Retirement  Plan,  by  an  outside,  indepen- 
dent attorney,  skilled  in  the  overall  area  of  retirement 
programs.  After  this  report  is  reviewed  by  the  Board  of 
Trustees,  it  is  hoped  that  we  will  receive  their  approval  so 
that  the  proposed  MSSNY  Retirement  Plan  can  be  pre- 
sented to  our  membership  this  year. 

We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  Program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  71.7%  which 
amounts  to  approximately  $157,714,  including  interest 
accumulations.  This  will  be  distributed  to  the  partici- 
pating physician  members  in  the  program. 
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Oth  r forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  major 
medical  insurance  and  a Medicare  supplement.  Also,  such 
casualty  lines  are  Group  Auto,  Homeowners  Insurance, 
Group  Workers’  Compensation,  and  Group  D.B.L.  are 
being  studied.  However,  in  the  past  several  years,  the 
underwriting  market  for  casualty  and  liability  insurance 
is  extremely  limited  due  to  the  high  loss  ratios  experienced 
under  these  lines  throughout  the  insurance  industry  by  the 
insurance  companies. 

Membership  Benefits.  The  theme  “Membership 
pays,  it  does  not  cost”  continued  to  be  developed.  A wide 
spectrum  of  new  benefits  were  reviewed  by  the  staff  for  the 
Membership  Benefits  Committee  and  referred  to  the 
Council  for  approval:  physicians  office  and  medical 

equipment,  business  machines  including  dictating  and 
transcribing  devices,  telephone  answering  equipment  and 
real  estate  transactions  at  discounted  commissions  and 
special  mortgage  services.  All  these  programs  feature 
special  discounts  and  service  for  our  membership. 

An  insert  on  our  membership  benefit  programs  in  the 
September,  1979,  issue  of  the  News  of  New  York  showed 
our  most  popular  programs  to  be:  auto  purchasing  and 
leasing  at  group  discounts,  major  appliances  at  wholesale 
prices,  travel  programs,  and  our  own  Group  Insurance 
programs. 

The  Membership  Benefits  Committee  and  Council  have 
approved  the  concept  of  the  development  of  a Physicians 
Benefit  Magazine.  This  periodical  will  highlight  the  var- 
ious programs  available  to  the  membership.  The  cost  of 
publishing  the  magazine  will  be  paid  by  the  various  ap- 
proved vendors  of  goods  and  services.  Publication  will  be 
at  no  cost  to  the  MSSNY. 

Thousands  of  requests  from  our  physician  members  are 
serviced  annually  in  a highly  professional  manner. 


Twenty  years  ago,  when  I delivered  my  “farewell  ad- 
dress” as  president,  we  were  disturbed  by  certain  trends 
in  this  country.  As  part  of  my  text  I used  a letter  which 
had  been  sent  to  Adlai  Stevenson  by  John  Steinbeck.  The 
latter  had  just  returned  from  England  where  he  had  been 
working  on  a book  about  King  Arthur  of  the  Round  Table, 
a legend  which  had  fascinated  him  since  childhood.  Be- 
cause it  still  contains  much  food  for  thought  today,  I would 
like  to  present  to  you  the  contents  of  Mr.  Steinbeck’s 
communication: 

Dear  Adlai: 

Back  from  Camelot  and,  reading  the  papers,  not  at 
all  sure  it  was  wise.  Two  first  impressions.  First,  a 
creeping,  all  pervading,  nerve-gas  of  immorality  which 
starts  in  the  nursery  and  does  not  stop  before  it  reach- 
es the  highest  offices,  both  corporate  and  governmen- 
tal. Two,  a nervous  restlessness,  a hunger,  a thirst,  a 
yearning  for  something  unknown — perhaps  mortality. 
Then  there’s  the  violence,  cruelty,  and  a hypocrisy 
symptomatic  of  a people  which  has  too  much,  and  last, 
the  surly  ill  temper  which  only  shows  up  in  humans 
when  they  are  frightened. 


Adlai,  do  you  remember  two  kinds  of  Christmases? 
There  is  one  kind  in  a house  where  there  is  little  and  a 
present  represents  not  only  love  but  sacrifice.  The 
one  single  package  is  opened  with  a kind  of  slow  won- 
der, almost  reverence.  Once  I gave  my  youngest  boy, 
who  loves  all  living  things,  a dwarf,  peach-faced  parrot 
for  Christmas.  He  removed  the  paper  and  then  re- 
treated a little  shyly  and  looked  at  the  little  bird  for  a 
long  time.  And  finally  he  said  in  a whisper,  ‘Now  who 
would  have  ever  thought  that  I would  have  a peach- 
faced parrot?’  Then  there  is  the  other  kind  of  Christ- 
mas with  presents  piled  high,  the  gifts  of  guilty  parents 
as  bribes  because  they  have  nothing  else  to  give.  The 
wrappings  are  ripped  off  and  the  presents  thrown 
down,  and  at  the  end  the  child  says,  “Is  that  all?” 
Well,  it  seems  to  me  that  America  now  is  like  that  sec- 
ond kind  of  Christmas.  Having  too  many  things  they 
spend  their  hours  and  money  on  the  couch  searching 
for  a soul.  A strange  species  we  are.  We  can  stand 
anything  God  and  Nature  can  throw  at  us  save  only 
plenty  ...  . If  I wanted  to  destroy  a nation,  I would 
give  it  too  much  and  I would  have  it  on  its  knees,  miser- 
able, greedy  and  sick  ...  . And  then  I think  of  our 
‘daily’  in  Somerset,  who  served  your  lunch.  She  made 
a teddy  bear  with  her  own  hands  for  our  grandchild. 
Made  it  out  of  an  old  bath  towel  dyed  brown,  and  it  is 
beautiful.  She  said,  “Sometimes  when  I have  a bit  of 
rabbit  fur  they  come  out  lovelier.”  Now  there  is  a 
present.  And  that  obviously  male  teddy  bear  is  going 
to  be  called  for  all  times  ‘Miz  Hicks.’ 

When  I left  Bruton,  I checked  out  with  Officer 
‘Arris,  the  lone  policeman  who  kept  the  peace  in  five 
villages,  unarmed  and  on  a bicycle.  He  had  been  very 
kind  to  us,  and  I took  him  a bottle  of  bourbon  whiskey. 
But  I felt  it  necessary  to  say,  ‘It’s  a touch  of  cheer,  offi- 
cer, and  you  can’t  consider  it  a bribe  because  I don’t 
want  anything  and  I am  going  away  ...  .’  He  blushed 
and  said,  ‘Thank  you,  sir,  but  there  was  no  need.’  To 
which  I replied,  “If  there  had  been,  I would  not  have 
brought  it.” 

Mainly,  Adlai,  I am  troubled  by  the  cynical  immo- 
rality of  my  country.  I do  not  think  it  can  survive  on 
this  basis,  and  unless  some  kind  of  catastrophe  strikes 
us,  we  are  lost.  But  by  our  very  attitudes  we  are  draw- 
ing catastrophe  to  ourselves.  What  we  have  beaten  in 
nature,  we  cannot  conquer  in  ourselves. 

Someone  has  to  reinspect  our  system  and  that  soon. 
We  can’t  expect  to  raise  our  children  to  be  good  and 
honorable  men  when  the  city,  the  state,  the  govern- 
ment, the  corporations  all  offer  higher  rewards  for  chi- 
canery and  deceit  than  for  probity  and  truth.  On  all 
levels  it  is  rigged,  Adlai.  Maybe  nothing  can  be  done 
about  it,  but  I am  stupid  enough  and  naively  hopeful 
enough  to  want  to  try.  How  about  you? 

John 


We  regret  to  announce  the  retirement  of  Max  N.  How- 
ard, M.I).,  as  Director  of  the  Division  of  Medical  Services. 
As  most  of  you  realize,  his  shoes  will  be  very  difficult  to  fill. 
We  are  actively  seeking  a replacement  because  this  position 
is  a very  vital  one. 
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AMA  EDUCATION  AND  RESEARCH  FOUNDATION 
During  the  middle  ol  the  year  we  received  a number  of 
checks  Idr  presentation  to  the  Medical  Schools  in  New 
York  State  as  unrestricted  grants. 

At  a meeting  of  the  Council  the  following  individuals 
were  present  to  receive  them: 

Albany  Medical  College  of  Union  University 

Bernard  Siegel  accepted  the  check  for  Stuart 
Hondurant,  M.D. 

Cornell  University  Medical  College 

Thomas  H.  Meikle,  M.D.  accepted  the  check  for 
Theodore  Cooper,  M.D. 

University  of  Rochester 

Charles  1).  Sherman,  Jr.,  M.D.  — accepted  the  check 
for  J.  Lowell  Orbison,  M.D. 

New  York  Medical  College 
Saverio  S.  Bentivegna,  M.D.  accepted  the  check  for 
Samuel  H.  Rubin,  M.D. 

New  York  University  School  of  Medicine 
Jacobus  L.  Potter,  M.D.  — accepted  the  check  for 
Ivan  L.  Bennett,  Jr..  M.D. 

State  University  of  New  York  at  Buffalo 

Anthony  Markello,  M.D.  — accepted  the  check  for 
John  Naughton,  M.D. 

State  University  of  New  York  Downstate  Medical 
Center 

Joseph  R.  Fontanetta,  M.D.  accepted  the  check  for 
Calvin  H.  Plimpton,  M.D. 

State  University  of  New  York  — Upstate  Medical 
Center  in  Syracuse 

Richard  D.  Eberle,  M.D.  — accepted  the  check  for 
George  F.  Reed,  M.D. 

State  University  of  New  York  at  Stony  Brook 
Marvin  Kuschner,  M.D.,  Dean 
The  Albert  Einstein  College  of  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons,  and  Mt. 
Sinai  School  of  Medicine  of  the  City  University  of  New 
York,  also  were  recipients. 


ACKNOWLEDGMENT 

As  usual,  we  are  grateful  to  all  who  have  worked  for 
MSSNY  and  have  been  of  great  assistance  in  our  attempts 
to  solve  some  of  our  problems. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

=>  Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  bv  William  F. 
Mitty,  Jr..  M.D.,  Chairman. 

Your  reference  committee  commends  the  Executive 
Vice-President  on  his  in-depth  report  on  the  chiropractic 
situation. 

The  Medical  Society  of  the  State  of  New  York  wishes  to 
reaffirm  its  belief  that  a physician  should  at  all  times 
practice  a method  of  treatment  which  is  founded  on  a sci- 
entific basis  and  which  is  in  the  best  interest  of  the  pa- 
tient. 

The  Medical  Society  of  the  State  of  New  York  knows  of 
no  scientific  evidence  to  condone  spinal  manipulation  as 
appropriate  treatment  for  the  majority  of  human  diseases. 
The  Medical  Society  of  the  State  of  New  York  will  continue 


to  warn  the  public  of  the  dangers  to  health  in  relying  on  the 
theory  that  disease  is  caused  by  misalignment  of  t he  spine 
which  can  be  cured  by  manual  manipulation  and  adjust- 
ment. 

He  has  also  worked  on  our  behalf  on  the  Professional 
Medical  Liability  Insurance  situation.  Medical  Scientific 
Activities,  and  Medical  Services,  and  represented  us  at 
many  public  and  private  conferences. 

Your  reference  committee  strongly  suggests  that  the 
membership  refer  to  his  annual  report  which  includes  an 
up-to-date  record  of  t he  divisions  and  how  they  are  f unc- 
tioning. 

=»Your  reference  committee  recommends  t hat  I he  report 
of  the  Executive  Vice-President  be  filed. 

=»  . . . The  report  of  the  Executive  Vice-President  was 

FILED... 

=»  . . . The  House  ADOPTED  the  following  two  para- 
graphs of  the  reference  committee  report.  . . 

The  Medical  Society  of  the  State  of  New  York  wish- 
es to  reaffirm  its  belief  that  a physician  should  at  all 
times  practice  a method  of  treatment  which  is  founded 
on  a scientific  basis  and  which  is  in  the  best  interest  of 
the  patient. 

The  Medical  Society  of  the  State  of  New  York 
knows  of  no  scientific  evidence  to  condone  spinal  ma- 
nipulation as  appropriate  treatment  for  the  majority  of 
human  diseases.  The  Medical  Society  of  the  State  of 
New  York  will  continue  to  warn  the  public  of  the  dan- 
gers to  health  in  relying  on  the  theory  that  disease  is 
caused  by  misalignment  of  the  spine  which  can  be 
cured  by  manual  manipulation  and  adjustment. 


-t^esolution  79-13,  Henry  1.  Fineberg,  M.D.,  and 
Chiropractic 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Henry  I.  Fineberg,  M.D.,  has  spent  a professional 
lifetime  working  to  improve  patient  care  as  a private 
physician,  as  a volunteer,  and  as  a paid  professional 
with  the  Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  Henry  I.  Fineberg,  M.D.,  has  never  made  a 
comment  about  chiropractic  that  was  not  honest, 
sincere,  and  factual;  and 

Whereas,  Henry  I.  Fineberg,  M.D.,  has  always  expressed 
the  specific  feeling  and  comments  of  every  doctor  who 
believes  in  the  germ  theory  of  disease,  which  is  con- 
stantly reaffirmed  by  bacteriologists,  pathologists,  and 
related  scientists;  and 

Whereas,  Practicing  medicine  without  this  fundamental 
assumption  is  practicing  cultism;  and 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
and  physician  members  are  the  guardians  of  the 
public’s  health  and  safety  in  the  State  of  New  York; 
and 

Whereas,  Not  informing  the  general  public  of  our  knowl- 
edge and  understanding  of  a potential  hazard  would 
be  a dereliction  of  duty;  therefore  be  it 

Resolved,  That  every  practicing  physician  in  New  York 
State  demand  that  his  name  be  specifically  added  to 
that  of  Henry  I.  Fineberg,  M.D.,  in  the  infamous 
charge  made  by  the  New  York  State  Attorney  General, 


Minutes/February,  1980/New  York  State  Journal  of  Medicine  387 


so  that  we  may  all  stand  shoulder  to  shoulder  in  re- 
futing the  charges  made;  and  be  it  further 
Resolved,  That  impeachment  proceedings  be  started 
against  Attorney  General  Robert  Abrams  for  the  abuse 
of  his  office,  which  until  now  has  been  held  in  high 
esteem  by  the  citizens  of  New  York  State. 


=>  Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

The  committee  amended  Resolution  79-13  by  deleting 
the  second  resolved. 

=>  Your  reference  committee  recommends  that  Resolution 
79-13  be  adopted  as  amended. 


The  following  substitute  resolution  was  presented  to  the 
House  for  consideration: 

Resolved,  That  every  physician  who  is  a member  of  the 
Medical  Society  of  the  State  of  New  York  stand  in 
support  of  Henry  I.  Fineberg,  M.D.,  against  the  infa- 
mous charge  made  by  the  New  York  State  Attorney 
General,  and  that  this  support  be  indicated  by  a signed 
petition  prepared  by  each  component  county  medical 
society. 

The  House  amended  the  substitute  resolution  by  the 
deletion  of  the  phrase  “and  that  this  support  be  indicated 
by  a signed  petition  prepared  by  each  component  county 
medical  society.” 

The  amended  substitute  resolution  reads  as  follows: 
Resolved,  That  every  physician  who  is  a member  of  the 
Medical  Society  of  the  State  of  New  York  stand  in 
support  of  Henry  I.  Fineberg,  M.D.,  against  the  infa- 
mous charge  made  by  the  New  York  State  Attorney 
General. 


=>  . . . The  House  voted  unanimously  to  ADOPT  the 
amended  substitute  resolution  in  lieu  of  Resolution  79-13 


NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

INTERIM  MEETING 
CHICAGO,  ILLINOIS 
DECEMBER  3 TO  6,  1978 
At  the  Interim  Meeting,  Chicago,  Illinois,  December  3 
to  6,  1978,  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates:  Edgar  P.  Berry,  John  H.  Carter,  George  L. 
Collins,  Jr.,  Paul  M.  DeLuca,  Richard  D.  Eberle,  Ralph  S. 
Emerson,  Henry  I.  Fineberg,  John  A.  Finkbeiner,  Joseph 
R.  Fontanetta,  Carl  Goldmark,  Jr.,  Joseph  J.  Kaufman, 
Bernard  J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sher- 
man, Jr.,  and  George  T.  C.  Way. 

Alternate  Delegates:  Charles  N.  Aswad,  G.  Rehmi 

Denton,  Morton  Kurtz,  and  Allison  B.  Landolt. 


Section  Delegates:  Ray  A.  Elliott,  Jr.,  John  Lewis, 

Russel  H.  Patterson,  and  Julius  E.  Stolfi. 

Also:  James  M.  Blake,  Gerald  D.  Dorman,  William  C. 
Felch,  Robert  M.  Kohn,  Dattatraya  Lanjewar,  Lloyd  C. 
Peters,  Edward  Siegel,  and  Tamarath  K.  Yolles. 

County  Executives:  Thomas  E.  Cardillo,  Coleman  M. 

C.  Fineberg,  Ronald  J.  Krizinofski,  Stephen  K.  Leech, 
Norman  D.  Steingraber,  and  Richard  F.  Treccase. 

Staff:  Guy  D.  Beaumont  and  Irma  A.  Erickson. 

Meetings:  The  Delegation  held  breakfast  meetings  at 
7:1 5 a.m.  on  December  3,  5,  and  6, 1978,  and  at  6:30  a.m.  on 
December  4,  1978,  to  analyze  reports  and  resolutions 
coming  before  each  reference  committee.  After  a con- 
census opinion  had  been  reached,  delegates  specifically 
assigned  to  reference  committees  expressed  the  views  of 
the  New  York  Delegation  at  the  reference  committee 
hearings.  Prior  to  its  presentation  to  the  House,  each 
reference  committee  report  was  reviewed  and  the  delega- 
tion discussed  the  position  that  should  be  taken  on  the 
various  issues  coming  before  the  House. 

Betty  Lowell  Cottle,  M.D.,  of  Hollidaysburg,  Pennsyl- 
vania, appeared  before  the  Delegation  at  the  Tuesday 
morning  breakfast  meeting,  requesting  assistance  in  her 
bid  to  fill  the  unexpired  term  of  Emanuel  Satulsky  on  the 
Council  on  Constitution  and  Bylaws. 

On  Monday,  December  4,  1978,  at  noon,  the  New  York 
Delegation  invited  delegates,  alternate  delegates,  and 
guests  to  a luncheon.  It  was  felt  that  this  was  a very  suc- 
cessful function.  The  strolling  musicians  and  casual 
“picnic”  style  service  provided  an  affable  and  relaxed  at- 
mosphere in  which  our  delegates  greeted  and  solidified 
cordial  relations  with  delegates  from  all  over  the  nation. 

The  Headquarter  Suite  was  open  on  Saturday,  Sunday, 
and  Monday  evenings  for  MSSNY  Delegates  and  on 
Tuesday  evening  for  AMA  Delegates. 


Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws 

George  L.  Collins,  Jr.,  Chairman 

A.  (Insurance  and  Medical  Service)  

Ralph  S.  Emerson 

D.  (Hospital  and  Medical  Facilities) 

Paul  M.  DeLuca 

Observers  at  reference  committees  designated  by  the 
chairman  of  the  delegation  were: 

Constitution  and  Bylaws 

Drs.  Aswad  and  Denton 

A.  (Insurance  and  Medical  Service)  

Drs.  Eberle,  Fineberg,  and  Kurtz 

B.  (Legislation)  

Drs.  Carter  and  Fontanetta 

C.  (Medical  Education)  

Drs.  Schwartz  and  Sherman 

D.  (Hospitals  and  Medical  Facilities) 

Drs.  Finkbeiner  and  Kaufman 

E.  (Scientific — Public  Health)  

Drs.  Landolt  and  Berry 

F.  (Board  of  Trustees)  . Drs.  Blake  and  Goldmark 

G.  (Miscellaneous) Drs.  Siegel  and  Way 

H.  (Miscellaneous) Dr.  Dorman 

Resolutions.  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 
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Resolution:  74(1-7S),  Hospital  Regulations  and 

Cost  Containment 

Whereas,  rI'he  medical  profession  and  hospitals  are  under 
constant  pressure  to  contain  and/or  reduce  costs  of 
health  care;  and 

Whereas,  The  Task  Force  on  Regulation  of  the  Hospital 
Association  of  New  York  State  in  its  report  in  1976 
pointed  out  that: 

(a)  Hospitals  are  forced  to  meet  the  requirement 
of  164  regulatory  agencies,  federal,  state  and 
local,  59  percent  of  which  are  st  ate  agencies; 
and 

(b)  Four  hospital  departments  — Administration, 
Personnel,  Social  Services,  and  Utilization 
Review — devote  half  of  their  budget  to  these 
regulations;  and 

(c)  Forms  and  reports  required  by  these  regula- 
tions are  estimated  to  cost  more  than  128 
million  dollars  per  year;  and 

(d)  It  was  estimated  that  this  cost  would  increase 
by  4 percent  per  year;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  request 
government,  federal,  state  and  local,  to  join  the  med- 
ical profession  and  the  hospitals  in  their  efforts  to 
contain  the  cost  of  health  care  by  reducing  the  number 
of  regulations,  reports,  forms,  etc.,  and  thus  reduce  the 
cost;  and  be  it  further 

Resolved,  That  federal  governmental  agencies  be  re- 
quested to  give  an  accurate  accounting  of  the  costs 
incurred  in  the  regulation  of  hospitals  and  hospital 
based  services;  and  be  it  further 

Resolved,  That  the  .Joint  Commission  on  Accreditation 
of  Hospitals  be  urged  to  review  its  standards  in  view 
of  the  1976  report  of  the  Hospital  Association  of  New 
York  State  on  regulations;  and  be  it  further 

Resolved,  That  the  American  Medical  Associat  ion  appoint 
a task  force  to  study  this  problem. 

Fiscal  Note:  $15,000  for  five  member  committee  meeting 

quarterly 

ACTION:  Not  adopted 


Ivesolution:  75(1-78),  Rehabilitation  Services  in 
Skilled  Nursing  Facilities 

Whereas,  The  patient’s  need  for  rehabilitation  services  is 
one  of  the  two  primary  bases  for  the  admission  and 
acceptance  of  eligible  patients  under  Medicare  and 
Medicaid  in  an  approved  skilled  nursing  facility; 
and 

Whereas,  Little  attention  has  been  paid  to  the  standards 
and  criteria  by  which  the  quality  of  this  care  can  be 
evaluated  in  terms  of  medical  audit;  and 
Whereas,  Many  patients  are  admitted  on  the  basis  of  need 
for  rehabilitation  services  to  skilled  nursing  facilities 
that  do  not  provide  adequate  programs;  and 
Whereas,  The  presence  of  a physical  therapist  who  pro- 
vides some  physical  therapy  services  on  a part-time 
or  full-time  basis  does  not  necessarily  provide  the 
comprehensive  rehabilitation  services  to  which  these 
patients  are  entitled  by  law;  therefore  be  it 
Resolved,  That  in  order  to  meet  the  need  for  rehabilitation 
services  in  skilled  nursing  facilities,  the  American 


Medical  Association  adopt  the  position  that  each  in- 
stitution which  accepts  patients  in  need  of  rehabili- 
tation services  must  document  the  fact  that  compre- 
hensive rehabilitation  services  are  available,  and  will 
be  provided  when  prescribed;  and  be  it  further 
Resolved,  That  each  such  admission  must  have  a com- 
prehensive rehabilitation  evaluation  or  assessment 
which  starts  with  the  services  of  a physician  who  has 
training  in  this  specialty  field  of  medical  care;  and  be 
it  further 

Resolved,  That  the  medical  staff  organization  should 
provide  for  a physician  who  has  had  training  and 
demonstrated  interest  in  this  field,  and  who  has  ac- 
cepted the  responsibility  for  providing  rehabilitation 
evaluation  of  new  patients;  and  be  it  further 
Resolved,  T 'hat  medical  staff  rules  and  regulations  provide 
for  interaction  with  the  rehabilitation  team  members 
and  those  attending  physicians  wishing  to  maintain 
primary  responsibility  for  the  comprehensive  reha- 
bilitation fo  their  patients. 

ACTION:  Not  adopted 


Resolution:  76(1-78),  Reduction  by  Part  B Medi- 
care Carriers  of  Usual  and  Customary  Fees  of 
Private  and  Non-salaried  Physicians  when  Their 
Patients  are  Admitted  to  the  “Teaching  Ser- 
vice” 

Whereas,  There  is  a developing  policy  of  reducing  the  usual 
and  customary  fee  (20-66%)  of  non-salaried  private 
physicians,  by  Part  B Medicare  carriers,  when  their 
patients  are  admitted  to  a “teaching  service;”  and 
Whereas,  No  clear  basis  for  such  reductions  of  fees  to 
private  non-salaried  physicians  and  no  definition  of 
a patient  in  a “teaching  service”  have  been  agreed 
upon  by  the  medical  profession;  therefore  be  it 
Resolved,  That  the  American  Medical  Association  is  op- 
posed to  any  reduction  of  the  usual  and  customary  fees 
of  non-salaried  private  physicians  by  Part  B Medicare 
carriers  regardless  of  how  or  on  what  service  the  pa- 
tient be  admitted,  be  it  teaching  or  otherwise. 

ACTION:  Referred  to  the  AMA  Board  of  Trustees 


IR/esolution:  77(1-78),  Identification  of  Unit  Medi- 
cations (Pills,  Capsules,  Etc.)  by  a Uniform  Na- 
tional Drug  Code  Number 

Whereas,  The  present  Federal  Drug  Listing  Law  of  1972 
requests  but  does  not  require  that  the  National  Drug 
Code  Number  (NDC  No.)  be  placed  on  the  bottles 
containing  pills  and  capsules,  etc.,  of  prescription 
drugs,  but  not  on  the  unit  of  medication  itself;  and 
Whereas,  The  proliferation  of  generic  drugs  by  various 
manufacturers  without  uniform  identification  char- 
acteristics such  as  color,  shape,  size,  etc.,  of  unit 
medications  has  not  permitted  direct  identification 
of  the  contents  of  such  pills,  capsules,  etc.;  and 
Whereas,  Ready  identification  of  such  unit  medications 
would  assist  the  physician  in  the  treatment  of  patients 
with  presciption  drug  overdosages,  with  patient  dif- 
ficulties in  following  prescribed  medication  schedules 
and  with  patient  compliance,  and  further  reduce  the 
probability  of  drug  administration  errors;  and 
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Whereas,  Imprinting  of  the  National  Drug  Code  Number 
(NDC  No.)  on  each  pill  or  capsule,  etc.,  would  not 
significantly  add  to  manufacturing  costs,  nor  to  the 
cost  of  the  medication  to  the  patient,  and  would  be  in 
the  public  interest;  therefore  be  it 
Resolved,  That  the  American  Medical  Association  seek 
federal  legislation  requiring  that  all  unit  medications 
such  as  pills,  capsules,  ampules,  etc.,  manufactured 
and  sold  for  human  consumption  be  required  to  have 
clearly  imprinted  upon  each  the  uniform  National 
Drug  Code  Number  (NDC  No.)  for  easy  and  ready 
identificat  ion  of  the  drug  contents  of  such  medication 
units. 

ACTION;  Referred  to  the  AM  A Board  of  Trustees 


I^esolution:  78(1-78),  Medical  Liability  Insurance 
Coverage  as  a Mandatory  Requirement  for  Hos- 
pital Staff  Appointment 

Whereas,  Determination  of  a physician’s  professional 
competence,  professional  ethics  and  personal  qualities 
should  he  the  sole  determinants  of  a physician’s 
qualifications  for  hospital  medical  staff  appointment 
or  reappointment;  and 

Whereas,  Some  hospitals  have  demanded  proof  of  medical 
liability  insurance  coverage  for  hospital  staff  ap- 
pointment or  reappointment  that  is  far  in  excess  of 
that  which  the  hospital  insurance  provides  for  its  own 
employees  and  its  hospital  salaried  physicians;  and 

Whereas,  Private  physicians  on  the  medical  staff  are  often 
named  as  co-defendants  with  the  hospital  in  medical 
malpractice  suits;  and 

Whereas,  Carrying  liability  insurance  coverage  in  excess 
of  that  of  the  hospitals  as  a probable  co-defendant  may 
thus  jeopardize  the  private  physicians’  fiscal  integrity; 
therefore  be  it 

Resolved,  That  the  American  Medical  Association  urge 
that  medical  liability  insurance  shall  not  be  a man- 
datory requirement  for  hospital  medical  staff  ap- 
pointment; and  be  it  further 

Resolved,  That  all  hospitals  t hat  require  medical  liability 
insurance  of  its  voluntary  professional  staffs  shall 
themselves  be  expected  to  carry  liability  insurance  for 
each  of  its  employees,  and  professional  medical  lia- 
bility insurance  for  its  professional  employees  in- 
cluding hospital  salaried  physicians  in  amounts  equal 
to  the  limits  of  those  of  I he  majority  of  its  voluntary 
medical  staff  members. 

The  House  of  Delegates  considered  the  following  Sub- 
stitute Resolution  78: 

Resolved,  That  the  American  Medical  Association  adopt 
the  policy  that  it  is  the  privilege  and  responsibility  of 
the  medical  staff  of  each  individual  hospital  to  de- 
termine qualifications  of  hospital  medical  staff  ap- 
pointment including  such  quest  ions  as  whether  or  not 
professional  liability  insurance  should  be  required. 


ACTION:  Resolution  78  and  Suggested  Substitute  Re- 
ferred to  Board  of  Trustees  for  consultation  with  the 
American  Hospital  Association  and  the -Joint  Commission 
on  Accreditation  of  Hospitals. 


Jt^-esolution:  79(1-78),  Cost  Containment  and  Hos- 
pital Efficiency  as  a Function  of  the  Hospital 
Medical  Staff 

Whereas,  The  primary  objective  of  hospitalization  is  to 
provide  facilities  for  the  medical  diagnosis  and  pro- 
fessional treatment  of  the  sick  by  physicians  and 
nurses;  and 

Whereas,  Without  impairing  or  compromising  the  quality 
and  the  quantity  of  medical  care  rendered  in  the 
hospital  facility,  cost  containment  and  hospital  ef- 
ficiencies in  the  professional  diagnosis  and  treatment 
of  the  sick  can  most  safely  and  effectively  be  under- 
taken by  those  (physicians  and  nurses)  who  prescribe 
and  control  the  use  of  such  facilities;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  urge 
that  the  appointment  and  function  of  an  ad  hoc  com- 
mittee of  the  hospital  medical  staff  designated  as  the 
“Hospital  Professional  Efficiency  Committee" 
henceforth  be  a requirement  of  hospitals,  with  the 
objective  of  providing  recommendations  that  will  not 
significantly  compromise  the  quant ity  nor  the  quality 
of  the  professional  medical  care  being  rendered  in  the 
hospital,  but  might  result  in  cost  containment  through 
increased  hospital  efficiencies;  and  be  it  further 

Resolved,  That  the  “Hospital  Professional  Efficiency 
Committee”  of  the  hospital  medical  staff  be  desig- 
nated and  empowered  by  the  medical  staff  and  the 
hospital  board  of  trustees  to  investigate  any  and  all 
matters  relating  to  hospital  costs  that  it  shall  deter- 
mine to  be  appropriate,  and  make  its  recommenda- 
tions to  the  hospital  administrator  and  the  trustees 
for  cost  containment,  with  the  advice  and  the  consent 
of  the  professional  medical  staff. 

ACTION:  Adopted 


I^esolution:  80(1-78),  Public  Forum  on  Government 
in  America 

Whereas,  The  medical  profession  has  been  the  object  of 
public  attack  and  ridicule  by  both  governmental  and 
special  interest  groups;  and 

Whereas,  Initial  pressures  of  a similar  nature  are  being 
directed  at  the  legal  profession;  and 
Whereas,  A program  of  denigration  and  subjugation  of  a 
free  press  has  been  promulgated,  and  this  has  been 
fortified  by  questionable  court  decisions  that  allow 
invasion  and  seizure  without  warrant;  and 
Whereas,  Business  in  these  United  States  has  been  so 
limited  and  regulated  that  the  forces  of  a free  and 
competitive  market  have  been  restricted  to  the  point 
where  the  consumer  is  greatly  penalized;  and 
Whereas,  All  the  above  actions  represent  a concerted  ef  fort 
to  tarnish  and  reduce  the  public  image  of  medicine, 
law,  the  press,  and  a free  market;  therefore  be  it 
Resolved,  That  the  American  Medical  Association  through 
its  leaders  conduct  a public  forum  to  address  the  role 
of  an  oppressive  government  and  the  resulting  dele- 
terious effect  on  the  American  people:  and  be  it  fur- 
ther 

Resolved,  That  responsible  and  concerned  leaders  of  t he 
legal  profession,  of  the  press,  and  of  business  be  invited 


390  New  York  State  Journal  of  Medicine/February,  1980/Minutes 


to  join  with  the  leaders  of  American  medicine  in  ad- 
dressing these  issues. 

Fiscal  Note:  $150,000 

The  House  of  Delegates  considered  the  following  Sub- 
stitute Resolution  80: 

Resolved,  'That  leaders  of  the  American  Medical  Associ- 
ation— together  with  responsible  and  concerned 
leaders  of  the  legal  profession,  the  press,  business  and 
appropriate  other  groups  — conduct  a public  forum 
to  address  the  role  of  excessive  government  regulation 
and  its  deleterious  effect  on  the  American  people;  and 
be  it  further 

Resolved,  That  as  a product  of  the  public  forum,  the  AMA, 
in  cooperation  with  other  interested  groups,  seek  to 
develop  a strategy  to  minimize  government  regula- 
tion. 

ACTION:  Substitute  Resolution  80  Adopted 


"No-Fault”  Automobile  Insurance  Statute  Unfair 
to  New  York  Physicians  ( Resolution  I (> 7,  A-7H) 
REPORT  K OK  THE  BOARD  OF  TRUSTEES 

Resolution  167  (A-78)  asking  the  American  Medical 
Association  to  take  the  position  that  fee  restrictions 
imposed  on  physicians  by  the  New  York  no-fault  auto- 
mobile insurance  law  are  “violations  of  constitutional 
due  process”  and  to  encourage  the  New  York  legisla- 
ture to  repeal  the  restrictions  was  referred  to  the 
Board  of  Trustees.  Under  the  New  York  no-fault  au- 
tomobile insurance  law,  physicians’  charges  for  ser- 
vices to  accident  victims  may  not  exceed  those  provid- 
ed in  the  state  workmen’s  compensation  fee  schedule 
for  medical  services. 

Resolution  167  also  asks  the  AMA  to  advise  physi- 
cians that  they  “have  a self-imposed  moral  obligation 
to  treat  emergency  accident  victims  whether  or  not 
they  are  paid"  and  to  remind  "every  physician  that  he 
or  she  has  a constitutional  right,  as  an  individual  and 
without  acting  in  concert,  to  refuse  to  treat  any  and  all 
persons.” 

The  Board  of  Trustees  has  been  informed  that  the 
Medical  Society  of  the  State  of  New  York  has  filed  suit 
challenging  the  validity  of  the  provision  in  question. 
The  Council  on  Legislation  reports  that  legislation  has 
been  introduced  in  the  New  York  legislature  to  repeal 
the  provision  in  the  no-fault  automobile  insurance  law 
and  provide  reimbursement  for  medical  services  on  the 
basis  of  physicians'  established  charges  rather  than  a 
state  mandated  fee  schedule. 

The  Board  of  Trustees  believes  that  this  aggressive 
action  of  the  Medical  Society  of  the  State  of  New  York 
meets  the  primary  concerns  of  Resolution  167. 

Regarding  the  request  that  the  AMA  advise  physi- 
cians of  their  moral  obligation  to  treat  emergency  acci- 
dent victims  and  remind  physicians  of  their  individual 
right  to  refuse  to  treat  any  and  all  persons,  the  Board  is 
of  the  opinion  that  Section  5 of  the  Principles  of  Medi- 
cal Ethics  is  applicable.  Section  5 provides  that:  "A 
physician  may  choose  whom  he  will  serve.  In  an  emer- 
gency, however,  he  should  render  service  to  the  best  of 
his  ability.” 


The  Board  will  continue  to  follow  the  lawsuit  and 
the  legislation  in  New  York  for  further  assessment  of 
AMA  activity  in  this  matter,  and  recommends  that 
this  report  he  adopted  in  lieu  of  Resolution  167  (A- 
78). 

ACTION:  Report  K of  the  Board  of  Trustees  was 

adopted  in  lieu  of  Resolution  167(A-78) 


Important  Actions  of  the  House  of  Delegates  In- 
cluded: 

1.  The  House  of  Delegates  “acknowledged  and  af- 
firmed’’ the  authority  of  the  Board  of  Trustees  to  set- 
tle a lawsuit  involving  chiropractic  in  Pennsylvania. 
Four  specialty  societies,  an  AMA  delegate  and  an  al- 
ternate delegate  have  filed  suit  challenging  the  Board’s 
authority  to  enter  into  a settlement  without  House  ap- 
proval. 

The  House  also  called  on  the  AMA  to  “continue  to 
warn  the  public  of  the  hazards  to  health  of  entrust- 
ing the  diagnosis  and  treatment  of  diseases  such  as 
cancer,  diabetes,  malignant  hypertension,  cardio- 
vascular stroke,  and  infections  to  practitioners  who, 
in  the  treatment  of  these  conditions,  rely  upon  the 
theory  that  all  disease  is  caused  by  misalignment  of 
spinal  vertebrae  and  can  be  cured  by  manual  manip- 
ulation of  the  spine.” 

In  its  action,  which  was  taken  at  an  unusual  special 
session  with  all  outsiders  barred,  the  House  also: 

• Supported  the  physician’s  right  to  choose  whom  he 
or  she  will  accept  as  patients,  and  the  right  to  ex- 
ercise this  choice  by  the  terms  of  contractual  ar- 
rangements with  other  physicians,  medical  groups, 
hospitals  or  other  institutions. 

• Stated  that  a physician’s  obligations  to  provide 
information  to  a patient  of  any  other  party  are  those 
required  by  customary  good  medical  practice  and 
law. 

• Requested  the  Judicial  Council  to  reconsider  Article 
3.70  of  Section  III  of  Judicial  Council  Opinions  and 
Reports.  This  article  states  that  physicians  may 
accept  or  decline  patients  sent  to  them  by  licensed 
limited  practitioners  or  by  laymen.  It  also  states 
the  role  of  specialists  in  providing  information  to 
such  patients  if  they  choose  to  provide  services. 

• Stated  that  none  of  these  actions  should  be  con- 
strued as  an  amendment  to  the  AMA's  Principles 
of  Medical  Ethics. 

A comprehensive  review  of  the  Principles  of  Medical 
Ethics,  which  have  not  been  revised  since  1957,  is  being 
conducted  by  an  Ad  Hoc  Committee  on  Principles  of 
Medical  Ethics  established  by  the  House  at  the  1978  An- 
nual Convention.  The  committee  will  submit  a final  report 
to  the  House  at  the  1979  Annual  Meeting. 

2.  Acting  on  the  National  Health  Insurance  Issue, 
the  House  of  Delegates  voted  to  recommend  to  Con- 
gress modifications  of  the  present  health  care  system 
and  called  on  the  Board  of  Trustees  to  sponsor  legisla- 
tion, if  necessary,  embodying  these  principles: 

a.  Requiring  minimum  standards  of  adequate  ben- 
efits in  all  health  insurance  policies  sold  in  the 
United  States  with  appropriate  deductible  and 
coinsurance. 
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b.  A simple  system  of  uniform  benefits  provided  by 
the  federal,  state,  and  local  governments  for  those 
individuals  who  are  unfortunate  enough  (through 
no  fault  of  their  own,  i.e.,  age,  disability,  financial 
hardship,  etc.)  not  to  be  able  to  provide  for  their 
own  medical  care. 

c.  A nationwide  program  by  the  private  insurance 
industry  of  America  (and  government  if  necessary 
for  reinsurance)  to  make  available  catastrophic 
insurance  coverage  for  those  illnesses  and  indi- 
viduals where  the  economic  impact  of  a cata- 
strophic illness  could  be  tragic.  All  catastrophic 
coverage  should  have  an  appropriate  deductible 
and  coinsurance  to  make  it  economically  feasible 
and  to  avoid  abuse. 

d.  A program  developed  pursuant  to  these  principles 
should  be  administered  at  the  state  level  with 
national  standardization  through  federal  guide- 
lines. 

A Board  of  Trustees  report,  prepared  with  advice 
from  the  Council  on  Legislation  and  the  Council  on 
Medical  Service,  that  recommended  sponsorship  of  a 
bill  embodying  the  AMA’s  17  Principles  for  Compre- 
hensive Health  Insurance  was  not  adopted  by  the 
House.  The  House  also  rejected  several  resolutions 
opposing  AMA  sponsorship  of  any  NHI  legislation. 

3.  The  Concept  of  Mandatory  Second  Surgical 
Opinions  was  opposed  by  the  House  of  Delegates.  It 
also  opposed  the  imposition  of  financial  penalties  by 
third-party  payors  for  not  obtaining  a second  opinion. 
However,  the  House  reaffirmed  the  right  of  a patient 
or  a physician  to  seek  a second  opinion  from  any  physi- 
cian, and  it  supported  the  concept  that,  when  a second 
opinion  is  required  by  a third  party,  the  second  opinion 
should  be  at  no  cost  to  the  patient. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  Chairman 


NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
( S UPPLEMENTA  R Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

128th  ANNUAL  CONVENTION,  CHICAGO, 
ILLINOIS 

JULY  22  TO  26,  1979 

At  the  128th  Annual  Convention,  Chicago,  Illinois,  July 
22  to  26,  1979,  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates:  Edgar  P.  Berry,  John  H.  Carter,  John  Lee 
Clowe,  George  L.  Collins,  Jr.,  G.  Rehmi  Denton,  Ralph  S. 
Emerson,  John  A.  Finkbeiner,  Joseph  R.  Fontanetta,  Carl 
Goldmark,  Jr.,  Joseph  J.  Kaufman,  Bernard  J.  Pisani, 
Milton  Rosenberg,  Ralph  M.  Schwartz,  Charles  I).  Sher- 
man, Jr.,  and  George  T.  C.  Way. 

Alternate  Delegates:  Morton  Kurtz,  Allison  B.  Landolt, 
Robert  A.  Mayers,  Richard  N.  Pierson,  Jr.,  Joseph  F. 
Shanaphy,  William  C.  Stein,  and  Wayne  C.  Templer. 


Section  Delegates:  Ray  A.  Elliott,  Jr.,  Russel  H.  Pat- 
terson, Jr.,  Alan  McLean,  John  Lewis,  and  Julius  E. 
Stolfi. 

Also:  James  M.  Blake,  Gerald  D.  Dorman,  William 
Felch,  Henry  I.  Fineberg,  Edward  Siegel,  Victor  J.  Tofany, 
and  Tamarath  K.  Yolles. 

Staff:  George  J.  Lawrence,  Jr.,  Messrs,  Beaumont, 

Burns,  and  Sullivan,  and  Irma  A.  Erickson. 

County  Executives:  Coleman  M.  C.  Fineberg,  Christian 
Hynes,  Stephen  K.  Leech,  Norman  D.  Steingraber,  Richard 
F.  Treccase,  and  Joseph  L.  Stile. 

The  Delegation  held  a business  meeting  on  Friday,  July 
20,  1979. 

On  Saturday,  July  21,  1979,  the  Delegation  interviewed 
candidates  for  positions  on  the  AMA  Board  of  Trustees  and 
Councils,  to  give  all  candidates  an  equal  opportunity  to 
present  their  qualifications  for  the  AMA  offices  they 
sought. 

The  Delegation  held  breakfast  meetings  each  morning, 
Saturday,  July  21st  through  Thursday,  July  26th.  Reports 
and  resolutions  coming  before  the  House  were  thoroughly 
analyzed  to  afford  those  delegates  specifically  assigned  to 
reference  committees  an  opportunity  to  express  the  views 
of  the  New  York  Delegation  at  each  reference  committee 
hearing.  Reference  committee  reports  were  again  reviewed 
prior  to  their  presentation  to  the  House  and  the  Delegation 
discussed  the  concensus  position  that  should  be  taken  on 
the  various  matters  coming  before  the  House.  The  Hos- 
pitality Suite  was  open  on  Saturday,  Sunday,  Monday,  and 
Tuesday  evenings. 

AMA  delegates,  alternate  delegates,  and  guests  accepted 
the  New  York  Delegation’s  invitation  to  a picnic  luncheon 
on  Monday,  July  23rd,  at  noon.  The  straw  hats  and  aprons 
worn  by  our  delegates  announced  to  all  guests  our  sugges- 
tions to  vote  for  New  York  candidates  for  AMA  offices.  It 
was  a very  successful  function. 


New  York  Candidates  for  Elective  Positions  on 
the  AMA  Board  of  Trustees  and  Councils 

Board  of  Trustees  Bernard  J.  Pisani 

Council  on  Constitution  and  Bylaws 

George  L.  Collins,  Jr. 

Council  on  Medical  Education 

Charles  D.  Sherman,  Jr. 

Council  on  Medical  Service  

John  A.  Finkbeiner 

The  election  of  George  L.  Collins,  Jr.,  to  the  Council  on 
Constitution  and  Bylaws  was  announced  in  the  House  on 
Thursday,  July  26,  1979. 


Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees  and 
convention  committees  were: 

A.  (Insurance  and  Medical  Service)  

John  A.  Finkbeiner 

B.  (Legislation) John  L.  Clowe,  Chairman 

D.  (Hospital  and  Medical  Facilities)  

Ray  A.  Elliott,  Jr. 

Rules  and  Order  of  Business 

Milton  Rosenberg 
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Observers  at  reference  committees  designated  by  tbe 
chairman  of  the  delegation  were: 

Constitution  and  Bylaws  

Drs.  Rosenberg  and  Shanaphy 

A.  (Insurance  and  Medical  Service)  

Drs.  Denton  and  Emerson 

B.  (Legislation)  Drs.  Carter  and  Fontanetta 

C.  (Medical  Education)  

Drs.  Schwartz  and  Lawrence 

I).  (Hospital  and  Medical  Facilities)  

Drs.  Templer  and  Way 

E.  (Scientific  — Public  Health)  

Drs.  Landolt  and  Stein 

F.  (Board  of  Trustees)  ...  Drs.  Blake  and  Goldmark 

G.  (Miscellaneous)  

Drs.  Kurtz,  Mayers,  and  Siegel 

H.  (Miscellaneous) Drs.  Pierson  and  Tofany 


Resolutions:  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

I^esolution:  125  (A-79),  Hospital  Regulations  and 
Cost  Containment 

Whereas,  The  medical  profession  and  hospitals  are  under 
constant  pressure  to  contain  and/or  reduce  costs  of 
health  care;  and 

Whereas,  The  Task  Force  on  Regulation  of  the  State 
Hospital  Association  in  its  report  in  1976  pointed  out 
that: 

(a)  hospitals  are  forced  to  meet  the  requirements 
of  164  regulatory  agencies,  federal,  state  and 
local,  59  percent  of  which  are  state  agencies; 
and 

(b)  four  hospital  departments,  Administration, 
Personnel,  Social  Services  and  Utilization 
Review,  devote  half  of  their  budget  to  these 
regulations;  and 

(c)  forms  and  reports  required  by  these  regula- 
tions are  estimated  to  cost  more  than  128 
million  dollars  per  year;  and 

(d)  it  was  estimated  that  this  cost  would  increase 
by  4 percent  per  year;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  request 
government,  federal,  state  and  local,  to  join  the  med- 
ical profession  and  the  hospitals  in  their  efforts  to 
contain  the  cost  of  health  care  by  reducing  the  number 
of  regulations,  reports,  forms,  etc.,  and  thus  reduce  the 
cost;  and  be  it  further 

Resolved,  That  federal  governmental  agencies  be  re- 
quested to  give  an  accurate  accounting  of  the  costs 
incurred  in  the  regulation  of  hospitals  and  hospital 
based  services;  and  be  it  further 
Resolved,  That  the  Joint  Commission  on  Accreditation 
of  Hospitals  be  urged  to  review  its  standards  in  view 
of  the  1976  report  of  the  New  York  State  Association 
on  regulations;  and  be  it  further 
Resolved,  That  the  American  Medical  Association  exert 
its  influence  to  have  these  regulations  reduced. 


ACTION:  Adopted 


I^csolution:  12(>  (A-79),  Reimbursement  for  Home 
Dialysis 

Whereas,  Renal  dialysis  is  a recognized  form  of  therapy; 
and 

Whereas,  This  can  be  performed  in  the  home,  and  thus 
reduce  the  cost;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  exert 
its  influence  to  have  the  Medicare  and  Medicaid  laws 
changed  so  that  home  dialysis  will  be  covered  for 
reimbursement;  and  be  it  further 

Resolved,  That  reimbursement  for  home  dialysis  be  in- 
cluded in  all  third  party  payers’  policies. 

ACTION:  Not  Adopted 


Ivesolution:  127  (A-79),  Pre-Hospital  Admission 

Work-Ups 

Whereas,  At  the  present  time  the  only  pre-hospital  ad- 
mission work-ups  reimbursed  by  third  party  payers 
is  on  patients  being  admitted  for  surgery  and  only  if 
the  hospital  facilities  are  used;  and 

Whereas,  It  is  often  inconvenient  and  an  imposition  on  the 
patients’  time  to  report  to  a hospital  for  pre-admission 
tests;  and 

Whereas,  It  discriminates  against  physicians  who  are  not 
engaged  in  the  practice  of  surgery  and  discriminates 
against  the  patient  who  must  be  admitted  for  condi- 
tions other  than  those  requiring  surgery;  and 

Whereas,  The  acceptance  by  the  hospitals  of  pre-admis- 
sions work-ups  will  reduce  hospital  stay,  prevent  the 
repetition  of  many  lab  and  x-ray  exams  and  aid  in  our 
cost  containment  program;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  urge 
state  and  county  medical  societies  in  cooperation  with 
local  hospital  associations,  local  hospitals  and  third 
party  payers,  to  develop  guidelines  for  reimbursement 
for  pre-hospital  admission  work-ups  and  the  accep- 
tance by  hospitals  of  these  work-ups;  and  be  it  fur- 
ther 

Resolved,  That  these  procedures  may  be  performed  out- 
side the  hospital  setting  such  as  private  labs  and 
physicians’  offices. 

ACTION:  Referred  to  the  AMA  Board  of  Trustees 


irresolution:  128  (A-79),  Direct  Admission  to  Skilled 
Nursing  Facilities  or  Health  Related  Facilities  for 
Chronic  Care 

Whereas,  Hospital  care  adds  a great  deal  to  the  cost  of 
medical  care;  and 

Whereas,  Medicare  Law  at  present  requires  that  a Medi- 
care patient  must  be  admitted  to  an  acute  care  hos- 
pital before  the  patient  can  be  admitted  to  a home  for 
chronic  care;  and 

Whereas,  This  requirement  in  many  instances  adds  to  the 
cost  of  medical  care  and  does  not  fit  within  our  cost 
containment  program;  therefore  be  it 

Resolved,  That  the  American  Medical  Association  con- 
tinue to  seek  legislation  to  change  Title  18  of  the 
Medicare  Law  to  allow  direct  admission  to  skilled 
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nursing  facilities  (or  health  related  facilities  for 
chronic  care,)  without  the  added  expense  of  being 
admitted  for  three  days  to  an  acute  care  hospital. 

ACTION:  Amended  to  read  as  follows  and  adopted  as 
amended. 

Resolved,  That  the  American  Medical  Association  con- 
tinue to  seek  legislation  to  change  Title  18  of  the 
Medicare  Law  to  allow  direct  admission  to  skilled 
nursing  facilities  without  the  added  expense  of  being 
admitted  for  three  days  to  an  acute  care  hospital. 


I^esolution:  176  (A-79),  Health  Care  of  Refugee 

“Boat  People” 

Whereas,  An  increasing  number  of  refugee  “boat  people” 
are  living  in  holding  camps  which,  by  their  temporary 
nature,  lack  medical  facilities  and  physicians;  and 
Whereas.  The  American  Medical  Association  has  devel- 
oped a highly  efficient  mechanism  for  recruiting, 
screening,  and  representing  American  physicians  who 
served  for  60  day  periods  in  Vietnam,  and  this  exper- 
tise still  exists  within  the  AMA  stall;  therefore  be  it 
Resolved,  That  the  Board  of  Trustees  be  asked  to  explore 
the  development  of  a physician  help  program  to  meet 
the  emergency  caused  by  an  increasing  number  of 
refugee  “boat  people”  living  in  holding  camps. 

ACTION:  Amended  to  read  as  follows  and  adopted  as 
amended. 

Resolved,  That  the  American  Medical  Association  explore 
the  development  of  a program  to  respond  to  the 
medical  emergencies  of  the  increasing  number  of  ref- 
ugees known  as  “boat  people”  and,  if  found  feasible, 
that  the  Board  of  Trustees  implement  the  program  as 
soon  as  possible. 


ACTION  TAKEN  BY  THE  AMA  HOUSE  OF 
DELEGATES  AT  THE  1979  ANNUAL  MEETING 
ON  NEW  YORK  RESOLUTIONS  SUBMITTED 
AND  REFERRED  AT  THE  197S  INTERIM 
MEETING 

Reduction  By  Part  B Medicare  Carriers  of  Usual 
and  Customary  Fees  of  Private  and  Non-Salaried  Phy- 
sicians When  Their  Patients  Are  Admitted  To  the 
“'I'eaching  Service”  (Resolution  76,  1-78) 

REPORT  I OF  THE  BOARD  OF  TRUSTEES  — 
A-79 

Resolution  76  (1-78)  requested  that  the  AMA  oppose  any 
reduction  by  Part  B Medicare  carriers  of  usual  and  cus- 
tomary fees  of  private  and  non-salaried  physicians  when 
a patient  is  admitted  to  the  “teaching  service”  of  a hospital. 
The  basis  of  the  New  York  Delegation’s  concern  had  been 
the  implementation  by  Part  B Medicare  carriers  of  Section 
227  of  PL  93-603,  which  changes  the  reimbursement 
methodology  for  physicians  in  teaching  hospitals.  The 
AMA  had  addressed  this  through  the  Association’s  efforts 
to  have  Section  227  of  PL  92-603  repealed,  including  the 
development  of  draft  legislation  and  efforts  seeking  further 


postponement  of  implementation  of  Section  227.  In  the 
96th  Congress,  the  AMA  has  prepared  legislation  to  repeal 
Section  227  and  has  also  testified  in  support  of  Section  8 
of  the  Medicare-Medicaid  Administrative  and  Reim- 
bursement Reform  Act  of  1979  (S.505)  which  would  post- 
pone the  effective  date  of  implementation  of  Section  227 
to  October  1,  1979. 

National  Drug  Code  (Resolution  77, 1-78) 

REPORT  F OF  THE  BOARD  OF  TRUSTEES  — 
A-79 

Resolution  77  called  upon  the  AMA  to  seek  federal  leg- 
islation that  would  require  all  unit  medications  to  have  the 
Nat  ional  Drug  Code  Number  clearly  imprinted  upon  each 
unit.  Board  of  Trustees  Report  F outlined  the  reasons  for 
recommending  that  whenever  feasible  the  coding  of  drug 
dosage  units  be  encouraged,  and  that  efforts  be  made  to 
determine  the  feasibility  of  establishing  an  appropriate 
system  of  uniform  drug  identifiers  and/or  a central  drug 
coding  registry.  Board  of  Trustees  Report  F,  A-79  was 
adopted  in  lieu  of  Resolution  77, 1-78. 

Medical  Liability  Insurance  Coverage  As  Mandatory 
Requirement  For  Hospital  Medical  Staff  Appointment 
(Resolution  78,  1-78) 

REPORT  KK  OF  THE  BOARD  OF  TRUSTEES  - 
A-79 

Resolution  78  urged  that  medical  liability  insurance  not 
be  a mandatory  requirement  for  hospital  medical  staff 
appointment.  The  AMA  House  of  Delegates  directed  the 
Board  of  Trustees  to  communicate  with  the  AHA  and 
JCAH  relative  to  their  policy  on  this  particular  issue.  It 
was  learned  that  the  AHA  has  no  official  policy  and  per- 
tinent language  in  the  JCAH  Standards  will  be  deleted 
from  the  1980  edition  of  the  Accreditation  Manual  for 
Hospitals.  The  Board  of  Trustees,  in  its  Report  KK,  was 
of  the  opinion  that  each  hospital  medical  staff  should  de- 
termine for  itself  whether  it  will  require  coverage  as  a 
condition  for  hospital  staff  privileges  and  that  the  members 
of  the  medical  staff  should  comply  with  the  requirement. 
It  also  believed  that  salaried  hospital  physicians  should 
likewise  be  covered  if  the  medical  staff  approved  such  a 
requirement.  Reference  Committee  D in  considering  the 
report  was  of  the  opinion  that  the  primary  issue  raised  in 
the  testimony  presented  should  be  considered.  Specifi- 
cally, if  the  members  of  the  medical  stall  are  required  to 
maintain  coverage,  the  hospital  should  abide  by  a similar 
requirement.  The  view  was  expressed  that  some  hospitals 
“go  bare”  while  placing  a mandatory  requirement  on  the 
medical  staff.  The  House  of  Delegates,  therefore,  referred 
Board  of  Trustees  Report  KK  back  to  the  Board  for  further 
study. 

Important  Actions  of  the  House  of  Delegates  In- 
cluded: 

1.  AMA  Leadership’s  Activity  on  the  NHI  Issue  got  a 
vote  of  confidence  from  the  House  of  Delegates  with  the 
approval  of  two  Board  of  Trustees  reports  describing  ef- 
forts to  carry  out  the  principles  set  forth  by  the  House  in 
Resolution  62  six  months  ago.  The  delegates  also  reaf- 
firmed Resolution  62  and  rejected  seven  resolutions  that 
would  have  restricted  AMA  strategy  on  national  health 
insurance. 
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“We  feel  strongly,”  the  reference  committee  reported, 
"that  the  Board,  together  with  the  Council  on  Legisla- 
tion and  Council  on  Medical  Service,  deserve  the  con- 
tinued confidence  of  this  House  in  acting  on  its  hehall 
in  carrying  out  its  policies.” 

2.  Backing  the  Council  on  Medical  Kducation  and  the 
Board,  the  House  voted  to  withdraw  from  Liaison  Com- 
mittee on  Continuing  Medical  Kducation.  The  AMA  will 
immediately  resume  its  role  as  a primary  accreditor  ol 
CMK  sponsoring  organizations  through  the  establishment 
of  a committee  of  the  council.  The  action  recognizes  state 
medical  associations  as  the  accrediting  bodies  for  institu- 
tions and  organizations  providing  local  and  intrastate  CMK 
programs. 

In  its  report  the  council  noted  that  the  views  of  prac- 
ticing physicians  have  not  received  appropriate  con 
sideration  by  the  LCCMK,  that  the  LCCMK  has 
proposed  a restructuring  of  the  accreditation  pro 
cess  that  would  alter  the  role  of  state  medical  associ 
ations,  and  that  there  has  been  a disregard  for  agree 
ments  among  LCCMK  members. 

3.  The  Report  of  the  Ad  Hoc  Committee  on  the  Brin 
ciples  of  Medical  Kthics,  containing  a revision  of  the 
principles,  will  be  distributed  to  state,  county  and  specialty 
medical  societies  for  review  by  their  policy  making  bodies. 
The  House  called  on  the  ad  hoc  committee  to  consider  re- 
vision of  the  report  after  review  by  the  Federation,  and  to 
present  a progress  report  at  the  1979  Interim  Meeting  and 
a final  report  at  the  1980  Annual  Meeting. 

4.  The  House  endorsed  the  concept  that  the  AMA 
should  "strive  to  become  the  umbrella  organization  for  all 
physicians'  organizations"  and  called  on  the  Council  on 
Long  Range  Planning  and  Development,  in  consultation 
with  constituent  and  component  medical  associations,  to 
study  the  concept  of  the  AMA  as  an  organization  of  medical 
organizations. 

Acting  on  a council  report  pointing  out  that  total  mem- 
bership has  decreased  both  in  absolute  numbers  and  as 
a percentage  of  the  total  physician  population  since 
1970,  the  House  also  authorized  the  Board  of  Trustees 
to  undertake  limited  pilot  studies  to  enhance  AMA 
membership.  A council  proposal  to  allow  the  AMA  to 
recruit  and  accept  members  directly  under  a program 
that  includes  the  traditional  dues  billing  process 
through  the  Federation  was  referred  to  the  Board  for 
consideration  with  the  pilot  studies. 

Respectfully  submitted, 

George  L.  Collins,  Jr..  M.D.,  Chairman 


=>Repart  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  noted  and  commends  the 
work  of  the  New  York  Delegation  to  the  AMA,  and  notes 
that  it  introduced  the  following  resolutions: 

A.  Hospital  Regulations  and  Cost  Containment 

B.  Rehabilitation  Services  in  Skilled  Nursing  Fa- 
cilities 

C.  Reduction  by  Part  B Medicare  Carriers  of  Usual 
and  Customary  Fees  of  Private  and  Non-Salaried 
Physicians  when  their  Patients  are  Admitted  to 
the  “Teaching  Service" 


I).  Identification  ol  Unit  Medical  ions  ( Pills,  Cap- 
sides.  etc.)  by  a uniform  National  Drug  Code 
Number 

K Medical  Liability  Insurance  Coverage  as  a 
Mandatory  Requirement  for  Hospital  Staff  Ap- 
point ment 

K Cost  Containment  and  Hospital  Kfficiency  as  a 
Function  of  the  Hospital  Medical  Staff 
G Public  Forum  on  Government  in  America 
II.  Reimbursement  for  Home  Dialysis 
I Pre-Hospital  Admission  Work-Ups 
I.  Direc  t Admission  to  Skilled  Nursing  Facilities 
or  Health  Related  Facilities  for  Chronic  Care 
K.  Health  Care  of  Refugee  “Boat  People” 

’Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  New  York  Delegation 
to  the  American  Medical  Association  he  filed. 

> . . I'he  annual  and  supplementary  reports  of  the  New 
York  Delegation  to  the  American  Medical  Association 
were  FILED. . . 


AD  HOC  COMMITTEE  TO  EVALUATE 
DISTRICT  BRANCHES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

'The  members  of  the  Ad  Hoc  Committee  to  Evaluate 
District  Branches  are  as  follows: 

Richard  D.  Kberle,  M.D.,  Chairman  Onondaga 

Stephen  W.  Blatchlv,  M.D Tompkins 

Gerald  L.  Glaser,  M.D Monroe 

George  H.  Hanlon.  M.D St.  Lawrence 

Harold  J.  Luria,  M.D Warren 

Martin  Markowitz.  M.D Kings 

William  C.  Stein,  M.D Niagara 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  S.  Weiss,  M.D Orange 

Leonard  Weitzman,  M.D Suffolk 

The  Ad  Hoc  Committee  to  Evaluate  District  Branches 
met  on  Wednesday,  May  16,  1979,  and  t he  following  mat- 
ters were  discussed: 

In  accordance  with  the  recommendation  of  the  Refer- 
ence Committee  on  Scientific  Activities,  Publications,  and 
Miscellaneous  at  the  House  of  Delegates  in  October.  1978, 
"to  evaluate  the  District  Branches  and  render  a definitive 
decision  at  the  next  annual  meeting  of  MSSNY  as  to  the 
future  direction  of  these  branches,”  George  T.  C.  Way, 
M.D..  President,  at  the  meeting  of  the  Council  on  February 
22,  1979,  appointed  an  Ad  Hoc  Committee  to  Plvaluate 
District  Branches. 

The  committee  reviewed  a resume  of  previous  committee 
and  House  of  Delegates  considerations  of  the  same  prob- 
lem, prepared  by  the  chairman  from  records  on  file.  This 
resume  reiterated  all  of  the  pros  and  cons  concerning  re- 
taining the  district  branches,  and  included  a history  of  the 
advent  of  the  district  branch  concept. 

The  chairman  requested  that  the  members  of  the  com- 
mittee discuss  the  activities  of  each  of  their  district 
branches,  enumerate  the  reasons  for  or  against  continuing 
district  branches  at  this  time,  and  suggest  recommenda- 
tions to  the  Medical  Society  of  the  State  of  New  York 
concerning  their  decisions. 
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The  committee  voted  unanimously  to  continue  the  dis- 
trict branches  and  considered  the  following  matters  relative 
to  their  decision: 

By  agreement  of  the  executive  committee  of  the 
counties  of  Nassau  and  Suffolk,  the  president  of  the 
Second  District  Branch  has  been  given  lines  of  author- 
ity. The  president  stated  that  the  Second  District 
Branch  is  now  functioning  as  an  entity  and  if  the  dis- 
trict branches  continue  to  exist,  the  Second  District 
Branch  will  play  a positive  role  in  accordance  with  the 
purpose  of  the  district  branch  as  mandated  in  its  Con- 
stitution and  Bylaws.  The  county  executives  have 
formed  a panel  of  representatives  from  both  counties 
to  jointly  consider  and  formulate  recommendations. 

The  Third  and  Fourth  District  Branches  have  con- 
sistently worked  together,  and  although  scientific  ses- 
sions and  other  meetings  have  been  held,  the  meetings 
have  not  been  entirely  successful.  At  the  annual 
meeting  of  MSSNY  these  branches  caucus  as  a politi- 
cal force.  They  are  an  in-house  political  group  work- 
ing together.  Funds  from  MSSNY  have  not  encour- 
aged a more  cohesive  group,  and  it  would  seem  that  the 
Third  and  Fourth  District  Branches  serve  strictly  as  a 
political  force. 

The  president  of  the  Fifth  District  Branch  stated  he 
would  be  hesitant  to  consider  discontinuing  the  dis- 
trict branches.  The  Fifth  and  Sixth  District  Branch- 
es, working  together,  serve  rural  areas  from  a political 
standpoint.  It  is  felt  that  physicians  in  rural  areas, 
without  some  contact  for  the  dissemination  of  infor- 
mation, would  become  disinterested  in  continuing 
their  membership  in  MSSNY.  It  is  extremely  impor- 
tant for  new  delegates  to  be  informed  of  the  issues  to 
come  before  the  House  of  Delegates  of  MSSNY.  It 
was  suggested  that  better  organization  of  the  District 
Branches  would  foster  a renewed  interest  on  the  part 
of  physicians. 

The  Seventh  District  Branch  has  a dues  structure, 
publishes  a bulletin  and  directory,  and  employs  an  ex- 
ecutive secretary  who  informs  the  members  on  a vari- 
ety of  interests — local  problems,  government  interven- 
tion, communication  with  representatives  in  Washing- 
ton and  Albany,  and  political  medicine  in  the  area. 
The  executive  secretary  is  the  liaison  between  physi- 
cians in  smaller  county  medical  societies  and  the  urban 
county  medical  society,  enabling  them  to  speak  as  a 
group,  representing  a regionalized  area. 

The  HSAs  in  the  area  are  geographically  almost  the 
same  as  the  Seventh  District  Branch,  and  the  branch 
has  been  very  active  in  assisting  and  trying  to  work 
with  and  help  control  the  actions  of  the  Health  Sys- 
tems Agency. 

There  is  representation  in  local  hospitals,  and  edu- 
cational programs  are  given  which  carry  CME  credit. 

I he  PSRO  in  the  Seventh  District  Branch  is  a model 
for  the  State  of  New  York.  Every  hospital  and  nursing 
home  is  included  in  the  program. 

Meetings,  trips,  and  scientific  programs  are  planned 
by  the  Seventh  District  Branch,  and  the  friendships 
established  at  t hese  meetings  are  extremely  important. 
The  Seventh  District  Branch  has  “clout”  and  has 
worked  for  the  people  in  the  area. 

The  president  of  the  Ninth  District  Branch  feels 
very  strongly  that  there  is  a def  inite  advantage  in  con- 
tinuing district  branches.  He  is  of  the  opinion  that  the 
continuing  medical  education  needs  of  the  districts  are 


not  compatible  at  this  time,  and  he  would  suggest  re- 
alignment of  the  districts  in  order  to  consolidate  edu- 
cational programs  and  political  opinions.  He  suggest- 
ed that  the  structure  of  the  district  branches  be 
strengthened  by  allocation  of  more  funds  from 
MSSNY,  direction  as  to  how  the  branches  should  func- 
tion, and  a direct  contact  at  MSSNY  for  consultation 
with  the  branches.  It  was  also  suggested  that  the  pres- 
idents of  the  district  branches  be  placed  on  a policy 
making  committee  of  MSSNY. 

Summary — Recommendations 

It  was  the  concensus  of  the  committee  that  the  following 
recommendations  be  represented  to  the  Council  for  ap- 
proval: 

1.  That  a Standing  Committee  for  District 
Branches  be  appointed  by  the  President  of  MSSNY, 
with  the  presidents  of  each  district  branch  designated 
as  a member  of  that  committee; 

2.  That  this  committee  be  given  full-time  staff 
support; 

3.  That  the  Standing  Committee  for  District 
Branches  establish  a modus  operandi  for  district 
branches  to  consider  the  following,  but  not  exclu- 
sively: 

a)  Realignment  of  the  branches,  possible,  or  if  re- 
quested by  certain  counties 

b)  Structure  within  the  State  Society  to  assure  that 
district  branches  will  have  status — policy 
making 

c)  Educational  functions  (CME) 

d)  Governmental  agencies,  coordination  with  and 
relationships  to 

e)  Political  functions,  within  MSSNY  and  on  State 
and  Federal  political  action  levels 

f)  That  district  branch  presidents  be  invited  to  at- 
tend meetings  of  the  Council  with  voice  (at  the 
discretion  of  the  President)  but  no  vote 

g)  That  Article  17,  “District  Branches”  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  revised  to  conform  with  the  structure  of 
the  district  branches. 

The  Council  at  its  meeting  on  June  21,  1979,  approved 
the  recommendations  of  the  Ad  Hoc  Committee  to  Eval- 
uate District  Branches. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 

=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

The  Ad  Hoc  Committee  to  Evaluate  District  Branches 
summarized  the  annual  reports  of  the  various  District 
Branches. 

The  Ad  Hoc  Committee  recommended  that  a permanent 
standing  committee  for  District  Branches  be  appointed  and 
given  full-time  staff  support.  This  position  was  approved 
by  the  Council. 

Your  reference  committee  reviewed  the  annual  report 
of  the  Ad  Hoc  Committee  to  Evaluate  District  Branches. 
It  noted  their  recommendations.  The  committee  also 
noted  that  the  Council  at  its  meeting  on  June  21st  ap- 
proved the  recommendations  of  the  Ad  Hoc  Committee  to 
Evaluate  District  Branches. 
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=»Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Evaluate  District  Branches 
he  filed. 

=>  ...  The  report  of  the  Ad  Hoc  Committee  to  Evaluate 

District  Branches  teas  FILED  . . . 

DISTR1C  T BRA  N(  IIES 
Second  District  Brunch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  is  alive  and  well!  As  a result  of  the 
efforts  of  the  immediate  past-president  of  the  Second 
District  Branch,  the  councilors  of  Nassau  and  Suffolk 
counties,  and  the  then  president-elect  of  the  Suffolk 
County  Medical  Society,  all  working  in  cooperation  with 
the  president  of  the  Second  District  Branch,  a meeting  of 
the  Executive  Committee  and  guests  of  the  Second  District 
Branch  of  MSSNY  took  place  on  April  18,  1979.  Those 
attending  were  advised  that  the  demographic  survey  of 
physicians  in  New  York  State,  mandated  by  Resolution 
78-31,  had  not  been  implemented  to  date.  The  executive 
directors  of  the  Suffolk  County  Medical  Society  and  the 
Nassau  County  Medical  Society,  after  discussions  with  the 
Nassau/Suffoik  HSA,  had  decided  to  attempt  to  imple- 
ment the  initial  phases  of  the  pilot  survey  by  joint  coop- 
eration between  the  two  county  medical  societies.  It  is  to 
be  further  noted  that  Jack  Froom,  M.D.,  Professor  of 
Family  Medicine,  State  University  of  New  York  at  Stony 
Brook,  Stony  Brook.  New  York,  has  submitted  a proposal 
for  the  implementation  of  the  pilot  survey  called  for  in 
Resolution  78-31.  This  survey  is  to  remain  within  the 
constraints  of  the  fiscal  note  of  $10,000.  Doctor  Froom  has 
agreed  to  seek  further  outside  funding  for  the  remainder 
of  the  demographic  survey,  should  the  House  agree  to  this 
proposal.  A copy  of  the  proposal  is  attached  to  this  report, 
(Appendix  “A”)  and  a request  has  been  made  to  the 
Speaker  of  the  House  of  Delegates  that  Doctor  Froom’s 
proposal  be  submitted  to  the  Reference  Committee  for  its 
study  prior  to  the  opening  of  the  1979  House  of  Dele- 
gates. 

The  Executive  Committee  of  the  Second  District  Branch 
submitted  the  following  names  to  the  Nominating  Com- 
mittee of  MSSNY:  Councilor — Sears  E.  Edwards.  M.D.; 
AMA  Delegate — Ralph  S.  Emerson.  M.D..  and  Samuel 
Gelfand,  M.D.;  Vice-President — Milton  Rosenberg, 
M.D. 

The  Executive  Committee  decided  that  it  will  be  ap- 
propriate for  the  executive  directors  of  the  Nassau  and 
Suffolk  County  Medical  Societies  to  jointly  propose  future 
activities  of  the  district  branch  after  prior  consultation  with 
their  county  society  officers  and  hoard  of  directors. 

The  Executive  Committee,  acting  as  a nominating 
committee,  under  the  chairmanship  of  Noel  H.  Miller, 
M.D.,  proposed  the  following  officers: 

President  Samuel  Cytrvn,  M.D., 

Levittown 

1st  Vice-President  Noel  H.  Miller,  M.D., 

Smithtown 

2nd  Vice-President  Lawrence  Ravich,  M.D., 

Bethpage 

Secretary William  H.  Bloom,  M.D., 

Bay  Shore 

Treasurer  Sears  E.  Edwards.  M.D., 

Garden  City 

Delegate Leonard  Weitzman,  M.D. , 

Commack 


At  the  annual  meeting  of  the  Second  District  Branch, 
which  was  held  in  conjunction  with  the  annual  meeting  of 
the  Nassau  County  Medical  Society  on  May  29,  1979,  at  the 
Nassau  Academy  of  Medicine,  the  above  named  were 
elected  to  serve  for  two  years,  the  officers  elected  to  take 
office  at  the  end  of  the  1979  MSSNY  House  of  Delegates. 
The  district  delegate  takes  office  at  the  start  of  the  1979 
House  of  Delegates. 

In  the  late  18(K)’s  the  MSSNY  delegates  were  excluded 
from  the  AMA  because  of  the  adherence  of  MSSNY  to  a 
new  code  of  ethics.  The  New  York  State  Medical  Associ- 
ation was  formed,  and  for  a number  of  years  both  existed 
concurrently  in  New  York  State.  The  New  York  State 
Medical  Association  during  those  years  directed  its  at- 
tention primarily  to  educat  ional  activities  and  had  an  or- 
ganization similar  to  our  present  district  branches.  In  1904 
t he  New  York  State  Medical  Association  and  the  Medical 
Society  of  the  State  of  New  York  joined  together  as  the 
MSSNY,  with  the  principles  of  medical  ethics  of  the  AMA 
as  a suggestive  advisory  guide  for  members  in  relation  to 
each  other  and  to  the  public.  In  1905  a special  session  of 
the  Supreme  Court  filed  the  order  consolidating  the  two 
societies.  The  New  York  State  Medical  Association 
structure,  having  originated  in  1884,  retained  its  education 
responsibilities  and  was  represented  by  the  present  district 
branches  of  MSSNY. 

On  May  16,  1979,  I attended  a meeting  of  an  Ad  Hoc 
Committee  to  Evaluate  District  Branches.  It  was  held  at 
the  MSSNY  headquarters  under  the  able  chairmanship 
of  Richard  I).  Eberle,  M.D.  While  only  four  district 
presidents  were  present,  the  meeting  was  a fruitful  one,  and 
all  attending  felt  that  the  district  branches  played  an  im- 
portant and  vital  role  in  MSSNY,  with  each  district  func- 
tioning somewhat  differently  in  accordance  with  the  needs 
of  its  service  area.  I was  happy  to  learn  that  the  Council 
accepted  the  report  of  this  committee  at  its  meeting  on 
June  21,  1979.  A standing  committee  for  district  branches 
has  been  appointed  with  the  presidents  of  the  district 
branches  to  serve  on  this  committee.  The  standing  com- 
mittee will  be  given  full-time  staff  support.  The  standing 
committee  will  consider  the  proposal  that  all  presidents  of 
the  district  branches  be  invited  to  the  Council  meetings 
with  voice  (at  the  discretion  of  the  President)  but  no  vote. 
The  standing  committee  will  also  research  areas  of  activity 
in  which  the  district  branches  can  serve  a vital  function  in 
educational  activities,  if  same  are  not  readily  available  at 
the  local  hospital  or  county  medical  society  levels,  in  po- 
litical functions  within  the  MSSNY  as  well  as  on  all  State 
and  Federal  political  levels,  and  for  coordination  with 
governmental  and  private  agencies  interested  in  health  care 
delivery. 

Recommenda  tions: 

1.  Resolution  78-31,  “Pilot  Demographic  Survey  of 
Health  Care  Physicians  in  New  York  State ” be 
implemented.  (Appendix  “B”)  A resolution  to  this 
effect  has  been  submitted. 

2.  The  recommendations  of  the  Ad  Hoc  Committee  to 
Evaluate  District  Branches  shall  receive  continued 
implementation  through  the  Standing  Committee 
on  District  Branches. 

3.  The  following  recommendation  is  made  by  the 
President  of  the  Second  District  Branch  as  an  in- 
dividual. (See  Resolution  79-36.)  This  recom- 
mendation has  not  been  discussed  by  the  Executive 
Committee  of  the  Second  District  Branch  to  date: 
“MSSNY  consider  implementation  of  a WATS  800 
telephone  number  as  a membership  benefit  for  its 
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members  to  allow  easier  communication  between 
the  physicians  of  New  York  State  and  the  staff  of 
MSSNY.  Utilization  of  this  WATS  line,  which  is 
billed  at  the  rate  of  one-tenth  of  a minute,  as  op- 
posed to  standard  billing  of  one  or  two  minute  units, 
would  also  allow  economies  in  telephone  call  costs 
from  MSSNY  throughout  New  York  State. 

The  same  WATS  line  could  he  used  for  the  indi- 
vidual calling  of  physicians  by  the  staff  of  MSSNY, 
using  lists  supplied  by  each  county  medical  society, 
as  a further  attempt  to  increase  membership  in  the 
MSSNY.  Considering  the  cost  of  operation  and 
cost  savings,  as  estimated  after  discussion  with  of- 
ficials of  the  telephone  company,  the  additional 
expenditure  by  MSSNY  for  this  membership  ben- 
efit would  probably  not  exceed  $200  per  month.” 

I wish  to  thank  the  physicians  of  Nassau  and  Suffolk 
Counties  who  elected  me  as  Second  District  Branch  Pres- 
ident and  who  have  allowed  me  to  serve  them  for  these  last 
two  years.  I would  also  like  to  thank  the  executive  direc- 
tors of  the  Suffolk  and  the  Nassau  County  Medical  So- 
cieties for  their  full  cooperation,  as  well  as  the  aforemen- 
tioned officers  and  councilors  from  these  two  counties,  who 
aided  the  Second  District  Branch  in  coming  hack  to  life! 

Respectfully  submitted, 

Leonard  Weitzman,  M.D.,  P resident 


APPENDIX  “A  ” 

PROPOSAL  TO  EVALUATE  PRIMARY  HEALTH 
CARE  IN  NEW  YORK  STATE 

The  development  and  successful  implementation  of  a com- 
prehensive primary  health  care  policy  for  New  York  State  re- 
quires systematic  and  continuous  Collection  of  appropriate 
data  about  the  health  demands  and  health  care  utilization 
patterns  of  New  York  State  residents.  The  assessment  of 
health  demands,  i.e.,  manpower  requirements,  has  particular 
significance  in  view  of  three  major  issues  currently  in  debate. 
The  first  issue  involves  national  concern  with  the  adequacy  of 
the  number  and  distribution  of  primary  care  physicians. 
Valid  information  about  manpower  requirements  for  New 
York  State  and  how  this  relates  to  the  national  picture  are 
needed.  Second,  but  pertinent  to  the  first  issue,  is  the  future 
of  residency  training  programs  in  New  York  State,  particular- 
ly Family  Practice.  The  number  of  doctors  that  should  be 
trained  as  family  physicians,  their  choices  of  practice  loca- 
tions, and  the  role  of  the  residency  programs  and  government 
pressures  in  the  distribution  of  residency  graduates  are  a lew 
of  the  issues  that  need  to  he  investigated.  Third,  many  local 
governments  often  aided  by  federal  funding  have  attempted 
to  extend  ambulatory  care  services  to  individual  communities. 
To  maximize  the  probability  of  a rational  allocation  of  funds 
more  data  are  needed  which  demonstrate  the  actual  slate  of 
primary  health  care  delivery.  “Success  of  policy  decision  is 
pure  serendipity  if  made  without  reliable  and  relevant  infor- 
mation or  based  on  inappropriate  data  such  as  opinions 
alone.”  1 

Alt  hough  several  studies  addressing  the  general  issue  of  pri- 
mary care  availability  have  been  performed  by  the  Federal 
government,  private  organizations  and  regional  health  system 
agencies,  more  research  is  warranted.  An  examination  of 
available  government  publications  reveals  areas  that  have  yet 
to  be  studied  and  demonstrates  ambiguities  in  data  already 
collected.  Particular  problems  of  reliability  arise  where  data 
from  one  agency  are  used  in  studies  by  other  agencies.  The 
limited  utility  of  these  health  care  documents  for  the  assess- 
ment of  the  availability  of  primary  health  care  in  New  York 
State  is  evident  when  one  closely  scrutinizes  each  document’s 
content  ambiguities. 


The  Health  Resources  Statistics  “1975”-  contains  infor- 
mation on  the  number  of  physicians  [ter  one  hundred  thou- 
sand population,  the  number  of  physicians  in  group,  solo  or 
hospital  practice,  t he  number  ol  physicians  by  type  of  practice 
(patient  care  vs.  other  activity),  location  of  active  physicians 
by  type  of  practice,  type  of  practice  in  primary  specialty  of  ac- 
tive physicians  and  the  location  of  physicians  by  specialty. 
These  data  have  limited  usefulness  because  the  estimates  of 
the  number  of  physicians  certified  for  a specialty  do  not  dis- 
criminate between  full  and  part  time  employment.  The  fig- 
ures for  the  type  of  practice  and  primary  specialty  of  active 
physicians  are  given  only  as  national  totals,  while  data  on  the 
location  of  physicians  by  specialty  conceals  differences  in  the 
distribution  within  each  state.  In  addition  the  absolute  num- 
bers given  for  physicians  within  a given  specialty  do  not  pro- 
vide information  about  the  actual  care  given  by  these  physi- 
cians, that  is  the  extent  to  which  they  limit  their  practice. 
The  assumption  is  made  that  the  practice  is  restricted  accord- 
ing to  board  certification.  "Any  consideration  of  physicians 
manpower,  must,  to  be  meaningful,  deal  with  the  effective  de- 
livery of  medical  services.  The  need  for  different  types  of 
medical  services  varies  enormously  from  region  to  region  and 
even  f rom  community  to  community,  depending  upon  the  so- 
cial, educational,  cultural,  industrial  and  other  demographic 
characteristics  of  specific  areas." 

A second  report.  Physician  Visits — Volume  and  Intervals 
Since  Last  Visit - U.S.,  197I4  is  equally  deficient.  This  re- 
port lists  number  of  physician  visits  per  person  per  year  by 
special  patient  characteristics  (age,  sex.  income,  race)  and  the 
percent  distribution  of  visits  by  place  of  visit.  Also  included 
are  the  percent  distribution  of  physician  visits  by  type  of  phy- 
sician, the  number  and  percent  distribution  of  physician  visits 
by  place  of  visit  according  to  type  of  physician,  the  number  of 
physician  visits  by  type  of  service  rendered,  and  the  number 
and  percent  distribution  of  physician  visits  by  diagnosis  and 
treatment.  'These  data  however  do  not  differentiate  between 
visits  made  by  different  individuals  or  repeated  visits  by  the 
same  individual.  Information  on  the  number  of  visits  by  phy- 
sician specialty  are  not  presented  and  one  cannot  distinguish 
first  contacts  from  referrals.  Data  on  the  number  of  visits  by 
diagnosis  and  treatment  do  not  clearly  indicate  whether  or 
how  much  primary  care  is  being  delivered  because  there  is  no 
uniform  agreement  on  the  clinical  boundaries  of  primary  or 
specialty  care. 

Another  document  produced  by  the  National  Center  for 
Health  Statistics  entitled  Family  l 'se  of  Medical  Services, 
1963  1961r'  gives  selected  information  on  the  visit  rates  per 
family  per  year,  visits  to  selected  type  of  medical  specialists 
and  some  visit  rates  for  individuals.  'The  major  drawback  of 
this  report  is  its  early  publication  data. 

Perhaps  the  most  widely  cited  study  is  the  National  Ambu- 
latory Medical  Care  Survey ,fi-8  All  the  surveys  (1975-1976) 
present  profiles  of  population  utilization  (by  age,  sex,  race, 
geographic  region,  city  size),  physician  utilization  by  special- 
ty, and  visit  characteristics  (patient  problems,  new  vs.  old  pa- 
tients, services,  length  of  visit ) based  on  a national  probability 
sample  of  office-based  physicians.  The  1975  survey  also  in- 
cludes figures  for  the  percent  of  visits  that  were  referrals  bv 
physician  specialty.  However,  the  information  can  be  mis- 
leading. Referral  rates  at  the  national  level  may  be  different 
from  those  of  individual  states  or  regions  within  those  states. 
In  general,  the  data  are  national  totals  and  absence  of  correla- 
tions between  patient  and  visit  characteristics  with  physician 
characteristics  (including  specialty)  prevent  their  use  as  a 
source  of  primary  care  data  for  N.Y.S. 

The  number  and  percent  distribution  of  visits  to  office- 
based  physicians  by  specialty  and  visits  to  other  outpatient 
facilities  are  described  in  The  Nation's  Use  of  Health  Re- 
sources (I976).'1  Again,  data  are  computed  for  the  national 
level  only.  Even  less  data  are  provided  by  the  publication 
Health  Manpower  .4  County  and  Metropolitan  Area,  Data 
Hook,  1972-1975. 10  Here  one  is  presented  with  the  total 
number  of  physicians  in  each  statistical  area,  hut  with  no  ref- 
erence to  physician  characterist ics,  physician  specialty,  or  dis- 
tribution  of  physicians.  In  contrast,  the  Decennial  Census 
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Data  for  Selected  Health  Occupations  U.S.,  1970"  gives 
statistics  tor  the  sex,  ethnic  background,  and  size  of  popula- 
tion served  (urban/rural)  for  physicians  in  the  U.S.  by  metro- 
politan statistical  areas,  states  and  the  nation  as  a whole. 
However,  physician  specialty  is  not  a variable,  so  that  com- 
parisons across  specialties  for  the  characteristics  described 
are  not  possible.  Neither  physician’s  age  nor  years  in  practice 
are  included  as  physician  descriptors. 

Two  AMA  publications  contain  information  that  needs  to 
be  studied  in  more  detail,  both  nationally  and  for  New  York 
State.  Physician  Distribution  and  Medical  Licensure  in  the 
U.S.,  197b'2  supplies  figures  for  the  number  of  physicians  en- 
gaged in  patient  care,  teaching,  administration  and  research, 
physician/population  ratios,  the  percent  distribution  of  phy- 
sicians and  hospitals  by  demographic  county  classifications, 
and  differences  in  these  figures  for  urban  and  rural  areas. 
The  figures  for  the  total  number  of  physicians  involved  in  pa- 
tient care  are  presented  for  General  Practice  and  Other 
Specialties,  with  no  further  subdivisions.  Complementary 
information  is  given  in  the  Profile  of  Medical  Practice 
(1974),l:t  (1975-76). 14  This  publication  describes  the  charac- 
teristics of  the  types  of  practice  (solo,  partnership,  etc.)  and 
the  population  served  by  each,  the  number  of  years  the  physi- 
cians have  been  certified  in  a specialty,  the  number  of  hours  of 
direct  patient  care,  hours  spent  working  in  a hospital,  the  total 
number  of  patient  visits/week  bv  specialty  and  census  region, 
the  percent  of  a physician’s  patients  that  are  female,  the  per- 
cent of  a physician’s  patients  over  the  age  of  65,  the  popula- 
tion served  in  each  region,  and  the  percent  of  physicians  in 
urban  areas.  Data  are  also  given  for  the  age  of  physicians,  hut 
only  as  the  total  number  of  physicians  in  each  specified  age 
group.  No  correlation  is  made  between  physician  age  groups, 
physician  specialty  and  type  of  activity  (patient  care,  re- 
search, administration,  etc.).  All  figures  are  given  as  national 
totals  which  again  limit  their  applicability  to  individual 
states. 

One  other  government  document,  The  Supply  of  Health 
Manpower — 1970  Profiles  and  Projections ,15  provides  pre- 
liminary data  on  the  total  number  of  active  physicians  and 
first  year  residents  by  specialty  in  addition  to  assessing  the 
change  in  supply  (yearly  % change)  of  physicians  for  each  spe- 
cialty. More  important,  figures  are  presented  for  the  total 
number  of  active  physicians  engaged  in  primary  care.  Pri- 
mary care  physicians  are  specified  as  general  practitioners, 
family  physicians,  internists,  pediatricians,  and  gynecologists. 
While  the  data  represent  a start,  each  state  needs  to  collect  its 
own  information  about  the  number  and  type  of  physicians 
providing  primary  care.  In  addition,  there  is  the  question  of 
identifying  primary  care  physicians  that  is,  which  physicians 
are  actually  providing  primary  care.  Physicians  in  special- 
ties other  than  those  listed  as  primary  care  in  this  report  may 
be  providing  such  care,  while  not  all  gynecologists  provide  pri- 
mary care  to  their  patients. 

In  summary,  the  government  and  national  organization 
Studies  up  till  the  present  demonstrate  gaps  in  their  reports 
about  primary  care.  The  reports  are  only  moderately  useful 
since  the  number  of  actual  patient  contacts  is  unknown  and 
the  type  of  contact  is  not  always  specified  (physician  referral 
vs.  self-referral).  The  number  of  patient  contacts  may  be 
confusing,  since  “x”  number  of  contacts  could  represent  the 
same  patient  or  a number  of  different  patients.  There  is  also 
a problem  in  identifying  the  total  number  of  active  practicing 
physicians  in  an  area.  In  addition,  assumptions  have  been 
made  about  the  very  definition  of  primary  care  itself  that  have 
not  been  verified  by  rigorous  study  nor  established  by  consen- 
sus of  the  medical  profession.  Last,  these  health  care  surveys 
focus  upon  parameters  that  have  not  been  clearly  defined 
(such  as  visit,  problem  category,  and  number  of  physicians 
(multiple  offices).  Thus,  comparison  of  data  from  surveys  is 
limited,  making  it  difficult  to  identify  and  follow  trends  or  to 
assess  the  differential  ability  of  these  surveys  to  measure  the 
parameters  in  question. 

The  information  problem  is  more  acute  (or  visible)  at  the 
New  York  State  level,  where  less  data  have  been  collected  on 


the  availability  of  primary  care,  especially  family  practice. 
As  indicated,  generalizations  from  national  studies  are  highly 
questionable.  The  Neie  York  Statistical  Yearbook  (1977)lfi 
contains  information  solely  on  mental  health  facilities  and  so- 
cial service  programs.  Information  on  the  utilization  of  am- 
bulatory care  services,  such  as  physicians’  offices,  outpatient 
clinics  in  hospitals,  etc.  are  notably  absent.  One  study  ( the 
1971  Physician  Survey)'1  conducted  by  the  Health  Services 
Program  for  Evaluation  and  Research  of  the  Suffolk  County 
Department  of  Health  Services  does  provide  useful  informa- 
tion on  the  availability  of  health  care  to  Suffolk  County  resi- 
dents and  identifies  local  physician  shortage  areas.  Census 
traits  and  health  statistical  areas  were  the  geographic  de- 
scriptors used  and  population  estimates  were  taken  from  a 
1,11. CO  survey  and  census  tract  data.  The  physician  descrip- 
tors included  involvement  in  direct  patient  care  by  specialty, 
age  of  physician,  acceptance  of  Medicaid  patients,  and  non- 
direct  patient  care  activity  (administration,  research,  and 
teaching).  To  compare  physician/population  ratios  for  dif- 
ferent specialties,  the  Suffolk  population  was  subdivided  by 
age  groups  (pediatrician/population  ratio)  and  sex  (females, 
ages  15-44  for  ob/gyn/population  ratio).  Attempts  were 
made  to  account  for  multiple  offices  of  physicians  and  differ- 
ences in  full/part-time  status  of  physicians.  Physician 
special t ies  were  divided  in  the  following  manner:  primary  care 
(family  practice,  internal  medicine,  family  practice/internal 
medicine,  pediatrics,  and  osteopathy/family  practice);  pri- 
mary care  with  specialties  (family  practice  with  specialty,  in- 
ternal medicine  with  specialty  and  pediatrics  with  specialty); 
and  other  specialties  (anesthesia,  cardiology,  for  example), 
were  listed  separately.  An  assessment  of  the  availability  of 
primary  care  in  Suffolk  County  based  on  these  data  would  not 
be  wholly  accurate,  since  the  number  of  patient  contacts  for 
each  physician  specialty  are  not  counted  and  examined  for 
primary  care  characteristics.  Also,  primary  care  contacts 
may  be  made  by  physicians  in  specialties  not  listed  under  the 
primary  care  heading  and  would  consequently  result  in  a dif- 
ferent estimate  of  the  provision  of  primary  care  services  in  the 
county. 

Unpublished  data  compiled  by  the  Nassau-Suffolk  Health 
Systems  Agency  from  the  Health  Interview  Survey  ( 1 97 1 ) 1H 
and  the  National  Ambulatory  Health  Care  Survey  ( 1975)7  in- 
clude visit  rates  to  office-based  primary  care  physicians  in  the 
Northeast  Census  Region  of  the  U.S.  Patient  sex  and  age 
profiles  were  presented  by  medical  specialty  in  addition  to 
specialties  by  geographical  region.  All  other  data,  such  as  di- 
agnostic services  provided,  type  of  practice,  city  size  of  popu- 
lation served,  and  characteristics  of  visits,  are  listed  by  geo- 
graphic region  and  are  not  correlated  with  physician  spe- 
cialty. 

It  has  become  evident  that  the  differences  in  population 
and  physician  characteristics  and  patterns  of  health  care  utili- 
zation across  the  country  mean  that  research  specific  to  the 
State  of  New  York  as  a whole  is  necessary  in  order  to  deter- 
mine the  extent  to  which  physician  distribution  (by  number 
and  specialty)  within  the  state  confirms  federal  government 
suggestions  that  there  may  be  too  many  physicians  and/or  a 
maldistribution  of  certain  physician  specialties.  More  data 
needs  to  be  collected  on  the  actual  number  of  patient  con- 
tacts, who  is  providing  primary  care  (cross  specialty),  how 
much  primary  care  is  being  delivered  by  physicians,  physician 
characteristics  (age,  place/choice  of  practice  locale)  and  the 
correlations  between  these  variables.  Physician  age  is  an  im 
portant  factor  because  family  practice  is  a relatively  new  spe- 
cialty and  the  impact  of  the  residency  trained  family  physi- 
cians has  not  yet  been  measured.  Also,  older  physicians  certi- 
fied in  other  specialties  may  be  less  likely  to  render  primary 
care  than  their  younger  colleagues  in  ob/gyn,  internal  medi 
cine,  and  pediatrics  who  may  have  received  some  training  in 
primary  care  in  their  respective  residency  training  programs. 

As  health  care  services  utilization  is  at  least  a partial  ex- 
pression of  health  needs,  a patient’s  choice  of  a specialist 
other  than  a family  physician  for  primary  care  may  be  because 
of  personal  preference,  availability,  or  access  to  care.  The 
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questions  of  availability  and  access  to  care  are  vital  to  any  dis- 
cussion of  primary  care  in  particular  and  important  to  health 
care  delivery  systems  in  general.  The  very  definition  of  a 
"physician  shortage  area"  and  its  assignment  to  geographical/ 
demographic  units  has  profound  implications  for  the  health 
status  of  the  people  residing  in  those  areas.  Federal  and  state 
governments  require  reliable  data  to  plan  and  evaluate  their 
programs  to  induce  physicians  to  practice  in  designated  short- 
age areas. 

In  an  effort  to  aid  in  the  resolution  of  the  aforementioned 
questions  regarding  primary  health  care  in  N.Y.,  the  following 
project  is  proposed.  The  project’s  goal  is  to  accurately  assess 
the  availability  of  primary  health  care  in  N.Y.S.  To  reach 
that  goal,  two  specific  objectives  have  been  identified:  1)  to 

assess  the  actual  number  of  practicing  physicians  in  N.Y.S. 
and:  2)  to  assess  the  number  of  patient  contacts  that  could  be 
characterized  as  primary  care.  The  first  objective  will  be  ac- 
complished by  obtaining  a list  of  all  licensed  physicians  in 
N.Y.  To  acquire  as  comprehensive  a list  as  possible  various 
complementary  sources  will  be  used.  The  N.Y.S.  listing  of  all 
registered  M.D.s,  county  society  memberships,  N.Y.S.  Medi- 
cal Specialists  Directory,  AMA,  telephone  books,  and  Drug 
Enforcement  Admin,  are  some  of  the  sources  that  will  be  ex- 
ploited. A sample  of  this  derived  list  of  practicing  physicians 
will  be  drawn  according  to  a procedure  known  as  cluster  sam- 
pling. The  entire  state  of  N.Y.  will  be  divided  into  a number 
of  small  geographic  areas,  corresponding  to  census  tracts  or 
some  aggregate  of  census  tracts.  Each  of  these  geographic 
units  will  be  stratified  by  population  density.  A random  sam- 
ple of  geographic  units  will  then  be  selected  from  each  cell. 
All  the  physicians  in  practice  in  each  of  the  randomly  selected 
geographical  units  will  be  identified  using  the  printed  sources 
outlined  above.  This  procedure  is  expected  to  yield  a sample 
of  sufficient  size  (5%,  or  approximately  2,000  physicians)  from 
which  one  will  he  able  to  generalize  our  findings  to  the  entire 
state. 

The  physician  sample  will  be  surveyed  via  questionnaires 
administered  in  office-based  interviews.  This  method  of  data 
collection  was  selected  above  all  others  because  of:  1 ) its  abil- 
ity to  yield  more  accurate  information  about  practice  content; 
2)  the  probability  of  a higher  response  rate;  and  0)  opportuni- 
ties  to  clarify  questions  for  the  respondents,  thus  reducing 
ambiguity  of  the  answers. 

The  questionnaires  will  be  designed  to  elicit  the  following 
categories  of  data:  1)  physician  characteristics  (age,  sex, 

years  in  practice,  board  certification,  active/non-active,  area 
served);  2)  practice  characteristics  (age/sex  profile  of  patients, 
number  of  patients  seen  in  the  last  two  weeks  and  if  possible, 
how  long  these  patients  have  been  under  the  care  of  the 
present  physician,  limitations  of  practice);  and  3)  medical 
training,  undergraduate  and  residency.  It  is  anticipated  that 
much  of  this  information  could  be  obtained  from  the  physi- 
cian's secretary  or  office  assistant  with  the  more  specific  (per- 
sonal) data  reserved  for  a short  talk  with  the  physician  him/ 
herself.  In  addition  to  to  the  questionnaire,  a practice  profile 
based  on  the  office  records  from  the  two  weeks  prior  to  the  in- 
terview will  be  constructed.  Information  concerning  the 
< haracterist  i<  s of  family  physicians  will  be  supplemented  and 
clarified  by  the  use  of  data  collected  for  a previous  study  of 
N.Y.S.  family  practice  residency  graduates. 

A modified  version  of  the  Primary  Care  Checklist  developed 
by  the  Institute  of  Medicine  and  published  in  A Manpower 
Policy  for  Primary  Health  ('are,  May  will  be  utilized 

to  determine  whether  pat  ient  contacts  can  be  characterized  as 
primary  care,  and  if  so,  what  proportion  of  the  total  patient 
contacts  can  be  characterized  as  primary  care,  and  if  so,  what 
proportion  of  the  total  patient  contacts  can  be  so  classified. 
This  instrument  is  a particularly  useful  evaluation  tool  be- 
cause it  introduces  specificity  to  the  definition  of  primary 
care,  which  has  heretofore  been  missing.  The  Primary  Care 
Checklist  includes  a list  of  indicators/activities  with  which 
one  can  evaluate  a physician’s  practice  for  primary  care  deliv- 
ery My  the  Institute’s  criteria,  primary  care  has  five  essential 
attribute  accessibility,  comprehensiveness,  coordination, 


continuity,  and  accountability.  To  qualify  as  a primary  care 
provider,  a physician’s  services  must  be  available  to  patients 
at  all  times  in  some  form  and  the  patient  must  be  able  to  reach 
and  use  his/her  services.  The  health  care  provider  should  be 
the  coordinator  for  all  other  health  care  resources  for  the  pa- 
tients, have  continuous  contact  with  the  patient,  and  be  will- 
ing and  able  to  handle  the  great  majority  of  health  problems 
arising  in  the  population  served.  Specific  questions  will  be 
developed  using  the  criteria  established  in  the  checklist. 

Two  methods  will  be  employed  to  assess  non-respondents 
and  determine  their  similarity  with  respondents.  Those  phy- 
sicians who  cannot  be  reached  by  phone  to  arrange  an  inter- 
view will  be  mailed  the  questionnaire.  Physicians  who  can  be 
reached,  but  who  refuse  an  interview  will  be  asked  to  cooper- 
ate bv  completing  a mailed  questionnaire,  and  if  that  is  not 
possible,  to  participate  in  a brief  telephone  interview  so  that 
we  may  collect  the  minimal  amount  of  demographic  data  for 
comparisons. 

Seven  residency  programs  will  be  asked  to  participate  in  the 
study  as  data  collection  centers,  with  Stony  Brook  serving  as 
the  coordinating  center  for  the  project.  No  problem  is  antici- 
pated in  obtaining  this  cooperation.  Each  center  will  be  re- 
sponsible for  surveying  a total  of  300  physicians  in  the  select- 
ed geographical  units  closest  to  it.  Each  center  will  recruit  10 
medical  students  from  their  programs  to  be  trained  as  inter- 
viewers. The  medical  students’  interview  assignments  are  to 
be  part  of  a summer  work  study  project  aimed  at  acquainting 
students  with  research/field  work  activities  and  health  care 
resources  in  the  area.  Utilizing  medical  students  as  inter- 
viewers was  seen  as  beneficial  for  all  parties  concerned:  1. 

medical  students  would  have  greater  probability  of  gaining 
access  to  physician's  offices;  2.  it  would  be  a learning  experi- 
ence. Each  interviewer  will  be  randomly  assigned  approxi- 
mately 30  physicians  from  the  sample  and  he/she  will  then 
schedule  appointments  for  interviews  with  those  physicians. 
A formal  letter  describing  the  project,  requesting  cooperation, 
and  introducing  the  expected  caller/interviewer  will  be  for- 
warded in  advance  to  each  of  the  physicians  in  the  sample.  A 
project  coordinator  will  visit  each  center  three  times  during 
the  course  of  the  project.  The  first  visit  will  be  to  organize 
project  activities,  set  up  procedures  for  data  flow  to  the  coor- 
dinating center,  and  train  the  interviewers.  At  this  time,  sim- 
ulated interviews  with  the  trainees  will  be  conducted  in  the 
presence  of  the  project  coordinator  to  ensure  the  consistency 
of  the  recording  of  the  data.  Subsequent  visits  would  be 
made  to  evaluate  the  progress  of  each  center,  review  proce- 
dures, and  finalize  data  collection. 

The  research  project  will  be  conducted  according  to  the  fol- 
lowing schedule  (See  Figure  1.).  The  first  three  months  will 
be  devoted  to  hiring  the  necessary  personnel,  developing  the 
data  collection  tools,  and  obtaining  agreement  from  partici- 
pating programs.  Months  four  to  six  are  reserved  for  a pilot 
study,  during  which  time  the  methodology  will  be  refined. 
The  study  itself  will  commence  in  month  seven  and  extend  till 
the  end  of  month  twelve.  The  results  of  the  project  will  be 
published  so  that  the  data  will  be  available  lor  use  by  various 
interested  parties.  Residency  programs  will  be  able  to  use 
these  data  to  plan  their  curricula  and  take  rational  steps  to 
encourage  their  graduates  to  settle  in  physician  shortage 
areas.  The  data  will  also  be  available  and  valuable  to  legisla- 
tors who  are  in  charge  of  the  allocation  of  monies  to  primary 
health  care  programs/projects.  It  is  suggested  that  the  data 
generated  from  this  project  would  be  even  more  useful  if  col- 
lected on  a yearly  basis.  If  the  present  study  proves  success- 
ful, the  investigator  would  consider  continuing  the  study  as  an 
ongoing  summer  project.  “All  studies  of  physician-manpow- 
er requirements  up  to  the  present  have  indicated  that  inade- 
quate data  exist  to  predict  with  any  assurance  what  needs  will 
exist  one  or  two  decades  in  the  future.’’ :l 

FIGURE  1. 

recruitment  of  pilot  study  actual  study 

personnel,  etc. 

Month  13  6 7 12 
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BUDGET 


Salaries:  Project  Coordinator,  full-time  $18, 000. 00 

Computer  Programmer,  full-time  18,000.00 

Secretary,  half-time  4,000.00 

Faculty — 

Principal  Investigator,  10%  time  paid  from 

Faculty,  participating  programs,  5%  other 

time  sources 


Subtotal:  $40,000.00 

Services:  Computer  time — 15hrs,  <«  $300.00/hr.  $ 4,500.00 

Op-scan  sheet  processing  (a  $0.10/sheet, 

2,000  sheets  200.00 

Expense  account  for  7 participating 
centers  fe  $8,000.00  per  center  56,000.00 

Postage/telephone  for  follow-up  on  non- 
respondents 1,000.00 

Subtotal:  $61,700.00 

Travel:  Three  (3)  visits  per  site: 

Long-distance:  Albany,  Syracuse, 

Buffalo,  Rochester  (a  $100.00 


roundtrip  airfare  $ 1,200.00 

20  days  lodging,  (a  $50.00/day  1 ,000.00 

Short-distance:  Albert  Einstein, 

Downstate,  720  miles  fe  $0.1 7/mile, 
carfare  122.40 

Six  (6)  meals,  ta  $5. 00/meal  30.00 

Subtotal:  $ 2,352.40 

Supplies:  Paper,  <a  $2.00/ream  $ 20.00 

Op-scan  sheets,  $150.00  for  custom 
development,  and  $69.90/1,000  for 
printing  (2,000)  300.00 

Computer  tapes,  three  (3)  fe  $9. 00/each  27.00 

Photocopying  (a  $0. 05/page  200.00 

Miscellaneous  (typewriter  ribbons, 
folders,  pens)  30.00 

Subtotal:  580.00 


GRAND  TOTAL:  $104,632.40 

BUDGET  JUSTIFICATIONS: 

Project  Coordinator — needed  to  set  up  project  at  each  cen- 
ter, control  data  flow,  train  interviewers,  develop  research 
tools,  analyze  data 

Computer  Programmer — develop  efficient  coding,  scoring 
procedures  for  data,  write  programs  for  data  analysis 

Op-scan  sheets  and  processing — responses  will  be  entered 
directly  onto  op-scan  sheets  by  the  interviewer  since  this  is 
more  efficient,  increases  accuracy  of  reporting — transcription 
of  answers  into  computerized  form  is  no  longer  necessary. 
Data  can  be  put  directly  on  tape  for  storage  and  repeated 
analyses.  Answer  sheets  can  be  developed  to  suit  the  particu- 
lar types  of  questions  we  want  to  ask  without  sacrificing  effi- 
ciency, accuracy  of  scoring  and  minimizing  ambiguity  of  re- 
sponses. 

Computer  time — the  data  generated  from  the  study  can  be 
most  efficiently  analyzed  with  the  use  of  a computer.  The 
data  can  thus  be  subjected  to  repeated  statistical  analyses  and 
different  subsets  of  the  sample  population  can  be  analyzed 
concurrently.  In  addition,  should  the  project  be  conducted 
on  a yearly  basis,  data  could  be  efficiently  stored  till  a time 
when  comparisons  are  needed  between  individual  studies. 

Expense  Accounts — each  of  the  participating  centers  will 
needs  funds  to  compensate  the  interviewers  for  their  services. 
Approximately  300  interviews  will  be  conducted  by  each  cen- 
ter: with  ten  110)  interviewers  per  center,  each  individual  in- 
terviewer will  be  responsible  for  approximately  30  interviews. 
Each  interviewer  is  to  receive  $800.00  for  his  participation  in 
the  study  (equivalent  to  a summer’s  employment  for  a medi- 
cal student). 
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I^>esolution  78-31 — Pilot  Demographic  Survey  of 
Health  Care  Physicians 

Resolved,  That,  as  a first  step  toward  a demographic 
survey  of  health  care  professionals  in  New  York  State, 
the  Medical  Society  of  the  State  of  New  York  under- 
take a pilot  project  of  doing  a demographic  survey  of 
all  physicians  practicing  medicine  in  the  counties  of 
Nassau  and  Suffolk;  and  be  it  further 
Resolved,  That  this  demographic  survey  be  done  with  the 
full  cooperation  of  the  Nassau  and  Suffolk  County 
Medical  Societies  and  be  presented  in  such  a fashion 
so  as  to  make  the  information  pertinent  and  relevant 
to  the  multitude  of  health  care  delivery  problems 
being  presented  by  Federal  and  State  regulatory 
agencies  so  as  to  best  serve  the  interest  of  the  patients 
and  potential  patients  in  Nassau  and  Suffolk  counties; 
and  be  it  further 

Resolved,  That  if  this  pilot  demographic  survey  proves  to 
be  of  value,  a similar  survey  be  done  Statewide. 
Fiscal  Note:  $10,000 
ACTION:  Referred  to  council 

The  comments  of  the  Reference  Committee  on  Medical 
Services  follow: 

Your  reference  committee  was  informed  that  at  the 
most  recent  meeting  of  the  Health  Manpower  Com- 
mittee, the  minutes  of  which  have  not  yet  been  official- 
ly approved,  this  resolution  was  discussed  with  conclu- 
sions reached  that  a demographic  survey  on  a state- 
wide rather  than  on  a local  basis  was  necessary,  and 
that  the  matter  is  to  be  on  the  agenda  of  the  next  meet- 
ing following  staff  investigation  and  consultation  with 
the  Division  of  Research  and  Development  as  to  meth- 
odology. 

Your  reference  committee  is  of  the  opinion  that  a 
statewide  demographic  survey  to  determine  where 
physicians  are  located,  their  specialty,  and  their  avail- 
ability is  very  much  needed;  that  such  information 
should  be  collected,  retained  and  periodically  updated 
by  MSSNY;  and  that  utilizing  the  Society’s  computer 
and  in  cooperation  with  the  county  medical  societies 
this  function  can  be  performed  at  a reasonable  cost. 
To  be  meaningful,  the  survey  must  include  nonmem- 
bers as  well  as  our  Society’s  members. 

Your  reference  committee  recommends  referral  of 
this  resolution  through  the  Council  to  the  Health  Man- 
power Committee  with  the  charge  to  pursue  this  mat- 
ter energetically. 

At  its  meeting  on  November  28,  1978,  the  Council  re- 
ferred Resolution  78-31  to  the  Committee  on  Research  and 
Development  to  suggest  a positive  proposal  and  budget, 
and  report  back  to  the  Council  at  its  meeting  on  December 
21,  1978. 


Third  and  Fourth  District  lirnnch 

I a Ihi'  House  of  I )e legates,  Ladies  and  Gentlemen: 

I he  Executive  Committee  and  county  medical  society 
presidents  of  the  Third  District  Branch  met  early  in  t he 
year  to  formulate  plans  for  their  Annual  Meeting,  as  to 
date,  location,  and  to  set  the  agenda  for  business  to  be 
conducted. 


After  consulting  with  the  Fourth  District  Branch,  a 
combined  meeting  was  planned  and  subsequently  held  on 
September  8,  1979,  at  the  Gideon  Putnam  Hotel,  Saratoga 
Springs,  New  York. 

At  the  Annual  Meeting,  members  expressed  concern 
over  the  high  cost  of  continuing  medical  education  pro- 
grams and  lauded  the  efforts  of  the  MSSNY  and  the  AMA 
to  assist  local  groups  in  their  accreditations  to  carry  on  in 
t he  field  of  continuing  education.  It  was  also  pointed  out 
that  the  MSSNY  is  conducting  a series  of  CME  videocas- 
sette  programs  in  the  nonmetro  areas  of  New  York  State 
to  assist  its  members  in  fulfilling  their  continuing  educa- 
tional needs. 

The  future  of  the  District  Branches  was  also  brought  up 
for  discussion  and  suggestions  were  made  as  to  the  course 
of  action  to  be  taken  in  future  meetings,  which  would  best 
serve  its  members. 

It  was  also  agreed  that  the  Executive  Committee  of  the 
District  Branches  would  formulate  plans  for  delegates  of 
the  Third  and  Fourth  District  Branches  to  meet  on  a reg- 
ularly scheduled  basis  to  establish  policy  and  to  address 
itself  to  current  issues  facing  organized  medicine. 

The  following  members  were  elected  Officers  for 
1980—1981: 

THIRD  DISTRICT  BRANCH 

President Nicholas  P.  Teresi,  M.D., 

Albany 

Vice-President Thomas  D.  Pemrick,  M.D., 

Rensselaer 

Secretary-Treasurer  . . . .Frances  E.  Vosburgh,  M.D., 

Albany 

Delegate  Thomas  W.  Greenlees,  M.D., 

Schoharie 

FOURTH  DISTRICT  BRANCH 

President  Michael  J.  Lynch,  M.D., 

Washington 

Vice-President  Lawrence  B.  Eisenberg,  M.D., 

Schenectady 

Secretary-Treasurer Robert  A.  Breault,  M.D., 

Schenectady 

Delegate  Richard  A.  Hughes,  M.D., 

Warren 

It  was  also  noted  that  the  only  counties  of  the  Third  and 
Fourth  District  Branches  not  represented  at  the  Annual 
Meeting  were  Greene  and  Sullivan,  and  that  a letter  was 
sent  to  both  counties  acknowledging  their  lack  of  repre- 
sentation. 

Respectfully  submitted, 

Nicholas  P.  Teresi,  M.D., 
President,  Third  District  Branch 
Harold  J.  Luria,  M.D., 

President,  Fourth  District  Branch 


=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
M it  ty,  dr..  M.D.,  Chairman. 

We  note  that  only  three  of  the  nine  District  Branches 
submitted  an  annual  report. 

>Your  reference  committee  recommends  that  the  reports 
of  the  Second,  'Third,  and  Fourth  District  Branches  he 
filed. 

=>.  . . The  reports  of  the  Second,  Third,  and  Fourth  Dis- 
trict Branches  were  FILED.  . . 
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Ninth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  annual  meeting  of  the  Ninth  District  Branch  was 
held  on  Sunday,  September  16,  1979,  at  12:00  noon. 
Leonard  Weiss,  M.D.,  presiding. 

Robert  A.  Mayers,  M l).,  opened  the  meeting  with  a 
discussion  of  the  resolution  to  he  submitted  by  the  West- 
chester County  Medical  Society  calling  for  an  increase  in 
the  number  of  councilors  (from  one  to  two  lor  District  9). 
There  was  unanimous  support  of  this  resolution  bv  those 
attending  and  it  was  understood  that  with  an  increase 
in  Councilors,  there  would  be  no  more  than  one  delegate 
from  any  county  in  the  Ninth  District. 

A resolution  was  approved  to  recommend: 

- that  the  officers  of  the  Districts  be  placed  on  com- 
mittees of  the  Medical  Society  of  the  State  of  New 
York  (so  that  those  district  officers  will  become  fa- 
miliar writh  the  State’s  activities;  will  begin  working 
through  the  State  “system,"  and  will  become  familiar 
"faces”  and  potential  candidates  for  State  positions 
that  responsibilities  on  these  State  committees  be 
increased  where  possible 

and  that  promotion  of  the  District  Officers  to  the  next 
higher  level  (i.e.,  Treasurer  to  Secretary;  2nd  Vice- 
President  to  1st  Vice-President,  etc.)  be  related  to 
performance. 

In  this  manner,  when  a physician  has  achieved  the 
level  of  district  branch  president  or  president-elect,  fol- 
lowing his  satisfactory  service,  he  would  in  the  usual  case 
be  the  accepted  nominee  for  councilor  from  the  district. 
Such  a proposal  would  not  be  binding,  but  would  form  a 
new  basis  of  precedent. 

It  was  also  agreed  in  principle  that  no  person  should  hold 
more  than  one  significant  office  at  the  State  Society 
level. 

Allison  B.  Landolt,  M.D.,  of  Rronxville  (Westchester 
County)  is  the  new  President  of  the  Ninth  District 
Branch. 

W.  Brewster  Wolfe,  M.D.,  of  Newburgh  (Orange  County) 
was  elected  Treasurer. 

Respectfully  submitted, 

Leonard  Weiss,  M.D.,  Chairman 

=».  . . The  report  of  the  Ninth  District  Branch  teas 
FILED  by  the  House  on  Thursday.  September  20,  1979. 
without  referral  to  the  reference  committee  . . . 


I^esolution  79-16,  Demographic  Survey  of  Physi- 
cians in  New  York  State 

Introduced  by  Suffolk  County  Medical  Society 
Whereas.  The  1978  House  of  Delegates  referred  Resolution 
78-31,  “Pilot  Demographic  Survey  of  Health  Care 
Physicians,"  to  the  Council;  and 
Whereas.  The  Health  Manpower  Committee  of  the  Med- 
ical Society  of  the  State  of  New  York  has  recom- 
mended that  a demographic  survey  of  physicians 
practicing  in  New  York  State  was  desirable;  and 
Whereas,  The  1978  Reference  Committee  on  Medical 
Services  of  this  House  reported".  . . that  a statewide 
demographic  survey  to  determine  where  physicians 
are  located,  their  specialty  and  availability,  is  very 
much  needed  . . .";  and 


Whereas.  The  Medical  Society  of  the  State  of  New  York’s 
Division  of  Research  and  Planning,  in  1976,  published 
a preliminary  survey  of  the  distribution  of  physicians 
in  New  York  State;  and 

Whereas,  .Jack  Froom,  M.D.,  Professor  of  Family  Medi- 
cine, State  University  of  New  York  at  Stony  Brook, 
has  submitted  a proposal  for  a demographic  survey  of 
physicians  in  New  York  State  which  would  satisfy  the 
requirements  of  the  1978  House  of  Delegates  of 
MSSNY.  This  pilot  project  would  stay  within  the 
$10,000  fiscal  note  of  Resolution  78-31,  and  Doctor 
Froom  has  agreed  to  solicit  additional  funding  from 
outside  sources;  therefore  be  it 
Resolved,  That  the  1979  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  adopt  Reso- 
lution 78-31;  and  be  it  further 
Resolved,  That  the  demographic  survey  of  physicians  in 
New  York  State  be  started  without  further  delay,  with 
the  initiation  of  the  Pilot  Demographic  Survey  of 
Health  Care  Physicians. 

Fiscal  Note:  $10,000 


=» Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mittv.  -Jr..  M.D.,  Chairman. 

=>Your  reference  committee  recognized  the  need  for  a 
demographic  survey  of  all  physicians  in  the  New  York  State 
and  recommends  that  this  resolution  be  referred  to  the 
Council  for  referral  to  the  proper  committee. 

==».  . . The  House,  after  considerable  discussion,  voted  to 
ADOPT  Resolution  79-16  . . . 


PHYSICIANS’  HOME 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  the  course  of  a meeting  between  the  Executive  Com- 
mittee of  Physicians'  Home  and  a special  committee  of  the 
Medical  Society  of  t he  State  of  New  York,  the  suggestion 
was  made  that  the  Physicians’  Home  submit  an  annual 
summary  of  its  activities  to  the  House  of  Delegates. 

Physicians’  Home  is  a legal  entity  completely  indepen- 
dent of  the  Medical  Society  of  the  State  of  New  York. 
However,  it  provides  beneficial  aid  only  to  physicians  who 
are.  or  have  been,  members  of  MSSNY  and  to  their  de- 
pendents. The  State  Society  includes  a voluntary  as- 
sessment of  $4.00  for  Physicians’  Home  on  its  annual 
billing  for  membership  dues.  The  Society  has  also  been 
most  cooperative  with  our  efforts  to  disseminate  infor- 
mation about  the  Home  to  its  member  physicians.  The 
Auxiliary  makes  substantial  annual  contributions  and 
maintains  liaison  with  our  Board  of  Directors.  Under 
these  circumstances  a close  relationship  has  existed  be- 
tween the  MSSNY  and  Physicians'  Home  throughout  the 
years  and  the  Directors  are  pleased,  therefore,  to  submit 
the  following  summary  to  the  House  of  Delegates.  Since 
this  is  the  first  such  report,  it  seems  appropriate  to  preface 
it  with  a brief  description  of  Physicians'  Home  and  its  ac- 
tivities. 

Physicians'  Home  is  a charitable  fund,  organized  in  1919 
under  the  Membership  Corporation  Law  of  the  State  of 
New  York.  It  has  functioned  continuously  since  that  date. 
It  is  administered  by  a president  who  is  elected  annually, 
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an  Executive  Committee,  a Board  of  25  physicians  (one 
third  of  whom  are  elected  annually  for  three  year  terms), 
a legal  counsel,  a managing  director,  and  Manufacturers 
Hanover  Trust  Company,  who  supervise  the  investment 
of  all  funds  with  the  approval  of  the  trustees. 

Physicians’  Home  is  not  a physical  home,  but  a fund 
which  gives  financial  aid  to  needy  indigent  physicians  and 
their  wives,  widows,  and  dependent  children.  Eligibility 
depends  on  the  financial  situation  of  the  applicant.  Ap- 
plication for  aid  may  be  made  by  any  physician,  a member 
of  his  family,  the  county  medical  society  of  which  he  has 
been  a member,  or  any  person  who  knows  of  his  need  for 
help.  Upon  receipt  of  an  application,  a social  worker  in- 
terviews the  applicant,  gathers  the  necessary  information, 
reviews  the  applicant’s  budget  and  submits  a complete 
report,  with  a recommendation  to  the  Executive  Com- 
mittee. The  Executive  Committee  or  the  Board  takes  final 
action  and  determines  the  amount  of  assistance  required. 
A check  is  then  sent  to  the  “Guest”  on  the  first  of  each 
month,  as  long  as  the  need  exists.  Beneficial  aid  is  re- 
viewed periodically  and  adjusted  to  allow  for  increases  in 
the  cost  of  living.  If  the  beneficiary’s  circumstances  im- 
prove and  he  becomes  financially  independent,  our  fi- 
nancial assistance  ceases.  Several  beneficiaries  have  re- 
turned to  the  organization  the  amount  of  money,  in  whole 
or  in  part,  which  they  have  received  during  their  life- 
time. 

Physicians’  Home  funds  come  from  various  sources. 

(1)  Through  direct  appeals  to  all  members  of  the 
Medical  Society  of  the  State  of  New  York  soliciting 
an  annual  membership  contribution  of  $25  or 
more. 

(2)  From  the  State  Society’s  Voluntary  Assessment. 

(3)  Contributions  made  by  the  Auxiliary. 

(4)  Funds  are  derived  also,  from  time  to  time,  from 
legacies  and  special  gifts,  all  of  which  are  invested 
under  the  supervision  of  the  Trustees,  and  the  in- 
come from  that  source  is  used  for  the  purposes  of 
the  organization.  The  Trustees  created  a general 
reserve,  from  which  money  can  be  drawn  to  meet 
annual  operating  deficits  in  years  when  income 
does  not  equal  the  cost  of  beneficiary  aid  and  ad- 
ministrative expenses. 

Physicians’  Home  assists  from  85  to  100  individuals  at 
any  one  time.  This  reflects  the  need  for  beneficial  aid  since 
the  Home  has  never  had  to  deny  an  eligible  applicant.  On 
twf)  occasions  the  directors  tried  to  establish  a physical 
home,  once  in  upper  New  York  State  and  again  on  Long 
Island,  hut  overhead  expenses  were  so  costly,  and  so  few 
applicants  were  willing  to  enter  an  institution  that  since 
1936  the  organization  has  functioned  in  the  manner  de- 
scribed (by  giving  monthly  checks  to  needy,  eligible  per- 
sons), permitting  them  to  live  in  dignity  and  security  in 
places  of  their  own  choosing,  in  familiar  surroundings 
among  friends  or  with  members  of  their  families. 

Administrative  expenses  are  kept  to  a minimum.  There 
is  only  one  paid  employee  who  manages  the  office.  Social 
service,  account  ing,  legal,  and  investment  advisory  services 
are  paid  for  on  a free  basis.  The  Officers,  Directors,  and 
Trustees  receive  no  reimbursement  for  their  services  or 
expenses. 

The  following  tabulations  will  serve  to  indicate  the  ex- 
tent of  the  beneficial  aid  provided  by  Physicians’  Home. 


Fiscal  Year  10-1-77  Through  9-30-78 


Income 

Beneficial 

Membership  Voluntary 
Contri-  Assess- 

Aid 

butions  ments  Auxiliary 

Total 

$153,873 

$91,920  $21,997  $7,758 

Beneficiaries  for  the  year  — 85 

$121,675 

For  First  10  Months  of  Fiscal  Year  1979 

10-1-78  Through  7-31-79 

Income 

Beneficial 

Membership  Voluntary 
Contri-  Assess- 

Aid 

butions  ments  Auxiliary 

Total 

$134,746 

$64,171  $22,198  $5,675 

$92,044 

This  final  table  may  be  of  interest  to  the  Reference 
Committee  and  the  House  of  Delegates  as  it  indicates  the 
magnitude  of  the  aid  Physicians’  Home  has  been  able  to 
offer  and  the  contributing  nature  of  the  need. 


Ten  Year  Period  — October  1,  1969  Through  July  31,  1979 


Beneficial  Aid 

Counties  Contributing  Number  of 

To  Voluntary  Assessment  Beneficiary  Years 

Total  Beneficial 
Aid 

25 

970 

Income 

$1,616,907 

Membership 

Voluntary 

Contributions 

Assessments  Auxiliary 

Total 

$723,699 

$264,437  $52,337 

$1,040,473 

Over  the  ten  year  period,  and  in  any  given  year,  admin- 
istrative costs  and  the  excess  of  beneficial  aid  over  dona- 
tions are  defrayed  from  investment  income. 

Physicians’  Home  welcomes  the  opportunity  to  present 
this  report  to  the  House  of  Delegates  and  will  appreciate 
whatever  assistance  the  delegates  can  give  us  in  “spreading 
the  word”  about  the  plight  of  indigent  physicians  and  their 
families  and  the  need  for  increasing  financial  support  in 
these  inflationary  times. 


Respectfully  submitted, 
Executive  Committee 
Physicians’  Home 

=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  annual  report 
of  the  Physicians’  Home.  During  the  discussion  Dr. 
Hinder  suggested  that  the  Physicians’  Home  would  wel- 
come nominations  for  additional  members  for  the  Board 
of  Trustees  of  the  Physicians’  Home. 

The  reference  committee  strongly  urges  that  all  mem- 
bers of  the  Society  support  the  Physicians’  Home  in  its 
exemplary  work. 

3 Your  reference  committee  recommends  that  the  report 
of  the  Physicians’  Home  be  filed. 

=».  . . The  report  of  the  Physicians’  Home  was  FILED 
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AD  HOC  COMMITTEE  TO  REVIEW  THE 
PHYSICIANS’  HOME,  INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Review  the 
Physicians’  Home,  Inc.,  are  as  follows: 

Joseph  F.  Shanaphy,  M.D.,  Chairman  ....  Richmond 

John  A.  Finkbeiner,  M.D New  York 

Robert  A.  Mayers,  M.D Westchester 

The  Ad  Hoc  Committee  to  Review  the  Physicians’ 
Home,  Inc.,  was  appointed  by  George  T.  C.  Way,  M.D., 
President,  on  April  3,  1979. 

The  committee  was  charged  with  the  responsibility  of 
fully  investigating  the  circumstances  embodied  in  a letter 
dated  March  20,  1979,  from  Thomas  E.  Cardillo,  Executive 
Director,  Medical  Society  County  of  Monroe,  Inc.,  con- 
cerning the  operation  of  the  Physicians'  Home  and  spe- 
cifically into  the  application  of  Mrs.  J.  Merrel  Parker,  for 
assistance.  The  committee  met  with  the  president  and 
trustees  of  the  Physicians’  Home  on  Thursday,  June  7, 
1979,  at  the  Physicians’  Home,  Inc.,  420  Lexington  Avenue, 
New  York,  N.Y.  10017.  Also  present,  J.  Richard  Burns, 
J.D.,  General  Counsel,  Medical  Society  of  the  State  of  New 
York. 

To  immediately  correct  several  widespread  miscon- 
ceptions: 

1.  The  Physicians'  Home  is  not  a physical  home  but 
a charitable  fund;  organized  in  1919  under  the 
Membership  Group  Law  of  the  State  of  New 
York. 

2.  The  Physicians’  Home  was  not  established  by 
MSSNY,  but  by  a group  of  charitable  physicians  in 
response  to  their  discovery  that  one  of  their  col- 
leagues was  residing  in  the  New  York  City  Alms 
House. 

3.  MSSNY  has  no  control,  authority,  or  relationship 
to  the  Physicians'  Home,  except  that  it  solicits  vol- 
untary contributions  from  its  members  for  the 
Physicians’  Home.  More  on  this  will  be  detailed 
later.  However,  beneficial  aid  is  extended  only  to 
those  physicians  (their  wives  or  widows  and  needy 
children)  who  are  citizens  of  the  United  States, 
practice  medicine  in  New  York  State,  and  who  have 
been  a member  of  MSSNY  for  a minimum  of  ten 
(10)  consecutive  years. 

In  regard  to  the  specific  complaint  concerning  Mrs.  J. 
Merrel  Parker: 

(a)  A letter  dated  July  15, 1978,  was  written  by  Mrs. 
Parker  to  the  Physicians’  Home  requesting  as- 
sistance. Her  husband,  J.  Merrel  Parker,  M.D., 
a pediatrician  in  solo  private  practice  in 
Rochester  for  fifty  years,  had  been  partially  in- 
valided by  a stroke  in  1968  and  completely  in- 
valided by  a severe  stroke  in  April.  1975,  w'ith 
progressive  disability.  Unfortunately,  through 
an  administrative  error,  this  letter  was  never 
acknowledged. 

(b)  On  October  30,  1978,  Mrs.  Parker  wrote  a second 
letter  to  the  Physicians’  Home  requesting  action 
on  her  previous  letter  and  on  November  22, 1978, 
a letter  to  Dr.  Cardillo  stated  that  she  had  not 
received  a reply  to  either  of  her  previous  letters 
to  Physicians’  Home,  that  she  had  been  denied 
Medicaid  assistance,  that  she  had  been  denied 
Medicare  reimbursement  for  certain  expenses, 


and  that  Dr.  Parker  was  on  a waiting  list  for  a 
Veterans  Hospital. 

(c)  On  November  28,  1978,  the  Physicians’  Home 
finally  acknowledged  Mrs.  Parker’s  letter  and 
sent  her  their  “application  for  financial  aid.” 
This  application  was  returned  to  t he  Physicians’ 
Home  by  Mrs.  Parker  in  a letter  dated  December 
2,  1978.  However,  this  letter  was  misaddressed 
and  returned  to  Mrs.  Parker  on  December  13th 
and  again  on  December  14,  1978. 

(d)  Dr.  Parker  died  on  December  12,  1978. 

(e)  At  the  January,  1979,  meeting,  the  Executive 
Committee  of  Physicians’  Home  determined,  on 
the  basis  of  the  financial  data  submitted  by  Mrs. 
Parker,  that  the  size  of  her  fluid  assets  precluded 
her  from  receiving  assistance.  She  was  so  noti- 
fied by  a letter  dated  January  29,  1979. 

The  conclusions: 

1.  It  was  the  unanimous  opinion  of  the  committee  that, 
other  than  the  administrative  error  and  delay  in 
processing  this  claim,  the  Physicians’  Home  had 
acted  properly,  for  Mrs.  Parker  did  possess  consid- 
erable assets  in  bank  accounts  and  common  stocks. 
While  each  application  is  judged  on  its  own  indi- 
vidual merit,  the  availability  of  liquid  assets  rather 
than  income  or  total  worth  is  the  usual  determinant 
in  granting  assistance. 

2.  Your  committee  notes  that  the  wives  or  widows  of 
our  members,  even  discounting  the  emotional  tur- 
moil, are  often  poorly  prepared  to  cope  with  their 
financial  problems.  The  General  Counsel  of 
MSSNY  has  prepared  a booklet  of  suggestions  to 
assist  them  in  this  problem.  The  availability  of  this 
booklet  entitled  " When  the  Doctor  Dies”  should  be 
made  known  to  all  county  societies  and  their  exec- 
utives and  to  the  membership — perhaps  through  the 
News  of  New  York.  This  is  certainly  a worthwhile 
membership  benefit. 

3.  The  Physicians’  Home  needs  greater  support  and 
understanding  of  its  purpose,  operation,  and  function 
by  MSSNY,  its  component  county  societies,  and 
particularly  its  membership.  While  the  Board  of 
Directors  and  particularly  the  Trustees  and  the 
Executive  Committee  of  the  Physicians’  Home  have 
by  prudent  and  diligent  care  kept  the  Physicians’ 
Home  functioning  with  the  desired  low  profile  for 
the  past  few  years,  its  program  services  have  ex- 
ceeded its  contributions.  Although  a line  item  on 
the  MSSNY  and  component  county  societies  dues 
billing  contains  a voluntary  contribution  for  the 
Physicians’  Home,  only  about  20%  of  our  member- 
ship make  this  small  contribution.  Two  mailings 
to  the  membership  of  MSSNY  by  the  Physicians’ 
Home  raises  additional  funds.  The  Auxiliary  to 
MSSNY  consistently  have  donated  most  generously 
to  Physicians’  Home.  However,  in  1978  the  deficit 
was  $62,195.  Obviously  the  Physicians’  Home 
cannot  continue  its  sound  financial  management 
and  its  beneficial  assistance  without  more  sub- 
stantial support  from  the  membership  of  MSSNY. 
Your  committee  suggests: 
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1.  Periodic  articles  concerning  the  Physicians’  Home 
be  published  in  the  Journal. 

2.  Periodic  items  concerning  the  Physicians'  Home 
appear  in  the  News  of  New  York. 

3.  The  officers  and  field  representatives  of  MSSNY 
continuously  stress  the  Physicians’  Home  to  the 
membership. 

4.  In  addition  to  the  report  from  the  president  of 
Physicians’  Home  to  the  House  of  Delegates  at  the 
annual  meeting  of  MSSNY,  a report  from  the 
Physicians’  Home  should  be  received  by  the 
House  of  Delegates,  referred  to  and  reported  by 
an  appropriate  reference  committee. 

5.  Often  indigent  physicians,  their  wives  or  widows 
and  dependent  children,  do  not  know  or  are  re- 
luctant to  seek  assistance  from  the  Physicians’ 
Home. 

The  confidentiality  and  low  profile  that  the  Physi 
cians’  Home  has  established  must  be  maintained. 

The  Council  at  its  meeting  on  June  21,  1979,  approved 
the  report  of  the  committee  and  the  suggestions  contained 
therein. 

Respect  fully  submitt ed . 

Joseph  F.  Shanaphy,  Ml).,  Chairman 

=>Rcport  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  K 
Mitty,  Jr.,  M.D.,  Chairman 

Your  reference  committee  has  reviewed  the  report  of  the 
Ad  Hoc  Committee  to  Review  the  Physicians'  Home  and 
supports  its  request  for  increased  publicity  both  to  member 
physicians  and  their  families. 

=>Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Review  the  Physicians’  Home, 
Inc.,  be  filed. 

=>.  . . The  report  of  the  Ad  Hoc  Committee  to  Review  the 
Physicians'  Home,  Inc.,  was  FILED  . . . 


RESUME  OE  INSTRUCTIONS  EROM  THE 
1978  HOUSE  OE  DELEGATES  AND  ACTIONS 
THEREON  BY  THE  COUNCIL,  BOARD  OF 
TRUSTEES,  EXECUTIVE  COMMITTEE, 
OFFICERS,  COUNCIL  COMMITTEES,  AND 
GO VERN MENTAL  AGENCIES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen:* 

Alcoholism  Disability  Insurance  Coverage  for 
Physicians  (page  552).  The  House  adopted  the  recom- 
mendation of  the  reference  committee  on  Public  Health 
and  Education  that  county  medical  societies  be  urged  to 
offer  adequate  coverage  in  their  insurance  programs  for 
their  physicians  who  art  admitted  to  hospitals  for  treat 
ment  of  alcoholism,  and  adequate  disability  coverage  for 
physicians  who  may  wish  to  seek  treat  ment  for  alcoholism. 
A letter  was  sent  to  county  medical  societies  on  November 
f 5,  1 978,  advising  t hem  of  I he  direct  ive  of  the  House. 

On  I Jecember  7,  1 978,  the  Monroe  ( ’ounty  Medical  So 
ciety  informed  MSSNY  that  the  Monroe  County  Medical 
Society  offers  basic  Mine  ( rnss,  bade  Pine  Shield  and  Blue 
Million  Major  Medical,  and  the  group  health  policy  does 
cover  physicians  admitted  to  hospitals  for  alcoholism. 


At  its  meeting  on  April  26,  1979,  the  Council  approved 
a recommendation  of  the  committee  on  alcoholism  that 
another  survey  be  conducted  of  the  county  medical  so- 
cieties to  inquire  what  has  been  done  to  set  up  insurance 
coverage  for  the  treatment  of  alcoholism. 

AM  A — Report  on  Actions  of  New  York  Delegation. 
The  actions  of  the  AMA  House  of  Delegates  at  the  Con- 
vention in  Chicago  December  3-6,  1978,  on  resolutions 
introduced  by  the  New  York  Delegation  were  reported  in 
the  “ News  of  New  York " on  January  1,  1979. 

The  following  resolutions  were  forwarded  to  the  AMA 
as  requested  by  the  House:  Resolution  78-36,  “The  Re- 
duction by  Part  R Medicare  Carriers  of  the  Usual  and 
Customary  Fees  of  Private  and  Nun-Salaried  Physicians 
When  Their  Patients  are  Admitted  to  the  'Teaching 
Service,'  " (page  619-620);  78-56,  “ Identification  of  Unit 
Medications  (pills,  capsules,  etc.)  by  a Uniform  National 
Drug  Code  Number,"  (page  653);  78-59,  Cost  Containment 
and  Hospital  Efficiency  as  a Function  of  the  Hospital 
Medical  Staff,"  (page  613);  78-60,  “ Medical  Malpractice 
Insurance  Coverage  as  a Mandatory  Requirement  fur 
Hospital  Medical  Staff  Appointment,"  (page  593);  and 
78-62,  “ Hospital  Regulations  and  Cost  Containment,” 
(page  613). 

Actions  taken  by  the  AMA  House  of  Delegates  on  the 
resolutions  introduced  by  the  New  York  Delegation  are 
included  in  the  annual  and  supplemental  reports  of  the 
New  York  Delegation  to  the  AMA. 

Also  forwarded  to  the  AMA  was  a resolution  entitled 
“Public  Forum  on  Government  in  America"  — Resolution 
80(  1-78)  which  requested  the  AMA  to  explore  the  wisdom 
of  having  a public  forum  on  government  in  America.  The 
House  of  Delegates  of  the  American  Medical  Association 
adopted  a substitute  resolution  for  Resolution  80(1-78),  the 
resolved  portion  of  which  reads  as  follows: 

Resolved,  That  the  leaders  of  the  American  Medical  As- 
sociation— together  with  responsible  and  concerned 
leaders  of  the  legal  profession,  the  press,  business  and 
appropriate  other  groups — conduct  a public  forum  to 
address  the  role  of  excessive  government  regulation 
and  its  deleterious  effect  on  the  American  people;  and 
be  it  further 

Resolved,  That  as  a product  of  the  public  forum,  the  AMA, 
in  cooperation  with  other  interested  groups,  seek  to 
develop  a strategy  to  minimize  government  regula- 
tion. 

The  Council  at  its  meeting  on  June  8,  1978,  approved  the 
recommendation  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  that  a resolution  concerning  “ Reha- 
bilitation Services  in  Skilled  Nursing  Facilities " be  pre- 
sented to  the  AMA  for  consideration  at  the  interim  meeting 
in  December,  1978.  Resolution,  75(1-78),  was  not  adopted 
by  the  AMA. 

Automobile  Child  Restraint  System  Usage  Law 

(page  654).  Resolution  78-61,  “ Automobile  Child  Re- 
straint System  Usage  Laic"  was  adopted  by  the  House. 
The  resolved  portion  of  this  resolution  called  upon  MSSNY 
to  encourage  and  support  Senator  John  Caemmerer  and 
his  staff  in  their  efforts  to  enact  an  automobile  child  re- 
straint system  usage  law.  On  November  20,  1978,  a letter 
was  written  to  Senator  Caemmerer  and  the  Chairman  of 


* Pages  referred  to  are  from  the  Minutes  ol  (he  1978  Annual 
Meet  ing  of  I he  House  of  I )elegates,  as  published  in  ( he  New  York 
State  Journal  of  Medicine  for  March,  1979,  vol.  79,  no  I.  pages 
115  -670. 
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the  Committee  on  State  Legislation  informing  t hem  of  the 
House  action. 

A letter  was  received  on  December  4,  1978,  from  Senator 
Caemmerer  thanking  MSSNY  for  its  support  and  stating 
that  at  the  present  time  his  staff  is  analyzing  the  various 
proposals  on  this  issue  to  determine  the  most  effective 
legislative  remedy. 

The  Committee  on  State  Legislation  in  its  annual  report 
to  the  House  of  Delegates,  reported  that  S.2623-A,  has  been 
introduced  by  Senator  Caemmerer  and  passed  the 
Senate. 

Brain  Death  Legislation  (pages  649-650).  Resolution 

78- 24,  “ Brain  Death  Legislation"  which  requested  that 
MSSNY  urge  the  Legislature  of  the  State  of  New  York  to 
enact  legislation  wherein  the  legal  definition  of  death  in- 
cludes brain  death  as  defined  by  accepted  criteria  such  as 
those  formulated  by  the  Ad  Hoc  Committee  of  the  Harvard 
Medical  School,  was  adopted  by  the  House.  On  November 
20,  1978,  the  resolution  was  referred  to  the  Committee  on 
State  Legislation. 

The  Committee  on  State  Legislation  in  its  annual  report, 

79- D,  reported  that  legislation  which  would  provide  for 
such  a definition  had,  in  previous  sessions,  also  included 
unnecessary  restrictions  on  the  pronouncement  of  death. 
Legislation  which  was  introduced  in  the  latter  part  of  the 
1979  legislative  session,  A.7104-A  (M.  of  A.  Tallon),  ap- 
pears to  satisfy  the  purpose  of  the  above  resolution  and  will 
be  supported. 

Bylaws,  Amendments  Adopted  (pages  464-465, 469). 
The  House  voted  to  adopt,  as  amended  by  the  House 
Committee  on  Bylaws,  resolution  76-56,  “ Eligibility  Re- 
quirements for  Life  Membership  Status,"  amending  Ar- 
ticle II,  Section  1,  paragraph  6 of  the  Bylaws.  Although 
the  change  in  Bylaws  became  effective  immediately,  the 
Council  at  its  meeting  on  November  30,  1978,  deliberated 
on  the  interpretation  of  the  Bylaw  change  as  it  applies  to 
members  who  qualified  in  1978.  The  Council  approved 
the  recommendation  that  a limited  grandfather  clause  be 
approved,  (the  outside  limits  to  be  determined  by  admin- 
istration) allowing  those  physicians  who  are  in  the  process 
of  applying  for  life  membership  status,  even  though  they 
have  not  reached  the  age  of  seventy-five,  some  leeway  to 
become  life  members  under  the  old  rule.  A letter  to  that 
effect  was  written  to  the  county  medical  societies  on  Jan- 
uary 4,  1979. 

The  House  adopted,  as  amended  by  the  House  Com- 
mittee on  Bylaws,  Resolution  77-58,  “ Student  Represen- 
tation in  the  House  of  Delegates ,”  amending  Article  III, 
Section  1,  paragraph  8 of  the  Bylaws. 

These  amendments  have  been  incorporated  in  the  1978 
Bylaws,  published  on  pages  117  to  136  of  the  January,  1979, 
issue  of  the  New  York  State  Journal  of  Medicine. 

Bylaws,  Amendments  Proposed  (pages  655-658). 
Resolution  78-1,  “ Direct  Election  of  Councilors  by  District 
Branches,"  78-2,  “ Annual  Remuneration  for  President 
and  President-Elect  of  MSSNY,"  78-3,  “ Lowering  of  Dues 
and  Assessments  Levied  for  Active  Members  of  the 
Medical  Society  of  the  State  of  New  York  in  Residency 
Training,"  78-4,  “ Nominations  of  Candidates  for  Elective 
Offices  of  the  Medical  Society  of  the  State  of  New  York,  ” 
78-5,  “ Further  Clarification  of  the  Function  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,"  78-7, 
“ Retirement ,”  78-8,  “ Election  of  Councilors  of  the  Medical 
Society  of  the  State  of  New  York  by  Districts,”  78-9, 
“ AMA  Membership  Requirements  for  Delegates  to  the 
Medical  Society  of  the  State  of  New  York,"  and  78-10 


“ Interspecialty  Committee  to  be  Represented  as  a Voting 
Member  of  the  Council " are  under  consideration  by  the 
House  Committee  on  Bylaws. 

Bylaws,  Amendments  Referred  Back  to  the  House 
Committee  on  Bylaws  (pages  465-466).  The  House  re- 
ferred the  following  resolutions  back  to  the  House  Com- 
mittee on  Bylaws:  Resolution  77-5,  “ Requirement  of  Li- 
censure for  Membership  in  the  Medical  Society  of  the 
State  of  New  York ” and  Resolution  76-6  "Requirement 
of  New  York  State  Licensure  for  Membership  in  the 
Medical  Society  of  the  State  of  New  York. ” These  reso- 
lutions  are  under  consideration  by  the  House  Committee 
on  Bylaws. 

Bylaws,  Reference  Committee  (page  658).  Since  the 
House  of  Delegates  had  not  taken  action  on  Resolution 
78-6,  “ Appointment  of  a Reference  Committee  on  By- 
laws," this  resolution  was  presented  to  the  Council  for 
consideration  at  its  meeting  on  November  30,  1978.  It  was 
determined  that  a change  in  the  Bylaws  was  not  required. 
The  Council  accepted  an  editorial  change  submitted  by  the 
introducer  of  the  resolution,  and  approved  Resolution  78-6 
with  the  accepted  editorial  change.  The  resolved  portion 
of  Resolution  78-6  now  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  appoint  a reference  committee  on  Bylaws  which 
would  function  as  provided  by  Article  X,  Section  1, 
“ Reference  Committees,"  and  to  which  all  resolutions 
concerning  amendments  to  the  MSSNY  Bylaws  shall 
be  referred.  The  reference  committee  report  would 
be  submitted  to  the  House  of  Delegates  in  the  usual 
manner,  and  shall  be  referred  to  the  House  Committee 
on  Bylaws  for  subsequent  action  by  that  Committee 
as  provided  in  Article  X,  Section  2,  “ Committee  on 
Bylaws." 

Certificate  of  Need  (page  616).  The  House  adopted, 
as  amended  by  the  reference  committee,  Resolution  78-34, 
“ Certificate  of  Need  Requirement  ” which  calls  on  MSSNY 
to  adopt  the  policy  that  no  Certificate  of  Need  relative  to 
the  private  physician’s  office  shall  be  required.  This  res- 
olution was  forwarded  to  the  Committee  on  State  Legis- 
lation, as  well  as  the  Committee  on  Federal  Legislation  on 
November  20,  1978,  and  April  6,  1979,  for  information  and 
guidance. 

The  Committee  on  Federal  Legislation  in  its  annual 
report  to  the  House  of  Delegates,  reported  that  the  House 
Interstate  and  Foreign  Commerce  Committee  reported  a 
Health  Planning  Proposal  after  soundly  defeating  an  effort 
to  extend  Certificate  of  Need  provisions  to  cover  physi- 
cians’ offices.  The  Committee  on  Federal  Legislation  will 
continue  to  keep  a close  watch  on  future  developments  in 
this  area. 

In  its  annual  report  to  the  House  of  Delegates,  the 
Committee  on  State  Legislation  reported  that  no  such 
legislation  has  yet  been  introduced  into  the  New  York  State 
Legislature.  The  Committee  on  State  Legislation  has 
opposed  such  legislation  in  the  past  and  will  continue  to 
do  so  should  such  legislation  be  introduced. 

Charter  Bus  Lines  — Responsibility  of  { page  651). 
Resolution  78-27,  “ Responsibility  of  Charter  Bus  Lines 
for  Discharge  of  Passengers ” was  adopted  by  the  House 
and  referred  to  the  Council  for  referral  to  the  proper 
committee.  The  resolved  portion  reads  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  the  New  York  State  Legislature  to  enact 
legislation,  in  the  interest  of  public  health  and  safety, 
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placing  responsibility  upon  the  operators  of  charter 
bus  lines  for  notification  of  involved  officials — police, 
parks  departments,  and  public  health  authorities,  in 
order  to  assure  adequate  facilities  for  the  accommo- 
dation of  large  numbers  of  chartered  bus  passengers 
transported  to,  and  concentrated  in  local  areas,  as  well 
as  the  responsibility  for  the  selection  of  the  location 
for  loading  and  discharge  of  passengers  to  an  area. 

The  Council  on  November  30,  1978,  referred  this  reso- 
lution to  the  Committee  on  State  Legislation. 

On  March  22,  1979,  the  Council  approved  the  recom- 
mendation of  the  Committee  on  State  Legislation  that  this 
resolution  is  primarily  a matter  of  public  safety,  rather  than 
public  health,  and  that  the  proper  support  for  this  proposal 
can  best  be  generated  through  the  coordinating  efforts  of 
the  Senate  and  Assembly  Transportation  Committees.  On 
April  10,  1979,  a communication  was  sent  to  Senator  John 
D.  Caemmerer  and  Assemblyman  Vincent  J.  Graber,  with 
the  recommendation  that  they  seek  an  appropriate  reso- 
lution of  this  problem. 

Child  Abuse  (page  555).  The  House  referred  the  an- 
nual report  of  the  Committee  on  Child  Abuse  back  to  the 
committee  urging  further  efforts  in  the  study  of  this  dis- 
ease. 

In  its  report  to  the  Council  on  December  21,  1978,  the 
Committee  on  Child  Abuse  recommended  that  there  is  a 
need  to  publicize  and  circulate  information  on  the  subject 
of  child  abuse  to  dentists,  both  in  private  practice  and  in 
clinics,  to  sensitize  them  to  be  aware  of  the  problem,  to 
recognize  cases,  and  to  report  them  through  the  proper 
channels.  The  Council  approved  the  recommendation 
that  the  Dental  Society  of  the  State  of  New  York  be  in- 
formed informally  of  the  recommendation  of  the  Com- 
mittee on  Child  Abuse. 

The  Committee  on  Child  Abuse  informed  the  Council 
at  its  meeting  on  April  26,  1979,  that  the  ninth  edition  of 
the  “International  Classification  of  Diseases”  includes  a 
new  disease  classification  “Child  Maltreatment  Syn- 
drome.” 

The  committee  consulted  with  J.  Richard  Burns,  J.D., 
General  Counsel,  regarding  the  Child  Protective  Services 
Act  of  1973,  Section  416  entitled  “Obligations  of  Persons 
Required  to  Report.  ’’  It  is  the  opinion  of  General  Counsel 
that  the  section  mandates  the  taking  of  photographs  of 
areas  of  trauma  visible  on  a child  who  is  subject  to  a report. 
The  Council  approved  the  recommendation  of  the  com- 
mittee that  MSSNY  send  a reminder  to  hospitals  of  the 
above  Section  416  of  the  Social  Services  Law,  and  on  May 
23,  1979,  an  Ad  Rem  Bulletin  was  sent  to  hospitals  re- 
minding them  of  Section  416  of  the  Social  Services  Law. 

Committee  Structure  (MSSNY)  — Reorientation 

(page  540).  The  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous  concurred  with 
the  recommendation  of  the  Committee  on  Research  and 
Development  that  the  total  committee  structure  should 
be  a project-oriented  structure  rather  than  a subject-ori- 
ented structure,  and  recommended  that  the  Council  con- 
sider this  reorientation  of  committees.  The  House 
adopted  this  recommendation,  and  the  Council  on  No- 
vember 30,  1978,  referred  the  Project-Oriented  Committee 
Structure  Review  back  to  the  Committee  on  Research  and 
Development  for  further  study. 

Continuing  Medical  Education 

Invitation  to  Nonmkmbers  to  Join  the  Society  (page 


557).  The  House  adopted  the  annual  report  of  the  Committee  on 
Continuing  Medical  Education  and  the  recommendation  of  the 
Reference  Committee  on  Public  Health  and  Education  that  when 
bills  for  Continuing  Medical  Education  recording  services  are  sent 
to  nonmembers,  that  they  be  invited  to  join  the  Society.  On 
November  20,  1978,  a memorandum  was  sent  to  the  Director  of 
the  Division  of  Computer  Systems  and  Services  informing  him  of 
the  directive  of  the  House. 

“Continuing  Medical  Education  Curriculum  of  Ac- 
credited Courses  Directed  Primarily  to  Physicians,” 
Resolution  78-15,  (page  574)  which  calls  on  MSSNY  to  take  ap- 
propriate steps  to  insure  that  accredited  courses  in  Continuing 
Medical  Education  have  a curriculum  directed  primarily  to  phy- 
sicians, and  that  the  program  be  primarily  for  physicians,  was 
adopted  by  the  House  of  Delegates.  On  November  20,  1978,  a 
letter  was  directed  to  the  Chairman  of  the  Committee  on  Con- 
tinuing Medical  Education  informing  him  of  the  action  of  the 
House. 

The  Committee  on  Continuing  Medical  Education  in  its  annual 
report  to  the  House  of  Delegates,  reported  that  the  committee, 
insofar  as  possible  insured  that  accredited  courses  in  CME  have 
a curriculum  directed  primarily  to  physicians,  and  that  the  pro- 
grams be  primarily  for  physicians. 

“Cost  of  Continuing  Medical  Education,”  Resolution 
78-16,  (pages  574-575)  was  referred  by  the  House  to  the  Council 
for  further  evaluation  and  appropriate  action.  The  resolved 
portion  of  this  resolution  calls  on  the  Society  to  adopt  the  policy 
that  the  cost  of  tuition  of  a continuing  medical  education  program 
should  reflect  the  cost  of  operating  the  program,  and  a uniform 
tuition  fee  should  be  established  for  all  participants. 

“Objections  to  Rising  Costs  of  Continuing  Medical 
EDUCATION,”  Resolution  78-13,  (pages  573-574)  was  amended 
by  the  House  and  referred  to  the  Council  for  further  evaluation 
and  appropriate  action.  The  resolved  portions  of  amended  Res- 
olution 78-13  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York,  in  keeping  with  the  spirit  and  principles  of  the 
medical  profession  utilize  all  its  resources  to  make 
possible  the  continuing  education  programs  and 
seminars  to  be  offered  and  conducted  by  members  of 
the  profession  at  minimal  or  no  cost  in  accordance  with 
ethical  principles  of  the  medical  profession  which 
encourage  the  free  exchange  of  medical  knowledge  and 
skill  among  colleagues;  and  be  it  further 
Resolved,  That  the  Continuing  Medical  Education 
Committee  of  the  Medical  Society  of  the  State  of  New 
York  develop  specific  mechanisms  that  would  limit 
the  cost  of  CME  programs  to  individual  physicians. 

The  Council  at  its  meeting  on  November  30,  1978,  re- 
ferred Resolution  78-13  and  Resolution  78-16  to  the 
Committee  on  Continuing  Medical  Education  for  evalua- 
tion and  formation  of  policy  and  report  hack  to  the  Council, 
and  referral  of  this  policy  to  the  American  Medical  Asso- 
ciation at  the  annual  meeting  of  the  AME  on  July  22-26, 
1979. 

The  New  York  Delegation  had  introduced  a resolution 
to  this  effect  at  the  annual  meeting  of  the  AMA  in  June  of 
1978,  “ Cost  Control  Within  Continuing  Medical  Educa- 
tion" 53( A-78),  which  was  amended  and  adopted  by  the 
AMA  House  (page  526). 

Cost  Containment 

“Cost  Containment  and  Hospital  Efficiency  as  a 
Function  of  the  Hospital  Medical  Staff,”  Resolution 
78-59  (page  613),  was  amended  and  adopted  by  t he  House.  Res- 
olution 78-59  calls  on  the  Society  to  ( 1 ) urge  that  (he  appointment 
and  function  of  an  ad  hoc  committee  of  the  hospital  medical  stall 
designated  as  the  Hospital  Professional  Efficiency  Committee 
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henceforth  he  a requirement  of  hospitals  with  the  objective  of 
providing  recommendations  that  will  not  significantly  compromise 
the  quantity  nor  the  quality  of  the  professional  medical  care  being 
rendered  in  the  hospital,  but  might  result  in  cost  containment 
through  increased  hospital  efficiencies,  (2)  that  the  Hospital 
Professional  Efficiency  Committee  of  the  hospital  medical  staff 
be  designated  and  empowered  by  the  medical  staff  and  the  board 
of  trustees  to  investigate  any  and  all  matters  relating  to  hospital 
costs  that  it  shall  determine  to  he  appropriate,  and  make  its  rec- 
ommendations to  the  hospital  administrator  and  the  trustees  for 
cost  containment,  with  the  advice  and  the  consent  of  the  profes- 
sional medical  staff,  and  (3)  that  this  resolution  he  presented  to 
the  House  of  Delegates  of  the  American  Medical  Association  for 
adoption. 

On  November  27,  1978,  George  R.  Allen,  President  of  the  Hos- 
pital Association  of  New  York  State,  Inc.,  was  informed  of  the 
action  of  the  House  and  was  requested  to  give  due  consideration 
to  Resolution  78-59. 

The  New  York  Delegation  to  the  AMA  introduced  a resolution 
to  this  effect  at  the  December,  1978,  session  of  the  American 
Medical  Association  House  of  Delegates  1978  session  of  the 
American  Medical  Association  House  of  Delegates  — Resolution 
79(1-78).  The  House  of  Delegates  of  the  American  Medical  As- 
sociation adopted  a substitute  resolution  for  Resolution  79(1-78). 
The  resolved  portion  of  this  substitute  resolution  is  as  follows: 

Resolved,  That  the  American  Medical  Association  urge 
hospital  medical  staffs  to  establish  standing  com- 
mittees with  the  objective  of  providing  recommen- 
dations for  cost  containment  without  the  compromise 
of  quality  medical  care. 

In  its  annual  report  to  the  House  of  Delegates,  the 
Committee  on  Hospital  and  Professional  Relations  stated 
that  the  maintenance  of  high  quality  medical  care  must 
continue  to  be  the  fundamental  consideration  and,  since 
this  can  be  addressed  properly  only  by  those  who  possess 
the  necessary  expertise,  hospital  cost  containment  activi- 
ties must  primarily  be  the  responsibility  of  physicians. 
Therefore,  the  hospital  cost  efficiency  committee  should 
be  a standing  committee  of  the  medical  staff,  with  strong 
emphasis  on  physician  involvement.  Although  other 
hospital  departments  and  personnel  should  be  appointed, 
such  committees  must  remain  under  the  direction  and 
control  of  hospital  physicians. 

“Hospital  Regulations  and  Cost  Contain- 
ment,” Resolution  78-62,  (pages  613-614)  was  adopted 
by  the  House.  The  resolved  portions  of  Resolution  78-62 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  request  government  — Federal,  State,  and  local, 
to  join  the  medical  profession  and  the  hospitals  in  their 
efforts  to  contain  the  cost  of  health  care  by  reducing 
the  number  of  regulations,  reports,  forms,  etc.,  and 
thus  reduce  the  cost;  and  be  it  further 
Resolved,  That  the  State  of  New  York  be  requested  to  give 
an  accurate  accounting  of  the  costs  it  incurs  in  the 
regulation  of  hospitals  and  hospital  based  services;  and 
be  it  further 

Resolved,  That  the  Joint  Commission  on  Accreditation 
of  Hospitals  be  urged  to  review  its  standards  in  view 
of  the  1976  report  of  the  Hospital  Association  of  New 
York  State  on  regulations;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  appoint  a task  force  to  study  this  problem;  and 
be  it  further 

Resolved,  That  the  New  York  Delegation  to  the  American 
Medical  Association  introduce  a similar  resolution  at 
the  interim  session  of  the  House  of  Delegates  of  the 
AMA,  in  December,  1978. 


A copy  of  Resolution  78-62  was  forwarded  on  November 
27,  1978,  to  Hugh  L.  Carey,  Governor  of  the  State  of  New 
York;  Robert  P.  Whalen,  M.D.,  Commissioner  of  Health 
of  the  State  of  New  York;  Joseph  A.  Califano,  Jr.,  Secretary 
of  HEW;  Leonard  D.  Schaeffer,  Assistant  Secretary  of 
HEW  Management  and  Budget;  John  E.  Affeldt,  M.D., 
Director  of  the  Joint  Commission  on  Accreditation  of 
Hospitals,  and  to  the  Chairman  of  the  Ad  Hoc  Committee 
on  Cost  Containment  of  MSSNY. 

On  December  5,  1978,  a reply  was  received  from  Robert 
J.  Morgado,  secretary  to  Governor  Carey,  acknowledging 
on  behalf  of  the  Governor  MSSNY’s  letter  transmitting 
Resolution  78-62.  A reply  was  also  received  on  December 
21,  1978,  from  Mildred  L.  Tyssowski,  Acting  Director, 
Medicare  Bureau  of  the  Department  of  HEW,  thanking 
MSSNY  for  transmitting  a copy  of  the  resolution  to  the 
Secretary  and  the  Administrator.  Ms.  Tyssowski  stated, 
",  . . the  administration  is  deeply  concerned  over  this  issue 
and  it  is  encouraging  to  know  that  many  medical  societies 
do  agree,  in  principle,  with  what  the  Department  of  Health, 
Education,  and  Welfare  is  trying  to  do  on  hospital  regula- 
tions and  cost  containment.” 

On  January  9,  1979,  John  E.  Affeldt,  M.D.,  President  of 
the  JCAH  stated  that  the  Board  of  Commissioners  is  very 
aware  of  the  pressures  on  the  medical  profession  and  hos- 
pitals to  contain  and/or  reduce  health  care  costs.  In  an 
official  statement  adopted  August  12,  1978,  and  enclosed 
with  Dr.  Affeldt’s  letter,  the  Board  expressed  its  commit- 
ment to  assist  health  care  providers  in  their  task.  The 
policy  statement  relates  to  three  specific  areas:  standards 
development/revision,  the  concept  of  equivalency,  and  the 
reduction  of  duplicative  surveys. 

The  New  York  Delegation  to  the  AMA  introduced 
Resolution  74(1-78)  “ Hospital  Regulations  and  Cost 
Containment”  at  the  December,  1978,  session  of  the 
American  Medical  Association  House  of  Delegates.  The 
AMA  voted  to  not  adopt  Resolution  74(1-78). 

The  Medical  Society  of  the  County  of  New  York  sub- 
mitted a resolution  approved  by  its  Comitia  Minora  at  its 
meeting  on  April  9,  1979,  on  Hospital  Regulations  and  Cost 
Containment,  to  the  Council  on  May  17,  1979,  with  a re- 
quest that  this  resolution  be  reintroduced  at  the  July,  1979, 
meeting  of  the  AMA  House  of  Delegates.  The  resolution 
is  similar  to  Resolution  78-62.  The  fourth  resolved  differs; 
instead  of  calling  for  the  MSSNY(  AMA)  to  appoint  a task 
force  to  study  this  problem,  it  requests  MSSNY  to  exert 
its  influence  to  have  these  regulations  reduced.  The 
Council  approved  that  this  resolution  be  reintroduced  at 
the  July,  1979,  meeting  of  the  AMA  House  of  Delegates. 
This  resolution,  125(A-79)  was  adopted  by  the  AMA  House 
of  Delegates. 

Disability  Benefit  Forms  (page  589).  The  Reference 
Committee  on  Medical  Services  considered  Resolution 
78-38,  “ The  Right  of  any  Duly  Licensed  Physician  to  Sign 
Disability  Certificates”  and  Resolution  78-46,  “ Signing 
of  Disability  Benefit  Forms”  together,  since  the  two  res- 
olutions seek  the  same  result.  In  lieu  of  Resolution  78-38 
the  House  adopted  Resolution  78-46  which  calls  upon 
MSSNY  to  initiate  legislation  designed  to  eliminate  the 
requirement  that  Disability  Benefit  forms  can  only  be 
signed  by  physicians  authorized  to  treat  Workers’  Com- 
pensation claimants.  Resolution  78-46  was  forwarded  to 
the  Chairman  of  the  Committee  on  State  Legislation  on 
November  20,  1978. 

At  the  meeting  of  the  Council  on  January  18,  1979,  the 
Committee  on  Workers’  Compensation  and  Occupational 
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Health  reported  that  there  have  been  several  discussions 
with  the  chairman  of  the  Workers’  Compensation  Board 
challenging  the  justification  and  necessity  for  duly  licensed 
and  registered  physicians  to  be  WCB  authorized  for  their 
signatures  to  be  acceptable  on  disability  claim  forms.  It 
was  reported  that  recently  the  chairman  has  indicated  that 
he  now  agrees  with  the  MSSNY  position  and  will  seek 
modification  of  the  law  to  effect  the  intention  of  this  res- 
olution. 

On  May  22,  1979,  a memorandum  was  sent  to  the 
members  of  the  Interspecialty  Committee  from  the  Divi- 
sion of  Medical  Services  requesting  that  each  Specialty 
Society  have  its  legislative  representative  endeavor  to  reach 
all  possible  legislative  contacts  to  secure  their  support  for 
S.5719(Floss)  A.7204(Weprin),  “ Certification  for  Dis- 
ability Benefits  by  any  Licensed  and  Registered  Physi- 
cian,” which  will  be  introduced  as  part  of  Governor  Carey’s 
legislative  program,  and  which  would  eliminate  the  re- 
quirement that  only  the  signatures  of  physicians  autho- 
rized to  treat  Workers’  Compensation  claimants  would  be 
accepted  to  establish  eligibility  of  patients  for  disability 
benefits. 

In  its  report  to  the  House  of  Delegates,  the  Committee 
on  State  Legislation  reported  that  S.5719  (Sen.  Floss); 
A. 7204  (M.  of  A.  Weprin)  which  has  passed  both  houses  of 
the  Legislature  and  is  presently  awaiting  the  anticipated 
approval  by  the  Governor,  was  incorporated  as  part  of  our 
1979  Legislation  Program  and  actively  promoted  by  our 
State  Medical  Society. 

District  Branches  (pages  547-548).  The  House 
adopted  the  recommendation  of  the  Reference  Committee 
on  Scientific  Activities,  Publications,  and  Miscellaneous 
that  an  Ad  Hoc  Committee  be  appointed  by  the  President 
of  MSSNY  to  evaluate  the  district  branches  and  render  a 
definitive  decision  at  the  next  annual  meeting  of  MSSNY 
as  to  the  future  direction  of  these  branches. 

At  the  meeting  of  the  Executive  Committee  on  Decem- 
ber 21,  1978,  Dr.  Way  requested  that  members  of  the  Ex- 
ecutive Committee  present  suggestions  to  him  for  ap- 
pointments to  the  Ad  Hoc  Committee  to  Evaluate  District 
Branches. 

Dr.  Way  appointed  an  Ad  Hoc  Committee  to  Evaluate 
District  Branches  at  the  meeting  of  the  Council  on  Feb- 
ruary 22,  1979,  with  Richard  D.  Eberle,  M.D.,  Vice- 
Speaker,  as  Chairman,  and  the  presidents  of  the  nine  dis- 
trict branches  as  members. 

On  January  24,  1979,  the  Medical  Society  of  the  County 
of  Orange,  Inc.,  informed  MSSNY  that  the  Comitia  Minora 
for  the  Orange  County  Medical  Society  discussed  the  dis- 
trict branches  and  requests  a change  in  the  composition  of 
the  Ninth  District  Branch.  It  was  suggested  that  West- 
chester County  be  removed  from  District  Nine  and  made 
a separate  district.  It  was  also  suggested  that  the  re- 
maining counties  Rockland,  Dutchess,  Putnam,  and 
Orange  continue  as  the  Ninth  District.  These  changes 
were  reviewed  and  discussed  by  the  Dutchess  County 
Medical  Society’s  Executive  Committee,  and  at  its  meeting 
it  was  unanimously  decided  that  all  District  Branches  be 
disbanded.  This  communication  was  referred  to  the  Ad 
Hoc  Committee  to  Evaluate  District  Branches. 

At  its  meeting  on  June  21,  1979,  the  Council  approved 
the  following  recommendations  of  the  Ad  Hoc  Committee 
to  Evaluate  District  Branches: 

I .  that  a Standing  Committee  for  District  Branches  be 
appointed  by  the  President  of  MSSNY,  with  the 
presidents  of  each  district  branch  designated  as  a 
member  of  that  committee; 
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2.  that  this  committee  be  given  full  time  staff  sup- 
port; 

3.  that  the  Standing  Committee  for  District  Branches 

establish  a modus  operandi  for  district  branches  to 

consider  the  following,  but  not  exclusively: 

a)  realignment  of  the  branches,  possible,  or  if  re- 
quested by  certain  counties 

b)  structure  within  the  State  Society  to  assure  that 
district  branches  will  have  status  — policy 
making 

c)  educational  functions  (CME) 

d)  governmental  agencies,  coordination  with  and 
relationships  to 

e)  political  functions,  within  MSSNY  and  on 
State  and  Federal  political  action  levels 

f)  that  district  branch  presidents  be  invited  to 
attend  meetings  of  the  Council  with  voice  (at 
the  discretion  of  the  President)  but  no  vote 

g)  that  Article  17,  “District  Branches”  of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York  be  revised  to  conform  with  the  structure 
of  the  district  branches. 

This  committee  was  appointed  by  Dr.  Way  on  June  21, 
1979. 

Drug  Information  to  Expectant  Mothers  (page  647), 
Resolution  78-18,  “ Repeal  of  Chapters  484  and  485  of  the 
New  York  State  Laws  of  1978”  which  calls  upon  MSSNY 
to  take  steps  to  repeal  Chapters  484  and  485  of  the  New 
York  State  Laws  of  1978  which  require  that  the  physician 
or  nurse-midwife  in  attendance  shall  inform  the  expectant 
mother  of  the  drugs  that  they  expect  to  employ  during 
pregnancy,  and  of  the  obstetrical  and  other  drugs  that  can 
be  used  at  birth,  and  of  the  possible  effects  of  such  drugs 
on  the  child  and  mother,  was  adopted  by  the  House.  On 
November  20,  1978,  a copy  of  Resolution  78-18,  noting  the 
action  taken  by  the  House,  was  forwarded  to  the  Com- 
mittee on  State  Legislation. 

At  a meeting  in  Albany  on  February  13,  1979,  MSSNY 
representatives  advised  members  of  the  Legislature  of  the 
very  real  practical  difficulties  which  physicians  were  ex- 
periencing with  this  law.  It  was  the  opinion  of  those  gov- 
ernment representatives  in  attendance  that  the  repealer 
would  be  politically  impossible,  and  that  the  appropriate 
course  to  follow  would  be  to  amend  the  bill  in  order  to 
eliminate  the  objectionable  features. 

On  February  22,  1979,  the  Council  approved  the  fol- 
lowing proposal  prepared  by  Gerard  L.  Conway,  Esq.,  to 
be  presented  to  legislators: 

The  physician  in  charge  of  the  care  of  an  expectant 
mother  during  her  pregnancy  and  who  expects  to  be 
the  chief  medical  practitioner  in  attendance  at  the 
birth  of  a child,  or  nurse-midwife,  shall  inform  the  ex- 
pectant mother  during  her  ante-natal  course  about 
drugs  he  or  she  will  employ  and  of  the  effects  reason- 
ably to  be  expected  from  such  drugs  on  the  child  and 
mother  at  the  time  of  prescribing. 

Drugs  that  such  physician  or  nurse-midwife  reason- 
ably expects  to  employ  at  birth  and  of  the  effects  rea- 
sonably to  be  expected  from  such  drugs  on  the  child 
and  mother  shall  be  discussed  prior  to  the  onset  of 
labor. 

The  provisions  of  this  section  shall  not  apply  in  the 
case  of  an  emergency  nor  shall  they  alter,  expand  or 
modify  the  provisions  of  Section  2805(d)  of  the  Public 
Health  Law. 

The  Committee  on  State  Legislation  in  its  annual  re- 
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port,  reported  that  our  Albany  representatives  met  with 
the  appropriate  parties  in  Albany  and  presented  our  rec- 
ommendations. Although  no  action  has  been  taken  on 
them  during  the  1979  session,  our  representatives  will 
continue  to  work  tor  their  enactment  during  the  1980  ses- 
sion. 

Dues  Increase  Allocation  (pages  530-531).  The 
Reference  Committee  on  Reports  of  Officers  considered 
Resolution  78-43,  "Allocation  of  I97H  Dues  Increase ” and 
Resolution  78-44,  “Heturn  to  ('aunty  Medical  Societies 
of  Portion  of  Litigation  Fund"  together,  and  recommended 
a substitute  resolution  in  lieu  of  Resolutions  78-40  and 
78-44.  The  House  adopted  the  substitute  resolution,  the 
resolved  portions  of  which  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  continue  the  1978  $50.00  dues  increase  for  the 
coming  year,  and  that  the  distribution  of  this  portion 
of  the  Medical  Society  of  the  State  of  New  York  dues 
he  as  follows: 

a.  $12.50  to  he  allocated  for  operating  expenses 
for  MSSNY 

b.  $12.50  to  be  allocated  for  the  Legal  Fund  of 
MSSNY 

c.  $25.00  to  be  returned  to  each  county  medical 
society  on  a per  capita  active  membership 
basis;  and  be  it  further 

Resolved,  That  this  apportionment  of  the  $50  dues  in- 
crease be  in  effect  for  one  year  only.  The  following 
year,  the  1979  House  shall  reconsider  the  distribution 
of  the  $50  dues  increase. 

The  substitute  resolution  for  Resolutions  78-43  and 
78-44  was  forwarded  to  the  Chairman  of  the  Committee  on 
Budget  and  Finance  on  November  14,  1978. 

Emergency  Health  Services  t page  558).  The  Refer- 
ence Committee  on  Public  Health  and  Education  noted 
that  there  is  at  present  no  liability  coverage  for  commercial 
emergency  ambulance  personnel  and  that  these  profes- 
sionals are  not  covered  by  the  Good  Samaritan  Act.  The 
House  adopted  the  recommendation  that  this  problem  be 
referred  to  the  Council  for  referral  to  the  proper  committee, 
and  the  Council  at  its  meeting  on  November  30,  1978,  re- 
ferred the  recommendation  of  the  reference  committee  to 
the  Committee  on  State  Legislation  for  action. 

It  was  also  noted  by  the  reference  committee  that  there 
is  considerable  confusion  about  the  liability  of  emergency 
room  physicians  who  may  be  responsible  for  reading  ECG 
monitors  when  a patient  is  being  transported.  The  House 
voted  approval  that  the  comment  of  the  reference  com- 
mittee be  forwarded  to  the  Council  for  referral  to  the 
proper  committee,  and  it  was  referred  by  the  Council  at  its 
meeting  on  November  30,  1978,  to  the  Committee  on 
Emergency  Health  Services. 

Responding  to  the  Council’s  referral  of  the  question  of 
liability  for  emergency  room  physicians,  the  Chairman  of 
the  Committee  on  Emergency  Health  Services  on  February 
9,  1979,  further  illustrated  the  need  for  legislation  to 
properly  provide  the  legal  sanctions  for  those  involved  in 
carrying  out  life  saving,  diagnostic,  and  therapeutic  pro- 
cedures in  mobile  critical  care  units  or  advanced  life  sup- 
port units,  by  addressing  three  unresolved  issues:  i.e.,  lia- 
bility protection  for  paramedic  trainees,  private  ambulance 
advance  life  support  units,  and  physicians  directing  pre- 
hospital advanced  life  support  care.  The  Council  at  its 
meeting  on  March  22.  1979,  approved  in  principle  the  ne- 
cessity for  this  legislation,  and  referred  the  recommenda- 
tions of  the  Chairman  to  the  Committee  on  State  Legisla- 
tion. 


The  Committee  on  State  Legislation  in  its  annual  report 
to  the  House  of  Delegates,  reported  that  although  several 
hills  have  been  introduced  during  the  current  legislative 
session  which  deal  with  the  issue  of  providing  immunity 
in  emergency  care  situations,  no  bill  dealing  with  this 
specif  ic  aspect  has  yet  appeared.  The  Committee  on  State 
Legislation  has  been  reviewing  the  entire  problem  and  will 
continue  to  support  legislation  which  would  diminish  lia- 
bility in  such  situations. 

The  House  voted  to  refer  the  recommendation  of  the 
reference  committee  that  where  possible,  CME  credit  be 
given  for  CPR  training  courses,  since  most  hospitals  in  New 
York  Stale  are  required  by  the  JCAH  to  give  annual  re- 
fresher courses  for  their  staf  f physicians,  to  the  Council  for 
referral  to  the  Committee  on  Continuing  Medical  Educa- 
tion. On  December  22,  1978,  the  Chairman  of  the  Com- 
mittee on  Continuing  Medical  Education  was  informed 
that  the  Council  had  voted  in  agreement  with  the  action 
of  the  House. 

Empire  State  Medical,  Scientific  and  Educational 
Foundation,  Inc.  (Page  529).  The  House  adopted  as 
amended  by  the  Reference  Committee  on  Reports  of  Of- 
ficers, Resolution  78-52,  “ Empire  State  Medical,  Scientific 
and  Educational  Foundation,  Inc."  The  amended  por- 
tion of  the  resolution  reads  as  follows: 

Resolved,  That  the  funds  in  the  War  Memorial  Fund  of 
the  Medical  Society  of  the  State  of  New  York  be  given 
as  an  outright  grant  to  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc.,  to  im- 
plement its  functioning. 

At  the  meeting  of  the  Board  of  Trustees  on  November 
29,  1978,  J.  Richard  Burns,  J.D.,  General  Counsel,  stated 
that  he  had  researched  the  legality  of  giving  the  unex- 
pended balance  of  the  War  Memorial  Fund  as  an  outright 
grant  to  the  Foundation.  He  quoted  from  the  minutes  of 
the  1948  House  of  Delegates  — Section  137  under  the 
Report  of  the  Reference  Committee  on  Report  of  Coun- 
cil — “. . . on  completion  of  the  purpose  of  this  Memorial 
Fund,  the  unexpended  balance,  if  any,  be  disposed  of,  in 
accordance  with  the  vote  of  the  House  of  Delegates  at  that 
time.”  This  portion  of  the  Reference  Committee  report 
had  been  adopted  by  the  1948  House.  The  Board  of 
Trustees  approved  the  grant  of  $91,501.00  to  the  Empire 
State  Medical,  Scientific  and  Educational  Foundation, 
Inc. 

Fees  “Fixed  Professional  Fee  Schedules,”  Res- 
olution 78-32  (page  587),  and  "MEDICAL  Fee  SCHEDULE 
to  be  Eliminated  for  Treatment  of  Workers' 
Compensation  Cases,"  Resolution  78-39  (page  588), 
were  considered  together  by  the  Reference  Committee  on 
Medical  Services.  The  House  adopted  the  substitute 
resolution  for  Resolutions  78-32  and  78-39  recommended 
by  the  reference  committee,  the  resolved  portion  of  which 
reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  disapprove  fixed  fee  schedules  and  seek  the 
adoption  of  payments  based  on  usual,  customary,  and 
reasonable  fees  in  all  negotiations  relating  to  fees. 

The  Chairmen  of  the  Interspecialty  Committee  and  the 
Committee  on  Workers’  Compensation  and  Occupational 
Health  were  informed  of  the  action  of  the  House  in  No- 
vember, 1978. 

In  its  report  to  the  Council  on  January  18,  1979,  the 
Committee  on  Workers’  Compensation  and  Occupational 
Health  stated,  “MSSNY  has  at  all  times  in  its  negotiations 
with  the  WCB  requested  that  physicians  be  paid  on  the 
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basis  of  usual,  customary,  and  reasonable  fees.  This  re- 
quest has  to  date  been  denied  out  of  hand,  and  it  is  unlikely 
that  it  would  be  accepted  at  this  time  unless  we  can  dem- 
onstrate that  payment  on  such  a basis  would  not  be  infla- 
tionary. The  MSSNY  will,  however,  continue  its  efforts 
to  comply  with  the  mandate  of  the  House  of  Delegates.” 

The  Committee  on  Workers’  Compensation  and  Occu- 
pational Health  in  its  report  to  the  Council  on  May  17, 
1979,  informed  the  Council  that  there  has  been  an  ex- 
pression of  interest  on  the  part  of  the  WCB  Chairman  to 
correlate  WCB  fees  with  the  usual,  customary,  and  rea- 
sonable fee  patterns.  The  Council  approved,  with  one 
abstention,  that  MSSNY  seek  to  have  the  WCB  Medical 
Fee  Schedule  correlated  with  usual,  customary,  and  rea- 
sonable fees  based  on  validated  individual  physician  pro- 
files and,  failing  that,  MSSNY  seek  the  implementation 
of  utilizing  the  prevailing  fees,  with  an  annual  adjustment 
to  reflect  the  economic  factors  as  a viable  mechanism  to 
replace  an  inequitable  fixed  fee  schedule. 

“The  Reduction  by  Part  B Medicare  Carriers 
of  the  Usual  and  Customary  Fees  of  Private  and 
Nonsalaried  Physicians  When  Their  Patients 
are  Admitted  to  the  ‘Teaching  Service’,”  Resolu- 
tion 78-36  (page  619)  was  amended  by  the  introducer  of  the 
resolution,  and  the  House  adopted  Resolution  78-36  as 
amended.  The  resolved  portions  of  amended  Resolution 
78-36  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  be  opposed  to  any  reduction  of  the  usual  and 
customary  fees  of  nonsalaried  private  physicians  by 
Part  B Medicare  carriers  regardless  of  how  or  on  what 
service  the  patient  be  admitted,  be  it  teaching  or 
otherwise;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  present  this  resolution  to  the  interim  session  of 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation. 

The  Chairman  of  the  Committee  on  Medical  Care  In- 
surance was  notified  of  the  action  of  the  House  on  De- 
cember 21,  1978. 

The  New  York  Delegation  to  the  AMA  introduced  a 
resolution  to  this  effect  at  the  December,  1978,  session  of 
the  American  Medical  Association  House  of  Delegates  — 
Resolution  76(1-78).  The  House  of  Delegates  of  the 
American  Medical  Association  referred  Resolution  76(1-78) 
to  the  AMA  Board  of  Trustees. 

In  its  report  HA-79),  the  Board  of  Trustees  stated  that 
the  basis  of  the  New  York  Delegation’s  concern  has  been 
the  implementat  ion  by  Part  B Medicare  carriers  of  Section 
227  of  P.L.  92-603,  which  changes  the  reimbursement 
methodology  for  physicians  in  teaching  hospitals.  The 
Board  of  Trustees  reported  on  the  Association’s  efforts  to 
have  Section  227  of  P.L.  92-603  repealed,  including  the 
development  of  draft  legislation  and  efforts  seeking  furt  her 
postponement  of  implementation  of  Section  227.  In  the 
96th  Congress,  the  AMA  has  prepared  legislation  to  repeal 
Section  227  and  has  also  testified  in  support  of  Section  8 
of  the  Medicare-Medicaid  Administrative  and  Reim- 
bursement Reform  Act  of  1979  (S.505)  which  would  post- 
pone the  effective  date  of  implementation  of  Section  227 
to  October  1,  1979. 

“Regionalization  of  Workers’  Compensation 
Fees,  Resolution  78-40,  (page  588)  which  calls  on 
MSSNY  to  oppose  any  program  in  the  implementation  of 
the  Workers’  Compensation  Law  that  would  establish 
different  fees  payable  to  physicians  for  similar  services 


based  only  on  geographic  location,  and  that  fees  in  this 
program  be  payable  on  a usual,  customary,  and  reasonable 
basis,  was  amended  and  adopted  by  the  House.  The  res- 
olution was  referred  to  the  Committee  on  Workers’  Com- 
pensation and  Occupational  Health  and  to  the  Interspe- 
cialty Committee  in  November,  1978. 

At  its  meeting  on  December  21,  1978,  the  Council  ap- 
proved the  recommendation  of  the  Interspecialty  Com- 
mittee that  the  Council  reaffirm  to  the  Chairman  of  the 
Workers’  Compensation  Board  the  MSSNY  position  in 
regard  to  regionalization  that  such  be  based  on  usual, 
customary,  and  reasonable  fees,  and  point  out  that  re- 
gionalization cannot  be  attained  through  a fixed  fee 
schedule. 

The  Committee  on  Workers’  Compensation  and  Occu- 
pational Health  reported  to  the  Council  at  its  meeting  on 
January  18,  1979,  that  the  Workers’  Compensation  Board 
Chairman  was  made  aware  of  Resolution  78-40.  Whereas 
in  the  past  he  had  indicated  a firm  intention  to  regionalize 
fees,  he  now  stated  that  the  study  that  he  had  instituted 
is  to  determine  the  feasibility  of  regionalization. 

Health  Insurance  Plan  — Differential  Payments  or 
Reimbursements  to  Patients  by  the  Participating  and 
Nonparticipating  Physicians  (pages  617,  619).  The 
Reference  Committee  on  Medical  Services  recommended 
and  the  House  adopted  the  recommendation  that  the 
House  of  Delegates  reaffirm  the  principles  embodied  in  the 
1977  supplementary  report  of  the  Medical  Care  Insurance 
Committee,  i.e.,  that  the  representatives  of  our  member- 
ship, having  voted  their  sense  and  intent  that  we  disap- 
prove of  any  health  insurance  plan  that  penalizes  sub- 
scribers who  elect  to  be  treated  by  physicians  who  do  not 
participate  in  the  plan,  MSSNY  reaffirm  this  position  by 
adequately  publicizing  this  and  the  other  deficiencies  in 
an  insurance  program.  This  recommendation  was  for- 
warded to  administration  on  November  21,  1978,  and  to 
the  Chairman  of  the  Committee  on  Medical  Care  Insurance 
on  December  21,  1978.  (see  also  Physicians  — Patients’ 
Free  Choice). 

MSSNY’s  disapproval  of  this  discriminatory  health  in- 
surance plan  was  publicized  in  the  October  15, 1978,  News 
of  New  York. 

“ Heroin  for  Medically  Supervised  Treatment  of 
Intractable  Pain  — Availability  of,  ” Resolution  78-14, 
(page  574),  which  calls  upon  the  Society  to  support  ap- 
propriate principles  and  appropriate  efforts  of  those  who 
seek  to  make  available  medically-supervised  heroin 
treatment  of  the  suffering  and  intractable  pain  of  termi- 
nally ill  patients,  was  referred  by  the  House  to  the  Council 
for  referral  to  the  proper  committee.  The  Council  on 
November  30,  1978,  referred  this  resolution  to  the  Com- 
mittees on  Cancer  and  Drug  Abuse. 

On  June  21,  1979,  the  Council  approved  the  following 
position  statement  on  heroin  for  pain  relief  in  terminally 
ill  patients: 

“The  MSSNY  opposes  the  use  of  heroin  for  pain  re- 
lief in  the  terminally  ill  patient  because  there  are  as  yet 
no  data  which  show  its  superiority  over  other  drugs 
currently  being  used.  The  increased  availability  of 
heroin  could  also  open  up  avenues  permitting  its  diver- 
gence to  street  and  other  abuses.” 

Hospital  and  Nursing  Home  Regulations  (page 
652).  Resolut  ion  78-55,  “ Review  of  Hospital  and  Nursing 
Home  Regulations’’  was  adopted  by  the  House.  The  re- 
solved portions  of  this  resolution  read  as  follows: 
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Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  through  appropriate  legislative  proposals  and/or 
executive  action  provide  for: 

a.  review  of  present  hospital  and  nursing  home 
regulations  in  regard  to  consistency,  cost  im- 
pact, and  effectiveness, 

b.  encouragement  of  corrective  legislative  act  ion 
when  discovering  costly,  duplicative,  and 
nonproductive  regulations; 

and  be  it  further 

Resolved,  That  regarding  future  regulations,  any  legisla- 
tive proposal  should  also  include: 

a.  that  an  Economic  Impact  Statement  should  he 
a part  of  any  regulation  promulgated  by  any 
regulatory  agency, 

b.  that  all  regulatory  agencies  he  required  to 
publish  their  proposed  regulations  with  ade- 
quate time  for  review  and  comment  by  those 
affected, 

c.  that  a mechanism  be  established  for  prompt 
corrective  action  when  it  is  found  that  pro- 
posed regulations  will  have  a serious  adverse 
effect  on  those  who  must  comply. 

On  November  20,  1978,  Resolution  78-55  was  forwarded 
to  the  Chairmen  of  the  Ad  Hoc  Committee  on  Cost  Con- 
tainment and  State  Legislation,  and  on  April  6,  1979,  to  the 
Chairman  of  the  Committee  on  Federal  Legislation. 

The  Chairman  of  the  Ad  Hoc  Committee  on  Cost  Con- 
tainment has  recognized  the  problems  presented  in  the 
resolution  and  has  given  members  of  the  committee  various 
task  force  assignments  to  accumulate  all  pertinent  infor- 
mation necessary  for  the  presentation  of  an  impact  state- 
ment or  position  concerning  the  resolution.  Input  from 
the  physicians  on  these  task  force  assignments  should 
supply  significant  information. 

In  its  annual  report  to  the  House  of  Delegates,  79-D,  the 
Committee  on  State  Legislation  reported  that  the  above 
resolution  was  transmitted  to  our  legislative  counsel  for 
consideration  in  evaluating  legislation  and  regulatory 
proposals. 

Immunity  for  Physicians  Reporting  Impaired 
Drivers  (page  550).  The  House  adopted  the  recommen- 
dation of  the  Reference  Committee  on  Public  Health  and 
Education  that  continued  research  in  the  area  of  the  im- 
paired driver  should  be  encouraged,  perhaps  working 
through  an  organization  such  as  Al-Anon.  The  reference 
committee  stated,  . . We  support  legislation  providing 
immunity  for  physicians  reporting  impaired  drivers  for 
whatever  cause.  Strict  confidentiality  of  medical  records 
should  be  required.” 

A communication  was  sent  to  the  Chairmen  of  the 
Committees  on  Accident  and  Injury  Prevention  and  State 
Legislation  informing  them  of  the  action  of  the  House. 

The  Committee  on  State  Legislation  in  its  annual  report 
to  the  House  of  Delegates,  reported  that  no  legislation 
providing  immunity  for  physicians  reporting  impaired 
drivers  has  been  introduced;  however,  this  recommenda- 
tion has  been  transmitted  to  our  legislative  counsel  for 
guidance  in  reviewing  any  legislation  which  might  be  in- 
troduced regarding  this  matter. 

The  Committee  on  Alcoholism  reported  on  a proposed 
bill  mandating  reporting  by  a physician  of  any  person’s 
mental  or  physical  impairment  to  the  Motor  Vehicle  Bu- 
reau with  failure  to  do  so  being  a class  A misdemeanor. 
The  Council  at  its  meeting  on  April  26, 1979,  voted  to  op- 
pose the  proposed  bill. 


Legal  Fund  (page  530).  Resolution  78-53,  “ Litigation 
Fund"  requested  that  the  Litigation  Fund  be  redesignated 
as  the  “Legal  Fund,”  and  that  the  legal  fund  be  used  for 
activities  which  necessitate  the  use  of  legal  assistance,  in- 
cluding “negotiation”  as  well  as  “litigation,”  excluding 
in-house  counsel  and  lobbying  expenditures.  The  House 
adopted  Resolution  78-5)).  At  its  meeting  on  November 
29,  1978,  the  Board  of  Trustees  accepted  Resolution  78-53 
for  information. 

“Litigation  Fund”  — See  Legal  Fund. 

“Malpractice  Insurance  Coverage  as  a Mandatory 
Requirement  for  Hospital  Medical  Staff  Appoint- 
ment,” Resolution  78-33,  (page  593)  was  withdrawn  by  the 
sponsor  who  accepted  Resolution  78-60,  “ Medical  Mal- 
practice Insurance  Coverage  as  a Mandatory  Require- 
ment for  Hospital  Medical  Staff  Appointment  ” (page  593) 
to  replace  it.  Resolution  78-60  was  amended  by  the  House 
and  adopted  as  amended  in  lieu  of  Resolution  78-33.  The 
resolved  portions  of  amended  Resolution  78-60  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  that  medical  malpractice  insurance  cover- 
age shall  not  be  a mandatory  requirement  for  hospital 
medical  staff  appoint  ment;  and  be  it  further 
Resolved,  That  all  hospitals  that  require  medical  mal- 
practice insurance  of  its  voluntary  professional  staffs 
shall  themselves  be  expected  to  carry  liability  insur- 
ance for  each  of  its  employees,  and  professional  med- 
ical liability  insurance  for  its  professional  employees 
including  hospital  salaried  physicians  in  amounts 
equal  to  the  limits  of  those  of  the  majority  of  its  vol- 
untary medical  staff  members;  and  be  it  further 
Resolved,  That  this  resolution  be  presented  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  appropriate  action. 

On  November  27,  1978,  the  action  of  the  House  and  a 
copy  of  Resolution  78-60  was  forwarded  to  Albert  B.  Lewis, 
Superintendant  of  Insurance,  and  George  B.  Allen,  Presi- 
dent of  the  Hospital  Association  of  New  York  State,  Inc., 
with  the  request  that  this  resolution  be  given  due  consid- 
eration. This  resolution  w'as  sent  to  the  Chairman  of  the 
Committee  on  Hospital  and  Professional  Relations  for 
information  and  guidance. 

The  New  York  Delegation  to  the  AMA  introduced  a 
resolution  to  this  effect  at  the  December,  1978,  session  of 
the  American  Medical  Association  House  of  Delegates  — 
Resolution  78(1-78).  The  House  of  Delegates  of  the 
American  Medical  Association  considered  a substitute 
resolution  and  referred  Resolution  78  and  the  suggested 
substitute  to  the  Board  of  Trustees  for  consultation  with 
the  American  Hospital  Association  and  the  Joint  Com- 
mission on  Accreditation  of  Hospitals.  The  resolved 
portion  of  the  substitute  resolution  reads  as  follows: 
Resolved,  That  the  American  Medical  Association  adopt 
the  policy  that  it  is  the  privilege  and  responsibility  of 
the  medical  staff  of  each  individual  hospital  to  de- 
termine qualifications  of  hospital  medical  staff  ap- 
pointment including  such  questions  as  whether  or  not 
professional  liability  insurance  should  be  required. 

The  Board  of  Trustees  after  reviewing  the  recent  court 
decisions  and  the  information  provided  by  the  American 
Hospital  Association  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  is  of  the  opinion  that  each  hospital 
medical  staff  may  determine  for  itself  whether  it  will  re- 
quire coverage  at  the  commonly  prevailing  level  of  policy 
limits  as  a condition  for  hospital  staff  privileges.  The 


Minutes/February  1980/New  York  State  Journal  of  Medicine  413 


Board  l,  lieves  that  if  the  organized  medical  staff  makes 
this  determination,  the  members  of  the  medical  staff 
should  comply  with  the  requirement. 

The  Board  of  Trustees  also  believes  that  if  equity  de- 
mands that  voluntary  staff  members  should  have  insurance 
coverage  so  that  the  burden  of  financial  loss  would  not  fall 
entirely  upon  the  hospital,  then  salaried  hospital  physi- 
cians should  likewise  be  covered  by  adequate  insurance  so 
that  the  burden  would  not  fall  unfairly  upon  the  members 
of  the  voluntary  medical  staff. 

The  AMA  reference  committee  was  of  the  opinion  that 
the  primary  issue  raised  in  the  testimony  before  the  ref- 
erence committee  should  be  considered.  Specifically,  it 
the  members  of  the  medical  staff  are  required  to  maintain 
coverage,  the  hospital  should  abide  by  a similar  require- 
ment. The  view  was  expressed  that  some  hospitals  “go 
bare”  while  placing  a mandatory  requirement  on  the 
medical  staff. 

The  AMA  House  of  Delegates,  therefore,  referred  the 
report  of  the  Board  of  Trustees  back  to  the  Board  for  f ur- 
ther study. 

On  January  15,  1979,  Gary  Grasmann,  Senior  Insurance 
Examiner,  Property  and  Casualty  Insurance  Bureau,  State 
of  New  York  Insurance  Department,  replied  to  Dr.  Fine- 
berg’s  letter  to  Superintendent  Lewis  regarding  this  reso- 
lution. Mr.  Grasmann  stated  that  the  requirements  for 
Hospital  Medical  Staff  Appointment  are  matters  to  be 
negotiated  between  the  hospital  and  the  physician  or  his 
medical  society  and  are  not  under  the  jurisdiction  of  the 
Insurance  Department.  Since  the  resolution  deals  with 
the  conduct  of  particular  hospitals,  Mr.  Grasmann  sug- 
gested that  it  would  come  under  the  purview  of  the  New 
York  State  Department  of  Health. 

At  the  meeting  of  the  Executive  Committee  on  February 
21,  1979,  J.  Richard  Burns,  J.D.,  General  Counsel,  reported 
that  Roger  C.  Herdman,  M.D.,  Director  of  the  Office  of 
Public  Health,  stated  that  the  State  Health  Department 
has  no  position  regarding  the  issue.  At  the  suggestion  of 
Dr.  Herdman,  the  office  of  General  Counsel  contacted 
Andrew  C.  F'leck,  M.D.,  J.  I).,  former  First  Deputy  Com- 
missioner. Dr.  Fleck  stated  that  the  State  Department  of 
Health  has  no  official  position  regarding  the  matter.  He 
did  feel  that  the  practice  would  probably  stand  up  to 
scrutiny  if  challenged  under  Section  2801  -b  of  the  Public 
Health  Law  on  the  grounds  that  mandating  professional 
medical  liability  insurance  is  reasonably  related  to  stan- 
dards of  “patient  care,”  "patient  welfare,”  and  the  “ob- 
jectives of  the  institution.”  Carolyn  Scanlon,  Director  of 
the  Bureau  of  Hospital  Services,  and  Wayne  Osten,  As- 
sistant 1 hrector,  were  also  contacted,  and  their  reply  was 
that  the  State  Health  Department  has  no  official  policy  on 
the  issue. 

Mark  Morris,  Esq..  Counsel  for  the  Hospital  Association 
of  New  York  State,  was  contacted  regarding  this  issue. 
While  Mr  Morris  said  HANYS  has  no  official  position,  he 
believed  the  practice  is  authorized  under  Section  2801 -b 
of  the  Public  Health  Law. 

The  Council  at  its  meeting  on  February  22,  1979,  referred 
I he  report  of  the  ( leneral  ( ’ounsel  to  a Joint  Committee  of 
I he  Hospital  Association  of  New  York  State,  the  Medical 
Liability  Mutual  Insurance  Company,  and  the  Medical 
Society  of  the  State  of  New  York  for  discussion  and  pos- 
sible resolution. 

The  ( 'ommiltee  on  Hospital  and  Professional  Relations 
in  it  s report  to  the  ( 'ouncil  on  April  26,  1979,  requested  that 
MSSNY  take  the  necessary  steps  to  determine  whether 
hospitals  do  in  fact  carry  insurance  coverage  equivalent  to 


that  they  require  of  their  attending  physicians,  and  those 
hospitals  not  carrying  such  coverage,  or  refusing  to  furnish 
the  required  information,  he  identified.  The  Council 
reaffirmed  its  action  of  February  22,  1979,  and  referred  the 
report  to  a joint  committee  of  HANYS,  MLMIC,  and 
MSSNY  for  discussion  and  possible  resolution. 

“Malpractice  Panels, ’’Resolution  78-47  (page  651 ) was 
amended  by  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters  and  adopted  by  the  House  as 
amended.  The  resolved  portion  of  the  amended  resolution 
reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  seek  further  clarification  via  a change  in  the  law, 
or  from  the  judiciary,  in  regard  to  the  specific  language 
of  the  law  covering  physicians  who  serve  on  malprac- 
tice panels  and  are  called  as  expert  witnesses  in  sub- 
sequent trials. 

On  November  20,  1978,  Resolution  78-47  was  forwarded 
to  the  Committee  on  State  Legislation. 

In  its  annual  report  to  the  House  of  Delegates  the 
Committee  on  State  Legislation  reported  that  S.6272 
(Rules-Farely),  which  would  accomplish  the  purpose  of  this 
resolution,  was  initiated  by  our  Albany  representatives  and 
is  part  of  our  1979  Legislation  Program.  The  bill  is  pres- 
ently awaiting  consideration  by  the  Senate  Judiciary 
Committee. 

Mandatory  Acceptance  of  Patients’  Assignments  by 
Insurance  Carriers  (page  619).  The  Reference  Com- 
mittee on  Medical  Services  noted  that  the  justification  for 
and  the  regulation  that  exempts  IX-C  carriers  from  pro- 
visions that  cover  other  health  insurance  carriers  have  not 
yet  been  defined.  MSSNY  is  urged  to  pursue  this  matter 
directly  with  the  New  York  State  Superintendent  of  In- 
surance. 

The  recommendation  of  the  reference  committee  was 
adopted  by  the  House  and  referred  to  administration  on 
November  21,  1978,  and  to  the  Chairman  of  the  Medical 
Care  Insurance  Committee  on  December  21,  1978. 

During  discussion  with  the  Superintendent  of  Insurance 
it  was  noted  that  this  exemption  for  IX-C  carriers  is  stip- 
ulated in  the  law.  If  any  change  is  required  it  will  have  to 
be  accomplished  legislatively. 

The  Council  at  its  meeting  on  March  22  referred  the 
recommendation  of  the  Committee  on  Medical  Care  In- 
surance to  the  Committee  on  State  Legislation  that 
MSSNY  attempt  to  secure  the  necessary  legislative 
changes  to  include  IX-C  carriers  to  be  subject  to  the  uni- 
versal health  claim  form  regulations. 

In  its  annual  report  the  Committee  on  State  Legislation 
noted  that  it  has  included  in  its  1979  Legislative  Program 
legislation  which  would  amend  Chapter  545  of  the  Laws 
of  1977  to  include  IX-C  carriers  in  the  requirements  of  the 
utilization  of  a uniform  health  claim  form.  (A. 6845;  Con- 
nors) 

Medicaid  and  Medicare  Harassment  ( page  620).  The 
Reference  Committee  on  Medical  Services  recommended 
a substitute  resolution  for  Resolution  78-66,  “Harassment 
of  Medicaid  and  Medicare  Providers  ''  The  House 
adopted  the  substitute  resolution  which  reads  as  follows: 
Whereas,  Certain  governmental  agencies  and  fiscal  in- 
termediaries administering  the  Medicaid  and  Medi- 
care programs  are  utilizing  unwarranted  measures  of 
threat  and  condemnation  prior  to  holding  and  con- 
cluding a fair  hearing  process  in  conducting  audits  of 
physicians’  services;  and 
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Whereas,  Such  audits  may  involve  questions  of  profes- 
sional judgment  rather  than  the  verification  of  dates 
of  services  or  proper  billing;  and 
Whereas,  Differences  of  opinion  involving  professional 
judgment  in  the  management  of  a patient’s  problems 
can  best  be  adjudicated  by  a physician’s  peers; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  exert  its  efforts  to  have  the  involved  Medicaid 
and  Medicare  agencies  desist  from  audit  tactics  that 
border  on  harassment;  and  be  it  further 
Resolved,  That  the  MSSNY  seek  the  referral  of  questions 
of  professional  judgment  to  the  peer  review  process 
that  exists  within  the  structure  of  organized  medicine 
for  opinion  which  will  be  considered  by  the  responsible 
party  prior  to  reaching  a decision. 

On  December  21,  1978,  the  action  of  the  House  and  a 
copy  of  Resolution  78-66  was  forwarded  to  the  Chairman 
of  the  Committee  on  Medical  Care  Insurance. 

At  its  meeting  on  March  22,  1979,  the  Council  approved 
the  recommendation  of  the  Committee  on  Medical  Care 
Insurance  to  encourage  physicians,  through  the  A lews  of 
New  York,  to  bring  instances  of  harassment  under  the 
Medicaid  and  Medicare  Programs  to  the  attention  of 
MSSNY. 

MEDICAID  — The  Director  of  the  Division  of  Medical 
Services  stated  that  based  on  reports  we  have  received,  the 
flagrant  harassment  by  the  NYS  Department  of  Social 
Services  against  physicians  has  decreased,  but  the  problem 
still  recurs.  Lines  of  communication  are  being  set  up  with 
the  Office  of  Health  Systems  Management  of  the  State 
Department  of  Health  which,  it  is  hoped,  will  avoid  the 
harassment  and  lead  to  a more  professional  approach  in 
solving  disputes. 

MEDICARE  — It  was  recommended  that  MSSNY  es- 
tablish effective  communication  with  the  Regional  Medi- 
care Director  of  District  II  of  HEW,  to  explore  the  prob- 
lems encountered  by  physicians  during  Medicare  audits. 
It  was  further  recommended  that  a meeting  be  arranged 
with  the  Blue  Shield  of  Western  New  York,  which  will 
become  the  Medicare  carrier  for  upstate  areas  on  July  1, 
1979,  for  similar  discussions.  Differences  of  opinion  con- 
cerning medical  necessity  involving  professional  judgment 
should  be  referred  to  a Peer  Review  Committee  for  adju- 
dication rather  than  being  resolved  as  presently  by  uni- 
lateral ruling. 

The  News  of  New  York  on  April  15,  1979,  stated  that 
MSSNY  would  like  to  hear  from  physicians  who,  under 
either  Medicaid  or  Medicare,  have  been  subjected  to  ac- 
tions that  might  constitute  harassment.  The  Society  has 
exerted  its  efforts  to  keep  such  occurrences  to  a minimum, 
however,  if  a physician  feels  that  he  has  been  treated  un- 
fairly by  representatives  of  carriers  or  social  services  de- 
partments, it  is  requested  that  he  inform  MSSNY  of  the 
situation. 

“Medical  Data  Confidentiality,”  Resolution  78-65 
(page  575),  was  amended  by  the  House  and  adopted  as 
amended.  The  resolved  portions  of  amended  Resolution 
78-65  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  strongly  oppose  the  identification  of  patients  by 
name  unless  the  patient  is  informed  of  the  fact  and 
gives  written  evidence  of  informed  consent  that 
medical  data  relating  to  him  or  her  will  be  provided 
to  the  data  bank,  and  the  purposes  for  which  it  will  be 
used;  and  be  it  further 


Resolved,  That  the  inclusion  of  the  physician’s  name 
and/or  Social  Security  number  not  be  supplied  to  the 
data  bank;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  confer  with  the  Hospital  Association  of  the  State 
of  New  York,  the  Health  Department  of  the  State  of 
New  York,  and  other  interested  parties,  with  a view 
to  working  out  a satisfactory  solution  to  the  problem 
of  confidentiality. 

A copy  of  amended  Resolution  78-65  was  forwarded  to 
E.  R.  Gabrieli,  M.D.,  President  of  the  New  York  State 
Association  for  the  Confidentiality  of  Health  Data,  Inc., 
on  November  20,  1978.  The  resolution  was  also  referred 
to  J.  Richard  Burns,  J.D.,  General  Counsel,  for  his  infor- 
mation and  guidance. 

On  May  17,  1979,  it  was  reported  to  the  Council  that 
Senator  Marchi  and  Assemblyman  Howard  had  requested 
that  the  Commissioner  of  Social  Services  of  New  York 
provide  the  names  of  physicians  who  received  Medicaid 
payments  for  performing  abortions  as  part  of  a broad  in- 
quiry they  were  making  into  State  Medicaid  expenses  for 
abortions  during  the  current  fiscal  year. 

On  June  15,  1979,  the  News  of  New  York  informed  the 
membership  that  the  Council,  at  its  meeting  on  May  17, 
took  the  position  that  the  Society  is  ready  to  seek  relief 
from  the  courts  to  prevent  the  Department  of  Social  Ser- 
vices from  releasing  physicians’  names  in  such  cases. 

The  Council  was  informed  at  its  meeting  on  June  21, 
1979,  that  the  New  York  State  Department  of  Health  is 
establishing  a computerized  system  called  Statewide 
Planning  and  Research  Cooperative  System  (SPARCS), 
which  will  collect  information  from  every  general  hospital 
in  New  York  State  on  four  uniform  documents  developed 
in  1978  under  the  auspices  of  this  project. 

The  Office  of  Health  Systems  Management  has  pro- 
posed new  regulations  which,  if  implemented,  could  pos- 
sibly result  in  forcing  the  release  of  confidential  data 
without  insuring  proper  safeguards. 

The  Council  approved  a motion  to  direct  the  Executive 
Committee  and  staff  to  pursue  in  the  legal  arena  the  matter 
of  release  of  confidential  data  involved  in  the  SPARCS 
program. 

Medical  Examiners  Offices  (page  560).  The  Refer- 
ence Committee  on  Public  Health  and  Education  in  a re- 
view of  the  annual  report  of  the  Committee  on  Forensic 
Medicine  noted  the  committee’s  reaffirmation  of  its  stand 
to  establish  medical  examiners  offices  in  those  counties 
which  are  now  served  by  coroners.  The  House  referred  the 
comments  of  the  reference  committee  and  the  annual  re- 
port of  the  Committee  on  Forensic  Medicine  to  the  Council 
for  referral  to  the  proper  committee  for  action.  The 
Council  on  November  30,  1978,  referred  the  recommen- 
dation of  the  reference  committee  and  the  annual  report 
back  to  the  Committee  on  Forensic  Medicine. 

In  its  annual  report  to  the  House  of  Delegates,  the 
Committee  on  Forensic  Medicine  noted  that  the  committee 
explored  the  potential  of  establishing  a consultative  office, 
consisting  of  leading  Medical  Examiners,  who  will  make 
themselves  available  to  all  agencies  interested  in  upgrading 
the  Medical  Examiner  System  in  the  State  of  New  York. 
The  committee  will  continue  to  explore  a system  of  making 
available  an  Advisory  Committee  to  the  State. 

Medical  Records  (pages  550-551).  The  House 
adopted  the  recommendation  of  the  Reference  Committee 
on  Public  Health  and  Education  that  allowing  patients  or 
advocates  to  have  access  to  their  medical  records  be  op- 
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posed,  and  that  the  guidelines  established  by  MSSNY  be 
followed. 

The  Chairmen  of  the  Committees  on  Aging  and  Nursing 
Homes  and  State  Legislation  were  informed  on  November 
15,  1978,  of  the  approval  of  the  House  of  the  recommen- 
dation of  the  reference  committee. 

In  his  supplementary  report  to  the  House  of  Delegates, 
the  Executive  Vice-President  commented  on  the  subject 
of  the  revised  proposals  of  the  Board  of  Regents  re  pat  ient 
access  to  medical  records,  and  the  statement  presented  on 
behalf  of  MSSNY  to  the  Board.  At  the  meeting  of  the 
Executive  Committee  on  January  17,  1979,  it  was  an- 
nounced that  the  law  firm  of  Lynch  & Lynch  had  been  se- 
lected to  represent  MSSNY  in  instituting  legal  action  to 
challenge  the  Board  of  Regents  rule  on  surrendering  of 
medical  records  to  patients,  in  accordance  with  the  ap- 
proved motion  of  the  Council  to  directly  institute  legal 
action  should  the  preliminary  method  to  accomplish 
changes  in  this  regulation  fail. 

On  March  22,  1979,  the  Council  was  informed  that  a suit, 
challenging  the  rules  of  the  Board  of  Regents  requiring 
physicians  to  turn  over  copies  of  their  medical  records  to 
patients  upon  demand,  will  be  filed  in  the  U.S.  District 
Court  for  the  Northern  District  of  New  York  in  Albany  by 
attorneys  Lynch  and  Lynch  on  behalf  of  MSSNY.  The 
lawsuit  will  ask  for  a preliminary  injunction  restraining  the 
Board  of  Regents  from  enforcing  this  rule  and  for  summary 
judgment  invalidating  the  rule  in  question. 

In  its  annual  report  to  the  House  of  Delegates,  79-D,  the 
Committee  on  State  Legislation  reported  that  our  legis- 
lative counsel  has  submitted  a memorandum  in  opposition 
to  S.1976  (Sen.  Perry);  A. 2695  (M.  of  A.  McCabe)  which 
would  amend  the  Mental  Hygiene  Law  to  require  any 
provider  of  services  or  a mental  health  facility  or  depart- 
ment to  release  and  deliver  medical  records  and  charts 
regarding  a patient  to  the  patient  or  his  authorized  repre- 
sentatives upon  receipt  of  a request  therefor.  This  bill 
passed  the  Assembly  but  remains  in  committee  in  the 
Senate. 

Medical  Records  — Board  of  Regents  Rule  (pages 
617,  619).  The  Reference  Committee  on  Medical  Services 
discussed  Section  29.2  — General  Provisions  for  Health 
Professions,  effective  October  1,  1977.  The  reference 
committee  was  informed  that  in  several  meetings  with  the 
Board  of  Regents  MSSNY  sought  modification  of  this 
section,  but  the  board  has  insisted  on  retaining  and 
implementing  this  section  as  it  stands.  The  House 
adopted  the  recommendation  of  the  reference  committee 
that  MSSNY  explore  the  grounds  for  a legal  challenge  of 
this  section  since  this  matter  is  of  great  importance.  This 
recommendation  was  referred  to  administration  and  the 
chairman  of  the  Committee  on  Medical  Care  Insurance  on 
November  21,  1978. 

MSSNY  General  Counsel,  J.  Richard  Burns,  reported 
to  the  Board  of  Trustees  on  April  26,  1979,  and  also  re- 
ported in  the  June  8,  1979,  Ad  Rem  that  MSSNY  had  filed 
suit  in  the  United  States  District  Court  for  the  Northern 
District  of  New  York  in  Albany,  challenging  the  Board  of 
Regents  rule  that  physicians  must  give  copies  of  their 
medical  records  upon  demand.  MSSNY  requested  an 
immediate  injunction  restraining  the  Regents  from  en- 
forcing it.  The  legal  basis  of  MSSNY  suit  is  that  the  Re- 
gents have  exceeded  their  authority  in  imposing  the  rule, 
since  it  is  in  direct  conflict  with  the  State’s  Public  Health 
Law.  There  is  also  a constitutional  issue  since  courts  have 
held  t hat  medical  records  are  the  property  of  the  physician 
and  that  he  cannot  be  forced  to  turn  them  over  on  demand. 


It  was  also  reported  that  the  State  Education  Department 
had  filed  a motion  to  dismiss  MSSNY’s  suit. 

Medicare  Carriers  — Reduction  of  Fees  by  Part 

B — See  Fees. 

Membership  Applications  to  Medical  Students  (page 
548).  Resolution  78-41,  “ Annual  Mailing  of  Applications 
for  Membership  in  the  Medical  Society  of  the  State  of 
New  York  to  Junior  and  Senior  Medical  Students  in  the 
State  of  New  York  ” was  amended  and  adopted  as  amended 
by  the  House.  The  resolved  portion  reads  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  direct  its  student  officers  to  annually  distribute 
student  membership  applications  to  all  nonmember 
medical  students  in  the  State  of  New  York. 

On  November  27,  1978,  John  T.  Farrar,  Chairperson  of 
Medical  Student  Membership  was  forwarded  a copy  of 
Resolution  78-41  and  the  action  of  the  House  for  his  in- 
formation and  guidance. 

Memorandum  of  Understanding  Relative  to  Re- 
tainer Agreement  Between  the  Firm  of  DeGraff,  Foy, 
Conway,  and  Holt-Harris  and  MSSNY  (pages  645-647). 
The  recommendation  of  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters  that  the  MOU 
between  the  firm  and  MSSNY,  setting  forth  the  firm’s 
responsibilities  and  the  cost  to  the  Society,  be  referred  to 
the  Council  for  examination  and  proper  action,  was  ap- 
proved by  the  House. 

The  Council  at  its  meeting  on  November  30,  1979,  re- 
ferred the  MOU  to  the  Board  of  Trustees.  This  Memo- 
randum of  Understanding  was  approved  by  the  Board  of 
Trustees  at  its  meeting  on  December  21,  1978. 

Motorcycle  Helmet  Usage  Law  (pages  648,  649). 
Resolution  78-20,  “ Mandatory  Helmet  Law  for  Motorcycle 
Operators,"  Resolution  78-48,  “ Protective  Helmet  Safety 
Laws,"  and  Resolution  78-50,  “ Protective  Helmet  Law” 
were  considered  together  by  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters.  The  reference 
committee  submitted  a substitute  resolution  which  was 
amended  by  the  House.  The  resolved  portions  of  the 
amended  substitute  resolution  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  the  New  York  State  Legislature  to  make  the 
wearing  of  helmets  mandatory  for  operators  of  mo- 
torcycles, trail  bikes,  mopeds,  and  similar  motorized 
vehicles;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  the  New  York  State  Legislature  to  take 
action  to  require  that  all  motorcycle  operators,  in- 
cluding operators  of  trail  bikes,  mopeds,  and  similar 
motorized  vehicles,  meet  State  regulations  concerning 
the  age  of  the  operator,  operational  skills,  and  safety 
standards,  including  helmet  provisions. 

The  House  adopted  the  amended  substitute  resolution 
and  on  November  20,  1978,  it  was  referred  to  the  Com- 
mittee on  State  Legislation. 

The  Committee  on  State  Legislation  in  its  annual  report, 
reported  that  three  bills  which  are  currently  before  the 
State  Legislature  would  modify  the  motorcycle  helmet 
usage  law  to  make  the  requirement  applicable  only  to  such 
persons  who  are  under  the  age  of  eighteen.  These  bills, 
S.148  (Sen.  Warder);  S.1791  (Sen.  Johnson),  and  A. 2613 
(M.  of  A.  Robach)  are  being  vigorously  opposed  by  our 
State  Society  and,  thus  far,  have  been  prevented  from 
moving  in  the  Legislature. 
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National  Health  Insurance  (pages  625-626).  The 
House  adopted  the  following  recommendations  of  the 
Reference  Committee  on  Governmental  Adairs  and  Legal 
Matters  in  regard  to  National  Health  Insurance: 

“1.  That  the  Position  Statement  on  National 
Health  Insurance  of  the  Medical  Society  of  the  State  of 
New  York,  as  previously  adopted  by  this  House  and 
spelled  out  in  the  supplementary  report,  be  reaffirmed 
and  amended  to  include  specific  reference  to  the  fact 
that  psychiatric  care  is  to  he  included  in  any  national 
health  insurance  program  and  that  coverage  for  psy- 
chiatric care  shall  he  provided  to  the  same  extent  as 
other  types  of  care  are  to  he  covered. 

“2.  That  the  following  information  be  transmitted 
to  the  American  Medical  Association  in  response  to  a 
request  from  its  Executive  Vice  President,  -James  H. 
Sammons,  M.D.,  concerning  the  State  Society's 
present  position  on  National  Health  Insurance: 

a)  The  AMA  should  continue  to  propose  a National 
Health  Insurance  bill; 

b)  The  present  AMA  proposal,  H.R.  1818,  is  ac- 
ceptable, subject  to  the  modifications  contained 
in  the  State  Medical  Society’s  Position  Statement 
on  National  Health  Insurance  as  amended;  and 

c)  That  a National  Health  Insurance  program 
should  be  phased  in  rather  than  implemented  all 
at  once.” 

On  October  80,  1978,  a letter  was  sent  to  -James  H. 
Sammons,  M.D.,  Executive  Vice  President  of  the  American 
Medical  Association,  enclosing  the  recommendation  of  the 
Reference  Committee  on  Governmental  Affairs  and  Legal 
Matters,  and  a copy  of  the  amended  Position  Statement 
on  National  Health  Insurance  of  MSSNY. 

The  Council  at  its  meeting  on  March  22, 1979,  approved 
a recommendation  of  its  Committee  on  Socioeconomics  to 
agree  with  the  following  principles  proposed  by  the  AMA, 
and  to  reaffirm  the  position  paper  of  MSSNY: 

1.  Requiring  minimum  standards  of  adequate  ben- 
efits in  all  health  insurance  policies  sold  in  the 
United  States  with  appropriate  deductible  and 
co-insurance. 

2.  A simple  system  of  uniform  benefits  provided  by 
the  Federal,  State,  and  local  governments  for 
those  individuals  who  are  unfortunate  enough 
(through  no  fault  of  their  own,  i.e.,  age,  disability, 
financial  hardship,  etc.)  not  to  be  able  to  provide 
for  their  own  medical  care. 

3.  A nationwide  program  by  the  private  insurance 
industry  of  America  (and  government  if  necessary 
for  reinsurance)  to  make  available  catastrophic 
insurance  coverage  for  those  illnesses  and  indi- 
viduals where  the  economic  impact  of  a cata- 
strophic illness  could  be  tragic.  All  catastrophic 
coverage  should  have  an  appropriate  deductible 
and  coinsurance  to  make  it  economically  feasible 
and  to  avoid  abuse. 

4.  A program  developed  pursuant  to  these  principles 
should  be  administered  at  the  state  level  with 
national  standardization  through  Federal  guide- 
lines. 

New  York  Medical  Political  Action  Committee 
(NYMPAC)  (page  652).  The  House  adopted  Resolution 
78-49,  “ New  York  Medical  Political  Action  Committee” 
which  called  upon  MSSNY  to  recommend  to  the  New  York 
Medical  Political  Action  Committee  (NYMPAC)  organi- 
zation that  consideration  be  given  to  the  advisability  of 


administration  by  a full-time  staff,  knowledgeable  in  po- 
litical matters  in  the  State  of  New  York. 

On  November  20,  1978,  the  Chairman  of  NYMPAC  was 
not  ified  of  the  action  of  the  House  on  Resolution  78-49. 

The  Council  was  informed  at  its  meeting  on  April  26, 
1979,  that  NYMPAC  and  PIMP  AC  have  formed  a joint 
coordinating  committee  which  will  consist  of  five  PIMP  AC 
and  five  NYMPAC  members.  The  coordinating  com- 
mittee will  start  to  look  for  an  overall  administrator  for 
both  groups. 

No-Fault  — Arbitration  Panels  and  Proceedings 

(page  586).  The  Reference  Committee  on  Medical  Ser- 
vices in  its  report  to  the  House  noted  that  apparently  very 
few  county  medical  societies  have  submitted  names  of 
physicians  to  sit  on  the  committees  that  arbitrate  disputes 
between  physicians  and  no-fault  insurance  carriers.  The 
absence  of  a county  medical  society  representative  denies 
our  membership  a voice  and  vote  in  the  arbitration  pro- 
ceedings. The  reference  committee  stated,  . . . “our 
membership  would  best  be  served  if  they  did  have  repre- 
sentation on  the  arbitration  committees  and  that  such 
representation  would,  according  to  our  Counsel’s  opinion, 
in  no  way  detract  from  the  merits  of  the  Society’s  lawsuit 
challenging  certain  amendments  of  the  No-Fault  law.” 

A memorandum  was  sent  to  Presidents,  Secretaries, 
Executive  Secretaries  and/or  Directors  of  Component 
County  Medical  Societies  on  November  21 , 1978,  informing 
them  of  the  actions  of  the  House  of  Delegates. 

In  order  to  ascertain  from  all  county  medical  societies 
whether  or  not  they  have  representatives  sitting  on  no-fault 
arbitration  proceedings,  another  communication  was  sent 
out  to  counties  on  December  7,  1979. 

The  Committee  on  Workers’  Compensation  and  Occu- 
pational Health  in  its  report  to  the  Council  on  May  17, 
1979,  emphasized  that  representatives  appointed  by  the 
county  medical  societies  to  represent  their  members  by 
sitting  on  the  arbitration  committees  are  offered  an  insight 
into  the  problems  physicians  encounter  that  cannot  be 
gained  in  any  other  manner,  that  the  reports  received  in- 
dicate that  such  experience  has  indeed  been  educational. 
It  is  therefore  desirable  that  as  many  members  of  the 
Workers’  Compensation  Committees  of  the  county  medical 
societies  sit  on  these  committees  as  possible. 

The  Council  approved  the  recommendation  that 
MSSNY  encourage  all  county  medical  societies  to  rotate 
their  representatives  on  the  Workers’  Compensation  and 
the  No-Fault  arbitration  committees,  particularly  those 
who  serve  on  the  related  county  medical  society  com- 
mittees. 

Peer  Review  Committees  (page  647).  Resolution 
78-19,  “ Immunity  of  Peer  Review  Committees”  was 
adopted  by  the  House.  The  resolved  portion  of  Resolution 
78-19  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York,  through  its  legal  fund,  grant  all  financial  and 
legal  aid  to  any  county  medical  society  or  medical  staff 
who  wish  to  quash  a subpoena  from  the  Board  for 
Professional  Medical  Conduct  for  any  records  relating 
to  peer  review’  committees. 

Resolution  78-19  was  referred  to  the  Board  of  Trustees 
at  its  meeting  on  November  29,  1978,  and  the  Board  re- 
ferred this  resolution  to  the  Council  for  a fiscal  guideline. 
The  Council  on  November  30,  1978,  referred  Resolution 
78-19  to  the  Subcommittee  on  Legal  Affairs  because  of  the 
fiscal  uncertainties,  and  report  back  to  the  Council. 
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George  T.  C.  Way,  M.D.,  President,  in  his  Newsletter  to 
Count  Medical  Societies  reported  on  June  1,  1979  — 
“Because  of  the  apparently  increasing  number  of  in- 
stances in  which  the  State  Board  for  Professional 
Medical  Conduct  of  the  Health  Department  has  at- 
tempted to  subpoena  the  records  of  county  medical  so- 
ciety peer  review  committees  who  have  had  occasion  to 
review  the  professional  activit  ies  of  physicians,  I feel  it 
incumbent  upon  me  to  call  to  your  attention  the  fol- 
lowing resolution  adopted  by  the  MSSNY  House  of 
Delegates  at  its  October,  1978,  meeting  regarding  this 
matter: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York,  through  its  legal  fund,  grant  all  financial  and 
legal  aid  to  any  county  medical  society  or  medical  staff 
who  wish  to  quash  a subpoena  from  the  Board  for 
Professional  Medical  Conduct  for  any  records  relating 
to  peer  review  committees. 

To  my  knowledge  several  county  societies  have  used  this 
mechanism  for  promptly  quashing  such  subpoenas.” 
Physician  License  Reregistration  (page  649).  Res- 
olution 78-23,  “ New  York  State  Legislation  on  License 
Reregistration  ” was  amended  by  the  House  and  adopted 
by  the  House  and  adopted  by  the  House  as  amended.  The 
resolved  portion  of  the  amended  resolution  reads  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  shall  adopt  the  policy  that: 

1.  Physician  reregistration  procedures  must  rec- 
ognize that  only  physicians  themselves  possess 
the  capability  to  evaluate  physician  compe- 
tence; and 

2.  Physician  reregistration  should  be  accom- 
plished by  utilization  of  appropriate  medical 
societies  to  draft  and  supervise  physician 
competence  regulations  as  they  deem  proper, 
in  consultation  and  cooperation  with  appro- 
priate State  authorities. 

On  November  20,  1978,  amended  Resolution  78-23  was 
forwarded  to  the  Committee  on  State  Legislation. 

The  Committee  on  State  Legislation  in  its  annual  report 
reported  that  a memorandum  has  been  prepared  opposing 
the  statutory  imposition  of  continuing  medical  education 
as  a requirement  for  relicensure,  but  endorsing  statutory 
recognition  of  the  State  Society’s  program  in  any  legislation 
seeking  to  impose  such  a requirement. 

Physicians — Patients’  Free  Choice  (page  651). 
Resolution  78-30,  “ Patients  Free  Choice  of  Physicians,” 
which  requested  the  Society  to  seek  legislation  to  disap- 
prove any  plans  which  deny  free  choice  of  physicians  by 
using  discriminatory  methods  of  reimbursement  to  non- 
participating physicians  since  they  are  clearly  combina- 
tions in  restraint  of  trade,  and  that  MSSNY  commence 
litigation  immediately  to  void  the  discriminatory  provi- 
sions of  such  contracts,  was  referred  by  the  House  to  the 
Council  pending  the  outcome  of  litigation  inst  ituted  by  t he 
Monroe  County  Medical  Society  in  regard  to  this 
matter. 

The  Council  on  November  30,  1978,  tabled  action  on  this 
resolution  and  referred  it  to  J.  Richard  Burns,  J.D.,  General 
Counsel,  for  legal  opinion  and  report  back  to  the  Council. 
At  the  meeting  of  the  Council  on  December  21 , 1978,  Mr. 
Burns  stated,  “Your  Counsel  finds  that  it  is  inadvisable  to 
commence  litigation  to  challenge  premier  physician  care 
contracts.  The  premier  contract  is  a voluntary  contract 
between  subscriber  and  the  insurer,  and  as  such,  it  would 
be  extremely  difficult  for  MSSNY  to  allege  the  requisite 


damages  to  the  nonparticipating  physician  since  there  is 
no  coercion  to  participate  in  these  plans  that  can  he  dem- 
onstrated.” 

The  Council  accepted  and  approved  the  above  recom- 
mendation of  J.  Richard  Burns,  J.D.,  General  Counsel, 
(see  also  Health  Insurance  Plan) 

Psychiatric  Patients 

Resolution  78-12,  “Long  Term  Institutional 
Care  for  Chronic  Psychiatric  Patients”  (page 
573),  was  amended  by  the  House  and  adopted  as  amended. 
The  resolved  portions  of  amended  resolution  78-12  now 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  go  on  record  as  approving  the  concept  that  every 
patient  discharged  from  a State  hospital  be  put  in 
convalescent  status  for  a period  of  three  months. 
Convalescent  status  being  defined  as:  “A  patient  who 
either  requests  hospitalization,  or  is  found  by  another 
psychiatric  facility  to  be  in  need  of  hospitalization,  and 
who  will  then  be  rehospitalized  in  the  hospital  of  his 
catchment  area;”  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  the  New  York  State  Office  of  Mental  Healt  h 
to  recognize  explicitly  that  all  psychiatric  patients 
cannot  be  returned  to  a setting  outside  of  a hospital, 
and  that  such  chronically  disabled  patients  need  ex- 
tended, and  in  some  cases  life-time  hospitalization  for 
their  own  protection  and  for  adequate  supervision  and 
symptomatic  treatment;  and  be  if  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  support  the  budget  requests  of  the  Office  of 
Mental  Health  for  a budget  adequate  to  extend  out- 
patient activities  so  as  to  provide  financial  and  other 
assistance  to  State  psychiatric  centers  for  the  humane 
care  of  long-term  patients  whom  they  cannot  cure,  but 
for  whom  they  provide  the  most  pain-free  existence 
possible;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York’s  Committee  on  Mental  Health  develop  specific 
recommendations  for  improving  such  aftercare,  which 
should  include  methods  whereby  practicing  psychia- 
trists may  participate  in  such  care. 

The  Chairman  of  the  Committee  on  Mental  Health  was 
forwarded  a communication  on  November  20,  1978,  con- 
taining the  action  of  the  House  and  noting  that  the  fourth 
resolved  requests  that  the  Committee  on  Mental  Health 
develop  specific  recommendations  for  improving  such  af- 
tercare, which  should  include  methods  whereby  practicing 
psychiatrists  may  participate  in  such  care. 

James  A.  Prevost,  M.D.,  Commissioner  of  the  New  York 
State  Office  of  Mental  Health  replied  on  December  20, 
1978,  to  a communication  informing  him  of  the  action  of 
the  House.  Dr.  Prevost’s  reply  was  presented  to  the  Ex- 
ecutive Committee  at  its  meeting  on  January  17, 1979.  Dr. 
Prevost  stated  that  the  State  Office  of  Mental  Health 
welcomes  MSSNY’s  offer  to  support  its  budget  requests 
for  addit  ional  funds  to  expand  outpatient  treatment  ser- 
vices and  State  psychiatric  center  programs.  The  State 
Office  of  Mental  Healt  h looks  forward  to  receiving  specific 
recommendations  for  improving  aftercare  services,  par- 
ticularly proposals  for  involving  private  practice  psychia- 
trists in  the  delivery  of  such  services,  and  to  the  cont  inued 
interest  and  involvement  of  the  Medical  Society  in  the 
work  which  lies  ahead.  The  letter  from  Dr.  Prevost  was 
referred  by  the  Executive  Committee  to  the  Director  of  the 
Division  of  Scientific  Activities  for  consideration  by  the 
Committee  on  Mental  Health. 


Mkntai.I.Y  li.l.  Patiknts  (pages  566  567).  The 
Reference  Committee  on  Public  Health  and  Kducation 
recommended  to  the  House  that  the  New  \ ork  State  Oflice 
of  Mental  Health  rapidly  upgrade  its  programs  for  out- 
patient convalescence  and  rehabilitation  and  terminate 
such  problems  as  the  "Limn  Peach  Syndrome  and  the 
"Revolving  Door  Syndrome."  The  House  adopted  the 
recommendation  of  the  committee  and  referred  it  to  the 
Council  to  prepare  a position  statement.  The  Council  on 
November  50,  1978,  referred  this  recommendation  to  the 
Director  of  the  Division  of  Scientific  Act  ivit  ies  to  prepare 
a position  statement  to  be  presented  to  the  Council. 

In  its  annual  report  to  the  House  of  Delegates  the 
Committee  on  Mental  Health  reported  that  the  problem 
bad  been  reviewed,  and  the  committee  read  and  discussed 
Dr.  John  Talbott’s  recent  and  very  comprehensive  A.P.A. 
Task  Force  report  on  the  chronic  mental  patient.  The 
committee  noted  how  complicated,  discontinuous,  and 
fragmented  was  the  health  care  structure  dealing  with 
these  patients,  ('are  is  split  between  governmental  and 
private  agencies  with  different  agencies  operating  at  all 
levels  (national,  state,  and  local).  At  any  level  there  are 
again  multiple  divisions  within  the  agencies  (medical, 
psychiatric,  hospital,  community  mental  health,  social 
welfare,  etc.).  Funding  is  equally  disorganized  and  further 
complicates  the  matter  (e.g.,  there  is  a bias  toward  expen- 
sive institutional  care  and  away  from  the  less  expensive 
outpatient  ambulatory  and  preventive  care;  often  there  is 
discrimination  against  the  physician  and  there  are  inade- 
quate provisions  for  training  physicians  in  the  treat- 
ment and  management  of  the  patients,  and  how  to  know 
about  and  work  with  the  other  providers  and  resources  of 
care;  etc.)  Cost  and  quality  controls,  so  necessary,  are 
inadequate  and  yet  often  stifling  and  intrusive. 

The  committee  felt  that  the  entire  structure  needed 
over-hauling,  from  Federal  levels  down,  and  the  committee 
suggested  to  the  Council  that  they  consider  setting  up  a 
task  force  to  work  with  the  A.P.A.  Area  II  Council  on  this 
problem  at  the  State  level.  Council  wanted  something 
more  specific  before  going  further,  and  the  committee  de- 
cided to  await  President  Carter’s  proposed  legislation  and 
other  newly  developing  legislation  at  State  and  Federal 
levels.  These  would  be  used  then  as  the  basis  for  future 
more  specific  recommendations.  The  committee  did  not 
wish  to  add  to  the  confusion  and  patchwork  approach  by 
suggesting  actions  at  this  time  that  were  not  part  of  an 
overall  approach  and  which  were  peripheral  to  what  the 
State  and  Federal  governments  were  already  working 
out. 

Qualifications  for  Coroner  (page  650).  The  Refer- 
ence Committee  on  Governmental  Affairs  and  Legal 
Matters  amended  Resolution  78-25,  “ Qualifications  fur 
Coroner."  The  resolved  portions  of  amended  Resolution 
78-25  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  act  to  prevent  the  passage  of  any  legislation  that 
would  permit  anyone  other  than  a physician  to  serve 
as  coroner,  unless  such  person  exercises  the  office  of 
coroner  in  conjunction  with  a coroner’s  physician;  and 
be  it  further 

Resolved,  That  any  physician  serving  as  coroner,  or  cor- 
oner’s physician,  shall  be  licensed  to  practice  medicine 
and  surgery  in  the  State  of  New  York;  and  be  it  fur- 
ther 

Resolved,  That  any  physician  serving  as  coroner,  or  cor- 
oner’s physician,  shall  be,  where  possible,  a physician 
trained  in  forensic  medicine  and  pathology. 

The  House  adopted  the  amended  resolution  and  on 


November  20,  1978,  Resolution  78-25  was  forwarded  (o  (be 
Committee  on  State  Legislation. 

The  Committee  on  State  Legislation  in  its  annual  report 
reported  that  no  such  legislation  has  yet  been  introduced 
into  (be  Legislature,  but  (he  resolution  has  been  trans- 
mitted to  our  Albany  representatives  for  use  in  evaluating 
legislation  which  is  introduced. 

School  Nurse  Practitioners  (page  572).  The  Refer 
ence  Committee  on  Public  Health  and  Kducation  recom- 
mended a close  watch  of  the  Robert  Wood  Johnson 
Foundation  program  in  Chenango  and  Orange  Counties. 
Th is  program  is  set  up  to  give  direct  delivery  of  healt  h care 
in  the  school.  1'he  school  nurse  practitioner,  under  the 
supervision  of  the  school  physician,  would  be  responsible 
for  the  assessment  and  treatment  components. 

The  House  voted  to  ref  er  1 he  comments  of  the  ref  erence 
committee,  and  the  annual  report  of  the  Committee  on 
School  Health,  to  the  Council  for  investigation  and  ap- 
propriate action.  The  Council  at  its  meeting  on  November 
30,  1978,  postponed  action  on  this  recommendation. 
Discussion  ensued  regarding  the  law  that  is  in  existence 
creating  a pilot  study  for  the  school  nurse  program.  Or- 
ange County  Medical  Society  is  monitoring  this  five  year 
pilot  program  and  will  submit  a report  to  the  Council 
within  one  year: 

State  Legislation  Program  for  197*1  (pages  656  and 
657).  The  House  approved  the  recommendation  of  the 
Reference  Committee  on  Governmental  Affairs  and  Legal 
Matters  that  the  1979  State  Legislation  Program  be  ap- 
proved. 

On  November  15,  1978,  Kevin  M.  Cahill.  M.D.,  Chair- 
man of  the  Health  Research  Council,  wrote  to  MSSNY 
stating  that  he  would  be  pleased  to  receive  “any  ideas, 
themes,  or  specific  pieces  of  legislation”  which  the  Medical 
Society  of  the  State  of  New  York  might  wish  to  submit  for 
inclusion  in  Governor  Carey’s  State  of  the  Health  Message 
to  the  1979  session  of  the  New  York  State  Legislature. 

The  Executive  Vice-President  replied  to  Dr.  Cahill  on 
December  11,  1978,  giving  a brief  description  of  five  pri 
oritv  proposals  of  MSSNY.  and  enclosing  a copy  of  the  1979 
Legislation  Program. 

The  1979  MSSNY  State  Legislation  Program  is  included 
in  the  annual  report  of  the  Committee  on  State  Legislation 
to  the  House  of  Delegates. 

Survey  of  Health  Care  Physicians  ( page  614).  The 
Reference  Committee  on  Medical  Services  in  considering 
Resolution  78-31,  "Pilot  Demographic  Survey  of  Health 
Care  Physicians”  stated  that  the  committee  is  of  the 
opinion  that  a statewide  demographic  survey  to  determine 
where  physicians  are  located,  their  specialty  and  their 
availability  is  very  much  needed;  that  such  information 
should  be  collected,  retained  and  periodically  updated  by 
MSSNY;  and  that  utilizing  the  Society’s  computer  and  in 
cooperation  with  the  county  medical  societies  this  function 
can  be  performed  at  a reasonable  cost.  To  be  meaningful, 
the  reference  committee  report  stated,  the  survey  must 
include  nonmembers  as  well  as  our  Society’s  members. 
The  House  referred  this  resolution  to  the  Council,  and  the 
Council  on  November  30,  1978,  referred  Resolution  78-31 
to  the  Committee  on  Research  and  Development  to  suggest 
a positive  proposal  and  budget,  and  report  back  to  the 
Council. 

In  its  annual  report,  the  Committee  on  Health  Man- 
power and  Rural  Medical  Service  noted  that  a demographic 
study  of  physicians  in  New  York  State  depended  on  uti- 
lizing the  MSSNY  computer  which  was  not  available.  The 
MSSNY  Division  of  Computer  Systems  and  Services  is  in 
the  process  of  a major  reorganization.  A meeting  of  the 


committee  has  been  deferred  until  the  computer  system 
again  becomes  operational. 

System  of  Reference  for  Action  and  Report  Thereon 
to  the  House  of  Delegates.  Resolution  78-54,  “An  Im- 
proved System  of  Reference  for  Action  and  Report 
Thereon  to  the  House  of  Delegates’’  (page  529)  was 
adopted  by  the  House  and  referred  to  administration.  The 
resolved  portion  of  Resolution  78-54  reads  as  follows: 
Resolved,  That  a system  for  reporting  Council  actions  on 
items  referred  from  the  House  of  Delegates  similar  to 
that  which  is  now  operational  in  the  AMA  House  (re- 
ports of  the  Board  of  Trustees)  be  instituted  in  the 
Medical  Soceity  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  this  system  include  past  actions  of  the 
House  of  Delegates  and/or  Council  on  the  same 
subject;  and  be  it  further 

Resolved,  That  these  reports  be  presented  as  business  at 
the  next  meeting  of  the  House  of  Delegates. 

A resume  of  instructions  from  the  1978  House  of  Dele- 
gates and  actions  thereon  by  the  Council,  Board  of  Trust- 
ees, the  Executive  Committee,  Council  Committees,  and 
governmental  agencies  will  be  presented  to  the  House  of 
Delegates  at  its  meeting  on  September  16-20,  1979. 

Uniform  National  Drug  Code  Number  (page  653). 
Resolution  78-56,  “ Identification  of  Unit  Medications 
(Pills,  Capsules,  etc.)  by  a Uniform  National  Drug  Code 
Number’’  was  amended  by  the  Reference  Committee  on 
Governmental  Affairs  and  Legal  Matters.  The  resolved 
portion  of  the  amended  resolution  reads  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  seek  Federal  legislation  requiring  that  all  unit 
medications  such  as  pills,  capsules,  ampules,  etc., 
manufactured  and  sold  for  human  consumption,  be 
required  to  have  clearly  imprinted  upon  each  the 
uniform  National  Drug  Code  Number  (NDC  #)  for 
easy  and  ready  identification  of  the  drug  contents  of 
such  medication  units;  and  be  it  further 
Resolved,  That  this  resolution  be  presented  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  proper  implementation. 

The  New  York  Delegation  to  the  AMA  introduced 
Resolution  77(1-78)  Identification  of  Unit  Medications 
(Pills,  Capsules,  etc. ) by  a Uniform  National  Drug  Code 
Number  at  the  December,  1978,  session  of  the  American 
Medical  Association  House  of  Delegates.  The  AMA  voted 
to  refer  Resolution  77(1-78)  to  the  Board  of  Trustees. 

The  Board  of  Trustees  of  the  AMA  recommended  that 
whenever  feasible  the  coding  of  drug  dosage  units  be  en- 
couraged, that  efforts  be  made  to  determine  the  feasibility 
of  establishing  an  appropriate  system  of  uniform  drug 
identifiers  and/or  a central  drug  coding  registry, 

The  House  of  Delegates  of  the  AMA  adopted  the  report 
of  the  Board  of  Trustees. 

Workers'  Compensation  Authorization  Numbers 

(page  588).  Resolution  78-37,  “ Elimination  of  Workers’ 
Compensation  Authorization  Numbers’’  was  referred  by 
the  House  through  the  Council  to  the  General  Counsel  and 
the  Committee  on  Workers’  Compensation  and  Occupa- 
tional Health  to  determine  the  legal  ramifications  and  the 
practical  effects  if  the  authorization  of  physicians  to  treat 
Workers’  Compensation  claimants  was  discontinued.  The 
Council  at  its  meeting  on  November  30,  1978,  referred  this 
resolution  to  the  Committee  on  State  Legislation. 

At  the  meeting  of  the  Council  on  .January  18,  1979,  the 
Committee  on  Workers’  Compensation  and  Occupational 
Health  reported  that  it  was  considered  most  unlikely  that 


the  legislature  would  at  this  time  be  receptive  to  modifying 
t he  law  as  sought  by  this  resolution,  and  is  certain  that  the 
Workers’  Compensation  Board  Chairman  would  strongly 
oppose  such  a change. 

At  its  meeting  on  March  22,  1979,  the  Council  approved 
the  recommendation  of  the  Committee  on  State  Legislation 
that,  because  of  the  unwavering  opposition  of  the  Chair- 
man of  the  Workers’  Compensation  Board  to  this  concept, 
and  because  it  would  be  impossible  to  gain  the  support  of 
the  legislature  at  this  time,  this  resolution  be  referred  to 
our  Society’s  Medical  Services  Division  for  future  consid- 
eration at  a time  when  this  concept  may  have  more  sup- 
port. 

On  June  21,  1979,  the  Council  approved  a recommen- 
dation of  the  Committee  on  Workers’  Compensation  and 
Occupational  Health  that  this  resolution  again  be  referred 
to  the  Committee  on  State  Legislation  to  be  pursued  in  the 
1980  session  when  the  legislative  climate  may  have  im- 
proved. The  Committee  on  State  Legislation  will  recon- 
sider this  resolution  at  its  next  meeting  in  August,  1979, 
and  will  report  back  to  the  Council  and  House  of  Delegates 
in  September. 

Workers’  Compensation  Cases 

Enforced  Payment  in  Improperly  Contro- 
verted Workers’  Compensation  Cases  — Form 
MR-54  (pages  586-587).  The  House  approved  the  rec- 
ommendation of  the  Reference  Committee  on  Medical 
Services  that  physicians  be  informed  of  when  to  utilize  and 
where  to  obtain  Form  MR-54  which  was  promulgated  by 
the  Workers’  Compensation  Board  Chairman  for  physi- 
cians to  initiate  a Workers’  Compensation  Board  hearing 
concerning  enforced  payment  in  improperly  controverted 
workers’  compensation  cases.  On  November  21, 1978,  the 
Division  of  Communications  was  informed  of  the  request 
of  the  reference  committee  on  Medical  Services  that  this 
subject  be  again  given  wide  publicity  and  that  MSSNY 
staff  arrange  a mechanism  to  insure  ready  availability  of 
the  required  forms. 

On  March  1,  1979,  the  News  of  New  York  reminded 
physicians  that  the  Workers’  Compensation  Law  empowers 
the  WC  Board  to  enforce  payment  of  outstanding  medical 
bills.  The  Board  has  just  streamlined  its  procedures  and 
revised  the  form  used  bv  physicians  to  request  award.  The 
law  permits  the  use  of  Form  MR-54  (2-79),  Application  for 
Award  Under  Workers’  Compensation  Law  — Section  13-g 
(1)  under  the  following  conditions: 

The  Bill  was  submitted  to  the  carrier  within  90  days 
from  the  last  day  of  the  month  in  which  services  were 
rendered;  the  bill  had  not  been  contested  within  30 
days  on  Form  A-l;  and  the  bill  was  not  paid  within  45 
days  of  the  date  submitted  and/or  30  days  from  the 
date  the  claim  was  determined. 

Physicians  may  obtain  copies  of  revised  Form  MR-54 
from  their  county  society;  from  any  Board  office  or  from 
the  Medical  Registration  Section,  WCB,  Two  World  Trade 
Center,  NYC  10047.  The  Board  says  that  any  application 
on  a Form  MR-54  dated  earlier  than  2-79  will  be  re- 
turned. 

The  Committee  on  Workers’  Compensation  and  Occu- 
pational Health  reported  to  the  Council  on  June  21, 1979, 
that  the  A-l  form  which  a carrier  initiates  to  controvert  a 
physicians’s  bill  is  being  modified.  A draft  was  considered, 
some  changes  were  recommended,  and  it  will  be  reworded. 
Of  particular  concern  to  physicians  is  that  they  must  re- 
spond within  30  days  of  receipt  of  notice  that  a bill  is  being 
controverted  if  the  MR-54  procedure  (whereby  a referee 
rules  a bill  is  payable)  is  to  be  effective.  One  of  the  changes 
being  sought  by  MSSNY  is  to  have  the  question  of  medical 


necessity  for  treatment  ruled  on  by  physicians  who  con- 
stitute the  arbitration  committees  rather  than  by  a ref- 
eree. 

Penalty  for  Delayed  or  Nonpayment  of  Med- 
ical Bills  (page  587).  The  House  adopted  as  amended 
by  the  Reference  Committee  on  Medical  Services,  Reso- 
lution 78-29,  "Penalty  fur  Delayed  or  Nonpayment  of 
Medical  Bills  in  Workers’  Compensation  Cases”  which 
calls  on  MSSNY  to  initiate  and  support  legislation  to 
correct  the  abuses  of  delayed  or  nonpayment  of  medical 
bills  in  workers’  compensation  cases  by  providing  for  in- 
terest accrual  for  such  delayed  or  unpaid  bills.  On  No- 
vember 20,  1978,  the  Chairmen  of  the  Committees  on 
Workers’  Compensation  and  Occupational  Health  and 
State  Legislation  were  informed  of  the  action  of  the 
House. 

The  Workers’  Compensation  and  Occupational  Health 
Committee  in  its  report  to  the  Council  on  January  18, 1979, 
stated  that  the  Workers’  Compensation  Subcommittee 
appointed  by  the  Chairman  of  the  Workers’  Compensation 
Board  to  recommend  changes  in  the  Workers’  Compen- 
sation Law  and  the  rules  and  regulations,  considered  this 
item  in  the  course  of  its  meetings.  The  chairman  has  now 
stated  that  he  intends  to  impose  a penalty  of  1 xlf’h>  per 
month,  without  any  maximum,  on  those  carriers  who  do 
not  pay  or  unduly  delay  payment  of  properly  submitted 
bills.  A question  arose  as  to  whether  this  will  require  leg- 
islative action  to  amend  the  law  or  whether  it  can  be  ac- 
complished by  the  chairman’s  order;  this  is  under  study  by 
the  Workers’  Compensation  Board  Counsel.  It  was  em- 
phasized that  for  this  penalty  to  be  applicable,  physicians’ 
bills  must  be  submitted  not  later  than  ninety  days  after  the 
last  day  of  the  month  in  which  the  treatment  billed  for  was 
rendered. 

On  May  22,  1979,  a memorandum  was  sent  to  the 
members  of  the  Interspecialty  Committee  from  the  Divi- 
sion of  Medical  Services  requesting  that  each  Specialty 
Society  have  its  legislative  representative  endeavour  to 
reach  all  possible  legislative  contacts  to  secure  their  sup- 
port for  S. 5720-Floss;  A. 7984-Rules,  “Interest  on  Unpaid 
Bills’’  which  will  be  introduced  as  part  of  Governor  Carey’s 
legislative  program,  and  which  would  provide  for  an  in- 
terest payment  of  1%%  per  month  to  physicians  in  the  in- 
stances where  a noncontroverted  bill  has  not  been  paid 
within  30  days  after  submission  without  justifiable 
cause. 

In  its  report  to  the  House  of  Delegates,  79-D,  the  Com- 
mittee on  State  Legislation  reported  that  S.5720  (Sen. 
Floss);  A.7984  (Rules),  which  has  passed  both  houses  of  the 
Legislature  and  is  presently  awaiting  the  anticipated  ap- 
proval by  the  Governor  was  incorporated  as  part  of  our 
1979  Legislation  Program  and  actively  promoted  by  our 
State  Medical  Society. 

Workers’  Compensation  Fees  — See  Fees 

Workers’  Compensation  Negotiations — MSSNY 
Representation  of  the  Medical  Profession  (page  587). 
Resolution  78-28,  “ MSSNY  to  Represent  the  Medical 
Profession  as  a Whole  in  Negotiating  with  the  Workers' 
Compensation  Board"  which  called  upon  MSSNY  to 
reaffirm  that  it  represents  the  medical  profession  as  a 
whole  in  negotiating  with  the  Workers’  Compensation 
Board  was  adopted  by  the  House.  The  Chairmen  of  the 
Interspecialty  Committee  and  the  Committee  on  W’orkers’ 
Compensation  and  Occupational  Health  were  notified  of 
the  action  of  the  House  on  November  27,  1978. 

The  New  York  State  Federation  of  Anesthesiologists 


took  exception  to  the  approval  of  this  resolution  by  the 
House  of  Delegates.  In  response  to  requests  from  mem- 
bers of  the  Federation  that  MSSNY  notify  the  Chairman 
of  the  Workers’  Compensation  Board  that  Anesthesiolo- 
gists will  negotiate  on  their  own  behalf,  the  Council  at  its 
meeting  on  December  21,  1978,  approved  the  following 
motion:  There  presently  exists  within  the  Medical  Society 
of  the  State  of  New  York  a mechanism  that  permits  full 
and  adequate  input  from  all  specialty  groups  to  voice  their 
views  and  influence  decisions  reached.  It  is  therefore 
recommended  that  the  present  methodology  for  negotia- 
tions with  the  Workers’  Compensation  Board  be  continued, 
with  the  MSSNY  representing  the  profession  as  a whole. 
It  is  further  recommended  that  a meeting  be  convened 
between  the  officers  of  the  Medical  Society  of  the  State  of 
New'  York  and  the  officers  of  the  New  York  State  Society 
of  Anesthesiologists  to  explain  the  reasons  that  led  to  the 
decision  taken  by  the  Medical  Society  of  the  State  of  New 
York.  This  meeting  took  place  on  January  18,  1979. 

In  its  annual  report,  the  Committee  on  Workers’  Com- 
pensation and  Occupational  Health  noted  that  the  issue 
raised  by  the  Anesthesiologists  is  whether  or  not  the 
MSSNY  should  continue  to  represent  the  medical  pro- 
fession as  a whole  rather  than  having  each  specialty  group 
negotiate  individually.  The  committee  unanimously 
reaffirmed  its  opinion  that  the  MSSNY  should  continue 
to  represent  and  negotiate  for  the  profession  as  a whole, 
and  the  Council  concurred  in  this  reaffirmation. 


=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  notes  that  there  is  a resume 
of  the  actions  taken  by  the  Council,  the  Board  of  Trustees, 
the  Executive  Committee,  Officers,  Council  Committees, 
and  Governmental  Agencies  on  the  instructions  from  the 
1978  House  of  Delegates.  We  strongly  recommend  that 
all  delegates  read  this  report  so  that  they  may  be  aware  of 
the  way  in  which  their  instructions  are  being  carried  out. 

We  applaud  the  preparation  of  this  report,  and  we 
suggest  that  it  may  continue  in  future  years. 

=>Your  reference  committee  recommends  that  the  Resume 
of  Instructions  from  the  1978  House  of  Delegates  and  Ac- 
tions thereon  by  the  Council,  Board  of  Trustees,  Executive 
Committee,  Officers,  Council  Committees,  and  Govern- 
mental Agencies  be  filed. 

==»...  The  Resume  of  Instructions  from  the  1978  House 
of  Delegates  and  Actions  thereon  by  the  Council,  Board 
of  Trustees,  Executive  Committee,  Officers,  Council 
Committees,  and  Governmental  Agencies  was  FILED 


I^esolution  79-31,  Past  House  of  Delegates  Actions 
on  Content  of  Submitted  Resolutions 

Introduced  by  Westchester  County  Medical  Society 
Whereas,  Numerous  resolutions  are  submitted  annually 
to  the  meeting  of  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York;  and 
Whereas,  The  content  of  these  resolutions  are  frequent  ly 
similar  to  previously  submitted  resolutions  to  prior 
annual  meetings;  and 
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Whereas , It  would  be  helpful  to  the  orderly  proceedings 
of  the  business  of  the  House  of  Delegates  to  inform  the 
delegates  of  prior  actions  of  the  House  of  Delegates 
relating  to  such  subject;  therefore  be  it 
Resolved,  That  all  past  actions  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  alike 
in  content  to  presently  submitted  resolutions  be  so 
listed  as  a footnote  to  each  resolution  submitted  for 
action  by  the  House  of  Delegates;  and  be  it  further 
Resolved,  That  such  a footnote  shall  be  listed  at  the  bot- 
tom of  the  resolution  as  PAST  HOUSE  ACTIONS* 
with  the  appropriate  dating  and  page  reference  in  the 
past  minutes. 

COMMENT:  Such  reference  material  should  help  the 
members  of  the  House  deliberate  more  knowledgeably  and 
assist  the  reference  committees  to  arrive  at  more  conclusive 
recommendations  for  action  by  the  House  of  Delegates. 

FISCAL  NOTE:  Probably  no  added  expense  except  for 
extensive  research  activity  on  the  part  of  staff. 

EDITORIAL  OPINION:  In  the  past  actions  of  the  House, 
it  has  often  been  overlooked  in  its  discussions  that  similar 
material  has  been  previously  enacted  or  rejected  and  this 
recommendation  would  hopefully  obviate  such  omis- 
sions. 


=*Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

=»Your  reference  committee  recommends  that  Resolution 
79-31  be  adopted. 

=>.  . . The  House  voted  to  ADOPT  Resolution  79-31  . . . 


I^esolution  79-36,  800  “WATS”  Telephone  Line 

Introduced  by  Leonard  Weitzman,  M.D.,  as  an  Indi- 
vidual 

Whereas,  There  appears  to  be  a need  for  improvement  in 
the  communication  between  the  Medical  Society  of 
the  State  of  New  York  and  its  member  physicians; 
and 

Whereas,  Because  of  the  size  of  the  State  it  becomes  ex- 
pensive for  physicians  to  call  MSSNY  headquarters; 
and 

Whereas,  The  cost  for  an  800  “WATS”  telephone  line  is 
approximately  $285  per  month  for  ten  hours  of  the  use 
billed  at  Vn>  minute  intervals;  and 

Whereas,  An  800  “WATS”  line  could  be  used  by  the  offi- 
cers and  stall  of  MSSNY  to  contact  nonmember 
physicians  from  a list  supplied  by  const  ituent  county 
medical  societies  to  encourage  these  physicians  to  join 
the  MSSNY;  and 

Whereas,  In  the  ordinary  course  of  business  the  officers 
and  staff  of  MSSNY  must  make  calls  from  MSSNY 
headquarters  to  other  areas  in  New  York  State; 
therefore  be  it 

* Example 

PAST  HOUSE  ACTIONS:  78  p.  : 77  p.  : 76  p.-: 


Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  install,  as  a pilot  project,  an  800  “WATS”  tele- 
phone line  to  be  used  for  communication  between  the 
MSSNY  headquarters  and  physician  members 
throughout  New  York  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  use  this  800  “WATS”  telephone  line  to  contact 
nonmember  physicians  from  a list  supplied  by  the 
individual  constituent  county  medical  societies;  and 
be  it  further 

Resolved,  That  in  the  event  that  the  pilot  project  utilizing 
the  800  “WATS”  telephone  line  is  found  to  be  cost 
effective  and  does  improve  the  communications  be- 
tween MSSNY  headquarters  and  the  member  physi- 
cians throughout  New  York  State,  that  additional 
lines  be  installed  to  meet  the  needs  required  by  the 
MSSNY  as  the  representative  of  physicians  in  New 
York  State. 


=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  bv  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

=»Your  reference  committee  recommends  that  Resolution 
79-36  be  adopted. 

=».  . . The  House,  after  considerable  discussion,  RE- 
FERRED Resolution  79-36  to  the  Council . . . 


Jt^esolution  79-8,  Medical  Societv  of  the  State  of  New 
York  “Capitol  News” 

Introduced  by  Onondaga  County  Medical  Society 
Whereas,  “Capitol  News,”  a Medical  Society  of  the  State 
of  New  York  Governmental  Affairs  Newsletter,  is  sent 
to  only  1,900  select  members  of  MSSNY;  and 
Whereas,  “Capitol  News”  is  effective,  and  reports  up- 
to-date  legislative  developments  directly  from  Albany; 
and 

Whereas,  Any  communication  from  MSSNY  to  its  con- 
stituents would  inform  members  and  create  an  im- 
provement in  internal  public  relations  in  this  Society; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  send  the  “Capitol  News"  to  all  member  of 
MSSNY  for  a three  month  trial  period.  Following 
this  mailing,  a response  card  will  be  sent  to  all  mem- 
bers to  ascertain  if  they  wish  to  continue  to  receive 
“Capitol  News”  on  a regular  basis.  The  projected  cost 
is  approximately  $17,000,  using  second  class  mail. 
Fiscal  Note:  $17,000  (second  class  mail) 

=>Report  of  the  Reference  Committee  on  Reports  of  Of- 
ficers: The  following  report  was  presented  by  William  F. 
Mitty,  Jr.,  M.D.,  Chairman. 

=>Your  reference  committee  recommends  that  Resolution 
79-8  be  not  adopted. 

=>.  . . The  House,  after  discussion,  voted  to  NOT  ADOPT 
Resolution  79-8  . . . 

=*.  . . The  House  voted  to  ACCEPT  the  report  of  the 
reference  commit  tee  as  acted  upon  by  the  House  . . . 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  AND  MISCELLANEOUS 


COMMUNICATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Communications  are 


as  follows: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

Edward  C.  Hughes,  Jr.,  M.D Onondaga 

William  C.  Stein,  M.D Niagara 

William  M.  Weshta,  M.D Kings 

* Olivia  N.  Serdarevic  New  York 


The  Committee  on  Communications  met  on  February 
28,  and  on  May  2,  1979. 

Citing  the  high  interest  in  legislation,  the  committee 
again  expressed  its  interest  in  having  the  Capitol  News 
regularly  distributed  to  all  members.  The  committee 
believes  that  internal  communication  merits  the  cost  of 
distribution  which  is  estimated  to  be  approximately  $1,900 
per  issue  including  printing  and  mailing. 

The  public  health  forums  which  have  been  conducted 
by  county  medical  societies,  with  the  assistance  of  MSSNY 
personnel,  were  found  to  have  merit.  It  was  agreed  that, 
with  the  assistance  of  the  MSSNY  regional  representatives, 
county  societies  should  be  encouraged  to  continue  to  con- 
duct these  public  forums  on  a broad  range  of  health 
subjects. 

The  MSSNY  manual  of  published  position  papers  was 
considered.  It  was  reported  to  the  Committee  that  Ed- 
ward Siegel,  M.D.,  Deputy  Executive  Vice-President,  was 
supervising  a complete  revision  of  the  manual  and  all  po- 
sition papers.  It  is  expected  that  a completely  new  and 
expanded  manual  will  be  produced  in  the  latter  part  of 
1979. 

The  council  approved  in  principle  the  committee’s  rec- 
ommendation that  MSSNY  should  prepare  a registry  of 
effective  physician  speakers  who  have  the  personality  and 
ability  to  speak  for  MSSNY  and  the  local  county  societies 
on  major  issues.  An  AMA  assisted  program  to  train  such 
speakers  would  cost  approximately  $6,000  per  session  in- 
cluding all  travel  and  facility  costs.  It  was  estimated  that 
three  or  four  such  sessions  will  be  required  in  order  to  train 
20  to  25  speakers.  This  recommendation  was  referred  by 
the  Council  to  administration  for  study.  Executive  Vice- 
President  Fineberg  has  asked  the  committee  to  restudy  the 
plan,  produce  a budget  and  resubmit  the  recommendation 
to  the  Council.  This  will  be  completed  in  the  fall  of 
1979. 

The  committee  was  pleased  that  its  interest  in  MSSNY 
having  a professional  writer  has  been  satisfied.  The  ser- 
vices of  Mr.  Irving  Rosenthal,  as  an  editorial  consultant  to 
the  Executive  Vice-President,  were  secured  in  April  of 
1979.  Mr.  Rosenthal  was  formerly  professor.  Department 
of  English,  the  City  College  of  New  York  and  Chairman  of 
the  College  Program  in  Communications  and  Mass  Media. 
Assisting  the  Executive  Vice-President,  he  will  advise 
MSSNY  officers  relative  to  speeches  and  official  papers, 
as  well  as  producing  in-depth  feature  articles  relative  to 
* Medical  Student 


MSSNY  activities,  services  and  attitudes  for  release  to  the 
news  media. 

Strong  interest  remains  in  the  committee  for  a program 
of  scheduled  advertising  in  newspapers  and  on  radio  and 
television.  The  committee  generally  feels  that  a program 
employing  purchased  space  and  broadcast  time  would 
demonstrate  to  our  membership  what  the  Society  is  at- 
tempting to  accomplish  on  their  behalf  and  is,  in  fact,  the 
only  avenue  for  informing  the  public  on  the  true  attitudes 
of  organized  medicine.  The  cost  of  such  a program  seems 
excessive,  but  the  committee  continues  to  study  the 
idea. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Communications  be  filed. 

==»...  The  report  of  the  Committee  on  Communications 
was  FILED  . . . 


GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  General  Insurance 


are  as  follows: 

Robert  M.  George,  M.D.,  Chairman Oneida 

Renzo  S.  Basili,  M.D Kings 

Stanley  D.  Berliner,  M.D Queens 

James  Cosgriff,  Jr.,  M.D Erie 

Thomas  Donnelly,  M.D Cayuga 

John  Alan  Ramsdell,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

Irwin  J.  Rosenberg,  M.D Broome 

Kenneth  W.  Woodward,  M.D Monroe 


The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  there  are  approximately  8,000  participants  in 
the  Medical  Society  of  the  State  of  New  York  Supple- 
mental Insurance  Programs.  Group  Life,  Disability  In- 
come, Professional  Overhead  Expense,  In-Hospital  In- 
demnity, and  an  Accidental  Death  and  Dismemberment 
Insurance  Program  are  available  for  our  physician  mem- 
bers. 

The  General  Insurance  Committee  and  staff  have  spent 
considerable  time  studying  and  researching  a suitable 
pension  program  for  the  membership  and  have  recom- 
mended a plan  to  the  Council  which  they  approved  on 
February  22, 1979.  The  retirement  program  features  many 
flexible  options  and  is  low  in  overall  costs.  The  highlights 
of  the  program  are  as  follows: 
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LOW  COST: 


SERVICE: 


FLEXIBILITY: 


No  cost  to  MSSNY. 

Total  charges  including  advisory 
services  would  be  no  more  than 
0.95%  for  the  first  million 
dollars  and  decreasing  to 
approximately  0.5%  at  five 
million.  A record-keeping  fee  of 
$12  per  year  per  participant. 

To  be  served  through  Shearson 
Loeb  Rhoades  with  more  than 
forty  investment  centers 
throughout  the  State. 

Wide  variety  of  options  to 
members: 

a.  Investment  funds  — mixture 

of  stocks  and  bonds. 

b.  Reserve  Account  — 

Maximum  safety  and 
flexibility  with  short 
term  money  instruments. 

c.  Savings  Bank  Certificates. 

d.  Insurance  Policies  — Whole 

life  or  annuities. 


AVAILABILITY:  For  technical  security  law 

reasons,  the  investment  option 
of  the  program  will  be  limited  to 
physician  members  who  reside 
in  New  York  State  and  their 
eligible  employees  who  are 
residents  of  New  York  State. 

Pending  S.E.C.  and  I.R.S.  approval,  it  is  planned  to 
market  the  program  in  the  early  fall. 

The  Board  of  Trustees  has  recommended  the  review  of 
the  proposed  trust  agreement  which  governs  the  operation 
of  the  MSSNY  Retirement  Plan,  by  an  outside,  indepen- 
dent attorney,  skilled  in  the  overall  area  of  retirement 
programs.  After  this  report  is  reviewed  by  the  Board  of 
Trustees,  it  is  hoped  that  we  will  receive  their  approval  so 
that  the  proposed  MSSNY  Retirement  Plan  can  be  pre- 
sented to  our  membership  this  year. 

We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  Program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  71.7%,  which 
amounts  to  approximately  $154,714,  including  interest 
accumulations.  This  will  be  distributed  to  the  partici- 
pating physician  members  in  the  program. 

The  General  Insurance  Committee  has  been  advised  that 
because  of  our  favorable  loss  experience,  the  Group  Life 
Insurance  maximum  has  been  increased  to  $100,000. 
Furthermore,  interns,  residents,  and  medical  school  stu- 
dents who  are  members  of  MSSNY  will  now  be  eligible  for 
up  to  $50,000  without  any  income  requirements.  Other 
normal  underwriting  standards  will  apply. 

Other  forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  Major 
Medical  Insurance  and  a Medicare  supplement.  Also,  such 
casualty  lines  as  Group  Auto,  Homeowners  Insurance, 
Group  D.B.L.,  and  Group  Workers’  Compensation  are 
being  studied.  However,  in  the  past  several  years  the 
underwriting  market  for  casualty  and  liability  insurance 
is  extremely  limited  due  to  the  high  loss  ratios  experienced 
under  these  lines  throughout  the  insurance  industry  by  the 
insurance  companies. 


Your  chairman  would  like  to  thank  the  members  of  the 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

Also,  I would  like  to  take  this  opportunity  to  thank 
Bernard  M.  Jackson,  C.L.U.,  and  his  secretary,  Mrs.  Sylvia 
Frank  for  their  able  staff  assistance. 

Respectfully  submitted, 

Robert  M.  George,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  General  Insurance  be  filed. 

=» . . . The  report  of  the  Committee  on  General  Insur- 
ance was  FILED  . 

MEDICAL  SCHOOL  RELATIONSHIPS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  School  Re- 
lationships are  as  follows: 

Richard  N.  Pierson,  Jr.,  M.D.,  Chairman  . .New  York 


Robert  Bourke,  M.D Albany 

Aaron  Feder,  M.D Queens 

Patricia  Kelly  McCarthy,  M.D Suffolk 

Cornelius  J.  O’Connell,  M.D Erie 

Julius  E.  Stolfi,  M.D Kings 


This  committee  was  newly  established  this  year,  with 
the  goal  of  exploring  the  too  inactive  interface  between 
organized  medicine  and  the  many  distinguished  medical 
schools  in  the  State.  The  committee  makes  the  following 
observations: 

a)  Medical  school  interactions  with  organized  medi- 
cine are  nearly  invisible,  although  they  occur,  par- 
ticularly at  upstate  medical  schools,  with  reason- 
able effectiveness. 

b)  The  “desirability”  (or  even  “necessity”)  of  involving 

academic  and  teaching  resources  in  certain 
MSSNY  areas  is  overwhelming:  examples  are 

listed  below. 

c)  Perhaps  most  important,  today’s  students  — to- 
morrow’s professional  colleagues  — are  not  well 
exposed  to  several  very  critical  aspects  of  medical 
care.  This  occurs  in  part  because  faculties  are 
frequently  not  closely  in  touch  with  the  current 
practice  of  medicine,  particularly  with  regard  to  the 
legal,  regulatory,  and  political  environments  of  both 
office  and  hospital  practice. 

Well-designed  and  well-focused  curricular  materials  in 
regard  to  all  the  elements  listed  below  are  desirable.  Our 
Society,  through  our  committee,  is  one  of  several  appro- 
priate sources  of  guidance  towards  such  curricular  mate- 
rials. Clearly,  finding  access  to  curricula  is  jealously 
guarded,  and  such  materials  wovdd  have  to  be  specific  to 
each  medical  school,  and  introduced  with  appropriate  di- 
plomacy and  consultation.  We  should  be  in  a position  to 
bring  together  excellent  materials,  on  each  of  the  subjects 
listed,  including  slides,  bibliographies,  and  guest  speakers. 
Examples  of  interactions  between  organized  medicine  and 
medical  schools: 
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1.  Health  Planning:  The  role,  powers,  limitations,  and 
track  records  of  HSA  and  other  planning  agencies. 
Relative  roles  of  Federal,  State,  and  local  govern- 
ment. Roles  of  organized  medicine  and  voluntary 
agencies. 

2.  Medical  Audits:  Quality,  credibility,  and  docu- 
mentation, in  the  interests  of  patients  and  physi- 
cians. 

3.  CME:  What  it  means,  and  who  controls  it. 

4.  PSRO:  History,  credibility,  and  power. 

5.  Cost  Containment:  Intelligent  use  of  limited  re- 
sources. 

6.  Medical  Malpractice:  Its  prevention,  and  mecha- 
nisms for  controlling  its  increase.  The  legal  inter- 
face. 

7.  Policing  the  Profession:  Who  and  how. 

8.  The  interactions  between  private  practice  and 
teaching  hospitals. 

Responses  to  all  of  these  challenges  would  exceed  the 
resources  of  this  small  committee.  We  propose  the  fol- 
lowing actions: 

1.  A MSSNY  newsletter  for  medical  school  faculty, 
with  two  foci: 

a)  brief  reports  relating  to  elements  1-8. 

b)  descriptions  of  curricular  materials. 

2.  Development  of  curricular  materials  (bibliogra- 
phies, speakers,  Journal  articles)  relating  to  ele- 
ments 1-8. 

3.  Enlargement  of  the  Committee  on  Medical  School 
Relationships  by  appointment  of  students,  faculty 
members,  and  representatives  of  each  of  the  medi- 
cal schools. 

The  principal  role  of  this  committee  is  to  “Think 
Ahead.”  Weakness  in  membership  hurts.  Weakness  in 
“town-gown”  understanding  hurts  us.  Increasing  the 
quality,  as  well  as  the  quantity,  of  the  attention  MSSNY 
pays  to  its  medical  schools,  their  faculties  and  students, 
addresses  these  problems.  We  believe  that  this  committee, 
given  the  support  and  the  leadership  of  the  State  Society, 
can  help  the  MSSNY  to  reach  the  students,  and  to  help 
them  to  “Think  Ahead.” 


Respectfully  submitted, 

Richard  N.  Pierson,  Jr..  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Medical  School  Relationships  be 
filed. 

=»  . . . The  report  of  the  Committee  on  Medical  School 
Relationships  was  FILED  . . . 


MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are  as 
follows: 


Duane  M.  Cady,  M.D.,  Chairman  Onondaga 

James  H.  Cosgriff,  M.D Erie 

William  L.  Craver,  M.D Monroe 

Robert  M.  Farrell.  M.D Queens 

William  M.  Hewlett,  M.D Queens 

Dattatraya  G.  Lanjewar,  M.D Bronx 

Martin  Markowitz,  M.D Kings 

Patricia  G.  Squillace,  M.D Nassau 

Seymour  R.  Stall,  M.D Dutchess 

Nicholas  P.  Teresi,  M.D Albany 

Robert  B.  Wallace,  M.D Oneida 

*John  T.  Farrar Suffolk 


The  mission  and  purpose  of  the  committee  is  to  devel- 
op, through  every  possible  means,  interest  in  Federation 
membership  among  nonmembers  and  to  create  every 
possible  incentive  to  members  to  continue  to  support  or- 
ganized medicine. 

At  its  first  meeting  of  the  1978-79  year,  the  committee 
once  more  agreed  that  their  emphasis  would  be  to  promote 
continuous  action  by  the  county  medical  societies  utilizing 
one-on-one,  member-to-nonmember  contact. 

It  was  further  agreed  that  in  1979  the  committee  would 
make  efforts  to  increase  MSSNY  membership  by  attract- 
ing interns  and  residents  to  join. 

Research  of  county  medical  society  bylaws  and  policies 
confirmed  that  there  were  some  obvious  obstacles  to  the 
committee’s  efforts  to  promote  membership.  A study  was 
made  of  the  several  different  types  of  obstacles  which  were 
prohibiting  or  restricting  a physician  from  becoming  a 
member  of  MSSNY.  Instances  were  found  in  which  doc- 
tors elected  not  to  become  members  because  they  were 
offended  by  these  obstacles.  For  example,  more  than  one 
county  medical  society  does  not  recognize  interns  and 
residents  as  being  qualified  for  membership.  (In  contrast 
other  county  societies  provide  free  first  year  membership.) 
Some  county  societies  hold  stated  meetings  so  infrequently 
that  if  a physician  applies  for  membership  early  in  the  year, 
he  may  not  be  able  to  become  a member  until  the  latter 
part  of  the  year.  This  situation  affects  the  physician’s 
ability  to  join  Society  insurance  plans  and  the  long  waiting 
period  discourages  the  physician  from  joining.  There  are 
many  more  such  problems,  and  the  committee  during  its 
several  committee  meetings  addressed  itself  to  their  solu- 
tion. 

At  its  meeting  on  April  5,  1979,  the  committee,  after  a 
thorough  discussion  of  impedance  to  membership  created 
by  a variety  of  bylaws  and  policies,  agreed  that  some 
standardization  or  uniformity  of  policies  and  bylaws  was 
needed.  It  was  voted  that  the  chairman  of  the  committee 
would  request  permission  to  attend  the  next  meeting  of  the 
committee  on  bylaws,  in  order  to  better  understand  what 
is  being  accomplished  by  that  committee,  so  as  to  avoid 
duplication  of  effort. 

There  was  a discussion  relative  to  the  present  MSSNY 
application  for  membership  form.  It  was  pointed  out  that 
some  county  medical  societies  do  not  use  the  new  form  and 
that  the  new  form  can  be  improved  upon. 

The  committee  agreed  that  there  must  be  constructive 
and  continued  county  medical  society  membership  pro- 
motion, supported  hv  MSSNY  financially  and  with  printed 
materials. 

Recognizing  that  such  changes  and  plans  would  benefit 
by  the  input  of  county  medical  society  representatives  both 
physicians  and  executive  directors,  the  committee  with  the 
Executive  Vice-President’s  approval,  arranged  for  its  June, 
1979  meeting  to  be  held  in  Syracuse  with  county  medical 

* Medical  Student 
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society  presidents  and  executive  directors  participating. 
It  was  agreed  that  the  purpose  of  the  meeting  would  be  to 
discus  with  county  medical  society  representatives  the 
fundamental  problems  which  confront  MSSNY  and  the 
AMA  relative  to  membership  promotion  and  retention  and 
to  introduce  basic  recommendations  for  some  major 
changes  in  traditions,  customs,  and  bylaws  which  the 
committee  hopes  will  improve  membership  promotion 
procedures. 

The  committee  was  determined  that,  in  light  of  the 
continuing  decline  in  MSSNY  membership,  the  Syracuse 
meeting  should  be  the  starting  point  for  the  course  of  all 
future  membership  promotion  and  retention.  Therefore, 
the  agenda  for  the  meeting,  it  was  agreed,  would  be  as  fol- 
lows: 

1 . Classes  of  membership  — a discussion  of  the  great 
variety  of  classes  of  membership,  how  they  com- 
plicate MSSNY  and  AMA  procedures,  and  the  need 
for  a few  basic  standard  classes  of  membership. 

2.  Eligibility  for  membership  — a discussion  to  include 
which  physicians  qualify  for  membership,  the  need 
for  uniformity  of  related  AMA,  state,  and  county 
bylaws. 

3.  The  complications  relative  to  application  for 
membership,  including  the  present  variety  of  forms 
used,  sponsorship,  waiting  periods,  induction  for- 
malities, etc. 

4.  Dues  billing  procedures  and  forms  — a discussion 
to  develop  an  agreement  regarding  the  timing  of 
dues  billing  and  the  utilization  of  AMA  billing  cri- 
teria. 

5.  Federation  promotion  and  retention  — a discussion 
to  develop  a statewide,  uniform  program  of  mem- 
bership promotion  which  would  have  the  coopera- 
tion of  the  county,  the  State,  and  the  AMA. 

The  meeting  was  held  June  14-15.  The  executive  di- 
rectors and  presidents  or  presidents-elect  of  16  county 
medical  societies  were  invited  to  attend.  Executive 
Vice-President  Fineberg  delivered  a stirring  keynote  ad- 
dress which  was  followed  by  an  audiovisual  presentation 
of  a speech  delivered  by  AMA  Executive  Vice  President 
Sammons,  at  the  March  22,  1979,  Council  meeting. 

Mr.  James  Coursey,  Director,  AMA  Department  of 
Membership  Development,  made  a presentation  on  fed- 
eration membership  which  emphasized  the  need  for  con- 
tinuous county,  state,  and  national  cooperation  in  the 
promotion  and  the  retention  of  members. 

Dr.  Cady  read  a report  describing  the  many  classes  of 
membership  which  exist  among  the  county  medical  so- 
cieties and  how  these  many  and  various  classes,  and  the 
titles  of  classes  of  membership,  complicate  MSSNY  and 
the  AMA  procedures.  He  strongly  recommended  stan- 
dardization of  classes  of  membership  as  active,  life,  hon- 
orary, and  student.  There  was  general  agreement  to  this 
suggestion.  An  ad  hoc  committee  was  appointed  to  bring 
recommendations  to  the  next  meeting  of  the  committee. 
The  members  of  the  committee  were:  Dr.  Patricia  Squil- 
lace,  Chairman,  Dr.  John  Rahoche,  Dr.  Thomas  Cardillo, 
Executive  Director,  and  Executive  Directors  Hazel  Spad- 
afora  and  Stephen  Leech. 

There  followed  a discussion  on  eligibility  for  membership 
in  MSSNY.  There  was  uniform  agreement  that  the  By- 


laws of  MSSNY  and  all  county  societies  should  include 
New  York  State  licensure  as  a qualification  for  eligibility. 
It  was  agreed  that  a resolution  relative  to  licensure  would 
be  discussed  at  the  next  meeting  of  the  committee. 

During  a discussion  of  membership  application  proce- 
dures and  forms,  general  agreement  was  reached  that  a 
standard  application  form  should  provide  a detailed  history 
of  the  applicant  , as  well  as  the  names  of  one  or  two  spon- 
sors. Dr.  Cady  appointed  an  ad  hoc  committee  to  develop 
recommendat  ions  to  be  submitted  at  the  next  meeting  of 
the  committee  on  membership.  Appointed  to  this  ad  hoc 
committee  were:  Dr.  Nicholas  P.  Teresi,  Chairman,  Dr. 
Michael  Sierp,  and  Executive  Directors  Coleman  Fineberg 
and  Richard  Treccase. 

Executive  Vice-President  Fineberg  discussed  billing 
procedures  with  the  executive  secretaries  in  executive 
session  and  announced  that  agreement  would  eventually 
be  reached  regarding  billing  procedures  and  the  utilization 
of  AMA  billing  criteria.  The  committee  and  those  present 
agreed  that  MSSNY  was  allowing  members  too  long  a pe- 
riod of  time  to  pay  their  dues  and  that  90  days  was  ample 
time. 

The  meeting  produced  an  agreement  that  membership 
promotion  and  retention  should  be  the  specific,  number 
one  priority  of  MSSNY.  An  essential  part  of  effective 
membership  program,  it  was  felt,  is  accurate  computer  lists 
of  both  members  and  nonmembers,  shared  equally  by  the 
county,  the  State,  and  the  AMA.  These  lists,  it  was  agreed, 
should  be  produced  bv  MSSNY  and  the  AMA  three  or  four 
times  a year  so  that  all  records  can  be  continually  compared 
and  continually  updated. 

Executive  Vice-President  Fineberg  said  that  MSSNY 
was  willing  to  support  county  membership  promotion  and 
retention  programs  on  a dollar-for-dollar,  cost-sharing 
basis,  provided  MSSNY  received  from  the  county  societies 
a reasonable  proposal,  including  proposed  forms  and  cost 
estimates,  prior  to  the  inception  of  the  program.  Such 
support,  he  said,  was  predicated  upon  the  county  society 
establishing  a membership  committee  to  insure  an  active, 
continuous  membership  program  so  that  there  would  be 
a policy  in  the  county  society  of  participation  of  the 
members  in  the  solicitation  of  nonmembers.  Physician- 
to-physician  contact,  all  agreed,  is  the  hallmark  of  any 
ongoing,  long-term  membership  promotion  program. 

During  August  it  is  expected  that  the  ad  hoc  committees 
appointed  will  meet  to  discuss  and  recommend  resolutions 
and  future  activities. 

Respectfully  submitted, 

Duane  M.  Cady,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications , and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Membership  be  filed. 

=» . . . The  report  of  the  Committee  on  Membership  was 

FILED  . . . 
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M EMBERS  II I I » BEN  EH  TS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  Bene- 


fits are  as  follows: 

John  G.  Hamilton,  M.D.,  Chairman  Monroe 

Albert  J.  Maggioli,  M.D Erie 

Karl  Neumann,  M.D Queens 

Perry  Robins,  M.D New  York 

Thomas  J.  Sheehy,  -Jr.,  M.D Nassau 


This  past  year  the  Committee  on  Membership  Bene- 
fits continued  to  develop  the  theme  “Membership  pays, 
it  does  not  cost."  The  following  new  benefits  were  rec- 
ommended by  the  Committee  and  approved  bv  the 
Council: 

. . . Carll  S.  Burr.  Jr.,  Inc. -Gallery  of  Homes  — as- 
sisting in  real  estate  transactions,  at  discounted 
commissions,  and  special  mortgage  services, 
throughout  the  United  States,  Canada,  and  the 
Virgin  Islands. 

. . . Phone  Minder  of  New  York,  Inc.  — offering  tele- 
phone answering  equipment  at  a special  dis- 
count. 

. . . Island  Business  Products,  Inc.  — offering  the 
physician  members  of  MSSNY  a wide  range  of 
business  products  including  electronic  calculators, 
dictating/transcribing  machines,  telephone  an- 
swering equipment,  and  computers.  The  products 
are  well  known  products  from  Toshiba  and  Sanyo 
and  others,  with  special  quality  service  avail- 
able. 

. . . Physicians  Buying  Company  — offering  the  phy- 
sician members  a wide  range  of  office  equipment 
and  furniture,  in  addition  to  the  usual  supplies 
needed  in  a medical  practice.  They  are  able  to 
obtain  unusual  items  that  may  be  needed  by  our 
doctor  members. 

All  of  these  vendors  are  offering  our  Society  members 
quality  goods  and  services  at  special  negotiated  prices.  All 
membership  benefits  are  subject  to  the  review  and  satis- 
faction of  any  legal  prerequisities  of  the  office  of  our  Gen- 
eral Counsel. 

The  Membership  Benefits  Committee  and  Council  have 
approved  the  concept  of  the  development  of  a Physicians 
Benefit  Magazine.  This  periodical  will  highlight  the  var- 
ious programs  available  to  the  membership. 

The  cost  of  publishing  the  magazine  will  be  paid  by  the 
various  approved  vendors  of  goods  and  services. 

The  Committee  on  Membership  Benefits  will  continue 
to  explore  all  areas  and  means  to  provide  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  for  the  time  and  energy  they  devoted  to  com- 
mittee activities. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  Director  of  the  Division  of  Insurance  and  Mem- 
bership Benefits,  and  his  secretary,  Mrs.  Sylvia  Frank,  for 
their  able  staff  assistance. 

Respectfully  submitted, 

John  G.  Hamilton,  M.D.,  Chairman 


=»  Report  of  the  Referenee  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

->  The  reference  committee  recommends  that  the  report 
of  the  Committee  on  Membership  Benefits  be  filed. 

=» . . . The  report  of  the  Committee  on  Membership  Ben- 
efits n as  FI  LED 


PUBLICATIONS 

'I'o  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Publications  are  as 


follows: 

Milton  Gordon,  M.D.,  Chairman  Suffolk 

Arthur  H.  Diedrick,  M.D Westchester 

Alfred  A.  Angrist,  M.D.,  ex-officio  Queens 

Julius  E.  Stolfi.  M.D.,  ex-offieio  Kings 


During  the  past  year  the  committee  met  on  only  one 
occasion,  on  June  19,  1979.  The  following  matters  were 
discussed: 

At  present,  material  pertaining  to  the  Journal  is  not 
indexed  and  can  be  found  only  by  reviewing  reports  of 
committees  and  of  officers  in  their  entirety.  It  was  rec- 
ommended and  approved  by  the  Council  that  reports  and 
matters  pertaining  to  the  Journal,  as  presented  to  the 
Council  and  the  House  of  Delegates,  appear  as  separate 
reports,  and  be  so  indexed  for  ready  reference,  not  only  as 
portions  of  reports  of  other  committees  or  officers. 

The  following  recipients  of  the  Redway  Award  and 
Medal  and  William  Hammond  Award  for  Distinguished 
Service  for  1978  1979  were  unanimously  approved: 

Redivay  Award  and  Medal  for  medical  writing:  To 
Tin  Han,  M.D.,  and  Jun  Minowada,  M.D.,  for  their 
article  entitled  "Impairment  of  Cell-Mediated  Im- 
munity in  Untreated  Hodgkins  Disease;  Evaluation 
by  Skin  Test  Lymphocyte  Stimulation  Tests,  and  T 
and  B Lymphocyte  Counts”  which  appeared  in  the 
February.  1978.  issue  of  the  Journal. 

Hammond  Award  for  Distinguished  Service:  To 

Melvin  D.  Yahr.  M.D.,  member  of  the  Associate  Edi- 
torial Board  since  1966. 

A final  decision  was  made  that  other  awards,  such  as  the 
Merit  H.  Cash  Prize  to  honor  the  best  original  essay  on 
some  medicinal  or  surgical  subject  and  the  Lucien  Howe 
Prize  for  recognition  of  the  best  original  contribution  to  the 
knowledge  of  some  branch  of  surgery,  preferably  opthal- 
mology,  to  an  intern,  resident,  or  fellow  in  a hospital  in  the 
State  of  New'  York,  be  held  in  abeyance  pending  accumu- 
lation of  a sufficient  amount  of  funds  to  warrant  their 
consideration. 

The  Journal  will  survey  its  own  articles  which  have  ap- 
peared over  the  years  to  determine  which  specialties  have 
been  presented  most  frequently  and  how  this  stacks  up 
against  comparable  journals;  is  the  Journal  missing  any 
areas  that  should  be  emphasized;  should  certain  other 
specialties  be  included  in  the  Journal?  An  annual  review 
will  be  done  to  determine  w'hat  types  of  articles  are  being 
published  and  what  other  areas  should  be  stressed. 
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The  Journal  is  currently  working  on  a series  to  bring 
speciall  y information  up-to-date  to  the  readers.  A ques- 
tionnaire will  be  directed  to  readers  of  the  Journal  to  dis- 
cover what  areas  are  of  most  value  to  the  readers  and  which 
should  be  further  emphasized. 

The  annual  report  of  the  New  York  State  Journal  of 
Medicine  for  the  year.  1978,  was  unanimously  approved. 

Respectfully  submitted, 

Milton  Gordon,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

==>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Publications  be  filed. 

=>  . . . The  report  of  the  Committee  on  Publications  was 

FILED 


SCIENTIFIC  PROGRAM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Scientific  Program  Committee  are 
as  follows: 

Stephen  Nordlicht,  M.D.,  Chairman New  York 

Thomas  S.  Bumbalo,  M.D.,  Assoc.  Chairman  . . . Erie 
Martin  Lipkin,  M.D.,  Assoc.  Chairman  . . .New  York 
A.  W.  Martin  Marino,  Jr..  M.D.,  Assoc.  Chairman 

Kings 

Maxwell  Spring,  M.D.,  Assoc.  Chairman  Bronx 

Leo  J.  Swirsky,  M.D.,  Assoc.  Chairman  Kings 

The  172nd  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday,  October  22 
through  Thursday,  October  26,  1978.  The  scientific  pro- 
gram was  presented  on  Sunday  through  Wednesday,  Oc- 
tober 22  through  25,  at  the  Americana. 

Attendance  figures  follow: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians 

1,440 

326 

379 

292 

2,437 

Allied  Professions 

219 

130 

202 

59 

610 

Guests 

177 

45 

44 

30 

296 

Totals 

1,836 

501 

625 

381 

3,343 

* Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 
medical  technicians,  physicians’  assistants,  etc. 
Comparative  figures: 


1976 

1977 

1978 

Physicians 

2,459 

2,388 

2,437 

Allied  Professions 

524 

769 

610 

Guests 

658 

296 

296 

Totals 

3,641 

3,453 

3,343 

Scientific  Meetings 
GENERAL  SESSIONS 


Sunday  (Perinatal  Medicine) 

389 

Sunday  (Facial  Disfigurement) 

150 

'Tuesday  (Trauma) 

430 

Wednesday  (Antibiotics) 

300 

FCTIONS 

Allergy  and  Immunology 

214 

Cardiovascular  Diseases 

121 

Chest  Diseases  125 

Dermatology  and  Syphilology  93 

Emergency  Medicine  30 

Family  and  General  Practice  (with  Psychiatry)  112 
Gastroenterology  and  Colon  and 

Rectal  Surgery  50 

Internal  Medicine  (General  Session)  300 

Medical  Legal  and  Workers’  Comp. 

with  Occupational  Med.  126 

Neurology  93 

Neurosurgery  48 

Obstetrics  and  Gynecology  (Gen.  Sess.)  389 

Occupational  Medicine  (with  Medical  Legal)  126 

Ophthalmology  (no  meeting) 

Orthopedic  Surgery  (with  Radiology)  37 

Otolaryngology  36 

Pathology  29 

Pediatrics  (in  Gen.  Session)  (Sunday)  389 

Physical  Medicine  and  Rehabilitation  75 

Plastic,  Reconstructive,  and  Maxillo- 
facial Surgery  (in  General  Session)  150 

Preventive  Medicine  and  Public  Health  54 

Radiology  (with  Orthopedic  Surgery)  37 

Psychiatry  (with  General  Practice)  112 

School  Health  (with  Prev.  Med.  & P.H.)  54 

Surgery  51 

Urology  33 


The  Section  on  Anesthesiology  did  not  have  a meeting 
of  its  own,  but  acted  as  advisor  and  contributor  to  several 


sections. 

Special  Activities 

Dialogue  (about  40  for  each  speaker)  120 

Department  of  Health,  State  of  N.Y.  151 

Cancer  Committee  67 

Medical  Liability  and  Ins.  44 

Alcoholism  Committee  31 

Aging  and  Nursing  Homes  Committee  30 

Socioeconomic  Committee  70 


Linder  Special  Activities  we  listed  meetings  other  than 
Sections,  i.e.,  committees,  and  the  dialogue  program  pre- 
sented by  Pfizer. 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman  (subcommittee).  Twenty-six  scientific  exhibits 
were  presented  at  the  1978  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  This  number  represents 
about  a 15  percent  decrease  in  the  number  of  exhibits  from 
the  average  number  presented  in  earlier  years,  before  in- 
flation, escalating  costs,  and  sharp  cuts  in  available  grant 
resources. 

The  Upjohn  Company  cash  award  and  plaque  were 
presented  to  Francis  J.  Santora,  M.D.,  Ross  L.  Peacock, 
and  Yehudi  M.  Felman,  M.D.,  of  the  Bureau  of  Venereal 
Disease  of  the  New  York  City  Department  of  Health  for 
their  educational  exhibit  on  the  Diagnosis,  Treatment,  and 
Prevention  of  Sexually  Transmitted  Disease. 

Preparation  for  the  scientific  exhibits  for  the  1979  an- 
nual meeting  in  New  York  City,  September  15  through  17, 
have  been  completed.  Twenty-five  exhibits  have  been 
recruited  for  this  meeting.  While  the  number  of  exhibits 
once  more  is  small,  it  is  the  impression  of  the  committee 
that  the  quality  of  the  exhibits  has  improved  appre- 
ciably. 

An  important  innovation  for  the  1979  meeting  is  the 
introduction  of  poster  exhibits,  made  up  of  posters  and 
photographs  presented  by  participants  in  the  scientific 
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program,  as  a summary  or  a mini-account  of  the  subject 
matter  presented  in  the  formal  scientific  program. 

The  committee  is  hopeful  that  the  separation  of  the 
Medical  Society’s  business  from  the  scientific  section  of  the 
Annual  Meeting  of  the  Medical  Society  of  the  State  of  New 
York,  together  with  the  current  interest  in  continuing 
medical  education,  will  appreciably  revive  interest  in  the 
scientific  exhibits  of  the  1980  annual  meeting. 

The  committee  is  also  of  the  opinion  that  a representa- 
tive of  the  Medical  Society  should  attend  the  major  medical 
meetings  to  personally  invite  exhibitors  to  present  their 
scientific  exhibits  at  the  Annual  Meeting  of  our  Society. 

The  associate  chairmen  of  the  Scientific  Program 
Committee,  who  act  as  an  executive  committee,  met  three 
times,  and  the  entire  committee  met  twice  to  discuss  pro- 
grams for  1979  and  also  1980. 

The  care  and  concern  of  the  committee  to  produce  ex- 
cellent meetings  resulted  in  programs  that  all  qualify  for 
Category  1 CME  credit  for  1979.  Many  of  the  sections 
worked  together  to  produce  multidisciplinary  presenta- 
tions. 

Long  range  planning  included  the  1980  meeting  which 
will  be  separated  from  the  House  of  Delegates.  This  will 
be  held  outside  New  York  City  for  the  first  time  in  many 
years.  It  will  be  held  at  the  Rye  Town  Hilton  on  Friday, 
Saturday,  and  Sunday,  April  25,  26,  and  27.  A restruc- 
tured type  of  scientific  assembly  will  be  presented,  with 
most  sections  combining  for  interdisciplinary  sessions,  all 
of  which  will  earn  CMK  Category  1 credit.  The  programs 
will  each  discuss  one  subject  in  depth. 

The  Rye  Town  Hilton  lends  itself  most  adequately  to 
combined  scientific  and  recreational  activities.  It  is  hoped 
that  this  will  encourage  good  attendance  and  provide  good 
learning  bases. 

The  chairman  thanks  all  the  members  of  his  committee 
for  their  time  and  effort  expended  in  planning  programs 
and  attending  meetings.  He  is  grateful  also,  to  George  J. 
Lawrence,  Jr.,  M.D.,  Director  of  the  Division  of  Scientific 
Activities,  and  to  Miss  Mollie  Pesikoff  for  their  dedicated 
assistance. 

Respectfully  submitted, 

Stephen  Nordlicht,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Scientific  Program  Committee  be  filed. 

=> . . . The  report  of  the  Scientific  Program  Committee  u'as 

FILED  . . . 

ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Asistants,  New  York  State 
Society,  Inc.,  are  as  follows: 


Carl  C.  Sansocie,  M.D.,  Chairman Monroe 

Anthony  I'.  Fragola,  M l) Suffolk 

Charles  Poskanzer,  M.I) Albany 


The  twentieth  annual  meeting  of  the  Association  was 
held  April  19  22,  1979,  at  the  Turf  Inn,  Albany,  New  York. 
Dorothy  Hartell,  CMA-A,  secretary-treasurer  of  National, 
was  the  PAC  representative. 

Membership  has  continued  to  increase  during  1978-79. 
Two  new  chapters  were  chartered  this  year.  They  are 
Eastern  Suffolk  and  Southern  Tier  Chapters. 

The  Eastern  Central  Regional  Meeting  was  held  July 
14-15,  1979,  at  the  Omni  Hotel  in  Norfolk,  Virginia. 

On  October  20,  1979,  a State-sponsored  seminar  will  be 
held  upstate  and  downstate  to  support  and  enlarge  the 
primary  aims  of  AAMA,  which  are  the  growth,  develop- 
ment, and  education  of  its  members. 

Mr.  Harry  Dexter  has  been  of  great  assistance  to  the 
AAMA  program  of  Western  New  York,  and  I wish  to  offi- 
cially thank  him. 

Respectfully  submitted, 

Carl  C.  Sansocie,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Advisory  Committee  to  the  American  Association 
of  Medical  Assistants,  New  York  State  Society,  Inc.,  be 
filed. 

=»  . . . The  report  of  the  Advisory  Committee  to  the 
American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc.,  was  FILED  . . . 


AD  HOC  COMMITTEE  TO  STUDY  THE 
SITUATION  OF  CHARLES  J.  SELLERS  & CO., 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  to  Study  the 
Situation  of  Charles  J.  Sellers  & Co.,  Inc.,  are  as  follows: 


G.  Rehmi  Denton,  M.D.,  Chairman  Albany 

Edgar  P.  Berry,  M.D New  York 

Victor  Tofany,  M.D Monroe 


The  committee  held  a meeting  with  the  officers  of  the 
Continental  Companies,  who  have  satisfied  the  members 
of  the  ad  hoc  committee  that  there  is  no  danger  to  the 
policyholders  of  the  MSSNY  sponsored  insurance  pro- 
grams. 

Furthermore,  the  members  felt  that  there  should  be  no 
decision  made  until  all  final  legal  appeals  have  been  com- 
pleted by  the  Sellers  Agency.  However,  when  a final,  legal 
decision  has  been  made  and  all  appeals  have  been  ex- 
hausted, the  Ad  Hoc  Committee  to  Study  the  Situation  of 
the  Charles  J.  Sellers  Co.,  Inc.,  will  meet  again  to  decide 
what  future  procedure  is  to  be  taken. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 
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=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities. Publications , and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Study  the  Situation  of  Charles 
J.  Sellers  & Co.,  Inc.,  be  filed. 

=> . . . The  report  of  the  Ad  Hoc  Committee  to  Study  the 
Situation  of  Charles  J.  Sellers  & Co.,  Inc.,  was  FILED 


I^esolution  79-12,  Storage  of  Medical  Records  as  a 
Membership  Benefit 

Introduced  by  James  M.  Flanagan,  M.D.,  as  an  Indi- 
vidual 

Whereas,  Recent  judicial  decisions  have  necessitated  re- 
tention of  records  beyond  the  previously  recognized 
statute  of  limitations;  and 

Whereas,  This  has  caused  a hardship  to  retired  physicians 
and  the  estates  of  deceased  physicians,  by  increasing 
the  time  that  records  must  be  preserved;  therefore  be 
it 

Resolved,  That,  as  a membership  benefit  for  all  physicians 
who  were  members  ten  (10)  years  prior  to  their  re- 
tirement or  death,  the  Medical  Society  of  the  State  of 
New  York  will  act  as  a repository  for  the  retention  of 
medical  records,  provided  that  these  records  are  in 
microfilm  form;  and  be  it  further 

Resolved,  That  MSSNY  will  provide  copies  of  t hese  stored 
medical  records  upon  legitimate  request,  for  an  ap- 
propriate fee. 

Fiscal  Note:  $25,000 


=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  bv  Richard  B.  Nolan,  M.D., 
Chairman. 

=>  Your  reference  committee  recommends  that  Resolution 
79-12  be  not  adopted. 

=> . . . The  House  voted  to  NOT  ADOPT  Resolution  79-12 


I^/esolution  79-28,  Special  Consideration  for  Limited 
Practice 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Physician  members  who  may  be  sixty  years  of 
age  and  over  (but  less  than  life  membership  age),  and 
have  been  dues  paying  members  for  twenty-five  years 
or  more,  may  discontinue  or  limit  their  practice  to 
minimal  office  work,  although  they  are  not  sufficiently 
ill  to  warrant  consideration  as  an  invalid;  and 
Whereas,  Their  income  may  be  insufficient  to  provide  any 
but  life  sustaining  expenses;  and 
Whereas,  Because  of  their  long  standing  loyalty,  they  wish 
to  retain  some  affiliation  wit  h the  Medical  Society  of 


the  State  of  New  York;  therefore  he  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  establish  an  ad  hoc  committee  to  study  the 
mat  ter  of  special  consideration  of  physician  members 
in  limited  practice  with  a view  to  creating  a class  of 
membership  for  which  this  category  of  member  may 
apply  and  which  will  provide  affiliation  at  diminished 
cost . 


=>  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.I)., 
Chairman. 

=>  Your  reference  committee  recommends  that  Resolution 
79-28  be  not  adopted. 

=» . . . The  House  voted  to  NOT  ADOPT  Resolution  79-28 


I^esolution  79-11,  Ongoing  Public  Relations  Cam- 
paign 

Introduced  by  Medical  Society  of  the  County  of  Ni- 
agara, Inc. 

Whereas,  Most  organizations  of  the  size  and  stat  ure  of  the 
Medical  Society  of  the  State  of  New  York  have  an 
ongoing  and  continuing  public  relations  campaign  in 
both  the  printed  and  electronic  media  to  alert  the 
public  regarding  the  organizations’  attitudes  towards 
critical  issues  which  affect  their  members;  and 

Whereas,  The  thousands  of  physicians  represented  by 
MSSNY  provide  excellent  medical  care  to  the  people 
of  the  State  of  New  York;  and 

Whereas,  The  public  media,  both  printed  and  electronic, 
have  been  anything  but  fair  to  the  medical  profession 
in  t heir  reporting  of  the  many  socioeconomic  problems 
which  currently  confront  the  medical  profession; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  institute  a continuing  and  ongoing  public  rela- 
tions program  in  the  public  printed  and  electronic 
media;  and  be  it  further 

Resolved,  That  MSSNY  assess  each  member  $100  to  fund 
this  program;  and  he  it  further 

Resolved,  That  this  program  he  under  the  direction  of  the 
Executive  Vice-President,  who  will  implement  it 
through  his  Division  of  Communications,  which  will 
draw  on  outside  help  as  necessary  (advertising  agen- 
cies, etc.);  and  be  it  further 

Resolved,  That  this  program  consist  of  a series  of  news- 
paper ads  and  TV  spots  which  will  appear  in  various 
newspapers  and  be  televised  on  various  TV  channels 
throughout  New  York  State  according  to  Appendix 
“A”  which  will  effectively  give  every  citizen  in  New 
York  State  an  opportunity  to  get  the  physicians’  view 
on  critical  socioeconomic  issues  which  confront  ev- 
eryone regarding  health  care. 


Fiscal  Note:  See  Appendix  “A” 
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APPENDIX  “A” 
FISCAL  NOTE 


A $100  assessment  will  generate  a fund  of  2.11  million  to 
be  expended  as  follows:  (These  prices  are  estimated  prices 
obtained  in  May,  1979.) 

(a)  Production  cost  of  24  one-quarter  page  ads  for 
newspapers,  $19,000. 

(b)  Production  cost  of  50  sixty-second  spots  for  TV 
at  $3,000  each. 

(c)  These  ads  would  appear  in  the  following  newspa- 
pers with  the  circulation  noted,  24  times  per 


year. 


Newspapers 

Circulation 

24  x 

Daily  Papers 

3,279,730 

943,848 

NYC  (New  York  Post, 

Dailv  News,  New 

York  Times) 

3,455,681 

477,600 

Total 

$1,421,448 

TV  Stations 

Est.  Cost 
for  60  Sec. 

Albanv-Schenectady  Troy 

450 

Binghamton 

100 

Buffalo 

600 

NYC  (WCBS) 

1 ,800 

Rochester 

500 

Long  Island 

200 

Syracuse 

300 

Utica-Rome 

175 

Watertown 

150 

Plattsburgh  (Burlington,  Vt.) 

150 

$4,425 

50  weeks  - 3x  - $633,750 


Total  estimated  cost  based  on  estimated  prices 
in  May  1979: 

Newspapers  Ads  1,421,448 

TV  Spots  633,750 

Production  Costs 

Newspaper  Ads  19,000 

Production  Costs 

TV  Spots  150,000 

Total  $2,224,198 


The  newspaper  and  TV  Channels  have  been  selected  so 
as  to  effectively  give  every  citizen  in  New  York  State  the 
opportunity  to  read  or  hear  a physicians’  views  on  the 
critical  socioeconomic  issues  which  confront  all  of  us. 


=»  Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D.. 
Chairman. 

The  reference  committee  is  sensitive  to  the  need  of  an 
ongoing  public  relations  campaign  in  order  to  better  es- 
tablish a favorable  public  image  of  the  doctor.  However, 
in  view  of  the  recent  expenditure  of  large  sums  of  money 
for  a similar  campaign  with  little,  if  any,  demonstrable 


results,  it  was  felt  that  it  was  inopportune  at  this  time  to 
request  an  additional  assessment  for  a public  relations 
campaign. 

The  suggestion  for  not  adopting  this  resolution  should 
not  be  construed  to  indicate  that  public  relation  efforts  on 
the  part  of  the  Medical  Society  of  the  State  of  New  York 
should  not  be  undertaken.  Again,  we  concur  wit h a need 
for  an  ongoing  public  relations  campaign. 


=>  Your  reference  committee  recommends  that  Resolution 
79-1 1 be  not  adopted. 

=»  . . . The  House,  after  discussion,  voted  to  REFER 
Resolution  79- 1 1 to  the  Council  for  further  study  . . . 


I^csolution  79-44,  Medical  Society  of  the  State  of 
New  York  Funding  of  Students  to  AM  A Conven- 
tions 

Introduced  by  the  Student  Membership 
Whereas,  Many  other  state  medical  societies,  most  notably 
Texas,  Illinois,  and  California,  funding  representatives 
of  their  constituent  medical  schools  to  attend  the  an- 
nual and  interim  meetings  of  the  American  Medical 
Association  Student  Business  Section  (AMA-SBS); 
and 

Whereas,  As  a result  of  this  funding,  these  states  have  as- 
sumed dominant  positions  in  student  national  medical 
politics;  and 

Whereas,  New  York  State  has  more  medical  students  and 
medical  schools  than  any  other  state  in  the  Union,  but 
was  only  represented  by  two  of  the  twelve  medical 
schools  at  the  1979  Annual  AMA  meeting;  and 
Whereas,  As  a result  of  this,  New  York  State  lags  behind 
other  states  in  both  student  interest  and  political 
power  on  the  national  level;  and 
Whereas,  The  future  of  the  AMA  and  the  Medical  Society 
of  the  State  of  New  York  depends  on  the  involvement 
of  the  younger  members  of  the  medical  profession; 
and 

Whereas,  MSSNY's  funding  of  one  student  representative 
from  each  New  York  State  medical  school  to  attend 
the  AMA  annual  and  interim  meetings  would  signifi- 
cantly increase  both  the  interest  and  political  leverage 
of  New  York  medical  students;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  provide  funds  for  the  reimbursement  of  trans- 
portation and  lodging  costs  incurred  by  one  repre- 
sentative of  each  New  York  State  medical  school  while 
attending  the  annual  and  interim  meetings  of  the 
American  Medical  Association;  and  be  it  further 
Resolved,  That  this  expense  be  paid  for  by  funds  appro- 
priated from  MSSNY’s  general  fund,  and  not  out  of 
monies  already  allocated  to  the  student  membership; 
and  be  it  further 

Resolved,  That  the  funded  student  representatives  meet 
in  a convenient  location  in  New  York  State  at  least  six 
weeks  before  the  AMA  meetings  to  discuss  and  pro- 
pose resolutions  for  consideration  by  the  Student 
Business  Section  of  the  House  of  Delegates  of  the 
AMA;  and  be  it  further 

Resolved,  That  these  students  appoint  an  ad  hoc  chairman 
who  will  be  responsible  for  the  preparation  of  a report 
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describing  the  New  York  State  student  delegation’s 
activities  at  the  AMA  meetings;  this  report  will  be 
submitted  to  the  Chairperson  of  the  MSSNY  student 
membership  and  to  the  President  of  the  MSSN\  ; and 
be  it  further 

Resolved,  That  student  representatives  shall  be  selected 
according  to  AMA  regulation. 

Fiscal  Note:  $12,000 


=>  Report  on  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications , and  Miscellaneous:  The  following 
report  was  presented  by  Richard  B.  Nolan,  M.D., 
Chairman. 

The  reference  committee  amended  the  first  resolved  of 
Resolution  79-44  by  the  deletion  of  the  phrase  “for  the 
reimbursement  of  transportation  and  lodging  costs  in- 
curred by  one”  and  the  insertion  of  the  phrase  “not  to  ex- 
ceed $12,000  per  year  to  assist  the.”  The  first  resolved 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  provide  funds,  not  to  exceed  $12,000  per  year, 
to  assist  the  representative  of  each  New  York  State 
medical  school  while  attending  the  annual  and  interim 


meetings  of  the  American  Medical  Association;  and 
be  it  further 


=>  Your  reference  committee  recommends  that  Resolution 

79-44  be  adopted  as  amended. 

The  following  substitute  resolution  was  presented  to  the 

House  in  lieu  of  Resolution  79-44: 

Resolved,  That  the  Medical  Society  will  extend  an  hono- 
rarium of  $100.  to  a medical  student  from  each  medical 
school  to  attend  the  annual  meeting  of  MSSNY;  and 
be  it  further 

Resolved,  That  the  MSSNY  pay  full  expenses  of  one 
medical  student  selected  by  the  student  membership 
to  attend  the  Interim  and  Annual  Meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associ- 
ation, expenses  not  to  exceed  $2,000. 

(Fiscal  note:  $1,200  + $2,000  = $3,200) 


==»...  The  House,  after  considerable  discussion,  voted  to 
ADOPT  the  substitute  resolution  in  lieu  of  Resolution 
79-44  . . . 

=> . . . The  House  voted  to  ACCEPT  the  reference  com- 
mittee report  as  acted  upon  by  the  House  . . . 
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PUBLIC  HEALTH  AND  EDUCATION 


AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Robert  J.  Collins,  M.D.,  Chairman  Onondaga 

Ernest  T.  Anderson,  M.D Monroe 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D New  York 

Stuart  J.  Miller,  M.D Chemung 

James  A.  Moore,  M.D Albany 

Jack  R.  Muth,  M.D Suffolk 

Francis  J.  Queally,  M.D Livingston 

Leon  M.  Rothman,  M.D Kings 

Paul  W.  Sum,  M.D Cattaraugus 

Garrett  W.  Vink,  M.D Putnam 

‘James  Turro  New  York 

George  A.  Warner,  M.D.,  Advisor Albany 


Since  the  last  annual  report,  the  committee  met  on  May 
19,  1978,  September  21,  1978,  March  2, 1979,  and  May  11, 
1979. 


ACTIONS  TAKEN  BY  THE  COMMITTEE: 

1.  “TRANSFER  TRAUMA.”  The  committee  dis- 
cussed this  problem  which  affects  many  elderly 
people  who  are  moved  from  one  health  facility  to 
another.  The  committee,  after  deliberation,  made 
the  following  recommendations  to  the  Council  of  the 
MSSNY. 

“Patients  should  be  cared  for  at  the  appropriate 
level  of  care,  but  due  consideration  should  be  given 
to  all  emotional  and  physical  factors  which  affect 
them.  The  Utilization  Review  Committee  should 
consider  these  factors  and  the  opinions  of  the  at- 
tending physicians  before  decisions  to  transfer  pa- 
tients are  made.” 

This  action  was  approved  by  the  Council  of  the 
MSSNY  with  the  recommendation  that  Utilization 
Review  Committees  of  hospitals  should  be  informed 
of  this  action. 

2.  The  committee  discussed  proposed  changes  in  the 
conditions  of  participation  for  Medicare/Medicaid 
in  regard  to  medical  direction  in  long  term  care  fa- 
cilities by  which  institutions  could  employ  non- 
phvsicians  as  medical  directors.  The  committee 
recommended  that  the  following  position  be 
adopted  by  the  MSSNY: 

"Only  physicians  should  be  employed  as  medical 
directors  in  long  term  care  facilities.” 

The  action  was  approved  by  the  Council  of  the 
MSSNY. 

3.  The  committee  voted  at  its  May  11,  1979.  meeting 
to  recognize  the  New  York  Medical  Directors  As- 
sociation. 

* Medical  Student 


4.  At  the  meeting  on  September  21,  1978,  the  com- 
mittee discussed  the  need  for  the  formulation  of  an 
equitable  method  of  reimbursement  for  physicians 
to  provide  appropriate  care  for  patients  in  residen- 
tial health  care  facilities,  not  to  be  based  on  a mini- 
mum schedule  of  required  visits. 

TOPICS  DISCUSSED  AND  SCHEDULED  FOR 
ACTION  BY  THE  COMMITTEE: 

The  role  of  the  State  and  County  Medical  Societies,  as 
a peer  review  mechanism,  in  regard  to  medical  direction 
and  medical  care  standards  in  Residential  Health  Care 
Facilities  (RHCF). 

CONTINUING  UNDER  COMMITTEE  STUDY: 

1.  The  inclusion  of  geriatric  training  in  medical  edu- 
cation. 

2.  Proposed  -New  York  State  Code  for  RHCF. 

3.  Legislative  proposals  for  1980. 

4.  Free  choice  of  physician  in  RHCF. 

5.  The  development  of  quality  assurance  programs  in 
long  term  care  facilities. 

PROBLEMS  PLANNED  FOR  FUTURE  CONSID- 
ERATION BY  THE  COMMITTEE: 

1.  Health  Fairs. 

2.  Preparation  of  a directory  of  medical  directors  of 
RHCF  in  New  York  State. 

3.  Development  of  county  committees  on  Aging  and 
Nursing  Homes. 

OTHER  ACTIVITIES  OF  THE  COMMITTEE: 

1.  Participation  in  a seminar  on  Mentally  111  in  Long 
Term  Care  sponsored  by  the  State  Communities  Aid 
Association  and  the  State  Department  of  Mental 
Hygiene  in  June  of  1979. 

2.  Representat  ion  on  a statewide  task  force  of  the  Of- 
fice of  Health  Systems  Management  on  education 
in  long  term  care. 

3.  Membership  on  the  New  York  State  Committee  on 
Drug  Abuse  by  the  elderly. 

4.  Presentation  at  hearings  held  by  the  HEW  on  the 
updating  of  conditions  of  participation  for  Medicare 
and  Medicaid  programs  in  Skilled  Nursing  Facili- 
ties. 

5.  Consultation  with  legislative  representatives  of 
MSSNY  concerning  bills  presented  in  the  legislature 
which  relate  to  the  work  of  the  committee. 

At  a general  session  of  the  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  held  in  New  York 
City  in  October  of  1978,  the  Committee  on  Aging  and 
Nursing  Homes  presented  a program.  Presented  f irst  was 
a Symposium  on  Aging: 

Projection  of  Health  Care  Needs  of  the  Aging  by  Ralph 

Goldman,  M.D.,  Assistant  Chief  Medical  Director  for 

Extended  Care,  Veterans  Administration. 
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Recent  Trends  in  Research  by  Nancy  Miller,  M.D., 
Chief,  Clinical  Research  Center  for  the  Studies  of  Mental 
Health  of  Aging,  National  Institute  of  Mental  Health. 
Cross  National  Study  on  Aging,  Barry  Gurland,  M.D., 
Chief,  Department  of  Geriatric  Research,  New  York 
State  Psychiatric  Institute. 

Following  the  presentations,  an  open  forum  with  active 
participation  by  many  physicians  was  held  on  the  Role  of 
Medical  Directors  in  long  term  care  facilities. 

The  chairman  is  grateful  for  the  help  and  efforts  of  all 
committee  members,  and  wishes  to  extend  his  and  the 
committee’s  thanks  for  the  advice  and  help  rendered  by 
George  Warner,  M.D.,  George  -J.  Lawrence,  Jr.,  M.D.,  and 
Mrs.  Elizabeth  Daepp. 

Respectfully  submitted, 

Robert  J.  Collins,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Aging  and  Nursing  Homes  be  filed. 
=» . . .The  report  of  the  Committee  on  Aging  and  Nursing 
Homes  was  FILED  . . . 


CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 


lows: 

Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

I.  Joseph  Aprile,  M.D Queens 

Maurice  M.  Black,  M.D Nassau 

Daniel  Burdick,  M.D Onondaga 

Bernard  Gardner,  M.D Kings 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

David  L.  Rosen,  M.D Westchester 

Naveed  Siddiqi,  M.D Chemung 

William  P.  Simmonds,  M.D Warren 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

John  A.  Finkbeiner,  M.D.,  Advisor  New  York 

Peter  Greenwald,  M.I).,  Advisor Albany 

Dwight  Janerich,  D.D.S.,  Advisor Albany 

Charles  I).  Sherman,  Jr.,  M.D.,  Advisor  Monroe 


The  Committee  on  Cancer  met,  formally,  on  two  occa- 
sions since  its  last  annual  report.  A number  of  matters 
were  handled  expeditiously,  by  mail  and  telephone. 

The  primary  goals  of  the  committee  are: 

I Seek  and  disseminate  knowledge  of  methods  which 
will  prevent  or  minimize  the  development  of  cancer 
in  the  people  of  New  York  State. 

2.  Decrease  the  delay  in  diagnosis  and  treatment  of 
cancer. 

3.  Increase  the  number  of  survivors  among  individuals 
stricken  with  cancer. 

4.  Improve  the  quality  of  life  of  cancer  patients. 

The  committee  endorses  a Council  approved  resolution 


by  the  Committee  on  Preventive  Medicine  concerning 
smoking.  In  addition  to  endorsing  the  caveats  of  the  res- 
olution, the  Committee  on  Cancer  recommended  the 
Council  approve  the  following: 

1.  Hospitals  should  be  encouraged  to  ban  the  sale  of 
cigarettes  in  the  hospital. 

2.  Smoking  in  patients’  rooms  should  be  prohibited  by 
the  hospital. 

3.  Smoking  should  be  permitted  only  in  specially 
designated  areas. 

4.  Educational  programs  should  be  developed  by 
hospitals  in  conjunction  with  concerned  voluntary 
health  agencies  and  disseminated  throughout  the 
hospital  to  patients,  personnel,  and  others  via  dosed 
circuit  television,  literature  and  in-service  pro- 
grams. 

5.  A joint  task  force  be  set  up,  composed  of  represen- 
tatives of  the  Medical  Society  of  the  State  of  New 
York,  the  Hospital  Association  of  New  York  State, 
and  the  State  Health  Department,  to  assist  in  de- 
veloping and  disseminating  anti-smoking  programs 
for  hospitals. 

6.  The  State  of  New  York  reestablish  and  fund  the 
State  Interagency  Council  on  Smoking,  as  a means 
of  implementing  the  foregoing  by  coordinated  and 
concerted  action. 

The  Council  received  this  recommendation  for  infor- 
mation at  its  June,  1979,  meeting. 

Carcinoma  of  the  colon  and  rectum  are  among  the  most 
common  cancers  in  adults  and  a leading  cause  of  death. 
The  survival  rates  remain  in  the  vicinity  of  50%,  principally 
because  of  the  silent  nature  of  the  neoplasm.  Recent  im- 
provements in  testing  for  occult  blood  in  the  stool  and  the 
results  of  such  screening,  indicate  that  the  method  is  rea- 
sonably reliable  with  respect  to  its  “false  negative/false 
positive”  ratios  and  the  yield  is  cost  effective.  At  present, 
it  is  the  only  cost  effective  means  available.  The  com- 
mittee recommends  that: 

1 . Occult  blood  testing  be  included  in  the  State  Health 
Code  as  a requirement  for  all  hospitalized  patients 
over  21  years  of  age. 

2.  That  rectal  examination  and  documentat  ion  of  such, 
be  required  on  all  hospitalized  patients,  unless 
contraindicated  or  refused. 

3.  That  bulletins  be  placed  in  the  New  York  State 
Journal  of  Medicine  reminding  physicians  of  the 
importance  of  including  rectal  examinations  and 
occult  blood  testing  as  a part  of  physical  examina- 
tions in  physicians’  offices. 

The  Council  disapproved  this  recommendation  at  its 
June,  1979,  meeting. 

The  proponents  of  legalizing  the  use  of  Laetrile  were 
thwarted  again  when  Governor  Carey  vetoed  the  enabling 
legislation.  The  committee  recommends  that  the  Medical 
Society  of  the  State  of  New  York  formally  thank  and 
compliment  Governor  Carey  on  his  wisdom  and  courage 
in  vetoing  the  bill. 

The  committee  again  invites  attention  to  the  model 
Cancer  Remedies  Act,  Appendix  “I”  (see  pages  435-438) 
and  requests  that  the  Legislative  Committee  support  the 
introduction  and  enactment  of  a statute  based  on  the 
model. 

Quackery  is  widespread  in  New  York  State,  not  only  in 
cancer,  but  other  diseases. 
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The  Council  disapproved  this  recommendation  at  its 
.June,  1979,  meeting. 

The  committee  considered  the  statewide  screening 
program,  established  tor  the  purpose  ol  detecting  carci- 
nomas which  might  occur  in  the  genitals,  as  well  as  any 
other  related  carcinomas  occurring  in  the  offspring  or  in 
those  mothers  who  were  given  DF'S  during  the  pregnancy 
of  the  mother. 

The  latest  literature  indicates  that  the  number  of  I)KS 
related  carcinomata  is  small  and  the  observations  of  the 
committee  were  that: 

a.  The  small  potential  yield  would  not  make  the 
program  cost  effective 

b.  There  are  presently  available  in  physicians’  of- 
fices, hospitals,  and  clinics  in  New  York  State, 
more  than  adequate  facilities  for  screening  and 
testing  any  and  all  individuals  who  may  be  af- 
fected. 

The  committee  recommends  that  the  State  Health  De- 
partment review  the  cost  effectiveness  of  the  program  with 
the  view  of  its  discontinuance.  The  Council  referred  this 
recommendation  to  the  Committee  on  Maternal  and  Child 
Health  for  consideration. 

The  committee  discussed  the  use  of  heroin  and  mari- 
juana in  int  ractable  pain  of  cancer  victims.  The  committee 
recommends  that  the  State  Health  Department  consider 
the  designation  of  study  groups  to  investigate  the  efficacy 
of  these  agents  and  requests  that  the  findings  of  such 
groups  be  made  available  at  the  earliest  possible  date. 
(When  this  report  was  written  this  recommendation  had 
not  yet  been  acted  upon  by  Council.) 

The  Delaney  Amendment  to  the  Federal  Food,  Drug  and 
Cosmetic  Act,  fails  to  provide  for  dose  related  restrictions, 
Appendix  "II"  (see  page  438).  The  Committee  on  Cancer 
recommends  that  the  Legislative  Committee  use  its  power 
to  attempt  to  secure  further  amendment  of  the  act  to 
provide  for  withdrawal  or  restriction  of  the  use  of  sub- 
stances, foods  or  food  additives,  which  are  proven  carci- 
nogenic in  man  or  animal  only  on  a dose  related  basis.  It 
further  recommends  that  the  Medical  Society  of  the  State 
of  New  York  should  take  a position  on  this  topic.  (When 
this  report  was  written  this  recommendation  had  not  yet 
been  acted  upon  by  Council.) 

The  committee  studied  a project  by  an  investigator  at 
Columbia  University  designed  to  assess  the  impact  of  the 
participation  of  patients  in  the  self-help  or  mutual  support 
groups  on  those  individuals  who  have  had  mastectomies, 
ostomies,  or  laryngectomies. 

The  council  approved  the  committee’s  recommendation 
of  endorsement  of  the  study. 

The  committee  reviewed  and  discussed  the  minutes  of 
the  Hospice  Committee.  The  Committee  on  Cancer 
supports,  in  general,  the  concepts  set  forth  in  the  minutes 
of  the  Hospice  Committee  and  is  in  accord  with  the  Hos- 
pice concept.  The  Committee  on  Cancer  feels  that  the 
Hospice  is  a valuable  and  important  segment  in  the  total 
management  of  cancer  patients,  as  well  as  all  patients  af- 
flicted with  disease  resulting  in  premature  death. 

The  committee  organized  and  sponsored  a symposium, 
on  October ‘2:5. 1978.  on  the  Physician’s  Role  in  the  Treat- 
ment of  Advanced  Cancer.  A summary  of  the  program  by 
the  Symposium  Chairman,  Richard  H.  Lange,  M.D.,  fol- 
lows on  pages  439-440 — Appendix  “III.”  Dr.  Lange’s  last 
sentence  is  an  understatement  of  the  committee's  feelings 
about  the  poor  attendance  and  support  of  the  program. 


Thanks  are  in  order  to  Dr.  Lawrence  and  Mrs.  Daeppof 
the  Medical  Society  of  the  State  of  New  York  and  to  Drs. 
(ireenwald  and  .Janerich  of  the  Health  Department  for 
their  support  and  assistance. 

The  Chairman’s  personal  and  deep  gratitude  goes  to  all 
the  members  of  the  committee  and  the  advisors  for  their 
hard  work  and  sacrifices. 

Respectfully  submitted, 

Charles  FT  Rogers,  M.D.,  Chairman 


APPENDIX  “I” 

AMKRICAN  CANCER  SOCIETY,  INC. 

219  blast  42nd  Street 
New  York,  New  York  10017 

Mkdicai.  Affairs  Dkpartmknt 
(Statk)  Canckk  Rkmkdy  Act 

I The  Need  for  Hegulation  The  diagnosis,  care,  treat- 
ment, and  cure  of  persons  suffering  from  cancer  is  affected  with 
a public  interest.  Vital  statistics  indicate  that  cancer  is  the  second 
most  common  cause  of  death  in  the  United  States.  It  is  estab- 
lished that  accurate  and  early  diagnosis  of  many  forms  of  cancer, 
followed  by  prompt  application  of  methods  of  treatment  which 
are  generally  accepted  and  recognized  by  the  medical  profession, 
either  materially  reduces  the  likelihood  of  death  from  cancer  or 
materially  prolongs  the  useful  life  of  individuals  suffering  there- 
from. 

Members  of  the  public  lack  the  experience  and  the  medical  and 
scientific  knowledge  to  determine  which  of  the  various  cancer 
drugs  and  cancer  devices  offered  or  propounded  in  this  State  are 
sale  and  effective.  Various  persons  and  associations  in  this  State 
have  represented  and  continue  to  represent  themselves  as  pos- 
sessing efficacious  and  safe  cancer  drugs  and  cancer  devices  which, 
however,  are  neither  efficacious  nor  safe,  and  members  of  the 
public,  relying  on  such  representations,  needlessly  die  of  cancer, 
and  substantial  amounts  of  the  public’s  savings  are  needlessly 
expended. 

It  is,  therefore,  in  the  public  interest  that  every  cancer  drug  or 
cancer  device  offered  in  this  State  he  tested  and  approved  for  its 
safety  and  efficacy  for  its  intended  use  prior  to  its  being  so  of- 
fered. 

II.  Definitions  For  the  purposes  of  this  Chapter,  the  fol- 
lowing terms  shall  have  the  following  meanings  unless  the  context 
of  the  Chapter  indicates  otherwise: 

( 1 ) "(. 'oncer"  means  all  malignant  neoplasms  regardless  of  the 
tissue  of  origin,  including  malignant  lymphoma  and  leu- 
kemia. 

(2)  "Person  " means  an  individual,  partnership,  corporation, 
association  or  group  of  individuals,  however  organized  or 
constituted. 

(3)  "Sponsor"  means  anyone  introducing,  selling,  distributing 
or  using  or  causing  to  be  introduced,  sold,  or  distributed, 
or  used  in  this  State  any  cancer  drug  or  cancer  device. 

(4)  "Cancer  drug"  means  (i)  any  article  used  or  intended  for 
use  in  the  diagnosis,  cure,  mitigation,  treatment  or  pre- 
vention of  cancer  in  man;  and  (ii)  any  article  used  or  in- 
tended for  use  as  a component  of  or  in  connection  with  any 
of  the  articles  specified  in  clause  (i). 

(5)  “Cancer  device”  means  any  instrument,  apparatus,  or 
contrivance,  including  its  components,  parts  or  accessories, 
used  or  intended  for  use  in  the  diagnosis,  cure,  mitigation, 
treatment,  or  prevention  of  cancer  in  man,  notwith- 
standing any  other  use. 

(6)  "Substantial  evidence " means  evidence  consisting  of 
adequate  and  well  controlled  investigations,  including 
clinical  investigations  by  experts  qualified  by  scientific 
training  and  experience  to  evaluate  effectiveness  of  the 
cancer  drug  or  cancer  device  involved,  on  the  basis  of  which 
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i could  fairly  and  responsibly  be  concluded  bv  such  ex- 
j)'  i ts  that  such  cancer  drug  or  cancer  device  will  have  the 
effect  it  purports  or  is  represented  to  have. 

(7)  "Applicable  Federal  legislation  or  regulation  " means  (i) 
the  Federal  Food,  Drug,  and  Cosmetic  Act  approved  June 
'25,  1938  (52  Stat.  1040  et  seq.,  as  amended,  21  U.S.C. 
301-392)  and  (ii)  the  Public  Health  Service  Act,  approved 
Aug.  14.  1912  (37  Stat.  309  et  seq.,  as  amended;  42  U.S.C. 
201-298)  and  any  amendments  to  such  Acts,  and  (iii)  the 
regulations  issued  pursuant  to  such  Acts. 

(8)  "('are  or  treatment  of  cancer " means  the  alleviation, 
prevention,  diagnosis,  mitigation,  treatment,  or  cure  of 
cancer,  or  rehabilitation  of  persons  so  affected. 

III.  Cancer  Bureau  and  Cancer  Advisory  Council  — Com- 
position. 

(1)  There  shall  be  a Cancer  Bureau  created  within  the  De- 
partment of  Health  to  administer  the  provisions  of  this  Chapter. 
The  Bureau  shall  be  headed  by  a Director  who  shall  be  appointed 
by  the  (Governor  or  Title  of  Head  of  Dept,  of  Health!  for  a term 
of  years.  The  Bureau  may  employ  such  additional  staff  and 
personnel  as  may  from  time  to  time  be  determined  by  the  Di- 
rector. 

(2)  The  Cancer  Advisory  Council  shall  be  composed  of  ( ) 

persons  residing  in  this  State,  each  of  whom  shall  be  qualified  by 
scientific  training  and  experience  in  the  care  and  treatment  of 
cancer  or  in  cancer  research.  The  Commissioner  of  Health  shall 
be  an  ex  officio  member. 

The  members  of  the  Council  shall  be  appointed  by  the  Governor 
to  serve  for  terms  of  (4)  years,  except  that  they  shall  initially  be 
appointed  in  such  fashion  that  the  terms  of  one  quarter  of  the 
members  shall  expire  annually.  The  Chairman  of  the  Council 
shall  be  appointed  by  the  Governor  from  among  its  members 
in  of  each  year  to  serve  for  the  ensuing  year  and  thereafter 

until  the  appointment  of  his  successor. 

IV.  Responsibilities  and  Powers  of  the  Director  of  the 
Cancer  Bureau 

( 1 ) The  Cancer  Bureau  shall  be  a division  of  the  Department 
of  Health,  and  the  Director  of  The  Cancer  Bureau  shall  be  im- 
mediately responsible  to  the  (title  of  the  head  of  the  Department 
of  Dealt  h)  for  carrying  out  the  provisions  of  this  chapter  relating 
to: 

(a)  The  staffing  and  operation  of  the  Bureau. 

(b)  The  investigation  of  the  manufacture,  processing, 
packing,  promotion,  distribution,  and  use  of  articles  subject  to 
this  Act  and  the  safety  and  efficacy  of  any  cancer  drug  or  cancer 
device. 

(c)  The  publication  of  the  results  of  all  investigations  carried 
out  by  the  Bureau. 

(2)  The  Director  shall  be  empowered: 

(a)  To  approve  for  use  within  this  State  those  cancer  drugs 
or  cancer  devices  which  have  been  tested  for  safety  and  efficacy 
in  the  care  or  treatment  of  cancer  and  which  the  Director  has 
found  to  be  safe  and  effective  for  their  intended  uses. 

(b)  To  deny  approval  to  and  to  suspend  or  revoke  his  prior 
approval  of  any  cancer  drug  or  cancer  device  on  a finding  that 
the  article  is  not  shown  to  be  safe  for  its  intended  use  or  that 
there  is  a lack  of  substantial  evidence  to  show  that  the  article 
will  have  the  effect  that  it  is  presented  or  purports  to  have. 

(c>  To  report  to  the  appropriate  enforcement  authority  the 
use  within  t his  State  of  any  cancer  drug  or  cancer  device  which 
is  either  not  approved  or  for  which  approval  has  been  suspected 
or  revoked. 

(d)  To  publish  the  results  of  the  Bureau’s  investigations  of 
any  cancer  drug  or  cancer  device. 

(e)  To  seize  any  cancer  drug  or  cancer  device  t he  use  or  in 

I ended  use  of  which  is  not  in  accordance  with  the  approval  by 
t he  I Jnited  States  Secretary  of  Health,  Education  and  Welfare 
under  applicable  federal  legislation  and  regulations  or  with  an 
approval  under  this  Act  and  regulations. 

(f)  To  hold  hearings  in  respect  of  matters  involving  com- 
pliance with  the  provisions  of  this  Chapter  and  to  issue  sub- 
poenas requiring  the  at  tendance  of  wit  nesses  and  I be  production 
of  records  and  documents  thereat. 


(g)  To  conduct  and  secure  investigations  appropriate  to  the 
administration  of  this  Act.  To  promulgate  such  regulations  as 
are  reasonably  necessary  to  the  effectuation  of  the  provisions 
of  this  Chapter. 

V.  Approval  Required  of  Any  Cancer  Drug  or  Cancer  De- 
vice 

( 1 ) The  provisions  of  this  Chapter  requiring  approval  by  the 
Bureau  shall  not  apply  to  any  cancer  drug  or  cancer  device,  the  use 
of  which  has  been  approved  for  the  care  or  treatment  of  cancer 
patients  by  the  United  States  Secretary  of  Health.  Education  and 
Welfare  under  applicable  federal  legislation  or  regulation. 

(2)  No  person  shall  introduce,  deliver  for  introduction,  sell, 
manufacture,  distribute  or  use  in  this  State  any  cancer  drug  or 
cancer  device  unless  there  is  in  effect  an  approval  of  an  application 
pertaining  to  the  use  of  such  cancer  drug  or  cancer  device  by  the 
United  States  Department  of  Health,  Education  and  Welfare 
under  applicable  federal  legislation  or  unless  there  is  an  approval 
of  the  use  thereof  by  the  Cancer  Bureau,  or  unless  exempted  by 
the  order  of  the  Director  as  provided  for  in  paragraphs  10  and  1 1 
hereof. 

(3)  Application  for  Approval  — An  application  for  approval 
under  paragraph  (2)  above  by  the  Cancer  Bureau  shall  include: 

(a)  full  reports  of  investigations  which  have  been  made  to 
establish  that  such  cancer  drug  or  cancer  device  is  safe  and  ef- 
fective for  use  in  the  care  or  treatment  of  cancer; 

(b)  a list  of  all  articles  used  as  components  of  such  cancer 
drug  or  cancer  device; 

(c)  a full  statement  of  the  composition  of  such  cancer  drug 
or  cancer  device; 

(d)  a full  description  of  the  construction  and  operation  of 
such  cancer  device; 

(e)  a f ull  description  of  the  methods  used  in  and  the  facilities 
and  controls  used  for  the  manufacture,  processing  and  pack- 
aging of  such  cancer  drug  or  cancer  device; 

(f)  such  samples  of  such  cancer  drug  or  cancer  device  and 
of  the  articles  used  as  components  thereof  as  the  Director  may 
require; 

(g)  specimens  of  the  labeling  proposed  to  be  used  for  such 
cancer  drug  or  cancer  device; 

(h)  a copy  of  all  advertisements,  written  articles,  books, 
brochures  or  other  material  which  the  applicant  proposes  to  use 
in  this  State  in  connection  with  such  cancer  drug  or  cancer  de- 
vice; and 

(i)  such  other  information  as  the  Director  by  regulation  may 
require. 

(4)  Action  on  Application  for  Approval  — Within  180  days 
after  the  filing  of  an  application,  or  such  additional  period  as  may 
be  agreed  upon  by  the  Bureau  and  the  applicant,  the  Director  shall 
either: 

(a)  approve  the  application  if  he  finds  that  none  of  the 
grounds  for  denying  approval  in  subsections  (a)  through  (i)  of 
paragraph  (5)  hereinbelow  applies,  or 

< b)  give  the  applicant  written  notice  of  its  right  to  a hearing 
before  the  Bureau  on  whether  the  application  is  approvable. 
On  the  applicant  filing  with  the  Bureau  written  request  for  a 
hearing  within  30  days  after  receipt  of  the  aforesaid  notice,  then, 
on  not  less  than  14  days  notice  given  to  the  applicant,  a hearing 
shall  be  held  not  more  than  90  days  after  the  date  of  applicant’s 
request  for  such  hearing,  or  at  such  other  time  as  the  Bureau  and 
the  applicant  may  agree. 

(5)  Orders  Disapproving  Application  for  Approval  — The 
Bureau’s  order  disapproving  an  application  shall  be  based  upon 
one  or  more  of  the  following  findings  which  shall  be  specified  in 
such  order: 

(a)  the  investigations,  reports  of  which  have  been  filed  with 
the  Bureau  pursuant  to  subsect  ion  (3),  do  not  include  adequate 
tests  by  methods  reasonably  applicable  to  show  whether  or  not 
such  cancer  drug  or  cancer  device  is  safe  for  use  under  the  con- 
ditions prescribed,  recommended,  or  suggested;  or 

(b)  the  results  of  tests  submitted  by  the  applicant  or  clinical 
experience  or  tests  conducted  by  the  Bureau  show  that  such 
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cancer  drug  or  cancer  device  is  unsafe  or  do  not  show  t hat  such 
cancer  drug  or  cancer  device  is  safe  under  the  conditions  pre- 
scribed, recommended  or  suggested; 

(c)  there  is  a lack  of  substantial  evidence  that  such  cancer 
drug  or  cancer  device  will  have  the  effect  that  it  purports  or  is 
represented  to  have;  or 

td)  the  methods  used  in,  and  the  facilities  and  controls  used 
for,  the  manufacturing,  processing,  packing,  or  delivery  of  such 
cancer  drug  or  cancer  device  are  inadequate  to  assure  its  iden- 
tity, strength,  quality,  or  purity;  or 

(e)  the  application  for  approval  contains  any  untrue 
statement  of  material  fact;  or 

(f)  the  advertising,  written  articles,  hooks,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or  sale 
of  offering  for  use  or  sale  of  such  cancer  drug  or  such  cancer 
device  is  false  or  misleading  in  any  particular,  and  the  sponsor 
of  such  cancer  drug  or  cancer  device,  alter  due  notice  from  the 
Bureau  to  desist  from  the  making  or  circulation  of  such  state- 
ment, has  refused  to  do  so;  or 

(g)  the  failure  of  the  applicant  to  establish  and  maintain 
adequate  records  and  prepare  periodic  reports  as  may  be  re- 
quired by  regulation  with  respect  to  the  manufacture,  pro- 
cessing, packing,  or  use  of  such  cancer  drug  or  cancer  device  as 
the  Director  may  prescribe  by  regulation  or  the  refusal  by  the 
applicant  to  permit  inspection  of  such  records  and  reports;  or 

(h)  the  refusal  bv  the  applicant  to  permit  officers  or  em- 
ployees of  the  Cancer  Bureau  duly  designated  by  the  Director, 
upon  presenting  appropriate  credentials  to  the  applicant,  to 
enter,  at  reasonable  times,  any  factory,  warehouse  or  estab- 
lishment located  within  this  State  and  in  which  such  cancer  drug 
or  cancer  device  is  manufactured,  processed,  packed  or  held  for 
use  in  this  State  or  to  enter  any  vehicle  located  in  this  State 
being  used  to  transport  or  hold  such  cancer  drug  or  cancer  device 
for  use  within  this  State,  and  to  inspect  such  factory,  warehouse, 
establishment  or  vehicle  and  all  pertinent  equipment,  finished 
and  unfinished  materials  and  containers  therein  within  rea- 
sonable limits  and  in  a reasonable  manner;  or 

(i)  the  refusal  by  the  applicant  to  permit  officers  or  em- 
ployees of  the  Cancer  Bureau  duly  designated  by  the  Director, 
upon  presenting  appropriate  credentials  to  the  applicant,  to 
examine  his  records  to  ascertain  the  identity  of  persons  by  whom 
or  upon  whom  such  cancer  drug  or  cancer  device  was  used  for 
investigational  purposes  and  to  question  and  examine  such 
persons  in  a reasonable  manner  for  the  purpose  of  determining 
whether  such  cancer  drug  or  cancer  device  is  safe  and  effica- 
cious. 

(6)  Withdrawal  of  Prior  Orders  of  Approval  — The  Director 
may  withdraw  the  Bureau's  approval  of  any  previous  application 
with  respect  to  any  cancer  drug  or  cancer  device  following  the 
giving  of  due  notice  and  opportunity  for  hearing,  as  provided  in 
paragraph  4(b)  above,  to  its  sponsor.  Such  order  of  withdrawal 
of  a prior  approval  shall  be  based  upon  one  or  more  of  the  following 
findings  which  shall  be  specified  in  such  order: 

(a)  clinical  or  other  experience,  tests  or  scientific  data  show- 
such  cancer  drug  or  cancer  device  is  not  shown  to  be  safe;  or 

(b)  new  evidence  of  clinical  experience,  not  contained  in  the 
original  application  or  not  available  to  the  Director  until  after 
such  application  was  approved,  or  test  by  new  methods,  or  tests 
by  methods  not  deemed  reasonably  applicable  when  such  ap- 
plication was  originally  approved  show  that  such  cancer  drug 
or  cancer  device  is  not  shown  to  be  safe  for  use  under  the  con- 
ditions of  use  upon  the  basis  of  which  the  application  was  ap- 
proved; or 

(c)  on  the  basis  of  new  information  before  the  Bureau  with 
respect  to  such  cancer  drug  or  cancer  device,  there  is  a lack  of 
substantial  evidence  that  it  will  have  the  effect  it  is  purported 
or  represented  to  have;  or 

(d)  on  the  basis  of  new  information  before  the  Bureau  with 
respect  to  such  cancer  drug  or  cancer  device,  the  methods  used 
in.  or  the  facilities  and  controls  used  for  the  manufacture,  pro- 
cessing. packing  or  delivery  of  such  cancer  drug  or  cancer  device 
are  inadequate  to  assure  its  identity,  strength,  quality,  or  purity; 
or 


(e)  the  application  upon  which  approval  was  originally 
granted  contained  any  untrue  statement  of  material  fact;  or 

( f ) the  advertising,  written  articles,  books,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or  sale 
or  offering  for  use  or  sale  of  such  cancer  drug  or  cancer  device 
is  false  or  misleading  in  any  particular,  and  the  sponsor  of  such 
cancer  drug  or  cancer  device,  after  due  notice  from  t he  Bureau 
to  desist  from  the  further  making  or  circulation  of  such  state- 
ment, has  failed  to  do  so;  or 

(g)  the  failure  ol  the  sponsor  to  establish  and  adequately 
maintain  records  and  prepare  periodic  reports  as  the  Director 
may  prescribe  by  regulation  and  the  refusal  of  the  sponsor  to 
permit  inspection  of  such  records  and  reports;  or 

(h)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  by  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  enter,  at  reasonable 
t imes,  any  factory,  warehouse  or  establishment  located  within 
this  State  and  in  which  such  cancer  drug  or  cancer  device  is 
manufactured,  processed,  packed,  or  held  for  use  in  this  State 
or  to  enter  any  vehicle  located  in  this  State  being  used  to 
transport  or  hold  such  cancer  drug  or  cancer  device  for  use  in 
this  State,  and  to  inspect  such  factory,  warehouse,  establishment 
or  vehicle  and  all  pertinent  equipment,  finished  and  unfinished 
materials  and  containers  therein  within  reasonable  limits  and 
in  a reasonable  manner;  or 

(i)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  by  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  examine  his  records  to 
ascertain  the  identity  of  the  persons  by  whom  or  upon  whom 
such  cancer  drug  or  cancer  device  was  used  for  investigational 
purposes  and  to  examine  or  question  such  persons  in  a reason- 
able manner  for  the  purpose  of  determining  whether  such  cancer 
drug  or  cancer  device  is  safe  and  efficacious. 

(7)  Council  Certification  of  Bureau  Orders  — No  order  of 
disapproval  or  revocation  under  paragraphs  (5)  or  (6)  hereof  shall 
be  made  unless  there  shall  be  incorporated  therein  a certification 
signed  by  not  less  than  a majority  of  the  members  of  the  Cancer 
Advisory  Council  that  prior  to  the  issuance  of  such  order  the  record 
upon  which  it  was  made  was  reviewed  by  the  members  signing  such 
certification  and  that  the  findings  made  by  the  Director,  upon 
which  suc  h order  was  based,  are  concurred  in  by  them. 

(8)  Service  of  Bureau  Orders  and  Notices  Orders  and  no- 
tices issued  by  the  Bureau  under  paragraphs  (5)  or  (6)  shall  be 
served  by  mailing  by  registered  or  certified  mail  to  the  applicant 
or  sponsor  at  his  last  known  address  or  by  personal  service  on  the 
applicant  or  sponsor. 

(9)  Court  Review  of  Bureau  Orders — An  appeal  may  be  taken 
by  the  applicant  or  sponsor  from  an  order  of  the  Bureau  refusing 
approval  of  an  original  application  or  withdrawing  approval  of  a 
previously  approved  application.  Such  appeal  shall  be  filed  in 
the  (name  of  the  court)  within  (number)  days  of  the  order.  No 
objection  to  the  order  of  the  Bureau  shall  be  considered  on  such 
appeal  unless  the  same  was  previously  urged  before  the  Bureau 
or  unless  there  are  reasonable  grounds  for  the  failure  to  do  so.  The 
finding  of  the  Bureau  as  to  facts,  if  supported  by  substantial  evi- 
dence, shall  be  conclusive.  The  commencement  of  proceedings 
under  this  subsection  shall  not  operate  as  a stay  of  the  Bureau's 
order,  unless  otherwise  ordered  by  the  court. 

(10)  Exemptions  - The  Director  may  exempt  any  drug  or 
device  from  the  provisions  of  Section  V,  Paragraph  (8),  where,  on 
application  made  by  a sponsor  of  such  cancer  drug  or  cancer  de- 
vice, it  shall  be  shown  to  the  reasonable  satisfaction  of  the  Bureau 
that  such  cancer  drug  or  cancer  device  is  to  be  used  solely  for  in- 
vestigational use  to  determine  its  safety  and  effectiveness  in  the 
care  and  treat  ment  of  cancer  by  or  under  the  direction  of  persons 
qualified  by  scientific  training  and  experience  to  investigate  the 
safety  and  effectiveness  of  such  cancer  drug  or  cancer  device  in  the 
care  or  treatment  of  cancer;  and  that  humans  on  which  the  use 
thereof  is  practiced  are  advised  that  such  use  is  solely  for  investi- 
gational purposes  in  the  care  or  treatment  of  cancer  and  that  no 
representation  is  made  to  such  humans  that  the  safety  or  efficacy 
or  such  cancer  drug  or  cancer  device  in  the  care  or  treatment  of 
cancer  has  been  established. 
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(a)  In  connection  with  the  granting  and  continuance  of  such 
exemption,  t he  Director  may  by  regulation  require  that  there 
he  filed  with  the  Bureau  such  information  and  reports  as  to  the 
proposed  use  and  continued  use  of  such  cancer  drug  or  cancer 
device  for  investigational  purposes  as  may  he  reasonably  nec- 
essary to  satisfy  the  Director  that  the  issuance  of  such  exemp- 
tion and  continuance  thereof  is  justified. 

(b)  If  at  any  time  the  Director  shall  determine  that  a 
sponsor  to  whom  an  exemption  under  paragraph  1 10)  above  has 
been  issued  is  not  using  the  cancer  drug  or  cancer  device  so  ex- 
empted for  investigational  purposes,  the  Director  may,  on  due 
notice,  require  the  sponsor  to  submit  an  application  lor  its  ap- 
proval under  Section  V.  Paragraph  (2)  hereof,  failing  which  the 
Director  shall  issue  an  order  withdrawing  its  previous  exemption 
thereof  for  investigational  use  by  such  sponsor. 

(11)  On  application  made  by  the  sponsor  thereof  the  Director 
may  exempt  from  the  provisions  of  Section  V.  Paragraph  (2),  any 
cancer  drug  or  cancer  device,  which  has  been  in  regular  public  use 
within  this  State  for  live  years  or  more,  when  it  appears  to  the 
satisfaction  of  the  Director  that  the  safety  and  efficacy  of  said 
cancer  drug  or  cancer  device  for  use  in  the  care  or  treatment  ol 
cancer  is  generally  recognized  in  the  medical  or  scientific  com- 
munity The  refusal  of  the  Director  to  issue  such  an  exemption 
shall  he  final  and  not  subject  to  review. 

(12)  The  Director  may  by  order  served  upon  the  user  thereof 
direct  suspension  of  use  of  any  cancer  drug  or  cancer  device 
pending  action  by  the  Bureau  with  respect  thereto  under  para- 
graphs (4),  (6),  (10)  or  (1 1)  hereof. 

(Id)  The  provisions  of  this  Section  V shall  become  effective 
180  days  after  the  effective  date  of  this  Chapter. 

VI.  Hearing  on  Unapproved  or  Exempted  ( 'aneer  Drugs  or 
Cancer  Devices. 

Whenever  the  Director  shall  have  reason  to  believe  that  any 
cancer  drug  or  cancer  device  is  being  used  in  this  State  by  any 
person  in  respect  ol  which  an  application  for  approval  under 
Section  V,  Paragraph  (d)  or  for  exemption  under  Section  V, 
Paragraphs  ( 10)  or  ( 1 1 ) is  required  but  without  such  an  application 
have  been  made,  the  Director  may.  on  good  cause  shown,  apply 
to  the  court  for  an  order  requiring  the  sponsor  or  sponsors  of  such 
cancer  drug  or  cancer  device  to  discontinue  further  use  of  such 
cancer  drug  or  cancer  device  pending  the  filing  of  an  application 
under  Paragraphs  (d),  (10)  or  (II)  of  Section  V with  respect 
thereto. 

VII.  Penalties  for  Unauthorized  Use. 

(1)  The  introduction,  delivery  for  introduction,  sale,  manu- 
facture. distribution  or  use  in  this  State  of  any  cancer  or  cancer 
device  unless  there  is  in  effect  an  approval  of  an  application  per- 
taining to  such  cancer  drug  or  cancer  device  as  required  by  this  Act 
unless  exempted  by  the  order  ol  the  Director  as  provided  for  in 
Paragraphs  110)  and  (II)  or  Sec  lion  V shall  be  a misdemeanor 
punishable  by  a fine  of  not  more  than  $1,000.00,  or  imprisonment 
of  not  more  t ban  one  year,  or  both  such  fine  and  imprisonment; 
hut  if  such  a misdemeanor  shall  have  been  committed  after  a prior 
conviction  ol  such  person  under  this  section  has  become  final  such 
person  shall  be  subject  to  a fine  ol  not  more  than  $10,000.00,  or 
imprisonment  for  not  more  than  three  years,  or  both  such  fine  and 
imprisonment. 

(2)  II  any  person  shall  violate  I he  provisions  of  subsect  ion  ( I ) 
of  this  section,  with  intent  to  defraud  or  mislead,  such  person,  in 
addition  to  t he  penalties  prescribed  therein,  shall  be  subject  to  a 
fine  of  not  more  than  810,000.00,  or  imprisonment  for  not  more 
than  three  years,  or  both  such  fine  and  imprisonment. 

VIII.  Advertising 

(1)  No  person  engaged  in  the  manufacture,  processing, 
packing,  distribut ion  or  promot ion  of  any  cancer  drug  or  cancer 
device,  or  in  the  diagm  >-i-.  I leal  men  I or  care  of  cancer  shall  invite 
or  induce  any  member  of  I he  public  I o undergo  diagnosis,  care  or 
treatment  for  cancer  by  means  ol  any  form  ol  advertising  or  public 
appeal  unless  a copy  of  Mich  advert  rang  or  appeal  has  been  filed 
with  the  Cancer  Bureau  not  Ic  than  111  days  prior  to  its  first 
public  release 


(2)  If,  in  the  opinion  of  the  Director,  any  such  advertising 
material  or  other  form  of  public  appeal  filed  with  the  Bureau  is 
false  or  misleading  in  any  particular,  either  by  reason  of  any  as- 
sertions of  claims  therein  or  by  reason  of  its  failure  to  set  forth 
essential  and  relevant  facts,  the  Director  shall  order  such  indi- 
vidual or  association  to  cease  and  desist  from  publication. 
Compliance  with  such  order  shall  be  enforced  by  the  Attorney 
General  in  injunction  proceedings  upon  request  of  the  Director. 

IX.  Reports  and  Publicity. 

'The  Bureau  shall,  at  intervals  not  to  exceed  ( ) months, 

publish  reports  of  its  findings  with  respect  to  the  safety  and  ef- 
fectiveness of  cancer  drugs  and  cancer  devices  and  of  its  investi- 
gation of  any  cancer  drug  or  cancer  device,  provided,  however,  that 
no  such  report  or  any  of  the  contents  thereof  shall  be  admissible 
in  evidence  in  any  criminal  prosecution,  except  in  prosecutions 
provided  for  in  this  Chapter.  No  statement  contained  in  any  such 
report  may  be  used  or  offered  in  evidence  in  any  action  against  any 
member  of  employee  of  the  Cancer  Bureau  or  of  the  Cancer  Ad- 
visory Council. 

X.  Use  of  Bureau  Records  in  Criminal  Proceedings. 

The  records  of  the  Bureau  shall  not  be  subject  to  subpoena,  nor 
shall  the  same  be  produced,  or  admitted  in  evidence  in  any  crim- 
inal prosecution,  except  those  provided  for  under  this  Chapter. 

XI.  Meetings  of  Cancer  Advisory  Council  and  Bureau  Di- 
rector. 

The  Director  of  the  Cancer  Bureau  shall  meet  quarterly  with 
the  Cancer  Advisory  Council  for  the  purpose  of  reporting  on  the 
operations  of  the  Bureau  during  the  preceding  quarter  and  con- 
sulting with  the  Council  regarding  the  administration  and  exe- 
cution of  the  provisions  of  this  Act.  Special  meetings  of  the  Di- 
rector and  Council  may  be  called  by  either  the  Director  or  the 
Chairman  of  the  Council  on  five  days  written  notice. 

XII.  Annual  Reports  to  the  Legislature. 

The  Bureau  and  the  Cancer  Advisory  Council  shall  submit  to 
the  (appropriate  state  agency)  for  submission  to  the  Legislature, 
annually  in  of  each  year,  a joint  report  of  their  activities 

during  the  preceding  twelve  months,  together  with  accountings 
of  the  respective  expenditures  of  the  Bureau  and  the  Council 
during  such  periods.  Said  report  shall  include  operating  budgets 
for  the  Bureau  and  the  Council  for  the  ensuing  twelve  months. 
Within  thirty  days  of  the  submission  of  such  report  and  budgets, 
or  at  its  next  following  session,  the  Legislature  shall  appropriate 
funds  for  the  operation  of  the  Bureau  and  the  Council  for  the 
twelve  months  following  the  submission  of  their  operating  bud- 
gets. 

XIII  Compensation,  Director  and  Staff. 

'The  members  of  the  Council  shall  serve  without  compensation 
but  shall  he  entitled  to  reimbursement  for  expenses  incurred  in 
the  discharge  of  their  duties.  The  Director  of  the  Bureau  shall 
be  paid  an  annual  salary  not  to  exceed  $ 

XIV.  Severability  Clause. 

If  any  provision  of  this  Act,  or  the  application  thereof  to  any 
person  or  circumstances,  shall  be  held  invalid,  such  invalidity  shall 
not  affect  other  provisions  or  applicat  ions  of  t he  Ar  t which  can  be 
given  effect  without  the  invalid  provision  or  application,  and  to 
this  end  the  provisions  of  this  Act  are  declared  to  he  severable. 

XV.  Effective  Date. 

This  Act  may  he  cited  as  Chapter Laws  of  196 _and 

shall  become  effective  on , 196 

APPENDIX  •IP’ 

(2)  No  such  regulation  shall  issue  if  a lair  evaluation  of  the 
data  before  tin1  Secretary 

(A)  fails  to  establish  that  I he  proposed  use  of  the  food  ad- 
ditive. under  the  conditions  of  use  to  he  specified  in  t he  regu- 
lation, will  be  safe:  Provided,  That  no  additive  ■••hall  he  deemed 
to  he  safe  if  it  is  found  to  induce  cancer  a hen  invested  In  man 
or  animal,  or  if  d is  found,  after  tests  which  are  appropriate 
for  the  evaluation  of  the  safety  of  food  additives,  to  induce 
i aneer  in  man  or  animal,  except  that  this  proviso  shall  not 
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apply  with  respect  to  the  use  of  a substance  as  an  ingredient 
of  feed  for  animals  which  are  raised  for  food  production,  if  the 
Secretary  finds  (i)  that,  under  the  conditions  of  use  and  feeding 
specified  in  proposed  labeling  and  reasonably  certain  to  he 
followed  in  practice,  such  additive  will  not  adversely  affect  the 
animals  for  which  such  feed  is  intended,  and  (ii)  that  no  residue 
of  the  additive  will  he  found  (by  methods  of  examination  pre- 
scribed or  approved  by  the  Secretary  by  regulations,  which 
regulations  shall  not  be  subject  to  subsections  (f)  and  (g) ) in  any 
edible  portion  of  such  animal  after  slaughter  or  in  any  food 
yielded  by  or  derived  from  the  living  animal; 


APPENDIX  "III” 

SYMPOSIUM  ON  THE  PHYSICIANS’  ROLE  IN 
TREATMENT  OF  ADVANCED  CANCER 
Medical  Society  of  the  State  of  New  York  Meeting 
October  23,  1978,  New  York  City 

The  program  on  the  Physicians’  Role  in  the  Treatment  of  Ad- 
vanced Cancer  was  opened  by  the  moderator.  Dr,  Richard  Lange 
who  indicated  his  pleasure  on  presenting  the  symposium  — de- 
signed to  be  an  overview  of  the  subject  planned  by  the  Com- 

mittee on  Cancer  which  is  chaired  by  Dr.  Charles  Rogers. 

The  objective  of  the  symposium  was  to  present  the  physicians 
with  a realistic  approach  to  the  treatment  of  patients  suffering 
with  advanced  cancer  and  with  particular  emphasis  on  human 
values.  All  too  frequently  there  has  been  an  inability  of  the 
physician  to  deal  with  anything  but  the  patient’s  physical  problem, 
and  a reluctance  to  deal  with  or  become  involved  with  those  less 
tangible  problems  directly  related  to  his  illness  — problems  which 
are  very  acute  for  both  t he  pat  ient  and  his  family.  These  problems 
include  abandonment,  defeatism  on  the  part  of  the  physician  in 
handling  treatment  of  the  patient,  lack  of  time  and  other  factors. 
All  these  result  frequently  in  the  patient  desperately  seeking  other 
help  which  includes  unproven  methods  such  as  Laetrile. 

Dr.  Lange  indicated  unproven  methods  have  been  a concern  of 
committee  members  for  a number  of  years  and  that  efforts  to  ed- 
ucate physicians  in  the  handling  of  such  patients  is  the  only  real- 
istic goal.  He  also  discussed  the  possibility  of  having  a Model 
Cancer  Act  — modeled  after  the  one  in  California,  and  indicated 
the  Committee  on  Cancer  has  made  such  a recommendation  to  the 
Legislative  Committee. 

Realizing  that  clutching  at  myths  is  all  too  prevalent  in  our 
present  society,  he  introduced  the  first  speaker,  Dr.  Robert 
Eyerly.  who  reviewed  the  status  of  unproven  methods  in  cancer 
therapy  and  gave  an  excellent  summary  of  the  entire  problem. 

Dr.  Robert  Golbey  reviewed  a number  of  pertinent  factors  in 
considering  chemotherapy  in  the  treatment  of  advanced  malig- 
nancies. He  stressed  the  fact  that  treatment  has  to  be  tailored 
to  the  particular  patient;  he  indicated  that  even  though  the  disease 
process  was  no  longer  treatable,  the  patient  must  still  be 
treated. 

Dr.  Daniel  Burdick  gave  an  excellent  presentation  concerning 
human  values.  He  stressed  the  importance  of  sticking  with  the 
patient  from  the  onset  of  the  disease  to  the  very  end.  advising  him 
and  his  family  of  other  help  available  and  utilizing  the  resources 
of  other  members  of  the  team  in  making  it  possible  for  the  patient 
to  deal  with  his  illness. 

Kathryn  Mangen  discussed  the  development  of  hospices  and 
stressed  the  variable  needs  of  cancer  patients.  These  included 
adequate  nursing  care  and  the  special  problems  all  chronically  ill 
patients  have.  She  feels  that  the  hospice  program  should  not  be 
viewed  as  being  synonymous  with  cancer  any  more  than  death  and 
dying  should  be  synonymous  with  cancer.  Her  overall  experiences 
with  the  hospice  program  were  reviewed  and  she  indicated  she 
feels  they  differ  somewhat  in  different  settings. 

The  two-and-a-half  hour  program  was  followed  by  adequate 
time  for  discussion  and  questions.  It  was  unfortunate  attendance 
was  less  than  expected  for  this  unusually  fine  presentation. 


=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Cancer  be  filed. 

=» . . .The  report  of  the  Committee  on  Cancer  was  FILED 


CA H DIO  VASCL 1 LA  R DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 


Disease  are  as  follows: 

Charles  T.  Bertrand,  M.D.,  Chairman  . .Westchester 

William  J.  Breen,  M.D Erie 

Joseph  T.  Doyle,  M.D Albany 

Oscar  Emiro  Fernandez,  M.D Queens 

Abraham  Jezer,  M.D Bronx 

Russel  Knope,  M.D Chemung 

Jerome  A.  Schack,  M.D New  York 

Joseph  Schluger,  M.D Kings 

Robert  E.  Wolf,  M.D Kings 

Richard  B.  Rothenberg,  M.D.,  Advisor  Albany 


This  year’s  scientific  meeting  will  mark  the  accom- 
plishment of  our  original  goal,  set  some  five  years  ago,  when 
the  Cardiovascular  Section  was  established.  At  that  time 
it  was  proposed  that  ultimately  the  section  would  be 
sponsored  by  the  three  heart  associations  extant  within  the 
State  of  New  York  — namely,  the  New  York  Heart  Asso- 
ciation, the  American  Heart  Association  — New  York 
State  Affiliate,  and  the  New  York  Cardiological  Society. 
I’m  happy  to  report  that  with  the  coming  session  all  will 
have  been  accomplished.  The  first  year  the  session  was 
sponsored  by  the  American  Heart  Association  — New 
York  State  Affiliate,  the  second  year  by  the  New  York 
Heart  Association,  and  this  year  the  New  York  Cardiolo- 
gical Society  will  sponsor  the  session  for  the  first  time. 

The  joint  meeting  will  be  chaired  by  the  chairman  of  the 
section  and  the  speakers  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman 

Assistant  Clinical  Professor  of  Medicine,  N.Y.  Medical 

College 

Natural  History  of  Angina  Pectoris:  Look  at  Risk  Fac- 
tors 

William  B.  Kannel,  M.D.,  Framingham,  Mass. 
Director,  Framingham  Heart  Study,  National  Heart 
Institute 

Stress  Testing  and  Radionuclide  Imaging  in  Angina 
Pectoris  (CAD) 

Richard  N.  Pierson,  Jr.,  M.D.,  New  York,  N.Y. 

Chief.  Division  of  Nuclear  Medicine,  St.  Luke’s  Hos- 
pital 

Medical  Treatment  of  Stable  and  Unstable  Angina 
Frank  Cole  Spencer,  M.D.,  New  York,  N.Y. 

Chairman,  Department  of  Surgery,  New  York  Univer- 
sity, Chief,  Department  of  Cardiovascular  Surgery, 
University  Hospital 

Remember  the  “Heart  Bill”?  Over  a year  ago  there 
was  a big  fuss  concerning  it  and  Mayor  Koch  testified  be- 
fore the  Pension  and  Retirement  Hearing  of  New  York 
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State,  s well  as  your  chairman  and  a number  of  other  in- 
dividuals, the  crux  of  the  matter  was  that  police  and  fire- 
men (particularly  in  New  York  City)  enjoyed  a presump- 
tion under  law  in  that  any  heart  disorder  that  developed 
was  presumed  to  have  occurred  during  the  line  of  duty,  as 
it  were.  Not  only  that  but  the  income  so  derived  in  re- 
tirement was  % tax  free.  After  the  great  furor  the  matter 
came  before  the  State  Legislature  and  firemen  are  still  in 
the  same  situation  as  before.  I now  see  in  the  newspaper 
that  Mayor  Koch  is  again  fighting  the  “Heart  Bill”  and  that 
police  and  firemen’s  union  are  again  fighting  Mayor 
Koch. 

“The  more  things  change,  the  more  they  remain  the 
same”. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Cardiovascular  Disease  be  filed. 

=>  . . .The  report  of  the  Committee  on  Cardiovascular 
Disease  was  FILED  . . . 

EMERGENCY  HEALTH  SERVICES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Emergency  Health 


Services  are  as  follows: 

David  N.  Kluge,  M.D.,  Chairman  Monroe 

Stephen  Blatchly,  M.D Tompkins 

James  H.  Cosgriff,  Jr.,  M.D Erie 

Julius  P.  Duic,  M.D Westchester 

Irving  G.  Frohman,  M.D Queens 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Norman  Morris,  M.D New  York 

Walter  F.  Pizzi,  M.D New  York 

Gerald  W.  Shaftan,  M.D Kings 

John  E.  Spoor,  M.D Otsego 

Sheldon  Zuckerman,  M.D Nassau 

Charles  Aswad,  M.D.,  Advisor  Broome 

Robert  J.  Huszar,  M.D.,  Advisor Albany 


Emergency  Health  Services  have  continued  to  improve 
in  New  York  State  this  past  year.  There  are  35,000  cur- 
rently certified  emergency  medical  technicians  (EMTs) 
and  2,268  advanced  EMTs  who  provide  quality  emergency 
care  via  1,215  ambulance  services.  191  of  these  ambulance 
services  provide  advanced  life  support  (ALS)  with  ad- 
vanced EMTs  using  41  medical  control  hospitals.  These 
mobile  units  are  now  located  in  over  half  of  the  counties  in 
the  State. 

The  esophageal  obturator  airway  and  the  esophageal 
gastric  tube  airway  are  gaining  acceptance  in  cases  of  re- 
spiratory arrest  as  a way  of  providing  an  airway  while  pre- 
venting gastric  dilatation  and  regurgitation  during  venti- 
lation. They  are  used  by  ambulance  technicians  and  by 
hospital  emergency  personnel.  The  MAST  (Military  Anti 
Shock  Trousers)  suit  to  combat  hypovolemic  shock  has 
been  added  to  the  essential  ambulance  equipment  list  of 
the  Committee  on  Trauma  of  the  American  College  of 
Surgeons. 


These  new  pieces  of  equipment  necessitate  familiarity 
by  physicians  who  might  be  involved  in  their  use. 
Therefore  this  committee  endorsed  the  procurement  of 
posters  for  hospital  emergency  departments  to  familiarize 
the  staff  with  these  new  items  and  how  they  are  used. 

There  were  two  pieces  of  legislation  that  the  committee 
endorsed:  Financing  courses  for  EMTs  and  financing  the 
regional  Emergency  Medical  Services  Councils  that  were 
established  by  the  State  Legislature.  Neither  bill  was 
enacted  despite  the  overwhelming  support  of  all  EMS  el- 
ements in  the  State.  Emergency  medical  care  is  not  yet 
on  a par  with  police  and  fire  services  in  New  York  State. 

This  committee  recommended  that  the  goals  and  ob- 
jectives of  the  New  York  State  Emergency  Medical  Ser- 
vices Council  be  endorsed  by  MSSNY  and  our  Society’s 
Council  did  so.  These  goals  and  objectives  are  presented 
in  their  entirety  and  follow  in  Appendix  “A”. 

These  goals  and  objectives  are  commendable  and  need 
our  support.  Physicians  who  are  interested  and  involved 
in  their  community  EMS  care  are  again  urged  to  seek 
membership  in  their  own  regional  EMS  Councils  to  provide 
medical  expertise  at  the  EMS  policy  level. 

The  Joint  Commission  on  Accreditation  of  Hospitals 
beginning  in  1979  requires  that:  “there  should  be  evidence 
that  all  medical  staff  members  (of  hospitals)  have  partic- 
ipated in  basic  cardiopulmonary  resuscitation  training  and 
are  considered  so  qualified.”  The  associate  program  di- 
rector in  a letter  stated:  “each  hospital  as  part  of  its  con- 
tinuing education  program  should  incorporate  CPR.” 

The  committee  is  pleased  at  the  integration  of  aspects 
of  emergency  medicine  of  the  1979  annual  convention 
program  with  Sections  on  Preventive  Medicine,  Public 
Health,  Surgery,  and  Anesthesiology. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 

APPENDIX  “A” 

NEW  YORK  STATE  EMERGENCY  MEDICAL 
SERVICES  COUNCIL 
Goals  and  Objectives 

STATEMENT:  The  New  York  State  Legislature  in  1974  passed 
legislation  to  establish  a State  Emergency  Medical 
Services  Council  and  Regional  Emergency  Medical 
Services  Councils  to  improve  emergency  medical 
care  in  New  York  State.  The  State  Council  has 
been  formed  and  in  1978  has  developed  the  fol- 
lowing specific  10  goals  and  objectives  to  carry  out 
this  improvement  in  care. 

Goal  1 To  improve  Emergency  Medical  Service  training 
in  New  York  State 

Objective  A.  Establish  standards  and  content  of  training  for 
Emergency  Medical  Technician  to  Paramedic 
Technician  levels  of  proficiency. 

B.  Assure  that  sufficient  courses  are  provided  in  New  I 
York  State. 

C.  Assure  that  refresher  training  is  provided  to  | 
maintain  proficiency. 

D.  Develop  satisfactory  testing  to  measure  profi- 
ciency. 

E.  Maintain  statistics  and  records  of  this  training. 

F.  Develop  sound  financial  methods  to  accomplish  I 
this  training  goal. 

Goal  2 To  improve  ambulance  companies  and  equipment 
in  New  York  State 

Objective  A.  Establish  standards  and  categories  of  registered  | 
and  certified  ambulance  companies. 
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B.  Encourage  minimal  personnel  requirements. 

C.  Encourage  adequate  training  and  training  op- 
portunities for  personnel. 

D.  Encourage  adequate  equipment  and  inspection. 

E.  Encourage  adequate  communication  with  hospital 
and  local  government. 

F.  Encourage  the  maintenance  of  adequate  rec- 
ords. 

G.  Promote  adequate  response  time  depending  on 
location  and  conditions. 

H.  Promote  safety  for  service  and  members. 

I.  Promote  mutual  aid  among  services. 

J.  Promote  financial  stability  of  services. 

GOAL  3 — To  improve  communications  in  Emergency  Med- 
ical Services 

Objective  A.  Promote  research  and  recommend  communication 
systems  for  ambulance  companies,  for  interam- 
bulance communications  and  for  ambulance  to 
hospital  messages. 

B.  Improve  interhospital  emergency  radio  commu- 
nication. 

C.  Improve  interregional  emergency  radio  commu- 
nication. 

D.  Improve  911  systems  and  all  other  centralized 
access  and  dispatcher  systems  for  public  ben- 
efit. 

E.  Promote  financial  support  as  needed  especially 
if  changes  are  recommended. 

GOAL  4 — To  improve  care  for  specific  types  of  medical 
emergencies  within  regions  such  as: 

Objective  A.  Burns 

B.  Cardiac  disorders 

C.  Hypovolemic  shock 

D.  Mental  problems  (alcohol,  drug  abuse,  suicide, 
assault  — including  battered  child,  wife,  and 
husband,  rape  victims). 

E.  Neonatal  problems 

F.  Poisoning 

G.  Respiratory  disorders 

H.  Spinal  cord  injuries 

I.  Trauma  care  including  auto,  motorized  vehicle, 
bicycle,  and  gun  injuries. 

GOAL  5 — To  improve  public  information  about  Emergency 
Medical  Services,  stressing  quality  care,  avail- 
ability, accessibility  and  ambulance  and  hospital 
emergency  services  problems  and  successes  and 
new  developments. 

Objective  A.  Develop  media  avenues  and  public  service  an- 
nouncements. 

B.  Encourage  financial  support. 

Goal  6 — To  develop  the  involvement  of  Emergency  Medical 
Services  in  disaster  preparedness. 

Objective  A.  Evaluate  the  emergency  medical  service  role  in 
disasters. 

B.  Encourage  disaster  preparedness. 

C.  Encourage  regional  and  local  drills  involving  all 
aspects  of  public  safety  and  medical  resources. 

Goal  7 — To  encourage/improve  the  coordination  of  all 
emergency  medical  services  in  New  York  State. 

1.  Promote  the  development  of  systems  of  training, 
communication,  disaster  preparedness,  and  am- 
bulances that  may  be  interfaced  on  a regional  as 
well  as  a Statewide  basis. 

2.  Encourage  the  development  of  an  integrated 
competent  emergency  medical  services  system  that 
utilizes  all  of  the  available  appropriate  resources 
on  a regional  as  well  as  Statewide  basis. 

Goal  8 — To  encourage  the  development  of  strong  State  and 
Regional  Emergency  .Medical  Services  Councils 
in  New  York  State. 

Objective  A.  Develop  guidelines  for  Regional  Councils. 

B.  Maintain  proper  Regional  Emergency  Medical 
Services  Council  by-laws. 

C.  Maintain  lists  of  current  members,  the  dates  they 
serve,  and  the  groups  they  represent. 


D.  Receive  annual  reports  of  the  Regional  and  State 
Councils. 

E.  Receive  annual  financial  statements  of  the  Re- 
gional and  State  Councils. 

F.  Evaluate  Councils  activities  as  measured  by  the 
attainment  or  improvement  of  the  above  goals. 

G.  Help  Councils  recognize  and  solve  Emergency 
Medical  Services  problems. 

H.  Recognize  new  ideas  developed  by  Regional  or 
State  Councils  that  may  be  used  throughout  the 
State. 

I.  Clarify  responsibilities  in  Emergency  Medical 
Services. 

J.  Promote  financial  stability  of  the  Regional  and 
State  Councils. 

The  following  Goals  and  Objectives  are  to  be  encouraged  in  a 
joint  effort  with  other  Councils,  Departments,  Agencies  and  Ad- 
visory groups: 

1.  To  improve  hospital  facilities  and  services  for  better 
emergency  medical  care  for  patients. 

Objective  A.  Encourage  hospital  emergency  services  improve- 
ments. 

B.  Encourage  interhospital  emergency  services  co- 
operation. 

C.  Encourage  rural  hospital  emergency  services. 

D.  Encourage  regionalization  of  hospital  emergency 
services. 

E.  Be  aware  and  help  resolve  the  issues  of  categori- 
zation of  hospital  emergency  services. 

2.  To  improve  Emergency  Medical  Services  record 
keeping  in  New  York  State. 

Objective  A.  Encourage  Regional  Councils  to  monitor  annual 
emergency  department  visits. 

B.  Encourage  Regional  Councils  to  monitor  the 
number  of  hospital  emergency  services. 

3.  Improve  mutual  aid  agreements  in  Emergency  Medical 
Services  such  as: 

A.  Ambulance  Services. 

B.  Hospitals. 

C.  Public  safety  and  emergency  services. 

6/11/79 


=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Emergency  Health  Services  be 
filed. 

=» . . .The  report  of  the  Committee  on  Emergency  Health 
Services  was  FILED  . . 


MATERNAL  AND  CHILD  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Members  of  the  Committee  on  Maternal  and  Child 


Health  are  as  follows: 

Roderick  McLean,  M.D.,  Chairman  Monroe 

Richard  Harold  Aubry,  M.D Monroe 

Peter  A.  M.  Auld,  M.D New  York 

Louis  S.  Blancato,  M.D New  York 

Solan  Chao,  M.D New  York 

Myron  Gordon,  M.D New  York 

Rita  Gilman  Harper,  M.D Nassau 

David  F.  James,  M.D New  York 

Wayne  L.  Johnson,  M.D Erie 

Richard  E.  Murphy,  M.D Clinton 

Morton  A.  Schiffer,  M.D Kings 

Donald  P.  Swartz,  M.D Albany 

Jay  Harris,  M.D.,  Advisor  Albany 
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As  Chairman  of  the  Committee  on  Maternal  and  Child 
Health  of  the  Medical  Society  of  the  State  of  New  York, 
I submit  the  following  report: 

In  the  past  few  years  major  developments  have  in- 
fluenced maternal  and  child  health  care.  In  an  effort  to 
improve  the  outcome  of  pregnancy,  research  and  educa- 
tional programs  involving  both  the  medical  profession  and 
the  patient  have  resulted  in  many  improvements  and 
changes  in  maternity  care.  Sophisticated  methods  of 
monitoring  the  fetus  in  utero  and  the  newborn  infant;  re- 
gionalization with  the  recognition  and  care  of  the  high  and 
low  risk  maternity  patients,  the  substitution  of  Caesarean 
Section  delivery  for  the  difficult  prolonged  labor  and 
manipulative  vaginal  deliveries,  the  improvements  in  an- 
esthesia, the  reduction  in  the  use  of  analgesics  and  other 
drugs  in  pregnancy,  parent  educational  programs,  family 
oriented  maternity  care  with  fathers  at  labor  and  delivery, 
and  birthing-rooms  with  special  emphasis  given  to  the 
bonding  of  the  family  unit,  out-of-the-hospital  deliveries 
and  many  other  developments  have  created  many  alter- 
ations in  maternity  and  newborn  care.  The  Maternal  and 
Child  Health  Committee  has  devoted  its  time  and  efforts 
toward  maintaining  quality  medical  care. 

Maternal  mortality  and  morbidity  had  decreased  and 
perinatal  mortality  and  morbidity  had  declined  in  areas 
where  statistics  are  being  recorded  until  1977.  The  Ma- 
ternal and  Child  Health  Committee  of  the  Medical  Society 
through  a grant  from  the  New  York  State  Health  Depart- 
ment to  the  Empire  State  Medical,  Scientific,  and  Edu- 
cational Foundation,  Inc.,  has  reviewed  and  statistically 
recorded  and  published  the  Maternal  Mortality  and 
Morbidity  since  1937  in  New  York  State  exclusive  of  New 
York  City.  However,  as  of  January,  1979,  funding  for  this 
project  was  terminated.  Prior  to  this  termination,  pro- 
posal was  made  for  the  continuation  of  the  maternal  study 
as  well  as  the  institution  of  a perinatal  mortality  and 
morbidity  study,  both  to  include  all  of  New  York  State. 

The  termination  of  this  project  has  been  the  grave  con- 
cern of  members  of  the  committee  as  well  as  ACOG,  AAP, 
AAFP,  and  other  medical  society  maternal  and  perinatal 
study  committees  throughout  the  United  States.  At  no 
time  in  the  history  of  medicine  has  it  been  more  important 
to  review  and  analyze  the  results  of  our  medical  care,  when 
out-of-the-hospital  births  are  on  the  increase  and  methods 
of  care  and  health  code  changes  are  being  instituted. 
Statistical  recordings  are  not  enough,  accuracy  of  inter- 
pretation can  only  be  accomplished  by  intensive  review  and 
analysis.  It,  therefore,  seems  only  rational  that  informa- 
tion can  only  be  obtained  and  correctly  interpreted  by  a 
combined  effort  of  the  Health  Department  and  the  prac- 
ticing physician.  All  of  the  speciality  groups  involved  with 
maternity  care  have  given  their  support  of  this  project,  and 
we  now  ask  the  Health  Department  to  reinstate  its  sup- 
port. 

The  Annual  Report:  Symposium  “Maternal  Mortality 
Study  1970  — 1976,  Maternal  Deaths  Due  to  Rupture  of 
Uterus;  Abortion  and  Mortality  Study:  Maternal  Mor- 
tality Study  on  Teenage  Pregnancy”;  articles  were  pub- 
lished in  the  New  York  State  Journal  of  Medicine  Vol.  79 
No.  I and  No.  II  January  and  February,  1979. 

The  committee  met  in  December  for  the  purpose  of 
discussing  t he  discontinuance  of  the  Maternal  Study  and 
solutions  for  its  implementation  in  the  future.  A sub 
committee  was  appointed  to  construct  a new  proposal  for 
Maternal  and  Perinatal  Mortality  and  Morbidity  Study. 

The  other  major  reasons  for  calling  a meeting  at  this  time 
of  the  year  was  to  research  and  develop  a list  of  drugs  that 
physicians  expect  to  employ  during  pregnancy  which  could 


be  circulated  to  physicians  and  patients  for  information 
to  aid  the  physicians  of  the  medical  society  to  comply  with 
amendment  to  Public  Law  484  with  a new  section  2503 
which  states:  “ The  Physicians  to  be  in  attendance  at  the 
birth  of  a child  shall  inform  the  expectant  mother,  in 
advance  of  the  birth,  of  the  drugs  that  such  physician 
expects  to  employ  during  pregnancy  and  of  the  possible 
effects  of  such  drugs  on  the  child  and  mother.”  This 
amendment  had  been  approved  in  July,  1978,  and  went 
into  effect  September  without  the  previous  knowledge  of 
the  medical  society  and  the  Health  Department.  A rep- 
resentative from  pharmacology  and  the  legal  counsel  of  the 
medical  society  were  present  at  the  meeting.  It  was  the 
opinion  of  legal  counsel  that  no  such  list  of  drugs  and  their 
side  effects  should  be  circulated  to  physicians  and  patients, 
because  of  possible  legal  implications  of  this  type  of  printed 
and  published  material.  A committee  was  appointed  to 
develop  a similar  list  for  physicians  only,  which  was  in  a 
later  meeting  ruled  as  inadvisable.  Each  individual  phy- 
sician should  be  responsible  for  his  or  her  compliance  with 
the  law. 

On  May  1, 1979,  the  Committee  on  Maternal  and  Child 
Health  held  another  meeting.  The  following  items  were 
discussed: 

Report  was  made  on  the  discontinuance  of  the  ma- 
ternal mortality  studies  and  research  in  Syracuse  be- 
cause of  the  discontinuance  of  the  grant  from  the  New 
York  State  Health  Department  and  the  Empire  State 
Foundation. 

1.  The  committee  recommends  to  the  Council  that 
MSSNY  consider  the  importance  of  continuing  the 
maternal  mortality  studies  and  research,  and 

2.  That  the  Council  apply  to  the  Empire  State  Foun- 
dation for  assistance  in  funding  the  continuance  of 
the  maternal  mortality  studies,  and 

3.  A subcommittee  of  this  committee  will  be  appointed 
by  Dr.  McLean  to  conduct  the  maternal  mortality 
studies. 

These  recommendations  were  approved  by  the 
Council. 

The  committee  discussed  the  proposed  recommenda- 
tions of  the  ad  hoc  committee  for  guidelines  of  medications 
given  during  pregnancy.  The  committee  deems  it  not 
feasible  to  distribute  any  lists  of  drugs  at  this  time  and 
considers  this  matter  closed.  Dr.  Aubry  and  Dr.  Harper 
will  submit  an  article  on  medications  during  pregnancy  to 
the  New  York  State  Journal  of  Medicine  for  publication 
and  the  News  of  New  York  will  be  asked  to  announce  the 
publication  of  this  article. 

The  New  York  State  Court  of  Appeals  has  ruled  that  a 
physician  must  advise  a patient  that  she  faces  particular 
risks  of  bearing  an  abnormal  child.  If  she  is  not  advised 
and  then  gives  birth  to  such  a child,  the  physician  may  be 
required  to  pay  the  lifelong  special  costs  of  caring  for  the 
child. 

The  committee  drew  up  a position  paper  concerning  this 
court  decision  and  submitted  it  to  the  Council  which 
amended  it  and  approved  it  as  follows: 

“The  physician  has  a responsibility  to  inform  the 
patient/couple  of  the  risk  of  possible  genetic  defects 
when  the  patient  is  at  risk  because  of  age,  previous  ob- 
stetrical history,  maternal/paternal  family  history,  or 
exposure  to  predisposing  factors;  to  advise  the  patient/ 
couple  of  the  availability  of  genetic  counselling,  types 
of  diagnostic  procedures,  and  the  related  risk  in- 
volved. 

The  patient/couple  has  a responsibility  to  seek 
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counselling  when  the  possibility  of  genetic  defects  exists, 
as  evidence  in  their  personal  or  family  history,  and  to 
secure  information  that  will  enhance  the  patient/couple’s 
accountability  in  productive  decision-making. 

Physician  responsibility  should  be  based  on  the 
standards  of  medical  practice  and  the  methods  of  pro- 
cedure prevailing  at  the  time  of  counselling. 

Only  a small  percentage  of  birth  defects  have  specific 
diagnostic  tests.  The  great  majority  of  defects  are  not 
able  to  be  diagnosed  prenatally.” 

The  committee  discussed  a letter  requesting  its  approval 
of  the  concept  of  establishing  clinics  to  assist  with  victims 
of  peri-  and  neonatal  bereavement. 

It  was  reported  that  at  the  ACOG  Meeting  of  Maternal 
and  Child  Health  Chairmen,  the  Advisory  Council  to 
District  II  ACOG  voted  unanimous  support  of  our  com- 
mittee for  its  research  in  Maternal  and  Perinatal  Mortality 
and  Morbidity  and  it  agreed  to  cooperate  with  active 
support  in  promoting  and  reactivating  this  study. 

The  committee  decided  to  contact  the  State  Health 
Commissioner  for  reports  on  evaluations  of  the  Maternity 
Center  of  New  York  City.  Information  has  been  received 
on  the  deliberations  of  the  review  committee  January  6, 
1978.  No  recent  material  has  been  made  available  to  the 
Committee  on  Maternal  and  Child  Health. 

The  committee  discussed  the  HEW  Study  of  Steriliza- 
tion Deaths  and  Dr.  Harris  said  he  would  provide  the 
committee  with  some  information  on  the  study.  Dr.  Harris 
also  reported  that  HEW  will  be  looking  at  all  hysterectomy 
deaths  throughout  Washington,  D.C. 

Dr.  Harris  also  reported  that  the  present  status  of  the 
draft  of  the  Maternal  and  Child  Health  Code  is  being  re- 
viewed by  the  State  Health  Department  and  will  be 
available  for  our  approval. 

Respectfully  submitted, 

Roderick  A.  McLean,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Maternal  and  Child  Health  be 
filed. 

=> . . .The  report  of  the  Committee  on  Maternal  and  Child 
Health  was  FILED  . . . 


MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Herbert  S.  Peyser,  M.D.,  Chairman  New  York 

Reese  Abright,  M.D New  York 

Harvey  J.  Bluestone,  M.D Bronx 

Stephen  Burns,  M.D Chemung 

Douglas  C.  Evans,  M.D Monroe 

Morton  M.  Golden,  M.D Kings 

Abraham  Halpern,  M.D Westchester 

Edith  Mila  Jurka,  M.D New  York 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 

Allison  B.  Landolt,  M.D.,  Advisor  Westchester 


Late  in  1978,  Dr.  Allison  B.  Landolt,  who  had  served  so 
well  for  many  years  as  Chairman  of  the  Committee  on 
Mental  Health,  relinquished  the  chairmanship,  and  Dr. 
Herbert  S.  Peyser  was  appointed  the  new  chairman.  Dr. 
Landolt,  however,  has  continued  to  be  a member  of  the 
committee  in  addition  to  his  many  other  functions  in  the 
Medical  Society  of  the  State  of  New  York.  Dr.  Harvey 
Bluestone,  the  new  chairman  of  the  Area  II  Council  (New 
York)  of  the  American  Psychiatric  Association,  also  joined 
the  committee  to  solidify  liaison  between  these  organiza- 
tions. 

Meetings  of  the  committee  were  held  on  February  28  and 
May  18, 1979.  There  were  two  major  areas  of  attention  on 
the  part  of  the  committee  this  year.  The  first  was  the 
problem  resulting  from  the  deinstitutionalization  of  the 
chronic  mental  patients  ("dumping,"  “ The  Long  Beach 
Syndrome,"  “The  revolving  door”).  The  House  of  Dele- 
gates had  passed  a resolution  that,  among  other  items, 
noted  that  these  patients  might  well  require  continued 
hospitalization  or  care  in  psychiatric  centers,  and  they 
requested  that  this  committee  develop  specific  recom- 
mendations for  improving  the  aftercare  situation  with  in- 
clusion of  the  private  psychiatric  sector  in  such  care. 

The  committee  reviewed  the  problem  and  read  and 
discussed  Dr.  John  Talbott’s  recent  and  very  comprehen- 
sive A.P.A.  Task  Force  report  on  the  chronic  mental  pa- 
tient. The  committee  noted  how  complicated,  discon- 
tinuous, and  fragmented  was  the  health  care  structure 
dealing  with  these  patients.  Care  is  split  between  gov- 
ernmental and  private  agencies  with  different  agencies 
operating  at  all  levels  (national,  state,  and  local).  At  any 
level  there  are  again  multiple  divisions  within  the  agencies 
(medical,  psychiatric,  hospital,  community  mental  health, 
social  welfare,  etc.).  Funding  is  equally  disorganized  and 
further  complicates  the  matter  (e.g.,  there  is  a bias  toward 
expensive  institutional  care  and  away  from  the  less  ex- 
pensive outpatient  ambulatory  and  preventive  care;  often 
there  is  discrimination  against  the  physician  and  there  are 
inadequate  provisions  for  training  physicians  in  the 
treatment  and  management  of  the  patients,  and  how  to 
know  about  the  work  with  the  other  providers  and  re- 
sources of  care;  etc.).  Cost  and  quality  controls,  so  nec- 
essary, are  inadequate  and  yet  often  stifling  and  intru- 
sive. 

It  was  felt  that  the  entire  structure  needed  over-hauling, 
from  Federal  levels  down,  and  the  committee  suggested  to 
the  Council  that  they  consider  setting  up  a task  force  to 
work  with  the  A.P.A.  Area  II  Council  on  this  problem  at  the 
State  level.  Council  wanted  something  more  specific  be- 
fore going  further,  and  the  committee  decided  to  await 
President  Carter’s  proposed  legislation  and  other  newly 
developing  legislation  at  State  and  Federal  levels.  These 
would  be  used  then  as  the  basis  for  future  more  specific 
recommendations.  The  committee  did  not  wish  to  add  to 
the  confusion  and  patchwork  approach  by  suggesting  ac- 
tions at  this  time  that  were  not  part  of  an  overall  approach 
and  which  were  peripheral  to  what  the  State  and  Federal 
governments  were  already  working  out. 

The  second  area  of  concentration  was  that  of  various 
legal  issues,  particularly  the  question  of  the  insanity  de- 
fense. The  committee  reviewed  the  1978  Carnahan  Report 
to  the  Governor  which  recommended  changing  the  defense 
from  “not  guilty  by  reason  of  insanity”  to  a “diminished 
capacity”  defense.  The  general  improvement  of  the  sit- 
uation and  also  certain  problems  with  this  latter  defense 
were  noted,  and  alternatives  were  reviewed  (“guilty  but 
mentally  ill,  which  has  been  tried  in  several  states  and  has 
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had  its  many  difficulties;  the  bifurcated  trial,  in  the  process 
of  being  declared  unconstitutional;  abolishing  the  insanity 
defense  etc.).  The  committee  did  not  take  a stand  on 
these  issues  at  this  time  but  strongly  supported  Senator 
Pisani’s  bill  to  set  up  a State  commission  to  review  the  in- 
sanity defense  and  the  Carnahan  Report.  The  committee 
urged  the  commission  to  review  all  the  alternatives  and 
recommended  including  a representative  of  MSSNY  on 
such  a panel.  The  committee  then  opposed  any  present 
bills  significantly  changing  the  legal  situation  of  the  in- 
sanity defense  before  the  commission  makes  its  report. 

The  committee  also  opposed  any  bills  whose  effects  — 
regardless  of  the  intended  purposes  — could  be  to  supply 
what  appeared  to  be  psychiatric  reasons  for  what  were 
fundamentally  legislative  and  legal  decisions  in  the  first 
place  (e.g.,  it  opposed  mandatory  psychiatric  examinations 
of  all  persons  accused  of  violent  crimes  before  the  legisla- 
ture has  first  worked  out  its  own  approach  to  the  question 
of  pretrial  preventive  detention;  although  there  may  be 
good  reasons  to  examine  such  an  alleged  criminal,  it  could 
be  left  to  the  judge  to  so  order,  as  at  present,  and  psychiatry 
should  not  be  used  as  an  excuse  for  such  an  action  or  for 
such  blanket  purposes). 

The  committee  also  pressed  the  issue  of  exempting  the 
MSSNY  Physicians’  Committee  and  similar  hospital  based 
peer  review  groups  from  the  demands  of  the  State’s  re- 
quirements for  all  physicians  to  report  possible  physician 
misconduct  to  the  disciplinary  agencies.  These  require- 
ments have  shackled  the  functioning  of  such  groups,  and 
bills  to  alter  the  situation  have  been  introduced  — but  no 
action  as  yet  has  been  taken. 

Other  bills  were  taken  up  and  recommendations  made 
(e.g.,  to  give  psychiatrists  confidentiality  privileges  similar 
to  those  enjoyed  by  lawyers;  to  require  psychologists  also 
to  report  child  abuse;  etc.).  It  appeared,  however,  that  the 
committee  was  essentially  concerned  with  redefining 
psychiatry  once  again  as  a specific  branch  of  medicine,  and 
recognizing  its  limitations  as  such  with  respect  to  the  ex- 
pectations of  the  community  and  the  law  — limitations  as 
to  what  psychiatry  can  and  cannot  do.  It  should  not  let 
itself  be  used  for  nonmedical,  nonpsychiatric  purposes. 
Other  branches  of  medicine  are  not  asked  to  solve  large  and 
complicated  legal  and  social  problems,  merely  to  contribute 
their  expertise. 

The  committee  wishes  to  thank  Dr.  George  Lawrence  for 
his  advice  and  support  and  Mrs.  Elizabeth  Daepp  for  her 
administrative  and  secretarial  help.  The  chairman  wants 
to  express  his  own  appreciation  to  the  other  members  of 
the  committee  for  giving  so  much  of  their  time,  effort,  and 
expert  contributions  to  the  work  of  the  committee. 

Respectfully  submitted, 

Herbert  S.  Peyser,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Mental  Health  be  filed. 

=» . . .The  report  of  the  Committee  on  Mental  Health  was 

FILED  . . . 


PHYSICAL  MEDICINE 
AND  REHABILITATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Members  of  the  Committee  on  Physical  Medicine 


and  Rehabilitation  are  as  follows: 

William  H.  Georgi,  M.D.,  Chairman  Erie 

James  T.  Demopoulos,  M.D New  York 

Bruce  Gyrnbaum,  M.D New  York 

Edward  J.  Lorenze,  III,  M.D New  York 

Milton  Lowenthal,  M.D New  York 

Ralph  A.  Pici,  M.D Westchester 

Leon  M.  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

George  W.  Sandiford,  M.D Broome 

Samuel  S.  Sverdlik,  M.D New  York 

*Marc  J.  Felberbaum  New  York 

Frederick  A.  Groff,  Jr.,  M.D.,  Advisor  Albany 


The  committee  discussed  last  year’s  annual  report 
which  was  filed  by  the  House  of  Delegates  and  decided  to 
submit  portions  of  the  report  to  the  Council  for  approval 
as  follows: 

The  committee  is  of  the  opinion  that  rehabilitative  ser- 
vices should  be  carried  out  in  nursing  homes  by  the  written 
order  of  a physician  and  not  merely  by  an  oral  referral;  and 
that  termination  of  treatment  should  be  ordered  by  the 
physician  in  consultation  with  the  therapist,  not  by  the 
therapist  arbitrarily.  The  committee  recommends  that 
the  Council  approve  this  as  MSSNY  policy  and  also  rec- 
ommends that  MSSNY  advise  the  New  York  State  Com- 
missioner of  Health  that  it  believes  the  Rules  and  Regu- 
lations of  the  State  Code  of  Skilled  Nursing  Facilities 
should  include  this  principle. 

The  Council  amended  the  first  sentence  of  the  recom- 
mendation to  read  as  follows:  The  committee  is  of  the 
opinion  that  the  rehabilitative  services  should  be  carried 
out  in  nursing  homes  only  by  the  written  order  of  a physi- 
cian. This  amended  sentence  and  the  remainder  of  the 
recommendation  was  approved  by  the  Council.  The 
Council  agreed  to  notify  the  New  York  State  Commissioner 
of  Health  that  MSSNY  believes  the  Rules  and  Regulations 
of  the  State  Code  for  Skilled  Nursing  Facilities  should  in- 
clude this  principle. 

The  second  item  from  the  previous  years  annual  report 
submitted  to  the  Council  read: 

The  committee  is  also  of  the  opinion  that  it  is  essential 
that  a statement  be  added  in  an  appropriate  section  of 
the  State  Code  to  clearly  indicate  the  primary  role  and 
responsibility  of  a physician  in  the  provision  of  com- 
prehensive rehabilitation  care. 

The  Council  referred  this  back  to  the  committee  for 
clarification  and  formal  statement. 

The  committee  is  concerned  that  in  many  of  the  hospital 
surveys  the  Rehabilitation  Departments  were  surveyed  by 
nonphysician  members  of  the  survey  team  and  that  this, 
therefore,  was  not  proper  peer  review.  It  was  suggested 
to  the  Council  that  considering  that  the  OHSM  has  joined 
the  JCAH  in  surveying  hospitals  in  New  York  State  that 
MSSNY  recommend  to  the  State  that  the  physician 
member  of  the  survey  team  be  in  charge  of  surveying  the 
Rehabilitation  Departments  of  each  hospital.  This  was 
approved  by  the  Council. 

* Medical  Student 
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There  are  several  Bills  pending  in  the  Legislature  which 
the  committee  feels  are  of  major  concern  not  only  to  the 
Specialty  of  Physical  Medicine  and  Rehabilitation  hut  to 
all  physicians  in  the  State.  These  are  Bills  A-650  Miller 
and  S-3357  and  also  A-3843  and  S-2613  which  would 
change  the  requirements  for  professional  licensing  as  a 
physical  therapist.  The  committee  unanimously  endorsed 
the  resolution  passed  by  the  New  York  State  Society  of 
Physical  Medicine  and  Rehabilitation  calling  for  disap- 
proval of  these  bills  and  this  resolution  reads  as  follows: 

Whereas,  Legislation  has  been  introduced  to  amend  the 
Physical  Therapy  Practice  Act  of  the  State  of  New 
York;  and 

Whereas,  Such  amendment  would  redefine  physical 
therapy  as  virtually  the  same  as  the  practice  of 
medicine,  including  pharmacotherapy,  as  “the  eval- 
uation, treatment  or  prevention  of  any  disability,  in- 
jury, disease,  or  other  condition  of  health  using 
physical,  chemical,  and  mechanical  means  . . . and  the 
performance  and  interpretation  of  tests  and  mea- 
surements to  assess  pathophysiological,  pathome- 
chanical,  and  developmental  deficits  of  human  sys- 
tems to  determine  treatment,  and  assist  in  diagnosis 
and  prognosis”;  and 

Whereas,  Such  amendments  would  only  vaguely  and 
broadly  limit  the  scope  of  practice  “as  that  customarily 
within  the  areas  of  Physical  Therapy”  thereby  al- 
lowing the  practitioners  freedom  to  redefine  what  is 
“customary”  and  thereby  use  any  new  modalities  or 
techniques,  or  begin  to  use  established  modalities  or 
techniques  not  previously  in  their  realm,  without  the 
necessity  of  statutory  amendments;  and 

Whereas,  Such  amendments  would  declare  that  the  “use 
of  equipment,  apparatus  or  instrumentation  to  per- 
form any  of  the  above  shall  be  approved  ...  as  es- 
sential to  the  Practice  of  Physical  Therapy  ” thereby 
including  such  uniquely  medical  procedures  such  as 
cardiac  catheterization,  electroencephalography, 
electrocardiography,  electromyography,  diagnostic 
ultrasound,  echocardiography,  echoencephalography, 
etc.;  such  procedures  as  such  currently  performed  by 
licensed  physicians  with  specialized  skills  and 
training  and  whose  proper  performance  and  inter- 
pretation directly  affect  the  course  of  medical  or 
surgical  management  of  patients;  and 

Whereas,  Such  amendments  would  seem  to  differentiate 
the  practice  of  physical  therapy  from  the  practice  of 
medicine  only  in  “(1)  the  preclusion  of  the  use  of 
roentgen  rays,  for  diagnostic  purposes  or  the  use  of 
electricity  for  surgical  procedures  such  as  cauteriza- 
tion”; and  (2)  specifying  that  “treatment  shall  be 
rendered  pursuant  to  a referral  by  a . . . physician, 
dentist,  podiatrist,”  no  such  limitation  evidently  being 
proposed  for  physical  therapy  services  other  than 
treatment,  i.e.  prevention,  diagnosis,  evaluation,  and 
prognosis;  and 

Whereas,  Such  amendments  may  also  include  establish- 
ment of  a qualifying  five-year  education  after  high 
school,  the  five-year  period  to  include  internship  and 


lead  to  a doctoral  degree  and  the  use  of  the  title 
“doctor,”  and  would  make  liberal  provisions  for 
“grandfathers”  to  procure  such  doctoral  status  and  for 
prolonged  practice  by  holders  of  “limited  permits,” 
and  for  practice  within  the  proposed  broadened  defi- 
nition of  physical  therapy  by  individuals  who  are 
presently  licensed  but  do  not  elect  to  procure  the 
proposed  “doctoral”  degree  and  by  those  whose  li- 
censes are  already  “limited,”  all  potentially  causing 
seriously  dangerous  confusion  on  the  part  of  the  con- 
sumer; and 

Whereas,  Such  amendments  stipulate  that  the  curricula 
for  the  proposed  doctoral  degree  be  evaluated  by  the 
American  Physical  Therapy  Association,  which  does 
not  have  standards  or  provisions  for  a degree  such  as 
that  which  is  proposed;  and 

Whereas,  The  New  York  State  Board  of  Regents  and  the 
State  Education  Department  would,  under  the  pro- 
posed amendments,  be  assisted  in  matters  of  licensing 
and  conduct  be  a “board  of  physical  therapists”  that 
would  exclude  members  of  the  medical,  dental,  and 
podiatry  professions;  and 

Whereas,  The  amendments  would  make  no  favorable 
contribution  to  the  health  or  welfare  of  the  citizens 
of  the  State  of  New  York  but  would,  on  the  contrary, 
mislead  the  public  as  to  the  qualifications  of  the 
practitioner  with  potentially  serious  effects  on  life 
and  health,  and  would  increase  the  cost  of  physical 
therapy  to  the  detriment  of  the  public;  therefore  be 
it 

Resolved,  That  the  New  York  Society  of  Physical  Medi- 
cine and  Rehabilitation  go  on  record  as  being  unani- 
mously, and  unalterably  opposed  to  any  such  changes 
in  the  Physical  Therapy  Practice  Act  of  the  State  of 
New  York,  that  it  exert  its  full  energies  on  a program 
of  education  of  the  members  of  the  Legislature  and  the 
public  of  the  State  of  New  York  in  the  wisdom  of  its 
stance,  and  that  it  enlist  the  collaboration  of  other 
knowledgeable  and  concerned  individuals  and  orga- 
nizations and  their  memberships  in  this  educational 
effort. 

The  committee  recommended  that  the  Council  also 
disapprove  the  bills  and  this  recommendation  was  subse- 
quently approved  by  the  Council. 

Finally,  the  committee  discussed  the  inadequate  training 
of  primary  care  physicians  in  the  discipline  of  Physical 
Medicine  and  Rehabilitation.  This  topic  was  brought  up 
by  the  medical  student  representative  on  the  committee. 
As  a result  of  this  discussion  it  was  recommended  to  the 
Council  that  MSSNY  contact  the  medical  school  deans  and 
the  State  Education  Department  to  request  that  more  at- 
tention be  directed  towards  this  specialty  in  the  medical 
school  curriculum.  The  Council  approved  this  resolution 
and  the  chairman  was  subsequently  informed  that  the  re- 
quested letters  had  been  sent  out  by  Dr.  Fineberg. 

Respectfully  submitted, 

William  H.  Georgi,  M.D.,  Chairman 
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=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

==>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Physical  Medicine  and  Rehabilitation 
be  filed. 

=> . . .The  report  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  was  FILED  . . . 


SCHOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  School  Health  Committee  are  as 


follows: 

Norman  B.  Schell,  M.D.,  Chairman Nassau 

Viola  F.  Anderson,  M.D Westchester 

David  N.  Broadbent,  M.D Monroe 

Edward  M.  DiTolla,  M.D New  York 

Stanley  Forray,  M.D Queens 

Robert  B.  Hayes,  M.D Livingston 

Bentley  D.  Merrim,  M.D Kings 

Olive  Pitkin,  M.D New  York 

John  S.  Tanner,  M.D Clinton 

Martin  C.  Ushkow,  M.D Onondaga 

Jacob  J.  Wiener,  M.D Nassau 

*Frank  P.  Cammisa New  York 


This  year  the  Committee  on  School  Health  has  focused 
its  attention  on  health  education  within  the  schools. 
Meetings  were  held  on  November  29,  1978,  and  April  4, 
1979. 

During  the  last  five  years  several  papers  have  appeared 
in  the  medical  literature  emphasizing  the  presence  of 
identifiable  cardiovascular  risk  factors  in  school  children. 
In  California,  46%  of  a sample  of  8 to  12  year  old  boys  had 
one  risk  factor  for  coronary  artery  disease  and  an  additional 
14%  had  two  or  more  risk  factors.  In  a suburb  of  New  York 
City,  3,000  school  children  (11  to  14  years  old)  were  studied 
in  1976.  About  40%  had  one  or  more  risk  factors  for  cor- 
onary disease  — exclusive  of  family  history.  These  were: 
obesity,  elevated  blood  cholesterol,  cigarette  smoking,  poor 
physical  fitness,  hypertension,  or  diabetes. 

In  developing  an  attack  on  these  “roots”  of  chronic  adult 
disease  and  mortality,  the  committee  had  acknowledged 
the  principle  that  these  “roots”  are  related  to  personal 
habits  and  life  styles  and  are  more  easily  reversed  in 
childhood  than  in  adulthood.  The  earlier  the  health  pre- 
vention and  promotion,  the  bigger  the  “bang”  and  the 
payoff. 

At  the  November  meeting,  Dr.  Lionel  Mailloux,  Vice 
President  of  the  New  York  State  Heart  Association,  de- 
scribed his  school  education  project  to  the  committee. 
Developed  at  North  Shore  University  Hospital,  it  is  called 
“I  Care  About  Me  — The  Circulatory  System:  Pumps  and 
Pipes.”  Thus  far,  this  educational  outreach  program  has 
been  incorporated  into  the  health  curriculum  of  the  Nassau 
County  schools  on  an  ongoing  basis. 

At  the  April  meeting,  the  committee  concerned  itself" 
with  smoking  and  nutrition.  Mr.  Ray  Williams,  of  the 
American  Lung  Association  of  New  York  State,  presented 
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the  pilot  program  “Tobacco  Education  Curriculum  — 
Kindergarten  Through  Twelfth  Grade,”  which  was  de- 
veloped under  contract  with  the  New  York  State  Education. 
Department. 

This  presentation  was  stimulated  by  the  MSSNY 
Council  resolution  of  November  30,  1978,  which  charged 
this  committee  and  others  to  review  their  potential  con- 
tribution to  the  control  of  this  public  health  problem.  The 
urgency  and  magnitude  of  this  problem  are  exemplified  by 
the  recent  Surgeon  General’s  Report  on  Smoking.  This 
report  estimates  that  100,000  children  under  the  age  of  13 
are  regular  smokers;  4,000  children  each  day  become  cig- 
arette smokers;  75  percent  of  adults  who  smoke  acquired 
the  habit  before  the  age  of  21.  In  addition  to  long-term 
impact  on  the  heart  and  lungs,  the  spontaneous  abortions 
and  congenital  abnormalities  following  smoking  in  preg- 
nancy are  now  well  documented. 

On  the  subject  of  nutrition  in  school  children,  Dr.  Platon 
Collipp,  Director  of  Pediatrics  at  the  Nassau  County 
Medical  Center,  presented  his  pilot  program  on  obesity. 
Published  surveys  in  upper  and  lower  income  schools  have 
demonstrated  an  obesity  prevalence  range  of  10-20%. 
Several  school  districts  in  Nassau  and  Suffolk  counties 
have  adopted  Dr.  Collipp’s  approach,  which  consists  of 
special  nutrition  classes,  special  sports,  and  exercise  pro- 
grams, and  low  calorie  school  lunches  for  overweight  chil- 
dren, with  parental  approval.  For  all  students,  of  all 
grades,  the  emphasis  in  physical  education  should  not 
center  on  team  sports,  but  rather  on  “lifetime”  sports  ac- 
tivities, such  as  hiking,  jogging,  and  bicycling.  Preventive 
medicine  should  not  be  preoccupied  with  the  perils  of  ra- 
dioactivity, but  rather  with  the  perils  of  physical  inactivity. 
In  teaching  children  how  to  live  a long,  healthful  life, 
schools  should  stress  those  physical  activities  which  have 
the  longest  half-life. 

In  the  future,  the  committee  will  review  a written  report 
of  Dr.  Collipp’s  project  for  possible  endorsement.  There 
was  general  consensus  that  a School  Health  CME  program 
on  the  subjects  of  obesity,  nutrition,  and  exercise  should 
be  planned  for  next  year.  This  could  be  at  the  MSSNY 
Scientific  Convention,  April,  1980. 

On  behalf  of  the  entire  committee,  the  chairman  wishes 
to  personally  thank  George  J.  Lawrence,  Jr.,  M.D.,  Director 
of  Division  of  Scientific  Activities  for  his  invaluable  guid- 
ance and  assistance.  Mrs.  Elizabeth  H.  Daepp  also  de- 
serves special  mention  for  her  dedicated  and  efficient 
secretarial  efforts. 

Respectfully  submitted, 

Norman  B.  Schell,  M.D.,  Chairman 


=>  Report  ofuhe  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  School  Health  be  filed. 

=> . . .The  report  of  the  Committee  on  School  Health  was 
FILED  . . . 
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CONTINUING  MEDICAL  EDUCATION 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Peter  B.  Farnsworth,  M.D.,  Chairman  . .Westchester 

Melvin  H.  Becker,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

Edward  D.  Coates,  M.D Dutchess 

John  S.  Davis,  M.D Ostego 

Louis  J.  Delli-Pizzi,  M.D Nassau 

William  C.  Felch,  M.D Westchester 

Solomon  Hershey,  M.D Bronx 

George  Robert  Lovell,  M.D Monroe 

William  Mackler,  M.D New  York 

William  F.  Mitty,  Jr.,  M.D New  York 

William  P.  Nelson,  III,  M.D Albany 

Stephen  Nordlicht,  M.D New  York 

James  R.  Nunn,  M.D Erie 

Ward  L.  Oliver,  M.D Schoharie 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Richard  Lee  Pearlman,  M.D Staten  Island 

Richard  N.  Pierson,  Jr.,  M.D New  York 

Bernard  Saul  Post,  M.D Nassau 

Theodore  J.  Prowda,  M.D Oneida 

John  F.  Spring,  M.D Broome 

John  R.  Williams,  Jr.,  M.D Monroe 

Tamarath  K.  Yolles,  M.D Suffolk 

* Allen  M.  Dennison  Bronx 

Julia  L.  Freitag,  M.D.,  Advisor  Albany 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Advisor  Monroe 


The  Committee  on  Continuing  Medical  Education  has 
met  three  times  during  the  past  year.  The  deliberations 
of  the  committee  have  focused  primarily  on  two  areas: 
Continuing  Medical  Education  accreditation  surveys  and 
implementation  of  CME  requirements  for  membership  in 
MSSNY. 

Survey  Program.  In  January,  1979,  a Survey  Sub- 
committee of  the  Committee  on  Continuing  Medical  Ed- 
ucation was  established  to: 

1.  Evaluate  applications  for  survey 

2.  Develop  standardized  survey  procedures 

3.  Develop  standards  for  eligibility  of  institutions  for 
surveys 

4.  To  conduct  periodic  evaluations  of  the  survey  proce- 
dure and  experience. 

Each  application  for  survey  is  evaluated  on  the  following 
basis. 

1.  Have  the  questions  on  the  application  been  adequately 
answered? 

2.  Is  there  evidence  of  reasonable  pre-planning  for 
CME? 

3.  Is  there  evidence  that  the  institution  has  the  ability 
to  present  programs  which  meet  the  accepted  defini- 
tion of  “planned  programs”  of  CME? 

4.  Is  there  evidence  of  post  review  and  evaluation? 

Applications  for  survey  which  do  not  appear  to  fulfill  the 

above  requirements  are  reviewed  by  three  members  of  the 
Survey  Subcommittee  whose  recommendation  is  submit- 
ted to  the  CME  Committee  for  action. 

In  an  effort  to  standardize  the  survey  process,  a com- 
prehensive checklist  has  been  prepared  and  is  used  by 
survey  team  members. 

The  following  institutions  have  been  surveyed  for  CME 
since  the  last  Annual  Convention  in  October,  1978: 

* Medical  Student 


1.  New  York  Cardiological  Society 

2.  St.  Clare’s  Hospital 

3.  Jamaica  Hospital 

4.  New  York  Psychiatric  Association 

5.  Lutheran  Medical  Center 

6.  Wilson  Memorial  Hospital 

7.  The  Brooklyn  Hospital 

8.  Catholic  Medical  Center  of  Brooklyn  and  Queens 

9.  New  York  Society  of  Internal  Medicine 

10.  Ellis  Hospital 

11.  St.  John’s  Episcopal  Hospital 

12.  Booth  Memorial  Hospital 

13.  Staten  Island  Hospital 

14.  Glens  Falls  Hospital 

15.  Binghamton  General  Hospital 

16.  The  Academy  of  Medicine  of  Queens  County 

17.  Doctors  Hospital  — Resurveyed 

CME.  The  Committee  on  Continuing  Medical  Education 
discussed  various  issues  and  problems  encountered  in  the 
implementation  of  MSSNY  CME  requirements,  and  it  has 
worked  closely  with  the  CME  Council  of  the  State  of  New 
York,  Inc.  The  Council  has  become  actively  involved 
through  its  representatives:  The  Associated  Medical 

Schools  of  New  York,  The  Association  of  Medical  Specialty 
Societies  of  New  York,  The  Medical  Society  State  of  New 
York  and  has  established  subcommittees  to  begin  imple- 
menting its  goals. 

As  resolved  by  the  House  of  Delegates,  the  committee 
insofar  as  possible  insured  that  accredited  courses  in  CME 
have  a curriculum  directed  primarily  to  physicians,  and 
that  the  programs  be  primarily  for  physicians. 

MSSNY  members  are  again  reminded  that  the  deadline 
for  fulfilling  the  Continuing  Medical  Education  member- 
ship requirement  is  March  1,  1981.  Members  may  choose 
between  one  of  the  following  six  methods  in  meeting  the 
requirement. 

1.  AMA-PRA  (unexpired) 

2.  Satisfying  the  CME  requirement  of  a recognized 
Specialty  Society. 

3.  Passing  a certification  or  recertification  exam  of  a 
Specialty  Board. 

4.  Obtaining  a certificate  of  special  competence  from  a 
Specialty  Board. 

5.  Serving  as  a Resident  in  an  approved  training  pro- 
gram. 

6.  Special  method  for  MSSNY  members. 

The  Council  approved  the  committee’s  recommendation 
that  certification  and/or  recertification  of  a physician  by 
a Specialty  Board  fulfill  the  MSSNY  CME  requirement 
for  a period  of  three  years. 

The  AMA  has  taken  the  position  that  a physician  who 
completes  three  successive  years  of  the  MSSNY  CME 
method  #6  would  be  eligible  to  apply  and  receive  the  PR  A 
from  the  AMA. 

In  addition  to  the  Survey  Program  and  implementation 
of  MSSNY  CME  requirements,  during  the  next  year  the 
CME  Committee  will  address,  among  others,  such  issues 
as:  1)  monitoring  accredited  institutions  CME  activities; 
2)  clarify  the  working  relationship  of  the  CME  Committee 
with  the  LCCME  and  the  CME  Council  of  the  State  of  New 
York,  Inc.,  and  3)  documentation  and  record  keeping  of 
physician’s  CME  activities. 

Respectfully  submitted, 

Peter  B.  Farnsworth,  M.D.,  Chairman 
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=>  Repo  t of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Continuing  Medical  Education  be 
filed. 

=» . . .The  report  of  the  Committee  on  Continuing  Medical 
Education  was  FILED  . . . 

HOSPICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Hospice  are  as  fol- 


lows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Roger  J.  Boulay,  M.D Monroe 

Sheldon  Putterman,  M.D Queens 

Donald  H.  Schultz,  M.D Ulster 


MSSNY  President  George  T.  C.  Way,  M.D.,  autho- 
rized the  creation  of  a Committee  on  Hospice  at  the  De- 
cember meeting  of  the  Council  to  evaluate  the  hospice 
concept,  to  investigate  programs  of  care  for  the  terminally 
ill,  to  develop  standards  of  quality  care  for  hospice  pro- 
grams, and  to  assess  the  impact  such  creation  of  services 
will  have  on  the  overall  health  care  delivery  system. 

With  these  instructions,  the  Hospice  Committee  met  on 
February  28th  and  May  10th  of  this  year  to  carry  out 
President  Way’s  directive.  We  formulated  a definition  of 
hospice  as  follows: 

“A  hospice  is  a concept  of  care,  home  and  family 
centered,  designed  to  meet  the  physical,  psychological, 
spiritual,  and  social  needs  of  terminally  ill  patients  and 
their  families.  This  care  shall  be  rendered  by  a physi- 
cian-led interdisciplinary  team.” 

Additionally  we  recommended  to  Council  acceptance  of 
the  AMA  resolution  “approving  the  physician-directed 
hospice  concept  to  enable  the  terminally  ill  to  die  in  sur- 
roundings more  homelike  and  congenial  than  the  usual 
hospital  environment  and  encouraging  extension  and  third 
party  coverage  of  this  specialized  approach  for  the  provi- 
sion of  terminal  care.”  (AMA  Resolution  82,  1-78) 
Council  voted  approval  of  this  resolved  at  its  March 
meeting. 

We  adopted  the  following  seven  goals  as  essential  to  good 
hospice  care: 

1)  To  keep  the  patient  at  home  as  long  as  possible. 

2)  To  help  the  patient  to  live  as  fully  as  possible. 

3)  To  support  the  family  as  the  unit  of  care. 

4)  To  supplement,  not  duplicate  existing  services. 

5)  To  keep  costs  down  through  adequate  peer  review. 

6)  To  educate  health  professionals  and  lay  people. 

7)  To  limit  the  use  of  hospices  to  clearly  defined  terminal 
needs. 

(Clearly  defined  terminal  needs  mean  those  physical, 
psychological,  spiritual,  and  social  requirements  necessary 
to  ensure  the  tranquillity,  fulfillment,  and  dignity  of  the 
dying  patient.  A terminal  state  implies  the  cessation  of 
heroic,  highly  technological  treatment  and  the  initiation 
and  substitution  of  palliative,  comfort-oriented  proce- 
dures.) 

Much  of  the  above  entails  patient  and  physician  edu- 
cation and  insight  for  effective  ministry. 

Your  committee  produced  a position  paper  postulating 
these  tenets  and  concepts  to  inform  our  members  and  the 


public  that  MSSNY  is  cognizant  of  the  import  of  this  vital 
medical  specialty  and  encourages  the  development  of 
hospice  programs. 

In  conclusion,  your  chairman  is  most  grateful  to  the 
committee  members  for  their  enthusiastic  participation 
and  profound  knowledge  of  this  subject.  However,  without 
the  assistance  of  George  Lawrence,  Jr.,  M.D.,  Director  of 
Scientific  Activities  for  MSSNY,  who  gave  so  much  time 
and  effort  to  our  project  and  the  spirit  and  devotion  of  Mrs. 
Elizabeth  Daepp,  our  scribe  and  amanuensis,  our  work 
would  never  have  germinated.  Our  sincere  thanks  and 
appreciation  to  both. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Hospice  be  filed. 

=> . . .The  report  of  the  Committee  on  Hospice  was  FILED 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  Injury 


Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

John  0.  Vieta,  M.D New  York 

Harold  Brandaleone,  M.D New  York 

William  R.  Clark,  Jr.,  M.D Onondaga 

David  R.  Heller,  M.D Putnam 

Marshall  Lepidus,  M.D Suffolk 

Bernard  M.  Zazula,  M.D Queens 

Robert  J.  Huszar,  M.D.,  Advisor Albany 


1.  The  Committee  on  Accident  and  Injury  Prevention 
met  on  December  7,  1978,  and  June  7,  1979.  The  com- 
mittee chairman  met  with  the  legal  division  of  the  New 
York  State  Department  of  Motor  Vehicles  on  September 
19,  1978,  and  with  the  Committee  on  Alcoholism  on  March 
29,  1979. 

2.  Identification  of  the  Alcohol  Abusing  Driver  — The 
question  on  the  New  York  State  driver  license  application 
renewal  form,  “Have  you  been  confined  to  an  institution 
or  received  medical  treatment  for  alcoholism?”  was  deleted 
by  Commissioner  James  B.  Melton  in  January,  1979. 

3.  Proposed  bill  for  Reestablishment  of  Medical  Advi- 
sory Board  and  Mandatory  Reporting  of  Medical  Driving 
Disability  — No  substitute  means  of  identifying  drivers 
disabled  because  of  alcohol  abuse  has  been  devised.  The 
N.Y.S.  DMV,  following  a proposal  from  Senator  Tarky 
Lombardi  and  from  the  American  Medical  Association, 
developed  a bill  which  would  reestablish  the  Medical  Ad- 
visory Board  (MAB)  and  would  require  mandatory  re- 
porting of  patients  with  medical  driving  disability.  Re- 
porting guidelines  were  to  be  established  by  the  MAB. 
Failure  to  report  a patient  with  a medical  driving  disability 
would  be  punishable  as  a misdemeanor  identical  to  gunshot 
wound  reporting. 

The  bill  was  reviewed  by  the  MSSNY  Committees  on 
Accident  and  Injury  Prevention  and  Alcoholism  and  was 
supported  in  principle.  However,  the  penalty  provisions 
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for  not  reporting  were  opposed  and  other  changes  were 
suggested  for  the  bill.  The  N.Y.S.  DMV  revised  the  bill 
except  for  the  penalty  provisions  which  remained  un- 
changed. The  Council  reviewed  the  bill  and  recommended 
disapproval.  As  a result,  the  N.Y.S.  DMV  withdrew  the 
hill  before  introduction. 

The  committee  believes  that  the  provisions  of  the  hill 
reestablishing  the  MAB  and  the  development  of  reporting 
guidelines  for  medical  driving  disabilities  for  physicians 
are  desirable  objectives.  The  committee  believes  that 
inducements  are  necessary  to  insure  adequate  reporting 
but  believes  that  misdemeanor  penalty  is  excessive  for 
medical  conditions  which  are  necessarily  difficult  to  define. 
The  efforts  of  the  N.Y.S.  DMV  deserve  continued  support 
by  MSSNY  because  medically  disabled  drivers  cause  ac- 
cidents and  can  be  recognized  and  their  driving  privileges 
suitably  restricted  to  protect  themselves  and  other  highway 
users.  The  intent  of  the  Medical  Society  of  the  State  of 
New  York  by  the  1978  House  of  Delegates  remains  un- 
changed inspite  of  the  withdrawal  of  the  N.Y.S.  DMV 
bill. 

4.  Review  of  Disaster  Planning  — The  Harrisburg, 
Pennsylvania  — 3 Mile  Island  Nuclear  plant  accident 
March  28, 1979,  Strategic  Arms  Limitations  Treaty  II  ne- 
gotiations and  repeated  hazardous  substance  transporta- 
tion accidents,  caused  the  committee  to  review'  disaster 
planning  for  New  York  State. 

A.  The  N.Y.S.  Civilian  Defense  Program  established  in 
the  early  60s  under  the  Rockefeller  administration 
is  completely  dismantled.  The  portable  stockpiled 
hospitals  are  no  longer  available  because  most  have 
been  dismantled  and  sold.  Food  stockpiles  in 
buildings,  giving  fallout  protection,  have  been  re- 
moved or  are  unusable  because  of  age.  The  seven 
protected  command  centers  throughout  the  State 
have  deteriorated  physically  and  their  personnel, 
administrative  procedures  and  records  keeping  have 
lapsed  to  the  extent  that  only  a major  effort  and  ex- 
pense would  permit  their  use  again.  An  exception 
to  this  may  be  the  command  center  in  Wayne  County 
near  the  Ginna  nuclear  reactor,  which  has  a fully 
operative,  actively  maintained  disaster  plan. 

B.  The  Carter  administration  has  requested  of  Congress 
$140  million  dollars  to  reestablish  our  Civilian  De- 
fense Program  nationwide.  This  appears  to  be  a 
SALT  II  treaty  negotiation  move  to  counter  a decade 
long  Russian  Civilian  Defense  Program.  Much  larger 
funding  will  be  necessary  to  reestablish  the  civilian 
defense  capability  of  the  United  States. 

C.  In  April  and  May,  1979,  four  transportation  accidents 
involving  hazardous  substances  were  reported  in  the 
New  York  Times  and  seriously  affected  the  people 
living  in  the  immediate  area.  Evacuation  was  nec- 
essary in  some  instances.  Volatile  liquids  producing 
flammable  or  explosive  combinations  with  air  appear 
to  be  the  most  common  source  of  risk.  Nuclear 
substances  pose  an  equal  risk  but  the  containers  in 
which  they  are  transported  have  proved  to  be  far 
more  resistant  to  leakage  in  accidents. 

D.  Fallout  resulting  from  New  York  State  or  more  dis- 
tant nuclear  power  plant  mishaps  or  military  action, 
is  a threat  to  New  York  State  residents.  A program 
which  monitors  the  components  of  such  fallout, 
conducted  by  the  New  York  State  Department  of 
Health,  was  more  than  a year  behind  in  reporting  at 
the  time  of  the  3 Mile  Island  accident.  The  program 
is  crucial  for  fallout  surveillance. 


The  committee  recommends  that  counties  and  other 
municipal  units  review  their  disaster  plans  and  particularly 
their  capability  for  public  health  protection  against  nuclear 
fallout  and  for  accidents  involving  the  transport  of  haz- 
ardous substances.  Local  control  of  disaster  planning  and 
decision  making  should  be  maintained  but  the  State  should 
maintain  surveillance  and  examine  means  of  inducing  lo- 
calities to  meet  minimum  standards  of  disaster  planning. 
The  N.Y.S.  Department  of  Health  must  keep  current  its 
reporting  of  the  monitoring  program  for  nuclear  fallout  and 
other  hazardous  substances  in  our  environment. 

5.  A driver  drug  study  has  been  initiated  at  the  Rochester 
General  Hospital,  an  affiliate  of  the  University  of  Roch- 
ester. Drivers  who  are  willing  to  sign  a written  consent  are 
asked  to  give  a blood  sample  for  a broad  spectrum  drug 
analysis  including  marijuana.  The  drug  analysis  is  con- 
ducted by  the  National  Institute  for  Drug  Abuse.  The 
study  is  funded  by  the  U.S.  Department  of  Transporta- 
tion— National  Highway  and  Traffic  Safety  Adminis- 
tration and  the  primary  contractor  is  Calspan,  Inc.,  of 
Buffalo,  N.Y.  The  study  began  May  1,  1979,  and,  hope- 
fully, will  provide  more  information  on  driver  behavior 
related  to  accident  causation  and  recreational  and  thera- 
peutic drug  use. 

6.  Motorcycle’ Helmet  Usage  — Bills  were  introduced 
in  both  houses  of  the  N.Y.S.  Legislature  to  amend  or  repeal 
the  pioneering  N.Y.S.  Mandatory  Motorcycle  Helmet 
Usage  Law-  enacted  in  1966.  Senator  John  Caemmerer  and 
Assemblyman  Vincent  Graber  refused  to  allow  these  out 
of  the  Senate  and  Assembly  Transportation  Committees. 
The  opposition  of  the  MSSNY  to  any  change  in  our  N.Y.S. 
Motorcycle  Helmet  Usage  Law  has  been  credited  by  our 
legislators  as  the  key  element  protecting  this  existing  law. 
Data  released  by  the  U.S.  DOT-NHTSA  in  January,  1979, 
reporting  studies  of  motorcycle  accident  injuries  in  Colo- 
rado, Kansas,  Oklahoma,  South  Dakota,  and  Los  Angeles, 
reveal  that  death  rates  increased  55-140%  and  central 
nervous  system  injuries  increased  5 times  without  helmet 
usage.  Neck  injuries  were  nearly  twice  as  frequent  when 
helmets  were  not  used. 

7.  Small  Cars  and  Automatic  Restraints  — The  petro- 
leum shortage  of  1979  is  expected  to  dramatically  increase 
the  sales  and  usage  of  fuel  efficient,  subcompact  size  au- 
tomobiles. The  injury  risk  for  such  vehicles  is  approxi- 
mately 50%  greater  than  for  full  size  automobiles.  The  lap 
and  shoulder  belted  occupant  of  a subcompact  car  has  an 
equal  injury  risk  of  an  unbelted  occupant  in  a large  car. 
Safety  belt  usage  rates  for  1978  in  New  York  State  were 
14.5%  and,  nationwide,  8.5%  for  accident  involved  occu- 
pants. 

Automatic  restraints  are  a national  necessity  which  will 
give  much  needed  protection  in  subcompact  size  vehicles. 
Federal  law  mandates  their  gradual  introduction  beginning 
in  1981. 

New  York  State  in  1978  experienced  a 2.8%  increase  in 
traffic  accident  fatalities.  This  compares  to  a 5%  increase 
nationwide  and  a 28%  increase  in  the  western  states.  The 
committee  believes  that  this  was  possible  only  because  of 
the  excellence  of  the  N.Y.S.  DMV  and,  particularly  its 
Accident  Research  Division,  our  State  Police  and  Trans- 
portation Departments  and  our  successful  enforcement  of 
the  55  mph  speed  limit. 

8.  1980  Scientific  Program  on  Medical  Driving  Disabil- 
ities — Planning  with  representatives  of  the  AM  A is  un- 
derway for  a program  on  medical  conditions  affecting  a 
patient’s  driving  ability.  Such  a program  is  expected  to 
be  supportive  of  committee  efforts  to  develop  guidelines 
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for  physicians  evaluating  patients  with  medical  driving 

disabilities. 

9.  Child  Restraint  Legislation  — A child  restraint  law 
for  infants  and  toddlers  under  40  lbs.  weight  was  intro- 
duced by  Senator  John  Caemmerer  and  supported  by  the 
MSSNY.  The  bill  is  modeled  after  the  Tennessee  Statute 
enacted  in  1977.  Hopefully,  the  bill  will  be  reintroduced 
in  1980. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  reference  committee  considered  the  report  of  the 
Committee  on  Accident  and  Injury  Prevention. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Accident  and  Injury  Prevention  be 
filed. 

=> . . .The  report  of  the  Committee  on  Accident  and  Injury 
Prevention  was  FILED  . . . 

Your  reference  committee  recommends  the  reestab- 
lishment of  the  Medical  Advisory  Board  in  the  Department 
of  Motor  Vehicles,  which  would  set  up  guidelines  for  re- 
porting patients  with  medical  driving  disabilities. 

=>.  . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Edward  Hanin,  M.D Westchester 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 

Hans  J.  Nieporent,  M.D Kings 


The  Committee  on  Alcoholism  held  a symposium  on 
Medical  Discipline  on  October  24,  1978,  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York. 
It  dealt  with  physicians  who  are  unscrupulous,  disabled, 
and/or  incompetent.  The  speakers  included  Dr.  Thaddeus 
Murawski,  Dr.  Marvin  A.  Block,  Dr.  Robert  C.  Derbyshire, 
and  Dr.  Marvin  L.  Bloom.  The  meeting  was  chaired  by  Dr. 
Stanley  Gitlow.  The  meeting  was  well  attended  and  ap- 
peared to  achieve  good  critical  comment.  Through  the 
efforts  of  Dr.  Pasquale  A.  Carone,  the  meeting  was  used  as 
a means  of  preparing  a written  symposium  which  is  due  to 
be  published  in  the  Journal  of  the  Medical  Society  of  the 
State  of  New  York  during  the  summer  of  1979.  The 


subject  matter  included:  The  Unscrupulous  Physician 
(our  success  and  failure),  The  Disabled  Physician  (reha- 
bilitation vs.  punishment),  Physician  Incompetence  (what 
is  the  problem  and  the  answers?). 

The  difficulties  inherent  in  teaching  the  subject  of  al- 
coholism to  the  practicing  physician  have  influenced  the 
choice  of  (such  indirect)  techniques  as  the  program  noted 
above.  In  part  for  this  reason,  it  was  determined  that  a 
program  be  prepared  for  September,  1979,  which  would 
similarly  approach  the  subject  of  alcoholism  somewhat 
indirectly.  The  title  of  the  full-day  meeting,  which  will 
take  place  on  Saturday,  September  15th,  1979,  at  the  An- 
nual Meeting  of  the  Medical  Society  of  the  State  of  New 
York  will  be  “Does  Life  Style  Cause  Cancer?”  The  mod- 
erator will  be  Stanley  Gitlow  and  the  individual  speakers 
will  attempt  to  answer  the  question  “How  Do  the  Following 
Factors  Impact  Upon  Carcinogenesis?”  at  9:00  AM,  Dr. 
Ernst  L.  Wynder,  President  of  the  American  Health 
Foundation,  will  discuss  the  subject  of  tobacco.  At  10:00 
AM,  Dr.  Andrew  Keller,  Chief  of  Epidemiologic  Research 
at  the  Veterans  Administration  in  Washington,  D.C.,  will 
discuss  the  subject  of  alcohol.  And  at  1 1:00  AM,  Dr.  John 
F.  W.  King,  Associate  Medical  Director  of  the  Equitable 
Life  Assurance  Society  of  the  United  States,  will  discuss 
the  subject  of  sex.  After  lunch,  at  1:00  PM,  Dr.  J.  Law- 
rence Werther,  Associate  Clinical  Professor  of  Medicine 
at  Mount  Sinai  School  of  Medicine,  will  discuss  the  subject 
of  food.  At  2:00  PM,  Dr.  David  B.  Axelrod,  the  Commis- 
sioner of  Health  of  the  State  of  New  York,  will  discuss  the 
subject  of  environment.  And  at  3:00  PM,  Dr.  Henry  Brill, 
Professor  of  Clinical  Psychiatry  at  Stony  Brook,  will  direct 
our  attention  to  the  question  of  whether  or  not  physicians 
can  indeed  influence  life  style.  It  is  expected  that  each  of 
the  individual  subjects  will  be  evaluated  by  the  lecturer  for 
approximately  35-45  minutes,  and  that  this  will  allow 
questions  from  the  physicians  in  attendance  at  the  con- 
clusion of  each  of  the  six  segments  of  the  program.  Dr. 
Carone  will  again  assist  us  in  the  preparation  of  a publi- 
cation based  upon  this  symposium. 

Although  an  enormous  amount  of  time  has  been  utilized 
in  addressing  issues  concerning  our  training  programs  and 
attempts  to  develop  mechanisms  whereby  the  practicing 
physicians  of  the  State  of  New  York  could  be  induced  or 
motivated  to  accumulate  greater  information  concerning 
the  subject  of  alcoholism,  every  attempt  was  made  to 
continue  to  carry  forth  the  numerous  other  aims  of  the 
committee. 

We  were  informed  during  the  spring  of  1979  that  the 
Department  of  Motor  Vehicles  had  finally  agreed  to  cancel 
the  counterproductive  question  regarding  treatment  for 
alcoholism  which  had  heretofore  been  found  on  license 
applications  in  the  State  of  New  York.  A great  deal  of  time 
had  been  spent  in  conjunction  with  Dr.  States  and  his 
committee  in  an  attempt  to  develop  a reasonable  mecha- 
nism whereby  the  problem  of  the  drunken  driver  and  its 
resultant  death  toll  could  be  reduced.  Drs.  Nieporent  and 
Nagy  devoted  considerable  time  to  a study  of  those  at- 
tempts utilized  by  other  states  to  meet  this  particular 
problem  as  well  as  the  possible  development  of  simple 
testing  procedures  which  would  enable  the  Department  of 
Motor  Vehicles  and  the  physicians  of  the  State  of  New 
York  to  adequately  and  appropriately  screen  drivers  for 
the  presence  of  alcoholism.  Needless  to  say,  the  com- 
plexity of  the  issues  involved  are  such  as  to  demand  con- 
siderable effort  along  diverse  paths.  These  must  include 
medical,  societal,  and  legislative  issues.  The  Department 
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of  Motor  Vehicles  presented  to  the  Committee  on  Alco- 
holism their  1979  Legislative  Proposal  No.  68  in  which  a 
medical  advisory  hoard  would  be  established  within  the 
Department  of  Motor  Vehicles.  Members  of  the  com- 
mittee voiced  concern  about  this  bill  in  that  it  appeared  to 
offer  to  the  Commissioner  a mechanism  whereby  physi- 
cians’ findings  in  regard  to  their  patients  would  have  to  be 
reported  to  the  Department  of  Motor  Vehicles  by  mandate. 
The  Council  at  its  meeting  on  April  26,  1979,  voted  to  op- 
pose the  proposed  bill. 

In  an  effort  to  attain  revitalization  of  the  Physicians’ 
Committee,  a modification  of  Section  290  of  the  Public 
Health  Law  was  requested  in  a hill  introduced  by  Senator 
Pisani  (S.  790).  This  would  permit  the  Commissioner  of 
Health  to  specify  a society,  organization,  or  person  as  an 
exception  of  the  reporting  requirements  for  unethical  be- 
haviour as  originally  legislated  some  two  years  ago.  It  is 
anticipated  that  if  this  bill  should  pass  the  legislature,  the 
Physicians’  Committee  could  be  reactivated. 

Some  years  ago,  at  the  impetus  of  the  Committee  on 
Alcoholism,  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  accepted  the  determination  that 
no  county  medical  society  in  the  State  of  New  York  should 
offer  group  health  insurance  without  full  coverage  for 
mental  disease  including  alcoholism  and  other  drug  abuse. 
In  the  event  that  any  county  medical  society  failed  to  offer 
its  membership  such  health  insurance,  the  Medical  Society 
of  the  State  of  New  York  would  formulate  more  appro- 
priate group  health  insurance  coverage  and  offer  it  to  those 
members  deprived  of  this  opportunity.  At  the  present 
time,  a survey  is  underway  in  order  to  determine  the  extent 
to  which  such  benefits  have  been  offered  under  the  group 
plans  of  the  various  county  medical  societies.  Should  se- 
rious inadequacies  in  the  development  of  such  programs 
still  persist  after  this  two-year  interval,  the  statewide 
program  will  have  to  be  initiated. 

Some  years  ago  this  committee  developed  a rationale  for 
the  classification  of  alcoholism  under  both  the  medical  and 
psychiatric  sections  of  the  International  Classification  of 
Diseases.  This  proposal  originally  accepted  by  the  Council 
was  eventually  accepted  by  the  House  of  Delegates  and 
brought  to  the  AMA.  After  due  deliberation,  the  Ameri- 
can Medical  Association  accepted  this  concept  and  sup- 
ported it  in  written  communications  to  those  parties  then 
formulating  the  9th  International  Classification  of  Dis- 
eases. It  was  the  naive  belief  of  this  committee  that  such 
support  by  the  American  Medical  Association  would 
achieve  the  appropriate  change  in  the  ICD  or  at  the  very 
least,  a detailed  and  scientific  reply  as  to  why  such  a clas- 
sification could  not  be  utilized.  The  9th  International 
Classification  of  Diseases  has  reached  publication  and  it 
has  become  evident  that  the  request  of  this  State  Medical 
Society,  as  well  as  the  American  Medical  Association,  has 
been  ignored.  The  Committee  on  Alcoholism  will  initiate 
efforts  to  determine  the  reason  for  this  as  well  as  to  seek 
mechanisms  whereby  the  desired  change  may  be  achieved. 
Similar  nosologic  problems  have  emanated  from  the 
preparation  of  the  DSM  III.  These  are  also  under  study 
by  this  committee  at  the  present  time.  Substantive  efforts 
in  communications  have  been  extended  during  the  past  few 
years  in  the  attempt  to  attain  enlightened  classifications 
of  alcoholism  in  both  the  DSM  and  the  ICD.  It  is  quite 
obvious  that  these  tasks  are  not  complete. 

Finally,  the  committee  has  recently  been  delighted  by 
the  appointment  of  one  of  its  members,  Dr.  Sheila  B. 
Blume,  as  Director  of  the  New  York  State  Division  of  Al- 
coholism and  Alcohol  Abuse.  We  are  more  than  delighted 


that  Dr.  Blume  has  chosen  to  remain  active  with  this 
committee  during  her  tenure. 

Respectfully  submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Alcoholism  be  filed. 

=>  . . .The  report  of  the  Committee  on  Alcoholism  was 
FILED. . . 

Your  reference  committee  requests  the  House  of  Dele- 
gates to  ask  the  American  Medical  Association  to  contact 
the  editors  of  the  International  Classification  of  Diseases 
so  that  alcoholism  is  classified  as  both  a medical  and  mental 
illness  in  the  next  edition. 

Your  reference  committee  is  aware  that  in  1977  the  AMA 
adopted  a resolution  introduced  by  the  New  York  Dele- 
gation. The  resolved  portion  of  the  resolution  called  on 
the  American  Medical  Association  to  endorse  the  dual 
classification  of  alcoholism  under  both  the  psychiatric  and 
medical  sections  of  the  International  Classification  of 
Diseases.  The  AMA  adopted  the  resolution,  however,  at 
present  the  ICD  does  not  include  this  dual  classification. 
Your  reference  committee,  therefore,  recommends  that  the 
resolution  be  again  introduced  at  the  1979  Interim  Meeting 
of  the  AMA  by  the  New  York  Delegation. 

=>  . . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Marvin  L.  Blumberg,  M.D.,  Chairman  Queens 

Eliza  H.  Caldwell,  M.D Westchester 

Dominick  J.  DiMaio,  M.D Kings 

Joseph  A.  DiPietro,  M.D Westchester 

Vincent  J.  Fontana,  M.D New  York 

Fedor  A.  Kuritzkes,  M.D Queens 

Donald  Lynn,  M.D Chemung 

Walter  J.  O’Connor,  M.D Suffolk 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

*Ricky  Friedman  New  York 

Bernard  Pollara,  M.D.,  Advisor  Albany 


The  Committee  on  Child  Abuse  has  been  continuing  to 
exert  its  influence  upon  the  medical,  legislative,  and  edu- 
cative professions  both  statewide  and  internationally. 
Early  in  1976  the  committee  noted  that  the  International 
Classification  of  Diseases  contained  no  category  for  child 
maltreatment  syndrome  and  recommended  a resolution 
that  this  be  included  in  the  next  edition  in  order  to  make 
computerized  statistics  available  and  to  further  sensitize 
physicians  and  hospital  personnel.  This  resolution  was 
proposed  to  the  Council  on  Public  Health  and  Education 
of  the  Medical  Society  who  presented  it  to  the  American 
Medical  Association.  From  there  it  was  directed  to  the 
* Medical  student. 
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National  Center  for  Health  Statistics  of  the  Department 
of  HEW  and  to  the  ICD  Office  of  the  World  Health  Orga- 
nization in  Geneva,  Switzerland.  As  a result,  the  Ninth 
Revision  of  the  International  Classification  of  Diseases 
that  was  distributed  as  of  January  1,  1979,  includes  the 
following  category: 

995.5  Child  maltreatment  syndrome. 

Battered  baby  or  child  syndrome  NOS 
Emotional  and/or  nutritional  maltreatment  of  child 
In  addition,  its  supplementary  classification  of  external 
causes  of  violence  includes  the  following  category: 

E967  Child  battering  and  other  maltreatment 

E967.0  By  parent 

E967.1  By  other  specified  person 

E967.9  By  unspecified  person 

The  committee  will  circulate  this  information  among 
physicians,  hospital  resident  staffs,  and  medical  record 
personnel  to  insure  that  proper  discharge  diagnoses  will 
be  noted  and  recorded  for  accurate  statistical  recall. 

The  Committee  drew  up  a document  on  “ Consent  and 
Medical  Treatment  of  Minors”  that  is  very  relevant  to  the 
subject  of  child  abuse  and  neglect.  The  content  of  this 
document  was  carefully  checked  and  researched  with  legal 
advice  and  has  been  published  in  the  June,  1979,  issue  of 
the  New  York  State  Journal  of  Medicine. 

An  investigation  has  revealed  that  dentists  and  oral 
surgeons  very  rarely  recognize  or  bring  to  attention  cases 
of  abusive  oral  or  dental  injuries  or  cases  of  prolonged  de- 
liberate neglect.  The  committee,  with  the  approval  of  the 
Council  on  Public  Health  and  Education,  has  been  in 
contact  with  the  Dental  Society  of  the  State  of  New  York 
and  with  the  New  York  State  Journal  of  Dentistry  that 
has  consequently  requested  that  an  article  on  the  subject 
be  written  for  publication.  The  committee  expects  to  carry 
the  dental  education  project  further. 

On  the  subject  of  legislation,  there  were  two  recent  in- 
stances of  the  committee’s  involvement.  It  recommended 
and  the  Council  approved  opposition  to  S.  1316 — A.  1787 
Trunzo,  an  act  to  amend  the  Social  Services  Law  in  relation 
to  access  to  information  contained  in  the  statewide  central 
register  of  child  abuse  and  maltreatment.  This  act  would 
not  protect  the  confidentiality  of  involved  persons. 

Another  recommendation  of  the  committee  resulted  in 
an  Ad  Rem  bulletin  to  all  hospitals  reminding  them  that 
Section  416  of  the  State  Social  Services  Law  mandates  the 
taking  of  photographs  of  areas  of  visible  trauma  and  x-rays, 
when  indicated,  of  children  reported  as  cases  of  abuse. 

Dr.  Vincent  J.  Fontana,  one  of  the  members  of  the 
committee,  is  chairman  of  the  Mayor’s  Task  Force  on  Child 
Abuse  of  New  York  City.  His  input  in  each  group  and  his 
transmission  of  reports  both  ways  adds  to  the  experience 
and  activity  of  the  Committee  on  Child  Abuse,  especially 
with  legislation. 

The  committee  chairman  has  been  lecturing  by  invita- 
tion on  various  aspects  on  the  subject  of  child  abuse  and 
neglect  to  varied  audiences  including  physicians  and  hos- 
pital personnel,  school  educators,  and  law  enforcement 
officers.  It  is  encouraging  to  realize  the  widespread  in- 
terest in  the  subject  that  has  been  generated  and,  hopefully, 
the  beneficial  results.  Another  favorable  development  has 
been  the  recent  television  interview,  documentary,  and 
informative  programs  on  child  abuse.  Last  year  the 
committee  wrote  letters  to  the  various  networks  offering 
suggestions  and  cooperation  in  this  area.  The  responses 
evidenced  interest  if  not  acceptance  of  our  offers.  Maybe 


this  helped  to  some  extent  to  stimulate  the  present  pro- 
gramming. 

Respectfully  submitted, 

Marvin  L.  Blumberg,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  reference  committee  considered  the  report  of  the 
Committee  on  Child  Abuse.  Your  reference  committee 
would  like  to  call  attention  to  Section  416  of  the  State  So- 
cial Services  Law,  which  mandates  the  taking  of  photo- 
graphs of  areas  of  visible  trauma  and  x-rays,  when  indi- 
cated, of  children  reported  as  cases  of  abuse. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Child  Abuse  be  filed. 

=>  . . .The  report  of  the  Committee  on  Child  Abuse  was 

FILED  . . . 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D.,  Chairman  Bronx 

Richard  S.  Blum,  M.D Nassau 

Ronald  J.  Dougherty,  M.D Onondaga 

Douglas  C.  Evans,  M.D Monroe 

Sidney  S.  Greenberg,  M.D New  York 

Sanford  A.  Kaplan,  M.D Westchester 

Philip  Kaufman,  M.D Queens 

Stephen  Nordlicht,  M.D New  York 

Allison  B.  Landolt,  M.D.,  Advisor  Westchester 

Mr.  William  Leavy,  Advisor  Albany 


The  Committee  on  Drug  Abuse  has  been  active  during 
the  past  year.  It  has  met  on  November  20, 1978,  February 
26,  1979,  and  May  10,  1979. 

We  have  been  cooperating  with  the  Division  of  Sub- 
stance Abuse  and  the  Committee  on  Prescription  Drug 
Misuse  in  order  to  get  data  and  educational  material  to 
fully  examine  this  problem. 

The  Division  of  Substance  Abuse  has  been  designated 
by  the  State  Health  Department  to  work  with  this  com- 
mittee to  update  the  “Physicians  Desk  Reference  on  Drug 
Abuse.” 

The  chairman  has  had  several  meetings  at  the  offices  of 
the  Division  of  Substance  Abuse  at  Two  World  Trade 
Center.  A subcommittee  of  the  Drug  Abuse  Committee, 
chaired  by  Dr.  Ronald  Dougherty,  has  been  studying  the 
clinical  section  of  the  Desk  Reference  and  will  be  rewriting 
this  section.  Hopefully,  it  should  be  finished  in  the  fall  of 
1979. 

The  Drug  Abuse  Committee  has  also  been  asked  to 
comment  on  several  bills  before  the  New  York  State  Leg- 
islature and  the  advice  and  comment  of  the  committee  has 
been  forwarded  to  the  Medical  Society  of  the  State  of  New 
York  Division  of  Governmental  Affairs. 

A subcommittee  of  the  Drug  Abuse  Committee  chaired 
by  Dr.  Richard  Blum  was  created  to  study  and  comment 
on  the  Bio-Equivalency  of  Generic  Drugs.  A resolution 
concerning  this  subject  has  been  submitted  to  the  Medical 
Society  of  the  State  of  New  York  House  of  Delegates. 
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The  committee  has  also  passed  and  referred  to  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
statements  on  experimental  use  of  marijuana  for  glaucoma 
and  for  nausea  in  cancer  cases  treated  with  x-ray  and 
chemotherapy. 

The  committee  also  referred  a statement  on  the  use  of 
heroin  in  terminally  ill  cancer  patients  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York.  The  Council 
approved  this  statement  on  June  21,  1979. 

The  triplicate  prescription  program  has  again  been 
discussed  and  we  are  still  hoping  for  meaningful  data  to 
show  what  effect  it  has  had  on  reducing  abuse  of  drugs  in 
New  York  State.  It  has  supplied  data  on  a relatively  small 
number  of  physicians  who  are  still  prescribing  large 
amounts  of  amphetamines  in  weight  reducing  programs. 
Measures  to  correct  this  abuse  will  probably  be  referred  for 
legislative  activity  after  consultation  with  the  Medical 
Society  of  the  State  of  New  York. 

This  has  been  an  extremely  busy  year  for  this  committee 
and  I want  to  thank  Dr.  George  Lawrence  and  Mrs.  Eliza- 
beth Daepp  for  their  invaluable  help  and  their  ability  to 
make  this  work  more  effective. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  reference  committee  read  and  reviewed  the  report 
of  the  Committee  on  Drug  Abuse. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Drug  Abuse  be  filed. 

=»  . . .The  report  of  the  Committee  on  Drug  Abuse  was 

FILED  . . . 

Your  reference  committee  wishes  to  call  the  attention 
of  the  House  of  Delegates  to  the  fact  that  investigation  of 
the  prescribing  practices  of  physicians  by  way  of  moni- 
toring the  triplicate  prescription  program  has  yielded  the 
names  of  a number  of  physicians  who  are,  indeed,  using 
amphetamines  excessively  in  weight  reduction  programs. 
The  committee  recommends  that  these  drugs  be  limited 
to  use  in  hyperactive  children  and  narcolepsy. 

=>  . . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report . . . 


ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Ronald  Stritzler,  M.D.,  Chairman  Nassau 

Ephraim  J.  Felderman,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

Donald  B.  Thomas,  M.D Erie 

*Julia  F.  Schlam New  York 

Mr.  William  Leavy,  Advisor  Albany 


Many  significant  environmentally  related  hazards  to 
health  occurred  in  1979.  The  most  monumental  in  po- 
tential disaster  was  the  accident  at  Three  Mile  Island  in 
* Medical  student. 


our  neighbor  state  of  Pennsylvania.  Our  committee 
meeting  was  scheduled  just  a few  days  after  the  accident 
and  alt  hough  the  other  committee  members  could  not  at- 
tend, the  meeting  took  place  with  Dr.  Heitling  of  the  State 
Health  Commission,  Dr.  Lawrence,  and  myself  in  order 
that  we  could  obtain  an  up-to-date  briefing  on  the  potential 
threat  to  New  York  State  should  a meltdown  take  place. 

Other  matters  of  concern  to  the  committee  and  the  State 
Health  Department  were  discussed,  including  the  problem 
of  dumping  of  toxic  chemical  wastes  by  the  Hooker 
Chemical  Company  at  Love  Canal  in  Niagara  Falls,  N.Y. 
and  other  areas  of  the  State;  the  leaking  of  gasoline  storage 
tanks  in  gasoline  stations;  and  the  handling  of  extremely 
toxic  materials  dredged  from  the  harbors  of  Stamford  and 
New  Haven,  Connecticut,  by  the  Army  Corps  of  Engineers. 
A few'  words  about  this  latter  matter  might  be  interesting 
to  you  before  discussing  the  nuclear  generator  issues,  the 
main  subject  of  this  report. 

The  mayor  of  Stamford,  Connecticut,  reported  in  a 
television  interview  that  the  city  received  an  estimate  of 
$500,000  from  a contractor  to  dispose  of  the  material  on  the 
good  soil  of  Connecticut,  but  he  would  not  put  this  burden 
on  his  constituents.  He  elected  to  call  in  the  Army  Corps 
of  Engineers  who, -at  a cost  of  at  least  a million  dollars,  took 
this  extremely  noxious  material  and  dumped  it  into  Long 
Island  Sound  eight  miles  off  Huntington  Harbor  using  a 
completely  unproven  technique  of  trying  to  cover  over  the 
dredge  material  with  clean  layers  of  sand.  An  attempt  to 
stop  this  by  court  order  failed  but  even  before  the  court 
decision  came  through  the  dumping  was  going  ahead. 
Whether  this  technique  is  safe  if  correctly  carried  out  is 
uncertain,  however,  one  bargeful  of  material  was  dumped 
in  a wrong  site  and  so  failed  to  be  covered  at  all.  What  is 
the  effect  on  fish  and  bathers  and  the  L.I.  Sound  ecology 
and  who  will  monitor  the  effects?  Could  not  N.Y.  have 
prevented  this  action  in  a waterway  it  shares  with  Con- 
necticut? 

The  Three  Mile  Island  nuclear  generator  accident, 
ironically  preceded  by  the  distribution  of  the  film  China 
Syndrome,  has  finally  confronted  the  public  with  the  risks 
of  the  nuclear  alternative  as  a means  of  generating  elec- 
tricity. These  events  and  the  world  shortage  of  oil  have 
brought  us  to  an  immensely  critical  crossroad.  Physicians 
must  be  aware  of  the  problems  society  is  accepting  if  it 
chooses  to  proceed  with  a nuclear  economy.  A brief 
summary  of  just  a few  of  the  problems  will  be  discussed. 

Nuclear  Plant  Operations 1 — The  major  danger  from 
nuclear  power  plants  is  the  radioactivity  contained  in  the 
core.  For  large  amounts  of  radioactivity  to  be  released  the 
fuel  (uranium  dioxide)  must  be  severely  overheated  and 
the  rods  in  w'hich  it  is  contained  melted  down.  This  can 
occur  only  if  the  heat  generated  exceeds  the  rate  at  which 
it  is  removed.  The  heat  imbalance  can  occur  if  there  is  a 
loss  of  coolant,  for  example  by  valve  failure  as  in  Three  Mile 
Island.  This  accident  is  prevented  by  the  Emergency  Core 
Cooling  System.  There  is  no  established  proof  that  this 
system  will  consistently  work  and  in  fact  the  electrical 
supply  to  this  vital  system  was  cut  off  by  fire  started  by  a 
candle  in  the  Browns  Ferry  TVA  reactor.  This  type  of 


1 Material  used  was  mainly  from  the  papers  of  the  California 
Medical  Association,  Committee  on  Environmental  Health,  and 
Advisory  Panel  on  Nuclear  Medicine  as  well  as  several  other 
sources. 
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accident  which  almost  led  to  a meltdown  was  judged  to  be 
statistically  “immeasurably  rare”2  by  the  old  Atomic  En- 
ergy Commission  (AEC).  This  emphasizes  the  problem 
of  how  statistically  unlikely  events  will  occur  within  the 
scope  of  prediction  sooner  or  later  in  a random  way  no 
matter  the  total  span  of  the  unlikely  event. 

The  personnel  in  a nuclear  plant  has  great  responsibil- 
ities. The  seriousness  of  detecting  the  unfit  is  a problem 
in  any  critical  job  but  the  risks  in  a nuclear  plant  are  clearly 
enormous.  Are  we  capable  of  consistent,  sure-proof  se- 
lection of  personnel?  More  than  3600  employees  with 
access  to  nuclear  weapons  were  removed  from  their  jobs 
within  a single  year  because  of  drug  abuse,  mental  illness, 
alcoholism  or  discipline  problems.3 

Nuclear  power  plants  are  reinsured  under  provisions  of 
the  Price-Anderson  Law.  This  limits  liability  of  the  op- 
erators to  120  million  dollars,  the  government  insures  up 
to  560  million  dollars.  Life  insurance,  homeowners  in- 
surance, health  insurance  policies  all  specifically  exclude 
coverage  from  injuries  caused  by  nuclear  radiation,  war- 
time, and  peacetime  uses.  Considering  the  assurances  of 
the  nuclear  industry  of  the  safety  of  its  product,  why  does 
it  call  upon  the  Congress  to  excuse  it  from  its  full  liability, 
and  furthermore  does  not  the  life  insurance  and  home- 
owners  and  health  insurance  industries  have  the  same  level 
of  confidence  in  atomic  safety? 

A nuclear  generator  plant  has  about  a 30  year  life  span. 
How  do  we  decommission  an  obsolete  plant?  This  has  not 
as  yet  been  worked  out. 

Radioactivity  Produced  in  Operation  of  Power 
Plants  — Planned  releases  of  radioactive  materials  are 
made  on  a regular  basis  from  all  nuclear  plants.  These  are 
primarily  radioactive  gases.  All  radioactivity  has  biological 
effects  and  any  increase  in  exposure  has  effects  on  human 
life. 

Humans  have  evolved  in  the  presence  of  background 
radiation  from  earth  and  its  naturally  radioactive  materials 
and  cosmic  rays.  What  can  happen  to  a species  over  mil- 
lions of  years  of  exposure  is  clearly  different  from  rashly 
increasing  artificial  radiation  over  the  course  of  a few 
years. 

The  radioactivity  produced  in  each  year  of  normal  op- 
eration of  a plant  is  stated  to  be  about  the  equivalent  of 
1,000  Hiroshima-size  atom  bombs.  The  release  of  such 
huge  amounts  of  radiation  by  a nuclear  meltdown  would 
produce  immense  mortality,  morbidity,  and  leave  an  area 
“the  size  of  Pennsylvania  uninhabitable  for  hundreds  of 
years.” 

Disposal  of  Radioactive  Waste  — The  nuclear  wastes 
include  Strontium  90  which  cause  bone  cancer  and  leuke- 
mia; it  includes  plutonium  which  even  in  microscopic 
amounts  causes  lung  cancer;  and  it  contains  numerous 
other  radioactive  compounds.  Plutonium  has  a half  life 
of  24,000  years.  There  is  no  proper  solution  to  the  problem 
of  disposal  of  radioactive  wastes  and  there  is  none  in 
sight. 

Problem  of  Nuclear  Weapons  Production  and  Acts 
of  Terror  Related  to  Nuclear  Materials  — A nuclear 

reactor  produces  in  excess  of  400  lbs.  of  plutonium  per  year. 
Only  10-20  lbs.  are  needed  to  make  an  atomic  bomb.  The 


2 Environmental  Radiation  Protection  Agency  Report  on  En- 
vironmental Contamination  by  Radioactive  Substances,  1974. 

3 A Time  to  Choose  — Americas  Energy  Future.  Energy  Policy 
Project  of  the  Ford  Foundation,  1974,  p.  210. 


Indian  Government  diverted  plutonium  from  its  nuclear 
power  plant  to  produce  nuclear  weapons.  The  possibility 
of  nuclear  theft  and  subsequent  blackmail  by  terrorist  or 
criminal  groups  is  a real  threat  and  one  that  will  grow  as 
more  nuclear  plants  are  built. 

“Fission  energy  is  safe  only  if  a number  of  critical  devices 
work  as  they  should,  if  a number  of  people  in  key  positions 
follow  all  their  instructions,  if  there  is  no  sabotage,  no  hi- 
jacking of  the  transports,  if  no  reactor  fuel  processing  or 
reprocessing  plant  or  repository  anywhere  in  the  world  is 
situated  in  a region  of  riots  or  guerilla  activity,  and  no 
revolution  or  war,  even  a conventional  one  takes  place  in 
these  regions.  The  enormous  quantities  of  extremely 
dangerous  material  must  not  get  into  the  hands  of  ignorant 
people  or  desperados.  No  acts  of  God  can  be  permitted.” 
(Hannes  Alfen,  Nobel  laureate  in  physics). 

The  morbidity,  mortality,  and  genetic  damage  effecting 
this  and  essentially  all  future  generations  must  be  carefully 
considered  before  continuing  along  the  treacherous  route 
of  the  nuclear  economy. 

Respectfully  submitted, 

Ronald  Stritzler,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  report  of  the  committee  was  reviewed.  Since  all  of 
the  facts  on  the  subject  of  radiation  are  not  yet  available, 
your  reference  committee  is  of  the  opinion  that  the  last 
paragraph  of  the  report  does  not  reflect  scientific  evidence. 
In  view  of  this,  the  committee  recommends  that  the  last 
paragraph  of  the  report  of  the  Committee  on  Environ- 
mental Quality  be  referred  back  to  the  Council  and  that  the 
remainder  of  the  report  be  filed. 

=»  . . .The  report  of  the  Committee  on  Environmental 
Quality  was  FILED  . . . 

=> . . .The  House  voted  to  REFER  the  last  paragraph  of 
the  report  of  the  Committee  on  Environmental  Quality 
to  the  Council  . . . 


MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects  of 


Sports  are  as  follows: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D New  York 

Albert  B.  Accettola,  M.D Staten  Island 

Arthur  Maurice  Bernhang,  M.D Suffolk 

Herbert  Bessen,  M.D Putnam 

Richard  B.  Commentucci,  M.D Kings 

Kenneth  E.  DeHaven,  M.D Monroe 

John  Forrest,  M.D Chemung 

Louis  N.  Frankel,  M.D Nassau 

Michael  C.  Young,  M.D Putnam 

Glenn  Haughie,  M.D.,  Advisor  Albany 


On  May  2,  1979,  the  committee  met  at  Lake  Success  in 
conjunction  with  the  Committee  on  School  Health,  and  in 
addition  several  members  of  the  New  York  State  Public 
High  School  Athletic  Association,  headed  by  Executive 
Director,  Kenneth  Hafner.  Several  members  of  the  New 
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York  State  Department  of  Education  were  also  in  atten- 
dance. 

A number  of  topics  were  taken  into  discussion: 

1.  Selection  nnd  Classification.  An  up  to  date  review 
was  presented  by  Mr.  Kenneth  Hafner.  Statistics  to  date 
show  that  when  students  are  placed  in  proper  levels  of 
competition  injury  rates  are  decreased.  At  present  par- 
ticipation in  this  program  is  on  a voluntary  basis  with  well 
over  five  hundred  high  schools  participating.  In  view  of 
the  value  of  the  program  the  committee  felt  that  it  would 
be  beneficial  if  all  New  York  State  high  schools  partici- 
pated in  the  program  of  Selection  and  Classification  so  as 
to  expedite  a decrease  in  athletic  injuries.  Steps  are  being 
taken  in  this  direction. 

2.  Heat  Stroke.  Since  it  has  become  mandatory  for  all 
coaches  to  attend  lectures  on  heat  stroke  over  the  past  two 
years  there  has  not  been  a reported  death  secondary  to  heat 
stroke  in  interscholastic  athletics.  The  value  of  the 
mandatory  attendance  is  obvious. 

3.  Wrestling.  Interscholastic  wrestling  has  become  over 
the  past  several  years  a major  sport.  The  number  of  par- 
ticipants has  increased  annually.  The  major  problem  in- 
herent in  the  sport  is  that  of  losing  weight  in  order  to 
qualify  to  wrestle  in  a certain  class.  Various  methods  are 
being  used  to  lose  weight  such  as  limiting  food  intake,  de- 
hydration, forceful  vomiting,  plus  a host  of  other  met  hods. 
The  trauma  which  is  inflicted  in  wrestling  plus  dehydration 
has  been  reported  to  lead  to  thrombophlebitis  and  several 
cases  of  pulmonary  embolization  have  been  reported  in  the 
medical  literature. 

In  New  York  State  the  biggest  problem  has  been  cen- 
tered about  the  youngsters  competing  in  the  91  pound 
weight  class  where  making  weight  is  quite  difficult  espe- 
cially as  competitors  grow  older  and  mature  physically. 
This  weight  class  was  recently  introduced  to  allow  more 
youngsters  to  compete,  but  in  view  of  the  difficult  weight 
making  problem  the  situation  is  to  be  reviewed  by  the 
coaches  and  physical  educators  as  to  the  efficacy  of  con- 
tinuing it.  The  committee  felt  that  there  should  be  close 
supervision  of  weight  making  practices  and  that  every  at- 
tempt should  be  made  to  place  the  competitor  in  the  proper 
weight  class  at  the  onset  of  the  season  so  as  to  avoid  ex- 
cessive weight  losses  in  order  to  remain  competitive. 

4.  Pre-season  Physical  Examination.  A report  by  Dr. 
Kenneth  DeHaven  revealed  that  in  the  Rochester,  New 
York  area  the  program  is  working  quite  well.  At  the 
present  time  full  physical  evaluation  is  carried  out  in  the 
Spring  preceding  the  Fall  semester  of  school.  A brief  ex- 
amination is  carried  out  in  the  Fall  from  the  standpoint  of 
overlooking  any  serious  interim  injury.  The  Spring  ex- 
amination allows  time  for  surgical  correction  of  any  defects 
found,  plus  allowing  time  for  rehabilitation  in  musculo- 
skeletal injuries. 

5.  Trampoline.  Throughout  the  State  trampolines 
have  become  for  all  practical  purposes  obsolete.  A number 
of  severe  injuries  have  been  reported  including  the  most 
serious  which  have  been  head  and  neck  injuries.  However, 
on  discussing  the  matter  with  the  insurance  company 
which  covers  the  New  York  State  School  System  the  re- 
ported trampoline  injuries  are  no  worse  than  in  any  other 
field  of  athletics.  The  committee  felt  that  under  proper 
supervision  the  trampoline  activities  could  be  resumed 
safely.  The  success  of  the  program  depends  on  well  trained 
personnel  so  as  to  avoid  serious  injuries. 


6.  Standard  Physical  Forms.  Once  again  the  possi- 
bility of  having  standard  physical  forms  for  all  the  schools 
has  been  presented.  To  date  nothing  definite  has  been 
settled.  Several  forms  were  reviewed,  most  of  which  were 
felt  to  he  too  long  and  too  complicated.  The  situation  was 
discussed  with  Dr.  Norman  Schell,  Chairman  of  the  School 
Health  Committee,  and  future  efforts  to  establish  a more 
simple  form  will  cont  inue.  Doctor  Schell  has  already  de- 
veloped criteria  for  cardiac-pulmonary  evaluation  and  this 
will  be  encompassed  in  the  standard  form  of  the  future. 

7.  Health  Related  Problems  in  School  Age  Popula- 
tion. The  commit  tee  spent  a considerable  length  of  time 
discussing  health  problems  in  the  general  school  age  pop- 
ulation. The  situation  centered  about  the  prevention  of 
certain  disease  and  how  this  could  be  best  accomplished. 
It  is  well  documented  that  cardiovascular  disease,  occurring 
as  a result  of  atherosclerosis  is  now  considered  to  be  epi- 
demic, accounting  for  about  50%  of  the  deaths  in  middle 
age  men.  Furthermore,  when  adding  mortality  for  cancer 
and  stroke,  these  three  chronic  diseases  together  are  re- 
sponsible for  about  two  thirds  of  the  adult  deaths  in  the 
United  States.  In  terms  of  national  health  priorities,  their 
prevention  and  control  must  be  considered  of  utmost  ur- 
gency. 

There  are  certain  risk  factors  that  are  prevalent  in  car- 
diovascular disease,  certain  cancers  and  strokes.  These 
factors  include  elevated  serum  cholesterol  levels,  cigarette 
smoking,  obesity,  hypertension,  poor  physical  fitness,  and 
a significant  medical  family  history.  Of  the  most  signifi- 
cant importance  is  the  fact  that  these  factors  can  not  only 
he  identified  through  studies  in  adults,  but  can  also  be 
identified  among  children.  Not  only  can  they  be  identi- 
fied, but  are  highly  prevalent.  There  seems  no  doubt  that 
the  roots  of  atherosclerosis,  certain  cancers,  and  strokes 
begin  in  childhood  and  many  of  the  roots  are  related  to 
personal  habits  and  styles  of  life.  In  view  of  the  fact  that 
adult  habits  are  notoriously  difficult  to  change,  the  com- 
mittee felt  it  proper  to  help  instill  proper  life  style  of  living 
in  the  school  age  population.  Surveys  show  that  only  45% 
of  American  adults  participate  in  physical  activity  and  that 
great  numbers  of  school  age  youngsters  are  also  in  the  same 
category. 

It  seemed  apparent  to  the  committee  that  the  best  ve- 
hicle for  a program  of  prevention  must  be  the  school  sys- 
tem. The  system  involves  not  only  the  children,  but  the 
parents,  educators  and  could  be  geared  to  teach  the  healthy 
life  style  concepts  which  are  essential  for  healthy  adult- 
hood. The  committee  felt  that  by  combining  screening  for 
disease  risk  factors  and  providing  innovative  learning  ac- 
tivities in  the  health  education  curriculum,  children  can 
be  motivated  to  assume  responsibility  for  their  own  future 
health  and  modify  their  life  styles  in  the  direction  of  re- 
duced risks  for  disease. 

In  order  to  accomplish  these  things  the  Committee  on 
Medical  Aspects  of  Sports  will  be  working  jointly  with  Dr. 
Normal  Schell  and  the  School  Health  Committee.  It 
seems  quite  obvious  that  our  school  population  has  poor 
dietary  habits,  is  under  exercised,  smokes  too  much,  drinks 
too  much,  and  pays  too  little  attention  to  family  medical 
history.  It  is  hoped  that  these  problems  can  be  properly 
addressed  in  future  scientific  meetings. 

8.  Athletic  Trainers.  Bill  2594  sponsored  by  State 
Senator  Ronald  Stafford  was  reviewed.  The  bill  deals  with 
the  licensure  of  athletic  trainers.  Certain  changes  were 
suggested  by  the  committee  and  were  forwarded  to  the 
office  of  Senator  Stafford. 
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9.  Medico-Legal  Ramifications  in  Sports  Medicine. 

The  importance  of  this  topic  in  view  of  the  recent  trends 
in  medical  liability  action  is  quite  obvious.  The  subject 
is  to  be  taken  up  in  future  meetings.  In  order  to  keep 
Medico-legal  actions  down  to  a minimum  it  appears  that 
certain  measures  should  be  taken.  It  seems  apparent  that 
the  team  physician  should  be  a good  local  doctor.  A pre- 
season physical  record  should  be  on  file.  It  should  be  a 
good  documentation  that  would  hold  up  in  court  and 
should  include  a sports  injury  history.  Injury  prevention 
programs  should  be  a part  of  every  sport.  Any  recognition 
of  injuries  is  important.  Rehabilitation  needs  to  be 
stressed  to  prevent  injuries.  Where  possible  a qualified 
athletic  trainer  should  be  available.  Special  problems  such 
as  over  zealous  coaches,  weight  control  programs,  certifi- 
cation, and  qualified  officials  should  all  be  closely  moni- 
tored. 

The  chairman  wishes  to  express  his  thanks  to  all  the 
members  of  the  committee  and  also  to  Dr.  Lawrence  for  his 
cooperation,  leadership,  and  guidance. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Medical  Aspects  of  Sports  be  filed. 
=> . . .The  report  of  the  Committee  on  Medical  Aspects  of 
Sports  was  FILED  . . . 

The  committee  has  been  informed  that  Bill  S-2594  to 
license  athletic  trainers  would,  among  other  things,  permit 
them  to  treat  athletic  injuries  without  physician  supervi- 
sion. Your  reference  committee  recommends  that  the 
Medical  Society  of  the  State  of  New  York  support  a bill  for 
certification  but  not  for  licensure  of  athletic  trainers. 

=»  . . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 


are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Joseph  Armenia,  M.D Erie 

Robert  S.  Bernstein,  M.D New  York 

Marshall  Clinton,  M.D Erie 

William  W.  Faloon,  M.D , Monroe 

Howard  Kolodny,  M.D Nassau 

Joel  J.  Schnure,  M.D Broome 

Edward  L.  Socolow,  M.D Westchester 

Harold  Zarowitz,  M.D Kings 

Ian  Porter,  M.D.,  Advisor  Albany 


The  telephone  conference  began  at  4:00  p.m.  on  Mon- 
day, May  7,  1979,  for  the  Committee  on  Metabolic  Dis- 
eases. 

Item  1:  The  committee  discussed  the  fact  that  Medi- 
caid refuses  to  pay  for  prescriptions  for  sugar  free  cough 
syrups,  even  though  prescribed  by  physicians,  because  they 
are  usually  “over  the  counter”  items. 

The  committee  recommended  that  MSSNY  adopt  the 
position  that  Medicaid  pay  for  such  preparations,  as  long 
as  they  are  ordered  by  a doctor’s  prescription.  The  Council 
disapproved  this  recommendation  at  the  June  21,  1979, 
meeting. 

Item  2:  Diabetes  testing  materials  are  paid  for  by 

Medicaid.  The  committee  recommended  that  MSSNY 
adopt  the  position  that  these  materials,  if  prescribed  by  a 
physician,  should  also  be  paid  for  by  other  insurance 
plans. 

Item  3:  The  committee  discussed  the  fact  that  Blue 
Cross  and  Blue  Shield  health  insurance  policy  cover 
medications  for  diabetics  but  not  needles  and  syringes. 
Syringes  for  diabetics  are  covered  under  Medicaid.  The 
committee  recommends  no  action  at  this  time. 

Item  4:  The  committee  discussed  the  fact  that  high 
protein  substances  are  still  being  marketed.  It  is  of  the 
opinion  that  these  are  contraindicated  for  the  purpose  of 
weight  reduction. 

The  committee  recommends  that  MSSNY  reiterate  its 
warning  that,  high  protein  formulae  should  not  be  used  in 
weight  reduction  programs.  This  recommendation  was 
approved  by  the  Council  on  June  21,  1979. 

Item  5:  The  committee  feels  that  the  home  testing 
blood  sugar  machines  can  be  very  helpful  especially  with 
juvenile  and  pregnant  diabetics,  but  should  be  used  under 
supervision  of  a physician.  The  committee  feels  that  at 
the  present  time  the  use  of  these  modalities  should  be 
limited  to  diabetic  centers  which  have  experience  with 
them. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Metabolic  Diseases  be  filed. 

=> . . .The  report  of  the  Committee  on  Metabolic  Diseases 
was  FILED  . . . 


Regarding  Item  2 of  the  report,  your  reference  committee 
wishes  to  point  out  that  it  is  not  logical  to  require  private 
insurance  companies  to  pay  for  diabetes  testing  materials 
simply  because  they  are  paid  for  by  Medicaid.  Therefore, 
your  reference  committee  recommends  that  this  portion 
of  the  report  of  the  Committee  on  Metabolic  Diseases  be 
disapproved. 

=»  . . .The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 
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PH EVENTI  \ E MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Nassau 

John  P.  Albanese,  M.D Bronx 

Thomas  S.  Bumbalo,  M.D Erie 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Stanley  L.  Erney,  M.D Broome 

Yehudi  Felman,  M.D New  York 

Jack  J.  Goldman,  M.D Westchester 

Leonard  L.  Heimoff,  M.D Bronx 

Russell  C.  Johnson,  M.D Orange 

Rudolph  H.  Steinharter,  M.D Nassau 

Richard  Rothenberg,  M.D.,  Advisor Albany 


Since  our  last  annual  report  the  committee  has  met 
twice  and  made  the  following  recommendations  which  were 
subsequently  approved  by  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York. 


1.  That  MSSNY  support  the  principle  that  smoking  in 
public  places  be  limited  to  certain  designated  areas. 

2.  That  MSSNY  urge  hospitals  to  remove  cigarette 
vending  machines  from  their  premises,  arguing  that 
they  are  totally  inconsistent  with  a hospital’s  mission 
to  protect  the  public  health. 

3.  That  MSSNY  support  the  bill  A-7664  “An  act  to 
amend  the  public  health  law  to  assure  fluoride  content 
of  all  public  water  supplies  where  practicable.” 

The  committee  also  voiced  the  opinion  that  a vaccine  for 
influenza  should  be  given  to  young  people  under  25  years 
of  age  and  adults  over  65.  Based  on  past  data,  split-virus 
vaccines  have  been  associated  with  fewer  side  effects  than 
whole-virus  vaccines  in  children. 

The  committee  recommended  that  an  organized  state- 
wide program  be  started  for  the  administration  of  split- 
virus  vaccine  to  young  people  under  25  and  adults  over 
65. 

The  Council  did  not  approve  the  proposal  that  MSSNY 
support  an  organized  statewide  program.  However,  it 
recommended  to  the  members  of  MSSNY  the  advisability 
of  administering  split -virus  vaccine  to  those  under  25  years 
of  age  and  those  over  65,  unless  appropriate  contraindi- 
cations exist  in  individual  circumstances. 

The  committee  discussed  nosocomial  infections  at  both 
meetings.  It  appears  that  some  of  the  decrease  in  mor- 
bidity and  mortality  due  to  nosocomial  infections  may  be 
attributable  to  the  effectiveness  of  nosocomial  infection 
control  committees  in  hospitals. 

The  committee  also  discussed,  at  length,  laws  requiring 
premarital  serological  testing  for  syphilis  and/or  gonorrhea. 
The  committee  passed  a motion  and  will  recommend  to  the 
Council  that  MSSNY  take  the  position  that  it  is  opposed 
to  any  law  and/or  legislation  which  requires  premarital 
serological  testing  for  syphilis  and/or  gonorrhea,  and  it  will 
also  recommend  that  MSSNY  stress  to  its  members  the 
importance  of  premarital  physical  examinations. 

Several  items  to  be  discussed  at  forthcoming  meetings 
of  the  committee  are  publication  in  the  New  York  State 
Journal  of  Medicine  of  a paper  stating  MSSNY’s  position 
on  influenza  vaccine,  the  content  of  the  vaccine,  and  a 
prediction  as  to  influenza  problems  for  the  coming  season; 


evaluation  of  functions  of  county  health  departments  and 
the  possible  development  of  a chicken  pox  vaccine. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  annual  report  of  the  Committee  on  Preventive 
Medicine  was  reviewed.  Your  reference  committee  noted 
that  the  portion  of  the  report  recommending  changes  in 
premarital  serologic  testing  requirements  was  referred  by 
the  Council  back  to  the  committee  for  further  study. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Preventive  Medicine  be  filed. 

=» . . .The  report  of  the  Committee  on  Preventive  Medicine 
was  FILED  . . . 


EO  HE  NS  1C  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Leslie  T.  Lukash,  M.D.,  Chairman Nassau 

Michael  M.  Baden,  M.D New  York 

Dominick  J.  DiMaio,  M.D Kings 

Judith  M.  Lehotay,  M.D Erie 

Henry  Siegel,  M.D Westchester 

Arthur  A.  Stein,  M.D Albany 

Robert  L.  Sullivan,  M.D Schenectady 

Sidney  B.  Weinberg,  M.D Suffolk 

Roger  Herdman,  M.D.,  Advisor  Albany 


The  Committee  on  Forensic  Medicine  respectively 
submits  this  report  to  the  Commissions  on  Public  Health 
and  Education.  The  committee  has  met  on  three  separate 
occasions  to  discuss  multiple  problems  presented  to  it  for 
consideration.  Specifically,  the  committee  addressed  itself 
to: 

1.  The  problem  of  pronouncements  of  death. 

2.  Upgrading  the  medico-legal  investigative  system  in 
the  State  of  New  York. 

3.  Resolving  the  problem  of  making  cornea  available  for 
transplants. 

4.  The  pending  legislat  ion  on  the  prohibition  of  autopsies 
in  Medical  Examiner  cases  by  certain  religious 
groups. 

Item  1.  The  committee  discussed  the  unavailability  of 
physicians  and  their  lack  of  cooperation  in  the  pro- 
nouncement of  death  in  those  instances  where  individuals 
die  suddenly  or  unexpectedly,  as  well  as  to  pronounce  and 
certify  death  in  their  own  patients.  The  problem  is  more 
acute  in  large  urban  and  suburban  areas  in  failure  to  co- 
operate with  the  Police  Department  in  making  pro- 
nouncements of  death.  There  is  nothing  in  the  State  Law 
mandating  that  only  a physician  can  pronounce  death. 
The  committee  recommends  that  legislation  be  passed  so 
as  to  designate  trained  individuals,  other  than  physicians, 
for  the  purpose  of  pronouncement  of  death,  i.e.  Advanced 
Emergency  Medical  Technicians  (EMT)  or  Medical  Ex- 
aminer Investigators.  The  committee  also  recommends 
an  educational  campaign  to  remind  physicians  of  their 
responsibility  both  to  the  family  of  the  deceased  and  to  the 
community  in  caring  for  the  dead. 
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Item  2.  The  committee  reinforced  its  conviction  to  as- 
sist till  counties  in  upgrading  the  medico-legal  investigative 
m to  investigate  those  deaths  not  wholly  due  to  nat- 
ural causes  and  normal  circumstances. 

Item  3.  The  committee  discussed  the  recently  enacted 
amendment  to  Chapter  169  of  the  Public  Health  Law  rel- 
ative to  providing  corneal  transplants  from  those  bodies 
under  the  jurisdiction  of  the  Coroner  or  Medical  Examiner. 
The  committee  feels  that  the  interested  Eye  Bank  should 
assume  the  responsibility  for  getting  authorization  from 
the  next  of  kin  rather  than  have  the  Coroner  or  Medical 
Examiner  obtain  the  authorization.  The  Eye  Bank  could 
then  work  in  concert  with  the  General  Hospital  or  Medical 
Centers  in  accomplishing  this  mission.  The  existing  law 
makes  provisions  for  the  Eye  Bank  to  assume  this  re- 
sponsibility. 

Item  4.  The  committee  discussed  in  depth  the  legisla- 
tion proposed  by  certain  religious  groups  to  hamper  the 
Medical  Examiner  in  the  execution  of  his  responsibility  in 
the  complete  investigation  of  sudden,  unexpected,  suspi- 
cious, and  violent  deaths.  The  committee  wishes  to  alert 
the  Medical  Society  of  this  serious  proposed  impediment 
and  the  deleterious  effect  it  will  have  on  the  Medical  Ex- 
aminer System.  The  Council  at  its  meeting  on  May  17, 
1979,  voted  to  oppose  the  proposed  legislation. 

The  committee  explored  the  potential  of  establishing  a 
consultative  office,  consisting  of  leading  Medical  Exam- 
iners, who  will  make  themselves  available  to  all  agencies 
interested  in  upgrading  the  Medical  Examiner  System  in 
the  State  of  New  York.  The  committee  will  continue  to 
explore  a system  of  making  available  an  Advisory  Com- 
mittee to  the  State. 

The  committee  also  recommends  the  principle  of  pro- 
tecting the  confidentiality  of  death  certificates  and  to  in- 
sure that  copies  be  only  released  to  the  nearest  of  kin.  This 
recommendation  was  approved  by  the  Council  on  May  17, 
1979. 

Respectively  submitted, 

Leslie  T.  Lukash,  M.D.,  Chairman 

==>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  annual  report  of  the  Committee  on  Forensic  Med- 
icine was  reviewed. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Forensic  Medicine  be  filed. 

=> . . .The  report  of  the  Committee  on  Forensic  Medicine 
was  FILED  . . . 

Your  reference  committee  is  in  complete  agreement  with 
the  committee  in  its  concern  about  the  lack  of  availability 
of  physicians  in  the  pronouncement  of  death  in  those  in- 
stances where  individuals  die  suddenly  or  unexpectedly. 
However,  the  way  to  resolve  this  problem  is  not  for  physi- 
cians to  abdicate  their  responsibilities.  We  recommend 
that  MSSNY  oppose  legislation  which  would  designate 
individuals  other  than  physicians  to  pronounce  death. 

Your  reference  committee  recommends  that  the  Medical 
Society  of  the  St  ate  of  New  York  remind  physicians  of  their 
responsibilities  both  to  the  family  of  the  deceased  and  to 
the  community  in  caring  for  the  dead,  and  that  this  be 
published  in  MSSNY’s  publications. 

=>  . . .'The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


INFORMATION  TECHNOLOGY  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Information  Tech- 


nology in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Mr.  Joseph  Bonacci,  Advisor Albany 


The  committee  met  on  September  20,  1978,  November 
8,  1978,  and  February  14,  1979.  As  with  most  new  tech- 
nologies, the  application  of  computers  in  medical  care  can 
produce  detrimental  as  well  as  beneficial  effects.  The 
potential  ease  with  which  computer  files  can  provide  per- 
sonal health  information  has  evoked  considerable  anxiety. 
There  have  been  a few  instances  where  disclosures  have 
threatened  to  interfere  with  the  exchange  of  confidential 
information  between  the  physician  and  patient.  The 
committee  again  focused  its  attention  on  this  issue  of 
confidentiality  and  also  undertook  a computer-use  edu- 
cation program  for  physicians. 

Working  on  the  premise  that  computers  can  improve  the 
business  and  professional  aspects  of  office  practice,  we  are 
developing  an  education  program  for  practicing  physicians 
and  their  staffs. 

The  staff  of  the  MSSNY  Division  of  Scientific  Activities 
has  assisted  by  collecting  suitable  data  processing  educa- 
tional material  from  other  societies.  We  are  also  investi- 
gating, with  the  MSSNY  Director  of  the  Division  of  Com- 
munications, the  possibility  of  introducing  a short  com- 
puter education  program  into  the  existing,  comprehensive 
programs  for  office  practitioners  sponsored  by  the  Division. 
We  will  survey  New  York  State  physicians  to  ascertain 
their  interest  in  the  use  of  computers  for  office  practice.  If 
response  to  the  survey  is  favorable,  members  of  the  com- 
mittee will  invite  experts  in  the  field  of  office  practice 
computers  to  contribute  to  the  program. 

The  Council  referred  to  our  committee  Resolution  78-65, 
adopted  by  the  House  of  Delegates  in  October,  1978.  The 
resolution  opposes  the  identification  of  patient  or  physician 
by  name  or  social  security  number  in  information  supplied 
by  hospitals  to  the  Office  of  Health  Systems  Management 
(OHSM)  of  the  State  Healt  h Department  for  its  proposed 
Statewide  Planning  and  Research  Cooperative  System 
(SPARCS).  The  Health  Department  requires  specific 
data  for  financial  studies,  rate  setting,  fraud  surveillance, 
health  planning  resource  allocations,  epidemiological 
studies  and  health  care  research.  The  Health  Department 
and  the  Medical  Society  both  recognize  that  the  benefits 
from  the  proposed  SPARCS  system  must  be  measured 
against  the  risks  of  jeopardizing  the  confidential  physi- 
cian-patient relationship. 

Thanks  to  the  efforts  of  members  of  this  committee,  and 
of  associates  in  the  legal  and  other  health  professions,  the 
OHSM  has  removed  from  its  proposed  regulations  the  in- 
clusion of  the  physician’s  and  patient’s  name  and  social 
security  number  in  the  planned  computer-stored  file  re- 
quired by  SPARCS. 

The  decision  to  remove  identifiers  was  supported  by 
deliberations  of  the  Legal  Issues  Committee  of  the  OHSM, 
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communications  from  the  Federal  Government,  and  cor- 
respondence between  the  Director  of  the  MSSNY  Division 
of  Scientific  Activities  and  the  Director  of  OHSM.  We  will 
continue  to  monitor  those  policies  and  procedures  which 
may  adversely  affect  the  doctor-patient  relationship.  In 
the  meantime,  we  have  urged  physicians  (editorial, 
MSSNY  Journal  — .June,  1978)  to  protect  their  patient’s 
privacy. 

Our  committee  is  represented  on  the  recently  formed 
New  York  State  Association  for  Confidentiality  of  Health 
Data,  Inc.  This  Association  will  develop  standards  for 
protection  of  confidential  information  in  Health  Data 
Centers  and  will  publicize  the  importance  of  the  medical 
record. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education : The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

The  reference  committee  reviewed  the  annual  report. 
The  members  of  the  House  of  Delegates  should  be  aware 
that  the  State  Health  Department  is  collecting  complete 
discharge  data  on  all  patients  in  all  hospitals  in  the  State- 
wide Planning  and  Research  Cooperative  System 
(SPARCS).  The  material  to  be  compiled  will  have  suffi- 
cient identifiers  to  enable  identification  of  both  physician 
and  patient. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Information  Technology  in  Medicine 
be  filed. 

==*  . . .The  report  of  the  Committee  on  Information 
Technology  in  Medicine  was  FILED  . . . 


-t^esolution  79-18,  Health  Coordinator  in  Elemen- 
tary Schools 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  leading  causes  of  death  in  the  United  States 
today;  i.e.,  heart  disease,  cancer,  and  accidents,  are 
closely  linked  to  life  style;  and 

Whereas,  Behavior  patterns  comprising  life  style  are  de- 
veloped early  in  life;  and 

Whereas,  The  elementary  school  experience  presents  a 
unique  opportunity  to  encourage  the  adoption  of  be- 
havior patterns  conducive  to  a healthful  life  style; 
and 

Whereas,  It  is  incumbent  on  health  professionals,  partic- 
ularly physicians,  to  play  an  active  role  in  encouraging 
the  adoption  of  such  a healthful  life  style;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  strongly  recommend  to  the  Education  Depart- 
ment of  the  State  of  New  York  that  the  position  of 
health  coordinator  be  restored  in  each  school  district, 
and  that  this  health  coordinator  be  responsible  for 


initiating  and  implementing  health  education  pro- 
grams in  the  elementary  schools  in  the  district  to 
which  he  or  she  is  assigned. 


=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

=»  Your  reference  committee  recommends  that  Resolution 
79-18  be  adopted. 

==» . . .The  House  voted  to  ADOPT  Resolution  79-18  . . . 


f^esolution  79-9,  Voluntary  Accreditation  Program 
for  Medical  Data  Centers 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Computer  technology  has  the  proven  capability 
to  contribute  to  patient  care,  to  increase  effective 
communication  within  the  health  care  system,  and  to 
reduce  the  cost  of  data  handling,  as  reflected  by  the 
recent  proliferation  of  computerized  operations  han- 
dling medical  data;  and 

Whereas,  Clinical  medicine  recognizes  the  justifiable  in- 
terest of  the  insurance  carriers  and  health  care  agen- 
cies to  obtain  certain  data  concerning  the  need,  cost, 
and  quality  of  health  care;  and 

Whereas,  Since  medical  data  originate  in  the  context  of  the 
confidential  relationship  and  trust  between  patient 
and  physician,  the  physician  is  ethically  responsible 
for  protecting  sensitive  medical  information;  and 

Whereas,  Three  years  ago,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  approved 
Resolution  76-57,  proposing  a statewide  program  for 
voluntary  accreditation  of  those  computerized  data 
centers  which  handle  identified  medical  data,  to  be 
given  on  the  basis  of  adequacy  of  safeguards  for  con- 
fidentiality; and 

Whereas,  The  representatives  of  the  Medical  Society  of 
the  State  of  New  York,  the  New  York  State  Dental 
Society,  the  New  York  State  Nurses  Association,  the 
Medical  Record  Association  of  New  York  State,  and 
the  New  York  State  Chapter  of  Social  Workers  have 
recently  completed  the  formation  of  a not-for-profit 
corporation  to  implement  the  House  of  Delegates’ 
decision  for  a voluntary  accreditation  program;  and 

Whereas,  During  the  first  self-organizing  period  this  New 
York  State  Association  for  Confidentiality  of  Health 
Data,  Inc.,  is  in  need  of  financial  support;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  shall  provide  financial  support  for  the  imple- 
mentation of  the  voluntary  accreditation  program  by 
the  New  York  State  Association  for  Confidentiality 
of  Health  Data,  Inc. 

Fiscal  Note:  $25,000  over  a period  of  two  years. 


=>  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 
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Because  of  the  fact  that  the  purposes  of  these  funds  have 
not  been  thoroughly  identified,  your  reference  committee 
recommends  that  this  resolution  be  referred  to  the  Council 

for  its  consideration. 

==> . . .The  House  voted  to  REFER  Resolution  79-9  to  the 
Council  . . . 

I^esolution  79-10,  Legislation  of  Medical  Data 
Centers 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  In  the  State  of  New  York  the  number  of  com- 
puter-based operations  handling  identified  clinical 
information  is  rapidly  growing;  and 
Whereas,  Many  computer-based  data  centers  operate 
unrestrained  by  clinical  medicine;  and 
Whereas,  Physicians  are  legally  responsible  for  the  data 
protection  system  and  data  access  policies  of  those 
data  centers  which  handle  sensitive  medical  data; 
and 

Whereas,  The  rapid  development  of  computerized  health 
data  systems  without  carefully  designed  safeguards 
to  protect  the  privacy  of  patients  poses  a clear  and 
present  danger  to  the  practice  of  medicine  consistent 
with  fundamental  principles  of  human  dignity; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York,  as  a member  organization,  shall  strongly  support 
the  medical  data  center  accreditation  program 
launched  by  the  New  York  State  Association  for 
Confidentiality  of  Health  Data,  Inc.;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  strongly  encourage  its  members  to  transmit 
medical  data  only  to  such  data  centers  as  have  vol- 
unteered for  accreditation  by  the  New  York  State 
Association  for  Confidentiality  of  Health  Data,  Inc.; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  shall  initiate  the  necessary  legislative  measures 
to  establish  adequate  safeguards  to  protect  patient 
privacy  in  the  creation  and  operation  of  computerized 
health  data  systems,  and  to  develop  an  effective  ac- 
creditation program  for  those  data  centers  which 
handle  confidential  medical  data. 


=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

Because  of  its  close  relationship  to  Resolution  79-9,  your 
reference  committee  recommends  that  Resolution  79-10 
be  referred  to  the  Council. 

=> . . .The  House  voted  to  REFER  Resolution  79-10  to  the 
Council  . . . 


I^esolution  79-34,  Continuing  Medical  Education 
Credits 

Introduced  by  Sixth  District  Branch 
Whereas,  Many  practicing  physicians  participate  as  part 
time  or  voluntary  clinical  faculty  in  the  education  of 
medical  students  and  resident  physicians;  and 
Whereas,  This  activity  requires  extensive  preparation  time 
and  contact  time  with  students;  and 
Whereas,  Such  activity  constitutes,  by  virtue  of  inter- 
change of  ideas  and  sharing  of  knowledge,  a high  order 
of  physician  education;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge,  petition,  and  encourage  the  American 
Medical  Association  to  recognize  instruction  of  med- 
ical students  and  resident  physicians  by  part  time 
voluntary  clinical  faculty,  by  changing  credits  earned 
in  medical  education  teaching  activities  from  Category 
III  to  Category  I under  a rigidly  monitored  system;  and 
be  it  further 

Resolved,  That  confirmation  of  assignment  of  CME 
Category  I credits  for  teaching  shall  be  the  responsi- 
bility of  an  appropriate  New  York  State  approved 
accrediting  agency,  and  a system  of  assignment  be 
developed  in  order  to  encourage  participation  in  for- 
mal teaching  programs  by  practicing  physicians  with 
suitable  abilities. 


=»  Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
Elizabeth  A.  Goessel,  M.D.,  Chairman. 

Your  reference  committee  has  considered  Resolution 
79-34  and  wishes  to  present  the  following  substitute  reso- 
lution: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge,  petition,  and  encourage  the  American 
Medical  Association  to  recognize  instruction  of  med- 
ical students  and  resident  physicians  by  part  time 
voluntary  clinical  faculty,  by  changing  credits  earned 
in  medical  education  teaching  activities  from  Category 
III  to  Category  I under  a rigidly  monitored  system;  and 
be  it  further 

Resolved,  That  the  New  York  Delegation  to  the  American 
Medical  Association  introduce  a resolution  to  that 
effect  at  the  AMA  Interim  Meeting  in  December, 
1979. 


=>  Your  reference  committee  recommends  that  the  sub- 
stitute resolution  be  adopted  in  lieu  of  Resolution  79-34. 
=> . . .The  House  voted  to  ADOPT  the  substitute  resolu- 
tion in  lieu  of  Resolution  79-34  . . . 

=>  . . .The  House  voted  to  ACCEPT  the  reference  com- 
mittee report  as  acted  upon  by  the  House  . . . 
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MEDICAL  SERVICES 


HEALTH  MANPOWER  AND  RURAL 
MEDICAL  SER  MCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
and  Rural  Medical  Service  are  as  follows: 


Donald  Bidwell,  M.D.,  Chairman  Seneca 

Stephen  W.  Blatchly,  M.D.,  Vice-Chairman 

Tompkins 

Edward  A.  Barrett,  M.D Orleans 

Frank  A.  Baumann,  M.D Broome 

Lester  J.  Candela,  M.D Nassau 

Thomas  E.  Cardillo,  M.D Monroe 

Ernest  H.  Carhart,  M.D Onondaga 

John  Carthy,  M.D St.  Lawrence 

Eusen  Cho,  M.D Livingston 

Russell  C.  Johnson,  M.D Orange 

David  Kaplan,  M.D Chemung 

Herbert  A.  Laughlin,  M.D Chautauqua 

Jeffrey  Sneider,  M.D Onondaga 

Glenn  W.  Tymeson,  M.D Broome 

Leonard  Weitzman,  M.D Suffolk 


The  scheduled  meeting  of  this  committee  was  can- 
celled because  the  main  item  for  its  consideration,  a de- 
mographic study  of  physicians  in  New  York  State  de- 
pended on  utilizing  the  MSSNY  computer  which  was  then 
not  available.  The  MSSNY  Division  of  Computer  Systems 
and  Services  is  in  the  process  of  a major  reorganization. 
The  meeting  of  the  committee  was  deferred  until  the 
computer  system  again  becomes  operational. 

Respectfully  submitted, 

Donald  Bidwell.  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Health  Manpower  and  Rural  Medical 
Service  be  filed. 

=* . . . The  report  of  the  Committee  on  Health  Manpower 
and  Rural  Medical  Service  was  FILED  . . . 


HEALTH  SYSTEMS  AGENCY 
COORDINATING  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Health  Systems  Agency  Coordi- 


nating Committee  are  as  follows: 

Charles  Weller,  M.D.,  Chairman  Westchester 

Gerald  J.  E.  Ansell,  M.D «. Broome 

Samuel  M.  Gelfand,  M.D Nassau 

John  C.  Herrman,  M.D Lewis 

David  L.  Koch,  M.D Seneca 

Bruce  F.  Middendorf,  M.D Erie 

Robert  J.  O’Connor,  M.D Richmond 

Thomas  D.  Pemrick,  M.D Rensselaer 

Kenneth  H.  Eckhert,  M.D.,  Advisor  Erie 

Morton  Kurtz,  M.D.,  Advisor  Queens 


The  committee  has  met  once  since  the  last  annual  re- 
port. 

Confidentiality.  The  Council  approved  this  com- 
mittee’s recommendation  which  read  as  follows: 

"HSAs  should  not  request  from  PSROs  and  PSROs 
should  not  be  required  to  release  data  from  which  indi- 
vidual patients  can  be  identified  or  findings  or  reviews 
of  the  quality  of  care  provided  by  individual  physicians 
or  within  specific  institutions.  But  PSROs  should  be 
allowed  to  release  information  on  the  quality  of  care  in 
individual  institutions  where  they  judge  that  it  is  nec- 
essary to  do  so  for  their  purposes.” 

New  regulations  proposed  by  the  New  York  State  De- 
partment of  Health  might  be  direct  conflict  with  the  po- 
sition expressed  above.  Proposed  regulation  405.30  al- 
lowing the  release  of  Individual  Stay  Data,  which  contains 
both  individual  patient  and  physician  identifiers,  upon 
request  subject  to  approval  by  the  Data  Protection  Review 
Board,  was  noted  with  great  concern.  The  Data  Protection 
Review  Board,  as  proposed  in  the  new  regulations,  will  be 
composed  mostly  of  lay  people  and  does  not  provide  for  any 
input  by  physicians  or  other  providers  of  medical  care. 
The  proposed  regulations  were  also  reviewed  by  the 
MSSNY  PSRO  Committee  and  the  Statewide  PSR 
Council. 

The  committee  unanimously  moved  to  recommend  to 
the  MSSNY  Council  that  it  seek  amendment  of  the  pro- 
posed new  regulations  to  establish  professional  advisory 
boards  for  each  of  the  affected  professions.  The  Board  for 
Medicine  should  include  two  persons  representing  the  New 
York  Statewide  Professional  Review  Council,  two  repre- 
senting organized  medicine,  two  representing  the  Associ- 
ation of  Medical  Schools  of  the  State  of  New  York,  one 
representing  the  State  Department  of  Health,  and  one 
representing  the  New'  York  State  Osteopathic  Society. 

The  Council  was  of  the  opinion  that  the  regulations 
breached  the  basic  concept  of  individual  confidentiality 
and  should  not  be  tolerated.  It  moved  to  refer  the  matter 
to  Counsel  to  explore  legal  steps  the  MSSNY  can  take  to 
protect  the  principle  of  confidentiality. 

Proposed  State  Health  Plan.  The  proposed  State 
Health  Plan  released  by  the  New  York  State  Health 
Planning  Commission  was  reviewed  with  particular  at- 
tention to  the  following  recommendations: 

a.  The  elimination  of  7700  acute  care  hospital  beds  by 
1984. 

b.  The  reduction  of  Medicaid  reimbursement  to  medical 
schools  and  teaching  hospitals  which  have  a prepon- 
derance of  specialty  residents  and  increased  reim- 
bursements to  those  medical  schools  and  teaching 
hospitals  rendering  primary  care. 

c.  The  reduction  in  the  training  program  of  specialists 
considered  in  over  supply. 

d.  More  restrictive  hospital  Certificate  of  Need  provi- 
sions. 

The  time  interval  between  the  release  of  the  1200  page 
document  and  the  public  hearings  held  last  April  2-10, 
1979,  was  insufficient  to  permit  an  indepth  study  in  order 
to  make  an  effective  response. 
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The  c mmittee  commended  the  position  communicated 
by  George  T.  C.  Way,  M.D.,  President  of  the  MSSNY,  in 
his  presentation  to  the  State  Health  Coordinating  Council 
meeting  held  in  New  York  City  on  April  10,  1979. 

HMO/IPA  Program.  Presentation  by  Charles  Weller, 
M.D.,  and  Anthony  J.  Mahler,  Project  Director  of  the 
Westchester  Health  Care  Foundation. 

The  presentation,  essentially  the  same  as  that  made  to 
the  MSSNY  Socioeconomics  Committee  is  covered  in  the 
annual  report  of  that  committee  and  will  not  be  repeated 
here. 

The  committee  unanimously  passed,  and  the  Council 
approved  the  following  resolution: 

Whereas,  The  Federal  government  is  fostering  the  devel- 
opment of  HMOs;  and 

Whereas,  Industry,  hospitals,  entrepreneurs,  politicians, 
and  others  are  developing  HMOs  in  their  communi- 
ties; and 

Whereas,  Health  planning  agencies  are  recommending  the 
development  of  HMOs  as  an  alternative  to  the  con- 
ventional systems;  and 

Whereas,  The  development  of  physician  sponsored  fee- 
for-service  type  of  individual  practice  associations 
(IPA)  are  being  explored  as  an  alternative  method  of 
health  care  delivery;  and 

Whereas,  County  medical  societies  are  beginning  to  de- 
velop this  type  of  program;  now  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  encourage  county  medical  societies  to  study  the 
development  of  individual  practice  associations  as  one 
possible  alternative  method  of  health  care  delivery; 
and  be  it  further 

Resolved,  That  the  MSSNY  develop  a mechanism  to  aid 
the  county  medical  societies  in  this  effort. 

Throughout  the  year  there  is  routine  communication  and 
dissemination  of  information  and  data  relative  to  HSA 
matters,  with  involvement  of  committee  members  as  re- 
quired. 

The  chairman  wishes  to  extend  his  personal  thanks  to 
the  members  of  the  committee  for  their  efforts  during  the 
past  year  and  also  to  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  for  his  untiring  efforts  on 
behalf  of  the  committee  and  also  to  Mr.  William  D.  Brainin, 
Associate  Director  of  the  Division,  and  Alice  E.  Wheeler, 
Administrative  Assistant  for  their  efforts. 

Respectfully  submitted: 

Charles  Weller,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Health  Systems  Agency  Coordinating  Committee 
be  filed. 

=» . . . The  report  of  the  Health  Systems  Agency  Coordi- 
nating Committee  was  FILED  . . . 


INTERSPECIA  LTY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Interspecialty  are  as 
follows: 


Donald  W.  Hall,  M.D.,  Chairman  Erie 

Herbert  Lansky,  M.D.,  Vice-Chairman  Erie 

Harold  E.  Berson,  M.D Kings 

Philip  C.  Bonanno,  M.D Westchester 

Stephen  Burstein,  M.D Nassau 

Irwin  Frank,  M.D Monroe 

Irwin  Gribetz,  M.D New  York 

Bernard  Jacobs,  M.D New  York 

Norman  B.  Kanof,  M.D New  York 

Roger  S.  Kaufman,  M.D Onondaga 

Robert  Kohn,  M.D Erie 

Norman  R.  Loomis,  M.D Wayne 

Theodore  C.  Max,  M.D Oneida 

Robert  Mickatavage,  M.D Westchester 

Victor  A.  Panaro,  M.D Erie 

Asa  Ruskin,  M.D Kings 

Edward  C.  Sinnott,  M.D Nassau 


Three  formal  meetings  were  held  during  the  past  year. 


I^/esolution  78-34,  Certificate  of  Need  Require- 
ment 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  shall  adopt  the  policy  that  no  Certificate  of  Need 
relative  to  the  private  physician’s  office  shall  be  re- 
quired. 

It  was  noted  that  the  position  of  the  MSSNY  has  always 
been  consistent  with  the  resolution  and  that  it  will  continue 
to  oppose  the  imposition  of  CON  restrictions  in  a private 
physician’s  office. 


JEvesolution  78-28,  Medical  Society  of  the  State  of 
New  York  to  Represent  the  Medical  Profession 
as  a Whole  in  Negotiating  with  the  Workers’ 
Compensation  Board 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  reaffirm  that  it  represents  the  medical  profession 
as  a whole  in  negotiating  with  the  Workers’  Compen- 
sation Board. 

Although  the  House  of  Delegates  adopted  the  resolution 
in  1978,  there  was  considerable  discussion  whether  spe- 
cialty societies  had  sufficient  input  into  the  negotiations 
that  the  MSSNY  conducts  with  the  Workers’  Compensa- 
tion Board.  The  Interspecialty  Committee  was  formed  to 
afford  a direct  avenue  of  communication  between  the 
specialty  societies  and  the  MSSNY  Council  and  all  the 
activities  of  the  MSSNY  Workers’  Compensation  and 
Occupational  Health  Committee  that  affect  the  specialty 
groups  in  any  manner  are  always  brought  to  the  attention 
of  the  Interspecialty  Committee.  There  has  in  fact  been 
a ready  referral  of  topics  between  these  two  committees. 
Opinions  were  expressed  that  the  above  mechanisms  have 
not  been  as  effective  as  they  should  be. 

A recommendation  was  made  to  the  Council  that  a 
member  of  each  specialty  society  represented  on  the  In- 
terspecialty Committee  be  appointed  to  the  MSSNY 
Workers’  Compensation  and  Occupational  Health  Com- 
mittee, and  that  membership  on  the  Workers’  Compen- 
sation and  Occupational  Health  Committee  be  such  that 
there  not  be  more  than  one  member  from  any  one  specialty 
appointed  to  that  committee. 
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However,  when  these  recommendations  were  discussed 
by  the  Workers’  Compensation  and  Occupational  Health 
Committee,  it  was  recommended  to  the  Council  that 
committees,  including  the  Workers’  Compensation  and 
Occupational  Health,  continue  to  be  constituted  as  in  the 
past  and  the  Council  on  January  18,  1979,  approved  this 
latter  recommendation. 

The  WC  Committee  was  of  the  opinion  that  committee 
members  have  been  appointed  by  the  MSSNY  presidents 
with  a view  to  geographic  representation  and  county 
medical  society  recommendations  so  that  appointees  re- 
flect the  opinions  of  the  area  from  which  they  come,  as  well 
as  their  knowledge  of,  and  interest  in,  the  matters  with 
which  the  committees  deal.  The  concept  has  always  been 
that  committee  members  do  not  represent  the  interests  of 
a particular  specialty  to  which  they  may  belong  but  rather 
the  medical  interests  of  the  State  as  a whole.  Physicians 
who  represent  the  MSSNY  in  dealing  with  groups  outside 
the  Society,  such  as  those  sitting  on  the  Workers’  Com- 
pensation Board  Advisory  Committee,  present  the  views 
of  the  MSSNY  and  not  their  own  personal  opinions. 

Alternate  Committee  Members.  The  alternates,  as 
the  regular  members  of  this  committee,  must  be  members 
of  the  MSSNY  as  well  as  of  their  respective,  specialty  so- 
cieties. It  is  also  desirable  that  the  alternates  as  well  as  the 
regular  members  be  either  on  their  respective  Boards  of 
Directors  or  have  direct  input.  Expenses  for  participation 
on  this  committee  will  be  limited  to  one  member  of  the 
individual  specialty  society.  If  both  a designated  member 
and  an  alternate  attend,  expenses  for  the  designated 
member  only  will  be  paid. 

The  AMA  and  the  Chiropractors  Suit.  The  various 
ramificat  ions  of  the  suit  and  the  AMA  consent  agreement 
were  discussed.  It  was  recommended  that  the  MSSNY 
delegate  to  the  AMA  be  informed  that  the  specialty  so- 
cieties represented  on  the  Interspecialty  Committee  oppose 
the  AMA  settlement  agreement  in  the  Pennsylvania  case 
and  recommend  that  the  MSSNY  do  likewise.  It  was  also 
recommended  that  the  MSSNY  register  its  opposition  to 
any  change  in  the  AMA’s  Code  of  Ethics.  These  recom- 
mendations were  communicated  to  the  MSSNY  AMA 
delegates  by  the  Executive  Vice-President. 

Status  of  No-Fault  Litigation.  On  November  1,  1978, 
the  MSSNY  suit  was  once  again  postponed  by  the  Court, 
with  no  future  date  set.  The  representatives  of  the  or- 
thopaedists, neurosurgeons,  anesthesiologists,  and  physi- 
atrists  stated  that,  although  their  Societies  are  parties  to 
the  MSSNY  suit,  to  date  they  have  received  no  commu- 
nications from  the  attorneys  representing  the  MSSNY.  It 
was  suggested  that  there  be  ongoing  communications  be- 
tween the  MSSNY  legal  counsel  and  the  respective  so- 
cieties. This  has  taken  place. 

The  basic  issue  in  the  no-fault  suit  is  one  that  would 
affect  the  profession  nationally.  Dr.  Sammons  of  the  AMA 
expressed  an  interest  in  the  AMA  being  informed  and  in- 
volved in  the  matter,  and  that  the  MSSNY  should  establish 
early  contact  with  the  AMA  in  this  regard.  It  was  recom- 
mended that  the  MSSNY  Council  be  urged  to  seek  the 
AMA’s  active  participation  in  the  suit  challenging  the  New 
York  State  No-Fault  Amendments,  and  have  the  AMA 
Counsel  involved  in  the  action  was  approved.  This  too  has 
been  effected. 

MSSNY'  Annual  Conference  on  Legislation.  The 

specialty  societies  were  well  represented  both  in  number 
and  quality  at  the  combined  meeting  of  the  Legislation 
Committee.  Those  societies  which  did  not  have  repre- 
sentatives present  were  urged  to  address  this  deficiency  if 


they  are  to  have  input  into  the  ever  increasing  legislation 
that  so  vitally  affects  the  practice  of  medicine. 

Cosmetic  Surgery.  The  representative  of  the  specialty 
of  Plastic  and  Reconstructive  Surgery  related  the  problem 
concerning  Item  75  in  the  New'  York  State  Hospital  Utili- 
zation Review  Controls  where,  included  in  the  definition 
of  misutilization  and,  therefore,  not  payable,  is  “cosmetic 
surgery  which  was  not  medically  necessary”  and  is  appli- 
cable to  “all  hospitalized  patients  regardless  of  financial 
sponsorship  of  the  patients.”  Although  this  has  not  been 
known  to  have  been  implemented  and  has  not  yet  pre- 
sented a problem  in  any  hospital,  it  could  at  any  given  time 
be  enforced  and  result  in  a denial  of  benefits  to  private 
patients  in  the  hospital  for  cosmetic  surgery.  After  dis- 
cussion the  matter  was  referred  to  the  MSSNY  PSRO 
Committee. 

Physical  Therapy  Legislation.  The  representative 
of  the  Society  of  Physical  Medicine  and  Rehabilitation 
explained  the  problem  of  physical  therapists  attempting 
to  extend  their  activit  ies  beyond  the  scope  of  their  training. 
He  noted  that  the  legislature  now  has  two  bills  before 
it  — one  concerning  the  issuance  of  doctorates  in  physical 
therapy  based  on  experience  in  the  field  plus  some  unde- 
termined number  of  professional  courses;  the  second  ex- 
tending the  scope  of  their  practice  beyond  their  training. 
He  requested  support  by  submission  of  position  papers 
from  the  other  specialties  opposing  the  two  bills  now  before 
the  State  Legislature. 

Psychiatric  Services  Under  Medicaid.  The  repre- 
sentative of  the  Psychiatric  Association  informed  the 
committee  of  a policy  on  Medicaid  adopted  by  his  organi- 
zation which  reads  as  follows: 

NEW  YORK  STATE  PSYCHIATRIC 
ASSOCIATION 

COMMITTEE  ON  MEDICAID  POLICY 
RESOLUTION 

The  New  York  State  Psychiatric  Association  Council 
of  District  Branches  endorses  the  policy  principles  rec- 
ommended by  the  Committee  on  Medicaid  with  respect 
to  rules  and  regulations  governing  the  delivery  of  psy- 
chiatric services  under  the  Medicaid  Plan  of  New 
York; 

a)  That  rules  and  regulations  shall  not  serve  to  dis- 
criminate against  psychiatric  patients  by  inhibiting  or 
impeding  the  delivery  of  quality  psychiatric  services; 

b)  That  rules  and  regulations  shall  not  serve  to  dis- 
courage participation  by  private  practitioners  of  psy- 
chiatry, nor  cause  Medicaid  patients  to  be  treated  dif- 
ferently from  the  commonly  accepted  standards  of 
psychiatric  practice; 

c)  That  review  authority,  including  the  establishment 
of  standards  or  criteria  as  necessary  for  review,  be  vested 
with  PSRO  or  equivalent  professional  groups  that  are 
willing  to  accept  this  responsibility; 

d)  That  review  procedures  to  be  developed  under 
PSRO  auspices  include  appropriate  input  from  the 
profession,  and  be  consistent  with  review  procedures  for 
other  medical  specialties,  to  be  implemented  at  such 
time  as  such  review  applies  to  other  medical  services; 

e)  That  any  review  procedure  should  not  serve  to  favor 
nor  discriminate  against  psychiatric  services  or  practi- 
tioners on  the  basis  of  setting,  be  it  clinic,  group,  or  in- 
dividual practice  under  voluntary,  governmental,  or 
private  auspices. 

It  was  recommended  that  the  MSSNY  Council  endorse 
this  policy  statement  and  this  was  done  on  February  22, 
1979,  and  later  reaffirmed. 
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Also  endorsed  was  the  New  York  State  Psychiatric  As- 
sociate : position  on  the  Department  of  HEW  policy  which 
states  that  Medicaid  programs  must  cover  required  ser- 
vices, which  includes  physicians  services,  defined  as  “those 
services  provided  within  the  scope  of  practice  of  his  pro- 
fession as  defined  by  State  law,  by  or  under  the  personal 
supervision  of  an  individual  licensed  under  the  State  law 
to  practice  medicine  or  osteopathy.” 

The  representative  of  Psychiatry  informed  the  com- 
mittee of  the  status  of  the  proposed  suit  against  the  New 
York  State  Department  of  Social  Services  concerning  the 
prior  approval  regulations  for  psychiatrists  treating 
Medicaid  patients  in  a private  office  setting. 

Joint  Meeting  of  Interspecialty  Committee  and 
Workers’  Compensation  and  Occupational  Health 
Committee.  At  the  joint  meeting  of  the  Interspecialty 
Committee  and  the  Workers’  Compensation  and  Occu- 
pational Health  Committee  the  interim  increase  of  7% 
overall  proposed  by  the  Chairman  of  the  Workers’  Com- 
pensation Board  was  the  main  topic  of  the  meet  ing  and  it 
was  recommended  that  this  be  an  across  the  board  increase, 
applying  equally  to  the  five  sections  of  the  schedule.  (See 
report  of  WC  Committee  for  details.) 

Other  topics  discussed  concerned  the  updating  of  ter- 
minology in  the  WCB  Medical  Fee  Schedule,  the  new 
definitions  of  types  of  office  visits,  the  inclusion  of  Family 
Physicians  in  the  same  section  as  all  other  specialists  with 
their  scope  to  be  that  of  internal  medicine,  adequate  pay- 
ment for  intensive  care,  and  the  request  that  each  specialty 
review  the  relativity  within  its  specialty  to  correct  inequi- 
ties. (See  Annual  Report  of  the  Workers’  Compensation 
& Occupational  Health  Committee.) 

Bronchoscopy  Medicare  Reimbursement  by  Car- 
rier. The  question  of  the  disparity  in  fees  between  In- 
ternists and  Thoracic  Surgeons  for  this  procedure  was 
noted  with  the  referral  of  this  question  by  the  MSSNY 
Council  to  this  committee  for  consideration.  Discussion 
concerning  the  differences  between  rigid  bronchoscopy, 
generally  performed  by  thoracic  surgeons,  and  fiberoptic 
bronchoscopy,  performed  by  most  internists,  led  to  the 
conclusion  that  a higher  relativity  should  be  assigned  to  the 
rigid  bronchoscopy  procedure,  due  to  the  complexity  of  the 
process.  It  was  decided  that  this  might  be  one  of  the  topics 
that  should  be  addressed  in  the  reevaluation  of  the 
MSSNY  relativity  studies  to  reflect  the  basic  differ- 
ences. 

MSSNY  Bylaws  — Revision  Concerning  Sections. 

I’he  division  director  called  attention  to  the  proposed 
change  in  the  Bylaws  of  the  MSSNY  with  the  separation 
of  the  scientific  and  business  sections  in  1980.  The  pro- 
posed change  would  assign  the  sections  to  the  individual 
specialty  societies,  each  of  which  would  t hen  select  its  own 
officers  as  well  as  delegates. 

American  College  of  Obstetrics  & Gynecology  and 
American  Academy  of  Family  Physicians  Recom- 
mendations. The  representative  of  Family  Practice  re- 
ported the  discussions  of  meetings  by  ACOG  and  AAFP 
which  resulted  in  the  development  of  a recommended 
CORE  CURRICULUM  AND  HOSPITAL  PRIVILEGES 
IN  OBSTETRICS/GYNECOLOGY  FOR  FAMILY 
PHYSICIANS. 

The  assignment  ot  hospital  privileges  remain  the  re- 
sponsibility of  the  individual  hospital.  The  committee 
recommended  to  the  Council  that  it  approve  the  CORE 
CURRICULUM.  The  ( Council  deferred  action,  pending 
further  information. 


Anesthesiology.  The  actions  of  the  New  York  State 
Federation  of  Anesthesiologists,  Inc.,  in  regard  to  Workers’ 
Compensation  was  noted  with  a statement  by  the  Anes- 
thesiology representative  that  such  do  not  represent  the 
views  of  the  New  York  State  Society  ofAnesthesiologists, 
Inc. 

The  representative  of  Anesthesiology  also  brought  the 
committee  up  to  date  concerning  the  suit  by  the  Justice 
Department  against  the  American  Society  of  Anesthesi- 
ologists in  regard  to  the  utilization  of  a relative  value  scale 
guide.  The  feeling  of  the  anest  hesiologists  is  that  the  de- 
cision of  the  Court  will  be  in  their  favor.  Their  position 
has  always  been  that  the  government  had  asked  for  the 
guide  originally  and  then  brought  suit  against  the  society 
for  preparing  such  a guide.  Post  trial  briefs  have  now  been 
submitted  to  the  judge  and  a decision  is  expected  shortly. 
Subsequently,  the  judge  ruled  in  favor  of  the  Anesthesi- 
ologists, sustaining  their  use  of  a relative  value  scale  as  a 
guide. 

Action  of  Federal  Trade  Commission  Against 
American  Society  of  Plastic  and  Reconstructive 
Surgeons,  Inc.  The  FTC  filed  a suit  against  the  American 
Society  of  Plastic  and  Reconstructive  Surgeons  on  the 
grounds  that  Board  Certification  is  an  anticompetitive 
restraint.  An  adverse  decision  against  the  Society  would 
set  a precedent  which  could  destroy  the  concept  of  Board 
Certification  as  a method  of  determining  competency  and 
would  eventually  extend  to  all  other  specialties. 

A recommendation  was  made  to  the  Council  that  a letter 
be  sent  to  the  American  Society  of  Plastic  and  Recon- 
structive Surgeons  expressing  the  support  of  the  MSSNY 
and  reaffirming  that  Board  Certification  is  one  proven 
method  of  determining  the  competency  of  a specialist. 

In  addition  to  the  regular  meetings  of  the  committee,  the 
members  are  frequently  involved  in  communications  with 
the  MSSNY,  both  verbally  and  by  correspondence,  con- 
cerning matters  that  pertain  to  their  particular  specialty 
or  to  specialty  interrelationships.  The  committee  chair- 
man is  especially  called  upon  for  consultation  by  the 
MSSNY  staff  to  facilitate  and  expedite  decision  and  action. 
The  response  by  the  committee  members  to  such  demands 
has  been  most  commendable.  The  importance  of  this 
committee,  serving  as  an  avenue  for  an  interchange  of 
thoughts  and  opinions,  not  only  between  the  MSSNY  and 
specialty  societies,  but  between  the  specialty  societies 
themselves,  can  not  be  overemphasized.  Once  a consensus 
is  reached,  the  strength  of  concerted  action  is  obvious. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  William  D.  Brainin,  Associate 
Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their 
conscientious  efforts  and  diligence. 

Respectfully  submitted, 

Donald  W.  Hall,  M.D.,  Chairman 


=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=*  Your  reference  committee  recommends  that  the  report 
of  the  Interspecialty  Committee  be  filed. 

=>  . . . The  report  of  the  Interspecialty  Committee  was 

FILED  . . . 
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MEDICAL  CAKE  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Care  In- 


surance are  as  follows: 

H.  Gregory  Thorsell,  M.D.,  Chairman  . . Chautauqua 

Ronald  A.  Housman,  M.I) Suffolk 

Richard  A.  Hughes,  M.D Warren 

Monte  Malach,  M.D Kings 

Daniel  H.  Webster,  M.D Clinton 


The  following  is  the  report  of  the  Committee  on  Medi- 
cal Care  Insurance  which  held  one  meeting  during  the  past 
year: 

{Resolution  78-36,  The  Reduction  by  F’art  It  Medi- 
care Carriers  of  the  Usual  and  Customary  Fees 
of  Private  and  Nonsalaried  Physicians  when 
Their  Patients  are  Admitted  to  the  “Teaching 
Service” 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  be  opposed  to  any  reduction  of  the  usual  and 
customary  fees  of  nonsalaried  private  physicians  by 
Part  B Medicare  carriers  regardless  of  how  or  on  what 
service  the  patient  be  admitted,  be  it  teaching  or 
otherwise;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  present  this  resolution  to  the  interim  session  of 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation. 

This  resolution,  amended  to  read  as  above,  was  adopted 
by  the  MSSNY  House  of  Delegates.  It  was  introduced  to 
the  AMA  interim  meeting  in  December.  1978,  where  it  was 
referred  to  the  Board  of  Trustees  for  further  study. 


{Resolution  78-66,  Harassment  of  Medicaid  and 
Medicare  Providers 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  exert  its  efforts  to  have  the  involved  Medicaid 
and  Medicare  agencies  desist  from  audit  tactics  that 
border  on  harassment;  and  be  it  further 
Resolved,  That  the  MSSNY  seek  the  referral  of  questions 
of  professional  judgment  to  the  peer  review  process 
that  exists  within  the  structure  of  organized  medicine 
for  opinion  which  will  be  considered  by  the  responsible 
party  prior  to  reaching  a decision. 

This  substitute  resolution  was  adopted  by  the  MSSNY 
House  of  Delegates  in  October,  1978. 

Based  on  reports  we  have  received,  the  flagrant  harass- 
ment by  the  NYS  Department  of  Social  Services  against 
physicians  had  decreased,  but  the  problem  still  recurs. 
Lines  of  communication  are  being  set  up  with  the  Office 
of  Health  Systems  Management  of  the  State  Department 
of  Health  which,  it  is  hoped,  will  avoid  the  harassment  and 
lead  to  a more  professional  approach  in  resolving  disputes 
of  Medicaid  services. 

The  committee  recommended  that  the  MSSNY  estab- 
lish effective  communication  with  the  Regional  Medicare 
Director  of  District  II  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  explore  the  problems  encountered 
by  physicians  during  Medicare  audits.  It  was  further 
recommended  that  a meeting  be  arranged  with  the  Blue 
Shield  of  Western  New  York,  which  will  become  the 
Medicare  carrier  for  upstate  areas  on  July  1,  1979,  for 


similar  discussions.  Differences  of  opinion  concerning 
medical  necessity  involving  professional  judgment  should 
be  referred  to  a Peer  Review  Committee  for  adjudication 
rather  than  being  resolved  as  presently  by  unilateral 
ruling. 

A motion  was  approved  by  the  Council  to  encourage 
physicians,  through  the  News  of  New  York,  to  bring  in- 
stances of  harassment  under  the  Medicaid  and  Medicare 
Programs  to  the  attention  of  the  MSSNY. 

Premier  Physician  Care  Coverage  Plan.  The 
MSSNY  disapproves  any  health  insurance  plan  that  pe- 
nalizes its  subscribers  who  elect  to  be  treated  by  a non- 
participating physician.  The  principle  was  reaffirmed  by 
the  Council  in  September,  1978,  that  all  subscribers  should 
be  afforded  equal  benefits,  regardless  of  their  choice  of 
physician,  when  covered  by  the  same  insurance  policy. 

The  Premier  Physician  Care  Coverage  Plan  was  re- 
viewed by  this  committee,  noting  the  problems  encoun- 
tered. Several  specialties  raised  additional  objections. 
Anesthesiologists  refused  to  participate  because  of  an  in- 
adequate conversion  factor.  This  lack  of  participation, 
particularly  by  the  Anesthesiologists,  has  delayed  any  at- 
tempt to  market  the  plan.  Fees  are  now  in  the  process  of 
being  updated  to  reflect  increases  recorded  the  past  year, 
resulting  in  an  overall  17%  increase  in  fees.  The  Super- 
intendent of  Insurance  has  approved  the  new  figures  and 
Blue  Cross/Blue  Shield  of  Greater  New  York  is  now  en- 
gaged in  introducing  the  updated  plan  for  its  17  county 
downstate  area.  The  basic  feature  the  MSSNY  objected 
to,  the  financial  penalty  imposed  on  subscribers  who  select 
nonparticipating  physicians  for  their  care,  remains  un- 
changed and,  therefore,  does  not  merit  our  Society’s  ap- 
proval. 

Nursing  Home  Visits  Under  Medicare.  The  com- 
mittee explored  the  problems  encountered  by  physicians 
in  caring  for  patients  in  nursing  homes.  Regulations  and 
guidelines  pertaining  to  the  limitation  of  visits  were 
noted. 

Particularly  emphasized  was  the  widely  prevalent 
problem  of  patients  in  acute  care  settings  awaiting  transfer 
to  skilled  nursing  facilities  or  nursing  homes  and  forced  to 
stay  in  the  hospital  because  no  nursing  beds  are  available. 
Despite  the  fact  that  most  hospital  regulations  require 
daily  visits  by  the  attending  physician  to  patients,  Medi- 
care disallows  visits  when  the  patient  is  certified  awaiting 
transfer  to  less  skilled  care  facilities.  This  places  the  at- 
tending physician  in  an  untenable  position  between  con- 
flicting regulations  — hospital  rules  vis-a-vis  Medicare 
rules. 

The  Council  referred  back  to  this  committee  for  recon- 
sideration a recommendation  that  hospital  regulations  be 
formulated  to  adjust  the  required  frequency  of  visits  by  the 
physician  to  patients  once  they  are  certified  as  transfer- 
able to  a skilled  nursing  facility  or  nursing  home,  and  that 
the  regulations  be  in  effect  from  the  time  of  certification 
to  the  time  of  transfer  of  the  patient. 

Concern  was  expressed  by  the  Council  that  the  motion 
as  presented  would  empower  hospitals  to  impose  fixed 
limits  on  the  care  of  patients,  a decision  which  should  rest 
with  the  treating  physician.  Such  could  set  an  undesirable 
precedent.  Further  note  must  be  taken  of  the  adverse  fi- 
nancial consequences  to  hospitals  which  would  be  paid  at 
a lower  rate  with  no  realistic  diminution  in  the  cost  of  the 
care  of  the  involved  patients.  It  is  also  to  be  noted  that 
measures  to  improve  the  transfer  of  patients  from  acute 
care  status  to  a skilled  nursing  facility  or  related  hospital 
care  status  are  under  active  consideration  by  the  New  York 
State  Department  of  Health. 
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Pregnancy  Benefits  - P.L.  95-555.  This  new  Federal 
law,  effective  April  30, 1979,  stipulates  that  there  shall  be 
no  discrimination  in  pregnancy  benefits,  unless  similar 
limitations  are  imposed  on  other  benefits  provided  for  by 
the  insurance  plan.  The  new  law  affects  companies  having 
15  or  more  employees  and  relates  to  female  employees  re- 
gardless of  marital  status. 

Universal  Health  Claim  Form.  The  Chairman  of  the 
Commission  on  Medical  Services  has  kept  the  committee 
current  on  the  actions  by  the  New  York  State  Superin- 
tendent of  Insurance  to  implement  a universal  health  claim 
form  for  medical  services  covered  by  all  commercial  in- 
surers effective  September  1,  1979.  The  AMA  form  was 
modified  to  meet  existing  state  and  national  regulations. 
The  draft  of  the  regulations  permits  physicians  to  attach 
statements  to  the  form  when  such  attachments  are  part  of 
an  office  bookkeeping  system  if  they  provide  the  necessary 
information. 

In  response  to  the  MSSNY’s  objection  to  the  omission 
of  IX-C  corporations  from  the  requirement  to  use  the 
uniform  form,  a letter  was  received  from  Mr.  James  W. 
Clyne,  Deputy  Superintendent,  State  of  New  York  Insur- 
ance Department,  stating  that  they  were  exempt  by  law 
and  their  forced  inclusion  would  require  legislative  ac- 
tion. 

A recommendation  was  made  that  we  attempt  to  secure 
the  necessary  legislative  changes  to  include  IX-C  carriers 
to  be  subject  to  the  universal  health  claim  form  regulations. 
This  was  approved  by  the  Council  and  referred  to  the 
Committee  on  State  Legislation. 

A further  recommendation  to  seek  the  necessary  legis- 
lative changes  to  include  Medicare,  Medicaid,  and  No-Fault 
Insurance  programs  was  also  approved  by  the  Council  and 
referred  to  the  Committee  on  State  Legislation. 

In  regard  to  the  utilization  of  a plastic  ID  card,  the 
Deputy  Superintendent  of  the  State  Insurance  Depart- 
ment responded  that  this  is  not  a mandate  of  the  law  and 
no  decision  has  been  reached. 

Outpatient  Psychiatric  Care  Under  Medicaid.  The 
committee  was  informed  of  the  stand  taken  by  the  New 
York  State  Psychiatric  Association  concerning  the  new 
regulations  requiring  the  submission  of  prior  approval 
forms  to  treat  psychiatric  patients  on  an  outpatient  basis 
who  are  to  be  treated  more  frequently  than  set  formulas. 

In  considering  this  matter  the  MSSNY  Council  noted 
that  psychiatrists  were  not  being  singled  out  as  there  were 
other  specialties  required  to  secure  prior  approval  for  ad- 
ditional treatments.  It  was  felt  that  justification  should 
be  required  for  any  planned  prolonged  course  of  treatment. 
Dr.  Allison  H.  Landolt,  Councilor,  agreed  to  look  into  the 
concerns  of  psychiatrists  relating  to  this  regulation. 

Subsequently,  the  Council  on  February  22,  1979,  passed 
the  resolution  presented  by  the  New  York  State  Psychi- 
atric Association  Committee  on  Medicaid  Policy.  The 
reason  given  for  opposing  Medicaid  policy  is  as  follows: 


On  November  1,  1978,  the  Office  of  Health  Systems 
Management  (DOH)  issued  an  Emergency  Regulation 
controlling  all  outpatient  psychiatric  care  under  Medi- 
caid. Area  II  Council  (NYSPA)  protested  and  issued 
a report  condemning  this  action  by  1 he  State.  It  was  felt 
that  the  regulations  terminated  care  by  arbitrary,  non- 
medical decision  based  on  duration,  not  need,  as  man- 
dated by  Federal  Law.  Any  limitation  of  outpatient 
services  in  the  face  of  State  policy  of  deinstitutionali- 
zation and  community  based  care,  appeared  to  be  in- 
consistent. There  is  no  provision  for  basic  guarantees 


of  due  process  for  patients,  pointedly  excluding  notice 

of  disallowance  of  treatment  benefits  and  omitting  any 

provision  for  rights  of  appeal. 

Supplemental  Medicare  Insurance.  Elderly  citizens, 
although  covered  by  the  Medicare  program,  are  being 
pressured  by  various  insurance  carriers  to  purchase  du- 
plicative and  unnecessary  supplementary  insurance  cov- 
erage. This  has  been  brought  to  the  attention  of  Congress, 
public  hearings  have  been  held,  and  legislative  action  is 
anticipated  to  prevent  the  blatant  abuses  on  the  part  of 
some  insurance  carriers. 

National  Blue  Cross/ Blue  Shield  Restrictions  for 
Certain  Medical  Procedures  — Medical  Necessity 
Project.  This  committee  discussed  the  recent  actions  by 
the  National  Blue  Cross/Blue  Shield  Associations.  The 
Medical  Necessity  Project  was  initiated  by  Blue  Shield 
Association  Board  in  March  and  May,  1977,  and  by  Blue 
Cross  Association  Board  in  November,  1977.  Initially  42 
surgical  and  diagnostic  procedures  were  required  to  have 
satisfactory  justification  from  physicians  before  the  Plans 
would  provide  benefits  for  those  procedures.  Later,  the 
nonpayment  of  another  26  diagnostic  laboratory  proce- 
dures, now  considered  by  recognized  medical  authorities 
to  be  outmoded,  unnecessary,  unsuitable,  or  of  nonproven 
value,  was  recommended.  Member  plans  were  to  discon- 
tinue payments  for  routine  diagnostic  tests  (commonly 
known  as  pre-admission  batteries)  when  performed  with- 
out specific  personal  orders  by  the  physician  for  patients 
admitted  to  the  hospital. 

This  committee  believes,  however,  that  there  will  be 
instances  where  physicians  will  continue  to  order  certain 
diagnostic  tests  as  a protective  practice  because  of  the  ever 
present  threat  of  malpractice  litigation;  this  consideration 
will  require  a change  in  the  present  liability  atmosphere. 

Bronchoscopy  Medicare  Reimbursement  by  Car- 
rier. The  committee  evaluated  a complaint  from  an  In- 
ternist with  a subspecialty  in  Pulmonary  Diseases  that 
whereas  he  was  originally  reimbursed  $350  for  bronchos- 
copy, he  was  now  being  paid  only  $200.  The  carrier’s  ex- 
planation was  that  the  original  fee  was  allowed  because  not 
enough  physicians  of  like  specialty  in  the  area  had  sub- 
mitted fees  to  determine  prevailing  level  and,  therefore, 
it  was  not  in  a position  to  set  a scale.  Since  then  sufficient 
internists  engaged  in  pulmonary  disease  care  had  entered 
the  area  and,  based  on  charges  submitted  by  them,  the 
prevailing  fee  for  this  procedure  was  statistically  estab- 
lished at  $200. 

It  was  noted  that  a thoracic  surgeon  performing  the  same 
procedure  receives  a fee  of  $285  from  the  carrier.  When 
questioned  about  this  disparity,  the  carrier  stated  that  the 
thoracic  surgeons  fees  are  commingled  with  all  surgical 
specialists  and  the  internists  fees  are  evaluated  with  other 
internists.  The  committee  noted  that  this  action  was 
contrary  to  the  position  of  the  MSSNY  of  “equal  fee  for 
equal  service.” 

A recommendation  was  made  by  this  committee  that  the 
Council  request  the  Interspecialty  Committee  to  address 
itself  to  the  problem  of  procedures  that  overlap  specialties, 
with  the  only  determinant  to  be  equal  fee  for  equal  com- 
petency and  training  relevant  to  the  procedure  or  service 
provided  a patient. 

Proposal  for  a MSSNY  Health  Insurance  Plan.  A 

proposal  was  made  that  the  MSSNY,  with  a fiscal  inter- 
mediary selected  in  a manner  similar  to  MLMIC,  consider 
developing  a health  insurance  plan  to  be  marketed  to  the 
public  with  the  MSSNY  acting  as  an  agent  for  all  physi- 
cians. This  is  not  to  be  construed  as  an  IPA  or  a HMO 
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type  of  organization,  but  rather  an  alternative  health  in- 
surance program  comparable  to  a IX-C  carrier.  The  ever 
increasing  encroachment  by  insurance  carriers,  HMOs,  and 
various  other  health  programs  jeopardizes  the  viability  of 
the  private  practicing  physician  who  desires  to  practice  on 
a fee-for-service  basis.  This  should  be  explored  to  consider 
the  feasibility  of  establishing  such  a program.  This  com- 
mittee recommended  and  the  Council  concurred,  that  this 
proposal  be  referred  to  the  Socioeconomics  Committee  of 
the  MSSNY  for  evaluation. 

Implementation  of  5 Digit  Coding  System.  Some 
health  insurance  carriers  have  adopted  the  5 digit  coding 
of  CPT-4,  while  others  still  have  various  4 digit  codes.  The 
MSSNY  has  continued  to  recommend  to  physicians  that 
in  submitting  all  reports,  including  billing,  they  utilize  the 
5 digit  code  of  CPT-4.  This  may  result  in  some  delay  in 
payment  in  some  instances,  but  persistence  in  this  will  lead 
to  carriers  making  the  change  at  an  earlier  date,  rather  than 
procrastinating.  There  is  ample  justification  for  the  5 digit 
CPT-4  coding,  including  uniformity  not  only  within  the 
State  but  also  on  a national  level. 

In  the  Medicaid  program  under  the  Medicaid  Manage- 
ment Information  System  (MMIS),  which  has  been  im- 
plemented in  New  York  City  and  which  is  being  set  up  in 
three  more  counties  at  the  present  time,  the  5 digit  coding 
will  be  utilized.  Eventually  the  MMIS  will  be  expanded 
to  include  the  entire  State  of  New  York. 

The  committee,  in  addition  to  the  matters  reported 
above,  has  been  kept  informed  on  the  numerous  daily  ac- 
tivities at  the  staff  level  of  the  Division  of  Medical  Services 
involving  medical  care  insurance  problems  of  physicians, 
insurance  carriers,  and  patients.  Efforts  directed  to  re- 
solving these  problems  occupy  a good  percentage  of  the 
working  time  of  the  staff  which  reports  that  in  most  in- 
stances it  is  able  to  obtain  satisfactory  results.  Items  that 
involve  policy  decisions  are  brought  to  the  attention  of  the 
chairman  or  the  committee  as  a whole. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  Mr.  William  D.  Brainin, 
Associate  Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary, 
for  their  conscientious  efforts  and  diligence. 

Respectfully  submitted, 

H.  Gregory  Thorsell,  M.D.,  Chairman 


=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=»  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Medical  Care  Insurance  be  filed. 

=»  • ■ - The  report  of  the  Committee  on  Medical  Care  In- 
surance was  FILED  . . 


PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Coordinating  Committee  on  PSRO 
are  as  follows: 


Stanley  I.  Fishman,  M.D.,  Chairman  Kings 

Arthur  I).  Hengerer,  M.D.,  Vice-Chairman  . .Albany 

Irwin  Felsen,  M.D Allegany 

William  B.  Forsyth,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

Clarke  T.  Case,  M.D Oneida 

John  E.  Glennon,  M.D Washington 

Gerald  Haines,  M.D Schenectady 

Arthur  D.  Hengerer,  M.D Albany 

Allen  D.  Levine,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Elizabeth  A.  Goessel,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Adrian  C.  Lamos,  M.D Kings 

Morton  Kurtz,  M.D Queens 

George  Pollock,  M.D Nassau 

Anthony  Altieri,  M.D Bronx 

Valentino  J.  Bianchini,  M.D Suffolk 

Amjad  R.  Sheikh,  M.D Richmond 

Since  its  last  report  to  the  House  of  Delegates,  the 

Coordinating  Committee  on  PSRO  held  two  meetings. 

The  following  matters  were  discussed: 

PSR  O/  St  a te  Rela  t ions  hips.  T 'here  have  been  ongoing 
discussions  between  the  New  York  State  Office  of  Health 
Systems  Management,  NYS  Department  of  Social  Ser- 
vices, and  the  New  York  Statewide  Professional  Standards 
Review  Council,  which  have  resulted  in  certain  basic 
agreements. 


Memorandum  of  Understanding.  The  PSROs  in 
New  York  State,  after  numerous  conferences,  reached  an 
agreement,  a Memorandum  of  Understanding  (MOU), 
which  recognizes  binding  review  authority  of  PSROs  for 
Title  XIX  patients  in  acute  care  facilities  under  PSRO 
review.  As  required  by  Federal  statute  the  negotiated 
agreements  provide  for  the  PSROs  to  assume  sole  re- 
sponsibility for  hospital  utilization  review  of  Medicaid 
recipients,  subject  to  monitoring  by  the  Office  of  Health 
Systems  Management  (OHSM). 

The  following  is  a summary  of  key  sections  of  the 
Memorandum  of  Understanding: 

1.  WEEKEND  ADMISSION  POLICY  — “The  PSRO 
and  the  State  are  in  agreement  that  admissions  of 
cases  to  hospitals  on  Fridays  and  Saturdays,  requiring 
services  which  the  facility  cannot  routinely  provide 
on  a weekend  basis,  should  not  be  allowed.” 

2.  CONTINUED  STAY  REVIEW  — (Inactive  Days) 
“Where  a pattern  of  inactive  days  is  detected  in  a fa- 
cility, the  PSRO  may  elect  whatever  initial  response, 
including  intense  education  of  the  hospital,  the  PSRO 
may  deem  appropriate.  Once  a pattern  of  inactive 
days  is  detected,  the  PSRO  agrees  to  use  its  best  ef- 
forts to  bring  the  facility  into  compliance  within  60 
days.  The  PSRO  will  notify  the  State  of  the  PSRO’s 
action. 


“Thereafter,  for  as  long  as  the  pattern  of  abuse  is  still 
present  . . . the  PSRO  will  not  certify  inactive 
days.” 

3.  EXPEDITED  REVIEW  — of  eleven  selected  surgical 
procedures  identified  by  the  National  Professional 
Standards  Review  Council  (NPSRC).  If  any  of  the 
procedures  are  focused  out,  it  is  anticipated  that  the 
PSROs  would  submit  supporting  information  to 
substantiate  their  decision.  However,  it  was  em- 
phasized that  focusing  out  of  procedures  is  a function 
of  individual  PSROs. 


Minutes/February  1980/New  York  State  Journal  of  Medicine  467 


4.  SECOND  OPINION  PROGRAM  — for  'over  utilized’ 
procedures  in  cases  when  medical  criteria  are  not  well 
established,  and  for  individual  practitioners  deemed 
by  the  PSRO  as  evidencing  a continued  inability  to 
perform  in  accordance  with  acceptable  medical 
practices. 

5.  AMBULATORY  SURGERY  — the  State  and  the 
PSROs  have  agreed  to  “work  together  to  develop  a list 
of  surgical  procedures  considered  appropriate  to  the 
outpatient  setting.” 

6.  ONE  DAY  PREOPERATIVE  STUDY  — subject  to 
the  condition  that  longer  preoperative  stays  can  be 
certified  when  medically  necessary  in  the  judgment 
of  the  PSRO. 

7.  20  DAY  LIMIT  — the  PSRO  will  continue  to  use  “its 
continued  stay  review  process”  for  determining  ex- 
tension of  length  of  stay,  but  agrees  that  no  individual 
extension  shall  be  greater  than  twenty  days. 

The  MOU  was  signed  on  January  22, 1979,  between  the 
PSROs,  Office  of  Health  Systems  Management,  and  the 
State  Department  of  Social  Services. 

Monitoring  Program.  An  integral  component  of  the 
MOU  is  a provision  for  the  Office  of  Health  Systems 
Management  to  monitor  the  PSRO  program  through  pe- 
riodic sampling  of  hospital  medical  studies.  The  OHSM 
will  measure  the  effects  of  the  PSRO  review  program  on 
the  necessity  and  appropriateness  of  care  received  by 
Medicaid  patients  and  the  impact  of  the  PSRO  program 
on  State  expenditures  for  hospitalized  Medicaid  pa- 
tients. 

Demonstration  Project.  A demonstration  project  to 
be  conducted  by  the  Department  of  Health,  Education,  and 
Welfare’s  Office  of  Demonstrations  and  Evaluations  will 
provide  for  a comparison  of  the  respective  impact  of 
PSROs  and  state  review  procedures.  The  demonstrations 
will  compare  the  two  systems  on  effectiveness,  costs,  and 
impact  of  quality  of  care.  The  State  will  assume  full  review 
responsibility  for  under  age  65  Medicaid  admissions  in 
specified  hospitals  over  a two  year  period.  The  total 
number  of  State  reviews  will  approximate  100,000  dis- 
charges per  year.  The  PSROs  will  retain  responsibility  for 
review  in  all  hospitals  of  all  Medicaid  patients  over  65  years 
of  age,  all  Medicaid/Medicare  cross-over  cases  and  all 
Medicare  cases.  The  PSRO  will  have  full  review  authority 
in  all  hospitals  not  designated  for  the  demonstration 
project. 

For  purposes  of  the  study,  a matching  control  group  of 
PSRO  hospitals  will  be  selected  for  comparison  in  the  five 
PSRO  areas,  which  are  Erie,  Kings,  Queens,  Manhattan, 
and  The  Bronx.  An  independent  evaluator  will  be  selected 
after  review  of  proposals  submitted  as  part  of  a public 
bidding  process. 

The  Demonstration  Project  replaces  the  State’s  on-site 
program,  which  was  terminated  with  the  signing  of  the 
MOU  between  the  State  and  the  PSROs. 

The  Executive  Director  of  the  Hospital  Association  of 
New  York  State  described  problems  which  have  occurred 
since  the  implementation  of  the  Demonstration  Project, 
with  unreasonable  and  arbitrary  decisions.  It  was  further 
stated  that  because  of  the  many  difficulties  being  en- 
countered by  patients  being  reviewed  by  the  State’s  on-site 
team,  the  legal  staff  of  the  Greater  New  York  Hospital 
Association  has  been  asked  to  investigate  the  possibility 
of  instituting  a suit  to  overturn  the  PSRO  Demonstration 
Project. 


The  possible  involvement  of  the  MSSNY  in  a suit,  if 
initiated,  was  deferred  by  the  MSSNY  Council  pending  the 
accumulation  of  additional  information. 

Ambulatory  Care  - Hospital  Based.  The  OHSM 
Director  stated  that  ambulatory  care  in  a hospital  setting 
represents  an  expensive  way  to  provide  medical  services, 
as  well  as  an  impersonal  method  of  providing  those  ser- 
vices. However,  he  is  cognizant  of  the  lack  of  participation 
by  private  physicians  due  to  insufficient  reimbursement 
levels  for  services  rendered.  A very  hard  and  fast  decision 
must  be  made  soon  because  the  funds  available  to  his  De- 
partment cannot  both  raise  hospital  rates  and  physicians 
fees  at  the  same  time.  He  spoke  of  the  pilot  program  for 
ambulatory  care  and  physician  fee  experiments  which  he 
plans  to  implement  in  selected  areas  to  determine  whether 
selectively  increasing  primary  care  physicians’  fees  in  hard 
core  areas  will  have  any  noticeable  effect  on  the  delivery 
of  health  care  in  those  areas.  He  described  the  problems 
encountered  in  launching  this  program  but  hoped  it  will 
be  operational  in  the  near  future. 

The  OHSM  Director  stated  there  was  no  doubt  excess 
hospital  beds  existed  especially  in  New  York  City,  and 
there  is  need  to  identify  specific  criteria  to  determine  how 
these  excess  beds  can  be  taken  out  of  the  system.  There 
are  many  factors  which  have  to  be  taken  into  consideration 
in  order  to  decertify  excess  beds,  among  them  occupancy 
rates,  the  physical  plant,  the  quality  of  care  rendered,  the 
cost  of  the  care  rendered,  and  the  financial  stability  of  the 
individual  institutions.  PSROs  can  be  most  helpful  in  this 
quality  evaluation. 

Review  of  Levels  of  Care.  The  Deputy  Director,  Di- 
vision of  Health  Facilities  and  Control  (OHSM),  updated 
his  Department’s  activities  in  reference  to  the  Statewide 
PSR  Council  and  the  local  PSROs.  They  are  in  the  process 
of  establishing  multiple  task  forces  composed  of  the  above 
three  interested  parties  to  develop  guidelines  for  defini- 
tions of  levels  of  care. 

One  task  force  has  as  its  charge  the  conversion  of  acute 
care  beds  to  long  term  care  in  an  orderly  fashion.  In  this 
regard,  it  was  reported  that  the  Chairman  and  the  Medical 
Director  of  the  Richmond  County  PSRO  and  the  Chairman 
of  the  First  District  Branch,  met  with  the  New  York  City 
Council  President  to  discuss  the  conversion  problem.  The 
President  of  the  Borough  of  Manhattan  has  also  evinced 
a similar  interest  and  the  Medical  Director  of  the  New  York 
County  Health  Services  Review  Organization,  Inc.,  and 
representatives  of  this  committee  met  with  delegates  from 
his  office.  The  staff  personnel  of  both  of  these  elected 
officials  are  very  much  interested  in  problems  concerning 
acute  care  beds. 

Another  paramount  interest  expressed  by  these  officials 
was  “Presumptive  Eligibility  in  Medicaid.”  They  were 
informed  that  we  have  long  been  advocating  that  Medicaid 
patients  in  acute  care  settings,  while  awaiting  transfers  to 
SNF  and  HRF,  should  he  reclassified  immediately  to  such 
lesser  levels  of  care  status.  If  in  the  event  it  is  later  de- 
termined that  they  are  not  eligible  for  Medicaid,  reim- 
bursement for  these  pat  ients  would  have  been  paid  for  at 
a lesser  level.  They  have  asked  that  we  obtain  further 
information  on  what  is  necessary  to  change  the  present 
ruling  and  that  we  contact  the  lawyers  from  AAPSRO,  as 
well  as  the  legal  staff  of  the  State  Medical  Society,  to  work 
on  this  problem.  It  was  reported  that  determination  of 
Medicaid  eligibility  as  it  now  exists,  takes  between  6 and 
8 weeks  at  a minimum  and  sometimes  takes  as  long  as  a 
year. 
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The  following  resolution  was  acted  upon: 

Whereas,  determination  of  Medicaid  eligibility  is  a func- 
tion of  the  local  Department  of  Social  Services;  and 
Whereas,  the  length  of  time  for  such  determination  is 
generally  six  to  eight  weeks;  and 
Whereas,  this  results  in  an  inordinate  length  of  stay  for 
patients  in  acute  care  settings  awaiting  transfer  to 
SNF  and  HRF;  and 

Whereas,  this  results  in  the  unnecessary  detention  of  pa- 
tients in  high  cost  acute  care  facilities  and  unnecessary 
expenditures  of  money  that  could  be  saved  by  earlier 
transfers  to  Skilled  Nursing  Facilities  or  Health  Re- 
lated Facilities;  and 

Whereas,  commercial  credit  organizations  can  make  such 
credit  determinations  in  six  to  ten  days;  therefore  be 
it 

Resolved,  That  the  MSSNY  petition  the  local  Social 
Services  to  evaluate  its  present  procedure  with  the  goal 
of  attaining  a shorter  and  more  realistic  time  frame  to 
establish  Medicaid  eligibility;  and  be  it  further 
Resolved,  That  the  MSSNY  disseminate  this  information 
to  members  by  publishing  in  the  NEWS  OF  NEW 
YORK;  and  be  it  further 

Resolved,  That  this  resolution  be  sent  to  County  Medical 
Societies  and  the  Commission  of  Social  Services  of  the 
State  of  New  York  for  action. 

The  committee  recommended,  and  the  MSSNY  Council 
approved,  the  resolution. 

Report  of  the  Chairman.  The  chairman  reported  on 
discussions  of  the  roles  and  relationships  between  the 
MSSNY  and  this  Coordinating  Committee,  and  the  New 
York  Statewide  Professional  Standards  Review  Council, 
Inc.  (NYSPSRC).  Some  would  like  to  define  these  roles 
so  that  there  is  no  overlapping.  It  is  the  chairman’s 
opinion  that  the  delineation  of  responsibilities  is  not  an 
important  issue  and  that  the  cooperative  effort  which  has 
been  established  between  the  Statewide  PSRC  and  this 
committee  is  a source  of  great  satisfaction  to  all  involved 
in  PSRO  activities.  He  thanked  the  president  of  the 
NYSPSRC,  its  executive  director,  and  all  those  who  have 
assisted  in  establishing  and  maintaining  the  excellent 
rapport  that  now  exists. 

The  Erie  Region  PSRO  is  faced  with  the  probable  ter- 
mination of  funds.  At  the  direction  of  George  T.  C.  Way, 
M.D.,  President,  Edward  Siegel,  M.D.,  Deputy  Executive 
Vice-President  of  the  MSSNY,  the  chairman  attended  a 
Board  meeting  of  that  PSRO  to  try  to  salvage  the  physician 
peer  review  system  in  the  Erie  area.  Efforts  are  still  on- 
going to  resolve  this  problem. 

New  Data  Regulations.  The  chairman  and  the  exec- 
utive director  of  the  NYSPSRC  met  with  the  Director  of 
the  Data  Systems  Development  and  Executive  Deputy 
Director  of  the  Office  of  Health  Systems  Management,  in 
an  effort  to  resolve  the  difficult  problem  of  data  confi- 
dentiality. Subsequently,  they  also  met  with  a represen- 
tative of  the  Hospital  Association  of  New  York  State,  to 
discuss  the  problem  of  confidentiality  and  PSRO  data  re- 
quirements. It  is  hoped  that  a satisfactory  solution  can 
be  reached. 

Review  of  the  Statewide  Planning  and  Research 
Cooperation  System  - SPARCS.  The  director,  Data 
Systems  Development  of  OHSM,  reviewed  the  establish- 
ment of  a computerized  system  for  New  York  State  De- 
partment of  Health  called  the  Statewide  Planning  and 
Research  Cooperative  System  (SPARCS),  which  will  col- 
lect information  from  every  general  hospital  in  New  York 


State  on  four  uniform  documents  developed  in  1978  under 
the  auspices  of  this  project.  The  project  was  initiated  in 
October,  1977,  with  a grant  from  HEW  of  1.1  million  dol- 
lars, supplemented  by  an  additional  3.2  million  dollars  to 
the  OHSM  during  1979  to  continue  the  project.  This 
program  led  to  the  dissolving  of  the  Data  Consortium.  The 
OHSM  has  now  proposed  new  regulations  which,  if  im- 
plemented, could  possibly  result  in  the  release  of  confi- 
dential data.  The  new  regulations  code  section  405.30- 
405.37,  constituting  a Data  Protection  Review  Board  were 
reviewed.  Considerable  concern  was  expressed  about 
confidentiality  in  general,  and  in  particular  the  Data 
Protection  Review  Board  and  its  makeup.  This  Board  will 
act  on  requests  from  interested  parties  for  release  of  all 
types  of  information,  including  aggregate  and  individual 
confidential  data.  The  Federal  Government  could  obtain 
information  about  federally  paid  patients  without  going 
through  the  Board.  The  committee  felt  that  this  Board 
could  not  act  responsibly  on  such  requests  without  the 
advice  of  professional  groups  if  the  confidentiality  due 
individuals  was  to  be  protected. 

The  following  resolution  was  acted  upon: 

Whereas,  the  PSROs  are  deeply  concerned  over  the  release 
of  confidential  data;  and 

Whereas,  the  New  York  State  Department  of  Health  has 
proposed  new  regulations  which  might  force  such  re- 
lease; and 

Whereas,  the  composition  of  the  Data  Protection  Review 
Board  as  proposed  in  the  new  regulations  leaves  little 
room  for  input  from  the  practicing  physician;  and 
Whereas,  such  Board  shall  be  responding  to  requests  for 
the  release  of  such  confidential  data  without  signifi- 
cant physician  input;  therefore  be  it 
Resolved,  That  the  State  Department  of  Health  establish 
an  advisory  board  of  physicians  and  other  concerned 
professionals,  and  such  Board  act  in  an  advisory  ca- 
pacity to  the  Data  Protection  Review  Board  before  the 
release  of  such  information;  and  be  it  further 
Resolved,  That  such  Physician  Board  be  composed  of  two 
representatives  from  the  New  York  Statewide  Pro- 
fessional Review  Council,  two  from  the  Medical  So- 
ciety of  the  State  of  New  York,  two  from  the  Associa- 
tion of  Medical  Schools  in  New  York  State,  one  from 
the  State  Department  of  Health,  and  one  from  the 
New  York  State  Osteopathic  Society;  and  be  it  fur- 
ther 

Resolved,  That  the  New  York  State  Department  of  Health 
be  requested  to  appoint  such  a Board  as  rapidly  as 
possible. 

It  was  unanimously  recommended  to  the  MSSNY 
Council  for  approval.  The  Council  was  of  the  opinion  that 
the  regulations  breached  the  basic  concept  of  individual 
confidentiality  and  should  not  be  tolerated.  It  moved  to 
refer  the  matter  to  Counsel  to  explore  legal  steps  the 
MSSNY  can  take  to  protect  the  principle  of  confidenti- 
ality. 

In  addition  to  the  above,  staff  attended  and  participated 
in  a number  of  meetings  involving  the  New  York  Statewide 
Professional  Standards  Review  Council,  Inc.,  and  the  Of- 
fice of  Health  Systems  Management.  Other  matters 
concerning  PSRO  activities  were  dealt  with  on  an  almost 
daily  basis,  with  frequent  communication  with  the  com- 
mittee chairman. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
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also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  William  D.  Brainin,  Associate 
Director,  and  Mrs.  Jeanette  Palucci,  Secretary,  for  their 
conscientious  efforts  and  diligence. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Coordinating  Committee  on  Professional  Standards 
Review  Organizations  be  filed. 

=»  . . . The  report  of  the  Coordinating  Committee  on 
Professional  Standards  Review  Organizations  was 

FILED . . . 


SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Socioeconomics  are 


as  follows: 

John  W.  Abbuhl,  M.D.,  Chairman  Albany 

Harold  N.  Schwinger,  M.D.,  Vice-Chairman  . . Kings 

Alfred  L.  George,  M.D Genesee 

Richard  A.  Hughes,  M.D Warren 

Charles  S.  LaMonte,  M.D New  York 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Charles  Palmer,  M.D Chemung 

Pellegrino  Joseph  Tozzo,  M.D Westchester 

Christopher  J.  Luttmann Albany 


During  the  past  year  the  Committee  on  Socioeconom- 
ics met  twice  and  the  following  matters  were  discussed: 

Film  Presentation  - “The  Buck  Starts  Here.  ” The 
Film,  produced  by  the  National  Blue  Cross  and  Blue  Shield 
Association,  was  shown.  It  covers  many  aspects  of  cost 
containment  with  special  emphasis  on  the  role  played  by 
physicians.  Considered  a good  starting  point  for  initiating 
discussion,  it  was  recommended  and  approved  by  the 
Council  that  local  County  Medical  Societies  and  hospital 
staffs  be  encouraged  to  show  the  film  as  part  of  their  cost 
containment  program. 

Subsequently  the  film  was  also  viewed  by  the  Council 
and  the  Ad  Hoc  Committee  on  Cost  Containment. 

Case  Presentations.  It  was  recommended  that  hos- 
pital clinical  conferences,  as  part  of  the  analysis  of  a case, 
include  the  cost  factors,  exploring  necessity,  alternates,  and 
effectiveness.  Such  case  presentations  would  involve  not 
only  the  physician(s)  in  charge  of  the  case,  but  the  general 
attending  and  house  staffs  as  well,  in  cost  awareness  along 
with  the  clinical  features.  This  recommendation  was  ap- 
proved by  the  committee  and  the  Council  and  referred  to 
the  Ad  Hoc  Committee  on  Cost  Containment. 

National  Health  Insurance.  The  committee  noted 
the  shift  in  the  AMA  position  on  National  Health  Insur- 
ance with  particular  reference  to  the  following  four  basic 
principles: 

1.  Requiring  minimum  standards  of  adequate  benefits 
in  all  health  insurance  policies  sold  in  the  United 


States  with  appropriate  deductible  and  coinsu- 
rance. 

2.  A simple  system  of  uniform  benefits  provided  by  the 
Federal,  state,  and  local  governments  for  those  indi- 
viduals who  are  unable  because  of  age,  disability,  or 
financial  hardship  to  provide  for  their  own  medical 
care. 

3.  A nationwide  program  by  the  private  insurance  in- 
dustry (with  government  reinsurance  if  necessary)  to 
make  available  catastrophic  insurance  coverage  where 
the  economic  impact  of  such  illness  could  be  tragic. 
All  catastrophic  coverage  should  have  an  appropriate 
deductible  and  coinsurance  to  make  it  economically 
feasible  and  to  avoid  abuse. 

4.  A program  developed  pursuant  to  these  principles 
should  be  administered  at  the  state  level  with  national 
standardization  through  Federal  guidelines. 

Although  these  principles  have  been  referred  to  the 
AMA  Board  of  Trustees  as  guidelines  for  involvement  in 
National  Health  Insurance  programs,  they  are  in  keeping 
with  the  positions  favored  by  the  MSSNY.  This  com- 
mittee recommended  that  the  MSSNY  reaffirm  its  previ- 
ously approved  position  concerning  National  Health  In- 
surance and  this  was  approved  by  the  Council. 

Symposium  on  Cost  Containment.  The  symposium 
sponsored  by  this  committee  during  the  course  of  the  1978 
Annual  Meeting  on  “The  Effect  of  Cost  Containment  on 
the  Quality  of  Health  Care”  was  well  attended  and  well 
received.  The  topics  and  speakers  were: 

Health  Crisis  - Myth  or  Fact 

Theodore  Cooper,  M.D.,  Dean 
Cornell  University  Medical  College 
The  Hospital  Squeeze  - Streamlining  or  Starvation 
Mr.  Joseph  Terenzio,  President 
United  Hospital  Fund 
The  Physician  - Villain  or  Victim 

Leonard  S.  Weiss,  M.D.,  Chairman 
MSSNY  Ad  Hoc  Committee  on  Cost  Contain- 
ment 

The  Maryland  Experience 

Donald  H.  Dembo,  M.D.,  Chief,  Cardiovascular 
Medicine, 

Maryland  General  Hospital;  Asst.  Prof,  of  Medicine, 
University  of  Maryland 
PSROs  — Quality  vs  Cost 

George  Himler,  M.D.,  Medical  Director 
Nassau  Physician’s  Review  Organization 
Summary  of  Priority  Socioeconomic  Issues 
l.  The  Most  Important  Socioeconomic  Issue 
For  MSSNY  is  the  Promotion  of  Parallel 
Coverage  for  Professional  Services  Rendered 
by  Physicians  in  Noninstitutional  Settings. 

a.  Such  settings  are  more  cost  effective. 

b.  Such  settings  are  more  responsive  to  compe- 
tition. 

c.  Such  settings  are  more  preferable  and  bene- 
ficial to  patients. 

d.  Such  settings  presently  provide  the  vast  ma- 
jority of  medical  care  patient  contacts. 

e.  The  maintenance  of  this  type  of  medical  care 
holds  the  key  to  cost  control. 

f.  Public  medical  programs  such  as  Medicaid, 
Medicare,  and  Veterans  Administration 
medicine  have  been  shown  to  be  wasteful  of 
our  medical  dollar  when  such  care  is  provided 
exclusively  in  high  cost  institutions. 
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2.  Effective  cost  containment  in  medical  care  de- 
livery requires  a general  revamping  of  present  third 
party  reimbursement  systems. 

3.  Costly  bottlenecks  in  the  placement  of  patients 
in  nursing  homes  or  home  care  programs  are  the  results 
of  spurious  administrative  barriers. 

4.  Costly  overutilization  of  laboratory  procedures 
is  a direct  result  of  misplaced  emphasis  on  institutional 
care  by  third  party  reimbursement  plans  which  operate 
for  the  most  part  on  an  overall  per  diem  rate  based  on 
total  cost  from  previous  years. 

5.  Not  enough  emphasis  has  been  placed  within  the 
medical  education  system  on  what  constitutes  cost  ef- 
fective medical  care  delivery. 

6.  Arbitrary  denial  of  a patient’s  necessity  for  pro- 
fessional medical  services  should  be  removed  from  un- 
qualified administrative  bodies  and  placed  within  the 
purview  of  recognized  professional  Peer  Review 
bodies. 

" Inherent  Reasonableness.”  The  fiscal  restraints 
imposed  by  Medicare  for  payment  rendered  for  CT  scans 
were  considered,  questioning  the  term  “inherent  reason- 
ableness” embodied  in  the  restriction  by  the  Department 
of  Health,  Education,  and  Welfare.  The  American 
Academy  of  Radiology  challenged  the  interpretation  of  this 
phrase.  The  Office  of  the  General  Counsel  was  asked  to 
research  the  question;  a copy  of  his  memorandum  follows 
as  Appendix  “A.” 

Individual  Practice  Associations.  The  chairman 
called  attention  to  the  growing  concern  of  private  physi- 
cians of  the  campaign  by  both  governmental  agencies,  as 
well  as  insurance  carriers,  to  establish  Health  Maintenance 
Organizations  (HMOs),  comprehensive  health  plans  of- 
fering subscribers  a full  range  of  hospital  and  medical 
services,  including  office  visits  and  preventive  care,  for  a 
prepaid  fixed  premium,  which  would  compete  with  the 
traditional  fee-for-service  private  practice.  The  Individual 
Practice  Association  (IP A)  operates  on  the  same  principles 
as  the  HMO,  except  that  services  are  rendered  in  individual 
offices  rather  than  in  a central  location.  The  fixed  IPA 
premiums  would  fully  cover  all  services  rendered,  including 
private  office  visits  which  are  not  reimbursable  under  most 
present  plans. 

The  chairman  discussed  at  length  the  problems  he  has 
encountered  in  the  establishment  of  an  IPA  in  the  Albany 
area.  The  IPA  negotiates  fees  structured  on  customary 
and  reasonable  charges  for  services  in  that  area.  Peer  re- 
view by  most  of  the  physicians  in  the  IPA  is  imperative  in 
order  for  the  IPA  to  control  quality  and  cost-effective 
utilization.  Physicians  in  the  IPA  will  establish  whether 
they  are  primary  care  physicians,  specialists,  or  in  some 
cases,  both.  The  primary  care  physicians  would  receive 
a capitation  fee  payable  in  advance  based  on  the  number 
of  people  enrolled  in  the  program.  Referral  to  specialists 
would  be  covered  only  if  recommended  by  the  primary  care 
physician.  The  specialists  fees  would  be  based  on  usual, 
customary  and  reasonable  fees.  Further,  no  payment 
would  be  covered  only  if  recommended  by  the  primary  care 
physician.  The  specialists  fees  would  be  based  on  usual, 
customary,  and  reasonable  fees.  Further,  no  payment 
of  the  primary  care  physician  would  be  obligated  to  pay  for 
such  services  out  of  pocket. 

The  chairman  felt  that  such  a program  could  only  be 
implemented  if  it  had  the  expertise  and  support  of  an  in- 
surance carrier.  The  existence  of  an  IPA  affords  patients 


an  alternate  choice  to  an  HMO,  and  the  freedom  to  select 
their  physicians  rather  than  being  limited  to  a closed 
panel. 

'I'his  committee  had  recommended  that  the  MSSNY  Ad 
Hoc  Committee  on  Cost  Containment  be  requested  to  look 
into  the  overall  programs  of  HMOs  and  IPAs.  The  Council 
referred  this  back  to  the  Socioeconomics  Committee  for 
a more  specific  proposal. 

The  Westchester  Health  Care  Foundation,  Inc.,  was 
invited  to  describe  its  plan  and  the  following  release  sum- 
marizes the  presentation: 

HMO-IPA  Presentation  by  Charles  Weller,  M l)., 
President  of  the  Westchester  Health  Care  Foundation, 
Inc.,  and  Mr.  Anthony  J.  Mahler,  Project  Director 
“ IPA-HMO's . The  Individual  Practice  Association 
(IPA)  Health  Maintenance  Organization  (HMO)  pre- 
serves the  best  aspects  of  the  traditional  medical  care 
delivery  system  while  guaranteeing  comprehensive 
cost-conscious  health  care  to  its  subscribers  for  a pre- 
paid premium. 

The  IPA.  Legally  the  IPA  and  HMO  are  separate  en- 
tities linked  by  a contractual  arrangement.  The  IPA 
through  its  participating  physicians  agrees  to  provide 
medical  care  to  HMO  subscribers  and  to  provide  peer 
review  and  utilization  control  of  physician  generated 
services.  IPA  physicians  are  paid  reasonable  fees  set 
annually  by  the  IPA  physicians  themselves.  Partici- 
pating physicians  agree  to  accept  these  fees  as  payment 
in  full  for  their  services  and  to  abide  by  the  decisions 
rendered  by  their  peers.  In  addition,  physicians  agree 
to  20%  of  their  fees  being  held  back  in  case  of  over-uti- 
lization of  physician  or  hospital  services.  If  the  IPA 
operates  within  its  budgeted  utilization  of  services, 
physicians  receive  the  full  100%  of  their  fees. 

The  HMO.  The  HMO  handles  the  business  aspects  of 
the  program  and  arranges  for  out-of-area  emergency  care 
for  its  subscribers.  The  business  aspects  include  bud- 
geting, financing,  collection  premiums,  marketing, 
monitoring  utilization  and  costs,  complying  with  Federal 
reporting  requirements,  paying  hospitals  and  physicians 
for  their  services,  and  purchasing  insurance  against 
catastrophic  loss. 

Although  Federal  loans  are  available  in  the  early  years 
of  operation,  revenues  obtained  from  subscribers’  pre- 
miums are  expected  to  cover  all  operating  costs.  To 
reduce  costs  the  HMO  concept  emphasizes  preventative 
medicine  and  decreased  hospital  utilization.  To  dis- 
courage patients’  over-utilization  of  physician  services, 
small  co-payments  are  often  required  for  certain  medical 
services.  In  general,  to  succeed,  the  HMO  must  be  able 
to  guarantee  its  subscribers  access  to  comprehensive 
quality  health  care  and  its  physicians  full  payment  of  all 
approved  fees  at  a premium  rate  that  is  competitive  in 
the  open  market. 

Why  Physicians  Participate  in  IPA-HMO’s.  Physi- 
cians participate  in  an  IPA-HMO  for  a variety  of  reasons. 
The  strongest  motivation  is  the  desire  of  private  physi- 
cians to  maintain  and  exercise  local  control  over  the  way 
in  which  medicine  is  practiced  in  their  community. 

The  IPA-HMO  model  is  particularly  appealing  to 
physicians  since  it  allows  them  to  continue  practicing 
medicine  in  their  offices  on  a fee-for-service  basis,  while 
participating  in  a comprehensive  health  service  plan. 
The  system  safeguards  the  patient’s  freedom  of  choice 
of  a physician  and  permits  the  physician  to  prescribe  for 
each  patient  the  precise  regimen  suited  to  that  patient’s 
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needs  Physicians  who  have  a closed  practice  are  not 
required  to  take  on  additional  patients.  Other  benefits 
accruing  from  participation  in  an  IPA-HMO  include  the 
elimination  of  all  bad  debts  for  IPA-HMO  subscribers, 
prompt  payment  for  services,  access  to  an  established 
patient  population,  the  benefit  of  peer  group  review,  and 
a significant  voice  in  the  reimbursement  process. 

The  Foundation  is  currently  conducting  a study  to 
determine  the  feasibility  of  an  IPA-HMO  to  serve 
Westchester  County.” 

The  chairman  of  this  committee  emphasized  the  fact 
that  there  is  no  standard  IPA  and  there  are  many  varia- 
tions depending  on  the  conditions  under  which  the  IPA  is 
formed  and  operates.  After  much  discussion  the  com- 
mittee went  on  record  as  endorsing  the  resolution  which 
had  been  recommended  for  approval  to  the  Council  by  the 
Health  Systems  Agency  Coordinating  Committee  at  its 
meeting  on  May  1,  1979.  (Approved  by  the  Council  on 
June  21,  1979.) 

Proposal  for  MSSNY Health  Plan.  The  Council  re- 
ferred to  this  committee  the  proposal  of  the  MSSNY’s 
Medical  Care  Insurance  Committee  for  the  MSSNY  to 
form  a health  plan.  Due  to  the  lack  of  parallel  coverage  for 
medical  services,  a major  and  costly  deterrent  to  the  de- 
livery of  medical  care  within  New  York  State,  the  com- 
mittee recommended  that  the  MSSNY  research  the  fea- 
sibility of  and  the  alternatives  to  a health  plan  before  any 
decision  is  made. 

As  a first  step,  the  Council  requested  the  Division  of 
Insurance  and  Membership  Benefits  to  investigate  the 
feasibility  of  establishing  a MSSNY  sponsored  IX-C  type 
carrier  corporation  and  report  back  to  the  Council  and  the 
Socioeconomics  Committee  the  results  of  such  investiga- 
tion. 

The  Division  of  Insurance  and  Membership  Benefits 
rendered  an  opinion  based  upon  which  the  Council  decided 
it  would  be  impractical  for  the  MSSNY  to  form  an  insur- 
ance company,  which  the  proposal  would  require,  and 
disapproved  the  health  plan. 

In  addition  to  the  attendance  at  the  formal  meetings, 
individual  members  have  been  asked  to  review  material 
submitted  to  them  which  required  prompt  attention. 
Many  of  the  routine  activities  of  the  Division  are  devoted 
to  the  problems  of  a socioeconomic  nature  that  the  Society 
and  its  physician  members  are  faced  with  on  an  almost 
daily  basis. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  Mr.  William  D.  Brainin, 
Associate  Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary, 
for  their  conscientious  efforts  and  diligence. 

Respectfully  submitted, 

John  W.  Abbuhl,  M.D.,  Chairman 

APPENDIX  “A” 

TO:  J.  Richard  Burns,  J.D. 

General  Counsel 
FROM:  Donald  R.  Moy,  J.D. 

Staff  Attorney 
DATE:  March  21,  1979 

SUBJECT:  Maximum  Reasonable  Charges  for  CT  Diagnostic 
Services 

(“Inherent  Reasonableness”) 


HEW  Intermediary  Letter  78-38  dated  September  1978  further 
clarifies  how  the  maximum  reasonable  charges  for  CT  scans  was 
derived.  Several  studies  were  cited: 

According  to  the  HEW’s  National  Guidelines  for  Health 
Planning  (Federal  Register,  March  28,  1978)  2,500  scans  per  year 
was  established  as  the  minimum  operating  standard.  A report 
of  the  Blue  Shield  Association  analyzing  technical  component 
costs  indicates  that  for  2,500  scans  annually,  technical  component 
costs  are  less  than  $115  per  scan  in  almost  all  sections  of  the 
country. 

The  National  Academy  of  Sciences  recommended  $35  limit  on 
the  physician  interpretation  fee,  based  on  a volume  of  2,500  ex- 
aminations per  year. 

A study  by  Drs.  Ronald  G.  Evens  and  R.  Gilbert  Jost,  supports 
a $115  technical  cost  estimate  for  head  scans.  The  Evens  and 
Gilbert  study  found  that  at  50  scans  per  week,  the  technical  cost 
per  head  scan  was  $130.  The  same  study  found  that  at  58  head 
scans  per  week,  the  cost  per  scan  is  $115. 

HEW  concludes  on  the  basis  of  their  studies,  the  overall  limi- 
tation of  $150  adopted  in  New  York  is  reasonable,  particularly  with 
the  outlook  for  increased  volume. 

The  recommended  reasonable  charges  are  set  forth  on  page  4 
of  Memorandum  78-38.  The  maximum  reasonable  charge  limi- 
tation for  the  interpretation  of  CT  scans  per  patient  is  $36.75  for 
CT  head  scans,  or  $42  for  CT  body  scans.  The  maximum  rea- 
sonable charge  limitation  for  the  technical  component  of  CT  scans 
is  $120.75  for  head  scans  or  $136.50  for  body  scans. 

CC:  to  Socioeconomics  Committee 

=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Socioeconomics  be  filed. 

=> . . . The  report  of  the  Committee  on  Socioeconomics  was 

FILED  . . . 


WORKERS’  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Workers’  Compen- 
sation and  Occupational  Health  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman 

Ulster 

George  W.  Calvosa,  M.D Kings 

Robert  A.  Caputi,  M.D Erie 

Thomas  J.  Doyle,  M.D New  York 

Burton  P.  Hoffman,  M.D Westchester 

Robert  Katz,  M.D New  York 

Paul  C.  Lehmuller,  M.D Nassau 

Joyce  M.  McChesney,  M.D Monroe 

Bernard  S.  Post,  M.D Kings 

Robert  Siliciano,  M.D Chemung 

Nicholas  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


The  activities  of  this  committee,  always  sizable  in  the 
past,  have  for  the  year  covered  by  this  report  been  marked 
by  a noticeable  increase  in  the  number  and  the  magnitude 
of  the  problems  it  was  called  upon  to  deliberate.  Four 
formal  meetings  were  held,  with  lengthy  agendas  de- 
manding considerable  time  and  effort  to  be  expended  by 
the  committee  members.  One  meeting,  that  of  February 
20,  1979,  was  held  together  with  the  Medical  Society  of  the 
State  of  New  York’s  Interspecialty  Committee.  Reported 
on  below  are  those  matters  which  were  of  major  concern. 
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R ('solution  78-32  - Fixed  Professional  Fee  Sched- 
ules and 

78-39  - Medical  Fee  Schedule  to  be 
Eliminated  for  Treatment  of 
Workers’  Compensation  Cases. 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  disapprove  fixed  fee  schedules  and  seek  the 
adoption  of  payments  based  on  usual,  customary,  and 
reasonable  fees  in  all  negotiations  relating  to  fees. 

The  House  of  Delegates  adopted  the  above  amended 
resolution  in  lieu  of  the  two  above. 

The  MSSNY  has  at  all  times  in  its  negotiations  with  the 
Workers’  Compensation  Board  requested  that  physicians 
be  paid  on  the  basis  of  usual,  customary,  and  reasonable 
fees.  This  request  has  to  date  been  denied  out  of  hand,  and 
it  is  unlikely  to  be  accepted  in  the  future  unless  we  can 
demonstrate  that  payment  on  such  a basis  would  not  be 
overly  inflationary.  The  MSSNY  will  continue  its  efforts 
to  comply  with  the  mandate  of  the  House  of  Delegates. 

The  division  director  on  several  occasions  proposed  to 
the  WCB  Chairman  that  the  profiles  of  physicians  as  es- 
tablished by  their  submitted  fees  through  Medicare  or 
Third  Party  Payors  be  utilized.  The  Chairman  of  the 
WCB  responded  that  he  would  consider  any  submitted 
material  but  doubted  if  it  was  practicable  to  do  away  with 
a fixed  fee  schedule.  It  was  pointed  out  that  the  use  of  such 
individual  profiles  would  in  fact  be  true  regionalization 
and,  because  of  the  disparity  of  fees  between  physicians 
even  in  limited  geographic  areas,  would  probably  not  be 
inflat  ionary.  He  requested  proof  of  this.  There  was  dis- 
cussion that  if  a fixed  fee  schedule  was  insisted  upon  by  the 
chairman,  we  attempt  to  obtain  more  realistic  fees,  utilizing 
the  terminology  of  the  CPT-4  and  the  updated  relativity 
of  the  MSSNY  studies. 

Within  the  past  few  months,  for  the  first  time  in  response 
to  MSSNY’s  repeated  requests  that  WCB  fees  be  corre- 
lated with  usual,  customary,  and  reasonable  fee  patterns, 
there  has  been  an  expression  of  interest  by  the  WCB 
Chairman  with  a request  that  the  MSSNY  present  its 
suggestions  on  the  methodology  and  effect  on  costs.  He 
stated  he  would  appoint  a committee  to  evaluate  the  fea- 
sibility of  such  an  approach  and,  if  it  was  determined  that 
changing  to  such  a base  would  not  unreasonably  increase 
the  cost  of  the  WC  program,  it  would  be  given  serious 
consideration. 

The  division  director  described  several  ideas  to  be  of- 
fered for  consideration  by  the  WCB  Chairman.  Discus- 
sants pointed  out  defects  in  the  various  methods  but  there 
was  a consensus  that  even  with  these,  any  of  the  proposals 
would  be  an  improvement  over  the  present  state. 

It  was  recommended,  and  the  Council  approved,  that  the 
MSSNY  seek  to  have  the  WCB  Medical  Fee  Schedule 
correlated  with  the  usual,  customary,  and  reasonable  fees 
based  on  validated  individual  physician  profiles.  Failing 
that,  we  seek  the  implementation  of  utilizing  the  prevailing 
fees,  with  an  annual  adjustment  to  reflect  the  economic 
factors  as  a viable  mechanism  to  replace  an  inequitable 
fixed  fee  schedule. 

L pdating  of  the  WC  Medical  Fee  Schedule.  The 

inadequacies  of  the  present  fee  schedule,  adopted  in  1973, 
have  been  recognized  by  the  MSSNY  for  some  time.  It  has 
been  hoped  to  revise  it  two  years  ago,  but  our  suggestions 
along  that  line  were  poorly  received.  There  has  been  a 


surprising  turn  about  of  late,  with  the  WCB  and  the  in- 
surance carriers  pressing  for  updating  as  their  awareness 
of  the  lack  of  new  procedures  and  services  in  heightened 
and  resulting  inconvenience  increased. 

Work  is  now  ongoing  to  gather  the  necessary  material 
to  be  presented  to  the  WCB  Chairman  to  effect  the 
updating.  The  terminology  revision  the  MSSNY  will 
prepare  will  be  based,  in  accordance  with  the  stated  posi- 
tion, on  AMA  Current  Procedural  Terminology  4.  The 
terminology  change  will  also  require  changes  in  relativity 
and  here  again  in  accordance  with  the  MSSNY’s  stated 
position  that  when  a governmental  agency  requests  data 
of  this  nature,  as  the  NYS  WCB  has  done,  that  the  rela- 
tivity compiled  by  the  MSSNY  in  1975  based  on  its  1972 
studies  be  the  one  utilized. 

The  WCB  Chairman,  in  agreeing  to  consider  a revision 
of  the  1973  Schedule,  has  conditioned  his  response  that 
such  must  not  overly  increase  costs,  the  same  stipulation 
referred  to  in  this  section  above,  dealing  with  usual,  cus- 
tomary, and  reasonable  fees.  It  is  the  aim  of  the  MSSNY 
to  present  our  request  for  usual,  customary,  and  reasonable 
fees  as  a part  of  the  total  schedule  revision. 

Since  there  is  a considerable  variation  in  the  relativity 
between  that  developed  in  1973  (based  on  California’s 
study  of  1969)  and  in  1975,  the  financial  limitations  im- 
posed by  the  chairman  which  in  effect  sets  a fixed  available 
dollar  amount  will  result  in  changes  in  fees  payable  within 
each  of  the  five  sections  of  the  schedule,  with  decreases  as 
well  as  increases.  An  increase  in  total  relativity  limits, 
based  on  the  most  common  services  weighted  by  frequency 
to  reflect  economic  impact,  will  probably  lead  to  a reduc- 
tion in  the  dollar  conversion  factors  applied  to  the  unit 
values.  Presumably,  if  a physician  provides  a broad 
spectrum  of  services,  the  increase  and  decrease  in  dollars 
would  balance  out.  From  past  experience,  one  can  be  sure 
that  some  physicians  will  vigorously  complain  about  de- 
creased payments  for  procedures  they  perform  frequently. 
It  was  stressed  that  physicians  must  be  made  aware  of  the 
possible  effects  resulting  from  a change  in  terminology  and 
relativity.  In  a joint  meeting  with  the  Interspecialty 
Committee,  where  the  above  effects  were  graphically 
demonstrated,  there  was  unanimous  consensus  that  the 
changeover  is  one  that  the  MSSNY  has  repeatedly  en- 
dorsed and  sought,  and  there  was  reaffirmation  that  the 
MSSNY  seek  early  implementation  of  a change  of  the  WC 
Medical  Fee  Schedule  to  CPT-4  terminology  and  the 
MSSNY  relativity.  This  position  was  in  turn  reaffirmed 
by  the  Council. 

An  anticipated  problem  in  adopting  CPT-4  is  in  the  area 
of  office  and  hospital  visits.  The  need  for  a finer  delinea- 
tion of  services  rendered  in  these  settings  has  long  been  felt. 
However,  it  is  most  unlikely  that  the  carriers  and  the  WCB 
Chairman  will  accept  a change  from  the  present  two  types 
to  the  six  listed  in  the  CPT.  After  discussion,  it  was  de- 
cided to  seek  the  listing  of  four  levels  of  services  as  fol- 
lows: 

DEFINITION  OF  LEVELS  OF  SERVICE 

Definitions 

New  Patient  - one  new  to  the  physician  whose 
medical  and  administrative  record  needs  to  be  es- 
tablished. 

Established  Patient  - one  whose  medical  and  ad- 
ministrative records  have  previously  been  initiated 
by  the  physician  or  group. 

New  Complaint  - a complaint  unrelated  to  any 
condition  currently  under  treatment  by  the  same 
physician. 
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Levels  of  Service 

New  Patient  or  New  Complaint 

Comprehensive  - a level  of  service  requiring  an 
indepth  evaluation  of  a patient,  embodying  the 
development  of  or  complete  examination  of  medical 
data,  the  recording  of  a chief  complaint  (s),  present 
illness,  family  history,  past  medical  history,  per- 
sonal history,  system  review,  a complete  physical 
examination,  the  ordering  of  appropriate  diagnostic 
tests,  and  initiating  treatment.  Detailed  and  nar- 
rative report  required. 

Intermediate  - a level  of  service  pertaining  to  the 
evaluation  of  a new  condition,  with  a new  diagnosis 
or  management  problem,  that  necessitates  the  ob- 
taining and  evaluation  of  pertinent  history,  and 
physical  findings,  the  ordering  of  appropriate  di- 
agnostic tests  and  initiating  treatment.  A C-48 
form  is  to  be  filed. 

Established  Patient  - follow-up  care 

Limited  - a level  of  service  pertaining  to  the  pe- 
riodic evaluat  ion  of  a problem  including  an  interval 
history,  examination,  and  therapeutic  evaluation, 
including  appropriate  diagnostic  tests  and  adjust- 
ment of  therapy.  A C-4  form  is  to  be  filed. 

Extended  - a level  of  service  requiring  an  unusual 
amount  of  effort  or  judgment  including  a detailed 
interval  history,  review  of  medical  records,  more 
than  routine  examination,  evaluation  of  diagnosis 
and/or  therapy.  A narrative  report  is  to  be  filed. 

The  applicability  of  a specific  level  of  service  is  deter- 
mined by  what  service  the  physician  actually  renders. 

It  is  anticipated  that  the  majority  of  office  visits  under 
Workers’  Compensation  will  be  intermediate  or  limited  in 
scope. 

It  was  unanimously  passed,  and  the  MSSNY  Council 
approved  that  the  WCB  Chairman  be  requested  to  adopt 
the  levels  of  services  applicable  to  office,  hospital,  and 
home  visits,  as  stated  above,  in  the  WCB  Medical  Fee 
Schedule. 

It  would  be  most  difficult,  if  not  impossible  to  determine 
what  effect  the  above  change,  if  approved,  will  have  on  the 
costs  of  the  program,  since  there  is  no  past  basic  data  by 
which  such  a comparative  breakdown  can  be  made. 
Keeping  in  mind  that  office  visit  charges  constitute  about 
50%  of  total  payments  to  physicians,  we  are  likely  to  en- 
counter considerable  resistance  to  such  a proposed  change 
unless  we  can  provide  practical  definitions  of  each  type  of 
visit,  for  use  by  the  clerical  staff  in  the  offices  of  the  insur- 
ance carriers  who  deal  with  thousands  of  bills  received 
daily. 

Other  parts  of  the  schedule  may  also  prove  troublesome 
in  the  changeover  process.  Because  of  the  relat  ively  high 
utilization  of  modalities  listed  in  the  section  on  physical 
medicine  and  rehabilitation,  the  change  from  a simplistic 
to  a sophisticated  itemization  may  create  difficulties  in 
trying  to  arrive  at  equitable  payments  within  the  param- 
eter set  by  the  WCB.  All  specialty  societies  have  been 
requested  to  carefully  review  the  results  of  the  1 972  survey 
with  an  eye  to  necessary  additions,  deletions,  or  corrections 
of  inequities.  It  is  hoped  that  they  will  address  this  task 
promptly  and  thoroughly  so  that  the  need  for  later  modi- 
fications, always  a chore,  will  be  minimized. 

Chun dc  of  Family  Physician  Coverage  in  WC  Med- 
ical Fee  Schedule.  In  response  to  a request  from  the  New 
York  State  Academy  of  Family  Physicians  asking  that  the 
free  standing  section  of  the  schedule  relating  to  Family 
Physicians  be  abolished,  the  committee  recommended,  and 


the  Council  approved,  that  the  MSSNY  seek  the  inclusion 
of  FPs  in  the  same  section  as  all  other  specialists. 

It  was  pointed  out  that  the  fee  schedule  contains  the 
restrictive  language  “specialists  rendering  services  outside 
their  field  of  specialization  may  charge  only  general  prac- 
titioner fees.”  It  is  certain,  in  endeavoring  to  implement 
the  recommendation  immediately  above,  that  the  repre- 
sentatives of  the  MSSNY  will  be  asked  to  define  the  scope 
of  family  physicians  and  if  parameters  are  not  presented 
it  is  most  unlikely  that  our  request  will  be  approved.  The 
MSSNY  representatives  on  the  Advisory  Committee  are 
convinced  that  the  present  fee  schedule  recognition  of 
family  physicians  was  attained  only  because  of  both  the 
limitation  of  the  scope  to  that  of  internal  medicine  and  a 
limited  fee  profile.  The  representative  of  the  FPs  on  the 
Interspecialty  Committee,  after  considerable  discussion, 
stated  that  reluctantly  he  would  acquiesce  to  the  same 
limitation  for  the  present  as  a pragmatic  consideration.  He 
wished  the  record  to  show,  however,  that  this  was  contrary 
to  the  principles  of  the  NYS  Academy  of  Family  Physi- 
cians. 

It  was  passed  and  approved  by  the  Council,  that  the 
scope  of  family  physicians  in  the  WC  Medical  Fee  Schedule 
specialist  section  be  stated  as  that  of  internal  medicine. 

To  assist  in  dealing  with  the  above  problem,  the  com- 
mittee recommended  that  a definition  of  the  family  phy- 
sician adopted  by  the  American  Academy  of  Family 
Practice  be  utilized  by  the  MSSNY  whenever  it  speaks  for 
and  represents  the  FPs.  The  Council,  however,  did  not 
accept  this  recommendation.  Several  councilors  ques- 
tioned whether  the  MSSNY  should  approve  or  disapprove 
any  definition  of  a specialty  established  by  a recognized 
specialty  organization.  Additional  comments  were  that 
in  February,  1979,  the  Council  had  considered  the  FP 
problem  as  it  relates  to  workers’  compensation  and  decided 
that  it  seek  the  inclusion  of  FPs  in  the  same  section  as  all 
specialists  rather  than  as  a separate  section,  and  that  in 
defining  the  scope  of  the  FP,  it  be  in  the  field  of  internal 
medicine.  The  Council  acted  by  reaffirming  its  decision 
of  February,  1979,  as  a substitute  for  the  committee’s  rec- 
ommendation. 

It  was  pointed  out  that  the  MSSNY  in  1974  had  intro- 
duced into  the  AMA  House  of  Delegates  a resolution  de- 
fining family  physicians  and  that  the  AMA  had  approved 
this  with  one  minor  amendment.  It  was  therefore  ques- 
tioned whether  the  MSSNY  Council  should  be  asked  to 
reconsider  its  decision,  substituting  for  the  American 
Academy  of  Family  Practice  definition  the  one  adopted  by 
the  AMA  House  of  Delegates  in  response  to  the  MSSNY 
resolution. 

Attention  was  called  to  changing  positions  by  the  various 
parties  concerned  with  the  problem  of  Family  Physicians 
in  the  WC  program  which  have  engendered  confusion.  It 
would  be  preferable  before  any  further  steps  are  taken  in 
this  matter  to  have  the  NYS  Academy  of  Family  Physi- 
cians formally  state  its  views  in  a written  communica- 
tion. 

It  was  unanimously  decided  that  the  request  for  Council 
action  dealing  wit  h a definition  of  Family  Physicians  be 
deferred  pending  receipt  of  an  appropriate  letter  from  the 
NYS  Academy  of  Family  Physicians. 

The  division  director  stated  that  he  had  transmitted  the 
substance  of  t he  Council’s  action  in  February,  1979,  to  the 
WCB  Chairman,  who  said  he  would  consider  it.  The 
representatives  of  the  MSSNY  on  the  Advisory  Committee 
plan  to  place  the  Council’s  recommendations  of  February, 
1979,  before  the  Advisory  Committee  at  its  next  meeting 
on  June  22,  1 979.  It  is  the  opinion  of  those  representatives 


474  New  York  State  Journal  of  Medicine/February  1980/Minutes 


that  attempting  to  present  and  have  adopted  by  the  Ad- 
visory Committee  a definition  of  FPs  at  this  time  would 
probably  have  an  adverse  effect  rather  than  enhancing  the 
likelihood  of  acceptance  of  the  MSSNY  recommenda- 
tions. 


f^esolution  78-40  - Regionalization  of  Workers' 
Compensation  Fees 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  oppose  any  program  in  the  implementation  of 
the  Workers’  Compensation  Law  that  would  establish 
different  fees  payable  to  physicians  for  similar  services 
based  only  on  geographic  location,  and  that  fees  in  this 
program  be  payable  on  a usual,  customary,  and  rea- 
sonable basis. 

This  resolution  was  transmitted  to  the  WCB  Chairman. 
Further  in  connection  with  our  Society’s  request  that  fees 
be  based  on  a physician’s  profile  and  usual,  customary,  and 
reasonable  patterns,  it  was  pointed  out  that  such  would 
result  in  “individualization,”  and  be  more  equitable  than 
regionalization.  (See  below  for  additional  reference  to  this 
topic.) 

Interim  Increase  in  WC  Medical  Fee  Schedule. 

There  has  been  an  informal  agreement  among  the  parties 
represented  on  the  Advisory  Committee  that  fees  would 
be  reviewed  annually.  The  MSSNY  attempted  to  update 
the  conversion  factors  as  of  July  1,  1977,  since  the  previous 
increase  was  granted  on  July  1,  1976.  Our  request  for  a 
30%  increase  met  strenuous  opposition  from  insurance 
carriers  and  employers  representatives  and  it  was  not  until 
February  16,  1978,  that  Mr.  Cooperman  promulgated  an 
overall  13%  increase,  without  any  input  from  the  MSSNY 
as  to  section  allocation. 

In  February,  1978,  Mr.  Cooperman  initiated  a project 
to  employ  a statistical  analyst  to  study  the  regionalization 
of  fees.  He  estimated  the  results  would  be  available  in  6 
months.  The  MSSNY  challenged  the  validity  of  the 
methodology  of  the  study  as  proposed  by  the  statistician 
and  expressed  the  opinion  that  the  project,  even  as  con- 
ceived, would  take  more  than  six  months  to  complete.  It 
was  not  until  late  in  1978  that  the  NYS  Director  of  the 
Budget  finally  approved  the  project  which  is  now  described 
as  a feasibility  study. 

In  October,  1978,  the  MSSNY  representatives  on  the 
Advisory  Committee  citing  a number  of  arguments  in 
support,  requested  an  increase  in  the  fee  schedule  rather 
than  delaying  such  increase  until  the  results  of  the  above 
study  were  available.  At  that  time  Mr.  Cooperman  re- 
sponded that  he  would  not  grant  any  increase  until  the 
study  results  were  received.  The  MSSNY  continued  to 
stress  the  justification  for  an  increase  in  subsequent  con- 
versations. 

In  January  of  1979,  Mr.  Cooperman  announced  he 
planned  to  grant  an  interim  overall  increase  of  7%  in  the 
fee  schedule  in  keeping  with  President  Carter’s  guidelines 
and  presented  three  options  prepared  by  his  office  of  Re- 
search and  Statistics  for  allotment.  He  asked  for  com- 
ments in  regard  to  allotments  among  the  sections  of  the 
schedule,  particularly  directing  this  request  to  the 
MSSNY. 

The  MSSNY  voiced  strong  objection  to  the  7%  increase 
limitation,  challenging  both  the  justification  and  the  eco- 
nomics. 


In  response  to  a choice  of  the  chairman’s  three  options, 
a joint  meeting  with  the  Interspecialty  Committee  was 
held. 

There  was  a lengthy  discussion  of  the  three  alternatives 
presented  by  Mr.  Cooperman,  with  explanations  of  the 
weighting  that  led  to  the  varying  percentages  allocated  to 
different  sections.  Also  discussed  were  adjustments  to 
rectify  obvious  inequities  such  as  the  fees  for  office  visits. 
Representatives  of  the  various  specialty  groups  presented 
their  viewpoints  to  justify  a greater  increase  in  their  section 
of  the  schedule. 

It  was  clear  from  the  discussion  that  any  recommenda- 
tion of  differential  allocations  would  result  in  minimal 
monetary  increases  for  any  one  service  or  procedure  that 
would  satisfy  no  one  and  foster  general  discontentment. 
It  was  the  consensus  that  corrective  changes  should  be  part 
of  the  contemplated  general  revision  of  the  schedule. 

It  was  unanimously  passed  that  the  MSSNY  voice  its 
dissatisfaction  with  the  WCB  limitation  of  an  overall  7% 
increase.  It  was  further  passed,  over  several  dissenting 
votes,  that  if  that  limitation  is  promulgated  by  the  WCB 
Chairman,  the  MSSNY  suggest  that  it  be  applied  equally 
across  the  board  to  the  five  sections  of  the  schedule.  These 
recommendations  were  approved  by  the  Council  and 
communicated  to  the  WCB  Chairman.  The  latter,  con- 
trary to  his  committee’s  recommendation,  did  make  the  7% 
applicable  across  the  board,  with  an  effective  data  of  July 
1,  1979. 

The  MSSNY  protested  pointing  out  there  had  been  no 
increase  since  2/16/78;  that  the  7%  was  inadequate  to  start 
with,  that  the  Consumer  Price  Index  had  risen  9.9%  from 
February,  1978,  to  February,  1979,  that  there  had  been  no 
objection  from  the  carriers  to  the  February  16,  1978,  in- 
crease date,  and  that  there  was  sufficient  interval  to  put 
the  increase  into  effect  on  June  1,  1979,  and  we  so  peti- 
tioned the  WCB  Chairman,  to  no  avail. 

The  conversion  factors  applicable  on  and  after  July  1, 
1979, are: 


Medicine 

$ 9.90 

Surgery 

$54.70 

Anesthesiology 

$12.60 

Radiology 

$21.00 

Pathology 

$ 4.40 

-Hesolution  78-29  - Penalty  for  Delayed  or  Non- 
payment of  Medical  Bills  in  Workers’  Compen- 
sation Cases 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  initiate  and  support  legislation  to  correct  the 
abuses  of  delayed  or  nonpayment  of  medical  bills  in 
workers’  compensation  cases  by  providing  for  interest 
accrual  for  such  delayed  or  unpaid  bills. 

The  WCB  Subcommittee  appointed  by  Chairman 
Cooperman  to  recommend  changes  in  the  Workers’  Com- 
pensation Law  and  the  rules  and  regulations  considered 
this  item  in  the  course  of  its  meeting  this  past  summer 
(1978).  The  Chairman  stated  that  he  intends  to  impose 
a penalty  of  172%  per  month,  without  any  maximum,  on 
those  carriers  who  do  not  pay  or  unduly  delay  payment  of 
properly  submitted  bills.  An  amendment  of  the  WCL  is 
required  to  empower  the  chairman  to  levy  such  a pen- 
alty. 
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A penalty  of  this  type  has  been  sought  by  the  MSSNY 
for  many  years,  and  it  is  gratified  at  the  chairman’s  rec- 
ognition of  the  justification  and  his  successful  effort  to  have 
it  introduced  into  the  1979  legislative  session  as  one  of  the 
Governor’s  program  bills.  As  of  this  writing  the  bill  has 
passed  one  house  (Senate)  and  is  on  the  floor  of  the  second. 
The  MSSNY  is  exerting  effort  for  its  passage  and  are 
hopeful  both  of  its  enactment  and  the  beneficial  effect  it 
will  have  on  some  carriers’  dilatory  payment  practices. 

It  was  emphasized  that  for  this  penalty  to  be  applicable 
physicians  bills  must  be  submitted  not  later  than  90  days 
after  the  last  day  of  the  month  in  which  the  treatment 
billed  for  was  rendered. 

In  the  course  of  the  discussion  of  this  item  the  insurance 
carriers  recommended  the  penalty  be  limited  to  V2  of  1% 
per  month,  with  a maximum  of  9%.  The  MSSNY  referred 
to  the  No-Fault  Law  which  provides  for  a penalty  of  2%  per 
month,  without  limitation,  when  properly  submitted  bills 
are  not  paid  within  30  days,  and  that  this  same  penalty  is 
justified  in  Workers’  Compensation.  The  chairman  re- 
plied that  the  circumstances  were  different  and  that  the 
lV2%  was  as  much  as  he  thought  feasible. 

Payment  for  Cases  Ruled  as  Noncompensable.  The 
WCB  Chairman  has  proposed  a modification  of  Section 
13-f  of  the  WCL,  Payment  of  Medical  Fees,  to  establish 
a special  fund  maintained  by  the  deduction  of  1%  from  each 
bill  payable  by  carriers  to  physicians  to  provide  for  pay- 
ment in  those  cases  where  a physician  has  treated  a patient 
as  covered  by  the  law,  but  subsequently  is  denied  payment 
because  the  WCB  has  ruled  the  patient’s  condition  was 
noncompensable.  The  MSSNY  representatives  objected 
to  this  proposal  on  the  basis  that  the  number  of  such  cases 
is  insignificant,  the  majority  of  physicians  never  encounter 
such  cases,  and  it  would  be  inequitable  to  tax  them.  The 
above  opinion  was  approved  by  the  MSSNY  Council  and 
was  made  known  to  the  Chairman  of  the  WCB. 


I^esolution  78-38  - The  Right  of  any  Duly  Licensed 
Physician  to  Sign  Disability 
Certificates 

and 

78-46  - Signing  of  Disability  Benefit 
Forms 

In  lieu  of  these  two  resolutions,  the  House  of  Delegates 
adopted  the  following: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  initiate  legislation  designed  to  eliminate  the  re- 
quirement that  Disability  Benefit  forms  can  only  be 
signed  by  physicians  authorized  to  treat  Workers’ 
Compensation  claimants. 

There  have  been  several  discussions  with  the  WCB 
Chairman  challenging  the  justification  and  necessity  for 
duly  licensed  and  registered  physicians  to  be  WCB  au- 
thorized for  their  signatures  to  be  acceptable  on  disability 
claim  forms.  Subsequently  the  chairman  agreed  with  the 
MSSNY  and  had  a bill  introduced  as  part  of  the  Governor’s 
package  to  amend  the  WCL  accordingly.  The  MSSNY  has 
engaged  in  actions  to  support  its  passage  and  we  have 
reason  to  believe  it  will  be  enacted. 


JlVesolution  78-37,  Elimination  of  Workers’  Com- 
pensation Authorization  Numbers 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  take  steps  to  have  the  present  system  of  autho- 
rization numbers  granted  physicians  to  treat  workers’ 
compensation  cases  eliminated;  and  be  it  further 
Resolved,  That  the  license  to  practice  medicine  in  the 
State  of  New  York  automatically  confers  the  license 
to  treat  any  patient  of  any  type  whatsoever  within  the 
State  of  New  York. 

It  was  considered  most  unlikely  that  the  Legislature 
would  at  this  time  be  receptive  to  modifying  the  law  as 
sought  by  this  resolution,  and  it  is  certain  that  the  WCB 
Chairman  would  strongly  oppose  such  a change.  The 
resolution  was  referred  to  the  MSSNY  State  Legislation 
Committee,  which  in  its  turn  also  considered  it  unrealistic 
to  expect  that  such  a bill  had  any  chance  of  passage  in  view 
of  Albany’s  present  political  atmosphere. 

Resignation  of  WCB  Authorization.  A Grand  Jury, 
based  on  a presentation  by  the  NYS  Attorney  General,  has 
indicted  eight  physicians  and  the  Surgical  Specialties  of 
New  Y ork,  Inc.,  on  the  grounds  of  conspiracy  to  withhold 
services.  This  matter  is  wending  its  way  through  the  ju- 
dicial processes.  The  MSSNY  filed  as  amicus  curiae. 

An  individual  physician  did  institute  suit  under  Article 
78  seeking  to  have  the  WC  Medical  Fee  Schedule  ruled  null 
and  void  on  the  basis  that  the  fees  did  not  conform  with 
“charges  as  prevail  in  the  same  community  for  similar 
treatment  of  injured  persons  of  a like  standard  of  living” 
and  did  not  take  into  account  variations  in  different  parts 
of  the  State.  The  petitioner  lost  the  suit,  the  judge  finding 
that  the  WCB  Medical  Fee  Schedule  is  not  in  conflict  with 
State  Law. 


I^/esolution  78-28  - Medical  Society  of  the  State  of 
New  York  to  Represent  the  Medical  Profession 
as  a Whole  in  Negotiating  with  the  Workers’ 
Compensation  Board 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  affirm  that  it  represents  the  medical  profession 
as  a whole  in  negotiating  with  the  Workers’  Compen- 
sation Board. 

The  New  York  State  Society  of  Anesthesiologists  took 
exception  to  the  approval  of  this  resolution  by  the  House 
of  Delegates,  continued  to  press  the  MSSNY  to  inform  the 
WCB  Chairman  that  the  MSSNY  would  no  longer  repre- 
sent anesthesiologists  in  negotiations,  claimed  that  anes- 
thesiologists have  been  unfairly  treated  and  that  the 
MSSNY  has  not  supported  their  request  for  an  increase 
in  fees.  At  the  request  of  the  NYS  Society  of  Anesthesi- 
ologists the  MSSNY  Executive  Committee  met  with  its 
representatives  and  those  of  the  NYS  Federation  of  An- 
esthesiologists, Inc.,  on  November  29, 1978;  the  chairman 
of  this  committee  and  the  division  director  also  partici- 
pated in  that  meeting. 

In  the  course  of  the  November  29,  1978,  meeting,  the 
representative  of  the  Anesthesiologists  on  the  Interspeci- 
alty Committee  stated  that  the  WCB  medical  fee  schedule 
was  never  discussed  in  the  Interspecialty  Committee. 
When  this  statement  was  challenged,  it  was  modified  to  the 
“dollar  amounts”  of  the  conversion  factor  had  never  been 
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discussed.  The  division  director  remarked  that  in  re- 
sponse to  the  caution  voiced  by  the  MSSNY  General 
Counsel,  both  this  committee  and  the  Interspecialty 
Committee  earlier  in  the  year  had  grave  reservations  in 
regard  to  discussing  the  WCB  tee  schedule,  even  in  general 
terms,  because  of  the  likelihood  of  antitrust  suit  by  the 
Federal  government.  It  was  finally  decided  that  we  could 
carry  on  such  discussion  in  response  to  a direct  request 
from  the  Chairman  of  the  WCB,  and  the  MSSNY  did  re- 
ceive such  a request. 

It  was  the  intention  of  the  MSSNY  representatives  in 
the  last  negotiations  with  the  WCB  that  as  part  of  our  re- 
quest for  an  overall  30%  increase,  to  recommend  how  this 
increase  should  be  distributed  among  the  different  sec- 
tions, with  modification  of  some  of  the  relativity  units. 
However,  the  chairman  exercised  his  prerogative  and 
promulgated  an  overall  increase  of  13%  and  distributed  this 
among  the  five  sections  as  he  saw  fit.  Thus  there  was  never 
an  opportunity  for  the  MSSNY  to  discuss  the  dollar 
amounts  in  either  of  its  two  committees  involved  with  this 
subject.  Discussion  of  the  1979  7%  increase  was  extensive; 
it  has  been  referred  to  earlier  in  this  report. 

On  an  adjusted  basis  since  January  1,  1973,  the  section 
on  Anesthesiology  has  had  an  increase  in  fees  of  62.1% 
second  to  the  section  on  Surgery’s  85.8%.  On  an  adjusted 
basis  since  October  1,  1970,  the  highest  increase  has  been 
in  the  Anesthesia  Section  with  83%,  and  the  Surgery  Sec- 
tion second  with  70.3%. 

The  attorney  for  the  Federation  of  Anesthesiologists 
stated  that  the  WC  Law,  in  addition  to  requesting  the 
MSSNY  to  submit  a report  on  the  amount  of  renumera- 
tion, requires  the  WCB  Chairman  to  also  “give  consider- 
ation ...  to  views  of  other  interested  parties,’’  and  he  in- 
terpreted this  as  mandating  the  chairman  to  negotiate  with 
the  anesthesiologists  as  an  “interested  party.”  This  latter 
point  was  discussed  with  the  opinion  voiced  unanimously 
that  the  intent  of  the  phrase  “other  interested  parties”  was 
to  give  consideration  to  groups  other  than  medicine,  such 
as  employers,  union,  and  insurance  carriers.  The  MSSNY 
General  Counsel  was  asked  for  an  opinion  and  stated  “the 
sole  spokesman  for  medicine  in  New  York  State  in  regard 
to  Workers’  Compensation  Medical  Fee  Schedules  is  the 
President  of  the  Medical  Society  of  the  State  of  New  York. 
The  phrase  ‘other  interested  parties’  refers  to  employers, 
unions,  insurance  carriers,  etc.  The  President  of  MSSNY 
is  the  spokesman  for  MSSNY  and  its  members.”  This 
interpretation  was  accepted  by  the  Council. 

The  committee  chairman  emphasized  that  the  issue 
raised  by  the  Anesthesiologists  is  whether  or  not  the 
MSSNY  should  continue  to  represent  the  medical  pro- 
fession as  a whole  rather  than  having  each  specialty  group 
negotiate  individually.  The  committee  unanimously 
reaffirmed  its  opinion  that  the  MSSNY  should  continue 
to  represent  and  negotiate  for  the  profession  as  a whole. 
The  Council  concurred  in  this  reaffirmation. 

Composition  of  the  Committee.  The  MSSNY  Inter- 
specialty Committee  at  its  meeting  on  November  19, 1978, 
recommended  to  the  Council  that, 

1.  Each  Specialty  Society  should  be  represented  on  the 
Workers’  Compensation  and  Occupational  Health 
Committee,  and 

2.  Not  more  than  one  member  from  any  one  specialty 
should  be  appointed  to  that  committee. 

Committee  members  have  been  appointed  by  the 
MSSNY  Presidents  with  a view  to  geographic  represen- 
tation and  County  Medical  Society  recommendations  so 


that  appointees  reflect  the  opinions  of  the  area  from  which 
they  come,  as  well  as  their  knowledge  of,  and  interest  in, 
the  matters  with  which  the  committees  deal.  The  concept 
has  always  been  that  committee  members  do  not  represent 
the  interest  of  a particular  specialty  to  which  they  may 
belong  but  rather  the  medical  interests  of  the  State  as  a 
whole.  Physicians  who  represent  the  MSSNY  in  dealing 
with  groups  outside  the  Society,  such  as  t hose  sitting  on  the 
WCB  Advisory  Committee,  present  the  views  of  the 
MSSNY  and  not  their  own  personal  opinions. 

The  Interspecialty  Committee  was  established  for  the 
purpose  of  affording  all  statewide  specialty  societ  ies  input 
into  the  MSSNY  activities  and  its  members  are  appointed 
by  the  President  of  the  MSSNY  from  nominations  sub- 
mitted by  the  respective  specialty  societies.  The  members 
of  the  Interspecialty  Committee  are  kept  informed  of  all 
matters  that  involve  interspecialty  relationships  or  affect 
their  disciplines,  and  in  turn  their  views  are  made  known 
to  other  appropriate  MSSNY  committees  and  to  the 
Council. 

It  was  moved  and  approved  by  the  Council  that  the 
MSSNY  committees,  including  this  one,  continue  to  be 
constituted  as  in  the  past. 

MSSNY  Representation  on  the  WCB  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems.  The  committee  chairman  emphasized  that 
those  w'ho  represent  the  MSSNY  on  the  Advisory  Com- 
mittee present  and  promote  the  views  and  positions  of  the 
MSSNY  rather  than  sitting  as  representatives  of  any 
specialty  group  with  which  they  may  be  associated  or  for- 
warding their  personal  viewpoints.  The  chairman  stated 
that  in  the  years  he  has  sat  as  a member  of  the  Advisory 
Committee  he  has  not  found  any  MSSNY  representative 
to  breach  that  understanding.  The  activities  of  the  Ad- 
visory Committee  are  reported  at  each  meeting  of  this 
committee. 

Recently  the  WCB  Chairman  enlarged  the  Advisory 
Committee,  causing  the  MSSNY  to  request  and  to  be 
granted  the  addition  of  a fifth  physician  member. 

The  division  director  remarked  that  the  MSSNY  rep- 
resentatives on  the  Advisory  Committee  have  earned  the 
respect  and  commendation  of  all  other  members  of  that 
committee  by  the  common  sense  and  responsibility  they 
have  evidenced.  These  physicians  have  devoted  consid- 
erable time  and  effort  to  further  the  interest  of  the  MSSNY 
and  its  members. 

The  FP  physician  member  of  the  committee  stated  he 
was  expressing  the  opinion  of  the  NYS^  Academy  of  Family 
Physicians  that  the  MSSNY  representatives  of  the  WCB 
Advisory  Committee  have  acted  in  the  interest  of  the  entire 
MSSNY  membership  and  will  continue  to  do  so  in  the  fu- 
ture, and  a motion  was  made  that  these  members  be  com- 
mended by  the  committee  and  that  the  MSSNY  Council 
do  likewise. 

The  members  of  the  MSSNY  on  the  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied  Problems 
of  the  WCB  are  Doctors  George  W.  Calvosa,  Burton  P. 
Hoffman,  Joyce  M.  McChesney,  John  H.  Morton,  and  Max 
N.  Howard. 

Authorization  for  Treatment.  On  November  20, 
1978,  the  chairman  promulgated  a rule  change  (Rule  4) 
effective  November  27,  1978,  that  where  a patient  is  hos- 
pitalized the  carrier  has  four  days,  and  where  a patient  is 
ambulatory  21  days,  to  respond  to  physicians’  requests  for 
authorization  for  treatment.  If  such  authorization  is  not 
forthcoming  within  the  time  limits  specified,  or  services 
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are  denied  the  WCB  Chairman  may,  after  investigation, 
authorize  the  services  with  the  carrier  becoming  liable  for 
payment,  unless  a case  is  subsequently  ruled  noncom- 
pensable. 

The  new  rule  additionally  specifies  that  each  carrier  shall 
designate  a qualified  person  to  receive  and  act  upon  phy- 
sicians’ requests,  and  such  a person  shall  also  be  designated 
within  appropriate  offices  of  the  WCB.  The  names  and 
telephone  numbers  of  the  person  so  designated  can  be 
obtained  from  the  WCB  district  offices. 

The  WCB  Chairman  also  promulgated  Rule  9:  This  is 
an  acknowledgment  in  writing  by  the  patient  of  his  re- 
sponsibility for  paying  the  physician’s  usual  and  customary 
fees  in  the  event  his  case  is  ruled  noncompensable. 

Expedition  of  Payments  in  Non-Controverted  Cases 
( Form  MR-54).  The  WCL  states  that  when  carriers  fail 
to  controvert  physicians  bills  within  30  days  of  receipt,  the 
bills  are  payable,  but  does  not  establish  an  enforcement 
procedure.  In  the  past  certain  carriers  have  ignored  this 
rule,  forcing  the  physicians  to  file  suit.  In  response  to  the 
MSSNY  complaints  the  WCB  Chairman  in  July,  1976, 
promulgated  FORM  MR-54  which,  when  initiated  by  the 
physician,  would  initiate  a WCB  hearing  which  will  enforce 
payment  by  a referee’s  decision.  Because  the  process  has 
proven  cumbersome,  with  delays  in  payment  still  too  long, 
the  WCB  Chairman  has  revised  the  form  and  taken  steps 
to  improve  the  system.  MR-54  forms  can  be  obtained  from 
WCB  District  offices  if  not  available  at  the  county  medical 
society  offices.  Billing  by  the  physician  must  be  submitted 
within  90  days  from  the  last  day  of  the  month  in  which 
billed  services  are  rendered  for  the  MR-54  to  be  utilized 
for  the  collection  of  unpaid  bills. 

Revisions  of  Forms.  During  the  past  year,  the  C-48 
and  C-4  forms  were  revised,  with  definite  improvements 
resulting.  The  modifications  require  that  a C-48  be  filed 
in  all  cases,  since  when  completed  it  supplies  certain  in- 
formation that  is  no  longer  required  to  be  repeated  on  C-4 
forms.  Where  treatment  terminates  after  one  visit,  the 
C-48  can  serve  both  as  the  first  and  final  report. 

The  A-l  form,  used  to  controvert  a case,  is  also  being 
revised.  The  WCB  Chairman  invited  suggestions  to  im- 
prove other  forms  and  physicians  are  requested  to  forward 
any  proposals  to  the  MSSNY. 

Rotation  of  County  Medical  Society  Representa- 
tives on  WC  and  No-Fault  Arbitration  Committees.  It 
was  emphasized  that  representatives  appointed  by  the 
county  medical  societies  to  represent  their  members  by 
sitting  on  the  arbitration  committees  are  offered  insight 
into  the  problems  physicians  encounter  that  cannot  be 
gained  in  any  other  manner.  Reports  received  indicate 
that  such  experience  has  indeed  been  educational.  It  is 
therefore  desirable  that  as  many  members  of  the  Workers’ 
Compensation  Committees  of  the  county  medical  societies 
sit  on  these  committees  as  possible. 

The  committee  unanimously  passed  and  the  Council 
approved,  that  the  MSSNY  encourage  all  county  medical 
societies  to  rotate  their  representatives  on  the  WC  and  the 
No-Fault  arbitration  committees,  particularly  those  who 
serve  on  the  related  county  medical  society  committees. 

No-Fault  Suit.  The  MSSNY  suit  seeking  the  inval- 
idation of  certain  amendments  to  the  No-Fault  Auto  In- 
surance Law  is  pursuing  a slow  course  through  the  legal 
process. 

Adequate  Payment  for  Intensive  Care.  The  sug- 
gestion that  there  be  a fixed  fee  to  correct  the  inadequacy 
of  the  Workers’  Compensation  Medical  Fee  Schedule  when 


a patient  requires  intensive  care  was  discussed.  This  type 
of  service  is  usually  not  limited  by  the  fee  schedule  but  is 
an  A & A item  (authorization  and  agreement)  and  usually, 
if  adequate  documentation  is  supplied,  carriers  will  pay 
higher  fees.  The  division  director  reported  that  when  a 
physician  is  unable  to  reach  agreement  with  an  insurance 
carrier  and  the  problem  goes  to  arbitration,  the  arbitration 
committees  do  consider  the  intensity  of  care  required  by 
a patient’s  condition  and  have  awarded  higher  fees  as 
compared  to  routine  care. 

It  was  unanimously  passed  by  the  committee  and  ap- 
proved by  the  Council,  that  the  payments  for  intensive  care 
provided  patients  under  the  provisions  of  the  WCB  Med- 
ical Fee  Schedule  as  an  A & A item. 

Changes  in  Emergency  Room  Provisions.  In  re- 
sponse to  the  MSSNY  protest  that  the  interpretation  by 
some  carriers  of  the  wording  on  page  10  of  the  WCB 
Medical  Fee  Schedule  relative  to  treatment  in  an  emer- 
gency room  of  a hospital  in  inequitable,  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  recommended  the  following  revision: 

“Where  a physician  renders  treatment  in  the  emer- 
gency room  of  a hospital  and  such  physician  is  in  a sal- 
aried relationship  with  the  hospital  which  includes 
emergency  room  coverage,  all  services  rendered  by  such 
physician  will  be  included  in  the  emergency  room 
charges  as  per  the  Workers’  Compensation  Hospital 
Rate  Schedule.  Where  a nonsalaried  physician  is  under 
contract  with  the  hospital  to  render  services  in  a hospital 
emergency  room  all  such  services  rendered  by  that 
physician  shall  be  at  the  general  practice  fee  rates;  the 
hospital  charge  shall  be  that  for  the  emergency  room 
utilization  without  physician’s  services. 

“Where  a fee  for  an  office  therapeutic  procedure  is  in 
excess  of  the  fee  for  ordinary  office  visit,  as  for  example 
a fee  for  a minor  operation  only,  the  greater  fee  shall  be 
payable.  This  provision  also  applies  to  the  nonsalaried 
physician  rendering  services  in  the  emergency  room  of 
a hospital.” 

The  MSSNY  representatives  stress  that  the  definition 
of  “salaried”  does  not  include  those  fees  physicians  re- 
ceived for  administrative,  supervisory,  or  teaching  duties 
that  are  unrelated  to  their  personal  care  of  emergency  room 
patients. 

Subsequently  the  WCB  staff  raised  a question  of  the 
equity  of  full  payment  for  line  item  procedures  to  contract 
physicians  treating  in  emergency  rooms  equal  to  that  of 
physicians  who  treated  the  same  conditions  in  their  private 
offices.  In  the  latter  instance  a physician  has  overhead 
expenses,  whereas  in  a hospital  setting  the  expense  is  borne 
by  the  hospital.  The  WCB  recommendation  is  that  for  line 
item  services,  contract  physicians  treating  in  emergency 
rooms  and  entitled  to  payment  in  accordance  with  the 
above  guidelines  receive  70%  of  the  st  ated  fee.  The  matter 
is  still  under  discussion,  and  the  WCB  has  been  requested 
to  obtain  information  from- the  hospitals  in  the  State  con- 
cerning arrangements  for  emergency  room  coverage. 

Professional  and  Technical  Components  of  Services. 
The  WCB  has  been  requested  by  the  Department  of 
Health  to  recommend  appropriate  ratios  for  technical  and 
professional  components  when  the  services  involved  re- 
quire specific  services  by  hospital  technicians  distinct  from 
those  rendered  by  a physician  and  the  WCB  has  requested 
input  from  the  MSSNY  mentioning  the  areas  of  radiology, 
pathology,  anesthesiology,  and  physical  medicine. 
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The  MSSNY  has  responded  that  anesthesiologists  in  the 
State  of  New  York  are  either  on  a fee  for  service  or  full 
salaried  basis  and  hence  no  breakdown  is  warranted.  As 
concerns  pathologists  it  would  appear  that  the  question  of 
double  billing  is  not  a factor  and  this  is  probably  also  true 
in  the  area  of  physical  medicine.  In  radiology  the  MSSNY 
already  has  a breakdown  of  technical  and  professional 
components  approved  by  the  NYS  Society  of  Radiology 
and  this  will  he  submitted.  The  WCB  feels  that  there  are 
other  areas  such  as  respiratory  therapy,  cardiac  function 
testing,  and  physical  medicine  and  rehabilitation  where 
such  a breakdown  may  be  indicated.  The  MSSNY  will 
further  consider  the  matter. 

Improvement  in  Payment  of  WC  Bills  by  the  City  of 
New  York.  The  MSSNY  for  many  years  tried  to  have  the 
City  of  New  York  improve  its  unbelievably  poor  record  of 
nonpayment,  or  delays  lasting  years  ot  payment,  ot  bills 
rendered  by  physicians  for  the  care  of  city  employees 
causally  related  to  their  occupation.  Although  the 
MSSNY  was  successful  in  resolving  individual  cases 
brought  to  its  attention,  the  situation  as  a whole  continued 
to  be  chaotic.  When  apprised  of  this,  the  present  Chair- 
man of  the  Board,  Mr.  Cooperman,  vigorously  sought  to 
correct  it,  and  in  a recent  communication  informed  the 
Society  that  after  more  than  a year’s  effort  there  has  been 
a very  definite  improvement.  The  City  reports  that  it  has 
eradicated  the  backlog  of  1 7,000  bills,  of  which  12,000  were 
paid  and  5,000  were  found  to  be  duplicates  of  bills  already 
paid.  Mr.  Cooperman  stated  that  bills  are  now  being  paid 
on  a current  basis. 

The  committee  acknowledged  and  expressed  apprecia- 
tion of  the  pressure  Mr.  Cooperman  exerted,  resulting  in 
New  York  City’s  instituting  administrative  procedures  and 
hiring  additional  personnel  which  effected  the  improve- 
ment reported. 

It  was  unanimously  passed,  and  approved  by  the 
Council,  that  Mr.  Cooperman  be  thanked  for  his  efforts  and 
the  results  obtained  in  improving  the  payment  of  physi- 
cians’ bills  under  the  WCL  by  the  City  of  New  York. 

Payment  for  Anesthesia  Services.  The  MSSNY 
brought  to  the  attention  of  the  Advisory  Committee  a sit- 
uation where  a carrier  refused  to  pay  any  fee  for  the  ad- 
ministration of  a general  anesthesia  because  the  physician 
was  not  an  anesthesiologist.  There  was  ready  agreement 
by  all  members  of  the  Advisory  Committee  that  such  re- 
fusal was  unwarranted.  The  amount  of  payment  was  then 
discussed  noting  that  an  M-6  rated  physician  now  receives 
three  fourths  of  the  fee  of  an  SM-6.  It  was  decided  to 
recommend  to  the  chairman  that  physician^  who  admin- 
ister anesthesia  but  do  not  have  SM-6  or  M-6  qualification 
be  paid  two  thirds  of  the  SM-6  fees.  The  ruling  that  an- 
esthesia fees  are  not  payable  when  anesthesia  is  adminis- 
tered by  the  operating  surgeon  or  the  surgical  assistant 
remains  unchanged. 

Multiple  Specialty  Ratings.  The  guidelines  sub- 
mitted by  the  MSSNY  and  adopted  by  the  Chairman  of  the 
WCB  for  rating  applicants  under  the  WCB  program  imply 
that  a physician  can  be  granted  only  one  specialty  rating. 
A recent  complaint  by  a physician  who  was  Board  certified 
in  both  Internal  Medicine  and  Radiology,  and  w'ho  states 
that  his  practice  is  divided  evenly  between  the  two 
specialties,  posed  a new  question.  Board  certification  in 
more  than  one  specialty  is  infrequent  but  should  receive 
recognition  when  that  situation  pertains. 

It  was  unanimously  passed  and  the  Council  approved 


that  when  a physician  is  certified  in  more  than  one  Amer- 
ican Board,  he  he  granted  I he  appropriate  coding  for  each 
of  those  specialties. 

Multiple  Injuries.  Communications  have  been  re- 
ceived from  physicians  complaining  of  the  inequity  of  the 
limitation  on  the  fees  payable  when  the  care  of  multiple 
injuries  is  required. 

There  are  two  references  to  this  topic  in  the  WC  Medical 
Fee  Schedule: 

“Multiple  Injuries,  requiring  extensive  surgical 
dressings  or  care  are  to  be  charged  for  the  greatest  plus 
one  half  of  the  lesser  fees  but  limited  to  two  times  the 
greatest  fee.  Superficial  injuries  not  requiring  extensive 
attention  are  not  to  carry  cumulative  charges.  This  rule 
does  not  apply  to  pathological  examinations.”  (page 
6) 

“ Musculoskeletal  System.  For  concurrent  care  of 
multiple  injuries  to  bones  or  joints,  not  contiguous  and 
not  in  the  same  hand  or  foot,  unless  otherwise  specified, 
add  to  the  greater  allowance  a sum  equal  to  50%  of  each 
lesser,  subject  to  a maximum  of  two  times  the  greater. 
Superficial  injuries  not  requiring  extensive  care  do  not 
carry  cumulative  allowances. 

“Dislocation, -closed  reduction  unless  otherwise  indi- 
cated, includes  application  and  removal  of  first  cast  or 
traction,  within  the  specified  aftercare  period. 

“Dislocation  complicated  by  a fracture,  increase 
fracture  fee  by  50%. 

“For  traumatic  amputation,  increase  elective  ampu- 
tation fee  by  25%.”  (page  16) 

The  committee  voted  without  dissent  that  these  rulings 
were  not  inequitable,  noting  that  when  multiple  injuries 
require  care  by  physicians  of  different  specialization  there 
are  no  reductions  in  the  total  fees  payable  to  each  for 
treatment  rendered  within  the  scope  of  the  particular 
specialty.  It  was  further  noted  that  when  multiple  injuries 
require  extraordinary  care  or  time  such  factors  are  usually 
taken  into  account  either  by  the  insurance  carrier  or  the 
arbitration  committee  and  higher  than  stated  fees  are  paid. 
As  concerns  the  care  of  multiple  injuries  treated  in  an  office 
setting,  for  example  strains  of  the  cervical,  thoracic,  and 
lumbar  back,  it  has  not  been  the  practice  of  physicians  to 
charge  multiple  fees  for  such  visits;  but  here  again,  when 
the  circumstances  warrant,  a request  for  additional  pay- 
ment, substantiated  by  documentation,  can  be  sub- 
mitted. 

The  MSSNY  Council  was  requested  to  and  did  approve 
the  above  as  the  Society’s  position. 

Use  of  Workers’  Compensation  Medical  Fee 
Schedule  by  NYS  Social  Security  Disability  Evalua- 
tion Department.  A question  was  raised  to  the  appro- 
priateness of  utilizing  the  WCB  Medical  Fee  Schedule  for 
payment  to  physicians  under  this  program.  It  was  clarified 
that  the  program  does  not  pay  fees  to  the  treating  physi- 
cians, but  utilizes  the  schedule  for  payment  of  fees  to  its 
consultants.  The  latter  voluntarily  apply  to  participate 
in  the  program. 

Reimbursement  for  Expenses  Incurred  by  County 
Medical  Societies  in  Conducting  WCB  Required  Ac- 
tivities. This  question  has  been  raised  on  previous  oc- 
casions, and  in  discussions  with  the  WCB  Chairman  he  has 
indicated  that  he  would  not  approve  any  such  payments. 

It  was  noted  that  some  county  medical  societies  request 
a voluntary  contribution  from  all,  not  just  nonmembers, 
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to  cover  their  expenses  and  there  has  been  no  objection  to 
this. 

Appreciation  of  Services  Rendered  by  John  A.  Kalb, 
M.D.  The  Council  implemented  the  committee’s  rec- 
ommendation that  appreciation  be  expressed  to  Dr.  Kalb 
for  the  years  of  diligent  services  he  rendered  as  a member 
of  this  committee  with  100%  attendance  at  all  meetings. 

Appreciation  of  Services  to  Max  N.  Howard,  M.D. 
The  chairman  informed  the  committee  members  that  Dr. 
Howard  was  retiring  and  recommended  the  following  res- 
olution: 

Resolution 

Whereas,  Max  N.  Howard,  M.D.,  joined  the  staff  of  the 
Medical  Society  of  the  State  of  New  York  in  1971; 
and 

Whereas,  Dr.  Howard  has  been  an  expert  and  hardworking 
Director  of  the  Council  Committee  on  Workers’ 
Compensation  and  Occupational  Health,  during  his 
eight  years  of  service  on  the  staff;  and 
Whereas,  Dr.  Howard  has  been  an  effective,  respected,  and 
well-informed  leader  of  the  MSSNY  representatives 
on  the  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  Workers’  Com- 
pensation Board;  and 

Whereas,  Dr.  Howard  has  handled  a number  of  compli- 
cated and  controversial  issues  with  wisdom  and  de- 
termination; now  therefore  be  it 
Resolved,  That  the  Council  Committee  on  Workers’ 
Compensation  and  Occupational  Health  of  the  Med- 
ical Society  of  the  State  of  New  York  thank  and 
commend  Dr.  Howard  for  his  effective  work  on  its 
behalf;  and  be  it  further 

Resolved,  That  the  Committee  will  greatly  miss  his  lead- 
ership in  its  activities;  and  be  it  further 
Resolved,  That  the  Committee  wishes  him  Godspeed  and 
every  success  in  his  further  activities;  and  be  it  fur- 
ther 

Resolved,  That  this  resolution  be  incorporated  into  the 
minutes  of  the  Committee  and  forwarded  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York. 

Dr.  Howard  thanked  the  committee  for  its  expression 
and  remarked  that  this  committee  has  been  one  of  the  most 
active  in  the  Society  and  has  had  to  deal  with  many  com- 
plex problems  of  major  significance  affecting  all  practicing 
physicians.  He  expressed  appreciation  for  the  cooperation 
and  support  he  has  always  received  from  the  members  of 
the  committee. 

The  division  director  and  the  other  members  of  the 
Council  Committee  on  Workers’  Compensation  and  Oc- 
cupational Health  who  are  members  of  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  on  the  WCB  have  attended  all  the  meetings  of 
that  committee.  The  director  also  participated  in  panel 
discussions  conducted  by  the  Albany  and  Onondaga 
County  Medical  Societies.  The  director  has  participated 
in  many  of  the  arbitration  calendars  throughout  the  met- 
ropolitan New  York  area.  He  has  also  attended  meetings 
of  the  Board  of  Directors  of  the  American  Academy  of 
Compensation  Medicine  and  its  Symposium  which  was 
held  in  March,  1979.  He  has  also  attended  meetings  of  the 
Bureau  of  Disability  Determinations  of  the  NYS  Depart- 
ment of  Social  Services;  the  Disability  Benefits  Advisory 
Committee  of  the  WCB;  meetings  with  Legislators  re- 
garding amendments  to  the  WCL  and  also  conferences 


with  Mr.  Jack  Rice  and  Gerald  Conway  regarding  No-Fault 
amendments  to  that  Law. 

The  chairman  expresses  his  appreciation  to  all  the 
members  of  this  committee  who  have  given  so  freely  of 
their  time  and  efforts.  He  also  expresses  his  appreciation 
to  the  Director,  Max  N.  Howard,  M.D.,  William  D.  Brainin, 
Associate  Director,  and  Alice  E.  Wheeler  for  their  coop- 
eration and  effective  hard  work. 

Respectfully  submitted 

John  H.  Morton,  M.D.,  Chairman 

=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Workers’  Compensation  and  Occu- 
pational Health  be  filed. 

=>  . . . The  report  of  the  Committee  on  Workers'  Com- 
pensation and  Occupational  Health  was  FILED  . . . 


AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Cost  Con- 


tainment are  as  follows: 

Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Stanley  I.  Fishman,  M.D Kings 

James  M.  Flanagan,  M.D Wayne 

Samuel  M.  Gelfand,  M.D Nassau 

Bernard  Jacobs,  M.D New  York 

Norman  R.  Loomis,  M.D Wayne 

Jason  K.  Moyer,  M.D Broome 

John  A.  Ramsdell,  M.D Westchester 

Henry  W.  Schoeneck,  Jr.,  M.D Onondaga 

Roger  W.  Steinhardt,  M.D New  York 


The  Ad  Hoc  Committee  on  Cost  Containment  held  two 
meetings  at  Society  Headquarters  this  past  year  and  the 
following  matters  were  discussed: 


-t^esolution  78-59  - Cost  Containment  and  Hospital 
Efficiency  as  a Function  of  Hospital  Medical 
Staff 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  that  the  appointment  and  function  of  an  ad 
hoc  committee  of  the  hospital  medical  staff  designated 
as  the  HOSPITAL  PROFESSIONAL  EFFICIENCY 
COMMITTEE  henceforth  be  a requirement  of  hos- 
pitals with  the  objective  of  providing  recommenda- 
tions that  will  not  significantly  compromise  the 
quantity  nor  the  quality  of  the  professional  medical 
care  being  rendered  in  the  hospital,  but  might  result 
in  cost  containment  through  increased  hospital  ef- 
ficiencies; and  be  it  further 

Resolved,  That  the  HOSPITAL  PROFESSIONAL  EF- 
FICIENCY COMMITTEE  of  the  hospital  medical 
staff  be  designated  and  empowered  by  the  medical 
staff  and  the  board  of  trustees  to  investigate  any  and 
all  matters  relating  to  hospital  costs  that  it  shall  de- 
termine to  be  appropriate,  and  make  its  recommen- 
dations to  the  hospital  administrator  and  the  trustees 
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for  cost  containment,  with  the  advice  and  the  consent 
of  the  professional  medical  staff;  and  he  it  further 
Resolved,  That  this  resolution  be  presented  to  the  House 
of  Delegates  of  the  American  Medical  Association  for 
adoption. 

'Phis  resolution  was  adopted  by  the  MSSNY  House  of 
Delegates  and  referred  to  the  AMA  for  consideration.  The 
AMA  House  of  Delegates  in  December,  1978,  adopted  the 
following  substitute  resolution: 

“Resolved,  That  the  American  Medical  Association  urge 
hospital  medical  staffs  to  establish  standing  com- 
mittees with  the  objective  of  providing  recommen- 
dations for  cost  containment  without  the  compromise 
of  quality  medical  care.” 

National  Commission  on  the  Cost  of  Medical  Care 
American  Medical  Association.  This  committee  and 
the  MSSNY  Ad  Hoc  Committee  on  the  National  Com- 
mission on  the  Cost  of  Medical  Care  deliberated  over  the 
48  recommendations  of  the  National  Commission  to  arrive 
at  consensus  on  each  for  presentation  to  the  AMA  at  the 
interim  meeting  in  December,  1978.  The  actions  of  the 
AMA  were  reported  back  to  this  committee  and  it  was 
noted  that  30  of  the  recommendations  were  approved  fully 
or  in  part  and  the  remaining  18  were  referred  to  the  AMA 
Board  of  Trustees  for  further  study. 

The  chairman  reported  on  the  AMA  meeting  on  cost 
control  he  attended  on  December  7 - 10,  1978,  and  ex- 
pressed deep  concern  that  the  policy  making  body  of  the 
AMA  seemed  to  be  emphasizing  alternative  methods  of 
medical  care  with  specific  reference  to  Health  Maintenance 
Organizations,  thus  evidencing  lesser  concern  for  the  pri- 
vate practicing  physician.  He  further  noted  that  there 
appears  to  be  a concerted  effort  on  the  part  of  the  policy 
making  bodies  to  concentrate  on  the  narrow  area  of  phy- 
sicians fees  rather  than  addressing  the  overall  problem. 

At  the  December  7-10  AMA  meeting  on  cost  control 
Congressman  Rostenkowski  alerted  physicians  to  the  fact 
that  the  Congress  in  its  last  session  allowed  an  opportunity 
for  the  Voluntary  Effort  to  show  significant  improvement, 
with  the  warning  that  if  the  Voluntary  Effort  does  not 
succeed  the  temper  of  Congress  is  such  that  there  will  be 
mandated  controls  of  hospital  costs.  It  was  reported  that 
nationally  in  1978  for  10  months  there  had  been  a 2.7% 
decrease  in  the  rate  of  increase  in  hospital  costs,  but  an 
even  greater  decrease  was  attained  in  New  York  State.  In 
1976  this  rate  was  9.47%;  in  1977,  8%;  and  the  estimate  for 
1978  is  7%.  (For  the  United  States  in  1976  it  was  13.8%; 
in  1977,  10.4%;  and  in  1978,  12.6%.) 

At  a meeting  held  by  the  Coordinating  Council  of  the 
City  of  New  York  on  January  9,  1979,  the  President  of  the 
Greater  New  York  Hospital  Association  stated  that  there 
has  been  a distinct  change  in  the  health  dollar  distribution. 
Years  ago  40%  of  the  health  dollar  went  to  physicians  and 
20%  went  to  hospitals,  but  now  the  reverse  is  true.  Since 
it  has  been  determined  that  physicians  generate  80%  of 
hospital  costs,  a specific  educational  program  should  be 
established  on  cost  controls  with  particular  emphasis  on 
the  interns  and  residents  learning  the  amounts  of  expen- 
ditures engendered  by  the  various  tests  they  order.  It  has 
been  stated  that  the  physician  is  the  decision  maker  and 
each  decision  leads  to  increased  or  decreased  costs  of 
medical  care. 

In  regard  to  furnishing  physicians  copies  of  bills  of  their 
patients,  it  was  reported  that  in  one  instance  w'here  this  was 
done,  after  the  first  few  submissions,  the  physicians  tended 
to  ignore  them.  A suggestion  was  made  that  every  hospital 


clinical  conference  have  one  case  discussed  from  the  point 
of  view  of  costs  entailed  in  the  care  of  that  patient,  along 
with  the  clinical  aspects. 

Seminar  for  Formation  of  Statewide  Health  Care 
Coalition.  After  due  deliberation  it  was  approved  by  the 
Council  that  the  MSSNY,  via  this  committee,  should  co- 
sponsor with  various  other  parties  in  the  health  care  field 
a two-dav  seminar  to  exchange  ideas  and  information  to 
arrive  at  a unified  position  on  cost  containment  without 
the  sacrifice  of  quality  of  medical  care  available  to  patients. 
A preliminary  exploration  of  this  proposal  with  represen- 
tatives of  Blue  Cross/Blue  Shield,  Hospital  Association  of 
New  York  State,  and  Health  Insurance  Association  of 
America  was  favorably  received  with  the  suggestion  that 
funding  for  the  seminar  be  shared  by  all  participating 
groups.  The  representatives  agreed  for  the  present  to  limit 
the  seminar  to  the  four  component  groups  of  the  core.  The 
working  group  was  limited  to  25  participants  divided  as 
follows: 

8 MSSNY  representatives 
8 HANYS  representatives 
5 BCBS  representatives 
3 HIAA  representatives 

Additional  groups  will  be  invited  later  so  that  all  aspects 
of  health  care  costs  would  be  considered.  It  was  stressed 
that  public  groups  should  be  included  so  that  they  can  be 
better  informed  of  the  problems  involved  in  containing 
health  care  costs.  The  following  were  mentioned  as  pos- 
sible future  participants: 

Group  Health  Insurance 
Goverment  - State  and  Federal 
Legislators 

Department  of  Health 
Department  of  Social  Services 
Consumer  Advocate 
Labor 

Industry  - Chamber  of  Commerce 

Unions 

Press 

Task  Forces  for  Pilot  Projects.  The  chairman  con- 
stituted the  following  task  forces  to  establish  pilot  projects 
in  some  of  the  areas  where  physician  impact  on  the  cost  of 
health  care  is  material  and  subject  to  positive  action: 

1.  Payment  on  a Diagnosis  Basis  . . .Leonard  S.  Weiss, 

M.D. 

2.  Government  Regulations  - 

Duplicative  and  Unnecessary  . . .Samuel  M.  Gel- 
fand,  M.D. 

3.  Physician  Education  - 

Interns  and  Residents  ....  Henry  W.  Schoeneck, 
Jr.,  M.D. 

4.  Medicaid  Program  - 

Physicians  Voluntary  Program  - 

Reduced  but  Realistic  Fees  . .Norman  R.  Loomis, 

M.D. 

5.  Utilization  of  Excess  Beds  - 

Extended  Care  Conversion  . .Stanley  I.  Fishman, 
M.D. 

Report  on  Joint  Meeting  of  the  Cost  Containment 
Committee  and  the  Council  of  Hospital  Medical 
Staffs  - Adopted  by  the  Comitia  Minora  of  the  Medical 
Society  of  the  County  of  Kings,  November  1, 1978.  The 

question  of  whether  local  County  Medical  Societies  have 
established  cost  containment  committees  to  work  with 
regional  representatives  of  hospitals  and  the  area  PSROs, 
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as  per  the  action  of  the  MSSNY  Council  of  March  23, 1978, 
on  the  recommendation  of  the  Socioeconomics  Committee, 
resulted  in  a survey  of  the  local  County  Medical  Societies. 
Responses  have  not  been  received  from  all  the  Counties, 
but  many  County  Medical  Societies  have  formed  effective 
Cost  Containment  Committees. 

Chairman's  Report  on  2-day  Core  Seminar.  The 

core  meeting  of  representatives  of  MSSNY,  HANYS, 
BCBS,  and  HIAA  was  held  at  the  Tarrytown  Conference 
Center  on  June  1 & 2,  1979.  The  main  objective  of  the 
meeting  was  to  translate  into  action  the  concerns  of  the 
private  sector  regarding  the  path  of  cost  containment,  with 
the  express  intent  of  making  specific  and  constructive 
recommendations. 

The  first  task  force  was  assigned  the  evaluat  ion  of  gov- 
ernment legislation  and  regulation  in  the  health  care  field, 
to  eliminate  unfair,  unnecessary,  and  duplicate  regulations 
and  to  influence  legislation  prior  to  its  enactment. 

The  second  task  force  will  address  itself  to  the  need  for 
changes  in  the  reimbursement  system.  Physicians  have 
been  able  to  decrease  hospital  stay  and  still  maintain 
quality  care  because  of  continuous  advances  in  medicine, 
and  the  physician  should  not  be  made  the  scapegoat  for 
antiquated  methods  of  reimbursement.  Physician  impact 
on  hospitalization  is  far  more  significant  than  physicians 
fees,  which  account  for  less  than  20%  of  health  care  costs 
and  yet  the  public  tends  too  often  to  equate  health  care 
costs  with  physicians  fees.  We  must  make  the  public 
aware  that  physicians  have  been  doing  an  exceptional  job 
of  cutt  ing  back  on  hospital  length  of  stays  and  that  physi- 
cians are  currently  embarked  on  an  educational  program 
to  increase  cost  awareness  of  hospital  procedures  they 
order. 

Another  task  force  has  been  assigned  to  alternate  care 
systems  to  deal  with  the  better  utilization  of  hospital  beds 
for  extended  and  nursing  care  utilization  before  these  beds 
are  summarily  closed.  An  evaluation  of  HMOs  and  IPAs 
will  be  undertaken  to  determine  their  negative  as  well  as 
positive  features.  The  private  sector  must  not  accept 
programs  which  appear  superficially  helpful  because  of 
government  support,  but  which  may  deliver  a less  efficient, 
less  caring,  and  more  costly  brand  of  medicine. 

A task  force  is  also  to  be  involved  in  expanding  our  base 
of  statistical  information  and  the  monitoring  of  such  sta- 
tistics. 

The  above  summation  covers  the  formal  activities  of  the 
committee.  Additionally,  there  are  almost  daily  incidental 
activities  which  are  not  recorded,  but  play  an  effective  role 
in  stimulating  cost  awareness  not  only  on  the  part  of  phy- 
sicians, hut  also  the  paraprofessionals,  hospitals,  industry, 
and  the  public.  The  need  to  educate  patients  individually 
and  the  community  as  a whole  is  evident  and  the  benefits 
to  be  derived  therefrom,  great.  The  results  may  not  be 
demonstrable  overnight  but  will,  if  changes  in  our  present 
health  care  delivery  system  proceed  in  an  orderly,  reasoned, 
warranted  manner,  be  seen  in  a maintenance  of  the  type 
of  medicine  the  vast  majority  of  Americans  have  come  to 
expect  while  containing  the  increase  in  the  cost  of  health 
care. 

A number  of  county  medical  societies  have  formed  Cost 
Containment  Committees  with  area  involvement  not  only 
of  the  health  care  segment  but  others  such  as  employers, 
unions,  and  the  public.  The  MSSNY  will  continue  to 
stimulate  the  formation  of,  and  assist  in,  such  activities. 
It  behooves  each  physician  to  become  well  informed  and 
active,  stressing  that  the  primary  concern  of  our  profession 


is  to  maintain  the  high  quality  of  and  the  accessibility  to 
medical  care. 

The  Ad  Hoc  Committee  on  Cost  Containment  is  striving 
to  see  that  MSSNY  takes  the  leadership  role  in  these  en- 
deavors. The  end  result  of  our  effort  will  be  a broad-based 
coalition  of  the  private  sector  to  monitor  health  care  in  the 
State  and  in  which  the  physician  as  the  leader  of  the  health 
care  team  will  have  his  proper  role. 

The  chairman  would  like  to  express  his  thanks  to  the 
members  of  the  committee  who  have  given  of  their  time 
and  efforts,  to  Max  N.  Howard,  M.D.,  Director  of  the  Di- 
vision of  Medical  Services,  to  Mr.  William  D.  Brainin, 
Associate  Director,  and  to  Mrs.  Gladys  B.  Wunsch,  Sec- 
retary, for  their  efforts  and  diligence. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman . 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  on  Cost  Containment  be  filed. 
=» . . . The  report  of  the  Ad  Hoc  Committee  on  Cost  Con- 
tainment was  FILED  . . 


HOSPITALS  AND  PROFESSIONAL 
RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Hospital  and  Pro- 


fessional Relations  are  as  follows: 

Jason  K.  Moyer,  M.D.,  Chairman  Broome 

Norman  S.  Blackman,  M.D.,  Vice-Chairman  . . Kings 

Charles  Banas,  M.D Erie 

Solomon  Ciprut,  M.D Kings 

John  K.  Coyle,  M.D Steuben 

Richard  L.  Fenton,  M.D Westchester 

Stanley  I.  Fishman,  M.D Kings 

Marvin  Goldstein,  M.D Dutchess 

William  B.  Rawls,  M.D New  York 

John  W.  Stall,  M.D Livingston 

Edward  A.  Wolfson,  M.D Broome 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  held  one  meeting  during  the  past  year. 


I^/esolution  77-56  - Hospital  Privileges  for  Family 
Practice  Physicians 

Resolved,  That  Departments  of  Family  Practice  be  es- 
tablished in  New  York  State  medical  schools,  and  in 
all  hospitals  where  appropriate,  with  duties  and  re- 
sponsibilities comparable  to  the  other  departments 
of  the  medical  staff;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  lend  its  good  offices  to  accomplish  these  pur- 
poses; and  be  it  further 

Resolved,  That  it  he  clearly  understood  that  family 
practice  physicians  shall  he  subject  to  the  same  criteria 
evaluation  by  other  hospital  departments  to  delineate 
privileges  to  be  granted  in  specific  specialty  areas,  as 
is  applicable  to  all  physicians;  and  be  it  further 
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Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  oppose  the  arbitrary  restrictions  of  qualified 
physicians,  including  those  engaged  in  family  practice; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association  he  in- 
formed of  these  positions  and  transmit  them  to  its 
appropriate  subdivisions  for  implementation;  and  be 
it  further 

Resolved,  That  the  American  Medical  Association  mem- 
bers on  the  JOAH  Hoard  of  Commissioners  be  in- 
formed to  support  this  position  to  eliminate  any  dis- 
criminatory policies;  and  be  it  further 
Resolved,  That  the  Council  report  back  to  the  House  of 
Delegates  the  progress  made  in  achieving  the  aims  of 
these  resolutions. 

The  chairman  explained  what  had  delayed  the  ap- 
pointment of  a subcommittee  to  implement  the  resolution 
and  its  attendant  problems.  A subcommittee  was  ap- 
pointed following  the  annual  MSSNY  elections  of  new 
officers  and  the  appointment  of  new  committees.  The 
subcommittee  consisted  of  Doctors  Norman  S.  Blackman, 
Chairman,  Herbert  Joyce  and  Edward  A.  Wolfson. 

Dr.  Blackman  reported  on  the  meeting  held  by  the 
subcommittee.  It  was  determined  that  partial  imple- 
mentation of  the  resolution  was  effected  bv  the  MSSNY 
by  mailing  a covering  letter  along  with  copies  of  the  reso- 
lution to  the  Deans  of  the  Association  of  Medical  Schools 
of  the  State  of  New  York,  the  Hospital  Association  of  New 
York  State,  the  Joint  Commission  on  Accreditation  of 
Hospitals,  and  the  AMA. 

The  subcommittee  decided  it  would  concentrate  on 
mutual  areas  of  agreement  for  the  moment,  with  contro- 
versial matters  to  be  dealt  with  later.  It  would  attempt  to 
define  the  present  situation  by  obtaining  and  collating 
information;  Dr.  Blackman  would  undertake  this  in  regard 
to  hospitals  and  Dr.  Joyce  for  the  medical  schools.  The 
information  obtained  will  determine  what  progress  has 
been  made  in  establishing  departments  of  Family  Practice 
in  schools  and  hospitals,  and  serve  to  clarify  what  further 
steps  should  be  considered  to  effect  the  intent  of  Resolu- 
tion 77-56. 

Dr.  Joyce  commented  on  the  recent  changes  in  the  JCAH 
manual  in  regard  to  the  establishment  of  hospital  family 
practice  departments;  the  NYS  Academy  of  Family  Phy- 
sicians found  these  changes  satisfying.  By  law  all  New 
York  State  university  medical  schools  must  now  have  de- 
partments of  family  practice,  but  private  schools  in  the 
state  are  not  so  mandated. 

The  subcommittee  was  empowered  to  undertake  all 
measures  it  deems  necessary  to  obtain  information  re- 
quired to  analyze  the  status  of  the  present  situation  and 
to  prepare  a meaningful  report  for  consideration  by  the  full 
committee. 


I^esolution  78-59  - Cost  Containment  and  Hospital 
Efficiency  as  a Function  of  the  Hospital  Medical 
Staff 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  that  the  appointment  and  function  of  an  ad 
hoc  committee  of  the  hospital  medical  staff  designated 
as  the  HOSPITAL  PROFESSIONAL  EFFICIENCY 
COMMITTEE  henceforth  be  a requirement  of  hos- 
pitals with  the  objective  of  providing  recommenda- 
tions that  will  not  significantly  compromise  the 


quantity  nor  the  quality  of  the  professional  medical 
care  being  rendered  in  the  hospital,  but  might  result 
in  cost  containment  through  increased  hospital  ef- 
ficiencies; and  be  it  further 

Resolved,  That  the  HOSPITAL  PROFESSIONAL  EF- 
FICIENCY COMMITTEE  OF  i lie  hospital  medical 
staff  be  designated  and  empowered  by  the  medical 
staff  and  the  board  of  trustees  to  investigate  any  and 
all  matters  relating  to  hospital  costs  and  it  shall  de- 
termine to  be  appropriate,  and  make  its  recommen- 
dations to  the  hospital  administrator  and  the  trustees 
for  cost  containment,  with  the  advice  and  the  consent 
of  the  professional  medical  staff;  and  be  it  further 
Resolved,  That  this  resolution  be  presented  to  the  House 
of  Delegates  of  the  American  Medical  Association  for 
adoption. 

This  resolution  was  introduced  by  the  MSSNY  delegates 
to  the  December,  1978,  AMA  House  of  Delegates;  the  AMA 
adopted  the  following  substitute  resolution: 

"Resolved,  That  the  American  Medical  Association  urge 
hospital  medical  staffs  to  establish  standing  com- 
mittees with  the  objective  of  providing  recommen- 
dations for  cost  containment  without  the  compromise 
of  quality  medical  care.” 

The  action  of  the  MSSNY  Ad  Hoc  Committee  on  Cost 
Containment  relative  to  this  matter  was  reported. 

The  following  thoughts  were  expressed.  The  mainte- 
nance of  high  quality  medical  care  must  continue  to  be  the 
fundamental  consideration  and,  since  this  can  be  addressed 
properly  only  by  those  who  possess  the  necessary  expertise, 
hospital  cost  containment  activities  must  primarily  be  the 
responsibility  of  physicians.  Therefore,  the  hospital  cost 
efficiency  committee  should  be  a standing  committee  of 
the  medical  staff,  with  strong  emphasis  on  physician  in- 
volvement. Although  other  hospital  departments  and 
personnel  should  be  appointed,  such  committees  must 
remain  under  the  direction  and  control  of  hospital  physi- 
cians. 


I^/esolution  78-60  - Medical  Malpractice  Insurance 
Coverage  as  a Mandatory  Requirement  for  Hos- 
pital Medical  Staff  Appointment 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  that  medical  malpractice  insurance  cover- 
age shall  not  be  a mandatory  requirement  for  hospital 
medical  staff  appointment;  and  be  it  further 
Resolved,  That  all  hospitals  that  require  medical  mal- 
practice insurance  of  its  voluntary  professional  staffs 
shall  themselves  be  expected  to  carry  liability  insur- 
ance for  each  of  its  employees,  and  professional  med- 
ical liability  insurance  for  its  professional  employees, 
including  hospital  salaried  physicians,  in  amounts 
equal  to  the  limits  of  those  of  the  majority  of  its  vol- 
untary medical  staff  members;  and  be  it  further 
Resolved,  That  this  resolution  be  presented  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  appropriate  action. 

The  MSSNY  delegates  to  the  AMA  introduced  this 
resolution  at  the  December,  1978,  AMA  House  of  Dele- 
gates. The  AMA  House  of  Delegates  considered  the  fol- 
lowing substitute  resolution: 

“Resolved,  That  the  AMA  adopt  the  policy  that  it  is  the 
privilege  and  responsibility  of  the  medical  staff  of  each 
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individual  hospital  to  determine  qualifications  of 
hospital  medical  staff  appointment  including  such 
questions  as  whether  or  not  professional  liability  in- 
surance should  be  required.” 

Our  resolution  and  the  suggested  substitute  resolution 
were  referred  to  the  AM  A Board  of  Trustees  for  consul- 
tation with  the  American  Hospital  Association  and  the 
JCAH. 

The  MSSNY  General  Counsel  reported  that  neither  the 
Hospital  Association  of  New  York  State  or  the  NYS  De- 
partment of  Health  had  taken  any  position  in  regard  to  this 
matter,  but  both  felt  that  such  mandatory  requirement  by 
hospitals  would  be  authorized  under  Section  2801  -b  of  the 
Public  Health  Law. 

The  MSSNY  Executive  Committee  and  the  Council 
considered  this  matter  and  noted  that  judicial  decisions 
in  various  areas  had  established  that  a hospital  Board  of 
Trustees  can  mandate  liability  coverage  as  a requirement 
for  physician  staff  appointment  and  privileges.  There 
remains  the  question  whether  a hospital  could  demand  a 
minimum  coverage. 

The  discussion  focused  not  on  whether  a hospital  had 
the  right  to  require  such  liability  coverage  but  rather  on 
inadequate  hospital  liability  coverage,  which  would  place 
staff  physicians  at  a disadvantage,  and  that  stress  should 
be  placed  on  the  second  resolved. 

It  was  passed  that  the  MSSNY  take  the  necessary  steps 
to  determine  whether  hospitals  do  in  fact  carry  insurance 
coverage  equivalent  to  that  that  they  require  of  their  at- 
tending physicians,  and  those  hospitals  not  carrying  such 
coverage,  or  refusing  to  furnish  the  required  information, 
be  identified. 

The  Council  reaffirmed  the  action  taken  by  it  on  Feb- 
ruary 22,  1979.  The  committee’s  recommendation  was 
referred  to  a Joint  Committee  of  the  Hospital  Association 
of  New  York  State,  the  Medical  Liability  Mutual  Insurance 
Company,  and  the  Medical  Society  of  the  State  of  New 
York  for  discussion  and  possible  resolution. 


I^esolution  78-62  - Hospital  Regulations  and  Cost 
Containment 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  request  government  - Federal,  State,  and  local, 
to  join  the  medical  profession  and  the  hospit  als  in  their 
efforts  to  contain  the  cost  of  health  care  by  reducing 
the  number  of  regulations,  reports,  forms,  etc.,  and 
thus  reduce  the  cost;  and  be  it  further 
Resolved,  That  the  State  of  New  York  be  requested  to  give 
an  accurate  accounting  of  the  costs  it  incurs  in  the 
regulation  of  hospitals  and  hospital  based  services;  and 
be  it  further 

Resolved,  That  the  Joint  Commission  on  Accreditation 
of  Hospitals  be  urged  to  review  its  standards  in  view 
of  the  1976  report  of  the  Hospital  Associat  ion  of  New 
York  State  on  regulations;  and  be  it  further 
Resolved,  7’hat  the  Medical  Society  of  the  State  of  New 
York  appoint  a task  force  to  study  this  problem;  and 
be  it  further 

Resolved,  That  the  New  York  Delegation  to  the  American 
Medical  Association  introduce  a similar  resolution  at 
the  interim  session  of  the  House  of  Delegates  of  the 
AMA  in  December,  1978. 

The  resolution  was  introduced  into  the  December,  1978, 
AMA  House  of  Delegates  by  the  MSSNY  delegates,  but 


was  not  adopted.  A modified  resolution,  but  with  the 
original  goal  in  mind,  is  to  be  introduced  into  the  AMA 
House  of  Delegates  in  July,  1979. 

Since  this  resolution  was  passed  by  the  MSSNY  House 
of  Delegates,  the  issue  still  needs  to  be  pursued  by  the 
MSSNY.  There  is  no  question  that  many  existing  regu- 
lations are  duplicative,  outdated,  irrelevant,  and  add  ex- 
cessive and  nonproductive  costs. 

It  was  passed  that  the  MSSNY  publicize  to  hospital 
medical  staffs  that  regulations  which  are  found  to  be  un- 
necessary and  burdensome  be  called  to  the  attention  of  the 
MSSNY  for  appropriate  follow-up  to  effect  modification 
or  abolition.  The  Council  disapproved  this  recommen- 
dation since  the  item  was  being  pursued  through  other 
avenues. 


REPORT  OF  THE  AD  HOC  COMMITTEE  TO 
MEET  WITH  HANYS  RE  STAFF  APPOINT- 
MENTS FOR  PHYSICIAN  MEMBERS  OF  HOS- 
PITALS IN  HOSPITAL  SERVICES  THAT  ARE 
DISCONTINUED 

The  problem  of  our  physician  members  who,  because  of 
the  closing  of  hospitals,  or  departments  in  a hospital,  are 
deprived  of  hospital  affiliations  and  encounter  difficulty 
in  securing  appointments  on  other  hospital  staffs  led  to  the 
formation  of  the  Ad  Hoc  Committee.  Its  report  was  ap- 
proved by  the  MSSNY  Council,  (see  APPENDIX 
“A.”) 

There  was  a consensus  that  the  language  of  Item  A-4  is 
so  broad  that  it  can  lead  to  the  imposition  of  onerous  de- 
mands upon  physicians,  particularly  those  seeking  new 
staff  appointments.  The  intent  of  item  A-4  is  appreciated, 
but  it  is  the  opinion  of  this  committee  the  responsibilities 
that  go  with  hospital  appointments  are,  or  should  be, 
spelled  out  in  the  medical  staff  bylaws,  which  makes  item 
A-4  unnecessary  and  possibly  troublesome. 

It  was  passed  that  it  be  recommended  to  the  MSSNY 
Council  that  item  A-4  in  the  above  guidelines  be  deleted 
since  the  same  objective  is  embodied  in  item  A-5.  How- 
ever, the  Council  disapproved  the  recommendation  citing 
the  reasons  that  justified  its  conclusion  as  a protection  for 
physicians. 

Council  on  Health  Care  Financing.  The  public 
hearing  by  the  Council  of  the  New  York  State  Legislature 
was  held  on  November  30,  1978;  Dr.  Emerson  presented 
the  position  of  the  MSSNY  (see  APPF1NDIX  “B.”)  Also 
reported  was  the  position  of  HANYS  (see  APPENDIX 
“C.”) 

Dr.  Moyer  reported  that  a new  system  for  the  reim- 
bursement of  general  hospitals  was  being  formulated  with 
a preliminary  report  anticipated  on  April  1,  1979,  and  a 
final  report  to  be  submitted  by  December  1,  1979. 

St.  John 's  Riverside  Hospital,  Yonkers,  N.  Y.  The 
division  director  related  the  difficulties  that  the  Medical 
Staff  of  St.  John’s  Riverside  Hospital,  Yonkers,  New  York, 
has  encountered  in  its  relationship  with  the  hospital’s  ad- 
ministrator and  Board  of  Trustees.  The  problem  has  been 
going  on  for  some  time.  The  MSSNY  did  volunteer  to 
mediate,  but  the  offer  was  refused  by  the  Board  of  Trustees 
and  the  Administrator.  The  problem  was  referred  to  the 
AMA,  which  in  turn  approached  the  JCAH,  but  without 
any  active  intervention.  We  have  received  information 
that  some  steps  to  ameliorate  the  situation  are  being  taken 
by  the  Board  of  Trustees  but  the  medical  staff  spokesman 
does  not  believe  they  are  adequate.  To  date  we  have  heard 
only  one  side  of  the  problem. 
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The  hospital  is  calendered  for  a JCAH  survey  in  April. 
The  MSSNY  has  brought  the  problem  to  the  attention  of 
the  -JCAH.  The  MSSNY  will  attempt  to  have  a repre- 
sentative present  at  the  time  of -JCAH  survey. 

Duplicative  Testing.  Hospitals  refusing  to  accept 
tests,  such  as  electrocardiograms  and  chest  x-rays,  per- 
formed on  a patient  prior  to  admission  and  insisting  that 
these  tests  be  repeated  in  the  hospital  add  unnecessarily 
to  the  cost  of  medical  care,  as  well  as  unduly  exposing  the 
patient.  There  was  unanimous  agreement  that  when  tests 
are  performed  by  qualified  physicians  or  laboratories 
within  a reasonable  period  of  time  prior  to  admission  to  a 
hospital  that  such  he  accepted  as  part  of  the  hospital  record 
without  repetition. 

It  was  noted  that  the  practice  of  accepting  such  outside 
tests  and  laboratories  varies  considerably  from  one  hospital 
to  another.  A policy  statement  by  the  MSSNY  appears 
warranted.  The  committee  was  informed  that  the  Ad  Hoc 
Committee  on  Cost  Containment  has  been  advocating  this 
same  approach.  The  Council  reaffirmed  this  position. 

The  committee  finds  the  argument  that  this  increases 
the  jeopardy  of  the  hospital  to  liability  untenable;  it  be- 
lieves that  the  liability,  if  any,  rests  with  the  person  or  in- 
stitution that  performs  the  test,  and  requests  the  MSSNY 
to  have  its  general  counsel  render  an  opinion.  The  Council 
reaffirmed  approval  of  the  resolution  on  prehospital  ad- 
mission work.  This  resolution  will  be  introduced  into  the 
AMA  House  of  Delegates  in  July,  1979. 

Confidentiality  of  PSRO  Data.  The  chairman  called 
attention  to  a proposed  rule  in  the  January  15, 1979,  issue 
of  the  Federal  Register  in  regard  to  the  release  of  infor- 
mation bv  PSROs  that  would  appear  to  nullify  the  confi- 
dentiality that  governed  such  information  in  the  past.  The 
chairman  reported  that  his  area  PSRO  was  of  the  opinion 
that  some  portions  of  the  proposed  rule  could  well  lead  to 
the  loss  of  control  of  information  that  would  indeed  remove 
the  protection  afforded  sensitive  PSRO  information  in  the 
past. 

The  matter  was  referred  to  Stanley  I.  Fishman,  M.D.,  a 
member  of  this  committee  who  is  also  chairman  of  the 
MSSNY  PSRO  Coordinating  Committee,  for  his  attention. 
(See  PSRO  Coordinating  Committee's  Annual  Report) 

County  Medical  Society  Hospital  and  Professional 
Relations  Committees.  A recent  modification  of  a 
county  medical  society’s  bylaws  to  constitute  a standing 
committee  on  "Hospital-Physician  Relations”  was  re- 
ported. It  was  felt  that  such  committees  should  exist  in 
all  county  medical  societies  and  a survey  should  be  un- 
dertaken to  determine  how  many  do  in  fact  have  such. 

It  was  unanimously  passed  that  the  MSSNY  authorize 
a survey  to  determine  how  many  county  medical  societies 
have  Hospital-Professional  Relations  Committees  and  the 
nature  of  their  activities.  The  Council  approved,  and  the 
recommendation  was  implemented.  Up  to  the  writing  of 
this  report,  30  county  medical  societies  have  responded  - 
19  have  no  such  committee  and  11  have  such  a com- 
mittee. 

In  addition  to  the  above,  matters  relating  to  hospital- 
professional  relations  are  dealt  with  routinely  by  MSSNY 
staff,  consulting  with  the  members  of  the  committee  as 
warranted.  The  MSSNY  representatives  also  attend 
HANYS’  Professional  Affairs  Committee  meetings.  There 
was  frequent  communication  with  HANYS  in  regard  to 
mutual  concerns. 

The  chairman  in  the  name  of  the  MSSNY,  as  well  as 


personally,  extends  thanks  to  the  members  of  the  com- 
mittee for  their  time  and  efforts  in  dealing  with  the  com- 
plex problems  the  committee  has  dealt  with.  Appreciation 
is  also  expressed  for  the  work  performed  by  Max  N.  How- 
ard, M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Alice  E. 
Wheeler,  Administrat  ive  Assistant. 

Respectfully  submitted: 

Jason  K.  Moyer,  M.D.,  Chairman 

APPENDIX  “A” 

GUIDELINES  ESTABLISHED  BY  THE  MEDICAL  SOCI- 
ETY OF  THE  STATE  OF  NEW  YORK  AND  THE  HOS- 
PITAL ASSOCIATION  OF  NEW  YORK  STATE  FOR  IN- 
DIVIDUAL HOSPITALS  AND  THEIR  MEDICAL  STAFFS 
IN  THE  DETERMINATION  OF  MEDICAL  STAFF 
MEMBERSHIP  AND  HOSPITAL  PRIVILEGES. 

A.  General  Guidelines  for  Membership  on  the  Medical 
Staff. 

1.  License  to  practice  medicine  in  New  York  State. 

2.  Ethical  and  moral  character. 

3.  Residence  within  a reasonable  working  distance  from  the 
hospital. 

4.  Willingness  to  contribute  with  service  in  an  assigned  role 
within  the  hospital  provided  that  the  nature  of  this  service 
is  commensurate  with  his  type  of  practice  and  is  approxi- 
mately equal  to  that;  provided  by  other  members  of  the 
medical  staff. 

5.  Willingness  to  abide  with  the  By-Laws  of  the  medical 
staff. 

B.  Granting  of  Hospital  Privileges 

Privileges  shall  be  granted  on  the  basis  of  the  individual 
qualifications  which  shall  take  into  consideration  the  interest, 
training,  experience,  and  ability  of  each  practitioner. 

1.  Hospital  without  clinical  departments  shall  grant  privileges 
on  an  individual  basis  in  accordance  with  the  interest, 
training,  and  experience  of  the  applicant.  Such  hospitals 
may  consult  with  the  nearest  departmentalized  hospital, 
if  necessary,  in  the  determination  of  such  privileges. 

2.  Hospitals  with  clinical  departments  shall  grant  privileges 
based  on  training  and  experience  consistent  with  the  re- 
quirements of  the  various  Specialty  Boards.  Family 
physicians  who  apply  to  such  hospitals  shall  become 
members  of  an  Administrative  Department  of  Family 
Practice  w'ith  clinical  privileges  granted  on  an  individual 
basis  as  recommended  by  the  Specialty  Department  in 
which  that  specific  privilege  belongs.  It  shall  be  accepted 
that  in  today’s  medical  community  there  is  no  role  for  the 
partially  trained  specialist. 

3.  The  fourteen  University  Hospitals  find  themselves  today 
with  an  unacceptable  dilemma  in  that  the  Academic 
Teaching  Staff  is  failing  to  provide  an  adequate  patient 
population  for  the  hospital.  As  a result,  the  hospital  is 
experiencing  a decreasing  occupancy  rate  with  all  the  se- 
rious ramifications  thereof.  Therefore,  it  is  recommended 
that  the  fourteen  University  Hospitals  seriously  consider, 
where  appropriate,  the  creation  of  a courtesy  staff  whose 
members  should  be  fully  qualified  in  the  appropriate  spe- 
cialty but  whose  interests  in  teaching  are  secondary  to  their 
desire  to  practice  their  specialty.  Such  Courtesy  Staff 
members  can  be  required  to  provide  proper  non-teaching 
services  to  the  institution  for  the  privilege  of  using  the 
Hospital  facilities.  This  mechanism  may  be  difficult  in 
view  of  the  present  methods  of  teaching  the  resident  staff. 
A concern  was  that  the  private  physician  might  have  con- 
trol of  his  patient  to  the  resident  staff.  However,  in  some 
university  hospital  settings  this  has  been  worked  out  by 
close  cooperation  between  the  family  physician  and  the 
attending  staff  so  that  he  becomes  a part  of  the  total  care 
of  his  patient. 
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It  shall  be  mentioned  that  all  new  medical  staff  members  shall 
pass  through  a period  of  observation  and  supervision  to  assure 
that  each  member  shall  be  able  to  demonstrate  the  ability  to 
apply  his  training  and  experience  in  an  appropriate  manner. 

Furthermore,  all  members  of  all  clinical  departments  shall 
be  subject  to  appropriate  peer  review  on  a periodic  and  equitable 
basis  as  a means  of  assuring  continuing  quality  patient  care. 

C.  Appeals  Mechanisms. 

While  it  realized  that  most  hospitals  have  By-Laws  with  a 
built  in  due  process  mechanism  for  staff  membership  and 
medical  privileges,  the  possibility  for  obstruction  to  staff 
membership  and  medical  privilege  for  inappropriate  reasons 
does  exist. 

Therefore,  it  is  recommended  that  an  Appeals  Board  con- 
sisting of  representatives  from  the  MSSNY  and  the  HANYS 
be  created  as  a BODY  to  which  individual  appeals  might  be 
submitted,  but  only  after  an  attempt  for  a local  solution  to  the 
problem  by  the  concerned  County  Medical  Society  has  proven 
to  be  unacceptable  to  either  the  hospital  or  to  the  individual 
practitioner. 

APPENDIX  “B” 

STATEMENT  ON  BEHALF  OF  THE  MEDICAL  SOCI- 
ETY OF  THE  STATE  OF  NEW  YORK  AT  PUBLIC 
HEARING  CONDUCTED  BY  THE  COUNCIL  ON 
HEALTH  CARE  FINANCING  ON  THE  SUBJECT  OF 
ASSISTING  IN  THE  DEVELOPMENT  OF  A NEW  SYS- 
TEM OF  FINANCING  GENERAL  HOSPITALS,  THURS- 
DAY, NOVEMBER  30,  1978,  DORAL  INN,  NEW  YORK 
CITY.  PRESENTED  BY  RALPH  S.  EMERSON,  M.D., 
PAST  PRESIDENT  OF  THE  MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK. 

I am  Ralph  S.  Emerson,  M.D.,  a practicing  surgeon  in  Roslyn 
Heights,  New  York.  It  is  my  privilege  to  speak  as  a representative 
and  a past  president  of  the  Medical  Society  of  the  State  of  New 
York.  We  appreciate  this  invitation  to  briefly  share  our  concern 
on  some  of  the  issues  on  your  agenda. 

Having  served  for  some  fourteen  years  on  the  Regional  Planning 
Council  of  Southern  New  York  State  Hospital  Review  and  Plan- 
ning Council,  it  is  obvious  that  I am  in  favor  of  rational  health 
planning.  My  remarks  will  be  in  the  form  of  a devil’s  advocate  for 
the  specific  purpose  of  improving  the  system.  It  will  take  the  form 
of  an  overview  and  comments  on  specific  items  on  the  agenda. 

OVERVIEW 

We  recognize  the  serious  fiscal  crisis  in  New  York  State  by  my 
mail  from  the  hospitals,  health  related  facilities  and  consumers 
indicate  that  we  have  moved  too  fast  instituting  cost  reductions 
without  adequate  consideration  of  the  side  effects  and  cost  ben- 
efits. While  the  statistics  look  good,  the  results  have  been  a fi- 
nancial disaster  for  many  of  our  hospitals.  If  the  present  trend 
continues,  many  of  our  prestigious  hospitals  and  our  efficient  low 
cost  hospitals  will  be  forced  into  bankruptcy. 

The  government  regulatory  agencies  have  become  a major 
growt  h industry.  Commerce  Secretary,  Juanita  M.  Krebs  recently 
stated  that  government  regulations  cost  us  more  than  100  billion 
dollars  in  1977  and  are  25%  of  the  entire  federal  budget.  It  is  in- 
teresting to  note  that  George  Allen  of  the  Hospital  Association  of 
New  York  State  reported  that  25%  of  the  total  hospital  operating 
expenses  are  consumed  in  just  complying  with  government  regu- 
lations.  This  does  not  include  the  cost  of  the  state  agencies  to 
process  the  ever  increasing  paper  blizzard.  The  cost  of  conforming 
to  some  of  the  nonsensical  regulations  is  adversely  affecting  the 
cost  in  the  health  care  industry.  The  hospitals  and  health  related 
institutions  are  excessively  regulated.  Therefore,  streamlining 
of  regulations  is  essent  ial  not  only  for  cost  containment,  but  also 
in  any  reimbursement  mechanism. 

SPECIFIC  ITEMS  ON  AGENDA 

I .  How  would  you  recommend  a new  payment  mechanism  be 
structured? 

Hospitals  should  not  subsidize  the  third  party  payors. 
Medicaid  and  Blue  Cross  should  be  uncoupled.  Hospitals 


should  be  reimbursed  for  their  actual  true  costs.  It  is  unfair  to 
expect  private  insurance  carriers  and  consumers  without  in- 
surance to  subsidize  Blue  Cross,  Medicaid,  Medicare,  Workers’ 
Compensation  and  “no-fault”  who  do  not  pay  their  fair 
share. 

Retroactive  denial  of  payments  should  be  limited  to  a rea- 
sonable time  and  not  extended  over  a number  of  years  and 
thereby  impact  adversely  on  the  hospital’s  liquidity. 

Any  new  payment  mechanism  should  be  instituted  on  a trial 
basis  to  assure  that  it  works  and  is  fair  and  equitable. 

If  a hospital  is  efficient  and  decreasing  their  LOS  (length  of 
stay),  the  mechanism  should  not  clobber  them  with  a rate  re- 
duction because  of  a reduced  occupancy.  Reimbursements 
should  help  sustain  the  viability  of  low  cost  and  efficient  hos- 
pitals. 

The  arbitrary  reimbursements  of  the  recent  past  have  forced 
many  of  our  fine  hospitals  to  deplete  their  reserves  and  have 
forced  less  affluent  hospitals  to  the  verge  of  bankruptcy.  If  the 
State  has  to  take  over  the  hospitals,  it  will  probably  not  be  a cost 
saving  venture. 

2.  If  a new  payment  mechanism  requires  the  establishment 
of  hospital  rates,  should  these  rates  continue  to  be  developed  by 
the  Commissioner  of  Health,  with  the  approval  of  the  Director  of 
the  Budget  or  the  Superintendent  of  Insurance,  or  should  an  in- 
dependent rate  setting  commission  or  other  independent  body  be 
given  consideration  by  this  Council? 

It  should  be  an  independent  rate  setting  commission  with 
representatives  from  the  hospital  association,  O.H.S.M.,  third 
parties,  consumers,  the  legislative  health  committees  and  the 
medical  society.  The  Director  of  the  Budget  and  Superinten- 
dent of  Insurance  should  be  advisors. 

3.  What  effect  does  the  present  reimbursement  mechanism 
have  on  Hospital  Expenditures,  Quality  of  Care,  Efficiency  of 
Operation  and  Expansion  or  Elimination  of  Services? 

The  HANYS  study  addresses  this  subject.  The  general 
complaint  we  hear  is  that  it  is  a disaster.  The  quality  of  care 
has  probably  been  affected  primarily  in  the  core  area  hospitals. 
The  consumer  response  to  elimination  of  services  is  well  known. 
Since  a 10%  reduction  of  beds  in  a hospital  is  estimated  to  save 
only  1%  of  the  annual  hospital  expenditures,  is  it  worth  the 
risks? 

4.  How  should  cost  limitations  be  incorporated  into  a reim- 
bursement methodology? 

Clustering  of  hospitals,  patient  mix  and  service  indices  are 
reasonable  guidelines,  but  there  are  many  variables.  They 
should  not  be  rigid  criteria. 

Since  closure  of  hospitals  is  not  always  possible  for  varied 
reasons  and  since  displaced  workers  are  to  be  absorbed  by  the 
emerging  hospitals,  savings  are  diluted.  The  most  practical 
approach  which  is  estimated  to  produce  a savings  of  8%  over  the 
long  term  is  to  institute  a moratorium  on  net  increase  of  hospital 
beds  in  growing  areas.  Unfortunately,  political  decisions  have 
neutralized  this  effort. 

5.  Would  efficiency  and  productivity  be  increased  if  positive 
fiscal  incentives  were  to  be  incorporated  into  a reimbursement 
system?  Would  such  incentives  result  in  increased  cost  in  future 
years? 

It  sounds  good  but  is  difficult  and  cumbersome  to  administer. 
Economies  might  be  achieved,  but  the  cut  backs  in  services 
might  not  be  in  the  public  interest. 

President  Carter’s  proposed  “cap”  and  fiscal  incentives  will 
not  be  productive  with  some  pass  through  costs  in  health  ex- 
penditures. There  should  be  uniform  restraints  whether  at  the 
federal  or  state  level  if  it  is  to  be  effect  ive. 

An  economic  impact  analysis  should  be  included. 

6.  Do  differences  in  current  payment  methodologies  between 
3rd  party  payors  who  reimburse  the  hospitals  directly  and  com- 
mercially insured  or  private  pay  patients  create  problems  or  in- 
equities for  the  patients,  the  hospitals,  or  the  carriers?  If  so,  how 
can  these  problems  be  resolved? 

Discussed  under  item  1. 
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7.  Under  a new  uniform  reimbursement  mechanism,  should 
hospitals  continue  to  he  paid  on  a per  diem  basis?  II  not,  what 
basis  should  he  used? 

Yes.  It  is  the  easiest  and  most  equitable  to  administer. 

8.  Would  a prior  budget  review  for  each  hospital  with  agree- 
ment from  all  payors  to  pay  their  percentage  of  usage,  he  workable 
in  New  York  State?  How  could  private  pay  patients  lit  into  such 
a structure? 

No.  It  would  he  too  cumbersome  and  complex. 

9.  How  would  you  solve  the  alleged  problem  of  over-regula- 
tions of  hospitals? 

Over  regulation  is  referred  to  briefly  in  the  Overview. 
Suggested  remedies  would  include:  a simplified  reporting 
form  and  annual  or  semiannual  inspection  to  replace  the  multiple 
agencies  overseeing  hospitals;  streamlining  the  utilization  and 
quality  assurance  reviews  by  the  State  and  l’SROs  to  those  areas 
which  offer  the  greatest  yield,  instead  of  wasting  time  on  minutiae; 
elimination  unreasonable  and  excessive  hospital  codes  which  do 
not  impact  on  patient  safety  or  quality  of  care. 

10.  What  obstacles  have  prevented  the  establishment  of 
HMOs  in  hospitals? 

The  consumers.  Given  the  choice,  the  consumers  apparently 
prefer  prisate  care  to  a clinic  setting.  There  is  a place  for  HMOs 
where  private,  personal  care  is  not  available. 

In  the  New  York  area  prepaid  medical  care  has  been  available 
for  thirty-five  years.  Their  enrollment  has  increased  about  50% 
during  this  period.  There  is  no  magic  in  changing  the  name  to 
an  HMO. 

About  a year  ago,  the  G.A.O.  (General  Accounting  Office, 
Washington,  D.C.)  reported  that  of  all  the  HMOs  in  the  country, 
very  few  offered  hope  of  being  financially  viable.  The  attrac- 
tiveness of  the  HMO  concept  to  government  is  the  report  of  the 
decreased  use  of  hospitals  in  terms  of  admissions  and  patient 
days,  and  this  may  be  true.  This  decreased  usage  by  prepaid 
groups  was  originally  reported  in  a study  of  the  Federal  Em- 
ployees program.  The  report  also  stated  that  the  decreased 
usage  was  probably  due  to  the  structuring  of  the  insurance 
program  to  cover  out-of-hospital  diagnostic  x-ray  and  laboratory 
services  rather  than  the  method  of  practice. 

Therefore,  the  Legislature  might  consider  restructuring  the 
insurance  program  to  cover  out-of-hospital  diagnostic  x-ray  and 
laboratory  services.  It  might  he  more  expensive  initially,  but 
with  the  high  cost  of  hospitalization,  it  would  probably  be  cost 
effective  over  the  long  term  and  would  be  more  acceptable  to 
the  consumers.  It  would  reduce  the  high  administrative  costs 
of  HMOs  if  they  were  reserved  for  the  areas  of  consumer 
needs. 

APPENDIX  “C” 

SUMMARY  OF  HANYS  POSITION;  HOSPITAL 
REIMBURSEMENT 

1.  How'  would  you  recommend  a new  payment  mechanism  be 
structured?  A.  What  special  issues  should  he  considered  in  de- 
veloping a new  system  or  in  identifying  hospital  costs? 

A new  payment  mechanism  must  be  structured.  The  failure 
of  the  present  system  is  obvious  with  deterioration  of  quality 
of  care,  bankruptcy  and  ever  mounting  deficits  facing  hospi- 
tals. 

Although  “new  payment  mechanisms”  are  only  limited  by 
man’s  ingenuity,  a budget  review  system  appears  to  offer  the 
best  solution  in  that  it  recognizes: 

— program  differences  among  hospitals 
— social  geographic  differences 
— patient  mix  impact  and  inequities 
— fiscal  requirements  of  the  hospital 
— eliminates  artificial  ceilings  and  groupings 
— minimizes  appeals 

— provides  true  “prospectivity”  in  rate  settings 
— ineffectiveness  of  “formulae”  reimbursement 

2.  If  a new  payment  mechanism  requires  the  establishment 
of  hospital  rates,  should  these  rates  continue  to  be  developed  by 


the  Commissioner  of  Health,  with  the  approval  of  the  Director  of 
the  Budget  or  the  Superintendent  of  Insurance,  or  should  an  in- 
dependent rate  setting  commission  or  other  independent  body  be 
given  consideration  by  this  Council: 

HANYS  has  urged  for  the  past  six  years  the  establishment 
of  an  independent  rate  setting  commission,  such  as  have  effec- 
tively been  implemented  in  other  states.  There  is  a patent 
conflict  of  interest  in  rate  determination  by  the  Commissioner 
of  Health,  Director  of  the  Budget,  and  Superintendent  of  In- 
surance in  that  they  represent  purchasers  of  services  setting 
prices. 

3.  What  effect  does  the  present  reimbursement  mechanism 
have  on 

A.  Hospital  Expenditures 

B.  Quality  of  Care 

C.  Efficiency  Operation 

I).  Expansion  or  Elimination  of  Services 

A.  The  imposition  of  “group  average  ceilings”  has  the 
double  effect  of  penalizing  half  the  hospitals  in  a group  while 
encouraging  the  other  half  to  reach  the  ceiling.  Undoubtedly, 
there  has  been  some  dampening  effect  on  hospital  expenditures, 
hut  by  the  same  token  has  not  recognized  increased  costs  to 
hospitals. 

B.  Quality  of  care  has  been  adversely  effected;  in  its  simplest 
form  by  curtailment  of  personnel  as  well  as  the  loss  of  medical 
and  managerial  expertise.  There  has  been  a deterioration  of 
capital  investment. 

C.  If  anything  has  been  impeded  it  is  efficiency  of  opera- 
tions. If  a hospital  verges  on  bankruptcy,  then  special  State 
Assistance  is  forthcoming.  The  cost  benefits  of  management 
assessment  programs  have  never  been  tested. 

D.  There  has  been  little  and  perhaps  negative  effect  on 
expansion  or  elimination  of  services  since  there  are  no  incen- 
tives. 

4.  How  should  cost  limitations  be  incorporated  into  a reim- 
bursement methodology?  What  should  he  the  basis  of  cost  lim- 
itations? 

Reality  dictates  the  necessity  of  “cost”  limitations.  A defi- 
nition of  costs  must  be  established.  A budget  review  system 
would  permit  limitation  in  an  equitable  and  reasonable  manner, 
not  through  a system  of  penalties,  ceilings  and  disallowances. 

5.  Would  efficiency  and  productivity  be  increased  if  positive 
fiscal  incentives  were  to  be  incorporated  into  a reimbursement 
system?  Would  such  incentives  result  in  increased  costs  in  future 
years? 

Before  efficiency  and  productivity  can  be  increased,  there 
must  be  some  managerial  flexibility  permitted.  Fiscal  incen- 
tives would  certainly  stimulate  efficiency  and  productivity  ex- 
periments. The  objection  that  such  savings  would  be  put  into 
additional  costly  programs  is  specious  since  all  such  programs 
would  still  require  prior  approval  by  planning  agencies. 

6.  Do  differences  in  current  payment  methodologies  between 
3rd  party  payors  who  reimburse  the  hospitals  directly  and  com- 
mercially insured  or  private  pay  patients  create  problems  or  in- 
equities for  the  patients,  the  hospital  or  the  carriers?  If  so,  how 
can  these  problems  be  resolved? 

The  current  differences  in  payment  methodologies  between 
types  of  insurers  and  private  payors  do  create  inequities  for  all. 
A definition  of  cost  would  help  resolve  the  problem.  Basically, 
it  is  the  coupling  of  Article  IXC  payments  and  Medicaid  pay- 
ments that  has  created  the  largest  share  of  the  inequity.  A pro 
rata  system  based  on  utilization  and  budget  review,  allowing 
for  identifiable  and  quantifiable  variations,  would  also  help 
resolve  these  problems. 

7.  Under  a new  uniform  reimbursement  mechanism,  should 
hospitals  continue  to  be  paid  on  a per  diem  basis?  If  not,  what 
basis  should  be  used? 

Since  there  have  not  been  sufficient  demonstrations  to 
evaluate  alternatives  to  a per  diem  reimbursement  system,  be 
it  per  admission,  DRG,  etc.,  it  would  be  imprudent  to  impose 
a different  system  until  its  value  can  be  tested.  At  the  present 
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state  of  the  art  per  diem  reimbursement  remains  the  most 
simple  and  equitable  basis. 

8.  Would  a prior  budget  review  for  each  hospital,  with  agree- 
ment from  all  payors  to  pay  their  percentage  of  usage,  be  workable 
in  New  York  State?  How  could  private  pay  patients  fit  into  such 
a structure? 

In  our  opinion  it  would  be  eminently  workable  in  New  York 
State.  It  could  be  implemented  over  a two  to  three  year  period. 
Reasonable  cost  centered  budgeting  process  could  be  used  as 
a screen  to  flag  questionable  deviations.  We  understand 
present  computer  capacity  in  New  York  State  is  available  to 
electronically  expedite  such  a program.  Charges  would  flow 
from  the  approved  budget. 

9.  How  would  you  solve  the  alleged  problem  of  over-regulation 
of  hospitals? 

The  HANYS  cost  of  regulation  study  has  been  widely  pub- 
licized and  accepted.  It  calls  for  a joint  task  force  to  eliminate 
existing  duplication;  that  is  step  one.  Cost  benefit  statements 
on  new  regulations  with  opportunity  for  comment  before  pro- 
mulgation by  affected  parties,  legislative  oversight,  and  sunset 
provisions  would  also  help. 

10.  What  obstacles  have  prevented  the  establishment  of 
HMOs  in  hospitals? 

First  of  all,  it  must  be  established  that  HMOs  cannot  function 
without  hospital  backup.  Many  hospitals  do  work  with  HMOs 
in  this  area.  The  fiscal  plight  of  hospitals  have  also  prevented 
venture  capital  experimentation.  The  traditional  posture  of 
organized  medicine  as  represented  by  professional  staffs,  has 
to  be  recognized. 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

The  annual  report  of  the  Committee  on  Hospital  and 
Professional  Relations  was  reviewed.  Your  reference 
committee  recommends  that  the  report  be  amended  as 
follows: 

Your  reference  committee  recommends  that  to  clarify 
its  intent,  the  last  sentence  of  paragraph  B-2  of  APPEN- 
DIX “A”  “Guidelines  Established  by  the  Medical  Society 
of  the  State  of  New  York  and  the  Hospital  Association  of 
New  York  State  for  Individual  Hospitals  and  their  Medical 
Staffs  in  the  Determination  of  Medical  Staff  Membership 
and  Hospital  Privileges,”  be  transposed  to  become  the  last 
sentence  of  paragraph  B-l  of  Appendix  “A.” 

Your  reference  committee  also  recommends  that  para- 
graph B-3  of  the  above  guidelines  be  deleted  in  its  entirety 
and  the  following  paragraph  be  substituted: 

“3.  The  dilemma  of  teaching  hospitals  in  obtaining  an 
adequate  patient  population  that  would  permit  the 
fulfillment  of  their  purposes  results  in  large  measure 
from  the  lack  of  admissions  by  the  personal  physi- 
cians because  of  the  loss  of  control  of  their  patients 
when  the  latter  are  admitted  into  such  institutions. 
A solution  to  this  problem  can  be  reached  if  univer- 
sity hospitals  establish  a methodology  that  will  effect 
close  cooperation  between  the  personal  physicians 
and  the  university  hospital  attending  and  resident 
staff,  with  the  personal  physicians  continually  in- 
volved in  the  care  of  their  patients,  and  observe  the 
policy  originally  proposed  by  this  society  and  later 
adopted  by  the  AM  A and  that  is  that  there  shall  be 
one  physician  responsible  for  the  patient's  care,  and 
that  physician  shall  be  the  patient’s  own  private 
physician.” 

=>  Your  reference  committee  recommends  that  the  report 


of  the  Committee  on  Hospital  and  Professional  Relations 
be  filed  as  amended. 

The  Speaker  ruled  that,  according  to  Sturgis,  “a  com- 
mittee report  cannot  be  amended  except  by  the  com- 
mittee.” 

==»...  The  report  of  the  Committee  on  Hospital  and  Pro- 
fessional Relations  was  FILED  . . . 

The  reference  committee  proposed  a motion  to  change 
Section  B of  the  “Guidelines  Established  by  the  Medical 
Society  of  the  State  of  New  York  and  the  Hospital  Asso- 
ciation of  New  York  State  for  Individual  Hospitals  and 
their  Medical  Staffs  in  the  Determination  of  Medical  Staff 
Membership  and  Hospital  Privileges”  to  read  as  follows: 
B.  Granting  of  Hospital  Privileges 

Privileges  shall  be  granted  on  the  basis  of  the  indi- 
vidual qualifications  which  shall  take  into  consideration 
the  interest,  training,  experience,  and  ability  of  each 
practitioner. 

1.  Hospitals  without  clinical  departments  shall  grant 
privileges  on  an  individual  basis  in  accordance  with 
the  interest,  training,  and  experience  of  the  appli- 
cant. Such  hospitals  may  consult  with  the  nearest 
departmentalized  hospital,  if  necessary,  in  the  de- 
termination of  such  privileges.  It  shall  be  accepted 
that  in  today’s  medical  community  there  is  no  role 
for  the  partially  trained  specialist. 

2.  Hospitals  with  clinical  departments  shall  grant 
privileges  based  on  training  and  experience  con- 
sistent with  the  requirements  of  the  various  Spe- 
cialty Boards.  Family  physicians  who  apply  to  such 
hospitals  shall  become  members  of  an  Adminis- 
trative Department  of  Family  Practice  with  clinical 
privileges  granted  on  an  individual  basis  as  rec- 
ommended by  the  Specialty  Department  in  which 
the  specific  privilege  belongs. 

3.  The  dilemma  of  teaching  hospitals  in  obtaining  an 
adequate  patient  population  that  would  permit  the 
fulfillment  of  their  purposes  results  in  large  measure 
from  the  lack  of  admissions  by  the  personal  physi- 
cians because  of  the  loss  of  control  of  their  patients 
when  the  latter  are  admitted  into  such  institutions. 
A solution  to  this  problem  can  be  reached  if  uni- 
versity hospitals  establish  a methodology  that  will 
effect  close  cooperation  between  the  personal 
physicians  and  the  university  hospital  attending 
and  resident  staff,  with  the  personal  physicians 
continually  involved  in  the  care  of  their  patients, 
and  observe  the  policy  originally  proposed  by  this 
society  and  later  adopted  by  the  AMA  and  that  is 
that  there  shall  be  one  physician  responsible  for  the 
patient’s  care,  and  that  physician  shall  be  the  pa- 
tient’s own  private  physician. 

=> . . . The  House  voted  to  ADOPT  the  recommendation 
of  the  reference  committee  . . . 


I^esolution  79-7,  The  Cost  Conscious  Physician 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate, 
Section  on  Internal  Medicine 
Whereas,  The  Medical  Society  of  the  State  of  New  York 
has  reaffirmed  its  commitment  to  the  concepts  of 
cost-containment  and  cost-effectiveness;  and 
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Whereas,  An  awareness  of  the  costs  of  tests,  procedures, 
and  medications  is  important  in  the  cost-effective 
functioning  of  both  the  physician-in-practice  and  the 
physician-in-training,  and  in  the  contaiment  of  hos- 
pital costs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  all  physicians  to  endeavor  to  influence  the 
administrators  and  directors  of  their  hospitals  to  list 
the  charges  for  the  procedures,  and  medications  in 
such  fashion  as  to  emphasize  cost -consciousness  and 
to  maximize  the  education  of  those  who  order  these 
items,  as  to  their  costs,  and  the  cost  of  hospital  stay. 

=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 

Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  Resolution 

79-7  be  adopted. 

=> . . . The  House  voted  to  ADOPT  Resolution  79-7 . . . 


I^esolution  79-46,  Health  Education  and  Illness 
Prevention 

Introduced  by  Section  on  Preventive  Medicine  and 
Public  Health 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
has  profound  concern  for  the  health  of  all  of  the  citi- 
zens of  our  State,  and  is  committed  to  the  promotion 
of  health  through  all  available  means,  including  the 
early  detection  of  disease,  immunizations,  appropriate 
screening  procedures,  the  practice  of  health  promoting 
practices  such  as  adequate  exercise,  proper  nutrition, 
and  the  avoidance  of  obesity,  also  the  avoidance  of 
such  habits  as  smoking  and  the  use  of  drugs,  and  the 
health  education  of  both  patients  and  the  public  in 
general;  and 

Whereas,  The  State  Legislature  recently  created  a Com- 
mission on  Health  Education  and  Illness  Prevention, 
which  has  already  done  extensive  research  and  is 
working  with  physicians  throughout  the  State,  and  is 
expected  to  present  a report  of  its  findings  and  rec- 
ommendations - probably  in  the  new  year;  and 

Whereas,  Health  promotion  costs  much  less  than  illness 
care;  and 

Whereas,  New  York  State  physicians  are  becoming  in- 
creasingly concerned  regarding  the  costs  of  illness  care 
services  (see  Resolutions  79-7  and  79-22);  and 

Whereas,  The  funds  available  for  public  health  and  envi- 
ronmental health  promotion  in  New  York  State 
comprise  less  than  2%  of  the  annual  total  health  ex- 
penditures; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  do  all  in  its  power  to  encourage  and  foster  the  use 
of  all  available  health  promotional  means  by  members 
of  the  Medical  Society  of  the  State  of  New  York,  so 
that  illness  and  the  cost  of  its  care  will  be  reduced;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  and  its  affiliates  actively  encourage  the  State 
Legislature  and  all  local  governing  bodies  of  this  State 
to  increase  their  fiscal  support  of  means  of  health  ed- 
ucation and  disease  prevention. 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  Resolution 
79-4G  be  adopted. 

=> . . . The  House  voted  to  ADOPT  Resolution  79-46  . . . 

f^esolution  79-6,  Creation  of  a Medicaid  Committee 
of  the  Medical  Society  of  the  State  of  New  York 

Introduced  bv  Bronx  County  Medical  Society 
Whereas,  Enrollment  of  physicians  as  providers  of  medical 
services  under  the  Medicaid  Program  of  the  State  of 
New  York  has  increased;  and 
Whereas,  Levels  of  reimbursement  to  physicians  for  ser- 
vices rendered  to  participants  in  the  Medicaid  Pro- 
gram are  inadequate;  and 

Whereas,  The  State  of  New  York  has  become  extensively 
involved  in  the  audit  of  physicians  and  enforcement 
of  Medicaid  regulations;  and 
Whereas,  Physicians  enrolled  in  the  Medicaid  Program  are 
experiencing  difficulty  voicing  their  objections  to  the 
manner  in  which  the  Medicaid  Program  is  being  con- 
ducted, and  there  is  a lack  of  any  coordinated  effort 
on  the  part  of  the  medical  community  to  participate 
in  the  formulation  of  Medicaid  Program  policies  in  the 
State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  create  a free-standing  Medicaid  Committee  to 
represent  the  interests  of  physicians,  members  of  the 
Medical  Society  of  the  State  of  New  York  who  are 
enrolled  as  providers  of  services  in  the  Medicaid 
Program  of  the  State  of  New  York. 


=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  has  considered  this  resolution 
and  wishes  to  present  the  following  substitute  resolu- 
tion: 

Whereas,  Enrollment  of  physicians  as  providers  of  medical 
services  under  the  Medicaid  Program  of  the  State  of 
New  York  has  increased;  and 
Whereas,  It  is  the  stated  position  of  the  Medicaid  Program 
to  enlist  all  physicians  to  improve  both  the  quality  of, 
and  accessibility  to,  medical  care;  and 
Whereas,  The  State  agencies  involved  in  the  administra- 
tion of  this  program  not  infrequently  have  taken 
unilateral  and  arbitrary  actions  that  have  constituted 
harassment  and  discouraged  physician  participation 
in  the  program;  and 

Whereas,  The  Medicaid  program  concerns  many  of  the 
members  of  the  Medical  Society  of  the  State  of  New 
York  and  its  component  societies;  and 
Whereas,  Such  members  are  frequently  in  need  of  assis- 
tance and  information;  and 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
through  its  Medical  Care  Insurance  Committee  de- 
votes approximately  70%  of  its  time  to  Medicaid 
problems  and  in  assisting  our  members  when  such 
problems  are  brought  to  its  attention;  and 
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Whereas.  Many  members  are  unaware  of  such  Society 
activities;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  urge  each  county  medical  society  to  form  a 
Medicaid  or  Medical  Care  Insurance  Committee  to 
deal  with  the  Medicaid  problems  of  its  members,  and 
to  foster  and  defend  the  rights  of  the  indigent  to  ade- 
quate medical  care;  and  be  it  further 
Resolved,  That  such  committees  establish  lines  of  com- 
munication with  the  Medical  Society  of  the  State  of 
New  York  Medical  Care  Insurance  Committee  and 
seek  the  latter’s  assistance  when  appropriate. 


=»  Your  reference  committee  recommends  adoption  of  the 
substitute  resolution  for  Resolution  79-6. 

=>  . . . The  House  voted  to  ADOPT  the  substitute  reso- 
lution for  Resolution  79-6  . . . 


I^esolution  79-22,  Containment  of  Medical  Costs 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Physicians  are  being  accused  by  politicians  and 
others,  including  consumer  groups  and  labor  unions, 
of  being  directly  responsible  for  rapidly  increasing 
medical  expenses;  and 

Whereas,  It  is  in  the  public  interest  to  identify  the  source 
of  such  increased  costs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  in  conjunction  with  the  various  specialty  so- 
cieties, hospitals,  nursing  homes,  and  ancillary  care 
facilities  form  a Joint  Council  for  the  purpose  of 
studying  this  problem  and  report  ing  the  results  of  such 
studies  to  the  House  of  Delegates  at  its  next  annual 
meeting. 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  recommends  disapproval  of 
this  resolution,  noting  that  the  activities  requested  by  the 
resolution  are  in  fact  already  in  process  or  under  active 
consideration  for  near-term  implementation. 

=»  Your  reference  committee  recommends  that  Resolution 
79-22  be  not  adopted. 

=> . . . The  House  voted  to  NOT  ADOPT  Resolution  79-22 


I^esolution  79-23,  Rates  for  Medical  Services  under 
the  Workers’  Compensation  Medical  Fee 
Schedule. 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  All  citizens  of  the  State  of  New  York  are  entitled 
to  best  quality  medical  care  regardless  of  who  pays  for 
the  medical  services;  and 

Whereas,  Physicians  should  not  be  expected  to  underwrite 
politically  inspired  social  programs  by  accepting  re- 
duced fees  for  their  services,  as  they  are  now  doing 


under  the  existing  Workers’  Compensation  Medical 
Fee  Schedule;  and 

Whereas,  The  Chairman  of  the  Workers’  Compensation 
Hoard  has  publicly  affirmed  that  in  his  opinion  the 
current  fee  schedule  is  approximately  95%  of  current 
fee  levels;  therefore  be  it 

Resolved,  That  the  President  of  the  Medical  Society  of  the 
State  of  New  York  fulfill  his  legal  obligation  to  advise 
the  Chairman  of  the  Workers’  Compensation  Board 
regarding  the  prevailing  medical  fees  by  recom- 
mending that  the  level  of  fees  be  set  at  the  usual  and 
customary  fee  levels  present  in  defined  localities. 

=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  amended  the  resolved  portion 
of  Resolution  79-23  by  the  insertion  of  the  words  “continue 
to”  after  “New  York,”  the  deletion  of  the  word  “legal”  after 
the  word  “his,”  by  substituting  the  words  “of  advising”  for 
the  words  “to  advise,”  and  the  insertion  of  the  words  “and 
reasonable”  after  the  word  customary.”  The  amended 
resolved  portion  would  then  read  as  follows: 

Resolved,  That  the  President  of  the  Medical  Society  of  the 
State  of  New  York  continue  to  fulfill  his  obligation  of 
advising  the  Chairman  of  the  Workers’  Compensation 
Board  regarding  the  prevailing  medical  fees  by  rec- 
ommending that  the  level  of  fees  be  set  at  the  usual, 
customary,  and  reasonable  fee  levels  present  in  de- 
fined localities. 

Your  reference  committee  notes  that  this  resolution  is 
a reaffirmation  of  the  resolutions  presented  to  the  House 
of  Delegates  in  1978.  (Substitute  resolution  for  Resolu- 
tions 78-32  and  78-39.) 

=*  Your  reference  committee  recommends  that  Resolution 
79-23  be  adopted  as  amended. 

=>  . . . The  House  voted  to  ADOPT  Resolution  79-23  as 

AMENDED 


I^esolution  79-26,  Modification  of  Scope  of  Practice 
by  Physician’s  Assistants 

Introduced  by  Leo  Arthur  Green,  M.D.,  as  an  Indi- 
vidual 

Whereas,  Section  6542(7)  of  the  Education  Law  provides 
that  Article  131 -B  of  the  Education  Law  “Physician’s 
Assistants”  shall  not  be  construed  to  authorize  phy- 
sician’s assistants  or  specialist’s  assistants  to  perform 
those  specific  functions  and  duties  specifically  dele- 
gated by  law  to  those  persons  licensed  as  allied  health 
professionals  under  the  Public  Health  Law  or  Edu- 
cation Law;  and 

Whereas,  This  provision  is  construed  to  prohibit  physi- 
cian’s assistants  from  performing  medical  procedures 
that  fall  wit  hin  the  scope  of  practice  of  other  licensed 
health  professionals,  even  though  such  medical  pro- 
cedures fall  within  the  scope  of  practice  of  the  super- 
vising physician’s  general  license;  and 

Whereas,  Such  restrictions  are  often  impractical  and 
prevent  the  supervising  physician  from  fully  utilizing 
the  services  of  t he  physician’s  assistant;  therefore  he 
it 
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Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  introduce  legislation  to  repeal  section  6542(7) 
of  the  Education  Law. 

=*  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  hy  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  recognized  that  this  matter 
is  of  considerable  importance,  hut  it  felt  that  it  did  not  have 
adequate  factual  data  to  reach  a considered  conclusion,  and 
that  this  matter  requires  further  study,  and  recommends 
that  this  resolution  he  referred  to  the  Council  for  referral 
to  the  proper  committee. 


=>  Your  reference  committee  recommends  that  Resolution 
79-26  he  referred  to  the  Council. 

=» . . . The  House  voted  to  REFER  Resolution  79-26  to  the 
Council . . . 


I^esolution  79-29,  Authorization  Practices  by  Car- 
riers 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Sec- 
tion on  Orthopaedic  Surgery 
Whereas,  The  Rules  of  the  Workers’  Compensation  Board 
require  prior  authorization  for  all  services  expected 
to  cost  more  than  Seventy-Five  Dollars  ($75.00)  except 
in  an  emergency;  and 

Whereas,  Frequently  there  are  great  delays  in  obtaining 
such  authorization  for  various  reasons,  including 
consultations  with  the  carriers’  specialists;  and 
Whereas,  Such  delays  may  and  sometimes  do  result  in 
actual  physical  harm  to  the  patient;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  seek  changes  in  the  Rules  of  the  Workers’ 
Compensation  Board  requiring  that  carriers  inform 
physicians,  and  give  valid  reasons,  by  telephone  or 
telegrams,  within  five  days,  that  authorization  for  their 
services  has  been  denied;  and  be  it  further 
Resolved,  That  unless  authorization  is  denied  within  this 
five  day  period,  authorization  would  be  automatic. 

=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
79-29  be  not  adopted,  noting  that  this  matter  has  been 
dealt  with  satisfactorily  by  an  Order  of  the  Chairman  of  the 
Workers’  Compensation  Board  (Rule  4)  amended  and  ef- 
fective November  27,  1978. 

=>  Your  reference  committee  recommends  that  Resolution 
79-29  be  not  adopted. 

=» . . . The  House,  after  discussion,  voted  to  NOT  ADOPT 
Resolution  79-29  . . . 


I^esolution  79-35,  Reasonable  Charges  to  Non- 
members by  County  Medical  Societies  for  Pro- 
cessing Workers’  Compensation  Rating  Forms 

Introduced  by  Monroe  County  Medical  Society 
Whereas,  Workers’  Compensation  legislation  was  passed 
in  1914  specifically  to  provide  for  workers  injured  on 


the  job;  and 

Whereas,  The  New  York  State  legislature  passed,  and  the 
Governor  signed,  a no-fault  insurance  law  that  is  ad- 
ministered under  t he  workers’  compensation  program 
and  uses  the  Workers’  Compensation  Medical  Fee 
Schedule;  and 

Whereas,  Many  situations  not  covered  in  a workers’ 
compensation  system  and  fee  schedule  are  now  in- 
cluded in  the  no-fault  law,  not  only  for  treating 
workers  injured  on  the  job,  but  for  rendering  care  to 
all  persons  injured  in  automobile  accidents,  including 
adults,  children,  pregnant  women  and  their  fetuses, 
and  all  encompassing  situations.  These  situations 
were  never  visualized  or  conceived  of  in  the  original 
workers’  compensation  law;  and 
Whereas,  Physicians  who  do  not  provide  care  for  workers 
injured  on  the  job  but  do  provide  care  for  patients 
injured  in  automobile  accidents  are  without  workers’ 
compensation  ratings.  The  number  of  requests  for 
ratings  has  increased  dramatically;  and 
Whereas,  The  requests  for  workers’  compensation  ratings 
for  physicians  treating  workers  injured  on  the  job  were 
few  in  number  and  came  from  members.  'This  service 
was  provided  without  charge  by  county  medical  so- 
cieties, and  members  dues  support  this  activity;  and 
Whereas,  The  number  of  requests  for  this  service  has  in- 
creased dramatically  and  for  a purpose  not  in  the 
original  law.  Nonmembers  requests  are  large  in 
number,  place  a burden  on  staff,  and  it  was  never  the 
intent  to  use  membership  dues  to  provide  services  to 
nonmenbers;  and 

Whereas,  The  physician  nonmemhers  stand  to  benefit  fi- 
nancially from  a workers’  compensation  rating  at  the 
expense  of  members  dues;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  endorse  the  principle  of  component  county 
medical  societies  charging  a reasonable  fee  to  non- 
members for  processing  workers’  compensation  rating 
forms;  and  be  it  further 

Resolved,  That  said  fees  will  apply  to  dues  if  nonmembers 
subsequently  join  the  county  medical  society. 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  this  reso- 
lution be  not  adopted.  The  discussion  emphasized  that 
there  was  a time  when  the  evaluation  for  ratings  was  per- 
formed by  the  Workers’  Compensation  Board  entirely;  that 
the  practice  resulted  in  undue  delays  and  inequitable  de- 
cisions; that  the  county  medical  societies  requested  and 
were  granted  the  present  responsibility  to  evaluate  and 
make  appropriate  recommendations  to  the  Workers’ 
Compensation  Board;  that  the  continuance  of  such  county 
medical  society  activity  is  a benefit  to  our  members  and  an 
inducement  to  nonmembers  to  join;  that  the  Chairman  of 
the  Workers’  Compensation  Board  has  indicated  that  if  the 
societies  were  to  insist  upon  a charge  for  this  evaluation  he 
would  seek  to  have  the  law  changed  to  revert  to  the  full 
authority  resting  with  the  Board  itself,  and  that  such  a 
change  would  be  undesirable. 

=>  Your  reference  committee  recommends  that  Resolution 
79-35  be  not  adopted. 

=> . . . The  House,  after  considerable  discussion,  voted  to 
REFER  Resolution  79-35  to  the  Council . . . 
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Resolution  79-41,  Time  Limitation  for  Processing 
Medical  Claims 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  arbitrary  regulations  established  by  the 
Department  of  Social  Services  with  regard  to  the  time 
limitations  for  processing  claims  for  medical  services 
are  unreasonable,  unworkable,  and  punitive  to  phy- 
sicians; and 

Whereas,  These  regulations  result  in  arbitrary  rejections 
of  payments  to  physicians  for  services  legitimately  and 
conscientiously  provided  to  Medicaid  recipients; 
and 

Whereas,  These  regulations  appear  to  exist  for  the  primary 
purpose  of  providing  the  Departments  of  Social  Ser- 
vice of  the  various  counties  and  of  the  State  of  New 
York  with  a flagrantly  abusive  mechanism  to  arbi- 
trarily deny  physicians  their  just  payment  for  services 
provided;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  strongly  oppose  arbitrary  time  limitations  for 
submission  of  claims  by  physicians  to  Social  Services 
Departments,  and  urge  that  every  effort  be  made  to 
have  these  arbitrary  time  limitations  immediately 
rescinded  and  replaced  with  a minimum  period  of 
twelve  months  for  the  submission  of  any  claims  for 
services  to  Medicaid  recipients. 


=»  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  has  considered  Resolution 
79-41  and  wishes  to  present  the  following  substitute  reso- 
lution; 

Whereas,  The  time  limits  for  processing  medical  claims 
differ  between  the  Medicare  program  (Title  XVIII) 
and  the  Medicaid  program  (Title  XIX);  and 
Whereas,  Such  difference  is  unreasonable  and  confusing; 
and 

Whereas,  It  is  the  expressed  intent  of  the  government  to 
bring  these  two  programs  into  closer  conformity; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  seek  a change  in  the  time  limitations  for  pro- 
cessing medical  claims  under  Title  XIX  to  those  that 
apply  to  Title  XVIII  (27  months);  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  seek  the  implementation  of  this  change  by  ap- 
propriate communications  with  the  necessary  Federal 
and  State  governmental  agencies. 


=>  Your  reference  committee  recommends  adoption  of  the 
substitute  resolution  for  Resolution  79-41. 

=»  . . . The  House  voted  to  ADOPT  the  substitute  reso- 
lution for  Resolution  79-41  . . . 


Ivesolution  79-45,  Closure  of  Metropolitan  Hospital, 
New  York  City 

Introduced  by  the  Student  Membership 
Whereas,  The  New  York  City  Health  and  Hospitals  Cor- 
poration resolved  in  June,  1979,  to  close  Metropolitan 
Hospital  at  some  unspecified  date  in  the  future;  and 
Whereas,  This  imposes  an  undue  hardship  upon  the  resi- 
dents of  upper  Manhattan  and  East  Harlem  in  re- 
ceiving adequate  health  care;  and 
Whereas,  The  Metropolitan  Hospital  is  one  of  the  major 
teaching  centers  of  New  York  Medical  College,  and  its 
closure  would  adversely  affect  its  medical  students’ 
education;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  support  efforts  to  ensure  the  continued  operation 
of  Metropolitan  Hospital,  New  York  City. 


=>  Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  Leonard  L. 
Heimoff,  M.D.,  Chairman. 

Your  reference  committee  felt  that  the  issues  raised  in 
this  resolution  have  a complex  set  of  interacting  pressures 
that  impinge  upon  the  desirability  or  necessity  of  closing 
of  any  hospital.  However,  the  question  is  moot  at  the 
present  time  because  the  Health  Systems  Agency  report, 
which  was  just  received,  states  that  Metropolitan  Hospital 
is  not  to  be  closed. 

Since  the  reference  committee  is  of  the  opinion  that  this 
matter  requires  further  study  and  consideration,  it  rec- 
ommends that  the  resolution  be  referred  to  the  First  Dis- 
trict Branch. 


=>  Your  reference  committee  recommends  that  Resolution 
79-45  be  referred  to  the  First  District  Branch. 

=*  . . . The  House,  after  discussion,  REFERRED  Reso- 
lution 79-45  to  the  First  District  Branch  . . . 

=*  . . . The  House  voted  to  ACCEPT  the  report  of  the 
reference  committee  as  acted  upon  by  the  House  . . . 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


ETHICS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Ethics  are  as  fol- 


lows: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Clifford  L.  Spingarn,  M.D New  York 

George  Tilley,  M.D Onondaga 

Allen  Tisch,  M.D Orange 

Gideon  Tropp,  M.D Chemung 

Neil  M.  Williams  (Medical  Student) New  York 


A number  of  questions  on  the  use  of  advertisements 
were  received  by  the  committee  from  physicians  and  from 
component  county  medical  societies.  Those  from  physi- 
cians were  usually  referred  to  the  local  county  medical 
society,  in  which  the  physician  practiced,  for  their  review 
and  judgment.  An  example  of  this  was  an  ad  in  a national 
magazine  in  which  a physician  endorsed  a commercial 
product,  i.e.,  a glove.  This  ad  was  referred  to  the  local 
county  medical  society;  the  committee  was  subsequently 
notified  of  the  county  society’s  action  taken  after  reviewing 
the  complaint. 

A county  medical  society  requested  our  opinion  on  an 
enclosed  flyer  type  of  advertisement  which  a physician 
wished  to  send  only  to  attorneys.  The  flyer  stated  that  his 
clinic  was  especially  equipped  to  handle  personal  injury, 
compensation,  and  no-fault  work  and  his  office  was  also 
prepared  to  provide  expert  testimony  to  the  patient’s  at- 
torney. The  Committee  on  Ethics  considered  this  an  at- 
tempt at  unethical  solicitation  and  an  example  of  the  be- 
ginning of  a ‘'No-Fault”  type  of  medical  clinic,  and  so  ad- 
vised the  county  medical  society. 

A group  of  businessmen  wished  to  enlist  physicians  to 
make  house  calls  for  physicians  who  cannot  make  them. 
The  patient  is  to  be  told  that  the  physician  is  to  receive 
$27.00  and  the  group  of  businessmen  is  to  receive  $10.00 
for  overhead  costs.  The  committee,  after  reviewing  this 
matter,  informed  the  business  group  that  any  physician 
working  under  the  provisions  as  explained  by  them  would 
be  considered  practicing  unethical  medicine  involving 
splitting  fees. 

An  osteopathic  physician,  in  general  practice,  and  who 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York,  was  asked  by  a group  of  businessmen  to  join  them  in 
forming  a “hair  transplant”  clinic;  he  would  act  as  super- 
visor of  the  surgical  work  involved.  The  committee  in- 
formed the  osteopathic  physician  that  his  supervision  of 
the  “hair  transplant”  clinic  would  be  unethical;  the  phy- 
sician thanked  us  very  much  for  the  advice  given  him. 

A letter  was  received  from  a county  medical  society  re- 
questing our  opinion  concerning  a question  on  a second 
opinion  in  certain  surgical  or  medical  cases.  A physician 
in  that  county  objected  to  the  idea  that  a patient  may  seek 
a second  opinion  in  a problem  case  without  consulting  the 
original  physician;  he  also  objected  to  the  AMA  opinion 
that  the  patient  has  a right  to  seek  consultation  with  any 
consultant  of  his/her  choice.  The  committee  agreed  that 
the  patient  has  a right  to  seek  consultation  with  a consul- 
tant of  his  choice.  The  committee  further  stated  that  the 


consultant  should  either  have  the  patient  notify  the'  orig- 
inal physician  of  the  consultation  or  notify  the  original 
physician  himself,  unless  the  patient  requests  him  not  to 
do  so. 

The  Judicial  Council  of  the  AMA  has  proposed  certain 
amendments  to  the  AMA’s  Principles  of  Medical  Ethics. 
In  reviewing  these  changes,  we  found  the  following  portion 
omitted:  “Drugs,  remedies,  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  provided  it  is  in  the 
best  interest  of  the  patient.” 

We  wrote  to  the  Judicial  Council  asking  them  to  place 
back  the  above  statement  in  the  Principles  of  Medical 
Ethics  for  the  following  reason:  — omitting  this  sentence 
will  deprive  people  in  rural  areas,  where  no  pharmacies  or 
surgical  supply  stores  are  available,  from  proper  medica- 
tions or  appliances  necessary  to  treat  any  illness  which  they 
acquire. 

The  committee  would  like  to  express  its  deep  apprecia- 
tion for  the  counseling  and  cooperation  given  to  it  by  J. 
Richard  Burns,  J.D.,  General  Counsel  for  the  MSSNY,  and 
also  to  Mrs.  Joan  Grimm  for  her  cooperation  and  assis- 
tance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

ETHICS  ( SUPPL  EM  ENT  A R Y ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

A county  medical  society  requested  the  committee’s 
opinion  of  a letter  being  sent  by  a member  of  their  society 
to  attorneys  only.  The  letter  was  as  follows:  — “Our 
modern  clinic  is  especially  equipped  to  handle  personal 
injury,  compensation,  and  no-fault  work.  We  have  a highly 
trained  staff  of  nurses,  technicians,  and  therapists  to 
handle  most  personal  injury  cases.  Our  office  is  prepared 
to  provide  expert  testimony  and  indepth  medical  reports 
to  patients’  attorneys.  We  also  handle  disability  evalua- 
tions and  reports.  For  further  information,  please 

call .”  The  committee  agreed  that  this  was  a letter 

of  direct  solicitation  and  considered  it  unethical  and  so 
notified  the  county  medical  society. 

A letter  was  received  from  a physician  questioning  ethics 
involved  in  a dispute  between  a health  foundation  and  a 
county  medical  society.  The  committee  decided  that  this 
did  not  concern  ethics,  but  was  a legal  question. 

A request  was  received  from  a Justice  of  the  Supreme 
Court  on  the  question  of  whether  it  was  ethical  for  a court 
appointed  physician  to  refuse  to  examine  a plaintiff  in  the 
presence  of  the  plaintiffs  physician.  The  committee’s 
opinion  was  that  the  personal  physician  may  be  present 
when  the  plaintiff  is  examined  by  a consultant.  Con- 
firming our  opinion,  Section  2,  Article  III  of  the  “Principles 
of  Professional  Conduct”  of  the  Medical  Society  of  the 
State  of  New  York,  which  describes  conduct  of  a consul- 
tant, was  quoted. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Minutes/February,  1980/New  York  State  Journal  of  Medicine  493 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  Ethics  be 
filed. 

=>  . . . The  annual  and  supplementary  reports  of  the 
Committee  on  Ethics  were  FILED  . . . 


FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Federal  Legislation 


are  as  follows: 

William  P.  Clark,  M.D.,  Chairman  Westchester 

Robert  H.  Carrier,  M.D Monroe 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

Allen  Reichman,  M.D Nassau 

Joseph  R.  Fontanetta,  M.D.,  Advisor  Kings 


Committee  Meeting.  Since  our  last  report  to  the 
House  of  Delegates  in  October,  1978,  the  Federal  Legisla- 
tion Committee  met  once  at  State  Medical  Society  head- 
quarters on  April  19,  1979.  The  purpose  of  this  meeting 
was  to  review  developments  in  the  opening  weeks  of  the 
96th  Congress. 

Recommendations  to  the  Council.  Several  important 
health  issues  and  specific  proposals  were  reviewed  and 
discussed  and  based  upon  recommendations  of  your 
committee,  the  Council  has  taken  several  actions  as  fol- 
lows: 

Catastrophic  Health  Insurance.  Senate  bills,  S.350 
and  S.351,  introduced  by  Senator  Russell  Long  (D-La.), 
which  would  establish  a federally-administered  public 
plan  to  supplement  private  plans,  was  reviewed  and 
discussed.  The  Council  approved  a recommendation 
by  your  committee  that  the  MSSNY  join  the  American 
Medical  Association  in  its  opposition  to  these  bills  be- 
cause catastrophic  insurance  can  be  adequately  ad- 
dressed in  the  private  sector  with  proper  Federal  en- 
couragement. 

Two  other  bills  involving  catastrophic  health  insur- 
ance were  also  reviewed,  Senate  bill  S.748,  introduced 
by  Senators  Robert  Dole  (R-Kan.),  John  Danforth 
(R-Mo.),  and  Pete  Domenici  (R-N.  Mex.)  and  Senate  bill 
S.760,  introduced  by  Senator  Russell  Long  (D-La.). 
These  bills  move  toward  coverage  through  the  private 
sector  and  address  some  of  the  concerns  addressed  in 
AMA  Resolution  62.  The  Council  approved  a recom- 
mendation of  the  committee  that  the  MSSNY  support 
efforts  by  the  AMA  to  amend  these  bills  to  bring  them 
into  conformity  with  I be  AM  A’s  guidelines  and  lacking 
such  amendments,  to  oppose  1 hese  bills. 

Medicare-Medicaid  Administrative  Reform.  The 
committee  reviewed  S.505,  introduced  by  Sen.  Talmadge 
(D.  Ga.),  entitled  “The  Medicare-Medicaid  Adminis- 
trative and  Reimbursement  Reform  Act  of  1979.” 
Among  the  important  changes  in  this  bill  are  provisions 
which  would  create  a new  program  for  hospital  reim- 
bursement limitations  applying  to  Medicare  and  Med- 
icaid; would  create  a special  class  of  physicians  under 


Medicare  designated  as  “participating  physicians”  and 
significantly  change  determinations  of  reasonable 
charges  under  Medicare;  would  make  several  reforms  in 
the  provisions  for  long  term  care;  and  would  make  other 
miscellaneous  reforms  under  Medicare  and  Medicaid. 

Due  to  the  extensive  nature  and  scope  of  the  provi- 
sions in  this  legislation,  your  committee  recommended 
that  this  bill  be  referred  to  the  appropriate  committee 
under  the  Division  of  Medical  Services  for  analysis. 
This  recommendation  was  approved  by  the  Council. 

Certificate  of  Need.  Resolution  78-34,  which  was 
passed  by  the  House  of  Delegates  in  1978,  required  op- 
position to  legislative  efforts  to  impose  certificate  of  need 
requirements  on  physicians’  offices.  At  the  time  the 
committee  met  in  April,  there  had  been  no  such  legis- 
lation introduced;  however,  subsequent  to  that  meeting, 
the  House  Interstate  and  Foreign  Commerce  Committee 
reported  a Health  Planning  Proposal  after  soundly  de- 
feating an  effort  to  extend  certificate-of-need  provisions 
to  cover  physicians’  offices.  Your  committee  will  con- 
tinue to  keep  a close  watch  on  future  developments  in 
this  area. 


Headquarters  Activities.  Your  committee,  through 
the  activities  of  the  Division  of  Governmental  Affairs, 
keeps  abreast  of  the  latest  developments  in  Congress 
through  three  reporting  services.  Current  files  are  main- 
tained on  the  major  bills  pending  in  both  houses,  copies  of 
statutes  enacted  are  also  obtained.  The  regulatory  activity 
of  all  Federal  agencies  dealing  with  health  and  medicine 
is  monitored  by  the  division  through  the  Federal  Register. 
As  issues  arise  requiring  action  by  our  Society,  the  division 
works  with  the  administration  and  other  staff  divisions  on 
the  preparation  of  mailings  to  our  Congressional  repre- 
sentatives and  to  governmental  agencies.  The  division  also 
prepares  periodic  reports  on  Federal  legislation  for  the 
News  of  New  York. 


Cooperation  with  AMA.  Following  our  established 
practice  of  cooperating  fully  with  the  AMA  in  furthering 
mutual  objectives,  your  committee,  in  conjunction  with  the 
MSSNY’s  administration,  responded  to  the  AMA’s  request 
for  action  on  S.505  (Sen.  Talmadge),  the  “Medicare- 
Medicaid  Administrative  and  Reimbursement  Reform 
Act,”  by  communicating  the  opposition  of  the  State 
Medical  Society  to  a proposed  amendment  to  this  bill 
which  would  have  established  the  Administration’s  man- 
datory hosptial  cost  containment  controls.  A letter  was 
transmitted  to  all  members  of  the  Senate  Finance  Com- 
mittee indicating  on  behalf  of  our  membership  the  oppo- 
sition of  our  Society  to  this  attempt.  In  addition,  the  di- 
vision maintains  constant  communication  with  the  legis- 
lative staffs  of  both  the  Chicago  and  Washington  offices 
of  the  AMA. 


National  Health  Insurance.  At  the  time  this  report 
is  being  prepared,  in  late  June,  1979,  President  Carter  has 
just  released  an  outline  proposal  of  his  national  health  in- 
surance plan,  but  no  specific  legislation  has  yet  been  in- 
troduced. Your  committee  is  presently  reviewing  the 
President’s  outline  and  will  closely  monitor  and  analyze 
any  further  developments  or  legislation  which  may  he 
forthcoming  regarding  this  important  subject. 
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=*  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Federal  Legislation  he  filed. 

=>  . . . The  report  of  the  Committee  on  Federal  Legislation 
was  FILED.  . . 

STATE  LEGISLATION  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  State  Legislation  are 
as  follows: 

Robert  J.  O’  Connor,  M.D.,  Chairman  . . . .Richmond 

Robert  B.  Bryant,  M.D Onondaga 

Lester  J.  Candela,  M.D Queens 

James  M.  Flanagan,  M.D Wayne 

Robert  C.  Friedman,  M.D Albany 

Samuel  M.  Gelfand,  M.D Nassau 

Henry  W.  Kaessler,  M.D Westchester 

Herbert  Laughlin,  M.D Chautauqua 

Robert  C.  Mickatavage,  M.D Westchester 

Richard  E.  Murphy,  M.D Clinton 

Jules  Musinger,  M.D Monroe 

Wilfred  Reguero,  M.D New  York 

Stanley  A.  Steckler,  M.D Suffolk 

Richard  E.  Sullivan,  M.D Broome 

Wayne  C.  Templer,  M.D Steuben 

Milton  S.  Weinberg,  M.D Queens 

* Stephen  Nathan  Levy  Albany 

John  A.  Finkbeiner,  M.D.,  Advisor  New  York 

GENERAL  OBSERVATIONS 
At  the  time  this  report  is  being  written  in  late  June,  the 
1979  State  Legislature  has  recessed  until  the  fall  at  which 
time  it  is  expected  to  reconvene  to  consider  a limited 
agenda  of  specific  legislative  issues.  Although  the  Senate 
is  expected  to  return  in  mid-July  for  the  limited  purpose 
of  approving  gubernatorial  appointments,  as  far  as  health 
legislation  is  concerned,  the  1979  session  of  the  State 
Legislature  is  not  expected  to  take  any  additional  ac- 
tions. 

The  leaders,  however,  could  place  health  items  on  the 
agenda  and  the  Governor  could  call  a special  session  for 
such  purpose  but  both  potentialities  are  extremely  im- 
probable. Numerous  bills,  moreover,  including  two 
MSSNY  Program  Bills,  are  before  the  Governor  for  action. 
The  information,  therefore,  contained  in  this  report  re- 
garding specific  legislation,  is  submitted  to  the  House  of 

* Medical  student. 


1 lelegates  as  a progress  report . A final  review  of  legislation 
of  special  importance  to  the  medical  profession  will  be 
contained  in  our  supplementary  report  in  September. 

Also,  in  our  supplemental  report  we  will  submit  the 
recommendations  of  your  committee,  scheduled  to  meet 
in  late  August,  for  MSSNY’s  1980  State  Legislation  Pro- 
gram. 

REPORT  FORMAT 

This  report  is  divided  into  four  major  parts: 

I.  Committee  actions  on  resolutions  and  directives 
referred  to  it  bv  the  House  and  Council;  matters  referred 
to  the  Council  by  your  committee;  and  recommendations 
of  other  MSSNY  committees  approved  and  referred  by 
the  Council  to  this  committee. 

II.  General  commentary  on  activities  during  the  1979 
session  of  the  State  Legislature  to  late  June,  including 
current  status  of  MSSNY  1979  Program  Bills,  two  of 
which  are  before  the  Governor,  and  specific  comments 
on  actions  taken  on  key  health  proposals; 

III.  Review  of  activities  of  MSSNY’s  Legislative 
Director  and  Legislative  Counsel  in  Albany  and  staff 
operations  at  Lake  Success; 

IV.  Summary  of  miscellaneous  matters. 


I COMMITTEE  ACTIONS 

Your  committee  met  in  Albany  on  March  5,  1979,  to  re- 
view activities  in  Albany  and  to  consider  items  referred  to 
the  committee  by  the  House  of  Delegates,  the  Council,  and 
others  and  to  make  recommendations  to  the  Council. 
Included  in  the  agenda  were  matters  reported  under  the 
following  headings  pertaining  to  the  House  and  Council. 

HOUSE  OF  DELEGATES  RESOLUTIONS  — 1978 
The  following  resolutions  and  actions  were  referred  to 
the  State  Legislation  Committee  from  the  1978  House  of 
Delegates.  These  resolutions  were  reviewed  carefully  by 
your  committee,  recommendations  for  action  were  sub- 
mitted and  approved  by  the  Council,  and  the  following 
actions  were  taken: 

1.  I^/esolution  78-18,  Repeal  of  Chapters  484  and 
485  of  the  New  York  State  Laws  of  1978. 
Adopted  and  referred  by  the  House  of  Dele- 
gates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New’  York  take  steps  to  repeal  Chapters  484  and 
485  of  the  New  York  State  Laws  of  1978  which  re- 
quire that  the  physician  or  nurse-midwife  in  at- 
tendance shall  inform  the  expectant  mother  of  the 
drugs  that  they  expect  to  employ  during  pregnancy, 
and  of  the  obstetrical  and  other  drugs  that  can  be 
used  at  birth,  and  of  the  possible  effects  of  such 
drugs  on  the  child  and  mother. 

RECOMMENDATION  — Your  committee  rec- 
ommended that  a bill  be  drafted  by  our  legislative 
counsel  for  introduction  into  the  legislature  and 
that  this  bill  be  included  in  our  1979  legislative 
program.  A meeting  was  held  in  Albany  on  Feb- 
ruary 13, 1979,  between  representatives  of  the  State 
Medical  Society  and  representatives  of  Senator 
Bernstein,  sponsor  of  the  original  bill,  Senator 
Lombardi,  Senator  Anderson,  Andrew  Fleck,  M.D., 
Roger  C.  Herdman,  M.D.,  and  others.  Our  repre- 
sentatives advised  those  in  attendance  of  the  fact 
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that  the  House  of  Delegates  had  passed  the  above 
resolution.  It  was  the  opinion  of  those  government 
representatives  that  a repealer  would  be  politically 
impossible  and  that  an  amendment  to  eliminate 
the  objectionable  features  of  the  new  law  might  be 
in  order. 

A report  containing  a draft  amendment  to  the  law  was 
prepared  by  legislative  counsel  and  submitted  to  the 
Council  on  February  22,  1979.  The  following  is  the  pro- 
posed amendment  submitted  by  our  legislative  counsel,  as 
amended  and  approved  by  the  Council: 

The  physician  in  charge  of  the  care  of  an  expectant 
mother  during  her  pregnancy  and  who  expects  to  be  the 
chief  medical  practitioner  in  attendance  at  the  birth  of 
a child,  or  nurse  midwife,  shall  inform  the  expectant 
mother  during  her  ante  natal  course  about  drugs  he  or 
she  will  employ  and  of  the  effects  reasonably  to  be  ex- 
pected from  such  drugs  on  the  child  and  mother  at  the 
time  of  prescribing. 

Drugs  that  such  physician  or  nurse-midwife  reason- 
ably expects  to  employ  at  birth  and  of  the  effects  rea- 
sonably to  be  expected  from  such  drugs  on  the  child  and 
mother  shall  be  discussed  prior  to  the  onset  of  labor. 

The  provisions  of  this  section  shall  not  apply  in  the 
case  of  an  emergency  nor  shall  they  alter,  expand,  or 
modify  the  provisions  of  Section  2805(d)  of  the  Public 
Health  Law. 

Our  Albany  representatives  met  with  the  appropriate 
parties  in  Albany  and  presented  our  recommendations. 
Although  no  action  has  been  taken  on  them  during  the  1979 
session,  our  representatives  will  continue  to  work  for  their 
enactment  during  the  1980  session. 


2.  XVesolution  — Substitute  for  78-20,  78-48,  and 
78-50,  Motorcycle  Helmet  Law.  Adopted  and 
referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  the  New  York  State  Legislature 
to  make  the  wearing  of  helmets  mandatory  for 
operators  of  motorcycles,  trail  bikes,  mopeds,  and 
similar  motorized  vehicles;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  the  New  York  State  Legislature 
to  take  action  to  require  that  all  mortorcycle  op- 
erators, including  operators  of  trail  bikes,  mopeds, 
and  similar  motorized  vehicles,  meet  State  regu- 
lations concerning  the  age  of  the  operator,  opera- 
tional skills,  and  safety  standards,  including  helmet 
provisions. 

RKCOMMRNDATION  Three  bills  which  are 
currently  before  the  State  Legislature  would 
modify  the  motorcycle  helmet  usage  law  to  make 
the  requirement  applicable  only  to  such  persons 
who  are  under  the  age  of  eighteen.  These  bills, 
S.148  (Sen.  Warder),  S.1791  (Sen.  Johnson),  and 
A. 2618  (M.  of  A.  Robach)  are  being  vigorously  op- 
posed by  our  State  Society  and,  thus  far,  have  been 
prevented  from  moving  in  the  Legislature. 


3 -t^esolution  78-23,  New  York  State  Legisla- 
tion on  License  Reregistration.  Amended, 
adopted,  and  referred  by  the  House  of  Dele- 
gates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  shall  adopt  the  policy  that: 

1.  Physician  reregistration  procedures  must 
recognize  that  only  physicians  themselves 
possess  the  capability  to  evaluate  physicians 
competence;  and 

2.  Physician  reregistration  should  be  accom- 
plished by  ut  ilization  of  appropriate  medical 
societies  to  draft  and  supervise  physician 
competence  regulations  as  they  deem 
proper,  in  consultation  and  cooperation  with 
appropriate  State  authorities. 

Recommendation  — Three  bills  have  been 
introduced  regarding  continuing  medical  educa- 
tion: The  first,  S.2532  (Sen.  Donovan);  A.3249  (M. 
of  A.M.  Miller)  incorporates  the  recommendations 
approved  by  the  Council  last  year  formally  recog- 
nizing the  MSSNY’s  program;  the  second,  A. 5036 
(M.  of  A.M.  Miller),  which  is  being  pushed  by  the 
Education  Department  and  strongly  opposed  by 
our  Society  does  not  include  formal  recognition  of 
our  continuing  medical  education  program;  and  the 
third,  A. 7227  (M.  of  A.  Newburger,  Hinchey), 
which  was  introduced  at  the  Governor’s  request, 
is  similar  to  the  first  bill  and  does  recognize  com- 
pliance with  the  MSSNY’s  continuing  education 
program  as  compliance  with  statutory  CME  pro- 
visions. A memorandum  has  been  prepared  op- 
posing the  statutory  imposition  of  continuing 
medical  education  as  a requirement  for  relicensure, 
but  endorsing  statutory  recognition  of  the  State 
Society’s  program  in  any  legislation  seeking  to 
impose  such  a requirement  . As  of  the  date  of  this 
report,  all  three  bills  remain  in  committee  in  the 
Legislature. 


4.  Jb^esolution  78-24,  Brain  Death  Legislation. 
Adopted  and  referred  by  the  House  of  Dele- 
gates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  the  Legislature  of  the  State  of 
New  York  to  enact  legislation  wherein  the  legal 
definition  of  death  includes  brain  death  as  defined 
by  accepted  criteria  such  as  those  formulated  by 
the  Ad  Hoc  Committee  of  the  Harvard  Medical 
School,  (Ref.  JAMA  205:337-340,  1968). 

Recommendation  — Legislation  which  would 
provide  for  such  a definition  had,  in  previous  ses- 
sions, also  included  unnecessary  restrictions  on  the 
pronouncement  of  death.  Legislation  which  was 
introduced  in  the  latter  part  of  the  1979  legislative 
session,  A.7104-A  (M.  of  A.  Tallon),  appears  to 
satisfy  the  purpose  of  the  above  resolution  and  will 
be  supported. 
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.{Resolution  78-25,  Qualifications  for  Coro- 
ner. Amended,  adopted,  and  referred  by  the 
House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  act  to  prevent  the  passage  of  any 
legislation  that  would  permit  anyone  other  than  a 
physician  to  serve  as  coroner,  unless  such  person 
exercises  the  office  of  coroner  in  conjunction  with 
a coroner’s  physician;  and  be  it  further 

Resolved,  That  any  physician  serving  as  coro- 
ner, or  coroner’s  physician,  shall  be  licensed  to 
practice  medicine  and  surgery  in  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  any  physician  serving  as  coroner, 
or  coroner’s  physician,  shall  be,  where  possible,  a 
physician  trained  in  forensic  medicine  and  pa- 
thology. 

Recommendation  — No  such  legislation  has 
yet  been  introduced  into  the  Legislature,  but  the 
resolution  has  been  transmitted  to  our  Albany 
representatives  for  use  in  evaluating  legislation 
which  is  introduced. 


{Resolution  78-29,  Penalty  for  Delayed  or 
Nonpayment  of  Medical  Bills  in  Workers’ 
Compensation  Cases.  Amended,  adopted,  and 
referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  initiate  and  support  legislation  to 
correct  the  abuses  of  delayed  or  nonpayment  of 
medical  bills  in  Workers’  Compensation  cases  by 
providing  for  interest  accrual  for  such  delayed  or 
unpaid  bills. 

Recommendation  — S.5720  (Sen.  Floss); 
A.7984  (Rules),  which  has  passed  both  houses  of 
the  Legislature  and  is  presently  awaiting  the  an- 
ticipated approval  by  the  Governor  was  incorpo- 
rated as  part  of  our  1979  Legislation  Program  and 
actively  promoted  by  our  State  Medical  Society. 


{Resolution  78-34,  Certificate  of  Need  Re- 
quirement. Amended,  adopted,  and  referred 
by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  shall  adopt  the  policy  that  no  Certif- 
icate of  Need  relative  to  the  private  physician’s 
office  shall  be  required. 

Recommendation  — No  such  legislation  has 
yet  been  introduced  into  the  New  York  State 
Legislature.  Your  committee  has  opposed  such 
legislation  in  the  past  and  will  continue  to  do  so 
should  such  legislation  be  introduced. 


{Resolution  78-46,  Signing  of  Disability 
Benefit  Forms.  Adopted  and  referred  by  the 
House  of  Delegates. 


Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  initiate  legislation  designed  to  elimi- 
nate the  requirement  that  Disability  Benefit  forms 
can  only  be  signed  by  physicians  authorized  to  treat 
Workers’  Compensation  claimants. 

Recommendation  -S.5719  (Sen.  Floss); 
A. 7204  (M.  of  A.  Weprin),  which  has  passed  both 
houses  of  the  Legislature  and  is  presently  awaiting 
the  anticipated  approval  by  the  Governor,  was  in- 
corporated as  part  of  our  1979  Legislation  Program 
and  actively  promoted  by  our  State  Medical  So- 
ciety. 


9.  {Resolution  78-47,  Malpractice  Panels. 
Amended,  adopted,  and  referred  by  the  House 
of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  seek  further  clarification  via  a change 
in  the  law,  or  from  the  judiciary,  in  regard  to  the 
specific  language  of  the  law  covering  physicians 
who  serve  on  malpractice  panels  and  are  called  as 
expert  witnesses  in  subsequent  trials. 

Recommendation  — S.6272  (Rules-Farley), 
which  would  accomplish  the  purpose  of  this  reso- 
lution, was  initiated  by  our  Albany  representatives 
and  is  part  of  our  1979  Legislation  Program.  The 
bill  is  presently  awaiting  consideration  by  the 
Senate  Judiciary  Committee. 


10.  {Resolution  78-55,  Review'  of  Hospital  and 
Nursing  Home  Regulations.  Adopted  and  re- 
ferred by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  through  appropriate  legislative  pro- 
posals and/or  executive  action  provide  for: 

a.  review  of  present  hospital  and  nursing 
home  regulations  in  regard  to  consistency, 
cost  impact,  and  effectiveness, 

b.  encouragement  of  corrective  legislative 
action  when  discovering  costly,  duplica- 
tive, and  nonproductive  regulations; 

and  be  it  further 

Resolved,  That  regarding  future  regulations, 
any  legislative  proposal  should  also  include: 

a.  that  an  Economic  Impact  Statement 
should  be  a part  of  any  regulation  pro- 
mulgated by  any  regulatory  agency, 

b.  that  all  regulatory  agencies  be  required 
to  publish  their  proposed  regulations  with 
adequate  time  for  review  and  comment 
by  those  affected, 

c.  that  a mechanism  be  established  for 
prompt  corrective  action  when  it  is  found 
that  proposed  regulations  will  have  a se- 
rious adverse  effect  on  those  who  must 
comply. 

Recommendation  — The  above  resolution 
was  transmitted  to  our  legislative  counsel  for  con- 
sideration in  evaluating  legislation  and  regulatory 
proposals. 
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11. 


JTlLesolution  78-61,  Automobile  Child  Re- 
straint System  Usage  Law.  Adopted  and  re- 
ferred by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  encourage  and  support  Senator  John 
Caemmerer  and  his  staff  in  their  efforts  to  enact 
an  automobile  child  restraint  system  usage  law. 

Recommendation  — The  State  Medical  So- 
ciety has  transmitted  a letter  to  Senator  Caem- 
merer indicating  its  support  of  his  efforts  to  enact 
an  automobile  child  restraint  system  usage  law  and 
a bill,  S.2623-A,  has  been  introduced  by  Senator 
Caemmerer  and  passed  the  Senate. 


12.  J-Vesolution  78-27,  Responsibility  of  Charter 
Bus  Lines  for  Discharge  of  Passengers. 
Adopted  by  the  House  of  Delegates  and  re- 
ferred to  the  Council  for  referral  to  the  proper 
committee. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  urge  the  New  York  State  Legislature 
to  enact  legislation,  in  the  interest  of  public  health 
and  safety,  placing  responsibility  upon  the  opera- 
tors of  charter  bus  lines  for  notification  of  involved 
officials — police,  parks  departments,  and  public 
health  authorities,  in  order  to  assure  adequate  fa- 
cilities for  the  accommodation  of  large  numbers  of 
chartered  bus  passengers  transported  to,  and 
concentrated  in  local  areas,  as  well  as  the  respon- 
sibility for  the  selection  of  the  location  for  loading 
and  discharge  of  passengers  to  an  area. 

RECOMMENDATION  — Your  committee  re- 
viewed the  above  resolution  at  its  meeting  on 
March  5,  1979  and  recommended  to  the  Council 
that  since  this  matter  is  primarily  an  issue  of  public 
safety,  rather  than  public  health,  the  proper  sup- 
port for  this  proposal  can  best  he  generated 
through  the  efforts  of  the  Senate  and  Assembly 
Transportation  Committees.  The  Council  ap- 
proved this  recommendation  and  the  resolution 
was  transmitted  to  the  chairmen  of  the  above  leg- 
islative committees  with  a request  that  they  take 
appropriate  action. 


13. 


Jt^esolution  78-37,  • Elimination  of  Work- 
ers’ Compensation  Authorization  Numbers. 
Adopted  and  referred  by  the  House  of  Dele- 
gates to  the  Council  and  referred  to  this  com- 
mittee. 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  take  steps  to  have  the  present  system 
of  authorization  numbers  granted  physicians  to 
t reat  workers’  compensation  cases  eliminated;  and 
he  it  further 

Resolved,  That  the  license  to  practice  medicine 
in  the  State  of  New  York  automatically  confers  the 
license  to  t reat  any  patient  of  any  type  whatsoever 
within  the  State  of  New  York. 

Recommendation  Your  committee  re- 
viewed I his  resolution  at  its  meet  ing  on  March  5, 

1 979,  and  because  it  had  been  informed  of'  the  un- 
wavering opposition  of  the  Chairman  of  the 


Workers’  Compensation  Board,  Arthur  Cooper- 
man,  to  this  concept  and  because  it  would  be  im- 
possible to  gain  the  support  of  the  Legislature 
without  his  acquiescence,  your  committee  recom- 
mended that  this  resolution  be  referred  to  the  State 
Society’s  Division  of  Medical  Services  for  future 
consideration  at  a time  when  this  concept  may  have 
more  support.  The  Council  approved  this  rec- 
ommendation; however,  at  its  meeting  on  June  21, 
1979,  the  Council  approved  a recommendation  of 
the  Council  Committee  on  Workers’  Compensation 
and  Occupational  Health  that  this  resolution  again 
be  referred  to  this  committee  to  be  pursued  in  the 
1980  session  when  the  legislative  climate  may  have 
improved.  Your  committee,  therefore,  will  re- 
consider this  resolution  at  its  next  meeting  in  Au- 
gust and  will  report  back  to  the  Council  and  House 
of  Delegates  in  September. 


OTHER  MATTERS  REFERRED  BY  THE 
HOUSE 

1.  The  House  adopted  a recommendation  of  the 
Committee  on  Aging  and  Nursing  Homes  which  appeared 
in  the  report  of  the  Reference  Committee  on  Public  Health 
and  Education  that  the  MSSNY  oppose  allowing  patients 
or  advocates  to  have  access  to  their  medical  records.  Re- 
ferred to  the  Committee  on  State  Legislation. 

RECOMMENDATION  — The  Medical  Society  of  the 
State  of  New  York  is  presently  engaged  in  a legal  action 
challenging  provisions  of  the  Regents’  Rules  which  require 
physicians  to  transfer  medical  records  to  patients  upon 
their  written  request  therefor.  In  addition,  our  legislative 
counsel  has  submitted  a memorandum  in  opposition  to 
S.1976  (Sen.  Perry);  A. 2695  (M.  of  A.  McCabe)  which 
would  amend  the  Mental  Hygiene  Law  to  require  any 
provider  of  services  or  a mental  health  facility  or  depart- 
ment to  release  and  deliver  medical  records  and  charts 
regarding  a patient  to  the  patient  or  his  authorized  repre- 
sentatives upon  receipt  of  a request  therefor.  This  bill 
passed  the  Assembly  but  remains  in  committee  in  the 
Senate. 

2.  The  House  adopted  a recommendation  of  the 
Committee  on  Accident  and  Injury  Prevention  which  ap- 
peared in  the  report  of  the  Reference  Committee  on  Public 
Health  and  Education  that  the  MSSNY  support  legislation 
providing  immunity  for  physicians’  reporting  impaired 
drivers  for  whatever  cause.  Referred  to  the  Committee  on 
State  Legislation. 

Recommendation  — To  date,  no  such  legislation  has 
been  introduced;  however,  this  recommendation  has  been 
transmitted  to  our  legislative  counsel  for  guidance  in  re- 
viewing any  legislation  which  might  be  introduced  re- 
garding this  matter. 

3.  Not  ing  that  there  is  at  present  no  liability  coverage 
for  commercial  emergency  ambulance  personnel,  and  that 
these  professionals  are  not  covered  by  the  Good  Samaritan 
Act,  the  Reference  Committee  on  Public  Health  and  Ed- 
ucation, at  the  meet  ing  of  the  House  of  Delegates  October 
22-26,  1978,  in  a review  of  the  report  of  the  Committee  on 
Emergency  Health  Services,  referred  this  problem  to  the 
Council  for  referral  to  t he  proper  committee.  The  Council, 
at  its  meeting  on  November  30,  1978,  referred  the  recom- 
mendation of  t he  reference  committee  to  the  Committee 
on  State  Legislation  for  action. 
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RECOMMENDATION  — Although  several  hills  have  been 
introduced  during  the  current  legislat  ive  session  which  deal 
with  the  issue  of  providing  immunity  in  emergency  care 
situtations,  no' bill  dealing  with  this  specific  aspect  has  yet 
appeared.  Your  committee  has  been  reviewing  the  entire 
problem  and  will  continue  to  support  legislation  which 
would  diminish  liability  in  such  situations. 

COUNCIL  ACTIONS  — Matters  Referred  to  the 
Council 

Since  the  last  meeting  of  the  House  of  Delegates  in  Oc- 
tober. 1978,  your  committee  presented  the  following  rec- 
ommendations to  the  Council  for  approval  and  action. 
Subsequent  dispositions  and  actions  taken  as  a result  are 
indicated  wherever  appropriate: 

1.  Malicious  Prosecution  — At  its  meeting  on 
March  5,  1979,  your  committee  reviewed  S.2‘218  (Sen. 
Barclay),  which  would  amend  the  Civil  Rights  Law  to 
abolish  the  special  damage  requirement  in  an  action  for 
malicious  prosecution  in  order  to  provide  realistic  re- 
dress to  defendants  of  frivolous  suits.  'Phis  bill  is  the 
same  as  S.8002  of  1978  which  was  cited  by  the  Court  of 
Appeals  in  the  Drago  decision.  Your  committee  rec- 
ommended to  the  Council  that  this  bill  be  supported. 
This  recommendation  was  approved  by  the  Council  and 
a memorandom  in  support  of  the  bill  was  subsequently 
prepared  and  distributed  to  the  Legislature.  This  bill 
is  currently  in  committee  in  the  Senate  and  Assembly. 

2.  Physician's  Committee  — Mandatory  Reporting 
Exemption  — Your  committee  reviewed  S.790  (Sen. 
Pisani)  which  would  amend  the  Public  Health  Law  to 
provide  that  no  society,  organization  or  person  shall  be 
responsible  for  reporting  professional  medical  miscon- 
duct, if  it  or  he  shall  have  taken  other  appropriate  action 
in  accordance  with  a program  of  the  Commissioner  of 
Health  for  handling  of  such  misconduct,  with  the  Com- 
missioner to  establish  regulations  setting  forth  criteria 
and  procedures  for  approval  of  such  programs. 

Your  committee  adopted  a motion  to  support  this  bill. 
Recognizing  that  regulations  may  be  promulgated  to 
require  reporting  by  MSSNY’s  committee  if  a physician 
refuses  to  cooperate  with  the  committee’s  efforts  to 
promote  his  rehabilitation  or  if  a physician  suffers  seri- 
ous and  uncontrollable  regression  from  rehabilitative 
efforts  to  such  an  extent  that  his  continued  practice 
could  impair  the  health  or  well-being  of  his  patients,  your 
committee  recommends  that  MSSNY  support  the 
principle  that  in  such  events  the  committee  should  re- 
port the  persons  involved  to  the  proper  authorities  in 
accordance  with  law.  This  recommendation  was  ap- 
proved by  the  Council  and  a memorandum  in  support 
of  the  bill  was  subsequently  prepared  and  distributed 
to  the  Legislature  where  the  bill  currently  is  awaiting 
consideration  by  the  Senate  and  Assembly  Health 
Committees. 

COUNCIL  ACTIONS  — Matters  Referred  by  the 
Council 

Since  the  last  meeting  of  the  House  of  Delegates  in  Oc- 
tober, several  issues  and  specific  pieces  of  legislation  were 
referred  by  various  MSSNY  committees  to  the  Council 
with  recommendations  that  action  be  taken  by  the  Com- 
mittee on  State  Legislation.  The  following  is  a summary 
of  items  approved  by  the  Council  and  referred  to  this 
committee  and  the  action  that  has  been  taken  thus  far: 


1.  The  Council,  at  its  meeting  on  November  30, 1978, 
approved  and  referred  to  this  committee,  a recommen- 
dation of  the  Committee  on  Preventive  Medicine  that 
the  MSSNY  support  Assembly  Bill  7664  of  1975,  “An 
Act  to  amend  the  public  health  law  to  assure  fluoride 
content  of  all  public  water  supplies  where  practi- 
cable.” 

Recommendation  Although  this  specific  bill  is 
no  longer  in  the  legislature,  your  committee  is  reviewing 
existing  legislation  on  the  same  subject  and  will  support 
legislation  which  would  promote  the  use  of  fluoridation 
in  water  supplies. 

2.  At  its  meeting  on  March  22,  1979,  the  Council 
approved  the  report  of  the  Committee  on  Emergency 
Health  Services  dealing  with  the  question  of  liability  for 
emergency  room  physicians  and  referred  the  matter  to 
this  committee. 

RECOMMENDATION  This  report  has  been  placed 
on  the  agenda  for  the  next  meeting  of  this  committee 
which  is  scheduled  in  August  of  this  year. 

3.  At  its  meeting  on  March  22,  1979,  the  Council 
approved  recommendations  of  the  Committee  on  Mental 
Health  that  the  MSSNY  support  S.794  (Pisani),  “An  Act 
to  amend  the  social  services  law  and  the  family  court  act, 
in  relation  to  persons  required  to  report  cases  of  sus- 
pected child  abuse  or  maltreatment,”  and  S.2354  (Pi- 
sani), “An  act  to  amend  the  civil  practice  law  and  rules 
and  the  family  court  act,  in  relation  to  the  communica- 
tions between  psychiatrist  and  patient.”  These  rec- 
ommendations were  referred  to  this  committee  for  ac- 
tion. 

Recommendation  — Memoranda  in  support  of 
these  two  bills  have  been  prepared  and  submitted  to  the 
legislature.  S.794  has  passed  both  houses  of  the  legis- 
lature and  has  been  signed  into  law  (Chapter  81  of  the 
Laws  of  1979).  S.2354  and  its  companion  bill  in  the 
Assembly,  A. 51 49  (Perone),  currently  remain  in  com- 
mittee in  both  houses. 

4.  The  Council  at  its  meeting  on  March  22,  1979 
approved  and  referred  to  the  Committee  on  State  Leg- 
islation the  following  recommendations  of  the  Com- 
mittee on  Medical  Care  Insurance: 

a.  That  the  Council  recommend  to  the  MSSNY 
Legislative  Committee  that  we  attempt  to  secure 
the  necessary  legislative  changes  to  include  IX-C 
carriers  to  be  subject  to  the  universal  health  claim 
form  regulations. 

b.  That  necessary  legislative  changes  be  sought  to 
include  Medicare,  Medicaid  and  No-Fault  In- 
surance programs,  in  the  above  health  claim  form 
regulations. 

Recommendations  — Legislation  which  would 
satisfy  the  first  recommendation  is  included  in  our  1979 
State  Legislation  Program  and  has  already  passed  the 
Assembly.  The  bill,  A.6845  (Conners),  is  currently 
awaiting  Senate  action.  The  second  recommendation 
will  be  considered  at  the  next  meeting  of  the  State  Leg- 
islation Committee  in  August. 

5.  At  its  meeting  on  April  26,  the  Council  approved 
a recommendation  of  the  Executive  Committee  that  the 
MSSNY  should  attempt  to  introduce  legislation  to  re- 
quire the  MSSNY  to  submit  suggestions  for  three  of  the 
six  physicians  to  be  appointed  to  the  State  Hospital 
Review  and  Planning  Council  since,  at  present,  there  are 
no  representatives  of  organized  medicine  on  the  Council. 
Referred  by  the  Council  to  this  committee. 
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RECOMMENDATION  — This  recommendation  has 
been  placed  on  the  agenda  for  the  next  meeting  of  the 
State  Legislation  Committee  in  August. 

6.  On  the  recommendation  of  the  Committee  on 
Child  Abuse,  the  Council  at  its  meeting  on  April  26, 1979, 
approved  opposition  to  S.1361-A.1787  (Trunzo),  “An  Act 
to  amend  the  social  services  law  in  relation  to  access  to 
information  contained  in  the  Statewide  central  register 
of  child  abuse  and  maltreatment,”  as  it  does  not  protect 
the  confidentiality  of  involved  persons.  Referred  to  this 
committee  by  the  Council. 

Recommendation  — These  bills  have  not  moved 
in  the  legislature.  Legislative  counsel  is  prepared  to 
oppose  this  bill  should  it  begin  to  receive  legislative  at- 
tention. 

7.  At  its  meeting  on  April  26,  1979,  the  Council  ap- 
proved a recommendation  of  the  Committee  on  Alco- 
holism that  the  MSSNY  oppose  a proposed  bill  of  the 
Motor  Vehicle  Department  entitled  “An  Act  to  amend 
the  vehicle  and  traffic  law  in  relation  to  the  establish- 
ment of  a medical  advisory  board.”  Referred  to  this 
committee  by  the  Council. 

Recommendation  — This  proposed  bill  has  been 
withheld  due  to  the  opposition  of  the  State  Medical 
Society  to  provisions  which  would  require  physicians  to 
report  their  patients  and  because  of  ot  her  defects  in  the 
proposed  bill. 

8.  At  its  meeting  on  May  17,  1979,  the  Council  re- 
viewed a draft  proposal  by  the  Jewish  Commission  on 
Law  and  Public  Affairs  and  approved  a motion  to  oppose 
any  legislation  such  as  this  which  would  compromise  the 
Medical  Examiner  in  fulfilling  his  duty  in  investigating 
sudden,  suspicious,  unexpected,  and/or  violent  deaths. 
Referred  to  this  committee  for  action. 

Recommendation  — Your  committee  has  opposed 
such  legislation  in  the  past  and  shall  continue  to  do  so 
whenever  such  legislation  arises. 

9.  At  its  meeting  on  May  17,  1979,  the  Council  ap- 
proved a recommendation  of  the  Committee  on  Physical 
Medicine  and  Rehabilitation  that  the  MSSNY  oppose 
A. 650,  S.3357,  A. 3843,  and  S.2613  which  would  change 
the  requirements  for  professional  licensing  of  physical 
therapists.  Referred  to  this  committee  by  the 
Council. 

RECOMMENDATION  — A memorandum  in  opposition 
to  A. 3843/S. 2613  has  been  submitted  to  the  legislature. 
The  bill  passed  the  Assembly  but  is  expected  to  remain 
bottled-up  in  the  Senate  Education  Committee.  The 
other  bill,  A. 650/S. 3357  has  not  moved  and  is  not  ex- 
pected to  he  considered  when  the  legislature  reconvenes 
in  September. 

10.  At  this  meeting  on  June  21,  1979,  the  Council 
approved  the  following  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  is  of  the  opinion  that  all  professionals  should 
he  treated  uniformly  and  on  an  equal  basis;  and  be  it 
further 

Resolved,  That  lawyers  admitted  to  practice  in  the 
State  of  New  York  should  pay  a biennial  registration  fee 
comparable  to  that  paid  by  other  professions;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  to  put  the  above  in  ef- 
fect. 


Referred  to  the  Committee  on  State  Legislation. 

Recommendation  — This  resolution  will  be  con- 
sidered at  the  next  meeting  of  the  Committee  on  State 
Legislation  which  is  scheduled  to  be  held  in  August. 

11.  At  its  meeting  on  June  21,  1979,  the  Council 
approved  a recommendation  of  the  Committee  on  Al- 
coholism that  the  MSSNY  oppose  A. 5919  (M.  of  A. 
Sanders),  which  would  require  the  listing  of  prescription 
and  over  the  counter  drugs  which  have  a detrimental 
effect  on  consumers  when  combined  with  alcohol.  Re- 
ferred by  the  Council  to  this  committee. 

Recommendation  — This  bill  did  not  move  in  the 
legislature  this  year  and  has  no  companion  bill  in  the 
Senate.  The  recommendation  has  been  transmitted  to 
our  legislative  counsel  for  appropriate  action. 

12.  At  its  meeting  on  June  21,  1979,  the  Council 
approved  a recommendation  by  the  Committee  on  Drug 
Abuse  that  the  MSSNY  oppose  S.3980  (Senator 
Leichter);  A. 6025  (M.  of  A.  E.  Sullivan)  which  would 
establish  a State  marijuana  central  authority  committee. 
Referred  by  the  Council  to  this  committee. 

RECOMMENDATION  — This  legislation  is  presently 
lodged  in  committee  in  both  houses.  Legislative  counsel 
has  been  informed  of  the  Council  action  and  will  convey 
MSSNY’s  opposition  to  the  legislature  should  the  bill 
reach  consideration. 

13.  At  its  meeting  on  June  21,  1979,  the  Council 
approved  a recommendation  of  the  Committee  on 
Mental  Health  that  the  MSSNY  oppose  S.1319  (Sen. 
Rolison);  A. 1315  (M.  of  A.  Stephens),  entitled  “An  Act 
to  amend  the  criminal  procedure  law  and  the  mental 
hygiene  law,  in  relation  to  mandatory  mental  examina- 
tions of  those  accused  of  certain  crimes.”  Referred  by 
the  Council  to  this  committee. 

RECOMMENDATION  — This  legislation  is  currently 
lodged  in  committee  in  both  the  Senate  and  the  As- 
sembly. The  recommendation  has  been  transmitted  to 
our  legislative  counsel  for  appropriate  action. 

14.  At  the  June  21st  meeting  of  the  Council,  the 
Committee  on  Mental  Health  recommended,  and  the 
Council  approved,  that  the  MSSNY  oppose  A.4104  (M. 
of  A.  Wertz)  which  would  reduce  from  30  days  to  48 
hours  the  maximum  period  of  hospital  confinement  for 
examination  of  a defendant  to  determine  if  he  is  in- 
capacitated. Referred  by  the  Council  to  this  com- 
mittee. 

Recommendation  — This  bill  did  not  move  during 
the  current  Legislative  session  and  has  no  companion  bill 
in  the  Senate.  Legislative  counsel  is  prepared  to  act 
should  the  bill  begin  to  move. 


II.  1979  SESSION—  NEW  YORK  STATE 
LEGISLATURE 

In  accordance  with  the  Directives  of  the  House  of  Dele- 
gates in  October,  1978,  and  with  the  subsequent  approval 
of  the  Council,  a twenty-two  hill  State  Legislation  Program 
was  presented  to  the  1979  session  of  the  New  York  State 
Legislature.  A detailed  description  of  each  hill,  as  well  as 
identification  numbers  and  present  status  will  be  found 
later  in  this  report  under  the  heading  “MSSNY  1979  State 
Legislation  Program.” 
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In  order,  however,  to  give  the  House  a general  under- 
standing of  developments  before  going  into  details,  the 
following  evaluation  is  presented. 

OVER  ALL  COMMENTARY 

Our  State  Medical  Society  made  significant  gains  in  1979 
over  the  accomplishments  of  the  1978  session.  During  the 
first  year  of  the  new  two  year  session,  improved  receptivity 
on  the  part  of  the  legislators  was  evident  to  our  director  and 
legislative  counsel.  The  improvement  was  probably  due 
to  the  meaningful  involvement  of  physicians  for  the  first 
time  in  the  electoral  process  during  the  latter  part  of  1978. 
Although  difficulties  were  encountered  this  year  in  seeking 
a minimum  of  forty-four  sponsors  for  our  cumbersome 
twenty-two  bill  program,  involving  a potential  of  some  sixty 
or  more  contacts,  or  approximately  one  third  of  the  entire 
legislature,  our  director  and  legislative  counsel  found  that 
they  had  better  access  to  the  offices  of  the  legislators  than 
in  previous  years.  Your  committee  believes  that  its  future 
endeavors,  however,  should  he  concentrated  on  the  en- 
actment of  a few  major  bills,  rather  than  on  the  pursuit  of 
numerous  proposals. 

Our  success  in  defining  medical  practice  against  a horde 
of  detrimental  bills  was  outstanding.  Only  one  major 
proposal,  to  date,  has  broken  through  our  line  of  defense 
and  has  been  enacted  into  law,  namely,  the  repeal  of  the 
Metcalf-Hatch  Act.  This  repealer  became  law  in  spite  of 
strong  opposition  by  its  perennial  opponent  and  powerful 
legislative  leader.  Senator  Tarky  J.  Lombardi,  -Jr.,  the  State 
Health  Department,  the  Association  of  Medical  Schools, 
as  well  as  MSSNY.  Above  all,  however,  numerous  unde- 
sirable bills  went  down  to  defeat,  including  proposals  on 
generic  drugs,  statement  of  practice  directory,  expectant 
mother  delivery  information,  and  a host  of  so-called  “Bad 
Bills.” 

In  regard  to  our  constructive  programs,  there  was  con- 
siderable improvement  in  results  over  1978.  Five  MSSNY 
proposals  of  the  unmanageable  twenty-two  bills  on  our 
program  reached  the  floor  of  the  Assembly  and  four  of 
them  passed  the  usually  unpassable  Assembly  (one  bill  was 
recalled  for  amendment  and  is  still  alive).  Two  of  these 
proposals  (Workers’  Compensation  Bills)  allowing  licensed 
physicians  to  treat  disability  cases  and  providing  interest 
on  delayed  payments  passed  the  Senate  and  are  slated  to 
be  enacted  into  law.  They  are  almost  certain  to  be  signed 
by  the  Governor,  since  they  are  among  his  program  bills. 

In  the  area  of  malpractice  and  no-fault  reforms,  the  cli- 
mate in  the  halls  of  the  Legislature  and  in  the  Office  of  the 
Governor  was  not  conducive  to  favorable  action.  Al- 
though specific  proposals  and  strong  support  of  data  was 
submitted  and  implemented  by  our  Albany  representa- 
tives, as  in  previous  years,  the  leaders  and  the  chief  exec- 
utive did  not  respond  favorably  to  MSSNY’s  recommen- 
dations. The  main  reason  appeared  to  be  the  absence  of 
an  immediate  malpractice  crisis  in  the  opinions  of  legisla- 
tors who  react  only  to  crises,  and  the  claim  of  the  need  for 
more  time  to  evaluate  the  no-fault  law.  In  addition,  the 
attitude  of  indifference  which  usually  permeates  the  first 
year  of  a new  two-year  session  was  obvious  not  only  in  re- 
gard to  MSSNY  proposals  but  to  legislation  in  general. 

The  elections  of  November,  1980,  will  undoubtedly 
produce  more  action  early  next  year  since  the  legislators 
will  want  to  compile  a record  of  accomplishments  prior  to 
election  day.  Since  MSSNY  officers  participated  in  a most 
productive  meeting  during  the  1979  session  with  the  new 
Speaker  of  the  Assembly,  Stanley  Fink,  in  regard  to  these 
vital  issues  involving  malpractice  and  no-fault,  hopefully 


these  discussions  will  result  in  favorable  actions  next  year 
by  the  entire  legislature,  particularly  on  Ihe  part  of  the 
Assembly  headed  by  Speaker  Fink,  and  the  Governor. 

All  1979  bills  which  have  not  been  specifically  defeated 
in  the  State  Legislature,  including  the  remaining  bills  of 
MSSNY’s  1979  State  Legislation  Program,  are  still  alive 
and  will  be  before  the  1980  session  of  the  State  Legislature. 
With  greater,  meaningful  involvement  by  physicians  in  the 
1980  pre-election  process  and  in  personal  contacts  with 
legislators,  next  year  we  can  build  on  t he  groundwork  es- 
tablished this  year  and  thereby  produce  even  greater  re- 
sults. 


SPECIFIC  OBSERVATIONS 
The  following  is  a summary  of  major  actions  of  the  1979 
session  to  date  regarding  health  legislation: 

Five  MSSNY  Program  Hills  Considered  in  the  As- 
sembly. Our  legislative  director  and  legislative  counsel 
were  successful  in  obtaining  the  Assembly  considerations 
of  five  of  our  program  bills,  four  of  which  were  passed  by 
the  Assembly  and  two  of  which  also  passed  the  Senate  and 
now  await  actions  by  the  Governor. 

The  two  bills  which  passed  both  houses  of  the  Legisla- 
ture and  await  anticipated  approval  by  the  Governor 
are: 

Workers’  Compensation  — Interest  on  Overdue  Bills, 
S.5720  (Floss);  A. 7984  (Rules),  which  would  satisfy  the 
requirements  of  Resolution  78-29  passed  by  the  House 
of  Delegates  last  October,  by  providing  for  the  payment 
of  interest  at  a rate  of  1 Va  percent  per  month  on  unpaid 
and  overdue  hills  for  medical  services  under  workers’ 
compensation;  and, 

Workers’  Compensation  — Disability  Benefits  Au- 
thorizations, S.5719  (Floss);  A. 7204  (Weprin),  which 
would  eliminate  the  requirement  that  disability  benefit 
forms  can  only  be  signed  by  physicians  authorized  to 
treat  workers’  compensation  claimants,  would  accom- 
plish the  purpose  of  Resolution  78-46,  also  passed  by  the 
House  of  Delegates  last  October. 

Two  MSSNY  program  bills  passed  the  Assembly,  but 
one  was  recalled  for  amendment.  The  recalled  bill  would 
change  the  criteria  for  activation  of  the  State  Insurance 
Fund  to  prevent  such  action  so  long  as  professional  liability 
insurance  coverage  is  available  through  a private  mutual 
insurance  carrier.  A.6733-A  (Connors).  The  amended  bill 
is  ready  for  Assembly  reconsideration. 

The  second  bill  would  amend  Chapter  545  of  the  Laws 
of  1977  to  include  IX-C  carriers  in  the  requirements  of  the 
utilization  of  a uniform  health  claim  form.  A. 6845  (Con- 
ners). This  bill  is  awaiting  Senate  Action. 

One  MSSNY  program  bill  was  reported  out  of  commit- 
tee in  the  Assembly  but  did  not  reach  a vote: 

Parallel  Coverage  — Emergency  Care  in  Physicians' 
Offices,  S.4448  (Lombardi);  A. 5688  (Tallon),  which 
would  require  every  group  insurance  policy  which  pro- 
vides coverage  for  physicians’  services  to  include  cov- 
erage for  emergency  medical  services  provided  in  phy- 
sicians’ offices. 

1979  MSSNY  STATE  LEGISLATION  PROGRAM 
In  accordance  with  the  directives  of  the  House  of  Dele- 
gates in  October,  1978,  and  with  the  subsequent  approval 
of  the  Council,  the  following  State  Legislation  Program  was 
presented  to  the  1979  session  of  the  New  York  State  Leg- 
islature. Appropriate  identification  numbers  and  the 
present  status  of  each  bill  is  indicated: 
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I.  TORT  SYSTEM  REVISIONS  — MALPRAC- 
TICE 

1. *  Investment  Fund  — Pain  and  Suffering 
Damages  Over  $ 100,000  Plus  Special  Damages  — would 
create  an  investment  fund  for  pain  and  suffering  dam- 
ages over  $100,000  for  the  benefit  of  the  plaintiff  for  life. 
At  death,  the  principal  would  be  returned  to  the  payor. 
The  fund  also  would  include  special  damages  for  loss  of 
earnings,  medical  expenses,  hospital  charges  and  other 
expenses  as  such  expenses  accrue  or  are  incurred.  At 
death,  special  damages  would  cease  except  for  amounts 
attributable  to  loss  of  earnings  which  would  continue 
until  the  death  of  the  surviving  children,  or  until  they 
reach  the  age  of  21.  (S.4420;  Pisani)  (A. 5684;  Tallon) 

In  the  State  and  Assembly  Codes  Committees. 

2.  Investment  Fund  — Pain  and  Suffering  Dam- 
ages (only)  Over  $100,000  — would  place  a $100,000 
limit  on  any  lump  sum  award  for  pain  and  suffering  with 
amounts  in  excess  of  $100,000  invested  for  the  benefit 
of  the  plaintiff.  Upon  the  death  of  the  plaintiff,  the 
principal  invested  would  revert  to  the  insurance  carrier 
which  paid  on  behalf  of  the  defendant.  (S.4421;  Pisani) 
(A. 5683;  Tallon) 

In  the  Senate  and  Assembly  Codes  Committees. 

3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  — would  require  the  court  to  reduce  a personal 
injury  award  by  the  amount  of  any  collateral  payments 
made  to  a successful  plaintiff  pursuant  to  certain  health 
insurance  policies  which  such  plaintiff  might  have. 
(S.2071;  Flynn) 

In  the  Senate  Codes  Committee. 

4.  Contingency  Legal  Fees  — McGill  Schedule 
— would  amend  the  Judiciary  Law  to  replace  the  current 
statutory  fee  schedules  with  the  McGill  Commission 
recommendation  as  follows:  40%  of  the  first  $25,000 
recovered;  25%  of  the  next  $75,000  recovered;  15%  of  any 
recovery  beyond  $100,000.  (S.4133;  Volker) 

In  Senate  Judiciary  Committee. 

5.  Patients  Indemnification  System  — would  es- 
tablish an  administrative  system  for  determining  lia- 
bility and  awarding  compensation  to  claimants  injured 
by  the  incompetent  treatment  of  a health  care  provider. 
(S.4867;  Knorr)  (A. 6984;  Flack) 

In  Senate  Finance  and  Assembly  Ways  & Means 
Committees. 

6.  Malpractice  Panel  Bond  — would  require  the 
plaintiff  to  post  a bond  for  costs  if  the  malpractice 
mediation  panel  finds  against  him  and  he  still  proceeds 
to  trial.  (S.3627;  Stafford)  (A. 4870;  Nadler) 

In  the  Senate  and  Assembly  Judiciary  Committees. 

7.  Constitutional  Amendment  — All  Negligence 
Actions  — would  amend  the  State  Constitution  to 
provide  that  there  shall  be  no  limit  on  the  power  of  the 
Legislature  to  enact  laws  relating  to  compensation  for 
personal  injury  to  or  for  death  of  persons,  with  or  without 
trial  by  jury.  (A. 5817;  Tallon) 

In  Assembly  Judiciary  Committee. 

II.  NO- FAULT  LAW  AMENDMENT 

8. *  No-Fault  Insurance  Law  Amendment  — would 
amend  the  No-fault  Insurance  Law  to  eliminate  the 
Workers’  Compensation  fee  schedule  and  substitute  a 
mechanism  providing  for  payment  of  usual,  customary, 
and  prevailing  fees.  (S.256;  Marchi)  (A.6553;  Con- 
nelly) 


In  the  Senate  Rules  and  Assembly  Insurance  Com- 
mittees. 

III.  MISCELLANEOUS  MEASURES 

9.*  Professional  Service  Corporation  Tax  Law 
Amendments  — would  amend  the  Tax  Law  to  permit 
contributions  paid  on  behalf  of  shareholders  of  Profes- 
sional Corporations  to  pension  plans  to  be  accorded  the 
same  tax  treatment  as  is  afforded  to  shareholders  of 
other  business  corporations.  (S.3801;  Pisani)  (A. 4681; 
Robach) 

In  the  Senate  Tax  and  Assembly  Ways  & Means 
Committees. 

10.  Physician’s  Assistants  — Limitation  in  Hos- 
pital Setting  — would  limit  the  number  of  physician’s 
assistants  and  specialist’s  assistants  under  the  supervi- 
sion of  a physician  to  two  per  physician,  whether  in  or 
out  of  the  hospital  setting.  (S.3321;  Stanford) 

In  the  Senate  Education  Committee. 

11.  Lien  Law  for  Physicians  — would  provide  that 
a physician  who  renders  treatment  to  injured  persons, 
except  under  Workers’  Compensation,  shall  have  a lien 
upon  all  claims  and  causes  of  action  for  the  amount  of 
his  reasonable  charges  up  to  date  of  payment  of  such 
damages.  (S.  2151;  Johnson)  (A. 2838;  Howard) 

In  the  Senate  and  Assembly  Judiciary  Committees. 

12. *  Parallel  Coverage  — Emergency  Care  in 
Physicians’  Offices  — would  require  every  group  in- 
surance policy  which  provides  for  physicians’  services 
to  include  coverage  for  emergency  medical  services 
provided  in  physicians’  offices.  (S.4448;  Lombardi) 
(A. 5688;  Tallon) 

On  third  reading  in  the  Assembly;  in  Senate  Insurance 
Committee. 

13.  Immunity  — Life  Threatening  Emergencies 
— would  provide  immunity  for  all  health  care  personnel, 
including  physicians,  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting.  (S.4271;  Floss) 
(A. 6308;  Flanagan) 

In  the  Senate  and  Assembly  Health  Committees. 

14.  Require  Hospitals  to  Offer  Binding  Arbitration 
Agreements  — would  require  all  hospitals  to  offer  their 
patients,  on  administration,  an  arbitration  agreement 
which  if  signed  by  the  patient,  would  place  any  claims 
or  disputes  arising  out  of  treatment  before  an  arbitration 
panel.  The  measure  would  also  prescribe  the  form  and 
language  to  be  used  in  the  agreement.  (A. 6327;  Con- 
nelly) 

In  the  Assembly  Health  Committee. 

15. *  Medical  Society  Involvement  in  Physician 
Discipline  — would  authorize  county  medical  society 
grievance  committees  to  make  a determination  of  pro- 
fessional misconduct  and  impose  penalties  including 
censure,  suspension,  and  revocation  of  license.  (S.5681; 
Warder) 

In  the  Senate  Health  Committee. 

16.  Expert  Witness  — would  define  explicitly  the 
term  “expert  witness”  and  would  specify  the  credentials 
needed  to  qualify.  This  bill  would  also  require  advance 
notice  to  the  defendant  of  any  expert  witness  to  be  called 
upon  by  the  plaintiff  and  disclosure  of  any  written 
opinion  of  the  witness. 

Awaiting  introduction  by  the  sponsor. 

* Priority  Legislation. 
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17.  Activation  of  State  Insurance  Fund 
Amendment  — would  change  the  criteria  for  activation 
of  the  State  Insurance  Fund  to  prevent  such  action  so 
long  as  professional  liability  insurance  coverage  is 
available  through  a private  mutual  insurance  carrier. 
(S.  1 473;  Schermerhorn)  (A. 6733;  Conners) 

On  third  reading  in  the  Assembly;  in  the  Senate  Labor 
Committee. 

18.  Uniform  Health  Claim  Form  — would  amend 
Chapter  545  of  the  Laws  of  1977  to  include  1X-C  carriers 
in  the  requirements  of  the  utilization  of  a uniform  health 
claim  form.  (A. 6845;  Conners) 

Passed  the  Assembly;  in  the  Senate  Insurance  Com- 
mittee. 

19.  Medical  Malpractice  Panel  Judiciary  Law  — 
would  amend  the  Judiciary  Law  to  prevent  the  physician 
panelist  of  a Medical  Malpractice  Panel  from  being 
cross-examined  as  a witness  at  the  trial  of  the  malprac- 
tice claim.  (S.6‘27‘2;  Hules-Farley) 

In  the  Senate  Judiciary  Committee. 

20. *  Drug  Information  to  Expectant  Mothers  — 
Amendment  — would  amend  Chapters  484  and  485  of 
the  Laws  of  1978  which  require  that  the  physician  or 
nurse-midwife  to  be  in  attendance  at  the  birth  of  a child 
inform  the  expectant  mother  in  advance  of  the  drugs 
which  are  expected  to  be  employed  during  pregnancy 
and  at  birth,  and  of  their  possible  effects  on  the  child  and 
mother. 

Negotiations  are  continuing  with  legislative  leaders. 

21.  Workers'  Compensation  — Interest  on  Unpaid 
Bills  — would  provide  for  interest  accrual  on  delayed 
or  unpaid  bills  for  medical  services  rendered  under  the 
Workers’  Compensation  Law.  (S.5720;  Floss)  (A. 7984; 
Rules) 

Passed  both  houses;  awaiting  signature  by  the  Gov- 
ernor. 

22.  Disability  Benefits  — Authorization  — would 
eliminate  the  requirement  that  physicians  must  be  au- 
thorized to  treat  Workers’  Compensation  claimants  in 
order  to  be  eligible  to  sign  disability  benefit  forms. 
(S.5719;  Floss)  (A. 7204;  Weprin) 

Passed  both  houses;  awaiting  signature  by  the  Gov- 
ernor. 

Two  Bills  Opposed  by  MSSNY  Vetoed  by  Governor. 

Two  bills  strongly  opposed  by  MSSNY  which  passed  both 
houses  of  the  Legislature  but  were  vetoed  by  the  Governor 
include: 

Interest  Rate  on  Judgments,  A. 1316  (Stephens); 
S.1316  (Rolison),  which  would  have  increased  from  6 
percent  to  7!/2  percent  the  annual  interest  rate  to  be 
charged  on  judgments;  and 

Medicaid-Reimbursement  for  Chiropractic  and  Other 
Services,  S.2934  (Flynn);  A.3917  (Lipschutz),  which 
would  have  made  chiropractic  and  several  other  services, 
along  with  related  supplies,  reimbursable  under  the 
State  Medicaid  Program. 

Other  Important  Bills  Opposed  by  the  MSSNY  Fail 
in  the  Legislature.  The  following  bills,  strongly  opposed 
by  the  State  Medical  Society  either  failed  to  pass  both 
houses  of  the  Legislature  or  were  never  reported  out  from 
committee: 

* Priority  Legislation. 


Biennial  Statement  of  Practice  — Consumer  Di- 
rectory, S.3285  (Halperin);  A. 4501  (Siegel),  which 
would  require  each  physician,  as  part  of  the  biennial 
filing,  to  file  a statement  of  practice  including  such  in- 
formation as  office  hours,  whether  Medicare  or  Medi- 
caid patients  are  accepted,  and  the  usual  fee  for  an  ini- 
tial and  routine  office  visits. 

Expectant  Mother  Information,  S.3045-A  (Bern- 
stein); A.5687-A  (Tallon),  would  require  the  physician 
to  be  in  attendance  at  the  birth  of  a child  to  inform  the 
expectant  mother  of  the  methods  or  procedures  such 
physician  expects  to  use  during  the  delivery  and  the  ef- 
fects, if  any,  on  the  child  and  mother,  reasonably  to  be 
expected,  including  but  not  limited  to  procedures  in- 
volved in  a delivery  by  cesarean  section. 

Generic  Drugs  — Prescription  Forms,  S.4225-B 
(Lack);  A.6212-B  (Grannis),  which  would  modify  the 
current  “generic  drug  law”  to  eliminate  the  two  line 
prescription  form  and  require  the  prescriber  to  write  in 
his  own  handwriting  “brand  name  medically  necessary” 
if  he  desires  to  disapprove  the  substitution  of  a generic 
drug  for  the  drug  prescribed. 

Physical  Therapy  — Definition,  A.3843-A  (Passan- 
nante);  S.2613-A  (Pisani)  which  would  redefine  the 
practice  of  physical  therapy,  set  for  the  requirements  for 
licensure  as  a physical  therapist,  and  would  eliminate 
physician  participation  on  the  advisory  board  to  the 
Board  of  Regents. 

Local  Health  Officers  — RPN’s,  S.953  (Barclay); 
A. 1261  (Martin),  which  would  provide  that  each  local 
hoard  of  health  shall  appoint  either  a physician  or  a 
public  health  nurse,  public  health  sanitarian  or  public 
health  engineer,  instead  of  only  a physician,  to  be  the 
health  officer  of  the  municipality. 

Other  Gubernatorial  Action.  Two  other  bills  strongly 
opposed  by  the  MSSNY  passed  both  houses  of  the  Legis- 
lature: 

The  first  bill,  the  Metcalf-Hatch  Act  Repealer, 
S.563-A  (Padavan),  repeals  the  27  year-old  statutory 
authorization  for  the  requisitioning  of  impounded  ani- 
mals for  scientific  research,  has  been  signed  by  the 
Governor  and  has  become  Chapter  248  of  the  Laws  of 
1979. 

The  second  bill,  Laetrile,  S. 1681 -A  (Pisani);  A.63-A 
(Jenkins),  which  would  permit  a physician  to  prescribe 
and  administer  laetrile  after  obtaining  informed  consent 
from  the  patient,  including  a statement  as  to  current 
scientific  knowledge  regarding  the  efficacy  of  laetrile, 
is  expected  to  be  vetoed  by  Governor  Carey. 


Ill  — HEADQUARTERS  AND  ALBANY 
OPERATIONS 

HEADQUARTERS  ACTIVITIES 
Our  division  headquarter’s  staff,  led  by  the  assistant  to 
the  director,  provided  vital  support  for  our  Albany  activi- 
ties. For  the  first  time,  more  than  100  memorandums 
addressed  to  specific  bills  were  prepared  in  cooperation 
with  legislative  counsel  and  sent  to  the  legislators.  This 
teamwork  of  personal  contact  and  written  communication 
was  the  key  to  success  in  gaining  legislative  approval  of 
some  of  our  bills  and  averting  a massive  number  of  unde- 
sirable measures. 

The  division  staff  is  responsible  for  analyzing  all  State 
and  Federal  legislation  involving  health  care  and  the 
practice  of  medicine,  working  under  the  supervision  of  the 
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director.  Extensive  files  are  maintained  on  key  topics  and 
issues  which  arise  concerning  the  relationship  of  medicine 
and  government,  as  well  as  on  individual  bills  which  are 
introduced  in  the  State  Legislature  and  in  Congress. 

Thousands  of  Bills  Reviewed.  Approximately 
15,000  bills  were  introduced  in  the  State  Legislature  during 
the  1979  session.  These  bills  were  screened  by  staff  and 
by  Legislative  counsel.  Those  involving  health  care  (more 
than  ten  percent)  were  referred  for  analysis  and  comment 
to  the  appropriate  Interspecialty  Committee  representa- 
tives and  to  the  chairmen  of  the  appropriate  State  Society 
Committees.  These  comments,  as  well  as  recommenda- 
tions for  county  medical  society  leaders  via  the  Legislation 
Opinion  Report  of  Capitol  News,  were  considered  along 
with  information  in  division  files  in  establishing  the  State 
Society’s  positions  on  all  health  legislation.  Position 
statements  and  memoranda  were  prepared  in  cooperation 
with  our  legislative  counsel  and  disseminated  to  the  leg- 
islators and  governmental  officials.  The  staff  also  coop- 
erated with  other  Society  divisions  by  providing  them  with 
necessary  information  and  seeking  their  advice  and  rec- 
ommendations on  pending  legislation  and  regulations. 

Prepared  Information  Booklet.  As  an  incen- 
tive for  encouraging  State  Society’s  leaders,  county  so- 
cieties, and  individual  physicians  to  become  more  involved 
with  the  legislative  process,  the  staff  prepared  and  dis- 
tributed a pamphlet  describing  the  procedures  of  the  State 
Legislature  and  containing  necessary  information  and 
advice  on  how  to  contact  legislators  effectively.  This 
pamphlet,  entitled  “ A Physician ’s  Guide  to  the  New  York 
State  Legislature ,”  Also  lists  the  names  and  addresses  of 
the  210  State  legislators  and  the  membership  of  com- 
mittees which  usually  deal  with  health  related  legisla- 
tion. 

Labs  & Memos  Distributed.  Memoranda  setting 
forth  MSSNY’s  position  on  over  100  individual  legislative 
proposals  were  drawn  up  and  sent,  not  only  to  legislators, 
but  also  to  members  of  the  State  Society’s  Council,  Board 
of  Trustees,  and  to  the  staff  members  of  county  medical 
societies.  Finally,  the  Legislative  Action  Bulletin  (LAB) 
was  sent  to  county  medical  society  presidents  and  execu- 
tives and  to  liaison  physicians.  Several  issues  of  LAB 
urged  specific  actions  and  included  copies  of  the  Physi- 
cian’s Guide  and  legislative  memoranda. 

Center  oe  Information.  Information  and  mate- 
rials for  publication  in  the  News  of  New  York  were  pro- 
vided by  the  staff  of  the  division  through  its  Legislation 
Information  Center.  Varied  requests  for  information  from 
county  medical  societies,  individual  members,  the  AMA, 
and  others  were  answered  as  quickly  as  possible.  In  ad- 
dition, suggestions  and  opinions  obtained  from  individual 
members  and  county  medical  societies  regarding  legislative 
issues  were  tabulated  and  recorded  for  use  in  preparing  the 
State  Society’s  positions  on  specific  legislation. 

ALBANY  OPERATIONS 

The  director  continued  to  represent  our  State  Medical 
Society  at  the  State  Capitol  during  the  1979  session  of  the 
State  Legislature.  Working  closely  with  the  Society’s 
legislative  counsel,  the  director  contacted  key  lawmakers 
and  their  stalls  to  discuss  bills  of  interest  to  the  medical 
profession  and  to  promote  the  implementation  of  the 
MSSNY  legislative  program.  Considerable  time  was 
necessarily  spent  obtaining  sponsors  in  both  houses  for 
MSSNY’s  22  bill  program. 


During  the  time  the  Legislature  is  in  session,  an  an- 
swering service  is  in  operation  in  Albany  to  assist  the  di- 
rector in  maintaining  communication  with  the  legislators 
and  their  staffs,  county  medical  societies,  individual  phy- 
sician members,  and  the  State  Society  headquarters. 

Our  State  Medical  Society’s  weekly  legislative  bulletin, 
Capitol  News,  has  been  published  in  Albany  during  each 
session  of  the  State  Legislature  since  1965.  This  publi- 
cation was  delivered  each  week  to  members  of  the  Legis- 
lature, county  medical  society  officers  and  executives,  and 
key  physicians  throughout  the  State.  The  Capitol  News 
is  designed  to  keep  its  readers  abreast  of  important  de- 
velopments in  health  legislation  in  New  York  State  and  to 
advise  them  of  the  opinion  of  the  State  Medical  Society  on 
the  key  health  issues  which  are  being  discussed  in  the 
Legislature.  Twenty-four  issues  were  distributed  in  1978, 
and  we  anticipate  that  approximately  the  same  number  will 
be  published  this  year. 

LEGISLATIVE  COUNSEL 

The  activities  of  our  State  Medical  Society  at  the  Capitol 
is  the  result  of  a joint  effort  by  our  division  and  our  legis- 
lative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway, 
Holt-Harris  & Mealey.  This  year,  as  in  the  past,  we  have 
been  ably  represented  by  three  members  of  the  firm:  John 
E.  Holt-Harris,  Jr.,  Esq.,  Gerard  L.  Conway,  Esq.,  and  John 
C.  Rice,  Esq. 

The  views  of  our  organization  on  important  health  leg- 
islation are  drawn  up  by  our  legislative  counsel  in  the  form 
of  memoranda.  The  statements  are  filed  with  the  Gov- 
ernor, the  leadership  in  both  chambers  of  the  Legislature, 
chairmen  and  members  of  committees  considering  health 
bills,  the  sponsors  of  the  bills  and  other  members  of  both 
houses.  To  reinforce  these  written  statements,  our  legis- 
lative counsel  and  director  met  the  lawmakers  personally 
to  discuss  the  bills  in  more  detail.  Our  legislative  counsel 
has  also  worked  closely  with  our  director  and  other  State 
Society  representatives  on  government  regulatory  mat- 
ters. 


IV  — MISCELLANEOUS  MATTERS 
PANEL  OF  LIAISON  PHYSICIANS 
Your  committee  has  continued  to  work  with  the  Panel 
of  Liaison  Physicians.  This  group  is  composed  of  physi- 
cians recommended  by  their  county  medical  societies  who 
are  interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators.  Your  chairman  wishes  to 
emphasize  the  importance  of  active  participation  by  panel 
members  and  county  medical  societies  in  contacting  our 
lawmakers.  The  views  of  physicians  at  the  local  level  are 
most  significant  because  they  come  directly  from  the 
electors  and  constituents  of  the  legislators.  Therefore, 
while  we  appreciate  the  efforts  of  the  panel  members  and 
our  local  societies  who  have  participated,  your  committee 
wishes  to  urge  their  continued  active  support  of  our  State 
Society’s  legislative  endeavors  and  to  strongly  urge  all 
physicians  and  all  county  medical  societies  to  participate 
in  1980. 


504  New  York  State  Journal  of  Medicine/February,  1980/Minutes 


PUBLIC  HEARINGS  & PRIVATE 
CONFERENCES 

Since  last  October,  our  State  Medical  Society  has  pre- 
sented a number  of  statements  at  public  hearings  con- 
ducted by  governmental  agencies  and  legislative  com- 
mittees. In  addition,  Society  representatives,  including 
our  director  and  legislative  counsel,  have  met  privately  with 
key  administrative  officials  and  lawmakers  on  a variety  of 
important  matters.  Among  the  major  topics  addressed 
have  been  the  no-fault  auto  insurance  fee  schedule  and 
pending  lawsuit,  the  consumer  oriented  physician  directory 
bill,  maternity  delivery  and  drug  information,  professional 
licensure  and  discipline,  and  prescription  drug  programs 
for  the  elderly. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS  (NYSAP) 

Your  committee,  through  our  director,  worked  very 
closely  with  the  New  York  State  Association  of  the  Pro- 
fessions in  regard  to  numerous  legislative  problems  of 
common  interest.  Our  director  continued  to  serve  on 
NYSAP’s  Board  of  Directors.  He  also  served  as  not  only 
a member  of  NYSAP’s  Legislation  Breakfast  Committee 
but  acted  as  Chairman  of  the  Legislation  Committee.  In 
the  latter  post,  our  director  was  successful  in  having 
NYSAP  endorse,  as  its  own  bill,  MSSNY’s  professional 
service  corporation  tax  bill.  The  memorandum  prepared 
by  NYSAP  endorsing  this  proposal  was  sent  to  every 
member  of  the  New  York  State  Legislature. 

COMMITTEE  MEETING  — ANNUAL 
CONFERENCE 

As  mentioned  frequently  in  this  report,  your  committee 
is  scheduled  to  meet  in  late  August,  specifically  on  August 
23,  at  State  Medical  Society  Headquarters,  for  the  primary 
purpose  of  developing  recommendations  for  MSSNY's 
1980  State  Legislation  Program  and  your  committee’s  fu- 
ture activities,  which  will  be  submitted  to  the  Council  and 
the  House.  With  the  approval  of  the  Council,  our  annual 
conference  of  county  medical  society  legislative  represen- 
tatives has  been  postponed  until  early  1980.  At  that  time, 
we  plan  to  hold  a new-type  conference  in  Albany,  where 
county  society  representatives  will  have  an  excellent  op- 
portunity to  discuss  medicine’s  views  with  legislators  in 
their  offices  at  the  State  Capitol. 

In  order  to  ensure  local  physician  participation  in  the 
development  of  our  1980  program,  county  medical  societies 
have  been  invited  to  submit  their  recommendations  to  your 
committee  not  later  than  August  1. 
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STATE  LEGISLATION  (SIJPPLEM  ENTAKY') 

To  the  House  of  Delegates,  Ladies  and  Gentlemen : 

This  report  supplements  the  information  contained  in 
our  Annual  report  which  was  prepared  in  late  June, 
1979. 

1979  STATE  LEGISLATURE  SESSION 
As  of  the  date  this  report  is  being  written,  September  10, 
1979,  the  major  phase  of  the  State  Legislature’s  1979  ses- 
sion has  been  completed.  The  Senate  met  briefly  in 
mid-July  to  confirm  gubernatorial  appointees  and  the 
Governor  completed  the  signing  and  vetoing  of  bills.  With 
both  houses  expected  to  resume  work  on  a restricted 
agenda  later  in  September,  726  new  laws  have  been  enacted 
to  date  this  year,  and  96  bills  have  been  vetoed  by  the 
Governor.  As  far  as  health  legislation  is  concerned,  we 
believe  that  the  activity  of  the  1979  session  of  the  State 
Legislature  has  been  completed. 

In  our  June  report,  we  stated  that  two  bills  which  em- 
bodied two  objectives  sought  by  the  State  Medical  Society 
in  its  1979  legislative  program  were  before  the  Governor. 
The  Chief  Executive  signed  into  law  a “package”  of  five 
bills  in  the  area  of  Workers’  Compensation,  two  of  which 
effectuate  the  alms  of  MSSNY-sponsored  measures. 
These  new  laws  are: 

Workers’  Compensation  — Disability  Benefits  Au- 
thorization — permits  certification  of  disability  benefit 
forms  by  any  licensed  physician  on  hehalf  of  injured 
employees  under  their  care  and  treatment,  eliminating 
the  previous  restriction  of  the  certification  privilege  to 
physicians  authorized  by  the  Chairman  of  the  Workers’ 
Compensation  Board  (S.5719,  Floss).  The  bill  became 
Chapter  628,  Laws  of  1979;  and 

Workers'  Compensation  — Interest  on  Overdue 
Bills  — provides  that  when  a physician  or  hospital  bill 
has  been  deemed  due  and  owing  after  a hearing  to  de- 
termine fairness  of  the  amount,  the  Board  may  impose 
a penalty  of  up  to  D/2  percent  a month  payable  to  the 
creditor  (S.5720,  Floss).  The  bill  became  Chapter  629, 
Laws  of  1979. 

Among  the  96  bills  vetoed  by  the  Governor  was  a bill, 
strongly  opposed  by  MSSNY,  which  would  have  legalized 
the  use  of  laetrile  in  treatment  of  cancer  under  certain 
specified  conditions.  The  bill,  S.1681-A  (Pisani);  A.63-A 
(Jenkins)  would  have  permitted  a physician  to  prescribe 
and  administer  laetrile  after  obtaining  informed  consent 
from  the  patient,  including  a statement  as  to  current  sci- 
entific knowledge  regarding  the  efficacy  of  laetrile.  (Veto 
memo  #84). 

Although  no  further  action  is  anticipated,  three  MSSNY 
Program  Bills,  acted  upon  by  the  Assembly,  remain  alive. 
The  first  of  these  MSSNY  hills  is  the  Assembly-approved 
proposal  A. 6845  (Conners)  which  would  amend  Chapter 
545  of  the  Laws  of  1977  to  include  IX-C  carriers  in  its  re- 
quirements for  the  use  of  a uniform  health  claim  form.  A 
second  MSSNY  bill  A.6733  (Conners)  passed  the  Assembly 
but  was  recalled  from  the  Senate  for  amendment  and  re- 
consideration and,  not  again  reached  for  a second  vote, 
retains  its  place  on  the  Assembly  calendar.  The  bill  would 
prevent  activation  of  the  State  Insurance  Fund  as  a source 
of  medical  malpractice  insurance  so  long  as  such  protection 
is  available  through  a private  mutual  insurance  carrier. 
The  third  Society  measure  A. 5688  (Tallon);  S.4448 
(Lombardi),  which  would  require  issuance  of  health  in- 
surance coverage  for  emergency  medical  services  provided 
in  physicians’  offices,  has  been  reported  to  the  Assembly 
floor. 
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As  also  reported  in  detail  in  June,  several  important  bills 
that  drew  strong  State  Medical  Society  opposition  had 
failed  to  pass  both  houses  of  the  Legislature  or  were  not 
reported  out  of  committee.  There  has  been  no  change  in 
the  status  of  these  proposals  and  none  is  expected.  They 
include  the  following: 

Biennial  Statement  of  Practice  — Consumer  Directory, 
S.3285  (Halperin);  A. 4501  (Siegel); 

Expectant  Mother  Information,  S.3045-A  (Bernstein); 
A.5687-A  (Tallon); 

Generic  Drugs  — Prescription  Form  Change,  S.4225-B 
(Lack);  A.6212-B  (Grannis); 

Physical  Therapy  — New  Definition,  A.3843-B  (Pas- 
sannante);  S.2613-B  (Pisani);  and 
Non-Physician  Local  Health  Officers,  S.953  (Barclay); 
A. 1261  (Martin). 

A detailed  final  report  on  developments  in  Albany,  as  of 
late  July,  appeared  in  the  July  25,  1979,  issue  of  Capitol 
Neiis. 

COMMITTEE  MEETING 
Your  committee  met  at  Society  headquarters  on  August 
23,  1979,  to  consider  matters  referred  to  the  committee  by 
the  Council  and  to  develop  MSSNY’s  1980  State  Legisla- 
tion Program.  Your  committee  submitted  a report  on  this 
meeting  to  the  Council  at  its  September  6,  1979,  meeting. 
Your  committee’s  report  was  divided  into  three  major 
parts:  (A)  Matters  referred  to  the  committee  by  the 

Council;  (B)  MSSNY’s  1980  State  Legislation  Program; 
and  (C)  Annual  legislative  conference.  The  following  is 
your  committee’s  report  to  the  Council  on  these  items  and 
the  Council’s  responses  to  them. 

A.  Matters  Referred  by  Council 

1.  Your  committee  reviewed  and  discussed  Resolution 
78-37  which  would  require  that  the  Medical  Society  take 
steps  to  have  the  present  system  of  aut  horization  num- 
bers to  treat  Workers’  Compensation  eliminated. 
Recognizing  that  for  the  foreseeable  future  the  possi- 
bility of  enacting  legislation  to  accomplish  this  goal  is 
exceedingly  slim,  the  committee  voted  to  instruct  leg- 
islative counsel  to  monitor  the  situation  and  to  discuss 
the  matter  with  legislative  and  governmental  leaders  and 
report  back  to  the  committee  at  such  time  that  it  appears 
that  this  concept  might  gain  legislative  approval. 
Submitted  to  Council  for  information  and  Council  ac- 
cepted. 

2.  Your  committee  reviewed  the  Report  of  the 
Committee  on  Emergency  Health  Services  regarding 
liability  of  emergency  room  physicians  and  feeling  that 
the  immunity  issue  is  adequately  addressed  in  S.2917 
(Johnson);  A. 2899  (Flanagan)  and  in  several  other  bills 
supported  by  the  MSSNY,  which  are  currently  before 
the  Legislature,  your  committee  voted  to  transmit  the 
report  to  legislative  counsel  for  use  as  guidelines  in 
evaluating  any  legislation  regarding  this  matter.  Sub- 
mitted to  Council  for  information  and  Council  ac- 
cepted. 

3.  Your  committee  reviewed  the  recommendation 
of  the  Executive  Committee  that  MSSNY  seek  the 
ability  to  nominate  physicians  to  the  State  Hospital 
Review  and  Planning  Council.  Recognizing  that  the 
current  membership  of  t he  Council  does  not  comply  with 
existing  statutory  requirements  as  to  the  number  of 
physicians  who  must  be  members,  your  committee  be- 
lieved that  further  statutory  requirements,  even  if  en- 
acted, would  be  of  little  value  unless  they  would  be  en- 
forced. Your  committee  was  informed  by  our  legislative 
representatives  that  Senator  Tarky  Lombardi  has  been 


informed  of  this  problem  and  is  in  full  support  of  our 
efforts  to  obtain  proper  physician  representation  as  well 
as  representation  of  organized  medicine.  Your  com- 
mittee has  instructed  legislative  counsel  to  continue  to 
pursue  this  matter  with  Senator  Lombardi.  Submitted 
to  Council  for  information  and  Council  accepted. 

4.  Your  committee  reviewed  the  recommendation 
of  the  Committee  on  Medical  Care  Insurance  that  nec- 
essary legislative  changes  be  sought  to  include  Medicare, 
Medicaid,  and  No-Fault  Insurance  in  the  current  Uni- 
form Health  Claims  Form  statute.  Your  committee 
reviewed  the  claim  form  which  has  been  established 
pursuant  to  Chapter  545  of  the  Laws  of  1977.  Your 
committee  recommended  that  the  present  form  and 
regulations  be  reviewed  by  the  Committee  on  Medical 
Insurance  to  determine  the  adequacy  of  the  present 
form.  In  view  of  the  fact  that  MSSNY  initiated  a bill 
(A. 6845  — Connors),  which  has  passed  the  Assembly 
and  is  in  the  Senate,  mandating  a uniform  form  for  IX-C 
carriers,  and  the  current  trend  is  towards  the  estab- 
lishment of  a universal  form,  your  committee  recom- 
mended that  our  State  Medical  Society  continue  to 
concentrate  on  the  passage  of  A. 6845  — Conners  and 
that  no  further  legislation  on  this  matter  be  initiated  for 
introduction  at  this  time.  Submitted  to  Council  for 
approval  and  Council  approved. 

5.  Your  committee  reviewed  a resolution,  previously 
approved  by  the  Council  and  referred  to  the  committee 
for  implementation,  that  MSSNY  support  legislation 
to  require  attorneys  to  pay  a biennial  registration  fee. 
Legislative  counsel  informed  your  committee  that  such 
legislation  was  before  the  Legislature  during  the  past 
session  but  was  not  enacted.  Your  committee  instructed 
legislative  counsel  to  support  such  legislation  should  it 
again  become  viable  in  the  Legislature.  Your  committee 
also  voted  to  recommend  that  the  resolution  be  trans- 
mitted to  NYSAP  to  seek  their  support  of  such  legisla- 
tion. Submitted  to  Council  for  approval  and  Council 
approved. 

B.  MSSNY  1980  State  Legislation  Program 

At  its  meeting,  your  committee  engaged  in  intensive 
discussions  regarding  our  State  Medical  Society’s  legisla- 
tive program  activities  and  the  handling  of  resolutions  and 
directives  requiring  either  the  initiation  of  legislation  by 
MSSNY  or  the  support  of  hills.  The  consensus  of  com- 
ments made  by  the  committee  members  was  that  a large 
State  Legislation  Program  is  impractical  and  is  not  the  best 
mechanism  for  achieving  MSSNY’s  legislative  goals. 
During  the  current  1979  session  of  the  State  Legislature, 
now  in  recess,  our  22-bill  State  Legislation  Program  re- 
quired our  Albany  representatives  to  spend  a great  amount 
of  time  gathering  supportive  data  and  materials,  drafting 
and  refining  legislative  proposals,  and  particularly  in  per- 
sonally contacting  numerous  legislators,  many  of  whom  did 
not  agree  to  sponsor  our  hills,  in  order  to  explain  the  pro- 
posal and  obtain  their  introduction.  Adequate  follow-up, 
once  the  bills  were  introduced,  was  most  difficult. 

Your  committee  also  felt  that  legislation  is  not  the  only 
solution  to  problems  facing  the  medical  profession  and 
patients  and  that  more  consideration  should  be  given  to 
other  viable  solutions.  Often  a change  in  the  regulation 
affecting  a particular  area  of  medical  practice  might  be 
recommended,  amended,  or  eliminated  to  achieve  a desired 
objective.  Discussions  wit  h governmental  officials,  such 
as  the  State  Health  Commissioner;  Chairman,  Workers’ 
Compensation  Board;  and  others,  might  be  a more  direct, 
effective  approach,  with  faster  results,  than  the  long,  dif- 
ficult road  of  enacting  new  legislation. 
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Your  committee,  therefore,  believes  that  in  the  future 
our  annual  State  Legislation  Program  should  be  restricted 
to  six  major  proposals  to  be  initiated  bv  MSSNY  for  in- 
troduction in  the  State  Legislature.  If  our  State  Medical 
Society  determines  that  more  legislative  relief  is  necessary, 
every  effort  should  be  made  to  obtain  such  relief  by  having 
the  State  Medical  Society  support  such  proposals  rather 
than  initiate  them.  With  a restricted  six-proposal  pro- 
gram. MSSNY.  through  not  only  its  Albany  representatives 
but  through  the  county  medical  society  legislation  chair- 
men and  our  panel  of  liaison  physicians,  will  be  able  to 
concentrate  on  a reasonable  number  ot  "target  bills.” 
Chances  of  success  in  moving  six  bills  are  obviously  much 
greater  than  success  in  moving  numerous  bills  through  the 
so-called  “shotgun"  approach.  Legislators  will  be  more 
receptive  to  considering  our  views  on  a limited  program  and 
the  outlook  for  their  support  will  be  greatly  increased. 
More  time  and  work  can  be  devoted  to  each  proposal,  both 
by  our  own  legislat  ive  representatives  and  the  staff  of  in- 
terested legislators. 

If  additional  proposals  are  deemed  necessary,  they 
should  be  strongly  supported  by  MSSNY,  but.  if  possible, 
initiated  in  some  other  manner.  Other  groups,  such  as 
NYSAP  (New  York  State  Association  of  the  Professions) 
of  which  MSSNY  is  an  organization  member,  should  be 
requested  to  initiate  proposals  with  wholehearted  State 
Medical  Society  support.  County  medical  societies,  which 
seek  enactment  of  specific  bills  in  which  their  members  are 
especially  interested,  should  be  encouraged  to  initiate  such 
proposals  by  requesting  their  local  Assemblymen  and 
Senators  to  sponsor  such  bills  with  all  out  support  from 
MSSNY.  Expanding  current  practice,  legislative  counsel 
and  staff  of  the  Division  of  Governmental  Affairs  would 
draft  bills,  prepare  memos,  distribute  materials  to  the 
Legislature,  and  assist  the  county  medical  societies  in  every 
way  possible.  Both  of  these  mechanisms  are  already  being 
utilized  in  a limited  manner,  but  should  be  expanded  and 
more  widely  implemented.  For  example,  NYSAP  for 
many  years  has  strongly  endorsed  MSSNY’s  bill  to  obtain 
professional  service  corporation  tax  relief  and  a county 
medical  society  has  moved  in  the  same  direction  in  regard 
to  the  same  proposal.  Through  such  a system  of  local 
initiation,  county  medical  societies  would  be  given  a greater 
opportunity  to  participate  directly  in  the  front  line  of 
legislative  activities  of  our  medical  profession  in  this 
State. 

Two  of  MSSNY's  goals  in  regard  to  Workers’  Compen- 
sation. set  forth  in  our  1979  State  Legislation  Program, 
have  been  enacted  into  law.  Twenty  proposals,  therefore, 
are  still  in  our  1979  State  Legislation  Program  and  are 
expected  to  be  before  the  1980  session  of  the  New  York 
State  Legislature  since  they  are  two-year  bills. 

At  the  September  6 meeting  of  the  Council  your  com- 
mittee. therefore,  recommended  that:  ( 1 ) MSSNY's  Al- 
bany representatives  continue  their  efforts  toward  the 
enactment  of  all  20  bills;  and  (2)  MSSNY’s  1980  State 
Legislation  Program,  however,  for  the  reasons  stated  in  this 
report,  be  limited  to  the  six  major  proposals,  which  are 
detailed  below.  The  Council  approved  both  parts  of  your 
committee's  recommendation. 

1980  MSSNY  STATE  LEGISLATION  PROGRAM 

1.  Investment  Fund  - Pain  and  Suffering  Damages 
Over  $ 100,000  Plus  Special  Damages  — would  create  an 
investment  fund  for  pain  and  suffering  damages  over 
SI  00.000  for  the  benefit  of  the  plaintiff  for  life.  At  death, 
the  principal  would  be  returned  to  the  payor.  The  fund 
also  would  include  special  damages  for  loss  of  earnings. 


medical  expenses,  hospital  charges,  and  other  expenses  as 
such  expenses  accrue  or  are  incurred.  At  death,  special 
damages  would  cease  except  for  amounts  attributable  to 
loss  of  earning  which  would  continue  until  the  death  of  the 
surviving  children,  or  until  they  reach  the  age  of  21. 
(S.4420;  Pisani)  (A.5684;  Tallon) 

2.  No-Fault  Insurance  Law  Amendment — would 
amend  the  No-Fault  Insurance  Law  to  eliminate  the 
Workers’  Compensation  fee  schedule  and  substitute  a 
mechanism  providing  for  payment  of  usual,  customary,  and 
prevailing  lees.  (S.256;  Marchi)  (A.6553;  Connelly) 

3.  Parallel  Coverage  Emergency  Care  in  Physi- 
cians' Offices  would  require  every  group  insurance 
policy  which  provides  for  physicians’  services  to  include 
coverage  for  emergency  medical  services  provided  in 
physicians’  offices.  (S.4448;  Lombardi)  (A. 5688; 
Tallon) 

4.  Medical  Society  Involvement  in  Physician  Disci- 
pline would  authorize  county  medical  society  grievance 
committees  to  make  a determination  of  professional  mis- 
conduct and  impose  penalties  including  censure,  suspen- 
sion, and  revocation  of  license.  (S.5681;  Warder) 

5.  Drug  In  format  ion  to  Expectant  Mothers  — 
Amendment  would  amend  Chapters  484  and  485  of  the 
Laws  of  1978  which  require  that  the  physician  or  nurse- 
midwife  to  be  in  attendance  at  the  birth  of  a child  inform 
the  expectant  mother  in  advance  of  the  drugs  which  are 
expected  to  be  employed  during  pregnancy  and  at  birth, 
and  of  their  possible  effects  on  tbe  child  and  the  mother. 

6.  Professional  Service  Corporation  Tax  Law 
Amendments  would  amend  the  Tax  Law  to  permit 
contributions  paid  on  behalf  of  shareholders  of  Profes- 
sional Corporations  to  pension  plans  to  be  accorded  the 
same  tax  treatment  as  is  afforded  to  shareholders  of  other 
business  corporations.  (S.3801;  Pisani)  (A. 4681;  Ro- 
bach) 

Submitted  to  the  Council  for  approval  and  the  Council 
approved. 

Your  committee  recommends  that  the  House  of  Dele- 
gates endorse  the  Council’s  approval  of  MSSNY’s  1980 
State  Legislation  Program. 

FOR  APPROVAL  BY  THE  HOUSE  OF 

DELEGATES 


C.  Annual  Legislative  Conference 

Your  committee  discussed  the  annual  Conference  of 
County  Medical  Society  Legislation  Representatives, 
which  is  usually  held  every  fall  in  advance  of  the  House  of 
Delegates  meeting,  but  was  postponed  this  year  due  to  the 
early  date  of  the  sessions.  After  considering  suggestions 
from  our  Albany  legislative  representatives,  the  committee 
agreed  to  recommend  to  the  Council  that  MSSNY  conduct 
a one-day  conference  of  county  medical  society  legislation 
representatives  in  Albany  during  the  1980  session  of  the 
New  York  State  Legislature,  preferably  in  late  February 
or  early  March.  The  purpose  of  this  conference  would  be 
to  consider  bills  of  interest  to  the  medical  profession,  in- 
cluding our  own  program,  pending  before  the  Legislature 
and  to  have  participants  in  the  conference  visit  their  leg- 
islators in  their  offices  in  support  of  MSSNY’s  policies. 

Present  plans  for  this  1980  Albany  legislative  conference 
call  for  your  committee  to  hold  an  evening  meeting  in  Al- 
bany on  the  night  before  the  conference  to  review  devel- 
opments at  that  time  and  to  plan  for  the  conference.  The 
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conference  on  the  day  following  our  meeting  would  be  di- 
vided into  two  parts:  (a)  morning  session;  and  (b)  after- 
noon visitations.  The  morning  session  would  be  devoted 
to  providing  information  and  orientation  by  our  Albany 
legislative  representatives,  including  a report  on  the  status 
of  MSSNY’s  1980  State  Legislation  Program,  bills  of  par- 
ticular interest  in  the  medical  profession  and  patients,  as 
well  as  recommendations  for  contacting  legislators  in  their 
offices.  During  the  afternoon,  following  the  morning 
session,  the  participants  would  visit  the  offices  of  their  own 
Assemblymen  and  Senators  through  appointments  made 
with  their  legislators  prior  to  the  time  of  the  conference. 
The  Auxiliary  would  be  invited  to  participate  in  all  phases 
of  the  conference.  Submitted  to  the  Council  for  approval 
and  Council  approved. 

REGENTS  LEGISLATIVE  CONFERENCE 

On  September  7,  1979,  the  Board  of  Regents  conducted 
their  Annual  Legislative  Conference  in  Albany.  This 
meeting  is  designed  to  afford  to  each  profession  regulated 
by  the  Education  Department  the  opportunity  to  present 
their  recommendations  and  comments  on  the  Regents’ 
legislative  program  for  the  coming  year.  Among  the  issues 
which  our  State  Medical  Society  discussed  were  mandatory 
continuing  education,  the  expansion  of  practice  of  other 
health  related  professions,  and  medical  disciplinary  pro- 
cedures. In  addition,  our  Society  strongly  recommended 
the  establishment  of  a continuing  liaison  between  the 
regulated  professions  and  the  Board  of  Regents  to  promote 
a greater  communication  and  understanding  between  the 
regulatory  authorities  and  professional  organizations.  Our 
director  addressed  the  Regents  on  behalf  of  our  Executive 
Vice-President. 

Your  chairman,  on  behalf  of  your  committee,  once  again 
expresses  thanks  to  all  who  participated  in  our  endeavors 
during  the  1979  session  of  the  New  York  State  Legislature. 
Your  chairman  also  is  most  grateful  to  the  members  of  the 
committee  for  their  wholehearted  cooperation  during  his 
term  of  office  and  is  most  appreciative  of  the  opportunity 
he  had  during  the  1979  Legislative  session  to  serve  as 
chairman  of  this  most  important  committee. 

Respectfully  submitted, 

Robert  J.  O’Connor,  M.D.,  Chairman 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=*  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  State 
Legislation  be  filed. 

=*  • • • The  annual  and  supplementary  reports  of  the 
Committee  on  State  Legislation  were  FILED.  . . 

The  supplementary  report  of  the  Committee  on  State 
Legislation  was  reviewed. 

Featured  within  the  report  was  a presentation  of  the 
Medical  Society  of  the  State  of  New  York’s  State  Legisla- 
tion Program  for  1980,  approved  by  the  Council  at  its 
meeting  on  September  6,  1979,  as  follows: 

1.  Investment  Fund  — Pain  and  Suffering  Damages 

Over  $100,000  Plus  Special  Damages.  (S.4429; 
Pisani)  (A. 5684;  Tallon) 

2.  No-Fault  Insurance  Law  Amendment.  (S.256; 

Marchi)  (A. 6558;  Connelly) 


3.  Parallel  Coverage  — Emergency  Care  in  Physicians’ 

Offices.  (S.4448;  Lombardi)  (A. 5688;  Tallon) 

4.  Medical  Society  Involvement  in  Physician  Disci- 

pline. (S.5681;  Warden) 

5.  Drug  Information  to  Expectant  Mothers  — 

Amendment. 

6.  Professional  Service  Corporation  Tax  Law 

Amendments.  (S.3801;  Pisani)  (A.4681;  Ro- 
bach) 

Your  reference  committee  recommends  approval  of  this 
proposed  legislative  program. 

=*  . . . The  House  voted  to  ADOPT  this  portion  of  the 
reference  committee  report.  . . 


JUDICIAL  COUNCIL  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  members  of  the  Judicial  Council  are  as  follows: 


Walter  T.  Heldmann,  M.D.,  Chairman  . . .Richmond 

Thomas  S.  Bumbalo,  M.D Erie 

George  L.  Collins,  Jr.,  M.D Erie 

Ralph  S.  Emerson,  M.D Nassau 

Joseph  J.  Kaufman,  M.D Wayne 


George  T.  C.  Way,  M.D.,  President,  ex  officio 

Dutchess 

Victor  J.  Tofany,  M.D.,  Secretary,  ex  officio 

Rochester 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  October  26,  1978,  immediately 
following  the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  Walter  T.  Heldmann,  M.D.,  was  elected 
chairman. 

The  Judicial  Council  was  pleased  to  report  that  no  ap- 
peals were  presented  to  it  to  date,  and,  therefore,  no 
meetings  were  held. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


JUDICIAL  COUNCIL  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Judicial  Council  met  on  Thursday,  August  2, 1979, 
to  hear  an  appeal  by  a physician  from  a decision  of  the 
Medical  Society  of  the  County  of  Queens  suspending  said 
physician  from  membership  for  ten  (10)  years  for  “overu- 
tilization, excessive  treatment,  therapy  not  justified  by  the 
diagnosis,  doubtful,  radical,  and  costly  procedures  not  in- 
dicated by  the  findings,  and  charging  capricious,  uncon- 
scionable, and  excessive  fees.” 

The  voting  members  attending  the  hearing  were: 
Walter  T.  Heldmann,  M.D.,  Chairman,  Thomas  S.  Bum- 
balo, M.D.,  and  Joseph  J.  Kaufman,  M.D.  Ralph  Emer- 
son, M.D.,  attended  the  hearing  and  took  part  in  the  dis- 
cussions but  excused  himself  from  voting  because  counsel 
for  the  Medical  Society  of  the  County  of  Queens  was  a 
former  patient.  Also  present  were  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President;  J.  Richard  Burns,  J.D., 
General  Counsel;  Donald  R.  Moy,  J.D.,  Staff  Attorney; 
Mrs.  Irma  Erickson,  Executive  Associate;  and  Mrs.  Joan 
Grimm,  recorder  and  secretary. 
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The  Judicial  Council,  having  read  all  of  the  written 
material  referred  to  it,  and  after  hearing  oral  arguments 
by  counsel  for  the  physician  in  question  and  counsel  for  the 
Medical  Society  of  the  County  of  Queens,  voted  to  affirm 
the  action  of  the  county  society. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Judicial  Council  be 
filed. 

=»  . . . The  annual  and  supplementary  reports  of  the 
Judicial  Council  were  FILED.  . . 


NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  representatives  of  the  New  York  State  Association 
of  the  Professions  are  as  follows: 

Henry  I.  Fineberg,  M.D. 

Carl  Goldmark,  Jr,,  M.D. 

Martin  J.  Tracey,  J.D. 

As  has  been  previously  reported  to  the  House,  the 
principal  goal  of  the  New  York  State  Association  of  the 
Professions  (NYSAP)  is  to  promote  legislation  favorable 
to  professions  licensed  to  practice  under  the  laws  of  the 
State  of  New  York,  and  to  their  constituents,  and  to  oppose 
any  undesirable  legislation.  This  objective  includes  reg- 
ulations, primarily  those  of  the  State  Education  Depart- 
ment and  the  Board  of  Regents. 

For  the  information  of  the  House,  NYSAP  consists  of 
eight  organizations.  These  are:  New  York  State  Associ- 
ation of  Architects;  New  York  State  Society  of  Certified 
Public  Accountants;  Dental  Society  of  the  State  of  New 
York;  Medical  Society  of  the  State  of  New  York;  New  York 
State  Council  of  Landscape  Architects;  New  York  State 
Society  of  Professional  Engineers;  New  York  State  Vet- 
erinary Medical  Society;  and  Pharmaceutical  Society  of 
the  State  of  New  York. 

As  one  of  the  founding  organizations  of  NYSAP  many 
years  ago,  the  Medical  Society  of  the  State  of  New  York 
was  largely  responsible  for  its  establishment.  Since  its 
creation.  MSSNY  has  been  a principal  and  formidable 
supporter  of  the  organization,  not  only  through  active 
participation  in  its  activities  but  through  financial  con- 
tributions. 

At  the  present  time  our  State  Medical  Society  has  three 
representatives  on  NYSAP’s  Board  of  Directors.  Two  of 
the  current  directors,  namely,  Henry  I.  Fineberg,  M.D., 
MSSNY  Executive  Vice-President,  and  Carl  Goldmark, 
Jr.,  M.D.,  Past-President  of  MSSNY  were  among  the 
founding  fathers.  The  third  current  director,  Martin  J. 
Tracey,  J.D.,  MSSNY  Director,  Division  of  Governmental 
Affairs,  has  been  long  active  in  the  activities  of  the  orga- 
nization, particularly  in  regard  to  legislation. 

One  of  the  principal  advantages  to  MSSNY  in  belonging 
to  NYSAP  is  that  it  has  the  opportunity  to  join  with  other 
licensed  professions  in  presenting  a united  front  on  issues 
of  common  interest.  Such  opportunity  presents  itself 


frequently  not  only  in  the  area  of  State  legislation  but  in 
the  field  of  regulations  by  State  governmental  agencies. 

Since  the  promotion  of  sound  professional  legislation  is 
the  main  objective  of  NYSAP,  MSSNY  plays  an  important 
role  in  the  organization  through  the  work  of  its  Director  of 
Legislation  on  the  Board.  As  the  recently  appointed 
Chairman  of  NYSAP’s  Committee  on  Legislation,  he  is  in 
a prime  position.  Our  director  not  only  advises  the  orga- 
nization concerning  our  State  Medical  Society  views  re- 
garding health  legislation  in  general,  but  strongly  advocates 
and  works  for  endorsement  of  MSSNY’s  annual  State 
legislation  program.  Over  the  years  he  has  been  successful 
in  obtaining  such  endorsement  and  in  gaining  support  of 
NYSAP  in  opposing  bad  health  proposals. 

An  outstanding  example  of  the  benefits  that  can  accrue 
from  MSSNY’s  membership  in  NYSAP  was  the  partici- 
pation of  MSSNY’s  State  Legislation  Committee  in  the 
Annual  Legislator  Breakfast  conducted  by  NYSAP  in 
April,  1979.  On  the  evening  of  April  5, 1979,  MSSNY  State 
Legislation  Committee  held  a meeting  at  the  Fort  Orange 
Club,  Albany,  New  York.  On  the  following  morning,  April 
6,  the  members  of  the  committee,  who  could  arrange  their 
schedule  to  do  so,  attended  the  breakfast  held  in  the  Leg- 
islative Office  Building,  Albany,  for  the  purpose  of  having 
the  individual  merrtbers  of  NYSAP  meet  with  the  legisla- 
tors. This  meeting  proved  to  be  very  profitable  for  the 
MSSNY  State  Legislation  Committee  members  who  at- 
tended and  afforded  them  the  opportunity  of  meeting  later 
on,  on  the  same  day,  with  legislators  in  their  offices.  Our 
director  not  only  served  as  a member  of  the  committee  that 
made  arrangements  for  the  breakfast  but  presided  at  the 
meeting  as  Chairman  of  NYSAP’s  Committee  on  Legisla- 
tion. 

At  the  time  this  report  is  being  written  in  late  June, 
NYSAP  is  undergoing  the  process  of  reorganization. 
Among  the  problems  under  consideration  are  those  in- 
volving the  finances  of  the  organization  and  its  adminis- 
tration. All  of  MSSNY’s  representatives  on  the  Board  of 
Directors  are  involved  with  the  reorganization  procedure 
and  are  working  towards  sound  solutions. 

MSSNY’s  Directors  on  the  Board  are  unanimous  in  the 
belief  that  NYSAP  has  an  extremely  important  function 
to  perform  in  presenting  the  views  of  the  licensed  profes- 
sions in  New  York  State  to  the  State  legislators  in  Albany 
on  a united  front  basis.  As  one  avenue  towards  reaching 
the  goal  of  financial  stability,  they  feel  that  more  individual 
members  are  needed.  Once  again,  therefore,  they  rec- 
ommend that  a notice  briefly  explaining  NYSAP  and 
urging  MSSNY  members  to  become  members  of  NYSAP 
be  published  in  an  appropriate  MSSNY  publication,  if 
feasible,  such  as  the  News  of  New  York  and  the  New  York 
State  Journal  of  Medicine. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Carl  Goldmark,  Jr.,  M.D. 

Martin  J.  Tracey,  J.D. 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  New  York  State  Association  of  the  Professions  be 
filed. 

=»  . . . The  report  of  the  New  York  State  Association  of 
the  Professions  was  FILED.  . . 
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PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 


Harold  N.  Schwinger,  M.D.,  Chairman  Kings 

Herbert  Lourie,  M.D.,  Vice-Chairman  . . . .Onondaga 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

Robert  E.  Fear,  M.D Suffolk 

Ira  J.  Gelb,  M.D Westchester 

William  G.  Hamilton,  M.D New  York 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

Victor  J.  Tofany,  M.D.,  ex  officio  Monroe 

Warren  A.  Lapp,  M.D.,  ex  officio  Kings 


Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio  . . 

Nassau 

This  is  the  thirty-third  consecutive  year  in  which  the 
Defense  Board  has  played  a vital  role  in  matters  relating 
to  the  professional  liability  insurance  of  Medical  Society 
members,  and  it  is  the  fifth  year  in  which  the  Board  has  had 
the  opportunity  to  work  with  the  Company  sponsored  by 
the  Medical  Society  to  provide  such  insurance  protection, 
the  Medical  Liability  Mutual  Insurance  Company.  While 
our  Company  is  a relatively  new  venture,  it  is  interesting 
to  note  that  the  minutes  of  the  Malpractice  Insurance  and 
Defense  Board  (as  it  was  then  known)  of  September  3, 
1947,  under  the  heading  of  “New  Business”  contained  the 
following:  “Believing  that  the  time  has  come  for  the  So- 
ciety to  consider  the  advisability  of  the  formation  of  an 
insurance  company  of  its  own  to  write  the  malpractice  in- 
surance for  its  members,  the  chairman  appointed  a sub- 
committee . . . to  make  a study  and  report  to  the  Board  on 
this  subject.”  While  the  idea  obviously  did  not  get  beyond 
the  investigative  stage  at  that  time,  it  was  a special  sub- 
committee of  the  Board  which  recommended  the  formation 
of  a company  in  1975.  Further,  I note  with  pride  that 
several  members  of  the  Board,  including  at  least  four  who 
held  the  position  of  Board  Chairman,  play  prominent  roles 
in  the  leadership  of  the  Company.  I am  sure  they  would 
all  agree  that  the  Board  experience  has  been  an  invaluable 
asset  to  them  in  meeting  their  present  responsibilities. 

During  the  past  year  the  Board  has  continued  to  care- 
fully monitor  the  loss  records  of  physicians  insured  by  the 
Company.  The  increasing  sophistication  of  the  Compa- 
ny’s data  processing  system  has  permitted  us  to  focus  more 
rapidly  on  the  adverse  loss  records  of  certain  physicians 
and  to  rely  less  and  less  on  the  experience  of  physicians 
with  prior  carriers  for  the  State  Society  Program.  The 
Company  can  readily  bring  to  our  attention  loss  records 
which,  by  reason  of  either  frequency  or  severity,  seem  to 
require  special  investigation. 

Biit  I hasten  to  add  that  the  Board  does  not  make  any 
recommendation  of  an  adverse  nature  until  all  aspects  of 
a physician’s  record  have  been  thoroughly  explored.  In 
some  cases,  a doctor’s  loss  record  will  be  reviewed  and  if  it 
does  not  present  a special  problem,  no  surcharge  will  be 
recommended  and  he  will  not  even  he  the  subject  of  an 
interview.  However,  his  claim  experience  will  be  moni- 
tored closely.  In  all  cases  in  which  the  Board  recommends 
surcharged,  or  otherwise  limited,  coverage,  the  physician 
is  entitled  to  the  benefit  of  a Board  interview,  provided  he 
has  not  had  one  within  the  past  three  years.  In  fact,  in 


many  cases  a physician  has  two  interviews,  one  before  the 
members  of  his  own  special  Subcommittee  of  Obstetrics 
and  Gynecology,  Neurosurgery,  Orthopedic  Surgery,  or 
Anesthesiology,  and  a second  before  the  Board,  itself. 

Last  year  I reported  to  you  that  the  Company  was  now 
in  a position  to  deny  or  cancel  coverage  when,  in  the  opin- 
ion of  the  Board,  the  physician  “exhibits  in  his  attitude, 
conduct,  method  of  practice,  or  loss  experience  such  a great 
hazard  as  to  make  insuring  him  an  unsound  business 
practice  or  an  unfair  burden  to  the  other  policyholders.” 
During  the  past  two  years,  the  Board,  after  careful  con- 
sideration, has  recommended  that  insurance  coverage  be 
denied  or  that  the  policies  of  doctors  be  cancelled  in  several 
cases.  Of  almost  equal  significance  are  Board  recom- 
mendations that  coverage  for  certain  doctors  be  restricted 
to  areas  of  competence.  There  have  been  many  occasions 
in  which  the  Board  felt  that  a physician  was  competent 
within  a certain  area  of  practice  but  lacked  the  skill  and 
training  to  engage  in  other  activities  which  were  producing 
adverse  loss  experience.  In  those  instances,  the  Board  has 
recommended,  and  the  Company  has  endorsed  the  con- 
cept, that  coverage  be  provided  as  long  as  it  is  restricted  to 
areas  of  demonstrated  ability. 

Ever  alert  to  problems  in  this  area,  the  Board  has  even 
turned  seemingly  innocuous  questions  about  classifications 
into  a consideration  of  competence.  For  example,  a doctor 
will  frequently  inquire  as  to  whether  he  can  do  a given 
procedure  in  a certain  classification.  In  many  such  sit- 
uations, the  Board  will  not  only  advise  the  physician  as  to 
the  required  premium  classification  for  the  procedure,  but 
will  question  his  experience  and  training  to  carry  out  the 
procedure. 

The  Board  accepts  most  keenly  its  responsibility  to  at- 
tempt to  educate  physicians  about  their  methods  of  prac- 
tice which  seem  to  produce  adverse  loss  experience.  One 
of  the  enigmas  which  continues  to  trouble  the  Board  is  that 
of  the  physician,  well  trained  and  apparently  competent, 
who  experiences  an  inordinate  number  of  claims  for  his 
specialty,  albeit  many  of  them  without  justification.  The 
Board  has  great  difficulty  in  ascertaining  the  problems  in 
the  physician’s  procedures  which  seem  to  expose  him  to 
more  cases  than  most  of  his  colleagues.  However,  the 
Board  members  have  made  certain  observations  which 
they  hope  will  be  helpful  to  the  physicians  in  question. 
Some  of  those  observations  which,  of  course,  should  be  of 
interest  to  all  physicians,  are  the  following: 

Claim  Frequency  Can  Often  be  Traced  to  a Lack  of 
Physician-Patient  Rapport.  The  Physician  Should 
be  Always  Cognizant  of  the  Necessity  of  Estab- 
lishing a Good  Relationship  Wi  th  His  Patients,  Lis- 
tening to  Their  Complaints  Carefully,  and  Em- 
pathizing With  Them. 

The  Physician  Should  Carefully  Communicate  to  his 
Patient  in  Simple  Layman's  Language  the  Proce- 
dures Contemplated  and  the  Generally  Accepted 
Risks  of  Those  Procedures.  When  Complications 
Occur  in  the  Course  of  Treatment,  the  Physician 
Should  Candidly  Discuss  Them  With  the  Patient. 
The  Physician  Should  Never  Hesitate  to  Seek  Con- 
sultation When  Indicated  and  Should  Make  Sure 
That  There  is  Adequate  Communication  With  all 
Consultants. 

It  is  Critical  That  the  Physician  Maintain  Adequate 
Records  of  his  Care  and  Treatment. 

The  Physician  Should  be  -Judicious  in  his  Approach 
to  the  Collection  of  Overdue  Accounts.  His  Pro- 
cedures in  That  Regard  Should  be  Carefully  Re- 
viewed and  No  Action  Should  be  Initiated  Without 
Consideration  of  all  the  Circumstances. 
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As  indicated  before,  the  Board’s  responsibilities  could 
not  be  properly  fulfilled  without  the  invaluable  assistance 
of  its  specialty  Subcommittees  on  Obstetrics  and  Gyne- 
cology, Orthopedic  Surgery,  Neurosurgery,  and  Anesthe- 
siology. These  committees  have  the  ability  to  review,  with 
particular  insight,  the  loss  experience  and  methods  of 
practice  of  their  fellow  specialists.  Further,  they  are  able 
to  make  recommendations  to  the  Board  with  respect  to 
classification  problems  in  their  fields  and  make  general 
suggestions  relating  to  all  policy  holders.  During  this  past 
year,  the  Subcommittee  on  Obstetrics  and  Gynecology 
recommended  that  the  insurance  policy  contain  a provision 
excluding  coverage  for  the  insured  on  account  of  acts  or 
omissions  of  any  person  employed  by  him  as  a nurse- 
midwife;  that  recommendation  was  adopted  by  the  Com- 
pany and  the  exclusion  is  now  in  the  policy.  The  sub- 
committee also  suggested  that  coverage  be  excluded  in  the 
policy  for  all  “home  deliveries.”  This  recommendation  was 
approved  by  the  Board  and  endorsed  by  the  Company, 
subject  to  the  approval  of  the  Superintendent  of  Insur- 
ance. 

Two  years  ago,  upon  recommendation  of  the  Anesthe- 
siology Subcommittee  and  the  Board,  new  guidelines  were 
adopted  for  the  supervision  of  anesthetists  employed  by 
insured  physicians.  We  feel  strongly  that  these  require- 
ments are  in  the  best  interests  of  the  patient.  This  year 
the  Board  suggested  that  the  Company  require  similar 
guidelines  for  the  supervision  of  physicians’  assistants  and 
specialists’  assistants.  The  Company  agreed  and  will  seek 
approval  of  these  guidelines. 

The  Board  continues  to  devote  a considerable  amount 
of  time  to  the  question  of  the  proper  classificat  ion  of  phy- 
sicians and  surgeons  insured  by  the  Company.  A few 
physicians  have  complained  that  the  present  classification 
system  unfairly  penalizes  them  and  have  urged  that  more 
and  different  classes  be  identified.  In  response,  the  Board 
has  maintained  that  if  there  are  too  many  premium  classes, 
their  experience  will  lack  any  real  validity.  It  is  also  true 
that  in  the  past  data  was  not  kept  in  a way  that  would  re- 
spond to  many  of  the  questions  that  have  been  raised. 
Nevertheless,  the  Board  continues  to  review  problems  in 
this  regard  and  is  hopeful  that  the  data  kept  by  the  Com- 
pany, including  the  new  application  forms,  will  help  pro- 
vide more  worthwhile  information  in  the  future. 

It  is  apparent  to  all  of  us  that  the  malpractice  crisis  is  still 
very  much  with  us  and  that  the  Board’s  role  is  a vital  one 
in  the  efforts  of  the  Medical  Society  of  the  State  of  New 
York  to  deal  with  this  problem.  We  trust  that  our  rec- 
ommendations and  advice  will  both  inure  to  the  benefit  of 
members  of  the  Society,  and  help  to  improve  the  safety  of 
all  of  our  patients. 

I wish  to  express  my  sincere  appreciation  to  all  of  the 
members  of  the  Board,  the  Specialty  Subcommittees,  and 
the  County  Malpractice  Advisory  Committees  for  the  in- 
valuable assistance  they  have  rendered  to  our  program. 

Respectfully  submitted, 

Harold  N.  Schwinger,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

==*  Your  reference  committee  recommends  that  the  report 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  be  filed. 

=»  . . . The  report  of  the  Professional  Medical  Liability 
Insurance  and  Defense  Board  was  FILED.  . . 


COU  NT  HRS  III  S SUBCOMMITTEE  OF  THE 
PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 


Board  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Ronald  A.  Andree,  M.I) New  York 

Allison  B.  Landolt,  M.D Westchester 

Herbert  Lourie,  M.D Onondaga 

Harold  N.  Schwinger,  M.D Kings 

M.  Theodore  Tanenhaus,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 

Ralph  Hirschhorn,  M.D Nassau 


J.  Richard  Burns,  J.D.,  Legal  Advisor 

Donald  J.  Fager,  J.D.,  Legal  Advisor 

The  subcommittee  met  in  February,  1979,  to  review 
the  decision  of  the  Court  of  Appeals,  Drago  v.  Buonagurio, 
46  N.Y.  2d  778  (December,  1978).  This  case  involved  a 
malpractice  action  against  a physician  who  never  treated 
the  patient  during  the  patient’s  illness.  In  February  of 
1978,  the  Appellate  Division,  Third  Department,  reversed 
a lower  court  decision  which  had  dismissed  the  countersuit. 
The  Appellate  Division,  Third  Department,  held  that 
under  the  unique  facts  of  this  case,  a clear  intentional 
wrong,  causing  apparent  and  forseeable  harm  to  the 
plaintiff,  without  excuse  or  justification,  had  been  alleged 
in  the  countersuit.  According  to  these  findings,  the  Ap- 
pellate Division,  Third  Department,  ruled  that  the  cause 
of  action  for  “prima  facie  tort”  should  not  have  been  dis- 
missed. The  Court  of  Appeals,  the  highest  State  court  in 
New  York  State,  reversed  the  Appellate  Division,  Third 
Department,  and  the  order  granting  the  dismissal  of  the 
complaint  for  failure  to  state  a cause  of  action  was  rein- 
stated. 

The  Court  of  Appeals  agreed  with  the  lower  court  that 
the  complaint  alleged  in  the  countersuit  did  not  state  a 
cause  of  action  where  the  factual  situations  fall  within  ac- 
knowledged categories  of  tort  or  contract.  The  decision 
further  held  that  the  complaint  failed  to  state  a cause  of 
action  in  negligence,  abuse  of  process  or  malicious  prose- 
cution. Furthermore,  the  Court  of  Appeals  held  that  the 
complaint  failed  to  state  a cause  of  action  for  “prima  facie 
tort,”  i.e.,  “the  intentional  malicious  injury  to  another  by 
otherwise  lawful  means  without  economic  or  social  justi- 
fication, but  solely  to  harm  the  other.” 

The  legal  theories  upon  which  countersuits  are  based 
were  summarized  in  the  Supplementary  Report  of  the 
Subcommittee  in  1978,  (see  New  York  State  Journal  of 
Medicine,  March.  1979,  page  641).  The  major  theory  of 
recovery  is  based  on  malicious  prosecution.  The  elements 
required  to  maintain  a countersuit  based  on  malicious 
prosecution  are,  in  general,  as  follows: 

1.  the  commencement  and  prosecution  of  an  action, 

2.  by  or  at  the  instance  of  the  defendant, 

3.  which  was  without  probable  cause, 

4.  with  malice, 

5.  which  was  terminated  in  favor  of  the  plaintiff  in  the 
malicious  prosecution  action,  and 

6.  which  made  him  suffer  special  damages. 

The  requirements  to  show  special  damages  is  satisfied 
only  when  there  is  some  interference  with  the  person  or 
property  of  the  defendant  in  the  underlying  malpractice 
action.  Such  damage  can  only  be  shown  if  the  defendant 
in  the  malicious  prosecution  action  had  resorted  to  some 
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provisional  remedy,  such  as,  arrest,  attachment,  or  in- 
junction, in  the  malpractice  action.  Because  the  physi- 
cian-plaintiff in  the  “Drago”  case  could  not  allege  that  he 
has  suffered  special  damages,  the  claim  was  held  insuffi- 
cient to  state  a cause  of  action. 

The  subcommittee  met  in  February  to  consider  the 
physician’s  request  for  assistance  to  petition  for  a writ  of 
certiorari  in  the  United  States  Supreme  Court.  While  the 
subcommittee  did  not  rule  out  the  possibility  of  providing 
assistance,  the  subcommittee  decided  that  the  attorneys 
for  the  physician  must  demonstrate  some  tenable  argu- 
ments based  on  constitutional  grounds  before  a final  de- 
cision would  be  made.  Unless  strong  constitutional  the- 
ories can  be  proposed,  the  subcommittee  realizes  that  the 
United  States  Suppreme  Court  will  deny  certiorari. 

In  April,  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  requested  a written  opinion  from  counsel  of 
the  AMA  regarding  whether  the  AMA  could  endorse  the 
support  of  the  petition  for  a writ  of  certiorari.  Counsel  for 
the  AMA  responded: 

“WTe  do  not  believe  that  further  appeal  of  the  Drago 
case  would  be  cost  effective.  I doubt  whether  the  U.S. 
Supreme  Court  would  consent  to  review  the  case,  but  a 
petition  for  a writ  of  certiorari  is  being  filed  in  the  Berlin 
case  on  April  25,  1979. 

The  filing  of  countersuits  was  one  of  several  factors 
that  provided  a temporary  benefit  by  taking  some  of  the 
steam  out  of  the  explosive  malpractice  situation.  It 
appears  now  that  the  solution  to  the  malpractice  prob- 
lem will  not  be  found  through  the  countersuit  route, 
however.” 

Upon  consideration,  the  Council  at  its  April,  1979, 
meeting,  decided  to  continue  the  Countersuits  Subcom- 
mittee, but  to  keep  it  in  a “holding  pattern”  pending  res- 
olution of  the  questions  posed  by  the  “Drago”  decision  and 
resolution  of  the  petition  for  a writ  of  certiorari  in  the 
“Berlin”  case. 

The  “Berlin”  case  was  the  Illinois  decision  which  was 
originally  hailed  as  a landmark  for  countersuits.  A lower 
court  in  Illinois  allowed  the  jury  to  find  the  plaintiffs  guilty 
of  “willful  and  wanton”  conduct  for  filing  a malpractice 
complaint  without  reasonable  cause  to  behave  that  a cause 
of  action  existed.  The  appellate  courts,  however,  reversed 
the  decision  and  remanded  the  case  to  the  trial  court  to 
enter  an  order  dismissing  the  countersuit.  The  subcom- 
mittee will  continue  to  monitor  developments  in  this  case. 
Also,  they  will  continue  to  watch  developments  in  other 
decisions  involving  countersuits,  both  statewide  and  na- 
tionwide. 

In  addition,  the  New  York  Court  of  Appeals  on  May  31, 
1979,  dismissed  the  countersuit  entitled  Belsky  u.  Low- 
enthal  which  had  been  supported  by  the  Society.  The 
court  ruled  that  the  two  cases  of  action  claiming  malicious 
prosecution  did  not  contain  any  allegation  of  interference 
with  the  physician’s  personal  property,  a required  element 
to  prove  such  claims. 

While  the  developments  in  the  “Drago”  decision  and  the 
“Belsky”  case  were  a great  disappointment,  not  all  devel- 
opments were  negative.  The  “Drago”  decision  held  that 
the  facts  of  the  case  did  not  conform  with  acknowledged 
theories  of  tort  or  contract,  and,  if  new  theories  of  tort  are 
to  be  developed,  this  would  be  the  role  for  legislative  rather 
than  judicial  action.  The  subcommittee  has  learned  that 
the  Law  Revision  Commission  has  sponsored  a bill  that 
would  codify  “malicious  prosecution”  which  would  elimi- 
nate the  special  damages  requirements  and  clarify  the 
definition  of  “malice.” 


In  the  memorandum  submitted  by  the  Law  Revision 
Commission,  it  was  stated  that  the  current  requirements 
to  bring  an  action  for  malicious  prosecution  are  inadequate. 
Among  the  reasons  stated,  the  Commission  found  it  is 
virtually  impossible  to  recover  in  malicious  prosecution  for 
a malpractice  action  since  provisional  remedies  are  rarely 
resorted  to  in  such  actions.  An  observation  made  by  the 
Commission  states  that  the  standards  for  malicious  pros- 
ecution are  inadequate  “. . . considering  the  deluge  of  liti- 
gation, especially  in  the  area  of  malpractice  where  care- 
lessly brought  lawsuits  produce  severe  results.” 

The  recommendations  of  the  Law  Revision  Commission 
are  heartening.  The  Law  Revision  Commission  is  ap- 
pointed by  the  Governor  specifically  for  the  purpose  of 
discovering  defects  in  the  law  and  recommending  changes 
as  are  deemed  necessary  to  modify  or  eliminate  antiquated 
or  inequitable  rules  of  law.  The  subcommittee  has  been 
informed  that  this  bill  has  the  support  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  General  Counsel, 
Donald  J.  Fager,  J.D.,  Legal  Advisor,  and  Donald  R.  Moy, 
J.D.,  Staff  Attorney,  for  their  assistance  and  guidance  in 
dealing  with  many  complicated  matters,  and  my  sincere 
appreciation  to  Mrs.  Joan  Grimm  for  her  secretarial  as- 
sistance. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

=>  Your  reference  committee  recommends  that  the  report 
of  the  Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  be  filed. 
=>  . . . The  report  of  the  Countersuits  Subcommittee  of 
the  Professional  Medical  Liability  Insurance  and  Defense 
Board  was  FILED.  . . 


AD  HOC  COMMITTEE  ON  MARK  A. 

SIEGEL’S  BILL  FOR  A CONSUMER 
ORIENTED  PHYSICIAN  DIRECTORY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Mark  A. 
Siegel’s  Bill  for  a Consumer  Oriented  Physician  Directory 


are  as  follows: 

John  A.  Finkbeiner,  M.D.,  Chairman  New  York 

John  H.  Carter,  M.D Albany 

Ralph  M.  Schwartz,  M.D Kings 


Assemblyman  Mark  A.  Siegel,  now  Chairman  of  the 
Higher  Education  Committee,  Assistant  Majority  Whip 
in  the  Assembly,  and  member  of  several  other  committees, 
including  Health,  for  the  past  several  years,  has  sponsored 
a bill  to  publish  a consumer  oriented  physician  directory. 
The  bill  would  require  each  physician  to  file  a statement 
of  practice  as  part  of  the  biennial  registration,  and  carries 
a penalty  for  failure  to  file  or  a willful  misstatement  of 
facts. 

In  addition  to  the  information  currently  listed  in  the 
New  York  State  Medical  Directory,  the  bill  will  require  the 
following  information: 


512  New  York  State  Journal  of  Medicine/February,  1980/Minutes 


a)  "Name,  address,  and  telephone  number  of  all 
offices,  hospitals,  clinics,  other  health  care  facilities,  and 
teaching  facilities  with  which  the  physician  is  affili- 
ated.” 

b)  “Type  of  practice:  limited  field  of  practice,  if 
any;  solo  or  group  practice.” 

c)  "Office  information:  office  hours;  whether  an 
appointment  is  necessary;  whether  physician  regularly 
makes  house  calls;  whether  Medicare  patients  are  ac- 
cepted; whether  Medicaid  patients  are  accepted;  usual 
fee  or  range  for  an  initial  diagnostic  visit  and  for  routine 
visits;  and  what,  if  any,  foreign  languages  are  spoken  by 
the  physician  and/or  staff.” 

In  addition  to  many  telephone  calls  with  Mr.  Siegel  and 
his  staff,  your  committee  met  with  Mr.  Siegel  on  three  oc- 
casions, accompanied  by  Robert  J.  O’Connor,  M.D., 
Chairman,  State  Legislation  Committee;  Martin  J.  Tracey, 
J.I).,  Director,  Division  of  Governmental  Affairs,  and 
members  of  the  Administration. 

In  a preliminary  meeting,  the  practical  difficulties  en- 
countered in  the  provisions  concerning  fees,  house  calls, 
Medicaid  patients,  etc.,  were  stressed  to  Mr.  Siegel  who 
stated  that  all  features  of  the  bill  were  open  to  negotiation. 
Two  additional  meetings,  set  by  Mr.  Siegel,  (one  in  Albany 
for  his  convenience,  and  the  third  in  New  York  for  his 
convenience),  were  held  under  most  unfavorable  condi- 
tions, for  Mr.  Siegel  was  under  pressure  to  attend  other 
meetings.  No  actual  negotiations  occurred  on  the  con- 
troversial issues. 

After  having  held  three  meetings  in  regard  to  the  di- 
rectory proposal,  your  committee’s  position  remains  un- 
changed: 

1)  We  feel  that  a law  which  would  mandate  physi- 
cians to  give  information  such  as  that  required  in  the 
proposal  under  discussion,  with  a penalty  of  unprofes- 
sional conduct,  is  an  unjustified  and  unwarranted  in- 
terference into  the  practice  of  medicine. 

2)  We  feel  that  the  proposed  directory  is  duplicative, 
since  the  desired  information  is  available  through  other 
sources,  including  our  own  Medical  Directory. 

3)  We  feel  that  it  would  be  impossible  to  keep  the 
information  required  in  the  proposed  directory  up-to- 
date,  particularly  when  published  on  a country-wide 
basis. 

4)  We  feel  that  such  a publication  would  be  ex- 
tremely costly  and  would  be  an  unwarranted  use  of  tax 
payers  money,  particularly  since  other  means  are 
available  to  achieve  the  desired  purpose. 

Our  Legislative  Counsel  has  again  filed  a memorandum 
in  opposition  to  S.3285  (Halperin),  A. 4051  (M.  of  A. 
Siegel). 

However,  your  committee  believes  that  a voluntary  basis 
is  superior  to  a mandated  requirement.  Therefore,  despite 
previous  rebuffs  and  frustrations,  your  committee  with  the 
concurrence  of  the  Council,  is  prepared  to  continue  to  ne- 
gotiate with  Mr.  Siegel. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 


=»  Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  on  Mark  A.  Siegel’s  Bill  for  a 
Consumer  Oriented  Physician  Directory  be  filed. 

=>  . . . 1'he  report  of  the  Ad  Hoc  Committee  on  Mark  A. 
Siegel’s  Rill  for  a Consumer  Oriented  Physician  Directory 
was  FILED. . . 


A I)  HOC  COMMITTEE  ON  PHYSICIANS  AS 
EX  PER  T WI TN ESSES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Members  of  the  Ad  Hoc  Committee  on  Physicians 


as  Expert  Witnesses  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

J.  Richard  Burns,  J.D.,  Legal  Advisor  Nassau 

Donald  J.  Fager,  J.D.,  Legal  Advisor New  York 


The  following  Guidelines  were  prepared  by  the  com- 
mittee, submitted  to  the  Council,  and  approved  by  them 
on  February  22, 1979. 

ETHICAL  GUIDELINES  FOR  MSSNY 
MEMBERS  AS  MEDICAL  EXPERTS 
Whereas,  the  spirit  of  justice  is  being  thwarted  by  the  fact 
that  some  doctors  pose  and  testify  as  experts  in  med- 
ical fields  in  which  they  lack  expertise;  and 
Whereas,  the  Medical  Society  of  the  State  of  New  York  has 
the  obligation  to  provide  ethical  guidelines  for  its 
membership,  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  establish  ethical  guidelines  for  its  membership 
providing  the  criteria  for  medical  experts  as  follows: 

1.  An  expert  witness  must  have  basic  educational  and 
professional  knowledge  as  a general  foundation  for 
his  testimony,  and,  in  addition,  have  current  per- 
sonal experience  and  practical  familiarity  with  the 
problems  being  considered  and  be  actively  engaged 
in  the  practice  of  the  medical  subject  under  discus- 
sion. 

This  may  be  evidenced  by  one  or  more  of  the  fol- 
lowing: 

a.  Board  certification, 

b.  Current  active  membership  in  a recognized  spe- 
cialty organization,  such  as  ACS,  ACOG,  or  ACP, 
etc. 

c.  Where  the  physician  has  been  granted  privileges 
in  a hospital  or  institution  in  the  department  in 
which  the  physician  holds  himself  to  be  an  ex- 
pert. 

2.  Physicians  completely  retired  from  active  practice, 
shall  be  considered  expert  if  the  time  of  completed 
retirement  is  not  greater  than  five  (5)  years,  and  if 
the  physician  has  previously  been  qualified  as  an 
expert  in  any  of  the  above  categories. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 
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=>  Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  on  Physicians  as  Expert  Wit- 
nesses be  filed. 

=>  . . . The  report  of  the  Ad  Hoc  Committee  on  Physicians 
as  Expert  Witnesses  was  FILED.  . . 


I^/esolution  79-4,  Expiration  Date  on  Drug  Labels 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate, 
Section  on  Internal  Medicine 
Whereas,  Drugs  used  after  their  expiration  dates  may  be 
ineffective  or  even  harmful  (e.g.,  tetracycline  ne- 
phrotoxicity); and 

Whereas,  Pharmacists,  in  transferring  drugs  from  the 
manufacturers’  containers  to  the  Container  supplied 
to  the  patient,  have  not  previously  been  required  to 
indicate  the  expiration  date  of  drugs  on  the  patient’s 
container;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  advocate  appropriate  legislative  or  regulatory 
action  that  would  mandate  the  inclusion  of  the  expi- 
ration date  on  all  prescription  drug  labels  on  con- 
tainers dispensed  to  patients. 

=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

Your  reference  committee  approves  the  principle  of  this 
resolution,  but  believes  that  the  control  number  should  be 
added. 

Since  bills  before  the  Legislature,  S.4388  (Halperin); 
A. 6392  (Smoller)  would  carry  out  the  intent  of  this  reso- 
lution, if  amended,  to  include  the  control  number,  your 
reference  committee  amended  the  resolution  by  substi- 
tuting the  word  “support”  for  the  word  “advocate”  and 
adding  the  phrase  “and  control  number”  after  the  word 
“date.” 

The  resolved  portion  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  support  appropriate  legislative  or  regulatory 
action  that  would  mandate  the  inclusion  of  the  expi- 
ration date  and  control  number  on  all  prescription 
drug  labels  on  containers  dispensed  to  patients.  • 

=>  Your  reference  committee  recommends  that  Resolution 
79-4  be  adopted  as  amended. 

=>  . . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  79-4  as  AMENDED.  . . 


f^esolution  79-5,  Equitable  Risk  Classifications  in 
Medical  Liability  Premiums 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate, 
Section  on  Internal  Medicine 
Whereas,  The  risk  of  medical  malpractice  action  to  any 
particular  category  of  physician  is  variable  and  dy- 
namic, requiring  frequent  study  and  updating  of  loss 
experience  data;  and 

Whereas,  There  is  general  agreement  that  medical  liability 
insurance  premiums  should  reflect,  the  actual  cost  and 
risk  of  providing  insurance  to  any  particular  category 
or  group;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  support  the  concept  that  premium  schedules  for 
medical  liability  insurance  should  be  based  on  the 
actual  cost  and  risk  of  providing  that  insurance  to  each 
individual  group  or  category. 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
79-5  be  not  adopted,  since  a special  committee  of  the  Board 
of  Directors  of  the  Medical  Liability  Mutual  Insurance 
Company,  already  in  existence,  is  most  effectively  carrying 
out  the  intention  of  this  resolution.  It  meets  regularly  and 
issues  quarterly  and  annual  reports  setting  forth  recom- 
mendations concerning  premiums  involving  both  specialty 
rates  for  territory  and  loss  experience. 

=*  Your  reference  committee  recommends  that  Resolution 
79-5  be  not  adopted. 

=»  . . . The  House  voted  to  NOT  ADOPT  Resolution 
79-5. . . 


I^esolution  79-15,  Increase  in  Physician  Fees  Under 
the  Medicaid  Program 

Introduced  by  Edward  C.  Sinnott,  M.D.,  Delegate, 
Section  on  Anesthesiology 

Whereas,  Physician  fees  paid  by  the  Department  of  Social 
Services  in  New  York  State  to  physicians  for  medical 
care  of  Medicaid  patients  are  among  the  lowest  in  the 
United  States;  and 

Whereas,  No  appreciable  change  in  Medicaid  fees  has 
occurred  since  the  Medicaid  program  was  established 
in  1965;  and 

Whereas,  Discussions  by  the  Medical  Society  of  the  State 
of  New  York  with  State  agencies  have  not  resulted  in 
any  change  in  Medicaid  fees;  and 

Whereas,  The  Pharmaceutical  Society  of  the  State  of  New 
York  has  secured  an  increase  in  Medicaid  reim- 
bursement for  pharmacists  through  court  action; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  initiate  court  action  to  secure  a reasonable  in- 
crease in  physician  fees  under  the  Medicaid  pro- 
gram. 

and 

I^esolution  79-33,  Reimbursement  for  Medical  Care 
Under  the  Medicaid  Program 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

Whereas,  Reimbursement  for  rpedical  care  under  the 
Medicaid  program  in  New  York  State  has  not  been 
increased  since  1967;  and 

Whereas,  The  current  fee  schedule  is  now  grossly  insuffi- 
cient for  many  physicians  to  continue  their  services; 
and 

Whereas,  A withdrawal  of  any  more  physicians  from  this 
program  will  seriously  affect  the  availability  of  quality 
care  for  Medicaid  patients;  and 
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Whereas,  It  is  the  avowed  intention  of  the  State  of  New 
York  to  provide  quality  care  to  all  its  citizens;  there- 
fore he  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  increase  their  efforts  to  secure  an  increase  in  the 
medical  fee  schedule  under  the  Medicaid  program, 
and 

f^/csolution  79-42,  Medicaid  Fee  Schedule 

Introduced  by  Broome  County  Medical  Society 
Whereas,  Medicaid  fee  schedules  in  New  York  State  have 
not  been  changed  since  1974;  and 
Whereas,  The  allowance  for  physician  services  under  the 
1974  fee  schedule  were  considerably  below  usual, 
customary,  and  reasonable  fees  at  that  time;  and 
Whereas,  The  current  inflationary  pressures  in  our  econ- 
omy have  resulted  in  a situation  where  it  is  virtually 
impossible  for  the  majority  of  physicians  to  continue 
to  provide  services  to  Medicaid  patients  in  1979  at  the 
inadequate  1974  reimbursement  schedule;  and 
Whereas,  This  inadequate  Medicaid  Fee  Schedule  fre- 
quently results  in  financial  loss  to  physicians  for  each 
Medicaid  patient  seen  and  has  therefore  resulted  in 
a marked  reduction  of  physicians  who  are  willing  and 
able  to  provide  services  to  Medicaid  patients,  and,  in 
some  areas,  a situation  where  virtually  no  private 
physicians  can  economically  afford  to  provide  service 
to  Medicaid  patients;  therefore  he  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  strongly  support  the  revision  of  the  Medicaid  Fee 
Schedule  to  a level  of  reimbursement  that  is  equiva- 
lent to  the  usual,  customary,  and  prevailing  fees  that 
are  in  existence  in  this  State  in  the  year  1979,  and 
strongly  urge  that  these  fee  schedules  be  reviewed  and 
revised  on  an  annual  basis  (as  is  done  with  Medicare 
reimbursement  schedules);  and  be  it  further 
Resolved,  That  the  House  of  Delegates  direct  that  all 
necessary  steps  be  taken  immediately  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York  to  achieve 
these  objectives. 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

Your  reference  committee  combined  consideration  of 
Resolutions  79-15,  79-33,  and  79-42  insofar  as  they  all  dealt 
with  the  same  subject;  namely,  Medicaid.  Since  Resolu- 
tion 79-42  best  addresses  the  problem,  your  reference 
committee  recommends  that  Resolution  79-42  be  adopted 
in  lieu  of  Resolution  79-15  and  Resolution  79-33. 

=>  Your  reference  committee  recommends  adoption  of 
Resolution  79-42  in  lieu  of  Resolution  79-15  and  Resolution 
79-33. 

The  House,  after  discussion,  voted  separately  on  each 
resolution  — 

=»  . . . The  House  voted  to  NOT  ADOPT  Resolution 
79-15.  . . 

=>  . . . The  House  voted  to  NOT  ADOPT  Resolution 
79-33.  . . 

=»  . . . The  House  voted  to  ADOPT  Resolution  79-42.  . . 


R esolution  79-19,  Litigation  to  Test  the  No-Fault 
Reform  Act  of  1977 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Sec- 
tion on  Orthopaedic  Surgery 
Whereas,  The  Medical  Society  of  the  State  of  New  York 
has  commenced  an  action  in  the  Supreme  Court  of  the 
State  of  New  York.  Albany  County,  to  test  the  validity 
of  the  No-Fault  Reform  Act  of  1977,  which  action  is 
now  pending  in  said  Court;  and 
Whereas,  Morton  Povman,  Councilman  from  Queens 
County,  District  18,  presented  a similar  action  to  the 
Supreme  Court  in  New  York  City  in  which  the  opinion 
of  the  Court  has  been  delayed  pending  the  outcome 
of  the  MSSNY’s  litigation;  and 
Whereas,  This  is  a generic  matter  that  should  be  brought 
to  a conclusion  as  quickly  as  possible;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  request  Legal  Counsel  to  proceed  forthwith  to 
bring  this  matter  of  testing  the  validity  of  the  No- 
Fault  Law'  Amendments  to  a conclusion;  and  be  it 
further 

Resolved,  That  Morton  Povman,  Councilman  from 
Queens  County,  District  18,  be  kept  fully  and  timely 
advised  of  all  actions  taken  by  our  Legal  Counsel  in 
this  matter. 


=*  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 

presented  by  John  P.  Albanese,  M.D.,  Chairman. 

Your  reference  committee  has  been  advised  that  the 
legal  action,  authorized  and  mandated  by  this  House  of 
Delegates,  to  challenge  the  constitutionality  of  the  No- 
Fault  Law,  is  proceeding  forthwith;  that  the  extensive  and 
time-consuming  data  accumulation  process  essential  to  the 
most  cogent  presentation  of  the  legal  challenge  has  largely 
been  accomplished;  that  all  parties  are  presently  scheduled 
to  appear  again  before  the  Supreme  Court,  State  of  New 
York,  on  October  11,  1979;  and  that  your  State  Medical 
Society’s  attorneys  have  been,  and  continue  to  be,  in 
communication  with  the  attorneys  involved  in  related 
lawsuits. 

Therefore,  while  the  intent  of  this  resolution  is  shared 
by  your  committee,  the  resolution  is  not  necessary,  and  for 
that  reason  only,  disapproval  is  recommended. 

=>  Your  reference  committee  recommends  that  Resolution 
79-19  be  not  adopted. 

=»  . . . The  House  voted  to  NOT  ADOPT  Resolution 
79-19.  . . 

JE^/esolution  79-20,  Litigation  Costs  for  Generic 
Issues 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Sec- 
tion on  Orthopaedic  Surgery 
Whereas,  Physicians  are  being  sued  by  various  govern- 
mental and  regulatory  agencies  for  acts  alleged  to  be 
in  violation  of  the  law;  and 

Whereas,  Some  of  these  actions  may  be  of  such  a nature 
that  the  principle  is  generic  to  the  medical  profession; 
and 

Whereas,  The  public  interest  and  that  of  the  medical 
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profession  would  be  best  served  if  the  ultimate  deci- 
sion w ere  in  favor  of  the  defendant  physician;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  request  General  Counsel  to  review  all  actions  by 
governmental  and  regulatory  agencies  against  physi- 
cian members  to  ascertain  if  the  matter  at  bar  is  of  a 
generic  nature  that  applies  to  the  profession  as  a 
whole;  and  be  it  further 

Resolved,  That  all  matters  determined  to  be  generic  to  the 
medical  profession  by  General  Counsel  shall  forthwith 
be  litigated  by  the  Medical  Society  of  the  State  of  New 
York. 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

At  the  present  time,  the  policy  of  the  Medical  Society  of 
the  State  of  New  York  is  to  respond  to  litigation  involving 
a principle  generic  to  the  medical  profession.  Testimony 
presented  to  your  reference  committee  indicated  that  this 
policy  is  being  implemented  appropriately  and  satisfac- 
torily. Your  reference  committee  believes  that  no  addi- 
tional commitment  of  our  State  Medical  Society  is  neces- 
sary at  this  time. 

==>  Your  reference  committee  recommends  that  Resolution 
79-20  be  not  adopted. 

=>  . . . The  House  voted  to  AMEND  Resolution  79-20 
by: 

1.  Substituting  the  phrase  “Issues  of  General  Impact 
to  the  Medical  Profession”  for  the  words  “General 
Issues”  in  the  title  of  the  resolution;  and 

2.  Deleting  the  word  “generic”  and  substituting  the 
word  “pertaining;”  inserting  the  word  “general” 
before  the  words  “medical  profession”;  deleting  the 
phrase  “forthwith  be  litigated”  and  inserting  in  its 
stead  the  phrase  “be  considered  for  appropriate 
action”  in  the  second  resolved  portion  of  the  reso- 
lution. The  second  resolved  would  then  read  as 
follows: 

Resolved,  That  all  matters  determined  to  be  pertaining 
to  the  general  medical  profession  by  General  Counsel 
shall  be  considered  for  appropriate  action  by  the 
Medical  Society  of  the  State  of  New  York. 

=>  . . . The  House,  after  considerable  discussion,  voted  to 
REFER  Resolution  79-20,  as  amended,  to  the  Council  for 
its  study  as  to  exact  wording.  . . 


-[Resolution  79-21,  Financial  Support  for  Litiga- 
tion 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Sec- 
tion on  Orthopaedic  Surgery 
Whereas,  The  Medical  Society  of  the  State  of  New  York 
has  filed  a brief  of  Amicus  Curiae  in  an  action  by  the 
State  of  New  York  against  Spyros  Karas,  M.D.,  et  al., 
which  has  recently  been  dismissed  by  the  Nassau 
County  Court;  and 

Whereas,  There  is  a possibility  that  the  State  of  New  York 
may  file  an  appeal  from  the  decision;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  determine  that  the  action  by  the  State  of  New 
York  against  Spyros  Karas,  M.D.,  et  al.,  is  generic  to 
the  medical  profession;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  bear  the  entire  cost  of  any  further  legal  action 
that  may  develop  in  this  case  in  order  to  carry  it  to  a 
conclusion;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  reimburse  each  defendant  involved  in  the  action 
who  is  a member  of  MSSNY  for  all  legal  expenses  in- 
curred in  defining  himself. 


=>  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

We  have  had  made  available  to  us  a copy  of  a letter  dated 
September  14,  1979,  from  the  law  firm  of  LeBoeuf,  Lamb, 
Leiby  & McRae,  restating  what  was  previously  orally 
presented  to  the  Council,  advising  that  the  State  Medical 
Society  not  grant  direct  financial  aid  to  the  eight  physicians 
indicated  for  alleged  violations  of  the  State  Antitrust 
Law  — the  “Donnelly  Act.” 

The  letter  says,  among  other  things,  that  it  was  their 
opinion  “that  the  Society’s  most  prudent  course  of  action 
was  to  submit  an  amicus  curiae  brief,  opposing,  as  a matter 
of  law,  the  application  of  New  York’s  antitrust  statute,  the 
Donnelly  Act,  to  the  medical  profession.” 

It  went  on  to  state  that  “the  direct  defense  of  these  de- 
fendants may  have  provoked  a challenge  from  the  mem- 
bership on  the  ground  that  the  defense  of  such  conduct  was 
contrary  to  the  Society’s  purpose  as  defined  in  its  By- 
laws.” 

Most  important,  the  opinion  letter  unequivocally  stated 
that  “the  direct  defense  of  these  individual  doctors  could 
expose  the  Society  to  a suit  challenging  the  Society’s  tax 
exempt  status  under  section  501(c)  of  the  Internal  Revenue 
Code  which  prohibits  a tax-exempt  organization  from  using 
its  funds  for  the  benefit  of  individual  members.” 

=>  For  the  foregoing  reasons  your  reference  committee 
recommends  that  Resolution  79-21  be  not  adopted. 

=>  . . . The  House  voted  to  AMEND  Resolution  79-20 

by: 

1 . Inserting  the  phrase  “with  specific  reference  to  the 
Donnelly  Act”  after  the  word  “case”  in  the  second 
resolved  portion.  The  second  resolved  would  then 
read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  bear  the  entire  cost  of  any  further  legal  action 
that  may  develop  in  this  case  with  specific  reference 
to  the  Donnelly  Act  in  order  to  carry  it  to  a conclu- 
sion. 

2.  Deleting  the  third  resolved  portion. 

=>  . . . The  House,  after  considerable  discussion,  voted  to 
NOT  ADOPT  Resolution  79-21,  as  amended.  . . 


.[Resolution  79-24,  Use  of  Tax  Laws  to  Control  Sci- 
entific Organizations 

Introduced  by  Medical  Society  of  the  County  of 
Queens 
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Whereas,  The  tax  laws  of  the  United  States  and  the  State 
of  New  York  were  enacted  for  the  purpose  of  raising 
revenues  to  pay  for  governmental  operations;  and 

Whereas,  Scientific  societies  are  given  tax  exemptions 
because  of  their  obvious  benefit  to  the  public  in  the 
disseminat  ion  of  scientific  knowledge;  and 

Whereas,  The  Constitution  of  the  United  States  of 
America  provides  for  the  right  to  free  speech  to  all 
citizens,  a free  press,  the  right  to  assemble  peacefully 
to  seek  redress  from  perceived  injustices  affecting  the 
public  welfare;  and 

Whereas,  Scientific  organizations,  by  their  very  nature  and 
the  educational  status  of  their  members,  are  in  a 
unique  position  to  detect,  evaluate,  and  recommend 
corrective  measurements  to  eliminate  such  injustices; 
and 

Whereas,  The  public  has  a right  to  be  informed  of  the 
opinions  of  such  scientific  organizations  on  matters 
that  affect  the  public  welfare;  and 

Whereas,  Scientific  societies  frequently  fail  to  express  their 
opinions  for  fear  of  losing  their  tax  exempt  status; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  undertake  a study  to  ascertain  the  extent  of  ac- 
tual or  perceived  fears  of  deprivation  of  tax  exempt 
status  by  scientific  organizations  who  may  wish  to 
express  opinions  on  matters  that  affect  the  public 
welfare,  including  recommendations  for  political  effort 
to  prevent  or  correct  injustices  inimical  to  the  public 
welfare;  and  be  it  further 

Resolved,  That  such  study  shall  be  reported  to  the  House 
of  Delegates  at  its  next  annual  meeting,  together  with 
such  recommendations  as  are  deemed  advisable. 


=»  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

This  resolution  calls  for  a study  of  general  principles 
which  would  be  meaningless  in  a field  which  necessitates 
consideration  of  specific  problems  involved  in  individual 
situations.  In  addition,  the  language  of  the  resolution  is 
extremely  vague  and  would  be  most  difficult  to  carry 
out. 

=>  Your  reference  committee  recommends  that  Resolution 
79-24  be  not  adopted. 

=>  ■ ■ • The  House  voted  to  REFER  Resolution  79-24  to 
the  Council  for  further  study.  . . 


-t^esolution  79-25,  Cost  Reduction  in  Medical  Care 
of  the  Elderly 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  One  method  of  reducing  cost  of  medical  care  of 
the  elderly  is  to  enlist  the  services  of  family  members 
for  care  in  the  home;  and 

Whereas,  Section  101(1)  and  101-a  of  the  Social  Services 
Law  does  not  require  a child  to  support  a parent; 
and 

Whereas,  Many  children  are  financially  able  to  support 


and  provide  medical  care,  in  whole  or  in  part,  for  el- 
derly parents;  and 

Whereas,  It  is  well  known  that  the  elderly  are  more  com- 
fortable in  familiar  surroundings  where  they  can  he 
cared  for  with  love  and  affection;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  introduce  legislation  to  amend  Section  101(1) 
and  101-a  of  the  Social  Services  Law  to  provide  for 
proceedings  to  compel  children,  who  are  shown  to  have 
the  financial  means,  to  support  elderly  parents  in  need 
of  public  assistance;  and  be  it  further 
Resolved,  That  such  legislation  specifically  encourage  care 
in  the  home  wherever  feasible  in  an  attempt  to  reduce 
the  costs  of  medical  care  to  the  elderly. 


=»  Report  of  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

Your  reference  committee  believes  that  this  resolution 
involves  moral,  not  legislative,  issues.  The  resolution 
concerns  family  obligations  which  should  be  solved  through 
the  application  of  moral  principles  and  not  by  legislative 
mandates  initiated,  by  our  State  Medical  Society.  In  ad- 
dition, current  law  is  long-standing  State  public  policy, 
established  years  ago  after  much  debate,  which  might  be 
most  difficult,  if  not  impossible,  to  change  at  this  time. 

=>  Your  reference  committee  recommends  that  Resolution 
79-25  be  not  adopted. 

=»  . . . The  House,  after  discussion,  voted  to  NOT 
ADOPT  Resolution  79-25.  . . 


I^-esolution  79-30,  Countersuits  in  Malpractice  Ac- 
tions 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Court  of  Appeals  of  the  State  of  New  York 
has  rendered  a decision  in  the  Eugene  Drago,  M.D., 
case  that  will  make  it  unlikely  that  countersuits  in 
malpractice  actions  brought  by  physicians  will  be 
successful  where  the  suit  is  for  willful  and  malicious 
prosecution;  and 

Whereas,  The  Code  of  Professional  Responsibility  of  the 
American  Bar  Association  has  specific  provisions  re- 
garding such  actions  by  lawyers  (Canon  7,  Ethical 
Considerations  EC7-4,  EC7-5,  EC7-6,  and  Disciplinary 
Rules  DR7-101(A)(3),  DR7-102(A)(1),  DR7-102(A)(2), 
DR7-102(A)(6)  and  DR7-102(A)(7));  and 

Whereas,  Such  Code  specifically  advises  lawyers  not  to 
engage  in  such  practices  as  willful,  malicious  or 
fraudulent  actions  or  advising  a client  to  engage  in  the 
same;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  investigate  all  malpractice  actions  against  its 
members  to  ascertain  if  any  violations  of  the  Code  of 
Professional  Responsibility  of  the  American  Bar  As- 
sociation have  occurred;  and  be  it  further 

Resolved,  That  in  each  instance  where  such  ethical  vio- 
lations by  lawyers  have  apparently  taken  place,  such 
cases  shall  immediately  be  reported  to  the  appropriate 
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Appellate  Division  of  the  Supreme  Court  of  the  State 
of  New  York  for  appropriate  action. 


=>  Report  of  the  Reference  Committee  on  (lovernmental 
Affairs  and  Legal  Matters:  The  following  report  was 
presented  by  John  P.  Albanese,  M.D.,  Chairman. 

In  testimony  presented  to  your  reference  committee,  an 
excerpt  quoted  from  the  report  of  the  Countersuits  Sub- 
committee of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  indicates  that  action  is  already  being 
taken  to  solve  the  problem  covered  by  this  resolution. 
Since  this  excerpt  reflects  your  committee’s  views,  it  is 
quoted  verbatim. 

“The  Subcommittee  has  learned  that  the  Law  Revision 
Commission  has  sponsored  a bill  that  would  codify  “ma- 
licious prosecution”  which  would  eliminate  the  special 
damages  requirements  and  clarify  the  definition  of 
“malice.” 

In  the  memorandum  submitted  by  the  Law  Revision 
Commission,  it  was  stated  that  the  current  requirements 
to  bring  an  action  for  malicious  prosecution  are  inadequate. 
Among  the  reasons  stated,  the  commission  found  it  is  vir- 
tually impossible  to  recover  in  malicious  prosecution  for 


a malpractice  action  since  provisional  remedies  are  rarely 
resorted  to  in  such  actions.  An  observation  made  by  the 
commission  states  that  the  standards  for  malicious  pros- 
ecution are  inadequate  “.  . . considering  the  deluge  of  lit  i 
gation.  especially  in  the  area  of  malpractice  where  care- 
lessly brought  lawsuits  produce  severe  results." 

The  recommendations  of  the  Law  Revision  Commission 
are  heartening.  The  Law  Revision  Commission  is  ap- 
pointed by  the  Governor  specifically  for  the  purpose  of 
discovering  defects  in  the  law  and  recommending  changes 
as  are  deemed  necessary  to  modify  or  eliminate  antiquated 
or  inequitable  rules  of  law.  The  subcommittee  has  been 
informed  that  this  bill  has  the  support  of  the  Medical  So- 
ciety of  the  State  of  New  York." 

In  view  of  the  action  taken  bv  the  Law  Revision  Com- 
mission, your  committee  feels  that  steps  will  he  taken  to 
enforce  the  Code  of  Professional  Responsibility  in  regard 
to  countersuits  violative  of  its  principles. 

=>  Your  reference  committee  recommends  that  Resolution 
79-30  be  not  adopted. 

=>  . . . The  House  voted  to  NOT  ADOPT  Resolution 
79-30.  . . 

. . . The  House  voted  to  ACCEPT  the  reference  com- 
mittee report  as  acted  upon  by  the  House 
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BYLAWS 


PROPOSED  AMENDMENTS  TO  THE  BYLAWS 


=»  Report  of  the  Reference  Committee  on  Bylaws:  The 
following  report  was  presented  by  Daniel  F.  O’Keeffe, 
M.D.,  Chairman. 

These  resolutions,  together  with  the  minutes  of  the 
reference  committee  hearing,  will  be  forwarded  to  the 
House  Committee  on  Bylaws  for  its  consideration  and  ac- 
tion. 


I^/esolution  79-1,  Members  who  have  been  Dropped 
from  the  Holes  of  Membership  of  the  Component 
County  Medical  Societies  and  the  Medical  Society 
of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  It  is  increasingly  apparent  that  our  dues-paying 
membership  is  shrinking  alarmingly;  and 
Whereas,  There  is  a large  pool  of  members  who  have  been 
dropped  from  membership  in  the  component  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  for  one  reason  or  another;  and 
Whereas,  It  has  come  to  our  attention  that  a strong  de- 
terrent to  rejoining  our  ranks  is  because  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  re- 
quire that  a former  member  must  pay  the  dues  and 
assessments  for  the  delinquent  year  in  addition  to  the 
dues  for  the  application  year  in  order  to  be  reinstated; 
and 

Whereas,  The  remittance  of  the  two  years’  dues  presents 
an  enormous  burden  and  dissuades  an  individual  from 
seriously  considering  reactivation  of  his/her  mem- 
bership; and 

Whereas,  Article  XV,  paragraph  8 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  permit  applicants  for  reinstatement  to 
pay  half  of  the  delinquent  year’s  dues  and  assessments 
in  addition  to  the  dues  for  the  year  of  reactivation; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  XV,  paragraph  8 of  the  Bylaws  by 
the  addition  of  the  words  “one  half  of’  after  the  word 
“paid,”  and  the  addition  of  the  sentence,  “The  privi- 
lege of  forgiveness  of  one  half  of  the  dues  and  assess- 
ments for  the  delinquent  year  for  a former  member  is 
limited  to  one  time.” 

Article  XV,  paragraph  8 of  the  Bylaws  would  then  read 
as  follows: 

“Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  one  half  of  his  dues  and 
assessments  for  the  year  in  which  he  was  dropped.  The 


privilege  of  forgiveness  of  one-half  of  the  dues  and  as- 
sessments for  the  delinquent  year  for  a former  member 
is  limited  to  one  time.” 


I^/esolution  79-2,  Unified  Membership  in  County, 
MSSNY.and  AMA 

Introduced  by  Medical  Society  of  the  County  of  St. 
Lawrence 

Whereas,  The  State  of  New  York  has  a physician  popula- 
tion of  48,000;  and 

Whereas,  Only  26,600  (55%)  are  members  of  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  Of  these  26,600,  only  13,500  are  members  of  the 
American  Medical  Association;  and 

Whereas,  The  AMA  is  the  only  “medical  organization  of 
medical  organizations”;  and 

Whereas,  The  need  for  a unified  membership  becomes 
essential  because  of  the  encroachment  of  medicine  by 
government  and  all  other  third  parties;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  institute  a campaign  directed  to  all  physicians 
in  the  State  of  New  York  advising  them  of  the  need  for 
support  and  of  the  benefits  w'hich  physicians  derive 
by  joining  MSSNY  and  the  American  Medical  Asso- 
ciation; and  be  it  further 

Resolved,  That  membership  in  the  County  Medical  So- 
cieties and  MSSNY  include  unified  membership  in  the 
AMA. 


-t^esolution  79-3,  Direct  Election  of  Councilors  of  the 
Medical  Society  of  the  State  of  New  York  by 
District  Branches 

Introduced  by  Onondaga  County  Medical  Society 
Whereas,  More  direct  responsibility  and  representation 
to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communication 
and  responsiveness  between  the  State  and  county 
medical  societies;  and 

Whereas,  This  would  strengthen  and  improve  the  impor- 
tance of  the  individual  districts  of  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  approve  the  principle  that  the  members  of  the 
Council  be  elected  by  each  district;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  1,  paragraph  1 of  the 
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Bylaws  by  the  addition  of  the  phrase  “elected  by  the 
House  of  Delegates”  after  the  word  “Trustees”;  and 
deletion  of  the  words  “House  of  Delegates”  and  in- 
sertion of  the  words  “District  Branches”  after  the 
phrase  “elected  by  the.” 

Article  IV,  Section  1,  paragraph  1 of  the  Bylaws  would  then 
read  as  follows: 

“The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  and  chairman  of  the  Board 
of  Trustees  elected  by  the  House  of  Delegates,  and  12 
councilors  elected  by  the  District  Branches.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Art  icle  IV,  Section  1,  paragraph  3 of  the 
Bylaws  by  deletion  of  the  words  “House  of  Delegates” 
and  insertion  of  the  words  “District  Branches”  after 
the  phrase  “elected  annually  by  the”;  deletion  of  the 
word  “Council”  and  insertion  of  the  words  “District 
Branch”  after  the  phrase  “be  elected  by  the”;  and 
deletion  of  the  phrase  “to  serve  until  the  next  meeting 
of  the  House  of  Delegates”  at  which  time  the  House 
of  Delegates  shall  elect  a councilor. 

Article  IV,  Section  1,  paragraph  3 of  the  Bylaws  would  then 
read  as  follows: 

“Four  councilors  shall  be  elected  annually  by  the  District 
Branches,  each  for  a term  of  three  years.  In  the  event 
of  a vacancy,  a councilor  shall  be  elected  by  the  District 
Branch  to  fill  the  unexpired  term.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  VIII.  paragraph  1 of  the  Bylaws 
by  the  deletion  of  the  word  “councilors”  after  the  word 
“officers.” 

Article  VIII,  paragraph  1 of  the  Bylaws  would  then  read  as 
follows: 

“As  the  first  business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates,  the  officers 
and  trustees  of  the  Medical  Society  of  the  State  of  New 
York,  and  the  delegates  to  the  American  Medical  Asso- 
ciation shall  be  nominated  and  elected.” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  VIII,  paragraph  2 of  the  Bylaws 
by  the  deletion  of  the  words  “the  Council”  after  the 
word  “office”  and  deletion  of  the  word  “councilor” 
after  the  word  “officer.” 

Art  icle  VIII,  paragraph  2 of  the  Bylaws  would  then  read  as 
follows: 

“A  member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical 
society  dues  or  State  Society  dues  or  assessments  shall 
not  be  eligible  for  nomination  to  any  office,  the  Board 
of  Trustees,  or  as  a delegate  to  the  American  Medical 
Association,  or  ent  itled  to  vote  for  any  officer,  trustee, 
or  delegate.” 

f^esolution  79-14,  Medical  Society  of  the  State  of 
New  York  Dues  for  Interns  and  Residents 

Introduced  hv  Onondaga  County  Medical  Society 


Whereas , Article  XV,  “Dues,”  paragraph  3 of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York  states: 
“The  dues  and  assessments  of  those  active  members 
who  have  been  graduated  from  medical  or  osteopathic 
college  not  more  than  five  calendar  years,  not  counting 
active  service  in  the  armed  forces  of  the  United  States 
or  in  the  United  States  Public  Health  Service,  or  who 
have  not  completed  their  continuous  residency 
training  shall  be  one  third  the  amount  levied  on  all 
other  active  members.  In  no  case  may  an  active 
physician  continue  to  pay  such  reduced  dues  more 
than  seven  years  after  the  date  of  graduation  from 
medical  or  osteopathic  school”;  and 

Whereas,  The  dues  requirements  of  the  American  Medical 
Association  for  physicians  in  the  above  category  are 
only  $35.00  per  year;  and 

Whereas,  The  combined  membership  dues  for  interns  and 
residents  for  both  MSSNY  and  AMA  is  $101.67; 
and 

Whereas,  This  sum  represents  an  economic  hardship  to 
interns  and  residents,  most  of  whom  are  already  bur- 
dened by  sizable  loans  for  their  medical  education; 
and 

Whereas,  It  is  very  important  that  interns  and  residents 
be  offered  every  inducement  for  membership  in  the 
federation;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  XV,  “Dues,”  paragraph  3,  by  the 
deletion  of  the  phrase  “one  third  the  amount  levied 
on  all  other  active  members”  after  the  phrase  “con- 
tinuous residency  training  shall  be,”  and  the  addition 
of  the  words  “no  more  than  the  dues  of  the  AMA  for 
interns  and  residents.” 

Article  XV,  “Dues,”  paragraph  3,  shall  then  read  as  fol- 
lows: 

“The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training  shall  be 
no  more  than  the  dues  of  the  AMA  for  interns  and  resi- 
dents. In  no  case  may  an  active  physician  continue  to 
pay  such  reduced  dues  more  than  seven  years  after  the 
date  of  graduation  from  medical  or  osteopathic 
school.” 


I^esolution  79-27,  Age  Qualification  for  Entitlement 
to  Life  Membership  for  Practicing  Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  were  changed  to  raise  the  age  limit  for  life 
membership  from  seventy  to  seventy-five  for  “prac- 
ticing” physicians;  and 

Whereas,  The  motivating  factor  for  this  change  was  the 
increase  in  the  ratio  of  non  paying  members  to  the 
paying  members;  and 

Whereas,  Many  practicing  physicians  over  seventy  years 
of  age  have  a very  limited  practice,  with  limited  in- 
come; and 

Whereas,  The  increase  in  life  membership  age  from  sev- 
enty to  seventy-five  for  these  physicians  is  causing 
them  to  resign  in  bitterness;  and 
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Whereas,  Physician  members  with  decreasing  income  are 
resigning  from  membership  and  the  intended  change 
in  raising  the  age  limit  for  life  membership  is,  there- 
fore, having  the  reverse  effect;  and 
Whereas,  Many  of  those  resigning  have  been  loyal,  dues 
paying  members  for  30-40  years  or  more,  and  now  feel 
betrayed,  and  are  resentful,  thus  creating  a poor  image 
for  MSSNY;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  should  he  amended  to  accommodate  t his 
change;  therefore  he  it 

Resolved,  That  Article  II,  Section  1,  paragraph  6 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York  be  changed  by  deleting  the  word  “seventy-five” 
and  inserting  the  word  “seventy”  after  the  phrase 
“prior  to  the  attainment  of  the  age  of.” 

Article  II,  Section  1,  paragraph  6 would  then  read  as  fol- 
lows: 

“An  active  member  in  good  standing  who  has  completely 
withdrawn  from  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  seventy 
years  or  an  active  member  in  good  standing  who  con- 
tinues the  active  practice  of  medicine  and  who  has  been 
a member  in  good  standing  for  the  ten  consecutive  years 
prior  to  the  attainment  of  the  age  of  seventy  years,  or  an 
active  member  in  good  standing  for  ten  consecutive  years 
or  more  who  is  permanently  disabled,  may  apply  for  life 
membership.  The  House  of  Delegates  or  the  Council 
may  waive  the  requirements  in  a proper  case  where  there 
appear  to  be  extenuating  circumstances.  He  shall  apply 
for  such  life  membership  to  the  component  county 
medical  society  of  which  he  is  a member.  His  applica- 
tion shall  be  governed  by  the  constitution  and  bylaws  of 
the  component  county  medical  society  relative  to  active 
membership.” 


-t^esolution  79-37,  Number  and  Assignment  of 
Councilors 

Introduced  by  Westchester  County  Medical  Society 
Whereas,  Direct  responsibility  and  assigned  representation 
to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  is  desirable:  and 

Whereas,  This  would  facilitate  better  communication  and 
unity  of  purpose  between  the  State  and  county  med- 
ical societies:  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  1,  paragraph  1 of  the 
Bylaws  by  increasing  the  number  of  councilors  from 
12  to  15,  renaming  councilors  "district  councilors,”  and 
inserting  a new  sentence  to  read: 

“Five  district  councilors  shall  be  elected  from  District 
1,  two  district  councilors  each  shall  be  elected  from 
Districts  II  and  IX,  and  one  district  councilor  each  shall 
be  elected  from  the  remaining  Districts  (III  through 
VIII).” 

Article  IV,  Section  1,  paragraph  1 would  then  read  as  fol- 
lows: 

“The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past  president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 


Trustees,  and  15  district  councilors  elected  by  the  House 
of  Delegates.  Five  district  councilors  shall  be  elected 
from  District  1,  two  district  councilors  each  shall  he 
elected  from  Districts  II  and  IX,  and  one  district  coun- 
cilor each  shall  he  elected  from  the  remaining  Districts 
(III  through  VIII.)” 

and  he  it  further 

R<  •solved.  That  the  Medical  Society  of  the  State  of  New 
York  amend  Article  IV,  Section  1 , paragraph  3 of  the 
Bylaws  by  deleting  the  words  “Four  councilors”  in  line 
1,  and  inserting  the  words  “Five  district  councilors”; 
and  deleting  the  word  “councilor”  in  lines  3 and  6,  and 
inserting  the  words  “district  councilors.” 

Article  IV,  Section  1,  paragraph  3 would  then  read  as  fol- 
lows: 

“Five  district  councilors  shall  he  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a district  councilor  shall  be 
elected  by  the  Council  to  serve  until  the  next  meeting  of 
the  House  of  Delegates,  at  which  time  the  House  of 
Delegates  shall  elect  a district  councilor  to  fill  the 
unexpired  term. 

Fiscal  Note:  $1,000  per  year. 


2 councilors 

Illustration  of  Elections 
First  year: 

District  I 

1 councilor 

District  11 

1 councilor 

District  III 

1 councilor 

District  IV 

2 councilors 

Second  year: 

District  I 

1 councilor 

District  IX 

1 councilor 

District  V 

1 councilor 

District  VI 

1 councilor 

Third  year: 

District  I 

1 councilor 

District  II 

1 councilor 

District  IX 

1 councilor 

District  VII 

1 councilor 

District  VIII 

(Or  any  reasonable  distribution  of  district  councilors 
allowed  fairly  and  equitably  as  the  Nominating  Com- 
mittee sees  fit.) 


I^esolution  79-38,  Vacancies  and  Succession 

Introduced  by  Westchester  County  Medical  Society 

Whereas,  A full  complement  of  officers  and  councilors  is 
essential  for  the  Council  to  function  effectively;  and 
Whereas,  The  present  Bylaws  do  not  provide  for  the  event 
if  the  offices  of  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker  become  vacant  while  the 
House  of  Delegates  is  in  recess;  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical  Society  of  1 he 
State  of  New  York  be  amended  by  adding  a new 
paragraph  following  Article  V,  Section  1,  paragraph 
8 to  read  as  follows: 

“If  the  office  of  assistant  secretary,  assistant  treasurer, 
or  vice-speaker  becomes  vacant,  for  any  reason  what- 
soever, the  Council,  when  the  House  of  Delegates  is  not 
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in  session,  shall  elect  a successor  for  the  unexpired 
term.” 


f^esolution  79-39,  Life  Membership 

Introduced  by  Nassau  County  Medical  Society 
Whereas,  The  Medical  Society  of  the  State  of  New  York 
amended  its  Bylaws  in  1978  concerning  life  member- 
ship; and 

Whereas,  The  Nassau  County  Medical  Society,  in  con- 
sidering the  changes  in  the  MSSNY  life  membership 
category,  believes  there  is  no  justifiable  reason  why  a 
physician  should  not  be  entitled  to  life  membership 
at  the  age  of  70  rather  than  75;  and 
Whereas,  NCMS  also  believes  that  a physician  who  retires 
from  the  active  practice  of  medicine,  irrespective  of 
age,  and  has  been  an  active  member  in  good  standing 
for  ten  consecutive  years  should  also  be  entitled  to  life 
membership;  therefore  be  it 

Resolved,  That  Article  II,  Section  1,  paragraph  6 of  the 
Bylaws  be  amended  by  deleting  the  phrase  “prior  to 
the  attainment  of  the  age  of  seventy  years”  after  the 
words  “ten  consecutive  years”  and  deleting  the  word 
“seventy-five”  after  the  phrase  “attainment  of  the  age 
of”  and  inserting  the  word  “seventy.” 

Article  II,  Section  1,  paragraph  6 would  then  read  as  fol- 
lows: 

“An  active  member  in  good  standing  who  has  completely 
withdrawn  from  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  ten  consecutive 
years  or  an  active  member  in  good  standing  who  con- 
tinues the  active  practice  of  medicine  and  who  has  been 
a member  in  good  standing  for  the  ten  consecutive  years 
prior  to  the  attainment  of  the  age  of  seventy  years,  or  an 
active  member  in  good  standing  for  ten  consecutive  years 
or  more  who  is  permanently  disabled  may  apply  for  life 
membership.  The  House  of  Delegates  or  the  Council 
may  waive  the  requirements  in  a proper  case  where  there 
appear  to  be  extenuating  circumstances.  He  shall  apply 
for  such  life  membership  to  the  component  county 
medical  society  of  which  he  is  a member.  His  applica- 
tion shall  be  governed  by  the  constitution  and  bylaws  of 
the  component  county  medical  society  relative  to  active 
membership.” 


I^esolution  79-40,  Past  President  of  AMA  — A 
Member  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  for  Life 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Article  III  “House  of  Delegates,”  Section  1, 
“Composition,”  paragraph  1 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  specifies: 
“The  House  of  Delegates  shall  he  composed  of ...  (g) 
past-presidents  of  the  State  Society  who  shall  be 
members  for  life;  and 

Whereas,  Occasionally  a member  of  MSSNY  who  has  not 
been  a past-president  of  MSSNY  has  been  elected  to 
the  high  office  of  President  of  the  AMA;  and 

Whereas,  That  individual  would  have  given  many  years 


of  continuing  valuable  service  to  MSSNY  and  there- 
fore merits  the  distinction  of  being  a life  member  of 
the  House  of  Delegates  of  MSSNY;  therefore  be  it 
Resolved,  That  Article  III,  “House  of  Delegates,”  Section 
1,  “Composition,”  paragraph  1 of  the  Bylaws  be 
amended  by  the  addition  of  the  phrase  “and  any 
past-president  of  the  American  Medical  Association 
provided  that  individual  is  a member  of  the  Medical 
Society  of  the  State  of  New  York”  after  the  words 
“State  Society”  in  paragraph  1(g). 

Article  III,  Section  1,  paragraph  1 would  then  read  as  fol- 
lows: 

“The  House  of  Delegates  shall  be  composed  of:  (a)  duly 
designated  delegates  from  the  component  county  med- 
ical societies;  (b)  officers  of  the  Medical  Society  of  the 
State  of  New  York,  councilors  and  trustees;  (c)  a duly 
designated  delegate  from  each  district  branch;  (d)  a duly 
designated  delegate  from  each  scientific  section;  (e)  duly 
designated  delegate  from  the  student  membership;  (f) 
the  Commissioner  of  Health  of  the  State  of  New  York, 
or  a deputy  designated  by  him,  provided  that  any  rep- 
resentative shall  be  a member  of  the  State  Society;  (g) 
past-presidents  of  the  State  Society  and  any  past-pres- 
ident of  the  American  Medical  Association,  provided 
that  individual  is  a member  of  the  Medical  Society  of  the 
State  of  New  York  who  shall  be  members  for  life;  and  (h) 
a representative  from  each  of  the  medical  schools  in  New 
York  State,  provided  said  representative  is  a member  of 
the  Medical  Society  of  the  State  of  New  York.” 


I^esolution  79-43,  Compliance  with  Continuing 
Medical  Education  Requirements 

Introduced  by  Edward  Siegel,  M.D.,  as  an  Indi- 
vidual 

Whereas,  Article  II,  Section  3 of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  provides  that  an 
active  member  who  fails  to  fulfill  the  requirements  for 
continuing  medical  education  established  by  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York,  shall  not  be  in  good  standing;  and 
Whereas,  This  section  shall  become  effective  March  1, 
1981;  and 

Whereas,  Fundamental  notions  of  fairness  entitle  mem- 
bers to  reasonable  notice;  therefore  be  it 
Resolved,  That  Article  II,  Section  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
by  adding  a new  paragraph  to  read  as  follows: 

“An  active  member  who  is  found  not  to  be  in  good 
standing  as  of  March  1,  1981,  or  March  1 of  any  subse- 
quent year,  for  failing  to  comply  with  paragraph  one  of 
this  section  shall  receive  reasonable  notice  that  he  must 
fulfill  continuing  medical  education  requirements  by  the 
last  day  of  December  of  the  year  in  which  he  is  found  not 
to  be  in  good  standing.  An  active  member  who  does  not 
fulfill  continuing  medical  education  requirements  by  the 
last  day  of  December  of  the  year  in  which  he  is  found  not 
to  be  in  good  standing  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
the  State  Society.” 

=>  . . . The  House  voted  to  ACCEPT  the  report  of  the 
reference  committee  for  information  . . . 
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Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York 

The  Speaker  adjourned  the  House  of  Delegates  on 
Thursday,  September  20, 1979,  and  President  Way  called 
t he  annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York  to  order  . . . 

President  Way  introduced  President-Elect  G.  Rehmi 
Denton  who  addressed  the  House  (See  Addresses  to  the 
House,  page  325)  . . . 

. . President  Way  adjourned  the  annual  meeting  . . . 


ELECTIONS 


Tellers 

Tellers  were  the  following: 

William  C.  Stein,  Niagara,  Chairman 
Thomas  J.  Dovle,  Queens 
Samuel  M.  Gelfand,  Nassau 
Bentley  D.  Merrim,  Kings 
Robert  R.  Scott,  Tioga 

Nominations 


. . . Speaker  Shanaphy  introduced  Carl  Goldmark,  .Jr., 
M.D.,  Chairman,  who  presented  the  report  of  the  Nomi- 
nating Committee.  Nominations  from  the  floor  are  indi- 
cated by  an  asterisk  . . . 


President 

G.  Rehmi  Denton.  Albany 
President-Elect 

Ralph  M.  Schwartz,  Kings 
Vice-President 

Milton  Rosenberg.  Suffolk 
Secretary 

Victor  -J.  Tofany,  Monroe 
Assistant  Secretary 

Allison  R.  Landolt,  Westchester 
Treasurer 

Warren  A.  Lapp,  Kings 
Assistant  Treasurer 

John  A.  Finkbeiner,  New  York 
Speaker 

•Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker 

Richard  D.  Eherle,  Onondaga 


Trustees  (two  Jar  five  years ) 
Ralph  S.  Emerson,  Nassau 
Bernard  -J.  Pisani,  New  York 

Councilors  ( four  for  three  years) 
Charles  N.  Aswad,  Broome 
Kenneth  H.  Eckhert,  Erie 
Sears  E.  Edwards,  Nassau 
Daniel  F.  O'Keeffe,  Warren 


Councilor  ( one  for  one  year ) 

Robert  A.  Mayers,  Westchester 

Delegates  to  the  AM  A 
-John  H.  Carter,  Albany 
Rodman  D.  Carter,  Otsego 
George  L.  Collins,  .Jr.,  Erie 
Paul  M.  DeLuca,  Broome 
G.  Rehmi  Denton,  Albany* 

Sears  E.  Edwards,  Nassau 
Ralph  S.  Emerson,  Nassau 
•John  A.  Finkbeiner,  New  York 
.James  M.  Flanagan,  Wayne 
•Joseph  R.  Fontanetta,  Kings 
Morton  Kurtz,  Queens 
Allison  B.  Landolt,  Westchester 
George  Lim,  Oneida 
Andrew  H.  Patterson,  New  York 
Bernard  .J.  Pisani,  New  York 
Charles  D.  Sherman,  -Jr.,  Monroe 
M.  Theodore  Tanenhaus,  Kings 


. . The  nominees  for  president-elect,  vice-president,  secretary,  assistant  secretary,  treasurer,  assistant  treasurer,  speaker, 
vice-speaker,  councilors  (four  for  four  years,  one  for  one  year),  and  trustees  (two  for  five  years)  were  unopposed  and  were 
elected  hv  a single  ballot,  cast  by  the  secretary. 


‘Nomination  from  the  floor. 
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Balloting 


. . . Assistant  Secretary  Landolt  called  the  roll  of  mem- 
bers of  the  House  who  had  registered  to  vote  as  follows: 


OFFICERS,  COUNCILORS,  TRUSTEES 


George  T.  C.  Way 
G.  Rehmi  Denton 
Ralph  M.  Schwartz 
Victor  J.  Tofanv 
Allison  B.  Landolt 
Warren  A.  Lapp 
John  A.  Finkbeiner 
Joseph  F.  Shanaphy 
Richard  D.  Eberle 


Charles  N.  Aswad 
Kenneth  H.  Eckhert 
Sears  FI.  Edwards 
Daniel  F.  O’Keeffe 
Morton  M.  Kurtz 
Robert  A.  Mayers 
Edgar  P.  Berry 
Joseph  R.  Fontanetta 
George  Lim 


Charles  D.  Sherman,  Jr. 
David  Kershner 
Arthur  H.  Diedrick 
Ralph  S.  Emerson 
Bernard  J.  Pisani 
Lynn  R.  Callin 
Paul  M.  DeLuca 
George  L.  Collins,  Jr. 


PAST  PRESIDENTS 

Henry  I.  Fineberg 
Walter  T.  Heldmann 
Walter  Scott  Walls 
Edward  Siegel 
Carl  Goldmark,  Jr. 


COMMISSIONER,  NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 


DISTRICT  DELEGATES 


SECTION  DELEGATES 


Kavasseri  S.  Agneshwar* 
Thomas  W.  Greenlees 
George  H.  Hanlon* 
Richard  A.  Hughes 
David  L.  Koch 
Norton  M.  Luger 
Paul  W.  Sum 
Leonard  S.  Weiss 
Leonard  Weitzman 


Charles  A.  Bertrand 
Robert  S.  Davis* 
Thomas  J.  Dovle 
Max  N.  Howard* 
Norman  B.  Kanof 
Robert  M.  Kohn 
Harry  Leibowitz 


Theodore  C.  Max 
Bentley  D.  Merrim 
Frank  J.  Piper 
Charles  R.  Salamone 
Edward  C.  Sinnott 
John  D.  States 
Howard  G.  Thistle 


DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 


Albany  (4) 

John  W.  Abbuhl 
Nathan  P.  Reed 
Anthony  P.  Tartaglia 
Nicholas  P.  Teresi 
Allegany  (7) 

Muhammed  A.  Khan* 
Bronx  (12) 

John  P.  Albanese 
Marcos  A.  Charles 
William  G.  Chorba* 
Leonard  L.  Heimoff 
Manuel  F.  Kirschtein 
Dattatraya  G.  Lanjewar 
Michael  N.  Lavacca 
Charles  Laverdi 
Luigi  J.  Mazzella 
Shashikant  R.  Patel 
Raul  Pohorille* 

Broome  (4) 

James  J.  Burnet  t 
George  F.  Gitlitz 
John  A.  Kalb 
John  F.  Spring 
Cattaraugus  (7) 

William  ('.  MacFarland 


Cayuga  (7) 

Bernard  J.  Hartnett* 
Chautauqua  (2) 

William  T.  Ellis 
Lewis  F.  Kibler 

Chemung  (2) 

Edward  F.  Steele 

Chenango  (7) 

Thomas  M.  Flanagan 
Clinton  (7) 

John  Boulton  Southwick 
Columbia  (7) 

Cortland  (7 ) 

Nicholas  J.  Gabriel 

Delaware  (1) 

Glen  Joshpe 

Dutchess  (3) 

Stephen  R.  Chernay 
Henry  Sherman  Hirst 
Seymour  R.  Stall 
Hie  (9) 

Frank  J.  Bolgan 
James  H.  Cosgriff,  Jr. 
Anthony  J.  Federico 


George  W.  Fugitt 
Milford  C.  Maloney 
James  R.  Nunn 
Joseph  A.  Prezio 
Essex  (7) 

George  G.  Hart 
Franklin  (7) 

Alfred  A.  Hartmann,  Sr. 
Fulton  (7) 

Genesee  (7) 

Alfred  L.  George 
Greene  (7) 

Herkimer  (7 ) 

Krishna  K.  Vadlamudi 
Jefferson  (2) 

Frederic  A.  Stone 
Kings  (22) 

Grace  A.  Altenau 
Lawrence  Ames 
Joseph  R.  Brennan 
Matthew  Brody 
Vernal  G.  Cave 
Duncan  W.  Clark 
William  G.  Dupong* 
Yehudi  M.  Felman 


*See  summary  for  substitution  for  delegates. 

524  New  York  State  Journal  of  Medicine/February  1980/Minutes 


Vincent  J.  Geraci 
Milton  M.  Greenberg* 
Robert  E.  Gordon 
Hyman  A.  Hauptman* 
Irving  (i.  Kroop 
David  R.  Levine 
A.  W.  Martin  Marino,  Jr. 
Martin  Markowitz 
William  Oliver 
Bernard  Seligman* 

Leo  J.  Swirsky 
M.  Theodore  Tanenhaus 
Dorothy  L.  Trice* 

Lewis  ( 1 ) 

John  C.  Herrman 

Livingston  (1) 

Norman  W.  VVetterau* 

Madison  (1) 

Theodore  J.  Prowda 

Monroe  (7) 

Charles  C.  Heck 
Hildegard  Hirsch* 
Nathaniel  J.  Hurst 
William  A.  Kern,  Jr.* 
David  Sewall  Miller 
Donald  S.  Raines 
Charles  J.  Vacanti 

Montgomery  (1) 

Nassau  (12) 

Harry  F.  Abe 
Norman  S.  Amer 
Arnold  M.  Behrer,  Jr. 
Ray  S.  Crampton 
Samuel  M.  Gelfand 
Morton  Goldfarb 
Waldemar  F.  Hermann 
Sidney  Mishkin 
Felix  A.  Monaco 
Lawrence  Ravich 
Patricia  G.  Squillace 
Walter  A.  Trenkle 

New  York  (23) 

Shepard  G.  Aronson 
David  M.  Benford 
Irwin  J.  Cohen 
Hugh  C.  Davidson,  Jr. 
Gerald  D.  Dorman 
Edgar  P.  Fleischmann 
Elizabeth  A.  Goessel 
George  Hvams 
Charles  S.  LaMonte 
Vance  Lauderdale,  Jr. 
Klaus  Mayer* 

Aaron  G.  Meislin 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 
Richard  B.  Nolan 


James  E.  C.  Norris 
Andrew  H.  Patterson 
Richard  N.  Pierson,  Jr. 
William  B.  Rawls 
Clifford  L.  Spingarn 
Roger  W.  Steinhardt 
Meyer  Texon 
Jerome  Weiss* 

Niagara  (3) 

Edward  A.  Dunlap,  Jr. 
James  J.  Kropelin 
William  C.  Stein 
Oneida  (77) 

Clarke  T.  Case 
Robert  M.  George 
Robert  B.  Wallace 
Onondaga  (5) 

Robert  B.  Bryant 
Kenneth  S.  K.  Ho* 

Carl  E.  Marlow 
John  T.  Prior 
George  P.  Tilley 
Ontario  (2) 

Erich  Hirsch 
Verne  M.  Marshall 
Orange  (4) 

Albert  A.  Mazzeo 
W.  Brewster  Wolfe 
Orleans  (1) 

Antoine  A.  Nassar 

Oswego  ( 1 ) 

Zia  Segatol-Islami 

Otsego  ( 1 ) 

Rodman  D.  Carter 

Putnam  (1) 

Queens  (16) 

Lester  J.  Candela 
Alexander  M.  De  la  Garza 
Fred  N.  Flatau 
Irving  G.  Frohman 
Leo  Arthur  Green 
Edith  Gutmann 
Joseph  Elements 
Kenneth  F.  Kruger 
Nicetas  H.  Kuo 
Hilda  Ratner 
Felix  R.  Rosenhain 
Paul  B.  Ross 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 
Ezra  A.  Wolff 
Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 
Richmond  (3) 

B.  Basil  Hyman 


Robert  J.  O’Connor 
William  A.  Schwarz 
Rockland  (4) 

Boris  A.  Vanadzin 
St.  Lawrence  ( 1 ) 

Maurice  J.  Elder 
Saratoga  ( 1 ) 

Schenectady  (3) 

Robert  J.  Cassidy 
John  L.  Clowe 
Schoharie  (1) 

Frederick  J.  Michel 
Schuyler  (1) 

Seneca  ( 1 ) 

Paul  C.  Jenks 
Steuben  (2) 

Stanley  B.  Chapman 
Wayne  C.  Templer 
Suffolk  (10) 

William  H.  Bloom 
Stephen  I.  Braitman 
Melvyn  Bruckstein* 

Frank  R.  Collier 
Robert  E.  Fear* 

Nathaniel  B.  Messinger 
Frank  H.  Russell,  Jr.* 

Herman  P.  Saltz 
Melvin  Shuter 
Stanley  A.  Steckler 
Sullivan  (1) 

Tioga  (1) 

John  R.  Scott 
Tompkins  (2) 

E.  James  Fogel,  Jr. 

Ulster  (2) 

John  A.  Cooke,  Jr. 

Frederic  W.  Holcomb,  Jr. 
Warren  ( 1 ) 

Robert  Anthony  Francomano 
Washington  (1) 

Wayne  ( 1 ) 

James  M.  Flanagan 
Westchester  (9) 

William  P.  Clark 
Peter  B.  Farnsworth* 
Armond  V.  Mascia 
Harry  H.  Moorhead 
Richard  L.  Petrillo 
John  A.  Ramsdell 
Thomas  Dignan  Rizzo 
Michael  Sierp 
Charles  Weller 
Wyoming  (1) 

Yates  (1) 

Joseph  J.  Kaufman* 


MEDICAL  SCHOOL  DELEGATES  (12) 

Alfred  A.  Angrist 
Melvin  H.  Becker* 

Thomas  E.  Cardillo* 

Joseph  Theobald  Doyle 
David  A.  Dreiling 
Daniel  Friedman* 

Richard  A.  Konys* 

Stephen  Nordlicht* 


MEDICAL  STUDENT  DELEGATES  (3) 

Douglas  Murphv-Chutorian 
Sharon  A.  Stotsky* 

Chak  Tom* 


*See  summary  for  substitution  for  delegates. 
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SUMMARY  OF  SUBSTITUTION  FOR  DELEGATES 


DISTRICT 


SECTION 


COUNTIES 

Allegany 

Bronx 


Cayuga 

Kings 


Livingston 

Monroe 

New  York 

Onondaga 

Suffolk 


Westchester 

Yates 


— Kavasseri  S.  Agneshwar 

Served  for  Vincent  I.  Maddi 
George  H.  Hanlon 

Served  for  Bernard  J.  Hartnett 

— Robert  S.  Davis 

Voted  for  Abraham  T.  K.  Cockett 
Max  N.  Howard 

Served  9/18  to  9/20  for  Robert  Katz 

— Muhammad  A.  Khan 

Served  for  Robert  G.  Eisenhardt 

— William  G.  Chorba 

Served  for  Aftab  A.  Siddiqtii 
Raul  Pohorille 

Served  for  John  LoCascio 

— Bernard  J.  Hartnett 

Served  for  Frank  T.  Moran 

— William  G.  Dupong 

Voted  for  Paul  Finkelstein 
Milton  M.  Greenberg 
Voted  for  Philip  Cohen 
Hvman  A.  Hauptman 

Served  9/20  for  Nicholas  T.  Leone 
Bernard  Seligman 

Voted  for  Norman  S.  Blackman 
Dorothy  L.  Trice 

Voted  for  George  Liberman 

— Norman  W.  Wetterau 

Served  for  John  W.  Stoll 

— Hildegard  Hirsch 

Voted  for  Ronald  C.  Bruce 
William  A.  Kern,  Jr. 

Served  for  David  A.  Sherman 

— Klaus  Mayer 

Served  for  Oma  H.  Price 
Jerome  Weiss 

Served  for  Melvin  H.  Becker 

— Kenneth  S.  K.  Ho 

Served  for  Richard  A.  Konys 

— Melvyn  Bruckstein 

Served  for  James  A.  Holleran 
Robert  E.  Fear 

Served  for  Daniel  Friedman 
Frank  H.  Russell,  Jr. 

Served  for  John  G.  Egner 

— Peter  B.  Farnsworth 

Voted  for  Edwin  I.  Cleveland 

— Joseph  J.  Kaufman 

Served  for  Frank  L.  Armstrong 


MEDICAL 

SCHOOLS 


MEDICAL 

STUDENTS 


— Melvin  H.  Becker 

Served  for  Ivan  L.  Bennett,  Jr. 
Thomas  E.  Cardillo 

Served  for  Thomas  Franklin  Williams 
Daniel  Friedman 

Voted  for  Tamarath  K.  Yolles 
Richard  A.  Konys 

Served  for  Edward  A.  Wolfson 
Stephen  Nordlicht 

Served  for  Theodore  Cooper 

— Sharon  A.  Stotsky 

Voted  for  Jean  M.  Weigert 
Chak  Tom 

Served  9/19  and  9/20  for  Stephen  N. 
Levy 


Report  of  Tellers 

. . . Speaker  Shanaphv  recognized  William  C.  Stein, 
M.D.,  Chairman,  who  presented  the  following  report: 


Delegates  to  the  American  Medical  Association 


The  following  eight  were  declared  elected  delegates 
to  the  American  Medical  Association,  their  two  year 
terms  of  office  to  start  on  January  1,  1980. 


PISANI,  BERNARD  J 239 

EMERSON,  RALPH  S 229 

COLLINS,  GEORGE  L.,  JR 216 

FINKBEINER,  JOHN  A 216 

CARTER,  JOHN  H 215 

SHERMAN,  CHARLES  D.,  JR 210 

DELUCA,  PAUL  M 209 

KURTZ,  MORTON 70 


The  first  eight  of  the  following  were  declared  al- 
ternate delegates  to  the  American  Medical  Associa- 
tion, their  two-year  terms  of  office  to  start  January 
1,  1980. 


TANENHAUS,  M.  THEODORE  56 

LANDOLT,  ALLISON  B 55 

LIM,  GEORGE 48 

FLANAGAN,  JAMES  M 39 

FONTANETTA,  JOSEPH  R 25 

DENTON,  G.  REHMI  21 

EDWARDS,  SEARS  E 16 

CARTER,  RODMAN  D 5 

PATTERSON,  ANDREW  H 3 
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Closing  Proceedings 

1979-I9H0  House  Committee  on  Bylaws 
. . . Speaker  Shanaphy  announced  the  appointments  to 
the  1979-1980  House  Committee  on  Bylaws  and  charged 
the  committee  with  the  review  of  the  entire  Bylaws,  as  well 
as  the  review  and  update  of  the  Principles  of  Professional 
Conduct. 

Thanks  to  Committees  and  Staff 

. . . Speaker  Shanaphy  thanked  the  convention  com- 
mittees and  the  members  of  the  staff  who  worked  so  hard 
at  the  convention,  as  follows: 

Henry  I.  Fineberg,  M I).,  Executive  Vice-President; 
Edward  Siegel,  M.D.,  Deputy  Executive  Vice-President; 
Eugene  S.  Dombrowski,  Convention  Manager  and  Direc- 
tor, Division  of  Finance;  J.  Richard  Burns,  J.D.,  General 
Counsel;  George  W.  Forrest,  Jr.,  Dinner  Dance  Coordinator 
and  Director,  Division  of  Management  Services;  Alfred  A. 
Angrist,  M.D.,  Editor  of  the  New  York  State  Journal  of 
Medicine,  and  Director,  Division  of  Scientific  Publications; 
Guy  D.  Beaumont,  Director,  Division  of  Communications; 
Max  N.  Howard,  M.D.,  Director,  Division  of  Medical  Ser- 
vices; Bernard  M.  Jackson,  Director,  Division  of  Insurance 
and  Membership  Benefits;  George  J.  Lawrence,  Jr.,  M.D., 
Director,  Division  of  Scientific  Activities;  Martin  J.  Tracey, 
J.D.,  Director,  Division  of  Governmental  Affairs;  William 
D.  Brainin,  Associate  Director,  Division  of  Medical  Ser- 
vices; Philip  Keating,  Assistant  to  Convention  Manager; 
Donald  Moy,  J.D.,  Staff  Attorney;  Pauline  Nodar,  Exec- 
utive Associate;  Paul  Tagliaferro,  J.D.,  Assistant  to  the 
Director  of  the  Division  of  Governmental  Affairs. 

House  of  Delegates:  Irma  A.  Erickson,  Executive  As- 
sociate; Imelda  Morrissey,  Coordinator;  Elizabeth  Ber- 
nards Recorder.  Reference  Committee  Secretaries — Vita 
Chilleme,  Joan  Grimm,  Tina  Koty,  Pauline  Loscalzo, 
Jeanette  Palucci,  Cecilia  Scafuro,  Alice  W heeler,  Gladys 


Wunsch,  and  Dorothy  Zoltowski.  Carol  Raimondi, 
Workroom  Secretary;  Frances  Casey,  Workroom  Aide. 
Registration  Mary  Singer,  Coordinator;  Rose  DiMatteo, 
Lila  Gerber,  Patricia  Mouquin,Joan  Rosenberg,  and  Vic- 
toria Vieari.  Information  Desk — Sandy  Scimeca,  Coor- 
dinator; Angela  Genavola,  and  Cindy  Luberto.  Produc- 
tion Charles  Struzinski,  Coordinator;  John  Brady, 
Jacques  Charlier,  Fred  Mcllroy,  and  Theodore  White. 
Purchasing  Florence  Bambek,  Coordinator. 

Press  Room  Gerald  Sullivan,  Newsroom  Supervisor; 
Mark  Kafka,  Assistant  Director,  Division  of  Communica- 
tions; James  McCloskey,  Editor,  News  of  New  York;  Wil- 
liam Egan,  Regional  Representative,  Downstate  New  York; 
John  Mucci,  Regional  Representative,  Eastern  New  York; 
Deborah  Bostrom,  Katherine  Rapp,  and  Eunice  Skelly. 

Ceneral  Registration:  Robert  Miller,  Coordinator; 

Marie  Cramer,  and  Jack  O’Brien. 

Scientific  Program:  Mollie  Pesikoff,  Coordinator; 

Elizabeth  Daepp,  CME;  Katherine  Heschl,  and  Florence 
Lynch. 

Technical  Exhibits:  Camille  Cunningham,  Coordina- 
tor; Judith  Chiauzzi,  Alice  Cowley,  and  Barbara  Lacey. 

MSS  NY  Exhibit:  Harry  Dexter  and  Sylvia  Frank. 

Spouse  Program:  Susan  DeBlasio 

Convention  Committees:  Arthur  H.  Diedrick,  M.I)., 
Dinner  Dance  Chairman;  Stephen  Nordlicht,  M.D.,  Sci- 
entific Program  Chairman;  Leonard  Ciner,  M.D.,  Scientific- 
Awards  Chairman;  Thomas  S.  Bumbalo,  M.D.,  Scientific 
Exhibits  Chairman. 

Staff  of  the  Sheraton  Centre  New  York:  Martin  Gray, 
Frank  Marino,  Patrick  Conway,  Edward  Kane,  and  Robert 
Kalik. 

American  Medical  Assistants  Association,  New  York 
State  Society:  The  Speaker  expressed  his  thanks  to  the 
members  of  the  AMAA,  N YSS,  who  gave  so  generously  of 
their  time. 


Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to  Speaker 
Shanaphy  and  Vice-Speaker  Eberle  for  their  just  and  ex- 
cellent handling  of  the  meeting  . . . 

Adjournment 

. . . Speaker  Shanaphy  adjourned  the  House  at  10:30  a.m. 
on  Thursday,  September  20,  1979,  sine  die  . . . 
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Resolutions 


Number 

Subject 

Introduced  by 

Page 

79-1 

Members  Who  Have  Been  Dropped  from  the  Roles  of 
Membership  of  the  Component  County  Medical 
Societies  & the  Medical  Society  of  the  State  of  New 
York 

Kings 

519 

79-2 

Unified  Membership  in  County,  MSSNY,  and  AMA 

St.  Lawrence 

519 

79-3 

Direct  Election  of  Councilors  of  the  Medical  Society 
of  the  State  of  New  York  by  District  Branches 

Onondaga 

519 

79-4 

Expiration  Date  on  Drug  Labels 

Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

514 

79-5 

Equitable  Risk  Classifications  in  Medical  Liability 
Premiums 

Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

514 

79-6 

Creation  of  a Medicaid  Committee  of  the  Medical 
Society  of  the  State  of  New  York 

Bronx 

489 

79-7 

The  Cost  Conscious  Physician 

Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

488 

79-8 

Capitol  News 

Onondaga 

422 

79-9 

Voluntary  Accreditation  Program  for  Medical  Data 
Centers 

Erie 

459 

79-10 

Legislation  of  Medical  Data  Centers 

Erie 

460 

79-11 

Ongoing  Public  Relations  Campaign 

Niagara 

430 

79-12 

Storage  of  Medical  Records  as  a Membership  Benefit 

James  M.  Flanagan,  M.D.,  as  an 
Individual 

430 

79-13 

Henry  I.  Fineberg,  M.D.  and  Chiropractic 

Kings 

387 

79-14 

Medical  Society  of  the  State  of  New  York  Dues  for 
Interns  & Residents 

Onondaga 

520 

79-15 

Increase  in  Physician  Fees  Under  the  Medicaid 
Program 

Edward  C.  Sinnott,  M.D.,  Delegate, 
Section  on  Anesthesiology 

514 

79-16 

Demographic  Survey  of  Physicians  in  New  York  State 

Suffolk 

403 

79-17 

Membership  Recruitment  Campaign 

Suffolk 

366 

79-18 

Health  Coordinator  in  Elementary  Schools 

Queens 

459 

79-19 

Litigation  to  Test  the  No-Fault  Reform  Act  of  1977 

John  D.  States,  M.D.,  Delegate,  Section 
on  Orthopaedic  Surgery 

515 

79-20 

Litigation  Costs  for  Generic  Issues 

John  D.  States,  M.D.,  Delegate,  Section 
on  Orthopaedic  Surgery 

515 

79-21 

Financial  Support  for  Litigation 

John  D.  States,  M.D.,  Delegate,  Section 
on  Orthopaedic  Surgery 

516 

79-22 

Containment  of  Medical  Costs 

Queens 

490 

79-23 

Rates  for  Medical  Services  Under  the  Workers’ 
Compensation  Medical  Fee  Schedule 

Queens 

490 

79-24 

Use  of  Tax  Laws  to  Control  Scientific  Organizations 

Queens 

516 

79-25 

Cost  Reduction  in  Medical  Care  of  the  Elderly 

Queens 

517 

79-26 

Modification  of  Scope  of  Practice  by  Physician’s 
Assistants 

Leo  A.  Green,  M.D.,  as  an  Individual 

490 

79-27 

Age  Qualification  for  Entitlement  to  Life  Membership 
for  Practicing  Physicians 

Queens 

520 

79-28 

Special  Consideration  for  Limited  Practice 

Queens 

430 

79-29 

Authorization  Practices  by  Certain  Carriers 

John  D.  States,  M.D.,  Delegate,  Section 
on  Orthopaedic  Surgery 

491 

79-30 

Countersuits  in  Malpractice  Actions 

Queens 

517 

79-31 

Past  House  of  Delegates  Actions  on  Content  of 
Submitted  Resolutions 

Westchester 

421 

79-32 

Katharine  L.  Friedman  Crescenzi,  M.D. 

Westchester 

316 

79-33 

Reimbursement  for  Medical  Care  Under  the  Medicaid 
Program 

Chautauqua 

514 

79-34 

Continuing  Medical  Education  Credits 

Sixth  District  Branch 

460 

79-35 

Reasonable  Charges  to  Nonmembers  by  County 
Medical  Societies  for  Processing  Workers’ 
Compensation  Rating  Forms 

Monroe 

491 

79-36 

800  “Wats”  Telephone  Line 

Leonard  Weitzman,  M.D.,  as  an 

422 

Individual 
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79-37 

Number  and  Assignment  of  Councilors 

Westchester 

521 

79-38 

Vacancies  and  Succession 

Westchester 

521 

79-39 

Life  Membership 

Nassau 

522 

79-40 

Fast  President  of  AMA  A Member  of  the  Medical 
Society  of  the  State  of  New  York  House  of  Delegates 
for  Life 

New  York 

522 

79-41 

Time  Limitation  for  Processing  Medical  Claims 

Broome 

492 

79-42 

Medicaid  Fee  Schedule 

Broome 

515 

79-43 

Compliance  with  Continuing  Medical  Education 
Requirements 

Edward  Siegel,  M.D.,  as  an  Individual 

522 

79-44 

Medical  Society  of  the  State  of  New  York  Funding  of 
Students  to  AMA  Conventions 

Student  Membership 

431 

79-45 

Closure  of  Metropolitan  Hospital,  New  York  City 

Student  Membership 

492 

79-40 

Health  Education  and  Illness  Prevention 

Section  on  Preventive  Medicine  and 
Public  Health 

489 
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Accident  and  Injury  Prevention:  Report,  page  448 
Accountants,  Certified  Public:  Report,  page  352 
Addresses  to  the  House,  page  318 
Aging  and  Nursing  Homes:  Report,  page  433 
Alcoholism 

Dual  Classification  in  ICD,  page  451 
Report,  page  450 

American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc. 

Address  by  Past  President,  page  328 
Advisory  Committee  Report,  page  429 
American  Medical  Association 

Executive  Vice  President:  Address,  page  321 
Delegates,  Election  of,  page  526 

House  of  Delegates,  Important  Actions  of,  pages  391  and 
394 

Immediate  Past  President:  Address,  page  318 
Medical  Students,  MSSNY  Funding  of  to  Attend  Con- 
ventions (79-44),  page  431 

Membership  Requirements  for  Delegates  to  MSSNY 
(78-9),  page  341 

New  York  Delegation:  Reports,  pages  388  and  392 
Resolutions  submitted  by  New  York  Delegation 
December,  1978  Meeting,  page  389 
July,  1979  Meeting,  page  393 
Amphetamines,  Limited  to  Use  in  Hyperactive  Children 
and  Narcolepsy,  page  453 
Annual  Meeting  of  MSSNY,  page  523 
Athletic  Trainers,  Legislation  re,  page  455 
Authorization  Practices  by  Carriers  (79-29),  page  491 
Auxiliary  to  the  Medical  Society  of  the  State  of  New  York: 
Address  of  President,  page  327 
Awards 

Albert  H.  Douglas,  M.D.,  Memorial  Teaching  Award: 
Presentation  to  Lucy  Squire,  M.D.,  page  331 
Albion  O.  Bernstein,  M.D.  Award:  Presentation  to  Paul 
E.  Lacey,  M.D.,  page  331 

Certificate  of  Appreciation:  Presentation  to  Donald  J. 
Pager,  J.D.,  of  the  Medical  Liability  Mutual  Insurance 
Company,  page  332 
Fifty-Year  Citations,  page  333 

President’s  Citizenship  Award:  Presentation  to  Paul  J. 
Rosch,  M.D.,  page  330 

Redway  Award:  Presentations  to  Tin  Han,  M.D.,  and 
Jun  Minowada,  M.D.,  page  331 
Scientific  Exhibits  Awards:  Lincoln  Medical  and  Mental 
Health  Center,  F.  Wesner  Fleurant,  M.D.,  Justin 
Alexander,  Ph.D.,  and  Ralph  A.  Pici,  M.D.,  page 
332 

Vice-President’s  Medal:  Presentation  to  Ralph  M. 
Schwartz,  MJ).,  page  331 

William  Hammond  Award  for  Distinguished  Service: 
Presentation  to  Melvin  D.  Yahr,  M.D.,  page  331 
Axelrod,  David,  M.D.:  Address,  page  323 
Balloting,  page  524 

Budget  and  Finance:  Reports,  pages  361  and  362 
Bylaws 

Amendments  Adopted 

Lowering  of  Dues  and  Assessments  Levied  for  Active 
Members  of  MSSNY  in  Residency  Training  (78-3), 
page  340 

Further  Clarification  of  the  Function  of  the  Council 
of  MSSNY  (78-5),  page  34  I 


Amendments  Not  Adopted 

Requirement  of  Licensure  for  Membership  in 
MSSNY  (77-5),  page  336 

Requirement  of  New  York  State  Licensure  for 
Membership  in  MSSNY  (77-6),  page  336 
Direct  Election  of  Councilors  by  District  Branches 
(78-1),  page  337 

Annual  Remuneration  for  President  and  President- 
Elect  for  MSSNY  (78-2),  page  339 
Nominations  of  Candidates  for  Elective  Offices  of 
MSSNY  (78-4),  page  340 
Retirement  (78-7),  page  341 

Election  of  Councilors  of  MSSNY  by  Districts  (78-8), 
page  338 

AMA  Membership  Requirements  for  Delegates  to 
MSSNY  (78-9),  page  341 

Interspecialty  Committee  to  be  Represented  as  a 
Voting  Member  of  the  Council  (78-10),  page  342 
Amendments  Proposed 

Members  Who  Have  Been  Dropped  from  the  Rolls  of 
Membership  of  the  Component  County  Medical 
Societies  and  MSSNY  (79-1 ),  page  519 
Unified  Membership  in  County,  MSSNY,  and  AMA 
(79-2),  page  519 

Direct  Election  of  Councilors  of  MSSNY  by  District 
Branches  (79-3),  page  519 

MSSNY  Dues  for  Interns  and  Residents  (79-14),  page 

520 

Age  Qualification  for  Entitlement  to  Life  Membership 
for  Practicing  Physicians  (79-27),  page  520 
Number  and  Assignment  of  Councilors  (79-37),  page 

521 

Vacancies  and  Succession  (79-38),  page  521 
Life  Membership  (79-39),  page  522 
Past  President  of  AMA  - A Member  of  the  House  of 
Delegates  of  MSSNY  for  Life  (79-40),  page  522 
Compliance  with  Continuing  Medical  Education 
Requirements  (79-43),  page  522 
House  Committee  on:  Report,  page  336 
Reference  Committee  Report  , page  519 
Cancer 

Remedy  Act,  page  435 
Report,  page  434 

Symposium  on  Physicians’  Role  in  Treatment  of  Ad- 
vanced Cancer,  page  439 
Capitol  News,  MSSNY,  (79-8),  page  422 
Cardiovascular  Disease:  Report,  page  439 
Carter,  John  H.,  M.D.:  Address,  page  329 
Child  Abuse:  Report,  page  451 
Chiropractic 
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GEARING  OF 
DEPRESSION 


ANTIDEPRESSANT 
EFFECTIVENESS  C 
with  convenient  • 
once-o-doy 
h.s.  dosage* 

SINEQUAN 

(DOXEPIN  HCI) 

150-mg+,  100-mg,  75-mg,  50-mg,  25-mg, 
10- mg  CAPSULES  and  ORAL  CONCENTRATE, 
10  mg/ml,  in  120-ml  (4-oz)  bottles 


*The  rorol  doily  dosage  of  Sinequon,  up  to  150  mg,  moy  I 
administered  on  a once-o-doy  schedule  without  loss  of  effectiveness. 

+The  150-mg  capsule  strength  is  intended  for  moinfenonce  therapy 
only  ond  is  not  recommended  for  initiation  of  treatment. 


See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  ond  adverse  reactions. 


ANTIDEPRESSANT 

EFFECTIVENESS 

SINEQUAN' 

(DCXEPINHCI) 


CONVENIENT  ONCE-A-DAY  h.s.  DOSAGE 

which  moy  improve  patient  compliance.  The  total 
doily  dosoge,  up  to  1 50  mg  per  doy,  moy  be  given 
on  o once-o-doy  schedule  without  loss  of  effec- 
tiveness. Sinequan  moy  also  be  given  on  o 
divided  dosoge  schedule,  up  to  300  mg  per  doy 

PROMINENT  SEDATIVE  EFFECT 

which  may  help  to  relieve  the  difficulty  in  foiling 
ond  staying  asleep,  ond  the  early-morning 
awakening  often  ossocioted  with  depression. 


150-mg*  100-mg.  75-mg,  50-mg,  25-mg, 

1 0-mg  CAPSULES  ond  OPAL  CONCENTRATE . 
1 0 mg/ml,  in  1 20-ml  (4-oz)  borrles 


ESTABLISHED  ANTIANXIETY  ACTIVITY 

to  help  alleviate  the  anxiety  which  often  accom- 
panies clinical  depression. 


USUALLY  WELL  TOLERATED 

At  doses  up  to  1 50  mg  per  doy  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guonethidine  ond  relofed  compounds.  Tachy- 
cardia ond  hypotension  hove  been  reported 
occasionally.  Drowsiness  is  the  most  commonly  ob- 
served side  effect.  Dry  mouth,  blurred  vision,  consti- 
pation ond  urinary  retention  hove  been  reported. 


EXTENDED  RANGE 

*The  1 50-mg  capsule  strength  is  intended  for  OF  DOSAGE  STRENGTHS 

maintenance  therapy  only  and  is  not  recommended  for  flexibility  in  individualizing  therapy, 

for  initiation  of  treatment. 


BRIEF  SUMMARY 

SINEQUAN"  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug, 
and  in  patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
out,  particularly  m older  patients.  Possibility  of  cross  sensitivity  with  other  dibenzoxepmes  should 
be  kept  in  mind 

Warnings.  The  once-a-day  dosage  regimen  ot  SINEQUAN  (doxepin  HCI)  in  patients  with  inter 
current  illness  or  patients  taking  other  medications  should  be  carefully  adjusted  This  is 
especially  important  in  patients  receiving  other  medications  with  anticholinergic  effects. 

Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient  s condition 

Usage  in  Pregnancy:  Reproduction  studies  performed  in  animals  have  shown  no  evidence  of 
harm  to  the  animal  fetus  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug, 
safety  in  pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant. 

Usage  in  Children:  Usage  m children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therelore.  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  this  drug  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered  and  the  dosage  involved 
Usage  with  Alcohol:  it  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
important  ir.  patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  of 
that  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated 
Since  suicide  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen. 

Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEOUAN 

Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
contusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramidal 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally. 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosmophilia  has  been  reported  in  a few  patients  There  have  been  occasional 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  thrombo- 
cytopenia, and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
ol  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
reported  with  tricyclic  administration. 

Other  Dizziness,  tinnitus,  weight  gam.  sweating,  chills,  faligue,  weakness,  flushing,  jaundice, 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects. 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  01 
decreased  at  appropriate  intervals  and  according  to  individual  response  The  usual  optimum 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase  to 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg/day 

in  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organic 
disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  controlled  on  doses  as  low 
as  25-50'mg/day. 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  or  once-a-day 
dosage  schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  is 
150  mg/day  This  dose  maybe  given  at  bedtime  The  150  mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effect 
may  not  be  evident  for  two  to  three  weeks. 

Overdosage 

A Signs  and  Symptoms 

1 Mild  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  and  I 
tachycardias 

Also:  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileus).  I 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes. 

B Management  and  Treatment 

1 Mild:  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe:  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressive  I 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  to  1 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbed  I 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lavage  I 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patients 
and  assisted  ventilation  used  if  necessary,  EKG  monitoring  may  be  required  for  several  days,  I 
smee  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  the  i 
appropriate  antiar rhythmic  agent.  It  has  been  reported  that  many  of  the  cardiovascular  and  CNS  <1 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  mtra-  I 
venous  administration  of  1 mg  to  3 mg  of  physostigmine  salicylate  Because  physostigmme  is  I 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respond  to  I 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  depres-  1 
sion  Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosage  I] 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg.  75  mg,  I 
and  100  mg  doxepin  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (10  x 10's)  25  mg  and  I 
50  mg  doxepin  bottles  of  100,  1000.  5000,  and  unit-dose  packages  of  100  (1 0 x 10's)  150  mg  I 
doxepin:  bottles  of  50,  500,  and  unit  dose  packages  of  100  (10  x 10's)  SINEQUAN  Oral  «' 
Concentrate  ( 10  mg/ml)  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated  I 
at  5 mg,  10  mg,  15  mg,  20  mg,  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg  I 
doxepin  Just  prior  to  administration,  SINEQUAN  Oral  Concentrate  should  be  diluted  with  I 
approximately  120  ml  of  water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or  I 
pineapple  juice.  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  of  1 1 
carbonated  beverages  For  those  patients  requiring  antidepressant  therapy  who  are  on  1 1 
methadone  maintenance.  SINEQUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed  I 
together  with  Gatorade",  lemonade,  orange  juice,  sugar  water,  Tang*,  or  water,  but  not  with  | ■ 
grape  juice  Preparation  and  storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request. 
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Abstracts 


Rahbar,  S.:  Glycosylated  hemoglobins;  history,  bio- 

chemistry, and  clinical  implications,  New  York  State  J. 
Med.  80:  553  (Mar.)  1980. 

Glycosylated  hemoglobins  are  minor  hemoglobin  com- 
ponents in  human  red  cells.  They  are  closely  related 
structurally  to  adult  human  hemoglobin  and  are  formed 
nonenzymatically  by  the  condensation  of  glucose  or  other 
reducing  sugars  with  hemoglobin  A.  The  fact  that  glyco- 
sylated hemoglobin  has  a two-  to  three-fold  elevation  in 
diabetic  patients  has  focused  much  interest  to  investigate 
the  structure  and  function  of  these  modified  hemoglobins, 
as  well  as  the  clinical  implication  and  possible  correlation 
of  these  components  with  complications  of  the  disease. 
Glycosylated  hemoglobin  has  been  proved  to  be  a useful 
indicator  for  assessing  the  control  of  diabetes  mellitus.  A 
brief  review  of  the  history,  current  investigations  on  the 
biochemistry,  biosynthesis,  and  clinical  implications  of 
glycosylated  hemoglobins  is  offered. 

Rosner,  F.,  and  Grunwald,  H.  W.:  Multiple  myeloma 
and  Waldenstrom’s  macroglobulinemia  terminating  in 
acute  leukemia;  review  with  emphasis  on  karyotypic  and 
ultrastructural  abnormalities,  New  York  State  J.  Med. 
80:  558  (Mar.)  1980. 

Patients  with  the  syndrome  of  acute  leukemia  occurring 
as  a terminal  event  in  multiple  myeloma  and  Walden- 
strom’s macroglobulinemia  are  analyzed.  The  syndrome 
often  includes  a preleukemic  period  characterized  by  sev- 
eral weeks  to  months  of  pancytopenia  and/or  dyserythro- 
poiesis  with  or  without  the  presence  of  ringed  sideroblasts 
in  the  bone  marrow.  These  changes  may  be  related  to 
previous  chemotherapy,  especially  melphalan  and  cyclo- 
phosphamide. Radiation  may  also  play  a role.  The  syn- 
drome of  acute  leukemia  in  multiple  myeloma  is  also  as- 
sociated with  a refractoriness  to  antileukemic  chemo- 
therapy and  with  a very  short  survival.  There  is  a dis- 
proportionately high  frequency  of  the  myelomonocytic  or 
monocytic  variety  of  acute  leukemia  with  an  accompanying 
increase  in  serum  and/or  urinary  lysozyme  levels.  Also 
typical  of  this  syndrome  is  the  occurrence  of  chromosomal 
aberrations,  mostly  hypodiploidy  but  also  hyperdiploidy. 
A marker  chromosome  is  often  present,  and  the  Philadel- 
phia chromosome  has  been  observed  in  at  least  two  pa- 
tients. Whether  melphalan  is  the  direct  or  indirect  cause 
of  the  increased  frequency  of  occurrence  of  acute  leukemia 
in  patients  with  multiple  myeloma,  approximately  1 to  7 
percent  in  several  series,  and  of  Waldenstrom’s  macro- 
globulinemia too,  or  whether  the  prolonged  survival  in- 
duced by  this  and  other  drugs  may  have  unmasked  a 
hitherto  unrecognized  aspect  of  the  natural  history  of 
myeloma  cannot  be  answered  with  certainty.  The  evi- 
dence seems  to  favor  the  former. 

Khan,  M.  Y.,  Maltzman,  B.,  and  Jonnard,  R.:  Carci- 
noma of  esophagus;  autopsy  reports,  New  York  State  J. 
Med.  80:  575  (Mar.)  1980. 


A retrospective  study  of  etiologic  factors  in  68  well- 
documented  autopsied  cases  of  esophagocarcinoma  is 
presented.  Dysphagia,  weight  loss,  and  anemia  were  the 
most  common  presenting  symptoms;  70  and  75  percent  of 
patients  died  within  six  months  following  diagnosis,  and 
nine  months  following  the  onset  of  symptoms,  respectively. 
Among  the  associated  findings,  dental  deterioration  and 
poor  oral  hygiene  were  present  in  90  percent  of  cases;  heavy 
smoking  and  heavy  drinking  indicated  probable  strong 
synergistic  roles.  Race  and  occupation  showed  only  a weak 
correlation  statistically  and  could  very  well  be  attributed 
to  socioeconomic  factors  alone,  and  not  to  any  racial  factors 
per  se.  On  the  other  hand,  correlation  between  race  and 
age  is  weak,  but  is  probably  significant  in  both  racial 
groups. 

Garvey,  J.:  Reflux  control  after  esophagogastrostomy, 
New  York  State  J,  Med.  80:  589  (Mar.)  1980. 

Twenty-three  dogs  are  studied  to  determine  the  physi- 
ologic parameters  operative  in  constructing  a competent 
one-way  valve  after  esophagogastrostomy.  At  least  3 cm. 
of  invaginated  esophagus  are  required  with  complete 
fundic  wrap  around  to  prevent  reflux.  The  hydrostatic 
principles  on  which  this  type  of  valve  depends  are  illus- 
trated. It  is  shown  that  with  competence  of  this  valve  in- 
creasing intragastric  pressures  do  not  cause  reflux. 

Wright,  I.  S.:  Statistics — master  or  tool?,  New  York 
State  J.  Med.  80:  605  (Mar.)  1980. 

Physicians  justifiably  entertain  a healthy  skepticism 
regarding  published  clinical  observations,  at  least  until 
confirmed  by  others.  The  disciplines  of  advanced  statis- 
tical and  computerized  analysis  are  rather  recent  arrivals 
in  the  ancient  field  of  medicine.  It  was  hoped  that  they 
would  clarify  issues  and  answer  some  questions  beyond  the 
capacity  of  the  clinician,  and  to  some  degree  that  has  been 
true.  However,  the  results  of  statistical  analysis  cannot 
be  one  whit  better  than  the  original  clinical  data  fed  into 
the  system.  Therefore,  the  observations  of  the  clinician 
still  provide  the  solid  foundation  for  such  studies,  and  these 
observations  and  interpretations  remain  as  important  as 
ever.  Statistical  analysis,  while  potentially  valuable,  also 
adds  factors  which  are  also  capable  of  error,  misinterpre- 
tation, and  manipulation.  A generation  of  physicians  has 
now  developed  in  the  statistical  milieu  and  their  ready 
acceptance  of  the  conclusions  drawn  from  such  studies  is 
understandable.  However,  many  studies  planned  with  the 
aid  of  statisticians  have  later  been  subjected  to  severe 
criticism  by  other  equally  qualified  statisticians.  Exam- 
ples are  quoted  in  this  manuscript.  It  is  suggested  that 
studies  of  this  type  should  be  regarded  with  double  skep- 
ticism based  on  the  possibility  of  clinical  and  then  statis- 
tical error.  Statistics  should  be  regarded  as  a helpful  tool 
when  used  with  care  and  skill,  but  never  a substitute  for  the 
thinking  of  physicians. 
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Elimination  of  hospital  beds 

To  the  Editor:  I read  your  editorial  in  the  July,  1979, 
Journal  about  the  effect  of  the  elimination  of  hospital  beds 
on  the  practice  of  medicine.* 

I recall  that  when  Marion  Folsum,  a former  Kodak  of- 
ficial, became  head  of  HEW,  he  strongly  advocated  the 
elimination  of  unnecessary  hospital  beds  and  100  percent 
occupancy  of  the  remaining  hospitals.  I am  sure  this  is 
excellent  business  for  a large  organization  such  as  Kodak; 
elimination  of  all  small  competitors  and  100  percent  op- 
erational efficiency  of  the  big  corporation. 

Unfortunately  this  theory  does  not  hold  true  for  good 
medical  practice.  The  small  private  hospital  gives  more 
humane  and  less  expensive  medical  care  than  the  big  uni- 
versity, municipal,  or  heavily  endowed  larger  hospitals. 
No  hospital  should  ever  be  more  than  80  percent  occupied, 
so  as  to  allow  for  proper  transfer  of  patients,  ready  ad- 
mission for  all  emergencies,  and  protection  of  the  staff  from 
excess  patient  demands.  We  need  more  hospital  beds  in 
more  small  hospitals  with  excellent  administrators. 

LEONARD  L.  ZINKER,  M.D. 

Box  24 
Lewis,  N.Y.  12950 

The  above  letter  was  referred  to  the  author  of  the  origi- 
nal editorial  and  he  just  wished  to  note  that  the  thoughts 
expressed  in  the  “Letter  to  the  Editor”  are  not  in  keeping 
with  what  is  considered  good  hospital  administration  by 
many,  if  not,  most  hospital  administrators.  This  does  not 
necessarily  eliminate  the  propriety  of  consideration  of  the 
point  of  view  expressed  in  the  “Letter  to  the  Editor”  from 
the  standpoint  of  physicians  and  possibly  some  patients 
too. 

A.A.A 

Saccharin  in  potassium  supplements 

To  the  Editor:  It  is  difficult  to  understand  why  liquid 
potassium  chloride  preparations,  as  well  as  individual  dose 
packages  in  powder  or  tablet  forms,  sold  by  pharmaceutical 
companies  under  a variety  of  names,  contain  saccharin 
without  mentioning  at  all  on  the  labels  that  this  potentially 
carcinogenic  chemical  is  added  to  the  products.  Even  in 
pamphlets  which  accompany  the  medications  with  the 
instructions,  no  mention  is  made  of  the  fact  that  the 
sweetener  contained  in  the  product  is  saccharin. 

All  products  containing  saccharin  should  state  this  fact 
on  the  label.  Recently,  supermarkets  and  groceries  selling 
products  containing  saccharin  have  been  required  to  post 
prominently  a warning  that  such  products  contain  sac- 
charin. The  posters  required  by  law  to  be  displayed 
prominently,  inform  that  all  foods  which  contain  saccharin 
will  soon  bear  the  following  warning:  “Use  of  this  product 
may  be  hazardous  to  your  health.  This  product  contains 
saccharin  which  has  been  determined  to  cause  cancer  in 
laboratory  animals.” 

* A. A. A.:  The  effect  of  the  elimination  of  hospital  beds  on  the 
practice  of  medicine,  New  York  State  J.  Med.  79:  1171  (July) 
1979. 
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Revised  primer  for  spinal 
cord  injury 

A primer  for  spinal  cord  injured  has  been  revised  and  can 
be  obtained  by  writing  to  the  New  York  Regional  Spinal 
Cord  Injury  Center,  New  York  University  Medical  Center 
Institute  of  Rehabilitation  Medicine,  400  East  34th  Street, 
New  York,  New  York  10016.  The  primer,  “Spinal  Cord 
Injury;  a guide  for  care,’’  was  supported  in  part  by  the 
Department  of  Health,  Education,  and  Welfare,  Reha- 
bili-Grant  # 13-P-55868/2. 

Publication  available  on:  The  Older  Woman: 
continuities  and  discontinuities 

Women  in  the  65  and  older  age  group  are  the  fastest 
growing  segment  of  the  U.S.  population,  with  13.9  million 
older  women  (versus  9.5  million  older  men)  in  1977  ex- 
pected to  increase  to  33.4  million  women  (versus  22.4  mil- 
lion men)  by  the  year  2035.  Yet  the  needs  and  achieve- 
ments of  the  older  women  have  largely  been  overlooked. 

In  recognition  of  this  situation,  a report  on  a workshop 
on  The  Older  Woman:  Continuities  and  Discontinuities 
(NIH  Publication  No.  79-1897)  has  just  been  published. 
The  workshop  was  held  September  14-16,  1978,  on  the 
NIH  Campus  in  Bethesda,  Maryland. 

Sponsored  jointly  by  the  National  Institute  on  Aging  and 
the  National  Institute  of  Mental  Health,  The  Older 
Woman:  Continuities  and  Discontinuities,  explores  a 
wide  range  of  issues  including:  physical  and  mental  health 
of  older  women,  delivery  of  health  services,  the  family  and 
social  systems  of  older  women,  and  labor  force  participa- 
tion and  retirement.  Other  areas  examined  include: 
diversities  among  older  women,  and  key  demographic 
issues  concerning  women  over  70. 

To  obtain  single  copies  of  The  Older  Woman:  Con- 
tinuities and  Discontinuities,  write  to:  Expand  Asso- 
ciates, Inc.,  Attention:  Jim  Giglio,  8630  Fenton  Street 
Suite  508,  Silver  Spring,  Maryland  20910. 

Fellowship  status  conferred 

Over  150  physicians  and  surgeons  were  conferred  with 
Fellowship  status  in  the  American  College  of  Chest  Phy- 
sicians during  formal  ceremonies  held  at  the  ACCP’s  45th 
Annual  Scientific  Assembly,  November  7th  at  the  Hyatt 
Regency  Hotel,  Houston,  Texas.  The  following  New  York 
State  physicians  were  inducted:  Francis  V.  Adams,  M.D., 
New  York  City;  Venkataraman  Balu,  M.D.,  Buffalo; 
Mordecai  Bluth,  M.D.,  Woodmere;  Joseph  S.  Chiaramonte, 
M.D.,  Bay  Shore;  Rajunder  K.  Chitkara,  M.D.,  Jamaica; 
Ming  T.  Chuang,  M.D.,  Orangeburg;  Santi  R.  Dhar,  M.D., 
Brooklyn;  Osvaldo  J.  Fulco,  M.D.,  East  Meadow;  Lateef 
O.  Giwa,  M.D.,  Huntington;  Mark  John  Granada,  M.D., 
New  York  City;  Melvin  Holden,  M.I).,  Plainview;  Mansoor 
Jelveh,  M.D.,  New  York  City;  Stephan  L.  Kamholz,  M.D., 
Bronx;  Youngich  Lee,  M.D.,  New  York  City;  Vichai  Lo- 
Material  for  inclusion  in  the  medical  news  sectior  must  be 
received  eight  weeks  prior  to  publication  date. 


tongkhum,  M.D.,  New  Hyde  Park;  Jesvant  G.  Mehta,  M.D., 
Mamaroneck;  Abraham  D.  Merov,  M.D.,  Bronx;  Gerald 
Moss,  M.D.,  Troy;  Clement  Y.  Osei,  M.D.,  Spring  Valley; 
Augusto  D.  Pichard,  M.D.,  Scarsdale;  Bala  Hari  Pillai, 
M.D.,  West  Hampton  Beach;  Robert  A.  Poirier,  M.D., 
Syracuse;  David  S.  Pratt,  M.D.,  Cooperstown;  Thakor  C. 
Rava,  M.D.,  The  Bronx;  Alan  S.  Rosenberg,  M.D.,  Roslyn; 
Ronald  I.  Ryzoff,  M.D.,  Hewlett  Bay  Park;  Delfin  S.  San- 
tos, M.D.,  Garden  City;  Devendra  Kumar  Singh,  M.D., 
East  Moriches;  Gary  E.  Veith,  M.D.,  Bay  Shore;  Chin-sun 
Yang,  M.D.,  Rockville  Centre;  Jerome  S.  Zacks,  M.D.,  New 
York  City;  and  Steven  M.  Zeldis,  M.D.,  New  Hyde  Park. 

‘Patients’  teach  physicians  techniques 
for  exams 

State  University  at  Buffalo  medical  students  are  learning 
how  to  reduce  patients’  anxiety,  discomfort  and  embar- 
rassment during  gynecologic  examinations  with  the  aid  of 
teaching  “surrogate”  patients. 

The  four  surrogates,  who  are  professionals  in  teaching 
and  other  fields,  also  help  the  students  learn  the  technical 
aspects  of  the  examination.  Carefully  selected  and  in- 
tensively trained,  the  surrogates  must  be  patients,  on  whom 
students  learn  to  perform  the  exams,  but  they  must  also 
be  teachers,  who  know  when  and  how  to  correct  the  stu- 
dents. 

Physicians 

1)  Do  you  need  some  extra  income?  2)  Do  you  need  a 
periodic  break  in  the  office  or  hospital  routine?  3)  Do  you 
need  a boost  in  your  pension  plans  to  offset  inflation? 

The  New  York  Air  National  Guard  at  Westhampton 
Beach  needs  competent  physicians,  specifically  but  not 
limited  to:  internists,  family  practitioners,  and  general 
practitioners. 

Must  have  one  weekend  per  month  available  for  unit 
training  and  a 15-day  period  per  year  for  active  duty 
training.  Possibility  for  aviation  medicine  training  exists. 
Work  involves  physical  examinations,  sick  call  and  emer- 
gency medicine,  some  teaching,  some  disaster  exercise 
training,  and  some  administrative  duties.  Unit  facilities 
new.  Mission  of  the  parent  unit  is  medical  rescue. 

If  interested,  please  contact:  Sanford  M.  Markham, 
M.D.,  335  Meeting  House  Lane,  Southampton,  New  York 
11968,  516-283-0918;  or  106th  USAF  Clinic  NYANG, 
Suffolk  County  Airport,  Westhampton  Beach,  New  York 
11978;  516-288-4200,  ext.  247. 

Here  and  there 

Appointed:  Fred  Rosen,  M.D.,  associate  head  of  the 

Cancer  Drug  Center,  Roswell  Park  Memorial  Institute, 
Buffalo,  has  been  appointed  Associate  Institute  Director 
for  Scientific  Affairs. 

Awarded:  Brian  Hoffman,  M.D.,  New  York  City,  The 
David  Hosack  Professor  and  Chairman,  Department  of 

continued  on  page  670 
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Editorials 


Governmental  regulations  can  be  good,  but  also  bad,  or  even  tyrannical 


In  Alessandro  Manzoni’s  classic  novel  on  life  in 
early  17th  Century  Italy,*  the  tyranny  of  government 
by  decree  is  depicted  with  chilling  accuracy.  Now, 
more  than  300  years  later,  in  our  modern  represen- 
tative democracy,  it  would  seem  that  this  practice 
still  persists.  Government  by  legislation  can  err,  but 
usually  a system  of  checks  and  balances  exerts  a 
corrective  influence.  The  creation  of  semi-autono- 
mous governmental  agencies  with  rule-making  power 
carries  with  it  the  serious  danger  that  the  decisions 
of  a few  may  cause  difficulties  for  the  many. 

On  October  12, 1979,  in  the  Federal  Register,  vol. 
44,  no.  199,  the  Department  of  Health,  Education, 
and  Welfare  issued  a Notice  of  Proposed  Rulemaking 
titled  Clinical  Laboratories;  Personnel  Standards. 
The  suggested  rules  are  overly  stringent  and  so  mis- 
guided that  implementation  would,  first,  decrease  the 
quality  of  medical  care  in  this  country  and,  second, 
add  considerable  cost  at  a time  when  the  economics 
of  health  care  is  already  more  expensive  than  the 
public  pocketbook  can  afford. 

Under  the  heading  Laboratory  Director,  the  fol- 
lowing statement  is  made1: 

Since  specific  accountability  for  the  accuracy  and  reli- 
ability of  laboratory  tests  is  placed  on  individuals  qual- 
ified as  technical  supervisors  and  bench  supervisors, 
the  current  requirements  for  qualifying  as  a laboratory 
director  . . . are  replaced  with  a less  burdensome  re- 
quirement ...  . Any  person  who  can  qualify  as  a 

technical  supervisor  can  therefore  qualify  as  a labora- 
tory director  ...  . A laboratory  director,  however, 

has  no  line  authority  for  a technical  matter  unless  he  or 
she  is  the  designated  technical  supervisor  for  that  spe- 
cialty area. 

This  completely  ignores  the  role  of  the  pathologist 
as  physician.  Clinical  laboratory  medicine  is  an 
applied  science.  If  the  clinical  application  of  labo- 
ratory data  is  incorrect,  a laboratory  test,  no  matter 
how  well  performed  technically,  may  be  of  no  use  and 
in  fact  invalid.  Thus,  the  evaluation  of  the  quality 
of  a clinical  laboratory’s  work  must  be  on  medical  as 
well  as  technical  grounds.  Technical  expertise 
without  medical  direction  will  not  do.  Choices  of 
which  tests  to  perform  and  their  availability  must 
reflect  clinical  needs.  Selection  of  test  procedures 
must  take  into  account  the  accuracy  and  precision 

* Manzoni,  Alessandro,  The  Betrothed  (/ Promessi  Sposi),  New 
York,  Dutton  1961. 

1 Federal  Register,  vol.  44,  no.  199,  Friday,  October  12,  1979, 
Proposed  Rules,  p.  58925,  column  2. 


needed  for  medical  decision-making.  In  some  cases, 
clinical  needs  may  dictate  the  use  of  a less  accurate 
though  more  rapid  way  of  performing  a test.  A good 
laboratory  offers  clinical  consultation  with  all  phy- 
sicians ordering  specific  procedures  to  help  solve 
problems  in  diagnostic  and  therapeutic  medicine. 
While  all  these  functions  obviously  require  a 
knowledge  of  medicine,  the  proposed  regulation 
would  relegate  them  to  “technical”  or  “bench  su- 
pervisors” who  do  not  have  the  requisite  medical 
training.  Even  worse,  the  proposed  rule  would 
completely  delete  the  authority  that  a medically- 
trained  laboratory  director  must  have  in  order  to 
function.  The  result  would  be  that  the  practice  of 
laboratory  medicine,  for  which  physicians  special- 
izing in  pathology  spend  years  in  training,  would  be 
“against  the  rules.”  Thus  the  proposal  is  arbitrary 
and  unrealistic,  and  would  reduce  the  quality  of  pa- 
tient care. 

The  time  requirements  suggested  in  this  document 
sets  up  a new  set  of  time  regulations  for  various  per- 
sons in  the  laboratory  and  are  confusing.  While 
there  is  no  requirement  for  directors,  “technical  su- 
pervisors are  required  to  be  present  during . . . regular 
working  hours  . . .,  and  ‘bench  supervisors’ ...  at  all 
times  for  each  specialty,  11  in  number,2  in  which 
tests  are  being  performed  and  the  results  recorded 
...  .”  “Professional?”  persons  are  required  to  be 
responsible  for  all  work  in  their  sections.  How  they 
discharge  this  responsibility  requires  judgment  based 
on  minute-to-minute  needs  of  the  laboratory.  The 
proposed  rule  gets  into  the  area  of  job  description. 
For  some  positions  these  can  be  of  value,  but  job 
descriptions  are,  unfortunately,  not  only  inclusive  but 
exclusive  as  well.  There  is  grave  danger  in  artificially 
delimiting  the  responsibilities  of  a supervisory  pro- 
fessional; you  can  never  cover  all  contingencies. 

There  is  a further  problem  regarding  these  atten- 
dance requirements:  They  may  be  very  costly,  and, 
particularly  in  small  rural  hospital  laboratories, 
sufficient  supervisory  staff  may  not  be  available  even 
if  the  hospital  can  afford  to  pay  the  salaries.  Does 
that  mean  that  rural  communities  should  not  have 
medical  laboratories? 

Fortunately,  there  are  current  signs  of  public  re- 
sistance to  excessive  governmental  power.  In  recent 

2 Serology,  microbiology,  hematology,  immunohematology, 
clinical  chemistry,  radiobioassay,  histopathology,  cytopathology, 
oral  pathology,  cytogenics,  and  histocopatability. 
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months,  the  hospital  cost-containment  bill  was  de- 
feated in  the  House  despite  strong  backing  by  Pres- 
ident Carter.  Reasons  given  by  those  who  voted 
against  it  focused  on  the  fact  that  creating  new  reg- 
ulatory agencies  often  causes  more  problems  than  it 
solves.  Perhaps  we  can  learn  from  history  after 
all. 

DAVID  TIERSTEN,  M.D.,  President 
New  York  State  Society  of  Pathologists ; 

Associate  Director  for  Clinical  Pathology 
Beth  Israel  Medical  Center 
10  Nathan  D Perlman  Place 
New  York,  N.Y.  10003 

STATEMENT 

of  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 

to 

Bureau  of  Laboratories 
Center  for  Disease  Control 

RE:  Notice  of  Proposed  Rulemaking:  "Clinical 
Laboratories;  Personnel  Standards,"  Federal 
Register  of  October  12,  1979  (44  F.R.  58923) 
January  8,  1980 


The  Medical  Society  of  the  State  of  New  York 
takes  this  opportunity  to  submit  its  comments  con- 
cerning the  proposed  personnel  standards  for  clinical 
laboratories.  All  hospital  clinical  laboratories  would 
be  required  to  meet  these  standards  as  a condition 
for  participation  in  the  Medicare,  Medicaid,  and 
Maternal  and  Child  Health  programs.  The  stated 
purpose  of  the  proposed  regulations  is  to  create  a 
“single  comprehensive  and  integrated  set  of  technical 
and  scientific  standards  for  clinical  laboratory  per- 
sonnel.” 

Apparently,  these  proposed  regulations  were  de- 
vised in  order  to  assure  the  adequate  performance  of 
laboratory  staff  through  the  imposition  of  personnel 
standards  and  to  promote  and  enhance  the  accuracy 
and  reliability  of  laboratory  services  through  the 
imposition  of  quality  control  standards.  Addition- 
ally, standards  for  performance  would  be  promoted 
through  proficiency  testing. 

The  actual  effect  that  these  regulations  will  pro- 


duce, if  approved,  would  be  the  elimination  of  the 
requirement  that  physicians,  who  possess  a broad 
base  of  educational  training  in  the  biomedical  sci- 
ences, be  in  a position  to  direct  and  supervise  the 
functioning  and  operations  of  clinical  laboratories. 
Instead,  technical  specialists  who  may  lack  broad 
medical  training  would  be  permitted  to  supervise 
particular  areas  of  laboratory  operations  subject  to 
strict  regulatory  restrictions  and  procedures.  We 
believe  that  this  attempt  to  substitute  regulatory 
guidelines  and  procedures  for  professional  knowledge 
and  judgment  not  only  would  fail  to  assure  quality 
performance  but  also  would  severely  interfere  with 
the  efficient  and  economical  operation  of  clinical 
laboratories. 

Clinical  laboratory  medicine  is  an  applied  science 
requiring  not  only  that  all  procedures  and  tests  are 
performed  accurately  and  competently,  but  also  that 
the  tests  that  are  performed  in  each  case  are  appro- 
priate and  are  interpreted  properly.  The  evaluation 
of  the  quality  of  a clinical  laboratory’s  work  must, 
therefore,  be  made  on  medical  as  well  as  technical 
grounds.  Furthermore,  it  is  essential  that  the  di- 
rector of  a laboratory  have  the  authority,  as  well  as 
the  responsibility,  to  oversee  the  entire  staff  and 
operations  of  the  facility.  By  departmentalizing  the 
operations  and  responsibilities  of  clinical  laboratory 
personnel  these  regulations  would  severely  impair  the 
overall  management  of  clinical  laboratory  opera- 
tions. 

In  the  attempt  to  promote  quality  by  substituting 
structured  and  monitored  performance  for  profes- 
sional ability  and  judgment,  these  regulations  would 
impose  inflexible  and  impractical  staffing  require- 
ments which  would  force  many  small  and  rural  hos- 
pital laboratories  to  curtail  or  eliminate  their  services. 
These  regulatory  impositions,  therefore,  would  not 
only  decrease  the  availability  of  laboratory  services 
but  substantially  escalate  laboratory  costs  as  well. 
Studies  have  indicated  that  the  cost  of  hospital 
compliance  with  regulatory  requirements  is  a major 
contributing  factor  to  the  rising  cost  of  hospital  and 
medical  care.  These  regulations,  if  enacted,  would 
only  serve  to  exacerbate  this  situation. 

The  Medical  Society  of  the  State  of  New  York  re- 
spectfully urges  that  these  unrealistic  and  imprac- 
tical proposals  be  withdrawn. 


Prepared  by  the  Division  of  Governmental  Affairs 
PAT/VC 
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py  prescribing  a regimen  of 

vim  ASPIRIN  EVERY  DAY? 

BUFFERIN'  WAS  SIGNIFICANTLY 
BETTER  TOLERATED  IN 
LONG-TERM  ADMINISTRATI 


r 


In  a particular  series  of  14-day  gastric  tolerance 
studies  among  182  normal  subjects,  49%  suffered 
G.I.  upset  from  plain  aspirin.  Most  of  these 
subjects  took  BUFFERIN  without  discomfort. 


Subjects  in  these  controlled  trials,  which 
utilized  a crossover  design,  were  given 
Bufferin  and  Bayer  " Aspirin  for  two  weeks 
each  in  a balanced  order  of  administration. 
The  cumulative  gastric  tolerance  superiority  of 
Bufferin  over  plain  aspirin  was  significant 
(P  = <.01)  from  day  one  and  persisting 
through  each  day  of  the  study.  This  superiority 
for  an  extended  period  could  be  of  particular 


importance  to  patients  on  repeat-dosage 
schedules. 

For  full  aspirin  benefits,  together  with 
excellent  gastric  tolerance,  Bufferin 
should  be  your  brand  of  choice.  If  you 
are  prescribing  a regimented  daily  dose 
of  aspirin,  prescribe  Bufferin— the 
repeat-dosage  aspirin  — instead. 


BUFFERIN:  The  Repeat-Dosage  Aspirin. 

For  complimentary  samples  of  Bufferin  and  Arthritis  Strength  Bufferin,  please  write:  Bufferin,  PO.  Box  65,  Elizabeth,  New  Jersey  07207. 
Composition:  Each  Bufferin  tablet  contains  aspirin  324  mg.  and  the  antacid  Di-Alminate®  (Bristol-Myers’  brand  of  Aluminum  Glycinate 
48  6 mg  and  Magnesium  Carbonate  97.2  mg  ).  ©1978,  Bristol-Myers  Co. 


Scientific  Articles 


Glycosylated 

Hemoglobins 

History , biochemistry , and 
clinical  implications 

SAMUEL  RAHBAR,  M.D. 

Duarte,  California 

From  Department  of  Hematology,  City  of  Hope  Medical  Center 


In  1967,  a fast-moving  Hb  (hemoglobin)  band  was 
observed  by  cellulose  acetate  electrophoresis  in  blood 
samples  of  several  patients  being  screened  for  ab- 
normal Hbs  at  Tehran  University  hospitals.  The 
fast-moving  Hb  was  not  unstable,  appeared  to  be 
different  from  the  known  Hb  variants,  and  consti- 
tuted 10  to  15  percent  of  normal  Hb  A.  On  electro- 
phoresis in  alkaline  buffers,  the  unusual  component 
was  not  clearly  separated  from  normal  Hb  A but  was 
sharply  resolved  on  agar  gels  in  acid  citrate  buffer  at 
pH  6,  moving  faster  than  Hb  A. 

The  first  patient,  identified  for  further  study,  was 
found  to  have  severe  diabetes  mellitus.  At  first,  this 
was  considered  to  be  a coincidence,  but  when  the 
same  observation  was  made  in  several  other  blood 
samples,  and  all  the  patients  were  found  to  be  dia- 
betic, the  possibility  of  a real  relationship  could  no 
longer  be  ignored.  The  study  was  then  focused  on 
diabetes  mellitus,  and  during  the  three  months  that 
ensued,  the  abnormal  band  was  detected  in  blood  of 
all  47  patients  studied.  The  finding  of  the  “diabetic 
hemoglobin  components”  was  thus  reported  in 
1968.1 

In  1962,  Huisman  and  Dozy2  had  reported  an  in- 
crease in  the  fast-moving  Hb  in  four  diabetic  patients 
who  had  been  treated  with  tolbutamide.  This  in- 
crease was  attributed  to  the  reaction  of  tolbutamide 
to  Hb.  Attempts  to  reproduce  this  phenomenon  by 
incubating  red  cells  and  hemolysates  in  vitro  with 
tolbutamide  were,  however,  unsuccessful.2 

Studies  on  abnormal  Hb  in  diabetes  were  pursued 
at  Albert  Einstein  College  of  Medicine  in  collabora- 
tion with  Helen  Ranney,  M.D.,  and  her  associates  in 
1968.  Elsa  Paulsen,  M.D.,  who  was  in  charge  of  the 
diabetic  clinic  at  Jacobi  Hospital  in  The  Bronx, 
provided  blood  samples  from  92  diabetic  patients, 


Glycosylated  hemoglobins  are  minor  hemoglobin 
components  in  human  red  cells.  They  are  closely 
related  structurally  to  adult  human  hemoglobin  and 
are  formed  nonenzymatically  by  the  condensation  of 
glucose  or  other  reducing  sugars  with  hemoglobin  A. 
The  fact  that  glycosylated  hemoglobin  has  a two-  to 
three-fold  elevation  in  diabetic  patients  has  focused 
much  interest  to  investigate  the  structure  and  func- 
tion of  these  modified  hemoglobins,  as  well  as  the 
clinical  implication  and  possible  correlation  of  these 
components  with  complications  of  the  disease. 
Glycosylated  hemoglobin  has  been  proved  to  be  a 
useful  indicator  for  assessing  the  control  of  diabetes 
mellitus.  A brief  review  of  the  history,  current  in- 
vestigations on  the  biochemistry,  biosynthesis,  and 
clinical  implications  of  glycosylated  hemoglobins  is 
offered. 


and  the  existence  of  the  diabetic  component  was 
reconfirmed.  The  purification  techniques  described 
by  Schneck  and  Schroeder,3  and  Allen,  Schroeder, 
and  Balog4  were  employed  for  structural  studies 
using  column  chromatography  on  Bio-Rex  70  cation 
exchanger.  Soon  it  was  demonstrated  that  the  dia- 
betic component  had  a chromatographic  character- 
istic similar  to  that  of  Hb  Aic,  a minor  Hb  component 
previously  described  by  Schneck  and  Schroeder3  and 
known  to  exist  in  hemolysates  of  normal  aduits  in  a 
proportion  of  1 to  4 percent.3  Structural  studies 
later  established  that  the  diabetic  Hb  was  indeed 
identical  with  Hb  Aic.5’6 

Biochemistry 

In  human  adults,  more  than  90  percent  of  hemo- 
globin is  Hb  A,  a tetrameric  molecule  composed  of 
two  pairs  of  alpha  and  beta  polypeptide  chains,  to 
each  of  which  one  prosthetic  heme  group  is  attached. 
Synthesis  of  these  polypeptide  chains  is  controlled 
by  separate  genes.  Adult  red  cells  also  contain  minor 
Hb  components  known  as  A2  and  F with  proportions 
of  2.5  and  0.2  percent  of  total  Hb  respectively.  These 
Hbs  are  under  independent  genetic  control  and 
contain  delta  (for  Hb  A2)  and  gamma  (for  Hb  F) 
chains  instead  of  beta  chain  which  characterizes  Hb 
A.  Hemoglobin  A itself  has  four  minor  components 
designated  Aiai,  Aia2,  Alb,  and  Aic  with  average^ 
concentrations  of  0.19,  0.19,  0.48,  and  3.3  percent. ' 
These  components  have  been  shown  to  have  amino 
acid  sequences  identical  with  Hb  A,  the  difference 
being  the  presence  of  additional  low  molecular  weight 
structures.  Among  these,  Hb  Aic  has  been  studied 
more  extensively.  Holmquist  and  Schroeder8 
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FIGURE  1.  Metabolism  of  glucose  in  glycosylated  hemo- 
globin. 

demonstrated  that  the  low  molecular  weight  struc- 
ture in  Hb  Aic  was  reducible  by  sodium  borohydride, 
and  presumed  it  to  be  attached  to  the  amino  termi- 
nus of  the  beta-chains  as  a Schiff  base  linkage. 

Bookchin  and  Gallop9  investigated  the  nature  of 
the  attached  group  by  mass  spectrometry  after  re- 
ducing the  Schiff  base  linkage  by  treatment  with 
tritiated  borohydride  followed  by  acid  hydrolysis.  A 
tritiated  N-alkylated  valine  was  recovered,  suggest- 
ing that  the  amino  terminus  valine  was  the  site  of  the 
linkage.  These  workers  proposed  a hexose  molecule 
to  be  the  modifying  group  in  Hb  Aic. 

Bunn  et  al.10  were  able  to  isolate  the  reducing 
sugars  by  mild  acid  hydrolysis  and  prove  them  to  be 
glucose  and  mannose  in  a ratio  of  3:1.  Recovery  of 
mannose  was  unexpected  since  red  cells  contain  little, 
if  any,  of  this  aldohexose.  To  determine  the  nature 
of  the  sugar-protein  linkage,  Hb  Aic  was  treated  with 
tritiated  borohydride,  and  the  isolated  beta  chains 
which  contained  98  percent  of  the  radioactivity,  were 
oxidized  with  periodate.  If  the  sugars  were  linked 
to  the  protein  as  an  aldimine  (Schiff  base),  tritiated 
formaldehyde  would  have  been  expected  to  be 
formed.  Instead,  nearly  all  the  radioactivity  was 
recovered  as  tritiated  formic  acid,  suggesting  that 
glucose  reacted  initially  with  the  aminoterminus  to 
form  an  aldimine  linkage,  but  subsequently  under- 
went an  Amadori  rearrangement  to  form  the  more 
stable  ketoamine  linkage  (Fig.  1). 

The  structure  of  the  attached  group  in  Hb  Alc,  as 
postulated  by  Bunn  and  his  coworkers,10  has  been 
confirmed  by  two  other  groups:  Fliickiger  and 

Winterhalter11  have  studied  the  structure  and  syn- 
thetic pathway  of  hemoglobin  Alc.  They  treated 
hemoglobin  Aic  with  0.4N  oxalic  acid  at  100°C.  and 
obtained  a good  yield  of  5-hydroxymethylfurfural 
(5-HMF),  identified  by  the  characteristic  spectrum 
after  treatment  with  TBA  (thiobarbituric  acid). 
These  reactions  are  the  basis  of  the  colorimetric 
method  proposed  by  Fliickiger  and  Winterhalter,12 
for  the  estimation  of  hemoglobin  Aic.  A different 
approach  was  tried  by  Koenig,  Blobstein,  and  Cera- 
mi.13  They  treated  Hb  A]c  with  tritiated  borohy- 
dride, and  after  chain  separation  and  peptide  map- 
ping of  the  isolated  beta  chain,  isolated  the  terminal 
glycodipeptide.  This  glycodipeptide  was  examined 
by  thin-layer  chromatography,  gas  chromatography, 
and  nuclear  magnetic  resonance,  and  it  was  found  to 
consist  of  sorbitol  and  mannitol  valylhistidine. 


In  vivo  and  in  vitro  synthesis  of  hemoglobin  A 1 c 

In  vivo  synthesis  of  Hb  Aic  was  studied  in  mice  by 
Koenig  and  Cerami.14  Adult  diabetic  mice  (strain 
C 57  Bl/KsJ-db/db),  were  found  to  have  an  increased 
amount  of  a minor  Hb  component  in  their  red  cells 
which  was  in  the  same  concentration  range  as  Hb  Alc, 
and  had  a mobility  similar  to  that  observed  in  dia- 
betic man.  It  was  interesting  to  note  that  in  the  di- 
abetic mice,  Hb  Aic  concentrations  were  elevated 
only  during  the  diabetic  phase  of  the  disease.  When 
radioactive-labeled  reticulocytes  from  normal  mice 
were  injected  into  both  normal  and  diabetic  mice,  the 
rate  of  synthesis  of  hemoglobin  Alc  in  the  diabetic 
recipient  mice  was  2.7  times  faster  than  in  normal 
recipients.  The  authors  concluded  that  the  pro- 
duction of  hemoglobin  Aic  was  a postsynthetic 
modification  of  Hb  A at  a constant  rate  for  the  120 
days  life  of  the  red  cells,  and  that  the  rate  of  synthesis 
depended  on  the  physiologic  state  of  the  animal. 

In  human  beings,  Bunn  et  al.15  studied  the  bio- 
synthesis of  Hb  Aic  by  incubating  suspensions  of 
reticulocytes  and  bone  marrow  cells  with  tritiated 
leucine,  and  by  injecting  59Fe(radioisotopes  of  iron)  - 
bound  transferrin  into  a normal  volunteer.  In  all 
experiments,  the  specific  activity  of  hemoglobin  Aic 
was  significantly  lower  than  Hb  A,  suggesting  that 
the  formation  of  Hb  Aic  was  indeed  a post-transla- 
tion modification.  In  the  individual  who  was  given 
radiolabeled  transferrin,  the  specific  activity  of  Hb 
A rose  to  a maximum  within  the  first  two  weeks,  and 
remained  constant  during  the  subsequent  80  days. 
In  contrast,  the  specific  activity  of  Hb  AJc  rose  slowly, 
reaching  that  of  Hb  A by  about  day  60.  After  this 
period,  specific  activity  of  minor  components  con- 
tinued to  rise,  and  exceeded  that  of  Hb  A.  These 
results  indicated  that  Aic  was  formed  slowly  during 
the  120  day  life  span  of  the  erythrocytes,  probably  by 
a nonenzymatic  process.  The  fact  that  Hb  Aic  ac- 
cumulates throughout  the  red  cells’  lifespan  explains 
why  patients  with  a shortened  red  cell  lifespan  have 
markedly  decreased  Ajc  component  as  compared 
with  normal  individuals.7 

In  vitro  conversion  of  Hb  A to  Hb  Aic  has  been 
investigated  by  Haney  and  Bunn,16  Stevens  et  al.,17 
and  Fliickiger  and  Winterhalter.11  The  first  group 
of  workers  purified  human  Hb  A from  hemolysate  by 
chromatography  and  separated  it  from  minor  com- 
ponents, and  then  incubated  it  with  glucose  and 
glucose  metabolites.  Glucose  reacted  with  Hb  A,  and 
a glycosylated  Hb  was  formed  which  was  identical 
with  the  naturally  occurring  Hb  Aic.  The  reaction 
between  deoxyhemoglobin  and  14C  G6P  (glucose- 
6-phosphate),  in  the  absence  of  any  organic  phos- 
phate, was  approximately  20-fold  greater  than  the 
corresponding  reaction  with  glucose.  Purified 
G6P-Hb  had  a lower  oxygen  affinity  and  decreased 
reactivity  with  2,3-DPG  (2,3,-diphosphoglycerate), 
as  compared  with  Hb  A.  G6P  appeared  to  act  as  a 
2,3-DPG  analog,  and  reacted  specifically  at  the  amino 
terminal  amino  group  of  the  beta  chain.  This  was 
shown  experimentally  when  95  percent  of  radioac- 
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tivitv  was  found  at  the  amino  terminal  amino  acid  of 
the  beta  chain.  Neither  glucose- 1 -phosphate  nor 
fructose- 1 -6-diphosphate  formed  a reaction  product 
with  Hh.  These  workers  concluded  that  G6P  he- 
moglobin may  be  an  intermediate  in  the  conversion 
of  hemoglobin  A to  hemoglobin  Aic.  Fluckiger  and 
Winterhalter11  have  demonstrated  that  glucose 
reacts  directly  with  Hh.  They  incubated  purified  Hb 
A with  14C  glucose  and  demonstrated  the  formation 
of  a modified  Hb  which  cochromatographed  with  Hh 
Aic,  and  all  the  radioactivity  was  found  in  the  amino 
terminal  residue  of  the  beta  chain  (valine).  The 
synthetic  modified  Hh  produced  the  same  colored 
product  with  TBA  which  is  produced  by  reaction  of 
naturally  occurring  Hh  Aic  with  TBA,  suggesting 
that  the  Amadori  rearrangement  had  taken  place 
during  incubation. 

Stevens  et  al.17  incubated  dialysed  normal  Hb  with 
several  phosphorylated  intermediates  of  glycolysis. 
The  result  was  the  formation  of  covalent  Hb  adducts 
that  cochromatographed  with  Hh  Ah,.  Other 
phosphorylated  hexoses  containing  a free  aldehyde 
or  ketone  (G6P,  fructose-6-P,  fructose- 1-P)  and 
trioses  (glyceraldehyde-3-P,  dihydroacetone-P)  could 
react  with  Hb  A nonenzymatically;  the  rate  of  reac- 
tion being  the  same  whether  purified  Hb  A or  crude 
hemolysate  were  used.  After  72  hours’  incubation 
of  an  equimolar  mixture  of  Hb  A and  the  phos- 
phorylated intermediates,  7 to  12  percent  of  Hb  could 
be  modified.  Adduct  formation  was  not  significant 
in  these  experiments  when  sugar  alone  (glucose, 
fructose,  or  glycolytic  intermediates  which  have 
blocked  aldehyde)  was  incubated  with  Hb.  These 
investigators  believe  that  the  phosphate  is  needed  to 
orient  and  stabilize  the  intermediate  in  the  DPG 
pocket  of  hemoglobin  so  that  the  reaction  can  pro- 
ceed. All  of  the  hemoglobin  adducts  formed  during 
incubation  were  indistinguishable  from  hemoglobin 
Atb  by  ion  exchange  chromatography  and  isoelectric 
focusing  experiments.  Although  it  has  been  sug- 
gested that  Hb  Aia  and  Axb  may  be  precursors  of  Hb 
Aic,  the  relationship  between  these  Hb  derivatives 
remains  unresolved.18  Bunn,  Gabbay  and  Gallop7 
have  suggested  that  various  sugars  react  with  Hb 
independently,  and  products  are  formed  according 
to  the  sugar  concentration  and  the  rate  at  which  they 
can  react  with  Hb  A. 

Functional  studies  on  hemoglobin  41c 

Many  proteins  are  covalently  attached  to  carbo- 
hydrates. Such  modification  changes  physical  and 
functional  properties  of  these  proteins  and  often 
provides  enhanced  solubility  and  stability.  The 
diversity  of  biologic  functions  of  many  proteins  de- 
pends on  such  modifications  which,  in  general,  are 
under  enzymatic  control.19  As  it  was  indicated,  he- 
moglobin Ah  represents  an  example  of  nonenzymatic 
glycosylation  in  which  sugars  covalently  bind  to  the 
terminal  amino  acid  of  the  beta  chain.  This  area  is 
one  of  the  three  binding  sites  of  2,3-DPG  to  the  chain 
of  hemoglobin;  2,3-DPG  is  found  in  the  red  cells  in 


equimolar  ratio  with  hemoglobin  and  has  been  found 
to  be  a mediator  of  hemoglobin  oxygenation.20 

The  blockage  of  amino  terminal  valine  in  the  beta 
chain  hy  a Schiff-base  linkage  alters  the  binding  of 
2,3-DPG,  and  is  expected  to  produce  changes  in  the 
oxygen  dissociation  curve  of  hemoglobin  and  to  in- 
crease the  oxygen  affinity  of  hemoglobin. 

The  problem  has  been  studied  by  several  investi- 
gators.21-24 Bunn  and  Briehl21  found  that  the  ad- 
dition of  2,3-DPG  to  hemoglobin  A]c.  was  not  asso- 
ciated with  the  expected  decrease  in  oxygen  affinity. 
The  same  response  was  found  with  synthetic  G6P 
hemoglobin.  Ditzel  and  Standi23  investigated  the 
oxygen  affinity  of  red  cells  of  diabetic  patients  and 
its  relation  to  the  blood  pH  and  2,3-DPG  concen- 
trations. They  concluded  that  red  cells  of  diabetic 
patients  had  a slightly  increased  oxygen  affinity  as 
compared  with  normal  red  cells. 

Methods  for  quantitation  of  hemoglobin  A1c 

Several  methods  have  been  proposed  for  the  esti- 
mation of  Hb  Aic.  Most  of  these  techniques  are 
based  on  column  chromatography  using  Bio-Rex  70 
cation  exchanger,  originally  used  by  Allen  and 
Schroeder.4  Trivelli  and  Ranney25  used  short  col- 
umns of  Bio-Rex  70,  and  Kynoch  and  Lehmann26 
devised  a technique  using  short  columns  of  the  same 
cation  exchanger  and  stepwise  elution  of  Hb  A]c  and 
Hb  A.  Cole  et  al.2 ' and  Jones,  Koler,  and  Jones,28 
used  high-pressure  liquid  chromatography,  and 
shortened  the  time  spent  for  each  test.  Fluckiger 
and  Winterhalter12  proposed  a colorimetric  method 
based  on  the  reaction  of  Hb  Aic  by  TBA.  Beccaria 
et  al.29  have  employed  gel  electrofocusing  and  Javid 
et  al.30  have  used  radioimmunoassay. 

Recently  a rapid  and  simplified  method  for  routine 
measurement  of  glycosylated  Hb  was  proposed  by 
Davis  and  Nicol31  in  which  the  glycosylated  compo- 
nents are  separated  by  a short  column  of  Bio-Rex  70, 
the  elution  being  accomplished  within  five  minutes 
by  adding  a centrifugation  step.  More  recently,  we 
have  adapted  this  centrifugation  principle  to  com- 
mercially available  Bio-Rex  70  columns.  These 
modifications  allow  rapid  and  quantitative  isolation 
of  Hb  Aic,  a procedure  which  is  suitable  for  use  in 
routine  clinical  laboratories. 

Clinical  implications  of  hemoglobin  A1c  in 
diabetes 

Increased  level  of  Hb  Aic  in  red  cells  of  diabetic 
patients  has  now  been  demonstrated  in  numerous 
studies5’13’15,28’30,32-38;  the  level  of  the  glycosylated 
hemoglobin  being  unrelated  to  age  or  the  type  of 
medications  the  patients  receive.  Hemoglobin  Aia 
and  Aib  are  also  elevated  in  diabetes,  but  the  increase 
of  these  components  is  only  minimal.  Schwartz  et 
al.36  have  studied  effects  of  pregnancy  on  Hb  Alc  and 
have  found  slightly  elevated  values  in  normal  and  in 
obese  nondiabetic  pregnant  women.  The  levels  were 
much  higher,  however,  in  gestational  diabetic 
subjects. 
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It  was  initially  hoped  that  Hb  abnormality  in  di- 
abetes would  be  a genetic  marker  and  would  serve  to 
detect  prediabetic  states.  The  genetic  relationship 
was  excluded,  however,  by  the  study  of  identical 
twins,15,38  and  when  the  post-translational  nature  of 
the  biochemical  phenomenon  became  evident.23’27’31 
Determination  of  Hb  A)c  has,  nevertheless,  been 
found  to  be  quite  helpful  in  the  diagnosis  of  diabetes 
and  in  patient  management.  It  should  be  empha- 
sized that  the  in  vivo  synthesis  of  Hb  Aic  is  the  result 
of  the  continuous  exposure  of  normal  Hb  A to  glu- 
cose, and  the  rate  of  this  irreversible  glycosylation  is 
determined  by  the  blood  glucose  concentration. 
Thus,  glycosylated  hemoglobin  accumulates  within 
the  red  cells  during  the  120  days’  life  of  the  cell, 
providing  information  on  blood  glucose  levels  during 
this  entire  period. 

According  to  Cole39  Hb  Aic  values  below  5 percent 
are  normal,  and  with  values  greater  than  7 percent 
the  diagnosis  can  be  confirmed.  If  Hb  A!c  values  are 
7 percent  or  greater,  and  the  fasting  blood  glucose  is 
normal,  the  patient  must  be  considered  to  have 
“chemical”  diabetes.  Gabbay  et  al.,40  Gonen  et  al.,33 
and  Ditzel  and  Kjaergaard41  have  concluded  that  the 
concentration  of  Hb  Aic  correlates  well  with  the 
fasting  blood  sugar  level  and,  in  general,  is  considered 
a reliable  index  of  the  blood  sugar  average  over  a long 
period.3,32’42  In  juvenile-onset  diabetes,  Gabbay  et 
al.40  have  found  a correlation  between  the  glycosyl- 
ated hemoglobin  level  and  the  24-hours  urinary 
glucose  values  obtained  two  months  earlier.  Similar 
results  have  been  reported  by  Dunn  et  al.43  Practi- 
cally, determination  of  Hb  A]C  may  prove  to  be  as 
useful  as  a glucose  tolerance  test. 

In  diabetic  patients  under  treatment,  a normal 
concentration  of  Hb  Aic  suggests  an  effective  control. 
A decrease  in  the  level  of  glycosylated  hemoglobins 
in  such  patients  has  been  found  to  be  associated  with 
a similar  decrease  in  triglyceride  levels.44  Also,  the 
altered  platelet  and  leukocyte  functions45’46  have 
been  found  to  improve  when  Hb  Aic  becomes  nor- 
mal.4' Koenig  et  al.48  have  reported  that  during 
optimal  control  of  diabetes  in  five  hospitalized  pa- 
tients, the  mean  fasting  blood  sugar  level  was  84  mg. 
per  deciliter  (range:  70  to  100),  and  the  mean  Hb  Aic 
concentration  was  5.8  percent  (range:  4.2  to  7.6). 
The  hlood  sugar  before  control  was  343  mg.  per 
deciliter  (range:  280  to  450),  and  Hb  Alc  was  9.8 
percent  (range:  6.8  to  12.1).  Ditzel  and  Kjaergaard41 
studied  10  newly  diagnosed,  nonacidotic,  diabetic 
patients  during  a four-month  period  under  diet  and 
insulin  therapy.  Initially,  the  mean  concentration 
of  Hb  Aic  was  11.4  percent  and  the  mean  fasting 
blood  glucose  was  240  mg.  per  deciliter.  In  all  cases 
with  better  control  Hb  Aic  level  declined,  most  rap- 
idly during  the  first  25  days.  At  the  end  of  the  study, 
all  patients  had  Hb  A)c  values  less  than  6 percent, 
and  the  mean  fasting  blood  glucose  concentration 
was  1 22  mg.  per  deciliter.  Return  of  Hb  Alc  to  nor- 
mal levels  has  also  been  reported  in  patients  in  whom 
diabetes  has  been  controlled  either  by  diet  alone  or 
by  administration  of  oral  hypoglycemic  agents.39 
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Attempts  have  been  made  to  correlate  complica- 
tions of  diabetes  with  Hb  Aic  levels.  As  indicated 
earlier,  Hb  Alc  has  a slightly  higher  affinity  for  oxy- 
gen than  Hb  A.  Ditzel49  has  suggested  that  in  well- 
controlled  patients,  this  effect  is  compensated  by  an 
increase  in  the  concentration  of  2,3-DPG,  as  is  the 
case  in  the  carriers  of  hemoglobin  variants  with  high 
oxygen  affinity.  In  poorly  controlled  patients, 
however,  the  blood  phosphate  levels,  as  well  as  2,3- 
DPG,  is  low,  and,  consequently,  the  adverse  effect  of 
high  Hb  Aic  is  not  compensated.  Ditzel49  has  rec- 
ommended that  phosphate  be  administered  at  early 
stages  of  the  treatment  of  diabetic  ketoacidosis  to 
increase  the  concentration  of  2,3-DPG.  Although 
a relative,  or  an  absolute,  insulin  deficiency  exists  in 
diabetes,  not  all  complications  can  be  attributed  to 
the  lack  of  insulin. 

Some  of  the  known  complications  have  been  con- 
sidered to  be  related  to  hyperglycemia,  and  the  as- 
sociated increase  in  the  “interstitielle”  glucose 
level.50,51  It  has  also  been  shown  that  the  composi- 
tion of  the  glomerular  basement  membrane  differs 
in  normal  and  diabetic  subjects,  an  increase  of  hy- 
droxylysine  and  disaccharide  content  being  found 
with  diabetes.52  Interstitial  hyperglycemia  may  be 
a reason  for  the  development  of  characteristic  ne- 
phropathy in  diabetic  recipients  of  transplanted 
normal  kidneys.24  The  in  vitro  incubation  of  lens 
crystalline  material  with  glucose  and  G6P  has  been 
shown  to  cause  cloudiness  of  the  lens.53’54  This  may 
offer  an  explanation  for  the  known  accelerated  cat- 
aract formation  in  diabetic  patients.55  Similar 
modification  of  myelin  by  the  addition  of  glucose  has 
been  shown  by  Winterhalter.56 

It  seems  inevitable  that  the  concentration  de- 
pendent on  widespread  glycosylation  should  be 
considered  a potential  contributor  to  the  pathogen- 
esis of  many  of  the  diabetes  sequelae.  These  may 
include  alteration  of  the  nerve  membrane57;  thick- 
ening of  glomerular  basement  membrane58  and  other 
nephropathies37;  and  various  microangiopathies.59’60 
The  irreversibility  of  glycosylation  may  be  one  reason 
for  the  poor  response  of  many  of  these  complications 
to  ordinary  treatment.  In  these  complications,  re- 
covery may  depend  entirely  on  the  rate  of  the  turn- 
over of  the  glycosylated  proteins  which,  in  time,  must 
he  replaced  by  normal  structural  components. 
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Five  years  ago  we  reviewed  the  subject  of  multiple 
myeloma  terminating  in  acute  leukemia.1  Since  that 
time,  the  number  of  reported  cases  has  more  than 
doubled.  Major  reviews  of  acute  leukemia  occurring 
as  a terminal  event  in  patients  with  Hodgkin’s  dis- 
ease,2,3 non-Hodgkin’s  lymphoma,4  chronic  lym- 
phocytic leukemia,5  breast  cancer,6  ovarian  cancer,7 
and  patients  with  non-neoplastic  diseases  treated 
with  cytotoxic  agents,8-10  have  recently  been  pub- 
lished. The  present  review  is  an  updating  of  the 
association  of  acute  leukemia  with  multiple  myeloma, 
Waldenstom’s  macroglobulinemia,  and  other  para- 
proteinemias.  Recent  observations,  including  kar- 
yotypic and  ultrastructural  abnormalities,  are 
especially  emphasized. 

Literature  review 

Multiple  myeloma  and  acute  leukemia.  The 

literature  comprises  145  cases  of  multiple  myeloma 
associated  with  acute  leukemia  (Table  I).11-62  In  19 
of  these  patients,  the  two  diseases  were  either  diag- 


nosed simultaneously  or  within  several  months  of 
each  other.  These  cases  are  excluded  from  the 
analyses.  In  one  more  patient,  Case  15,  the  diagnosis 
of  leukemia  could  not  be  established  with  certainty. 
Five  additional  patients  with  multiple  myeloma, 
described  by  Kyle  et  al., 31  who  developed  persistent 
pancytopenia  and  “pre-leukemic”  changes  in  the 
bone  marrow  but  without  overt  symptoms  of  leuke- 
mia are  excluded  from  this  review.  Also  excluded  are 
a total  of  seven  patients  reported  by  Gonzalez,  Tru- 
jillo, and  Alexanian,39  Phadke,  Kwan,  and  Young,58 
and  Clement63  with  multiple  myeloma  who  devel- 
oped terminal  sideroblastic  anemia  without  frank 
leukemia. 

There  remain  125  patients  with  multiple  myeloma 
whose  disease  terminated  in  acute  leukemia;  72  are 
men,  44  are  women,  and  the  sex  is  not  indicated  in  9. 
The  mean  age  at  the  time  of  diagnosis  of  multiple 
myeloma  was  59  years,  with  a range  of  26  to  81 
years. 

Treatment  given  for  the  multiple  myeloma  is 
summarized  in  Table  II;  51  patients  received  mel- 
phalan  therapy  only  for  from  10  to  102  months,  with 
a mean  of  40  months,  and  developed  acute  leukemia 
between  15  and  180  months,  with  a mean  of  51 
months,  from  the  initiation  of  therapy.  Thirty-six 
patients  who  were  treated  with  melphalan  for  14  to 
100  months,  mean  45  months,  also  received  radiation 
therapy,  1,400  to  6,800  r,  during  the  course  of  their 
multiple  myeloma  and  developed  acute  leukemia  17 
to  120  months,  mean  54  months,  from  the  beginning 
of  treatment.  Sixteen  patients  who  were  treated 
with  other  chemotherapy,  mostly  cyclophosphamide, 
procarbazine,  and/or  nitrosoureas,  also  received 
melphalan  for  20  to  96  months  with  a mean  of  51 
months,  and  leukemia  developed  after  27  to  180 
months,  with  a mean  of  65  months.  In  at  least  two 
patients,  Cases  36  and  97,  the  development  of  acute 
leukemia  seems  to  be  associated  with  the  adminis- 
tration of  long-term  cyclophosphamide  therapy. 
However,  in  51  patients,  the  acute  leukemia  seems 
to  be  clearly  associated  with  or  related  to  the  mel- 
phalan therapy,  since  no  other  cytotoxic  drug  was 
given,  nor  was  irradiation  administered. 

The  morphologic  type  of  acute  leukemia  is  var- 
iously described  as  myeloblastic  in  56  cases; 
monomyelocytic,  monomyeloblastic,  or  myelomo- 
nocytic  in  42  cases;  erythroleukemia  in  14  cases; 
monoblastic  or  monocytic  in  4 cases;  promyelocytic 
in  2 cases;  erythromyelomonocytic  in  1 case;  lym- 
phoblastic in  1 case;  stem  cell  in  1 case;  poorly  dif- 
ferentiated in  1 case;  undifferentiated  in  1 case;  me- 
gakaryocytic  in  1 case;  and  reticulosarcoma  cell  leu- 
kemia in  1 case. 

Serum  and/or  urinary  lysozyme  was  increased  in 
at  least  10  pat  ients,  that  is,  Cases  20, 28, 71, 77, 88, 90, 
109,  116,  134,  and  135,  and  normal  in  at  least  4 pa- 
tients, Cases  31,  63,  69,  and  133.  Three  additional 
patients  with  the  simultaneous  occurrence  of  mul- 
tiple myeloma  and  acute  leukemia  had  normal  lyso- 
zyme levels,  as  in  Case  62,  or  increased  lysozyme 
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levels,  as  in  Cases  1 18  and  128. 

The  immunoglobulin  types  of  the  multiple  mye- 
loma are  indicated  in  Table  III.  This  distribution 
is  similar  to  that  observed  in  large  series  of  patients 
with  multiple  myeloma.64,65 

At  least  40  patients  had  a pancytopenic  preleu- 
kemic phase,  and  at  least  19  patients  had  sidero- 
blastic anemia  weeks  or  months  before  the  develop- 
ment of  full-blown  acute  leukemia.  In  some  pa- 
tients, various  dyserythropoietic  changes  are  de- 
scribed even  in  the  absence  of  sideroblasts.  This 
pancytopenic  or  sideroblastic  preleukemic  phase  has 
only  recently  become  recognized  since  it  was  rarely 
described  prior  to  1974  in  patients  with  multiple 
myeloma  terminating  in  acute  leukemia.  In  some 
patients,  for  example,  Cases  69  and  71,  specific 
mention  is  made  of  the  absent  of  sideroblasts. 

The  outcome  of  the  acute  leukemia  is  nearly  in- 
variably fatal  within  days  to  weeks  or  at  most  several 
months.  Only  two  complete  remissions  of  the  leu- 
kemia have  been  described,  and  in  many  instances 
antileukemic  therapy  was  considered  futile  and  not 
administered.  In  those  patients  on  whom  autopsies 
were  performed,  acute  leukemia  was  found  at  post- 
mortem examination  in  37  instances.  In  17  of  these 
patients,  residual  myeloma  was  also  observed.  In 
two  patients,  amyloidosis  was  found  at  autopsy. 
Several  of  the  patients  had  additional  neoplasms 
found  clinically  or  detected  at  autopsy. 

Cytogenetics.  Karyotypic  analysis  of  peripheral 
blood  and/or  bone  marrow  cells  at  the  time  of  acute 
leukemia  was  performed  in  at  least  28  patients.  In 
three  patients  with  the  simultaneous  occurrence  of 
multiple  myeloma  and  acute  leukemia,  Cases  62, 118, 
and  128,  the  chromosomes  showed  normal  findings. 
Of  the  25  patients  whose  myeloma  terminated  in 
acute  leukemia,  22  had  abnormal  karyotypes. 

Marrow  chromosomes  analysis  on  the  patient  re- 
ported by  Bennett12  indicated  hypodiploid  cell 
populations  with  modes  of  43  and  44  with  deletions 
of  C group  chromosomes.  The  marrow  cells  of  the 
patient  of  Holt  et  al.66  were  said  to  show  abnormal 
karyotypes  “similar  to  those  seen  in  acute  leukemia.” 
The  mean  chromosomal  count  was  44.  Cytogenetic 
studies  were  normal  in  two  of  the  patients  of  Khal- 
eeli,  Keane,  and  Lee,67  but  hypodiploidy,  that  is, 
modal  count  45,  was  found  in  the  other  two  pa- 
tients. 

The  patient  of  Ohta  et  al.21  had  hypodiploidy  with 
deletion  in  the  C group,  and  the  Ph1  (Philadelphia) 
chromosome  was  detected  in  nearly  50  percent  and 
perhaps  as  high  as  81  percent  of  the  analyzed  cells. 
An  occasional  tetraploid  cell  was  also  observed.  The 
second  case  of  Niskanen  and  Vuopio28  had  hypodip- 
loidy. 

All  three  patients  of  Dahlke  and  Nowell29  had  se- 
rial chromosome  studies.  Two  of  the  three  patients 
showed  marked  abnormalities  in  bone  marrow  cells 
shortly  prior  to  death,  in  both  instances  suggesting 
proliferation  of  several  related  neoplastic  stem  lines. 
In  the  third  patient,  multiple  chromatid  breaks  were 


Patients  with  the  syndrome  of  acute  leukemia  oc- 
curring as  a terminal  event  in  multiple  myeloma  and 
Waldenstrom's  macroglohulinemia  are  analyzed. 
The  syndrome  often  includes  a preleukemic  period 
characterized  by  several  weeks  to  months  of  pancy- 
topenia and/or  dyserythropoiesis  with  or  without  the 
presence  of  ringed  sideroblasts  in  the  bone  marrow. 
These  changes  may  be  related  to  previous  chemo- 
therapy, especially  melphalan  and  cyclophos- 
phamide. Radiation  may  also  play  a role.  The 
syndrome  of  acute  leukemia  in  multiple  myeloma  is 
also  associated  with  a refractoriness  to  antileukemic 
chemotherapy  and  with  a very  short  survival.  There 
is  a disproportionately  high  frequency  of  the  myelo- 
monocytic  or  monocytic  variety  of  acute  leukemia 
with  an  accompanying  increase  in  serum  and/or 
urinary  lysozyme  levels.  Also  typical  of  this  syn- 
drome is  the  occurrence  of  chromosomal  aberrations, 
mostly  hypodiploidy  but  also  hyperdiploidy.  A 
marker  chromosome  is  often  present,  and  the  Phila- 
delphia chromosome  has  been  observed  in  at  least  two 
patients.  Whether  melphalan  is  the  direct  or  indi- 
rect cause  of  the  increased  frequency  of  occurrence 
of  acute  leukemia  in  patients  with  multiple  myeloma, 
approximately  1 to  7 percent  in  several  series,  and  of 
Waldenstrom’s  macroglohulinemia  too,  or  whether 
the  prolonged  survival  induced  by  this  and  other 
drugs  may  have  unmasked  a hitherto  unrecognized 
aspect  of  the  natural  history  of  myeloma  cannot  be 
answered  with  certainty.  The  evidence  seems  to 
favor  the  former. 


observed  in  approximately  90  percent  of  the  meta- 
phases while  the  patient  was  receiving  melphalan. 
In  all  four  cases  of  Hossfeld  et  al.,30  the  great  majority 
of  metaphases  derived  from  bone  marrow  cells  were 
numerically  and  structurally  abnormal. 

In  the  fifth  patient  of  Kyle,  Pierre,  and  Bayrd,31 
direct  bone  marrow  chromosome  studies  performed 
before  antileukemic  therapy  was  started  revealed  a 
hyperdiploid  stem  line  composed  of  51  to  53  chro- 
mosomes with  extra  C and  D chromosomes  and  mi- 
crochromosomes. Hypodiploid  metaphases  with  43 
to  44  chromosomes  with  minus  2C  and  minus  G 
patterns,  ring  chromosomes,  and  a large  marker 
chromosome,  were  also  seen.  The  patient  of  Zwaan 
et  al.35  had  hypodiploidy  in  37  of  40  metaphases  ex- 
amined. Several  chromosomally  abnormal  clones 
containing  numerous  marker  chromosomes  were 
identified. 

Cytogenetic  examination  of  the  peripheral  blood 
blast  cells  of  the  patient  of  Meytes,  Seligsohn,  and 
Ramot37  demonstrated  2 aberrant  metaphases  out 
of  10  scorable  cells.  Two  of  the  six  patients  of  Gon- 
zalez, Trujillo,  and  Alexanian39  had  bone  marrow 
cytogenetic  studies  performed.  In  one  case,  40  me- 
taphases were  analyzed:  60  percent  of  40  analyzed 
metaphases  had  44  to  45  chromosomes,  15  percent 
were  polyploid,  and  25  percent  had  the  normal  dip- 
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TABLE  I.  Reported  cases  of  multiple  myeloma  and  acute  leukemia 
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Interval 

Other  Cyto-  to  Leu-  Type  of  ,-Preleukemic  Phase-, 

Melphalan  toxic  Ther-  Type  of  kemia  Acute  Pancy  Sidero- 
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TABLE  II.  Treatment  given  in  125  patients  with  multiple  myeloma  terminating  in  acute  leukemia 


Duration  of  Melphalan 

Duration  to 

Acute 

Number  of 

( — Therapy  (months)^ 

r~ Leukemia  (months)— 

Treatment 

Cases 

Range 

Mean 

Range 

Mean 

Melphalan  only 

51 

10  to  102 

40 

15  to  180 

51 

54 

Melphalan  and  x-ray  therapy 

36 

14  to  100 

45 

17  to  120 

Melphalan  and  other  cytotoxic  therapy 

16 

20  to  96* 

51 

27  to  180 

65 

63 

Melphalan,  x-ray  therapy,  and  other  cytotoxic  therapy 

17 

3 to  72 

25 

12  to  228 

Other  cytotoxic  therapy  (no  melphalan) 

3 

4,44,79 

14,71,79 

Other  cytotoxic  therapy  and  x-ray  therapy  (no  melphalan) 

2 

60,120 

* Excludes  one  patient  who  received  only  1.5  months  of  melphalan  therapy  but  34  months  of  cyclophosphamide. 


TABLE  III.  Immunoglobulin  types  in  patients  with 
multiple  myeloma  terminating  in  acute  leukemia 

Number  of 


Immunoglobulin  Type  Patients 

IgG 

Kappa  24 

Lambda  8 

Not  specified  26 

IgA 

Kappa  9 

Lambda  4 

Not  specified  3 

Bence-Jones 

Kappa  5 

Lambda  2 

Not  specified  6 

IgD 

1 

Not  stated  37 

Total  125 


loid  chromosome  complement.  In  the  other  case,  85 
percent  of  25  metaphases  had  43  to  45  chromosomes, 


and  15  percent  were  polyploid  with  chromosomal 
damage. 

A Ph1  chromosome  was  found  in  33  percent  of  202 
metaphases  counted  and  analyzed  on  the  bone 
marrow  aspirate  of  the  patient  of  I)aneshvar-Alavi, 
Lutcher,  and  Welter.40  About  83  percent  of  the  cells 
were  hypodiploid,  12  percent  were  hvperdiploid,  and 
only  5 percent  contained  the  normal  diploid  number. 
Bone  marrow  chromosomes  were  abnormal  in  both 
patients  reported  by  Preisler  and  Lyman,43  with 
hypodiploidy  being  the  most  common  finding.  Case 
3 of  Krulik  et  al.48  had  a 46  XY  pattern  in  the  ma- 
jority of  bone  marrow  cells.  The  case  described  by 
Mayans  et  al.49  revealed  normal  bone  marrow  kary- 
otypes both  at  the  time  of  diagnosis  of  multiple 
myeloma  and  at  the  time  acute  leukemia  appeared 
five  years  later. 

In  summary,  only  3 of  25  patients  with  multiple 
myeloma  had  normal  karyotypes  when  acute  leuke- 
mia developed  (Table  IV).  Seven  patients  had 
marker  chromosomes,  and  in  two  patients  the  Ph1 


TABLE  IV.  Chromosome  analysis  in  patients  with  multiple  myeloma  at  time  of  development  of  acute  leukemia 


Abnormal 


Case 

Number  Author 

Year 

Reference 

Number 

Normal 

Hypodiploidy 

Marker 

Hyperdiploidy  Chromosome 

Ph> 

1 

Bennett 

1971 

12 

— 

+ 

— 

— 

— 

2 

Holt  et  al. 

1972 

66 

- 

* 

* 

* 

- 

3 

Khaleeli,  Keane,  and  Lee 

1973 

67 

- 

+ 

- 

- 

- 

4 

Khaleeli,  Keahe,  and  Lee 

1973 

67 

+ 

- 

- 

- 

- 

5 

Khaleeli,  Keane,  and  Lee 

1973 

67 

- 

+ 

- 

- 

- 

6 

Khaleeli,  Keane,  and  Lee 

1973 

67 

+ 

- 

- 

- 

- 

7 

Ohta  et  al. 

1974 

21 

- 

+ 

+ 

- 

+ 

8 

Niskanen  and  Vuopio 

1975 

28 

- 

+ 

- 

- 

- 

9 

Dahlke  and  Nowell 

1975 

29 

- 

+ 

- 

+ 

- 

10 

Dahlke  and  Nowell 

1975 

29 

- 

+ 

+ 

- 

- 

11 

Dahlke  and  Nowell 

1975 

29 

- 

- 

- 

- 

- 

12 

Hossfeld  et  al. 

1975 

30 

- 

+ 

+ 

- 

- 

13 

Hossfeld  et  al. 

1975 

30 

- 

+ 

+ 

+ 

- 

14 

Hossfeld  et  al. 

1975 

30 

- 

- 

+ 

+ 

- 

15 

Hossfeld  et  al. 

1975 

30 

- 

+ 

- 

+ 

- 

16 

Kyle,  Pierre,  and  Bayrd 

1975 

31 

- 

+ 

+ 

+ 

- 

17 

Zwaan  et  al. 

1976 

35 

- 

+ 

- 

+ 

- 

18 

Meytes  et  al. 

1976 

37 

- 

- 

+ 

- 

- 

19 

Gonzalez,  Trujillo,  and  Alexanian 

1976 

39 

- 

+ 

-f 

- 

- 

20 

Gonzalez,  Trujillo,  and  Alexanian 

1976 

39 

- 

+ 

+ 

- 

- 

21 

Daneshvar-Alavi,  Lutcher,  and  Welter 

1977 

40 

- 

+ 

+ 

- 

+ 

22 

Preisler  and  Lyman 

1977 

43 

- 

-1- 

- 

+ 

- 

23 

Preisler  and  Lyman 

1977 

43 

- 

+ 

- 

- 

- 

24 

Krulik  et  al. 

1977 

48 

- 

+ 

- 

- 

- 

25 

Mayans  et  al. 
Total 

1977 

49 

+ 

3 

18 

To 

7 

2 

* Similar  to  acute  leukemia. 
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chromosome  was  observed  in  nearly  one  half  the 
metaphases.  There  was  no  correlation  between 
chromosomal  abnormalities  and  the  presence  or 
absence  of  sideroblasts  in  the  bone  marrow. 

Electron  microscopy.  The  ultrastructural  fea- 
tures in  eight  patients  with  multiple  myeloma  and 
acute  leukemia  have  been  recorded.  In  two  of  these 
patients,11,52  the  two  diseases  occurred  simulta- 
neously, and  the  interpretation  of  the  ultrastructural 
characteristics  of  the  immature  cells  is  difficult  since 
the  features  are  those  of  abnormal  plasma  cells,  that 
is,  nuclear-cytoplasmic  asynchrony,  increase  in 
granular  endoplasmic  reticulum,  prominent  Golgi 
apparatus,  and  large,  swollen  mitochondria.  In  the 
six  patients,  however,  who  developed  acute  leukemia 
two  to  six  years  after  the  diagnosis  of  multiple  mye- 
loma, the  blast  cells  had  the  typical  ultrastructural 
characteristics  of  myeloblasts  or  myelomonoblasts. 

In  the  patient  described  by  Marsan  et  al.,13  three 
types  of  cells  were  identified  in  the  bone  marrow 
when  acute  leukemia  occurred:  (1)  numerous  un- 
differentiated blastic  cells  with  innumerable  varia- 
tions. The  cytoplasm  of  these  cells  contained  many 
azurophilic  granules  but  without  Auer  rods,  polyri- 
bosomes, dilated  ergastoplasm,  abundant  endo- 
plasmic reticulum,  and  large  mitochondria.  Nu- 
merous lipid  inclusions,  sometimes  in  myelin  figures, 
were  also  seen,  as  were  abundant  microtubules  in  the 
perinuclear  regions.  Nucleoli  were  voluminous  and 
often  multiple.  There  were  numerous  nuclear  in- 
clusions and  an  asynchrony  between  the  nuclear  and 
cytoplasmic  maturation;  (2)  monocytic  cells  with 
small  diameter  granules  and  active  pinocytosis  and 
abundant  organelles,  long  endoplasmic  reticulum, 
and  ribosomes  grouped  as  polyribosomes;  and  (3) 
mature  plasmacytic  cells  with  dilated  endoplasmic 
reticulum  and  Mott  bodies. 

The  patient  of  Ohta  et  al.21  had  blast  cells  with 
round  nuclei  with  a fine  or  diffuse  nuclear  chromatin 
network,  one  or  two  distinct  nucleoli,  and  scarce 
cytoplasm. 

In  the  patient  of  Skinnider  and  Ghadially,26  low- 
power  scans  of  ultrathin  sections  showed  groups  of 
neoplastic,  myeloma  cells  lying  adjacent  to  a much 
larger  population  of  leukemic  blast  cells.  The  two 
types  of  cells  were  quite  distinct  and  different.  The 
myeloma  cells  were  oval  and  had  an  eccentrically 
placed,  slightly  irregular-shaped  nucleus.  A prom- 
inent nucleolus  was  usually  present.  The  hetero- 
chromatin was  usually  diffusely  distributed  in  the 
nucleus;  it  was  not  clumped  to  form  the  clockface  or 
cartwheel  pattern  so  characteristic  of  normal  plasma 
cells.  All  the  myeloma  cells  contained  abundant 
rough  endoplasmic  reticulum  whose  cisternae  were 
at  times  moderately  dilated,  but  neither  crystalline 
inclusions  nor  Russell  bodies  were  found.  The  mi- 
tochondria were  usually  unremarkable,  but  in  a few 
myeloma  cells  they  were  quite  large. 

The  other  population  of  leukemic  cells  could 
clearly  be  identified  as  myelocytic  in  type.  These 
cells  usually  showed  larger,  more  irregular  nuclei 


containing  one  to  three  prominent  nucleoli  per  nu- 
clear section.  Pseudoinclusions  resulting  from  ir- 
regularity of  nuclear  form  or  invagination  of  the 
nuclear  envelope  were  often  encountered.  Also  seen 
was  a nuclear  pocket,  that  is,  pseudoinclusion  near 
the  margin  of  the  nucleus,  containing  numerous 
vesicles.  The  cytoplasm  contained  very  little  rough 
endoplasmic  reticulum  but  abounded  in  polyribo- 
somes lying  free  in  the  cytoplasmic  matrix.  The 
mitochondria  were  unremarkable;  giant  forms  were 
not  encountered.  A few  electron-dense  granules 
were  seen  in  many  of  these  cells. 

Electron  microscopy  of  bone  marrow  cells  in  Case 
5 of  Kyle,  Pierre,  and  Bayrd31  showed  cells  that  could 
not  be  classified  as  plasma  cells  since  they  had  little 
endoplasmic  reticulum;  prominent  nucleoli  were 
seen,  and  the  granules  suggested  that  the  blast  forms 
represented  a granulocytic  cell. 

The  bone  marrow  of  the  patient  of  Zwaan  et  al.35 
was  characterized  by  the  presence  of  young  eryth- 
roblasts  in  which  the  nucleus  was  irregularly  shaped 
with  peripheral  condensation  of  the  chromatin;  nu- 
clear pores  were  present  but  not  numerous,  and 
nucleoli  were  sometimes  found.  Glycogen  was  dis- 
tributed throughout  the  cytoplasm,  sometimes  in 
small  clumps;  vacuoles  were  also  present.  Heavy 
deposits  of  iron  were  found  in  mitochondria  and  in 
vacuoles  which  sometimes  had  perinuclear  localiza- 
tion. Rarely  a “doubling”  of  the  plasma  membrane 
was  observed  in  these  cells.  The  nuclear  shape  var- 
ied from  irregular  to  more  or  less  rounded  in  late 
forms,  with  an  excessive  condensation  of  chromatin 
containing  numerous  indentations.  Occasionally, 
iron  deposits  were  found  in  the  nucleus  with  a nuclear 
cleft.  Often  the  nucleus  contained  what  seemed  to 
be  conglomerates  of  glycogen.  Sometimes  binu- 
cleated  cells  or  nuclear  bridging  were  found.  Little 
or  no  glycogen  was  found  in  the  cytoplasm,  depend- 
ing on  maturation.  Vacuoles  and  iron  deposits  were 
also  present  in  the  cytoplasm. 

Large  amounts  of  iron  were  also  present  in  cyto- 
plasmic vacuoles  of  the  macrophages.  Except  for  the 
rare  presence  of  a small  myelin  figure,  no  abnor- 
malities were  found  in  the  plasma  cells.  In  the  my- 
eloid cell  line,  the  most  prominent  cell  present  in  the 
bone  marrow  was  the  myelocyte.  The  elongated 
nucleus  had  a sparsely  condensed  chromatin,  a small 
Golgi  area,  and  sometimes  diluted  profiles  of  the 
endoplasmic  reticulum.  The  quantity  of  granules 
was  variable,  and  they  were  mostly  of  the  electron- 
dense,  azurophilic  type.  A number  of  myelocytes 
contained  a labyrinth,  sometimes  connected  with  the 
extracellular  space.  The  appearance  of  the  myeloid 
cells  in  the  peripheral  blood  of  this  patient  varied 
greatly.  The  nucleus  was  either  round,  oval,  irreg- 
ular, or  lobulated  with  a moderate  condensation  of 
the  chromatin.  Sometimes  nuclear  appendages  or 
blebs  were  found.  Although  Golgi  apparatus  and 
endoplasmic  reticulum  were  observed  relatively 
rarely,  numerous  mitochondria  were  present.  The 
granule  population  varied  considerably  in  both 
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TABLE  V.  Reported  cases  of  macroglobulinemia  and  acute  leukemia 


Case 
N uni  be 

r Authors 

Year 

Ref- 

erence 

Number 

Sex 

Age  at 
Diagnosis 
of  Macro- 
globu- 
linemia 

f 

Melphalan 
(duration 
in  months) 

rherap: 

X-ray 

v ^ 

Other 
Therapy 
(duration 
in  months) 

Interva 

to 

AML* 

(months 

1 

Type 
of  Acute 
) Leukemia 

1 

Tangiin  et  al. 

1967 

68 

F* 

19 

No 

No 

0 

AML 

2 

7’angun  et  al. 

1968 

69 

F 

53 

No 

No 

0 

AML 

3 

Gilly  et  al. 

1969 

70 

M** 

79 

No 

No 

CLBtt 

48 

Hemocyto- 

blastic 

4 

Hartwich,  Gotz,  and 
Horstmann 

1970 

71 

M 

72 

Yes  (24) 

No 

None 

24 

Lymphore- 

ticular 

5 

Videbaek 

1971 

72 

F 

78 

No 

No 

None 

1 

Blastic 

6 

Forbes 

1972 

73 

F 

66 

Yes  (72) 

No 

None 

72 

Erythromye- 
i.  iid 

7 

Mackenzie  and  Fudenberg 

1972 

74 

NS*** 

NS 

No 

No 

CLB 

NS 

AML 

8 

Petersen 

1973 

75 

M 

81 

Yes  (42) 

No 

None 

42 

ERYttt 

9 

Allen  et  al. 

1973 

76 

F 

80 

No 

No 

None 

0 

AMML**** 

10 

Cardamone  et  al.  (Case  2) 

1974 

20 

F 

68 

No 

No 

CLB  (21) 

36 

AML 

11 

Cejka  et  al. 

1974 

77 

M 

12 

No 

No 

0 

Lymphoblas- 

12 

Salberg,  Kurtides,  and 
, McKeever 

1977 

78 

F 

68 

No 

No 

None 

48 

tic 

AMML 

13 

Ligorsky  et  al. 

1977 

79 

M 

69 

No 

No 

None 

8 

AMML 

14 

Guide,  Saxon,  and  Stevens 

1977 

80 

M 

60 

No 

No 

None 

0 

Hairy  cell 

15 

Pick  et  al.  (Case  1) 

1978 

81 

M 

52 

Yes  (16) 

No 

VCR 

(2)tttt 

16 

AMML 

16 

1 ick  et  al.  (Case  2) 

1978 

81 

M 

63 

No 

No 

CLB  (41) 

54 

AMML 

17 

Effron,  Rosenbaum,  and 
Greenberg 

1978 

82 

M 

42 

Yes  (3) 

No 

CLB,**** 
CYT,  and 
VCR  (60) 

168 

AML 

* AML  = acute  myeloblastic  leukemia, 
t F = female. 

**  M = male. 

CLB  = chlorambucil. 

***  NS  = not  stated. 

t+t  ERY  = erythroleukemia. 

****  AMML  = acute  monomyeloblastic  leukemia, 
tttt  VCR  = vincristine. 

*****  CYT  = cyclophosphamide. 


number  and  type,  the  azurophilic  granules  being 
predominant  although  fewer  than  in  normal  cells.  In 
general,  an  asynchrony  between  nuclear  shape  and 
granule  population  was  present.  Zwaan  et  al.35 
concluded  that  the  leukemic  derangement  of  the 
myeloid  cell  line  was  supported  not  only  by  the 
presence  of  an  increased  amount  of  abnormal  white 
cells  in  the  bone  marrow,  but  also  by  the  asynchrony 
found  between  nuclear  shape  and  the  rate  of  matu- 
rity of  the  granules  in  the  peripheral  blood  granulo- 
cytes. 

Finally  the  leukemic  cells  of  the  patient  of  Polliak 
et  al.45  lacked  the  ultrastructural  features  of  plasma 
cells  but  bore  readily  detectable  B-cells  markers  and 
resembled  lymphocytes  by  light  microscopy  and  by 
ultrastructural  analysis.  Under  transmission  elec- 
tron microscopy,  almost  all  circulating  cells  were 
rounded  with  multiple  finger-like  surface  microvilli. 
The  nuclei  varied  in  shape  and  were  either  rounded 
or  kidney-shaped  with  marginated  heterochromatin, 
and  nucleoli  were  frequently  seen.  The  cytoplasm 
contained  mitochondria  and  abundant  ribosomes. 
Generally  there  was  little  smooth  or  rough  endo- 
plasmic reticulum,  but  when  present  they  appeared 


in  short  strands.  In  most  cells  the  Golgi  apparatus 
was  not  well  developed.  Cultured  cells  showed 
similar  features,  but  the  nuclei  were  generally 
rounded  and  contained  nucleoli.  The  cell  cytoplasm 
showed  abundant  ribosomes,  occasional  mitochon- 
dria, some  short  strands  of  endoplasmic  reticulum, 
lipid  droplets,  and  rare  myelin  figures. 

Under  scanning  electron  microscopy,  cells  isolated 
from  the  peripheral  blood  and  cultured  cells  showed 
similar  features.  The  vast  majority  of  cells  had 
varying  numbers  of  microvilli  on  their  surfaces. 
Most  cells  had  very  villous  surfaces  with  the  entire 
exposed  surfaces  covered  by  multiple  microvilli. 
Some  circulating  cells  showed  few  microvilli,  while 
others  had  multiple  surface  blebs. 

Waldenstrom’s  macroglobulinemia  and  acute 
leukemia.  There  are  17  known  cases  of  macroglob- 
ulinemia associated  with  acute  leukemia  (Table 
Y)  20,68-82  jn  s;x  caseS;  the  two  diseases  occurred 
simultaneously.  In  at  least  two  of  these  cases,  the 
leukemic  cells  were  shown,  by  immunofluorescence, 
to  be  producing  the  macroglobulin.77’80  In  these  two 
instances,  the  patients  probably  did  not  have  true 
Waldenstrom’s  macroglobulinemia.  In  at  least  one 
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other  case,  the  fluorescent  staining  showed  that  the 
plasma  cells  or  plasmacytoid  lymphoctyes  were  the 
source  of  the  macroglobulin.79  The  leukemic  cells 
were  not  involved  in  the  production  of  paraprotein 
but  played  a role  in  engulfing  macroglobulin  as  well 
as  other  serum  proteins. 

Of  the  remaining  10  cases,  6 men  and  4 women,  4 
patients  received  melphalan  for  16  to  72  months,  4 
patients  were  treated  with  chlorambucil  for  21  to  41 
months,  one  patient  received  multiple  chemotherapy 
over  a period  of  10  years,  and  one  patient  received  no 
treatment  at  all.  Acute  leukemia  developed  in  these 
10  patients  after  an  interval  of  from  16  to  72  months 
following  the  diagnosis  of  Waldenstrom’s  macro- 
globulinemia.  In  one  patient,  the  leukemia  was 
preceded  by  a period  of  pancytopenia  and  sidero- 
blastic anemia.20  Serum  and/or  urinary  lysozyme 
concentrations  were  increased  in  at  least  three  pa- 
tients.78,81 Two  of  the  patients  achieved  brief  partial 
remissions  of  their  acute  leukemia  following  treat- 
ment with  cytosine  arabinoside  and  thioguanine, 20,78 
and  one  achieved  a complete  remission  of  4.5  months’ 
duration  after  treatment  with  daunorubicin,  cytosine 
arabinoside,  and  thioguanine.82  In  two  patients  with 
the  simultaneous  occurrence  of  macroglobulinemia 
and  acute  leukemia,  complete  remission  of  the  acute 
leukemia  was  achieved  following  combination  che- 
motherapy.69,76 The  presence  of  acute  leukemia  was 
confirmed  at  autopsy  in  seven  pa- 
tients.20,70,71,73,75,77,79 

Electron  microscopy  was  performed  in  three  in- 
stances, but  in  two  of  these  patients  the  leukemic 
cells  were  producing  the  macroglobulin.77,80  In  the 
remaining  case  transmission  electron  microscopy 
showed  the  periphery  of  the  leukemic  cells  to  have 
numerous  fine  cytoplasmic  projections  which  fused, 
forming  intracellular  inclusions  lined  by  cell  mem- 
brane.' 9 These  appeared  to  be  endocytic  vesicles. 
Most  were  empty,  but  in  some,  amorphous  material 
could  be  seen. 

Karyotypic  analysis  of  the  blood  of  the  patient  of 
Gilly  et  al.70  revealed  two  abnormalities:  the  pres- 
ence of  a large  extra  group  A chromosome,  occa- 
sionally seen  in  Waldenstrom’s  macroglobulinemia; 
and  aneuploidy  of  some  mitoses,  a feature  observed 
in  some  patients  with  acute  leukemia.  A cytogenetic 
study  in  the  patient  of  Ligorsky  et  al.79  at  the  time  of 
leukemia  showed  no  consistent  pattern,  but  there  was 
a random  loss  of  chromosomes.  The  second  case  of 
Pick  et  al.81  had  a normal  bone  marrow  karyotype, 
14  metaphases  analyzed,  when  the  macroglobuli- 
nemia was  first  diagnosed  but  developed  the  fol- 
lowing abnormalities  at  the  time  of  acute  leukemia: 
1 2 of  20  karyotyped  cells  had  46  chromosomes  with 
a normal  XX  pattern,  but  8 of  the  cells  had  45  chro- 
mosomes, all  lacking  a C group  chromosome  which, 
on  banding,  was  shown  to  be  chromosome  7. 

Other  paraproteincmias  and  acute  leukemia. 
At  least  two  cases  of  amyloidosis,10  two  cases  of 
scleromyxedema,83,84  and  one  case  of  cold  agglutinin 
disease  terminating  in  acute  myeloblastic  leukemia 


or  one  of  its  variants85  have  been  reported.  At  least 
two  patients  with  monoclonal  paraproteinemias 
developed  acute  myeloblastic  leukemia  following 
treatment  with  alkylating  agents.86,87  One  of  these 
patients  had  a pancytopenic  period  of  one  year  prior 
to  the  development  of  acute  myelomonocytic  leu- 
kemia with  increased  serum  and  urinary  lysozyme 
levels.86  In  addition,  several  cases  of  paraproteine- 
mias occurring  in  patients  with  acute  leukemia  are 
known.88-90  In  at  least  one  instance,  electron  mi- 
croscopic, cytochemical,  and  fluorescent  studies 
proved  that  the  leukemic  cells  were  synthesizing  the 
paraprotein.88 

Comment 

The  occurrence  of  acute  myeloblastic  leukemia  or 
one  of  its  variants  as  a late  complication  of  multiple 
myeloma  or  its  treatment  is  a well-recognized  phe- 
nomenon. The  frequency  of  its  occurrence  varies 
from  0.2  percent,91  to  0.6, 17  0.7, 67  1.3,39,  219  or  7 per- 
cent.42 Since  the  mean  interval  from  the  diagnosis 
of  multiple  myeloma  to  the  development  of  acute 
leukemia  is  greater  than  four  years,  only  patients  who 
survive  at  least  one  to  two  years  from  their  myeloma 
are  at  risk  of  developing  acute  leukemia.  Therefore, 
as  the  survival  of  patients  with  multiple  myeloma  is 
improved,  the  incidence  of  acute  leukemia  in- 
creases.92 

The  syndrome  of  acute  leukemia  as  a terminal 
event  in  multiple  myeloma  has  certain  characteristic 
features.  The  syndrome  is  often  preceded  by  a pe- 
riod of  pancytopenia  and/or  dyserythropoiesis  with 
or  without  the  presence  of  ringed  sideroblasts  in  the 
bone  marrow.  These  changes  may  be  related  to 
previous  chemotherapy.  The  association  of  sidero- 
blastic anemia,  leukemia,  and  myelomatosis  is  dis- 
cussed at  some  length  by  Catovsky  et  al.93  The 
syndrome  of  acute  leukemia  in  multiple  myeloma  is 
also  associated  with  a refractoriness  to  antileukemic 
chemotherapy  and  with  a very  short  survived.  There 
is  a disproportionately  high  frequency  of  the 
myelomonocytic  or  monocytic  variety  of  acute  leu- 
kemia with  an  accompanying  increase  in  serum 
and/or  urinary  lysozyme  levels.  Also  typical  of  this 
syndrome  is  the  occurrence  of  chromosomal  aberra- 
tions, mostly  hypodiploidy  but  also  hyperdiploidy. 
A marker  chromosome  is  often  present,  and  the 
Philadelphia  chromosome  has  been  observed  in  at 
least  two  patients.21,40  In  patients  with  de  novo 
acute  myeloblastic  leukemia,  there  are  nonrandom 
patterns  of  chromosomal  changes.  Detectable  ab- 
errations occur  in  about  50  percent  of  patients 
studied  with  banding.94  Recurring  patterns  of  ab- 
normal karyotypes  include  an  additional  chromo- 
some 8,  loss  of  a chromosome  7,  and  structural  rear- 
rangements of  chromosomes  8 to  21  often  associated 
with  an  8-to-21  translocation. 

Rowley,  Golomb,  and  Vardiman95  have  also  re- 
cently reported  nonrandom  chromosomal  abnor- 
malities in  acute  nonlymphocytic  leukemia  in  pa- 
tients treated  for  Hodgkin’s  disease  and  non-Hodg- 
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kin’s  lymphoma;  70  percent  of  the  patients  had  hy- 
podiploidy,  most  often  the  loss  of  chromosome  5 
and/or  7.  The  hypodiploid  chromosome  number  and 
karyotypic  pattefn  support  the  notion  that  the  leu- 
kemic cells  arose  independently  of  the  lymphoma. 
Similarly,  the  karyotypic  abnormalities  seen  in  pa- 
tients with  acute  leukemia  following  therapy  for 
multiple  myeloma  differ  from  those  occurring  in  de 
novo  acute  mveloblastic  leukemia  and  from  those 
seen  in  multiple  myeloma.*’4  The  significance  of 
these  findings  is  not  completely  clear. 

Electron  microscopic  studies  have  clearly  shown 
the  presence  of  the  distinct  and  easily  recognizable 
varieties  of  neoplastic  cells,  that  is,  plasma  cells  or 
plasmablasts  or  myeloblasts  or  monomyelo- 
blasts.13,21,26,31,35’45  The  main  features  of  the  plasma 
cells  include  abundant  rough  endoplasmic  reticulum 
and  an  irregular  nucleus.  The  myeloblasts  are 
characterized  by  granules  and  paucity  of  rough  en- 
doplasmic reticulum.  Monocytic  cells  have  intra- 
cytoplasmic  filaments,  lysosomes,  and  moderately 
well-developed  rough  endoplasmic  reticulum. 
Various  features  such  as  irregularity  of  nuclear  shape, 
pseudoinclusions,  prominent  nucleoli,  and  abundant 
free  ribosomes  in  the  cytoplasm  confirm  the  leukemic 
nature  of  the  blast  cells.26 

Although  it  seems  highly  likely  that  the  therapy 
administered  to  patients  with  multiple  myeloma  is 
directly  related  to  the  subsequent  development  of 
acute  leukemia,  this  supposition  is  by  no  means 
certain.  One  can  still  argue  that  the  natural  history 
of  multiple  myeloma  is  such  that  a small  number  of 
patients  will  terminate  in  acute  leukemia.  No  one 
questions  the  correctness  of  such  an  assertion  in  the 
myeloproliferative  syndromes  in  which  polycythemia 
vera,  agnogenic  myeloid  metaplasia,  and  thrombo- 
cythemia  may  all  occasionally  terminate  as  acute 
leukemia.  In  chronic  myelogenous  leukemia,  the 
vast  majority  of  patients  die  of  acute  leukemic 
transformation.  Perhaps  the  same  occurs  in  multi- 
ple myeloma.  One  can  postulate  that  the  reason  why 
acute  leukemia  as  a late  manifestation  of  multiple 
myeloma  was  extremely  rare  until  a few  years  ago  is 
because  patients  with  multiple  myeloma  did  not 
survive  long  enough  to  develop  leukemia  as  part  of 
the  natural  history  of  their  disease.  Since  the  in- 
troduction of  melphalan,  survival  has  somewhat 
improved.64,65  However,  a large  number  of  reports 
of  acute  leukemia  in  multiple  myeloma  have  ap- 
peared since  melphalan  was  introduced  for  the 
treatment  of  myeloma,  seemingly  implicating  this 
drug  as  a direct  or  indirect  cause. 

The  simultaneous  occurrence  of  multiple  myeloma 
and  acute  leukemia  in  18  patients  requires  comment. 
Does  this  observation  indicate  a higher  than  expected 
frequency  of  second  neoplasms  in  patients  with 
multiple  myeloma?  Are  the  two  diseases  occurring 
in  the  same  patient  by  chance  alone,  or  is  this  phe- 
nomenon more  than  coincidence?  Does  a single 
etiologic  factor  play  a role  in  both  neoplastic  pro- 
cesses? 


The  same  questions  require  answers  in  relation  to 
the  simultaneous  occurrence  of  other  neoplasms  and 
acute  leukemia.  The  occurrence  of  8 examples  of 
coincidence  of  acute  leukemia  and  cancer  of  the 
breast  among  78  patients  with  both  diseases  seems 
exceptional.6  In  10  of  41  patients  with  chronic 
lymphocytic  leukemia  and  acute  leukemia,  the  two 
diseases  were  diagnosed  simultaneously.5  The  si- 
multaneous occurrence  of  acute  leukemia  and 
Hodgkin’s  disease,3  non-Hodgkin’s  lymphoma,4  and 
Waldenstrom’s  macroglobulinemia,  as  shown  in 
Table  V),  has  also  been  reported  on  numerous  occa- 
sions. At  least  for  breast  cancer  and  acute  leukemia, 
the  possibility  of  concomitant  viral  etiology  of  both 
diseases  seems  plausible  in  view  of  the  fact  that  re- 
verse transcriptase  has  been  found  in  both  breast 
tumors  and  acute  leukemia.96,97 

Cleary  et  al.52  cite  Osserman,98  who  stresses  the 
possibility  that  chronic  reticuloendothelial  stimu- 
lation may  result  in  the  development  of  plasmacytic 
or  monocytic  dvscrasias  and  that  at  times  the  pro- 
liferative abnormalities  in  these  cell  lines  may, 
therefore,  coexist.  In  our  earlier  review,1  we  pointed 
out  that  the  myelomonocytic  leukemia  model  in 
BALB/c  mice  established  by  Metcalf,  Moore,  and 
Warner99  is  a leukemia  model  that  was  produced  by 
injecting  mineral  oil  into  the  peritoneal  cavity  of 
BALB/c  mice.  In  all  the  other  mice  that  received 
mineral  oil  in  this  way  plasmacytomas  or  myeloma 
developed.  This  seems  to  be  strong  evidence,  at  least 
in  this  animal  system,  that  the  same  etiologic  stim- 
ulus can  result  in  either  myeloma  or,  rarely,  myelo- 
monocytic leukemia. 

To  further  confuse  the  picture,  in  at  least  two  in- 
stances the  myelomonoblasts  were  shown  by  electron 
microscopy  and  immunofluorescence  to  be  secreting 
the  same  paraprotein  that  the  myeloma  cells  were 
producing.11,88  Does  this  observation  prove  that  the 
blast  cells  were  morphologically  transformed  plasma 
cells  and  that  the  patient  did  not,  in  fact,  have  a new 
disease,  that  is,  acute  leukemia?  One  can  postulate 
that  a mutation  occurred  in  the  myeloma  cells,  per- 
haps induced  by  melphalan,  so  that  they  now  re- 
semble myelomonoblasts.  Alternatively,  the  acute 
leukemia  may  have  arisen  from  a different  clone  of 
cells  either  secondary  to  the  same  etiologic  agent  that 
produced  the  multiple  myeloma  or  secondary  to  an- 
other etiologic  factor.  Cases  of  acute  leukemia 
without  multiple  myeloma  in  which  the  leukemic 
cells  synthesize  paraprotein  have  also  been  re- 
ported.87,89,90 In  one  patient  with  acute  myelo- 
monocytic leukemia  and  macroglobulinemia,  both 
the  plasma  cells  and  the  leukemic  cells  contained 
immunoglobulin.79  In  at  least  two  patients  with 
multiple  myeloma  and  acute  leukemia,  the  blast  cells 
were  shown  not  to  be  secreting  paraprotein.35,48 

Increased  serum  and  urinary  lysozyme  in  patients 
with  myeloma  who  develop  monomyeloblastic  leu- 
kemia is  said  to  be  evidence  that  the  leukemia  is  a 
second  neoplasm  and  does  not  represent  morpho- 
logically transformed  plasma  cells.  An  alternate 
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explanation  of  the  increased  lysozyme  levels  is  the 
renal  damage  secondary  to  the  multiple  mye- 
loma.100 

Although  this  review  emphasizes  the  association 
of  multiple  myeloma  and  acute  leukemia,  multiple 
myeloma  has  been  described  in  association  with  a 
variety  of  other  neoplasms  and  non-neoplastic  con- 
ditions, discussion  of  which  is  beyond  the  scope  of 
this  report.1  Waldenstrom’s  macroglobulinemia 
may  also  be  associated  with  a variety  of  other  neo- 
plasms. Osterberg  and  Rausing101  reviewed  20  pa- 
tients with  Waldenstrom’s  disease  who  developed 
reticulum  cell  sarcoma.  One  half  of  the  patients  had 
received  intensive  chemotherapy  for  more  than  two 
years  with  chlorambucil,  melphalan,  or  cyclophos- 
phamide. Multiple  myeloma  and  Waldenstrom’s 
macroglobulinemia  may  also  coexist  in  the  same 
patient.102 

Whether  melphalan  is  the  direct  or  indirect  cause 
of  the  increased  frequency  of  occurrence  of  acute 
leukemia  in  patients  with  multiple  myeloma  or 
whether  the  prolonged  survival  induced  by  this  and 
other  drugs  may  have  unmasked  a hitherto  unrec- 
ognized aspect  of  the  natural  history  of  myeloma 
cannot  be  answered  with  certainty.  The  evidence 
seems  to  favor  the  former.  It  is  not  clear,  however, 
by  what  mechanism  chemotherapy  is  leukemogenic. 
Several  possibilities  require  further  study.  Is  the 
induction  of  chromosomal  abnormalities  and  other 
cellular  mutations  responsible  for  the  leukemia?103 
Does  melphalan  activate  a latent  leukemogenic 
virus?  Is  the  development  of  leukemia  a reparative 
response  to  the  hypoplastic  anemia  induced  by  the 
chemotherapy  since  the  tendency  to  neoplasia  of 
hypoplastic  tissues  has  been  recognized  in  human 
pathology?21  Do  the  drugs  mediate  their  leukemo- 
genicity  by  immunosuppressing  the  host?  Does  not 
the  patient  with  myeloma  suffer  from  humoral,  that 
is,  B cell  immunodeficiency  even  prior  to  any  thera- 
py? A high  frequency  of  neoplasia  in  immunoin- 
competent  patients  of  all  types  is  a well-known 
phenomenon.  The  answers  to  these  questions  re- 
quire much  additional  investigation. 
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Carcinoma  of  Esophagus 

Autopsy  reports 


A retrospective  study  of  etiologic  factors  in  68  well- 
documented  autopsied  cases  of  esophagocarcinoma 
is  presented.  Dysphagia,  weight  loss,  and  anemia 
were  the  most  common  presenting  symptoms;  70  and 
75  percent  of  patients  died  within  six  months  fol- 
lowing diagnosis,  and  nine  months  following  the  onset 
of  symptoms,  respectively.  Among  the  associated 
findings,  dental  deterioration  and  poor  oral  hygiene 
were  present  in  90  percent  of  cases;  heavy  smoking 
and  heavy  drinking  indicate  probable  strong  syner- 
gistic roles.  Race  and  occupation  showed  only  a weak 
correlation  statistically  and  could  very  well  be  at- 
tributed to  socioeconomic  factors  alone,  and  not  to 
any  racial  factors  per  se.  On  the  other  hand,  corre- 
lation between  race  and  age  is  weak,  but  is  probably 
significant  in  both  racial  groups. 
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Carcinoma  of  the  esophagus  has  stimulated 
medical  interest  for  years,  but  extensive  surveys  of 
this  highly  malignant  lesion  are  limited.  A review 
of  the  etiologic  factors  by  Wynder  and  Bross1  covers 
the  situation  up  to  1961,  and  the  1966  study  of  Lee, 
Thompson,  and  DeLucia2  includes  118  patients  ob- 
served from  1948  to  1961.  Similarly,  Appelqvist3 
reported  an  extensive  retrospective  study  based  on 
statistical  and  clinical  material  from  Finland. 

This  communication  evaluates  the  various  etio- 
logic factors  involved  in  68  cases,  selected  out  of  a 
total  of  131  cases  of  esophageal  neoplasms  studied  at 
autopsy. 

Material  and  method 

The  material  used  in  this  study  included  131  cases 
of  esophageal  neoplasm  seen  at  autopsy  during  an 
11-year  period  at  the  Veteran’s  Administration 
Hospital,  East  Orange,  New  Jersey,  from  1956  to 
1967. 

In  delineating  lesions  to  be  considered,  tumors  of 
the  hypopharynx  (retrocricoid  area)  and  of  the  piri- 
form fossa  were  eliminated.  The  131  autopsies  in- 
cluded 20  cases  of  carcinoma  in  situ,  9 metastatic 
lesions,  and  6 benign  tumors,  leaving  96  cases  with 
authenticated  primary  carcinomas  of  the  esophagus 
(73.2  percent)  from  which  the  2 cases  of  cardio- 
esophageal  junction  of  equivocal  histogenesis  were 
removed. 

Only  cases  with  well-documented  medical  histories 
were  retained.  Emphasis  was  placed  on  the  possible 
relationships  between  carcinoma  and  factors  such  as 


race,  age,  smoking  habits,  alcoholism,  blood  groups, 
occupation,  and  other  associated  oral  and  gastroin- 
testinal lesions,  as  suggested  in  the  previous  surveys, 
and  in  the  publications  of  Razin  and  Adler4  and 
Grimes  and  Zboralske.5  Histories  with  vague 
statements  (“occasional  drinker,”  “moderate 
smoker,”  and  so  forth)  were  rejected.  There  re- 
mained 68  cases  of  esophagoepidermoid  carcinoma 
with  well-documented  histories.  An  evaluation  of 
blood  groups  as  an  epidemiologic  factor  is  not  con- 
sidered in  this  report  because  of  incomplete  available 
data.  Symptoms,  clinical  histories,  and  prognostic 
features  of  retained  cases  were  abstracted  and  eval- 
uated. Data  relative  to  smoking  and  drinking  habits 
are  grouped  into  three  “classes”  of  “smoker/drinker”: 
Class  I,  occasional;  Class  II,  light;  and  Class  III, 
heavy,  according  to  World  Health  Organization 
recommendation.  Thus,  these  data  could  be  directly 
converted  to  the  readily  comparable,  albeit  unfa- 
miliar, units  of  the  Ridit  scale.  For  the  sake  of  def- 
inition, patients  with  hemoglobin  below  12  Gm.  per 
deciliter  and  hematocrit  of  less  than  35  volumes  re- 
spectively, were  classified  as  anemic. 

Not  all  68  cases  could  be  fully  documented  with 
regard  to  all  parameters.  Consequently,  tables  list 
the  percentages  (frequencies)  of  cases  corresponding 
to  each  observed  attribute  relative  to  the  total 
number  of  fully  documented  cases. 

Such  a limited  group  of  discrete  data  is  best  eval- 
uated by  the  “chi-square”  contingency  method, 
which  permits  one  to  compare  subgroups  on  the  basis 
of  several  criteria.  Interpretation  was  based  on 
Fisher’s6  table.  The  procedure  outlined  by  Hill7  was 
followed.  Confidence  limits  reported  in  the  tables 
are  established  for  a 95-percent  probability  level,  that 
is,  twice  the  standard  deviation  of  reported  per- 
centages, or: 

2 X S—  = 2.  \/ (P  percent  X (100  — p)/100 
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TABLE  I.  Association  between  age  and  race  relative  to  incidence  of  cancer  of  esophagus 


Patients 

( 

41  to  50 

Age  Groups 
51  to  60 

61  to  70 

A 

71  to  80 

White* 

5 

15 

14 

8 

Percentage  of  age  group 

12 

35 

34 

19 

Expected  frequency 

9 

16 

12 

7 

Chi  square  (percent) f 

1.7 

0.6 

0.33 

0.14 

Nonwhite** 

9 

11 

6 

0» 

Percentage  of  age  groupft 

35 

42 

23 

0 

Expected  frequency 

5 

10 

8 

3 

Chi  square  (percent)*** 

3.2 

0.10 

0.50 

3 

Total  (68)  of  expected  frequency  (percent) 

14  (20.6) 

26  (38.2) 

20  (29.5) 

8(11.8) 

* Sum  total  of  whites:  42  (61.8  percent). 

1 Sum  total  of  chi  square  (whites);  2.23  (Number  of  degrees  of  freedom  is  = (4  — 1),  (2  — 1)  = 3). 

**  Sum  total  of  nonwhites:  26  (38.2  percent). 

n One  cell  is  not  statistically  significant  (with  percentage  of  age  group  = 0 <5),  yet  it  is  kept  for  descriptive  purpose,  for  most  of  the  conclusions  are 
somewhat  self-evident  from  an  inspection. 

***  Sum  total  of  chi  square  (nonwhites):  6.80  (Number  of  degrees  of  freedom  is  = (4  — 1),  (2  — 1)  = 3). 


the  relationship  known  to  be  valid  for  probability 
values  about  P = 95  percent.6 

The  choice  of  V = (4  — 2)  for  the  individual  racial 
group  evaluation  in  Table  I is  justified  as  follows:  (1) 
one  degree  of  freedom  is  lost  since  the  sums  of  ob- 
served and  expected  frequencies  are  calculated  in 
such  a way  as  to  be  the  same,  and  (2)  one  end-cell  in 
each  group  must  be  discounted,  since  V is  necessarily 
dependent  on  the  total  for  the  group  remaining 
fixed. 

Results 

Clinical  symptoms.  Although  these  were  not  the 
main  objective  of  our  study,  certain  clinical  aspects 
emerged  with  sufficient  frequency  to  suggest  rele- 
vance. These  observations  in  Table  II  are  summa- 
rized as  follows:  (1)  Extensive  weight  loss,  98  percent 
of  all  cases,  (2)  dysphagia  and  anemia,  87.7  percent 
of  all  cases,  and  (3)  clinically  observed  metastatic 
disease,  85  percent  of  all  cases. 

In  respect  to  their  type  and  degree,  dysphagia  for 
solid  foods,  liquids,  and  both  solids  and  liquids  was 
seen  in  52,  36,  and  12  percent  of  cases,  respec- 
tively. 

Clinically,  esophagobronchial  fistula  as  a pre- 
senting symptom  was  observed  in  13  of  the  68  pa- 
tients, whereas  autopsy  revealed  esophagobronchial 
fistula  in  20  percent  and  esophagopleural  fistula  in 
7 percent  of  these  cases. 

Prognosis.  Duration  of  symptoms  before  diag- 
nosis as  obtained  in  52  cases  was  less  than  three 
months  in  62  percent,  and  less  than  six  months  in  81 
percent,  whereas  only  13  percent  were  symptomatic 
for  more  than  six  months.  Judged  from  a compari- 
son of  the  presumed  duration  of  illness  from  the  first 
presenting  symptoms  to  death,  with  the  evolution 
time  of  illness  from  diagnosis  to  death,  this  study 
showed  that  out  of  48  cases,  50  percent  died  within 
six  months  and  75  percent  within  nine  months  of 
onset  of  symptoms.  Similarly,  70  percent  of  the  57 
patients  died  within  six  months  following  diag- 
nosis. 

Associated  lesions.  The  results  obtained  in  68 


TABLE  II.  Esophageal  carcinoma;  presenting  symptoms 


Symp- 

toms 

Number 

of 

Cases 

Symp- 

toms 

Inci- 

dence 

Fre- 

quency 

(percent) 

Confi- 
dence 
Limits  = 
Plus  or 
Minus  (2 
X S - p) 

Weight  loss 

53 

52 

98.2 

Dysphagia 

60 

50 

83.2 

7.2 

Anemia 

46 

43 

93.4 

5 

Esophagobron- 

chial 

fistula 

68 

13 

19 

7.8 

Evidence  of 
metastasis 

41 

35 

85.4 

7.3 

documented  cases  showed  that  41  percent  of  all  cases 
had  associated  gastrointestinal  pathologic  lesions 
that  were  clinically  diagnosed.  Among  these  acces- 
sory lesions,  hiatal  hernia  (13.2  percent)  was  most 
frequent,  followed  by  peptic  ulcer  disease  (11.7  per- 
cent), esophagodiverticula  (3  percent),  and  achalasia 
(2  percent).  In  47  cases,  where  oral  and  dental  con- 
dition was  well  documented,  deterioration  of  the  oral 
cavity  described  as  “poor  oral  hygiene”  and  “edentia” 
occurred  in  90  percent  of  the  cases. 

Morphologic  studies.  Among  the  60  esophago- 
carcinomas,  morphologic  studies  revealed  that  the 
rates  of  occurrence  of  the  three  main  gross  types  were 
as  follows:  fungating  43,  stenotic  20,  and  ulcerated 
46  percent  (Table  III).  Furthermore,  80  percent  of 
these  malignant  conditions  were  observed  in  the 
distal  two  thirds  and  20  percent  in  the  proximal  third 
of  the  esophagus. 

Incidence  of  esophagocarcinoma  related  to 
race  and  occupation.  In  the  incidence  of  esopha- 
gocarcinoma related  to  race  and  occupation,  only  68 
documented  cases  were  available,  divided  unequally 
between  white  and  black  patients  (42  and  26,  re- 
spectively) in  this  selected  group  of  patients.  The 
results  of  the  contingency  study  are  contained  in 
Table  IV. 

One  may  be  tempted  to  accept  a significant  asso- 
ciation between  the  variables  race  and  occupation, 
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TABLE  III.  Esophageal  carcinoma;  gross  characteristics 
(60  cases) 


Type  of  Lesion 

Number  of  Cases 
(percentage) 

Plus  or  Minus 
Confidence  Limits 

Fungating, 

25  (43.4) 

9.9 

large 

Ulcerated 

Nonstenotic 

22  (36.6) 

9.6 

Stenotic 

6(10) 

6 

Annular, 

6(10) 

6 

nonulcerated 

Total 

Ulcerated 

28  (46) 

9.9 

Stenotic 

12  (20) 

8 

TABLE  IV.  Association  between  race  and  occupation 
relative  to  incidence  of  cancer  of  esophagus  in  68 
patients 

/ 

Races 

Occupations 

White  (42) 

Nonwhite  (26) 

Professional* 

11 

0 

Percentage  of  group 

23.8 

0 

Expected  frequency 

7 

4 

Chi  square  (percent)* 

2.28 

4 

Industrial** 

19 

6 

Percentage  of  group 

45.2 

23 

Expected  frequency 

15 

10 

Chi  square  (percent)** 

1.06 

1.6 

Laborers*** 

9 

12 

Percentage  of  group 

21.4 

46 

Expected  frequency 

13 

8 

Chi  square  (percent)*** 

1.23 

2 

Services**** 

3 

8 

Percentage  of  group 

7 

31 

Expected  frequency 

7 

4 

Chi  square  (percent)mt 

2.28 

4 

Total  (68)  of  expected 
frequency  (percent) 

42 

26 

* Sum  total  of  professionals:  11  (16.1  percent). 

f Sum  of  chi  square  (professionals):  6.28  (Number  of  degrees  of  freedom 
is  = (2  - 1),  (4-1)  = 3). 

**  Sum  total  of  industrials:  25  (36.8  percent). 

n Sum  of  chi  square  (industrials):  2.66  (Number  of  degrees  of  freedom 
is  = (2  - 1),  (4  - 1)  = 3). 

***  Sum  total  of  laborers:  21  (31  percent). 

m Sum  of  chi  square  (laborers):  3 24  (Number  of  degrees  of  freedom 
is  = (2  - 1),  (4  - 1)  = 3). 

****  Sum  total  of  services:  11  (16.1  percent). 

mt  Sum  of  chi  square  (services):  6.28  (Number  of  degrees  of  freedom 
is  = (2  - 1),  (4  - 1)  = 3). 

Chi  square  grand  total  percent:  18.45. 

since  the  overall  “chi  square”  of  18.45  with  3 degrees 
of  freedom  corresponds  to  a probability  of  less  than 
0.05  percent  that  difference  as  large  as  those  recorded 


between  observed  and  expected  frequencies  could 
occur  by  chance  alone.  Such  a statistical  interpre- 
tation however  requires  more  critical  analysis.  One 
must  note  the  almost  complete  lack  of  black  repre- 
sentation among  the  professions  and  their  marked 
minority  among  the  industrial  occupations.  Thus 
it  is  more  likely  that  the  apparent  statistical  associ- 
ation is  due  to  anything  but  an  occupational  racial 
factor  of  physiopathologic  significance. 

Age  versus  race.  The  available  age-versus-race 
data  on  68  cases  are  summarized  in  Table  I.  There 
is  a weak  association  between  these  two  factors,  only 
at  the  probability  level  of  2.89  percent  (which  cor- 
responds to  the  reported  “chi  square”  of  9.03  for  3 
degrees  of  freedom).  No  evidence  exists  for  such  an 
association  at  the  1 -percent  probability  level.  The 
table  shows  in  addition  that  the  contribution  of  the 
“white  patients”  group  is  negligible  (the  “chi  square” 
of  2.23  corresponds  to  a probability  level  of  35  per- 
cent). In  the  nonwhite  group,  the  association,  evi- 
dent in  late  life  (51-  to  70-year  group),  is  insignificant 
at  age  41  to  50  despite  the  small  size  of  this  popula- 
tion sample. 

Association  between  smoking  and  alcohol. 

The  original  data  on  the  association  between  smoking 
and  alcohol  are  as  shown  in  Table  V.  The  data  were 
reorganized  as  shown  in  contingency  Table  VI  to 
obtain  cells  of  sufficient  size  for  statistical  signifi- 
cance. Thus,  nondrinkers  and  “occasional”  drinkers 
(Class  I)  were  pooled;  similarly,  light  (Class  II)  and 
heavy  (Class  III)  drinkers  were  pooled,  since  it  is 
likely  that  the  admittedly  “light”  group  contains 
some  “heavies”  also.  Nonsmokers  were  pooled  with 
cigar  and  pipe  smokers,  because  the  original  data 
show  negligible  differences  between  these  groups. 
With  two  degrees  of  freedom,  an  overall  sum  of  “chi 
square”  of  6.6  corresponds  to  a probability  of  0.04,  or 
4 percent,  that,  in  further  random  sampling,  differ- 
ences as  large  could  occur  by  chance  alone  if  the 
variables  were  not  associated.  However,  at  this 
probability  level,  the  association  is  weak,  probably 
because  of  the  small  size  of  the  sample,  except  for  the 
group  of  heavy  smokers/drinkers  for  which  the  as- 
sociation is  strong  and  in  the  direction  expected  for 
a synergistic  effect  of  the  two  variables. 

Comment 

The  clinical  symptoms  reported  are  admittedly 
oversimplified.  Yet  it  appears  that  the  five  listed 
symptoms  with  their  very  high  frequency  of  occur- 


TABLE  V.  Association  between  tobacco  and  alcohol  use  in  61  patients 


A_  * 

Tobacco/ Alcohol 

None 

Classification 
Class  I Class  II 

Class  III 

Number 
of  Patients 

Percentages 
of  Total 

Plus  or  Minus 
Confidence  Limits 

None 

3 

2 

0 

0 

5 

8.2 

5.4 

Cigar,  pipe 
Cigarettes  per  day 

2 

0 

1 

1 

4 

6.5 

5 

<20 

3 

12 

7 

2 

24 

39.3 

9.7 

21  to  40 

2 

5 

4 

12 

23 

37.8 

9.6 

>41 

0 

2 

0 

3 

5 

8.2 

5.4 
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TABLE  VI.  Association  between  smoking  and  alcohol  use 
in  61  (99.7  percent)  patients 


i Classification N 

None,  plus 

Classes  II,  and 

Alcohol/Tobacco 

Class  I 

III 

One  plus  two  (none  or  cigar, 

7 

2 

pipe)* 

Expected  frequency 

5 

4 

Chi  square  (percent)1' 

0.8 

1 

Cigarettes 

<20  per  day** 

15 

9 

Expected  frequency 

12 

12 

Chi  square  (percent)11 

0.7 

0.7 

>21  per  day*** 

19 

19 

Expected  frequency 

14 

14 

Chi  square  (percent)111 

1.7 

1.7 

* Sam  total  of  patients:  9 (14.7  percent). 

f Sum  of  chi  square:  1.8  (Number  of  degrees  of  freedom  = (2  - 1),  (3  - 
1)  = 2). 

**  Sum  total  of  patients:  24  (39  percent). 

Sum  of  chi  square:  1.4  (Number  of  degrees  of  freedom  = (2  — 1),  (3 
- 1)  = 2). 

***  Sum  total  of  patients  28  (46  percent). 

in  Sum  of  chi  square:  3.4  (Number  of  degrees  of  freedom  = (2  — 1),  (3 
- 1)  = 2). 

Sum  total  of  chi  square:  6.6. 


rence  (Table  II)  remain  sufficient  to  characterize  the 
cases  included  in  this  study  when  considered  simul- 
taneously. 

Dysphagia  should  receive  particular  attention.  An 
attempt  at  correlating  the  type  and  degree  of  dys- 
phagia is  desirable  but  requires  data  far  greater  than 
those  available  to  us.  Possibly  earlier  symptoms, 
such  as  the  common  “heartburn,”  also  should  be 
taken  into  consideration  in  view  of  more  recent 
studies  discussed  later.  The  simultaneous  high  in- 
cidence of  dysphagia  and  anemia  shown  here  suggests 
that  the  role  of  Plummer-Vinson  syndrome  should 
not  be  overlooked.  Indeed,  although  the  syndrome 
is  more  frequent  in  women,  men  are  not  immune 
from  this  complex  iron-deficiency  anemia,  particu- 
larly when  advancing  age  and  drinking  habits  often 
result  in  compounded  nutritional  deficiencies.  It  is 
desirable  to  support  such  studies  with  adequate 
laboratory  data  not  available  in  our  study.  Inter- 
estingly, clinical  diagnosis  of  Plummer-Vinson  syn- 
drome with  occurrence  of  esophagocarcinoma  in  the 
upper-third  segment  of  the  esophagus  in  all  male 
series  was  made  in  13  of  62  cases.  Similarly,  it  is 
probably  not  a random,  chance  occurrence  that  15  of 
the  17  patients  in  the  Wynder  and  Bross1  non- 
drinking (but  smoking)  male  group  had  their  tumor 
located  in  the  upper  third  of  the  organ. 

Oral  and  dental  deterioration  occupies  a promi- 
nent place  among  associated  lesions,  but  this  may  be 
due  to  the  reporting  procedure.  Wynder  and  Bross1 
on  the  basis  of  cross-correlations,  considerably  more 
detailed  than  ours,  reached  the  conclusion  that  “the 
dental  state  of  patients  is  not  necessarily  a cause,  but 
rather  is  merely  a reflection  of  the  same  factors  that 
lead  to  cancer  of  the  esophagus.” 

Anatomically  the  gross  picture  is  dominated  by 


fungating  and  ulcerated  lesions  with  a maximum  rate 
of  incidence  (42  percent)  in  the  distal  two  thirds  of 
the  esophagus;  the  most  frequently  associated  lesions 
are  represented  by  hiatal  hernia  (13.2  percent)  and 
peptic  ulcers  (11.7  percent).  The  increasing  fre- 
quency of  occurrence  in  order  of  increasing  remote- 
ness from  the  oral  dental  line  and  nearest  to  the  most 
frequently  associated  gastrointestinal  lesions  focuses 
the  attention  on  the  lower  distal  esophageal  third, 
where  80  percent  of  the  malignant  tumors  occurred 
in  our  series. 

Extracorporeal  factors  are  evaluated  in  the  at- 
tached contingency  tables.  Association  between  race 
and  occupation  can  be  dismissed  as  being  most  likely 
due  to  the  interplay  of  socioeconomic  factors  con- 
trolling the  choice  of  “occupations.” 

The  age-versus  race  relationship  uncovered  in 
Table  I may  not  be  as  significant  as  it  appears  from 
a consideration  of  the  “chi  square”  values  alone. 
Indeed,  black  patients  are'totally  absent  in  the  age 
group  71  to  80,  and  are  a small  minority  at  ages  61  to 
70,  thus  artificially  slanting  the  statistics  toward  a 
lower  overall  age  of  incidence,  compared  with  white 
patients.  The  difference  recorded  may  be  due  in- 
stead to  the  generally  known  longer  life  expectancy 
of  white  persons  at  all  ages,  favoring  the  development 
of  more  malignant  conditions  as  the  age  increases. 
Within  these  interpretive  limitations,  the  individual 
“chi  square”  values  for  each  age  group  all  indicate  a 
weak  age  dependence  in  the  probability  of  occurrence 
of  the  disease  at  the  fifth  and  sixth  decades  for  the 
white  patients,  and  at  the  fourth,  fifth,  and  sixth 
decades  for  the  nonwhite  patients.  These  findings 
agree  with  those  of  Wynder  and  Bross,1  and  with  the 
opinion  of  Woodward8  that  carcinoma  of  the  esoph- 
agus has  its  greatest  rate  of  incidence  in  the  United 
States  at  the  ages  between  40  to  60.  The  small  shift 
for  the  black  patients  toward  a lower  age  is  possibly 
due  to  socioeconomic  factors,  and  smoking  and 
drinking  habits,  which  favor  the  intervention  of  other 
physiopathologic  factors  at  an  earlier  age. 

A study  of  the  smoking-versus-drinking  relation- 
ship provides  much  light  on  this  problem.  Table  VI 
reveals  a strong  statistical  association  in  the  patient 
group  of  heavy  smokers/drinkers,  and  the  association 
is  in  the  direction  expected  for  a synergistic  effect  of 
these  two  factors.  This  is  in  agreement  with  several 
previous  surveys  reviewed  by  Wynder  and  Bross.1 
Furthermore,  these  last  authors’  data,  carefully 
standardized  for  alcohol  consumption  and  for 
smoking,  respectively,  indicate  a large  risk  of  carci- 
noma of  the  esophagus  in  the  heavy  smoker/drinker 
group  in  all  types  of  populations.1  Such  statistical 
relationships  are  only,  as  we  know,  circumstantial, 
and  have  little  causal  value.  However,  here  they  take 
an  added  significance  if  one  recalls  that  in  the  North 
American  populations,  alcohol  and  tobacco  con- 
sumption generally  vary  in  parallel.  Indeed,  data  of 
Wynder  and  Bross1  show  that  patients  with  esoph- 
agocarcinoma, as  a group,  consume  still  more  alcohol 
per  tobacco  unit  than  do  the  rest  of  the  population 
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as  a whole,  with  a correspondingly  large  decrease  in 
the  consumption  of  fats,  butter,  milk,  and  fresh 
vegetables. 

The  data  presented  seem  to  support  the  contention 
that  esophagocarcinoma,  most  often  a squamous 
epithelial  malignant  growth  of  rapid  evolution  and 
poor  prognosis,  predominantly  affects  the  distal  part 
of  the  organ  in  individuals  addicted  to  heavy  smok- 
ing/drinking habits.  Data  in  the  cited  literature 
relative  to  the  incidence  of  carcinoma  in  the  proximal 
third  of  the  esophagus  point  to  a stronger  association 
with  smoking  only,  and  to  the  Plummer-Vinson 
syndrome.  In  this  location,  the  role  of  the  weak 
carcinogens  of  tobacco  smoke  may  not  be  negligible. 
Wynder  and  Bross1  had  attempted  to  show  a greater 
rate  of  upper-  and  middle-third  incidence  of  esoph- 
agocarcinoma in  women  than  in  men,  25  versus  29 
percent  for  the  proximal  third,  and  45  versus  49 
percent  for  the  middle  third,  respectively,  when 
compared  on  the  basis  of  equal  Ridit  units  of  smoking 
and  drinking.  However  the  corresponding  95-per- 
cent confidence  limits  for  these  figures  vary  between 
± 8.6  and  10  percent,  clearly  showing  that  the  ob- 
served differences  are  not  statistically  significant  and 
can  arise  by  chance  alone  at  the  level  of  probability. 
Incidentally,  even  the  rates  of  incidence  for  the 
proximal  third  (21  percent  for  men,  14  percent  for 
women  with  2 X CL  (confidence  limits)  of  4.1  and  7 
respectively)  are  also  insignificantly  different  at  the 
95-percent  level.  A different  mechanism  is  possibly 
at  play  regarding  the  lower  locations  of  esophago- 
carcinoma. Among  other  yet  unknown  factors,  an- 
atomic peculiarities  may  be  involved.  Lerche9  has 
shown  roentgenologic  evidence  of  esophageal 
sphincter,  and  it  is  well  substantiated  that  the  su- 
pradiaphragmatic ampulla  and  the  lower  vestibule 
of  the  esophagus  constitute  a zone  of  increased 
pressure  that  normally  prevents  gastric  reflux. 
Function  of  this  zone  is  rapidly  abolished  by  caffeine, 
nicotine,  and  alcohol,  either  singly  or  conjointly 
(Zaino  and  Poppel).10 

Thus,  current  interest  in  esophagocarcinoma 


might  not  be  separable  from  the  interest  in  the 
“heartburn  epidemics”  recently  surveyed  by  Cas- 
tell. 1 1 The  chronic  inflammation  and  swelling  of  the 
lower  esophagus  resulting  from  repeated  gastric  re- 
flux may  constitute  an  important  predisposing  factor 
for  carcinogenesis.  The  gastric  acidity  need  not  be 
seen  as  a contributing  factor,  considering  how  often 
in  the  aging  adult  the  gastric  content  is  neutral  or 
alkaline  most  of  the  time.  Besides  other  unknown 
factors,  alkalinity  of  reflux  may  deserve  more  at- 
tention than  given  hitherto.  The  betel  chewers, 
known  to  be  prone  to  lower  esophagocarcinoma,  also 
chronically  ingest  a relatively  strongly  alkaline 
fluid. 
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YOUR  MEMBERSHIP  BENEFITS 


Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW 
YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you 
are  purchasing,  leasing  or  renting,  there  are  4 
special  programs  for  car  rentals  at  special 
prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER 

offers  MSSNY  members  discounts  on  various 
consumer  products  through  retail  outlets;  available 
throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  nego- 
tiated prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for 

members  only  at  specially  discounted  rate. 
Complete  services  are  statewide.  Also  available 
a specially  designed  software  package  for  the 
physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers 
of  encyclopedias  are  giving  special  prices  to 
members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS 

are  imported  directly  from  Ireland  at  special  low 
prices. 

DINNER/THEATRE.  Dinner/Theatre  restaurants 
offer  special  prices  negotiated  for  members. 


PURCHASE  PLAN.  Special  prices  to  enrolled  pur- 
chase card  members  (discount  on  membership 
card)  or  major  or  minor  appliances,  cameras, 
binoculars,  china,  sterling,  etc. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
PENSION  PLAN 

QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted 
commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special 
discount. 

BUSINESS  MACHINES  & EQUIPMENT  including 
dictating  and  transcribing  devices,  discounted  up 
to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical 
equipment  and  supplies,  including  furniture  at 
approx.  30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

COUNTDOWN.  International  travel  service  featuring 
special  discounts  on  selected  hotels,  dining, 
boutiques,  etc.  for  physicians  and  their  families. 

WINDJAMMER  CRUISES.  Sailing  ship  cruises  to 
the  Caribbean. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis, 
a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible. 

C Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 
...  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 
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' The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70. 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician’s  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state 


MSSNY 

MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 
□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & 

Dismemberment  Insurance. 

( ) Group  Term  Life  Insurance 

□ Computer  Services 

□ Office  Computer  Software 

□ 

Encyclopedia 

□ Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ MSSNY  Pension  Plan 

□ 

Book  of  Knowledge 

□ Car  Purchasing 

□ Aynsley  Bone  China 

□ 

Quality  Tires 

□ Purchase  Plan 

Pattern,  Quantity  . . . 

□ 

Major  Appliances 

□ Concert  Theatre  Club 

□ Lladro  Porcelains 

□ 

Countdown 

□ Financial  Services 

Model/No.  . . . 

□ 

Travel  Sports  Club 

□ Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ 

Dinner/Theatre 

□ Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

□ 

Windjammer  Cruises 

□ 

Other 

Name 

(please  print ) 

Address 

ZIP 

County  Medical  Society 

Tel  # 

(area  code) 

Please  return  questionnaire  to: 

Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 

Rd..  Lake  Success,  N.Y.  11042. 

Phone:  (516)  488-6100,  ext.  371 /2. 
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Motrin  now  proved  an 
affective  analgesic 
or  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
ropoxyphene  65  mg  in  controlled  clinical  pain  studies. 


me  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

ean  relief- 
-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

slo.  patients 
‘porting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

atistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

= No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

otrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 
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TABLETS 


mg 


Not  a narcotic  • Not  addictive  • Not  habit  forming 
Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 
Well  tolerated. The  most  common  side  effect  with  Motrin 
s mild  gastrointestinal  disturbance. 

^lease  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin"  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin 5 Tablets  (ibuprofen.  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1 % 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 

chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i  d 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Should  it  not  be  mandatory  also  to  state  it  plainly  on  the 
label  if  a prescription  drug  contains  saccharin?  Daily  in- 
take of  saccharin  for  a prolonged  period  of  time  may  not 
be  harmless  and  should  be  avoided,  if  possible.  Would  it 
not  be  better  to  avoid  altogether  adding  saccharin  to  po- 
tassium preparations? 

LUDWIK  GROSS,  M.D. 

VA  Medical  Center 
The  Bronx,  N.  Y.  10468 

Physician-patient  relationship 
as  of  old 

The  following  invocation  was  delivered  at  the  Inaugural 
Dinner  for  the  new  President  of  the  Medical  Society  of  the 
County  of  Kings,  Robert  Gordon,  M.D.,  on  October  16, 
1979.  The  beautiful  words  and  phrases,  culled  from  the 
ancient  Hebrew,  ideally  expressed  the  type  of  physician- 
patient  relationship  we  all  talk  about  and  hope  for.  The 
Editors  believe  that  our  readership  should  share  in  our 
pleasure  and  have  decided  to  reprint  it  in  our  Journal. 

The  author,  the  Reverend  Richard  Dillon  is  the  professor 
of  Sacred  Scripture  at  St.  Joseph’s  Seminary,  Dunwoodie, 
Yonkers,  New  York,  and  associate  professor  of  Sacred 
Scripture  at  Fordham  University. 

To  gain  some  expression  of  both  my  reverence  for 
the  work  you  do  and  my  affection  for  my  brother- 
in-law,  your  new  president,  I set  to  probing  the  pre- 
cious tradition  that  unites  many,  perhaps  most  of  us 
here.  My  search  led  me  to  an  ancient  Jewish  book 
which  this  year  marks  just  about  2150  years  in  cir- 
culation. It  is  the  work  of  a Judaean  sage  and 
teacher  of  the  Law,  Jehoshua  ben  Sirach  by  name, 
who  undertook,  around  the  year  180  B.C.,  to  put  in 
writing  the  distilled  wisdom  that  he  was  accustomed 
to  impart  orally.  The  Hebrew  text  of  his  work  was 
never  accepted  as  a sacred  book,  but  his  grandson’s 
Greek  translation  was  prized  by  the  Jews  of  the  Di- 
aspora, and  from  them  the  Christian  church  inher- 
ited the  work  under  a nondescript  Latin  title,  Ec- 
clesiasticus.  In  Rabbi  ben  Sirach’s  38th  chapter,  we 
come  on  a charming  little  poem  which  extolls  the 
physician’s  work  amongst  God’s  people.  With  some 
free  selection  and  translation,  I should  like  to  share 
his  poem  with  you  and  base  my  prayer  for  you  on 
it: 

My  son,  honor  the  physician  with  the  honor  that  is  due 
him,  for  you  stand  in  need  of  him,  and  the  Lord  God 
has  established  his  profession. 

Healing,  after  all,  comes  from  the  Most  high,  and  the 
skill  of  the  physician  is  the  proudest  of  gifts,  stirring 
admiration  even  among  the  loftiest  and  mightiest  of 
men. 

The  Lord  God  created  medicines  from  the  earth,  and  he 
gave  skill  to  human  hands,  that  in  these  the  mighty 
works  of  his  hand  might  be  recognized. 

Through  these  instruments,  the  Lord  God  heals  and 
takes  away  pain;  his  mighty  works  never  cease,  and 

continued  on  page  632 
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SYMPOSIUM 


Aspects  of  Retinal 
and  Anterior  Segment 
Disease 


Management  of  Diabetic 
Retinopathy 

FRANCIS  L’ESPERANCE,  M.D. 

New  York  City 

Associate  Professor  of  Clinical  Ophthalmology,  Professor  of 
Ophthalmology,  Columbia  University  College  of  Physicians  and 
Surgeons 

Diabetic  retinopathy  represents  a hemodynamic 
and  structural  abnormality  brought  about  by  various 
vaguely  understood  biochemical  or  hormonal  insults 
to  the  retinal  vascular  tree.  The  development  of 
diabetic  retinopathy  appears  to  be  related  to  the 
duration  of  the  diabetic  state,  probably  to  the  lack 
of  diabetic  control,  and  represents  a continuum  of 
pathologic  changes  from  the  early  nonproliferative 
abnormalities  to  the  extensive  gliotic  and  traction 
retinal  detachment  that  may  eventually  occur  (Fig. 
I).1-5 

Disease  progression 

The  earliest  stage  of  diabetic  retinopathy  is  rep- 
resented by  a mild  dilation  of  the  retinal  veins,  with 
subsequent  irregularity  and  beading  of  the  vessels 
emerging  from  the  optic  nerve  head.  Eventually, 
with  the  passage  of  time,  microaneurysms  and 
hemorrhages  into  the  retina  can  be  observed,  indi- 
cating the  direct  involvement  of  the  capillary  bed. 
Further  degeneration  of  the  capillaries  leads  to 
transport  of  fluid  through  the  retinal  vessels  into  the 
surrounding  retina,  resulting  in  patches  of  edema  and 
eventually  exudate  formation.  The  hemorrhages, 
edema,  and  exudates  may  affect  the  perifoveal  areas 
of  the  retina,  with  a concurrent  decrease  or  distortion 
of  central  vision.  These  changes  represent  so-called 
background  retinopathy,  or  the  nonproliferative 
stage  of  the  diabetic  retinopathy  process. 

As  the  circulation  becomes  more  stagnant,  in- 
traretinal  shunting  complexes  develop,  diverting 
blood  away  from  localized  retinal  areas.  The  relative 
hypoxia  and  lack  of  nutrition,  produced  as  larger 
areas  of  retinal  tissue  become  infarcted,  stimulates 

Presented  at  the  173rd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Ophthal- 
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DIAGNOSIS  AND  THERAPY  OF 
DIABETIC  RETINOPATHY 


FIGURE  1.  Progressive  stages  comprising  continuum  of 
diabetic  retinopathy.  Diagnostic  and  therapeutic  modalities 
indicated. 


a neovascular  and  glial  proliferative  response  on  the 
surface  of  the  retina.  Preretinal  gliosis  becomes 
more  widespread  in  an  effort  to  replace  the  highly 
metabolic  retinal  tissues  with  less  demanding  glial 
tissue,  and  this  glial  proliferation  is  also  commonly 
attached  to  the  outer  envelope  of  the  vitreous  body, 
the  posterior  hyaloid.  The  retina  attempts  vigor- 
ously to  create  a vascular  ingrowth  into  the  infarcted 
and  otherwise  deprived  retinal  tissues,  with  the  result 
that  a widespread,  totally  aberrant,  and  erratic 
growth  of  retinal  neovascularization  occurs  across  the 
surface  of  the  retina  or  into  the  vitreous  body.  These 
vessels  are  poorly  constructed,  can  barely  withstand 
normal  retinal  arteriole  pressures,  and  bleed  easily 
during  hypertensive  episodes  or  as  a result  of  the 
shearing  effect  of  vitreous  traction  on  the  retinal 
surface. 

As  bleeding  into  the  retinal  and  vitreous  body 
progresses,  the  collagen  matrix  in  the  vitreous  be- 
comes damaged,  and  the  vitreous  body  collapses. 
The  resultant  lack  of  support  of  the  retina,  combined 
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with  increasing  vitreoretinal  contraction,  eventually 
leads  to  detachment  of  portions  of  the  retina  caused 
by  the  progressive  vitreous  shrinkage.  The  end 
stages  of  the  diabetic  retinopathy  process  are  com- 
monly observed  to  be  a central  traction  retinal  de- 
tachment caused  by  extensive  gliosis  and  fibrovas- 
cular  proliferation  on  the  surface  of  the  retina, 
combined  with  marked  vitreous  collapse  and 
shrinkage.  The  vitreous  contraction  eventually  pulls 
the  retina  far  into  the  vitreous  body,  detaching  it 
from  its  choroidal  blood  supply,  and  the  incidence  of 
secondary  complications,  such  as  neovascular  glau- 
coma, cataract  formation,  and  corneal  decompen- 
sation is  greatly  increased. 

Treatment 

It  has  recently  been  emphasized  that  the  eye  with 
diabetic  retinopathy  has  perhaps  the  most  complex 
ocular  disease  to  evaluate  diagnostically.  Every 
normal  and  aberrant  regenerative  and  reparative 
response  is  brought  to  play  in  the  diabetic  eye,  usu- 
ally in  a partially  predictable  manner.  The  diabetic 
eye  must  be  analyzed  with  great  care  to  recommend 
proper  treatment  that  is  directed  at  restricting  the 
diabetic  process  and  controlling  the  aberrant  repar- 
ative response.  Neovascularization  that  poses  a 
threat  to  the  health  of  the  eye  because  of  imminent 
rupture  of  the  neovascular  vessels,  abnormal  in- 
traretinal  vessels  that  are  leaking  serum  profusely 
and  causing  marked  edema  of  the  retinal  structures, 
and  regions  of  macroaneurysm  and  angiomatous 
tissue  formation  can  be  selected  for  photocoagulation 
therapy.  Photocoagulation  with  the  ruby  laser, 
argon  laser,  or  xenon-arc  photocoagulation  instru- 
ments has  proved  highly  effective,  in  selected  cases, 
for  the  eradication  of  areas  of  hemorrhagic  activity, 
marked  retinal  vessel  leakage,  and  the  obliteration 
of  areas  of  marked  abnormal  intraretinal  vascula- 
ture.6-25 The  Diabetic  Retinopathy  Study  spon- 
sored by  the  National  Eye  Institute  indicated  that 
photocoagulation  is  highly  effective  and  resulted  in 
61  percent  fewer  cases  of  blindness  in  the  treated 
versus  the  nontreated  randomized  controlled 
group.23  Specifically,  xenon-arc  or  argon  laser 
photocoagulation  is  recommended  for  consideration 
in  three  instances,  namely:  (1)  moderately  severe 
neovascularization  on  or  within  one  disk  diameter  of 
the  optic  nerve;  (2)  mild  neovascularization  on  or 
within  one  disk  diameter  of  the  optic  nerve  with  a 
preretinal  of  vitreal  hemorrhage;  and  (3)  moderately 
severe  neovascularization  elsewhere  on  the  retina 
with  hemorrhage.  Photocoagulation  has  also  been 
shown  to  be  beneficial  with  other  types  of  diffuse 
maculopathy  of  diabetic  origin. 

It  must  be  emphasized  that  the  early  stages  of  the 
nonproliferative  phase  of  diabetic  retinopathy  are 
usually  not  treated,  but  that  photocoagulation  is 
considered  if  the  retinopathy  has  progressed  to  the 
stage  of  edema  and  exudate  formation.  Since  the 
diabetic  eye  with  proliferative  retinopathy  is  seri- 
ously threatened  by  the  possibility  of  a large  vitreous 


hemorrhage  or  deterioration  due  to  extensive  mac- 
ular edema  and  exudate  production,  photocoagu- 
lation is  more  uniformly  indicated  in  these  advanced 
stages. 

The  technique  of  xenon-arc  or  laser  photocoagu- 
lation involves  the  conduction  of  a light  beam  to  the 
retinal  area,  where  it  is  focused  on  an  abnormal  ret- 
inal vessel  or  tissue  complex.  The  abnormality  ab- 
sorbs the  impinging  light  beam  and  converts  the  light 
energy  to  heat  energy,  with  the  resultant  formation 
of  a coagulum.  Healing  of  the  coagulum  involves  the 
eradication  and  destruction  of  the  abnormal  vessel 
or  tissue  layer.  Occasionally  large  areas  of  the  retina 
are  treated  with  1,000  to  1,500  one-mm.  diameter 
coagulations  to  reduce  the  metabolic  demand  for 
nutrition  and  oxygen  and,  therefore,  decrease  the 
stimulus  for  the  formation  of  the  neovascular  tissue. 
This  panretinal  photocoagulation  approach  has 
proved  to  be  extremely  effective  in  controlling  the 
various  components  of  the  proliferative  phase  of  di- 
abetic retinopathy,  while  the  more  usual,  previously 
mentioned  focal  photocoagulation  approach  has  been 
shown  to  be  effective  especially  during  the  nonpro- 
liferative stage  of  the  diabetic  retinopathy  process. 

Pituitary  ablation  has  been  used  as  a method  of 
therapy  in  a limited  number  of  cases  during  recent 
years  and  has  been  reserved  for  the  more  widespread, 
diffuse  total  involvement  of  the  retina  by  fibrovas- 
cular  proliferation.  The  mechanism  by  which  pi- 
tuitary ablation  works  is  not  well  understood,  al- 
though a beneficial  effect  can  be  obtained  for  several 
years  after  the  operative  procedure. 

During  the  past  half-decade,  an  operative  proce- 
dure called  vitrectomy  has  been  perfected.  This 
operation  involves  the  insertion  of  a tiny  needle-like 
suction-cutter  probe  into  the  central  portion  of  the 
eye  to  cut  away  small  portions  of  fibrinous  mem- 
branes and  other  residues  occurring  after  large  vit- 
reous hemorrhages.  In  this  manner,  the  entire  cen- 
tral region  of  the  eye  can  be  cleared  of  membranes, 
fibrinous  and  old  blood  remnants,  and  recent  blood 
clots.  When  the  vitreous  body  has  been  extracted 
and  replaced  with  saline,  the  retina  can  be  examined 
carefully  and  abnormal  bleeding  vessels  coagulated 
with  one  of  the  photocoagulation  instruments.  The 
vitrectomy  procedure,  therefore,  has  allowed  the 
careful  assessment  and  treatment  of  the  eye  severely 
obstructed  by  vitreous  hemorrhages,  as  well  as  an 
improvement  in  the  visual  function,  in  a relatively 
high  percentage  of  cases. 

Summary 

In  summary,  the  careful  analysis  of  the  diabetic 
retinopathy  disease,  with  thorough  evaluation  of  all 
of  the  posterior  segment  structures,  permits  the  di- 
abetic eye  to  be  precisely  classified  in  terms  of 
prognosis  and  possible  treatment.  The  photocoag- 
ulation, pituitary  ablation,  and  vitreous  surgical 
therapeutic  techniques  have  been  applied  to  the  di- 
abetic retinopathy  problem  with  increasing  success 
as  the  indications,  contraindications,  and  therapeutic 
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techniques  have  been  refined. 
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Macular  disease  is  a leading  cause  of  blindness  in 
patients  of  all  ages  and  is  currently  the  number  one 
cause  of  new  blindness  in  patients  over  the  age  of  60 
years.  Since  the  advent  of  fluorescein  angiography 
and  argon  laser  photocoagulation,  the  diagnosis  and 
treatment  of  macular  disease  has  come  to  represent 
a substantial  segment  of  ophthalmology.  In  fact,  the 
study  of  macular  disease  has  emerged  as  a distinct 
subdivision  of  the  retinal  service  in  a number  of 
major  ophthalmologic  institutions.  Subretinal 
neovascularization,  only  recently  recognized  as  a 
major  histopathologic  manifestation  in  the  fundus, 
is  associated  with  a number  of  macular  diseases. 
Approximately  five  years  ago,  only  four  or  five  dis- 
orders were  thought  to  be  the  result  of  subretinal 
neovascularization.  Today,  the  list  has  grown 
steadily,  and  a number  of  degenerative,  hereditary, 
traumatic,  inflammatory,  and  tumor-related  disor- 
ders have  now  been  associated  with  this  entity.  The 
principal  macular  disease,  comprising  nearly  95 
percent  of  all  cases  of  subretinal  neovascularization 
encountered,  is  involutional  macular  degeneration 
which  is  also  known  as  senile  macular  degeneration, 
exudative  degeneration,  and  maculopathy  of  aging. 
A knowledge  of  the  underlying  histopathology  and 
pathogenesis,  the  clinical  recognition  of  subretinal 
neovascularization  in  terms  of  its  biomicroscopic  and 
fluorescein  angiographic  findings,  and  an  awareness 
of  the  natural  course  of  the  disease  entities  associated 
with  this  manifestation  are  important  in  terms  of  its 
prognosis  and  treatment. 

Pathogenesis  and  course 

Subretinal  neovascularization  is  actually  of  cho- 
roidal origin  and  is  histopathologically  more  appro- 
priately referred  to  as  subpigment  epithelial  neo- 
vascularization. Ischemia,  inflammation,  tumor 
genesis,  drusen  formation,  degeneration,  or  any 
nonspecific  disturbance  to  the  pigment  epithelium 
may  predispose  to  this  form  of  neovascularization. 
The  pathogenesis  involves  the  growth  of  capillaries, 
presumably  from  the  choriocapillaries.  The  vessels 
break  through  Bruch’s  membrane  and  extend  be- 
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mology, Sunday,  September  16,  1979. 


neath  the  retinal  pigment  epithelium.  The  neo- 
vascularization leaks  and  bleeds,  causing  serous- 
hemorrhagic  detachments  of  both  the  pigment  epi- 
thelium and  sensory  retina.  Subretinal  fluid  may 
also  seep  into  the  overlying  retina,  causing  cystoid 
macular  edema.  Eventually,  fibrovascular  prolif- 
eration results  in  a disciform  scar  and  irreversible  loss 
of  central  vision. 

The  natural  course  of  subretinal  neovasculariza- 
tion in  entities  involving  young  patients  is  extremely 
variable.  These  include  the  so-called  presumed  oc- 
ular histoplasmosis  syndrome  as  well  as  idiopathic 
subretinal  neovascularization  in  the  young.  In  older 
patients,  the  subretinal  neovascularization  is  more 
insidious  and  chronic  in  nature,  progressing  rather 
predictably  to  involve  the  subfoveal  area.  Thus, 
there  is  a rationale  for  photocoagulation  therapy, 
particularly  in  the  elderly,  to  destroy  a vascular 
complex  at  its  inception  to  delay  or  prevent  the  later 
stages  of  the  disciform  process  which  effect  foveal 
vision. 

Treatment 

The  treatment  of  subretinal  neovascularization 
requires  a recent,  highly  resolved,  stereofluorescein 
angiogram  as  the  best  available  means  to  identify  the 
full  extent  and  location  of  the  vascular  complex. 
Large,  intense  burns  of  long  duration  are  directed 
confluently  to  the  entire  vessel  complex,  avoiding  the 
fovea.  This  usually  requires  a retrobulbar  anes- 
thesia. Careful  postoperative  follow-up  is  necessary 
to  ensure  complete  obliteration  of  the  neovasculari- 
zation and  to  institute  prompt  retreatment  in  the 
event  of  recurrence. 

A new  laser  involving  a krypton  light  is  being  de- 
veloped and  investigated  as  a means  of  treating 
subfoveal  neovascularization  with  sparing  of  the 
sensory  retina.  Such  a system  would  expand  the 
utilization  of  laser  photocoagulation  in  the  treatment 
of  macular  disease  from  the  present  level  of  about  20 
percent  to  a far  greater  percentage  of  eligible  pa- 
tients. 

Summary 

In  summary,  subretinal  neovascularization  is  an 
important  manifestation  in  the  macula  accounting 
for  scarring  of  the  macula  in  a variety  of  disorders. 
Accumulatively,  macular  disease  is  not  only  the 
number  one  cause  of  loss  of  vision  in  patients  over  60 
years  of  age,  hut  also  represents  a major  cause  of 
blindness  in  patients  of  all  ages.  Argon  laser  pho- 
tocoagulation, under  fluorescein  guidance,  now  offers 
a method  to  destroy  the  neovascularization  before  it 
extends  into  the  fovea,  delaying  in  chronic  diseases 
and  avoiding  in  focal  diseases  the  eventual  loss  of 
central  vision.  Krypton  laser  may  be  able  to  treat 
many  of  the  heretofore  nontreatable  patients. 
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Esophagogastrectomy  is  a procedure  with  a long 
history  in  the  treatment  of  malignant  disease  of  the 
esophagus.  Esophagogastrostomy  as  a method  of 
reconstruction  has  the  drawback  of  uncontrolled 
gastroesophageal  reflux  leading  to  esophagitis  and 
subsequent  stricture.  Because  of  this  the  operation 
has  had  little  application  in  the  surgical  treatment 
of  benign  esophageal  disease. 

An  adequate  antireflux  valve  has  been  sought  by 
many  investigators.1-6  Both  the  Belsey  Mark  IV  and 
the  Nissen  fundoplication  have  had  extensive  clinical 
use,  with  considerable  success,  in  the  surgical  treat- 
ment of  reflux  esophagitis  secondary  to  hiatus  her- 
nia.7-10 Their  applicability  to  esophagogastrostomy 
is  not  as  yet  established. 

The  following  experimental  study  was  done  to 
determine  the  effective  parameters  of  a Nissen-type 
fundoplication  and  to  compare  it  with  a Belsey  type, 
devoid  of  other  possible  antireflux  elements. 

Materials  and  methods 

Ten  adult  mongrel  dogs  were  studied  to  determine 
the  length  of  esophagus  that  needed  a complete 
wraparound  to  provide  a competent  antireflux  valve, 
after  esophagogastrostomy.  The  lengths  studied 
were  4 cm.  in  two  dogs;  3 cm.  in  four  dogs;  and  2 cm. 
in  four  dogs. 

The  dogs  had  in  vivo  esophagogastrectomies  of 
their  distal  esophagi  performed  in  the  Lewis11  man- 
ner, with  the  esophagogastrostomy  wrapped  ac- 
cording to  the  technique  described  by  Nissen.12  The 
stomach  and  a portion  of  the  esophagus  were  then 
removed,  the  stomach  filled  with  diatrizoate  (Hy- 
paque),  and  the  pylorus  tied  off  with  umbilical  tape. 
The  stomach  was  then  x-rayed  with  the  dorsal  aspect 
flat,  on  a 45-degree  incline  with  the  cardiac  end  down, 
with  the  ventral  side  flat,  and  at  50, 100,  and  200  mm. 
Hg  pressure,  achieved  by  wrapping  a sphygmoma- 
nometer cuff  around  the  body  of  the  stomach  and 
inflating  it  to  the  respective  pressures.  X-ray  films 


FIGURE  1 . X-ray  film  of  stomach  and  esophagus  with  3-cm. 
complete  wraparound,  filled  with  barium,  flat,  and  under  100 
mm.  Hg  pressure.  No  reflux  noted. 


were  taken  at  each  pressure  to  determine  the  pres- 
ence or  absence  of  reflux. 

Thirteen  adult  mongrel  dogs  had  esophagogas- 
trostomy done  as  described.  In  one,  no  wraparound 
was  done;  in  three,  the  wraparound  excluded  2 cm. 
of  the  ventral  circumference  of  the  esophagus.  In 
three  dogs  1.5  cm.  were  excluded.  In  three  others 
only  1 cm.  was  excluded,  and  in  three  the  wrap  was 
complete.  They  all  had  a 3-cm.  length  of  esophagus 
wrapped.  These  specimens  were  examined  ex  vivo 
by  filling  the  stomach  with  water  and  tying  off  the 
pyloric  end;  then  the  stomach  was  placed  in  a dorsal 
position  flat,  in  a ventral  position  flat,  inverted  with 
the  cardiac  end  down,  and  under  different  pressures 
up  to  200  mm.  Hg.  The  presence  or  absence  of  reflux 
was  noted. 

Results 

In  the  first  set  of  experiments,  it  was  noted  that  the 
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TABLE  I.  Results  of  first  experiment 


Pressures 

s Position ^ (mm.  Hg)— N 

Procedure  Dorsal*  VentraP  Incline**  50  100  200 

4-cm.  wrap  +n  + + + + + 

3-cm.  wrap  + + + + + + 

2-cm.  wrap  -***  ±m  - + + + 

* Dorsal  = dorsal  aspect  of  stomach  on  table, 
t Ventral  = ventral  aspect  of  stomach  on  table. 

**  Incline  = 45-degree  incline  with  cardiac  end  down. 

+ = competent. 

***  - = incompetent. 

ttt  ± = minimal  incompetence. 


Twenty-three  dogs  are  studied  to  determine  the 
physiologic  parameters  operative  in  constructing  a 
competent  one-way  valve  after  esophagogastrostomy. 
At  least  3 cm.  of  invaginated  esophagus  are  required 
with  complete  fundic  wrap  arround  to  prevent  reflux. 
The  hydrostatic  principles  on  which  this  type  of  valve 
depends  are  illustrated.  It  is  shown  that  with  com- 
petence of  this  valve  increasing  intragastric  pressures 
do  not  cause  reflux. 


TABLE  II.  Results  of  second  experiment 


Pressures 
(mm.  Hg) — ^ 
100  200 

Procedure 

Dorsal 

r osilion 
Ventral 

In- 

verted* 

50 

2-cm. 

exclusion 

- 

- 

- 

± 

+ + 

1.5-cm. 

exclusion 

— 

± 

± 

+ 

+ + 

1-cm. 

exclusion 

± 

± 

± 

+ 

+ + 

Complete 

wrap 

+ 

+ 

+ 

+ 

+ + 

* Inverted  = inverted,  cardiac  end  down. 


manufactured  sphincter  was  competent  in  all  posi- 
tions with  the  stomach  filled,  supine,  prone,  on  a 
45-degree  incline,  at  pressures  of  50,  100,  and  200 
mm.  Hg,  and  with  a 4-cm.  and  a 3-cm.  wraparound 
(Fig.  1).  With  a 2-cm.  wrap  in  the  inclined  position 
there  was  some  reflux  into  the  esphagus.  In  the 
dorsal  position  there  was  also  reflux.  In  the  ventral 
position  the  reflux  was  minimal.  However,  at  pres- 
sures of  50  mm.  Hg  and  higher  there  was  no  reflux 
into  the  esophagus  unless  the  wraparound  unravelled 
at  the  higher  pressures  (Table  I).  There  was  no  in- 
competence in  36  observations  made  in  six  dogs 
having  4-cm.  or  3-cm.  wraps.  There  was  incompe- 
tence noted  in  12  of  24  observations  made  in  four 
dogs  having  2-cm.  wraps. 

In  the  second  series  of  experiments,  it  was  observed 
that  with  no  wrap  at  all  there  was  total  incompetence 
in  all  positions.  With  the  stomach  flat  with  the 
dorsal  aspect  on  the  table,  water  placed  in  the 
stomach  (lowed  out  of  the  esophagus  with  an  in- 
complete wraparound.  The  larger  the  portion  of 
esophagus  not  included  in  the  wrap,  the  greater  the 
flow  of  water.  'This  was  also  true  with  the  stomach 
inverted,  cardiac  end  down.  However,  the  amount 
of  water  that  flowed  out  was  not  as  great.  With  the 
ventral  aspect  flat  when  the  wrap  was  incomplete, 
there  was  an  initial  leak  of  water  through  the 
esophagus,  then  subsequent  competence.  When  the 
pressure  in  the  stomach  was  increased  the  flow 
stopped  at  approximately  30  mm.  Hg,  and  with  fur- 
ther increase  of  pressure  there  was  no  reflux,  even  up 
to  200  mm.  Hg  in  the  preparation  with  2 cm.  of 


esophagus  unwrapped  (Fig.  1). 

Only  with  a complete  wraparound  of  3 cm.  of  the 
esophagus  was  there  total  competence  of  the  esoph- 
agogastric junction  (Table  II). 

There  was  no  incompetence  found  in  18  observa- 
tions made  on  3 dogs  with  complete  wrap  of  3 cm.; 
54  observations  were  made  on  nine  dogs  with  in- 
complete wraps,  in  which  incompetence  was  noted 
27  times. 

Comment 

Henderson,  Lind,  and  Feaver13  determined  ex- 
perimentally that  a minimum  fundoplication  of  4 cm. 
of  esophagus  was  required  for  a competent  esopha- 
gogastrostomy sphincter.  This  is  similar  to  the  idea 
that  a 4-cm.  segment  of  intra-abdominal  esophagus 
is  important  to  prevent  esophagogastric  reflux  in  the 
normal  person  and  after  repair  of  a hiatus  hernia. 
We  found  that  a 3-cm.  wrap  was  satisfactory  pro- 
vided that  it  was  complete.  Even  a 2-cm.  wrap  was 
competent  at  high  pressures  if  it  did  not  unravel.  In 
a subsequent  clinical  study  Pearson,  Henderson,  and 
Parrish14  stated  that  3 to  4 cm.  of  distal  esophagus 
invaginated  into  the  fundus  of  the  stomach  was  sat- 
isfactory in  15  of  16  patients  after  esophagogastrec- 
tomy.  It  can  at  times  be  difficult  to  find  enough 
stomach  after  resection  to  wrap  around  the  esopha- 
gus, particularly  high  in  the  right  chest.  A knowl- 
edge of  the  minimal  amount  of  wraparound  is, 
therefore,  important. 

There  was  a considerable  disadvantage  to  making 
the  wrap  incomplete  in  that  they  were  all  incompe- 
tent at  pressures  under  about  30  mm.  Hg  in  the 
head -down  position  and  with  the  stomach  flat  on  the 
dorsal  side,  and  to  a lesser  degree  on  the  ventral  side. 
This  would  correspond  in  the  human  being  to  situa- 
tions of  bending  over  or  any  assumption  of  the  hori- 
zontal position. 

It  seemed  therefore  that  a complete  wrap  of  3 cm. 
of  distal  esophagus  produces  competence  at  all 
pressures  with  no  other  supporting  mechanism.  An 
incomplete  wrap  is  incompetent  in  some  positions 
except  at  pressures  over  50  mm.  Hg.  These  pres- 
sures do  not  represent  true  intragastric  pressures, 
which  were  not  measured  in  this  study. 

Burping  and  vomiting  occur  when  there  is  in- 
creased intragastric  pressure  and  relaxation  of  the 
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FIGURE  2.  Fundoplications.  (A)  Cross-sectional  view  of 
incomplete,  270-degree  fundoplication.  (B)  Cross-sectional 
view  of  complete  fundoplication.  (C)  Head  down  complete 
fundoplication  shows  that  resultant  forces  in  complete  fun- 
doplication all  tend  to  close  esophagus.  (D)  Dorsal  incom- 
plete fundoplication  shows  that  in  dorsal  position  fluid  would 
tend  to  flow  out  of  esophagus  with  incomplete  wrap.  This 
is  less  likely  in  ventral  position. 

esophagogastric  sphincter.  In  our  preparation  the 
esophagogastric  junction  became  more  and  more 
competent  as  the  intragastric  pressure  was  increased. 
One  could  actually  see  the  lower  esophagus  and 
esophagogastric  junction  being  compressed  by  the 
transmitted  intragastric  pressure.  Thus,  the  higher 
the  intragastric  pressure,  the  less  likely  it  is  that 
regurgitation  can  take  place.  Burping  and  vomiting 
are  less  likely  in  this  situation. 

Goldstein  and  Butterfield,15  in  an  experimental 
study  of  fundoplication  after  esophagogastrectomy, 
stated  that  “. . . the  ability  to  eructate  or  vomit  after 
a fundoplication  type  repair  is  an  indication  of 
technical  failure  and  that  the  ability  of  the  repair  to 
prevent  reflux  carries  with  it  the  inability  to  belch  or 
vomit.”  Our  work  tends  to  support  their  conclu- 
sions. 

In  a recent  clinical  study  by  Nicholson  and  Nohl- 
Oser,16  the  results  obtained  using  the  Belsey  and 
Nissen  repairs  for  hiatus  hernia  were  compared.  The 
recurrence  rate  was  28  percent  with  the  former  and 
2.9  percent  with  the  latter.  In  120  Belsey  repairs,  9 
had  the  gas  bloat  syndrome.  In  141  Nissen  repairs, 


15  had  a similar  problem.  If  one  analyzes  only  the 
competent  patients  in  each  group,  then  the  incidence 
of  the  syndrome  is  identical  at  approximately  10 
percent.  Thus,  with  competence  there  is  a certain 
danger  of  inability  to  burp.  This  is  more  severe 
clinically  in  air-swallowers. 

It  is  not  safe  to  draw  conclusions  from  these  ex- 
periments relative  to  the  repair  of  a hiatus  hernia  in 
the  normal  anatomic  position  below  the  diaphragm, 
since  there  are  additional  factors  which  may  be  op- 
erative in  making  the  Belsey  type  repair  more  com- 
petent, such  as:  (1)  the  sphincteric  action  of  the 
right  crus  of  the  diaphragm;  (2)  the  intra-abdominal 
segment  of  esophagus;  (3)  the  intrinsic  sphincter;  (4) 
the  mucosal  rosette;  and  (5)  contraction  of  gastric 
oblique  muscular  fibers.  Most  important  for  the 
Belsey  repair  may  be  the  buttressing  action  of  the 
diaphragm  in  the  area  of  esophagus  not  fundopli- 
cated. 

However,  in  doing  either  an  esophagogastrostomy 
or  repair  of  hiatus  hernia  and  short  esophagus  in  the 
intrathoracic  position,  it  would  be  safest  to  do  a 
Nissen-type  fundoplication  of  at  least  the  distal  3 cm. 
of  the  esophagus  to  prevent  reflux. 

Clearly  what  is  produced  by  fundoplication  is  not 
a new  sphincter,  but  a one-way  valve  caused  by 
transmission  of  intragastric  pressure  to  the  invag- 
inated  portion  of  esophagus.  The  completeness  of 
the  invagination  process  can  be  seen  in  Figure  2A,  B, 
and  C. 

With  complete  fundoplication,  the  intragastric 
pressure  is  transmitted  equally  to  all  sides  of  the  in- 
vaginated  portion  of  esophagus.  The  longer  this 
portion  of  esophagus,  the  greater  its  area,  and,  con- 
sequently, the  greater  the  force  tending  to  close  the 
esophagus  for  any  giverfpressure.  As  seen  in  Figure 
2D,  without  external  buttressing,  the  incomplete 
wrap  is  at  a disadvantage  because  the  intragastric 
pressure  also  contributes  to  maintaining  the  esoph- 
agus open,  and  a higher  intragastric  pressure  has  to 
be  reached  to  close  the  esophagus. 

It  seems  unlikely  that  this  type  of  valve  whose 
closing  pressures  are  governed  by  hydrostatic  rela- 
tionships can  be  altered  to  produce  competence  at 


low  pressures  and  incompetence  at  high  pressures. 

Department  of  Cardiothoracic  Surgery 
Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
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Disease  categories  usually  include  hereditary, 
congenital,  infectious,  immunologic,  vascular,  met- 
abolic, degenerative,  endocrine,  neoplastic,  trau- 
matic, psychogenic,  toxic,  iatrogenic,  nutritional,  and 
idiopathic.  Rarely  is  mention  made  of  factitious 
disease  or  patient-induced  disease.  This  is  regret- 
table, since  a significant  number  of  patients  present 
symptoms  of  unknown  origin,  such  as  fever,  which 
will  baffle  the  physician  unless  he  has  a high  index 
of  suspicion  for  self-induced  disease. 

“Factitial,”  “factitious,”  “malingering,”  “hysteria,” 
and  “hypochondria”  are  often  used  interchangeably 
although  the  terms  are  not  synonymous.  Stedman1 
defines  factitious  as  “artificial;  self-induced;  not 
natural.”  Dorland’s2  definition  of  factitial  is  “pro- 
duced by  artificial  means;  unintentionally  produced.” 
Schmerl3  differentiates  between  factitial  and  facti- 
tious. He  states  that  although  both  terms  denote 
disease  self-induced,  factitious  implies  intent,  as  in 
“factitious  dermatitis,”  whereas  factitial  does  not, 
to  wit,  Dorland’s  definition  of  “unintentionally 
produced.”  Noncompliance  and  self-mutilation  may 
be  considered  variants  of  factitious  disease. 

Factitious  disease  must  be  distinguished  from 
malingering.  A malingerer  does  not  mutilate  himself 
hut  merely  complains  of  a nonexistent  pain  or  dis- 
order to  escape  work,  gain  compensation,  or  simply 
elicit  sympathy.  A malingerer  is  unlikely  to  undergo 
extensive  diagnostic  procedures  or  surgery,  whereas 
a patient  with  factitious  disease  is  eager  to  do  so. 


There  are  also  pseudomalingerers,  that  is,  persons 
who  had  a real  disease  or  injury  from  which  they  re- 
covered, but  continue  to  complain  of  symptoms. 

Hysteria  is  due  to  repression  of  anxiety.  The  pa- 
tient regresses  to  an  earlier  level  of  gratification  or 
solace.  Conflict  is  converted  into  a symbolic  mani- 
festation; if  the  symptom  is  relieved  before  the  con- 
flict is  resolved,  it  returns  or  another  symptom  ap- 
pears. Thus,  hysteria  has  many  features  in  common 
with  malingering  and  factitious  disease  and  may,  in 
fact,  be  part  of  a continual  spectrum.4’5  Symptoms 
may  take  the  form  of  hyperesthesia,  blindness,  an- 
osmia, loss  of  taste,  deafness,  choking  sensations, 
sensory  disturbances,  dimness  of  vision,  paralysis, 
tonic  spasms,  convulsions,  retention  of  urine,  vaso- 
motor disturbances,  fever,  hallucinations,  and  cata- 
plexy. Hysteric  individuals  characteristically  exhibit 
“la  belle  indifference,”  an  attitude  of  unconcern  for 
their  apparent  disability  in  contrast  to  the  excessive 
concern  of  the  hypochondriac  and  the  normal  con- 
cern of  a person  with  an  acute  loss  of  function.  They 
are  often  gushy,  enthusiastic,  excitable,  and  sensitive. 
Frequently  their  symptoms  are  rapid  in  onset  and 
subside  spontaneously,  whatever  the  therapy.  In 
addition  to  their  physical  complaints,  hysteric  indi- 
viduals often  show  typical  histrionic  traits,6  such  as 
exhibitionism,  dramatization  of  complaints,  sex- 
ualization  of  the  relation  to  the  physician,  and  ex- 
travagant prevarication. 

Hypochondria  is  “a  morbid  concern  about  the 
health  and  exaggerated  attention  to  any  unusual 
bodily  or  mental  sensations;  an  unfounded  belief  that 
one  is  suffering  from  some  disease.”1  Hypochon- 
driacs are  in  some  ways  similar  to  hysteric  persons  in 
that  they  also  tend  to  use  the  conversion  reaction  as 
an  answer  to  the  stresses  of  the  environment.  Typ- 
ically, they  are  middle-aged  men  and  women  who 
haunt  the  offices  of  physicians,  demanding  a “com- 
plete, thorough  examination.”  They  are  avid  readers 
of  health  columns  in  newspapers  and  magazines, 
follow  various  fad  diets,  continually  search  for  some 
medical  magic,  demand  the  newest  wonder  drug,  and 
keep  their  families  entangled  in  their  viscera.7  These 
patients  misinterpret  normal  body  responses  and 
sensations  as  pathologic. 

The  ultimate  factitious  disease  is  the  Munchausen 
syndrome,  named,  perhaps  not  too  appropriately,  for 
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that  legendary  teller  of  tall  tales.  Actually  the  syn- 
drome applies  to  patients  who  repeatedly  request 
hospital  admission  for  an  apparently  acute  illness 
supported  by  a plausible  and  dramatic  history.8 
Usually  they  discharge  themselves  against  the  advice 
of  the  physician  after  quarreling  with  physicians  and 
nurses.  Other  names  offered  for  such  patients  are: 
hospital  hobos,  hospital  addicts,  peregrinating 
problem  patients,  and  hospital  vagrants;  other  names 
for  their  disease  include  chronic  factitious  illness  and 
Ahasuerus’  syndrome.  SchecterHa  has  coined  the 
term  “ipsepathogenic,”  from  the  Greek  meaning 
“self,”  “disease,”  and  “origin.” 

There  are  several  types  of  this  syndrome:  acute 
abdominal,  hemorrhagic,  neurologic,9  cutaneous, 
cardiac,  and  endocrinologic.10,11  To  complicate 
matters,  it  is  possible  for  a patient  who  had  a real 
illness  to  also  have  the  Munchausen  syndrome.  The 
syndrome  is  quite  characteristic  and  is  easily  differ- 
entiated from  conversion  reactions  in  that  these  pa- 
tients simulate  or  induce  organic  illness.  Further- 
more, patients  with  conversion  reaction  cooperate  as 
well  as  continue  treatment,  whereas  those  with  the 
Munchausen  syndrome  leave  the  hospital  when  they 
have  been  exposed. 

The  literature  is  replete  with  reports  of  Mun- 
chausen patients  with  incredible  records  of  hospital 
admissions.  Lindenbaum12  reported  four  cases 
claiming  they  had  sickle-cell  anemia.  One  was  a 
28-year-old  former  nurses’  aide  who,  under  different 
names,  was  hospitalized  15  times  at  the  same  insti- 
tution in  a six-year  period.  She  had  been  admitted 
to  at  least  14  other  hospitals  in  the  same  large  city  in 
a 10-year  period  for  treatment  of  spastic  colitis,  uri- 
nary tract  infections,  “accidental”  swallowing  of  a 
safety  pin,  and  anxiety  reactions.  She  underwent 
appendectomy,  cholecystectomy,  anal  fistulectomy, 
removal  of  an  ovarian  cyst,  on  two  occasions  lysis  of 
adhesions,  incisional  herniorrhaphy,  and  removal  of 
the  safety  pin  from  the  duodenum.  Between  1966 
and  1972,  she  appeared  49  times  at  the  same  hospital 
center  and  many  times  at  other  institutions,  claiming 
sickle-cell  anemia  with  a beautifully  fabricated  story 
of  early  onset,  many  blood  transfusions,  both  parents 
afflicted  with  either  the  disease  or  the  trait,  one  son 
with  the  trait,  and  another  son  dead  from  the  disease. 
Tests  for  the  condition  in  this  patient  showed  nega- 
tive results. 

Sickle-cell  anemia  appears  to  be  a relatively  easy 
condition  to  feign,  since  the  chief  symptom  is  ex- 
cruciating pain,  and  there  are  few  objective  findings 
on  physical  examination  in  patients  with  true  crisis. 
The  publicity  given  this  disease  in  recent  years  and 
the  mass  screening  programs  have  generated  much 
anxiety  in  the  affected  population  and  may  be  re- 
sponsible for  its  appearance  as  Munchausen’s  syn- 
drome.13-15 

The  fact  should  not  be  overlooked  that  a patient 
with  this  syndrome  may  also  have  an  authentic  dis- 
ease such  as  the  37-year-old  woman  described  by 
Atkinson  and  Earll16  who  had  renal  stones  in  addi- 


tion to  the  Munchausen  syndrome. 

It  is  important  to  refer  these  patients  for  psychi- 
atric examination  for  two  reasons.  One  is  that  they 
may  benefit  from  therapy,  with  amelioration  of 
symptoms  such  as  anxiety,  depression,  aggressive 
behavior,  and  uncooperativeness.  The  second  rea- 
son deals  with  the  legal  aspect;  as  mentioned  previ- 
ously, these  patients  may  have  a real  illness  as  well 
as  a factitious  one.  Munchausen  syndrome  is  not  a 
primary  psychiatric  diagnosis,  yet  Munchausians 
have  been  variously  labeled  as  schizophrenic,  hys- 
teric, and  psychopathic. 

Factitious  diseases,  those  intentionally  produced 
by  the  patient,  are  the  most  difficult  to  diagnose  and 
equally  difficult  to  treat.  Motivations  for  developing 
factitious  disease  are  many:  to  gain  sympathy  or 
attention  from  spouse  or  parents — children,  even 
young  ones,  are  not  immune;  for  an  addict  to  obtain 
drugs;  to  avoid  working;  to  collect  insurance;  to  es- 
cape police  or  other  imminent,  unpleasant  situations; 
or  because  of  a grudge  against  physicians  or  hospitals. 
Vagrants  wanting  a clean  bed  and  regular  meals  have 
been  known  to  feign  or  induce  illness  to  be  admitted 
to  a hospital,  especially  around  Thanksgiving  and 
Christmas  when  meals  are  likely  to  be  better  and  gifts 
of  cigarettes  and  the  like  are  often  provided  by 
community  do-gooders. 

There  are  several  types  of  people  in  whom  you 
should  suspect  factitious  disease  if  you  cannot  find 
a rational  basis  for  their  symptoms  or  laboratory  test 
results.  These  are  nurses  and  other  paramedical 
personnel  who  have  some  knowledge  of  disease 
symptoms  and  terminology  and  access  to  a variety 
of  drugs.  Others  who  are  suspect  are  those  with  bi- 
zarre symptoms  and  family  members  of  diabetic  and 
heart  patients,  for  example,  who  have  certain  medi- 
cations at  hand,  as  well  as  patients  with  psychiatric 
problems.  Be  particularly  wary  of  factitious  disease 
in  an  overcooperative  or  very  dramatic  patient,  or  one 
who  gives  you  a technical  symptom  such  as  “transient 
neurologic  symptoms,”  or  claims  to  have  a disease 
known  to  be  of  great  interest  to  physicians,  such  as 
porphyria.  The  patient’s  affect  also  provides  clues. 
Among  children,  those  in  an  unhappy  home  situation 
or  who  are  doing  poorly  at  school  may  feign  belly  or 
headaches  or  may  actually  swallow  things  they  know 
will  make  them  sick  to  receive  much-needed  atten- 
tion or  to  avoid  going  to  school.  Play  acting  comes 
naturally  to  children,  and  so  a limping  child  may  be 
mimicking  a limping  adult. 

Although  factitious  disease  presents  itself  in  infi- 
nite variety,  this  chapter  will  consider  only  the  more 
common  ones  and  offer  clues  to  facilitate  diag- 
nosis. 

Factitous  diseases 

Factitious  fever.  Probably  no  other  single 
physical  finding  is  so  readily  accepted  as  incontro- 
vertible evidence  of  organic  disease  as  fever.  Be- 
cause fever  can  be  a prominent  manifestation  of 
many  diseases  of  widely  diversified  etiology,  the  di- 


March,  1980/New  York  State  Journal  of  Medicine  595 


agnostic  possibilities  in  any  given  case  may  be  end- 
less. Thus,  while  a definitive  diagnosis  is  not  always 
established  in  febrile  illnesses,  so-called  FUOs  (fevers 
of  unknown  origin),  the  question  of  whether  a patient 
actually  has  a fever  is  seldom  raised.  The  physician 
should  be  aware  that  there  are  many  ways  a patient 
can  produce  elevation  of  the  thermometer  read- 
ing.17-20 This  possibility  should  be  considered  when 
dealing  with  a puzzling  fever  before  embarking  on  a 
prolonged,  tedious,  and  expensive  search  for  its 
cause.  It  may  be  difficult  and,  at  times,  almost  im- 
possible to  detect  the  manner  in  which  the  patient 
produced  the  elevated  temperature.  In  a group  of 
four  reported  cases,21  it  required  three  to  eight 
months  to  marshal  conclusive  evidence  of  the  patient 
deceit.  Proof  of  the  factitious  origin  of  fever  in  sev- 
eral other  reported  cases  was  equally  time-con- 
suming.19’22-24 

Among  the  methods  employed  to  elevate  ther- 
mometer measurements  are:  shaking  the  tempera- 
ture until  the  mercury  slides  to  a higher  value; 
touching  its  bulb  to  a steam  pipe,  cigarette  lighter, 
hot  water  bottle,  or  light  bulb;  and  rubbing  it  against 
the  gums,  teeth,  or  anal  sphincter.  Even  when  a 
nurse  takes  the  temperature,  there  is  the  possibility 
of  trickery  unless  the  nurse  carefully  observes  the 
patient  while  the  temperature  is  being  recorded. 
One  way  to  check  the  validity  of  body  temperature 
reading  is  to  record  the  temperature  of  the  patient’s 
urine  immediately  after  it  has  been  voided  in  the 
presence  of  an  attendant,  lest  hot  tap  water  be  added. 
Many  authors  agree  that  urinary  temperature  should 
reflect  body  core  temperature.17’19,20’25’26  Some 
studies  have  shown  urinary  temperature  consistently 
within  1 to  1.5°C.  of  simultaneous  oral  temperature 
and  within  2°C.  of  rectal  temperature  over  a wide 
range  of  body  temperatures.25  Checking  the  pulse 
rate  will  also  give  the  lie  to  factitious  fever. 

Less  common  methods  of  producing  fever  than 
those  previously  mentioned  include  self-injection  of 
pyrogenic  substances  such  as  vaccines,  toxoids,  and 
pyogenic  materials,  thus  causing  bona  fide  hyper- 
thermia. Therefore,  it  is  wise  to  check  the  belongings 
of  patients  suspected  of  this  form  of  factitious  dis- 
ease. 

Hyperthermia  may  also  be  due  to  psychic  factors. 
Osier2'  mentioned  fever  as  a manifestation  of  hys- 
teria and  stated  that  in  some  of  these  patients  fever 
was  the  sole  symptom,  while  others  also  had  spurious 
symptoms  or  signs,  and  still  others  had  “hysterical 
hyperpyrexia”  with  temperatures  reaching  exceed- 
ingly high  levels.  He  observed  that  hysteric  patients 
have  a strong  tendency  to  practice  deception.  Psy- 
chic aberrations  and  spurious  hyperthermia  are  often 
closely  related,  and  failure  to  separate  genuinely 
hysteric  symptoms  from  those  produced  by  pur- 
poseful trickery  has  led  to  considerable  confusion, 
resulting  in  the  interchangeable  use  of  the  terms 
psychogenic  fever,  habitual  hyperthermia,  and  hys- 
teric fever. 

’There  is  evidence  for  the  existence  of  the  clinical 


syndrome  of  habitual  hyperthermia.  As  defined  by 
Reismann,  this  disorder  is  most  likely  to  occur  in 
young  women  whose  body  temperatures  remain 
persistently  at  a level  of  about  100°F. 18,19  Many  are 
overtly  neurotic,  with  symptoms  of  weight  loss,  mild 
anorexia,  and  listlessness.  There  are  many  well- 
documented  examples  of  low-grade  fever  brought  on 
by  such  anxiety-producing  situations  as  clinic  visits 
and  venipuncture,28  as  well  as  unrequited  love  and 
an  inadequate  husband.29  In  the  last  case  divorce 
was  followed  by  a return  of  body  temperature  to  the 
normal  range.  The  mechanism  of  fever  in  these 
patients  is  probably  related  to  lability  of  the  ther- 
moregulatory apparatus,  which  is  under  the  influence 
of  the  autonomic  nervous  system  and  the  hypothal- 
amus. A similar  situation  is  seen  in  vasomotor  in- 
stability which  results  in  flushing,  dermographia, 
bouts  of  tachycardia,  and  even  transient  hyperten- 
sion in  stressful  situations.  In  fact,  the  association 
of  vasomotor  instability  and  “psychogenic  fever”  is 
not  unusual. 

It  is  unfortunate  if  a physician  fails  to  recognize  the 
true  nature  of  the  problem  when  confronted  by  a 
patient  with  factitious  fever.  The  patient  may  be 
started  on  an  unnecessary  program  of  therapy,  usu- 
ally one  or  more  antibiotics,  obscuring  the  real 
problem  and  perhaps  even  creating  new  ones,  all  of 
which  could  have  been  avoided  by  more  careful  study 
of  the  patient.  The  possibility  of  factitious  fever 
should  be  suspected  especially  when:  (1)  the  tem- 
perature curve  does  not  follow  the  normal  diurnal 
variation;  (2)  the  pulse  does  not  accelerate  with 
sudden  spikes  of  fever;  (3)  sweating  does  not  ac- 
company rapid  defervescence;  and  (4)  the  tempera- 
ture is  106°F.  or  higher — an  unusual  phenomenon 
in  adults.30 

Before  facing  the  diagnostic  enigma  so  often  pre- 
sented by  a case  of  FUO,  make  certain  the  “F”  is  not 
actually  present. 

Factitious  kidney  stones  and  hematuria. 

Factitious  disease  should  be  considered  in  the  dif- 
ferential diagnosis  of  kidney  stones,  especially  when 
confronted  by  a new  patient  with  this  complaint  or 
one  who  fails  to  respond  to  therapy.  One  patient 
with  uric  acid  stones  was  treated  with  allopurinol  but 
continued  to  report  passing  stones,  which  she 
brought  the  urologist  who  was  treating  her.  She 
claimed  inability  to  void,  fever,  and  vomiting.  She 
also  brought  urine  specimens  that  contained  blood 
and  bacteria.  When  a nurse  obtained  a urine  spec- 
imen, it  was  found  to  be  sterile  and  free  of  red  cells. 
The  stones  she  brought  with  her  were  radioactively 
labeled  without  her  knowledge,  since  it  was  known 
she  would  insist  on  taking  them  home  with  her.  A 
week  later  she  returned  with  the  stones,  claiming  she 
had  passed  them  since  her  previous  visit.  Further 
investigation  revealed  she  had  contaminated  her 
urine  specimen  with  blood  from  her  self-lacerated 
vagina  and  bits  of  fecal  matter.  It  was  learned  also 
that  she  had  been  to  a number  of  other  hospitals  with 
the  same  complaints  and  specimens. 
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Not  only  may  a patient  dissemble  hematuria  by 
adding  blood  from  a scratch  to  a urine  specimen,  as 
did  the  patient  cited  here,  but  there  actually  have 
been  patients  who  brought  chicken  blood  with  them 
to  add  to  a specimen  voided  in  the  physician’s  of- 
fice! 

Factitious  urinary  disease.  Complaints  of  uri- 
nary frequency,  urgency,  nocturia,  dysuria,  su- 
prapubic and  perineal  discomfort,  and  a number  of 
other  symptoms  related  to  the  urogenital  tract 
without  an  organic  basis,  are  often  brought  to  the 
physician’s  attention.  General  anesthesia,  severe 
trauma,  and  medication  prescribed  for  other  condi- 
tions may  all  result  in  urinary  retention.  There  is  no 
simple  way  to  differentiate  between  an  organic  uri- 
nary problem  and  a factitious  one.  A thorough 
genitourinary  evaluation  is  required. 

The  hysteric  nature  of  urinary  retention  in  women 
has  long  been  recognized  by  urologists,  and  the  lit- 
erature contains  many  detailed  reports  of  such  cases. 
In  one  series  from  the  Mayo  Clinic,  37  women  with 
urinary  retention  without  organic  disease  were  re- 
viewed. The  onset  of  retention  in  most  instances 
occurred  around  the  time  of  psychologic  or  medical 
trauma.  General  somatic  problems  usually  were 
described  by  the  women,  and  many  had  undergone 
a number  of  surgical  procedures.  All  of  these  pa- 
tients were  emotionally  ill. 

Some  patients  have  a remarkable  ability  to  inhibit 
urination  due  to  a psychic  aberration.  Often  this  is 
a temporary  situation,  but  if  it  becomes  chronic,  it 
can  cause  end-organ  changes  and  irreversible  damage 
to  the  kidneys.  It  is  therefore  of  extreme  importance 
that  a thorough  investigation,  including  painstaking 
history  taking  and  a complete  physical  and  neuro- 
logic examination,  be  made  to  rule  out  diseases  that 
could  impair  bladder  function,  before  diagnosing 
factitious  disease.  Once  the  diagnosis  of  factitious 
disease  has  been  made,  psychiatric  consultation 
should  be  recommended,  explaining  that  if  the  con- 
dition continues,  serious  damage  may  be  done  to  the 
urinary  tract. 

Factitious  dermatitis.  Patients  with  distinctive, 
clean-cut,  bizarre-appearing  skin  lesions  should  be 
suspected  of  having  themselves  caused  the  condition. 
The  lesions  can  be  made  by  countless  substances. 
The  more  common  ones  are  phenol,  silver  nitrate, 
acids,  alkalies,  and  ice  cubes.  Less  commonly,  pa- 
tients present  erythema  or  edema  caused  by  friction 
or  chemical  applications;  purpura  caused  by  delib- 
erate bruising;  eczematoid  dermatitis  resulting  from 

I rubbing  with  sandpaper  or  strong  soaps;  or  blisters 
inflicted  with  cantharidin  or  cigarettes.  Even 
third-degree  burns  may  be  factitious.  When 
chemicals  are  used,  red  streaks  and  guttate  marks 
indicate  that  drops  of  the  chemical  have  run. 

Suspect  factitious  dermatitis  when  the  surround- 
ing skin  is  normal.  Lesions  are  usually  found  on 
parts  of  the  body  easily  reached  by  the  hands  but  not 
necessarily  an  easily  accessible  spot.  You  may  find 
a self-inflicted  lesion  underneath  the  scapula. 


Factitious  lesions  are  rarely  seen  on  the  right  hand 
or  wrist  of  a right-handed  person  or  on  the  left  hand 
or  wrist  of  a left-handed  person.  I had  a complicated 
case  with  a singularly  ugly  lesion  on  top  of  another 
lesion.  This  patieht  had  a general  pruritic  dermatitis 
and  kept  picking  at  one  spot  until  there  was  a heap- 
ed-up  excoriated,  ugly  mass.  This  type  of  lesion 
must  be  differentiated  from  a localized  neuroder- 
matitis which  is  pruritic. 

Factitious  ulceration  often  resembles  pyoderma 
gangrenosa,  and  the  two  conditions  are  difficult  to 
tell  apart.  To  arrive  at  a definitive  diagnosis,  a re- 
cent lesion  should  be  tested  with  litmus  paper  to 
detect  the  presence  of  alkali  or  acid.  The  part  should 
be  covered  with  an  occlusive  dressing  of  either  zinc 
oxide,  gelatin,  or  plaster  of  Paris  so  that  it  is  inac- 
cessible to  the  patient.  A skin  biopsy,  laboratory 
work-up,  and  gastrointestinal  radiographs  are  nec- 
essary to  rule  out  organic  disease,  the  last  for  the 
purpose  of  excluding  inflammatory  bowel  disease 
that  can  present  pyoderma  gangrenosa. 

Patients  may  rub  their  eyelids  repeatedly  with  a 
handkerchief,  for  example,  and  produce  factitious 
ulceration  of  the  upper  lids.  Wood  and  -Johnson31 
reported  such  a case  in  a 40-year-old  woman  who 
presented  a recurrent  chalazion  involving  both  upper 
lids.  The  lesions  progressed  to  produce  notching  and 
ectropion.  The  patient  was  hospitalized  for  biopsy, 
which  revealed  nonspecific  dermatitis  with  secondary 
infection.  Finally,  debridement  and  skin  grafting 
were  necessary  as  a result  of  secondary  Staphylo- 
coccus aureus  infection. 

Panniculitis,  a rare  condition,  may  also  be  facti- 
tious. The  ingenuity  of  these  patients  is  incredible. 
They  cause  nodules  or  sinuses  by  self-injection  of 
petroleum  jelly,  feces,  milk,  saliva,  urine,  antitoxins, 
drugs,  and  other  substances.  Forstrom  and  Wink- 
elmann32  reported  two  cases  of  panniculitis  due  to 
self-injection  of  drugs.  One  dissolved  meperidine 
hydrochloride  tablets  in  water  and  injected  the  so- 
lution into  her  thighs.  The  other  denied  self-inoc- 
ulation. Both  were  hospitalized  and  nodules  were 
biopsied,  with  specimens  showing  multiple  bire- 
fringent  particles  in  polarized  light.  In  other  cases, 
biopsy  results  were  consistent  with  typical  pannic- 
ulitis. Crepitation  in  areas  such  as  the  eyelids  can 
be  due  to  injected  air. 

The  overall  prognosis  for  patients  with  factitious 
skin  conditions  is  poor  unless  they  are  willing  to  ac- 
cept psychotherapy. 

Factitious  nausea  and  vomiting.  Nausea  and 
vomiting  often  occur  in  the  wake  of  emotional  stress. 
It  is  far  more  common  in  women  and  children  than 
in  men.  Angry  expressions  such  as  “I  can’t  swallow 
any  more  of  that  nonsense,”  and  “I’m  fed  up,”  reflect 
our  penchant  for  associating  annoyance  with  the 
digestive  process.  Even  vomiting  in  pregnancy  ap- 
pears to  have  an  emotional  basis;  it  is  not  seen  in 
pregnant  animals. 

Vomiting  can  easily  be  induced  by  someone  who 
wishes  to  feign  illness.  A patient  who  has  not  vom- 
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ited  may  come  to  the  physician’s  office  claiming  to 
have  done  so  repeatedly — the  reason  for  the  visit. 
These  people  look  well  and  have  not  lost  weight,  so 
the  factitious  nature  of  their  complaint  is  obvious. 
Compulsive  eaters  may  induce  vomiting  to  avoid 
gaining  weight. 

Nausea,  like  pain,  is  subjective.  Chronic  nausea 
with  or  without  vomiting  in  the  absence  of  organic 
disease  indicates  deep-seated  psychiatric  problems. 
A series  of  77  patients,  of  whom  59  were  female,  had 
psychiatric  evaluation  when  no  organic  basis  was 
found  for  their  complaint.33  There  was  a high 
prevalence  of  psychiatric  disorders  in  their  families, 
and  nearly  one  half  of  the  patients  themselves  had 
psychiatric  problems.  They  responded  well  to 
treatment  in  a psychiatric  hospital  but  were  not 
convinced  the  nausea  was  psychogenic.  Although 
antidepressants  and  tranquilizers  were  used,  it  was 
believed  that  the  stress-free  ambience  of  the  hospital 
was  the  major  therapeutic  factor. 

Factitious  anemia.  The  finding  of  a hypo- 
chromic, microcystic  anemia  suggests  blood  loss  or 
thalassemia  trait.  After  ruling  out  the  latter  condi- 
tion by  appropriate  history  and/or  laboratory  tests, 
the  physician  must  search  for  the  underlying  cause 
of  the  chronic  blood  loss.  In  women  in  the  child- 
bearing years,  the  menstrual  history  will  often  point 
to  the  correct  diagnosis.  In  a patient  over  the  age  of 
40,  the  next  logical  step  is  to  look  for  occult  blood  in 
the  stool.  Patients  may  have  small  bowel  malab- 
sorption and  thus  cannot  absorb  sufficient  iron.  The 
steps  in  the  diagnostic  work-up  are  relatively 
straightforward,  and  most  clinicians  have  no  diffi- 
culty with  them.  However,  when,  despite  an  ex- 
tensive work-up,  the  diagnosis  is  still  in  doubt,  fac- 
titious anemia  should  be  considered.34 

In  patients  with  a psychiatric  history  or  those  as- 
sociated with  the  medical  profession,  the  diagnosis 
of  factitious  anemia  should  be  suspected  at  the  out- 
set. If  the  early  part  of  the  work-up  shows  negative 
findings  for  organic  disease,  the  suspicion  of  patient 
deceit  is  confirmed.  Factitious  anemia  is  produced 
by  self-bloodletting;  therefore,  a search  should  be 
made  for  unusual  venipuncture  sites  and  evidence  of 
lacerations,  especially  in  the  vagina  and  rectum. 

In  one  case,  the  woman’s  packed  cell  volume  had 
dropped  below  25  percent.  After  several  months, 
transfusion  equipment  and  instructions  were  found 
among  her  personal  effects.  She  was  committed  to 
a mental  institution  when  she  refused  inpatient 
psychotherapy  and  continued  to  drain  her  blood. 
Another  woman  caused  the  blood  loss  by  repeatedly 
lacerating  her  distal  colon  with  a knitting  needle  to 
atone  for  an  affair  she  had  had.  Patients  have  also 
been  known  to  inject  water  into  their  systems  to  lyse 
the  red  blood  cells. 

The  difficulty  in  arriving  at  a diagnosis  of  factitious 
anemia  is  documented  by  Daily,  Coles,  and  Creger,34 
who  reported  four  cases  in  which  it  was  reached  only 
after  many  months  of  extensive  diagnostic  investi- 
gation. 


Factitious  meningitis.  Meningitis  is  known  to 
be  of  three  types:  bacterial,  viral,  and  aseptic. 

Bacterial  meningitis  can  be  treated  effectively  with 
antibiotics  if  therapy  is  instituted  in  time.  Because 
of  the  time  factor,  physicians  cannot  wait  several 
days  for  the  results  of  cerebrospinal  fluid  culture. 
They  must  rely  on  clinical  signs  such  as  fever  and 
neurologic  signs  and  symptoms,  together  with  eval- 
uation of  the  Gram  stain  of  the  cerebrospinal  fluid. 
When  the  clinical  picture  and  blood  count  are  am- 
biguous, heavy  reliance  is  placed  on  the  Gram  stain. 
Should  an  abnormality  be  noted,  therapy  with  large 
doses  of  potent  antibiotics  is  begun.  This  accepted 
procedure  usually  works  well  except  in  cases  of 
“factitious”  meningitis.  Since  this  disease  is  not 
patient-induced,  the  adjective  “factitious”  is  not 
truly  descriptive  but  is  used  for  want  of  a better  term. 
“Inadvertent”  or  “spurious”  might  be  more  apt.  It 
is  caused  by  contaminated  laboratory  equipment. 
Weinstein  et  al.35  reported  five  false-positive  cere- 
brospinal fluid  Gram  stain  findings  due  to  specimen 
tubes  which  contained  nonviable  bacteria.  The 
Gram  stains  showed  either  gram-negative  rods,  dip- 
lococci,  or  coccobacilli.  Branson36  reports  that 
additional  false-positive  results  may  be  due  to  non- 
viable bacteria  in  sterile  broth  used  to  culture  cere- 
brospinal fluid.  In  the  cases  reported  by  Weinstein 
et  al.,35  the  nature  of  the  meningitis  was  proved  by 
the  absence  of  any  growth  on  cerebrospinal  fluid 
cultures.  In  the  Branson36  series,  the  initial  Gram 
stain  yielded  negative  results,  but  the  following  day 
organisms  were  found  on  Gram  stain  of  clear,  not 
turbid,  broth.  This  was  due  to  nonviable  bacteria  in 
the  sterile  broth  cultures  used  to  culture  cerebro- 
spinal fluid. 

The  fact  that  microbial  contamination  of  com- 
mercial cerebrospinal  fluid  specimen  tubes  can  result 
in  findings  resembling  those  of  early  bacterial  men- 
ingitis should  be  borne  in  mind  when  confronted  with 
a patient  exhibiting  signs  and  symptoms  of  menin- 
gitis so  as  to  avoid  inappropriate  or  unwarranted 
antibiotic  therapy  and  cause  delay  in  ordering  tests 
or  procedures  necessary  to  confirm  alternative 
diagnoses. 

Factitious  hyposthenuria  (factitious  water 
intoxication).  Factitious  disease  can  present  ab- 
normal water  balance.  Sapira37  described  a patient 
with  psychogenic  polydipsia  initially  thought  to  have 
intermittent  pituitary  diabetes  insipidus  and  ac- 
quired vasopressin  (Pitressin)  resistance  for  eight 
years.  By  carefully  reviewing  the  history  of  his  use 
of  vasopressin  and  8-lysine  vasopressin  nasal  spray, 
and  correlating  it  with  his  symptoms,  multiple  epi- 
sodes of  inappropriate  physiologic  responses  were 
noted.  The  patient  described  cycles  of  normal  thirst 
and  urination  followed  by  polyuria  responsive  to 
medication,  followed  by  polyuria  refractory  to 
medication,  then  by  the  return  of  responsivity,  fol- 
lowed by  normality  without  medication.  The  pos- 
sibility of  nephrogenic  diabetes  insipidus  was  most 
unlikely  since  responsiveness  to  vasopressin,  8-lysine 
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vasopressin  nasal  spray,  and  his  endogenous  antidi- 
uretic hormone  had  been  documented  at  least  once 
to  each  substance.38 

Because  the  diagnosis  of  intermittent  pituitary 
diabetes  insipidus  could  not  explain  the  ent  ire  clin- 
ical picture,  it  was  presumed  he  also  had  acquired  a 
resistance  to  vasopressin  tannate.  However,  im- 
munoelectrophoresis  of  his  serum  did  not  reveal  such 
an  antibody.38  Furthermore,  the  patient  failed  to 
respond  to  chlorothiazide,  which  is  frequently  ef- 
fective in  decreasing  the  polyuria  of  diabetes  insipi- 
dus.39 Falk*0  showed  that  a thiazide  will  reduce 
water  intake  in  rats  with  diabetes  insipidus  psycho- 
logically conditioned  to  become  potomanic.  Ac- 
cordingly, he  proposed  that  a trial  of  thiazide  diuretic 
might  be  useful  in  distinguishing  between  psycho- 
genic polydipsia  and  diabetes  insipidus  in  people  as 
well  as  rats.  This  was  subsequently  shown  to  be  true 
by  Kovacs,  David,  and  Laszlo.41  However,  it  was 
ineffective  in  the  treatment  of  Sapira’s  patient.37 

In  psychogenic  polydipsia  the  water  imbalance  is 
due  to  the  drinking  of  excessive  amounts  of  water 
with  a resulting  diuresis  of  low  osmolality.  These 
patients  are  responsive  to  the  administration  of 
antidiuretic  hormone,  although  less  so  than  normal 
individuals  or  patients  with  true  diabetes  insipidus 
because  of  the  presence  of  the  self-induced  fluid 
overload.  Langgard  and  Smith42  reported  a patient 
who  excreted  7,075  ml.  of  dilute  urine  during  18  hours 
of  “total  deprivation,”  and  Resnick  and  Patterson43 
described  a patient  with  a 12-hour  urinary  output 
exceeding  intake  by  10,200  ml. 

One  test  of  true  diabetes  insipidus  is  the  inability 
of  the  patient  to  concentrate  his  urine  in  response  to 
fluid  deprivation.  However,  this  test  may  be  mim- 
icked by  patients  with  psychogenic  polydipsia  due 
to  renal  medullary  washout.  This  is  secondary  to  the 
excessive  fluid  intake  which  causes  the  polydipsic 
kidney  to  become  resistant  to  antidiuretic  hormone, 
thus  simulating  diabetes  insipidus  where  endogenous 
antidiuretic  hormone  is  lacking.44'47 

Sapira’s  patient  with  factitious  water  imbalance 
had  high  serum  osmolalities  before  and  after  a 
“spontaneous  diuresis.”3 7 Patients  with  psychogenic 
diabetes  insipidus  characteristically  have  normal  or 
low  serum  osmolalities  at  such  times. 

The  diagnosis  of  factitious  water  imbalance  can  be 
confirmed  if  inconsistencies  are  noted  in  thirst  re- 
sponse and  plasma  osmolality.  Instead  of  the  thirst 
response  being  stimulated  by  high  serum  osmolality, 
the  reverse  is  true.  In  the  presence  of  some  hypo- 
thalamic disease  and  an  inability  to  perceive  the 
sensation  of  taste,  one  would  expect  the  subjective 
estimate  of  thirst  to  be  constant  in  view'  of  the  drying 
serum  osmolality.  The  fact  that  precisely  the  reverse 
was  recorded  in  Sapira’s  patient  indicated  that  there 
was  lack  of  patient  cooperation.  In  addition,  a 
1.5-Kg.  weight  gain  occurred  instead  of  a 7-Kg.  loss 
secondary  to  the  reported  net  water  balance  of  almost 
7 L.  Apparently  the  patient  repeatedly  dipped  water 
from  the  toilet  bowl  into  his  urinal  before  urinating 


into  it.  'Phis  would  account  for  the  high  volume  of 
dilute  urine  along  with  the  high  serum  osmolality. 

Decourt,  Louchart,  and  Michard48  describe  four 
patients  whose  psychogenic  polydipsia  followed  a 
true  post-traumatic  pituitary  insipidus  that  should 
have  been  temporary  hut  was  maintained  by  a su- 
perimposed psychogenic  polydipsia.  Sapira37 
suggests  that  this  variant  of  hyposthenuria  he  called 
the  “Rabelais  syndrome,”  after  the  French  physician 
and  author  w'hose  Garagantua  and  Pantagruel 
contains  reports  of  the  ingestion  and  urination  of 
inordinate  volumes.  In  fact  the  name  "Pantagruel” 
comes  from  the  Greek  “panta,”  meaning  “all,”  and 
Arabic  “gruel,”  meaning  “thirsty.” 

Clearly  the  physician  must  consider  factitious 
disease  in  the  differential  diagnosis  of  polyuria  and 
polydipsia.  A helpful  clue  is  that  patients  with 
psychogenic  polydipsia  do  not  awaken  at  night  be- 
cause of  thirst.  Careful  analysis  of  laboratory  data 
will  often  determine  whether  or  not  the  patient  is 
practicing  deceit. 

Factitious  seizures,  comas,  numbness.  A 

physician  is  likely  to  suspect  epilepsy  in  a patient  who 
complains  of  “fits”  and  unconsciousness,  especially 
if  there  are  no  skilled  witnesses  to  describe  the  epi- 
sode in  detail.  If  the  seizure  takes  place  in  the 
presence  of  a physician,  there  is  seldom  any  difficulty 
in  the  diagnosis.  The  hysteric  or  malingering  patient 
never  hurts  himself  in  falling,  and  the  violent  mus- 
cular movements  are  of  a purposive  type.  There  is 
no  stentorous  breathing,  tongue-biting,  or  inconti- 
nence, as  in  epilepsy.  The  eyes  are  usually  tightly 
closed,  and  if  the  physician  tries  to  open  them,  the 
patient  actively  resists.  An  hysteric  individual’s  or 
malingerer’s  fit  is  not  followed  by  coma,  nor  is  it  ac- 
companied or  succeeded  by  a transient  extensor 
plantar  response,  and  scarcely  ever  by  vomiting. 

Feigned  coma  can  also  be  uncovered  by  attempting 
to  raise  the  patient’s  eyelids.  In  true  coma  there  is 
complete  muscle  relaxation  so  the  patient  cannot 
resist  the  maneuver,  whereas  in  factitious  coma  the 
patient  will  resist  the  physician’s  effort. 

In  hysteric  numbness  of  a hand,  a dermatome  or 
other  anatomic  pattern  is  usually  not  present.  There 
may  be  complete  sensory  loss  limited  to  the  hand,  in 
which  case  the  upper  level  of  anesthesia  may  be 
sharply  delineated.  In  organic  disease  this  is  apt  to 
be  blurred  although  its  exact  level  may  fluctuate  to 
the  neck  on  examination.  Other  incongruities  may 
be  present;  the  patient  may  have  lost  position  sense 
in  the  fingers,  nevertheless  be  able  to  perform  the 
finger-to-nose  test  perfectly  with  eyes  closed — a feat 
not  possible  in  true  numbness.  A careful  history  and 
neurologic  examination  with  particular  attention  to 
the  hand  and  its  pulses,  to  the  neck,  and  to  possible 
indications  of  spinal  cord  or  higher  lesions  will  con- 
clusively differentiate  between  real  and  hysteric 
numbness. 

Factitious  hemoptysis.  Schecter8a  described  a 
patient  who  complained  of  coughing  up  large 
amounts  of  blood  and  chest  pain.  He  gave  a con- 
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vincing  account  of  suffering  from  a respiratory  con- 
dition since  adolescence,  which  was  ascribed  to 
contact  with  a sister  who  had  advanced  pulmonary 
tuberculosis.  The  patient  had  two  scars  to  support 
his  statement.  X-ray  films  showed  an  infiltrate,  and 
bronchoscopy  confirmed  the  presence  of  blood  at 
that  site,  without  visualization  of  a specific  cause. 
The  patient’s  symptoms  subsided  promptly  following 
surgical  exploration,  which  revealed  nothing  to  ex- 
plain the  bleeding.  By  chance,  an  orderly  found  a 
rubber  tube  and  bottle  containing  blood  hidden  in 
the  spring  of  the  patient’s  bed.  Confronted  with  the 
evidence,  the  patient  admitted  squirting  chicken 
blood  into  his  air  passages  on  the  evening  preceding 
surgery,  but  protested  loudly  at  the  discovery  of  his 
duplicity  and  signed  himself  out  of  the  hospital. 
This  case  illustrates  certain  features  of  factitious 
diseases:  craftiness  of  the  patients,  subsidence  of 
symptoms  after  surgery,  and  combative  attitude 
toward  hospital  staff. 

Surreptitious  ingestion  of  nonprescribed  medi- 
cations often  result  in  factitious  diseases  such  as 
those  to  be  discussed  in  the  following  pages. 

Factitious  hyperthyroidism  and  hypothyroid- 
ism. Obviously  a person  with  a normal  thyroid  who 
ingests  thyroid  medication  will  probably  develop 
hyperthyroidism.  In  such  cases  the  medication  is 
usually  stolen  from  a family  member  who  is  taking 
it  legitimately,  or  from  a physician’s  or  hospital’s 
drug  supply.  In  one  reported  case  the  patient  had 
received  the  drug  from  a veterinarian. 

Factitious  or  exogenous  hyperthyroidism  must  be 
differentiated  from  Graves’  disease  and  subacute 
thyroidism.  The  uptake  is  suppressed  in  the  former 
but  high  in  the  latter.  The  sedimentation  rate  is  high 
in  thyroidism.  In  all  three  conditions,  hormone 
measurements  of  the  blood  are  elevated.  In  facti- 
tious hyperthyroidism,  there  may  be  a response  to 
thyroid  stimulating  hormone,  whereas  in  Graves’ 
disease  there  is  little  response  since  the  gland  is  al- 
ready functioning  maximally.  An  apparently  hy- 
perthyroid patient  who  does  not  have  a palpable 
thyroid  gland  should  be  suspected  of  surreptitious 
self-medication,  as  should  a patient  who  refuses  to 
be  hospitalized  for  study.  However,  even  agreeing 
to  hospitalization,  some  of  these  patients  manage  to 
get  thyroid  medication.  In  factitious  hyperthy- 
roidism, thyroid  levels  may  return  to  normal  within 
6 to  10  days  after  thyroxin  administration  has  been 
stopped. 

Factitious  hypothyroidism  presents  a different 
kind  of  diagnostic  problem,  one  of  intentional  non- 
compliance.  Persistent  myxedema  in  a patient 
supposedly  receiving  adequate  thyroid  hormone 
might  be  due  to  failure  to  take  the  hormone,  failure 
to  absorb  it,  excessively  rapid  disappearance  and 
inactivation  of  it,  or  tissue  resistance  to  its  action.  If 
the  serum  protein-bound  iodine  fails  to  increase 
while  a patient  is  on  medication,  the  last  possibility 
is  ruled  out. 

Factitious  hypoglycemia.  Since  hypoglycemia 


is  easily  self-produced,  consider  the  possibility  that 
it  is  factitious  when  found  in  a patient,  especially 
before  undertaking  surgery.  The  clinical  and  labo- 
ratory signs  of  insulinoma  can  be  mimicked  exactly 
by  a patient  who  takes  large  amounts  of  oral  hypo- 
glycemic agents  or  repeatedly  injects  himself  with 
insulin.49’50  It  has  been  reported  that  the  incidence 
of  factitious  hypoglycemia  approaches  that  of  insu- 
linoma.51 Both  present  hypoglycemia  and  hyper- 
insulinism.  An  exploratory  laparotomy  may  be 
performed  if  the  physician  does  not  suspect  the 
condition  to  be  factitious.  Physicians  must  accept 
the  fact  that  there  are  people  who  will  feign  serious 
illness  to  the  point  of  undergoing  potentially  dan- 
gerous diagnostic  procedures  and  life-threatening 
surgery. 

An  unusual  affect  should  alert  one  to  the  possi- 
bility of  factitious  hypoglycemia;  however,  brain 
dysfunction  can  also  occur  in  insulinoma  patients 
after  repeated  episodes  of  neuroglucopenia.  Hy- 
poglycemia and  hyperinsulinism  are  present  in  in- 
sulinoma as  well  as  in  factitious  disease.  Likewise, 
an  exaggerated  serum  IRI  (immunoreactive  insulin) 
response  after  glucagon  or  leucine  stimulation  is  seen 
in  both  cases.52  Tolbutamide  stimulation  of  patients 
with  either  condition  has  resulted  in  refractory  serum 
IRI  and  blood  glucose  responses.53-56  Since  a de- 
finitive diagnosis  cannot  be  made  on  the  basis  of 
clinical  or  conventional  biochemical  means,  patients 
without  radiologic  evidence  of  an  insulin-secreting 
tumor  should  have  their  blood  screened  for  oral  hy- 
poglycemic agents  and  insulin  antibodies  before 
surgery  is  undertaken.  Testing  for  drug  deceit 
should  be  done  when  the  blood  glucose  concentra- 
tions are  known  to  be  low  and  preferably  on  the  same 
blood  specimen.  A pitfall  in  measuring  insulin  an- 
tibodies is  that  usually  they  are  not  detected  until 
two  weeks  after  the  initiation  of  insulin  injection. 
Low  C-peptide  immunoreactivity  with  hyperinsu- 
linism is  suggestive  of  insulin-induced  factitious 
hypoglycemia.57 

Factitious  diarrhea.  When  a patient  presents 
chronic  diarrhea,  a number  of  diagnostic  possibilities 
come  to  mind:  inflammatory  bowel  disease,  ulcer- 
ative colitis,  amebiasis,  irritable  bowel  syndrome,  and 
other  organic  conditions.  The  necessary  investiga- 
tion involves  repeated  stool  samples  and  radiologic 
procedures.  Many  times  these  efforts  are  unre- 
warding, and  the  patient  is  diagnosed  as  having  ir- 
ritable bowel  syndrome  and  sent  home  with  various 
tranquilizers  and  antispasmodics.  Factitious  disease 
should  be  considered.  The  ingestion  of  excessive 
amounts  of  cathartics  has  been  reported  to  lead  to  a 
diarrheal  state,58-61  with  potassium  deficiency  and 
its  attendant  complications  such  as  extreme  weak- 
ness and  impaired  renal  function.62-65  Cathartic 
ingestion  can  also  cause  an  excessive  loss  of  water  and 
other  electrolytes,63-65  as  well  as  steatorrhea.58-64 

Heizer  et  al.66  reported  a protein-losing  enter- 
opathy as  a complication  of  excessive  cathartic  in- 
gestion. This  was  specifically  caused  by  the  inges- 
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tion  of  phenolphthalein  and/or  bisacodyl.  The  au- 
thors demonstrated  that  the  enteropathy  was  due  to 
the  loss  of  plasma  proteins  into  the  gastrointestinal 
tract,  resulting  in  hypoalhuminemia.  When  the 
cathartic  ingestion  was  discontinued,  the  protein- 
losing enteropathy  and  many  of  the  other  abnor- 
malities were  reversed.  Within  a week  of  stopping 
cathartics,  each  patient  developed  persistent  edema 
that  subsided  after  restriction  of  sodium  intake.  The 
patients  had  undergone  repeated  hospitalizations 
and  exploratory  laparotomy  for  the  unexplained  di- 
arrhea before  the  diagnosis  of  factitious  disease  was 
established.  This  underscores  the  importance  of 
including  factitious  diarrhea  in  the  differential  di- 
agnosis of  diarrhea  and  of  taking  appropriate  mea- 
sures to  establish  its  presence. 

Although  overdosing  with  laxatives  is  the  most 
common  cause  of  factitious  diarrhea,  occasionally  the 
ingestion  of  fecal  matter  and  other  bacteria-con- 
taining  substances  may  be  responsible.  A patient 
with  poor  personal  hygiene  may  carry  fecal  matter 
to  his  mouth  as  a result  of  not  carefully  washing  his 
hands  after  a bowel  movement. 

Factitious  Bartter’s  syndrome  or  surreptitious 
diuretic  usage.  Factitious  disease  as  a result  of 
surreptitious  diuretic  usage  probably  occurs  more 
commonly  than  has  been  reported  in  the  litera- 
ture.67,68 Most  people  know  that  there  are  potent 
“water  pills”  available,  and  almost  everyone  has 
contact  with  someone  taking  a diuretic  for  either 
edema  or  hypertension.  In  fact,  many  families  have 
at  least  one  member  for  whom  such  drugs  have  been 
prescribed.  It  is  common  practice  for  obese  persons 
to  take  unprescribed  diuretics  in  an  attempt  to 
achieve  weight  loss.  Hypokalemia  and  other 
symptoms  of  dehydration,  and  electrolyte  imbalance 
may  occur  in  these  people. 

Individuals  with  Munchausen’s  syndrome  may 
take  diuretics  surreptitiously  to  develop  a condition 
that  will  bring  about  hospitalization.  The  unaware 
physician  may  be  dealing  with  a hypokalemia  of 
unknown  etiology  or  expend  much  effort,  time,  and 
expensive  laboratory  procedures  to  arrive  at  a diag- 
nosis, or  may  consider  a diagnosis  of  Bartter’s  syn- 
drome. 

Bartter  and  colleagues69  described  a syndrome 
characterized  by  hypertrophy  of  the  juxtaglomerular 
apparatus  of  the  kidney,  hyperaldosteronism,  high 
plasma  renin  levels,  and  persistently  normal  blood 
pressure  with  hypokalemic  alkalosis.  This  syndrome 
should  be  considered  in  an  adult  patient  with  weak- 
ness and  hypokalemia.  These  findings  can  result 
from  chronic  ingestion  of  diuretics  such  as  thiazides, 
furosemide,  or  ethacrynic  acid.  Even  a biopsy  of  the 
kidney  may  not  result  in  a correct  diagnosis,  since 
hypokalemia  may  produce  hypertrophy  of  the  jux- 
taglomerular apparatus.  A diagnosis  may  be  made 
on  detection  of  diuretics  by  thin-layer  chromatog- 
raphy following  a pH-selective  extractant  procedure. 
Unfortunately,  this  test  is  not  widely  available.  A 
case  reported  by  Rosenblum67  was  especially  mis- 


leading because  the  patient,  although  he  had  a past 
history  of  sociopathic  behavior,  was  cooperative  and 
gave  a straightforward  history,  leaving  little  reason 
to  doubt  his  denial  of  diuretic  ingestion  until  the 
results  of  chemical  analysis  were  forthcoming. 
Further  complicating  the  diagnosis  in  this  patient 
was  that  his  conscious  or  subconscious  motivation  to 
ingest  diuretics  remained  unclear.  If  the  spectral 
photosetter  analysis  of  diuretics  in  the  urine  were  not 
available,  the  diagnosis  of  surreptitious  diuretic  usage 
in  this  case  probably  could  not  have  been  made. 

Factitious  hypercalcemia.  Factitious  disease 
should  not  be  overlooked  by  the  physician  when 
considering  the  large  number  of  diagnostic  possibil- 
ities in  evaluating  hypercalcemia.  Belchetz  et  al.70 
report  a case  of  a 34-year-old  woman  who  had  hy- 
percalcemia due  to  ingestion  of  large  amounts  of  vi- 
tamin D.  A tentative  diagnosis  of  hyperparathy- 
roidism was  entertained  but  was  refuted  by  the 
normal  value  of  parathyroid  hormone.  Although 
some  patients  with  hyperparathyroidism  have  serum 
parathyroid  hormone  concentrations  within  normal 
ranges,  they  usually  also  have  a minimal  rise  in 
plasma  calcium  concentration.71  Other  diagnostic 
clues  in  the  cited  case  were  the  presence  of  persis- 
tently normal  plasma  bicarbonate  and  chloride 
concentrations,  unusually  low  plasma  alkaline 
phosphatase  levels,  and  the  unstable  concentration 
of  the  plasma  calcium.  The  patient  of  Belchetz  et 
al.70  showed  very  sharp  rises  and  falls  in  serum  cal- 
cium concentration,  which  is  unusual  in  hyperpara- 
thyroidism. The  diagnosis  was  confirmed  by  mea- 
suring the  25-hydroxycholecalciferol  level.  Preece 
et  al.72  reported  that  values  of  25-hydroxycholecal- 
ciferol  over  749  mmol,  per  liter,  that  is,  300  ng.  per 
milliliter,  are  characteristic  of  vitamin  D intoxica- 
tion. 

Factitious  lymphedema  of  hand.  Although 
rare,  factitious  lymphedema  has  been  described  in 
two  groups  of  patients.  One  consists  of  the  intelli- 
gent, well-educated,  adolescent  girl  or  young  woman 
undergoing  social  or  emotional  stress  she  has  diffi- 
culty handling.  The  second  group  are  male,  blue- 
collar  workers  dissatisfied  with  their  jobs  or  their  role 
in  life.  Many  of  them  are  collecting  worker’s  com- 
pensation or  veterans’  benefits.  The  edema  is  in- 
termittent and  flares  up  when  they  are  advised  to 
return  to  work. 

When  a patient  complains  of  swelling  in  an  upper 
extremity,  many  possible  causes  come  to  mind. 
They  include  lymphatic  aplasia  or  hypoplasia,  that 
is,  Milroy’s  disease;  tumor;  prior  surgery;  irradiation; 
and  filariasis.  Factitious  edema  should  also  be 
considered,  especially  if  the  patient  belongs  to  one 
of  the  aforementioned  groups.  This  condition  can 
be  brought  about  by  applications  of  tourniquets, 
self-inflicted  blows  to  the  arm,  or  repeated  irritation 
of  the  skin  by  scratching  or  inserting  small  foreign 
objects  beneath  it.73 

Factitious  edema  should  be  suspected  in  any  pa- 
tient with  recurrent  or  chronic  unilateral  upper  limb 
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lymphedema  limited  proximally  by  a well-demar- 
cated ring  or  sulcus  of  circumferential  discoloration. 
Also  characteristic  is  lack  of  severe  pain.  This  helps 
to  differentiate  factitious  edema  from  sympathetic 
dystrophy  in  which  pain  is  usually  the  predominant 
symptom  and  is  intensified  by  touching  or  moving 
the  hand.  Patients  with  the  latter  condition  usually 
perspire  profusely  and  have  extreme  bone  atrophy 
not  seen  in  the  factitious  edema.  The  patient  with 
the  factitious  condition  will  often  discuss  his  pain  in 
a casual  manner.  His  affect  is  quite  unlike  that  of 
the  anxious,  distraught  patient  with  causalgia  who 
cradles  his  hand  while  complaining  of  the  pain.  A 
cervical  sympathetic  block  may  relieve  the  pain  in 
factitious  lymphedema,  but  the  results  are  transi- 
tory. 

Systemic  abnormalities  such  as  collagen  disease, 
hypoproteinemia,  and  cardiac,  renal,  or  hepatic 
disease,  will  rarely  cause  unilateral  edema  of  the 
upper  limb.  Appropriate  laboratory  studies  should 
be  adequate  to  rule  out  the  unlikely  exception. 

Lymphangiography  is  an  important  diagnostic  test 
to  exclude  lymphatic  obstruction  due  to  tumor  sur- 
gery, irradiation,  or  filariasis.  In  such  cases  lym- 
phangiography will  show  a chronic  obstruction  pat- 
tern at  the  site  of  the  lymph  stasis  and,  more  distally, 
dilated  channels  with  occasional  blowouts.  In  pa- 
tients with  factitious  lymphedema  due  to  application 
of  tourniquets,  the  so-called  “broken  windowpane” 
pattern  of  collateral  lymphatic  circulation  is  seen 
distal  to  the  site  of  tourniquet  placement.  Ruptured 
lymph  channels  due  to  recurrent  lymph  stasis  and 
direct  constriction  may  also  be  seen.  The  size  and 
distribution  of  the  lymphatics  is  normal,  and  there 
are  no  abnormal  lymph  nodes.  The  lymphangio- 
gram  also  helps  rule  out  Milroy’s  disease  in  which 
there  is  aplasia  or  hypoplasia  of  the  lymphatic 
structures. 

Once  the  diagnosis  of  factitious  lymphedema  is 
suspected,  hospital  admission  is  recommended.  On 
admission,  x-ray  films  should  be  taken  of  the  chest, 
shoulder,  and  upper  limb  in  search  of  tumors,  cervical 
ribs,  or  potentially  obstructing  osteophytes.  Labo- 
ratory studies,  including  prothrombin  time,  total 
protein  albumin,  globulin,  and  bleeding  and  coagu- 
lation times  should  be  determined.  Venography  as 
well  as  lymphangiography  should  be  performed. 
The  patient  should  be  instructed  to  keep  the  limb 
elevated  on  two  pillows,  but  measures  should  not  be 
taken  to  enforce  this.  Often  the  edema  will  subside 
in  a day  or  two  of  hospitalization,  possibly  because 
of  lack  of  privacy.  Surprising  a patient  at  early 
morning  rounds  or  in  the  middle  of  the  night  has 
occasionally  revealed  a tourniquet  tightly  wound 
around  the  arm.  During  the  last  two  days  of  hospi- 
talization it  is  recommended  that  a very  thick  hut 
noncompressive  cotton  bandage  be  applied  from  the 
shoulder  to  the  fingertips.  Since  the  patient  is  un- 
able to  gain  access  to  the  limb,  the  edema  often 
subsides,  and  t he  diagnosis  of  factitious  lymphedema 
may  then  be  presumed.  The  dressing  should  be 


reapplied  on  discharge  to  prevent  the  patient  from 
injuring  himself  immediately  on  release. 

Psychotherapy  is  urged,  since  many  of  these  pa- 
tients may  be  psychotic  or  neurotic.  Even  those 
receiving  workers’  compensation  or  veterans’  benefits 
are  not  true  malingerers,  since  the  material  gain 
would  be  considered  by  most  people  relatively  trivial 
for  the  pain  and  inconvenience  the  patients  produce 
and  tolerate.  Surgery,  and  even  amputation,  may 
be  sought. 

These  patients  differ  from  sufferers  of  Munchau- 
sen’s syndrome  in  that  they  do  not  invent  long,  fan- 
ciful stories  regarding  their  illness.  The  details  they 
provide  regarding  medications  and  treatment  re- 
ceived at  other  hospitals  and  from  other  physicians 
is  usually  explicit  and  accurate.  They  represent  a 
spectrum  of  psychiatric  patients  who  find  expression 
in  harming  their  upper  extremities. 

Conclusion 

Sufferers  from  factitious  diseases  range  from  sane 
but  dishonest  people  to  psychotic  individuals.  An 
accomplished  dissembler  can  probably  feign  practi- 
cally any  disease.  Clues  for  identifying  such  patients 
have  been  given  in  the  preceding  pages. 

Mention  should  be  made  of  symptoms  that  may 
result  from  inadvertent  noncompliance  with  your 
instructions.  For  example,  the  patient  with  con- 
gestive heart  disease  who  forgets  to  take  his  diuretic 
as  prescribed  becomes  edematous;  and  the  patient 
on  sodium  warfarin  (Coumadin)  who  takes  analge- 
sics, unaware  that  they  contain  aspirin  you  warned 
against,  begins  to  bleed  internally.  Then  there  is  the 
diabetic  individual  living  alone  who  decides  he  no 
longer  needs  insulin  and  becomes  comatose,  an  in- 
stance of  deliberate  noncompliance  but  not  neces- 
sarily with  intent  to  deceive. 

Although  strictly  speaking  the  battered  child  and 
battered  wife  syndromes  are  not  factitious,  there 
often  is  an  attempt  to  cover  up  the  cause  of  the 
bruises  and/or  fractures  and  to  blame  a fall  or  falling 
object  for  the  trauma.  Since  a physician  is  required 
to  report  such  instances  to  the  police,  be  especially 
alert  if  the  story  of  how  the  injuries  occurred  does  not 
ring  true. 

Factitious  disease  is  not  a new  phenomenon,  but 
with  the  proliferation  of  third-party  payers  through 
disability  insurance  or  private  or  public  health  in- 
surance programs,  more  and  more  of  these  cases  find 
their  way  to  physicians’  offices,  clinics,  and  hospitals. 
While  it  is  true  that  people  who  work  in  and  around 
hospitals  and  other  medical  facilities  are  suspect,  the 
public,  in  general,  knows  more  about  disease  symp- 
toms these  days  because  of  the  plethora  of  articles  in 
newspapers,  magazines,  and  radio  and  television 
broadcasts.  Revealing  to  a malingerer  or  individual 
with  Munchausen’s  syndrome  that  you  are  on  to  him 
or  her  will  not  “cure”  the  patient,  who  will  visit  an- 
other physician  or  hospital.  Psychiatric  consultation 
should  be  recommended,  although  it  is  rarely 
sought. 
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The  crucial  link  between  an  eye-donor  and  the  eye-bank 
is  the  health  professional  on  hand  at  the  time  of  death. 

All  you  need  do  is  call  the  eye-bank,  (212)  838  9211  as 
soon  as  possible,  after  an  eye-donor’s  death  or  after  consent 
for  eye  removal  has  been  obtained  from  next-of-kin. 

Please  remember  the  donor  eye  you  secure  for  the  eye- 
bank  will  help  us  to  help  others  regain  their  sight. 

The  Eye-Bank  for  Sight  Restoration,  Inc.;  210  East  64 
Street;  New  York,  New  York  10021. 


THE  EYE-BANK  FOR  SIGHT  RESTORATION,  INC. 

210  East  64  Street,  New  York  10021  Tel:  212-838-9211 

24-Hour  Service 


Please  Print 

As  next  of  kin,  I 

hereby  give  permission  to  The  Eye-Bank  for  Sight  Restoration,  Inc.  to  remove  the  eyes  from  said  deceased  to  be  used 
for  any  purpose  authorized  by  law. 

Please  Print 

Consent  secured  by: 


First 


Middle 


Last  Name 


Please  Print 

Name  of  Deceased 


Signature  of  next-of-kin 


Address  of  next-of-kin 


Date 


Relationship  to  deceased 
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Statistics 


Master  or  tool? 


IRVING  S.  WRIGHT,  M.D. 

New  York  City 

From  the  Department  of  Medicine,  The  New  York  Hospital, 
Cornell  University  Medical  College  Center 


It  is  frequently  stated  that  the  practice  of  medicine 
is  changing  rapidly  from  an  art  to  a science  of  figures. 
Hopefully,  in  the  future  the  profession  will  utilize 
both  with  a generous  port  ion  of  compassion  included. 
Certainly  the  use  of  statistical  studies  has  added 
immeasurably  to  our  knowledge  and  verified  or  dis- 
proved clinical  impressions  in  a most  constructive 
manner.  It  is  appropriate,  however,  periodically  to 
review  the  status  of  this  relatively  young  science  (in 
the  modern  sense),  and  to  indicate  some  of  the  risks 
involved  in  accepting  the  results  of  such  studies 
without  critical  consideration  of  all  possibly  con- 
founding factors. 

Materials  and  methods 

From  the  viewpoint  of  the  clinician  the  major  role 
of  statistics  and  allied  computer  programs  should 
include  accurate  analysis  and  interpretation  of  data 
dealing  with  occurrence,  cause,  associated  morbidity 
and  mortality  rates  in  untreated  patients,  and  the 
evaluation  of  whatever  treatment  is  under  investi- 
gation. 

This  information  should  be  useful  in  clarifying  the 
diagnosis,  determining  a reasonable  prognosis,  and 
selecting  the  type  of  treatment  most  likely  to  benefit 
the  patient.  Careful  autopsy  studies  are  especially 
important  in  evaluating  results  of  clinical  observa- 
tions, including  those  of  the  newer  techniques  such 
as  angiography,  scanning,  and  sonography. 

It  is  highly  desirable  that  the  data  be  simple  and 
the  findings  so  highly  significant  that  complicated 
formulas  are  not  required  to  arrive  at  conclusions. 
Unfortunately,  in  many  instances  evaluation  of  a 
therapy  may  require  large  and  complicated 
studies. 

During  the  past  four  decades,  in  an  endeavor  to 
resolve  perplexing  problems,  numerous  large  case 
studies  have  been  undertaken.  However,  many  such 
studies,  although  carefully  planned  by  well-qualified 


statisticians  working  with  their  clinical  confreres  and 
carried  out  at  great  cost  and  effort,  have,  after  pub- 
lication, been  criticized  and  in  some  instances  been 
declared  invalid  by  clinical  and  statistical  investi- 
gators of  equal  reputation.  This  does  not  provide  the 
kind  of  help  the  clinician  needs  in  his  daily  tasks.  It 
more  often  than  not  confuses  him. 

Notable  recent  examples  of  this  type  of  contro- 
versy have  been  the  University  Group  Diabetes 
Program  dealing  with  the  question  of  oral  diabetic 
agents,  which  has  been  the  subject  of  extensive  con- 
troversy in  both  the  medical  and  lay  literature,  the 
sulfinpyrazone  (Anturane)  study  to  determine  its 
value  in  reducing  the  risk  of  subsequent  myocardial 
infarctions  after  the  first  attacks,  the  use  of  antico- 
agulants in  the  treatment  of  acute  myocardial  in- 
farction and  their  continued  long-term  use,  the  de- 
termination of  the  value  of  antiplatelet  aggregating 
agents  (aspirin,  dipyridamole)  in  the  control  of 
transient  cerebral  ischemic  attacks,  and  aortic  cor- 
onary bypass  surgery  for  the  control  of  angina  and 
the  prolongation  of  life.  These  controversial  findings 
are  of  academic  interest,  but  even  more  important  is 
the  fact  that  the  therapeutic  decisions  involving 
many  thousands  of  patients  daily  rest  on  the  con- 
clusions. Therefore,  every  effort  must  be  made  to 
insure  that  studies  of  this  type  in  the  future  are  less 
vulnerable  to  valid  criticism. 

Statisticians  are  rightly  concerned  with  the  de- 
velopment of  a correctly  designed  protocol,  that  it  be 
precisely  adhered  to,  and  that  the  data  derived  be 
both  accurately  analyzed  and  useful.  However,  their 
ultimate  findings  cannot  be  one  whit  better  than  the 
information  fed  to  them  by  the  clinical  investigator. 
If  the  clinical  observat  ions  are  inaccurate,  the  data 
will  suffer.  Therefore,  the  clinician  provides  the 
foundation  on  which  the  entire  study  rests.  The 
statistical  superstructure  can  be  either  acceptable  or 
weak.  These  criteria  may  seem  obvious,  but  in 
practice  they  are  often  found  to  be  less  than  satis- 
factorily fulfilled. 

Based  on  the  experience  of  participating  in  and 
reviewing  large  studies  designed  to  answer  questions 
of  this  type  for  more  than  30  years,  and  having  been 
impressed  by  the  difficulties  and  errors  encountered, 
certain  observations  and  recommendations  are 
submitted  in  the  hope  that  they  will  be  of  help  for 
both  the  planners  of  future  studies  and  the  readers 
of  their  conclusions. 

Observations  and  recommendations 

Primary  requirement.  A primary  requirement 
is  that  the  patients  in  the  treated  and  untreated  se- 
ries must  represent  the  same  disease  and,  insofar  as 
possible,  the  same  degree  of  severity.  The  latter 
qualification  is  often  difficult  or  only  relatively 
achieved  because  patients  vary  so  widely  in  their 
immune  responses  and  the  diseases  which,  like 
myocardial  infarction,  may  change  from  good  to  bad 
risk  or  vice  versa  during  the  first  few  days  of  care. 
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Furthermore,  many  patients  are  in  a grey  zone  in 
times  of  severity  for  a varying  period  of  time. 

Subgroups.  To  achieve  precisely  comparable 
sampling,  division  into  subgroups  is  often  desirable, 
but,  because  of  the  variables  which  may  affect  the 
outcome,  even  in  large  series  the  subgroups  may  be 
so  small  as  to  render  valid  statistical  analysis  and 
conclusions  difficult.  For  example,  elderly  patients 
may  have  several  complicating  diseases  which  in  turn 
necessitate  the  use  of  multiple  interacting  medica- 
tions, in  addition  to  the  general  categories  of  age,  sex, 
hereditary  history,  life-style,  use  of  tobacco  and  al- 
cohol, physical  activity,  and  other  factors.  Sorting 
out  such  patients  into  critical  categories  is  frequently 
a matter  of  clinical  judgment,  and  this  does  not  rest 
on  mathematical  certainty.  Ideally,  10,000  subjects 
should  be  included  for  some  studies,  but  the  prob- 
lems of  cost  and  operation  of  such  studies  become 
formidable.  How  does  one  control  10,000  human 
beings  for  such  studies,  especially  if  they  are  ambu- 
latory and  free  from  hospital  discipline?  Critical 
review  of  compliance  in  smaller  studies  has  often 
been  discouraging. 

The  key  question,  of  course,  is  how  carefully  the 
subjects  will  actually  follow  instructions  and  how 
much  deviations  will  affect  the  results?  For  long- 
term studies,  the  “dropout”  rate  has  repeatedly  been 
shown  to  affect  the  validity  of  conclusions  after  the 
first  two  years. 

Quality  of  medical  or  surgical  approach.  The 

medical  or  surgical  approach  should  be  the  same  in 
quality  throughout  the  study.  However,  long-term 
studies  are  often  complicated  by  changes  in  surgical 
technique  or  medical  management.  In  some  in- 
stances, the  treatment  under  study  becomes 
outdated  before  the  study  is  completed.  For  some 
diseases  the  dosage  can  ideally  be  identical  from 
patient  to  patient  or  determined  on  the  basis  of 
weight,  such  as  milligrams  per  kilogram.  For  others, 
such  as  coumarin  compounds,  it  must  be  regulated 
on  the  basis  of  daily  or  frequent  tests  such  as  the 
prothrombin  time  (or  activity)  determined  by  Quick 
prothrombin  time  tests  or  modifications.  This  in- 
volves another  consideration.  The  tests  must  be 
carried  out  by  carefully  standardized  procedures, 
especially  if  a number  of  hospitals  are  involved.  This 
has  proved  remarkably  difficult  even  in  such  widely 
used  tests  as  cholesterol  levels  and  prothrombin 
times.  A central  laboratory,  constantly  monitoring 
the  results  of  the  hospital  laboratories,  is  essential. 

A major  study  was  seriously  flawed  when  the 
Owren  thrombotest  was  substituted  for  the  Quick 
prothrombin  test.  The  therapeutic  level  was  ac- 
cepted as  15  to  20  percent  activity,  the  correct  Quick 
standard  (1  1/2  to  2 times  control  time),  whereas  the 
therapeutic  level  for  the  thrombotest  is  7 percent  plus 
or  minus  2 percent.  The  result  was  that  the  patients 
were  undertreated,  and  this  was  not  realized  until  the 
completion  of  the  study  because  the  code  was  not 
broken  until  then.  Some  of  the  investigators  thought 
the  study  should  be  repeated,  but  the  cost  and  effort 


Physicians  justifiably  entertain  a healthy  skepticism 
regarding  published  clinical  observations,  at  least 
until  confirmed  by  others.  The  disciplines  of  ad- 
vanced statistical  and  computerized  analysis  are 
rather  recent  arrivals  in  the  ancient  field  of  medicine. 
It  was  hoped  that  they  would  clarify  issues  and  an- 
swer some  questions  beyond  the  capacity  of  the 
clinician,  and  to  some  degree  that  has  been  true. 
However,  the  results  of  statistical  analysis  cannot  be 
one  whit  better  than  the  original  clinical  data  fed  into 
the  system.  Therefore,  the  observations  of  the  clin- 
ician still  provide  the  solid  foundation  for  such 
studies,  and  these  observations  and  interpretations 
remain  as  important  as  ever.  Statistical  analysis, 
while  potentially  valuable,  also  adds  factors  which 
are  also  capable  of  error,  misinterpretation,  and 
manipulation.  A generation  of  physicians  has  now 
developed  in  the  statistical  milieu  and  their  ready 
acceptance  of  the  conclusions  drawn  from  such 
studies  is  understandable.  However,  many  studies 
planned  with  the  aid  of  statisticians  have  later  been 
subjected  to  severe  criticism  by  other  equally  quali- 
fied statisticians.  Examples  are  quoted  in  this 
manuscript.  It  is  suggested  that  studies  of  this  type 
should  be  regarded  with  double  skepticism  based  on 
the  possibility  of  clinical  and  then  statistical  error. 
Statistics  should  be  regarded  as  a helpful  tool  when 
used  with  care  and  skill,  but  never  as  a substitute  for 
the  thinking  of  physicians. 


was  too  great,  and  this  was  never  done. 

Second  opinions.  To  minimize  the  risks  of  these 
and  other  sources  of  error  after  the  first  team  of 
clinical  investigators  and  statisticians  have  com- 
pleted the  protocol,  it  is  advisable  to  have  it  reviewed 
by  another  team  of  equal  status  to  reduce  possible 
future  problems  to  the  minimum.  Even  then,  if 
history  holds,  when  the  study  is  completed  it  will 
probably  be  judged  by  others  to  be  flawed.  It  is  so 
much  easier  to  criticize  than  to  mount  and  success- 
fully complete  large  clinical  studies. 

Monitoring  by  central  office.  The  series  must 
be  carefully  monitored  from  a central  office  to  see 
that  the  protocol  is  strictly  adhered  to.  This  be- 
comes increasingly  important;  with  the  passage  of 
time  decreased  interest  may  play  a role  in  skewing 
the  data.  Frequently,  the  personnel  responsible  for 
collecting  the  basic  data  change  and  the  new  workers 
may  have  less  enthusiasm  and  hence  be  less  critical 
of  the  details.  This  must  be  guarded  against  by  the 
responsible  investigators. 

Trial  by  participating  institutions.  Before 
embarking  on  a major  long-term  study,  it  is  advisable 
to  have  a trial  run  of  two  to  three  months  or  more 
with  all  participating  institutions  involved.  The  data 
should  then  be  scrutinized  and,  where  indicated, 
modifications  in  method  should  be  instituted.  This 
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has  been  done  for  some  studies  but  not  for  all.  In 
some,  it  has  been  found  that  the  data  collected  early 
in  the  program  varied  from  that  collected  later. 
Under  such  circumstances,  if  the  early  data  are  used, 
the  total  results  may  be  distorted.  Although  this 
may  seem  a delaying  and  overcautious  approach,  it 
may  save  the  cost  of  a major  error  in  a large  multi- 
hospital study. 

Role  of  senior  investigators.  The  senior  in- 
vestigators should  play  an  active  role  in  the  selection 
and  follow-up  of  each  patient.  Lack  of  this  has 
proved  to  be  a weak  point  in  some  studies  since  senior 
investigators  are  often  involved  in  many  other  re- 
sponsibilities. Relying  on  inexperienced  members 
of  the  house  staff  to  determine  the  diagnosis  in  bor- 
derline cases,  and  to  evaluate  the  severity  of  the  at- 
tack and  the  role  of  other  associated  diseases  and 
treatment,  can  lead  to  data  that  are  less  than  crit- 
ical. 

Data  bank  review.  The  data  bank  should  be 
open  to  review  at  regular  intervals  by  appropriate 
investigators  to  be  certain  that  gross  errors  are  not 
accumulating.  If  the  data  were  sealed  from  periodic- 
review  these  errors,  if  any,  would  not  be  discovered 
until  the  end  of  the  study.  Admittedly,  this  may  be 
criticized  by  some  purists,  but  in  practical  experience 
it  has  been  found  to  be  a realistic  approach  to  reduce 
serious  problems.  As  examples  of  the  need  for  this 
review,  in  one  large  study  in  which  randomizing  was 
on  the  basis  of  alternate  days’  admission  for  treat- 
ment and  control,  it  was  found  that  in  one  hospital, 
during  the  early  phase  of  the  study,  the  physicians 
were  skeptical  about  anticoagulation,  and  so  they 
held  their  patients  back  to  be  admitted  on  the  “no 
treat”  days.  This  was  detected  by  early  review. 
However,  later,  the  same  staff  decided  that  antico- 
agulants were  helpful,  and  so  they  began  to  hold  their 
patients  back  for  the  “treat”  days.  The  skewing  of 
data  from  these  phases  of  this  hospital’s  participation 
was  detected  early,  thus  preventing  error  in  the  final 
analyses.  More  important,  this  also  exposed  a 
weakness  in  the  alternate-day  system.  As  mentioned 
previously,  failure  to  observe  this  precaution  resulted 
in  an  error  in  dosage  not  being  discovered  early,  se- 
riously affecting  the  end  results  of  a major  study. 

In  another  large  study  it  was  found  that  in  two 
hospitals  the  mortality  rate  was  so  different  from  the 
other  participating  hospitals  that  the  data  were 
markedly  skewed.  It  became  obvious  that  the  pop- 


ulation selection  in  those  hospitals  was  quite  differ- 
ent from  the  others.  This  could  have  been  detected 
early  in  the  study  by  monitoring  and  review. 

While  the  sealed  data  system  has  idealistic  ad- 
vantages, these  examples  represent  the  need  for  such 
reviews.  It  is  recommended  that  such  series  should 
be  renewed  at  levels  of  100,  250,  400,  600,  800,  and 
1 ,000  cases.  They  may  be  conducted  by  investigators 
not  involved  in  the  primary  study. 

Comment 

The  respect,  even  awe,  with  which  many  practicing 
clinicians,  residents,  and  students  now  regard  sta- 
tistical studies,  especially  if  complex  formulas  and 
computers  are  used,  should  be  tempered  with  a 
healthy  skepticism  and  full  realization  that  while 
useful  if  valid,  they  are  no  more  infallible  than  the 
quality  of  the  data  fed  them. 

While  the  contributions  of  statistical  methods  to 
the  clarification  of  many  problems  relating  to  health 
and  medical  care  have  been  substantial,  the  science 
is  still  young  in  the  history  of  medicine  and  requires 
further  refinement  in  many  ways.  To  paraphrase  a 
sound  adage,  let  the  reader  beware.  The  reports 
based  on  both  clinical  and  statistical  technique 
should  not  be  read  with  passive  acceptance.  Rather, 
they  should  be  approached  with  double  skepticism, 
first  regarding  the  accuracy  of  the  data  and  the 
clinical  judgment  involved,  and  second  regarding 
the  utilization,  manipulation,  and  interpretation  of 
those  data.  The  experience  with  statistical  analysis 
in  clinical  medicine  points  to  the  pressing  need  for 
the  development  of  standard  statistical  procedures 
and  protocols  which  can  be  more  universally  accepted 
and,  hence,  less  confusing  to  their  ultimate  audience. 
To  the  greatest  degree  possible  they  should  be  sim- 
ple, direct,  with  minimal  esoteric  formulation,  so  that 
they  are  clearly  understood  by  a wide  range  of  read- 
ers. It  is  probably  too  early  in  the  development  of 
this  young  science  to  hope  for,  or  even  desire,  rigid 
standardization  which  would  restrict  experimenta- 
tion with  new  methods  and  equipment,  but  the 
purpose  of  such  studies,  to  clarify  rather  than  ob- 
fuscate problems,  should  always  be  held  as  the  prime 
objective.  They  must  continue  to  serve  as  our  tools 
rather  than  our  masters. 

450  East  69  Street 
New  York,  N.Y.  10021 
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V-Cillin  Ks 

penicillin  V potassium 


is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


V-CILLIN  K 

C29 


V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  110217s) 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Scientific  Sessions  held  at 
Memorial  Hospital 
New  York  City 
February  15, 1979 


New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Winter  Session 


The  Winter  meeting  of  the  New  York  Society  for 
Thoracic  Surgery  was  held  on  February  15, 1979,  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases, 

Patients  with  Biologic 
Valve  Replacements 

Short-term  clinical  follow-up  with 
special  reference  to  transient  ischemic 
attacks  with  mitral  prostheses 

RONALD  M.  BECKER,  M.D. 

The  Bronx,  New  York 

MORTON  BORG,  M.D. 

The  Bronx.  New  York 

ROBERT  W.  M.  FRATER,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Cardiothoracic  Surgery,  Albert  Einstein 
College  of  Medicine 


Eighty  patients,  40  with  AVR  (aortic  valve  re- 
placement) and  40  with  MVR  (mitral  valve  replace- 
ment), with  single  porcine  and  bovine  stented  xen- 
ografts were  followed  for  one  to  three  years.  All, 
except  three  lost  to  follow-up,  were  interviewed  using 
a special  questionnaire  designed  to  uncover  TIAs 
(transient  ischemic  attacks)  and  determine  current 
symptomatic  status. 

Results 

AVR.  There  were  no  known  late  deaths;  2 pa- 
tients were  lost.  Preoperatively,  6 patients  were 
NYHA  (New  York  Heart  Association)  Class  IV,  15 
were  Class  III,  and  17  were  Class  II.  Postoperatively, 
no  patients  were  Class  IV  or  III,  12  were  Class  II,  and 


New  York  City. 

The  following  article  is  abstracted. 


26  were  Class  I.  Patients  free  of  possible  emboli  or 
TIAs  at  6 months  totalled  40  and  at  30  months  to- 
talled 20.  Actuarial  analysis  yielded  rates  of  95  and 
93  percent,  respectively. 

MVR.  Three  patients,  who  were  addicts,  were 
lost.  There  were  2 known  late  deaths:  1 was  at- 
tributable to  myocardial  failure,  with  a preoperative 
ejection  fraction  of  18  percent;  and  the  other  was 
attributable  to  cerebral  hemorrhage  on  sodium 
warfarin  (Coumadin).  Preoperatively,  6 patients 
were  NYHA  Class  IV,  and  31  were  Class  III.  Post- 
operatively, 1 individual  was  Class  IV,  none  were 
Class  III,  20  were  Class  II,  and  16  were  Class  I.  Pa- 
tients free  of  possible  emboli  or  TIAs  at  6 months 
totaled  37  and  at  30  months  totalled  16.  The  steady 
occurrence  rates  throughout  follow-up  were  93  and 
63  percent,  respectively.  Objective  proof  of  TIAs  as 
embolic  is  not  obtainable,  but  striking  differences 
between  AVR  and  MVR  suggests  they  are  real. 

Numbers  are  small,  but  no  benefit  was  shown  for 
sinus  rhythm  versus  atrial  fibrillation,  sodium  war- 
farin anticoagulation  versus  none,  or  negative  history 
of  emboli  or  atrial  clot  versus  positive  history. 

Conclusion 

Most  patients  with  biologic  valve  replacement  do 
well  clinically.  Careful  questioning  uncovers  a 
striking  probable  incidence  of  TIAs  with  MVR,  ab- 
sent with  AVR,  and  uninfluenced  by  atrial  rhythm 
or  anticoagulant  status  or  by  prior  history  of  emboli 
or  presence  of  atrial  thrombus. 

Discussion 

Dr.  Frater:  It  is  critical  to  realize  that  we  have 
absolutely  no  pathologic  proof  that  what  we  are 
talking  about  are,  in  fact,  embolic  phenomena.  We 
were  very  careful  to  eliminate  certain  neurologic 
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phenomena  which  are  clearly  not  embolic  in  origin. 
For  example,  if  a patient  had  a history  of  migraine 
and  complained  of  scotomata,  that  was  not  regarded 
as  an  embolus.  If  a patient  had  a history  of  Men- 
iere’s syndrome  and  complained  of  vertigo,  it  was  not 
regarded  as  an  embolus.  A simple  attack  of  dizziness 
without  the  vertiginous  element  was  not  regarded  as 
embolus.  But  a patient  who  said  “A  curtain  de- 
scended over  my  right  eye,  and  it  lasted  a few  minutes 
and  then  went  away  again,”  was  regarded  as  having 
had  a retinal  embolus;  and,  without  the  specific 
question,  “Have  you  ever  had  a time  when  the  vision 
in  one  or  the  other  eye  was  temporarily  abnormal?,” 
the  patient  would  be  regarded  as  embolus-free. 
Now,  one  of  the  difficulties  of  deciding  that  such  an 
incident  in  a patient  with  mitral  valve  prosthesis  is 
indeed  a transient  ischemic  attack,  compared  with 
the  same  kind  of  phenomenon  in  carotid  disease,  is 
that  the  patient  with  carotid  disease  is  sending  the 
emboli  to  the  same  general  vascular  bed,  and  so  re- 
peated similar  episodes  occur.  But  the  patient  with 
a mitral  valve  prosthesis  has  the  whole  vascular  bed 
for  the  embolus  to  land  in,  and  three  quarters  of  the 
flecks  of  fibrin  probably  end  up  in  the  biceps  or  the 
big  toe,  and  so  there  may  be  only  one  characteristic 
episode.  The  only  reason  why  we  were  prepared  to 
present  this  material  at  all  was  that  the  aortic  indi- 
viduals did  not  have  these  episodes  and  there  was  a 
statistically  significant  difference  between  the  aortic 
patients  and  the  mitral  patients.  Had  we  looked  at 
the  charts  and  decided  the  incidence  of  thrombo- 
embolism from  looking  at  the  charts,  we  would  have 
had  two  embolic  episodes  in  30  months  in  the  whole 
group  of  patients,  both  of  them  in  mitrals  and  both 
of  them  with  temporary  CVAs  (cardiovascular  acci- 
dents) which  cleared  in  a few  days.  Therefore  we 
think  there  is  validity  to  a deliberate  questionnaire 
which  specifically  attempts  to  elicit  the  incidence  of 
TIA.  If  indeed  we  are  right,  these  emboli  are  tiny 
and  very  likely  to  come  off  the  valve,  rather  than 
great  big  clots  coming  from  an  atrium.  To  most 
patients  who  are  happy  to  climb  stairs,  since  they 
were  not  able  to  climb  before,  most  of  these  episodes 
would  not  be  remembered  without  specific  questions. 
Now,  your  question  about  the  size  of  the  valve  is  a 
very  important  one.  When  this  series  was  done  from 
four  to  one-and-one-half  years  ago,  the  older  Han- 
cock valve  which,  as  you  all  recognize,  we  were  using, 
tended  to  have  quite  high  gradients  in  all  but  the 
largest  sizes.  It  will  be  interesting  to  follow  in  the 
same  way  the  Ionescu  valves  that  we  are  now  using, 
because  with  the  same  size  mounting  ring  there  is 
undoubtedly  a great  deal  less  obstruction. 

Valavanur  A.  Subramanian,  M.D.,  New  York 
City.  Does  this  represent  a whole  group  of 
bioprostheses  over  the  past  several  years?  The  in- 
cidence of  emboli  in  the  bioprostheses  is  highest  in 
your  group.  If  that  is  so,  do  you  prefer  the  mechan- 
ical valve  to  the  bioprosthesis? 

Dr.  Fratcr:  To  answer  your  first  question,  when 
they  were  interviewed  18  months  ago,  these  patients 


were  selected  because  they  had  single-valve  re- 
placements with  from  one  to  three  years’  follow-up. 
The  comparisons  you  saw  were  not  ours.  They  were 
all  from  the  literature.  The  Hancock  series  was  from 
the  National  Institutes  of  Health.  The  Starr  and 
Ionescu  series  were  from  Starr  and  Ionescu  respec- 
tively, and  the  Bjork  series  was  in  fact  from  the 
Brigham;  they  were  shown  merely  as  an  example  of 
what  other  people  have  reported.  My  own  prefer- 
ence remains  for  biologic  valves  because  I believe  the 
incidence  of  gross  embolic  phenomena  to  be  less  with 
these  valves  without  the  use  of  anticoagulants,  and 
here  I must  repeat  that  there  were  in  this  sense  only 
two  embolic  episodes  of  the  kind  normally  recog- 
nized. 

Alfred  Culliford,  M.D.,  New  York  City.  I was 
just  wondering,  in  the  mitral  group  patients,  were 
these  patients  in  atrial  fibrillation,  and  were  they 
anticoagulated? 

Dr.  Frater:  No.  Somewhat  more  than  one  half 
were  in  atrial  fibrillation,  and  about  one  half  were 
anticoagulated;  the  anticoagulation  depended  on  the 
preference  of  the  physician.  Some  of  the  patients  in 
sinus  rhythm  were  not  anticoagulated,  but  a few 
were,  and  a few  of  the  fibrillators  were  not.  The 
numbers  of  course  are  small  but  there  is,  as  Dr. 
Becker  has  stated,  no  significant  difference  between 
fibrillators  and  nonfibrillators  and  those  anticoag- 
ulated and  those  not.  It  must  also  be  recognized  that 
16  out  of  the  40  mitral  patients  had  had  gross  CVAs 
before  surgery  and  had  residua  before  surgery  which 
sometimes  made  evaluation  of  the  TIAs  more  diffi- 
cult. But  don’t  forget  that  mitral  valve  disease  with 
a natural  valve  in  place  carries  a significant  risk  of 
emboli.  I haven’t  been  able  to  track  down  the  ref- 
erence, but  there  was  a series  in  The  Lancet  some 
years  ago,  of  some  to  50-60  patients  with  mitral  ste- 
nosis followed  for  one  year  by  an  ophthalmologist  in 
whom  nearly  one  half  had  an  episode  of  transient 
monocular  blindness  during  that  year.  And  so  we  are 
dealing  with  a phenomenon  which  is  present  in  the 
natural  valve  as  well  as  in  the  prosthetic  valve.  Most 
of  these  patierfts  are  quite  happy  with  themselves 
and  are  convinced  that  they  are  doing  beautifully. 
Indeed  they  may  be.  I don’t  know  how  many  flecks 
of  fibrin  it  takes  in  the  long  run,  say  over  ten  years, 
to  produce  a significant  effect.  All  we  are  really 
saying  is,  do  not  be  complacent  about  bioprostheses, 
especially  in  the  mitral  position. 

Dr.  Becker:  Most  of  the  mitral  prostheses  were 
27  to  29  mm.,  with  an  occasional  25-mm.  prosthesis 
and  an  occasional  one  that  was  larger.  In  a subse- 
quent study,  in  documenting  the  hemodynamics  of 
the  Ionescu  valve  in  the  mitral  position,  we  found 
little  apparent  difference  in  the  gradients  produced 
by  the  25-,  27-,  and  29-mm.  valves  and  even  larger 
ones.  It  appears  that  the  size  of  the  prosthesis  is  not 
necessarily  the  major  determining  factor  with  regard 
to  the  flow  characteristics  across  the  prosthesis.  I 
don’t  believe  that  valve  size  can  be  considered  a 
major  factor  in  the  genesis  of  thrombi  or  emboli. 
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A programmable  calculator  was  used  to  correlate 
the  response  of  ACT  (activated  clotting  time)  to  se- 
quential doses  of  heparin  during  anticoagulation  for 
cardiopulmonary  bypass.  The  dose-response  linear 
regression  generated  was  used  to  determine  heparin 
dosage  to  maintain  adequate  anticoagulation,  that 
is,  ACT  from  360  to  600  seconds,  during  bypass,  and 
precise  protamine  reversal  when  bypass  was  termi- 
nated. ACT  determinations  and  calculator  entries 
were  done  by  the  perfusionist.  Data  for  25  consec- 
utive patients  were  compared  with  heparin  require- 
ments predicted  by  a standard  clinical  protocol,  that 
is,  90  mg.  heparin  per  square  meter  body  surface 
area. 

Computed  total  heparin  requirements  during  by- 
pass were  at  least  25  percent  greater  than  predicted 
by  protocol  in  9 of  25  patients,  and  at  least  25  percent 
less  than  predicted  in  3.  One  patient  required  half 
and  another  double  the  protocol  heparin  dose. 
Correlation  coefficient  for  the  linear  regression  was 
0.97  or  more  in  24  patients.  Control  ACT  was  115 
plus  2 SE  (standard  error)  seconds  before  bypass  and 
121  plus  2 after  calculated  protamine  reversal. 

Individualization  of  intraoperative  heparin  dosage 
based  on  dose-response  analysis  may  offer  major 
advantages  over  protocols  based  on  body  weight  or 
surface  area.  The  calculator  technique  described 
makes  such  analysis  clinically  feasible  and  effi- 
cient. 

Discussion 

Dr.  Frater:  Thank  you  very  much,  Dr.  Rose. 
^ ou  have  given  a very  well  organized  presentation  of 
what  in  the  past  has  been  a rather  hit  or  miss,  hap- 


hazard process.  I have  a few  questions.  We  have 
been  using  ACT  without  the  benefit  of  Texas  In- 
struments’ or  any  other  form  of  calculator  and  have 
found  it  indeed  useful.  However,  there  are  two 
things  that  interested  us  in  the  use  of  it.  The  first  is: 
we  find  that  we  use  a lot  more  heparin  following  this 
heparinization  technique  than  by  the  empiric  dose 
that  we  used  to  give,  and,  second,  we  find  it  less  useful 
in  the  protamine  administration  than  in  heparin- 
ization. In  other  words,  there  seems  to  us  to  be  less 
reliability  in  the  prediction  of  the  amount  of  the 
protamine  necessary  to  get  the  ACT  back  to  the 
previous  level  than  there  is  in  the  amount  of  heparin 
given  necessary  to  raise  the  ACT  level  to  480  sec- 
onds. 

Dr.  Rose:  In  general,  most  of  us  do  find  that  the 
amount  of  heparin  required  using  ACTs  is  greater 
than  in  most  standard  protocols.  Young’s  data  from 
Iowa  suggest  that  probably  the  reason  for  this  is  that 
in  most  protocols  patients  do  metabolize  heparin  fast 
enough  so  that  ACT  does  fall  out  of  the  therapeutic 
range.  Indeed,  that  group  has  shown  by  scanning 
electron  microscopy  of  oxygenator  surfaces  that  in- 
adequate heparinization  results  in  a consumptive 
coagulopathy  with  deposition  of  clotting  factors  on 
the  surface  of  the  bypass  circuit.  And  so  I think  that 
is  not  a surprising  finding  that  in  most  patients, 
higher  total  heparin  doses  are  required  with  our 
protocol.  All  I can  say  relative  to  the  issue  as  to 
whether  or  not  we  achieve  accurate  protamine  re- 
versal is  that  we  do  use  our  calculator-predicted  re- 
sults and  have  used  them  now  in  a very  large  series 
of  patients  and  found  that  clinically  it  is  quite  accu- 
rate. 

Dr.  F rater:  Do  you  find  that  a single  prediction 
is  precise,  or  do  you  sometimes  have  to  give  more 
later  on? 

Dr.  Rose:  In  the  past,  most  of  our  clinicians 

found  empirically  they  were  adding  10  percent  extra 
doses  of  protamine,  and  essentially  I think  the  need 
for  this  practice  has  been  obviated  using  this  proto- 
col. If  there  is  a problem  with  hemostasis  after  the 
ACT  has  been  documented  to  have  returned  to  con- 
trol levels,  then  at  that  point  it  is  a surgical 
problem. 

Dr.  Frater:  Do  you  insist  on  getting  back  to  the 
control  value? 

Dr.  Rose:  Yes,  we  do.  We  try  to  return  to  the 
control  value,  but  we  feel  that  there  is  a potential 
problem  in  the  patient  who  does  not  return  to  the 
control  value,  and  why  he  has  not  is  something  that 
still  needs  further  evaluation.  ACT  determinations 
alone  do  not  necessarily  provide  that  answer. 

Dr.  Frater:  That’s  what  I am  referring  to.  If  we 
start  at  80  and  reach  100,  we  are  not  quite  certain 
whether  we  should  give  additional  protamine  until 
we  reach  the  control  value. 

Dr.  Rose:  The  available  test  that  does  answer  the 
question  of  whether  or  not  unreversed  heparin  is  still 
circulating  is  the  reptilase  time.  If  clotting  is  normal 
with  reptilase,  then  one  is  clearly  dealing  with  excess 
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heparinization.  If  the  reptilase  time  is  prolonged, 
then  most  likely  the  problem  is  one  of  absolute  de- 
ficiency of  clotting  factors. 

Dr.  Culliford:  I’ve  enjoyed  this  presentation  very 
much.  Like  the  Columbia  group,  we  were  very  im- 
pressed with  Bull’s  articles  and  took  the  problem  to 
the  laboratory  and  studied  the  heparin. 

Dr.  Rose:  In  reviewing  our  first  25  patients’  mean 
data,  they  required  approximately  25  percent  more 
heparin  than  they  had  required  using  our  previous 
protocol.  However,  there  was  a very  wide  variation 
between  individual  patients,  and  some  of  the  patients 
actually  required  significantly  less.  Two  of  the  25 
patients  we  looked  at  initially  required  less  than  one 
half  of  the  doses  that  were  predicted  by  our  original 
protocol,  so  that  I think  the  major  advantage  of  ACT 
determination  is  the  ability  to  individualize  hepa- 
rinization. In  terms  of  the  question  of  how  high  an 
absolute  level  of  heparin  is  ideal,  data  are  not  avail- 
able. In  fact,  the  only  data  that  do  exist  relevant  to 
that  question,  from  the  Iowa  group,  indicate  that 
with  ACTs  less  than  400  seconds  both  in  patients  and 
in  rhesus  monkeys,  activation  of  the  clotting  system 
can  be  detected,  yet  absolute  heparin  levels  were  not 
measured  in  their  study. 

Dr.  Becker:  How  long  does  it  take  from  the  time 
you  give  your  first  dose  till  you’re  ready  to  cannulate? 
Do  you  require  one  extra  dose? 
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In  1978  more  than  90,000  Americans  died  of  lung 
cancer.  This  reflects  the  inability  to  effectively  alter 
the  course  of  events  when  the  disease  is  advanced  and 
disseminated.  When  the  disease  is  localized,  surgical 
resection  still  offers  the  best  hope  for  cure.  Pneu- 
monectomy and  lobectomy  remain  the  accepted 
standard  procedures.1,2  Lesser  resection  has  been 
reserved  for  those  patients  unable  to  tolerate  loss  of 
lung  tissue.3,4  Recently,  segmentectomy  has  been 


Dr.  Rose:  The  preparations  for  cannulation  are 
made  while  the  baseline  ACT  determination  is  made, 
and  the  cannulas  are  not  placed  until  the  first  hepa- 
rin dose  has  been  administered.  In  our  group,  as 
soon  as  an  ACT  greater  than  360  seconds  has  been 
confirmed,  the  bypass  is  begun.  The  total  time  re- 
quired is  usually  ten  minutes. 

Dr.  Bowman:  The  whole  protocol  takes  less  than 
12  minutes.  It  doesn’t  really  hold  up  the  proceed- 
ings. We  feel  that  it  has  been  a major  contribution 
to  our  problems.  It  rules  out  the  problem  of  heparin 
protamine  reversal  and  adequate  heparinization  so 
that  now  we  immediately  turn  to  looking  at  other 
aspects  if  we  are  in  trouble  and  don’t  consider  any 
more  whether  we’ve  adequately  reversed  the  hep- 
arin. 

Roy  H.  Clauss,  M.D.,  New  York  City.  I would 
like  to  ask  Dr.  Bowman  about  his  last  comment.  He 
says  that  he  turns  to  other  aspects.  What  other  as- 
pects do  you  look  for? 

Dr.  Bowman:  I guess  what  I mean  by  that  is  that 
when  you  have  a three-and-one-half  or  four-hour 
bypass  we  might  add  some  fresh  frozen  plasma  if  the 
patient  has  been  oozing,  if  it  has  been  a reoperation. 
Fortunately,  that  is  very  seldom  now  in  our  hands. 

The  following  report  will  be  given  in  its  en- 
tirety. 

advocated  as  a curative  procedure  for  selective  pri- 
mary lung  tumors.5-7 

From  1949  to  1978,  over  1,500  primary  lung  car- 
cinomas were  treated  by  resection  at  Memorial 
Hospital;  61  of  these  had  wedge  resection  or  seg- 
mentectomy done  as  a definitive  procedure.  The 
results  achieved  with  such  conservative  resection 
were  analyzed  and  are  the  subject  of  this  review. 

Material  and  methods 

The  charts  of  all  patients  on  the  Thoracic  Service 
at  Memorial  Hospital  who  underwent  wedge  resec- 
tion or  segmentectomy  for  primary  bronchogenic 
carcinoma  from  1949  through  1978  were  reviewed. 
Those  patients  who  were  resected  for  biopsy  only  or 
for  palliation  because  of  unresectable  disease  were 
excluded.  They  constituted  the  majority  of  the 
minimal  resections.  Staging  of  the  tumor  followed 
the  TNM  (Tumor,  Node,  Metastasis)  classification 
of  the  AJC  (American  Joint  Committee)  for  Cancer 
Staging  and  End-Result  Reporting.8  Of  the  61  pa- 
tients, 53  were  Stage  I,  and  8 were  Stage  III,  surgical. 
Ten  of  the  Stage  I patients  had  T2N0M0  lesions,  and 
43  had  TiNoM()  tumors.  In  the  8 Stage  III  patients, 
3 had  T3  tumors  because  of  chest  wall  involvement. 
All  3 had  chest  wall  resection  in  continuity  with  the 
pulmonary  surgery.  The  remaining  5 Stage  III  pa- 
tients were  the  only  patients  in  these  61  with  medi- 
astinal node  involvement.  Separate  analysis  of  the 
Stage  I patients  was  done  to  better  compare  with 
other  published  results.  Follow-up  was  available  for 
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TABLE  I.  Age  and  sex  incidence,  limited  resection  (or 
primary  lung  carcinoma,  1949  to  1978 


TABLE  III.  Resected  specimens,  limited  resection  for 
primary  lung  carcinoma,  1949  to  1978 


Stage  , 

and  Sex  40  to  49 

- A 

50  to  59 

Lgc  Range 
B0  to  69 

70  to  79 

80  to  89 

Stage  I (53 
patients) 
Male  4 

10 

23 

8 

1 

Female  1 

3 

2 

1 

0 

Stage  111  (8 
patients) 
Male  2 

2 

1 

3 

0 

Female  0 

0 

0 

0 

0 

TABLE  II.  Indications  for  limited  resection  for  primary 
lung  carcinoma,  1949  to  1978,  Stage  1 

Indication 

Number  of  Patients 

Prior  pneumonectomy 

2 

Decreased  pulmonary  reserve 

42 

Medical  reason 

4 

Inaccurate  initial  diagnosis 

5 

Total 

53 

all  patients.  Survival  rates  were  determined  by  the 
actuarial  method.  Histologic  diagnosis  was  con- 
firmed by  two  pathologists. 

Results 

Seven  of  the  61  patients  were  women,  for  a male- 
to-female  ratio  of  7:1.  The  youngest  patient  was  43 
and  the  oldest  81  years  of  age.  Most  were  between 
50  and  70  years  of  age,  but  13  were  over  70  (Table  I). 
The  53  Stage  I patients  include  24  who  were  reported 
by  Ramsey  et  al.9  from  Memorial  Hospital  in  1969, 
with  a 25  percent  overall  survival  rate. 

In  these  Stage  I patients  the  major  reason  for  lesser 
resection  was  a decreased  pulmonary  reserve  (Table 
II).  Medical  reasons  and  inaccurate  diagnosis  on 
frozen  section  were  important  factors  in  9 patients. 
Three  of  the  Stage  I patients  had  simultaneous 
double  primary  lung  tumors  resected.  Eight  seg- 
mentectomies  and  48  wedge  resections  were  per- 
formed in  these  53  patients.  Histologic  cell  types  of 
the  resected  specimens  are  shown  in  Table  III. 

Eighty-two  percent  of  all  the  patients,  that  is,  50 
of  61,  had  an  uneventful  postoperative  course. 
Persistent  air  leak,  infection,  and  pulmonary  insuf- 
ficiency accounted  for  most  of  the  complications 
(Table  IV).  Bleeding  diathesis  led  to  a reoperation 
in  one  and  was  a minor  problem  in  the  other.  Two 
patients  underwent  two  thoracotomies  each  for  two 
separate  primary  tumors. 

There  were  3 postoperative  deaths,  an  incidence 
of  4.9  percent.  One  resulted  from  pulmonary  in- 
sufficiency and  bleeding  following  chest  wall  resec- 
tion in  a patient  with  Stage  III  disease.  Two  deaths 
occurred  in  patients  with  Stage  I disease  who  had  had 
prior  pneumonectomies  two  and  one-half  and  four 
years  earlier  (Table  IV). 


Pathologic  Condition 

Number 

Percent 

Epidermoid 

24 

43 

Bronchoalveolar 

14 

25 

Adenocarcinoma 

12 

21 

Pleomorphic 

3 

5 

Mixed 

2 

4 

Large  cell 

1 

2 

Totals 

56 

100 

TABLE  IV.  Mortality  rate  in  61  patients,  limited 
resection  for  primary  lung  carcinoma,  1949  to  1978 

Overall 

Number  Post-  Mortality 

of  opera-  Rate 

Stage  Patients  Complication(s)  tive  Day  (Percent) 


I 

53  Pulmonary  embolism; 

19;21  2 of  53 

bronchopleural 

(3.8) 

fistula 

III 

8 Pulmonary  insufficiency 

2 1 of  8 

(12.5) 

TABLE  V.  Postoperative  complications,  limited 
resection  for  primary  lung  carcinoma,  1949  to  1978 


Complications 

Number 

Percent 

None 

50 

82 

Air  leak 

2 

3 

Infection/bronchopleural  fistula 

3 

5 

Pulmonary  insufficiency 

3 

5 

Pulmonary  embolus 

1 

2 

Bleeding  diathesis 

2 

3 

Totals 

61 

100 

Recurrence  in  the  same  lobe  was  seen  in  10  pa- 
tients and  hilar  nodal  recurrence  invading  a main 
stem  bronchus  in  1 patient,  a recurrence  rate  of  19.3 
percent. 

The  free  interval  from  resection  to  recurrence 
varied  from  1 month  to  9 years,  with  a mean  of  32 
months  and  a median  of  24  months. 

Because  of  the  peripheral  location  of  the  tumor  in 
all  patients  reviewed,  more  glandular  carcinomas 
were  observed  then  are  ordinarily  seen  in  the  general 
lung  tumor  population.  Multiple  primary  cancers 
in  this  small  group  of  patients  under  study  was  ex- 
traordinarily high  (Table  V). 

Comment 

Historically,  pneumonectomy  was  thought  nec- 
essary for  cure  regardless  of  tumor  size.  However, 
beginning  in  1950,  it  was  shown  by  Beattie,10  Chur- 
chill et  al.,11  Overholt12  and  Paulson,13  among  others, 
that  equally  good  survival  statistics  were  achieved  by 
lobectomy,  provided  all  disease  could  be  encom- 
passed. Lesser  morbidity  and  improved  respiratory 
function  with  lesser  resections  were  additional  rea- 
sons for  performing  a lobectomy  when  feasible.  The 
importance  of  mediastinal  lymph  node  dissection  was 
first  reported  by  Cahan,  Watson,  and  Pool  in 
1951 14,15  and  later  stressed  by  Ramsey  et  al.  in  1969.9 
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FIGURE  1.  Survival  rate,  Stage  I,  limited  resection  for  pri- 
mary lung  carcinoma,  1949  to  1978. 


All  reported  from  Memorial  Hospital.  Staging  of  all 
lung  tumors  according  to  the  AJC  staging  system  has 
clarified  interpretation  of  results  reported  from  dif- 
ferent centers.  Based  on  this  classification,  recently 
several  centers  have  advocated  resection  of  less  than 
a lobe  as  adequate  for  primary  bronchogenic  carci- 
noma. 

We  have  not  offered  resections  of  less  than  a lobe 
except  in  select  instances  and  have  reviewed  our  cases 
to  clarify  this  point.  Since  lesser  resection  can  be 
considered  potentially  curative  only  in  Stage  I cases, 
discussion  will  be  limited  to  this  group  of  patients. 

Wedge  resection  or  segmentectomy  was  not  per- 
formed in  good  surgical  risk  patients  with  adequate 
pulmonary  reserve. 

Restricted  pulmonary  reserve  was  the  predomi- 
nant reason  for  limited  surgery  in  44  of  our  53  cases. 
Prior  pneumonectomy  presented  a significant  risk 
since  the  two  operative  deaths  were  in  this  group. 
Frozen  section  diagnosis  of  benign  or  metastatic 
disease  led  to  minimal  resection  in  five  patients. 

Local  recurrence  in  10  patients  and  a hilar  recur- 
rence invading  the  main  stem  bronchus  22  months 
after  resection  in  1 case  gave  a 19.3  percent  recur- 
rence rate.  Five  patients  with  bronchoalveolar  car- 
cinoma had  recurrences  from  19  months  to  9 years 
after  initial  resection.  Multifocal  disease  versus 
recurrence  of  the  initial  tumor  is  very  difficult  to 
establish  in  this  tumor  classification,  and  we  have 
called  them  recurrences. 

This  local  recurrence  rate  of  19  percent  is  much 
higher  than  the  0 percent  recurrence  rate  of  115  Stage 
I patients  reported  by  Martini  and  Beattie  in  1977. 16 
It  is  comparable,  however,  with  the  recurrence  rates 
reported  by  other  centers  advocating  segmentec- 
tomy. 

Major  complications  were  fewer  than  expected 
given  the  severity  of  respiratory  insufficiency  in  these 
patients.  The  emerging  pattern  seems  to  be  that 
when  no  complication  ensues,  restricted  lung  func- 
tion presents  no  problem.  However,  any  complica- 
tion that  might  be  minor  with  normal  lung  function 
overwhelms  a patient  with  insufficient  pulmonary 
reserve. 

The  survival  rate  in  this  group  of  patients  is  shown 
in  Figure  1;  33  percent,  as  reported  here,  is  far  less 


TABLE  VI.  Multiple  primary  cancers,  site  of  other 
primary,  limited  resection  for  primary  lung  carcinoma, 
1949  to  1978 


Site 

Number  of  Times 

Lung 

15 

Bladder 

1 

Prostate 

1 

Larynx 

3 

Stomach 

1 

Melanoma 

1 

Cervix 

1 

Colon 

1 

Bone 

1 

Total 

25 

than  the  anticipated  50  to  60  percent  five-year  sur- 
vival rate  by  lobectomy  or  pneumonectomy  in  Stage 
I carcinomas. 

Of  significance  is  the  fact  that  23  of  these  61  pa- 
tients, or  38  percent,  had  one  other  primary  tumor 
site,  and  1 patient  had  two  other  sites  of  origin  of 
primary  tumors  (Table  VI).  Six  of  these  died  of  their 
other  tumors. 

Conclusion 

Resection  yields  the  longest  survival  rates  in  the 
treatment  of  Stage  I nonoat-cell  carcinoma  of  the 
lung. 

Lobectomy  remains  the  procedure  of  choice  re- 
gardless of  tumor  size  if  the  patient  can  tolerate  it. 
Mediastinal  lymph-node  dissection  should  be  carried 
out  in  every  surgical  case  to  accurately  stage  each 
tumor. 

When  lobectomy  is  not  feasible,  a lesser  resection, 
segmentectomy,  wedge,  or  implantation  with  radio- 
active material,  is  justified  but  results  in  a shorter 
survival  time  for  otherwise  curable  lesions. 

With  the  increased  longevity  of  our  patients,  the 
incidence  of  a second  primary  tumor  makes  conser- 
vation of  lung  tissue  of  even  more  importance. 
However,  we  do  not  think  that  present  evidence 
justifies  resecting  less  than  a lobe  when  lobectomy 
is  physiologically  and  technically  possible. 

Memorial-Sloan  Kettering  Cancer  Center 
1275  York  Avenue 
New  York,  N.Y.  10021 
(DR.  McCORMACK) 
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Discussion 

Dr.  Frater:  Thank  you,  Dr.  McCormack,  for  an 
interesting  presentation.  Did  you  treat  these  pa- 
tients with  radio-  or  chemotherapy  in  the  early 
postoperative  period? 

Dr.  McCormack:  Not  until  they  showed  up  with 
a recurrence.  Initially,  no. 

Michael  Rohman,  M.D.,  Valhalla,  New  York. 
Even  those  with  lymph  nodes  at  the  time  of  the 
original  resection? 

Alfred  Jaretzki,  III,  M.D.,  New  York  City.  I 
have  been  concerned  about  the  possibility  of  local 
recurrence  and  have  seen  it  when  the  line  of  resection 
is  close  to  the  tumor.  This  is  especially  true  for 
wedges  of  large  lesions.  I wondered  whether  you  can 
retrospectively  predict  which  patients  are  more  apt 
to  have  local  recurrence  when  a wedge  or  segmen- 
tectomy  is  done.  Thus,  can  you  give  us  some  advice 
as  to  how  to  avoid  a local  recurrence,  when  one  feels 
obligated  to  do  a resection  more  limited  than  a lo- 
bectomy. 

Dr.  McCormack:  I did  not  analyze  the  data  with 
that  specifically  in  mind.  Jensik  et  al.6  from  Pres- 
byterian Hospital  in  Chicago  have  the  largest  series 
of  segmentectomies  presented  in  this  way.  They 
reported  that  recurrence  also  varied  from  20  to  23 
percent  and  was  higher  when  hilar  nodes  were  in- 
volved. I don’t  think  I have  anything  to  offer  with 
respect  to  your  second  question  as  to  anticipating  or 
augmenting  the  survival  if  we  suspect  recurrence  at 
the  time  of  the  surgery. 

Paul  Kirschner,  M.D.,  New  York  City.  Just  a 
brief  remark.  I’ve  had  the  same  experience  with 
limited  resection,  that  is,  wedge  or  segmental.  Un- 
fortunately, despite  “negative  resection  margins”  as 
reported  by  the  pathologist,  there  has  been  a dis- 
turbingly high  incidence  of  local  recurrence.  This 
is  undoubtedly  due  to  transecting,  clamping,  or 


stapling  presumably  normal  lung  tissue  in  which 
lymphatics  and/or  blood  vessels  contain  cancer  cells 
in  transit,  which  literally  are  squeezed  or  ground  into 
the  resection  margin  and  there  implant  and  grow. 
We  all  know  that  such  limited  resections  break  the 
rules  of  good  cancer  surgery,  and  so  I believe  that 
such  local  resect  ions  should  be  avoided  if  at  all  pos- 
sible. 

In  addition,  we  have  noted  a similar  situation  in 
lymph  nodes.  We  have  had  a number  of  patients 
with  Stage  I tumors,  with  mediastinal  nodes  showing 
negative  findings  both  by  mediastinoscopy  and 
thoracotomy,  who  have  recurred  postresection  in  the 
mediastinal  and  even  the  cervical  nodes.  Again,  this 
must  be  due  to  tumor  cells  in  transit. 

I enjoyed  the  report  and  compliment  the  au- 
thors. 

William  G.  Cahan,  M.I).,  New  York  City.  It  may 
seem  startling  to  hear  a report  from  Memorial  Cancer 
Center  using  the  words  “local  excision”  of  a primary 
lung  cancer,  since  more  extensive  surgical  procedures 
including  mediastinal  lymph  node  dissection  have 
long  been  advocated  here.  However,  Dr.  McCor- 
mack has  quite  properly  emphasized  that  limited 
excisions  should  be  reserved  for  special  high-risk 
situations,  or  for  certain  multiple  metastases.  This 
should  be  stressed,  for  at  present,  even  in  low-risk 
patients,  there  has  been  a tendency  to  make  do  with 
lesser  surgical  procedures  such  as  a wedge  or  seg- 
mental resection  for  these  relatively  small  accessible 
lesions;  in  other  words,  do  a small  operation  for  a 
small  cancer. 

The  motives  for  so  doing  are  noble,  for  besides  the 
lower  morbidity  and  mortality  rates,  lung  paren- 
chyma is  spared  both  for  better  immediate  undis- 
turbed function  or  for  future  needs,  for  example, 
should  a second  primary  cancer  or  a pulmonary  me- 
tastasis occur. 

During  thoracotomy,  surgeons  rationalize  their  use 
of  this  lesser  procedure  if  a so-called  “representative” 
hilar  lymph  node,  excised  for  frozen  section,  is  re- 
ported as  benign,  a finding  they  believe  indicates  that 
the  remaining  hilar  and  mediastinal  lymph  nodes 
also  show  negative  findings. 

There  are  several  flaws  in  this  reasoning.  First, 
the  size,  location,  and  histologic  type  of  a primary 
lung  cancer  do  not  serve  as  reliable  clues  to  its  po- 
tential lymphatic  spread;  small  cancers  can  and  fre- 
quently do  have  regional  lymphatic  metastases. 

Second,  the  mortality  rate  of  limited  resections, 
although  lower  than  that  of  a lobectomy,  is  not 
strikingly  better,  2 percent  versus  6 percent. 

Third,  although  sparing  functional  epithelium  is 
desirable,  it  also  may  permit  local  or  lymphatic  re- 
currence. In  Dr.  McCormack’s  series,  this  rate  was 
18  percent,  and  in  a report  at  a recent  national 
meeting  in  Phoenix,  it  was  19  percent.  Incidentally, 
there  is  an  added  virtue  in  a lobectomy  since  unsus- 
pected new  primary  cancers  are  occasionally  found 
in  the  specimen. 

The  concern  about  future  pulmonary  function 
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after  excision  may  have  some  validity  in  borderline 
cases  when  a pneumonectomy  has  to  be  performed. 
However,  when  I canvassed  my  colleagues  about 
pulmonary  capability  following  a lobectomy,  they 
and  I could  not  recall  any  instances  that  resulted  in 
marked  respiratory  difficulties. 

Fourth,  reliance  on  a “representative”  hilar  lymph 
node  as  an  indication  of  spread  has  several  inherent 
weaknesses.  To  begin  with,  it  is  difficult  to  pick 
THE  one  significant  hilar  node  out  of  the  many 
possibilities  that  exist,  no  matter  how  suggestive  their 
appearance  may  be.  But  even  more  than  that,  a re- 
cent study  at  Memorial  of  radical  lobectomies  and 
pneumonectomies  showed  that  14  radical  lobectomy 
specimens  yielded  negative  hilar  but  positive  medi- 
astinal lymph-node  findings.  In  these  patients, 
therefore,  a limited  resection  based  on  a hilar 
lymph-node  biopsy  would  have  left  metastases  be- 
hind. 

Consider  what  this  means;  it  has  long  been  as- 
sumed that  lymphatic  metastases  of  lung  cancer 
proceed,  in  stepping-stone  fashion,  to  hilar  and  then 
to  mediastinal  lymph  nodes.  Although  this  is 
probably  the  usual  route  taken,  it  is  clearly  not  al- 
ways so  and  cannot  be  relied  on  for  making  critical 
decisions. 

An  additional  drawback  to  this  method  of  judging 
lymph-node  pathologic  condition  at  thoracotomy  was 
found  when  11  frozen  sections  of  lymph-node 
biopsies,  initially  reported  as  benign,  subsequently 
showed  micrometastases  on  paraffin  section. 

Right  Suprahepatic 
and  Left  Anterior 
Subphrenic  Abscess 

Direct  transpleural  drainage 


GEORGE  N.  J.  SOMMER,  Jr.,  M.D. 

Trenton,  New  Jersey 

Emeritus  Thoracic  Surgeon,  St.  Francis  and  Deborah  Medical 
Centers 


Transpleural  drainage  of  subphrenic  abscesses 
immediately  beneath  the  diaphragm  has  been  em- 
ployed by  surgeons  since  the  first  such  operation  by 
Bernhard  von  Langenbeck,  M.D.,  during  1878. 1>2 
Although  the  first  drainage  through  the  free  pleural 
space  by  Richard  von  Volkmann,  M.D.,  during  1 879 
was  followed  by  cure,3  surgeons  using  the  trans- 
pleural operation  and  others  have  been  concerned 
with  the  danger  of  thoracic  empyema  occurring 


In  summary,  local  excision  has  value  in  selected 
cases  only;  to  use  it  as  the  treatment  of  choice  for  lung 
cancer  can  be  a dangerous  gamble. 

George  N.  J.  Sommer,  Jr.,  M.D.,  Trenton,  New 
Jersey.  I was  introduced  to  the  use  of  lobectomy  for 
small  peripheral  bronchial  carcinoma  during  1939 
just  before  the  onset  of  World  War  II.  My  father  and 
I were  visiting  Clarence  Crafoord,  M.D.  In  those 
days  pneumonectomy  was  the  standard  operation  for 
all  carcinomas  of  the  bronchus.  I do  not  recall  any 
other  operation  being  carried  out  for  this  disease 
during  the  prior  two  years  at  the  University  of 
Michigan  thoracic  service.  Dr,  Crafoord  performed 
a bilobectomy  for  a small  peripheral  carcinoma  of  the 
“coin”  configuration.  Microscopic  sections  showed 
the  tumor  growing  in  the  peribronchial  lymphatic 
channels  at  the  line  of  resection.  As  he  studied  the 
sections,  Dr.  Crafoord  said,  “If  I thought  the  tumor 
would  be  at  this  level,  then  I would  have  done  a 
pneumonectomy.” 

I think  we  all  know  that  a tumor  growing  in  the 
manner  described  is  incurable  by  any  surgical 
method  at  our  disposal.  The  spread  of  tumors  in  the 
lymphatic  channels  has  been  well  presented  by  R.  A. 
Willis,  M.D.  Given  reasonable  skill  and  experience 
on  the  part  of  the  surgeons,  the  results  of  operation 
are  determined  by  the  growth  pattern  of  the 
cancer. 

The  following  report  will  be  given  in  its  en- 
tirety. 

postoperatively.  Multiple  staged  operations  with 
packing  of  the  pleura,  suture  of  the  diaphragm  to  the 
parietal  pleura  and  the  thoracic  wall  wound  edges, 
and  mobilization  of  the  parietal  and  diaphragmatic 
pleura,  have  been  employed  in  efforts  to  prevent 
contamination  of  the  pleural  space  and  empyema. 
Extraserous  operations  have  been  developed  to  avoid 
entering  the  pleural  space  at  the  time  of  drainage. 
Since  the  first  operation  of  von  Langenbeck,1-2 
drainage  through  the  adherent  parietal  and  dia- 
phragmatic pleurae  has  been  carried  out  probably 
fortuitously.  The  feasibility  of  this  method  as  a 
standard  procedure  has,  however,  not  been  recog- 
nized. The  writer  is  presenting  a method  of  DTPD 
(direct  transpleural  drainage)  to  avoid  contamination 
of  the  free  and  uninfected  pleural  space  by  incisions 
properly  placed  to  permit  drainage  through  adherent 
parietal  and  diaphragmatic  pleurae  and  the  dia- 
phragm. 

Anatomy 

Pertinent  to  the  treatment  of  subphrenic  abscess 
are  the  anatomic  relations  of  the  subphrenic  region, 
which  is  that  portion  of  the  peritoneal  cavity  lying 
below  the  diaphgram  and  above  the  transverse  colon. 
The  early  descriptions  by  Maydl,4  Martinet,5  Lejars,6 
Barnard,7  and  Ochsner  and  Graves,8  have  been 
clarified  by  Mitchell,9  whose  views  have  been  ac- 
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TABLE  I.  Subphrenic  abscess:  early  development  of  clinical  diagnosis,  1845  to  1879 


Author 

City 

Date 

Remarks 

Barlow21 

London 

1845 

First  clinical  diagnosis  w.ith  differentiation  from  pyopneumothorax;  autopsy  showed  huge 
abscess  on  left  side  due  to  gastric  perforations 

Pfuhl22 

Berlin 

1876 

Aspiration  of  gas  from  subphrenic  abscess  with  manometric  studies  followed  by  sudden 
death;  autopsy  showed  abscess  with  bronchial  fistula  due  to  perforation  of  duodenal  ulcer 

Eisenlohr23 

Hamburg 

1877 

Case  1 diagnosed  by  autopsy;  Case  2 with  clinical  diagnosis  proved  by  autopsy  with  cause 
appendicitis. 

Leyden1,2 

Berlin 

1878  to 

1879 

Clarification  of  clinical  picture  with  three  cases  diagnosed  in  life,  one  with  empyema  and  one 
with  bronchial  fistula;  autopsies  showed  causes  as  perforations  of  duodenum,  gallbladder, 
and  colon;  first  case  with  planned  operative  drainage 

cepted  by  Harley, 10,11  Windsor,12  Wooler,13 
Boyd,14'16  Sherman,  Davis,  and  -Jesseph,17  Ariel  and 
Kazarian,18,19  and  Halliday.20  Currently  accepted 
anatomic  description  defines  four  spaces:  the  right 
suprahepatic  space;  the  left  anterior  subphrenic 
space;  the  right  subhepatic  space;  and  the  left  pos- 
terior subphrenic  space,  that  is,  the  lesser  peritoneal 
sac.  The  left  anterior  subphrenic  space  is  referred 
to  by  some  as  the  left  perihepatic  space  since  it  ex- 
tends under  the  small  left  lobe  of  the  liver.  All  these 
spaces  intercommunicate  and  permit  infectious 
processes  to  pass  from  one  to  another. 

Clinical  diagnosis; 
early  development 

The  initial  steps  in  the  clinical  diagnosis  of  sub- 
phrenic abscess  are  listed  in  Table  I.  Barlow21  made 
the  first  correct  diagnosis  differentiating  a large  ab- 
scess containing  air  from  pneumothorax.  After  31 
years,  three  rapid  steps  placed  the  diagnosis  of  sub- 
phrenic abscess  on  a firm  clinical  basis.  Pfuhl22  as- 
pirated gas  and  fluid  from  an  abscess  while  making 
manometric  studies  of  the  air  pressures;  autopsy 
showed  the  abscess  to  lie  below  the  diaphragm  and 
to  have  a bronchial  fistula.  Eisenlohr23  the  following 
year  reported  one  case  diagnosed  by  autopsy  and  a 
second  with  a correct  clinical  diagnosis;  autopsy 
showed  the  second  abscess  with  associated  empyema 
and  pericarditis.  Leyden1,2  correctly  diagnosed 
three  cases  of  subphrenic  pyopneumothorax  and 
introduced  the  term  subphrenic  abscess.  It  would 
seem  that  pyopneumothorax  was  a well-recognized 
condition  at  the  time.  The  first  case  of  Leyden1,2  was 
that  operated  on  by  von  Langenbeck  and  permitted 
Leyden  to  point  out  the  value  of  operation  for  sub- 
phrenic abscess.  The  first  patient  died  owing  to 
multiple  intraperitoneal  abscesses,  illustrating  a 
persisting  problem  in  the  treatment  of  subphrenic 
abscess.  One  of  Leyden’s  patients  had  a subphrenic 
bronchial  fistula  and  one  an  empyema.  A pleural 
effusion  was  present  in  the  third  patient.  These  last 
six  cases  were  reported  in  a period  of  three  years, 
from  1876  to  1879.  It  is  furthermore  of  interest  that 
serious  thoracic  complications  were  present  in  four 
cases  and  pleural  effusion  in  a fifth. 

Development  of 
transpleural  drainage 

The  early  steps  in  the  development  of  transpleural 


drainage  of  subphrenic  abscess  were  closely  related 
to  the  treatment  of  echinococcus  cysts  of  the  liver. 
Roser  in  186424  suggested  a staged  procedure  for  the 
transpleural  drainage  of  such  cysts.  Israel25  per- 
formed a three-staged  operation  with  cure  of  the  cyst 
and  avoided  an  empyema.  Giiterbock,26  Made- 
lung,27  and  Schede,28  operating  through  the  chest, 
found  the  visceral  and  parietal  pleurae  adherent  and 
performed  DTPD  of  echinococcus  cysts  of  the  liver. 
The  patient  of  Madelung27  died  of  hemorrhage  from 
a duodenal  ulcer,  while  the  patients  of  the  other  two 
authors  were  cured. 

During  1882  Trendelenburg,29,30  in  operating  with 
a diagnosis  of  echinococcus  cyst  of  the  liver,  sutured 
the  diaphragm  to  the  parietal  pleura  and  the  edges 
of  the  thoracic  wound  to  avoid  contamination  of  the 
pleura.  He  found  after  opening  the  diaphragm, 
however,  that  the  cyst  lay  intrapleurally.  The  cyst 
was  removed  with  success.  An  important  method  of 
transpleural  drainage  of  subphrenic  lesions  had  been 
introduced.  In  the  same  volume  Trendelenburg29,30 
gave  a clear  description  of  the  marsupialization  of 
intraperitoneal  echinococcus  cysts  by  suturing  the 
cyst  walls  to  the  sides  of  the  abdominal  incision. 
Boeckel31  employed  this  technique  for  drainage  of 
an  echinococcus  cyst  of  the  liver;  in  extending  his 
incision  forward  to  improve  drainage  he  found  the 
pleurae  adherent  anteriorly.  He  recognized  that  had 
his  primary  incision  been  made  laterally  or  antero- 
laterally,  DTPD  might  have  been  possible  and  suc- 
cessful. 

Maydl32  reported  and  collected  17  cases  of  trans- 
pleural drainage  .of  echinococcus  cysts  of  the  liver.  In 
a personal  case  he  found  the  pleurae  were  adherent 
and  drained  directly  a ruptured  infected  cyst  and  a 
subphrenic  abscess.  He  advised  the  staged  operation 
of  Roser24  and  Israel25  if  the  pleural  space  were  free. 
If  the  patient  were  critically  ill  and  the  pleura  free, 
the  diaphragm  and  the  cyst  wall  should  be  sutured 
to  the  thoracic  wall  and  skin  for  drainage  in  one  stage. 
Preferably  DTPD  should  be  carried  out  in  the  pres- 
ence of  adherent  pleurae. 

One-stage  drainage  through  the  free  pleural  space 
and  the  diaphragm  was  first  employed  by  von  Volk- 
mann,3  who  felt  that  the  critical  condition  of  his  pa- 
tient due  to  subphrenic  abscess  with  an  infected 
ruptured  echinococcus  cyst  of  the  liver  did  not  permit 
the  staged  operation  described  by  Israel25  at  the  same 
meeting.  His  patient  was  cured  after  an  18-week 
course.  Lenhartz  and  Herrlich  operated  in  one  stage; 
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the  patient  died.33  Further  such  operations  in  one 
stage  through  the  free  pleura  were  performed  by 
Foster,  Halsted,  Finney,  and  Meltzer. 34-36  The  pa- 
tients of  Foster  and  Halsted  died  because  of  severe 
infections.34’35  Those  of  Finney,  who  had  added 
packing  of  the  pleura,  and  of  Meltzer,  a 26-month-old 
child,  were  cured.35’36 

With  the  recognition  that  open  drainage  through 
the  free  pleural  space  was  associated  with  serious 
danger  of  empyema  thoracis,  the  method  of  Tren- 
delenburg29 came  into  general  use.  During  1886, 
Monastyrski37  was  the  first  to  adopt  Trendelenburg’s 
procedure  and  drained  a subphrenic  abscess,  with 
cure.  Lenhartz  and  Herrlich  on  opening  the  pleura 
found  a loculated  empyema  present;  they  sutured  the 
diaphragm'through  the  empyema  to  the  thoracic  wall 
wound  edges  and  then  incised  the  diaphragm  to  drain 
the  underlying  abscess,  with  cure.33  Other  surgeons 
adopted  the  plan  of  Trendelenburg29  including 
Maydl,4  Grasser,38  Beck,39’  Trojanow,40’41  Elsberg,42 
Korte,43  and  Barnard.7  The  latter  surgeon  felt 
strongly  regarding  the  danger  of  empyema  following 
operations  through  the  free  pleura. 

Lockwood44  described  an  improvement  in  the 
technique  of  Trendelenburg29’30  by  using  a longer 
intercostal  incision  to  more  adequately  expose  the 
diaphragm  before  suturing  it  to  the  edges  of  the 
thoracic  wall  wound  and  incising  it.  Melnikoff,45 
Sauerbruch,46  and  Lilienthal47  adopted  the  tech- 
nique of  Lockwood.44  Clute,48  Elkin,49  Lahey,50 
Adams,51-53  Wooler,13  Boyd,14-16  and  Moore54  have 
employed  suture  of  the  diaphragm  to  the  thoracic 
wall  wound  edges.  Neuhof  and  Schlossman55  ad- 
vised this  method  of  drainage  in  their  report  of  cases 
of  left  subphrenic  abscess.  In  operating  for  left  an- 
terior subphrenic  abscess  they  apparently  sutured 
the  diaphragm  to  the  wound  edges  even  though  the 
pleural  space  was  obliterated.  Kiigler  and  Eichfuss56 
have  described  a variation  of  this  technique.  They 
expose  the  diaphragm  through  an  axillary  incision 
with  rib  resection  and  mobilize  the  pleura  to  further 
expose  the  diaphragm,  which  is  then  sutured  to  the 
periosteum  of  the  resected  rib  prior  to  incision. 

Pleural  mobilization  to  avoid  pleural  contamina- 
tion during  transthoracic  operations  for  subphrenic 
abscess  drainage  was  pioneered  by  Lannelogue,  who 
operated  through  an  incision  with  rib  resection  to 
gain  access  to  the  anterior  portion  of  the  diaphragm; 
he  then  mobilized  the  diaphragmatic  periotneum  to 
reach  the  abscess.  ’7  Sirand58  adopted  the  suggestion 
of  Tartary59  based  on  the  latter’s  dissections  and 
mobilized  the  parietal  and  diaphragmatic  pleurae  to 
gain  access  to  the  diaphragm  and  drain  the  under- 
lying abscess.  Mendes60  described  essentially  the 
same  procedure.  Ot  hers  employing  pleural  mobili- 
zation are  Whipple,61  Graf,62  and  McWhorter.63 
The  combined  procedure  of  Kiigler  and  Eichfuss56 
has  been  mentioned. 

Halliday  et  al.64  have  presented  a new  approach  to 
the  treatment  of  subphrenic  abscess  especially  for 
those  difficult  to  localize.  A transpleural  exploration 


is  carried  out  with  the  abscess  usually  evacuated 
through  the  diaphragm  with  extraserous  drainage 
then  established.  Intrathoracic  complications, 
which  were  frequent  in  their  20  cases,  are  dealt  with 
at  the  time.  In  four  cases  the  diaphragm  was  not 
opened,  but  extraserous  drainage  was  established 
guided  from  within  the  thorax.  The  two  patients 
who  died  had  serious  complications. 

The  presentations  of  Maydl,4  Grasser,38  Griine- 
isen,43  and  Barnard7  have  furnished  excellent  reviews 
of  the  transpleural  and  other  operations  for  the 
drainage  of  subphrenic  abscesses.  These  writers 
have  called  attention  to  the  advantages  of  operating 
through  adherent  pleurae  in  avoiding  contamination 
and  empyema.  They  have  pointed  out  that  the 
presence  of  empyema  thoracis  has  provided  an  op- 
portunity to  drain  both  the  pleural  and  subphrenic 
infections  at  one  operation.  Should  a free  pleural 
space  be  found  at  operation,  the  suture  of  the  dia- 
phragm to  the  edges  of  the  thoracic  wall  wound  is 
advised  to  prevent  infection  of  the  pleura. 

DTPD 

The  fortunate  occurrence  of  adherent  pleurae  at 
operations  for  echinococcus  cysts  of  the  liver  has  been 
discussed.  A number  of  surgeons  beginning  with  von 
Langenbeck,  the  first  surgeon  to  perform  a planned 
operation  for  the  drainage  of  a subphrenic  abscess, 
have  been  able  to  perform  DTPD  on  finding,  prob- 
ably fortuitously,  the  pleurae  adherent.1’2  Foster 
successfully  operated  in  this  manner,34  but  the  pa- 
tient of  Mason34  died  following  bilateral  DTPD; 
postmortem  examination  showed  the  abscess  on  the 
right  side  to  be  healed  but  the  left  to  be  persistent. 
The  case  of  Maydl32  has  been  mentioned.  Korte65,66 
performed  DTPD  in  two  cases  with  cure.  In  a later 
inclusive  report  of  60  cases  of  subphrenic  abscess  of 
Korte,  14  were  found  at  operation  with  adherent 
pleurae43;  5 of  these  patients  developed  empyema 
after  drainage.  Clairmont  and  Ranzi,67  who  did  not 
believe  transpleural  operation  was  safe,  were  able  to 
perform  DTPD  in  1 of  10  cases  with  cure.  Barnard7 
reported  five  instances  in  which  the  pleural  adhesions 
separated  with  the  development  of  empyema  fol- 
lowing drainage.  Carter68  was  able  to  perform 
DTPD  in  two  of  six  cases  with  cure.  Moore54  used 
DTPD  when  possible.  It  is  interesting  that  Halsted 
performed  DTPD  using  a technique  as  described 
later  in  the  present  report35;  he  resected  a 5-cm. 
length  of  the  eighth  right  rib  from  the  axillary  to  the 
nipple  line,  and  the  fused  pleurae  permitted  drainage 
directly  through  the  diaphragm  with  cure. 

DTPD  has  been  described  as  dangerous  by  Ochs- 
ner  and  Graves,8  Ochsner  and  DeBakey69  and  Har- 
ley.10,11 This  has  not  been  the  experience  of  the 
writer,  who  believes  that  the  parietal  and  diaphrag- 
matic pleurae  are  customarily  adherent  over  the  el- 
evated hemidiaphragm.  Since  the  abscesses  in  the 
right  suprahepatic  and  the  left  anterior  subphrenic 
spaces  lie  directly  under  the  corresponding  hemidi- 
aphragms,  they  are  readily  accessible  for  DTPD. 
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FIGURE  1.  Diaphragmatic  view  of  site  of  rib  resection  to 
afford  DTPD  of  right  suprahepatic  subphrenic  abscesses; 
usual  site  of  resection  is  forward  of  position  shown. 


eration.  McWhorter6'5  and  DeCosse  et  al.71  employ 
a lateral  approach  for  their  variation  of  the  extra- 
serous  operation.  Kiigler  and  Eichfuss56  also  employ 
a lateral  incision. 

It  has  been  the  writer’s  experience  that  right  su- 
prahepatic and  left  anterior  subphrenic  abscesses 
may  be  safely  drained  by  appropriately  placed  an- 
terolateral or  lateral  incisions  with  rib  resection  to 
permit  DTPD  through  the  firmly  adherent  pleurae. 
Hv  the  time  a subphrenic  abscess  has  been  diagnosed, 
the  adherence  of  the  pleurae  has  been  firm  enough 
to  permit  drainage  by  this  method.  In  Case  17  of  this 
report,  DTPD  was  carried  out  10  days  following  ap- 
pendectomy. In  Cases  5 and  7 DTPD  was  success- 
fully carried  out  two  weeks  following  the  initial  op- 
erations. Certainly  any  abscess  which  may  be 
treated  by  the  anterior  extraserous  operation  or  the 
lateral  approach  operations  of  McWhorter,63  De- 
Cosse et  al.71  and  Kiigler  and  Eichfuss56  may  be  more 
readily  treated  by  DTPD.  It  seems  likely  that  the 


The  frequent  anterior  and  superior  locations  of 
abscesses  in  the  right  suprahepatic  and  the  left  an- 
terior subphrenic  spaces  was  first  recognized  by 
Lauenstein,70  who  clearly  and  concisely  described  the 
anterior  extraserous  drainage  operation.  Clairmont 
and  Ranzi67  drained  4 of  their  10  cases  with  this  op- 


FIGURE  2.  Case  10.  Roentgenograms.  (A)  Posteroanterior  showing  bilateral  elevation  of  hemidiaphragms  with  air  and 
fluid  level  on  right.  (B)  Right  lateral  showing  double  air  and  fluid  levels.  Fluid  level  of  right  suprahepatic  abscess  is  in  midaxillary 
region,  and  level  of  left  anterior  subphrenic  abscess  lies  anteriorly  at  lower  level. 
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A I 

FIGURE  3.  Case  11.  Roentgenograms.  (A)  Posteroan- 
terior  showing  marked  elevation  of  right  hemidiaphragm  with 
lateral  fluid  and  air  level  of  right  suprahepatic  subphrenic 
abscess  following  drainage  of  right  subhepatic  abscess.  (B) 
Right  lateral  showing  fluid  and  air  level  in  posteroaxillary 
region. 


failure  to  recognize  the  feasibility  of  this  approach 
for  drainage  has  been  due  to  the  general  employment 
of  posterior  and  posterolateral  incisions  for  posterior 
extraserous  and  transpleural  operations  and  the  use 
of  subcostal  incisions  for  the  anterior  extraserous 
operation. 

The  operation,  DTPD,  is  carried  out  with  local 
infiltration  anesthesia  and  intercostal  nerve  block. 
The  patient  is  rotated  ordinarily  with  the  anterior 
chest  to  be  incised  elevated.  The  incision  is  usually 
made  obliquely  over  the  sixth  and  seventh  rib  to 
permit  resection  of  about  7 cm.  of  the  rib  subperios- 
teally.  One-half  cm.  of  the  rib  is  left  attached  to  the 
costal  cartilage  to  avoid  chondritis.  After  the  rib  has 
been  resected,  the  indurated  diaphragmatic  wall  of 
the  abscess  is  felt  through  the  periosteum  and  pleu- 
rae. Should  a free  pleural  space  be  found  after  rib 
resection,  the  rib  just  below  is  resected,  a maneuver 
the  writer  has  found  successful  whenever  required. 
The  periosteum,  pleurae,  and  diaphragm  are  then 
incised  opening  the  abscess,  which  is  explored  with 
a finger  after  aspiration  of  its  contents.  Gauze  strips 
are  used  for  packing  since  the  writer  believes  that 
large  tubes  are  dangerous  at  this  stage.  A misplaced 
or  displaced  tube  may  cause  erosion  of  the  liver  or 
diaphragm.  As  the  cavity  becomes  smaller,  rubber 


tubes  may  be  substituted  for  the  packing  to  maintain 
the  chest  wall  drainage  track.  Should  the  abscess  lie 
laterally,  as  shown  in  Figures  1 and  2,  the  incision 
should  be  appropriately  placed.  In  one  instance, 
Case  11,  the  incision  was  made  too  far  forward  and 
had  to  be  carried  backward  to  effect  drainage  (Fig. 
3).  The  roentgenograms  of  this  last  case  illustrate 
a high  midlateral  position  of  the  abscess. 

The  postoperative  care  following  operation  is 
simple  since  a short  direct  drainage  track  is  present. 
The  first  change  of  packing  is  carried  out  with  general 
anesthesia. 

Data  regarding  the  present  series  are  presented  in 
Table  II  and  will  be  summarized  in  part.  There  were 
12  right  suprahepatic  space  abscesses,  1 with  an  ac- 
companying right  subhepatic  space  abscess.  There 
were  5 left  anterior  space  abscesses.  In  3 instances 
the  abscesses  were  bilateral,  in  1 of  which  the  abscess 
of  the  right  side  was  in  the  right  subhepatic  space. 

There  were  14  cases  with  thoracic  complications; 
10  instances  of  pleural  effusion  were  treated  with 
thoracentesis  without  further  complications.  Sub- 
phrenic  bronchial  fistulae  occurred  3 times.  In  2 
cases  the  fistulae  closed  with  DTPD  of  the  abscesses. 
In  Case  2 a long-standing  fistula  causing  a chronic 
middle-lobe!  abscess  required  middle  lobectomy  and 
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TABLE  II.  Details  of  present  series 


Case 


Num- 

ber 

Sex 

Age 

(years) 

Primary  Disease 
and  Treatment 

Dura- 

tion 

Site 

Thoracic 

Complications 

Treatment 

Result 

1 

F 

17 

Appendicitis,  rupture; 
appendectomy 

5 years 

Right 

sub- 

hepatic; 

left 

anterior 

None 

( 1 ) T ransperitoneal 
drainage, 

(2)  transperitoneal 
drainage.;  resection 
sixth  left  costal 
cartilage 

Cured 

2 

M 

28 

Unknown 

Years 

Right 

supra- 

hepatic 

Subphrenic  bron- 
chial fistula, 
right 

middle-lobe 

abscess 

(1)  Drainage  right 
middle-lobe  abscess 

(2)  right 

middle  lobectomy. 
DTPD;  redrainage 
for  loculation 

Cured 

3 

M 

14 

Appendicitis,  rupture; 
appendectomy, 
drainage 

2 weeks 

Right 

supra- 

hepatic 

Subphrenic  pleural 
fistula,  right 
empyema 
thoracis 

Closed  intercostal 
drainage;  open 
drainage,  DTPD; 
decortication  right 
lung 

Cured 

4 

M 

37 

Auto  accident,  rupture 
stomach  and 
duodenum 
(occult  prior  rupture 
peptic  ulcer?) 

1 day 

Left  anterior 
(on  ad- 
mission) 
right 
supra- 
hepatic 

Bilateral  pleural 
effusions 

(1)  Closure 
perforations, 
drainage 

(2)  DTPD 

Cured 

5 

M 

23 

Perforation  duodenal 
ulcer;  closure 
perforation; 
appendectomy 

2 weeks 

Right 

supra- 

hepatic 

Atelectasis  and 
pleural 
effusion 

DTPD 

Cured 

6 

M 

41 

Appendicitis, 

perforation. 

Appendectomy; 

drainage, 

abdominal  abscess 

6 months 

Right 

supra- 

hepatic 

Subphrenic  bron- 
chial fistula 
with  hemoptysis 

DTPD 

Cured 

7 

M 

38 

Duodenal  ulcer, 
gastrectomy 

2 weeks 

Left 

anterior 

Pleural  effusion 

DTPD 

Cured 

8 

F 

33 

Hysterectomy, 

peritonitis 

5 weeks 

Right 

supra- 

hepatic 

Subphrenic  bron- 
chial fistula 

DTPD 

Cured 

9 

M 

61 

Duodenal  ulcer  with 
hemorrhage; 
gastrectomy; 
wound  disruption 
and  closure 

5 weeks 

Right 

supra- 

hepatic 

Pleural  effusion 

DTPD; 
resection  rib 
and  cartilage 
for  chonditis 

Cured 

10 

M 

58 

Duodenal  ulcer; 
gastrectomy; 
duodenal  fistula 

5 weeks 

Right 

supra- 

hepatic; 

left 

anterior 

None 

Bilateral  DTPD 

Cured 

11 

M 

20 

Appendicitis, 

perforation; 

appendectomy, 

drainage 

5 weeks 

Right 

sub- 

hepatic; 

right 

supra- 

hepatic 

None 

(1)  Transperitoneal 
drainage; 

(2)  DTPD 

Cured 

12 

M 

36 

Wound,  gunshot, 
perforating, 
left  hemithorax 
and  abdomen; 
wounds  of  splenic 
artery  and  vein 
and  tail  of 
pancreas; 
laparotomy, 
splenectomy, 
suture  pancreas 

6 weeks 

Left 

anterior 

Pleural 

effusion 

Redrainage  abdominal 
wound; 

DTPD 

Cured 

0 continued ) 
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TABLE  II.  ( Continued ) 


Case 

Num- 

ber 

Sex 

Age 

(Years) 

Primary  Disease 
and  Treatment 

Dura- 

tion 

Site 

Thoracic 

Complications 

Treatment 

Result 

13 

M 

54 

Pancreatic  cyst, 
peritoneal 
leiomyosarcoma; 
anastomosis 
cyst  and  ileum, 
biopsy  tumor 

10  days 

Left 

anterior 

None 

DTPD 

Death; 

au- 

topsy 

14 

M 

36 

Adenocarcinoma 

stomach, 

gastrectomy 

1 week 

Left 

anterior 

Pleural  effusion 

DTPD 

Death; 

au- 

topsy 

15 

M 

59 

Choledocholithiasis, 
choledochotomy, 
removal 
calculi;  wound 
dehiscence,  closure 

1 month 

Right 

supra- 

hepatic 

Pleural  effusion 

DTPD  (pleura  opened 
and  closed) 

Cured 

16 

M 

51 

Primary  (perforation 
peptic  ulcer?) 

2 weeks 

Right 

supra- 

hepatic 

Pleural  effusion 

DTPD;  redrainage  for 
loculation;  resection 
rib  for  osteomyelitis 

Cured 

17 

M 

12 

Appendicitis, 

perforation; 

appendectomy 

10  days 

Right 

supra- 

hepatic 

None 

DTPD  (pleura  opened 
air  closed) 

Cured 

18 

F 

66 

Duodenal  ulcer, 
gastrectomy 

3 weeks 

Right 

supra- 

hepatic 

Pleural  effusion 

DTPD  (pleura  opened 
and  closed) 

Death; 

au- 

topsy 

19 

F 

53 

Cholecystitis, 

pancreatitis; 

cholecystectomy 

6 weeks 

Right 

supra- 

hepatic 

Pleural  effusion 

DTPD 

Cured 

20 

M 

38 

Duodenal  ulcer, 
hiatal  hernia; 
gastrectomy, 
repair  hiatal 
hernia 

2 years 

Left 

anterior 

(persistent 

sinus 

track) 

None 

Redrainage  sinus  track; 
transpleural 
exploration; 
resection  sixth  left 
costal;  cartilage 
and  drainage 

Cured 

DTPD  for  cure.  Cases  2 and  20  are  similar  to  those 
of  Halliday  et  al.64  in  that  transpleural  operation  was 
required  for  diagnosis  and  treatment  of  the  sub- 
phrenic  abscesses.  There  was  one  instance,  Case  3, 
of  empyema  thoracis  which  had  an  abrupt  life- 
threatening  onset  with  perforation  of  the  diaphragm 
two  weeks  following  appendectomy  for  a ruptured 
appendix.  Emergency  closed  drainage  was  followed 
by  open  drainage  of  the  empyema  and  DPTD;  a 
decortication  of  the  right  lung  was  required  later. 

In  two  instances,  Cases  1 and  20,  there  were  ex- 
tensions of  left  anterior  subphrenic  space  abscesses 
to  an  extrapleural  point  behind  the  left  sixth  costal 
cartilage.  The  abscesses,  which  were  connected  to 
the  main  abscesses  by  pencil  lead-sized  tracks,  were 
drained  by  resection  of  the  sixth  cartilages.  A similar 
case  has  been  described  by  Griineisen,43  Case  54. 
The  two  main  left  anterior  space  abscesses  had  been 
drained  transperitoneally  as  were  the  two  right 
subhepatic  space  abscesses  without  opening  the  free 
peritoneal  cavity.  Nineteen  abscesses  were  treated 
by  DTPD,  in  one  instance  bilaterally.  The  opera- 
tions themselves  were  without  incident. 

Three  patients  died  and  were  examined  post 
mortem.  One  death  was  due  to  multiple  intraperi- 
toneal  abscesses.  One  patient  died  of  other  com- 
plications of  gastrectomy  including  a colonic  cuta- 
neous fistula.  A third  patient  died  of  leiomyosar- 


coma of  the  stomach;  in  this  case  the  abscess  wall  was 
in  part  that  of  the  huge  tumor. 

While  DTPD  as  described  is  probably  suitable  for 
most  right  suprahepatic  space  and  left  anterior 
subphrenic  space  abscesses,  there  may  be  some  ab- 
scesses more  accessible  to  transpleural  drainage  or 
to  extraserous  drainage  on  the  right  (Fig.  4).  Careful 
examination  of  patients  with  suspected  subphrenic 
abscesses  must  be  made  for  proper  localization  and 
treatment.  Should  an  apparently  successful  drain- 
age operation  be  followed  by  persistent  signs  of  in- 
fection, further  foci  of  infection  must  be  sought  by 
appropriate  means  including  prompt  exploratory 
laparotomy  as  suggested  by  Halasz.72 

Summary 

Although  elevation  of  the  corresponding  hemidi- 
aphragm  has  been  recognized  asta  constant  clinical 
and  roentgenographic  sign  of  right  suprahepatic  and 
left  anterior  subphrenic  abscesses,  it  has  not  been 
appreciated  generally  that  the  corresponding  parietal 
and  diaphragmatic  pleurae  are  firmly  adherent  an- 
teriorly and  laterally.  The  adherent  pleurae  permit 
direct  drainage  through  the  diaphragm  of  the 
underlying  abscesses  without  contamination  of  a free 
pleural  space  above  the  line  of  incision.  The  oper- 
ation, DTPD,  may  be  carried  out  with  local  anes- 
thesia and  rib  resection.  The  postoperative  care  is 


622  New  York  State  Journal  of  Medicine/March,  1980 


simple  since  direct  visualization  of  the  short  drainage 
track  is  afforded.  The  writer  is  presenting  his  ex- 


FIGURE  4.  Case  12.  Roentgenograms.  (A)  Posteroan- 
terior  showing  marked  elevation  of  hemidiaphragm  due  to 
left  anterior  subphrenic  abscess.  (B)  Lateral  showing  ele- 
vation of  left  hemidiaphragm.  (C)  Anteroposterior  supine 
following  injection  of  barium;  stomach  shown  displaced 
medially  by  left  anterior  subphrenic  abscess;  drainage  tube 
introduced  through  primary  abdominal  incision  shown  well 
below  abscess. 

perience  with  20  cases.  There  are  included  2 cases 
with  an  apparently  unrecognized  extension  of  left 
anterior  subphrenic  abscesses  to  a point  behind  the 
left  sixth  costal  cartilage,  which  must  be  resected  for 
adequate  drainage. 

P.O.  Box  7307 
Trenton,  New  Jersey  08628 
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Discussion 

Dr.  Frater:  It  is  interesting  how  such  an  old 

problem  remains  with  us.  I don’t  think  there  is 
anyone  who  doesn’t  continue  to  see  subphrenic  ab- 
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scesses  in  spite  of  antibiotics  and  despite  corre- 
sponding advances  in  surgery. 

Emil  Naclerio,  M.D.,  New  York  City.  Dr. 
Sommer  is  to  be  congratulated  for  an  excellent  pre- 
sentation on  subphrenic  abscess,  a surgical  entity 
which  if  improperly  diagnosed  and  inadequately 
treated  will  often  lead  to  serious  morbidity  and  fa- 
tality. Mv  experience  with  this  condition  has  been 
extensive.  When  I completed  my  training  in  chest 
surgery  at  the  Overholt  Thoracic  Clinic  in  Boston  and 
returned  to  New  York,  1 learned  that  general  sur- 
geons at  that  time  were  essentially  afraid  to  treat 
these  afflictions  because  of  the  fear  of  pleural  entry 
and  its  consequent  potentially  serious  complica- 
tions. 

Surgical  drainage  of  a subphrenic  abscess  is  rela- 
tively simple  and  usually  successful  if  the  surgeon 
adheres  to  certain  principles:  (1)  makes  every  at- 
tempt to  determine  the  true  location  of  the  abscess; 
(2)  effects  adequate  liberal  drainage;  and  (3)  avoids 
contamination  of  the  free  pleural  and/or  peritoneal 
cavities.  The  once  popular  transpleural  approach 
is  no  longer  utilized  because  it  results  in  a high  inci- 
dence of  pleural  contamination.  This  is  in  variance 
with  the  opinion  of  Dr.  Sommer. 

In  most  patients  the  abscess  is  located  in  the  pos- 
terior suprahepatic  space.  In  this  situation,  I use  a 
retroperitoneal  twelfth  rib  resection  Ochsner  ap- 
proach. An  incision  is  made  over  the  rib  which  is 
resected  subperiosteally.  The  posterior  periosteum 
is  incised,  the  diaphragmatic  fibers  are  exposed  and 
divided,  and  the  renal  fascia  and  kidney  are  identi- 
fied and  depressed.  The  peritoneal  reflection  is  then 
stripped  from  the  undersurface  of  the  diaphragm  by 
finger  dissection  until  the  abscess  cavity  is  entered 
and  the  pus  is  evacuated  by  suction,  and  sump  drains 
are  inserted  into  the  cavity;  these  are  preferable  to 
Penrose  drains. 

Abscesses  which  involve  the  right  and  left  anterior 
suprahepatic  and  subhepatic  spaces  or  the  lesser 
omental  sac  are  best  approached  by  an  anterior 
transperitoneal  route.  With  this  approach,  explo- 
ration and  diagnosis  can  be  accomplished  speedily, 
safely,  and  efficiently. 

A modicum  of  surgical  expertise  will  prevent  major 
spillage  of  pus  into  the  peritoneal  cavity.  Dependent 
drainage  is  accomplished  using  large-bore  sump 
drains  brought  out  via  an  extra  peritoneal  path.  The 
transperitoneal  approach  prevents  the  serious  risk 
of  missing  subphrenic  or  other  intraperitoneal  ab- 
scesses, thereby  eliminating  the  need  for  further 
explorations  and  their  attendant  morbidities. 

Dr.  Fra  ter:  If  I may  summarize  what  you  two 
have  said:  What  Dr.  Sommer  has  said  is  that  all  the 
approaches  to  subphrenics  are  totally  out  of  date. 
The  fact  is,  if  you  go  directly  through  the  pleura 


through  to  the  subdiaphragmatic  area  and  drain  it, 
whether  you  enter  the  pleura  or  not  has  no  relevance 
at  all  provided  you  have  a lung  that  expands  and  fills 
the  space.  Dr.  Sommer,  is  that  correct? 

Dr.  Sommer:  No.  If  the  incision  has  been 

properly  located  and  carried  out,  one  does  not  enter 
the  free  pleural  space.  The  parietal  and  diaphrag- 
matic pleurae  are  adherent  over  the  abscess  per- 
mitting direct  drainage  through  the  fused  pleurae 
and  the  diaphragm  into  the  abscess.  In  several  of  the 
cases  reported  here  this  evening,  the  pleura  was  in- 
advertently opened  and  closed;  empyema  did  not 
follow  any  of  the  operations,  even  those  with  the  in- 
advertent opening  of  the  pleura  prior  to  the  correct 
incision. 

Dr.  Bloomberg:  I can  only  tell  you  that  I am  of 
the  same  age  as  these  gentlemen,  and  therefore  I am 
entitled  to  speak  from  the  same  kind  of  experience; 
and  I have  been  very  chagrined  when  I have  found 
myself  in  the  pleura  because  there  is  no  way  of  getting 
to  a subdiaphragmatic  abscess  except  by  going  un- 
derneath the  diaphragm.  In  the  20  cases  that  you 
had,  Dr.  Sommer,  you’ve  had  5 difficult  problems. 
Of  3 problems,  you  had  1 bronchopleural  fistula  and 
2 deaths.  That’s  a 25  percent  morbidity  and  mor- 
tality rate. 

Dr.  Sommer:  No.  There  were  three  deaths. 

Dr.  Bloomberg:  Three  deaths  make  it  worse. 
You  know,  it  is  so  easy  these  days  to  localize  where 
things  are  that  it’s  just  absolute  nonsense  to  go 
through  another  serous  cavity  to  get  to  a pus  pocket. 
Everybody  knows  that  if  you  hit  it  and  you  drain  it 
properly  you  get  a good  result.  It  is  not  reasonable 
to  go  through  a free  pleural  cavity  or  take  a chance 
of  going  through  the  pleural  cavity  when  you  can  go 
underneath  the  diaphragm  and  not  invade  the  pleura 
at  all. 

Dr.  Sommer:  I am  sorry,  gentlemen,  that  I have 
not  made  the  pathologic  basis  of  the  direct  operation 
clear  to  my  friend  Dr.  Bloomberg.  The  parietal  and 
diaphragmatic  pleurae  are  firmly  adherent  over  the 
underlying  abscess,  permitting  direct  incision 
through  the  pleurae  and  the  diaphragm  into  the  ab- 
scess without  entering  the  free  pleural  space.  This 
procedure  is  a much  simpler  one  than  the  operation 
through  the  extraserous  approaches. 

The  empyema  was  due  to  rupture  of  the  sub- 
phrenic abscess  directly  into  the  pleural  space.  The 
three  subphrenic  bronchial  fistulas  were  due  to  the 
abscesses  and  were  all  present  prior  to  operation;  all 
were  cured.  The  three  deaths,  a 15  percent  inci- 
dence, were  due  in  one  case  to  multiple  abscesses  and 
in  two  to  malignant  tumors. 

The  following  report  will  be  given  in  its  en- 
tirety. 
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Localized  fibrous  mesothelioma  of  the  visceral  and 
parietal  pleura  are  relatively  uncommon  tumors 
which  can  usually  be  resected  without  difficulty. 
Rarely  they  grow  large  enough  to  cause  compression 
of  intrathoracic  viscera.  These  giant  intrathoracic 
masses  present  formidable  surgical  challenges  and 
require  thorough  preoperative  evaluation.  Precise 
localization  of  the  tumor  and  assessment  of  adjacent 
intrathoracic  organs  are  important.  The  establish- 
ment of  histologic  diagnosis  is  ideal  but  often  im- 
possible prior  to  thoracotomy.  The  surgical  ap- 
proach is  planned  to  include  wide  exposure,  rapid 
blood  replacement,  and  the  possible  use  of  auto- 
transfusion or  cardiopulmonary  bypass.  Careful 
anesthetic  management  and  postoperative  intensive 


A 


FIGURE  1.  Chest  roentgenograms,  1966.  There  is  posterior 
Lateral. 


care  are  essential.  These  points  are  well  illustrated 
in  the  following  case. 

Case  report 

A 71-year-old  man  was  admitted  to  the  Columbia 
Presbyterian  Medical  Center  with  progressive  dysp- 
nea and  orthopnea.  He  complained  of  left  anterior 
chest  pain  and  had  noted  a low-grade  fever.  A rou- 
tine chest  x-ray  film  12  years  previously  showed  a 
lobular  posterior  thoracic  mass  (Fig.  1).  The  mass 
grew  slowly  and  in  1974  was  bilobed  and  measured 
9 by  15  cm.  (Fig.  2).  The  patient  remained 
asymptomatic,  however,  and  refused  thoracotomy. 
There  was  no  history  of  asbestos  exposure,  hypo- 
glycemia, or  arthritis.  Eight  years  prior  to  admission 
a tumor  was  excised  from  the  patient’s  left  arm;  the 
slides  were  reviewed  on  this  admission  and  were  in- 
terpreted as  showing  malignant  fibrous  histiocy- 
toma. 

On  admission  he  was  in  moderate  respiratory 
distress  at  rest.  His  temperature  was  100.6°  F.;  his 
pulse  was  106  and  regular;  his  blood  pressure  was 
170/86  mm.  Hg;  and  his  respiratory  rate  was  30  per 
minute.  The  right  chest  was  dull,  and  breath  sounds 
on  that  side  were  markedly  diminished.  There  was 
no  clubbing.  Blood  gases  on  room  air  were  pH  7.41, 
PO2  (oxygen  pressure)  58,  pC02  (carbon  dioxide 
pressure)  40,  and  base  excess  plus  2.  Poor  coopera- 
tion precluded  adequate  pulmonary  function  tests, 
yet  vital  capacity  was  estimated  to  be  750  ml.  Ad- 
mission chest  x-ray  films  showed  a huge  mass  oc- 
cupying almost  the  entire  right  hemithorax  with 
extension  to  the  left,  and  a small  right  pleural  effu- 
sion (Fig.  3).  There  was  marked  mediastinal  and 
tracheal  deviation. 

Aortogram  showed  hypertrophy  of  the  right  in- 
tercostal arteries  with  a tangle  of  vessels  to  the  sixth 


intrathoracic  mass  lesion  on  right.  (A)  Posteroanterior.  (B) 
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FIGURE  2.  Chest  roentgenograms,  1974,  showing  bilobed  pleural  based  mass  in  right  hemithorax.  (A)  Posteroanterior. 
(B)  Lateral. 


through  eighth  intercostal  spaces  (Fig.  4).  Pulmo- 
nary arteriogram  was  remarkable  for  compression  of 
the  right  pulmonary  artery  (Fig.  5).  The  right  upper 
lobe  and  right  middle  lobe  arteries  were  truncated 
and  had  delayed  flow.  Pulmonary  artery  hyper- 
tension, that  is,  right  pulmonary  artery  pressure 
55/15  torr,  was  documented.  Esophagram  showed 
displacement  without  invasion,  and  echocardiogram 
findings  were  consistent  with  right  ventricular  out- 
flow tract  obstruction. 

Thoracentesis  on  the  right  yielded  a minimal 
amount  of  clear  yellow  fluid  showing  negative  results 
for  malignant  cells;  percutaneous  needle  biopsy  of  the 


mass  yielded  nondiagnostic  fibrous  tissue.  As  part 
of  preoperative  evaluation,  this  patient  was  placed 
in  the  left  lateral  decubitus  position  which  was  well 
tolerated  hemodynamically. 

Positioning  at  operation  allowed  for  bilateral 
thoracotomy  or  sternotomy.  Operation  was  per- 
formed through  a right  thoracotomy  extending  from 
the  midscapular  level  posteriorly  to  the  right  sternal 
border.  The  entire  right  sixth  rib  and  cartilage  were 
resected  as  was  a small  posterior  segment  of  the  right 
seventh  rib.  The  costal  arch  was  divided.  The 
tumor  arose  from  the  parietal  pleura  overlying  the 


FIGURE  3.  Admission  chest  roentgenograms,  1978,  revealing  huge  mass  occupying  major  portion  of  right  hemithorax  with 
displacement  of  mediastinum  to  left.  (A)  Posteroanterior.  (B)  Lateral. 
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FIGURE  4.  Thoracic  aortogram  demonstrating  prominence 
of  right  intercostal  arteries  and  leftward  displacement  of 
entire  intrathoracic  aorta. 


FIGURE  5.  Pulmonary  angiogram  showing  compression  of 
right  pulmonary  artery  with  displacement  of  right  upper  and 
middle  lobe  arteries.  Right  lower  lobe  pulmonary  artery 
truncated. 


sixth  through  eighth  ribs  posteriorly  and  compressed 
the  right  lung  anteriorly  and  medially.  There  were 
dense  adhesions  to  the  right  lower  lobe  and  to  a lesser 
extent  to  the  right  middle  and  upper  lobes.  The 
tumor  was  firm,  but  initial  attempts  to  remove  it  by 
morcellation  resulted  in  major  hemorrhage.  Ac- 
cordingly, wide  exposure  was  obtained  as  noted 
previously,  and  the  mass  was  delivered  from  the 
thorax  after  the  adhesions  to  the  lung  had  been  di- 
vided. Chest  wall  bleeding,  which  was  primarily 
venous  resulting  from  azygous  vein  compression,  was 


subsequently  easily  controlled. 

The  tumor  measured  30  by  29  by  12  cm.  and 
weighed  4.54  Kg.  Microscopic  diagnosis  was  benign 
fibrous  mesothelioma.  Postoperative  ventilatory 
support  was  continued  for  three  days  during  which 
time  gradual  reexpansion  of  the  right  lung  occurred 
(Fig.  6). 

The  patient  was  markedly  improved  postopera- 
tively  with  a vital  capacity  of  2,300  ml.  and  was  dis- 
charged on  the  twenty-first  postoperative  day.  He 
has  remained  well  in  follow-up. 
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Comment 

The  unusual  feature  of  this  case  was  the  massive 
size  of  the  tumor.  Symptoms  are  related  to  size  of 
tumor  and  resulting  compression  of  intrathoracic 
viscera.  Large  tumors  such  as  this  develop  vascular 
adhesions  to  neighboring  tissues.  The  tumor  vas- 
cularity, venous  congestion,  and  adhesions  may  result 
in  massive  hemorrhage  and  can  only  he  adequately 
handled  by  adequate  exposure  and  rapid  removal  of 
the  entire  tumor  mass,  then  meticulous  hemo- 
stasis. 

Successful  management  of  patients  with  giant 
intrapleural  masses  require:  (1)  thorough  preoper- 
ative evaluation;  (2)  preoperative  tissue  diagnosis, 
if  possible;  (3)  wide  exposure  to  allow  the  tumor  to 
be  lifted  out;  and  (4)  meticulous  anesthetic  and 
postoperative  care. 

Acknowledgment.  The  assistance  of  Mrs.  Mae  Nicholas  is 
gratefully  acknowledged. 

Bibliography 

Clagett,  0.  T.,  McDonald,  J.  R.,  and  Schmidt,  H.  W.:  Localized 
fibrous  mesothelioma  of  the  pleura,  J.  Thorac.  Surg.  24:  213 
(1952). 

Ehrenhaft,  J.  L..  Sensenig,  I).  M.,  and  Lawrence,  M.  S.: 
Mesotheliomas  of  the  pleura,  J.  Thorac.  Cardiovasc.  Surg.  40:  393 
(1960). 

Okike,  N.,  Bernatz,  P.  E.,  and  Woolner,  L.  B.:  Localized 
mesothelioma  of  the  pleura:  benign  and  malignant  variants,  ibid. 
75:363  (Mar.)  1978. 

Shabanah,  F.  H„  and  Sayegh.  S.  F.:  Solitary  (localized)  pleural 
mesothelioma.  Report  of  two  cases  and  review  of  the  literature. 
Chest  60:  558(1971). 

Stout,  A.  P.,  and  Murray,  M.  R.:  Localized  pleural  mesotheli- 
oma. Investigation  of  its  characteristics  and  histogenesis  by  the 
method  of  tissue  culture.  Arch.  Path.  34:951  (1942). 

Discussion 

Dr.  Kirschner:  "A  primary  solitary  tumor  of  the 
pleura  . . . should  be  removed  by  operation  whether 
it  is  benign  or  malignant  because  it  may  increase  to 
gigantic  size  and  interfere  with  the  action  of  the  lungs 
and  heart.” 

Thus  wrote  the  late  Howard  Lilienthal,  M.D., 
former  president  of  the  New  York  Society  for  Tho- 
racic Surgery  in  his  1925  classic  text  Thoracic  Sur- 
gery.* This  advice  continues  to  hold  today  and  is 
exemplified  by  the  remarkable  case  just  presented 
by  Dr.  McNicholas. 

We  have  had  the  opportunity  to  completely  re- 
move two  such  huge  fibrous  mesotheliomas  of  the 
pleura,  admittedly  not  as  large  as  the  case  reported, 
and  an  enormous  mediastinal  dermoid  cyst  roent- 
genologically  indistinguishable  from  the  giant  pleural 
tumors.  In  each  instance  the  mass  occupied  the 
entire  hemithorax,  compressing  the  lung  and  dis- 
placing the  mediastinal  structures  to  the  opposite 
side,  and  markedly  impairing  pulmonary  function. 
In  all  three  patients  the  lung  expanded  completely 
after  operation,  and  one  patient  is  alive  and  well 
seven  years  later  having  had  bilateral  mastectomies 
for  breast  cancer  in  the  interim. 

Our  editor,  Dr.  Bloomberg,  has  done  an  excellent 
job  in  publishing  these  proceedings  in  the  New  York 

* Lilienthal,  H.:  Thoracic  Surgery,  Philadelphia,  W.  B. 

Saunders,  1925. 


State  Journal  of  Medicine.  I wonder,  however, 
whether  tonight’s  fine  report  shouldn’t  be  submitted 
to  the  Guinness  Book  of  World  Records  instead! 

Dr.  Bloomberg:  Arthur  Purdy  Stout,  M.D.,  and 
Margaret  Murray,  M.I).,  at  Columbia  Presbyterian 
did  the  original  tissue  culture  work  proving  that 
mesothelioma  was  a distinct  entity.  Dr.  Stout  told 
me  many  years  ago  that  the  distinction  between  be- 
nign and  malignant  mesotheliomas  was  not  solely  in 
the  microscopic  picture;  that  invasion  of  the  sur- 
rounding structures  was  the  ultimate  test  of  malig- 
nant condition,  no  matter  what  the  microscopic 
picture.  Dr.  Kirschner’s  tumor  was  a big  one,  but  it 
came  out  cleanly.  1 do  not  believe  that  the  resection 
was  that  clean  in  Dr.  McNicholas’  patient.  I am 
afraid  we  have  not  yet  heard  the  last  of  this  patient; 
I think  he  will  present  evidence  of  malignant  meso- 
thelioma later.  I am  surprised  that  Raphael  Lattes, 
M.I).,  your  surgical  pathologist,  did  not  comment  on 
this. 

Dr.  Jaretzki:  Dr.  Stout,  as  you  know,  is  not 

available  for  comment  and  review,  but  Dr.  Lattes  is 
and  I will  discuss  it  with  him.  It  is  my  clear  im- 
pression that  one  can  differentiate  between  the  be- 
nign and  malignant  forms  microscopically,  that  this 
one  is  indeed  a benign  pleural  mesothelioma,  and  this 
patient  should  be  cured.  The  point  that  I wanted  to 
emphasize  was  that  one  does  not  always  know  pre- 
operatively  what  these  massive  lesions  are,  and  ex- 
tensive preoperative  evaluation  may  be  very  helpful. 
Knowing  that  this  was  a pleural-based  tumor  starting 
many  years  ago,  and  knowing  that  other  organs  were 
displaced  and  apparently  not  invaded,  it  allowed  us 
to  proceed  with  resection  safely  through  an  appro- 
priate and  large  enough  incision. 

Editor’s  note 

To  complete  the  picture,  Dr.  Lattes’  letter  to  Dr. 
Jaretzki  is  reproduced. 

Dear  Fred:  This  is  about  your  case  report  of  a giant  fi- 
brous mesothelioma  of  the  pleura,  presented  at  The  New 
York  Society  for  Thoracic  Surgery,  of  which  you  sent  me 
an  abstract  as  well  as  the  transcript  of  Dr.  Bloomberg’s 
comments. 

Dr.  Bloomberg  is  correct,  that  the  entity  “solitary  fibrous 
mesothelioma”  was  first  identified  by  Dr.  Stout  and  Dr. 
Murray,  mostly  by  using  tissue  culture  techniques. 

I believe,  however,  that  it  is  not  correct  to  quote  Dr. 
Stout,  that  the  histologic  type  does  not  matter.  Histo- 
logically, this  was  a classic  well-differentiated,  heavily 
collagenized  solitary  fibrous  mesothelioma.  We  had  no 
evidence  that  it  invaded  the  surrounding  tissue.  It  was 
attached  to  the  parietal  pleura,  but  it  stopped  there.  Of 
course,  if  the  tumor  was  not  removed  completely,  or  at  any 
rate  was  accidentally  seeded  in  the  pleural  cavity,  there 
might  well  be  local  implants,  which  should  not  be  inter- 
preted as  meaning  that  the  tumor  was  biologically  malig- 
nant. 

You  are  welcome  to  send  my  comments  to  Dr. 
Bloomberg,  with  my  best  regards. 

With  best  regards  to  you  too. 
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A previously  described  balloon  tip  dilatation 
catheter  has  been  used  during  revascularization 
surgery  to  dilate  lesions  inaccessible  to  catheteriza- 
tion laboratory  angioplasty.  A total  of  25  lesions 
were  dilated  in  18  patients. 

The  TCAs  (transluminal  coronary  angioplasties) 
were  performed  through  the  coronary  arteriotomy 
site  used  for  the  distal  graft  anastomosis.  Skip  le- 
sions that  would  compromise  runoff  were  elimi- 
nated. 

No  new  Q waves  were  produced.  There  were  no 
operative  deaths.  Nine  patients  were  recatheterized. 
Improvement  was  seen  in  all  but  two  proximal  le- 
sions. 

Data  concerning  the  mechanism  of  TCA  is  avail- 
able. 

TCA  has  been  successful  in  modifying  diffuse 
disease  in  selected  patients.  These  results  indicate 
an  important  role  for  TCA  in  the  operative  treatment 
of  coronary  artery  disease.  The  lack  of  complications 
in  subtotal  lesions  supports  the  selective  use  of  this 
modality  in  the  catheterization  laboratory. 

Discussion 

Dr.  Frater:  Thank  you  very  much,  Dr.  Wallsh. 
This  is  obviously  a new  and  most  interesting  area  and 
clearly  a controversial  one.  I would  like  to  start  the 
discussion  by  asking  several  questions,  some  simple 
hut  technical,  others  theoretic.  What  is  the  diameter 
of  the  closed,  undilated  balloon? 

Dr.  Wallsh:  It  is  about  1 to  1.5  mm. 

Dr.  Frater:  The  reason  I asked  the  question  is 
because  what  kind  of  lesion  can  you  put  it  into?  A 
fair  number  of  the  vessels  we  work  on  are  1.5  mm. 
and,  if  you  have  a 1.5-mm.  vessel  with  narrowing 
below  the  major  proximal  narrowing,  what  I would 
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The  following  article  is  abstracted. 

tend  to  do  would  be  to  make  my  incision  through  the 
more  distal  narrowing.  I just  wonder  how  tight  a 
stenosis  you  can  get  this  through. 

Dr.  Wallsh:  We  have  had  relatively  little  diffi- 
culty with  the  balloon  catheter  entering  distal  coro- 
nary vessels.  On  some  occasions  with  high-grade 
highly  calcified  obstructions  we  were  unable  to  pass 
through  them.  We  avoid  making  incisions  through 
distal  lesions.  There  is  some  evidence  in  the  litera- 
ture that  one  of  the  causes  for  graft  closure  may  well 
be  dissection  at  the  site  of  anastomosis  into  an  area 
of  plaque.  The  major  problem  in  delivery  of  the 
catheter  is  through  “cork  screw”-type  coronaries. 
This  is  because  of  the  relative  stiffness  of  the  catheter 
and  not  the  diameter. 

Dr.  Frater:  Let  me  ask  you  another  question 
then.  In  our  Atheroma  Research  Laboratories,  one 
of  the  ways  in  which  the  research  pathologists  pro- 
duce atheromata  is  by  blowing  balloons  up  in  the 
arteries.  They  blow  balloons  up  in  rat  aortas  and 
apparently  produce  atheromas  very  easily.  You  are 
obviously  concerned  about  this  because  you  dealt  at 
some  length  on  the  pathologist’s  description  of  the 
injury  or  lack  of  injury  in  these  arteries.  Do  you  have 
any  thoughts  on  whether  you  are  temporarily  open- 
ing something  up  and  at  the  same  time  reinstituting 
the  atheromatous  process? 

Dr.  Wallsh:  We  do  not  believe  that  this  is  oc- 
curring. However,  it  will  obviously  take  an  accu- 
mulation of  much  data  over  time  to  see  what  in  fact 
has  been  occurring.  The  long-term  data  available 
in  the  catheterization  laboratory  where  balloon  an- 
gioplasty is  performed  do  not  indicate  that  recurrent 
atheroma  produced  by  the  trauma  of  the  procedure 
is  a problem. 

Dr.  Subramanian:  What  sort  of  lesion  do  you 
put  the  catheter  in?  Is  it  proximal  or  distal? 

Dr.  Wallsh:  We  will  attempt  to  pass  the  catheter 
through  any  angiographically  present  lesion  which 
might  interfere  with  runoff  from  the  bypass  graft. 

Dr.  Subramanian:  Do  I understand  that  you 
observe  the  catheter  during  the  whole  process  under 
fluoroscopy  in  the  operating  room? 

Dr.  Wallsh:  No.  We  know  the  approximate  lo- 
cation of  the  lesion  from  the  angiograms.  This  is 
generally  confirmed  in  the  operating  room  by  direct 
observation  or  palpation  of  the  lesion.  The  only 
exception  to  this  is  where  the  lesion  consists  not  of 
a discrete  problem  but  is  part  of  a diffuse  area  of 
narrowing.  In  these  cases  the  dilatation  is  sequential 
along  the  vessel  encompassing  the  entire  internal 
surface  that  might  contain  the  obstruction. 

Dr.  Frater:  I got  the  impression  from  listening 
to  you  that  the  Swiss  surgeon  who  works  with  Dr. 
Gruntzig  regards  patients  with  a history  of  more  than 
one  year  and  lesions  with  calcification  as  a con- 
traindication, but  he  did  in  fact  mention  the  possi- 
bility of  dilating  lesions  with  some  calcium.  How- 
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ever,  I got  the  impression  from  you  that  the  Swiss 
consider  all  calcified  lesions  as  contraindications. 

Dr.  Wallsh:  It  is  my  clinical  impression  that  most 
of  the  lesions  that  we  are  dilating  contain  some  de- 
gree of  calcium.  This  varies  from  soft  lesions  to  the 
rock-hard  type.  I do  not  believe  that  there  is  ade- 
quate evidence  at  the  present  time  to  give  a final 
opinion  on  this.  However  we  continue  to  attempt  to 
dilate  any  lesion  which  is  angiographically  patent  and 
through  which  the  catheter  can  be  passed.  In  the 
majority  of  cases  even  those  lesions  containing  cal- 
cification grossly  can  he  dilated.  1 believe  the  ulti- 
mate test  of  dilatation  will  not  he  the  theoretic  con- 
tents of  the  obstructive  lesion  hut  rather  the  ability 
to  deliver  the  balloon  through  it. 

I)r.  Frater:  You  are  not  concerned  then  that  your 
patients  might  have  a chronic  history. 

Dr.  Wallsh:  Theoretically  the  patients  with 

long-standing  histories  should  contain  the  most 
calcium  in  the  obstructions.  However  we  continue 
to  attempt  to  dilate  all  lesions  through  which  the 
catheter  can  be  passed. 

Dr.  Rohman:  What  do  you  really  think  you  are 
doing  to  the  arterial  wall  and  to  the  microscopic 
anatomy  during  this  process? 


Oral  polio  vaccine:  booster  vaccination 

Persistence  of  antibody  after  oral  vaccination  and  re- 
sponse to  booster  revaccination  with  TOPV  (trivalent  oral 
polio  vaccine)  were  studied  in  175  children.  The  booster 
doses  were  given  at  various  intervals  after  the  primary  se- 
ries. Decline  in  antibody  was  related  to  interval  since  last 
vaccination,  but  not  to  age,  sex,  age  to  primary  vaccination, 
or  type  and  number  of  previous  vaccinations.  Geometric 
mean  titers  of  neutralizing  antibody  were  11.3  for  type  1 
and  8.0  for  types  2 and  3 poliovirus  when  vaccine  had  been 
given  within  the  previous  year.  Titers  declined  to  3.2,  3.0, 


Dr.  Wallsh:  Clinically  we  have  never  observed 
rupture  of  a coronary  vessel,  dissection  of  the  arterial 
wall,  or  perforation  with  the  catheter.  In  addition, 
we  have  never  seen  a fracture  of  a hard  plaque. 
Unquestionably  there  is  some  injury  to  the  intima 
from  the  balloon  dilatation.  The  work  from  Zurich 
showed  that  some  early  lesions  angiographically  had 
irregular  surfaces.  This  was  called  by  Dr.  Gruntzig 
the  "self  healing  period.”  This  probably  represents 
some  degree  of  intimal  trauma.  Microscopically  in 
some  cases  subintimal  hemorrhage  has  been  shown. 
What  probably  occurs  following  dilatation  is  the 
splinting  of  the  injured  area  by  the  blood  flow  and 
pressure.  As  long  as  no  flaps  are  produced  by  actual 
tearing  of  the  intima,  the  patency  of  the  injured  in- 
tima is  preserved  by  the  blood  stream.  Eventually 
we  hypothesize  a subintimal  fibrosis  reattaching 
whatever  injury  has  occurred  to  the  subjacent 
structures. 

The  most  f requent  observation  following  dilatation 
is  that  the  early  irregularity  which  is  sometimes  seen 
goes  on  to  some  sort  of  healing  and  may  in  fact,  when 
restudied  after  several  months,  give  no  indication  of 
having  had  previous  obstruction  within  this  seg- 
ment. 


and  2.1  for  types  1,  2,  and  3 after  9 years.  Most  children 
with  initial  titers  of  4.0  or  less  responded  to  revaccination 
with  increases  fourfold  or  greater  in  titer  of  IgG.  Geo- 
metric mean  titers  for  all  3 polio  types  dropped  to  this  level 
when  last  TOPV  administration  had  been  five,  six,  or  more 
years  ago.  There  were  72  boys  and  103  girls  in  the  series, 
most  of  whom  were  of  elementary  school  age  (two  to  17 
years).  The  authors  identify  methods  for  determining 
persistence  of  antibody,  potency  of  vaccine,  and  neutral- 
izing antibody  tests.  Results  are  digested  in  7 tables. 
Bass,  J.  W„  et  al.:  J.A.M.A.  239:  2252  (May  26)  1978. 
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continued  from  page  584 

from  him  does  health  come  upon  the  face  of  the 
earth. 

My  son,  when  you  are  sick,  do  not  be  negligent:  pray  to 
the  Lord  and  he  will  heal  you;  and  give  the  physician 
his  place,  for  the  Lord  God  has  imparted  his  skill. 

There  is  a time  when  success  lies  in  the  physician’s 
hands,  for  he,  too,  prays  to  the  Lord;  he  prays  for 
success  in  diagnosis  and  in  healing,  for  the  sake  of 
preserving  the  life  that  the  Lord  God  has  created. 

Let  us  pray  to  the  God  of  Ben  Sirach  and  his 
forefathers,  the  self  same  God  whom  the  miraculous 
healer,  Jesus  of  Nazareth,  called  “Father:”  may 
physicians  continue  to  be  honored  among  us;  may  the 
bond  of  trust  and  compassion  between  them  and 
their  patients  continue  to  mediate  the  experience  of 
you,  the  compassionate  Father  and  healer  of  us  all; 
and  may  that  bond  never  be  subverted  by  galloping 
technologies  and  bureaucracies,  or  by  the  corrosive 
cynicism  and  anti-institutionalism  of  our  age.  May 
the  vast  multitudes  whose  health  care  is  now  regi- 
mented by  Blue  Cross  computers  continue  to  cherish 
the  soothing  voice  and  touch  of  their  physician  in  the 
flesh!  May  they  know  their  physicians  as  true 
healers,  capable  of  imparting  a precious  word  of  en- 
couragement as  well  as  the  requisite  potion  and 
poultice.  And  may  we  all  be  duly  instructed  by 
medicine’s  successes  and  its  failures.  In  the  cures 
that  grow  more  wondrous  by  the  day,  may  we  recog- 
nize your  hand,  from  whom  all  healing  comes;  and  in 
what  still  cannot  he  achieved,  may  we  be  reminded 
that  the  life  that  came  from  you  still  belongs  to  you 
alone,  and  that  your  greatest  gift  of  all  is  yet  to  be 
given,  the  gift  of  life  from  the  dead.  To  you,  our 
common  Father,  Lord  of  the  dead  and  of  the  living, 
may  gratitude  and  obedience  be  given,  for  ever  and 
ever.  Amen. 

REVEREND  RICHARD  DILLON,  B.A.,  M.A.,  S.T.L., 

S.S.D. 

St.  Joseph’s  Seminary 
Dunwoodie,  Yonkers,  N.Y.  10704 
INVOCATION — Inaugural  Dinner 
October  16,  1979 
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Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances,  an> 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  sy 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastromtestinf 
cardiovascular 

Effectiveness  in  long-term  use,  i e , more  than  4 months,  has  not  been  assessed  by  syst 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucom 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  C 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  an 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  b; 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazep 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Ac 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillc 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  depende 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  ben2 
azepines  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  c 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  resi 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  o 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  loraze 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  cor 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 ye< 
6mg  kg  day  No  effect  dose  was  1 25mg'kg  day  (approximately  6 times  the  maximum  hu 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  w 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  sympi 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depre: 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerge 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed. 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  apd  2 strains  of  ral 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastrosc 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relations!- 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group, 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  therf 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  I 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  con 
tai  malformations  associated  with  use  of  minor  tranquilizers  (chiordiazepoxide.  diazeparc 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  stt 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  p 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  m; 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazi 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gen 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  an 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%),  followed  by  dizziness  (6 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression, 
sea  change  in  appetite  headache  sleep  disturbance,  agitation,  dermatological  symptom: 
function  disturbance  various  gastrointestinal  symptoms  and  autonomic  manifestations 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  pre;. 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  a* 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  c 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  mo 
mg  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  conti 
AMth  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determiner 

, Ativan 

rorA('orazePam) 

Anxiety 

Dosage:  Individualize  lor  maximum  beneficial  effects.  Increase  c 
gradually  when  needed,  giving  higher  evening  dose  before  increa 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dos 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  de 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  si 
tional  stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 
or  t.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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Radiologic  Problem 
of  the  Month 


Dense  Calcaneus 


A 51 -year-old  male  complained  of  vague  pain  in  the  left 
foot  for  the  past  one  month. 


Elucidation 

A lateral  roentgenogram  of  the  left  foot  reveals  an 
increase  in  density  of  the  calcaneus  involving  the 
entire  bone.  The  remainder  of  the  bones  are  normal. 
The  sclerosing  process  extends  to  the  articular  end 
of  the  bone.  The  primary  trabeculae  are  coarse  and 
dense,  the  cortex  is  markedly  thickened,  and  several 
small  ill-defined  lucencies  are  present  in  the  spong- 
iosa.  Skeletal  survey  findings  were  normal. 

In  1876,  Sir  James  Paget  presented  to  the  Royal 
Medical  Chirurgical  Society  of  London  a description 
of  a man  with  a form  of  chronic  inflammation  of 
hones  and  called  it  “osteitis  deformans.”1  However, 
now  it  is  generally  known  as  Paget  disease,  and  the 
etiology  of  this  entity  remains  unknown.  Paget 
disease  occurs  more  commonly  in  men  and  has  a 
marked  predilection  for  the  middle-aged  and  the 
elderly.  The  geographic  and  racial  distributions  are 
remarkable,  with  as  many  as  10  percent  of  all  adults 
over  the  age  of  40  being  affected  in  northern  tem- 
perate climates.  This  disorder  is  relatively  uncom- 
mon in  tropical  and  even  semitropical  climates,  and 
is  virtually  nonexistent  in  Southeast  Asia  excepting 
New  Zealand  and  Australia.  Thus,  it  is  widespread 
in  Western  races,  hut  rare  in  Asians.1 

The  disease  favors  that  part  of  the  skeleton  which 
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is  most  subject  to  stresses  and  strains.  The  spine, 
pelvis,  skull,  and  femur  are  the  common  sites.  It  is 
often  multifocal  and  monostotic.  Paget  disease 
particularly  involving  the  hands  and  feet  is  rare.  A 
solitary  focus  should  not  be  regarded  as  an  early 
phase.  Elevated  serum  alkaline  phosphatase  and 
urinary  hydroxyproline  levels  are  observed  and  in- 
dicate the  activity  of  the  disease. 

The  histologic  picture  is  characteristic.  Irregular 
simultaneous  resorption  and  regeneration  of  bone 
occurs  with  cellular  fibrosis  and  greatly  increased 
vascularity  in  the  bone. 

Radiologically,  Paget  disease  may  be  considered 
in  three  phases:  the  osteolytic,  osteosclerotic,  and  the 
mixed  osteolytic  and  sclerotic  phases.  Considerable 
overlap  exists,  and  in  the  same  bone  all  three  phases 
may  be  encountered.  Monostotic  Paget  disease  of 
the  calcaneus  is  rare.1-3  However,  all  the  charac- 
teristic radiologic  findings  are  present  in  this  in- 
stance. These  include  increased  overall  density  of 
the  bone,  coarsened  trabeculae,  thickened  cortex, 
multiple  ill-defined  lucencies,  and  extension  of  the 
pathologic  process  to  the  articular  end  of  the  bone. 
Increase  in  size  of  the  bone  is  also  characteristic. 
Paget  disease  of  bone  is  often  an  incidental  finding, 
and  when  a unifocal  process  is  encountered,  a bone- 
seeking radionuclide  scan  is  performed  to  detect 
other  sites  of  involvement.  This  should  be  followed 
by  routine  radiologic  examination  of  the  affected 
sites  to  confirm  Paget  disease. 

In  the  differential  diagnosis,  fibrous  dysplasia, 
chronic  infection,  and  even  neoplasia  may  be  con- 
sidered. The  complications  of  Paget  disease  are 
deformity,  fracture,  infection,  and  neoplasia.  In  the 
treatment  of  the  active  phase,  calcitonin  seems  to 
ameliorate  the  effects  of  Paget  disease. 

Diagnosis 

Monostotic  Paget  disease  involving  calcaneus 
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PID  (pelvic  inflammatory  disease)  is  a clinical 
syndrome  in  which  an  ascending  microbial  infection 
from  the  lower  genital  tract,  usually  the  cervix,  causes 
an  inflammatory  response  in  the  fallopian  tubes  and 
adjacent  structures.  PID  is  the  most  frequently 
encountered,  most  incapacitating,  and  most  serious 
complication  of  gonorrhea.  It  has  been  estimated 
that  up  to  17  percent  of  females  with  untreated 
gonorrhea  will  develop  PID.1  Translated  into  esti- 
mated number  of  cases,  up  to  274,000  women  may 
develop  gonococcal  PID  in  the  United  States  annu- 
ally.2 Since  only  about  one  third  to  one  half  of  pa- 
tients with  clinical  PID  have  Neisseria  gonorrhoeae 
isolated  on  cervical  culture,  at  least  an  equal  number 
of  cases  of  nongonococcal  PID  occurs.  Therefore, 
the  total  number  of  estimated  cases  of  PID  that  may 
occur  annually  in  the  United  States  may  be  as  high 
or  higher  than  550,000.  In  addition,  PID  may  expose 
the  female  to  serious  long-term  complications  such 
as  recurrent  infections,  chronic  pelvic  pain,  ectopic 
pregnancy,  and  involuntary  sterility.  The  high  in- 
cidence and  serious  morbidity  of  PID  justifies  a re- 
view of  this  debilitating  disease. 

Etiology 

Usually  the  etiology  of  PID  is  defined  by  isolating 
potential  pathogens  from  the  endocervical  canal.  N. 
gonorrhoeae  is  generally  considered  the  most  com- 
mon cause  of  PID.  Hence,  PID  has  classically  been 
divided  into  gonococcal  and  nongonococcal  forms 
depending  on  whether  or  not  N.  gonorrhoeae  is  iso- 


lated from  the  endocervix.  However,  the  etiology  of 
PID  is  better  defined  if  the  peritoneal  or  tubal  mi- 
crobial flora  of  the  patient  is  examined.  St  udies  have 
shown  that  the  isolation  rates  from  intra-abdominal 
cultures,  tubal  exudate  or  culdocentesis,  are  always 
less  than  those  from  endocervical  cultures.  The 
frequency  of  recovery  of  N.  gonorrhoeae  from 
intra-abdominal  cultures  in  patients  who  present 
with  cervical  gonococcal  infection  ranges  from  6 to 
nearly  83  percent.3-5  The  stage  of  gonococcal  in- 
fection and  the  difficulties  involved  in  recovering  N. 
gonorrhoeae  from  pus  may  account  for  the  varying 
yields  of  gonococci  in  these  studies.  Many  authori- 
ties are  of  the  opinion  that  the  gonococci  may  be  re- 
sponsible for  initiating  the  infection  and  conse-. 
quently  paving  the  way  for  secondary  invaders  from 
the  normal  vaginal  flora  to  gain  access  to  the  upper 
genital  tract.  Nevertheless,  even  though  there  is 
poor  correlation  between  cervical  and  intra-abdom- 
inal cultures,  it  is  believed  that  N.  gonorrhoeae  is  the 
primary  etiologic  agent  in  the  majority  of  acute  PID 
patients  who  have  positive  cervical  cultures. 

Several  studies  suggest  that  anaerobic  bacteria 
play  a significant  role  in  nongonococcal  PID,  par- 
ticularly the  recurrent  form.3-6’7  Anaerobes  are 
commonly  isolated  in  intra-abdominal  cultures  and 
are  usually  found  in  association  with  aerobic  bacteria 
in  a mixed  infection.  Bacteroides  fragilis,  pepto- 
streptococci,  and  peptococci  are  the  most  frequent 
anaerobic  isolates  while  Staphylococcus  epidermidis 
and  nonhemolytic  streptococci  are  common  aerobic 
isolates. 

A number  of  other  organisms  have  also  been  im- 
plicated as  etiologic  agents  in  PID.  These  include 
Chlamydia  trachomatis,8.  Mycoplasma  hominis ,6 
Ureaplasma  urealyticum ,6  and  cytomegalovirus.7 
Several  studies  on  C.  trachomatis  suggest  that  this 
organism  may  play  a significant  role  in  PID.  Mardh 
et  al.8  isolated  C.  trachomatis  from  the  fallopian 
tubes  in  6 of  20,  or  30  percent  of,  specimens.  Its  role 
in  PID  may  resemble  its  role  in  the  upper  male  gen- 
ital tract,  where  it  causes  prostatitis  and  epididymitis 
as  a sequel  to  nongonococcal  urethritis.  Data  suggest 
that  M.  hominis,  U.  urealyticum,  and  cytomegalo- 
virus may  also  cause  PID,  but  their  significance  must 
await  future  investigations. 

Pathogenesis 

The  route  of  infection  in  gonococcal  PID  is  by  di- 
rect spread  of  the  gonococci  from  the  endocervix 
along  the  endometrial  surface  and,  subsequently,  to 
the  fallopian  tubal  mucosa,  with  development  of  an 
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endosalpingitis.  It  is  uncertain  whether  spread  may 
occur  through  perivascular  or  lymphatic  channels. 

Menstruation  seems  to  play  a role  in  the  mecha- 
nism by  which  gonococci  ascend  to  the  fallopian 
tubes.  It  has  been  reported  that  the  majority  of 
patients,  66  percent,  with  gonococcal  PID  develop 
symptoms  during  or  within  seven  days  of  men- 
struation.9 Menstruation  is  probably  responsible  in 
lowering  the  local  host  defense  mechanisms  that 
prevent  the  ascending  infection.  Loss  of  the  cervical 
mucous  plug,  sloughing  off  of  the  endometrium,  and 
the  presence  of  menstrual  blood  in  the  endometrial 
cavity  during  menses  may  contribute  to  bacterial 
invasion.  Menstrual  blood  may  be  refluxed  into  the 
fallopian  tubes  carrying  with  it  the  gonococci.  It  is 
conceivable  that  gonococci  could  also  be  transported 
to  the  fallopian  tubes  by  spermatozoa  since  gonococci 
are  capable  of  attaching  to  human  sperm  via  their 
pili. 

During  intratubal  infection,  gonococci  become 
attached  to  the  mucosal  epithelial  cells,  are  then 
phagocytized,  and  eventually  cause  destruction  of  the 
epithelial  cells.  This  sequence  of  events  results  in 
production  of  tubal  pus.  Unchecked,  the  gonococci 
can  also  extend  from  the  mucosa  through  the  sub- 
epithelial  tissue  to  involve  the  muscularis  and  the 
serosal  tubal  layers.  If  the  tubes  are  not  occluded, 
pus  eventually  will  exude  from  the  fimbriated  ostia 
into  the  peritoneal  cavity.  Pelvic  and  total  abdom- 
inal peritonitis  may  result  if  contiguous  pelvic 
structures  such  as  the  ovary,  omentum,  and  bowel  are 
involved  in  the  inflammatory  process. 

As  for  nongonococcal  PID,  it  is  apparent  that  this 
is  a polymicrobial  infection.3,7  The  mechanism  by 
which  the  nongonococcal  vaginal  commensal  or- 
ganisms colonize  the  endometrium  and  fallopian 
tubes  is  probably  similar  to  that  involved  in  the  pri- 
mary gonococcal  infection.  Recurrent  episodes  of 
nongonococcal  PID  may  be  caused  by  endogenous 
vaginal  anaerobic  and  aerobic  bacteria  which  become 
pathogenic  after  gaining  access  to  the  previously 
damaged  tubal  tissue. 

PID  during  pregnancy  is  uncommon.  Upper 
genital  tract  gonococcal  infection  may  occur  during 
the  first  trimester,  but  such  cases  present  themselves 
as  septic  abortion  rather  than  typical  PID.  Ab- 
scesses associated  with  pregnancy  probably  represent 
hematogenous  or  lymphatic  spread. 

Risk  factors 

Several  risk  factors  have  been  associated  in  the 
development  of  PID.  Menstruation  per  se  is  one  of 
them.  There  is  an  association  between  menses  and 
the  onset  of  symptoms  in  women  with  gonococcal 
PID.  In  contrast,  patients  with  nongonococcal  PID 
have  the  onset  of  symptoms  distributed  evenly 
throughout  the  menstrual  cycle.  The  reason  for  this 
difference  is  not  known.  A transmucosal  mechanism 
of  infection  may  he  involved  in  nongonococcal  PID 
which  would  be  unaffected  by  menses.10 


The  acquisition  of  gonorrhea  also  predisposes  a 
woman  to  PID,  either  gonococcal  or  nongonococcal. 
Prior  PID  is  also  a risk  factor.  A past  history  of  gon- 
ococcal PID  is  frequently  elicited  from  women  with 
nongonococcal  PID.9  This  association  is  probably 
the  result  of  mucosal  damage  to  the  fallopian  tubes, 
thereby  making  them  more  susceptible  to  subsequent 
infection. 

Another  risk  factor  that  is  associated  with  a higher 
incidence  of  PID  is  the  IUD  (intrauterine  device). 
Westrom,  Bengtsson,  and  Mardh11  estimated  that 
the  risk  of  acquiring  acute  PID  was  three  times 
greater  for  IUD  users  than  it  was  for  non-IUD  users. 
In  women  who  have  never  been  pregnant,  the  corre- 
sponding risk  factor  was  seven  times  as  great.  Most 
of  the  serious  PID  infections  occur  after  the  IUD  has 
been  in  place  for  an  extended  period  of  time.  It  has 
been  shown  that  the  presence  of  an  IUD  can  alter  the 
histology  of  the  endometrium,  resulting  in  micro- 
scopic erosions  on  the  endometrial  surface.  The 
altered  areas  become  infected  by  microorganisms 
introduced  to  the  uterus,  with  subsequent  ascending 
infection  into  the  fallopian  tubes. 

Signs  and  symptoms 

Classic  findings  of  acute  pelvic  inflammatory 
disease  include  fever,  chills,  malaise,  anorexia,  nau- 
sea, dyspareunia,  occasional  vomiting,  and  abdomi- 
nal pain.  The  majority  of  patients  with  acute  PID 
present  lower  abdominal  pain  which  may  be  unilat- 
eral or  bilateral,  of  variable  severity,  and  of  variable 
duration.  The  pain  often  increases  with  motion  and 
may  be  mild  to  the  point  of  being  unnoticed  by  the 
patient,  or  discounted  as  “just  cramps,”  or  it  may  be 
so  severe  as  to  be  incapacitating.  Often,  there  is  a 
history  of  prior  gonococcal  infection  or  prior  PID. 
Various  nonspecific  signs  and  symptoms  may  be 
present,  such  as  increased  vaginal  discharge,  dysuria, 
fever,  or  symptoms  referable  to  the  urinary  or  gas- 
trointestinal tract.  Patients  with  severe  symptoms 
usually  go  to  hospital  emergency  rooms,  while  pa- 
tients with  mild  symptoms  may  go  to  physicians’ 
offices  or  venereal  disease  gynecologic  clinics.  Most 
patients  state  that  their  pain  started  less  than  a week 
prior  to  their  seeking  medical  attention. 

Diagnosis 

Diagnosis  of  PID  is  based  on  a bimanual  pelvic 
examination  and  laboratory  findings.  On  exami- 
nation, patients  with  PID  usually  have  bilateral  lower 
abdominal  pain.  Speculum  examination  may  show 
a yellowish  endocervical  discharge.  On  bimanual 
examination,  unilateral  or  bilateral  adnexal  tender- 
ness may  be  demonstrated.  Cervical  motion  ten- 
derness is  usually  present,  but  this  is  a nonspecific 
sign  which  may  occur  in  any  pelvic  inflammatory 
condition.  Careful  examination  for  adnexal  masses 
is  necessary  to  document  possible  pelvic  abscess 
formation.  The  uterus  is  often  tender  but  of  normal 
size.  Temperature  above  99°  F.  may  be  noted  in 
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some  patients. 

Laboratory  tests  may  help  to  confirm  the  diagno- 
sis. The  white  blood  cell  count  may  be  elevated  with 
a shift  to  the  left.  The  sedimentation  rate  is  often 
elevated.  However,  hematologic  changes  are  not 
specific.  Culture  is  the  definitive  means  of  estab- 
lishing the  presence  of  N.  gonorrhoeae.  Culturing 
of  the  endocervix  and  anal  canal  yield  the  best  re- 
sults. Specimens  should  be  inoculated  on  modified 
Thayer-Martin  (MTM)  or  New  York  City  (NYC) 
culture  medium  and  incubated  in  a 3 percent  carbon 
dioxide  atmosphere  at  36°  C.  If  Gram-stained 
smears  are  used  as  a diagnostic  aid,  cultures  should 
also  be  obtained  to  confirm  the  presence  of  N.  go- 
norrhoeae. 

Routine  endocervical  cultures  for  organisms  other 
than  the  gonococcus  are  inappropriate  since  the 
cervix  of  healthy  women  normally  contains  all  the 
species  of  opportunistic  pathogenic  bacteria  that  are 
involved  in  intra-abdominal  infections. 

The  key  to  the  diagnosis  is  a bimanual  pelvic  ex- 
amination, performed  when  the  patient  presents 
abdominal  pain.  If  one  insists  on  a rigid  set  of  cri- 
teria such  as  fever,  leukocytosis,  elevated  erythrocyte 
sedimentation  rate,  and  adnexal  mass,  a large  num- 
ber of  patients  with  PID  will  be  overlooked,  mis- 
diagnosed, or  inappropriately  treated. 

Clinical  differences  between  gonococcal  and  non- 
gonococcal PID  may  be  discernible.  The  gonococcal 
form  may  appear  more  acute  and  present  more  pro- 
nounced clinical  features.  The  onset  of  pain  in  pa- 
tients with  gonococcal  PID  usually  occurs  early  in  the 
menstrual  cycle.  Fever  is  seen  more  commonly  in 
acute  gonococcal  than  in  nongonococcal  patients. 
Purulent  endocervical  discharge  is  more  common  in 
gonococcal  PID  than  in  the  nongonococcal  form. 
Liver  tenderness  is  more  frequently  found  in  patients 
with  gonococcal  PID.  Additionally,  patients  with 
gonococcal  PID  respond  more  rapidly  to  therapy 
than  do  nongonococcal  PID  patients. 

More  accurate  diagnostic  methods  such  as  culdo- 
centesis  or  laparoscopy  are  often  indicated  for  pa- 
tients with  acute  pelvic  pain.  The  aspirates  should 
be  cultured  for  anaerobic  and  aerobic  microorgan- 
isms when  these  methods  are  employed. 

Differential  diagnosis 

PID  should  be  differentiated  from  other  pelvic 
pathologies  which  include  appendicitis,  ectopic 
pregnancy,  septic  abortion,  rupture  of  an  ovarian 
cyst,  and  pyelonephritis. 

Even  though  PID  may  also  present  unilateral  pain, 
the  pain  of  acute  appendicitis  is  usually  localized  in 
the  right  lower  quadrant  while  that  of  PID  is  usually 
bilateral.  Additionally,  if  rupture  has  not  occurred, 
the  white  blood  cell  count  in  appendicitis  is  moder- 
ately elevated.  Patients  with  appendicitis  may  also 
experience  severe  nausea  and  vomiting. 

Ectopic  pregnancy  is  associated  with  menstrual 
irregularities  and  unilateral  pain  without  fever.  The 
patient,  however,  may  present  with  fever  if  rupture 


has  occurred.  On  culdocentesis,  the  exudate  in  PID 
may  be  purulent,  whereas  in  ectopic  pregnancy,  if 
rupture  has  occurred,  the  specimen  is  nonclotting 
blood. 

Septic  abortion  may  be  difficult  to  differentiate 
from  PID.  However,  if  the  patient  presents  a history 
of  intrauterine  manipulation  and  examination  shows 
evidence  of  the  products  of  conception  and/or  a di- 
lated cervical  os,  a diagnosis  of  septic  abortion  is  fa- 
vored. The  patient  with  a ruptured  ovarian  cyst 
usually  is  afebrile  and  usually  presents  unilateral 
pain. 

The  patient  with  acute  pyelonephritis  will  exhibit 
costovertebral  angle  tenderness.  A midstream  or 
catheter  urine  culture  will  confirm  the  diagnosis. 

Sequelae 

PID  has  been  reported  to  be  the  most  common 
cause  of  sterility  in  women.12  The  probability  of 
sterility  increases  with  each  recurrence.  Even  a 
single  episode  of  PID  impairs  fertility  in  about  15 
percent  of  the  affected  patients.  Nongonococcal  PID 
is  associated  with  a higher  infertility  rate  than  gon- 
ococcal PID.  The  explanation  for  this  difference 
in  prognosis  may  be  that  gonococcal  PID  tends  to 
present  more  of  the  classically  described  signs  and 
symptoms  and  thus  these  patients  are  more  likely  to 
be  diagnosed  and  treated  with  antibiotics. 

Unilateral  or  bilateral  tubo-ovarian  abscesses  may 
also  develop  as  a complication  of  gonococcal  or 
nongonococcal  PID  when  infectious  exudate  from  the 
fallopian  tube  spills  onto  the  adjacent  ovary.  The 
major  cause  of  death  due  to  PID  is  a result  of  rup- 
tured tubo-ovarian  abscesses  and  peritonitis. 

Long-term  complications  of  PID  are  chronic  pelvic 
pain  and  ectopic  pregnancy  and  are  frequently  as- 
sociated with  sequelae  such  as  tubal  occlusion,  en- 
largement, scarring,  and  adhesions. 

Gonococcal  perihepatitis,  that  is,  the  Fitz-Hugh 
Curtis  syndrome,  may  result  if  the  gonococci  extend 
up  the  peritoneal  gutters  or  via  lymphatic  routes. 
Localized  granular  exudate  of  the  liver  and  “violin 
string”  adhesions  develop  between  the  liver  and  the 
parietal  peritoneum  causing  severe  right  upper 
quadrant  pain. 

Treatment 

Most  women  with  acute  PID  can  be  managed  on 
an  outpatient  basis,  with  hospitalization  reserved  for 
more  seriously  ill  patients.  Since  it  is  not  possible 
to  rule  out  gonococcal  infection  with  certainty  at  the 
time  of  initial  examination,  initial  management  of 
patients  who  have  acute  PID  must  be  adequate  for 
gonococcal  infection.  Outpatients  are  treated  with 
4.8  million  units  of  intramuscular  aqueous  procaine 
penicillin  G divided  into  two  doses  and  injected  in 
each  buttock  at  one  visit  or  3.5  Gm.  of  oral  ampicillin. 
One  Gm.  of  oral  probenecid  is  given  along  with  either 
penicillin  or  ampicillin,  and  both  are  followed  by  500 
mg.  of  ampicillin  taken  orally  4 times  daily  for  10 
days.  An  alternate  form  of  therapy  when  penicillin 
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is  contraindicated  is  2 Gm.  of  tetracycline  hydro- 
chloride given  as  a single  oral  loading  dose,  followed 
by  500  mg.  taken  orally  4 times  daily  for  10  days. 
Follow-up  of  patients  is  essential  during  and  after 
treatment.  All  patients  should  be  recultured  for  N. 
gonorrhoeae  after  treatment. 

A decision  to  hospitalize  patients  should  be  based 
on  the  severity  of  clinical  manifestations  such  as  the 
presence  of  an  adnexal  mass  suggestive  of  an  abscess, 
evidence  of  generalized  peritonitis,  pregnant  patients 
with  PID,  fever  greater  than  38°  C.,  or  uncertain  di- 
agnosis where  surgical  emergencies  must  be  excluded. 
Patients  unable  to  tolerate  oral  medications,  espe- 
cially because  of  nausea  and  vomiting,  should  also  be 
hospitalized,  as  should  those  who  do  not  respond  to 
the  outpatient  regimen.  For  hospitalized  patients, 
supportive  management,  including  bedrest,  analge- 
sics, and  intravenous  fluids,  is  usually  required.  In 
addition,  the  antibiotic  therapy  recommended  is 
aqueous  crystallin  penicillin  G,  20  million  units  ad- 
ministered intravenously  daily  until  improvement 
occurs,  followed  by  500  mg.  of  oral  ampicillin  4 times 
daily  to  complete  10  days  of  therapy.  Alternately, 
500  mg.  of  tetracycline  hydrochloride  may  be  given 
intravenously  4 times  a day  until  improvement  oc- 
curs followed  by  500  mg.  of  oral  ampicillin  4 times 
daily  to  complete  10  days  of  therapy.  This  treatment 
regimen  should  not  be  used  for  pregnant  women  or 
for  patients  with  renal  failure.  Patients  who  do  not 
improve  or  have  increasing  abdominal  pain  need  to 
be  reevaluated  with  repeat  pelvic  examination. 
Laparoscopy  should  be  considered  for  patients  who 
show  no  response  or  worsen.  Antibiotics  such  as 
clindamycin  and  chloramphenicol  should  be  added 
to  the  treatment  regimen  only  if  anaerobic  bacteria 
are  recovered  from  intra-abdominal  culture,  if  the 
patient  presents  a large  abscess,  or  if  the  patient  does 
not  respond  to  the  antibiotics  initially  prescribed. 

The  male  sexual  contacts  of  all  women  with  PID 
should  be  examined,  cultured  for  gonorrhea,  and 
appropriately  treated,  since  there  is  a high  prevalence 
of  asymptomatic  gonococcal  urethritis  in  this  group. 
Sometimes  the  male  contacts  of  women  with  non- 
gonococcal PID  have  positive  cultures  for  N.  gonor- 
rhoeae. Failure  to  treat  male  sexual  partners  is  a 
major  cause  of  recurrent  gonococcal  PID. 

Control 

Any  woman  who  is  a contact  to  gonorrhea  or  has 


a positive  gonorrhea  culture  or  has  recent  onset  of 
lower  abdominal  pain  can  be  a candidate  for  PID.  It 
is  essential  that  we  start  to  see  pelvic  infection  as  a 
focus  of  gonorrhea  prevention.  Pelvic  inflammatory 
disease  is  a complex  and  poorly  understood  syndrome 
which  often  is  a sequel  to  gonococcal  infections.  It 
causes  serious  morbidity  in  young  women,  and  it  is 
often  extremely  difficult  to  diagnose.  Since  mild 
cases,  who  often  present  themselves  at  venereal  dis- 
ease clinics,  are  easily  missed,  the  suspicion  must 
remain  very  high.  There  is  no  substitute  for  an  ad- 
equate history  and  a bimanual  pelvic  examination  for 
all  women  attending  these  clinics  as  well  as  hospital 
emergency  rooms.  Additionally,  the  identification 
and  treatment  of  asymptomatic  males  with  gono- 
coccal urethritis  is  of  tremendous  importance  in  the 
control  of  PID.  The  asymptomatic  male  can  infect 
any  number  of  females  who  subsequently  develop 
gonorrhea  and  PID. 

8100  Bay  Parkway 
Brooklyn,  New  York  11214 
(DR.  FELMAN) 
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QUESTION  288.  The  patient  was  a 71-year-old  male  admitted  for  treatment  of  emphysema.  W hat  is  the  interpreta 


bottom  strip  carotid  sinus  pressure  was  applied.  What  is  the  interpretation. 


tion? 
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ELUCIDATION 


Question  287.  In  the  top  strip  the  rhythm  is 
coupled.  The  interval  between  the  first  beat  of  each 
couplet  is  regular,  and  the  time  between  the  first  and 
second  beats  of  the  couplet  is  also  fixed.  The  only 
exception  is  the  last  beat  which  occurs  earlier  than 
any  of  the  coupled  beats.  It  has  a different  config- 
uration. 

Between  the  QRS  complexes  regular  undulating 
waves  are  present,  predominantly  negative  and  at  a 
rate  of  240  beats  per  minute.  The  rhythm  is  atrial 
flutter  with  4:1  block  alternating  with  2:1  block 
leading  to  a coupled  ventricular  rhythm.  The  last 
beat  is  either  1:1  conduction  with  slight  prolongation 
of  F-R  interval  or  a junctional  premature  depolar- 
ization. 

In  the  bottom  strip  following  carotid  sinus  mas- 
sage, only  4:1  conduction  is  present.  The  QRS 
complexes  are  wide,  0.11  second,  and  notched.  An 


intraventricular  conduction  defect  is  present.  The 
last  beat  in  the  top  strip  is  less  aberrant  owing  either 
to  improved  ventricular  conduction  or  to  a junctional 
premature  beat  using  a different  pathway  for  ven- 
tricular depolarization. 

Question  288.  The  rhythm  is  regular  sinus,  the 
rate  85  beats  per  minute.  Atrial  premature  beats  are 
present,  best  seen  in  leads  III  and  aVf.  The  P wave 
of  the  premature  beats  is  inverted,  but  the  P-R  in- 
terval is  0.13  second.  The  P waves  are  peaked  and 
notched  in  leads  II,  III,  and  aVf.  The  mean  electrical 
axis  in  the  frontal  plane  is  within  normal  range. 
There  is  low  voltage  in  the  limb  leads. 

A QS  complex  is  present  in  Vi  with  an  rS  complex 
in  V2  to  V 6-  The  r/S  ratio  remains  unchanged,  so- 
called  clockwise  rotation.  The  T waves  are  negative 
in  Vi  and  V2,  biphasic  (late  negativity)  in  V3  to  V4. 
These  T-wave  changes  are  nonspecific  abnormali- 
ties. 

The  QRS  and  T changes  in  the  V leads  and  the  low 
voltage  and  peaked  P wave  in  leads  II,  III,  and  aVf 
are  common  in  patients  with  emphysema.  These 
findings  do  not  fit  the  criteria  for  the  diagnosis  of 
right  ventricular  hypertrophy.  Similar  precordial 
lead  changes  can  occur  in  patients  with  anterior  wall 
myocardial  infarction. 


Clinical  Clues 

— The  most  frequent  cause  of  acute  respiratory  failure 
in  general  surgical  patients  is  sepsis.  Postoperative 
findings  of  unexplained  tachypnea,  respiratory  alka- 
losis, and  hypoxemia  suggest  a diagnosis  of  invasive 
infection  (Vito,  L.,  et  al.:  Sepsis  presenting  as  acute 
respiratory  insufficiency,  Surg.  Gynec.  & Obst.  138: 
896  (1974)). 

— The  finding  of  elevated  serum  alkaline  phosphatase 

in  an  elderly  patient  with  cardiac  failure  of  unknown 
etiology  points  to  the  possibility  of  cardiac  amyloidosis 
(Hodkinson,  H.  M.,  et  al.:  Cardiac  amyloidosis  in  the 
elderly:  associated  elevation  of  serum  alkaline 

phosphatase,  Age  & Ageing  3:  76  (1974)). 

Green  hair  may  result  from  environmental  exposure 
to  copper,  brass,  and  mercury;  and  green  hair  has  been 
noted  in  a patient  with  phenylketonuria  (Parish,  L. 
C.:  Green  hair,  New  England  J.  Med.  292: 483  (1975); 
Holmes,  L.  B.:  The  man  with  green  hair,  ibid.). 

The  traditional  technique  of  routine  rectal  examina- 
tions, even  when  regularly  practiced  in  older  popula- 
tions followed  by  yearly  examinations,  has  yielded  no 
more  than  20  percent  locally  curable  prostatic  carci- 
noma. The  grim  finding  has  been  that,  overall,  90 
percent  of  cases  are  first  detected  when  they  have  al- 
ready metastasized  (Gittes,  R.  F.,  and  Chu,  T.  M.: 
Detection  and  diagnosis  of  prostatic  cancer,  Semin. 
Oncol.  3:  123  (1976)). 

A unique  feature  of  prostatic  carcinoma  is  that  it  is 
present  in  about  50  percent  of  all  men  above  70  years 
of  age  whose  prostates  are  serially  sectioned  at  autopsy 


(Scott,  R.,  Jr.,  et  al.:  Carcinoma  of  the  prostate  in 
elderly  men:  incidence,  growth  characteristics  and 
clinical  significance,  J.  Urol.  101:  602  (1969)). 

— Bacteremia  develops  in  about  25  percent  of  all  pneu- 
mococcal pneumonia  cases  with  a resultant  fatality 
rate  of  about  17  to  28  percent  in  treated  patients  of  all 
ages  and  more  than  25  percent  of  persons  50  years  of 
age  and  older  (Austrian,  R.:  Random  gleanings  from 
a life  with  the  pneumococcus,  J.  Infect.  Dis.  131:  474 
(1975);  Mufson,  M.  A.,  et  al.:  Capsular  types  and 
outcome  of  bacteremic  pneumococcal  disease  in  the 
antibiotic  era,  Arch.  Int.  Med.  134:  505  (1974)). 

— It  has  been  estimated  that  otitis  media  caused  by 
pneumococci  develops  in  15  to  20  percent  of  all  chil- 
dren within  the  first  two  years  of  life  and  in  50  percent 
of  children  during  the  first  five  years  (Austrian,  R.: 
Random  gleanings  from  a life  with  the  pneumococcus, 
J.  Infect.  Dis.  131:474  (1975)). 

— The  friction  rub  in  pericarditis  is  variable.  A mono- 
phasic  rub  is  present  in  approximately  12  percent  of 
patients,  a biphasic  rub  in  24  percent,  and  the  dis- 
tinctive triphasic  friction  rub  in  only  50  percent  of 
patients. 

— Pericardial  disease  is  seen  in  about  60  percent  of  pa- 
tients with  systemic  lupus  erythematosus  and  in  about 
40  percent  of  patients  with  rheumatoid  arthritis. 
Pericarditis  in  a patient  with  systemic  lupus  erythe- 
matosus is  a good  indication  of  the  presence  of  asso- 
ciative endocarditis. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Symptomatic  infarction  or  hemorrhage  into  a 
previously  unsuspected  pituitary  tumor  (pituitary 
apoplexy)  is  an  uncommon  cause  of  coma  and  one 
which  is  usually  not  immediately  recognized.  Re- 
cently we  had  a patient  who,  48  hours  following 
open-heart  surgery  with  no  intraoperative  compli- 
cations, developed  profound  depression  in  the  level 
of  consciousness,  and  in  whom  the  diagnosis  of  pi- 
tuitary apoplexy  was  made. 

Case  report 

The  patient,  a 68-year-old  man,  underwent  an 
aortic  valve  replacement  for  aortic  insufficiency,  with 
no  intraoperative  hypotension,  a normal  pump  time, 
and  standard  pump  anticoagulation,  which  was  dis- 
continued postoperatively.  Several  hours  later  the 
patient  was  awake,  alert,  and  without  headache. 
However,  48  hours  postoperatively,  he  was  noted  to 
be  confused,  lethargic,  and  complaining  of  a head- 
ache, without  loss  of  vision  or  diplopia.  During  the 
next  24  hours  he  became  more  obtunded,  responding 
to  pain  only  with  appropriate  movements  of  his  ex- 
tremities. At  this  time  blood  pressure  was  130/90 
torr;  pulse  80  and  regular;  temperature  36°C.;  and 
respirations  14.  There  was  no  evidence  of  congestive 
heart  failure;  the  neck  was  supple.  There  was  no 
papilledema,  visual  fields  could  not  be  tested,  spon- 
taneous roving  eye  movements  were  full,  the  patient 
moved  all  extremities,  deep  tendon  reflexes  were 


FIGURE  1.  Computed  tomogram  after  administration  of 
contrast  medium  demonstrates  enhancement  of  pituitary 
fossa  lesion  (arrows). 


normoactive  and  symmetrical,  and  plantar  responses 
were  flexor. 

Laboratory  data  revealed:  hematocrit  32;  white 
blood  count  4,100  with  a normal  differential;  sodium 
120  mEq.  per  liter;  potassium  4;  chlorine  96;  carbon 
dioxide  26,  blood  urea  nitrogen  29  mg.  per  deciliter; 
creatinine  1.4;  and  glucose  normal.  Simultaneous 
serum  and  urine  osmolalities  were  246  and  346  mil- 
liosmols  respectively.  Results  of  liver  function  tests 
were  normal.  Findings  on  endocrine  studies  were 
consistent  with  secondary  adrenal  insufficiency,  and 
the  findings  on  the  remainder  of  the  endocrine 
studies  were  normal.  Lumbar  puncture  revealed 
opening  pressure  160  mm.  water;  22  white  blood 
count  (66  percent  mononuclear);  protein  49  mg.  per 
100  ml.;  glucose  44  mg.  per  100  ml.;  and  findings  on 
bacterial  and  fungal  cultures  were  negative.  Elec- 
troencephalogram showed  3 to  6 hertz  moderate 
amplitude  slowing  bilaterally.  Skull  films  demon- 
strated thinning  of  the  dorsum  sella  with  expansion 
of  the  pituitary  fossa  anteriorly  compatible  with  an 
intrasellar  lesion.  Computed  tomography  with 
contrast  demonstrated  enhancement  of  an  isodense 
lesion  seen  on  the  noncontrast  scan  (Fig.  1). 

The  patient  was  placed  on  corticosteroids,  and  the 
hyponatremia  was  appropriately  corrected  after  one 
week.  The  patient  gradually  regained  full  orienta- 
tion over  the  next  21  days.  Neurologic  examination 
at  this  time  revealed  normal  mental  status,  normal 
visual  acuity,  full  visual  fields,  and  full  range  of  mo- 
tion of  the  extraocular  muscles.  The  patient  was 
discharged,  and  decision  on  radiation  therapy  and/or 
surgery  was  deferred. 
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Comment 

The  occurrence  of  a relatively  sudden  and  pro- 
found alteration  of  consciousness  associated  with  a 
headache,  cerebrospinal  fluid  findings  of  a chemical 
meningitis,  and  secondary  adrenal  insufficiency  in 
a patient  with  skull  films  and  CT  (computerized  to- 
mography) scan  consistent  with  an  intrasellar  pitu- 
itary tumor,  suggested  pituitary  apoplexy.  The 
absence  of  bleeding  on  both  CT  scan  and  lumbar 
puncture  suggested  that  the  etiology  of  the  apoplexy 
was  infarction  rather  than  hemorrhage. 

Pituitary  tumors  usually  present  clinical  symp- 
toms of  progressive  loss  of  vision  and/or  a visual  field 
disturbance  or  endocrine  dysfunction,  but  uncom- 
monly dramatically  announce  their  presence  by 
spontaneous  infarction  of,  or  hemorrhage  into,  the 
tumor.  Clinically,  pituitary  apoplexy  is  an  acute 
neurologic  rather  than  an  endocrinologic  event.  It 
is  characterized  by  the  abrupt  onset  of  severe  head- 
ache and  alteration  in  the  level  of  consciousness, 
frequently  associated  with  a disturbance  in  visual 
acuity  and/or  visual  fields,  ophthalmoparesis,  and 
signs  of  meningeal  irritation.1-4  Recently,  the  ad- 
vent of  the  CT  scan  and  the  transsphenoidal  surgical 
approach  has  demonstrated  that  hemorrhage  may 
occur  into  a pituitary  tumor  and  be  clinically 
asymptomatic.5 

Some  of  the  less  common  clinical  features  associ- 
ated with  pituitary  apoplexy  are  the  syndrome  of 
SIADH  (inappropriate  secretion  of  antidiuretic 
hormone),2  hypotension,6  hypothermia,7  acute  hy- 
popituitarism,6’8 and  hemiplegia  and  aphasia.4’9’10 
It  is  of  interest  that  our  patient  may  have  had  the 
associated  feature  of  the  SIADH,  but  we  were  unable 
to  make  that  diagnosis  definitively  because  of  the 
associated  secondary  adrenal  insufficiency. 

The  lumbar  puncture  in  pituitary  apoplexy  is 
usually  abnormal  and  may  be  characterized  by  in- 
creased pressure,  the  presence  of  red  or  white  blood 
cells,  xanthochromia,  and  elevated  protein.2’3  The 
pleocytosis  may  be  so  striking  as  to  suggest  an  in- 
fectious meningitis  and  is  usually  attributed  to  irri- 
tation of  the  meninges  by  necrotic  tumor  tissue.10 
When  there  has  been  hemorrhage  into  a pituitary 
tumor,  the  blood  may  escape  into  the  subarachnoid 
space  and  stimulate  a subarachnoid  hemorrhage 
from  a ruptured  aneurysm. 

Severe  hypopituitarism  is  rare  in  pituitary  apo- 
plexy, and  evidence  of  endocrine  dysfunction  is 
variable.2’3  Endocrinopathy  may  be  readily  appar- 
ent in  some,  may  require  provocative  tests  to  dem- 
onstrate it  in  others,  or  may  be  entirely  absent. 

Concerning  the  pathogenesis  of  pituitary  apoplexy, 
in  a few  patients  possible  precipitating  factors  have 
been  identified  such  as  trauma,9’11’12  radiation 
therapy,7  9>13_16  anticoagulation,13’16  hypertension,9 
and  coughing.7  The  usual  invoked  hypothesis  for  the 
pathogenesis  is  that  the  expanding  pituitary  tumor 
causes  compression  of  its  hypophyseal  stalk  blood 
supply,  either  at  the  diaphragmatic  sella  or  by  the 


surrounding  unyielding  bony  structures,  with  re- 
sultant ischemic  infarction.  Other  invoked  hy- 
potheses include  the  tumor  enlarging  and  outstrip- 
ping its  blood  supply,  and  spontaneous  bleeding  into 
the  tumor.1-4’8’9’15  In  one  series,  pituitary  apoplexy 
in  five  patients  followed  sustained  coughing  and 
sneezing,  and  it  is  postulated  that  the  resultant  in- 
creased intracranial  pressure  compromised  the  blood 
supply  of  the  tumor.1’17 

In  our  patient  a number  of  precipitating  causes  of 
pituitary  apoplexy  are  suggested  and  include  in- 
creased intracranial  pressure  from  postoperative 
coughing  and/or  from  intubation  with  positive 
pressure  ventilation.  Additionally,  transient  (non- 
documented)  intraoperative  hypotension  might  also 
have  resulted  in  ischemic  infarction  of  the  tumor  in 
a manner  similar  to  that  of  Sheehan’s  syndrome. 
Although  anticoagulants  have  been  implicated  in 
hemorrhagic  necrosis  of  pituitary  tumors,  in  our 
patient  the  use  of  anticoagulants  on  the  pump  was 
not  related  to  the  development  of  apoplexy,  since 
there  was  no  evidence  of  bleeding  on  the  CT  scan  or 
on  lumbar  puncture. 

There  is  controversy  regarding  the  appropriate 
management  of  pituitary  apoplexy.  Appropriate 
endocrinologic  replacement  therapy  is  always  insti- 
tuted and  electrolyte  disturbances  corrected.  Ad- 
ditionally, surgical  decompression  is  recommended 
when  vision  is  compromised.1’2’6  However,  when 
vision  is  not  affected,  then  there  is  disagreement  re- 
garding surgery,  with  some  authors  recommending 
it  and  others  not.9’18-21  In  those  patients  for  whom 
surgery  is  not  recommended,  some  authors  recom- 
mend radiation  while  others  do  not.22-23 

Summary 

The  clinical  syndrome  of  pituitary  apoplexy  is  an 
uncommon  cause  of  coma,  and  one  that  has  not  been 
reported  following  open-heart  surgery.  Since 
prompt  recognition  is  crucial  in  the  institution  of 
appropriate  therapy,  familiarity  with  this  syndrome 
is  important.  We  report  here  a case  of  pituitary 
apoplexy  secondary  to  infarction  developing  48  hours 
after  uncomplicated  open-heart  surgery,  manifested 
by  profound  alteration  of  consciousness,  headache, 
and  cerebrospinal  fluid  pleocytosis.  The  use  of 
computed  tomography  (CT  scan)  in  the  diagnosis 
and  the  possible  precipitating  causes  of  postoperative 
pituitary  infarction  are  discussed. 

Associate  Professor,  Neurology 
New  York  University  Medical  Center 
566  First  Avenue 
New  York,  N.Y.  10016 
(DR.  LIEBERMAN) 

References 

1.  Berti,  G.,  Heisey,  W.  G.,  and  Dohn,  D.  F.:  Pituitary  apo- 
plexy treated  by  stereotactic  transphenoidal  aspiration,  Cleveland 
Clin.  Quart.  41:  163(1974). 

2.  Conomy,  J.  P.,  Ferguson,  J.  H.,  Brodkey,  J.  S.,  and  Mitsi- 
moto,  H.:  Spontaneous  infarction  in  pituitary  tumors:  neurologic 


642  New  York  State  Journal  of  Medicine/March,  1980 


and  therapeutic  aspects,  Neurology  25:  580  (1975). 

3.  Rovit,  R.  L.,  and  Fein,. J.  M:  Pituitary  apoplexy:  a review 
and  reappraisal,  J.  Neurosurg.  37:  280  (1972). 

4.  Epstein,  S.,  Pimstone,  B.  L.,  De  Villiers,  J.  C.,  and  .Jackson, 
W.  P.:  Pituitary  apoplexy  in  five  patients  with  pituitary  tumors, 
Brit.  M.  J.  2:  267(1971). 

5.  Ransohoff,  J.,  and  Flamm,  E.:  Personal  communication, 
1979. 

6.  Zervas,  N.  T.,  and  Mendelson,  G.:  Treatment  of  acute 
haemorrhage  of  pituitary  tumours,  Lancet  1:  604  ( 1975). 

7.  Weisberg,  L.  D.:  Pituitary  apoplexy.  Association  of  de- 
generative change  in  pituitary  adenoma  with  radiotherapy  and 
detection  by  cerebral  computed  tomography,  Am.  J.  Med.  63: 109 
(July)  1977. 

8.  Uihlein,  A.,  Balfour,  W.  M.,  and  Donovan,  P.  F.:  Acute 
hemorrhage  into  pituitary  adenomas,  J.  Neurosurg.  14:  140 
(1957). 

9.  Brougham,  M.,  Heusner,  A.  P.,  and  Adams,  R.  D.:  Acute 
degenerative  changes  in  adenomas  of  the  pituitary  body — with 
specific  reference  to  pituitary  apoplexy,  ibid.  7:  421  (1950). 

10.  Lascelles,  R.  G.,  Bhalla,  K.  K.,  Tuck,  S.  J.,  and  Graves,  P.: 
Meningitis  as  the  presenting  symptom  of  pituitary  adenomata, 
Postgrad.  M.J.  49:  362(1973).' 

11.  VanWagenen,  W.  P.:  Hemorrhage  into  pituitary  tumor 
following  trauma,  Ann.  Surg.  95:  625  (1932). 

12.  Lopez,  I.  A.:  Pituitary  apoplexy,  J.  Oslo  City  Hosp.  20: 
17  (1970). 

13.  Shenkin,  H.  A.:  Relief  of  amblyopia  in  pituitary  apoplexy 


Clinical  Clues 

— Melanoma  has  the  highest  rate  of  metastases  to  the 
heart,  70  percent,  and  leukemia  the  second  highest 
rate,  37  percent. 

— Evidence  indicates  that  hepatitis  B virus  (HBV)  is 
sometimes  associated  with  the  production  of  tissue 
injury  outside  the  liver.  The  association  of  the  hep- 
atitis B surface  antigen  (HBSAS)  with  polyarteritis 
nodosa  and  immune-complex  glomerulonephritis  has 
been  established  (Gocke,  D.  J.:  Extrahepatic  mani- 
festations of  viral  hepatitis,  Am.  J.  M.  Sc.  270:  49 
(1975)). 

— Hypokalemia  may  become  aggravated  with  the  de- 
velopment of  ventricular  arrhythmias  in  patients  re- 
ceiving 5 percent  dextrose  in  water  even  with  added 
potassium  in  the  solution  (Kunin,  A.  S.,  et  al.:  De- 
crease in  serum  potassium  concentrations  and  ap- 
pearance of  cardiac  arrhythmias  during  infusion  of 
potassium  with  glucose  in  potassium-depleted  pa- 
tients, New  England  J.  Med.  266:  228  (1962)). 

— Up  until  the  age  of  60  the  most  common  cause  of  aortic 

valve  stenosis  is  rheumatic  heart  disease.  By  the 
beginning  of  the  seventh  decade  rheumatic  valvular 
aortic  stenosis  is  less  prevalent,  and  the  lesion  of  cal- 
cified congenital  bicuspid  valve  becomes  more  com- 
mon. Calcified  bicuspid  valve  is  the  most  common 
lesion  of  aortic  stenosis  from  age  60  to  75.  After  the 
age  of  75  calcific  aortic  stenosis  acquired  from  de- 
generation of  a normally  formed  valve  occurs  as  fre- 
quently as,  or  more  frequently  than,  that  from  a cal- 
cified congenital  bicuspid  valve.  All  these  lesions  are 
foci  of  increased  susceptibility  to  the  development  of 
endocarditis  (Kaye,  D.:  Infective  Endocarditis, 

University  Park  Press  (1976)). 

— In  5 percent  of  women  with  gonococcal  infection  only 
the  anorectal  culture  contains  gonococci.  In  general, 
gonococci  can  be  isolated  from  the  rectum  in  20  to  50 
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percent  of  women  with  gonorrhea  and  occasionally  can 
produce  symptomatic  proctitis. 

— Arthritis  is  the  most  common  form  of  clinically  rec- 
ognized disseminated  gonococcal  infection;  it  usually 
occurs  within  one  to  three  weeks  after  initial  infection 
in  the  genital  tract  but  may  follow  pharyngeal  or  rectal 
infection. 

Tenosynovitis,  which  is  rarely  observed  in  other  types 
of  pyogenic  arthritis,  is  common  in  gonococcal  ar- 
thritis and  most  occurs  about  the  wrists  and  ankles. 

— The  arthritis  which  occurs  in  disseminated  gonococcal 
infection  is  polyarticular  in  about  75  percent  of  the 
cases,  most  commonly  involving  the  knees,  ankles,  and 
wrists,  but  it  may  involve  any  joint  of  the  body. 

— Only  about  one  third  of  the  men  who  develop  dis- 
seminated gonococcal  disease  have  urethritis,  and 
even  fewer  have  a discharge  (McCord,  W.  C.,  et  al.: 
Arch.  Int.  Med.  137:  858  (1977)). 

— Low-back  pain,  which  occurs  commonly  in  Reiter’s 
disease,  is  virtually  unheard  of  in  gonococcal  dis- 
ease. 

— Neisseria  gonorrhea  is  isolated  in  the  joint  fluid  in 
only  25  to  50  percent  of  the  cases. 

— Tenosynovitis  occurs  more  frequently  with  dissemi- 
nated gonorrhea  than  in  any  other  type  of  arthritis. 

— Pharyngeal  gonococci  are  associated  with  dissemi- 
nated gonococcal  infection.  Almost  20  percent  of  a 
small  series  of  patients  with  disseminated  infection 
had  positive  pharyngeal  cultures,  and  in  many  it  was 
the  only  site  of  localized  infection  (Wiesner,  P.  J.,  et 
al.:  Clinical  spectrum  of  pharyngeal  gonococcal  in- 
fection, New  England  J.  Med.  228:  181  (1972)). 

— Infection  of  the  anorectum  is  common  in  women  who 
have  gonorrhea  of  the  endocervix.  Of  737  women  who 
attended  venereal  disease  clinics  and  who  had  endo- 
cervical  infection,  58  percent  were  also  infected  in  the 
rectum  (Schroeter,  A.  L.,  and  Reynolds,  G.:  The 
rectal  culture  as  a test  of  cure  of  gonorrhea  in  the  fe- 
male, J.  Infect.  Dis.  125:  499  (1972)). 
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The  appendix  epididymis  is  one  of  the  five  testic- 
ular (intrascrotal)  appendages  localized  on  the  caput 
major  of  the  epididymis.  Appendix  epididymis  is 
found  in  21  to  34  percent  of  autopsies  and  is  multiple 
in  8 percent  of  cases.  All  were  reported  as  pedunc- 
ulated structures.1’2 

Torsion  of  the  appendix  epididymis  is  a rare  entity. 
When  the  literature  is  reviewed,  one  can  find  only  a 
few  reported  cases,  and  these  are  reported  with  ap- 
pendix testis  torsions.3-4 

Appendix  epididymis  torsions  reported  to  date 
were  all  twisted  around  their  own  peduncles.  In  our 
case,  the  torsion  occurred  around  a fibrous  band 
which  existed  between  the  peduncle  of  the  appendix 
epididymis  and  the  point  at  which  the  appendix 
testis  is  normally  found,  although  the  appendix  testis 
was  absent. 

Case  report 

A 13-year-old  white  male  was  admitted  to  our 


service.  The  patient  complained  of  pain  in  the  right 
side  of  the  scrotum  of  three  days’  duration.  There 
was  no  history  of  prior  injury. 

Examination  revealed  an  enlarged,  inflamed  right 
hemiscrotum.  The  right  testis  and  epididymis  were 
normal,  but  there  was  an  extremely  tender  mass 
measuring  1.5  by  1 cm.,  localized  about  the  caput 
epididymis.  Manipulation  of  the  right  testis  did  not 
alter  the  pain.  Findings  on  urinalysis,  chest  x-ray 
view,  and  complete  blood  count  were  all  within  nor- 
mal limits. 

An  emergency  scrotal  exploration  was  performed 
on  preoperative  diagnosis  of  torsion  of  the  appendix 
epididymis  or  appendix  testis.  On  opening  the  right 
tunica  vaginalis,  a few  cubic  centimeters  of  clear  fluid 
were  evacuated.  The  testis  and  epididymis  were 
found  to  be  normal.  A twisted,  edematous  1 by 
1.5-cm.  appendix  epididymis  was  observed  on  the 
caput  epididymis.  The  torsion  had  occurred  around 
a fibrous  band  which  arose  from  the  point  where  the 
appendix  testis  would  have  been  found,  and  attached 
to  the  peduncle  of  the  appendix  epididymis  (Fig.  1). 
Other  intrascrotal  appendages  were  absent.  After 
detorsion  of  the  appendage,  complete  resection  of  the 
appendix  epididymis  and  the  fibrous  band  was  per- 
formed. The  left  scrotum  was  explored  but  there 
were  no  appendages,  not  even  an  appendix  epididy- 
mis. The  scrotum  was  closed  without  drainage,  and 
after  noneventful  postoperative  recovery,  the  patient 
was  discharged  on  the  third  hospital  day. 

Pathologic  report 

Columnar  epithelium  lined  the  inner  surface  of  the 
cystic  channels  embedded  in  a loose  stroma.  These 
channels  were  surrounded  by  inflammatory  cell  in- 
filtration and  distended  blood  vessels. 

Comment 

The  precise  term  “appendix  epididymis”  was  first 
introduced  by  Griffiths  in  1893.5  The  appendix 
testis  is  attached  to  the  upper  pole  of  the  testis  near 
the  junction  of  the  epididymis  and  is  believed  to  be 


FIGURE  1.  (A)  Twisted  appendix  epididymis.  (B)  Untwisted  appendix  epididymis. 
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FIGURE  1.  (C  and  D)  Diagramatic  representation. 


a Mullerian  duct  vestige.  The  appendix  epididymis 
arises  on  the  caput  major  and  is  thought  to  represent 
Wolffian  duct  remnants.4-6 

The  appendix  testis  was  absent.  In  its  place  a fi- 
brous band  existed  which  attached  to  the  peduncle 
of  appendix  epididymis. 

Since  the  embryologic  origins  of  appendix  epidid- 
ymis and  the  fibrous  hand  are  different,  conjunction 
of  these  two  structures  is  open  to  further  investiga- 
tion and  discussion. 

Summary 

A case  of  torsion  of  appendix  epididymis  due  to  a 
fibrotic  band  is  presented.  Such  a torsion  of  ap- 
pendix epididymis  is  not  encountered  in  the  litera- 
ture. Although  the  mechanism  of  the  torsion  is  ap- 


Clinical Clues 

Anorectal  infection  usually  occurs  on  the  basis  of 
contamination  of  the  rectum  by  infected  vaginal  dis- 
charge; it  is  not  caused  by  anal  intercourse  (Wiesner, 
P.  J.,  et  al.:  Clinical  spectrum  of  pharyngeal  gono- 
coccal infection,  New  England  J.  Med.  228:  181 
(1972)). 

In  men,  anorectal  infection  is  rare  and  is  essentially 


parent,  the  conjunction  of  differently  originated 
structures  requires  further  investigation. 

References 

1.  Rolnick,  D.,  Kawanoue,  S.,  Szanto,  P.,  and  Bush,  I.  M.: 
Anatomical  incidence  of  testicular  appendages,  -J.  Urol.  100:  755 
(1968). 

2.  Jones,  P.:  Torsion  of  the  testis  and  its  appendages  during 
childhood.  Arch.  Dis.  Childhood  37:  214  (1962). 

3.  Seidel,  R.  F.,  and  Yeaw,  R.  C.:  Torsion  of  the  appendix 
testis  and  appendix  epididymis:  a report  of  8 cases,  J.  Urol.  63: 
714  (1950). 

4.  Ambrose,  S.  S.,  and  Skandalakis,  J.  E.:  Torsion  of  the  ap- 
pendix epididymis  and  testis:  report  of  six  episodes,  ibid.  77:  51 
(1957). 

5.  Griffiths,  J.:  Observations  on  the  appendix  of  the  testicle 
and  the  cysts  of  the  epididymis,  the  vasa  efferentia,  and  the  rete 
testis,  J.  anat.  et  physiol.  28:  107  (1893-1894). 

6.  Rose,  M.  B.,  and  Pambakian,  H.:  Bilateral  torsion  of  the 
appendix  testis,  J.  Urol.  110:  408  (1973). 


limited  to  homosexuals. 

Dissemination  of  gonorrhea  occurs  in  approximately 
1 to  3 percent  of  patients  with  gonorrhea  (Holmes,  K. 
K.,  et  al.:  The  gonococcal  arthritis-dermatitis  syn- 
drome, Ann.  Int.  Med.  75:  470  (1971)). 
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A distinction  between  asthma  and  chronic  ob- 
structive lung  disease  is  important  prior  to  the  ad- 
ministration of  propranolol.  Propranolol’s  usage  is 
contraindicated  in  patients  with  asthma,  whereas 
propranolol  may  be  used  cautiously  in  patients  with 
chronic  obstructive  lung  disease  without  evidence  of 
bronchospasm.1  Typically,  the  clinical  evaluation 
and  pulmonary  function  testing  differentiate  the 
patient  with  asthma  from  the  patient  with  chronic 
obstructive  lung  disease. 

Rarely,  the  presentation  of  asthma  is  atypical. 
Variant  asthma  is  a form  of  asthma  that  presents 
symptoms  of  periodic  coughing  and/or  exercise- 
induced  dyspnea  without  evidence  of  wheezing.  The 
following  case  report  and  discussion  will  emphasize 
the  clinical  and  physiologic  features  of  variant 
asthma. 

Case  report 

A 62-year  old  male  was  admitted  to  the  coronary 
care  unit  for  unstable  angina.  His  past  history  re- 
vealed a prior  diagnosis  of  “chronic  obstructive  lung 
disease.”  He  had  a 25-year  smoking  history,  but  had 
not  smoked  in  the  past  20  years.  Since  his  recovery 
from  an  upper  respiratory  infection  three  years  ear- 
lier, he  had  had  a periodic  cough  which  would  occur 
in  paroxysms  and  was  nonproductive.  He  had  never 
sought  medical  advice,  since  the  cough  was  always 
short-lived.  He  denied  dyspnea,  wheezing,  prior 
history  of  asthma,  allergies,  or  a family  history  of 
asthma.  On  previous  examination  his  physician  did 
not  appreciate  any  wheezing  on  auscultation  of  the 
chest.  Three  months  earlier  pulmonary  function 
testing  revealed  a low-normal  forced  midexpiratory 


flow  rate  (82  percent  of  that  predicted)  that  increased 
by  40  percent  after  bronchodilatation.  The  timed 
vital  capacity  in  one,  two,  and  three  seconds  was 
slightly  reduced  and  did  not  improve  after  bron- 
chodilators.  The  total  lung  capacity  and  its  subdi- 
visions were  normal. 

Although  he  had  evidence  of  bronchospasm,  this 
was  not  appreciated,  and  he  was  begun  on  an  in- 
creasing dosage  of  propranolol  for  his  angina.  The 
rapid  development  of  dyspnea  paralleled  the  in- 
creasing dose  of  propranolol  until  he  was  severely 
short  of  breath  at  rest  with  diffuse  bilateral  wheezing. 
The  physical  examination  and  roentgenogram  of  the 
chest  failed  to  demonstrate  congestive  heart  failure. 
Bedside  pulmonary  function  testing  was  compatible 
with  severe  bronchospasm  (forced  expiratory  volume 
in  1 second  of  0.5  L.  and  forced  vital  capacity  of  1 L.). 
Vigorous  bronchodilator  therapy  (intravenous  ami- 
nophylline,  steroids,  and  an  inhalational  beta-2- 
adrenergic  agent)  along  with  discontinuation  of 
propranolol  resulted  in  the  reversal  of  his  severe 
bronchospasm.  The  continuation  of  oral  amino- 
phylline  resulted  in  the  disappearance  of  his  dyspnea 
and  cough. 

Comment 

It  is  well  known  that  propranolol  is  contraindicated 
in  patients  with  reversible  airway  obstruction  be- 
cause of  its  action  as  a beta-blocker.  Therefore, 
propranolol  is  avoided  in  bronchial  asthma  as  well  as 
in  chronic  obstructive  lung  disease  with  a significant 
bronchospastic  component.  Judicious  use  of  pro- 
pranolol then  depends  to  some  extent  on  being  able 
to  identify  those  patients  who  are  at  risk  for  devel- 
oping bronchospasm.  Under  most  circumstances  a 
good  history  and  physical  examination  are  all  that  are 
required  to  make  this  identification,  assuming  that 
the  patient  is  queried  about  a history  of  asthma  or 
episodes  of  wheezing.  In  the  physical  examination, 
the  use  of  repeated  forced  expiratory  maneuvers  can 
be  used  to  produce  wheezing.  Other  symptoms  that, 
in  addition  to  wheezing,  are  parts  of  the  symptom 
“triad”  of  asthma  are  dyspnea  and  cough.  Asthma 
can  appear  in  an  atypical  fashion.  In  such  cases,  the 
diagnosis  of  asthma  is  based  on  identifying  reversible 
airway  obstruction. 

In  the  case  presented  here,  the  predominant 
symptom  was  a paroxysmal  cough.  We  have  recently 
seen  several  patients  with  only  a cough,  in  whom 
wheezing  was  either  not  found  on  auscultation  or 
when  found  could  be  elicited  only  after  repeated 
forced  expirations.  A complete  evaluation  including 
chest  roentgenograms  disclosed  no  abnormalities  in 
any  patients.  Prior  to  the  diagnosis  of  variant 
asthma,  several  patients  had  a bronchoscopic  eval- 
uation which  revealed  normal  findings  in  all  in- 
stances. Evidence  of  reversible  airway  obstruction 
was  found  on  pulmonary  function  testing,  with  the 
cough  disappearing  during  bronchodilator  therapy. 
In  cases  such  as  these,  it  is  not  obvious  that  one  is 
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dealing  with  asthma  and,  consequently,  that  pro- 
pranolol may  be  contraindicated. 

It  is  not  well  known  that  asthma  can  he  present  as 
a cough  alone.  Glauser2  reported  several  patients  who 
had  chronic  persistent  cough,  worse  in  the  early 
morning  and  unrelieved  by  the  usual  antitussive 
measures.  They  had  mostly  normal  auscultatory 
findings,  and  yet  demonstrated  reversible  airway 
obstruction  by  pulmonary  function  testing.  His 
patients  all  had  eosinophilia,  and  all  had  a marked 
and  rapid  response  to  bronehodilators  and  short- 
term steroids.  McFadden3  described  two  subgroups 
of  patients  with  either  exertional  dyspnea  or  cough. 
Cough  in  these  patients  was  characterized  as  episodic 
in  nature,  with  each  episode  varying  in  duration  from 
hours  to  days.  Auscultatory  findings  were  normal 
during  slow  vital  capacity  maneuvers;  however,  all 
showed  prolonged  forced  expiratory  times,  three  of 
seven  wheezed  on  repeated  maximum  forced  expi- 
ration, and  pulmonary  function  testing  revealed  re- 
versible airway  obstruction.  All  reversed  these  ab- 
normalities after  one  week  of  oral  bronchodilator 
therapy.  Physiologic  testing  may  be  normal  initially 
in  children  with  variant  asthma  requiring  postexer- 
cise pulmonary  function  testing  to  document  re- 
versible obstructive  airway  disease.4  Methacholine 
challenge  can  be  used  to  diagnose  the  hyperreactivity 
of  patients  with  variant  asthma  when  routine  tests 
of  pulmonary  function  divulge  normal  findings.5*6 
Thus,  there  is  variability  in  the  presentation  of 
asthma,  and  of  such  an  extent  that  the  diagnosis  may 
in  some  cases  not  be  considered.  Cough  as  the  only 
complaint  can  be  one  of  the  variant  presentations. 
In  patients  in  whom  the  use  of  propranolol  is  being 
considered  and  the  presence  of  contraindications  to 
its  use  being  investigated,  a history  of  cough  should 
raise  the  possibility  of  asthma.  In  these  patients  only 
a minimum  of  historic,  auscultatory,  and  laboratory 
evidence  should  be  needed  to  suggest  the  diagnosis 
of  asthma.  Most  patients  with  variant  asthma  will 
manifest  airways  obstruction  on  pulmonary  function 


testing  that  reverses  after  bronehodilators.  In  some 
patients,  reversible  airways  obstruction  is  revealed 
only  after  exercise  and/or  methacholine  challenge. 

An  awareness  of  the  entity  variant  asthma  will 
enable  clinicians  to  better  define  the  etiology  of  ep- 
isodic coughing.  The  importance  of  recognizing 
variant  asthma  lies  in  the  therapeutic  implications 
of  such  a diagnosis.  Specifically,  bronchodilator 
therapy  reverses  the  airways  obstruction,  and  pro- 
pranolol is  contraindicated. 

Summary 

A patient  with  a past  history  of  periodic  coughing 
developed  severe  bronchospasm  while  on  propran- 
olol. An  initial  evaluation  failed  to  diagnose  asthma 
because  of  the  absence  of  periodic  wheezing  and  dys- 
pnea. Asthma  may  appear  atypically  with  either 
symptoms  of  coughing  and/or  exercise-induced  dys- 
pnea without  wheezing.  This  case  report  and  dis- 
cussion emphasize  the  clinical  and  physiologic  fea- 
tures of  variant  asthma. 

Department  of  Medicine 
St.  Mary’s  Hospital 
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Foreign  bodies  are  not  infrequently  found  in  the 
bladders  of  patients  with  lower-tract  irritative 
symptoms  or  urinary  tract  infection.  Nonabsorbable 
suture  materials  such  as  silk,  Dacron,  or  Tevdek  are 
often  discovered  when  evaluating  voiding  symptoms 
following  Marshall-Marchetti  urethropexy.1  How- 
ever, the  finding  of  such  material  in  the  bladder 
causing  late  complications  after  prostatic  surgery  is 
a rare  occurrence.  Two  illustrative  cases  are  pre- 
sented. 

Case  reports 

Case  1.  A 57-year-old,  white  male,  underwent  a 
radical  retropubic  prostatectomy  for  a moderately, 
well-differentiated,  adenocarcinoma,  clinical  stage 
B2,  pathologic  stage  C.  His  postoperative  course  was 
prolonged  by  persistent  leakage  from  the  vesicoure- 
thral anastomosis.  This  resolved  within  several 
weeks.  The  patient  was  asymptomatic  for  a six- 
month  period  when  he  noted  dysuria,  terminal  he- 
maturia, and  urethral  bleeding.  On  physical  ex- 
amination it  was  noted  that  the  lower  midline  ab- 
dominal scar  was  well  healed  and  no  rectal  abnor- 
mality was  present.  Excretory  urography  showed 
normal  findings.  At  cystoscopy  a black,  granular 
area  was  noted  at  the  bladder  neck  in  the  12:00 
o’clock  position.  Concerned  that  this  represented 
a tumor  recurrence,  cystopanendoscopy  and  resec- 
tion of  this  suspicious  area  were  performed.  The 
specimen  grossly  consisted  of  knotted  suture  material 
(Fig.  1).  Analysis  of  the  suture  revealed  it  to  be 
polyglycolic  acid  (Dexon),  the  “absorbable”  suture 
that  was  used  for  the  vesicourethral  anastomosis. 
Postoperatively  the  patient’s  symptoms  quickly 
subsided. 

* The  views  of  t he  aut  hors  do  not  necessarily  reflect  those  of 
the  United  States  Navy  or  the  Department  of  Defense. 


FIGURE  1.  Unaltered  polyglycolic  acid  suture  found  in 
bladder  neck  six  months  after  radical  retropubic  prostatec- 
tomy. 


Case  2.  A 57-year-old  white  male  underwent  an 
uneventful  transurethral  prostatectomy  after  many 
years  of  severe  prostatism.  Two  months  after  sur- 
gery, he  developed  Escherichia  coli  urinary  tract 
infection.  In  spite  of  successful  treatment  of  the 
infection,  he  continued  to  have  lower-tract  irritative 
symptoms  as  well  as  persistent  penile  pain  and 
postvoid  dribbling.  Findings  on  physical  examina- 
tion and  the  excretory  urogram  were  normal. 
However,  on  cystoscopic  examination,  five  months 
post-transurethral  resection,  an  irregular,  erythem- 
atous, granular-appearing  area  was  noted  on  the  right 
side  of  the  bladder  neck.  Attached  to  this  area  was 
a portion  of  proline  suture  surrounded  by  calcareous 
deposits  (Fig.  2).  The  suture  was  removed  with 
clamshell  biopsy  forceps.  The  patient’s  symptoms 
cleared.  Analysis  of  the  stone  revealed  60  percent 
calcium  oxylate  dihydrate  and  40  percent  calcium 
carbapatite.  This  case  illustrates  the  iatrogenic 
displacement  of  a foreign  body  into  the  bladder. 
Prior  to  the  transurethral  resection,  a bilateral  vas- 
ectomy was  performed  using  proline  suture  to  ligate 
the  vas  deferens.  A portion  of  suture  may  have  been 
caught  on  the  end  of  the  resectoscope  sheath,  or  the 
resectoscope  itself,  and  introduced  into  the 
bladder. 


I 
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FIGURE  2.  Proline  suture  with  calcium  deposits,  removed 
from  bladder  neck  five  months  after  transurethral  resection 
of  prostate. 


Comment 

The  average  patient  should  be  completely  recov- 
ered and  free  of  complications  four  to  six  weeks  fol- 
lowing prostatectomy.  Persistent  symptoms,  no 
matter  how  slight,  beyond  a two-month  period,  re- 
quire a careful  search  for  any  obstructive  factor,  in- 


fection, or  neoplasm.2 

The  newer  varieties  of  absorbable  suture  material 
used  in  urologic  surgery  may  not  be  absorbed.  This 
was  demonstrated  in  our  first  case  by  the  suture’s 
unaltered  state  six  months  after  surgery.  Polygly- 
colic  acid  suture  on  epithelial  surfaces  appears  not 
to  be  absorbed  in  a predictable  fashion. 

Although  it  is  uncommon  to  introduce  suture 
material  into  the  bladder  during  endoscopic  surgery, 
pieces  of  suture  or  other  foreign  material  on  the  back 
table  or  near  the  operative  field  may  be  carried  into 
the  urethra,  as  illustrated  in  our  second  case. 
Careful  inspection  of  the  urethra  and  bladder  is, 
therefore,  of  utmost  importance  on  completion  of 
transurethral  resection. 

Bladder-neck  contracture,  residual  tissue,  or 
urethral  stricture  are  common  findings  as  late  com- 
plications of  prostatectomy.  Retained  suture  ma- 
terial as  a complication  of  prostatectomy  is  extremely 
uncommon.  Removal  of  this  foreign  body  will  usu- 
ally relieve  the  patient’s  symptoms,  as  was  demon- 
strated in  the  two  cases  presented. 

Summary 

Late  complications  following  prostatectomy  are 
usually  secondary  to  bladder-neck  contracture, 
stricture,  or  residual  prostatic  tissue.  Two  cases  are 
described  where  delayed  complications  were  related 
to  suture  material  placed  or  displaced  into  the 
bladder  neck  at  time  of  prostatic  surgery. 

Department  of  Urology 
Washington  Hospital  Center 
1 10  Irving  Street,  N.W. 
Washington,  D.C.  20010 
(CAPT.  EDSON) 
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The  incidence  and  sites  of  anaerobic  infections  have 
increased  dramatically  in  the  past  few  years.  This 
is  undoubtedly  due,  in  part,  to  the  fact  that  the 
ability  to  retrieve  more  fastidious  organisms  has  in- 
creased, and  to  a better  appreciation  of  their  role  in 
particular  clinical  settings.  Prostatic  abscesses  due 
to  anaerobic  organisms  remain  an  exception.  To 
date,  only  six  cases  can  be  found  in  the  literature.1’2 
In  only  two  of  these  does  it  appear  that  the  abscess 
was  purely  anaerobic.  We  report  here  an  additional 
case  and  suggest  some  clinical  and  laboratory  clues 
which  may  suggest  the  possibility  of  an  anaerobic 
prostatic  abscess. 

Case  report 

The  patient  was  a 44-year-old  black  male  who 
noted  rectal  discomfort  12  days  prior  to  admission. 
Five  days  later  he  developed  rectal  tenesmus,  urinary 
urgency  and  frequency,  and  shaking  chills.  He  was 
seen  in  the  emergency  room  at  Kings  County  Hos- 
pital and  was  admitted  to  the  medical  service  for 
presumed  sepsis.  Past  history  revealed  that  at  age 
16  he  was  treated  for  gonorrhea.  He  denied  any 
sexual  contact  over  the  last  two  years. 

On  physical  examination,  the  patient  was  noted  to 
be  diaphoretic.  His  temperature  was  1006oF.  and  his 
pulse  115  and  regular.  On  rectal  examination,  his 
prostate  was  uniformly  enlarged,  boggy,  and  mark- 
edly tender.  He  developed  a rigor  just  after  prostatic 
examination  lasting  15  minutes.  Findings  on  the 
remainder  of  his  physical  examination  were  essen- 
tially normal.  Abnormal  laboratory  test  results  in- 
cluded a white  blood  cell  count  of  29,000  with  95 
percent  polymorphonucleocytes,  and  urinalysis 
showed  5 to  7 white  blood  cells  per  high-power  field 
in  an  unspun  specimen.  His  urine  was  malodorous 
and  on  Gram  stain  of  unsedimented  urine  showed 
many  gram-positive  cocci  in  clumps  and  small  pleo- 
morphic gram-negative  rods.  Blood  cultures  were 


taken  and  the  patient  begun  on  trimethoprim/sul- 
famethoxazole, two  tablets  every  12  hours,  for  pre- 
sumed prostatitis. 

His  symptoms  continued,  and  his  temperature  rose 
to  105°F.  despite  36  hours  of  therapy.  Result  of  test 
on  routine  culture  of  the  urine  was  reported  as  neg- 
ative. The  patient  underwent  proctoscopy  on  the 
third  hospital  day,  and  a large  mass  over  the  prostatic 
area  was  found.  A draining  sinus  tract  from  this 
mass  was  noted,  and  material  taken  from  it  was  cul- 
tured anaerobically  within  30  minutes  of  retrieval. 
The  pus  was  characterized  as  pungent,  nonfecaloid 
in  odor,  and  showed  gram-positive  cocci  and  rods, 
and  gram-negative  rods  on  Gram  stain.  Because  the 
patient  refused  suprapubic  puncture,  a second 
midstream  urine  specimen  was  obtained  at  this  time 
and  similarly  cultured.  Gram  stain  of  this  urine  also 
revealed  gram-positive  cocci  and  gram-negative  rods. 
Media  used  for  culture  of  these  specimens  included 
blood  agar  and  PEA  (phenylethyl  alcohol)  for  an- 
aerobic isolation  and  blood  agar,  MacConkey,  and 
Thayer-Martin  cultures  for  aerobic  growth.  Aerobic 
cultures  of  both  specimens  were  performed  under  a 
10  percent  carbon  dioxide  atmosphere.  Clindamy- 
cin, 600  mg.  intravenously  every  six  hours,  was  added 
on  the  third  hospital  day.  The  patient  improved 
dramatically,  with  marked  reduction  of  tenesmus 
and  dysuria,  and  became  afebrile.  Cultures  of  his 
urine  grew  only  Peptococcus  asaccharolyticus  while 
the  material  from  the  mass  grew  P.  asaccharolyticus 
and  Eubacterium  lentum.  Failure  to  recover  the  E. 
lentum  may  reflect  failure  to  use  prereduced  medi- 
um. No  facultative  organisms  were  found  in  either 
urine  or  pus. 

The  patient  continued  to  do  well,  his  white  count 
became  normal,  and  his  prostate  was  no  longer  tender 
to  palpation  after  five  days  of  clindamycin  and 
spontaneous  drainage  per  rectum.  Proctoscopy  was 
again  performed  10  days  after  admission  and  failed 
to  show  the  previous  mass.  Barium  enema  did  not 
reveal  a rectovesicular  fistula.  The  patient  was 
discharged  after  two  weeks  of  therapy  and  was 
scheduled  for  cystoscopy  by  the  urology  service  as  an 
outpatient. 

Comment 

Prior  to  the  development  of  penicillin,  the  most 
common  cause  of  prostatic  abscess  was  Neisseria 
gonorrhoeae ,3'4  Since  that  time  the  Enterobacter- 
iaceae  have  become  the  most  frequently  reported 
causes  of  prostatic  abscess,  particularly  in  patients 
with  a history  of  urinary-tract  obstruction.  Prostatic 
infections  may  develop  as  a result  of  metastatic 
spread  from  other  sites,  direct  extension  from  pos- 
terior urethritis  or  cystitis,  or  after  surgical  manip- 
ulation.1’4 Seminal  fluid  has  been  shown  to  have 
antibacterial  activity.5  Mardh  and  Colleen6  found 
this  inhibitory  quality  to  be  related  to  the  zinc  and 
magnesium  concentrations  of  the  semen,  heat  stable, 
dialyzable,  and  ether  extractable.  Furthermore,  the 
spectrum  of  activity  was  fairly  specific  in  that 
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gram-positive  organisms,  with  the  exception  of 
Streptococcus  faecalis,  were  regularly  inhibited 
while  gram-negative  organisms  and  anaerobes  were 
not.  These  findings  are  in  keeping  with  the  fact  that 
most  organisms  with  a presumptive  ascending  route 
of  infection  of  the  prostate  are  Enterobacteriaceae 
and  enterococci.  The  role  of  anaerobic  organisms  in 
prostatic  infections  is  less  well  defined.  Anaerobic 
infections  of  the  prostate  have  been  found  following 
surgical  procedures  on  the  genitourinary  tract,  but 
only  rarely  without  manipulation.1  Fishbach  and 
Finegold1  described  an  anaerobic  prostatic  abscess 
in  which  Fusobacterium  gonidiaformans  and  Pep- 
tococcus  species  were  isolated.  Finegold,  Miller  and 
Merrill7  have  stressed  the  presence  of  anaerobic  or- 
ganisms in  the  anterior  urethra.  Others  have  either 
been  unable  to  find  anaerobes  in  the  genitourinary 
tract  with  acceptable  anaerobic  technique,  or  found 
anaerobic  organisms  in  less  than  10  percent  of  pa- 
tients with  histories  consistent  with  chronic  urethritis 
or  chronic  prostatitis.^-10  If  a routine  urine  Gram 
stain  had  not  been  performed,  or  if  our  patient  had 
not  had  symptoms  referrable  to  the  urogenital  tract, 
fever  of  undetermined  origin  might  have  been  the 
diagnosis  in  this  case.  How  often  this  is  the  case  is 
not  known,  but  in  a large  series  of  cases  with  prostatic 
abscess  Trapnell  and  Roberts4  found  only  22  percent 
of  cases  presented  with  prostatism  and  only  30  per- 
cent with  symptoms  of  a urinary  tract  infection.4 

The  diagnosis  of  prostatic  abscess  may  be  sus- 
pected on  a clinical  and  an  historic  basis.  F requently 
patients  are  diabetic  and  may  complain  of  urgency, 
frequency,  or  urinary  retention.11  They  may  also 
describe  urinary  and  rectal  tenesmus  or  perineal 
discomfort.4-12  On  physical  examination,  the  patient 
will  have  fever.  The  prostate  will  appear  large  and 
fluctuant,  and  the  patient  may  experience  rigors 
during  or  after  prostatic  examination.  A routine 
urine  culture  and  urine  Gram  stain  in  prostatic  ab- 
scess can  give  valuable  information.  Urine  should 
be  collected  as  a midstream  or  suprapubic  specimen 
after  prostatic  massage.  If  organisms  are  observed 
on  Gram  stain,  but  fail  to  grow  on  appropriate  media, 
this  suggests  the  possibility  of  an  anaerobic  organism. 
Some  clue  may  also  be  obtained  by  the  morphology 
of  the  organisms  on  Gram  stain.  Potentially,  an 
additional  guide  in  the  diagnosis  of  prostatic  infec- 
tions, including  abscess,  is  the  demonstration  of 
antibody-coated  bacteria  from  urine.13  Since  or- 
ganisms present  in  the  urethra  or  bladder  are  not 
usually  coated  with  antibody,  the  presence  of  anti- 
body-coated organisms  in  the  urine  obtained  after 
prostatic  massage,  might  be  indicative  of  an  infec- 
tious process  in  the  prostate,  especially  if  the  patients 
presented  evidence  of  prostatism  and  not  of  glo- 
merulonephritis. 

The  abscess  may  spontaneously  drain  into  the 
rectum  as  our  patient’s  did,  but  more  commonly, 
drainage  must  be  obtained  by  surgical  means.4 
Becker  and  Harrin,12  and  Youngen,  Mahoney,  and 
Persky11  have  suggested  percutaneous  needle  aspi- 
ration of  the  prostate  as  both  a diagnostic  and  po- 


tentially therapeutic  tool.  Antimicrobial  therapy 
must  be  considered  adjunctive  and  directed  against 
the  organisms  isolated.  For  sensitive  organisms 
trimethoprim/sulfamethoxazole  represents  an  ef- 
fective agent  with  good  tissue  penetration.  In  pa- 
tients in  whom  the  prostate  is  drained  and  not  re- 
moved, close  urologic  follow-up  is  suggested  to  rule 
out  redevelopment  of  a partially  drained  abscess. 

The  antibiotics  chosen  should  be  tailored  for  the 
organisms  when  an  organism  is  retrieved.  For  sen- 
sitive organisms  trimethoprim/sulfamethoxazole 
represents  an  effective  agent  with  good  tissue  pene- 
tration. For  anaerobic  organisms,  however,  no 
suitable  drug  exists  at  present  which  both  achieves 
good  prostatic  tissue  levels  and  retains  activity  at 
prostatic  pH.  For  anaerobic  abscesses  of  the  pros- 
tate we  recommend  surgical  drainage  and  appropri- 
ate adjunctive  antibiotics  to  minimize  the  possibility 
of  bacteremia  and  metastatic  spread. 

Summary 

Prostatic  abscesses  due  to  anaerobic  bacteria  are 
rare.  A case  is  described  of  a prostatic  abscess  in 
which  only  anaerobes  (Peptococcus  asaccharolyticus 
and  Eubacterium,  lentum ) were  recovered.  The 
importance  of  collecting  proper  specimens,  as  well 
as  how  they  should  be  processed,  is  discussed.  An- 
tibiotic selection  as  well  as  patient  management  is 
reviewed. 

Infectious  Disease  Division 
Department  of  Medicine 
State  University  Hospital 
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FIGURE  1.  Abdominal  ultrasound,  transverse  section,  1 cm. 
below  xiphoid  process. 


A noninvasive  technique  for  diagnosing  dextro- 
cardia with  situs  inversus  by  radionuclide  imaging 
and  ultrasonography  of  the  liver  and  spleen  is  de- 
scribed. A dynamic  flow  study  prior  to  liver  and 
l spleen  scintigraphic  study  gives  useful  information 
about  the  orientation  of  the  heart  chambers  and  the 
major  vessels  in  the  thorax,  in  addition  to  the  flow 
patterns  of  the  liver  and  spleen. 

Case  report 

A 64-year-old  white  male  was  admitted  with  a 
three-year  history  of  shortness  of  breath,  which  was 
markedly  increasing  over  the  three  weeks  prior  to 
admission.  He  also  had  paroxysmal  nocturnal 
dyspnea,  ankle  edema,  and  malaise.  He  had  lost  50 
pounds  in  three  years,  which  he  attributed  to  a 
physically  active  new  job.  The  relevant  past  history 
revealed  that  the  patient  was  told  during  a routine 
physical  examination  while  in  the  Navy  that  he  had 
situs  inversus. 

The  physical  examination  revealed  the  point  of 
maximum  impulse  at  the  fifth  intercostal  space  in  the 
right  midclavicular  line.  Heart  sounds  were  louder 
on  the  right  side.  The  liver  was  10  cm.  below  the  left 
costal  margin.  Electrocardiogram,  with  limb  leads 
reversed  and  precordial  leads  across  the  right  side  of 
the  chest,  showed  a rate  of  65,  inverted  T waves  in  V 
lead,  incomplete  right  bundle  branch  block,  and  left 
axis  deviation.  Chest  x-ray  showed  increased  ante- 
roposterior diameter  with  flat  diaphragms,  calcifi- 


cation at  right  diaphragm,  and  dextrocardia.  Kid- 
ney, ureter,  and  bladder  examination  showed  the 
diaphragm  higher  on  the  left  side  than  on  the  right 
and  bowel  gas  shadows  predominantly  on  the 
right. 

Initially,  ultrasound  examination  of  the  abdomen 
was  requested  to  rule  out  lymphadenopathy  as  a 
possible  cause  of  lower  extremity  edema.  This 
showed  no  evidence  of  periaortic  lymphadenopathy. 
The  liver  was  seen  in  the  left  upper  quadrant  of  the 
abdomen.  It  was  of  normal  size  but  inverted  in 
shape.  The  vascularity  and  echo  pattern  were  within 
normal  limits  (Fig.  1). 

A liver  and  spleen  scintigraphic  study  with  dy- 
namic flow  was  performed  on  the  same  day.  The 
flow  study  was  done  by  giving  5 mCi.  of  99m  Tc 
(technetium)  sulfur  colloid  intravenously  in  bolus 
form  with  a wide-field  gamma  camera  and  high  sen- 
sitivity parallel  hole  collimator.  The  patient  was  in 
the  supine  position,  and  the  field  of  view  covered  the 
heart,  major  thoracic  vessels,  liver,  and  spleen.  Se- 
quential images  were  obtained  at  two-second  inter- 
vals. The  data  were  also  stored  in  a computer. 
Static  images  of  liver  and  spleen  were  done  30  min- 
utes after  injection  in  routine  views,  using  the  high- 
resolution  parallel-hole  collimator. 

In  the  flow  study,  the  bolus  was  seen  in  the  supe- 
rior vena  cava  and  right  atrium,  which  formed  the  left 
heart  border  (Fig.  2).  Then  the  right  ventricle, 
pulmonary  artery,  and  both  lungs  were  seen.  The 
bolus  was  later  seen  in  the  left  atrium  and  ventricle 
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ANTERIOR  FLOW 

FIGURE  2.  Radionuclide  flow  study  demonstrating  passage 
of  bolus  through  heart  and  subsequent  liver  and  spleen  lo- 
calization. 

which  formed  the  right  border  of  the  heart.  The 
ascending  aorta  was  seen  pointing  toward  the  right, 
and  the  abdominal  aorta  was  later  visualized.  The 
flow  to  liver  and  spleen  in  their  reversed  location  was 
normal. 

The  static  liver  and  spleen  scintigraphic  study 
demonstrated  situs  inversus  of  these  organs  which 
corresponds  to  ultrasonographic  findings.  The  liver 
was  of  normal  size  and  shape.  The  radiocolloid 
distribution  was  slightly  nonuniform,  and  the  porta 
hepatis  was  prominent.  The  spleen  was  normal  in 
size  and  shape,  with  uniform  radiocolloid  activity. 
The  findings  were  suggestive  of  mild  hepatocellular 
dysfunction  (Fig.  3). 

Comment 

The  incidence  of  situs  inversus  in  adults  is  ap- 
proximately 1 in  8,400  to  10,0004  This  is  one  of  the 
triad  of  Kartagener’s  syndrome,  which  also  includes 
bronchiectasis  and  sinusitis  or  nasal  polyposis  or 
both.  Bronchiectasis  is  much  more  prevalent  in 
people  with  situs  inversus  than  in  the  general  popu- 
lation, occurring  in  from  16.5  to  23  percent  of  persons 
with  this  condition.  Fifty  percent  or  more  of  the 
infants  who  develop  bronchiectasis  do  so  prior  to 
three  years  of  age.2  Since  the  mechanisms  of  disease 
in  Kartagener’s  syndrome  remain  unknown,  it  be- 
comes important  for  the  clinician  to  identify  the 
patients  at  risk,  early  diagnosis,  and  symptomatic 
treatment.  The  earliest  and  most  striking  marker 
of  the  triad  is  situs  inversus,  which  can  also  be  diag- 
nosed by  radionuclide  imaging  and  ultrason- 
ography. 


ANTERIOR 
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RIGHT  LEFT 

FIGURE  3.  Standard  anterior  liver  and  spleen  images. 

Isolated  dextrocardia  is  almost  always  associated 
with  other  cardiac  anomalies,  which  are  often  serious. 
When  accompanied  by  situs  inversus,  serious  cardiac 
malformations  are  less  common,  but  these  and 
anomalies  of  skeleton,  spleen,  and  other  viscera  have 
been  described.  Various  theories  have  been  pro- 
posed to  explain  the  inheritance  of  situs  inversus. 
This  condition  was  considered  recessive  and  deter- 
mined by  a single  autosomal  gene.3  Situs  inversus 
which  is  not  associated  with  bronchiectasis  or  other 
congenital  disease  probably  represents  a pure  genetic 
mutant. 

A mirror-image  dextrocardia  is  usually  observed 
in  a patient  with  complete  situs  inversus.  When 
dextrocardia  occurs  without  situs  inversus,  malfor- 
mation of  the  heart  is  the  rule.  When  heart  occupies 
its  normal  position  but  situs  inversus  of  the  viscera 
is  present,  the  heart  is  almost  always  seriously  mal- 
formed. The  term  visceral  heterozygosity  denotes 
partial  situs  inversus  with  a midline  cecum  or  a 
symmetric  liver  and  is  common  in  association  with 
asplenia.  The  spleen  usually  lies  on  the  same  side 
as  the  stomach,  and  asplenia,  although  rare,  is  usually 
associated  with  severe  cardiac  malformations.  In 
this  group  of  patients  it  becomes  important  to  know 
the  location  of  chambers  of  the  heart,  aorta,  liver,  and 
spleen.  All  these  features  are  easily  studied  by  a 
noninvasive  technique  of  radionuclide  imaging  and 
ultrasonography  of  liver  and  spleen.  A dynamic  flow 
study  prior  to  liver  and  spleen  scintigraphic  study 
gives  valuable  information  about  the  location,  or- 
ientation of  chambers  of  the  heart,  and  major  blood 
vessels  in  the  thorax.  Our  study  demonstrates  all 
this  information.  This  patient  had  dextrocardia 
with  complete  situs  inversus. 

Radioisotope  scanning  of  the  liver  and  spleen  in 
dextrocardia  and  in  situs  inversus  with  levocardia  has 
been  reported  using  colloidal  gold  for  liver  scan  and 
chromium-tagged  denatured  red  cells  for  spleen 
scan.4  A liver  and  spleen  scan  using  99m  Tc  sulfur 
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colloid  in  Kartagener’s  syndrome  has  also  been  re- 
ported.5 7 To  our  knowledge  the  combination  of 
radionuclide  dynamic  flow  study  piror  to  static  liver 
and  spleen  scintigraphic  study  with  ultrasonography 
in  a patient  with  complete  situs  inversus  has  not  been 
reported. 
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Critical  malnutrition  in  breast-fed  infants 

Arguments  for  the  advantages  of  breast-feeding  are  well 
supported  but  it  is  clear  that  in  certain  situations  the 
nursing  mother  may  fail  to  supply  adequate  nutrition  for 
her  baby.  The  authors  report  3 examples  of  breast-fed 
infants  of  primiparous  mothers  who  (the  infants)  had  hy- 
pothermia and  azotemia,  which,  with  hypotension,  are 
well-recognized  consequences  of  malnutrition  and  dehy- 
dration. While  the  effect  of  such  deficiencies  on  brain 
growth  is  problematical,  fortunately,  in  this  series,  six  to 
ten-month  follow-up  after  hospitalization  and  correction 
of  nutritional  deficiencies  showed  normal  neurological 
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examinations.  No  underlying  diseases  were  identified  in 
these  infants,  who  illustrate  the  necessity  of  close  follow-up 
and  support  of  first-born  breast-fed  babies.  One  of  the 
infants,  30  days  old,  was  in  profound  cardiovascular  col- 
lapse; another,  27  days  old,  was  brought  to  the  emergency 
ward  in  extreme  dehydration  and  emaciation;  and  a 13-day 
old  infant  was  seen  in  similar  condition.  All  have  done  well 
on  restoration  of  adequate  nutrition  through  bottle  for- 
mulas and  indicated  junior  foods.  Gilmore,  H.  E.,  and 
Rowland,  T.  W.:  Am.  J.  Dis.  Child.  132:  885  (Sept.) 
1978. 
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Recently  the  author  had  the  good  fortune  to  renew 
his  correspondence  with  an  old  friend,  Professor 
Luigi  Barbarone  of  the  University  of  Rome.  Pro- 
fessor Barbarone,  although  a practicing  physician, 
is  also  an  accomplished  archeologist  and  has  been 
conducting  some  as  yet  unreported,  but  tremen- 
dously important  investigations.  In  a remote  section 
of  the  Roman  catacombs,  unexplored  until  now,  he 
has  made  some  fascinating  discoveries.  Several 
Grecian  amphorae  were  unearthed  and  found  filled 
with  the  papyrus  written  by  a student  and  disciple 
of  the  hit  herto  unknown  Roman  physician-philoso- 
pher, Risus  Sardonicus,  who  lived  and  practiced  in 
the  second  century  A.D. 

How  it  came  to  pass  that  the  name  of  this  once 
famous  physician  of  ancient  Rome  was  lost  to  history 
is  explained  in  the  notes  of  this  devoted  student  and 
disciple,  Vino  Veritas.  One  of  the  main  reasons  was 
that  Sardonicus,  in  his  teachings  and  investigations, 
rarely  wrote  anything,  but,  instead,  confined  himself 
to  teaching  and  lecturing.  He  said  much  but  wrote 
little,  and  in  this  respect  was  unlike  many  modern 
physicians,  who  write  much  but  say  little. 

Sardonicus  was  considered  by  most  of  his  con- 
temporaries to  be  an  atheist — he  believed  in  only  one 
God.  Some  of  his  colleagues,  steeped  in  the  poly- 
pharmacy of  the  day,  spread  it  about  that  he  carried 
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his  atheism  over  into  his  professional  life  and  that  he 
also  believed  in  only  one  drug.  His  faithful  student 
and  disciple  said  that  there  was  some  truth  to  this 
allegation  since  Sardonicus  actually  did  believe  in 
using  only  one  drug — at  a time! 

That  Sardonicus  was  an  extremely  acute  observer 
is  borne  out  by  his  fifth  addition  to  the  classical  list 
of  the  four  signs  of  inflammation  attributed  to  Cel- 
sus.  Even  today,  every  medical  student  knows  the 
four  cardinal  signs  of  inflammation:  rubor,  dolor, 
calor,  and  tumor.  The  fifth  sign,  added  by  this  as- 
tute and  compassionate  physician,  was  rumor  (noise, 
sound).  Evidently,  Celsus  had  paid  little  attention 
to  the  moans  and  groans  accompanying  inflamma- 
tion. 

Besides  this  noteworthy  addition  to  the  cardinal 
signs  of  inflammation,  Sardonicus  had  also  drawn  up 
a list  of  the  stages  of  Love:  tremor,  calor,  dolor, 
labor,  furor,  stupor,  frigor,  and  nomore! 

Some  of  his  observations  and  aphorisms 

A favorite  aphorism  was,  “There  are  no  courageous 
surgeons;  there  are  only  courageous  patients.” 
Another  favorite  one  was  “The  priceless  ingredient 
in  every  medicament  is  the  faith  put  into  it  by  the 
patient.”  In  writing  on  this  thesis,  which  was  one  of 
the  few  teachings  that  Sardonicus  put  into  writing, 
to  avoid  the  displeasure  of  his  colleagues  and  attacks 
by  his  enemies,  he  signed  it  Risus  Placebius.  This 
is  no  doubt  the  origin  of  our  present  word  “placebo,” 
which  has  assumed  such  an  important  place  in 
medical  and  surgical  investigations. 

A favorite  admonition  of  his  was,  “Be  not  a chari- 
oteer surgeon.”  In  explaining  this,  he  told  the  fol- 
lowing story: 

Two  charioteers  were  driving  down  a road  at  a furi- 
ous pace  when  one  of  them  shouted  to  the  other:  “You 
know,  Horatio,  we  are  on  the  wrong  road,  but  we’re 
making  such  good  time,  that  I hate  to  turn  back.” 

This,  of  course,  at  times  applies  to  the  modern 
surgeon. 

Demise  of  Risus  Sardonicus 

The  sudden  and  untimely  demise  of  Sardonicus 
came  about  as  a result  of  his  having  antagonized  both 
the  priestly  hierarchy  and  the  imperial  government. 
He  had  incurred  the  enmity  of  the  priesthood  be- 
cause he  strongly  urged  the  abolition  of  the  sacred 


658  New  York  State  Journal  of  Medicine/March,  1980 


institution  of  the  Vestal  Virgins.  Sardonicus 
maintained  that  although  the  virgins  began  as  vir- 
gins, within  a relatively  short  time  the  virginal  state 
had  entered  the  realm  of  mythology.  This  charge 
understandably  caused  considerable  consternation 
among  the  priests.  They  promptly  accused  Sar- 
donicus of  blasphemy,  atheism,  subversion,  and  in- 
citing-to-riot.  A senate  investigation  followed  and 
he  was  brought  before  PURA,  the  Proconsul  on 
UnRoman  Activities,  He  was  convicted  under  the 
ancient  doctrine  of  “in  flagrante  delicto,”  of  being  a 
Tomaso  Peepius  (Peeping  Tom). 

At  the  same  time,  he  was  accused  of  being  a vivi- 
sectionist  by  the  Society  for  the  Prevention  of  Cru- 
elty to  Animals.  The  members  of  this  organization 
had  insisted  that  he  stop  his  experiments  on  animals, 
and  that  instead  he  use  dying  gladiators,  Christians, 
aliens,  or  those  advocating  the  overthrow  of  the 
government  by  democratic  means.  Tried  by  the 


M-mode  ultrasonic  localization  of  pleural  effusion 
in  patients  with  nondiagnostic  physical 
and  roentgenographic  examinations 

50  patients  were  studied  to  determine  the  accuracy  of 
ultrasound  in  diagnosing  pleural  effusion  in  patients  with 
normal  or  equivocal  findings  in  physical  or  radiologic  ex- 
aminations. To  determine  the  ability  of  ultrasound  to 
detect  and  localize  fluid  within  a parenchymal  location, 
patients  with  confirmed  pulmonary  cysts  in  whom  new 
air-fluid  levels  developed  were  examined.  Results  indi- 
cated that  ultrasound  allows  detection  and  localization  of 
pleural  fluid  when  roentgenographic  and  physical  diag- 
nostic attempts  fail.  Of  the  50  patients,  negative  echo- 
grams  were  recorded  for  13;  but  in  34,  the  characteristic 


Proconsul  for  the  Preservation  of  the  Roman  Heri- 
tage, he  was  found  guilty  of  Inhumanitas. 

The  sentence  for  both  convictions  was  the  ancient 
“Silencio  et  non  ecrivere  Romanus!”  He  was  never 
to  utter  or  write  a single  word  of  Latin  under  penalty 
of  death.  Shortly  thereafter,  disguised  as  a mute,  he 
slowly  made  his  way  to  Greece,  where  on  arriving,  he 
at  once  uttered  the  famous  phrase,  “It’s  all  Greek  to 
me.” 

However,  within  a short  time  Sardonicus  was 
stricken  with  a mysterious  and  slowly  fatal  disease. 
By  the  Roman  physicians,  it  was  diagnosed  as  the 
Greek  disease,  and  by  the  Greek  physicians,  it  was 
diagnosed  as  the  Roman  disease.  Greek  or  Roman, 
the  disease  was  deadly,  and  so  perished  Sardoni- 
cus— ignominiously,  unwept,  unhonored,  and 
unsung — that  is,  until  now! 

3 Parkside  Court 
Utica,  New  York  13501 


M-mode  display  of  a central  echo-free  space,  indicative  of 
fluid,  was  recorded.  Aspiration  yielded  fluid  that  was  lo- 
calized by  echography  in  30  (88  percent).  Of  these  30, 13 
(43  percent)  had  normal  lateral  decubitus  views,  and  10  (33 
percent)  had  undergone  unsuccessful  aspiration  before 
ultrasound  localized  the  location  of  the  fluid.  The  re- 
maining 7 patients,  including  3 getting  mechanical  venti- 
lation and  believed  to  have  increased  risk  for  thoracentesis, 
had  successful  initial  tap  based  on  echographic  localization 
of  fluid.  Adams,  F.  V.,  and  Galati,  V.:  J.A.M.A.  239: 1761 
(Apr.  26)  1978. 
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It  is  possible  to  be  a vegetarian  and 
en|oy  a nutritionally  sound  diet  with 
careful  planning  And  there  may 
indeed  be  some  positive  health  bene- 
fits to  such  regimens.  However,  owing 
to  lack  of  planning,  a small  group  of 
vegetarians  consume  diets  that  are 
nutritionally  incomplete  which  jeo- 
pardize their  nutritional  status. 

Vegetarianism  is  the  consumption  of 
a diet  composed  predominantly  of 
plant  foods  In  the  United  Statestoday, 
vegetarians  make  up  probably  less 
than  1%  of  the  total  population  While  it 
is  not  a widespread  eating  style,  vege- 
tarianism has  grown  more  prevalent  in 
the  last  decade,  particularly  among 
young  adults  Reasons  for  being  vege- 
tarian are  generally  philosophical,  re- 
ligious or  health-related  rather  than 
cultural  or  economic 

Vegetarians  can  be  classified  ac- 
cording to  the  types  of  animal  foods  left 
in  their  diets  Pure  vegetarians 
consume  plant  foods  only  no  red 
meat,  poultry,  fish,  seafood,  eggs  or 
dairy  products  Some  vegetarians  eat 
only  raw  plant  food  The  term  vegan  is 
used  in  this  newsletter  to  identify  pure 
vegetarians;  it  also  sometimes  refers  to 
people  who  not  only  eat  pure  vegetar- 
ian diets  but  also  share  a philosophy 
and  life  style  The  followers  of  the  Zen 
macrobiotic  diet  advance  through  ten 
stages  of  progressive  dietary  restric- 
tion aiming  ultimately  at  a diet  com- 
posed only  of  cereals 

Lacto  vegetarians  eat  plant  foods  as 
well  as  dairy  products  This  form  is 
practiced  by  groups  such  as  Hare 
Krishnas.  some  yogic  groups  and 
Trappist  monks  Lacto-ovo  vegetar- 
ians eat  plant  foods  plus  dairy  prod- 
ucts and  eggs  Many  Seventh-Day  Ad- 
ventists practice  this  form  of  vegetar- 
ianism, abstaining  only  from  those 
animal  foods  they  regard  as  being  ob- 
tained by  destroying  life  A variety  of 
other  vegetarian  patterns  also  exist 
The  semi-vegetarian,  for  example,  may 
eat  seafood  and/or  poultry 

Fully  92%  of  the  vegetarian  adults 
surveyed  for  a recent  study  claimed 
additional  dietary  habits  unrelated  to 
the  vegetarianism  Some  add  foods 


they  believe  to  have  special  health- 
promoting  or  disease-preventing 
properties  such  as  miso,  ginseng,  tofu, 
tempeh,  certain  herbal  teas,  etc 
Others  add  vitamin-mineral  supple- 
ments or  specially  fortified  products 

Health  Effects  of  Vegetarianism 

Many  individuals  and  population 
groups  have  practiced  vegetarianism 
on  a long-term  basis  and  have  demon- 
strated excellent  health  In  contrast, 
the  dietary  status  of  Hare  Krishnas, 
followers  of  Zen  macrobiotics,  yogic 
groups  and  others  is  only  now  being 
documented  The  diets  of  these  vege- 
tarians are  of  greatest  concern  to  nu- 
tritionists and  physicians  Without  a 
food  record,  laboratory  tests  and  medi- 
cal examinations  needed  to  determine 
nutritional  status,  dietary  adequacy  or 
inadequacy  is  difficult  to  evaluate  And 
the  diets  of  newer  vegetarians  are  so 
heterogeneous  that  most  generaliza- 
tion is  hazardous 

One  generalization  which  can  be 
made  about  dietary  deficiency  is  that 
the  risk  is  greatest  when  a pure  vege- 
tarian diet  is  combined  with  additional 
self-imposed  limitations  Such  limita- 
tions include  minimizing  the  variety  of 
foods,  avoiding  fortified  or  enriched 
foods  or  appropriate  vitamin-mineral 
supplements,  and  maintaining  nega- 
tive attitudes  toward  Western  medi- 
cine. Dietary  patterns  and  restrictions 
like  these  are  particularly  hazardous  to 
vulnerable  groups  such  as  pregnant  or 
lactating  women,  infants,  growing 
children,  adolescents,  and  people  who 
are  ill  or  recovering  from  disease  Diet- 
ary deficiencies  of  greatest  concern 
are  those  related  to  energy,  protein, 
iron  and  vitamins  D (among  infants  and 
children),  B-12  and  B-2  Shortfalls  also 
may  occur  for  intakes  of  minerals  such 
as  calcium,  zinc,  magnesium  and 
iodine. 

Sufficient  energy  intake  is  rarely  a 
problem  among  adult  vegetarians  In 
some  of  the  newer  vegetarian  groups, 
however,  infants  and  children  are 
smaller  and  grow  more  slowly  than 
those  from  less  restrictive  vegetarian 
groups  and  from  the  general  meat- 
eating  population  One  possible 
reason  is  that  pure  vegetarian  diets 
tend  to  be  so  high  in  bulk  that  they  may 
not  meet  caloric  needs  of  children 
Related  illness  or  parental  feeding 
practices  may  also  have  an  influence 
Protein-calorie  malnutrition  is  exceed- 
ingly rare  but  has  been  reported  in  a 
few  cases  Because  of  decreased 


energy  intakes,  protein  is  used  by  the 
body  as  an  energy  source.  Thus,  pro- 
tein content  of  these  restricted  diets 
may  not  meet  the  Recommended 
Dietary  Allowances  (RDA). 

Assuming  energy  intakes  are  ade- 
quate, combinations  solely  of  plant 
foods  can  be  satisfactory  for  the 
growth  of  infants  and  young  children. 
The  quality  of  vegetable  proteins  in  the 
diet  is  improved  by  combining  those 
legumes  having  a high  concentration 
of  certain  amino  acids  with  grains 
providing  complementary  amino  acids. 
For  example,  cereal  grains,  which  are 
low  in  the  essential  amino  acid  lysine 
but  adequate  in  methionine,  are  com- 
plemented by  legumes  having  ade- 
quate lysine  but  too  little  methionine. 
The  overall  value  of  the  protein  mixture 
is  even  better  if  a small  amount  of 
higher  quality  animal  protein,  such  as 
milk,  is  included  With  careful  plan- 
ning, however,  even  diets  solely  of 
plant  foods  can  be  satisfactory  with  re- 
spect to  protein.  Mono-diets,  such  as 
those  based  on  only  one  cereal  grain, 
should  be  avoided,  especially  in  feed- 
ing young  children 

Lacto-ovo  vegetarians  rarely  suffer 
from  vitamin  B-12  deficiency  since  mi  Ik 
and  eggs  are  relatively  high  in  this  nu- 
trient Some  vegetarians  who  have  in- 
gested low  levels  of  vitamin  B-12  ap- 
pear to  maintain  good  health  for  many 
years  without  developing  overt  signsof 
deficiency  while  others  develop  signs 
in  a shorter  time 

Vegetarians  who  avoid  all  animal 
foods  should  be  urged  to  use  fortified 
soybean  milks  and  fermented  soybean 
foods,  known  to  be  high  in  vitamin  B-12 
or  vitamin  B-12  supplements.  Vitamin 
B-12  deficiency  can  be  difficult  to 
detect  because  the  relatively  high  folic 
acid  intakes  of  vegetarians  may  mask 
the  characteristic  anemia  associated 
with  the  deficiency  And  early 
detection  is  important  since  the  neuro- 
logical aftereffects  are  not  always  re- 
versible 

Reports  of  vitamin  D deficiency 
among  vegetarian  adults  are  rare  We 
can  assume  they  obtain  sufficient  vita- 
min D from  dairy  products  or  that  they 
are  out-of-doors  enough  to  get  the  vita- 
min D they  need 

Infants  and  rapidly  growing  child- 
ren appear  to  be  more  sensitive  to  diet- 
ary shortages  of  vitamin  D There  have 
been  several  reports  of  nutritional  ric- 
kets among  infants  fed  macrobiotic 
diets  and  among  other  children 
subsisting  on  pure  vegetarian  diets 
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which  are  nearly  devoid  of  milk  prod- 
ucts This  can  be  prevented  by  using 
water-soluble  vitamin  D preparations, 
cod-liver  oil  or  liberal  amounts  of  dairy 
products  fortified  with  vitamin  D 

While  vegetarian  diets,  especially 
those  with  no  milk  products,  may  be 
low  in  riboflavin  (B-2),  overt  deficiency 
disease  is  rarely  reported  l he  same  is 
true  for  other  vitamins  If  a diet  is 
bizarre  enough,  however,  almost  any 
deficiency  might  be  observed  Recent 
reports  include  scurvy  induced  by  de- 
ficiency of  ascorbic  acid  and  xerop- 
thalmia  induced  by  vitamin  A defi- 
ciency 

Studies  of  adult  vegetarians  suggest 
that  in  most  cases  they  are  ingesting 
adequate  calcium  Lacto  vegetarians 
and  lacto-ovo  vegetarians  rarely  suffer 
calcium  deficiency  since  milk  is  high 
in  calcium  Pure  vegetarians  also  can 
achieve  adequate  calcium  intakes  by 
regularly  consuming  sizable  servings 
of  leafy  green  vegetables,  legumes, 
fortified  soybean  milks,  peanuts, 
almonds  and  sesame  seeds  In  preg- 
nancy and  lactation,  however,  calcium 
and  vitamin  D supplements  may  be 
necessary  to  meet  increased  dietary 
needs 

Iron 

Among  meat  eaters  and  vegetarians 
alike,  there  is  a high  incidence  of  iron 
deficiency  anemia  and  iron  malnutri- 
tion which  is  most  likely  to  be  seen 
among  those  who  have  the  greatest 
iron  needs  infants,  young  children 
and  pregnant  women  Iron  deficiency 
and  malnutrition  are  probably  slightly 
more  common  among  vegetarians  than 
the  general  public,  especially  those 
vegetarians  who  do  not  include  iron- 
rich  foods  or  iron  supplements  in  their 
diets 

Nutrition  experts  believe  that  phytate 
(inositol  hexophosphate)  in  whole 
grains  may  inhibit  absorption  of  iron 
and  other  minerals.  In  addition,  red 
meat  and  other  flesh  foods,  which 
enhance  iron  absorption,  are  not  a part 
of  the  Rure  vegetarian  diet  Ascorbic 
acid,  which  is  generally  quite  high  in 
vegetarian  diets,  may  help  minimize 
iron  deficiency  by  improving  the  bio- 
availability  of  plant  iron 

As  with  iron,  vegetarians  can  suffer 
zinc  deficiency  because  of  low  intake 
as  well  as  the  lack  of  bioavailable  plant 
zinc  Animals  foods,  generally 
considered  to  be  good  sources  of  zinc, 
may  be  omitted  from  some  types  of 
vegetarian  diets  And  the  phytates  in 
whole  grains  may  also  make  the  zinc 
biochemically  unavailable 

Recently,  several  studies  have  been 
published  among  both  nonvegetar- 
ians and  vegetarians  which  revealed 
zinc  deficiencies  or  low  serum  zinc 
levels,  and  even  the  presence  of  zinc 


responsive  growth  failure  In  other 
countries,  studies  demonstrate  zinc 
deficiency  among  children  subsisting 
on  vegetarian-like  diets  high  in  whole 
gram  cereals  A study  of  Trappist 
monks  provides  evidence  of  low, 
although  normal,  serum  zinc  and 
serum  magnesium  levels  Our  own  un- 
published observations  among  macro- 
biotic children  eating  vegetarian-like 
diets  also  had  low  but  normal  serum 
zinc  levels  and  hair  zinc  values 
Vegetarianism  has  been  credited 
with  minimizing  obesity,  cancer, 
coronary  artery  disease,  dental 
problems,  adult-onset  diabetes 
mellitus.  diverticular  disease  of  the 
colon  and  a number  of  other  diseases 
In  all  too  many  cases,  the  lack  of 
available  data  prohibits  verification 
We  can  begin  to  make  generaliza- 
tions about  only  a few  aspects  of 
vegetarians'  health  status  For 
example,  vegetarians,  especially  those 
who  abstain  from  all  animal  foods,  gen- 
erally have  lower  weights  for  their 
heights  than  nonvegetarians  Compar- 
ed to  meat  eaters,  vegetarians  are  less 
likely  to  suffer  from  the  atonic  form  of 
constipation 

Epidemiologic  data  indicates  a pos- 
sible association  between  risks  of 
colon  and  breast  cancers  and  the  Wes- 
tern world  diet  which  isgenerally  low  in 
dietary  fiber  and  high  in  animal  pro- 
tein (especially  beef),  saturated  and 
total  fat  as  well  as  refined  carbohy- 
drates Seventh-Day  Adventists,  who 
consume  a vegetarian  rather  than  a 
typical  Western  diet,  exhibit  lower 
death  rates  than  the  general  population 
for  cancers  of  the  lung,  mouth  and 
some  other  areas  Diet  may  not  be  the 
only  factory  or  the  contributing  factor 
in  cancer  incidence,  other  factors  also 
must  be  considered  The  Seventh-Day 
Adventists,  for  example,  also  abstain 
from  tobacco,  alcohol  and  coffee 
There  are  some  studies  that  suggest 
a possible  association  between  vege- 
tarianism and  a lower  level  of  arterial 
disease  Compared  to  the  general  pop- 
ulation, Seventh-Day  Adventists  ex- 
hibit lower  incidence  of  atherosclero- 
sis and  later  occurrence  of  the  first  heart 
attack  Western  European  populations 
subjected  to  World  War  I and  II  ration- 
ing demonstrated  decreased  incidence 
of  circulatory  diseases,  their  diets  were 
essentially  lacto  vegetarian  And  blood 
pressure  does  appear  to  be  substan- 
tially reduced  among  vegetarians 
Pure  vegetarians  who  consume  no 
animal  food  — compared  to  nonvege- 
tarians and  to  those  vegetarians  who 
eat  eggs  and/or  dairy  products  — gen- 
erally exhibit  the  lowest  serum  cho- 
lesterol levels  They  have  lower  low- 
density  lipoprotein  cholesterol  (LDL) 
coupled  with  higher  high-density  lipo- 
protein cholesterol  (HDL)  levels  And 


they  show  lower  levels  of  triglycerides 
Other  dietary  as  well  as  nondiet-re- 
lated  risks  must  also  be  considered, 
however  For  example,  the  vegetarian 
diet  typically  includes  high  fiber 
content  from  legumes  It  is  low  in 
animal  protein  and  includes  a high 
level  of  complex  carbohydrates  and 
phytosterols  In  addition,  diabetes 
mellitus,  high  blood  pressure,  obesity 
and  smoking  may  have  been  lower 
among  the  vegetarian  groups  studied 

Conclusion 

Health  professionals,  food  scien- 
tists and  food  communicators  need  to 
recognize  that  vegetarian  practices 
today  cover  a wide  range  of  eating 
styles  with  disparate  and  sometimes 
contradictory  health  effects  Some 
forms  of  vegetarianism  do  increase  the 
risks  of  dietary  deficiencies,  malnutri- 
tion and  serious  diseases  or  death 
Other  forms  have  obvious  benefits  as 
evidenced  by  those  individuals  and 
population  groups  who  have  practiced 
vegetarianism  on  a long-term  basis  and 
have  demonstrated  excellent  health 
The  health  risks  of  vegetarianism  can 
be  avoided  and  the  benefits-maximiz- 
ed  when  dietary  planning  is  based  on 
accurate,  up-to-date  nutritional  guide- 
lines 
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Obituaries 


J.  Burns  Amberson,  M.D.,  of  Hillsdale,  New  Jersey, 
formerly  of  New  York  City,  died  on  December  3 at  the  age 
of  89.  Dr.  Amberson  graduated  in  1917  from  Johns  Hop- 
kins University  School  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Master  of 
the  American  College  of  Physicians,  and  a member  of  the 
American  Clinical  and  Climatological  Association,  the 
American  Thoracic  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Thomas  Willard  Atkins,  M.D.,  of  Elmira,  died  on  October 
4 at  the  age  of  56.  Dr.  Atkins  graduated  in  1953  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending urologist  at  Arnot-Ogden  Memorial  and  St.  Jo- 
seph’s Hospitals,  and  a consulting  urologist  at  Corning  and 
Schuyler  Hospitals.  Dr.  Atkins  was  a Diplomate  of  the 
American  Board  of  Urology  and  a member  of  the  American 
Urological  Association,  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joachim  Beutel,  M.D.,  of  The  Bronx,  died  on  December 
25  at  the  age  of  87.  Dr.  Beutel  received  his  medical  degree 
from  the  University  of  Vienna  in  1926.  He  was  a staff 
general  practitioner  at  Parkchester  Hospital.  Dr.  Beutel 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Alexander  Cobain,  M.D.,  of  Albany,  died  on 
November  25  at  the  age  of  55.  Dr.  Cobain  graduated  in 
1955  from  Queen’s  University  of  Belfast,  Northern  Ireland. 
He  was  an  assistant  psychiatrist  at  Albany  Medical  Center. 
Dr.  Cobain  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  Robert  Collins,  M.D.,  of  Albany,  died  on  July  9 at  the 
age  of  63.  Dr.  Collins  graduated  in  1944  from  Albany 
Medical  College.  He  was  an  obstetrician  and  gynecologist 
at  Memorial  and  St.  Peter’s  Hospitals  and  a clinical  as- 
sistant gynecologist  at  Albany  Medical  Center.  Dr.  Collins 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  Board  of  Obstetri- 
cians and  Gynecologists,  and  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Earl  Elias  Baker,  M.D.,  of  Phoenix,  Arizona,  formerly  of 
New  York  City,  died  on  October  1 2 at  the  age  of  88.  Dr. 
Baker  graduated  in  1917  from  Rush  Medical  College.  He 
was  a Diplomate  of  the  American  Board  of  Otolaryngology 


and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Francis  Caccamise,  M.D.,  of  Jamestown,  died 
on  September  3 at  the  age  of  83.  Dr.  Caccamise  graduated 
in  1920  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

George  A.  Degenshein,  M.D.,  of  Brooklyn,  died  on  De- 
cember 13  at  the  age  of  61.  Dr.  Degenshein  graduated  in 
1942  from  Louisiana  State  University  Medical  Center.  He 
was  director  and  an  attending  surgeon  at  Maimonides 
Medical  Center,  an  attending  surgeon  at  Coney  Island 
Hospital,  a visiting  surgeon  at  Kings  County  Hospital,  and 
an  attending  surgeon  at  State  University  Downstate 
Medical  Center.  Dr.  Degenshein  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Dag  Egede-Nissen,  M.D.,  of  White  Plains,  died  on  Jan- 
uary 4,  1979,  at  the  age  of  73.  Dr.  Egede-Nissen  received 
his  medical  degree  from  the  Royal  Fredrik’s  University, 
Oslo,  in  1935.  He  was  a member  of  the  Westchester 
Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mark  Eisenbud,  M.D.,  of  Staten  Island,  died  on  January 
5 at  the  age  of  57.  Dr.  Eisenbud  graduated  in  1945  from 
Long  Island  College  of  Medicine.  He  was  an  associate 
gastroenterologist  at  Sea  View  Hospital  and  Home.  Dr. 
Eisenbud  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  American  Academy 
of  Allergy,  the  Richmond  Country  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Frank  Garai,  M.D.,  of  New  York  City,  died  on  February 
11,  1979,  at  the  age  of  87.  Dr.  Garai  received  his  medical 
degree  from  the  University  of  Budapest  in  1914.  He  was 
a member  of  the  American  Association  for  Cancer  Re- 
search, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Victor  G.  Hentz,  M.D.,  of  New  York  City,  died  on  No- 
vember 30  at  the  age  of  90.  Dr.  Hentz  received  his  medical 
degree  from  the  Royal  University  of  Hungary  in  Budapest. 
He  was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
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ican  Medical  Association. 

Sydney  Hutncr,  M.D.,  of  Brooklyn,  died  on  December  15 
at  the  age  of  85.  Dr.  Hutner  graduated  in  1920  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Julius  Kaunitz,  M.D.,  of  New  York  City,  died  on  De- 
cember 23  at  the  age  of  97.  Dr.  Kaunitz  graduated  in  1905 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  had  been  a consultant  in  pulmonary  disease 
at  Sea  View  Hospital  and  Home.  Dr.  Kaunitz  was  a 
member  of  the  American  Thoracic  Society,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Kirschner,  M.D.,  of  Scarsdale  and  The  Bronx, 
died  on  December  25  at  the  age  of  70.  Dr.  Kirschner 
graduated  in  1936  from  Anderson  College  of  Medicine, 
Glasgow,  Scotland.  He  was  a clinical  assistant  in  medicine 
at  The  Bronx-Lebanon  Hospital  Center  and  the  West- 
chester County  Medical  Center,  and  an  associate  in  med- 
icine at  White  Plains  Hospital.  Dr.  Kirschner  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  Kligler,  M.D.,  of  White  Plains  and  The  Bronx,  died 
on  January  4 at  the  age  of  53.  Dr.  Kligler  graduated  in 
1952  from  Yale  University  School  of  Medicine.  He  was  an 
associate  pediatrician  at  Bronx  Municipal  Hospital  Center 
and  a consulting  pediatrician  at  White  Plains  Hospital. 
Dr.  Kligler  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  W’estchester  County  Medical  Society,  the 
' Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
| ican  Medical  Association. 

Vincent  Charles  Moscato,  M.D.,  of  Buffalo,  died  on 
December  15  at  the  age  of  83.  Dr.  Moscato  graduated  in 
1917  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  ophthalmologist  at  Buffalo  Columbus 
Hospital.  Dr.  Moscato  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Podiuk,  M.D.,  of  Syracuse,  died  on  December  28  at 
the  age  of  83.  Dr.  Podiuk  received  his  medical  degree  from 
the  University  of  Graz  in  1926.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the  State 
i of  New  York,  and  the  American  Medical  Association. 

Paul  Georg  Prausnitz,  M.D.,  of  Flushing  and  Forest 
Hills,  died  on  December  29  at  the  age  of  89.  Dr.  Prausnitz 
received  his  medical  degree  from  the  University  of  Berlin 
in  1914.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marcus  Schwartz,  M.D,,  of  White  Plains,  died  on  July 
7 at  the  age  of  76.  Dr.  Schwartz  graduated  in  1927  from 


Johns  Hopkins  University  School  of  Medicine.  He  was  a 
visiting  orthopedic  surgeon  at  White  Plains  Hospital,  an 
orthopedic  surgeon  at  Burke  Rehabilitation  Center,  and 
a consulting  orthopedic  surgeon  at  Mount  Vernon  Hospi- 
tal. Dr.  Schwartz  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Pan  American  Medical  Asso- 
ciation, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  Friedrich  Simon,  M.D.,  of  Jackson  Heights,  died 
on  December  22  at  the  age  of  102.  Dr.  Simon  received  his 
medical  degree  from  the  University  of  Wurzburg  in  1903. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Chauncey  K.  Southworth,  M.D.,  of  Millbrook,  died  on 
December  16  at  the  age  of  64.  Dr.  Southworth  graduated 
in  1941  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  urologist  at  Vassar  Brothers 
Hospital  and  a consulting  urologist  at  Northern  Dutchess 
and  Veterans  Administration  (Castle  Point)  Hospitals,  and 
at  Hudson  River  Psychiatric  Center.  Dr.  Southworth  was 
a Diplomate  of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Association,  the 
Dutchess  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Theodore  Joseph  Talbot,  M.D.,  of  Staten  Island,  died  on 
December  23  at  the  age  of  73.  Dr.  Talbot  received  his 
medical  degree  from  the  University  of  Lyon  in  1936.  He 
was  a consultant  in  medicine  at  St.  Vincent’s  Medical 
Center  of  Richmond  and  an  attending  physician  at  Sea 
View  Hospital  and  Home.  Dr.  Talbot  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Pulmonary 
Diseases),  a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Thoracic  Society,  the  New 
York  Academy  of  Medicine,  the  Richmond  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Robert  Telson,  M.D.,  of  Brooklyn,  died  on  No- 
vember 22  at  the  age  of  84.  Dr.  Telson  graduated  in  1920 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  orthopedic  surgeon  at  Metropolitan 
Jewish  Geriatric  Center,  Maimonides  Medical  Center,  and 
Peninsula  Hospital  Center.  Dr.  Telson  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Judson  B.  Van  Gaasbeek,  M.D.,  of  Albany,  died  on  No- 
vember 30  at  the  age  of  61.  Dr.  Van  Gaasbeek  graduated 
in  1950  from  Albany  Medical  College.  He  was  chief  and 
an  attending  oral  surgeon  at  The  Child’s  Hospital,  a con- 
sulting oral  surgeon  at  The  Kingston  Hospital,  an  assistant 
oral  surgeon  at  Albany  Medical  Center,  and  head  of  oral 
surgery  at  Memorial  Hospital.  Dr.  Van  Gaasbeek  was  a 
member  of  the  American  Society  of  Maxillofacial  Surgeons, 
the  Albany  County  Medical  Society,  the  Medical  Society 
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of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


James  M.  Walsh,  M.D.,  of  Haqua,  formerly  of  Ticonde- 
roga,  died  on  October  28  at  the  age  of  71.  Dr.  Walsh 
graduated  in  1933  from  Albany  Medical  College.  He  was 
a staff  physician  at  Moses  Ludington  Hospital.  Dr.  Walsh 
was  a member  of  the  Essex  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 


ican Medical  Association. 

Herbert  F.  Wendelken,  M.D.,  of  Staten  Island,  died  on 
December  28  at  the  age  of  72.  Dr.  Wendelken  graduated 
in  1933  from  Long  Island  College  of  Medicine.  He  was  a 
member  of  the  American  Occupational  Medicine  Associ- 
ation, the  American  Academy  of  Compensation  Medicine, 
Inc.,  the  Richmond  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


An  apology 

Alfred  A.  Angrist,  M.D.,  Editor 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

420  Lakeville  Road 

Lake  Success,  New  York  11042 

Dear  Doctor  Angrist: 

In  giving  attributions  to  this  article,  I neglected  to  credit  the  Monroe  County  Cancer  and  Leukemia  Association  for 
the  financial  support  which  made  the  Hospice  Feasibility  Study*  possible.  This  was  an  inadvertence  and  I am  embarrassed 
not  to  have  recognized  the  financial  help  which  was  so  necessary  at  that  time.  I wonder  if  a correction  could  be  put  into 
one  of  the  succeeding  issues  of  the  Journal.  If  so,  I would  greatly  appreciate  it. 

W.  BRADFORD  PATTERSON,  M.D. 

44  Binney  Street 
Boston,  Massachusetts  02115 

* Patterson,  W.  B.,  and  Tehan,  C.:  Hospice;  Why  all  this  interest?,  New  York  State  J.  Med.  79:  1913  (Nov.)  1979. 
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Abstracts  in  Interlingua 


Kahbar,  S.:  Hemoglobinas  glycosylate;  historia,  biochi- 
mistry  e implicationes  clinic.  New  York  State  J.  Med.  80: 
553  (Martin)  1980. 

Le  hemoglobinas  glycosylate  es  compositos  minor  del 
hemoglobina  del  erythrocytos  human.  Illes  es  structural 
e proximemente  relationate  con  le  hemoglobina  del  adulto 
human  e es  formate  non  enzymaticmente  per  condensation 
del  glucosa  o altere  compositos  reductore  del  sucros  con  le 
hemoglobina  A.  Le  facto  que  le  hemoglobina  glycosylate 
ascende  2 a 3 vices  in  le  patientes  diabetic  ha  focalisate 
multe  interes  pro  investigar  le  structura  e function  de  iste 
hemoglobinas  modificate,  e etiam  le  implicationes  clinic 
e le  possibile  correlation  de  iste  compositos  con  le  compli 
cationes  del  morbo.  Ha  essite  comprobate  que  le  hemo- 
globinas glycosylate  es  un  indicator  utile  pro  evalutar  le 
controlo  del  diabetes  mellitus.  Un  breve  revision  del  his- 
toria, le  investigationes  biochimic  currente  le  biosynthesis 
e le  implicationes  clinic  del  hemoglobina  glycosylate  es 
presentate. 

Rosner,  F.,  e Grunwald,  H.  W.:  Myeloma  multiple  e 
macroglobulinemia  de  Waldenstrom  terminante  in  leu- 
cemia  acute;  revision  enphatisante  le  abnormalitates  kar- 
yotipic  e ultrastructural,  New  York  State  J.  Med.  80:  558 
(Martio)  1980. 

Le  patientes  con  le  syndrome  de  leucemia  acute  como 
episodio  terminal  del  myeloma  multiple  e le  macroglobu- 
linemia de  Waldenstrom  es  analysate.  Frequentemente, 
le  syndrome  include  un  periodo  preleucemic  characterisate 
per  varie  septimanas  o menses  de  pancytopenia  e/o  dys- 
erythropoiesis  con  o sin  presentia  de  sideroblastos  anulari 
in  le  medulla  ossee.  Iste  cambios  pote  esser  relationate  con 
le  chimiotherapia  previe,  specialmente  con  melphalan  e 
cyclophosphamida.  Le  radiation  etiam  pote  haber  un  rolo. 
Le  syndrome  de  leucemia  acute  in  le  myeloma  multiple  es 
etiam  associate  con  chimiotherapia  antileucemic  refractori 
e un  superviventia  multe  breve.  Existe  un  frequentia  al- 
temente  disproportionate  del  varietate  myelomonocytic 
o monocytic  del  leucemia  acute  accompaniate  con  un 
augmento  del  nivellos  de  lysozima  in  le  serum  e/o  le  urina. 
Es  typic,  etiam,  in  iste  syndrome  le  occurrentia  de  aber- 
rationes  chromosomic,  principalmente  hypodiploide  e, 
asimesmo,  hyperdiploide.  Un  chromosoma  marcate  es 
frequentemente  presente;  ie  chromosoma  Philadelphia  ha 
etiam  essite  observate  in,  per  le  minus,  2 patientes.  Non 
es  respondite  con  certesa  si  le  melphalan  es  le  causa  directe 
o indirecte  del  major  frequentia  de  leucemia  acute  in  pa- 
tientes con  myeloma  multiple  (proximemente  1 a 7 pro- 
cento  in  varie  series)  e macroglobulinemia  de  Walden- 
strom, o si  le  superviventia  prolongate  inducite  per  iste  o 
altere  drogas  pote  mascarar  un  aspecto  nonrecognoscite 
del  historia  natural  de  myeloma  multiple  Le  observations 
facite  pare  favorecer  le  prime  theoria. 

Khan,  M.  Y.,  Maltsman,  B.,  e Jonnard,  R.:  Carcinoma 
del  esophagus;  reportos  de  autopsias.  New  York  State  J. 
Med.  80:  575  (Martio)  1980. 

Un  studio  retrospective  supra  le  factores  etiologic  trovate 
in  68  autopsias  de  casos  ben  documentate  de  carcinoma  del 


esophagus  es  presentate.  Dysphagia,  perdita  de  peso  e 
anemia  esseva  le  plus  commun  del  symptomas.  Le  70  e 75 
pro  cento  del  patientes  moreva  intra  6 menses  del  data  del 
diagnose,  e intra  9 menses  de  initiation  del  symptomas, 
respectivemente.  Intra  altere  trovatos  associate  esseva 
deterioration  dental  e pauvre  hygiene  bucal  in  90  pro  cento 
del  casos.  Le  fumar  e le  biber  excessive  esseva  indication 
probabile  de  un  rolo  synergistic.  Le  racia  e le  occupation 
habeva  solmente  un  correlation  statisticmente  debile,  e 
poteva  esser  atribuite  solmente  a factores  socio-economic, 
e non  a alicum  factor  racial  per  se.  Per  altere  parte,  le 
correlation  inter  le  racia  e le  etate  esseva  debile,  mais 
probabilemente  significative  in  ambe  gruppos  racial. 

Garvey,  J.:  Controllo  del  refluxo  depost  le  esophago- 
gastrostomia,  New  York  State  J.  Med.  80:  589  (Martio) 
1980. 

Vinti-tres  (23)  canes  esseva  studiate  pro  determinar  le 
parametros  physiologic  necessari  pro  construer  un  valvula 
competente  uni  directional  pro  usar  depost  le  esophago- 
gastrostomia.  A1  minus  3 cm  de  invagination  esophagic 
es  requerite  e iste  con  un  involtura  fundic  complete  (con- 
torneante  le  esophagus)  pro  prevenir  le  refluxo.  Le  prin- 
cipio  hydrostatic  del  qual  depende  iste  typo  de  valvula  es 
illustrate.  Es  demonstrate  que  le  major  competentia  de 
iste  valvula  face  que  le  pression  intragastric  non  cause  re- 
fluxo. 

Wright,  I.  S.:  Statisticas — Elementos  maestros  o in- 
struments?, New  York  State  J.  Med.  80:  605  (Martio) 
1980. 

Justificatemente,  le  medicos  intertene  un  san  skepti- 
cismo  con  respecto  a observationes  clinic  publicate,  al 
minus  usque  es  confirmate  per  alteres  personas.  Le  dis- 
ciplinas  del  analyse  statistic  avanciate  e computarisate  es 
de  recente  arrivo  in  le  ancien  campus  del  medicina.  Esseva 
sperate  que  le  statisticas  poteva  clarificar  casos  e contestar 
alicun  questiones  plus  distante  del  capacitate  del  clinico 
e,  in  certe  grado,  isto  es  certo.  Nonobstante,  le  resultatos 
del  analyse  statistic  pote  esser  un  pauc  melior  que  le  in- 
formation clinic  original  intruducite  in  le  systema.  Per 
isto,  le  observationes  del  clinico  totavia  proportiona  le 
fundation  solide  de  tal  studios,  e iste  observationes  e in- 
terpretationes  persiste  de  grande  importantia.  Le  analyse 
statistic,  ben  que  es  potentialmente  de  valor,  assimesmo 
additiona  factores  que  etiam  pote  haber  errores,  inter- 
pretationes  equivocate  e manipulationes.  Un  generation 
de  medicos  ha  disveloppate  ora  in  le  interior  del  medio 
statistic  con  le  aceptation  de  conclusiones  derivate  de  tal 
studios  toto  isto  es  assi  comprendite.  Nonobstante,  multe 
studios  planeate  con  le  adjuta  del  statisticas  ha  essite,  plus 
tarde,  subjectite  a criticismos  severe  per  altere  statisticos 
de  equal  calification.  Exemplos  es  citate  in  iste  articulo. 
Es  suggerite  que  studios  de  iste  typo  sia  considerate  con 
skepticismo  double,  basando  se  in  le  possibilitate  de  errores 
clinic  e,  per  tanto,  statistic.  Le  statisticas  debe  esser 
considerate  como  instrumentos  utile  quando  es  usate  con 
attention  e habilitate,  e nunc  debe  esser  un  substituto  del 
pensamento  del  medico. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Soviet  military  adventuring,  growing  debate  on  the 
strength  and  readiness  of  our  armed  forces,  and  a presi- 
dential election  to  boot  augur  little  attention  to  matters  of 
medicine  and  health  by  the  second  session  of  the  96th 
Congress.  But  Capitol  Hill  soothsayers  have  not  always 
been  correct. 

Deep  within  the  president’s  State  of  the  Union  message 
he  asks  the  Congress  to  approve  his  plan  for  national  health 
insurance,  stating  it  is  “ . . . the  solution  to  the  30  years  of 
congressional  battles  on  national  health  insurance.”  The 
president  also  urged  the  Senate  to  rescue  his  hospital  cost 
containment  proposal,  declaring  the  “longer  we  delay  en- 
acting cost  containment,  the  more  expensive  our  fight 
against  hospital  inflation  will  become.” 

Towards  the  end  of  the  month  the  president  spelled  out 
in  his  budget  message  more  details  of  his  administration’s 
thinking  with  respect  to  the  direction  of  the  Federal  gov- 
ernment’s health  policies. 

* * * 

The  Carter  Administration  has  asked  Congress  to  ap- 
prove a $61  billion  budget  for  health  programs,  $5  billion 
more  than  last  year,  largely  because  of  the  climb  in  the  costs 
of  Medicare  and  Medicaid. 

The  budget  for  fiscal  1981,  the  year  starting  October  1, 
was  marked  by  “overall  fiscal  restraint”  due  to  the  ex- 
igencies of  inflation  and  international  confrontations,  but 
most  health  programs  were  ticketed  for  modest  increases. 
The  notable  exception  was  aid  for  medical  education, 
where  the  administration  again  proposed  eliminating 
capitation  aid  and  reducing  funds  for  nurses’  training. 

A renewed  plea  was  made  for  passage  of  President  Car- 
ter’s National  Health  Plan,  but  significantly,  no  start-up 
funds  were  set  forth  in  the  budget. 

The  administration  also  optimistically  assumes  that 
Congress  will  approve  the  Hospital  Cost  Containment  Act 
(with  a claimed  result  of  annual  “savings”  of  $700  million) 
despite  House  defeat  last  year. 

The  Health,  Education,  and  Welfare  Department  asked 
for  a total  of  $222.9  billion,  of  which  $153  billion  repre- 
sented Social  Security  disbursements  and  $51  billion  was 
for  Medicare  and  Medicaid  outlays,  up  $5  billion. 

The  budget  contained  $326  million  for  support  of  health 
professions  training  programs,  but  states  that  by  1990  the 
supply  will  exceed  the  need,  especially  in  the  case  of  phy- 
sicians. The  termination  of  capitation  grants  to  medical 
schools,  a fiscal  body  blow  to  the  schools,  would  be  ac- 
companied by  a $77  million  cut  in  support  of  nurse  edu- 
cation. 

The  administration’s  new  health  manpower  program 
hasn’t  been  sent  to  Congress  as  yet,  but  the  lawmakers 
probably  won’t  have  time  to  act  this  year  and  may  pass  a 
one-year  extension  of  existing  aid. 

The  budget  provides  a $17.7  million  increase,  for  a total 
of  $83.2  million,  for  expanded  programs  to  train  primary 
care  physicians. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


An  additional  765  new  and  converted  first-year  family 
medicine  residencies  will  be  created  nationally,  bringing 
the  total  to  3,265.  Also  proposed  are  147  new  first-year 
residencies  in  other  primary  care  specialties  such  as  general 
internal  medicine  and  general  pediatrics. 

Support  for  direct  health  services  in  community  health 
centers  and  migrant  health  centers  would  total  $436  mil- 
lion, an  increase  of  $54  million. 

The  budget  for  the  NHSC  (National  Health  Service 
Corps)  would  total  $134  million,  an  increase  of  $52  million. 
This  would  swell  the  present  Corps  by  1,700  so  that  4,500 
health  care  professionals  would  be  serving.  At  the  same 
time,  the  NHSC  scholarship  program,  with  an  additional 
$8  million,  would  be  providing  $94  million  in  support  of 
6,700  students  who  later  would  join  the  Corps. 

Funds  for  the  maternal  and  child  health  grants  to  states 
and  family  planning  programs  were  set  at  $537  million,  a 
$27  million  increase. 

A total  of  $565  million  was  earmarked  for  the  Indian 
Health  Service,  a $50  million  increase. 

The  administration  is  requesting  $69  million — a $10 
million  increase — to  support  36  new  HMOs  (Health 
Maintenance  Organizations)  and  to  expand  47  existing 
HMO  plans. 

The  president’s  budget  request  for  all  mental  health 
activities  in  1981  is  $671.3  million,  including  $367,775,000 
for  services,  $162,964,000  for  research,  $90,354,000  for 
training,  $12,117,000  for  forumula  grants  to  states,  and 
$38,113,000  for  program  administration. 

The  Medicare  and  Medicaid  programs  would  be  ex- 
panded. Legislation  will  be  sought  to  eliminate  the 
Medicare  requirement  that  beneficiaries  be  hospitalized 
for  three  days  before  they  are  eligible  for  home  health  care 
services.  Funds  were  proposed  for  a Medicare  demon- 
stration project  to  determine  the  costs  and  practicality  of 
payment  to  home  health  aides  for  providing  routine 
homemaker  services,  in  conjunction  with  home  health 
care. 

The  overall  Medicare  and  Medicaid  budget  request  for 
1981  is  $53.2  billion,  an  increase  of  $5.4  billion.  The  budget 
proposal  includes  $403  million  to  fund  the  CHAP  (Child 
Health  Assurance  Program)  now  under  consideration  in 
the  Congress.  CHAP  would  extend  health  care  to  an  ad- 
ditional two  million  poor  children  not  now  eligible  for 
Medicaid. 

Expanded  services  to  migrant  children  and  to  poor 
children  in  urban  areas  would  result  from  a proposed  $90 
million  increase  in  the  budget  for  the  Head  Start  Pro- 
gram. 

The  budget  targets  $859  million  for  the  Public  Health 
Service  to  promote  healthful  lifestyles,  provide  preventive 
health  services,  and  protect  consumers  and  persons  in  the 
workplace,  an  increase  of  $87  million. 

The  National  Institutes  of  Health  budget  is  $3.6  billion, 
up  $139  million.  Only  minor  additional  funds  were  sought 
for  the  1 1 institutes.  The  National  Cancer  Institute  con- 
tinues to  get  the  most,  $1  billion,  with  Heart,  Lung,  and 
Blood  next  at  $548  million. 
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The  administration  plans  to  amend  its  National  Health 
Plan  to  eliminate  the  requirement  that  reimbursable  chi- 
ropractic services  can  be  provided  only  on  referral  from 
physicians. 

Stuart  Eizenstat,  Domestic  Affairs  Aide  to  President 
Carter,  told  the  American  Chiropractic  Association  and  the 
International  Chiropractors  Association  in  a letter  that 
“the  initial  specifications  for  the  Administration’s  legis- 
lation were  altered  to  provide  a definite  role  for  chiro- 
practors” following  talks  with  chiropractic  officials. 

HEW  soon  will  be  sending  Congress  a technical 
amendment  to  provide  chiropractors  a greater  role  in  the 
plan,  according  to  Eizenstat. 

The  Medicare-Medicaid  amendments  being  considered 
in  the  House  and  Senate  also  relax  requirements  for  chi- 
ropractic reimbursement.  The  House  measure  changes 
present  requirements  by  reimbursing  chiropractors  for  the 
costs  of  x-rays  to  diagnose  subluxation  of  the  spine. 
Reimbursement  also  is  allowed  if  subluxation  is  demon- 
strated through  clinical  finding  without  x-ray.  The  Senate 
bill  follows  the  latter  provision,  simply  dropping  the  re- 
quirement for  x-ray  to  demonstrate  subluxation. 

* * * 
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American  physicians  have  chalked  up  a “massive  ac- 
complishment” in  keeping  medical  fees  below  the  CPI 
(Consumer  Price  Index)  in  a time  of  galloping  inflation, 
according  to  James  H.  Sammons,  M.D.,  executive  vice 
president  of  the  AMA. 

Physicians  “have  clearly  demonstated  their  intention 
to  make  the  VE  (Voluntary  Effort)  work,”  Dr.  Sammons 
said.  "We  are  going  to  continue  to  extend  our  best  efforts,” 
he  pledged. 

Commenting  on  the  impact  of  the  VE  since  its  1977  in- 
ception, Dr.  Sammons  told  a Washington,  D.C.,  news 
conference  the  results  mark  “a  rare  occasion  in  history, 
when  a professional  group  has  voluntarily  restrained  the 
rate  of  increase  in  its  fees.  They  now  stand  three  per- 
centage points  below  the  CPI.”  The  achievement  is  all  the 
more  noteworthy  in  view  of  the  fact  that  the  buying  power 
of  physicians  has  dropped  10  percent  in  the  past  eight 
years,  he  said. 

Figures  released  at  the  briefing  showed  that  the  nation’s 
hospitals  have  saved  consumers  more  than  $2.88  billion 
since  the  VE  was  established  and  that  during  most  of  this 
period  the  rate  of  increase  in  physicians’  fees  has  consis- 
tently been  several  points  below  the  all-items  index  of  the 
CPI.  Price  increases  throughout  the  health  care  field  have 
been  more  moderate  than  the  overall  CPI.  The  latest 
statistics  show  that  the  medical  index  was  lower  than  the 
overall  CPI  for  the  13th  month  in  a row. 

Paul  Earle,  VE  executive  director,  said  the  VE  goals 
include  a continued  campaign  to  restrain  the  increase  in 
health  care  costs  to  attain  a closer  relationship  between 
total  health  care  expenditures  growth  and  growth  in  the 
total  gross  national  product. 

The  national  increase  in  total  inpatient  community 
hospital  expenditures  in  1980  should  decline  by  1.5  per- 
centage points  from  1979,  contingent  on  no  increase  in  the 
general  economy-wide  inflation  rate  in  1980  over  1979,  he 
said. 

The  total  number  of  hospital  beds  in  the  nation  should 
be  held  at  the  level  as  of  December  31, 1978,  adjusted  for 
any  new  beds  added  due  to  certificate-of-need  approvals 
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continued  from  page  667 
prior  to  that  date. 

The  latest  data  show  hospital  beds  increasing  at  the 
slowest  rate  (0.7  percent  for  the  first  nine  months  of  1979) 
since  1963,  the  first  year  for  which  data  are  available. 

Physicians,  during  the  first  half  of  1980,  were  asked  to 
continue  to  voluntarily  restrain  fee  increases  to  a level  that 
maintains  the  1979  relationship  between  the  all-items 
index  and  the  physicians  service  index  of  the  CPI.  This 
target  will  be  reassessed  in  mid- 1980. 

The  VE  founding  members  are  the  AMA,  the  American 
Hospital  Association,  and  the  Federation  of  American 
Hospitals.  In  addition  to  these  three  organizations,  the 
VE  partners  include  the  Blue  Cross/Blue  Shield  Associa- 
tions, the  Health  Industry  Manufacturers  Association,  the 
Health  Insurance  Association  of  America,  the  National 
Association  of  Counties,  representatives  of  business,  and 
Virginia  Knauer  & Associates,  a consumer  affairs  con- 
sulting firm. 

* * * 

Some  of  the  toughest  and  most  far-reaching  social  and 
philosophical  questions  facing  medicine  are  on  the  agenda 
of  the  new  Presidential  Commission  for  the  Study  of 
Ethical  Problems  in  Medicine  and  Biomedical  and  Be- 
havioral Research. 

The  11  -member  commission  has  conducted  its  first 
meeting  with  an  imposing  list  of  initial  assignments: 

the  requirements  for  informed  consent  in  research  and 

medical  practice, 

the  definition  of  death, 

programs  for  genetic  testing,  counseling,  and  educa- 
tion, 

differences  in  the  availability  of  health  services  by  in- 
come or  place  of  residence,  and 
the  confidentiality  and  privacy  of  medical  records. 

Commission  Chairman  Morris  Abram,  a New  York  at- 
torney, said  “a  thoughtful  consideration  of  these  enu- 
merated subjects  reveals  an  over-arching  concern  derived 
from  enormous  strides  in  the  natural  sciences  and  the 
tensions  which  have  resulted. 


Extrapyramidal  side  effects  with  lithium 
treatment 

In  a recent  study  Shopsin  and  Gershon  (Am.  J.  Psychiat. 
132:536  [1975])  found  that  15  or  20  patients  on  lithium  for 
over  a year  showed  evidence  of  cogwheel  rigidity.  The 
study  reported  here  differs  in  that  examinations  were 
carried  out  by  a rater  unaware  of  the  patient’s  diagnosis  or 
treatment.  Of  38  patients  getting  lithium  carbonate  from 


“The  once  simple  fact  of  death  has  been  rendered  murky 
by  machines  which  can  prolong  ordinary  vital  functions,” 
he  noted. 

“Informed  consent  becomes  complicated  when  advanced 
therapies  are  difficult  to  explain  and  their  results  far  from 
predictable. 

“Privacy  of  medical  care,  formerly  confidently  assumed, 
is  now  sorely  tested  by  the  proliferation  of  technicians, 
specialists,  and  the  inevitable  records  and  other  accoun- 
trements  of  modern  medicine  and  life,”  said  Abram. 

He  asked  if  there  is  any  way  to  wisely  and  fairly  dis- 
tribute medical  care  not  only  on  the  basis  of  income  and 
geography,  but  also  with  respect  to  age.  “In  other  words, 
should  the  society  concentrate  its  always  limited  medical 
resources  to  barely  sustain  life  in  the  aged  infirm  as  op- 
posed to  better  care  for  the  young? 

“The  hard  questions  are  endless — but  they  are  not  ac- 
ademic and  the  answers  affect  the  quality  of  research,  the 
quality  of  life,  the  health  of  the  public — and  the  pocket- 
book,”  said  Abram. 

Physician  members  of  the  Commission  are:  Mario 

Garcia-Palmieri,  M.D.,  Professor  and  Head  of  the  De- 
partment of  Medicine,  the  University  of  Puerto  Rico; 
Donald  Medearis,  M.D.,  Chief  of  Children’s  Service, 
Massachusetts  General  Hospital;  Charles  Wilder,  Professor 
of  Pediatrics,  Harvard  University;  Arno  G.  Motulsky,  M.D., 
Professor  of  Medicine  and  Genetics  and  Director  of  the 
Center  for  Inherited  Diseases,  the  University  of  Wash- 
ington; Fritz  0.  Redlich,  M.D.,  Professor  of  Psychiatry,  the 
University  of  California  at  Los  Angeles;  and  Charles  J. 
Walker,  a Nashville,  Tennessee  physician  in  private 
medical  practice. 

* * * 

The  Justice  Department  has  reported  that  100  physi- 
cians were  prosecuted  for  selling  drugs  illegally  between 
1972  and  1977.  The  drug  involved  was  a stimulant  in  more 
than  one  half  the  cases.  Only  one  in  every  five  cases  in- 
volved a narcotic.  Justice  said  that  in  nearly  all  of  the  cases 
there  was  no  general  physical  examination  of  the  “patient” 
before  distribution  of  the  drug.  A majority  of  the  physi- 
cians were  found  guilty  and  received  prison  sentences. 


three  months  to  five  years,  definite  cogwheeling  was  found 
in  2.  None  of  these  patients  had  received  any  neuroleptics 
for  three  months  before  examination.  The  occurrence  of 
cogwheel  rigidity  is  hard  to  explain.  Although  lithium  has 
been  reported  to  produce  a variety  of  side  effects,  extra- 
pyramidal  involvement,  except  in  toxic  states,  rarely  has 
been  reported.  Despite  its  low  prevalence,  cogwheeling 
as  a side  effect  of  lithium  treatment  requires  explanation 
and  deserves  further  investigation.  Kane,  J.,  et  al.:  Am 
J.  Psychiat.  135:  851  (July)  1978. 
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Tay-Sachs  disease 

WHAT  IS  TA  Y-SACHS  DISEASE?  It  is  a fatal  inher- 
ited disease  that  strikes  Jewish  families  100  times  more 
often  than  others.  A Tay-Sachs  baby  is  doomed  to  death 
from  the  moment  of  conception.  He  or  she  has  received 
an  abnormal  gene  from  each  parent  and  cannot  make  a 
certain  enzyme  necessary  for  life. 

These  babies  appear  healthy  at  birth  and  develop  nor- 
mally for  the  first  few  months  of  life.  Then  mental  and 
physical  deterioration  set  in  rapidly  and  relentlessly. 
Blind  and  paralyzed,  the  child  loses  all  contact  with  the 
world.  Death  is  inevitable,  usually  between  the  ages  of  3 
and  5 years.  At  present  there  is  no  treatment  for  the  dis- 
order. The  cost  of  institutional  care  for  a Tay-Sachs  child 
has  been  estimated  at  $50,000  a year;  the  cost  in  human 
suffering  is  beyond  calculation. 

THE  STRA TEG  Y FOR  PROTECTION.  Since  Tay- 
Sachs  disease  is  not  acquired  from  the  external  environ- 
ment, but  predetermined  at  the  moment  when  the  egg  and 
sperm  of  the  parents  fuse  to  form  a new  life,  medical  science 
has  developed  a unique  strategy  to  combat  it. 

PREDICT  which  couples  are  at  risk  to  have  an  affected 
child  by  identifying  them  through  carrier  testing.  Only 
when  both  parents  are  carriers  is  there  a risk. 

WHAT  ARE  THE  ODDS?  If  you  are  Jewish  and  of 
European  ancestry,  your  odds  for  being  a carrier  (carrying 
the  Tay-Sachs  gene)  are  1 in  25. 

If  your  spouse  is  of  the  same  ethnic  origin,  his  or  her  odds 
are  also  1 in  25. 

This  means  that  1 in  625  (1/25  X 1/25  = 1/625)  Jewish 
couples  is  at  risk  (both  carriers)  to  produce  a baby  with 
Tay-Sachs  disease. 

The  chance  that  an  affected  baby  will  be  born  to  a couple 
at  risk  is  1 in  4 with  each  pregnancy;  the  chance  for  an  un- 
affected child  is  3 in  4.  It  is  important  to  recognize  that 
even  if  you  have  unaffected  children,  you  are  not  free  of  risk 
for  future  pregnancies  unless  you  are  tested. 

WHAT  DO  THE  TEST  RESULTS  MEAN? 
NONCARRIER:  If  you  are  found  to  be  a noncarrier,  as 
will  most  people  who  are  tested,  You  cannot  produce  a 
child  with  Tay-Sachs  disease. 

If  your  spouse  is  a noncarrier  as  well,  all  your  children 
will  be  noncarriers. 

CARRIER:  If  you  are  identified  as  a carrier,  as  will  1 in 
25  who  take  the  test,  you  can  be  assured  your  health  is  not 
affected.  This  finding  is  only  meaningful  in  relation  to  the 
risks  for  your  (future)  offspring  and  depends  on  the  carrier 
status  of  your  spouse. 

If  you  marry  or  are  married  to  a noncarrier,  you  cannot 
have  a child  with  Tay-Sachs  disease.  On  average, 
however,  1/2  your  children  will  be  carriers  like  yourself. 
PREVENT  the  birth  of  a child  destined  for  an  early  death 
by  monitoring  the  pregnancies  of  carrier  couples  with 
amniocentesis  to  diagnose  at  an  early  stage  of  pregnancy 
whether  or  not  the  fetus  is  affected  with  the  disease. 
PROTECT  Jewish  families  now  and  for  generations  to 
come  by  testing  Jews  of  reproductive  age  and  identifying 
those  families  with  the  potential  for  tragedy.  Genetic 
counseling  can  alert  family  members  to  present  and  future 
risks,  and  to  methods  for  prevention. 

A family  history  free  of  the  disease  does  not  mean  you 
are  free  of  risk.  Most  babies  with  Tay-Sachs  disease  are 
born  into  families  with  no  prior  history.  Similarly,  if  other 
members  have  been  found  by  the  test  to  be  noncarriers, 
your  risk  for  becoming  a carrier  is  not  reduced;  it  is  still  1 
in  25. 


Of  course,  if  you  have  a positive  family  history  of  Tay- 
Sachs  disease  or  a relative  has  been  identified  as  a carrier, 
your  odds  for  carrying  the  gene  are  increased. 

FAST  FACTS  ABOUT  THE  TAY-SACHS  CAR- 
RIER TEST 

HOW  IS  THE  TEST  DONE?  The  test  is  performed  on 
blood  drawn  from  an  arm  vein.  You  may  eat  or  drink  as 
usual  before  and  after  the  test. 

WHAT  DOES  THE  TEST  MEASURE?  The  test  mea- 
sures the  level  in  the  blood  of  an  enzyme  called  hexosami- 
nidase A or  “hex  A”  for  short.  Babies  with  Tay-Sachs 
disease  lack  this  enzyme  completely;  noncarriers  have  a lot 
of  it,  and  carriers  have  an  intermediate  level. 

IS  THERE  A CHARGE  FOR  THE  TEST?  A modest  fee 
will  be  charged  to  cover  the  costs  of  performing  the  test. 
Because  a more  complex  procedure  is  required  to  analyze 
the  status  of  a couple  during  pregnancy,  the  fee  will  be 
somewhat  higher  than  that  for  the  usual  carrier  test. 
WHERE  CAN  I GET  THE  TEST?  Your  physician  can 
arrange  for  the  test  at  a convenient  nearby  testing  center. 
Or,  you  can  call  centers  listed  below  for  an  appointment. 
COUPLE  AT  RISK:  If  both  you  and  your  spouse  are 
carriers  of  the  Tay-Sachs  gene,  there  is  a 1 in  4 or  25%  risk 
with  each  pregnancy  for  a child  with  Tay-Sachs  disease. 
However,  since  this  disorder  can  be  prenatally  diagnosed 
by  amniocentesis,  it  is  possible  to  determine  the  Tay-Sachs 
status  of  the  fetus  at  an  early  stage  of  pregnancy.  If  the 
fetus  is  normal,  the  parents  will  be  assured  of  a baby  born 
free  of  the  disease.  If  the  fetus  is  affected,  they  may  choose 
to  terminate  the  pregnancy.  Any  subsequent  pregnancy 
can  be  tested,  making  it  possible  for  them  to  bear  children 

frnn  nf  thlQ  H 

CAN  I BE  TESTED  DURING  PREGNANCY?  It  is 
preferable  to  test  women  when  they  are  not  pregnant. 
However,  couples  in  which  the  wife  is  currently  less  than 
15  weeks  pregnant  can  be  tested.  If  you  are  pregnant,  try 
to  arrange  for  the  test  immediately. 

New  York  State  Testing  Centers  are:  New  York  City: 
Mt.  Sinai  Medical  Center,  Division  of  Medical  Genetics, 
11  East  100  Street,  New  York,  New  York  10029;  Beth  Israel 
Medical  Center,  Medical  Genetics,  10  Nathan  Perlman 
Place,  New  York,  New  York  10003;  New  York  University 
School  of  Medicine,  Department  of  Pediatrics,  550  First 
Avenue,  New  York,  New  York  10016;  The  New  York 
Hospital-Cornell  Medical  Center,  Medical  Genetics,  1300 
York  Avenue,  New  York,  New  York  10021;  Kingsbrook 
Jewish  Medical  Center,  Birth  Defects  Center,  86  East  49th 
Street,  Brooklyn,  New  York  11203;  Albert  Einstein  College 
of  Medicine,  Genetic  Counseling  Program,  1410  Pelham 
Parkway  South,  Bronx,  New  York  10461;  Long  Island 
Jewish-Hillside  Medical  Center,  Division  of  Human  Ge- 
netics, New  Hyde  Park,  New  York  11040;  Booth  Memorial 
Medical  Center,  Main  Street  and  Booth  Memorial  Avenue, 
Flushing,  New  York;  North  Shore  Hospital,  Division  of 
Genetics,  300  Community  Drive,  Manhasset,  New  York 
11030;  South  Nassau  Community  Hospital,  2445  Oceanside 
Road,  Oceanside,  New  York  11572;  John  T.  Mather  Me- 
morial Hospital,  North  Country  Road,  Port  Jefferson,  Long 
Island;  New  Rochelle  Hospital  Medical  Center,  16  Guion 
Place,  New  Rochelle;  White  Plains  Hospital  Medical 
Center,  Davis  Avenue  and  White  Plains  Road,  White 
Plains;  Westchester  County  Medical  Center,  Medical 
Genetics  Unit,  Valhalla;  Albany;  Birth  Defects  Institute, 
Albany  Medical  College,  Albany;  Rochester;  University  of 
Rochester  College  of  Medicine,  Division  of  Genetics,  601 
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Pharmacology,  Columbia  University  College  of  Physicians 
and  Surgeons,  the  1980  Honorary  Fellowship  Award  from 
the  American  College  of  Cardiology;  and  Louis  F.  Bishop, 
M.D.,  New  York  City,  cardiological  consultant  and  Past 
President,  American  College  of  Cardiology,  will  receive  the 
1980  Distinguished  Fellowship  Award  from  the  American 
College  of  Cardiology  . . . Robert  Turell,  M.D.,  New  York 
City,  will  be  awarded  the  University  of  Wisconsin’s  Medical 
Alumni  Association  Distinguished  Alumni  Citation  for 
1980  on  May  23. 

Elected:  Darwin  Dennison,  M.D.,  associate  professor, 
Department  of  Health  Education  Professions  at  the  State 
University  at  Buffalo,  elected  chairperson  of  the  American 
School  Health  Association’s  Research  Council 

Grant:  A $2.5-million  grant  to  establish  a Reading 

Disabilities  Research  Institute  has  been  awarded  to  the 
Rutgers  Medical  School  of  the  College  of  Medicine  and 
Dentistry  of  New  Jersey  (CMDNJ).  The  grant,  funded 
by  the  National  Institute  of  Child  Health  and  Development 
of  Bethesda,  Md.,  will  allow  the  establishment  of  a research 
center  in  the  Department  of  Psychiatry  at  the  Piscataway 
campus. 


Honored:  Thomas  H.  Meikle,  Jr.,  M.D.,  former  deputy 
dean,  Cornell  University  Medical  College,  was  honored  for 
10  years  of  service  in  administration  as  dean  of  the  Cornell 
Graduate  School  of  Medical  Sciences;  acting  dean;  and  in 
1978  to  1979,  deputy  dean  of  Cornell  University  Medical 
College 

Installed:  At  the  44th  Annual  Meeting  of  the  American 
College  of  Gastroenterology,  Anaheim,  California,  October 
22-24, 1979,  Dr.  Sidney  J.  Winawer,  F.A.C.G.  of  New  York, 
New  York,  formerly  President-elect,  assumed  the  Presi- 
dency at  the  Annual  Banquet.  Dr.  Winawer  is  attending 
physician  on  the  Gastroenterology  Service  of  the  Depart- 
ment of  Medicine  at  the  Memorial  Sloan -Kettering  Cancer 
Center  in  New  York  City.  The  new  president-elect  is  Dr. 
Burton  I.  Korelitz,  F.A.C.G.,  who  is  a Diplomate  of  the 
American  Board  of  Internal  Medicine.  He  is  Chief  of  the 
Section  of  Gastroenterology  at  Lenox  Hill  Hospital  in  New 
York  City  . . . Alfred  W.  Kopf,  M.D.,  Professor,  Depart- 
ment of  Dermatology,  New  York  University  School  of 
Medicine,  was  installed  as  President  of  the  American 
Academy  of  Dermatology.  Dr.  Kopf’s  term  began  at  the 
conclusion  of  the  Academy’s  38th  Annual  Meeting  in 
Chicago,  December  1-6. 


Correction 

In  the  article  entitled  “Effect  of  Furosemide  on  Acute  Renal  Failure  in  Dogs,”  by  Chandrankunnel,  J.  M.,  et  al., 
that  appeared  in  the  January  issue,  page  19,  the  second  sentence  of  the  abstract  should  be  corrected  to  read:  “.  . . 
Magnification  angiography  demonstrated  impaired  cortical  perfusion  during  renal  failure  and  improvement,  in  five 
of  six  dogs,  of  cortical  perfusion  with  furosemide  ...  .” 
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Medical  Meetings 


Review  course 

A review  course  for  the  American  College  of  Physicians’ 
MKSAP  V (Medical  Knowledge  Self-Assessment  Program 
V)  will  be  held  March  21-22,  1980,  at  the  Rochester 
Academy  of  Medicine,  Rochester,  N.Y. 

MKSAP  V is  a personal,  self-contained,  comprehensive 
program  for  updating  a physician’s  knowledge  in  internal 
medicine.  MKSAP  V is  presented  by  the  American  Col- 
lege of  Physicians  (ACP),  the  national  professional  orga- 
nization of  more  than  47,000  specialists  in  internal  medi- 
cine and  related  areas. 

The  Rochester  course  (No.  B- 19)  deals  with  hematology, 
cardiovascular  diseases,  pulmonary  diseases,  and  ne- 
phrology. 

The  course  director  is  Paul  F.  Griner,  M.D.,  F.A.C.P., 
professor  of  medicine,  University  of  Rochester  School  of 
Medicine  and  Dentistry. 

Additional  information  about  MKSAP  V courses  is 
available  from  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  PA  19104. 

Spring  Meeting 

The  8th  Annual  Spring  Meeting  of  the  American  College 
of  Surgeons  will  be  held  in  Toronto,  Canada,  March  23-27, 
1980,  at  the  Sheraton  Centre  Hotel. 

The  following  postgraduate  courses  for  physicians  will 
be  offered  at  the  Spring  Meeting: 

No.  1— Surgical  Problems  of  the  Stomach  and  Duo- 
denum 

No.  2 — Infection  and  Altered  Immune  Response  in 
Surgical  Patients 

No.  3 — Gynecologic  Surgical  Techniques 
No.  4 — Trauma  to  the  Eyes  and  Its  Adnexae 
No.  5 — Problems  in  Vascular  Disease 
No.  6 — Surgical  Nutrition 

No.  7 — Current  Concepts  and  Controversies  in  Breast 
Cancer 

No.  8 — Lower  Abdominal  and  Pelvic  Malignancies 
Postgraduate  courses  are  open  to  medical  doctors, 
only. 

Annual  program  on  medical  and  surgical 
problems  in  Workers’  Compensation 

The  American  Academy  of  Compensation  Medicine  and 
New  York  University  Post-Graduate  Medical  School  will 
sponsor  a two-day  program  on  medical  and  surgical  prob- 
lems in  Workers’  Compensation  on  March  26-27, 1980,  at 
the  Sheraton  Centre  Hotel,  53rd  Street  and  Seventh  Ave- 
nue, New  York  City. 

The  program  will  consist  of  plenary  sessions  on  various 
aspects. 

Detailed  information  about  the  meeting  may  be  obtained 
by  writing  to:  Arthur  I.  Blieden,  M.D.,  Program  Chair- 
Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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3rd  ANNUAL  SYMPOSIUM 

NUCLEAR  CARDIOLOGY 

for  the 

PRACTICING  PHYSICIAN 

July  27-30,  1980 
Hilton  Head  Inn 
Hilton  Head  Island,  S.C. 

This  exciting  2 \ day  program  will  cover  current  topics  in  1) 
the  applications  of  radionuclide  ventriculography  2)  cardio- 
vascular nuclear  medicine — office  practice  3)  multiple  pinhole 
imaging  and  other  tomographic  cardiac  imaging  techniques 
4)  equipment  selection  5)  positron  imaging. 

The  program  meets  the  criteria  for  20  credit  hours  in  Category 
1 of  the  Physicians  Recognition  Award  of  the  American  Medical 
Association.  The  guest  faculty  includes:  Drs.  Philip  O.  Al- 
derson,  Jeffrey  S.  Borer,  Glen  W.  Hamilton,  Robert  H.  Jones, 
Robert  W.  Parkey,  James  H.  Thrall,  and  Henry  N.  Wagner,  Jr. 
Reservation  deadline:  April  15,  1980.  For  further  information 
contact: 

Jagmeet  S.  Soin,  M.D.,  F.A.C.C.,  Program  Director,  Division 
of  Nuclear  Medicine,  The  Medical  College  of  Wisconsin,  8700 
W.  Wisconsin  Ave.,  Milwaukee,  Wl  53226. 

(414)  257-5322 


ARE  YOU  A NATURAL  FOR 


AW 
\W 


MEMBERSHIP? 


YOU  ARE  if  you  are  a physician,  a nurse,  or  a pharmacist  who 
wants  to  submit  a readable  and  publishable  article  to  a pro- 
fessional journal. 

YOU  ARE  if  you  are  a professional  writer,  an  editor,  or  a 
graphics  designer  in  the  health  care  field  who  wants  to  be- 
come even  more  creatively  productive. 

YOU  ARE  if  you  are  a medical  communicator  who  wants  to 
know  and  use  the  best  contemporary  verbal/visual  techniques 
for  conveying  information. 

YOU  ARE  if  you  want  to  meet,  on  social  and  professional 
levels,  the  many  kinds  of  people  described  who  conduct  and 
participate  in  relevant,  stimulating  workshops  and  seminars  in 
all  parts  of  the  country. 

YOU  ARE  it  you  fill  out,  clip,  and  mail  this  coupon  j. 


Executive  Secretary,  AMWA 
5272  River  Road,  Suite  290 
Bethesda,  Maryland  20016 

YES  I want  to  know  more  about  AMWA 


NAME 


TITLE  (or  specialty)  

ADDRESS 

CITY STATE ZIP 


AMERICAN 
MEDICAL  WRITERS 
ASSOCIATION 


Aft 

\v\ 
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man,  American  Academy  of  Compensation  Medicine,  Box 
336,  Murray  Hill  Station,  New  York,  N.Y.  10016. 

Five-day  course 

The  American  College  of  Chest  Physicians  will  sponsor 
a five-day  course  designed  for  physicians  who  plan  to  take 
the  Subspecialty  Boards  in  Pulmonary  Medicine.  The 
Committee  on  Postgraduate  Medical  Education  developed 
this  course  to  review  content  which  it  considers  essential 
in  preparation  for  the  examination.  This  program,  “Na- 
tional Board  Review  Course  in  Pulmonary  Medicine,”  will 
be  held  at  the  Conrad  Hilton  Hotel  in  Chicago,  Illinois, 
March  31-April  4,  1980. 

For  further  information,  please  contact:  Dale  E. 

Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois 
60068. 

Course  on  inflammatory 
bowel  disease 

The  second  annual  course  on  “Inflammatory  Bowel 
Disease:  Experience  and  Controversy,”  designed  for 

practicing  gastroenterologists,  internists,  and  G.l.  surgeons, 
will  be  given  at  Lenox  Hill  Hospital,  April  11-12,  1980. 
The  course,  co-sponsored  by  the  American  College  of 
Gastroenterology,  will  take  place  in  the  Hospital’s  Einhorn 
Auditorium,  131  East  76th  St.  Burton  I.  Korelitz,  M.D., 
Chief  of  Gastroenterology,  Lenox  Hill  Hospital  is  Course 
Director. 

For  more  information,  contact  the  Department  of 
Medical  Education,  Lenox  Hill  Hospital,  100  East  77th  St., 
New  York,  N.Y.  10021,  (212)  794-5181. 

Removal  and  replacement  of  lens 

“The  Lens — Removal  and  Replacement:  An  Update,” 
a course  for  practicing  ophthalmologists,  will  take  place  at 
Lenox  Hill  Hospital,  April  17-18.  The  course  will  be  held 
in  the  Hospital’s  Einhorn  Auditorium,  131  East  76th  St. 
Robert  S.  Coles,  M.D.,  Director  of  the  Department  of 
Ophthalmology,  and  B.  David  Gorman,  M.D.,  are  course 
directors. 

For  more  information,  contact  the  Department  of 
Ophthalmology,  Lenox  Hill  Hospital,  100  East  77th  St., 
New  York,  N.Y.  10021,  (212)  794-4726. 

Conference  on  cancer  prevention 
and  detection 

A national  conference  on  cancer  prevention  and  detec- 
tion will  be  sponsored  by  the  American  Cancer  Society 
from  April  17  to  19  at  the  Palmer  House,  Chicago. 

For  additional  information,  call  the  American  Cancer 
Society’s  New  York  City  Division,  (212)  586-8600. 

The  course  is  limited  to  physicians,  medical  students, 
dentists,  registered  nurses,  and  scientists  working  in  the 
cancer  field. 

Annual  Session  of  the  American 
College  of  Physicians 

The  61st  Annual  Session  of  the  American  College  of 
Physicians  will  be  held  April  21  to  24  in  New  Orleans. 

One  of  the  highlights  of  the  meeting  is  a series  of  six 
symposia  that  deal  with  subjects  of  great  concern  to  both 


physicians  and  the  public.  The  first  of  these  on  Monday, 
April  21,  is  “Internal  Medicine  Manpower:  What  Is  an 
Internist?  Public  Policy  Limitations.”  Another  sym- 
posium is  scheduled  for  April  21.  This  deals  with  a vexing 
question  of  “What  Role  Does  the  Nurse  Practitioner  and 
Physicians’  Assistant  Play  in  the  Practice  of  Internal 
Medicine?” 

The  program  contains  14  “State  of  the  Art”  Lectures 
dealing  with  the  various  aspects  of  aging — ranging  from 
the  research  gerontology  and  geriatric  medicine  and  critical 
clinical  and  ethical  decisions  confronting  the  physicians 
dealing  with  the  elderly. 

There  will  be  12  panel  discussions  on  subjects  of  concern 
to  physicians.  Their  subjects  range  from  “Present  and 
Future  Management  of  Gallstones,”  (Monday,  April  21) 
to  “Antiplatelet  Drugs,”  (April  21)  and  “Hypersensitivity 
Pneumonitis,”  (April  24). 

Also  on  the  program  are  eight  “Update  Sessions”  in  such 
areas  as  cancer  studies  (oncology)  and  clinical  pharma- 
cology. There  also  will  be  38  workshops,  223  “Meet  the 
Professors”  sessions,  in  which  physicians  in  small  groups 
will  have  the  opportunity  to  discuss  a specific  problem  area 
with  an  expert,  and  a host  of  special  events  including  four 
mini  courses. 

New  York  Allergy  Society 

The  next  scientific  meeting  of  the  New  York  Allergy 
Society  will  be  held  on  May  14,  1980,  at  8 p.m.,  at  The 
University  Club,  1 West  54th  Street,  New  York  City.  The 
guest  lecturer,  Gerald  Weissmann,  M.D.,  professor  of 
medicine,  Director  of  Rheumatology,  New  York  University, 
will  speak  on  “Prostaglandins  and  Inflammation.” 


Human  endocrinology  course 

A three  day  course  in  human  endocrinology  will  be  held 
by  Lenox  Hill  Hospital,  May  15-17,  1980.  Subjects  to  be 
covered  are  female  endocrinopathies,  thyroid  and  adrenal 
diseases,  infertility,  and  other  gender  related  disorders. 
The  course,  held  in  the  Hospital’s  Einhorn  Auditorium,  131 
East  76th  St.,  is  under  the  direction  of  Lenox  Hill  Hospital 
physicians  Herbert  S.  Kupperman,  M.D.,  Ph.D.,  and  Hugh 
D.  Melnick,  M.D. 

For  further  course  information,  contact:  Dr.  Hugh  D. 
Melnick,  1080  Fifth  Ave.,  New  York  City,  (212)  876- 
2700. 

The  New  York  State  Academy 
of  Family  Physicians 

The  New  York  State  Academy  of  Family  Physicians  will 
hold  its  Annual  Convention  from  May  16  to  21,  1980,  at 
Kutsher’s  Country  Club  in  Monticello,  New  York.  The 
Congress  of  Delegates  will  convene  on  May  16, 17,  and  18, 
and  the  Scientific  Assembly  will  be  held  on  May  19,  20,  and 
21,  1980. 

Gynecologic  oncology  update 

A course  on  “Recent  Advances  in  Gynecologic  Oncology” 
will  be  held  at  Lenox  Hill  Hospital,  June  6-7,  1980. 

For  further  information,  contact  Dr.  Hugh  R.  K.  Barber, 
Department  of  Obstetrics  and  Gynecology,  Lenox  Hill 
Hospital,  100  East  77th  St.,  New  York,  N.Y.  10021,  (212) 
794-4096. 
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Don’t 
just 
tell  them 
to  quit.. 


VUCm 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
[doctors. 

However,  about  two-thirds  of  smokers  report 
"hat  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
batients  to  quit  smoking  for  one  simple  reason: 
:hey  don’t  know  how  to  answer  the  inevitable 
‘how.” 

Show  them 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  wrere 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  who 
want  to  quit. 

how  to  quit. 


Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit”  kit,  fill  out  this  order  form  and  return  it  today. 


I don't  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  “Helping  Smokers  Quit”  kit 
today. 

Name 

Address 

City State Zip 

Mail  to  "Helping  Smokers  Quit”  Kit 
Box  67 

National  Cancer  Institute 
Bethesda,  MD  20014 
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Seminar 

A seminar  on  “The  Aneurysm  Patient:  Preoperative 
and  Postoperative  Care”  will  be  held  June  12  to  14  at  The 
Niagara  Hilton,  Niagara  Falls,  New  York,  The  seminar 
is  being  sponsored  by  The  Dent  Neurologic  Institute  of  the 
Millard  Fillmore  Hospital,  Buffalo,  and  the  Department 
of  Neurosurgery,  State  University  of  New  York  at  Buf- 
falo. 

Among  the  guest  lecturers  will  be  Robert  Grubb,  M.D., 
St.  Louis,  Missouri,  and  Robert  Spetzler,  M.D.,  Cleveland, 
Ohio. 

Xth  World  Congress 
on  fertility  and  sterility 

The  10th  World  Congress  on  “Fertility  and  Sterility”  will 
be  held  in  Madrid,  Spain,  July  5 to  1 1.  Cosponsored  by  the 
International  Federation  of  Fertility  Societies  and  The 
Spanish  Fertility  Society,  with  postgraduate  courses  or- 
ganized by  the  American  Fertility  Society  and  the  Spanish 
Fertility  Society. 

For  details  and  information,  please  contact:  Medical 
Congress  Coordinators,  375  Park  Avenue,  New  York,  N.Y. 
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Elmwood  Avenue,  Rochester;  and  Buffalo;  Children’s 


10022;  telephone  (212)  752-2770. 

International  symposium  on  glaucoma 

An  international  symposium  on  glaucoma  will  be  held 
in  Israel  from  September  3 to  5.  For  further  information, 
please  contact  the  Secretariat,  P.O.B.  16271,  Tel  Aviv,  Is- 
rael; Telex  341171  KENS  IL;  telephone:  03-255367. 

TMJ-Facial  Pain  conferences 

The  St.  Luke’s-Roosevelt  Hospital  will  conduct  TMJ- 
Facial  Pain  Conferences  on  April  2 and  May  7 from  4 p.m. 
to  5 p.m. 

The  Dental  Department  of  St.  Luke’s  Hospital  Center 
has  included  other  specialty  fields  of  medicine  in  their 
regular  TMJ-Facial  Pain  Conferences.  Included  are: 
neurology,  rehabilitation  medicine,  psychiatry,  as  well  as 
many  others. 

It  is  believed  that  these  multidisciplinary  approaches 
will  aid  in  the  development  of  comprehensive  treatment 
for  the  TMJ-Facial  Pain  patient. 

The  intent  of  these  conferences  is  purely  diagnostic. 
The  results  and  recommendations  for  treatment  will  be 
forwarded  to  the  referring  doctor. 


Hospital  of  Buffalo,  Division  of  Human  Genetics,  De- 
partment of  Pediatrics,  86  Hodge  Avenue,  Buffalo. 
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Annotations  of  Books  Received* 


MEDICAL  ONCOLOGY 

Guide  to  Therapeutic  Oncology.  Edited  by  Patrick  R. 
Bergevin,  M.D.,  Johannes  Blom,  M.D.,  and  Douglass  C. 
Tormey,  M.D.,  Ph.l).  Baltimore,  Williams  & Wilkins  Co., 
1979.  Hardcover,  068  pages.  Price,  $49.50. 

A handy  reference  for  the  natural  history,  diagnostic 
evaluation,  and  available  treatment  modalities  for  various 
tumors. 

NEOPLASMS— PREVENTION  AND  CONTROL 

Screening  in  Cancer.  Edited  by  A.  B.  Miller,  M.D. 
Geneva,  Switzerland,  International  Union  Against  Cancer, 
1978.  UICC  Technical  Report  Series,  Volume  40.  Pa- 
perback, 338  pages.  Price,  Swiss  Francs  20.00  (Available 
from  above  at  3 Rue  du  Conseil -General,  Geneva,  1205). 

Report  of  the  International  Workshop  held  in  Toronto, 
Canada,  in  April,  1978. 

IMMUNOL  OG  Y—HA  NDBOOKS 

Compendium  of  Immunology.  Volume  1.  Second 
* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


edition.  By  Lazar  M.  Schwartz,  M.D.  New  York,  Van 
Nostrand  Reinhold  Company,  1980.  Illustrated,  515 
pages.  Cloth,  $32.50. 

A reference  sourcebook  of  current  topics  in  basic  im- 
munology. 

RESEARCH— ST  A TISTICS 

Statistical  Exercises  in  Medical  Research.  By  John 
F.  Osborn,  B.Sc.,  Ph.D.  Foreword  by  P.  Armitage.  New 
York,  John  Wiley  & Sons,  1979.  Paperback,  154  pages. 
Price,  $14.95. 

Practical  exercises  in  medical  statistics — for  the  re- 
searcher and  student. 

ALCOHOLISM— REHABILITA  TION 

The  Course  of  Alcoholism:  Four  Years  After  Treat- 
ment. By  J.  Michael  Polich,  Ph.D.,  David  J.  Armor,  Ph.D., 
and  Harriet  Braiker,  Ph.D.  Santa  Monica,  California,  The 
Rand  Corporation  for  N.I.A.A.A.,  1980.  Paperback,  361 
pages.  Price,  $10. 

A four-year  follow-up  study  originally  done  in  1976, 
considered  to  be  the  most  extensive  research  effort  on  al- 
coholism to-date  in  terms  of  the  number  of  cases  traced  and 
length  of  time  followed. 
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IT'S  HIGHLY 
ECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 

(polymyxin  B-bacitracin-neomycin) 


// 


w 


selected 


by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains  Aerosporin*  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 rpg  (equivalent  to  3 5 mg  neomycin  base),  special  white 
petrolatum  qs,  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations, 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 


Complete  literature  available  on  request  Irom  Profes- 
sional Services  Dept  PML 


Burroughs  Wsllcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  See  following 
pages  for  pre-registration  details. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 


SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1980  Spring  CME  Assembly 
Medical  Society  of  the  State  of  New  York 

Rye  Town  Hilton,  Port  Chester,  New  York 


FRIDAY,  APRIL  25 

8 a.m.  OBSTETRICS  & GYNECOLOGY 

GENERAL  SESSION  with  Gastroenterology  & Radiology 

MEDICAL  LEGAL  & WORKERS’  COMPENSATION  with  Occupational  Medicine 

9 a.m.  OTOLARYNGOLOGY  with  Neurosurgery 

2 p.m.  OBSTETRICS  & GYNECOLOGY,  (cont’d) 

GENERAL  SESSION,  (cont’d) 

OTOLARYNGOLOGY  with  Neurosurgery,  (cont’d) 

NEUROLOGY 
CHEST  DISEASES 
CARDIOVASCULAR  DISEASES 

SATURDAY,  APRIL  26 

8 a.m.  PATHOLOGY 

DERMATOLOGY 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’a) 

OPHTHALMOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 
MEDICAL  LIABILITY 

2 p.m.  GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’d) 

OPHTHALMOLOGY,  (cont’d) 

HIGHWAY  SAFETY 
MEDICAL  LIABILITY,  (cont’d) 


9 a.m.  UROLOGY 

PLASTIC  SURGERY 

PSYCHIATRY  with  Family  & General  Practice 

ALLERGY  & IMMUNOLOGY 

PHYSICAL  MEDICINE  & REHAB,  with  Anesthesiology 
PEDIATRICS  with  School  Health 
WOMEN’S  MEDICAL  SOCIETY 


SUNDAY,  APRIL  27 


BASIC  CARDIAC  LIFE  SUPPORT  (BCLS)  COURSE,  open  to  members 
of  MSSNY  only:  Friday,  8 a.m.  and  2 p.m. 


Saturday,  8 a.m.  and  2 p.m. 
Sunday,  9 a.m.  to  1 p.m. 


SCIENTIFIC  & TECHNICAL  EXHIBITS 

Friday  & Saturday,  8:30  a.m.  to  5 p.m. 
Sunday,  8:30  a.m.  to  1 p.m. 


CME  CREDITS:  Each  program  will  be  eligible  for  CME  Category 

1 Credits  on  an  hour-for-hour  basis. 
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PRELIMINARY  PROGRAM 
1980  SPRING  CME  ASSEMBLY 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

April  25  through  27,  1980 

The  Rye  Town  Hilton 
Port  Chester,  New  York 


Index 

Scientific  Program  Committees  680 

Scientific  Program  682 

Technical  Exhibits  691 

Hotel  Reservation  form 693 

Transportation  693 

Special  Events  694 

Preregistration  form  695 


Registration 

A preregistration  form  will  be  found  in  this  issue.  For 
those  who  preregister,  your  identification  badge  and  tickets 
will  be  held  at  the  MSSNY  Registration  Desk  at  the  hotel.  For 
those  who  have  not  preregistered,  registration  will  take  place 
outside  of  the  Grand  Ballroom  of  the  Rye  Town  Hilton  on 
Thursday,  April  24,  from  4:00  p.m.  to  8:00  p.m..  Friday  and 
Saturday,  April  25  and  26,  from  7:30  a m.  to  5:00  p.m.,  and 
Sunday,  April  27,  from  8:30  a.m.  to  1:00  p.m. 

Registration  is  open  to  MSSNY  member  physicians  and 
their  guests,  nonmember  physicians,  and  members  of  the 
allied  professions.  There  is  no  registration  fee  except  for 
the  special  course  in  Basic  Cardiac  Life  Support. 


Exhibits 

Scientific  Exhibits  and  Technical  Exhibits  will  be  located 
in  the  Grand  Ballroom.  Exhibits  will  be  on  view  Friday  and 
Saturday,  April  25  and  26,  from  8:30  a.m.  to  5:00  p.m.,  and 
Sunday,  April  27,  from  8:30  a.m.  to  1:00  p.m. 


Scientific  Program 

General  Sessions  will  be  held  on  Friday  and  Saturday,  April 
25  and  26,  at  8:00  a.m.  and  2:00  p.m. 

Section  Meetings  will  be  held  on  Friday  and  Saturday,  April 
25  and  26,  at  8:00  a.m.  and  2:00  p.m.,  and  Sunday  April  27, 
from  9:00  a.m.  to  1:00  p.m.  All  meetings  close  at  1:00  p.m. 
on  Sunday. 

CME  Credits 

The  Medical  Society  of  the  State  of  New  York  Scientific 
Program  Committee  as  an  organization  accredited  for  CME 
designates  this  continuing  medical  education  activity  as 
meeting  the  criteria  for  the  number  of  credit  hours  in  Category 
1 of  the  Physician  Recognition  Award  of  the  AMA,  and/or 
MSSNY’s  Method  6,  as  stated  for  each  program. 

Special  Events 

Thursday,  April  24 

A Golf  Tournament  open  to  physicians  and  spouses  at  the 
Westchester  Country  Club,  followed  by  a buffet  dinner  which 
will  be  held  at  the  Westchester  Country  Club  at  7:00  p.m.  The 
cost  including  green  fees  and  dinner  will  be  $40.00.  For 
dinner  only — $25.00.  Cash  bar. 

Friday,  April  25 

A Reception  sponsored  by  the  Medical  Society  of  the  State 
of  New  York.  Members,  spouses,  and  exhibitors  are  invited. 
The  Rye  Town  Hilton  Grand  Ballroom  (exhibit  area)  from  5:30 
to  7:00  p.m.  Your  identification  badge  must  be  presented  at 
the  door. 

Saturday,  April  26 

MSSNY  Dinner.  All  physicians  and  their  guests  are  wel- 
come to  attend  the  dinner  to  be  held  at  the  Rye  Town  Hilton 
on  Saturday  evening.  A reception  sponsored  by  the  West- 
chester County  Medical  Society  will  begin  at  7:00  p.m. 
Dinner  at  8:00  p.m.  $35.00  per  person. 
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Committees 

Annual  Convention 


1980  CME  Spring  Assembly 


STEPHEN  NORDLIGHT,  M.D.,  New  York  City,  Chairman 
Associate  Chairmen 
THOMAS  S.  BUMBALO,  M.D.,  Alden 
JOSEPH  J.  KAUFMAN,  M.D.,  Canandaigua 
MARTIN  LIPKIN,  M.D.,  New  York  City 
A.  W.  MARTIN  MARINO,  Jr.,  M.D.,  Brooklyn 
MAXWELL  SPRING,  M.D.,  Bronx 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
Chairmen  of  Sections 

GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success, 
Director,  Division  of  Scientific  Activities 


Sections 


Allergy  and  Immunology 

WILLIAM  J.  DAVIS,  M.D.,  New  York  City,  Chairman 
ARLENE  T.  SCHNEIDER,  M.D.,  Brooklyn,  Vice-Chairman 
WILLIAM  E.  HERMANCE,  M.D.,  White  Plains,  Secretary 
HARRY  LEIBOWITZ,  M.D.,  Brooklyn,  Delegate 

Anesthesiology 

I.  CARY  ANDREWS,  M.D.,  Bronx,  Chairman 
KINICHI  SHIBUTANI,  M.D.,  Valhalla,  Vice-Chairman 
ERWIN  LEAR,  M.D.,  Sands  Point,  Secretary 
EDWARD  C.  SINNOTT,  M.D.,  Roslyn,  Delegate 

Cardiovascular  Diseases 

WILLIAM  J.  MESSINGER,  M.D.,  Great  Neck,  Chairman 
JOSEPH  SCHLUGER,  M.D.,  Brooklyn,  Vice-Chairman 
LESLIE  ALVIN  KUHN,  M.D.,  New  York  City,  Secretary 
CHARLES  A.  BERTRAND,  M.D.,  White  Plains,  Delegate 

Chest  Diseases 

EDWARD  J.  BEATTIE,  Jr.,  M.D.,  New  York  City, 

Chairman 

MORTON  C.  GLUCK,  M.D.,  New  York  City,  Vice-Chairman 
PASQUALE  CIAGLIA,  M.D.,  Utica,  Secretary 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady,  Delegate 

Dermatology  and  Syphilology 

HERBERT  J.  SPOOR,  M.D.,  New  York  City,  Chairman 
LEE  LUMPKIN,  M.D.,  Albany,  Vice-Chairman 
ROBERT  EDWIN  MARTIN,  M.D.,  Rochester,  Secretary 
NORMAN  B.  KANOF,  M.D.,  New  York  City,  Delegate 

Emergency  Medicine 

JULIUS  DUIC,  M.D.,  Scarsdale,  Chairman 
TAMARATH  YOLLES,  M.D.,  Stony  Brook,  Vice-Chairman 
ALAN  DAVIDSON,  III,  M.D.,  Binghamton,  Secretary 
DAVID  KLUGE,  M.D.,  Rochester,  Delegate 


Family  and  General  Practice 

PHILIP  COHEN,  M.D.,  Brooklyn,  Chairman 
STEPHEN  W.  BLATCHLY,  M.D.,  Groton,  Vice-Chairman 
G.  PETA  CARRERA,  M.D.,  New  York  City,  Secretary 
JAMES  R.  NUNN,  M.D.,  Buffalo,  Delegate 

Gastroenterology  and  Colon  and  Rectal  Sur- 
gery 

JOHN  S.  DAVIS,  M.D.,  Cooperstown,  Chairman 
THOMAS  H.  DAILEY,  M.D.,  New  York  City,  Vice-Chairman 
MARTIN  S.  KLEINMAN,  M.D.,  Rochester,  Secretary 
LEON  LITTMAN,  M.D.,  Brooklyn,  Delegate 

Internal  Medicine 

WILLIAM  P.  NELSON,  III,  M.D.,  Albany,  Chairman 
CHARLES  RESSLER,  M.D.,  New  York  City,  Vice-Chairman 
PETER  STERNLIEB,  M.D.,  New  Hyde  Park,  Secretary 
ROBERT  M.  KOHN,  M.D.,  Buffalo,  Delegate 

Medical-Legal  and  Workers’  Compensation 
Matters 

DALLAS  E.  BILLMAN,  M.D.,  Corning,  Chairman 
BERNARD  J.  SCHUMAN,  M.D.,  New  York  City,  Vice- 
Chairman 

BROCK  H.  POWELL,  M.D.,  Rochester,  Secretary 
MAX  N.  HOWARD,  M.D.,  New  York  City,  Delegate 

Neurology 

DAVID  GREEN,  M.D.,  Albany,  Chairman 
RICHARD  SATRAN,  M.D.,  Rochester,  Vice-Chairman 
CHARLES  R.  SALAMONE,  M.D.,  Rochester,  Delegate 

Neurosurgery 

JACOB  M.  FEIN,  M.D.,  Bronx,  Chairman 
DONALD  H.  STEWART,  Jr.,  M.D.,  Syracuse,  Vice- 
Chairman 

GERALD  L.  HAINES,  M.D.,  Schenectady,  Secretary 
RUSSELL  H.  PATTERSON,  Jr.,  M.D.,  New  York  City, 
Delegate 

Obstetrics  and  Gynecology 

GEORGE  C.  TROMBETTA,  M.D.,  Rochester,  Chairman 
SIMON  DUCKMAN,  M.D.,  Brooklyn,  Vice-Chairman 
WILLIAM  P.  DILLON,  M.D.,  Derby,  Secretary 
LAWRENCE  G.  ROTH,  M.D.,  Batavia,  Delegate 

Occupational  Medicine 

THOMAS  J.  McDONAGH,  M.D.,  New  York  City,  Chairman 
GEORGE  W.  ANSTADT,  M.D.,  Rochester,  Vice-Chairman 
RONALD  E.  COSTIN,  M.D.,  New  York  City,  Secretary 
THOMAS  J.  DOYLE,  M.D.,  Brooklyn,  Delegate 

Ophthalmology 

FRANK  J.  PIPER,  M.D.,  Syracuse,  Chairman 
JACK  S.  NAUHEIM,  M.D.,  Merrick,  Vice-Chairman 
PETER  G.  KANSAS,  M.D.,  Albany,  Secretary 
FRANK  J.  PIPER,  M.D.,  Syracuse,  Delegate 

Orthopedic  Surgery 

ARTHUR  M.  BERNHANG,  M.D.,  Huntington,  Chairman 
KENNETH  E.  DeHAVEN,  M.D.,  Rochester,  Vice-Chairman 
JOSEPH  F.  GIATTINI,  M.D.,  New  York  City,  Secretary 
JOHN  D.  STATES,  M.D.,  Rochester,  Delegate 


680  New  York  State  Journal  of  Medicine/March,  1980 


Otolaryngology  and  Maxillofacial  Surgery 

STEVEN  M.  PARNES,  M.D.,  Albany,  Chairman 
CECIL  D.  GRIMES,  Jr.,  M.D.,  Rockaway  Park,  Vice- 
Chairman 

JEROME  C.  GOLDSTEIN,  M.D.,  Albany,  Secretary 
WILLIAM  F.  ROBBETT,  M.D.,  New  York  City,  Delegate 

Pathology,  Clinical  Pathology,  and  Blood 
Banking 

ALFRED  J.  BRAGOLI,  M.D.,  Cortland,  Chairman 
SANFORD  M.  FARRER,  M.D.,  Brooklyn,  Vice-Chairman 
LOUIS  G.  JANKOVIC,  M.D.,  Albany,  Secretary 
HERBERT  LANSKY,  M.D.,  Eggertsville,  Delegate 

Pediatrics 

ROBERT  A.  HOEKELMAN,  M.D.,  Rochester,  Chairman 
GEORGE  S.  STURTZ,  M.D.,  Watertown,  Vice-Chairman 
JAMES  G.  LIONE,  M.D.,  Flushing,  Secretary 
HENRY  W.  KAESSLER,  M.D.,  Bronxville,  Delegate 

Physical  Medicine  and  Rehabilitation 

BORIS  J.  PAUL,  M.D.,  Albany,  Chairman 
JAMES  T.  DEMOPOULOS,  M.D.,  New  York  City,  Vice- 
Chairman 

DAVID  G.  WELCH,  M.D.,  Glens  Falls,  Secretary 
HOWARD  G.  THISTLE,  M.D.,  New  York  City,  Delegate 

Plastic,  Reconstructive,  and  Maxillofacial  Sur- 
gery 

PHILIP  R.  CASSON,  M.D.,  New  York  City,  Chairman 
AVRON  I.  DANILLER,  M.D.,  Bronx,  Vice-Chairman 
JAMES  G.  HOEHN,  M.D.,  Albany,  Secretary 
PHILIP  C.  BONNANO,  M.D.,  White  Plains,  Delegate 


Preventive  Medicine  and  Public  Health 

RUSSELL  C.  JOHNSON,  M.D.,  Albany,  Chairman 
JOEL  L.  NITZKIN,  M.D.,  Rochester,  Vice-Chairman 
J.  WARREN  TOFF,  M.D.,  New  York  City,  Secretary 
RUSSELL  C.  JOHNSON,  M.D.,  Albany,  Delegate 

Psychiatry 

HAROLD  E.  BERSON,  M.D.,  Brooklyn,  Chairman 
ABRAHAM  P.  PERLSTEIN,  M.D.,  Lynbrook,  Vice-Chairman 
JEROME  S.  SILVERMAN,  M.D.,  New  York  City,  Secretary 
ROBERT  J.  CAMPBELL,  III,  M.D.,  New  York  City,  Delegate 

Radiology 

THEODORE  ROBINSON,  M.D.,  New  York  City,  Chairman 

School  Health 

MARTIN  C.  USHKOW,  M.D.,  Syracuse,  Chairman 
VIOLA  F.  ANDERSON,  M.D.,  Bronxville,  Vice-Chairman 
ARTHUR  HOWARD,  M.D.,  Johnstown,  Delegate 
ARTHUR  HOWARD,  M.D.,  Johnstown,  Delegate 

Surgery 

GERALD  J.  LUSTIG,  M.D.,  Staten  Island,  Chairman 
ALFRED  F.  LUHR,  Jr.,  M.D.,  Kenmore,  Vice-Chairman 
THEODORE  C.  MAX,  M.D.,  Utica,  Delegate 

Urology 

ABRAHAM  COCKETT,  M.D.,  Rochester,  Chairman 
LAWRENCE  RAVICH,  M.D.,  Bethpage,  Vice-Chairman 
ANDREW  J.  McGOWAN,  Jr.,  M.D.,  New  York  City, 
Secretary 

ABRAHAM  COCKETT,  M.D.,  Rochester,  Delegate 


All  papers  read  before  the  Society  become  the 
property  of  the  Society.  The  original  copy  of  each 
paper  shall  be  left  with  the  Secretary  of  the  Section. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  meetings  shall  begin  promptly  at  the  hour 
specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  register  with  such  section.’’ 
— Bylaws,  Article  XII,  Section  1 
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Friday,  April  25,  1980 


Obstetrics  and  Gynecology 


8:00  a.m.-5:00  p.m. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  7 
Hours,  Category  1 


Gastroenterology  and  Colon  and  Rectal  Surgery 
Radiology 

9:00  a.m.-5:00  p.m. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  7 
Hours,  Category  1 

Symposium: 

CANCER  UPDATE  1980:  DIAGNOSTIC  AND  PREVENTIVE 
MODALITIES:  ADVANCES  IN  DIAGNOSIS  AND 
PREVENTION 


Symposium  and  Panel  Discussion: 

OBSTETRICS  AND  GYNECOLOGY  UPDATE 


George  C.  Trombetta,  M.D.,  Rochester,  Moderator 

Professor  of  Obstetrics  and  Gynecology,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry;  Chief  of  Obstetrics 
and  Gynecology,  Highland  Hospital 

8:00  a.m.  Drugs  in  Pregnancy:  Indications  and  Contraindi- 
cations 

Richard  Miller,  M.D.,  Rochester 

Associate  Professor  of  Obstetrics  and  Gynecol- 
ogy, and  Pharmacology;  Director  of  Division  of 
Research,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Rochester  School  of  Med- 
icine and  Dentistry 

9:00  a.m.  Dysmenorrhea  and  Premenstrual  Tension 

* Anthony  Labrum,  M.D.,  Rochester 
Associate  Professor  of  Obstetrics  and  Gynecol- 
ogy; Director  of  Division  of  Psychosomatic  Ob- 
stetrics and  Gynecology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

10:00  a.m.  Recess  to  View  Exhibits 


10:20  a.m.  Contraception  and  Female  Sterilization 

A.  Jefferson  Penfield,  M.D.,  Syracuse 

Associate  Clinical  Professor  of  Obstetrics  and 
Gynecology,  State  University  of  New  York  Up- 
state Medical  Center;  Attending  in  Obstetrics  and 
Gynecology,  Crouse-lrving  Memorial  Hospital 

11:20  a.m.  Amniocentesis  and  Prenatal  Diagnosis 

David  Baker,  M.D.,  Stony  Brook 

Assistant  Professor  of  Obstetrics  and  Gynecol- 
ogy; Director  of  Maternal-Fetal  Medicine,  State 
University  of  New  York  at  Stony  Brook  School 
of  Medicine 


2:00  p.m.  Vulvar  Problems 

Harold  Tovell,  M.D.,  New  York  City 

Clinical  Professor  of  Obstetrics  and  Gynecology, 
Columbia  University  College  of  Physicians  and 
Surgeons;  Attending  in  Obstetrics  and  Gynecol- 
ogy, St.  Luke’s  Hospital 

3:00  p.m.  Perinatal  Infections 

Richard  Schwartz,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of  Ob- 
stetrics and  Gynecology;  State  University  of  New 
York  Downstate  Medical  Center 

4:00  p.m.  Prematurity,  Prevention,  and  Management 

Harold  E.  Fox,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Obstetrics  and 
Gynecology,  Columbia  University  College  of 
Physicians  and  Surgeons;  Director  of  Western 
and  Upper  Manhattan  Perinatal  Network 

' By  invitation. 


Moderators: 

Martin  Lipkin,  M.D.,  New  York  City 

Professor  of  Medicine,  Cornell  University  Medical  College 

John  S.  Davis,  M.D.,  Cooperstown 

Associate  Professor  of  Clinical  Medicine,  Mary  Imogene 
Bassett  Hospital;  Chairman,  MSSNY  Section  of  Gastroenter- 
ology and  Colon  and  Rectal  Surgery 


9:00  a.m.  Tumors  of  the  Pancreas 

Robert  Kurtz,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Gastroenterology 
Service,  Memorial  Sloan-Kettering  Cancer 
Center 

9:30  a.m.  Discussion 

9:45  a.m.  Newer  Biochemical  Advances  in  the  Diagnosis  of 
Cancer 

* Martin  Fleisher,  Ph.D.,  New  York  City 
Memorial  Sloan-Kettering  Cancer  Center 

10:15  a.m.  Discussion 

10:30  a.m.  A.F.R.  Andresen  Honorary  Memorial  Lectureship  of 
the  Medical  Society  of  the  State  of  New  York: 
Prospects  for  Research  and  Cancer  Prevention 

* Rulon  Rawson,  M.D.,  Salt  Lake  City,  Utah 
Director,  Bonneville  Center  for  the  Cause  and 
Prevention  of  Cancer 


11:15  a.m.  Discussion 
11:30  a.m.  Panel  Discussion 


ADVANCES  IN  DIAGNOSIS  AND  EPIDEMIOLOGY 


2:00  p.m.-5:00  p.m. 


Moderators: 

Theodore  Robinson,  M.D.,  New  York  City 

Clinical  Professor  of  Radiology,  Downstate  Medical  Center 

John  Finkbeiner,  M.D.,  New  York  City 

Chief,  Medical  Neoplasia  Service,  Lenox  Hill  Hospital 

2:00  p.m.  Ultrasound  and  CT  Scans  in  Diagnosis  of  Tumors  of 
the  Biliary  Tract,  Pancreas  and  Retroperitoneum 

* William  Rubenstein,  M.D.,  New  York  City 
Assistant  Professor  of  Radiology,  The  New  York 
Hospital,  Cornell  Medical  Center 

2:30  p.m.  Discussion 

2:45  p.m.  The  Role  of  Laparoscopy  in  the  Diagnosis  of  Ab- 
dominal Cancer 

* Charles  Lightdale,  M.D.,  New  York  City 
Director,  Diagnostic  Gastroenterology  Service, 
Memorial  Sloan-Kettering  Cancer  Center;  As- 
sociate Professor  of  Clinical  Medicine,  Cornell 
University  Medical  College 

3:15  p.m.  Discussion 
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3:30  p.m.  Breast  Cancer  Epidemiology  and  Screening 

Peter  Greenwald,  M.D.,  Albany 

Director,  Cancer  Control  Bureau,  New  York  State 
Department  of  Health 

4:00  p.m.  Panel  Discussion 


Neurosurgery 

Otolaryngology 

9:00  a.m.-5:00  p.m. 


Medical-Legal  and  Workers’  Compensation, 

Joint  Meeting  with  the 

New  York  Occupational  Medical  Association, 
New  York  State  Chapter,  American  Academy 
of  Compensation  Medicine 

9:00  a.m.-12:00  noon 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  6 
Hours,  Category  1 


Symposium: 

MANAGEMENT  OF  ACOUSTIC  NEUROMAS 

Steven  M.  Parnes,  M.D.,  Albany,  Moderator 

Assistant  Professor  of  Surgery,  Albany  Medical  College  of 
Union  University 

9:00  a.m.  Microsurgical  Anatomy  of  Temporal  Bone  and  Pos- 
terior Fossa 

* Albert  Rhoton,  M.D.,  Gainesville,  Florida 
Professor  and  Chief  of  Neurological  Surgery, 
University  of  Florida  Health  Center 

10:00  a.m.  Clinical  Evaluation  of  the  Patient  with  Acoustic 
Neuroma 

Richard  Gacek,  M.D.,  Syracuse 

Professor  and  Chairman  of  Otolaryngology,  State 
University  of  New  York  Upstate  Medical  Center, 
Syracuse 

10:20  a.m.  Audiologic  Evaluation  of  Acoustic  Neuromas 

* Anthony  T.  Cacace,  M.D.,  Albany 
Audiologist,  Instructor,  Division  of  Otolaryngol- 
ogy, Albany  Medical  Center  Hospital 

11:00  a.m.  Recess  to  View  Exhibits 

11:15  a.m.  Radiology  of  Acoustic  Neuromas 

* Glenn  Roberson,  M.D. 

Professor  and  Chairman  of  Radiology,  Albany 
Medical  Center  Hospital 

Jacob  Fein,  M.D.,  New  York,  Moderator 

1:15  p.m.  Posterior  Fossa  Approach:  Technique  and  Re- 

sults 

* Theodore  Kurze,  M.D.,  Los  Angeles,  California 
Professor,  Neurosurgery,  University  of  Southern 
California,  Los  Angeles 

2:00  p.m.  Translabyrinthine  and  Combined  Approaches  for 
Acoustic  Neuromas 

Kenneth  Brookler,  M.D.,  New  York  City 
Lenox  Hill  Hospital 

3:00  p.m.  Problems  in  Acoustic  Microsurgery 

Leonard  I.  Malis,  M.D.,  New  York  City 

Chairman,  Department  of  Neurosurgery,  Mount 
Sinai  Hospital 

3:15  p.m.  Recess  to  View  Exhibits 

3:30  p.m.  Panel  Discussion 

* By  Invitation. 


Symposium: 

THE  LUNG,  THE  WORKER,  THE  JOB  AND  THE  LAW 


Donald  C.  Kent,  M.D.,  New  York  City,  Moderator 

Director  of  Professional  Services,  Life  Extension  Institute; 
Associate  Professor  of  Clinical  Medicine,  New  York  Univer- 
sity School  of  Medicine 

9:15  a.m.  Introduction 

Donald  C.  Kent,  M.D. 

9:30  a.m.  Early  Detection  and  Early  Diagnosis 

Jane  W.  Garfield,  M.D.,  New  York  City 

Clinic  Director,  Mobil  Oil  Corp.;  Assistant  Pro- 
fessor of  Clinical  Medicine,  New  York  University 
School  of  Medicine 


10:00  a.m.  Disability  Evaluation 

William  H.  Becker,  M.D.,  Brooklyn 

Clinical  Professor  of  Medicine,  State  University 
of  New  York,  Downstate  Medical  Center 

10:30  a.m.  Prevention:  Personal  and  Industrial 

Donald  C.  Kent,  M.D. 


11:00  a.m.  Occupational  Safety  and  Health  Agency  and  the 
Lung 

Ronald  E.  Costin,  M.D.  , New  York  City 
Medical  Director,  Life  Extension  Institute 


11:30  a.m.  Panel  Discussion 

The  Above  Speakers 


Cardiovascular  Disease 


2:00  P.M.-  5:00  P.M. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Symposium  and  Panel  Discussion: 

APPLICATIONS  OF  NUCLEAR  MEDICINE  TO 
CARDIOVASCULAR  DISEASE 

William  J.  Messinger,  M.D.,  Great  Neck,  Moderator 

Clinical  Professor  of  Medicine,  Cornell  University  Medical 
College;  Consultant  to  Division  of  Medicine,  Senior  Cardiolo- 
gist, North  Shore  University  Hospital 

2:00  p.m.  Basic  Nuclear  Medicine  as  Applied  to  Cardiovascular 
Disease 

David  Blood,  M.D.,  New  York  City 

Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons 
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April  25,  1980 


CANCER  OF  THE  LUNG 


2:40  p.m.  Cine  Scanning  Techniques 

Jeffrey  S.  Borer,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College;  Chief,  Cardiac  Cathe- 
terization Laboratory;  Director  of  Nuclear  Car- 
diology, The  New  York  Hospital 

3:30  p.m.  Cardiovascular  Scanning  as  an  Aid  to  Open  Heart 
Surgery 

Anthony  J.  Tortolani,  M.D.,  Manhasset 

Assistant  Professor  of  Surgery,  Cornell  University 
Medical  College;  Chief,  Division  of  Cardiovas- 
cular Surgery,  Department  of  Surgery,  North 
Shore  University  Hospital 

4:15  p.m.  Scanning  Techniques;  Right  and  Left  Ventricular 
Infarction 

John  Morrison,  M.D.,  Manhasset 

Attending  Physician  and  Associate  Professor  of 
Medicine,  Cornell  University  Medical  College  and 
North  Shore  University  Hospital 


JOINT  MEETING 


Chest  Diseases 

New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians 

2:00  p.m.-4:00  p.m. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA, 
2 Hours,  Category  1 


Edward  J.  Beattie,  Jr.,  M.D.,  Moderator 

Professor  of  Surgery,  Cornell  University  Medical  College;  Chief, 
Medical  Officer,  Sloan-Kettering  Cancer  Center 

Objective:  The  following  presentations  will  depict  modern 

staging  of  lung  cancer;  results  in  treatment  of  early  lung  cancer  with 
surgery  alone;  indications  for,  and  expected  improvements  with, 
preoperative  radiation  therapy;  the  use  of  internal  radiation  therapy 
and  its  application  to  nonresectable  or  extensive  thoracic  disease; 
and  present  results  with  chemotherapy  for  oat-cell  and  non-oat-cell 
lung  cancer  including  results  with  extensive  metastatic  disease. 


1:50  p.m.  Business  Meeting,  Election  of  Officers 

2:00  p.m.  Survival  in  Lung  Cancer  by  Stage  and  Surgical 
Treatment 

* Joel  D.  Cooper,  M.D.,  Toronto,  Canada 
Associate  Professor  of  Surgery,  Faculty  of 
Medicine,  University  of  Toronto;  Chief  of  Section, 
Thoracic  Surgery,  Toronto  General  Hospital 

2:30  p.m.  Preoperative  Radiation  Therapy  in  the  Treatment  of 
Lung  Cancer 

Paul  A.  Kirschner,  M.D.,  New  York 

Clinical  Professor  of  Surgery,  Mount  Sinai  School 
of  Medicine;  Chief,  Section  of  General  Thoracic 
Surgery,  Mount  Sinai  Medical  Center 

3:00  p.m.  Intraoperative  Radiation  Therapy  in  Lung  Cancer 

Nael  Martini,  M.D.,  New  York 

Professor  of  Surgery,  Cornell  University  Medical 
College;  Chief,  Thoracic  Service,  Memorial 
Sloan-Kettering  Cancer  Center 


3:30  p.m.  Chemotherapy  of  Lung  Cancer 

Robert  E.  Wittes,  M.D. 

Assistant  Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College;  Associate  Attending 
Physician,  Memorial  Sloan-Kettering  Cancer 
Center 


4:00  p.m.  Panel  Discussion 

Edward  J.  Beattie,  Jr.,  M.D. 

* By  invitation. 


The  New  York  State  Chapter  of  the  American  Col- 
lege of  Chest  Physicians  will  hold  a luncheon  and 
business  meeting  for  its  members  on  Friday,  April  25, 
12  noon  at  the  Rye  Town  Hilton  Hotel,  Port  Chester, 
New  York.  Luncheon  assessment,  including  table 
wine,  is  $12.00.  Make  checks  payable  to  New  York 
State  Chapter  American  College  of  Chest  Physicians 
(ACCP),  and  mail  to  Arthur  Q.  Penta,  M.D.,  1301  Union 
Street,  Schenectady,  N.Y.  12308.  Wives  are  cordially 
invited  to  the  luncheon.  The  chapter  officers  hope  that 
you  will  attend  the  luncheon  and  attend  the  section 
meeting  which  follows  at  2:00  p.m. 

It  is  requested  that  luncheon  reservations  be  re- 
turned not  later  than  Saturday,  April  12th. 
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College  of  Medicine  of  Veshiva  University;  Pro- 
fessor of  Clinical  Medicine,  New  York  University 
School  of  Medicine 


Surgery 

8:00  A.M.-12  NOON 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  4 
Hours.  Category  1 

Symposium: 

ENDOCRINE  SURGERY 


Louis  R.  M.  Del  Guercio,  M.D.,  New  York  City,  Moderator 
Professor  and  Chairman  of  Surgery,  New  York  Medical  Col- 
lege 

8:00  a.m.  Parathyroids 

Khalid  M.  H.  Butt,  M.D. 

Professor  of  Surgery,  State  University  of  New 
York,  State  University  of  New  York  Downstate 
Medical  Center 

8:45  a.m.  Thyroid 

* George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio 
Emeritus  Consultant  in  General  Surgery,  Cleve- 
land Clinic  Foundation 


9:30  a.m.  Pancreas 

* Avram  M.  Cooperman,  M.D.,  New  York  City 
Professor  of  Surgery,  Columbia  University  Col- 
lege of  Physicians  & Surgeons 

10:15  a.m.  Adrenals 

Louis  R.  M.  Del  Guercio,  M.D.,  New  York  City 
Professor  and  Chairman  of  Surgery,  New  York 
Medical  College 

10:30  a.m.  Questions  and  Panel  Discussion 


Internal  Medicine 
Radiology 

8:30  a.m.-5:00  p.m. 

All  Day  Session  CONTINUING  MEDICAL  EDUCATION  CREDIT: 
AMA,  PRA,  7 Hours,  Category  1 

8:00  a.m.  Business  Meeting  of  Section  of  Internal  Medicine, 
Election  of  Officers 

Symposium: 

ENDOCRINOLOGY/METABOLISM-UPDATE  1980 

William  P.  Nelson,  III,  M.D.,  Albany,  Moderator 

Chairman,  Section  on  Internal  Medicine,  MSSNY;  Professor 
of  Medicine  and  Postgraduate  Medicine,  Albany  Medical  Col- 
lege; Associate  Chief  of  Staff  for  Education,  Albany  Veter- 
ans Administration  Medical  Center 


10:00  a.m.  Recess  to  View  Exhibits 

10:30  a.m.  The  Insulin  Receptor,  Diabetes  and  Obesity 

* Ralph  A.  DeFronzo,  M.D.,  New  Haven,  Con- 
necticut 

Associate  Professor  of  Medicine,  Yale  University 
School  of  Medicine 

11:00  a m Transplantation — The  Future  Solution  for  Diabetes 

Mellitus? 

Khalid  M.  H.  Butt,  M.D.,  Brooklyn 

Professor  of  Surgery,  Director  of  Transplantation 
Service,  State  University  of  New  York  Downstate 
Medical  Center 

11:30  a.m.  Insulin  Pump  and  Metabolic  Control 

• Robert  S.  Sherwin,  M.D.,  New  Haven,  Con- 
necticut 

Associate  Professor  of  Medicine,  Yale  University 
School  of  Medicine 


12:00  noon  Panel  Discussion 

Harold  Rifkin,  M.D.,  Manhattan,  Moderator 
The  Above  Speakers 


Symposium: 

ENDOCRINOLOGY/METABOLISM-UPDATE  1980 

Maxwell  Spring,  M.D.,  Bronx,  Moderator 

Associate  Chairman,  Scientific  Program  Committee,  Medi- 
cal Society  of  the  State  of  New  York;  Clinical  Associate  Pro- 
fessor of  Medicine,  College  of  Medicine  and  Dentistry  of 
New  Jersey,  New  Jersey  Medical  School,  Newark 

2:00  p.m.  New  Concepts  in  Hypothalamic-Pituitary  Interac- 
tion 

Charles  Hollander,  M.D.,  New  York  City 

Professor  of  Medicine,  Chief  of  Endocrine  Divi- 
sion, New  York  University  School  of  Medicine 

2:30  p.m.  Prolactin-New  Implications  and  Interpretations 

Andrew  Frantz,  M.D.,  New  York  City 

Professor  of  Medicine,  Chief,  Division  of  Endo- 
crinology, Columbia  University  College  of  Phy- 
sicians and  Surgeons 

3:00  p.m.  Recess  to  View  Exhibits 

3:30  p.m.  Radiological  Approach  to  Pituitary-Hypothalamic 
Disease 

Michael  S.  Tenner,  M.D.,  Brooklyn 

Professor  of  Clinical  Radiology,  State  University 
of  New  York  Downstate  Medical  Center 

4:00  p.m.  The  Why  and  How  of  Thyroid  Function  Evaluation 

* James  R.  Hurley,  M.D.,  New  York  City 
Associate  Professor  of  Medicine  and  Radiology; 
Associate  Director,  Division  of  Nuclear  Medicine, 
New  York  Hospital-Cornell  Medical  Center 

4:30  p.m.  Panel  Discussion 

Charles  Hollander,  M.D.,  Manhattan,  Moder- 
ator 

The  Above  Speakers 


9:00  a.m.  Etiology  and  Pathophysiology  of  Diabetes  Mellitus 

Elliot  Rayfield,  M.D.,  New  York  City 

Associate  Professor  of  Medicine,  Director,  Dia- 
betes Research  Laboratory,  Mount  Sinai  School 
of  Medicine  of  City  University  of  New  York 

9:30  a.m.  Control  of  Diabetes  Mellitus 

Harold  Rifkin,  M.D.,  New  York  City 

Clinical  Professor  of  Medicine,  Albert  Einstein 

* By  invitation. 


Dermatology  and  Syphilology 

9:00  a.m-12  noon 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Symposium: 

MUCOUS  MEMBRANE  AND  RELATED  AREA  LESIONS 
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Herbert  J.  Spoor,  M.D.,  New  York  City,  Moderator 

Dermatologist  and  Syphilologist,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York  Eye  and  Ear  Infirmary 

9:00  a.m.  Oral  Lesions  Other  Than  Those  of  the  Vesiculo  Bullous 
Diseases 

Robert  Binford,  Jr.,  D.D.S.,  M.D.,  New  York 
City 

Clinical  Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 

9:30  a.m.  Vesiculo-Bullous  Mucosal  Lesions;  and  Immuno- 
logical Advances 

Charles  P.  DeFeo,  Jr.,  M.D.,  New  York  City 
Clinical  Assistant  Professor  of  Dermatology  at 
New  York  University,  College  of  Medicine 

Jean-Claude  Bystryn,  M.D.,  New  York  City 
Assistant  Professor  of  Dermatology  at  New  York 
University,  College  of  Medicine 

10:30  a.m.  Adnexal  Tumors  of  the  Vulva 

Alexander  W.  Young,  Jr.,  M.D.,  New  York  City 
Clinical  Professor  of  Dermatology  at  Columbia 
University  College  of  Physicians  and  Surgeons 


11:00  a.m.  Recess  to  View  Exhibits 


11:15  a.m.  Mucosal  Lesions  of  the  Venereal  Diseases 

Bernard  F.  McEvoy,  M.D.,  Schenectady 

Clinical  Assistant  Professor  of  Medicine  in  Der- 
matology at  Albany  Medical  College  of  Union 
University;  Department  of  Health,  New  York 
State 


Committee  on  Accident  and  Injury  Prevention, 
MSSNY, 

Orthopedic  Surgery 
Preventive  Medicine 
Radiology 

Joint  Meeting  with  the  American  Association  of 
Automotive  Medicine 


2:00  p.m.-5:00  p.m. 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AM  A,  PR  A,  3 
Hours,  Category  1 


Symposium: 


THE  PHYSICIAN’S  ROLE  IN  HIGHWAY  SAFETY-DOCTOR, 
ARE  YOUR  PATIENTS  SAFE  DRIVERS? 


John  D.  States,  M.D.,  Rochester,  Moderator 

Chairman,  Committee  on  Accident  and  Injury  Prevention; 
Professor  of  Orthopedics,  Rochester  University  School  of 
Medicine;  Chief  of  Orthopedic  Service,  Rochester  General 
Hospital 

2:00  p.m.  Introduction-Physicians’  Role 

John  D.  States,  M.D. 


2:10  p.m.  Functional  Impairment  in  Driving 

* Julian  Waller,  M.D.,  Vermont 

Professor  of  Medicine,  University  of  Vermont 

2:30  p.m.  How  Physicians  Can  Help  the  Department  of  Motor 
Vehicles 

* Thomas  McManus,  Albany 


• By  invitation. 


Commissioner’s  Legal  Counsel,  New  York  State 
Department  of  Motor  Vehicles 


2:50  p.m.  Physician  Reporting-A  National  Perspective 

* Dorothy  Gregory,  M.D.,  LL.D.,  Bethesda, 
Maryland 

U.S.  Veterans  Administration 

3:10  p.m.  New  York  State  Physician  Reporting 

J.  Richard  Burns,  J.D. 

General  Counsel,  MSSNY 

3:30  p.m.  Medical  Advisory  Board  and  Physician  Education  in 
the  State  of  Maryland 

* Ruth  Baldwin,  M.D.,  Baltimore,  Maryland 
Director  of  Medical  Advisory  Board  of  the  State 
of  Maryland 

3:50  p.m.  Child  Restraints  for  New  York  State 

Marshall  Lepidus,  M.D.,  Hauppauge 

District  Health  Officer,  Suffolk  County  Health 
Service 

4:10  p.m.  Panel  on  Medical  Driving  Disabilities 

Cardiovascular  Disease:  Robert  Huszar,  M.D., 
Albany 

Department  of  Health,  New  York  State,  Albany 

Vision:  * Arthur  Keeney,  M.D.,  Louisville,  Ken- 
tucky 

Dean,  University  of  Louisville,  Kentucky 

Alcoholism:  Stanley  Gitlow,  M.D.,  New  York 
City 

Chairman,  Committee  on  Alcoholism,  MSSNY 


Medical  Liability  Mutual  Insurance  Company 


8:00  A.M. -1:00  P.M. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA. 
5 Hours,  Category  1 


Symposium: 

PATIENT  SAFETY  AND  THE  PHYSICIAN’S  EXPOSURE  TO 
PROFESSIONAL  LIABILITY 

Ralph  M.  Schwartz,  M.D.,  New  York,  Moderator 

Attending  in  Obstetrics  and  Gynecology,  Jewish  Hospital  and 
Medical  Center;  Assistant  Clinical  Professor,  Obstetrics  and 
Gynecology,  Downstate  Medical  Center 
Objective:  The  purpose  of  this  Seminar  is  to  provide  physi- 
cians in  attendance  with  information  about  professional  liability 
occurrences  in  the  practice  of  medicine.  It  will  deal  with  problems 
that  appear  with  some  frequency  in  a review  of  claims  and  lawsuits, 
identifying  areas  of  possible  liability  and  their  prevention,  and  the 
physician’s  role  if  he  becomes  involved  in  a claim.  It  is  hoped  that 
this  meeting  will  help  to  improve  patient  safety,  alert  the  physician 
to  potential  hazards,  and  reduce  the  number  of  potential  liability 
events. 

8:00  a.m.  Introduction 

Arthur  J.  Mannjx,  Jr.,  M.D.,  New  Rochelle 
President,  Medical  Liability  Mutual  Insurance 
Company 

8:15  a.m.  The  Physician-Patient  Relationship 

Herbert  Lourie,  M.D.,  New  York 

Chairman,  Professional  Medical  Liability  Insur- 
ance and  Defense  Board — MSSNY;  Clinical 
Professor,  Neurosurgery,  Upstate  Medical 
Center 

8:45  a.m.  Problems  in  Diagnosis  and  Treatment 
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Charles  F.  Begg,  M.O.,  Port  Washington 

Member,  Professional  Medical  Liability  Insurance 
and  Defense  Board-MSSNY;  Consultant  Pa- 
thologist, St.  Luke's-Roosevelt  Medical  Center 

9:15  a.m.  Medical  Records 

Ralph  M.  Schwartz,  M.D. 

9:45  a.m.  The  Anatomy  of  a Malpractice  Claim 

Donald  J.  Fager,  J.D.,  New  York 

Executive  Secretary.  Professional  Medical  Lia- 
bility Insurance  & Defense  Board;  President, 
Donald  J.  Fager  & Associates,  Inc. 

John  A.  Andreotta,  New  York 

Vice  President,  Donald  J.  Fager  & Associates, 
Inc. 

10:30  a.m.  Recess  to  view  exhibits 

10:45  a.m.  Workshop  A-Professional  Liability  & The  Care  of  the 

Surgical  Patient 

The  Surgeon 

William  Mackler,  M.D.,  Bayside 

Professor,  Clinical  Surgery,  New  York  University 
Medical  Center;  Director  Emeritus  Surgery, 
Brookdale  Hospital 

The  Anesthesiologist 

Alexander  Hastie,  M.D.,  Cazenovia 

Attending  Anesthesiologist,  St.  Joseph's  Hospital 
Health  Center,  Syracuse 

Workshop  B-Emergency  Care  and  Professional  Li- 
ability (For  the  Primary  Care  Physician,  The 
Emergency  Room  Physician,  and  Specialists 
Who  Treat  Traumatic  Injury) 

The  Orthopedist 

Andrew  H.  Patterson,  M.D.,  New  York 

Attending  Orthopedic  Surgeon,  Chief,  Trauma 
Service,  Roosevelt  Hospital 

The  Neurosurgeon 

Herbert  Lourie,  M.D.,  Syracuse 

Chairman,  Professional  Medical  Liability  Insur- 
ance and  Defense  Board — MSSNY;  Clinical 
Professor,  Neurosurgery,  Upstate  Medical 
Center 

The  Internist  View 

Workshop  C-Professional  Liability  and  Obstetrics 
and  Gynecology 

John  F.  Dwyer,  M.D.,  New  York 

Associate  Clinical  Professor,  Obstetrics  and 
Gynecology,  Columbia  University  College  of 
Physicians  and  Surgeons;  Director,  Obstetrics 
Division,  Roosevelt  Hospital 

Ralph  M.  Schwartz,  M.D. 

12:00  Summary  and  Questions-Panel  Discussion 

David  Kershner,  M.D.,  Brooklyn,  Moderator 
Consultant  Emeritus,  Surgery,  Brookdale  Hos- 
pital 

John  F.  Dwyer,  M.D.,  Alexander  Hastie,  M.D., 

Herbert  Lourie,  M.D.,  William  Mackler,  M.D., 

Arthur  J.  Mannix,  M.D.,  Andrew  H.  Patterson, 

M.D.,  Ralph  M.  Schwartz,  M.D.,  and  Donald  J. 

Fager,  J.D. 


Ophthalmology 

All  Day  Session 



8:00  a.m.-4:15  p.m. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A, 
6 Hours,  Category  1 


EXTENDED  WEAR  CONTACT  LENSES- PREVENTION  OF 
PROBLEMS 
AND 

PLASTIC  & RECONSTRUCTIVE  SURGERY 

G.  Peter  Halberg,  M.D.,  New  York  City,  Moderator 

Professor  of  Ophthalmology,  New  York  Medical  College; 
Chief  of  Glaucoma  and  Contact  Lens  Service,  St.  Vincent's 
Hospital 

8:00  a.m.  Business  Meeting,  Election  of  Officers 

8:15  a.m.  Extended  Wearing:  An  Overview 

James  V.  Aqua vella,  M.D.,  Rochester 

Chairman,  Department  of  Ophthalmology,  Park 
Ridge  Hospital,  Rochester;  Clinical  Associate 
Professor  of  Ophthalmology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

Permalens*-For  Aphakic  Correction 

Jorge  N.  Buxton,  M.D.,  New  York  City 

Surgeon  Director  and  Director  of  Cornea  Clinic, 
New  York  Eye  and  Ear  Infirmary 

Extended  Waring  of  Non-Hydrophilic  Contact 
Lenses 

George  E.  Garcia,  M.D.,  Massachusetts 

Assistant  Clinical  Professor,  Ophthalmology, 
Harvard  Medical  School;  President-Elect, 
American  Association  of  Ophthalmology 

Extended  Wearing  of  Contact  Lenses:  The  Prob- 
lems 

G.  Peter  Halberg,  M.D.,  New  York  City 

Professor  of  Ophthalmology,  New  York  Medical 
College;  Chief  of  Glaucoma  and  Contact  Lens 
Service,  St.  Vincent's  Hospital,  New  York  City 

Plastic  and  Reconstructive  Surgery 

Orkan  George  Stasior,  M.D.,  Albany 
Chairman,  Department  of  Ophthalmology,  The 
Child's  Hospital,  Albany;  Chairman,  Department 
of  Ophthalmology,  Albany  Memorial  Hospital, 
Albany 

10:45  a.m.  Orbital  Infections-The  Prevention  of  Death  and 
Blindness 

Gregory  Krohel,  M.D.,  Albany 

Assistant  Professor  of  Ophthalmology,  Albany 
Medical  Center 

11:15  a.m.  Cryotherapy  of  Cancerous  Melanosis  of  the  Con- 
junctiva-Practical Points  in  Cryosurgery 

Frederick  A.  Jakobiec,  M.D.,  New  York  City 

Symposium: 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Orkan  George  Stasior,  M.D.,  Albany 

Chairman,  Department  of  Ophthalmology,  The  Child's  Hospi- 
tal, Albany;  Chairman,  Department  of  Ophthalmology,  Alba- 
ny Memorial  Hospital,  Albany 

1:30  p.m.  Lacrimal  Excretory  Surgery  Update 

John  T.  Simonton,  M.D.,  Rye 

2:00  p.m.  Avoidance  of  Complications  in  Ptosis  Surgery 

Arthur  J.  Schaefer,  M.D.,  Buffalo 

2:30  p.m.  Avoidance  of  Complications  in  Cosmetic  Blepharo- 
plasty 

Robert  C.  Della  Rocca,  M.D.,  Bronx 

3:45  p.m.  Avoidance  of  Complications  in  Eyelid  Reconstruc- 
tion 

Orkan  George  Stasior,  M.D. 

4:15  p.m.  Orbital  Fractures- 1980 

Byron  Smith,  M.D.,  New  York  City 
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9:22  a.m. 


Orthopedics 


8:00  A.M. -12  NOON 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  4 
Hours,  Category  1 


Symposium: 

RECENT  ADVANCES  IN  ORTHOPEDICS 

Arthur  M.  Bernhang,  M.D.,  Huntington,  Moderator 

Attending  Orthopedist,  Huntington  Hospital,  Assistant  Clini- 
cal Professor  of  Orthopedics,  State  University  of  New  York 
at  Stony  Brook,  Health  Sciences  Center,  School  of  Medi- 
cine 

8:00  a.m.  The  Use  of  Lotte’s  Nail  in  the  Treatment  of  Non  Union 
of  the  Tibia 

* Jeffrey  Lazarus,  M.D.,  Stony  Brook 
Clinical  Instructor,  State  University  of  New  York  at 
Stony  Brook,  Health  Sciences  Center,  School  of 
Medicine 

Arthur  M.  Bernhang,  M.D.,  Huntington,  Co-author 

8:15  a.m.  Skiing  Injuries  to  the  Thumb 

Richard  Miller,  M.D.,  Rochester 

Chief  Resident,  University  of  Rochester  School  of 
Medicine  and  Dentistry; 

Richard  I.  Burton,  M.D.,  Rochester 

Clinical  Assistant  Professor,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry 

Hubert  F.  Riegler,  M.D.,  Rochester 

Clinical  Assistant,  University  of  Rochester  School 
of  Medicine  and  Dentistry 

8:30  a.m.  Isolated  Traumatic  Posterior  Radial  Head  Disloca- 
tions 

Enrico  Mango,  M.D.,  Stony  Brook,  and  Warwick 
Green,  M.D.,  Stony  Brook 

Clinical  Instructors  in  Orthopedics,  State  Universi- 
ty of  New  York  at  Stony  Brook,  Health  Sciences 
Center,  School  of  Medicine 

8:45  a.m.  Arthroscopy  of  the  Knee:  Analysis  of  220  Consec- 
utive Cases 

Burton  L.  Benson,  M.D.,  New  York 

Chief,  Sports  Medicine  Clinic  at  Mount  Sinai 
School  of  Medicine  of  the  City  University  of  New 
York 

9:05  a.m.  Analysis  and  Treatment  of  118  Consecutive  Cases 
of  Paralytic  Scoliosis 

Philip  Mayer,  M.D.,  Stony  Brook 

Assistant  Professor  of  Orthopedic  Surgery, 
School  of  Medicine  and  Health  Sciences  of  State 
University  of  New  York  at  Stony  Brook 


' By  invitation. 


What’s  New  in  Scoliosis  1980 

Stanley  Hoppenfeld,  M.D.,  Bronx 

Director  of  Scoliosis  Service,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University 

9:45  a.m.  The  Relationship  of  Carpal  Tunnel  and  Thoracic  Outlet 

Syndrome 

Lawrence  C.  Hurst,  M.D.,  Stony  Brook 

Assistant  Professor  of  Orthopedic  Surgery,  Ortho- 
pedic Hand  Surgery,  State  University  of  New  York 
at  Stony  Brook,  Health  Sciences  Center  School  of 
Medicine 

Robert  E.  Carroll,  M.D.,  New  York 

Surgeon  in  Charge  of  Hand  Clinic  and  Attending 
Orthopedic  Surgeon,  Columbia-Presbyterian  Med- 
ical Center 

10:00  a.m.  Latest  Advances  in  Muscle  and  Club  Feet 

John  Handelsman,  M.D.,  Stony  Brook 

Chief  of  Pediatrics  and  Professor  of  Orthopedic 
Surgery,  State  University  of  New  York  at  Stony 
Brook,  Health  Sciences  Center  School  of  Medi- 
cine 


10:20  a.m.  The  Use  of  the  Cat  Scanner  in  Muscoskeletal  Prob- 
lems 

Leonard  Hubbard,  M.D.,  Rochester 

Hand  Fellow,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

10:40  a.m.  The  Maquet  Procedure  for  Treatment  of  Patella 
Femoral  Arthritis 

David  M.  Hirsh,  M.D.,  Bronx 

Assistant  Clinical  Professor  of  Orthopedics,  Al- 
bert Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

11:00  a.m.  Arthritis  in  Gaucher’s  Disease 

Sidney  Sacks,  M.D.,  Stony  Brook 

Chief  of  Orthopedics,  Northport  Veterans  Admin- 
istration Hospital;  Professor  of  Orthopedics,  State 
University  of  New  York  at  Stony  Brook,  Health 
Sciences  Center  School  of  Medicine 

11:20  a.m.  Long-Term  Follow-Up  of  Magnusen  Shoulder 
Arthroplasties 

Michael  Carroll,  M.D.,  Stony  Brook 

Clinical  Instructor  of  Orthopedics,  State  University 
of  New  York  at  Stony  Brook,  Health  Sciences 
Center,  School  of  Medicine 


11:40  a.m.  Conversion  of  Ankylose  Hips  to  Total  Hip  Arthro- 
plasty 

John  Lubhan,  M.D.,  Rochester 

Chief  Resident,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

McCollister  C.  Evarts,  M.D.,  Rochester 

Professor  of  Orthopedics,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

John  B.  Feltner,  M.D. 

Department  of  Orthopedics,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

11:57  a.m.  Discussion 
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Allergy  and  Immunology 
9:00  a.m.-1:00  p.m. 


of  Medicine,  Cincinnati,  Ohio 

10:00  a m Newer  Neurosurgical  Approaches  to  Chronic  Pain 
Syndrome 

Stephen  Weitz,  M.D.,  Bronx 

Assistant  Professor  of  Neurosurgery,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Univer- 
sity; Attending  Neurosurgeon,  Hospital  of  the 
Albert  Einstein  College  of  Medicine 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A.  3 
Hours,  Category  1 


Symposium: 

ASTHMA-UPDATE  1980 


William  J.  Davis,  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Clinical  Pediatrics,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons;  Director  of  Pediat- 
ric Allergy,  Columbia-Presbyterian  Medical  Center 


9:00  a.m.  Business  Meeting,  Election  of  Officers 

9:05  a.m.  Newer  Developments  In  Pathogenesis  of  Asthma 

Michael  H.  Grieco,  M.D.,  New  York  City 

Professor  of  Clinical  Medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  Di- 
rector, Cooke  Institute  of  Allergy,  Roosevelt 
Hospital 

9:40  a.m.  • Management  of  Asthma  In  the  Child-Highlighting  the 
Exercise  Problem 

Bernard  R.  Feldman,  M.D.,  New  York  City 
Assistant  Professor  of  Clinical  Pediatrics;  As- 
sociate Director  of  Pediatric  Allergy,  Columbia- 
Presbyterian  Medical  Center 

10:20  a.m.  Office  Management  of  the  Severe  Asthmatic  Adult 

Murray  Dworetzky,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Cornell  University 
Medical  School;  Physician-in-charge,  Allergy 
Clinic,  New  York  Hospital 


10:55  a.m.  The  Rationale  for  Therapeutic  Drug  Monitoring  with 
Emphasis  on  Theophylline 

* Charles  Pippenger,  Ph.D.,  New  York  City 
Assistant  Professor  of  Neuropharmacology, 
Columbia  University  College  of  Physicians  and 
Surgeons;  Editor-in-chief  “Therapeutic  Drug 
Monitoring" 


Anesthesiology 

Physical  Medicine  and  Rehabilitation 

9:00  a.m.-1:00  p.m. 


10:30  a.m.  Transcutaneous  Nerve  Stimulation  in  the  Manage- 
ment of  Postoperative  Pain  Following  Total  Joint 
Replacement  Postoperative  Surgery 

Edward  H.  Poskanzer,  M.D.,  Albany 

Clinical  Associate  Professor  of  Physical  Medicine 
and  Rehabilitation,  Albany  Medical  College  of 
Union  University;  Physiatrist  in  Chief,  Department 
of  Rehabilitation  Medicine,  St.  Peter's  Hospital, 
Albany 

11:00  a.m.  Biofeedback  and  Hypnosis  in  Pain  Management 

* Frank  W.  Isele,  Ph.D.,  Saratoga  Springs,  New 

York 

Clinical  Psychologist,  WarrervWashington  County 
Community  Mental  Health  Center  of  Glens  Falls 
Hospital;  Clinical  Assistant  Professor  of  Psy- 
chology, State  University  of  New  York,  Albany 

Boris  J.  Paul,  M.D.,  Albany,  Moderator 

Clinical  Professor,  Physical  Medicine  and  Re- 
habilitation, Albany  Medical  College;  Chief 
Medical  Consultant,  Office  of  Vocational  Reha- 
bilitation, New  York  State  Department  of  Edu- 
cation 

11:30  a.m.  Neurophysiology  of  Acupuncture  in  Pain  Manage- 
ment 

Jack  Yue,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Rehabilitation 
Medicine,  Columbia  University  College  of  Phy- 
sicians and  Surgeons;  Director  of  Rehabilitation 
Medicine  at  St.  Luke’s-Roosevelt  Hospital 
Center 

12:00  noon  Cognitive  and  Behavioral  Approaches  to  the  Man- 
agement of  Chronic  Pain 

Roy  C.  Grzesiak,  Ph.D. 

Director,  Chronic  Pain  Unit,  Department  of  Re- 
habilitation Medicine,  Goldwater  Memorial  Hos- 
pital 

12:30  p.m.  Questions  and  Answers  with  Panelists 


Pediatrics 
School  Health 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  4 
Hours,  Category  1 


Symposium: 

NEWER  APPROACHES  TO  MANAGEMENT  OF  ACUTE 
AND  CHRONIC  PAIN 


9:00  a.m.-1:00  P.M. 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  4 
Hours,  Category  1 


Symposium: 

SPEAK  UP  FOR  CHILDREN 


I.  Carey  Andrews,  M.D.,  Bronx,  Moderator 

Associate  Professor  of  Anesthesiology,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University;  Director,  Department 
of  Anesthesiology,  Hospital  of  the  Albert  Einstein  College  of 
Medicine 

9:00  a.m.  Organization  and  Purpose  of  Multidisciplinary  Pain 
Clinic:  Use  of  Regional  Nerve  Blocks  in  Treatment 
of  Chronic  Pain 

* P.  Prithvi  Raj,  M.D.,  Cincinnati,  Ohio 
Professor  of  Anesthesiology,  Director  of  Pain 
Control  Center,  University  of  Cincinnati  College 

* By  invitation. 


(Nutrition,  immunizations,  Accidents,  Health  Education) 

Robert  A.  Hoekelman,  M.D.,  Rochester,  Moderator 

Associate  Chairman,  Department  of  Pediatrics,  University  of 
Rochester  Medical  Center;  Professor  of  Pediatrics,  Universi- 
ty of  Rochester  Medical  Center 

Martin  C.  Ushkow,  M.D.,  Syracuse,  Moderator 

Medical  Director  Syracuse  City  School  District;  Clinical  As- 
sistant Professor,  State  University  of  New  York  Upstate  Med- 
ical Center,  Syracuse 

9:00  a.m.  Childhood  Obesity,  Nutrition,  and  Exercise  in  the 
School  Child 
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* Platon  J.  Collipp,  M.D.,  East  Meadow 
Pediatrician-in-Chief,  Nassau  County  Medical 
Center;  Professor  of  Pediatrics,  State  University 
of  New  York,  Stony  Brook  Health  Sciences 
Center 

10:00  a.m.  Immunizations  1980,  Progress  and  Problems,  New 
York  City  Children 

Louis  Z.  Cooper,  M.D.,  New  York  City 

Director,  Pediatric  Service,  The  Roosevelt  Hos- 
pital; Professor  of  Pediatrics,  Columbia  University 
College  of  Physicians  and  Surgeons 

1 1:00  a.m.  Immediate  Aid  for  Pediatric  Accidents 

Howard  C.  Mofenson,  M.D.,  Mineola 

Director  of  Poison  Control,  Nassau  County 
Medical  Center;  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York,  Stony  Brook  Health 
Sciences  Center 

12:00  noon  School  Based  Primary  Care 

* Philip  J.  Porter,  M.D.,  Cambridge,  Massachu- 
setts 

Director,  Department  of  Pediatrics,  The  Cam- 
bridge Hospital;  Associate  Professor  of  Pediat- 
rics, Harvard  Medical  School 


Psychiatry 
Family  Practice 

9:00  a.m.-1:00  p.m. 


10:20  a.m.  Discussant 

Morton  Golden,  M.D.,  Brooklyn 

10:30  a.m.  Neurobiology  of  Aging 

* Iris  Fletcher  Norstrand,  M.D.,  Ph.D., 
Brooklyn 

Director  of  Neuro-Chemistry  Laboratory, 
Brooklyn  Veterans  Administration  Medical 
Center 


11:00  a.m.  Discussant 

David  Engelhardt,  M.D.,  Brooklyn 

11:05  a.m.  Prevention  of  Psychiatric  Illness  in  the  Aged 

* Elias  Savitsky,  M.D.,  Bronx 
Director  of  Psychiatry,  Kingsbridge  Center, 
Jewish  Home  and  Hospital  for  the  Aged 

11:35  a.m.  Discussant 

Henry  Schneer,  M.D.,  Lido  Beach 


11:40  a.m.  Clinical  Diagnosis  of  Organic  Brain  Syndrome  in  the 
Aged 

* William  Gershall,  M.D.,  New  York  City 
Assistant  Attending  Psychiatrist,  Mount  Sinai 
Hospital;  Preceptor,  Geriatric  Psychiatry 

12:10  p.m.  Discussant 

Edward  Pinney,  M.D.,  New  York  City 

12:20  p.m.  Psychiatric  Treatment  of  the  Aged 

Seymour  Jacobson,  M.D.,  The  Bronx 

Chief  of  Psychiatric  Services,  Daughters  of  Jacob 
Geriatric  Center 


12:50  p.m.  Discussant 

Abraham  B.  Perlstein,  M.D.,  Lynbrook 

1:00  p.m.  Questions  and  Answers 

The  Above  Speakers 


CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  4 
Hours,  Category  1 


Urology 


Symposium: 

PREVENTION  OF  PSYCHIATRIC  ILLNESS  IN  THE  AGED 

Harold  E.  Berson,  M.D.,  Brooklyn,  Moderator 

Chairman,  Section  on  Psychiatry,  Medical  Society  of  the 
State  of  New  York 

Objective:  Growing  old  requires  adequate  preparation.  Since 
the  incidence  of  the  aged  population  is  continually  rising,  it  behooves 
us,  as  psychiatrists  and  family  practitioners,  to  be  constantly  alert 
as  to  how  we  might  best  prepare  our  society  for  the  inevitable 
pleasant,  optimisitc  future. 

9:05  a.m.  Harold  E.  Berson,  M.D. 

9:10  a.m.  Philip  Cohen,  M.D.,  Brooklyn 

Co-Chairman;  Chairman,  Section  on  Family  and 
General  Practice,  MSSNY 

9:15  a.m.  National  Issues  Involving  Mental  Health  of  the 
Aged 

* Herbert  Pardes,  M.D.,  Washington,  D.C. 
Director  of  the  National  Institute  of  Mental 
Health 

9:45  a.m.  Discussant 

Robert  Campbell,  M.D.,  New  York  City 

9:50  a.m.  Psychopathology  of  Aging 

Fred  B.  Charatan,  M.D.,  New  Hyde  Park 

Chief  of  Psychiatry,  Jewish  Institute  for  Geriatric 
Care 

* By  invitation. 


9:00  A.M. -12  NOON 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Symposium: 

BLADDER  CANCER  UPDATE,  1980 

A.T.K.  Cockett,  M.D.,  Rochester,  Moderator 

Professor  of  Urological  Surgery,  Chairman,  Division  of  Urol- 
ogy, University  of  Rochester  Medical  Center 

9:00  a.m.  Business  Meeting 

9:15  a.m.  Current  Management  of  Infiltrative  Bladder  Cancer 

Harry  Herr,  M.D.,  New  York  City 

Assistant  Attending,  Urology  Service,  Memorial 
Sloan-Kettering  Cancer  Center 

10:10  a.m.  The  Cat  Scan  for  Staging  Infiltrative  Bladder 
Cancer 

* Derek  J.  Hamlin,  M.D.,  Rochester 

Instructor  in  Radiology,  University  of  Rochester 
Medical  Center 

10:55  a.m.  Immunotherapy  of  Bladder  Cancer 

* Michael  O.  Symes,  M.D. 

Consultant  Senior  Lecturer  in  Immunology,  De- 
partment of  Surgery,  University  of  Bristol,  En- 
gland 

11:35  a.m.  Question  and  Answer  Session 
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Booth  24 


1980  SPRING  CME  ASSEMBLY 


Kenwood  Laboratories,  Inc. 

New  Rochelle,  New  York 


TECHNICAL 

EXHIBITS 


GRAND  BALLROOM 


Kremers-Urban  Company 

Milwaukee,  Wisconsin 

Lederle  Laboratories 

Pearl  P.iver,  New  York 


THE  TECHNICAL  EXHIBITS  will  be  located  in  the 
Grand  Ballroom  of  the  Rye  Town  Hilton.  Exhibit  hours 
are  8:30  A. M. -5:00  P.M.  on  Friday,  April  25th,  and 
Saturday,  April  26th;  and  from  8:30  A.M.  to  1:00  P.M. 
on  Sunday,  April  27th. 

Our  exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York. 


AIS  Corporation 

Booth  29 

Basking  Ridge,  New  Jersey 

Ames  Div.,  Miles  Laboratories 

Booth  23 

Elkhart,  Indiana 

Armour  Pharmaceutical  Company 

Booth  10 

Scottsdale,  Arizona 

Eli  Lilly  & Company 

Indianapolis.  Indiana 

Merck  Sharp  & Dohme 

West  Point,  Pennsylvania 

Organon  Pharmaceuticals 

West  Orange,  New  Jersey 

Parle  Portraits 

New  York  City 

Pfizer  Laboratories 

New  York  City 


Berlex  Laboratories,  Inc. 

Cedar  Knolls,  New  Jersey 


Booth  16  Roeri9 

New  York  City 


Blue  Cross/Blue  Shield  of  Greater  New  York  Booth  31 

New  York  City 


Carann  Leasing  Corporation  Booth  17 

Westbury,  New  York 

Chemical  Bank  Booth  11 

New  York  City 

Cortin  Matheson  Scientific  Inc.  Booth  4 

Wayne,  New  Jersey 

Encyclopaedia  Britannica  Booth  25 

Chicago,  Illinois  60611 

Donald  J.  Fager  & Associates  Booth  6 

New  York  City 


Gibraltar  Securities  Company  Booth  28 

Florham  Park,  New  Jersey 

Group  Health  Inc.  Booth  13 

New  York  City 

Kabi  Group,  Inc.  Booth  19 

Greenwich,  Connecticut 


Sandoz  Pharmaceuticals 

East  Hanover,  New  Jersey 


W.  B.  Saunders  Company 

Philadelphia,  Pennsylvania 


Charles  J.  Sellers  Company 

Buffalo,  New  York 


Shearson  Loeb  Rhoades 

White  Plains,  New  York 


Smith  Kline  Diagnostics 

Sunnyvale,  California 


U.S.  Air  Force 

Randolph  Air  Force  Base,  Texas 


U.S.  Army  Medical  Department 

Washington,  D.C. 


Booth  9 


Booth  35 


Booth  20 


Booth  3 


Booth  14 


Booth  21 


Booth  32 


Booth  18 


Booth  1 


Booth  8 


Booth  22 


Booth  12 


Booth  15 


Booth  7 


Booth  2 


Frederick  Katz  & Associates  Agency 

Flushing,  New  York 


Booth  33  USV  Laboratories 

Tuckahoe,  New  York 


Booth  26 
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Directions  to  the 

Rye  Town  Hilton 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 


from  major  New  York  Metropolitan  Airports 


FROM  LAGUARDIA  AIRPORT 
Take  the  Whitestone  Expressway  over 
the  Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  KENNEDY  AIRPORT 
Take  Van  Wyck  Expressway  to 
Whitestone  Expressway.  Proceed  on 
Whitestone  Expressway  over  the 
Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 

(120 A).  Proceed  east  on  Westchester 
Ave.,  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  NEWARK  AIRPORT 
Take  New  Jersey  Turnpike  (95)  to  the 
George  Washington  Bridge.  Proceed 
on  U.S.  95  to  Cross  Westchester 
Expressway  Exit  12N.  Proceed  west  on 
Cross  Westchester  Expressway  (287)  to 
Exit  9NS.  Turn  left  at  first  traffic  light 
onto  Kennilworth  Road.  Turn  left 
immediately  at  second  traffic  light  onto 
Westchester  Ave.  (120A).  Proceed  east 
on  Westchester  Ave.,  following  signs  to 
Port  Chester.  Turn  left  at  Rye  Town 
Hilton  entrance  (at  stop  light). 


ABOUT  THE 
RYE  TOWN  HILTON 

Try  to  imagine  a country  manor  surrounded  by 
acres  of  rustic  greens,  browns,  and  yellows. 
The  kind  of  place  that’s  as  beautiful  inside  as 
it  is  outside.  The  result  is  a unique  comfort 
and  beauty  in  an  unspoiled  natural  setting. 
Here  are  some  attractions  at  the  Rye  Town 
Hilton. 

RECREATIONAL  FACILITIES 

Indoor/outdoor  tennis,  heated  indoor  tropical 
garden  pool,  Jacuzzi  whirlpool  bath,  paddle 
tennis,  putting  green  and  sauna.  Golfing 
priveleges  5 minutes  away  at  one  of  West- 
chester’s classic  championship  golf  courses. 


RESTAURANTS 

Penfield’s  for  gracious  dining — an  adventure 
in  gourmet  food.  Also  the  Tulip  Tree  for  ca- 
sual meals  and  buffet  surrounded  by  the 
greenery  of  ferns  and  flowers. 

GUEST  ROOMS 

Each  has  color  TV  with  AM/FM  radio,  refrig- 
erator and  coffee  maker.  Rooms  are  beau- 
tifully appointed  with  large  windows  over- 
looking the  wooded  grounds  and  gardens. 

AMPLE  PARKING  FACILITIES 
TRANSPORTATION 

Convenient  regularly  scheduled  ground  tran- 
sporation  is  available  from  La  Guardia  and 
Kennedy  Airports.  On  arrival,  go  to  the 
baggage  claim  area  and  look  for  Airport 
Transportation  Services  free  courtesy  phone 
(it’s  red).  From  airports,  service  is  throughout 
the  day  and  evening  with  departures  every 
hour  (V2  hour  service  during  peak  travel  times). 
Last  departure  leaves  Kennedy  at  10:30  p.m. 
and  La  Guardia  at  10:50  p.m.  One-way  fare: 
$9.00.  Round-trip  fare:  $17.00. 

By  train  from  Manhattan  (Grand  Central  Sta- 
tion), take  the  New  Haven  line  to  Rye,  New 
York  (about  45  minutes).  From  the  Rye  Sta- 
tion, it  is  a 5 minute  taxi  ride  to  the  Rye  Town 
Hilton. 


We  suggest  that  you  make  your  hotel  room 
reservation  as  early  as  possible.  Just  clip  and 
mail  the  form  to  the  Rye  Town  Hilton  front  of- 
fice manager. 


CLIP  & MAIL  TO: 

l 

Front  Office  Manager 
Rye  Town  Hilton 

699  Westchester  Ave.  Phone: 

Port  Chester,  N Y.  10573  914-939-6300 


Name- 


Confirm  to  (Address)- 

City 

Arr.  Date 


_Hour_ 


-State- 


a.m.  Qep  oa(e_ 

p.m.  K 


— Zip— 


For  more  than  2 rooms,  contact  reservation  Mgr. 


PLEASE  CIRCLE  RATE  REQUESTED 

SINGLE:  $49,  $55,  $57,  $59,  $63 


DOUBLE: 

TWIN: 

SUITES: 


$59,  $65,  $67,  $69,  $73 
$59,  $65,  $67,  $69,  $73 
$130.00  AND  UP 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 
1980  CME  ASSEMBLY 
APRIL  25-27,  1980 

SUITES  ON  REQUEST  TO  HOTEL 


□ CONFIRMATION  REQUESTED 

If  two  or  more  to  occupy  room,  name  of  joiner(s) 


If  a range  of  rates  is  offered  and  the  rate  requested  is  not  available,  the  next  available  rate  will  be  assigned. 
(Circle  rate  desired).  Reservations  requested  must  be  received  no  later  than  April  4.  1980.  and  will  be 
held  until  6:00  p.m.  on  the  date  of  arrival  unless  otherwise  specified. 

If  reservations  are  made  by  telephone,  you  must  identify  the  meeting  for  the  special  rate  to  apply  Rates 
are  subject  to  applicable  sales  tax. 
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SPECIAL  EVENTS 


THURSDAY,  APRIL  24 

GOLF  TOURNAMENT.  For  a day  of  relaxation 
before  the  scientific  meetings  begin,  all  physi- 
cians and  spouses  are  welcome  to  participate 
in  a golf  tournament  to  be  held  at  the  West- 
chester Country  Club,  Rye,  New  York.  Starting 
time  will  be  available  all  day.  The  Club  is  lo- 
cated just  5 minutes  from  the  Rye  Town  Hilton. 
Prizes  will  be  presented  to  the  winners.  A 
buffet  dinner  will  be  served  at  the  Westchester 
Country  Club  at  7 p.m.  The  cost  including  green 
fees  and  dinner  will  be  $40.00.  For  those  having 
dinner  only,  the  cost  will  be  $25.00.  Cash 
bar. 

• 


FRIDAY,  APRIL  25 

RECEPTION.  The  Medical  Society  of  the  State 
of  New  York  cordially  invites  all  members, 
spouses  and  exhibitors  to  a reception  to  be  held 
in  the  Grand  Ballroom  (exhibit  area)  from  5:30 
to  7:00  p.m. 


SATURDAY,  APRIL  26 

MSSNY  DINNER.  All  physicians  and  their 
guests  are  welcome  to  attend  a dinner  to  be 
held  at  the  Rye  Town  Hilton  on  Saturday  eve- 
ning. An  outstanding  personality  is  scheduled 
to  appear.  A reception  sponsored  by  the 
Westchester  County  Medical  Society  will  begin 
at  7:00  p.m.  Dinner  will  be  served  at  8:00  p.m. 
Cost:  $35.00  per  person. 


HOTEL  RESERVATIONS 


Physicians  must  make  their  own  hotel  reser- 
vations no  later  than  April  4,  1980,  direct  with 
the  Rye  Town  Hilton.  In  order  to  take  advan- 
tage of  the  special  rates  for  sleeping  rooms, 
please  mention  that  you  will  be  attending  the 
MSSNY  Spring  CME  Assembly. 
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PRELIMINARY  PROGRAM — 1980  Spring  CME  Assembly 
APRIL  25-27  • Rye  Town  Hilton,  Port  Chester,  New  York 


CME  CREDITS — Each  program  will  be  eligible  for  CME 
Category  1 credits  on  an  hour-for-hour  basis. 


FRIDAY,  APRIL  25 

8:00  a.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES,  (all  day).  General  Session; 
Sections:  Gastroenterology  & Colon  & Rectal 

Surgery;  Radiology 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980  (all 
day).  Section;  Obstetrics  & Gynecology 

9:00  a.m. 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (all  day) 
Sections:  Otolaryngology  & Maxillofacial  Surgery; 
Neurosurgery 


Note:  Your  identification  badge  and  tickets  must  be 
picked  up  at  the  MSSNY  registration  desk  upon  arrival 
at  the  hotel. 


FRIDAY,  APRIL  25  (cont’d) 

9:00  a.m. 

THE  LUNG.  THE  WORKER,  THE  JOB,  AND  THE  LAW. 
Sections:  Medical  Legal  & Workers’  Compensation 
matters;  Occupational  Medicine 

2:00  p.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES  (cont’d) 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980 
(cont’d) 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (cont’d) 

EPILEPSY  UPDATE:  DRUG  MONITORING  EFFECT 
ON  CANCER  OF  THE  BRAIN.  Section:  Neurology 

DISEASES  OF  THE  CHEST  (to  be  announced).  Sec- 
tion: Chest  Diseases 

APPLICATIONS  OF  NUCLEAR  MEDICINE  TO  CAR- 
DIOVASCULAR DISEASE:  MEDICAL  SURGICAL. 

Section:  Cardiovascular  Diseases 

( continued  on  following  page) 


— 

PRE-REGISTRATION  FORM 

1980  Spring  CME  Assembly,  April  25-27 

(Please  print) 

Name 

(last)  (first)  (initial) 

Street 

City  & State Zip 

Member  of  MSSNY:  Yes No Specialty 


Note:  There  is  no  registration  fee  except  for  the  special  course  in  Basic  Cardiac  Life  Support. 

Thursday  Golf  Tournament: 


Green  fees  & dinner: 

tickets  @ $40.00. 

Total 

Dinner  only: 

tickets  @ $25.00. 

Total 

Saturday  Dinner 

tickets  (a*  $35.00. 

Total 

Friday,  Saturday,  & Sunday  Special 
Courses  in  Basic  Cardiac  Life  Sup- 
port: 

Limited  to  members  only:  $35.00  Total | 

I 

Total  enclosed  $ 

Make  checks  payable  to:  Medical  Society  of  the  State  of  New  York,  clip  and  mail  to  Div.  of  Scientific  Activities,  d o MSSNY, 

420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042 


I 
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PRELIMINARY  PROGRAM—  (cont’d) 


SPECIAL  COURSES 

| 

FRIDAY,  APRIL  25,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  Basic  Cardiac  Life  Support 

(BCLS) 

SATURDAY,  APRIL  26,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  BCLS 

SUNDAY,  APRIL  27,  9 a.m.  to  1 p.m. 

Instructor-Trainer’s  Course  in  BCLS 

Courses  presented  by  Medical  Society  Section  on 
Emergency  Medicine,  and  New  York  Chapter  of  the 
American  College  of  Emergency  Physicians.  Advance 
registration  required.  As  applications  are  limited,  it  is 
advisable  to  register  early.  Registration  limited  to 
members  only.  Fee:  $35.00. 

SATURDAY,  APRIL  26 

8:00  a.m. 

PLASTIC  SURGERY  OF  THE  EYE  Section:  Oph- 

thalmology (all  day) 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(all  day).  General  Session;  Section  on  Internal 
Medicine;  New  York  State  Society  of  Internal  Med- 
icine 

MUCOUS  MEMBRANE  LESIONS.  Section:  Der- 

matology & Syphilology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 
TO  PROFESSIONAL  LIABILITY  (all  day).  Medical 
Liability  Mutual  Insurance  Company 

SURGICAL  ASPECTS  OF  ENDOCRINE  DISEASE. 
Section:  Surgery 

RECENT  ADVANCES  IN  ORTHOPEDICS.  Section  on 
Orthopedic  Surgery 

PATHOLOGY — (to  be  announced) 


2:00  p.m. 

IMPLANT  LENSES.  Section:  Ophthalmology 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(cont’d) 

THE  PHYSICIAN’S  ROLE  IN  HIGHWAY  SAFETY: 

DOCTOR,  IS  YOUR  PATIENT  A SAFE  DRIVER? 
American  Medical  Association;  Association  of  Au- 
tomotive Medicine;  Sections:  Orthopedic  Surgery, 
Preventive  Medicine  & Public  Health,  Radiology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 

TO  PROFESSIONAL  LIABILITY  (cont’d) 

SUNDAY,  APRIL  27 

9:00  a.m. 

PREVENTION  OF  PSYCHIATRIC  ILLNESS  IN  THE 

AGED.  Sections:  Family  & General  Practice;  Psy- 
chiatry 

ASTHMA  UPDATE — 1980.  Section  on  Allergy  & 
Immunology. 

NEWER  APPROACHES  IN  THE  MANAGEMENT  OF 

ACUTE  & CHRONIC  PAIN.  Sections:  Anesthesiol- 
ogy; Physical  Medicine  & Rehabilitation 

PLASTIC  SURGERY  UPDATE— 1980.  Section  on 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery 

SPEAK  UP  FOR  CHILDREN:  NUTRITION,  IMMUNI- 
ZATIONS, ACCIDENTS,  HEALTH  EDUCATION. 
Sections:  Pediatrics;  School  health. 

CHANGING  NEEDS  IN  WOMEN’S  HEALTH.  Ameri- 
can Medical  Women’s  Association;  Women’s 
Medical  Society  of  New  York  State 

UROLOGY  UPDATE:  IMMUNOTHERAPY  FOR 

BLADDER  & KIDNEY  CANCER.  Section  on  Uro- 
logy 


All  meetings  & exhibits  will  close  at  1 p.m. 
on  Sunday,  April  27th 


Build  the  arc 

Association  for  Retarded  Citizens 


BUY  SAYINGS  BONDS 


YSICIANS  WANTED 


SIC1ANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

irk.  New  .Jersey,  Connecticut/  permanent  lull  halt  time  a*  well  as  temporary 
d per  diem  basis.  Client  inquiries  invited  For  further  into  contact 
irrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St  New  Nark. 
Y.  10010.  Telephone:  (212)532-7625. 


YSICIAN  DURING  JULY  AND  AUGUST,  1980  for  children's  camp  located 
t Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
ealth  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
lildren  accepted  who  are  of  camp  age.  Camp  opens  June  27  and  closes  August 
2.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
rail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn,  N.Y. 
1201. 


NAS  NEEDS  DOCTORS'.  Excellent  opportunities  for  GPs,  pediatricians,  in- 
■rnists,  orthopods,  and  Ob/Gyn  in  several  small  towns  (pop.  25,000)  throughout 
le  state.  Also  excellent  openings  for  neonatologist,  perinatologist,  ENT  and  GP 
i Dallas.  Generous  guarantees  and  perks.  Contact  Texas  Doctors  Group,  Suite 
X),  815  Brazos,  Austin,  Texas  78701.  (512)  476-7129. 


NTROSE,  NEW  YORK,  V.A.  MEDICAL  CENTER:  Immediate  openings 
r full  time  staff  psychiatrist  positions  on  the  inpatient  service  at  Montrose  V.A. 
iedical  Center.  A university  affiliated  hospital,  .JCAH  approved,  with  a large 
tercare  program,  located  25  miles  from  New  York  City.  The  psychiatrist  heads 
team-oriented,  multi-disciplinary  staff  for  the  evaluation  and  treatment  of 
itients.  Excellent  salary  P.A.,  and  faculty  appointment  commensurate  with 
ralifications  and  experience.  Full  Civil  Service  benefits.  An  Equal  Oppor- 
mity  Employer.  Send  letters  and  c.v.  to:  Gaston  G.  Trigos,  M.D.,  Chief  of 
aff,  V.A.  Medical  Center,  Montrose,  N.Y.  10548.  For  further  information  call 
Jlect:  (914)737-4400,  ext.  469. 


SICIANS  needed  for  80  summer  camps  for  children,  located  in  Northeastern 
ates,  July  and  August  or  a single  month.  Write  to:  Association  of  Independent 
imps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


4ERAL  MEDICAL  PHYSICIAN  to  work  on  drug  and  alcohol  detoxification 
lit  Opportunity  for  learning  group  and  individual  psychotherapeutic  methods 
treatment  of  patients  with  drug  and  alcohol  addiction  in  850  bed,  general 
edical  and  surgical  medical  center.  Teaching  hospital  affiliated  with  State 
diversity  of  New  York  at  Buffalo  School  of  Medicine.  Salary  negotiable, 
ccellent  retirement  plan.  Life  and  health  insurance  available.  Liberal  annual 
ive  and  other  fringe  benefits.  License  in  any  state  accepted.  An  Equal  Op- 
irtunity  Employer.  Contact:  Andrew  A.  Gage,  Chief  of  Staff,  Veterans  Ad- 
inistration  Medical  Center,  3495  Bailey  Ave.,  Buffalo,  New  York  14215.  Tel: 
16)-834-9200,  ext.  233  or  234. 


GROW  WITH  US  IN 
SUNNY  PHOENIX 


80  MD,  AGPA  accredited  group  provid- 
ing both  prepaid  and  FFS  medical  care 
is  recruiting  for  primary  care  physi- 
cians and  most  specialties.  Compet- 
itive salaries  and  comprehensive 
benefits  including  professional  devel- 
opment program  and  retirement  plan.  If 
team  interaction  and  casual  living  turn 
you  on,  send  CV  to: 


Dick  Wagner 
Health  Maintenance 
Associates,  LTD 
4747  N.  22nd  Street 
Phoenix,  Arizona  85016 
(602) 957-9200 


PHYSICIANS  WANTED— CONT’D 


FAMILY  PHYSICIAN:  Schenectady,  New  York.  Also  interested  in  Medical 
Hypnosis.  An  unusually  well-equipped,  modern,  fourteen  room  office.  Salary 
leading  to  partnership.  Contact  Peter  A.  Bakal,  M.D.,  214  Mohawk  Avenue, 
Scotia,  New  York  12302.  Tel.  (518)  346-3454. 


PSYCHIATRISTS:  Board-eligible  or  certified,  needed  to  serve  adults  for  Western 
New  York  counties  on  the  Niagara  frontier.  Challenging  work  under  new  lead- 
ership. Wide  scope  for  innovations  in  the  care,  community  and  administrative 
fields.  Faculty  appointments  (State  University  of  New  York)  available  for 
qualified  applicants.  NYS  salaries  under  newly  negotiated  contracts  are  ex- 
cellent, with  generous  fringe  benefits.  NYS  license;  or  can  arrange  for  limited 
permit  (2-4  years)  if  licensed  in  another  state  or  Canada.  Opportunities  for 
private  practice  open.  Travel  expenses  paid  if  qualified  for  interview.  An  Equal 
Opportunity  Employer  m/f.  Please  send  curriculum  vitae  with  inquiry  letter 
to:  Mahmud  Mirza,  M.D.,  Director,  Buffalo  Psychiatric  Center,  400  Forest  Ave., 
Buffalo,  N.Y.  14213.  (716)  885-2261. 


ANESTHESIOLOGIST  to  join  group  of  eight  in  N.Y.C.  suburb  of  Long  Island. 
Salary  first  year  and  then  partnership.  All  types  of  surgery  (except  open  heart), 
and  obstetrics.  Dept.  112,  c/o  NYSJM. 


URGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  suburbs  of 
iffalo,  New  York.  Immediate  openings  for  career  oriented  emergency  physi- 
ins  to  assume  clinical  and  directorship  responsibilities.  Fee-for-service  with 
inimum  guarantee  provided;  30,000  patients  seen  annually.  Professional  lia- 
lity  insurance  provided.  For  details  send  credentials  in  complete  confidence 
Mr.  James  Thomas,  The  Churchill  Management  Group,  Inc.,  230  Park  Ave., 
?w  York,  N.Y.  10017,  or  call  (212)  599-0060. 


■ SICIAN-OBGYN  To  work,  two  mornings  a week  with  woman  physician, 
nnelon  Medical  Center,  Kinnelon,  N.J.  (201)  838-0188. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26COURTST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 
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PHYSICIANS 

! Openings  are  available  throughout  the  U.S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  SU 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  1 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  100: 
(212) 730-0069  . 


LOANS,TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physic! 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collate 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  i 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711, 
NYSJM. 


MEDICAL  TRANSCRIBING  OF  ANY  KIND  EXPERTLY  DONE.  Free  picl 
and  delivery  in  New  York  City  area,  with  service  by  mail  or  messenger  arran; 
in  other  areas.  Dictating  equipment  provided  free  of  charge  or  use  your  o' 
Dictate  by  phone  available  24  hours  a day,  7 days  a week.  Fast  service,  guar 
teed  accuracy,  moderate  per  page  rates.  Serving  doctors  and  hospitals  since  IS 
Molly’s  Professional  Typing  Service.  (212)  268-7900. 


PHYSICIANS  WANTED— CONT’D 


FINE  GRAPHIC  PRINTS  (small  editions)  for  office^,  medical  facilities, 
fordable.  Request  color  brochure  from  The  June  Kahana  Collection,  (I 
831-4700,  or  write  Caller  Box  812,  Gracie  Station,  New  York,  N.Y.  10028. 


EMERGENCY  PHYSICIANS — South;  La;  Ms;  Ala;  Ark;  Fla.  Full-time  opening 
available  with  rapidly  expanding  group  providing  emergency  department  cov- 
erage. Malpractice  paid,  excellent  salary  for  2V2  days  work  per  week.  Send 
curriculum  vitae  in  confidence  to:  Stan  Wright,  Physicians  Management  Ser- 
vices C.,  Ste.  300,  225  Baronne  St.,  New  Orleans,  La.  70112. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED/ELIGIBLE  to  join  prof.  corp.  of 
8 anesthesiologists  and  5 CRNA.  Private  practice  in  upstate  New  York  com- 
munity of  60,000.  Two  300-bed  hospitals  affiliated  with  medical  school.  No 
ob/open-heart.  Opportunities  for  critical  care/pain  and  teaching  of  medical 
students.  Full  partner  after  one  year.  Excellent  salary,  full  benefits.  Send  C.V. 
to  Dept.  114,  c/o  NYSJM. 


EMERGENCY  PHYSICIAN:  Unique  opportunity  to  join  5 independent  con- 
tractors providing  care  in  Upstate  N.Y.  hospital  ED.  Full  specialty  back-up. 
Board  eligibility  in  EM  or  certified  FP,  BLS,  ACLS  and  interest  in  EMS  man- 
datory. Send  resume  to  Dept.  116,  c/o  NYSJM. 


BRONCHIAL  ASTHMA — AN  UPDATE:  Presented  by  the  Division  of  Pul 
nary  Medicine,  Department  of  Medicine,  Queens  Hospital  Center  Affiliatio 
the  Long  Island  Jewish-Hillside  Medical  Center  and  the  Health  Sciences  Cen 
Stony  Brook,  under  the  direction  of  Faroque  A.  Khan,  M.D.,  on  Sunday,  f 
4,  1980  at  Queens  Hospital  Center.  Guest  speakers  include:  Jayne  Rivas,  M 
Associate  Director  of  Pediatrics,  St.  Vincent’s  Hospital,  New  York  City,  and  / 
Josephson,  M.D.,  Director  of  Allergy  and  Clinical  Immunology,  State  Univer 
of  New  York  at  Down-State  Medical  Center.  Fee:  $50.00  (includes  lunche 
Seven  Category  I AMA  Credits.  Further  information:  F.  Khan,  M.D.,  Qu« 
Hospital  Center,  82-68  164th  St.,  Jamaica,  N.Y.  11432.  (212)  990-2091. 


POSITIONS  WANTED 

— 


DERMATOLOGIST,  BOARD  ELIGIBLE,  university  trained,  desires  posi 
in  New  York  City  Metropolitan  area.  Available  August  1980.  Dept.  108 
NYSJM. 


DELINQUENT  ACCOUNTS? 

We  collect  your  overdue  bills  nationwide  without 
charging  collection  agency  fees.  Results  guaran- 
teed. Free  sample  kit. 

Chas.  S.  Edward,  Dept.  087-2, 

6614  Lakeshore,  Dallas,  TX  75214 


EMERGENCY  PHYSICIANS 

A 250  bed  hospital  is  seeking  career  Emergency  Physi- 
cians to  assist  in  evolution  of  its  emergency  services,  and 
participate  in  a regional  effort  to  develop  an  Emergency 
Medical  Services  System  in  the  picturesque  north  country 
of  Upstate  New  York.  Quality  care,  continuing  education, 
and  an  approach  to  emergency  medicine  as  a specialty, 
cornerstone  this  development.  Excellent  salary  and 
fringe.  Residency  training  or  significant  clinical  experi- 
ence in  emergency  medicine  are  required.  Forward 
curriculum  vitae  to  Stanley  F Duncan,  Executive  Director, 
the  House  of  the  Good  Samaritan,  830  Washington  St., 
Watertown,  N.Y.  13601.  (31 5)  785-4 121. 

Equal  Opportunity  Employer 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  F.F.A.R.C.S.  (England),  with 
20  years  of  extensive  experience  in  clinical  and  academic  areas,  availabl 
Greater  New  York  or  adjoining  N.  Jersey/Conn,  counties.  Part-time  posi 
preferred.  (914)  666-6945. 


RHEUMATOLOGIST,  30,  AOA,  ABIM,  Rheumatology  Board  eligible.  Exce 
university  clinical  training.  Seeks  association  with  internal  medicine  subspec  ,y 
group  committed  to  excellence.  Prefer  N.Y.  Metropolitan  area  but  will  con: 
elsewhere.  Dept.  Ill  C/O  NYSJM. 


PRACTICES  AVAILABLE 


SYRACUSE  N.Y. — Established,  General  Practice  in  a private  home — Unive  v i 
area  for  rent  or  sale.  Call  (315)  446-8498. 


ORTHOPEDIST,  planning  retirement,  would  like  to  sell  office  and  practice.  1 ! 
years  in  one  location.  Good  following.  Dept.  113,  c/o  NYSJM. 

FLORIDA  LOCATION:  INTERNAL  MEDICINE,  excellent  opportugj 

Successful  I.M.  practice  for  sale;  North  Miami  Beach  area.  Reply  to:  Drs.  I id  I 
Paley  & Mack  Fieber,  1559  N.E.  164th  St.,  # 1 12,  No.  Miami  Beach,  Fl>  la 
33162. 


PRACTICE  FOR  SALE:  Well  established,  active,  fully  equipped  practice  i 
ternal  medicine  for  sale.  North  Shore,  Nassau  County,  N.Y.  Dept.  Ill  ( 
NYSJM. 


SUBSTANTIAL  GENERAL  PRACTICE  (NO  OB)  for  rent  or  sale  with  h 
office  on  Norlh  Shore  of  Long  Island.  Replv  Dept.  109,  c/o  NYSJM  or  call 
427-2180. 
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AL  ESTATE  FOR  SALE  OR  RENT 


v'TORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
> rent in^  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
ppraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
Ives,  Inc..  575  Madison  Ave..  N.Y.,  N.Y.  (212)  832-5571. 


SHAITAN  S EAST  SIDE,  133  EAST  73RD  ST..  N Y C LEXINGTON 
rofessional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
lice  suites  Furnished  & equipped.  24  hour  answering  service;  receptionist 
tail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
?cessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


KINGS  PLAZA,  BROOKLYN:  Now  renting  and  under  construction;  Spring 
cupancy.  The  beautiful,  new  Plaza  Medical  Arts  Building  with  nine  (9)  luxury 
lites  for  specializations  ranging  from  850  to  1,050  square  feet.  Public  trans- 
lation at  front  door,  convenient  parking,  elevator  service,  attractive  terms, 
xposure  to  millions  of  people  annually.  Several  suites  still  available.  Call 
vner (212) 287-9756. 


The 

New  York  Head  and  Neck  Society 

Has  been  formed  to  stimulate  and  encourage  the  ex- 
change of  ideas  among  physicians  caring  for  patients 
with  head  and  neck  cancer  and  allied  diseases. 
Meetings  will  be  held  in  the  New  York  City  area. 
Membership  is  confined  to  physicians  and  surgeons 
who  devote  a significant  portion  of  their  practice  to  the 
care  of  patients  with  head  and  neck  cancer. 

For  more  information  contact: 

Moses  Nussbaum,  M.D.,  Membership  Chairman 
10  Nathan  Perlman  Place,  New  York,  N.Y.  10003 


{ RENT:  ST.  CROIX.  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  six;  

i golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Barber, 

if)  20  Lodges  Lane.  Bala  Cynwyd.  PA  19004  ( 215)  664-3625  or  925-3516.  REAL  ESTATE  FOR  SALE  OR  RENT  — CONT'D 


GHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice, 
ome-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
rge  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
erable  refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
ad  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 

[27- 

1TE  PLAINS,  N.Y.  Prime  furnished  space  for  rent  by  hour,  day,  month,  year, 
ew  professional  building  near  hospital.  X-ray  facilities.  Area  needs  ENT, 
).  PUD.  Rheum.  <9 14) -949-0055. 


ITH  SHORE  OF  LONG  ISLAND:  Beautiful  4 bed.  Colonial.  Professionally 
•corated,  inground  pool,  greenhouse,  prof,  landscaped,  gas  heat,  plus  beautiful 
. ite  of  offices:  waiting  room,  consultation  room,  x-ray  room,  2 examining  rooms, 
Uy  a/c  and  carpeted,  separate  entrance.  Must  be  seen.  $70,000.  Dr.  DiBe- 
detto,  Port  Jefferson,  N.Y.  (516)  928-0561. 


I GSTON,  NEW  YORK:  Office  available  in  Professional  Park;  835  sq.  ft.,  3 
am  rooms.  Thoracic  surgeon  needed.  None  currently  practicing  in  city.  Two 
spitals  nearby.  J.  R.  Clarkin,  M.D.,  144  Pine  St,,  Kingston,  N.Y.  12401.  (914) 
1 8-4606. 


V PRESTIGE  PROFESSIONAL  BUILDING  in  North  Babylon.  Ideally  lo- 
:ed  for  physicians,  especially  allergist.  This  rustic  contemporary  building  is 
ly  6-10  minutes  from  three  major  hospitals  and  has  been  designed  for  the  en- 
t?y  conscious  professional.  1800  square  feet  available,  with  room  to  expand, 
•eal  for  group.  Call  (516)  669-8855. 


ROSYLN  HEIGHTS,  LONG  ISLAND,  N.Y.  Doctor  retiring,  offers  home  with 
separate  entrance  to  7-room  office  suite.  Beautifully  landscaped  plot.  Home 
includes  3 bedrooms,  2 baths,  living  and  dining  rooms,  den,  new  kitchen.  Fin- 
ished basement  with  playroom,  laundry.  Close  excellent  schools,  shops,  RR  and 
beach.  $140,000  incl.  useful  extras.  Call  owner  (516)  621-1923. 


OFFICE  SPACE  AVAILABLE,  NASSAU  COUNTY,  N.Y.  1,200  sq.  ft.  in  small 
professional  building  in  East  Rockaway,  New  V’ork.  Excellent  for  internist. 
Available  as  a sublet  or  new  lease  can  be  arranged.  Please  contact  David  B. 
Nelson,  M.D.,  112  Main  St.,  East  Rockaway,  N.Y.  11518.  Phone  (516)  599- 
7719. 


WANTAGH,  N.Y. — For  sale,  7 room  office/2  baths — 7 room  home/2  baths  com- 
bination. Separate  office  and  home  entrances  and  addresses.  Ideal  professional 
location— $69,900.  Call  nights  (212)  889-2815-(212)  724-9640. 


MOUNTAIN  LAKE  ESTATE  FOR  SALE:  Idyllic  lakefront  estate  on  2 acres 
fronting  on  Roaring  Brook  Lake  in  Putnam  Valley,  N.Y.  Less  that  1 hr.  from 
N.Y.C.  2V2  story  house  with  12  rooms,  5 baths,  indoor  garden,  rathskeller,  2 
kitchens,  central  a/c,  attached  garage:  16  car  parking  lot,  and  private  dock  with 
2 bath  houses  and  stone  patio.  Large  panelled  downstairs  suitable  for  profes- 
sional use  with  separate  entrances,  kitchen  and  2 baths.  (212)  791-3105  or  (212) 
737-3179. 


I sROE.  N.Y. — For  rent,  attractive,  efficient,  spacious  (solo  or  group)  medical 
ite,  fully  equipped.  Near  three  hospitals,  no  pollution!  Excellent  schools, 
reation;  expanding  area,  only  45  thruway  miles  from  NYC  but  uncrowded, 
pressured  living  style.  Phone  914-783-1432  evenings  or  write  Dept  110,  c/o 
YSJM. 


I ’ER  MEDICAL  SUITE  for  rent  consisting  of  6%  rooms,  2 bathrooms.  Lower 
lofessional  suite  occupied  by  Podiatrist  and  Orthopedist.  Very  active  practices, 
jproximately  1200  Sq.  Ft.  Private  entrance  $800  a month.  Located  in 
•ward  Beach.  N.Y.  If  interested  call  212  835-1600. 


'!  WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician’s  office  and  ranch 
use.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 
>m,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
8 rooms;  entrance  foyer,  large  one  living  room  with  stone  front,  wood  burning 
eplace,  formal  dining  room,  large  eat-in-kitchen,  den,  4 large  bedrooms,  3 full 
ths.  Full  panelled  basement  with  divided  areas;  live-in  quarters  includes  living 
>m,  2 bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms 
is  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
idscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
vate  6-car  professional  parking  area.  Wheatley  School  District.  $225,000. 
incipals  only.  (516)  626-0220. 


t \L  FOR  PROFESSIONAL — For  sale  Inwood  Long  Island.  Building  situated 
ectly  between  medical  centers.  First  floor  store,  small  apartment,  complete 
th.  Second  floor,  four  beautifully  decorated  large  rooms,  IV2  bath.  Garage, 
ar  station,  Public  parking  across  street.  (516)  239-1525. 


MANHATTAN,  65  CENTRAL  PARK  WEST,  4 room  office  to  share.  Excellent 
location.  J.  Linden,  M.D.,  (212)  873-7878,  or  873-5777. 


PROFESSIONAL  LOANS 

NO  COLLATERAL  REQUIRED 

$5,000-$50,000+  available  for  any  purpose. 
Call  Mr.  John  J.  Gentile 

914-357-8657  or  2 1 2-490-0077 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa.,  N.Y.,  N.J.,  Mich,  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification.  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila.,  PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776. 
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NEW  YORK  MEDICAL  COLLEGE 

Office  of  Continuing  Medical  Education 
Department  of  Surgery 

Microwave  Live  Television  Series  for  Certification,  Recertification  and 
Continuing  Education  Credits  for  Surgeons,  Surgical  Specialists  and 
Nurses 


1980  SPRING  PROGRAM 
Thursday  Afternoons  at  4:00  p.m. 

March  20th — Skin  Tumors  Including  Melanoma 
March  21st — Microbiology  of  Surgical  Infections 

April  3rd — Principles  in  the  Management  of  Surgical  Infections,  Prophylaxis  and 
Therapy 

April  17th — New  Topics  in  Genitourinary  Tumors 
May  15th — Detection  and  Screening  of  Cancer 

May  29th — Fundamentals  in  the  Management  of  Stress  Ulcers  and  Upper  G.l.  Bleeding 


Programs  may  be  viewed  at  the  following  hospitals: 


Benedictine  Hospital 
Kingston 

Cabrini  Health  Care  Center 
New  York  City 

Calvary  Hospital 
Bronx 

Misericordia  Medical  Center 
Bronx 

New  Rochelle  Medical  Center 
New  Rochelle 

St.  Agnes  Hospital 
White  Plains 


St.  Clare’s  Hospital 
New  York  City 

St.  Elizabeth  Hospital 
New  York  City 

St.  Francis  Hospital 
Poughkeepsie 

St.  Vincent’s  Medical  Center 
New  York  City 

St.  Vincent’s  Hospital 
Staten  Island 

Westchester  Medical  Center 
Valhalla 


Other  hospitals  wishing  to  receive  future  programs  should  contact: 


Instruction  Television  Network 
Seminary  Ave.,  Yonkers,  New  York  10704 
(914)  968-7800 
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NEW  YORK  CITY 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

April  2,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

NORMATIVE  DATA  FOR  SELECTED  PARAMETERS  OF 
PHYSICAL  FUNCTION  IN  CHILDREN 
Gabriella  E.  Molnar,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m.,  Subscription  Dinner  6:45  p.m. 

April  8,  8:00  p.m.,  Tuesday 

Section  on  Biomedical  Engineering 

COMPUTER  APPLICATIONS  TO  CLINICAL 

ELECTROMYOGRAPHY 

Arthur  Eberstein,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

April  9,  9:00  a.m.,  Wednesday 

Section  on  Urology  with  the  New  York  Section 
of  American  Urological  Association 

F.  C.  VALENTINE  UROLOGY  PRIZE  ESSAY  CONTEST 
John  J.  Williams,  M.D. 

Evening  Session  will  follow  at  'New  York  Hilton  Avenue  of  the 
Americas  and  53rd  Street 

THE  CAUSES  OF  UROLOGIC  MALPRACTICE:  A 
FOLLOW-UP 

Warren  W.  Koontz,  Jr.,  M.D. 

For  additional  information  and  for  luncheon  and  dinner 
reservations  contact  Mrs.  Eva  Slone,  212/650-6286. 

April  14,  7:30  p.m.,  Monday 

Section  on  Orthopedic  Surgery  and  the  Section 
on  Plastic  and  Reconstructive  Surgery  with  the 
New  York  Society  for  Surgery  of  the  Hand 

PERIPHERAL  NERVE  PROBLEMS 

CHANGING  CONCEPTS  IN  PERIPHERAL  NERVE 

SURGERY 

Michael  Jabaley,  M.D. 

CURRENT  STATUS  OF  NERVE  GRAFTING 
Harold  E.  Kleinert,  M.D. 

ENTRAPMENT  NEUROPATHY:  CURRENT  CONCEPTS 
Francis  Howard,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m.,  Subscription  Dinner  6:30  p.m. 

April  19,  9:00  a.m.,  Saturday 

Section  on  Obstetrics  and  Gynecology 

PRENATAL  DIAGNOSIS  AND  GYNECOLOGICAL  SURGERY 
PRENATAL  DIAGNOSIS  OF  BIOCHEMICAL  DEFECTS, 
BLOOD  DYSCRASIAS  AND  SELECTED  CONGENITAL 
MALFORMATIONS 
Robert  J.  Desnick,  M.D. 

PRENATAL  CYTOGENETIC  DIAGNOSIS 
Lillian  Y.  F.  Hsu,  M.D. 

ALPHA  LETOPROTEIN  SCREENING  IN  PREGNANCY 
Robert  R.  Weiss,  M.D. 

GYNECOLOGICAL  ABDOMINAL  SURGERY 
Hugh  R.  K.  Barber,  M.D. 

VAGINAL  SURGERY 
David  H.  Nichols,  M.D. 

THE  SURGERY  OF  INFERTILITY 
Celso-Ramon  Garcia,  M.D. 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

$15.  for  Residents  and  Fellows  of  the  Academy 
Registration  closes  April  16th.  Make  check  payable  to  The 
New  York  Academy  of  Medicine  and  mail  to  Office  of 
Medical  Education,  The  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  10029. 
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For  further  information  call  the  Office  of  Medical  Education, 
New  York  Academy  of  Medicine.  Tel:  212/876-8200,  ext. 
207. 

April  21,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

RETINAL  DISEASES 

THE  CHARLES  H.  MAY  MEMORIAL  LECTURE 
Charles  A.  Perera,  M.D. 

THE  TREATMENT  OF  RETINAL  DETACHMENT 
Donald  M.  Shafer,  M.D. 

RETINAL  TUMORS 
Jerry  A.  Shields,  M.D. 

THE  USE  OF  SODIUM  HYALURONATE  IN  HUMAN 
ANTERIOR  SEGMENT  SURGERY 
Lawrence  G.  Pape,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 

April  23,  8:00  p.m.,  Wednesday 

Section  on  Historical  Medicine 

LACOHOBA:  THE  HALLUCINOGEN  ON  HISPANIOLA 
William  B.  Ober,  M.D. 

Reception  6:15  p.m. -Subscription  Dinner  7:00  p.m. 

April  30,  4:00  p.m.,  Wednesday 

’College  of  Physicians  of  Philadelphia 

19  South  22nd  Street 
Philadelphia 

Section  on  Otolaryngology  with  the  Section  on 
Otolaryngology  of  the  College  of  Physicians  of 
Philadelphia 

HEAD  AND  NECK  MEDICINE  AND  SURGERY 
LARYNGEAL  SACROIDOSIS 
Robert  A.  Weisrr\an,  M.D. 

APPLICATION  OF  THE  C02  LASER  TO  PEDIATRIC 
LARYNGO-TRACHEAL  DISEASE:  SUCCESSES  AND 
FAILURES 

Robert  J.  Ruben,  M.D.,  Arnold  Komisar,  M.D. 
MYOCUTANEOUS  ISLAND  PEDICLE  FLAPS  IN  HEAD 
AND  NECK  SURGERY 

Edward  T.  Carden,  M.D.,  Diran  O.  Mikaelin,  M.D.,  Theodore 
Harrison,  M.D. 

ARYTENOID  AUGMENTATION  FOLLOWING 

HEMILARYNGECTOMY 

Stanley  M.  Blaugrund,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 Y2  hrs.) 

Reception  5:30  p.m.,  Subscription  Dinner  6:30  p.m. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 

Brooklyn 

April  9 

PLATELET  CONTRIBUTIONS  TO  VASCULAR  DISEASE 
Babette  Weksler,  M.D. 

April  16 

RADIATION  THERAPY  IN  CANCER  OF  THE  URINARY 
TRACT 

Sameer  Rafla,  M.D. 

April  23 

NEW  APPROACHES  TO  IMMUNOTHERAPY  AND 
ASSESSMENT  OF  IMMUNE  FUNCTION  IN  CANCER 
Susan  E.  Krown,  M.D. 

April  30 

ASSOCIATION  BETWEEN  HLA  AND  DISEASES 
Marilena  Fotino,  M.D. 

For  further  information  contact  Harvey  Dosik,  M.D.,  The 
Jewish  Hospital  and  Medical  Center  of  Brooklyn,  555 
Prospect  Place,  Brooklyn  11236. 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 


WGO-2 


April  3 

PRENATAL  DIAGNOSIS  OF  GENETIC  DISORDERS 
Alexander  Bearn,  M.D. 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue  at  87th  Street,  New  York  10028  Tel:  212/ 
535-3000. 


Institute  of  Continuing  Biomedical  Education 

222  East  19th  Street 
April  7-June  6 

CLINICAL  MEDICINE  REVIEW  CURRICULUM  FOR 
ECFMG,  FLEX,  VQE 

For  further  information  contact  Natale  Colosi,  Ph  D.,  Dean, 
222  East  19th  Street,  New  York  10003.  Tel:  212/677- 
4728 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Street 

Brooklyn 

April  7-8 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Russell  A.  Van  Dyke,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/735-3344. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
'Cornell  Medical  Center 
Uris  Auditorium 

April  9,  7:00-9:00  p.m.,  Wednesday 

THE  UPDATE  YOUR  MEDICINE  1979-80 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
April  9 

ANEMIA  II 
Ernst  Jaffe,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

April  16 

PRACTICAL  APPROACH  TO  EVALUATION  AND 
TREATMENT  OF  THE  PATIENT  WITH  CLOTTING 
DISORDERS 
Clarence  Merskey,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

'The  Mount  Sinai  Medical  Center 
April  9- 1 1,  9:00  a.m.-5:00  p.m.,  Wednesday  thru  Friday 
PM  141  OPHTHALMIC  PLASTIC  SURGERY 
Virginia  Lubkin,  M.D.  and  Guest  Lecturers 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (19V2  hrs.) 

April  16,  9:00  a. m. -5:00  p.m.,  Wednesday 

ORTHOPAEDICS  FOR  PEDIATRICIANS  AND  FAMILY 
PRACTITIONERS 

Robert  S.  Siffert,  M.D.,  Jacob  F.  Katz,  M.D., 

David  J.  Feldman,  M.D.  and  Guest  Lecturers 


FEE:  $75.  CREDIT:  AMA  Cat.  1 (6 % hrs.) 

April  17-18,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
April  19,  9:00  a m. -noon,  Saturday 
GASTROINTESTINAL  RADIOLOGY 
Richard  H.  Marshak,  M.D.,  Jack  G.  Rabinowitz,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

April  22-24,  Tuesday  thru  Thursday 

AN  INTRODUCTION  TO  GASTROINTESTINAL  FIBEROPTIC 

ENDOSCOPY 

Jerome  D.  Waye,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 ( 19%  hrs.) 

April  25-26,  9:00  a m. -5:00  p.m.,  Friday  and  Saturday 
SEXUAL  DISORDERS  IN  MEDICAL  PRACTICE 
Raul  Schiavi,  M.D. 

FEE:  $125.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

April  28-May  1,  9:00  a. m. -6:00  p.m.,  Monday  thru  Thursday 
May  2,  9:00  a m. -noon,  Friday 
TEMPORAL  BONE  SURGERY 
Simon  Pausier,  M.D.,  Joel  Sugar,  M.D. 

FEE:  $750.  CREDIT:  AMA  Cat.  1 (40V2  hrs.) 

St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

April  10,  7:30  p.m.,  Thursday 

PATHOLOGY  OF  LID  LESIONS 
Frederick  A.  Jakobiec,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  St.  Clare's  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

'The  New  York  Hilton  at  Rockefeller  Center 
1335  Avenue  of  the  Americas 
New  York 
April  1 1- 12 

THE  INTERRELATIONSHIP  OF  PSYCHOTHERAPY  AND 

PSYCHOPHARMACOLOGY 

CREDIT:  AMA  Cat.  1 (8  hrs.)  & APA  8 hrs. 

' Riklis  Auditorium 

1300  Morris  Park  Avenue 

Bronx 

April  13,  Sunday 

THE  SECOND  BIENNIAL  DAY  ON  THE  LIVER 
AN  UPDATE  FOR  THE  GENERALIST  AND  SPECIALIST 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 

College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 
April  12,  8:30  a. m. -5:00  p.m.,  Saturday 
NEURO-OPHTHALMOLOGY 
Linsy  Farris,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Dr.  Elizabeth  C.  Gerst, 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences,  College  of  Physicians  & Surgeons  of  Columbia 
University,  630  West  168th  St.,  New  York  10032.  Tel: 
212/694-3682. 


American  College  of  Cardiology  and  The  Page 
and  William  Black  Postgraduate  School  of 
Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 
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‘Mt.  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 
April  14-18 

CONSULTANT'S  COURSE  IN  CARDIOLOGY 

Michael  V.  Herman,  M.D.,  Louis  E.  Teichholz,  M.D.,  Richard 

Gorlin,  M.D.,  Simon  Dack,  M.D. 

For  further  information  contact  American  College  of 
Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20014.  Tel:  301/897-5400 

Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

260  East  188  Street 
Bronx 

April  15,  8:00-10:00  p.m.,  Tuesday 

A COMMON  SENSE  APPROACH  TO  DIAGNOSIS  AND 
TREATMENT  OF  URINARY  TRACT  INFECTIONS 
Robert  Klein,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 
Tel:  212/295-1100. 


New  York  Medical  College 

5 East  106th  Street 
*St.  Vincent’s  Hospital 
153  West  1 1th  Street 
April  14- 18 

ELECTROMYOGRAPHY  AND  ELECTRODIAGNOSIS 
COURSE 

FEE:  $285.  CREDIT:  AMA  Cat.  1 
For  information  and  brochure  please  contact  Joseph  B. 
Rogoff,  M.D.,  Course  Director,  Rehabilitation  Medicine,  Coler 
Memorial  Hospital,  Roosevelt  Island  10044.  Tel:  212/688- 
9400. 


Beth  Israel  Medical  Center  co-sponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  the  Mount  Sinai  School  of  Medicine 
(CUNY) 

10  Nathan  D.  Perlman  Place 
‘Podell  Auditorium 

April  16,  8:30  a. m. -4:30  p.m.,  Wednesday 

ADVANCES  IN  THE  DIAGNOSIS  AND  TREATMENT  OF 
CARCINOMA  OF  THE  BLADDER 
Elliot  Leiter,  M.D.,  James  A.  Vogel,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (6  hrs.) 
For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2000. 


Beth  Israel  Medical  Center  cosponsored  with 
The  American  Cancer  Society,  New  York  City 
Division,  Inc. 

10  Nathan  D.  Pearlman  Place 

April  16,  8:30  a. m. -4:00  p.m.,  Wednesday 

RECENT  ADVANCES  IN  DIAGNOSTIC  MODALITIES  AND 
THERAPY  FOR  BREAST  CANCER 

L.  Venet,  M.D.,  C.  K.  McSherry,  M.D.,  R.  C.  Wallach,  M.D., 
N.  Strutynsky,  M.D.,  P.  Strax,  M.D.,  B.  Kabakow,  M.D., 

A.  DeChabon,  M.D.,  P.  Pressman,  M.D.,  M.  Nobler,  M.D., 

M.  Needleman,  M.D.,  S.  Hoffman,  M.D.,  A.  Geffen,  M.D. 

NO  FEE 

For  further  information  contact  Beth  Israel  Medical  Center, 
10  Nathan  D.  Pearlman  Place,  New  York  10003.  Tel: 
212/420-2000. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 

April  23,  8:30  p.m.,  Wednesday 

THE  STRESS  OF  DEPRIVATION  IN  HUMAN 

RELATIONSHIPS 

Claude  H.  Miller,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York  10021. 


New  York  Medical  College 
Westchester  County  Medical  Center 

‘Metropolitan  Hospital  Center 
6th  Floor  Auditorium 
97th  Street  at  2nd  Avenue 
New  York 

April  24,  9:00  a.m.,  Thursday 

THE  1 1TH  ANNUAL  NATHAN  W.  CHAIKIN  LECTURE  IN 
GASTROENTEROLOGY  ENTITLED  NUTRITIONAL 
THERAPY  OF  SMALL  INTESTINAL  DISEASE 
David  H.  Alpers,  M.D. 

For  further  information  contact  the  Section  of 
Gastroenterology,  New  York  Medical  College,  Westchester 
County  Medical  Center,  Valhalla.  Tel:  914/347-7337. 


QUEENS  COUNTY 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
Flushing 

‘Yellow  Home  Auditorium 
10:30  a.m. -12  noon 
April  8 

CLINICAL  APPROACH  TO  NYPO-OSMOLAR  & HYPER- 
OSMOLAR SYNDROMES 
Sherman  Levine,  M.D. 

April  15 

HYPERLIPIDEMIA:  STATE  OF  THE  ART 
Sheldon  Bleicher,  M.D. 

April  22 

EXPECTATIONS  & REALITIES  OF  CORONARY 

REVASCULARIZATION 

James  Beregovich,  M.D. 

April  29 

CARDIAC  PACING:  WHO  NEEDS  IT? 


Seymour  Furman,  M.D. 

For  further  information  contact  Flushing  Hospital  Center, 
146-09  45th  Avenue,  Flushing  11355. 


NASSAU  COUNTY 


Long  Island  Jewish-Hiliside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook)  to 

‘Long  Island  Jewish-Hiliside  Medical  Center 
New  Hyde  Park 
Department  of  Ophthalmology 
(1  part  of  10  sessions) 

4:00 p.m. -5:30 p.m.,  Tuesdays 
April 

RETINA  AND  VITREOUS 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hiliside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114 
‘Teaching  Center  Room  E201B  & C 
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Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00  p.m. -5:00  p.m..  Mondays 
April  7 

CARDIOVASCULAR  ASPECTS  OF  ESSENTIAL 
HYPERTENSION  STUDIES  ON  HOLTER-BLOOD 
PRESSURE  RECORDINGS 
Michael  Weber,  M.D. 

April  14 

NEW  APPROACH  TO  UNDERSTANDING  NEW  EKG  T 
WAVE  ABNORMALITIES 
Irwin  Hoffman,  M.D 
April  2 1 

PROSTAGLANDIN  AND  THE  CONTROL  OF  BLOOD 

PRESSURE 

Harold  Itskovitz,  M.D. 

April  28 

PHYSIOLOGICAL  APPROACH  IN  ASSESSMENT  OF  LEFT 
VENTRICULAR  FUNCTION 
Stanley  Katz,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Robert  I.  Hamby,  M.D., 
Department  of  Medicine  Division  of  Cardiology,  The  Heart 
Institute  of  the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  1 1042. 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

January-June,  10:00-1 1:00  a m.,  Thursdays 
April  3 

GRAND  ROUNDS 
BEHCET'S  SYNDROME 
Harry  Spiera,  M.D. 

April  10 

IODIDE  AND  THE  THYROID 
Lewis  E.  Braverman,  M.D. 

April  17 

CLINICAL  EVALUATION  OF  DYSPNEA 
Roberta  Gondring,  M.D. 

April  24 

MALIGNANT  MELANOMA 
Martin  C.  Mihm,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ethel  Ford,  Nassau  County 
Medical  Center,  2201  Hempstead  Turnpike,  East  Meadow 
11554.  Tel:  516/542-3713. 


North  Shore  University  Hospital, 

Cornell  University  Medical  College 

300  Community  Drive 
Manhasset 

8:00  a.m.,  Tuesdays 
'Ketcham  Boardroom 
April  8 

DACRYOCYSTORHINOSTOMY  WITH  CANALICULAR 

INTUBATION 

Pierre  Guibor,  M.D. 

April  15 
UVEITIS 

Robert  Coles,  M.D. 

April  22 

LYMPHOMATOUS  TUMORS 
Frederick  Jakobiec,  M.D. 

April  29 

DIAGNOSIS  AND  SURGICAL  CORRECTION  OF 
VERTICAL  MUSCLE  PALSIES 
Robert  Strome,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  11030. 


CRITICAL  HEALTH  ISSUES 
February  1980-June  1980 

3:45-5:45  p.m.,  Wednesdays 


April  9 

NUTRITIONAL  NEEDS  & WEIGHT  PROBLEMS  OF  THE 
HANDICAPPED  CHILD 
Planton  J.  Collip,  M.D. 

April  23 

NOT  MADE  OF  STONE— SEXUALITY  & SEX 
EDUCATION  OF  THE  HANDICAPPED  CHILD 
Ann  Welbourne,  R.N.,  Ph  D. 

For  further  information  call  516/562-3045. 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  The  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

April  15,  4:00-6:00  p.m. 

OFFICE  GYNECOLOGY 
Martin  S.  Goldstein,  M.D. 

NO  FEE  CREDIT:  AMA  CAT.  1 
For  further  information  contact  Long  Beach  Memorial 
Hospital,  445  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 
432-8000,  Ext.  362. 


Mercy  Hospital  in  liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 
‘MacArthur  Auditorium 

9:00  a m. -1 1:00  a m.,  Wednesday 
April  16 

PLATELETS,  CLOTTING  AND  ATHEROSCLEROSIS 
Michael  B.  Stemerman,  M.D. 

CREDIT:  AMA  Category  1 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue.  Rockville  Centre  1 1570. 

Long  Island  Jewish  Hillside  Medical  Center 
New  Hyde  Park 

'Teaching  Center 
April  30.  5:30-6:30  p.m. 

A SIMPLIFIED  APPROACH  TO  ACID  BASE  BALANCE 
Terring  W.  Heironimus,  III,  M.D. 

For  further  information  contact  Long  Island  Jewish  hillside 
Medical  Center,  Department  of  Anesthesiology,  New  Hyde 
Park  11042. 


SUFFOLK  COUNTY 


St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
*St.  Charles  Classroom  A 
April  8,  10:30  a.m.,  Tuesday 
OB/GYN  CONFERENCE 
ALPHA  FETOPROTEIN 
Robert  Weiss,  M.D. 

'St.  Charles  Lecture  Room 
April  15,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
DEPRESSION— ITS  MANAGEMENT  INCLUDING 
ELECTROSHOCK  THERAPY 
James  Crovello,  M.D. 

April  16,  9:00  a.m. -4:30  p.m.,  Wednesday 
POST  GRADUATE  DENTAL  PROGRAM 
DIRECT  BONDING  AND  LIMITED  TOOTH  MOVEMENT 
FOR  THE  PRACTICING  DENTIST 
Richard  F.  Ceen,  D.D.S.,  Richard  D.  Faber,  D.D.S.,  M.D. 
April  18,  8:00a.m.,  Friday 

FAMILY  PRACTICE  PROGRAM 
PNEUMONIA 
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Marlin  C.  McHenry,  M.D. 

April  21.  7:00  p.m.,  Monday 

OPHTHALMOLOGY  CONFERENCE 

Ivan  Dunaief,  M.D. 

April  21.  1 1 30  a. m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
LUMBAR  DISC  SYNDROME 
Joseph  Consoli,  M.D. 

April  22,  8.00  a.m.,  Tuesday 
PEDIATRIC  CONFERENCE 
RADIATION  SAFETY 
Andrew  Hull,  Ph  D. 

April  29,  1 1:30  a. m.- 1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
IATROGENIC  DERMATOLOGIC  COMPLICATIONS  OF 
THERAPY 

Paul  Schneiderman,  M.D. 

Credit:  AMA  Category  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson, 
11777.  Tel:  516/473-2800. 


Mather  Memorial  Hospital  cosponsored  by  St. 
Francis  Hospital 

North  Country  Road 
Port  Jefferson 
‘Mather  Conference  Room 
April  7,  1 1:30  a.  m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
April  7,  8:00  p.m.,  Monday 

PEDIATRIC  EDUCATIONAL  PROGRAM 
ONCOLOGY  OF  PEDIATRIC  SOLID  TUMORS 
Lawrence  Helson,  M.D. 

April  9,  7:30  a.m.,  Wednesday 
PSYCHIATRY 

ADOLESCENT  PSYCHIATRY 
Herbert  Levowitz,  M.D. 

April  14,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
April  21,  7:00  a.m.,  Monday 

ANESTHESIOLOGY  CONFERENCE 

ANESTHESIA  FOR  RUPTURED  AORTIC  ANEURYSMS 

Edward  Norris,  M.D. 

April  21,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
April  28,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
CREDIT : AMA  Category  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  Mather 
Memorial  Hospital,  North  Country  Road,  Port  Jefferson, 
11777.  Tel:  516/473-1320. 


Kings  Park  Psychiatric  Center 
Kings  Park 

‘Auditorium 

Day  Treatment  Center  (Bldg.  23) 

April  9,  10:30  a m. -12:00  noon 
DEPRESSION  IN  THE  AGED 
Fred  Charatan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  please  contact  G.  V.  Laury,  M.D., 
Chief  of  Education  and  Training,  Kings  Park  Psychiatric 
Center,  Kings  Park.  Tel:  516/544-2669. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  SUNY/AB 

666  Elm  Street 
Buffalo 
April  24 

ENDOCRINOLOGY 
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Paul  Davis,  M.D. 

For  further  information  contact  Roswell  Park  Memorial 
Institute,  666  Elm  Street,  Buffalo.  Tel:  716/845-4561. 

Roswell  Park  Memorial  Institute  and  the 
Niagara  University  School  of  Nursing 

666  Elm  Street 
Buffalo 
April  25 

PHYSIOLOGICAL,  PSYCHOLOGICAL  AND  SOCIOLOGICAL 

ASPECTS  OF  CANCER 

Margaret  Harrop,  R.N.,  Gayle  Bersani,  R.N. 

For  further  information  contact  Gayle  Bersani,  R.N., 
Coordinator,  Cancer  Control  Office,  Roswell  Park  Memorial 
Institute,  666  Elm  Street,  Buffalo.  Tel:  716/845-4561 


ROCHESTER 


University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 

Rochester 

April  10- 1 1 

TWENTY-FIFTH  ANNUAL  ALBERT  C.  SNELL  MEMORIAL 
LECTURE 

DIABETIC  RETINOPATHY,  WHERE  ARE  WE? 

Clement  McCulloch,  M.D. 

For  further  information  contact  Program  Chairman,  Primitivo 
D.  Roca,  M.D.,  277  Alexander  Street,  Rochester  14607. 


OUT-OF-STATE 

PENNSYLVANIA 


Academy  of  Medicine  of  the  County  of  Queens 

‘Host  Farm, 

Lancaster,  Pa. 

April  17-20 

WHY  BOTHER  WITH  NUTRITION 
CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  the  Academy  of  Medicine  of 
the  County  of  Queens,  112-25  Queens  Blvd.,  Forest  Hills, 
N.Y.  11375.  Tel:  212/268-7300. 


Upstate  New  York  Chapter 
American  College  of  Surgeons,  Inc. 

210  Clinton  Road 
New  Hartford 
‘Hershey  Motor  Lodge 
Hershey,  Pennsylvania 
April  30- May  3 

THIRD  NEW  YORK  STATE  CONJOINED  SURGICAL 
SYMPOSIUM 

For  further  information  contact  Upstate  New  York  Chapter, 
American  College  of  Surgeons,  Inc.,  210  Clinton  Road,  New 
Hartford  13413.  Tel:  315/735-2203. 


FUTURE  EVENT 


Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  Fourteenth  Street 
New  York 

May  31,  8:15  a.m. -4:25  p.m.,  Saturday 

OPHTHALMOLOGY  FOR  THE  NON-OPHTHALMOLOGIST 
Mortimer  R.  Cholst,  M.D.,  Harold  Kirshner,  M.D.,  Alfred 
Lachterman,  M.D.,  Thomas  O.  Muldoon,  M.D.,  John  S. 
Hermann,  M.D.,  G.  Peter  Halberg,  M.D.,  Solomon  Liebowitz, 
M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  write  Jane  Stark,  Registrar,  Post 
Graduate  Institute,  New  York  Eye  and  Ear  Infirmary,  310  East 
Fourteenth  Street,  New  York  10003. 
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PRE-REGISTRATION  FORM 

1980  Spring  CME  Assembly,  April  25-27 

(Please  print) 


Street 

City  & State 


1 


(initial) 


Member  of  MSSNY:  Yes No Specialty 

Note:  There  is  no  registration  fee  except  for  the  special  course  in  Basic  Cardiac  Life  Support. 


Thursday  Golf  Tournament: 


Green  fees  A dinner 

tickets  (&  $40.00. 

Total 

Dinner  only: 

tickets  (q>  $25.00. 

Total 

Saturday  Dinner 

tickets  (m  $35.00. 

Total 

Friday,  Saturday,  & Sunday  Special 
Courses  in  Basic  Cardiac  Life  Sup- 
port: 

Limited  to  members  only:  $35.00  Total 

Total  enclosed  $ 

Make  checks  payable  to:  Medical  Society  of  the  State  of  New  York,  clip  and  mail  to  Div.  of  Scientific  Activities,  d o MSSNY, 
420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

1980  Spring  CME  Assembly 


Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 

1980  Spring  CME  Assembly 
Medical  Society  of  the  State  of  New  York 

Rye  Town  Hilton,  Port  Chester,  New  York 
FRIDAY,  APRIL  25 

8 a.m.  OBSTETRICS  & GYNECOLOGY 

GENERAL  SESSION  with  Gastroenterology  & Radiology 

MEDICAL  LEGAL  & WORKERS’  COMPENSATION  with  Occupational  Medicine 

9 a.m.  OTOLARYNGOLOGY  with  Neurosurgery 

2 p.m.  OBSTETRICS  & GYNECOLOGY,  (cont’d) 

GENERAL  SESSION,  Room  B (cont’d) 

OTOLARYNGOLOGY  with  Neurosurgery,  (cont’d) 

NEUROLOGY 
CHEST  DISEASES 
CARDIOVASCULAR  DISEASES 

SATURDAY,  APRIL  26 

8 a.m.  PATHOLOGY 

DERMATOLOGY 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  .(cont’d) 

OPHTHALMOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 
MEDICAL  LIABILITY 

2 p.m.  GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’d) 

OPHTHALMOLOGY,  (cont’d) 

HIGHWAY  SAFETY 
MEDICAL  LIABILITY,  (cont’d) 

SUNDAY,  APRIL  27 

9 a.m.  UROLOGY 

PLASTIC  SURGERY 

PSYCHIATRY  with  Family  & General  Practice 

ALLERGY  & IMMUNOLOGY 

PHYSICAL  MEDICINE  & REHAB,  with  Anesthesiology 
PEDIATRICS  with  School  Health  v 
WOMEN’S  MEDICAL  SOCIETY 

BASIC  CARDIAC  LIFE  SUPPORT  (BCLS)  COURSE,  open  to  members 
of  MSSNY  only:  Friday,  8 a.m.  and  2 p.m. 

Saturday,  8 a.m;  and  2 p.m. 

Sunday,  9 a.m.  to  1 p.m. 


SCIENTIFIC  & TECHNICAL  EXHIBITS 

Friday  & Saturday,  8:30  a.m.  to  5 p.m. 

Sunday,  8:30  a.m.  to  1 p.m. 

CME  CREDITS:  Each  program  will  be  eligible  for  CME  Category 

1 Credits  on  an  hour-for-hour  basis. 


708  New  York  State  Journal  of  Medicine/March,  1980 


WGO-8 


Compiled  by  the 
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ANESTHESIOLOGIST 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A Sodus  14551.  Tel:  315/483-9133. 

EMERGENCY  ROOM 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13201.  Tel:  315/252-3388. 

ENT 

NORWOOD,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician  and 
Family  Physician.  Contact  Henry  Vinicor,  M.D.,  53  So.  Main  St., 
Norwood  13668. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  M.D.,  7 West  Church  St.,  Adams  13605.  Tel: 
315/232-2972  or  315/232-2911. 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NORWOOD,  N.Y.,  St.  Lawrence  County  need  a Family  Physician 
and  ENT  Physician.  Contact  Henry  Vinicor,  M.D.,  63  So.  Main 
St.,  Norwood  13668. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown's  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

710  New  York  State  Journal  of  Medicine/March,  1980 


STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Internist.  Contact  A.  J.  Cuti,  M.D, 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  Street,  New 
York  10029  Tel:  212/369-2211. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

LOCUM  TENENS 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
Jerry  Hersh,  M.D.,  1301  Trumansburg  Road,  Ithaca  14850.  Tel: 
607/273-8505. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

HUNTINGTON,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  Physician. 
Contact  Susan  Friedlander,  M.D.,  c/o  Huntington  Medical  Group, 
180  E.  Pulaski  Rd.,  Huntington  Station  11746.  Tel:  516/ 

423-7700. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 
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RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674 

SODUS,  NY..  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A.  Sodus  14551.  Tel:  315/483-9133. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS.  N.Y..  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist.  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PEDIATRICIAN 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  41 1 Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

NEW  YORK,  N.Y.,  needs  a Pediatrician.  Contact  A.  J.  Cuti,  M.D., 
Flower  Fifth  Family  Medical  Office.  10  E 107th  St.,  New  York 
10029  Tel:  212/369-2211. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Sodus  Health  Center,  Box  A,  Sodus  14551.  Tel: 
315/483-9133. 


RADIOLOGIST 

MT.  VERNON,  N.Y.,  Westchester  County  needs  a Radiologist. 

Contact  Arnold  Joffe,  M.D.,  30  Anpell  Drive,  Scarsdale  10583. 

Tel:  914/725-2242  after  8:00  p.m. 

NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION"  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine” 
FROM:  The  Editor 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III  60610  Tel:  312/751-6000and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


As  a past  reader  of  “What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


S3  00  one  year 


12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name  Date 


Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth^ Place  of  Birth  

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated __ 

Internship 

Hospitals Petes 

Residency 

Hospital s De tea 

Specialty  

Licensed  in  what  States? 

Applied  for _________________________________________________________________ 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industrial Group Institutional 

Other 

Date  you  will  be  available  for  practice  Former  locations  in  which  you  have 

practiced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 


712  New  York  State  Journal  of  Medicine/March,  1980 
WGO-12 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is, 
more  than  4 months,  has  not  been  assessed  by  systematic  clini- 
cal studies  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Tablets  >n  children  under  6 months  of  age 
known  hypersensitivity  acute  narrow  angle  glaucoma:  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(eg,  operating  machinery,  driving)  Withdrawal  symptoms  (simi- 
lar to  those  with  barbiturates,  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal/muscle 
cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
(drug  addicts  or  alcoholics)  under  careful  surveillance  because 
of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congeni- 
tal malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be 
employed  in  lieu  of  appropriate  treatment  When  using  oral  form 
adjunctively  in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may  require  in- 
crease in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  in- 
crease m frequency  and/or  severity  of  seizures 
injectable  To  reduce  the  possibility  ot  venous  thrombosis, 
phlebitis,  local  irritation,  swelling,  and.  rarely,  vascular  impair- 
ment when  used  I V.  inject  slowly,  taking  at  least  one  minute  lor 
each  5 mg  (1  ml)  given,  do  not  use  small  veins,  i.e.,  dorsum  of 
hand  or  wrist:  use  extreme  care  to  avoid  intra-arterial  administra- 
tion or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V , it  may  be  injected  slowly  through 
the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited 
pulmonary  reserve  because  of  possibility  of  apnea  and/or  car- 
diac arrest,  concomitant  use  of  barbiturates,  alcohol  or  other 
CNS  depressants  increases  depression  with  increased  risk  of 
apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least 
1/3.  administer  in  small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  de- 
pression of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for 
petit  mal  status  or  petit  mal  variant  status 
Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal/muscle  cramps,  vomiting,  sweating).  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of 
predisposition  to  habituation/ dependence.  Not  recommended  for 
OB  use 

Efficacy  safety  not  established  in  neonates  (age  30  days  or  less): 
prolonged  CNS  depression  observed.  In  children,  give  slowly  (up 
to  0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged 
somnolence;  can  be  repeated  after  15  to  30  minutes.  If  no  relief 
after  third  administration,  appropriate  adjunctive  therapy  is  rec- 
ommended 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, carefully  consider  individual  pharmacologic  effects — 
particularly  with  known  compounds  which  may  potentiate  action 
of  Valium  (diazepam),  i.e.,  phenothiazmes,  narcotics,  barbi- 
turates, MAO  inhibitors  and  antidepressants  Protective  measures 
indicated  in  highly  anxious  patients  with  accompanying  depres- 
sion who  may  have  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  hepatic  function;  avoid  accumulation  in  patients 
with  compromised  kidney  function.  Limit  oral  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 


oversedation  (initially  2 to  2’/2  mg  once  or  twice  daily,  increasing 
gradually  as  needed  or  tolerated) 

INJECTABLE  Although  promptly  controlled,  seizures  may  return; 
readmimster  if  necessary;  not  recommended  for  long-term  main- 
tenance therapy  Laryngospasm/mcreased  cough  reflex  are 
possible  during  peroral  endoscopic  procedures,  use  topical 
anesthetic,  have  necessary  countermeasures  available 
Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were- 
drowsiness,  fatigue,  ataxia  Infrequently  encountered  were  con- 
fusion, constipation,  depression,  diplopia  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported;  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts,  liver  function  tests  advisable  during  long- 
term therapy  Minor  changes  in  EEG  patterns,  usually  low-voltage 
fast  activity,  have  been  observed  in  patients  during  and  after 
Valium  (diazepam)  therapy  and  are  of  no  known  significance. 
injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoac- 
tivity,  syncope,  bradycardia,  cardiovascular  collapse,  nystagmus, 
urticaria,  hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respira- 
tion, dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or 
chest  have  been  reported 

Management  of  Overdosage:  Manifestations  include  somno- 
lence. confusion,  coma,  diminished  reflexes  Monitor  respiration, 
pulse,  blood  pressure,  employ  general  supportive  measures,  I V 
fluids,  adequate  airway  Use  levarterenol  or  metaraminol  for 
hypotension,  caffeine  and  sodium  benzoate  for  CNS-depressive 
effects.  Dialysis  is  of  limited  value 

Supplied:  Tablets.  2 mg.  5 mg  and  10  mg,  bottles  of  100  and 
500;  Tel-E-Dose*  (unit  dose)  packages  of  100.  available  in  trays 
of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1; 
Tel-E-Ject*  (disposable  syringes),  2 ml,  boxes  of  10  Each  ml 
contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid 
as  buffers,  and  15%  benzyl  alcohol  as  preservative 


<^R0CHEy> 


2-MG,  5-MG. 
10-MG  SCORED 
TABLETS 
TEL-E-DOSE  9 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT  9 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
10-ML  VIALS 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  New  Jersey  071 10 


* 


ONLY  VALIUM  (diazepam) 

GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBUTY 


PSYCHOTHERAPEUTIC 

SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VALIUM 


(diazepam) 


HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information. 


of  Philadelphia  Dec.  80 
19  S.  22nd  St. 

Phila,  PA  19103 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


, . a i! 


f/  ■ ■ / 


Violin  built  in  1969  by  Stanley 
Gross,  M.D.,  Manhasset,  New 
York.  A copy  of  a Stradivari. 
See  page  828. 


ARY  OP  THE 

■of  PHvsjciAr 

OP  PHILAD^phja 

WS  301801. 


H- 


Remember 


ZYLOPRIM 

the  original  (allopunnol) 

100  and  300  mg 


New  York  State  Journal  of  Medicine  (ISSN  0028-7628) 


Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  February  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1980  hy 
the  Medical  Society  of  the  State  of  New  York.  All  material  covered  by  copyright  in  the  New  York  State  Journal  of  Medicine  may  be  photocopied  for 
noncommercial  scientific  or  educational  use  only  Special  arrangements  and  permission  are  required  from  the  authorls ) of  the  particular  article  and 
from  the  editor  for  any  other  purpose  Editorial . Circulation,  and  Advertising  Offices  420  Lakeville  Rd  . Lake  Success,  N Y.  1 1042.  Change  of  Address 
Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address  Six  weeks  notice  is  reejuired  to  effect  a change  of  address. 
Fifty  cents  per  copy  $3.50  per  year.  Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage  paid  at  Neu  Hyde  Park, 
N.  V..  and  additional  mailing  office  POSTMASTER  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  120  Lakeville  lid  . Lake  Success, 
N Y 1 1042. 


Contents  APRIL  1980 


VOLUME  80  NUMBER  5 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

729  Molecular  Biology  of  Hepatitis  B Virus 

Shalom  Z.  Hirschman,  Ml). 

732  Meningeal  Carcinomatosis 

Patrick  R.  Rergevin,  M l). 

734  Cancer  of  Uterine  Cervix;  Parameters  related  to  failure  in  radiation  treatment 

Fikry  M.  Meleka,  M l).,  and  Richard  J.  Calame,  M l). 

740  Invasive  Cancer  of  Cervix:  Failures  in  Prevention;  I.  Previous  Pap  smear  tests  and  opportunities  for 

screening 

Rachel  ( 1 . Fruchter,  Ph  D.,  M.P.H.,  John  Boyce,  M.D.,  and  Marsha  Hunt,  R.S. 

746  Teenage  Pregnancy;  Preliminary  results  of  special  care  unit 

Vincent  T.  Pillari,  M.D.,  Jyotsna  Gandhi.  M.D.,  Brenda  Doyle,  C.N.M.,  and 
Mary  Widhalm  C.N.M. 

752  Stroke  Rehabilitation;  Alternatives  for  health-care  delivery 

Joel  S.  Feigenson,  M l).,  and  Fletcher  McDowell,  M I). 

757  Abstinent  Alcoholics;  The  moment  of  truth 

Gerald  W.  Grumet,  M l). 

763  Gastrointestinal  Parasitic  Infestation  in  Urban  Population 

Solomon  Rajkumar,  M.D.,  Ann  St.  John,  M.D.,  Teresita  Awa  Laude,  M l)., 

Radhakrishna  K.  Reddy,  M.D.,  Alice  Bunye  Rao,  M.D.,  and  Venkatesalu  Rajagopal,  M D. 

Recent  Advances  in  Medicine  and  Surgery 

768  Hodgkin’s  Disease;  Management  in  1980 

Seymour  M.  Cohen,  M.D.,  F.A.C.P. 

School  Health 

774  Arrhythmias  in  School  Children 

Sandra  Brunson,  M.D.,  Dov  B.  Nudel,  M.D.,  and  Norman  Gootman,  M.D. 

Electrocardiograms  of  the  Month 

779  Questions  289  and  290 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Sexually  Transmitted  Diseases 

/81  Diagnosis  and  Treatment  of  Sexually  Transmitted  Diseases;  Equipment  necessary  to  set  up  physician’s 

office 

Yehudi  M.  Felman,  M.D.,  F.A.C.P.,  and  James  A.  Nikitas,  M.A.,  F.R.S.H. 

Radiologic  Problem  of  the  Month 

784  Ivory  vertebra 

Kakarla  Subbarao,  M.D.,  Editor 

Case  Reports 

<85  Lithium  and  Lady  Luck;  Use  of  lithium  carbonate  in  compulsive  gambling 

Joel  A.  Moskowitz,  M.D.,  F.A.P.A.,  F.A.A.P. 


April,  1980/New  York  State  Journal  of  Medicine  713 


GEARING  OF 
DEPRESSION 


ANTIDEPRESSANT 
EFFECTIVENESS  S 
with  convenient  - 
once-o-doy 
h.s.  dosage* 

SINEQUAN 

(DOXEPIN  HCI) 

150-mg1, 100-mg,  75-mg,  50-mg,  25-mg, 
10-mg  CAPSULES  and  ORAL  CONCENTRATE, 
10  mg/ ml,  in  120-ml  (4-oz)  bottles 


♦The  roral  doily  dosoge  of  Sinequan,  up  to  150  mg.  may  be 
administered  on  o once-o-doy  schedule  without  loss  of  effectiveness. 

t The  150-mg  capsule  strength  is  intended  for  maintenance  therapy 
only  ond  is  not  recommended  for  initiation  of  treatment. 


See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  ond  adverse  reactions. 


ANTIDEPRESSANT 

EFFECTIVENESS 

SINEQUAN' 

(DOXEPIN  HCI) 

150-mg*  TOO- mg.  75-mg,  50-mg  25-mg. 

10- mg  CAPSULES  ond  ORAL  CONCENTRATE. 

1 0 mg/ml. in  1 20-ml  (4-oz)  bottles 


*The  150-mg  copsule  strength  is  intended  for 
mointenonce  therapy  only  ond  is  not  recommended 
for  initiation  of  treatment. 


CONVENIENT  ONCE-A-DAY  h.s.  DOSAGE 

which  may  improve  patient  compliance.  The  total 
doily  dosage,  up  to  1 50  mg  per  doy,  moy  be  given 
on  o once-o-doy  schedule  without  loss  of  effec- 
tiveness. Sinequan  moy  also  be  given  on  o 
divided  dosage  schedule,  up  to  300  mg  per  doy 

PROMINENT  SEDATIVE  EFFECT 

which  moy  help  to  relieve  the  difficulty  in  foiling 
ond  staying  osleep,  ond  the  eorly-morning 
awakening  often  associated  with  depression. 

ESTABLISHED  ANTIANXIETY  ACTIVITY 

to  help  alleviate  the  anxiety  which  often  accom- 
panies clinical  depression. 

USUALLY  WELL  TOLERATED 

At  doses  up  to  1 50  mg  per  day,  Sinequan  does  not 
generally  affect  the  ontihypertensive  activity  of 
guonethidme  and  related  compounds.  Tachy- 
cardia ond  hypotension  have  been  reported 
occasionally.  Drowsiness  is  the  most  commonly  ob 
served  side  effect.  Dry  mouth,  blurred  vision,  consti- 
pation ond  urinary  retention  hove  been  reported, 

EXTENDED  RANGE 
OF  DOSAGE  STRENGTHS 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN'  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Coni  vindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug 
and  m patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
out,  particularly  in  older  patients  Possibility  of  cross  sensitivity  with  other  dibenzoxepines  should 
be  kept  in  mind 

Warnings.  The  once-a-day  dosage  regimen  ot  SINEQUAN  (doxepin  HCI)  in  patients  with  inter- 
current  illness  or  patients  taking  other  medications  should  be  carefully  adjusted  This  is 
especially  important  in  patients  receiving  other  medications  with  anticholinergic  effects 
Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition 
Usage  in  Pregnancy:  Reproduction  studies  performed  in  animals  have  shown  no  evidence  ol 
harm  to  the  animal  fetus  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug, 
safety  in  pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant. 

Usage  in  Children:  Usage  m children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  this  drug  The  exact 
length  of  lime  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  lime  it  has  been  administered  and  the  dosage  involved 
Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  m any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
important  in  patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  of 
that  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated 
Since  suicide  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  ol  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
s[,e  be  ally  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEOUAN 

Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  lo  reduce  Ihe  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
infusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramida! 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosinophilia  has  been  reported  in  a lew  patients  There  have  been  occasional 
ret  oris  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  thrombo 
cytopenia,  and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects  I 
Endowin'-  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
of  breasts  and  galactorrhea  in  Ihe  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
reported  with  tricyclic  administration 

Other  Dizziness,  tinnitus,  weight  gam.  sweating,  chills,  fatigue,  weakness,  flushing,  jaundice, 
alopecia  and  headache  have  been  occasionally  observed  as  adverse  effects 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity, 
starting  daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  < 
decreased  at  appropriate  intervals  and  according  to  individual  response  The  usual  oplimui 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase  i 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding 
dose  of  300  mg/day 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organ 
disease  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  doses  aslo 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  or  once  a-d; 
dosage  schedule  If  the  once  a-day  schedule  is  employed  the  maximum  recommended  dose 
150  mg/day  This  dose  may  be  given  at  bedtime  The  150  mg  capsule  strength  is  intended  f 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effe 
may  not  be  evident  for  two  to  three  weeks 

Overdosage 

A Signs  and  Symptoms 

1 Mmi  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  ai 
tachycardias 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileu 
hyperthermia  (or  hyp/  ihermia).  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  jnd  Treatment 

1 Mild  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressi 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorb! 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lava' 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patier 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  tM 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  I, 
appropriate  ant  lar rhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  CT 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  inlr 
venous  administration  of  1 mg  to  3 mg  of  physostigmme  salicylate  Because  physostigmme 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respond 
standard  anticonvulsant  therapy:  however,  barbiturates  may  potentiate  any  respiratory  depre 
Sion  Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosa 
due  to  high  tissue  and  protein  binding  of  SINEOUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg,  75 P 
and  100  mg  doxepin  bottles  of  100,  1000.  and  unit  dose  packages  of  100  (1 0 x 10's)  25  mg  a 
50  mg  doxepin  bottles  of  100.  1000,  5000,  and  unit  dose  packages  of  100  (10  x 10  s)  1 50  r 
doxepin  bottles  of  50.  500.  and  unit  dose  packages  of  100  (10  x 10  s)  SINEQUAN  0 
Concentrate  (10  mg/ml)  is  available  in  120  ml  bottles  with  an  accompanying  dropper  cat^B 
at  5 mg,  10  mg,  15  mg,  20  mg,  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10 r 
doxepin  Just  prior  lo  administration.  SINEQUAN  Oral  Concentrate  should  be  diluted  w 
approximately  120  ml  ol  water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune 
pineapple  juice  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  with  a number 
carbonated  beverages  For  those  patients  requiring  antidepressant  therapy  who  are 
methadone  maintenance.  SINEQUAN  Oral  Concentrate  and  methadone  syrup  can  be  mix 
together  with  Gatorade",  lemonade,  orange  juice,  sugar  water,  Tang",  or  water,  but  not  w 
grape  juice  Preparation  and  storage  of  bulk  dilutions  is  not  recommended 
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A new  pain  study  program 

In  addition  to  the  already  existing  pain  consultation 
services  provided  by  the  Department  of  Anesthesiology, 
a new  pain  study  program  is  being  established  in  collabo- 
ration with  the  Department  of  Psychiatry.  This  program 
will  accept  patients  with  chronic  pain  who  are  willing  to 
participate  as  research  subjects. 

Treatment  modalities  by  other  pain  clinics  in  the 
country  will  be  used  as  determined  by  the  physician 
working  in  the  pain  study  program.  This  will  consist 
mainly  of  using  analgesics,  psychotropic  drugs,  nerve 
blocks,  and  detoxification. 

The  goal  of  the  study  is  to  quantify  pain  report  by  ob- 
jective means.  It  is  emphasized  that  the  treatment  mo- 
dality will  be  determined  solely  by  the  medical  indication 
and  in  no  way  will  the  therapy  be  influenced  by  the  re- 
search data. 

In  order  to  understand  their  attitude  toward  pain,  the 
response  of  the  patients  to  calibrated  amounts  of  mild 
experimental  pain,  from  which  the  patient  may  withdraw 
at  any  time,  will  be  studied  by  Dr.  W.  Crawford  Clark  of  the 
Department  of  Psychophysiology.  The  patient  will  be 
required  to  sign  an  informed  consent  form  for  various 
questionnaires  and  the  experimental  pain  procedures. 

Referred  patients  will  be  treated  primarily  on  an  out- 
patient basis.  Since  the  program  is  supported  in  part  by 
an  NIH  grant,  there  will  be  no  charge  to  the  patients  by  the 
Department  of  Anesthesiology.  However,  if  further  con- 
sultation by  another  specialty  is  needed,  the  patient  will 
be  referred  and  may  receive  a bill  from  the  physician. 

To  refer  the  patient  to  the  program,  we  will  require  a 
referral  letter  pertinent  to  the  chronic  pain  syndrome,  and 
preferably  a complete  medical  history,  physical  findings 
and  laboratory  data.  For  an  appointment,  please  write  to 
Dr.  Leonard  Brand  or  Dr.  Joseph  Yang,  Department  of 
Anesthesiology,  Columbia-Presbyterian  Medical  Center, 
622  W.  168th  St.,  New  York,  N.Y.  10082,  or  call  (212) 
694-2575. 

AMA  issues  new  edition  of 
allied  health  education  directory 

The  eighth  edition  of  the  American  Medical  Associa- 
tion’s Allied  Health  Education  Directory  is  off  the  press 
this  winter. 

The  Directory  is  the  only  comprehensive  and  authori- 
tative source  of  information  available  on  the  24  allied 
health  careers  and  the  almost  3,000  educational  programs 
accredited  by  the  Committee  on  Allied  Health  Education 
and  Accreditation  of  the  AMA. 

The  Directory  serves  as  a guide  for  student  counselors 
in  advising  students  on  allied  health  careers.  It  encom- 
passes facts  on  career  opportunities,  job  descriptions,  ed- 
ucational programs,  and  financial  aid.  It  is  an  important 
reference  source  for  librarians,  educators,  hospital  ad- 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


ministrators,  physicians,  and  others. 

The  24  allied  health  careers  include  assistant  to  the 
primary  care  physician,  emergency  medical  technician- 
paramedic,  medical  assistant,  medical  laboratory  techni- 
cian, nuclear  medicine  technology,  and  surgeon’s  assis- 
tant. 

There  is  an  alphabetical  listing  of  some  1,700  institutions 
that  sponsor  the  accredited  educational  programs,  plus 
another  listing  of  each  of  the  2,951  programs  categorized 
by  occupational  type  and  then  arranged  by  city,  state,  and 
sponsoring  institution. 

A separate  section  includes  brief  synopsis  of  the  job 
duties,  employment  characteristics,  educational  prereq- 
uisites, registration  or  certification  opportunities,  and  li- 
censure requirements  for  each  of  the  24  occupations. 

The  Directory  was  prepared  by  the  AMA’s  Department 
of  Allied  Health  Education  and  Accreditation.  Director 
is  John  E.  Beckley,  Ph.D.  Copies  are  available  from: 
Order  Department,  OP-391;  American  Medical  Associa- 
tion; P.O.  Box  821,  Monroe,  WI  53566.  Single  copies  are 
$12.00. 

New  publication  available  from  DHEW 

The  National  Institute  on  Aging  announces  the  avail- 
ability of  its  newest  publication,  A Guide  to  Medical 
Self-Care  and  Self-Help  Groups  for  those  who  work  with 
the  elderly. 

Self-care  and  self-help  groups  are  traditional  to  the 
American  way  of  self-reliance.  Today,  we  are  witnessing 
a revival  of  this  approach,  particularly  among  our  elderly 
population  who  often  find  highly  technical  and  specialized 
medical  care  very  impersonal  and  costly. 

Self-care  is  defined  as:  “actions  that  we  as  individuals 
perform  on  behalf  of  our  own,  our  family’s,  or  our  neigh- 
bor’s well-being.”  Basic  to  self-care  is  an  understanding 
of  how  our  bodies  work,  what’s  good  for  them,  and  how  to 
tell  when  something  goes  awry.  Suggested  reading  lists 
to  aid  in  this  understanding  process  are  offered  for  each 
subject  area. 

Self-help  groups — clusters  of  persons  who  share  a 
common  condition,  and  who  come  together  to  offer  one 
another  the  benefit  of  mutual  experiences,  support,  and 
counsel — are  discussed  in  the  second  portion  of  the  pub- 
lication. Major  self-help  group,  with  an  emphasis  on  those 
relating  to  older  people,  are  listed  alphabetically  and  de- 
scribed briefly. 

Complimentary  copies  of  this  publication  may  be  or- 
dered by  writing  to:  NIA/Self-Help,  c/o  Expand  Asso- 
ciates, 8630  Fenton  Ave.,  Suite  508,  Silver  Spring,  MD 
20910. 

“Legislation  1975-79” 

The  Workers’  Compensation  Board  has  just  published 
a one-volume  compilation  of  all  workers’  compensation  and 

continued  on  page  851 
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Hirschman,  S.  Z.:  Molecular  biology  of  the  hepatitis  B 
virus,  New  York  State  J.  Med.  80:  729  (Apr.)  1980. 

The  hepatitis  B virus  is  a unique  human  virus  in  that  a 
DNA-dependent  DNA  polymerase  is  contained  in  the  core 
of  the  virus.  Patients  infected  by  hepatitis  B virus  usually 
recover.  However,  chronic  viral  infection  or  chronic 
hepatitis,  often  leading  to  cirrhosis,  may  result  from  in- 
fection. In  some  geographic  areas,  infection  by  hepatitis 
B virus  is  associated  with  primary  hepatocellular  carci- 
noma. The  core  of  the  hepatitis  B virus  also  contains  a 
circular  DNA  3,200  base  pairs  long  that  is  single-stranded 
for  15  to  45  percent  of  its  length.  Cloning  of  the  genome 
of  the  hepatitis  B virus  has  allowed  detailed  study  of  the 
properties  of  the  viral  DNA  and  may  facilitate  production 
of  protective  vaccines. 

Bergevin,  P.  R.:  Meningeal  carcinomatosis,  New  York 
State  J.  Med.  80:  732  (Apr.)  1980. 

With  prolonged  survival  in  many  patients  with  solid 
tumors,  the  incidence  of  MC  (meningeal  carcinomatosis) 
has  increased  in  recent  years.  An  appreciation  of  the  signs 
and  symptoms  of  MC  and  its  early  diagnosis  facilitate 
prompt  treatment  with  whole-brain  x-irradiation  and  in- 
trathecal methotrexate,  although  overall  survival  is  short. 
Prophylactic  CNS  (central  nervous  system)  treatment  in 
selected  patients  may  serve  to  decrease  the  incidence  of  this 
disease,  and  the  development  of  new  agents  for  the  treat- 
ment of  MC  is  awaited. 

Meleka,  F.  M.,  and  Calame,  R.  J.:  Cancer  of  uterine 
cervix;  parameters  related  to  failure  in  radiation  treatment, 
New  York  State  J.  Med.  80:  734  (Apr.)  1980. 

Records  of  82  cases  of  carcinoma  of  the  uterine  cervix, 
treated  with  radiation  therapy,  were  reviewed  to  evaluate 
the  causes  of  radiation  treatment  failures.  Radical  ra- 
diotherapy of  cancer  of  the  cervix  is  usually  given  in  one 
course  of  successive  phases  of  treat  ment  , namely  external 
beam  irradiation  followed  by  radium  insertion,  then  par- 
ametrial  boost.  These  different  phases  were  considered 
as  separate  parameters  and  were  studied  to  see  the  impact 
of  their  variation  on  the  results  of  treatments.  A schedule 
of  dosage  system  is  suggested  to  demonstrate  the  tailoring 
of  these  parameters  to  achieve  optimal  results.  For  each 
stage  of  disease,  there  could  be  a range  of  variable  levels  of 
radiation  doses  and  milligram  hours  of  implant  radiation. 
A minimum  level  of  dose  for  each  parameter  must  be 
achieved  in  each  stage  for  effect  ive  control  of  the  disease. 
Maximum  level  is  also  suggested,  beyond  which  no  im- 
provement in  cure  rate  is  probably  achieved,  and  the  risk 
of  increased  morbidity  would  be  incurred.  In  addition, 
treating  beyond  the  maximum  level  for  any  one  of  these 
parameters  may  compromise  the  level  of  the  others.  A 
balance  should  be  reached  between  the  dose  of  radiation 
given  to  certain  points  within  the  pelvis  from  external  ir- 
radiation and  the  dose  delivered  by  radium.  The  milli 
gram  hours  of  radium  from  the  two  insertions  and  the  total 
calculated  doses  to  points  A and  B are  separate  parameters 


which  together  help  to  provide  guides  for  optimal  course 
of  treatment.  Review  of  the  radiation  dosage  and  clinical 
course  suggests  that  the  dose  level  of  the  external  pelvic 
irradiation  administered  before  radium  should  vary  ac- 
cording to  the  stage  of  the  disease. 

Fruchter,  R.  G.,  Boyce,  J.,  and  Hunt,  M.:  Invasive 
cancer  of  cervix:  failures  in  prevention;  I.  Previous  Pap 
smears  and  opportunities  for  screening,  New  York  State 
J.  Med.  80:  740  (Apr.)  1980. 

Ninety-seven  low-income  urban  women  who  developed 
invasive  cancer  of  the  cervix  were  interviewed  about  their 
previous  Pap  smears  and  medical  history;  52  percent  had 
no  previous  smear,  and  62  percent  had  no  smear  in  the 
previous  five  years.  Lack  of  previous  smears  was  most 
frequent  among  older  women.  Twenty-five  women  had 
been  hospitalized  44  times  for  nongynecologic  reasons  in 
the  ten  years  before  the  first  sign  of  disease,  but  only  18 
percent  had  a Pap  smear.  One  half  the  women  had  re- 
ceived regular  medical  care  in  the  previous  five  years,  but 
59  percent  had  no  Pap  smear.  In  low-income  communities, 
new  cervical  cancer  screening  programs  should  be  located 
in  hospitals  and  ambulatory  facilities  that  women  use  for 
acute  health  care. 

Pillari,  V.  T.,  Gandhi,  J.,  Doyle,  B.,  and  Widhalm,  M.: 

Teenage  pregnancy;  preliminary  results  of  special  care  unit, 
New  York  State  J.  Med.  80:  746  (Apr.)  1980. 

The  early  results  of  a special  care  unit  for  the  pregnant 
teenager  at  a large  municipal  hospital  are  reported.  A total 
of  182  patients  were  registered  in  the  special  evening  clinic 
of  which  139  were  followed  to  delivery.  Twelve  patients 
had  been  transferred  to  the  high-risk  care  unit  and  are 
described  separately,  leaving  a group  of  127  patients 
managed  through  the  teenage  care  unit.  The  clinic  was 
designed  to  meet  the  special  needs  of  teenagers  and  was 
conducted  by  two  certified  midwives  under  the  direct  su- 
pervision of  obstetricians.  The  goals  of  the  clinic  were  to 
deliver  early  and  comprehensive  medical  care  at  a time 
which  would  allow  the  patient  to  continue  their  education 
and  also  to  provide  individual  and  group  counseling  to  help 
alleviate  social  or  financial  problems.  An  early  review  of 
the  program  reveals  that  approximately  85  percent  of  the 
patients  were  age  17  or  less,  and  that  most  were  unmarried 
and  experiencing  their  first  pregnancy.  The  majority  of 
patients,  92  percent,  received  prenatal  care  prior  to  the 
twenty-eighth  week  of  pregnancy  and  had  a total  of  six  or 
more  prenatal  visits.  Intensified  nutritional  instruction 
and  support  resulted  in  an  overall  incidence  of  anemia  of 
only  5 percent  , an  incidence  of  toxemia  of  only  4.2  percent  , 
and  an  average  weight  gain  of  20  to  30  pounds.  Other  pa- 
rameters of  interest  are  the  low  cesarean  section  rate  of  10 
percent;  the  incidence  of  low  birth  weight  infants  of  6.5 
percent;  and  the  overall  incidence  of  congenital  anomalies 
of  3.2  percent.  There  was  only  one  perinatal  death  in  the 
study,  and  there  were  no  maternal  deaths.  Medically, 

continued  on  page  721 
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these  patients  represent  a low-risk  group  regarding  preg- 
nancy outcome  when  care  is  delivered  adequately  and  all 
other  problems  of  teenage  pregnancy  are  addressed.  The 
authors  do  not,  of  course,  advocate  teenage  pregnancy,  hut 
feel  the  need  to  approach  this  problem  with  the  utmost  care 
and  support. 

Feigenson,  J.  S.,  and  McDowell,  F.:  Stroke  rehabilita- 
tion; alternatives  for  healthcare  delivery,  New  York  State 
J.  Med.  SO:  752  (Apr.)  1980. 

Physicians  are  becoming  more  aware  of  the  value  of  re- 
habilitation in  maximizing  functional  return  following 
stroke.  This  review  examines  the  effectiveness,  benefit, 
and  cost  of  this  type  of  holistic  care,  and  outlines  the  var- 
ious alternatives  for  healthcare  delivery  following 
stroke. 

Grumet,  G.  W.:  Abstinent  alcoholics;  The  moment  of 
truth,  New  York  State  J.  Med.  SO:  757  (Apr.)  1980. 

This  article  examines  the  events  which  accompany  an 
abstinent  alcoholic’s  return  to  drinking,  for  which  the  term 
“binge  profile”  is  suggested.  While  complete  abstinence 
is  the  usual  goal  for  most  alcoholics,  many  return  to 
drinking  as  an  escape  from  internal  or  external  stress.  A 
review  of  several  psychiatric  patients  who  began  drinking 
indicates  four  recurring  themes:  emotional  seclusion, 

proximity  to  previous  sources  of  alcohol,  disruption  of 
psychological  homeostasis,  and  a failure  of  personal 
warning  systems.  An  elucidation  of  the  unique  “binge 
profile”  of  each  patient  offers  a synopsis  of  relevant  psy- 
chological issues  and  gives  important  clues  for  prognosis 
and  treatment  strategy. 

Rajkumar,  S.,  St.  John,  A.,  Laude,  T.  A.,  Reddy,  R.  K., 
Rao,  A.  B.,  and  Rajagopal,  V.:  Gastrointestinal  parasitic 
infestation  in  urban  population,  New  York  State  J.  Med. 
80:  763  (Apr.)  1980. 

The  nature  of  gastrointestinal  parasitic  infections  en- 
countered in  an  urban  ambulatory  pediatric  setting  were 
studied;  399  gastrointestinal  parasites  were  identified 
during  a 12-month  period,  of  which  286  were  pathogens  and 
113  were  nonpathogens.  Trichuris  trichura,  tliardia 
lamblia,  Ascaris  lumbricoides,  and  hookworm  accounted 
for  94  percent  of  the  pathogens  identified.  Abdominal 
pain  and  vomiting  were  the  frequently  observed  symptoms. 
However,  no  statistically  significant  differences  in  gas- 
trointestinal symptoms  could  be  demonstrated  between 
the  study  and  the  control  groups.  In  the  management  of 
these  patients,  either  the  first-line  or  second-line  drug  was 
chosen  appropriately  only  in  49  percent  of  instances.  An 
inappropriate  drug  or  no  treatment  was  given  in  26  and  25 
percent,  respectively,  often  when  more  than  one  parasite 
was  identified.  The  need  for  improved  documentation  of 
history  of  recent  travel,  relapse  status  and  their  treatment, 
screening  for  family  members,  and  adequate  follow-up  care 
was  observed.  This  report  calls  for  continued  awareness 
of  the  existence  of  parasitic  infections  in  an  urban  popu- 
lation and  points  to  the  need  for  improved  quality  of  care 
in  their  management. 
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Editorials 


“Mild”  hypertension;  should  it  be  treated?* 1 


The  recently  completed  5-year  Hypertension  "De- 
tection and  Follow-up  Program  Study,  involving 
more  than  10,000  patients  in  14  communities,  has 
demonstrated  for  the  first  time  in  a controlled  trial 
that  treatment  reduces  mortality  in  patients  with 
mild  hypertension  (that  is,  diastolic  blood  pressures 
of  90  to  104  mm.  Hg).  The  V.A.  and  Public  Health 
Studies  had  previously  demonstrated  that  treatment 
of  patients  with  moderately  severe  or  severe  hyper- 
tension, that  is,  diastolic  blood  pressures  of  104  mm. 
Hg  or  higher,  significantly  decreased  the  incidence 
of  kidney  failure,  heart  failure  and  strokes  and  pro- 
longed life.  Results  in  patients  with  diastolic  blood 
pressures  between  90  and  104  mm.  Hg  were  less  im- 
pressive in  that  study. 

The  Hypertension  Detection  and  Follow-up  Pro- 
gram was  a carefully  controlled  study  where  over 
10,000  patients  were  divided  into  two  equal  groups, 
Group  1 received  “customary  or  R.C.  (routine  care)” 
that  was  available  in  the  community.  Group  2 was 
treated  in  a special  hypertension  treatment  center 
utilizing  the  stepped-care  approach  (S.C.)  as  advo- 
cated in  the  Joint  National  Committee  Report  on 
Detection,  Evaluation  and  Treatment  of  High  Blood 
Pressure.1,  This  included  the  use  of  a diuretic, 
chlorthalidone  (25  to  100  mg.  per  day)  as  first-step 
therapy,  with  the  use  of  potassium-sparing  agents  as 
supplementary  therapy.  Reserpine  (0. 1 to  0.25  mg. 
per  day)  was  the  most  commonly  employed  Step  2 
drug,  with  methyldopa  (500  to  2,000  mg.  per  day) 
used  as  an  alternative  medication.  The  addition  of 
a vasodilator,  hydralazine,  or  a Step  4 drug,  guan- 
ethidine,  was  necessary  in  some  cases.  Over  70 
percent  of  patients  in  both  groups  were  “mild  hy- 
pertensives.” 

Both  groups  of  patients  demonstrated  a definite 
decrease  in  blood  pressure  over  the  5-year  period  of 
time.  However,  patients  who  participated  in  the 
specific  S.C.  (stepped-care)  program  had  a greater 
decrease  in  blood  pressure;  for  example,  from  year 
two  on,  65  percent  of  S.C.  patients  achieved  goal 
blood  pressure,  whereas  only  approximately  40  per- 

*Clinical Professor  of  Medicine.  New  York  Medical  College, 
\ alhalla,  N.Y.  The  Senior  Medical  Consultant,  National  High 
Blood  Pressure  Education  Program. 

+ Moser,  M.,  et  al.:  Report  of  the  Joint  National  Committee  on 
Detection,  Evaluation  and  Treatment  of  High  Blood  Pressure, 
J.A.M.A.  237:  255  (Jan.  17)  1977. 


cent  of  R.C.  patients  achieved  goal  blood  pressure, 
that  is,  diastolic  blood  pressure  of  90  mm.  Hg  or 
below,  or  a decrease  of  at  least  10  mm.  Hg  in  diastolic 
blood  pressure.  Average  diastolic  blood  pressures 
decreased  from  101  to  84  mm.  Hg  in  the  S.C.  group 
as  compared  to  101  to  89  mm.  Hg  in  the  R.C. 
group. 

At  the  end  of  five  years,  mortality  from  all  causes 
was  17  percent  lower  for  the  entire  S.C.  group,  com- 
pared to  the  R.C.  group,  and  20  percent  lower  in  the 
S.C.  subgroup  that  had  entry  blood  pressures  of  90 
to  104  mm.  Hg.  In  mild  hypertensives,  there  were 
45  percent  fewer  deaths  attributed  to  cerebrovascular 
disease  and  46  percent  fewer  deaths  secondary  to 
acute  myocardial  infarction  in  the  S.C.  group.  These 
data  are  even  more  impressive  since  the  S.C.  results 
were  not  being  compared  to  a placebo  group;  both 
groups  had  received  some  treatment.  Additional 
details  of  the  study  can  be  found  in  the  December  7, 
1979  J.A.M.A.** 

These  data  demonstrate  that  adequate,  continuous 
treatment,  employing  the  stepped-care  method  of 
therapy  and  treating  to  a diastolic  blood  pressure  goal 
of  90  mm.  Hg  or  less  will  decrease  mortality  both  in 
the  severe  hypertensive  and  also  significantly  in  the 
patient  with  “mild”  hypertension.  There  are  im- 
portant implications  for  the  private  practitioner;  in 
the  past,  physicians  may  have  been  reluctant  to  treat 
patients  with  mild  hypertension,  that  is,  diastolic 
blood  pressures  between  90  and  104  mm.  Hg  (risk 
ratio  of  treatment  was  not  clearly  defined).  These 
data  suggest  that  treatment  is  indicated;  benefit 
outweighs  risk.  Since  there  are  no  risk-free  drugs, 
those  patients  with  less  severe  degrees  of  hyperten- 
sion might  logically  be  treated  initially  with  non- 
pharmacologic  methods,  that  is,  a low-sodium  diet, 
weight  reduction  if  the  patient  is  obese,  or  modified 
exercise  programs,  and  so  forth.  However,  if  these 
methods  do  not  work  over  a three  to  six  month  period 
of  time,  specific  antihypertensive  medication  would 
appear  to  be  indicated. 

MARVIN  MOSER.  M.D. 

Davis  Avenue  Medical  Center 
33  Davis  Avenue 
White  Plains,  N.Y.  10605 

**  Five-Year  Findings  of  the  Hypertension  Detection  and 
Follow-up  Program,  J.A.M.A.  242:  2562  (Dec.  7)  1979. 
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Regulation  in  lieu  of  legislation  is  bad  enough  but  its  control 
of  professional  conduct  and  relations  with  patients  is  like 
regulating  religion 


The  legislative  opposition  to  the  regulations,  via 
the  Federal  Register  by  the  FTC  (Federal  Trade 
Commission),  that  medicine  is  a trade,  is  not  a pro- 
fession, and  can  and  should  unionize,  is  a genuine 
source  of  satisfaction.  The  FTC  would  thus  not  only 
remove  “the  floss  from  the  lily”  but  also  remove 
protection  and  safeguards  for  the  patient  inherent 
in  the  ancient  rules  of  professional  conduct  that 
govern  physicians.  A specific  example  is  the  recent 
demand  that  the  medical  profession  be  free  to,  in  fact 
encouraged  to,  advertise,  contrary  to  the  code  of 
ethics  physicians  have  lived  by  these  many  years. 
Competition  of  the  commercial  open  marketplace 
can  denigrate  the  moral  and  ethical  principles  that 
govern  activities  of  physicians  in  their  services  to 
patients. 

Also,  the  new  regulations  published  in  the  Federal 
Register  by  the  Department  of  Health,  Education, 
and  Welfare  (DHEW)  on  proposed  standards  for 
clinical  laboratory  personnel,  is  another  instance  of 
lack  of  wisdom  and  abuse  by  governmental  regula- 
tions. 

The  new  regulations  make  all  activities  in  clinical 
laboratories  a commercial  venture  and  eliminate,  in 
essence,  the  advantage  for  patients,  other  medical 
colleagues,  hospitals,  and  other  institutions,  of  the 
benefits  of  the  professional  code  of  conduct  of  phy- 
sicians. The  regulations  substitute  rigid  categories, 
11  in  number,  of  laboratory  testing  areas  in  lieu  of 
present  overall  control  and  rules  of  conduct.  This 
must  do  harm  to  physician-patient  and  physician- 
physician  relationships,  for  it  permits  a layman  to 
direct  a laboratory  and  hire  all  others,  including 
physicians,  thus  eliminating  the  tried  and  true  an- 
cient advantages  of  the  Hippocratic  oath,  or  its 
equivalent,  now  prevailing  in  private  and  hospital 
laboratories. 

The  rigidity  of  the  11  special  clinical  laboratory 
areas  will  increase  costs  of  all  laboratory  work  at  a 
moment  when  all  are  endeavoring  to  control  and 
curtail  costs  of  medical  care.  This  cost  increase 
would  apply  to  all  laboratory  work,  and  especially  in 
hospitals. 

There  is  real  danger  that  adequate  personnel  will 
not  be  available  with  such  a changeover  in  organi- 
zation, and  with  the  creation  of  these  new  rigid  sep- 
arate categories  of  personnel.  There  already  is  a dire 
shortage  of  qualified  and  trained  personnel  in  all  of 
the  categories  called  for  by  the  new  regulations.  This 
means  that  standards  of  service  will  be  lowered  be- 
cause the  work  is  essential,  in  fact  imperative,  and 
must  be  done,  and  will  be  done  though  poorly.  The 
proposed  regulations  are  just  impossible  for  rural  and 
smaller  hospitals  (below  100  beds).  All  in  all,  the 
regulations  will  affect  the  quality  of  medical  care 


adversely. 

There  is  potential  danger  too  in  the  new  regula- 
tions in  that  a laboratory  director  does  not  have  to  be 
a physician  or  equivalent.  This  would  apply  not  only 
to  private  laboratories,  as  it  does  now  in  practice,  but 
also  to  hospitals  and  other  institutional  clinical  lab- 
oratories. Technical  personnel  will  be  permitted  to 
direct  laboratories;  again  may  we  note  that  such 
technicians  are  not  bound  by  the  code  of  ethics  and 
the  rules  of  interpersonal  behavior  that  apply  to 
physicians.  The  technicians  would  be  permitted  to 
run  the  laboratories  and  can  hire  physicians  to  render 
services  which  only  a physician  can  be  trained  to  do, 
and  by  law  is  the  only  one  permitted  to  do — and 
further  such  “hired  hands”  will  have  no  control  over 
the  remainder  of  the  activities  of  the  laboratory. 

The  clinical  laboratory  already  has  more  than  its 
share  of  regulations  and  much  too  many  with  the 
additional  legislation  pending  before  Congress  (HR 
4000)  which  amendments  will  promulgate  laboratory 
personnel  standards.  Also,  S590,  the  Clinical  Lab- 
oratory Improvement  Act  of  1979,  will  establish  the 
authority  for  creating  such  personnel  standards  for 
laboratory  personnel.  There  is  already  real  danger 
in  overregulation.  With  these  latest  new  additional 
standards  by  the  Health  Care  Financing  Adminis- 
tration (HCFA)  we  may  have  overregulation  “unto 
death.  Bear  in  mind  that  hospitals  have  rendered 
for  years  good  laboratory  service  with  the  present 
regulations  of  the  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH).  In  summary,  this  new  set  of 
regulations  in  the  Federal  Register  transforms  each 
laboratory  into  an  schismatic  monstrosity.  Enough 
is  enough;  this  is  too  much.  It  will  make  laboratory 
service  much  more  costly,  inefficient,  ineffective, 
bureaucratic,  less  attractive  for  physicians,  and  does 
not  assure  accuracy  or  scientific  and  ethical  perfor- 
mance. 

Above  all,  we  are  faced  again  with  the  diabolical 
“shortcut”  of  having  “regulation”  substitute  for 
“legislation,”  with  all  that  this  implies  by  way  of  in- 
creased complexity  and  bureaucracy  of  laboratory 
organizations;  also  bear  in  mind  the  multiple  in- 
spection services  that  will  be  necessary  and  must 
needs  follow.  Ultimately,  this  will  lead  to  poor  ser- 
vice and  care  of  the  patient. 

There  is  some  hope,  however,  as  evidenced  by  the 
recent  vote  of  167  Yeas  to  227  Nays  on  HR  2222 
which  would  have  defined  physicians  of  the  house 
staff  as  employees  for  purposes  of  collective  bar- 
gaining under  the  National  Labor  Relations  Act;  this 
attack  on  professionalism  was  defeated  on  the  floor 
of  the  House  on  November  28th.  Maybe  laboratory 
service,  too,  can  remain  a profession! 

A.  A.  A. 
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physicians.  Available  free  of  charge,  as  a service  to 
the  medical  profession 
from  PHARMACIA 
Diagnostics,  the 
complete  program 
includes: 


FILM  (OR  VIDEO 
CASSETTE)  - 

25-minute  presentation 
relates  new  views  on 
allergy  through  actual 
case  histories. 


PHARMACIA  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue 
Piscataway,  NJ  08854 


□ Please  provide  more  information  on  the  ALLERGY 
UNMASKED  Continuing  Education  Program 

□ Please  have  a representative  contact  me 


COMPREHENSIVE  PACKAGE  - 

Also  supplied  are  moderator's  guide,  self-assessment 
tests,  announcement  posters,  accreditation  information. 
Present  ALLERGY  UNMASKED  to  colleagues, 

students,  other  health 
professionals  at  the  time 
and  place  of  your 
choice.  For  more 
detailed  information, 
simply  return  the 
convenient  coupon. 


NY-040 


Name  (piease  print) 


Title 


MONOGRAPH  - 

72-page  illustrated  text 
provides  in-depth 
discussion  of  theory  and 
application  for  home 
study. 


Pharmacia  Diagnostics 

Division  of  Pharmacia  Inc 
800  Centennial  Avenue 
Piscataway,  NJ  08854 

Copyright  © Pharmacia  Inc  1979 


Organization 


Address 


City 


State 


Zip 


Pharmacia 

Diagnostics 


9-0541 M 


727 


v&l 


half  the  problem 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain.1’ 
Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
{n?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnalgos-DC 
takes  pain  off  the  mind  and 


the  mind  off  pain. 


the  problem. 


Drocode  (dihydrocodeine)  bitartrate,  16.0  mg  (Warning:  May 
be  habit  forming):  promethazine  hydrochloride,  6.25  mg; 
aspirin,  194.4  mg:  phenacetin,  162.0  mg;  caffeine,  30.0  mg. 


INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci- 
ences—National  Research  Council  and/or 
other  information,  FDA  has  classified  the 
indications  as  follows:  "Possibly”  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less 
than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
drocodeine,  promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro 
duce  drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused  Psychic  dependence,  physical  depen 
dence  and  tolerance  may  develop  upon 
repeated  administration  of  dihydrocodeine, 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic -containing 
medications.  Like  other  narcotic -containing 
medications,  dihydrocodeine  is  sublet  to  the 
provisions  of  the  Federal  Controlled  Sub 
stances  Act  Usage  in  Ambulatory  Patients: 
Dihydrocodeine  and  promethazine  may  impair 
the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery.  The  patient  using  Synalgos  DC 
should  be  cautioned  accordingly  Interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal 
gesics,  general  anesthetics,  other  phe 
nothiazmes,  tranquilizers,  sedative-hypnotics 
or  other  CNS  depressants  (including  alco- 
hol) concomitantly  with  Synalgos  DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 
Patients  who  have  demonstrated  a hypersen 


sitivity  reaction  (eg.  blood  dyscrasia,  jaun- 
dice) with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine.  including 
Synalgos-DC,  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  ade- 
quate information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
effect  on  the  fetus  Usage  in  Children:  Since 
there  is  no  experience  in  children  who  have 
received  this  drug,  safety  and  efficacy  in  chil 
dren  have  not  been  established 
PRECAUTIONS:  Phenacetin  has  been  reported 
to  damage  kidneys  when  taken  in  large 
amounts  for  a long  time.  Promethazine  should 
be  administered  cautiously  to  patients  with 
cardiovascular  or  liver  disease.  Synalgos  DC 
should  be  given  with  caution  to  certain  patients 
such  as  the  elderly  or  debilitated,  and  those 
with  hypothyroidism,  Addison's  disease  and 


prostatic  hypertrophy  and  urethral  stricture 
ADVERSE  REACTIONS:  The  most  freque 
observed  reactions  include  lightheadedr 
dizziness,  drowsiness,  sedation,  nausea,  vo| 
mg,  constipation,  pruritus,  skin  reactions, 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dos  I 

should  be  adjusted  according  to  the  severi  f 
the  pain  and  the  response  of  the  patient, 
algos  DC  is  given  orally.  The  usual  adult  i 
is  2 capsules  every  4 hours  as  needed  for  | 
DRUG  INTERACTIONS:  The  CNS  depres| 
effects  of  Synalgos-DC  may  be  additive 
that  of  other  CNS  depressants.  See  Warn  I 
Aspirin  may  enhance  the  effects  of  anticcl 
lants  and  inhibit  the  uricosuric  effects  ol[ 
cosuric  agents. 

Consult  direction  circular  before  prescribe  I 
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The  hepatitis  B virus  appears  to  he  a particle  orig- 
inally described  by  Dane,  Cameron,  and  Briggs1  in 
the  blood  of  a patient  with  serum  hepatitis.  The 
particle  has  a diameter  of  42nm.,  with  an  outer  shell, 
and  an  inner  core  with  a diameter  of  27rim.  The 
outer  shell  protein  is  called  HBsAg  (hepatitis  B 
surface  antigen)  and  is  synonomous  with  Australia 
(Au)  antigen  originally  discovered  by  Blumberg, 
Alter,  and  Visnich.2  The  inner-core  protein,  de- 
scribed by  Almeida,  Rubenstein,  and  Stott,1  is 
termed  HBcAg  (hepatitis  B core  antigen).  The  core 
of  the  virus  contains  the  viral  genome  which  is  com- 
prised of  double-stranded  DNA  (deoxyribonucleic 
acid)4,5  and  a DNA-dependent  DNA  polymerase 
described  by  Hirschman.  Vernace,  and  Schaffner6  in 
sera  of  patients  with  hepatitis  B infection.  A virus 
similar  to  the  human  hepatitis  B virus  has  been  found 
by  Summers,  Smolec,  and  Snyder7  in  the  woodchuck. 
I have  termed  the  members  of  this  class  of  virus 
three-D  viruses  because  they  are  characterized  by  the 
presence  of  a DNA-dependent  DNA  polymerase  in 
the  virion.8  I will  now  consider  separately  the  bio- 
chemical properties  of  each  component  of  the  hepa- 
titis B virus. 

Biochemical  properties 

Hepatitis  B surface  antigen.  Hepatitis  B sur- 
face antigen,  the  coat  protein  of  the  hepatitis  B vir- 
ion, is  found  in  excess  in  the  sera  of  patients  with 
hepatitis  B virus  infection.9  HBsAg  is  particulate 
and  three  morphologic  forms  can  be  found  by  elec- 
tron microscopic  examination.  Predominant  is  a 
round  particle,  19  to  22nm.  in  diameter;  tube  forms 
with  a diameter  of  20nm.,  lengths  of  50  to  230nm., 
and  cross-striations  with  a periodicity  of  3nm.,  are 
also  seen  in  the  sera  of  most  patients.  HBsAg  was 
first  detected  by  means  of  an  immunodiffusion  test. 

Presented  at  the  173rd  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Allergy 
and  Immunology,  September  16, 1979. 


The  hepatitis  B virus  is  a unique  human  virus  in  that 
a DNA-dependent  DNA  polymerase  is  contained  in 
the  core  of  the  virus.  Patients  infected  by  hepatitis 
B virus  usually  recover.  However,  chronic  viral  in- 
fection or  chronic  hepatitis,  often  leading  to  cirrhosis, 
may  result  from  infection.  In  some  geographic  areas, 
infection  by  hepatitis  B virus  is  associated  with  pri- 
mary hepatocellular  carcinoma.  The  core  of  the 
hepatitis  B virus  also  contains  a circular  DNA  3,200 
base  pairs  long  that  is  single-stranded  for  15  to  45 
percent  of  its  length.  Cloning  of  the  genome  of  the 
hepatitis  B virus  has  allowed  detailed  study  of  the 
properties  of  the  viral  DNA  and  may  facilitate  pro- 
duction of  protective  vaccines. 


Counterimmunoelectrophoresis,  the  next  assay  in- 
troduced especially  for  application  to  mass  blood 
donor  screening  in  diagnostic  virus  laboratories,  is 
simple  to  perform  and  requires  only  two  hours  for 
completion.  However,  more  sensitive  techniques 
were  necessary.  Although  HBsAg  can  be  detected 
by  complement  fixation,  latex  agglutination,  hem- 
agglutination inhibition,  and  immune  adherence 
agglutination,  the  most  sensitive  assay  is  the  radio- 
immunoassay. Enzyme-linked  immunosorbent 
assay  (ELISA)  techniques  also  have  recently  been 
developed  for  detection  of  HBsAg. 

It  is  now  clear  that  in  addition  to  a group  antigen 
“a,”  shared  by  all  examples  of  HBsAg,  there  are  two 
pairs  of  antigenic  determinants  which  usually  behave 
in  a quasi-allelic  fashion:  d/y  and  w/r.  Hence,  there 
are  four  major  primary  subtypes  of  HBsAg:  adw, 
ayw,  adr,  and  ayr.  In  addition,  there  are  now  two 
subtypes  of  adw  and  four  of  ayw.  Pleotypic  antigens 
such  as  adyw,  adyr,  adwr,  and  aywr  have  also  been 
described.  The  antigenic  subdeterminants  of 
HBsAg  are  coded  by  HBV  (hepatitis  B virus)  and 
breed  true  when  passaged  in  human  beings  and 
chimpanzees.  There  are  also  several  minor  antigenic 
determinants  of  HBsAg.  The  antigenic  subtypes  of 
HBsAg  show  varying  geographic  distributions. 

Purified  HBsAg  has  been  found  to  contain  protein, 
carbohydrate,  and  lipid.  The  protein  content  is 
between  40  to  70  percent;  the  carbohydrate  content 
is  3.6  to  6.5  percent.  The  major  lipid  components  are 
phosophatidyl  choline,  sphingomyelin,  and  choles- 
terol. Optical  rotatory  dispersion  and  circular  di- 
chroism  studies  have  shown  that  purified  HBsAg  is 
made  up  of  protein  that  is  70  to  80  percent  in  the 
alpha-helix  form.  Treatment  with  8M.  urea,  1 per- 
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cent  sodium  dodecyl  sulfate  (SDS),  reduction  of 
sulfhydryl  groups,  or  carbamidomethylation  does  not 
affect  the  helical  content  of  HBsAg. 

Examination  of  the  amino  acid  composition  of 
HBsAg  shows  a high  tryptophane  content  of  13.9  to 
25  percent.  Choline,  leucine,  and  other  hydrophobic 
amino  acids  which  would  tend  to  facilitate  the  reac- 
tion with  lipids,  also  represent  a large  proportion  of 
the  amino  acids  comprising  HBsAg.  Two  major 
polypeptides,  antigenically  indistinguishable,  with 
molecular  weights  of  22,000  to  26,000  and  25,000  to 
32,000  are  found  in  HBsAg;  other  minor  polypeptides 
varying  from  5 to  7 separate  detectable  polypeptides 
have  been  reported.  Most  workers  have  found  some 
immunologic  cross-reaction  between  HBsAg  isolated 
from  serum  and  components  of  normal  human 
serum.  Whether  these  cross-reacting  proteins  are 
actually  part  of  the  surface  antigen,  or  are  attached 
to  surface  antigen,  is  still  under  investigation. 
HBsAg  can  be  detected  in  infected  human  or  chim- 
panzee hepatocytes  in  the  cytoplasm. 

Hepatitis  B core  antigen.  Hepatitis  B core  an- 
tigen appears  to  be  a much  less  complex  structure 
than  HBsAg.9  Three  polypeptides  of  molecular 
weight  80,000  to  88,000,  70,000  to  79,000,  and  19,000 
to  59,000  have  been  detected;  the  major  polypeptide 
probably  has  a molecular  weight  of  17,000  to  19,000. 
The  core  particle  has  an  hexagonal  shape  with 
icosahedral  symmetry.  Core  particles  are  detected 
in  nuclei  of  infected  human  beings  and  chimpanzee 
liver  cells. 

The  core  particle  contains  both  linear  and  circular 
double-stranded  DNA.  The  linear  DNA  is  of  het- 
erogeneous molecular  weight,  and  its  nature  is  at 
present  not  known;  the  linear  DNA  does  not  appear 
to  take  part  in  the  endogenous  DNA  polymerase  re- 
action. The  circular  DNA  molecule  has  a modal 
molecular  weight  of  approximately  1.8  by  106  daltons. 
The  circular  DNA  molecule  is  partially  single- 
stranded,  one  strand  missing  up  to  58  percent  of  its 
DNA.  This  structure  of  the  DNA  is  quite  curious 
and  is  unique  for  a human  DNA  virus.  DNA-de- 
pendent  DNA  polymerase  also  is  present  in  the  core 
of  the  hepatitis  B virus.  There  appear  to  be  two 
populations  of  Dane  particles  in  the  sera  of  infected 
patients.  One  type  of  Dane  particle  has  a heavier 
density  and  contains  DNA  polymerase  activity;  the 
other  population  of  Dane  particle  is  of  light  density 
and  has  little  DNA-dependent  DNA  polymerase 
activity.  The  DNA  polymerase  is  particle  associated 
and  is  unusually  active  in  very  high  salt  concentra- 
tions. Magnesium  ion  and  sulfydryl  groups  are  re- 
quired for  enzyme  activity.  In  the  endogenous  re- 
action, the  DNA  polymerase  appears  to  function  as 
a repair  enzyme  filling  in  the  single-stranded  regions 
of  the  circular  DNA  molecule  found  in  the  virus 
core. 

Dilemmas  of  structure  of  hepatitis  B virus. 

The  structure  of  the  hepatitis  B virus  is  peculiar. 
Why  should  a virus  contain  a partially  single- 
stranded  circular  DNA  with  a DNA  polymerase  that 


appears  to  function  as  a repair  enzyme?  Moreover, 
could  a small  DNA  molecule,  with  a molecular  weight 
of  only  about  1.8  by  106  code  for  all  the  known  viral 
proteins?  There  have  been  many  postulates  to  ac- 
count for  the  properties  of  the  virus  including:  (1) 
the  viral  proteins  are  polymers  of  several  basic  sub- 
units coded  by  the  viral  DNA;  (2)  virus  uses  over- 
lapping codons;  and  (3)  at  least  two  DNA  molecules 
are  required  to  produce  the  proteins  of  the  virus. 
However,  recent  studies  with  viral  proteins  and  viral 
DNA  show  that  the  number  and  size  of  viral  proteins 
may  be  much  less  than  originally  described.  The 
integrator  enzyme  hypothesis  was  conceived  to  pro- 
vide a scheme  of  virus  replication  that  could  account 
for  all  the  unusual  properties  of  the  virus.10  The 
basic  tenet  of  this  hypothesis  is  that  the  DNA  poly- 
merase stabilizes  the  circular  DNA  by  filling  in  the 
single-stranded  gaps,  thus  allowing  the  circular  DNA 
to  attach  to  the  host  cell  genome,  and  under  various 
circumstances  actually  integrate  into  the  host-cell 
DNA.  Viral  DNA  then  would  be  replicated  with 
host-cell  DNA  using  the  host-cell  DNA  replicating 
enzymes.  The  integrator  enzyme  hypothesis  would 
explain  (1)  the  long  incubation  period  of  the  infec- 
tion, (2)  chronic  carriage  of  HBsAg;  chronic  replica- 
tion of  virus  and  chronic  hepatitis,  (3)  the  variable 
expression  of  hepatitis  B virus  markers  in  different 
patients,  and  (4)  the  association  of  hepatitis  B virus 
infection  with  hepatocellular  carcinoma. 

Hepatitis  B e antigen.  Other  antigens  have  been 
found  during  HBV  infection  of  both  human  beings 
and  chimpanzees.  The  nature  of  these  antigens  is, 
at  present,  not  well  defined.  The  best  studies  of 
these  antigens  is  a soluble  antigen  found  transiently 
in  patients  with  acute  hepatitis  B infection,  and  in 
some  patients  with  chronic  hepatitis  B infection, 
termed  “e”  antigen  HBeAg  (hepatitis  B e antigen). 
This  antigen  is  a protein,  probably  a polypeptide  of 
the  virus  core,1112  and  persistence  of  the  antigen  is 
associated  with  development  of  chronic  persistent 
or  chronic  active  hepatitis  B.9  Other  even  less-well 
studied  antigens  include  the  delta  antigen  and  the 
aggregated  albumin  receptor  found  on  the  Dane 
particle. 

Viral  markers  in  infection 

Study  of  hepatitis  B infection  in  human  beings  and 
in  chimpanzees  has  shown  that  HBsAg  is  usually  the 
first  viral  marker  to  be  detected  following  infection, 
with  an  incubation  period  of  anywhere  from  four 
weeks  to  six  months.9  HBsAg  is  present  in  sera  sev- 
eral weeks  before  the  onset  of  clinical  hepatitis  and 
usually  persists  until  convalescence.  Anti-HBs 
(antibody  to  hepatitis  B surface  antigen)  appears 
some  weeks  after  recovery  following  the  disappear- 
ance of  HBsAg.  HBeAg  is  detected  soon  after 
HBsAg  begins  to  rise  and  is  present  transiently  for 
two  to  three  weeks;  DNA  polymerase  activity  and 
HBeAg  are  also  found  at  this  time.  In  some  patients 
HBeAg  can  be  detected  before  HBsAg.  Anti-HBc 
(antibody  to  hepatitis  B core  antigen)  develops  as 
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HBeAg  levels  begin  to  fall.  Anti-HBe  (antibody  to 
hepatitis  B e antigen)  develops  as  the  titer  of  HBeAg 
falls.  Recently  it  has  been  shown  that  persistence 
of  anti-HBcAg,  even  in  the  absence  of  HBsAg  or 
anti-HBs,  points  to  continued  viral  replication  in 
liver.  Sera  containing  only  anti-HBc  have  been 
shown  to  he  infectious. 

Problems  in  the  study  of  the  molecular  biology 
of  the  hepatitis  B virus 

Heretofore,  the  major  problem  in  the  laboratory 
study  of  hepatitis  B virus  has  been  the  lack  of  a reli- 
able in  vitro  tissue  culture  system  for  the  replication 
of  the  virus.  An  important  step  to  solving  this 
problem  recently  was  taken  in  my  laboratory  by 
replicating  the  virus  in  human  liver  cells  in  culture. 
Several  new  technologies  also  have  been  very  helpful 
in  the  study  of  the  virus.  Restriction  endonuclease 
enzymes  have  allowed  analysis  in  vitro  of  the  circular 
DNA  molecule  found  in  the  core  of  the  virus,  and 
their  use  has  led  to  the  current  picture  of  this  mole- 
cule. These  enzymes  produce  a fingerprint  of  the 
DNA  of  the  virus.  Moreover,  the  use  of  these  en- 
zymes has  allowed  the  cloning  of  the  DNA  of  the 
virus  via  several  plasmid  vectors  in  Escherichia  coli 
hosts,  (genetic  engineering),  in  several  laboratories 
including  our  own.  Cloning  of  the  viral  DNA  iso- 
lated from  the  Dane  particles  purified  from  the  sera  of 
infected  patients  allows  the  production  of  viral  DNA 
in  vitro  for  DNA  sequencing  studies,  strain  vari- 
ability studies  by  examining  the  DNA  of  the  virus 
obtained  from  many  different  patients,  and  biologic 
experiments.  Production  of  the  viral  DNA  via 
cloning  procedures  also  should  make  possible  the 
synthesis  of  a pure  protein  vaccine  by  translation  of 
the  viral  DNA  in  vitro. 

Significance  of  study  of  hepatitis  B virus 

The  study  of  the  molecular  biology  of  the  hepatitis 
B virus  is  of  great  significance  for  many  areas  of 
medicine  including  virology,  immunology,  and  on- 
cology: (1)  the  virus  causes  hepatitis  all  over  the 

world.  Infection  is  endemic  in  many  areas  of  the 
world  where  the  virus  is  often  transmitted  from 
mother  to  child  during  birth.  There  are  millions  of 
chronic  carriers  of  the  virus;  (2)  viral  infection  may 
be  followed  by  chronic  liver  disease  and  a myriad  of 
immunologic  disorders,  including  glomerulonephritis 
and  periarteritis  nodosa;  (3)  viral  infection  in  early 
life  in  many  areas  of  the  world  is  related  to  subse- 
quent development  of  primary  hepatocellular  car- 
cinoma; (4)  the  hepatitis  B virus  is  a unique  virus.  It 


is  the  only  known  human  virus  that  has  a DNA- 
dependent  DNA  polymerase  with  a partially  single- 
stranded  DNA;  (5)  new  methods,  such  as  the  appli- 
cation of  recombinant  DNA  (genetic  engineering) 
techniques  have  been,  and  will  have  to  be,  developed 
to  study  the  nature  of  this  virus  and  will  be  useful  for 
the  study  of  other  enigmatic  diseases;  (6)  the  eluci- 
dation of  the  molecular  events  of  the  replication  of 
the  hepatitis  B virus  may  shed  light  on  many  aspects 
of  human  carcinogenesis;  (7)  investigation  of  the 
replication  of  the  hepatitis  B virus  will  be  important 
for  the  understanding  of  viral  tropism  and  probably 
of  cell  differentiation;  and  (8)  the  development  of 
pure  protein  vaccines  in  vitro,  representing  antigens 
whose  antibodies  are  protective,  for  the  prevention 
of  viral  infection  has  been  spawned  by  attempts  to 
produce  vaccines  comprised  of  purified  coat  protein 
HBsAg,  or  of  purified  subunits  of  HBsAg,  for  the 
prevention  of  hepatitis  B infection.  This  area 
promises  exciting  developments  for  the  future  of 
vaccine  production. 

Division  of  Infectious  Diseases 
. The  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York 
One  Gustave  L.  Levy  Place 
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MC  (meningeal  carcinomatosis)  may  be  defined 
as  leptomeningeal  seeding  by  carcinoma  cells  in  ei- 
ther diffuse  sheets  or  multiple  foci,  often  existing 
without  concomitant  parenchymal  deposits  in  the 
brain  or  spinal  cord.  This  disease  was  apparently 
first  reported  in  1870,  and  the  term  meningeal  car- 
cinomatosis was  introduced  by  Siefert  in  1901. 1 

The  exact  incidence  of  MC  cannot  be  determined, 
although,  with  prolonged  survival  in  some  patients 
with  solid  tumors,  an  increasing  number  of  cases  are 
being  described.  Furthermore,  MC  may  be  the  only 
demonstrable  manifestation  of  metastatic  tumor 
outside  the  regional  lymph  nodes.2  Breast  and  lung 
cancer  are  the  tumors  most  often  associated  with 
MC.3  In  one  series,4  the  incidence  of  MC  in  breast 
cancer  was  5 percent,  and  Bunn,  Nugent,  and  Mat- 
thews5 report  an  incidence  of  28  percent  in  autopsied 
patients  with  small-cell  bronchogenic  carcinoma. 
Despite  prophylactic  cranial  irradiation  in  patients 
with  small-cell  bronchogenic  carcinoma,  there  is  a 
high  rate  of  spinal  and  MC  relapse,  approaching  10 
percent.5 

Mechanisms  of  spread 

Extension  of  carcinoma  to  the  leptomeninges  may 
occur  by  any  one  of  several  mechanisms: 

1.  The  tumor  may  extend  directly  to  the  leptomen- 
inges from  preexisting  metastases  in  the  brain  or  spi- 
nal cord  itself.  This  would  appear  from  a review  of  the 
autopsied  cases  to  be  an  infrequent  occurrence.  Ma- 
lignant cells  are  encountered  in  the  CSF  (cerebrospinal 
fluid)  only  when  there  is  gross  or  microscopic  tumor 
disseminated  in  the  meninges  and  not  when  the  tumor 
is  exclusively  parenchymal.  The  majority  of  paren- 
chymal metastases  that  do  invade  the  overlying  pia 
mater  or  ependymal  surface  do  not  give  rise  to  dissemi- 
nated tumor  in  the  leptomeninges.6 

2.  The  tumor  may  spread  hematogenously  through 
arachnoidal  blood  vessels  with  subsequent  invasion  of 
the  arachnoid.  The  characteristic  leptomeningeal 
invasion  described  is  that  of  a widespread  filling  of 
subarachnoid  spaces  with  carcinoma  cells,  a carcino- 
matous invasion  of  the  pia  mater  and  arachnoid  over 
the  brain,  the  spinal  cord,  or  both,  particularly  about 
the  vessels,  and  a varying  degree  of  infiltration  into  su- 
perficial brain  tissue  along  perivascular  spaces.1 

3.  The  tumor  may  spread  hematogenously  to  the 


choroid  plexus  with  subsequent  invasion  of  the  ven- 
tricular system.  Olson,  Chernik,  and  Posner6  were  im- 
pressed by  the  frequency  of  tumor  cells  in  the  choroid 
plexus,  and  Gonzalez-Vitale  and  Garcia-Bunuel2  have 
commented  on  the  mechanism  of  tumor  spread  to  this 
area. 

4.  The  tumor  may  spread  from  the  paravertebral 
gutter  along  nerve  roots  to  the  spinal  subarachnoid 
space  with  subsequent  leptomeningeal  involvement  of 
the  spinal  cord  and  brain.2-6’7 

Pathology 

Grossly,  at  autopsy  the  most  common  change  is  a 
diffuse  thickening  of  the  leptomeninges,  and,  less 
commonly,  discrete  nodules  or  focal  granularity  are 
observed.  The  carcinoma  ensheaths  the  meningeal 
arteries  and  veins  within  the  subarachnoid  space  and 
continues  along  the  perivascular  spaces.  Invasion 
of  subpial  parenchyma  occurs  frequently,  although 
generally  only  to  a few  millimeters.  Meningeal  re- 
activity and  fibrosis  are  common.  Hydrocephalus 
is  often  present  owing  to  obstruction  of  cerebrospinal 
fluid  pathways.6  The  heaviest  sites  of  infiltration 
usually  are  within  the  basal  cisterna  at  the  base  of  the 
brain,  in  the  sylvian  and  hippocampal  fissures,  and 
in  the  cauda  equina.  In  the  series  of  Olson,  Chernik, 
and  Posner,6  nearly  half  the  autopsied  patients  had 
parenchymal  CNS  (central  nervous  system)  metas- 
tases as  well  as  MC. 

Clinical  presentation 

The  diffuse  leptomeningeal  involvement  may 
produce  a wide  variety  of  signs  and  symptoms  by 
several  mechanisms: 

1.  Increased  intracranial  pressure  and  hydroceph- 
alus may  occur  by  obstruction  of  CNS  pathways  by 
carcinoma. 

2.  Focal  signs  of  brain  or  spinal-cord  dysfunction 
may  result  from  direct  parenchymal  invasion,  the 
tumor  growing  from  the  leptomeninges  along  Virchow- 
Robin  spaces  into  the  brain  and  along  the  posterior 
roots  into  the  spinal  cord. 

3.  Direct  invasion  of  cranial  and  spinal  nerves 
within  the  subarachnoid  space  frequently  occurs. 

4.  The  tumor  may  interfere  with  the  vascular  sup- 
ply of  the  brain  or  spinal  cord  by  invading  perivascular 
spaces. 

5.  The  tumor  may  interfere  with  the  normal  me- 
tabolism of  the  brain  or  spinal  cord,  perhaps  by  com- 
peting with  neurons  for  essential  substrates. 

Signs  and  symptoms  usually  indicate  widespread 
neurologic  involvement  with  diffuse  cerebral  changes 
and  concomitant  spinal  and  cranial-nerve  involve- 
ment.8 An  important  clue  of  the  diagnosis  of  MC  is 
that  the  neurologic  symptoms  are  usually  more 
widespread  than  can  be  explained  on  the  basis  of  a 
single  lesion. 

Headache  is  a common  complaint  and  is  often  the 
initial  symptom;  it  is  variable  in  location  and  may  be 
intractable.  Confusion,  dementia,  nausea  and 
vomiting,  lethargy,  change  in  affect,  disturbance  of 
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With  prolonged  survival  in  many  patients  with  solid 
tumors,  the  incidence  of  MC  ( meningeal  carcino- 
matosis) has  increased  in  recent  years.  An  appre- 
ciation of  the  signs  and  symptoms  of  MC  and  its  early 
diagnosis  facilitate  prompt  treatment  with  whole- 
brain  x-irradiation  and  intrathecal  methotrexate, 
although  overall  survival  is  short.  Prophylactic  CNS 
( central  nervous  system)  treatment  in  selected  pa- 
tients may  serve  to  decrease  the  incidence  of  this 
disease,  and  the  development  of  new  agents  for  the 
treatment  of  MC  is  awaited. 


consciousness,  and  seizures  have  also  been  described. 
Cranial-nerve  palsies  frequently  occur,  visual  dis- 
turbances and  ocular  palsies  are  common,8’9  as  well 
as  paralysis  of  the  sixth  and  seventh  cranial  nerves. 
Meningeal  irritation  may  occur,  although  not  usually 
of  the  severity  seen  with  bacterial  meningitis. 
Polyradiculopathy  due  to  spinal-nerve  root  in- 
volvement may  cause  paresthesia,  pain,  sensory  loss, 
absent  deep-tendon  reflexes,  extremity  weakness, 
and  bladder  and  bowel  dysfunction.  Fluctuation  in 
degree  of  meningeal  and  cerebral  signs  has  been  ob- 
served during  the  course  of  the  disease. 

Diagnostic  studies 

In  the  presence  of  papilledema  or  where  a cerebral 
mass  lesion  is  suspect,  a CAT  (computerized  axial 
tomography)  scan  of  the  brain  should  first  be  per- 
formed and  the  patient  placed  on  dexamethasone. 
A lumbar  puncture  with  analysis  of  the  CSF  com- 
monly reveals  one  or  more  of  the  following:  an  ele- 
vated opening  pressure,  elevated  protein,  low  glucose, 
low  chloride,  and  an  increase  in  cells.  The  low  glu- 
cose in  the  CSF  is  probably  due  to  an  interference 
with  glucose  transport  from  the  blood  to  the  CSF.10 
Repeated  lumbar  punctures  with  cytocentrifugation 
of  CSF  may  be  required  to  demonstrate  malignant 
cells.  If,  despite  several  lumbar  punctures,  malig- 
nant cells  cannot  be  demonstrated  and  there  is  still 
clinical  suspicion  of  MC,  then  a cisternal  puncture 
should  be  considered. 

CAT  scan  of  the  brain  in  MC  may  reveal  hydro- 
cephalus or  contrast  enhancement  in  the  basal  cis- 
terns. The  electroencephalogram  (EEG)  may  reveal 
diffuse  slowing  and  the  brain  scan  may  show  scalp- 
meningeal  abnormalities,  but  these  findings  are 
nonspecific.  A myelogram  may  reveal  small  tumor 
nodules  on  multiple  spinal  roots.11 

Treatment 

The  treatment  of  MC  with  whole-brain  x-irra- 
diation and  intrathecal  administration  of  metho- 
trexate has  allowed  a median  survival  of  only  about 
four  to  five  months,  with  about  10  to  15  percent  of 
patients  surviving  one  year  after  diagnosis.12  Sys- 
temic chemotherapy  with  agents  crossing  the 
blood-brain  barrier  is  ineffective  in  controlling  the 
disease.  MC  secondary  to  breast  cancer  appears  to 
respond  better  than  do  the  other  solid  tumors.  The 
use  of  a reservoir  (Ommaya)  may  be  indicated  for  the 
patient  with  hydrocephalus  who  does  not  respond  to 
conventional  therapy.  Shapiro  et  al.13  have  tried 
intraventricular  administration  of  methotrexate  or 
cytosine  arabinoside  through  a shunt  (Ommaya),  but 
their  results  are  not  significantly  better  than  for  pa- 
tients treated  with  intrathecal  chemotherapy. 


Summary 

Meningeal  carcinomatosis  is  a devastating  neu- 
rologic complication  of  malignant  growths.  Early 
diagnosis  and  treatment  with  whole-brain  x-irra- 
diation and  intrathecal  methotrexate  serve  to  mod- 
estly prolong  survival.  Prophylactic  CNS  treatment 
in  selected  patients  may  serve  to  decrease  the  inci- 
dence of  this  disease,  and  the  development  of  new 
agents  for  the  treatment  of  MC  is  awaited. 

Division  of  Oncology 
Coney  Island  Hospital 
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Brooklyn,  New  York  1 1235 
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Despite  significant  improvements  in  the  results 
of  treatment  of  carcinoma  of  the  cervix  by  radiation 
therapy,  treatment  failures  do  occur.  The  treatment 
records  of  all  patients  with  cancer  of  the  cervix 
treated  with  radiation  therapy  were  subjected  to 
careful  study  to  evaluate  the  causes  of  radiation 
failures. 

Material  and  methods 

The  radiation  treatment  records  of  82  patients 
with  cancer  of  the  cervix  were  reviewed.  There  were 
62  patients  with  squamous  cell  carcinoma  and  20 
with  adenocarcinoma  of  the  uterine  cervix.  The 
Federation  International  Gynecology-Obstetrics 
(FIGO)  system  of  staging  was  used.  There  were  32 
patients  in  stage  IIA,  24  in  stage  IIB,  18  in  stage  IIIA, 
4 in  stage  IIIB,  and  4 in  stage  IV.  The  cervix  only 
was  involved  in  55  cases;  both  the  cervix  and  the  en- 
dometrium were  involved  in  27  cases.  When  both 
were  involved,  20  were  in  stage  IIA,  5 in  stage  IIB,  1 
in  stage  IIIA,  and  1 in  stage  IIIB.  Stage  I carcinoma 
of  the  cervix  was  treated  by  surgery  in  this  hos- 
pital. 

A course  of  curative  radiation  was  usually  given  in 
the  following  sequence: 

1.  External  beam  total  pelvic  irradiation  using  the 
cobalt  60  machine  was  given  first  on  a daily  basis,  for 
five  fractions  weekly;  1 ,000  rads  were  delivered  weekly. 
The  dose  administered  prior  to  radium  insertion  was 
not  constant,  but  varied. 

2.  This  was  followed  by  two  radium  insertions  with 
one  to  two  weeks  between  insertions.  The  tandem  was 
loaded  with  a variable  number  of  sources,  usually  from 


Records  of  82  cases  of  carcinoma  of  the  uterine  cervix , 
treated  with  radiation  therapy,  were  reviewed  to 
evaluate  the  causes  of  radiation  treatment  failures. 
Radical  radiotherapy  of  cancer  of  the  cervix  is  usually 
given  in  one  course  of  successive  phases  of  treatment, 
namely  external  beam  irradiation  followed  by  radium 
insertion,  then  parametrial  boost.  These  different 
phases  were  considered  as  separate  parameters  and 
were  studied  to  see  the  impact  of  their  variation  on 
the  results  of  treatments.  A schedule  of  dosage 
system  is  suggested  to  demonstrate  the  tailoring  of 
these  parameters  to  achieve  optimal  results.  For 
each  stage  of  disease,  there  could  be  a range  of  vari- 
able levels  of  radiation  doses  and  milligram  hours  of 
implant  radiation.  A minimum  level  of  dose  for  each 
parameter  must  be  achieved  in  each  stage  for  effec- 
tive control  of  the  disease.  Maximum  level  is  also 
suggested,  beyond  which  no  improvement  in  cure  rate 
is  probably  achieved,  with  the  risk  of  increased  mor- 
bidity. In  addition,  treating  beyond  the  maximum 
level  for  any  one  of  these  parameters  may  compro- 
mise the  level  of  the  others.  A balance  should  be 
reached  between  the  dose  of  radiation  given  to  certain 
points  within  the  pelvis  from  external  irradiation  and 
the  dose  delivered  by  radium.  The  milligram  hours 
of  radium  from  the  two  insertions  and  the  total  cal- 
culated doses  to  points  A and  B are  separate  pa- 
rameters which  together  help  to  provide  guides  for 
optimal  course  of  treatment.  Review  of  the  radiation 
dosage  and  clinical  course  suggests  that  the  dose  level 
of  the  external  pelvic  irradiation  administered  before 
radium  should  vary  according  to  the  stage  of  the 
disease. 


two  to  four  according  to  the  length  of  the  uterine  canal, 
with  the  lower  end  of  the  lower  source  just  above  the 
upper  level  of  the  sources  in  the  ovoids.  Different 
strengths  of  radium  sources,  varying  from  5 to  25  mg., 
were  distributed  according  to  the  location  of  the  bulk 
of  the  disease  and  to  its  proximity  to  the  radium. 

3.  Parametrial  boosting  with  external  beam  was 
given  with  conventional  fractionation  of  1,000  rads 
weekly  in  5 fractions,  to  boost  the  dose  levels  to  point  B 
on  both  sides  to  accepted  tolerance  level. 

We  studied  different  parameters  included  in  one 
course  of  treatment  to  find  the  impact  of  their  vari- 
ation on  the  outcome  of  treatment.  The  same  pa- 
rameters were  assessed  and  compared  between  cured 
patients  and  those  with  local  recurrence  or  with 
distant  metastasis. 

The  studied  parameters  were  as  follows: 

1.  The  TPR  (total  pelvic  external  beam  radiation) 
was  given  before  radium  insertion.  Variation  of  their 
dose  level  and  its  bearing  on  the  result  was  studied  in 
each  case. 

2.  Milligram  hours  of  radium  were  calculated  for 
both  insertions.  The  dosage  varied  according  to  the 
dist  ribution  of  the  bulk  of  the  disease  and  geometry  of 
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TABLE  I.  Local  recurrence  according  to  stage 


Stage 

Number 

of 

Patients 

Number 

of 

Recurrences 

Recurrence 
in  Kaeh 
Stage 
(Percent ) 

Total 

Recurrences 

(Percent) 

IIA 

32 

4* 

12.5 

20 

IIB 

24 

8 

33 

40 

IIIA 

18 

4 

24 

20 

II  IB 

4 

3 

75 

15 

IV 

4 

1 

25 

5 

* Three  patients  treated  by  combined  surgery  and  radiation. 


each  application  and  the  dose  level  of  external  beam  ir- 
radiation given. 

3.  Total  dose  to  point  A is  calculated  hv  adding 
total  rads  contributed  from  radium  and  external  beam 
irradiation. 

4.  Total  dose  to  point  B including  parametrial 
boost  was  studied. 

In  this  series,  20  patients  developed  local  recur 
rence,  211  percent  of  all  treated  patients.  The  dis- 
tribution by  stage  of  those  patients  who  developed 
local  recurrence  appears  in  Table  1.  Distant  me- 
tastasis was  noted  in  15  patients:  4 patients  in  stage 

II  A,  4 in  stage  I IB,  6 in  stage  1 1 1 A,  and  1 case  in  stage 

III  B. 

Result  of  analysis  of  different  parameters 
in  patients  with  local  recurrence 

In  all  cured  patients,  it  was  noted  that  certain  dose 
i levels  were  achieved.  There  was  a range  of  variation 


TABLE  II.  Dose  to  point  A from  external  irradiation  and 
from  radium  at  different  stages 

f Rad  Contribution N 

to  Point  A 


Stage 

From 

External 

Irradiation 

From 

Radium 

Milligram 

Hours 

IIA 

2,200  to  2,500 

6,000  to  6,300 

8,500 

IIB 

3,000  to  3,500 

5,000  to  5,500 

7,500 

III 

4,000  to  4,500 

l. in  in  to  1,500 

5,500  to  6,000 

IV 

5,000 

3,500 

4,500  to  5,500 

of  different  parameters  as  demonstrated  in  'Fable 

II. 

In  each  patient  with  local  recurrence,  there  was  a 
noticeable  failure  of  at  least  one  parameter  to  reach 
these  suggested  levels. 

First  parameter:  Pre-radium  TPR.  In  all 

cured  cases,  dose  to  TPR  reached  at  least  the  mini- 
mum of  suggested  dose  levels  before  radium  was  in- 
serted (Table  II). 

When  the  TPR  did  not  reach  2,200  rads  in  stage 
1 1 A,  3,000  rads  in  stage  I IB,  4,000  rads  in  stage  III, 
and  5,000  rads  in  stage  IV,  most  patients  developed 
local  recurrence  (Fig.  1 ).  The  recurrence  developed 
despite  the  fact  that  doses  to  points  A and  B and  level 
of  milligram  hours  in  these  patients  all  reached  ad- 
equate levels  (Fig.  2). 

There  was  only  one  recurrence  in  stage  1 1 A which 
was  related  to  underdosage  of  TPR  reaching  below 
2,200  rads,  while  the  dose  to  points  A and  B and  the 
levels  of  milligram  hours  were  adequate,  as  in  sug- 
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FIGURE  T.  Results  of  radiation  treatment  of  carcinoma  of  cervix  varying  with  external  pelvic  radiation  dose  level  and  milligram 
hours  of  radium.  (A)  Stage  IIB.  (B)  Stage  IIIA  and  B. 
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Results  of  treatment  of  carcinoma  of  cervix  varying  with  dose  to  point  A and  milligram  hour  level  of 
(B)  Stage  IIIA  and  B. 
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gested  schedule.  Five  of  the  eight  patients  in  stage 
I IB  developed  local  recurrence,  which  accounted  for 
about  65  percent  of  all  recurrences  in  this  stage.  All 
of  these  five  patients  had  dose  levels  of  TPR  below 
3,000  rads,  as  shown  in  Figure  1A,  while  the  doses  to 
points  A and  B and  level  of  milligram  hours  reached 
adequate  levels,  as  shown  in  Figure  2A.  On  the 
contrary,  recurrences  in  stages  III  and  IV  were  mostly 
unrelated  to  underdosage  of  TPR  (Fig.  IB).  In  these 
stages,  more  emphasis  is  usually  put  on  the  TPR  to 
try  to  restore  the  normal  anatomy  before  the  radium 
is  inserted.  In  addition,  total  pelvic  irradiation  in 
adequate  amounts  is  usually  given  to  try  to  relieve 
the  signs  and  symptoms  usually  present  in  the  ad- 
vanced stage  of  the  disease,  such  as  bleeding,  infec- 
tion, and  ulceration. 

Second  parameter:  milligram  hours  of  radi- 
um insertions.  Variation  in  milligram  hours  of  ra- 
dium insertions  was  studied  in  those  patients  with 
local  recurrence. 

When  the  dosage  did  not  reach  8,500  mg.  hours  in 
stage  1 1 A,  7,500  mg.  hours  in  stage  IIB,  5,500  mg. 
hours  in  stage  III,  and  4,500  mg.  hours  in  stage  IV, 
many  of  these  patients  developed  local  recurrence. 
Local  recurrence  developed  despite  the  adequacy  of 
doses  to  points  A and  B and  the  level  of  TPR  (Fig. 
2). 

No  patient  in  stage  1 1 A showed  local  failure  related 
to  low  milligram  hour  levels.  In  stage  IIB,  there  were 
three  patients  with  local  recurrence  when  the  level 
of  milligram  hours  was  low  ( Fig.  2A).  'Two  of  these 
three  patients  had  doses  to  points  A and  B within 
adequate  levels.  In  two  patients,  we  assume  the 
failure  was  due  purely  to  low  dosage  of  milligram 
hours,  but  in  the  other  patient,  failure  was  probably 
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caused  by  a combination  of  factors,  low  dose  of  mil- 
ligram hours  and  low  dose  to  point  A and  point  B. 

There  were  five  patients  with  recurrence  in  stages 
IIIA  and  IIIB  with  low  milligram  hours  who  also  had 
low  levels  of  doses  to  point  A (Fig.  2B). 

In  patients  with  stage  III  and  IV  disease,  total 
pelvic  radiation  is  usually  delivered  in  doses  reaching 
the  4,500  rad  level.  In  order  not  to  exceed  the  level 
of  tolerance  of  doses  calculated  at  point  A and  point 
B.  delivered  from  both  external  irradiation  and  ra- 
dium, the  duration  of  time  of  the  insertion  of  radium 
is  limited,  resulting  in  low  milligram  hours  delivered. 
In  addition,  in  these  stages,  the  position  of  the  radi- 
um applicator  is  often  unsatisfactory,  either  from  the 
anatomic  distortion  from  disease  or  fibrosis,  or  pos- 
sibly from  a short  uterine  canal  or  narrow  vault.  The 
result  of  the  previously  mentioned  obstacles  is  an 
unsatisfactory  dose  distribution  within  the  pelvis  to 
points  A and  B from  radium  insertion,  in  addition  to 
a lowered  level  of  milligram  hours. 

Third  parameter:  dose  to  point  A.  Dose  cal- 
culated to  this  point  is  contributed  from  both  ex- 
ternal irradiation  and  radium  insertions.  Under- 
dosage to  point  A is  mostly  associated  with  unsatis- 
factory radium  insertions.  In  stage  IIA,  as  disease 
is  more  central  and  anatomy  is  less  distorted  than  in 
advanced  stages,  dose  of  radiation  contributed  by 
radium  sources  is  usually  sat  isfactory,  as  is  the  level 
of  milligram  hours.  At  this  stage,  dose  of  external 
beam  irradiation  delivered  before  radium  is  inserted 
usually  exceeds  (he  minimal  dose  suggested  for  this 
stage.  Recurrence  in  this  stage  occurred  if  no  ex- 
ternal beam  irradiation  preceded  the  radium  inser- 
tions. 

In  stage  IIB,  there  were  three  patients  with 


local  recurrences  in  whom  the  dosage  to  point  A was 
below  the  suggested  levels.  In  all  three  patients 
there  was  an  associated  low  level  of  milligram  hours. 
In  stage  III,  there  were  five  recurrences  where  both 
the  dose  to  point  A and  milligram  hours  failed  to 
reach  suggested  levels. 

As  far  as  the  dose  to  point  B analysis  is  concerned, 
there  were  three  patients  in  stage  1 1 A,  one  in  stage 
IIB,  and  one  in  stage  III  in  whom  the  dose  to  point  B 
was  compromised. 

Comment 

In  this  study,  the  concern  was  to  define  the  ac- 
ceptable range  of  variation  of  different  parameters 
involved  in  a course  of  curative  radiotherapy  for 
carcinoma  of  the  cervix.  It  is  clear  from  previous 
knowledge  that  the  objective  in  treating  cancer  of  the 
cervix  is  to  deliver  adequate  dosage  within  the  limits 
of  tolerance  to  points  A and  B.  No  definite  delin- 
eation was  clear  between  the  amount  of  radiation 
delivered  by  external  beam  to  points  A and  B and 
that  delivered  by  radium.  From  this  study,  it  is  clear 
that  a balance  between  different  parameters  included 
in  a course  of  radiation  therapy  of  cancer  of  the  cervix 
is  necessary  for  optimal  treatment  (Table  II). 

First  parameter:  TPR.  The  necessity  that 

external  beam  irradiation  be  given  before  radium  is 
clearly  demonstrated  in  other  studies. 

Paterson  and  Russel,1  in  their  clinical  trials,  found 
that  survival  of  those  patients  who  had  external  beam 
given  before  radium  insertions  was  obviously  better. 
The  survival  differential  became  more  pronounced 
in  stages  II  and  III  of  that  clinical  trial.  Their  ex- 
planation was  that  the  course  of  x-ray  therapy  given 
before  radium  provides  an  opportunity  for  good 
nursing  and  improving  the  anemia,  eliminating  the 
infection  by  better  nutrition  and  medication.  Ob- 
viously, this  is  not  the  whole  answer,  since  both 
anemia  and  infection  can  be  treated  equally  around 
the  time  of  radium  insertion. 

The  variation  of  dosage  of  external  beam  radiation 
therapy,  given  before  radium,  is  based  on  under- 
standing the  nature  of  the  disease.  External  beam, 
with  its  homogeneous  characteristic,  is  more  effective 
on  peripherally  located,  well-oxygenated  cells.  The 
bulk  of  the  disease  shrinks  more  from  the  periphery, 
the  anatomy  improves  for  better  radium  insertion, 
and  the  disease  gets  within  the  reach  of  the  radiation 
administered  by  radium.  It  would  be  a disadvantage 
to  treat  bulky  peripheral  disease  first  with  radium, 
since  not  enough  radiation  from  radium  would  reach 
the  nodes  near  the  pelvic  wall.2 

The  TPR  should  be  given  in  variable  doses  ac- 
cording to  stage  of  the  disease  before  radium  is  in- 
serted, for  the  following  reasons:  (1)  to  restore  the 
anatomy  to  near  normal  to  have  a well-positioned 
radium  applicator;  and  (2)  external  pelvic  radiation 
in  adequate  doses  is  effective  in  a homogeneous 
manner  on  the  peripheral,  better  oxygenated  cells. 

Enough  total  pelvic  irradiation  should  precede 


radium  insertions,  in  varying  amounts  according  to 
each  stage,  to  prepare  for  optimal  use  of  radium. 
Where  it  is  not  delivered  before  radium  insertion,  or 
if  it  is  not  given  in  sufficient  dosage  for  the  stage  of 
the  disease,  the  chance  of  local  recurrence  or  residual 
disease  is  greater. 

Dose  from  external  pelvic  irradiation  should  not 
much  deviate  from  suggested  limits,  since  overdosage 
may  not  increase  the  cure  rate.  On  the  contrary,  it 
may  limit  the  amount  of  radiation  which  may  safely 
be  delivered  by  radium  to  the  central  disease,  or  may 
increase  morbidity2  if  both  external  radiation  and 
radium  are  applied  excessively  in  an  unbalanced  way. 
Conversely,  underdosage  by  external  beam  may  lead 
to  untimely,  premature  use  of  radium  to  give  its  op- 
timal effect,  and  the  dose  from  radium  to  the  pe- 
ripheral tumor,  that  is,  the  dose  to  point  B,  would  not 
reach  a satisfactory  level. 

Fletcher 1 has  suggested  that  4,000  rads  over  four 
to  five  weeks  should  be  delivered  routinely  before 
radium  insertions  regardless  of  stage.  In  his  series, 
there  is  a certain  amount  of  severe  morbidity  occur- 
ring with  this  level  of  radiation  when  combined  with 
radium  insertion.  In  early  stages,  where  there  is 
more  central  disease  than  peripheral,  if  we  give  the 
same  amount  of  TPR,  reaching  4,000  rads  dose  levels, 
we  limit  the  milligram  hours  of  radium  used  and, 
accordingly,  radiation  delivered  to  points  A and  B. 

From  our  study,  it  was  clear  that  the  dose  of  ex- 
ternal beam  irradiation  given  before  radium  should 
vary  according  to  the  stage  of  the  disease. 

Second  parameter:  milligram  hours.  Doses 
calculated  at  point  A reflect  the  amount  of  radiation 
given  only  to  point  A.  It  does  not  reflect  the  dose 
gradient  in  tissues  nearer  to  the  radium  sources  than 
point  A.  Calculation  of  milligram  hours  is  a signif- 
icant parameter  in  that  regard  since  it  gives  an  idea 
of  the  dose  rate  of  radiation  emitted  by  radium.  The 
system  as  suggested  by  Ortonn  to  assess  the  biologic 
effect  of  radium  is  based  on  calculated  rads  per  hour, 
which  is  almost  parallel  to  milligram  hours  of  ra- 
dium. 

The  low  dose  rate  of  radium  is  more  effective  for 
central  disease  with  its  content  of  necrotic  cells  which 
are  anoxic  or  hypoxic.  This  has  been  explained  on 
the  basis  that  no  oxygen  effect  has  been  noted  at  low 
dose  rate  of  radium.6-7  External  beam  irradiation 
within  tolerable  limits  does  not  sterilize  those  anoxic 
or  hypoxic  cells.  This  study  has  indicated  that  a 
proportion  of  the  total  dose  given  to  point  A should 
be  delivered  by  radium. 

In  our  series,  loading  of  radium  was  studied  and 
was  not  found  to  be  a factor  in  problems  of  recurrence 
and  morbidity.  Loading  of  radium  and  geometry  of 
applicators  was  not  different  in  patients  with  failure 
from  that  in  cured  patients. 

Calculated  dose  at  different  points  within 
pelvis.  Dose  delivered  to  the  main  bulk  of  the  dis- 
ease is  related  to  dose  calculated  at  points  A and  B. 
Adequate  radiation  should  be  contributed  to  points 
A and  B from  the  radium  system.  Points  B,  referring 
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to  locations  of  pelvic  nodes,  should  receive  varying 
amounts  of  radiation,  dependent  on  the  bulk  of  the 
disease  at  the  pelvic  wall  area.  By  the  time  the  ra- 
dium is  inserted,  the  bulk  of  the  disease  should  be 
within  the  range  of  irradiation  emitted  by  radium. 

The  disadvantage  of  using  milligram  hours  as  the 
only  parameter  is  that  at  different  points  within  the 
pelvis  the  same  milligram  hours  of  radium  does  not 
contribute  an  equal  dose  rate  to  these  points.  Dose 
rates  from  radium  to  different  points  vary  according 
to  the  shape  of  the  pelvis,  strength  and  distribution 
of  radium  sources,  position  and  length  of  tandem, 
and  position  of  ovoids. 

In  the  Kentucky  series,  in  addition  to  points  A and 
B,  points  like  T,  C,  and  V were  used  to  represent  dose 
distributions  to  various  tissues  with  different  toler- 
ances,8 inside  the  pelvic  cavity. 

Doses  of  8,500  rads  to  point  A and  6,500  rads  to 
point  B are  adequate  to  control  tumor  cells,  and  at 
the  same  time  they  do  not  exceed  the  limit  of  toler- 
ance to  different  pelvic  tissues.9  Increase  of  dosage 
beyond  this  limit  would  increase  morbidity  without 
any  proportionate  increase  in  survival  and  cures. 

There  is  no  completely  satisfactory  system  which 
is  capable  of  calculating  the  total  radiation  received 
by  the  pelvic  tissues  when  different  modalities  of 
treatment  with  two  different  dose  rates  such  as  ex- 
ternal beam  and  radium  are  combined  in  one  course 
of  treatment.  Both  milligram  hours  and  dose  cal- 
culated at  different  points  have  to  be  considered  in 
assessing  treatment  planning  for  different  stages. 

Individualization  of  treatment  is  necessary,  and 
optimum  time  to  insert  radium  is  of  great  impor- 
tance. A balanced  system  of  different  variable 
parallels  is  suggested.  Dose  to  point  A should  not 
exceed  the  suggested  maximum  of  8,500  rads,  since 
this  represents  the  level  of  pelvic  tissue  tolerance.  At 
point  B,  the  suggested  maximum  is  6,000  rads.  Oc- 
casionally, we  will  go  beyond  these  tolerance  levels, 
particularly  if  palpable  disease  is  present  at  the 
completion  of  therapy.  The  goal  in  a course  of  rad- 
ical radiotherapy  is  more  than  just  achieving  toler- 


ance levels  to  points  A and  B. 

Proper  staging  is  essential,  since  overstaging  may 
predispose  to  increased  morbidity,  and  understaging 
may  jeopardize  chances  for  cure.  In  our  series,  fail- 
ure due  to  understaging  was  found  in  one  case. 

Conclusion 

The  dose  delivered  to  points  A and  B should  not 
exceed  the  known  limits  of  tolerance.  It  is  not  the 
total  dosage  alone  that  is  important,  but  the  contri- 
bution to  that  dosage  made  by  each  of  the  three  pa- 
rameters. The  contribution  to  these  points  from 
radium  varies  with  stage  of  disease.  Accordingly,  the 
amount  of  radiation  given  by  external  beam  before 
radium  is  inserted  varies  according  to  the  bulk  of  the 
peripheral  disease.  It  should  be  delivered  before  the 
radium  is  inserted  in  varying  amounts  according  to 
the  stage  of  the  disease.  The  amount  of  external 
beam  irradiation  should  only  be  enough  to  bring  the 
bulk  of  the  disease  within  the  range  of  radium  irra- 
diation. 

References 

1.  Paterson,  R.,  and  Russel,  M.  H.:  Clinical  trials  in  malignant 
disease.  Part  VI.  Cancer  of  the  cervix  uteri,  Clin.  Radiol.  13:313 
(1962). 

2.  Tod,  M.  C.,  and  Meredith,  W.  J.:  A dosage  system  for  use 
in  t he  treatment  of  cancer  of  the  uterine  cervix,  Brit.  J.  Radiol.  17: 
809(1938). 

3.  Villasanta,  U.:  Complications  of  radiotherapy  for  carci- 
noma of  the  uterine  cervix,  Am.  J.  Obst.  & Gynec.  114:  717 
( 1972). 

4.  Fletcher,  G.  H.:  Cancer  of  the  uterine  cervix.  -Janeway 
lecture,  1970,  Am.  J.  Roentgenol.  1 1 1:  225  ( 1971 ). 

5.  Orton,  C.  G.:  Time-dose  factors  (TDFs)  in  brachytherapy, 
Brit.  J.  Radiol.  47:  603  (1974). 

6.  Frindel,  E.,  et  al.:  Responses  of  bone  marrow  and  tumor 
cells  to  acute  and  protracted  irradiation,  Cancer  Res.  32:  2096 
(1972). 

7.  Thomson,  J.  M.,  and  Spratt,  J.  S.,  Jr.:  Treatment  policies 
affecting  survival  in  patients  with  carcinoma  of  the  cervix,  Radi- 
ology 127:771  (June)  1978. 

8.  Maruyama,  Y.,  et  al.:  Approaches  to  optimization  of  dose 
in  radiation  therapy  of  cervix  carcinoma,  ibid.  120:389  (1976). 

9.  Nolan,  J.  F.,  and  Dusault,  L.:  Optimum  dosage  studies  for 
radiation  therapy  of  carcinoma  of  uterine  cervix,  ibid.  (12:  862 
(1954). 


738 


New  York  State  Journal  of  Medicine/April,  1980 


Expand  your  office 
diagnostic  capabilities 


i>  As  accurate  as  standard  pulmonary 
laboratory  instruments 

Easy  and  economical  to  operate 

Simple  to  interpret 


The  BREON 


SPIROMETER 


MODEL  2400 


You  can  see  and  test  it  for  yourself  in  a five- 
minute  personal  demonstration.  Just  fill  in 
and  mail  the  coupon  below. 


I 


-BREON 


BREON  LABORATORIES  INC. 


Instrument  and  Life  Support  Division 
90  Park  Avenue 
New  York.  N Y 10016 


i 

Mail  to: 

BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York.  N.Y.  10016 
Attn:  M Trepicchio 

□ Please  send  me  more  information  about  the 
Breon  Spirometer  Model  2400. 

□ Please  have  your  representative  call  to 
arrange  a personal  demonstration. 

Name 

Address * . . 

City State Zip. 

Phone  


739 


Invasive  Cancer  of 
Cervix:  Failures 
in  Prevention 

/.  Previous  Pap  smear  tests  and 
opportunities  for  screening* 

RACHEL  G.  FRUCHTER,  Ph.D.,  M.P.H.a 

Brooklyn,  New  York 

JOHN  BOYCE,  M.D.b 

Brooklyn,  New  York 

MARSHA  HUNT,  B.S.C 

Brooklyn,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology,  State 
University  of  New  York,  Downstate  Medical  Center. 
a Assistant  Professor. 

b Director,  Gynecologic  Oncology;  Associate  Professor. 
c Research  Associate. 

The  mortality  rate  from  cancer  of  the  uterine 
cervix  has  declined  in  the  past  40  years,  in  part  owing 
to  the  widespread  use  of  Papanicolaou  or  Pap  smear 
tests  which  detect  the  disease  in  the  early  stages.1 
Nonetheless,  the  American  Cancer  Society  estimated 
that  there  were  7,400  deaths  from  cervical  cancer  and 
16,000  new  cases  of  invasive  disease  in  1979. 2 
Therefore,  it  is  important  to  determine  how  much 
these  invasive  cases  are  preventable  by  earlier  de- 
tection. 

Before  the  introduction  of  routine  screening,  most 
invasive  cervical  cancer  arose  in  the  unscreened 
population.  However,  with  increased  screening,  a 
greater  proportion  develops  in  screened  women.  In 
1967,  Fuller,  Boyes,  and  Worth  * reported  that  40 
percent  of  new  invasive  cancer  arose  in  the  screened 
population.  Rylander4  reported  that  in  Stockholm, 
where  more  than  94  percent  of  eligible  women  had 
been  screened,  80  percent  of  new  cases  of  cervical 
cancer  arose  in  the  screened  population.  Laskey, 
Meigs,  and  Flannery5  have  suggested  that  some  in- 
vasive cancer  of  the  cervix  may  elude  detection  and 
may  not  he  preventable  even  in  well-screened  pop- 
ulations. 

* Supported  in  part  by  a grant  from  the  American  Cancer  So- 
ciety, New  York  City  Division. 


Epidemiologic  studies  show  that  cervical  cancer 
is  most  frequent  among  women  of  low  socioeconomic 
status  and,  in  the  United  States,  among  nonwhite 
women.6-8  Poor  and  minority  group  women  are  least 
likely  to  receive  regular  Pap  tests.9-10  Thus,  those 
women  who  are  at  highest  risk  for  the  disease  are 
least  likely  to  receive  effective  preventive  care. 
Therefore,  the  levels  and  quality  of  screening  in 
low-income  communities  are  crucial  in  preventive 
efforts  against  cervical  cancer. 

Brooklyn  is  a community  of  2.6  million  people  with 
a below-average  income  for  the  New  York  metro- 
politan area.  Like  many  inner  city  areas,  it  has  large 
black,  Hispanic,  and  immigrant  populations.  On 
sociodemographic  data  alone,  Brooklyn  would  be 
expected  to  have  a high  incidence  of  cervical  cancer. 
The  age-adjusted  incidence  of  cervical  cancer  in  New 
York  City  is  18.8  per  100,000  for  blacks  compared 
with  5.4  per  100,000  for  whites.11  Screening  for 
cervical  cancer  in  Brooklyn  has  been  routine  in  all 
obstetric  and  gynecologic  care  for  more  than  10  years, 
but  data  on  screening  levels  in  other  medical  care 
situations  and  in  the  community  are  not  available. 

Kings  County  Hospital  and  State  University 
Hospitals  are  two  public  institutions  which  serve  the 
medically  indigent  population  of  Brooklyn.  Since 
1965,  there  has  been  a fourfold  increase  in  admissions 
for  preinvasive  cancer  and  a shift  in  admissions  for 
invasive  cancer  from  widespread  to  localized  disease. 
Localized  disease  comprised  almost  50  percent  of 
cases  in  1975,  compared  with  27  percent  in  1965.  In 
view  of  these  trends,  we  undertook  a study  to  deter-  | 
mine  the  extent  to  which  preventable  factors  per-  I 
sisted  in  women  who  developed  invasive  cancer  of  the  : 
cervix.  In  this  report  we  describe  the  previous  cy-  ] 
tology  and  previous  opportunities  for  screening  in 
women  with  invasive  cancer.  In  a forthcoming  re- 
port we  discuss  the  delays  in  diagnosis  in  the  same 
group. 

Methods 

All  patients  admitted  to  Kings  County  and  State  < 
University  Hospitals  between  July,  1976,  and  De-  I 
cember,  1978,  with  a histologic  diagnosis  of  invasive 
cancer  of  the  cervix  were  included  in  this  study. 

In  an  hour-long  interview,  the  patients  were 
questioned  about  their  previous  Pap  smear  tests  and 
all  previous  medical  care.  Specific  information  was 
obtained  on  menstruation,  menopause,  all 
pregnancies,  contraception,  genital  and  urinary  in- 
fections, other  gynecologic  complaints,  and  all  related 
medical  visits.  Details  of  ambulatory  and  hospital 
care  for  nongynecologic  problems  were  also  solic-  ! 
ited. 

All  patients  were  also  interviewed  routinely  by  the 
gynecologic  tumor  fellow,  the  physician  responsible 
for  the  patients’  regular  care  while  in  hospital.  The 
physician’s  interview  included  a brief  history  ol 
previous  medical  care.  Both  interviews  were  con- 
ducted in  the  period  between  diagnosis  and  treat-  i 
ment,  when  most  patients  knew  that  they  had  cancer 
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Ninety-seven  low-income  urban  women  who  devel- 
oped invasive  cancer  of  the  cervix  were  interviewed 
about  their  previous  Pap  smears  and  medical  history; 
52  percent  had  no  previous  smear,  and  62  percent  had 
no  smear  in  the  previous  five  years.  Lack  of  previous 
smears  was  most  frequent  among  older  women. 
Twenty-five  women  had  been  hospitalized  44  times 
for  nongynecologic  reasons  in  the  ten  years  before  the 
first  sign  of  disease,  but  only  18  percent  had  a Pap 
smear.  One  half  the  women  had  received  regular 
medical  care  in  the  previous  five  years,  but  59  percent 
had  no  Pap  smear.  In  low-income  communities,  new 
cervical  cancer  screening  programs  should  be  located 
in  hospitals  and  ambulatory  facilities  that  women  use 
for  acute  health  care. 


TABLE  I.  Consistency  of  information  reported  to 
interviewer  and  physician 


Information 

Con- 

sistent 

Incon- 

sistent 

Not 

Available 

in 

Physician 
Record  Total 

History  of  ambulatory  care 

81 

2 

14  97 

History  of  hospitalizations 

80 

4 

13  97 

Pap  smear  history 

28 

2 

67  97 

but  not  the  extent  of  disease  or  the  prognosis.  As 
shown  in  Table  I,  information  given  to  the  study  in- 
terviewer and  the  physician  about  the  history  of 
hospitalization  and  overall  medical  care  was  consis- 
tent in  about  83  percent  of  cases,  inconsistent  in  2 to 
4 percent,  and  unavailable  in  14  percent.  Most 
physicians  did  not  obtain  a history  of  Pap  smear 
testings,  hut  when  available  this  information  was 
consistent  in  93  percent. 

All  information  on  previous  outpatient  or  inpatient 
care  at  Kings  County  and  State  University  Hospitals 
was  confirmed  by  review  of  medical  records.  With 
the  patient’s  consent,  records  were  requested  from 
other  physicians  and  hospitals.  The  hospital  records 
were  available  for  82  percent  of  hospitalizations  in 
the  five  years  before  the  onset  of  symptoms,  and  the 
information  was  consistent  in  90  percent  of  cases. 
The  records  of  ambulatory  care  in  the  previous  five 
years  were  available  for  56  percent  of  women  who 
reported  previous  ambulatory  care.  Where  infor- 
mation was  vague  or  internally  inconsistent,  or  when 
the  patient  was  incoherent  because  of  advanced 
disease  or  other  conditions,  information  was  classi- 
fied as  unknown,  unless  it  could  be  confirmed  from 
medical  records.  To  define  adequacy  of  previous 
screening  from  a public  health  perspective,  the  cri- 
teria of  Walton,  Anderson,  and  Popkin12  and  of 
Wied13  were  used.  Walton,  Anderson,  and  Popkin 
proposed  a screening  schedule  of  two  consecutive 
negative  smears  followed  by  smear  tests  every  three 
years  to  age  60.  Wied  recommended  three  consec- 
utive annual  negative  smears  followed  by  smear 
studies  every  three  to  five  years  for  life. 

We  analyzed  the  association  between  previous 
cytology,  knowledge  of  Pap  smear  findings  and  so- 
cioeconomic variables;  we  also  analyzed  the  fre- 
quency of  Pap  tests  in  previous  medical  care. 

Results 

In  this  period,  97  women  had  a diagnosis  of  pri- 
mary invasive  cervical  cancer.  The  socioeconomic 
characteristics  of  the  patients  are  shown  in  Table  II. 
The  size  of  the  white  and  Hispanic  subgroups  are  so 
small  that  racial  divisions  have  been  ignored  in  the 
statistical  analyses.  The  age  division  at  50  years 
corresponds  to  the  reproductive  and  postreproduc- 
tive  years.  An  income  level  of  $6,000  corresponds  to 
poverty  level  in  1977.  Education  of  10  years  corre- 


TABLE  II.  Socioeconomic  characteristics  of  patients 


Characteristic 

Number 

Percent 

Age 

<50  years 

47 

49 

>50  years 

50 

51 

Total 

97 

100 

Race/ethnic  group 

Black 

74 

76 

White 

14 

15 

Hispanic 

8 

8 

Oriental 

1 

1 

Total 

97 

100 

Place  of  birth 

United  States 

64 

66 

Other 

32 

33 

Unknown 

1 

1 

Total 

97 

100 

Education 

<10  years 

45 

47 

>10  years 

44 

45 

Unknown 

8 

8 

Total 

97 

100 

Income 

<$6,000 

48 

50 

>$6,000 

33 

34 

Unknown 

16 

16 

Total 

97 

100 

sponds  to  a minimum  school-leaving  age  of  15  or  16. 
Age  was  inversely  associated  with  education,  but  not 
with  region  of  birth  or  income. 

Previous  cytology.  No  previous  smear  test. 
About  one  third  of  the  97  women  in  this  study  had  a 
Pap  smear  test  in  the  five  years  prior  to  the  onset  of 
symptoms,  as  shown  in  Table  III,  but  about  52  per- 
cent had  no  previous  smear  test,  and  62  percent  had 
none  in  the  previous  five  years.  Lack  of  previous 
smear  studies  was  associated  with  an  age  of  50  years 
or  over,  with  foreign  birth,  with  education  of  10  years 
or  less,  and  with  an  income  of  $6,000  or  less.  How- 
ever, among  women  under  50,  lack  of  previous  smear 
testing  was  not  associated  with  education,  income, 
or  place  of  birth,  whereas  there  were  very  strong 
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TABLE  III.  Previous  cytology  and  socioeconomic  variables 


No 

Smear 

Proportion 
with  no 
Smear* 
(Percent) 

Variable 

f 

<5  years 

Time  Since  Last  Smear - 
>5  years 

N 

Unknown 

Total 

Age 

<50  years 

15 

23 

8 

i 

47 

33+ 

>50  years 

32 

12 

1 

5 

50 

71+ 

Totals 

47 

35 

9 

6 

97 

52 

Place  of  Birth 

United  States 

22 

27 

9 

6 

64 

38+ 

Other 

24 

8 

32 

75+ 

Totals 

46 

35 

9 

6 

96 

51 

Education 

<10  years 

26 

11 

3 

5 

45 

65+ 

>10  years 

15 

22 

6 

1 

44 

35+ 

Totals 

41 

33 

9 

6 

89 

49 

Income 

<$6,000 

23 

12 

5 

3 

43 

58** 

>$6,000 

10 

19 

2 

2 

33 

32** 

Totals 

33 

31 

7 

5 

76 

46 

* Patients  where  smear  status  was  unknown  were  excluded  from  these  computations. 
+ p <0.01  in  chi  square  test. 

**  p <0.05  in  chi  square  test. 


correlations  in  women  aged  50  years  or  more,  between 
lack  of  smear  tests  and  these  variables. 

Five  women  had  a tubal  ligation  4 to  29  years  prior 
to  the  onset  of  symptoms.  Four  were  under  45  at  the 
time  of  diagnosis  and  had  been  sterilized  before  the 
age  of  32.  None  had  a Pap  smear  test  within  four 
years  of  the  onset  of  symptoms. 

Previous  smear  examinations.  Forty-four  women 
had  previous  Pap  smear  tests;  23  of  31  women  under 
50  years  (74  percent)  and  1 of  13  older  women  (8 
percent)  had  the  smear  taken  during  care  for  preg- 
nancy, birth  control,  or  an  acute  gynecologic  condi- 
tion. 

Two  women  had  three  previous  negative  smears 
followed  by  smear  testing  at  three-  to  five-year  in- 
tervals, that  is,  Wied’s13  criteria.  Five  women  had 
two  previous  negative  smears  and  subsequent  smears 


studied  at  three-  to  five-year  intervals,  that  is,  the 
criteria  of  Walton,  Anderson,  and  Popkin.12 

At  least  one  Pap  smear  test  was  documented  in  29 
of  44  women  who  claimed  to  have  previous  cytology; 
21  smears  were  negative,  and  of  these,  8 were  taken 
within  three  years  of  the  first  sign  of  disease,  while 
11  were  taken  four  to  five  years  before.  Nine  women 
with  documented  negative  cytology  in  the  previous 
five  years  had  stage  I disease  at  diagnosis,  while  nine 
had  stage  II  disease,  and  one  had  stage  III.  Four 
women  had  two  negative  smears  in  the  previous  five 
years. 

Two  women  with  negative  smears  four  years 
before  diagnosis  had  disease  that  originated  in  the 
endocervix. 

One  woman  with  an  earlier  abnormal  smear  de- 
veloped symptoms  nine  years  later  and  was  diag- 


TABLE  IV.  Knowledge  of  smear  tests 


f Knowledge  of  Pap  Smears \ 


Variable 

None 

Heard  of 
(Function 
Unknown) 

Detects 
Cancer  of 
Womb 

Not 

Available 

Total 

Percent 
with  no 
Knowledge 

p Values 

Age 

<50 

11 

3 

31 

2 

47 

24 

>50 

18 

8 

14 

10 

50 

45 

Totals 

29 

11 

45 

12 

97 

34 

p <0.05* 

Place  of  birth 

United  States 

11 

8 

36 

9 

64 

20 

Other 

18 

3 

9 

2 

32 

56 

Totals 

29 

11 

45 

11 

96 

34 

p <0.01 

Education 

<10  years 

22 

6 

11 

6 

45 

56 

>10  years 

6 

5 

31 

2 

44 

14 

Totals 

28 

11 

42 

8 

89 

35 

p <0.01 

Income 

<$6,000 

16 

6 

18 

3 

43 

40 

>.$6,000 

8 

3 

20 

2 

33 

26 

Totals 

24 

9 

38 

5 

76 

34 

NS+ 

* Chi  square  test. 

+ NS  = not  significant. 
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TABLE  V.  Pap  smears  taken  during  ambulatory  care  in 
previous  five  years 

f Pap  Smears  in — \ 

Previous  Five  Years 
None  / — Total — -> 

(Per-  One  or  Un-  Num- Per- 


TypeofCare  cent)  More  known  ber  cent 


Regular 

29(59) 

18 

2 

49 

51 

Episodic 

15(47) 

13 

4 

32 

33 

None 

16 

16 

16 

Totals 

Regular  care  for  chronic 

60(62) 

31 

6 

97 

100 

problems 

23(59) 

14 

2 

39 

28 

nosed  with  stage  III  disease.  Seven  women  had 
atypical  smears  one  to  five  years  previously.  Two 
were  followed  closely  and  were  subsequently  diag- 
nosed with  early  stage  I disease.  The  other  five  were 
not  investigated  until  symptoms  developed,  at  which 
point  one  had  stage  III,  one  stage  II,  and  three  stage 
I disease. 

Knowledge  of  Pap  smear  tests.  Almost  half  the 
patients  knew  that  a Pap  test  detected  cancer  of  the 
womb,  but  about  one  third  had  no  knowledge  of  Pap 
tests  (Table  IV).  Fewer  older  women  had  knowledge 
of  Pap  tests,  but  when  place  of  birth  was  controlled 
the  age  discrepancy  disappeared.  Significantly  more 
women  of  foreign  birth  and  low  education  had  no 
knowledge  of  Pap  smear  tests.  The  direct  relation- 
ship to  education  persisted  even  when  place  of  birth 
and  age  was  controlled.  However,  in  the  subgroup 
with  more  than  10  years  of  education,  knowledge  of 
Pap  smear  testing  was  not  dependent  on  place  of 
birth. 

Of  45  women  who  knew  that  a Pap  test  detected 
cancer  of  the  uterus,  almost  one  half  said  their  main 
source  of  information  had  been  a physician  or  other 
health  worker. 

Previous  opportunities  for  cytology.  Ambu- 
latory care.  Eighty-one  percent  of  the  patients  had 
some  contact  with  physicians  on  an  ambulatory  basis 
in  the  five  years  before  they  first  saw  a physician  for 
symptoms  of  cervical  cancer  (Table  V).  “Regular” 
medical  care  was  defined  as  more  than  three  visits  to 
the  same  physician,  or  more  than  five  visits  to  dif- 
ferent physicians.  “Episodic”  care  was  defined  as 
three  or  fewer  visits  to  one  physican  or  five  or  fewer 
visits  to  different  physicians.  About  one  half  the 
patients  had  been  receiving  regular  care,  while  17 


percent  had  received  no  care  at  all;  59  percent  of 
those  receiving  regular  care  and  47  percent  of  those 
receiving  episodic  care  had  no  smear  test  as  part  of 
this  care.  Thirty-nine  of  the  49  women  receiving 
regular  care  had  some  chronic  condition  that  lasted 
more  than  one  year,  but  no  Pap  smear  test  had  been 
taken  in  59  percent.  Three  women  receiving  regular 
care  had  refused  a Pap  smear  test  when  one  was 
recommended  by  the  physician. 

Of  the  49  women  who  received  regular  ambulatory 
care,  30  attended  private  physicians  or  clinics,  12 
used  public  clinics  or  hospital  outpatient  depart- 
ments, and  7 used  a combination  of  both.  No  Pap 
smear  tests  were  taken  in  63  percent  of  those  re- 
ceiving private  care,  58  percent  of  those  receiving 
public  care,  and  29  percent  of  those  receiving  a 
combination  of  care. 

Previous  hospitalizations.  In  the  10  years  before 
the  onset  of  symptoms  of  cervical  cancer,  47  of  the  98 
women  had  been  hospitalized  a total  of  83  times;  39 
of  these  hospital  stays  had  been  for  obstetric  or 
gynecologic  reasons  when  Pap  smear  tests  were 
routine.  Twenty-five  patients  had  been  hospitalized 
44  times  for  nongynecologic  reasons  (Table  VI). 
Smears  were  taken  for  Pap  testing  in  18  percent  of 
these  hospitalizations.  There  was  no  significant 
difference  in  the  numbers  of  Pap  smears  taken  in  the 
two  five-year  periods.  All  but  three  of  the  hospi- 
talizations occurred  in  New  York  State. 

Comment 

About  52  percent  of  cervical  cancer  in  this  report 
developed  in  women  who  had  never  been  screened, 
suggesting  that  in  the  population  on  which  these 
hospitals  draw,  current  screening  programs  are  in- 
adequate. In  Stockholm,  where  94  percent  of  eligible 
women  have  been  screened,  only  20  percent  of  in- 
vasive cervical  cancer  developed  in  unscreened 
women.4  Our  findings  indicate  that  older  women 
and  foreign-born  women  are  most  in  need  of 
screening.  This  is  consistent  with  Warnecke  and 
Graham’s14  population  survey  in  Buffalo,  as  well  as 
studies  in  other  low-income  communities.9,15 

There  is  considerable  debate  over  the  optimum 
frequency  of  screening,  as  well  as  some  evidence  that 
annual  screening  of  women  at  low  risk  for  cervical 
cancer  is  of  little  value.16  However,  only  five  women 
in  this  study  met  the  minimal  screening  criteria 


TABLE  VI.  Smears  done  at  hospitalization  in  ten  years  before  onset  of  symptoms 

/ Time  of  Hospitalization 


0 to  5 years N , 6 to  10  years N ^ Total 


Status 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Pap  smear  taken 

5 

22 

3 

14 

8 

18 

Pap  smear  not  taken 

16 

70 

12 

57 

28 

64 

Unknown 

2 

8 

6 

29 

8 

18 

Total 

Hospitalizations 

23 

100 

21 

100 

44 

100 

Total  patients 

17 

10 

25 
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suggested  by  the  Walton  Committee,  while  only  two 
women  met  the  criteria  proposed  by  Wied.13  Fur- 
thermore, many  of  the  women  in  this  study  would  be 
considered  high-risk  because  of  their  low  income  and 
early  age  at  first  intercourse.  Under  any  selective 
screening  program,  they  would  have  been  recom- 
mended for  more  frequent  screening.  By  public 
health  criteria,  screening  was  inadequate  for  more 
than  95  percent  of  the  women  in  this  study. 

The  Pap  smear  history  was  not  related  to  socio- 
economic factors  in  women  under  50.  This  is  prob- 
ably because  most  women  had  smears  taken  as  part 
of  fertility-related  care  or  care  for  acute  gynecologic 
conditions.  In  contrast,  the  Pap  smear  history 
among  older  women  was  strongly  correlated  with 
socioeconomic  factors  including  region  of  birth,  ed- 
ucation, and  income.  Most  smears  for  Pap  tests  in 
older  women  were  taken  during  specific  preventive 
care.  The  choice  to  seek  such  care  and  the  quality 
of  the  care  may  both  be  associated  with  the  socio- 
economic factors. 

The  identification  of  screened  women  who  subse- 
quently develop  invasive  cancer  is  important  in 
evaluating  the  effectiveness  of  screening  and  fol- 
low-up. Documentation  of  the  previous  Pap  smear 
test  was  obtained  in  26  of  the  35  women  screened  in 
the  previous  five  years.  Lack  of  follow-up  in  70 
percent  of  women  with  earlier  atypical  smears  rep- 
resents a preventable  failure. 

The  group  of  19  women  with  documented  negative 
smears  in  the  previous  five  years  may  include  cases 
of  rapidly  progressing  disease  orginating  high  in  the 
endocervix  as  well  as  false  negative  smears.  The 
latter  group  may  be  preventable  by  improved  quality 
controls  in  the  taking  of  smears  and  in  the  cytology 
laboratories.1718  These  problems  indicate  that  even 
with  optimum  screening,  some  invasive  cervical 
cancer  will  persist,  but  the  disease  should  be  reduc- 
ible far  below  the  level  current  in  this  community. 

Although  a majority  of  women  in  this  study  had  no 
Pap  smear  test  in  the  previous  five  years,  85  percent 
had  contact  with  physicians  and  hospitals  in  the 
five-year  period  before  onset  of  symptoms.  Seven- 
teen percent  were  hospitalized  for  nongynecologic 
reasons,  while  51  percent  received  regular  ambula- 
tory care  including  28  percent  who  received  regular 
care  for  chronic  problems.  These  multiple  contacts 
represent  significant  missed  opportunities  for 
screening  and  rescreening  when  much  of  the  invasive 
disease  might  have  been  detected  in  the  preinvasive 
stage. 

Warnecke  and  Graham14  reported  that  low-income 
black  women  were  more  likely  to  have  had  a Pap 
smear  test  if  they  had  been  hospitalized  recently  or 
were  under  regular  medical  care.  Our  data  do  not 
contradict  this,  hut  show  that  such  screening  is  far 
from  adequate  to  maximize  the  prevention  of  in- 
vasive cervical  cancer. 

In  New  York  State  it  has  been  mandatory  to  offer 
Pap  tests  to  hospital  inpatients  since  1968,  hut 
compliance  was  voluntary  and  uneven  until  1975, 


when  the  Bureau  of  Cancer  Control  began  to  monitor 
compliance  and  impose  sanctions.  In-hospital 
screening  can  be  effective  and  economic  since  there 
is  a minimal  expenditure  on  publicity  and  ancillary 
services,  and  efforts  can  be  focused  on  known  high- 
risk  populations  such  as  those  in  public  hospitals. 

Although  screening  in  ambulatory  facilities  would 
reach  more  women  than  hospital  screening,  the  cost 
of  new  programs  is  greater  because  of  the  multiplicity 
of  small  units.  Screening  in  public  community 
clinics  and  hospital  outpatient  departments  would 
have  reached  about  20  percent  of  the  women  in  this 
study.  In  an  evaluation  of  medical  services  in  six 
Brooklyn  clinics  in  1978,  it  was  reported  that  Pap 
smear  tests  were  taken  in  36  to  90  percent  of  pa- 
tients.19 There  are  no  data  available  on  levels  of 
screening  in  private  offices.  However,  it  is  evident 
from  this  study  that  ambulatory  services  are  a major 
area  where  cancer  control  efforts  should  be  directed, 
since  the  low-income  woman  at  high  risk  will  be  in 
contact  with  these  facilities.  Although  subsidized 
medical  service  has  increased  physician  visits  by 
low-income  people,20  Elinson,  Henshaw,  and  Cohen21 
have  reported  that  they  are  still  less  likely  than  the 
more  affluent  to  use  separate  preventive  health  ser- 
vices even  when  cost  is  no  object. 

Even  with  optimum  screening  in  hospitals,  clinics, 
and  physicans’  offices,  15  percent  of  the  women  in 
this  study  would  not  have  been  screened  because  they 
had  no  complaints  which  took  them  to  a physician. 
The  number  of  women  with  previous  tubal  ligations 
who  have  no  acute  reason  to  visit  a gynecologist  may 
increase.  Rochat10  reported  that  women  who  had 
tubal  ligations  or  whose  husbands  had  been  sterilized 
were  less  likely  to  have  had  a recent  Pap  smear  test 
than  women  using  other  forms  of  contraception. 
Contraceptive  sterilization  has  increased  steadily  in 
the  last  decade,  and  Westoff  and  Jones22  report  that 
in  1975,  21  percent  of  married  couples  were  sterile  for 
contraceptive  purposes  compared  with  6 percent  in 
1965. 

Since  most  smears  in  younger  women  are  taken 
during  gynecologic  care,  increase  in  the  population 
of  infertile  women  could  significantly  reduce  op- 
portunities for  screening.  This  fact  and  the  evident 
lack  of  knowledge  of  Pap  smear  testing  in  some 
groups  point  to  a need  for  continued  health  education 
on  Pap  smear  tests,  cervical  cancer,  and  the  efficacy 
of  treatment. 
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Long-term  anatomic  fate 
of  coronary-artery  bypass  grafts 
and  functional  status  of  patients  five  years 
after  operation 

Controversy  continues  over  the  precise  indications  for 
coronary-artery  bypass,  mainly  because  of  incomplete  in- 
- formation  to  assess  the  procedure.  For  evaluation  of 
long-term  results,  coronary  and  graft  angiography  was 
performed  53  to  84  months  after  operation  in  22  of  30 
consecutive  patients  who,  having  had  coronary-artery 
bypass  grafting  before  1973,  had  at  least  1 graft  patent  at 


an  early  (three  to  nine  months)  postoperative  study.  Of 
the  33  grafts,  31  were  patent  at  late  study.  All  patients  had 
had  severe  symptoms  before  the  operation.  16  became 
asymptomatic  early  after  operation,  and,  of  these,  angina 
pectoris  redeveloped  in  11.  Progression  of  disease  in  un- 
grafted vessels  accounted  for  symptomatic  deterioration 
in  9 of  the  above  patients.  The  authors  conclude  that  most 
grafts  patent  several  months  after  operation  remain  so  at 
least  four-and-a-half  years,  and  that  although  most  pa- 
tients improve  symptomatically  postoperatively,  symp- 
tomatic deterioration  is  common  in  the  succeeding  years, 
mostly  due  to  progression  of  disease  in  ungrafted  vessels. 
Seides,  S.  F.,  et  al.:  New  England  J.  Med.  298: 1213  (June 
1)  1978. 
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Teenage  pregnancy  is  frequently  a difficult  di- 
lemma for  modern  obstetricians,  educators,  so- 
ciologists, psychologists,  and  society  as  a whole. 
Pregnant  teenagers  are  increasingly  a more  common 
sight  as  social  sexual  attitudes  change.  According 
to  a recent  national  survey  there  has  been  a 30  per- 
cent increase  in  teenage  sexual  activity  in  the  last  five 
years.1  Approximately  64,000  New  York  State  teens 
became  pregnant  in  1976,  and  2,000  were  under  age 
15.2  In  1977,  teenage  births  accounted  for  15  percent 
of  all  births  in  New  York  City,3  an  increase  of  about 
1 percent  from  1976.  One  half  of  all  out-of-wedlock 
births  are  attributed  to  teens,  and  up  to  two  thirds 
of  these  are  unwanted,  unplanned  births.  Teenagers 
are  less  prone  to  receive  contraceptive  counseling  and 
either  are  ignorant  of  it  or  may  even  avoid  it  as  an 
attitude  of  revolt  or  an  experiment  in  reproduc- 
tion. 

Every  year  approximately  250,000  teenage  girls 
under  17  become  mothers  in  the  United  States,  10 
percent  of  them  being  under  the  age  of  15. 4 These 
figures  certainly  emphasize  the  need  for  teenage 
contraceptive  education  and  due  respect  to  special 
problems  associated  with  teen  pregnancy.  Usually 
these  girls  are  unwed  and  emotionally  and  socially 
immature.  Lack  of  understanding  in  the  home  and 
the  added  stress  of  pregnancy  is  overhearing  for 
many  of  the  young  girls.  Approximately  8 out  of  10 
leave  school  due  to  pregnancy,  arresting  their  edu- 
cation before  high  school  is  completed  and  thus  en- 
suring their  being  social  and  economic  cripples  for 
life.  Medically  they  represent  a group  of  high-risk 
mothers  and  repeatedly  have  been  reported  to  have 
a high  incidence  of  poor  perinatal  outcome.  Lack  of 
prenatal  care  due  to  self-negligence  and  fear,  as  well 


as  failure  to  keep  appointments  at  prenatal  clinics, 
is  prominent  among  these  girls. 

Those  coming  from  poorer  backgrounds,  as  many 
of  them  do,  have  the  added  problem  of  the  avail- 
ability of  proper  prenatal  care  and  social  assistance. 
Their  babies  represent  a group  contributing  heavily 
to  perinatal  morbidity  and  mortality  rates  and  are 
frequent  occupants  of  intensive  care  nurseries. 
Later  on  these  babies  have  a greater  risk  of  being 
mentally  subnormal.6  These  children  are  less  likely 
to  receive  the  expert  care  and  attention  they  so  badly 
need  and  continue  to  be  socioeconomic  dependents. 
Hence,  by  not  giving  our  utmost  attention  to  this 
growing  problem  of  young  mothers,  we  may  perpet- 
uate this  cycle  of  illegitimacy,  mental  and  physical 
incompetence,  and  dependency  in  this  particular 
group,  certainly  not  a very  desirable  situation. 
Therefore,  it  is  very  important  that  the  occurrence 
of  teenage  pregnancy  be  reduced  to  a minimum 
through  proper  education  of  young  people;  and  when 
it  does  occur,  that  it  be  handled  in  the  most  appro- 
priate manner.  This  report  presents  a group  of 
teenagers  who  received  prenatal  care  under  very 
special  circumstances  and  who  as  a group  demon- 
strated improved  maternal  and  fetal  outcome.  The 
course  and  outcome  of  their  pregnancies  were  par- 
ticularly encouraging,  and  they  could  continue  their 
education  and  had  a better,  more  responsible  attir 
tude. 

Recognizing  the  problems  associated  with  teenage 
pregnancy,  a special  teenage  antepartum  clinic  was 
set  up  at  Lincoln  Hospital,  The  Bronx,  New  York, 
conducted  by  two  certified  midwives  under  direct 
physicians’  supervision. 

Materials  and  methods 

Patient  population.  Approximately  3,500  de- 
liveries occur  at  Lincoln  Hospital  annually,  and  most 
of  the  patients  come  from  a very  low  socioeconomic 
population.  Fully  30  percent  of  all  patients  cared  for 
were  below  the  age  of  20.  Teenagers  who  were 
working  or  were  in  school  preferred  to  attend  the 
clinic  in  the  evenings.  Girls  below  the  age  of  18  were 
given  preference  for  registration  in  this  clinic,  and 
attendance  at  the  clinic  was  ensured  with  little  per- 
suasion due  to  the  personal  contact  with  the  mid- 
wives. Quiet  evening  hours  were  very  acceptable  to 
these  girls  who  gained  confidence  from  their  peers. 
They  continued  to  attend  school  and  developed 
positive  attitudes  to  their  pregnancies.  The  lack  of 
prenatal  care,  mostly  due  to  negligence  and  igno- 
rance, has  been  one  of  the  major  problems  in  dealing 
with  pregnant  teenagers. 

Teenage  prenatal  clinic.  During  the  period  of 
October,  1976,  to  October,  1977,  182  patients  were 
enrolled  in  the  clinic,  of  which  ultimately  150  con- 
tinued to  be  followed;  127  patients  ultimately  deliv- 
ered at  Lincoln  Hospital.  Twelve  patients  who  were 
previously  transferred  to  the  high-risk  unit  were 
followed  until  delivery,  and  all  of  them  delivered  at 
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The  early  results  of  a special  care  unit  for  the  preg- 
nant teenager  at  a large  municipal  hospital  are  re- 
ported. A total  of  182  patients  were  registered  in  the 
special  evening  clinic  of  which  129  were  followed  to 
delivery.  Twelve  patients  had  been  transferred  to 
the  high-risk  care  unit  and  are  described  separately, 
leaving  a group  of  127  patients  managed  through  the 
teenage  care  unit.  The  clinic  was  designed  to  meet 
the  special  needs  of  teenagers  and  was  conducted  by 
two  certified  midwives  under  the  direct  supervision 
of  obstetricians.  The  goals  of  the  clinic  were  to  de- 
liver early  and  comprehensive  medical  care  at  a time 
which  would  allow  the  patient  to  continue  their  ed- 
ucation and  also  to  provide  individual  and  group 
counseling  to  help  alleviate  social  or  financial  prob- 
lems. An  early  review  of  the  program  reveals  that 
approximately  85  percent  of  the  patients  were  age  1 7 
or  less,  and  that  most  were  unmarried  and  experi- 
encing their  first  pregnancy.  The  majority  of  pa- 
tients, 92  percent,  received  prenatal  care  prior  to  the 
twenty-eighth  week  of  pregnancy  and  had  a total  of 
six  or  more  prenatal  visits.  Intensified  nutritional 
instruction  and  support  resulted  in  an  overall  inci- 
dence of  anemia  of  only  5 percent,  an  incidence  of 
toxemia  of  only  4.2  percent,  and  an  average  weight 
gain  of  20  to  30  pounds.  Other  parameters  of  interest 
are  the  low  cesarean  section  rate  of  10  percent;  the 
incidence  of  low  birth  weight  infants  of  6.5  percent; 
and  the  overall  incidence  of  congenital  anomalies  of 
3.2  percent.  There  was  only  one  perinatal  death  in 
the  study,  and  there  were  no  maternal  deaths. 
Medically,  these  patients  represent  a low-risk  group 
regarding  pregnancy  outcome  when  care  is  delivered 
adequately  and  all  other  problems  of  teenage  preg- 
nancy are  addressed.  The  authors  do  not,  of  course, 
advocate  teenage  pregnancy,  but  feel  there  is  a need 
to  approach  this  problem  with  the  utmost  care  and 
support. 


TABLE  I.  Number  of  patients 


Category 

Antepartum 

Patients 

Followed 

to 

Delivery 

Total  registered  patients 

182 

Self-transfer  to  dav  clinic- 

20 

Continued  prenatal  care  in 
teenage  clinic 

150 

127 

High-risk  teenagers 

12 

12 

Total 

139 

Lincoln  Hospital.  Analysis  of  these  two  groups 
comprising  a total  of  139  patients  is  presented  sep- 
arately since  they  were  managed  in  two  different 
prenatal  care  units  (Table  I). 

The  clinic  was  designed  to  meet  the  special  needs 
of  teenagers  and  was  aimed  at  the  promotion  of  peer 
interest  and  patient  satisfaction.  All  new  prenatal 
patients  were  examined  and  screened  for  high-risk 
factors  by  a Board-certified  obstetrician  at  the  first 
visit.  Follow-up  prenatal  care  was  given  by  two 
certified  midwives  with  physician  supervision  and 
appropriate  consultation  during  all  clinic  sessions. 
High-risk  teenagers  were  transferred  to  the  usual  day 
high-risk  prenatal  clinic.  When  these  patients  were 
admitted  either  for  antepartum  complications  or  for 
delivery,  they  were  managed  by  the  regular  obstetric- 
staff  and  midwives. 

Prenatal  education,  continuity  of  care,  and  per- 
sonal rapport  with  the  two  midwives  played  a very 
important  role  during  their  visits  to  the  clinic.  Ed- 
ucational programs  conducted  by  the  midwives  ap- 
peared to  be  a very  essential  component  of  patient 
care.  All  new  patients  were  oriented  as  a group  and 
individually  to  the  essentials  of  their  own  care  and 
hygiene.  A 30-minute  class  was  given  at  the  begin- 
ning of  each  session  by  the  midwives  where  topics 
pertinent  to  pregnancy  and  nutrition,  labor  and 
birth,  care  and  mental  stimulation  of  the  newborn, 
and  family  planning  were  covered  in  rotation.  A tour 
of  the  labor  and  delivery  area  was  included  in  the 
program,  and  prenatal  handouts  written  by  midwives 
were  frequently  distributed  to  promote  an  awareness 
of  the  importance  of  good  prenatal  care.  Graphic 
displays  of  pregnancy  dietary  requirements  and 
posters  depicting  subjects  pertinent  to  pregnancy 
were  prominently  displayed  in  all  areas  of  the  clinic 
to  stimulate  and  educate  the  young  patients.  At 
each  visit  patients  were  encouraged  to  discuss  their 
feelings  and  concerns  regarding  the  pregnancy  and 
their  plans  for  the  care  of  the  newborn.  The  im- 
portance of  proper  nutrition  was  stressed  at  each  visit 
by  both  group  and  individual  presentations,  and  all 
patients  received  vitamins,  folic  acid,  and  iron  sup- 
plements. 

Results 

Age  of  gestation  at  prenatal  clinic  registration, 
attendance,  and  adequacy  of  care.  The  outcome 
of  pregnancy  in  the  general  population  and  particu- 
larly in  the  teenager  has  been  well  correlated  with  the 


age  of  gestation  at  the  time  of  initiation  of  prenatal 
care  and  the  number  of  visits  to  the  prenatal  clinic. 
In  the  present  study,  48  percent  of  the  patients  were 
first  seen  before  the  twentieth  week  of  pregnancy, 
and  92  percent  of  them  were  seen  before  the  end  of 
the  twenty-eighth  week. 

To  analyze  prenatal  attendance  and  prenatal  vis- 
its, fewer  than  5 visits  were  considered  as  inadequate 
prenatal  care,  and  10  or  more  visits  were  considered 
very  good  care.  Approximately  one  third  of  the  pa- 
tients attended  clinic  more  than  10  times,  while  only 
8 percent  received  minimal  patient  care.  Two  thirds 
of  the  patients  had  between  5 and  10  prenatal  visits, 
and  were  considered  to  have  received  adequate  pre- 
natal care. 

Teenagers  are  notorious  for  resistance  to  prenatal 
care  and  frequently  seek  medical  advice  later  in  the 
course  of  pregnancy.  In  our  patient  group,  new  pa- 
tients kept  their  first  prenatal  appointment  79  per- 
cent of  the  time.  Close  to  90  percent  of  the  patients 
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TABLE  II.  Indications  for  transfer  to  high-risk  unit 


Indication 

Number  of 
Patients 

Anemia  (Hematocrit  <28) 

3 

Hemoglobin  S/C  disease* 

1 

Severe  iron  deficiency  anemia 

1 

Megacolon,  anemia 

1 

Heart  disease 

3 

Mitral  disease 

2 

Pulmonary  stenosis 

1 

Bad  obstetric  history  (previous  stillbirth) 

1 

Suspected  intrauterine  growth  retardation 

2 

Epilepsy 

1 

Sarcoidosis 

1 

Severe  mental  retardation 

1 

Total 

12 

*Sickle  cell-hemoglobin  C disease. 


kept  their  appointments  for  revisits  due  to  counseling 
and  the  establishment  of  good  rapport  with  the  staff. 
As  noted,  a total  of  12  patients  were  transferred  to  the 
high-risk  clinic  for  many  different  reasons,  including 
anemia  and  heart  disease,  as  noted  in  Table  II. 

Age.  The  distribution  of  patient  age  is  shown  in 
Table  III,  demonstrating  that  85  percent  were  below 
the  age  of  17  and  75  percent  were  between  the  ages 
of  15  and  17,  the  youngest  patient  being  12  years  old. 
It  therefore  appears  that  many  patients  have  become 
pregnant  only  two  to  three  years  after  menarche, 
lending  support  to  the  need  for  early  instruction  in 
reproductive  physiology,  counseling,  and  education 
at  school,  which,  if  done  in  a scientific  manner,  might 
have  avoided  the  tragedy  of  early  teen  pregnancy  in 
many  instances. 

Marital  status,  ethnicity,  and  parity.  The 

prenatal  course  and  outcome  of  teenage  pregnancies 
have  been  directly  correlated  with  the  patient’s 
marital  status  and  ethnic  background.  Unwed 
teenagers  generally  demonstrate  little  concern  about 
their  pregnancy  and  tend  to  avoid  prenatal  care  and 
subsequently  have  a greater  risk  of  an  abnormal 
pregnancy  course  and  outcome.  A single  black 
teenager  notoriously  is  a candidate  for  prenatal 
complications,  for  example,  toxemia  and  anemia,  and 
her  offspring  has  a far  more  chance  of  being  prema- 
ture and  having  a variety  of  perinatal  problems.  In 


this  study,  95  percent  of  the  patients  were  unmarried 
and  90  percent  of  the  teenagers  were  primiparas. 
The  ethnic  composition  of  the  group  was  66  percent 
Puerto  Rican  and  34  percent  black.  There  were  six 
patients  in  the  study  who  admitted  to  having  had  a 
prior  pregnancy  terminated  in  abortion. 

Weight  gain  and  toxemia.  The  average  weight 
gain  in  the  group  was  28  pounds,  with  35  patients 
gaining  35  pounds  or  more;  only  3 of  these  patients 
with  excess  weight  gain  developed  toxemia.  It  is 
therefore  felt  that  weight  gain  of  up  to  35  pounds,  if 
distributed  evenly,  could  be  acceptable  as  reasonable 
for  this  usually  malnourished  and  frequently  un- 
derweight population  and  doesn’t  appear  to  have  a 
bearing  on  occurrence  of  toxemia.  In  fact,  it  has  a 
positive  effect  on  neonatal  outcome  in  that  all  of  the 
mothers  with  excess  weight  gain  had  babies  weighing 
more  than  2,500  Gm.  Most  of  the  low  birth-weight 
babies  were  born  to  mothers  who  gained  less  than  25 
pounds  (Table  IV).  The  majority  of  the  patients,  67 
percent,  had  weight  gains  between  25  and  35  pounds 
and  demonstrated  a toxemia  rate  of  2.3  percent  and 
a low  birth-weight  incidence  of  1.1  percent.  A liberal 
policy  of  admission  to  the  hospital  was  adopted  when 
early  signs  of  preeclampsia  were  noted.  Six  patients 
out  of  127  from  the  special  clinic  developed  toxemia 
of  pregnancy.  Three  patients  demonstrated  mild 
toxemia  and  three  severe  preeclampsia  and  were  ■ 
treated  aggressively.  One  of  the  severe  preeclamptic 
patients  developed  postpartum  eclampsia  following 
delivery  by  cesarean  section.  As  noted,  only  three 
of  these  six  patients  exhibited  weight  gain  in  excess 
of  35  pounds  (Table  IV). 

Anemia.  The  average  intrapartum  hematocrit 
was  35.8,  attributable  to  early  iron  and  folic  acid 
supplement  with  tenacious  enforcement  of  proper 
dietary  principles  by  the  midwives.  Three  patients 
had  been  transferred  to  the  high-risk  clinic  for  ane- 
mia antepartally,  and  four  others  came  to  the  deliv- 
ery room  with  a hematocrit  of  less  than  30,  giving  an 
overall  incidence  of  anemia  as  5 percent. 

Complications.  The  leading  complication  was 
bacteriuria  including  urinary  tract  infection,  oc-  ! 
curring  6.6  percent  of  the  time.  The  overall  inci-  i 
dence  of  toxemia  and  anemia  were  4.2  and  5 percent, 


TABLE  III.  Age  distribution:  N = 127 


' Age  in  Years s 

Statistic  12  13  14  15  16  17  18  19 


Number  of  patients  1 5 7 29  32  35  17  1 

Percent  0.78  3.93  5.5  22.8  25.1  27.5  13.6  0.78 

Cumulative  percent  0.78  4.71  10.21  33.01  58.11  85.61  99.22  100 

Cumulative  number  1 5 13  42  74  109  126  127 


TABLE  IV.  Relationship  between  weight  gain,  toxemia,  and  low  birth-weight  babies 


Number  of 

Weight  Cain  in  Pregnant 

Pounds  Teenagers 


Normal 


Number  (Percent) 
Toxemia 


Low  Birth 
Weight  Babies 


>35 

35 

32(91.5) 

3(8.5) 

0(0) 

25  to  35 

85 

83(97.7) 

2(2.3) 

1(1.1) 

<25 

7 

6(86) 

1(14) 

7(100) 

Total 

127 

4.7  percent 

6.2  percent 
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TABLE  V.  Maternal  weight  gain  and  low  birth-weight 
babies:  N = 8/127,  incidence  6.2  percent* 


Maternal  Weight 
Gain  in  Pounds 

Infant  Weight 
in  Grams 

Gestational  Age 
at  Birth 

8 

2,013 

36 

9.5 

2,466 

37 

11 

2,013 

34 

14.5 

1,899* 

35 

21 

1,843 

35 

21.5 

2,268 

34 

22 

2,283 

34 

25 

2,405 

38 

‘One  low  birth-weight  baby  from  a group  of  12  high-risk  transfers  not 
included  in  this  table.  Overall  incidence  = 9/129,  6.5  percent  of  low 
birth-weight  babies. 

* Kxpired  on  second  neonatal  day,  the  only  perinatal  death  in  series  of 
139 .patients.  Survival  rate  of  low  birth-weight  infants  = 89  percent. 

respectively.  There  were  five  cases  of  cephalopelvic 
disproportion  and  five  of  uterine  dysfunction,  an 
incidence  no  higher  than  the  average  population. 
The  incidence  of  premature  rupture  of  membranes 
was  4.2  percent,  well  below  that  of  our  general  clinic 
population. 

Length  of  labor  and  incidence  of  uterine  dys- 
function. Details  of  the  total  duration  of  labor  in 
127  patients  from  the  special  care  clinic  were  ana- 
lyzed; 70  percent  delivered  within  12  hours  of  active 
labor  and  94  percent  within  a total  of  20  hours.  Five 
patients  were  noted  to  undergo  labor  exceeding  a 
total  of  20  hours.  Many  patients  from  this  clinic 
were  admitted  during  the  stage  of  prodromal  labor; 
hence  the  exact  duration  of  active  labor  is  difficult 
to  estimate.  Dysfunctional  labor  has  been  reported 
to  be  a prominent  feature  of  many  other  studies  in 
which  young  mothers  did  not  have  the  benefit  of 
personal  contact  with  any  particular  person7;  hence 
fear  and  anxiety  about  labor  may  have  contributed 
to  dysfunctional  labor.  In  this  study,  dysfunctional 
labor  did  not  pose  a major  problem. 

Mode  of  delivery.  One  hundred  and  sixteen 
patients  were  delivered  vaginally,  and  11  patients 
were  delivered  by  cesarean  section.  The  incidence 
df  cesarean  section  was  8.7  percent,  whereas  the 
overall  cesarean  section  rate  at  Lincoln  Hospital  is 
li  percent.  Cephalopelvic  disproportion,  uterine 
dysfunction,  and  breech  presentation  were  the  prime 
indications  for  cesarean  section.  When  patients 
previously  transferred  to  the  high-risk  unit  were  also 
included,  the  overall  incidence  of  cesarean  section 
was  10  percent. 

Low  birth-weight  infants.  A total  of  eight  in- 
fants weighed  less  than  2,500  Gm.,  of  which  only  two 
weighed  less  than  2,000  Gm.  The  smallest  infant  in 
the  series  weighed  1,843  Gm.,  and  the  overall  inci- 
dence of  low  birth-weight  babies  in  this  series  was  6.2 
percent  (Table  V).  One  baby  expired  on  the  second 
day  and  is  described  under  perinatal  deaths.  All 
surviving  babies  were  discharged  from  the  neonatal 
nursery  within  one  week.  The  overall  incidence  of 
low  birth-weight  infants  in  the  combination  group 
was  6.5  percent.  The  survival  rate  of  the  low  birth- 
weight  infants  was  89  percent. 


TABLE  VI.  Perinatal  morbidity  and  mortality  and 
weight:  N = 139* 

Infant  Weight  Maternal  Age 
Condition  in  Grams  in  Years 


Pneumonia 

2,646 

16 

Club  foot 

2,754 

17 

Down’s  syndrome 

2,610 

14 

Ksophageal  atresia 

2,520 

16 

Ksophageal  atresia  and  absence 

2,970 

17 

of  right  hand 

Fracture  of  right  clavicle 

3,870 

16 

Prune-belly  syndrome  ureteral 

3,150 

15 

obstruction 

Perinatal  asphyxia 

1,899* 

16 

Intrauterine  growth  retardation 

1,912** 

18 

* Incidence  of  perinatal  morbidity  = 7.2  percent;  overall  incidence  of 
congenital  anomalies  = 3.2  percent;  incidence  of  perinatal  mortality  = 0.71 
percent,  N = 1/139. 

t Neonatal  death. 

* ' High-risk  clinic. 

It  is  also  noteworthy  that  none  of  the  mothers  of 
small  infants  gained  more  than  25  pounds,  with  the 
majority  of  them  gaining  less  than  20  pounds. 
Hence,  it  does  appear  that  a maternal  weight  gain  of 
20  pounds  or  less  may  be  an  indicator  of  intrauterine 
growth  retardation.  However,  this  is  not  totally 
supported  in  our  small  group  of  patients  delivering 
low  birth-weight  infants  since  most  of  the  patients 
were  preterm  at  the  time  of  delivery. 

Perinatal  morbidity.  There  were  nine  babies 
displaying  morbidity  as  listed  in  Table  VI.  Five 
babies  displayed  defects,  of  which  four  had  a multi- 
factorial  malformation,  and  one  infant  born  to  a 
14-year-old  had  a chromosomal  defect,  Down’s  syn- 
drome. The  parents  of  the  baby  with  Down’s  syn- 
drome were  not  found  to  be  carriers.  All  other 
mothers  were  between  the  ages  of  15  and  17.  The 
incidence  of  congenital  anomalies  in  the  general 
population  is  considered  to  be  2 percent,  and  in  our 
series  we  noted  a 3.2  percent  incidence  of  anomalies 
which  may  be  considered  significant  if  it  persists 
throughout  the  course  of  this  study  in  the  future. 

Perinatal  deaths.  There  was  one  neonatal  death 
in  this  series  of  139  patients.  The  infant  who  was 
delivered  at  35  weeks  displayed  perinatal  asphyxia 
due  to  cord  compression  and  expired  on  the  second 
day  (Table  VI).  There  were  no  perinatal  deaths  in 
the  high-risk  group.  There  were  no  stillbirths  in  this 
series;  hence  the  aforementioned  baby  represented 
the  only  perinatal  loss  in  the  entire  study.  There 
were  no  maternal  deaths  in  this  series. 

Comment 

Teenage  pregnancies  have  been  viewed  as  one  of 
the  most  perplexing  problems  of  modern  medicine, 
but  the  aforementioned  early  results  in  a small  group 
of  patients  do  reveal  a fundamental  fact:  that  if 
adequate  considerations  are  given  to  the  multifaceted 
needs  of  these  young  patients  they  do  not  pose  a se- 
rious obstetric  dilemma,  and  the  infants  of  these  girls 
have  as  good  a chance  for  survival  as  any  other  in- 
fant. 
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The  National  Center  for  Health  Statistics  report 
for  1976  reveals  the  bleak  outcome  of  teenage  preg- 
nancy in  the  United  States.4  It  is  clear  from  this 
report  that  maximum  numbers  of  premature  babies 
are  delivered  by  patients  under  19  years  of  age  who 
contribute  a total  of  21,535  babies  weighing  under 
2,000  Gm.,  and  57,945  babies  weighing  under  2,500 
Gm.  out  of  a total  of  229,375  premature  births. 
Teenagers  account  for  15  percent  of  ail  births  and 
were  responsible  for  at  least  25  percent  of  the  pre- 
mature births  in  the  United  States  in  1976.  Between 
1960  and  1973,  births  to  mothers  under  16  years  of 
age  climbed  by  80  percent,  but  presently  there  are 
indications  that  the  upward  trend  is  going  to  be  more 
gradual.8 

Some  of  the  most  informative  data  regarding 
teenage  pregnancy  has  been  presented  by  Chase,9 
reporting  on  over  142,000  live  births  from  teenage 
pregnancies  in  New  York  City.  The  population  in- 
cluded in  this  study  is  highly  comparable  to  ours,  and 
hence  their  problems  are  very  similar.  Chase  found 
that  the  root  of  the  problems  encountered  by  teen- 
agers lay  in  their  being  at  social  risk  as  much  as  at 
medical  risk.  In  t his  study,  40  percent  of  pregnancies 
were  found  to  be  at  social  risk  and  29  percent  were  at 
medical  risk,  of  which  84  percent  were  identifiable 
during  the  prenatal  course.  Also,  7.1  percent  of 
pregnancies  with  evident  risk  produced  babies 
weighing  2,500  Gm.  or  less,  while  15.2  percent  of 
pregnancies  at  medical  and  social  risk  produced  small 
babies.  The  infant  death  rates  reported  were  11.9 
per  1,000  for  the  no-risk  group  and  41.6  per  1,000  for 
mothers  at  social  and  medical  risk.  Only  12  percent 
of  Puerto  Rican  and  black  women  received  prenatal 
care  during  the  first  trimester  as  against  52  percent 
of  white  women.  The  incidence  of  infant  death  and 
low  birth-weight  babies  were  25  per  1,000  in  Puerto 
Ricans  and  35  per  1,000  among  blacks.  Hence,  it 
does  appear  that  those  having  the  highest  social  and 
medical  risk  receive  the  least  care  and  that  most  of 
the  patients  at  high  risk  are  identifiable  during  their 
prenatal  care.  Therefore,  it  may  be  inferred  that  if 
these  patients  are  given  adequate  medical  and  social 
care,  their  outcome  may  be  improved  to  approach 
that  of  the  average  obstetric  population. 

Poliakoff5  reported  a study  of  229  teenagers  among 
the  regular  obstetric  pat  ients  in  1958,  of  whom  only 
47.2  percent  received  adequate  care.  The  most 
common  complication  noted  was  toxemia,  with  an 
incidence  of  17.7  percent.  In  this  study,  labor  and 
delivery  were  not  influenced  by  maternal  age,  and 
perinatal  mortality  and  prematurity  rates  were  5.9 
and  17.4  percent,  respectively.  The  frequency  of 
complications  was  reported  as  greater  in  those  who 
were  single  and  those  who  did  not  receive  adequate 
care. 

Mussio'  reviewed  50  cases  of  teenage  pregnancies 
below  age  14  in  1962  and  noted  toxemia  and  anemia 
occurring  in  28  and  24  percent  of  the  patients,  re- 
spectively. He  also  noted  a high  incidence  of  pro- 


longed labor;  no  increased  incidence  of  cephalopelvic 
disproportion  was  demonstrated. 

Claman  and  Bell  in  196410  reviewed  224  teenage 
pregnancies  where  less  than  20  percent  of  the  pa- 
tients received  more  than  six  months  of  prenatal  care. 
A significant  number  of  his  patients,  32  percent, 
developed  toxemia,  which  was  attributed  to  irregular 
prenatal  care  and  a “jitterbug”  diet,  which  he  de- 
scribed as  consisting  of  hot  dogs,  potato  chips,  cokes, 
and  pies.  In  this  study  he  considered  any  teenage 
patient  with  a blood  pressure  of  130/80  mm.  Hg  at 
rest  near  term  to  have  a mild  form  of  toxemia,  and 
employed  the  connotation  “severe”  when  the  blood 
pressure  exceed  140/90  mm.  Hg  in  this  group.  Large, 
generally  crowded  routine  obstetric  clinics  with  a lack 
of  awareness  of  the  special  needs  of  young  mothers 
may  contribute  to  the  complications  commonly  seen 
in  teenagers  when  they  are  seen  as  regular  obstetric 
patients. 

Recently,  there  have  been  some  reports  from 
special  care  units,  where  young  mothers  received 
prenatal  care  with  education  pertaining  to  pregnancy 
and  dietary  care,  and  had  the  benefit  of  personal 
rapport  with  either  nurses  or  physicians  in  these 
clinics.  These  controlled  studies  have  demonstrated 
the  benefits  of  this  multifaceted  care.  The  most 
noteworthy  study  to  date  is  a report  by  Evrard  and 
Gold,11  where  435  teenagers  were  managed  by  a 
multidisciplinary  health  care  team.  Despite  the 
unfavorable  sociomedical  profile  of  the  cohort,  the 
outcome  was  very  gratifying.  The  perinatal  mortal- 
ity rate  was  16  per  1,000  and  was  identical  to  the 
perinatal  mortality  rate  from  total  births  in  the  State 
of  Rhode  Island  during  1975.  In  their  study,  6.4 
percent  of  the  patients  had  a hemoglobin  below  10 
Gm.,  and  the  incidence  of  low  birth-weight  babies 
was  9.2  percent. 

Osofsky,  Hagen,  and  Wood  in  196812  reported  a 
study  of  76  girls  managed  in  a special  care  unit  with 
complete  absence  of  perinatal  deaths.  The  prema- 
turity rate  was  11.5  percent  , and  20  percent  of  girls 
had  a hemoglobin  of  less  than  10  Gm. 

McLean  and  his  associates,13  in  a study  published 
in  the  New  York  State  Journal  of  Medicine  in  1979 
noted  that  at  a time  of  generally  declining  birth  rates 
in  the  United  States,  more  babies  are  being  born  to 
very  young  mothers.  He  notes  a decreasing  maternal 
mortality  rate  in  the  United  States  associated  with 
an  increased  percentage  of  teenage  maternal  mor- 
tality. Deaths  in  teenage  mothers  were  primarily 
associated  with  anesthesia  and  eclampsia. 

Summary 

The  present  study  has  attempted  to  show  the 
benefit  of  proper  prenatal  care  delivered  in  a special 
care  unit  for  pregnant  teenage  patients.  The  clinic  < 
design,  convenient  hours  of  operation,  and  peer 
companionship,  as  well  as  support  and  interest  from 
highly  motivated  personnel,  all  appear  to  have  in- 
fluenced the  outcome  of  pregnancy  in  this  teenage 


750  New  York  State  Journal  of  Medicine/April,  1980 


group.  Continuous  educational  programs  during  the 
clinic  hours  in  the  areas  of  nutrition,  personal  hy- 
giene, the  importance  of  proper  prenatal  care,  and 
the  continuity  of  personal  contact  with  the  stall  all 
appear  to  have  influenced  patient  motivation  and 
improved  outcome. 

A review  of  the  low  incidence  of  medical  compli- 
cations, prematurity,  and  toxemia  of  pregnancy,  as 
well  as  the  perinatal  outcome  in  this  small  group  of 
patients,  is  very  encouraging.  It  appears  that  med- 
ically this  group  of  patients  represents  a “low-risk” 
group  regarding  pregnancy  outcome  when  care  is 
delivered  in  a special  care  unit  and  all  other  social  and 
financial  problems  are  also  addressed. 

All  communities  should  consider  the  establish- 
ment of  a comprehensive  service  program  for 
school-age  pregnant  girls,  as  well  as  a program  of 
intensified  instruction  during  the  early  teen  years 
specifically  addressing  the  areas  of  reproductive 
physiology  and  family  planning. 

This  preliminary  report  is  encouraging  with  regard 
to  teenage  pregnancy  outcome,  and  we  await  the 
opportunity  to  report  a larger  group  of  patients. 
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detection  of  the  tumor. 

Tumors  were  detected  in  clinical  stage  I 53.8  percent  of 
the  time  when  the  detection  method  was  routine  physical 
examination;  37.7  percent  when  it  was  self-examination, 
and  only  27.0  percent  when  detection  was  accidental.  69 
percent  of  the  self-examination  group  discovered  their  own 
tumors.  Differences  were  less  apparent,  however,  when 
the  pathological  stage  was  considered.  Tumors  found 
during  routine  breast  examination  averaged  6.1  mm. 
smaller  in  diameter  than  those  discovered  accidentally. 
Greenwald,  P.,  et  al.:  New  England  J.  Med.  299:  271  (Aug. 
10) 1978. 
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Since  Rusk  and  his  co-workers  popularized  the 
concept  of  stroke  rehabilitation  20  years  ago,1  there 
has  been  little  substantive  information  demon- 
strating the  effectiveness  of  this  type  of  holistic  care. 
In  the  last  five  years,  however,  a number  of  centers 
have  published  reports  that  support  Rusk’s  earlier 
contentions  that  stroke  rehabilitation  can  improve 
functional  recovery  and  is  thus  an  effective  medical 
treatment.2  ' 

What  is  stroke  rehabilitation? 

Broadly  defined,  stroke  rehabilitation  is  the  art  of 
teaching  a patient  and  his  family  compensatory 
methods  of  overcoming  the  various  linguistic,  cog- 
nitive, perceptual,  and  physical  deficits  that  follow 
stroke,  in  an  attempt  to  maximize  functional  recov- 
ery. Generally,  this  is  accomplished  by: 

1.  “Labeling”  all  the  problems  present. 

2.  Trying  to  make  the  patient  and  his  family  un- 
derstand the  various  problems  and  how  they  can  be 
solved. 

3.  Using  various  treatment  methods  to  improve 
communication  skills,  cognition  and  perception,  abili- 
ty to  walk,  ability  to  perform  self-care  activities,  and 
ability  to  control  sphincter  function. 

Esoteric  equipment  is  rarely  needed,  and  the  ex- 
pertise to  accomplish  these  goals  is  usually  available 
in  general  hospitals  and  nursing  homes.  It  is  now 
generally  accepted  that  st  roke  rehabilitation  can  be 
best  performed  by  a team  approach  to  total  care, 
emphasizing  patient  and  family  participation.  The 
team  usually  consists  of  physicians,  nurses,  physical 
therapists,  occupational  therapists,  speech  thera- 
pists, social  workers,  and  dietitians.8,9  They  meet 
as  a group  at  least  once  every  two  weeks  to  discuss  all 


aspects  of  patient  performance,  mutual  problems, 
and  methods  of  solving  identified  problems.  Goals 
are  set,  discharge  planning  is  discussed,  and  thera- 
peutic programs  are  developed. 

What  types  of  centers  offer  inpatient  stroke- 
rehabilitation  services? 

Following  a major  stroke,  most  patients  are  ini- 
tially hospitalized  in  a general  hospital.  Most  phy- 
sicians involved  in  developing  stroke-rehabilitation 
programs  agree  that  rehabilitation  should  begin  on 
the  first  day  of  hospitalization.  The  American  Heart 
Association  has  endorsed  this  concept.9  In  Hawaii, 
many  of  the  major  general  hospitals  have  adopted  an 
early  mobilization  approach,  using  a series  of  gra- 
dated exercises  that  are  initiated  as  soon  as  the  pa- 
tient is  medically  stable.10 

Most  physicians  in  acute-care  hospitals  will  re- 
quest a consultation  from  the  rehabilitation  de- 
partment to  begin  a stroke-rehabilitation  program 
after  the  medical  evaluation  has  been  completed  and 
after  the  patient  has  been  medically  stabilized. 
Recent  changes  in  Federal  guidelines  may  alter  this 
practice  in  the  near  future,  since  Medicare  and  other 
insurance  carriers  will  now  pay  for  rehabilitation 
services  rendered  only  if: 

1.  The  patient  needs  two  or  more  of  the  following 

services  on  a daily  basis:  physical  therapy,  occupa- 

tional therapy,  speech  therapy,  and  skilled  rehabilita- 
tion nursing,  in  addition  to  daily  medical  supervision. 

2.  The  patient  cannot  be  maintained  in  a facility 
providing  a lesser  level  of  care,  such  as  a nursing 
home. 

3.  There  is  detailed  documentation  of  continued 
progress  with  treatment,  that  the  patient  did  need  the 
level  of  services  provided,  and  that  the  patient  actually 
received  these  services. 

4.  There  is  clear  documentation  that  suitable  dis- 
charge planning  began  on  the  day  of  referral  for  reha- 
bilitation. 

Physicians  may  be  forced  to  discharge  patients 
who  do  not  fit  these  criteria,  even  though  these  pa- 
tients could  benefit  from  inpatient  rehabilitation 
services. 

Although  most  acute-care  hospitals  admit  stroke 
patients  to  various  units  as  beds  become  available, 
Howard6,11  has  shown  conclusively  that  a specially 
staffed,  disability-oriented  stroke  unit  within  the 
confines  of  a general  hospital  can  significantly  im- 
prove outcome.  In  his  series  of  over  1,300  patients, 
the  average  length  of  hospitalization  was  only  28 
days;  50  percent  of  the  group  returned  home  with  the 
help  of  community  agencies,  30  percent  were  referred 
to  nursing  homes  or  extended-care  facilities,  and  20 
percent  expired.  The  American  Heart  Association9 
and  the  Stroke  Council  have  subsequently  endorsed 
the  concept  of  the  acute-care  stroke  unit,  although 
most  general  hospitals  have  neither  accepted  the 
concept  of,  nor  established,  disability-oriented  units, 
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Physicians  are  becoming  more  aware  of  the  value  of 
rehabilitation  in  maximizing  functional  return  fol- 
lowing stroke.  This  review  examines  the  effective- 
ness, benefit,  and  cost  of  this  type  of  holistic  care,  and 
outlines  the  various  alternatives  for  healthcare  de- 
livery following  stroke. 


even  though  such  units  can  he  developed  without 
extra  cost  to  the  hospital  by  using,  and  reallocating, 
existing  resources.812  When  physicians  and  hospital 
administrators  support  the  development  of  an 
acute-care  stroke  unit,  the  local  Professional  Stan- 
dards Review  Organization  or  Health  Systems 
Agency  may  provide  unexpected  harriers  to  the  ac- 
tual creation  of  the  unit,  even  though  these  agencies 
have  no  direct  mandate  over  the  reallocation  of  ex- 
isting resources. 

If  a patient  cannot  make  enough  progress  in  a 
i stroke-rehabilitation  unit  in  a general  hospital,  he  is 
usually  referred  to  a regional  stroke-rehabilitation 
unit  or  to  a nursing  home.  Using  Howard’s6’11  data, 
it  was  estimated  that  3 patients  per  1,000  population 
per  year  would  need  the  type  of  comprehensive  care 
n offered  in  a regional  rehabilitation  center.18  Re- 
gional rehabilitation  facilities  usually  are  better 
equipped  to  handle  difficult  rehabilitation  problems, 
i usually  have  more  staff  to  care  for  the  more  disabled, 
have  more  sophisticated  equipment,  and  provide 
more  intensive  rehabilitation. 

A retrospective  analysis  of  248  patients  with  stroke 
|!  (average  age  67,  range  17  to  98  years)  admitted 
without  preselection  to  the  stroke-rehabilitation  unit 
at  the  Burke  Rehabilitation  Center  showed  that  80 
percent  of  these  patients  were  able  to  return  home 
after  an  average  length  of  stay  of  43  days.  At  dis- 
charge, 85  percent  were  ambulatory  and  56  percent 
were  able  to  perform  their  own  self-care  activities 
with  no  assistance.2  All  these  248  patients  would 
have  been  sent  to  nursing  homes  if  they  had  not  been 
admitted  to  our  stroke  unit.  The  fact  that  198  of  the 
248  patients  went  back  into  the  community  suggested 
that  a regional  stroke-rehabilitation  unit  could  con- 
jl  ceivably  “salvage”  up  to  80  percent  of  the  stroke 
patients  referred  from  acute-care  general  hospitals 
to  nursing  homes  for  long-term  care.  Two  subse- 
quent studies  have  confirmed  these  data.3-4 

Even  in  a rehabilitation  center  specializing  in  the 
treatment  of  functional  disabilities,  patients  with 
stroke  are  more  likely  to  improve  if  placed  on  a dis- 
ability-oriented unit  than  if  they  are  admitted  to 
mixed  disability  units  scattered  throughout  the 
hospital.14 

What  type  of  rehabilitation  services  are 
available  after  discharge  from  hospital? 

After  discharge  from  the  hospital,  some  patients 
need  continued  therapy  to  achieve  well-defined  but 
limited  goals.  This  type  of  follow-up  care  can  usually 
be  provided  by: 

1.  Local  visiting  nurse  associations. 

2.  Home-care  programs. 

3.  Outpatient  programs  at  local  hospitals. 

4.  Outpatient  programs  at  a regional  rehabilitation 

center. 

The  type,  intensity,  and  frequency  of  care  varies 
in  each  of  these  programs.  Selection  of  a program 


should  be  based  on  the  individual  needs  of  each  pa- 
tient, on  the  available  resources,  and  on  the  type  of 
health-care  insurance  available  to  finance  outpatient 
care.  These  outpatient  programs  should  also  em- 
phasize: 

1.  Patient  and  family  education  and  involvement. 

2.  A gradated  series  of  exercises  placing  the  major 
emphasis  for  implementation  on  the  patient  and  fami- 
ly, not  on  the  therapist  or  physician. 

In  general: 

The  total  number  of  sessions  of  therapy  is  less  im- 
portant than  the  number  of  times  the  patient  does  his 
exercise  daily. 

It  is  more  important  to  do  the  exercise  frequently 
during  the  day  than  to  set  aside  a 15-  to  30-minute  ses- 
sion and  then  neglect  exercising  the  rest  of  the  day. 

It  is  important  for  the  patient  to  return  for  follow-up 
at  regular  intervals  so  that  new  exercises  may  be  as- 
signed when  indicated. 

With  this  approach,  outpatient  visits  can  be  lim- 
ited and  long-term  follow-up  assured  to  maximize 
improvement  and  minimize  costs. 

Patients  needing  an  ongoing,  comprehensive, 
multidisciplinary  outpatient  rehabilitation  program 
are  best  served  in  a day  hospital  where  they  can  re- 
ceive physical  therapy,  occupational  therapy,  speech 
therapy,  skilled  rehabilitation  nursing,  social  service 
intervention,  and  medical  supervision.  Although 
there  are  no  statistics  proving  the  cost-effectiveness 
of  this  type  of  medical  care,  anecdotal  experience 
with  large  numbers  of  stroke  patients  attending  the 
Burke  Day  Hospital  has  shown  that  many  of  these 
patients  were  maintained  in  community  settings  only 
because  the  day  hospital  gave  them  ongoing  therapy 
while  allowing  their  family  members  to  continue  to 
work  or  to  attend  to  other  activities.  The  types  of 
programs  offered  by  a day  hospital  have  unique  ad- 
vantages for  stroke  patients;  as  many  as  two  thirds 
of  all  patients  attending  the  day  hospital  at  Burke 
were  admitted  for  stroke-related  deficits.15 

Some  patients  improve  enough  so  that  they  need 
no  formal  therapy,  although  they  do  benefit  greatly 
from  resocialization  programs  at  a day-care  center 
w’here  a group  of  stroke  patients  can  come  together 
during  the  day  for  social  activities  supervised  by  a 
volunteer.  This  type  of  activity  also  provides  some 
relief  to  family  members  wTo  are  then  able  to  spend 
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these  hours  attending  to  other  tasks. 

In  the  last  10  years,  the  concept  of  stroke  clubs  has 
become  increasingly  popular.  These  groups,  spon- 
sored and  run  by  stroke  patients  and  their  families, 
provide  a forum  for  these  individuals  to  discuss 
mutual  interests  and  problems.  The  frequency  and 
content  of  the  meetings  vary  from  region  to  region, 
with  most  clubs  meeting  once  a month  for  a discus- 
sion or  lecture.  The  American  Heart  Association  has 
published  an  updated  pamphlet  listing  some  stroke 
clubs.16 

Third-party  carriers  will  often  pay  for  some  types 
of  rehabilitation,  for  instance,  physical  therapy  but 
not  occupational  therapy.  Their  policy  with  respect 
to  day-hospital  coverage  is  currently  under  review; 
some  carriers  will  cover  all  charges  including  trans- 
portation, and  other  carriers  will  pay  only  for  the 
individual  services  rendered.  Carriers  will  not  pay 
for  day-care/resocialization  programs  or  for  stroke- 
club  functions,  although  funds  from  local  heart  as- 
sociations may  be  available  to  sponsor  these  activi- 
ties. 

Nursing  homes,  although  required  to  have  avail- 
able all  the  services  needed  to  provide  multidisci- 
plinary stroke  rehabilitation,  are  rarely  able  to  allow 
their  staff  to  spend  enough  time  with  individual  pa- 
tients to  accomplish  more  than  “maintenance  of 
current  status.” 

Little  information  is  available  to  provide  guidelines 
for  determining  which  stroke  patients  can  and  should 
be  rehabilitated  in  acute-care  hospitals  and  which 
patients  can  and  should  be  referred  to  regional 
stroke-rehabilitation  centers,  chronic-disease  hos- 
pitals, skilled-nursing  homes,  and/or  health-related 
facilities.  Without  good  guidelines,  health-care 
planners  cannot  adequately  assess  present  and  future 
needs.  Hence,  facilities  to  provide  optimal  care  may 
continue  to  be  unavailable  in  many  communities. 
Several  reports  have  alluded  to  the  problems  of 
stratifying  health-care  delivery  services  for  stroke 
patients,  but  there  is  still  no  study  that  has  realisti- 
cally addressed  the  overall  problem.13’1'18 

The  ideal  health-care  delivery  system  would  offer 
a spectrum  of  services,  individually  tailored  to  pa- 
tient needs  and  providing  the  most  effective  treat- 
ment at  the  least  cost.  Such  a system  would  in- 
clude: 

1.  Disability-oriented  units  in  acute-care  hospi- 
tals, regional  rehabilitation  facilities,  and  nursing 
homes. 

2.  Knlightened  care  through  community  agencies 
such  as  the  visiting  nurse  and  home  health-care 
groups. 

3.  A day-care  center. 

4.  A rehabilitation  outpatient  division  offering 
limited  therapy. 

5.  A day  hospital. 

6.  A stroke  club. 

Patients  could  then  enter  t he  health-care  system 


at  any  level,  changing  programs  with  changing 
needs. 

Since  this  spectrum  of  services  is  generally  not 
available,  the  following  guidelines  are  offered  for 
stratifying  health-care  delivery  within  the  confines 
of  the  present  system: 

1 . Stroke  patients  should  receive  rehabilitation  in 
the  acute-care  hospital  if  that  hospital  has  a well-orga- 
nized acute-care  rehabilitation  program.  Patients 
should  remain  in  these  programs  only  until  they  are 
well  enough  to  be  discharged  home  or  until  it  is  clear 
that  they  will  need  more  intensive  therapy  at  a region- 
al rehabilitation  center. 

2.  If  the  acute-care  hospital  does  not  have  a well- 
organized  stroke-rehabilitation  program,  patients 
should  be  transferred  to  the  nearest  regional  stroke- 
rehabilitation  unit  (if  feasible)  as  soon  as  the  patient  is 
medically  stable. 

3.  The  type  and  intensity  of  rehabilitative  care 
provided  in  nursing  homes  and  in  extended-care  facili- 
ties rarely  match  the  type  or  intensity  of  care  provided 
in  a hospital  stroke  unit.  Thus,  the  concept  of  early 
transfer  to  these  facilities  for  comprehensive  multidis- 
ciplinary stroke  rehabilitation  cannot  be  endorsed. 

4.  Long-term  follow-up  care  should  be  planned  to 
meet  individual  needs  using  existing  community  facili- 
ties. 

What  factors  influence  outcome  in  stroke 
rehabilitation? 

Several  studies  on  the  factors  that  influence  out- 
come and  length  of  stay  in  a stroke-rehabilitation 
unit  showed  that  patients  who  were  unable  to  re- 
member things  from  one  moment  to  the  next  usually 
did  not  benefit  from  therapeutic  programs,  although 
patients  with  primary  perceptual  deficits  usually 
could  achieve  significant  functional  improvement 
once  these  deficits  were  identified  and  adequately 
treated.2-4  Other  factors  found  to  affect  outcome 
adversely  included: 

1.  Severe  paralysis  on  admission. 

2.  Poor  motivation. 

3.  The  presence  of  multiple  neurologic  deficits. 

4.  A delay  of  more  than  30  days  between  onset  of 
stroke  symptoms  and  admission  to  a regional  stroke- 
rehabilitation  unit. 

Factors  found  to  be  unrelated  to  outcome  in- 
cluded: 

1 . The  presence  of  a hemisensory  deficit. 

2.  Dysphasia. 

3.  Age  (up  to  the  ninth  decade). 

4.  The  presence  of  arteriosclerotic  heart  disease, 
hypertension,  or  diabetes. 

Analysis  of  the  outcome  data  clearly  indicated 
that  minimal  goals  for  a rehabilitation  program 
should  include:  ( 1 ) urinary  and  fecal  continence,  and 
(2)  the  ability  to  walk  with  or  without  devices,  since 
patients  who  are  incontinent  and/or  completely 
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nonambulatory  usually  could  not  be  maintained  in 
a home  setting. 

A multivariate  analysis  of  the  effect  of  medical  and 
physical  variables  on  outcome  in  a group  of  ap- 
proximately 600  consecutive  patients  discharged 
from  The  Burke  Stroke  Unit  showed  that  the  pres- 
ence of  persistent  perceptual  and/or  cognitive  dys- 
function was  the  only  predictor  of  whether  or  not 
patients  would  be  discharged  home.19  The  mathe- 
matical models  constructed  did  not  reliably  predict 
other  outcome  measures,  for  example,  the  ability  to 
walk  at  the  time  of  discharge,  ability  to  do  self-care 
activities  and  be  continent  on  discharge,  and  length 
of  hospitalization.  Preliminary  data  from  a second 
attempt  to  use  multivariate  techniques  to  predict 
outcome  on  an  even  larger  group  suggested  that: 
medical  and  physical  variables  alone  (such  as  severity 
of  weakness,  presence  of  cognitive/perceptual  defi- 
cits, inability  to  walk,  and  so  forth)  cannot  accurately 
predict  outcome;  and  socioeconomic  variables  must 
be  included  since  ( 1 ) anecdotal  experience  strongly 
suggested  that  these  variables  may  often  be  as  im- 
portant as  the  medical  variables  in  predicting  out- 
come, and  (2)  exclusion  of  these  data  from  the  anal- 
ysis may  have  prevented  the  development  of  a more 
j definitive  mathematical  model.20 

Although  these  outcome  studies  led  to  some  gen- 
eral statements  about  who  might  maximally  benefit 
I from  rehabilitation  and  who  might  not  benefit  from 
! treatment,  the  data  clearly  showed  that  most  patients 
improved  with  therapy.  Thus,  “the  relatively  high 
success  rate  in  rehabilitating  patients  having  poor 
prognostic  signs  strongly  suggests  . . . that  most 
I stroke  patients  do  significantly  benefit  from  treat- 
ment and  should  not  be  excluded  from  rehabilitation 
programs.”  4 

What  is  cost  of  stroke  rehabilitation? 

In  the  most  recent  edition  of  Diagnosis  and 
Management  of  Stroke,  Toole21  states:  “Every  year, 
nearly  four  hundred  thousand  people  in  the  United 
States  become  stroke  victims.  Approximately  40% 

, of  these  die  within  a month,  and  at  least  two  thirds 
of  those  who  survive  have  some  degree  of  permanent 
disability.  At  the  present  time,  the  population  of 
this  country  includes  two  and  a half  million  disabled 
survivors  of  stroke.  The  economic  toll  of  this  disease, 
considering  both  the  cost  of  care  and  the  loss  of 
earnings,  is  estimated  to  be  nine  and  a half  billion 
dollars  annually.” 

Feigenson  et  al.22  have  presented  data  showing 
that  the  average  hospital  cost  of  initial  care  for  a 
patient  suffering  an  acute  cerebral  infarction  was 
from  $13,052  to  $19,285  per  patient  per  stroke  for 
patients  hospitalized  in  acute-care  hospitals  in  New 
York  City  and  then  referred  to  a stroke-rehabilitation 
unit  for  short-term  treatment.  Physicians’  fees,  cost 
of  laboratory  tests  and  medications,  the  added  ex- 
pense of  intensive-care  unit  care  or  special-duty 
nurses,  and  various  incidental  costs  were  not  included 


in  these  figures,  nor  was  the  cost  of  maintaining 
stroke  patients  after  discharge  or  the  loss  of  income 
due  to  stroke- related  handicaps.  Although  the  costs 
for  rehabilitation  were  high  (about  $6,000  to  $8,000 
per  patient  per  stroke),  the  costs  for  rehabilitation 
seemed  justified  since  most  of  the  patients  originally 
referred  to  the  stroke  unit  would  have  required 
long-term  institutional  care  at  far  greater  costs.  In 
this  area,  nursing-home  care  for  one  year  ranges  from 
$18,250  to  $36,500,  excluding  physician  fees,  medi- 
cation costs,  and  costs  for  special  services. 

Since  there  are  no  substantive  studies  on  the  cost 
or  relative  effectiveness  of  long-term  care  at  the  in- 
stitutional level,  the  skilled  nursing-home  level,  the 
health-related  facility  level,  the  day-hospital  level, 
the  outpatient  level,  or  the  day-care  center  level,  it 
is  difficult  to  make  any  definitive  statements  about 
what  type  of  long-term  care  is  maximally  effective  or 
least  costly. 

Since  holistic  care  is  effective,  it  is  important  to 
emphasize  that  there  are  methods  of  cutting  costs  for 
this  type  of  care  while  actually  improving  outcome. 
They  include: 

1.  Development  of  disability-oriented  stroke  units 
in  both  acute-care  and  rehabilitation  centers. 

2.  Beginning  rehabilitation  in  the  acute-care  hos- 
pital as  soon  as  the  patient  is  medically  stable. 

3.  Enlistment  and  education  of  interested  friends 
and  family  members  to  help  provide  rehabilitation  ser- 
vices during  all  phases  of  stroke  treatment. 

4.  Initiation  of  rapid  referral  to  regional  rehabilita- 
tion facilities  if  there  are  no  well-developed  stroke  pro- 
grams in  the  acute-care  hospitals. 

5.  Development  of  guidelines  for  stratifying 
health-care  delivery  in  the  community  so  that  stroke 
victims  can  receive  comprehensive  care  at  the  level  re- 
quired to  maximize  functional  recovery  while  contain- 
ing costs. 

Quality  of  life  after  stroke 

After  surviving  a major  physical,  psychologic,  and 
socioeconomic  catastrophe,  the  rehabilitated  stroke 
victim  is  often  ignored  by  society,  and  is  often  unable 
to  return  to  work  or  school.  Savings  may  be  de- 
pleted, and  he  may  forced  to  seek  public  assistance. 
The  stroke  victim  frequently  becomes  depressed, 
withdrawn,  apathetic,  and  bitter,  often  finding  it 
difficult  to  resume  a reasonably  normal  existence. 
Patients  may  experience  significant  changes  in: 

1.  Desire  to  perform  self-care  activities. 

2.  Activity  patterns  at  home,  work,  or  school. 

3.  Leisure  activities  at  home  or  away  from  home. 

4.  Position  in  the  home. 

5.  Personality  patterns. 

6.  Sexual  patterns. 

7.  Types  of  close  personal  relationships. 

8.  Degree  of  life  satisfaction. 

9.  Degree  of  socialization. 

Preliminary  data  analyzing  some  of  these  factors 
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in  a large  group  of  elderly  patients  attending  the 
Burke  Day  Hospital,  most  suffering  from  stroke, 
showed  that  a majority  of  these  patients  who  par- 
ticipated in  a long-term  rehabilitation  program 
continued  to  be  satisfied  with  their  current  functional 
level  and  with  their  postictal  lifestyle  as  long  as  one 
year  after  admission  to  the  program.23  Patients  not 
receiving  this  type  of  ongoing  follow-up  therapy 
tended  to  be  much  less  satisfied  with  their  quality  of 
life. 

It  is  important  that  physicians  inquire  about 
quality  of  life  when  their  patients  return  for  follow-up 
care.  The  simple  question,  “How  do  you  spend  your 
day?”  often  elicits  much  useful  information  and  can 
lead  to  a very  open  discussion  of  major  issues.  If  the 
answers  do  not  indicate  a reasonable  degree  of  life 
satisfaction,  then  treatment,  no  matter  how  esoteric, 
has  not  been  beneficial,  and  a new  strategy,  which 
will  eventuate  in  a happier  existence  and  a better 
quality  of  life,  must  be  developed. 

We  badly  need  enlightened  programs  aimed  at 
improving  quality  of  life.  Such  programs  could 
produce  better  acceptance  of  the  handicapped;  more 
appropriate  health-care  legislation;  fewer  work  dis- 
incentives; more  educational/vocational  and  avoca- 
tional  opportunities  for  stroke  victims;  better  psy- 
chologic and  sexual  counseling  services;  earlier  re- 
ferral to  appropriate  community  agencies;  and  a 
simplified  system  for  dealing  with  the  complicated 
paperwork  necessary  to  get  through  the  confusing 
and  often  quixotic  regulations  promulgated  by  var- 
ious health-care  agencies  and  third-party  carriers. 

Conclusion 

This  review  defines  stroke  rehabilitation,  discusses 
the  various  programs  offering  inpatient  and  outpa- 
tient rehabilitation  services,  and  outlines  methods 
of  individualizing  programs.  Outcome  data  are 
discussed,  showing  (1)  that  it  is  possible  to  identify 
groups  that  make  the  most  progress  in  a rehabilita- 
tion program;  and  (2)  that  most  patients  can  make 
significant  improvement  with  appropriate  treatment, 
suggesting  that  most  patients  should  receive  reha- 
bilitation following  a stroke.  Methods  of  maximizing 
effectiveness,  minimizing  costs,  and  improving 
benefits  (quality  of  life)  are  then  discussed. 

Although  it  is  expensive  to  provide  holistic  care  for 
stroke  patients,  cost  data  suggest  that  the  long-term 
cost  for  not  providing  this  type  of  care  may  actually 
be  higher. 

Since  the  family  physician  is  usually  asked  to 
provide  primary  care  for  patients  with  stroke,  he 
should  be  aware  of  the  information  presented  so  that 
he  can  advise  his  patients  and  their  families  about  the 
alternatives  for  health-care  delivery  following 


stroke. 
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This  article  will  attempt  to  examine  the  complex 
interplay  of  forces  which  accompany  an  abstinent 
alcoholic’s  return  to  drinking.  As  we  cone  down 
microscopically  on  the  events  which  herald  the  onset 
of  an  alcoholic  binge,  valuable  data  are  uncovered 
which  clarify  drinking  motives,  offer  prognostic  clues, 
and  give  practical  thrust  in  addressing  the  patient’s 
clinical  needs.  Many  alcoholics  appear  to  follow  a 
distinct  and  consistent  script  or  scenario  as  they  re- 
sume drinking.  It  can  be  rightly  argued  that  alco- 
holism research  has  already  been  over-conceptual- 
ized and  over-semanticized  with  new  descriptive 
schemes  and  classifications  far  outweighing  fresh 
insights  into  etiology  and  treatment.  So  it  is  with 
apologies  in  advance  that  I suggest  the  term  “binge 
profile”  to  denote  a scrutiny  of  the  alcoholic  as  he 
enters  the  psychologic  interface  between  sobriety  and 
drunkenness. 

While  the  termination  of  a drinking  bout  is  often 
mandated  by  outside  forces,  such  as  physical  illness 
or  injury,  absence  of  money,  arrest,  coercion  by 
friends  or  family,  hospitalization,  and  so  forth,  and 
motivational  aspects  are  clouded  by  the  subject’s 
inebriation,  the  onset  of  a binge  may  catch  the  sober 
individual  just  as  his  personal  balance  between  hope 
and  despair  begins  to  tip  unfavorably.  It  is  here,  as 
he  grapples  with  a semiresistible  impulse  to  drink, 
that  his  personality  configuration  and  social  plight 
are  thrown  into  sharpest  focus. 

A century  ago  Quain1  trivialized  the  factors  which 
inaugurate  an  alcoholic  binge  noting,  “The  predis- 
posing causes  of  a sudden  debauch,  such  as  festive 
gatherings,  example  of  companions,  desire  of  relief 
from  anxiety  and  melancholy,  etc.,  scarcely  require 
mention.”  Indeed,  little  mention  has  been  made  on 
this  score  since.  My  own  interest  in  this  area  was 
stimulated  by  observations  while  a psychiatric  con- 
sultant at  the  Community  Hospital  Alcoholism  Unit, 
in  Rochester,  New  York.  This  is  a residential  facility 


This  article  examines  the  events  which  accompany 
an  abstinent  alcoholic's  return  to  drinking,  for  which 
the  term  “ hinge  profile"  is  suggested.  While  com- 
plete abstinence  is  the  usual  goal  for  most  alcoholics, 
many  return  to  drinking  as  an  escape  from  internal 
or  external  stress.  A review  of  several  psychiatric 
patients  who  began  drinking  indicates  four  recurring 
themes:  emotional  seclusion,  proximity  to  previous 
sources  of  alcohol,  disruption  of  psychological  ho- 
meostasis, and  a failure  of  personal  warning  systems. 
An  elucidation  of  the  unique  “ binge  profile”  of  each 
patient  offers  a synopsis  of  relevant  psychological 
issues  and  gives  important  clues  for  prognosis  and 
treatment  strategy. 


where  most  of  the  'patients  are  hardcore,  multi- 
admission street  alcoholics,  who  receive  disulfiram 
(Antabuse)  daily,  and  where  complete  sobriety  is 
required.  Naturally,  in  this  setting  one  often  wit- 
nesses a huge  discrepancy  between  intention  and 
behavior,  with  Unit  members  occasionally  returning 
intoxicated.  Many  of  the  offenders  reported  im- 
pulsive and  unplanned  hinges  accompanied  by  the 
traditional  shallow  explanations  of,  “I  ran  into  some 
old  friends,”  “I  thought  I could  drink  socially,”  “I  got 
thirsty,”  and  so  forth.  While  many  had  experienced 
disulfiram  reactions,  surprising  numbers  had  mild 
reactions  or  none  at  all.  On  further  investigation  it 
was  learned  that  many  so-called  “spontaneous” 
binges  were  actually  preceded  by  several  days  during 
which  the  individual  omitted  taking,  or  merely  pre- 
tended to  take,  the  prescribed  disulfiram.  Some  of 
the  binges  examined  seemed  truly  spontaneous  while 
others  seemed  to  follow  a more  tortuous  and  laby- 
rinthine path,  sometimes  appearing  premeditated, 
and  often  reflecting  complex  schemes  to  deny  or  ra- 
tionalize behavior,  to  tempt  fate,  or  to  give  indirect 
interpersonal  messages.  Examination  of  the  binge 
profiles  of  several  private  psychiatric  patients  further 
confirmed  that  valuable  dynamic  information  was 
contained  herein.  Admittedly,  much  of  this 
information  is  subjective,  impressionistic,  and  gov- 
erned by  the  patient’s  deliberate  or  unintentional 
distortions  in  recall.  Still,  the  patient’s  subjective 
distortions  of  reality  are  themselves  useful  in  un- 
ravelling the  tangled  skein  of  motives  involved  in 
alcohol  resumption. 

Alcoholic  motives 

What  propels  the  alcoholic  from  sobriety  to 
drunkenness?  What  has  drawn  men  for  centuries 
to  what  Freud2  termed  the  “toxic  satisfaction”  and 
Menninger2  the  “suicidal  comfort”  of  alcohol? 
James4  felt  it  was  one  expression  of  man’s  quest  for 
a mystical  experience.  He  noted  that  the  sway  of 
alcohol  over  mankind  was  “unquestionably  due  to  its 
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power  to  stimulate  the  mystical  faculties  of  human 
nature,  usually  crushed  to  earth  by  the  cold  facts  and 
dry  criticisms  of  the  sober  hour  ...  .”  4 Most  would 
agree  that  it  is  as  difficult  to  depict  the  enormous 
range  of  motives  for  drinking  as  it  is  to  depict  the 
enormous  range  of  drinkers.  Roebuck  and  Kessler5 
note,  “there  are  a number  of  scholars  who  take  the 
position  that  the  elusive  search  for  an  alcoholic  per- 
sonality is  like  pursuing  the  Holy  Grail.”  Still,  they 
conclude  after  an  encyclopedic  review  of  the  litera- 
ture, that  alcoholics  are  “basically  dependent  per- 
sonalities who  have  turned  to  alcohol  as  a nieans  of 
escape  from  internal  or  external  stress.”  5 Freud'2 
noted  that  once  under  the  influence  of  alcohol,  an 
individual  regressed  to  a pleasurable  childhood  state 
no  longer  bound  to  the  requirements  of  adult  logic. 
Alcohol  was  postulated  to  lessen  the  amount  of  psy- 
chic energy  expended  for  repression,  leading  to  a 
state  of  elation  and  tranquillity.2 

Toehold  on  volition 

While  a great  deal  of  consideration  has  been  given 
to  the  alcoholic’s  inability  to  control  his  intake  once 
drinking  has  begun,  scant  attention  has  been  paid  to 
the  struggle  over  the  first  drink.  Jellinek6  notes,  “. . . 
the  ingestion  of  one  alcoholic  drink  sets  up  a chain 
reaction  so  that  they  are  unable  to  adhere  to  their 
intention  to  ‘have  one  or  two  drinks  only’  but  con- 
tinue to  ingest  more  and  more  ...  .”  Yet,  he  implies 
that  the  alcoholic  may  have  unconsciously  readied 
himself  for  the  binge:  “Nevertheless,  the  loss  of 

control  is  preceded  by  a period  in  which  ground  for 
the  disease  is  prepared  and  in  which  the  question  of 
impaired  volition  does  not  arise.”  Those  ap- 
proaching the  loss  of  control  phenomenon  in  a 
physiologic  context  still  require  that  a drink  or  two 
initiate  the  sequence  by  inducing  a conditioned  re- 
sponse to  the  “signal”  of  the  first  drink,6  by  para- 
lyzing the  “control  centers”  of  the  brain,7  or  by  ac- 
tivating neuronal  circuits  in  the  hypothalamus  which 
elicit  craving  for  alcohol.8  Yet,  Mello,  McNamee, 
and  Mendelson,9  challenge  the  belief  that  alcoholics 
lose  control  over  intake  either  before  or  while 
drinking.  They  note  that  alcoholics,  given  access  to 
alcohol  in  an  experimental  setting,  do  not  promptly 
drink  themselves  into  oblivion,  but  rather  show  al- 
cohol-consuming behavior  which  reveals  a complex 
interaction  between  the  individual  and  the  alcohol- 
providing environment.  Ludwig  and  Wikler,10  and 
Ludwig,  Wikler,  and  Stark1 1 suggest  that  internal  or 
external  events  may  evoke  powerful  impulses  toward 
alcohol  use  in  the  sober  individual  by  initiating  a 
subclinical  conditioned  withdrawal  syndrome. 
When  an  alcoholic  passes  a bar  and  encounters  cues 
related  to  previous  drinking  practices,  a craving  for 
alcohol  may  he  evoked  just  as  the  sight  of  food  in 
others  may  induce  salivation  or  a feeling  of  hunger. 
They  suggest  that  situations  of  emotional  upset  and 
anxiety  which  induce  sympathetic  nervous  system 
arousal  similar  to  the  syndrome  of  alcoholic  with- 


drawal, such  as  increase  in  heart  rate  and  respiration, 
tremulousness,  sweating,  insomnia,  and  so  forth,  may 
likewise  evoke  a craving  for  alcohol.  Yet,  they  in- 
dicate the  belief  that  despite  these  powerful  psychic 
and  visceral  provocations,  the  alcoholic  does  not  ipso 
facto  lose  complete  control  over  his  drinking.10-11 
His  awareness  of  being  relatively  unable  to  control 
ethanol  consumption  “may  even  take  the  form  of 
total  abstinence.”  10  This  concept  has  been  practi- 
cally mythologized  by  the  Alcoholics  Anonymous 
dictum  to  “avoid  the  first  drink.”  It  is  on  this  frail 
atoll  of  sobriety  amidst  a sea  of  temptation  that  many 
an  alcoholic  readies  for  battle.  Several  examples  of 
the  struggle  follow. 

Binge  profiles 

Case  1.  For  medicinal  purposes.  A 49-year-old  mother 
of  two  grown  sons,  whose  husband  worked  excessively, 
spent  a great  deal  of  time  alone  and  had  occasional  one-day 
binges: 

On  Monday  I had  an  eye  infection  and  the  doctor 
said  it  was  streptococcus.  I was  upset.  He  gave  me  a 
prescription  for  eye  drops  and  I went  to  the  drug  store 
to  get  it  f illed.  I had  to  wait  there  at  least  a half  hour 
and  got  to  thinking  that  if  I did  my  housework  or  start- 
ed packing  for  the  trip  the  eye  drops  wouldn’t  work.  I 
thought  they’d  work  better  if  my  eyes  were  closed.  So 
I went  next  door  to  Liquorland  and  bought  a fifth  of 
whiskey.  I conned  myself  into  thinking  it  was  for  me- 
dicinal purposes  ....  My  astrology  report  said  to  look 
out  for  your  eyes  and  your  heart.  It  all  seemed  reason- 
able at  the  time.  But  when  I got  home  and  started 
drinking  my  husband  walked  in. 

Comment.  Alcohol,  which  has  been  termed  the  uni- 
versal medicament,  has  for  centuries  been  used  for  me- 
dicinal purposes.  However,  in  this  case  its  use  was  a simple 
deception  not  grounded  in  medical  reality.  Her  true  mo- 
tive was  to  sustain  herself  in  an  empty  life,  and  perhaps 
send  a message  to  her  absent  husband.  She  was  alone,  on 
a legit  imate  errand,  and  in  geographic  proximity  to  a pre- 
vious source  of  alcohol.  Here,  the  critical  point  was 
reached  when  she  found  herself  forced  to  remain  for  a half 
hour  in  close  proximity  to  an  alcohol  source,  and  during  the 
wait  rationalized  a way  to  return  to  it.  Her  symptomatic 
alcoholism  was  appropriately  addressed  by  providing  in- 
sight into  her  self-deceptions  and  by  enlarging  the  scope 
of  her  social  and  vocational  activities.  However,  several 
months  later,  she  reported  anot  her  episode  of  alcohol  abuse  ■ 
and  gave  this  account,  indicating  the  consistency  often 
found  in  binge  episodes: 

I got  a volunteer  job  like  you  suggested  but  I found 
that  sitting  for  long  periods  aggravated  my  low  back 
pain.  I went  to  the  ort  hopedist  who  arranged  for  some 
diathermy  and  physical  therapy,  but  when  he  turned 
to  leave  I asked,  “When  will  I see  you  again?”  He  said, 

“I  don’t  think  you  need  to  come  back”  and  walked  out 
leaving  me  with  my  mouth  hanging  open.  So  I went  to 
the  physical  therapy  department  to  get  some  diather- 
my, but  all  I got  was  an  appointment  for  Thursday.  I 
was  thoroughly  frustrated  and  my  pain  was  severe.  I 
bought  a bottle  of  wine  to  deaden  the  pain  and  went 
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home  to  take  a nap.  I awoke  just  in  time  to  cook  my 
husband’s  supper. 

Once  again  she  found  herself  facing  a minor  but  symp- 
tomatic and  worrisome  medical  illness.  Feeling  alone  and 
abandoned,  she  reverted  to  alcohol  as  self-prescribed 
medication.  Whereas  a wait  in  the  pharmacy  had 
triggered  the  previous  episode,  this  time  a delay  in  physical 
therapy  care  proved  the  precipitant.  Once  again,  alcohol 
was  the  vehicle  for  escape  from  an  empty  life  by  inducing 
sleep,  and  her  husband’s  arrival  shortly  after  drinking 
began  served  to  convey  her  unhappiness  to  him. 

Case  2.  Rage.  A 33-year-old  man  with  latent  schizo- 
phrenia had  led  the  life  of  a derelict  alcoholic  for  several 
years  until  a near-fatal  auto  accident.  Awakening  one  day 
from  an  alcoholic  stupor  and  feeling  "like  Rip  Van  Winkle” 
he  decided  to  change  his  life  style  and  enter  alcoholism 
care.  During  a two-year  stay  at  the  Community  Hospital 
Alcoholism  Unit  he  became  psychiatrically  stabilized,  re- 
mained sober,  and  enrolled  in  a medical  assistant’s  training 
program.  He  later  took  a small  apartment  on  his  own, 
supported  by  welfare  from  the  Department  of  Social  Ser- 
vices and  gave  the  following  account  of  his  resumption  of 
drinking: 

I got  upset  in  early  June  when  my  welfare  check  was 
stolen.  I had  no  money  for  groceries  and  no  carfare  to 
get  to  school.  1 called  my  mother  to  ask  for  a loan  but 
she  started  yelling  and  screaming.  She  thought  I was 
lying.  I hung  up  the  phone  in  a fit  of  rage  and  said  to 
myself,  “Why  try  when  life  is  just  laughing  at  me?” 
There  were  90  cents  in  my  pocket  . . . just  enough  for  a 
pint  of  white  port ....  1 knew  it  was  folly  but  I drank 
the  wine  and  played  my  guitar,  then  fell  asleep  and 
missed  my  classes.  Later  I pawned  my  clock  and  a 
book  for  two  dollars  and  stole  some  food  from  the  su- 
permarket. When  my  welfare  check  finally  arrived  I 
drank  it  up.  I moved  in  with  a bunch  of  welfare  pot- 
heads  and  stayed  about  a month.  I tried  to  dry  out 
four  or  five  times,  but  each  time  I began  to  quit  some- 
one would  show  up  with  a quart  of  vodka  or  a six-pack 
and  I'd  join  in.  I desperately  wanted  to  dry  out  but  I 
was  depressed  and  vulnerable.  On  a few  occasions  I 
actually  turned  down  drinks.  Finally  I moved  out  and 
slept  in  the  weeds  for  about  10  days.  One  day  a teach- 
er of  mine  found  me  sitting  at  the  curbside  drinking  a 
quart  of  chocolate  milk  and  she  helped  me  get  into  the 
halfway  house. 

Comment.  While  the  patient  had  done  nicely  in  the 
controlled  environment  of  the  alcoholism  unit,  his  depar- 
ture once  again  rendered  him  vulnerable  to  the  vicissitudes 
of  life  on  the  outside.  The  theft  of  his  welfare  check  and 
his  mother’s  angry  refusal  to  help  had  disrupted  his  equi- 
librium, and  finding  himself  alone  in  the  commercial  wil- 
derness of  a big  city,  he  resorted  to  alcohol  for  comfort. 
Kingham12  has  noted  that  disturbances  of  emotional  ho- 
meostasis often  precede  binge  or  “blitz-type”  drinking 
episodes.  While  the  emotional  alterations  cited  are  usually 
negative  ones  (fear,  anger,  rejection,  and  so  forth),  intense 
happiness  or  elation  may  likewise  be  disruptive  of  ho- 
meostasis, especially  in  individuals  who  feel  themselves 
unworthy  or  inadequate.  He  believes  that  binge  drinking 
serves  a restitutive  function  by  allowing  an  escape  from 
reality,  thereby  permitting  homeostasis  to  be  restored.  His 
binge  profile,  while  indicating  his  vulnerability  to  frus- 


tration and  potential  for  a steep  downhill  slide,  also  re- 
vealed some  strengths,  as  evidenced  by  several  attempts 
to  break  free  of  drunkenness.  Once  returned  to  a pro- 
tected and  stable  environment,  the  patient  resumed  his 
studies  and  remained  alcohol-free.  About  one  year  later 
he  was  severely  upset  when  a trip  he  was  promised  to  Cal- 
ifornia was  cancelled  abruptly.  He  attempted  unsuc- 
cessfully to  control  his  disappointment  and  rage,  but  again 
succumbed  to  a period  of  alcohol  abuse,  and  followed  a 
drinking  scenario  quite  similar  to  the  first. 

Case  3.  Struggle  with  conscience.  A 48-year-old 
housewife  experienced  an  “empty-nest  syndrome”  after 
her  two  sons  reached  adulthood  and  left  home.  Her 
problems  of  loneliness  were  exacerbated  by  her  husband’s 
absence  since  he  was  a sales  representative  for  a large 
corporation  whose  work  often  took  him  out  of  the  country 
for  trips  of  several  weeks'  duration.  She  had  a period  of 
heavy  drinking  leading  to  acute  pancreatitis  and  abdominal 
pain,  which  required  reconstructive  surgery  for  stenosis  of 
the  common  bile  duct,  and  a two-month  hospital  stay.  She 
was  aware  that  recrudescent  alcoholism  could  be  fatal  and 
had  logged  several  months  of  sobriety  before  this  epi- 
sode. 

My  husband  had  just  returned  from  South  America 
and  I was  feeling  great.  I went  to  the  shopping  mall  to 
get  some  groceries  and  then  planned  to  get  some  sta- 
tionery at  the  other  side  of  the  plaza.  I debated  with 
myself  momentarily  about  driving  my  car  there  but  de- 
cided to  walk  instead.  I was  on  foot  and  off  guard  . . . 
had  I been  concentrating  I never  would  have  gone  in.  I 
should  have  taken  my  car  and  driven  past  temptation, 
but  I abruptly  entered  the  liquor  store  and  bought  a 
bottle  of  vodka  which  I hid  in  my  son’s  room  for  three 
days.  I poured  myself  a glass  but  then  spilled  it  down 
the  drain.  An  hour  later  I poured  myself  another  glass 
only  this  time  I drank  it.  I said,  “This  is  ridiculous”  so 
I capped  the  bottle  and  put  it  back  in  my  son’s  room. 
My  plan  was  to  leave  it  there  until  the  trash  man  came 
on  Tuesday.  I must  have  left  the  light  on  in  the  room 
for  that  evening  my  husband  noted  a light  under  the 
door.  He  was  curious  but  I said  I had  gone  into  Ted’s 
room  and  merely  forgot  to  turn  it  off.  The  next  day  I 
said,  "To  hell  with  it,  it  won’t  hurt”  and  I had  another 
drink.  I must  have  left  the  light  on  again  . . . perhaps  I 
wanted  my  husband  to  find  the  bottle,  and  sure 
enough  he  did.  He  was  furious  and  said,  “Not  again! 
When  are  you  going  to  stop  lying  to  yourself?” 

Comment.  The  patient’s  onset  of  drinking  occurred 
following  her  husband’s  return  from  a long  trip.  While 
successfully  wrestling  with  loneliness  in  his  absence,  she 
was  ebullient  at  his  return  and  felt  entitled  to  celebrate. 
While  she  lacked  a stressful  precipitant  for  drinking,  her 
husband’s  return  had  disrupted  her  homeostasis.  Al- 
though consciously  unaware  of  resenting  her  spouse,  the 
patient’s  binge  profile  included  concealment  of  whiskey, 
with  hints  directed  toward  him  disguising  unconscious 
messages  of,  “I’m  entitled  to  a treat,”  “look  what  you’ve 
done  to  me,”  as  well  as  a request  for  punishment.  Proba- 
bly the  most  salient  feature  of  her  binge  profile  was  the 
unusually  slow  pace  at  which  drinking  was  resumed,  for 
nearly  every  step  was  checked  with  momentary  stalemate 
and  delay.  This  reflected  her  guilt  and  self-reproach,  and 
not  surprisingly,  heavy  drinking  was  forestalled  by  her 
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husband’s  intervention.  One  could  describe  her  episode 
as  a rebellion  against  a “tyrannical  superego”  serving  to 
express  her  hidden  desires  while  simultaneously  eliciting 
punishment.  A survey  in  the  San  Francisco  Bay  area 
identified  guilt  as  the  personality  trait  most  highly  corre- 
lated with  binge  drinking.13  In  this  patient’s  case,  a strong 
sense  of  guilt  combined  with  a realistic  fear  of  medical 
deterioration  to  provide  a strong  barrier  against  recru- 
descent  drinking.  A return  to  college  and  the  hope  of  a 
future  job  were  necessary  to  fill  the  vacuum  in  her  daily 
life. 

Case  4.  The  great  debate.  A 47-year-old  company 
executive’s  progressive  lunchtime  use  of  alcohol  with 
business  associates  got  increasingly  out  of  hand  until  he  was 
fired.  Despite  high  intelligence,  advanced  training  in 
business  administration,  and  a Bronze  Star  for  service  in 
Korea,  he  was  unable  to  remain  sober  and  experienced  a 
downhill  slide  to  janitorial  jobs.  An  ongoing  difficulty  was 
his  aggressive  and  provocative  wife,  who  continuously 
badgered  him,  accused  him  of  drinking  (when  he  wasn’t), 
and  interrogated  him  frequently.  A stay  of  several  months 
at  the  Community  Hospital  Alcoholism  Unit  provided  a 
de  facto  marital  separation,  and  allowed  him  to  log  a pro- 
tracted period  of  sobriety  and  to  resume  regular  work  in 
the  hospital  maintenance  department.  But  new  problems 
awaited  him  after  his  departure: 

When  I got  back  home  Anne  was  on  my  neck  again 
about  alcohol.  She  kept  asking,  “Do  you  still  think 
about  it?”  and  I said,  “I’ll  think  about  it  until  the  day  I 
die.”  I’d  been  dry  for  nearly  a year  and  had  three  days 
off  from  work.  I was  doing  some  grocery  shopping  and 
put  a bunch  of  things  in  my  car.  I was  right  near  my 
old  liquor  store.  When  I entered  my  car  I experienced 
a sudden  overwhelming  urge  to  drink.  I thought  of 
calling  someone  at  the  V.A.  Clinic.  I must  have  sat  in 
the  car  debating  with  myself  for  literally  a half  hour. 
Cars  were  going  all  around  me;  they  must  have  thought 
I was  nuts.  I was  oblivious  and  immobilized.  Finally 
I decided  to  drive  to  the  next  town  hoping  maybe  I’d 
chicken  out  and  change  my  mind  on  the  way,  but  of 
course  I didn’t.  I bought  some  vodka,  had  a couple  of 
drinks,  and  hid  the  bottle  under  the  air  conditioner. 
Anne  looked  at  me  kind  of  funny  but  didn’t  say  any- 
thing. Later  she  admitted  her  suspicions  were 
aroused.  The  next  day  I bought  a couple  more  bottles 
and  started  drinking  heavily.  She  got  angry  and  asked 
if  I had  any  more  whiskey  hidden  which  I denied. 
When  she  found  another  bottle  she  was  furious  and 
said,  “Go  on,  go  on,  drink  it!”  and  pushed  it  in  my  face. 
I was  already  pretty  drunk  but  I complied.  I was  real- 
ly falling  all  over  myself  and  asked  her  to  drive  me  to 
the  hospital.  She  refused,  so  I walked  there  myself. 

Comment.  The  patient’s  story  portrays  a man  caught 
in  the  neurotic  paradigm  of  a wish  to  drink  and  a defense 
against  it.  His  strong  compulsion  toward  alcohol  was 
augmented  by  a wife  who  functioned  like  an  emotional 
jackhammer,  chipping  away  at  his  resolve  to  stay  sober. 
His  binge  occurred  during  a few  days  away  from  work,  and 
the  critical  balance  tipped  when  he  found  himself  geo- 
graphically close  to  an  area  of  previous  alcohol  use.  His 
period  of  paralysis  at  the  decisive  moment  betrayed  a rigid 
and  businesslike  personality  with  tightly  repressed  emo- 
tions and  limited  insight  into  his  feelings.  He  chose,  fi- 
nally, to  act  out  his  conflicts  by  alcohol  abuse  rather  than 


attempt  to  resolve  them  in  sobriety.  As  with  other  binge 
profiles,  the  events  occurring  as  drinking  began  were  em- 
blematic of  the  broader  conflicts  involved,  in  his  case  an 
undermining  wife  who  tormented  him  while  sober,  en- 
couraged him  while  drinking,  and  refused  to  bring  him  to 
medical  care.  A closer  view  of  the  couple’s  marital  com- 
plementarity indicated  his  wife’s  need  to  keep  him  an 
object  of  affliction  and  disdain,  as  well  as  some  collusion 
on  his  part.  Marital  therapy  was  indicated.  The  patient’s 
serious  debate  at  the  onset  of  drinking  and  his  independent 
motivation  to  seek  help  were  good  prognostic  features. 


Case  5.  It  was  there.  This  patient  was  a 51-year-old 
day  laborer  with  a life  history  typical  of  primary  alcohol- 
ism. Never  married,  he  had  abused  alcohol  throughout  his 
adult  life,  associating  mostly  with  derelict  drinkers,  shifting 
between  cheap  hotels  and  flophouses,  and  staying  for  pe- 
riods in  halfway  houses,  The  Salvation  Army,  State  and 
veterans’  hospitals,  and  so  forth.  A “snowbird  alcoholic,” 
he  wandered  nomadically  around  Upstate  New  York 
during  the  fair  weather  seasons,  often  seeking  residential 
placement  in  winter.  After  several  months  of  sobriety  he 
gave  the  following  account  of  alcohol  resumption: 


I could  feel  it  building  up  for  months.  I’m  not  sure 
why  ...  a little  of  everything  I guess.  I saw  a lot  of  peo- 
ple drinking  beer  on  the  Fourth  of  July  . . . actually  I 
was  feeling  pretty  good  ...  so  I bought  a six-pack  at  the 
Stop-and-Go  store  without  thinking  much  about  it.  I 
started  feeling  sick  from  the  disulfiram,  so  I came  back 
to  the  Unit. 


Comment.  The  patient’s  description  of  alcohol  re- 
sumption was  presented  in  concrete  terms  with  minimal 
introspection  or  psychologic  insight.  Despite  persistent 
questioning,  he  could  provide  no  fuller  disclosure  of  his 
motives  for  drinking  or  special  precipitants  for  the  episode. 
Buhler,  and  Lefever,14  in  reviewing  the  multiple  classifi- 
cation systems  for  alcoholics,  note  that  there  is  a consensus 
in  separating  “essential,”  “true,”  or  “primary”  alcoholics 
from  “reactive”  or  “symptomatic”  drinkers.  While  the 
reactive  drinkers  use  alcohol  for  a periodic  escape  from 
anxiety  or  tension,  the  primary  alcoholics  demonstrate 
conspicuous  maladjustment  throughout  adult  life,  and 
reveal  alcohol  use  less  directly  tied  to  emotional  events. 
This  patient’s  binge  profile  is  typical  of  such  individuals, 
and  is  perhaps  also  reflective  of  the  finding  that  the  verbal 
skills  in  those  prone  to  behavioral  acting  out  are  impaired.15 
His  description  of  the  episode  was  devoid  of  meaningful 
psychodynamic  implications,  suggested  impulsiveness,  and 
was,  of  course,  prognostically  unfavorable.  It  is  consistent 
with  Ludwig’s16  observations  of  a group  of  severe  alcoholics 
who  were  followed  for  one  and  a half  years.  Of  the  161 
alcoholics  who  gave  reasons  for  resuming  drinking,  most 
presented  nonspecific  or  trivial  motives.16  The  impulsive 
simplicity  of  the  patient’s  binge  indicated  his  difficulties 
were  not  likely  to  be  influenced  by  psychotherapy.  The 
treatment  of  choice  here  was  placement  in  an  alcohol-free 
environment,  combined  with  the  use  of  disulfiram  as  a 
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chemical  policeman,  in  the  hope  of  reducing  the  frequency 
and  durat  ion  of  episodes. 

Case  6.  Willful  planning.  The  patient  was  a 48- 
year-old  high  school  teacher  with  periods  of  escape-type 
hinge  drinking  that  had  undermined  his  marriage.  After 
several  months  of  complete  sobriety  he  experienced  a 
slip: 

My  wife  was  on  the  warpath  again  and  falsely  ac- 
cused me  of  drinking.  1 was  completely  dry  and  felt 
wronged  and  unhappy.  1 was  like  a prisoner  at  home, 
structured  and  entrapped.  1 took  an  ‘Tll-show-her” 
attitude  and  thought  that  if  I was  going  to  get  blamed 
anyway,  what  the  hell!  On  Saturday  1 went  to  a noon 
A. A.  meeting  and  heard  that  a bunch  of  my  friends 
were  planning  to  go  to  Duffy’s  and  watch  the  Duke- 
Notre  Dame  game.  I decided  to  join  in.  I knew  I’d 
drink  if  I went  and  I had  three  or  four  heers.  1 didn’t 
want  to  go  back  home  so  I moved  in  with  a girlfriend 
who  had  fallen  off  the  wagon.  Later  1 went  to  a motel 
and  began  drinking  very  heavily.  I’m  not  sure  how 
long  I was  there  ....  1 lost  track  of  time,  hut  eventu- 
ally I got  sick  and  tired  of  being  sick  and  tired,  so  1 
came  to  the  hospital. 

Comment.  The  patient’s  account  of  this  episode  indi- 
cated a conscious  decision  for  a few  planned  drinks  fol- 
lowed by  a heavy  unplanned  binge.  The  prelude  was  his 
wife’s  accusation,  triggering  his  anger  and  swelling  his 
negative  self-image.  Although  a highly  energetic  and  in- 
telligent man,  he  harbored  deep  feelings  of  inferiority  de- 
rived largely  from  identification  with  an  alcoholic  father 
killed  in  a motor  vehicle  accident  during  his  childhood. 
Under  the  guise  of  social  festivity,  he  had  set  himself  up  to 
prove  his  unworthiness.  Steiner17  contends  that  alco- 
holism is  accompanied  by  social  game  playing,  and  from 
a transactional  analysis  perspective  notes  that  alcohol 
abuse  produces  interpersonal  payoffs  for  the  drinker.  The 
general  themes  revealed  are  negativistic  variants  of  “I’m 
O.K.,  you’re  O.K.,”  namely  “I’m  no  good,  you’re  no  good.” 
In  this  patient’s  case,  the  critical  moment  was  reached 
when  he  conceded  that  his  wife’s  negative  appraisal  of  him 
was  correct,  and  went  out  to  prove  it. 

A few  months  later,  he  slipped  again,  and  his  account  of 
the  next  episode  indicates  the  consistency  often  seen  in 
drinking  scenarios: 

It  was  a Friday  afternoon  in  late  June  and  I decided 
to  stop  with  a couple  of  my  coteachers  after  school  for 
a beer  or  two.  When  I got  home  my  wife  smelled  alco- 
hol and  blew  her  top.  She  took  off  . . . left  home  for 
the  weekend.  Since  school  was  nearly  over  and  I had 
Monday  off,  I drove  to  the  races  on  Saturday  and  again 
on  Sunday.  I was  drinking  a good  deal  of  beer  and  on 
Monday  I drove  to  the  races  again  but  to  my  surprise 
the  track  was  closed.  I came  home,  took  a nap  and 
woke  up  at  6 o’clock.  Thinking  it  was  Tuesday  morn- 
ing— actually  it  was  Monday  evening — I got  into  my 
car  to  go  to  school.  I guess  I wasn’t  thinking  too  clear- 
ly. My  car  hit  a pothole,  blew  a tire  and  crashed  into  a 
telephone  pole.  I was  arrested  for  driving  while  intox- 
icated and  taken  to  the  hospital. 

On  the  surface,  this  episode  appears  unlike  the  previ- 
ous one,  but  on  closer  inspection  we  see  several  important 
similarities  between  the  two  binges.  Beginning  in  con- 


sciously planned  social  beer  drinking  with  friends,  both 
binges  were  timed  f or  weekends  when  the  patient  was  free 
of  teaching  responsibilities.  The  use  of  alcohol  accom- 
panied his  participation  in  spectator  sports,  and  while  the 
inception  of  each  binge  occurred  in  a social  context,  heavy 
intake  took  place  subsequently  in  isolation.  Marital  dis- 
cord and  separation  of  the  patient  from  his  wif  e during  the 
binge  occurred  in  both  cases,  and  both  led  to  his  loss  of 
contact  with  time,  poor  judgment,  and  negligence  over  his 
welfare.  Themes  of  self-punishment  and  self-destruc- 
tiveness accompanied  each  episode,  and  both  terminated 
in  hospital  outcomes.  Insight-oriented  psychotherapy  was 
indicated  for  the  patient  and  his  wife. 

Conclusion 

Several  themes  emerge  from  the  complex  mosaic 
of  realities  present  as  drinking  begins.  Most  often, 
the  alcoholic  is  alone  at  the  critical  point,  or  if  in 
contact  with  others,  only  superficially  so.  The  onset 
of  drinking  is  largely  a private  affair,  and  despite  its 
social  messages  and  implications,  the  alcoholic  seems 
emotionally  secluded  as  pathologic  drinking  begins. 
Another  repeated  motif  is  the  proximity  to  previous 
sources  of  alcohol.  So  often  the  drinker  finds  himself 
on  a legitimate  errand  near  his  old  bar  or  liquor  store, 
and  we  can  only  speculate  on  the  unconscious  strat- 
egy which  may  have  placed  him  there.  A third 
characteristic  is  emotional  disequilibration  or  dis- 
ruption of  homeostasis.  He  may  be  feeling  good, 
bad,  angry,  sad,  sick,  or  entitled,  but  in  most  cases 
there  is  deviation  from  the  ordinary.  Interpersonal 
stress  is  a frequent  finding.  Freedom  from  routine 
and  customary  daily  responsibilities  is  sometimes 
noted.  A fourth  feature  is  the  failure  of  warning 
systems.  There  is  a moment  of  disinhibition,  at- 
tention is  diverted,  one’s  guard  is  down,  or  the 
boundaries  between  thinking  and  doing  are  blurred. 
Rationalizations  abound,  while  full  and  conscious 
awareness  of  one’s  actions  and  their  implications  is 
swept  aside. 

To  spotlight  these  four  recurring  themes  alone  is 
to  misconstrue  the  main  thrust  of  this  report,  for  the 
binge  profile  is  a microcosm  of  distinct  emotional 
issues  for  each  patient.  It  is  a psychologic  litmus 
test,  unique  for  each  individual,  alerting  us  to  re- 
curring clinical  vectors  which  accompany  the  out- 
break of  drinking.  While  individual  differences 
among  alcoholics  are  generally  acknowledged,  all  too 
often  intuitive  clinical  attempts  to  examine  drinking 
behavior  are  sacrificed  on  the  altar  of  statistics  and 
demography.  A thorny  problem  for  those  of  us  ap- 
proaching alcoholism  as  psychiatrists  has  been  how 
to  focus  on  psychologic  issues,  while  at  the  same  time 
remaining  vigilant  to  drinking  itself.  By  examining 
events  as  the  “slip”  occurs,  we  are  able  to  capture 
both  components  simultaneously. 

Most  alcoholics,  queried  intensively  about  the 
onset  of  drinking,  seem  curiously  pleased  and  inter- 
ested. They  are  often  surprised  that  an  area  of  tra- 
ditional embarrassment  and  dishonor  is  accorded 
such  sensitive  review.  Examination  of  this  behavior 
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encourages  the  drinker  to  assume  increased  aware- 
ness and  responsibility  for  his  actions  and  to  break 
the  reflexive  response  between  external  provocation 
and  drinking.  The  goal  is  to  shift  the  alcoholic  from 
emotional  to  cognitive  tactics,  so  as  to  encourage 
reflection,  analysis,  planning,  and  ultimately  the 
exertion  of  will  during  periods  of  temptation.  In 
doing  so,  a psychologic  wedge  is  driven  between  the 
drinker  and  his  first  drink.  Each  alcoholic  slip  that 
does  occur  provides  new  information  and  a fuller 
grasp  on  the  psychodynamic  issues  involved.  Ad- 
mittedly, a review  of  one’s  binge  profile  is  especially 
useful  for  the  more  intelligent  and  verbal  drinker,  but 
on  occasion  even  street  alcoholics  can  benefit.  One 
such  individual  was  an  episodic  drinker  whose  binges 
were  typically  triggered  when  he  was  misused  by 
others.  As  a hotel  busboy,  poorly  able  to  assert 
himself,  he  would  experience  a gradual  buildup  of 
impounded  rage  at  work,  which  was  eventually 
sparked  by  the  immoderate  demands  of  a superior, 
usually  during  a convention  or  holiday  weekend. 
This  would  lead  to  his  abrupt  resignation  from  work, 
followed  by  a heavy  alcoholic  binge  lasting  several 
days  or  weeks  and  often  culminating  in  physical  de- 
bilitation or  injury.  After  several  such  episodes  had 
been  clearly  mapped  out,  the  patient  was  instructed 
when  this  threatened  to  recur,  to  leave  work,  take 
some  large  doses  of  thioridazine  (Mellaril)  concen- 
trate which  had  been  ordered  for  just  such  an  even- 
tuality, and  to  withdraw  for  a couple  of  days.  Once, 
when  severely  tested  at  work,  he  followed  this  plan 
faithfully  and  was  able  to  regain  emotional  control 
and  resume  his  job,  having  averted  another  de- 
structive binge. 

Thus,  even  the  most  severe  alcoholics  can  some- 
times benefit  from  these  insights. 

Admittedly,  the  full  wisdom  of  the  vast  psychologic 
studies  in  alcoholism  remains  to  be  harvested,  but  the 
hinge  profile  gives  a graphic  view  of  one  small,  yet 
critical  point.  To  borrow  a phrase  from  Dostoyevsky 
in  The  Brothers  Karamazov,  “There  the  devil  wres- 


tles with  God,  and  the  battlefield  ...  is  the  human 
heart.” 

Mental  Health  Center 
Rochester  General  Hospital 
1425  Portland  Avenue 
Rochester,  New  York  14621 
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The  nature  of  gastrointestinal  parasitic  infections 
encountered  in  an  urban  ambulatory  pediatric  set- 
ting were  studied;  399 gastrointestinal  parasites  were 
identified  during  a 12-month  period,  of  which  286 
were  pathogens  and  113  were  nonpathogens.  Tri- 
churis  trichura,  Giardia  lamblia,  Ascaris  lumbri- 
coides,  and  hookworm  accounted  for  94  percent  of  the 
pathogens  identified.  Abdominal  pain  and  vomiting 
were  the  frequently  observed  symptoms.  However, 
no  statistically  significant  differences  in  gastroin- 
testinal symptoms  could  be  demonstrated  between 
those  infested  and  the  control  groups.  In  the  man- 
agement of  these  patients,  either  the  first-line  or 
second-line  drug  was  chosen  appropriately  only  in 
49  percent  of  instances.  An  inappropriate  drug  or 
no  treatment  was  given  in  26  and  25  percent,  re- 
spectively, often  when  more  than  one  parasite  was 
identified.  The  need  for  improved  documentation 
of  history  of  recent  travel,  relapse  status  and  its 
treatment  were  noted;  screening  for  family  members, 
and  adequate  follow-up  care  was  observed.  This 
report  calls  for  continued  awareness  of  the  existence 
of  parasitic  infestations  in  an  urban  population  and 
points  to  the  need  for  improved  quality  of  care  in 
their  management. 
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Although  parasitic  infections  are  worldwide,  there 
is  a tendency  on  the  part  of  many  physicians  to  think 
of  these  infections  as  historic  curiosities  rarely  found 
in  our  developed  world.1  Several  excellent  reviews 
on  the  subject  have  appeared  in  the  recent  literature 
not  only  to  bring  awareness  to  the  problem  but  also 
to  provide  clinical  guidelines  for  diagnosis  and 
management.2'6  It  has  been  observed  that  wherever 
medical  facilities  cater  to  populations  originating 
from  southern  states,  the  Caribbean,  Latin  America, 
and  Asia,  the  incidence  of  parasitic  infections  is  high. 
Eveland,  Kenney,  and  Yermakov7  have  established 
the  existence  of  such  a population  served  by  the 
Kings  County  Hospital-Downstate  Medical  Center. 
Brooklyn,  New  York.  Both  the  nature  of  the  gas- 
trointestinal parasitic  infections  as  well  as  their 
i medical  management  were  studied  retrospectively. 
The  study  was  designed  particularly  to  find  out  the 
common  gastrointestinal  symptoms,  documentation 
of  history  of  recent  travel  to  endemic  areas,  the  ap- 
propriate choice  of  drug  for  treatment,  relapses, 
screening  of  the  family  members,  and  adequacy  of 
follow-up. 

Materials  and  methods 

The  pediatric  ambulatory  care  service  of  the  in- 
stitution is  a large  municipal  hospital  facility  repre- 
sentative of  urban-centered,  outpatient  facilities 
across  the  nation,  serving  blacks  and  Puerto  Ricans 
living  in  the  north  central  section  of  Brooklyn,  New 
York  (Fig.  1).  In  addition  to  rotating  house  staff  and 


ambulatory  fellows,  approximately  20  full-time 
Board-certified  or  eligible  pediatricians  provide 
service. 

On  suspicion  of  parasitic  infection  by  the  exam- 
ining physician,  the  patients  were  requested  to  bring 
an  early  morning  stool  specimen  to  be  examined  for 
ova  and  parasites  in  the  parasitology  laboratory. 
The  study  period  extended  from  January  to  De- 
cember, 1976.  From  234  patients  399  intestinal 
parasites  were  identified.  Medical  records  of  138 
patients  were  available  for  review;  121  patients  who 
showed  negative  findings  for  ova  and  parasites  in 
their  stools  served  as  controls. 

Results 

Of  the  399  gastrointestinal  parasites  identified,  286 
were  pathogens,  and  113  were  nonpathogens  (Table 
I).  T.  trichura,  G.  lamblia,  A.  lumbricoides,  and 
hookworm  accounted  for  94  percent  of  the  pathogens. 
The  age,  sex,  race,  history  of  recent  travel,  and  he- 
matologic and  growth  data  are  given  in  Table  II  for 
the  study  group  and  the  control  group.  Both  groups 
were  comparable  in  age,  sex,  and  race.  History  of 
recent  travel  to  endemic  areas  was  documented  in  a 
higher  percentage,  56  percent  in  the  study  group, 
than  in  the  controls,  where  the  rate  was  19  percent 
(P  <0.001).  Laboratory  data,  namely,  hemoglobin, 
hematocrit,  and  peripheral  smear  for  eosinophilia, 
were  not  requested  routinely  in  all  patients.  Hence, 
the  true  incidence  of  abnormal  values  is  difficult  to 
estimate. 
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FIGURE  1.  Gastrointestinal  parasitic  infections,  1976,  borough  of  Brooklyn,  New  York. 
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TABLE  I.  Distribution  ot  pathogens  and  nonpathogens 


Type  of  Parasite 

Number  of 
Cases 

Pathogens 

Trichuris  trichura 

132 

Giardia  lamblia 

74 

Ascaris  lumbricoides 

54 

Hookworm 

10 

Enterobius  vermicularis 

7 

Ent amoeba  histolytica 

4 

Hymenolepis  nana 

3 

Hsmenolepis  diminutica 

1 

Strongyloides  stercoralis 

1 

Total 

286 

Nonpathogens 

Endolimax  nana 

58 

Entamoeba  coli 

48 

lodameba  buetschlii 

6 

Chylomastix  mesnili 

1 

Total 

113 

Among  the  gastrointestinal  symptoms  studied, 
abdominal  pain  and  vomiting  were  most  frequent. 
In  general,  no  statistically  significant  differences 
could  be  demonstrated  between  the  study  and  the 
control  groups,  except  for  increased  incidence  of  di- 
arrhea in  the  control  group  and  abdominal  pain  in  the 
nonpathogens  group.  Similarly  no  definite  predi- 
lection for  any  single  or  group  of  symptoms  was  noted 
in  any  particular  pathogen. 

The  recommendation  by  the  Medical  Letter  con- 
sultants,8 which  is  modified  and  presented  in  Figure 
2,  was  adopted  to  evaluate  the  appropriateness  of 
drugs  utilized  for  treatment.  Either  first-line  or 
second-line  drugs  were  chosen  appropriately  in  37.7 
and  10.9  percent  of  instances,  respectively.  An  in- 
appropriate choice  was  made  26.8  percent  of  the  time. 
In  24.6  percent  of  the  instances,  no  drug  appropriate 
for  identified  pathogen  was  given,  often  w'hen  more 
than  one  pathogen  was  identified. 

Relapse  status  was  not  documented  in  74  percent 
of  cases;  9 out  of  12  cases  with  relapse  received 
treatment.  Documentation  as  to  whether  family 
members  were  affected  or  not  was  made  in  only  2 
cases,  1 of  which  received  treatment.  Follow-up  care 
was  lacking  in  61  percent  of  cases. 

Comment 

Parasitic  infections  continue  to  be  a significant 
cause  of  morbidity  in  the  urban  population.  These 
infections  are  still  prevalent  despite  greatly  improved 
sanitation  in  the  United  States.  The  need  for  an 
awareness  of  the  parasitic  infections  in  pediatric 
practice,  particularly  in  urban  areas  where  immi- 
grants continue  to  enter,  is  evident  from  this 
study. 

Gastrointestinal  complaints  make  the  physician 
suspect  parasitism  leading  to  examination  of  stools 
for  ova  and  parasites.  In  this  study  the  gastroin- 
testinal symptoms,  when  compared  to  controls,  were 
not  better  indicators  than  controls.  Therefore,  the 
index  of  suspicion  should  be  more  than  gastrointes- 


TABLE  II.  Sex,  age,  race,  history  of  recent  travel,  and 
hematologic  and  growth  data 


Data 

Number  (Percent)  in->, 
Group 

Study  Control 

(138)  (121) 

Sex 

Male 

68 

65 

Female 

70 

56 

Age: 

Median  (years) 

5.3 

6.4 

Race 

Black 

103  (74.6) 

79  (65.2) 

Latin  American 

25(18.1) 

30(24.7) 

Other 

6(4.3) 

11  (9) 

History  of  recent  travel 

Yes 

76  (55) 

22  0 8.1) 

No 

2(1.4) 

1 (0.8) 

Unknown 

60  (43.4) 

98  (80.9) 

Hematologic  data 
1 to  6 years 

Hemoglobin  <11  Gm. 

14/21 

7/14 

Hematocrit  <33 

7/21 

7/14 

>6  years 

Hemoglobin  <12  Gm. 

26/36 

16/32 

Hematocrit  <36 

10/36 

16/32 

Eosinophilia 

<5 

55 

42 

5 to  10 

25 

8 

11  to  15 

8 

2 

16  to  20 

2 

0 

21  to  25 

2 

0 

Growth  data 
Weight 

< fifth  percentile 

10/84 

4/44 

Height: 

< fifth  percentile 

10/53  (P  <0.04) 

1/24 

tinal  complaints,  and  include  such  factors  as  geo- 
graphic endemicity,  history  of  recent  travel  to  en- 
demic areas,  or  affected  family  members. 

With  regard  to  therapy,  since  the  patients  received 
an  appropriate  drug  only  49  percent  of  the  time,  it 
has  to  be  emphasized  that  the  current  recommen- 
dations for  treatment  must  be  followed  very  closely. 
Management  deficiencies  observed  in  this  study  call 
for  increased  documentation  of  recent  travel  to  en- 
demic areas,  treatment  for  relapse  status,  screening 
for  family  members,  and  adequate  follow-up  care. 
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PARASITE 

OVA  OR  LARVAE 

DRUG  OF  CHOICE 

DOSE 

ALTERNATE  DRUG  h DOSE 

Ent e robi us 
Vermicularis 

Mebendazole 
( Vermox ) 

100  mg  {Single  Dose) 

Pyrivlnium  Pamoate  (Povan) 
5 mg/kg  (max.  250  mg) 

Pyrantal  Pamoate 
( Ant iminth  ) 

11  mg/kg  (max.IGm) 
(Single  Dose) 

Remarks:  Adopt  a 3 dose 
to  treat  early  and  late 
(Cure  rate  80-95 l)  Tre 

regimen  at  15-18  day  interval 
maturing  r e - i n f e c t i on . 
it  the  FAMILY. 

Trichurl  6 
Trlchura 
(Whip  uorm) 

Mebendazole 
(Vermox ) 

100  mg  BID  x 3 Days 

None 

A s c ar i s 
Lumb  r i co i de  8 
( R ound  vo rm  ) 

Pyrantai  Pamoate 
( Ant imi nth  ) 

11  mg/kg  (max.IGm) 
(Single  Dose ) 

Mebendazole(Vermox)l00  mgBID  x 3D 
OR 

Piperazine  Citrate  (Antepar ) 

75  mg/kg/D  ( max . 3 . 5 Cm ) x 2 Days 

• 

Ancylostoma 
Duo  den  ale 
(Kook  vorm) 

Mebendazole 
( Vermox ) 

100  rag  BID  X 3 Days 

Pyrantal  Pamoate  ( Antiminth ) 

11  mg/kg  (max.IGm)  (Single  Dose) 

Thiabendazole  (Mintezol) 
25  mg/kg  BID  x 2 Days 

Necator 
Ame  r i c anus 
( Hook  vorm) 

Mebendazole 

OR 

Pyrantal  Pamoate 
( Ant i mi  nth  ) 

Same  as  above 

11  mg/kg  (max.IGm) 
( Single  Dose ) 

St r ongy lo i de  s 
Sterc  or al  i 8 
(Thread  vorm) 

Thia  bendazole 
( Mintezol ) 

25  mg/kg  BID  x 2 Days 

None 

T . Sagi nat  a 
T.  Solium 
D.  Latum 
H . Nana 
(Tape  vorms  ) 

| j^j proglottiSs 

Niclosemide* 
( Yome  s an ) 

ll-3^kg=2tabs( 10m) 

35  kg=3tabs(1.5Gm) 
(Single  Do s e -Che vab 1 e ) 
i For  H.Nana  - x 5 Days 

Paromomycin  (Humatln) 

11  mg/kg  qlh  x U doses 
For  H.Nana  - x 5-7  Days 

Giardla  ■ 

Pi 

Qulnacrlne  Hcl 

2 rag/kg  TID  x 5 Days 

Metronidazole  (Flagyl) 

Lambl i a 

tropho-  (/W\  | 

( At  abr ine ) 

(max.  300  mg/day) 

5 mg/kg  TID  x 10  Days 

zoite  ' jpl 

— 

Ent  ameb  a 
Histolytl ca 

A sympt  omat i c 
Diio do hydroxy quin 

L 0 mg/kg/D  In  3 doses 

Metronidazole  (Flagyl) 

x 20  D (max  2 Gms/D) 

50  mg/kg/D  In  3 doses  x 7 Days 

§ .“4 

Mild  - Moderate 

Par omomyc i n 

25-35  mg/kg 

Metronidazole  (Flagyl) 

( Humatln ) 

in  3 doses  x 5-10  D 

50  mg/kg/D  In  3 doses  x 7 Days 

PLUS 

\ • Q ¥ 

Dilodohydroxyquln 

40  mg/kg/D  in  3 doses 
x 20  D (max  2 Gms/D) 

trophozoite 

Severe 

Metronidazole 

50  mg/kg/D  in  3 doses 

Dehydro  emetine*  1-1.5  mg/kg/d 

( Flagyl ) 

x 7 Days 

( max . 90mg/ d ) i n 2 doses  x up  to  5D 

OR 

OR 

Paromomyc in 

25-35  mg/kg 

Emetine  0.5  mg/kg  BID  (max.60mg/d 

( Humat i n ) 

in  3 doses  x 5-10  D 

for  up  to  5 Days 

cyst 

PLUS 

Diiodohydroxyquin 

40  mg/kg/D  in  3 doses 

PLUS 

Paromomycin  25-35  mg/kg  in  3 dosei 

x 20  D (max  2 Gms/D) 

(Humatln)  x 5-10  D 

FOLLOWED  BY 

Dilodohydroxyquln  to  mg/kg/D  In 
3 doses  x 20  D (max  2 Gms/D) 

Hepatic  Abscess 

Metronidazole 

50  mg/kg/D  in  3 doses 

Dehydro  emetine  1-1.5  mg/kg/d 

l 

( Flagyl ) 

x 7 Days 

( max . 90mg/d ) in  2 doses  x up  to  5D 

OR 

Emetine  0.5  mg/kg  BID  (max.60mg/d 

for  up  to  5 Days 

PLUS 

1 

Chloroquin  Phosphate  ( Aralen) 

10  rag  (base)  /k g /21D ( max . 600rag / D ) 

• Available  from  Paraaitic  Disease  Drug  Service,  Center  for  Disease  Control,  A 1 1 an t a , C a . ( 4 04 - 6 3 3- 3 311  ) 
Re  fere nee  : The  Medical  Letter  on  Drugs  & Therapeutics  - Handbook  of  Antimicrobial  Therapy  1976 


FIGURE  2.  Drug  therapy  of  intestinal  parasitic  infections. 
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Round-the-clock 
protection  with 


ISO-BID 


A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 


(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 


Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient's  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G . I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate.1’2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

'‘Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE 

GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • B-C-BID 

1 . Shane,  S.J  Canadian  Family  Physician,  November  1973.  2.  Lemberg,  L.:  Practical  Cardiology,  February  1976 
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In  1972  we  noted  that  more  time  was  needed  to  assess 
the  possibility  that  cure  had  been  achieved  in  some 
patients  with  stage  IIIB  and  IV  Hodgkin’s  disease 
treated  with  chemotherapy.1  In  1980  it  is  apparent 
that  chemotherapy  can  cure  approximately  50  per- 
cent of  these  patients.2  Our  efforts  are  now  being 
directed  at  examining  therapies  to  improve  these 
dramatic  results  in  the  advanced  stages  of  a disease 
that  was  uniformly  fatal  prior  to  1965.  Additionally 
chemotherapy  and  chemotherapy  combined  with 
radiotherapy  are  being  examined  in  clinical  trials  of 
patients  with  earlier  stages  of  disease.3,4  Minimum 
therapy  to  achieve  cure  must  be  sought  since  the 
carcinogenic  effects  of  these  therapies  are  now  being 
increasingly  appreciated.5,6 

Pathology 

The  Rye  modification  of  the  Luke’s  Butler  classi- 
fication, which  classifies  Hodgkin’s  disease  histo- 
logically according  to  lymphocyte  predominance, 
nodular  sclerosis,  mixed  cellularity,  and  lymphocyte 
depletion,  has  proved  reproducible  as  the  current 
standard  for  morphologic  typing.  Lymphocyte 
predominant  and  nodular  sclerosis  histologic  sub- 
types  have  been  considered  more  favorable  than 
mixed  cellularity  and  lymphocyte  depletion  histo- 
logic subtypes.  A recent  report  by  Fuller  et  al.7  in 
laparotomy  stages  1A  and  II A patients,  however, 
failed  to  find  significant  increased  survival  or  dis- 
ease-free survival  in  lymphocyte-predominant  and 


nodular  sclerosis  subtypes  over  the  mixed  cellularity 
subtype.  The  Stanford  group  has  also  recently  re- 
ported that  among  favorable  stages  of  disease,  that 
is,  IA,  IB,  II  A,  IIB,  and  III  A,  there  is  no  difference 
between  nodular  sclerosis  and  mixed  cellularity  in 
freedom  from  relapse  or  survival.8  In  patients  with 
more  advanced  disease,  that  is,  stage  IIIB  or  IV,  re- 
lapses are  comparable  in  nodular  sclerosis  and  mixed 
cellularity,  but  relapsed  patients  with  nodular  scle- 
rosis live  longer.  The  prognosis  for  unfavorable 
histologic  subtypes  has  improved,  and  the  differences 
in  prognosis  among  these  subtypes  have  diminished 
greatly  with  the  more  successful  treatment  of 
Hodgkin’s  disease.9 

Staging 

The  Ann  Arbor  classification  has  proved  to  be  a 
workable  schema  generally  correlating  with  prognosis 
and  is  an  essential  factor  in  the  process  of  choosing 
a patient’s  therapy  (Table  I).  The  issue  of  most 
concern  in  staging  Hodgkin’s  disease  remains  diag- 
nostic laparotomy,  which  should  be  performed  only 
if  the  results  will  influence  the  treatment  decision 
and  not  just  change  the  stage  of  the  patient.  Diag- 
nostic laparotomy  has  added  immeasurably  to  a 


TABLE  I.  Hodgkin’s  disease:  staging  classification 


Stage* 

Description 

I 

Involvement  of  single  lymph  node  region  or  of 
single  extralymphatic  organ  or  site  (IE) 

II 

Involvement  of  two  or  more  lymph  node  regions  on 
same  side  of  diaphragm  or  localized  involvement 
of  extralymphatic  organ  or  site  and  of  one  or 
more’lymph  node  regions  on  same  side  of 
diaphragm  (HE).  Optional  recommendation: 
number  of  node  regions  involved  indicated  by 
subscript  (for  example,  IIcp) 

III 

Involvement  of  lymph  node  regions  on  both  sides 
of  diaphragm  (III),  which  may  also  be 
accompanied  by  localized  involvement  of 
extralymphatic  organ  or  site  (IIIe),  or  by 
involvement  of  spleen  (IIIS),  or  both  (IIIse) 

IV 

Diffuse  or  disseminated  involvement  of  one  or 
more  extralymphatic  organs  or  tissues  with  or 
without  associated  lymph  node  enlargement 

“Further  subtypes:  "A"  if  asymptomatic;  “B”  if  patient  has  fever, 
sweats,  or  weight  loss  greater  than  10  percent  of  body  weight. 
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TABLE  II.  Accuracy  of  Hodgkin’s  staging  TABLE  III.  Types  of  radiotherapy  treatment  fields 


Method 

Results 

Types 

Description 

Lymphangiography 

70  percent  true  positive; 

91  percent  true  negative 

IF 

Treatment  to  known  area  of  nodal  or  extranodal 
involvement  in  early-stage  disease 

Gallium  scanning 

86  percent  accurate  in  chest;  50 
percent  accurate  in  abdomen 
(low  false  positives  0 to  7 
percent) 

EF 

Mantle  plus  splenic  port  and  para  aortic  nodes 
down  to  pelvic  brim.  Waldeyer’s  ring 
incorporated  when  there  is  high  cervical  node 
involvement 

Ultrasonography 

88  percent  accurate  in  periaortic 
and  retroperitoneal  disease 

TNI 

Extended  field  plus  iliac,  inguinal,  and  femoral 
nodes 

better  understanding  of  the  mode  of  spread  of 
Hodgkin’s  disease  and  of  the  disparity  between  the 
patient’s  stage  as  determined  by  clinical  as  opposed 
to  surgical  means.  However,  in  the  individual  pa- 
tient, data  obtained  at  laparotomy  rarely  alter 
treatment.  There  is  an  increasing  trend  to  ascertain 
the  role  of  chemotherapy  alone  or  chemotherapy 
together  with  radiotherapy  in  early  stages  of  Hodg- 
kin’s disease,4  to  treat  significant  mediastinal  in- 
volvement with  combined  chemotherapy-radio- 
therapy,10 and  to  tre’at  stage  IIIA  disease  with  che- 
motherapy.2 Since  treatment  with  chemotherapy 
obviates  the  need  for  a diagnostic  laparotomy,  its 
increasing  usage  is  decreasing  the  indications  for 
surgery. 

One  may  argue  that  a negative  diagnostic  lapa- 
rotomy result  would  enable  the  patient  to  receive  less 
radiotherapy.  However,  there  is  no  study  demon- 
strating that  one  can  give  less  than  extended  field 
radiotherapy  to  a patient  because  of  a negative 
staging  laparotomy  finding  and  still  obtain  disease- 
free  survival  comparable  to  that  produced  by  more 
extensive  treatment.  Furthermore,  there  is  a defi- 
nite false  negative  result  rate  at  diagnostic  laparot- 
omy.11 With  a negative  lymphangiogram  finding, 
clinically  normal  spleen,  and  lack  of  clinical  evidence 
of  liver  involvement,  it  is  most  unusual  to  discover 
hepatic  involvement  at  laparotomy  or  to  find  disease 
which  would  be  outside  the  field  covered  by  total 
nodal  radiotherapy.  Finally,  it  must  be  remembered 
that  a staging  laparotomy  has  a definite  morbidity 
and  a 1.5  percent  mortality  rate.12 

Table  II  shows  the  diagnostic  accuracy  of  lym- 
phangiography, gallium  scanning,  and  ultraso- 
nography. Lymphangiography  does  not  demon- 
strate splenic,  hilar,  porta  hepatis,  and  mesenteric 
nodes,  and  these  may  be  visualized  by  abdominal 
ultrasonography.  It  should  be  remembered  that 
ultrasonography  should  be  performed  prior  to  lym- 
phangiography to  avoid  false  positive  findings  sec- 
ondary to  reactions  to  the  contrast  material.  Gal- 
lium scanning  is  an  excellent  modality  in  searching 
for  mediastinal  disease,  its  finding  often  becoming 
positive  while  the  chest  x-ray  result  is  still  normal, 
but  has  only  a 50  percent  accuracy  rate  in  the  abdo- 
men.13 The  false  positive  rate  is,  however,  very  low. 
Finally,  computed  axial  tomography  (CAT)  scanning 
appears  to  be  an  excellent  diagnostic  modality  for 
determining  abdominal  or  thoracic  disease.  While 


the  aforementioned  procedures  can  help  tremen- 
dously with  initial  staging,  their  role  is  equally  im- 
portant in  following  the  results  of  therapy  and  as- 
certaining when  the  patient  has  entered  a complete 
remission,  since  the  key  to  cure  is  the  continuation 
of  therapy  until  a complete  remission  is  achieved. 

Treatment  of  Hodgkin 's  disease 

Stages  I and  II.  Radiotherapy  is  the  mainstay  of 
treatment  for  stages  I and  II  Hodgkin’s  disease.  The 
cardinal  features  of  proper  radiotherapy  require 
megavoltage  equipment  encompassing  large  fields 
to  sterilize  both  apparent  and  inapparent  tumor 
deposits.  The  field  must  be  carefully  shaped  with 
4,000  to  4,400  rads  delivered  over  a four-  to  six-week 
period.14  Table  III  describes  IF1  (involved  field),  EF 
(extended  field),  and  TNI  (total  nodal  irradiation). 
The  cure  rate  for  stage  IA  and  II A disease  treated 
with  total  nodal  radiotherapy  exceeds  90  percent,  and 
Goodman,  Piro,  and  Heilman15  have  demonstrated 
that  EF  therapy  can  achieve  similar  results.  Stage 
II A patients  with  mediastinal  involvement,  partic- 
ularly with  nodular  sclerosis  or  local  extension  into 
the  lungs,  present  a unique  challenge  since  a recur- 
rence rate  of  up  to  50  percent  has  been  reported  when 
mediastinal  disease  exceeds  one  third  of  the  chest 
diameter.10  These  patients  should  receive  adjuvant 
chemotherapy  in  addition  to  mantle  radiotherapy, 
and  a prospective  randomized  study  is  needed  to 
ascertain  whether  chemotherapy  alone  is  as  good  as 
the  combined  treatment. 

Kaplan  and  Rosenberg16  have  outlined  therapeutic 
recommendations  for  certain  favorable  histology 
stages  IA  and  IIA  patients  and  recommend  IF  or 
limited  radiotherapy  for  certain  subgroups  of  pa- 
tients.16 There  is  still  no  study,  however,  that  has 
shown  in  a side-by-side  comparison  that  one  can  give 
less  than  EF  radiotherapy  to  a patient  because  of  a 
negative  staging  laparotomy  and  still  obtain  dis- 
ease-free survival  comparable  to  that  produced  by 
more  extensive  treatment  in  clinically  staged  pa- 
tients. In  addition,  the  Stanford  group  has  itself 
recently  shown  that  favorable  histology  was  not  a 
factor  in  freedom  from  relapse  in  stage  IIIA  TNI- 
treated  patients.8  The  key  question  in  administering 
IF  radiotherapy  to  subgroups  of  stage  IA  and  IIA 
patients  would  appear  to  be  the  ability  of  salvage 
chemotherapy,  that  is,  chemotherapy  administered 
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after  the  failure  of  radiotherapy,  to  achieve  similar 
survival  to  that  realized  with  EF  radiotherapy.  The 
ability  to  do  this  would  then  make  initial  staging  less 
important  and  obviate  the  need  for  diagnostic  lapa- 
rotomy, since  the  small  group  of  patients  with  re- 
currence after  IF  radiotherapy  would  then  be  salvage 
cured  with  chemotherapy. 

In  discussing  the  radiotherapeutic  management 
of  stage  IA  and  IIA  Hodgkin’s  disease,  it  is  important 
to  note  the  excellent  results  of  the  National  Cancer 
Institute  study  from  Uganda  obtained  with  chemo- 
therapy alone  for  the  aforementioned  stages,17  and 
the  early  work  reported  by  Wiernik  et  al.4  demon- 
strating that  MOPP  (nitrogen  mustard,  vincristine 
(Oncovin),  procarbazine,  and  prednisone)  chemo- 
therapy is  as  effective  as  radiotherapy  for  complete 
remission  induction  in  stage  IB  through  IIIA  Hodg- 
kin’s disease.  It  is  our  policy  to  recommend  EF  ra- 
diotherapy to  most  patients  with  stage  IA  and  IIA 
disease  and  chemotherapy  followed  by  mantle  ra- 
diotherapy to  those  with  mediastinal  disease  with  a 
high  predilection  for  recurrence.3 

Stage  IIB  disease  has  been  traditionally  treated  by 
radiation,  frequently  total  nodal  radiation.  Some 
studies,  however,  have  revealed  a high  failure  rate  of 
these  treated  patients  despite  surgical  staging,  and 
the  group  at  Massachusetts  General  Hospital  has 
observed  a poorer  survival  in  irradiated  stage  IIB 
patients  than  in  stage  IIIB  disease  treated  with 
chemotherapy.18  At  the  present  state  of  our 
knowledge,  it  is  probably  best  to  treat  stage  IIB  pa- 
tients with  chemotherapy  combined  with  IF  radio- 
therapy. The  previously  mentioned  study  of  Wier- 
nik may,  however,  eventually  show  that  chemother- 
apy is  adequate  treatment  for  this  stage.4  Stage  IB 
disease  is  quite  rare  and  is  usually  treated  with  TNI, 
but  here  again  IF  radiotherapy  and  chemotherapy 
or  chemotherapy  alone  may  eventually  prove  supe- 
rior to  radiotherapy  alone. 

Stages  III  and  IV.  The  results  achieved  with  the 
chemotherapeutic  management  of  advanced  Hodg- 
kin’s disease  are  one  of  the  major  advances  of  modern 
medicine.  In  1964,  single-agent  chemotherapy  with 
nitrogen  mustard  resulted  in  remissions  lasting 
several  months  for  about  50  percent  of  treated  pa- 
tients. The  introduction  of  combination  MOPP 
chemotherapy  achieved  an  81  percent  complete  re- 
mission rate.19  Recently,  the  National  Cancer  In- 
stitute has  reported  a 10-year  follow-up  of  194  pa- 
tients treated  with  MOPP  and  has  noted  an  80  per- 
cent complete  remission  rate  with  66  percent  of  this 
group  remaining  relapse-free  at  5 and  10  years  after 
all  treatment  was  discontinued.  The  5-  and  10-year 
survival  rates  of  all  treated  patients  was  65  and  58 
percent  respectively,  while  patients  who  achieved 
complete  remission  survived  to  5 and  10  years  82  and 
72  percent  of  the  time,  respectively.  Symptomatic 
patients  with  B classification  and  nodular  sclerosing 
histology  adversely  affected  the  durability  of  re- 
missions.2 A key  factor  in  the  treatment  of  these 
patients  is  the  importance  of  achieving  a complete 


remission  and  then  giving  two  additional  cycles  of 
MOPP.  In  fact,  patients  who  relapse  after  a pro- 
longed disease-free  interval  are  usually  still  respon- 
sive to  MOPP,  indicating  that  they  were  probably  not 
in  a complete  remission  at  the  time  of  cessation  of 
therapy  and  would  have  benefited  from  additional 
full-dosage  treatment,  and  patients  who  have  a short 
disease-free  interval  are  usually  resistant  to  MOPP, 
indicating  that  further  chemotherapy  would  not  have 
prevented  their  relapse  which  is  due  to  drug  resis- 
tance.20 The  aforementioned  helps  to  explain  the 
reason  why  reduced-dosage  prolonged  maintenance 
chemotherapy  does  not  affect  survival  once  the  pa- 
tient is  in  a complete  remission,  since  the  patients  not 
in  complete  remission  and  sensitive  to  chemotherapy 
require  full-dosage  chemotherapy. 

Following  the  report  of  the  effectiveness  of  MOPP 
chemotherapy,  several  regimens  of  modifications  of 
the  MOPP  program  were  reported  with  similar  ef- 
fectiveness. MVPP  (nitrogen  mustard,  vinblastine, 
procarbazine,  and  prednisone)  as  well  as  BCVPP 
(BCNU  (1,  3 bis  2-chlorethyl-nitrosourea),  cyclo- 
phosphamide, vinblastine,  procarbazine,  and  pred- 
nisone) gave  similar  complete  responses  rates  to 
MOPP,  but  when  prednisone  was  deleted  from 
standard  MOPP  the  complete  response  rate  dropped 
to  45  percent.21-23  When  bleomycin  was  added  to 
the  MOPP  schedule  severe  toxicity  developed  with 
high  doses,  but  this  complication  did  not  occur  with 
low  doses  of  bleomycin.24  The  MOPP  regimen, 
however,  remains  the  standard  by  which  other 
treatments  are  to  be  evaluated. 

Fifty  percent  of  patients  with  advanced  Hodgkin’s 
disease,  however,  still  relapse  after  initial  therapy. 
To  further  improve  the  cure  rate,  current  programs 
are  directed  at  evaluating  modified  MOPP  regimens, 
new  noncross-resistant  regimens,  the  addition  of 
low-dose  radiotherapy  to  bulk  disease  combined  with 
chemotherapy,  and  the  interdigitation  of  different 
regimens  of  chemotherapy. 

Cooper  et  al.,25  reporting  for  the  CALGB  (Cancer 
and  Leukemia  Group  B),  has  used  a regimen  sub- 
stituting CCNU  (l-(2-chloroethyl)-3-(4-cyclo- 
hexyl)-l-nitrosourea)  for  nitrogen  mustard  and 
vinblastine  for  vincristine  in  the  MOPP  regimen, 
known  as  CVPP.  Reports  of  this  regimen  indicate 
that  it  provides  remission  durations  longer  than 
MOPP  with  reduced  toxicity.  At  this  time,  however, 
survival  does  not  seem  to  be  affected.25  A regimen 
consisting  of  procarbazine,  melphalan  (Alkeran),  and 
vinblastine  employed  at  Stanford  appears  to  give 
similar  results  to  MOPP  and  is  more  tolerable  to 
patients  because  of  decreased  vomiting.26  Combi- 
nations not  cross-resistant  with  MOPP  were  first 
designed  as  salvage  therapy  for  induction  failures  or 
relapses.  These  have  also  been  evaluated  as  primary 
induction  therapy.  ABVD  (adriamycin,  bleomycin, 
vinblastine,  and  dacarbazine),  noncross-resistant 
to  MOPP,  is  as  efficacious  in  achieving  a complete 
remission  and  can  give  a 66  percent  complete  re- 
mission rate  in  MOPP  failures.27  MOPP,  ABVD, 
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TABLE  IV.  Combination  chemotherapy  regimens  in  Hodgkin’s  disease 


Name 

Components  and  Dosage  of  Each 

Frequency  of  Combination 
Chemotherapy  Dosage 

MOPP 

HN-2,*  6 mg.  per  square  meter  IV’  days  1 and  8;  VCR,**  1 to  1.4  mg.  per 
square  meter  IV  days  1 and  8;  PCB,™  100  mg.  per  square  meter  per  day 
orally  days  1 to  14;  PRD,***  40  mg.  per  square  meter  per  day  orally 
days  1 to  14 

14-day  cycles  separated  by  14- 
day  rest  periods;  usually  six  or 
more  cycles;  PRD  in  cycles  1 
and  4 only 

MVPP 

HN2,  6 mg.  per  square  meter  IV  days  1 and  8;  VLB,m  6 mg.  per  square 
meter  IV  days  1 and  8;  PCB,  100  mg.  per  square  meter  orally  days  1 to 
14;  PRD,  40  mg.  per  day  orally  days  1 to  14 

14 -day  cycles  separated  by  28- 
day  rest  periods;  usually  six  or 
more  cycles;  PRD  given  in  all 
cycles 

ABVD 

ADM,****  25  mg.  per  square  meter  IV  days  1 and  14;  BLM,tm  10  mg. 
per  square  meter  IV  days  1 and  14;  VLB,  6 mg.  per  square  meter  IV 
days  1 and  14;  dacarbazine  (DTIC-Dome),  375  mg.  per  square  meter 
days  1 and  14 

Every  month 

CCVP 

CCNU,  75  mg.  per  square  meter  day  1;  VLB,  4 mg.  per  square  meter  days 
1 and  8;  PCB  and  PRD  as  in  MOPP 

Every  month 

BVDS 

BLM,  5 mg.  per  square  meter  days  1 and  15;  VLB,  6 mg.  per  square  meter 
days  1 and  15;  ADM,  30  mg.  per  square  meter  day  1;  streptozotocin, 
1,500  mg.  per  square  meter  days  1 and  15 

Every  month 

BCVPP 

BCNU,  100  mg.  per  square  meter  day  1;  cyclophosphamide  (Cytoxan), 
600  mg.  per  square  meter  day  1;  VLB,  5 mg.  per  square  meter  day  1; 
PCB,  50  mg.  day  1,  100  mg.  day  2,  100  mg.  per  square  meter  days  2 to 
10;  PRD,  60  mg.  per  square  meter  days  1 to  14 

Every  month 

* HNj  = nitrogen  mustard. 
f IV  = intravenously. 

**  VCR  = vincristine. 

™ PCB  = procarbazine. 

***  PRD  = prednisone, 
ttt  VLB  = vinblastine. 

•***  ADM  = adriamycin. 
mt  BLM  = bleomycin. 


and  other  regimens  are  listed  in  Table  IV. 

There  are  also  some  early  data  pointing  to  the  fact 
that  perhaps  the  complete  response  rate  can  also  be 
improved  by  combining  chemotherapy  with  low-dose 
radiotherapy  to  bulk  disease.  A study  from  Yale 
uses  a five-drug  regimen  consisting  of  methotrexate, 
vinblastine,  procarbazine,  prednisone,  and  nitrogen 
mustard  and  low-  rather  than  high-dose  radiother- 
apy, 1,500  to  2,000  rads.28  Memorial  Hospital  in 
New  York  has  also  reported  early  results  with  alter- 
nating monthly  cycles  of  MOPP  and  ABVD  with 
low-dose  irradiation  and  treatment  extending  over 
30  months  with  a final  randomization  to  immu- 
notherapy with  either  the  immunostimulant,  le- 
vamisole,  or  no  further  treatment.  While  all  19  pa- 
tients achieved  a complete  remission,  the  results  are 
too  preliminary  to  determine  the  effect  on  relapse- 
free  survival  with  this  intensive  approach.29  This 
intensive  prolonged  approach  also  further  raises,  in 
our  opinion,  the  carcinogenic  potential  of  therapy. 

The  Milan  group  has  recently  compared  MOPP 
chemotherapy  interdigitated  after  three  cycles  with 
radiotherapy  and  then  three  further  cycles  of  MOPP 
chemotherapy  to  a similar  regimen  employing  ABVD 
instead  of  MOPP.  The  early  data  seem  to  show  that 
radiotherapy  and  ABVD  are  superior  in  the  induc- 
tion of  complete  remissions,  relapse-free  survival,  and 
total  survival,  especially  in  patients  with  B symp- 
toms.2, The  Milan  group  has  also  compared  12  cy- 
cles of  MOPP  chemotherapy  to  6 cycles  of  MOPP 
monthly  alternating  with  6 cycles  of  ABVD.30  The 
MOPP-plus-ABVD  regimen  induced  a higher  inci- 


dence of  complete  responses  in  patients  with  B 
symptoms,  82  versus  55  percent,  a group,  it  must  be 
remembered,  that  has  a propensity  to  relapse  after 
an  initial  complete  response  with  MOPP  chemo- 
therapy alone. 

Coleman  et  al.,31  reporting  for  the  CALGB  failed 
to  find  any  statistical  difference  at  four  years  in  re- 
sponse rate  and  duration  of  response  when  compar- 
ing the  regimens  of  CVPP  versus  BAVS  (bleomycin, 
adriamycin,  vincristine,  and  streptozotocin)  against 
alternating  cycles  of  CVPP  and  BAVS.  Patients 
were  also  randomized  to  receive  immunotherapy  with 
methanol  extraction  residue  (MER)  of  BCG  (bacille 
Calmette  Guerin)  or  no  immunotherapy,  and  no 
benefit  in  response  frequency  or  duration  of  remis- 
sion was  demonstrated  with  the  addition  of  immu- 
notherapy.31 An  Eastern  Cooperative  Oncology 
Group  (ECOG)  study  of  maintenance  immunother- 
apy with  BCG  has  also  failed  to  show  any  benefit  in 
complete  remission  duration  and  survival  at  two 
years.32 

Patients  who  relapse  after  a complete  response 
with  MOPP  are  usually  sensitive  to  MOPP  if  the 
duration  of  response  has  been  more  than  one  year.  If 
the  response  duration  has  been  less  than  a year  they 
should  be  treated  with  a noncross-resistant  regimen 
and  treated  as  though  they  had  never  responded  to 
MOPP.20 

The  treatment  of  stage  IIIA  disease  is  currently 
controversial.  Data  from  three  centers  indicate  near 
universal  complete  remissions  with  few  relapses  in 
patients  treated  with  MOPP  chemotherapy 
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alone. 2,33,34  These  results  are  superior  to  results  in 
patients  treated  with  total  nodal  irradiation  alone  in 
the  same  time  period.  The  British  National  Lym- 
phoma Group,  however,  has  reported  contrary  results 
favoring  the  use  of  total  nodal  irradiation  for 
pathologically  staged  IIIA  disease.35  Recently,  Stein 
et  al.36  have  subdivided  stage  III  patients  into  those 
with  upper  abdominal  disease,  IIIi,  and  those  with 
lower  abdominal  disease,  III2-  Their  data  revealed 
that  patients  with  HR  disease  do  not  derive  added 
benefit  when  the  chemotherapy  is  added  to  radio- 
therapy. In  contrast,  patients  with  lower  abdominal 
disease,  that  is,  Stage  III2,  do  better  when  chemo- 
therapy is  added  to  treatment  with  radiotherapy.36 
Thus,  radiotherapy  is  sufficient  treatment  for  stage 

1111  disease  but  is  insufficient  as  total  treatment  for 

1112  disease.  This  study,  however,  failed  to  compare 
chemotherapy  alone  to  radiotherapy.  Hoppe  et  al.8 
have  failed  to  find  the  IIIi -III2  classification  a prog- 
nostic indicator,  but  instead  found  a subgroup  of 
patients  benefiting  from  the  addition  of  chemo- 
therapy to  radiotherapy.  The  patients  with  exten- 
sive splenic  involvement  and  more  than  four  nodal 
sites  involved  showed  significant  improvement  in 
survival  with  the  addition  of  chemotherapy  to  their 
previous  radiotherapy.8  The  Southwest  Oncology 
Group  has  randomized  IIIA  and  IIIB  patients  to 
therapy  with  10  courses  of  MOPP  and  low-dose 
bleomycin  versus  3 courses  of  the  aforementioned 
chemotherapy  followed  by  total  nodal  radiotherapy. 
Chemotherapy  appears  to  be  as  effective  as  the 
combined  therapy  in  complete  response  rate,  re- 
lapse-free survival,  and  survival  in  both  IIIA  and  IIB 
patients.37  In  our  opinion  the  evidence  favors  the 
need  for  chemotherapy  in  stage  IIIA  disease,21,33,34 
and  it  is  our  current  policy  to  treat  stage  IIIA  disease 
with  chemotherapy  alone.  This  also  obviates  the 
need  for  a staging  laparotomy. 

Complications  of  therapy 

Combined  treatment  with  total  nodal  radiotherapy 
and  multiagent  chemotherapy  carries  a substantial 
risk  of  developing  secondary  neoplasms  and  requires 
a conservative  approach  in  ascertaining  the  minimum 
therapy  to  achieve  cure  in  the  individual  patient. 
The  incidence  of  acute  myelogenous  leukemia  may 
approach  5 percent  in  patients  treated  with  both  total 
nodal  irradiation  and  MOPP  chemotherapy,  a much 
lower  incidence  being  seen  with  either  modality 
alone.5  The  National  Cancer  Institute  has  also  noted 
secondary  malignant  solid  tumor  neoplasms  in  pa- 
tients who  have  received  radiation  closely  followed 
by  drugs.6  A recent  report  also  notes  that  the  actu- 
arial risk  of  development  of  non-Hodgkin’s  lym- 
phoma in  heavily  treated  patients  is  similar  to  that 
of  the  development  of  acute  leukemia.38  The  per- 
sistent abnormalities  of  T cell  number  and  function 
may  be  part  of  the  reason  for  the  propensity  of  cured 
Hodgkin’s  patients  to  develop  secondary  neo- 
plasms.39 


The  predicted  consequences  of  extensive  radio- 
therapy such  as  bone  marrow  aplasia  and  spinal  cord 
injury  have  not  emerged  as  major  problems,  but 
unexpected  complications  have  been  observed. 
Radiotherapy-induced  hypothyroidism  usually  oc- 
curring in  women  is  thought  to  be  a combined  result 
of  mantle  radiotherapy  and  chronic  iodine  release 
from  the  lymphangiogram  dye.40  Radiation-related 
cardiac  and  pulmonary  complications  may  be  life- 
threatening,41  and  latent  radiation  injury  of  the  lungs 
or  heart  has  been  reported  to  be  activated  by  rapid 
steroid  withdrawal  following  cycles  one  or  four  of 
MOPP  chemotherapy.42  This  complication  re- 
sponds to  high  doses  of  steroids  tapered  off  during 
several  months.  Chemotherapy  produces  complete 
azoospermia  in  all  men  by  the  end  of  the  second  cycle 
of  treatment.  Interestingly,  gonadal  function  is  also 
impaired  in  one  third  of  untreated  male  patients  with 
Hodgkin’s  disease.43  Leydig  cell  dysfunction  man- 
ifested by  gynecomastia  has  been  reported  as  a con- 
sequence of  chemotherapy  as  has  aseptic  necrosis  of 
the  femoral  head  resulting  from  the  prednisone  in  the 
combination.44,45 

Conclusion 

In  1972  it  appeared  that  increasingly  favorable 
survival  would  be  achieved  through  increasingly 
aggressive  radiation  and  chemotherapy.  It  was  not 
anticipated  that  such  radical  treatment,  particularly 
combined  chemotherapy  and  total  nodal  radiother- 
apy, would  carry  substantial  risks  for  the  develop- 
ment of  secondary  neoplasms,  particularly  acute 
leukemia.  This  grave  risk  requires  tailoring  therapy 
to  the  needs  of  the  individual  patient. 

EF  radiotherapy  achieves  permanent  cures  of  over 
90  percent  of  stage  IA  and  IIA  patients  and  is  cur- 
rently the  therapy  of  choice.  Patients  with  medi- 
astinal involvement  require  the  addition  of  chemo- 
therapy. At  the  present  time  we  favor  treating  pa- 
tients with  IB  and  IIB  disease  with  IF  radiotherapy 
plus  chemotherapy,  and  we  believe  the  data  favor 
treating  stage  IIIA  disease  with  chemotherapy 
alone. 

Since  only  50  percent  of  stage  IIIB  and  IV  patients 
treated  with  MOPP  remain  in  remission,  recent 
studies  modifying  the  MOPP  regimen,  evaluating 
noncross-resistant  regimens,  combining  chemo- 
therapy with  the  addition  of  low-dose  radiotherapy 
to  sites  of  bulky  disease,  or  alternating  noncross- 
resistant  sets  of  drugs  are  aimed  at  improving  our 
current  achievements. 

Hopefully,  the  next  few  years  will  bring  even  fur- 
ther improvement  in  the  management  of  a disease 
uniformly  fatal  prior  to  1965. 

1045  Fifth  Avenue 
New  York,  N.Y.  10028 
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Arrhythmias  in  school  children  are  common  and 
often  exist  in  the  absence  of  organic  heart  disease.  In 
general,  treatment  is  required  only  in  patients  who 
have  significant  symptoms  or  who  are  likely  to  de- 
velop a life-threatening  arrhythmia.  Such  a situa- 
tion is  illustrated  in  the  following  case  report. 

Case  report 

A full-term  male  infant  was  born  following  a nor- 
mal pregnancy  and  delivery.  Family  history  showed 
negative  findings  for  cardiac  disease.  At  three 
months  of  age,  he  was  admitted  to  the  emergency 
room  because  of  irritability  and  poor  feedings  over 
the  preceding  six  to  eight  hours. 

The  infant  appeared  irritable.  The  respiratory 
rate  was  50  per  minute;  pulse  was  220  per  minute; 
and  liver  was  2 cm.  below  the  right  costal  margin. 
There  were  no  murmurs,  and  blood  pressure  was 
70/50  mm.  Hg.  Chest  x-ray  film  findings  were  nor- 
mal, and  the  KKG  (electrocardiogram)  showed  SVT 
(supraventricular  tachycardia)  at  a rate  of  240  per 
minute.  'The  infant  was  connected  to  a monitor, 
intravenous  therapy  was  started,  and  1 00  micrograms 
of  digoxin  (Lanoxin)  were  administered  intrave- 
nously as  one  half  of  the  total  digitalizing  dose. 
Forty  minutes  later,  sinus  rhythm  was  restored 
spontaneously,  and  the  KKG  finding  was  compatible 
with  WPW  (Wolff- Parkinson- White)  syndrome, 


FIGURE  1.  Wolff-Parkinson-White,  type  A,  lead  Vv  Note 
short  P-R  interval  of  0.08  second. 


FIGURE  2.  Sinus  arrhythmia. 


Type  A (Fig.  1).  Digitalization  was  completed,  and 
the  infant  was  discharged  three  days  later  on  main- 
tenance digoxin  of  15  micrograms  per  kilogram  per 
day  in  two  divided  doses.  He  was  followed  as  an 
outpatient,  did  not  have  any  further  episodes  of  SVT, 
and  digitalis  was  discontinued  at  15  months  of  age. 

At  14  years  of  age,  the  patient  was  readmitted  to 
the  hospital  because  of  palpitations  which  started 
during  a basketball  game  and  continued  for  two 
hours.  Physical  examination  findings  were  normal 
except  for  a pulse  of  200  per  minute,  and  the  EKG 
again  showed  SVT  at  a rate  of  220  per  minute.  The 
patient  was  treated  with  edrophonium  chloride 
(Tensilon),  10  mg.  intravenously,  which  restored 
sinus  rhythm  compatible  with  WPW  syndrome,  type 
A.  He  was  admitted  for  digitalization  and  was  dis- 
charged two  days  later  on  digoxin,  0.125  mg.  twice  a 
day.  Six  months  later  he  had  another  episode  of 
SVT  which  occurred  at  rest  and  was  terminated  in 
the  emergency  room  with  edrophonium  chloride. 
This  time,  propranolol  hydrochloride  (Inderal),  30 
mg.  per  day,  was  added.  Another  episode  occurred 
four  months  later,  and  the  dose  of  propranolol  hy- 
drochloride was  increased  to  15  mg.  three  times  a day, 
and  at  that  time  an  exercise  test  was  performed 
which  yielded  normal  results.  His  athletic  activities 
were  not  restricted.  He  was  last  seen  18  months 
later,  with  no  history  of  tachycardia. 

Comment.  The  importance  of  accurate  identifi- 
cation of  the  rhythm  abnormality  is  twofold:  to 

identify  and  treat  the  patient  at  risk  and  to  reassure 
the  patient  who  has  no  heart  disease.  In  the  absence 
of  palpitations,  an  arrhythmia  should  be  considered 
in  any  patient  with  unexplained  chest  pain,  shortness 
of  breath,  dizziness,  or  syncope,  and  a 24-hour  elec- 
trocardiographic tape  recording,  Holter  monitor,  may 


774  New  York  State  Journal  of  Medicine/April,  1980 


FIGURE  3.  Sick  sinus  syndrome.  Sinus  rhythm,  top  left, 
progressing  to  intermittent  sinus  arrest.  Interval  between 
second  and  third  p waves  greater  than  twice  p-p  interval  seen 
during  sinus  rhythm. 

be  necessary.  Once  a significant  rhythm  abnor- 
mality has  been  documented,  stress  testing  may  he 
indicated  to  rule  out  arrhythmias  which  worsen  with 
exercise. 

Types  of  arrhythmias 

Sinus  arrhythmia.  Sinus  arrhythmia  is  a vari- 
ation in  the  discharge  rate  of  the  sinus  node  (Fig.  2). 
The  rate  normally  varies  with  respiration,  increasing 
on  inspiration.  Sinus  arrhythmia,  unrelated  to 
respiration,  may  also  be  seen  with  increased  vagal 
tone.  The  P-R  interval  is  constant,  and  there  is  no 
variation  in  P-wave  morphology.  This  entity  is 
common  in  normal  children  and  requires  no  treat- 
ment, hut  a sinus  arrhythmia  must  he  distinguished 
from  sick  sinus  syndrome. 

The  normal  resting  heart  rate  decreases  with  age. 
varying  from  120  to  160  beats  per  minute  in  normal 
newborns  to  from  60  to  90  heats  per  minute  in  the 
adult.  Resting  heart  rates  consistently  above  normal 
may  be  present  in  a variety  of  clinical  situations,  in- 
cluding anxiety,  fever,  anemia,  dehydration,  infec- 
tion, and  hyperthyroidism.  In  sinus  tachycardia, 
normal  p waves  precede  each  QRS  complex.  Man- 
agement consists  of  identification  and  correction  of 
the  underlying  abnormality. 

Sinus  bradycardia  is  frequently  observed  in  indi- 
viduals who  are  active  in  sports.  These  children  have 
large  stroke  volumes  at  rest  and  can  maintain  their 
cardiac  output  at  a lower  heart  rate  which  increases 
normally  with  exercise.  Such  children  have  slightly 
enlarged  hearts  on  x-ray  films  due  to  the  larger  stroke 
volume.  Sinus  bradycardia  may  also  be  found  in  the 
presence  of  increased  intracranial  pressure.  In  this 
setting,  changes  in  blood  pressure  and  respiratory 
irregularities  are  usually  associated  findings. 
Bradycardia  may  also  be  associated  with  hypothy- 
roidism, sepsis,  and  vasovagal  syncope  in  stressful 
emotional  situations.  Appropriate  management  of 
any  child  with  an  unusually  slow  heart  rate  includes 
a complete  history  and  physical  examination  and  an 
electrocardiogram  to  rule  out  complete  heart  block 
or  sinus  node  dysfunction. 

Sinus  node  dysfunction  (sick  sinus  syndrome). 
Dysfunction  of  the  sinus  node  may  include  episodes 
of  sinus  arrest  or  block,  sinus  bradycardia  sufficient 
to  produce  symptoms,  and  alternating  episodes  of 
brady-  and  tachycardia  (Fig.  3).1  When  sinus  arrest 
is  present,  the  p-p  interval  is  twice  or  more  that  of 
the  preceding  p-p  interval.  The  pause  may  be  fol- 
lowed by  a normal  or  ectopic  atrial  beat.  Persistent 
sinus  bradycardia  of  less  than  60  beats  per  minute  in 
a nonathlete,  especially  with  an  inadequate  rise 


FIGURE  4.  Premature  atrial  contractions.  First,  second, 
and  sixth  complexes  are  sinus  beats.  Third  complex  is 
premature  atrial  contraction.  Note  similarity  of  QRS  complex 
to  those  of  sinus  beats.  Fourth  and  fifth  complexes  are  su- 
praventricular premature  beats  with  retrograde  atrial  con- 
duction (negative  p waves).  These  probably  arise  from 
atrioventricular  node. 
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FIGURE  5.  Premature  ventricular  contraction.  Fourth 
complex,  top  tracing;  bottom  tracing  shows  disappearance 
of  ectopic  beats  during  exercise. 


during  exercise,  is  highly  suggestive  of  the  sick  sinus 
syndrome.  Whenever  this  is  suspected,  a 24-hour 
Holter  monitor  recording  and  an  exercise  test  are 
indicated.  Intravenous  atropine,  0.02  mg.  per  kilo- 
gram, should  cause  an  increase  in  heart  rate  of  from 
20  to  30  percent  in  normal  subjects. 

Sinus  node  dysfunction  is  uncommon  in  children. 
It  may  result  from  open-heart  surgery  for  transpo- 
sition of  the  great  arteries  or  repair  of  a sinus  veno- 
sus-type  atrial  septal  defect.  Cardiomyopathy, 
myocarditis,  acute  rheumatic  carditis,  and  head 
trauma  are  other  causes. 

Asymptomatic  patients  with  heart  rates  of  40  per 
minute  or  greater  are  not  treated  but  are  followed 
with  frequent  electrocardiograms.  Competitive 
sports  should  be  prohibited  in  those  with  inadequate 
increments  in  heart  rate  during  exercise.  Patients 
with  dizziness  or  syncope  should  have  electrophysi- 
ologic  studies  and  require  a pacemaker. 

Premature  supraventricular  and  ventricular 
beats.  Premature  ectopic  beats  are  common  in 
children  in  the  absence  of  heart  disease.  PAC 
(premature  atrial  contractions)  and  PVC  (premature 
ventricular  contractions)  are  not  treated  unless  they 
produce  significant  symptoms  or  are  likely  to  initiate 
a life-threatening  arrhythmia  such  as  ventricular 
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FIGURE  6.  Prolonged  Q-T  interval  of  0.52  second. 


tachycardia  or  fibrillation.  Certain  diseases  may  be 
associated  with  premature  beats.  These  include 
glucose  and  electrolyte  disturbances;  hyperthyroid- 
ism, chronic  pulmonary  and  central  nervous  system 
disease,  a wide  variety  of  bacterial  and  viral  infec- 
tions; and  mitral  valve  prolapse.2  In  general,  the 
PAC  has  a narrow,  normal-appearing  QRS  complex 
which  is  less  than  120  msec,  in  duration,  and  the  P 
wave  is  different  from  that  of  the  normal  sinus  beat 
or  is  entirely  absent  (Fig.  4). 

The  characteristics  of  a PVC  are  a wide  QRS 
complex,  that  is,  greater  than  120  msec.;  a T-wave 
vector  which  is  opposite  to  the  main  QRS  vector;  and 
a compensatory  pause  following  the  ectopic  beat  (Fig. 
5). 

If  a PAC  is  conducted  aberrantly,  it  may  be  in- 
distinguishable from  a PVC  on  the  surface  electro- 
cardiogram unless  it  is  preceded  by  a normal  P 
wave. 

Isolated  PACs  usually  do  not  produce  symptoms 
and  do  not  require  further  investigation  or  treatment. 
Symptomatic  patients  with  PACs  or  subjects  with 
multiple  or  multifocal  PVCs  should  have  a careful 
clinical  evaluation,  electrocardiogram,  chest  x-ray, 
echocardiogram,  a 24-hour  Holter  monitor  recording, 
and,  sometimes,  a stress  test.  Possible  underlying 
causes  are  myocarditis,  cardiomyopathy,  acute 
rheumatic  carditis,  anomalous  origin  of  the  left  cor- 
onary artery,  and  mitral  valve  prolapse. 

If  the  PVCs  diminish  with  exercise  and  the  patient 
is  asymptomatic,  no  treatment  is  indicated,  but.  the 
patient  should  be  advised  against  the  use  of  ciga- 
rettes, coffee,  tea,  cola  drinks,  and  decongestants 
containing  sympathomimetics.  If  the  PVCs  are 
multifocal,  occur  consecutively  or  during  the  down- 
slope  of  the  T wave,  or  if  they  increase  in  frequency 
or  become  multifocal  during  exercise,  treatment  is 
recommended.  Quinidine  sulfate,  15  to  60  mg.  per 
kilogram  per  day  administered  orally  at  six-hour 
intervals,  or  quinidine  gluconate,  10  to  30  mg.  per 
kilogram  per  day  in  two  doses,  are  usually  as  effective 
as  propranolol  hydrochloride,  1 to  10  mg.  per  kilo- 
gram per  day  at  six-hour  intervals,  or  a combination 
of  the  aforementioned.  Repeat  Holter  monitoring 
and  exercise  testing  may  be  required  to  evaluate  the 
effect  of  treatment  and  (he  need  for  restrictions.  If 
the  ectopic  ventricular  beats  increase  in  frequency 
or  become  multifocal  with  exercise  despite  medica- 
tions, the  patient  should  be  excluded  from  partici- 
pation in  strenous  activity.  Jacobsen  and  co-work- 
ers:i  followed  17  patients  with  unifocal  PVCs  from  1 
to  19  years.  At  a recent  follow-up,  8 patients  still  had 
PVCs  which  diminished  wifh  exercise.  Physical 
examination  findings  were  abnormal  in  only  1,  who 
had  mitral  prolapse. 

Patients  who  have  PVCs  in  association  with  a 


rrr 


FIGURE  7.  Supraventricular  tachycardia.  DC  shock  applied 
at  middle  of  tracing  with  return  to  sinus  rhythm. 


prolonged  Q-T  interval,  that  is,  greater  than  0.42 
second  corrected  for  a heart  rate  of  60  per  minute, 
represent  a distinct  clinical  entity  which  may  be  ac- 
companied by  episodes  of  syncope  and  congenital 
nerve  deafness.4  These  patients  are  susceptible  to 
life-threatening  arrhythmias.  Quinidine  and  pro- 
cainamide are  not  recommended  in  this  syndrome 
because  these  drugs  themselves  prolong  the  Q-T  in- 
terval (Fig.  6).  The  treatment  of  choice  is  propran- 
olol alone  or  in  combination  with  diphenylhydantoin 
(Dilantin).  Patients  with  this  syndrome  and  poorly 
controlled  ventricular  arrhythmias  have  benefited 
from  left  stellate  ganglionectomy.5’6 

SVT  (supraventricular  tachycardia).  SVT  or 
PAT  (paroxysmal  atrial  tachycardia)  is  characterized 
by  consecutive  rapid,  regular,  and  narrow  QRS 
complexes  (Fig.  7).  P waves  may  or  may  not  be 
present.  If  present,  they  may  be  different  from  the 
P wave  in  sinus  rhythm.  The  clinical  manifestations 
of  SVT  vary  from  complaints  of  palpitation  to  severe 
congestive  heart  failure  and  shock,  depending  on  the 
rate  and  duration  of  the  arrhythmia.  SVT  is  fre- 
quently seen  in  children  without  underlying  struc- 
tural abnormalities  of  the  heart,  and  the  etiology  is 
often  unknown.7  It  is  estimated  that  SVT  occurs  in 
one  of  every  25,000  children.  In  some,  it  is  due  to  the 
presence  of  accessory  pathways,  such  as  the  bundle 
of  Kent  in  WPW  syndrome.  In  this  syndrome,  the 
anomalous  bundle  originates  in  the  atrium,  bypasses 
the  atrioventricular  node,  and  enters  the  left,  type  A, 
or  right,  type  B,  ventricle.  The  electrocardiogram 
shows  a short  P-R  interval  and  an  initial  slow  up- 
stroke of  the  QRS  complex  called  the  delta  wave. 
This  is  best  seen  in  lead  V]  (Fig.  1).  A critically 
timed  ectopic  beat  will  cause  a reentrant  circus 
tachycardia.  During  the  tachycardia,  the  QRS 
complexes  usually  appear  normal,  and  the  diagnosis 
of  WPW  syndrome  can,  therefore,  be  made  only 
when  normal  sinus  rhythm  is  restored.  “Concealed” 
accessory  pathways  which  are  not  apparent  on  the 
surface  electrocardiogram  also  exist.8 

The  prognosis  of  infants  with  a diagnosis  of  WPW 
syndrome  in  the  absence  of  associated  congenital 
heart  disease  is  good.  Mantakas,  McCue,  and  Mil- 
ler9 followed  20  such  infants  for  a mean  period  of  nine 
years.  Of  13  with  significant  symptoms  in  infancy, 
only  6 still  required  therapy  at  last  follow-up,  and  2 
had  episodes  of  tachycardia  lasting  more  than  three 
hours.  The  case  report  at  the  beginning  of  this  re- 
view is  quite  typical  for  this  arrhythmia. 

The  onset  of  SVT  is  usually  sudden  and  may  be 
accompanied  by  palpitations,  dizziness,  and  weak- 
ness. Some  patients  have  brief  episodes  which  ter- 
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FIGURE  8.  Ventricular  tachycardia. 

minate  spontaneously  before  they  can  be  docu- 
mented. A 24-hour  Holter  monitor  may  be  helpful 
in  this  situation. 

Treatment  of  SVT  consists  of  inserting  an  intra- 
venous drip  for  administration  of  medication  if  this 
becomes  necessary.  Vagal  tone  may  be  increased  bv 
gag,  Valsalva  maneuver,  unilateral  carotid  sinus 
massage,  or  application  of  a towel  with  cold  water  on 
the  face.  If  these  methods  are  unsuccessful,  phar- 
macologic enhancement  of  vagal  tone  may  be  at- 
tempted. Edrophonium  chloride,  a cholinesterase 
inhibitor,  is  given  intravenously  by  a slow  push  in  a 
dose  of  0.1  mg.  per  kilogram.  If  the  tachycardia 
persists,  the  dose  may  be  doubled  after  15  minutes. 
Another  alternative  is  phenylephrine  hydrochloride 
(Neo-Synephrine);  0.005  to  0.01  mg.  per  kilogram  per 
dose  may  then  be  given  in  a dilute  solution  by  slow 
infusion.  Systolic  blood  pressure  must  then  be 
carefully  monitored  and  should  not  exceed  160  mm. 
Hg  in  younger  children  or  180  mm.  Hg  in  adolescents. 
Edrophonium  chloride  and  phenylephrine  hydro- 
chloride can  also  cause  significant  bradycardia.  If 
the  arrhythmia  is  not  terminated  by  the  aforemen- 
tioned agents,  intravenous  digitalization  with  30  to 
40  micrograms  per  kilogram  over  a period  of  18  to  24 
hours  or  propranolol  hydrochloride,  0.01  to  0.02  mg. 
per  kilogram  over  10  minutes  is  recommended.  The 
latter,  however,  may  cause  significant  hypotension, 
especially  in  cases  with  congestive  heart  failure.  If 
sinus  rhythm  is  not  restored  by  all  the  previously 
mentioned  measures,  or  if  the  patient  presents  con- 
gestive heart  failure,  electric  cardioversion  with  1 to 
2 watt  seconds  per  kilogram  is  the  treatment  of 
choice. 

Following  termination  of  the  arrhythmia,  a search 
for  a cause,  such  as  WPW  syndrome,  hyperthyroid- 
ism, infection,  or  mitral  valve  prolapse,  should  be 
made.  The  patient  is  usually  maintained  on  digoxin 
or  propranolol,  or  a combination  of  both. 

Ventricular  tachycardia  and  ventricular  fib- 
rillation. Ventricular  tachycardia  is  defined  as 
three  or  more  consecutive  PVCs,  usually  at  a rate  of 
100  to  200  beats  per  minute  (Fig.  8).  It  may  be  seen 
in  a variety  of  clinical  situations,  including  myocar- 
ditis, cardiac  tumors,10  hyperkalemia,11  digitalis 
toxicity,  prolonged  Q-T  syndrome,  central  nervous 
system  disease,  or  an  overdose  of  tricyclic  antide- 
pressants.12 Since  this  arrhythmia  is  usually  asso- 
ciated with  marked  hypotension  and  may  progress 


FIGURE  9.  Mobitz  type  I,  Wenckebach,  block.  P-R  interval 
lengthens  progressively  from  complex  one  to  four.  Fifth  p 
wave  blocked.  Cycle  then  repeats  itself. 


to  ventricular  fibrillation,  as  shown  in  Figure  9,  it  is 
a medical  emergency.  Except  in  digoxin  toxicity, 
D-C  cardioversion,  synchronized  to  the  QRS  com- 
plex, is  the  treatment  of  choice.  The  recommended 
dose  is  2 watt  seconds  per  kilogram  of  body  weight, 
which  is  doubled  if  necessary.11  Intravenous  lido- 
cain,  1 mg.  per  kilogram,  may  be  tried  first  in  patients 
who  are  not  compromised.  It  may  also  be  given  in 
a continuous  infusion  of  20  to  50  micrograms  per 
kilogram  per  minute.  In  the  case  of  digitalis  toxicity, 
intravenous  diphenylhydantoin,  2 to  4 mg.  per  kilo- 
gram over  five  minutes,  is  used  initially  and  followed 
by  electric  cardioversion  if  necessary.  Maintenance 
therapy  includes  treatment  with  quinidine,  pro- 
cainamide, or  propranolol  alone,  or  in  combina- 
tion. 

Conduction  disorders.  First-degree  heart  block. 
The  most  common  form  of  conduction  disorders  in 
children  is  first-degree  heart  block.  It  is  defined  as 
a P-R  interval  longer  than  0.17  seconds  in  children 
and  0.20  seconds  in  adults. 

This  disorder  may  be  seen  in  congenital  heart 
disease,  such  as  atrial  septal  defect,  endocardial 
cushion  defect,  and  Ebstein’s  anomaly.  In  the  ab- 
sence of  congenital  heart  disease,  it  may  be  seen  in 
the  presence  of  increased  vagal  tone  or  in  inflam- 
matory disease  such  as  acute  rheumatic  fever,  ru- 
bella, mumps,  scarlet  fever,  and  diphtheria.  No 
therapy  is  required.  If  the  disorder  has  appeared 
after  cardiac  surgery,  appropriate  follow-up  is  nec- 
essary for  possible  higher  degrees  of  block. 

Second-degree  heart  block.  Second-degree  heart 
block  is  intermittent  failure  of  conduction  through 
the  A-V  (atrioventricular)  node.  Two  types  exist: 
Mobitz  type  I or  Wenckebach,  as  shown  in  Figure  9; 
and  Mobitz  type  II.  In  Mobitz  I block,  there  is  pro- 
gressive prolongation  of  the  P-R  interval  until  the  p 
wave  is  not  conducted  and  is  not  followed  by  a QRS 
complex.  In  children,  this  is  almost  always  caused 
by  block  within  the  A-V  node.  This  can  be  congen- 
ital or  result  from  the  same  conditions  which  produce 
first-degree  block.  Occasionally,  it  can  result  from 
digitalis  toxicity  and  resolves  with  discontinuation 
of  the  drug.  If  significant  bradycardia  is  present, 
isoproterenol  may  be  given  as  a temporary  measure, 
but  a pacemaker  is  required.  The  prognosis  varies; 
it  may  revert  to  sinus  rhythm  or  progress  to  complete 
heart  block.  Mobitz  II  block  is  seen  when  a p wave 
is  blocked  without  previous  P-R  prolongation.  The 
site  of  block  in  this  condition  is  usually  below  the  A-V 
node  in  the  bundle  of  His  or  the  bundle  branches.  It 
is  most  likely  to  be  seen  following  injury  to  the  con- 
duction system  during  open-heart  surgery.  With 
Mobitz  type  II,  progression  to  complete  heart  block 
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t-IGURE  10.  Complete  heart  block.  Very  slow  ventricular 
rate.  P waves  unrelated  to  QRS  complexes. 


is  more  common. 

Complete  heart  block.  Complete  heart  block,  or 
third-degree  atrioventricular  block,  as  shown  in 
Figure  10,  is  defined  as  a complete  interruption  of 
conduction  from  the  atrium  to  the  ventricle.  The 
ventricles  are  controlled  by  a pacemaker  below  the 
A-V  node,  and  the  electrocardiogram  shows  no  re- 
lationship of  P waves  to  QRS  complexes.  The  atrial 
rate  is  usually  faster  than  the  ventricular  rate.  The 
configuration  of  the  QRS  complexes  and  the  ven- 
tricular rate  depend  on  the  origin  of  the  ectopic 
pacemaker.  A high  origin  is  associated  with  narrow 
complexes  and  faster  rates.  Pacemakers  below  the 
bundle  of  His  are  associated  with  wide  QRS  com- 
plexes and  slow  heart  rates,  often  less  than  40  beats 
per  minute. 

Complete  heart  block  may  be  congenital  or  ac- 
quired. The  congenital  variety  is  more  common  in 
children  and  occurs  approximately  once  in  20,000  live 
births.  It  is  usually  associated  with  rates  greater 
than  60  beats  per  minute.  Approximately  30  percent 
of  patients  have  associated  congenital  heart  disease, 
such  as  levo-  or  “corrected”  transposition  of  the  great 
arteries.  The  heart  is  enlarged  owing  to  the  large 
stroke  volume  which  helps  maintain  cardiac  output 
despite  a slow  heart  rate.  Other  arrhythmias  may 
be  associated.14  The  mortality  rate  is  higher  with 
slower  ventricular  rates.  The  prognosis  is  worse  in 
the  acquired  form,  which  is  usually  a result  of  surgery 
or  myocarditis  due  to  infective,  rheumatic,  or  au- 
toimmune causes.  The  Guillain-Barre  syndrome  is 
often  associated  with  autonomic  dysfunction  and 
may  produce  complete  heart  block.  Overdoses  of  the 
tricyclic  antidepressants,  imipramine  and  amitrip- 
tyline, are  becoming  more  commonplace  among  ad- 
olescents and  may  be  associated  with  complete  heart 
block  as  well  as  ventricular  arrhythmias. 

The  most  common  cause  of  acquired  heart  block 
is  open-heart  surgery.  A temporary  pacemaker  is 
usually  left  in  place  for  up  to  two  weeks.  At  that 


time,  a permanent  pacemaker  is  inserted  if  second- 
or  third-degree  block  in  or  below  the  bundle  of  His 
is  present.15  Nonsurgical  patients  presenting  com- 
plete heart  block  should  have  a 24-hour  Holter 
monitor  recording.  An  exercise  test  is  also  per- 
formed to  assess  the  heart  rate  response  and  the  level 
of  exercise.  Symptomatic  patients  with  complete 
heart  block  are  hospitalized  and  treated  with  intra- 
venous isoproterenol  (Isuprel),  0.1  to  0.2  micrograms 
per  kilogram  until  a transvenous  pacemaker  can  be 
inserted. 
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QUESTION  290.  A 52-year-old  female  was  admitted  to  the  hospital  in  congestive  heart  failure.  She  had  a history  of 
heart  murmur  since  adolescence  and  was  receiving  digitalis.  The  electrocardiogram  was  taken  on  admission.  What 
is  the  diagnosis? 
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ELUCIDATION 


Question  289.  The  P waves  are  inverted  and 
regular  at  a rate  of  82  beats  per  minute.  The  QRS 
is  normal,  0.08  second  in  duration.  The  R-R  interval 
is  regular  at  a rate  of  90  beats  per  minute  except 
where  interrupted  by  premature  beats.  The  QRS  of 
the  premature  beats  is  0.12  second  in  duration;  all  are 
preceded  by  a P wave  at  approximately  0.24  second. 
Following  the  early  ventricular  beat,  the  regular 
ventricular  rhythm  resumes.  The  P wave  precedes, 
is  superimposed  on,  and  follows  the  QRS  in  groups 
of  4 to  6.  When  the  P wave  follows  the  QRS  by  0.08 
to  0.10  second  it  is  conducted  to  the  ventricles  leading 
to  the  early  QRS.  The  QRS  is  wide  because  it  occurs 
early,  and  the  conduction  pathways  are  partially 
refractory. 

The  interpretation  of  the  tracing  is  atrioventricular 


dissociation.  There  is  a junctional  pacemaker  con- 
trolling the  ventricles.  In  a monitor  lead,  an  inverted 
P wave  is  not  diagnostic  of  an  ectopic  origin  of  the 
atrial  pacemaker.  The  pacemaker  controlling  the 
atria  may  arise  from  the  sinus  node,  an  ectopic  atrial 
pacemaker,  or  another  junctional  pacemaker.  The 
atrial  pacemaker  occasionally  captures  the  ven- 
tricle. 

Queston  290.  The  rhythm  is  sinus.  The  P waves 
are  broad  and  notched  in  leads  I and  a VI  and  broad 
and  mainly  negative  in  Vi,  compatible  with  left  atrial 
abnormality.  The  mean  electrical  axis  in  the  frontal 
plane  is  plus  85  degrees.  The  QRS  measures  0.08  to 
0.09  second;  an  rSR'  complex  is  present  in  Vi. 
Nonspecific  S-T  and  T changes  are  seen  compatible 
with  digitalis  effect. 

A large  R wave  in  V i and  a mean  electrical  axis  of 
plus  85  degrees  suggests  right  ventricular  hypertro- 
phy. The  P-wave  abnormalities  indicate  left  atrial 
enlargement.  The  combination  of  P changes  and 
QRS  changes  are  compatible  with  mitral  stenosis 
with  right  ventricular  and  left  atrial  enlargement. 
Clinical  evaluation  of  the  patient  confirmed  these 
diagnoses. 
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Although  STDs  (sexually  transmitted  diseases) 

are  among  the  most  common  infectious  diseases  oc- 
curring in  the  United  States  today,  many  clinicians 
are  forced  to  rely  on  clinical  diagnosis  or  delay 
treatment,  pending  outside  laboratory  confirmation 
for  the  more  common  STDs.  In  fact,  with  a rela- 
tively small  investment  of  both  equipment  and  per- 
sonnel training,  these  diseases  can  be  rapidly  and 
accurately  diagnosed  and  then  treated  at  the  time  of 
presentation  by  simple  laboratory  tests  applicable 
to  a busy  office  practice.  In  this  article  we  would  like 
to  discuss  the  supplies,  equipment,  and  medications 
necessary  to  accurately  diagnose  and  treat  the  more 
common  STDs.  As  a public  health  problem,  the 
STDs  uniquely  need  to  be  as  rapidly  diagnosed  and 
treated  as  possible,  since  the  dimension  of  time  sig- 
nificantly increases  the  risk  of  secondary  spread  in 
the  community.  We  would  hope  that  our  “ideal” 
office  for  the  diagnosis  and  treatment  of  sexually 
transmitted  diseases  will  assist  clinicians  in 
upgrading  their  own  practices  to  facilitate  this 
end. 

Basics 

Because  many  of  the  more  common  STDs  present 


physical  symptoms,  lesions,  or  rashes,  a well-lit  ex- 
amining room  and  high-intensity  light  source  are 
mandatory.  A simple  inexpensive  light  source  is  a 
gooseneck  lamp  with  a high  wattage  incandescent 
bulb.  A more  versatile,  although  more  expensive 
light  source  is  one  of  the  commercial  headlights 
which  include  a focusing  light  source.  These  head- 
lights are  available  with  both  incandescent  light 
sources  as  well  as  a more  brilliant  halogen  light 
source.  Because  the  headlight  can  he  aimed  in  a 
narrow  beam,  it  is  exceptionally  useful  when  exam- 
ining patients’  oral  cavities,  vaginas,  or  rectums.  A 
hand-held  magnifying  glass  is  a useful  adjunct  for  the 
diagnosis  of  the  more  common  ectoparasites,  in- 
cluding both  scabies  and  pediculosis.  Each  exam- 
ining room  should  also  have  a supply  of  disposable 
vaginal  speculums  and  anoscopes.  Surgical  lubri- 
cants, such  as  K-Y  brand  sterile  lubricant*  or  Sur- 
gilube,+  should  only  be  used  after  gonorrhea  cultures 
are  obtained,  since  these  lubricants  contain  bacter- 
iostatic ingredients  that  inhibit  the  growth  of  the 
gonococcus.  Additionally,  each  room  should  be 
supplied  with  clean  microscopic  glass  slides,  cover 
slips,  both  cotton  tipped  and  plain  wooden  applicator 
sticks,  tongue  blades,  disposable  vinyl  gloves,  and 
gauze  pads.  Small  bottles  of  sterile  irrigating  saline 
should  also  be  conveniently  available  to  facilitate 
wet-mount  examinations  for  trichomoniasis  and  for 
cleaning  suspicious  lesions  prior  to  darkfield  exam- 
ination. 

Laboratory 

By  far,  the  most  important  piece  of  office  equip- 
ment for  the  diagnosis  of  STDs  is  a good  light  mi- 
croscope with  low,  “high  dry,”  and  oil  immersion 
objectives.  A simple  Gram  stain  kit  used  in  con- 
junction with  the  microscope  will  facilitate  the  di- 
agnosis of  gonorrhea,  nongonococcal  urethritis,  im- 
petigo, and  candidiasis.  Such  a kit  can  be  assembled 
using  four  plastic  squeeze  bottles  filled  with  gentian 
violet,  Gram's  iodine,  acetone-alcohol,  and  safranin, 
respectively.  Prior  to  staining,  the  glass  slide  spec- 
imens should  be  fixed  with  a flame.  A small  alcohol 
wick  burner  is  a simple  and  inexpensive  flame  source 
for  those  offices  not  equipped  with  a gas  jet  and 
Bunsen  burner.  The  actual  Gram  staining  process 
can  be  done  on  a small  metal-framed  tray  placed 
within  a sink  or  deep-set  pan.  A simple  cake  cooling 
rack  available  in  any  department  store  is  an  excellent 
substitute  for  the  supporting  tray  when  processing 

* -Johnson  & Johnson,  New  Brunswick,  New  Jersey. 

+ E.  Fougera  & Co..  Division  of  BYK-GULDEN,  Inc..  Hicksville, 
New  York  11802. 
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Gram  stain  smears.  To  wash  off  the  stains  between 
each  step  of  the  Gram  staining  process,  a large 
squeeze  bottle  filled  with  tap  water  or  a running 
faucet  will  suffice.  The  wet  stained  smears  should 
be  dried  using  a pad  of  plain  and  absorbent  blotter 
paper.  Finally,  an  inexpensive  forceps  is  useful  to 
help  in  staining  specimens  without  staining  hands. 
All  Gram  stain  smears  should  be  examined  under  oil 
immersion  such  as  Cargille’s  oil**  which  can  be 
conveniently  kept  at  the  base  of  a test  tube  and  ap- 
plied to  the  slide  with  a small  wooden  applicator 
stick.  A small  bottle  of  10  percent  potassium  hy- 
droxide is  useful  when  examining  skin  scrapings  to 
diagnose  tinea  or  Candida  infections. 

With  the  previously  mentioned  supplies  one  can 
make  smears  of  all  purulent  urethral  discharges, 
endocervical  discharges,  and  purulent  exudates 
visualized  directly  during  anoscopy.  For  each  of 
these  specimens  the  microscopic  visualization  of 
gram-negative  intracellular  diplococci  is  sufficient 
evidence  for  presumptive  diagnosis  of  gonococcal 
infection.  Vaginal  discharges  can  also  be  examined 
for  motile  trichomonads  with  a drop  of  saline  under 
a cover  slip.  When  trichomonads  are  present,  the 
low  or  high  dry  objective  under  reduced  illumination 
will  clearly  demonstrate  the  whipping  flagella. 

STDs 

Gonorrhea.  Since  many  patients  with  gonorrhea 
may  have  negative  findings  on  Gram-stain  smears, 
it  is  imperative  that  gonorrhea  cultures  be  obtained 
for  all  of  these  patients.  Depending  on  the  volume 
of  specimens  obtained,  different  culturing  systems 
are  available  for  the  diagnosis  of  gonorrhea  to  the 
private  clinician.  The  highest  performance  and 
probably  the  least  expensive  system  is  the  JEMBEC 
Plate  which  includes  a small  square  plastic  plate  of 
modified  Thayer-Martin  medium,  a carbon  dioxide 
generating  tablet,  and  an  individual  zip-lock  plastic 
bag.  Because  of  the  large  surface  area,  multisite 
specimens  from  one  patient  can  be  applied  to  a single 
JEMBEC  Plate.  Again,  depending  on  volume,  the 
JEMBEC  Plate  can  be  sent  to  a microbiology  labo- 
ratory for  reading  or,  alternatively,  incubated  within 
the  physician’s  office  and  read  at  24  and  48  hours. 
Physicians  wishing  to  read  their  own  plates  must 
have  a bacteriologic  grade  incubator  and  thermom- 
eter to  insure  a constant  temperature  of  35°  to  36° 
C.  To  read  the  plates,  fresh  oxidase  reagent  should 
be  prepared  daily  and  flooded  onto  the  typical  small, 
mucoid,  translucent  colonies  of  the  gonococcus.  A 
presumptive  diagnosis  of  gonorrhea  is  then  made 
with  the  characteristic  dark  purple  color  change  of 
the  oxidase  reagent.  A smear  and  Gram  stain  of  the 
oxidase-positive  bacterial  colonies  should  be  done  to 
confirm  the  morphology  of  the  organisms. 

Male  patients  present  ing  urethral  symptoms  who 
fail  to  have  a spontaneous  urethral  discharge  must 

**  Scientific  Products  Division,  American  Hospital  Supply, 

Evanston,  Illinois. 


have  urethral  smears  and  cultures  obtained  utilizing 
a special  thin  calcium  alginate  swab.++  This  is 
especially  critical  when  obtaining  test-of-cure  cul- 
tures from  male  patients  treated  previously  for  ure- 
thral gonorrhea. 

Syphilis.  The  diagnosis  of  syphilis  relies  on  two 
categories  of  diagnostic  tests.  The  serologic  test  for 
syphilis  includes  both  the  nontreponemal  screening 
tests  such  as  the  RPR  (rapid  plasma  reagin)  and 
VDRL  (Venereal  Disease  Research  Laboratory)  as 
well  as  the  more  specific  and  difficult  treponemal 
tests  for  which  the  fluorescent  treponemal  antibody 
absorption  (FTA-ABS)  is  the  present  standard. 
Physicians  seeing  large  numbers  of  high-risk  patients 
for  syphilis  may  well  want  to  perform  serologic 
screening  tests  in  their  private  offices.  Several  dif- 
ferent commercial  kits  are  available  taking  only 
.several  minutes  to  perform  for  the  confirmation  of 
a positive  serology.  These  kits  are  especially  useful 
to  confirm  syphilis  in  patients  with  lesions  of  both 
primary  and  secondary  disease,  as  well  as  contacts  to 
patients  with  syphilis.  The  Brewer  Rapid  Plasma 
Reagin  diagnostic  kit***  or  any  of  the  similar  com- 
mercial kits  require  little  formal  training  to  perform 
accurately.  The  simple  kits  use  a hand-held  card 
which  is  rotated  manually  for  several  minutes. 
Other  kits  utilize  an  electric  rotator  platform  to 
precisely  mix  the  serum  with  the  test  reagent.  To 
prepare  the  serum  for  RPR  testing,  whole  blood 
should  be  allowed  to  clot  and  then  centrifuged  to 
separate  the  clot  from  the  serum.  A small,  tabletop 
centrifuge  for  this  purpose  may  be  purchased  in  most 
laboratory  supply  houses.  Specimens  found  to  have 
a reactive  RPR  should  be  sent  to  a clinical  laboratory 
for  a titered  VDRL. 

Since  the  performance  of  darkfield  examinations 
requires  much  practice  and  skill,  this  test  should  be 
reserved  for  those  clinicians  seeing  large  numbers  of 
genital  lesions  who  are  willing  to  take  the  time  and 
effort  necessary  to  master  this  testing.  The  equip- 
ment for  darkfield  examinations  includes  a special 
funnelled  objective  or  one  with  an  iris  diaphragm  and 
a darkfield  condenser  for  the  microscope.  Many 
commercial  microscopes  have  accessory  darkfield 
objectives  and  condensers  which  can  be  exchanged 
for  the  regular  condenser  and  objective  at  the  time 
of  darkfield  examination.  For  those  physicians  who 
do  not  have  ready  access  to  a darkfield  microscope 
and  because  this  technique  is  extremely  important 
in  diagnosing  early  lesion  syphilis,  the  Bureau  of 
Veneral  Disease  Control  will  provide  this  diagnostic 
service  at  social  hygiene  clinics  to  the  patients  of 
private  physicians  on  request. 

Condylomata  acuminata.  The  diagnosis  of  ve- 
nereal warts  is  made  clinically  by  the  appearance  of 
t he  lesions.  These  warts  can  he  treated  with  tincture 
of  podophyllin  in  benzoin.  Podophvllin  solution  in 
varying  concentrations  should  he  relatively  fresh  and 

+t  Biomedical  Division,  Inolex  Corporation,  Glenwood,  Illi- 
nois. 
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dispensed  by  a reliable  source.  Other  cytotoxic 
agents  may  be  stocked  including  bichloracetic  or 
trichloracetic  acid.  Larger  warts  may  need  to  be 
treated  with  electrodessication  and  curettage,  re- 
quiring a hyfrecator  or  similar  electrodessication 
apparatus.  Liquid  nitrogen  can  be  ordered  from 
nitrogen  manufacturers  for  periodic  delivery  to  pri- 
vate physicians’  offices.  Zinc  oxide  ointment  is 
useful  to  shield  normal  skin  from  applications  of  the 
cytotoxic  agents. 

Trichomoniasis.  As  previously  mentioned,  a wet 
mount  of  vaginal  secretions  is  a simple  and  sensitive 
test  for  the  diagnosis  of  trichomoniasis.  Addition- 
ally, a supply  of  cystine-peptone-liver-maltose  me- 
dium is  useful  in  isolating  trichomonads  from 
asymptomatic  men  and  from  women  being  retested 
to  assess  the  efficacy  of  therapy. 

Candidiasis.  Candidiasis  can  often  be  diagnosed 
on  the  basis  of  either  a wet  mount  or  Gram-stained 
smear.  In  some  cases  only  cultures  show  evidence 
of  the  cause.  A supply  of  Sabouraud’s  glucose  agar 
is  useful  to  determine  true  candidiasis  in  men  whose 
smears  and  wet  preparations  show  negative  findings. 
The  typical  creamy  colonies  with  a yeast-like  odor 
confirm  the  diagnosis. 

Scabies.  Scabies  is  usually  diagnosed  clinically. 
However,  for  confirming  the  diagnosis,  the  simplest 
method  is  to  examine  microscopically  skin  scrapings 
of  unexcoriated  early  papules  or  burrows.  Mineral 
oil  should  be  available  to  facilitate  the  examination. 
To  prepare  the  slide,  a drop  of  mineral  oil  is  placed 
on  a sterile  scalpel  blade  and  allowed  to  fall  on  the 
lesion  to  be  scraped.  The  scraped  material  and  oil 
are  transferred  to  a slide  with  cover  slip  and  exam- 
ined microscopically.  The  demonstration  of  the 
mite,  its  eggs,  and/or  fecal  pellets  is  confirmatory. 

Herpes  progenitalis.  Microscopically,  a diag- 
nosis of  herpes  progenitalis  can  be  made  by  demon- 
strating the  characteristic  multinucleated  giant  cell 
on  a Tzanck  smear.  This  smear  can  be  prepared  by 
scraping  lesions,  particularly  unruptured  vesicles, 
and  staining  it  with  Wright’s  stain  after  fixing  the 
preparation  with  methanol  for  several  minutes. 

Medications 

Several  injectable  medications  are  necessary  for 
the  treatment  of  the  more  common  STDs.  One  such 


medication  is  benzathine  penicillin  G (Bicillin  L-A) 
available  in  sterile  cartridge  needle  (Tubex)  form,  1.2 
or  2.4  million  units  (MU)  as  well  as  a multi-injection 
10-cc.  vial.  Benzathine  penicillin  should  only  be 
used  for  the  treatment  of  syphilis,  not  for  gonorrhea. 
APPG  (aqueous  procaine  penicillin  G)  (Wycillin, 
Crysticillin,  and  Duracillin)  is  to  be  used  for  the 
treatment  of  uncomplicated  gonorrhea.  APPG  is 
available  in  sterile  cartridge  needle  form  or  in  10-cc. 
vials  of  600,000  units  per  cubic  centimeter.  This 
higher  concentration  of  penicillin  is  necessary  since 
the  4.8-million  units  dosage  of  aqueous  procaine 
penicillin  G would  require  an  extraordinary  volume 
if  injected  in  a less  concentrated  form.  Spectino- 
mycin  hydrochloride  (Trobicin)  is  available  as  indi- 
vidual 2-Gm.  dosages.  It  should  be  reconstituted 
immediately  prior  to  injection,  immune  serum 
globulin,  that  is,  gamma  globulin,  should  be  stocked 
for  the  treatment  of  contacts  to  hepatitis  A.  Finally, 
an  assort  ment  of  oral  medications  are  useful  adjuncts 
to  the  treatment  of  STDs.  Ampicillin  or  amoxicillin 
as  500-mg.  capsules  can  be  used  for  the  treatment  of 
uncomplicated  gonorrhea.  Probenecid  is  available 
as  500-mg.  tablets  and  is  necessary  when  treating 
gonorrhea  infections  with  either  APPG,  ampicillin, 
or  amoxicillin.  Tetracycline  hydrochloride  as 
500-mg.  capsules  is  useful  in  the  treatment  of  both 
nongonococcal  and  gonococcal  urethritis,  especially 
when  the  use  of  penicillin  is  contraindicated.  For 
pregnant  patients, -erythromycin  succinate,  stearate, 
or  base,  also  as  500-mg.  capsules,  should  be  available 
as  a starting  dose.  A supply  of  3-  and  5-cc.  syringes 
with  20-gauge,  D/Mnch  needles  should  be  kept  for 
deep  intramuscular  injections. 

Emergency  equipment 

Clinicians  administering  any  medication  must  be 
prepared  for  the  development  of  a severe  allergic 
reaction.  Emergency  medications,  including  epi- 
nephrine, aminophylline,  hydrocortisone,  injectable 
diazepam,  injectable  phenobarbital,  intravenous 
setups,  intravenous  saline,  and  adequate  needles  and 
syringes  must  always  be  available.  Other  additional 
emergency  equipment,  including  tourniquets,  air- 
ways, and  oxygen,  should  be  at  hand. 
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Radiologic  Problem 
of  the  Month 


Ivory  vertebra 


A 39-year-old  man  with  a complaint  of  progressive  backache 
of  two  months'  duration. 


In  the  coned  anteroposterior  roentgenogram  of  the 
thoracolumbar  junction,  the  body  of  L]  (the  first 
lumbar)  is  noted  to  he  diffusely  dense.  Dense  reac- 
tive new  hone  is  also  present  along  the  left  margin  of 
the  body  of  Li.  In  the  left  paravertebral  area,  linear 
calcification  of  the  longitudinal  ligament  is  present, 
which  extends  to  t he  level  of  the  lower  border  of  the 
eleventh  dorsal.  The  intervertebral  spaces  are  well 
maintained  indicating  t he  cartilage  to  he  intact.  The 
size  of  the  involved  vertebra  is  not  increased  nor  is 
there  any  paravertebral  soft  tissue  swelling.  The 
remainder  of  the  skeleton  is  normal. 

Elucidation 

Primary  lymphoma  of  bone,  Hodgkin’s,  non- 
Hodgkin’s,  and  reticulum  cell  type,  constitutes  about 
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3.1  percent  of  all  malignant  tumors  of  bone.1  This 
neoplasm  can  occur  at  any  age,  but  is  rare  in  the  very 
young.  Slight  male  predominance  exists. 

Histologically,  Reed-Sternberg  cells  predominate 
in  the  Hodgkin’s  type,  reticulum  cells  in  reticulum- 
cell sarcoma,  and  lymphocytes  in  non-Hodgkin’s  type 
of  lymphosarcoma. 

A diffusely  dense  vertebra  is  described  as  an  “ivory 
vertebra”  in  the  literature.2-4  This  radiologic  ap- 
pearance is  encountered  in  several  disorders.  The 
common  cause  of  ivory  vertebra  is  osteosclerotic 
metastasis  from  carcinoma  of  the  breast  in  women 
and  carcinoma  of  the  prostate  in  males.  However, 
any  malignant  condition,  such  as  lymphoma,  carci- 
noma, and  sarcoma,  is  capable  of  producing  osteo- 
sclerotic metastasis.  Other  disorders  include  Paget’s 
disease,  fibrous  dysplasia,  primary  benign  and  ma- 
lignant neoplasms  of  vertebra,  infections,  infiltrative 
diseases,  and  metabolic  disorders. 

Radiologically,  primary  lymphoma  of  bone  may 
result  in  osteolysis,  osteosclerosis,  or  a combination 
of  both.  A single  osseous  focus  as  the  presenting 
lesion  is  encountered  in  about  20  percent  of  all  lym- 
phomas. The  spine,  pelvis,  ribs,  and  proximal  fem- 
ora are  affected  commonly.  Solitary  ivory  vertebra 
is  less  common  in  lymphoma.  Associated  calcifica- 
tion of  the  longitudinal  spinal  ligaments  has  been 
described  in  association  with  Hodgkin’s  disease.2 
The  present  case  is  the  first  instance  where  non- 
Hodgkin’s  type  of  vertebra  is  associated  with  calci- 
fication of  longitudinal  ligament  without  preceding 
radiation  therapy.  Radiologically,  no  criteria  exist 
to  distinguish  different  types  of  lymphoma. 

In  the  differential  diagnosis,  infective  lesions  of  the 
spine  such  as  tuberculosis,  actinomycosis,  and  so  on 
may  be  considered  in  view  of  the  reactive  new  bone 
and  associated  calcified  ligament.  However,  non- 
involvement of  disk  cart  ilage  and  the  diffuse  nature 
of  the  density  negate  these  possibilities. 

Diagnosis 

Non-Hodgkin’s  lymphoma  involving  vertebra 
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The  clinical  use  of  lithium  carbonate  has  ranged 
from  its  well-known  application  in  affective  disorders 
to  its  recent  report  of  effectiveness  in  seborrheic 
dermatitis.1  The  similarity  in  the  thrill  response 
associated  with  experiences  at  gambling  as  reported 
by  compulsive  gamblers  suggested  it  might  be  worth 
risking  a trial  of  lithium  carbonate  in  individuals 
afflicted  by  this  costly  illness.  The  following  case 
reports  describe  the  author’s  experience  with  the 
successful  use  of  lithium  carbonate  for  patients  in 
whom  a predominant  sytnptom  was  compulsive 
gambling. 

Case  reports 

Case  1.  A 45-year-old,  married  taxi  driver  who 
moonlights  as  a spotter  in  a dry  cleaning  establish- 
ment had  married  his  wife  when  he  was  25  years  of 
age  and  she  was  26.  They  had  had  two  children,  both 
girls,  ages  12  and  14.  The  wife  came  to  see  me  be- 
cause she  had  been  forced,  by  the  “talk”  among  her 
neighbors  that  her  husband  was  playing  around,  to 
confront  him  about  his  continued  gambling  and  the 
terrible  financial  pressure  that  she  was  under.  For 
approximately  seven  years,  she  had  known  that  her 
husband  was  a compulsive  gambler.  He  had  been 
gambling  compulsively  for  at  least  three  years  before 
that,  although  she  was  not  certain  that  he  was  telling 
the  truth  when  he  did  confess  that  he  was  in  severe 
financial  distress.  Although  he  earned  a good  living 
working  as  a “gypsy”  taxicab  driver,  they  never 
seemed  to  have  enough  money  for  the  house,  and  the 
wife  had  been  forced  to  seek  employment  as  a clerical 
aide  in  a physician’s  office  to  help  make  ends  meet. 
In  retrospect,  she  recognized  that  she  had  been 
denying  that  there  was  a significant  problem  with 
their  marriage  because  she  was  a fearful  woman, 


dependent,  and  could  not  conceive  of  supporting 
herself  despite  the  fact  that  it  was  her  income  that 
had  been  keeping  the  family  together.  Her  hus- 
band’s extravagant  adventures  at  the  track  seemed 
to  come  in  bursts.  He  would  abstain  for  months  and 
then  suddenly  would  become  optimistic,  extraordi- 
narily cheerful  in  contrast  to  his  usual  gloomy  self, 
with  promises  to  make  it  all  up  to  her  and  the  chil- 
dren. He  would  work  long  hours  and  spend  equally 
long  hours  at  the  track,  sleeping  little,  coming  home 
only  to  “crash”  and  to  have  sexual  orgies,  when  he 
would  insist  on  intercourse  several  times  within  a few 
hours.  At  these  times,  too,  his  judgment  was  very 
poor  and  his  winnings  from  the  track  were  even  less 
lucrative  than  during  other  quieter  periods  of  gam- 
bling. It  was  at  this  time,  too,  that  he  would  borrow 
sums  as  high  as  $2,000  or  $3,000  from  loan  sharks  at 
usury  rates,  knowing  full  well  that  he  had  little 
chance  of  paying  back  the  money.  When  he  was 
calmer,  he  would  be  remorseful  and  acknowledged 
that  he  knew  he  had  displayed  exceedingly  poor 
judgment  by  approaching  loan  sharks.  In  these 
quiescent  periods,  which  lasted  from  two  to  three 
months,  he  would  be  depressed;  his  wife  would  be 
nurturing  and  literally  exhausting  herself  in  an  effort 
to  earn  enough  money  to  repay  the  loan  sharks  and 
to  diminish  their  excessive  dunning  threats,  a con- 
stant occurrence  in  their  household. 

Curiously,  several  years  ago,  the  periods  of  intense 
confidence  and  certainty  in  the  ability  to  pick  a 
winner  recurred  at  the  usual  frequency  (about  every 
three  to  four  months),  but  this  was  no  longer  ac- 
complished by  a desire  for  frequent  sexual  liaison. 
The  wife  attributed  that  to  some  diminishing  of  male 
potency  at  around  age  45,  and  welcomed  the  relief 
from  these  physical  demands.  She  remained  in  a 
constant  state  of  ongoing  depression  because  it  re- 
mained her  duty  to  balance  the  books  and  keep 
paying  off  on  the  loans. 

One  day,  in  a casual  conversation  with  a neighbor, 
the  neighbor  suggested  that  the  husband  might  be 
having  an  extramarital  affair.  His  wife  could  not 
believe  it,  but  was  prompted  to  sit  down  and  calculate 
how  much  money  was  being  spent  to  reduce  the  large 
gambling  indebtedness.  By  her  computation,  she 
had  paid  off  over  $30,000  worth  of  debts  in  the  past 
five  years,  much  in  excess  of  what  should  have  been. 
She  then  confronted  her  husband,  who,  being  in  an 
euphoric  mood,  told  her  grandly  that  for  two  years 
he  had  had  another  wife  in  a different  part  of  the  city, 
and  was  supporting  both  families  from  her  earnings. 
This  accounted,  too,  for  his  diminished  sexual  de- 
mands on  her. 
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The  couple  was  seen  both  together  and  individu- 
ally, and  I was  struck  with  the  periodicity  of  the 
man’s  behavior.  His  moods  seemed  to  cycle  between 
a super-confident  gambling,  sexually  active  phase  to 
a depressed,  apologetic  phase  in  a frequency  of  about 
once  every  three  or  four  months.  I was  able  to  as- 
certain that  he  basically  preferred  to  remain  with  his 
wife  with  whom  he  had  lived  for  some  20  years,  and 
was  willing  to  consider  that  his  compulsive  gambling 
might  be  a phenomenon  of  mental  illness,  a variant 
of  manic-depressive  disease,  and  would  accept  a trial 
of  lithium  carbonate. 

Of  significance  in  his  past  history  was  that  his 
mother  had  had  rather  severe  depressive  episodes 
and  had  received  shock  treatment  when  she  was  in 
her  40s.  She  had  also  displayed  what  the  family,  at 
that  time,  thought  was  unusual  exuberance  after  his 
birth.  There  was  no  history  of  consanguinity,  nor 
any  history  of  color  blindness. 

The  usual  evaluation  for  persons  to  be  placed  on 
lithium  carbonate  was  done  and  all  laboratory  studies 
tested  within  the  normal  range.  The  patient  was 
begun  on  lithium  carbonate,  600  mg.  orally,  three 
times  a day,  on  an  outpatient  basis.  Lithium  car- 
bonate blood  levels  were  measured  initially  twice  a 
week,  then  once  a week  for  one  month,  and  then 
every  two  months  for  a period  of  two  and  one-half 
years.  He  achieved  therapeutic  range  within  two 
weeks,  and  experienced  a calming  effect  at  about  the 
same  time.  He  complained  initially  of  some  an- 
noyance that  he  lacked  interest  in  any  of  his  previous 
studies  of  the  ponies,  and  for  several  months  he 
continued  to  go  to  the  track  but  could  not  make  up 
his  mind  whether  to  bet  or  not  to  bet.  He  told  me 
that  “the  thrill  was  gone.”  He  exhibited  self- 
doubting  and  was  less  willing  to  risk  loss  of  his 
money.  He  began  to  find  fault  with  his  “second 
wife”  and  terminated  that  relationship  after  five 
months;  she  was  too  sexually  provocative,  he  said. 
With  the  reduced  outflow  of  monies,  and  together 
with  the  fact  that  he  was  working  at  two  jobs  and  his 
wife  was  working  as  well,  they  suddenly  found  that 
they  had  additional  funds  for  family  activities.  They 
refurbished  their  apartment  and  ultimately  moved 
to  a finer  neighborhood. 

The  family  has  since  been  followed,  and  the  sit- 
uation continues  to  be  stable. 

Case  2.  This  patient  was  referred  for  treatment  by 
his  father,  a certified  public  accountant  and  attorney. 
His  father  had  remarried  and  was  concerned  that  his 
son,  who  was  living  alone,  was  doing  nothing  with  his 
life,  was  going  nowhere,  and  certainly  was  not  ful- 
filling the  expectations  that  he  had  had  for  him.  He 
was  19  years  old,  a nice-looking,  quiet  young  man 
with  a shy  boyish  quality.  He  was  poorly  and  plainly 
dressed  in  blue  jeans  and  a lumberman’s  jacket  and 
wore  his  hair  in  a disheveled  Afro  cut.  He  admitted 
that  his  father  might  well  be  disappointed  in  him  but 
rationalized  that  he  was  disappointed  in  his  father 
who  was  never  available  to  him  when  he  was  growing 


up;  when  his  father  divorced  his  mother,  some  two 
years  earlier,  he  had  even  less  contact  with  his  father. 
Although  he  did  live  with  his  mother,  she  was  out 
most  of  the  time  when  he  was  out;  for  a long  time  he 
had  had  day/night  reversal,  so  that  he  would  stay  up 
all  night  in  town  playing  cards,  sleeping  during  the 
day,  and  so  there  was  little  contact  with  her.  His 
experiences  in  town  were  practically  the  only  so- 
cialization he  had,  although  he  admitted  that  little 
conversation  ensued  during  the  card  playing  or  after, 
but  it  was  a “place  to  go.”  A high-school  graduate 
with  average  grades,  he  had  attempted  to  enroll  in  a 
local  two-year  junior  college  several  times,  but  his 
follow-through  was  exceedingly  poor  and  he  had 
never  completed  a single  course. 

The  boy  could  trace  his  interest  in  gambling  to  a 
grandfather  who  had  played  pinochle  and  to  the  fact 
that  his  family  had  made  a habit  of  purchasing  raffle 
and  Irish  Sweepstakes  tickets  regularly.  Also  no- 
table is  the  fact  that  his  mother  was  a superstitious 
woman  who  believed  intensely  in  the  tarot,  went  to 
psychics  and  readers  and  spiritualists,  and  saw  her 
own  future  as  being  dependent  on  a long-shot  ac- 
ceptance of  a novel  that  she  thought  would  make  a 
great  television  series.  She  had  had  no  particular 
writing  training  or  success  with  any  prior  publica- 
tions. She  had  written  and  rewritten  one  particular 
novel  and  had  sent  that  same  novel  out  to  many  po- 
tential purchasers  in  the  hope  that  she  would  “con- 
nect.” 

By  contrast,  the  boy’s  father  was  a meticulous 
drudge.  An  obsessive  perfectionist,  he  was  in  a 
constant  state  of  moderate  depression  and  psychic 
pain.  He  expected  no  relief  from  his  lot  in  life,  which 
was  to  be  a rigid  adherent  to  societal  rules  as  he  saw 
them:  a money  machine  and  a dutiful  and  proper 
husband  and  father.  He  had  divorced  the  boy’s 
mother  because  she  was  flamboyant,  illogical,  spent 
money  recklessly  at  times,  and,  according  to  her  son, 
“at  times,  no  one  could  keep  up  with  my  mother.” 
By  the  latter,  he  meant  that  she  was  hyperactive, 
pushy,  full  of  many  schemes  without  any  follow- 
through,  and  ambitious  much  beyond  her  reasonable 
capability. 

The  son  had  inherited  some  of  hiS  mother’s 
qualities.  At  times,  he,  too,  saw  the  resolution  of  all 
his  problems  as  hitting  it  big  at  cards  or  saving. up 
sufficient  funds  to  make  it  to  Las  Vegas  for  that 
sensational  win.  Most  of  the  time  he  was  isolated 
and  passive,  but  without  warning  he  could  become 
electrified,  optimistic,  outgoing,  and  grandiose.  At 
those  times,  he  “knew”  that  he  was  going  to  make  it. 
He  was  restless  and  quick  to  anger  when  anyone 
questioned  his  ability  to  win  at  cards  or  at  the  track, 
to  which  he  turned  at  those  times.  He  claimed  he 
could  handicap  the  horses  as  could  no  one  else  in  the 
world.  Logic  and  simple  addition  and  computation 
of  his  winnings  and  losses  were  of  no  interest  to  him. 
During  these  times  he  was  inaccessible  to  rational 
argument.  He  took  risks,  not  only  in  his  gambling 
but  wit  h his  life  as  well.  He  drove  a battered  car  with 


786  New  York  State  Journal  of  Medicine/April,  1980 


inadequate  brakes  and  poor  tires,  even  at  times  when 
he  was  exhausted  from  having  stayed  up  all  night. 
On  more  than  one  occasion  he  was  stopped  by  the 
police  because  he  was  weaving  while  driving  on  the 
road  at  4:00  o’clock  in  the  morning  returning  from 
town.  Despite  these  reality  occurrences,  he  was 
certain  of  his  omnipotence  and  ability  to  “overcome 
adversity.” 

When  these  states  of  enthusiasm  would  pass,  he 
would  return  to  an  ongoing,  chronic  depressed  mood 
with  little  memory  of  the  preceding  events  except  to 
think  that  he  felt  alive  at  those  times. 

Based  on  the  experience  with  Case  1,  it  was  sug- 
gested that  perhaps  these  episodes  of  enthusiasm  and 
reckless  and  nonproductive  compulsive  gambling 
were  reflections  of  a type  of  manic-depressive  disease. 
The  boy  was  disinclined  to  accept  that  diagnostic- 
impression,  but  did  agree  that  he  needed  something 
to  help  him  reduce  his  mistakes  at  the  track. 

A lithium  carbonate  work-up  was  arranged  and  he 
was  begun  on  600  mg.,  three  times  a day,  and  was 
followed  in  the  usual  manner.  Over  the  period  of 
about  one  year,  his  wild  betting  sprees  diminished. 
Although  he  did  continue  to  go  to  the  track,  he  spent 
most  of  his  time  there  socializing  and  became  more 
an  observer  than  a participant.  The  compulsion  to 
bet  was  reduced,  but  so  was  his  euphoric  feeling— 
“the  thrill  was  gone.” 

In  therapy  he  began  to  explore  other  ways  to  earn 
money  to  sustain  himself.  With  some  coaxing,  he 
was  able  to  take  a part-time  job  in  a florist  shop,  de- 
veloped a mild  interest  in  preparing  floral  displays, 
and  accumulated  enough  money  to  move  out  of  his 
home  and  to  buy  himself  a slightly  better  used  car. 
He  remained  in  treatment  for  over  one  and  one-half 
years,  with  continued  benefit  of  a modest  degree.  He 
left  treatment  to  move  to  Chicago. 

Case  3.  A 35-year-old,  married  woman  had  been  a 
card  player  for  as  long  as  she  could  remember.  Her 
mother  was  a card  player,  her  father  was  a card 
player,  and  her  son  was  a bookie:  her  husband  was  a 
stock  broker.  The  entire  family  had  a life  style  of 
depending  on  a high  element  of  chance  for  the  fam- 
ily’s income.  During  the  1960s,  when  the  stock 
market  was  profitable  for  many,  the  husband  had 
demonstrated  an  amazing  capacity  to  sell  mutual 
funds  and  had  become  quite  well-to-do.  Unfortu- 
nately, he  believed  his  own  “press  notices”  and  had 
taken  a great  many  risks,  which  had  made  the  net 
profit  for  him  virtually  nil.  The  family,  consisting 
of  him,  his  wife,  and  their  son,  had  an  amazing  ca- 
pacity to  keep  afloat  financially  because  at  one  time 
or  another,  one  of  them  was  on  a high;  although  they 
themselves  might  not  be  successful,  their  enthusiastic 
stance  seemed  to  seduce  backers.  These  backers 
would  give  them  money  to  invest  or  to  bet  with  for 
them,  and  it  was  this  money  that  allowed  them  to 
keep  their  household  intact  and  solvent.  In  1970,  the 
husband  had  been  fired  from  his  job  as  a stock  bro- 
ker; he  had  been  accused  of  gambling,  rather  than 


investing,  for  his  clients.  He  had  gone  into  a deep 
depression  and  contemplated  suicide;  it  was  then 
that  he  decided  that  treatment  might  he  indicated 
to  help  straighten  out  his  life.  He,  too,  seemed  to 
have  cyclic  urges  to  “invest.”  The  similarity  to 
manic  excitement  seemed  apparent,  and  I proposed 
a course  of  lithium  carbonate  should  another  episode 
appear.  At  that  time,  he  was  depressed,  and  for 
approximately  six  months  I treated  him  with  im- 
ipramine  hydrochloride  (Tofranil),  150  mg.  a day. 
He  was  able  to  obtain  anot  her  position  as  a real  estate 
salesman  and  began  to  notice  that  he  was  moving  in 
the  direction  of  multiple  activities,  simultaneous 
“deals.”  At  that  time,  we  decided  to  place  him  on 
lithium  carbonate,  which  he  tolerated  very  well;  al- 
though he  did  not  become  the  super  salesman  he 
seemed  destined  to  be,  he  was  able  to  retain  his  job. 
His  wife,  however,  divorced  him.  She  complained 
that  he  was  no  longer  interesting  or  stimulating,  nor 
would  he  ever  make  enough  money  for  her  to  live  in 
the  high  style  to  which  she  thought  she  would  like  to 
have  become  accustomed. 

Comment 

Van  Putten  and  Sanders2  found  that  approxi- 
mately 15  percent  of  a group  of  severely  handicapped 
and  chronic  patients  with  a variety  of  nonaffective 
psychotic  disorders,  nonresponsive  to  the  usual 
pharmacologic  and  psychotherapeutic  approaches, 
improved  dramatically  after  treatment  with  lithium 
carbonate.  This  drug  has  been  tried  in  conditions 
of  aggressitivity,  alcoholism,  self-mutilation,  pre- 
menstrual tensions,  phobias,  hypothyroidism,  drug 
abuse,  spasmodic  torticollis,  tardive  dyskinesia, 
mental  retardation,  Meniere’s  disease,  granulocy- 
topenia, and  so  forth. : In  some  of  these  “decisions” 
the  application  seems  far-fetched.  Beneficial  re- 
sponse from  lithium  carbonate  has  been  used  as  a 
point  by  which  to  differentiate  truly  manic  patients 
from  other  patients  who  are  hyperactive  but  are 
probably  not  manic-depressive.  A common  de- 
nominator for  effectiveness  of  lithium  carbonate 
seems  to  be  the  presence  of  an  effective  component 
with  excitability  and  impulsiveness-explosiveness. 
This  was  found  to  be  the  case  in  those  individuals, 
such  as  prisoners,  who  responded  positively  to  lithi- 
um carbonate.4  Similarly,  those  individuals  char- 
acterized as  suffering  from  an  emotionally  unstable 
character  disorder  are  described  as  having  emotional 
overreactivity. 

Those  impulsive  gamblers  with  the  capacity  for 
introspection  have  acknowledged  that  the  pursuit  of 
winning  is  even  more  important  than  is  the  actual 
prize.  The  thrill  and  excitement  are  so  pleasurable 
that  they  are  virtually  addicting.  There  is  also  a 
thrill  in  the  expectation  of  the  consequences  when 
one  loses.  Being  in  jeopardy  from  creditors,  some  of 
whom  are  bent  on  doing  the  gambler  physical  harm, 
intensifies  the  excitement.  It  is  this  charged-up 
feeling,  a mixture  of  super  confidence,  enthusiasm, 
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fear,  and  guilt,  that  seems  to  drive  the  patient  toward 
the  gaming  table.  Lithium  carbonate  seemed  to 
blunt  this  affective  component  with  a concomitant 
salutory  effect  on  the  life  styles  of  these  troubled 
people. 

It  is  conceivable  that  the  group  of  compulsive 
gamblers  includes  many  prediagnostic  types,  in- 
cluding manic-depressive  patients,  patients  with 
character  disorders,  and  patients  who  have  the  vague 
syndromes  of  emotionally  unstable  character  disor- 
der. It  is  difficult  to  accumulate  enough  individual 
patients  who  would  be  cooperative  with  a larger 
study,  including  a blind  study,  if  the  response  to 
lithium  carbonate  appears  favorable  to  draw  some 
future  definitive  conclusions.  Nevertheless,  in  the 
interim,  lithium  carbonate  seems  to  have  some  use 


in  the  management  of  chronic  compulsive  gam- 
blers. 


Calabasas  Mental  Health  Services 
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Woodland  Hills,  California  91367 
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Diet  book  offers  unsound 
advice,  AMA  expert  says 

The  Pritikin  Diet  Plan  undergoes  a critical  analysis  in 
the  January  4 Journal  of  the  American  Medical  Associa- 
tion. 

The  diet  is  presented  in  a book  entitled  “The  Pritikin 
Program  for  Diet  and  Exercise.”  It  is  advocated  as  treat- 
ment for  many  ills,  including  high  blood  pressure,  diabetes, 
gout,  atherosclerosis,  gallstones,  and  other  degenerative 
states. 

Writes  Therese  Mondeika  of  the  AMA’s  Department  of 
Foods  and  Nutrition: 

“The  diseases  addressed  by  the  Pritikin  program  are 
highly  complex,  multifactorial,  and  inadequately  under- 
stood. In  addition  to  diet,  some  of  the  risk  factors  asso- 
ciated with  degenerative  diseases  are  smoking,  overeating, 
inadequate  exercise,  and  alcohol  consumption.  Genetic 
inheritance  also  may  play  a role. 

“The  program  deals  with  many  of  these  risk  factors  and 
therefore  may  have  some  beneficial  effect.  However, 


claims  of  spectacular  reversals  of  serious  illnesses  or  of 
prevention  of  disease  in  symptom-free  adherents  of  the 
program  have  yet  to  be  established  scientifically.  , Until 
then,  the  Pritikin  hypothesis  regarding  diet  and  disease 
must  be  considered  experimental.” 

The  book  contains  many  erroneous  statements.  Ms. 
Mondeika  declares.  For  example,  the  discussion  of  pro- 
teins contains  a statement  that  unrefined,  minimally 
processed  grains,  roots,  vegetables  and  fruits  are  much 
better  sources  of  protein  than  meat,  fish,  eggs,  and  milk. 
It  is  further  stated  that  all  natural  food  grown  contains  all 
of  the  amino  acids,  “essential”  and  “nonessential,”  in 
sufficient  quantities  to  satisfy  human  requirements. 
The?e  statements  conflict  with  scientific  fact,  she  says. 

The  Pritikin  diet  formula  is  also  advocated  for  pregnant 
women  and  burn  victims.  But,  “Considering  the  increased 
need  for  protein  during  pregnancy  and  in  patients  with 
extensive  burns,  following  this  advice  would  be  contrary 
to  proper  nutritional  care.” 

Says  Ms.  Mondeika:  “Such  inaccurate  statements 

throughout  the  book  do  not  qualify  it  as  a reliable  source 
of  nutrition  information.” 
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With  recent  advances  in  cell  surface  and  antigen 
marker  studies  of  neoplastic  cells,  lymphoprolifera- 
tive  disorders  can  be  divided  into  three  main  cate- 
gories: T-cell,  B-cell,  and  non-T-/non-B-cell  ma- 
lignant conditions.  Approximately  15  to  25  percent 
of  patients  with  ALL  (acute  lymphoblastic  leukemia) 
have  T-cell  leukemia,  less  than  5 percent  B-cell  leu- 
kemia, and  more  than  70  percent  non-T-/non-B-cell 
leukemia.1-4  A majority  of  patients  with  CLL 
(chronic  lymphocytic  leukemia)  or  ML  (malignant 
lymphoma)  have  neoplastic  disease  of  B-cell  origin, 
whereas  only  a minority  of  these  lymphoproliferative 
disorders  belong  to  T-cell  malignant  conditions.5-9 

Human  T lymphocytes  can  be  identified  by  their 
ability  to  form  spontaneous  rosettes  with  unsensi- 
tized sheep  erythrocytes,  that  is,  E-rosettes,  and  by 
the  lack  of  surface  membrane  immunoglobulins.10-12 
Human  B lymphocytes,  on  the  other  hand,  can  be 
identified  by  their  ability  to  form  rosettes  with 
erythrocytes  sensitized  with  19S  antibodies  and 
complements,  known  as  EAC-rosettes,  and  by  the 
presence  of  Smlg  (surface  membrane  immunoglob- 
ulins).11-13 Since  1974,  several  studies  describing  the 
presence  of  both  E and  complement  receptors  on  the 
surface  of  malignant  T cells  from  several  patients 
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with  lymphoproliferative  diseases  have  been  re- 
ported.?4-24 

The  present  study  describes  a patient  with  ML, 
whose  neoplastic  cells  exhibited  surface  and  antigen 
markers  characteristic  of  T lymphocytes,  such  as  the 
E-rosette  and  HTLA  (human  thymus-leukemia  an- 
tigen) plus  the  EAC-rosette,  which  is  usually  con- 
sidered as  a B cell  marker.  Of  particular  interest  is 
the  fact  that  these  neoplastic  T cells  with  comple- 
ment receptors  act  as  helper  cells  for  PWM  (poke- 
weed  mitogenbinduced  differentiation  of  normal  B 
lymphocytes  into  immunoglobulin-producing  plasma 
cells. 

Materials  and  methods 

Peripheral  blood  mononuclear  cells  were  isolated 
from  heparinized  whole  blood  by  a Ficoll-Hypaque 
gradient  centrifugation  technique  as  previously  de- 
scribed.25 Pleural  effusion  cells  were  isolated  by 
simple  centrifugation.  Lymph  node  cells  were  iso- 
lated by  mincing  and  teasing  the  lymph  node  tissue, 
filtering  through  gauze,  and  were  followed  by  cen- 
trifugation over  a Ficoll-Hypaque  gradient. 

Total  T-lymphocyte  count  was  performed  by 
counting  of  sheep  erythrocyte-rosetted  cells  after  an 
overnight  incubation  of  mononuclear  cells  with  un- 
sensitized sheep  erythrocytes  at  4°C.  with  centrifu- 
gation, that  is,  standard  Es-rosettes.  Subpopulations 
of  T cells  were  determined  by  counting  (1)  sheep 
erythrocyte-rosetted  cells  at  room  temperature  after 
one-hour  incubation  without  centrifugation,  known 
as  gravity  Es-rosettes;  (2)  sheep  erythrocyte-rosetted 
cells  without  incubation  but  with  centrifugation, 
known  as  active  Es-rosettes;  (3)  sheep  erythrocyte- 
rosetted  cells  at  29°C.  for  overnight  incubation  with 
centrifugation,  known  as  high  affinity  Es-rosettes;  (4) 
sheep  erythrocyte-rosetted  cells  at  37°C.  for  over- 
night incubation  with  centrifugation,  known  as  stable 
Es-rosettes;  and  (5)  human  erythrocyte-rosetted  cells 
at  4°C.  for  overnight  incubation  with  centrifugation, 
named  Eh-rosettes.  The  procedure  for  EAC-ro- 
setting  was  generally  the  same  as  that  for  standard 
Es-rosetting  except  for  the  use  of  bovine  erythrocytes 
coated  with  rabbit  antibovine  erythrocyte  antibody, 
IgM,  plus  mouse  complement,  room  temperature 
incubation,  and  no  centrifugation. 

The  E-  and  EAC-rosette  formations  were  carried 
out  as  previously  described.8  The  Smlg  was  detected 
by  the  direct  membrane  immunofluorescence  test 
using  fluorescein  isothiocyanate-conjugated  goat 
antibody  specific  for  each  human  immunoglobulin 
chain.  Indirect  membrane  immunofluorescence  test, 
using  a panel  of  specific  rabbit  antisera  and  fluores- 
cein isothiocyanate-conjugated  goat  antirabbit 
globulin  reagent,  was  carried  out  to  identify  the 
HTLA,  Ia-like,  B-cell  associated,  antigen  and  antigen 
specific  for  cALL  (common  form  of  ALL).  A de- 
tailed method  for  each  antigen  identification  has 
previously  been  published.3,1 1,12,26,27 

The  peripheral  blood,  lymph  node,  or  pleural 
effusion  cell  responses  to  mitogens  and  antigens  were 
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carried  out  as  previously  described.25’28  The  stim- 
ulating capacity  of  lymph  node  or  pleural  effusion 
cells  on  normal  lymphocytes  in  “one-way”  mixed 
lymphocyte  reaction  were  carried  out,  using  a slightly 
modified  whole-blood  method.29 

The  PWM-induced  normal  B cell  differentiation 
was  performed  by  measuring  the  IgG  production  by 
double  antibody  radioimmunoassay.30  In  this  assay, 
purified  T and  B lymphocytes,  isolated  by  a method 
based  on  the  stable  rosette  formation  of  T lympho- 
cytes with  neuraminidase-treated  sheep  erythro- 
cytes,25 were  utilized. 

Chromosome  analyses  of  lymph  node  cells  were 
carried  out  using  a modified  G banding  tech- 
nique.31 


Case  report 

A 60-year-old  white  female  apparently  developed 
fatigue,  generalized  malaise,  and  dyspnea  in  June, 
1978.  In  the  early  part  of  August,  she  noted  in- 
creased abdominal  girth  and  leg  edema.  Chest  x-ray 
films  at  that  time  revealed  a mediastinal  mass.  She 
was  admitted  to  Roswell  Park  Memorial  Institute  on 
August  23, 1978.  On  physical  examination,  bilateral 
cervical  and  right  axillary  lymph  nodes,  1 to  3 cm.  in 
diameter,  were  found.  The  heart  rate  was  120  per 
minute  with  occasional  extrasystoles;  examination 
of  the  lungs  showed  dullness  and  decreased  breath 
sound  at  the  right  base.  The  liver  was  palpable  3 cm. 
below  the  right  costal  margin,  and  the  spleen  was  not 
palpable.  There  was  a moderate  ankle  edema  bi- 
laterally. 

Complete  blood  counts,  including  a differential, 
were  within  normal  limits.  Blood  chemistry  and 
liver  function  test  findings  and  immunoelectropho- 
resis  were  also  within  normal  limits.  Chest  x-ray 


films  showed  bilateral  pleural  effusions  and  a huge 
mediastinal  mass.  Bone  marrow  aspiration  and  bi- 
opsy were  nondiagnostic.  Thoracentesis  from  the 
right  side  of  the  chest  was  done,  and  about  2,000  ml. 
of  chylous  fluid  were  removed.  Cytology  of  this 
pleural  fluid  showed  numerous  enlarged  lymphoid 
cells  with  some  pyknotic  nuclei. 

Two  days  after  admission,  the  patient  developed 
an  acute  myocardial  infarction  and  was  transferred 
to  the  coronary  care  unit  of  the  Buffalo  General 
Hospital.  She  was  digitalized,  and  two  more  thora- 
centeses were  performed  owing  to  rapid  reaccumu- 
lation of  the  pleural  effusion.  The  patient  under- 
went biopsies  of  a lower  cervical  lymph  node  and  of 
a nodule  in  the  upper  and  outer  quadrant  of  the  right 
breast,  approximately  one  week  after  her  admission. 
The  histologic  condition  of  the  cervical  lymph  node 
was  interpreted  as  noncaseating  granuloma,  that  is, 
sarcoidosis,  and  that  of  the  breast  nodule  as  li- 
poma. 

The  patient  was  transferred  back  to  Roswell  Park 
Memorial  Institute  on  September  5, 1978.  She  was 
found  to  have  reaccumulation  of  pleural  effusion, 
requiring  several  thoracenteses,  increasing  lymph- 
adenopathy,  splenomegaly,  and  ascites.  On  Sep- 
tember 12,  1978,  she  underwent  a right  axillary 
lymph  node  biopsy  which  was  interpreted  as  malig- 
nant lymphoma,  histiocytic  and  diffuse  type.  The 
pathology  report  was  as  follows:  the  sections  of  the 
lymph  node  showed  partial  involvement  by  sheets  of 
neoplastic  cells,  having  quite  large  nuclei,  mostly 
noncleaved  and  prominent  nucleoli,  and  a moderate 
amount  of  cytoplasm.  Other  parts  of  the  nodes  re- 
tained normal  architecture  with  open  sinusoids.  A 
few  noncaseating  epitheloid  granulomas  were  seen. 
Closed-staging  work-up,  including  lymphangiogram 
and  gallium  scan,  showed  enlarged  para-aortic  and 
bilateral  iliac  lymph  nodes.  She  was  started  on 


TABLE  I.  Surface  and  antigen  markers  of  peripheral  blood  lymphocytes,  lymph  node  cells,  and  pleural  effusion  cells 

of  T cell  lymphoma  patient 


Test 


Percent 

Peripheral  Blood 

, Lymphocytes \ 

Mean  (Ranges) 
in 

Patient  Four  Controls* 


Percent 

, Lymph  Node  Cells N Pleural 

Mean  (Ranges)  Effusion 

in  Cells  in 

Patient  Eight  Controls*  Patient 


Standard  Es-rosettes 

49 

69  (56  to  77) 

77 

51  (37  to  74) 

98 

Gravity  Es-rosettes 

0 

0 

67 

6 

51 

Active  E8-rosettes 

NT** 

36  (14  to  64) 

NT 

NT 

76 

High  affinity  Es-rosettes 

NT 

26  (12  to  48) 

NT 

NT 

90 

Stable  E9-rosettes 

NT 

0 

NT 

NT 

56 

Allogeneic  Eh-rosettes 

NT 

10  (3  to  24) 

NT 

NT 

54 

EAC- rosettes 

42 

29  (19  to  36) 

51 

33  (16  to  61) 

3 

HTLA 

NT 

NT 

96 

6 

96 

Ia-like  antigen 

NT 

NT 

2 

46 

2 

Smlg 

22 

27  (17  to  39) 

NT 

20 

3 

cALL  antigen 

NT 

NT 

0 

0 

0 

* Healthy  subjects. 

* Control  lymph  node  cells  were  obtained  from  uninvolved  lymph  nodes,  mesenteric  or  omental,  from  eight  patients  with  malignant  lymphoma  during 
laparotomy  and  splenectomy  for  open  staging.  The  antigen  marker  study  of  lymph  node  cells  was  carried  out  in  patient  and  in  one  control  only. 

**  NT  = not  tested. 
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TABLE  II.  Mitogen  and  antigen  responses  of  lymph  node  cells,  pleural  effusion  cells,  and  peripheral  blood 

lymphocytes  of  T cell  lymphoma  patient 


Source  of 


Stimulation  Index* 

Streptokinase- 


Lymphocytes  PHA  Con-A  PWM  PPI)  Streptodornase  Mumps  Monilia 

Lymph  node  cells  1 <1  <1  NTf  NT  NT  NT 

Pleural  effusion  cells  1.2  <1  <1  NT’  NT  NT  NT 

Peripheral  blood  lymphocytes  74.1  40.6  72.2  1.8  7.2  1 14.7 

Controls  (29)  (Mean  ± Standard  Deviation)  350  ± 164  103  ± 87  136  ± 94  ...  ...  ...  ... 


• Stimulation  Index  = 


cpm  (counts  per  minute)  in  stimulated  culture 
cpm  in  unstimulated  culture 


Stimulation  index  of  more  than  2 was  considered  significant  lor  antigen 


response. 

* NT  = not  tested. 


CHOP  regimen  (cyclophosphamide  (Cytoxan),  750 
mg.  per  square  meter  IV  (intravenously);  adriamycin, 
50  mg.  per  square  meter  IV;  vincristine,  1 mg.  per 
square  meter  IV;  and  prednisone,  100  mg.  per  square 
meter  orally  for  five  days)  every  three  weeks.  After 
two  cycles  of  CHOP  therapy,  all  measurable  tumor 
parameters  significantly  decreased.  Her  ascites  and 
pleural  effusions  also  decreased.  When  last  seen  in 
the  outpatient  clinic  on  December  20, 1978,  she  was 
asymptomatic.  Chest  x-ray  films  showed  disap- 
pearance of  the  mediastinal  mass  and  pleural  effu- 
sions. Flat  plate  of  the  abdomen  showed  a marked 
decrease  in  size  of  dye-filled  para-aortic  and  iliac 
lymph  nodes. 

Results.  Surface  and  antigen  markers  of  lymph 
node  cells,  pleural  effusion  cells,  and  peripheral  blood 
cells  from  the  patient  are  shown  in  Table  I.  The 
E-rosette-forming  cells  by  standard  centrifugation 
method  were  77  percent  for  lymph  node  cells  and  98 
percent  for  pleural  effusion  cells.  Of  interest  was  the 
fact  that  67,  or  51  percent  of  lymph  node  cells  or 
pleural  effusion  cells,  respectively,  were  able  to  form 
rosettes  without  centrifugation.  Over  50  percent  of 
lymph  node  cells  formed  EAC-rosettes,  while  the 
pleural  effusion  cells  had  only  3 percent  EAC-ro- 
settes. The  T-cell  antigen,  HTLA,  was  positive  in 
the  96  percent  of  lymph  node  and  pleural  effusion 
cells.  The  B-cell-associated  antigen,  Ia-like,  and  the 
Smlg  were  positive  in  only  3 percent  of  those  cells. 
The  cALL  antigen  was  totally  negative  in  these  cells. 
Peripheral  blood  mononuclear  cells  of  this  patient 
showed  49  percent  standard  E-rosette-forming  cells, 
of  which  none  formed  gravity  E-rosettes;  42  percent 
EAC-rosette-forming  cells;  and  22  percent  Smlg- 
positive  cells. 

Lymph  node  and  pleural  effusion  cells  of  our  pa- 
tient were  completely  unresponsive  to  PHA  (phy- 
tohemagglutinin), Con-A  (concanavalin-A)  or  PWM. 
Peripheral  blood  lymphocytes,  on  the  other  hand, 
responded  normally  to  Con-A  or  PWM  and  subnor- 
mally  to  PHA.  Peripheral  blood  lymphocyte  re- 
sponse to  streptokinase-streptodornase  (Varidase) 
or  monilia  was  significant,  whereas  the  response  to 
PPD  (purified  protein  derivative)  or  mumps  was 
negative  (Table  II). 

Lymph  node  and  pleural  effusion  cells  of  this  pa- 
tient exerted  no  stimulating  capacity  on  allogeneic 


TABLE  III.  Distribution  of  chromosome  numbers 


Chromosome  Number 

Number  of  Cells 

21 

1 

27 

I 

32 

1 

41 

1 

44 

4 

45 

5 

46 

3 

47 

2 

48 

2 

49 

1 

54 

1 

Total 

22 

normal  lymphocytes  in  one-way  mixed  lymphocyte 
reaction,  even  when  twice  or  four-times  higher  con- 
centrations of  stimulators  were  utilized.  Peripheral 
blood  T lymphocytes  of  this  patient  exerted  a low  but 
significant  stimulation  on  allogeneic  normal  lym- 
phocytes. 

The  IgG  production  in  PWM-induced  normal 
B-cell  differentiation  in  the  presence  of  pleural 
effusion  T cells  of  our  patient  was  710  ng.  per  106  B 
lymphocytes,  which  was  within  the  ranges  of  IgG 
production  in  the  presence  of  normal  peripheral 
blood  T cells  of  four  healthy  subjects,  490  to  1,720  ng., 
suggesting  that  these  pleural  effusion  cells  acted  as 
helper  T cells.  Unfortunately,  the  lymph  node  cells 
of  our  patients  were  not  tested  for  immunoregulatory 
function. 

Twenty-two  cells  were  counted;  the  chromosome 
number  varied  from  21  to  54.  The  distribution  of  the 
chromosome  numbers  is  given  in  Table  III. 

The  three  cells  karyotyped  with  46  chromosomes 
had  a normal  female  complement.  Hypodiploid  cells 
with  low  chromosome  numbers  of  21  to  41  were 
shown  to  have  a random  loss  of  chromosomes.  Three 
common  features  among  the  rest  of  the  karyotypes 
were  trisomy  of  chromosome  3 and  7p+  besides  the 
two  normal  number  7 chromosomes,  and  one  or  two 
minute  chromosomes  (Fig.  1).  The  origin  of  the 
extra  band  on  the  short  arm  of  number  7 and  that  of 
the  minute  chromosomes  was  not  possible  to  estab- 
lish. Besides  the  aforementioned  abnormalities,  loss 
of  one  chromosome  18  and  chromosome  21  was  very 
frequent. 
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FIGURE  1.  Karyotype  with  45  chromosomes  showing  tri- 
somy of  chromosome  3;  7p+  chromosome;  and  monosomy 
of  8,  11,  18,  and  2 1 . Small  marker  chromosome  indicated 
by  m. 

Comment 

Since  the  introduction  of  cell  surface  and  antigen 
marker  analyses,  human  lymphoproliferative  disor- 
der can  be  classified  into  T-cell,  B-cell,  or  non-T/ 
non-B  malignancies.  It  has  been  reported  that  the 
majority  of  lymphocytic  or  mixed  lymphomas, 
especially  those  with  a nodular  or  follicular  pattern, 
are  B-cell  ML.32  Only  a few  cases  of  T -cell  ML  have 
been  documented.33 

The  T-cell  origin  of  ML  in  our  patient  has  been 
well  documented  by  surface  and  antigen  marker 
analyses.  The  presence  of  marker  chromosomes  and 
of  other  chromosome  abnormalities  in  the  lymph 
node  cells  of  this  patient  strongly  favor  the  diagnosis 
of  malignancy.  Abnormal  chromosomes,  including 
marker  chromosomes  in  patients  with  T-cell  ML  as 
well  as  T-cell  CLL,  have  previously  been  ob- 
served.28’34’35 As  in  our  case,  an  association  of  a 


mediastinal  mass  with  or  without  pleural  effusion  in 
T-cell  ML  has  been  mentioned.36’37  A controversy 
exists  in  the  literature  as  to  the  mitogen  response  of 
neoplastic  T lymphoid  cells.  Some  investigators 
reported  a normal  response  to  mitogens,  whereas 
others  found  a poor  response  or  no  response.7,17,38  In 
our  patient,  neoplastic  T cells  from  lymph  node  or 
pleural  effusion  were  completely  unresponsive  to 
mitogens,  although  peripheral  blood  T lymphocytes, 
presumably  normal,  responded  fairly  well  to  mito- 
gens and  antigens  (streptokinase-streptodornase  and 
monilia).  Of  interest  is  the  fact  that  the  stimulating 
capacity  of  lymph  node  and  pleural  effusion  T cells 
of  our  patient  on  allogeneic  normal  lymphocytes  was 
absent,  suggesting  the  neoplastic  nature,28,39  and  that 
the  peripheral  blood  T lymphocytes  possessed  a low 
but  significant  stimulating  capacity,  suggesting  the 
non-neoplastic  nature.28 

Of  particular  interest  is  the  fact  that  the  neoplastic 
T cells  from  patients  with  a variety  of  lymphopro- 
liferative diseases  have  been  shown  to  retain  either 
helper  or  suppressor  activity  on  PWM-induced 
normal  B-cell  proliferation  and  differentia- 
tion. 17,38,40~44  To  our  knowledge,  our  patient  is  the 
first  case  in  which  the  neoplastic  T cells  from  pleural 
effusion  were  capable  of  helping  allogeneic  normal 
B lymphocytes  to  proliferate  and  differentiate  in  the 
presence  of  PWM. 

It  is  of  interest  that  over  50  percent  of  lymph  node 
cells,  (96  percent  T-cell  antigen-positive  cells  and  77 
percent  E-positive  cells)  also  expressed  the  comple- 
ment receptors.  Thus,  although  we  did  not  carry  out 
double  marker  study  in  our  patient,  it  is  very  likely 
that  these  neoplastic  T cells  possess  the  complement 
receptors. 

Review  of  the  literature  reveals  11  well-docu- 
mented cases  of  complement  receptor-positive  and 
E-positive  T-cell  leukemia  or  lymphoma. 14,15,17-24 
Only  2 of  these  11  cases  were  diagnosed  as  T-cell 


TABLE  IV.  Surface  and  antigen  markers  in  reported  cases  of  complement  receptor-positive  T cell  leukemia  and 

lymphoma 


Source  of 


Case 

(Reference) 

Age 

(Years) 

Sex 

Clinical 

Diagnosis 

Neoplastic 

Cells 

, Surface  and  Antigen  Markers N 

E HTLA  EAC  SIg 

1 (ours) 

60 

F 

T-ML 

Lymph  node 

+ (77) 

+ (96) 

+ (51) 

2 (23) 

68 

F 

T-LSCL 

Blood 

+ (93  to  97) 

NT* 

+ (71  to  82) 

3(19,21) 

63 

M 

T-LSCL 

Blood 

+ (51  to  90) 

+ (72) 

+ (50  to  82)  +(15  to  90) 

4 (18,  22) 

64 

F 

T-CLL 

Blood 

+ (77  to  81) 

NT 

+ (35  to  52) 

5(17) 

45 

F 

T-ALL 

Blood  and 
hone  marrow 

+ (93) 

NT 

+ (94) 

6(20) 

22 

M 

T-ALL 

Blood 

+ (80) 

NT 

+ (70) 

7(24) 

62 

M 

T-CLL 

Blood 

+ (95) 

+ (99) 

+ (95) 

8(15) 

5 

F 

T-ALL 

Blood 

+ (93) 

NT 

+ (44) 

9 (15) 

3 

F 

T-ML 

Lymph  node 

+ (38) 

NT 

+ (20)(15)t 

10(15) 

14 

M 

T-ALL 

Blood 

+ (73) 

NT 

+ (56) 

11  (15) 

9 

M 

T-ALL 

Blood 

+ (98) 

NT 

+ (20) 

12 (14) 

10 

M 

T-ML 

(thymoma) 

Thymus 

+ (34  to  37) 

NT 

+ (34  to  37)+ 

* NT  = not  tested. 
’ I )ouble  markers. 
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ML.1415  Two  cases  were  diagnosed  as  T-cell 
CLL, 18,22,24  or  as  T-cell  LSCL  (lymphosarcoma  cell 
leukemia). 19,21,23  The  remaining  5 cases  were  diag- 
nosed as  T-cell  ALL.15,17,20  The  clinical  data  and  cell 
surface  and  antigen  markers  of  these  1 1 cases  and  our 
case  are  summarized  in  Table  IV.  Hv  using  com- 
bined E-  and  EAC-rosette  techniques,  Chapel  and 
Ling16  observed  at  least  15  peripheral  blood  lym- 
phocytes with  double  markers  in  5 patients  with  ALL 
or  ML;  no  detail  of  the  clinical  data  was  given  in  their 
series.  We  recently  reported  that  the  majority  of 
E-positive  cells  from  some  cultured  leukemic  T- 
lymphoid  cell  lines  express  complement  recep- 
tors.11 

Since  a small  percentage  of  normal  peripheral 
blood  lymphocytes  bearing  receptors  for  E and  EAC 
has  been  demonstrated,  it  has  been  speculated  that 
the  leukemic  cells  with  E and  EAC  receptors  may 
have  originated  from  this  normal  subpopula- 
tion.22,45,46 The  question  of  cell  origin  of  these 
neoplastic  cells  with  double  markers  remained  un- 
answered for  some  time  until  recently  Gatient, 
Schneeberger,  and  Merler47  first  demonstrated  that 
fetal  human  thymus  cells  of  9 to  10  weeks’  gestation 
bear  complement  receptors  but  no  E receptors. 
With  increasing  fetal  age,  thymus  cells  gradually 
acquire  E receptors  and  lose  EAC  receptors.  Sub- 
sequently, these  observations  were  confirmed  by 
Stein  et  al.,48  who  were  also  able  to  show  that  the 
receptor  switch  of  the  fetal  thymus  cells  takes  place 
via  an  intermediate  cell  type  expressing  both  E and 
EAC  receptors.  Thus,  it  appears  that  the  neoplastic 
lymphoid  cells  bearing  both  E and  EAC  receptors 
may  have  been  derived  from  a subset  of  less  differ- 
entiated T cells,  corresponding  to  the  fetal  thymus 
cells. 
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Gasoline  swallowing  while  siphoning 
is  health  hazard  of  energy  crunch 

Add  to  the  headaches  caused  by  the  national  energy 
shortage — the  swallowing  of  gasoline  during  the  process 
of  siphoning. 

With  the  present  gasoline  shortage,  the  incidence  of 
gasoline  swallowing  by  adults  has  greatly  increased,  says 
a report  in  the  November  2 Journal  of  the  American 
Medical  Association. 

The  Maryland  Poison  Information  Center  normally 
receives  less  than  one  call  per  day  involving  accidental 
swallowing  of  gasoline,  says  Dr.  Wendy  Klein  Schwartz, 
Baltimore.  In  all  of  1978  there  were  235  calls.  But  during 
the  month  of  June,  1979,  with  lines  at  the  pumps,  a total 
of  239  calls  were  received  in  the  single  month.  Most  of  the 
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victims  were  adults.  The  calls  stepped  up  sharply  toward 
the  end  of  the  month  as  gasoline  supplies  diminished  with 
depletion  of  the  state’s  monthly  allocation,  Dr.  Schwartz 
says. 

Most  of  the  callers  said  they  had  swallowed  one  mouthful 
of  gasoline. 

Apparently  none  of  the  victims  suffered  prolonged 
health  consequences  from  swallowing  the  motor  fuel,  al- 
though many  suffered  vomiting,  coughing,  choking,  and 
other  symptoms. 

If  siphoning  is  necessary,  a small  pump-like  siphoning 
device  should  be  used,  rather  than  sucking  with  the  mouth 
to  start  the  flow,  she  declares. 

Whether  the  individuals  were  stealing  gasoline  or  merely 
transferring  some  to  another  of  their  own  autos  was  not 
known. 
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Axillary  aneurysms  are  extremely  rare.  There  tire 
usually  silent  lesions  unless  ischemic  phenomena 
occur  secondary  to  thrombosis  or  distal  embolization. 
We  are  reporting  on  two  patients,  one  with  a bilateral 
atherosclerotic  axillary  aneurysm  and  another  with 
an  isolated  axillary  aneurysm. 

Case  reports 

Case  1.  An  81-year-old  male  was  admitted  to  the 
hospital  in  December,  1974,  with  a 24-hour  history 
of  pain,  pallor,  cyanosis,  and  loss  of  power  of  the  left 
forearm.  There  was  no  antecedent  history  of  axillary 
infection,  trauma,  vasculitis,  or  peripheral  vascular 
disease.  Physical  examination  revealed  a large  left 
axillary  aneurysm.  The  right  axilla  was  normal. 
The  brachial  artery  pulse  was  abruptly  interrupted 
just  distal  to  the  antecubital  fossa  with  signs  of  distal 
ischemia.  An  arteriogram  revealed  a large  left  axil- 
lary aneurysm.  The  left  brachial  artery  flow  was 
blocked  at  the  level  of  the  bifurcation.  The  patient 
was  prepared  for  surgery,  and  a left  brachial  embo- 
lectomy  was  performed.  Postoperatively,  the  patient 
was  continued  on  heparin,  with  maintenance  of  the 
radial  and  ulnar  pulses,  and  marked  improvement 
of  the  hand.  After  10  days,  the  aneurysm  was  dealt 
with  by  proximal  and  distal  ligation,  and  a subclavian 
to  brachial  bypass  (Dacron  10-mm.  knitted  graft). 
The  patient  had  an  uneventful  postoperative 
course. 

In  December,  1975,  the  patient  returned  with 
ischemia  of  the  right  hand.  The  left  bypass  graft  was 
functioning.  On  physical  examination  and  arteri- 
ography, a right  axillary  aneurysm  was  documented 
(Fig.  1).  A right  brachial  embolectomy,  subcla- 
vian-brachial bypass,  and  proximal  and  distal  liga- 
tion of  the  atherosclerotic  aneurysm  were  performed 
concomitantly  (Fig.  2).  The  patient  had  a satisfac- 
tory course  and  left  the  hospital  with  both  bypass 
grafts  functioning. 


FIGURE  1.  Case  1.  Arteriography  showing  right  axillary 
aneurysm  (arrows). 


FIGURE  2.  Case  1.  Right  brachial  embolectomy,  subcla- 
vian-brachial bypass,  and  proximal  and  distal  ligation  of 
atherosclerotic  aneurysm. 


Case  2.  A 58-year-old  male  was  admitted  to  the 
hospital  in  September,  1978,  with  a pulsatile,  pal- 
pable, and  asymptomatic  mass  on  the  left  axilla. 
This  mass  was  found  on  examination  two  weeks  prior 
to  admission.  The  patient  was  also  known  to  have 
a large  mass  on  the  back  of  the  chest.  There  was  no 
known  previous  history  of  axillary  infection,  trauma, 
vasculitis,  or  peripheral  vascular  disease.  Exami- 
nation revealed  a large  left  axillary  aneurysm  with 
good  pulses  distally.  Findings  on  the  remainder  of 
the  physical  examination  were  unremarkable. 
Findings  on  sonography  of  the  aorta  and  other  pe- 
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FIGURE  3.  Case  2.  Arteriogram  reveals  left  axillary  an- 
eurysm showing  decrease  in  flow  and  slow  filling  of  distal 
vessels. 


ripheral  arteries  were  normal.  An  arteriogram  re- 
vealed a left  axillary  aneurysm  with  marked  decrease 
in  flow  and  slow  filling  of  the  distal  vessels  (Fig.  3). 

At  surgery,  the  aneurysm  was  ligated  proximally 
and  distally,  and  an  axillary  to  brachial  bypass  was 
done  using  cephalic  vein  with  end-to-end  anasto- 
mosis. 

The  patient  had  an  uneventful  postoperative  re- 
covery. 

Comments 

On  review  of  the  English  literature,  no  report  of 
metachronous  atherosclerotic  axillary  aneurysms  was 
found.  Perry  and  Massey1  did  report  a case  of  bi- 
lateral subclavian  and  axillary  aneurysms  which 
appeared  to  represent  congenital  anomalies.  In 
1973,  Nunn2  reported  a case  of  unilateral  axillary 
aneurysm  without  antecedent  cause,  and  in  his  re- 
view of  the  literature  could  not  find  a reported  case 
since  1950.  In  reviewing  their  107  cases  of  peripheral 
aneurysms,  Crawford,  DeBakey,  and  Cooley2  found 
no  axillary  aneurysms. 

Known  causes  of  axillary  aneurysms  include  in- 
fection, periarteritis  nodosa,  congenital  arterial  de- 
fects, and  trauma.  Trauma  remains  the  single  most 
common  cause  of  these  aneurysms.  However,  ath- 
erosclerosis has  been  implicated  as  an  associated 
factor  in  many  cases.  It  must  be  noted  that  except 
for  axillary  and  brachial  arteries,  atherosclerosis  is 


implicated  as  a primary  factor  in  peripheral  artery 
aneurysms. 

In  our  initial  case,  the  aneurysms  were  present  with 
a one-year  interval.  Unlike  peripheral  aneurysms 
which  most  commonly  are  present  with  thrombosis,4 
our  patient,  on  each  occasion,  presented  distal  em- 
bolization. Savelyev,  Zatevakhin,  and  Stepanov,5  in 
a collected  series  of  256  cases  Of  upper-extremity 
emboli,  did  not  find  any  axillary  aneurysm  as  a 
source.  However,  it  is  not  difficult  to  speculate  that 
the  repeated  compressing  motion  on  the  axilla  might 
finally  dislodge  a mural  thrombus  in  the  rare  case  of 
axillary  aneurysm. 

The  treatment  of  peripheral  aneurysms  is  ligation 
and  bypass.  In  the  past,  observation  of  asymptom- 
atic axillary  and  brachial  aneurysms  was  proposed.6’7 
However,  because  of  the  potential  for  complications,8 
a more  aggressive  approach  is  advised  in  view  of  ad- 
vances in  direct  arterial  reconstruction.9 

Summary 

A unique  case  of  metachronous  atherosclerotic 
aneurysms  with  distal  embolization  and  an  asymp- 
tomatic axillary  aneurysm  are  reported.  The  liter- 
ature is  briefly  reviewed,  and  a mechanism  of  em- 
bolization is  proposed. 

St.  John’s  Episcopal  Hospital, 
South  Shore  Division 
326  Beach  19th  Street 
Far  Rockaway,  N.Y.  11691 
(DR.  SZUCHMACHER) 

References 

1.  Perry,  S.  P.,  and  Massey,  C.  W.:  Bilateral  aneurysms  of  the 
subclavian  and  axillary  arteries;  report  of  a case,  Radiology  61:  53 
(1953). 

2.  Nunn,  D.  B.:  Arteriosclerotic  aneurysm  of  the  axillary 
artery,  J.  Florida  M.A.  60:  21  (1973). 

3.  Crawford,  E.  S.,  DeBakey,  M.  E.,  and  Cooley,  D.  A.:  Sur- 
gical considerations  of  peripheral  arterial  aneurysms;  analysis  of 
one  hundred  seven  cases,  Arch.  Surg.  78:  226  (1959). 

4.  Smith,  R.  B.,  3d,  Perdue,  G.  D.,  Jr.,  Walker,  E.  G.,  Jr.,  and 
Israel,  P.  Z.:  Posttraumatic  aneurysm  of  the  abdominal  aorta  with 
recurrent  emboli  to  the  superior  mesenteric  artery:  a case  report, 
Surgery  64:  736  (1968). 

5.  Savelyev,  V.  S.,  Zatevakhin,  I.  I.,  and  Stepanov,  N.  V.: 
Artery  embolism  of  the  upper  limbs,  ibid.  81:  367  (1977). 

6.  Inahara,  'I'.:  Arterial  injuries  of  the  upper  extremity,  ibid. 

51:605  (1962). 

7.  Rob,  C.  G.,  and  Standeven,  A.:  Closed  traumatic  lesions 
of  the  axillary  and  brachial  arteries,  Lancet  1:  597  (1956). 

8.  Brooks,  A.  L.,  and  Fowler,  S.  B.:  Axillary  artery  thrombosis 
after  prolonged  use  of  crutches,  J.  Bone  & Joint  Surg.  46:  863 
(1964). 

9.  Danese,  C.  A.,  et  al.:  Recurrent  embolism  from  an  occult 
crutch  aneurysm  of  the  axillary  artery,  Surgery  66:  860  (1969). 


796  New  York  State  Journal  of  Medicine/April,  1980 


Sfm, 

V-CILLIN  K 

C29 


V-Cillin  K 


penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


Jablets 


250,  and  500  mg 


V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


<2*3^ 


797 


Mycosis  Fungoides 
Terminating  in  Acute 
Myelomonocytic  Leukemia 


YELVA  L.  LYNFIELD,  M.D. 

Brooklyn,  New  York 

ISAAC  ESSEESSE,  M.D. 

Brooklyn,  New  York 

BARRY  DORF,  B.A. 

Chicago,  Illinois 

ROBERT  PALTZIK,  M.D. 

Brooklyn,  New  York 

From  the  Dermatology  and  Hematology-Oncology  Sections, 
Veterans  Administration  Medical  Center,  Brooklyn,  the  State 
University  of  New  York  Downstate  Medical  Center,  Brooklyn, 
and  the  Chicago  Medical  School 


Mycosis  fungoides  is  a multicentric  malignant 
lymphoproliferative  disease  which  arises  in  the  skin. 
It  is  a tumor  of  T lymphocytes.  After  many  years, 
during  which  only  the  skin  is  involved,  some  cases 
end  with  systemic  lymphosarcoma  or  other  lym- 
phomas. Is  this  a natural  progression  of  the  disease, 
a second  malignant  condition  in  a person  predisposed 
to  develop  neoplasia,  or  the  result  of  immunosup- 
pression by  the  disease  or  treatment? 

Myelogenous  leukemia  has  rarely  been  reported 
in  mycosis  fungoides.  It  is  definitely  a second  car- 
cinoma because  it  originates  from  a different  stem 
cell  from  the  lymphoblast  which  gives  rise  to  the  T 
lymphocyte.  Therefore  we  present  the  following 
case  of  acute  myelomonocytic  leukemia  developing 
36  years  after  the  onset  of  mycosis  fungoides.  This 
association  of  a nonlymphocytic  leukemia  with  a 
treated  lymphoproliferative  disease  which  spares  the 
bone  marrow  suggests  a need  for  reevaluation  of  gains 
and  risks  from  immunosuppressive  therapy. 

Case  report 

A 64-year-old  black  man  with  mycosis  fungoides 
died  of  acute  monomyelocytic  leukemia  in  August, 
1978.  His  first  skin  lesions  appeared  36  years  pre- 
viously, and  treatment  by  military  and  Veterans 
Administration  physicians  was  documented  since 
1942.  His  initial  lesions  were  pruritic  eczematous 
patches,  which  were  followed  by  psoriasiform 
plaques.  Emollients  and  topical  steroids  produced 
partial  transient  improvement.  Repeated  skin 
biopsies  were  nonspecific  until  1 962,  when  the  diag- 


FIGURE  1.  Skin  biopsy  from  plaque  of  mycosis  fungoides 
taken  in  1976,  showing  psoriasiform  hyperplasia  and  mo- 
nonuclear cell  infiltration  of  epidermis  (hematoxylin  and  eosin 
stain). 


TABLE  I.  Comparison  of  Sezary  cells,  myeloblasts,  and 
monoblasts1 


Cell  Type 

Nucleus  Peroxidase  Esterase 

Mycosis  fungoides-Sezary 

Cerebrated  — — 

cells 

Myeloblasts 

Round-oval  ++  — 

Monoblasts 

Indented  — + + 

nosis  of  mycosis  fungoides  was  made.  At  that  time, 
he  had  many  plaques  and  tumors,  without  ulceration, 
distributed  over  large  areas  of  the  body.  Histologic 
examination  showed  Pautrier  epidermal  microab- 
scesses and  a dermal  band-like  infiltrate  of  mixed 
mononuclear  cells  including  large  and  small  hyper- 
chromatic  mycosis  cells  (Fig.  1,  Table  I).1 

In  1963,  treatment  was  instituted  with  metho- 
trexate with  good  results.  Treatment  was  discon- 
tinued after  one  year  because  of  an  episode  of  syn- 
cope which  occurred  after  a methotrexate  injection. 
Then  topical  nitrogen  mustard  was  tried  without  any 
improvement.  Between  1964  and  1973  he  was 
treated  again  with  topical  steroids  and  was  clinically 
stable. 

In  1973,  because  systemic  chemotherapy  was 
considered,  he  was  hospitalized  for  a complete 
medical  work-up  including  physical  examination, 
blood  count,  blood  chemistries,  chest  x-ray,  skeletal 
survey  x-rays,  liver  and  spleen  scan,  upper  and  lower 
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FIGURE  2.  Appearance  of  patient  in  1976. 

gastrointestinal  x-rays,  and  bone  marrow  examina- 
tion. No  visceral  disease  was  found.  An  attempt  to 
sensitize  him  to  dinitrochlorobenzene  was  unsuc- 
cessful. He  was  then  treated  with  cyclophosphamide 
100  mg.  orally  daily  for  several  months  until  he  dis- 
continued the  medication  himself. 

In  1974  he  again  had  numerous  tumors,  some  ul- 
cerated, over  his  entire  body  except  his  head.  A right 
inguinal  node  biopsy  showed  dermatopathic  lym- 
phadenitis. X-ray  therapy  to  the  worst  areas  gave 
an  excellent  response.  Cyclophosphamide  was  re- 
started. In  1976,  because  of  recurrent  lesions  shown 
in  Figure  2,  he  was  given  a course  of  electron  beam 
therapy,  with  partial  response. 

In  January,  1977,  physical  examination  and  labo- 


ratory study  results  were  again  normal  except  for 
generalized  excoriated  scaling  cutaneous  plaques.  In 
March,  1977,  because  of  decreasing  white  cell  counts, 
cyclophosphamide  was  stopped.  The  differential 
white  blood  cell  count  became  abnormal,  showing  5 
to  10  percent  monocytosis. 

Over  the  next  several  months,  the  peripheral  blood 
leukocyte  counts  increased  to  20,300,  and  the  mon- 
ocytosis increased  to  39  percent.  Myeloblasts  and 
other  immature  granulocytes  also  appeared  in  the 
peripheral  blood.  Moderate  anemia  and  thrombo- 
cytopenia also  developed  during  this  period. 

Rone  marrow  examination  in  July,  1977,  showed 
only  mild  erythroid  hyperplasia  with  megaloblastic 
changes  (Fig.  3A).  Repeat  marrow  examination  in 
November,  1977,  showed  a moderate  increase  in  blast 
cells,  and  the  diagnosis  of  acute  myelomonocytic 
leukemia  was  made.  He  became  progressively 
weaker  and  cachectic,  with  severe  itching  and  ul- 
cerated, atrophic  lesions  over  most  of  his  body.  One 
week  before  his  death  in  August,  1978,  his  bone 
marrow  showed  almost  complete  replacement  with 
blast  cells  (Fig.  3B). 

Comment 

Mycosis  fungoides  is  characterized  by  slow  pro- 
gression of  skin  lesions  and  late  involvement  of 
lymph  nodes  and  internal  organs,  sparing  the  bone 
marrow  to  a remarkable  extent.2,3  Although  this 
cutaneous  phase  usually  lasts  for  many  years,  once 
skin  tumors  or  enlarged  nodes  appear  the  median 
survival  is  two  and  one-half  years.4  When  internal 
organs  are  involved,  the  median  survival  is  only  six 
months.5  Our  patient  had  the  classic  features  of 
mycosis  fungoides  for  36  years.  He  had  the  premy- 
cotic  stage  for  20  years,  the  plaque  stage  for  12  years, 
and  the  tumor  stage  for  4 years. 

It  is  not  uncommon  for  patients  with  mycosis 
fungoides  to  have  circulating  lymphocytosis,  with 
abnormal  T cells  which  originate  in  the  skin.  In  the 
final  stage  of  the  disease,  lymph  nodes  and  viscera 
may  show  the  histologic  picture  of  malignant  lym- 
phoma such  as  lymphogranulomatosis,  lymphosar- 
coma, reticulosarcoma,  and  Hodgkin’s  disease.6 

The  association  of  leukemia  with  mycosis  fun- 
goides is  rare.  No  leukemia  was  found  in  120  cases 
of  mycosis  fungoides  who  died  at  the  National  Cancer 
Institute  between  1954  and  1971. 4 However,  Cyr, 
Geokas,  and  Worsley7  reported  11  cases  of  acute 
leukemia  among  their  165  cases  of  mycosis  fungoides. 
A few  other  case  reports  document  the  rare  occur- 
rence of  acute  leukemia  in  mycosis  fungoides.8,9 

Was  our  patient’s  leukemia  related  to  his  previous 
chemotherapy  or  radiotherapy?  Both  chemother- 
apy and  radiotherapy  are  mutagenic,  and  Rowley10 
reported  specific  chromosomal  changes,  that  is,  ab- 
sent chromosomes  number  5 and/or  7,  in  the  acute 
nonlymphocytic  leukemia  following  chemo-  or  ra- 
diotherapy for  lymphomas.  Treatment  for  mycosis 
fungoides  includes  radiation,  topical  nitrogen  mus- 
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tard,  and  systemic  antineoplastic  drugs  such  as  ni- 
trogen mustard,  nitrosoureas,  5-fluorouracil,  meth- 
otrexate, bleomycin,  and  cyclophosphamide.6  All 
these  treatments  suppress  the  body’s  immune  de- 
fenses, thus  facilitating  the  appearance  of  second 
malignant  conditions.  Our  patient  received  systemic 
chemotherapy,  methotrexate  and  then  cyclophos- 
phamide, although  his  disease  was  only  cutaneous, 
and  visceral  or  node  involvement  with  mycosis  fun- 
goides  was  never  demonstrated.  It  is  possible  that 
he  might  be  alive  today  if  he  had  been  treated  less 
aggressively.  This  case,  in  addition  to  the  growing 
number  of  reports  of  terminal  acute  leukemia  in 
patients  treated  with  antineoplastic  drugs,  indicates 
the  importance  of  carefully  assessing  the  risk-benefit 
ratio  of  these  drugs.  In  our  opinion,  treatment 
should  he  limited  to  the  skin  in  patients  whose  my- 
cosis fungoides  is  limited  to  the  skin,  and  systemic 
chemotherapy  should  be  reserved  for  systemic  in- 
volvement. 

Summary 

A case  of  mycosis  fungoides,  a lymphoproliferative 
disease  of  T lymphocytes,  was  treated  with  radiation 
and  chemotherapy. 

Acute  myelomonocytic  leukemia  developed.  This 
association  of  a nonlymphocytic  leukemia  with  a 
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FIGURE  3.  Marrow.  (A)  In  July,  1977,  showing  mild 
erythroid  hyperplasia  with  megaloblastic  changes.  (B)  In 
August,  1978,  showing  myeloblasts  and  monoblasts. 
(Jenner-Giemsa  Stain,  original  magnification  X800) 

treated  lymphoproliferative  disease  which  spares  the 
bone  marrow  suggests  a need  for  reevaluation  of  gains 
and  risks  from  immunosuppressive  therapy. 

800  Poly  Place 
Brooklyn,  New  York  11209 
(DR.  LYNFIELD) 
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Multiple  focal  defects  in  a liver  scan  most  com- 
monly occur  due  to  metastatic  disease.  Other  im- 
portant conditions  producing  focal  defects  are  ab- 
scesses, cysts,  primary  tumors  of  the  liver,1  pseu- 
dotumors of  cirrhosis,  and  regenerating  nodules.2 

* Present  address:  Veterans  Administration  Hospital,  Mar- 
tinez, California. 
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FIGURE  1.  Diffuse  hepatosplenomegaly  with  ill-defined 
defects  in  right  lobe  of  liver.  Uptake  in  midline  and  left  lobe 
region  relatively  well  preserved.  (A)  Anterior  liver.  (B) 
Anterior  spleen.  (C)  Posterior  spleen.  (D)  Posterior  liver. 


We  describe  a case  of  proved  Budd  -Chiari  syndrome 
which  produced  similar  findings  on  hepatic  scintig- 
raphy. 

Case  report 

A 20-year-old  man  presented  a one-week  history 
of  malaise,  fever,  chills,  pain  in  the  right  upper 
quadrant,  and  increasing  abdominal  girth.  On  ad- 
mission, he  was  afebrile  and  had  a normal  white  cell 
count,  serum  amylase,  and  bilirubin. 

Four  days  after  admission,  he  spiked  a fever  up  to 
09°  C.,  with  further  increase  in  abdominal  pain  and 
abdominal  girth.  A liver  scan  obtained  with  3 mCi. 
of  technetium-99m  sulfur  colloid  demonstrated  dif- 
fuse hepatosplenomegaly  with  filling  defects  in  the 
right  lobe  of  the  liver,  which  were  best  appreciated 
in  the  right  lateral  projection  (Figs.  1 and  2).  Uptake 
in  the  midline  and  left  lobe  region  was  relatively  well 
preserved.  Subsequently,  these  filling  defects  were 
shown  to  be  hypovascular  on  a technetium-99m 
pertechnetate  flow  study  (Fig.  2F).  Needle  biopsy 
of  the  liver  revealed  zonal  hepatic  congestive  necrosis 
with  fibrin  deposition  in  the  sinusoids.  Laparotomy 
revealed  an  enlarged  mottled  liver  and  2 L.  of  ascitic 
fluid.  Ascitic  fluid  analysis  showed  a total  protein 
of  3.5  Gm.  with  2 Gm.  of  albumin.  Total  serum 
protein  and  serum  albumin  were  6.2  and  3.5  Gm. 
respectively.  Test  results  for  hepatitis-B  antigen 
and  antibodies  were  negative.  Multiple  cultures  of 
blood,  ascitic  fluid,  urine,  throat,  and  rectum  were 
negative. 

The  patient  was  treated  with  steroids  and  antibi- 
otics and  improved.  Before  discharge  from  the 
hospital,  he  underwent  a second  liver  biopsy  which 
showed  complete  resolution  of  hepatic  necrosis, 


FIGURE  2.  Multiple  focal  hepatic  defects  best  seen  in  right 
lateral  view.  These  are  hypovascular  on  flow  study.  (E) 
Right  lateral  liver  with  technetium-99m  sulfur  colloid.  (F) 
Right  lateral  liver  flow  (12  to  16  seconds).  (G)  Right  anterior 
oblique  liver.  (H)  Left  lateral  spleen. 


April,  1980/New  York  State  Journal  of  Medicine  801 


normal  lobular  architecture,  and  regular  cell  cords. 

The  patient  was  readmitted  with  a relapse  of  his 
original  symptoms  four  weeks  after  discharge.  At 
that  time,  a hepatic  angiogram  and  hepatic  venogram 
showed  characteristic  findings  of  Budd-Chiari  syn- 
drome. The  angiogram  revealed  spread  of  vessels 
over  an  enlarged  liver  with  characteristic  mottling 
and  faint  retrograde  filling  of  the  portal  vein.  He- 
patic venogram  showed  complete  block  of  the  left 
hepatic  vein  with  numerous  collaterals.  The  right 
hepatic  vein  was  completely  blocked  and  could  not 
be  catheterized. 

Comment 

The  Budd-Chiari  syndrome  results  from  throm- 
botic occlusion  of  hepatic  veins.  Most  often,  the 
etiology  remains  obscure.  Known  or  suspected 
causative  and  predisposing  factors  include  poly- 
cythemia, paroxysmal  nocturnal  hemoglobinuria, 
cancer,  ingestion  of  oral  contraceptives,  congenital 
anomalies  of  the  hepatic  veins  and  inferior  vena  cava, 
and  trauma.3'4 

Liver  scans  in  the  Budd-Chiari  syndrome  have 
rather  a characteristic  pattern:  when  all  hepatic 

veins  are  occluded,  markedly  diminished  uptake  is 
seen  over  peripheral  parts  of  right  and  left  lobes  with 
a triangular  midline  area  of  normal  or  excessive  ac- 
tivity, which  corresponds  to  an  enlarged  caudate 
lobe.8,4  However,  discrete,  focal  defects  resembling 
metastatic  deposits  have  not  been  reported  to  date 
in  the  absence  of  underlying  unrelated  liver  disease. 
In  one  recent  case  report,  findings  closely  mimicking 
metastases  were  described;  however,  in  that  case  the 
filling  defects  could  be  attributed  to  the  concomitant 
presence  of  cirrhotic  changes  evident  histopatho- 
logically.5  In  our  case,  the  only  liver  disease  to  ac- 
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count  for  the  scan  appearance  was  Budd-Chiari 
syndrome.  Hence,  we  feel  that  the  multiple  filling 
defects  resulted  directly  from  occlusion  of  hepatic 
veins.  Therefore,  in  suspected  cases  of  Budd-Chiari 
syndrome,  the  liver  scan  should  be  followed  by  more 
definitive  investigations  such  as  computed  tomog- 
raphy, hepatic  venography,  angiography,  and  pos- 
sibly biopsy,  especially  when  multiple  discrete  foci 
resembling  metastases  are  observed. 

Summary 

A proved  case  of  Budd-Chiari  syndrome  presented 
multiple  filling  defects  on  the  liver  scan.  Since  this 
finding  would  most  commonly  suggest  metastatic 
disease,  more  definite  studies  such  as  computed  to- 
mography, hepatic  angiography,  and  hepatic  ve- 
nography may  be  necessary  in  addition  to  the  liver 
scan  in  such  cases. 

State  University  of  New  York 
Upstate  Medical  Center 
Division  of  Nuclear  Medicine 
750  East  Adams  Street 
Syracuse,  New  York  13210 
(DR.  SINGH) 
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Over  the  past  20  years  there  has  been  a significant 
increase  in  the  incidence  of  Candida  infections. 
Several  factors  have  contributed  to  this  phenomenon: 
(1)  greater  use  of  broad-spectrum  antibiotics,  corti- 
costeroids, and  immunosuppressive  and  antineo- 
plastic agents,  (2)  introduction  of  parenteral  hyper- 
alimentation, (3)  widespread  use  of  intravenous  and 
urinary  catheters,  (4)  development  of  such  advanced 
surgical  procedures,  as  open-heart  surgery  and  renal 
transplantation,  and  (5)  the  medical  profession’s 
ability  to  sustain  seriously  ill  patients  for  prolonged 
periods  of  time.1’2 

We  report  a patient  who  developed  persistent 
candidemia  in  association  with  several  risk  factors: 
chronic  ulcerative  colitis,  major  abdominal  surgery, 
therapy  with  broad-spectrum  antibiotics  and  corti- 
costeroids, and  an  indwelling  urinary  catheter. 
There  was  no  obvious  focus  for  his  sustained  systemic 
candidiasis,  and  antifungal  therapy  was  ineffective 
until  a thorough  diagnostic  work-up  revealed  a renal 
focus  behind  an  unsuspected  ureteral  obstruction. 

The  concomitant  findings  of  candiduria  and  can- 
didemia often  signify  an  invasive  renal  infection, 
since  the  kidney  is  particularly  vulnerable  to  fungal 
infections.3  In  this  case  renal  Candida  infection  and 
candidemia  were  present,  but  candiduria  was  absent 
because  of  a complete  ureteral  obstruction. 


Case  report 

A 65-year-old  man  who  had  had  ulcerative  colitis 
for  17  years  entered  a local  hospital  with  an  exacer- 
bation of  his  bowel  disease.  Karly  in  the  hospitali- 
zation he  developed  a toxic  megacolon,  which  sub- 
sided with  intensive  medical  therapy.  However,  his 
colitis  did  not  respond  to  therapy,  and  he  was 
transferred  to  the  State  University  Hospital.  He  was 
treated  with  large  doses  of  corticosteroids  (40  mg. 
prednisone  daily),  but  unrelenting  abdominal  pain, 
diarrhea  (7  to  10  stools  per  day),  and  rectal  bleeding 
necessitated  total  proctocolectomy. 

The  operation  was  complicated  by  hemostatic 
difficulties;  the  patient  experienced  several  hypo- 
tensive episodes  and  required  34  units  of  blood. 
Corticosteroid  therapy  was  continued  postopera- 
tively  in  dosages  presented  in  Figure  1.  Therapy 
with  clindamycin  and  cefazolin  sodium  was  initiated 
immediately  after  surgery  and  continued  for  five  and 
nine  days,  respectively.  An  indwelling  Foley  cath- 
eter inserted  at  surgery  was  removed  on  the  twelfth 
postoperative  day,  but  was  replaced  when  the  patient 
was  unable  to  void.  Escherichia  coli  and  Pseu- 
domonas aeruginosa  were  cultured  from  the  urine 
on  the  twelfth  postoperative  day.  All  plastic  intra- 
venous catheters  were  removed  on  the  ninth  post- 
operative day,  and  recovery  was  uneventful  until  day 
14  when  the  patient’s  temperature  rose  to  38°C. 
Antibiotic  therapy  for  a possible  urinary  tract  in- 
fection or  an  intra-abdominal  abscess  was  begun  on 
the  seventeenth  postoperative  day.  Ampicillin  was 
administered  briefly  followed  by  clindamycin  and 
gantamicin.  The  fever  did  not  respond  to  antibiotic 
treatment  and  rose  on  several  occasions  to  40°C., 
accompanied  by  diaphoresis  and  shaking  chills.  The 
white  blood-cell  count  increased  to  19,000  per  mi- 
croliter with  a predominance  of  immature  granulo- 
cytic forms.  On  the  nineteenth  postoperative  day, 
Candida  albicans  was  detected  in  cultures  of  blood 
drawn  three  days  earlier,  and  this  organism  was 
found  in  9 of  10  blood  cultures  obtained  from  the 
sixteenth  through  the  twenty-second  postoperative 
days.  The  patient  appeared  seriously  ill,  and  ther- 
apy with  amphotericin  B and  flucytosine  was  begun 
on  postoperative  day  21.  Cultures  of  the  urine  and 
urine  sediment,  and  microscopic  examination  of  the 
urine  did  not  reveal  any  Candida. 

A focus  of  the  C.  albicans  infection  was  sought. 
Abdominal  sonogram  and  technetium-99  liver-lung 
scan  (scintiscan)  findings  were  both  normal.  C.  al- 
bicans was  cultured  from  the  oropharynx,  and  the 
patient  was  treated  with  oral  nystatin  suspension. 
Culture  of  the  ileostomy  drainage  on  the  twenty- 
second  postoperative  day  revealed  C.  albicans.  In- 
travenous urography  demonstrated  delayed  filling 
of  the  left  collecting  system,  with  hydronephrosis  and 
proximal  hydroureter  on  the  left  side  and  an  ob- 
struction at  the  level  of  the  fifth  lumbar  vertebra. 

On  the  twenty-fifth  postoperative  day,  exploratory 
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FIGURE  1.  Postoperative  therapy  dosages. 


laparotomy  revealed  a hemoclip  completely  occlud- 
ing the  left  ureter  at  the  ureteral-pelvic  junction.  A 
nephrostomy  tube  was  inserted  proximal  to  the  oc- 
clusion; drainage  grew  a pure  culture  of  C.  albicans. 
The  patient  defervesced  immediately  following 
surgery.  All  ant  ibiotics,  including  the  amphotericin 
B and  flucytosine,  were  discontinued  shortly  after  the 
nephrostomy.  Two  subsequent  blood  cultures  grew 
no  organisms.  The  patient  recovered  uneventfully 
from  this  surgical  procedure  and  was  discharged  to 
await  reconstruction  of  the  ureter. 

Comment 

C.  albicans,  a saprophytic  organism  commonly 
found  in  the  gastrointestinal  tract  of  healthy  indi- 
viduals, may  cause  clinically  significant  infections  in 
the  presence  of  compromised  host  defenses.  Pre- 
sumably, the  organism  spreads  from  the  gastroin- 
testinal tract  into  the  lymphatic  vessels  and  blood 
stream,  or  migrates  from  the  anus  to  the  urethra  and 
ultimately  to  the  bladder  and  upper  urinary  tract. 
The  kidneys  seem  to  he  particularly  susceptible  to 
Candida  infection.  Once  within  the  renal  tubules, 
Candida  is  protected  from  the  body’s  defense 
mechanisms  and  can  reinfect  the  renal  parenchyma 
or  seed  the  bloodstream.4 

Broad-spectrum  antibiotics  appear  to  encourage 
Candida  overgrowth  by  decreasing  the  normal  bac- 
terial flora,  thereby  removing  competition  for  com- 


mon growth  factors.5  Normal  flora  may  suppress  the 
growth  of  Candida  by  altering  local  pH,  oxidation- 
reduction  potential,  and  by  producing  antifungal 
substances.  Administration  of  corticosteroids  is 
associated  with  an  increased  incidence  of  Candida 
infections.  Corticosteroids  interfere  with  the  mo- 
bilization of  granulocytes  and  inhibit  some  lym- 
phocyte functions;  both  granulocytes  and  lympho- 
cytes participate  in  host  response  to  Candida  infec- 
tion.6 Foreign  bodies,  structural  defects,  or  ob- 
structive lesions  of  the  urinary  tract  favor  the  de- 
velopment of  candiduria  in  the  presence  of  other 
predisposing  factors  and  complicate  or  prolong  the 
treatment  of  urinary  tract  Candida  infections.7 

Several  factors  predisposed  this  patient  to  a fungal 
infection.  He  received  large  doses  of  corticosteroids 
for  an  acute  exacerbation  of  ulcerative  colitis  and 
underwent  major  surgery  complicated  by  problems 
in  hemostasis.  Subsequent  to  surgery,  broad-spec- 
trum intravenous  antibiotics  were  instituted,  and  an 
indwelling  Foley  catheter  was  inserted.  Candidemia 
developed,  and  the  infection  did  not  respond  to 
standard  therapy. 

Candidemia  that  persists  after  removal  of  all  in- 
travenous catheters,  reduction  of  corticosteroid 
dosage,  and  the  institution  of  antifungal  therapy  is 
of  great  concern.  In  this  case,  the  absence  of  candi- 
duria obscured  the  renal  focus  of  infection.  During 
the  diagnostic  evaluation  for  an  intra-abdominal 
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abscess,  the  urogram  demonstrated  occlusion  of  the 
left  proximal  ureter.  Drainage  from  the  obstructed 
ureter  contained  C.  albicans,  and  the  nephrostomy 
resulted  in  clearing  of  the  infection.  The  unusual 
aspect  of  this  case  is  the  localization  of  infection  to 
the  genitourinary  tract  in  the  absence  of  clinical  or 
laboratory  data  suggesting  this  focus. 

When  candidemia  following  abdominal  surgery 
persists  despite  conventional  attempts  to  reduce 
contributing  factors,  a possible  genitourinary  tract 
infection  site  must  be  considered  even  in  the  presence 
of  normal  renal  function  and  urine  cultures  negative 
for  bacteria.  Prompt  discovery  of  correctable 
problems  could  obviate  the  need  for  potentially  toxic 
antifungal  agents. 

Department  of  Medicine 
State  University  Hospital 
750  East  Adams  Street 
Syracuse,  New  York  13210 


AMA  publishes  guidebook 
on  education  for  medicine 

So  you  want  to  be  a doctor! 

From  childhood  diseases,  immunizations  and  injuries 
through  physical  checkups  for  school,  camp,  and  athletic 
teams,  the  doctor  has  been  there  to  examine,  treat,  un- 
derstand, and  allay  fear  and  pain.  Small  wonder,  then, 
that  to  “be  a doctor”  becomes  the  desire  of  many  young 
men  and  women. 

To  assist  the  thousands  of  young  Americans  of  both 
sexes  and  all  races  who  want  to  know  what  it  takes  to  be  a 
doctor,  the  American  Medical  Association  has  prepared  a 
revised  and  updated  version  of  its  handbook,  "Helping 
Hands.  Horizons  Unlimited  in  Medicine.” 

The  book  is  a fund  of  information  on  medicine  as  a ca- 
reer, ranging  from  what  it’s  like  to  practice  medicine,  what 
premed  education  is  required,  how  to  apply  for  medical 
school,  financing  a medical  education  and  how  to  get  a li- 
cense to  practice  medicine.  It  is  a fact  book  designed  for 
high  school  and  college  students  and  their  counselors. 

Medicine  is  not  for  everyone,  the  AMA  points  out.  The 
training  is  long  and  hard,  as  well  as  challenging;  it  is  ten 
years  or  more  after  high  school  before  the  young  physician 
is  ready  to  practice.  Then  come  long  working  hours;  rel- 
atively less  time  for  family  life  and  leisure;  the  emotional 
stress  of  sharing  the  burdens  of  others;  and  lifelong 
study. 

The  student  who  is  considering  medicine  as  a career 
should  ask  himself  some  searching  questions,  the  pamphlet 
urges.  High  intelligence,  perserverance,  a concern  for 
people  and,  scientific  curiosity'  are  all  pluses.  But  a strong 
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constitution  and  the  emotional  strength  to  share  the  bur- 
dens of  others  are  also  important. 

In  high  school,  students  should  take  all  of  the  math  and 
science  courses  offered,  along  with  English  and  social  sci- 
ences. Good  communication  skills,  including  ability  to 
read  with  speed  and  comprehension,  are  essential  to  suc- 
cess in  medical  school.  In  college,  emphasis  must  be  on 
sciences  and  math,  but  with  a balance  of  other  courses. 
Most  beginning  medical  students  today  already  have  a 
bachelor’s  degree,  often  in  biology  or  chemistry,  and  many 
have  advanced  degrees. 

Getting  into  medical  school  isn’t  easy.  About  37,000 
college  students  applied  to  medical  school  for  the  1978-79 
class,  but  only  16,500  were  admitted.  Getting  into  medical 
school  is  strongly  competitive,  but  not  impossible,  the 
AMA  points  out. 

Good  grades  help.  Of  first-year  medical  students  in 
1977,  some  50.4  percent  had  “A”  averages,  43  percent  “B,” 
and  1.6  percent  “C.”  Outside  activities,  intelligence,  dis- 
cipline, integrity  and  many  other  factors  weigh  heavily  in 
the  admission  process.  A good  score  on  the  Medical  Col- 
lege Admission  Test,  usually  taken  in  the  spring  of  the  ju- 
nior college  year,  also  is  an  important  factor. 

Medical  education  is  expensive,  but  there  are  many  aid 
programs  available  for  qualified  students. 

The  appendix  includes  a listing  of  all  medical  schools  in 
the  United  States  and  Puerto  Rico,  with  information  on 
costs,  including  tuition,  books  and  supplies,  and  room  and 
board. 

Copies  of  the  booklet  are  available  from  Order  Depart- 
ment. OP-160.  American  Medical  Association.  P.O.Box 
821.  Monroe,  Wis.  53566.  Cost  of  single  copy  is  75 
cents. 
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The  following  case  report  describes  an  instance  of 
the  invasion  of  a large  subcutaneous  sarcoid  mass 
situated  just  above  the  sesamoid  bone. 

Case  report 

A 29-year-old,  white  male  was  admitted  to  the 
clinic  with  a six-month  history  of  a steadily  growing 
mass  just  above  the  right  patella.  The  mass  was 
initially  noticed  when  it  was  approximately  2 cm.  in 
diameter.  In  the  two  months  prior  to  admission,  the 


mass  increased  rapidly  in  size.  The  patient  com- 
plained of  occasional  aching  in  the  mass.  He  had 
been  seen  by  his  family  physician  two  weeks  before 
admission  and  was  treated  with  tetracycline  500  mg. 
every  six  hours  for  one  week. 

The  mass  was  approximately  11  cm.  in  diameter, 
firm,  discrete,  and  mobile,  but  adherent  to  the  skin. 
An  excisional  biopsy  was  planned  with  frozen  section. 
At  the  time  of  surgery,  the  mass  was  found  to  be  in- 
vading the  dermis,  but  was  completely  separate  from 
the  suprapatellar  pouch.  F rozen  section  revealed  a 
noncaseating  granuloma.  The  lesion  was  removed 
completely,  except  for  the  overlying  skin. 

Multiple  sections  of  the  mass  showed  myriad, 
small  noncaseating  granuloma  (Fig.  1A),  many  of 
which  contained  multinulcleate  giant  cells  of  the 
Langhan’s  type  (Fig.  IB).  Acid-fast  stains  showed 
negative  results.  There  was  a large  amount  of  col- 
lagen tissue  surrounding  the  epithelioid  granuloma. 
The  lesion  was  considered  to  be  active.1 

Electron  microscopy  performed  on  the  specimen 
showed  asteroid -shaped  inclusions  present  in  several 
of  the  giant  cells  (Fig.  1C).  The  asteroids  were 
composed  of  closely  packed  filaments  in  bundles 
which  radiated  from  a central  point.  Some  of  the 
bundles  were  very  small  and  could  not  be  recognized 
with  the  light  microscope  due  to  the  limited  resolu- 
tion of  that  instrument.  Although  asteroid  bodies 
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FIGURE  1.  (A)  Low-power  section  of  tumor  showing  granuloma  with  giant  cells.  (B)  High-power  section  showing  giant-cell 

formation.  (C)  Asteroid  body  shown  on  electron  microscopy  (original  magnification  X 4,000).  (D)  Chest  x-ray  film  showing 
hilar  adenopathy. 
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may  be  seen  in  other  conditions,  they  are  seen  with 
the  greatest  frequency  in  sarcoidosis.2 

A repeat  chest  x-ray  film  showed  bilateral  hilar 
adenopathy  (Fig.  ID).  Pulmonary  function  studies 
revealed  a mild  decrease  in  diffusion  capacity  and  a 
mild  concentric  reduction  in  static  lung  volumes. 
The  findings  of  a diffuse  restrictive  process  are  con- 
sistent with  sarcoidosis.  The  sedimentation  rate 
during  hospitalization  ranged  from  6 to  22,  and 
complete  blood-cell  count  revealed  a range  of  3 to  6 
eosinophils.  Findings  for  24-hour  urine  for  calcium, 
hydroxyproline,  creatinine,  and  protein  were  within 
normal  limits,  as  were  those  for  serum  calcium  and 
serum  protein  elect  rophoresis.  Skin  test  findings  for 
tuberculosis,  histoplasmosis,  and  coccidioidomycosis 
were  normal.  The  patient’s  physical  examination 
disclosed  no  abnormalities,  including  an  ophthal- 
mologic examination;  with  the  exception  of  the  mass, 
he  was  asymptomatic. 

Comment 

Although  skin  lesions  in  sarcoidosis  are  certainly 
common,  37  percent  in  the  series  by  Maycock,  Ber- 
trand, and  Morrison,3  and  32  percent  in  their  review 
series,  these  lesions  consist  primarily  of  maculopap- 
ular  lesions  occurring  mostly  around  the  head  and 
neck  in  20  percent  of  the  patients,  and  subcutaneous 
nodules  in  6 percent  of  their  total  series  analyzed. 
Erythema  nodosum,  a common  finding  in  many  se- 
ries, was  a relatively  rare  finding,  2.8  percent,  in 
Maycock’s3  series,  and  seems  to  be  a major  difference 
between  sarcoid  cases  in  general  and  those  in  the 


Psychiatric  and  neurologic  sequelae 
of  infectious  mononucleosis 

The  authors  build  their  discussion  around  the  cases  of 
2 teenagers,  a boy  of  14  and  a girl  of  16,  who  exhibited 
neurologic  and  psychiatric  consequences  of  acute  IMN 
(infectious  mononucleosis).  Before  contracting  IMN,  both 
children  were  well  adjusted,  had  good  grades,  and  had  no 
family  problems.  Following  IMN  both  reported  difficul- 
ties with  concentration  and  fine  motor  activity.  Neither 
understood  why,  after  IMN,  they  suffered  dramatic  change 
in  their  schoolwork  and  were  depressed.  Coming  from 


United  States. 

Of  patients  with  sarcoidosis,  92  percent  are 
symptomatic;  43  percent  with  general  symptoms 
such  as  fatigue,  malaise,  and  weakness;  the  remainder 
w-ith  specific  organ  involvement.3  The  patient  in  this 
case  report  has  remained  asymptomatic  with  the 
exception  of  the  suprapatellar  mass. 

A review  of  the  largest  series  in  the  literature  does 
not  indicate  any  report  of  a large  subcutaneous  sar- 
coid mass  invading  the  skin  and  presenting  soft-tis- 
sue tumor  of  the  lower  extremity.3-7  It  would  seem 
that  this  report  is  the  first  of  this  type  of  skin  and 
subcutaneous  lesion. 

Department  of  Orthopedic  Surgery 
Health  Sciences  Center 
State  University  of  New  York  at  Stony  Brook 
Stony  Brook,  New  York  11794 
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upper-middle-class,  achieving  families,  they  regarded  their 
impaired  intellectual  functioning  as  disastrous.  Neither 
had  significant  localizing  neurologic  signs,  and  both  had 
2-7  c.p.s.  diffuse  low  to  medium  voltage  activity  and  15-25 
c.p.s.  low  voltage  fast  activity  on  their  EEGs.  Both  had 
reduced  IQ  scores,  although  one  was  transient  and  the 
other  could  have  been  due  to  other  causes.  Both  recovered 
fully;  the  boy  after  several  months  on  tranylcypromine;  the 
girl  after  family  therapy  centering  around  convincing  her 
parents  that  her  trouble  was  probably  due  to  IMN  rather 
than  rebellion.  Hendler,  N.,  and  Leahy,  W.:  Am.  J. 

Psychiat.  135:  842  (July)  1978. 
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Clostridium  perfringens  sepsis  is  a well-known 
and  often  fatal  complication  of  cancer.1-10  Previous 
reports  have  described  clostridial  infections  as  oc- 
curring primarily  in  patients  with  leukemia  or  in- 
testinal tumors,  rarely  with  skin  cancers. i-*, 6, 9,10  The 
case  reported  here  describes  a patient  with  heman- 
giosarcoma  of  the  scalp  complicated  by  a localized 
soft-tissue  infection,  who  developed  a fatal  episode 
of  C.  perfringens  sepsis  several  days  following  a 
punch  biopsy  of  the  tumor. 

Case  report 

An  85-year-old  white  female  was  admitted  to  the 
hospital  from  a nursing  home  for  evaluation  of  a 
purple  scalp  lesion  felt  to  be  a lymphoma  or  heman- 
gioma (Fig.  1).  In  the  weeks  preceding  her  admis- 
sion, the  lesion  had  enlarged  and  in  some  areas  had 
begun  to  drain  serosanguineous  fluid. 

On  admission  the  temperature  was  37°C.,  pulse  66, 
respiration  15,  and  blood  pressure  150/82.  A scalp 
lesion  covered  much  of  her  forehead  on  the  right  side. 
It  was  purple,  crusted,  nontender,  and  raised.  There 
was  bilateral  parotid  enlargement  as  well  as  posterior 
auricular,  cervical,  and  mandibular  adenopathy.  A 
mastectomy  scar  on  the  left  side  of  the  chest  had 
healed  without  evidence  of  local  tumor  recurrence. 
Skull  films  revealed  a lesion  in  the  right  parietal  bone 
with  soft-tissue  swelling.  Admission  laboratory 
values  were  unremarkable. 

Four  days  after  hospitalization,  a 4-mm.  punch 
biopsy  of  the  lesion  was  performed.  At  that  time  a 
purulent,  foul-smelling  discharge  was  noted,  as  was 
subcutaneous  crepitus.  The  biopsy  was  interpreted 
as  showing  metastatic  carcinoma  with  pleomorphic 
undifferentiated  cells  in  the  dermis  and  subcutis. 
Over  the  next  few  days  the  patient’s  temperature  rose 
to  39.4°C.  Drainage  from  the  tumor  increased  and 
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FIGURE  1.  (A  and  B)  Hemangioendothelioma  of  scalp 


was  profuse  and  foul  smelling.  Gram  stain  of  the 
drainage  showed  mixed  gram-positive  and  gram- 
negative rods  with  few  polymorphonuclear  leuko- 
cytes. Wound  cultures  grew  C.  perfringens,  enter- 
ococci, Klebsiella  pneumoniae,  and  Serratia  lique- 
faciens.  Blood  cultures,  taken  on  two  separate  days, 
grew  C.  perfringens.  Lumbar  puncture  test  findings 
were  normal. 

Despite  initiation  of  treatment  with  ampicillin,  12 


Gm.  per  day,  the  patient  remained  febrile  and  con- 
tinued to  deteriorate  clinically.  There  was  no  evi- 
dence of  hemolysis,  jaundice,  or  renal  failure,  and  no 
disparity  in  the  fever  and  pulse  curves.  Debride- 
ment, given  the  extent  of  facial  involvement,  was  not 
possible.  The  patient  died  shortly  after  initiation 
of  antibiotic  therapy. 

Postmortem  examination  revealed  extensive  cel- 
lulitis and  myonecrosis  of  the  face  and  scalp,  with 
suppurative  lymphadenitis.  The  tumor  was  a ma- 
lignant hemangioendothelioma  with  no  evidence  of 
metastatic  spread.  The  three  major  histopathologic 
changes  in  the  tumor  were:  (1)  highly  anaplastic 
endothelial  cells  lining  vascular  spaces,  (2)  atypical 
endothelial  cells  arranged  between  collagen  bundles, 
and  (3)  nests  and  nodules  of  highly  undifferentiated 
cells. 

Comment 

Clostridia  are  relatively  noninvasive  bacteria. 
Their  ability  to  invade  tissue  and  cause  infections 
depends  on  the  presence  of  an  environment  suitable 
for  germination.  Studies  by  Russel11  and  Fildes  in 
192712  established  that  conversion  of  the  spore  form 
to  the  vegetative  form  required  a lowered  tissue 
oxygen  tension,  and  the  presence  of  agents  capable 
of  interfering  with  phagocytosis.  Subsequent  work 
has  also  shown  the  need  for  an  acid  pH  and  the 
presence  of  amino  acid  breakdown  products.13’14 
These  conditions  are  frequently  present  in  contam- 
inated war  wounds  where  the  devitalized  tissue  and 
impaired  vascular  supply  act  as  a nidus  for  infection. 
Tumors  provide  a similar  milieu  because  of  their 
increased  rate  of  cell  growth.  This  results  in  lactic 
acid  accumulation  and  tissue  breakdown,  and  creates 
areas  of  reduced  oxygen  tension.13 

The  predilection  of  clostridia  for  neoplastic  tissue 
has  been  shown  in  a number  of  experimental  studies. 
Malmgren  and  Flanigan13  demonstrated  localization 
and  germination  of  intravenously  administered 
clostridial  spores  in  mouse  tumors,  but  not  in  normal 
mouse  tissue.  They  obtained  this  result  consistently 
with  a variety  of  tumors,  leading  them  to  consider  the 
possibility  of  using  radioactively  labeled  antibodies 
against  clostridia  to  identify  tumor  sites.  Using 
nonpathogenic  clostridia  in  hamsters,  others  have 
demonstrated  localization  and  lysis  of  tumor,  but  no 
increase  in  survival  rate.15  Alpern  3nd  Dowell1 
found  that  of  27  patients  with  Clostridium  septicum 
infections  23  had  malignant  conditions,  and  in  5 of 
these  cases  infection  had  preceded  the  diagnosis  of 
tumor.  As  a result  of  this  observation,  they  sug- 
gested that  the  absence  of  an  obvious  primary  focus 
for  a C.  septicum  infection  should  raise  the  possi- 
bility of  an  occult  cancer.1 

Several  previous  studies  have  described  clostridial 
infections  in  patients  with  malignant  disorders.1-10 
Although  most  of  these  cases  have  been  associated 
with  leukemia,  a variety  of  other  tumors  have  also 
been  reported.  The  majority  of  these  cases  have  in 


common  the  presence  of  extensive  disease  with  gas- 
trointestinal tract  ulceration  or  evidence  of  wide- 
spread metastatic  tumor.  In  this  case  report,  the 
tumor  itself  was  an  unusual  one,  occurring  in  its 
characteristic  location  in  an  older  individual  without 
evidence  of  metastases.  We  are  unaware  of  previous 
reports  describing  its  association  with  clostridial 
sepsis.  The  only  previously  reported  cases  of  carci- 
noma of  the  skin  associated  with  clostridial  sepsis 
have  been  with  metastatic  melanomas.4,8’10 

The  angiosarcoma  is  a malignant  neoplasm  of 
vascular  origin.  Although  characteristically  occur- 
ring in  the  skin,  liver,  or  spleen,  it  can  be  found  vir- 
tually anywhere  in  the  body.16  As  demonstrated  by 
this  report,  when  the  angiosarcoma  is  of  the  malig- 
nant hemangioendothelioma  type  it  is  most  com- 
monly found  on  the  face  or  scalp  of  elderly  patients; 
it  may  occur  as  a single  lesion  or  as  multiple  discrete 
nodules.  There  is  usually  extensive  local  spread  of 
these  nodules  prior  to  the  appearance  of  more  distant 
metastases.  These  tumors  have  a spongy  consis- 
tency, appear  blue  or  violaceous  in  color,  and  have  a 
tendency  to  bleed  easily.  They  can  be  confused  with 
other  cancerous  growths,  such  as  malignant  mela- 
nomas, and  the  highly  vascular  tumors  (hyperne- 
phromas or  choriocarcinomas)  that  can  metastasize 
to  the  skin.17  Histologically,  malignant  heman- 
gioendothelioma resembles  postmastectomy  lym- 
phangiosarcoma,  but  differs  from  nodular  angio- 
sarcoma, which  may  occur  at  any  age,  and  Kaposi’s 
sarcoma.18 

The  tendency  of  angiosarcomas  to  bleed  sponta- 
neously and  to  break  down  makes  them  a potential 
site  for  clostridial  germination.  In  our  case,  this  was 
true  despite  the  tumor’s  occurrence  in  the  scalp,  a 
highly  vascularized  area.  In  addition,  its  superficial 
location  allowed  for  isolation  of  the  organism  from 
the  tumor  surface  as  well  as  from  the  blood. 

The  clinical  features  of  this  case  are  similar  to 
those  previously  reported  in  the  literature;  once  es- 
tablished, the  infection  rapidly  led  to  the  patient’s 
death.  There  was  progressive  involvement  of 
underlying  and  adjacent  tissues.  Gram  stain  re- 
vealed a predominance  of  gram-positive  rods  with 
few  polymorphonuclear  leukocytes,  presumably  a 
consequence  of  the  toxins  elaborated  by  the  organ- 
ism.19 Unlike  other  reported  cases  our  patient  did 
not  have  widespread  metastatic  disease,  nor  was  she 
receiving  chemotherapy.  The  infection  started  as 
a crepitant  cellulitis  with  a purulent  discharge  and 
then  progressed.  Systemic  effects  were  not  evident. 
There  was  no  jaundice,  hemolysis,  or  renal  failure, 
and  none  of  the  characteristic  abnormalities  in  vital 
signs  (pulse,  temperature  disparity,  and  unremitting 
hypotension)  were  present.  Although  therapy  ide- 
ally should  have  included  surgical  excision  of  the 
total  area  involved,  this  was  not  possible,  and  anti- 
biotic therapy  alone  was  unsuccessful. 

Another  feature  of  this  case  was  the  diagnostic 
punch  biopsy  performed  several  days  prior  to  the 
episode  of  clostridial  sepsis.  Although  a relatively 
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minor  procedure,  it  was  performed  in  an  area  where 
host  defenses  were  already  compromised,  an  area  of 
crepitant  cellulitis.  Although  the  relationship  of  the 
biopsy  to  the  subsequent  septicemia  is  unclear,  it 
may  have  increased  the  tumor’s  anaerobic  mileu  ei- 
ther by  causing  further  local  hemorrhage  or  tissue 
destruction,  thereby  facilitating  the  development  of 
gas  gangrene.  Wynne  and  Armstrong10  found  that 
in  6 of  their  14  patients,  clostridial  infection  followed 
a surgical  or  diagnostic  procedure.  Although  some 
of  these  procedures  included  abdominal  surgery, 
other  studies,  such  as  endoscopy  or  small-bowel  se- 
ries, were  relatively  minor.  Infections  have  also  been 
noted  following  such  procedures  as  intramuscular 
injections,  tooth  extractions,  or  paracenteses.10’19’20 
In  rare  cases,  labeled  “idiopathic  gas  gangrene,”  no 
antecedent  injury  has  been  documented.  It  is 
speculated  that  these  cases  develop  from  viable 
spores  deposited  in  tissue  years  earlier,  which  for 
unknown  reasons  later  germinate  and  become 
pathogenic.19 

Clostridia  are  ubiquitous  organisms.  In  spore 
form  they  survive  for  years;  they  are  remarkably  heat 
stable  and  tolerate  prolonged  exposure  to  oxygen. 
Spores  can  be  found  not  only  in  the  soil,  but  also  in 
a variety  of  other  settings,  including  hospitals.  They 
have  been  isolated  from  hospital  walls,  air  condi- 
tioning units,  and  operating  room  suites.21-23  This 
phenomenon  is  not  without  clinical  significance  since 
there  have  been  several  outbreaks  of  nosocomial 
clostridial  infections  occurring  secondary  to  contact 
with  plaster  of  Paris,  talcum  powder,  and  cotton 
wool.23  In  addition,  they  are  a normal  part  of  bowel 
flora,  and  can  be  isolated  in  up  to  79  percent  of 
human  feces.22  The  bowel  is  felt  to  be  the  endoge- 
nous reservoir  for  potential  clostridial  infections  in 
man. 

Lowbury  and  Lilly22  surveyed  the  sources  of  Clos- 
tridia colonization  in  hospitalized  burned  patients 
and  found  the  gastrointestinal  tract  to  be  the  major 
reservoir.  Among  burned  patients  having  admission 
rectal-swab  cultures  taken  for  isolation  of  clostridia, 
they  found  that  20  out  of  31  (66  percent)  patients 
with  cultures  positive  for  clostridia  subsequently 
developed  contaminated  wounds;  only  8 out  of  32  (25 
percent)  showed  contamination  after  negative  rectal 
cultures.22 

In  our  patient  the  primary  source  of  infection  is 
unclear.  Given  the  tumor’s  superficial  location,  the 
site  might  easily  have  been  contaminated  from  the 
hospital  or  nursing-home  environs.  Alternatively, 
as  suggested  by  the  experimental  work  of  Malmgren 
and  Flanigan,13  transient  bacteremia,  including 
clostridia  as  well  as  some  of  the  other  enteric  patho- 
gens isolated  from  the  cellulitis,  may  have  seeded  the 
tumor  site  from  the  bowel. 

This  patient’s  terminal  septicemia  appears  to  be 
the  result  of  several  events,  including  an  enlarging 
necrotic  tumor,  a localized  cellulitis,  and  a punch 
biopsy  of  the  lesion,  all  of  which  undermined  the 
patient’s  local  host  defenses  and  set  up  an  environ- 
ment ideal  for  clostridial  germination. 
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Summary 

Clostridium  perfringens  septicemia  has  been  re- 
ported as  a life-threatening  infectious  complication 
of  metastic  tumors.  These  reports  have  infrequently 
included  localized  tumors  of  the  skin.  We  report  a 
case  of  fatal  C.  perfringens  sepsis  occurring  in  a pa- 
tient with  a malignant  hemangioendothelioma  of  the 
scalp.  The  septicemia  developed  several  days  fol- 
lowing a punch  biopsy  of  the  tumor.  The  possible 
association  between  minor  surgical  procedures  and 
subsequent  clostridial  infections  has  been  pre- 
sented. 
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Increasing  numbers  of  American  students  unable 
to  gain  admittance  to  U.S.  medical  schools  have  en- 
rolled in  foreign  medical  school  programs.1  :i  with  the 
anticipation  that  they  will  eventually  qualify  for  li- 
censure and  medical  practice  in  the  United  States. 
Current  estimates  of  Americans  enrolled  in  foreign 
medical  school  programs  approximates  4,000  to 
6, 000, 4 and  according  to  Dube,5  more  than  ever  be- 
fore these  students  are  seeking  to  apply  for  advanced 
placement  in  programs  in  American  medical  schools 
by  participating  in  COTRANS  (Coordinated 
Transfer  Application  System).  Prior  to  its  initiation 
in  1970,  as  a joint  effort  between  the  AAMC  (Asso- 
ciation of  American  Medical  Colleges)  and  the 
NBME  (National  Board  of  Medical  Examiners), 
fewer  than  50  Americans  succeeded  in  transfering 
from  foreign  to  U.S.  medical  schools  each  year. 
From  1970  through  1976,  more  than  5,000  students 
were  sponsored  by  COTRANS  for  Part  I of  the  ex- 
aminations of  the  NBME;  over  4,000  were  tested,  40 
percent  passed,  and  nearly  1,500  accomplished  the 
transfer.6  According  to  the  AAMC,  over  1,706  stu- 
dents applied  in  1979  from  103  foreign  medical 
schools  in  34  countries. 

Viewed  as  a means  by  which  medical  manpower  in 
the  United  States  may  be  strengthened,  Congress 

* The  development  and  implementation  of  this  program  was  made  pos- 
sible by  a grant  to  the  School  of  Medicine  at  Buffalo,  from  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare,  Public  Health  Service. 


enacted  Public  Law  94-484  mandating  schools  of 
medicine  and  osteopathy  to  reserve  a number  of  po- 
sitions in  their  second-  or  third-year  student  body  for 
students  who  had  successfully  completed  Part  I of 
the  NBME  examination,  generally  taken  for  medical 
certification  by  second-year  medical  students,  and 
who  had  successfully  completed  at  least  two  years  of 
education  in  foreign  medical  schools.  Also  signifi- 
cant however,  as  a part  of  PL  94-484,  was  the  estab- 
lishment of  curriculum  grants  for  schools  of  medicine 
and  osteopathy  to  diagnose  and  remediate  transfer 
student  deficiencies  in  the  basic  medical  sciences 
prior  to  formal  entry  into  the  clinical  program  of  U.S. 
schools.  The  development  and  inclusion  of  com- 
petitive grants  of  this  nature  were  established  owing 
to  the  differences  and  deficiencies  in  curricula  and 
objectives  in  the  various  countries  and  programs 
abroad.  It  should  be  noted  that  while  the  NBME 
test  scores  for  COTRANS-sponsored  examinees  has 
been  upward  for  the  five-year  period  from  1972  to 
1976,  the  passing  scores  have  been  consistently  below 
that  of  their  American-trained  counterparts.  In  four 
of  the  five  COTRANS  years,  the  highest  passing 
subject  mean  score  was  a standard  score  of  507 
achieved  in  biochemistry  in  1975.  The  lowest  pass- 
ing subject  mean  score  was  consistently  recorded  in 
behavioral  science,  an  area  added  to  Part  I in 
1973. 6 

Program  rationale 

Since  1969,  the  State  University  of  New  York  at 
Buffalo  has  admitted  63  qualified  U.S.  foreign 
medical  students.  However,  until  1977  the  school 
was  unable  to  provide  a formal  pre-entry  training 
program  for  these  students.  In  1976,  with  the  pas- 
sage of  PL  94-484  and  the  School’s  acquisition  of  a 
four-year  training  grant  from  the  Department  of 
Health,  Education,  and  Welfare  (DHEW),  a 10-week 
diagnostic  and  educational  training  program  for  re- 
turning USCFMS  (U.S.  Citizen  Foreign  Medical 
Students)  was  designed  and  implemented  at  Buffalo. 
Its  purpose  was  to  insure  transfer  student  compe- 
tence and  experience  levels  equivalent  to  nontrans- 
fers within  the  School’s  established  preclinical  pro- 
gram. The  rationale  for  program  design  was  based 
on  two  general  trends  now  emergent  in  undergrad- 
uate medical  education:  (1)  the  recognition  and 

emphasis  being  given  to  the  recruitment  and  accep- 
tance of  students  with  increasingly  diverse  back- 
grounds; and  (2)  the  recognition  and  development  of 
a curriculum  which  offers  both  an  early  clinical  ex- 
posure and  a personalized-socially  oriented  empha- 
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FIGURE  1.  Project  organizational  chart. 


sis.  It  is  the  contention  of  the  authors  that  whether 
institutions  in  evolving  educational  programs  re- 
spond to  either  local  or  Federal  stimuli,  the  need  for 
objective  assessment  of  students  and  programs  based 
on  clearly  stated  institutional  goals  and  curriculum 
objectives  has  become  increasingly  obvious  and  im- 
portant in  medical  education.  With  these  trends  in 
mind,  educational  planners  at  Buffalo  designed  a 
program  which  met  the  directives  of  the  grant  award 
and  provided  diagnostic  and  educational  mecha- 
nisms potentially  useful  for  multiple  purposes  within 
the  traditional  four-year  undergraduate  medical 
program. 

Program  design  and  development 

The  educational  training  program  for  returning 
U.S.  students  from  foreign  medical  schools  was  de- 
signed to  include  the  general  phases:  preprogram 
development,  program  implementation,  and  program 
follow-up. 

Preprogram  development.  In  preparation  for 
year  I,  seven  students  were  selected,  via  COTRANS, 
after  having  met  the  school’s  admissions  criteria. 
Staffing  patterns  for  the  project  were  completed,  and 
appear  in  Figure  1.  A planning/advisory  committee 
to  the  project  was  formed  and  assembled.  Included 
in  this  body  were  basic  and  clinical  science  depart- 
mental chairpersons.  Their  function  was  that  of  a 
senior  advisory  council  to  the  project  director  on  all 
matters  related  to  the  project’s  development,  im- 
plementation, and  evaluation.  Each  advisory  com- 
mittee member  subsequently  identified  a faculty 
member  or  facilitator,  who  worked  directly  with  the 
project  staff  in  the  development  of  the  curriculum 
guides  and  materials  that  were  used  by  the  program’s 
participants  and  the  teaching  faculty.  It  was  agreed 
that  the  advisory  committee  would  meet  at  least 
three  times  a year.  Related  to,  yet  separate  from  this 
committee,  was  an  external  review  committee.  This 
committee  is  composed  of  three  people  who  are  rec- 
ognized for  their  involvement  and  expertise  in 
medical  education  and  in  American  medical  school 
programming  for  American  nationals  who  have 
studied  abroad.  This  body  was  formed  to  review  the 
progress  of  the  project  through  annual  site  visits  and 


to  make  recommendations  for  the  ensuing  year.  For 
the  committee’s  benefit,  an  orientation  meeting  was 
held  at  the  school  in  the  spring  of  1978.  The  com- 
mittee returned  for  a review  meeting  in  late  fall  of 
that  year.  A report  of  their  findings  was  to  be  filed 
in  the  school’s  annual  report  to  the  funding 
agency. 

During  this  time  frame,  two  one-day  instructional 
training  and  curriculum  development  workshops  for 
the  facilitators  were  held.  They  were  conducted  by 
the  project  staff  with  the  goal  of  assisting  course  fa- 
cilitators in:  (1)  outlining  course  content  objectives; 
(2)  writing  corresponding  test  items  assessing 
knowledge  of  those  content  areas;  and  (3)  developing 
one-unit  self-instructional  software  packages.  Fol- 
lowing the  workshops,  the  evaluation  member  of  the 
staff  worked,  in  concert  with  the  facilitators,  in  the 
development  of  the  preclinical  instructional  program, 
a prescription-referenced  curriculum  guide  to  be  used 
by  faculty  and  student  participants,  and  pre-  and 
post-program  examinations  based  on  the  stated  ob- 
jectives in  the  curriculum  guide.  Concurrently,  as- 
sistance from  professionals  in  the  Health  Sciences 
Learning  Resource  Center  aided  our  facilitators  in 
the  development  of  single-concept  self-instructional 
software  packages.  The  guide,  with  individualized 
prescription  notations  regarding  specific  strengths 
and  weaknesses,  and  the  self-instructional  software 
packages  were  made  available  to  the  students  at  the 
onset  of  the  10-week  program  in  July,  1978.  In  ad- 
dition, peer  pairing  was  done;  that  is,  a “student  as- 
sociate” from  the  fourth  year  class  was  assigned  to 
each  USCFMS  to  provide  an  additional  support 
mechanism. 

Program  activities.  During  the  first  three  days 
of  the  10-week  program,  diagnostic  testing  was  im- 
plemented to  determine  areas  of  academic  deficiency 
in  the  basic  medical  sciences.  One  full  day  was  de- 
voted to  familiarizing  the  students  with  the  school’s 
environment  by  meeting  with  project  staff  personnel, 
preclinical  faculty,  and  their  fourth-year  student 
associates.  One-half  day  was  used  to  meet  with 
preclinical  and  clinical  personnel.  The  remaining 
nine  weeks  of  the  program  were  devoted  to  curricular 
offerings,  both  core  (required)  and  by  prescription. 
A one-week  segment  of  the  program  is  depicted  in 
Figure  2.  All  students  were  required  to  participate 
in  a “core”  curriculum,  that  is,  psychiatry,  with 
courses  in  human  behavior  and  human  sexuality; 
physical  diagnosis;  and  medical  ethics/human  values, 
while  student  participation  in  the  remainder  of  the 
curriculum  was  determined  by  their  achievement  on 
the  diagnostic  tests.  At  the  conclusion  of  five  weeks, 
post-examinations  were  administered  in  each  pre- 
scription course  offered  during  the  first  half  of  the 
program.  At  the  conclusion  of  10  weeks,  post-ex- 
aminations were  administered  to  assess  achievement 
in  the  “prescription”  and  “core  curriculum”  during 
the  last  half  of  the  10-week  program. 

Postprogram  follow-up.  The  postprogram 
follow-up  phase  was  designed  to  integrate  the 
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FIGURE  2.  Typical  curricular  schedule  for  USCFMS. 


transfer  student  into  the  third-year  clinical  clerk- 
ships and  subsequently  prepare  them  for  entry  into 
the  School’s  fourth  year  program.  Content  and 
longevity  of  the  curriculum  is  the  same  as  that  of 
USMS  (U.S.  Medical  Students),  but  the  time  span 
was  altered  to  accommodate  their  entrance  into  the 
clerkships  during  the  third  week  in  September  rather 
than  mid-August.  This  enabled  them  to  complete 
the  third-year  program  in  August  rather  than  .June 
with  only  the  loss  of  one  of  their  three  months’  va- 
cation in  the  fourth  year.  In  addition  to  the  regular 
clerkship  evaluation  process,  they  met  biweekly  with 
the  project  codirector  for  clinical  supervision,  to  re- 
view their  academic  progress.  The  students  also  met 
with  one  of  the  three  codirectors  at  the  conclusion  of 
each  clerkship  to  review  the  clinical  departments’ 
evaluation  of  their  performance. 

Program  assessments 

Program  evaluation  strategies  were  designed  to 
gather  information  which  would  be  useful  in  planning 
the  10-week  program  and  for  assessing  program 
outcomes.  A major  effort  of  the  project  team  was  to 
design  instructional  activities  as  well  as  prepare  ed- 
ucational materials.  While  the  School's  experience 
with  students  in  prior  years  gave  a general  indication 
of  their  cognitive  knowledge,  little  information  was 
available  by  which  to  anticipate  specific  strengths 
and  weaknesses  prior  to  their  arrival.  All  students 
successfully  completed  the  NBME  Part  I examina- 
tion. However,  the  students  arrived  approximately 
one  year  after  the  Boards  were  taken,  in  some  cases 
longer,  and,  assuredly,  actual  knowledge  levels  had 
eroded.  Additional  concern  was  raised  by  the  fact 
that  even  passage  of  the  Boards  was  no  guarantee 
that  the  transfer  students’  knowledge  base  was  the 
same  as  that  of  students  wrho  had  participated  in  the 
school’s  curriculum.  In  light  of  these  concerns,  the 
following  evaluation  methods  were  utilized: 

1.  Prior  performance  assessments,  that  is, 
NBME  Part  I. 

2.  Prior  curricula,  that  is,  foreign  program  assess- 
ments. 

3.  Pre-  and  postdiagnostic  testing  based  on  the 
Buffalo  curriculum. 

4.  Performance  in  the  clinical  rotations. 

5.  Program  evaluation  by  participants. 


TABLE  1.  NBME  Part  1 mean  contrast  scores  between 
USCFMS*  and  SUNYABf  students,  class  of  1980 

Course 

Contrast  Scores 
(x  SUNYAB  - x USCFMS) 

Anatomy 

-53.8 

Physiology 

+ 1.7 

Biochemistry 

-50.3 

Pathology 

-2.3 

Microbiology 

+4.5 

Pharmacology 

+ 10.6 

Behavioral  sciences 

-78.7 

TotaiI 

-27.9 

• N = 7. 

* State  University  of  New  York  at  Buffalo;  N =,1 1 1. 


6.  Program  evaluation  by  faculty. 

7.  Program  assessment  by  external  review  com- 
mittee. 

The  seven  students  accepted  into  the  Buffalo 
program  represented  six  foreign  schools:  two  from 
The  University  of  Padova  and  one  each  from  The 
University  of  Home,  The  University  of  Grenoble,  The 
University  of  Monterrey,  The  Autonomous  Univer- 
sity of  Guadalajara,  and  The  Autonomous  University 
of  Tamaulipas.  Three  students  had  been  enrolled 
for  three  years,  one  for  four,  and  three  for  five  years 
at  these  institutions. 

National  Boards.  The  seven  students  accepted 
into  the  program  passed  all  sections  of  the  NBME 
Part  I.  However,  their  total  mean  standard  score 
w’as  lower  than  that  of  their  counterparts  at  Buffalo. 
They  also  scored  significantly  lower  than  their  Buf- 
falo colleagues  in  anatomical  sciences,  biochemistry, 
behavioral  sciences,  and  at  a somewhat  lower  level 
in  pathology.  Conversely,  their  mean  standard 
scores  in  physiology,  microbiology,  and  pharmacol- 
ogy were  slightly  higher  (Table  I). 

Foreign  curricula.  Results  from  the  preprogram 
orientation  survey  indicated  that  the  most  common 
methods  of  instruction  used  in  the  foreign  schools 
were  lecture  and  non-directed  self-learning.  Group 
discussion  and  laboratory-associated  activities  were 
used  minimally,  and  in  only  one  case  was  hospital  or 
clinic  exposure  noted  among  the  six  foreign  pro- 
grams. Four  students  indicated  no  exposure  to 
laboratory  diagnosis,  and  five  indicated  little  or  no 
formal  exposure  to  content  in  the  behavioral  sciences 
and  epidemiology.  Students  consistently  rated  the 
quality  of  the  programs  weak  and  felt  that  a general 
review  of  all  subjects  would  be  helpful  prior  to  en- 
tering the  clinical  arena. 

Diagnostic  pretesting.  In  preparation  for  the 
clinical  sciences,  faculty-constructed  diagnostic 
pretests,  which  examined  the  USCFMS’  command 
of  the  school’s  preclinical  science  curriculum,  were 
administered.  The  tests  indicated  a general  weak- 
ness in  the  students’  know-ledge  of  the  basic  sciences, 
particularly  in  physical  diagnosis  and  the  behavioral 
sciences.  These  findings  were  congruent  with  the 
students’  general  impression  of  their  perceived 
subject  area  weaknesses. 
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TABLE  II.  Summary  of  clinical  ratings  of  7 USCFMSs* 


f 

- Rating 

A 

Top  20 

Above 

Category 

Percent  Average  Average 

Knowledge  of  medical  information 

2 

2 

3 

Skill  in  reporting 

2 

1 

4 

Skill  in  verifying  hypothesis 

2 

1 

4 

Integrity 

2 

1 

4 

Ability  to  maintain  confidence 

2 

2 

3 

Insight  into  patient’s  problem 

2 

1 

4 

Interest  in  self-improvement 

3 

1 

3 

* Observation  period  from  July  1 1, 1978  to  September  7,  1979.  Assigned 
grades:  2 Honors,  5 Satisfactory,  0 Incomplete,  0 Unsatisfactory.  All  7 
students  were  recommended  for  a University  internship. 


Post-testing.  Parallel  faculty-constructed  tests 
were  administered  at  the  conclusion  of  the  program 
in  an  attempt  to  measure  knowledge  gained  from 
having  participated  in  the  program.  These  gains,  in 
general,  were  not  as  large  as  expected.  It  was  felt 
that  particular  subject  areas,  in  some  disciplines, 
were  covered  in  depth  while  others,  which  were  in- 
dicated as  areas  of  weakness  by  the  pretests,  were 
lightly  explored  or  not  explored  at  all. 

Clinical  ratings.  On  the  school’s  standard  clin- 
ical evaluation  form,  the  students  received  average 
to  above-average  reviews  in  their  physical  diagnosis 
work.  High  levels  of  enthusiasm  and  eagerness  to 
learn  and  apply  skills  in  a “real”  clinical  environment 
were  noted.  No  difficulties  in  learning  were  observed 
by  clinical  faculty,  and  all  were  rated  above  average 
in  their  ability  to  work  with  patients  (Table  II). 

Postprogram  faculty  review.  The  15  faculty 
members  involved  in  teaching  during  the  summer 
program  were  asked  to  assess  various  components  of 
the  course  and  aspects  of  the  program.  Their  re- 
sponses indicated  that:  (1)  students  participating 
in  the  program  were  motivated  and  interested  in  the 
subject  matter;  (2)  that  after  having  completed  the 
program,  the  students  were  adequately  prepared  to 
enter  the  third  year;  (3)  that  the  prescriptive  mate- 
rials were  helpful  in  their  teaching  efforts;  and  (4) 
that  the  time  allocations  provided  for  each  discipline 
should  remain  flexible  in  the  coming  year. 

Student  assessment  of  courses.  Students  were 
asked  to  rate  each  course  in  the  program  relative  to 
each  other  and  to  foreign  medical  school  courses  in 
the  same  area.  In  general,  the  ratings  reflected  fa- 
vorably on  the  enrichment  courses  in  comparison  to 
their  foreign  medical  curriculum.  The  fact  that 
there  were  only  seven  of  them  in  each  class  compared 
to  the  large  classes  they  were  accustomed  to  would 
contribute  to  the  more  favorable  rating.  However, 
in  addition  to  the  flexibility  of  the  small  group  sit- 
uation, the  students  reported  that  they  enjoyed 
having  had  contact  with  excellent  instructors,  labo- 
ratory materials,  and  the  clinical  emphasis  of  the 
basic  science  courses. 

They  expressed  dissatisfaction  at  times  with  the 
time  allotment,  feeling  that  too  much  material  was 


covered  in  so  short  a time.  In  general,  they  felt  the 
experience  worthwhile. 

External  review  committee  assessment.  The 

three-member  review  team  acknowledged  the  sig- 
nificant time  and  effort  by  the  faculty  evidenced  in 
the  curriculum  guide.  They  agreed  that  it  is  clearly 
a useful  educational  resource  for  USCFMS  with  a 
wide  potential  for  other  uses.  They  felt  that  review 
and  revisions  were  necessary  on  an  annual  basis  and 
suggested  including  teaching  preclinical  faculty, 
clinical  faculty,  and  upper-class  medical  students 
among  the  reviewers. 

All  agreed  that  the  diagnostic  test  items  should  be 
analyzed,  reviewed,  and  possibly  revised  by  our  fa- 
cilitators and  teaching  faculty  as  discipline  appro- 
priate. They  suggested  using  additional  modes  of 
testing  such  as  oral  examinations  and  pre-  and 
post-videotapes  in  addition  to  written  objective  ex- 
aminations. 

They  noted  that  while  program  material  was 
characterized  as  “overwhelmingly  comprehensive” 
by  the  students,  most  of  the  courses  were  rated  fa- 
vorably. It  was  felt  that  the  process  of  diagnosing 
student  difficulty,  developing  course  objectives,  and 
specific  learning  resources  clearly  enhanced  the  ed- 
ucational resources  and  learning  environment  for 
students  returning  to  American  medical  educa- 
tion. 


Conclusion 

The  feasibility  of  incorporating  a prescription- 
remediation  program  in  a medical  school  curriculum 
is  not  only  possible  but  far-reaching.  It  can  benefit 
not  only  the  USCFMS  but  also  American  medical 
students  in  the  basic  medical  sciences  and  foster 
faculty  and  curriculum  development. 

Although  improvement  in  the  participants’ 
knowledge  base  of  the  basic  medical  sciences  was  only 
moderate,  as  evidenced  in  the  pre-  and  post-test  data, 
there  was  marked  improvement  in  areas  not  easily 
quantifiable.  Feelings  of  worth,  self-esteem,  and 
academic  competency  are  not  easily  measured.  In 
these  areas  we  found  evidence  of  growth,  for  the 
program  was  structured  to  allow  the  students  time 
to  acculturate.  They  were  able  to  return  to  the 
mainstream  of  American  medical  education  in  a 
gradual  yet  systematic  fashion.  During  this  time, 
they  received  psychological  support  through  close 
interaction  with  faculty,  project  staff,  and  assigned 
“student  associates,”  that  is,  School  of  Medicine 
students  who  had  just  completed  the  third-year 
curriculum.  Further,  it  enabled  them  to  move 
comfortably  into  the  third-year  clinical  clerkships 
with  a degree  of  psychologic  and  academic  confidence 
not  evidenced  by  previous  U.S.  foreign  medical  stu- 
dents. Although  the  USCFMS  have  not  completed 
the  third-year  curriculum,  thus  far  they  have  shown 
greater  academic  success  than  previous  USCFMS. 

The  far-reaching  aspect  of  the  program  has  been 
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its  impact  on  our  faculty  development  and  the  aca- 
demic year  curriculum.  Faculty  participation  helped 
to  generate  a curriculum  guide  outline  in  which  all 
basic  science  curricula,  by  departments,  are  written 
in  behavioral  terms  with  cited  resource  and/or  ref- 
erence material.  This  endeavor  was  a first  in  the 
history  of  the  school. 

In  addition  to  the  program  being  beneficial  to  the 
students,  faculty  now  have  a clearer  understanding 
of  each  department’s  course  content  which  should 
add  clarity  to  the  purpose  as  well  as  to  the  content  of 
the  Medical  School  curriculum. 

This  program  could  easily  be  adapted  to  meet  the 
needs  of  American  medical  students  who  have  not 
matured  academically  or  have  not  achieved  to  then- 


own  satisfaction. 
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“.  . . You  just  finished  a 12-hour  operation?  . . . Isn’t  it  funny  how  time  flies  when  you’re  doing  something  you 
enjoy?” 
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Our  mortality  is  the  subject  of  one  of  the  first  syl- 
logisms taught  in  logic:  All  men  are  mortal.  So- 
crates is  a man.  Therefore,  Socrates  is  mortal.  The 
modern  version  of  this  syllogism  might  run:  All 

people  die  in  hospitals.  Hospitals  exist  to  prevent 
death.  Therefore,  an  attempt  will  be  made  to  pre- 
vent the  deaths  of  all  people. 

Although  overstating  the  case  somewhat,  this 
latter  syllogism  illustrates  the  quandary  of  modern 
man  confronted  with  his  own  death  in  the  hospital 
setting.  New  technologies  and  treatments  can  save 
lives  and  sustain  bodily  functions  where  previously 
death  was  inevitable.  Sometimes  these  technologies 
only  prolong  the  dying  process.  Choices  must  be 
made.  Should  the  respirator  be  turned  off?  Should 
intensive  chemotherapy  be  used  to  treat  an  invari- 
ably fatal  cancer?  Should  only  palliative  treatment 
he  administered?  Because  such  decisions  usually 
take  place  in  hospitals,  physicians  have  generally 
assumed  that,  at  least  in  the  case  of  incompetent 
patients,  such  decisions  are  properly  medical  ones. 
All  of  us  will  die,  most  in  hospitals.  The  modern 
question  is  not  how  death  can  he  prevented,  but  how 
much  effort,  if  any,  should  he  made  to  postpone  the 
moment  of  death. 

Because  it  involves  prominent  philosophic  ques- 
tions, this  issue  has  been  a central  one  for  those 
concerned  with  “medical  ethics.”  More  recently, 
judges  and  attorneys  have  joined  the  discussion. 
Two  state  supreme  courts  have  spoken  to  date.  In 


1976,  the  Supreme  Court  of  New  Jersey  decided  that 
the  guardian,  family,  and  physicians  of  Karen  Ann 
Quinlan,  a woman  in  a chronic  vegetative  state,  could 
disconnect  her  ventilator  and  let  her  die  if  they 
agreed  that  there  was  “no  reasonable  possibility”  of 
her  ever  returning  to  a “cognitive,  sapient  state.”  If 
a hospital  “ethics  committee”  concurred,  all  parties 
involved  would  be  immune  from  criminal  and  civil 
liability.1  The  case  involved  a young  woman  who, 
following  a loss  of  consciousness  of  unresolved  eti- 
ology, was  being  maintained  on  a ventilator  in  a 
“chronic  persistent  vegetative  state.”  Her  father  had 
asked  a lower  court  to  be  named  guardian  and  given 
authority  to  demand  that  the  ventilator  be  termi- 
nated. The  lower  court  refused,  making  appeal  to 
the  state  supreme  court  necessary. 

The  second  case  occurred  in  Massachusetts  and 
involved  a 67-year-old  individual,  Joseph  Saikewicz, 
who  had  an  intelligence  quotient  of  approximately 
10  (a  mental  age  of  about  three  years).  On  April  19, 
1976,  he  was  diagnosed  as  having  acute  myeloblastic 
monocytic  leukemia.  At  a hearing  to  appoint  a 
guardian  to  consent  to  chemotherapy,  physicians 
testified  that  the  therapy  had  many  unpleasant 
side-effects  and  afforded  only  a 30  to  50  percent 
chance  of  a remission  for  from  2 months  to  a number 
of  years.  Because  of  the  patient’s  inability  to  un- 
derstand his  predicament,  the  physicians  believed 
he  would  have  to  be  restrained  during  treatment,  and 
that,  all  things  considered,  he  would  probably  be 
better  off  not  treated.  After  the  hearing  the  probate 
court  decided  on  May  13, 1976,  not  to  compel  treat- 
ment, and  this  decision  was  affirmed  on  July  9, 1976. 
On  September  4,  1976,  Mr.  Saikewicz  died  of  bron- 
chial pneumonia.  The  supreme  court’s  opinion, 
explaining  its  July  9,  1976,  decision,  was  handed 
down  on  November  28,  1977.  The  court  found  that 
if  there  was  a standard  medical  treatment  available 
to  an  incompetent  person,  it  must  be  administered 
to  that  person  unless  a probate  court  judge  concluded 
that  the  patient  would  reject  such  treatment  if  he 
could  make  the  decision  himself.2 

The  Quinlan  decision  has  generally  been  ap- 
plauded by  the  medical  profession;  the  Saikewicz 
opinion  has  been  widely  condemned.  As  Reiman,3 
editor  of  The  New  England  Journal  of  Medicine, 
wrote  approximately  four  months  after  the  Massa- 
chusetts decision:  “Above  all,  we  must  hope  that  the 
New  Jersey,  rather  than  the  Massachusetts,  judicial 
view  of  this  matter  will  prevail  in  the  rest  of  the 
country.”  In  the  fall,  1978,  issue  of  the  American 
Journal  of  Law  & Medicine,  he  continued  to  lament 
the  Saikewicz  opinion  and  to  praise  the  Quinlan 
court  as  being  “generally  supportive  of  long-standing 
medical  tradition.” 4 That  article  did  concede, 
however,  that  the  judiciary  has  a legitimate  role  to 
play  in  some  “very  limited  and  sharply  defined 
cases.” 

Understanding  the  medical  reaction  to  the  Saik- 
ewicz opinion  is  no  easier  than  understanding  the 
reaction  of  a patient  who  is  told  he  or  she  has  a ter- 
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minal  illness.  Kubler-Ross5  has  described  the  five 
stages  most  such  patients  pass  through  as  denial, 
anger,  despair,  bargaining,  and  acceptance.  Physi- 
cians in  Massachusetts  have  evidenced  all  of  the  first 
four  stages,  many  moving  along  the  continuum,  and 
some  jumping  from  an  earlier  stage  to  a later  one  and 
hack  again.  Denial  and  anger  have  been  the  most 
common  medical  responses  to  Saikeu'icz,  with  some 
despair  and  some  bargaining,  mainly  with  the  legis- 
lature. Without  carrying  this  analogy  too  far,  1 hope 
that  this  article  will  help  physicians  to  enter  and  re- 
main in  the  acceptance  stage,  so  far  as  the  Saikewicz 
opinion  is  concerned.  It  is  my  thesis  that  the  di- 
chotomy that  most  physicians  and  many  attorneys 
perceive  between  the  Quinlan  decision  and  the 
Saikewicz  decision  is  a false  one. 

This  article  will  suggest  that  the  next  court  that 
looks  at  the  question  of  terminating  treatment  for  an 
incompetent  terminally  ill  patient  can  reconcile  the 
Quinlan  and  Saikewicz  cases  without  being  Pro- 
crustean, and  that  this  reconciliation  can  simulta- 
neously protect  the  incompetent  patient  and  permit 
physicians  to  exercise  sound  medical  judgment.  The 
Quinlan  and  Saikewicz  courts  are  in  fundamental 
agreement  as  to  both  the  proper  role  of  the  judiciary 
and  the  proper  role  of  medical  custom  in  making 
decisions  not  to  treat  a terminally  ill  incompetent 
patient. 

Medical  custom 

Both  courts  viewed  customary  medical  practice 
(sometimes  referred  to  as  “medical  ethics”)  as  a 
critical  component  in  their  decision-making  process. 
Their  approaches  to  defining  medical  custom,  howT- 
ever,  were  somewhat  different.  The  Quinlan  court 
had  a more  difficult  time,  since  at  the  trial  level  there 
was  testimony  that  removing  Karen  Quinlan  from 
the  ventilator  would  not  be  consistent  with  medical 
ethics.  The  court  made  two  points  about  this.  The 
first  was  that  although  medical  custom  is  persuasive 
authority,  it  is  never  controlling,  since  ultimately  only 
the  courts  can  decide  about  “human  values  and 
rights.”  In  the  court’s  words,  “Determinations  as  to 
these  [human  values  and  rights]  must,  in  the  ulti- 
mate, be  responsive  not  only  to  the  concepts  of 
medicine  but  also  to  the  common  moral  judgment  of 
the  community  at  large.  In  the  latter  respect,  the 
court  has  a nondelegable  judicial  responsibility.” 

The  second  point  the  court  made  was  that  physi- 
cians are  too  often  guided  by  self-interest,  and  that 
this  self-interest  or  self-protection  motive  makes 
custom  in  regard  to  the  terminally  ill  patient  too 
conservative.  To  document  this  conclusion  the  court 
specifically  pointed  to  the  “modern  proliferation  of 
substantial  malpractice  litigation  and  the  less  fre- 
quent but  even  more  unnerving  possibility  of  crimi- 
nal sanctions  ...  .”  It  concluded  that  a way  must 
be  found  to  enable  physicians  to  make  medical 
judgments  from  “possible  contamination  by  self- 
interest  or  self-protection  concerns  which  wrould  in- 


hibit their  independent  medical  judgment  for  the 
well-being  of  their  dying  patients,”  and  added  the 
hope  that  their  opinion  would  help  in  this  matter. 

The  Saikewicz  court  did  not,  like  the  Quinlan 
court,  label  physicians  self-protectors.  It  did,  how- 
ever, agree  with  the  Quinlan  court  that  although 
medical  ethics  are  important,  they  are  not  control- 
ling. Specifically,  the  Saikewicz  court  said,  “While 
these  [medical  ethics]  considerations  are  not  con- 
trolling, they  ought  to  be  considered  for  the  insights 
they  give  us,”  and,  later,  “Our  decision  in  this  case  is 
consistent  with  the  current  medical  ethos  in  this 
area.” 

Right  to  privacy  and  self-determination 

Both  courts  viewed  the  right  to  privacy  as  a con- 
stitutional right  broad  enough  to  encompass,  at  least 
under  some  circumstances,  the  right  of  a competent 
patient  to  refuse  life-sustaining  treatment.  The 
analysis  used  was  similar  to  that  employed  by  the 
United  States  Supreme  Court  in  the  1973  abortion 
decisions.  As  in  those  cases,  the  court  had  to  con- 
sider what  state  interests,  if  any,  might  outweigh  the 
individual’s  constitutional  rights.  The  Quinlan 
court  identified  two  such  interests:  the  preservation 
and  sanctity  of  human  life  and  the  integrity  of  med- 
ical decision  making.  As  to  the  first,  the  court  argued 
that  the  state’s  interest  contra  weakens,  and  the  in- 
dividual’s right  to  privacy  grows,  as  the  degree  of 
bodily  invasion  increases  and  the  prognosis  dims.” 
The  primary  emphasis  is  on  prognosis.  Six  years 
prior  to  this  opinion,  the  court  had  held  in  another 
case  that  it  was  constitutional  to  force  a 22-year-old 
Jehovah’s  Witness  who  had  been  severely  injured  in 
an  automobile  accident  to  have  blood  transfusions 
during  emergency  surgery  to  save  her  life.6  The 
court  distinguished  this  case  primarily  because  the 
“patient  was  apparently  salvable  to  long  life  and  vi- 
brant health”  as  compared  with  “the  instant  dia- 
metrically opposite  case”  ...  in  which  Karen  could 
“only  vegetate  a few  miserable  months  with  no  real- 
istic possibility  of  returning  to  any  semblance  of  a 
cognitive  or  sapient  life.” 

The  Saikewicz  court  also  found  it  necessary  to 
discuss  at  length  only  the  two  interests  dealt  with  by 
the  Quinlan  court.  Again,  it  is  the  emphasis  rather 
than  the  conclusions  that  are  different.  The  Saik- 
ewicz court  found  that  no  state  interest  in  the  con- 
tinuation of  life  can  overcome  the  constitutional  right 
“to  decline  medical  treatment  in  a situation  of  in- 
curable illness.”  Since  this  right  is  an  expression  of 
the  sanctity  of  self-determination,  “The  value  of  life 
as  so  perceived  is  lessened  not  by  a decision  to  refuse 
treatment  but  by  the  failure  to  allow  a competent 
human  being  the  right  of  choice.”  The  “right  to 
refuse  necessary  treatment  in  appropriate  circum- 
stances is  consistent  with  existing  medical  mores”; 
and,  even  if  it  were  not,  the  patient’s  constitutional 
rights  “are  superior.” 

It  is  worth  noting  that  both  courts  have  recognized 
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that  the  right  to  refuse  treatment,  even  life-sus- 
taining treatment  under  certain  circumstances,  is  a 
constitutional  right;  and  that  this  right  can  only  be 
interfered  with  if  the  state  can  demonstrate  a com- 
pelling interest.  Further,  the  primary  interest  the 
state  has  is  in  the  preservation  of  life,  but  this  interest 
diminishes  to  noncompelling  when  the  prognosis  is 
hopeless  ( Saikewicz ) or  where  there  is  no  reasonable 
possibility  of  the  patient’s  returning  to  a cognitive, 
sapient  state  (Quinlan).  These  are  extremely  im- 
portant statements  about  the  rights  of  competent 
patients,  statements  that  no  state  supreme  court  had 
made  prior  to  these  cases.  The  remainder  of  both 
decisions  dealt  with  the  subsidiary,  but  more  diffi- 
cult, question  of  how  the  right  to  refuse  can  be  exer- 
cised by  an  incompetent  patient. 

Incompetent  patient’s  exercise  of  right  to 
refuse 

The  two  courts  agree  that  the  right  to  refuse 
treatment  is  not  forfeited  by  the  incompetent  person. 
The  Quinlan  court  notes  that  the  right  is  a valuable 
one  which  “should  not  be  discarded  solely  on  the 
basis  that  her  condition  prevents  her  conscious  ex- 
ercise of  the  choice.”  The  Saikewicz  court  makes  the 
point  even  more  strongly,  arguing  that  the  right  ex- 
tends to  the  incompetent  as  well  as  the  competent 
person  “because  the  value  of  human  dignity  extends 
to  both.” 

Both  courts  permit  proxies  to  make  the  refusal  for 
the  incompetent  patient  on  the  basis  of  what  the 
proxy  believes  the  incompetent  patient  would  decide 
for  himself  if  he  could  make  the  decision,  that  is,  on 
the  basis  of  “substituted  judgment.”  In  the  Quinlan 
case  the  court  gives  the  power  to  “the  guardian  and 
family  of  Karen  to  render  their  best  judgment ...  as 
to  whether  she  would  exercise  [her  right  to  refuse 
treatment]  in  these  circumstances.”  But  the  court 
goes  further,  and  almost  seems  to  be  developing  a 
“best  interests”  test  when  it  notes  that  if  the  decision 
is  to  terminate  life-support  measures  “this  decision 
should  be  accepted  by  a society,  the  overwhelming 
majority  of  whose  members  would,  we  think,  in 
similar  circumstances,  exercise  such  a choice  in  the 
same  way  for  themselves  or  for  those  closest  to 
them.” 

The  test  in  Saikewicz  is  also  to  determine  what  the 
incompetent  patient  would  do  if  he  could  make  the 
decision  himself.  However,  unlike  Quinlan,  the 
Saikewicz  court  had  to  deal  with  evidence  that  “most 
people  elect  chemotherapy.”  Therefore,  the  court 
had  to  find  something  unique  about  Mr.  Saikewicz. 
One  possibility  is  the  fact  that  Mr.  Saikewicz  was 
severely  retarded.  The  court,  however,  rejected  this 
as  the  sole  rationale  on  the  basis  that  “quality  of  life” 
could  not  be  the  determining  factor.  Nonetheless, 
the  court  used  Mr.  Saikewicz’s  retardation  against 
him  indirectly  by  finding  that  when  coupled  with  the 
factors  that  do  not  influence  competent  persons — 
age,  probable  side-effects,  low  probability  of  remis- 


sion, and  certain  suffering — the  fact  that  Saikewicz 
would  be  unable  to  understand  and  cooperate  with 
the  treatment  was  sufficient  to  find  he  would  refuse 
it.  In  the  court’s  words: 

He  would  experience  fear  without  the  under- 
standing from  which  other  patients  draw  strength. 
The  inability  to  anticipate  and  prepare  for  the  severe 
side-effects  of  the  drugs  leaves  room  only  for  confusion 
and  disorientation.  The  possibility  that  such  a natu- 
rally uncooperative  patient  would  have  to  be  physical- 
ly restrained  to  allow  the  slow  intravenous  administra- 
tion of  drugs  could  only  compound  his  pain  and  fear,  as 
well  as  possibly  jeopardize  the  ability  of  his  body  to 
withstand  the  toxic  effects  of  the  drugs. 

One  commentator  has  distinguished  between  so- 
cial worth  or  “interpersonal  quality  of  life  decisions”; 
and  intrapersonal  quality  of  life  decisions — those 
based  not  on  how  valuable  an  individual’s  life  is 
compared  with  others,  but  on  how  valuable  it  is  to 
himself.  On  this  basis,  it  is  suggested  that  the  court 
decided  not  that  mentally  retarded  individuals  were 
less  worthy  of  legal  protection  than  the  nonretarded, 
but  rather  that  from  the  patient’s  own  perspective, 
the  treatment  was  not  worth  the  suffering  it  would 
cause  him.7 

It  should  be  noted  that  although  both  courts  adopt 
the  subjective  “substituted  judgment”  test  in  which 
the  guardian  or  court  is  asked  to  determine  what  the 
incompetent  patient  would  do  if  he  could  decide  for 
himself,  there  was  almost  no  basis  on  which  either 
could  determine  what  the  actual  desires  of  the  two 
incompetent  patients  involved  were.  Karen  had  not 
signed  a living  will,  and  had  only  discussed  her  sit- 
uation hypothetically  under  circumstances  that  the 
lower  court  judge  found  were  insufficient  to  justify 
calling  them  her  actual  wishes.  Mr.  Saikewicz,  with 
a mental  age  of  less  than  three  years,  never  was  per- 
sonally able  to  formulate  any  decisions  on  such  issues. 
Therefore,  although  the  doctrine  of  substituted 
judgment  makes  the  most  sense  from  the  viewpoint 
of  protecting  the  right  to  privacy  and  self-determi- 
nation of  the  incompetent  person,  in  the  two  cases 
under  discussion  use  of  the  more  objective  “best  in- 
terests” test,  in  which  the  decision  is  based  on  what 
the  guardian  or  court  believes  is  in  the  incompetent 
person’s  “best  interests,”  seems  more  appro- 
priate.8 

Immunity:  medical  vs.  societal  decisions 

Up  to  this  point  the  law,  if  not  the  facts,  of  the  two 
cases  is  identical  in  most  respects.  This  section  will 
attempt  to  demonstrate  that  it  was  the  particular 
facts  of  each  case  and  the  tests  adopted  to  decide 
them  that  prompted  the  seemingly  divergent  reso- 
lutions, and  that  the  courts  agree  with  each  other 
much  more  fundamentally  than  even  the  Saikewicz 
court  explicitly  acknowledges. 

It  will  be  recalled  that  the  Quinlan  court  viewed 
medical  prognosis  as  the  key  to  unfettered  exercise 
of  a right  to  refuse  treatment  in  Karen  Quinlan’s  case, 
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and  that  it  viewed  its  job  as  finding  a way  to  get 
physicians  to  do  the  “right”  thing  without  worrying 
about  self-protection.  Believing  that  their  solution 
to  this  self-imposed  problem  was  to  create  a quasi- 
administrative  agency  with  the  authority  to  grant 
civil  and  criminal  immunity  in  a narrow  range  of 
cases  decided  on  the  basis  of  medical  prognosis,  the 
court  adopted  the  “ethics  committee”  approach 
recommended  by  pediat  rician  Teel,9  as  a method  of 
taking  the  liability  burden  off  physicians  by  “dif- 
fusing the  responsibility  for  making  these  judg- 
ments.” It  also  rejected  any  requirement  of  routine 
court  proceedings  in  cases  like  that  of  Karen  Ann 
Quinlan  because  it  viewed  such  a requirement  as  a 
“gratuitous  encroachment  upon  the  medical  pro- 
fession’s field  of  competence”  and  as  “impossibly 
cumbersome.”  10 

On  the  surface  it  appears,  as  it  did  to  the  Saikewicz 
court,  that  the  Quinlan  court  was  engaged  in  a 
wholesale  delegation  of  judicial  authority  to  local,  ad 
hoc  administrative,  agencies  called  ethics  com- 
mittees. This  is  certainly  one  possible  interpreta- 
tion. It  is  more  reasonable,  however,  to  read  the 
decision  as  one  that  simply  told  physicians  that  when 
they  are  making  treatment  decisions  that  can  be 
made  on  the  basis  of  medical  criteria,  they  should  not 
be  worried  about  immunity.  If  they  are  worried, 
calling  in  a consultant,  here  termed  an  “ethics  com- 
mittee,” should  relieve  them  of  this  fear. 

Specifically,  the  Quinlan  court  permitted  the 
“ethics  committee”  to  grant  immunity  only  after 
Karen’s  guardian,  family,  and  attending  physicians 
concluded  that  there  was  “no  reasonable  possibility 
of  Karen’s  ever  emerging  from  her  present  comatose 
condition  to  a cognitive  sapient  state.”  The  ethics 
committee  then,  and  only  then,  could  be  consulted 
and  asked  to  concur  in  this  narrow  prognosis  deter- 
mination. It  must  be  emphasized  that  although  the 
term  “ethics  committee”  was  used  by  the  court,  a 
more  accurate  description  would  be  “prognosis 
committee,”  because  that  is  the  only  issue  on  which 
the  participants  would  be  asked  to  consult.  Further, 
since  nonmedical  professional  persons  have  no  ex- 
pertise on  this  issue,  the  opinion  would  make  more 
sense  if  it  simply  required  the  concurrence  of  one  or 
more  medical  experts  in  the  prognosis  determination 
outlined  by  the  court. 

Although  no  judicial  body  should  abdicate  its  re- 
sponsibility to  determine  ultimately  what  is  or  is  not 
legal,  the  Quinlan  decision  can  be  read  as  simply 
affirming  the  general  laws  of  malpractice  and  negli- 
gent homicide,  that  is,  if  the  physician’s  decision  is 
challenged  in  a civil  or  criminal  proceeding,  he  will 
be  judged  on  whether  or  not  his  or  her  conduct  was 
consistent  with  medical  custom  or  “accepted  medical 
practice,”  a determination  made  by  a judge  or  jury 
only  after  hearing  expert  testimony  from  other 
physicians  on  the  proper  standard  of  care.  Assuming 
that  such  experts  have  been  consulted  initially,  and 
have  agreed  in  writing  that  the  physician’s  proposed 
action  is  consistent  with  “accepted  medical  practice,” 


no  liability  is  likely  ever  to  result.  Therefore,  if  one 
accepts  the  premise  that  the  Quinlan  criteria  are 
fundamentally  a matter  of  medical  prognosis,  then 
the  court’s  “immunity  doctrine”  can  be  viewed  sim- 
ply as  a restatement  of  the  law  intended  to  encourage 
physicians  to  practice  their  profession  wit  hout  undue 
fear  of  lawsuits.  Interpreted  in  this  way  the  opinion 
is  reasonable,  and  future  opinions  need  only  redefine 
the  role  of  the  medical  consultant  or  committee  by 
removing  the  label  “ethics  committee”  and  replacing 
it  with  a phrase  like  “qualified  medical  specialist,” 
or  “prognosis  committee.” 

The  Quinlan  court  viewed  the  decision  concerning 
continued  artificial  ventilation  of  Karen  Quinlan  as 
one  that  could  be  based  on  medical  prognosis.  Since 
medical  prognosis  is  primarily  and  most  often  ex- 
clusively determined  by  physicians,  the  court  found 
no  reason  why  decisions  made  on  this  basis  should 
come  to  court.  To  prevent  additional  cases  of  this 
type  from  coming  to  court,  the  court  set  up  an  alter- 
native method  for  physicians  to  receive  “immunity,” 
if  they  felt  they  needed  it. 

It  was,  of  course,  the  Quinlan  court’s  establish- 
ment of  this  alternate,  nonjudicial  method  of  gaining 
immunity  that  so  disturbed  the  Saikewicz  court. 
One  must  recall,  however,  that  the  facts  of  these  two 
cases  differed  in  critical  respects.  The  Quinlan  court 
had  to  decide  whether  or  not  to  overrule  a lower  court 
decision  to  permit  attending  physicians  to  remove  a 
ventilator  from  a woman  who  was  still  alive;  the 
Saikewicz  court  was  faced  with  writing  an  opinion 
rationalizing  a prior  decision  it  had  made  against 
treatment  of  a mentally  retarded  cancer  victim  who, 
at  the  time  the  opinion  was  written,  had  been  dead 
for  more  than  one  year.  In  addition,  Mr.  Saikewicz 
did  not  meet  the  Quinlan  criteria,  in  that  he  was  both 
cognitive  and  sapient.  Accordingly,  a decision  in 
Saikewicz  could  not  be  based  on  the  Quinlan  prog- 
nosis criteria.  As  the  court  stressed  in  Saikewicz,  the 
decision  had  to  be  based  on  a determination  involving 
“substituted  judgment,”  a legal  rather  than  a medical 
standard. 

It  was  this  difference  in  decision  criteria  that  led 
the  Saikewicz  court  to  resoundingly  reject  the 
Quinlan  “ethics  committee”  approach.  Its  rejection 
was  based  on  the  premise  (which  I believe  was  mis- 
taken) that  the  Quinlan  court  had  permitted  the 
“ethics  committee”  to  make  legal  or  judicial  decisions 
rather  than  simply  to  act  as  a medical  consultant  on 
the  issue  of  prognosis.  Viewed  in  the  former  light, 
the  delegation  of  judicial  authority  can  be  seen  as 
both  unprecedented  and  dangerous  to  the  rights  of 
the  incompetent  person.  Since  this  is  how  the 
Saikewicz  court  did  view  the  matter,  it  condemned 
such  a mechanism,  noting  that  it  took  “a  dim  view  of 
any  attempt  to  shift  the  ultimate  decision-making 
authority  away  from  the  duly  established  courts  of 
proper  jurisdiction  to  any  committee,  panel,  or  group, 
ad  hoc  or  permanent.”  It  was  after  this  rejection  that 
the  court  commented  that  “judicial  resolution  of  the 
question  is  appropriate  and  cannot  be  constructed 
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as  a “gratuitous  encroachment’  on  the  domain  of 
medical  expertise.”  Then  followed  the  sentences 
many  physicians  have  interpreted  as  a slap  in  the 
face: 

[S]uch  questions  of  life  and  death  seem  to  us  to  re- 
quire the  process  of  detached  but  passionate  investiga- 
tion and  decision  that  forms  the  ideal  on  which  the  ju- 
dicial branch  of  government  was  created.  Achieving 
this  ideal  is  our  responsibility  and  that  of  the  lower 
court,  and  is  not  to  be  entrusted  to  any  other  group 
purporting  to  represent  the  “morality  and  conscience 
of  our  society,”  no  matter  how  highly  motivated  or  im- 
pressively constituted. 

The  court  takes  this  view,  it  seems  to  me,  because 
the  issue  in  Saikewicz  was  not  one  of  medical  prog- 
nosis— all  agreed  that  the  proposed  treatment  of- 
fered a reasonable  chance  of  a remission  of  a year  or 
more — but  a legal  question  of  “substituted  judg- 
ment” or  “best  interests.”  These  latter  questions 
have  always  been  matters  for  the  courts  and  are 
issues  on  which  physicians  have  no  expertise  at  all. 
As  to  the  “ultimate”  question  of  treatment  with  im- 
munity, the  Saikewicz  court  believed  that  only  a 
court  should  make  such  decisions  and  that  to  permit 
any  other  agency  to  make  them  is  improper  delega- 
tion of  judicial  authority. 

In  short,  as  previously  suggested,  the  decisions  can 
be  reconciled.  Quinlan  based  its  final  conclusion  on 
the  use  of  prognosis  criteria  that  are  medical.  Since 
the  court  believed  physicians  were  refusing  to  exer- 
cise their  best  medical  judgment  for  fear  of  civil  and 
criminal  liability,  it  set  up  an  informal  mechanism 
by  which  physicians  can  be  guaranteed  immunity 
before  the  fact  without  having  to  resort  to  the  courts. 
This  mechanism  was  seen  as  appropriate  both  be- 
cause it  is  relatively  speedy  and  because  the  only 
thing  that  would  happen  in  court  in  any  event  is  that 
medical  experts  would  be  asked  to  testify  about  the 
accuracy  of  the  prognosis.  The  court  believed  that 
such  determinations  are  best  left  in  the  hospitals,  and 
that  its  decision  will  accomplish  this  end. 

The  issue  in  the  Saikewicz  case,  on  the  other  hand, 
was  much  more  complex.  It  was  not  a question  of 
medical  prognosis,  but  of  whether  or  not  to  use  an 
accepted  medical  treatment  on  a mentally  retarded 
individual  whose  life  could  be  sustained  for  an  in- 
definite period  of  time.  The  court  determined  that 
such  a question  can  only  be  answered  on  the  basis  of 
“substituted  judgment,”  and,  since  this  is  a legal 
standard,  a court  hearing  is  required.  Further,  since 
the  issues  are  complex  and  the  decision  irrevocable, 
the  court  suggested  that  such  a hearing  should  be 
adversary  in  nature,  with  arguments  presented  to  the 
court  on  both  sides  of  the  issue.  Only  after  such  a 
hearing  could  the  legal  question  of  immunity  he  an- 
swered. 

Stated  another  way,  when  a patient’s  condition  is 
“hopeless,”  or  when  he  has  “no  reasonable  possibility 
of  returning  to  a cognitive,  sapient  state,”  the  state 


can  never  demonstrate  an  interest  compelling  enough 
to  deny  him  his  constitutional  right  to  refuse  treat- 
ment exercised  by  a legal  guardian.  There  is, 
therefore,  no  reason  to  require  the  legal  guardian  to 
seek  court  approval  before  exercising  the  incompe- 
tent person’s  right  to  refuse  treatment.  Also,  if  there 
is  a chance  to  return  to  normalcy,  and  the  case  is  an 
emergency,  treatment  can  be  started  immediately 
without  any  resort  to  the  court  because  of  the  state’s 
compelling  interest  in  the  preservation  of  life.  It  is 
the  cases  in  between  these  extremes  on  which  neither 
court  offers  much  guidance. 

To  conclude  that  the  opinions  can  be  reconciled  is 
not  to  say  that  one  can  always  predict  how  individual 
decisions  will  be  made.  For  example,  should  some- 
one bring  a case  like  that  of  Karen  Ann  Quinlan  to 
court  in  Massachusetts,  a probate  court  could  require 
continued  treatment  on  the  basis  that  her  condition 
is  not  “hopeless”  and  she  is  not  suffering.  Also,  had 
the  Joseph  Saikewicz  case  been  brought  in  New 
Jersey,  that  supreme  court  might  well  have  decided 
that  treatment  should  be  required  to  promote  the 
state’s  interest  in  life  because  he  could  be  maintained 
in  a cognitive,  sapient  state.  Thus,  the  focus  is  not 
(and  should  not  be)  on  whether  or  not  either  court 
made  the  “right”  decision,  but  on  whether  or  not  the 
procedures  and  criteria  applied  in  reaching  the  de- 
cisions make  sense  for  future  cases. 

The  Saikewicz  opinion  generated  so  much  dis- 
cussion and  misunderstanding  that  its  author,  Justice 
Paul  J.  Liacos,  felt  it  necessary  to  comment  publicly 
on  it  in  the  spring  of  1979.  In  a speech  to  concerned 
physicians  and  attorneys,  he  emphasized  that  the 
court  was  supporting  both  medical  judgment  and  the 
medical  profession,  and  was  merely  exercising  its 
obligation  to  protect  the  rights  of  incompetent  citi- 
zens. Judge  Liacos  underlined  the  point  that  “many 
of  the  questions  physicians  face  on  the  front  lines 
every  day  cannot  any  longer  be  viewed  solely  as 
medical  questions.”  11  Others7  have  suggested  that 
they  are  not  properly  “legal”  or  “social”  questions 
either,  but  should  be  considered  as  “moral”  ques- 
tions, although  this  analysis  simply  begs  the  question 
of  who  makes  moral  decisions  for  society. 

Comment 

Both  the  Quinlan  court  and  the  Saikewicz  court 
support  physicians  in  their  independent  exercise  of 
medical  judgment.  Each  court  supports  patients  in 
their  exercise  of  self-determination  in  refusing 
treatment  and  finds  that  incompetent  individuals 
have  this  right  as  well.  Under  the  facts  in  Quinlan, 
the  decision  as  to  whet  her  or  not  to  terminate  treat- 
ment could  be  based  on  medical  criteria  alone,  so  the 
court  devised  a mechanism  to  keep  such  decisions  out 
of  the  courts.  Under  the  facts  in  Saikewicz,  the 
medical  criteria  were  not  controlling,  and  so  a legal 
determination  had  to  he  made.  Both  courts  would 
agree,  I submit,  that  medical  decisions  should  be 
made  by  physicians  following  accepted  medical 
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practices,  and  that  legal  or  social  decisions  should  he 
made  by  courts. 

This  conclusion  is  necessary  not  because  judges 
and  lawyers  are  more  intelligent  than  physicians,  but 
because  judges  have  the  social  mandate  to  distill  the 
values  and  morals  of  society  on  which  most  of  these 
cases  must  ultimately  be  decided.12  In  the  words  of 
Justice  Benjamin  N.  Cardozo:13 

You  may  say  that  there  is  no  assurance  that  judges 
will  interpret  the  mores  of  their  day  more  wisely  and 
truly  than  other  men.  I am  not  disposed  to  deny  this, 
but  in  my  view  it  is  quite  beside  the  point.  The  point 
is  rather  that  this  power  of  interpretation  must  be 
lodged  somewhere,  and  the  custom  of  the  constitution 
has  lodged  it  in  the  judges.  If  they  are  to  fulfill  their 
function  as  judges,  it  could  hardly  be  lodged  elsewhere. 
Their  conclusions  must,  indeed,  be  subject  to  constant 
testing  and  retesting,  revision  and  readjustment;  but  if 
they  act  with  conscience  and  intelligence,  they  ought 
to  attain  in  their  conclusions  a fair  average  of  truth  and 
wisdom. 

Department  of  Socio-Medical  Sciences  and  Community 
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Suicide  rate  climbing 
among  teen-age  group 

Suicides  among  the  young  have  increased  in  the  past 
decade  at  a high  rate,  says  a report  in  the  June  1 Journal 
of  the  American  Medical  Association. 

Rate  for  the  15-to- 19-year-old  group  has  increased  124 
percent  since  1961,  and  suicide  has  moved  from  being  the 
fourth  ranking  cause  of  death  among  that  age  group  in  1969 
to  its  present  rank  of  third. 

Frank  E.  Crumley,  M.D.,  Dallas  child  psychiatrist,  re- 
ports on  his  experience  in  treating  40  adolescents  following 
suicide  attempts.  Dr.  Crumley  sought  to  find  out  why  the 
youngsters  sought  to  take  their  own  lives. 

The  typical  patient  was  described  as  a girl  drug  abuser 
with  major  depressive  disorder. 
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The  most  prominent  personality  characteristics  asso- 
ciated with  suicide  attempts  by  these  adolescents  were  a 
tendency  to  react  severely  to  a loss,  poorly  controlled  rage, 
and  impulsivity,  Dr.  Crumley  found. 

All  of  the  adolescents  were  psychiatrically  ill  before  the 
suicide  attempt,  he  says.  The  most  common  problems 
were  depression,  drug  abuse,  and  borderline  personality 
disorder.  Many  used  several  different  kinds  of  drugs,  in- 
cluding alcohol  and  marijuana. 

The  patients  ranged  in  age  from  12  to  19  years.  Eleven 
were  boys  and  29  were  girls.  All  except  three  were  of  av- 
erage or  above  intellectual  ability.  Forty  percent  had  made 
several  previous  suicide  attempts. 

“Suicide  attempts  by  adolescents  should  be  taken  seri- 
ously by  the  physician  and  necessitate  a thorough  search 
for  a possible  underlying  pathological  condition,”  Dr. 
Crumley  concludes. 
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Bottom  Line  in  Health  Care 


Better  health — not  dollars 
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The  debate  over  national  health  planning  and  the 
economics  of  health  care  should  not  divert  us  from 
the  central  question:  How  effective  is  the  health  care 
delivered  in  this  country? 

True,  the  alarming  spiral  of  medical  costs  is  a 
major  problem  in  its  own  right.  So  is  the  question 
of  how  to  allocate  these  costs  equitably  among  the 
citizenry.  But  to  concentrate  solely  on  how  to  pay 
for  medical  care,  without  considering  how  well  that 
care  meets  present  and  future  needs,  is  an  exercise 
in  futility. 

The  economic  issue  is  the  only  useful  level  pres- 
ently available  to  force  a critical  reexamination  of 
long-held  assumptions.  Health-care  professionals 
must  aggressively  review  the  entire  practice  of 
medicine;  the  review  must  be  comprehensive  and 
objective.  We  must  be  ready  to  swallow  bitter 
medical  and  scientific  truths  if  this  examination  is 
to  improve  the  efficiency  and  quality  of  our  health 
care. 

“You  can’t  buy  health” 

It  is  time  to  challenge  assumptions  that  have  too 
long  gone  unchallenged.  Hermann  M.  Biggs,  M.D., 
the  universally  respected  pioneer  of  public  health 
administration  in  New  York  State  and  the  nation, 
was  successful  in  propagating  the  slogan,  “Public 
health  is  purchasable;  within  natural  limitations,  any 
community  can  determine  its  own  death  rate.”  This 
concept,  on  which  much  thinking  is  based,  is  very 
much  open  to  question  today. 

People  have  become  more  sophisticated  about 
health  care  today  than  they  were  in  Dr.  Bigg’s  time. 
The  relationship  between  personal  behavior  and 
health  is  becoming  more  strongly  emphasized.  It  is 
dawning  on  more  and  more  people  that  you  cannot 
really  buy  health. 

Insurers,  appalled  at  skyrocketing  costs  and  wary 
of  national  health  insurance  schemes,  are  finally 
beginning  to  stress  health  maintenance  and  pre- 


ventive measures,  as  well  as  care  for  the  acutely  ill. 
And  well  they  might.  Inflation  has  led  many  em- 
ployers to  turn  to  self-insurance  in  an  effort  to  keep 
costs  down. 

In  New  York  City,  health  officials  made  a sur- 
prising discovery  after  3,875  Manhattan  hospital 
beds  were  eliminated  over  a three-year  period  ending 
in  January,  1979,  because  of  the  city’s  fiscal  problems. 
They  found  that  the  loss  of  the  beds  had  no  adverse 
effect  on  health  care. 

The  consolidation  and  retrenchment  that  have 
taken  place  in  New  York  City  hospitals  have  indeed 
raised  some  stimulating  questions  about  conven- 
tional medical  institutions.  If  cuts  in  services  and 
facilities  have  had  no  dire  effect  on  health,  the  effi- 
cacy of  the  services  and  facilities  is  called  into  ques- 
tion. 

It  may  be  embarrassing  to  admit  that  the  people 
of  Manhattan  are  better  off  without  those  3,875  beds. 
The  important  thing  is  to  find  out  why — and  how 
many  more  should  go. 

Crucial  misconceptions 

The  cost  of  American  medicine  will  soon  reach 
$200  billion  annually.  The  culprit  is  an  ever-growing 
public  demand  for  medical  services  fueled  by  two 
misconceptions.  One  is  that  a third  party — an  em- 
ployer, an  insurance  company,  Uncle  Sam — foots 
your  bill.  The  truth  is  that  the  consumer  always 
pays  for  it  through  higher  taxes,  higher  insurance 
premiums,  and,  often,  through  lower  wages. 

The  other  misconception  is  that  physicians  and 
hospitals  have  a great  deal  to  do  with  the  state  of 
people’s  health  in  this  country. 

It  is  true  that  there  has  been  a dramatic  improve- 
ment in  health  during  the  last  three  centuries,  a pe- 
riod in  which  there  has  been  a corresponding  growth 
in  medical  knowledge.  It  would  be  hasty,  however, 
to  assume  a cause-and-effect  relationship  between 
the  two. 

During  the  same  period,  environmental  factors 
affecting  health  also  have  been  transformed.  Im- 
provements in  nutrition,  hygiene,  and  food  supply 
in  relation  to  population  have  been  shown  to  be  the 
main  determinants  of  improved  mortality  rates. 

In  the  field  of  health  services,  the  overriding  pri- 
ority has  been  the  treatment  of  acute  illness,  because 
this  is  usually  the  area  of  greatest  immediate  urgency. 
Although  acute  care  will  always  be  in  demand,  some 
authorities  are  now  suggesting  that  a greater  em- 
phasis on  rehabilitation  and  prolonged  care  would 
make  for  a better-rounded  and  more  effective 
health-care  system.  As  a greater  proportion  of  our 
population  becomes  comprised  of  the  aged,  we  must 
learn  to  shift  our  objectives.  Rehabilitation  pro- 
grams can  he  especially  significant  to  this  group  of 
people. 

Lack  of  coordination 

No  aspect  of  health  care  should  be  immune  from 
scrutiny.  We  have  a huge,  unwieldy  system  char- 
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acterized  by  waste,  poor  planning,  overregulation, 
and  self-perpetuating  bureaucracies. 

The  greatest  weakness  of  the  largest  industry  in 
the  country — health  care— is  a frightful  lack  of 
coordination.  There  is  a mishmash  of  decision- 
making authority  on  all  levels,  public  and  private, 
from  inflexible  Federal  bureaucrats  to  local  com- 
munity activists. 

How,  for  example,  can  a local  hospital  board  plan 
intelligently  for  future  needs  when  it  has  no  effective 
control  over  revenues?  There  prevails  throughout 
the  system  a diffusion  of  authority  and  responsibility 
that  resembles  a “Catch  22”  situation  too  closely  to 
be  funny. 

To  operate  any  business  venture  successfully,  its 
managers  must  be  able  to  predict  how  much  income 
can  be  expected  from  various  sources.  Yet,  even  the 
largest  and  most  complex  hospitals  do  not  abide  by 
such  basic  rules.  Various  third  parties — Federal, 
state,  and  insurance  groups — set  rates.  Deficits  and 
expansion  programs  can  be  funded  through  philan- 
thropy. 

Quantity  versus  quality 

This  patchwork  financial  structure  results  in  a lack 
of  coordination,  planning,  and  control  of  our  medical 
system.  It  ignores  quality  of  care  delivered  and  often 
does  not  even  attempt  to  measure  the  value  of  its 
product — better  health.  Finally,  it  often  leads  to 
overbuilding  of  facilities,  creating  a senseless  “de- 
mand” for  patients  to  fill  them. 

Hospital  construction  codes  are  a classic  example 
of  stereotyped  thinking  and  bureaucratic  rigidity. 
For  example,  there  is  a standard  requirement  of  no 
more  than  two  beds  to  a room.  But  what  is  the  ra- 
tionale behind  this?  Was  it  set  by  competent  au- 
thorities who  can  testify  to  the  medical  value  of  two 
beds  against,  say,  three  or  four? 

Since  future  directions  of  delivery  of  health-care 
services  are  largely  unknown  at  this  time,  we  must 
ask  ourselves  why  we  are  building  hospitals  that  will 
last  for  hundreds  of  years.  Well-intentioned  con- 
struction codes  have  turned  into  expensive  monsters 
that  frequently  result  in  costs  in  excess  of  $75,000  per 
bed  to  build  a new  in-patient  facility;  these  codes 
bulge  with  unnecessary  requirements.  Adminis- 
trative and  legislative  regulations  that  require  com- 
plicated and  costly  efforts  must  be  dissected,  re- 
viewed, and  then  pared  down  to  reflect  real  needs. 

Consumer  unrest  over  medical  care  is  increasing, 
but  consumers  would  be  truly  alarmed  if  they  un- 
derstood the  anarchy  behind  basic  decision-making 
in  the  health-care  fields.  The  sole  criterion  of  deci- 
sion-making should  be:  What  promotes  better 

health?  Yet,  we  have  been  deficient  in  undertaking 
the  kind  of  exhaustive  inventory  and  accounting  that 
is  needed  to  determine  how  well  each  component  of 
the  system  measures  up. 

Taking  stock 

We  can  afford  to  postpone  this  inventory  no  longer. 
We  must  take  a hard  look  at: 


1.  The  fundamental  concept  of  hospital  care.  We 
build  huge  facilities  that  are  not  only  inefficient  hut 
also  may  become  white  elephants. 

2.  Alternatives  to  hospital  care,  including  educa- 
tional programs  to  involve  more  patients  in  their  own 
treatment.  If  hemophiliac  and  diabetic  patients  can 
be  taught  to  care  for  t hemselves,  so  can  patients  suffer- 
ing from  other  types  of  chronic  illness. 

3.  Providing  more  treatment  facilities  at  places  of 
work.  Insurance  companies  should  reexamine  the  as- 
sumptions and  requirements  that  have  helped  to 
create  the  overemphasis  on  hospitals. 

4.  Unnecessary  surgery..  A House  of  Representa- 
tives subcommittee  recently  estimated  that  unneces- 
sary surgery  cost  almost  $4  billion  and  10,000  lives  in 
1977.  Similarly,  we  need  to  look  carefully  at  overpre- 
scription of  drugs. 

5.  Medical  schools.  We  are  building  more  schools 
and  turning  out  more  physicians,  but  do  we  really  need 
them?  And  who  is  to  say  if  we  do  or  do  not? 

6.  The  nation’s  public  and  private  medical  re- 
search programs.  Are  research  programs  coordinat- 
ed? Which  ones,  if  any,  are  worth  the  money,  and 
which  ones,  if  any,  are  boondoggles?  These  are  some 
who  believe  that  major  breakthroughs  like  the  polio- 
myelitis vaccines  are  largely  behind  us.  Is  the  con- 
sumer being  misled? 

Basic  restructuring  needed 

There  can  be  no  question  but  that  biomedical  re- 
search has  made  important  contributions  to  health 
in  the  areas  of  hygiene,  immunization,  and  therapy. 
However,  more  emphasis  needs  to  be  placed  on  the 
conditions  that  create  disease  rather  than  in  dealing 
with  the  mechanism  of  disease  after  it  has  oc- 
curred. 

The  economic  crisis  in  medicine  is  a warning  signal 
that  fundamental  restructuring  is  needed.  National 
health  planning?  We  will  have  it  in  some  form,  but 
we  had  better  make  sure  it  is  well  conceived.  We  can 
not  afford  bad  planning  any  more  than  we  can  con- 
tinue to  afford  no  central  planning  at  all. 

Good  planning  requires  good  research.  Our  in- 
ventory must  produce  statistics  that  are  designed  to 
help  decision-makers  pilot  the  ship.  All  data  must 
be  weighed  against  one  criterion:  what  it  tells  us 
about  the  quality  of  health  care. 

According  to  the  American  Association  of  Retired 
Persons,  older  Americans  are  paying  more  in  real 
dollars  for  medical  care  today  than  they  were  prior 
to  enactment  of  Medicare  in  1965.  Yet  almost  25 
percent  of  all  Americans,  including  millions  of  older 
persons  in  rural  or  inner-city  areas,  do  not  have 
convenient  access  to  health-care  services. 

A Harris  poll  showed  that  70  percent  of  the  public 
would  welcome  health  advice  from  their  physicians. 
Yet,  only  16  percent  of  those  who  have  gone  on  a diet 
and  only  6 percent  of  those  who  have  stopped 
smoking  said  they  were  prompted  to  do  so  by  a phy- 
sician. 
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Can  more  live  at  home? 

Statistics  show  that  20  percent  of  live,  discharged 
patients  in  Manhattan  over  age  65  remained  in  the 
hospital  more  than  30  days.  The  comparable  na- 
tional figure  is  4 percent;  in  the  northeast  region  it  is 
7 percent.  Yet  according  to  reports  from  groups  such 
as  the  American  Public  Health  Association,  at  least 
10  to  25  percent  of  persons  in  institutions,  including 
hospitals  and  nursing  homes,  could  live  at  home  if 
appropriate  services  were  available. 

Hospital  costs  are  the  fastest  rising  component  of 
health  services,  now  accounting  for  40  percent  of  our 
total  spending  on  health.  As  part  of  a voluntary  ef- 
fort to  reduce  the  annual  increase  in  costs  from  16  to 
12  percent  in  two  years,  American  hospitals  reported 
that  expenditures  were  down  to  an  increase  of  12.7 
percent  in  only  the  first  five  months.  Yet,  the  in- 
dustry has  been  unwilling  to  raise  its  target. 

Costs  have  hogged  the  limelight  because  of  their 
precipitous  rise.  Let  us  hope  that  politicians  and 
industry  leaders  do  not  limit  their  horizons  to  the 
tangled  state  of  medical  economics.  The  bottom  line 
in  health  care  is  better  health — not  dollars.  Money 
spent  in  the  health-care  field  that  does  not  promote 
better  health  is  wasted  money.  By  the  same  token, 
if  the  quality  of  life  can  be  improved  by  spending 
more  money  on  a given  procedure  or  program,  then 
it  is  a waste  of  lives  not  to  spend  the  money. 

No  fundamental  review  is  easy — it  requires 
imagination  and  courage.  Yet  runaway  costs  have 


Misleading  response 

of  malignant  gastric  ulcers  to  cimetidine 

Four  patients  with  apparently  benign  gastric  ulcers  were 
treated  with  cimetidine.  The  ulcers  healed  and  symptoms 
disappeared,  but  recurred  when  the  drug  was  withdrawn. 
In  the  resected  stomachs  of  2 of  the  4 patients,  intramu- 
cosal  cancer  was  found.  In  no  case  had  malignancy  been 
detected  by  initial  serial  biopsies  or  brush  cytology.  Relief 
of  symptoms  of  malignant  gastric  ulcers  by  cimetidine  may 


already  created  a public  clamor  for  far-reaching  re- 
form. Our  medical  and  health-care  field  is  at  a 
crossroads.  By  supporting  the  rational  search  for 
fresh  perspectives  and  rigorous  standards  throughout 
the  field,  by  promoting  health  maintenance  and 
teaching  patients  to  look  after  themselves,  by  sup- 
porting efforts  to  make  the  system  accountable  in 
terms  of  health  care  as  well  as  dollars,  physicians  can 
provide  the  impetus  needed  to  create  an  efficient, 
noninflationary  health-care  system  based  on  the 
noblest  traditions  and  ideals  of  the  medical  and  other 
health-care  professions. 


Summary 

The  sole  criterion  of  decision-making  in  the  health- 
care field  should  be:  what  promotes  better  health? 
Yet,  we  have  been  deficient  in  undertaking  the  kind 
of  exhaustive  inventory  and  accounting  that  is 
needed  to  measure  our  system  in  this  light.  The 
author,  an  executive  in  the  health  insurance  and 
health-care  fields,  believes  that  the  debate  over  the 
economics  of  health  care  can  help  bring  about  this 
critically  needed  reexamination.  Fundamental 
questions  must  be  asked  on  all  aspects  of  the  system, 
and  hard,  objective  decisions  must  be  made  on  the 
basis  of  solid,  thorough  data. 

Group  Health,  Inc. 

326  West  42nd  Street 
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delay  diagnosis  and  appropriate  treatment.  The  authors 
point  out  that  early  intramucosal  carcinoma  of  the  stomach 
and  gastric  ulcer  may  have  similar  presenting  features. 
The  benign  appearance  of  an  ulcer  at  endoscopy  may  be 
misleading.  Moreover,  multiple  biopsies  and  cytologic 
brushings  from  an  early  intramucosal  carcinoma  may  not 
yield  malignant  tissue,  even  when  both  technics  are  used 
at  each  endoscopy.  These  2 patients  had  symptoms  one 
to  five  years,  but  whether  they  were  caused  by  ulcers  that 
were  malignant  from  the  start  is  impossible  to  say.  Taylor, 
R.,  et.  al.:  Lancet  1:  686  (Apr.  1)  1978. 
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A Case  for  Diagnosis 

Examination  a bit  incomplete 


BENJAMIN  D.  ERGER,  M.D. 

Sun  City,  Arizona 


We  were  en  route  to  Benares,  India,  on  leave,  Per- 
kins and  I,  and  it  was  with  eagerness  that  we  antici- 
pated the  visit  to  what  we  knew  to  be  a holy  city,  a 
deified  municipality.  Perkins  had  been,  in  former 
days,  a surgeon  in  pre-Finley  Oakland.  When  we 
descended  from  the  spacious  train  at  the  Benares 
depot  we  were  startled  at  first  and  then  completely 
astounded  by  being  accosted  by  a shorts-clad,  sun- 
helmeted,  bow-legged,  portly  Indian  who  greeted  us 
by  name  and  announced  that  he  was  our  guide.  We 
had  made  no  such  arrangements,  nor  did  we  subse- 
quently discover  who  had  engaged  him,  but  since 
“our  guide”  had  already  taken  possession  of  our 
valpacks  we  had  no  choice  but  to  follow  in  his  wake 
to  the  gharry  he  had  waiting  for  us,  and  we  rode  in 
style  to  Clark’s  Hotel. 

Background 

Our  guide,  his  card  was  elegantly  inscribed  Mr. 
Abdul  Salem  Monser,  carried  our  luggage  up  one 
flight  of  stairs  and  into  a huge  front  room  where  we 
found  two  full-sized  beds,  a few  chairs,  and  several 
other  articles  of  furniture  for  which  we  would  have 
no  use.  The  bathroom  was  amply  supplied  with 
towels.  The  toilet  was  of  the  pull-chain  variety,  and 
there  was  also  the  inevitable  bidet  which  Perkins 
pretended  was  a hobby  horse.  We  had  a DDT  (di- 
chlorodiphenvltrichloroethane)  bomb  with  which  we 
sprayed  the  room  thoroughly  and,  almost  certainly, 
unnecessarily,  but  we  did  so  because  the  supply  ser- 
geant at  the  142nd  General  Hospital  in  Calcutta  had 
insisted  that  we  take  the  bomb  and  assured  us  that 
without  it  we'd  be  risking  our  lives.  Abdul  looked  on 
glumly  but  made  no  comment.  Then,  in  fatherly 
fashion,  he  urged  us  to  rest  saying  that  he  would  re- 
turn later  that  evening. 

We  showered  and  changed  our  sweat-  and  travel- 
stained  uniforms  for  fresh  khaki  trousers  and  shirts 
and  found  our  way  to  the  dining  room,  for  it  was  very 
nearly  dinner  time.  The  dining  room,  on  the 
street-level  floor,  had,  if  I recall  correctly,  no  glass 
panes  in  the  windows,  a circumstance  not  at  all  un- 
usual in  torrid,  sultry  India.  What  I do  recall,  and 
very  correctly,  is  that  sparrows  by  the  score  flew  in 


through  the  windows  and  joined  us  at  dinner  and  at 
every  meal  thereafter  during  our  stay  at  the  hotel. 
They  would  perch  on  the  rim  of  the  sugar  bowl  and 
dip  into  the  sugar.  They  would  pick  crumbs  from 
the  table  and  were  bold  enough  to  attempt  to  share 
a roll,  or  a slice  of  bread,  and  even  the  contents  of  the 
plate  that  had  just  been  set  before  us.  At  the  wave 
of  a hand  and  a threatening  “shoo”  they  would  hover 
a foot  or  so  away  and  immediately  rejoin  us.  We,  as 
well  as  the  other  guests,  soon  became  accustomed  to 
these  avian  messmates  and  made  no  further  efforts 
to  discourage  them.  Such  efforts  were  bound  to  be 
futile  anyway. 

Abdul  came  to  fetch  us  early  each  morning.  He 
was  indefatigable  and  invaluable.  We  no  longer 
wondered  how  he  became  our  guide  nor  what  his  fee 
might  be.  Each  day  he  dictated  what  we  should  do 
and  where  we  should  go,  and  we  were  awed  by  the 
confident  manner  with  which  he  took  for  granted  our 
acquiescence  to  his  every  suggestion.  I must  confess 
that  he  showed  us,  with  voluble  and  appropriate  ex- 
planation, much  that  we’d  not  have  seen  nor  under- 
stood had  we  been  on  our  own.  He  was  an  inex- 
haustible fount  of  information  and,  although  his 
English  was  quaint,  his  answers  were  quick,  ready, 
and  satisfactory  whether  we  asked  for  information 
about  Islam,  Hinduism,  Bhuddism,  or  Indian  history. 
Our  sturdy,  stolid,  unsmiling  cicerone  was  never  at 
a loss  for  a prompt  and  plausible  answer. 

Religious  taboos 

On  the  fourth,  or  perhaps  the  fifth,  morning  Abdul 
engaged  a boat  and  two  oarsmen  to  take  us  up  the 
Ganges  to  the  sumptuous  castle  and  estate  of  the 
Maharajah  of  Benares.  Each  oarsman  was  to  receive 
for  the  day’s  work,  and  the  use  of  the  boat,  the 
princely  sum  of  50  cents.  Perkins  and  I rested 
against  the  cushions  while  Abdul  spoke  nonstop 
about  the  surrounding  country,  the  crocodile-in- 
fested Ganges,  the  consignment  to  its  sacred  water 
of  dead  Hindus  whose  families  were  too  poor  to 
purchase  pyre  wood  for  their  deceased,  the  tossing 
into  the  river  of  the  statues  of  Hindu  gods  when  they 
were  to  be  replaced  by  newrer  or  better  carvings  of  the 
idols,  and  so  forth.  He  had  an  ill-concealed  con- 
tempt for  such  Hindu  practices  but  he  did  manage 
to  convey  a verisimilitude  of  neutrality,  or  indiffer- 
ence. 

Suddenly,  without  a change  of  tone,  as  though  the 
thought  had  just  occurred  to  him,  he  demanded, 
“You  are  doctors!  No?”  and  apparently  to  justify  his 
suspicion  he  placed  a pudgy  forefinger  on  the  cadu- 
ceus  adorning  my  shirt  collar.  We  admitted  our  in- 
volvement in  medicine.  His  sister  had  been  ill  a long, 
long  time.  Would  we  be  so  gracious  as  to  deign  to 
examine  her  and  perhaps  offer  some  advice?  How 
could  we  decline,  or  refuse?  Certainly,  we’d  be 
honored.  He  had,  he  explained,  first  to  procure 
permission  from  his  brother-in-law,  a very  strict  and 
straight-laced  Moslem.  But  after  all  it  was  his  sister, 
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and  his  gratitude,  should  we  examine  her,  would  be 
infinite.  That  evening,  at  bedtime,  Perkins  won- 
dered aloud,  “What  the  hell  are  we  getting  ourselves 
into?” 

The  following  morning  was  not  for  sight-seeing. 
Abdul  escorted  us  to  his  sister’s  home.  We  ap- 
proached a whitewashed,  concrete  cube  of  a building 
and  ascended  stone  steps  to  the  upper  storey.  We 
entered  an  unfurnished  square  room  and  were 
greeted  by  an  ancient  gentleman  with  yellow,  wrin- 
kled skin,  yellow  teeth,  and  an  unpleasant,  forced 
smile.  He  wore  a shiny  black  alpaca  caftan  and  a 
jinnah  cap.  He  held  his  hands  before  his  breast,  five 
fingertips  pressed  against  five  fingertips.  “Gentle- 
men,” he  began,  “welcome  to  my  humble  home.  I am 
a retired  schoolmaster.  This  man  (here  he  indicated 
Abdul)  fears  neither  man  nor  beast  nor  god;  he  is  a 
Pathan.”  His  speech  was  too  unctuous  to  be  spon- 
taneous, and  I had  the  feeling  that  he  had  prepared 
and  memorized  it  for  the  occasion.  I made  a mental 
note,  by  the  way,  to  look  up  Pathan.  “We  look  for- 
ward,” he  resumed,  “to  your  glorious  country  which 
has  always  aided  the  depressed  and  the  exploited,  to 
help  us  achieve  our  independence  from  India  so  that 
we  may  be  the  free,  democratic  country  of  Pakistan 
where  no  one  will  hunger  or  know  want,  and  where 
all  will  be  free  to  live  in  equality  and  amity,  one  with 
the  other,  in  eternal  brotherhood.  Your  sainted 
President  Roosevelt  (F.D.R.  was  already  in  his  grave 
but  our  host  seemed  not  to  know  of  it)  can  be  de- 
pended upon  to  uphold  the  righteous.  Would  you 
like  to  examine  my  wife?” 

His  English  was  impeccable,  if  heavily  accented, 
but  his  question  seemed  incongruous,  and  came 
unexpectedly  and  abruptly,  like  a bolt.  I stalled  for 
time,  “May  I wash  my  hands?”  A handclap  and  a 
few  words  spoken  in  Urdu  brought  a teenage  lad  with 
a basin  and  a pitcher  of  water.  He  beckoned  me  to 
a corner  and  poured  some  water  over  my  hands  into 
the  basin.  He  emptied  the  basin  on  the  stone  floor 
at  an  inch  wide  hole  where  the  wall  and  floor  met  and 
through  which  it  flowed  to  the  outside  of  the  building 
and  down  to  the  earth.  He  then  presented  me  with 
a small  white  napkin. 

Our  retired  schoolmaster  again  took  up  his  mon- 
ologue. “I  shall  give  you  the  history  of  my  wife’s 
illness  and  then  we  shall  enter  her  bedchamber.”  It 
seemed  to  me  from  a recital  of  the  symptoms  that  he 
was  describing  a case  of  hyperthyroidism.  Without 
waiting  for  comment  or  question  he  ushered  us  into 
the  bedroom.  There  were  two  chairs  and  a divan.  It 
was  rather  a cot  bed,  not  a sofa,  without  either  a 
headboard  or  a tailboard,  and  it  was  placed  close  to 
a wall.  On  the  cot  was  a shapeless  mass  completely 


concealed  under  a couch  cover,  the  sort  made  of 
cheap,  flimsy  cotton  material  in  imitation  of  tapestry. 
He  addressed  a few  words  to  the  lump  on  the  bed. 
Slowly  a hand  and  wrist  emerged  from  under  the 
cover.  All  we  were  to  see  of  that  lady  was  the  plump 
little  hand  and  dimpled  wrist.  I thought  I heard 
Perkins  murmur  the  word  “pituitary”  but  before  I 
could  say  anything,  the  schoolmaster,  with  his  toothy, 
mirthless  smile  and  finger  tips  again  opposed  one 
against  the  other,  advised  in  a loud  voice,  “Gentle- 
men, you  may  examine  my  wife,”  and  he  disengaged 
his  hands  long  enough  to  point  to  the  one  exposed 
hand.  We  were  aghast.  I was  nearest  the  thing  on 
the  bed  and  did  the  only  thing  possible.  I curled  my 
fingers  about  the  wrist  and  felt  for  the  radial  pulse. 
After  a decent  interval  I released  the  hand. 

That  was  the  complete  physical  examination  and 
what  the  brother  or  husband  expected  of  us  remained 
deeply  problematic.  I sought  desperately  for 
something  I might  say  that  might  at  least  sound 
plausible  or  intelligent  when,  to  my  dismay,  I heard 
the  schoolmaster  ask,  with  eagerness  and  enthusiasm, 
“Doctor,  what  is  her  blood  pressure?”  I explained 
that  I had  merely  counted  the  pulse  rate  and  that  it 
was  about  90  per  minute.  He  either  ignored  or  did 
not  hear  my  answer  for  he  did  not  stop  speaking  and 
was  asking  if  we  would  like  to  see  the  medication  that 
her  physician  had  prescribed.  That  received  a hasty 
“yes,  of  course,  if  you  please;”  anything  to  avoid,  or 
defer,  having  to  make  a diagnosis  or  express  an 
opinion.  He  dug  into  a capacious  pocket  of  his  caftan 
and  drew  forth  a four  ounce  bottle  which  he  handed 
to  me.  It  was  Parke-Davis’s  B Complex,  in  the 
original  bottle.  I pretended  to  study  the  label;  what 
to  do;  what  to  say?  Perkins,  bless  his  soul,  came  to 
the  rescue.  In  a clear,  loud  voice,  emphasizing  each 
word,  he  said  slowly,  “That  is  exactly  what  I’d  have 
prescribed.  There  is  nothing  better  for  your  wife.” 
Thus  ended  the  episode  and  we  were  happy  to  leave 
after  being  deluged  with  lavish  protestations  of 
thanks. 

Conclusion 

I wondered  then  how  a physician  could  function 
honestly  in  a strict  Moslem  society  if  he  had  female 
patients.  After  a lapse  of  more  than  35  years  I still 
wonder  at  the  stupidity  of  a schoolmaster,  no  less, 
who  failed  to  perceive  how  ridiculous  this  perfor- 
mance was.  I wonder  how  many  women  die  need- 
lessly each  year  because  of  the  religious  taboo  called 
purdah. 
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The  violin 
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I was  first  introduced  to  the  art  of  violin  making  in 
1962  by  Mr.  Erwin  Hertel  who  then  had  a studio  in 
New  Hyde  Park,  New  York.  In  effect,  I had  an  ap- 
prenticeship with  Mr.  Hertel,  and  when  he  opened 
his  studio  in  the  Carnegie  Building,  workbench  space 
was  set  aside  for  me,  and  I spent  most  of  my  free 
Saturdays  at  the  bench  under  the  critical  and 
watchful  eye  of  the  master.  To  date  I have  com- 
pleted eight  instruments:  four  violins,  two  violas, 
and  two  cellos.  A viola  is  at  present  partially  com- 
pleted on  the  workbench  at  home. 

Italian  instruments 

The  modern  form  of  the  violin  and  other  related 
members  of  the  string  family  emerged  about  350 
years  ago.  The  art  of  violin  making  flowered  and  was 
brought  to  perfect  ion  in  the  Italian  workshops  of  the 
latter  seventeenth  and  early  eighteenth  centuries, 
and  has  left  us  with  the  names  of  Stradivari,  Guar- 
neri,  and  Amati.  These  represent  individual  makers 
and  dynasties  which  produced  distinctive  instrument 
models  which  are  among  the  most  sought-after  prizes 
of  the  performing  artist. 

What  is  or  are  the  secrets  of  the  old  Italian  in- 
struments? Is  it  the  pattern  and  the  measurements, 
the  arching,  and  the  graduation?  Is  it  the  wood  it- 
self? Is  it  age?  Is  it  the  exquisite  varnish  over  which 
so  many  wax  rhapsodic?  Or  is  it  a combination  of  all 
these?  Many,  excellent  modern  craftsmen  have 
duplicated  these  instruments  down  to  the  tenth  of 
a millimeter  without  reproducing  the  tonal  quality. 
The  varnish  has  been  analyzed  in  many  ways  in- 
cluding chemical  analysis,  and  each  maker  has  his 
own  secret  formula,  supposedly  derived  from  Stra- 
divari himself.  Modern  technology  of  acoustic  and 
electronic  engineering  has  been  applied  to  the  anal- 
ysis of  this  problem,  all  to  no  avail.  The  sound  of  the 
old  Italian  violin  remains  an  unreproducible  enig- 
ma. 


Violin  making 

Some  dozen  different  woods  are  traditionally  used 
to  make  a violin.  The  front,  or  belly,  is  the  sounding 
hoard,  and,  as  in  the  piano,  is  made  of  straight- 
grained spruce  cut  on  the  quarter.  The  back  and 
sides  are  usually  made  of  maple,  usually  with  a 
characteristic  “flame,”  hence  the  term  “fiddle  back.” 
This  is  not  to  be  confused  with  the  grain  of  the  wood, 
which  is  at  right  angles  to  the  flame.  The  sides  are 
thin  strips  of  maple,  a little  more  than  one  millimeter 
thick,  and  bent  to  shape  over  a hot  iron  form.  The 
details  of  the  shape  and  of  the  arching  of  front  and 
back  vary  slightly  with  the  model  and  maker.  Both 
front  and  back  are  scooped  out  to  yield  thin  plates  of 
wood  which  can  vibrate  freely  in  response  to  the 
movement  of  the  bow  on  the  strings. 

The  three  pencil-thin  lines  that  are  seen  around 
the  edge  of  the  front  and  back  are  decorative  rem- 
nants of  sometimes  elaborate  inlay  work  that  adorns 
some  of  the  old  instruments.  This  is  the  purfling,  an 
inlay  made  up  of  three  thin  pieces  of  wood,  the  outer 
two  stained  black  and  the  center  one  white.  The 
former  are  strips  of  pear  wood  stained  black,  and  the 
center  piece  is  soft  white  poplar.  The  fingerboard 
is  made  of  ebony,  while  the  tail  piece,  the  pegs,  and 
the  chin  rest  may  be  made  of  ebony,  rosewood,  or 
occasionally  boxwood.  Straight-grained  willow  was 
used  by  Stradivari  in  the  interior  construction  of  the 
sound  box  for  the  posts,  to  which  the  sides  and  neck 
are  anchored.  Other  makers  often  used  spruce  for 
the  same  purpose.  Thus,  a variety  of  woods  are  used, 
each  selected  for  a specific  characteristic  that 
uniquely  qualifies  it. 

Signatures 

The  two  most  characteristic  signatures  of  the 
maker  are  the  scroll  and  the  F-holes.  Although  the 
head  of  the  early  instrument  was  carved  in  various 
ways,  the  standard  scroll  has  become  customary  since 
the  days  of  the  early  Italian  violin  makers.  This  is 
hand  carved  and  cannot  be  exactly  duplicated  by 
machine.  The  F-holes  are  cut  by  hand  with  a thin, 
stiletto-shaped  knife,  and  when  examined  closely,  the 
slight  but  definite  variations  from  maker  to  maker 
and  indeed  from  right  to  left  F-holes  may  be  recog- 
nized. 

Varnish 

The  finish  or  “varnish”  of  the  instrument  is  a 
monumental  subject  to  which  libraries  have  been 
dedicated.  Whether  to  use  an  oil  finish  or  a spirit 
varnish  has  been  a raging  controversy  for  a long  time. 
I have  used  a spirit  varnish  which  includes  shellac  as 
its  base.  Each  maker  prepares  his  varnish  from  the 
raw  ingredients  following  his  own  formula.  The 
pigments  used  are  the  same  as  those  used  centuries 
ago  and  include  many  botanicals;  no  aniline  dyes  are 
used,  as  no  one  can  be  sure  that  they  will  stand  the 
test  of  time.  The  varnish  is  perfumed,  for  oil  of 
lavender  is  added  as  one  of  the  drying  oils. 
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FIGURE  1.  Violin  completed  by  Stanley  Gross,  M.D.,  in  1969. 
Copy  of  Stradivari;  same  instrument  as  that  pictured  on 
cover. 


After  the  wood  pores  are  filled  with  a special  for- 
mula, the  finish  is  applied  and  allowed  to  dry  be- 
tween coats.  The  surface  is  finely  sandpapered  be- 
tween coats,  and  from  15  to  20  coats  are  applied, 
depending  on  the  depth  of  color  desired.  After  the 
final  drying  the  surface  is  smoothed  with  fine  abra- 
sives and  then  polished  by  French  polishing.  This 


finish,  however,  still  continues  to  dry  slowly  for  some 
months. 

Completion 

When  the  instrument  is  complete,  but  before  it  is 
strung  up,  a narrow  post  of  spruce  is  inserted  through 
the  F-hole  on  the  E-string  side.  This  post  fits  the 
height  of  the  interior  of  the  box  exactly,  just  under 
and  behind  the  right  foot  of  the  bridge.  It  is  held 
snugly  in  place  and  tits  exactly  the  inside  curves  of 
the  front  and  back.  When  the  instrument  is  strung 
up  the  post  is  held  much  more  solidly  in  place.  This 
sound  post,  or  as  the  French  call  it,  the  “soul  of  the 
violin,”  serves  to  transmit  the  vibrations  from  the 
bridge  through  the  front  to  the  back  of  the  instru- 
ment. This  also  supports  the  great  pressures  exerted 
on  the  front  plate  by  the  A-  and  E-strings.  There  is 
a heavy  ridge  of  spruce  called  the  “base  bar”  which 
is  fitted  and  glued  to  the  inner  surface  of  the  front 
beneath  the  left  foot  of  the  bridge,  and  this  serves  as 
support  under  the  I)-  and  G-strings. 

This  is  the  violin- (Fig.  1).  The  dumb  wood  has 
been  transformed  into  a thing  of  beauty,  which  sings 
when  its  strings  and  very  soul  are  set  in  vibration! 
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FIGURE  2.  Violin,  copy  of  Stradivari  of  1716,  completed  by 
Werner  Vogel,  M.D. 

Vogel  instruments 


WERNER  VOGEL,  M.D. 

Hamburg,  Germany 

Clinical  Assistant  Professor,  Cardiology,  Department  of 
Medicine,  University  of  the  Saarland  Medical  School 


The  violin  is  a copy  of  a Stradivari  of  1716.  It  was 
built  in  1967  with  the  aid  of  drawings  found  in  a book 
on  old  violins  and  instructions  provided  by  a stan- 
dard book,  Die  Kunst  des  Geigenbaues  by  F.  Winkel. 
The  wood  used  was  from  a cupboard  over  100  years 
old  (Fig.  2). 

The  clavichord  was  copied  from  an  instrument 
built  by  Christian  Gottlob  Hubert,  Royal  Instrument 
Builder  in  Ansbach,  Germany,  in  1784.  It  is  a so- 


FIGURE  3.  Clavichord,  copied  from  instrument  built  by 
Christian  Gottlob  Hubert,  built  by  Werner  Vogel,  M.D. 


called  “bound  clavichord,”  in  which  several  keys  use 
one  and  the  same  string,  reminiscent  of  its  ancestor, 
the  monochord  of  ancient  Greece. 

Dr.  Vogel  saw  the  original  of  this  instrument  in  a 
museum  of  musical  instruments  (Stiftung  Preuss- 
ischer  Kulturbesitz)  in  Berlin. 

The  director  of  the  museum  permitted  him  to 
make  the  necessary  measurements.  An  organ 
builder,  in  charge  of  the  museum’s  instruments,  gave 
him  some  tips  about  the  type  of  wood  to  be  used,  the 
strings  required,  and  so  on;  but  no  instructions  of  the 
kind  nowadays  offered  in  print  were  available  for  this 
task. 

The  clavichord  was  built  in  six  months  while  Dr. 
Vogel  was  working  on  his  thesis  for  the  M.D.  Its 
sound  is  becoming  more  beautiful  as  the  wood  further 
matures,  and  it  is  in  almost  daily  use  (Fig.  3). 

For  his  research  projects,  Dr.  Vogel  also  designs 
and  makes  miniaturized  instruments  suitable  for  use 
with  small  laboratory  mammals. 
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Obituaries 


Harold  Henry  Aaron,  M.D.,  of  New  York  City,  died  on 
December  13  at  the  age  of  72.  Dr.  Aaron  graduated  in  1933 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  an  attending 
pediatrician  at  Harlem  Hospital  Center  and  at  Jewish 
Memorial  Hospital.  Dr.  Aaron  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Aquilina,  M.D.,  of  Kingston,  died  on  January  1 
at  the  age  of  57.  Dr.  Aquilina  received  his  medical  degree 
from  the  Faculty  of  Medicine,  Paris,  France,  in  1949.  He 
was  a neurosurgeon  at  The  Kingston  and  Benedictine 
Hospitals  and  a consulting  neurosurgeon  at  Ellenville 
Community  Hospital,  Memorial  Hospital  of  Greene 
County,  and  Community  General  Hospital  of  Sullivan 
County.  Dr.  Aquilina  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Ulster  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Beckenstein,  M.D.,  of  Cedarhurst,  died  on  De- 
cember 26  at  the  age  of  85.  Dr.  Beckenstein  graduated  in 
1917  from  Long  Island  College  Hospital.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  Bergman,  M.D.,  of  Great  Neck  and  Searington, 
died  on  January  24  at  the  age  of  55.  Dr.  Bergman  received 
his  medical  degree  from  the  L^niversity  of  Geneva  in  1953. 
He  was  an  attending  physician  in  general  practice  at 
Manhasset  Medical  Center  Hospital.  Dr.  Bergman  was 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Edwin  Boros,  M.D.,  of  Great  Neck,  died  on  January  31, 
1979,  at  the  age  of  81.  Dr.  Boros  graduated  in  1920  from 
Long  Island  College  Hospital.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  F.  Cavaliere,  M.D.,  of  Brooklyn,  died  on  De- 
cember 8 at  the  age  of  71.  Dr.  Cavaliere  graduated  in  1934 
from  Georgetown  University  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Philip  Chais,  M.D.,  of  Brooklyn,  died  on  December 
15  at  the  age  of  72.  Dr.  Chais  graduated  in  1934  from  St. 
Andrews  University,  Dundee,  Scotland.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Owen  James  Cheevers,  M.I).,  of  The  Bronx,  died  on 
December  16  at  the  age  of  68.  Dr.  Cheevers  graduated  in 
1937  from  Long  Island  College  of  Medicine.  He  was  an 
attending  surgeon  at  St.  Clare’s  Hospital  and  Health 
Center.  Dr.  Cheevers  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Society  of 
Tropical  Medicine  and  Hygiene,  the  American  Geriatrics 
Society,  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

E.  Yale  Clarke,  M.D.,  of  Glens  Falls,  died  on  November 
29  at  the  age  of  65.  Dr.  Clarke  graduated  in  1938  from 
Albany  Medical  College.  He  was  a consultant  in  medicine 
at  Glens  Falls  Hospital.  Dr.  Clarke  was  a member  of  the 
Association  of  Life  Insurance  Medical  Directors  of  Amer- 
ica, the  Glens  Falls  Academy  of  Medicine,  the  Warren 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Gerald  T.  Connelly,  M.D.,  of  Elmira,  died  on  October  22, 
1978,  at  the  age  of  71.  Dr.  Connelly  graduated  in  1931  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  surgeon  at  St.  Joseph’s  Hospital.  Dr.  Connelly 
was  a member  of  the  Chemung  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joel  Dasch,  M.D.,  of  Brooklyn,  died  on  December  15  at 
the  age  of  69.  Dr.  Dasch  received  his  medical  degree  from 
the  University  of  Freiburg  in  1936.  He  was  a member  of 
the  American  Occupational  Medicine  Association,  the 
American  Academy  of  Family  Physicians,  the  American 
Geriatrics  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Aurelio  Alfred  de  Yoanna,  M.D.,  of  Brooklyn,  died  on 
October  22  at  the  age  of  60.  Dr.  de  Yoanna  received  his 
medical  degree  from  the  University  of  Bologna  in  1952.  He 
was  an  assistant  ophthalmologist  at  Brooklyn  Eye  and  Ear 
Hospital.  Dr.  de  Yoanna  was  a member  of  the  American 
Geriatrics  Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herbert  Rocco  Diaso,  M.D.,  of  Syracuse,  died  on  January 
1 at  the  age  of  72.  Dr.  Diaso  graduated  in  1934  from  the 
University  of  Syracuse  College  of  Medicine.  He  was  an 
assistant  physician  at  the  State  University  of  New  York 
Upstate  Medical  Center  and  a senior  attending  physician 
in  medicine  at  Crouse-Irving  Memorial  Hospital.  Dr. 
Diaso  was  a member  of  the  American  Thoracic  Society,  the 
Syracuse  Academy  of  Medicine,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


April,  1980/New  York  State  Journal  of  Medicine  831 


Walter  M.  Dresel,  M.D.,  of  Marathon,  died  on  November 
20  at  the  age  of  87.  Dr.  Dresel  received  his  medical  degree 
from  the  University  of  Berlin  in  1922.  He  was  an  associate 
physican  on  the  medical  staff  at  Cortland  Memorial  Hos- 
pital. Dr.  Dresel  was  a member  of  the  Cortland  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Ogden  DuBois,  M.D.,  of  Redding,  Connecticut, 
formerly  of  New  York  City,  died  on  September  11  at  the 
age  of  85.  Dr.  DuBois  graduated  in  1919  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Raymond  Durston  Fear,  M.D.,  of  Poughkeepsie,  died  in 
June,  1971,  at  the  age  of  72.  Dr.  Fear  graduated  in  1917 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a member  of  the  American  Public  Health  Association, 
the  Dutchess  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Julius  C.  Felicetti,  M.D.,  of  Mineola,  died  on  January  15 
at  the  age  of  75.  Dr.  Felicetti  graduated  in  1931  from  Long 
Island  College  of  Medicine.  He  was  a consulting  ortho- 
pedist at  Southampton  Hospital,  Central  Suffolk  Hospital 
Association,  an  honorary  orthopedist  at  St.  Charles  Hos- 
pital (Port  Jefferson),  and  consulting  orthopedic  surgeon 
at  John  T.  Mather  Memorial  Hospital  and  at  Eastern  Long 
Island  Hospital.  Dr.  Felicetti  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Compensation  Medicine,  Inc.,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ella  Harriet  Fishberg,  M.D.,  of  New  York  City,  died  on 
May  31  at  the  age  of  77.  Dr.  Fishberg  received  her  medical 
degree  from  the  University  of  Berlin  in  1924.  She  was  a 
consulting  biochemist  at  Beth  Israel  Medical  Center.  Dr. 
Fishberg  was  a member  of  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harold  A.  Goldberger,  M.D.,  of  Jamaica  and  Hollis,  died 
on  May  8 at  the  age  of  71.  Dr.  Goldberger  graduated  in 
1931  from  Tufts  College  Medical  School.  He  was  an  at- 
tending surgeon  at  Terrace  Heights  Hospital.  Dr.  Gold- 
berger was  a Fellow  of  the  International  College  of  Sur- 
geons and  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Benjamin  Goldstein,  M.D.,  of  Long  Beach,  died  on  No- 
vember 7 at  the  age  of  90.  Dr.  Goldstein  graduated  in  1910 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Joseph  Thomas  Healey,  M.D.,  of  New  York  City,  died  on 
February  4 at  the  age  of  63.  Dr.  Healey  graduated  in  1942 
from  Jefferson  Medical  College  of  Philadelphia.  He  was 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Jefferson  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Peter  Henry,  M.D.,  of  Rochester,  died  on  October 
26,  1978,  at  the  age  of  86.  Dr.  Henry  graduated  in  1915 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  emeritus  orthopedic  surgeon  at  St.  Mary’s  Hospital. 
Dr.  Henry  was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Murray  Jacobs,  M.D.,  of  New  York  City,  died  on  June  15 
at  the  age  of  91.  Dr.  Jacobs  graduated  in  1915  from  Long 
Island  College  Hospital.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harvey  P.  Kopell,  M.D.,  of  Peekskill,  died  on  December 
7 at  the  age  of  60.  Dr.  Kopell  graduated  in  1942  from  New 
York  University  College  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Pan 
American  Medical  Association,  the  Westchester  Academy 
of  Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Emil  Kronheim,  M.D.,  of  New  York  City,  died  on  De- 
cember 9 at  the  age  of  88.  Dr.  Kronheim  received  his 
medical  degree  from  the  University  of  Greifswald  in  1916. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Norbert  W.  Kuch,  M.D.,  of  Wayland,  was  killed  in  an 
automobile  accident  on  December  17  at  the  age  of  79.  Dr. 
Kuch  graduated  in  1925  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Betsy  P.  Lidsky,  M.D.,  of  New  York  City,  died  on  De- 
cember 10  at  the  age  of  86.  Dr.  Lidsky  received  her  med- 
ical degree  from  the  University  of  Wilno  in  1926.  She  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Lowy,  M.D.,  of  New  York  City,  died  on  February 
5 at  the  age  of  79.  Dr.  Lowy  received  his  medical  degree 
from  the  University  of  Prague  in  1926.  He  was  an  assistant 
attending  (inactive)  psychiatrist  at  the  Vanderbilt  Clinic. 
Dr.  Lowy  was  a member  of  the  Academy  of  Psychosomatic 
Medicine,  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Fayette  I).  MacDonald,  M.D.,  of  Baltimore,  Maryland, 
formerly  of  Woodhull,  died  on  August  4,  1973,  at  the  age 
of  70.  I)r.  MacDonald  graduated  in  1930  from  Albany 
Medical  College.  He  was  a member  of  the  Steuben  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Leahy  Marshall,  M.D.,  of  New  York  City,  was  killed 
in  an  airplane  crash  on  February  12  at  the  age  of  43.  Dr. 
Marshall  graduated  in  1965  from  Albany  Medical  College. 
He  was  an  associate  orthopedic  surgeon  at  the  Hospital  for 
Special  Surgery  and  at  The  New  York  Hospital.  Dr. 
Marshall  was  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Israel  Michelstein,  M.D.,  of  Yonkers,  died  on  February 
7, 1979,  at  the  age  of  71.  Dr.  Michelstein  graduated  in  1934 
from  the  University  of  Chicago,  Division  of  Biological 
Sciences.  He  was  an  attending  physician  at  Cross  County 
Hospital,  an  assistant  adjunct  off  service  in  medicine  at 
The  Bronx-Lebanon  Hospital  Center,  and  an  attending 
physician  in  family  practice  at  Yonkers  General  Hospital. 
Dr.  Michelstein  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Bronx  County  Medical  Society, 

I the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ebrahim  Mojdehi,  M.D.,  of  The  Bronx,  died  on  January 
10  at  the  age  of  54.  Dr.  Mojdehi  received  his  medical  de- 
gree from  the  University  of  Teheran  in  1952.  He  was  an 
associate  anesthesiologist  at  Fordham  Hospital  and  at 
Misericordia  Hospital  Medical  Center.  Dr.  Mojdehi  was 
a Diplomate  of  the  American  Board  of  Anesthesiology,  a 
Fellow  of  the  American  College  of  Anesthesiologists,  and 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiologists,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Phillips  L.  Morrison,  M.D.,  of  Bolivar,  died  on  October 
23  in  his  76th  year.  Dr.  Morrison  graduated  in  1927  from 
Hahnemann  Medical  College  of  Philadelphia.  He  was  an 
attending  physician  in  general  practice  at  Jones  Memorial 
Hospital.  Dr.  Morrison  was  a member  of  the  Allegany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Howard  C.  Murray,  M.D.,  of  Herkimer,  died  on  January 
10  at  the  age  of  92.  Dr.  Murray  graduated  in  1910  from 
Albany  Medical  College.  He  was  a member  of  the  Acad- 
emy of  Medicine,  the  Herkimer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  William  New  man,  M.D.,  of  Plantation,  Florida, 
formerly  of  Hempstead,  died  on  January  13  at  the  age  of 
74.  Dr.  Newman  graduated  in  1930  from  the  Medical 
College  of  Virginia.  He  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

A.  Lloyd  Norris,  M.D.,  of  Rockaway  Point,  died  on  Jan- 
uary 16  at  the  age  of  81.  Dr.  Norris  graduated  in  1929  from 


Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Max  Palinsky,  M.D.,  of  Brooklyn,  died  on  May  25  at  the 
age  of  84.  Dr.  Palinsky  graduated  in  1919  from  Columbia 
University  College  of  Physicans  and  Surgeons.  He  was  a 
consulting  pediatrician  at  Maimonides  Medical  Center  and 
Coney  Island  Hospital.  Dr.  Palinsky  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gaston  L.  Papae,  M.D.,  of  Candlewood  Isle,  New  Fair- 
field,  Connecticut,  formerly  of  Brooklyn,  died  on  January 
19  at  the  age  of  78.  Dr.  Gaston  graduated  in  1925  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Compensation 
Medicine,  Inc.,  the  Pan  American  Medical  Association,  the 
New'  York  Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Charles  Phillips,  M.D.,  of  Brooklyn,  died  on  January  20 
in  his  81st  year.  Dr.  Phillips  graduated  in  1924  from  the 
Medical  College  of  Virginia.  He  was  an  assistant  physician 
at  Brooklvn-Cumberland  Hospital.  Dr.  Phillips  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  Mitchell  Reich,  M.D.,  of  New  York  City,  died  on 
January  21  at  the  age  of  93.  Dr.  Reich  graduated  in  1910 
from  Long  Island  College  Hospital.  He  was  a consulting 
obstetrician  and  gynecologist  at  Bellevue,  University,  and 
Booth  Memorial  Hospitals,  and  an  emeritus  obstetrician 
and  gynecologist  at  New  York  Infirmary.  Dr.  Reich  was 
a Diplomate  of  the  American  College  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  Obstetrical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Benedict  William  Reifenstein,  M.D.,  of  Syracuse,  died 
on  January  10,  1973,  at  the  age  of  78.  Dr.  Reifenstein 
graduated  in  1922  from  Syracuse  University  College  of 
Medicine.  He  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Thomas  Lewis  Rider,  M.D.,  of  Albany,  died  on  December 
5 at  the  age  of  65.  Dr.  Rider  graduated  in  1940  from  Al- 
bany Medical  College.  He  was  an  attending  pediatrician 
at  Albany  Medical  Center  and  a consulting  pediatrician  at 
St.  Peter’s  Hospital.  Dr.  Rider  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics. 
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Calliope  Rozakes,  M.D.,  of  Hempstead  and  Brooklyn, 
died  on  January  15  at  the  age  of  53.  Dr.  Rozakes  received 
her  medical  degree  from  the  University  of  Athens  in  1953. 
She  was  an  assistant  obstetrician  and  gynecologist  at  Mercy 
Hospital  (Rockville  Centre)  and  an  associate  obstetrician 
and  gynecologist  at  Unity  Hospital.  Dr.  Rozakes  was  a 
member  of  the  Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Charles  Franklyn  Ryan,  M.D.,  of  Waverly,  died  on 
January  16  at  the  age  of  72.  Dr.  Ryan  graduated  in  1951 
from  the  University  of  Vermont  Medical  Department.  He 
was  chief  radiologist  at  Tioga  General  Hospital.  Dr.  Ryan 
was  a Diplomate  of  the  American  Board  of  Radiology  and 
a member  of  the  Tioga  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathaniel  Safran,  M.D.,  of  Lakeview,  died  on  December 
25  at  the  age  of  69.  Dr.  Safran  graduated  in  1935  from  the 
University  of  Chicago  Medical  School.  He  was  a Diplo- 
mate of  the  American  Board  of  Radiology  (Diagnostic 
Radiology)  and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benjamin  Schaefer,  M.D.,  of  Hollis,  died  on  November 
17  at  the  age  of  66.  Dr.  Schaefer  graduated  in  1941  from 
the  Royal  College  of  Physicians  and  Surgeons,  Edinburgh. 
He  was  a staff  general  practitioner  at  Terrace  Heights 
Hospital.  Dr.  Schaefer  was  a member  of  the  American 


Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Simon  Schmal,  M.D.,  of  Ithaca,  died  on  September  20  at 
the  age  of  81.  Dr.  Schmal  received  his  medical  degree  from 
the  University  of  Freiburg  in  1923.  He  was  a senior  general 
practitioner  at  Tompkins  County  Hospital.  Dr.  Schmal 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Tompkins  County  Medical  Society,  the  Med- 
ical Society  of  State  of  New  York,  and  the  American 
Medical  Association. 

Michael  Veneziano,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 17  at  the  age  of  71.  Dr.  Veneziano  graduated  in  1935 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  director  and  an  attending  surgeon  at 
Brooklyn  Hospital  and  an  attending  surgeon  at  Cumber- 
land Hospital.  Dr.  Veneziano  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Pan  American 
Medical  Association,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ralph  M.  Vincent,  M.D.,  of  Albany,  died  on  September 
30  at  the  age  of  87.  Dr.  Vincent  graduated  in  1917  from  the 
University  of  Michigan  Medical  School.  He  was  a Diplo- 
mate of  the  American  Board  of  Preventive  Medicine 
(Public  Health)  and  a member  of  the  American  Public 
Health  Association,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Destruction  or  Injury  to  the  JOURNALS 

It  is  apparent  that  nothing  can  be  done  with  the  post  office  about  the  injury  or  destruction  to  our  Journals.  If  notified, 
the  battered  Journals  will  be  replaced  for  our  subscribers. 
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President  and  Secretary  are  ex-officio  members  of  all  committees. 


COMMISSION  ON  MEDICAL  SERVICES 

Daniel  F.  O'Keeffe,  Glen  Falls,  Chairman 

Committees 

Cost  Containment 

Leonard  S.  Weiss,  Middletown,  Chairman 
Samuel  M.  Gelfand,  Rockville  Centre,  Vice- 
Chairman 

Stephen  I.  Braitman,  Islip  Terrace 
James  M.  Flanagan,  Newark 
Norman  R.  Loomis,  Ontario 
Jason  K.  Moyer,  Binghamton 
John  Alan  Ramsdell,  White  Plains 
Henry  William  Schoeneck,  Jr.,  Syracuse 
Roger  W.  Steinhardt,  New  York 
‘Mitchell  Levin,  St.  James 

Health  Manpower  and  Rural  Medical  Service 

Donald  Bidwell,  Trumansburg,  Chairman 

Stephen  W.  Blatchly,  Groton,  Vice-Chairman 

Edward  A.  Barrett,  Albion 

Frank  A.  Baumann,  Binghamton 

Thomas  E.  Cardillo,  Rochester 

Leo  J.  Swirsky,  Brooklyn 

Leonard  Weitzman,  Commack 

‘Glenford  Guy,  Port  Jefferson  Station 

Health  Systems  Agency  Coordinating  Com- 
mittee 

Charles  Weller,  Larchmont,  Chairman 
Frank  J.  Bolgan,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
John  C.  Herrman,  Lowville 
David  L.  Koch,  Waterloo 
Morton  Kurtz,  Flushing 
S.  David  Pomrinse,  New  York 
Thomas  D.  Pemrich,  Troy 
Jerome  Zwanger,  Massapequa 

Hospital  and  Professional  Relations 

Herbert  E.  Joyce,  Buffalo,  Chairman 

Norman  S.  Blackman.  Brooklyn,  Vice-Chairman 

Charles  Banas,  Buffalo 

Solomon  Ciprut,  Brooklyn 

John  K.  Coyle,  Hornell 

Richard  L.  Fenton,  Tarrytown 

Jason  K.  Moyer,  Binghamton 

William  B.  Rawls,  Pleasant  Valley 

John  W.  Stoll,  Dansville 

Edward  A.  Wolfson,  Binghamton 

‘Steve  Kaplan,  New  York 

IPA-HMO 

Charles  Weller,  Larchmont,  Chairman 
John  W.  Abbuhl,  Albany 
Gerald  Blumenthal,  Huntington 
Thomas  E.  Cardillo,  Rochester 
Samuel  M.  Gelfand,  Rockville  Centre 
Franklyn  C.  Hayford,  Scotia 
Robert  Kohn,  Buffalo 
Kendrick  A.  Sears,  Syracuse 


Interspecialty 

Donald  W.  Hall,  Buffalo,  Chairman 
Herbert  Lansky,  Buffalo,  Vice-Chairman  (Pa- 
thology) 

Edward  C.  Sinnott,  Roslyn  ( Anesthesiology ) 
Franklin  S.  Glickman,  Brooklyn  ( Dermatology ) 

Lois  E.  Brennan,  Honeoye  ( Family  Physician) 
Theodore  C.  Max,  Utica  (General  Surgery) 

Robert  M.  Kohn,  Buffalo  (Internal  Medicine) 
Stephen  Burstein,  Freeport  (Neurosurgery) 
Stephen  Arthur  Gettinger,  Huntington  (Obstetrics 
and  Gynecology) 

Robert  Mickatavage,  Rye  (Ophthalmology) 

Bernard  Jacobs,  New  York  ( Orthopedic  Surgery ) 
Roger  S.  Kaufman,  Syracuse  (Otolaryngology) 
Thomas  A.  Anderson,  Poughkeepsie  (Pediatrics) 
Asa  Ruskin,  Brooklyn  (Physical  Medicine  and  Re- 
habilitation) 

Philip  C.  Bonanno,  White  Plains  (Plastic  and  Re- 
constructive Surgery) 

Harold  E.  Berson,  Brooklyn  (Psychiatry) 

Victor  A.  Panaro,  Buffalo  ( Radiology ) 


Medical  Care  Insurance 

H.  Gregory  Thorsell,  Jamestown,  Chairman 
Paulino  S.  Cruz,  Lake  Ronkonkoma 
Ronald  A.  Housman,  Bay  Shore 
Richard  A.  Hughes,  Glens  Falls 
Monte  Malach,  Brooklyn 
Daniel  H.  Webster,  Plattsburgh 
Leonard  S.  Weiss,  Levittown 
‘Valery  Ellis,  Rochester 

PSRO 

Stanley  I.  Fishman,  Brooklyn,  Chairman  (Region 
13) 

Arthur  Digby  Hengerer,  Delmar,  Vice-Chairman 
( Region  7) 

Paul  Jenks,  Waterloo  (Region  2) 

John  T.  Prior,  Syracuse  (Region  3) 

Neville  W.  Harper,  Rome  (Region  4) 

John  E.  Glennon,  Granville  (Region  5) 

Franklyn  C.  Hayford,  Scotia  (Region  6) 

Allen  D.  Levine,  Middletown  (Region  8) 

Daniel  A.  Sherber,  New  Rochelle  (Region  9) 

Lionel  Zemek,  New  City  (Region  10) 

Allen  H.  Postel,  New  York  (Region  11 ) 

William  A.  Schwarz,  Staten  Island  (Region  12) 
Adrian  C.  Lamos,  Brooklyn  (Region  13) 

Morton  Kurtz,  Flushing  (Region  14) 

George  B.  Pollock,  Wantagh  (Region  15) 

Anthony  Altieri,  The  Bronx  (Region  16) 

Vincent  O’Brien,  Northport  (Region  17) 

‘Arthur  Perry,  Albany 
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Socioeconomics 

John  W.  Abbuhl,  Albany,  Chairman 

Harold  N.  Schwinger,  Brooklyn,  Vice-Chairman 

Leonard  Burness,  New  York 

Alfred  L.  George,  Batavia 

John  G.  Hamilton,  Wayland 

Richard  A.  Hughes,  Glens  Falls 

Charles  S.  LaMonte,  New  York 

Charles  Palmer,  Horseheads 

Pellegrino  Joseph  Tozzo,  New  Rochelle 

*Christopher  J.  Luttman,  Albany 

Workers’  Compensation  and  Occupational 
Health 

John  H.  Morton,  Rochester,  Chairman 
Frederic  W.  Holcomb,  Jr.,  Kingston,  Vice- 
Chairman 

George  W.  Calvosa,  Brooklyn 
Robert  A.  Caputi,  Buffalo 
Thomas  J.  Doyle,  Melville 
Burton  P.  Hoffman,  White  Plains 
Robert  Katz,  New  York 
Paul  C.  Lehmuller,  Levittown 
Joyce  M.  McChesney,  Rochester 
Alexander  E.  Messer,  Oneonta 
Bernard  Saul  Post,  Manhasset 
Nicholas  Teresi,  Albany 
Leonard  Weitzman,  Commack 


Ad  Hoc  Committee  to  Meet  With  the  New 
York  State  Nurses  Association  Re  Physicians’ 
Assistants 

Bernard  J.  Pisani,  New  York,  Chairman 
John  A.  Finkbeiner,  New  York 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

John  H.  Carter,  Albany,  Chairman 
Committees 

Federal  Legislation 

William  P.  Clark,  Eastchester,  Chairman 

Robert  P.  Coolidge,  Duanesbury 

Irwin  Felsen,  Wellsville 

Seymour  L.  Halpern,  New  York 

Allen  Reichman,  Roslyn  Harbor 

^Andrew  Gurman,  Syracuse 

Joseph  R.  Fontanetta,  Brooklyn,  Advisor 

New  York  State  Association  of  the  Professions 

Henry  I.  Fineberg,  Lake  Success 
Carl  Goldmark,  Jr.,  New  York 
Mr.  Martin  J.  Tracey,  Lake  Success 

State  Legislation 
John  H.  Carter,  Albany,  Chairman 
Frank  A.  Bersani,  Syracuse 
Roger  D.  Billig,  Staten  Island 
Stephen  I.  Braitman,  Islip  Terrace 
Lester  J.  Candela,  Great  Neck 
Philip  Cohen,  Brooklyn 
John  A.  Finkbeiner,  New  York 
James  M.  Flanagan,  Newark 
Robert  Charles  Friedman,  Albany 
Samuel  M.  Gelfand,  Rockville  Centre 
Alexander  L.  Hastie,  Cazenovia 
Henry  W.  Kaessler,  Bronxville 
Robert  M.  Kohn,  Buffalo 
Dattatraya  Lanjewar,  Pelham  Manor 
Robert  Miekatavage,  Rye 


Richard  E.  Murphy,  Plattsburgh 
Wilfred  Reguero,  New  York 
Richard  E.  Sullivan,  Binghamton 
Wayne  C.  Templer,  Corning 
*Stephen  N.  Levy,  Albany 

Ad  Hoc  Committee  on  Mark  A.  Siegel’s  Bill  for 
Consumer  Oriented  Physician  Directory 

John  A.  Finkbeiner,  New  York,  Chairman 
John  H.  Carter,  Albany 
Ralph  M.  Schwartz,  New  York 

COMMISSION  ON  PUBLIC  HEALTH 

Morton  Kurtz,  Flushing,  Chairman 
Committees 

Accident  and  Injury  Prevention 

John  D.  States,  Rochester,  Chairman 

John  0.  Vieta,  New  York,  Vice-Chairman 

Harold  Brandaleone,  New  York 

William  R.  Clark,  Jr.,  Syracuse 

David  R.  Heller,  Putnam  Valley 

Marshall  Lepidus,  Islip 

Bernard  M.  Zazula,  Kew  Gardens  Hills 

* Robert  Posnick,  New  York 
Robert  J.  Huszar,  Albany,  Advisor 

Aging  and  Nursing  Homes 

Robert  Collins,  Syracuse,  Chairman 

Ernest  T.  Anderson,  Rochester 

Albert  F.  R.  Andresen,  Jr.,  New  Rochelle 

Robert  A.  Baumler,  Buffalo 

Eli  A.  Leven,  Rochester 

Edward  J.  Lorenze,  III,  New  York 

Stuart  J.  Miller,  Elmira 

James  A.  Moore,  Albany 

Jack  R.  Muth,  Patchogue 

Leon  M.  Rothman,  Brooklyn 

Paul  W.  Sum,  Salamanca 

Garrett  W.  Vink,  Carmel 

* James  J.  Turro,  New  York 
George  M.  Warner,  Albany,  Advisor 

Alcoholism 

Stanley  E.  Gitlow,  New  York,  Chairman 

Sheila  B.  Blume,  Albany 

Pasquale  A.  Carone,  Amityville 

Luther  A.  Cloud,  New  York 

Sidney  S.  Greenberg,  New  York 

Edward  Hanin,  Harrison 

William  L.  Holt,  Jr.,  Albany 

Brian  R.  Nagy,  Elmira 

Hans  J.  Nieporent,  Brooklyn 

Sheldon  Zimberg,  New  York 

* Debbie  Esernio,  Rochester 
Mr.  William  Leavy,  Advisor 

Cancer 

Charles  E.  Rogers,  Roslyn,  Chairman 
I.  Joseph  Aprile,  Jamaica 
Daniel  Burdick,  Syracuse 
John  A.  Finkbeiner,  New  York 
Thomas  P.  Hamilton,  Jr.,  Watertown 
Richard  H.  Lange,  Schenectady 
Daniel  G.  Miller,  New  York 
David  L.  Rosen,  White  Plains 
Charles  D.  Sherman,  Jr.,  Rochester 
Naveed  Siddiqi,  Horseheads 
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William  P.  Simmonds,  Glens  Falls 
Arthur  A.  Stein,  Albany 
Herbert  Volk,  The  Bronx 
’Charles  Marrow,  New  York 
Dwight  Janerich,  Albany,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

William  J.  Breen,  Cheektowaga 

Joseph  T.  Doyle,  Albany 

Abraham  Jezer,  The  Bronx 

Russell  Knope,  Elmira 

Jerome  A.  Schack,  New  York 

Joseph  Schluger,  Brooklyn 

’Lawrence  H.  Durban,  New  York 

Richard  Rothenberg,  Albany,  Advisor 

Child  Abuse 

Marvin  L.  Blumberg,  Jamaica,  Chairman 
Eliza  H.  Caldwell,  Pelham 
Dominick  J.  DiMaio,  Brooklyn 
Joseph  A.  DiPietro,  New  Rochelle 
Vincent  J.  Fontana,  New  York 
Donald  Lynn,  Elmira 
Aaron  R.  Rausen,  New  York 
Lester  Schiff,  Niagara  Falls 
Doris  L.  Wethers,  New  York 
’Richard  Friedman,  New  York 
Andrew  C.  Fleck,  Jr.,  Albany,  Advisor 

Drug  Abuse 

Leonard  L.  Heimoff,  The  Bronx,  Chairman 

Richard  S.  Blum,  New  Hyde  Park 

Ronald  J.  Dougherty,  Brewerton 

Douglas  C.  Evans,  Rochester 

Sidney  S.  Greenberg,  New  York 

Sanford  A.  Kaplan,  Bronxville 

Philip  Kaufman,  Long  Island  City 

Allison  B.  Landolt,  Bronxville 

Stephen  Nordlicht,  New  York 

’James  Mark  Cech,  Rochester 

Mr.  William  Leavy,  Albany,  Advisor 

Emergency  Health  Services 

David  N.  Kluge,  Rochester,  Chairman 
Charles  N.  Aswad,  Binghamton 
James  H.  Cosgriff,  Jr.,  Buffalo 
Julius  P.  Duic.  Scarsdale 
Irving  G.  Frohman,  Rockaway  Beach 
John  Hermann,  Lowville 
Norman  Morris,  Brooklyn 
Walter  F.  Pizzi,  New  York 
Gerald  W.  Shaftan,  Brooklyn 
John  E.  Spoor,  Laurens 
Sheldon  Zuckerman,  Westbury 
’Harry  Stulbach,  New  York 
Robert  J.  Huszar,  Albany,  Advisor 

Environmental  Quality 

Ronald  Stritzler,  Great  Neck,  Chairman 
Ephraim  J.  Felderman,  Woodmere 
Louis  A.  Sasso,  Staten  Island 
Donald  K.  Stockdale,  Rochester 
Donald  B.  Thomas,  Buffalo 
’Julia  F.  Schlam,  New  York 
Nicholas  Vianna,  Albany,  Advisor 

Health  Care  in  Correctional  Institutions 

Russell  C.  Johnson,  Goshen,  Chairman 
Stephen  Nordlicht,  New  York 


Robert  D.  Reinecke,  Albany 
Thomas  D.  Saurwein,  Plattsburgh 
Elwood  G.  Weisenburn,  Coxsackie 
Allison  B.  Landolt,  Bronxville,  Advisor 
Mr.  Arthur  Webb,  Albany,  Advisor 

Home  Health  Care  and  Hospice 

Lawrence  Kryle,  Roslyn  Heights,  Chairman 

Albert  F.  R.  Andresen,  Jr.,  New  Rochelle 

Bruce  E.  Baker,  LeRoy 

Roger  Boulay,  Rochester 

Gerald  D.  Dorman,  Orient 

Nicetas  M.  Kuo,  Flushing 

Sheldon  Putterman,  Flushing 

Donald  H.  Schultz,  Kingston 

Charles  Sinatra,  Jamestown 

Jane  C.  Brady  Wiles,  Grand  Island 

’Arleen  Richards,  Stony  Brook 

Allison  B.  Landolt,  Bronxville,  Advisor 

Michael  McGarvey,  Albany,  Advisor 

George  M.  Warner,  Albany,  Advisor 

Maternal  and  Child  Health 

Roderick  McLean,  Syracuse,  Chairman 
Richard  Harold  Aubry,  Syracuse 
Peter  A.  M.  Auld,  New  York 
Louis  S.  Blancato,  New  York 
Solan  Chao,  New  York 
Myron  Gordon,  New  York 
Rita  Gilman  Harper,  Manhasset 
James  J.  Kropelin,  Niagara  Falls 
Richard  E.  Murphy,  Plattsburgh 
Morton  A.  Schiffer,  Brooklyn 
Donald  P.  Swartz,  Albany 
Walter  Walls,  III,  Hamburg 
’Sharon  Stotsky,  Massachusetts 
Andrew  C.  Fleck,  Jr.,  Albany,  Advisor 

Medical  Aspects  of  Sports 

Donald  T.  Kasprzak,  Plattsburgh,  Chairman 

Albert  B.  Accettola,  Staten  Island 

Arthur  Maurice  Bernhang,  Huntington 

Herbert  Bessen,  Carmel 

Richard  B.  Commentucci,  Brooklyn 

Kenneth  E.  DeHaven,  Rochester 

Rodney  H.  Dusinberre,  Lockport 

John  Forrest,  Elmira 

Louis  N.  Frankel,  Hempstead 

Robert  M.  Israel,  New  York 

Michael  C.  Young,  Carmel 

’Bruce  Seideman,  Albany 

Glenn  Haughie,  Albany,  Advisor 

Mental  Health 

Herbert  S.  Peyser,  New  York,  Chairman 
Arthur  Reese  Abright,  New  York 
Harvey  J.  Bluestone,  The  Bronx 
Douglas  C.  Evans,  Rochester 
Abraham  Halpern,  Port  Chester 
Edith  Mila  Jurka,  New  York 
Allison  B.  Landolt,  Bronxville 
William  V.  Lewit,  Scarsdale 
Laurence  Loeb,  Hartsdale 
Stephen  Nordlicht,  New  York 
Donald  H.  Schultz,  Kingston 
’John  Stuhlmuller,  Syracuse 

Metabolic  Diseases 

Arthur  H.  Dube,  Syracuse,  Chairman 
Joseph  Armenia,  Hamburg 
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Robert  S.  Bernstein,  New  York 
Marshall  Clinton,  Buffalo 
William  W.  Faloon,  Rochester 
Howard  Kolodny,  New  Hyde  Park 
Joel  J.  Schnure,  Johnson  City 
Edward  L.  Socolow,  Mt.  Kisco 
Ian  Porter,  Albany,  Advisor 

Physical  Medicine  and  Rehabilitation 

William  H.  Georgi,  Buffalo,  Chairman 
James  T.  Demopoulos,  New  York 
Bruce  Grynbaum,  New  York 
Edward  J.  Lorenze,  III,  New  York 
Milton  Lowenthal,  New  York 
Boris  J.  Paul,  Albany 
Ralph  A.  Pici,  White  Plains 
Leon  M.  Rothman,  Brooklyn 
Asa  P.  Ruskin,  Brooklyn 
George  W.  Sandiford,  Binghamton 
Samuel  S.  Sverdlik,  New  York 
*Marc  J.  Felberbaum,  New  York 
William  Taylor,  Albany,  Advisor 

Preventive  Medicine 

Russell  C.  Johnson,  Goshen,  Chairman 
Duncan  W.  Clark,  Brooklyn 
Gerald  J.  Duffner,  Newark 
Stanley  L.  Erney,  Johnson  City 
Yehudi  M.  Felman,  Brooklyn 
Harry  S.  Lichtman,  Lido  Beach 
Thomas  S.  Bumbalo,  Alden  ( Subcom- 
mittee on  Infectious  Diseases ) 

Leonard  L.  Heimoff,  The  Bronx  ( Subcom- 
mittee on  Community  Health ) 

*Sharon  Strong,  New  York 
Harry  Feldman,  Syracuse,  Advisor 
Richard  Rothenberg,  Albany,  Advisor 

School  Health 

Norman  B.  Schell,  Jericho,  Chairman 
Viola  F.  Anderson,  Bronxville 
David  N.  Broadbent,  Rochester 
Edward  M.  DiTolla,  New  York 
Stanley  Forray,  Rego  Park 
Robert  B.  Hayes,  Avon 
Bentley  D.  Merrim,  Brooklyn 
John  S.  Tanner,  Plattsburgh 
Martin  C.  Ushkow,  Syracuse 
Jacob  J.  Wiener,  Wantagh 
*Frank  P.  Cammisa,  Jr.,  New  York 
Andrew  Fleck,  Jr.,  Albany,  Advisor 

COMMISSION  ON  EDUCATION 

Kenneth  H.  Eckhert,  Buffalo,  Chairman 
Committees 

Continuing  Medical  Education 

Peter  B.  Farnsworth,  Valhalla, 
Chairman 

Melvin  H.  Becker,  New  York 
Marvin  L.  Bloom,  Buffalo 
Edward  D.  Coates,  Poughkeepsie 
John  S.  Davis,  Cooperstown 
William  C.  Felch,  Rye 
Solomon  Hershey,  The  Bronx 
George  Robert  Lovell,  Rochester 
William  Mackler,  New  York 
William  F.  Mitty,  Jr.,  New  York 
William  P.  Nelson,  III,  Albany 


Stephen  Nordlicht,  New  York 
James  R.  Nunn,  Amherst 
Ward  L.  Oliver,  Cobleskill 
Robert  Lee  Patterson,  Jr.,  New  York 
Richard  Lee  Pearlman,  Staten  Island 
Richard  N.  Pierson,  Jr.,  New  York 
Bernard  J.  Pisani,  New  York 
Bernard  Saul  Post,  Manhasset 
Theodore  J.  Prowda,  Sherrill 
Charles  D.  Sherman,  Jr.,  Rochester 
John  F.  Spring,  Binghamton 
Tamarath  K.  Yolles,  Stony  Brook 
Julia  L.  Freitag,  Albany,  Advisor 
John  Roach,  Albany,  Advisor 

Forensic  Medicine 

Leslie  I.  Lukash,  East  Meadow,  Chairman 
Dominick  J.  DiMaio,  Brooklyn 
Judith  M.  Lehotay,  Buffalo 
Henry  Siegel,  Scarborough 
Arthur  A.  Stein,  Albany 
Robert  L.  Sullivan,  Schenectady 
Sidney  B.  Weinberg,  Hauppauge 
*Tom  Kimball,  New  York 

Information  Technology  in  Medicine 

William  A.  Bauman,  Larchmont, 
Chairman 

Bernard  B.  Brody,  Rochester 
Ralph  L.  Engle,  Jr.,  New  York 
Elemer  R.  Gabrieli,  Buffalo 
Robert  M.  Klein,  Tarrytown 
Leon  Pordy,  New  York 
Charles  T.  Ryder,  New  York 
Arthur  A.  Stein,  Albany 
* P h i 1 i p Gilly,  New  York 
John  Uppal,  Albany,  Advisor 

COMMISSION  ON  INSURANCE 
AND  MEMBERSHIP  BENEFITS 

Milton  Rosenberg,  Patchogue,  Chairman 
Committees 

General  Insurance 

Robert  M.  George,  Utica,  Chairman 

Renzo  Basili,  Brooklyn 

Maurice  J.  Elder,  Massena 

John  Alan  Ramsdell,  White  Plains 

Charles  E.  Rogers,  Roslyn 

Irwin  J.  Rosenberg,  Endicott 

William  C.  Stein,  Lockport 

Kenneth  W.  Woodward,  Rochester 

Membership  Benefits 

John  G.  Hamilton,  Wavland,  Chairman 

John  L.  Green,  Rochester 

Kenneth  Ho,  Syracuse 

Karl  Neumann,  Forest  Hills 

Perry  Robins,  New  York 

Thomas  J.  Sheehy,  Jr.,  Glen  Cove 

Administrative  Committee  for  the 
MSSNY  Pension  Program 

Milton  Rosenberg,  Patchogue,  Chairman 
G.  Rehmi  Denton,  Albany 
Henry  I.  Fineberg,  Lake  Success 
Robert  M.  George,  Utica 
Edward  Siegel,  Lake  Success 
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Ad  Hoc  Committee  to  Study  the  Situation  of 
Charles  J.  Sellers  and  Co.,  Inc. 

G.  Rehmi  Denton,  Albany,  Chairman 
Edgar  P.  Berry,  New  York 
Victor  J.  Tofany,  Rochester 

COMMISSION  ON  COMMUNICATIONS  AND 
MEMBERSHIP 

George  Lim,  Rome,  Chairman 
Committees 

Communications 

Richard  K.  Nolan,  New  York,  Chairman 
George  W.  Benninger,  New  Windsor 
Edward  C.  Hughes,  Jr.,  Syracuse 
William  C.  Stein,  Lockport 
‘Olivia  N.  Serdarevic,  New  York 

Medical  School  Relationships 

Richard  N.  Pierson,  Jr.,  New  York,  Chairman 
Robert  Bourke,  Slingerlands 
Patricia  Kelly  McCarthy,  North  Babylon 
Julius  E.  Stolfi,  Brooklyn 
‘Justin  Schechter,  Stony  Brook 

Membership 

Duelne  M.  Cady,  Liverpool,  Chairman 
James  H.  Cosgriff,  Jr.,  Buffalo 
William  L.  Craver,  Rochester 
Robert  M.  Farrell,  Flushing 
Martin  Markowitz,  Brooklyn 
Seymour  R.  Stall,  Poughkeepsie 
Patricia  G.  Squillace,  Rockville  Centre 
Nicholas  P.  Teresi,  Albany 
Robert  B.  Wallace,  Utica 
‘John  T.  Farrar,  Rochester 

OTHER  COUNCIL  COMMITTEES 

Awards  and  Prize  Essays 

Alfred  A.  Angrist,  Lake  Success,  Chairman 
John  T.  Ellis,  New  York 
Aaron  Feder,  Jackson  Heights 
‘Steven  Gaudio,  New  York 

Budget  and  Finance 

Walter  T.  Heldmann,  Staten  Island, 

Chairman 

Lynn  R.  Callin,  Rochester 
George  L.  Collins,  Jr.,  Buffalo 
John  A.  Finkbeiner,  New  York 
Carl  Goldmark,  Jr.,  New  York 
Warren  A.  Lapp,  Brooklyn 

Dinner  Committee 

Arthur  H.  Diedrick,  Port  Chester, 

Chairman 

John  W.  Abbuhl,  Albany 
Ethics 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Theodore  C.  Jewett,  Jr.,  Buffalo 
Clifford  L.  Spingarn,  New  York 
George  Tilley,  Syracuse 
Allen  Tisch,  Newburgh 
Gideon  Tropp,  Elmira 

Library  and  Archives 

Albert  M.  Schwartz,  New  York,  Chairman 
Eliza  H.  Caldwell,  Pelham 
Marks  G.  Jacoby,  Patchogue 
Albert  B.  Lowenfels,  Valhalla 


Harriet  Northrop,  Jamestown 
‘Stuart  Wachter,  The  Bronx 

Publications 

Milton  Gordon,  Huntington,  Chairman 
Arthur  H.  Diedrick,  Port  Chester 
‘Dan  Courtade,  Rochester 
Alfred  A.  Angrist,  Lake  Success,  ex-officio 
Julius  E.  Stolfi,  Brooklyn,  ex-officio 

Research  and  Development 

George  T.  C.  Way,  Poughkeepsie,  Chairman 

James  M.  Blake,  Lake  George 

Lynn  R.  Callin,  Rochester 

George  L.  Collins,  Jr.,  Buffalo 

Ralph  S.  Emerson,  Roslyn  Heights 

Henry  1.  Fineberg,  Lake  Success 

Carl  Goldmark,  Jr.,  New  York 

Walter  T.  Heldmann,  Staten  Island 

George  Himler,  New  York 

Edward  Siegel,  Lake  Success 

Scientific  Program 

Stephen  Nordlicht,  New  York,  Chairman 
Thomas  S.  Bumbalo,  Alden,  Associate  Chairman 
Joseph  J.  Kaufman,  Canandaigua, 

Associate  Chairman 

Martin  Lipkin,  New  York,  Associate  Chairman 
A.  W.  Martin  Marino,  Jr.,  Brooklyn,  Associate 
Chairman 

Maxwell  Spring,  The  Bronx,  Associate  Chairman 
Leo  J.  Swirsky,  Brooklyn,  Associate  Chairman 
( Committee  personnel  also  includes  chairman  of 
scientific  sections  and  sessions) 

Scientific  Exhibits  Subcommittee 

Thomas  S.  Bumbalo,  Alden,  Chairman 
Lester  Blum,  New  York 
Frederick  Lee  Liebolt,  New  York 

Subcommittee  on  Legal  Affairs 
Ralph  M.  Schwartz,  New  York,  Chairman 
George  L.  Collins,  Jr.,  Buffalo 
Ralph  S.  Emerson,  Roslyn  Heights 

Advisory  Committee  to  the  American  Asso- 
ciation of  Medical  Assistants , New  York  State 
Society,  Inc. 

Carl  C.  Sansocie,  Brockport,  Chairman 
Anthony  F.  Fragola,  West  Islip 
Charles  Poskanzer,  Albany 

Ad  Hoc  Committee  to  Meet  with  Admin- 
istrative Judges  of  New  York  State 

G.  Rehmi  Denton,  Albany,  Chairman 
Richard  D.  Eberle,  Syracuse 
Kenneth  H.  Eckhert,  Buffalo 
Carl  Goldmark,  Jr.,  New  York 
Milton  Rosenberg,  Patchogue 

Ad  Hoc  Committee  to  Meet  with  Richard  Ber- 
man, Director,  Health  Systems  Management 
Re  State  Health  Department  Actions  vs. 
PSRO  Functions 

G.  Rehmi  Denton,  Albany,  Chairman 
Charles  N.  Aswad,  Binghamton 
Stanley  I.  Fishman,  Brooklyn 
Arthur  Digby  Hengerer,  Delmar 
Morton  Kurtz,  Flushing 
Leonard  S.  Weiss,  Middletown 


* Medical  student. 
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Ad  Hoc  Committee  to  Study  the  Report  of  the 
AMA  Ad  Hoc  Committee  on  the  Principles  of 
Medical  Ethics 

Richard  D.  Eberle,  Syracuse,  Chairman 
Allison  B.  Landolt,  Bronxville 
Charles  D.  Sherman,  Jr.,  Rochester 

STANDING  COMMITTEES 
House  Committee  on  Bylaws 

Daniel  F.  O'Keeffe,  Glens  Falls,  Chairman 

Edgar  P.  Berry,  New  York 

Rodman  D.  Carter,  Cooperstown 

George  L.  Collins,  Jr.,  Buffalo 

James  M.  Flanagan,  Newark 

Carl  Goldmark,  Jr.,  New  York 

Allison  B.  Landolt,  Bronxville 

George  Lim,  Rome 

Vincent  I.  Maddi,  Johnson  City 

Milton  Rosenberg,  Patchogue 

M.  Theodore  Tanenhaus,  Brooklyn 

District  Branches 

Richard  D.  Eberle,  Syracuse,  Chairman 
Sheppard  Arluck,  Geneseo 
Stephen  W.  Blatchly,  Groton 
Samuel  Cytryn,  Levittown 
Nathan  M.  Greenstein,  The  Bronx 
George  H.  Hanlon,  Gouverneur 
Allison  B.  Landolt,  Bronxville 
Michael  J.  Lynch,  Granville 
George  E.  Taylor,  Cuba 
Nicholas  P.  Teresi,  Albany 

Executive  Committee  of  the  Council 

G.  Rehmi  Denton,  Albany,  Chairman 
Milton  Rosenberg,  Patchogue 
Ralph  M.  Schwartz,  New  York 
George  T.  C.  Way,  Poughkeepsie 
Victor  J.  Tofany,  Rochester 
Warren  A.  Lapp,  Brooklyn 
Robert  A.  Mayers,  Port  Chester 
Daniel  F.  O’Keeffe,  Glens  Falls 

Judicial  Council 

Walter  T.  Heldmann,  Staten  Island,  Chairman 

Thomas  S.  Bumbalo,  Alden 

George  L.  Collins,  Jr.,  Buffalo 

Ralph  S.  Emerson,  Roslyn  Heights 

Joseph  J.  Kaufman,  Canandaigua 

Nomina  ting 

George  T.  C.  Way,  Poughkeepsie, 

At  Large,  Chairman 

Bernard  J.  Pisani,  New  York,  First  District 
Stanley  A.  Steckler,  Smithtown,  Second  District 


Anthony  P.  Tartaglia,  Albany,  Third  District 
Daniel  F.  O’Keeffe,  Glens  Falls,  Fourth  District 
Thomas  M.  Flanagan,  Norwich,  Fifth  District 
Paul  M.  DeLuca,  Johnson  City,  Sixth  District 
James  M.  Flanagan,  Newark,  Seventh  District 
James  H.  Cosgriff,  Jr.,  Buffalo,  Eighth  District 
William  P.  Clark,  Eastchester,  Ninth  District 
Felix  Rosenhain,  Forest  Hills,  At  Large 

Professional  Medical  Liability  Insurance  and 
Defense  Board 

Herbert  Lourie,  Syracuse,  Chairman 

Ronald  A.  Andree,  New  York,  Vice-Chairman 

Charles  F.  Begg,  New  York 

Robert  Breault,  Schenectady 

Robert  E.  Fear,  Southampton 

William  G.  Hamilton,  New  York 

Antonio  F.  LaSorte,  Binghamton 

Harold  N.  Schwinger,  Brooklyn 

M.  Theodore  Tanenhaus,  Brooklyn 

Warren  A.  Lapp,  Brooklyn,  ex-officio 

Donald  J.  Fager,  New  York,  Executive  Secretary 

J.  Richard  Burns,  Lake  Success,  General  Counsel 

Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance 
and  Defense  Board 

Milton  Rosenberg,  Patchogue,  Chairman 

Ronald  A.  Andree,  New  York 

Allison  B.  Landolt,  Bronxville 

Herbert  Lourie,  Syracuse 

Harold  N.  Schwinger,  Brooklyn 

M.  Theodore  Tanenhaus,  Brooklyn 

Ralph  Hirschhorn,  Valley  Stream 

J.  Richard  Burns,  Lake  Success,  Legal  Advisor 

Donald  J.  Fager,  New  York,  Legal  Advisor 

TRUSTEES  COMMITTEES 
Investment 

Arthur  H.  Diedrick,  Port  Chester,  Chairman 
George  L.  Collins,  Jr.,  Buffalo 
David  Kershner,  Brooklyn 
Warren  A.  Lapp,  Brooklyn,  ex-officio 
Lynn  R.  Callin,  Rochester,  ex-officio 

Employees  Benefits  Plan 

Paul  M.  DeLuca,  Johnson  City,  Chairman 

Lynn  R.  Callin,  Rochester 

Ralph  S.  Emerson,  Roslyn  Heights 

Bernard  J.  Pisani,  New  York 

Henry  I.  Fineberg,  Lake  Success 

Edward  Siegel,  Lake  Success 

Eugene  S.  Dombrowski,  Lake  Success 
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Medical  Meetings 


Spring  meeting  in  Las  Vegas 

The  American  Academy  of  Pediatrics  will  he  host  at  a 
spring  session  meeting  in  Las  Vegas,  April  19  to  24. 

Congress  on  medical  education  set 
for  April  24  to  26 

The  76th  Congress  on  Medical  Education  will  he  held 
April  24-26  in  Chicago  (Palmer  House). 

Co-sponsors  of  the  Congress  are  the  American  Medical 
Association,  the  Association  for  Hospital  Medical  Educa- 
tion, and  the  Federation  of  State  Medical  Boards  of  the 
United  States. 

Theme  of  the  Congress  will  be:  Dilemmas  of  the  De- 
cade— Medical  Education  and  Licensure. 

Dr.  Donald  Kennedy,  vice  president  and  provost, 
Stanford  University,  former  commissioner  of  the  U.S.  Food 
and  Drug  Adminstration,  will  be  the  keynote  speaker  at  the 
opening  session.  Heading  a panel  on  generalism  and 
specialism  during  the  first  morning’s  program  will  be 
Norman  Cousins,  chairman  of  the  editorial  board,  Satur- 
day Review,  and  senior  lecturer  in  medical  humanities, 
University  of  Southern  California  at  Los  Angeles  School 
of  Medicine. 

Newton  Minow,  senior  partner  of  the  law  firm  of  Sidley 
and  Austin,  Chicago,  and  former  chairman  of  the  Federal 
Communications  Commission,  will  deliver  the  major  ad- 
dress of  the  second  day’s  session,  speaking  on  The  Regu- 
lation of  Medicine. 

Theodore  Cooper,  M.D.,  dean  at  Cornell  University 
Medical  Center,  former  Assistant  Secretary  for  Health  of 
the  U.S.  Department  of  Health,  Education,  and  Welfare, 
will  keynote  a session  with  an  address  on  Factors  Affecting 
Medical  Progress. 

Groups  of  distinguished  panelists  will  join  the  keynote 
speakers  in  expanding  on  various  aspects  of  the  convention 
theme  of  the  dilemmas  facing  medical  education  and  li- 
censure of  physicians. 

Appearing  with  Mr.  Cousins  will  be  William  D.  Holden, 
M.D.,  chairman  of  the  National  Board  of  Medical  Exam- 
iners; Herbert  A.  Holden,  M.D.,  past  president  of  the 
American  Academy  of  Family  Physicians,  and  John  M. 
Eisenberg,  M.D.,  of  the  University  of  Pennsylvania  School 
of  Medicine. 

A panel  on  Public  and  Professional  Perspectives  will 
include  Donald  S.  Winston,  M.D.,  chairman  of  the  former 
AMA  Resident  Physician  Section’s  Workshop  on  Cost 
Containment;  Robert  T.  Kelly,  M.D.,  chairman  of  the  AMA 
Council  on  Medical  Service;  Hugh  Tilson,  M.D.,  director, 
Department  of  Health  Services,  State  of  North  Carolina, 
and  Henry  G.  Cramblett,  M.D.,  dean,  Ohio  State  Univer- 
sity College  of  Medicine. 

On  the  panel  with  Mr.  Minow  will  be  Thomas  B.  Fer- 
guson, M.D.,  president,  Council  of  Medical  Specialty  So- 
cieties; E.  Harvey  Estes,  M.D.,  chairman,  Department  of 
Community  and  Family  Medicine,  Duke  University 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


Medical  Center;  Howard  G.  McQuarrie,  M.D.,  of  the  Utah 
Board  of  Registration;  John  H.  Morton,  M.D.,  past  presi- 
dent, Federation  of  State  Medical  Boards,  and  John  C. 
Sage,  M.D.,  of  the  Nebraska  Board  of  Medical  Licen- 
sure. 

The  panel  with  Dr.  Cooper  will  include  Robert  S.  Stone, 
M.D.,  dean  of  Texas  A & M College  of  Medicine,  Geoffrey 
Segar,  an  Indianapolis  attorney,  and  Walter  T.  Winslow, 
Jr.,  of  the  Bureau  of  Competition  of  the  Federal  Trade 
Commission. 

Congress  registrants  may  attend  all-day  workshops 
sponsored  by  the  Federation  of  State  Medical  Boards  of 
the  United  States  on  Wednesday,  April  23,  and  a 50th 
Anniversary  Symposium  on  Allied  Health  sponsored  by 
the  AMA  on  Friday  and  Saturday,  April  25  and  26.  A 
workshop  on  graduate  education  also  will  be  offered,  Friday 
afternoon,  April  25. 

Further  information  on  the  Congress  is  available  from 
the  office  of  Dr.  John  Fauser,  Group  on  Medical  Education, 
American  Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago, IL  60610. 

Long  Island  Jewish-Hillside  Medical  Center 
offers 

Bronchial  Asthma:  an  update 

“Bronchial  Asthma:  an  update”  will  be  presented 

Sunday,  May  4, 1980,  8:30  a.m.  to  4:30  p.m.,  in  the  Nurses 
Auditorium,  Queens  Hospital  Center,  82-68  164tb  Street, 
Jamaica,  New'  York,  11432. 

For  further  information:  F.  Khan,  M.D.,  Queens  Hos- 
pital Center,  82-68  164th  Street,  Jamaica,  New  York  11432; 
telephone:  (212)  990-2091. 

A clinical  day  in  ophthalmology 
retinal  vascular  disorders 

A clinical  day  in  “Ophthalmology  Retinal  Vascular 
Disorders”  will  be  held  on  May  14  at  the  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New' 
York  11042.  For  further  information  contact:  Continuing 
Education  Coordinator,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York  11042;  tele- 
phone (212)  470-2114. 

How  to  impair  speech  and  language 
in  children  without  even  trying 

On  Friday,  May  15,  the  Division  of  Otolaryngology  will 
present  “How  to  Impair  Speech  and  Language  in  Children 
Without  Even  Trying”  at  the  Auditorium  of  Jewish  Insti- 
tute for  Geriatric  Care,  Lakeville  Road,  New  Hyde  Park. 
Contact:  Continuing  Education  Coordinator,  Long  Island 
Jew'ish-Hillside  Medical  Center,  New  Hyde  Park,  New 
York  11042;  telephone  (212)  470-2114. 

Colposcopy  in  gynecologic  practice 

Co-sponsored  by  District  II  Junior  Fellows,  The  Amer- 
ican College  of  Obstetricians  and  Gynecologists  and  The 
Department  of  Obstetrics  and  Gynecology,  Long  Island 
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Jewish-Hillside  Medical  Center,  “Colposcopy  in  Gyneco- 
logic Practice”  will  be  offered  on  May  17  from  9:00  a.m.  to 
5:00  p.m.,  Teaching  Center,  Long  Island  Jewish-Hillside 
Medical  Center,  Lakeville  Road,  New  Hyde  Park,  New 
York;  telephone  (212)  470-2114.  Contact  Continuing 
Education  Coordinator  for  additional  information. 

Three-day  course  on  audiometry 
and  hearing  conservation  in  industry 

A three  day  intensive  course  will  be  offered  May  20-22, 
1980,  by  Rensselaer  Polytechnic  Institute  in  cooperation 
with  Albany  Medical  Center  Hospital  covering  the  prac- 
tical aspects  of  industrial  audiometry  and  hearing  con- 
servation. Course  content  meets  the  certification  re- 
quirements outlined  in  the  Occupational  Safety  and  Health 
Act  (OSHA). 

This  course  is  designed  for  nurses  and  technicians,  who 
are,  or  will  be,  responsible  for  hearing  conservation  pro- 
grams in  industry  and  government.  It  will  cover  such 
topics  as  basic  anatomy  of  the  ear,  causes  of  hearing  loss, 
hearing  protection  and  noise  control,  the  fundamentals  of 
acoustics,  audiometric  measurements  and  their  interpre- 
tation, and  the  medico/legal  aspects  of  hearing  loss. 

Instruction  will  consist  of  lectures,  films,  demonstra- 
tions, and  supervised  practicum  using  various  commercial 
audiometers.  The  course  will  be  taught  and  supervised 
by  members  of  the  sponsoring  institutions. 

Additional  information  may  be  obtained  by  contacting: 
Office  of  Continuing  Studies,  Rensselaer  Polytechnic  In- 
stitute, Troy,  New  York  12181;  telephone  (518)  270- 
6442. 

Fourth  annual  seminar  update 

“Reproductive  Endocrinolgy  and  Gynecology”  will  be 
sponsored  by  the  Department  of  Obstetrics  on  May  21  at 
the  Teaching  Center  Auditorium,  Long  Island  Jewish- 
Hillside  Medical  Center.  Contact  the  Continuing  Edu- 
cation Coordinator,  Office  of  the  Dean,  Long  Island  Jew- 
ish-Hillside Medical  Center,  New  Hyde  Park,  New  York 
1 1042;  telephone  (212)  470-2114. 

Ophthalmology  alumni  day 

The  Twelfth  Annual  Ophthalmology  Alumni  Day  of  the 
State  University-Kings  County  Hospital  of  Brooklyn,  New 
York,  will  be  held  on  Thursday,  June  5,  1980,  at  the 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York.  The  session  will  begin  at  9:00  a.m. 

For  further  information  write  to  Mrs.  Rita  Belsky,  State 
University  of  New  York,  Downstate  Medical  Center,  Box 
58,  450  Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Human  mutation:  biological  and  population 
aspects 

The  1 1th  Birth  Defects  Institute  Symposium  will  be  on 


September  22-23,  1980,  Albany,  New  York. 

Prominent  geneticists  will  discuss  such  topics  pertinent 
to  human  mutation  as  the  neutralist-selectionist  contro- 
versy, measurement  of  mutation  rates,  and  documentation 
of  X-linked  mutants. 

Address  inquiries  to:  Ian  H.  Porter,  M.D.,  Director, 
Birth  Defects  Institute,  New  York  State  Health  Depart- 
ment, Rockefeller  Empire  State  Plaza  Tower,  Albany,  New 
York  12237. 

American  Society  for  Surgery  of  the  Hand 

“Workshop:  Reconstructive  Hand  Surgery”  will  be 

presented  by  the  American  Society  for  Surgery  of  the  Hand 
October  10  to  12  in  New  York  City. 

For  information  on  all  of  the  above,  contact:  AMERI- 
CAN SOCIETY  FOR  SURGERY  OF  THE  HAND,  2600 
South  Parker  Road,  Suite  132,  Aurora,  Colorado  80014; 
telephone  (303)  755-4588. 

66th  annual  Clinical  Congress 

The  66th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  October  19  to  24  in  Atlanta, 
Georgia. 

For  further  information  on  the  Clinical  Congress,  con- 
tact: Edwin  W.  Gerrish,  M.D.,  F.A.C.S.,  Assistant  Di- 
rector, American  College  of  Surgeons,  55  E.  Erie  St.,  Chi- 
cago, IL  60611. 

American  Medical  Association  to  hold 
fourth  national  conference 
on  the  impaired  physician 

The  Fourth  National  Conference  on  the  Impaired 
Physician  is  scheduled  for  October  29-November  1 in 
Baltimore,  MD.,  (Lord  Baltimore  Hotel). 

Sponsored  by  the  American  Medical  Association  De- 
partment of  Mental  Health  in  cooperation  with  the  Med- 
ical and  Chirurgical  Faculty  of  Maryland,  the  conference 
will  focus  on  all  aspects  of  impairment,  including  preven- 
tion. 

Special  emphasis  will  be  given  to  medical  students, 
residents,  women  physicians,  senile  physicians,  and  the 
medical  marriage. 

Conference  participants  will  meet  both  in  plenary  ses- 
sions and  in  discussion  groups.  Topics  to  be  addressed 
include:  case-finding,  confrontation,  treatment  issues, 

re-entry  problems,  legal  aspects  of  impairment,  hospital 
and  medical  society  programs,  student  and  resident  well- 
being, curriculum  development  and  auxiliary  programs. 
Evening  sessions  will  include  a meeting  of  the  International 
Doctors  in  Alcoholics  Anonymous;  sessions  on  epidemiol- 
ogy, family  dynamics,  and  coping  with  practice  stress;  and 
support  groups  for  students  and  residents. 

Further  information  is  available  from  the  Department 
of  Mental  Health,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  IL  60610. 
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Administration 
is  free  when  your 
retirement  plan  account 
is  at  Paine  Webber. 


Paine  Webber  offers  the 
following  free  services  to  clients  with  qualified 
retirement  plan  accounts: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 
Certification  of  Schedule  B 5500  Series  Tax  Returns. 
Annual  Participation  Benefit  Statement. 

Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 
Preparation  of  EBS-1  Report  and  Summary  Plan  Description  for 

Department  of  Labor. 

Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Coip. 

Similar'  Services  for  Defined  Contribution  Plans,  Keogh  and  IRA’s. 

If  you  are  interested  in  learning  more  about  our  free 
administrative  package  for  qualified  plans,  please 
call  Gus  Mezzetta  at  (516)  747-5180  or  (212)  895-3232. 


Thank  you 
PaineWebber 
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Books  Reviewed 


Hematology  and  Oncology.  Topics  in  Pediatrics  1. 

Edited  by  P.  H.  Morris  Jones,  M.B.,  B.S.,  F.R.C.P.  Kent, 
England,  Pitman  Medical  Publishing  Co.  (Distributed  in 
the  U.S.  by  University  Park  Press)  Illustrated,  156  pages. 
Hardcover,  $24.50. 

This  small  volume  presents  some  of  the  latest  progress 
in  the  area  of  childhood  cancer.  It  is  the  proceedings  of  a 
British  conference  held  in  October,  1978,  and  suffers  from 
the  usual  problems  of  such  a volume,  in  particular  omis- 
sions and  repetitions.  Much  of  the  material  presented  is 
probably  already  familiar  to  pediatric  oncologists  and  there 
is  often  not  enough  detail  to  actually  manage  a patient,  but 
the  conciseness  and  easy  readability  makes  it  a valuable 
addition  to  the  library.  In  general,  it  is  very  well  ref- 
erenced. The  general  pediatrician  or  the  adult  oncologist 
who  wants  the  latest  information  on  the  prognosis  and 
treatment  modalities  for  the  more  common  childhood 
malignancies  will  find  this  review  excellent.  The  excessive 
number  of  typographical  errors  is  a tolerable  nuisance. 

The  book  includes  sections  on  epidemiology,  general 
principles  of  management,  supportive  care,  and  psycho- 
social problems,  as  well  as  sections  devoted  to  individual 
tumors.  It  includes  excellent  reviews  of  the  newer  concepts 
of  subclassification  of  the  leukemias  and  of  endocrine 
function  in  children  treated  for  cancer.  Some  areas  which 
have  been  omitted  include:  the  use  of  bone  marrow 

transplantation  for  acute  myelogenous  leukemia;  the  use 
of  the  newer  diagnostic  tools,  particularly  as  possible  al- 
ternatives to  staging  laparotomy  for  Hodgkin’s  disease;  a 
discussion  of  non-Hodgkin’s  lymphoma;  a more  extensive 
discussion  of  complications  and  late  sequelae  of  treatment. 
In  general,  however,  it  is  unusual  for  a volume  as  small  and 
readable  as  this  one  to  contain  as  much  useful  information. 
Eva  Radel,  M.D. 

Pancreatitis.  By  Peter  A.  Banks,  M.D.  (Volume  1 in 
the  Series:  Topics  in  Gastroenterology.)  New  York, 
Plenum  Medical  Book  Company,  1979.  Illustrated,  236 
pages.  Cloth,  $22.50. 

In  this  spare  but  brilliant  volume,  Dr.  Peter  A.  Banks 
brings  his  multifaceted  expertise  in  the  field  of  pancreatitis 
to  our  ready  disposal.  He  does  everything  he  promises  in 
the  preface,  and  more.  There  is  careful  and  succinct  cor- 
relation of  clinical  and  basic  concepts  with  numerous  point 
by  point  references  to  relevant  literature.  Clinical  aspects 
of  management  of  pancreatitis,  acute  or  chronic,  compli- 
cated or  not,  surgical  and  medical,  are  masterfully  covered. 
Diagnostic  approaches  and  therapeutic  alternatives  are 
beautifully  summarized  with  explicit  recommendations 
and  the  reasons  therefor.  The  whole  volume  is  laid  out  in 
easy  to  read  and  inviting  fashion,  with  a table  of  contents 
that  facilitates  quick  reference  to  specific  items  of  in- 
terest. 

Dr.  H.  M.  Spiro’s  forward  introduces  the  hook  as  the  first 
in  a series  of  “Topics  in  Gastroenterology”;  clinicians,  stu- 
dents, and  even  researchers  will  find  this  first  volume 
helpful  indeed.  The  choice  of  Dr.  Banks  as  lead  off  author 


in  the  projected  series  is  quite  evidently  a masterful  stroke. 
He  has  handled  his  assignment  with  an  eclat  that,  hope- 
fully, will  inspire  those  who  follow  to  compare  excellence. 

Alfred  P.  Ingegno,  M.D.,  F.A.C.P. 

Tumors  of  the  Head  and  Neck.  Clinical  and  Patho- 
logical Considerations.  Second  edition.  By  John  G. 
Batsakis,  M.D.  Baltimore,  Md.,  The  Williams  and  Wilkins 
Company,  1979.  Illustrated,  573  pages.  Hardcover, 
$46. 

Dr.  John  G.  Batsakis,  professor  of  pathology,  University 
of  Michigan  Medical  School,  Ann  Arbor,  has  published  this 
valuable  work  for  head  and  neck  surgeons  and  their  stu- 
dents who  would  seek  to  learn  or  review  the  pathological 
basis  of  their  specialty. 

Many  fine  illustrations  are  included  which  clearly  depict 
the  various  pathological  processes  involved.  The  subject 
matter  covers  the  whole  gamut  of  head  and  neck  tumors 
and  cysts,  including  not  only  the  common  lesions  but  also 
the  rare  and  unusual  making  it  an  excellent  source  for  in- 
formation concerning  difficult  problems.  Clinical  corre- 
lation and  therapeutic  indications  are  also  included.  The 
references  listed  at  the  end  of  each  chapter  are  unusually 
complete  and  up  to  date.  This  book  belongs  in  the  library 
of  anyone  practicing  in  the  head  and  neck  area  and  will  be 
of  value  not  only  to  pathologists  but  to  surgeons,  otolar- 
yngologists, radiologists,  and  oral  surgeons.  H.  Robert 
Freund,  M.D. 

Choices:  Realistic  Alternatives  in  Cancer  Treatment. 

By  Marion  Morra  and  Eve  Potts.  New  York,  Avon  Books, 
1980.  Paperback,  800  pages.  Price,  $8.95. 

This  book  bridges  the  initial  gap  between  the  technical 
knowledge  of  the  physician  and  that  knowledge  essential 
for  patient  understanding.  It  is  written  in  a clear,  readable 
format  which  should  make  for  patient  acceptance.  The 
material  presented  is  accurate,  concise,  and  up  to  the 
minute.  My  only  reservation  is  the  large  size — but  this  is 
unavoidable  with  so  much  material  to  discuss.  Robert  J. 
O’Connor,  M.D. 

Drugs  and  the  Aged.  By  William  D.  Poe,  M.D.,  F.A.C.P., 
and  Donald  A.  Holloway,  B.S.,  Pharm.D.  New  York, 
McGraw-Hill  Book  Company,  1980.  Paperback,  209 
pages. 

The  great  increase  in  the  population  of  the  elderly  (65 
to  over  100  years  old)  during  the  remainder  of  this  century 
will  result  in  a corresponding  need  for  ambulatory,  hospital, 
and  long  term  care  facilities.  It  will  increasingly  tax  the 
technical  skills  as  well  as  general  medical  care  of  physicians 
and  other  health  care  providers  as  well  as  the  economic 
resources  of  the  world  to  a degree  not  generally  appreciated 
as  yet. 

The  problems  will  he  innumerable,  but  one  of  impor- 
tance is  the  use  of  medications.  Most  patients  over  65  have 
not  one  disease  hut  several;  sometimes  as  many  as  10  or 
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more.  These  require  a wide  variety  of  treatments  in- 
cluding multiple  drugs.  Patients  are  now  seen  who  are 
taking  20  or  more  medications.  Analysis  often  demon- 
strates that  many  of  these  are  unnecessary,  duplicated,  or 
adversely  interactive.  They  are  often  accumulated  as  the 
patients  drift  from  one  physician  to  another  without  having 
a primary  physician  to  weigh  the  need  for  each  new  drug. 
Many  physicians  are  not  yet  fully  keyed — into  the  com- 
plications of  pharmacokinetics,  metabolism  and  interac- 
tions as  it  relates  to  the  aging  process  with  its  factors  such 
as  the  decreased  effectiveness  of  the  immune  system  and 
minute  vessel  atherothrombosis  involving  key  organs. 

Unfortunately,  the  word  “drugs”  has  come  to  have  two 
meanings  in  recent  years — one,  the  use  of  drugs  which  are 
used  as  abnormal  excitants,  habit  forming,  generally  hard 
core,  or  “highs  or  lows.”  The  other,  medications  for  the 
treatment  of  the  symptoms,  the  prevention  or  the  care  of 
specific  diseases.  It  becomes  necessary  to  clearly  differ- 
entiate what  drugs  are  being  discussed  even  though  some 
of  the  same  drugs  may  be  used  for  both  major  purposes. 
This  book  is  directed  at  the  use  of  medications  for  the  latter 
purposes,  listed  above.  The  authors  are  both  experienced 
and  have  worked  closely  together  for  some  years  in  the 
Methodist  Retirement  Homes  in  Durham,  North  Carolina, 
where  Dr.  Holloway  is  the  pharmacist  as  well  as  at  the  Duke 
University  Hospital — Dr.  Poe  is  Chief  of  Intermediate 
(Geriatric)  Medicine,  Veterans  Administration  Medical 
Center,  Salem,  Virginia,  and  associate  professor  of  medi- 
cine at  the  University  of  Virginia  Medical  School.  The 
authors  have  compiled  a thoroughly  practical  clinical  tool 
for  almost  all  physicians  to  keep  at  their  elbow  during  this 
period  of  rapid  therapeutic  and  population  change. 

Chapters  include,  How  Drugs  Work,  Undesirable  Drugs, 
and  separate  chapters  dealing  with  the  major  diseases  and 
the  systems  affected.  The  increasing  importance  of  the 
well  trained  pharmacist  as  a member  of  the  health-care 
team  is  correctly  emphasized.  It  is  no  longer  possible  for 
the  physician  alone  to  remain  au  courant  with  the  new 
pharmacological  developments  and  recognition  of  this  will 
avoid  mistakes  which  may  lead  to  added  problems  in- 
cluding medicolegal  ones.  Tables,  charts,  and  suggested 
charting  outlines  add  to  the  value  of  this  useful  guide.  It 
is  pocket-sized  for  easy  reference  and  inexpensive  which 
is  refreshing  in  this  era  of  medical  monolithic  tomes. 
Irving  S.  Wright,  M.D. 


Screening  in  Cancer.  Edited  by  A.  B.  Miller,  M.D. 
Geneva,  Switzerland,  International  Union  Against  Cancer, 
1978.  UICC  Technical  Report  Series,  Volume  40.  Pa- 
perback, 998  pages.  Price,  Swiss  Francs  20.00  (Available 
from  above  at  3 Rue  du  Conseil-General,  Geneva,  1205). 

'Phis  book  is  a report  of  the  U.I.C.C.  International 
Workshop  held  in  Toronto,  Canada,  in  1978.  A number 
of  outstanding  epidemiologists  in  the  world  participated 
under  the  guidance  of  Dr.  A.  B.  Miller,  the  Director  of 
Preventive  Medicine,  the  University  of  Toronto.  The 
report  is  a compilation  of  the  results  of  a critical  assessment 
of  cancer  screening  programs,  mainly  from  an  epidemio- 
logical viewpoint.  It  may  serve  as  a guide  to  the  planning 
and  organization  of  other  screening  programs. 

A major  reason  for  a screening  approach  is  the  growing 
realization  that  present  methods  for  preventing  and 
treating  many  cancers  are  likely  to  remain  unsatisfactory 
for  the  foreseeable  future. 

The  best  example  of  the  value  of  screening  is  shown  by 
diminution  in  incidence  and  marked  decline  in  mortality 
of  cervical  cancer.  The  use  of  the  cytological  smear  has  led 
to  an  understanding  of  the  pathogenesis  of  cancer  by  the 
study  of  precancerous  lesions  and  the  progression  to  in  situ 
cancer. 

The  consensus  of  opinion  on  the  value  of  mammography 
for  the  diagnosis  of  occult  breast  cancer  is  that  the  ad- 
vantages far  outweigh  any  disadvantages.  The  Mayo 
Clinic  Lung  Project  consists  of  screening  for  lung  cancer 
by  four-monthly  testing  of  high  risk  subjects  by  chest  ra- 
diography and  sputum  cytology.  With  this  method  the 
majority  of  lung  cancers  are  detected  while  they  are  still 
asymptomatic  and  resectable  for  cure. 

In  colorectal  cancer,  an  important  point  was  brought 
forth  from  the  screening  of  hundreds  of  patients:  occult 
blood  can  be  found  in  90  percent  of  asymptomatic  patients 
with  invasive  colorectal  cancer;  in  noninvasive  lesions  the 
percentage  was  considerably  lower.  The  finding  of  blood 
in  the  stool  was  an  indication  for  colonoscopy. 

The  report  is  practical,  for  example,  stomach  cancer 
screening  is  successful  in  Japan  but  inappropriate  in 
Australia  and  America  where  the  incidence  is  low. 

The  book  should  be  in  the  library  of  physicians  and 
agencies  involved  with  cancer  control.  Leonard  B. 
Goldman,  M.D.,  F.A.C.R. 
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Hirschman,  S.  Z.:  Biologia  molecular  del  virus  del  hep- 
atitis B,  New  York  State  J.  Med.  80:  729  (April)  1980. 

Le  virus  del  hepatitis  B es  un  virus  human  unic  per  que 
un  polymerasa  dependente  del  “DNA”  es  contenite  in  le 
centro  del  virus.  Generalmente,  le  patientes  infectate  con 
le  virus  del  hepatitis  B pote  recovrar  se  ben.  Nonobstante, 
le  infection  viral  chronic  o le  hepatitis  chronic  frequen- 
temente  conduce  al  cirrhosis.  In  alicun  regiones  geo- 
graphic, le  hepatitis  B es  associate  a un  carcinoma  hepa- 
tocellular primari.  Le  centro  del  virus  del  hepatitis  B 
etiam  contiene  un  base  circular  de  3200  pares  de  DNA  que 
es  unite  formante  un  sol  catena  de  15  a 45  pro  cento  de  su 
longitude.  Le  reproduction  del  genoma  del  virus  del 
hepatitis  B ha  permitite  le  studio  detaliate  del  proprietate 
del  DNA  viral  e pote  facilitar  le  production  de  vaccinas 
protective. 

Bergevin,  P.  R.:  Carcinomatose  meningeal.  New  York 
State  J.  Med.  80:  732  (April)  1980. 

Como  resultato  del  superviventia  de  multe  patientes  con 
tumores  solide,  le  frequentia  del  carcinomatose  meningeal 
(CM)  ha  augmentate  in  le  ultime  annos.  Le  evalutation 
del  signos  e symptomas  del  CM  e su  diagnose  temprane 
facilita  le  tractamento  prompte  con  le  radiation  de  tote  le 
cerebro  e le  methotrexato  intrathecal,  ben  que  le  supervi- 
ventia integral  es  breve.  Le  tractamento  prophylactic  del 
systema  nervose  central,  in  patientes  seleccionate,  pote 
servir  pro  reducer  le  frequentia  de  iste  morbo;  es  sperate 
le  disveloppamento  de  agentes  therapeutic  nove. 

Meleka,  F.  M.,  e Calame,  R.  J.:  Cancer  del  collo  uterine; 
parametros  relationate  al  fallimento  del  radiotherapia. 
New  York  State  J.  Med.  80:  734  (April)  1980. 

Le  records  de  82  casos  de  carcinoma  del  collo  uterine 
tractate  con  radiotherapia  esseva  revistite  pro  evalutar  le 
causas  del  fallimento  de  iste  tractamento.  Le  radio- 
therapia radical  del  cancer  del  cervix  generalmente  es  facite 
in  un  curso  de  phases  successive,  principalmente  radiation 
externe  seguite  de  insertion  de  radium,  e depost  seguite  de 
un  refortio  radiotherapic  parametrial.  Iste  phases  dif- 
ferente  esseva  considerate  como  parametros  separate  e 
esseva  studiate  pro  observar  le  impacto  del  variation  del 
resultatos  therapeutic.  Un  systema  de  dosage  es  progra- 
mate  pro  demonstrar  le  preparation  de  iste  parametros  pro 
obtener  resultatos  optime.  Per  cata  studio  del  morbo  ha 
un  varierate  de  doses  de  radiation  e etiam  mg/hora  de  ra- 
diation implantate.  Un  nivello  minime  de  dosification  per 
cata  parametro  debe  applicar  se  in  cata  studio  per  obtener 
un  controlo  effecti  ve  del  morbo.  Un  nivello  maxime  es 
etiam  suggerite;  plus  elevate  que  iste  nivello,  proba- 
bilemente  non  resultara  in  un  melioramento  del  proportion 
de  curationes,  mais  le  risco  de  morbiditate  es  augmentate. 
I n plus,  le  tractamento  per  supra  le  nivello  maxime  in  ali- 
cun de  iste  parametros  pote  comprometer  le  nivello  del 
altere  tractamento.  Un  equilibrium  inter  le  dose  de  ra- 
diation donate  a certe  punctos  intra  le  pelvis  desde  un  ra- 
diation externe  e le  dose  donate  per  le  radium  debe  esser 
obtenite.  Le  mg/hr  de  radium  desde  2 punctos  de  insertion 
e le  dotal  del  doses  calculate  e donate  al  punctos  A e B es 
parametro  s separate  que  conjunctemente  adjuta  a pro- 
portionar  guidas  per  un  tractamento  optime.  Le  revision 
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del  dose  de  radiation  e le  curso  clinic  suggere  que  le  nivello 
del  dose  pro  radiation  pelvis  externe  administrate  ante  le 
radium  debe  variar  de  accordo  al  stadio  del  morbo. 

Fruchter,  R.  G.,  Boyce,  J.,  e Hunt,  M.:  Cancer  invasive 
del  cervix;  fallimentos  del  prevention.  I.  Cytologia  Pap 
previe  e opportunitates  pro  selection,  New  York  State  J. 
Med.  80:  740  (April)  1980. 

Novanta-septe  (97)  feminas  urbane  de  ingressos  basse 
con  cancer  invasive  del  cervix  esseva  interviuwate  supra 
su  cytologia  Pap  (Papanicolaou)  e su  antecedentes  medic. 
In  52  pro  cento  non  habeva  cytologia  previe,  e in  62  pro 
cento  non  habeva  iste  examination  durante  5 annos  prev- 
iemente.  Le  absentia  de  cytologia  previe  esseva  plus  fre- 
quente  intra  le  feminas  de  plus  etate.  Vinti-cinque  (25) 
feminas  esseva  hospitalisate  44  vices  per  causas  non 
gynecologic  durante  le  10  annos  ante  del  prime  signos  del 
morbo;  mais  solmente  18  habeva  le  cytologia  Pap.  Cin- 
quanta  pro  cento  del  feminas  esseva  tractate  medicmente 
in  forma  regular  durante  le  5 annos  previe;  mais,  59  pro 
cento  non  habeva  le  cytologia  Pap.  In  le  communitate  de 
ingressos  basse  debe  facer  se  programas  nove  pro  le  studio 
del  cancer  cervical  e iste  debe  esser  localisate  in  hospitales 
e centros  ambulatori  donde  le  feminas  recipe  attention 
medic  acute. 

Pillari,  V.  T„  Gandhi,  J.,  Doyle,  B„  e Widhalm,  M.: 

Pregnantia  in  adolescentes  (13  a 19  annos  de  etate — 
“teenagers”);  resultatos  preliminari  in  un  unitate  de  at- 
tention special,  New  York  State  J.  Med.  80:  746  (April) 
1980. 

Le  resultatos  i,emprane  in  un  unite  de  attention  special 
de  adolescentes  pregnate,  in  un  hospital  municipal  grande, 
es  reportate.  Un  total  de  182  patientes  esseva  registrate 
in  un  clinica  vespertine  special.  De  iste  patientes,  139 
esseva  seguite  hasta  le  parto.  Deceduo  (12)  patientes  es- 
seva transferee  al  unitate  de  attention  pro  risco  elevate; 
iste  es  describite  separatemente,  lassante  un  gruppo  de  127 
patientes  tractate  in  le  clinica  per  le  adolescentes.  Le 
clinica  esseva  preparate  pro  satisfacer  le  necessitate  special 
del  “teenagers”,  e esseva  dirigite  per  2 obstetrices  certifi- 
cate infra  le  supervision  directe  de  obstetricos.  Le  pro- 
posito  del  clinica  esseva  haber  le  parto  temprane  con  le 
attention  medic  complete  quando  le  patiente  debeva 
continuar  su  education,  e etiam  proportionar  consilio  in- 
dividual o de  gruppo  pro  alleviar  le  problemas  social  o fi- 
nanciari.  Un  revision  temprane  del  programa  revelava  que 
circa  del  85  pro  cento  del  patientes  esseva  17  annos  o minus 
de  etate,  e que  le  majoritate  esseva  non  sposate,  o esseva 
pregnate  per  le  prime  vice.  Le  majoritate  del  patientes  (92 
pro  cento)  recipeva  attention  prenatal  ante  del  28  septi- 
manas  del  pregnantia,  e habeva  un  total  de  6 o plus  visitas 
prenatal.  Le  instruction  nutritional  intensificate  e le 
supporto  prenatal  resultava  in  un  frequentia  total  de 
anemia  solmente  in  5 pro  cento  del  casos;  e un  frequentia 
de  toxemia  in  solmente  4.2  pro  cento  e un  promedio  de 
incremento  del  peso  de  20  a 30  libras.  Altere  parametros 
de  interes  esseva  le  frequentia  de  operationes  cesaree  (10 
pro  cento);  le  frequentia  de  peso  basso  (6.5  pro  cento)  e le 
frequentia  total  de  abnormalitates  congenital  (3.2  pro 
cento).  In  iste  studio  habeva  solmente  un  morte  perinatal 


e no  mortes  materne.  Medicmente,  iste  patientes  repre- 
sentava  un  grupp  de  basso  risco  con  rispecto  al  futur  del 
pregnant  ia  quando  le  attention  es  adequate  e le  altere 
problemas  del  pregnantia  del  “teenagers”  es  attendite. 
Naturalmente,  ie  autores  non  recomraenda  le  pregnantia 
a iste  etate,  mais  crede  que  le  approche  a iste  problema 
debe  esser  con  multe  attention  e sopporto. 

Feigenson,  J.  S.,  e McDowell,  F.:  Rehabilitation  depost 
accidente  vasculocerebral  (“stroke”);  alternativas  thera- 
peutic, New  York  State  J.  Med.  80:  752  (April)  1980. 

Le  medicos  es  plus  e plus  cogniscente  del  valor  del  re- 
habilitation pro  magnificar  le  retorno  functional  depost  un 
accidente  vasculari  cerebral.  In  iste  articulo  es  revistite 
le  efficatia,  le  beneficios  e le  costo  de  iste  typo  de  attention 
holistic  (integral)  del  patiente.  Etiam  es  describite  le  varie 
alternativas  therapeutic  depost  le  “stroke”. 

Grumet,  G.  W.:  Alcoholicos  abstinente;  le  momento  del 
veritate,  New  York  State  J.  Med.  80:  757  (April)  1980. 

In  iste  articulo  es  examinate  le  eventos  que  accompania 
al  alcoholico  abstinente  que  retorna  a biber.  Per  iste  stato, 
le  nomine  “profilo  del  bibedor”  (“binge  profile”)  ha  essite 
suggerite.  Ben  que  le  abstinentia  complete  es  le  proposito 
usual  pro  le  majoritate  del  alcoholicos,  multe  de  dies  re- 
torna al  bibita  como  un  scappamento  de  stress  interne  o 
externe.  Un  revision  de  varie  patientes  psychiatric  que 
retornava  al  bibita  indicava  4 themas  como  causante  de  iste 
retorno  a biber:  seclusion  emotional,  proximitate  a fontes 
previe  de  alcohol,  disruption  del  homeostasis  psychologic, 
e fallimento  del  systemas  personal  de  advertent  ia.  Un 
elucidation  del  "binge  profile”  in  cata  patiente  offer  un 
synopsis  de  eventos  psychologic  relevante  e etiam  pro- 
portiona  indicios  importante  pro  le  prognose  e le  strategia 
therapeutic. 

Rajkumar,  S.,  St.  John,  A.,  Laude,  T.  A.,  Reddy,  R.  K., 
Rao,  A.  B.,  e Rajagopal,  V.:  Infestation  parasitari  gas- 
trointestinal in  le  population  urban.  New  York  State  J. 
Med.  80:  763  (April)  1980. 

Le  typo  de  infestation  parasitic  gastrointestinal  trovate 
in  un  population  urban  pediatric  ambulatori  esseva  stu- 
diate.  Un  total  de  399  parasitos  gastrointestinal  esseva 
identificate  durante  un  periodo  de  12  menses.  De  iste,  286 
esseva  pathogenic  e 113  non  pathogenic.  Le  Trichuris 
trichura,  Giardia  lamblia,  Ascaris  lumbricoides  e le 
Strongyloides  (Necator  americanus,  Ancylostoma  duo- 
denale  “Hookworms”)  representava  le  94  pro  cento  del 
parasitos  pathogenic  que  esseva  trovate.  Dolor  abdominal 
e vomitos  esseva  le  symptomas  plus  frequentemente  ob- 
servate.  Nonobstante,  non  habeva  differentias  statistic 
significative  in  quanto  al  symptomas  gastrointestinal  inter 
le  patientes  infestate  e ille  del  gruppo  de  controlo.  In  le 
tractamento  de  iste  patientes,  le  prime  e le  seconde  linea 
de  drogas  esseva  selecctionate  appropriatemente  solmente 
in  le  49  pro  cento  del  casos.  Un  medicamento  inappro- 
priate o no  tractamento  esseva  usate  en  26  e 85  pro  cento, 
respectivemente,  e frequentemente  quando  plus  que  un 
parasito  esseva  identificate.  Le  necessitate  de  un  docu- 
mentation plus  complete  relationate  con  viages  recente, 
recurrentias  e su  tractamento,  studio  del  familiares  e ie 
observation  posterior  adequate  esseva  facite.  In  iste 
reporto  es  emphatisate  le  necessitate  de  saper  le  existentia 
de  infectiones  parasitari  in  populationes  urban;  etiam  es 
signalate  le  necessitate  de  meliorar  le  qualitate  del  atten- 
tion medic  in  quanto  al  tractamento. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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13,000  handicapped  students.  But 
there  are  a lot  more  out  there  who 
need  our  help. 

You  know whothey  are.  In  your 
work  you  come  across  students 
who  are  blind,  dyslexic  or  physically 
unable  to  handle  books.  These  are 
the  students  we  help.  Since  they 
cannot  read  their  textbooks,  we 
do  it  for  them.  On  tape.  And  we  send 
the  tapes  to  the  students  free  of 
charge. 

All  we  want  you  to  do  is  tell 
eligible  students  about  us.  Have 
them  contact: Student  Services,  RFB, 

Inc.,  215  East  58th  Street,  N.Y.,  N.Y. 

10022,  (212)  751-0860.  We’ll  take  it 
from  there. 

It’s  such  a little  thing  to  ask. 

Recording  for  the  Blind,  Inc. 

an  educational  lifeline. 

Recording  for  the  Blind  is  a non-profit  organization 
All  contributions  are  tax  deductible 
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Letters  to  the  Editor 


Subspecialty  advertisement 
and  board  certification: 
an  analysis  of  the  yellow  pages 

To  the  Editor:  One  of  the  best  known  and  most  compre- 
hensive sources  of  consumer  information  is  the  Yellow 
Pages.  Physicians  are  increasingly  using  the  Yellow  Pages 
as  a means  of  communicating  not  only  their  addresses  and 
phone  numbers  but  also  information  about  the  types  of 
practice  and  kinds  of  services  rendered.  In  addition  to 
providing  the  traditional  alphabetical  listing,  the  New  York 
Telephone  Company  Yellow  Pages  also  includes  an  addi- 
tional section  entitled  “Physicians  and  Surgeons  Grouped 
by  Practice,”  with  the  following  proviso: 

The  following  doctors  have  arranged  to  list  them- 
selves by  the  field  of  medicine  to  which  they  limit  their 
practice.  Some  doctors  choose  not  to  include  such  a 
listing,  although  fully  qualified  to  do  so. 

In  general,  the  headings  of  the  various  groupings  fol- 
low the  classification  of  Board  specialties  and  sub- 
specialties. It  should  be  noted  that  other  than  verifi- 
cation of  the  existence  of  a New  York  State  license 
there  is  no  review  of  physicians’  credentials  by  the 
compilers  of  the  Yellow  Pages.  Thus  it  is  possible  for 
a physician  to  list  himself  as  a specialist  in  a field 
where  he  has  no  credentials  or  qualifications. 

Manhattan 

The  Manhattan  Yellow  Pages  contains  one  of  the  largest 
listings  of  physicians  in  the  country.  Over  5,000  of  the 
9,700  Manhattan  practitioners  are  listed  in  the  1979-80 
Yellow  Pages.  Approximately  1,250  of  these  5,000  also  list 
themselves  by  specialty.  F urthermore,  the  precentage  of 
physicians  listed  in  the  Yellow  Pages  choosing  to  list 
themselves  also  by  specialty  has  been  increasing:  1977-78 
Yellow  Pages,  16  percent;  1978-79,  18  percent;  1979-80, 
24  percent. 

The  number  of  listings  in  each  of  34  specialty  classifi- 
cation varies  greatly  ranging  from  2 in  anesthesiology,  9 in 
family  practice,  to  124  in  OB/GYN,  1 15  in  plastic  surgery, 
156  in  ophthalmology,  and  187  in  psychiatry. 

Subspecialty  listing  and  board  certification 

Using  recent  New  York  State  Medical  Society  directories 
and  various  national  directories  as  sources  of  information, 
an  analysis  was  made  of  the  physicians  listing  themselves 
in  the  1978-79  Yellow  Pages  according  to  the  nine  sub- 
specialties of  internal  medicine  (including  the  allergy  and 
immunology  subspecialty)  to  determine  the  proportion 
with  board  certification.  Of  the  98  physicians  listing 
themselves  as  subspecialists  in  internal  medicine,  ap- 
proximately one  out  of  four  do  not  have  board  certification 
in  internal  medicine  (or  in  pediatrics  in  the  case  of  allergy 
and  immunology).  In  addit  ion,  62  percent  of  those  listed 
do  not  have  certification  in  their  respective  subspecialty 
board.  It  should  be  pointed  out  t hat  I he  number  of  phy- 
sicians listed  under  internal  medicine  subspecialties  in  the 


Yellow  Pages  is  only  about  23  percent  of  the  total  number 
of  board  certified  subspecialists  practicing  in  Manhattan. 
However,  due  to  the  large  concentration  of  medical  schools 
in  Manhattan,  it  is  probably  that  many  of  the  subspeci- 
alists not  listed  in  the  Yellow  Pages  are  academically  based 
and  not  engaged  in  private  practice. 

There  is,  of  course,  no  standard  means  by  which  to  de- 
termine whether  the  proportion  of  board  certification  is 
high  or  low.  However,  in  light  of  the  increasing  and  per- 
missible use  of  advertisement,  the  question  arises  whether 
professional  associations  and  consumer  groups  should  not 
promote  the  development  of  additional  information  that 
will  enable  the  consumer  to  make  a more  informed 
choice. 

MARTIN  A.  STROSBERG,  Ph.D.,  M.P.H. 

Assistant  Professor 
Graduate  School  of  Public  Administration 
New  York  University 
New  York,  New  York  10003 


Correct  placement  of  endotracheal  tubes 

To  the  Editor : I wish  to  congratulate  you  on  publishing 
the  article  “Correct  Placement  of  Endotracheal  Tubes.”* 
I too  use  this  method  and  believe  it  to  be  valuable. 

There  are  several  areas  that  I wish  to  comment  on: 

1 ) Although  the  authors  point  out  that  it  may  be  dif- 
ficult to  palpate  the  cuff  in  a very  obese  patient  with  a short 
neck,  this  is  the  very  patient  in  whom  every  effort  must  be 
made  to  confirm  tube  placement  since  fluoroscopic  ex- 
amination has  revealed  vertical  recoil  movement  of  the 
carina  on  expiration  in  the  grossly  obese  patient  to  be  twice 
that  in  the  patient  of  normal  weight.  Thus  a tube  at  the 
level  of  the  carina  in  the  grossly  obese  patient  may  enter 
the  right  main  bronchus,  especially  when  the  patient  is 
placed  in  the  Trendelenburg  position  and  pads  and  re- 
tractors in  the  peritoneal  cavity  are  contributory  factors. 
Thus  every  effort  should  be  expended  to  attempt  to  palpate 
the  cuff  in  the  short -necked  obese  individual. 

2)  The  geriatric  patient  with  a rigid  tracheal  wall  may 
prevent  successful  application  of  this  method. 

3)  Even  with  satisfactory  palpation  of  the  endotracheal 
tube  cuff,  one  should  be  aware  of  the  possibility  of  the  tube 
being  displaced  downwards  by  improper  taping  techniques. 
The  cuff  should  always  be  palpated  again  following 
taping. 

4)  I have  personally  experienced  one  case  where  a cuff 
could  be  palpated  in  the  suprasternal  notch,  but  chest  x-ray 
revealed  that  the  tip  of  the  endotracheal  tube  was  in  the 
right  mainstem  bronchus.  The  reason  for  this  turned  out 
to  be  old  healed  pulmonary  tuberculosis  with  severe 
scarring  of  the  left  upper  lobe,  pulling  the  carina  up  to  the 
upper  margin  of  the  sternum. 

Despite  the  above  comments  I would  like  to  join  the 
authors  in  recommending  this  as  a routine  maneuver  fol- 

* Chander,  S.,  and  Feldman,  E.:  New  York  State  J.  Med.  79: 
1843  (Nov.)  1979. 
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NEW  YORK  MEDICAL  COLLEGE 

Office  of  Continuing  Medical  Education 
Department  of  Surgery 

Microwave  Live  Television  Series  for  Certification,  Recertification  and 
Continuing  Education  Credits  for  Surgeons,  Surgical  Specialists  and 
Nurses 


1980  SPRING  PROGRAM 
Thursday  Afternoons  at  4:00  p.m. 

March  20th — Skin  Tumors  Including  Melanoma 
March  27th — Microbiology  of  Surgical  Infections 

April  3rd — Principles  in  the  Management  of  Surgical  Infections,  Prophylaxis  and 
Therapy 

April  17th — New  Topics  in  Genitourinary  Tumors 
May  15th — Detection  and  Screening  of  Cancer 

May  29th — Fundamentals  in  the  Management  of  Stress  Ulcers  and  Upper  G.l.  Bleeding 


Programs  may  be  viewed  at  the  following  hospitals: 


Benedictine  Hospital 
Kingston 

Cabrini  Health  Care  Center 
New  York  City 

Calvary  Hospital 
Bronx 

Misericordia  Medical  Center 
Bronx 

New  Rochelle  Medical  Center 
New  Rochelle 

St.  Agnes  Hospital 
White  Plains 


St.  Clare's  Hospital 
New  York  City 

St.  Elizabeth  Hospital 
New  York  City 

St.  Francis  Hospital 
Poughkeepsie 

St.  Vincent’s  Medical  Center 
New  York  City 

St.  Vincent's  Hospital 
Staten  Island 

Westchester  Medical  Center 
Valhalla 


Other  hospitals  wishing  to  receive  future  programs  should  contact: 

Instructional  Television  Network 
Seminary  Ave.,  Yonkers,  New  York  10704 
(914)  968-7800 
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lowing  insertion  of  cuffed  endotracheal  tubes. 

DESMOND  F.  MCLAUGHLIN,  M.D. 

Crouse-Irving  Memorial  Hospital 
736  Irving  Avenue 
Syracuse,  N.Y.  13210 

To  the  Editor:  There  are  other  aspects  and  complications 
of  endotracheal  intubation  which  were  not  discussed  in  our 
article1  for  the  purpose  of  brevity.  It  is  known  that  the 
position  of  carina  changes  not  only  with  the  position  of  the 
patient2  but  also  with  the  changes  in  the  position  of  the 
head,  flexion  or  extension  of  the  head  and  neck,11  and  with 
respiration.4  Heinonen  and  associates2  have  stated  that 
Trendelenburg  position  with  or  without  additional  ma- 
neuvers can  produce  a slight  upward  displacement  of  the 
carina  and  the  endotracheal  tube  may  slide  downward 
along  the  airways.  They  also  stressed  that  this  happens 
only  if  the  endotracheal  tube  is  initially  advanced  to  a 
hazardous  level  that  is,  near  or  beyond  the  tracheal  bifur- 
cation. They  also  found  no  clear  correlation  between  the 
constitution  that  is  obesity  or  stature  of  the  pat  ient  and  the 
degree  of  displacement  of  the  endotracheal  tube.  Move- 
ment of  the  tip  of  the  endotracheal  tube  relative  to  the 
carina  occurred  with  neck  flexion  or  extension;  an  average 
of  1.5  cm.3.  In  a normal  subject,  positioning  the  tube  by  cuff 
palpation  technique  leaves  the  tip  of  the  tube  at  least  2.5 
cm.  or  more  above  the  carina.  Therefore,  after  flexion  or 
extension  of  the  head  and  neck,  the  tip  of  the  tube  will  still 
be  above  the  carina.  However,  this  discussion  does  suggest 
that  the  position  of  the  tube  should  be  reconfirmed  ev- 
erytime  the  position  of  the  patient  or  the  position  of  the 
head  is  changed  and  the  easiest  method  to  do  so  is  by  pal- 
pation of  the  cuff.  This  may  not  be  the  most  accurate 
method  in  patients  with  severe  chest  deformities  and  other 
pathology  that  distorts  the  tracheobronchial  tree. 

We  have  used  the  technique  successfully  in  most  obese 
patients.  However,  in  a patient  who  has  a short  neck  with 
almost  no  space  between  the  cricoid  cartilage  and  upper 
border  of  the  sternum,  palpation  of  the  cuff  may  be  im- 
possible. Again  it  may  be  impossible  to  palpate  the  cuff 
in  a patient  with  enlarged  thyroid  or  other  pretracheal 
mass.  We  have  found  no  difficulty  in  using  this  technique 
in  the  geriatric  patient. 

After  inadvertent  esophageal  intubation,  rapid  inflation 
and  deflation  of  the  cuff  will  still  displace  the  trachea  an- 
teriorly, although  not  so  distinctly.  This  technique, 
therefore,  cannot  be  used  satisfactorily  to  distinguish  be- 
tween tracheal  and  esophageal  intubation.  Diagnosis  of 
esophageal  intubation,  however,  is  easily  made  by  the  ab- 
sence of  tidal  ventilation  through  the  tube,  absence  of 
breath  sounds  on  auscultation  of  the  chest,  and  presence 
of  gurgling  sounds  on  the  stomach  area  on  bag  ventilation 
through  the  tube. 

SUBHASH  CHANDER,  M B. 

EMANUEL  FELDMAN,  M.D. 

Department  of  Anesthesiology 
Long  Island-Jewish  Hillside  Medical  Center 
New  Hyde  Hark,  N.  Y.  1 1042 
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Carcinoma  and  circumcision 

To  the  Editor:  The  article  by  Boczko  and  Freed  on 

“Penile  Carcinoma  in  Circumcised  Males”1  appearing  in 
the  New  York  State  Journal  of  Medicine,  was  most  inter- 
esting. However,  the  review  of  the  literature  was  incom- 
plete and  their  case  was  in  fact  not  the  first  reported  since 
1968  as  the  authors  state. 

Leiter  and  Lefkovits  published  a report  “Circumcision 
and  Penile  Carcinoma”2  in  August,  1975.  As  in  the  case 
reported  by  Boczko  and  Freed,  our  patient  also  was  an  el- 
derly Jewish  male;  in  fact,  our  patient  was  a 71-year-old 
man  who  had  undergone  the  usual  ritual  circumcision  8 
days  after  birth.  Our  patient  presented  with  a large  in- 
durated sore  on  the  ventral  aspect  of  his  glans  penis. 
Additionally,  not  only  did  he  have  squamous  cell  carcino- 
matous involvement  of  the  penis,  but  biopsy  of  the  right 
superficial  inguinal  lymph  node  showed  metastatic  squa- 
mous cell  carcinoma.  Additionally,  the  metastatic  squa- 
mous cell  carcinomata  involved  the  deep  and  superficial 
left  inguinal  lymph  nodes.  Following  a partial  penectomy, 
the  patient  underwent  an  uneventful  recovery.  This  case 
is  brought  to  your  attention  in  order  to  give  more  complete 
information  on  the  occurrence  of  this  very  rare  problem. 

ALBERT  M.  LEFKOVITS,  M.D. 

1040  Park  Avenue 
New  York,  N.Y.  10028 
boczko,  S.,  and  Freed,  S.:  Penile  carcinoma  in  circumcised 
males,  New  York  State  J.  Med.  79: 1903  (Nov.)  1979. 

2Leiter,  E.,  and  Lefkovits,  A.  M.:  Circumcision  and  penile 
carcinoma,  ibid.  75:  1520  (1975). 

To  the  Editor:  After  its  review,  the  case  reported  by  Drs. 
Leiter  and  Lefkovits1  was  omitted  from  our  article  because, 
as  the  authors  point  out,  the  circumcision  was  felt  to  be 
“incomplete”  and  the  “problem  with  penile  hygiene” 
persisted.  Our  article  emphasized  the  advantages  of  the 
complete  removal  of  the  foreskin  at  an  early  age  by  either 
ritual  or  routine  circumcision  in  the  neonate. 

STANLEY  BOCZKO,  M.D. 

SELWYN  Z.  FREED,  M.D. 

Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  N.Y.  10467 
'Leiter,  E.,  and  Lefkovits,  A.  M.:  Circumcision  and  penile 
carcinoma,  New  York  State  J.  Med.  75: 1520  (1975). 


Current  hospital  care 

To  the  Editor:  I was  pleased  to  see  the  comments  of  Dr. 
E.  S.  on  current  hospital  care  published  in  the  editorial 
section  of  the  December  issue  of  the  Journal.*  As  an  in- 
patient on  numerous  occasions  for  the  past  many  years,  I 
have  observed  the  changes  from  the  “other  side  of  the  bed.” 
The  slow  deterioration  of  personal  attention  provided  by 
the  nursing  service  doesn’t  bother  me  as  much  as  the  in- 
crease in  the  power  wielded  by  the  house  staff.  The  arro- 
gance of  certain  teams  on  the  surgical  service  is  not  to  be 
believed  and  their  attempt  to  disregard  the  recommen- 
dations of  the  internist  who  has  cared  for  me  all  this  time 
is  inexcusable. 

* E.  S.:  Doctor,  how’s  your  patient’s  care?,  New  York  State  J. 
Med.  79:  2001  (Dec.)  1979. 
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disability  benefits’  legislation  enacted  by  New  York  State 
from  1975  through  1979. 

The  three  books  may  also  be  obtained  in  person  at  the 
Office  of  the  Secretary,  Workers’  Compensation  Board, 
40th  floor,  2 World  Trade  Center,  in  New  York  City. 

Here  and  there 

Awarded:  Leoni  N.  Claman,  M.D.,  awarded  the  1980 
Distinguished  Service  Award  of  the  American  Academy 
of  Allergy. 

Elected:  J.  William  Fielding,  M.D.,  president-elect,  of  the 
American  Orthopaedic  Foot  Society. 

Grant:  The  Clinical  Research  Center,  Upstate  Medical 
Center,  has  received  a 4-year  grant  renewal  of  $3,000,000, 
from  the  National  Institutes  of  Health,  Division  of  Re- 
search Resources. 

Installed:  Robert  E.  Reisman,  M.D.,  installed  as  presi- 
dent of  the  American  Academy  of  Allergy  in  February. 


Relation  of  cigarette  smoking 
to  myocardial  infarction  in  young  women 

An  investigation  of  the  smoking  habits  of  women  under 
50  years  of  age  surviving  myocardial  infarction  indicates 
that  cigarette  smoking  is  a risk  factor  in  otherwise  healthy 
young  women.  The  study  involved  patients  admitted  to 
152  hospitals  in  Northeast  U.S.  over  a period  of  about  18 
months.  None  of  these  had  been  using  oral  contraceptives, 
and  other  identifiable  risk  factors  were  excluded.  Among 
55  such  women  and  220  controls  matched  for  age  and  area 
of  residence,  the  proportion  of  cigarette  smokers  was  89 
percent  as  against  55  percent  for  the  controls  (P  <0.001). 
Risk  increased  with  the  number  of  cigarettes  smoked: 
among  women  smoking  35  or  more  cigarettes  a day  the  rate 
of  myocardial  infarction  was  estimated  to  be  20-fold  over 
those  w'ho  had  never  smoked.  Slone,  D.,  et  al.:  New  En- 
gland J.  Med.  298:  1273  (June  8)  1978. 
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Practice  what  we  teach 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach'' 
programs— as  well  as  the 
Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
Primer  on  the  Rheumatic 


Diseases)'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION 


A public  service  of  this  magazine 


Month  in  Washington 


The  Senate  has  adopted  legislation  constraining  the 
FTC’s  (Federal  Trade  Commission’s)  authority  and  by  only 
two  votes  failed  to  approve  an  amendment  specifically 
blocking  the  agency  from  further  activities  against  the 
medical,  legal,  dental,  veterinary,  and  other  health  pro- 
fessions as  well  as  their  respective  nonprofit  associa- 
tions. 

On  the  same  day,  the  U.S.  Court  of  Appeals  in  Wash- 
ington, D.C.,  sent  hack  to  the  agency  its  proposal  to  pro- 
hibit all  state  restrictions  on  the  advertising  of  eyeglasses 
and  services,  suggesting  that  the  FTC  may  have  gone  too 
far  in  pre-empting  states’  powers. 

Apparently  mindful  of  the  hostility  building  up  in 
Congress,  the  FTC  on  the  eve  of  the  Senate  vote  refused 
to  take  any  immediate  action  on  staff  proposals  to  limit 
physicians'  membership  on  the  boards  of  Blue  Shield  plans. 
The  matter  was  made  a proposal  for  public  comment  on 
what  course  the  agency  should  take,  including  the  option 
of  no  action  at  all. 

The  amendment  defeated  45  to  47  on  the  Senate  floor 
would  have  prohibited  the  FTC  for  two  years  from  over- 
riding state  laws  and  pre-empting  state  regulations  cov- 
ering the  legal  and  health  professions.  It  would  not  have 
affected  current  FTC  cases,  including  the  decision  to  act 
against  the  American  Medical  Association’s  ethical  stric- 
tures against  improper  advertising. 

Senator  Wendell  Ford  (D.,  Ky.),  floor  manager  of  the 
Senate  bill,  argued  against  the  amendment  on  grounds  that 
it  might  jeopardize  the  entire  measure.  But  he  said  he  was 
sympathetic  and  “vigorous”  hearings  on  the  issue  would 
be  scheduled  soon.  Ford  also  said  he  had  talked  with  the 
FTC  and  it  had  “agreed  to  hold  off.” 

Senator  James  McClure  (R.,  Id.),  sponsor  of  the 
amendment,  told  the  Senate  that  since  1976  the  FTC  has 
sought  “questionable  statutory  jurisdiction  over  nonprofit 
professional  associations  by  pursuing  complaints  against 
the  American  Dental  Association,  the  AMA,  and  various 
state  and  local  nonprofit  professional  associations  re- 
garding ethical  restrictions  on  advertising  of  professional 
services.”  He  said  the  FTC  proceedings  have  continued 
despite  the  fact  that  the  associations  have  conformed  their 
ethical  codes  with  the  Supreme  Court  decisions  in  the 
field. 

The  Senator  noted  that  17  state  attorneys  general  had 
joined  the  optometric  and  medical  professions  in  protesting 
the  “eyeglass”  FTC  ruling. 

“We  believe  it  is  time  for  Congress ...  to  call  a temporary- 
halt  to  this  uncontrolled  misallocation  of  public  funds,  and 
to  begin  to  rectify  these  unnecessary  and  unauthorized  acts 
of  the  FTC  by  which  it  is  attempting  to  substitute  its  ‘leg- 
islation’ judgment  for  that  of  the  respective  states  and 
Congress.” 

Under  a Senate  amendment,  approved  87  to  10,  the 
House  and  Senate  Commerce  Committees  would  have  20 
days  to  review  an  FTC  rule  before  it  could  take  effect.  If 
either  committee  objected,  both  House  and  Senate  would 
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have  to  agree  within  60  days  with  the  President  concurring 
for  the  rule  to  be  invalidated. 

The  House  FTC  bill  would  allow  either  House  or  Senate 
to  reject  an  FTC  trade  rule  within  60  days,  the  so-called  one 
house  vote. 

AMA  Executive  Vice  President  James  H.  Sammons, 
M.D.,  has  sent  a letter  to  the  senators  who  supported  the 
McClure  amendment  commending  them  for  their  stand. 

* * * 

Senator  Richard  Schweiker  (R.,  Pa.)  has  introduced  a 
comprehensive  health  manpower  bill  that  would  eliminate 
capitation  aid  to  medical  schools  and  sharply  scale  down 
the  size  of  the  National  Health  Service  Corps. 

Aid  would  be  provided  students,  but  the  bill  “while 
recognizing  the  high  cost  of  training,  signals  an  end  to  the 
free  ride,”  Schweiker  said.  “I  believe  we  should  continue 
student  aid  because  otherwise  the  health  professions  would 
be  only  for  the  very  rich.” 

Schweiker,  top  Republican  on  the  Senate  Human  Re- 
sources Subcommittee  on  Health,  said  his  bill  aims  at  fiscal 
constraint  and  use  of  inducement  rather  than  regula- 
tion. 

The  bill  would  establish  a new  student  loan  program, 
•utilizing  existing  private  loan  markets,  which  would  pro- 
vide modest  interest  subsidies  while  the  student  is  in 
school,  but  would  go  to  a market-rate  loan  once  the  student 
was  in  practice.  Also  provided  would  be  increased  avail- 
ability of  loan  forgiveness  inducements  for  health  profes- 
sionals who  practice  in  medically  underserved  areas. 

Expanded  special  projects  grants  would  assist  schools 
in  carrying  out  programs  designed  to  improve  the  geo- 
graphic and  specialty  distribution  of  health  professionals 
and  to  strengthen  curriculum  offerings  in  key  areas. 

A new  program  of  grants  would  be  established  to  allow 
states  to  provide  service  scholarship  programs,  “thus  in- 
volving states  in  solving  geographic  distribution  prob- 
lems.” 

A new  financial  distress  grant  program  would  be  keyed 
to  state  and  local  support  for  schools  with  long-term  fi- 
nancial problems. 

Schweiker  said  capitation  grants  “have  served  useful 
purposes  in  the  past,  but  do  not  now  adequately  assure  that 
institutions  receiving  the  grants  act  in  the  national  interest 
and  thus  deserve  support.  We  are  in  a time  in  which  all 
Americans  must  restrain  the  demands  they  place  on  the 
Federal  budget.  In  these  circumstances,  capitation  is  a 
luxury  we  cannot  afford.” 

Another  policy  change  in  the  proposed  legislation  would 
phase  down,  over  a two-year  period,  the  National  Health 
Service  Corps  scholarship  program  to  about  one  third  of 
its  fiscal  year  1980  level.  “This  program  has,  rather  un- 
fortunately I think,  been  expanded  because  of  the  demand 
for  scholarship  money  for  health  professions  students, 
rather  than  by  a responsible  assessment  of  the  actual  need 
for  health  professionals  in  nonmilitary  service  in  1985  and 
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With  the  treatise  "The  Flatuor.ilios." 
Hippocrates  initiated  a discussion 
about  the  relationship  of  diet  to  infos 
tinal  gas  which  continues  today  While 
individuals  may  be  confident  that  then 
gas  is  caused  by  one  or  more  foods 
ranging  from  abalone  to  zweifeach. 
there  have  been  few  scientific  papers 
which  document  the  causes  of  intes- 
tinal gas 

Composition  and  Volume 

Collection  of  rectal  gas  by  rectal  tube 
has  indicated  that  the  normal  individ- 
ual excretes  approximately  TOO- 1 POO  ml 
of  gas  per  day  However  the  amount  of 
gas  collected  via  rectal  tube  does  not 
necessarily  reflect  the  volume  of  gas 
present  in  the  bowel  A person  may 
expel  a given  amount  of  gas  shortly  after 
it  was  produced  and  therefore  gas 
would  not  accumulate.  Thus,  this  in- 
dividual would  not  experience  abdo- 
minal distress  In  contrast,  another  in- 
dividual may  produce  relatively  small 
amounts  of  gas  which  accumulate  in  his 
intestinal  tract  and  thus  cause  him  pain 
and  distention. 

Determining  the  composition  erf  gas 
in  the  bowel  allows  one  to  speculate 
about  the  source  of  the  gas  and  thus 
evaluate  the  relationship  of  diet  to  gas 
production.  The  volume  and  composi- 
tion of  intestinal  gas  has  been  deter- 
mined by  flushing  all  the  gas  in  the 
bowel  with  argon  and  collecting  tins  ef- 
fluent from  the  rectum  By  this  tech- 
nique. it  has  been  shown  that  more  than 
99%  of  intestinal  gas  is  comprised  of  ni- 
trogen. oxygen,  hydrogen,  methane 
and  carbon  dioxide. 

Sources  of  Intestinal  Gas 

Some  physicians  and  patients  believe 
that  the  source  of  virtually  all  intestinal 
gas isswallowcdair  However. sirtcehy- 
drogen.  methane  and  carbon  dioxide 
are  not  present  in  an  appreciable  con- 
centration in  the  atmosphere  the 
presence  of  these  gases  in  the  intestinal 
trac  t could  not  be  due  to  swallowed  air 
In  addition,  these  gases  are  present  in 


much  greater  concentration  in  the 
lumen  of  the  bowel  than  in  the  blood,  in- 
dicating thatthesegasescould  nothave 
passed  from  the  blood  into  the  lumen 
Nevertheless,  in  some  people,  hydro- 
gen methane  and  carbon  dioxide  com- 
prise the  bulk  of  the  gas  present  in  the 
bowel 

What,  then  is  the  source  of  these 
gases?  It  has  been  shown  that  newborn 
infants  and  germ-free  rats  do  not 
produce  hydrogen  or  methane  How 
ever,  after  innoculation  with  bacteria, 
hydrogen  and  methane  production 
begins  Thus,  all  hydrogen  and 
methane  found  in  the  gastrointestinal 
tract  must  resultfrom  bacterial  metabo- 
lism 

Hydrogen 

Important  to  the  understanding  of  the 
relationship  of  diet  to  intestinal  gas  is 
the  observation  that  hydrogen  is  pro- 
duced almost  entirely  in  the  colon,  with 
the  rate  of  production  being  dependent 
on  the  presence  in  the  colon  of  adequ- 
ate fermentation  substrate  Fasting 
normal  subjects  produce  negligible 
amounts  of  hydrogen  However,  the  in- 
gestion of  a nonabsorbable  carbohy- 
drate (such  as  lactulose)  provides  the 
colonic  bacteria  with  a fermentable 
substrate  which  results  in  a marked  in- 
crease in  hydrogen  production  Cer- 
tain vegetables  such  as  navy  beans  and 
soy  beans  contain  nonabsorbable  car- 
bohydrates which  have  been  identified 
as  the  oligosaccharides,  raffinoseand 
starhyose  The  human  intestinal  tract 
does  not  contain  the  necessary 
enzymes  to  split  these  oligosaccha- 
rides into  simple  sugars  Only  simple 
sugars  are  absorbed  by  the  gastrointes- 
tinal tract  Following  the  ingestion  of 
beans,  indigestible  oligosaccharides 
pass  through  the  small  bowel  and  enter 
the  colon  where  bacteria  can  readily 
utilize  the  caihohydrate  as  fermenta- 
tion substrates  and  produce  hydrogen. 
Steggerda  measured  the  amount  of  hy- 
drogen passed  per  rectum  on  a basal 
diet  and  on  a diet  in  which  57%  of  the 
calories  were  provided  by  pork  and 
beans  The  average  volume  of  hydro- 
gen passed  perhourmcreasedfrom3to 
19  ml  when  the  subject  changed  from 
the  basal  to  the  pork  and  bean  diet 

It  is  also  apparent  that  people  with 
gastrointestinal  disease,  such  asceliac 
sprue,  many  complain  ofexcessivega9 
They  malabsorb  carbohydrates  which 
are  normally  absorbed,  thus  yielding  a 


large  quantity  of  fermentable  substrate 
for  colonic  bacteria  Another  common 
exam  pie  of  malabsorption  is  individuals 
with  lactase  deficiency,  a condition  pre- 
valent in  at  least  70%  of  the  world's 
adults  These  individuals  lack  the 
enzyme  lactase  which  is  needed  to  split 
lactose  into  its  simple  sugars  and  thus 
lactose  reaches  the  colon  where 
bacteria  ferment  it,  producing  large 
quantities  of  hydrogen 

Calloway’s  observation  that  hydro- 
gen (and  methane)  are  absorbed  into 
the  blood  draining  the  large  intestine 
and  are  then  carried  to  the  lungs  where 
they  are  excreted  in  expired  air, 
markedly  simplifies  the  measurement 
of  hydrogen  (and  methane)  present  in 
the  gut  Thus,  breath  hydrogen  has 
been  substituted  for  the  measurement 
of  gut  hydrogen  production,  providing 
a simple  measurement  of  carbohydrate 
malabsorption  If  carbohydrate  is  mal- 
absorbed  in  the  small  bowel  and  passes 
into  the  colon,  colonic  production  of 
hydrogen  increases  and  is  readily 
detected  by  an  increase  in  excretion  of 
hydrogen  in  the  breath. 

One  interesting  feature  of  bacterial 
metabolism  of  hydrogen  is  that  intes- 
tinal bacteria  not  only  produce  hydro- 
gen but  also  consume  hydrogen  Thus, 
the  standard  measurement  of  hydrogen 
production  is  actually  a measurement 
of  the  net  result  of  hydrogen  production 
and  consumption  in  the  bowel  If  the 
bacterial  population  of  some 
individuals  consumed  hydrogen  far 
more  rapidly  than  other  bacteria  pro- 
duced hydrogen,  it  would  appear  that 
no  hydrogen  was  produced. 

Methane 

Methane  which  is  also  a product  of 
bacterial  metabolism,  is  produced  by 
only  one  out  of  three  individuals.  This 
tendency  to  produce  methane  (or  not 
produce)  is  familial.  For  example,  sib- 
lings of  methane  producers  have  an 
84%  incidence  of  methane  production 
while  siblings  of  non-methane  pro- 
ducers have  only  an  18%  incidence. 
This  familial  tendency  to  produce 
methane  appears  to  be  environmental 
rather  than  hereditary  since  93%  of  an 
institutionalized  group  of  young  men- 
tally retarded  subjects  who  had  been 
living  in  close  proximity  for  a long 
period  were  methane  producers  In 
addition,  methane  production  does 
not  seem  to  be  related  to  diet  since 
there  is  no  correlation  between 
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methane  producing  status  of 
husbands  and  wives 

Carbon  Dioxide 

Carbon  dioxide,  another  nonatmos- 
pheric  gas  present  in  the  bowel,  has 
several  possible  sources  As  is  true  for 
hydrogen,  carbon  dioxide  can  result 
from  bacterial  fermentation  in  the 
bowel  Such  bacterial  fermentation  re- 
sults in  the  production  of  much  laigcr 
quantitites  of  carbon  dioxide  than  hy- 
drogen For  example,  in  Steggerda's 
study  m which  subjects  ingested  a diet 
containing  57%  of  the  calories  in  the 
form  of  pork  and  beans,  the  average 
quantity  of  carbon  dioxide  passed  per 
hour  was  89  ml  compared  with  only  19 
ml  per  hour  of  hydrogen 

Carbon  dioxide  theoretically  may 
also  be  produced  as  a result  of  an  inter- 
action between  acid  and  bicarbonate 
which  releases  22  4 ml  of  carbon  di- 
oxide for  each  mEqof  bicarbonate  The 
acid  for  this  reaction  maybe  supplied  by 
hydrochloric  acid  from  the  stomach  or 
by  fatty  acids  released  during  tl  ic  diges- 
tion of  fats  Thus  based  on  the  theore- 
tical hydrogen  ion  availability  up  to 
4000  ml  of  carbon  dioxide  could  be 
liberated  from  a normal-sized  meal 
Actual  measurements  of  the  amount  of 
carbon  dioxide  released  during  meals 
have  not  been  made  However,  it  has 
been  shown  that  more  than  75%  of  the 
gas  in  the  duodenum  of  dogs  following 
a meal,  was  carbon  dioxide  In  any 
event,  the  significance  of  this  gas  as  a 
cause  of  abdominal  distress  must  re 
mam  speculative  until  the  carbon  di- 
oxide which  accumulates  in  the  intes 
tmal  tract  is  measured 

Oxygen  and  Nitrogen 

Although  oxygen  comprises  about 
21%  of  the  atmosphere,  it  is  piesent  in 
an  extremely  low  concentiation  fn  the 
colon,  presumably  as  a result  of  the 
rapid  utilization  of  oxyen  by  certain 
colonic  bacteria 

Since  niliogen  comprises  about  73% 
of  the  atmosphere  and  is  usually  the 
predominant  bowel  gas,  it  is  assumed 
that  nitrogen  gas  in  the  gut  is  derived 
from  swallowed  air  However,  nitrogen 
may  also  be  present  as  a result  of 
diffusion  into  the  bowel  from  the  blood 
Since  one  cannot  differentiate  swal- 
lowed nitrogen  which  has  diffused  into 
the  gut.  it  is  not  possible  to  speak  with 
certainty  as  to  the  origin  of  this  gas  in 
the  bowel 


Alteration  of  Diet  and  Effect  on 
Gas  Production 

Research  demonstrates  that  diet  can 
influence  the  quantity  of  hydrogen 
and  carbon  dioxide  produced  in  the 
bowel  How  can  one  then  manipulate 
the  diet  to  decrease  intestinal  gas  pro- 
duction7 A recent  report  of  a 28-year- 
old  man  who  had  a history  of  passing 
excessive  flatus  may  be  helpful  in 
understanding  how  one  evaluates  and 
treats  flatulence  This  individual  kept  a 
flatographic  diary  marking  the  lime  of 
each  passage  of  flatus  and  eructation  as 
well  as  all  food  ingested  He  found  a 
daily  flatus  passage  rate  of  34^7  3com- 
pared  with  13  6-5  6 for  age  matched 
controls  To  determine  if  his  gas  was 
due  to  swallowed  air  oi  bacterial  pro- 
duction of  gases  in  the  colon,  rectal  gas 
was  analyzed  by  gas  chromatography 
The  composition  of  this  gas  was  38% 
hydrogen,  44%  carbon  dioxide.  17%ru 
trogen  1 3%oxygen  and  0 003% meth- 
ane T hese  results  indicate  that  82%  of 
his  rectal  gas  was  hydrogenandcarbon 
dioxide  nonatmospheric  gases  that 
could  not  have  been  swallowed  To  de- 
termine what  in  his  diet  could  be 
causing  the  flatulence,  the  patient 
began  to  systematically  eliminate 
foods  He  ultimately  arrived  at  a diet 
which  reduced  his  daily  flatus  rate  to 
that  of  control  subjects  The  patient 
rated  foodsasextrcmely  and  moderate- 
ly flatugenic  or  non-flatugenic  Thediet 
eliminated  extremely  flatugenic  foods 
such  as  milk,  onions  dried  beans, 
celery,  carrots,  raisins  bananas, 
apricots,  prune  juice,  pretzels,  bagels, 
wheat  germ,  brussels  sprouts  and 
moderately  flatugenic  foods  such  as 
pastries,  potatoes  eggplant  citrus 
fruits  apples  and  bread  Thus,  careful 
dietary  evaluation  may  yield  a normal 
flatugenic  diet  for  individuals  produc- 
ing excessive  amounts  of  gas 

Summary 

A rational  approach  to  understand- 
ing the  role  of  diet  in  flatulence 
requires  an  analysis  of  intestinal  gas.  If 
the  analysis  indicates  the  presence  of 
the  atmospheric  gases  oxygen  and 
nitrogen  swallowed  air  must  be  the 
problem  and  dietary  manipulation 
would  not  help  On  the  other  hand,  the 
demonstration  of  large  quantities  of 
hydrogen  and  carbon  dioxide 
indicates  that  ingested  substrates  are 
reaching  the  intestinal  bacteria  and 
dietary  manipulation  is  in  order 
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continued  from  page  853 
beyond,”  Schweiker  said. 

* * * 

Top  House  Republicans  are  now  backing  a new  cata- 
strophic national  health  insurance  plan.  House  Minority 
Leader  John  Rhodes  (AZ)  and  Representative  James 
Martin  (NC),  Chairman  of  the  House  Republican  Task 
Force  on  Health  Policy,  say  their  Medical  Expense  Pro- 
tection Act  of  1980  is  a two-pronged  approach  designed  to 
improve  health  coverage  under  voluntary  private  plans  and 
to  provide  catastrophic  protection  for  all  people  not  cov- 
ered by  a plan  or  by  a public  program. 

A formula  in  the  bill  provides  that  once  medical  bills 
reach  a certain  percentage  of  income,  all  further  expenses 
are  automatically  assumed  by  the  program. 

“Our  goal  is  to  encourage  employers  and  the  health  in- 
surance industry  to  provide  proper  coverage  at  reasonable 
costs  so  that  the  Federal  government  can  concentrate  on 
providing  coverage  for  those  unable  to  obtain  their  own, 
at  a minimum  total  cost  to  the  taxpayer,”  Martin  said. 

Estimated  first  year  cost  of  the  bill  was  set  at  $7  billion, 
compared  to  $24  billion  for  President  Carter’s  health  plan, 
and  $50  billion  for  Senator  Edward  Kennedy’s  ap- 
proach. 

Under  the  bill,  private  health  insurance  plans  would  be 
required  to  meet  certain  standards  or  lose  their  tax  de- 
ductibility. The  standards  include  minimum  levels  of 
catastrophic  coverage,  minimum  employer  premium  con- 
tributions, and  certain  types  of  coverage  requirements. 

“This  approach,  involving  Federal  funds  only  when 
protection  otherwise  is  not  available,  and  only  when  ex- 
penses for  a family  are  heavy  relative  to  income,  will  entail 
less  government  intrusion  and  provide  more  benefits  at 
lower  costs  than  plans  relying  more  heavily  on  government 
participation,”  Martin  said. 

Seventeen  other  house  members  have  joined  Rhodes  and 
Martin  in  sponsoring  the  bill.  A somewhat  similar  cata- 
strophic plan  is  being  considered  by  the  Senate  Finance 
Committee. 

* * * 

A Federal  Appeals  Court  has  written  a concluding 
chapter  on  laetrile,  holding  that  terminally-ill  patients  have 
no  constitutional  right  to  the  drug  regardless  of  Federal 
law. 

The  Supreme  Court  ruled  last  summer  that  dying  pa- 
tients are  not  entitled  to  an  exemption  from  the  govern- 
ment’s laetrile  ban,  but  sent  the  case  back  to  the  10th 
Circuit  Court  of  Appeals  in  Denver,  Colorado,  to  consider 
constitutional  and  statutory  questions. 

“If  the  government  had  lost  this  case,  the  entire  drug 
approval  system  of  the  government  would  have  gone  right 
out  of  the  window,”  a Food  and  Drug  Administration 
spokesman  said. 

The  Appeals  Court  said  “the  decision  by  the  patient 
whether  to  have  a treatment  or  not  is  a protected  right,  but 
his  selection  of  a part  icular  treat  ment,  or  at  least  a medi- 
cation, is  within  the  area  of  governmental  interest  in  pro- 
tecting public  health.” 

Congress  has  the  right  to  “limit  t he  patient’s  choice  of 
medication”  through  the  Food  and  Drug  laws,  said  the 
Court. 

* * * 


The  American  Hospital  Association  has  approved  a 
policy  statement  that  hospital  medical  staffs  should  set  up 
standards  for  people  who  perform  health  services  but  are 
neither  hospital  employes  or  members  of  the  medical 
staff. 

“It  is  essential  that  the  appropriateness  of  their  service 
or  scope  of  activities  within  the  institution  as  well  as  the 
qualifications  of  these  individuals  be  evaluated  by  the 
hospital,”  said  the  AHA  during  its  annual  meeting  in 
Washington,  D.C. 

The  AHA  said  medical  staff  bylaws  should  establish 
procedures  for: 

• determination  of  the  general  qualifications  to  be  re- 
quired of  the  nonstaff  employee  practitioners  and  level 
of  medical  supervisions  needed. 

• recommendations  regarding  the  scope  of  activities  for 
each  practitioner,  determined  on  the  basis  of  an  as- 
sessment of  qualifications  such  as  educational  back- 
ground, licensure,  certification,  experience,  and 
demonstrated  current  competence. 

• recommendations  regarding  categories  for  appoint- 
ment, performance  review  procedure,  reappointments, 
disciplinary  actions,  and  appeals  procedure. 

The  AHA  said  hospital  procedures  should  specify  that 
the  activities  of  the  practitioners  in  question  are  to  be 
performed  in  consultation  with  the  medical  staff  and  that 
they  (procedures)  will  not  be  undertaken  unless  either  (a) 
requested  or  approved  by  admitting  or  attending  physi- 
cians, or  (b)  indicated  in  a protocol  developed  or  approved 
by  the  medical  staffs,  and  consented  to  by  the  patients. 

* * * 

The  Department  of  Health,  Education,  and  Welfare  has 
announced  a national  study  of  the  use,  costs,  and  financing 
of  health  care  services  in  the  U.S.  A joint  project  of  the 
National  Center  for  Health  Statistics  and  the  Health  Care 
Financing  Administration,  the  study  will  involve  10,000 
households  across  the  country.  It  will  produce  detailed 
information  on  the  amounts  and  types  of  health  care  re- 
ceived during  1980,  the  costs  of  the  services  and  the  sources 
which  helped  to  pay  the  bills.  The  information  will  be  used 
to  measure  and  monitor  the  effects  of  existing  health  care 
financing  programs  on  health  status  and  costs. 

* * * 

A telephone-book  size  directory  of  Northern  Virginia 
physicians,  the  most  detailed  directory  of  its  type  in  the 
nation,  has  been  published  by  the  Health  Systems  Agency 
of  the  area.  About  half  the  practicing  physicians  sub- 
mitted information  for  the  directory  which  has  a cover 
picture  of  a physician  holding  a stethoscope  to  a young- 
ster’s chest. 

Five  thousand  copies  of  the  441 -page  directory  were 
printed  at  a cost  of  $25,000  to  the  Health  Systems  Agency 
of  Northern  Virginia.  They  will  be  furnished  at  no  cost  to 
the  public.  Several  other  Health  Systems  Agencies 
(HSAs)  have  also  produced  directories.  About  36  direc- 
tories of  physicians  have  been  published  by  various  groups, 
including  medical  societies,  in  recent  years. 

The  Virginia  directory  includes  information  on  physi- 
cians’ policies  on  accepting  Medicaid  and  Medicare  pa- 
tients, fees  for  standard  office  visits  and  tests,  policies  on 
billing  and  insurance,  office  accessibility  for  the  handi- 

continued  on  page  857 
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continued  from  page  850 

This  care  was  provided  in  a prestigious  teaching  hospital 
in  New  York  City,  but  no  one  there  could  answer  the 
question  I raised,  namely,  who  is  doing  the  teaching? 

I might  add,  I,  too,  took  a good  look  at  all  the  bills. 

A MEMBER 

Legionnaires'  disease 

To  the  Editor:  The  article  Sporadic  Legionnaires  Disease* 
concludes  with  the  statement  “This  is  the  first  reported 
case  of  this  disease  in  New  York  State.” 

For  the  fleeting  moment  of  fame  we  reported  a caset  with 
a brother  similarly  afflicted  in  the  July,  1979,  issue  of  the 
very  same  Journal.  Perhaps  theirs  can  be  the  first  re- 
ported in  The  Bronx. 

VICTOR  TCHERTKOFF,  M.D. 

Director  of  Laboratories 
Professor  of  Pathology 
Metropolitan  Hospital  Center 
1901  First  Avenue 
New  York,  N.  Y.  10029 

* Ernst,  J.  E.,  and  Sarswat,  P.:  Sporadic  legionnaires’  disease. 
New  York  State  J.  Med.  79:  2069  (Dec.)  1979. 

* Salomon,  M.  I.,  Davila,  H.,  Qayum,  I.,  and  Tchertkoff,  V.: 
Legionnaires’  disease  (s?),  New  York  State  J.  Med.  79:  1206  (July) 
1979. 


continued  from  page  856 

capped,  and  prescribing  by  generic  name. 

Information  is  also  listed  on  education,  certification, 
hospital  affiliations,  office  hours,  usual  advance  notice 
required  for  appointments,  types  of  laboratory  tests 
available  in  the  office,  foreign  languages  and  sign  language 
spoken  by  the  physician  or  staff,  and  mechanisms  for 
handling  patient  inquiries  and  complaints  about  billing. 
The  directory  presents  information  about  the  Health 


Annotations 


of  Books  Received * 


IMMUNOLOGY 

Self/Non-self  Discrimination.  Volume  9,  Contempo- 
rary Topics  in  Immunobiology.  Edited  by  John  J.  Mar- 
chalonis  and  Nicholas  Cohen.  New  York,  Plenum  Press, 
1980.  Illustrated,  293  pages.  Cloth,  $29.50. 

Problems  in  immunobiology  and  cell  biology — and  some 
solutions. 

MEDICINE— POPULAR  WORKS 

Live,  Work  and  Be  Healthy.  By  Arthur  S.  Verdesca, 
M.D.  New  York,  Van  Nostrand  Reinhold  Company,  1980. 
Cloth,  307  pages.  Price,  $10.95. 

Common-sense  advice  and  observations  for  the  working 
person. 

PRACTICE  MANAGEMENT 

Patient  Records  Control.  DAP/Doctors  Adminis- 
trative Program,  #6.  By  Avis  Bosshart  Ziegler.  Oradell, 
New  Jersey,  Medical  Economics  Company,  Book  Division, 
1979.  Illustrated,  205  pages.  Paperback,  $10. 

Sixth  volume  in  a series  of  office  mangement  manuals 
for  medical  assistants. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Maintenance  Organizations  providing  health  care  services 
in  Northern  Virginia,  and  a summary  of  the  services  pro- 
vided by  area  public  health  departments. 

The  medical  societies  in  Arlington,  Fairfax,  and  Prince 
William  counties  helped  participate  in  the  project. 

Publication  of  the  directory  was  halted  in  order  to 
challenge  the  constitutionality  of  the  Virginia  Medical 
Practices  Act  that  had  prohibited  physicians  from  fur- 
nishing information  for  the  directory.  The  statute  was 
found  to  be  unconstitutional  in  November,  1976. 
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Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $17. 00 per  insertion;  additional  words 
are  25$  each.  Dept,  numbers,  50$  extra,  per  insertion. 
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Attn:  Classified  Advertising 
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Please  Print 
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ISCELLANEOUS 


I.1.S  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  VET  suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mad  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N V 10036. 
(212)  730-0069 

! EDICAL  TRANSCRIBING  OF  ANY  KIND  EXPERTLY  DONE.  Free  pickup 

I and  delivery  in  New  York  City  area,  with  service  by  mail  or  messenger  arranged 
in  other  areas.  Dictating  equipment  provided  free  of  charge  or  use  your  own. 
Dictate  by  phone  available  24  hours  a day,  7 days  a week.  Fast  service,  guaran- 
teed accuracy,  moderate  per  page  rates.  Serving  doctors  and  hospitals  since  1975. 
Molly’s  Professional  Typing  Service.  (212)  268-7900. 

'1SCULAPIAN  TOURS,  INC.,  SEMINAR  DIVISION,  travel/education  spe- 
cialists for  physicians  and  their  families.  Fascinating  programs,  brief  and  ex- 
tensive itineraries,  excellent  air  travel  and  accommodations  at  substantial  savings. 
Write:  Aesculapian  Tours,  Inc.,  Box  944,  Madison  Square  Station,  New  York, 
N.Y.  10010.  (212)284-1414. 

(OFESSIONAL  PRACTICES  TRANSFER:  Buying  or  selling  your  medical 
practice?  If  you  plan  to  buy  or  sell  your  medical  practice,  call  us  first.  We  are 
appraising,  buying,  selling,  locating,  relocating  and  establishing  medical  practices 
for  over  18  years  and  have  sold  and  transferred  over  4,000  practices  in  all 
specialties  in  the  larger  metropolitan  area,  as  well  as  over  all  U.S.A.  We  appraise 
the  market  value  of  a practice  taking  in  consideration:  location,  geographical 
population  migration,  patient  load  and  composition,  replacement  cost  of 
equipment  installed,  lease  improvements,  value  of  lease,  potential  for  future 
growth  and  value  of  goodwill.  We  locate  a suitable  purchaser,  carefully  screened 
las  qualifications,  credit  and  ethics;  negotiate  the  sale  to  the  maximum  tax  ad- 
vantages both  for  seller  and  purchaser,  and  assist  the  buyer  financing  and  pur- 
p chase.  We  help  the  purchase  in  a smooth  transfer  of  patients  from  one  doctor 
to  another,  and  from  one  location  to  another.  We  help  setting  group  practices, 
ethical  advertising  and  promotion  and  help  build  patient  load,  reduce  overhead 
expenses  and  increase  the  net  after  tax  profit.  And  of  course,  all  our  transactions 
ire  on  a strict  confidential  basis.  At  any  point  in  time,  we  offer  the  largest  se- 
lection of  profitable  medical  practices  in  the  metropolitan  area.  Ask  for  our  free 
bulletin.  No  obligation.  Professional  Practices  Transfer,  42-27  Union  St.,  Suite 
IS,  Flushing,  N.Y.  11355.  (212)  445-9797,  or  (212)  793-3597.  Visit  our  Booth  #33 
at  the  CME  Assembly,  Rye  Town  Hilton. 

tNCER  & THE  FAMILY:  THE  HEALING  CONTEXT.  Presented  by  the 
Family  Institute  of  Westchester  on  Friday  and  Saturday,  April  25-26.  1980,  at 
the  Society  for  Ethical  Culture,  New  York  City.  Fee:  $100.00.  David  Ber- 
nenson,  M.D.,  Murray  Bowen,  M.D.,  Bernauer  W.  Newton.  Ph.D.,  Norman  Paul, 
VI. D.,  Albert  E.  Scheflen,  M.D.,  Harold  Wise,  M.D.,  and  Gregory  Bateson  on 
videotape,  will  present  approaches  such  as  multigenerational  family  process  and 
cancer;  hypnotic  approaches;  operational  family  mourning;  and  network  therapy. 
For  descriptive  brochure,  write  to  Family  Institute  of  Westchester,  346  Ma- 
maroneck  Ave.,  White  Plains,  N.Y.  10605,  or  call  (914)  761-6161. 


HYSICIANS  WANTED 


IYCHIATRISTS:  Board-eligible  or  certified,  needed  to  serve  adults  for  Western 
New  York  counties  on  the  Niagara  frontier.  Challenging  work  under  new  lead- 
ership. Wide  scope  for  innovations  in  the  care,  community  and  administrative 
fields.  Faculty  appointments  (State  University  of  New'  York)  available  for 
qualified  applicants.  NYS  salaries  under  newly  negotiated  contracts  are  ex- 
cellent, with  generous  fringe  benefits.  NYS  license;  or  can  arrange  for  limited 
permit  (2 — 4 years)  if  licensed  in  another  state  or  Canada.  Opportunities  for 
private  practice  open.  Travel  expenses  paid  if  qualified  for  interview.  An  Equal 
Opportunity  Employer  m/f.  Please  send  curriculum  vitae  with  inquiry  letter 
to:  Mahmud  Mirza,  M.D.,  Director,  Buffalo  Psychiatric  Center,  400  Forest  Ave., 
Buffalo,  N.Y.  14213.  (716)  885-2261. 

vIERGENCV  PHY’SICIANS — South;  La;  Ms;  Ala;  Ark;  Fla.  Full-time  opening 
available  with  rapidly  expanding  group  providing  emergency  department  cov- 
erage. Malpractice  paid,  excellent  salary  for  2V2  days  work  per  week.  Send 
curriculum  vitae  in  confidence  to:  Stan  Wright,  Physicians  Management  Ser- 
vices C.,  Ste.  300,  225  Baronne  St.,  New  Orleans,  La.  70112. 

'1ESTHESI0L0GIST,  BOARD  CERTIFIED/ELIGIBLE  to  join  prof.  corp.  of 
8 anesthesiologists  and  5 CRNA.  Private  practice  in  upstate  New  York  com- 
munity of  60, 000.  Two  300-bed  hospitals  affiliated  with  medical  school.  No 
ob/open-heart.  Opportunities  for  critical  care/pain  and  teaching  of  medical 
students.  Ftdl  partner  after  one  year.  Excellent  salary,  full  benefits.  Send  C.V. 
to  Dept.  114,  c/o  NYSJM. 

VMILY  PRACTITIONER,  TAMPA  BAY  AREA,  FLORIDA:  Federally  quali- 
fied HMO  is  recruiting  family  practitioners  for  ambulatory  care  facilities  in 
Clearwater,  Florida.  Competitive  salary  and  comprehensive  benefit  program 
with  opportunity  to  participate  in  academic  program  available.  If  team  inter- 
action and  casual  living  appeal  to  you,  send  c.v.  to:  Prepaid  Health  Care,  Inc., 
Att:  Jerry  Williamson.  M.D.,  1417  South  Belcher  Rd.,  Clearwater,  Florida  33516. 
(813) 535-3474. 


PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

D AVIS-OMEGA  Sm5, V:r\0036 

(212)  840-0899 


EMERGENCY  ROOM  PHYSICIAN 

Emergency  Room  opening  for  New  York  State  licensed  physi- 
cian in  450-bed,  progressive  Medical  Center.  Excellent  living 
environment  in  pleasant  upstate  college  community  on  Lake 
Champlain,  near  Montreal  and  Lake  Placid  Competitive  salary 
and  benefits.  Contact:  Mr.  David  T Hannan,  President,  CVPH 
Medical  Center,  Plattsburgh,  New  York  12901. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


. 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 


PHYSICIANS  WANTED— CONT’D 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10017,  or  call  collect 
(212)  599-0060. 
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Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


PHYSICIANS  WANTED— CONT’D 


GENERAL  SURGEON,  NORTH  CAROLINA:  Needed  for  university  owned 
hospital  in  small  coastal  town.  This  private  practice  opportunity  is  ideal  for  an 
experienced  general  surgeon  who  would  enjoy  a relaxed,  productive  life  style  in 
a desirable  climate  on  the  coast.  Send  c.v.  to  Dept.  120,  c/o  NYSJM. 


PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN,  BOARD  ELIGIBLE  OR  CERTIFIED,  (6-12  months  experiei 
in  neonatology  or  pediatric  allergy  preferred)  to  join  board  certified  pediatricia 
Partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  regi 
New  York  State.  Send  resume  to  Dept.  117,  c/o  NYSJM. 

BRONX,  NEW  YORK:  The  unified  psychiatric  residency  training  program 
Montefiore  Hospital  and  Medical  Center  and  North  Central  Bronx  Hospi 
unexpectedly  has  an  opening  at  the  PGY-1  or  2 level  for  July  1,  1980.  0 
standing,  dynamic  clinical  and  academic  experience  provided.  E.O.E.  Wri 
Jack  L.  Katz,  M.D.,  Director  of  Residency  T raining,  Department  of  Psychiat 
Montefiore  Hospital  and  Medical  Center,  111  East  210th  St.,  Bronx,  N 
10467. 

GENERAL  ADULT  MEDICINE:  Internist,  age  52,  in  practice  at  Lindenhu 
L.I.  for  24  years,  needs  associate  to  continue  large  practice  of  general  ac 
medicine.  Salary  first  year  and  then  to  buy  in  for  partnership,  if  agreeabli 
second  year.  Can  be  a resident  in  medical  subspecialty  or  practicing  physici 
Send  C.V.  to  Dept.  123,  c/o  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  F.F.A.R.C.S.  (England),  with  c 
20  years  of  extensive  experience  in  clinical  and  academic  areas,  availablf 
Greater  New  York  or  adjoining  N.  Jersey/Conn,  counties.  Part-time  posit 
preferred.  (914)  666-6945. 

INTERNIST,  AGE  31,  ABIM  (eligible  oncology  boards)  subspecialty  hema 
ogy/oncology,  wants  to  join  group  practice.  Will  do  general  medicine  ant 
subspecialty.  Available  July  1980.  Dept.  118,  c/o  NYSJM. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  & cardiovascular 
surgery  available  it  large  metropolitan  center  near  N.Y.  City;  520-bed  hospital 
with  very  active  open  heart;  general  thoracic  surgery  and  pacemaker  programs; 
candidate  must  have  completed  general  surgery  training.  Excellent  salary;  Bc/Bs 
and  dental  plan;  4 weeks  vacation;  comfortable  apts.  on  premises  is  desired. 
DEPT.  121,  c/o  NYSJM. 


LOCUMS,  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER's 
during  summer  months.  Must  be  N.Y.  State  licensed  and  have  D.E.A.  regis- 
tration. Send  c.v.  to:  James  F.  Stehli,  Executive  Secretary,  Physician  Service 
Associates,  33  Mitchell  Ave.,  Binghamton,  N.Y.  13903. 


INTERNIST,  TAMPA  BAY  ARFJA,  FLORIDA:  Prepaid  Health  Care,  Inc.,  a 
Federally  qualified  HMO,  is  recruiting  internists,  BE  or  BC,  lor  adult  ambulatory 
care  units  in  Clearwater  and  St.  Petersburg.  Excellent  salary  and  benefit  pro- 
grams, with  opportunity  to  participate  in  academic  program  available.  Pro- 
gressive, growing  community.  If  Interested  in  growing  with  us,  send  c.v.  to  Jerry 
Williamson,  M.I ).,  Medical  Director,  1417  South  Blecher  Rd.,  Clearwater,  Florida 
33516.  (813)  535-3474. 


PEDIATRICIAN,  AGE  34,  BOARD  CERTIFIED,  FAAP,  university  traine< 
years  practice  experience,  seeks  suburban  or  semi-rural  position;  solo,  associat; 
small  group  in  northern  New  York  State  or  northern  New  England.  Reply  Di 
122,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


SALE:  OPH  ( HALMIC  PRACTICE,  EQUIPMENT,  and  furniture,  with 
without  3-story  brownstone  t.ownhouse  in  which  practice  is  located.  Will 
rent  office.  Retiring  from  established  40-year  practice.  Area  restricted 
one-family  houses.  Historical  designation.  Flatbush  section  of  Brooklyn,  h 
Dept.  119,  c/o  NYSJM. 

PRIVATE  PRACTICES  FOR  GENERAL  PRACTITIONERS  and  intern 
sponsored  by  teaching  hospital  in  Illinois.  Paid  interviews,  guaranteed  inco 
Relocation.  Special  arrangement  for  rent  and  equipment.  No  fees.  Will  as 
with  state  license.  Resume-Professional  Referrals,  107-14  Queens  Blvd.,  Fo 
Hills,  N.Y.  11375,  or  call  24  hours  (212)  263-0400. 


PHYSICIANS,  NEED  A CHANGE  OF  LIFE  STYLE?  or  a new  practice  situation? 
One  of  our  hundreds  of  openings  nationally  is  probably  the  one  you  are  looking 
for!  We  confidentially  match  your  geographical,  financial,  and  practice  re- 
quirements to  our  many  openings  and  give  you  detailed  information  on  the 
practice  situations  that  meet  your  requirements.  There  is  no  charge  or  obligation 
to  you.  Call  Durham  Medical  Search,  722-P  Statler  Office  Bldg.,  Buffalo,  N.Y. 
14202.  (716)852-5911. 


DOCTOR,  do  we  have  an  assistant  tor  you!  Well  trained 
Medical  Assistant— capable  ot  assisting  YOU  in  all 
phases  ot  a Doctor’s  Oftice.  Call  tor  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N Y 1 1552 

516-483-0577 


ROCHESTER,  NEW  YORK:  FAMILY  PRACTICE,  HOME  combined.  For 
July  1980.  Long  established,  X-ray,  ECG,  diathermy,  ultrasound,  etc.  F 
gross;  real  buy;  flexible  terms.  Physician  retiring.  Phone  evenings  (716)  1 
0043. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa  , NY,  N.J.,  Mich  and  Southeastern  U S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided  Malpractice  paid.  Practice  credits  towards  board 
certification  Physician  department  directors  also  desired  Please  send 
resume  to  NEEMA  Emergency  Medical.  Ste.  400,  399  Market  St.,  Phila. , PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERV, 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  se 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibl 
& Ives,  Inc.,  575  Madison  Ave..  N.Y.,  N.Y.  (212)  832-5571. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  NYC.  LEX  INCH 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychi, 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptin 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  le 
necessary.  Rent  by  the  hour  or  full  time.  (212)861-9000. 


A I KINGS  PL  A/,  A,  BROOKLYN:  Now  renting  and  under  construction;  Spr 
occupancy.  The  beautiful,  new  Plaza  Medical  Arts  Building  with  nine  (9)  luxi 
suites  tor  specializations  ranging  from  850  to  1,050  square  feet.  Public  tra 
portal  ion  at  front  door,  convenient  parking,  elevator  service,  attractive  ten 
Exposure  to  millions  of  people  annually.  Several  suites  still  available.  C 
owner  (212)  287-9756. 


FOR  RENT:  ST.  CROIX,  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  ; I 
on  golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Bari 
M l).,  20  Lodges  Lane,  Bala  Cynwyd,  PA  19004.  (215)  664-3625  or  925-351 
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EAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


llGHTWATERS,  SUFFOLK  COUNTY,  N Y.  MUST  SELL.  Sacrifice. 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
nerable  refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
ind  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
i027. 

UTE  PLAINS,  N.Y.  Prime  furnished  space  for  rent  by  hour,  day,  month,  year. 
■Jew  professional  building  near  hospital.  X-ray  facilities.  Area  needs  KN  I . 
D.  PUD,  Rheum.  (914)-949-0055. 


skopos  group  ltd 

90  WASHINGTON  DRIVE 
CENTERPORT  NY  11721 
516  271  4372 

SPECIALIZING  IN  FINE  MEDICAL  INTERIORS 
FOR  THE  CONSCIENTIOUS  PHYSICIAN 


iRTH  SHORE  OF  LONG  ISLAND:  Beautiful  4 bed.  Colonial.  Professionally 
lecorated,  inground  pool,  greenhouse,  prof,  landscaped,  gas  heat,  plies  beautiful 
uite  of  offices:  waiting  room,  consultation  room,  x-ray  room.  2 examining  rooms, 
ully  a/c  and  carpeted,  separate  entrance.  Must  be  seen.  $70,000.  Dr.  DiBe- 
ledetto,  Port  Jefferson  Station.  N.Y.  (516)  928-0561. 

NGSTON,  NEW  YORK:  Office  available  in  Professional  Park;  835  sq.  It.,  J 
•xam  rooms.  Thoracic  surgeon  needed.  None  currently  practicing  in  city.  Two 
hospitals  nearby.  J.  R.  Clarkin,  M.D.,  144  Pine  St.,  Kingston,  N.Y.  12401.  (914) 
138-4606. 


4 WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician’s  office  and  ranch 
>use.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary  s 
•om,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
8 rooms;  entrance  foyer,  large  one  living  room  wit h stone  front . wood  burning 
replace,  formal  dining  room,  large  eat-in  kitchen,  den,  4 large  bedrooms,  3 lull 
iths.  Full  panelled  basement  with  divided  areas;  live-in  quarters  includes  living 
•om,  2 bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms 
us  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
ndscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
rivate  6-car  professional  parking  area.  Wheatley  School  District.  $225,000. 
rincipals  only.  (516)  626-0220. 


!AL  FOR  PROFESSIONAL  For  sale  Inwood  Long  Island.  Building  situated 
rectly  between  medical  centers.  First  floor  store,  small  apartment,  complete 
ath.  Second  floor,  four  beautifully  decorated  large  rooms,  l1  '■<  bath.  Garage, 
;ar  station.  Public  parking  across  street.  (516)  239-1525. 


•'ICE  SPACE  AVAILABLE,  NASSAU  COUNTY.  N.Y.  1,200  sq.  ft.  in  small 
rofessional  building  in  East  Rockaway,  New  York.  Excellent  for  internist, 
vailable  as  a sublet  or  new  lease  can  be  arranged.  Please  contact  David  B. 
elson,  M.D..  112  Main  St..  East  Rockaway,  N.Y.  11518.  Phone  (516)  599- 

719. 

ITHTOWN,  LONG  ISLAND:  Medical  office  part-time  sublet.  Ideal  for 
irgeon.  Six  room  suite  tastefully  decorated.  All  services.  Good  location  near 
ajor  hospitals.  Call  (516)  979-0066. 


V1E-OFFICE,  OCEAN  AVENUE  & GLENWOOD  ROAD,  Brooklyn.  Office 
' well-equipped.  Home  is  beautiful  with  lovely  garden  on  50  X 150  ft.  plot, 
lust  be  seen  to  be  appreciated.  Call  (212)  434-5929. 


GT61  ST.,  MANHATTAN:  Street  entrance,  centrally  air  conditioned,  modern, 
Fry  efficient,  completely  furnished.  Waiting  & consultation  room,  2 examining 
horns,  and  treatment  rooms.  For  exclusive  use  on  Tuesday.  Thursday  and 
laturday  all  day,  and  Monday  and  Wednesday  mornings.  Space  available  all 
| part  of  that  time.  Please  call  (212)  753-5527. 


• Space  Planning 

• Furniture  Layouts 

• Color  Planning 

• Lighting 

• Carpeting 


• Wallcoverings 

• Window  Treatments 

• Medical/Surgical  Equip. 

• Renovations 

• New  Construction 


Please  send  my  free  brochure  to: 


name  _ 
address 


phone  # 

practice 

Mail  To:  Skopos  Group,  Ltd. 

90  Washington  Drive 
Centerport,  N.Y.  11721 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


CANARSIE,  BROOKLYN,  N.Y.  Office,  professional  medical  and  dental  facility 
fully  equipped.  Good  location.  Middle  income,  residential  area.  Call  (212) 
241-8603. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  laboratory,  and  is  located  near  SI  Ferry,  all  transportation,  schools, 
city  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
otolaryngologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist. 
For  further  information  contact  Paul  (212)  447-8001. 


GREAT  NECK,  LONG  ISLAND:  Fully  equipped  medical  office  available  to  share 
with  another  M.D.  Great  Neck  location.  Ample  Parking.  (516)  487-3600. 


HvnNGTON,  LONG  ISLAND:  MEDICAL  OFFICE  consisting  of  5 furnished  

I "Oms  on  East  Main  Street  near  hospital.  Contact:  E.  J.  Dobbs,  The  Sammis 
roup,  Inc.  (516)  673-5921.  PRACTICES  WANTED 


|<  SHORE,  WEST  ISLIP  AREA,  L.I.  Great  opportunity  for  family  physician. 

fice  space  previously  occupied  by  family  physician  who  retired  to  Florida! 
| inutes  from  both  Good  Samaratan  and  Southside  Hospitals,  just  off  Southern 
ate  and  Sagtikos  Parkways.  This  area  needs  a family  physician  now!  The 
lice  space  is  available  in  an  attractive  professional  building  with  a well  estab- 
I hed  dentist  in  the  other  office.  Complete,  ready-to-move-in,  5 treatment 
I ims.  large  reception  area,  large  consultation  room  with  private  lavatory,  nurses 
|(ition,  plenty  of  storage  space.  Must  see  to  appreciate  the  comfort  of  the  office 
d the  potential  of  the  practice!  Call  Dr.  Leifer,  (516)  586-6300. 


! YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
is  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
ated  near  all  transportation,  city  buildings,  Staten  Island  Ferry,  and  two  major 
•spitals.  For  further  information  contact  Paul  (212)  447-8001. 


WANTED:  INTERNAL  MEDICINE  PRACTICE  IN  MANHATTAN,  solo  or 
sharing.  Telephone  evenings  (914)  273-1657. 


SIGNATURE  LOANS 

$5,000  to  $50,000 

• No  collateral  required  • Interest  only  repayment  plan 
for  “new”  physicians  • Convenient,  all  details  arranged 
by  mail  • Completely  confidential. 

FINANCIAL  RESOURCES  COMPANY 

P.O.  Box  502,  Dept.  Y,  Richmond,  Va.  23204  (804)  741-2841 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 

1980  Spring  CME  Assembly 
Medical  Society  of  the  State  of  New  York 

Rye  Town  Hilton,  Port  Chester,  New  York 


FRIDAY,  APRIL  25 

8 a.m.  OBSTETRICS  & GYNECOLOGY 

GENERAL  SESSION  with  Gastroenterology  & Radiology 

MEDICAL  LEGAL  & WORKERS’  COMPENSATION  with  Occupational  Medicine 

9 a.m.  OTOLARYNGOLOGY  with  Neurosurgery 

2 p.m.  OBSTETRICS  & GYNECOLOGY,  (cont’d) 

GENERAL  SESSION,  (cont’d) 

OTOLARYNGOLOGY  with  Neurosurgery,  (cont’d) 

NEUROLOGY 
CHEST  DISEASES 
CARDIOVASCULAR  DISEASES 

SATURDAY,  APRIL  26 

8 a.m.  PATHOLOGY 

DERMATOLOGY 

GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’d) 

OPHTHALMOLOGY 

SURGERY 

ORTHOPEDIC  SURGERY 
MEDICAL  LIABILITY 

2 p.m.  GENERAL  SESSION  with  Internal  Medicine,  Radiology,  (cont’d) 

OPHTHALMOLOGY,  (cont’d) 

HIGHWAY  SAFETY 
MEDICAL  LIABILITY,  (cont’d) 

SUNDAY,  APRIL  27 

9 a.m.  UROLOGY 

PLASTIC  SURGERY 

PSYCHIATRY  with  Family  & General  Practice 

ALLERGY  & IMMUNOLOGY 

PHYSICAL  MEDICINE  & REHAB,  with  Anesthesiology 
PEDIATRICS  with  School  Health 

WOMEN’S  MEDICAL  SOCIETY 

BASIC  CARDIAC  LIFE  SUPPORT  (BCLS)  COURSE,  open  to  members 
of  MSSNY  only:  Friday,  8 a.m.  and  2 p.m. 

Saturday,  8 a.m.  and  2 p.m. 

Sunday,  9 a.m.  to  1 p.m. 


SCIENTIFIC  & TECHNICAL  EXHIBITS 

Friday  & Saturday,  8:30  a.m.  to  5 p.m. 

Sunday,  8:30  a.m.  to  1 p.m. 

CME  CREDITS:  Each  program  will  be  eligible  for  CME  Category 

1 Credits  on  an  hour-for-hour  basis. 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  See  following 
pages  for  pre-registration  details. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 


tennis  • 


Directions  to  the 
Rye  Town  Hilton 

699  Westchester  Avenue  Town  ot  Rye 


Port  Chester,  New  York 


from  major  New  York  Metropolitan  Airports 


FROM  LAGUARDIA  AIRPORT 
Take  the  Whitestone  Expressway  over 
the  Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  KENNEDY  AIRPORT 
Take  Van  Wyck  Expressway  to 
Whitestone  Expressway.  Proceed  on 
Whitestone  Expressway  over  the 
Bronx-Whitestone  Bridge.  Follow 
signs  to  Hutchinson  River  Parkway. 
Proceed  on  Hutchinson  River  Parkway 
to  the  Rye  Exit  to  Westchester  Ave. 
(120A).  Proceed  east  on  Westchester 
Ave.,  following  signs  to  Port  Chester. 
Turn  left  at  Rye  Town  Hilton  entrance 
(at  stop  light). 


FROM  NEWARK  AIRPORT 
Take  New  Jersey  Turnpike  (95)  to  the 
George  Washington  Bridge.  Proceed 
on  U.S.  95  to  Cross  Westchester 
Expressway  Exit  12N.  Proceed  west  on 
Cross  Westchester  Expressway  (287)  to 
Exit  9NS.  Turn  left  at  first  traffic  light 
onto  Kennilworth  Road.  Turn  left 
immediately  at  second  traffic  light  onto 
Westchester  Ave.  (120A).  Proceed  east 
on  Westchester  Ave.,  following  signs  to 
Port  Chester.  Turn  left  at  Rye  Town 
Hilton  entrance  (at  stop  light). 
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ABOUT  THE 
RYE  TOWN  HILTON 

Try  to  imagine  a country  manor  surrounded  by 
acres  of  rustic  greens,  browns,  and  yellows. 
The  kind  of  place  that's  as  beautiful  inside  as 
it  is  outside.  The  result  is  a unique  comfort 
and  beauty  in  an  unspoiled  natural  setting. 
Here  are  some  attractions  at  the  Rye  Town 
Hilton. 

RECREATIONAL  FACILITIES 

Indoor/outdoor  tennis,  heated  indoor  tropical 
garden  pool,  Jacuzzi  whirlpool  bath,  paddle 
tennis,  putting  green  and  sauna.  Golfing 
priveleges  5 minutes  away  at  one  of  West- 
chester’s classic  championship  golf  courses. 


RESTAURANTS 

Penfield’s  for  gracious  dining — an  adventure  CLIP  & MAIL  TO' 

in  gourmet  food.  Also  the  Tulip  Tree  for  ca- 
sual meals  and  buffet  surrounded  by  the 
greenery  of  ferns  and  flowers. 

GUEST  ROOMS 

Each  has  color  TV  with  AM/FM  radio,  refrig- 
erator and  coffee  maker.  Rooms  are  beau- 
tifully appointed  with  large  windows  over- 
looking the  wooded  grounds  and  gardens. 


AMPLE  PARKING  FACILITIES 
TRANSPORTATION 

Convenient  regularly  scheduled  ground  tran- 
sporation  is  available  from  La  Guardia  and 
Kennedy  Airports.  On  arrival,  go  to  the 
baggage  claim  area  and  look  for  Airport 
Transportation  Services  free  courtesy  phone 
(it's  red).  From  airports,  service  is  throughout 
the  day  and  evening  with  departures  every 
hour  (V2  hour  service  during  peak  travel  times). 
Last  departure  leaves  Kennedy  at  10:30  p.m. 
and  La  Guardia  at  10:50  p.m.  One-way  fare: 
$9.00.  Round-trip  fare:  $17.00. 

By  train  from  Manhattan  (Grand  Central  Sta- 
tion), take  the  New  Haven  line  to  Rye,  New 
York  (about  45  minutes).  From  the  Rye  Sta- 
tion, it  is  a 5 minute  taxi  ride  to  the  Rye  Town 
Hilton. 


We  suggest  that  you  make  your  hotel  room 
reservation  as  early  as  possible.  Just  clip  and 
mail  the  form  to  the  Rye  Town  Hilton  front  of- 
fice manager. 


Front  Office  Manager 
Rye  Town  Hilton 

699  Westchester  Ave.  Phone: 

Port  Chester,  N.Y.  10573  914-939-6300 


Name 

Confirm  to  (Address) 

City State Zip. 


Arr  Date Hour a m Dep  Date 

pm 

For  more  than  2 rooms,  contact  reservation  Mgr 


PLEASE  CIRCLE  RATE  REQUESTED 

SINGLE: 

$49,  $55,  $57,  $59,  $63 

DOUBLE: 

$59,  $65,  $67,  $69,  $73 

TWIN: 

$59,  $65,  $67,  $69,  $73 

SUITES: 

$130.00  AND  UP 

MEDICAL 

SOCIETY  OF  THE 

STATE 

OF  NEW  YORK 

1980  CME  ASSEMBLY 

APRIL 

25-27,  1980 

SUITES  ON  REQUEST  TO  HOTEL 

□ CONFIRMATION  REQUESTED 

If  two  or  more  to  occupy  room,  name  of  joiner(s) 


If  a range  of  rates  is  offered  and  the  rate  requested  is  not  available,  the  next  available  rate  will  be  assigned. 
(Circle  rate  desired)  Reservations  requested  must  be  received  no  later  than  April  4,  1980.  and  will  be 
held  until  6 00  p m on  the  date  of  arrival  unless  otherwise  specified 

If  reservations  are  made  by  telephone,  you  must  identify  the  meeting  for  the  special  rate  to  apply  Rates 
are  subject  to  applicable  sales  tax 
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THURSDAY,  APRIL  24 

GOLF  TOURNAMENT.  For  a day  of  relaxation 
before  the  scientific  meetings  begin,  all  physi- 
cians and  spouses  are  welcome  to  participate 
in  a golf  tournament  to  be  held  at  the  West- 
chester Country  Club,  Rye,  New  York.  Starting 
time  will  be  available  all  day.  The  Club  is  lo- 
cated just  5 minutes  from  the  Rye  Town  Hilton. 
Prizes  will  be  presented  to  the  winners.  A 
buffet  dinner  will  be  served  at  the  Westchester 
Country  Club  at  7 p.m.  The  cost  including  green 
fees  and  dinner  will  be  $40.00.  For  those  having 
dinner  only,  the  cost  will  be  $25.00.  Cash 
bar. 


FRIDAY,  APRIL  25 

RECEPTION.  The  Medical  Society  of  the  State 
of  New  York  cordially  invites  all  members, 
spouses  and  exhibitors  to  a reception  to  be 
held  in  the  Grand  Ballroom  (exhibit  area)  from 
6:00  to  7:00  p.m. 


SATURDAY,  APRIL  26 

MSSNY  DINNER.  Ail  physicians  and  their 
guests  are  welcome  to  attend  a dinner  to  be 
held  at  the  Rye  Town  Hilton  on  Saturday  eve- 
ning. An  outstanding  personality  is  scheduled 
to  appear.  A reception  sponsored  by  the 
Westchester  County  Medical  Society  will  begin 
at  7:00  p.m.  Dinner  will  be  served  at  8:00  p.m. 
Cost:  $35.00  per  person. 


HOTEL  RESERVATIONS 

Physicians  must  make  their  own  hotel  reser- 
vations no  later  than  April  4,  1980,  direct  with 
the  Rye  Town  Hilton.  In  order  to  take  advan- 
tage of  the  special  rates  for  sleeping  rooms, 
please  mention  that  you  will  be  attending  the 
MSSNY  Spring  CME  Assembly. 


r 
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PRELIMINARY  PROGRAM — 1980  Spring  CME  Assembly 
APRIL  25-27  • Rye  Town  Hilton,  Port  Chester,  New  York 

CME  CREDITS — Each  program  will  be  eligible  lor  CME  FRIDAY,  APRIL  25  (cont’d) 

Cateqory  1 credits  on  an  hour-for-hour  basis. 

a 7 9:00  a.m. 


FRIDAY,  APRIL  25 

8:00  a.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES,  (all  day).  General  Session; 
Sections:  Gastroenterology  & Colon  & Rectal 

Surgery;  Radiology 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980  (all 
day).  Section:  Obstetrics  & Gynecology 


THE  LUNG,  THE  WORKER,  THE  JOB,  AND  THE  LAW. 
Sections:  Medical  Legal  & Workers’  Compensation 
matters;  Occupational  Medicine 

2:00  p.m. 

CANCER  UPDATE— 1980:  DIAGNOSTIC  & THER- 
APEUTIC PROCEDURES  (cont’d) 

OBSTETRICS  & GYNECOLOGY— UPDATE  1980 
(cont’d) 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (cont’d) 


9:00  a.m. 

MANAGEMENT  OF  ACOUSTIC  NEUROMA  (all  day). 
Sections:  Otolaryngology  & Maxillofacial  Surgery; 

Neurosurgery 


EPILEPSY  UPDATE:  DRUG  MONITORING  EFFECT 
ON  CANCER  OF  THE  BRAIN.  Section:  Neurology 

DISEASES  OF  THE  CHEST  (to  be  announced).  Sec- 
tion: Chest  Diseases 


APPLICATIONS  OF  NUCLEAR  MEDICINE  TO  CAR- 
DIOVASCULAR DISEASE:  MEDICAL  SURGICAL. 

Section:  Cardiovascular  Diseases 

( continued  on  following  page) 


PRE-REGISTRATION  FORM 

1980  Spring  CME  Assembly,  April  25-27 

(Please  print) 


Note:  Your  identification  badge  and  tickets  must  be 
picked  up  at  the  MSSNY  registration  desk  upon  arrival 
at  the  hotel. 


Name 

Street 


(last) 


(first) 


(initial) 


City  & State 


-ZiP 


Member  of  MSSNY:  Yes No Specialty 

Note:  There  is  no  registration  fee  except  for  the  special  course  in  Basic  Cardiac  Life  Support. 


Thursday  Golf  Tournament: 


Green  fees  & dinner- 

tickets  (&  $40.00. 

Total 

Dinner  only: 

tickets  (a,  $25.00. 

Total 

Saturday  Dinner 

tickets  Qp  $35.00. 

Total 

Friday,  Saturday,  & Sunday  Special 
Courses  in  Basic  Cardiac  Life  Sup- 
port: 

Limited  to  members  only:  $35.00  Total 


Total  enclosed  $. 


Make  checks  payable  to:  Medical  Society  of  the  State  of  New  York,  clip  and  mail  to  Div.  of  Scientific  Activities,  d o MSSNY, 
420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042 
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PRELIMINARY  PROGRAM— (cont’d) 


SPECIAL  COURSES 

FRIDAY,  APRIL  25,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  Basic  Cardiac  Life  Support 
(BCLS) 

SATURDAY,  APRIL  26,  8 a.m.  & 2 p.m. 

Provider’s  Course  in  BCLS 

SUNDAY,  APRIL  27,  9 a.m.  to  1 p.m. 

Instructor-Trainer’s  Course  in  BCLS 

Courses  presented  by  Medical  Society  Section  on 
Emergency  Medicine,  and  New  York  Chapter  of  the 
American  College  of  Emergency  Physicians.  Advance 
registration  required.  As  applications  are  limited,  it  is 
advisable  to  register  early.  Registration  limited  to 
members  only.  Fee:  $35.00. 

SATURDAY,  APRIL  26 

8:00  a.m. 

PLASTIC  SURGERY  OF  THE  EYE  Section:  Oph- 

thalmology (all  day) 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(all  day).  General  Session;  Section  on  Internal 
Medicine;  New  York  State  Society  of  Internal  Med- 
icine 

MUCOUS  MEMBRANE  LESIONS.  Section:  Der- 

matology & Syphilology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 
TO  PROFESSIONAL  LIABILITY  (all  day).  Medical 
Liability  Mutual  Insurance  Company 

SURGICAL  ASPECTS  OF  ENDOCRINE  DISEASE. 
Section:  Surgery 

RECENT  ADVANCES  IN  ORTHOPEDICS.  Section  on 
Orthopedic  Surgery 

PATHOLOGY — (to  be  announced) 


2:00  p.m. 

IMPLANT  LENSES.  Section:  Ophthalmology 

ENDOCRINOLOGY,  METABOLISM— UPDATE  1980 
(cont’d) 

THE  PHYSICIAN’S  ROLE  IN  HIGHWAY  SAFETY: 

DOCTOR,  IS  YOUR  PATIENT  A SAFE  DRIVER? 
American  Medical  Association;  Association  of  Au- 
tomotive Medicine;  Sections:  Orthopedic  Surgery, 
Preventive  Medicine  & Public  Health,  Radiology 

PATIENT  SAFETY  & THE  PHYSICIAN’S  EXPOSURE 

TO  PROFESSIONAL  LIABILITY  (cont’d) 

SUNDAY,  APRIL  27 

9:00  a.m. 

PREVENTION  OF  PSYCHIATRIC  ILLNESS  IN  THE 

AGED.  Sections:  Family  & General  Practice;  Psy- 

chiatry 

ASTHMA  UPDATE — 1980.  Section  on  Allergy  & 
Immunology. 

NEWER  APPROACHES  IN  THE  MANAGEMENT  OF 

ACUTE  & CHRONIC  PAIN.  Sections:  Anesthesiol- 
ogy; Physical  Medicine  & Rehabilitation 

PLASTIC  SURGERY  UPDATE— 1980.  Section  on 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery 

SPEAK  UP  FOR  CHILDREN:  NUTRITION,  IMMUNI- 
ZATIONS, ACCIDENTS,  HEALTH  EDUCATION. 
Sections:  Pediatrics;  School  health. 

CHANGING  NEEDS  IN  WOMEN’S  HEALTH.  Ameri- 
can Medical  Women’s  Association;  Women’s 
Medical  Society  of  New  York  State 

UROLOGY  UPDATE:  IMMUNOTHERAPY  FOR 

BLADDER  & KIDNEY  CANCER.  Section  on  Uro- 
logy 


All  meetings  & exhibits  will  close  at  1 p.m. 
on  Sunday,  April  27th 


Met  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE  MAY  1980 


CONTENTS  SPECIALTY  INDEX 


New  York  City  2 

Queens  County 3 

Nassau  County  3 

Suffolk  County  6 

Westchester  County 6 


Buffalo  6 

Oneonta  6 

New  Harford 7 

Nyack 7 

Rochester 7 

Future  Events  7 


Physicians’  Placement 

Opportunities  8 

Physicians’  Placement 

Application 11 

Community  Application  for 

Physicians  12 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 
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Cardiology  2,  3,  4,  5 
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NEW  YORK  CITY 

New  York  Allergy  Society  with  Cornell 
University  Medical  College 

1300  York  Avenue 

'Uris  Auditorium 

May  2,  9:00  a m. -4:00  p.m. 

IMMUNOLOGY  OF  ORGAN  SYSTEMS 

For  registration  and  further  information  contact  Cornell 

University,  1300  York  Avenue,  New  York. 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

* The  Mount  Sinai  Medical  Center 
May  3,  9:00  a. m. -5:00  p.m.,  Saturday 

RECENT  ADVANCES  IN  ANORECTAL  SURGERY 
Changyul  Oh,  M.D.,  David  Moss,  M.D., 

Robert  Paradny,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

May  7-8,  9:00  a m. -4:00  p.m.,  Wednesday  and  Thursday 
May  9,  9:00  a. m. -3:00  p.m.,  Friday 

NEUROMUSCULAR  ELECTRODIAGNOSIS 
Beatrice  Kaplan,  M.D.,  Danuta  Janiszewski,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

May  9- 10,  9:00  a. m. -5:00  p.m.,  Friday  and  Saturday 
PM  203  INDIRECT  OPHTHALMOSCOPY  AND 
PERIPHERAL  RETINAL  DISORDERS 
Kenneth  Zinn,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 ( 10  hrs.) 

May  22-23,  8:30  a. m. -5:00  p.m.,  Thursday  and  Friday 
CONTROVERSIES  IN  HEAD  AND  NECK  SURGERY 
Frank  Lucente,  M.D. 

FEE:  $225.  (including  lunch)  CREDIT:  AMA  Cat.  1 (15 

hrs.) 

$125.  House  Staff 

New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

* Schwartz  Lecture  Hall 
401  East  30th  Street 
May  3-4 

REVIEW  OF  BASIC  SCIENCES  IN  UROLOGY 
FEE:  $20Q.  Preregistration  Required  CREDIT:  AMA 

Cat.  1(14  hrs.) 

$150.  For  Alumni  and  former  residents  and  fellows  of 
New  York  University  School  of  Medicine 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 

Brooklyn 

May  7 

TREATMENT  OF  ENDOMETRIAL  ADENOCARCINOMA 
John  L.  Lewis,  M.D. 

May  14 

MALIGNANT  AND  BENIGN  GASTRIC  OUTLET 

OBSTRUCTION 

David  Bryk,  M.D. 

May  21 

RECENT  ADVANCES  IN  THROMBOTIC 
THROMBOCYTOPENIC  PURPURA 
Ira  I.  Sussman,  M.D. 

May  28 

AMERICAN  SOCIETY  OF  CLINICAL  ONCOLOGY  MEETING 
For  further  information  contact  Harvey  Dosik,  M.D.,  The 
Jewish  Hospital  and  Medical  Center  of  Brooklyn,  555 


Prospect  Place,  Brooklyn  11238. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

May  7,  4-5:30  p.m.,  Wednesday 
REVIEW  OF  BLOOD  GASES 
Mark  Schiff,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

May  28,  4-5:30  p.m.,  Wednesday 
PULMONARY  EMBOLISM 
Joseph  Reichel,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Doctors  Hospital 

170  East  End  Avenue 
May  8 

NUTRITIONAL  FACTORS  IN  DISEASE  PREVENTION 
Myron  Winick,  M.D. 

May  10 
STROKE 

Drs.  Irving  S.  Wright,  David  B.  Case,  William  K.  Hass,  Russel 
H.  Paterson,  Jr.,  Gordon  Potts,  James  Toole 
NO  FEE 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue,  New  York  10028. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 

Brooklyn 

May  12-13 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Bernard  Wolfson,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270-1000. 

Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine 

260  East  188  Street 
Bronx 

May  13,  8:00-10:00  p.m.,  Tuesday 

CONTRACEPTIVE  TECHNIQUES  AND  THEIR  PITFALLS 
Zeev  Koren,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 
Tel:  212/295-1100. 


The  Royal  Society  of  Medicine  Foundation,  Inc. 

420  Lexington  Avenue 

* Fordham  University  at  Lincoln  Center 

Pope  Auditorium 

1 13  West  60th  Street 

May  13,  9:00  a. m. -5:00  p.m.,  Tuesday 

ANGLO-AMERICAN  CONFERENCE  ON  NEW  PATTERNS 
OF  MEDICAL  AND  SOCIAL  SUPPORTS  FOR  THE  AGING 
FEE:  $15.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  The  Royal  Society  of 
Medicine  Foundation,  420  Lexington  Avenue,  Suite  1936, 
New  York  10017.  Tel:  212/986-0566. 

The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 

* Cornell  Medical  Center 

Uris  Auditorium 

May  14,  7:00-9:00  p.m.,  Wednesday 

THE  UPDATE  YOUR  MEDICINE  1979-80 
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CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis.  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 
Tel:  212/737-4444 


Lewis  Drusin,  M.D. 

FEE:  $25.  CREDIT:  AMA  CAT.  1 (3  hrs.) 

For  further  information  contact  Yehudi  M.  Felman,  M.D.,  or 
Francis  J.  Sontora,  Bureau  of  Venereal  Disease  Control 
New  York,  N.Y.  10013  Tel.  212/925/4036 


St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

May  15,  7:30  p.m.,  Thursday 
PTOSIS 

Hampson  A.  Sisler,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare's  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  2 1 2/586- 1 500  ext.  322. 


The  New  York  Cardiological  Society,  Inc. 

420  Lexington  Avenue 

• Jade  Room 

Waldorf-Astoria  Hotel 

Park  Avenue  at  50th  Street 

May  17,  9:00  am. -4:00  p.m.,  Saturday 

CARDIOLOGY  1980:  CURRENT  CONCEPTS  IN 
DIAGNOSIS  AND  THERAPY 

FEE:  $25.  Non-Members  CREDIT:  AMA  Cat.  1 (5  hrs.) 

No  charge  for  Members  and  House  Staff 
For  further  information  contact  New  York  Cardiological 
Society,  420  Lexington  Avenue,  Suite  1936,  New  York 
10017.  Tel:  212/682-4041. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Homey 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
May  21,  8:30p.m.,  Wednesday 
STRESS  OF  COMING  OUT 
Harry  Gershman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62nd  Street, 
New  York  10021. 


Beekman  Downtown  Hospital 

170  William  Street 

May  15,  7:00-8:00  p.m.,  Thursday 

OPHTHALMOLOGY  SERVICE— GRAND  ROUNDS 
CONFERENCES  MANAGEMENT  OF  TRAUMA  TO  THE 
GLOBE 

George  M.  Gombos,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Morris  N.  Young,  M.D., 
Director,  Ophthalmology  Service,  Beekman  Downtown 
Hospital,  170  William  Street,  New  York  10038. 

Tel:  BE  3-5300 


New  York  City  Health  Department  Bureau  of 
Venereal  Disease  Control 

125  Worth  Street,  2nd  Floor 
New  York  City 

May  28,  9:00- 12:00  noon,  Wednesday 

PRACTICAL  MANAGEMENT  OF  SEXUALLY  TRANSMITTED 
DISEASES  GONORRHEA  AND  NONGONOCOCCAL 
URETHRITIS 

Nicholas  J.  Fiumara,  M.D. 

SYPHILIS  AND  OTHER  SEXUALLY  TRANSMITTED 
DISEASES 


QUEENS  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center 

* Queens  Hospital  Center 
82-68  164th  Street 
Jamaica 

May  4,  8:30  a m -4:30  p.m.,  Sunday 
BRONCHIAL  ASTHMA:  AN  UPDATE 

Faroque  Khan,  M.D. 

This  intensive  clinically-oriented  course  is  designed  primarily 
for  chest  physicians,  internists,  pediatricians,  general  and 
family  practitioners,  respiratory  therapists,  nurses  and  all 
other  interested  health  professionals.  The  distinguished 
guest  faculty  and  the  host  faculty  will  provide  a 
comprehensive  review  of  the  state  of  the  art.  The  course 
will  also  focus  on  the  comprehensive  multi-disciplinary 
management  of  bronchial  asthma  as  it  is  practiced  at  this 
center  and  will  conclude  with  a discussion  on  "All  That 
Wheezes  Is  Not  Asthma." 

FEE:  $50.  (includes  educational  materials  and  luncheon)- 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  F.  Khan,  M.D.,  Queens 
Hospital  Center,  82-68  164th  Street,  Jamaica  11432.  Tel: 
212/990-2091. 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
Flushing 

* Yellow  Home  Auditorium 
10:30  a m. -12  noon 
May  6 

SPECTRUM  OF  VASCULITIS:  A MODERN  PERSPECTIVE 

ON  DIAGNOSIS,  PATHOGENESIS  & TREATMENT 
Arthur  Grayzell,  M.D. 

May  13 

STROKE  & THREATENED  STROKE:  CLINICAL  DECISION 

MAKING  1980 

Myles  Katz,  M.D.,  William  Hass,  M.D. 

May  20 

THE  ENVIRONMENT  & THE  LUNG:  A WORLD  OF  FINE 

PARTICLES 

Irving  Selikoff,  M.D. 

For  further  information  contact  Flushing  Hospital  & Medical 
Center,  146-09  45th  Avenue,  Flushing  11355. 


NASSAU  COUNTY 


Nassau  Hospital 

259  First  Street 
Mineola 

* Breed  Conference  Room 
1 1:00  a.m. 

May  2,  Friday 

PROBLEM  SOLVING  LECTURE 
ADVANCES  IN  HYPERTENSION 
Edward  Kowalski,  M.D. 

May  5,  Monday 

PRIMARY  CARE  LECTURE 

ASSURING  THE  QUALITY  OF  MEDICAL  CARE 

Steven  Jonas,  M.D. 
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May  6,  Tuesday 

CRITICAL  CARE  LECTURE 

MANAGEMENT  OF  ACUTE  BLEEDING  IN  CLASSIC 

HEMOPHILIA 

Norbert  Felber,  M.D. 

May  7,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  11:00  a.m. 

THE  HOLISTIC  APPROACH  TO  THE  CARE  OF  THE 
CANCER  PATIENT 
John  Louis,  M.D. 

May  9,  Friday 

PROBLEM  SOLVING  LECTURE 

THE  DIFFERENTIAL  DIAGNOSIS  OF  AGRANULOCYTOSIS 
Barry  Gimbel,  M.D. 

May  12,  Monday 

PRIMARY  CARE  LECTURE 
HIGH  RISK  OBSTETRICS 
Steve  Klein,  M.D. 

May  13,  Tuesday 

CRITICAL  CARE  LECTURE 

RECOGNITION  AND  CORRECTION  OF  ACID  BASE 

IMBALANCE 

John  Rooney,  M.D. 

May  14,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  11:00  a.m. 

SMALL  AIRWAYS 
Albert  Heurich,  M.D. 

May  16,  Friday 

PROBLEM  SOLVING  LECTURE 
DIFFUSE  LUNG  DISEASE 
John  Rooney,  M.D. 

May  19,  Monday 

PRIMARY  CARE  LECTURE 

CONCEPT  OF  TRANSFERENCE  AS  IT  APPLIES  TO  THE 
DOCTOR-PATIENT  RELATIONSHIP 
Martin  Hurvitz,  M.D. 

May  20,  Tuesday 

CRITICAL  CARE  LECTURE 

DIAGNOSIS  AND  MANAGEMENT  OF  PERICARDIAL 

TAMPONADE 

Lester  Merritts,  M.D. 

May  2 1,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  1 1:00  a.m. 

DIABETIC  NEPHROPATHY 
Eli  Friedman,  M.D. 

May  23,  Friday 

PROBLEM  SOLVING  LECTURE 
THE  NON-INVASIVE  EVALUATION  OF  VALVULAR 
HEART  DISEASE 
M.  Qamar-Zaman,  M.D. 

May  27,  Tuesday 

CRITICAL  CARE  LECTURE 
MYXEDEMA  COMA 
William  C.  Hollis,  M.D. 

May  28,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  11:00  a.m. 

THE  CLINICAL  APPROACH  TO  INFECTIOUS  DYSENTERY 
Burke  A.  Cunha,  M.D. 

FAMILY  PRACTICE 

May  27,  10:00  a.m.,  Tuesday 

ADVANCES  IN  ENDOCRINE  MANAGEMENT— PART  I 
John  F.  Aloia,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

May  9,  8:00  a.m.,  Friday 

MEDICAL  LECTURE  SERIES 

COAGULOPATHIES  IN  THE  OBSTETRICAL  PATIENT 
Norbert  Felber,  M.D. 

May  9,  9:00  a m.,  Friday 

UPDATE  OF  GYN  ONCOLOGY 
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UPDATE  ON  CHEMOTHERAPY 
May  2,  9:00a.m.,  Tuesday 

UPDATE  IN  REPRODUCTIVE  ENDOCRINOLOGY 
DIFFERENTIAL  DIAGNOSIS  OF  SECONDARY 
AMENORRHEA  II 
Raymond  Vande  Wiele,  M.D. 

OPHTHALMOLOGY 

May  6,  5:00p.m.,  Tuesday 

MODERN  TRENDS  IN  OPHTHALMOLOGY 

VITRECTOMY 

Burton  Sultan,  M.D. 

PEDIATRICS 

12:00  noon,  Thursdays,  Auditorium 

NEONATOLOGY 

May  1 

THYROID  DISORDERS  IN  NEWBORN 
May  8 

NEONATAL  SKIN  DISORDERS 
May  15 

GROUP  B STREP  INFECTIONS 
May  22 

NEONATAL  EFFECTS  OF  ANTICONVULSANTS 
May  29 

IMMUNOLOGY  OF  NEONATE 
12:00  noon,  Fridays,  Auditorium 

NEONATOLOGY  AND  NEWBORN  MEDICINE 

May  2 

MATERNAL  AGAMMAGLOBINEMIA 
May  9 

MANAGEMENT  OF  PROLONGED  RUPTURE  OF  THE 
MEMBRANES 
May  16 

RENAL  DISEASE  IN  PREGNANCIES 
May  30 

DISCUSSION  OF  THE  EXPECTANT  HIGH  RISK 

PREGNANCIES 

Paul  F.  Twis,  D.O. 

THORACIC  AND  CARDIOVASCULAR 
SURGERY 

May  12,  8:00  a.m.,  Monday,  Breed  Conference  Room 

MANAGEMENT  OF  DISSECTING  THORACIC  ANEURYSM 
Drs.  M.  Sutaria,  H.  Epstein,  M.  Goodman 

UROLOGY 

May  2,  3:00  p.m.,  Friday,  Breed  Conference  Room 
WHAT'S  NEW  IN  VOIDING? 

Jordon  S.  Brown,  M.D. 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola  11501.  Tel:  516/663-2382. 

North  Shore  University  Hospital 
Co-sponsored  by  Cornell  University  Medical 
College 

300  Community  Drive 

Manhasset 

May  3 

UPDATE  1980 
Lawrence  Scherr,  M.D. 

RENOVASCULAR  HYPERTENSION:  THE  MEDICAL 

APPROACH 

Lionel  U.  Mailloux,  M.D. 

RENOVASCULAR  HYPERTENSION:  THE  SURGICAL 

VIEWPOINT 

E.  Darracott  Vaughan,  Jr.,  M.D. 

THE  PATHOLOGY  OF  HYPERTENSION 
Myron  Susin,  M.D. 

PHARMACOLOGIC  MANIPULATION  AND  THE 
PATHOPHYSIOLOGY  OF  HYPERTENSION 
Aram  Chobanian,  M.D. 

NEW  ADVANCES  IN  DRUG  THERAPY 
Lawrence  R.  Krakoff,  M.D. 


WGO-4 


KEY  NOTE  ADDRESS— THE  TREATMENT  OF  MILD 

HYPERTENSION 

M.  Donald  Blaufox,  M.D.,  Ph  D 

CONTROL  OF  HYPERTENSION  AT  THE  WORK  SITE 
Michael  Alderman,  M.D. 

NON-DRUG  THERAPY:  THE  ROLES  OF  DIET  AND 

PHYSICAL  FITNESS 
Gerald  Thomson.  M.D. 

INITIATING  DRUG  THERAPY 
Peter  A.  Bluestone,  M.D. 

RECOGNIZING  THE  HYPERTENSIVE  EMERGENCY 
Robert  T.  Mossey.  M.D. 

GROUP  WORKSHOPS:  PATIENT  PROBLEMS:  MILD 

ESSENTIAL  AND  SEVERE  ESSENTIAL  HYPERTENSION, 
HYPERTENSIVE  ENCEPHALOPATHY 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  1 1030.  Tel: 
516/562-4384. 

Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  (Stony  Brook) 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
May  5 

BACTERIAL  ENDOCARDITIS— MANAGEMENT  AND 
PROGNOSIS  IN  PATIENTS  WITH  NEGATIVE  BLOOD 
CULTURES 
Charles  Samet,  M.D. 

May  12 

PRESENT  STATUS  OF  CARDIAC  VALVES 
Wayne  Isom,  M.D. 

May  19 

VASO-SPASTIC  CORONARY  ARTERY  DISEASE 
E.  Terry  Davison,  M.D. 

For  further  information  contact  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park  11042. 

* Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 
(1  part  of  10  sessions) 

4:00  p.m. -5:00  p m..  Tuesdays 
May  and  June 

NEURO-OPHTHALMOLOGY 

David  A.  Rosen,  M.D.,  Program  Chairman 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

May  14.  8:00  a. m. -3:00  p.m. 

A CLINICAL  DAY  IN  OPHTHALMOLOGY  RETINAL 

VASCULAR  DISORDERS 

David  A.  Rosen,  M.D.,  Chairman 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11042.  Tel:  212/470-2114. 

Long  Island  Jewish-Hillside  Medical  Center 
cosponsored  by  The  American  College  of 
Obstetricians  and  Gynecologists 

* Teaching  Center 

May  17,  9:00  a. m. -5:00  p.m. 

COLPOSCOPY  IN  GYNECOLOGIC  PRACTICE 
Burton  Krumholz,  M.D.,  Program  Chairman 
FEE:  $10.  Junior  Fellows  CREDIT:  AMA  Cat.  1 (7  hrs.) 

$60.  Fellows  ACOG  7 cognates 

$90.  Non  Fellows 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 


' Teaching  Center  Auditorium 
Long  Island  Jewish-Hillside  Medical  Center 
May  2 1.  8:30  a m.  -5: 15  pm.,  Wednesday 
THE  4TH  ANNUAL  SEMINAR 
UPDATE— REPRODUCTIVE  ENDOCRINOLOGY  AND 
GYNECOLOGY 
Bernard  L.  Lieberman,  M.D. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

ACOG  10  cognates 


May  16,  9:00  a m. -5:00  p m..  Friday 

* The  Auditorium  of  Jewish  Institute  for 
Geriatric  Care 

Lakeville  Road 
New  Hyde  Park 

HOW  TO  IMPAIR  SPEECH  AND  LANGUAGE  IN 
CHILDREN  WITHOUT  EVEN  TRYING 
Allan  Abramson,  M.D. 

FEE:  $45.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114 

Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  WiHiam  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

455  E.  Bay  Drive 

Long  Beach 

May  6,  3:00-6:00  p.m. 

INVASIVE  & NON-INVASIVE  TESTING: 

A SYMPOSIUM 

Peter  M Som,  M.D.,  Hsu-Chong  Yeh,  M.D.,  Harold  A.  Mitty, 
M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 
Hospital,  455  E.  Bay  Drive,  Long  Beach  1 1561.  Tel:  212/ 
432-8000,  ext.  362  or  363. 

Mercy  Hospital  in  liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 

9:00  a m. -1 1:00  a m..  Wednesdays 
May  7 

URINARY  TRACT  CARCINOMA 
George  R.  Prout,  Jr.,  M.D. 

May  21 

NEWER  APPROACHES  TO  SOLITARY  NODULE  OF  THE 
THYROID 

P.  Reed  Larsen,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue.  Rockville  Centre  11570. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

May  10,  9:00  a. m. -5:00  p.m. 

AMPUTATION  AND  PROSTHESIS 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (7  hrs) 

For  further  information  contact  Lawrence  Friedmann,  M.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Tpk.,  East 
Meadow. 


January-June,  10:00-1 1:00  a m.,  Thursdays 
May  1 

GRAND  ROUNDS 
NEWER  GUT  HORMONES 
Jessie  M.  Berkowitz,  M.D. 
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May  8 

MANAGEMENT  OF  BACTERIAL  MENINGITIS 

Gary  Joachim,  M.D. 

May  15 

SICK  SINUS  SYNDROME 
Edgar  Lichstein,  M.D. 

May  22 

RESTRICTIVE  DISEASES  OF  THE  CHEST: 

KYPHOSCOLIOSIS 

Edward  Bergosfsky,  M.D. 

May  29 

PARKINSONISM 
Stanley  Fahn,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ethel  Ford,  Nassau  County 
Medical  Center,  2201  Hempstead  Turnpike,  East  Meadow 
11554.  Tel:  516/542-3713. 


SUFFOLK  COUNTY 


St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
* St.  Charles  Lecture  Room 
May  19,  7:00  a.m.,  Monday 

ANESTHESIOLOGY  CONFERENCE 
ANESTHESIA  FOR  V.A.  SHUNT 
Edward  Norris,  M.D. 

May  19,  7:30  a.m.,  Monday 
OPHTHALMOLOGY 
HERPES  SIMPLEX  KERATITIS 
Norbert  Fethke,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson 
11777.  Tel:  516/473-2800. 


Mather  Memorial  Hospital  cosponsored  by  St. 
Francis  Hospital 

North  Country  Road 
Port  Jefferson 
' Mather  Conference  Room 
May  5,  1 1:30  a.m..  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
May  5,  8:00  p.m.,  Monday 

POST  GRADUATE  DENTAL  PROGRAM 
IMMUNOLOGY  AND  INFECTIOUS  DISEASE 
Paul  B.  Lang,  M.D. 

May  6,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
ESTROGEN  REPLACEMENT  THERAPY 
Lila  Nachtigall,  M.D. 

May  12,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
May  13,  1 1:30  a m. -1:00  p.m. 

WEEKLY  EDUCATIONAL  SERIES 
EARLY  DETECTION  OF  RENAL  FAILURE 
May  19,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
May  20,  1 1:30  a m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
CHRONIC  ACTIVE  LIVER  DISEASE:  DEFINITION, 
DIAGNOSIS  AND  MANAGEMENT 
Frederick  F.  Whitcomb,  Jr.,  M.D. 

May  27,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 


CLINICAL  PATHOLOGICAL  CONFERENCE 
Gerald  Finkel,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  Mather 
Memorial  Hospital,  North  Country  Road,  Port  Jefferson, 
11777.  Tel:  516/473-1320. 


WESTCHESTER  COUNTY 


The  New  York  Medical  College 
Westchester  County  Medical  Center 

Valhalla 
May  14-17 

SEMI-ANNUAL  OCULOPLASTIC  SURGICAL  DISSECTION 
COURSE 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

May  17-22 

ANNUAL  COSMETIC  FACIAL  SURGICAL  DISSECTION 
COURSE 

FEE:  $800.  CREDIT:  AMA  Cat.  1 (40  hrs) 

For  further  information  contact  Ms.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Avenue,  New  York  10021.  Tel:  212/ 
734-1010. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 
May  2 

HOSPICE 

Mrs.  Charlotte  Shedd,  R.N. 

May  5-6 

INTERNATIONAL  CONFERENCE  ON  CANCER  AMONG 
BLACKS 

Curtis  Mettlin,  M.D. 

May  8 

RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  BREAST  CANCER 
Thomas  Dao,  M.D. 

May  16 

MULTIDISCIPLINARY  ADVANCES  IN  ADOLESCENT 

ONCOLOGY 

Cameron  Tebbi,  M.D. 

For  further  information  contact  Roswell  Park  Memorial 
Institute,  666  Elm  Street,  Buffalo  14263. 

Roswell  Park  Memorial  Institute,  the  Niagara 
Falls  Unit  and  Erie  County  Unit  of  the  American 
Cancer  Society  and  the  College  of  Nursing, 

Niagara  University 
666  Elm  Street 
Buffalo 
May  16 

MULTIDISCIPLINARY  ADVANCES  IN  ADOLESCENT 

ONCOLOGY 

Cameron  Tebbi,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Berna  Koren,  Administrative 
Assistant,  Adolescent  Unit,  Roswell  Park  Memorial  Institute, 
666  Elm  Street,  Buffalo  14263.  Tel:  716/845-4561. 


ONEONTA 


The  A.O.  Fox  Memorial  Hospital,  The  Mary 
Imogene  Bassett  Hospital  and  Otsego  County 
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Medical  Society 

* Hartwick  College  Anderson  Auditorium 
Oneonta 

May  22,  12:30  p.m. -4:30  p.m.,  Thursday 
ARTHRITIS  FOR  CLINICIANS 

Drs.  Charles  L.  Christian,  Walter  A.  Franck,  Gary  S.  Hoffman, 
William  R.  Hopper 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (3  hrs.) 

AAFP  Prescribed  (3  hrs.) 

For  further  information  write  Office  of  Continuing  Medical  Edu- 
cation, The  Mary  Imogene  Bassett  Hospital,  Cooperstown  13326. 
Tel:  607/547-6270. 


NEW  HARTFORD 


ROCHESTER 


The  Genesee  Hospital  Co-sponsored  by  The 
University  of  Rochester  School  of  Medicine  and 
Dentistry 

224  Alexander  Street 
Rochester 

• Douglas  Auditorium 
May  10,  8:30  a m. -5:00  p.m. 

THIRD  ANNUAL  SPRING  SEMINAR  IN  ANESTHESIOLOGY 
CREDIT:  AMA  Cat.  1 (6  hrs) 

For  further  information  contact  the  Department  of 
Anesthesiology,  716/263-5265. 


Upstate  New  York  Chapter  American  College 
of  Surgeons,  Inc.  cosponsored  by  the  Central 
New  York  Academy  of  Medicine,  Inc. 

210  Clinton  Road 
New  Hartford 
"Grossinger's 
Grossinger,  N Y. 

May  15- 18 

SECOND  NEW  YORK  STATE  CONJOINED  SURGICAL 
SYMPOSIUM 

FEE:  $100.  CREDIT:  AMA  CAT.  1 (21  hrs.) 

$50.  For  one  day 

For  further  information  contact  Upstate  New  York  Chapter, 
American  College  of  Surgeons,  Inc.,  210  Clinton  Road,  New 
Hartford.  Tel:  315/735/2203. 


NYACK 


Nyack  Hospital 

North  Midland  Avenue 
Nyack 

Department  of  Internal  Medicine 
Hematology/  Oncology 

May  6,  9:00  a m.,  Tuesday 

TREATMENT  OF  LUNG  CANCER 
Philippe  Chahinian,  M.D. 

May  13,  9:00  a.m.,  Tuesday 
BREAST  CANCER 
Panel  Discussion 
May  20,  9:00  a. m. -Tuesday 
CASE  PRESENTATION 
May  27,  9:00  a.m.,  Tuesday 
PROGRESS  IN  ONCOLOGY 
Ira  Jaffrey,  M.D. 

Department  of  Surgery 

May  23,  8:00  a.m.,  Friday 

CURRENT  MANAGEMENT  OF  BLEEDING  VARICES 
Louis  DelGuercio,  M.D. 

Section  of  Orthopedic  Surgery 

May  13,  8:30  a.m.,  Tuesday 

SUB-TROCHANTERIC  FRACTURES 
J.  William  Fielding,  M.D. 

Department  of  Pediatrics 

May  19,  8:00  p.m.,  Monday 

PEDIATRIC  NUCLEAR  MEDICINE 
Herbert  Z.  Geller,  M.D. 

FEE:  $25.  per  session  CREDIT:  AMA  & AAFP 

For  further  information  contact  Mrs.  Frances  Rodriquez, 
Medical  Staff  Office,  Nyack  Hospital.  Tel:  914/358-6200. 


FUTURE  EVENT 


Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

1300  Morris  Park  Avenue 
Bronx 

June  30-August  29 

THERAPIES  FOR  THE  EIGHTIES 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430/2822. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service.  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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ANESTHESIOLOGIST 

SODUS,  N Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A.  Sodus  14551.  Tel:  315/483-9133. 


EMERGENCY  ROOM 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D..  Director  or  Mr  F M 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street.  Auburn  13201.  Tel:  315/252-3388. 


ENT 

NORWOOD,  N Y.,  St.  Lawrence  County  needs  an  ENT  Physician  and 
Family  Physician.  Contact  Henry  Vinicor,  M.D.,  53  So  Main  St.. 
Norwood  13668. 

OLEAN,  N.Y.,  Cattaragus  County  needs  a ENY  Physician.  Contact 
Dr  Edward  R.  Mountain,  1909  West  State  St.,  Olean  14760  Tel: 
716/327-2788. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  M.D.,  7 West  Church  St.,  Adams  13605.  Tel: 
315/232-2972  or  315/232-2911. 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BARNEVELD,  N.Y.,  Oneida  County  needs  a Family  Physician. 
Contact  A.  Redmond,  M.D.  Tel:  315/896-2623  (office)  or 
315/896-2601  (home) 

BINGHAMTON,  N.Y..  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CONEY  ISLAND,  N.Y.,  Kings  County  needs  a Family  Physician  and 
Obstetrician/Gynecologist.  Contact  Mrs.  M.  Hayat.  Tel: 
212/982-6700. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford.  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

GERMANTOWN.  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians.  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  11  Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

ILION,  N.Y.,  Herkimer  County  needs  a Family  Physician.  Contact 
Mrs.  Ladislaus  Merson,  47  Third  Street,  llion  13357.  Tel: 
315/894-2141  or  315/894-3706. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano.  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 


NORWOOD,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician 
and  ENT  Physician.  Contact  Henry  Vinicor,  M.D.,  63  So.  Main 
St.,  Norwood  13668. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn.  M.D  , 87  N Main,  Oakfield  14125.  Tel: 
716/948-5741. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SCOTTSVILLE,  N Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown's  Rd..  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N Y , Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Family  Phy- 
sician or  Internist.  Contact  S.  D.  Roberts,  M.D.,  671  Annadale 
Rd.,  Staten  Island  10312.  Tel:  212/984-7000. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N Y,  Essex  County  needs  a Family  Physician.  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 


INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Internist.  Contact  A.  J.  Cuti,  M.D, 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  Street,  New 
York  10029  Tel:  212/369-2211. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville.  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive.  Salamanca 
14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  an  Internist  or 
Family  Physician.  Contact  S.  D.  Roberts,  M.D.,  671  Annadale 
Rd.,  Staten  Island  10312.  Tel:  212/984-7000. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 


LOCUM  TENENS 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
Jerry  Hersh,  M.D.,  1301  Trumansburg  Road,  Ithaca  14850.  Tel: 
607/273-8505. 
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NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 

Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 

212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

CONEY  ISLAND,  N.Y.,  Kings  County  needs  a Obstetrician/Gyne- 
cologist and  Family  Physician.  Contact  Mrs.  M.  Hayat.  Tel: 

212/982-6700. 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 

Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 

Hornell  14843.  Tel:  607/324-3900. 

HUNTINGTON,  N.Y.,  Suffolk  County  needs  an  Ob/Gyn  Physician. 

Contact  Susan  Friedlander,  M.D.,  c/o  Huntington  Medical  Group, 

180  E.  Pulaski  Rd.,  Huntington  Station  11746.  Tel:  516/ 

423-7700. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 

Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 

Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 

Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 

Box  A,  Sodus  14551.  Tel:  315/483-9133. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 

Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 

Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 

Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

TO:  Subscribers  to  “What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON' 

SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 


□ I enclose  payment 


OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PEDIATRICIAN 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

NEW  YORK,  N.Y.,  needs  a Pediatrician.  Contact  A.  J.  Cuti,  M.D., 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  St.,  New  York 
10029.  Tel:  212/369-2211. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Sodus  Health  Center,  Box  A,  Sodus  14551.  Tel: 
315/483-9133. 

RADIOLOGIST 

MT.  VERNON,  N.Y.,  Westchester  County  needs  a Radiologist. 
Contact  Arnold  Joffe,  M.D.,  30  Anpell  Drive,  Scarsdale  10583. 
Tel:  914/725-2242  after  8:00  p.m. 

NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKINC  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 
Medical  School 


Internship_ 


Hosp  ltals_ 


Residency 


Hospita  ls_ 


Specia  lty_ 


Licensed  in  what  States?_ 
Applied  for__ 


American  Board  Certificates  held?_ 
El igible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Datea 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Industrial Group Institutional  


Other 


Dice  you  will  be  available  for  practice_ 

pre  ct  iced_ 


_Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  phys  ician  ___ 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship  

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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Attention  Delegates 
Your  Next  Meeting 


The  174th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  take  place  in  New  York  City  at  the 
new  GRAND  HYATT  NEW  YORK  on  . . . 


SEPTEMBER  28th-OCTOBER  2nd,  1980 


NOMINATING  COMMITTEE 
1980 


Member-at-Large— George  T.  C.  Way,  M.D.,  Dutchess,  Chairman 

First  District — Bernard  J.  Pisani,  M.D.,  New  York 

Second  District — Stanley  A.  Steckler,  M.D.,  Suffolk 

Third  District — Anthony  P.  Tartaglia,  M.D.,  Albany 

Fourth  District — Daniel  F.  O’Keeffe,  M.D.,  Warren 

Fifth  District — Thomas  M.  Flanagan,  M.D.,  Chenango 

Sixth  District — Paul  M.  DeLuca,  M.D.,  Broome 

Seventh  District— James  M.  Flanagan,  M.D.,  Wayne 

Eighth  District— James  H.  Cosgriff,  Jr.,  M.D.,  Erie 

Ninth  District — William  P.  Clark,  M.D.,  Westchester 

Member-at-Large — Felix  Rosenhain,  M.D.,  Queens 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,anddihydroergocryptlne(dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


Hie  primary 
beneficiaries  of 

ORAL 

HYDERGINE 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 
It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded  — the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets . 

Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  lor  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg,  packages  of  100,  500,  and  1000  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  lor  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J  07936  sandoz 

SDZ  9 350 


© 1979  Sandoz,  Inc. 
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Medical  Meetings 


Monthly  continuing  education 
programs  in  oncology 

Roswell  Park  Memorial  Institute  is  conducting  monthly 
continuing  education  programs  in  oncology  for  community 
practitioners  to  disseminate  information  on  newest 
methods  in  the  diagnosis  and  treatment  of  cancer.  Each 
monthly  seminar  is  organized  by  a different  department 
of  the  Institute  covering  a different  clinical  specialty. 
These  seminars  qualify  for  Category  I credit  toward  the 
A.M.A.  Physician’s  Recognition  Award,  prescribed  credit 
by  the  American  Academy  of  Family  Physicians,  and 
Category  2-D  credit  by  the  American  Osteopathic  Associ- 
ation. 

The  seminars  are  co-sponsored  by  the  Cancer  Control 
Program  of  the  Inst  itute,  and  the  American  Cancer  Society, 
New  York  State  Division,  and  Erie  County  Unit. 

Inquiries  should  be  sent  to:  Gayle  Bersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo,  New  York  14263  or  telephone  (716) 
845-4406. 

Graduate  and  continuing  education 

A pediatric  postgraduate  education  day  on  “Conversa- 
tions with  Heinz  Eichenwald  and  Lewis  Barness”  will  be 
presented  on  June  4,  in  the  auditorium — room  1027, 
Weiskotten  Auditorium,  Upstate  Medical  Center,  766 
Irving  Avenue. 

June  12  and  13  “Tardive  Dyskinesia  and  Related 
Movement  Disorders— Second  Annual  Symposium”  will 


Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


Clinical  Clues 

— If  a tumor  of  the  large  bowel  is  suspected,  as  when 
there  is  a palpable  mass  or  undiagnosed  iron  defi- 
ciency anemia,  and  the  barium  enema  finding  is  neg- 
ative, this  test  should  probably  be  repeated.  If  the 
barium  enema  result  is  still  negative,  repeat  it 
again. 

— It  is  well  to  keep  in  mind  that  a foreign  body  in  the  ear 
canal  may  be  a cause  of  an  undiagnosed  cough 
(J. A.M.A.  223:1269  (1973)). 

— Drugs  which  are  known  to  potentiate  the  action  of 
coumarin  are  the  anabolic  steroids,  chloral  hydrate, 
chloramphenicol,  clofibrate,  dextrothyroxine,  gluca- 
gon, mefenamic  acid,  neomycin,  oxyphenbutazone, 
phenylbutazone,  phenyramidol,  quinidine,  and  sali- 
cylates. 

— Drugs  that  may,  but  not  necessarily,  potentiate  the 
action  of  coumarin  include  acetaminophen,  allopuri- 


be  presented  at  the  Hotel  Syracuse,  Hotel  Syracuse  Square, 
Warren  Street. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  telephone: 
(315) 473-4607. 

Update  in  Pediatric  Hematology/ 

Oncology 

An  “Update  in  Pediatric  Hematology/Oncology”  will  be 
held  June  12  to  14.  The  course  is  being  sponsored  by  The 
New  York  Hospital-Cornell  Medical  Center,  Memorial 
Sloan-Kettering  Cancer  Center,  and  The  Children’s  Blood 
Foundation. 

For  additional  information  contact:  Margaret  W.  Hil- 
gartner,  M.D.,  The  New  York  Hospital-Cornell  Medical 
Center,  525  East  68th  Street,  New  York,  N.Y.  10021. 

Practical  Neurology  for  the  Internist 
and  Family  Physician 

A four-day  course  on  “Practical  Neurology  for  the  In- 
ternist and  Family  Physician”  will  cover  neurological  dis- 
orders seen  by  the  nonneurologist  June  28  to  July  1.  The 
program  will  stress  practical  principles  of  diagnosis  and 
management.  Practical  techniques  of  neurological  ex- 
amination for  the  nonneurologist  will  be  demonstrated. 

July  7 to  11,  the  sixteenth  annual  postgraduate  course 
in  internal  medicine  will  be  held. 

For  information  regarding  both  programs,  contact:  The 
Office  of  Postgraduate  Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  East  Ninth  Avenue, 
Denver,  Colorado  80262;  telephone  (303)  394-5241. 


nol,  disulfiram,  diazoxide,  ethacrynic  acid,  mercap- 
topurine,  monoamine-oxidase  inhibitors,  nalidixic 
acid,  nortriptyline,  sulfinpyrazone,  sulfonamides,  and 
thyroid. 

— Drugs  that  are  known  to  inhibit  the  action  of  coumarin 
include  barbiturates,  ethchlorvynol,  glutethimide,  and 
griseofulvin.  Other  drugs  that  may  inhibit  coumarin 
activity  are  the  adrenal  cortical  steroids,  cholestyra- 
mine, meprobamate,  and  oral  contraceptives. 

— Some  forms  of  hypercalcemia  are  secondary  to  neo- 
plastic disease  and  may  be  due  to  enhance  production 
of  prostaglandins  by  the  tumor  tissue  (New  England 
J.  Med.  291:83  (1974)). 

— The  risk  of  administering  iodides  to  patients  with 
preexisting  thyroid  disorders  are  now  apparent,  and 
either  hypothyroidism  or  hyperthyroidism  have  been 
precipitated  in  certain  groups  of  subjects.  Hyper- 
thyroidism after  inorganic  iodine  was  first  observed 

continued  on  page  895 


May,  1980/New  York  State  Journal  of  Medicine  887 


Abstracts  in  Interlingua 


Baron,  H.  C.,  Padula,  G.,  e Batri,  G.:  Revascularisation 
del  extremitate  ischemic;  rolo  del  arteria  femoral  profunde, 
New  York  State  J.  Med.  80:  897  (Maio)  1980. 

Le  “profundeplastia”  esseva  facite  in  36  extremitates 
inferior  como  tractamento  del  dolor  de  reposo  o gangrena 
debite  a arteriosclerosis  obliterans  subinguinale.  Le  op- 
eration alleviate  le  dolor  de  reposo  in  18  de  19  patientes. 
In  15  patientes  con  gangrena  de  un  o plus  digitos,  le  cica- 
trisation del  sito  del  amputation  o del  lesion  depost  del 
debridemento  esseva  observate.  In  2 patientes  operate  per 
ulceration  gangrenose  extense  del  talon,  le  cicatrisation 
occurreva  e un  del  patientes  e in  le  altere,  le  profunde- 
plastia permitteva  le  amputation  infra  le  genu.  Le  resul- 
tatos  obtenite  suggere  que  iste  operation  es  un  medio  al- 
ternative secur  del  graffo  de  derivation  pro  alleviar  le 
symptomas  ischemic,  e es  un  methodo  de  election  ration- 
abile  pro  meliorar  le  modo  de  vita  del  patientes  de  risco 
povre. 

Magnussen,  C.  R.:  Meningitis  in  adultos;  analyse  retro- 
spective de  10  annos  in  un  hospital  communitari,  New 
York  State  J.  Med.  80:  901  (Maio)  1980. 

Omne  experientia  registrate  in  relation  al  meningitis 
acute  es  originate  in  hospitales  universitari  o municipal, 
mais  le  majoritate  del  attention  medic  del  patientes  hos- 
pitalisate  es  facite  in  hospitales  communitari  de  minus  que 
300  lectos.  Un  revision  retrospective  del  meningitis  acute 
in  adultos  in  un  hospital  communitari  de  inseniamento, 
durante  un  periodo  de  10  annos,  esseva  facite  pro  saper  le 
frequentia,  spectrum,  characteristicas  e le  resultato  final 
del  morbo,  in  comparation  con  reportos  provenente  de 
hospitales  universitari.  Un  total  de  65  casos  de  meningitis 
acute  esseva  trovate  durante  le  studio  de  10  annos.  Le 
majoritate  del  patientes  (90  pro  cento)  habeva  meningitis 
aseptic  o bacterial;  le  altere  habeva  meningitis  tuberculose 
(3  pro  cento),  cryptococcal  (2  pro  cento)  e de  etiologia  non 
establite  (5  pro  cento).  Le  etate  del  patientes,  le  symp- 
tomas e signos  initial  e le  resultatos  del  examination  del 
liquido  cephalo-raquidee  in  le  patientes  con  meningitis 
aseptic  o bacterial  esseva  similar  al  trovate  in  le  hospitales 
universitari.  Un  etiologia  viral  presumptive  per  le  men- 
ingitis aseptic  esseva  establite  solmente  in  9 pro  cento  del 
patientes.  Como  esseva  trovate  in  altere  revisiones,  le 
Streptococcus  pneumoniae,  le  Neisseria  meningitidis  e 
le  Hemophilus  influenzae  comprendeva  le  75  pro  cento  de 
omne  meningitis  de  etiologia  establite.  In  36  pro  cento  del 
patientes,  le  agente  etiologic  non  esseva  establite.  Como 
in  altere  reportos  previe,  quasi  le  medie  (50  pro  cento)  del 
patientes  con  meningitis  bacterial  esseva  tractate  con  an- 
tibioticos  ante  del  punctura  lumbar.  Duo  tertios  del  pa- 
tientes con  meningitis  bacterial  in  que  le  agente  causal  non 
esseva  determinate,  esseva  tractate  previemente  con  an- 
tibioticos.  Le  punctura  lumbar  esseva  repetite  in  38  pro 
cento  del  patientes  con  meningitis  aseptic,  ben  que  le  curso 
clinic  esseva  benigne  in  omne  patientes,  excepto  in  duo  (2). 
Le  mortalitate  total  de  28  pro  cento  in  le  meningitis  bac- 
terial esseva  comparabile  con  ille  observate  in  le  hospitales 


universitari.  Le  patientes  ancian  con  grave  alteration 
mental  al  admission  al  hospital  e que  posteriormente  ha- 
beva culturas  sanguine  positive,  esseva  associate  con  le 
prognose  plus  grave. 

Bloom,  N.  D.,  Daluvoy,  R.  V.,  Ceccarelli,  F.,  e Degen- 
shein,  G.  A.:  Carcinoma  mammari  bilateral;  implicationes 
immunologic,  New  York  State  J.  Med.  80:  908  (Maio) 
1980. 

Ha  essite  demonstrate  in  modellos  animal  que  le  tumores 
del  mesme  organo  o texito  comparte  antigenos  commun. 
Basate  in  iste  trovato,  es  pensate  que  le  exposition  previe 
a un  carcinoma  pote  conducer  a un  responsa  immunologic 
reforciate  a un  secunde  carcinoma  disveloppate  indepen- 
dentemente.  Pro  provar  iste  hypothese,  un  studio  retro- 
spective evalutante  le  superviventia  prolongate  de  pa- 
tientes con  cancer  mammari  bilateral  synchronic  esseva 
facite.  Le  cifras  de  superviventia  in  le  patientes  con  cancer 
mammari  disveloppate  non  synchronicmente  e indepen- 
dentemente  sin  metastases  regional,  demonstrava  5 a 10 
annos  de  superviventia,  comparabile  con  le  carcinoma 
unilateral  in  stadio  A.  Nonobstante,  in  le  patientes  con 
metastases  axillari,  le  cifras  combinate  de  5 annos  de  su- 
perviventia esseva  74  pro  cento,  con  superviventia  de  10 
annos  en  66  pro  cento.  Iste  cifras  reflecta  un  melioramento 
significative  supra  le  5 e 10  annos  de  superviventia  in  un 
gruppo  comparabile  de  patientes  con  carcinoma  unilateral 
in  stadio  B. 

Plass,  J.  B.:  Derivative  proteinic  purificate  pro  usos  oc- 
casional, New  York  State  J.  Med.  80:  911  (Maio)  1980. 

In  iste  articulo  es  describite  variationes  del  responsas 
anticipate  al  derivative  proteinic  purificate  del  tuberculina. 
Le  proposito  principal  del  articulo  es  permitter  un  com- 
munication plus  simple  inter  le  usante  minus  frequente  del 
tuberculina  e le  personas  responsabile  per  le  programas  de 
control  del  tuberculosis  in  le  communitate. 

Fruchter,  R.  G.,  Boyce,  J.,  Hunt,  M.,  Sillman,  F.,  e 
Medhat,  I.:  Cancer  invasive  del  cervix;  failimentos  del 
prevention.  II.  Retard  in  le  diagnose,  New  York  State 
J.  Med.  80:  913  (Maio)  1980. 

Novanta-septe  (97)  feminas  con  cancer  invasive  del 
cervix  esseva  interviuwate  supra  le  duration  de  su  symp- 
tomas e le  retardo  in  le  diagnose  del  morbo.  Le  38  pro 
cento  del  feminas  retardava  plus  que  3 menses  in  com- 
municar  su  symptomas.  Le  retardo  plus  longo  in  reportar 
le  symptomas  esseva  observate  quando  le  morbo  esseva 
plus  avanciate  (p  < 0.05).  Le  retardo  del  diagnose  depost 
del  prime  visit  medic  non  esseva  correlationate  con  le  stadio 
del  morbo;  nonobstante,  tal  retardo  in  le  stadio  I del  morbo 
esseva  debite  a examinationes  cytologic  o histologic  in- 
conclusive. Le  medicos  e le  institutiones  sanitari  esseva 
responsibile  del  diagnose  tardive  in  9 pro  cento  del  feminas. 
In  le  35  pro  cento  del  patientes,  le  retardo  diagnostic  total 
inter  le  symptomas  prime  e le  diagnose  histologic  esseva 
plus  que  6 menses. 
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Fisher,  M.  Shenker,  I.  R.,  e Nussbaum,  M.  P.:  Mono- 
nucleosis infectiose;  revision  del  complicationes  in  pa- 
tientes  hospitalisate,  New  York  State  J.  Med.  80:  929 
(Maio)  1980. 

Pro  actualisar  le  information  disponibile  supra  le  com- 
plicationes del  mononucleosis  infectiose,  le  records  de  61 
patientes  hospitalisate  esseva  revistite.  Complicationes 
grave  esseva  observate  in  le  systemas  neurologic  (11  pa- 
tientes), hematologic  (5),  otolaryngologic  (5),  pulmonari 
(5)  e renal  ( 1 ).  Altere,  non  frequente  o leve  complicationes 
esseva  observate  in  le  systemas  hepatic,  gastrointestinal, 
cardiac,  ophthalmologic  e dermatologic.  Non  habeva  fa- 
talitates;  omne  patientes  esseva  meliorate  al  salir  del  hos- 
pital. Le  varietate  e gravitate  del  complicationes  del 
mononucleosis  infectiose  es  presentate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Correction 

In  the  March,  1980,  issue  of  the  Journal,  the  announce- 
ment that  the  election  of  Darwin  Dennison,  associate 
professor,  Department  of  Health  Education  Professions 
at  the  State  University  at  Buffalo,  was  elected  chairperson 
of  the  American  School  Health  Association’s  Research 
Council,  Dr.  Dennison  was  cited  incorrectly  as  being  a 
Doctor  of  Medicine;  Dr  Dennison  is  a Doctor  of  Educa- 
tion. 
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Baron,  H.  C.,  Padula,  G.,  and  Batri,  G.:  Revascularizing 
ischemic  limb;  role  of  profunda  femoris  artery,  New  York 
State  J.  Med.  80:  897  (May)  1980. 

Profundaplasty  was  performed  in  36  limbs  for  treatment 
of  either  rest  pain  or  gangrene  due  to  subinguinal  arterio- 
sclerosis obliterans.  The  operation  relieved  rest  pain  in 
18  of  19  patients.  In  15  patients  with  gangrene  of  one  or 
more  digits,  healing  of  the  amputation  site  or  healing  after 
debridement  occurred.  In  two  patients  operated  on  for 
large  gangrenous  heel  ulcers,  healing  occurred  in  one,  and 
in  the  second  profundaplasty  made  possible  a below-the- 
knee  amputation.  The  results  suggest  that  this  operation 
is  a safe  alternative  to  bypass  grafting  procedures  for  re- 
lieving ischemic  symptoms  and  is  a reasonable  choice  for 
improving  the  quality  of  life  in  a poor-risk  patient. 
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Editorials 


Etiology  of  a vanishing  membership 

The  A.M.A.  bemoans  the  lack  of  full  membership, 
and  the  local  state  and  county  societies  echo  the 
paean.  Membership  rolls  are  diminishing  fast,  de- 
spite anxious  “drives.”  The  resulting  drop  in 
membership  is  reflected  in  the  diminishing  dues  in- 
come which,  in  turn,  leads  to  compensating  dues  in- 
creases, which  lead  to  further  loss  of  members  who 
resent  the  dip  into  their  pockets  . . . and  “the  dog 
continues  to  chase  it’s  tail,”  getting  nowhere.  What 
is  the  etiology  of  this  status? 

Part  of  the  immediate  problem  lies  in  the  loss  of 
leverage  to  direct  the  physicians,  new  and  old,  to  join 
or  retain  their  existing  membership.  One  means 
used  to  be  the  requirement  of  membership  in  the 
county  society  in  order  to  gain  a position  on  a hospital 
staff;  this  is  no  longer  so.  Also,  no  longer  can  county 
society  membership  be  a consideration  for  mal- 
practice insurance  eligibility,  insurance  is  now 
available  without  membership.  Moreover,  no  longer 
is  the  county  society  the  educational  center  it  used 
to  be  . . . the  JCAH,  unwittingly  perhaps,  has  seen  to 
that,  effectively  ...  so  “why  join  and  waste  dues?” 
Again,  what  is  the  etiology? 

If  we  were  to  dare  suggest  that  the  JCAH,  with  the 
unconscious  acquiescence  of  the  AMA,  are  jointly 
and  directly  responsible  for  the  steady  erosion  of 
organized  medicine,  the  bleats  of  anguish  would 
make  the  welkin  ring!  But,  the  truth  is  there!  The 
members  are  aware  of  it  and  discuss  it  quietly  in 
hospital  corners. 

The  strength  of  the  AMA  can  only  lie  in  the 
strength  of  the  state  and  local  county  societies. 
These  supporting  arms  until  the  post- World  War  II 
period  were  strong.  Then,  as  hospital  requirements 
for  “accreditation”  proliferated,  and  staff  positions 
became  difficult  to  achieve  because  of  the  increasing 
“requirements,”  hospitals  became  more  demanding 
(“selective”),  and  demanded  more  of  the  physicians’ 
time,  which  was  effected  at  the  expense  of  the  county 
medical  society  affiliation.  Accordingly,  as  the 
county  societies  became  more  effete,  membership 
dropped,  and  the  state  and  AMA  strength  followed 
rapidly  down  the  toboggan  slide.  With  the  increas- 
ing encroachment  on  the  individuals’  time,  family  life 
suffered  too,  and  the  only  “corner”  which  could  be 
cut  was  the  county  society  tie. 

Because  of  the  increased  JCAH  requirements  for 
accreditation,  hospital  staff  membership  was  in- 
creasingly predicated  on  forced  attendance  at  the 
many  hospital  staff  meetings:  monthly  staff  meet- 
ings, weekly  departmental  meetings,  hospital 


“rounds,”  clinicopathological  conferences,  and  so 
forth,  until  available  time  for  other  functions  (after 
the  care  of  patients),  became  less  and  less.  A man 
with  several  hospital  staff  appointments  might  find 
most  of  his  evenings,  and  some  daytime  and  weekend 
periods,  forcibly  occupied.  The  county  societies 
suffered.  In  our  Queens  County  Society,  at  the  end 
of  World  War  II,  the  460-seat  auditorium  was  so 
packed  on  meeting  nights  that  those  members  who 
came  at  the  prescribed  time,  or  later,  had  to  stand. 
Now  attendance  draws  only  25  or  30  loyal  members, 
and  the  total  membership  has  fallen  some  600  to  700; 
membership  from  about  2,300  has  been  reduced  to 
about  1,600  active  members.  The  attitude  has 
changed  from  one  of  desired  affiliation  to:  “Who 
needs  the  societies?”  Can  we  wake  up  to  reality  in 
time?  Or,  is  there  time  to  wake  up?  Madison  Av- 
enue marketing  approaches  won’t  help,  the  etiology 
must  be  attacked! 

Other  factors  have  contributed.  Early  in  the 
post-war  period,  the  courts,  in  their  prescient  wis- 
dom, decided  that  mandatory  membership  in  the 
county  societies,  to  qualify  for  hospital  appoint- 
ments, breached  anti-trust  laws.  The  fact  that  this 
was  a mechanism  to  monitor  ethics  and  standards, 
escaped  their  myopic  vision.  More  recently,  since 
the  onset  of  the  malpractice  scourge  of  the  profession, 
where  some  states,  like  New  York,  formed  their  own 
insurance  companies,  the  “law”  ruled  that  insurance 
to  nonmembers  could  not  be  denied,  even  in  a soci- 
ety’s own  company,  so  this  incentive  also  has  been 
lost.  More  recently,  the  F.T.C.  has  arbitrarily  ruled 
that  any  attempt  to  police  the  profession  by  universal 
rules  on  ethics,  protecting  the  public  from  repre- 
hensible fees,  or  advertising  would  be  considered  as 
“trust”  activity,  and  was  therefore  illegal. 

In  short,  this  continuing,  slow  destruction  and 
emasculation  of  organized  medicine — adding  to  the 
damage  already  done  by  the  ill-advised  hospital  staff 
requirements — is  progressive  and  insidious.  The 
stranglehold  on  the  profession  is  further  aug- 
mented. 

If  the  AMA  really  wants  to  regain  its  strength  and 
popularity,  it  must  support  the  state  and  county 
society  structures  by  creating  a format  where  the 
mandatory  dicta  of  the  JCAH  reflect  to  the  benefit 
of  the  local  societies  (and  thus  to  the  state  societies 
and  the  AMA).  Perhaps  hospital  meetings  could  be 
condensed  and  held  under  county  society  auspices 
at  the  county  society  buildings,  whenever  possible. 
Perhaps,  too,  combined  JCAH  and  AMA  architec- 
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ture  could  be  formulated  to  create  meaningful  hos- 
pital-society participation.  Further,  qualifying 
power  for  CME  accreditation  could  be  limited  to 
society-academy  control,  with  the  teaching  taking 
place  in  the  county  society  facilities,  open  to  all, 
rather  than  isolated  “accredited”  hospitals,  which 
further  forges  the  link  between  staff  and  hospitals, 
and  away  from  the  state  and  county  organizations. 

Something  must  be  done  soon  to  strengthen  the 
link  between  physicians  and  their  medical  organi- 


zations— if  it  isn’t  already  too  late!  Soon  the  mem- 
bership level  will  reach  the  point  where  the  county 
organizations  will  be  empty  shells  that  can  no  longer 
support  the  structure,  and  a collapse  will  be  immi- 
nent. 

NOW  is  the  time  for  the  Rennaissance;  Manana 
is  too  late! 

LESTER  J.  CANDELA,  M.D. 

Executive  Director 
Medical  Society  of  the  County  of  Queens 


In  Memoriam,  John  Marshall,  D.V.M.,  M.D.,  F.A.C.S. 


The  sports  world  was  saddened  by  the  tragic  death 
of  John  L.  Marshall,  M.D.,  on  February  12,  1980, 
when  a private  plane  in  which  he  was  a passenger 
crashed  en  route  to  the  Winter  Olympics  in  Lake 
Placid,  New  York. 

Dr.  Marshall  was  a renowned  orthopedic  surgeon 
at  The  Hospital  for  Special  Surgery  in  New  York  City 
and  the  founder  of  its  National  Sports  Medicine 
Research  and  Education  Foundation  Inc.  He  gained 
national  recognition  in  the  sports  world  as  team 
physician  for  the  New  York  Football  Giants,  ortho- 
pedic consultant  to  the  New  Jersey  Nets  basketball 
team,  team  physician  to  the  United  States  Olympic 
Ski  Team,  consultant  for  the  New  York  City  Public 
School  Athletic  League,  and  Vice-Chairman  of  the 
Committee  on  the  Medical  Aspects  of  Sports  of  the 
Medical  Society  of  the  State  of  New  York. 

Dr.  Marshall  was  born  June  16, 1936,  in  Schenec- 
tady, New  York.  He  graduated  from  Cornell  Uni- 
versity in  1956  and  its  College  of  Veterinary  Medicine 
in  1960  and  from  the  Albany  Medical  College  in  1965. 
Following  an  internship  at  Tufts  New  England 
Medical  Center  in  Boston,  he  was  a Fellow  in  ortho- 
pedics at  the  Hospital  for  Special  Surgery-Cornell 
University  Medical  College,  and  completed  a resi- 
dency and  additional  Fellowship  at  the  same  insti- 
tution. He  was  an  associate  professor  of  surgery  at 
Cornell  and  an  associate  attending  orthopedic  sur- 
geon at  The  Hospital  for  Special  Surgery  and  The 
New  York  Hospital,  and  also  served  as  assistant 
professor  of  anatomy  at  the  Cornell  University 
Medical  College. 

In  1971  he  established  a sports  medicine  clinic  at 
The  Hospital  for  Special  Surgery  for  the  45,000 
competitors  in  the  New  York  City  public  school 
system  and  performed  surgery  for  the  poor  at  no 
additional  cost  to  the  family.  He  was  named 
P.S.A.L.  (Public  School  Athletic  League)  man  of  the 
year  in  1 977.  He  also  helped  guide  the  establishment 
of  similar  clinics  at  four  other  local  hospitals.  His 
expertise  and  innovative  rehabilitative  programs 
were  soon  recognized  by  the  professional  sports 
world,  and  he  extended  the  careers  of  sports  celeb- 


rities such  as  Billie  Jean  King,  Larry  Czonka,  Julius 
Erving,  and  many  others. 

Despite  his  busy  practice,  academic  commitments, 
membership  in  numerous  national  professional  or- 
ganizations, and  some  100  scientific  and  general  au- 
dience publications,  he  continued  to  do  studies  on 
physical  fitness  related  programs  with  special  em- 
phasis on  musculoskeletal  research.  His  veterinary 
training,  detailed  knowledge  of  anatomy,  his  vision, 
astuteness  in  developing  innovative  techniques  in 
musculoskeletal  kinetics  were  a rare  combination.  In 
addition,  he  possessed  the  motivation  and  enthusi- 
asm to  utilize  fully  these  many  talents  into  sound, 
practical  programs  in  the  public  interest.  The  cul- 
mination of  these  ideas  resulted  in  the  formation  of 
the  National  Sports  Medicine  Research  and  Educa- 
tion Foundation  Inc.,  at  The  Hospital  for  Special 
Surgery. 

His  philosophy  of  sports  medicine  is  expressed  in 
these  words:  “It  is  a broad  concept  of  health  main- 
tenance, health  care,  and  rehabilitation.  It  embraces 
medical  disciplines  devoted  to  enhancing  physical 
fitness  . . . improving  physical  performance  ...  di- 
minishing the  frequency  and  severity  of  sports-re- 
lated injuries  . . . identifying,  diagnosing,  and  treating 
such  injuries  as  may  occur  . . . restoring  the  incapa- 
citated to  former  levels  of  activity  and  ability . . . and 
applying  the  medical  experience  gained  in  sports- 
related  practice  for  the  benefit  of  the  public-at- 
large.” 

Dr.  Marshall  had  been  active  in  sports  for  over  30 
years.  He  played  basketball,  rugby,  tennis,  and 
football  in  high  school.  He  played  polo  and  rode 
thoroughbred  horses  and  showed  gaited  horses  as  a 
young  veterinarian;  sailed  competitively  in  ocean 
races,  in  the  Bermuda  race  and  the  New  York  Club 
cruises.  He  remained  an  active  tennis  player  and 
skier.  He  competed  with  his  professional  women 
tennis  player  patients  and  even  skied  with  his  United 
States  Olympic  team  associates  in  the  barren  regions 
of  Northern  Canada. 

The  sports  world  and  his  public  mourn  the  tragic 
loss  of  this  talented,  innovative  physician  whose  vi- 
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sion,  expertise,  and  compassion  endeared  him  to  all 
who  were  privileged  to  know  him.  His  contributions 
will  be  a star  for  others  to  follow  in  future  years. 

Dr.  Marshall  is  survived  by  his  widow,  Janet,  two 
children,  John  10,  and  Laurie  12;  his  parents,  Mar- 


garet and  Allen  Marshall  of  Scotia,  New  York,  and 
a brother,  Donald,  of  Riverton,  New  Jersey. 

RALPH  S.  EMERSON,  M.D.,  F.A.C.S. 

1 15  Warner  Avenue 
Roslyn  Heights,  N.Y.  11577 


continued  from  page  887 

in  subjects  from  iodine-deficient  areas  who  received 
pharmacologic  doses  of  iodine.  This  phenomenon  has 
now  been  observed  in  patients  with  nontoxic  nodular 
goiter  living  in  areas  of  iodine  sufficiency  (Ibid.  291: 
24  (1974)). 

— Massive  rectal  hemorrhage  in  the  elderly  is  far  more 
likely  to  originate  from  a diverticular  source  than  from 
a neoplasm  (Ann.  Surg.  155:  794  (1962)). 

— Lyme  arthritis  is  named  after  the  town  of  Old  Lyme 
in  Connecticut  where  a mother  informed  the  state 
health  department  of  an  unusually  high  incidence  of 
an  illness  diagnosed  as  juvenile  rheumatoid  arthritis. 
The  illness  is  characterized  by  a symmetric  swelling 
and  pain  in  a few  large  joints  associated  with  malaise 
and  myalgia  and  recurrent  attacks  of  arthritis,  with 
intervals  of  up  to  two  months.  The  key  to  the  early 
diagnosis  of  this  condition  is  the  characteristic  lesion 
of  erythema  chronicum  migrans.  There  appears  to 
be  an  association  between  this  syndrome  and  an  an- 
tecedent tic  bite  (Steere,  A.  C.,  et  al.:  Lyme  arthritis, 
Arthritis  Rheum.  20:  7 (1977)). 

— Nearly  25  percent  of  persons  dying  suddenly  have  had 
no  prior  recognized  symptoms  of  heart  disease 
(Kannel,  W.  B.,  et  al.:  Precursors  of  sudden  coronary 
death.  Factors  related  to  incidence  of  sudden  death, 
Circulation  51:  606  (1975)). 

— In  patients  suffering  acute  collapse  from  ventricular 
fibrillation  who  were  resuscitated  and  survived,  the 
evidence  showed  that  these  episodes  were  not  related 
to  acute  myocardial  infarction  (Spain,  D.  M.:  Ana- 
tomical basis  of  sudden  cardiac  death,  in  Surawicz,  B., 
and  Pellegrino,  E.D.,  Eds.:  Sudden  Cardiac  Death, 
New  York,  Grune  and  Stratton,  1964,  p.  6). 

— Clinical  studies  suggest  that  the  sudden  cardiac  death 
syndrome  is  an  electrophysiologic  derangement  that 
is  largely  the  result  of  chronic  ischemic  heart  disease 
(Spain,  D.  M.,  and  Bradess,  V.  A.:  Sudden  death  from 
coronary  heart  disease,  Chest  58:  107  (1970)). 

— When  patients  are  resuscitated  from  cardiac  arrest, 
they  are  predisposed  to  recurrent  ventricular  fribril- 
lation  with  a mortality  rate  of  26  percent  in  the  ensu- 
ing year  and  36  percent  at  two  years  (Schaffer,  W.  A., 
and  Cobb,  L.  A.:  Recurrent  ventricular  fibrillation 
and  modes  of  death  in  survivors  of  out-of-hospital 
ventricular  fibrillation,  New  England  J.  Med.  293:  259 
(1975)). 

— Prolonged  ambulatory  monitoring  demonstrates  that 
nearly  90  percent  of  patients  with  coronary  heart 
disease  exhibit  ectopic  activity  (Lown,  B.,  et  al.: 
Monitoring  for  serious  arrhythmias  and  high  risk  of 


sudden  death.  Circulation  (supp.  3)  52:  189  (1975)). 
Patients  with  complex  ventricular  premature  com- 
plexes such  as  R-T  runs  of  2 or  more,  multiform  or 
bigeminal,  have  a risk  of  sudden  cardiac  death  three 
times  greater  than  that  of  patients  free  of  such  ar- 
rhythmia (Ruberman,  W.,  et  al.:  Prognostic  value  of 
one  hour  of  ECG  monitoring  of  men  with  coronary 
heart  disease,  J.  Chron.  Dis.  29:  497  (1976)). 

The  mere  presence  of  ventricular  premature  com- 
plexes even  when  frequent  does  not  increase  the 
likelihood  of  sudden  death  (Ibid.). 

The  presence  of  advanced  grades  of  ventricular  pre- 
mature complexes  is  associated  with  a 15.5  percent 
incidence  of  sudden  cardiac  death  during  the  three- 
year  follow-up  period  (Ibid.). 

The  risk  of  sudden  cardiac  death  is  related  to  elevated 
left  ventricular  end-diastolic  pressure,  zones  of  mus- 
cular asynergy,  and  the  number  of  coronary  vessels 
involved  (Weaver,  W.  D.,  et  al.:  Angiographic  find- 
ings and  prognostic  indicators  in  patients  resuscitated 
from  sudden  cardiac  death,  Circulation  54:  895 
(1976)). 

Any  prophylactic  program  against  sudden  cardiac 
death  must  involve  the  use  of  antiarrhythmic  drugs 
to  subdue  ventricular  premature  complexes  (Lown, 
B.:  Sudden  cardiac  death:  the  major  challenge 

confronting  contemporary  cardiology,  Am.  J.  Cardiol. 
43:  313  (Feb.)  1979). 

— Repeated  Holter  monitoring  is  required  to  determine 
whether  a drug  is  of  value  in  suppressing  ventricular 
premature  complexes  (Ibid.). 

— When  ectopic  activity  is  infrequent  and  sporadic,  it 
is  difficult  to  determine  even  with  longer  or  more 
frequent  periods  of  monitoring,  whether  the  selected 
drug  will  prove  effective. 

— The  achievement  of  a significant  or  so-called  thera- 
peutic blood  concentration  is  crucial  to  the  effective- 
ness of  many  antiarrhythmic  drugs  (Gaughan,  et  al.: 
Acute  oral  testing  for  determining  antiarrhythmic 
drug  efficacy.  1.  Quinidine,  Am.  J.  Cardiol.  38:  677 
(1976)). 

— Hairy  cell  leukemia  is  a distinct  clinicopathologic 
entity  characterized  by  circulating  mononuclear  cells 
with  prominent  cytoplasmic  projection,  by  pancyto- 
penia, and  by  splenomegaly  without  associated  ade- 
nopathy (Burke,  J.  S.,  et  al.:  Hairy  cell  leukemia 
(leukemic  reticuloendotheliosis).  1.  A clinico- 
pathologic study  of  21  patients,  Cancer  33:  1339 
(1974)). 

— The  diagnosis  can  be  confirmed  either  by  cytochem- 
istry, in  which  tartrate-resistant  acid  phosphatase 
staining  is  established,  or  by  a bone  core  biopsy  which 
reveals  the  characteristic  structure  (Naeim,  F.,  and 
Smith,  G.  S.:  Leukemic  reticuloendotheliosis,  ibid. 
34:  1813  (1974)). 

continued  on  page  990 
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*KE  AS  FAST  AS  ASPW* 


In  a particular  series  of  14-day  gastric  tolerance 
studies  among  182  normal  subjects,  49%  suffered 
G.I.  upset  from  plain  aspirin.  Most  of  these 
subjects  took  BUFFERIN  without  discomfort. 


Subjects  in  these  controlled  trials,  which 
utilized  a crossover  design,  were  given 
Bufferin  and  Bayer " Aspirin  for  two  weeks 
each  in  a balanced  order  of  administration. 
The  cumulative  gastric  tolerance  superiority  of 
Bufferin  over  plain  aspirin  was  significant 
(P  = <.01 ) from  day  one  and  persisting 
through  each  day  of  the  study.  This  superiority 
for  an  extended  period  could  be  of  particular 


importance  to  patients  on  repeat-dosage 
schedules. 

For  full  aspirin  benefits,  together  with 
excellent  gastric  tolerance,  Bufferin 
should  be  your  brand  of  choice.  If  you 
are  prescribing  a regimented  daily  dose 
of  aspirin,  prescribe  Bufferin— the 
repeat-dosage  aspirin  — instead. 


BUFFERIN:  The  Repeat-Dosage  Aspirin, 

For  complimentary  samples  of  Bufferin  and  Arthritis  Strength  Bufferin,  please  write:  Bufferin,  RO.  Box  65,  Elizabeth,  New  Jersey  07207. 
Composition:  Each  Bufferin  tablet  contains  aspirin  324  mg.  and  the  antacid  Di-Alminate®  (Bristol-Myers’  brand  of  Aluminum  Glycinate 
48.6  mg.  and  Magnesium  Carbonate  97.2  mg  ).  ©1978,  Bristol-Myers  Co. 
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Scientific  Articles 


Revascularizing  the 
Ischemic  Limb 

Role  of  profunda  femoris  artery* 


Profundaplasty  was  performed  in  36  limbs  for 
treatment  of  either  rest  pain  or  gangrene  due  to  sub- 
inguinal  arteriosclerosis  obliterans.  The  operation 
relieved  rest  pain  in  18  of  19  patients.  In  15  patients 
with  gangrene  of  one  or  more  digits,  healing  of  the 
amputation  site  or  healing  after  debridement  oc- 
curred. In  two  patients  operated  on  for  large  gan- 
grenous heel  ulcers,  healing  occurred  in  one,  and  in 
the  second  profundaplasty  made  possible  a below- 
the-knee  amputation.  The  results  suggest  that  this 
operation  is  a safe  alternative  to  bypass  grafting 
procedures  for  relieving  ischemic  symptoms  and  is  a 
reasonable  choice  for  improving  the  quality  of  life  in 
a poor-risk  patient. 
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At  present,  autogenous  vein  bypass  operations 
predominate  as  the  procedure  of  choice  for  revascu- 
larizing the  ischemic  lower  limb.  However,  this  op- 
eration may  not  in  all  instances  be  the  best  method 
for  relieving  ischemic  symptoms  and  improving  the 
quality  of  life  in  a patient.  Graft  failure,  followed  by 
limb-threatening  dvsvascular  symptoms,  occurs  all 
too  often  even  with  the  use  of  autogenous  veins. 
This,  plus  a small  but  nonetheless  significant  mor- 
tality rate  which  accompanies  bypass  grafting  pro- 
cedures, has  made  it  mandatory  to  search  for  other 
methods  of  limb  revascularization  that  may  prove 
more  satisfactory  over  a longer  period  of  time. 

In  patients  with  subinguinal  arteriosclerosis  obli- 
terans, angioplasty  of  the  profunda  femoris  artery 
may  be  a more  reasonable  method  and  a more  dura- 
ble means  of  providing  an  adequate  pulsatile  flow  of 
blood  to  the  ischemic  limb,  especially  in  those  sit- 
uations where  a poor  distal  runoff  is  present  or  in 
patients  with  multisystem  disease  which  may  pre- 
clude more  extensive  bypass  procedure. 

To  fully  appreciate  the  desirability  of  profunda- 
plasty for  revascularizing  an  ischemic  limb,  the 
function  and  the  unique  pathologic  condition  of  the 
profunda  femoris  arterial  system  must  be  under- 
stood. In  health,  the  femoral  artery  and  its  branches 
are  the  main  source  of  blood  flow  to  the  lower  leg  and 
foot.  The  profunda  femoris  artery  is  the  main  artery 

* Supported  by  a grant  from  the  Sarah  Chait  Foundation  for 
Vascular  Surgical  Research,  New  York  University  School  of 
Medicine,  Department  of  Surgery. 


for  nutrition  of  the  thigh  muscles.  Functionally 
then,  the  profunda  femoris  is  considered  a nutrient 
artery  and  the  femoropopliteal  a conduction  artery. 
The  importance  of  the  profunda  femoris  artery  as  a 
collateral  source  of  blood  to  the  ischemic  lower  ex- 
tremity was  initially  reported  in  1961  by  Morris  et 
al.,1  and  Leeds  and  Gilfillan.2 

The  profunda  femoris  or  deep  femoral  artery  arises 
from  the  common  femoral  artery  usually  from  the 
posterolateral  aspect  or  from  the  posterior  or  medial 
aspect.  It  courses  down  the  thigh  among  the  ad- 
ductor muscles  and,  after  piercing  the  adductor 
magnus,  it  anastomoses  with  the  upper  muscular  and 
geniculate  branches  of  the  popliteal  artery  in  the 
vicinity  of  the  knee  joint.  It  is  through  these  perfo- 
rator branches  that  an  important  chain  anastomosis 
is  formed  in  the  muscle  groups  of  the  thigh  extending 
from  the  gluteal,  obturator,  and  femoral  circumflex 
arteries  to  the  geniculate  and  tibial  muscular  arteries. 
The  importance  of  the  distal  anastomosis  between 
the  profunda,  popliteal,  and  tibial  arteries,  coupled 
with  the  fact  that  the  profunda  femoris  artery,  with 
the  exception  of  its  proximal  portion,  is  rarely  in- 
volved in  the  arteriosclerotic  process,  makes  the  use 
of  the  profunda  arterial  circuit  a desirable  route  for 
revascularizing  an  ischemic  limb. 

A number  of  radiologic  studies  have  demonstrated 
the  unique  distribution  of  the  arteriosclerotic  process 
in  the  profunda  circuit.  Margulis,  Nice,  and  Mur- 
phy3 found  the  distribution  of  occurrence  of  the  ar- 
teriosclerotic process  in  limb  arteries  to  be  59  percent 
for  the  superficial  femoral  artery,  29  percent  for  the 
popliteal,  and  only  6 percent  in  the  profunda  femoris. 
Lindbom,4  in  a review  of  104  arteriograms  in  patients 
with  ischemic  symptoms  due  to  arteriosclerosis  ob- 
literans of  the  femoral  popliteal  system,  found  only 
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4 cases  or  3.8  percent  with  profunda  artery  occlu- 
sion. 

It  is  important  to  note  that  when  the  proximal 
profunda  femoris  artery  is  involved  in  the  arterio- 
sclerotic process,  the  actual  extent  of  the  atheroma 
is  often  not  visualized  in  a frontal  x-ray  projection. 
However,  eschewing  the  usual  anterior-posterior 
arteriogram  for  a lateral  or  oblique  projection  which 
is  the  preferred  method  for  visualizing  the  origin  of 
the  profunda  femoris  artery,  one  group  found  ra- 
diologic evidence  of  atheroslcerosis  in  59  percent  of 
110  limbs  investigated.5  In  74  percent  of  the  dis- 
eased vessels,  the  lesion  was  confined  only  to  the 
proximal  segment  of  the  profunda  femoris  artery. 

Clinical  material 

The  predominant  vascular  lesion  in  this  study  was 
subinguinal  arteriosclerosis  and  consisted  of  occlu- 
sion or  multiple  areas  of  severe  stenosis  of  the  femoral 
popliteal  artery.  The  proximal  aortoiliac  circulation 
exhibited  only  mild  arteriosclerotic  involvement.  In 
addition,  a high-grade  stenosis  or  occlusion  was 
present  in  the  profunda  femoris  artery  in  all  patients. 
The  majority  of  these  patients  were  not  candidates 
for  a more  extensive  bypass  procedure  due  to  the 
presence  of  other  systemic  diseases. 

There  were  15  men  and  21  women  in  the  series. 
Their  ages  ranged  from  54  to  83  years  with  a mean  of 
66.5  years;  15  patients  had  severe  chronic  lung  dis- 
ease, 27  patients  had  a history  of  smoking  at  least  20 
cigarettes  a day  for  20  years,  and  all  but  2 had  some 
history  of  smoking;  in  5 patients,  a previous  femo- 
ropopliteal  bypass  graft  had  thrombosed  from  one 
to  four  years  after  the  initial  operation  causing  the 
onset  of  limb-threatening  ischemia. 

Prior  to  profundaplasty,  we  determined  the  resting 
ankle-to-arm  systolic  blood  pressure  ratio  of  all  pa- 
tients in  the  study  program.  The  patient  then  per- 
formed measured  treadmill  exercise  which  consisted 
of  walking  on  a calibrated  treadmill  for  exactly  100 
m.  at  24  m.  per  minute,  that  is,  0.9  miles  per  hour,  on 
a flat  plane.  The  postexercise  ankle-to-arm  ratios 
were  then  determined  at  2-minute  intervals  for  15 
minutes.  Whereas  all  patients  in  the  study  group 
had  preoperative  resting  ankle-to-arm  systolic  blood 
pressure  ratios  of  less  than  0.5,  in  a number  of  pa- 
tients immediately  following  the  exercise  period,  the 
ankle  systolic  pressure  was  unrecordable,  often  for 
a period  of  several  minutes. 

The  demographic  data  indicated  that  the  patients 
selected  for  the  study  represented  a poor-risk  group 
in  whom  the  major  objective  was  preservation  of  a 
viable,  relatively  pain-free  limb. 

Methods  and  results 

Profundaplasty  of  the  profunda  femoris  artery 
combined  with  open  endarterectomy  was  performed 
in  36  limbs  of  34  patients.  In  all  cases,  the  arteriot- 
omy  site  was  started  in  the  common  femoral  artery 
and  continued  into  the  profunda  femoris  artery  distal 
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profundaplasty  PROFUNDAPLASTY 

FIGURE  1.  Intraoperative  blood  flow  in  25  patients  under- 
going profundaplasty.  Difference  between  mean  blood  flow 
and  papaverine-augmented  blood  flow  in  profunda  femoris 
artery  before  and  after  reconstruction.  Flow  measured  in- 
traoperatively  before  and  after  angioplasty  of  profunda 
femoris  artery  was  performed. 

to  any  visible  arteriosclerotic  disease.  The  anatomic 
extent  of  the  arteriosclerotic  process  was  established 
by  preoperative  angiography.  However,  the  actual 
hemodynamic  significance  of  flow  in  the  common 
femoral  artery  and  in  the  profunda  femoris  artery 
was  established  at  operation  by  intraoperative  flow 
measurements  utilizing  the  Statham  SP2204  digital 
blood  flow  meter.*  Following  determination  of  basal 
volume  flow,  papaverine-augmented  flow  was  mea- 
sured utilizing  the  method  described  by  Dedichen 
and  Kordt6  (Fig.  1). 

In  all  patients,  postprofundaplasty  intraoperative 
flow  studies  show  nearly  a doubling  of  the  volume 
flow  through  the  reconstructed  profunda  artery. 
The  papaverine-augmented  flow  improved  propor- 
tionately to  the  new  volume  flow  in  the  profunda 
femoris  artery.  Profundaplasty  was  successful  in 
relieving  ischemic  symptoms,  in  healing  ischemic  heel 
ulcers,  and  in  treating  gangrenous  digits  following 
debridement  in  all  but  two  patients  in  the  series.  In 
one,  the  profundaplasty  was  a failure  inasmuch  as  it 
did  not  relieve  the  rest  pain  nor  the  severe  intermit- 
tent claudication  which  were  his  primary  complaints. 
He  subsequently  required  an  infrageniculate  bypass 
graft  for  adequate  relief.  The  other  patient  had  an 
ischemic  ulcer  of  the  heel.  The  operation  was  suc- 

* Gould  Statham  Instruments,  Statham  Boulevard,  Oxnard, 
California. 
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cessful  in  relieving  his  rest  pain.  However,  the  heel 
ulcer  became  infected,  and  a femoropopliteal  bypass 
graft  was  inserted  six  weeks  postoperatively.  In  this 
patient,  an  arteriogram  was  made  after  the  pro- 
fundaplasty  and  before  the  femoropopliteal  artery 
bypass  which  showed  marked  increase  in  the  inflow 
collateral  circulation  about  the  knee  joint  from  the 
profunda  femoris.  However,  despite  the  operations 
and  a bypass  graft,  the  large  necrotic  ulcer  which  had 
exposed  most  of  the  os  calcaneous  hone  failed  to  heal. 
A below-the-knee  amputation  was  performed  which 
healed  without  incident. 

The  remaining  patients  have  been  free  of  rest  pain 
and  further  episodes  of  distal  tissue  necrosis.  Two 
patients  died  of  causes  unrelated  to  the  operation, 
one  nine  months  afterward.  In  those  patients  with 
digital  gangrene,  the  lesions  dried  and  showed  evi- 
dence of  mummification;  in  four  of  these  patients, 
amputations  of  the  gangrenous  toe  was  followed  by 
satisfactory  healing.  Symptomatology  improved  or 
was  completely  relieved  as  the  postoperative  time 
lengthened  and  as  the  profunda  circulation  became 
further  enhanced  by  an  increased  and  pulsatile  How 
of  blood. 

It  is  interesting  to  note,  however,  that  in  the  ma- 
jority of  the  patients  studied,  the  ankle-to-arm  sys- 
tolic blood  pressure  ratio  did  not  show  a significant 
increase  within  the  first  three  postoperative  months. 
In  several  of  the  patients  in  whom  the  preoperative 
exercise  tolerance  test  immediately  following  exercise 
was  too  low  to  record,  the  ankle  systolic  blood  pres- 
sure after  profundaplasty  became  obtainable  often 
within  the  first  week,  although  it  remained  below  the 
ischemic  index  of  0.5.  Subsequent  studies  on  these 
patients  showed  continuing  improvement  in  the 
ankle-to-arm  blood  pressure  ratios  six  months  and 
one  year  after  operation. 

Comment 

There  is  still  considerable  debate  over  the  relative 
value  of  profundaplasty  when  compared  to  femoro- 
popliteal reconstruction  in  terms  of  effectiveness, 
risk,  and  indication  in  the  management  of  lower-limb 
ischemia.  There  is,  however,  greater  concensus  re- 
garding its  usefulness  in  the  following  conditions: 
combined  aortoiliac  and  femoropopliteal  disease7’8; 
obstruction  of  the  femoropopliteal  artery5;  combined 
femoral  popliteal  obstruction;  and  profunda  stenosis 
or  obstruction.  Regarding  combined  aortoiliac  and 
femoropopliteal  disease,  Strandness7  writes: 

The  most  popular  and  successful  form  of  operative 

therapy  for  combined  disease  is  to  correct  the  proximal 

disease  only,  using  the  profunda  femoris  artery  to 

carry  the  blood  to  the  distal  extremity. 

Martin  and  Jamieson9  express  the  opinion  that 
in  their  experience,  due  to  the  poor  long-term  results 
of  femoropopliteal  reconstruction  using  grafting 
procedures,  especially  among  those  patients  in  the 
fifth  decade  or  less,  profundaplasty  should  be  per- 


formed in  the  vast  majority  of  cases.  On  the  other 
hand,  in  femoropopliteal  reconstruction,  they  ob- 
served a 50  percent  failure  rate  overall  in  a three-year 
period. 

Bernhard,  Ray,  and  Militello10  feel  that  when  the 
disease  pattern  gives  the  surgeon  a choice  between 
profundaplasty  and  femoropopliteal  bypass,  the 
former  option  should  he  taken.  They  further  state, 
“Angioplasty  of  the  profunda  femoris  should  be  the 
primary  approach  to  revascularization  of  the  limb 
whenever  it  is  feasible.” 

Effectiveness  of  either  operation  in  relieving 
ischemic  complaints  must  be  evaluated  objectively. 
While  subjective  or  “soft”  signs,  such  as  pedal  pulses 
and  claudication  distance,  are  important  clinically, 
they  are  not  sufficient  criteria  per  se  for  proper  ob- 
jective evaluation.  To  maintain  objectivity  in  as- 
sessing the  ischemic  limb  and  the  effectiveness  of 
therapy,  a reasonable  test  applicable  to  peripheral 
vascular  disease  is  used.  We  find  the  Doppler 
technique  for  determining  limb  blood  pressure,  a 
method  which  is  inexpensive,  noninvasive,  and  ac- 
curate, to  be  suitable  for  screening  and  staging  a large 
population.1 1 15  This  has  been  described  extensively 
in  the  literature,  as  have  suitable  staging  procedures 
using  the  Doppler  technique.16-19 

The  effectiveness  of  profundaplasty  has  also  been 
reported  by  Bernhard,  Ray,  and  Militello,10  who  cite 
an  overall  success  rate  of  73  percent  in  their  series. 
They  note  the  importance  of  objective  hemodynamic 
evaluation  of  the  ischemic  lesion  utilizing  both  non- 
invasive techniques  and  blood  flow  studies  at  the 
time  of  operation. 

David  and  Drezner,20  who  performed  profunda- 
plasty on  50  limbs  in  39  patients  for  relief  of  rest  pain 
or  gangrene,  report  a success  rate  of  95  percent  in 
patients  who  underwent  this  operation  for  relief  of 
rest  pain.  In  the  group  operated  on  for  gangrene,  a 
success  rate  of  54.5  percent,  that  is,  in  6 out  of  11 
patients,  was  reported. 

In  terms  of  risk,  profundaplasty  is  a safer  operation 
than  the  bypass  procedures  currently  in  vogue.  It 
can  readily  be  performed  under  local  anesthesia  if 
necessary.  Profundaplasty  also  tends  to  enhance 
whatever  collateral  circulation  exists  and  relies  on  it 
for  its  success.  Femoropopliteal  bypass  procedures, 
on  the  other  hand,  due  to  the  competitive  pressure 
gradient  set  up  when  a high  flow-low  resistance  by- 
pass graft  is  inserted  in  an  ischemic  limb,  may  actu- 
ally cause  the  high  resistance  collateral  circulation 
to  become  impoverished,  causing  it  to  close  off. 
Thus,  if  the  femoropopliteal  graft  fails  at  a later  date, 
an  essentially  untreatable  limb  unfortunately  has 
been  created. 

Summary 

We  believe  that  in  patients  with  symptomatic  sub- 
inguinal  arteriosclerosis  obliterans  of  the  femoro- 
popliteal arteries  or  in  those  who  are  threatened  with 
distal  tissue  loss,  consideration  should  be  given  first 
to  reconstructing  the  profunda  femoris  artery  if  this 
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collateral  circuit  is  involved  in  the  disease  process. 

The  profundaplasty  operation  is  a significant 
contribution  toward  relieving  ischemic  symptoms, 
bringing  about  the  resolution  of  certain  types  of  distal 
tissue  necrosis  and  improving  the  quality  of  life. 
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the  level  of  consciousness,  delirium,  or  coma. 

— In  meningitis  the  cerebrospinal  fluid  glucose  tends  to 
be  low  (less  than  50  percent  of  blood  levels),  but  this 
may  also  be  found  in  carcinomatous,  mycotic,  or  tu- 
bercular disease.  The  protein  level  increases  with  the 
number  of  cells  involved  in  the  inflammatory  pro- 
cess. 

— The  basic  therapeutic  approaches  to  pneumococcal 
and  meningococcal  meningitis  are  the  same:  aqueous 
penicillin,  adjusted  by  weight  in  the  younger  patient. 
Chloramphenicol  is  the  first  choice  for  Hemophilis 
influenzae. 

— Aflatoxin,  a toxic  metabolite  of  the  mold  Aspergillus 
flavus,  is  one  of  the  most  potent  carcinogens  known. 
Epidemiological  studies  in  tropical  areas  have  shown 
that  the  high  incidence  of  primary  liver  cancer  in  their 
populations  may  be  related  to  contaminated  food. 

— A cause  of  hypercalcemia  which  has  not  been  reported 
is  factitious  hypercalcemia  due  to  self-intoxication 
with  vitamin  D.  The  diagnosis  of  this  condition  may 
be  most  difficult  but  is  based  on  the  finding  of  normal 
serum  parathyroid  hormone  concentration  and  a high 
level  of  serum  25-hydroxycholecalciferol. 

— Patients  who  have  a minimal  rise  in  plasma  calcium 
concentration  due  to  hyperparathyroidism  may  have 
normal  serum  parathyroid  hormone  concentrations. 

The  Center  for  Disease  Control  at  Atlanta  recom- 
mends that  all  patients  receiving  isonaizid  as  pre- 
ventive therapy  against  tuberculosis  should  be  mon- 
itored monthly  for  signs  and  symptoms  of  hepatitis. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Meningitis  in  Adults 


All  recorded  experience  concerning  the  acute 
meningitides  emanates  from  university  or  municipal 
hospitals,  hut  the  majority  of  inpatient  medical  care 
in  this  country  is  delivered  in  community  hospitals 
of  less  than  300  beds.  A retrospective  review  of  acute 
meningitis  in  adults  at  one  community  teaching 
hospital  over  a 10-year  period  was  conducted  to  de- 
fine the  incidence,  spectrum,  characteristics,  and 
outcome  in  comparison  to  reports  from  university 
hospitals.  A total  of  65  cases  of  acute  meningitis 
were  encountered  over  the  10-year  period.  The 
majority  of  patients,  90  percent,  had  either  aseptic 
or  bacterial  meningitis,  and  the  remainder  consisted 
of  tuberculous,  3 percent;  cryptococcal,  2 percent;  and 
unknown  etiology,  5 percent.  Patient  ages,  pre- 
senting symptoms  and  signs,  and  cerebrospinal  fluid 
laboratory  values  for  aseptic  and  bacterial  meningitis 
were  similar  to  experience  reported  from  university 
hospitals.  A presumptive  viral  etiology  for  aseptic 
meningitis  was  established  in  only  9 percent  of  pa- 
tients. As  with  other  reviews,  Streptococcus  pneu- 
moniae, Neisseria  meningitidis,  and  Hemophilus  in- 
fluenzae comprised  75  percent  of  all  bacterial  men- 
ingitis of  known  etiology.  Bacterial  meningitis  of 
unknown  etiology  occurred  in  36  percent  of  patients. 
In  common  with  previous  reports,  almost  one  half  of 
patients  with  bacterial  meningitis  received  antibi- 
otics prior  to  the  diagnostic  LP  ( lumbar  puncture). 
For  those  with  bacterial  meningitis  of  indeterminate 
etiology,  two  thirds  had  received  previous  antibiotics. 
A repeat  LP  was  performed  in  38  percent  of  patients 
with  aseptic  meningitis  despite  a benign  clinical 
course  in  all  but  two  patients.  The  overall  mortality 
of  28  percent  from  bacterial  meningitis  was  compa- 
rable to  mortality  data  in  the  university  hospital 
setting.  Elderly  patients  with  severe  mentation 
abnormalities  on  admission  who  subsequently  had 
a positive  blood  culture  were  associated  with  the 
worst  prognosis. 


Ten-year  retrospective  analysis  at 
community  hospital 

C.  RICHARD  MAGNUSSEN,  M.D. 

Rochester,  New  York 

From  the  Department  of  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  and  the  Infectious  Disease 
Unit,  St.  Mary's  Hospital 


The  patient  presenting  with  acute  meningitis  rep- 
resents a medical  emergency  necessitating  appro- 
priate diagnostic  and  therapeutic  modalities  to  pre- 
vent disabling  neurologic  sequelae  and  death.1  The 
proper  distinction  between  aseptic  meningitis  and 
the  meningitides  requiring  specific  antimicrobial 
therapy  must  he  made.  Frequent  administration  of 
antibiotics  prior  to  the  diagnostic  lumbar  puncture 
often  confuses  the  differential  diagnosis.2 3 4 *  If  septic 
meningitis  is  suspected  or  proved,  the  correct  anti- 
microbial must  be  chosen  expeditiously  and  admin- 
istered in  the  proper  dose,  route,  and  duration. 

All  published  series  of  meningitis  are  derived  from 
large  university  or  municipal  hospital  populations.3-9 
Yet  over  one  half  of  all  hospital  admissions  in  the 
United  States  yearly  are  to  hospitals  with  less  than 
300  inpatient  beds.10  Therefore,  a significant  pro- 
portion of  acute  meningitis  must  be  encountered  in 
the  community  hospital  setting  annually.  A retro- 
spective analysis  of  the  incidence,  spectrum,  clinical 
characteristics,  and  outcome  of  acute  meningitis  at 
one  such  community  hospital  is  presented  herein. 

Patient  groups.  The  medical  records  were  re- 
viewed of  patients  discharged  from  St.  Mary’s  Hos- 
pital with  a diagnosis  of  acute  meningitis  during  the 
10  years  from  1969  to  1978.  Patients  less  than  12 
years  of  age  were  excluded  from  analysis.  A total  of 
65  cases  of  acute  meningitis  were  reviewed  and  clas- 
sified into  one  of  the  following  groups: 

1.  Aseptic  meningitis.  In  the  aseptic  meningitis 
category  were  34  patients  who  had  a negative  CSF  (ce- 
rebrospinal fluid)  Gram  stain  result,  CSF  and  blood 
cultures  negative  for  pathogenic  organisms,  no  evi- 
dence for  a pyogenic  parameningeal  infectious  process, 
and  recovery  that  occurred  without  a therapeutic 
course  of  antibiotics. 

2.  Bacterial  meningitis.  Twenty-five  patients 
were  subclassified  into  bacterial  meningitis  of  known 


or  unknown  etiology.  (1)  With  known  bacterial  etiolo- 
gy were  16  patients  who  had  a positive  result  on  CSF 
Gram  stain  or  a CSF  culture  and/or  blood  culture  posi- 
tive for  a pathogenic  bacterial  species;  and  (2)  with  un- 

known bacterial  etiology  were  9 patients  who  had  a 
negative  CSF  Gram  stain  finding  and  negative  CSF 
and  blood  cultures,  but  had  CSF  laboratory  values 
showing  a total  WBC  (white  blood  cell)  count  greater 
than  1,000  per  cubic  millimeter  with  more  than  50  per- 
cent PMNs  (polymorphonuclear  leukocytes),  plus 
total  protein  greater  than  or  equal  to  80  mg.  per  100  ml. 
and/or  glucose  less  than  or  equal  to  40  mg.  per  100  ml. 
A potentially  therapeutic  course  of  systemic  antibiot- 
ics had  been  administered  to  all  9 patients. 

3.  Tuberculous  meningitis.  Two  patients  were 
diagnosed  as  having  tuberculous  meningitis  on  the 
basis  of  a cisternal  fluid  culture  in  one  patient  and  a 
CSF  pleocytosis  and  elevated  total  CSF  protein  in  a 
second  patient  with  miliary  tuberculosis. 

4.  Fungal  meningitis.  One  patient  with  crypto- 

coccal meningitis  was  classified  in  the  fungal  meningi- 
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TABLE  I.  Distribution  of  meningitis  cases  by  year  of  diagnosis  and  etiology 


Etiology  of  Meningitis 
Tuberculosis 

Total 
Patients 
by  Year 

Year 

f 

Aseptic 

Bacterial 

Fungal 

Unknown 

1969 

3 

1 

4 

1970 

4 

1 

5 

1971 

4 

1 

5 

1972 

4 

2 

6 

1973 

3 

2 

1 

6 

1974 

9 

6 

1 

16 

1975 

3 

4 

7 

1976 

2 

2 

4 

1977 

1 

4 

1 

6 

1978 

1 

3 

1 

1 

6 

Totals 

(Percent) 

34(52)* 

25  (38) 

2(3) 

1(2) 

3(5) 

65 

* Numbers  in  parentheses  are  percent  of  total  cases  of  meningitis  for  the  10-year  study  period. 


tis  category. 

5.  Unknown.  Three  patients  could  not  be  classi- 
fied into  one  of  the  preceding  four  groups.  Each  of 
these  patients  had  received  antibiotics  within  one 
week  of  the  diagnostic  LP  (lumbar  puncture),  and  the 
CSF  laboratory  values  did  not  fulfill  the  criteria  for 
bacterial  meningitis  outlined  here.  All  of  these  pa- 
tients were  treated  with  a potentially  therapeutic 
course  of  systemic  antibiotics. 

Clinical  characteristics.  The  medical  record 
was  reviewed  for  the  following  parameters:  (1)  date 
of  onset;  (2)  age;  (3)  sex;  (4)  race;  (5)  residence;  (6) 
presenting  symptoms  and  signs;  (7)  associated  ill- 
nesses; (8)  antibiotic  administration  within  one  week 
of  the  diagnostic  LP;  (9)  peripheral  WBC  counts;  (10) 
CSF  WBC  count,  WBC  differential,  total  protein, 
and  glucose;  (11)  blood,  CSF,  and  other  culture  data; 
(12)  repeat  LP;  and  (13)  outcome.  For  purpose  of 
analysis,  mentation  changes  were  subclassified  as  (1) 
mild-confused  or  agitated,  (2)  moderate-somnolent 
or  obtunded,  and  (3)  severe-coma  or  seizure  activity. 
For  purpose  of  future  discussion,  the  term  “bacterial 
meningitis”  will  refer  to  the  25  cases  of  nontubercu- 
lous  bacterial  meningitis. 

Hospital.  St.  Mary’s  Hospital  is  a 298-bed  com- 
munity teaching  hospital  affiliated  with  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Den- 
tistry. It  is  located  in  the  western  section  of  the  city 
of  Rochester,  New  York.  The  metropolitan  area  has 
four  other  community  hospitals,  one  university 
hospital,  and  one  chronic  care  hospital.  St.  Mary’s 
Hospital  has  departments  of  internal  medicine, 
surgery,  obstetrics-gynecology,  and  pediatrics. 
Neonates  and  infants  requiring  hospitalization  are 
referred  to  the  university  hospital.  During  the  10- 
year  period  covered  by  this  study,  approximately 
9,000  adult  patients  were  admitted  to  St.  Mary’s 
Hospital  annually. 

Statistical  analysis.  Analysis  of  variance  was 
used  to  calculate  the  significance  of  a difference  in 
mean  between  two  groups.  Chi-square  with  Yates 
correction  was  used  to  calculate  the  significance  of 
a difference  in  frequency  of  occurrence  of  an  event 
between  two  groups. 


FIGURE  1.  Cumulative  distribution  of  aseptic  meningitis  by 
month,  1969  to  1978. 

Results 

Annual  distribution  of  meningitis  cases.  A 

total  of  65  patients  were  treated  for  acute  meningitis 
at  St.  Mary’s  Hospital  during  the  10-year  period  from 
1969  to  1978.  The  mean  number  of  cases  was  6.5  per 
year  or  approximately  7.2  per  10,000  hospital  ad- 
missions. The  distribution  of  cases  according  to 
diagnosis  and  year  of  admission  is  listed  in  Table  I. 
There  is  a relatively  uniform  distribution  of  aseptic 
meningitis  throughout  the  10  years  of  the  study  ex- 
cept for  1974.  The  increased  number  of  aseptic 
meningitis  cases  in  1974  is  partially  explained  by  an 
outbreak  within  one  family,  and  three  family  mem- 
bers were  admitted  to  the  hospital.  The  reason  for 
the  low  incidence  of  bacterial  meningitis  during  the 
early  years  of  the  study  period  is  not  known.  The 
vast  majority  of  patients,  90  percent,  had  either 
aseptic  or  bacterial  meningitis. 

Seasonal  distribution  of  meningitis  cases. 
Figure  1 shows  the  monthly  distribution  of  aseptic 
meningitis  for  the  10-year  study  period.  The  ma- 
jority of  cases  were  admitted  during  the  summer 
months  June,  July,  August,  and  September.  Bac- 
terial meningitis  cases,  not  shown,  were  relatively 
evenly  distributed  throughout  all  12  months. 
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TABLE  II.  Mean  age,  sex  distribution,  and  in-hospital 
mortality  rates 


Etiology 

Total 

Patients 

Mean 

Age 

(Years) 

Sex 

M:F 

In- 

hospital 

Mortality 

Kates 

Aseptic 

34 

28.6 

13:21 

0 

Bacterial 

25 

53.6 

13: 12 

7(28)* 

Tuberculous 

2 

47.5 

2:0 

0 

Fungal 

i 

70 

1:0 

1(100) 

Unknown 

3 

24.7 

2:1 

0 

* Numbers  in  parentheses  are  percent  of  patients  in  each  diagnostic 
category  with  a fatal  outcome. 


TABLE  III.  Presenting  symptoms  and  signs  of  aseptic 
and  bacterial  meningitis 


Symptoms  and  Signs  Aseptic  Bacterial 


Temperature  > 102°  F. 

8(24)* 

17(68) 

Headache 

34  (100) 

12 (48) 

Nuchal  rigidity 

26  (76) 

22  (88) 

Papilledema 

0 

0 

Moderate  or  severe  mentation 

1(3) 

11 (44) 

changes 

Focal  neurologic  signs 

1 (3) 

5(20) 

Peripheral  infection 

0 

14  (56) 

* Numbers  in  parentheses  refer  to  percent  of  patients  with  indicated 
symptom  or  sign. 


Age,  sex,  and  mortality.  Table  II  lists  the  mean 
age,  sex  distribution,  and  in-hospital  mortality  rates 
of  the  patients  grouped  according  to  major  diagnostic 
category.  The  patients  with  bacterial  meningitis  had 
a mean  age  almost  twice  the  mean  age  of  the  aseptic 
meningitis  group.  There  were  no  in-hospital  fa- 
talities from  aseptic  meningitis,  but  slightly  more 
than  one  quarter  of  the  bacterial  meningitis  cases  had 
a fatal  outcome. 

Presenting  symptoms  and  signs.  A comparison 
of  presenting  symptoms  and  signs  between  patients 
with  bacterial  and  aseptic  meningitis  is  made  in 
Table  III.  Patients  with  bacterial  meningitis  had  a 
greater  incidence  of  temperature  above  102°  F., 
moderate  or  severe  mentation  disorder,  focal  neu- 
rologic deficits,  and  peripheral  foci  of  infection.  The 
higher  incidence  of  headache  in  the  aseptic  menin- 


gitis patients  is  probably  due  to  the  inability  of  many 
of  those  in  the  bacterial  meningitis  group  to  give  a 
reliable  history.  Of  the  nine  patients  with  pneu- 
mococccal  meningitis,  eight,  that  is,  89  percent,  had 
a peripheral  source  of  infection  at  the  time  of  ad- 
mission, six  had  an  otitis  media,  and  two  had  a 
pneumococcal  pneumonia.  Six  of  the  remaining  16 
patients  with  bacterial  meningitis  had  miscellaneous 
foci  of  peripheral  infection. 

Diagnosis  of  aseptic  meningitis.  Cultural 
and/or  serologic  techniques  were  used  in  an  attempt 
to  determine  a specific  etiologic  agent  in  cases  of 
aseptic  meningitis  in  12,  that  is,  35  percent  of  pa- 
tients. A viral  culture  of  CSF,  nasopharynx,  throat, 
or  stool  was  requested  for  10,  or  29  percent,  of  the 
patients,  and  acute  and  convalescent  viral  serology 
was  obtained  on  6,  that  is,  18  percent  of  patients.  All 
of  the  viral  cultures  and  paired  sera  were  obtained  in 
the  latter  years  of  the  study  period,  1973  to  1978.  A 
tentative  etiologic  diagnosis  was  made  in  three  pa- 
tients, 25  percent  of  those  for  whom  viral  cultures 
and/or  serology  was  performed  and  9 percent  of  all 
patients  with  aseptic  meningitis.  Two  patients  had 
an  ECHO  virus  isolated  from  a stool  sample,  and  one 
patient  had  a diagnostic  complement-fixation  anti- 
body titer  rise  to  mumps  virus. 

Diagnosis  of  bacterial  meningitis.  The  specific 
organisms  involved  in  cases  of  bacterial  meningitis 
along  with  a tabulation  of  CSF  Gram  stain  results, 
sites  culture-positive,  and  in-hospital  mortality  rates 
are  presented  in  Table  IV.  Pneumococcal  menin- 
gitis, occurring  36  percent  of  the  time,  and  meningitis 
due  to  unknown  bacteria,  also  with  an  incidence  of 
36  percent,  comprised  the  majority  of  cases. 
Staphylococcus  epidermidis  meningitis  occurred  in 
a 21 -year-old  woman  who  had  developed  a S.  epi- 
dermidis wound  infection  and  cranial  osteomyelitis 
following  craniotomy  for  a Grade  III  astrocytoma. 
Pseudomonas  meningitis  occurred  in  a 71-year-old 
man  who  had  diabetes  mellitus  and  acute  mastoiditis. 
An  etiologic  diagnosis  was  made  in  64  percent  overall, 
and  all  but  one  of  these  had  a positive  CSF  culture 
for  the  pathogen.  Of  the  patients  with  a positive 
CSF  culture,  53  percent  had  a positive  CSF  Gram 


TABLE  IV.  Bacterial  meningitis:  etiology,  CSF  Gram  stain,  culture  data,  and  mortality  rates 


. 

- Culture-Positive  Site \ 

Positive 

In-hospital 

Total 

CSF  Gram 

CSF and 

Mortality 

Etiology 

Patients 

Stain 

CSF 

Blood  Blood 

Rates 

Pneumococcal 

9(36)* 

8+ 

8 

5 5 

4 (44)** 

Meningococcal 

2(8) 

2 

1 1 

1 (50) 

Pseudomonas  species 

1(4) 

1 

1 (100) 

S.  epidermidis 

1(4) 

1 

Gamma-streptococcus 

1 (4) 

1 

1 

Alpha-streptococcus 

1 (4) 

1 

H.  influenzae 

1 (4) 

1 

Unknown 

9(36) 

1 (11) 

Totals 

25 

7 (28)+t 

* Numbers  in  parentheses  are  percent  of  total  bacterial  meningitis. 

* One  Gram  stain  initially  erroneously  identified  as  "gram-negative  diplococci.” 
**  Numbers  in  parentheses  are  percent  mortality  of  each  bacterial  meningitis. 
tf  Number  in  parentheses  is  percent  mortality  of  total  bacterial  meningitis. 
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TABLE  V.  Comparison  of  peripheral  blood  and  CSF  laboratory  parameters  for  aseptic  and  bacterial  meningitis 


Mean  Peripheral  r Mean  CSF  Values >, 

Type  of  WBC  (per  cubic  WBC  (per  cubic  PMN  Glucose  Protein 

Meningitis  millimeter)  millimeter)  (percent)  (mg.  per  100  ml.)  (mg.  per  100  ml.) 

Aseptic  8,173  (4,700-15,600)*  306  (14-3,600)  50  59  (33-93)  65  (25-188) 

n = 33  n = 34  n = 34  n = 32  n = 33 

Bacterial  19,092  (6,800-37,400)  5,206  (0-19,600)  91  21  (0-78)  347  (64-1,068) 

n = 25  n = 23  n = 22  n = 24  n = 23 


* Numbers  in  parentheses  are  range  of  values. 


stain  finding.  Only  one  patient  had  a negative  CSF 
culture  and  a positive  CSF  Gram  stain  indicating 
Streptococcus  pneumoniae.  The  overall  in-hospital 
mortality  rate  was  28  percent. 

CSF  laboratory  parameters.  Table  V compares 
common  CSF  laboratory  values  between  the  aseptic 
and  bacterial  meningitis  groups.  The  bacterial 
group  had  a higher  mean  peripheral  and  CSF  WBC 
count,  percent  polymorphonuclear  leukocytes,  and 
total  protein,  but  a lower  mean  CSF  glucose  value. 
A total  CSF  leukocyte  count  greater  than  1,000  per 
cubic  millimeter  was  present  in  83  percent  with 
bacterial  meningitis  compared  to  9 percent  with 
aseptic  meningitis,  and  PMN  predominance  was 
present  in  95  percent  of  bacterial  meningitis  and  53 
percent  of  aseptic  meningitis.  A total  CSF  protein 
greater  than  or  equal  to  80  mg.  per  100  ml.  was 
present  in  96  percent  with  bacterial  meningitis 
compared  to  18  percent  with  aseptic  meningitis,  and 
CSF  glucose  less  than  or  equal  to  40  mg.  per  100  ml. 
was  observed  in  84  percent  with  bacterial  meningitis 
compared  to  3 percent  with  aseptic  meningitis. 

Prior  antibiotic  administration.  Table  VI 
shows  that  a significantly  greater  number  of  patients 
with  bacterial  meningitis,  44  percent,  received  anti- 
biotics prior  to  the  diagnostic  LP  than  patients  with 
aseptic  meningitis,  6 percent.  Of  particular  note  is 
the  observation  that  31  percent  of  the  bacterial 
meningitis  cases  of  known  etiology  received  prior 
antibiotics  compared  to  67  percent  of  unknown 
bacterial  etiology  (p  < 0.20;  chi-square  with  Yates 
correction).  All  patients  with  meningitis  of  com- 
pletely unknown  etiology  had  received  prior  antibi- 
otic therapy. 

Repeat  lumbar  puncture.  As  indicated  in  Table 
VI,  a repeat  LP  was  performed  on  38  percent  of  pa- 
tients with  aseptic  meningitis  an  average  of  3.8  days 
after  the  initial  LP,  and  five  patients,  15  percent,  had 
more  than  one  repeat  LP.  Of  interest  is  the  obser- 
vation that  56  percent  of  patients  with  bacterial 
meningitis  of  known  etiology  had  a repeat  LP  com- 
pared to  89  percent  of  unknown  etiology,  not  statis- 
tically significant. 

Prognostic  indicators  in  bacterial  meningitis. 

Nine  individual  factors  potentially  involved  in  the 
outcome  of  bacterial  meningitis  were  compared  be- 
tween the  survivor  and  nonsurvivor  groups  as  out- 
lined in  Table  VII.  A statistically  significant  dif- 
ference was  demonstrable  for  mean  patient  age  (p  < 
0.01;  analysis  of  variance),  severe  mentation  changes 
on  admission  (p  < 0.01;  chi-square  with  Yates  cor- 


TABLE  VI.  Aseptic  and  bacterial  meningitis:  prior 


antibiotic  therapy  and  repeat  LP 

Type  of  Meningitis 

Total 

Patients 

Prior 

Antibiotics 

Repeat 

LP 

Aseptic 

34 

2(6)* 

13(38) 

Bacterial 

25 

11 (44) 

17  (68) 

Etiology  known 

16 

5(31) 

9(56) 

Etiology  unknown 

9 

6 (67) 

8(89) 

Unknown 

3 

3 (100) 

3 (100) 

* Numbers  in  parentheses  are  percent  of  each  group  wit  h prior  antibiotic 
therapy  or  repeat  lumbar  puncture. 


TABLE  VII.  Bacterial  meningitis:  factors  involved  in 
mortality  rates 


Factor 

Survived 
(n  = 18) 

Expired 
(n  = 7) 

Mean  age 

46.6 

71.4  (p  <0.01)* 

Prior  antibiotics 

10/18 

1/5+ 

Associated  illness 

8/18 

5/5 

Severe  mentation  changes 

1/18 

5/7  (p  <0.01)** 

Positive  blood  culture 

2/17 

4/5  (p  <0.02)** 

CSF  WBC  >2,500  per 

11/17 

2/6 

cubic  millimeter 

CSF  protein  >250  mg. 

7/17 

6/7 

per  100  ml. 

CSF  glucose  <20  mg. 

9/18 

5/7 

per  100  ml. 

* Analysis  of  variance. 

f Denominator  is  total  number  of  patients  with  factor  available  in  medical 
record. 

**  Chi-square  with  Yates  correction. 

rection),  and  the  presence  of  at  least  one  positive 
blood  culture  for  the  involved  pathogen  (p  < 0.02; 
chi-square  with  Yates  correction).  Six  of  the  seven 
fatalities  pursued  a rapid  course  and  expired  within 
four  days  of  admission,  and  four  of  seven  patients 
expired  on  the  day  of  admission. 

Nosocomial  meningitis.  Two  patients  devel- 
oped bacterial  meningitis  during  the  course  of  hos- 
pitalization for  another  illness,  and  two  developed 
meningitis  shortly  after  discharge  from  a hospitali- 
zation during  which  a neurosurgical  procedure  was 
performed.  Overall,  an  intracranial  neurosurgical 
procedure  preceded  the  onset  of  meningitis  in  three 
of  the  four  patients.  The  fourth  patient  had  been 
admitted  to  the  coronary  care  unit  for  evaluation  of 
chest  pain,  arrhythmia,  cough,  and  fever,  but  devel- 
oped an  acute  septic  meningitis  on  the  fourth  day  of 
admission. 

Meningitis  of  unknown  etiology.  Three  pa- 
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tients  had  negative  CSF  Gram  stain  results  and 
negative  blood  and  CSF  cultures  for  bacteria,  fungi, 
and  mycobacteria.  Each  had  received  antibiotics 
before  the  first  LP,  and  CSF  parameters  did  not 
fulfill  the  criteria  for  bacterial  meningitis  outlined 
in  the  Methods  section.  All  received  potentially 
therapeutic  courses  of  systemic  antibiotics  and 
subsequently  recovered.  One  patient  had  negative 
serologic  study  findings  for  mumps,  herpes  simplex 
virus,  measles,  influenza,  and  lymphocytic  cho- 
riomeningitis, plus  negative  CSF  and  rectal  cultures 
for  enteroviruses.  The  other  two  patients  did  not 
receive  evaluation  for  viral  etiologies  of  acute  men- 
ingitis. 

Comment 

Incidence  and  spectrum  of  acute  meningitis. 

This  analysis  of  acute  meningitis  at  a community 
hospital  over  a 10-year  period  revealed  several 
noteworthy  differences  in  comparison  with  series 
compiled  from  large  university,  municipal,  or  county 
hospitals.  The  frequency  of  diagnosis  and  treatment 
of  acute  bacterial  meningitis  at  this  community 
hospital  was  2.8  per  10,000  hospital  admissions  in 
contrast  to  approximate  frequencies  of  37.5  and  12.5 
per  10,000  admissions  recorded  for  two  large  uni- 
versity hospitals.8,11  Pneumococcal  meningitis  was 
encountered  at  a rate  of  1 per  10,000  admissions  at 
the  community  hospital  in  contrast  to  a rate  of  4.3  per 
10,000  admissions  over  a 13-year  period  at  a large 
municipal  hospital.12  The  higher  incidence  of  bac- 
terial meningitis  at  the  university  or  municipal  hos- 
pital is  probably  related  to  a patient  population 
which  tends  to  have  a higher  rate  of  alcoholism,  head 
trauma,  severe  underlying  disease,  and  inadequate 
preventive  medical  care. 

Four  cases  of  nosocomial  meningitis  occurred  over 
the  10-year  period  for  a frequency  of  0.4  per  10,000 
admissions  in  contrast  to  1.2  cases  of  nosocomial 
central  nervous  system  infection  per  10,000  dis- 
charges reported  for  a representative  sample  of  all 
types  of  hospitals  in  1976.13  The  lower  incidence  of 
community  hospital  nosocomial  meningitis  may  be 
ascribed  to  less  frequent  diagnostic  or  therapeutic 
neurosurgical  procedures  which  predispose  to  noso- 
comial meningitis  in  the  university  hospital  experi- 
ence.14 

The  seasonal  distribution  of  aseptic  meningitis 
characterized  by  a peak  in  the  summer  and  fall 
months  is  documented  in  other  series.9’15  The  ran- 
dom distribution  of  bacterial  meningitis  is  also 
common  to  other  reports.9 

Age  and  mortality  rate.  As  documented  in  the 
noncommunity  hospital  experience,9  the  mean  age 
of  patients  with  bacterial  meningitis  was  greater  than 
that  of  patients  associated  with  aseptic  meningitis. 
Only  15  percent  of  patients  with  aseptic  meningitis 
were  beyond  age  40  in  this  series  in  agreement  with 
10  percent  reported  from  a university  hospital.16  As 
expected,  there  were  no  deaths  from  aseptic  menin- 


gitis in  common  with  previous  reports.9,1 7 Several 
university  hospital  studies  report  an  overall  mortality 
rate  from  bacterial  meningitis  ranging  from  20  to  41 
percent,5  7 9 in  close  agreement  with  the  28  percent 
mortality  rate  observed  over  the  10-year  period  at 
this  community  hospital. 

Presenting  symptoms  and  signs.  Presenting 
symptoms  and  signs  were  not  different  in  the  com- 
munity hospital  experience.  For  example,  the  two 
most  common  signs  accompanying  aseptic  meningitis 
were  fever  and  nuchal  rigidity  as  documented  in  a 
previous  report.1.  The  relatively  more  frequent 
occurrence  of  moderate-to-severe  mentation  changes 
and  focal  neurologic  signs  in  bacterial  meningitis  is 
common  to  the  experience  at  the  university  hospi- 
tal/’ ■ The  frequent  presence  of  extrameningeal  foci 
of  infection,  that  is,  otitis,  sinusitis,  mastoiditis,  or 
pneumonia,  associated  with  pneumococcal  menin- 
gitis is  similar  to  that  reported  from  a municipal 
hospital.12 

Etiology  of  bacterial  meningitis.  The  spectrum 
of  organisms  causing  bacterial  meningitis  was  similar 
to  university  hospital  data  demonstrating  S.  pneu- 
moniae as  the  most  frequent  pathogen.3'5-7’9  Also, 
75  percent  of  bacterial  meningitis  of  known  etiology 
was  due  to  S.  pneumoniae,  Neisseria  meningitidis, 
or  Hemophilus  influenzae  in  this  community  hos- 
pital compared  to  75  to  80  percent  in  noncommunity 
hospitals.3’5’6’9  The  6 percent  incidence  of  gram- 
negative bacillus  meningitis  in  this  series  is  similar 
to  a figure  of  6 to  8 percent  for  bacterial  meningitis 
of  known  etiology  reported  by  others.3,5’6,9  However, 
in  contrast  to  prior  series,  36  percent  of  bacterial 
meningitis  in  the  community  hospital  was  of  un- 
known etiology.  Most  other  reports  record  an  inci- 
dence of  unknown  bacterial  etiology  of  approxi- 
mately 10  percent.3’5,6,9  It  is  doubtful  that  nonbac- 
terial  cases  were  erroneously  included  in  this  report, 
because  the  mean  CSF  parameters  of  the  nine  pa- 
tients with  unknown  bacterial  etiology  are  very 
consistent  with  a pyogenic  meningitis;  WBC  count 
3,321  per  cubic  millimeter,  percent  PMN  95,  total 
protein  192  mg.  per  100  ml.,  and  glucose  33  mg.  per 
100  ml.  However,  67  percent  of  cases  of  unknown 
bacterial  etiology  did  receive  antibiotics  within  one 
week  of  the  first  LP  which  has  been  proved  to  de- 
crease the  probability  of  a positive  CSF  culture.18 

Mortality  rate  related  to  bacterial  etiology. 
Meningitis  secondary  to  S.  pneumoniae  was  associ- 
ated with  an  in-hospital  mortality  rate  of  44  percent 
in  close  agreement  with  a range  of  29  to  59  percent 
mortality  rates  reported  from  noncommunity  hos- 
pitals.3,5,6,9  The  numbers  of  other  bacterial  patho- 
gens in  this  series  were  not  sufficient  to  permit  a 
comparison  of  species-related  deaths  to  data  avail- 
able in  other  series. 

Etiology  of  aseptic  meningitis.  A determination 
of  the  etiology  of  aseptic  meningitis  by  culture  of 
CSF,  nasopharynx,  or  stool  at  this  community  hos- 
pital was  attempted  in  29  percent  of  patients,  a figure 
identical  to  that  in  a university  hospital  setting.9  A 
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positive  viral  culture  resulted  from  20  percent  of  the 
attempts  in  this  report  compared  to  28  percent  in  the 
university  hospital.9  Overall,  a presumptive  etiologic 
diagnosis  for  aseptic  meningitis  occurred  in  only  9 
percent  of  total  cases  which  is  similar  to  a national 
figure  of  13.3  percent  compiled  from  hospitals  of 
various  types.15 

CSF  laboratory  values.  Not  surprisingly,  CSF 
laboratory  values  in  Table  V paralleled  those  in  other 
large  series.3’7’9’17  The  observation  that  53  percent 
of  aseptic  meningitis  cases  had  CSF  PMN  predom- 
inance on  initial  LP  is  a documented  phenomenon 
in  early  viral  meningitis.19 

Prior  antibiotic  therapy.  Administration  of 
antibiotics  prior  to  the  initial  LP  is  a frequent  cause 
of  diagnostic  confusion  because  of  the  tendency  to 
negate  CSF  cultures  and  modify  the  character  of  the 
CSF  pleocytosis.2’18  This  study  recorded  prior  ad- 
ministration of  antibiotics  in  44  percent  of  cases  of 
bacterial  meningitis  which  is  comparable  to  the  range 
of  25  to  50  percent  reported  in  other  series.7’18  Also, 
67  percent  of  the  cases  with  bacterial  meningitis  of 
unknown  etiology  received  prior  antibiotics  in  par- 
allel with  the  experience  at  university  hospitals.7-18 

Repeat  lumbar  puncture.  Repeat  LPs  are  sel- 
dom warranted  for  patients  with  aseptic  meningitis 
who  are  improving.  Of  the  13  patients  with  aseptic 
meningitis  subjected  to  repeat  LP  in  this  series,  11 
were  having  an  uncomplicated  clinical  course,  and 
none  had  a change  in  therapy  initiated  as  a result  of 
CSF  values  on  the  repeat  LP.  The  frequency  of  re- 
peat LP  for  patients  with  bacterial  meningitis  of 
unknown  etiology,  89  percent,  probably  reflects  an 
attempt  to  determine  the  specific  bacterial  eti- 
ology. 

Prognostic  factors  in  bacterial  meningitis. 

The  comparison  between  the  survivors  and  nonsur- 
vivors of  bacterial  meningitis  revealed  prognostic 
factors  similar  to  reports  from  university  hospi- 
tals.5-7’12 Advanced  age,  positive  blood  cultures  and 
severe  mentation  changes  have  all  been  previously 
correlated  with  a poor  prognosis.5-7’12  As  in  this 
series,  most  deaths  from  pneumococcal  meningitis 
occurred  in  the  first  few  days  of  hospitalization  at  a 
university  hospital.12 

Conclusion 

A substantial  number  of  patients  with  acute 
meningitis  will  be  encountered  at  the  more  than  4,900 
community  hospitals  in  the  United  States  with  fewer 
than  300  beds.  Published  experience  with  acute 
meningitis  has  derived  solely  from  university,  mu- 
nicipal, or  county  hospitals. 3 9 This  analysis  of  the 
experience  at  a community  teaching  hospital  reveals 
similarities  in  spectrum  of  disease,  clinical  and  lab- 
oratory characteristics,  and  ultimate  outcome  when 
compared  to  previous  available  reports.  A note- 
worthy difference  is  the  obvious  lower  incidence  of 
all  types  of  acute  meningitis  encountered  at  this 
community  hospital.  The  relative  infrequency  of 


this  infectious  disease  emergency  in  the  community 
hospital  setting  suggests  that  diagnostic  and  thera- 
peutic acumen  will  need  to  be  maintained  and  con- 
stantly updated  via  ongoing  educational  efforts.  It 
is  hoped  that  the  analysis  presented  herein  can  serve 
as  a guide  for  educational  efforts  pertaining  to  acute 
meningitis  at  community  hospitals. 
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They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild  v 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 
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Bilateral  mammary  carcinoma  has  been  the 
subject  of  much  interest  and  controversy  in  the 
medical  literature  for  the  last  several  decades.1-2 
Considerable  interest  in  the  entire  problem  of  bila- 
terality was  further  stimulated  by  the  large  series  of 
Kilgore,  Bell,  and  Ahlquist,3  Hubbard,4  and  Moertel 
and  Soule,5  and  by  the  inclusive  tabulations  of  Har- 
rington6 and  Robbins  and  Berg.7  These  series 
showed  a variable  incidence  of  from  3.5  to  9 per- 
cent. 

The  traditional  view  that  breast  cancer  is  primarily 
a unilateral  disease  is  well  borne  out  by  these  figures, 
but  this  implies  that  there  is  a difference  in  one 
breast  as  against  the  other,  when  all  evidence  is  that 
the  factors  that  cause  breast  cancer  are  systemic. 
Why  then  don’t  women  with  one  breast  cancer  have 
a much  higher  incidence  of  cancer  in  the  other 
breast?  Recent  work  shows  a high  incidence  of 
multicentric  foci  in  the  breast  with  cancer,  but  little 
data  are  available  on  the  incidence  of  simultaneous 
cancer  in  the  other  breast.  Mirror  image  biopsy  does 
reveal  a small  number  of  intralobular  in  situ  carci- 
nomas, but  we  have  no  proof  that  these  early  tumors 
may  not  regress  after  the  mastectomy  on  the  primary 
side. 

Does  the  presence  of  carcinoma  in  one  breast  lead 
to  some  immunity  for  the  opposite  side?  Does  re- 
duction of  tumor  load  allow  for  the  control  of 
pathologic  tissue  in  the  residual  breast?  Surgeons 
of  experience  have  an  intuitive  feeling  that  this  is  so 

* Deceased  December  13,  1979. 


It  has  been  demonstrated  in  animal  models  that  tu- 
mors of  the  same  organ  or  tissues  share  common  an- 
tigens. Based  on  these  findings,  it  is  believed  that 
previous  exposure  to  carcinoma  can  lead  to  an  en- 
hanced immunologic  response  to  a second  indepen- 
dently developing  carcinoma.  To  test  this  hypoth- 
esis, a retrospective  study  evaluating  the  long-term 
survival  of  patients  with  nonsynchronous  bilateral 
breast  cancer  was  undertaken.  The  survival  figures 
of  those  patients  with  independently  developing 
nonsynchronous  carcinomas  with  no  evidence  of  re- 
gional metastasis  show  five-  and  ten-year  survivals 
comparable  for  unilateral  stage  A carcinomas. 
However , in  those  patients  with  evidence  of  axillary 
metastasis,  the  combined  five-year  survival  figures 
were  74  percent  with  a ten-year  survival  rate  of  66 
percent.  These  figures  reflect  a significant  im- 
provement over  the  five-  and  ten-year  survival  of  a 
comparable  group  of  unilateral  stage  B carcino- 
mas. 


because  of  the  significant  number  of  patients  with 
bilateral  mastectomy  that  they  see  over  long  periods 
of  time.  To  further  test  the  hypothesis  that  exposure 
to  one  carcinoma  enhances  an  immunologic  response 
to  a second  independent  carcinoma,  this  study  was 
undertaken. 

Materials  and  methods 

Between  the  years  1940  and  1975,  99  consecutive 
cases  of  bilateral  mammary  cancer  were  treated  at 
Maimonides  Medical  Center.  The  following  criteria 
were  used  to  designate  cases  constituting  bilateral 
nonsimultaneous  cancer  of  the  breast:  (1)  definitive 
pathologic  evidence  that  the  first  operation  was  done 
for  carcinoma;  (2)  development  of  a clinically  inde- 
pendent second  primary  in  the  opposite  breast 
without  any  evidence  of  metastatic  involvement 
elsewhere;  and  (3)  lapse  of  at  least  five  years  between 
tumors  during  which  there  was  no  sign  of  recurrent 
metastatic  disease. 

The  five-year  time  specification  is  based  on  the 
known  fact  that  it  takes  five  to  seven  years  for  an  in 
situ  carcinoma  to  become  a clinically  palpable  lesion 
and  is  intended  to  exclude  as  far  as  possible  the 


TABLE  I.  Histologic  findings  in  both  breast  cancers 


Finding  Number  Percent 


Bilateral  intraductal 

72 

73 

Intraductal-colloid 

4 

4 

Intraductal-medullary 

3 

3 

Intraductal-scirrhous 

13 

13 

Intraductal-lobular 

5 

5 

Bilateral-lobular 

1 

1 

Bilateral-scirrhous 

1 

1 

Totals 

99 

100 
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TABLE  II.  Treatment  of  both  primary  breast  cancers 

, Primary  Cancer > 


/ First \ / Second ' 

Group  Number  Percent  Number  Percent 


1 (<  5-year  interval) 
Radical  mastectomy 

44 

88 

36 

72 

Simple  mastectomy 

4 

8 

9 

18 

Modified  radical 

1 

2 

4 

8 

mastectomy 

Biopsy  only 
2 (>  5-vear  interval) 

1 

2 

1 

2 

Radical  mastectomy 

47 

96 

38 

77 

Modified  radical 

0 

0 

1 

2 

mastectomy 
Simple  mastectomy 

2 

4 

10 

21 

likelihood  that  the  second  breast  cancer  was  already 
present  during  treatment  of  the  first. 

Of  the  99  patients  treated  for  bilateral  breast 
cancer,  49  fit  the  aforementioned  criteria  for  inde- 
pendent lesions.  Their  clinical  course  is  compared 
to  that  of  the  remaining  50  patients  in  this  series,  all 
of  whom  fulfill  the  first  two  criteria  listed  here,  but 
occurred  within  the  five-year  period.  They  are  also 
compared  to  the  clinical  courses  of  the  well-docu- 
mented survival  rates  of  a single  carcinoma  of  the 
breast. 

Results 

In  the  two  clinical  groupings,  the  most  frequent 
histologic  tumor  type  present  was  bilateral  intra- 
ductal carcinoma.  The  second  most  common  group 
consisted  of  a combined  intraductal  and  scirrhous 
carcinoma.  Other  histologic  groups  and  their  inci- 
dence are  recorded  in  Table  I. 

In  Group  1,  which  consisted  of  those  patients  with 
a free  interval  of  less  than  five  years,  the  average  age 
for  development  of  the  first  primary  was  54.6  years, 
with  a range  of  from  27  to  80  years;  88  percent  of 
these  patients  underwent  radical  and  modified  rad- 
ical mastectomy  for  the  first  primary,  and  58  percent 
had  negative  axillary  nodes.  Eighty  percent  subse- 
quently underwent  radical  or  modified  radical  mas- 
tectomy for  the  second  primary,  with  a 54  percent 
incidence  of  negative  lymph  nodes.  The  average  age 
at  the  time  of  the  second  primary  was  55.6  years,  with 
a range  of  28  to  80  years. 

In  Group  2,  which  consisted  of  those  with  a dis- 
ease-free interval  of  five  years  or  greater,  the  average 
age  for  development  of  the  first  primary  was  48.3 
years,  range  30  to  74  years,  with  an  average  age  of  60.8 
years,  range  30  to  80  years,  for  the  second  primary. 
Treatment  for  the  second  primary  was  radical  and 
modified  radical  mastectomy  in  77  percent  of  the 
cases  with  the  incidence  of  negative  nodes  57  percent 
(Tables  II  and  III). 

With  regard  to  the  incidence  of  negative  nodes  in 
the  second  surgical  specimen  in  comparison  to  neg- 
ativity in  the  first,  both  groups  showed  similar  cor- 
relations (Table  IV). 


TABLE  III.  Axillary  lymph  node  involvement 

/ Primary  Cancer •, 

' First ' < Second * 

Group  Number  Percent  Number  Percent 


1 (<  5-year  interval) 


Negative 

29 

58 

27 

54 

Positive 

21 

42 

23 

46 

2 (>  5-year  interval) 
Negative 

41 

84 

28 

57 

Positive 

8 

16 

21 

43 

TABLE  IV.  Status  of  axillary  lymph  nodes  in  second 
breast  cancer  in  relation  to  presence  or  absence  of 
metastasis  in  first  primary 

t Second  Primary  Nodes \ 

/ — Negative — - / Positive — * 

First  Primary  Number  Percent  Number  Percent 

Group  1 (<  5-year 
interval) 


Negative  regional 
nodes(29) 

18 

62 

11 

38 

Positive  regional 
nodes(21 ) 

Group  2 (>5-year  interval) 

9 

43 

12 

47 

Negative  regional 
nodes(41) 

27 

66 

14 

34 

Positive  regional 
nodes(8) 

2 

25 

6 

75 

In  comparing  3-,  5-,  and  10-year  survival  figures 
for  both  groups,  the  following  is  noted: 

In  those  patients  who  were  Stage  A for  both  pri- 
maries, the  5-  and  10-year  survival  rates  were  57  and 
40  percent,  respectively,  in  Group  1.  In  Group  2,  the 
5-  and  10-year  survival  rates  were  76  and  75  percent, 
respectively.  For  those  patients  who  were  Stage  A 
for  the  first  primary  and  Stage  B for  the  second,  the 
5-  and  10-year  survival  figures  from  Group  1 were  26 
and  18  percent,  respectively,  while  for  Group  2,  they 
were  91  and  86  percent,  respectively. 

Data  on  the  remaining  clinical  Stage  Groupings  are 
in  Table  V. 

Comment 

In  1969,  Hellstrom  and  Hellstrom8  reported  that 
tumors  of  the  same  organ  or  tissue  in  experimental 
animals  shared  common  antigens.  Based  on  these 
investigative  findings,  it  was  postulated  that  previous 
exposure  to  a breast  cancer  might  trigger  autoim- 
mune mechanisms  which  would  enhance  resistance 
to  a second  cancer  developing  independently  from 
the  first. 

It  appears  that  those  patients  comprising  the  first 
clinical  group  in  our  study  represent  a large  group  of 
bilateral  simultaneous  mammary  cancers  which, 
overall,  have  a poorer  prognosis  for  a long-term  sur- 
vival than  those  patients  with  unilateral  carcinoma. 
A similar  conclusion  was  reached  by  Harrington  in 
1952.6  His  5-  and  10-year  survival  figures  for  bilat- 
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TABLE  V.  Three-year,  five-year,  and  ten-year  survival  rates  of  patients  with  second  breast  cancer 


Years  of  Survival 


- — Primary  Stage ' < 3 ' > 5 \ , 10 


First 

Second 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Group  1* 

A 

A 

12/18 

66 

8/14 

57 

4/10 

40 

A 

B 

5/20 

25 

4/15 

26 

2/11 

18 

B 

A 

5/9 

55 

5/9 

55 

1/7 

14 

B 

B 

4/8 

50 

4/8 

50 

1/7 

14 

C 

C 

0/1 

0 

0/1 

0 

0/1 

0 

D 

D 

0/1 

0 

0/1 

0 

0/1 

0 

Group  2* 

A 

A 

23/27 

85 

16/21 

76 

12/16 

75 

A 

B 

11/12 

91 

10/11 

91 

6/7 

86 

A 

C 

0/2 

0 

0/2 

0 

0/2 

0 

B 

A 

2/2 

100 

2/2 

100 

2/2 

100 

B 

B 

2/6 

33 

2/6 

33 

2/6 

33 

* < 5-year  interval. 
+ > 5-year  interval. 


TABLE  VI.  Five-  and  ten-year  survival  of  bilateral 
synchronous  breast  cancer 

t Harrington * t Group  1 

Status  5-Year  10-Year  5-Year  10-Year 

Without  axillary  57.7  44.4  57  40 

node 

With  axillary  27.7  5.4  26  18 

node 


eral  simultaneous  cancers  with  and  without  evidence 
of  axillary  metastasis  were  nearly  identical  to  the 
survival  figures  of  those  patients  comprising  Group 
1 of  this  study  (Table  VI). 

The  survival  figures  of  those  patients  with  inde- 
pendently developing  nonsynchronous  carcinomas, 
with  no  evidence  of  regional  metastases,  show  5-  and 
10-year  survivals  comparable  to  the  survival  figures 
for  unilateral  Stage  A carcinomas  of  the  breast.  The 
most  significant  findings,  however,  were  in  those 
patients  with  evidence  of  axillary  node  metastasis 
associated  with  either  the  first  or  second  primary. 
The  combined  5-year  survival  figures  for  these 
groups  was  74  percent,  with  a 10-year  survival  rate 
of  66  percent.  These  figures  reflect  a significant 
improvement  over  the  5-  and  10-year  survival  rates 
of  a comparable  group  of  unilateral  Stage  B carci- 
nomas of  the  breast.7 

A recent  publication  by  Khafagy,  Schottenfeld, 
and  Robbins9  investigated  a similar  series  of  bilateral 
metachronous  breast  cancers.  They  concluded  that 
there  was  no  statistically  significant  difference  in  the 
incidence  of  lymph  node  metastasis  in  the  second 


primary  in  relation  to  the  presence  or  the  absence  of 
lymph  node  metastasis  in  first  primary  and  that  there 
was  no  difference  between  the  5-  and  10-year  survival 
rates  of  the  metachronous  bilateral  mammary  cancer 
groups  compared  with  the  total  number  of  patients 
treated  for  breast  cancer  during  the  period  of  the 
study. 

Our  study  substantiates  the  first  of  the  two  con- 
clusions arrived  at  by  Khafagy,  Schottenfeld,  and 
Robbins9  but  disputes  those  findings  which  state  that 
an  immune  response  may  not  be  aroused  by  auto- 
chronous  tumor  antigens.  It  appears,  therefore,  that 
further  investigation  of  these  individuals  is  mer- 
ited. 

References 

1.  Carroll,  W.  W.,  and  Shields,  T.  W.:  Bilateral  simultaneous 
breast  cancer,  A.M.A.  Arch.  Surg.  70:  672  (1955). 

2.  Guiss,  L.  W.:  The  problem  of  bilateral  independent 

mammary  carcinoma,  Am.  J.  Surg.  88:  171  (1954). 

3.  Kilgore,  A.  R.,  Bell,  G.,  and  Ahlquist,  R.  E.:  Cancer  in  the 
second  breast,  ibid.  92:  156  (1961). 

4.  Hubbard,  T.  B.,  Jr.:  Nonsimultaneous  bilateral  carcinoma 
of  the  breast,  Surgery  34:  706  ( 1953). 

5.  Moertel,  C.  G.,  and  Soule,  E.  H.:  The  problem  of  the  second 
breast:  a study  of  118  patients  with  bilateral  carcinoma  of  the 
breast,  Ann.  Surg.  146:  764  (1957). 

6.  Harrington,  S.  W.:  Results  of  surgical  treatment  of  uni- 
lateral carcinoma  of  breast  in  women,  J. A.M.A.  148:  1007 
(1952). 

7.  Robbins,  G.  F.,  and  Berg,  J.  W.:  Bilateral  primary  breast 
cancer;  a prospective  clinicopathological  study,  Cancer  17:  1501 
(1964). 

8.  Hellstrbm,  K.  E.,  and  Hellstrom,  I.:  Cellular  immunity 
against  tumor  antigens,  Advances  Cancer  Res.  12:  167  (1969). 

9.  Khafagy,  M.  M.,  Schottenfeld,  D.,  and  Robbins,  G.  F.: 
Prognosis  of  the  second  breast  cancer.  The  role  of  previous  ex- 
posure to  the  first  primary,  Cancer  35:  596  (1975). 


910  New  York  State  Journal  of  Medicine/May,  1980 


Purified  Protein 
Derivative 

Facts  for  occasional  user 


JOHN  BRICE  PLASS,  M.D. 

Kingston,  New  York 

Director,  Ulster  County  Chest  Clinic 


The  PPD  (purified  protein  derivative)  of  tuber- 
culin is  the  accepted  active  protein  factor.  Currently 
most  PPD  preparations  are  isotonic  phosphate- 
buffered  saline  solutions  standardized  to  Seibert’s 
PPD-standard  by  bioequivalency  assay  and  stabi- 
lized with  polysorbate  80  (Tween  80);  the  latter  also 
prevents  adherence  of  the  tuberculin  to  vial  or  sy- 
ringe. This  product  is  referred  to  as  PPD-t  and 
standardization  is  5 TU  (tuberculin  units)  per  0.1  ml. 
solution. 

Reactions 

The  customary  intracutaneous  dose  is  5 TU,  cho- 
sen to  prevent  cross-reactions  resulting  from  infec- 
tion by  mycobacteria  other  than  Mycobacterium 
tuberculosis.1  Some  tuberculous  infections,  such  as 
pleural  effusion,  require  250  TU  to  produce  the  skin 
reaction.  The  time  for  interpretation  is  48  to  72 
hours,  although  on  rare  occasions  the  injection  site 
may  show  no  change  for  several  days. 

A positive  PPD  reaction  is  10  mm.  or  more  of  in- 
duration.2 In  regions  with  a high  incidence  of  atypical 
mycobacterial  infections,  a larger  area  of  induration 
may  be  chosen  to  denote  a reaction  to  M.  tuberculosis 
infection.3  Indurations  of  12  mm.  or  more  are  con- 
sidered large  reactions;  those  of  6 to  11  mm.  are  re- 
ferred to  as  smaller  reactions.  The  larger  reactions 
are  most  frequently  associated  with  tuberculosis 
morbidity  and  are  found  more  often  in  the  middle- 
aged,  the  male,  and  the  nonwhite. 

Conversion,  becoming  a reactor  to  tuberculin  due 
to  infection  by  M.  tuberculosis,  is  defined  as  an  in- 
crease in  the  diameter  of  induration  of  at  least  6 mm., 
and  an  increase  of  from  less  than  10  mm.  to  10  mm. 
or  more.4,5  False  conversions  result  from  atypical 
infections  and  boosting  effect  of  tuberculin.  Re- 
peated testing  of  the  uninfected  individual  does  not 


sensitize  to  tuberculin.  In  individuals  with  waning 
sensitivity  to  homologous  or  heterologous  myco- 
bacterial antigens  the  tuberculin  test  may  boost  or 
increase  the  size  of  the  reaction  to  the  second  test.6 
This  effect  does  not  occur  if  the  second  injection  is 
given  within  one  week.' 

The  sensitivity  to  tuberculin  is  passively  trans- 
ferable by  blood  transfusion.  Transfusion  from  a 
tuberculin-reactor  donor  may  result  in  a tuberculin 
reaction  in  a previously  nonreactor  donor  two  to  eight 
days  after  the  transfusion.  This  “pseudoconversion” 
must  be  differentiated  from  booster  effect  in  those 
who  have  previously  reacted  to  tuberculin  or  one  of 
the  atypical  antigens.  If  an  individual  who  has  never 
reacted  to  one  of  these  antigens  does  not  react  8 to  10 
days  after  transfusion,  but  does  react  to  tuberculin 
a few  weeks  or  months  later,  infection  with  M.  tu- 
berculosis may  be  assumed.8 

Reversion  indicates  that  a positive  tuberculin  re- 
action has  become  negative.  This  is  seen  in  nontu- 
berculous  mycobacterial  infections;  sarcoidosis; 
Hodgkin’s  disease;  tuberculin  desensitization;  after 
isoniazid  prophylactic  therapy,  if  started  within  the 
first  few  months  after  conversion;  and  without  ob- 
vious cause. 

False  negative,  or  suppressed,  reactions  may  be 
due  to:  (1)  diseases-overwhelming  tuberculosis, 

rubeola,  and  involvement  of  lymphatic  or  cellular 
immunity  systems;  (2)  vaccines:  rubeola,  rubella, 
mumps,  or  influenza;  (3)  immunosuppressive  agents; 
(4)  tuberculin  itself,  that  is,  improper  storage,  in- 
sufficient dose,  improper  administration,  or  indi- 
vidual variations  in  interpreting  reactions;  (5)  elderly 
persons;  and  (6)  during  incubation  of  the  disease. 
Subcutaneous  injection  of  PPD  may  result  in  a false 
negative  reaction  due  to  the  difficulty  in  palpating 
the  reaction.9 

Anergy  indicates  a lack  of  response  to  tuberculin 
in  the  presence  of  active  disease.  It  may  be  the  result 
of  absolute  inability  of  the  skin  to  react  to  any  sub- 
stance (codeine,  influenza  vaccine);  failure  of  the 
afferent  or  efferent  arm  of  a delayed  hypersensitivity 
reaction  (perhaps  demonstrable  by  skin  testing  with 
Monilia  (Candida),  trichophytin,  mumps,  strep- 
tokinase-streptodornase,  dinitrochlorobenzene);  or 
due  to  the  disease  itself. 

In  this  last  group,  up  to  30  percent  of  active  cases 
may  be  missed  by  relying  on  a negative  PPD5-TU 
test  result  initially.10 

Precipitating  antibodies 

Precipitins  to  PPD  are  found  in  the  sera  of  anergic 
patients,  but  very  few  patients  with  active  disease 
and  initial  PPD  responses  have  these  precipitating 
antibodies.  Serum  from  an  anergic  patient  blocks 
the  PPD  stimulation  in  a culture  of  washed  lym- 
phocytes from  a proved  responder,  but  the  cells  re- 
spond as  expected  in  autologous  or  other  PPD-pos- 
itive  sera.  Washed  anergic  lymphocytes  do  not  re- 
spond to  PPD  in  the  absence  of  serum  nor  in  the 
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presence  of  serum  from  a good  responder.11 

Conclusion 

The  anergy  to  PPD  due  to  the  active  disease  itself 
disappears  with  adequate  therapy,  and  the  afore- 
mentioned cellular  and  humoral  changes  correct 
themselves.12 

A very  small  number  of  active  cases  do  not  react 
to  PPD  5-  or  250  TU,  but  do  react  to  old  tuberculin 
(OT).  These  are  considered  as  having  a specific 
anergy  to  PPD.13 

169  Boulevard 
Kingston,  New  York  12401 
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tral stenosis  and  may  occur  either  early  or  late  in  the 
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ease.  This  triad  has  been  described  with  the  addition 
of  Hashimoto’s  thyroiditis,  pernicious  anemia,  and 
steatorrhea. 

— Heroin,  methadone,  and  propoxyphene  hydrochloride 
(Darvon)  overdoses  often  produce  pulmonary  edema 
while  barbiturates  may,  but  generally  do  not. 

— Other  radiographically  evident  pulmonary  compli- 
cations of  narcotic  overuse  are  infections,  aspiration 
pneumonia,  septic  emboli,  atelectasis,  and  foreign- 
body  reaction  to  such  agents  as  starch,  talc,  quinine, 
baking  soda,  lactose,  and  mannitol. 

— Osteomyelitis  usually  affects  the  extremities,  but  in 
addicts  the  most  likely  sites  of  the  disease  are  the 
vertebrae. 

NATHANIEL  SHAFER,  M.D. 
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In  Part  I of  this  review,  which  appeared  in  the 
April  issue  of  the  Journal,  the  authors  presented 
their  findings  regarding  the  incidence  of  cervical 
cancer  as  it  relates  to  previous  cytology  and  previous 
opportunities  for  screening. 

Preventive  efforts  in  the  early  detection  of  cancer 
focus  on  screening  the  asymptomatic  patient  and 
minimizing  delays  between  the  first  sign  of  disease 
and  treatment.  In  cancer  of  the  cervix,  the  Pap 
smear  test  is  effective  in  detecting  disease  in 
asymptomatic  women  and  is  the  main  preventive 
tool.1  Nonetheless,  screening  is  not  always  effective, 
and  detection  by  cytology  must  be  followed  by  his- 
tologic diagnosis.  Therefore,  delays  in  obtaining 
histologic  diagnoses  may  still  be  important  factors 
in  prevention. 

Before  the  introduction  of  Pap  smear  testing, 
Lewis,  Howson,  and  Colwell22  reported  delays  of 
more  than  one  month  in  80  percent  of  cervical  cancer 
patients,  but  found  that  delays  decreased  in  the  15 
years  between  1945  and  1960.  They  observed  that 
long  delays  between  the  first  symptom  and  histologic 
diagnosis  were  associated  with  more  advanced  dis- 
ease. However,  Green,23  in  the  same  period,  found 

* Supported  in  part  by  a grant  from  the  American  Cancer  So- 
ciety, New  York  City  Division. 


no  association  between  delays  in  reporting  symptoms 
and  stage  of  disease,  nor  did  Wilkinson  et  al.24  in  a 
1977  report.  Indeed,  Wilkinson  and  colleagues 
found  an  inverse  relation  between  stage  of  disease 
and  delay  between  first  medical  visit  and  treat- 
ment. 

At  two  public  hospitals  in  Brooklyn,  New  York,  we 
noted  that  in  the  15-year  period  between  1960  and 
1975,  the  number  of  new  cases  of  invasive  cervical 
cancer  did  not  decrease  significantly  despite  a four- 
fold increase  in  preinvasive  cancer.  This  led  us  to 
undertake  a study  of  preventable  factors  in  patients 
with  invasive  cervical  cancer.  The  history  of  previ- 
ous Pap  smear  tests  and  opportunities  for  taking 
them  are  reported  in  a companion  article.25  In  this 
report  we  examine  delays  in  diagnosis. 

Methods 

All  patients  admitted  to  Kings  County  and  State 
University  Hospitals  between  July,  1976,  and  De- 
cember, 1978,  with  a histologic  diagnosis  of  cervical 
cancer  were  included  in  this  study. 

A trained  interviewer  questioned  the  patients 
about  all  symptoms  of  disease  and  related  medical 
visits.  All  patients  were  interviewed  routinely  by  the 
gynecologic  tumor  fellow,  the  physician  responsible 
for  the  patient’s  regular  care  in  hospital.  The  phy- 
sician’s interview  included  a history  of  events  leading 
to  the  current  admission.  Both  interviews  were 
conducted  in  the  period  between  tissue  diagnosis  and 
treatment,  when  most  patients  knew  they  had  cancer 
but  not  the  extent  of  disease  or  prognosis.  The  in- 
terviewer did  not  know  the  extent  of  disease  at  the 
time  of  interview. 

The  date  of  first  medical  visit  given  to  the  study- 
interviewer  and  physician  was  consistent  in  90  per- 
cent of  cases.  However,  27  percent  of  women  re- 
ported earlier  onset  of  symptoms  to  the  study-in- 
terviewer than  to  the  physician.  Information  on 
earlier  contacts  with  Kings  County  or  State  Univer- 
sity Hospitals  was  confirmed  by  review  of  medical 
records.  With  the  patients’  consent,  previous  phy- 
sicians were  contacted. 

The  criteria  of  the  International  Federation  of 
Gynecologists  and  Obstetricians  were  used  to  define 
the  extent  of  spread  of  cancer  or  stage  of  disease.  At 
the  time  of  diagnosis,  only  clinical  criteria  were  used 
to  stage  the  patient.  Women  in  good  condition 
subsequently  had  a laparotomy  for  further  diagnosis 
or  for  treatment. 

The  following  definitions  of  delay  are  used  in  this 
study:  “delay  in  reporting  symptoms”  is  defined  as 
the  interval  between  onset  of  symptoms  and  first 
medical  visit  in  symptomatic  women;  “delay  to  first 
medical  visit”  is  defined  as  the  interval  between  the 
first  sign  of  disease  and  the  first  medical  visit  (in 
asymptomatic  women  this  is  zero,  while  in  symp- 
tomatic women  it  is  the  delay  in  reporting  symp- 
toms); “additional  delay”  is  defined  as  the  interval 
between  first  medical  visit  and  histologic  diagnosis; 
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and  “total  delay”  is  defined  as  the  interval  between 
the  first  sign  of  disease  and  histologic  diagnosis.  We 
analyzed  the  association  between  delays  in  diagnosis, 
stage  of  disease,  and  socioeconomic  variables. 

Results 

Ninety-seven  women  had  a diagnosis  of  primary 
invasive  cervical  cancer  in  this  period.  The  socio- 
economic characteristics  of  the  patients  are  described 
in  the  previous  report. 

Fifty-three  percent  of  the  patients  had  disease 
outside  the  cervix,  stages  II  to  IV,  at  clinical  evalua- 
tion (Table  I).  Sixty-two  women  had  a laparotomy 
for  further  diagnosis  or  for  treatment.  At  surgery, 
six  women  with  clinical  stage  I had  disease  outside 
the  cervix,  while  two  women  with  clinical  stage  II  and 
two  women  with  clinical  stage  III  had  disease  outside 
the  pelvis.  In  the  analyses  that  follow,  the  revised 
staging,  based  on  both  clinical  and  surgical  evalua- 
tion, was  used.  The  group  staged  clinically  were  not 
analyzed  separately  from  the  group  staged  surgically, 
because  the  numbers  would  have  been  too  small  for 
statistical  evaluation. 

Since  the  number  of  women  with  stage  IV  disease 
was  small,  stages  III  and  IV  were  grouped  for  the 
analyses. 

Delays  in  reporting  symptoms.  Eighty  women 
had  symptoms  of  disease,  while  17  women  were 
asymptomatic.  In  the  80  symptomatic  women,  the 
proportion  with  delays  of  more  than  three  months  in 
reporting  symptoms  increased  significantly  with 
stage  (Table  II).  Twenty-six  women  reported  earlier 
onset  of  symptoms  to  the  interviewer  than  to  the 
physician;  83  percent  of  these  had  disease  in  stages 
II  to  IV.  When  clinical  stage  alone  was  used,  there 


Ninety-seven  women  with  invasive  cancer  of  the 
cervix  were  interviewed  about  the  duration  of 
symptoms  and  delays  in  diagnosis;  38  percent  of 
women  delayed  more  than  three  months  in  reporting 
symptoms.  Longer  delays  in  reporting  symptoms 
were  associated  with  more  advanced  disease  (p 
<0.05).  Delays  in  diagnosis  after  the  first  medical 
visit  were  not  correlated  with  stage;  however,  such 
delays  in  stage  I disease  were  due  to  inconclusive 
cytology  or  histology.  Physicians  and  health  insti- 
tutions were  responsible  for  delays  in  9 percent  of 
women.  In  35  percent  of  the  patients  the  total  delay 
between  first  symptom  and  histologic  diagnosis  was 
more  than  six  months. 


was  a trend  to  increasing  delays  with  stage,  but  it  was 
not  statistically  significant. 

Delays  to  first  medical  visit.  In  17  asymptom- 
atic women,  disease  was  detected  by  Pap  smear  test 
or  by  cervical  biopsy,  and  so  there  was  no  delay  to  the 
first  medical  visit  (Table  III).  Fifteen  of  the 
asymptomatic  women  had  stage  I disease,  and  so 
there  was  a very  high  correlation  between  lack  of 
symptoms  and  stage  I.  When  symptomatic  and 
asymptomatic  women  were  grouped,  the  trend  to 
longer  delays  at  higher  stages  was  much  stronger  (p 
<0.01)  than  when  symptomatic  women  were  ana- 
lyzed alone  (p  <0.05). 

Reasons  for  delays  in  reporting  symptoms. 

Fifty-one  women  delayed  more  than  one  month  in 
reporting  symptoms,  and  the  reasons  they  gave  for 
delay  are  shown  in  Table  IV. 


TABLE  I.  Distribution  of  patients  by  stage 


Clinical  and 

Clinical  Evaluation \ 

Patients 

, Surgical  Evaluation 

Stage 

Patients 

Percent 

Explored 

Patients 

Percent 

I 

44 

45 

36 

38 

39 

II 

31 

32 

17 

35 

36 

III 

17 

18 

9 

15 

16 

IV 

3 

3 

7 

7 

Unknown 

2 

2 

2 

2 

Totals 

97 

100 

62 

97 

100 

TABLE  II. 

Delays  in  reporting  symptoms  by  stage 

Number 

of 

Delay  in  Reporting 
Symptoms  (months) 

Percent 
Delaying 
More  Than 

Mean 

Delay 

Stage 

Patients 

<1 

2 to  3 

>3 

3 Months* 

(months) 

I 

23 

9 

8 

6 

26 

3.9 

II 

35 

14 

10 

11 

31 

5.2 

III  and  IV 

21 

5 

3 

13 

62 

8.2 

Unknown 

1 

1 

Totals 

80 

29 

21 

30 

38 

5.5 

* p <0.05  in  chi-square  test. 
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TABLE  III.  Delays  to  first  medical  visit  by  stage 


Number  of 
Patients 

Percent 

Delaying  More  Than 
3 Months* 

Mean 

Ihilat/ 

Stage 

None 

1 to  3 Months 

>3  Months 

(months) 

1 

38 

15 

17 

6 

16 

2.4 

II 

35 

24 

11 

31 

5.2 

HI  and  IV 

22 

1 

8 

13 

59 

7.8 

Unknown 

2 

1 

1 

0.4 

Totals 

97 

17 

50 

30 

31 

4.5 

* p <0.01  in  chi-square  test. 


TABLE  IV.  Reasons  for  delays  in  reporting  symptoms 


Reason  for  Delay 

Number 

Delays  >1  Month 

Percent 

Mean  Age 
(years) 

Symptom  normal 

Menopause 

13 

25 

48 

Normal  condition 

10 

20 

46 

Negative  test  result 

4 

8 

43 

Totals 

27 

53 

46 

Symptom  abnormal 

Accident  or  fall 

8 

15 

55 

Other  cause 

7 

14 

61 

Fear  or  embarrassment 

4 

8 

52 

Totals 

19 

37 

56 

No  reason  given 

5 

10 

42 

Total  delays  >1  month 

51 

100 

50 

Delays  < 1 month 

46 

52 

Totals 

97 

51 

TABLE  V. 

Additional  delays  in  diagnosis  by  stage 

Stage 

Number  of 
Patients 

<1.5 

Additional  Delays  (months)- 
1.6  to  3 

>3 

Percent 
Delaying 
More  Than 
3 Months 

Mean 

Delay 

(months) 

I 

38 

24 

5 

9 

24 

2.3 

II 

35 

29 

2 

4 

12 

1.1 

III  and  IV 

22 

14 

2 

6 

27 

2.9 

Unknown 

2 

2 

0.1 

Totals 

97 

69 

9 

19 

20 

2.1 

About  one  half  the  women  who  delayed  saw  their 
symptoms  as  either  a sign  of  menopause  or  a normal 
condition,  or  else  they  had  been  reassured  by  previ- 
ous negative  test  findings.  The  mean  age  of  these 
women  was  below  50  years.  About  40  percent  of  the 
women  recognized  their  symptoms  as  abnormal,  but 
thought  they  were  caused  by  an  accident,  a fall,  or 
other  circumstances,  or  were  too  fearful  to  seek 
medical  care.  The  mean  age  of  these  women  was 
over  50  years. 

Additional  delays  in  diagnosis.  The  interval 
between  first  medical  visit  and  histologic  diagnosis, 
additional  delay,  showed  no  uniform  trend  with  stage 
of  disease  (Table  V).  An  additional  delay  of  1.5 
months  was  considered  sufficient  to  encompass  cy- 
tology and  colposcopy  on  the  basis  of  clinic  and  lab- 
oratory schedules.  Delays  were  shortest  in  women 
with  disease  in  stage  II.  Twenty-eight  women  had 
additional  delays  of  more  than  1.5  months,  and  their 


reasons  for  delay  are  shown  in  Table  VI.  The  most 
common  reason  for  delay  was  an  atypical  or  negative 
smear  or  a biopsy  showing  dysplasia  or  preinvasive 
cancer.  All  1 1 such  inconclusive  tests  were  in  women 
with  stage  I disease.  In  five  women,  additional  de- 
lays were  ascribed  to  the  physician  who  failed  either 
to  take  a Pap  smear  test,  follow  up  an  abnormal 
smear,  or  refer  to  a gynecologist.  The  longest  addi- 
tional delays  involved  five  women  who  failed  to  follow 
the  initial  physicians’  recommendations  for  further 
investigations  of  symptoms.  Four  of  these  women 
had  stage  III  and  one  had  stage  II  disease.  Four  of 
the  five  had  delayed  at  least  six  months  in  reporting 
symptoms. 

Total  delays  in  diagnosis.  The  proportion  of 
women  with  total  delays  in  diagnosis,  that  is,  interval 
between  first  sign  of  disease  and  diagnosis,  of  more 
than  six  months  increased  significantly  with  stage 
(Table  VII). 
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TABLE  VI.  Reasons  for  additional  delays  in  diagnosis 


Reason  for  Delay 

Mean 

Delay 

(months) 

Delays  >1.5  Months  - 

Number 

Percent 

Negative  test  results 

11 

39 

6.7 

Patient  delay 

5 

18 

9.5 

Physician  delay 

5 

18 

4.6 

Institutional  delay 

4 

14 

2.4 

Other 

2 

7 

5.5 

Unknown 

1 

4 

3.0 

Total  delays  >1.5  months 

28 

100 

6.0 

Delays  <1.5  months 

69 

Totals 

97 

2.1 

TABLE  VII. 

Total  delays  in  diagnosis  by  stage 

Stage 

Number  of 
Patients 

<3 

-Total  Delays  (Months)— 
4 to  6 

>6 

Percent 
Delaying 
More  Than 
6 Months* 

Mean 

Total 

Delay 

(months) 

1 

38 

21 

8 

9 

24 

4.7 

II 

35 

19 

5 

11 

31 

6.5 

III  and  IV 

22 

3 

6 

13 

59 

10.8 

Unknown 

2 

2 

Totals 

97 

45 

19 

33 

35 

6.6 

* p <0.02  in  chi-square  test. 


Neither  delays  to  the  first  medical  visit  nor  the 
total  delays  varied  significantly  with  age,  race,  place 
of  birth,  education,  or  income.  However,  additional 
delays  were  significantly  longer  in  women  under  50 
years  than  in  women  50  years  or  older.  This  may  be 
related  to  the  long  additional  delays  in  stage  I pa- 
tients whose  mean  age  was  46  years. 

Comment 

Attempts  to  relate  delays  in  reporting  symptoms 
to  stage  of  disease  are  subject  to  at  least  two  limita- 
tions. The  first  source  of  error  is  the  unreliability  of 
patient  recall  of  symptoms.  We  found  that  many 
patients,  especially  those  with  late-stage  disease, 
reported  earlier  onset  of  symptoms  to  the  study- 
interviewer,  in  an  in-depth  interview,  than  to  the 
physician.  In  addition,  several  patients  in  poor 
condition  with  advanced  disease  reported  a very 
short  duration  of  symptoms  which  we  believe  were 
underestimates. 

The  second  source  of  error  is  the  clinical  staging 
of  disease.  At  operation,  10  to  20  percent  of  women 
with  clinical  stage  I disease  have  disease  beyond  the 
cervix,26  while  12  percent  of  women  with  clinical 
stage  II  disease  and  31  percent  of  women  with  clinical 
stage  III  have  cancer  outside  the  pelvis.27 

In  this  study,  we  found  a significant  positive  as- 
sociation between  delays  in  reporting  symptoms  and 
stage  of  disease  when  duration  of  symptoms  was 
determined  in  special  interviews  and  when  surgical 
information  was  used  in  staging.  When  only  clinical 
information  was  used  in  staging,  there  was  a trend 
that  was  not  statistically  significant.  Green23  and 


Wilkinson  et  al.'24  found  no  association  between  de- 
lays in  reporting  symptoms  as  recorded  in  medical 
records  and  clinical  stage  of  disease,  but  their  data 
were  limited  by  both  the  unreliability  of  reporting 
and  the  clinical  staging.  Lewis,  Howson,  and  Col- 
well22 reported  a significant  positive  association  be- 
tween total  delay,  from  first  symptom  to  diagnosis, 
and  clinical  stage.  In  their  study,  duration  of 
symptoms  was  obtained  by  special  interviews  with 
patients. 

The  positive  association  we  observed  between 
stage  and  delays  suggests  that  delays  in  reporting 
symptoms  may  still  contribute  significantly  to  the 
spread  of  disease.  Since  almost  40  percent  of  the 
symptomatic  women  in  this  series  delayed  more  than 
three  months  in  contacting  a physician,  health  edu- 
cation efforts  in  this  community  should  continue  to 
emphasize  prompt  medical  attention  for  any  ab- 
normal vaginal  bleeding. 

Any  attempt  to  reduce  delays  in  patients’  reporting 
of  symptoms  is  limited  by  the  fact  that  many  younger 
women  fail  to  see  irregular  vaginal  bleeding  as  ab- 
normal and  warranting  investigation.  Women  know 
that  irregular  bleeding  may  be  associated  with  oral 
and  intrauterine  contraceptives,  uterine  fibroids,  and 
menopause.  In  this  study,  older  women  were  more 
likely  than  younger  women  to  have  recognized  the 
symptom  as  abnormal,  but  they  accounted  for  it  in 
another  way.  Evidently,  health  education  is  needed 
to  alert  women  to  both  the  significance  of  symptoms 
and  the  ef  fectiveness  of  treatment  in  the  early  stages 
of  disease. 

Despite  the  finding  that  delays  in  reporting 
symptoms  may  contribute  to  the  spread  of  disease, 
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this  report  also  shows  that  the  Pap  smear  test  is  the 
most  effective  tool  for  detecting  early  invasive  cancer 
and  that  virtually  all  patients  will  he  symptomatic 
by  the  time  disease  has  spread  beyond  the  cervix. 

There  was  no  trend  in  additional  delays,  that  is,  the 
interval  between  first  medical  visit  and  diagnosis, 
with  stage.  However,  the  causes  of  delays  varied 
with  stage.  The  relatively  long  additional  delays  in 
stage  I were  the  result  of  cytology  or  biopsies  that 
were  either  inconclusive  or  indicated  preinvasive 
disease.  This  finding  implies  that  there  is  a limit  to 
how  much  additional  delays  can  be  reduced.  Since 
an  increasing  proportion  of  invasive  cervical  cancer 
is  diagnosed  in  stage  1,  the  delay  between  first  med- 
ical visit  and  histologic  diagnosis  may  increase. 
Wilkinson  et  al.24  reported  a strong  negative  associ- 
ation between  stage  and  the  delay  from  first  medical 
visit  to  treatment.  This  is  consistent  with  our  re- 
sults. In  contrast  to  the  additional  delays  in  stage 
I,  long  additional  delays  in  stage  III  and  IV  were 
largely  due  to  patients’  failures  to  follow  recom- 
mendations for  immediate  investigation,  and  such 
delays  were  likely  to  be  associated  with  long  delays 
in  reporting  symptoms. 

In  this  series,  delays  due  to  the  physician  occurred 
in  only  5 percent  of  the  cases.  This  contrasts 
markedly  with  the  situation  30  years  ago  when,  as 
Lewis,  Howson,  and  Colwell22  reported,  physicians 
were  responsible  for  delays  in  39  percent  of  women 


Clinical  Clues 

— The  diagnosis  of  DIC  (disseminated  intravascular 
coagulation)  may  rest  more  on  an  awareness  of  the 
underlying  condition  which  is  associated  with  this 
disorder.  This  includes  obstetric  events,  such  as 
placental  abruption,  placenta  previa,  amniotic  fluid 
embolism,  and  the  retained  fetus  syndrome.  Infec- 
tions such  as  rickettsial,  bacterial  (especially  menin- 
gococcal), and  viral  (especially  varicella)  may  be  as- 
sociated. Transfusions  of  whole  blood  in  large 
amounts,  over  a short  period  of  time,  may  cause  DIC. 
Intravascular  hemolysis  of  any  tvpe  may  initiate 
DIC. 

— Shock  and  acidosis  and,  most  frequently,  alkalosis  are 
also  implicated  in  the  onset  of  DIC. 

— Malignant  conditions,  most  notably  oat-cell  carcinoma 
of  the  lung,  carcinoma  of  the  pancreas,  and  acute 
promyelocytic  leukemia,  may  be  associated  with 
DIC. 

— Chronic  liver  disease  is  rarely,  if  ever,  associated  with 
DIC;  the  fulminant  hemorrhage  which  is  seen  in  cir- 
rhosis is  usually  a primary  hyperfibrinolytic  dis- 
order. 

— Crush  injuries  and  burns,  especially  when  complicated 
by  large  amounts  of  tissue  necrosis,  may  be  associated 
with  DIC. 

— The  crush  syndrome,  the  type  of  muscle  injury  usually 
associated  with  being  accidentally  buried  under  heavy 
debris,  is  something  that  can  also  occur  in  drug  addicts 
who  have  taken  an  overdose.  Usually  an  arm  or  leg 


with  cervical  cancer.  While  primary  care  physicians 
now  evidently  take  appropriate  steps  with  symp- 
tomatic women,  further  physician  education  must 
stress  the  importance  of  their  role  with  asymptomatic 
women.  Our  previous  report  showed  that  most 
women  who  develop  invasive  cervical  cancer  will  have 
multiple  contacts  with  the  physician  while  asymp- 
tomatic. In  such  cases,  the  primary  care  physician’s 
role  is  first  to  take  smears  for  Pap  tests  and  then  to 
teach  t he  patient  the  value  of  Pap  testing,  the  effec- 
tiveness of  treatment  in  the  early  stages,  and  the 
significance  of  symptoms. 
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is  “crushed”  under  the  person’s  own  body  weight. 

— Chronic  intravascular  coagulation  has  been  incrimi- 
nated for  the  hemorrhagic  diathesis  associated  with 
giant  hemangiomas  (Kasabach-Merrit  syndrome). 

— Peripheral  lymphadenopathy  occurs  in  about  50 
percent  of  persons  with  Whipple’s  disease. 

— The  changing  concept  of  Whipple’s  disease,  from  a 
progressive  fatal  diarrheal  disorder  to  a protean 
multisystem  disease  that  may  have  a favorable  prog- 
nosis, underscores  the  importance  of  early  diagnosis, 
especially  since  this  condition  is  favorably  affected  by 
antibiotics. 

— The  presence  of  a left  atrial  myxoma  may  be  suspected 
when  there  are  symptoms  and  signs  consistent  with 
mitral  valve  disease  of  a relentlessly  progressive  nature 
often  accompanied  by  syncope  or  embolization.  Al- 
terations in  symptoms  and  physical  signs,  with 
changes  in  posture  and  constitutional  manifestations 
suggestive  of  a chronic,  inflammatory  process  are  also 
found  frequently. 

— The  findings  of  a fall  in  arterial  systolic  pressure 
during  normal  inspiration,  usually  in  excess  of  10  mm. 
Hg,  is  a manifestation  of  cardiac  tamponade  (pulsus 
paradoxus). 
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CLEARING  OF 


ANTIDEPRESSANT 
EFFECTIVENESS 
with  convenient 
once-o-doy 
h.s.  dosage* 

SINEQUAN 

(DOXEPIN  HCI) 

ISO-mgL  100-mg,  75-mg,  50-mg,  25-mg, 
10-mg  CAPSULES  and  ORAL  CONCENTRATE, 
10  mg/ml,  in  120-ml  (4-oz)  bottles 


*The  total  doily  dosage  of  Sinequon,  up  fo  150  mg.  may  be 
administered  on  o once-o-doy  schedule  without  loss  of  effectiveness. 

T The  150-mg  capsule  strength  is  intended  for  maintenance  therapy 
only  and  is  not  recommended  for  initiation  of  treatment. 


See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  ond  adverse  reactions. 


ANTI  DEPRESSANT 
EFFECTIVENESS 

SINEQUAN 

(DOXEPIN  HCI) 

1 50-mg*  100- mg,  75-mg,  50-mg,  25-mg, 

1 0- mg  CAPSULES  and  OPAL  CONCENTRATE, 

1 0 mg/ml, m 1 20-ml  (4-oz)  borrles 


*The  1 50-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


CONVENIENT  ONCE-A-DAY  h.s.  DOSAGE 

which  may  improve  patient  compliance.  The  total 
daily  dosage,  up  to  1 50  mg  per  day  may  be  given 
on  a once-a-day  schedule  without  loss  of  effec- 
tiveness. Sinequan  moy  also  be  given  on  o 
divided  dosoge  schedule,  up  to  300  mg  per  doy 

PROMINENT  SEDATIVE  EFFECT 

which  moy  help  to  relieve  the  difficulty  in  foiling 
ond  sfoying  asleep,  ond  the  eorly-morning 
awakening  often  associated  with  depression. 

ESTABLISHED  ANTIANXIETY  ACTIVITY 

to  help  alleviate  the  anxiety  which  often  accom- 
panies clinical  depression, 

USUALLY  WELL  TOLERATED 

At  doses  up  to  150  mg  per  doy  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guonethidine  ond  related  compounds.  Tachy- 
cardia ond  hypotension  hove  been  reported 
occasionally.  Drowsiness  is  the  most  commonly  ob- 
served side  effect.  Dry  mouth,  blurred  vision,  consti- 
pation ond  urinary  retention  hove  been  reported. 

EXTENDED  RANGE 
OF  DOSAGE  STRENGTHS 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN'  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug 
and  m patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
out.  particularly  in  older  patients  Possibility  of  cross  sensitivity  with  other  dibenzoxepines  should 
be  kept  in  mind 

Warnings.  The  once-a-day  dosage  regimen  ol  SINEQUAN  (doxepin  HCl)  in  patients  with  inter 
current  illness  or  patients  taking  other  medications  should  be  carefully  adjusted  This  is 
especially  important  in  patients  receiving  other  medications  with  anticholinergic  effects 
Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition 
Usage  in  Pregnancy:  Reproduction  studies  performed  in  animals  have  shown  no  evidence  of 
harm  to  the  animal  fetus  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug, 
safety  in  pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant. 

Usage  in  Children:  Usage  in  children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  this  drug  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered  and  the  dosage  involved 
Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
important  in  patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  of 
that  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated 
Since  suicide  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTF  Some  of  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEQUAN 

Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  if  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
confusion  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramidal 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosinophilia  has  been  reported  in  a few  patients  There  have  been  occasional 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  thrombo- 
cytopenia, and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects ) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
of  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
reported  with  tricyclic  administration. 

Other  Dizziness,  tinnitus,  weight  gain,  sweating,  chills,  fatigue,  weakness,  flushing,  jaundice, 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects. 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  daily  dose  ol  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or 
decreased  at  appropriate  intervals  and  according  to  individual  response  The  usual  optimum 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  maybe  required  with  subsequent  gradual  increase  to 
300  mg'day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg/day 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organic 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  doses  as  low 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  or  once-a-day 
dosage  schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  is 

150  mg  day  This  dose  maybe  given  at  bedtime  The  150  mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effect 
may  not  be  evident  for  two  to  three  weeks 

Overdosage 

A Signs  and  Symptoms 

1 Mild  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth. 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  and 
tachycardias 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileus) 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild:  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressive, 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  tc. 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbed  j 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lavage 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patients 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  days 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  the 
appropriate  antiar rhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  CNS 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  mtra 
venous  administration  of  1 mg  to  3 mg  of  physostigmme  salicylate  Because  physostigmine  is 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respond  tc 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  depres- 
sion Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosage 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg.  75  mg 
and  100  mg  doxepin  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (10  x 10's)  25  mg  anc 
50  mg  doxepin:  bottles  of  100,  1000,  5000,  and  unit-dose  packages  of  100  (1 0 x 10's)  150  mg 
doxepin:  bottles  of  50,  500.  and  unit  dose  packages  of  100  (10  x 10's)  SINEQUAN  Ora 
Concentrate  ( 10  mg/ml)  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibratec 
at  5 mg,  10  mg,  15  mg,  20  mg.  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg 
doxepin  Just  prior  to  administration.  SINEQUAN  Oral  Concentrate  should  be  diluted  with 
approximately  120  ml  of  water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  o 
pineapple  juice.  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  o 
carbonated  beverages  For  those  patients  requiring  antidepressant  therapy  who  are  or 
methadone  maintenance.  SINEQUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixec 
together  with  Gatorade*.  lemonade,  orange  juice,  sugar  water,  Tang*,  or  water,  but  not  witf 
grape  juice.  Preparation  and  storage  ol  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request 
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Child  Abuse  in  Our 
Violent  Society 

MARVIN  L.  BLUMBERG,  M.D. 

Jamaica,  New  York 

Associate  Professor  of  Clinical  Pediatrics, 

School  of  Medicine,  Health  Sciences  Center, 

State  University  of  New  York  at  Stony  Brook; 

Chairman,  Department  of  Pediatrics,  Jamaica 
Hospital;  Chairman,  Committee  on  Child  Abuse, 

Medical  Society  of  the  State  of  New  York 

Abuse  and  neglect  have  many  forms  and  manifes- 
tations. There  are  the  legal  definitions.  The  New 
York  State  Child  Protective  Services  Act  of  1973 
defined  an  abused  child  as  one  less  than  16  years  of 
age  whose  parent  or  other  person  legally  responsible 
for  his  care:  (1)  inflicts  or  allows  to  be  inflicted  on 
the  child  serious  physical  injury;  (2)  creates  or  allows 
to  be  created  a substantial  risk  of  serious  physical 
injury;  and/or  (3)  commits  or  allows  to  be  committed 
against  the  child  an  act  of  sexual  abuse  as  defined  in 
the  penal  law.  The  law  further  defined  a maltreated 
child  as  a neglected  child  under  18  years  of  age  im- 
paired as  a result  of  the  failure  of  his  parent  or  other 
person  legally  responsible  for  his  care  to  exercise  a 
minimum  degree  of  care:  (1)  in  supplying  the  child 
with  adequate  food,  clothing,  shelter,  education,  or 
medical  or  surgical  care,  although  financially  able  to 
do  so  or  offered  financial  or  other  reasonable  means 
to  do  so;  (2)  in  providing  the  child  with  proper  su- 
pervision or  guardianship;  or  (3)  by  unreasonably 
inflicting,  or  allowing  to  be  inflicted,  harm  or  a sub- 
stantial risk  thereof,  including  the  infliction  of  ex- 
cessive corporal  punishment.  A maltreated  child  is 
also  a child  of  under  18  years  of  age  who  has  been 
abandoned  by  his  parents  or  other  person  legally 
responsible  for  his  care. 

This  law  mandates  the  reporting  of  cases  of  abuse 
and  neglect  by  all  persons  involved  in  the  care  of 
children,  such  as  physicians,  nurses,  school  teachers, 
and  others,  and  declares  that  failure  to  do  so  is  pun- 
ishable as  a misdemeanor.  The  illogicality  of  this 
injunction,  however,  is  that  as  one  of  the  attributes 
of  a free  society,  citizens  are  expected  to  abide  vol- 
untarily by  unenforceable  laws. 

There  is  sufficient  reason  to  believe  that  beneath 
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Violence  of  Youth: 

Social  and  Medical  Implications 

the  increasing  number  of  cases  of  child  abuse  and 
neglect  that  surface  and  are  reported  because  of  legal 
and  conscionable  mandate,  there  exists  an  ever-in- 
creasing  hidden  pool  of  cases  in  all  cultural  groups 
and  at  all  socioeconomic  levels.  The  number  of  cases 
of  child  abuse  reported  in  the  United  States  over  a 
decade  increased  startlingly  from  7,000  in  1967  to 
almost  half  a million  in  1977.  Beyond  these  reported 
figures,  the  National  Center  on  Child  Abuse  in 
Washington  estimates  that  one  million  children  in 
this  country  are  currently  abused  or  neglected. 

The  statistical  summary  of  the  New  York  State 
Child  Abuse  and  Maltreatment  Register  for  the  one 
month  of  October,  1978,  showed  total  reports  of  3,865 
cases  of  which  707  were  for  abuse  and  3,158  for  ne- 
glect. The  reports  for  New  York  City  alone  were 
1,301,  with  419  abuse  cases  and  882  neglect  cases.  An 
average  of  85  to  100  percent  of  case  reports  in  various 
areas  of  the  State  were  subsequently  registered  as 
authentic. 

Persons  of  good  will  and  the  disbelievers  may 
question  the  reasons  for  the  marked  discrepancy 
between  the  reported  incidence  and  the  estimated 
prevalence  of  this  iniquity.  Disbelief  is,  in  fact,  one 
main  reason.  Unwillingness  to  accept  the  reality 
that  some  adults  do  harm  innocent  children  causes 
some  individuals  to  block  it  out  of  their  perception 
and  to  fail  to  recognize  it.  Other  observers  ignore  it 
in  order  not  to  become  involved  in  police  or  legal 
proceedings.  Many  compassionate  ones  feel  that  the 
abuser  is  basically  kindhearted  and  so  will  regret  and 
not  repeat  his  or  her  misdeed.  One  sad  aspect  is  the 
busy  physician  in  private  practice  or  the  personnel 
in  the  active  hospital  emergency  room  who  treat  the 
injury  without  questioning  or  even  suspecting  the 
true  cause. 

This  last  matter  is  really  unfortunate,  for  often  an 
abusing  mother  will  regret  her  impulsive  assault  on 
her  child  or  will  be  terrified  by  the  damage,  and  will 
bring  the  infant  to  medical  attention  while  offering 
unlikely  reasons  to  account  for  the  manner  of  the 
occurrence.  She  may  even  express  feelings  of  anger 
about  the  child’s  actions  or  hint  at  her  own  inability 
to  cope  with  him.  These  masked  requests  for  help, 
if  recognized  and  responded  to  with  proper  inter- 
vention measures,  can  avert  disaster  for  her  and  her 
child.  If  ignored,  the  prognosis  may  be  for  continued 
violence,  and  the  eventual  outcome  could  be  an  ir- 
remediable tragedy. 

There  are  four  fallacies  that  must  be  rectified  to 
discuss  the  subject  of  child  abuse  in  proper  per- 
spective.1 First,  maternal  instinct  is  an  illusion.  A 
biologic  mother  is  not  endowed  with  an  innate  posi- 
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tive  cathexis  for  her  infant.  At  least  70  percent  of  all 
cases  of  serious  child  battering  have  been  shown  to 
be  attributable  to  the  mothers  of  the  children.  The 
majority  of  the  victims  are  under  three  years  of  age. 
Second,  psychosis  is  rarely  a factor  in  child  abuse. 
The  number  of  children  harmed  or  killed  by  schizo- 
phrenic parents  is  only  a very  small  fraction  of  the 
total.  The  abusing  parent  is  almost  always  aware  of 
the  nature,  if  not  the  reason,  for  her  or  his  act. 
Third,  human  violence  and  aggression  are  not  in- 
stinctive. They  are  learned  behavior  that  is  rooted 
in  culturally  determined  practices,  incited  by  ambi- 
ent pressures,  and  influenced  by  exposure  to  brutal- 
ity in  the  public  media.  Fourth,  every  mother  is  not 
a potential  child  abuser  whose  violence  can  be  set  off 
by  sufficient  provocation.  This  popular  miscon- 
ception persists  because  discipline  and  punishment 
are  equated  with  abuse  in  the  minds  of  many  persons. 
The  difference  must  be  recognized  as  qualitative 
rather  than  quantitative.  Discipline  or  punishment 
may  be  rationalized  or  even  justified  as  being  bene- 
ficial for  the  child,  whereas  abuse  is  completely  in- 
defensible and  inexcusable  for  any  reason.  Admit- 
tedly there  are  gray  areas  in  between,  but  in  most 
instances  the  distinction  is  apparent. 

Of  course,  there  are  occasions  in  every  parent-child 
relationship  when  there  is  a temptation  to  hurt  an 
irritating  child.  The  thought  itself  serves  as  a trial 
action  that  activates  the  normal  ego  mechanism  of 
reality  testing  and  checks  the  potential  act  of  vio- 
lence. The  child  abuser  with  poor  ego  control, 
however,  lacks  the  normal  self-restraint  and  batters 
the  child  impulsively,  often  because  of  anger  over 
other  matters. 

Determinants  of  child 
abuse  and  neglect 

Child  abuse  and  neglect  do  occur  at  all  socioeco- 
nomic levels  of  society  and  in  all  cultural  and  ethnic 
groups.  The  basic  personality  deficits  of  the  of- 
fenders are  similar.  Mental  problems  and  occupa- 
tional strains  exist  in  all  social  segments.  However, 
the  stresses  of  poverty,  unemployment,  and  inner  city 
life  obviously  torment  the  lower  socioeconomic 
families  the  most  and  put  them  at  greater  risk  for 
child  abuse.  Furthermore,  the  financially  able 
groups  can  more  readily  conceal  the  causes  of  in- 
flicted child  injuries  through  private  medical  care  by 
competent  physicians  who  are  concerned  with  the 
physician-patient  professional  relationship  and  their 
own  avoidance  of  involvement  with  legal  matters  of 
abuse  reporting. 

Although  the  harm  resulting  from  child  abuse  is 
a misdemeanor  or  even  a felony,  the  perpetrator  is 
often  a tormented  psychopath  rather  than  a criminal 
in  the  usual  sense.  Child  abuse  is  a symptom  of  a 
family  in  crisis.2  The  determinants  are  to  be  found 
in  the  early  background  of  the  abuser;  in  the  present 
ambience  of  the  home,  the  family,  and  society;  and 
even  in  the  organic  and  behavioral  construct  of  the 


young  child  victim.  The  basic  personality  pattern 
of  an  individual  is  developed  in  the  early  formative 
years  of  life.  Emotions  such  as  love  and  hate  are  not 
instinctive.  They  are  learned  from  examples  offered 
by  the  parents  to  the  young  child.  The  child’s  be- 
havioral reactions  develop  mainly  as  a result  of  the 
type  of  nurturing  that  he  or  she  receives.  The  child 
whose  needs  are  fulfilled  and  whose  frustrations  are 
gratified  will  be  better  prepared  to  cope  with  the 
future  vicissitudes  of  life.  The  child  who  is  deprived 
of  love,  who  is  abused  physically,  denigrated  emo- 
tionally, or  ignored  and  neglected  in  his  bodily  needs 
for  care  and  nourishment,  will  develop  personality 
deficits  and  character  disorders.  She  or  he  will  have 
a poor  self-image,  a low  self-esteem,  and  will  often 
have  poor  ego  development  and  control.  These 
characteristics  tend  to  produce  a loner  who  cannot 
relate  well  to  others.  He  or  she  will  often  be  a weak 
individual  with  a passive-aggressive  personality  and 
with  sadomasochistic  tendencies.  These  traits  fre- 
quently create  a future  abusing  parent  in  a genera- 
tional perpetuation  of  the  evil  of  child  abuse. 

Yet,  there  would  be  some  hope  of  rescue  if  by  good 
fortune  the  young  woman  with  the  potential  for 
abuse  would  be  absorbed  into  a favorable  supportive 
environment  either  by  an  extended  caring  family  or 
by  a lucky  marriage  to  a supportive  husband.  Un- 
fortunately this  almost  never  occurs,  and  the  already 
distressed  person  is  usually  further  stressed  by  an 
ambience  of  loneliness  and  a propensity  for  choosing 
a mate  who  is  either  weak  like  herself  and  unsup- 
portive,  or  domineering  and  driving.  A child  of  this 
union  is,  of  course,  at  high  risk  as  a scapegoat. 

Exposure  to  violence,  either  actual  or  fictional,  has 
long  been  recognized  by  psychiatrists  and  psychol- 
ogists as  an  instructional  model  and  incentive  for 
potential  criminals  to  commit  antisocial  acts.  Un- 
fortunately, the  state  of  the  world  today  is  one  of 
repeated  if  not  continuous  violence.  The  parent  with 
abusive  tendencies  and  being  a loner  watching  fic- 
tional violence  on  television  or  reading  about  serious 
crimes  in  the  newspaper  will  sometimes  be  influenced 
emotionally,  in  excess  of  her  already  volatile  per- 
sonality, to  commit  acts  of  physical  abuse  against  her 
child  in  response  to  some  minor  provocation. 

As  in  any  contemporary  area  of  delinquency,  im- 
morality, and  crime,  alcohol  and  drug  abuse  play  an 
important  role  in  child  battering  and  neglect.  The 
mother  may  have  resorted  to  alcohol,  sedatives,  or 
tranquilizers  because  of  her  tensions  and  feelings  of 
inadequacy.  Under  the  influence  of  these  substances 
she  is  more  likely  to  neglect  her  young  child  than  to 
beat  him,  although  the  latter  is  also  a possibility. 
The  woman’s  husband  might  be  an  alcoholic  or  drug 
abuser  who  consequently  may  fail  to  give  her  any 
emotional  support.  Occasionally,  under  the  influ- 
ence of  the  substances  he  may  become  aggressive  and 
vicious  to  the  point  of  battering  the  child  or  of  beat- 
ing the  mother.  She  may  then  project  the  anger  that 
she  is  fearful  of  expressing  against  her  husband  on 
her  child  with  unfortunate  consequences. 
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In  most  instances  the  abused  child  is  a passive 
victim.  A perfectly  normal  child  of  an  abuse-prone 
mother  may  suffer  the  consequences  of  her  emotional 
aberration.  There  are  other  types  of  victims  who 
invite  abuse  or  neglect  through  the  circumstances  of 
their  birth.  A stepparent,  who  would  not  ordinarily 
he  abusive,  may  resent  the  spouse’s  child  by  a former 
marriage  and,  thus,  rebuke  and  punish  the  child 
frequently  for  minor  reasons.  In  other  families,  one 
of  several  siblings  may  he  singled  out  for  punishment 
or  abuse  because  of  some  association  in  the  parent’s 
mind  with  an  undesirable  trait  or  an  unpleasant 
event  related  to  the  child’s  gestation  or  birth.  Pre- 
maturely born  or  sick  neonates  who  must  he  retained 
for  prolonged  periods  of  time  in  neonatal  intensive 
care  units  have  been  found  to  he  at  greater  jeopardy 
for  neglect  or  abuse  than  normal  term  infants.  Ap- 
parently the  prolonged  separation  of  the  mother  from 
her  infant  right  after  the  birth  prevents  proper 
bonding  or  attachment  and,  therefore,  encourages 
rejection  of  the  baby.3,4 

The  sorriest  victims  are  those  who  invite  mal- 
treatment because  of  their  mental  or  physical  ab- 
normalities. These  defects  may  he  due  to  genetic 
factors,  birth  injuries,  or  the  result  of  serious  disease 
or  injury  during  infancy.  Some  parents  of  develop- 
mental^ disabled  children  sacrifice  themselves 
emotionally,  physically,  and  financially  out  of  pity 
for  their  child  or  for  reasons  of  fancied  guilt  on  their 
part  for  the  occurrence  of  the  defect.  Other  parents, 
however,  feel  anger  at  the  child  for  presenting  a 
burden  to  them,  and  some  actually  project  their  own 
guilt  feelings  onto  the  child  with  further  resentment. 
The  consequences  of  these  emotions  can  lead  to 
abuse.  Sad  but  true  is  the  statistical  fact  that  a large 
number  of  cerebral  palsy  cases  each  year  result  from 
brain  damage  to  infants  caused  by  inflicted  head 
injuries. 

There  is  ample  evidence  collected  by  qualified 
investigators  showing  that  there  are  differences  of 
inborn  temperaments  in  individuals  that  influence 
their  behavior  as  they  grow  and  develop,  with  respect 
to  the  way  they  react  and  how  they  react,  not  what 
they  do  and  why.5  Differences  in  response  to  noise, 
hunger,  and  physical  disturbance  can  be  observed  in 
infants  in  the  objective  surroundings  of  a hospital 
newborn  nursery.  Thus,  some  infants  can  be  more 
demanding  and  more  irritating  to  a new  mother  than 
other  infants.  It  requires  love  and  a true  desire  for 
the  child  for  a good  relationship  to  exist.  In  the 
matter  of  provocation  another  point  should  be  made. 
Some  children  withdraw  in  the  face  of  abuse;  others 
retaliate.  Young  infants  may  become  more  irritable 
and  demanding;  older  children  may  deliberately 
antagonize  by  misbehaving  in  response  to  abuse.  In 
both  instances,  the  abuse-prone  mother  repeats  her 
battering,  and  the  child  again  retaliates  causing  a 
repetitive  cycle  of  abuse-retaliation-abuse.2 

Adolescent  pregnancy  and  motherhood  has  been 
covered  in  the  January,  1980,  issue  of  the 
Journal.6 


Emotional  abuse  and  neglect  are  all  too 
common. 

Effects  of  abuse  and  neglect 

Abuse  wounds  may  appear  in  many  forms:  con- 
tusions, hematomas,  lacerations,  fractures,  hums 
from  fire,  scalding  liquids,  lit  cigarettes,  internal 
bleeding,  and  so  on.  If  there  are  a number  of  old 
wounds,  if  there  are  unreported  healed  fractures  seen 
on  x-ray  examination,  or  if  the  account  of  the  oc- 
currence does  not  fit  the  nature  or  the  area  of  the 
wounds,  the  cause  by  abuse  is  most  likely.  The  at- 
titude of  the  infant  or  toddler  can  he  misleading.  In 
the  strange  and  frightening  surroundings  of  the 
hospital  emergency  room,  he  may  cling  closely  to  his 
mother  who  injured  him  in  anger  simply  because  she 
is  the  only  familiar  person  that  he  sees. 

The  severely  neglected  infant  or  toddler  suffers 
from  noticeable  emaciation  and  perhaps  also  from 
dehydration.  His  skin  may  be  irritated  and  infected. 
His  behavior  will  often  exhibit  irritability,  resistance 
to  cuddling,  poor  feeding,  and  disturbances  of  sleep 
pattern.  Neglect  may  be  the  result  of  maternal  re- 
jection. 

The  results  of  emotional  abuse  and  neglect  in  a 
preschool  or  school  age  child  may  often  be  manifested 
in  behavior  patterns  rather  than  in  physical  evidence. 
The  emotionally  abused  child  may  exhibit  a behavior 
disorder  that  will  cause  him  to  be  labeled  as  a bad 
child.  He  or  she  may  be  negativistic,  obstinate,  and 
aggressive.  The  youngster  is  typically  difficult  to 
discipline  at  home  or  in  school.  The  child  who  is 
emotionally  neglected,  on  the  other  hand,  is  also 
basically  unhappy,  but  tends  to  daydream  in  class 
and  so  to  be  an  underachiever.  Because  of  his  or  her 
low  self-esteem  and  need  for  approval,  the  boy  or  girl 
often  curries  favors  from  the  teacher  and  classmates 
by  offering  to  perform  chores  and  services. 

Psychologists  have  long  recognized  the  fact  that 
mild  mental  retardation  in  a school  child  with  no 
explanatory  disease  history  or  abnormal  somatic 
accompaniments  is  attributable  to  deprivation  of 
psychosocial  stimuli  during  the  developmental  stage. 
Sometimes  this  deprivation  is  purely  circumstantial. 
An  uneducated  mother  and  father  with  several 
children,  living  in  poverty  in  inadequate  quarters, 
may  not  be  motivated  or  know  how  to  grant  more  to 
the  children  than  care  for  their  physical  needs.  This 
situation  is  frequently  encountered  in  children  in  the 
slum  area  schools.  More  disturbing  is  the  deliberate 
deprivation  of  social  and  play  stimuli  for  a youngster 
by  a rejecting  mother  that  can  lead  to  a lowering  of 
his  intellectual  potential  or  frank  delinquency. 

Sexual  abuse 

Sexual  abuse  has  been  treated  extensively  by  the 
author  in  the  March,  1978,  issue  of  the  Journal . 7 

Personality  of  sexual  offenders.  Many  child 
molesters  were  sexually  abused  themselves  as  chil- 
dren and  so  are  motivated,  under  certain  circum- 
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stances,  to  repeat  the  experiences  with  themselves 
in  the  role  of  perpetrator.  Yet  there  are  personality 
defects  in  the  pedophile,  or  child  lover,  that  differ- 
entiate him  from  the  physical  abuser  who  relives  his 
or  her  own  mistreated  childhood  by  battering  the 
child.  Since  many  acts  of  child  molestation,  such  as 
manipulation  of  the  child’s  genitals,  indecent  expo- 
sure, and  even  closer  genital  contact,  do  not  afford 
the  man  physical  satisfaction  like  sexual  intercourse 
between  consenting  adults,  there  must  be  some  basic 
emotional  aberration  that  motivates  the  sexual 
abuser  of  children.  Psychiatric  studies  have  iden- 
tified certain  common  traits  among  these  individu- 
als. 7-9  They  have  normal  intelligence  and  are  not 
psychotic.  They  usually  have  passive-aggressive 
personalities  and  strong  dependency  needs  that  cause 
them  to  be  ineffective  socially  and  occupationally. 
They  may  be  impotent  or  psychosexually  immature. 
Since  they  expect  rejection  or  failure  in  adult  heter- 
osexual relations,  they  seek  children  as  sex  part- 
ners. 

An  especially  depraved  form  of  sexual  abuse  is  the 
pornographic  depiction  of  children  in  photographs 
and  motion  pictures  in  acts  of  intercourse,  sodomy, 
and  fellatio.  The  entrepreneurs  of  this  business  are 
not  necessarily  child  molesters  themselves  but  they 
merely  run  a company  that  profits  from  the  requests 
of  a degenerate  segment  of  society  for  vicarious  sex- 
ual stimulation.  These  producers  are  psychopaths 
with  little  social  conscience. 

Management  of  child  abuse 

Any  serious  professional  consideration  of  the 
subject  of  child  abuse  must  include  the  management 
of  the  problem  and  the  treatment  of  the  parents  as 
well  as  the  child.2  As  a rule,  the  professional  does  not 
become  aware  of  an  abuse  situation  until  after  the 
fact  when  the  hurt  child  is  brought  to  medical  at- 
tention. Hopefully,  this  will  be  an  early  occurrence 
or  at  least  a mild  injury  with  no  permanent  physical 
sequelae.  Since  most  cases  are  brought  to  a hospital 
emergency  room,  it  is  most  important  that  the  phy- 
sicians and  nurses  there  are  sensitized  to  have  a high 
index  of  suspicion  for  any  injured  child. 

If  there  is  sufficient  reason  to  suspect  inflicted 
injury,  or  if  the  act  is  admitted  by  the  perpetrator,  a 
telephone  report  to  the  proper  agency  should  be 
made  for  outside  investigation.  This  is  to  be  fol- 
lowed by  a written  form  report  by  the  physician  and 
social  worker.  From  the  outset,  no  matter  how  se- 
rious the  damage  to  the  child  and  regardless  of  the 
emotional  response  of  the  staff,  the  approach  to  the 
offender,  who  is  often  the  child’s  mother,  must  be 
nonvindictive.  The  child  must  be  admitted  to  the 
hospital  as  an  inpatient  for  his  protection,  pending 
investigation,  as  well  as  for  medical  or  surgical 
treatment.  Photographs  of  visible  injuries  and  x-ray 
films  should  be  taken  for  evidence  as  well  as  for  ad- 
juncts to  treatment. 

Concern  over  the  physical  aspects  of  the  case  must 


not  preclude  awareness  of  the  emotional  aspects. 
The  young  child  has  already  been  confused  and  in 
conflict  because  the  mother,  on  whom  he  has  been 
totally  dependent,  has  been  hurting  him.  Now,  he 
is  separated  from  her  familiar  person  in  a totally 
strange  and  frightening  ambience.  If  there  is  ever 
a need  for  the  repeatedly  recommended  tender  loving 
care,  it  is  here. 

Sexual  abuse  of  the  young  child  requires  some 
special  elements  in  handling.  A tactful  attempt 
should  be  made  to  have  the  youngster  herself  or 
himself  recount  the  episode  without  direction  from 
a relative.  There  should  be  general  inspection  of  the 
genitals  and  the  anorectal  area.  However,  the  ado- 
lescent girl  who  has  been  coerced  to  submit  to  sexual 
intercourse  requires  special  attention.  A nonvin- 
dictive, sympathetic  approach  is  necessary.  Gentle, 
objective  physical  examination  and  obtaining  the 
vaginal  specimens  to  inspect  for  the  presence  of 
sperm  and  bacteria  are  essential.  Questioning  and 
discussion  should  be  relegated  to  trained  profes- 
sionals. Some  consideration  must  be  given  to  the 
proper  hospital  area  to  which  to  admit  this  girl.  A 
special  adolescent  unit  is  far  preferable  to  an  area  for 
younger  pediatric  patients  or  an  adult  area. 

It  is  obvious  from  the  multiplicity  of  factors  and 
issues  involved  that  the  optimum  management  of 
cases  of  child  abuse  is  through  a well-coordinated 
multidisciplinary  approach.  Every  hospital  with  a 
pediatric  service  should  organize  a committee  on 
child  abuse.  Ideally,  such  a group  should  consist  of 
a pediatrician,  a child  psychiatrist,  a surgeon,  an 
emergency  room  nurse,  a pediatric  service  nurse,  a 
member  of  the  pediatric  house  staff,  a social  worker, 
and,  if  feasible,  a member  of  the  hospital  adminis- 
tration. This  committee  should  review  cases,  discuss 
their  management,  keep  careful  statistics,  and  edu- 
cate other  members  of  the  medical  and  nursing  staffs 
who  may  be  involved  with  hospitalized  abused  chil- 
dren. The  social  worker  is  a necessary  intermediary 
with  the  family  and  with  outside  official  agencies. 

Cases  where  the  physical  injury  has  resulted  in 
permanent  defects  or  in  death  are  felonies  that  must 
be  adjudicated  in  court.  Lesser  injuries  or  neglect 
may  often  be  issues  for  the  social  services  agencies  to 
handle.  These  cases  need  not  result  in  punishment 
for  the  offenders  nor  in  permanent  removal  of  the 
children  from  their  homes  and  parents.  Proper 
handling  and  supportive  measures  can  reform  many 
abusing  parents  and  rehabilitate  the  family  unit. 

The  young  mother  with  one  child  who  regrets  her 
assaults  but  who  literally  does  not  know  how  to  be  a 
parent  can  be  helped  in  a unique  way.  In  some  re- 
gions where  space  and  funding  permit,  there  have 
been  established  special  rehabilitative  living-in  fa- 
cilities. An  emotionally  immature  mother  and  her 
not  seriously  injured  infant  or  toddler  may  be  ad- 
mitted to  such  an  institution  where  she  can  learn  how 
to  be  a proper  parent  by  being  nurtured  along  with 
her  infant  by  a trained  older  woman.  She  will  be 
taught  love  and  caring,  emotions  that  she  lacked  in 
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her  own  early  childhood. 

In  view  of  their  deficient  egos,  and  their  own  de- 
structive subconscious  mechanisms,  that  are  rooted 
in  their  early  developmental  years,  these  abusing 
parents  might  best  be  treated  by  psychoanalytically 
oriented  psychotherapy.  This  implies  an  individual 
relationship  with  a psychiatrist,  something  that  many 
abusing  parents  cannot  accept.  These  persons  have 
grown  up  fearing,  hating,  and  rebelling  against  their 
own  rejecting  parents.  Now  they  identify  anyone  in 
a position  of  authority,  including  the  therapist,  with 
their  parents,  and,  therefore,  many  cannot  relate  to 
him.  Some  of  the  less  reactive  patients  can  accept 
individual  therapy  at  the  outset.  Those  who  cannot 
may  do  well  in  a form  of  supervised  group  therapy, 
such  as  the  Parents  Anonymous  sessions.  There 
they  can  ventilate  their  feelings,  their  resentments, 
and  their  guilt  in  an  association  of  peers  with  similar 
problems.  Some  of  them  eventually  do  enter  into 
more  productive  individual  therapy. 

Very  young  children  are  not  subjects  for  psycho- 
therapy. Nevertheless,  their  management  in  a 
hospital,  in  foster  homes,  and  even  in  their  own  su- 
pervised homes,  may  well  be  supervised  by  a child 
psychiatrist.  Preschool  and  school-age  children  may 
definitely  require  and  benefit  from  psychotherapy 
for  their  concerns  and  their  behavior  disorders. 

Aside  from  the  case  of  the  single  parent,  child 
abuse  always  involves  the  nonabusing  parent  as  well 
as  the  abuser.  A serious  instigating  influence  on  the 
mother  with  an  abusive  diathesis  is  the  domineering, 
aggressive  husband  or  the  weak,  nonsupport ive  man, 
as  has  been  described  earlier.  To  accomplish  any 
therapeutic  success  with  the  mother,  the  father  must 
be  treated  also,  for  he  very  often  has  similar  person- 
ality defects  for  the  same  reasons  of  poor  rearing. 
Both  parents  must  be  helped  to  understand  them- 
selves and  each  other  and  to  be  supportive  of  each 
other  to  cooperate  in  the  proper  nurture  and  rearing 
of  their  child.  If  either  or  both  parents  suffer  from 
alcohol  or  drug  abuse,  proper  medical  treatment  is, 
of  course,  essential. 

There  are  some  cautions  to  be  observed  by  the 
therapist.2  As  difficult  as  it  may  be  for  a normal 
person  to  remain  unemotional  on  the  subject  of  child 
abuse,  the  psychiatrist  must  avoid  any  adverse  feel- 
ings for  the  parent,  for  this  could  create  within  him 
a negative  countertransference  toward  his  patient. 
Furthermore,  too  early  or  too  strong  emphasis  on  the 
child,  or  on  the  parent-child  relationship,  can  create 
in  the  narcissistic  mother  a sense  of  competition  with 
her  child  for  the  therapist’s  concern.  Either  process 
can  completely  negate  any  attempts  at  therapy. 

Whatever  methods  of  management  and  treatment 
are  applied  to  the  family  in  crisis,  careful  long-range 
follow-up  by  agencies  with  trained  workers  is  essen- 
tial. Even  though  all  conditions  may  seem  to  be 
under  control,  continued  support  and  assurance  must 
be  maintained  lest  a social,  emotional,  or  economic 
setback  trigger  off  a recurrence  of  the  abuse  pattern. 
Arrangements  must  be  made  for  proper  govern- 


mental financial  assistance  if  this  is  necessary.  Job 
training  and  suitable  employment  for  the  husband 
can  ease  one  area  of  tension.  Encouraging  family 
and  neighborly  contacts  can  relieve  the  loneliness 
that  aggravates  emotional  tension. 

Day  care  centers  and  nursery  schools  sponsored 
and  funded  by  government  could  help  greatly  in  re- 
lieving the  tensions  of  a stressed,  emotionally  im- 
mature mother.  The  hours  of  relief  from  constant 
servitude  to  an  infant  or  preschool  child  can  allow  her 
to  do  things  for  herself  and  possibly  even  to  take  on 
at  least  part-time  employment.  Besides  the  relief 
from  the  child,  this  occupation  can  increase  her 
self-esteem  in  letting  her  realize  her  worth  to  others. 
From  the  societal  point  of  view,  this  could  enable  the 
family  to  be  self-sufficient,  with  the  earnings  of  both 
parents,  and  to  he  no  longer  requiring  government 
welfare  payments. 

Early  recognition  of  potentially  abusing  parents 
can  allow  preventive  social,  economic,  and  other 
forms  of  assistance  to  be  instituted  before  the  de- 
velopment of  crises.  Rejecting  or  distressed  behavior 
of  the  new  mother — and  father — in  the  maternity 
division  of  the  hospital  can  set  social  work  and  even 
psychiatric  attention  in  action.  As  it  was  earlier 
noted,  emergency  room  recognition  of  the  true  cause 
of  injuries  to  children  could  be  the  prelude  to  cor- 
recting a high-risk  child  abuse  situation.  School 
officials  taught  to  recognize  abused  or  neglected 
children  could  also  report  and  set  in  motion  pre- 
ventive measures  to  avoid  more  or  worse  maltreat- 
ment. 

It  is  obviously  impossible  to  eradicate  child  abuse 
entirely,  especially  in  a world  of  violence  and  frenetic 
behavior.  With  proper  education  of  those  involved 
with  children,  and  with  continued  governmental  and 
legislative  commitment,  the  scourge  can  be  lessened. 
Where  child  abuse  and  neglect  have  already  occurred, 
the  emphasis  should  be  on  rehabilitation  of  the 
family  unit  through  treatment  and  support.  Pun- 
ishment for  the  offenders  and  removal  of  children 
from  the  home  and  family  should  be  reserved  for  the 
more  serious  felony  cases.  A properly  rehabilitated 
mother  can  offer  the  best  assurance  for  correct  per- 
sonality development  of  her  child. 

Department  of  Pediatrics 
Jamaica  Hospital 
89th  Avenue  & Van  Wyck  Expressway 
Jamaica,  New  York  11418 
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Society’s  struggle  with  man’s  violence  has  existed 
over  the  centuries,  with  roots  which  lie  buried  in  the 
forgotten  primeval  past.1  Today,  however,  we  are 
encountering  this  very  problem  also  in  our  young.  It 
is  no  longer  unusual  to  learn  of  the  brutal  assaults 
and  homicides  committed  by  children  in  their  early 
teens.  Baffled  and  frightened,  society  has  sought  to 
curb  this  by  introducing  harsher  and  more  punitive 
laws,  but  as  was  predicted  it  has  resulted  in  no  — * 
change.  Perhaps  we  would  be  wiser  to  question 
whether  we  understand  the  underlying  psycho- 
pathology for  which  we  continue  to  prescribe. 

The  period  which  we  are  at  present  concerned  with 
extends  from  puberty  to  the  attainment  of  physical 
maturity,  and  is  turbulent  and  bewildering  as  the 
body  is  adjusting  to  the  maturational  changes. 
Emotional  difficulties  at  this  time  together  with  the 
newly  acquired  energy  and  strength  may  easily  be- 
come explosive  and  result  in  an  unexpected  tragedy. 
Here  we  are  no  longer  dealing  with  the  aggressive 
feelings  of  self-assertion  but  instead  can  observe  a 
transition  to  the  pathology  of  violence. 

Definitions  and  origins  of  violence 

In  view  of  the  different  interpretations  of  aggres- 
sion and  violence,2  it  would  perhaps  be  helpful  to 
define  them.  Aggression  involves  an  attacking 
pattern  of  behavior  as  well  as  the  forceful,  assertive, 
and  persistent  endeavors  of  achieving  a goal.  Vio- 
lence, a form  of  aggression,  whether  with  intent  or 
not,  is  a damaging  behavior  directed  at  a person  or 
his  property.  In  the  spectrum  of  aggressive  behavior, 
violence  would  be  at  the  very  extreme  end. 

As  we  begin  to  learn  more  about  the  life  histories 
and  the  personality  dynamics  of  these  troubled  young 
people,  it  becomes  readily  apparent  that  counseling 
and  psychiatric  care  should  have  been  provided  for 
them  at  a much  earlier  period.  Usually  reared  in  a 
disintegrated  family  relationship  where  anger  and 
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violence  was  a frequent  occurrence,  this  inevitably 
became  the  model  for  their  own  future  behavior.  In 
each  instance,  even  if  their  parents  remained  to- 
gether, the  pattern  of  emotional  deprivation  resulted 
in  a weak  and  fragile  ego  which  rendered  them 
helpless  in  dealing  with  their  own  overwhelming 
anger  and  rage.  The  eruption  of  these  feelings  into 
some  form  of  violence  must  be  anticipated  even  if  we 
are  still  lacking  the  more  refined  and  specific  pre- 
dictive indicators. 

Although  the  controversy  as  to  whether  or  not 
aggression  should  be  considered  an  instinct  still 
continues,  there  is  a mounting  recognition  that  the 
external  social  environment  provides  the  causative 
key.3  Neurophysiologic  advances  have  enabled  us 
to  understand  that  violence  is  not  an  innate  geneti- 
cally programmed  instinct  which  accumulates  energy 
and  must  be  discharged  periodically.  There  is  no 
such  mechanism  for  building  the  first  stimulation 
from  within,  but  the  physical  or  psychologic  threat 
from  the  outside  can  set  into  motion  a complex  re- 
action resulting  ultimately  in  violence.  In  view  of 
this,  it  is  even  more  important  to  better  understand 
how  the  troubled  adolescent  perceives  and  interprets 
the  world  about  him. 

Patterns  of  violence 

The  eruption  of  violence,  which  has  become  fa- 
miliar to  us,  at  times  exhibits  a pattern  similar  to  that 
described  by  Menninger  and  Mayman.4  What  is 
frequently  recognized  but  unfortunately  only  in  re- 
trospect is  the  gradual  diminution  of  ego  control. 
When  the  explosive  outburst  occurs  which  is  an  im- 
pulsive criminal  act,  “not  only  the  ego  but  the  su- 
perego and  structures  of  reality  are  transgressed.” 
Both  Ferri5  and  Schneider6  have  considered  this 
sudden  unstructured  release  of  great  quantities  of 
energy  characteristic  of  a psychomotor  equivalent  of 
the  convulsive  seizure.  For  these  patients  anticon- 
vulsant medication  with  psychotherapy  should  be 
undertaken  and  has  proved  to  be  most  helpful. 

Studies  done  by  Bender,7  Szurek,8  and  Friedlan- 
der9  serve  to  confirm  the  important  observations 
which  Aichhorn10  had  already  made  at  the  beginning 
of  our  century.  The  emphasis  then,  as  it  is  today,  is 
on  the  family  and  what  it  will  provide.  The  child  is 
dependent  not  only  on  food  and  shelter  but  will  also 
need  love,  understanding,  and  discipline,  to  grow  and 
develop  emotionally.  A deprivation  of  the  latter  will 
create  a variety  of  serious  problems,  psychologic  as 
well  as  physical.  What  however  may  be  most  deci- 
sive in  determining  their  own  future  violent  behavior 
will  be  the  exposure  to  and  familiarity  with  the  un- 
controllable violence  and  brutality  of  their  own 
parents. 

It  will  also  be  observed  that  as  this  pattern  of  be- 
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havior  continues,  it  ultimately  will  bring  the  juvenile 
to  the  attention  of  the  courts.  Now  he  will  become 
known  and  referred  to  as  a juvenile  delinquent,  one 
whose  behavior  deviates  from  society’s  legal  code.  In 
the  past  the  incarceration  at  a reformatory  seemed 
reasonable,  but  then  we  began  to  perceive  that  what 
we  hoped  for  and  expected  was  not  being  achieved. 
These  young  people  after  being  discharged  were  re- 
turning, but  now  older,  becoming  inmates  of  prisons. 
It  was  clearly  evident  to  both  the  medical  and  legal 
profession  that  these  measures  were  neither  cor- 
recting nor  rehabilitating,  and  that  other  ways,  more 
innovative  and  more  courageous,  would  have  to  be 
found. 

What  Justice  Oliver  Wendell  Holmes11  once  wrote 
has  even  more  meaning  today:  "It  is  revolting  to 
have  no  better  reason  for  a rule  of  law  than  that  it  was 
so  laid  down  in  the  time  of  Henry  IV — when  the 
grounds  upon  which  it  was  laid  down  have  vanished 
long  since  and  the  rule  simply  persists  from  blind 
imitation  of  the  past.”  However,  since  those  days, 
although  we  have  undertaken  different  approaches, 
we  still  have  not  devoted  sufficient  attention  to  the 
preventive  measures.  Only  by  providing  the  early 
care  for  the  troubled  mother  and  father  do  we  have 
any  possibility  of  achieving  our  goals  for  the  chil- 
dren. 

In  the  past,  violence  was  primarily  dealt  with  by 
the  police,  the  courts,  and  members  of  the  legal  pro- 
fession. As  we  continued  to  study  this  problem  and 
were  better  able  to  understand  it,  we  also  began  to 
recognize  its  enormous  complexity.  Today  we  are 
aware  that  a multidisciplinary  approach  is  imperative 
if  we  are  to  properly  evaluate  the  biologic,  psycho- 
logic, and  social  etiologic  components.  Further  re- 
search will  give  us  new  insights  and  hopefully  enable 
us  to  learn  new  patterns  of  behavior  with  healthier 
values,  so  that  violence  will  no  longer  be  needed. 

Research 

Recent  research  clearly  shows  that  violence  wit- 
nessed on  the  screen  will  not  provide  the  claimed 
"phantasy  catharsis.”  12  What  was  observed  instead 
was  an  augmenting  of  aggressive  feelings,  which  the 
subjects  revealed  by  administering  stronger  electric 
shocks  to  their  partners  in  the  experiment.  Wit- 
nessed violence  increases  the  probability  that  the 
observer  will  behave  more  aggressively.  Also,  stimuli 
that  have  frequently  been  associated  with  a certain 
type  of  action  will  be  capable  of  evoking  similar  and 
stronger  responses  on  later  occasions.  Further  ex- 
periments with  the  toy  gun  stimulus  also  support  and 
emphasize  the  findings  of  a heightening  of  aggressive 
behavior.13-14  This  was  carried  out  both  with  chil- 
dren and  college  students,  and  for  both  groups  the 
weapons  served  as  aggression-evoking  stimuli. 
Ultimately  it  will  be  recognized  that  violence  does 
lead  to  still  further  violence. 

Another  area  of  important  research  which  con- 
tinues to  introduce  new  concepts  involves  the  limbic 


system.15  'Phis  is  the  oldest  part  of  the  cerebrum, 
also  known  as  the  “emotional  brain”  or  the  “limbic 
brain"  which  consists  of  the  cingulum,  the  hippo- 
campus, the  thalamic  and  hypothalamic  nuclei,  and 
the  more  complex  masses  of  the  basal  ganglia,  mid- 
brain, and  amygdala.  It  is  here  that  we  have  the 
structure  which  enables  us  to  function  aggressively 
and  violently,  but  this  capacity  for  senseless  violence 
will  only  occur  when  there  is  a pathologic  condition 
present.  In  most  of  these  patients,  although  there 
are  usually  major  psychiatric  and  sociologic  problems 
present,  we  should  not  disregard  the  possibility  of  the 
concomitant  existence  also  of  organic  conditions. 
Because  of  this  I would  like  to  make  a special  plea. 
Despite  all  the  dissensions  surrounding  this  research, 
it  merits  our  sincere  support,  for  it  may  provide  us 
with  another  instrument  and  help  in  our  efforts  to 
solve  these  complex  problems. 

Anger  and  violence  may  easily  also  be  turned  in- 
ward, and  the  potentially  homicidal  adolescent  may 
become  suicidal.16  Sudden  unexpected  decisions 
and  sudden  changes  in  mood  are  characteristic  and 
much  more  frequently  encountered  in  this  early  age 
range.  Theoretic  concepts  have  provided  many  ex- 
planations which  are  meaningful  but  again  also  re- 
flect the  complexity  of  the  problem.  They  may  vary 
from  Freud’s1 1 belief  that  it  represented  “the  murder 
of  an  introjected  love  object  toward  whom  the  victim 
felt  ambivalent”  to  Rado’s18  thinking  “that  suicide 
atones  for  past  wrongs  and  becomes  a way  of  re- 
capturing the  love  of  a lost  or  estranged  object.” 
Probably  most  important  is  the  recognition  that 
these  are  acute  and  critical  situations  wrhich  require 
immediate  intervention.  Later  on  we  can  unravel 
the  complex  pathology. 


Comment 

Our  society  has  finally  begun  to  realize  how  costly 
this  problem  has  been  to  us.  The  greatest  danger  lies 
not  from  the  outside  but  within  ourselves  and  the 
violence  which  it  is  so  necessary  to  control.  By  uti- 
lizing the  knowledge  which  we  in  our  different  dis- 
ciplines already  possess,  we  can  create  a world  for  our 
young  and  ourselves,  which  up  to  now  has  eluded  us, 
and  begin  to  live  together  in  peace.  The  ringing 
words  of  faith  and  hope  for  our  tomorrows  by  Dob- 
zhansky19  should  remain  a shining  beacon  and  serve 
as  a guide  for  us. 

Evolution  need  no  longer  be  a destiny  imposed  from 
without;  it  may  conceivably  be  controlled  by  man  in 
accordance  with  his  wisdom  and  values. 

200  East  74th  Street 
New  York,  N.Y.  10021 
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Clinical  Clues 

— Tetanus  is  a more  likely  sequela  of  an  animal  or  a 
human  bite  than  is  rabies  (Rahal,  J.  J.,  Jr.,  and  Sim- 
berkoff,  M.  S.:  Antibiotics,  Postgrad.  Med.  64:  155 
(July)  1978). 

— When  the  blood  cultures  of  a febrile  patient  yield 
Listeria  monocytogenes,  lumbar  puncture  should  be 
done  to  determine  if  a secondary  meningitis  is  present 
(Ibid.). 

— Variable  serum  levels  of  theophylline  result  from  wide 
intersubject  differences  in  metabolism  rather  than 
variations  in  absorption,  and  effective  therapy  must 
be  based  on  measurement  of  serum  theophylline 
concentration  (Jenne,  J.  W.,  et  al.:  Pharmacokinetics 
of  theophylline:  application  to  adjustment  of  the 
clinical  dose  of  aminophylline,  Clin.  Pharmacol.  Ther. 
13:  349  (1972)). 
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probably  compressive  radiculopathy  due  to  a lumbar 
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— Idiopathic  thrombocytopenic  purpura  in  children  is 

an  essentially  benign  disease  from  which  almost  all 
patients  recover  spontaneously.  Corticosteroid 
therapy  does  not  influence  its  clinical  manifestations, 
course,  duration,  or  prognosis.  The  outcome  is  not 
related  to  initial  severity  or  presentation,  enlargement 
of  liver  or  spleen,  bone  marrow  eosinophilia,  or  in- 
creased numbers  of  megakaryocytes  (Lammi,  A.  T., 
and  Loveric,  V.  A.:  Idiopathic  thrombocytopenic 

purpura:  an  epidemiologic  study,  J.  Pediat.  83:  31 
(1973)). 

It  has  been  shown  that  up  to  half  the  patients  with 
blood  culture-proved  pneumococcal  pneumonia  have 
a negative  sputum  culture,  and  the  Gram  stain  is 
positive  in  only  75  percent  (Barrett-Connor,  E.:  The 
nonvalue  of  sputum  culture  in  the  diagnosis  of  pneu- 
mococcal pneumonia,  Am.  Rev.  Respir.  Dis.  103:  845 
(1971)). 

Staphylococcal  pneumonia  is  very  rare  in  previously 
healthy  persons  without  a prior  influenza  virus  in- 
fection. 

Pneumatoceles  tend  to  be  multiple  in  cases  of  staph- 
ylococcal pneumonia  and  to  develop  in  the  first  week 
of  the  illness  (Dines,  I).  E.:  Diagnostic  significance 
of  pneumatocele  of  the  lung,  J.A.M.A.  204:  1169 
(1968)).  Pneumatocele  develops  by  air  entering 
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during  inspiration  and  becoming  trapped  by  a valve- 
like effect  of  the  bronchial  wall. 

— Cold  agglutinins  are  absent  in  15  to  50  percent  of  the 
cases  of  pneumonia  caused  by  Mycoplasma  pneu- 
moniae. But  the  test  for  cold  agglutinins  generally 
shows  positive  results  in  severely  ill  patients. 

— In  the  Peutz-Jeghers  syndrome  intestinal  polyposis, 
usually  more  frequent  in  the  jejunum,  is  associated 
with  melanotic  macules  on  the  lips,  bucchal  mucosa, 
the  digits,  and  occasionally  in  sites  such  as  the  perianal 
region,  or  even  the  colonic  mucosa  itself.  The  melanin 
pigmentation  on  the  lips  generally  appears  in  child- 
hood but  may  fade  thereafter.  Thus,  pigmentation 
of  the  bucchal  mucosa  characteristically  remains,  and 
its  absence  would  be  strong  evidence  against  the  di- 
agnosis of  this  syndrome  (Bartholomew,  L.  G.,  et  al.: 
Intestinal  polyposis  associated  with  mucocutaneous 
pigmentation,  Surg.  Gynec.  & Obst.  115: 1 (1962)). 

— The  risk  of  cancer  is  low  in  the  Peutz-Jeghers  syn- 
drome, but  a number  of  observers  have  called  atten- 
tion to  a risk  of  2 to  3 percent  of  the  development  of 
gastrointestinal  tract  cancer,  often  in  the  duodenum 
(Dozois,  R.  R.,  et  al.:  The  Peutz-Jeghers  syndrome. 
Is  there  a predisposition  to  the  development  of  in- 
testinal malignancy?,  Arch.  Surg.  98:  509,  516 
(1969)). 

— Gardner’s  syndrome  consists  of  a triad  that  includes 
gastrointestinal  polyposis,  soft-tissue  abnormalities, 
and  bone  abnormalities.  Patients  with  Gardner’s 
syndrome  also  show  a definite  risk  of  carcinoma  of  the 
pancreas  and  the  duodenum  (Schnur,  P.  L.,  et  al.: 
Adenocarcinoma  of  the  duodenum  and  the  Gardner 
syndrome,  J.A.M.A.  223: 1229  (1973)). 

— The  bone  lesions  in  Gardner’s  syndrome  consist  of 
osteomas,  most  often  occurring  in  the  skull,  as  well  as 
cortical  thickening  of  the  long  bones  and  sometimes 
the  ribs.  The  soft-tissue  lesions  include  epidermoid 
cysts,  fibromas,  lipomas,  and  fibromatosis  of  the 
desmoid  type. 

— The  bone  and  soft-tissue  abnormalities  are  clinically 
benign  except  for  the  desmoid  tumors,  which  may 
require  surgical  removal. 

— Familial  adenomatous  polyposis  coli  and  the  Gardner 
syndrome  are  serious  diseases  because  they  inevitably 
progress  to  carcinoma  (Muto,  T.,  Bussey,  H.  J.  R.,  and 
Morrison,  B.  C.:  The  evolution  of  cancer  of  the  colon 
and  rectum,  Cancer  36:  2251  (1970)). 
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Infectious  mononucleosis  is  the  prototypic  mul- 
tisystem infectious  disease.  In  the  older  literature 
it  was  considered  a “protean  disease”  with  many  se- 
vere complicatons.1  With  the  advent  of  more  refined 
serologic  techniques  and  stricter  diagnostic  crite- 
ria,1-4 the  validity  of  many  of  these  complications  as 
associations  of  mononucleosis  was  questioned.  In 
recent  years,  case  reports  have  related  a multitude 
of  widespread  abnormalities  in  mononucleosis  and 
have  reconfirmed  its  standing  as  a disease  with  pro- 
tean complications.  This  article  reports  a series  of 
hospitalized  cases,  and  reviews  the  complications  of 
the  disease. 

Materials  and  methods 

The  records  of  the  61  patients  hospitalized  at  the 
Long  Island  Jewish-Hillside  Medical  Center  during 
the  years  1973  to  1978  with  a discharge  diagnosis  of 
IM  (infectious  mononucleosis)  were  reviewed. 
Heterophil  antibody  was  equal  to  or  greater  than  1:56 
and/or  EB  virus  antibodies  were  equal  to  or 
greater  than  1:20  in  51  cases.  The  remaining  10  cases 
had  typical  clinical  findings  of  malaise,  fever,  and 
adenopathy,  and  a positive  monospot  test  result. 

Results 

Thirty-seven  of  the  61  patients  were  aged  10  to  19 
years,  12  patients  were  aged  2 to  9 years,  and  12  pa- 
tients were  aged  20  to  27  years.  There  were  28  males 
and  33  females.  Fifty-six  patients  were  white;  four 


of  the  five  non-white  patients  were  less  than  seven 
year  of  age.  Seasonal  distribution  showed  13  cases 
admitted  during  the  winter,  21  during  the  spring,  10 
during  the  summer,  and  17  during  the  autumn.  The 
diagnosis  of  IM  was  made  prior  to  hospitalization  in 
24  of  the  61  cases;  the  other  37  patients  were  admit- 
ted primarily  for  diagnostic  purposes.  Generalized 
findings  of  fatigue  or  malaise  were  noted  in  57  cases 
and  fever  was  noted  in  47  cases.  Other  findings  and 
complications  are  described  by  organ  system. 

Organ  system 

Neurologic.  Neurologic  abnormalities  were 
noted  in  1 1 patients,  all  teenagers.  The  clinical  and 
laboratory  findings  in  these  cases  are  summarized  in 
Table  I.  The  two  patients  with  cerebellar  ataxia  had 
mild  mood  swings  with  inappropriate  affect;  three 
patients  with  known  psychiatric  diseases  had  coin- 
cidental development  of  IM  during  hospitalization. 
There  were  no  other  psychiatric  disturbances  noted 
in  the  series. 

Hematologic.  Lymphocytosis  (>50  percent)  and 
atypical  lymphocytes,  the  hemotologic  hallmarks  of 
IM,  were  noted  in  50  and  52  of  60  recorded  cases  re- 
spectively. Lowest  recorded  total  leukocyte  count 
was  4,200  per  cubic  millimeter.  Twenty-one  patients 
had  leukocyte  counts  equal  to  or  greater  than  10,000 
per  cubic  millimeter;  five  patients  had  leukocyte 
counts  equal  to  or  greater  than  20,000  per  cubic 
millimeter;  one  of  these  patients  had  a concurrent 
appendiceal  abscess,  one  was  in  diabetic  ketoacidosis, 
and  two  were  status  postsplenectomy.  Significant 
neutropenia  ( <200)  was  noted  transiently  in  one 
patient  without  concomitant  bacterial  infection. 

Mild  thrombocytopenia  (<200,000  platelets  per 
cubic  millimeter)  was  present  in  15  of  33  cases  (45.5 
percent)  in  whom  at  least  one  platelet  count  was  re- 
corded. Acute  thrombocytopenic  purpura  was 
diagnosed  in  a patient  with  a platelet  count  of  1,000 
per  cubic  millimeter  and  hemorrhagic  phenomena; 
this  patient  responded  well  to  steroid  therapy. 

Anemia  (<9.1  Gm.  per  100  ml.  hemoglobin)  was 
present  during  the  course  of  hospitalization  in  four 
cases.  The  anemia  was  associated  with  acute 
thrombocytopenic  purpura  in  one  case,  and  was  due 
to  megaloblastic  anemia  secondary  to  underlying 
connective  tissue  disease  in  another  case.  Hemolytic 
anemia  was  noted  in  two  patients:  one  had  a positive 
Coombs’  test  result  and  cold  agglutinin  titers,  the 
other  had  known  hereditary  spherocytosis  and  a 
negative  Coombs’  test  result.  There  were  10  other 
patients  with  reticulocytosis  of  2 percent  or  greater 
in  whom  no  other  evidence  of  hemolysis  was  docu- 
mented. 

Splenomegaly  was  noted  in  24  of  58  cases.  There 
were  no  cases  of  splenic  rupture.  Bone  marrow  ex- 
aminations were  done  in  five  patients;  erythroid 
hyperplasia  was  noted  in  two  cases,  and  changes 
consistent  with  underlying  disease  were  noted  in  the 
other  three. 
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Otolaryngologic.  Tonsillar  enlargement  and 
inflammation  were  recorded  in  42  of  59  cases,  and 
exudates  were  noted  in  17  of  those  patients.  Cervical 
adenopathy  was  universally  present.  Culture  for 
beta  hemolytic  streptococci  showed  negative  findings 
in  14  of  16  patients  who  had  not  previously  received 
antibiotics.  There  were  three  cases  of  concurrent 
otitis  media.  Fifteen  cases  were  admitted  for  diffi- 
cult breathing  or  swallowing;  one  patient  required 
intubation  for  seven  days.  There  were  two  cases  of 
peritonsillar  abscess,  one  treated  by  tonsillectomy 
and  the  other  treated  with  intravenous  antibiotics. 

Cardiac.  Normal  electrocardiographic  tracings 
were  recorded  in  12  patients.  Abnormalities  were 
noted  in  three  patients  with  underlying  cardiac  dis- 
ease. 

Pulmonary.  Pneumonitis  was  noted  in  four  cases 
and  pleural  effusion  was  noted  in  one  case.  The 
patient  with  pleural  effusion  also  had  ascites  and  a 
transient  nephritis;  however,  cytology  on  the  pleural 
fluid  showed  a large  number  of  atypical  monocytes 
and  lymphocytes  consistent  with  a diagnosis  of 
IM. 

Gastroenterologic.  Hepatomegaly  was  noted  in 
21  of  60  cases  (35  percent),  elevated  serum  glutamic 
oxaloacetic  transaminase  in  36  of  50  cases  (65.4  per- 
cent), elevated  serum  glutamic  pyruvic  transaminase 
in  30  of  40  cases  (75  percent),  and  elevated  lactic 
dehydrogenase  in  44  of  51  cases  (86.4  percent).  Bil- 
irubin elevation  greater  than  1 mg.  per  deciliter  was 
noted  in  seven  cases;  concurrent  hemolysis  was 
present  in  three  of  these  cases,  and  values  below  2 mg. 
per  deciliter  were  recorded  in  three  others.  Only  five 
patients  had  no  evidence  of  hepatic  dysfunction. 


To  update  the  available  information  on  the  compli- 
cations of  infectious  mononucleosis,  the  charts  of  61 
hospitalized  patients  were  reviewed.  Severe  com- 
plications were  noted  in  neurologic  (11  patients), 
hemotologic  (5),  otolaryngologic  (15),  pulmonary  (5), 
and  renal  (1)  systems.  Other  infrequent  and/or 
minor  complications  were  noted  in  hepatic, 
gastroenterologic,  cardiac,  ophthalmologic,  and 
dermatologic  systems.  There  were  no  fatalities;  all 
patients  were  improved  on  discharge.  The  range  and 
severity  of  complications  in  infectious  mononucleosis 
are  discussed. 


Liver  function  tests  were  not  obtained  in  three 
others. 

Mild  gastrointestinal  upsets,  manifesting  as  an- 
orexia, nausea,  vomiting,  and  diarrhea,  were  noted 
in  many  patients.  Profuse  diarrhea,  ascites,  and 
positive  stool  guaiac  results  were  noted  as  secondary 
to  other  complications  in  three  patients. 

Renal.  One  case  of  IM  nephritis  was  noted  in  a 
patient  who  developed  proteinuria,  hematuria,  and 
a rise  in  blood  urea  nitrogen  (to  57  mg.  per  deciliter) 
and  creatinine  (to  4.2  mg.  per  deciliter)  at  the  end  of 
the  first  week  of  illness;  these  findings  returned  to 
normal  over  a 10-day  period.  Hematuria  was  noted 
only  in  the  patient  with  acute  thrombocytopenic 
purpura.  Transient  proteinuria  was  detected  in  11 
patients  and  was  attributed  to  fever;  24-hour  urine 
protein  excretion  was  well  within  normal  limits  in 
three  of  these  patients.  Two  patients  had  concurrent 
urinary  tract  infection. 


TABLE  I.  Neurologic  abnormalities  noted  in  infectious  mononucleosis  (hospitalized  series,  61  cases) 


Diagnosis 

Neurologic 

Symptomatology 

Neurologic 

Examination 

Cerebrospinal 

Fluid 

Electroenceph- 

alogram 

Encephalopathy 

Seizures 

Normal 

Normal 

Bilateral 

dysfunction 

Cerebellar  ataxia 

Vomiting,  dizziness, 
bizarre  affect 

Ataxia,  Romberg  test 
positive 

Normal 

Cerebellar  ataxia 

Vomiting,  slurred  speech 

Ataxia,  nystagmus, 
past-pointing 

Normal 

Bilateral  slowing 

Guillain-Barre 

syndrome 

Weakness,  muscle 
cramps 

Weakness,  areflexia 

Protein-650  mg./dl. 
WBC-47/mm.3 
monospot-positive 

Meningoencepha- 

lopathy 

Irritability,  headache, 
weakness,  blurred 
vision 

Weakness 

Protein- 134  mg./dl. 
WBC-8/mm.3 

Normal 

Guillain-Barre 

syndrome 

Weakness 

Weakness,  decreased  vital 
capacity,  BP-150/100 

Protein-180  mg./dl. 

Meningoencepha- 

Headache,  twitching, 

Choreic  movements,  grimac- 

Protein-151  mg./dl. 

Normal 

lopathy 

loss  of  consciousness 

ing,  cogwheel  rigidity 

WBC-317/mm.3 

Encephalopathy 

Seizures 

Normal 

Protein-73  mg./dl. 

Normal 

Encephalopathy 

None 

Normal 

Normal 

Abnormal  slowing 
on  left  side 

Acute  autonomic 
dysfunction 

Headache,  vomiting, 
fainting,  profuse 
diarrhea 

Orthostatic  hypotension, 
anisocoria 

Protein- 128  mg./dl. 

Normal 

Meningoencepha- 

Lethargy,  incontinence, 

Disorientation,  positive 

Protein-51  mg./dl. 

lopathy 

incoherence 

snout,  jawjerk,  and 
Babinski  reflexes 

WBC-52/mm.3 
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Comments 

The  data  generated  by  this  series  of  61  patients  are 
consistent  with  those  of  previously  published  se- 
ries.1,3,5-7 jn  the  njne  years  since  the  last  series  to 
comprehensively  review  the  complications  of  IM,3 
there  have  been  multiple  case  reports  and  individual 
organ  system  reviews  that  have  widened  the  scope  of 
knowledge  in  regard  to  these  complications.  This 
series  reflects  the  range  of  complications  associated 
with  IM  as  follows,  and  updates  the  literature: 


Neurologic 

Meningitis  (asceptic) 
Encephalitis 

Guillain-Barre  syndrome 
Transverse  myelitis 
Peripheral  neuropathy 
Cranial  neuropathies 
Acute  cerebellar  ataxia 
Acute  autonomic 
dysfunction 
Chorea 

Reye’s  syndrome 
Subacute  sclerosing 
panencephalitis 
Psychiatric 

Acute  psychosis 
Anxiety  and  depression 
“Alice  in  Wonderland” 
syndrome 
Hematologic 

Hemolytic  anemia 
Acute  thrombocytopenic 
purpura 

Severe  leukopenia 
Bone  marrow  granuloma 
with  pancytopenia 
Aplastic  anemia 
Splenic  rupture 
Otolaryngologic 
Airway  obstruction 
Peritonsillar  abscess 
Dental 

Gingivostomatitis 
Palatal  petechiae 
Ophthalmologic 
Periorbital  edema 


Conjunctivitis 

Episcleritis 

Keratitis 

Uveitis 

Choroiditis 

Papillitis 

Retinal  edema 

Visual  field  defects 

Nystagmus 

Cardiac 

EKG  abnormalities 
Myocarditis 
Pericarditis 
Pulmonary 

Pulmonary  infiltrate 
Pleural  effusion 
Mediastinal  mass 
Gastrointestinal 
Mild  upsets 
Pancreatitis 
Malabsorption 
Mesenteric  adenitis 
Hepatic 
Jaundice 
Cirrhosis 
Renal 
Hematuria 
Transient  nephritis 
Renal  failure 
Dermatologic 

Macular  erythema 
Scarlatiniform  eruption 
Urticaria 

Palmar  dermatitis 
Ampicillin  sensitivity 


Clinical  neurologic  abnormalities  have  been  re- 
ported in  0.37  to  7.3  percent  of  patients  with  IM8;  in 
hospitalized  patients  it  varies  between  5.5  to  7.3 
percent.8,9  The  incidence  of  18  percent  (11  of  61 
cases)  in  our  series  may  reflect  recent  heightened 
awareness  of  the  neurologic  complications  of  IM. 
Cerebrospinal  fluid  abnormalities  of  elevated  protein 
and/or  pleocytosis  and  electroencephalographic 
abnormalities  of  diffuse  slowing,  consistent  with 
findings  here,  have  been  reported  elsewhere.2,5,6,10 
Positive  monospot  and  heterophilic  test  results  in 
cerebrospinal  fluid  have  also  been  reported  and  used 
to  advance  the  theory  of  an  immunologic  basis  for  the 
neurologic  complications.10  Some  authors  have 
commented  on  the  oddity  that  the  great  majority  of 
their  patients  with  neurologic  complications  of  IM 


were  males.2,11  In  our  series,  neurologic  complica- 
tions occurred  in  five  males  and  seven  females.  One 
patient  presented  neurologic  findings  as  the  sole 
manifestation  of  IM,  corroborating  earlier  re- 
ports.8,10 

Well-documented  neurologic  complications  in- 
clude encephalitis,  meningoencephalitis,  aseptic 
meningitis,  Guillain-Barre  syndrome,  transverse 
myelitis,  and  multiple  peripheral  and  cranial  neu- 
ropathies.8,12-14 Acute  cerebellar  ataxia  was  re- 
ported nine  times  prior  to  1 976, 1 1 but  the  two  cases 
in  this  series,  along  with  other  recent  reports,1 1,15,16 
make  it  now  a well-documented  complication.  Two 
previous  cases  of  cerebellar  ataxia  complicating  IM 
were  identified  in  the  same  week11;  the  two  cases  in 
this  series  were  identified  within  the  same  month. 
Acute  autonomic  dysfunction,  evidenced  by  ortho- 
static hypotension,  has  been  reported  only  once 
previously  in  association  with  IM.17  As  in  the  case 
reported  here,  pupillary  and  gastrointestinal  ab- 
normalities were  also  noted.  Choreic  movements, 
noted  in  one  of  our  pat  ients,  had  been  reported  three 
times  previously.10  ' 

The  mortality  rate  of  the  neurologic  complications 
of  IM  was  estimated  at  8 percent  and  the  rate  of  re- 
sidual deficits  at  12  percent,  in  the  1960s.18  Re- 
cently, two  fatal  cases  of  Reye’s  syndrome,19,20  and 
three  cases  of  subacute  sclerosing  panencephalitis,21 
have  been  reported  in  association  with  IM.  In  our 
series  there  were  no  deaths,  and  all  cases  were  im- 
proved at  the  time  of  discharge.  Improved  sup- 
portive care  of  patients  with  Guillain-Barre  syn- 
drome and  encephalitis  may  account  for  better  out- 
come. 

Acute  psychosis  is  a long-accepted  complication 
of  IM.14  More  recently,  anxiety  and  depression 
following  IM  has  also  been  reported,22  as  has  the 
psychiatric  entity  referred  to  as  “Alice  In  Wonder- 
land” syndrome.23  Disorientation  in  cases  of  cere- 
bellar ataxia  is  known.15,24 

Leukopenia,  at  one  time  considered  a common 
finding  in  IM,  is  now  considered  relatively  rare12; 
occasionally,  extreme  leukopenia  is  a transient,  but 
usually  insignificant,  complication.24  Leukocytosis, 
on  the  other  hand,  is  said  to  occur  during  the  second 
to  third  week  in  most  patients,  but  we  had  insuffi- 
cient counts  to  evaluate  this  fact.12  Aplastic  anemia 
has  been  reported  rarely,25  but  other  etiologies  such 
as  medication  remain  a complicating  factor  in  those 
cases.  Bone  marrow  findings  of  IM  have  included 
a pancytopenia  secondary  to  granuloma  formation  26 
but  most  cases  have  shown  erythroid  hyper- 
plasia.27 

Mild,  nonmanifest  thrombocytopenia  was  re- 
ported in  24  of  57  cases  (51.1  percent)  in  a previous 
study.28  We  documented  an  incidence  of  45.5  per- 
cent. Severe  thrombocytopenia  with  hemorrhagic 
manifestations  is  rare,  but  recent  case  reports,29-34 
in  addition  to  our  case,  make  it  seem  more  common 
than  previously  believed.  The  course  of  the 
thrombocytopenia  in  these  severe  cases  is  seldom 
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difficult,  with  most  responding  quickly  to  steroids, 
and  only  the  rarest  of  cases  require  splenectomy  or 
are  fatal.29’33-34  Vascular  damage  or  hypersplenism 
were  two  theories  offered  in  the  past  to  explain  the 
thrombocytopenia,  but  in  recent  years  the  discovery 
of  platelet  autoantibodies  in  some  patients  has  sug- 
gested that  an  immunologic  mechanism  is  the  prob- 
able cause.30,34 

Mild  hemolytic  anemia  is  not  an  uncommon 
finding  in  IM.  Estimates  range  from  0.4  to  3.0  per- 
cent of  patients.12’35  One  group  indicated  that  80 
percent  of  their  patients  showed  a mild  reticulocy- 
tosis  of  2 percent  or  greater  on  serial  smears,12  and 
it  is  felt  by  many  that  most  patients  with  IM  do  un- 
dergo a mild  degree  of  hemolysis.  Severe  hemolysis 
is  rare;  its  occurrence  constitutes  a medical  emer- 
gency. Jaundice  with  a bilirubin  up  to  38.5  mg.  per 
deciliter  has  been  reported  secondary  to  a combina- 
tion of  hemolysis  and  hepatitis.35  Cold  agglutinins 
and  other  autoantibodies  have  been  implicated  as  a 
cause  of  the  hemolysis  in  a high  percentage  of  recent 
cases.36  Patients  with  hereditary  spherocytosis  or 
other  red  cell  membrane  defects  have  been  found  to 
have  increased  hemolysis  during  IM  without  the 
presence  of  antibodies.37,38 

Splenomegaly  is  estimated  to  occur  in  50  to  75 
percent  of  cases.12’18  That  we  found  a smaller  per- 
centage (41  percent)  is  undoubtedly  due  to  the  short 
course  of  hospitalization  of  many  of  our  patients. 
While  ruptured  spleen  is  a well-publicized  and 
much-feared  complication  of  IM,  its  actual  incidence 
is  low.  There  are  only  64  documented  cases  in  the 
English  literature.39,40  Certainly,  the  publicity  given 
this  complication  is  helping  to  diminish  the  19  per- 
cent mortality  rate  it  previously  carried.40 

Pharyngitis  is  noted  in  85  percent  of  patients.12,18 
Adenopathy  is  noted  in  100  percent  of  cases.  Both 
are  hallmarks  of  the  disease  and  not  complications. 
Airway  obstruction  is  a feared  complication.  As  with 
splenic  rupture,  however,  literature  review  shows  it 
to  be  uncommon.41  Beta  hemolytic  streptococci 
have  been  reported  in  throat  cultures  of  one  third  of 
patients12;  our  findings  indicate  a much  lower  inci- 
dence. Otitis  media,  of  which  we  had  three  cases,  has 
been  found  infrequently  with  IM  in  other  series.12 
Oral  lesions  noted  frequently  with  IM  are  palatal 
petechiae  and  gingivostomatitis.42 

The  ophthalmologic  complications  have  been  re- 
viewed in  a recent  article43;  these  include  the  com- 
mon findings  of  periorbital  edema  and  conjunctivitis, 
the  rare  findings  of  episcleritis,  keratitis,  uveitis,  and 
choroiditis,  and  the  central  nervous  system  findings 
of  papillitis,  retinal  edema,  visual  field  defects, 
mystagmus,  and  cranial  nerve  palsies.  Only  three 
cases  of  periorbital  edema  and  one  case  of  conjuc- 
tivitis  were  noted  in  our  series. 

Cardiac  involvement  in  IM,  manifested  by  tran- 
sient abnormalities  seen  in  the  electrocardiogram, 
consisting  mainly  of  T-wave  changes,  was  noted  in 
6 percent  of  338  patients  in  one  series.12  Others  have 


reported  lower  values,6  and  some  have  questioned 
whether  these  changes  are  due  to  fever  or  drugs  and 
are  not  actually  coincidental  to  the  IM.14  Rare  cases 
of  symptomatic,  or  even  fatal,  myocarditis  and  per- 
icarditis have  been  reported,  but  most  are  completely 
asymptomatic  from  the  cardiac  standpoint.44,45 

Pulmonary  infiltrates,  seen  in  four  of  our  patients, 
are  a well-accepted  complication  of  IM.  The  fre- 
quency or  significance  of  their  occurrence  is  not  es- 
tablished. Incidence  ranges  from  3 to  5 percent  in 
one  report,  to  much  lower  figures  in  another.18,46 
The  infiltrates  may  represent  foci  of  mononuclear 
cells  and  atypical  lymphocytes,  or  may  merely  be  due 
to  a coincidental  viral  infection.12  A report  of  two 
cases  of  simultaneous  Mycoplasma  pneumoniae 
(proved  by  complement  fixation  titers)  and  IM  again 
raises  the  possibility  that  IM  may  predispose  to  other 
infections.47  Pleural  effusion,  noted  in  one  of  our 
cases,  is  a rare  complication  of  IM,  having  been  re- 
ported less  than  a dozen  times  in  the  past  two  de- 
cades.48 When  studied,  the  pleural  fluid  reveals 
lymphocytes  and  mononuclear  cells;  as  in  our  case, 
there  is  usually  a complete  reversal  of  the  process. 
Mediastinal  mass,  likely  representing  lymph  node 
involvement,  has  also  been  reported  in  association 
with  IM.49 

Hepatomegaly  is  reported  to  occur  in  15  to  25 
percent  of  cases,  with  mild  jaundice  noted  in  5 to  10 
percent  and  abnormal  liver  function  test  results  in 
85  to  100  percent.18  Severe  liver  involvement, 
leading  to  cirrhosis  and  liver  failure,  is  a rare  occur- 
rence.50 Mild  gastrointestinal  disturbances  are 
found  frequently  in  IM.  Significant  abnormalities, 
including  pancreatitis  and  malabsorption,  have  been 
reported  rarely.51-54 

Mesenteric  adenitis  simulating  acute  appendicitis 
was  reported  by  many  early  authors,  and  a recent 
case  of  documented  appendicitis  has  been  attributed 
to  the  complication  of  neutropenia  associated  with 
IM.25 

Early  authors  had  reported  hematuria  in  6 to  13 
percent  of  cases,7,55  but  more  recent  reviews  have 
found  hematuria  in  only  0 to  1 percent.1,56  Misdi- 
agnosis of  both  the  IM  and  the  hematuria  are  now 
being  attributed  to  the  earlier  reports.57  A transient 
nephritis,  similar  to  that  which  we  report  here,  has 
been  cited  in  several  reports.57-61  Findings  on  renal 
biopsies  have  shown  tubular  changes  in  most  cases, 
with  glomerular  involvement  present  less  commonly. 
Renal  failure  attributed  to  IM  nephritis  has  been 
reported  in  one  recent  case.62 

Finally,  it  is  generally  accepted  that  about  3 per- 
cent of  patients  with  IM  have  a skin  rash,  usually  a 
macular  erythema  or  scarlitiniform  eruption,  and  one 
such  case  was  noted  in  our  series.63  Urticaria  and 
palmar  dermatitis  have  also  been  reported.64,65 
Specific  sensitivity  to  ampicillin  in  patients  with  IM 
is  well  publicized,  with  18  of  19  patients  developing 
this  rash  in  one  series66;  only  one  of  our  seven  cases 
on  ampicillin  developed  this  complication. 
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Conclusion 

There  are  obvious  differences  in  the  results  that 
can  he  expected  from  inpatient  and  outpatient 
studies  of  IM,  with  the  former  providing  a better 
index  of  the  frequency  and  temporal  relationships  of 
the  common  clinical  findings,  and  the  latter  provid- 
ing a better  index  of  the  scope  of  possible  complica- 
tions. Thus,  it  is  not  the  purpose  of  this  review  to 
contradict  the  view  that  IM  is  “a  benign  self-limited 
disease  (in  which)  complications  occur  in  less  than 
1 percent  of  patients.” 

Certainly  our  lack  of  deaths  corroborates  other 
studies  on  mortality  rates  in  promoting  this  view- 
point.4 Rather,  it  is  the  purpose  of  this  review  to 
convey  the  extent  of  the  diversity  of  complications 
possible  in  IM.  It  is  expected  that  with  heightened 
awareness  and  more  sophisticated  diagnostic  tech- 
niques, the  complications  discussed  here  will  be 
further  corroborated. 
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should  suggest  the  diagnosis  of  bladder  tumor  or 
stone. 

— Xanthine  and  uric  acid  stones  are  most  commonly 
radiolucent. 

— Azotemic,  diabetic  patients  may  be  prone  to  acute 
renal  failure  after  intravenous  pyelography.  Pro- 
posed etiologic  factors  are  dehydration,  altered  renal 
hemodynamics,  dye  protein  interactions  in  the  renal 
tubules,  dye-induced  cellular  poisoning  of  the  kidney, 
allergic  reactions,  and  hyperuricosuria  (J.A.M.A.  229: 
72  (1974)). 

About  two  thirds  of  all  carcinomas  of  the  liver  have  a 
clinical  onset  characterized  by  indefinite  abdominal 
symptoms  that  are  usually  attributed  to  gastric  dis- 
turbances. 

Colonization  of  intravenous  devices  is  related  to  the 
length  of  time  a device  is  in  place.  Plastic  catheters 
are  reported  to  colonize  more  often,  and  48  hours  is 
frequently  cited  as  the  critical  time.  Two  pathogens 
which  are  commonly  cultured  are  Candida  albicans 
and  Streptococcus  faecalis. 

Nutritionally  deficient  diets,  excessive  phosphates, 
and  insufficient  dairy  products,  plus  a lack  of  exercise, 
increase  the  incidence  of  osteoporosis. 

Amyloid  infiltration  of  synovial  tissues  may  produce 
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articular  manifestations  consisting  of  symmetrical 
polyarthritis  which  simulate  rheumatoid  arthritis 
(Am.  J.  Med.  55:  142  (1973)). 

— Prosthetic  heart  valves,  chiefly  aortic  valve  replace- 
ments, are  producing  a mild  hemolytic  state  and  also 
seem  to  increase  the  incidence  of  gallstone  formation 
(Ann.  Surg.  177:  694(1973)). 

— The  current  practice  of  using  10  percent  phenyleph- 
rine eye  drops  to  dilate  the  pupils  of  newborns  can 
cause  systemic  hypertension.  Excellent  mydriasis, 
without  any  increase  in  blood  pressure,  is  obtained 
with  2.5  percent  phenylephrine  (Pediatrics  51:  1032 
(1973)). 

— Eating  large  quantities  of  licorice  can  cause  arterial 
hypertension  with  normal  total  peripheral  resistance, 
normal  pulse  rate  and  blood  volume,  but  increased 
cardiac  output.  The  hypertension  is  related  to  an 
active  licorice  ingredient,  glycyrrhetinic  acid,  and 
induces  excessive  salt  and  water  retention  and  edema 
(New  England  J.  Med.  278:  1381  (1968)). 

— In  most  women  given  oral  contraceptive  steroids  the 
serum  lipids  show  a slight  increase.  A recent  report 
describes  two  patients  on  oral  contraceptives  who 
developed  gross  hyperlipemia  and  recurrent  attacks 
of  abdominal  pain  subsequently  diagnosed  as  acute 
pancreatitis  (Ibid.  289:  552  (1973)). 

— Asterixis  or  a “flapping  tremor”  which  is  observed  in 
patients  with  hepatic  coma  has  also  been  described 
as  a symptom  of  diphenylhydantoin  intoxication 
(J.A.M.A.  229:  538  (1974)).  Actually,  the  tremor  is 
not  observed  in  a patient  with  impending  coma  and 
usually  disappears  when  deep  coma  ensues  because 
the  patient  is  unable  to  sustain  a posture  to  bring  out 
the  tremor. 

— Clindamycin  hydrochloride  should  probably  be  re- 
served for  severe  anaerobic  infections  because  of  the 
complication  of  pseudomembranous  colitis  that  is 
being  reported  with  the  use  of  this  antibiotic. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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for  “cardiac  separation”... 


Although  over  80%  of  post- 
coronary patients  can  resume 
normal  marital  sexual  activity, 
fear  of  anginal  pain  often  results 
in  “cardiac  separation”  between 
patients  and  their  families. 

You  can  help  minimize  “cardiac 
separation”  with  a program  of 


counseling  and  often,  with  a 
prescription  for  Cardilate‘  (eryth- 
rityl  tetranitrate). 


work  within  5 minutes,  eliminating 
or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  2 hours. 


Cardilate’  increases  exercise 
tolerance,  helps  patients  return  to 
more  normal  levels  of  activity- 
including  sexual  activity. 
Sublingually,  Cardilate  begins  to 


counsel  & 

Cardilate 


(erythrityl  tetranitrate) 


CAROILATE-  (ERYTHRITYL  TETRANITRATE) 

INDICATIONS  Cardilate  (Erythrityl  Tetranitrate1  is  intended  ter  the  prophylaxis  and  long  term  treatment  of  patients 
with  Irequent  or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pectoris,  rather  than 
i for  treatment  of  the  acute  attack  ot  angina  pectoris  since  its  onset  is  somewhat  slower  than  that  ol 

I nitroglycerin 

CONTRAINDICATIONS:  Idiosyncrasy  to  this  drug 

WARNING:  Data  supporting  the  use  of  nitrates  during  the  early  days  ot  the  acute  phase  of  myocardial  infarction  ithe 
period  during  which  clinical  and  laboratory  findings  are  unstable i are  insufficient  to  establish  safety 
PRECAUTIONS  intraocular  pressure  is  increased  therefore  caution  is  required  in  administering  to  patients  with 
glaucoma  Tolerance  to  this  drug,  and  cross-tolerance  to  other  nitrites  and  nitrates  may  occur 
ADVERSE  REACTIONS  Cutaneous  vasodilation  with  flushing  Headache  is  common  and  may  be  severe  and  per 
sistent  Transient  episodes  ol  dizziness  and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop  T his  drug  can  act  as  a physiological  antagonist  to  norepinephrine 
acetylcholine  histamine  and  many  other  agents  An  occasional  individual  exhibits  marked  sensitivity  to  the 
I hypotensive  effects  of  nitrates  and  severe  responses  I nausea  vomiting  weakness  restlessness  pallor  perspua 


tion  and  collapse!  can  occur  even  with  the  usual  therapeutic  dose  Alcohol  may  enhance  this  effect 
Drug  rash  and/or  exfoliative  dermatitis  may  occasionally  occur 

DOSAGE  AND  ADMINISTRATION 

Oral/Sublingual  Tablets  Cardilate  (Erythrityl  Tetranitrate)  may  be  administered  either  sublingually  or 
orally  Therapy  may  be  initiated  with  10  mg  prior  to  each  anticipated  physical  or  emotional  stress  and  at 
bedtime  tor  patients  subiect  to  nocturnal  attacks  The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED 

CARDILATE  (Erythrityl  Tetranitrate:  TABLETS  (Scored) 

tor  ORAL  or  SUBLINGUAL  USE  5 mg  Bottle  of  100 
10  mg  Bottles  of  100  and  1000.  15  mg  Bottle  of  100 
Reference  1 Hellerstem  HK  Friedman  EH  Sexual  activity 
and  the  postcoronary  patient  Arch  Intern  Med  125  987  1970 
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The  Waterston  shunt  was  introduced  in  1962  as  an 
anastomosis  constructed  between  the  ascending 
aorta  and  the  right  pulmonary  artery  to  increase 
pulmonary  blood  flow.  This  shunt  was  recom- 
mended as  the  procedure  of  choice  for  infants  and 
children  who  were  candidates  for  palliation  because 
of  ( 1)  its  ease  of  construction,  (2)  effective  palliation, 
and  (3)  the  ease  of  closure  of  the  shunt  at  the  time  of 
total  correction  of  the  basic  anomaly.  A review  of  an 
experience  at  the  Columbia-Presbyterian  Medical 
Center  revealed  an  operative  mortality  rate  of  ap- 
proximately 30  percent  and  a late  mortality  rate  of 
25  percent.  The  overall  mortality  on  review  of  the 
literature  is  40  percent.  Thus,  the  early  and  late 
mortality  means  a salvage  rate  of  50  percent  for  the 
Waterston  shunt.  An  overall  salvage  rate  of  60 
percent  was  obtained  in  those  infants  with  correct- 
able lesions.  Morbidity  was  significant.  One  third 
of  the  patients  developed  congestive  heart  failure  in 
the  postoperative  period,  and  10  percent  required 
revision  of  existing  shunt  or  a second  shunt  because 
of  shunt  closure.  A review  of  the  experience  with 
total  correction  of  tetralogy  of  Fallot  following  the 
* By  invitation. 


Thoracic  Surgery  was  held  on  May  17,  1979,  at  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City. 

The  following  article  is  abstracted. 


Waterston  shunt  at  our  hospital  revealed  2 deaths  in 
28  patients.  These  two  deaths  were  related  to  the 
Waterston  shunt,  one  secondary  to  severe  pulmonary 
hypertension  and  the  second  to  thrombosis  of  the 
right  pulmonary  artery  at  the  site  of  the  previous 
shunt.  The  right  pulmonary  artery  tends  to  kink  at 
the  site  of  the  Waterston  with  direction  of  flow  pri- 
marily to  the  right  lung;  40  percent  of  our  patients 
required  a plastic  reconstruction  with  graft  material 
to  restore  the  normal  diameter  to  the  right  pulmo- 
nary artery. 

A review  of  the  experience  reveals,  therefore,  that 
the  Waterston  shunt,  while  simple  to  perform,  is 
unreliable  in  providing  a predictable  pulmonary 
blood  flow.  The  mortality  and  morbidity  rates  are 
far  in  excess  of  the  Blalock-Taussig  shunt,  and  it  has 
complicated  the  reconstruction  of  the  basic  anomaly 
in  at  least  40  percent  of  those  patients  at  the  time  of 
correction.  The  Waterston  shunt  can  no  longer  be 
considered  the  palliative  procedure  of  choice  for  in- 
fants and  children  with  pulmonary  undercircula- 
tion. 

Discussion 

Robert  W.  M.  Frater,  M.D.,  The  Bronx,  New 
York.  Thank  you  very  much,  Dr.  McNicholas. 
That  was  a very  clear  presentation  with  very  clear 
conclusions.  Are  there  any  members  of  the  audience 
who  would  like  to  raise  some  questions? 

William  Gay,  M.D.,  New  York  City.  I would  like 
to  endorse  Dr.  McNicholas’  complaints  about  the 
Waterston  shunt  and  agree  with  her  conclusions  as 
well.  Several  years  ago,  we  looked  at  the  open  repairs 
of  tetralogies  following  Waterston  shunts  in  our  ex- 
perience at  The  New  York  Hospital  and,  in  doing  so, 
reviewed  some  of  the  angiocardiograms  which  had 
been  performed  on  these  children  after  their  shunts 
but  before  their  complete  repair.  In  a demonstration 
of  virtually  complete  obstruction  of  the  right  pul- 
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monary  artery  following  a Waterston  shunt,  you  note 
that  all  the  blood  is  going  to  the  left  side.  A late  film 
of  the  right  ventriculogram  shows  filling  of  the  left 
pulmonary  artery  from  the  right  ventricle  and  filling 
of  the  right  pulmonary  artery  selectively  through 
what  is  now  a stenotic  Waterston  shunt;  there  is  a 
marked  disparity  in  size  between  the  two  pulmonary 
arteries.  Our  experience  was  really  not  quite  as  good 
as  that  in  the  Columbia-Presbyterian  group;  in  18 
patients  who  underwent  repair  of  tetralogy  of  Fallot 
plus  takedown  of  Waterston  shunts,  we  had  to  repair 
the  right  pulmonary  artery  or  reconstruct  the  pul- 
monary artery  in  16,  most  often  using  the  technique 
Dr.  McNieholas  described.  In  this  group,  there  were 
two  deaths,  giving  approximately  the  same  mortality 
rate  as  in  the  Columbia-Presbyterian  series.  These 
deaths  were  due  to  repair  of  the  right  pulmonary 
artery  rather  than  to  the  tetralogy  defect  itself.  We 
also  found  that  in  these  patients  that  had  Waterston 
shunts,  the  defects  in  the  right  pulmonary  artery 
seemed  to  be  directly  related  to  the  age  at  which  the 
shunt  was  constructed;  that  is,  in  the  14  patients  who 
had  their  Waterston  shunt  constructed  under  one 
year  of  age,  all  had  stenosis  of  the  pulmonary  artery 
requiring  reconstruction,  whereas,  if  the  Waterston 
was  constructed  later  than  one  year  of  age,  it  was  less 
likely  that  this  would  require  reconstruction.  I will 
conclude  by  saying  that  I agree  enthusiastically  with 
Dr.  McNieholas’  conclusions,  in  that  as  a palliative 
procedure  for  a patient  who  is  scheduled  at  a later 
date  to  undergo  an  elective  repair  of  a tetralogy  or 
other  type  defect,  I think  that  one  should  look  at 
other  types  of  shunts  preferentially  and  put  the 
Waterston  shunt  a little  bit  further  down  the  list. 
Thank  you. 

Dr.  F rater:  This  raises  a question,  of  course,  and 
that  is  that  most  of  us  who  listened  to  that  erudite 
talk  by  John  Kirklin,  M.D.,  at  our  annual  meeting 
last  November  will  recognize  that  he  certainly  be- 
lieves there  are  cases  for  which  a palliative  procedure 
should  be  chosen  rather  than  a complete  repair  in  the 
first  year  of  life,  and  it  has  certainly  been  our  expe- 
rience, too,  but  I would  like  to  ask  Dr.  McNieholas 
and  Dr.  Gay  or  anybody  else  in  the  audience  what 
kind  of  shunts  you  are  doing,  if  any,  as  palliative 
procedures,  or  whether  any  of  you  have  switched  to 
doing  infundibular  resection  as  the  initial  palliative 
procedure,  following  the  suggestion  that  Brock  made 
20  to  25  years  ago? 

Dr.  McNieholas:  In  answer  to  the  first  question, 
I think  that  shunting  still  does  play  a role  especially 
in  particularly  diminutive  pulmonary  arteries  or  in 
other  complicated  anomalies  such  as  unusual  VSDs 
(ventricular  septal  defects).  The  shunt  that  we  en- 
dorse is  the  Blalock  shunt.  We  have  a limited  ex- 
perience with  this,  but  we  have  been  satisfied  with 
our  early  results.  We  feel  that  this  or  a similar  type 
of  shunt  from  the  aorta  to  pulmonary  artery  using  a 
Gortex  graft  would  probably  be  the  shunt  of  choice 
in  infants.  We  have  also  more  enthusiastically  fa- 
vored early  correction.  The  results  with  this  seem 
to  be  better  than  those  obtained  with  the  pulmonary 


Waterston  shunt.  Long-term  follow-up,  however, 
is  awaited. 

Between  1970  and  1978,  525  patients  with  tetral- 
ogy of  Fallot  were  operated  on  at  Columbia-Pres- 
byterian Medical  Center  with  a 6.2  percent  mortality 
rate.  The  mortality  rate  for  all  primary  operations 
was  7.9  percent;  for  the  patients  with  a previous 
Waterston  anastomosis  it  was  4.7  percent;  23  infants 
had  undergone  primary  repair  of  tetralogy  of  Fallot 
with  a 17  percent  mortality  rate;  and  37  infants  had 
previously  undergone  Waterston  shunts  which  failed 
to  provide  adequate  palliation.  One  of  these  patients 
died  following  repair.  In  contrast,  the  cumulative 
mortality  rate  for  infants  with  Waterston  anasto- 
moses is  50  percent. 

These  results  support  our  current  enthusiasm  for 
primary  repair  in  preference  to  initial  Waterston 
shunt. 

Dr.  Gay:  We  have  turned  hack  toward  the  Bla- 
lock-Taussig  anastomosis  as  the  procedure  of  choice, 
and  I think  there  are  fairly  good  experiences  around 
the  country,  and  there  are  a lot  of  groups  around  the 
country  reporting  very  good  results  even  in  young 
infants.  Paul  A.  Ebert,  M.D.,  and  his  colleagues  in 
San  Francisco  are  reporting  favorable  results  with 
early  resection  of  the  outflow  tract  of  the  right  ven- 
tricle as  a palliative  procedure.  I think  that  like  the 
Brock  procedure,  however,  it  has  to  be  done  just  right 
with  just  enough,  but  not  too  much,  resection  to 
prevent  the  complications  of  pulmonary  edema. 
They  also  emphasize  that  in  doing  this  repair  they  are 
scheduling  these  children  for  early  elective  repair  of 
their  tetralogy  defects,  and  this  is  not  a procedure 
destined  for  five  or  six  years  down  the  road.  It’s  five 
or  six  months  later  rather  than  five  or  six  years 
later. 

Lari  Attai,  M.D.,  The  Bronx,  New  York.  I would 
like  to  emphasize  a point,  and  that  is  an  alarming 
increase  in  the  size  of  the  shunt  when  compared  with 
the  original  measurement  at  the  time  of  the  first 
operation.  For  example,  a shunt  was  constructed  at 
three  months  of  age  in  an  infant  with  tetralogy  of 
Fallot.  The  actual  measurement  of  the  aortic  end 
of  the  shunt  was  4 mm.  At  the  time  of  total  correc- 
tion, it  measured  1 cm.  in  diameter.  I have  had  ex- 
perience with  a total  of  five  children  in  whom  the  size 
of  the  shunt  increased  as  much  as  50  to  100  percent 
in  a two-  to  three-year  interval  between  the  first  and 
second  operation.  I wonder  if  the  Columbia  group 
or  Dr.  Gay  have  had  similar  experience.  Aldo  R. 
Castaneda,  M.D.,  in  Boston  reported  the  same 
findings  as  ours. 

Dr.  McNieholas:  We  have  not  seen  it. 

Dr.  Gay:  We  have  not  seen  it  in  the  Waterston. 
We  have  seen  it  in  the  Potts.  Most  of  our  Waterston 
shunts  tend  to  get  smaller  rather  than  larger. 

Paul  Harris,  M.D.,  New  York  City.  As  we  review 
the  history  of  the  shunts  in  the  treatment  of  tetralogy 
of  Fallot,  it  is  apparent  that  we  come  back  full  circle, 
as  we  do  so  frequently  in  the  open-heart  field.  This 
brings  back  to  mind  the  results  when  first  reported 
by  Robert  Gross,  M.D.,  in  1965  on  the  necessity  and 
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rationale  for  shunting  before  a total  correction,  as  so 
beautifully  presented  to  us  at  our  annual  meeting  by 
John  Kirklin,  M.D.  Again,  it  emphasizes  that  one 
should  never  cast  aside  a procedure  such  as  the 
Blalock  shunt  because  of  technical  inefficency,  but 
rather  improve  one’s  technique  and  develop  a Blalock 
shunt  which  is  easy  to  take  down,  has  not  added  to 
the  morbidity  and  mortality  rate  of  total  correction, 
and  has  certainly  proved  most  beneficial.  I believe 
that  rather  than  delving  into  newer  procedures,  as 
many  of  us  did  for  a brief  period  with  the  Waterston 
shunt,  we  should  go  back  to  old  history  to  the  time- 
proved  procedure  which  is  best  in  the  long  run.  I 
think  this  is  a perfect  example  and  one  that  we  can 
certainly  benefit  from  in  the  future,  not  only  from  the 
history  of  shunts  and  the  tetralogy  of  Fallot  but  also 
from  many  other  procedures  which  we  encounter  in 
open-heart  surgery. 

Roy  H.  Clauss,  M.D.,  New  York  City.  I think  the 
factual  report  we  just  heard  is  commendable.  I don’t 
think  the  results  reported  are  commendable.  May 
I ask  Dr.  Edie,  a senior  member  among  the  authors 
in  the  audience  tonight,  how  many  surgeons  were 
involved  in  constructing  these  50  shunts? 

In  New  York  City  and  State,  the  cardiac  advisory 
committees  disapproved  and  caused  discontinuance 
of  the  practice  of  pediatric  cardiac  surgery  in  many 
hospitals,  on  the  theory  that  concentrated  efforts  in 
a few  centers  would  yield  superior  results.  The 
Waterston  shunt  seemed  a great  idea,  allowing  sur- 
geons to  work  with  vessels  larger  than  diminutive 
subclavian  and  pulmonary  trunks.  In  effect,  better 
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From  1970  to  1978,  79  patients  underwent  V and 
C (combined  valve  replacement  and  coronary  bypass 
surgery).  These  were  compared  to  the  79  consecu- 
tive subsequent  cases  undergoing  V (similar  valve 
replacement);  73  percent  V and  C were  male,  com- 
pared to  48  percent  V.  The  V and  C cases  averaged 
60  years  of  age,  ranging  from  42  to  84,  while  V cases 
were  an  average  of  57  years  old,  with  a range  of  29  to 
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results  were  anticipated.  If  the  results  were  so  dis- 
appointing, perhaps  50  is  too  large  a number  before 
realizing  assessment  was  in  order. 

I ask  Dr.  Edie,  did  10  surgeons  do  5 each?  Did  one 
center  not  concentrate  on  assuring  good  results,  by 
limiting  the  learning  of  this  operation  to  a few  senior 
surgeons,  the  one  center-of-excellence  concept? 

Dr.  Edie:  In  summary,  we  were  disappointed 
with  our  overall  results  of  the  Waterston  shunt.  In 
answer  to  Dr.  Clauss’s  question,  there  were  primarily 
five  surgical  attendings  and  numerous  residents  who 
participated  in  these  operations  over  the  15-year 
period;  however,  I do  not  believe  that  this  was  a factor 
in  our  results.  Rather,  I believe  that  problems  with 
the  Waterston  shunt  are  first  due  to  the  difficulty  of 
making  a precise,  well-positioned  anastomosis  with 
the  thick-walled  aorta  and  very  thin-walled  pulmo- 
nary artery.  Second,  the  majority  of  the  late  com- 
plications, I believe,  are  due  to  the  differential  pref- 
erential growth  of  both  great  arteries. 

For  a number  of  reasons,  we  believe  that  today  the 
Blalock  shunt  is  the  procedure  of  choice  in  these  in- 
fants. First,  the  size  of  the  subclavian  artery,  even 
beyond  its  branching,  more  closely  matches  the  size 
of  the  pulmonary  artery.  Second,  the  caliber  of  the 
vessel  walls  are  more  clearly  related.  Third,  the 
ability  to  use  fine  monofilament  sutures  with  the  use 
of  magnification  has  made  it  possible  to  do  a more 
precise  anastomosis.  Fourth,  closure  of  the  shunt  at 
the  time  of  secondary  repair  has  not  been  a 
problem. 

The  following  article  is  abstracted. 


74.  Angina  was  a presenting  symptom  in  49  percent 
of  the  V and  C cases  and  in  only  24  percent  of  the  V 
cases.  The  New  York  Heart  Class  was  III  or  IV  in 
over  95  percent  of  both  groups.  Areas  of  abnormal 
contraction  were  twice  as  frequent  in  the  V and  C 
angiograms,  with  an  incidence  of  43  percent;  33  mi- 
tral, 44  aortic,  and  2 aortic  plus  mitral  replacements 
were  performed  in  each  group.  One  to  four  grafts 
were  placed  in  each  V and  C patient,  most  having 
single  or  double  grafts.  Early  morbidity  was  more 
frequent  on  the  V and  C group.  The  early  mortality 
rate  was  5 to  6 percent  in  each  group.  The  late 
mortality  rate,  at  average  3.5  years,  was  16  to  17 
percent  in  each  group.  The  working  status  and 
functional  classification  at  follow-up  was  similar. 
Combined  valve  and  coronary  surgery  carried  a 
similar  operative  risk  and  late  result  compared  to 
valve  replacement  alone. 

Discussion 

John  E.  Hutchinson,  III,  M.D.,  New  York  City. 
Dr.  Wisoff  and  his  group  are  to  be  congratulated  for 
assembling  these  data  of  patients  having  combined 
procedures  of  valve  replacements  and  bypass  graft- 
ing. We  at  St.  Luke’s  Hospital  Center  have  been 
interested  in  this  for  a long  time.  In  1972,  I pre- 
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sented  a group  of  patients  to  the  society,  12  patients 
who  had  aortic  valve  replacement  combined  with 
bypass  grafting.  The  article  was  published  in  the 
New  York  State  Journal  of  Medicine  * At  that  time 
we  postulated  that  adult  patients  having  valvular 
disease  at  the  time  of  cardiac  catheterization  should 
have  coronary  angiograms  performed.  In  1972,  this 
statement  was  controversial,  but  now  it  is  standard 
procedure  in  most  institutions.  As  we  look  hack,  it 
is  interesting  to  speculate  what  would  have  happened 
to  patients  who  are  operated  on  for  predominantly 
valvular  heart  disease  who  had  coincidental  coronary 
artery  disease.  I think  the  important  point  really  is 
that  we  can  now  operate  on  patients  who  have  sig- 
nificant coronary  artery  disease  and  valvular  heart 
disease  with  a very  low  operative  mortality  rate  and 
a good  long-term  result.  Of  specific  interest,  as  it 
pertains  to  the  report,  I would  like  to  ask  Or.  Wisoff 
how  many  of  the  patients  who  had  mitral  replace- 
ments had  rheumatic  heart  disease  and  coronary 
artery  disease  and  how  many  had  mitral  valve  disease 
secondary  to  the  complications  of  coronary  athero- 
sclerosis. The  long-term  outlook  in  the  two  groups 
of  patients  is  probably  quite  different.  Specifically, 
in  our  own  group  we  have  now  done  171  combined 
procedures;  that  is,  valve  replacement  or  reparative 
procedures  combined  with  coronary  bypass  proce- 
dures. Of  that  group,  100  patients  had  aortic  valve 
replacements  and  bypass  grafting,  66  patients  had 
mitral  valve  replacements  or  repairs  with  bypass,  and 
5 patients  had  more  than  one  valve  repaired  or  by- 
pass grafting.  In  the  aortic  group  of  patients,  the 
operative  mortality  rate,  or  the  30-day  mortality  rate, 
has  been  10  percent;  in  the  mitral  patients  the  rate 
was  about  11  percent.  We  will  soon  publish  these 
data  giving  the  long-term  survival  curves.  We  are 
now  into  the  ninth  follow-up  year.  Again,  I con- 
gratulate the  authors  for  their  presentation. 

Dr.  Frater:  I had  occasion  to  speak  to  a surgeon 
from  Johannesburg  not  so  long  ago  who  stated  that 
there  they  had  continued  to  do  aortic  valve  replace- 
ments in  aortic  patients  with  tight  stenosis  without 
doing  coronary  angiography  and  obviously  without 
doing  coronary  bypass  and  claim,  although  I have  not 
seen  published  figures,  and  this  may  be  anecdotal, 
that  mortality  and  survival  rates  are  little  different. 
The  assumption  is  that  patients  with  critical  aortic 
valve  gradients  cannot  survive  with  critical  coronary 
disease  although  indeed  there  be  one  or  two  signifi- 
cantly narrowed  arteries.  Are  there  any  surgeons  in 
this  room  who  do  not  want  to  know  about  the  coro- 
naries and  who  do  not  intend  to  graft  the  coronaries 
if  they  turn  out  to  be  diseased  in  someone  whose  basic 
presentation  is  tight  aortic  stenosis?  I see  there  is 
apparently  no  one  who  will  admit  to  this  practice. 

Elliot  Senderoff,  M.D.,  Brooklyn,  New  York.  I 
have  another  question  to  ask  the  audience  in  a re- 
verse fashion.  We  have  been  talking  about  valvular 

* Hutchinson,  J.  E.,  Ill,  Green,  G.  E.,  Mekhjian,  H.  A.,  and 
Kemp,  H.  G.:  Aortic  valve  replacement  combined  with  coronary 
bypass  grafts:  long-term  results,  New  York  State  J.  Med.  73:  1299 
(1973). 


disease  where  you  find  coronary  disease.  What 
about  the  situation  in  which  you  are  dealing  with  the 
patient  who  has  angina  and  coronary  artery  disease, 
a somewhat  elevated  end -diastolic  pressure,  and, 
perhaps,  the  ventricular  function  is  not  so  good  and 
a gradient  is  found  across  the  aortic  valve.  In  addi- 
tion to  the  angina,  the  patient  says  he  has  a little 
shortness  of  breath,  and  the  gradient  comes  out  to  he 
something  like  40  or  50.  Is  that  gradient  going  to  be 
higher  after  you  have  fixed  the  coronary  arteries?  In 
a 50-year-old  patient  with  improved  ventricular 
function  due  to  revascularization,  won’t  the  aortic 
gradient  increase?  If  his  aortic  valve  is  somewhat 
stenotic  at  the  time  of  surgery,  won’t  wear  and  tear 
make  it  worse  in  subsequent  years?  Should  that 
valve  be  replaced  at  the  time  of  the  revascularization 
procedure? 

We  have  a situation  of  known  coronary  disease 
with  enough  evidence  to  warrant  replacement  of  a 
valve  but  yet  you  probably  wouldn’t  replace  it  if  you 
weren’t  there  to  fix  the  coronaries.  How  do  you 
handle  the  situation? 

Dr.  Frater:  I would  suggest  that  if  the  patient 
had  normal  coronaries,  had  developed  some  angina, 
and  on  subsequent  work-up  had  a gradient  of  40, 
which  when  combined  with  cardiac  output  data 
yielded  a low  effective  orifice  area,  most  of  us  would 
operate  on  such  a patient  in  spite  of  the  presence  of 
some  ventricular  dysfunction.  We  know  very  well 
by  now  that  patients  with  aortic  stenosis  can  have 
poor  ejection  fractions  and  apparently  poor  ven- 
tricular function  which  will  respond  quite  well  to  the 
relief  of  the  systolic  pressure  load.  I suppose,  if  I may 
answer  for  myself,  at  any  rate,  that  what  Dr.  Wisoff 
has  presented  really  gives  the  answer;  he  has  dem- 
onstrated, and  I must  say  that  his  results  are  some- 
what better  than  many  have  achieved,  that  the 
mortality  rate  for  operating  on  the  aortic  valve  to- 
gether with  some  coronary  arteries  compared  with 
operating  on  it  alone  is  virtually  the  same.  If  that  is 
the  case,  perhaps  we  don’t  need  to  ask  the  question 
that  you  are  asking.  If,  indeed,  we  can  achieve  such 
low  mortality  rates,  and  obviously  each  one  of  us  has 
to  prove  it  for  himself,  then  we  may  not  need  to  an- 
swer that  very  difficult  question  as  to  which  of  these 
two  diseases  is  more  important  to  the  patient  now 
and  in  the  future.  There  is  certainly  evidence  from 
Stanford  that,  if  you  leave  the  coronaries,  there  ap- 
pears to  be  a greater  late  mortality  rate  than  if  you 
don’t.  Are  there  any  other  questions?  I have  one 
question  that  puzzled  me  a little,  and  I may  have 
missed  something.  You  said  that  your  aortic  tech- 
nique was  intermittent  clamping  for  the  most  part. 
You  did  mention  in  your  early  experience  perfusing 
a coronary.  It  seems  to  me  that  you  apparently  have 
done  a significant  number  of  aortic  valve  replace- 
ments with  your  technique  of  aortic  clamping  for 
myocardial  protection.  I would  suggest  that  if  you 
prolong  it  long  enough  it  is  hardly  protection  and 
preservation,  and  yet  you  have  obviously  achieved 
good  results;  I wonder  if  you  are  not  adding  some- 
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thing  else  to  the  procedure.  I also  note  a significant 
incidence  of  stroke  in  the  patient  with  coronary  dis- 
ease and  ask  you  whether  you  relate  that  to  con- 
comitant carotid  disease  or  if  you  have  any  other 
reason  as  to  why  that  may  have  happened. 

Dr.  Wisoff:  Thank  you  very  much,  Dr.  Frater. 
We  probably  ended  up  being  very  aggressive  for 
reasons  similar  to  that  presented  by  two  discussants. 
It  was  noted  on  an  anecdotal  basis  that  the  deaths  in 
valve  replacement,  within  a year  or  two  of  surgery  in 
earlier  cases,  were  due  to  myocardial  infarction.  The 
specific  problem  of  mitral  and  coincidental  arterio- 
sclerotic disease  was  not  separated  in  this  report. 
But  I think  the  question  is  very  correct;  it  is  probably 
the  cause  of  the  poor  prognosis  of  the  mitral  patients 
with  coronary  disease.  There  is  a large  group  in  their 
60s  with  posterior  infarction  or  complications  of 
capillary  muscle  dysfunction  or  rupture  that  led  to 
early  and  late  deaths  and  contributed  to  a decreased 
survival  in  the  mitrals.  Incidentally,  in  review  of  the 
literature  and  our  own  experience,  nobody  under  the 
age  of  40  that  I could  find  has  had  concomitant  dis- 
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The  treatment  of  obstruction  of  the  superior  vena 
cava  secondary  to  malignant  condition  is  very  frus- 
trating. The  reported  results  with  radiotherapy  are 
not  satisfactory.  Prosthetic  materials  used  for  by- 
pass of  the  superior  vena  cava  have  a high  rate  of 
thrombosis. 

A 40-year-old  female  with  facial  edema,  severe 
headaches,  and  syncope  was  evaluated  for  cancer.  A 
superior  venacavogram  showed  obstruction  at  the 
junction  of  the  brachiocephalic  veins.  She  was  op- 
erated on  because  of  the  severity  of  her  symptoms. 
A large  tumor  involved  the  extrapericardial  superior 
vena  cava  and  brachiocephalic  veins.  An  autogenous 
spiral  saphenous  vein  graft  between  the  right  internal 
jugular  and  left  brachiocephalic  veins  and  the  right 
* By  invitation. 


ease  of  coronaries  and  valves.  So,  it  may  be  reason- 
able to  avoid  coronary  angiography  for  patients 
under  40  with  valve  disease  and  no  coronary  symp- 
toms. Our  approach  is  to  perform  coronary  angi- 
ography on  all  patients  of  adult  size  who  are  to  un- 
dergo valve  replacement. 

As  far  as  changing  the  valve,  I would  have  to  agree 
with  Dr.  Frater  completely  that  with  any  significant 
hemodynamic  problem  in  the  patient  with  coronary 
disease,  the  valve  should  be  taken  care  of  at  the  same 
time. 

Myocardial  preservation  was  not  what  we  were 
carrying  out.  We  intermittently  cross-clamped  the 
aorta  even  in  valve  replacements  without  coronary 
bypass  surgery.  We  are  varying  our  technique  at 
present  with  some  aortic  valve  patients  being  given 
cardioplegic  arrest. 

The  strokes  were  an  incidental  finding  on  late 
follow-up,  most  of  them  having  occurred  late  in  the 
postoperative  phase. 

The  following  article  is  abstracted. 

atrium  was  used  to  bypass  the  obstruction.  Her 
postoperative  treatment  included  anticoagulation 
and  radiotherapy.  The  relief  of  symptoms  was  im- 
mediate, and  she  has  remained  well  four  months  after 
surgery. 

Discussion 

William  E.  Neville,  M.D.,  Newark,  New  Jersey. 
This  is  the  first  time  I have  ever  discussed  a report 
of  which  I have  not  seen  the  abstract  and  did  not 
know  the  result.  I assumed  the  authors  would  not 
have  presented  this  report  unless  there  was  a good 
clinical  result  even  for  a short  period  of  time. 

We  have  had  experience  with  four  patients  in 
whom  an  autologous  vein  or  a Dacron  graft  was  in- 
serted from  the  jugular  or  the  subclavian  vein  to  the 
right  atrium  or  the  confluence  of  the  azygous  and  the 
superior  vena  cava.  Only  one  patient  was  really 
benefited. 

This  was  a young  man  with  tuberculous  medias- 
tinitis.  His  signs  and  symptoms  abated  following  the 
use  of  a vein  graft,  but  I was  never  able  to  prove  that 
the  graft  was  patent.  It  seemed  to  me,  on  examina- 
tion of  several  venograms,  that  there  was  a marked 
increase  in  the  collateral  venous  circulation,  which 
probably  accounted  for  his  well-being.  In  another 
patient,  after  exposing  the  jugular  in  the  neck  and 
performing  a right  thoracotomy,  we  heparinized  him 
and  decompressed  his  head  by  inserting  a cannula 
into  the  jugular  and  pumping  the  blood  through  a 
cannula  into  the  right  atrium.  We  then  inserted  a 
Dacron  graft  between  the  jugular  and  the  right  atrial 
appendage.  It  worked  well  for  a while,  but  as  you  all 
know  with  these  grafts,  it  subsequently  throm- 
bosed. 

I would  like  to  bring  up  another  point,  and  that  is, 
even  though  there  is  a dearth  of  knowledge  and 
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clinical  results  following  superior  vena  caval  re- 
placement, I assume  there  are  many  more  patients 
who  have  been  operated  on  but,  because  the  grafts 
have  thrombosed,  they  have  not  been  reported  in  the 
literature. 

About  everything  has  been  used  for  a vena  caval 
replacement:  tissue  grafts,  autogenous  vein,  aorta, 
pericardium,  homologous  veins,  heterologous  veins, 
aorta,  and  pericardium,  even  synthetic  grafts  of 
Teflon,  Dacron,  Ivalon  sponge,  and  silicone.  As  was 
pointed  out  by  the  authors,  the  vein  seems  to  he  the 
best  material  to  use  at  the  present  time,  although 
there  are  some  results  that  indicate  that  Teflon  might 
be  beneficial. 

The  problem,  as  you  all  well  know,  is  usually 
complete  occlusion  of  the  superior  vena  cava,  the 
jugular  vein,  and  the  innominate  vein.  Gordon 
Scannel,  M.D.,  presented  his  work  before  the 
American  Association  for  Thoracic  Surgery  in  1954, 
where  he  reported  two  patients  whom  he  had  oper- 
ated on  using  vein  grafts,  one  connected  the  jugular 
vein  to  the  right  atrium  and  the  other  was  inserted 
from  the  jugular  vein  in  the  neck  to  the  intraperi- 
cardial  portion  of  the  superior  vena  cava.  His  fa- 
vorable results  at  that  time  and  the  discussion  which 
followed  would  support  the  efficacy  of  using  vein 
grafts. 

I would  just  like  to  remind  everyone  that  there  are 
some  fairly  good  long-term  results  in  patients  with 
superior  vena  caval  obstruction  using  radiotherapy. 
I found  six  patients  in  the  literature  who  were  alive 
and  well  up  to  nine  years  following  a combination  of 
diuretics  and  x-ray  therapy.  Another  patient  was 
alive,  living,  and  well  10  years  after  irradiation.  She 
even  underwent  removal  of  metastasis  to  the  ovary 
and  uterus  in  the  interim. 

I believe  that  even  though  this  technique  of  de- 
compressing the  upper  venous  system  by  grafts  is 
limited,  I am  certain  that  we  all  believe  some  surgical 
procedure  should  be  available  to  these  unfortunate 
individuals.  In  all  probability  this  technique  should 
be  reserved  for  patients  with  benign  disease  rather 
than  individuals  with  inoperable  malignant  condi- 
tion. 

Dr.  Frater:  You  remind  me  of  the  last  time  I did 
a replacement  of  the  vena  cava.  It  was  for  benign 
disease  in  a patient  with  extremely  severe  tubercu- 
losis adenitis,  with  total  fibrosis  of  the  superior  vena 
cava  and  the  innominate  veins;  I placed  a graft,  and 
I thought  I had  a superb  result  until  I did  an  angio- 
gram three  months  later  and  found  that  my  graft  was 
thrombosed  and  the  brilliant  recovery  was  related  to 
the  development  of  collaterals.  So  I’ve  had  the  ex- 
perience that  you’ve  just  mentioned,  and  it  is  indeed 
a very  difficult  field.  It  does  look  as  though  the  spiral 
vein  graft  technique  is  the  most  promising,  but  I also 
have  questions  about  how  much  one  will  accomplish 
in  a malignant  case.  Nevertheless,  thank  you  very 
much,  Dr.  Camunas,  for  a very  interesting  presen- 
tation. 

Manjit  Bains,  M.D.,  New  York  City.  At  Me- 


morial Hospital,  we  have  a somewhat  different  ap- 
proach to  this  problem.  Most  of  our  patients  pre- 
senting obstruction  of  the  superior  vena  cava  have  a 
lung  cancer  that  is  either  compressing  the  superior 
vena  cava  or  invading  it.  The  x-ray  films  show  a 
mediastinal  mass  or  growth,  that  is,  mediastinal 
widening,  unlike  the  case  presented  tonight,  which 
shows  a normal-appearing  mediastinum.  Also,  we 
do  not  believe  that  a diagnosis  has  to  be  established 
prior  to  the  initiation  of  the  treatment.  A percuta- 
neous lung  biopsy  is  performed  while  the  patient  is 
undergoing  radiation  therapy  and  is  over  the  acute 
symptoms.  It  is  successful  in  providing  the  histology 
in  about  95  percent  of  the  patients. 

The  prognosis  in  patients  with  lung  cancer  and 
superior  vena  caval  syndrome  is  very  poor,  not 
lending  itself  to  resection  and  replacement  or  bypass 
of  the  superior  vena  cava  except  in  unusual  circum- 
stances. To  illustrate  this,  I would  like  to  present 
two  cases. 

The  first  case  is  that  of  an  18-year-old  college  student 
who  was  treated  by  Edward  J.  Beattie,  Jr.,  M.D.,  for  a large 
anterior  mediastinal  mass  that  proved  to  be  primary 
mediastinal  embryonal-cell  carcinoma.  It  showed  some 
resolution  after  receiving  4,100  rads  of  radiation  therapy, 
but  started  progressing  again,  necessitating  surgical  ex- 
tirpation. At  the  time  of  resection,  the  patient  developed 
symptoms  of  acute  superior  vena  caval  obstruction  mani- 
fested as  severe  papilledema  and  proptosis.  A temporary 
shunt  was  placed  from  the  right  external  jugular  vein  to  the 
right  atrial  appendage,  facilitating  the  resection  of  the 
tumor  including  the  involved  vena  cava  and  the  right  upper 
lobe.  The  vena  cava  was  successfully  reconstructed  with 
no  residual  obstructive  symptoms  using  a superficial 
femoral  vein. 

The  second  case  is  that  of  a 44-year-old  white  female  who 
presented  a mass  in  the  right  upper  lobe  overlying  the 
mediastinum.  She  had  no  clinical  evidence  of  superior 
vena  caval  syndrome,  and  at  bronchoscopy  the  tumor  was 
projecting  out  from  the  right  upper-lobe  bronchial  orifice 
involving  the  adjacent  right  main-stem  bronchus.  At  the 
time  of  thoracotomy,  the  tumor  was  invading  the  azygos 
vein  as  well  as  the  lateral  wall  of  the  superior  vena  cava 
from  the  right  atrium  to  almost  the  junction  of  the  two 
innominate  veins.  An  internal  shunt  was  placed  from  the 
right  atrial  appendage  up  through  the  superior  vena  cava 
into  the  right  innominate  vein.  The  left  innominate  vein 
was  clamped  while  a tourniquet  was  placed  around  the 
right  innominate  vein  as  well  as  the  right  atrium  at  its 
junction  with  the  superior  vena  cava.  The  involved  su- 
perior vena  cava  was  resected,  leaving  a narrow  strip  of  its 
wall  along  the  medial  aspect.  In  addition,  the  patient 
underwent  a right  upper  lobectomy  with  sleeve  resection 
of  the  right  main  bronchus.  The  vena  cava  was  recon- 
structed with  a patch  of  pericardium  measuring  5 by  8 cm. 
The  patient  succumbed  to  liver  and  brain  metastases  17 
months  postoperatively.  She  had  at  no  time  any  evidence 
of  superior  vena  cava  syndrome. 

Dr.  Frater:  I think  the  obvious  technologic  ex- 
pertise is  there,  and  I dare  say  that  for  some  patients 
it  may  have  been  well  worthwhile. 

Dr.  Estioko:  We  thank  the  discussants  for  their 
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comments.  Chiu,  Terzis,  and  MacRae1  deserve  the 
credit  for  developing  this  technique  in  the  experi- 
mental animal  which  they  reported  in  June  of  1974. 
The  success  of  this  method  really  depends  on  paying 
meticulous  attention  to  the  surgical  technique  in  the 
harvesting  and  preparing  of  the  saphenous  vein  and 
in  the  construction  of  the  conduit  with  much  the 
same  emphasis  as  we  do  in  coronary  bypass  surgery. 
The  actual  anastomotic  suturing  must  be  precise. 
Correct  placement  and  orientation  of  the  bypass  graft 
prevent  kinking  and  obstruction. 

In  the  case  we  presented,  a Y -graft  was  constructed 
which  in  effect  was  draining  both  sides  of  the  venous 
system  to  the  right  atrium.  The  case  of  Doty  and 
Baker,2  which  they  reported  in  the  November,  1976, 
issue  of  the  Annals  of  Thoracic  Surgery,  was  some- 
what different.  Their  patient  had  an  end-to-end 
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Scleroderma,  an  uncommon  disease  of  unknown 
etiology,  affects  multiple  organ  systems,  including 
the  skin,  heart,  lungs,  kidneys,  and  gastrointestinal 
tract.  Accordingly,  the  disease  is  best  termed  pro- 
gressive systemic  sclerosis  (PSS).1 

The  esophagus  is  the  most  commonly  affected 
portion  of  the  gastrointestinal  tract.  Occasionally 
this  occurs  in  the  absence  of  skin  changes  or  Ray- 
naud’s syndrome;  errors  in  diagnosis  and  manage- 
ment may  result.  The  purpose  of  this  report  is  to 
present  such  a case  and  discuss  the  controversies 
surrounding  the  surgical  management  of  esophageal 
stricture  due  to  PSS. 

Case  report 

A 60-year-old  white  male,  otherwise  well,  presented 
himself  on  March  21,  1979,  with  dysphagia  of  12  years’ 
duration.  In  1967,  he  noted  the  onset  of  heartburn,  noc- 
turnal reflux,  and  dysphagia.  In  1972,  he  was  diagnosed 
elsewhere  as  having  a hiatal  hernia,  and  a left  transthoracic 
Allison  repair  was  performed.  Dysphagia  persisted;  at- 

* Hy  invitation. 


anastomosis  of  the  spiral  vein  graft  to  the  last  bra- 
chiocephalic vein  only  and  connected  to  the  right 
atrial  appendage. 

I wish  to  reemphasize  the  value  of  this  technique, 
which  can  be  offered  for  palliative  treatment  to  those 
with  really  symptomatic  venous  cerebral  hyperten- 
sion. 
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tempts  at  esophageal  dilatation  were  unsuccessful.  Since 
1973,  he  had  subsisted  on  a blendorized  diet.  On  physical 
examination,  there  was  evidence  of  moderate  weight  loss 
and  no  signs  of  cutaneous  scleroderma. 

Radiography  demonstrated  a dilated  aperistaltic 
esophagus  with  distal  stricture  and  hiatal  hernia,  as  shown 
in  Figure  1,  and  involvement  of  the  duodenum  and  colon 
by  PSS  (Fig.  2).  Esophageal  manometry  demonstrated 
normal  peristalsis  in  the  upper  third  and  absent  peristalsis 
in  the  distal  two  thirds  of  the  esophagus  (Fig.  3).  The  LES 
(lower  esophageal  sphincter)  could  not  be  identified. 
Esophagoscopy  revealed  a dilated  esophagus  with  a cob- 
blestone ulcerated  mucosa  and  an  undilatable  stricture  of 
the  esophagogastric  junction  3 mm.  in  diameter. 

On  April  2,  1979,  via  abdominal  and  right  thoracic  ap- 
proach, esophagectomy,  esophagogastrostomy,  and  py- 
loroplasty were  performed.  Dissection  of  the  distal 
esophagus  and  gastric  cardia  was  difficult  because  of  dense 
adhesions  resulting  from  the  previous  operation.  The  high 
intrathoracic  esophagogastric  anastomosis  employed  a 
segment  of  uninvolved  esophagus  (Fig.  4).  Gross  and 
microscopic  examination  of  the  resected  specimen  revealed 
submucosal  fibrosis  consistent  with  scleroderma. 

The  postoperative  course  was  uneventful,  and  the  pa- 
tient was  discharged  on  a regular  diet. 

Comment 

Esophageal  involvement  is  so  common  in  PSS, 
occurring  in  50  to  80  percent  of  cases,2  that  radiog- 
raphy and  esophageal  manometry  are  sensitive  tests 
for  this  disease,  regardless  of  the  presence  of  esoph- 
ageal symptoms.  Reflux  symptoms  and  dysphagia 
are  common,  but  esophageal  stricture  is  said  to  de- 
velop in  only  2 to  3 percent  of  cases;  gastric  involve- 
ment is  rare.2,3 

In  the  esophagus,  smooth-muscle  atrophy  and 
submucosal  collagen  infiltration  are  manifest  by  a 
loss  of  peristalsis  in  the  lower  two  thirds  of  the 
esophagus  and  a loss  of  tone  of  the  LES. 4,5  The 
peristalsis  of  the  striated  muscle  coat  of  the  upper 
one  third  of  the  esophagus  remains  normal.  These 
findings  are  more  readily  demonstrated  by  esopha- 
geal manometry  than  hy  radiography. 
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FIGURE  1.  Esophagogram  demonstrating  hiatal  hernia, 
distal  esophageal  stricture,  and  massive  dilatation  of  lower 
two  thirds  of  thoracic  esophagus. 


Gastroesophageal  reflux  and  impaired  clearing  of 
the  refluxed  gastric  secretions  result  in  reflux 
esophagitis  and  stricture;  esophageal  shortening  may 
lead  to  hiatal  hernia. 

The  causal  relationship  of  PSS  in  cases  of  esoph- 
ageal stricture  may  not  be  appreciated,  especially  in 
those  patients  in  whom  clinical  signs  of  scleroderma 
are  minimal  or  absent.  Since  esophageal  manometry 
is  employed  considerably  less  often  than  radiology 
in  the  diagnostic  study  of  dysphagia,  it  is  easily  ap- 
preciated why  PSS  strictures  are  misdiagnosed  as 
cases  of  achalasia  or  hiatal  hernia  with  stricture,  as 
in  the  presently  reported  case.  Diagnostic  error  has 
resulted  in  treatment  failure  in  the  majority  of  in- 
stances.6 

The  management  of  esophageal  PSS  requires 
consideration  of  the  presence  of  other  organ  system 
involvement  as  well  as  the  severity  of  esophageal 
disease.  The  prognosis  of  PSS  has  been  docu- 
mented. Few  patients  have  a rapidly  progressive 
course;  a 5-year  survival  rate  of  40  percent  and  a 


10-year  survival  rate  of  58.9  percent  have  been  re- 
ported." 

Antacids  and  elevation  of  the  head  of  the  bed  are 
valuable  conservative  measures  in  (he  prophylaxis 
and  treatment  of  reflux  esophagitis,  and  many  sup- 
plement dilatation  in  the  management  of  early 
strictures.  However,  dilatation  of  the  incompetent 
LES  perpetuates  reflux,  and  fixed  stricture  inevita- 
bly results. 

A variety  of  surgical  procedures  have  been  em- 
ployed in  the  treatment  of  fixed  fibrous  stricture  of 
the  distal  esophagus  that  may  occur  in  PSS.  These 
include  small-bowel  or  colon  interposition6; 
esophagectomy  and  esophagogast  recto  my8,i,:  and 
hiatal  hernia  repair  either  alone  or  combined  with 
esophagoplasty.  Although  early  successes  have  been 
reported  with  all  methods,  current  knowledge  of  the 
pathophysiology  and  enteric  distribution  of  PSS  and 
the  end  results  of  hiatal  hernia  and  of  esophagoplasty 
mandates  a reappraisal  of  these  methods:  Small- 
bowel  or  colon  interposition  cannot  be  considered 
appropriate  because  of  their  actual  or  potential  in- 
volvement by  PSS.  Fixed  fibrous  strictures  do  not 
respond  to  dilatation.  Unacceptable  recurrence 
rates  for  hiatal  hernia  repair  in  the  presence  of  severe 
esophagitis  led  to  the  development  of  a variety  of 
esophagogast  roplasties. 10 

In  1973,  Henderson  and  Pearson11  employed  a 
modified  Belsey  hiatal  hernia  repair  and  Collis  gas- 
troplasty in  11  patients  with  scleroderma;  they  re- 
ported excellent  or  good  results  in  8 cases  followed 
for  an  average  of  13  months.  Orringer  and  asso- 
ciates12 reported  11  cases  of  scleroderma  of  the 
esophagus  similarly  treated  in  1976,  and  obtained 
similar  results  on  short-term  follow-up.  In  1977, 
however,  both  Henderson13  and  Orringer  and  Sloan14 
reported  unacceptably  high  reflux  rates,  44.6  and  30 
percent,  respectively,  with  the  combined  Collis- 
Belsey  operation,  with  more  than  one  half  of  these 
cases  having  significant  symptoms.  Both  presen- 
tations include  the  previously  reported  cases  of 
scleroderma  of  the  esophagus,  and  both  authors  have 
abandoned  the  Collis-Belsey  procedure.  The 
Thal-Nissen  procedure  has  also  been  reported  in  two 
cases  of  PSS  esophageal  strictures  with  good  re- 
sults15; the  fundoplication  must  be  very  loose  or 
dysphagia  will  result  and  reoperation  may  be  re- 
quired.16 

The  requirements  for  a successful  esophagogas- 
troplasty  include  the  following:  a dilatable  stricture, 
a reliable  method  of  constructing  a competent 
esophagogastric  valve,  and  esophageal  peristalsis 
sufficient  to  overcome  the  valvular  mechanism  dur- 
ing deglutition.  A competent  valve  that  would  not 
cause  obstruction  of  an  aperistaltic  esophagus  would 
appear  to  be  a paradox;  functional  esophageal  ob- 
struction has  been  reported  when  Collis  or  Nissen 
gastroplasties  have  been  employed  in  motor  disorders 
of  the  esophagus.14 

There  are  three  reports  of  esophagogastrectomy 
for  PSS  stricture.  Payne8  resected  the  stricture  in 
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FIGURE  2.  PSS.  (A)  Megaduodenum,  indicating  involvement  by  PSS.  (B)  Barium  enema  demonstrating  megacolon  and 
“square  neck”  diverticula  of  descending  colon,  typical  of  PSS  of  colon. 


FIGURE  3.  Esophageal  manometry.  Lower  tracing  30  cm. 
from  incisors.  Upper  tracings  each  5 cm.  proximal.  Note 
normal  peristalsis  in  upper  tracing,  20  cm.,  and  absent 
peristalsis  in  lower  tracings. 


two  cases  and  also  performed  antrectomy  and 
Roux-en-Y  reconstruction  to  prevent  reflux,  known 
to  occur  commonly  after  low  esophagogastrostomy.17 
McLaughlin,  Roig,  and  Woodruff9  reported  two  pa- 
tients in  whom  distal  esophagectomy  and  esopha- 
gogastrostomy with  pyloroplasty  gave  satisfactory 
results  after  four-year  follow-up.9  Akiyama,  Kogure, 
and  Itai18  reported  a successful  case  in  which  total 
thoracic  esophagectomy  and  cervical  esophagogas- 
trostomy were  performed.  The  esophagus  was 
bluntly  extracted  from  the  posterior  mediastinum 
and  the  stomach  drawn  up  into  the  esophageal  bed. 
This  method  has  the  advantage  of  avoiding  thora- 
cotomy, but  may  not  be  possible  in  those  patients  in 
whom  previous  surgery  has  been  performed  or  when 
the  esophagus  is  massively  dilated. 

Reflux  esophagitis,  a common  occurrence  after  low 
esophagogastrostomy,19  has  not  been  demonstrated 
on  long-term  follow-up  of  patients  with  high  in- 
trathoracic  esophagogastric  anastomoses.20  Pre- 
sumably, when  the  entire  stomach  is  subjected  to 
negative  intrathoracic  pressure,  reflux  is  not  clinically 
significant  despite  the  absence  of  an  esophagogastric 
valve. 

Thoracic  esophagectomy  and  high  intrathoracic 
or  cervical  esophagogastrostomy  effects  removal  of 
the  aperistaltic,  ulcerated  segment,  with  anastomoses 
of  stomach  to  normal  esophagus.  Excellent  results 
on  prolonged  follow-up  have  been  noted  in  five  pre- 
viously reported  cases.  In  view  of  the  unpredictable 
end  results  of  esophagoplasty,  thoracic  esophagec- 
tomy may  be  the  preferred  method  of  management 
of  the  fixed  fibrous  stricture  of  PSS  in  suitable  can- 
didates. 

Montefiore  Hospital  and  Medical  Center 
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FIGURE  4.  Esophagogastric  anastomosis  employing  normal 
proximal  esophagus. 


Ill  East  210th  Street 
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Discussion 

Henry  M.  Spotnitz,  M.D.,  New  York  City.  I 
thought  Dr.  Fell’s  presentation  was  quite  excellent 
and  most  interesting,  especially  since  I was  about  to 
say  things  quite  contrary  to  what  he  has  presented 
here.  In  part  I’m  reporting  the  cases  that  we  did  at 
Harlem  Hospital  during  my  rotation  there  from 
Presbyterian  about  six  months  ago;  one  involved  a 
33-year-old  man  who  had  a diagnosis  of  scleroderma 
for  at  least  10  years  prior  to  our  seeing  him  at  Harlem 
Hospital.  His  symptoms  were  primarily  those  of 
Raynaud's  disease  and  Raynaud’s  phenomenon  as 
well  as  the  tightening  of  the  skin  over  his  face.  He 
had  had  some  symptoms  of  dysphagia  over  a 10-year 
time  period,  and  in  the  two  years  prior  to  his  admis- 
sion to  our  service,  his  symptoms  had  become  much 
more  progressive.  He  was  actually  referred  to  us  by 
the  gastroenterologists  at  Harlem  Hospital  because 
they  were  no  longer  able  to  dilate  him  under  local 
anesthesia  and  thought  we  should  give  him  a general 
anesthetic  and  dilate  him. 

X-ray  films  which  were  taken  of  the  patient  at  the 
time  of  his  admission  showed  results  consistent  with 
his  having  a hiatus  hernia  and  a stricture.  Films 
taken  after  he  was  dilated  by  the  gastroenterologic 
service  also  showed  a sliding  hernia  and  a stric- 
ture. 

This  patient  was  examined  by  esophagoscopy  and 
indeed  had  massive  reflux  with  esophagitis  and  had 
a stricture  of  his  distal  esophagus.  We  referred  him 
to  St.  Luke’s  Hospital  where  he  was  studied  and 
where  he  underwent  esophageal  manometry.  The 
manometry  studies  there  showed  findings  that  were 
totally  consistent  with  the  diagnosis  of  scleroderma 
with  similar  changes  and  absent  peristalsis  in  the 
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distal  two  thirds  of  the  esophagus  and  absent  pres- 
sures in  the  lower  esophageal  sphincter.  We  re- 
viewed some  of  the  literature  on  this  problem  and 
again  found  that  both  Orringer  et  al.  in  Michigan  and 
Henderson  in  Toronto  were  strongly  recommending 
that  these  patients  undergo  hiatus  hernia  repairs 
primarily  with  antireflux  procedures,  primarily  be- 
cause they  feel  that  some  of  the  symptoms  that  these 
patients  develop  are  not  related  to  the  disease  itself 
but  to  the  subsequent  development  of  the  hiatus 
hernia  with  reflux  and  with  subsequent  stricture, 
although  the  stricture  incidence  is  higher  in  these 
patients  because  they  are  not  able  to  get  rid  of  the 
acid  reflux  from  the  esophagus.  Henderson  quotes 
a 50  percent  incidence  of  stricture  in  the  patients  that 
he  has  studied  as  opposed  to  an  incidence  of  about 
10  percent  in  the  patients  with  hiatus  hernia  that  he 
has  studied.  With  this  information  in  hand  we  went 
ahead  and  performed  a Belsey  Mark  IV  type  of  an- 
tireflux procedure  on  the  patient.  He  tolerated  the 
procedure  well.  He  was  eating  a regular  diet  on  his 
eighth  postoperative  day  and  was  discharged  from 
the  hospital  on  his  tenth  postoperative  day.  Six 
months  postoperative  he  had  had  no  further  dif- 
ficulties. At  the  time  of  his  discharge  from  the  hos- 
pital, as  a matter  of  fact,  his  parting  words  to  me 
were,  “Thank  you,  doc,  I’ve  been  able  to  eat  bananas 
for  the  first  time  in  ten  years.”  One  question  I would 
like  to  ask  Dr.  Fell  is,  do  you  know  where  the  retrac- 
tion by  either  Henderson  or  Orringer  was  made? 
Henderson  emphasizes  the  fact  that  when  your  an- 
tireflux procedure  is  done  that  it  must  be  done  over 
a large  bougie.  Finally,  I do  think  at  this  point  that 
the  surgical  approach  combined  with  antireflux 
procedure  is  a valid  one  until  I can  find  information 
to  the  contrary. 

Paul  A.  Kirschner,  M.D.,  New  York  City.  Just 
two  brief  points,  Dr.  Frater,  before  I congratulate  Dr. 
Fell  on  a very  good,  well-illustrated  presentation. 

The  first  is  to  raise  the  question  of -bypass  alone 
versus  resection  as  was  done  in  this  case.  A month 
ago  Dr.  Kwun  and  I presented  before  the  New  York 
Surgical  Society  a series  of  10  cases  of  locally  unre- 
sectable  carcinomas  of  the  cardia  and  esophagus  in 
which  side-to-side  esophagogastrostomy  without 
resection  was  performed  above  the  lesion.  Two  of 
these  10  were  done  high  in  the  right  chest  above  the 
level  of  the  stricture  in  Dr.  Fell’s  case.  Anastomosis 
at  this  level  should  function  well,  since  it  is  located 
in  the  dynamic  area  of  the  esophagus.  The  proce- 


dure is  simple  in  that  only  one  anastomosis  is  re- 
quired, and  no  resection  need  be  done. 

The  other  point  is  the  admonition  to  be  sure  of  the 
diagnosis  of  the  nature  of  the  obstruction  and  not 
attribute  it  automatically  to  scleroderma.  I had  such 
a patient  some  years  ago  who  was  observed  for  four 
months  before  endoscopy  was  done  only  to  find  an 
adenocarcimoma,  not  a benign  stricture. 

Dr.  Fell:  Dr.  Spotnitz  was  indeed  fortunate  to 
achieve  a satisfactory  result  in  his  case  using  a Belsey 
repair.  In  1972,  Orringer,  Skinner,  and  Belsey10 
reported  a 45  percent  failure  rate  of  this  repair  in 
patients  with  severe  esophagitis  or  stricture.  Ac- 
cordingly, Henderson  and  Pearson  in  197311  and 
Orringer  et  al.  in  197612  reported  on  the  Collis-Belsey 
gastroplasty  for  scleroderma  strictures  with  initial 
encouraging  results.  In  1977,  however,  they  reported 
reflux  rates  of  44  and  30  percent,  respectively,  after 
this  procedure,  and  abandoned  the  Collis-Belsey  for 
the  Collis-Nissen  repair.13- 14  Dr.  Henderson  re- 
cently told  me  that  he  employs  a “one-stitch”  fun- 
doplication  to  obviate  obstruction  of  the  aperistaltic 
esophagus.  That  is  certainly  a very  tenuous  repair. 
The  lack  of  demonstrable  long-term  success  of  any 
of  these  methods  clearly  demonstrates  that  the 
problem  of  treating  reflux  in  the  aperistaltic  esoph- 
agus has  not  yet  been  successfully  resolved. 

I thank  Dr.  Kirschner  for  his  comments.  I am 
aware  of  his  procedure  for  malignant  obstruction  of 
the  esophagus,  but  I would  be  uneasy  about  the  fate 
of  the  aperistaltic  sac  if  left  in  continuity.  Many  of 
the  scleroderma  patients  survive  for  prolonged  pe- 
riods, and  a definitive  procedure  is  preferable.  I 
believe  that  esophagectomy  and  high  intrathoracic 
esophagogastrostomy  as  reported  should  be  consid- 
ered in  those  cases  of  scleroderma  who  are  reasonable 
operative  risks. 

Dr.  Frater:  It  seems  to  me  extremely  logical  not 
to  try  to  make  a proper  valve  which  after  all  must 
develop  10  to  15  mm.  of  tension  to  prevent  reflux 
from  abdomen  to  thorax  pressure.  This,  with  an 
adynamic  esophagus,  may  reestablish  dysphagia. 
Thus,  it  seems  to  me  proper  to  choose  an  alternative 
procedure  since  I doubt  if  any  one  of  us  has  the  art- 
istry to  make  so  clever  a valve  that  it  will  allow  the 
passage  of  food  from  an  adynamic  esophagus  and 
prevent  reflux. 

The  following  report  will  be  given  in  its  en- 
tirety. 


i 
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The  mortality  rate  for  cardiogenic  shock  fol- 
lowing acute  myocardial  infarction  remains  exceed- 
ingly high  despite  all  forms  of  medical  intervention. 
The  use  of  IABP  (intra-aortic  balloon  pumping)  in 
patients  with  cardiogenic  shock  has  been  shown  to 
bring  about  an  immediate  hemodynamic  improve- 
ment in  a majority  of  such  patients.  The  role  of 
IABP  alone  is  limited,  however,  in  that  temporary 
circulatory  support  by  this  method  is  responsible  for 
only  a small  percentage  of  long-term  survivors  who 
become  hemodynamically  stable  independent  of 
counterpulsation.1'2  The  overwhelming  majority  of 
patients  placed  on  IABP  remain  dependent  on  the 
circulatory  support,  and  therefore  early  coronary 
angiography  and  left  ventriculography  followed  by 
emergency  cardiac  surgery  become  the  only  hope  for 
patient  survival.  Employing  this  aggressive  ap- 
proach in  Class  IV  cardiogenic  shock  in  patients  who 
heretofore  faced  a 100  percent  mortality  rate  resulted 
in  an  acute  patient  survival  rate  as  high  as  47  per- 
cent.3 However,  long-term  functional  capacity  of  the 
survivors  of  severe  cardiogenic  shock  treated  by  such 
aggressive  approach  is  not  clearly  documented  in  the 
literature.  The  purpose  of  this  report  is  to  review  the 
results  of  emergency  cardiac  surgery  for  cardiogenic 
shock  following  acute  myocardial  infarction  over  a 
two  and  one-half-year  period  at  The  New  York 
Hospital-Cornell  Medical  Center,  with  emphasis  on 
the  long-term  work  performance  of  survivors  of  such 
aggressive  surgical  therapy. 

Materials  and  methods 

Sixty-seven  patients  with  cardiogenic  shock  fol- 
lowing acute  myocardial  infarction  were  referred  to 

* By  invitation. 


the  cardiac  surgical  intensive  care  unit  for  consid- 
eration of  IABP  and  emergency  cardiac  surgery 
during  the  period  of  January,  1976,  to  July,  1978,  at 
The  New  York  Hospital-Cornell  Medical  Center. 
No  patients  were  turned  down  for  IABP  because  of 
age,  presence  of  acute  renal  failure,  prolonged  du- 
ration of  shock,  semicoma,  and  multiple  prior  in- 
farctions. The  diagnosis  of  myocardial  infarction  in 
each  patient  was  documented  by  clinical  history, 
serial  electrocardiographic  changes,  and  serial  serum 
glutamic  oxaloacetic  transaminase  (SGOT)  and  CPK 
(creatine  phosphokinase)  estimations.  The  clinical 
criteria  for  cardiogenic  shock  we  used  were  similar 
to  those  employed  by  other  physicians,  namely:  (1) 
systolic  blood  pressure  less  than  80  mm.  Hg;  (2)  cold 
and  clammy  skin;  (3)  mental  obtundation  of  varying 
degrees;  (4)  urine  output  less  than  20  cc.  per  hour; 
and  (5)  inadequate  response  to  pressor  agents  after 
correction  of  hypovolemia,  acidosis,  and  cardiac 
rhythm  disturbances.  Soon  after  arrival  in  our  in- 
tensive care  unit,  a radial  artery  catheter  and  a 
thermistor-tipped  pulmonary  arterial  catheter  were 
inserted  for  arterial  pressure  and  pulmonary  capil- 
lary wedge  pressure  monitoring  purposes  throughout 
the  clinical  course  of  the  patient.  Cardiac  output  by 
thermal  dilution  technique  was  repeatedly  performed 
in  each  patient.  Hemodynamic  classification  of  all 
patients  was  done  using  the  criteria  advocated  by 
U.S.  MIRU  (Myocardial  Infarction  Research  Unit 
Program)  intubation,4  and  positive  pressure  sup- 
portive ventilation  was  carried  out  in  all  patients 
referred  for  IABP. 

The  Avco  pump  system  was  used  to  perform  the 
counterpulsation  for  all  patients  in  this  series.  In- 
sertion of  the  IABP  catheter  into  the  descending 
thoracic  aorta  was  performed  in  a retrograde  fashion 
through  a woven  Dacron  graft  sewn  end-to-side  to  a 
common  femoral  artery.  Techniques  employed  for 
IABP  insertion  and  removal  have  been  previously 
reported  by  us.°  Prior  to  cardiac  surgery,  anticoag- 
ulation was  maintained  by  heparin,  5,000  units  in- 
travenously given  every  six  hours.  Following  cardiac 
surgery,  all  patients  received  a constant  infusion  of 
low  molecular  weight  dextran,  10  cc.  per  hour  during 
IABP,  to  minimize  loss  of  platelets.  In  patients  who 
had  either  established  or  incipient  renal  failure,  only 
aspirin,  650  mg.  rectally  four  times  a day,  was  used 
as  an  antiplatelet  agent  to  prevent  any  deposition  of 
thrombus  on  the  IABP  catheter  and  IABP  mem- 
brane. 

All  patients  who  were  stabilized  on  IABP  were 
taken  immediately  to  the  cardiac  catheterization 
laboratory  for  left  ventricular  angiogram  and  coro- 
nary arteriography  by  Judkins  technique.  In  most 
instances,  the  angiogram  was  done  within  two  to 
three  hours  following  the  initiation  of  IABP.  Rarely, 
a delay  of  24  hours  was  observed.  Following  angi- 
ography, emergency  cardiac  surgery  was  performed 
usually  within  two  to  three  hours,  and  in  no  patient 
was  surgery  delayed  beyond  24  hours  after  cardiac 
catheterization.  At  operation,  mechanical  defects, 
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such  as  ventricular  septal  defect  and  acute  mitral 
regurgitation,  were  corrected  by  closure  of  the  ven- 
tricular septal  defect  and  mitral  valve  replacement. 
In  these  patients,  significant  coronary  arterial  lesions 
were  bypassed  with  reversed  segments  of  autogenous 
saphenous  vein.  In  patients  with  no  mechanical 
defects,  all  critically  stenotic  bypassable  coronary 
arteries  supplying  the  hypokinetic  ischemic  segments 
as  seen  in  the  left  ventricular  angiogram  were  by- 
passed. The  akinetic  segments  seen  in  the  left  ven- 
tricular angiogram  usually  corresponded  to  the  area 
of  the  acute  infarction  as  defined  by  the  preoperative 
electrocardiogram  and  to  the  area  of  frank  muscle 
necrosis  seen  at  the  operating  table.  These  akinetic 
segments  were  not  bypassed  because  of  the  dangers 
of  reperfusion  hemorrhagic  necrosis.  Coronary  by- 
passes were  performed  under  total  cardiopulmonary 
bypass  utilizing  a disposable  bubble  oxygenator. 
During  the  first  12-month  period,  myocardial  pro- 
tection consisted  of  moderate  systemic  hypothermia, 
28°C.,  supplemented  by  topical  cardiac  hypothermic 
arrest.  During  this  period,  intermittent  occlusion 
of  the  aorta  as  well  as  local  coronary  occlusion  was 
used  for  distal  coronary  artery  anastomosis.  During 
the  later  part  of  our  experience,  hypothermic  car- 
dioplegic  arrest  was  added  in  addition  to  topical 
cardiac  hypothermic  arrest  for  myocardial  protec- 
tion. During  this  period,  a single  period  of  aortic 
cross-clamping  was  used  for  all  distal  coronary  artery 
anastomosis. 

Postoperatively,  IABP  was  usually  continued  for 
a minimum  of  48  hours,  and  following  this  period, 
weaning  process  was  started  when  the  requirements 
for  vasopressors  had  been  either  discontinued  or 
reduced  to  a very  small  dose  range.  Ventilatory 
support  was  discontinued  only  after  the  removal  of 
IABP  and  when  patients  were  no  longer  dependent 
on  vasopressors.  All  patients  in  this  group  received 
intravenous  hyperalimentation  after  the  first  24 
hours  of  surgery,  and  this  was  continued  until  they 
were  able  to  eat  properly.  Renal  failure  was  treated 
aggressively  by  early  prophylactic  dialysis  consisting 
initially  of  peritoneal  dialysis  followed  by  daily  he- 
modialysis with  inlying  arteriovenous  shunt  in  the 
arm. 

Survivors  were  followed  by  the  cardiologist  and 
cardiovascular  surgeon  responsible  for  cardiac  sur- 
gery at  intervals  of  three  months.  Patients  surviving 
beyond  six  months  were  contacted  and  brought  back 
for  exercise  testing  by  modified  Bruce  protocol 
(Table  1).  This  protocol  incorporated  an  initial 
three-minute  stage  0 of  1.7  miles  per  hour  and  0 
percent  grade.  Patients  were  instructed  to  fast  for 
four  hours  prior  to  examination.  Exercise  testing 
was  performed  with  an  intravenous  line  in  place 
under  continuous  electrocardiographic  monitoring 
with  personnel  and  equipment  for  life-support  on 
hand.  Patients  were  encouraged  to  exercise  until 
limited  by  fatigue,  chest  pain,  dyspnea,  or  weakness. 
Blood  pressure  was  monitored  each  minute,  and  the 
test  was  designed  to  be  terminated  if  there  was  a fall 


TABLE  I.  Exercise  protocol — modified  Bruce  protocol 


Stage 

Miles 

per 

Hour 

Percent 

Grade 

Time 

(Minutes) 

0 

1.7 

0 

3 

I 

1.7 

10 

3 

II 

2.5 

12 

3 

III 

3.4 

14 

3 

in  either  systolic  blood  pressure  or  heart  rate.  Fol- 
lowing peak  exercise,  patients  were  observed  for  a 
30-minute  period  until  all  parameters  had  returned 
to  base  line. 

Results 

Sixty-seven  patients  were  referred  for  IABP  and 
emergency  cardiac  surgery  dufing  the  two  and  one- 
half-year  period  of  this  study.  The  clinical  charac- 
teristics of  these  shock  patients  on  arrival  to  our  in- 
tensive care  unit  are  as  follows;  29  patients  were 
restless,  18  patients  were  subcomatosed;  8 were  in 
florid  pulmonary  edema;  7 had  a history  of  cardiac 
arrest;  7 were  anuric;  and  20  had  severe  oliguria,  that 
is,  a urine  output  less  than  10  cc.  per  hour.  The  he- 
modynamic data  on  arrival  in  the  intensive  care  unit 
before  IABP  stabilization  indicated  that  all  were 
hypotensive,  with  a systolic  blood  pressure  of  68  plus 
or  minus  2 mm.  Hg;  mean  arterial  blood  pressure  of 
45  plus  or  minus  3 mm.  Hg;  pulmonary  capillary 
wedge  pressure  of  25  plus  or  minus  4 mm.  Hg;  and 
cardiac  indices  measuring  1.8  plus  or  minus  3 1.  per 
minute  per  square  meter.  The  entire  group  was  in 
MIRU  hemodynamic  Class  IV. 

In  eight  patients,  we  failed  to  pass  the  IABP 
catheter  into  the  descending  thoracic  aorta  via  the 
femoral  arteries  because  of  extensive  aortoiliac  oc- 
clusive disease,  and  all  eight  patients  died  within  12 
hours  of  their  arrival  in  the  intensive  care  unit. 
Twelve  patients  died  within  two  hours  of  arrival  in 
the  intensive  care  unit  regardless  of  whether  they  had 
balloon  pumping  initiated  or  not.  These  12  patients 
were  moribund  and  preterminal  by  the  time  they 
arrived  in  the  intensive  care  unit. 

Soon  after  the  arrival  in  the  intensive  care  unit,  to 
raise  their  blood  pressure,  all  patients  had  received 
dopamine  infusions  at  an  average  of  25  micrograms 
per  kilogram  per  minute.  By  the  time  the  patient 
was  in  the  cardiac  catheterization  laboratory,  the 
mean  arterial  blood  pressure  had  increased  to  70  plus 
or  minus  2 mm.  Hg.  All  patients  had  reduced  ejec- 
tion fraction  with  severe  left  ventricular  dysfunction 
(Table  II).  The  mean  duration  of  shock  prior  to 
IABP  was  9.5  hours,  with  a range  of  4 to  20  hours. 

Forty-seven  patients  underwent  coronary  artery 
angiogram  after  IABP  stabilization;  34  required 
surgery  urgently,  and  13  were  not  operated  on  (Fig. 
1).  Early  in  our  experience  it  was  felt  by  some  of  us 
that  the  following  were  absolute  contraindications 
for  surgery:  ( 1 ) marked  reduction  of  left  ventricular 
ejection  fraction;  (2)  presence  of  acute  renal  failure; 
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TABLE  II.  Hemodynamic  data  at  cardiac 
catheterization,  on  IABP  plus  dopamine 


47 

IABP  + ANGIOGRAPHY 


Data 

Measurement 

1 L 

1 

Mean  arterial  blood  pressure 

70  ± 2 mm.  Hg 

34 

13 

Left  ventricular  ejection  fraction 

28  ± 0.04  percent 

LHEKCENCY 

REVASCULARIZATION 

NO  SURCERY 

Left  ventricular  end-diastolic  pressure 

29  ± 2 mm.  Hg 

(3)  severe  triple  or  quadruple  coronary  artery  ste- 
nosis; and  (4)  inadequate  trial  of  balloon  dependency, 
that  is,  less  than  48  hours.  These  contraindications 
were  abandoned  as  our  surgical  experience  improved. 
Of  the  34  patients  operated  on,  20  had  left  ventricular 
power  failure  and  14  patients  had  plumbing  defects, 
that  is,  ventricular  septal  defect  and  acute  mitral 
regurgitation.  Eleven  of  the  20  who  underwent  op- 
eration for  power  failure  survived.  In  this  group  of 
patients,  the  average  number  of  coronary  grafts 
performed  was  2.2  per  patient.  There  were  6 im- 
mediate survivors  of  the  14  patients  who  underwent 
repair  of  ventricular  septal  defect  and/or  mitral  valve 
replacement.  There  was  one  late  death,  one  and 
one-half  years,  in  this  group  due  to  recurrent  myo- 
cardial infarction.  The  13  patients  who  did  not  un- 
dergo any  surgery  were  continued  on  IABP  and 
conventional  medical  therapy  including  dopamine, 
furosemide  (Lasix),  digoxin,  and  anti-arrhythmia 
drugs  and  dialysis  as  needed.  One  patient  had  a 
ventricular  septal  defect,  and  this  patient  did  not 
survive.  Twelve  patients  had  pure  power  failure,  and 
there  was  only  one  late  survivor.  This  patient  had 
recurrent  ventricular  arrhythmia  and  congestive 
heart  failure  one-half  year  after  acute  anterolateral 
myocardial  infarction  treated  by  IABP  for  which  he 
had  left  ventricular  aneurysmectomy  and  is  now  a 
late  survivor  in  the  NYHA  (New  York  Heart  Asso- 
ciation) Class  II.  Ths  distribution  of  the  location  of 
the  infarct  was  comparable  in  both  the  operated  and 
nonoperated  groups  and  among  survivors  of  opera- 
tion (Table  III). 

Among  the  15  late  surgical  survivors,  2 patients 
were  not  brought  back  for  the  exercise  study  for  the 
following  reasons:  (1)  1 patient  is  in  the  clinical 

NYHA  Class  III,  and  (2)  1 patient  is  an  amputee, 
from  IABP  complication,  who  is  functioning  sur- 
prisingly well  with  a prosthesis.  The  remaining  13 
late  survivors  were  brought  back  for  exercise  testing 
at  a mean  follow-up  of  22  months.  As  a group,  these 
late  survivors  did  well  on  standard  treadmill  testing. 
The  mean  duration  of  exercise  with  the  modified 
Bruce  protocol  was  8 plus  or  minus  0.6  minutes  of 
Bruce  Stage  II  or  approximately  6 to  7 METS.  The 
heart  rate  response  was  normal  in  all  patients  with 
the  mean  heart  rate  increasing  to  86  plus  or  minus  8 
percent  at  peak  effort,  resulting  in  mean  achievement 
of  89  plus  or  minus  2 percent  of  maximum  predicted 
heart  rate  for  age.  The  systolic  blood  pressure  re- 
sponse in  12  patients  was  normal,  increasing  by  24 
plus  or  minus  4 percent  at  peak  exercise  (Table  IV). 
In  1 patient  the  blood  pressure  fell  during  Stage  III 
of  exercise,  resulting  in  termination  of  the  study. 
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FIGURE  1.  Late  survival  in  cardiogenic  shock  following 
balloon  pumping  and  emergency  revascularization. 


TABLE  III.  Location  of  infarct 


Group 

AMI* 

DMI,+  PMI** 

Total 

25 

22 

Nonoperated 

7tt 

6 

Operated 

18 

16 

Survivors  of  operation 

9 

8 

* AMI  = acute  myocardial  infarction. 
f DMI  = diaphragmatic  myocardial  infarction. 

**  PMI  = posterior  myocardial  infarction. 

ft  Only  survivor  of  this  group  eventually  had  left  ventricular  aneurys- 
mectomy one  and  one-half  years  after  IABP. 


TABLE  IV.  Exercise  tolerance  in  13  patients 


Exercise 

Number  of 

Equivalent 

Stage 

Patients 

NYH  Class 

III 

4 

I 

II 

6 

II 

I 

3 

III 

The  most  frequent  reason  for  termination  of  exercise 
testing  was  fatigue,  which  was  present  in  6 patients. 
Dyspnea  as  a limiting  symptom  occurred  in  3.  Ex- 
ercise was  terminated  because  of  chest  pain  in  only 
2 patients.  One  patient  was  symptomatic  on 
achievement  of  maximum  predicted  heart  rate  dur- 
ing Stage  III  of  exercise.  In  a single  patient,  the  test 
was  terminated  because  of  a falling  systolic  blood 
pressure  during  Stage  III  exercise. 

The  electrocardiographic  response  to  exercise  was 
not  related  to  the  symptoms  or  sign  end  point.  All 
patients  were  taking  digitalis  at  the  time  of  the  study. 
S-T  segment  elevation  was  present  at  end  exercise 
in  nine  patients.  S-T  segment  depression  was 
present  in  four.  Of  the  two  patients  with  chest  pain 
as  an  end  point  of  exercise,  one  had  S-T  segment 
depression  and  the  other  had  S-T  segment  elevation. 
In  the  patient  who  developed  hypotension,  S-T  seg- 
ment depression  was  present.  Only  one  of  the  five 
patients  with  fatigue  and  one  of  the  three  patients 
with  dyspnea  at  end  exercise  had  S-T  depression. 
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The  remainder  had  S-T  segment  elevations  corre- 
sponding to  the  area  of  old  myocardial  infarction  as 
seen  on  resting  electrocardiogram.  Five  patients  had 
exercise-induced  VPCs  (ventricular  premature 
contractions).  These  occurred  in  one  patient  with 
chest  pain,  two  patients  with  dyspnea,  one  patient 
with  fatigue,  and  the  patient  with  hypotension  as 
exercise  end  points.  The  three  sequential  VPCs 
occurred  in  a single  patient  with  dyspnea  and  no 
chest  pain.  Thus,  six  patients  became  limited  during 
Stage  II  exercise,  three  patients  were  unable  to  ex- 
ercise beyond  Stage  I,  and  four  patients  were  able  to 
achieve  Stage  III  exercise  tolerance  (Fig.  1). 

Conclusion 

Postmortem  studies  have  demonstrated  that  the 
clinical  syndrome  of  cardiogenic  shock  is  associated 
with  loss  of  at  least  40  percent  of  left  ventricular 
muscle  mass.  Because  the  mortality  rate  of  cardio- 
genic shock  with  standard  medical  therapy  ap- 
proaches 95  percent,4’6  a series  of  trials  with  IABP 
support  to  minimize  myocardial  necrosis  was  begun 
in  the  early  1970s.7’8  Although  hemodynamic  im- 
provement with  IABP  was  apparent,  hospital  dis- 
charge rates  in  shock  patients  without  revascular- 
ization surgery  in  studies  by  Scheidt  et  al.,1  Dunkman 
et  al.,2  and  Leinbach  et  al.,9  were  only  17, 16,  and  13 
percent,  respectively.  For  this  reason,  a more  ag- 
gressive approach  to  cardiogenic  shock  combining 
balloon  pump  stabilization,  cardiac  catheterization, 
and  surgical  revascularization  was  begun  at  several 
institutions. 

Among  34  patients  who  underwent  surgery  fol- 
lowing IABP  stabilization  for  cardiogenic  shock, 
there  were  16  late  survivors  at  mean  follow-up  of  22 
months.  The  late  survival  rate  of  47  percent  in  our 
series  is  similar  to  the  results  of  O’Rourke  et  al.,10  50 
percent,  and  Sanders  et  al.,11  44  percent.  Among  our 
patients,  a late  survival  rate  of  55  percent,  that  is,  in 
11  of  20  cases,  in  patients  with  pump  failure  alone 
exceeded  the  36  percent  late  survival  rate,  that  is,  in 
5 of  14  patients  with  associated  mitral  regurgitation 
or  ventricular  septal  defect.  These  late  survival  rates 
compare  favorably  with  the  reported  13  to  17  percent 
survival  of  patients  treated  with  IABP  alone,1’2  and 
less  than  10  percent  survival  with  standard  medical 
therapy.4’6 

This  study  documents  satisfactory  exercise  ca- 
pacity of  late  survivors  of  aggressive  surgical  therapy 
for  cardiogenic  shock.  Of  13  patients,  6,  that  is,  46 
percent,  have  resumed  their  usual  work  activity,  and 
7 have  retired  or  are  on  permanent  disability.  There 
have  been  only  3 cardiovascular-related  hospitali- 
zations during  the  follow-up  period  in  this  group. 
With  modified  treadmill  testing,  the  mean  duration 
of  exercise  was  2.4  minutes  of  Bruce  Stage  II,  a 
workload  equivalent  to  approximately  6 to  7 
METS.12  This  workload  is  equivalent  to  such  ac- 
tivities as  walking  at  5 miles  per  hour  on  level  ground, 
cycling  10  miles  per  hour,  routine  housework,  light 


manual  labor,  and  light  sports  activity.13 

While  the  level  of  exercise  performed  by  our  pa- 
tients is  therefore  compatible  with  usual  daily  ac- 
tivity, their  performance  remains  limited.  Fatigue 
was  the  most  frequent  reason  for  termination  of  ex- 
ercise, chest  pain  being  the  end  point  in  only  two  of 
our  study  group.  These  end-point  symptoms  are 
similar  to  previous  data  on  exercise  testing  in  non- 
shock postcoronary  artery  bypass  patients.14 

We  recognize  the  extraordinary  financial  and  re- 
source commitment  needed  to  support  a surgical 
approach  to  cardiogenic  shock.  Whether  preserva- 
tion of  human  life  at  any  cost  by  technical  means  is 
ethically  justifiable  is  an  open  debate.  We  would  not 
be  satisfied  if  all  our  efforts  resulted  only  in  cardiac 
cripples.  Fortunately,  the  quality  of  life  enjoyed  by 
our  long-term  survivors  is  similar  to  that  of  other 
people  who  sustained  a less  severe  myocardial  in- 
farction. We  find  among  our  survivors  two  active 
housewives,  a practicing  attorney,  a jeweler,  a park 
supervisor,  and  an  engineer.  Contrasted  with  pre- 
vious experience  of  poor  survival  in  medically  treated 
cardiogenic  shock,  aggressive  surgical  management 
appears  to  offer  not  only  improved  survival,  but  a 
reasonable  prospect  for  satisfactory  quality  of  life. 

525  East  68th  Street 
New  York,  N.Y. 

(DR.  SUBRAMANIAN) 
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Discussion 

Abraham  I)ov  Merav,  M.I).,  The  Bronx,  New 
York.  In  support  of  Dr.  Subramanian’s  conclusions, 
I would  like  to  present  a summary  of  (he  Montefiore 
Hospital  experience  with  the  management  of  patients 
in  cardiogenic  shock. 

During  a four-year  period  ending  April,  1979,  a 
group  of  49  patients  as  just  described  required  bal- 
loon counterpulsation.  In  addition  to  cardiogenic 
shock,  seven  of  these  patients  had  significant  mitral 
regurgitation,  five  had  a ventricular  septal  defect, 
three  had  a left  ventricular  aneurysm,  and  two  had 
continuing  angina. 

Fourteen  patients  did  not  improve  after  intra- 
aortic balloon  pulsation  and  died  soon  thereafter;  35 
patients  improved  and  had  emergency  angiography 
without  any  related  morbidity  or  death.  Of  these, 
17  underwent  emergency  surgical  procedures,  and  I 
will  give  you  the  details  of  those  in  a minute;  8 of 
these  17  were  hospital  survivors,  1 died  six  months 
later,  and  the  other  7 are  still  alive.  Eighteen  pa- 
tients were  not  operated  on  either  because  they  were 
considered  inoperable  or  because  they  declined  to 
have  an  operation.  Eight  of  these  18  patients  sur- 
vived to  be  discharged  from  the  hospital,  and  all  of 
them  are  still  alive. 

The  length  of  survival  of  both  groups,  which  is  too 
small  to  compute  in  an  actuarial  fashion,  is  12  to  28 
months.  All  of  the  survivors  in  the  surgically  treated 
group  are  alive  at  least  one  year,  and  some  are  alive 
two  years  postoperatively. 

The  survival  in  the  medically  treated  group  is 
shorter  and  ranges  between  5 and  25  months.  One 
of  the  medically  treated  patients  subsequently  had 
a successful  vein  graft  operation.  These  are  the 
operations  that  were  performed:  there  were  seven 
aortocoronary  vein  grafts  with  five  hospital  survivors, 
and  it  was  among  these  survivors  that  we  had  the  one 
late  death;  there  were  five  repairs  of  VSD  (ventricular 
septal  defect),  three  of  which  were  posterior  and  the 
remaining  two  associated  with  an  aneurysm;  there 
were  three  left  ventricular  aneurysmectomies;  and 
there  were  two  mitral  valve  replacements.  There 
was  one  survivor  in  each  of  these  three  groups  so  that 
altogether  our  survival  in  the  group  with  mechanical 
defects  is  not  as  good  as  that  in  the  Cornell  group. 
The  percentage  of  survivors  in  the  coronary  graft 
group  is  better,  but  the  group  is  much  smaller.  As 
a result  of  our  experience,  we  now  recommend  that 
every  patient  who  requires  intra-aortic  balloon  as- 
sistance undergo  coronary  arteriography  and  ven- 
triculography as  soon  as  his  condition  stabilizes.  We 
consider  emergency  operations  indicated  in  the  fol- 
lowing cases:  (1)  patients  with  structural  defects; 
and  (2)  patients  in  cardiogenic  shock  whose  left 
ventriculogram  demonstrates  areas  of  hypokinesis 


which  are  supplied  by  stenotic  but  bypassable  coro- 
nary artery  branches.  Our  experience  shows  that 
emergency  operations  in  these  very  ill  patients  can 
be  done  with  reasonable  survival  rate  of  almost  50 
percent  and  a very  gratifying  rehabilitation  in  those 
who  survived  and  were  studied  by  the  same  tech- 
niques as  described  by  Dr.  Subramanian. 

David  Hregman,  M.D.,  New  York  City.  I,  too, 
would  like  to  congratulate  the  group  from  Cornell  on 
this  very,  very  excellent  series.  It’s  one  of  the  largest 
series  reported  with  a very  aggressive  approach  to 
surgery  and  a very  short  time  period  in  cardiogenic 
shock.  It  is  particularly  pleasing  for  me  to  see  a 
change  in  attitude  at  Cornell  over  the  years.  In  April 
of  1970,  the  first  patient  who  underwent  open-heart 
surgery  on  a balloon  pump  was  treated  at  Cornell. 
This  surgery  was  performed  at  Cornell  on  a patient 
brought  there  by  a young  surgical  resident,  myself, 
at  that  time.  Then  it  seems  that  there  was  a lull  in 
activity  there,  and  I can  remember  a report  from  that 
institutiorwby  Dr.  Scheidtof  a large  medical  balloon 
experience,  with  rather  dismal  results.1  Now,  it’s 
very  encouraging  to  see  good  results  with  a very  ag- 
gressive approach  which  is,  I think,  the  right  way  to 
handle  these  patients.  These  results  are  very  similar 
to  those  reported  from  the  Massachusetts  General 
Hospital  where  recently  they  reported  on  survival  of 
patients  in  cardiogenic  shock;  26  out  of  64  patients 
or  a percentage  of  41  actually  survived.3  Our  own 
experience  at  Columbia  is  related  mostly  to  balloon 
pumping  revolving  about  open-heart  surgical  pa- 
tients, so  I can’t  comment  extensively  on  the  car- 
diogenic shock  experience  except  that  we  are  using 
the  cardiac  transplantation  approach  in  the  bal- 
loon-dependent patient.  I think  that  the  debate  that 
has  been  occurring  among  medical  people  and  sur- 
geons over  the  past  10  years  has  been  with  regard  to 
the  timing  of  and  the  intervention  of  angiocardi- 
ography and  surgery  in  these  patients  in  cardiogenic 
shock.  Nobody  really  knows  the  answer,  and  this  is 
one  of  the  first  reports  that  I have  seen  that  has  really 
compressed  all  of  the  times  to  within  a short  period 
and  the  surgery  within  a few  hours  after  that,  and 
produced  very  excellent  results.  It’s  been  stated  by 
the  pathologists  at  the  Massachusetts  General  Hos- 
pital that  if  one  has  an  acute  infarct  perhaps  the 
patient  should  be  balloon  pumped  for  five  days  be- 
cause during  that  period  of  time  there  is  maximum 
neovascularity  into  the  infarct  and  maximum  re- 
duction of  infarct  size.  I think  the  operation  itself, 
however,  does  the  same  thing:  it  revascularizes  the 
heart  much  like  the  balloon  does,  pushing  blood  into 
this  peri-infarction  zone,  and  I think  that  when  one 
gets  on  with  this  operation,  the  quicker  the  better. 
It’s  awfully  hard  to  convince  a medical  person  when 
you’ve  had  this  patient  on  the  balloon  pump  with  a 
CPK  of  5,000  and  an  acute  infarct  that  he  should 
have  an  emergency  operation,  but  I think  it  is  the 
result  of  studies  like  this  one  that  will  show  that  in 
fact  this  may  be  the  actual  way  in  which  it  should  be 
done.  I have  one  or  two  little  questions  for  you.  You 
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had  one  slide  that  showed  contraindications  to  op- 
erating in  cardiogenic  shock — renal  failure,  a low 
ejection  fraction,  and  so  on.  You  don’t  still  really  use 
these  criteria — I’m  just  curious.  It  was  really  an 
excellent  study. 

Dr.  Subramanian:  I would  like  to  thank  those 
who  participated  in  the  discussion  for  pertinent  re- 
marks. I am  happy  to  note  that  Dr.  Merav  and  his 
group  at  Montefiore  Hospital  are  able  to  report  re- 
sults similar  to  these  of  ours  in  these  extremely  ill 
patients  with  severe  cardiogenic  shock  following 
acute  myocardial  infarction. 

I am  particularly  interested  in  those  patients  who 
survived  on  balloon  pumping  without  emergency 
cardiac  surgery.  Similar  good  results  have  been  re- 
ported by  the  group  at  Rotterdam  with  a 50  percent 
survival  rate  of  patients  in  cardiogenic  shock  treated 
by  intra-aortic  balloon  pumping  alone.*  I recently 
had  the  opportunity  to  visit  the  Thorax  Center  in 
Rotterdam  and  speak  with  Prof.  Paul  Hugenholtz 
personally  and  observe  their  patient  population.  It 
is  striking  that  balloon  pumping  in  that  center  is 
started  within  the  first  few  hours  of  shock;  namely, 
they  do  not  wait  beyond  five  hours  of  shock.  They 
perform  cardiac  catheterization  roughly  about  7.5 
days  from  the  time  of  balloon  pumping  initiation. 
These  patients  have  predominantly  single-vessel  left 
anterior  descending  coronary  artery  obstruction. 
From  their  experience,  and  going  over  our  own  ex- 
perience, I now  feel  that  there  is  a place  for  intra- 
aortic balloon  alone  and  that  is  in  patients  who  have 
single  dominant  coronary  artery  obstruction  pro- 
ducing an  infarction  in  the  area  of  the  distribution 
of  that  artery  with  no  other  coronary  arterial  stenosis. 
The  dilemma  is  in  those  patients  who  have  severe 
triple  coronary  artery  stenosis  who  present  them- 
selves in  an  advanced  stage  of  shock  with  prolonged 

* Hagemeijer,  F.,  Laird,  J.  D.,  Haalebos,  M.  M.,  and  Hugenholtz, 
F.  G.:  Effectiveness  of  intra-aortic  balloon  pumping  without 

cardiac  surgery  for  patients  with  severe  heart  failure  secondary 
to  recent  myocardial  infarction.  Am.  J.  Cardiol.  40:  951  ( 1977). 


duration  of  shock.  In  these  patients,  I still  feel  that 
emergency  coronary  artery  bypass  surgery  is  the 
route  to  go.  However,  there  is  a place  for  initial 
intra-aortic  balloon  pumping  early  on  in  cardiogenic 
shock;  by  that  I mean  within  the  first  six  hours,  fol- 
lowed by  immediate  coronary  angiography  to  docu- 
ment the  triple  coronary  artery  stenosis.  Following 
this,  one  could  wean  the  patient  off  the  balloon 
acutely  and  then  perform  coronary  artery  revascu- 
larization surgery  at  an  interval  period  of  from  four 
to  six  weeks  from  the  time  of  the  acute  infarction. 
To  my  knowledge,  nobody  has  undertaken  this  kind 
of  an  approach  in  the  management  of  patients  with 
cardiogenic  shock  following  acute  myocardial  in- 
farction who  have  severe  triple  or  quadruple  coronary 
artery  stenosis.  I believe  that  this  probably  will  be 
the  best  approach,  although  I cannot  prove  it  at  the 
present  time.  As  for  balloon  pumping  very  early  in 
cardiogenic  shock,  I think  we  are  reaching  the  era 
during  which  this  dream  will  be  fulfilled.  I cannot 
elaborate  on  a particular  technique  that  we  have  been 
working  on  to  facilitate  intra-aortic  balloon  pump 
insertion  within  a few  minutes  of  seeing  the  patient 
in  cardiogenic  shock. 

Answering  the  question  of  Dr.  Bregman  regarding 
renal  failure  in  cardiogenic  shock,  I must  say  that  we 
do  not  feel  at  the  present  time  that  acute  renal  failure 
or  low  ejection  fraction  is  a contraindication  for  acute 
revascularization  in  this  setting.  I want  to  emphasize 
that  we  are  still  in  the  learning  curve  of  the  surgical 
management  of  cardiogenic  shock.  We  still  have  to 
learn  in  whom  we  can  get  the  best  results,  when  to 
operate  on  these  patients,  and  when  not  to  operate. 
By  doing  early  noninvasive  left  ventricular  wall 
motion  analysis  with  gated  blood  pool  scanning,  one 
might  get  an  insight  into  the  prognosis  of  the  patient 
with  each  mode  of  therapy. 

Once  again,  I thank  the  Association  for  giving  me 
an  opportunity  to  present  our  results  at  this  meeting, 
and  I thank  the  discussants  once  again  for  their  kind 
comments. 
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Radiologic  Problem 
of  the  Month 


Erosive  Arthritis 


A 56-year  old  woman  had  had  painful  joints  of  the  hands 
for  the  past  several  months.  Her  mother  had  similar 
complaints. 


Elucidation 

Roentgenogram  of  the  hands  reveals  subarticular 
erosions  with  marginal  sclerosis  at  the  proximal  and 
distal  interphalangeal  joints  bilaterally.  In  addition, 
the  joint  spaces  are  narrowed,  and  marginal  osteo- 
phytes are  present.  Subluxation  is  noted  in  some  of 
the  interphalangeal  joints.  Similar  changes  are  also 
present  at  the  trapeziometacarpal  joints.  -Juxta- 
articular  osteoporosis,  para-articular  calcifications, 
and  periosteal  new  bone  are  lacking. 

EOA  (erosive  osteoarthritis)  or  erosive  inflam- 
matory osteoarthritis  is  a relatively  uncommon  var- 
iant of  primary  osteoarthritis.  EOA  is  generally 
encountered  in  postmenopausal  women,  who  present 
signs  of  acute  onset  of  pain  and  swelling  of  the  in- 
flamed interphalangeal  joints.  The  distal  inter- 
phalangeal joints,  the  proximal  interphalangeal  joints 
of  the  hands,  and  the  trapeziometacarpal  joints  are 
the  common  sites  of  involvement.  However,  the  feet, 
the  knees,  and  the  cervical  spine  may  also  show 
changes  of  EOA.  The  disorder  is  heritable,  and 
painful  episodes  lead  eventually  to  joint  deformity 
and  ankylosis.  The  precise  nature  of  EOA  is  not 
clear,  and  it  may  represent  a part  of  the  spectrum  of 
primary  generalized  osteoarthritis  or  an  overlay  of 
rheumatoid  arthritis.  It  has  been  suggested  that 
EOA  represents  an  interface  disorder  between  non- 
inflammatory osteoarthritis  and  rheumatoid  ar- 
thritis.1”4 

Histologically,  in  the  acute  stage,  the  synovium 
reveals  intense  inflammation  and  is  often  indistin- 
guishable from  rheumatoid  arthritis.  In  the  chronic 
stage,  no  distinct  pattern  is  present.  In  burnt-out 
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cases,  synovial  biopsy  is  compatible  with  that  found 
in  osteoarthritis. 

The  radiologic  features  of  EOA  are  characteristic. 
The  erosion  in  EOA  characteristically  resembles  “gull 
wing”  due  to  the  destruction  of  articular  cartilage.3 
The  distribution  of  EOA  in  hands  is  similar  to  pri- 
mary osteoarthritis.  However,  the  presence  of  the 
articular  erosions  may  simulate  rheumatoid  arthritis, 
and  yet  juxta-articular  osteoporosis,  a characteristic 
feature  of  the  latter,  is  not  present.  Lack  of  fluffy 
periosteal  new  bone  formation  and  lack  of  prolifer- 
ative erosions  rule  out  the  type  of  arthritis  encoun- 
tered in  psoriasis  and  Reiter  syndrome.3  The  ero- 
sions are  not  eccentric  with  overhanging  margins,  and 
soft  tissue  calcifications  are  not  present  to  indicate 
gouty  arthritis. 

In  the  differential  diagnosis,  pigmented  villonod- 
ular  synovitis,  multicentric  reticulohistiocytosis, 
hyperlipidemia,  sarcoidosis,  and  hyperparathy- 
roidism may  be  considered.  Pigmented  villonodular 
synovitis  involving  multiple  joints  of  the  hands  bi- 
laterally is  extremely  rare,  although  lack  of  juxta- 
articular  osteoporosis  may  suggest  this  entity. 
Multicentric  reticulohistiocytosis  often  occurs  with 
skin  changes  and  soft-tissue  nodules.  Hyperlipi- 
demia rarely  may  present  an  erosive  type  of  arthritis, 
but  in  this  entity  also  soft-tissue  xanthomata  are 
often  present.  Sarcoidosis  is  not  a real  consideration 
since  there  are  no  well-defined  lytic  areas  in  the 
bones.  When  sarcoid  granulations  involve  the  joint, 
pronounced  destructive  changes  simulating  a neu- 
ropathic joint  are  present.  Since  subperiosteal  re- 
sorption is  not  present,  hyperparathyroidism  either 
primary  or  secondary  cannot  be  considered. 

EOA  is  a self-limiting  disorder  with  residual 
deformities  subsequent  to  the  passing  phase  of  ac- 
tivity. Ankylosis  of  the  interphalangeal  joints  may 
be  the  end  result.  Conservative  treatment  often 
relieves  the  symptoms. 

Diagnosis 

Erosive  osteoarthritis 
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QUESTION  291.  The  patient  has  a demand  pacemaker,  lead  II.  What  i9  the  interpretation? 


QUESTION  292.  A 74-year-old  man  was  admitted  for  elective  surgery.  He  had  a history  of  angina  pectoris, 
is  the  diagnosis  of  his  electrocardiogram?  What  preoperative  treatment  is  indicated? 


What 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  291.  Regular  P waves  are  present  at  a 
rate  of  82  beats  per  minute.  The  first  ventricular 
beat  is  initiated  by  a pacer  spike.  A P wave  precedes 
this  beat  at  0.14  second  but  is  not  conducted.  The 
second  through  seventh  ventricular  complexes  are 
not  preceded  by  a pacer  spike.  Each  is  preceded  by 
a P wave.  The  P-R  interval  of  the  first  conducted 
beat  (beat  2)  is  0.22  second,  beat  3 is  0.24,  beat  4 is 
0.28,  beat  5 is  0.36,  beat  6 is  0.36,  and  beat  7 is  0.40. 
The  next  P wave  is  blocked,  and  the  pacer  escapes 
and  captures  the  next  2 beats. 

The  R-R  interval  of  the  spontaneous  beats  is  reg- 
ular at  a rate  of  80  beats  per  minute.  The  P-P  in- 
terval is  regular  at  a rate  of  84  beats  per  minute. 

The  rhythm  is  sinus.  A demand  pacemaker  is 
present;  it  is  turned  off  at  beat  2 by  a spontaneous 
junctional  rhythm.  The  junctional  rhythm  stops 


after  beat  7;  the  pacemaker  escapes  and  captures  the 
ventricles.  Despite  the  progressive  increase  in  P-R 
interval,  Wenckebach  periodicity  is  not  present.  In 
Wenckebach  periodicity  the  ventricular  rate  accel- 
erates and  then  slows. 

Question  292.  The  rhythm  is  regular  sinus.  The 
P-R  interval  is  0.18  second.  The  QRS  is  wide,  mea- 
suring 0.16  second.  An  rsR'  pattern  is  seen  in  Vi  and 
an  r slurred  S in  V6.  Right  bundle  branch  block  is 
present. 

In  the  frontal  plane,  the  mean  electrical  axis  of  the 
first  0.06  second  of  the  QRS  is  abnormal,  minus  45 
degrees,  establishing  the  diagnosis  of  left  anterior 
fascicular  block.  The  combination  of  right  bundle 
branch  block  and  left  anterior  fascicular  block  is  bi- 
fascicular  block.  In  the  absence  of  syncope  the 
prophylactic  insertion  of  a pacemaker  is  not  indi- 
cated. 

Only  the  first  0.06  second  of  the  QRS  is  used  in 
calculating  the  mean  electrical  axis  in  the  frontal 
plane  in  the  presence  of  right  bundle  branch  block. 

The  R wave  becomes  progressively  smaller  from 
Vi  to  V6.  This  finding  may  indicate  anterior  wall 
myocardial  infarction. 


Clinical  Clues 

— Although  sexual  impotence  is  not  mentioned  in  the 
package  insert  as  an  adverse  effect  of  propranolol 
(Inderal),  this  effect  has  been  reported  (Hollifield,  J. 
W.,  et  al.:  New  England  J.  Med.  295:  68  (1976); 
Warren,  S.  G.,  et  al.:  Am.  J.  Cardiol.  37:  420 

(1976)). 


(Millichap,  J.  G.:  Hyperglycemic  effect  of  diphe- 
nylhydantoin,  New  England  J.  Med.  281:  447 
(1969)). 

— It  has  been  known  for  many  years  that  persons  af- 
flicted with  migraine  often  develop  hypertension  in 
later  years  (Janeway,  T.  C.:  Arch.  Int.  Med.  12:  755 
(1913)). 


— Protruding  ear  lobes  should  be  considered  similar  to 
ptosis,  a defect  that  frequently  indicates  neuromus- 
cular disease.  Protruding  ears  are  seen  in  many 
multiple  muscle  systemic  system  defects  such  as 
myotonic  dystrophy,  muscular  dystrophy,  Down’s 
syndrome,  Turner’s  syndrome,  congenital  seventh- 
nerve  paralysis,  fetal  alcohol  syndromes,  and  other 
trisomies  (Smith,  D.  W.,  and  Takshima,  H.:  Lancet 
1:  747  (Apr.  8)  1978). 

— A fixed  drug  reaction  is  by  definition  an  eruption  re- 
curring at  the  same  site  after  reexposure  to  a drug  that 
precipitated  the  previous  lesion.  The  drugs  most 
commonly  implicated  are  the  barbiturates,  the  sali- 
cylates, phenacetin,  and  phenolphthalein;  less  com- 
monly involved  are  the  sulfonamides  and  the  tetra- 
cyclines. Although  the  lesions  occur  on  various  parts 
of  the  body,  the  glans  penis  (and  foreskin,  if  uncir- 
cumcised) is  a frequent  solitary  site  of  the  eruption. 
Preexisting  nonspecific  urethritis  may  play  a role  in 
determining  this  target  site  (Csonka,  G.  W.,  et  al.: 
Balanitis  due  to  a fixed  drug  eruption  associated  with 
tetracycline  therapy,  Brit.  J.  Vener.  Dis.  47:  42 
(1971)). 

— Diphenylhydantoin  has  been  shown  to  have  multiple 
effects.  One  of  these  is  hyperglycemia.  There  have 
been  several  reports  of  hyperglycemic  hyperosmolar 
coma  associated  with  diphenylhydantoin  intoxication 
in  diabetic  persons,  and  a report  of  glucose  intolerance 
induced  by  conventional  therapeutic  doses  of  the  drug 


— Microvascular  complications  of  diabetes  are  believed 
to  be  the  consequence  of  years  of  poor  diabetic  control, 
yet  its  assessment  by  random  blood  glucose  mea- 
surement is  seriously  inadequate.  Recently,  however, 
and  for  the  first  time,  a raised  blood  glucose  concen- 
tration has  been  shown  to  alter  the  composition  of  a 
protein  after  its  synthesis.  Thus,  increased  amounts 
of  glycolysated  hemoglobins  reflect  hyperglycemia 
and  are  not  genetically  determined,  being  normal  in 
nondiabetics  (Tatterfall,  R.  D.,  et  al.:  New  England 
J.  Med.  293:1171  (1975)). 

— Patients  with  liver  dysfunction  are  especially  liable 
to  ill  effects  from  anesthesia  (Strumn,  L.:  Brit.  J. 
Anesth.  50:  25  (1978)). 

— Shulman’s  syndrome  includes  fasciitis  of  rapid  onset, 
sclerodermoid  skin  changes,  absence  of  Raynaud’s 
phenomenon,  absence  of  visceral  manifestations  of 
progressive  systemic  sclerosis,  hypergammaglobuli- 
nemia, transient  eosinophilia,  and  a dramatic  response 
to  systemic  corticosteroid  therapy.  Although  this 
syndrome  may  be  a variant  of  scleroderma,  its  dra- 
matic responsiveness  to  corticosteroid  therapy  is  a 
particularly  distinguishing  feature  (Shulman,  L.  E.: 
Diffuse  fasciitis  with  hypergammaglobulinemia  and 
eosinophilia:  a new  syndrome?,  J.  Rheumatol,  supp. 
1:46  (1974)). 
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Less  than  13  years  ago,  Fiumara,  Wise,  and  Many1 
“rediscovered”  pharyngeal  gonococcal  infection. 
Since  that  time,  the  epidemiology,  signs,  symptoms, 
complications,  and  treatment  of  pharyngeal  gonor- 
rhea has  been  the  focus  of  a wealth  of  clinical  inves- 
tigations. It  is  now  clear  that  pharyngeal  gonorrhea 
is  no  longer  an  uncommon  medical  curiosity.  It  is 
prevalent  in  certain  populations,  is  usually  in  an 
asymptomatic  form,  and  is  frequently  difficult  to 
eradicate.  In  this  report,  we  will  review  this  form  of 
gonococcal  infection. 

Epidemiology,  prevalence, 
and  risk  factors 

In  patients  with  gonorrhea,  the  pharynx  is  the  least 
common  site  infected.  During  calendar  year  1977, 
227  cases  of  pharyngeal  gonorrhea  were  reported 
from  the  New  York  City  Social  Hygiene  Clinics.2 
This  represented  0.9  percent  of  reported  gonococcal 
infections  treated  in  these  clinics.  Reported  cases 
of  pharyngeal  gonorrhea  dropped  slightly  in  1978  to 
188  cases  representing  0.7  percent  of  the  total  gon- 
orrhea cases.  The  true  incidence  of  pharyngeal 
gonorrhea  is  probably  greater.  Some  patients  at  risk 
may  have  escaped  detection  if  oral  cultures  were  not 
performed. 

The  prevalence  of  gonococcal  pharyngeal  infec- 
tions is  a function  of  the  population  examined,  sexual 
habits,  and  sensitivity  of  the  diagnostic  test  em- 
ployed. Heterosexual  men  are  at  the  least  risk. 
Reported  prevalences  in  heterosexual  male  VD  (ve- 


nereal disease)  clinic  populations  range  from  0.2  to 
1.4  percent.3,4  For  heterosexual  women  attending 
VD  clinics,  the  prevalence  ranges  from  3 to  11.3 
percent.5  Homosexual  men  attending  VD  clinics 
have  the  highest  risk,  with  rates  ranging  between  5 
and  25  percent.5  Even  though  oral  sex  is  more 
popular  among  homosexual  men  than  is  rectal  sex,6 
the  reported  incidence  of  pharyngeal  gonorrhea  is 
less  than  anal  gonorrhea.  In  1978,  there  were  1,476 
cases  of  male  anal  gonorrhea  reported  from  the  New 
York  City  Social  Hygiene  Clinics.  During  the  same 
period  only  154  cases  of  pharyngeal  gonorrhea  were 
reported.  There  may  be  an  inhibitory  factor  such  as 
secretory  immunoglobulin  (Ig)A  and  competing 
saprophytic  microorganisms  that  seems  to  operate 
in  the  buccal  region. 

Not  uncommonly,  patients  with  anogenital  gon- 
orrhea will  also  have  pharyngeal  gonorrhea  as  well. 
The  prevalence  of  pharyngeal  gonococcal  infection 
in  patients  with  anogenital  gonorrhea  ranges  from  3.2 
to  5.7  percent  in  heterosexual  men,5,7  to  10.3  to  11.3 
percent  in  women,4,8  to  20.9  to  25  percent  in  homo- 
sexual men.4,7  Possibly  by  virtue  of  increased  oro- 
genital  sex,  pregnant  women  with  gonorrhea  also 
have  high  rates  of  pharyngeal  infections.  Fellatio  is 
by  far  the  most  common  mode  of  acquisition  of 
pharyngeal  gonorrhea.  Patients  with  a recent  oro- 
genital  exposure  history  to  men  with  gonococcal 
urethritis,  therefore,  have  an  exceptionally  high 
prevalence  of  pharyngeal  gonorrhea.5  Other  less 
common  modes  of  acquisition  include  cunnilingus 
and  perhaps  even  “French,”  that  is,  deep  oral-oral 
kissing.9  Both  cunnilingus  and  kissing  may  fail  to 
transmit  infection  because  of  the  relative  inaccessi- 
bility of  gonococci  residing  in  the  posterior  pharynx 
or  endocervix  to  the  susceptible  mucosa  of  the  sexual 
consort. 

Anecdotal  reports  of  autoinoculation  from  urethra 
to  pharynx  have  also  been  reported.  Since  almost 
75  percent  of  heterosexual  clinic  patients  will  practice 
fellatio  and/or  cunnilingus  with  varying  degrees  of 
regularity,4  and  between  50  to  90  percent  of  homo- 
sexual men  practice  fellatio  regularly,4,7  the  at-risk 
pool  for  pharyngeal  gonorrhea  is  quite  large  in- 
deed. 

The  reverse  route  of  transmission  of  pharyngeal 
gonorrhea,  from  pharynx  to  uninfected  genitalia, 
seems  surprisingly  uncommon.4  One  possible  ex- 
planation for  this  low  infectivity  may  be  the  growth 
inhibitory  effect  of  saliva  on  Neisseria  gonor- 
rhoeae. 10  The  actual  risk  of  acquiring  genital  gon- 
orrhea following  exposure  to  a pharyngeal  gonococcal 
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infection  has  not  yet  been  determined,  but  seems  to 
be  significantly  less  than  genital-genital,  genital-anal, 
or  genital-oral  transmission. 

Signs  and  symptoms 

Between  70  and  80  percent  of  all  pharyngeal  in- 
fections are  asymptomatic.4’7  The  occurrence  of 
pharyngeal  symptomatology  is  more  likely  to  corre- 
late with  the  practice  of  fellatio  than  with  gonococcal 
pharyngeal  infections.4  The  clinical  presentation 
of  symptomatic  pharyngeal  gonococcal  infection, 
which  is  indistinguishable  from  pharyngitis  due  to 
other  bacterial  or  viral  causes,  may  include  a severe 
sore  throat  with  extensive  tonsillar  hypertrophy 
covered  with  exudate  from  which  N.  gonorrhoeae 
may  be  recovered  and  also  enlarged,  tender  anterior 
cervical  lymph  nodes. 

Course 

The  natural  course  of  untreated  gonococcal 
pharyngitis  is  not  completely  known.  The  few 
available  studies,  however,  suggest  that  the  gono- 
coccus can  persist  within  the  pharynx  for  long  periods 
of  time,  often  measured  in  months,  and  often  dis- 
seminates. 

Diagnosis 

Unlike  genital  gonococcal  infections,  a direct 
Gram-stained  smear  of  pharyngeal  exudates  is  of  no 
value  in  the  diagnosis  of  pharyngeal  gonorrhea. 
Other  Neisseria  species  may  normally  colonize  the 
oropharynx  and  are  morphologically  indistinguish- 
able from  the  gonococcus.  These  other  Neisseria 
species,  including  N.  meningitidis  and  N.  lactamicns 
also  grow  on  the  selective  Thayer-Martin  culture 
media  used  to  isolate  the  gonococcus.  The  usual 
presumptive  criteria  for  the  isolation  of  genital  gon- 
ococci, that  is,  characteristic  growth  on  selective 
gonorrhea  media  such  as  modified  Thayer-Martin 
(MTM)  or  New  York  City  (NYC),  oxidase  positivity, 
and  gram-negative  diplococci  are  also  fulfilled  by 
these  nongonococcal  Neisseria.  One  must,  there- 
fore, perform  sugar  fermentation  testing  of  all  pha- 
ryngeal isolates  to  distinguish  between  these  other 
organisms  and  the  gonococcus.  Obviously,  the  mi- 
crobiology laboratory  must  be  aware  that  the  site  of 
the  culture  was  the  pharynx  to  properly  evaluate  the 
culture.  The  sugar  fermentation  tests  necessary  for 
confirmation  of  pharyngeal  gonococcal  infections  add 
significant  time  and  expense  to  gonorrhea 
screening. 

When  obtaining  pharyngeal  specimens,  one  must 
swab  the  posterior  pharynx  and  tonsillar  crypts 
whether  they  appear  infected  or  not.  The  swab 
should  then  be  immediately  inoculated  onto  selective 
gonorrhea  media  brought  to  room  temperature  be- 
fore inoculation  and  rapidly  incubated  in  carbon 
dioxide-enriched  atmosphere.  Since  the  sensitivity 
of  a single  pharyngeal  culture  is  relatively  low,  at  least 
two  successive  cultures  are  necessary  to  rule  out  a 


pharyngeal  gonococcal  infection.  Likewise,  since 
treatment  failures  are  not  uncommon,  at  least  two 
test-of-cure  pharyngeal  cultures  should  be  obtained, 
the  first  culture  taken  no  sooner  than  four  days  fol- 
lowing completion  of  therapy  and  the  second  one 
seven  days  after  the  first. 

Complications 

Gonococcal  pharyngeal  infection  has  been  impli- 
cated as  the  source  of  gonococcal  bacteremia.  N. 
gonorrhoeae  was  isolated  by  Wiesner  et  al.4  from  the 
pharynx  in  17  percent  of  60  patients  with  dissemi- 
nated gonococcal  infections.  Pharyngeal  gonococcal 
infection  was  the  presumptive  source  of  the  gono- 
coccemia  in  one  half  of  these  cases  because  the 
pharynx  was  the  only  primary  site  of  infection  that 
could  be  documented.  It  is  unclear  whether  pha- 
ryngeal gonococcal  infection  represented  seeding 
from  hematogenously  borne  organisms  or  multisite 
primary  infection  in  the  remaining  cases.  Because 
of  this  and  other  studies,  gonococcal  pharyngeal  in- 
fection is  believed  to  play  an  important  role  in  the 
pathogenesis  of  disseminated  gonococcal  infection. 
Patients  with  suspected  disseminated  gonococcal 
infections  should,  therefore,  always  have  pharyngeal 
gonococcal  cultures.  This  is  particularly  important 
in  female  patients  who  have  a much  higher  incidence 
of  disseminated  gonococcal  infection  as  well  as  pha- 
ryngeal gonorrhea. 

Intrauterine  gonococcal  infection  which  Hands- 
field,  Hodson,  and  Holmes11  term  the  “gonococcal 
amniotic  infection  syndrome”  may  cause  a form  of 
neonatal  gonococcal  infection  involving  the  pha- 
ryngeal site.  Gonococci  were  isolated  from  the  oro- 
gastric  aspirates  of  14  newborns.  Those  infants 
harboring  the  gonococci  had  an  increased  morbidity 
when  compared  with  infants  free  of  N.  gonorrhoeae, 
including  a greater  incidence  of  prematurity,  in- 
flammation of  the  fetal  adnexa,  histologic  evidence 
of  chorioamnionitis,  prolonged  rupture  of  the  fetal 
membranes,  and  a greater  incidence  of  sepsis  in  the 
infants.  Newborns  presenting  such  signs  should  be 
considered  for  possible  oropharyngeal  gonococcal 
infection. 

Treatment 

Cure  rates  of  patients  with  pharyngeal  gonococcal 
infections  are  significantly  lower  than  those  served 
for  .concurrent  anogenital  infection  in  the  same  pa- 
tients. Treatment  schedules  used  for  uncomplicated 
gonorrhea  are  often  ineffective  against  pharyngeal 
gonorrhea.  Both  spectinomycin  in  either  a 2-  or 
4-Gm.  intramuscular  dose  and  ampicillin,  3.5  Gm. 
orally,  with  probenecid,  1 Gm.,  have  unacceptably 
high  failure  rates.5  Effective  treatments  for  pha- 
ryngeal gonorrhea  include  4.8  million  units  of  aque- 
ous procaine  penicillin  given  as  2 intramuscular  in- 
jections concurrently  with  1 Gm.  of  probenecid  by 
mouth,  or  tetracycline  hydrochloride  given  as  500  mg. 
by  mouth  four  times  per  day  for  at  least  five  days, 
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that  is,  10  Gm.  total  dose.12  More  recently,  a new 
regimen  consisting  of  a single  oral  3.5-Gm.  dose  of 
ampicillin  trihydrate  and  1 Gm.  of  probenecid  on  the 
first  day,  followed  by  500  mg.  of  ampicillin  trihydrate 
four  times  a day  for  each  of  the  succeeding  two  days, 
for  a total  ampicillin  trihydrate  dose  of  7.5  Gm.  has 
been  reported  to  he  effective  against  pharyngeal 
gonorrhea  in  over  96  percent  of  cases.13  Substitution 
of  3 Gm.  of  amoxicillin  with  1 Gm.  of  probenecid 
would  he  expected  to  provide  comparable  cure  rates. 
Similarly,  the  tetracycline  analogs  including  doxycy- 
cline  and  minocycline  can  be  given  as  ltX)  mg.  every 
12  hours  for  five  days.  The  increased  cost  of  these 
analogs  must  be  weighed  against  their  more  conve- 
nient twice-daily  dosages.  Patients  with  pharyngeal 
PPNG  (penicillinase-producing  Neisseria  gonor- 
rhoeae ) infections  theoretically  could  be  treated  with 
cefoxitin,  2 Gm.  in  single  intramuscular  injection, 
with  probenecid,  1 Gm.  by  mouth,  although  a recent 
study  with  a limited  number  of  patients  showed  that 
it  did  not  consistently  eliminate  oropharyngeal  car- 
riage of  N.  gonorrhoeae . 14  Because  most  PPNG 
strains  are  also  relatively  resistant  to  tetracycline,  the 
tetracyclines  are  not  recommended  as  the  treatment 
of  choice  for  these  infections.15  Tetracycline  is 
contraindicated  in  pregnant  women  and  children 
under  eight  years  of  age. 

Conclusion 

Gonococcal  pharyngeal  infections,  although  sig- 
nificantly less  common  than  genital  infections,  occur 
most  often  in  patients  who  practice  fellatio,  especially 
with  multiple  sexual  partners.  Most  pharyngeal 
infections  are  asymptomatic  and  must  be  docu- 
mented with  gonorrhea  cultures  and  sugar  fermen- 
tation tests.  Pharyngeal  gonorrhea  is  more  difficult 
both  to  demonstrate  and  to  eradicate  than  anogenital 
gonorrhea;  at  least  two  pharyngeal  specimens  should 
be  taken  after  treatment  to  document  cure.  It 
probably  also  plays  a role  in  the  development  of 


d issem  i na ted  gonococcem ia. 

Unlike  genital  gonorrhea,  pharyngeal  infections 
are  infrequently  transmitted  to  others.  The  routine 
culturing  for  pharyngeal  gonococcal  infections 
should,  therefore,  be  reserved  for  high-risk  patients 
including  sexually  active  homosexual  men,  patients 
practicing  fellatio  with  multiple  sex  contacts,  pha- 
ryngeal contacts  to  male  patients  with  gonococcal 
urethritis,  pregnant  women  practicing  fellatio,  and 
patients  with  suspected  gonococcemia. 
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Case  Reports 


Ruptured  Aneurysm 
of  Profunda  Femoris 

Complications  successfully  treated  by 
cross-over  femoropopliteal  bypass  with 
double  velour  Dacron 

ALFRED  TARICCO,  M.D. 

Poughkeepsie,  New  York 

Attending  Surgeon,  St.  Francis  Hospital;  Associate  Attending 
Surgeon,  Vassar  Brothers  Hospital 


By  the  nature  of  atherosclerosis,  aneurysms  can 
form  in  any  artery,  and  if  not  resected  electively,  a 
number  will  go  on  to  rupture.  Certain  of  these  have 
greater  tendencies  than  others.  In  the  following  case 
report  the  patient  presented  with  a painful  right 
groin  pulsatile  mass  thought  to  be  an  aneurysm  of  the 
common  and  superficial  femoral  arteries  by  ultra- 
sound. Its  rapid  expansion  led  to  increasing  pain  in 
the  distribution  of  the  femoral  nerve.  The  patient 
was  operated  on  for  what  turned  out  to  be  a ruptured 
aneurysm  of  the  profunda  femoris  artery. 

Subsequent  complications  with  respect  to  his 
wound  resulted  in  rupture  of  the  superficial  femoral 
artery  necessitating  a limb  salvage  procedure.  Be- 
cause of  his  age,  anatomy,  and  history,  which  in- 
cluded a left  carotid  ligation  for  control  of  a carotid 
rupture,  as  well  as  the  anesthetic  risks  presented  by 
this  patient,  a cross-over  femoropopliteal  bypass  was 
elected  for  purposes  of  limb  salvage.  Vein  was  not 
considered  a good  choice  in  this  patient.  A PTFE 
(polytetrafluoroethylene)  graft  was  not  available  to 
the  author  at  that  time,1  and  therefore  a prosthetic 
graft  of  double  velour  Dacron  was  utilized  success- 
fully with  the  resulting  short-term  patency  being  six 
months  to  date. 

Case  report 

A 72-year-old  white  male  was  admitted  to  the 
hospital  on  November  16,  1978,  with  a two-week 
history  of  right  anterior  leg  pain  beginning  in  the 
groin  and  extending  to  the  knee.  Nothing  had  been 
done  until  his  visiting  daughter  became  alarmed  and 
had  him  seen  by  a physician  who  suspected  an  an- 


FIGURE 1.  Note  mass  in  right  groin  along  with  swollen  thigh. 
Taken  immediately  preoperatively. 


eurysm  and  promptly  admitted  him  to  the  hospital 
(Fig.  1).  Vascular  surgical  consultation  was  obtained 
on  November  18,  1978.  Examination  revealed  an 
obese  abdomen  with  no  palpable  aortic  pulse  because 
of  his  large  girth.  The  left  leg  was  normal  with  nor- 
mal pulses.  The  right  leg  revealed  a 12-  by  15-cm. 
pulsatile  mass  in  the  region  of  the  common  and  su- 
perficial femoral  arteries.  The  distal  pulses  were 
normal. 

Of  historic  interest  was  the  fact  that  10  years  ear- 
lier he  had  undergone  a left  carotid  ligation  following 
its  erosion  by  a carotid  occluding  clamp,  resulting  in 
severe  bleeding.  The  clamp  had  been  used  at  that 
time  because  it  was  felt  he  was  at  too  great  risk  to 
undergo  craniotomy  for  control  of  a ruptured  cerebral 
aneurysm. 

Because  of  the  increased  incidence  of  aortic  an- 
eurysms associated  with  femoral  artery  aneurysms, 
ultrasonography  followed  by  arteriography  was 
proposed  as  basic  to  his  preoperative  evaluation. 
The  ultrasonic  study  confirmed  the  clinical  impres- 
sion of  an  aneurysm.  It  appeared  to  be  confined  to 
the  common  and  superficial  femoral  arteries.  The 
patient  had  been  hospitalized  over  the  weekend,  and 
it  was  felt  that  the  arteriogram  could  be  delayed  until 
the  following  Monday  morning.  However,  it  became 
apparent  that  the  pain  in  his  right  groin  was  be- 
coming more  severe,  and  it  was  suspected  that  the 
aneurysm  was  leaking  and  expanding.  Therefore, 
no  arteriogram  was  performed.  Instead,  he  was 
taken  to  the  operating  room  on  November  20,  1978, 
for  definitive  surgical  control. 
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At  the  time  of  the  operation  it  was  discovered  that 
his  problem  was  one  of  a ruptured  aneurysm  in- 
volving the  profunda  femoris  artery.  The  common 
and  superficial  arteries  were  totally  free  of  any  an- 
eurysmal disease.  The  aneurysm  extended  medially 
to  the  superficial  femoral  vein.  This  was  not  noted 
until  the  mass  and  a segment  of  the  vein  were  re- 
moved, since  the  aneurysm  had  caused  so  much 
compression  and  destruction  of  the  surrounding 
tissues  that  it  was  virtually  impossible  to  separate  the 
vein  from  the  aneurysm.  The  proximal  end  of  the 
profunda  femoris  was  ligated,  and  a reversed  sa- 
phenous vein  graft  was  interposed  between  the 
proximal  and  distal  ends  of  the  superficial  femoral 
vein. 

His  postoperative  course  was  marked  by  difficulty 
maintaining  his  blood  pressure  because  of  persistent 
blood  loss  into  the  tissues  from  anticoagulant  therapy 
used  to  maintain  patency  of  the  vein  graft.  After 
several  transfusions  and  discontinuation  of  the 
heparin  he  stabilized.  He  was  transferred  from  the 
intensive  care  unit  to  the  ward  on  November  25, 1978. 
It  became  apparent  on  November  27,  1978,  that  the 
patient  had  developed  a hematoma  of  the  upper  end 
of  the  thigh.  This  was  partially  drained  through  the 
lateral  drain  site  placed  at  the  time  of  his  operation. 
A catheter  was  inserted  for  irrigation  in  an  attempt 
to  remove  the  remaining  clot  by  this  manner. 
However,  this  was  unsatisfactory.  On  December  3, 
1978,  the  wound  was  opened,  and  a large  amount  of 
old  clot  was  removed.  The  superficial  femoral  artery 
was  exposed  and  posed  a potential  problem  with  re- 
spect to  infection  and  rupture.  The  wound  was  left 
open  and  packed.  Two  days  later  the  packing  was 
removed.  The  wound  was  then  treated  by  a con- 
tinuous irrigation  of  the  wound  with  a neomycin 
sulfate-polymyxin  B genitourinary  irrigant  (Neo- 
sporin)  and  simultaneous  aspiration. 

In  the  meantime  a venogram  had  been  obtained 
which  demonstrated  occlusion  of  the  vein  graft.  This 
was  not  surprising,  but  it  was  hoped  and  expected 
that  this  would  improve  in  time  with  recannuliza- 
tion. 

It  became  clinically  apparent  that  the  wound 
problem  would  not  improve  without  further  surgical 
intervention.  Therefore,  he  was  returned  to  the 
operating  room  on  December  8,  1978,  for  debride- 
ment of  the  wound  and  placement  of  a dermal  graft 
circumferentially  about  the  superficial  femoral  artery 
which  lay  exposed.  The  medial  thigh  tissues  were 
undermined,  and  the  artery  was  then  covered  by 
them. 

The  possibility  of  infection  followed  by  rupture  of 
the  superficial  femoral  artery  still  remained  ever 
present.  Therefore,  the  nurses  were  instructed  to 
keep  a clamp  attached  to  his  bed  linen  so  in  the  event 
he  should  rupture  the  clamp  could  be  utilized  for 
immediate  control.  Indeed,  this  did  happen  at  2:00 
A.M.  on  December  15, 1978.  The  nurse  in  attendance 
was  changing  his  dressing  when  the  superficial  fem- 
oral artery  suddenly  ruptured.  She  applied  the 


FIGURE  2.  Cross-over  bypass  taken  four  days  postopera- 
tively  and  after  use  of  streptokinase-streptodornase  (Vari- 
dase)  enzymatic  debridement.  Wound  was  same  size  at  time 
of  operation. 


clamp  successfully,  thereby  saving  his  life. 

The  patient  was  then  brought  to  the  operating 
room.  At  this  time  the  vessel  was  completely  tran- 
sected, and  the  proximal  and  distal  ends  of  the  su- 
perficial femoral  artery  were  suture-ligated  with 
polypropylene.  The  wound  was  further  debrided. 
A kanamycin-soaked  lap  pad  was  inserted,  and  the 
wound  edges  were  approximated  with  towel  clips. 
The  drapes  were  removed,  and  he  was  again  prepared 
and  draped  for  a reconstruction  procedure.  At  this 
time  the  right  leg  was  beginning  to  appear  mottled 
distally  from  the  midthigh. 

Because  of  the  size  of  the  wound,  which  was  rather 
massive  not  only  in  length  and  breadth  but  in  depth, 
going  down  to  the  femur,  as  shown  in  Figure  2;  the 
size  of  his  abdomen,  which  was  considerable;  and  the 
anesthetic  risk  that  this  patient  posed,  it  was  felt 
unwise  to  proceed  with  an  obturator  bypass.  An 
axillopopliteal  bypass  was  felt  to  be  out  of  the  ques- 
tion based  on  the  anatomy  alone.  A cross-over  left 
common  femoral  to  right  proximal  popliteal  artery 
bypass  was  selected  as  the  procedure  of  choice. 
Because  there  was  no  PFTE  graft  available,  a 10-mm. 
double  velour  Dacron  prosthesis  of  the  Cooley  variety 
was  utilized  for  this  approach.  This  procedure 
proved  to  be  the  proper  choice,  since  he  went  on  to 
have  a satisfactory  result  with  good  pedal  pulses  and 
persistent  patency  of  the  graft.  The  latter  was 
confirmed  postoperatively  with  the  aid  of  an  arteri- 
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FIGURE  3.  Arteriogram  demonstrating  cross-over  left 
common  femoral  to  right  proximal  popliteal  artery  with 
two-vessel  runoff. 


ogram  performed  through  the  left  axillary  artery 
route  (Fig.  3).  This  demonstrated  an  excellent  graft, 
with  two-vessel  runoff  below  the  knee. 

A major  difficulty  at  this  point  was  one  of  wound 
care.  This  was  treated  successfully  with  the  aid  of 
antibiotics  and  enzymatic  debridement  with  strep- 
tokinase-streptodornase.  By  January  19,  1979,  his 
wound  was  healing  very  rapidly  and  was  almost 
closed.  It  was  felt  that  he  could  be  safely  discharged 
home,  where  the  dressing  changes  could  be  per- 
formed by  his  wife  and  a public  health  nurse.  At  the 
time  of  discharge  he  was  ambulatory  with  the  aid  of 
a walker. 

At  present  the  wound  is  healed.  He  has  some 
edema  of  the  leg,  his  pedal  pulses  are  strong,  and  his 
graft  is  quite  palpable  with  a strong  pulse  that  is 
readily  felt  in  the  suprapubic  and  medial  thigh  re- 
gions. A venogram  obtained  on  May  1,  1979,  re- 
vealed that  his  vein  graft  had  occluded,  but  excellent 
collateral  venous  return  had  developed. 


Comment 

This  patient  presented  several  unique  problems 
which  threatened  the  survival  of  both  life  and  limb. 
All  were  successfully  overcome.  In  view  of  his  in- 
creased anesthetic  risk,  huge  groin,  and  thigh  wound, 
the  choice  of  a cross-over  femoropopliteal  bypass 
proved  to  be  the  most  expedient  and  best  method  to 
bring  adequate  circulation  to  a limb  whose  proximal 
access  routes  were  destroyed  by  this  infected,  mas- 
sively gaping  wound.  An  axillopopliteal  bypass  was 
considered  a poor  choice  because  of  this  wound.  A 
cross-over  axillopopliteal  bypass  was  considered  a 
poor  choice  because  of  the  patient’s  size  and  limited 
mobility,  thereby  inviting  an  early  occlusion  of  such 
a graft.  By  the  same  token  an  obturator  approach 
was  felt  to  be  unfeasible  by  virtue  of  his  size,  mark- 
edly swollen  leg,  and  huge  wound  coupled  with  the 
additional  anesthetic  risks  posed  by  him. 

Cutler  and  Darling2  reported  treating  three  an- 
eurysms of  the  profunda  femoris:  one  by  ligation  for 
rupture,  one  by  aneurysmorrhaphy,  and  one  by  Da- 
cron grafting  from  the  common  femoral  to  distal 
profunda  femoris.  All  three  limbs  eventually  re- 
quired amputation.  In  all  three,  “the  distal  popliteal 
outflow  tract  was  occluded  and  distal  bypass  proce- 
dures were  not  possible.” 

Summary 

This  presentation  represents  what  is  believed  to 
be  the  first  reported  case  of  a ruptured  aneurysm 
involving  the  profunda  femoris  artery,  complications 
of  which  were  treated  successfully,  resulting  in  sal- 
vage of  the  limb  by  utilizing  a cross-over  femoropop- 
liteal bypass.  The  grafting  material  was  a 10-mm. 
double  velour  Dacron  prosthesis.  To  the  best 
knowledge  of  the  author,  this  material  has  not  been 
reported  before  in  this  type  of  bypass  procedure  and 
therefore  represents  another  first  reporting.1 

Addendum 

The  patient  was  seen  on  December  18,  1979,  one 
year  postoperatively,  and  was  found  to  have  a fully 
functioning  graft  with  palpable  posterior  tibial  and 
dorsalis  pedis  pulses  of  2 plus.  He  was  ambulatory 
with  the  aid  of  a cane  only. 

34  Livingston  Street 
Poughkeepsie,  New  York  12601 
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In  1947,  before  the  introduction  of  antituberculous 
therapy,  1,080  children  died  from  tuberculous  men- 
ingitis. By  1961,  with  the  use  of  antituberculous 
chemotherapy,  only  18  deaths  were  reported.1  This 
marked  improvement  in  morbidity  and  mortality 
rates  has  continued  to  the  present  time.  Neverthe- 
less, clinical  experience  has  also  shown  that  drug 
toxicity  must  be  guarded  against,  and  that  in  spite 
of  the  marked  benefits  of  drug  treatment,  residual 
impairments  of  central  nervous  system  function  may 
be  observed.  The  following  case  report  is  presented 
to  illustrate  the  differential  diagnostic  dilemma 
created  by  loss  of  vision  during  the  treatment  of  tu- 
berculous meningitis. 

Case  Report 

A 16-year-old  black  man  arrived  at  the  emergency 
room  complaining  of  headache  and  cough  for  one 
month,  having  previously  been  treated  with  antibi- 
otics for  presumed  bronchitis  without  response.  On 
examination  he  was  delirious  and  photophobic,  fe- 
brile to  101°  F.,  with  nuchal  rigidity  and  no  trace  of 
Kernig’s  and  Brudzinski’s  signs.  The  remaining 
physical  examination  disclosed  nothing  remarkable. 
The  white  blood-cell  count  was  6,600  per  cubic  mil- 
limeter. The  differential  count  was  60  percent 
neutrophils,  5 percent  band  forms,  32  percent  lym- 
phocytes, and  3 percent  monocytes.  Clear  cerebro- 
spinal fluid  with  an  opening  pressure  of  370  mm.  of 
water  was  obtained  by  lumbar  puncture.  The  total 
cell  count  was  650  leukocytes  per  cubic  millimeter, 
of  which  66  percent  were  neutrophils  and  34  percent 
lymphocytes.  The  total  protein  was  132  mg.,  glucose 
20  mg.,  with  a peripheral  serum  glucose  of  110  mg. 
per  100  ml.  Gram  stain,  acid-fast  stain,  and  Indian 


FIGURE  1.  Right  and  left  carotid  arteriograms  showing  bi- 
lateral narrowing  of  supraclinoid  internal  carotid  artery. 

ink  preparation  of  the  cerebrospinal  fluid  were  all 
negative  for  organisms.  The  impression  on  admis- 
sion was  bacterial  meningitis. 

Chloramphenicol  and  penicillin  were  administered 
intravenously  in  a dosage  of  1 Gm.  every  four  hours, 
and  2 million  units  every  two  hours,  respectively. 
Response  was  poor  and  fever  continued  with  daily 
rises  to  103°  F.  Repeat  study  of  cerebrospinal  fluid 
was  unchanged,  with  continued  pleocytosis  and  hy- 
poglycorrhachia.  Cerebrospinal  fluids  were  negative 
for  malignant  cells  and  cryptococcal  antigen.  Cul- 
tures of  cerebrospinal  fluid  and  blood  were  negative 
for  bacteria,  fungi,  and  viruses.  Indirect  fluorescent 
antibody  test  for  toxoplasmosis  on  a blood  specimen 
was  1:64.  Tuberculin  skin  test  findings  on  inter- 
mediate strength  PPD  (purified  protein  derivative) 
were  negative;  skin  tests  for  Candida  and  Tricho- 
phyton produced  positive  reactions.  Radiologic 
studies  of  the  skull  and  sinuses  disclosed  no  abnor- 
malities. A brain  scintiscan  was  not  suggestive  of  a 
brain  abscess.  Right  and  left  carotid  arteriograms 
showed  bilateral  narrowing  of  the  supraclinoid  in- 
ternal carotid  artery,  especially  on  the  left,  felt  to  be 
secondary  to  an  inflammatory  process.  Minimal 
dilatation  of  the  lateral  ventricles  was  also  reported 
(Fig.  1). 

Because  of  the  persistent  fever  and  cerebrospinal 
fluid  pleocytosis  and  hypoglycorrhachia,  tuberculous 
meningitis  was  considered  the  likely  diagnosis,  and 
the  patient  was  placed  on  oral  isoniazid  600  mg.  per 
day,  ethambutol  1,200  mg.  per  day  (15  mg.  per  kilo- 
gram per  day),  cycloserine  1,000  mg.  per  day,  and 
.prednisone  40  mg.  per  day.  By  the  eighth  day,  the 
patient  defervesced,  and  his  mental  status  im- 
proved. 

His  hospital  course  was  complicated  by  the  syn- 
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FIGURE  2.  Computerized  tomography  through  level  of  third 
ventricle  showing  area  of  increased  uptake  in  midline. 


drome  of  inappropriate  antidiuretic  hormone,  sub- 
sequently followed  by  polyuria,  polydipsia,  and  en- 
uresis. After  a 10-hour  water  deprivation  test,  the 
serum  osmolality  was  301  mOsm.  per  kilogram  serum 
water,  with  a simultaneous  urine  osmolality  of  454 
mOsm.  per  kilogram  serum  water,  which  increased 
to  672  mOsm.  per  kilogram  serum  water  two  and 
one-half  hours  after  0.25  ml.  of  subcutaneous  vaso- 
pressin. This  was  felt  to  be  consistent  with  central 
diabetes  insipidus,  and  was  controlled  by  intranasal 
lysine  vasopressin. 

Three  months  after  initial  presentation,  progres- 
sive loss  of  vision  in  the  left  eye  occurred  within  a 
36-hour  period.  A Marcus-Gunn  pupil  with  edema 
of  the  inferior  disk  was  noted.  Papilledema  and 
granuloma  were  absent.  The  right  eye  was 
normal. 

All  cultures  from  his  previous  admission,  including 
cerebrospinal  fluid,  were  now  known  to  be  negative 
for  acid-fast  bacilli.  Repeat  tuberculin  skin  test 
findings  from  intermediate  strength  PPD  remained 
negative,  although  his  mother’s  skin  test  result  had 
converted  from  negative  to  positive  (10  mm.  of  in- 
duration). Repeat  lumbar  puncture  showed  an 
opening  pressure  of  220  mm.  of  water  with  33  white 
blood  cells  per  cubic  millimeter,  91  percent  of  which 
were  lymphocytes  and  9 percent  polymorphonuclear 
cells.  The  glucose  was  55  mg.  per  1 00  ml.  (peripheral 
blood  glucose  100  mg.  per  100  ml.),  t he  protein  120 
mg.  per  1 00  ml. 


The  differential  diagnoses  considered  were: 

1.  A drug-induced  optic  neuritis  secondary  to  eth- 

ambutol  or  isoniazid. 

2.  Ischemic  tuberculous  arteritis. 

3.  An  intracranial  space-occupying  lesion. 

He  was  first  treated  for  presumed  drug  neuritis 
and  a possible  vasculitis  by  withholding  ethambutol 
and  isoniazid  and  increasing  prednisone  to  60  mg.  per 
day.  Intramuscular  streptomycin  in  a dosage  of 
1,000  mg.  was  added.  The  loss  of  vision  progressed 
with  a right  temporal  field  defect.  Computerized 
axial  tomography  of  the  brain  showed  evidence  of  a 
suprasellar  mass,  further  confirmed  by  a pneu- 
moencephalogram (Fig.  2). 

A craniotomy  was  performed.  At  surgery  a su- 
prasellar mass  impinging  on  the  optic  chiasm  was 
found.  Caseous  material  was  aspirated  from  this 
mass.  On  smear,  acid-fast  bacilli  were  found,  and 
subsequently  Mycobacterium  tuberculosis  was  cul- 
tured. Postoperatively,  visual  scintillations  were 
experienced  within  several  days. 

Comment 

The  vagaries  of  the  clinical  course  of  central  ner- 
vous system  tuberculosis  are  legion.  Donner  and 
Wasz-Hochert2  reported  a 50-percent  incidence  of 
neurologic  complications  in  103  patients  studied, 
including  hemiplegia,  seizures,  visual  loss,  mental 
retardation,  hemiballismus,  and  cranial  nerve  palsies. 
Rich3  attributed  the  symptoms  of  tuberculous 
meningitis  to  five  effects  on  the  central  nervous 
system:  (1)  mechanical  irritation,  (2)  hypersensi- 
tivity, (3)  vascular  obstruction,  (4)  extension  of  in- 
fection to  the  central  nervous  tissue,  and  (5)  in- 
creased intracranial  pressure.  Any  of  these  factors 
could  explain  the  appearance  of  visual  disturbances 
in  patients  with  tuberculous  meningitis.  However, 
most  studies  of  central  nervous  system  tuberculosis 
were  made  during  the  prechemotherapeutic  era. 
Currently,  loss  or  diminution  of  vision  is  most  fre- 
quently associated  with  ethambutol.  Leibold4 
showed  that  19  percent  of  patients  receiving  eth- 
ambutol in  doses  greater  than  35  mg.  per  kilogram 
per  day  developed  visual  impairment;  in  patients 
receiving  less  than  30  mg.  per  kilogram  per  day  3 
percent  developed  ocular  toxicity.  Visual  loss  is 
usually  bilateral  and  slowly  progressive,  but  it  may 
be  unilateral.  Typically,  visual  acuity  returns  when 
the  drug  is  withheld.5  Optic  neuritis  followed  by 
atrophy  may  also  occur  during  treatment  with  iso- 
niazid.6 

We  report  another  unusual  cause  of  visual  dis- 
turbances in  a patient  with  tuberculous  meningitis, 
namely,  a hypophyseal  tuberculoma.  Tuberculoma 
of  the  pituitary  is  an  extremely  rare  condition,  dis- 
covered primarily  at  autopsy.7,8  Dastur  and  Lali- 
tha’s9  study  of  1,000  cases  of  intracranial  space-oc- 
cupying lesions  reported  only  three  cases  of  hypo- 
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physeal  tuberculoma.  Clinical  correlates  were  not 
discussed. 

In  patients  with  tuberculous  meningitis,  visual 
disturbances  can  be  due  to  ischemia,  infarction, 
edema,  or  inflammatory  exudates  compressing  vital 
structures,  all  secondary  to  the  disease  process  and 
resulting  even  with  appropriate  therapy.  Alterna- 
tively, visual  disturbances  can  he  due  to  drug  toxicity. 
In  the  case  of  disease  process,  it  is  crucial  to  continue 
first-line  chemotherapeutic  agents  and  steroids  in  the 
hope  of  controlling  the  infectious  process  and  the 
inflammatory  hypersensitivity  response.  In  the  case 
of  drug  toxicity,  however,  the  drugs  responsible  for 
visual  disturbances  must  he  withheld.  In  this  case, 
the  lack  of  response  to  steroids  and  the  failure  to 
improve  on  withholding  all  potentially  ocular  toxic 
drugs,  the  development  of  a right-temporal  field  cut, 
and  the  presence  of  hypophyseal-pituitary  dys- 
function in  the  form  of  diabetes  insipidus  made  the 
presence  of  a space-occupying  lesion  more  plau- 
sible. 

Summary 

In  patients  with  tuberculous  meningitis  on  an- 
tituberculous therapy  with  visual  disturbances,  the 
presence  of  an  intracranial  space-occupying  lesion 
must  be  carefully  searched  for,  even  if  previously 
such  a search  had  not  been  fruitful.  The  assumption 


Clinical  Clues 

— The  risk  of  developing  renal  uric  acid  stones  is  about 
the  same  in  primary  and  in  secondary  hyperuricemia 
when  urinary  uric  acid  excretion  exceeds  700  mg.  per 
day  (Kelley,  W.  N.,  Grovner,  W.,  and  Holmes,  E.  W.: 
Current  concepts  in  the  pathogenesis  of  hyperurice- 
mia, Metabolism  22:  939  (1973)). 

— Aspirin  may  produce  sustained  hyperuricemia  when 
taken  in  low  dosages,  less  than  2 Gm.  per  day 
(Ibid.). 

— Salicylates  will  inhibit  the  uricosuric  effect  of  many 
uricosuric  agents  when  given  at  any  dose. 

— All  hyperuricemic  individuals  who  go  on  to  develop 
the  most  dangerous  aspect  of  gout,  renal  disease,  first 
develop  gouty  arthritis  (Ibid.). 

— As  many  as  15  percent  of  patients  may  be  hyperuri- 
cemic without  symptoms  of  arthritis  or  evidence  of 
renal  stones.  In  the  general  population,  the  incidence 
may  be  as  high  as  5 to  8 percent. 

— Typically,  patients  describe  the  pain  of  gouty  arthritis 
as  the  worst  they  have  ever  experienced. 

— Phosphate  enemas  given  to  children  may  be  a cause 
of  profound  hypocalcemia  with  the  potential  conse- 
quences of  tetany,  coma,  hypotension,  acidosis, 
tachycardia,  and  cyanosis  (Sotos,  J.  F.,  et  al.:  Pedi- 
atrics 60:  305  (1978)).  The  pediatric  Fleet  enema 
contains  140  mEq.  of  sodium  and  2,050  mg.  of  phos- 
phorus; the  enema’s  hypertonicity  is  intended  to 
overcome  the  bowel’s  tendency  to  absorb  water. 

— Hypokalemia  is  now  a well-recognized  and  frequent 


that  the  visual  loss  is  secondary  to  drug  toxicity,  or 
an  irreversible  inflammatory  ischemic  process,  may 
mask  the  opportunity  to  find  a surgically  correctable 
cause. 

1763-36M  Second  Avenue 
New  York,  New  York  10028 
(DR.  FRUCHTMAN) 
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(25  to  59  percent)  electrolyte  disturbance  occurring 
in  acute  leukemia.  A renal  potassium  wasting  seems 
to  be  the  most  important  factor  in  explaining  this 
metabolic  phenomenon  (Mir,  M.  A.,  et  al.:  Hypoka- 
lemia in  acute  myeloid  leukemia,  Ann.  Int.  Med.  82: 
554  (1975)). 

— In  most  patients  symptoms  resulting  from  multiple 
sclerosis  decrease  or  disappear  (remit)  within  days  or 
weeks.  However,  in  10  percent  of  the  patients,  re- 
mission does  not  occur,  and  dysfunction  progresses, 
tending  to  obscure  the  diagnosis  (Rose,  A.  S.,  et  al.: 
Cooperative  study  in  the  evaluation  of  therapy  in 
multiple  sclerosis:  ACTH  vs.  placebo — final  report, 
Neurology  20:  1 (1970)). 

In  preparing  the  patient  with  hyperthyroidism  for 
surgery,  a thioamide  (methimazole  or  propyl- 
thiouracil) is  administered.  Then,  as  the  patient 
becomes  euthyroid  Lugol’s  solution  is  added  for  10 
days  and  not  more  than  14  days  prior  to  surgery.  This 
causes  involution  of  the  thyroid  and  reduces  its  vas- 
cularity. The  use  of  iodide  preparations  without 
thioamides  is  not  advised  because  of  the  risk  of  pre- 
cipitating thyroid  storm. 

— Hypokalemia  has  been  implicated  as  a cause  of  mus- 
cular paralysis  of  thyrotoxic  patients  (Engel,  A.  G.: 
Neuromuscular  manifestations  of  Graves’  disease, 
Mayo  Clin.  Proc.  47:  919  (1972)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Flospitals 
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Aspects  of  Management 


What  to  tell  your  patients 
when  you  prescribe  Valium  (diazepam/Roche) 


Survey  shows  significant  cor- 
relation between  comprehension 
, and  compliance 
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A study  of  compliance  patterns 
reveals  that  more  than  6 out  of  10 
xchoh  patients  made  errors  in  self- 
administration of  prescribed 
medication,  largely  due  to  lack 
of  comprehension.* 
Misunderstanding  of  directions  resulted 
in  discrepancies  in  dosage  sched- 
ules as  well  as  in  length  of  therapy. 
Since  evidence  suggests  that  expanded  verbal  instruc- 
tions may  encourage  compliance,  the  patient  receiving 
Valium  can  benefit  from  your  explanation  of  the  dos- 
age regimen,  what  response  to  expect  from  therapy 
and  when  to  expect  it. 

What  Valium 

(diazepam/Roche)  Can  do 

Your  patients  should  know  that 
1)  you  are  prescribing  Valium  as  an 
adjunct  to  an  overall  program  for  the 
treatment  of  anxiety,  and  2)  Valium 
is  given  to  relieve  the  symptoms  of 
excessive  anxiety  and  psychic  ten- 
sion while  you  help  the  patient  to 
explore  and  deal  with  the  underlying 
cause  of  his  psychic  tension. 

Patients  often  interpret  mani- 
festations of  anxiety,  such  as  palpita- 
tions, hyperventilation,  fatigue  and 
muscle  tension,  as  symptoms  of  a 
serious  disease.  However,  when  they 


learn  that  these  symptoms  can  be  relieved  by  Valium 
therapy,  patients  can  more  readily  understand  the 
psychosomatic  origin  of  their  symptoms  and  to  accept 
the  nonpharmacologic  measures  you  may  recommend. 

The  time  you  devote  to  these  explanations  can  be 
a therapeutic  measure  in  itself.  Most  anxious  patients 
respond  to  and  benefit  from  a frank  discussion  with  an 
objective,  sympathetic  professional. 

At  the  start  of  treatment,  establishing  therapeutic 
goals  helps  the  patient  to  learn  what  to  expect  and 
when  to  expect  it.  Patients  should  also  be  informed 
that  the  medication  will  be  gradually  reduced  and  dis- 
continued upon  attainment  of  the  therapeutic  goal. 

Tapering  of  dosage  is  rarely  necessary  in  short- 
term therapy,  but  when  consistently  higher  doses 
are  used  for  extended  periods,  patients  should  know 
that  the  gradual  reduction  of  medication  will  be 
implemented  in  order  to  avoid  sudden  recurrence  of 
symptoms  or  possible  withdrawal  symptoms. 

Such  recurrence  is  unlikely  when 
the  causes  of  the  anxiety  have  been 
worked  out  satisfactorily  within 
your  overall  treatment  program. 


What  Valium 

(diazepam/Roche)  CcUlt  do 


It  should  be  emphasized  that  there  is 
no  “magic”  in  any  antianxiety  tablet; 
that  medication  is  not  prescribed 
as  a problem  solver.  Instead,  Valium 
is  being  prescribed  as  a temporary 
measure  to  relieve  symptoms 
generated  by  excessive  anxiety  and 
psychic  tension. 


* Boyd  JR  ,el  al.AmJHosp  Pharm31:  485-491,  May  1974 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  associated  with  anxiety  disorders,  transient  situa- 
tional disturbances  and  functional  or  organic  disorders,  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprenhension,  fatigue,  depressive  symptoms,  or  agita- 
tion; symptomatic  relief  of  acute  agitation , tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
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We  believe  this  is  the  first  case  report  of  achalasia 
in  which  an  epiphrenic  diverticulum  acted  as  both 
the  primary  site  of  carcinoma  and  at  the  same  time 
formed  an  esophago-diverticulo-pericardial  fistula. 

Case  report 

A 73-year-old  black  male  was  admitted  with  the 
complaint  of  low  back  ache  and  pain  radiating  to  the 
leg  of  two  weeks’  duration.  The  patient  also  had 
anorexia  and  weight  loss  of  25  pounds  over  the  pre- 
ceding two  months.  On  further  questioning,  the 
patient  admitted  to  having  difficulty  in  swallowing 
liquids  and  regurgitation  off  and  on  for  the  past  four 
years.  There  was  no  history  of  an  alteration  of  bowel 


FIGURE  1.  Note  osteolytic  lesion  of  fourth  lumbar  vertebra 
and  Paget's  disease  involving  pelvic  bones. 


FIGURE  2.  Note  “sigmoid”  esophagus  and  irregularity  at 
lower  end  of  esophagus. 


habits,  melena  or  hematemesis,  or  cough  or  hemop- 
tysis. The  patient  was  a chronic  alcoholic  and  had 
smoked  one  to  two  packs  of  cigarettes  per  day  for  the 
past  20  years.  Physical  examination  findings  were 
essentially  normal  save  for  extreme  cachexia  and  a 
palpable,  firm  liver  two  inches  below  the  costal 
margin.  The  third  and  fourth  lumbar  vertebrae  were 
tender. 

Hemoglobin  was  9.3  Gm.  per  100  ml.,  and  the  white 
blood  count  (WBC)  was  15,700  with  a shift  to  the  left. 
The  remaining  chemistries  were  within  normal  lim- 
its. Radiologic  examination  revealed  generalized 
Paget’s  disease  of  the  pelvis  and  skull  and  an  osteo- 
lytic lesion  of  the  body  of  the  fourth  lumbar  vertebra 
with  destruction  of  the  pedicle  (Fig.  1).  A needle 
biopsy  of  this  lesion  disclosed  a metastatic,  well- 
differentiated  squamous-cell  carcinoma.  A barium 
swallow  revealed  megaesophagus  consistent  with 
achalasia  (Fig.  2).  There  was  some  irregularity  and 
ulceration  at  the  gastroesophageal  junction.  This, 
in  retrospect,  represents  the  diverticulum  but  was 
interpreted  as  suspicious  of  malignant  condition. 
However,  endoscopies  done  on  two  separate  occa- 
sions failed  to  confirm  carcinoma.  A gallium  scan 
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FIGURE  3.  Postmortem  specimen.  (A)  Depicting  mucosal 
surface  of  esophagus  (O)  and  stomach  (S)  with  arrow  pointing 
at  opening  of  epiphrenic  diverticulum.  (B)  Close-up  of 
serosal  (posterior)  view  of  specimen  showing  thickened 
pericardium  (P)  covered  with  exudate.  Arrow  points  out 
fistulous  opening. 


revealed  an  increased  uptake  of  gallium  at  the  region 
of  the  lower  esophagus.  A liver  scan  yielded  normal 
findings,  and  a bone  survey  did  not  reveal  any  met- 
astatic focus  other  than  the  fourth  lumbar  ver- 
tebra. 

The  patient  suddenly  died  while  being  prepared 
for  surgery.  Postmortem  examination  revealed  a 
grossly  dilated  esophagus  with  a 6-cm.  by  4-cm. 
esophageal  diverticulum  4 cm.  from  the  gastro- 
esophageal junction  (Fig.  3A).  An  ulcerated,  firm 
growth  was  felt  in  the  floor  of  the  diverticulum,  which 
had  eroded  into  the  pericardial  cavity  (Fig.  3B).  The 
pericardium  was  thick  and  covered  with  purulent 
exudate.  The  pericardial  cavity  contained  350  ml. 
of  brownish  fluid  mixed  with  food  debris.  Micro- 
scopically the  lesion  was  seen  as  a moderately  dif- 
ferentiated squamous-cell  carcinoma.  The  esoph- 
ageal musculature  revealed  fibrosis  and  scarring. 
The  ganglion  cells  were  scanty  and  showed  degen- 
erative changes. 

Comment 

Fistulization  from  the  esophagus  to  the  pericar- 
dium is  a rare  clinical  occurrence.  Buist  was  the  first 
to  report  such  a case  in  1838.1  Only  34  cases,  in- 
cluding the  present  case,  have  been  reported  to  date. 
Twelve  of  these  cases  followed  primary  carcinoma  of 


the  esophagus,  three  were  due  to  carcinoma  super- 
imposed on  achalasia,  and  the  rest  followed  benign 
conditions  of  the  esophagus. 

The  relationship  of  achalasia  to  carcinoma  of  the 
esophagus  has  been  well  documented,2  6 and  the 
reported  incidence  varies  from  2 to  20  percent. 
Wychulis  et  al.6  have  studied  1,318  patients  with 
achalasia  and  found  that  carcinoma  is  seven  times 
more  prevalent  in  this  group  than  in  the  general 
population.  It  is  suggested  that  this  wide  variability 
in  the  incidence  of  carcinoma  in  achalasia  may  be  due 
to  differences  in  the  length  of  time  these  patients  are 
followed  and  to  confusion  concerning  the  diagnosis 
and  nomenclature  of  achalasia.5 

Epiphrenic  diverticulum  is  relatively  unusual, 
being  reported  as  approximately  27  times  less  com- 
mon than  esophagopharyngeal  pulsion  diverticu- 
lum.7 In  1928,  Fitzgibbon8  credited  the  first  report 
of  concomitant  achalasia  and  epiphrenic  diverticu- 
lum to  Dessecker.  Since  then  many  reports  of  epi- 
phrenic diverticula  have  appeared, 9 ,4  and  the  inci- 
dence of  associated  lower  esophageal  motor  abnor- 
malities is  approximately  68  percent  with  the  specific 
incidence  of  achalasia  at  10  percent.  It  is  unclear 
why  diverticula  and  achalasia  often  coexist.  The 
achalasia  may,  either  through  its  primary  mechanism 
of  increased  lower  esophageal  pressure  or  secondarily 
from  the  hydrostatic  pressure  produced  by  the  col- 
umn of  stagnant  food  and  fluid,  predispose  to  the 
formation  of  pulsion  diverticulum.10-12  Kausel  and 
Lindskog15  suggest  that  the  achalasia  may  be  sec- 
ondary to  the  fibrosis  and  stasis  associated  with  the 
diverticula.  Based  on  these  and  similar  findings, 
many  authors  have  recommended  performing  a 
Heller’s  myotomy  in  conjunction  with  diverticulec- 
tomy  for  an  epiphrenic  diverticulum.9-11 

Although  such  diverticula  are  commonly  associ- 
ated with  achalasia,  the  converse  is  not  true.  The 
reported  incidence  varies  from  0.5  to  2 percent.16-17 
As  uncommon  as  is  the  occurrence  of  an  epiphrenic 
diverticulum,  the  development  of  a carcinoma  in  such 
a diverticulum  is  indeed  rare.  The  present  case  is  the 
thirteenth  such  case.  Based  on  the  analysis  of  the 
literature,  these  13  cases  represent  3 percent  of  all 
reported  cases  of  epiphrenic  diverticula.18  Our  pa- 
tient died  of  the  complications  of  his  esophago- 
diverticulo-pericardial  fistula.  This  is  consistent 
with  the  findings  of  33  other  cases  of  esophago- 
pericardial  fistula,  in  which  only  4 survivors  have 
been  reported.19-22  All  four  of  these  cases  were 
secondary  to  benign  conditions  of  the  esophagus. 

Conclusion 

The  present  case  represents  the  fifst  reported  case 
of  esophago-diverticulopericardial  fistula  in  which 
concomitant  achalasia,  epiphrenic  diverticulum,  and 
carcinoma  were  present.  This  is  the  thirteenth  re- 
ported case  of  carcinoma  in  an  epiphrenic  divertic- 
ulum. This  case  further  illustrates  the  statistically 
hopeless  prognosis  associated  with  this  condi- 
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Syphilitic  involvement  of  the  coronary  ostia  is  a 
relatively  common  complication  of  syphilitic  aortitis 
which  may  be  seen  in  up  to  30  percent  of  cases.1-2  In 
contrast,  coronary  artery  involvement  distal  to  the 
ostia  is  extremely  rare. 1,3,4  In  several  large  series 
encompassing  more  than  540  cases  of  syphilitic  aor- 
titis, extraostial  coronary  involvement  was  never 
observed2,5,6.  Moritz4  described  six  cases  of  syphi- 
litic coronary  arteritis  in  1931;  this  was  the  last  spe- 
cific report  of  this  unusual  complication  in  the 
American  literature. 

In  the  following  report,  we  describe  a case  of  un- 
suspected syphilitic  coronary  arteritis  in  a patient 
who  had  coronary  bypass  procedures  for  presumed 
atherosclerotic  occlusive  coronary  disease.  Of  in- 
terest, not  only  were  the  proximal  native  coronary 
arteries  involved  by  the  luetic  process,  but  also  the 
ostium  of  the  original  saphenous  vein  bypass  graft 
was  occluded  by  syphilitic  aortitis.  A detailed  de- 
scription of  the  pathologic  findings  as  well  as  a review 
of  the  literature  are  presented. 

Case  report 

This  was  the  second  hospital  admission  for  a 44- 
year-old  black  male  who  had  severe  angina  pectoris 
for  two  weeks.  Initially  in  1972  the  patient  presented 
symptoms  of  classical  angina  pectoris  and  aortic 
regurgitation.  Cardiac  catheterization  revealed 
occlusive  disease  of  the  left  main,  left  anterior  de- 
scending, and  left  circumflex  coronary  arteries.  He 
underwent  aortocoronary  saphenous  vein  bypass 
grafting  to  the  left  anterior  descending  coronary  ar- 
tery. After  surgery  he  did  well  but  continued  to  take 


nitroglycerin  and  isosorbide  dinitrate. 

Findings  on  physical  examination  at  this  admis- 
sion revealed  a blood  pressure  of  160/60,  an  enlarged 
heart,  and  a high-pitched  decrescendo  diastolic 
murmur  along  the  left  sternal  border.  Results  on 
blood  chemistries  were  unremarkable  except  for  a 
serum  cholesterol  of  403  mg.  per  100  ml.  Findings 
on  repeat  cardiac  catheterization  revealed  total  oc- 
clusion of  the  previous  graft  site  and  a 90  percent 
occlusion  of  the  left  main  coronary  artery.  There 
was  severe  diffuse  involvement  of  the  left  anterior 
descending  artery  with  multiple  obstructions  of  the 
proximal  and  distal  portions  of  the  vessel.  The  left 
circumflex  showed  approximately  90  percent  occlu- 
sion in  the  proximal  third,  with  severe  narrowing  of 
the  First  marginal  branch.  The  right  coronary  artery 
showed  a 95  percent  proximal  lesion  with  diffuse 
distal  disease.  Moderate  (2-plus)  aortic  regurgita- 
tion was  present.  The  patient  underwent  a double 
saphenous  vein  bypass  procedure  to  the  left  cir- 
cumflex and  right  coronary  arteries,  but  expired 
during  surgery. 

Gross  and  microscopic  findings 

At  autopsy  the  heart  weighed  600  Gm.  Both  new 
saphenous  vein  grafts  to  the  left  circumflex  and  right 
coronary  arteries  were  patent.  The  previous  bypass 
graft  to  the  left  anterior  descending  coronary  artery 
was  identified,  although  the  aortic  ostium  was 
obliterated.  The  aortic  valve  cusps  were  thickened 
and  rolled  at  their  free  edges;  the  commissures  were 
distorted  but  not  separated.  Both  right  and  left 
native  coronary  ostia  were  stenosed  but  were  patent. 
The  aorta  was  thickened  and  showed  diffuse  super- 
ficial arteriosclerotic  plaques  most  pronounced  in  the 
ascending  aorta,  with  irregular  depressions  typical 
of  “pigskin”  luetic  aortitis.  The  adventitia  was 
densely  adherent  to  the  aortic  wall  and  could  not  be 
stripped  off.  All  three  coronary  arteries  showed 
diffuse  atherosclerotic  narrowing,  with  pronounced 
mural  thickening  in  their  proximal  portions. 

Both  the  thoracic  aorta  and  proximal  1-cm.  seg- 
ments of  the  coronary  arteries  showed  similar 
changes.  Histologically,  the  intimal  surface  of  the 
aorta  had  a moderate  degree  of  atherosclerosis,  with 
punctate  scarring  associated  with  destruction  of  the 
underlying  medial  elastic  lamellae.  The  proximal 
coronary  arteries  demonstrated  marked  athero- 
sclerotic intimal  and  medial  disease  with  90  to  95 
percent  luminal  obliteration.  This  process  was  dif- 
ferentiated from  the  distal  atherosclerotic  disease  by 
the  abnormalities  of  the  adventitia  and  media.  The 
alterations  consisted  of  a thickened,  fibrotic  adven- 
titial layer  containing  many  small  and  medium-sized 
muscular  arteries  with  endarteritis  (Fig.  1A).  Pro- 
liferation of  vessels  was  accompanied  by  a striking 
perivascular  collection  of  lymphocytes,  plasma  cells, 
and  histiocytes  (Fig.  IB).  Occasional  pure  collec- 
tions of  plasma  cells  with  many  Russell  bodies  were 
seen  surrounding  small  vessels  obliterated  by 
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FIGURE  1.  (A)  Proximal  left  coronary  artery  shows  marked  adventitial  fibrosis  (A).  Adventitial  vessel  (arrow)  with  endarteritis 

surrounded  by  dense  inflammatory  infiltrate.  Media  (M)  relatively  spared  but  similar  collection  of  inflammatory  cells  present 
in  intima.  (B)  Higher  magnification.  Adventitial  vessel  almost  obliterated  by  proliferation  of  intimal  smooth  muscle  cells. 
Vessel  surrounded  by  dense  collection  of  lymphocytes  and  plasma  cells.  Russell  bodies  (arrows)  present  within  infiltrate, 
consistent  with  active  secretion  of  immunoglobulins  by  plasma  cells  (hematoxylin  and  eosin  stain,  original  magnification 
X 300). 


endarteritis.  The  distal  coronaries  also  showed  se- 
vere atherosclerotic  changes  typified  by  marked  fi- 
bromuscular  intimal  hyperplasia  and  lipid  deposition 
(Fig.  2).  Adventitial  fibrosis  and  neural  hypertrophy 
were  present  in  the  proximal  and  distal  coronary 
arteries;  however,  the  distal  vessels  showed  a paucity 
of  inflammatory  cell  infiltration,  and  endarteritis  in 
small  vessels  was  absent. 

The  original  saphenous  vein  graft  had  marked 
intimal  fibrosis  with  scattered  collections  of  foam 
cells  and  occasional  lymphocytes.  The  lumen 
showed  90  percent  occlusion.  The  intraaortic  por- 
tions of  the  native  coronary  ostia  were  partially 
stenosed  and  showed  changes  similar  to  those  de- 
scribed in  the  thoracic  aorta  and  proximal  coronary 
arteries.  Although  the  aortic  valve  was  thickened  by 
fibrosis,  inflammation  was  absent. 

Comment 

Coronary  artery  involvement  in  syphilitic  vascular 
disease  is  generally  limited  to  the  coronary  ostia.2,5-8 
The  occurrence  of  extraostial  coronary  artery  syphilis 
is  rare.1,3,4,7  Cormia9  described  coronary  artery  in- 
volvement in  23  percent  of  his  series  of  199  patients 
with  syphilitic  aortitis.  However,  little  was  said 
concerning  the  localization  and  character  of  the  le- 
sions. Moritz4  studied  eight  cases  of  syphilitic  aor- 
titis with  stenosis  or  obliteration  of  one  or  both  cor- 
onary ostia.  In  six  of  those  eight  cases,  the  charac- 
teristic features  of  syphilitic  vasculitis  were  present 
in  the  proximal  10  to  1 2 mm.  of  the  coronary  arteries. 
Microscopically,  the  coronary  artery  lesions  showed 
many  of  the  same  changes  observed  in  our  case. 

The  histologic  changes  necessary  for  the  diagnosis 
of  syphilitic  coronary  arteritis  are  identical  to  those 
changes  observed  in  syphilitic  aortitis4,5,9  and  serve 
to  distinguish  the  vascular  lesions  from  atheroscle- 
rosis. The  features  include  a dense  fibrous  adven- 


FIGURE  2.  Distal  left  anterior  descending  coronary  artery 
shows  lumen  completely  occluded  by  fibrous  tissue  and  lipid 
typical  of  atherosclerosis.  Small  vessels  in  center  of  oblit- 
erated lumen  suggest  previous  thrombosis.  In  comparison 
with  proximal  coronary  artery  changes,  there  is  minimal 
adventitial  fibrosis,  no  vessels  with  endarteritis,  and  scattered 
inflammatory  cells.  Similar  alterations  observed  in  distal 
right  coronary  and  left  circumflex  coronary  arteries. 

titial  layer  continuous  with  a wide  zone  of  perivas-  ! 
cular  fibrosis.4,5,9  The  widened  adventitia,  which 
may  or  may  not  contain  miliary  gummas,  more 
characteristically  contains  many  vasa  which  are 
partially  or  completely  obliterated  by  endarteritis. 
The  tunica  media  is  extensively  hyalinized  with 
marked  disruption  and  fragmentation  of  the  elastica. 
Intramural  perivascular  infiltration  by  plasma  cells 
and  lymphocytes,  as  well  as  multiple  foci  of  granu- 
lation tissue  associated  with  the  formation  of  new 
blood  vessels,  are  observed.  In  an  advanced  lesion,  ■ 
the  coronary  artery  lumen  may  become  stenosed  or 
obliterated  secondary  to  intimal  proliferation  which 
may  be  identical  to  atheromatous  plaques.  Fibro-  |i 
lipid  intimal  plaques  protrude  into  the  lumen  and 
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predispose  the  artery  to  develop  occlusive  throm- 
bosis. Focal  calcification  with  prominent  cholesterol 
deposition  is  present  in  some  instances.  Since  the 
intimal  changes  are  common  to  both  syphilitic  cor- 
onary arteritis  and  the  more  common  coronary  ath- 
erosclerosis, care  must  be  taken  to  distinguish  the  two 
lesions.  In  our  case,  the  distal  coronary  arteries 
showed  marked  atherosclerotic  changes  throughout 
their  course,  but  they  were  histologically  distin- 
guishable from  the  proximal  coronary  lesions  asso- 
ciated with  adventitial  inflammation,  fibrosis,  and 
endarteritis. 

Syphilitic  involvement  of  the  coronary  arteries  is 
usually  limited  to  the  proximal  10  to  12  mm.,1’3’4  and 
involvement  of  more  than  30  mm.  from  the  ostium 
has  never  been  described.  Localization  of  these  le- 
sions to  the  coronary  ostia  and  proximal  coronary 
artery  fortuitously  allows  for  surgical  correction  with 
current  bypass  procedures.  Interestingly,  distal 
coronary  arteriosclerosis  in  patients  with  syphilitic 
heart  disease  is  uncommon,  especially  in  those  cases 
with  coronary  arteritis  and/or  ostial  stenosis.2,3 
Clawson  and  Bell6  reviewed  126  patients  with  syph- 
ilitic aortitis;  a total  of  42  patients  had  coronary  ostial 
stenosis,  and  only  13  showed  any  gross  pathologic 
changes  in  the  distal  coronary  arteries.  None  of  the 
patients  had  more  than  mild  focal  atheromatous  in- 
timal thickening.  In  Moritz’s4  eight  cases,  there  was 
only  mild  focal  arteriosclerosis  in  the  distal  coronary 
arteries.  In  our  case,  the  severe  degree  of  distal 
coronary  arteriosclerosis  is  unusual  and  may  have 
been  related  to  the  patient’s  hypercholesterolemic 
state. 

In  syphilitic  cardiovascular  disease,  the  inflam- 
matory process  begins  in  the  thoracic  aorta,  and  may 
proceed  in  a cephalad  direction  toward  the  aortic 
valve.  It  has  been  observed  that  coronary  ostial  in- 
volvement in  syphilis  may  be  more  liable  to  occur 
when  the  coronary  ostia  lie  higher  than  usual  above 
the  sinus  of  Valsalva.10  In  our  case,  the  patient  had 
a saphenous  vein  coronary  bypass  performed  in  1973, 
and  five  years  later  the  graft  insertion  into  the 
proximal  ascending  aorta  could  not  be  identified  at 
postmortem  examination.  This  is  felt  to  represent 
obliteration  of  an  acquired  ostium  by  sclerosis  due 
to  ongoing  syphilitic  aortitis.  Of  interest,  the  vein 
graft  was  known  to  be  functionally  closed  as  early  as 
six  months  after  surgery.  The  obliteration  of  the 
vein  graft  ostium  demonstrates  that  any  ostium  that 
is  situated  high  above  the  sinus  of  Valsalva  in  a region 
of  active  aortitis  is  particularly  at  risk. 

Although  ostial  involvement  may  result  from  di- 
rect extension  of  the  syphilitic  process  in  the  aorta, 
involvement  of  the  coronary  arteries  in  cases  of 
syphilitic  aortitis  does  not  necessarily  imply  direct 
extension.  Moritz4  described  active  coronary  artery 
involvement  without  any  ostial  involvement  as  well 
as  active  syphilitic  coronary  arteritis  with  exudates 
of  inflammatory  cells,  associated  with  chronic 
burnt-out  lesions  in  the  aorta.  In  addition,  chronic 
lesions  in  the  coronary  arteries  associated  with  active 


aortitis  may  also  be  seen.4  In  our  case,  both  the 
coronary  arteries  and  the  aorta  showed  similar  ex- 
udative features;  however,  the  ostia  and  aortic  valve 
cusps  were  relatively  spared. 

The  clinical  manifestations  and  myocardial 
changes  of  ischemic  heart  disease  secondary  to 
syphilitic  arteritis  with  coronary  ostial  and  coronary 
artery  involvement  do  not  differ  essentially  from 
those  occurring  with  atherosclerosis  alone.  However, 
classical  symptoms  of  angina  pectoris  occur  in  a 
higher  proportion  of  cases, 3>4-9  while  myocardial  in- 
farction is  only  rarely  a complication.1’2’6  This  is 
thought  to  be  a result  of  gradual  coronary  ostial 
narrowing  which  allows  time  for  collateral  vascular- 
ization to  form.14  Clinical  features  of  unremitting 
anginal  pain  in  a young  patient  should  raise  the 
suspicion  of  syphilitic  cardiovascular  disease,  espe- 
cially if  there  is  a history  of  syphilis  and  physical 
stigmata  of  aortic  regurgitation.  The  average  age  of 
patients  with  syphilitic  aortitis  and  coronary  ostial 
stenosis  is  usually  between  34  and  45  years  of  age.5’11 
In  the  six  cases  of  syphilitic  coronary  arteritis  de- 
scribed by  Moritz,4  the  average  age  was  40.  A posi- 
tive serology  is  obviously  helpful,  and  it  has  been 
noted  to  be  positive  in  96  percent  of  cases  of  syphilitic 
aortitis.5  Others  have  stated  that  15  to  30  percent 
of  cases  may  have  a negative  VDRL  test  result,1  as 
was  true  in  our  case.  It  should  be  emphasized  that 
coronary  arteritis  and/or  ostial  stenosis  need  not  be 
associated  with  aortic  valvulitis.4  The  clinical  dis- 
tinction from  atherosclerotic  coronary  disease  may 
be  suggested  by  angiographic  evidence  of  localized 
proximal  coronary  artery  disease,  especially  in  a 
young  patient. 

Summary 

A 44-year-old  male  with  severe  angina  pectoris  was 
noted  on  cardiac  catheterization  five  years  earlier  to 
have  aortic  regurgitation  and  severe  triple  vessel 
disease  which  was  most  pronounced  in  the  proximal 
coronary  artery  segments.  He  had  a single  saphe- 
nous vein  bypass  to  the  left  anterior  descending 
coronary  artery,  but  within  six  months  the  graft  be- 
came nonfunctional.  During  the  present  admission, 
the  patient  underwent  a second  bypass  procedure, 
but  he  expired  during  surgery.  At  the  postmortem 
examination,  he  had  typical  gross  and  histologic 
changes  of  syphilitic  aortitis,  with  aortic  valve  in- 
volvement, stenosis  of  the  coronary  ostia,  and  oblit- 
eration of  the  original  saphenous  vein  bypass  graft 
ostium.  Unexpectedly,  all  three  native  coronary 
arteries  demonstrated  proximal  changes  consistent 
with  syphilitic  arteritis.  These  changes  were  easily 
differentiated  from  typical  atherosclerotic  alterations 
found  in  the  distal  vessels.  Syphilitic  coronary  ar- 
teritis is  extremely  rare;  however,  the  diagnosis 
should  be  considered  in  a young  patient  with  angina 
pectoris,  particularly  if  accompanied  by  aortic 
regurgitation  and  a positive  VDRL  finding. 
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amebiasis  is  positive  in  only  about  50  percent  of 
asymptomatic  cyst  passes,  but  in  patients  with  in- 
vasive disease  such  as  colitis  or  amebic  liver  abscess, 
the  yield  is  greater  than  90  percent  (Mahmoud,  A.  A. 
F.,  and  Warren,  K.  S.:  Algorhythms  in  the  diagnosis 
and  management  of  exotic  disease.  XVII.  Amebia- 
sis, J.  Infect.  Dis.  134:  639  (1976)). 

— Radiation  of  pain  to  the  arm  can  occur  with  both 
cardiac  and  esophageal  disease  but  is  much  more 
typical  of  cardiac  pain  (Henderson,  R.  D.:  Atypical 
chest  pain  of  cardiac  and  esophageal  origin,  Chest  73: 
24  (Jan.)  1978). 

— Relief  of  pain  may  occur  with  the  administration  of 
antacids  and  nitroglycerin  in  esophageal  disease 
(Ibid.). 

— Cough  syncope  tends  to  occur  in  vigorous  men  who 
cough  violently  and  in  rapid  succession.  A period  of 
retrograde  amnesia,  usual  in  most  kinds  of  fainting 
spells,  often  follows  episodes  of  cough  syncope,  leaving 
the  patient  with  no  recollection  of  it. 

— The  Alport  syndrome  is  usually  thought  of  as  an  her- 
edofamilial progressive  glomerular  and  interstitial 
nephritis  associated  with  hearing  loss,  which  is 
transmitted  as  an  autosomal  dominant  characteristic, 
but  is  usually  expressed  more  dramatically  in  affected 
males  than  in  females. 

— It  is  characteristic  of  constrictive  pericarditis  that  it 
tends  to  cause  right  pleural  effusion,  hepatomegaly, 
and  ascites  with  little  or  no  peripheral  edema,  par- 
ticularly in  young  patients. 

— Pericardial  calcification  and  an  outward  apical  pulse 
that  is  permanent  only  in  diastole  is  a feature  of  con- 
strictive pericarditis. 

— The  arterial  paradoxical  pulse  and  the  inspiratory  rise 
in  venous  pressure  (Kussmaul  sign)  are  familiar  signs 
of  pericardial  disease. 

— Central  venous  pressure  is  normal  in  liver  disease  and 
in  noncardiac  causes  of  pleural  effusion,  hepato- 
megaly, and  ascites  but  is  always  elevated  in  con- 
strictive pericarditis. 

— Distended  external  jugular  veins  are  a sign  of  elevated 
central  venous  pressure.  However,  the  external  veins 
may  not  be  distended,  and  the  elevated  central  venous 
pressure  is  manifested  only  by  elevation  of  the  jugular 
venous  pulse. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Yours  Truly  " by  Jobs!  — it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly  v1  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  NEW  YORK  SERVICE  CENTER 


New  York,  New  York  10022 

133  E 58th  St  . Suite  304 
212/758-4269 


Buffalo,  New  York  14203 

Suite  1001,  General  Medical  Towers 

50  High  Street 

716/881-1450 


Brooklyn,  New  York  11243 

Williamsburgh  Savings  Bank  Bldg 
One  Hanson  Place,  Suite  1501 
212/789-5100 


Mineola,  Long  Island,  New  York,  11501 

Suite  515,  222  Station  Plaza  North 
Corner  2nd  St.  & 3rd  Ave. 

516/746-244 2 
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Chronic  Meningococcemia 


JAMES  R.  TILLOTSON,  M.D.a* 

Eloise,  Michigan 

JOHN  F.  HOLCOMB,  M.D.b 

Eloise,  Michigan 

From  the  Department  of  Internal  Medicine,  Wayne  County 
General  Hospital;  and  the  University  of  Michigan  Medical  School, 
Ann  Arbor,  Michigan. 

a Chief,  Division  of  Infectious  Diseases. 

b Resident,  Internal  Medicine. 

Chronic  meningococcemia  is  an  unusual  form  of 
meningococcal  infection,  only  149  cases  having  been 
reported  in  the  U.S.  literature  up  to  1963. 1 In  the 
case  reported  herein,  intermittent  bacteremia  was 
demonstrated  by  quantitative  blood  cultures. 

Case  report 

A 43-year-old  chronic  alcoholic  male  was  admitted 
to  Wayne  County  General  Hospital  on  September  26, 
1969.  During  the  previous  three  months,  he  had  had 
nine  episodes  of  fever  associated  with  temperatures 
of  up  to  105°F.,  chills,  arthralgias,  myalgias,  and  a 
tender,  erythematous,  nodular  rash.  Each  episode 
resolved  completely,  either  spontaneously  or  fol- 
lowing a single  injection  of  procaine  penicillin.  A 
diagnostic  evaluation  at  another  hospital  had  re- 
vealed only  fatty  metamorphosis  of  the  liver  on  bi- 
opsy. Blood  cultures  were  sterile  for  bacteria.  He 
was  discharged  from  there  with  a diagnosis  of  colla- 
gen disease  of  unknown  type.  On  the  day  of  his  ad- 
mission to  Wayne  County  General  Hospital,  he  de- 
veloped a temperature  of  105°F.  and  became  con- 
fused, combative,  and  disoriented. 

* Present  address:  Division  of  Infectious  Diseases,  Department 
of  Medicine,  Albany  Medical  College,  Albany,  New  York. 


Examination  disclosed  a well-developed,  well- 
nourished,  hallucinating  and  uncooperative  patient. 
The  temperature  was  104. 6°F.,  blood  pressure 
120/70,  and  pulse  104  and  respirations  20  per  minute. 
The  liver  descended  4 cm.  below  the  right  costal 
margin  and  was  nontender.  Several  raised,  non- 
tender, erythematous  nodules  were  present  on  the 
anterior  aspect  of  all  four  extremities. 

The  peripheral  leukocyte  count  was  9,900  and 
hematocrit  44.  Serum  creatinine,  electrolytes,  pro- 
teins, amylase,  glutamic  oxaloacetic  transaminase, 
lactic  dehydrogenase,  alkaline  phosphatase,  biliru- 
bin, cholesterol,  total  lipids,  glucose,  and  urea  ni- 
trogen were  within  normal  limits  on  several  occa- 
sions. Test  findings  for  lupus  erythematosus  cells 
and  antinuclear  antibodies,  complement  fixation  for 
fungi,  skin  test  findings  for  fungi  and  mycobacteria, 
and  blood  smears  for  malaria  were  normal.  The 
rheumatoid  factor  was  weakly  reactive.  Paranasal 
sinus  x-ray  films  demonstrated  chronic  bilateral 
maxillary  sinusitis.  The  chest  x-ray  film  findings 
revealed  no  abnormalities. 

Cultures  of  the  cerebrospinal  fluid,  blood,  urine, 
throat,  sputum,  and  stool  revealed  no  pathogens,  but 
no  special  attempts  were  made  to  identify  the  Neis- 
seria sp.  which  predominated  on  the  throat  culture. 
On  the  second,  fourth,  seventh,  ninth,  twelfth,  and 
fourteenth  hospital  days  he  had  six  more  febrile  ep- 
isodes (Fig.  1A).  Peak  temperatures  varied  between 
102°  to  104°F.  A prodrome  of  myalgias  was  followed 
by  fever,  flushing,  rash,  and  arthralgia.  Chills  oc- 
curred with  the  increasing  fever  and  were  followed 
by  marked  diaphoresis  beginning  at  the  time  of  peak 
temperature.  Leukocytosis,  up  to  21,200  cells  per 
cubic  millimeter,  occurred  with  each  episode.  Ar- 
thritis of  several  peripheral  joints  developed  with  the 
second  and  last  bouts  only.  Except  for  malaise,  fa- 
tigue, and  mild  myalgia,  the  patient  felt  well  after 
defervescence  of  fever,  but  the  rash  persisted  during 
the  subsequent  24  to  36  hours.  Slow-growing, 
gram-negative  diplococci  of  the  Neisseria  group, 
which  failed  to  grow  in  sugar  broths  or  on  Thayer- 
Martin  medium,  were  intermittently  isolated  from 


FIGURE  1.  (A)  Clinical  manifestations  and  therapy  during  hospital  course.  (B)  Details  of  final  febrile  episode  with  quantitative 

blood  cultures. 
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TABLE  I.  Results  of  serologic  tests  before,  during,  and 
after  treatment  of  chronic  meningococcemia  with 
penicillin 


Type 

Before 

September  29 
to 

October  10, 
1969 

During 
October  16, 
1969* 

After 
November 
7 to 

December 
15,  1969 

Salmonella  typhi 

O 1:40 

1:20 

S.  typhi  H 

1:160 

1:80 

Salmonella 

Group  A 

Negative 

Negative 

Group  B 

Negative 

Negative 

Group  C 

1:160 

1:20 

Group  E 

1:160 

1:40 

Proteus  OX19 

1:80 

Negative 

Brucella  abortus 

1:160 

Negative 

Pasteurella 

1:640 

1:20 

tularensis 

Cold  agglutinins 

1:8  to  1:16 

1:64 

1:4 

N.  meningitidis, 

Negative 

Negative 

Negative 

type  B 

Latex 

fixation 

Weakly 

positive 

Negative 

(rheumatoid 

factor) 

* Penicillin  given  from  October  1 1 to  31, 1969. 


several  blood  cultures.* 

Quantitative  blood  cultures  during  the  final  febrile' 
episode  revealed  2,945,  640,  and  4 colonies  per  mil- 
limeter at  3,  6,  and  12  hours  after  the  onset  (Fig.  IB). 
Blood  cultures  between  febrile  episodes  and  during 
and  after  penicillin  therapy  were  sterile  for  bacteria. 
Agglutination  reactions  to  several  bacterial  antigens 
revealed  elevated  titers  (Table  I).  Serum  obtained 
during  the  last  febrile  episode,  during  penicillin 
therapy,  and  one  month  after  therapy,  however, 
failed  to  agglutinate  a type  B meningococcus  or  the 
patient’s  organism. 

Penicillin  G,  6 million  units  per  day  was  started  on 
the  fifteenth  day  and  continued  for  three  weeks. 
Sinusitis  symptoms  developed  during  therapy  and 
required  surgical  drainage.  No  N.  meningitidis  was 
isolated  from  the  material  obtained  from  the  sinus. 
He  was  discharged  on  the  thirty-ninth  hospital  day 
and  has  remained  free  of  recurrent  symptoms  and 
bacteremia.  Since  1969  he  has  had  several  hospital 
admissions  for  unrelated  problems. 

Comment 

Chronic  meningococcemia  is  said  to  present  a 
characteristic  clinical  syndrome  similar  to  that  seen 
in  this  patient.1  Other  members  of  the  genus  Neis- 
seria may  also  produce  these  symptoms.2  The 
identification  of  the  organism  in  this  case,  however, 
is  not  definitely  established,  since  sugar  fermenta- 
tions could  not  be  performed  and  no  growth  occurred 
on  Thayer-Martin  medium. 

* Subsequently  identified  by  agglutination  as  Neisseria  men- 
ingitidis, type  B,  by  the  Center  for  Disease  Control,  Atlanta, 
Georgia. 


Antigenic  relationships  exist  between  Neisseria 
and  other  bacterial  species,'*  hut  previous  reports  of 
chronic  meningococcemia  have  failed  to  demonstrate 
elevated  serologic  titers  to  brucella,  P.  tularensis,  or 
salmonella.1  In  at  least  one  case,  the  Weil-Felix  re- 
action (Proteus  OXK)  was  initially  positive  and  re- 
verted to  negative  following  therapy.4  Unfortu- 
nately, the  organism  in  the  present  case  failed  to 
survive  serial  passage  so  that  cross-absorption-ag- 
glutination studies  could  not  he  performed.  The 
subsequent  fall  in  antibody  titers  after  penicillin 
therapy,  however,  suggests  the  serologic  results  were 
related  to  the  Neisseria  infection  or  were  a nonspe- 
cific response  to  a febrile  illness. 

Bacteremia  was  present  only  during  the  febrile 
episodes  consistent  with  the  concept  that  meningo- 
cocci probably  reside  in  some  extravascular  site 
during  the  afebrile  periods  and  that  intermittent 
bacteremia  accounts  for  the  relapsing  or  recurrent 
type  of  fever  seen  in  many  cases  of  chronic  menin- 
gococcemia.1 The  maxillary  sinuses  were  a likely 
primary  focus  of  infection,  but  the  cultures  at  the 
time  of  drainage  were  negative  for  N.  meningitidis, 
perhaps  related  to  the  penicillin  therapy.  The  level 
of  bacteremia  correlated  well  with  the  clinical 
symptoms.  It  is  unfortunate,  however,  that  quan- 
titative blood  cultures  were  not  obtained  at  the  onset, 
and  more  frequently  during  the  course,  and  that 
special  cultures  for  bacterial  variants  were  not  at- 
tempted during  the  abacteremic  periods. 

Summary 

Chronic  meningococcemia  may  present  persistent 
or  relapsing  fever,  presumably  related  to  the  presence 
of  continuous  or  intermittent  bacteremia.  Inter- 
mittent bacteremia  with  quantitative  blood  cultures 
was  demonstrated  in  the  case  reported  here  with 
2,945,  640,  and  4 colonies  per  milliliter  of  nonfer- 
menting Neisseria  meningitidis  at  3,  6,  and  12  hours 
after  the  onset  of  one  of  the  recurrent  febrile  epi- 
sodes. The  primary  focus  of  the  bacteremia  in  this 
case  was  unknown,  but  the  maxillary  sinuses  were 
suspect.  Cure  was  effected  with  a three-week  course 
of  penicillin  G.  Significant  titers  of  agglutination 
reactions  to  a variety  of  bacterial  and  other  antigens 
also  reverted  to  normal,  following  antimicrobial 
treatment. 

Division  of  Infectious  Diseases 
Department  of  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 
(DR.  TILLOTSON) 
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Medical  News 


Announcement 

The  World  Rehabilitation  Fund  International  Exchange 
of  Information  in  Rehabilitation  is  pleased  to  announce  the 
availability  of  a monograph  written  by  Harald  Sanne,  M.D., 
University  of  Goteborg,  Goteborg,  Sweden;  on  “Readap- 
tation After  Myocardial  Infarction.” 

This  monograph  has  been  written  and  published  as  a 
result  of  a Rehabilitation  Services  Administration  Grant 
which  addresses  itself  to  the  filling  of  information  gaps  in 
the  U.S.  by  arranging  for  foreign  experts  to  write  mono- 
graphs in  these  areas  of  concern. 

To  obtain  a copy  of  this  monograph,  please  write:  Ms. 
Diane  Woods,  Dissemination,  World  Rehabilitation  Fund, 
400  East  34th  Street,  New  York,  N.Y.  11016. 

Cumulative  genetic  damage 
in  children  exposed  to  preconceptive 
low-level  ionizing  radiation 

Scientific  proof  that  genetic  damage  from  low-level 
ionizing  radiation  in  successive  generations  can  produce 
cumulative  genetic  degradation  in  humans  has  been  pub- 
lished by  two  cancer  researchers  in  Investigative  Radi- 
ology. 

Some  scientists  and  concerned  citizens  have  long  feared 
that  exposure  to  low-level  nuclear  and  medical  radiation 
will  harm  the  health  of  Americans  for  generations  to  come, 
but  other  radiation  experts  have  scoffed  at  these  fears. 

Dr.  Irwin  Bross  and  Mr.  N.  Natarajan  of  Roswell  Park 
Memorial  Institute  for  Cancer  Research  in  Buffalo,  New 
York,  have  now  shown  that  when  parents  are  exposed  to 
x-rays  prior  to  conception  and  the  fetus  is  also  x-rayed  then 
there  is  a striking  increase  in  the  risks  of  leukemia  and 
other  childhood  diseases. 

The  new  findings  were  based  on  a comparison  of  nearly 
300  leukemic  children  with  almost  three  times  as  many 
“controls,”  children  from  a random  sample  of  households 
taken  in  the  same  area  and  at  the  same  time.  A mathe- 
matical model  for  predicting  co-occurrence  of  childhood 
leukemia  and  certain  other  diseases  was  used  to  obtain 
estimates  of  the  proportion  of  x-ray  exposures  where  ge- 
netic damage  occurred. 

When  one  parent  was  exposed  prior  to  conception  but 
the  fetus  was  not  exposed  (or  when  the  fetus  was  exposed 
but  not  the  parents)  the  x-rays  produced  genetic  damage 
about  1 percent  of  the  time.  Combined  exposures  in- 
creased this  percentage  to  as  high  as  4 percent.  Those 
children  with  genetic  damage  were  found  to  have  25  times 
the  normal  risk  of  leukemia. 

“When  these  new  facts  are  added  to  those  in  more  than 
a dozen  previous  studies  of  health  effects  in  persons  ex- 
posed to  low-level  radiation,  the  scientific  conclusion  is 
clear,”  says  Dr.  Bross.  “Careless  and  promiscuous  uses  of 
technologies  involving  low-level  ionizing  radiation  is 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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• provides  effective  symptomatic 
relief 

•b.i.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE® 

azatadine  maleate  1 mg  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants 

Use  in  Nursing  Mothers  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure,  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section) 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with  narrow  angle  glaucoma, 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction, 
symptomatic  prostatic  hypertrophy,  bladder  neck 
obstruction 

Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosaae  may  cause  hallucinations,  con- 
vulsions. or  death 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children  In  the  young  child,  particularly,  they  may  pro- 
duce excitation 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 

CHILDREN  UNDER  12  YEARS  OF  AGE 

Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 

women  is  inadequate  to  determine  whether  there  exists  a 

potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants  Azatadine  maleate  has  additive 

effects  with  alcohol  and  other  CNS  depressants  (hypnotics. 

sedatives,  tranquilizers,  etc.). 

Use  in  Activities  Requiring  Mental  Alertness  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances. machinery,  etc 

Use  in  the  Elderly  (approximately  60  years  or  older)  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease, 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity. excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat 

Cardiovascular  System  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles 

Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia. agranulocytosis 

Nervous  System  Sedation  sleepiness,  dizziness,  dis- 
turbed coordination  fatigue,  confusion,  restlessness,  exci- 
tation. nervousness,  tremor,  irritability,  insomnia  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions 
Gastrointestinal  System  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System  Urinary  frequency,  difficult  urina- 
tion urinary  retention,  early  menses 
Respiratory  System  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion Stimulation  is  particularly  likely  in  children  Atropme- 
like  signs  and  symptoms  (dry  mouth,  fixed,  dilated  pupils, 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  Vi  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
Stimulants  should  n£t  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
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Musculoskeletal  complaints,  including  back  pain, 
are  well-recognized  manifestations  and  presenting 
symptoms  of  bacterial  endocarditis.  Recent  studies 
have  reviewed  this  subject  in  detail,  and  point  out  the 
infrequent  occurrence  of  pyogenic  vertebral  os- 
teomyelitis as  a manifestation  of  bacterial  endocar- 
ditis. 1-6  We  present  such  a case  and  review  the  world 
literature. 

Case  report 

A 65-year-old  black  man  was  admitted  to  the 
hospital  complaining  of  low  back  pain  of  six  months’ 
duration  and  an  80-pound  weight  loss.  The  pain  was 
sharp  in  nature,  was  moderately  exaggerated  by 
standing  or  motion,  and  only  partially  relieved  by 
recumbency.  He  also  complained  of  increasing 
shortness  of  breath  for  the  week  prior  to  admission 
with  an  exercise  tolerance  of  only  20  steps.  The 
patient  denied  any  systemic  complaints  such  as  fever, 
chills,  anorexia,  palpitations,  and  so  forth,  or  any 
significant  past  medical  history.  Admission  exam- 
ination revealed  a thin  cachectic  male  with  a resting 
tachycardia  of  100,  blood  pressure  of  100/50,  respi- 
ratory rate  of  24,  and  a temperature  of  98° F.  The 
neck  was  supple  and  the  neck  veins  were  distended 
5 cm.  above  the  angle  of  the  mandible  at  30  degrees. 
Moist  rales  were  heard  over  the  lower  third  of  both 
lung  fields  with  scattered  wheezes  and  rhonchi.  The 
heart  was  not  enlarged.  A grade  3/6  nonradiating 
holosystolic  murmur  and  a short  early  diastolic 
rumble  were  heard  at  the  apex.  The  abdomen  was 
scaphoid  with  good  bowel  sounds.  The  liver  edge 
was  palpated  2 cm.  below  the  right  costal  margin  and 
was  smooth  and  nontender.  The  spleen  was  not  felt. 
Rectal  examination  revealed  diffuse  tenderness  with 
2-plus  prostatic  enlargement.  There  was  no  occult 
blood.  There  were  flexion  contractures  of  the 
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FIGURE  1 . Plain  and  tomographic  x-ray  films  of  lumbosacral 
spine  at  time  of  admission  showing  narrowed  intervertebral 
disk  space  at  L4  to  L5  (left)  with  erosive  changes  of  the  bodies 
of  L4  and  L5  (right). 

proximal  interphalangeal  joints  of  the  fifth  digits  of 
both  hands.  The  lower  extremities  were  normal. 
There  was  tenderness  of  the  lumbar  spine  and  spasm 
of  the  paravertebral  musculature.  Neurologic  ex- 
amination was  normal  except  for  decreased  sensation 
to  pinprick  in  both  lower  extremities.  The  patient 
was  unable  to  stand  owing  to  the  severity  of  his  back 
pain. 

The  hematocrit  was  28  and  the  white  blood-cell 
count  10,000  per  cubic  millimeter,  with  84  percent 
neutrophils,  2 percent  band  forms,  12  percent  lym- 
phocytes, and  2 percent  myelocytes.  A smear  of  the 
peripheral  blood  revealed  marked  hypochromia  and 
microcytosis  with  anisocytosis  and  occasional  tear- 
drop cells.  The  erythrocyte  sedimentation  rate  was 
51  mm.  per  hour  (Wintrobe).  The  glucose  level  was 
97  and  the  urea  nitrogen  level  22.  The  serum  elec- 
trolytes were  within  normal  limits.  The  urine  was 
unremarkable.  An  electrocardiogram  revealed  a 
sinus  tachycardia  with  an  axis  of  minus  60  degrees. 
The  T waves  were  inverted  in  leads  Vi  through  V5, 
and  there  was  evidence  of  left  atrial  enlargement. 
X-ray  films  of  the  chest  revealed  minimal  cardio- 
megaly  with  increased  pulmonary  vascular  markings. 
No  effusions  were  seen.  Plain  x-rays  films  and  to- 
mograms of  the  lumbosacral  spine  revealed  narrow- 
ing of  the  L(lumbar)  4 to  5 interspace  with  erosive 
changes  of  both  contiguous  vetebral  bodies  (Fig. 
1). 

He  was  started  on  digoxin  and  furosemide  (Lasix) 
with  marked  improvement  in  his  respiratory  status. 
An  intermediate  strength  purified  protein  derivative 
disclosed  normal  findings  at  48  hours.  Skin  test  re- 
sults were  positive  for  mumps  and  Candida.  Bence 
Jones  proteins  were  absent.  Serum  protein  elec- 
trophoresis revealed  depressed  albumin  and  elevated 
gamma  globulin  fractions. 

On  the  day  after  admission  he  spiked  a tempera- 
ture of  102°F.  Multiple  blood  cultures  were  drawn, 
and  six  out  of  six  were  positive  for  Streptococcus 
faecalis.  Therapy  was  instituted  with  ampicillin,  12 
Gm.  a day  intravenously,  and  gentamycin,  240  mg. 


FIGURE  2.  Repeat  films  of  lumbosacral  spine  after  six 
weeks  of  antibiotic  therapy  showing  healing  of  lesions  of  L4 
and  1-5  with  narrowing  of  the  L2  to  L3  disk  space  and  erosions 
of  vertebral  bodies  of  L2  and  L3. 

a day  intramuscularly.  Rapid  defervescence  and 
amelioration  of  back  pain  was  noted.  Repeat  blood 
cultures  taken  one  week  later  were  sterile  for  bacte- 
ria. An  echocardiogram  revealed  left  ventricular 
hypertrophy,  diastolic  fluttering  of  the  mitral  valve 
compatible  with  aortic  regurgitation,  and  a small 
posterior  pericardial  effusion.  No  valvular  vegeta- 
tions were  seen.  A gallium  scintiscan  was  inter- 


preted as  compatible  with  infection  with  early  uptake 
of  radioactivity  in  the  L.(  to  L&  area.  A percutaneous 
Craig  needle  biopsy  was  performed  but  was  unsuc- 
cessful in  obtaining  pathologic  material.  Repeat 
x-ray  films  of  the  lumbar  spine  at  the  termination  of 
six  weeks  of  antibiotic  therapy  showed  nonprogres- 
sion and  healing  of  the  L4  to  L-,  lesion  with  erosive 
changes  now  evident  at  L ■>  and  L:i  (Fig.  2).  A repeat 
needle  biopsy  was  suggested,  but  the  patient  refused. 
On  discharge,  the  patient  was  completely  symptom 
free.  He  has  been  subsequently  lost  to  follow-up. 

Comment 

The  manifestations  of  musculoskeletal  complaints 
during  the  course  of  bacterial  endocarditis  are  well 
recognized.  In  recent  large  surveys  the  incidence 
ranges  between  23  and  44  percent,1  6 with  low  back 
pain  accounting  for  25  to  33  percent  of  these  com- 
plaints. However,  the  finding  of  pyogenic  vertebral 
osteomyelitis  is  extremely  rare,  with  the  incidence 
in  the  preceding  series  of  0.4  percent.  Only  20  cases 
of  vertebral  osteomyelitis  have  been  reported  in  the 
world  literature,  Group  D Streptococcus  being  the 
causative  organism  in  3 (Table  I). 

Many  features  of  this  case  are  similar  to  previously 
published  reports.  Low  back  pain  antedating  the 
diagnosis  of  endocarditis  by  many  months,  signifi- 
cant weight  loss,  evolution  of  symptoms  and  radio- 
logic  appearance,  and  rapid  improvement  in  symp- 
toms after  institution  of  antibiotic  therapy  are  con- 
sistent with  prior  descriptions.  The  insidious  onset, 
continuous  nonmechanical  pain,  localized  tenderness 
over  the  spine  with  marked  restriction  of  movement 
and  paravertebral  muscle  spasm,  and  radiologic 
changes  are  as  described  in  other  cases  of  pyogenic 
vertebral  osteomyelitis  not  associated  with  bacterial 
endocarditis.17  The  most  commonly  involved  seg- 
ments are  the  lower  dorsal  and  lumbar  spines,  ac- 
counting for  17  of  the  previously  reported  cases. 


TABLE  I.  Pyogenic  vertebral  osteomyelitis  as  a manifestation  of  bacterial  endocarditis 


Author 

Case  Numbers 

Location 

Organism 

Seze,  S.  de,  et  al.7 

1 

L3  to  L4 

Staphylococcus  aureus 

Seze,  S.  de.  et  al.7 

2 

L4  to  L5;  D6  to  D8 

None  isolated 

Bontoux,  D.,  et  al.8 

3 

Lo  to  L3 

Enterococcus 

Bontoux,  D.,  et  al.8 

4 

Lumbar 

None  isolated 

Castleman.  B..  et  al.9 

5 

l3 

S.  aureus 

Boutelier.  D.,  et  al.10 

6 

Li  to  Li2 

Enterococcus 

LeJeune,  E.,  et  al.11 

7 

D9  to  Dio 

Nonhemolytic  Streptococcus 

LeJeune,  E.,  et  al.11 

8 

L4  to  L5,  L5  to  Sr 
Right  sacroiliac  joint 

None  isolated 

Bisson,  M.,  et  al.12 

9 

Lo  to  L3 

Streptococcus 

Serre.  H.,  et  al.13 

10 

Acar,  J.  F.,  et  al.14 

11 

L5  to  Si 

Streptococcus  viridans 

Acar,  J.  F.,  et  al.14 

12 

D7  to  Dg 

S.  viridans 

Choubrac.  P.,  et  al.15 

13 

C5  to  C6 

Streptococcus  mitis 

Choubrac,  P.,  et  al.15 

14 

C3  to  C4 

Alpha-hemolytic  streptococcus 

Untereker,  W.  J.,  et  al.16 

15 

L4  to  L5 

Aerococcus  viridan 

Churchill,  M.  A.,  Jr.,  et  al.1 

16-20 

Lumbar 

S.  aureus2 
S.  viridans2 

Group  D Streptococcus 1 
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Choubrac  et  al.15  reported  two  cases  with  the  unusual 
finding  of  cervical  spine  involvement.  In  addition, 
there  are  three  reports  of  unilateral  sacroiliac  joint 
sepsis  in  bacterial  endocarditis,  one  with  associated 
lumbar  spine  involvement.11’18’19  The  causative 
agents,  when  isolated,  included  11  cases  of  Strepto- 
coccus (4  viridans,  3 enterococcus,  and  4 not  speci- 
fied), 4 cases  of  Staphylococcus  aureus,  and  one  case 
of  Aerococcus. 

Summary 

This  case  represents  only  the  twenty-first  docu- 
mented case  of  pyogenic  vertebral  osteomyelitis 
complicating  the  course  of  bacterial  endocarditis,  and 
only  the  fourth  case  involving  Group  D Streptococ- 
cus. One  should  be  aware  of  this  manifestation  as 
a possible  presentation  of  bacterial  endocarditis, 
especially  when  the  classic  signs  and  symptoms  are 
absent. 
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— Whenever  degenerative  diseases  are  encountered  in 
individuals  less  than  50  years  of  age,  diabetes  mellitus 
should  be  looked  for. 

— The  “loop”  diuretics  such  as  furosemide  and  etha- 
crynic  acid  have  certain  characteristics  causing  them 
to  differ  from  the  thiazides.  They  are  commonly  re- 
ferred to  as  “loop  blockers”  because  they  exert  their 
effect  on  the  loop  of  Henle  whereas  the  thiazides  are 
primarily  in  the  early  distal  tubule.  The  loop  di- 
uretics produce  a greater  natriuresis  than  the  thia- 
zides. They  also  cause  enhanced  excretion  of  calcium 
in  the  urine,  whereas  the  thiazides  decrease  calcium 
excretion.  Both  classes  of  diuretics  increase  potas- 
sium excretion  and  lead  to  hypokalemic  alkalosis, 
hyperuricemia,  and  glucose  intolerance.  A side-effect, 
peculiar  to  the  loop  agents  when  used  intravenously, 
is  ototoxicity. 
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Since  1576  when  Vesalius  first  diagnosed  an  ab- 
dominal aortic  aneurysm,  many  operative  procedures 
have  been  used  to  treat  this  lesion.1  These  include 
ligation,  endoaneurysmorrhaphy,  wiring,  wrapping, 
and  introduction  of  thrombogenic  substances.2  It 
was  not  until  1951  that  the  modern  therapy  of  ab- 
dominal aortic  aneurysm  was  established  with  the 
report  by  Dubost,  Allory,  and  Oeconomos.3  This  led 
to  the  present  accepted  surgical  treatment  of  aneu- 
rysmectomy and  replacement  of  the  atherosclerotic 
aorta  with  a graft.2-8  Since  aortic  aneurysm  is  a 
degenerative  disease  of  elderly  people,  associated 
diseases  involving  the  cardiovascular  or  pulmonary 
system  may  increase  the  operative  risk.  When  as- 
sociated medical  problems  exist,  one  is  confronted 
with  weighing  the  risks  of  surgery  against  the  risk  of 
rupture.  In  such  high-risk  patients,  an  alternative 
approach  of  less  surgical  risk  may  be  attempted. 
This  report  deals  with  a technique  of  nonresective 
surgical  treatment  of  abdominal  aortic  aneurysm 
which  seeks  to  induce  thrombosis  of  the  aneurysm 
by  ligation  of  the  common  iliac  arteries,  and  rees- 
tablishes the  circulation  to  the  lower  limbs  by  an 
extra  anatomic  bypass. 

Case  reports 

Case  1.  An  82-year-old  male  was  admitted  to  the 
vascular  surgery  service  of  the  Albany  Veterans 
Medical  Center  with  a diagnosis  of  an  asymptomatic 


FIGURE  1.  Case  1.  Preoperative  abdominal  ultrasound. 


abdominal  aortic  aneurysm,  which  was  noted  to  be 
approximately  6.5  cm.  in  diameter,  by  abdominal 
ultrasound  (Fig.  I).  The  patient’s  past  medical 
history  was  significant  in  that  he  had  a long  history 
of  congestive  heart  failure.  He  also  had  suffered  one 
myocardial  infarction  and  had  one  episode  of  pul- 
monary edema.  His  daily  medications  included  di- 
goxin  and  furosemide  (Lasix).  Findings  on  physical 
examination  show-ed  that  the  patient  was  in  no  acute 
distress.  There  was  no  jugular  venous  distention  at 
45  degrees.  There  was  no  pedal  edema  nor  were 
there  rales  on  auscultation  of  the  chest.  A pulsatile 
mass  was  palpated  in  the  midabdomen,  and  promi- 
nent pulsations  in  both  groins  and  popliteal  spaces 
were  noted.  The  admission  electrocardiogram 
demonstrated  atrial  fibrillation  with  an  adequate 
ventricular  response,  and  the  chest  x-ray  film  showed 
cardiomegaly.  The  clinical  impression  was  that  the 
patient  had,  in  addition  to  an  aortic  aneurysm,  bi- 
lateral femoral  and  popliteal  aneurysms  (Fig.  2). 

It  was  felt  that  the  patient’s  significant  medical 
history  made  him  a considerable  risk  to  undergo 
conventional  abdominal  aortic  aneurysmectomy. 
But  as  Stokes  and  Butcher9  and  Szilagyi  et  al.,5  note, 
the  risk  of  leaving  an  abdominal  aortic  aneurysm 
untreated  is  much  greater  than  operative  treatment 
of  the  aneurysm.  Therefore,  we  elected  to  perform 
a lesser  procedure  to  thrombose  the  abdominal  aortic 
aneurysm  sac  by  means  of  an  extraperitoneal  ligation 
of  the  outflow  tract,  while  simultaneously  providing 
perfusion  to  the  lower  extremities  by  an  axillary  bi- 
femoral  bypass. 

Technique.  Under  light  general  anesthesia,  bi- 
lateral groin  incisions  were  made  to  expose  the  fem- 
oral vessels.  Aneurysms  of  both  common  femoral 
arteries  were  noted.  The  incisions  were  then  ex- 
tended proximally  by  dividing  the  inguinal  ligament, 
and  the  retroperitoneal  space  was  entered.  Aneu- 
rysms of  both  common  iliac  arteries  were  also  noted. 
At  this  time,  the  distal  common  iliac  arteries  on  both 
sides  were  occluded  with  ligatures.  A left  axillary  - 
bifemoral  bypass  graft,  using  8-mm.  Gortex,  was 
constructed  to  the  distal  common  femoral  arteries  to 
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FIGURE  2.  Case  1.  Diagram  depicting  six  peripheral  an- 
eurysms in  addition  to  abdominal  aortic  aneurysm. 


revascularize  the  lower  limbs.  The  femoral  anasto- 
mosis was  done  in  an  end-to-end  fashion  to  the 
common  femoral  arteries  distal  to  the  femoral  an- 
eurysm (Fig.  3). 

The  patient  tolerated  the  operative  procedure  well, 
and  his  postoperative  course  was  unremarkable.  In 
the  postoperative  period,  the  aneurysm  demon- 
strated progressive  decline  in  expansile  pulsations. 
Thrombosis  of  the  sac  of  the  aneurysm  was  con- 
firmed by  radionuclide  angiograms  performed  on 
postoperative  day  four  and  postoperative  day  six, 
which  demonstrated  the  lack  of  radionuclide  material 
in  the  infrarenal  aorta,  while  simultaneously  dem- 
onstrating radionuclide  material  in  the  axillary-bi- 
femoral  graft  (Fig.  4). 

Case  2.  A 7 1 -year-old  male  was  admitted  to  the 
vascular  surgery  service  with  a 6-cm.  pulsatile  mass. 
Abdominal  ultrasound  confirmed  the  clinical  diag- 
nosis of  abdominal  aortic  aneurysm.  The  patient’s 
past  medical  history  of  chronic  renal  failure.  Epi- 
sodes of  bradycardia  necessitated  the  placement  of 
a pacemaker  one  year  prior  to  admission.  His  cre- 
atinine clearance  at  the  time  of  admission  was  34  cc. 
per  minute. 

Technique.  In  view  of  the  severe  cardiac  and 
renal  disease,  it  was  felt  that  the  patient  would  ben- 
efit more  from  a nonresective  treatment  of  his  an- 
eurysm than  from  conventional  aneurysmectomy. 
Therefore,  the  patient  underwent  ligation  of  both 


FIGURE  3.  Case  1.  Ligation  of  both  common  iliac  arteries 
and  construction  of  axillary-bifemoral  bypass. 


common  iliac  arteries  by  a retroperitoneal  approach. 
Perfusion  to  the  lower  limbs  was  accomplished  by  the 
construction  of  an  axillary-bifemoral  bypass. 

Postoperatively,  the  aneurysm  was  not  palpable. 
The  clinical  impression  of  thrombosis  of  the  sac  of 
the  aneurysm  was  confirmed  by  radionuclide  an- 
giogram. 

Comment 

Aneurysms  within  the  body  cavities  were  first 
treated  in  1817  when  Sir  Astley  Cooper  attempted 
ligation  of  an  abdominal  aortic  aneurysm.4’8  The 
principle  of  ligation  as  a mode  of  treatment  of  an- 
eurysms dates  back  to  the  second  century  when  it  was 
frequently  used  as  a treatment  for  traumatic  pe- 
ripheral aneurysms.  It  was  not  until  Louis  Hamman, 
M.D.,  in  1918,  and  Rudolph  Matas,  M.D.,  in  1923, 
that  the  first  successful  ligation  of  an  abdominal 
aneurysm  was  reported.4,8  Similarly,  many  other 
investigators,  including  Blaisdell,  Hall,  and  Thomas 
in  19658  have  reported  ligation  as  a successful  means 
of  treating  abdominal  aneurysms  in  selected  pa- 
tients. 

It  has  long  been  recognized  that  intrasaccular 
thrombosis  of  the  abdominal  aneurysm  would  alle- 
viate symptoms  and  prevent  rupture.4  Over  the 
years  a variety  of  materials  have  been  used  to  pro- 
mote this  intrasaccular  thrombosis.1  However,  re- 
vascularization of  the  lower  limbs  after  thrombosis 
of  the  abdominal  aorta  was  not  possible  until  Blais- 
dell and  Hall10  introduced  and  made  popular  the 
axillary-bifemoral  bypass.  In  addition  to  intrasac- 
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FIGURE  4.  Case  1.  Radionuclide  angiograms.  (A)  Fourth  postoperative  day.  Note  lack  of  radionuclide  material  in  infrarenal 
aorta.  (B)  Sixth  postoperative  day.  Lack  of  radionuclide  material  in  infrarenal  aorta  confirms  thrombosis  of  aneurysm 
sac. 


cular  thrombosis,  various  methods  have  been  used 
to  induce  fibrosis  of  the  sac  to  arrest  its  enlargement. 
Cellophane  wraps,  mesh  wraps,  fascia  lata,  metal 
bands,  as  well  as  sprays,  such  as  diacetyl  phosphate, 
have  all  been  used  and  then  abandoned.1 

Although  the  mortality  rate  for  elective  aneurys- 
mectomy is  now  less  than  4 percent,9  many  investi- 
gators have  demonstrated  that  the  coexistence  of 
cardiovascular  disease  results  in  a decreased  survival 
in  those  patients  treated  by  resection  of  their  ab- 
dominal aortic  aneurysm.5’6’11  It  was  also  noted  that 
the  major  causes  of  operative  deaths  following  re- 
section of  abdominal  aortic  aneurysms  related  to  the 
complications  of  atherosclerotic  heart  disease. 
Furthermore,  the  age  of  the  patient  correlates  with 
surgical  risk  probably  because  the  incidence  of  ath- 
erosclerotic heart  disease  is  greater  in  elderly  pa- 
tients. 

Thus,  it  is  clear  that  although  resection  and  graft 
replacement  of  the  aorta  remains  the  definitive 
treatment  of  abdominal  aortic  aneurysms,  resection 
represented  an  unacceptably  high  risk  in  our  pa- 
tients. A similar  patient  in  whom  resection  repre- 
sented an  unacceptably  high  risk  was  reported  by 
Berguer,  Schneider,  and  Wilner  in  1978.12  A ma- 
lignant lymphoma  was  found  to  be  infiltrating  the 
wall  of  an  aortic  aneurysm.  The  aneurysm  was 
thrombosed  by  occluding  the  outflow  tract  with 
balloon  catheters  introduced  through  the  exteriorized 


external  iliac  vessels  after  an  axillary-bifemoral  by- 
pass was  made.  We  employed  a technique  of  sudden 
occlusion  of  the  outflow  tract  by  placing  ligatures 
around  the  common  iliac  arteries  thus  circumventing 
the  problems  which  may  arise  when  balloon  catheters 
are  left  in  place  for  several  days. 

We  believe  that  the  procedure  of  ligation  of  the 
common  iliac  arteries  by  a retroperitoneal  approach 
along  with  the  construction  of  an  axillary-bifemoral 
bypass  represents  a further  advance  in  the  treatment 
of  abdominal  aortic  aneurysms  in  those  patients  who 
are  not  candidates  for  the  conventional  method  of 
treatment. 

Summary 

Two  patients  with  abdominal  aortic  aneurysms 
underwent  nonresective  treatment  of  their  aneu- 
rysms. Conventional  aneurysmectomy  was  con- 
traindicated owing  to  associated  medical  prob- 
lems. 

Occlusion  of  both  common  iliac  arteries  by  a 
retroperitoneal  approach  with  the  construction  of  an 
axillary-bifemoral  bypass  resulted  in  thrombosis  of 
the  aneurysm  sac,  as  confirmed  by  radionuclide  an- 
giography, as  well  as  maintaining  perfusion  to  the 
lower  limbs. 

We  emphasize  that  management  of  abdominal 
aortic  aneurysms  in  this  way  should  be  reserved  for 
those  patients  who  cannot  undergo  conventional 
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— Unexplained  anemia  in  the  elderly,  particularly  when 
accompanied  by  rouleaux  formation,  should  alert  the 
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disease  (Glenchur,  H.,  and  Zinneman,  H.  H.:  Ma- 
croglobulinemia. Report  of  two  cases,  Ann.  Int.  Med. 
48:  1055  (1958)). 
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capillary  permeability,  tissue  pits  form  and  recover 
slowly.  Pit  recovery  times  of  40  seconds  or  less  cor- 
relate with  low  serum  albumin  concentrations  (Henry, 
J.  A.,  and  Altman,  P.:  Assessment  of  hypopro- 

teinaemic  edema:  A simple  physical  sign,  Brit.  M.  J. 
1:891  (1978)). 

— Polymicrobial  endocarditis  accounts  for  10  percent 

of  patients  with  infective  endocarditis.  The  patients 
with  this  condition  were  usually  young,  healthy  men 
without  underlying  cardiac  disease  (Saravolatz,  L.  D., 
et  ah:  Polymicrobial  infective  endocarditis:  In- 

creasing clinical  entity,  Am.  Heart  J.  95:  163 
(1978)). 

— The  clinical  presentation  of  polymicrobial  infective 
endocarditis  is  similar  to  that  due  to  a single  organism. 
The  tricuspid  and  mitral  valves  are  most  commonly 
affected.  The  most  common  organisms  are  Staphy- 
lococcus aureus,  Candida,  nongroup-D  streptococci, 
and  Pseudomonas  aeruginosa  (Ibid.). 

— Surgery  is  required  much  more  frequently  in  this 
group  of  patients  (52  percent),  as  compared  with  those 
with  endocarditis  due  to  a single  organism  (15  percent) 
and  is  related  to  the  virulence  of  the  infecting  organ- 
isms. 

— A high  serum  potassium  value  in  the  presence  of 
normal  blood  gases  and  other  electrolytes  should  lead 
one  to  suspect  “pseudohyperkalemia.”  Platelets  are 
rich  in  potassium,  and  when  whole  blood  containing 
large  numbers  of  platelets  clots,  serum  potassium 
rises.  A simple  test  is  to  compare  plasma  potassium 
with  serum  potassium.  Plasma  potassium  should  be 
normal  in  this  setting  (J.A.M.A.  231:  631  (1975)). 

— The  triad  of  sinusitis,  pulmonary  infiltrates,  and 
glomerulonephritis  is  characteristic  of  Wegener’s 
granulomatosis.  In  the  past  this  disease  was  rapidly 
and  uniformly  fatal.  Although  it  is  rare,  recognizing 
it  is  now  important  since  early  therapy  with  cyclo- 
phosphamide has  been  shown  to  be  highly  effective 
(Medicine  52:  535  (1973)). 

— Rubella  is  an  asymptomatic  infection  in  70  percent  of 
women. 
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In  1970,  Fisher  and  Orkin1  reported  the  develop- 
ment of  lymphangioma  of  the  vulva  in  a 73-year-old 
woman  eight  years  following  the  use  of  x-irradiation 
and  radium  therapy  for  carcinoma  of  the  cervix. 
They  had  found  no  previous  reports  of  this  compli- 
cation after  radiation  for  cancer  of  the  cervix. 

The  purpose  of  this  communication  is  to  describe 
a second  patient  with  acquired  lymphangioma  of  the 
vulva.  In  this  case,  the  condition  was  diagnosed  22 
years  after  the  administration  of  radiation  and 
lymph-node  dissection  for  cervical  cancer  and  re- 
current episodes  of  erysipelas  involving  the  pubic 
area,  vulva,  and  lower  extremities.  The  multiple 
factors  that  may  have  contributed  to  the  disorder, 
rather  than  radiation  alone  as  reported  previously, 
and  the  possible  late  development  of  lymphangio- 
sarcoma  in  the  affected  area,  are  discussed.  This  is 
the  only  incidence  of  this  condition  that  was  en- 
countered in  a series  of  1,000  patients  who  were  seen 
in  a cutaneous-vulvar  clinic  over  a seven-year  pe- 
riod.2 

Case  report 

The  patient  was  a 54-year-old  housewife,  para  3- 
0-0-3,  who  was  first  seen  by  us  in  1975.  Examination 
disclosed  multiple,  skin-colored,  firm  vesicopapules, 
measuring  2 to  6 mm.  in  diameter,  located  on  both 
labia  majora,  and  more  numerous  on  the  left.  There 
was  slight  swelling  and  erythema  of  the  vulva  and 
marked  lymphedema  of  the  left  thigh,  with  a lesser 
involvement  on  the  right  (Fig.  1A).  The  cutaneous 
lesions  were  asymptomatic  except  for  occasional 
discomfort  which  first  occurred  six  or  nine  months 
previously  and  was  associated  with  rupture  of  one  or 


FIGURE  1.  (A)  Labia  majora  showing  firm,  skin-colored 

vesicopapules  and  slight  swelling  and  erythema.  (B)  Fluid- 
filled,  endothelial  lined  spaces  located  in  upper  cutis. 


more  of  the  lesions  from  friction  and  abrasion. 

Histologic  examination  revealed  several  dilated 
lymphatic  vessels  lined  by  a single  layer  of  flattened 
endothelium;  the  spaces  contained  no  blood  cellular 
elements  and  lay  in  the  upper  cutis.  Some  appeared 
to  be  surrounded  by  the  epidermis  because  of  the 
angle  of  sectioning  the  block.  The  epidermis  was 
slightly  acanthotic,  but  was  otherwise  unchanged 
(Fig.  IB). 

History  disclosed  that  in  February,  1953,  when  the 
patient,  age  30,  was  eight  months  pregnant  a lesion 
of  the  cervix  was  diagnosed  as  invasive  squamous  cell 
carcinoma  (Grade  lb)  by  histologic  examination. 
One  month  following  delivery  by  cesarean  section, 
x-ray  therapy  to  total  3,500  r was  delivered  in  20 
treatments  over  a four-week  period.  Concurrently, 
radium  in  60-mg.  needles  was  inserted  into  the 
uterus,  cervix,  and  each  lateral  fornix  to  a total  dose 
of  6,000  mg.  hours.  Following  this  regimen,  radiation 
was  continued  to  the  lateral  pelvic  walls  to  total  3,500 
r because  of  residual  cancer  evidenced  by  dilatation 
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and  curettage. 

Nine  months  after  the  diagnosis  of  cervical  carci- 
noma and  the  completion  of  radiation  therapy,  a bi- 
lateral extraperitoneal  pelvic  lymph-node  dissection 
was  performed  because  of  a suspected  recurrence  of 
disease.  Histologic  examination  findings  of  the 
nodes,  including  the  inguinal  glands,  were  negative 
for  neoplasm. 

In  January,  1954,  vulvar  edema  and  swelling  of  the 
left  thigh  and  leg  were  noted;  the  right  extremity  was 
only  slightly  involved.  This  complication  was  con- 
trolled by  postural  drainage  and  supportive  stockings 
over  the  next  three  years.  In  early  1957,  swelling  and 
pain  involving  the  left  thigh  and  leg,  accompanied  by 
fever,  appeared  for  the  first  time.  A venogram  re- 
vealed no  evidence  of  venous  obstruction.  From  this 
time  to  the  present,  infection  (erysipelas)  of  the  left 
thigh  and  leg,  which  on  occasion  spread  to  involve  the 
pubic  area  and  right  upper  extremity  and  vulva,  has 
been  a recurring  problem  requiring  hospitalization 
and  appropriate  antibiotic  therapy. 

A lymphangiogram  in  1962  revealed  tortuous 
lymphatic  channels  in  an  edematous  left  leg  with 
minimal  dermal  backflow;  a phlebogram  showed  poor 
uptake  on  the  left,  and  somewhat  poor  on  the  right. 
There  was  no  obstruction  of  the  left  femoral  and 
external  iliac  veins  which  appeared  normal. 

Comment 

To  our  knowledge,  this  is  the  second  case  of  ac- 
quired lymphangioma  of  the  vulva  to  develop  fol- 
lowing treatment  for  carcinoma  of  the  cervix. 
Therapy  consisted  of  ionizing  radiation  and  radium 
and  extraperitoneal  pelvic  lymph-node  dissection. 
Chronic  lymphedema  of  both  lower  ext  remities,  more 
marked  on  the  left,  appeared  soon  after  the  treat- 
ment was  completed,  and  frequent  episodes  of  in- 
fection (erysipelas)  with  fever  were  persistent  and 
recurring  problems  over  the  past  22  years.  During 
these  episodes  there  was  a corresponding  increase  in 
swelling  and  edema  of  the  vulva  which  subsided  with 
control  of  the  infection.  Marginal  lymphedema  and 
blanching  erythema  of  the  vulva  was  noted  on  first 
examination  in  1975  when  the  clinical  and  histologic 
diagnosis  of  lymphangioma  was  made. 

The  first  patient  with  acquired  lymphangioma  of 
the  vulva,  described  by  Fisher  and  Orkin,1  developed 
the  condition  eight  years  following  radiation  treat- 
ment for  cervical  carcinoma.  This  patient  showed 
edema  of  the  vulva  but  no  lymphedema,  and  gave  a 
history  of  recurring  infection  accompanied  by  fever. 
The  authors  maintained  that  the  lymphangioma 
(lymphangiectasis)  resulted  from  radiation  therapy 
and  discounted  infection  as  a possible  cause.  They 
compared  the  vulvar  lymphangioma  to  the  telangi- 
ectasia that  was  observed  on  the  back  of  their  patient. 
Both  lymphangioma  and  lymphangiectasis  were  of- 
fered as  histologic  diseases  in  this  case.  Flanagan 
and  Helwig:i  mention  the  development  of  lymphan- 
gioma on  the  basis  of  telangiectasia  following  x-ir- 


radiation. 

The  pathogenesis  of  the  lymphangioma  of  the 
vulva  that  developed  in  this  patient  is  best  explained 
on  a multifactoral  basis;  this  includes  the  combined 
radiation  and  surgical  treatment  for  cervical  carci- 
noma and  the  resultant,  collective  complications  over 
a 24-year  period.  In  this  respect,  the  chronic  and 
progressive  lymphedema  of  the  extremities  and  the 
recurring  infections  in  the  involved  sites  accompa- 
nied by  vulvar  edema  are  pertinent. 

Lymphedema  was  noted  within  a year  after  ter- 
mination of  treatment  and  was  attributed  to  the  re- 
moval of  the  inguinal  lymph  nodes,  and  not  to  the 
pelvic  glands  as  demonstrated  by  Ludvik,  Wachtler, 
and  Zaunbauer.4  Radiation  treatment  may  have 
added  to  this  complication  as  suggested  by  Rubin5; 
however,  as  reported  by  Kottmeier,6  this  effect  was 
not  observed  in  a large  series  of  patients  who  received 
x-irradiation  for  cervical  carcinoma. 

Acquired  lymphangioma  in  a setting  of  compro- 
mised lymph  drainage  secondary  to  obstruction  in 
the  lymph  glands  was  described  by  Weakley  and 
Juhlin7  and  noted  by  Lever  and  Schaumberg-Lever.8 
Lymphangiectatic  varices  were  reported  by  Plotnick 
and  Richfield9  in  a lymphedematous  arm  following 
radical  mastectomy.  The  lymphedema  in  our  pa- 
tient and  the  lymphedema  associated  with  recurring 
neoplasia  described  by  Kidess  et  al.10  and  Vahrson11 
are  unrelated.  The  majority  of  these  patients  did  not 
survive  longer  than  two  years. 

Fisher  and  Orkin1  warned  that  the  lymphangioma 
might  lead  to  the  development  of  lymphangiosarco- 
ma  similar  to  the  angiosarcomas  that  occur  in  post- 
mastectomy lymphedema  of  the  Stewart-Treves 
syndrome.12  Vascular  cancer  in  a lymphedematous 
limb  was  reported  by  Denese  et  al.13  who  cited  eight 
additional  cases.  Because  of  the  potential  to  develop 
malignant  conditions  in  lymphangioma  and  lym- 
phedema,14 continued  surveillance  is  mandatory  in 
our  patient.  Observation  over  a period  of  four  years 
did  not  disclose  an  increased  number  of  lymphangi- 
oma. In  fact,  many  decreased  in  size,  and  some 
disappeared.  Lymphedema  of  the  lower  extremities 
remained  essentially  unchanged  and  persistent. 

Summary 

A second  case  with  acquired  lymphangioma  of  the 
vulva  has  been  presented.  The  condition  was  diag- 
nosed 22  years  following  radiation  and  lymph-node 
dissection  for  carcinoma  of  the  cervix  and  a long 
history  of  recurring  erysipelas  involving  the  vulva  and 
lymphedematous  lower  extremities.  The  patho- 
genesis of  the  lymphangioma  and  the  possibility  of 
a later  development  of  a vascular  cancer  have  been 
discussed. 

Director,  Dermatology 
St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
(DR.  YOUNG) 
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Brief  Summary  of  Prescribing  Information 


continued  from  page  978 

causing  widespread  genetic  degradation  that  will  produce 
leukemia  and  other  health  problems  for  generations  to 
come.  Our  generation  may  well  be  the  most  hated  gener- 
ation in  history  because  of  the  way  we  have  squandered 
what  is,  after  all,  the  most  valuable  resource  of  all — our 
genetic  heritage.” 

Here  and  there 

Appointed:  Stanley  M.  Blaugrund,  M.D.,  has  been  ap- 
pointed director.  Department  of  Otolaryngology  at  Lenox 
Hill  Hospital. 

Awarded:  Hans  Kraus,  M.D.,  consultant  to  the  Reha- 
bilitation Medical  Services,  the  Veterans  Administration 
Medical  Center,  The  Bronx,  was  presented  the  Distin- 
guished Service  Award  of  the  President’s  Council  on 
Physical  Fitness  and  Sports.  On  October  25, 1979,  he  was 
also  the  recipient  of  the  “Exceptional  Merit  Award”  of  the 
American  Association  of  Fitness  Directors  in  Business  and 
Industry  . . . William  G.  Niederland,  M.D.,  clinical  pro- 
fessor emeritus  of  psychiatry,  State  University  of  New  York 
Downstate  Medical  Center,  “the  1980  Gold  Medal  Win- 
ner,” by  the  Mount  Airy  Foundation  and  Psychiatric 
Center,  Denver,  Colorado  . . . Manuel  Rodstein,  M.D., 
chief,  Medical  Services,  The  Jewish  Home  and  Hospital 
for  Aged,  received  the  Edward  Henderson  Award  from  the 
American  Geriatrics  Society  at  its  37th  annual  meeting  in 
Chicago  in  April. 

The  Edward  Henderson  Award  is  presented  each  year 
“to  a scientist  for  eminent  and  exceptional  contributions 
to  a better  understanding  of  the  problems  of  health  care 
for  the  aging  and  aged  through  research  and  published 
works  in  the  field  of  life  associations  relating  to  the  aging 
of  man.” 


continued  from  page  895 

Accurate  diagnosis  of  hairy  cell  leukemia  is  important 
because  the  natural  history,  prognosis,  and  thera- 
peutic alternatives  in  this  disease  may  be  quite  dis- 
tinct from  those  in  other  leukemias  (Katayama,  I.,  et 
al.:  Leukemic  reticuloendotheliosis.  A clinico- 

pathologic  study  with  review  of  the  literature,  Am.  J. 
Med.  57:  115  (1974)). 

Contrary  to  the  other  types  of  leukemia,  patients  with 
hairy  cell  leukemia  with  symptoms  of  thrombocyto- 
penia or  leukopenia  may  be  improved  by  splenectomy 
(Golomb,  H.  M.,  et  al.:  Hairy  cell  leukemia.  A clin- 
ical review  based  on  71  cases,  Ann.  Int.  Med.  89  (5, 
pt.  1):  677  (Nov.)  1978). 

Hairy  cell  leukemia  is  considered  by  most  investiga- 
tors to  be  a chronic  disease  (Plenderleith,  I.  H.:  Hairy 
cell  leukemia,  Canad.  M.  A.  J.  102:  1056  (1970)). 

A granulocyte  count  of  less  than  500  per  microliter  is 
associated  with  the  occurrence  of  a serious  infection 
in  about  one  half  of  patients  and  thus  identifies  a 
group  that  will  readily  benefit,  at  least  initially,  from 
splenectomy,  hut  may  require  further  therapy  (Cat- 
ovsky,  D.,  et  al.:  Leukaemic  reticuloendotheliosis 

(“hairy”  cell  leukaemia):  a distinct  clinico-patho- 
logical  entity,  Brit.  J.  Haematol.  26:  9 (1974)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability  a 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances,  anxit 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  syrr 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal 
cardiovascular 

Effectiveness  in  long-term  use.  i e . more  than  4 months,  has  not  been  assessed  by  syste 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucoma 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  CN 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  and 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  bar 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepm 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Add 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillan 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  dependent 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benzo 
azepmes  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  ov 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  oc< 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazep. 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  com| 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 year 
6mg  kg  day  No  effect  dose  was  1 25mg'kg  day  (approximately  6 times  the  maximum  hurr 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  wit’ 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  p 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  sympto 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  f 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  te 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depress 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emergec 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabt 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschi 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group,  tl 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  v 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lo\ 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  congr 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam  < 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  studi 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  per 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  may 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  pr 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazep 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  ot 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  sir 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gener 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxit 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%).  followed  by  dizziness  (6  9 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression,  n 
sea  change  in  appetite  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,! 
function  disturbance,  various  gastrointestinal  symptoms  and  autonomic  manifestations  Ir 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  press' 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety  . 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  age, 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  cor 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  moml 
;ng  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  control 
/vith  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determined 
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Dosage:  Individualize  for  maximum  beneficial  effects.  Increase  do 
gradually  when  needed,  giving  higher  evening  dose  before  increasii 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosa 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  deb 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  siti 
tional  stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 
or  t.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page 
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Olympics  and  Sports 
Medicine 

RALPH  S.  EMERSON,  M.D.* 

Roslyn  Heights,  New  York 

Director,  Surgery,  Manhasset  Medical  Center  Hospital, 

Manhasset,  New  York;  Consulting  Surgeon,  Community  Hospital 
at  Glen  Cove,  Glen  Cove,  New  York;  North  Shore  University 
Hospital,  Manhasset,  New  York;  and  St.  Francis  Hospital,  Rosyln, 
New  York 

The  United  States  is  privileged  to  host  the  1980 
winter  Olympic  Games  at  Lake  Placid,  New  York. 
This  is  the  second  time  our  country  has  been  selected 
for  this  honor;  the  previous  time,  in  1932,  the  games 
were  also  held  at  Lake  Placid.  We  welcome  our 
friends  throughout  the  world  in  the  tradition,  spirit, 
and  purpose  of  the  Olympics  “to  foster  the  ideal  of 
a sound  mind  in  a sound  body  and  to  promote 
friendship  among  nations.”  1 

Heritage 

It  is  alleged  that  the  games  began  in  776  B.C.  and 
were  held  every  four  years.  The  ancient  games  had 
a religious  significance.  The  Greeks  believed  they 
were  honoring  Zeus  by  developing  mind  and  body  in 
harmony.  In  ancient  times  the  individual  victors 
were  honored  by  poets  and  writers.  Statues  were 
erected  in  their  honor.  In  some  cities  the  heroes  were 
exempted  from  taxes  and  lived  thereafter  at  public 
expense.  The  games  had  a stabilizing  effect,  in  that 
a sacred  truce  was  declared,  and  any  war  between  the 
cities  ceased  during  the  festivities.  This  moratorium 
worked  quite  well  until  the  relations  between  the 
Romans  and  Greeks  became  so  bitter,  with  Greece 
losing  its  independence,  that  the  Roman  emperor, 
Theodosius  I,  abolished  the  Olympics  in  A.D.  394. 

Revival 

In  1896  the  games  were  revived  and  became  in- 
ternational, primarily  through  the  efforts  of  the 
French  educator,  Baron  Pierre  de  Coubertin.  The 
concept  was  to  pay  tribute  to  the  Golden  Age  of 
Greece,  with  its  emphasis  on  physical  culture,  and  to 
bring  together  athletes  throughout  the  world  “on  the 
friendly  fields  of  amateur  sport,  unmindful  of  na- 

*Past  chairman  and  founder  (1967),  Medical  Aspects  of 
Sports  of  Medical  Society  State  of  New  York;  and  consultant,  New 
York  State  Public  High  School  Athletic  Association  and  its  in- 
surance company,  1942  to  1978. 


tional  rivalries,  jealousies  and  difference  of  all  kinds 
with  all  considerations  of  politics,  race,  religion, 
wealth,  and  social  status  eliminated.”  2 The  games 
have  been  held  every  four  years  with  the  exception 
of  the  unofficial  games  in  1906  at  Athens  and  during 
World  Wars  I and  II. 

There  have  been  some  changes  over  the  years:  (1) 
a winter  Olympic  cycle  was  started  in  1924,  (2)  the 
number  of  events  and  nations  have  been  greatly  ex- 
panded, and  (3)  women  have  participated  since  1900. 
Although  harmony  has  generally  prevailed  there  have 
been  incidences  of  discord,  boycotts,  and  the  recent 
terrorist  attacks  at  the  Munich  games.  With  the 
advent  of  the  cold  war  and  the  emerging  third-world 
nations,  the  games  have  become  a status  symbol  for 
some  countries  and  are  becoming  politicized.  Some 
nations  search  out  and  underwrite  the  development 
of  their  athletes  to  enchance  their  prestige;  it  is  de- 
batable whether  or  not  true  amateurism  exists  at  the 
present  time.  Although  the  United  States  does  not 
subsidize  its  athletes,  many  victorious  athletes  later 
receive  financial  rewards  through  commercial  ad- 
vertising. Certainly,  the  rules  and  regulations  of 
amateurism  need  to  be  updated  to  meet  these  chal- 
lenges. There  has  been  very  little  progress  in  human 
relations  in  the  past  few  centuries;  despite  our  tech- 
nologic progress,  human  relations  seem  to  remain  the 
same. 

Achievements 

Great  progress  has  been  made  in  athletic 
achievements.  New  records  in  skills  and  stamina  are 
broken  every  few  years.  Our  athletes  are  taller, 
stronger,  and  better  trained  and  conditioned. 
Equipment  is  constantly  improving.  Medicine  has 
made  its  contribution  through  better  nutrition, 
elimination  of  many  contagious  and  infectious  dis- 
eases, enlighted  physiology  and  conditioning,  car- 
diopulmonary evaluation,  safety  programs,  and 
progress  in  diagnosis  and  treatment  of  injuries,  to 
name  only  a few  areas. 

A medical  team  of  experts  makes  extensive  plans 
to  provide  for  every  conceivable  contingency  at  the 
Olympic  Games  to  care  for  our  athletes  and  the 
spectators.  Some  countries  have  their  own  physi- 
cians to  provide  care  for  their  athletes.  The  Inter- 
national Olympic  Committee  conducts  tests  for  il- 
legal use  of  drugs,  especially  the  anabolic  steroids,  by 
athletes.  First-aid  stations,  ambulance  and  heli- 
copter transportation,  and  backup  hospitals  are  an 
integral  part  of  the  plan.  The  State  health  depart- 
ment closely  monitors  the  food,  sanitation,  and 
housing  facilities.  It  is  a major  undertaking,  with  the 
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physician  playing  a key  role. 

Public  interest 

Following  World  War  II  and  the  era  of  the  affluent 
society,  the  public  became  enthusiastic  sports  ad- 
vocates, both  as  spectators  and  participants.  Tele- 
vision brought  sports  into  the  home,  and  the  financial 
returns  stimulated  the  building  of  large  sports  arenas. 
Football,  baseball,  basketball,  tennis,  hockey,  and 
soccer  enjoyed  phenomenal  growth.  The  amateur 
athlete  became  professional  and  reaped  huge  finan- 
cial rewards  for  athletic  prowess.  Professional  sports 
was  an  idea  whose  time  had  come.  Our  youth  par- 
ticipated at  an  ever-increasing  earlier  age.  Special 
sports  training  programs  were  developed  for  tennis, 
lacrosse,  and  hockey,  among  other  sports.  For  many, 
especially  the  minority  students,  athletic  talent  at  the 
secondary  school  level  was  a ticket  to  a college  edu- 
cation and  perhaps  financial  reward  as  a profes- 
sional. 

The  public  became  engulfed  in  the  movement  as 
a higher  standard  of  living  and  shorter  working  hours 
made  more  time  available  for  leisure-time  activities, 
including  sports.  Bowling,  tennis,  golf,  and  water 
sports  flourished.  Health  education  and  the  benefits 
of  gradual  controlled  exercise  programs  stimulated 
interest  in  health  clubs  and  jogging.  Middle-aged 
America  was  on  the  move  to  work  off  the  excess 
pounds  and,  hopefully,  to  improve  health  status  and 
life  span. 

Medical  problems 

Although  this  movement  to  mobilize  affluent 
America  from  its  sedentary  life  styles  and  habits  is 
highly  desirable,  there  have  been  some  undesirable 
side-effects.  Some  crash  weight -reduction  regimens 
have  been  disasters.  Joggers  have  experienced 
musculoskeletal  problems.  The  knee  and  hip  joints 
do  not  readily  withstand  the  repetitive  pounding 
incurred  by  jogging  with  improper  shoes  on  hard 
surfaces  such  as  asphalt  or  cement.  Traumatic  ar- 
thritis of  these  joints  is  an  undesirable  end  result. 
Over-enthusiastic,  strenuous  exercise  regimens  have 
resulted  in  instantaneous  or  sudden  cardiac  deaths, 
even  under  medical  supervision.  The  risk-versus- 
benefit  ratio  of  endurance  exercise  must  be  carefully 
evaluated  by  the  physician,  and  may  require  exten- 
sive testing,  including  angiogram  studies. 

The  emergence  of  sports  medicine  played  a major 
role  in  the  evaluation  and  treatment  of  not  only  the 
atheletes  but  also  the  public.  In  the  early  1960s 
cardiac  monitoring  of  runners  focused  attention  on 
arrhythmias  developing  under  stress.  Early  coro- 
nary-care units,  established  at  the  football  stadiums 
and  arenas,  were  equipped  to  care  for  the  spectators 
who  developed  heart  attacks  at  the  games.  Stress 
testing  became  common  practice  in  evaluating 
myocardial  function,  and  more  recently  noninvasive 
radionuclide  angiocardiography  has  been  used  when 
indicated3-5 


Despite  careful  medical  evaluation,  cardiac  arrests 
do  occur;  and  since  these  are  by  far  the  most  common 
lethal  complications,  the  subject  merits  discussion. 
Friedman  et  al.6  suggest  that  sudden  cardiac  arrests 
(from  a few  minutes  to  24  hours  after  the  onset  of 
symptoms  or  signs)  usually  occur  from  the  onset  of 
a new  or  acute  pathologic  event,  more  often  a 
thrombosis  than  an  infarct.  The  symptom  most 
commonly  experienced  is  pain  in  the  chest  or  in  the 
arms,  or  both.  Most  of  these  patients  in  the  Fried- 
man et  al.6  series  had  not  been  exercising  prior  to 
their  death.  They  differentiate  sudden  death  from 
instantaneous  deaths  (within  30  seconds  after  the 
onset  of  any  symptom)  in  that  the  latter  patients 
rarely  experienced  acute  signs  or  symptoms;  more 
than  half  died  during  or  immediately  following 
exertion.  Rarely  did  they  exhibit  an  acute  lesion  of 
any  kind,  but  often  did  show  one  or  two  old  occluded 
coronary  arteries,  and  death  seemed  to  result  from 
an  onset  of  ventricular  fibrillation.  It  is  suggested 
that  the  instantaneous  death  occurs  from  a cardiac 
electrical  malfunction.  Perhaps  we  should  be  fo- 
cusing more  study  on  the  cardiac  vasculature. 
Coronary  angiography  would  be  helpful  in  identi- 
fying these  high-risk  patients. 

Opie7  suggests  that  a biochemical  mechanism  may 
play  a part  in  postexercise  heart  attacks,  and  cate- 
cholamines may  precipitate  arrhythmias.  Many 
authors  have  indicated  very  high  free  fatty  acids  may 
also  contribute  to  the  development  of  arrhythmias 
and  thrombosis,8  and  that  catecholamines  may  pre- 
cipitate both  myocardial  ischemia  and  arrhythmias 
through  coronary  artery  constriction.  The  cardiac 
microscopic  picture  of  excess  catecholamines  in- 
cludes platelet  aggregates  and  subintimal  necrosis, 
and  aspirin  may  have  a protective  effect.8  The  high 
levels  of  catecholamines,  in  the  immediate  postex- 
ercise period,  may  be  a factor,  particularly  in  the 
poorly  conditioned  weekend  athlete.  The  changes 
in  potassium  resulting  in  the  ion  shift  from  intense 
muscular  effort  may  also  influence  cardiac  electrical 
function.  Recently  the  magnesium  ion  has  been 
implicated.9,10 

The  suggestion  that  multiple  factors  play  a part  in 
cardiac  arrest  is  probably  valid,  depending  on  the 
circumstances.  With  respect  to  prolonged  strenuous 
activity,  especially  under  high  temperatures  and 
humidity,  the  important  factors  are  hypertension, 
hyperthermia,  volume  depletion,  stress,  and  elec- 
trolyte imbalance.  Individuals  with  coronary  artery 
disease  are  more  vulnerable  to  cardiac  arrhythmias 
and  arrests.  Diabetic  and  other  patients  on  diuretics 
are  prone  to  have  low  potassium  and  arrhythmias. 
Stress  in  its  many  varied  forms,  whether  from  emo- 
tion, physical  exercise,  trauma,  or  infection,  can 
initiate  arrhythmias.  Since  some  injured  athletes 
require  surgery,  an  impaired  respiratory  physiologic 
factor,  namely  hypoventilation,  is  included  in  the 
discussion  of  cardiac  arrests.  A New  York  State 
study  of  anesthesia  complications  noted  that  almost 
30  percent  of  cardiac  arrests  occurred  within  the 
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critical  5 to  20  minutes  of  the  completion  of  the  an- 
esthesia and  were  directly  related  to  failure  to  oxy- 
genate, airway  obstruction,  and  hypoventilation. 
Accidents  may  occur  even  under  close  supervision. 
Increased  emphasis  on  respiratory  monitoring  in  the 
critical,  immediate  postoperative  period  may  be 
productive  in  decreasing  cardiac  arrests. 

Fitness  preparation 

Recognizing  the  many  gaps  in  our  present  knowl- 
edge, what  advice  can  and  should  we  give  our  pa- 
tients? Common  sense  would  dictate  that  the  pa- 
tient should  have  a thorough  physical  examination 
with  cardiovascular  evaluation,  stress  testing,  and 
angiographic  or  radionuclide  angiocardiographic 
analysis  in  the  high-risk  patients.  Hypertension 
should  be  controlled  and  cigarette  smoking  elimi- 
nated, since  both  increase  catecholamine  levels. 
Proper  clothing,  equipment,  and  so  forth  are  basic 
considerations.  The  diet  should  be  restricted,  with 
cholesterol  consumption  less  than  300  mg.  a day  and 
fat  limited  to  less  that  35  percent,  with  the  saturated 
fats  constituting  less  than  10  percent  of  the  caloric 
requirements.  A moderate,  monitored  program 
should  be  prescribed.  The  importance  of  regular 
exercise  should  be  emphasized.  The  Framingham 
studies  showed  “the  more  fit  had  fewer  heart  attacks 
than  the  less  fit.”  If  the  exercise  routine  is  inter- 
rupted because  of  illness,  injury,  and  so  forth,  one 
should  start  from  scratch  and  build  up  slowly  to 
moderate  the  stress  factors  in  the  poorly  conditioned 
individual.  At  the  conclusion  of  the  exercise  activity, 
the  patient  should  be  advised  to  “wind  down”  grad- 
ually and  not  just  sit  down  abruptly,  since  the  im- 
mediate postexercise  period  is  a critical  period  for 
arrhythmia. 

Sports  medicine  has  become  a specialty.  The 
American  Academy  of  Orthopedic  Surgery  and  oth- 
ers have  sponsored  comprehensive  regional  programs 
on  the  treatment  of  athletic  injuries.  Our  orthopedic 
colleagues  have  devised  ingenious  operations  to  patch 
up  the  injured  professional  athlete.  Special  sports 
institutes  have  emerged  in  many  parts  of  the  country 
to  provide  specialized  care  in  rehabilitation.  More 
advances  have  been  made  in  sports  medicine  in  the 
past  few  decades  than  in  prior  recorded  history. 

Safety  programs 

A discussion  of  sports  medicine  in  New  York  State 
would  not  be  complete  without  referring  to  the  close 
relationship  among  MSSNY  (the  Medical  Society  of 
the  State  of  New  York),  the  State  high  school  athletic 
association,  its  insurance  company,  and  the  State 
health  associations.  During  the  past  40  years  these 
organizations  have  worked  in  close  harmony  in  de- 
veloping safety  programs  at  the  junior  high  and  sec- 
ondary school  levels.  The  State  high-school  insur- 
ance company  was  one  of  the  pioneers  in  insuring  its 
athletes,  and  for  several  decades  has  insured  some 
one-half  million  students  annually,  thereby  providing 


valuable  statistical  data.  Safety  rules  were  factored 
into  the  program,  which  then  became  a model  for  the 
entire  country.  Hafner11  spearheaded  and  coordi- 
nated the  drive  to  improve  the  safety  standards  and 
to  modify  the  rules  and  regulations,  especially  in  the 
contact  sports.  Modified  programs,  which  have 
decreased  the  incidence  of  serious  injuries  and  the 
total  number  of  injuries,  have  been  developed. 
Screening  programs  were  developed  to  determine  the 
readiness  to  participate  in  a specific  sport  at  an  ap- 
propriate level  of  play.  Programs  were  developed  for 
the  handicapped  student.  It  has  been  a monumental 
safety  research  project,  and  our  MSSNY  Committee 
on  the  Medical  Aspects  of  Sports  has  been  privileged 
to  participate  in  this  joint  effort  on  behalf  of  the 
youth  of  America. 

Comment 

We  have  come  a long  way  in  sports  medicine  since 
the  Olympics  of  1932  at  Lake  Placid.  The  original 
work  in  cardiac  monitoring  of  the  athlete  stimulated 
research  in  cardiology  and  in  the  development  of  mini 
coronary-care  units  at  sports  arenas  and  health  clubs. 
The  value  of  a sensible,  monitored  exercise  program 
has  been  recognized  by  the  public  as  an  important 
factor  in  improving  the  quality  of  one’s  life  style.  We 
have  made  great  progress,  but  there  is  much  more  to 
be  done.  If  nations  do  not  lose  their  sanity  in  the 
present  nuclear  adversary  climate  but  follow  the 
spirit  and  purpose  of  the  Olympics,  medicine  will 
probably  be  able  to  report  even  greater  progress  by 
the  time  we  host  the  next  Olympic  Games. 

115  Warner  Avenue 
Roslyn  Heights,  New  York  11577 
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provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains  Aerosporin®  (Polymyxin  B Sulfate) 
: 5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
| 5 mg  (equivalent  to  3 5 mg  neomycin  base):  special  white 
i petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
I (approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served- These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 


Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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Holistic  Medicine 


Is  all  holistic  medicine  whole? 


RICHARD  H.  LANGE,  M.D.,  F.A.C.P. 

Schenectady,  New  York 

Chief,  Department  of  Nuclear  Medicine,  Ellis  Hospital 


Dorothy  MacClean  claims  to  be  attuned  to  the  “es- 
sence of  life,”  using  the  forces  of  nature  that  act  on 
mankind  and  other  life  forms  to  achieve  holistic  cures 
for  her  patients.1 

“For  this  is  the  greatest  error  of  the  day — that  physi- 
cians separate  the  soul  from  the  body.” — Plato 

“The  clinical  picture  is  not  just  a photograph  of  a man 
sick  in  bed;  it  is  an  impressionistic  painting  of  a patient 
surrounded  by  his  home,  his  work,  his  relatives,  his 
friends,  his  joys,  sorrows,  hopes  and  fears.  The  secret 
of  the  care  of  the  patient  is  in  caring  for  the  patient.” — 
Francis  Peabody,  M.D.,  Boston  City  Hospital2 

“Health  requires  an  integration  of  mind,  body  and 
spirit.” — Bloomfield3 

Psychics  had  hoped  to  keep  SkyLab  in  orbit  by  using 
mass  meditation.  Through  mind-power,  or  psychoki- 
nesis, it  was  hoped  that  SkyLab  could  be  raised  100 
miles. 

A conference  entitled  “Holistic  Health:  A Public  Poli- 
cy” was  recently  sponsored  by  several  governmental 
agencies,  including  the  U.S.  Department  of  Health, 
Education,  and  Welfare.  Although  the  methods  and 
treatments  discussed  were  not  specifically  endorsed  by 
the  sponsoring  agencies,  there  was  a strong  interest  in 
self-prevention  and  less  reliance  on  high-priced  physi- 
cians. The  conference  covered  a range  of  topics  from 
bio-feedback  and  Buddhist  meditation  sessions  to  al- 
ternative childbirth  methods  and  the  healing  philoso- 
phies of  various  ethnic  groups.4 

Although  seemingly  unrelated,  these  widely  di- 
vergent viewpoints  have  all  been  categorized  under 
the  umbrella  terms  wholistic,  humanistic,  and  hol- 
istic medicine.  Holism  basically  states  that  the 
whole  is  greater  than  the  sum  of  its  parts;  yet  par- 
ticular applications  of  this  doctrine  can  be  beneficial 
treatment  of  the  total  patient  or  dangerous  pseudo- 
scientific quackery. 

The  recent  popular  interest  in  holistic  doctrines 


may  be  a positive  swing  toward  more  humanistic 
medicine  in  our  fragmented  world  of  medical  spe- 
cialists, referral  systems,  and  governmental  agencies. 
At  the  same  time,  the  movement  has  attracted 
charlatans  who  are  promoting  unwholesome  thera- 
pies. Buoyed  by  wide  media  coverage,  this  un- 
healthy element  of  holistic  medicine  is  like  a 
spreading  cancer,  threatening  to  destroy,  or  at  least 
impair,  scientific  medicine.  Because  certain  holistic 
practices  are  a threat  to  patients’  welfare  and  are 
undermining  the  credibility  of  scientific  practition- 
ers, physicians  should  be  well  informed  about 
holism. 

Holism  represents  both  a threat  and  a positive 
challenge  to  physicians  to  rediscover  some  valuable 
medical  approaches.  As  Cousins5  maintains,  “there 
is  nothing  in  the  holistic  health  movement  that  does 
not  have  its  sanction  in  the  best  medical  tradition.” 
His  article  gives  a brief  history  of  holism;  it  describes 
some  of  the  beneficial  and  dangerous  theories  advo- 
cated today  and  offers  some  guidelines  for  distin- 
guishing between  valid  ideas  and  hoaxes. 

Although  observers  have  attempted  use  of  a “w” 
to  differentiate  between  useful  wholistic  medicine 
and  unscientific  holistic  medicine,  these  two  cate- 
gories cannot  be  neatly  defined.  Each  physician 
must  look  at  the  evidence  and  make  an  informed 
judgment  about  new  practices  and  theories. 

Although  holistic  medicine  sometimes  appears  to 
be  merely  another  “me-generation”  fad,  holistic 
concepts  have  been  advocated  by  a long  tradition  of 
researchers  and  philosophers  both  within  and  with- 
out the  medical  profession.  This  tradition  has  two 
major  undercurrents,  a holistic  spiritual  interaction 
between  mind  and  body  and  a more  biologic  holism 
based  on  the  interrelationships  between  an  organism 
and  its  component  parts. 

Mind-body  unity 

By  1880,  according  to  Lewis  Thomas,  M.D.,  pres- 
ident of  the  Sloan-Kettering  Cancer  Center,  the 
separation  of  medicine  and  religion  seemed  nearly 
complete.  Mystery  was  replaced  by  science.6 

Although  shamans  and  witchdoctors  throughout 
history  have  blended  the  medical  and  religious 
spheres,  Plato  was  one  of  the  first  advocates  of  spir- 
itual holism,  advising  physicians  to  respect  the  re- 
lationships between  the  body  and  the  mind. 
Centuries  later,  Helen  Flanders  Dunbar  based  her 
research  in  psychosomatic  medicine  on  a similar 
belief  in  the  value  of  mind-body  unity.  Assisted  by 
clergymen,  Dunbar  tried  to  set  the  patient’s  mind 
and  body  at  ease  “to  help  the  patient  get  into  con- 
dition to  think  for  himself.”7 

Although  Dunbar’s  holistic  views  were  dismissed 
when  dynamic  and  mechanistic  modes  of  thought 
gained  preeminence  during  the  1940s,  her  ideas  oc- 
casionally resurfaced  in  other  researchers’  work. 
Stanley  Cobb,  M.D.,  and  Eric  Wittkower,  M.D.,  both 
applied  holistic  concepts  in  their  research  in  psy- 
choanalysis and  psychobiology.7  In  1930,  the  Macy 
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Foundation  was  persuaded  by  its  patroness,  Mrs. 
Kate  Macy  Ladd,  to  study  psychosomatic  medicine 
because  “health  is  more  than  freedom  from  sickness, 
it  resides  in  wholesome  unity  of  mind  and  body.8 
Bigler9  has  observed  that  if  a person  is  emotionally 
sick  or  has  an  organic  sickness,  he  needs  to  be  re- 
stored to  wholeness.  He  must  deal  with  strength 
versus  weakness;  his  needs  include  beliefs,  fears, 
frustrations,  dreams,  and  values.  Each  of  these  at 
times  can  be  either  a strength  or  weakness.  This 
relationship  is  further  portrayed  by  Strauss-  who,  in 
1977,  said,  “the  more  a physician  can  maintain  an 
awareness  of  his  feelings  about  his  patients,  the  less 
frequently  he  is  apt  to  say  and  do  things  which  in- 
terfere with  his  capacity  for  healing  them.” 

Biologic  holism 

The  emphasis  on  mind-body  unity  is  one  element 
of  a more  general  belief  in  natural,  biologic  balances 
within  an  organism.  Hippocrates,  believing  in  the 
body’s  natural  healing  process,  cautioned  physicians 
to  avoid  any  treatment  which  could  interfere  with 
this  process.  Goldstein  applied  this  concept  of  an 
overall  natural  balance  when,  in  1939,  he  maintained 
that  a symptom  cannot  be  properly  explained  on  the 
basis  of  a single  lesion  since  it  is  a manifestation  of 
the  behavior  of  the  whole  organism.10  Similarly, 
statesman-botanist-general-philosopher  Smuts 
(1870  — 1950) 11  developed  a holistic  doctrine  that  the 
determining  factors  in  nature  and  evolution  “are 
wholes,  such  as  organisms,  and  not  their  constituent 
parts.” 

Holism  today 

The  recent  push  to  apply  these  theories  in  medical 
practices  has  come  from  a variety  of  sources. 
Cousins5  points  to  medication  problems,  such  as  the 
thalidomide  tragedy,  overspecialization,  impersonal 
technology,  rising  medical  costs,  and  the  rapid  rise 
in  the  educational  level  of  Americans,  as  key  influ- 
ences in  encouraging  both  biologic  and  spiritual 
holistic  medicine.  A healthy  and  wholesome  appli- 
cation of  these  concepts  is  found  at  the  Hinsdale 
Wholistic  Health  Center  in  Illinois,  founded  by 
Granger  Westberg,  in  1973.  The  facility  is  a family 
practice  care  center,  utilizing  an  interdisciplinary 
team  of  physicians,  pastoral  counselors,  and  nurses, 
to  serve  all  aspects  of  an  individual’s  health 
needs.12’13 

The  Hinsdale  experiment  has  spawned  other 
successful  wholistic  centers  stressing  health  care  for 
the  total  organism.  The  distinguishing  factor  of 
| these  centers  is  the  practice  of  scientific  medicine, 
with  all  patients  receiving  a full  medical  work-up  to 
uncover  any  organic  diseases.  In  addition,  health 
education  and  preventive  medicine  are  emphasized 
since  wholistic  doctrine  implies  individual  respon- 
sibility and  activated  patients.  Such  an  orientation 
can  lead  to  improved  health  since  the  patient  receives 
health  screening  and  is  educated  regarding  proper 


diet,  smoking,  exercise,  warning  signals  for  cancer, 
and  so  forth. 

These  preventive  measures  and  common  sense 
approaches  can  be  an  effective  complement  to  to- 
day’s highly  technologic  and  highly  specialized 
medicine,  and  should  be  “welcomed  as  old  friends. 
They  may  need  fresh  introduction  to  some  of  our 
more  technologic  and  narrowly  focused  colleagues, 
but  they  are  nevertheless  part  of  the  tradition  of 
medicine.”14 

Unwholeness  of  holism 

The  successes  of  the  wholistic  centers  and  the 
public  questioning  of  traditional  medical  practices 
have  given  credibility  to  some  not-so-wholesome 
holism.  Thus,  an  anti-establishment  mentality  has 
fostered  acceptance  of  persons  of  questionable 
qualifications  as  well  as  unproved  methods.  One  has 
but  to  peruse  the  brochure  of  the  Omega  Institute  for 
Holistic  Medicine1  to  see  the  unorthodoxy  of  the 
practitioners:  naturopaths,  chiropractors,  iridolo- 
gists, kinesiologists,  polarity  therapists,  homeopaths, 
and  acupressurists.  These  alleged  so-called  “pro- 
fessionals” join  forces  with  others  embracing  Eastern 
ideas,  such  as  Hazrot  Inayat  Khan,  Kundalini  yoga, 
and  the  Oriental  5-element  theory. 

Use  is  made  of  the  “Graf  system”  which  includes 
meditation,  spirit,  reflexology,  contact  healing,  and 
Bach  flower  remedies.  Since  many  of  these  modal- 
ities may  be  unknown  to  physicians,  some  brief  def- 
initions are  provided. 

Iridology.  Iris  diagnosis  claims  to  detect  disease 
through  detailed  observation  of  the  iris  and  correlation 
with  nutrition.  Each  organ  of  the  body  is  represented 
by  an  area  of  the  iris. 

Polarity  therapy.  Pressure-point  massage  alleges 
interpreting  Oriental  health  wisdom  with  Western 
science. 

Kinesiology  and  chiropractic  techniques.  Eval- 
uation of  muscle  strength  and  tone  is  supposed  to  re- 
veal and  diagnose  underlying  body  conditions. 

Homeopathy.  Homeopathy  is  the  study  of  theory 
and  laws  of  “similars.”  Similia,  similibus  curantur,  a 
drug  that  can  produce  morbid  symptoms,  will  remove 
similar  symptoms  occurring  as  an  expression  of  dis- 
ease. 

Oriental  5-Element  theory.  Diagnosis  via  obser- 
vation of  the  face,  complexion,  hands,  feet,  hair,  shape 
of  the  body,  and  head  is  done  by  the  5-element 
theory. 

T’ai  Chi  Ch’uan.  The  ancient  Chinese  system  of 
T’ai  Chi  Ch’uan  includes  holistic  exercise  for  medita- 
tion, health,  self-defense,  and  well-being  through  dis- 
cipline and  relaxed  and  balanced  movement.  By 
means  of  gentle  concentration  and  breathing,  an  indi- 
vidual’s “chi,”  or  intrinsic  life  energy,  is  developed  and 
utilized. 

Shiatsu.  Shiatsu  employs  a psychophysical  ap- 
proach using  acupressure  points. 

FeldenKrais  movement.  Neuromuscular  repat- 
terning, psychomovement,  and  “cathartic  celebrative” 
meditation  is  known  as  FeldenKrais  movement. 
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Other  unscientific  practices  included  in  this 
brand  of  the  holistic  movement  are  naturopathic 
medicine,  herbalism,  aeriontherapy,  radiesthesia- 
psionic  medicine,  astrology,  numerology,  pyrami- 
dology,  graphology,  negative  ionization,  psychocal- 
isthenics, psychic  surgery,  “Rolfing  and  touch”  en- 
counters, holistic  massage,  clairvoyance,  and 
Mandala  imagery. 

At  the  Omega  Institute  for  Holistic  Studies,1  the 
purpose  of  all  these  various  techniques  is  to  take  the 
“next  step  in  human  evaluation,  reaching  beyond  the 
personal  vantage  point  into  the  higher  synthesis  of 
Omega  consciousness.”  Blending  all  these  treat- 
ments, the  Omega  Institute  alleges  practices  both 
biologic  and  spiritual  holism. 

Other  holism  advocates  emphasize  only  one  aspect 
of  the  holistic  repertoire.  A type  of  biologic  holism 
is  promoted  by  the  Hippocrates  Health  Institute,  in 
Boston,  Massachusetts,1  where  use  is  made  of  fasting, 
elimination,  exercise,  and  eating  of  wheats  and 
grasses.  Other  nutritional  therapies  include  ma- 
crobiotic diets,  whole  plant  substances,  metabolic 
glandular  therapy,  megavitamin  therapy,  “living 
foods,”  and  apricot  kernel  therapy. 

Meanwhile,  a more  spiritual  holism  is  illustrated 
by  David  Spangler’s  therapy  to  awaken  planetary 
consciousness,1  and  the  promises  of  psychics  to  aid 
physicians  in  healing.  Promoters  of  psychokinesis 
predict  the  time  will  come  when  every  physician  will 
work  in  tandem  with  a psychic.  If  psychics  claim 
that  their  assistance  results  in  reduced  health  care 
costs,  psychokinesis  may  eventually  be  subsidized  by 
the  state,  and  then  physicians  may  be  compelled  to 
work  with  other  practitioners  of  holistic  medicine. 
Modern  holistic  theorists,  such  as  Bloomfield  and 
Kory,3  applaud  a movement  toward  interdisciplinary 
cooperation.  In  their  chapter,  “The  Holistic  Health 
Revolution,”  they  urge  physicians  to  cooperate  with 
experts  in  nutrition,  fitness,  Oriental  medicine, 
growth-oriented  psychiatry,  and  meditation.  This 
combination  of  spiritual  and  biologic  holism  is  of- 
fered as  a harmonious  alternative  to  mechanistic, 
traditional  medicine,  and  promises  “high  levels  of 
wellness,  zest,  and  super-energy.”3 

Distinguishing  between  hoax  and  healthy 

holism 

In  a world  where  keeping  abreast  of  rapid  advances 
in  medical  knowledge  is  important,  physicians  are 
hard  pressed  to  distinguish  between  healthy  holism 
and  these  dangerous  hoaxes.  While  physicians 
should  not  simply  dismiss  offhand  all  unusual  and 
novel  treatments,  they  should  remain  skeptical  about 
unproved  techniques,  especially  those  that  promise 
complete  wellness.  Bloomfield  and  Kory’s3  “high 
levels  of  wellness,”  and  the  Omega  Institute’s  “higher 
synthesis  of  Omega  consciousness”  are  examples  of 
what  Callan15  calls  dangerous  “super-healing.” 

Holistic  practitioners  can  foist  their  treatment  on 
the  public  because  there  is  no  effective  scientific 


means  of  differentiating  absence  of  illness  and 
complete  wellness,  subjecting  these  claims  to  scien- 
tific proof. 

Patients  are  susceptible  to  quackery,  either  be- 
cause of  the  placebo  effects  of  many  of  the  remedies, 
or  out  of  simple  despair  at  the  impotence  of  even  the 
best  of  modern  medicine  in  certain  diseases  and 
conditions.  In  addition,  while  anecdotal  reports  may 
not  convince  physicians  trained  in  the  scientific 
methodology,  such  testimony  may  sway  individuals 
and  many  public  policymakers.  Monaco16  feels  that 
public  policy  may  be  changed  as  a holistic  approach 
of  preventing  illness  and  traditional  medical  em- 
phasis on  curing  illness  parallel  each  other. 

The  former  approach  claims  to  be  more  cost-effi- 
cient than  traditional  medicine.  While  physicians 
may  indeed  learn  improved  and  less  expensive 
therapies  from  holism,  they  should  try  to  follow  the 
advice  of  Cousins.5  Writing  in  the  Saturday  Review, 
he  argues  that: 

It  is  reasonable  to  expect  the  physician  to  maintain 
an  open  mind  about  new  developments  in  diagnosis 
and  treatment,  even  though  they  may  not  be  in  harmo- 
ny with  his  own  training  and  experience.  At  the  same 
time,  it  is  reasonable  to  expect  the  physician  to  inform 
himself  about,  even  if  he  cannot  accept,  such  ap- 
proaches as  bio-feedback,  acupuncture,  meditation, 
herbalism,  and  autogenic  training.  But  it  is  unreason- 
able to  expect  him  to  proceed  with  any  treatment  in 
the  absence  of  adequate  clinical  evidence  that  it  is  safe 
and  efficacious  . . . .5 

By  reasonably  evaluating  the  plethora  of  holistic 
practices  advocated  today,  physicians  should  select 
only  the  useful  ideas  of  preventive  medicine,  which 
include  caring  and  patient  participation,  while 
speaking  out  against  the  dangerous  exploitive  aspects 
of  holism. 

Because  some  holistic  medicine  has  holes  in  logic, 
is  unwholesome,  and  far  from  “holy,”  physicians 
should  be  cautioned: 

All  that  glitters  is  not  gold 
All  that  is  wholistic  is  not  whole! 

Ellis  Hospital 
1101  Nott  Street 
Schenectady,  New  York  12308 
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Clinical  Clues 

— The  greatest  value  of  serum  levels  of  drugs  may  be  in 
determining  whether  or  not  the  patient  is  following 
the  recommended  regimen  or  even  taking  the  medi- 
cation at  all. 

— Lung  tomography  may  reveal  evidence  of  metastatic 
disease  that  is  not  visible  on  routine  chest  roentgen- 
ography (Sindelar,  W.  F.,  et  al.:  Lung  tomography 
in  cancer  patients,  J.A.M.A.  240:  2060  (Nov.  3) 
1978). 

— The  most  common  current  cause  of  post-transfusional 
hepatitis  is  non- A,  non-B  hepatitis  (Feinstone,  S.  M., 
and  Pursell,  R.  H.:  Non-A,  non-B  hepatitis,  Ann. 
Rev.  Med.  29:  359(1978)). 

— Volvulus  produces  the  most  rapid  and  extreme  degrees 
of  abdominal  distention. 

— Diarrhea  usually  precedes  the  other  symptoms  of 
acute  regional  enteritis,  while  constipation  usually 
precedes  acute  appendicitis. 

— Excessive  licorice  ingestion  over  a period  of  time  can 
cause  hypokalemic  alkalosis  leading,  in  turn,  to  car- 
diac dysfunction  (Robinson,  H.  J.,  et  al.:  Cardiac 
abnormalities  due  to  licorice  intoxication,  Pa.  Med. 
74:51  (1971)). 

— The  physician  should  be  aware  of  a number  of  condi- 
tions that  may  cause  purpura  in  the  absence  of  any 
hematologic  abnormalities,  such  as  amyloidosis, 
ascorbic  acid  deficiency,  and  Ehler-Danlos  syn- 
drome. 

— In  Ehlers-Danlos  syndrome  the  skin  is  hyperelastic, 
especially  over  the  joints,  and  has  a velvety  feel;  but 
after  being  stretched  it  returns  to  its  normal  position. 
The  patient  with  Ehlers-Danlos  syndrome  has  frontal 
bossing,  “lop  ears,”  bilateral  epicanthal  folds,  and  a 
broad  nasal  root.  Occasionally  the  sclera  is  blue  and 
has  angioid  streaks. 

— The  fragility  of  the  skin  in  this  condition  is  responsible 
for  easy  bruising  with  marked  subcutaneous  bleeding 
and  gaping  wounds. 

— Joint  hyperextensibility  is  perhaps  the  most  out- 
standing feature  of  the  syndrome  and  may  be  associ- 
ated with  habitual  dislocation. 

— In  Ehlers-Danlos  syndrome  diverticula  have  been 
reported  in  almost  every  part  of  the  gastrointestinal 
tract,  and  several  patients  have  died  of  spontaneous 
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rupture  of  main  arteries  or  dissection  of  the  aorta.  A 
helpful  clue  is  that  at  least  half  of  the  affected  indi- 
viduals are  able  to  touch  the  nose  with  the  tip  of  the 
tongue,  which  only  8 to  10  percent  of  ostensibly  nor- 
mal individuals  can  do  ( Beighton,  P.,  et  al.:  Variants 
of  the  Ehlers-Danlos  syndrome.  Clinical,  biochemi- 
cal, hematological  and  chemical  features  in  100  pa- 
tients, Ann.  Rheumat.  Dis.  28:  228  (1969)). 

The  presence  of  antibody-coated  bacteria  in  the  urine 
sediment  of  women  with  reported  urinary  tract  in- 
fections indicates  upper-tract  infection  (Thomas,  V., 
Shelekov,  A.,  and  Farland,  M.:  Antibody-coated 

bacteria  in  the  urine  and  the  site  of  urinary  tract  in- 
fection, New  England  J.  Med.  290:  588  (1974)). 
However,  the  absence  of  such  coating  does  not  rule  out 
upper-tract  infection. 

— Peliosis  hepatis  is  a rare  disorder  characterized  by  the 
presence  of  blood-filled  cystic  lesions  in  the  liver.  In 
some  cases  there  has  been  a causal  link  to  therapy  with 
androgenic-anabolic  steroids  and  oral  contraceptive 
agents  (McGiven,  A.  R.:  Peliosis  hepatis:  Case  re- 
port and  review  of  pathogenesis,  J.  Path.  101:  283 
(1970)). 

— The  spectrum  of  hepatic  injury  in  peliosis  hepatis 
ranges  from  subclinical  disease  to  hepatic  failure. 
Other  causes  of  peliosis  hepatis  are  hematologic  dis- 
orders and  congenital  malformations. 

— Cricopharyngeal  achalasia,  or  failure  of  the  crico- 
pharyngeal muscle  to  relax,  as  the  food  bolus  is  pro- 
pelled downward  into  the  hypopharynx,  is  almost 
entirely  a disease  of  the  older  person.  The  cause  is  a 
neuromuscular  dyssynergia  that  ordinarily  has  as  its 
basis  either  Parkinsonism  or  cerebral  arteriosclerosis. 
The  condition  is  a disabling  one  that  produces  in- 
creasing aspiration  problems,  acute  and  chronic  pul- 
monary infections,  fear  of  eating,  and  progressive 
undernutrition.  Cricopharyngeal  myotomy  usually 
provides  good  relief. 

— Abdominal  angina  often  proves  to  be  a precursor  of 
mesenteric  vascular  occlusion,  and  corrective  surgery 
may  be  indicated.  The  most  common  arteriographic 
finding  is  a high  degree  of  narrowing  closely  limited 
to  the  segment  immediately  following  the  take-off  of 
the  superior  mesenteric  artery  from  the  aorta. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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The  relationship  of  medicine  to  art  has  manifested 
itself  under  two  guises.  In  medical  iconography 
proper  the  depiction  of  anatomy,  pathology,  surgical 
procedures  and  instruments,  and  so  forth,  has  been 
predominantly  for  purposes  of  instructing  physi- 
cians, with  esthetic  considerations  being  incidental 
to  the  need  for  relaying  naturalistically  precise  in- 
formation. In  the  far  vaster  corpus  of  inherently 
nonmedical  art,  on  the  other  hand,  occasional  re- 
course to  medical  topics  has  been  motivated  by  any 
one  of  a host  of  other  reasons.  These  have  been 
mostly  symbolic  in  character,  and  accuracy  generally 
has  been  subservient  to  artistic  license.  The  ma- 
jority of  works  in  the  latter  class  consists  of  graphic 
renditions  ranging  from  caricature  to  the  illustration 
of  actual  sick  persons  or  of  events  with  medical  con- 
notations. Curiously,  only  a relatively  small  fraction 
of  medical  themes  is  portrayed  in  the  plastic  arts,  and 
much  of  that  is  not  of  occidental  derivation. 

Concerning  African  sculpture,  its  correlation  to 
medicine  may  be  viewed  in  different  perspectives. 
There  is  one  kind  of  sculpture,  sometimes  referred 
to  as  “traditional,”  which  is  purely  ritualistic  in  its 
inferential  embodiment  of  divinities  or  ancestors 
whose  intercession  against  disease  is  sought.  A 
second  kind  pertains  to  sculptured  implements  used 
by  medicine  men  in  the  practice  of  their  craft.  A 
third  kind,  the  “representational,”  consists  of  objects 
which  depict  scenes  that  are  frankly  medical  or  that 
have  medical  overtones. 

Artifacts  in  the  first  category  are  fairly  common; 
they  are  of  medical  interest  principally  for  their  role 
as  vehicles  for  “psychotherapy.”  In  contrast,  those 
in  the  other  two  categories,  particularly  the  third,  are 
very  scarce.  Their  appreciation  is  enhanced  all  the 
more  by  considering  the  respective  positions  of  art 
and  medicine  in  preliterate  African  societies.  This 


article  addresses  itself  to  those  aspects  in  the  context 
mainly  of  West  African  sculpture,  a few  items  of 
which  have  been  collected  by  the  author. 

Medical  motifs  in 
ancient  sculptures 

Excluding  the  fertility  goddess  statuettes,  apo- 
tropaic  amulets,  and  other  shamanistic  parapher- 
nalia of  primeval  man,  the  most  antique  sculptures 
suggesting  sickness  or  medically  related  incidents  are 
those  harking  back  to  Pharaonic  Egyptd-3  They  are 
usually  seen  on  bidimensional  rock  masonry  reliefs, 
such  as  the  well-known  one  of  four  millennia  ago  on 
the  tomb  of  a nobleman  which  documents  his  sudden 
death. 

As  would  be  expected,  the  bulk  of  Egyptian  steles 
and  statues,  like  that  of  most  later  sculpture,  exhibits 
external  malformations  resulting  from  morphologic 
changes  consequent  to  disease.  Hence  one  finds 
represented  with  remarkable  fidelity  in  limestone, 
cement,  or  granite  the  stigmata  of:  kyphoscoliosis, 
hermaphroditism,  blindness,  dwarfism,  umbilical 
hernia,  acromegaly,  gynecomastia,  prognathism, 
goiter,  and  of  a poliomyelitis-withered  leg. 

The  Mesopotamians  were  stone  hewers  on  a grand 
scale.  Their  huge  output  ranged  from  monumental 
megaliths  commemorating  battles  and  royalty  to 
miniatures  of  dignitaries  or  of  other  banal  things. 
However,  they  left  very  little  of  medical  interest. 
Baked  clay  and  plaster  tablets  of  human  and  animal 
livers  for  divination,  some  effigies  of  eunuchs,  and 
lapidary  glyphs  or  seals  of  zoomorphic  gods  associ- 
ated with  procreation  or  health  are  all  that  amounts 
to  their  legacy  in  that  connection.3 

Medically  inspired  Hellenistic  sculptures  have 
been  excavated  in  abundance.  They  consist  chiefly 
of  stucco  or  terra-cotta  figurines  and  plaques  which 
were  mass-produced  in  Cos,  Ephesus,  Myrina,  Per- 
gamum,  Boeotia,  and  other  important  centers  of 
healing  or  of  ceramic  manufacture.  They,  and  some 
life-size  statues,  encompass  medical  occurrences  as 
well  as  a broad  cross  section  of  ailments.3  In  addi- 
tion to  a variety  of  rachidian  deformities  such  as 
gibbus,  Klippel-Feil  syndrome,  and  spinal  tubercu- 
losis, the  gamut  of  conditions  includes:  buboes  and 
gummata,  clubfoot,  hypogonadism,  breast  tumors, 
hydrocephalus,  leprosy,  ascites,  and  so  forth.  Sev- 
eral of  the  fragments  disclose  merely  organs,  and 
were  employed  as  ex-votos  or  talismans.  In  that 
regard,  they  were  the  forerunners  of  kindred  simu- 
lacrums  made  of  gold,  silver,  or  base  metals  which  to 
this  day  serve  as  votive  offerings  in  many  churches 
identified  with  miraculous  happenings. 
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Although  not  on  a par  numerically  with  Greek 
sculpture,  but  nonetheless  competing  with  it  in  di- 
versity and  stylistic  inventiveness,  is  the  rich  lode  of 
pre-Columbian  sculpture  which  is  continuously  being 
unearthed.  Oddly,  there  are  few  notable  medical 
subjects  in  the  huge  assortment  of  precious  articles 
chiseled  out  of  alabaster,  jade,  jadeite,  serpentine,  or 
obsidian.  Instead,  these  are  ofttimes  restricted  to 
carvings  of  volcanic  stone  or  clay,  but  more  typically 
to  pottery,  plain  or  polychrome,  and  made  either  of 
bisque  or  glazed  earthenware. 

On  display  is  the  usual  doleful  assortment  of 
musculoskeletal  pathologic  states,  such  as:  hump- 
back, achondroplasia,  rickets,  Pott’s  disease,  wry- 
neck, and  so  forth.  Also  shown  are:  limb  amputa- 
tions, fractures,  and  prosthetic  devices.  Other  de- 
picted lesions  comprise:  tumors,  anasarca,  cachexia, 
elephantiasis,  and  eye  ailments.3-6 

Two  classes  of  ill  health,  namely,  pain  and  der- 
matoses, are  especially  manifested  in  a vivid  way. 
The  cause  of  pain  is  indicated  either  circumstantially, 
as  that  relevant  to  childbirth,  or  from  the  facies  and 
specific  designation  by  the  hand  resting  over  the 
painful  area.  In  this  manner  are  implications 
gleaned  about  that  which  is  portrayed  with  entities 
such  as:  biliary  colic,  toothache,  angina  pectoris, 
dyspnea,  or  headache. 

Dermatologic  eruptions  sometimes  are  distinctive 
of  the  likes  of:  abscesses  and  phlegmons,  syphilis, 
tumors,  psoriasis,  leishmaniasis,  goundou,  or  small- 
pox, but  often  are  less  readily  recognizable.  From 
their  symmetry  and  location  about  the  face,  other 
skin  defects  seem  to  have  been  deliberately  produced 
for  tatooing;  placement  of  ear  lobe  and  lip  plugs  or 
labrets;  scarification;  or  similar  “beautifying”  mu- 
tilations. 

Abner  I.  Weisman,  M.D.,  of  New  York,  has 
amassed  numerous,  exceptionally  fine  pre-Colum- 
bian specimens  of  Mexican  provenance  which  display 
many  of  the  previously  cited  medical  conditions. 

Glyptic  art  from  other  continents  is  quite  sparse. 
Considered  collectively,  items  from  Oceania,  India, 
and  Tibet  often  are  of  diabolic  beasts  or  gods  which 
symbolically  personify  a broad  repertoire  of  ill- 
nesses.3-7-10 Several  have  a terrifying  countenance, 
intensified  by  bulging  eyeballs,  which  in  primitive 
cultures  was  thought  of  as  expressing  deviltry.  More 
amazing  still  is  the  range  of  facial  afflictions  shown 
in  wood  carvings,  especially  those  of  grotesque  ritual 
masks  and  war  helmets.  The  archetypal  lesion  is 
cleft  lip,  but  uncannily  realistic  images  exist  likewise 
of:  leprosy,  rhinophyma,  yaws,  epidermoid  cancer, 
cutaneous  horns,  and  cranial  nerve  paralyses.  Ex- 
amples of  exophthalmos  or  harelip  in  the  demonic 
masks,  funerary  heads,  puppets,  and  totems  of  Es- 
kimos and  American  Indians  strikingly  resemble 
those  in  aboriginal  art  from  the  South  Sea  islands. 

African  sculpture 

Evolutionary  patterns.  There  are  various  rea- 


sons for  the  extreme  paucity  of  African  sculpture 
antedating  the  eighteenth  century.  The  principal 
one  is  that  most  of  it  was  made  out  of  wood  or  clay, 
owing  to  the  unavailability  of  metals  in  the  interior 
of  the  continent.  These  brittle  materials  crumbled 
before  the  ravages  of  climate  and  termites.  Some 
sculptures  were  lost  from  obligatory  burial  or  de- 
struction to  thwart  their  passing  into  enemy  hands 
during  warfare.  Yet  more  fell  prey  to  scavenging 
European  explorers,  merchants,  and  missionaries 
who  indiscriminately  carried  off  choice  pieces  for 
curios  or  on  the  basis  of  decorative  appeal.  Not 
being  understood,  these  sculptures  were  unwittingly 
exploited  to  reinforce  invidious  biases  about  the  so- 
cietal inferiority,  naivete,  and  primitiveness  of  Af- 
rican “savages.” 

It  is  necessary  to  recognize,  at  the  outset,  that 
preliterate  races  used  the  plastic  arts  as  an  important 
method  of  communication,  akin  in  some  respects  to 
the  idiom  of  music  and  dance.11-13  This  utilitarian 
adaptation  of  sculpture  to  convey  language,  although 
probably  dating  from  eras  before  the  beginning  of 
historic  reckoning,  was  faithfully  persevered  in 
throughout  Africa  but  only  returned  to  European 
artistic  consciousness  at  the  close  of  the  last  cen- 
tury. 

The  African  sculptor  used  space  to  draw  and  write 
in,  so  to  speak.  Innate  to  that  vocabulary  were  rel- 
evant ideas  or  messages  legible  and  comprehensible 
to  all  members  of  the  artist’s  tribe.  It  was  not  from 
lack  of  insight  into  nature  or  anatomy  that  the  artisan 
fashioned  a conventional  work  whose  details  were 
minimalistic  or  which  seemed  asymmetric.  Rather, 
it  was  because  he  was  tendentiously  clinging  to  an 
austerely  emblematic  style,  with  prescribed  guide- 
lines that  had  been  transmitted  orally  down  innu- 
merable generations,  and  from  which  he  barely  de- 
viated except  for  personal  touches  of  refinement  in 
his  selection  of  the  medium  for  executing  a work. 
Thus,  if  a divinity’s  head  and  phallus  were  con- 
structed forthrightly  to  dwarf  its  other  parts,  this  was 
done  so  as  to  emphasize  extraordinary  wisdom  and 
vitality — not  because  the  sculptor  was  inept,  had  no 
sense  of  proportion,  or  wished  to  insinuate  sexua- 
lity. 

The  architectonics  of  traditional  African  sculpture 
involved  two  other  key  properties  besides  selective 
anatomic  exaggeration.  One  was  the  reduction  of 
designs  to  fundamental  geometric  shapes,  a principle 
subsequently  espoused  by  Cezanne.  The  other  was 
deliberate  avoidance  of  structural  homogeneity  by 
the  strategic  placement  of  holes  in  solid  materials. 
This  versatile  application  of  “negative  space”  allowed 
for  an  astounding  spectrum  of  chiaroscuro 
nuances. 

The  dichotomy  between  European  and  African 
approaches  to  art  is  all  the  more  remarkable  in  the 
light  of  their  respective  theologic  beliefs.  The  Eu- 
ropean’s pantheons  were  celestial,  yet  his  pictorial 
apotheoses  of  God  and  saints  were  concretely  incar- 
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nate.  The  African  who  lived  in  jungles  and  rain 
forests  that  afforded  him  only  passing  glimpses  of  the 
sky  indulged  in  animistic  earth  worship  and  thought 
of  his  deities  as  humanoid,  yet  imparted  spiritual 
qualities  to  them  through  amorphous  stylizations. 

Sculptors  were  honored  persons  in  African  so- 
cieties because  their  skill  gave  them  communion  with 
priestly  duties.  Particular  respect  was  accorded  to 
blacksmiths,  who  were  not  regarded  as  manual  la- 
borers but  as  sculptors,  and  were  under  the  chief- 
tain’s patronage.  Smiths  not  only  had  mastery  of  the 
four  cosmic  elements — air,  earth,  fire,  and  water — 
but  forged  out  of  them  weapons  and  tools  which  were 
crucial  to  the  welfare  of  the  community.  Even  ap- 
paratus associated  with  metallurgy — the  anvil, 
hammer,  bellows,  and  furnace — were  magical  sym- 
bols. 

The  nonobjective  format  of  secret  sculptural  lin- 
guistics was  employed  almost  exclusively  until  the 
arrival  of  the  white  man.  Then  its  dominance  was 
perpetuated  only  in  sacred  anthropomorphic  statu- 
ary and  ceremonial  gear,  those  intimate-most  ac- 
coutrements of  religion  which  were  integral  to  tribal 
unity  and  therefore  shielded  from  the  intrusion  of 
alien  eyes.  For  the  rest,  the  motivational  traditions 
of  authentic  African  art  were  progressively  eclipsed 
by  the  adoption  of  more  representational  standards 
for  the  portrayal  of  secular  topics.  This  trend  was 
partly  spawned  by  accessibility  to  iron,  copper,  brass, 
and  bronze  which  the  colonialists  brought  with  them. 
It  was  also  hastened  by  the  inexorable  breakup  of 
socioreligious  orders  through  conquests  or  the  pas- 
sage of  time. 

Scholarly  investigations  into  the  ideologic  signif- 
icance of  African  sculpture  were  commenced  in  ear- 
nest by  ethnographers  during  the  nineteenth  century. 
However,  the  cardinal  impetus  to  its  proper  inter- 
pretation and  appreciation  came  from  a faction  of 
French  nihilists  who  unfettered  themselves  from  the 
prevailing  classicist  doctrines  of  art  which  equated 
“looking”  with  “seeing.” 

The  abstractionist  schools,  spearheaded  by  Cu- 
bism, Fauvism,  and  Orphism,  eliminated  visual 
barriers  which  had  been  artificially  installed  through 
the  Scriptural  tenet  that,  since  Man  was  created  in 
God’s  image,  misrepresentation  of  the  human  form 
was  unnatural,  if  not  downright  sacrilegious.  Their 
wellsprings  of  inspiration  were  eclectic — neolithic 
flint  or  ivory  shards;  Cycladic  idols;  archaic  Japanese 
ceramics;  Celtic  relics;  Persian  mosaics;  and,  above 
all  else,  African  sculpture.  They  rediscovered,  in 
effect,  the  African’s  central  cognitive  experience  with 
manipulating  sculpture  to  mirror  perceptions  of 
himself  and  of  his  world.  They  copied  the  spatial 
tonalities  and  geometrically  schematized  harmony 
of  his  constructions.  Ironically,  by  the  turn  of  the 
century,  while  European  sculptors  were  groping  for 
the  special  abstract  cachet  of  conceptual  art,  its  es- 
sences were  already  being  debased  in  the  dwindling 
creations  of  their  African  counterparts  who  had  be- 
come proselytized  to  old  European  artistic  formu- 


lations. 

West  African  bronzes  and  brasses.  The  art  of 
West  Africa  is  the  richest  in  the  entire  continent.11-13 
The  coastal  peoples  and  those  who  inhabited  the 
banks  of  the  Niger  and  Volta  rivers  availed  them- 
selves of  the  ample  resources  of  ivory  and  metals  to 
establish  an  evolutionary  mode  of  sculpture  which 
was  without  equal.  Its  apogee  was  attained  in  the 
eighteenth  century  and  is  epitomized  by  the  spec- 
tacularly sophisticated  baroque  vogue  of  the  Benin 
kingdom.  West  African  compositions  had  strong 
representational  tendencies  all  along.  This  feature 
became  even  more  pronounced  from  unavoidable 
tendencies  to  imitate  foreign  customs  that  were  in- 
troduced in  the  course  of  the  slave  trade  and  com- 
merce in  gold,  tusks,  and  fabrics. 

Although  adept  in  a variety  of  media,  nigritic 
peoples  had  an  affinity  most  for  metalwork.  They 
somehow  discovered,  as  had  other  peoples  very  long 
ago,  two  key  techniques  for  manufacturing  molds.  In 
the  cire-perdue,  or  lost-wax,  process  the  projected 
sculpture  first  was  either  scratched  on  a lump  of 
beeswax  or  in  wax  spread  over  a core  of  fireproof  clay. 
This  foundation  was  smeared  with  layers  of  charcoal 
and  clay.  After  heating  on  a brazier,  the  melted  wax 
was  drained  through  a small  duct  left  purposely  in 
the  model.  Then  molten  metal  was  dripped  in 
through  the  same  channel  to  fill  the  lacunas  left  by 
the  wax.  In  the  second  process,  cold  metal  slabs  were 
placed  in  a crucible  luted  to  the  butt  end  of  the  mold. 
After  firing,  the  clay-coated  frame  was  inverted  to  let 
the  liquefied  metal  run  into  it. 

In  both  instances,  after  cooling  the  clay  casing  or 
backing  was  chipped  off  the  hard  impression  with  a 
mallet.  If  desired,  the  finished  product  was  further 
embossed  or  smoothed  by  filing.  The  mold  was 
inexorably  demolished  in  the  final  step  of  breaking 
the  cocoon  of  clay,  making  each  piece  of  sculpture  one 
of  a kind. 

Effects  resembling  either  inlay  or  champleve  could 
be  simulated  by  varying  the  thickness  of  wax  or  de- 
positing it  in  threadlike  strands.  By  freeing  space 
from  the  absolute  confines  of  matter  these  casting 
methods  gave  vent  to  enormous  artistic  vistas.  The 
beauty  of  dainty  meshed  chains,  filigree  pendants, 
or  other  jewelry,  and  of  openwork  urns  and  statues 
resided  as  much  in  the  airiness  and  rhythmic  shading 
of  spatial  cells  as  in  the  structure  and  texture  of  the 
solid  mass  itself. 

Ashanti  goldweights.  A large  sector  of  West 
Africa  was  populated  by  many  clans  of  Akan  stock. 
On  the  eve  of  the  seventeenth  century  small  bands 
of  immigrants  from  the  northern  hinterlands  settled 
in  lush  Ashanti  province.  In  time  their  descendants 
welded  a mighty  political  and  military  alliance  which 
through  bloody  invasions  achieved  suzerainty  over 
the  other  states.14-16  The  war  prisoners  whom  they 
chose  not  to  behead  were  pressed  into  service  as 
chattels  for  mining  and  panning  gold. 

The  Ashanti’s  expeditionary  campaigns  to  the 
south  brought  them  into  contact  with  European 
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trading  posts  on  the  seacoast.  They  bartered  tusks, 
gold,  textiles,  and  hemp.  This  thriving  business  was 
supplemented  by  an  even  more  lucrative  one — pro- 
viding their  Arab,  French,  Portuguese,  Dutch,  and 
English  clients  with  an  inexhaustible  supply  of  slaves. 
Besides  selling  vanquished  vassals,  their  acquisition 
of  firearms  and  gunpowder  as  payment  for  this  and 
other  goods  ensured  successful  forays  into  the  bush 
for  kidnapping  fresh  captives  to  sustain  the  slavery 
traffic. 

Increasingly  frequent  and  bitter  quarrels  with  the 
colonial  powers  and  internecine  rivalries  accelerated 
the  disintegration  of  the  Ashanti  confederation.  It 
was  annexed  by  the  British  in  1902  and  came  under 
imperial  rule  for  the  next  five  decades.  Subse- 
quently, the  realm  of  Ashanti  was  absorbed  in 
present-day  Ghana. 

In  their  heyday  the  Ashanti  were  master  craftsmen 
with  metal  as  were  their  neighbors,  the  Baule,  Sen- 
ufo,  and  Fanti. 

Whereas  the  Yoruba  of  Benin  prized  ivory  and 
bronze,  the  Ashanti  treasured  gold  the  most  and 
made  magnificent  sculptures  from  it.  Their  smiths’ 
skill  was  especially  evident  in  the  manufacture  of 
extravagantly  detailed  miniatures.  Since  the  mon- 
etary system  was  based  on  gold  dust  and  nuggets, 
that  precious  currency  had  to  be  measured  carefully 
during  business  transactions.  The  demand  for 
weights  and  scales,  which  for  obvious  economic  rea- 
sons had  to  be  inexpensive,  gave  the  Ashanti  metal- 
workers incentive  to  be  proficient  in  the  smelting  of 
alloys.  They  made  brass  and  bronze  goldweights  in 
the  same  way  as  their  other  sculptures,  that  is,  by  the 
lost-wax  process.11-16 

As  pointed  out,  the  casting  of  goldweights  was  born 
through  mercantile  necessity.  For  the  sake  of  ac- 
curacy, all  weighings  had  to  be  checked  twice  using 
the  seller’s  and  purchaser’s  weights.  Since  the 
Ashanti  sovereign  held  the  monopoly  on  gold,  he  and 
privileged  cronies  gave  themselves  the  prerogative 
to  an  automatic  tax  by  possessing  weights  which  were 
from  one  tenth  to  one  third  heavier  than  the  ones  of 
ordinary  merchants.  Abuses  such  as  this  led  the 
British  in  1899  to  impose  a decree  prohibiting  the  use 
of  gold  dust  as  money  and  substituting  imperial 
coinage  instead.  The  commercial  necessity  of 
weights  being  lifted,  dissolution  of  the  goldweights 
art  swiftly  followed. 

There  is  an  astonishing  parallelism,  that  breaches 
cultural  frontiers,  between  the  unfoldment  of 
Ashanti  goldweights  designing  and  that  relevant 
to  weights  utilized  by  other  civilizations.17  As  in  the 
Egyptian,  Roman,  Byzantine,  and  Islamic  epochs, 
weights  of  the  Ashanti  conformed  to  simple  linear 
configurations,  such  as  cubes,  spheres,  and  cylinders. 
Gradually  they  were  superseded  by  truncated  cones, 
pyramids,  multifaceted  blocks,  octahedrons,  and 
other  crystallographic  structures.  Then,  as  had  the 
previously  cited  peoples,  the  Ashanti  engraved  em- 
bellishments in  the  way  of  distinctive  hallmarks  and 
inscriptions,  sometimes  even  patterning  the  weights 


slightly  to  give  them  the  semblance  of  birds  or  beasts. 
Finally  their  genius  led  them  to  do  with  this  mini- 
sculpture what  no  one  else  had  done  before — namely, 
to  place  it  simultaneously  in  the  context  of  societal 
documentaries  and  for  the  conveyance  of  ethnic 
philosophic  ideation.18-20  The  very  scope  of  the 
unmistakably  diacritical  folk  genre  that  they  founded 
virtually  guaranteed  its  universal  popularity.  And 
flourish  it  did,  as  the  most  humanistic  of  all  African 
sculpture,  reaching  its  zenith  in  the  mid-nineteenth 
century. 

All  goldweights  are  decipherable.  The  oldest  ones, 
with  stark  geometric  shapes  apparently  copied  after 
the  wooden  blocks  used  for  printing  patterns  on 
cloth,  were  just  ornamental.  Most  of  the  others, 
however,  usually  functioned  as  a sort  of  allegorical 
calligraphy  for  synthesizing  familiar  proverbs  or 
witty  sayings.  Metal  ideograms  of  that  kind  fre- 
quently featured  stylized  animals,  fishes,  insects,  or 
reptiles.  They  were  whimsically  abstractionistic, 
and  their  meaning  may  be  impenetrable  to  unini- 
tiated non-Ashanti  optics.  Often,  however,  the 
weights  merely  illustrated  a profusion  of  mundane 
materialistic  things  pertaining  to  communal  affairs, 
such  as  furniture,  weaponry,  household  utensils,  or 
farming  implements,  and  domestic  activities  such  as 
cooking,  weaving,  spinning,  playing  music,  pounding 
grain,  and  brewing  palm  wine  or  millet  beer. 

A few  museums  and  galleries  have  substantial 
holdings  of  Ashanti  brass  and  bronze  gold- 
weights.18-21  These  number  at  least  3,000,  according 
to  my  estimate  based  on  catalogue  listings,  but  in 
only  an  infinitesimal  percentage  of  them  is  the 
subject  matter  even  remotely  medical. 

Aspects  of  traditional 
African  medicine 

Neither  pharmacognosists  nor  pharmacologists, 
with  all  the  modern  facilities  at  their  disposal,  have 
made  any  truly  momentous  discoveries  of  medical 
value  in  the  sub-Saharan  portion  of  Africa.  How 
then  but  with  sympathy  and  circumspection  can 
anyone  regard  the  sick  who  could  rarely  count  on 
substances  extracted  from  indigenous  vegetation  or 
fauna  to  help  them,  and  therefore  had  little  choice 
but  to  lean  on  metaphysical  and  similar  sources  for 
medical  assistance?  The  familiar  misconception 
that  Africans  distrusted  white  men’s  remedies  is 
belied  from  narratives  in  the  journals  of  early  trav- 
elers and  missionaries  describing  how  natives  be- 
sieged them  with  petitions  for  drugs  to  overcome 
cryptogenic  illnesses. 

At  the  nucleus  of  the  African’s  attitude  toward 
disease  was  his  instinctive  belief  that  it  constituted 
a visitation  from  an  offended  god  or  ancestral  ghost. 
Removal  of  ill  health  entailed  a routine  preliminary 
colloquy  with  the  supernatural  beings  to  ascertain 
which  one  was  angry  and  for  what  cause,  then  seeking 
to  placate  it  by  prayer,  animal  sacrifice,  or  other  acts 
of  atonement.  Meantime,  instructions  concerning 
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FIGURE  1.  Assortment  of  carved  clyster  devices  with 
geometric  decorations.  (A)  Kwanyama  (by  courtesy  of  the 
Wellcome  Trustees,  London).  (B)  Kuba  (by  courtesy  of  the 
Musee  d’Ethnographie,  Geneva). 

therapeutic  measures  to  improve  chances  of  recovery 
were  mediated  by  a proxy,  the  physician  or  medicine 

man.22-33 

The  medicine  man  was  at  once  diviner,  spiritualist, 
psychologist,  priest,  surgeon,  and  herbalist.  He  in- 
terrogated the  spirits,  and  any  proffered  advice  or 
treatment  which  he  rendered  was  believed  to  have 
emanated  from  them.  So  did  credit  for  the  outcome 
of  the  case.  His  ministrations  were  simultaneously 
mental  and  organic.  There  was  thus  no  inconsis- 
tency to  his  alternately  poring  over  cowrie  shells, 
making  burnt  offerings  before  a reliquary  fetish, 
donning  awesome  regalia  to  intone  propitiating 


chants,  and  dispensing  botanic  concoctions  or  per- 
forming operations  with  accessories  reserved  for  such 
occasions. 

Viewed  in  the  light  of  what  he  achieved  with  a very 
limited  materia  medica,  the  medicine  man  was  no 
more  deserving  of  the  condescending  and  pejorative 
appellations  “witch  doctor”  or  “sorcerer”  than  were 
his  white  confreres  who  practiced  a different  blend 
of  psychosomatic  empiricism  using  other  adjuncts. 

Numerous  tools  of  the  African  medicine  man’s 
trade  were  sculpted.12’28’33  They  included  scissors, 
tongs,  cauteries,  spoons,  razors,  beakers,  and  in- 
struments for  couching,  trephining,  circumcision, 
clitoridectomy,  infibulation,  and  uvulectomy.  He 
had  a supply  of  conic  objects  with  nozzles  whittled 
from  wood,  horns,  claws,  and  gourds  (Fig.  1).  Some 
of  these  appliances  were  for  cupping  or  bloodletting. 
Perforated  ones  were  used  to  give  clysters,  intrava- 
ginal  douches,  or  intraurethral  irrigations,  and  a few 
of  them  were  employed  to  draw  out  the  venom  from 
poisonous  bites. 

Intestinal  ailments  were  nigh  endemic  in  many 
regions  of  Africa  owing  to  the  high  starch  content  of 
dietary  staples  such  as  beans,  yams,  manioc  or  cas- 
sava, sorghum,  and  plantain,  as  well  as  to  infestation 
with  roundworms,  flukes,  tapeworms,  and  other 
tropical  parasites.  The  enema  doubled  as  an  hygi- 
enic modality  and  for  its  symbolism  in  ridding  the 
person  of  unwholesome  influences. 

Adults  generally  self-administered  enemas 
through  calabashes.  Infants  had  cathartic  mixtures 
blown  into  the  rectum  by  mouth  or  via  hollow  reeds 
or  tubes  (Figs.  2 and  3).  In  instances  when  the  feces 
were  incriminated  for  a particularly  dire  malady,  a 
sort  of  transference  ceremony  was  allied  to  purging. 
The  enema  was  given  over  a shallow  grave  dug  on  a 
hillside  where  lightning  had  struck.  After  thorough 
evacuation  of  the  bowels,  the  grave  was  covered  over, 
and  the  family  left  the  place  without  looking  back.23 
This  ritual  must  have  been  useful  in  curbing  conta- 


FIGURE  2.  Essential  steps  of  enema  administration  enacted  in  Kwanyama  village.  (A)  Tube  inserted  into  child’s  rectum. 
(B)  Mother  fills  her  mouth  with  cathartic  liquid.  (C)  Cathartic  liquid  then  blown  through  tube  inserted  into  child’s  rectum.  (By 
courtesy  of  the  Wellcome  Trustees,  London). 
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FIGURE  3.  Different  techniques  of  enema  administration. 
(A)  Squirted  from  mouth.  Yoruba  (by  courtesy  of  Carlos 
Winkel,  M.D.,  Curagao).  (B)  Blown  through  tube.  Fon  (by 
courtesy  of  the  Afrika  Centrum,  Cadier  en  Keer).  (C)  Dribbled 
from  gourd.  Ashanti  (by  courtesy  of  Leon  Goldman,  M.D., 
Cincinnati).  (D)  Self-administered  from  calabash.  Ashanti 
(author's  collection). 

gion  by  the  effective  disposal  of  infected  wastes. 
Sculptures  with  medical  motifs.  I do  not  pre- 

!sume,  from  having  provided  the  foregoing  comments, 
to  instruct  the  reader  in  the  appreciat  ion  of  African 
art.  Their  purpose,  rather,  is  to  enable  some  historic 
perspective  to  be  incorporated  in  the  way  he  views 
the  sculptures  in  the  accompanying  illustrations. 
These  objects  are  meaningful  to  us  by  virtue  pri- 
marily of  their  medical  motifs,  and  secondarily  for 
their  artistic  merit.  It  is  true  that  in  the  latter  re- 
spect they  range  from  marvelous  to  simply  awful, 
that  some  have  authentic  negritude  flavor  while 
others  smack  of  the  “ersatz”  Afro-European.  Be 
that  as  it  may,  I have  selected  them  solely  for  what 
they  show  that  would  interest  physicians,  not  art 
critics. 

Masks.  The  leading  accoutrement  of  African 
traditional  medicine  was  the  mask.  Masks  were  ei- 
ther for  wearing,  as  hoods  or  head  covers,  or  were 
suspended  on  poles  inside  or  at  entrances  of  huts  for 
veneration  as  petty  gods.12’32’34’35  The  majority  bore 
a ferocious  appearance  to  chase  away  the  spirits 
causing  disease.  A metal  example  which  I possess 


FIGURE  4.  Medicine  man’s  brass  magical  face-hood  to  help 
chase  away  demons  of  disease.  Tufts  of  fur  and  feathers 
once  embedded  in  slots  in  crown,  and  chain-link  net  hung 
from  back  loops  over  wearer's  nape.  Ibo  attribution  (author's 
collection). 
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FIGURE  5.  Facial  deformities  depicted  in  masks.  (A)  Pa- 
ralysis. Pende.  (B),  (C),  and  (D)  Destructive  lesions  of  nose, 
palate,  and  lips  baring  teeth.  Ibibio  and  Efik-lbibio.  (By 
courtesy  of  the  Galerie  Helene  Kamer,  Paris). 

has  a combination  of  jutting  conic  eyes,  widely- 
spaced  oblique  teeth,  and  sagging  jowls,  the  whole 
topped  by  an  imposing  hair  superstructure  in  which 
straw,  feathers,  and  fur  used  to  be  embedded  (Fig. 
4). 

Other  masks  depicted  stigmata  of  specific  ailments 
and  either  were  prayed  to  as  “patron  saints”  or  em- 
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FIGURE  6.  Additional  sickness  masks.  (A)  Yaws.  Ibo  (by 
courtesy  of  the  Museum  of  African  Art,  Washington,  D C.). 
(B)  Leprosy  or  gangosa.  Ibibio  (by  courtesy  of  the  Etnogra- 
fiska  Museum,  Goteberg). 


ployed  for  commemorating  individuals  smitten  by 
those  ailments.12’32’36-39  Recognizable  in  this  cate- 
gory of  masks  are:  ocular  derangements;  facial 

palsies;  skull  bossings  and  nasal  septum  depression 
of  congenital  lues;  macroglossia;  smallpox;  tumors  of 
the  jaws;  the  leonine  facies  of  leprosy;  and  yaws  (Figs. 
5 and  6). 

Of  especial  interest  are  masks  which  display  a 
ragged  crater  in  lieu  of  the  nose  and  upper  lip,  re- 
sulting in  relative  salience  of  the  subjacent  teeth  (Fig. 
6).  Leprosy,  cancer,  syphilis,  leishmaniasis,  and 
yaws  are  conditions  which  may  engender  mutilation 
and  collapse  of  the  nose  and  palate.  It  is  assumed 
that,  on  Ibibio  and  Efik-Ibibio  masks  at  any  event, 
the  lesion  represents  the  end  stage  of  yaws,  that  is, 
treponematosis,  frambesia,  and  pian,  known  as 
gangosa  after  the  muffled  voice  which  the  victims 
develop.36-39  Credence  for  this  surmisal  derives  from 
sundry  narratives,  such  as  that  written  in  1819  by  a 
missionary14: 

The  diseases  most  common  in  the  Ashantee  Country 
are  the  Lues,  Yaws,  Itch,  Ulcers,  Scald-heads,  and 
griping  pains  in  the  bowels.  Other  diseases  are  occa- 


FIGURE  7.  Initiation  mask  surmounted  by  seated  midwife  assisting  woman  in  labor  by  kneading  and  pressing  down  on  her 
abdomen.  Yaka  (by  courtesy  of  the  Museum  of  African  Art,  Washington,  D.C.). 
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FIGURE  8.  Contrivances  for  mixing  and  dispensing  medi- 
cated potions.  Each  item  carved  from  single  block  of  wood. 
Ibo  attribution.  (A)  Cup.  (B)  Spoons.  (Author  s collec- 
tion). 

sionally  met  with,  I should  suppose  in  the  same  pro- 
portion that  they  occur  in  civilized  countries;  but  1 do 
not  know  to  what  cause  to  assign  the  prevalence  and 
frequency  of  one  of  the  most  unsightly  diseases  that 
can  occur  in  any  country.  It  is  an  obstinate  species  of 
ulcer,  or  noli  me  tangere,  which  destroys  the  nose  and 
upper  lip.  It  attacks  women  chiefly,  although  men  are 
not  exempt  from  it.  There  are  more  than  100  women  in 
Coomassie  who  have  lost  the  nose  or  upper  lip  from 
this  cause  alone.  It  commences  with  a small  ulcer  in 
the  alae  nasi,  or  upper  lip,  the  size  of  a split  pea,  exca- 
vated with  the  edges  ragged  and  turned  inwards.  It 
proceeds  by  ulcerating  under  the  skin;  the  bottom  of 
the  ulcer  is  uneven,  covered  with  a foul  slough,  of  a 
very  disagreeable  smell,  and  the  discharge  is  thin,  wa- 
tery, and,  very  irritating.  It  seldom  cicatrices  before 
the  alae  nasi  and  lip  are  completely  destroyed.  When 
it  does  cease,  the  skin  is  puckered  and  uneven,  and  has 
a very  disagreeable  appearance.  The  only  remedy 
which  the  natives  use  is  an  external  application  of 
bruised  leaves;  they  seem  to  let  it  take  its  course,  with- 
out being  very  anxious  about  a cure. 

Exceptionally  rare  are  composite  masks.  Yaka 
specimens  at  the  Musee  Royal  de  l’Afrique  Central, 
Tervuren,  and  the  Museum  of  African  Art,  Wash- 
ington, D.C.,  have  birthing  scenes  on  their  crests  (Fig. 
7).  The  latter  is  an  assemblage  construction  of  wood, 
raffia,  and  fabric  in  vivid  polychrome. 

Medicine  man’s  tools.  Diagnostic  adjuncts  are 
represented  by  divination  boards  and  trays,  which 
occasionally  were  adorned  with  cryptic  emblems,  as 
seen  at  the  Segy  Gallery,  New  York  City. 

The  commonest  sculpted  items  among  the  medi- 
cine man’s  nonpsychosomatic  accessories  consist  of 
clyster  apparatus  (Fig.  1).  The  outstanding  chiseled 
relief  on  many  of  these  devices  suggests  that  they 
were  valued  and  that  the  use  to  which  they  were  put 
was  not  regarded  as  lowly.  Curiously,  although 
calabashes  were  sometimes  adorned  with  similar 
engraved  patterns,  none  were  used  as  dispensing 
containers  for  enema  mixtures. 

As  mentioned  earlier,  children  were  purged  by 
fluids  blown  into  the  rectum  directly  from  the  mouth 
or  through  a tube.40^*3  These  methods  are  shown  in 


a couple  of  brasses  (Fig.  2A  and  H).  Sometimes  the 
liquid  was  dribbled  from  an  upended  gourd  (Fig.  2C). 
I possess  an  Ashanti  goldweight  of  an  adult  giving 
himself  an  enema  (Fig.  2D).  The  seeming  impossi- 
bility of  accomplishing  lavage  with  a rigid  syringe  and 
a posture  opposing  gravity  is  explained  by  an  eye- 
witness account42: 

He  fills  the  bowl  of  the  gourd  with  the  enema  and 
places  his  index  finger  over  the  hole  to  prevent  its  run- 
ning out.  He  then  bends  as  low  as  possible,  supporting 
himself  with  his  left  hand  while,  with  the  right,  he  in- 
serts the  neck  of  the  gourd  into  the  rectum.  The  index 
finger  is  then  withdrawn  from  the  orifice,  and  the  re- 
sultant pressure  of  air  causes  the  liquid  to  percolate 
into  the  bowel.  In  order  to  facilitate  the  process,  he 
moves  the  gourd  to  and  fro  and  gives  a few  sharp  taps 
over  the  opening  with  his  finger. 

Along  analogous  lines,  the  Museum  fur  Vblker- 
kunde,  Berlin,  has  a Tshokwe  wood  sculpture  of  a 
reclining  woman  receiving  a vaginal  douche  through 
a funnel. 

As  alluded  to  before,  instruments  used  by  medicine 
men  for  scarification,  infibulation,  circumcision,  and 
kindred  ritualistic  surgical  procedures  often  were 
engraved.12’28,31  In  my  collection  are  some  contri- 
vances for  administering  medicaments.  One  is  a 
wooden  figure  with  hollowed-out  crown  for  mixing 
or  holding  potions  that  doubles  as  a libation  vessel 
(Fig.  8A).  Its  companions  are  polished  wood  spoons 
of  different  sizes  (Fig.  8B).  The  deep  concavity  and 
pointed  tip  of  the  spoon  bowls  prevent  spillage  when 
put  between  the  lips.  The  significance  of  the  posture 
of  the  homunculuses  on  the  spoon-stems,  that  is, 
half-crouch  with  hands  on  knees,  is  unknown;  but  the 
effect  is  elegant  and  gives  counterbalance. 

Clinical  scenes.  Maybe  because  of  taboo  medical 
scenes  other  than  midwifery  are  nonexistent  in  an- 
cient African  art.  The  activities  of  the  medicine  man 
began  to  be  limned  only  toward  the  end  of  the  last 
century.  Thus  an  Ashanti  goldweight  in  the  Eth- 
nographic Section  of  the  Historisches  Museum,  Bern, 
pictures  a physician  setting  a fractured  leg.36 

During  the  past  few  decades  Bamenda  metal 
workers  have  established  a lively  commerce  of  brass 
miniatures,  a few  of  which  have  motifs  mirroring  ei- 
ther native  or  European  medical  practices.  In  the 
Tropenmuseum,  Amsterdam,  are  samples  of  such 
products  showing  abdominal  centesis  and  tooth  ex- 
traction.44 Also  in  this  category,  and  with  a decid- 
edly European  stamp,  is  Maclean’s30  sculpture  of  a 
medical  practitioner  examining  a man’s  throat.30 

Diametrically  opposite  in  quality  to  the  afore- 
mentioned items  is  a Fon  sculpture  in  my  collection 
which  depicts  a woman  nursing  a sick  individual, 
possibly  her  husband  (Fig.  9).  It  is  a sensitively 
composed  tableau.  Its  dignity  and  dynamism  are 
emphasized  by  the  two  concentric  circles  of  gracefully 
enlacing  arms  poised  in  midair,  signifying  compas- 
sion. 
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FIGURE  9.  Brass  sculpture  of  woman  nursing  sick  person, 
possibly  her  spouse.  Their  interlacing  arms  describe  con- 
centric circles  set  at  different  obliquities.  Fon  (author’s 
collection). 

Maternity.  The  universal  popularity  of  subjects 
relevant  to  motherhood  is  strongly  reflected  in  a good 
deal  of  African  art.12  Fecundity  charms,  amulets, 


and  puppets  abound,  from  blatantly  phallic  articles 
to  the  charming  akua’  ba  dolls  which  embody  the 
Ashanti  ideal  of  feminine  beauty.11-13  Most  protean, 
however,  are  madonna-and-child  pairs  made  of  wood, 
stone,  metal,  or  ivory.  Ordinarily  the  child  is  shown 
nestled  in  the  mother’s  lap,  or,  as  in  some  Yoruba 
pieces,  on  her  back. 

Facets  of  maternal  care,  such  as  the  already  men- 
tioned administration  of  enemas  or  breast  feeding, 
sometimes  are  displayed.  Happy  scenes  prevail. 
Suffering  in  children  was  an  abhorrent  topic  shunned 
by  the  African  artist,  which  makes  Leon  Goldman, 
M.D.’s,  goldweight  of  a pathetic  mother  cradling  a 
child  in  pain  quite  an  unusual  piece  indeed  (Fig. 
IOC). 

Two  mother-and-child  brass  items  which  I own 
present  typical  themes.  In  one  the  infant  is  suckled, 
and  in  the  other  it  is  held  admiringly  at  arm’s  length 
by  its  parent  (Fig.  10A  and  B).  The  stiff  formality 
of  the  woman’s  poses  is  somewhat  at  variance  with 
countless  renditions  of  like  subjects.  This  and  the 
characteristic  Akan  throne-like  contour  of  the  stool 
on  which  she  is  seated  may  imply  a person  of  noble 
lineage. 

Pregnancy  is  portrayed  rather  matter-of-factly  in 
some  statuettes.  On  the  other  hand,  parturition  is 
rendered  with  attentive  candor.  Typically,  the 
midwife  assists  labor  by  grasping  the  parturient’s 
flanks  or  belly  from  behind,  as  in  the  Yaka  masks 
alluded  to  already  (Fig.  7).  Extremely  rare  are 
compositions  linking  multiple  facets  about  preg- 
nancy. A Tshokwe  chair  at  the  Museum  fur  Volk- 
erkunde,  Berlin,  has  a panel  which  traces  the  evolu- 
tionary cycle  from  coitus  through  childbirth.44  At 
the  Hov/ard  Dittrick  Museum  of  Historical  Medicine, 
Cleveland,  is  a lost-wax  copper  casting  of  an  obstetric 
“suite”  (Fig.  11).  The  Galerie  Helene  Kamer,  Paris, 
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FIGURE  10.  Mother-and-child  figurines.  (A)  Breast-feeding.  Yoruba  (author’s  collection).  (B)  Play.  Yoruba  (author's 
collection).  (C)  Child  distressed  by  pain.  Ashanti  (by  courtesy  of  Leon  Goldman,  M.D.,  Cincinnati). 
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FIGURE  11.  Copper  casting  with  group  of  miniatures  in 
obstetric  setting.  Yoruba  or  Baule  (by  courtesy  of  the  Howard 
Dittrick  Museum  of  Historical  Medicine,  Cleveland). 

has  a unique  Bamileke  carving  of  a woman  holding 
a newborn  while  the  head  of  its  twin  protrudes  at  the 
introitus.31’44 

Pain  and  grief.  Infrequently  can  one  depend  on 
facial  expressions  alone  to  decipher  the  mood 
meaning  behind  individual  African  sculptures.  To 
a non-African  observer  some  works  may  seem  to 
convey  sentiments  inappropriate  to  their  context.  In 
fact,  although  grimaces,  half-smiles,  or  fierce  looks 
are  seen  on  many  pieces,  the  predominant  mien  is 
abstrusively  vacant  or  impassive.  Exceptions  are  to 
be  found  in  figurines  that  document  intense  pain  or 


sorrow;  those  emotions  are  verbalized  by  joining 
gestures  to  facial  expressions.  The  most  easily  un- 
derstood gesture  connoting  anguish  is  a hand  clawing 
at  the  head. 

The  pathos  of  the  baby’s  plight  in  Dr.  Goldman’s 
goldweight,  as  shown  in  Figure  IOC,  would  not  be 
transmitted  as  eloquently  had  the  sculptor  relied 
merely  on  the  downturned  mouths  of  the  principals. 
It  is  the  ailing  child’s  hand  against  its  head  that 
dominates  the  composition  and  makes  it  speak.  The 
same  gesture  is  on  an  Ashanti  goldweight  which  I own 
of  a man  with  hunger  pangs,  as  illustrated  in  Figure 
121);  on  a Bamileke  wood  carving  at  the  Linden 
Museum,  Stuttgart,  of  a woman  with  intestinal 
colic36;  and  on  a Tshokwe  sculpture  at  the  Museum 
fur  Volkerkunde,  Berlin,  of  a woman  mourning  over 
her  dead  spouse.44 

In  other  pieces  one  or  both  hands  are  held  over  the 
painful  anatomic  site.  My  collection  includes  gold- 
weights  that  show  bellyache,  headache,  and  backache 
(Fig.  12A,  B,  and  C). 

Diverse  pathologic  states.  The  age  of  persons 
portrayed  in  African  sculptures  usually  is  not  evident 
from  bodily  characteristics  alone.11  Sometimes 
hunchbacks  or  men  leaning  on  canes  denote  that  the 
subjects  are  bowed  with  age  (Fig.  13).  Elderly  per- 
sons are  represented  in  Kissi  soapstone  carvings  at 
the  British  Museum,  London,12  and  by  a Fon  hrass 
Figurine  at  the  American  Museum  of  Natural  History, 
New  York  City.12’13  At  the  Musee  Royal  de  l’Afrique 
Central,  Tervuren,  there  is  a spectacular  Lulua  wood 
sculpture  of  an  emaciated  old  man  with  wrinkled 
brow  and  protruding  ribs.12-44 

The  depiction  of  musculoskeletal  deformities  is 
sparse  in  the  art  of  Africa  compared  with  that  from 
elsewhere.  Kyphosis  and  chondrodystrophy  are 
sometimes  pictured.44  A few  items  show  the  crip- 
pling sequels  of  diseases  such  as  leprosy.36 

Although  there  are  scant  convincing  epidemiologic 


FIGURE  12.  Pain  displayed  in  Ashanti  goldweights.  (A)  Headache.  (B)  Bellyache.  (C)  Backache.  (D)  Hunger  pangs. 
(Author’s  collection). 
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FIGURE  14.  Sculptures  of  individuals  with  neck  masses,  probably  goiter.  Depression  in  belly  of  figure  in  center  formerly 
held  mirror  whose  reflections  were  thought  to  repel  evil  spirit  responsible  for  disease.  (A)  and  (B)  Babwende  (by  courtesy 
of  the  Etnografiska  Museum,  Goteberg).  (C)  Bini  (by  courtesy  of  the  Wellcome  Trustees,  London). 


in  the  Musee  des  Arts  Africains  et  Oceaniens,  Paris, 
the  Wellcome  Historical  Medical  Museum,  London, 
and  the  Etnografiska  Museum,  Goteborg.  Magical 
statues  against  disease  frequently  were  encrusted  in 
front  with  mirror,  shell,  or  glass  whose  dazzling  re- 
flections were  believed  to  identify  and/or  repel  the 
responsible  malevolent  spirit.  One  of  the  Goteborg 
items  evidently  once  was  equipped  with  that  kind  of 
device  (Fig.  14B). 

Many  statuettes  testify  to  the  high  incidence  of 
omphalocele  in  Africans.  Scrotal  protrusions  are 
displayed  in  Ashanti,  Ife,  Senufo,  Tshokwe,  and 
Yoruba  figures  (Fig.  15).  Whether  they  implicate 
elephantiasis,  hernia,  or  hydrocele  is  conjectural. 
Also  obscure  is  the  nature  of  pronounced  abdominal 
enlargements  shown  in  both  sexes  on  several  figures 
carved  by  Ashanti,  Luba,  Songo-Meno,  Bamileke, 
and  other  craftsmen.36’44  Possible  etiologies  span 
a broad  gamut  from  hepatic  or  cardiac  cirrhosis, 
through  malaria  and  other  tropical  diseases,  to  ali- 
mentary or  genitourinary  visceral  tumors. 

Malignant  lesions  at  the  exterior  of  the  body  are 
practically  absent  in  African  art  except  on  masks  and 
very  rare  terra-cotta  busts.  An  Ashanti  goldweight 
in  my  collection  shows  a woman  supporting  her 
breasts,  the  left  one  of  which  is  enlarged  (Fig.  16). 
She  has  a swollen  left  armpit  containing  big  nodes 
which  the  artist  has  accented  by  the  length  and  sweep 
of  the  shoulder.  The  depiction  is  consistent  with 
breast  cancer  or  abscess  and  ipsilateral  axillary 


FIGURE  13.  Depiction  of  old  age.  (A)  Flunchbacked  mu- 
sician. Akan  (by  courtesy  of  the  Nationalmuseet,  Copen- 
hagen). (B)  Stooped  elder  supporting  himself  with  staff. 
Ashanti  (by  courtesy  of  the  British  Museum,  London). 

data  to  indicate  a particular  predisposition  to  thyroid 
derangements  in  any  region  of  West  Africa,45  a 
number  of  sculptures  present  neck  masses  that  are 
highly  suggestive  of  goiter  (Fig.  14).  Examples  exist 
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lymphadenopathy.  I have  been  unable  to  find  a 
corresponding  piece  or  representation  anywhere 
else. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
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Clinical  Clues 

— Most  observers  feel  that  bacteriuria  in  pregnancy  is 
significant.  The  overall  prevalence  of  asymptomatic 
bacteriuria  in  pregnancy  ranges  from  4 to  7 percent 
(Norden,  C.  W.,  and  Kass,  E.  H.:  Bacteriuria  of 

pregnancy:  A critical  appraisal,  Ann.  Rev.  Med.  19: 
431  (1968)). 

It  has  been  observed  that  asymptomatic  bacteriuria 
in  pregnancy  may  be  related  to  subsequent  pyelone- 
phritis in  pregnancy  (Kass,  E.  H.:  Bacteriuria  and 
pyelonephritis  of  pregnancy,  Tr.  A.  Am.  Physicians 
72:  257  (1959)). 

The  pericardial  friction  rub  is  best  heard  with  the 
patient  leaning  forward  or  lying  prone  propped  on  his 
elbows  with  the  breath  held  in  deep  expiration.  This 
maneuver  will  bring  out  previously  unheard  rubs  or 
increase  the  intensity  of  the  rub  (Harvey,  W.  P.: 
Auscultatory  findings  in  diseases  of  the  pericardium, 
Am.  J.  Cardiol.  7:  15  (1961)). 

A rub  is  heard  in  approximately  60  to  70  percent  of 
cases  of  acute  idiopathic  pericarditis  (Ibid.). 

The  pericardial  friction  rub  has  a high-frequency 
component  and  is  best  heard  when  the  diaphragm  of 
the  stethoscope  is  placed  with  firm  pressure. 

Most  important  in  identifying  pericardial  inflam- 
mation is  the  recognit  ion  of  more  than  one  component 
of  the  rub.  Although  the  pattern  is  frequently  char- 
acterized as  a to-and-fro  rub,  the  more  typical  pattern 
is  a typical  or  triphasic  rub.  Spodick  found  triphasic 
rubs  in  58  percent,  biphasic  rubs  in  24  percent,  and 
monophasic  rubs  in  only  18  percent  of  50  patients 
(Spodick,  D.  H.:  Pericardial  friction,  New  England 
J.  Med  278:  1204  (1968)). 

The  three  components  of  the  rub  occur  during  the 
following  phases  of  the  cardiac  cycle:  ( 1 ) atrial  sys- 
tole, presystolic  rub  (absent  in  atrial  fibrillation);  (2) 
ventricular  systole,  systolic  rub;  and  (3)  early  or 
mid-diastole  during  ventricular  rapid  filling,  pro- 
todiastolic rub  ( I bid.). 
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— Very  loud  rubs  may  be  palpable  in  22  percent  of  cases 
(Ibid.). 

— The  pericardial  friction  rub  must  be  distinguished 
from  the  scratchy  systolic  murmur  heard  in  the  second 
and  third  intercostal  spaces  in  such  states  as  hyper- 
thyroidism (Lerman-Means  scratch)  and  pulmonary 
embolism  (pseudopericardial  rub). 

— Pericardial  effusion  causes  two  changes  on  the  elec- 
trocardiogram which  are  helpful  in  diagnosis:  low- 
voltage  and  cyclic  variations  in  the  amplitude  of  the 
electrocardiographic  complexes.  The  latter  electrical 
alternans  should  be  distinguished  from  respiratory 
alternans. 

— Persistence  of  low  voltage  on  the  cardiogram  after 
effusion  has  decreased  or  been  removed  by  pericar- 
diocentesis suggests  thickened  parietal  pericardium 
or  the  presence  of  fibrin. 

— The  importance  of  percussion  in  the  diagnosis  of 

pericardial  effusion  has  been  emphasized.  Flatness 
elicited  over  the  lower  half  of  the  sternum  and  some- 
times up  to  the  level  of  the  second  costal  cartilage  is 
highly  presumptive  but  is  not  diagnostic  of  pericardial 
effusion.  A dull  or  flat  percussion  sound  in  the  third 
left  intercostal  space  and,  occasionally,  in  the  second 
intercostal  space,  extending  2 to  4 inches  to  the  left  of 
the  sternal  margin  and  in  an  area  to  the  right  of  the 
sternum  in  the  fifth  intercostal  space  also  suggests  a 
pericardial  effusion  (Dressier,  W.:  Percussion  of  the 
sternum:  I.  Aid  to  differentiation  of  pericardial 

effusion  and  cardiac  dilatation,  J.A.M.A.  173:  761 
(I960)). 

— Right  ventricular  hypertrophy  and  right  atrial  en- 
largement may  produce  similar  changes,  but  associ- 
ated physical  findings  help  distinguish  these  condi- 
tions. The  higher  the  level  of  sternal  flatness,  the 
more  significant  is  it  for  effusion  (Ibid.). 
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Obituaries 


Edward  Topf  Adelson,  M.I).,  of  New  York  City,  died  on 
February  13  at  the  age  of  64.  I)r.  Adelson  graduated  in 
1940  from  Cornell  University  Medical  College.  He  was  an 
associate  psychiatrist  at  Beth  Israel  Medical  Center  and 
an  assistant  psychiatrist  at  The  New  York  Hospital.  Dr. 
Adelson  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  American  Academy 
of  Psychoanalysis,  the  Association  for  Research  in  Nervous 
and  Mental  Disease,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Max  Alexander,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 18  at  the  age  of  91.  Dr.  Alexander  graduated  in  1917 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  E.  Brandon,  Jr.,  M.D.,  of  Mount  Vernon,  died  on 
December  9 at  the  age  of  58.  Dr.  Brandon  graduated  in 
1947  from  Howard  University  College  of  Medicine.  He 
was  an  adjunct  physician  at  Mount  Vernon  Hospital.  Dr. 
Brandon  was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Wendell  Virgil  Brown,  M.D.,  of  Syracuse,  died  on  Feb- 
ruary 17  at  the  age  of  80.  Dr.  Brown  graduated  in  1928 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Fow  ler  Burke,  M.D.,  of  Java  Center,  died  on 
February  1 at  the  age  of  82.  Dr.  Burke  graduated  in  1925 
from  Stritch  School  of  Medicine  of  Loyola  University.  He 
was  an  honorary  member  of  the  medical  staff  at  Sisters  of 
Charity  Hospital  of  Buffalo.  Dr.  Burke  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathan  Norman  Cohen,  M.D.,  of  Syracuse,  died  on 
February  22  at  the  age  of  77.  Dr.  Cohen  graduated  in  1928 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  attending  obstetrician  and  gynecologist  at  St.  Jo- 
seph’s Health  Center  and  at  Community-General  Hospital 
of  Greater  Syracuse.  Dr.  Cohen  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Teofilo  Dauhajre,  M.D.,  of  New  York  City,  died  on  De- 
cember 24  at  the  age  of  53.  Dr.  Dauhajre  received  his 
medical  degree  from  the  University  of  Santo  Domingo  in 
1949.  He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  M.  Elwood,  M.D.,  of  Buffalo,  died  on  January  19 
at  the  age  of  51.  Dr.  Elwood  graduated  in  1959  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  at  Buffalo  General  Hospital  and  director 
of  the  renal  laboratory  there.  Dr.  Elwood  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Hiland  L.  Flowers,  M.D.,  of  The  Bronx,  died  on  February 
4 at  the  age  of  85.  Dr.  Flowers  graduated  in  1918  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  a Fellow  of  the  American  College  of  Phy- 
sicians, and  a member  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  American  Psychiatric 
Association,  the  New  York  Academy  of  Medicine,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Gabe,  M.D.,  of  The  Bronx,  died  on  November  6 at 
the  age  of  79.  Dr.  Gabe  graduated  in  1923  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Hiram  Gelder,  M.D.,  of  Sidney,  died  in  August 
at  the  age  of  74.  Dr.  Gelder  graduated  in  1932  from  Syr- 
acuse University  College  of  Medicine.  He  was  a senior 
attending  surgeon  at  The  Hospital  and  an  honorary  sur- 
geon at  Delaware  Valley  Hospital.  Dr.  Gelder  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member  of  the 
Delaware  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Lucullus  Gilmore,  M.D.,  of  Syracuse,  died  on 
February  8 at  the  age  of  93.  Dr.  Gilmore  graduated  in  1912 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York  and  the  American  Medical  Associa- 
tion. 

Moses  L.  Gottlieb,  M.D.,  of  Fort  Lauderdale,  Florida, 
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formerly  of  The  Bronx,  died  on  December  22  at  the  age  of 
84.  Dr.  Gottlieb  graduated  in  1920  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Urology  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jose  Fernandez  Guerra,  M.D.,  of  New  York  City,  died 
on  November  3 at  the  age  of  52.  Dr.  Guerra  received  his 
medical  degree  from  the  University  of  Havana  in  1952.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alice  Helen  Howitt,  M.D.,  of  Forest  Hills,  died  on  Feb- 
ruary 19  at  the  age  of  83.  Dr.  Howitt  received  her  medical 
degree  from  the  University  of  Breslau  in  1925.  She  was  an 
emeritus  pediatrician  at  the  New  York  Infirmary.  Dr. 
Howitt  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  M.  Jones,  M.D.,  of  Endicott,  died  on  August  22 
at  the  age  of  79.  Dr.  Jones  graduated  in  1924  from  Hah- 
nemann Medical  College  of  Philadelphia.  He  was  an 
honorary  member  of  the  medical  staff  at  Ideal  Hospital  of 
Endicott  and  the  Charles  S.  Wilson  Memorial  Hospital 
(Johnson  City).  Dr.  Jones  was  a Diplomate  of  the  Amer- 
ican Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Academy  of 
Medicine,  the  Broome  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Martin  H.  Kilmann,  M.D.,  of  New  York  City,  died  on 
February  5 at  the  age  of  81.  Dr.  Kilmann  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1925. 
He  was  a consulting  ophthalmologist  at  Lenox  Hill  Hos- 
pital. Dr.  Kilmann  was  a Diplomate  of  the  American 
Board  of  Opht  halmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Susan  Kornstein,  M.D.,  of  Brooklyn,  died  on  February 
28  at  the  age  of  70.  Dr.  Kornstein  received  her  medical 
degree  from  the  University  of  Breslau  in  1934.  She  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Nathaniel  Kutzman,  M.D.,  of  Buffalo,  died  on  February 
20  at  the  age  of  81 . Dr.  Kutzman  graduated  in  1923  from 
McGill  University  Faculty  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Urological  Association,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Bertram  Luke,  M.D.,  of  Babylon,  died  on  Febru- 
ary 23  at  the  age  of  77.  Dr.  Luke  graduated  in  1932  from 
Harvard  Medical  School.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychiatry 
and  Neurology)  and  a member  of  the  American  Psychiatric 
Association,  the  Suffolk  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Kenneth  S.  MacLean,  M.D.,  of  New  York  City,  died  on 
February  25  at  the  age  of  79.  Dr.  MacLean  graduated  in 
1926  from  McGill  University  Faculty  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  American 
Geriatrics  Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frank  Louis  Marting,  M.D.,  of  Schenectady,  died  on 
January  31  at  the  age  of  71.  Dr.  Marting  graduated  in  1934 
from  Yale  University  School  of  Medicine.  He  was  a con- 
sulting pediatrician  at  Ellis,  Bellevue  Maternity,  and  St. 
Clare’s  Hospitals.  Dr.  Marting  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Saul  Burton  Monto,  M.D.,  of  Flushing,  Whitestone,  and 
Greenvale,  died  on  March  2 in  his  73rd  year.  Dr.  Monto 
graduated  in  1938  from  Long  Island  College  of  Medicine. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hilding  A.  Nelson,  M.D.,  of  Bemus  Point,  died  on  De- 
cember 24  at  the  age  of  87.  Dr.  Nelson  graduated  in  1929 
from  the  University  of  Pittsburgh  School  of  Medicine.  He 
was  an  orthopedic  surgeon  at  Jamestown  General  Hospital 
and  Woman’s  Christian  Association  Hospital.  Dr.  Nelson 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Academy  of  Medicine,  the  Chautauqua 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Kate  Purwin  M.D.,  of  Rochester,  died  on  January  23  at 
the  age  of  68.  Dr.  Purwin  received  her  medical  degree  from 
the  University  of  Siena  in  1935.  She  was  an  attending 
psychiatrist  at  the  Rochester  Psychiatric  Center.  Dr. 
Purwin  was  a member  of  the  American  Psychiatric  Asso- 
ciation, the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harlow  Earl  Ralph,  M.D.,  of  Ann  Arbor,  formerly  of 
Belleville,  died  on  December  23  at  the  age  of  94.  Dr.  Ralph 
graduated  in  1926  from  Syracuse  University  School  of 
Medicine.  He  was  a member  of  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gerhard  Reiter,  M.D.,  of  Scarsdale  and  White  Plains, 
died  in  December,  1978  at  the  age  of  71.  Dr.  Reiter  re- 
ceived his  medical  degree  from  the  University  of  Berlin  in 
1931.  He  was  a consulting  roentgenologist  at  St.  Vincent’s 
Hospital  of  the  City  of  New  York  (Westchester  Branch), 
a consulting  neuroradiologist  at  White  Plains  Hospital,  and 
a senior  radiologist  at  St.  Joseph’s  (Yonkers)  Hospital.  Dr. 
Reiter  was  a Diplomate  of  the  American  Board  of  Radiol- 
ogy and  a member  of  the  Radiological  Society  of  North 
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America,  Inc.,  the  Pan  American  Medical  Association,  the 
New  York  Roentgen  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Siegfried  Stern,  M.D.,  of  Clarence,  died  on 
February  4 at  the  age  of  77.  Dr.  Stern  received  his  medical 
degree  from  the  University  of  Leipzig  in  1928.  He  was  a 
senior  in  medicine  at  Buffalo  General  Hospital.  Dr.  Stern 
was  a member  of  the  American  School  Health  Association, 
the  Academy  of  Medicine,  the  Rrie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  H.  Volk,  M.D.,  of  Attica,  died  on  August  5 at 
the  age  of  74.  Dr.  Volk  graduated  in  1930  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a member 
of  the  Genesee  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Raymond  L.  Warn,  M.D.,  of  Oakfield,  died  on  February 
12  at  the  age  of  74.  Dr.  Warn  graduated  in  1931  from  the 
University  of  Rochester  School  of  Medicine.  He  was  an 
active  member  of  the  medical  staff  at  Genesee  Memorial 
Hospital  and  a general  practitioner  at  St.  Jerome  Hospital. 
Dr.  Warn  was  a member  of  the  Genesee  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  E.  Wattenberg,  M.D.,  of  Cortland,  died  on  January 


28  at  the  age  of  95.  Dr.  Wattenberg  graduated  in  1917 
from  Washington  University  School  of  Medicine,  St.  Louis. 
He  was  an  attending  surgeon  at  Cortland  Memorial  Hos- 
pital. Dr.  Wattenberg  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Cortland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Geza  Weitzner,  M.I).,  of  New  York  City,  died  on  February 
21  at  the  age  of  82.  Dr.  Weitzner  received  his  medical 
degree  from  the  University  of  Vienna  in  1923.  He  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and  Gy- 
necology, a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Myron  Zindler,  M.I).,  of  Spring  Valley,  died  on 
March  3 at  the  age  of  69.  Dr.  Zindler  received  his  medical 
degree  from  the  University  of  Lausanne  in  1940.  He  was 
an  obstetrician  and  gynecologist  at  Nyack  and  Good  Sa- 
maritan (Suffern)  Hospitals.  Dr.  Zindler  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and  Gy- 
necologists, a Fellow  of  the  International  College  of  Sur- 
geons, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Magnussen,  C.  R.:  Meningitis  in  adults;  ten-year  retro- 
spective analysis  at  community  hospital,  New  York  State 
J.  Med.  80:  901  (May)  1980. 

All  recorded  experience  concerning  the  acute  meningi- 
tides  emanates  from  university  or  municipal  hospitals,  but 
the  majority  of  inpatient  medical  care  in  this  country  is 
delivered  in  community  hospitals  of  less  than  300  beds.  A 
retrospective  review  of  acute  meningitis  in  adults  at  one 
community  teaching  hospital  over  a 10-year  period  was 
conducted  to  define  the  incidence,  spectrum,  characteris- 
tics, and  outcome  in  comparison  to  reports  from  university 
hospitals.  A total  of  65  cases  of  acute  meningitis  were 
encountered  over  the  10-year  period.  The  majority  of 
patients,  90  percent,  had  either  aseptic  or  bacferial  men- 
ingitis, and  the  remainder  consisted  of  tuberculous,  3 
percent;  cryptococcal,  2 percent;  and  unknown  etiology, 
5 percent.  Patient  ages,  presenting  symptoms  and  signs, 
and  cerebrospinal  fluid  laboratory  values  for  aseptic  and 
bacterial  meningitis  were  similar  to  experience  reported 
from  university  hospitals.  A presumptive  viral  etiology 
for  aseptic  meningitis  was  established  in  only  9 percent  of 
patients.  As  with  other  reviews,  Streptococcus  pneumo- 
niae, Neisseria  meningitidis,  and  Hemophilus  influenzae 
comprised  75  percent  of  all  bacterial  meningitis  of  known 
etiology.  Bacterial  meningitis  of  unknown  etiology  oc- 
curred in  36  percent  of  patients.  In  common  with  previous 
reports,  almost  one  half  of  patients  with  bacterial  menin- 
gitis received  antibiotics  prior  to  the  diagnostic  LP  (lumbar 
puncture).  For  those  with  bacterial  meningitis  of  inde- 
terminate etiology,  two  thirds  had  received  previous  an- 
tibiotics. A repeat  LP  was  performed  in  38  percent  of 
patients  with  aseptic  meningitis  despite  a benign  clinical 
course  in  all  but  two  patients.  The  overall  mortality  of  28 
percent  from  bacterial  meningitis  was  comparable  to 
mortality  data  in  the  university  hospital  setting.  Elderly 
patients  with  severe  mentation  abnormalities  on  admission 
who  subsequently  had  a positive  blood  culture  were  asso- 
ciated with  the  worst  prognosis. 

Bloom,  N.  D.,  Daluvoy,  R.  V.,  Ceccarelli,  F.,  and  De- 
genshein,  G.  A.:  Bilateral  mammary  carcinoma;  immu- 
nologic implications,  New  York  State  J.  Med.  80:  908 
(May)  1980. 

It  has  been  demonstrated  in  animal  models  that  tumors 
of  the  same  organ  or  tissues  share  common  antigens. 
Based  on  these  findings,  it  is  believed  that  previous  expo- 
sure to  carcinoma  can  lead  to  an  enhanced  immunologic 
response  to  a second  independently  developing  carcinoma. 
To  test  this  hypothesis,  a retrospective  study  evaluating 
the  long-term  survival  of  patients  with  nonsynchronous 


bilateral  breast  cancer  was  undertaken.  The  survival 
figures  of  those  patients  with  independently  developing 
nonsynchronous  carcinomas  with  no  evidence  of  regional 
metastasis  show  five-  and  ten-year  survivals  comparable 
for  unilateral  stage  A carcinomas.  However,  in  those  pa- 
tients with  evidence  of  axillary  metastasis,  the  combined 
five-year  survival  figures  were  74  percent  with  a ten-year 
survival  rate  of  66  percent.  These  figures  reflect  a signif- 
icant improvement  over  the  five-  and  ten-year  survival  of 
a comparable  group  of  unilateral  stage  B carcinomas. 

Plass,  J.  B.:  Purified  protein  derivative  for  occasional 
uses,  New  York  State  J.  Med.  80:  911  (May)  1980. 

This  article  contains  variations  in  anticipated  responses 
to  tuberculin  PPD  (purified  protein  derivative).  Its  major 
purpose  is  to  permit  simpler  communication  between  the 
less  frequent  user  of  tuberculin  and  those  responsible  for 
the  tuberculosis  control  program  of  the  community. 

Fruchter,  R.  G.,  Boyce,  J.,  Hunt,  M.,  Sillman,  F.,  and 
Medhat,  I.:  Invasive  cancer  of  cervix:  failures  in  pre- 
vention; II.  Delays  in  diagnosis,  New  York  State  J.  Med. 
80:  913  (May)  1980. 

Ninety-seven  women  with  invasive  cancer  of  the  cervix 
were  interviewed  about  the  duration  of  symptoms  and 
delays  in  diagnosis;  38  percent  of  women  delayed  more  than 
three  months  in  reporting  symptoms.  Longer  delays  in 
reporting  symptoms  were  associated  with  more  advanced 
disease  (p  < 0.05).  Delays  in  diagnosis  after  the  first 
medical  visit  were  not  correlated  with  stage;  however,  such 
delays  in  stage  I disease  were  due  to  inconclusive  cytology 
or  histology.  Physicians  and  health  institutions  were  re- 
sponsible for  delays  in  9 percent  of  women.  In  35  percent 
of  the  patients  the  total  delay  between  first  symptom  and 
histologic  diagnosis  was  more  than  six  months. 

Fisher,  M.,  Shenker,  I.  R.,  and  Nussbaum,  M.  P.:  In- 
fectious mononucleosis;  review  of  complications  in  a hos- 
pitalized series,  New  York  State  J.  Med.  80:  929  (Mav) 
1980. 

To  update  the  available  information  on  the  complica- 
tions of  infectious  mononucleosis,  the  charts  of  61  hospi- 
talized patients  were  reviewed.  Severe  complications  were 
noted  in  neurologic  (11  patients),  hemotologic  (5),  otolar- 
yngologic (15),  pulmonary  (5),  and  renal  (1)  systems. 
Other  infrequent  and/or  minor  complications  were  noted 
in  hepatic,  gastroenterologic,  cardiac,  ophthalmologic,  and 
dermatologic  systems.  There  were  no  fatalities;  all  pa- 
tients were  improved  on  discharge.  The  range  and  severity 
of  complications  in  infectious  mononucleosis  are  dis- 
cussed. 
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There  has  been  a great  deal  of 
interest  and  enthusiasm  over  the  past 
several  years  regarding  the  potential  of 
behavior  modification  procedures  for 
treating  weight  problems.  Dietary, 
pharmacological,  and  the  more  tradi- 
tional psychotherapeutic  techniques 
have  been  relatively  ineffective  in  the 
treatment  of  obesity  if  one  uses  the 
long-term  maintenance  of  the  weight 
loss  as  the  criterion  for  treatment  ef- 
ficacy (6,  13). 

Rationale 

Rather  than  focusing  on  presumed 
underlying  causes  of  the  obesity  prob- 
lem, the  various  behavior  modification 
procedures  are  symptom  oriented  and 
aimed  at  teaching  the  obese  person 
how  to  modify  his  or  her  behaviors  in 
relation  to  inappropriate  food  con- 
sumption Although  genetic  and  con- 
stitutional factors  may  be  important  in 
the  etiology  of  obesity,  these  factors 
cannot  be  changed,  while  inappro- 
priate eating  habits  clearly  have  the 
potential  of  changing. 

The  theory  behind  behavior  modifi- 
cation treatment  approaches  is  that 
both  normal  and  abnormal  behaviors 
follow  the  same  laws  of  learning,  i.e.. 
Pavlovian  classical  conditioning, 
operant  or  trial  and  error  learning,  and 
imitation  learning.  These  learning 
principals  therefore  can  be  applied  in 
the  extinction  of  maladaptive 
behaviors  and  the  learning  of  new  more 
adaptive  behavior  patterns.  The 
inappropriate  food  consumption 
patterns  that  are  the  target  of  treatment 
and  modification  are  behaviors  such  as 
overeating,  eating  high  caloric  foods, 
snacking  between  meals,  and  reduced 
levels  of  physical  activity  Excessive 
eating  is  viewed  as  a highly 
overlearned  habit,  i.e.,  a strongly 
conditioned  response  to  numerous 
environmental  and  emotional  stimuli. 
These  cues  or  stimuli  for  food  intake 
may  include  sitting  in  front  of  the 
television  set,  being  with  friends, 
feeling  angry,  happy,  lonely,  or  bored. 

Procedures 

Self-monitoring  involves  the  process 
of  instructing  the  individual  to  observe 


and  record  various  behaviors  in 
relation  to  eating  The  person  would 
keep  a daily  record  of  all  instances  in 
which  food  consumption  occurred,  as 
well  as  the  type  and  the  amount  of  food 
eaten,  the  time  of  day  food  intake 
occurred,  and  the  environmental  and 
emotional  circumstances  at  that  time, 
such  as  eating  alone  or  with  one's 
family,  and 'or  eating  in  response  to 
anger  or  boredom  Self-  monitoring  can 
be  extremely  helpful  in  assessing  the 
problem  behavior  patterns  in  relation 
to  eating  for  that  particular  individual 
This  technique  is  also  effective  as  a 
means  of  feedback  to  the  client  about 
his  or  her  progress  in  treatment  Self- 
monitoring  in  and  of  itself  has  been 
demonstrated  to  have  a transient 
effectiveness  in  reducing  food  con- 
sumption (10),  and  the  effect  is  short- 
lived without  the  addition  of  other  be- 
havioral procedures 

Stimulus  control  and  environmental 
management  are  procedures  involving 
a change  in  the  person's  surroundings 
in  order  to  break  the  learned  associa- 
tion between  particular  environmental 
cues  and  food  intake.  The  person  is  in- 
structed to  remove  food  from  all  places 
in  the  house  except  the  kitchen,  to  lock 
up  and  make  inaccessible  excess 
foods,  particularly  high  calorie  snacks, 
and  to  eat  each  meal,  if  possible,  in  the 
same  place  and  at  the  same  time  each 
day  (12).  Other  instructions  are  to 
place  food  portions  directly  on  the 
plate  before  sitting  down  to  eat  rather 
than  having  the  meal  served  “family 
style."  to  remove  excess  food  from  the 
table  to  avoid  the  temptation  of  taking  a 
second  helping,  and  to  slow  the  pace  of 
eating  by  chewing  thoroughly  and 
swallowing  before  taking  another  bite 
Shopping  from  a grocery  list  to  avoid 
impulsive  purchasing  of  food  is 
another  aspect  of  situational 
management. 

Positive  reinforcement  refers  to  the 
presentation  of  a reward  following  the 
occurrence  of  a specified  behavior 
The  rewards  used  in  behavior 
modification  programs  have  included 
sums  of  money  that  are  earned  and 
saved  for  a future  (nonfood)  treat  if  a 
given  amount  of  weight  is  lost  each 
week  or  a specified  habit  change  has 
occurred  in  a designated  time  period 
(8)  Social  approval  by  one's  spouse  or 
family  for  particular  behavior  changes 
can  also  be  very  potent  sources  of 
positive  reinforcement  A number  of 
recent  behavior  modification  programs 
have  trained  cooperative  spouses  in 
the  systematic  use  of  encouragement 
and  social  approval  for  appropriate 
eating  habit  changes  by  their  partners 


(1,  3,  5),  These  investigations  show 
inconsistent  results  in  evaluating  the 
effectiveness  of  the  spouse  in  inducing 
weight  reduction  in  the  partner. 

Contingency  contracting  is  a signed 
agreement  between  the  therapist  and 
the  individual  specifying  problem  be- 
haviors to  be  changed  and  the  conse- 
quences that  will  be  applied  if  the  be- 
havior change  does  or  does  not  occur 
The  contract  can  consist  of 
designation  of  particular  reinforcers 
that  will  be  earned  contingent  on  the 
occurrence  of  a specified  weight  loss 
each  week  or  particular  positive 
behavior  changes  in  relation  to  eating 
Further,  negative  events  can  be 
designated  that  will  take  place  if  there 
is  a weight  gain  over  a specific  period 
of  time  or  if  particular  behavior 
changes  have  not  occurred  in  that  time 
period  A dual  reward-penalty  contract 
is  the  most  commonly  used,  with 
specific  items  permanently  lost  if 
particular  agreed-upon  behaviors  do 
not  occur  (9),  However,  the  use  of 
strong  negative  contingencies  may 
result  in  the  individual  adhering  very 
closely  to  the  behavioral  program  while 
the  contract  is  in  effect,  but  then 
regaining  the  lost  weight  after  the 
contingency  condition  has  been 
removed. 

Aversive  conditioning  is  a procedure 
employed  to  develop  a negative  or  un- 
pleasant association  to  a previously 
neutral  or  positively  conditioned 
stimulus  such  as  carrying  out  a 
particular  problem-eating  behavior 
Aversive  techniques  that  have  been 
used  for  weight  reduction  include  sub- 
jecting the  person  to  a foul  smelling 
odor  (2)  or  a brief  electric  shock  (11) 
immediately  preceding  the  presenta- 
tion of  a craved-for  food.  Aversive 
procedures  have  not  been  effective  in 
weight  loss  maintenance  because  the 
individual  generally  engages  in 
inappropriate  eating  in  many  different 
situations  and  overeats  more  than  one 
particular  food  Aversive  conditioning 
does  not  change  these  more 
generalized  problem-eating  patterns. 

Self-control  strategies  are  relatively 
new  to  behavioral  programs  These 
techniques  are  aimed  at  teaching 
persons  to  refrain  from  eating  through 
employing  specific  behavioral  and 
cognitive  procedures  for  controlling 
one's  behavior  when  there  isan  urge  or 
temptation  to  eat.  Individualstherefore 
learn  to  be  more  aware  of  and  to 
monitor  their  thoughts  or  self- 
statements that  typically  lead  to  food 
consumption.  Persons  are  taught  to 
substitute  more  adaptive  imagery  or 
thought  sequences  in  order  to  refrain 
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from  eating  For  example,  if  repetitive 
snacking  typically  starts  off  with  the 
person  standing  by  the  cupboard  and 
saying  to  himself  or  herself.  Til  just  eat 
this  one  cookie  and  then  I won't  eat  any 
more."  the  person  would  be  taught  to 
make  the  following  self-statement 

No,  don't  Eating  one  cookie  always 
leads  to  more  no  matter  what  I say  to 
myself " Further,  the  person  can  be 
counseled  to  engage  in  distracting  be- 
haviors such  as  leaving  the  room  or 
getting  involved  in  some  work  activity 
as  a means  of  refraining  from  giving  in 
to  the  urge  or  temptation  to  eat  (7) 
Self-control  counseling  can  also  in- 
volve an  exploration  of  the  decision- 
making process  and  the  person's 
commitment  to  change  his  or  her  be- 
havior in  relation  to  food  consumption 
It  seems  important  to  include  a dis- 
cussion of  the  issue  of  motivation  to 
change  one's  problem  behaviors  in  im- 
plementing any  type  of  self-help  pro- 
gram Quite  often  persons  will  "shop" 
from  one  new  program  to  another  look- 
ing for  an  easy  or  magical  way  to  lose 
weight,  only  to  lose  interest  in  a partic- 
ular program  when  it  becomes  clear 
that  they  will  have  to  work  hard  at 
changing  their  eating  patterns  in  some 
way  Ultimately,  there  are  noeasy  solu- 
tions to  weight  reduction  and  each  in- 
dividual must  recognize  that  the  long- 
term maintenance  of  a weight  loss  is 
dependent  on  ones  personal 
behaviors  and  choices  It  has  been  my 
experience  that  some  persons,  when 
confronted  with  the  issue  of 
commitment  to  change  and  the  need 
for  personal  responsibility  for  their 
own  behavior,  will  frankly  admit  that 
they  really  do  not  wish  to  change  their 
eating  habits  Thus,  it  can  be  seen  that 
the  wish  to  lose  weight  and  the  desire 
and  commitment  to  change  ones 
eating  patterns  are  entirely  separate 
issues  Therefore,  it  is  quite  important 
to  include  a discussion  of  the 
motivation  to  change  one's  problem 
behaviors  while  implementing  any  type 
of  self-help  program 

Treatment  Efficacy 

The  treatment  outcome  literature  in- 
dicates that  situational  management 
and  reward/penalty  behavior  modifica- 
tion programs  are  more  effective  than 
other  currently  exisiting  programs  for 
weight  reduction  except  surgical  inter- 
vention (4,  6).  The  average  number  of 
pounds  lost,  however,  is  relatively 
modest  The  weight  loss  at  the  end  of 
treatment  averages  between  7 to  16 
pounds,  but  there  frequently  is  an  ero- 
sion of  this  weight  loss  during  the  fol- 
low-up period.  Further,  there  is  a large 
degree  of  variability  among  people  as 
to  the  amount  of  weight  loss,  with  some 


persons  losing  substantial  amounts  of 
weight  and  maintaining  this  loss  over  a 
one  year  period,  while  other  persons 
do  not  lose  or  even  gain  weight  This 
variability  between  persons  is  found 
irrespective  of  the  specific  behavioral 
procedures  employed 

The  early  enthusiasm  in  relation  to 
behavior  modification  programs  may 
have  been  due  in  part  to  the  fact  that 
after  Stuart's  (12)  extremely  promising 
initial  report  subsequent  treatment 
outcome  studies  were  carried  out  on 
only  slightly  overweight  college  stu- 
dents, with  generally  short  follow-up 
periods  of  6 to  12  weeks  The  individ- 
uals. therefore,  were  not  monitored 
long  enough  for  the  weight  loss 
erosion  to  be  noted  The  current 
interest  including  self-control 
procedures  in  behavior  modification 
weight  reduction  programs  seems  due 
to  the  experience  that  no  matter  how 
well  one  has  learned  to  modify  one's 
eating  patterns,  a decision  still  has  to 
be  made  at  the  many  temptation  points 
throughout  the  day  regarding  whether 
one  will  give  in  to  the  urge  or 
temptation  to  eat  at  that  particular 
moment,  or  decide  to  refrain  from 
eating  Thus,  procedures  aimed  at 
helping  persons  to  deal  with  these 
decision  points  and  exploring  with 
them  the  issues  of  motivation  and 
commitment  to  change  one's  eating 
behavior  are  currently  considered  of 
importance  in  implementing  behavior 
modification  programs  The  goal  is 
obviously  the  achievement  of  a long- 
term maintenance  of  the  weight  loss, 
rather  than  focusing  primarily  on 
short-term  weight  reduction 

Lifestyle  Issues 

Long-term  changes  in  eating  pat- 
terns would  seem  to  depend  on 
changes  in  other  aspects  of  one  s life 
Behavior  modification  implies  a per- 
manent change  in  habits  rather  than  a 
temporary  change  such  as  a diet  to 
which  one  adheres  for  a short  period  of 
time  and  then  discards  when  one's 
weight  goal  is  reached  (only  to  be  fol- 
lowed by  regaining  the  lost  weight).  In 
order  to  effectively  maintain  healthy 
weight  levels,  it  may  be  necessary  for 
the  entire  family  to  adopt  lifestyle 
changes  such  as  increasing  physical 
activity  levels,  spending  less  time  in 
front  of  the  television  set,  and 
substituting  low  calorie  foods  for  high 
calorie  meals  and  snacks  the  family 
might  typically  eat.  Expecting  one 
person  to  implement  a permanent 
change  in  eating  patterns,  while  other 
members  of  the  family  through  their 
behavior  provide  continual  tempta- 
tions to  eat  inappropriately,  may  be 
an  unrealistic  expectation. 
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Letters  to  the  Editor 


Quo  vadimus — commentary 

To  the  Editor:  To  say  that  the  role  of  the  physician  in 
health  care  delivery  is  changing  has  become  almost  a cliche 
but  having  said  it  we  proceed  to  act  with  a total  disregard 
of  this  basic  truism  and  seem  to  actively  avoid  trying  to 
understand  what  it  means,  as  though  greater  under- 
standing might  bring  on  the  evil,  and  by  pretending  that 
nothing  will  change,  we  can  somehow  make  it  go  away  like 
a bad  dream. 

In  all  aspects  of  health  care,  new  classes  of  professionals 
are  developing  and  old  ones  are  taking  on  new  areas  and 
responsibilities,  not  to  mention  new  categories  of  admin- 
istrative and  supportive  personnel  whose  functions  en- 
croach on  those  of  physicians  as  well  as  on  those  of  other 
health  professionals. 

Ophthalmologists  are  concerned  about  the  optometrists. 
Obstetricians  talk  about  midwives.  Family  physicians  and 
pediatricians  are  unsure  of  the  role  of  the  nurse  clinician, 
who  in  turn  worries  about  the  rise  of  physician  assistants. 
Dentists  are  concerned  about  private  practice  of  dental 
hygienists  and  technicians. 

In  my  own  area,  the  physiatrists  have  serious  doubts 
about  the  private  unsupervised  practice  of  the  physical 
therapists  who  are  striving  to  be  classed  as  independent 
practitioners,  and  act  ing  as  a point  of  entry  into  the  health 
care  system  and  holding  themselves  out  to  make  an  initial 
evaluation.  They  avoid  the  word  diagnosis,  prescribe  and 
administer  treatment  for  a variety  of  ills  to  patients  who 
have  had  no  prior  contact  with  any  physician.  They  have 
already  achieved  this  in  at  least  one  state  and  have  legis- 
lation pending  in  several. 

The  anxiety  over  roles  is  by  no  means  limited  to  the 
physician  vs.  “allied”  health  professional. 

The  physical  therapists  are  lobbying  for  strict  controls 
over  the  P.  T.  aides.  The  registered  nurses  over  the 
practical  nurse  and  aides,  and  even  in  podiatry  a new 
profession  of  podiatric  aide  is  developing.  Closer  to  home 
the  areas  of  the  various  medical  specialties  are  a boiling 
cauldron  with  each  spilling  over  into  new  territories,  oc- 
cupied or  virgin. 

What  does  all  this  mean?  Must  we  rise  up  in  righteous 
indignation  to  defend  the  “status  quo  ante”  which  main- 
tains that  the  M.D.  degree  makes  us  “all  knowing”  in 
matters  of  health  and  the  natural  born  expert  in  all  matters 
medical.  This  posture,  which  seems  preferred  by  most  of 
the  medical  establishment,  will  do  for  us  no  more  than  it 
did  for  Louis  XVI  of  France. 

It  is  all  the  more  self-defeating  because  its  inherent 
weakness  is  apparent  to  almost  all  save  ourselves.  The  vast 
information  explosion  has  made  it  impossible  for  anyone 
to  have  a real  command  of  the  entire  health  care  industry 
including  the  vast  new  areas  of  nutrition,  sex  counciling, 
and  so  forth,  many  all  but  unknown  to  most  physicians. 

By  trying  to  keep  our  old  image  and  total  control  we  are 
seeing  the  consumer-legislator  group  react  and  to  allow 
many  new  professions  to  overextend  their  capabilities  in 
the  illusive  short-term  goal  of  achieving  fiscal  econo- 
mies. 


What  then  is  the  answer?  Throw  up  our  hands  and  let 
the  public  be  damned;  to  stew  in  its  own  juice?  Of  course 
not. 

First  we  must  recognize  our  own  limitations,  and  when 
the  diagnosis  is  difficult  and  the  course  uncertain,  we  must 
call  in  the  necessary  consultants.  Health  care  delivery 
must  be  put  in  the  context  of  a rapidly  changing  situation 
with  needs  and  aspirations  unanticipated  by  our  medical 
school  professors. 

The  medical  establishment  on  every  level,  national, 
state,  and  county  must  look  to  social  scientists  to  do  the 
necessary  research  and  help  us  formulate  a clear  picture 
of  the  real  world  around  us,  and  to  utilize  the  appropriate 
contributions  each  group  must  make  within  their  legiti- 
mate and  often  overlapping  purview. 

Each  constituent  medical  society  should  have  a “Futurist 
Committee”  whose  members  must  educate  themselves  in 
basic  anthropology  and  sociology.  Symposia  must  be  or- 
ganized where  physicians,  together  with  experts  in  medical 
sociology,  medical  anthropology,  social  psychology,  and 
other  fields  communicate  on  a scale  never  before  at- 
tempted. 

It  may  not  be  too  late  to  exert  a positive  influence  in  the 
shaping  of  our  own  future,  but  it  is  certain  that  we  cannot 
approach  tomorrow’s  problems  with  yesterday’s  tools. 

ASA  P.  RUSKIN,  M.D. 
Kingsbrook  Jewish  Medical  Center 
Rutland  Road  and  East  49th  Street 
Brooklyn,  N.Y.  11203 


Psychotropic  drugs;  concern 
over  disasters  of  self-medication 

To  the  Editor:  The  United  Nations  is  to  seek  an  inter- 
national arrangement  for  the  exchange  of  pharmacological 
information  making  the  results  of  drug  trials  accessible  to 
all  countries. 

GENEVA — Psychotropic  drugs  are  frequently  supplied 
without  prescriptions  directly  to  patients  by  nonmedical 
personnel,  or  are  sold  across  the  counter  in  many  poor 
countries,  according  to  a report  placed  before  an  interna- 
tional meeting  under  the  auspices  of  the  United  Nations’ 
WHO  (World  Health  Organization). 

Among  the  most  commonly  known  psychotropic  drugs 
are  depressants,  such  as  barbital  and  methaqualone; 
stimulants  such  as  amphetamines;  and  hallucinogens  such 
as  LSD  and  mescaline.  All  have  a capacity  to  affect  the 
mind. 

Such  habit-forming  drugs  can  lead  to  a health  disaster 
through  self-medication.  The  UN  is  to  seek  to  reduce  the 
risk  through  arrangements  for  an  exchange  of  pharmaco- 
logical information,  making  the  results  of  drug  trials 
available  to  all  countries. 

As  many  as  20,000  drug  preparations  are  registered  in 
some  developing  countries,  perhaps  1,000  of  them  con- 
taining psychotropic  ingredients.  Such  large  numbers  of 
drugs,  WHO  specialists  emphasize,  are  “not  necessary  to 
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preserve  good  health.  New  drugs  in  the  developed 
countries  are  dispensed  by  prescription  only,  and  carefully 
monitored  for  adverse  reactions,  but  in  the  poor  world  they 
are  frequently  sold  without  any  restriction  or  record. 

The  problem  is  complex  and  involves  legislation,  com- 
merce, the  availability  of  trained  medical  manpower  as  well 
as  the  collaboration  by  scientific  research  centres  in  many 
countries.  The  many  aspects  of  the  issue  were  discussed 
at  a travelling  seminar  on  the  safe  use  of  psychotropic  and 
narcotic  drugs,  held  recently  in  Russia.  A record  of  the 
specialists’  deliberations  has  just  been  released  by  WHO 
here. 

The  registration  of  drugs,  which  involves  the  licensing, 
the  sale  authorization,  and  the  approval  of  market  autho- 
rization, is  not  just  a formality.  It  indicates  that  the  rel- 
ative safety  and  efficacy  of  a drug  preparation  has  been 
evaluated  and  has  been  approved  by  the  health  authorities. 
Yet  there  are  only  a few  industrialized  countries  possessing 
the  scientific  and  technological  infrastructure  required  for 
the  proper  evaluation  of  the  properties  of  new  drugs. 

It  would  he  unrealistic  to  expect  every  country  to  du- 
plicate the  same  time-consuming  and  very  costly  process 
of  evaluation.  Yet  proper  checks  are  necessary.  One  so- 
lution would  be  an  international  arrangement  to  make 
information  accessible  to  all  countries  on  the  evidence  and 
evaluation  process  leading  to  the  first  national  registration 
of  a new  drug. 

WHO  is  to  seek  such  an  arrangement.  Indeed,  one  of 
the  main  purposes  of  the  seminar  was  to  compare  the  ways 
and  means  of  assessing  the  effects  of  psychotropic  drugs 
in  different  societies  on  public  health,  behavioural  disor- 
ders,criminality,  androad  traffic  accidents.  Special  studies 
have  been  undertaken  in  the  developing  countries  because 
malnutrition  and  endemic  diseases  have  been  found  to 
modify  people’s  response  to  such  drugs. 

THOMAS  LAND 
Top  Floor,  64  Highgate  High  Street 
Highgate  Village 
London,  N6  5HX,  England 


Lord  procedure 

To  the  Editor:  I read  with  interest  Dr.  Turell's  editorial 
“Hemorrhoids:  revisited.”  * 

There  is  one  point,  however,  which  really  has  to  be  made 
quite  clear  regarding  the  Lord  procedure.  It  is  unfortunate 
that  this  procedure,  which  has  gained  enormous  favor  in 
Europe,  often  replacing  hemorrhoidectomy  as  the  major 
method  of  treating  prolapsed  hemorrhoids,  is  not  used 
more  frequently.  It  also  is  unfortunate  that  the  impres- 
sion, as  given  in  the  editorial,  is  that  this  is  simply  a process 
of  dilatation  of  the  anus  to  previously  unheard  of  sizes. 

Lord  stresses  that  the  stretching  and  breaking  down  of 
the  “pecten  band”  must  be  done  only  laterally.  Dilatation 
to  eight  fingers  which  includes  an  anterior  and  posterior 
stretching  will  result  in  an  incidence  of  incontinence  which 
is  not  acceptable.  Thus  the  current  procedure  is  not  the 
same  as  the  original  Lord  procedure  as  quoted  by  Dr. 
Turell. 

The  results  of  this  procedure  are  indeed  impressive  and 
almost  certainly  should  be  advised  over  any  other  form  of 
cutting  or  freezing  operation  for  prolapsing  hemorrhoids. 

* Turrell,  R.:  Editorial,  Hemorrhoids:  revisited.  New  York 
State  J.  Med.  79:  1840  (Nov.)  1979. 


The  other  factor  of  enormous  significance  these  days,  of 
course,  is  that  the  cost  of  this  procedure,  which  is  an  out- 
patient procedure,  is  very  much  less  then  for  a standard 
hemorrhoidectomy. 

BARRY  ALTMAN,  M.D.,  F.A.C.S,  F.R.C.S 

Medical  Centre 
170  Maple  Aue. 

White  Plains,  N.  Y.  10601 


Circumcision  and  penile  carcinoma 

To  the  Editor:  We  are  writing  regarding  a recent  case 
report  published  in  the  November,  1979,  issue  of  the 
Journal.*  It  is  hoped  that  you  will  share  our  comments 
with  your  readers. 

The  authors,  in  their  literature  review,  cite  eight  previ- 
ously reported  cases  of  penile  carcinoma  in  individuals 
circumcised  in  infancy.  Ironically,  they  fail  to  refer  to  a 
case  published  in  the  New  York  Journal  of  Medicine  in 
August,  1975/  of  a 71-year-old  Jewish  man,  diagnosed  and 
treated  at  The  Mount  Sinai  Hospital. 

More  recently,  we  studied  an  additional  patient  who  had 
undergone  ritual  circumcision  shortly  after  birth  and 
presented  at  age  50  with  a well-differentiated  infiltrating 
squamous  cell  carcinoma  of  the  glans  penis.  He  was 
markedly  obese  with  redundancy  of  the  penile  skin  and 
poor  genital  hygiene.  These  factors  are  believed  to  be  very 
significant.  The  patient  is  doing  well,  without  evidence 
of  recurrence  two  years  after  distal  penectomy.  He  has  no 
urinary  problems  and  has  lost  approximately  40  pounds 
by  voluntary  weight  reduction. 

It  should  be  reemphasized  that  while  early  circumcision 
is  protective,  it  provides  no  guarantee  against  penile  car- 
cinoma. Poor  local  hygiene,  as  in  our  patient,  appears  to 
represent  the  significant  factor  favoring  the  long-term 
influence  of  one  or  more  carcinogenic  agents. 

IRA  S.  SCHWARTZ,  M.D. 
HANS  SCHAPIRA,  M.D. 

Departments  of  Pathology  and  Urology 
The  Mount  Sinai  Medical  Center 
One  Gustave  L.  Levy  Place 
New  York,  N.Y.  10029 

* Boczko,  S.,  and  Freed,  S.:  Penile  carcinoma  in  circumcised 
males.  New  York  State  J.  Med.  79:  1903  (Nov.)  1979. 

* Leiter,  E.,  and  Lefkovits,  A.  M.:  Circumcision  and  penile 
carcinoma,  New  York  State  J.  Med.  75:  1520  (1975). 


Patient  care 

An  open  letter  to  the  Editor:  To  all  who  care  about  pa- 
tients (just  one  aspect  of  patient  care). 

1979,  for  me,  was  a year  filled  with  much  pain  and  agony, 
trauma  and  shock,  sadness  and  hurt,  setbacks,  recoveries, 
happiness,  and  hope.  I’ve  (over)  done  my  time  as  a hos- 
pital patient  intermingled  with  two  stints  at  a rehabilita- 
tion center.  I was  admitted  with  lower  body  pains  as  a 
result  of  an  ependymoma  and  with  its  many  complications 
and  I’m  now  a paraplegic.  Going  into  any  more  detail 
would  take  pages  and  pages  and  is  unimportant  now.  I 
spent  a wonderful  month  of  October  at  home  for  the  first 
time  since  November  ’78  only  to  have  to  return  again  to  the 
hospital.  Hopefully  I’ll  be  honorably  and  permanently 
discharged  next  week  with  some  home  physical  therapy 
and  outpatient  chemotherapy. 

Enough  history,  though  I hope  just  the  right  amount  to 
establish  that  I’ve  had  ample  experience  in  the  role  of  pa- 

continued  on  page  1025 
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An  added  complication... 

In  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing 
intormation. 

Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly) 
is  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms: 

Lower  respiratory  infections , including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CUSSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and.  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  e g , pressor  amines, 
antihistamines,  or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillln-resistant  strains  of 
Haemophlius  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules*',  250  and  500  mg 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below. 

Gastrointestinal  symptoms  occurred  in  about  2 5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
1.5  percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  100  patients). 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  S60T,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 
Hematopoietic— Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [070379*] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  or  H influenzae  ■ 

Note  Ceclor®  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis.  Indiana  46285 

Ell  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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tient.  Speaking  medically,  I was  well  taken  care  of  by 
many  competent  doctors  and  outstanding  nurses,  though 
many  isolated  incidents  irreparably  tarnished  the  view  of 
doctor  as  omnipotent,  as  was  the  role  of  patient  (me)  as 
blind  obeyer.  I started  asking  many  questions,  getting 
unsatisfactory  or  evasive  answers,  and  then  finally  learning 
the  truth,  which  generally  was  not  pleasant. 

I complained  (still  do!)  quite  a lot,  very  loud,  very  vocal, 
and  most  of  my  gripes  were  valid  and  accepted.  For  ex- 
ample, why  did  it  take  over  a week  for  me  to  finally  have 
a minor  neurosurgical  procedure,  scheduled  and  cancelled 
at  least  three  times?  Each  time  I had  to  go  without  food 
and  drink  for  most  of  the  day  (although  considering  the 
food  I missed,  maybe  1 should  be  grateful).  Why  might  it 
sometimes  take  more  than  a half  hour  for  a nurse  or  aide 
to  answer  a call  light.  The  need  for  a bedpan  isn’t  some- 
thing that  can  wait!  I have  so  many  more  “whys.”  I’ve 
pleaded  for  answers  and  have  gotten  excuses  that  usually 
begin  with,  “Well,  you  do  have  a point,  but . . .’’  and  then 
they  continue  . . . “understaffing,’’  “overscheduling  of 
operations  and  tests,”  “not  enough  operating  rooms,” 
“cases  taking  longer  than  anticipated,”  “emergencies,”  "no 
one  to  answer  the  bell  because  everyone  is  in  report,”  "at 
a conference,”  “with  another  patient,”  and  so  forth. 

I’ve  heard  them  all  and  acknowledge  their  validity.  But, 
as  a patient  who’s  hurting,  these  words  give  me  no  comfort. 
Pain  medications  shut  me  up,  but  not  for  long.  That’s  no 
answer.  I still  question;  I still  complain;  and  I grieve  over 
what  I think  is  one  of  the  WORST  problems  in  the  hospital 
and  probably  in  other  institutions  . . . that  patients  are 
looked  at  and  treated  by  many  just  as  Case  # 16,  Disease 
# 12,  temperature  99.2°  F.  Do  you  know  what  it  feels  like 
to  wake  up  to  12  pairs  of  eyes  (rounds)  staring  at  you  in  the 
morning,  or  one  pair  shaking  you  awake  at  2:00  a.m.  and 
in  both  cases,  “and  how  are  you  today?”  In  one  case,  I 
don’t  know  yet  as  I was  sleeping;  in  the  other,  it  had  taken 
me  an  hour  to  finally  fall  asleep  and  what  am  I supposed 
to  say  now?! 

Ever  have  a hematoma  (black  and  blue  in  street  lan- 
guage) on  your  arm,  a foot  long,  and  they  insist  on  taking 
blood  from  the  same  place?  Ever  been  stuck  as  many  as 
five  times  just  to  get  an  IV  going  (yes,  they  tried  the  but- 
terfly!)? Ever  been  emotionally  upset,  drained,  about 
surgery,  and  then  going  through  ups  and  downs  of  re- 
scheduling and  canceling,  not  to  mention  the  anxiety  of  the 
families  too?  Waiting  30  minutes  in  x-ray  or  radiation  for 
a procedure  taking  as  little  as  5 minutes,  and  then  having 
to  wait  again  for  the  elevators?  It’s  all  happened,  that  and 
more,  again  and  again,  to  me!  There’s  a problem  here  that 
many  forget,  that  PATIENTS  ARE  PEOPLE,  TOO! . . . 
like  any  other  people,  except  we’re  suffering  and  that 
makes  us  oversensitive  and  less  tolerant.  We’ve  no  privacy 
of  body  or  soul;  closed  curtains  don’t  often  stop  the  unin- 
vited from  entering.  There’s  more  and  more,  but  then  the 
excuses  come  again.  How  many  patients  know  that  there 
is  such  a document  stating  patient  rights?  How  about 
some  compassion;  a smile?  Call  me  by  my  name!  Show 
concern  for  me  and  not  just  for  my  liver! 

The  majority  of  the  nurses  I’ve  dealt  with  have  helped 
me  preserve  my  individuality,  my  sanity,  my  mind!  The 
majority  of  interns  and  residents  I’ve  encountered  seemed 
to  have  skipped  the  course  on  bedside  manner.  I do  know 
it’s  hard.  They  work  terrifically  long  hours  and  have  an 
overload  of  patients  to  handle,  but  because  I have  had  the 
occasional  luck  to  meet  some  who  treated  me  as  a human, 
someone  with  feelings,  I know  there’s  hope! 


I speak  up,  and  I only  wish  more  patients  did  for  I am 
sure  that  I am  not  alone  in  my  feelings.  Maybe  I’m  a bit 
more  angry  and  hurt  because  of  the  prolonged  nature  of  my 
illness,  and  because  I am  not  going  home  in  perfect  or  near 
perfect  health.  I have  no  solutions,  but  if  I’ve  succeeded 
in  making  some  people  think,  become  more  aware  and 
maybe  change  some  things,  then  I’m  glad  that  I stayed  up 
until  4:00  a.m.  this  morning  writing  this.  I wish  I could  do 
more! 

No,  we  patients  are  not  all  alike  (as  no  two  people  are); 
thus  I do  not  say  this  represents  the  views  of  all  patients, 
especially  since  I’ve  heard  some  of  them  say  that  this  hos- 
pital food  is  the  best  they’ve  ever  tasted! 

BETH  GOTTLIEB 
291  Martin  Avenue 
Staten  Island,  N.Y.  10314 
P.  S.  My  last  thoughts  come  through  a bit  poetically  (an 
attempt  anyway).  Anyone  familiar  with  the  song  “Parents 
are  People”  from  the  album  FREE  TO  BE,  YOU  AND 
ME,  may  be  able  to  match  the  melody  to  my  words  ...  if 
not,  just  read.  The  title  (oddly  enough) 

PATIENTS  ARE  PEOPLE 

patients  are  people 
people  with  problems 

when  patients  were  outside,  they  used  to  be  well 
but  something  hit 

and  they  got  sick,  so  now  they  must  accept  help, 
helpless  and  scared 

scared  to  be  scarred  and  treated  so  bad 
some  staff  don’t  care 
are  not  aware, 

that  us  patients  have  feelings 
feelings  as  people 

it  just  makes  us  sicker  to  be  thrown  around 
we  can  be  hurt  when  shoved  like  dirt! 

some  patients  are  quiet  and  some  do  not  question 
they  do  as  required  and  take  all  their  med’cine 
some  others  cry  out  for  a little  respect 
which  we’re  all  due,  we  ask  from  you — just  to 

treat  us  as  people 
help  us  feel  human 
help  us  get  through  this, 
this  really  hard  time  . . . 

just  try. 


Lactase  deficiency 

To  the  Editor:  In  the  January  issue  of  the  Journal,*  there 
is  an  article  on  “Lactase  Deficiency”  reprinted  from  Con- 
temporary Nutrition,  General  Mills,  Inc.,  April,  1979.  The 
writer  mentions  only  that  a yeast  culture  added  to  milk  will 
render  the  milk  usable  to  people  afflicted  with  the  disorder. 
It  is  easier  to  buy  Acidophilous  milk  at  the  dairy.  In  this 
area  it  is  made  by  Russell  Farms.  There  is  also  a yeast 
powder,  put  out  by  Lactaid,  which  will  render  the  milk  fit 
to  use  after  a 24-hour  period.  It  is  easier  and  cheaper  to 
use  the  Acidophilous  milk. 

There  is  also  a tablet  called  “Milk  Digestant”  that  con- 
tains 25  mg.  lactase  and  2 mg.  rennin,  put  out  by  Malabar 
Cor-Ron  Products  of  Pacific  Palisades,  California  90272. 

* Newcomer,  A.  D.:  Lactase  deficiency,  New  York  State  J.  Med. 
80:  140  (Jan.)  1980. 
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Two  tablets  taken  at  the  beginning  of  a meal  will  keep  a 
lactase  deficient  individual  quite  comfortable  and  the 
hostess  will  not  have  to  be  warned  not  to  serve  anything 
made  with  milk.  It  is  not  sold  in  drug  stores  and  it  is  not 
to  be  found  in  the  PDR  (Physicians’  Desk  Reference).  It 
is  available  at  some  organic  food  and  vitamin  stores.  Most 
physicians  have  never  heard  about  the  tablet.  I was  given 
a bottle  as  a gift  by  a friend,  who  found  it  by  accident.  I 
was  able  to  buy  it  in  Tucson,  Arizona,  in  addition  to  Cali- 
fornia. It  really  works  and  it  is  worth  the  14  cents  per 
tablet  that  it  costs. 

I.  GERBERG,  M.D. 

1405  Dorchester  Road 

Brooklyn,  N.Y.  11217 


Alcoholism  as  disease 

To  the  Editor:  In  the  issue  of  February,  1980,  of  the  New 
York  State  Journal  of  Medicine,  I was  struck  by  two  cir- 
cumstances. One  was  the  continued  high  quality  of  the 
various  original  articles,  and  the  other  appeared  on  page 
228,  entitled  “ Unproved  hypothesis:  alcoholism  is  a 

disease.  ” It  was  an  abstract  of  an  original  article  by  T.  R. 
Dawber  of  the  New  England  Journal  of  Medicine,  August 
31,  1978.  The  original  article  was  not  only  a potpourri  of 
impressions  and  personal  bias,  but  was  the  unfortunate 
result  of  those  factors  stemming  from  an  author  seriously 
uninformed  about  the  subject  which  he  addressed.  The 
circumstance  whether  alcoholism  should  be  considered  a 
disease  or  not,  is  a serious  one  and  has  been  found  deserving 
of  the  attention  of  scientists  possessing  both  the  necessary 
expertise  and  broad  clinical  experience. 

My  real  purpose  in  writing  this  letter  is  that  of  raising 
the  question  of  the  wisdom  of  abstracting  an  old  publica- 
tion stemming  from  a biased  and  ill-informed  observer  in 
such  a way  as  to  suggest  to  the  New  York  State  Journal 
readers  that  a scientific  evaluation  was  made  in  1978,  and 
that  the  title  represented  a sound  and  rational  conclusion. 
Your  choice  of  this  reproduction  produces  further  bias 
since  the  readers  had  no  opportunity  to  judge  the  scientific 
basis  for  the  conclusion,  a circumstance  which  would  have 
been  permitted  had  the  original  article  been  examined 
directly. 

A disease  may  be  defined  as  “abnormal  function  with 
characteristic  symptoms”  (Stedman’s  Medical  Dictionary), 
“a  particular  ailment  having  special  symptoms  or  causes 
disturbing  the  performance  of  vital  functions  (Webster’s 
New  International  Dictionary),  or  “the  failure  of  the 
adaptive  mechanisms  to  counteract  adequately  stresses 
resulting  in  disturbance  in  function”  (Blakiston’s  New 
Medical  Dictionary).  The  differentiation  of  “symptom” 
from  “disease”  usually  rests  on  whether  the  signs,  symp- 
toms, cause,  complications,  and  prognosis  are  specific, 
particular,  or  characteristic  enough  to  describe  a specific 
entity.  If  one  examines  alcoholism  for  its  associated  his- 
tory, symptoms,  signs,  etiology,  distribution,  complications, 
prognosis,  and  therapy,  there  is  no  question  but  that  a 
highly  specific  clinical  picture  results — one  possessing  no 
more  variation  than  we  are  accustomed  to  observing  with 
most  other  diseases.  Certainly  some  variation  in  expres- 
sion of  a disease  may  be  expected  when  it  is  found  in  per- 
sons of  differing  general  health,  as  well  as  social,  racial,  and 
ethnic  backgrounds.  One  need  only  think  of  tuberculosis 
in  this  regard. 

In  recent  years,  genetic  data  have  raised  the  issue  that 


alcoholism  is  not  only  familial,  but  may  have  biological 
determinants  as  well.* 

The  ultimate  determination  of  whether  alcoholism 
should  be  considered  a disease,  is  one  based  on  society’s 
need  to  designate  its  ill  with  a label  whereby  it  concentrates 
special  resources  and  assistance  to  those  in  need.  Such  a 
label  entitles  the  patient  to  medical  intervention  and  care. 
One  need  only  look  at  the  effectiveness  of  many  of  the  in- 
dustrial alcoholism  treatment  programs  to  realize  that  we, 
as  a society,  can  hardly  afford  to  turn  our  collective  medical 
backs  on  an  illness  which  is  directly  or  indirectly  respon- 
sible for  the  greatest  number  of  deaths  in  young  adults  in 
this  country  today. 

STANLEY  E.  GITLOW,  M.D. 

Clinical  Professor  of  Medicine 
Mount  Sinai  School  of  Medicine 

* Schukit,  M.  A.,  Goodwin,  D.  A.,  and  Winkour,  G.:  A study 
of  alcoholism  in  siblings,  Am.  J.  Psychiat.  128:  1132  (1972). 


Privacy  and  confidentiality 

To  the  Editor:  Again  on  the  editorial  pages  of  our  New 
York  State  Journal  of  Medicine  in  the  January  ’80  edition,* 
we  see  the  well-taken  spirit  for  privacy  and  confidentiality 
of  medical  information.  But,  alas,  again  we  see  a lack  of 
understanding  of  the  American  relationship  between  the 
individual  and  society,  and  we  do  not  see  the  means  of 
implementing  our  understanding. 

Dr.  Bauman  states,  “.  . . we  must  decide  which  of  the  two 
masters  (the  individual  or  society)  we  will  serve. . . .”  In 

a free  society,  the  function  of  the  society  is  to  preserve  the 
freedom  of  the  individual.  There  is  therefore  no  conflict 
between  the  needs  of  society  and  the  needs  of  the  indi- 
vidual when  it  comes  to  freedom.  And  the  function  of 
American  society  is  to  “.  . . secure  the  blessings  of  liber- 
ty. . . .”  There  are  no  “two  masters”;  there  is  only  one 

master,  the  freedom  of  the  individual.  There  are  no  ex- 
ceptions to  the  freedom  of  the  privacy  and  confidentiality 
of  medical  records.  When  it  comes  to  third  party  payment, 
the  patient  must  decide  what  limited  information  he 
chooses  to  release.  Dr.  Bauman  states:  “Only  by  court 
order  in  cases  of  alleged  criminal  activities  can  they  be  re- 
quired to  supply  information  without  patient  consent.” 
To  my  knowledge,  this  would  be  requiring  a person  to 
testify  against  himself — which  would  be  an  abrogation  of 
one  of  our  fundamental  freedoms. 

The  privacy  and  confidentiality  of  medical  disclosures 
is  sacred  and  brooks  no  interference.  The  medical  pro- 
fession must  not  go  along  with  any  exception. 

It  is  not  sufficient,  as  Dr.  Bauman,  suggests  to  . . let 
our  voices  be  heard.”  We  have  been  doing  that  for  a long 
time  now,  and  third  parties,  including  government,  have 
been  making  further  and  further  inroads  against  this  pre- 
cious freedom.  We  must  not  merely  “voice,”  we  must  act. 
When  medical  data  gets  into  third  party  hands,  they  have 
not  preserved  privacy  and  confidentiality.  They  have  been 
put  to  the  test  and  they  have  shown  that  they  are  not  ca- 
pable of  placing  the  patients’  interest  above  their  own. 
While  the  medical  profession,  for  millenia,  has  clearly 
demonstrated  its  integrity  in  this  regard. 

It  is  therefore  incumbent  on  us  to  retain  all  medical 
records  in  medical  hands.  The  AMA,  not  any  third  party, 
should  set  up  a central  office  and  file,  to  which  all  pertinent 

* Bauman,  W.  A.:  Privacy  and  confidentiality,  editorial,  New 
York  State  J.  Med.  80:  15  (Jan.)  1980. 
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records  needed  hv  third  parties  be  sent.  The  third  party 
should  declare  what  criteria  it  has  for  making  payments. 
The  AMA  office,  whose  medical  eyes  alone  will  review  the 
record,  will  declare  whether  the  criteria  have  been  met. 
The  record  will  then  be  returned  to  the  physician.  In  this 
way  there  will  be  no  storage  of  medical  records  outside  of 
the  profession,  nor  any  viewing  of  records  outside  the 
profession. 

It  is  time  to  stop  “yoicing”;  it  is  time  to  act. 

GORDON  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 


Dr.  Bauman’s  reply 

To  the  Editor:  I am  delighted  that  Dr.  Meyerhoff  re- 
sponded to  our  editorial  on  Privacy  and  confidentiality 
[New  York  State  J.  Med.  80:  15  (Jan.)  1980).  Perhaps  Dr. 
Meyerhoff s statement  should  have  read  as  follows:  “there 
should  be  (rather  than  “is”)  no  conflict  between  the  needs 
of  society  and  the  needs  of  the  individual  when  it  comes  to 
freedom.”  In  reality,  the  physician  is  constantly  exposed 
to  such  conflicts.  Neither  regulation  nor  legislation  so  far 
have  been  effective  in  safeguarding  the  confidentiality  of 
medical  information  about  patients. 

The  risk  of  inadvertent  or  purposeful  disclosure  of 
confidential  medical  information  would  be  increased  if  a 
third  party  (even  the  A.M.A.)  becomes  privy 

Our  Committee  on  Information  .Technology  agrees  with 
Dr.  Meyerhoff  s plea  to  “act  on”  as  opposed  to  merely  voice 
our  stand  on  the  issues  of  Privacy  and  Confidentiality.” 
Members  of  the  MSSNY  through  various  organizations 
should  take  action.  In  the  meantime  in  regard  to  personal 
information  about  our  patients,  let  us  “keep  secret  that 
which  should  not  be  spread  abroad.” 

WILLIAM  A.  BAUMAN,  M.D. 

Chairman, 

Committee  on  Information  Technology  in  Medicine 

Work-related  exposure  to  lead 

To  the  Editor:  We  have  read  with  interest  the  paper 
“Work-related  exposure  to  lead,  biologic  screening  of  New 
York  employees,”  by  Smith,  Michelsen,  Davidow  and 
Kaul,1  and  would  like  to  comment  on  the  relationship  be- 
tween blood  lead  and  FEP  (free  erythrocyteprotopor- 
phyrin)  and  the  usefulness  of  these  parameters  as  diag- 
nostic screening  tests. 

It  has  been  demonstrated  that  FEP  is  not  “free”  but 
chelated  with  zinc2  to  form  ZPP  (zinc  protoporphyrin)  and, 
in  the  following,  FEP  and  ZPP  are  used  interchangeably. 
We  have  also  found  a high  correlation  (r  = 0.98)  between 
FEP,  determined  by  the  method  described  in  the  paper  by 
Smith  et  al.,  and  ZPP,  measured  with  a hematofluo- 
rometer,  a portable  field  instrument  which  measures  ZPP 
in  blood  on  a drop  of  unprocessed  whole  blood  and  gives 
the  result  within  seconds  on  a digital  display.3 

The  blood  lead  level  is  an  indicator  of  the  degree  of  re- 
cent lead  absorption,  while  ZPP  reflects  a biological  effect, 
that  is  interference  with  the  biosynthesis  of  heme.  The 
half-lives  of  blood  lead  and  ZPP  are  different  and,  even 
though  it  may  be  difficult  to  determine  the  exact  half-lives 
in  an  individual  case,  it  is  known  that  ZPP  is  more  persis- 
tent than  blood  lead  and  remains  in  the  red  blood  cells  as 
long  as  the  cell  is  viable,  that  is  approximately  100  to  120 
days.4 

On  the  other  hand,  blood  lead  increases  more  rapidly 


than  FEP  at  the  onset  of  exposure.  The  relationship  be- 
tween blood  lead  and  FEP  is,  therefore,  to  a significant 
degree,  determined  and  influenced  by  both  intensity  and 
(past)  duration  of  lead  exposure.  We  have  had  the  op- 
portunity to  study  these  relationships  in  various  lead  ex- 
posed populat  ions,  and  hold  the  opinion  that  ZPP  indeed 
may  contribute  to  the  identification  and  evaluation  of  in- 
dividuals at  risk.  “False-positive”  FEP  may  in  fact  be  a 
manifestation  of  a persistent  adverse  metabolic  effect  on 
the  bone  marrow  even  though  the  concomitant  blood  lead 
level  has  returned  to  the  acceptable  range.  This  can  be 
explained  by  the  faster  clearance  of  lead  from  the  blood. 

“False-negative”  FEP,  however,  may  occur  in  situations 
with  significant  exposure  of  brief  duration,  when  the  in- 
crease in  blood  lead  precedes  the  rise  in  FEP.  In  general, 
we  have  been  able  to  explain  these  apparent  “discrepan- 
cies” between  blood  lead  and  FEP  by  careful  occupational 
exposure  histories. 

The  significance  of  an  elevated  ZPP  is  further  empha- 
sized by  the  fact  that  lead-related  central  nervous  system 
and  gastrointestinal  symptoms  tend  to  be  associated  with 
this  parameter  and  not  with  the  blood  lead  concentra- 
tion.5 

The  utilization  of  blood  lead  and  ZPP  in  biological 
monitoring  programs  will  provide  information  about  both 
the  degree  of  lead  absorption  (blood  lead)  and  the  extent 
of  biological  effect  (FEP,  ZPP). 

The  categorization  of  employees  as  “nonexposed”  when 
the  blood  lead  and  FEP  levels  were  found  to  be  normal  is 
questionable.  While  it  can  be  concluded  from  these  one- 
time laboratory  tests  that  such  employees  had  no  undue 
lead  absorption,  it  cannot  be  inferred  that  they  had  no  lead 
exposure. 

Since  the  pattern  of  activities  of  the  occupational  groups 
selected  for  the  study  was  characterized  by  a high  degree 
of  variability  in  their  potential  lead  exposure,  the  results 
of  biologic  screening  have  to  be  analyzed  accordingly.  A 
more  detailed  discussion  of  the  intermittent  pattern  of  lead 
exposure  in  the  occupational  groups  selected  would  have 
been  appropriate. 

It  also  would  have  been  highly  desirable  to  indicate  the 
frequency  of  recommended  future  monitoring  of  those 
employees  with  intermittent,  but  sometimes  high,  lead 
exposure. 

ALF  FISCHBEIN,  M.D. 

RUTH  LILIS,  M.D. 

Environmental  Sciences  Laboratory 
Department  of  Community  Medicine 
Mount  Sinai  Medical  Center 
One  Gustave  L.  Levy  Place 
New  York,  N.  Y.  10029 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 


FINANCIAL  SERVICES  FROM  A MAJOR  NEW 
YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you 
are  purchasing,  leasing  or  renting,  there  are  4 
special  programs  for  car  rentals  at  special 
prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER 

offers  MSSNY  members  discounts  on  various 
consumer  products  through  retail  outlets;  available 
throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  nego- 
tiated prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for 

members  only  at  specially  discounted  rate. 
Complete  services  are  statewide.  Also  available 
a specially  designed  software  package  for  the 
physician's  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers 
of  encyclopedias  are  giving  special  prices  to 
members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS 

are  imported  directly  from  Ireland  at  special  low 
prices. 

DINNER/THEATRE.  Dinner/Theatre  restaurants 
offer  special  prices  negotiated  for  members. 


PURCHASE  PLAN.  Special  prices  to  enrolled  pur- 
chase card  members  (discount  on  membership 
card)  or  major  or  minor  appliances,  cameras, 
binoculars,  china,  sterling,  etc. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
PENSION  PLAN 

QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted 
commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special 
discount. 

BUSINESS  MACHINES  & EQUIPMENT  including 
dictating  and  transcribing  devices,  discounted  up 
to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical 
equipment  and  supplies,  including  furniture  at 
approx.  30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

COUNTDOWN.  International  travel  service  featuring 
special  discounts  on  selected  hotels,  dining, 
boutiques,  etc.  for  physicians  and  their  families. 

WINDJAMMER  CRUISES.  Sailing  ship  cruises  to 
the  Caribbean. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis, 
a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible. 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 
....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

Continued 
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‘ The  renewal  ot  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70. 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation 

Renewal  guarantee  By  special  agreement  with  MSSNY.  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years 

PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  m New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state 


MSSNY 

MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following; 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & 

Dismemberment  Insurance. 

( 

) Group  Term  Life  Insurance 

□ Computer  Services 

□ 

Office  Computer  Software 

□ 

Encyclopedia 

□ Car  Leasing 

□ 

Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ 

MSSNY  Pension  Plan 

□ 

Book  of  Knowledge 

□ Car  Purchasing 

□ 

Aynsley  Bone  China 

□ 

Quality  Tires 

□ Purchase  Plan 

Pattern,  Quantity  . . . 

□ 

Major  Appliances 

□ Concert  Theatre  Club 

□ 

Lladro  Porcelains 

□ 

Countdown 

□ Financial  Services 

Model/No.  . . . 

□ 

Travel  Sports  Club 

□ Real  Estate  Transactions 

□ 

Business  Machines  & Equip. 

□ 

Dinner/Theatre 

□ Telephone  Answering  Equip. 

□ 

Physician  Buying  Co. 

□ 

Windjammer  Cruises 

□ 

Other 

Namp 

(please  print) 

Address 

ZIP 

County  Medical  Society 

Tel  # 

(area  code) 

Please  return  questionnaire  to: 

Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 

Rd.,  Lake  Success,  N Y.  11042. 

Phone 

(516)  488-6100,  ext.  371/2. 
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Month  I in  Washington 


The  Senate  Finance  Committee  continues  to  forge  ahead 
with  its  consideration  of  a catastrophic  NHI  (national 
health  insurance)  proposal  with  Chairman  Russell  Long 
(D.,  La.)  determined  to  secure  a favorable  vote. 

However,  the  shadow  of  the  budget-balancing  impera- 
tive has  made  committee  members  cautious  about  actions 
that  would  increase  Federal  spending  next  year.  As  a 
consequence,  committee  approval  of  a NHI  bill,  while  a 
giant  step  forward,  would  leave  NHI  still  a long  way  from 
adoption  by  Congress,  the  formidable  hurdles  of  Senate 
approval  and  action  by  the  so-far  disinterested  House 
standing  in  the  way. 

A majority  of  witnesses  appearing  before  the  Senate 
Finance  subcommittee  on  Health  have  endorsed  the 
spurring  of  competition  in  the  health  care  field,  but  most 
expressed  some  reservations  about  the  so-called  “pro- 
competition” measure  before  the  panel. 

Lowell  Steen,  M.D.,  Board  Chairman  of  the  American 
Medical  Association,  said  the  AMA  supports  the  principle 
of  increased  competition  through  multiple  insurance  op- 
tions for  employees.  However,  Dr.  Steen  cautioned  that 
“any  legislation  embodying  such  principles  must  also  carry 
sufficient  safeguards  to  protect  the  purchaser  . . . also  we 
must  never  let  quality  be  sacrificed  to  cost  consider- 
ations.” 

The  pro-competition  proposals  bring  new  considerations 
to  the  debate  over  national  health  insurance,  Dr.  Steen 
noted.  “The  goal  of  this  legislation  is  to  lower  national 
expenditure  for  health  care  by  assuring  options  of  coverage 
to  employees  under  employer  health  plans  ...  The 
current  tax  deduction  for  premium  purchase  and  for  in- 
dividual medical  expense  costs  would  be  sharply  curtailed 
under  these  proposals  in  an  effort  to  force  employers  and 
individuals  to  seek  lower  cost  plans,  including  health 
maintenance  organizations. 

Dr.  Steen  said  the  vast  majority  are  protected  by  health 
insurance,  but  there  are  some  who  through  no  fault  of  their 
own  cannot  obtain  the  coverage  they  need.  “These  new 
proposals  (pro-competition)  are  not  designed  to  deal  with 
this  problem,  and  in  some  ways  . . . may  even  exacerbate 
it,”  he  told  the  subcommittee. 

The  present  tax  relief  for  employee  health  insurance 
benefits  has  been  spectacularly  successful  in  encouraging 
health  insurance,  he  noted. 

He  said  changes  that  should  be  made  in  the  private  in- 
surance system  that  would  go  a long  way  to  close  the  gaps 
in  coverage  include  minimum  standards  of  adequate  ben- 
efits, with  appropriate  deductible  and  co-insurance;  a 
simple  system  of  uniform  benefits  by  Federal,  state,  and 
local  governments  for  those  unable  to  provide  for  their  own 
medical  care;  and  the  purchase  of  private  catastrophic 
coverage. 

“A  nationwide  program  could  be  instituted  by  the  pri- 
vate industry  (and  government  if  necessary  for  reinsu- 
rance) to  make  available  catastrophic  coverage  to  protect 
against  the  impact  of  a costly  illness  that  could  be  eco- 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


nomically  devastating.  We  call  on  the  committee  to  con- 
sider these  points  when  reviewing  any  health  insurance 
proposal.” 

Referring  to  the  bill  before  the  subcommittee,  sponsored 
by  Senator  Dave  Durenberger  (R.,  Mn.),  Dr.  Steen  said  the 
bill  contains  no  mandate  that  the  employer  provide  any 
insurance,  and  the  employee’s  participation  in  any  plan 
would  be  voluntary. 

“The  AMA  supports  competition  in  the  delivery  of 
medical  services,”  said  Dr.  Steen.  “Competition  at  its  best 
can  raise  the  quality  of  care  and  reduce  the  costs  of  pro- 
viding that  care.  Such  competition  is  promoted  in  the 
Durenberger  Bill  in  the  requirement  of  multi-plan  options, 
but  there  are  also  limiting  conditions  ... 

One  problem  is  that  current  law  already  requires  the 
option  of  comprehensive  benefits  provided  by  an  HMO. 
Since  there  would  be  no  corresponding  broad  coverage 
requirement  for  conventional  insurance  in  the  bill,  com- 
petition could  suffer,  according  to  Dr.  Steen. 

Dr.  Steen  pointed  out  that  the  concept  of  increased 
competition  through  limitation  on  the  tax  exclusion  by 
employees  with  respect  to  employer-paid  premium  and  a 
system  of  cash  rebates  for  low-cost  plan  selection  was 
contained  in  a recommendation  of  the  National  Commis- 
sion on  the  Cost  of  Medical  Care — a recommendation  that 
has  received  AMA  approval. 

“However,  we  have  reservations  about  a program  that 
might  encourage  the  individual  to  acquire  less  coverage 
than  is  desirable,”  said  Dr.  Steen. 

* * * 

Government  support  for  medical  education  is  needed  to 
bridge  the  gap  between  the  limits  of  private  resources  and 
the  costs  of  medical  education,  the  AMA  has  told  Con- 
gress. 

Noting  that  legislation  has  been  introduced  to.  eliminate 
capitation  grants  for  medical  schools,  the  AMA  said  such 
aid  “has  been  a valuable  investment  of  public  funds  to 
improve  the  quality  and  availability  of  medical  education.” 
Medical  schools  use  these  funds  according  to  their  specific 
needs  and  the  needs  of  their  communities,  the  AMA 
noted. 

C.  William  Ruhe,  M.D.,  Senior  Vice  President  of  the 
AMA,  testifying  on  the  opening  health  manpower  hearings 
of  Congress  before  the  Senate  Human  Resources  Health 
Subcommittee,  said  that  loss  of  general  institutional  sup- 
port would  cause  schools  to  seek  other  sources  of  funds, 
possibly  through  tuition  increases,  and  harm  the  quality 
and  availability  of  medical  education. 

In  addition  to  general  support,  special  project  grants 
serve  to  influence  directions  in  medical  education,  Dr. 
Ruhe  said.  “With  special  project  grants  each  institution 
may  judge  whether  it  can  and  should  participate,  based  on 
factors  such  as  curriculum  strengthening,  community 
needs,  as  well  as  other  factors,”  he  said. 

The  AMA  official  endorsed  a system  of  government 
guaranteed  loans,  along  with  interest  subsidies,  as  the  most 
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effective  means  of  generating  funds  for  modernization  of 
schools  from  private  money  markets. 

The  AMA  also  supported  special  assistance  for  schools 
with  financial  problems  that  threaten  the  quality  of  their 
programs  and  their  continued  operation.  “Such  assis- 
tance, however,  should  not  become  a permanent  crutch  for 
faltering  schools,”  Dr.  Ruhe  said.  “Rather,  it  should  be 
geared  to  overcoming  immediate  financial  hurdles  and  lead 
to  financial  stability.” 

On  the  question  of  student  aid,  "We  are  deeply  con- 
cerned by  the  financial  pressures  placed  on  students,  and 
we  firmly  believe  that  access  to  medical  education  must  not 
be  allowed  to  become  limited  on  the  basis  of  income,”  Dr. 
Ruhe  testified. 

He  noted  that  the  AMA,  through  its  foundation,  oper- 
ates its  own  loan  guarantee  program  for  medical  students 
and  resident  physicians.  Since  the  inception  of  this  pro- 
gram in  1962,  more  than  $95  million  in  loans  have  been 
guaranteed. 

“Our  resources,  however,  are  not  sufficient  to  meet  an 
ever  growing  demand  in  the  face  of  rising  tuition  costs,”  Dr. 
Ruhe  said.  “It  is  essential  that  government  at  all  levels 
take  steps  to  assure  students  continued  access  to  adequate 
resources. 

Student  assistance  must  be  of  the  highest  priority  for 
government  action  . . . effective  mechanism  for  government 
participation  is  a program  of  guaranteed  loans,”  Dr.  Ruhe 
said.  Such  a guarantee  serves  to  minimize  the  strain  on 
government  resources  and  also  enhances  the  ability  of 
students  and  newly  licensed  physicians  “to  make  intelli- 
gent career  choices  according  to  their  interests  and  capa- 
bilities,” the  AMA  official  said. 

Dr.  Ruhe  said  the  AMA  also  supports  other  aid.  For 
example,  contractual  service  arrangements  (between  stu- 
dents and  resident  physicians  and  organizations  such  as 
the  armed  forces  or  other  governmental  services)  are  one 
option.  Scholarships  for  exceptional  students  should  be 
encouraged.  And,  financial  grants-in-aid,  without  obli- 
gations for  repayment,  should  be  available  for  economically 
disadvantaged  students.  “We  encourage  both  the  states 
and  the  Federal  government  to  make  these  kinds  of  options 
available  so  that  students  can  make  choices  according  to 
their  needs  and  abilities,”  Dr.  Ruhe  said. 

New  Physicians  should  be  free  to  choose  to  repay  a 
government  loan  directly,  or  to  participate  in  a program 
of  service  in  some  needed  area  in  lieu  of  payment,  Dr.  Ruhe 
testified. 

The  AMA  supported  the  continuation  of  the  National 
Health  Service  Corps  “as  a beneficial  method  of  providing 
medical  services  in  underserved  areas.” 

The  AMA  also  endorsed  continued  Federal  assistance 
to  programs  of  basic  nurse  training,  adding  that  Federal 
assistance  should  be  provided  to  the  training  institution 
as  well  as  to  the  student. 

* * * 

President  Carter  has  vetoed  legislation  increasing  the 
pay  and  benefits  of  military  physicians  and  other  health 
professionals. 

In  a message  to  Congress,  Carter  said  he  wanted  to  re- 
iterate his  “commitment  to  alleviate  the  shortage  of  phy- 
sicians in  the  armed  forces”  and  urged  the  lawmakers  to 
tailor  the  legislation  “in  a fiscally  responsible  manner.” 

He  said  expansion  of  the  law  covering  military  physi- 
cians’ pay  would  increase  Federal  spending  by  some  $170 
million  for  the  years  through  1985. 


Under  the  bill,  which  had  been  approved  only  a week 
before  by  Congress,  a military  physician  could  have  earned 
as  much  as  $71,000  a year. 

The  pay  system  in  the  bill  authorized  bonuses  for  phy- 
sicians who  became  Board  Certified  in  medical  specialities. 
This  was  singled  out  for  criticism  by  President  Carter. 

Other  reasons  lor  the  Carter  veto:  the  bill  should  not 
have  included  Public  Health  Service  Commissioned  Corps 
and  should  not  have  covered  nonphysicians. 

Senator  Hart  (D.,  Co.)  has  introduced  legislation  aimed 
at  meeting  President  Carter’s  objections  to  the  military 
physician  pay  bonus  bill. 

Similar  legislation  is  being  offered  in  the  House.  Hart, 
a member  of  the  Senate  Armed  Services  Committee,  said 
quick  action  is  needed  in  order  to  preserve  the  military 
medical  corps. 

* * * 

The  AMA  and  other  partners  in  the  Voluntary  Effort  to 
contain  health  care  costs  have  warned  President  Carter 
against  pushing  his  long-stalled  hospital  cost  containment 
bill. 

James  Sammons,  M.D.,  Executive  Vice  President  of  the 
AMA,  told  reporters  following  the  White  House  meeting 
that  he  finds  it  “very  hard  to  understand”  why  Carter  op- 
poses mandatory  wage-price  controls  but  favors  hospital 
cost-constraints. 

“In  1978  and  1979  doctors’  fees  have  increased  at  a lower 
rate  than  the  Consumer  Price  Index,”  Sammons  said. 
“That  says  to  us  we’re  doing  it  voluntarily.” 

However,  the  White  House  rejected  the  advice.  “We 
will  continue  to  press  for  hospital  cost  containment,”  said 
White  House  Press  Secretary  Jody  Powell.  “If  you  just 
look  at  health  costs  over  the  past  several  months,  that  is 
an  important  area  to  which  inflation  has  spread.” 

The  cost  containment  bill  was  watered  down  into  a vol- 
untary program  in  the  House  last  year  and  never  made  it 
to  the  Senate  floor. 

* * * 

Undaunted  by  hostile  congressional  actions,  FTC 
(Federal  Trade  Commission)  Chairman  Michael  Pertschuk 
says  he  plans  to  continue  investigations  of  physician  ac- 
tivities. 

He  has  told  a House  Appropriations  subcommittee  the 
FTC  will  focus  on  “concerted  actions”  by  health  providers 
who  “may  seek  to  obstruct  cost-containment  programs.” 
He  mentioned  possible  boycotts  of  health  maintenance 
organizations,  and  possible  “price  fixing  conspiracies  and 
boycotts  designed  to  thwart  insurers’  cost-containment 
programs.”  Pertschuk  also  said  the  FTC  will  continue  to 
keep  its  eye  on  the  relationships  between  physician  groups 
and  Blue  Shield. 

The  Senate  failed  by  only  a few  votes  recently  to  exempt 
physicians  from  FTC  jurisdiction.  Congress  has  been 
holding  up  FTC  appropriations  and  the  agency  faces  the 
need  for  long-term  funding  in  order  to  keep  operating. 

* * * 

HEW  Secretary  Patricia  Harris  is  upset  at  the  length  of 
time  it  takes  the  Food  and  Drug  Administration  to  process 
final  drug  determination.  She  told  a House  Commerce 
Subcommittee  that  “nothing  has  frustrated  me  as  much 
in  the  past  seven  months  as  trying  to  get  a handle  on  the 

continued  on  page  1033 
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Attention  Delegates 
Your  Next  Meeting 


The  174th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  take  place  in  New  York  City  at  the 
new  GRAND  HYATT  NEW  YORK  on  . . . 


SEPTEMBER  28th-OCTOBER  2nd,  1980 


NOMINATING  COMMITTEE 
1980 

Member-at-Large — George  T.  C.  Way,  M.D.,  Dutchess,  Chairman 

First  District — Bernard  J.  Pisani,  M.D.,  New  York 

Second  District — Stanley  A.  Steckler,  M.D.,  Suffolk 

Third  District — Anthony  P.  Tartaglia,  M.D.,  Albany 

Fourth  District — Daniel  F.  O'Keeffe,  M.D.,  Warren 

Fifth  District— Bernard  J.  Hartnett,  M.D.,  Cayuga 

Sixth  District — Paul  M.  DeLuca,  M.D.,  Broome 

Seventh  District — James  M.  Flanagan,  M.D.,  Wayne 

Eighth  District — James  H.  Cosgriff,  Jr.,  M.D.,  Erie 

Ninth  District — William  P.  Clark,  M.D.,  Westchester 

Member-at>Large — Felix  Rosenhain,  M.D.,  Queens 
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Dr.  Smith’s  reply 

To  the  Editor:  Our  article  ‘‘Work-Related  Exposure  to 
Lead;  A biologic  screening  of  New  York  State  employees” 
was  meant  as  a factual,  statistical  report  of  the  findings 
when  screening  401  State  employees  working  with  lead- 
based  paints.  It  was  not  intended  to  be  a review  of  perti- 
nent literature  or  a study  of  relative  merits  of  blood  lead 
levels  and  FEP.  “Unexposed”  as  used  in  the  article,  was 
clearly  defined  for  our  purposes  in  the  study  as  those  with 
lead  levels  under  05  micrograms  per  100  ml.  blood  and  FEP 
under  60  micrograms  per  100  ml.  of  blood. 

Since  lead  is  ubiquitous,  I doubt  we  could  find  really 
“unexposed”  adults. 

A follow  up  has  already  been  done  on  this  group,  in- 
cluding complete  physical  examinations  and  occupational 
histories.  A summary  of  findings  is  in  the  process  of  being 
written  for  publication. 

VICTORIA  L.  SMITH,  M.D.,  M.P.H. 
Director,  Employee  Health  Service 
New  York  State  Department  of  Civil  Service 
The  State  Office  Hu  i Id  inn  Campus 
Albany,  N.  Y.  12239 

Wellness  care 

To  the  Editor:  The  JOURNAL  for  October,  1979,  con- 
tained a letter  to  the  editor  from  Wally  Gordon,  M.D., 
F.R.C.S.,  which  was  headlined:  “The  need  for  funds  for 
health  research:  yet  excessive  military  funds  are  obtaining 
priority”  which  correctly  points  out  that  increasing  military 


continued  from  page  1031 
time-frame  at  FDA.” 

“It’s  clear  I'm  going  to  have  to  take  over  some  of  the 
administration  myself,”  Harris  added.  “I  asked  FDA  why 
it  has  taken  five  years  (to  finalize  regulations  denying 
reimbursement  for  ineffective  and  possibly  defective  drugs) 
and  they  have  not  answered  me.” 

The  HEW  Secretary  said  she  is  assigning  a personal  staff 
member  to  speed  things  up  at  the  FDA. 

* * * 

The  House  Government  Operations  Committee  has 
approved  the  Federal  Privacy  of  Medical  Information  Act, 
restricting  the  release  of  medical  information  and  allowing 
patients  to  examine  their  own  records  in  institutions.  The 
committee  vote  was  26  to  7. 

Six  dissenting  republicans  said  that  health  care  ought 
to  be  regulated  by  the  states.  They  questioned  whether 
there  were  sufficient  abuses  that  made  the  legislation 
necessary.  A vote  is  expected  this  spring  by  the  House. 
Similar  legislation  is  before  the  Governmental  Affairs 


spending  does  not  necessarily  increase  our  strength  but 
may  actually  weaken  us  by  creating  shortages  of  materials 
and  skills  while  simultaneously  increasing  governmental 
expenditures  causing  either  increased  taxes  or  increased 
deficits  which,  in  turn,  increase  the  amount  of  money  in 
circulation  aggravating  inflation.  Excessive  so-called 
"defense  spending”  hurts  the  economy  and  directly  all  of 
us.  More  spending  does  not  mean  more  defense. 

Unrelated  to  but  coupled  with  this  assertion  was  an  at- 
tack on  the  present  system  of  medical  care;  Dr.  Gordon 
stated:  “.  . . many  physicians  are  not  interested  in  ‘well- 
ness,’ in  maintaining  a positive  state  of  health.”  Regret- 
tably the  desire  for  good  health  and  concepts  of  preventive 
medicine  have  been  distorted  into  a concept  of  “wellness”; 
this  provides  a means  for  the  physician  to  become  an  ex- 
tortionist who  collects  money  from  a patient  as  long  as  the 
patient  is  “well”  without  rendering  any  real  medical  service 
to  that  patient.  For  the  “walking  worried”  and  for  those 
with,  as  the  expression  goes,  “money  to  burn,”  wellness  may 
be  a useful  concept  that  allows  the  patient  to  function 
better  and  gives,  often,  an  undeserved  state  of  peace  of 
mind.  However  “wellness  care”  usually  is  more  of  benefit 
to  the  practitioner  than  to  the  patient.  Although  glib 
words  as  wellness  sound  good  when  uttered  and  evoke 
many  positive  attributes,  what  do  they  really  stand  for? 

Let’s  not  confuse  sound  concepts  of  preventive  medicine 
which  every  patient  should  be  taught  to  practice  with  the 
so-called  “wellness”  care  which  supports  many  irregular 
practitioners  and  even  some  physicians. 

BERNARD  L.  ALBERT,  M.D. 

150  White  Plains  Road 
Tarrytown,  N.Y.  10591 


Committee  in  the  Senate. 

Under  the  bill,  patients  in  a federally  supported  insti- 
tution or  facility  would  have  the  right  to  inspect  records 
about  themselves  and  seek  corrections,  if  necessary. 
Penalties  are  provided  for  improper  release  of  patient  in- 
formation. The  bill  does  not  cover  the  offices  of  individual 
physicians. 

* * * 

The  Health,  Education,  and  Welfare  Department,  ab- 
breviated as  HEW  all  these  years,  adopted  a new  name 
officially  on  May  7 — the  Department  of  Health  and 
Human  Services  (HHS).  That’s  the  date  the  new  De- 
partment of  Education  is  launched,  stripping  the  “E”  out 
of  the  HEW.  The  HHS  acronymn  unfortunately  looks  a 
lot  like  the  other  acronyms  that  abound  at  the  HEW  De- 
partment, especially  the  HSA  of  the  Health  Services  Ad- 
ministration. HEW  was  almost  christened  the  Welfare 
Department  at  its  inception  in  the  early  1950s,  but  the  late 
Senator  Robert  Taft  (R.,  Oh.)  balked  at  the  implication  of 
a welfare  state. 
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1980  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1980  ALBION  O.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1980. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred  M.  Mayer,  Ph.D.,  Joseph 
L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  28-October  2,  1980.  The  award  was  endowed  by  the  late  Morris  J. 
Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee’s  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1980  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 

\ r 


Albion  O. 


Bernstein,  M.D.  Award 

1980  Nomination  Form 


( Please  print/  type) 
Name(s)  of  Nominee. 
Professional  Address 


Telephone  ( ) 

Title  of  Achievement 

The  above  is  nominated  for  the  1980  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  the  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone!  ) 

Signed Date 


IISCELL  ANEOUS 


ILLS  COLLECTED  ABUSE  IS  KUI.EI)  OUT  TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)730-0069  . 


IEDICAL TRANSCRIBING  OF  ANY  KIND  EXPERTLY  DONE.  Free  pickup 
and  delivery  in  New  York  City  area,  with  service  by  mail  or  messenger  arranged 
in  other  areas.  Dictating  equipment  provided  free  of  charge  or  use  your  own. 
Dictate  by  phone  available  24  hours  a day,  7 days  a week.  Fast  service,  guaran- 
teed accuracy,  moderate  per  page  rates.  Serving  doctors  and  hospitals  since  1975. 
Molly's  Professional  Typing  Service.  (212)  268-7900. 


ESCULAPIAN  TOURS,  INC.,  SEMINAR  DIVISION,  travel/education  spe- 
cialists for  physicians  and  their  families.  Fascinating  programs,  brief  and  ex- 
tensive itineraries,  excellent  air  travel  and  accommodations  at  substantial  savings. 
Write:  Aesculapian  Tours,  Inc.,  Box  944,  Madison  Square  Station,  New  York. 
N.Y.  10010.  (212)284-1414. 


Build  the  arc 


Association  for  Retarded  Citizens 


PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to:  DUSE  VAN  DEN 

BOSCH 

r>Al/ir  /'Mt/ir^'A  2 W.  45  St.  NY,  NY  10036  ( 1 

DA  VIS-OMEGA  ,2,21  uuw»  J / 


MEDICAL  DIRECTOR 

For  470  bed  geriatric  Health  Care  Facility  providing  a com- 
prehensive and  progressive  health  care  delivery  system  in- 
cluding most  aspects  of  care  outside  the  acute  hospital 
setting.  Experience  required  in  geriatrics.  Knowledge  of 
health  care  economics/administration.  Academic,  clinical 
and  research  potential.  Competitive  salary  and  excellent 
fringe  benefits.  Available  Falll  980.  Send  curriculum  vitae 
to: 

Search  Committee,  c/o  Vincent  S.  Parks,  Jr.,  Administrator, 
St.  John’s  Home, -150  Highland  Ave.,  Rochester,  N.Y. 
14620 

An  Equal  Opportunity/ Affirmative  Action  Employer  M/ F 


PHYSICIANS  WANTED 


' 


; Dr.  D. P.’s  Keogh  Plan 
[ Dr.  R.F.’s  Keogh  Plan 
: Dr.  W.J.’s  Keogh  Plan 

l Dr.  K.G.’s  Corp  Plan 
\ Dr.  H.H.’s  Corp  Plan 
[ Dr.  N.R.’s  Corp.  Plan 
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Plan  today  to  take  advantage  of  these  higher  deductions  For 
full  information,  call  or  mail  in  coupon  below 

To:  The  Pension  Stores 
500  Old  Country  Road 
Garden  City,  New  York 
Telephone:  (516)  747-0880 
□ Yes,  I’d  like  more  information. 

Name  

Address 

City 

State Zip 

Telephone  Number  ( ) 


- 


PSYCHIATRISTS:  Board-eligible  or  certified,  needed  to  serve  adults  for  Western 
New  York  counties  on  the  Niagara  frontier.  Challenging  work  under  new  lead- 
ership. Wide  scope  for  innovations  in  the  care,  community  and  administrative 
fields.  Faculty  appointments  (State  University  of  New  York)  available  for 
qualified  applicants.  NYS  salaries  under  newly  negotiated  contracts  are  ex- 
cellent, with  generous  fringe  benefits.  NYS  license;  or  can  arrange  for  limited 
permit  (2-4  years)  if  licensed  in  another  state  or  Canada.  Opportunities  for 
private  practice  open.  Travel  expenses  paid  if  qualified  for  interview.  An  Equal 
Opportunity  Employer  m/f.  Please  send  curriculum  vitae  with  inquiry  letter 
to:  Mahmud  Mirza,  M.D.,  Director,  Buffalo  Psychiatric  Center,  400  Forest  Ave., 
Buffalo,  N.Y.  14213.  (716)  885-2261. 


EMERGENCY  PHYSICIANS— South;  La;  Ms;  Ala;  Ark;  Fla.  Full-time  opening 
available  with  rapidly  expanding  group  providing  emergency  department  cov- 
erage. Malpractice  paid,  excellent  salary  for  2V2  days  work  per  week.  Send 
curriculum  vitae  in  confidence  to:  Stan  Wright,  Physicians  Management  Ser- 
vices C.,  Ste.  300,  225  Baronne  St.,  New  Orleans,  La.  70112. 


FAMILY  PRACTITIONER.  TAMPA  BAY  AREA,  FLORIDA:  Federally  quali- 
fied HMO  is  recruiting  family  practitioners  for  ambulatory  care  facilities  in 
Clearwater,  Florida.  Competitive  salary  and  comprehensive  benefit  program 
with  opportunity  to  participate  in  academic  program  available.  If  team  inter- 
action and  casual  living  appeal  to  you,  send  c.v.  to:  Prepaid  Health  Care,  Inc., 
Att:  -Jerry  Williamson,  M.D.,  1417  South  Belcher  Rd.,  Clearwater,  Florida  33516. 
(813)  535-3474. 


GENERAL  SURGEON,  NORTH  CAROLINA:  Needed  for  university  owned 
hospital  in  small  coastal  town.  This  private  practice  opportunity  is  ideal  for  an 
experienced  general  surgeon  who  would  enjoy  a relaxed,  productive  life  style  in 
a desirable  climate  on  the  coast.  Send  c.v.  to  Dept.  120,  c/o  NYSJM. 


JOIN  A BALINT  GROUP.  An  ongoing  group  of  physi- 
cians talking  about  difficult  patients  with  an  expert  in  psychosomatics  • To 
understand  more  about  the  triad  doctor-patient-lllness  • To  learn  more  about 
the  medicine  a physican  always  administers:  his/her  own  personality  • 
To  get  more  satisfaction  out  of  practice.  For  information  write  to:  C.  Filiaci, 
M.D.,  145  East  16th  St.,  New  York,  N.Y.  10003,  or  call  after  9 p.m.  (212) 
243-1517. 
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NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa.,  N.Y.,  N.J.,  Mich,  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification.  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila.,  PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776. 


PHYSICIANS  WANTED— CONT’D 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10017,  or  call  collect 
(212)  599-0060. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  & cardiovascular 
surgery  available  it  large  metropolitan  center  near  N.Y.  City;  520-bed  hospital 
with  very  active  open  heart;  general  thoracic  surgery  and  pacemaker  programs; 
candidate  must  have  completed  general  surgery  training.  Excellent  salary;  Bc/Bs 
and  dental  plan;  4 weeks  vacation;  comfortable  apts.  on  premises  is  desired. 
DEPT.  121,  c/o  NYSJM. 


LOCL1MS.  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER’s 
during  summer  months.  Must  be  N.Y.  State  licensed  and  have  D.E. A,  regis- 
tration. Send  c.v.  to:  James  F.  Stehli,  Executive  Secretary,  Physician  Service 
Associates,  33  Mitchell  Ave.,  Binghamton,  N.Y.  13903. 


INTERNIST,  TAMPA  BAY  AREA,  FLORIDA:  Prepaid  Health  Care,  Inc.,  a 
Federally  qualified  HMO,  is  recruiting  internists,  BE  or  BC,  for  adult  ambulatory 
care  units  in  Clearwater  and  St.  Petersburg.  Excellent  salary  and  benefit  pro- 
grams, with  opportunity  to  participate  in  academic  program  available.  Pro- 
gressive, growing  community.  If  Interested  in  growing  with  us,  send  c.v.  to  Jerry 
Williamson,  M.D.,  Medical  Director,  1417  South  Blecher  Rd.,  Clearwater,  Florida 
33516.  (813)  535-3474. 


PEDIATRICIAN,  BOARD  ELIGIBLE  OR  CERTIFIED,  (6-12  months  experience 
in  neonatology  or  pediatric  allergy  preferred)  to  join  board  certified  pediatricians. 
Partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region, 
New  York  State.  Send  resume  to  Dept.  117,  c/o  NYSJM. 

BRONX,  NEW  YORK:  The  unified  psychiatric  residency  training  program  of 
Montefiore  Hospital  and  Medical  Center  and  North  Central  Bronx  Hospital 
unexpectedly  has  an  opening  at  the  PGY-1  or  2 level  for  July  1,  1980.  Out- 
standing, dynamic  clinical  and  academic  experience  provided.  E.O.E.  Write: 
Jack  L.  Katz,  M.D.,  Director  of  Residency  Training,  Department  of  Psychiatry, 
Montefiore  Hospital  and  Medical  Center,  111  East  210th  St.,  Bronx,  N.Y. 
10467. 


EMERGENCY  PHYSICIAN:  Unique  opportunity  to  join  5 independent  con- 
tractors providing  care  in  Upstate  N.Y.  hospital  ED.  Full  specialty  back-up. 
Board-eligibility  in  EM  or  certified  FP,  BLS,  ACLS  and  interest  in  EMS  man- 
datory. Send  resume  to  Dept.  125,  c/o  NYSJM. 

EMERGENCY  MEDICINE-  UPSTATE  NEW  YORK:  Physician  to  join  staff 
of  modern  emergency  room,  rotating  between  day  and  evening  shifts  on  a 40  hour 
per  week  basis.  Excellent  salary  and  employee  benefit  program  including  hos- 
pital paid  retirement  plan.  Modern  J.C.A.H  accredited  community  hospital 
located  in  upstate  New  York  midway  between  Albany  and  Utica  in  an  Adirondack 
vacation  area.  Send  vitae  in  complete  confidence  to  Director  of  Personnel 
Relations,  Nathan  Littauer  Hospital,  Gloversville,  N.Y.  12078. 


SIGNATURE  LOANS 

$5,000  to  $50,000 

• No  collateral  required  • Interest  only  repayment  plan 
for  “new”  physicians  • Convenient,  all  details  arranged 
by  mail  • Completely  confidential. 

FINANCIAL  RESOURCES  COMPANY 
P.O.  Box  502,  Dept.  Y,  Richmond,  Va.  23204  (804)  741-2841 


PHYSICIANS  WANTED— CONT’D 


ROME  DEVELOPMENTAL  CENTER,  a NYS  operated  residential  treatme 
facility  for  multiple  handicapped  and  mentally  retarded  children  and  adults,  I 
immediate  openings  for  clinical  physicians.  Minimum  qualifications  are  N' 
license  and  three  years  post  graduate  medical  experience.  Excellent  salary.  F 
benefits.  Equal  Opportunity  Employer.  Send  resume  to  Frances  J.  Wint 
M.D.,  Chairperson  of  the  Medical  Executive  Committee,  Rome  Developmen 
Center,  Box  550,  Rome,  N.Y.  13440. 


THREE  YEAR  APPROVED  PSYCHIATRIC  RESIDENCY  PROGRAM  n 
appointing  for  an  immediate  unexpected  opening  and  for  July  1980.  Small 
tensive  psychiatric  hospital,  JCAH  approved,  affiliated  with  University  of  Io 
Medical  College.  Comprehensive  program  including  two  adult  psychiatric  un 
adolescent  unit,  childrens  unit,  alcohol  & drug  abuse  unit,  with  innovat 
community  liaison,  and  OPD.  Eclectic  approach.  Situated  in  picturesc 
northeast  Iowa  near  large  cities  with  cultural  advantages,  but  in  rural  setti 
Ideal  for  family  living.  No  financial  sacrifice  while  learning.  Excellent  sala 
liberal  fringe  benefits;  some  housing  available.  Opportunity  to  join  staff  up 
completion  of  training.  All  applicants  must  have  completed  one  year  in  an  i 
proved  training  program  in  internal  medicine,  family  practice,  or  pediatrics 
a flexible  one  year  program  including  four  months  in  internal  medicine. 
Equal  Opportunity  Employer.  Write  or  call  R.  M.  Akbar,  M.D.,  Acting  Sup 
intendent,  or  B.  J.  Dave,  M.D.,  Director  of  Education,  Mental  Health  Institi 
Independence,  Iowa  50644. 


MEDICAL  DIRECTOR  needed  to  provide  overall  supervision  of  an  innovat 
3-county  emergency  medical  services  system  in  Central  New  York.  Must 
capable  of  audit  ing  communications  tapes  and  supervising  interaction  betw 
emergency  departments  and  ambulances.  Will  also  take  care  of  E.R.  patie 
part  time.  Salary  and  fringe  benefits  to  be  discussed.  Pleasant  community;  g 
family  environment.  Dept.  216,  c/o  NYSJM. 


PHYSICIAN,  BROOKHAVEN  NATIONAL  LABORATORY.  The  Medi 
Research  Center  at  Brookhaven  National  Laboratory  on  Long  Island,  N.Y.,  off 
a career  opportunity  in  occupational  medicine  for  licensed  physician.  Bo: 
eligibility  or  certification  in  family  practice  or  occupational  medicine,  and 
perience  in  the  field  of  radiation  effects,  are  desirable.  Brookhaven  Natio 
Laboratory  has  approximately  3500  employees  working  in  diverse  research  fie 
including  high  energy  physics,  radiation  chemistry,  and  reactor  safety.  An  Eq 
Opportunity  Employer  M/F.  Candidates  should  apply  to:  Donald  C.  Borg,  M. 
Chairman,  Medical  Department,  Brookhaven  National  Laboratory,  Associa 
Universities,  Inc.,  LIpton,  Long  Island,  N.Y.  11973. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  F.F.A.R.C.S.  (England),  with  o' 
20  years  of  extensive  experience  in  clinical  and  academic  areas,  available 
Greater  New  York  or  adjoining  N.  Jersey/Conn,  counties.  Part-time  positi 
preferred.  (914)  666-6945. 


DERMATOLOGIST,  BOARD  ELIGIBLE,  university  trained,  desires  positi 
in  New  York  City  Metropolitan  area.  Available  August  1980.  Dept.  108,  (■ 
NYSJM. 




PRACTICES  AVAILABLE 


I 


SALE:  OPHTHALMIC  PRACTICE,  EQUIPMENT,  and  furniture,  with 
without  3-story  brownstone  townhouse  in  which  practice  is  located.  Will  r 
rent  office.  Retiring  from  established  40-year  practice.  Area  restricted 
one-family  houses.  Historical  designation.  Flatbush  section  of  Brooklyn,  N 
Dept.  119,  c/o  NYSJM. 


SUNBELT  FAMILY  PRACTICE  OPPORTUNITY  in  resort  area  on  Gulf 
Mexico,  South  Texas.  Excellent  annual  gross  with  immediate  growth  potent 
Equipped  medical  center  for  sale  or  lease.  Price  and  terms  negotiable.  Doc 
retiring.  Gulf  front  condominiums  available.  Spanish  communication  sk  ■ 
an  asset.  Box  1544,  Port  Isabel,  Texas  78578,  or  call  (512)  943-1335. 
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QUIPMEIMT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  SALE:  X-RAY  MACHINE,  type  DXS,  2002/01  with  vertical  console  tilt  table 
and  tube  stand  beside  table.  Developing  equipment  and  cassettes,  and  screens. 
Also  another  vertical  fluoroscope.  All  in  perfect  working  condition  and  used 
daily.  Call  (212)  465-6968. 


SOUTH  SHORE,  I.ONC.  ISLAND:  Professional  office:  large  waiting  room, 
secretarial  area,  2 consultation  rooms,  0 examining  rooms,  2 lavatories,  small  lab., 
furnace  room,  unfinished  attic — adjoins  gracious  4 bedroom  home  plus  maids, 
19th  century  English  architect’s  design.  One  block  to  general  hospital,  10-15 
minutes  to  4 major  Nassau  County  hospitals.  Established  pediatric  allergy 
practice  until  illness.  Mr.  Pratt,  Attorney  (516)  561-7444. 


REAL  ESTATE  FOR  SALE  OR  RENT 


Doctors  office  specialist:  for  prompt,  efficient  service 

in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H Friedman.  Y.P.,  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


lANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST  , N.Y  C LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time  (212)  861 -90tX) 


OR  RENT:  ST.  CROIX,  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  six; 
on  golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Barber, 
M.D.,  20  Lodges  Lane,  Bala  Cynwyd,  PA  19004.  (215)  664-3625  or  925-3516. 


RIGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice. 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
merable refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
and  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
0027. 


•TICE  SPACE  AVAILABLE,  NASSAU  COUNTY.  N.Y.  1,200  sq.  ft.  in  small 
professional  building  in  East  Rockaway,  New  York.  Excellent  for  internist. 
Available  as  a sublet  or  new  lease  can  be  arranged.  Please  contact  David  B. 
Nelson,  M.D.,  112  Main  St.,  East  Rockawav,  N.Y.  11518.  Phone  (516)  599- 
7719. 


f D WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician's  office  and  ranch 
I ouse.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 

!“-Tom,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
f8  rooms;  entrance  foyer,  large  one  living  room  with  stone  front,  wood  burning 
replace,  formal  dining  room,  large  eat-in-kitchen,  den,  4 large  bedrooms.  3 full 
aths.  Full  panelled  basement  with  divided  areas:  live-in  quarters  includes  living 
>om,  2 bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms 
lus  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
ndscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
rivate  6-car  professional  parking  area.  Wheatley  School  District.  $225,000. 
rincipals  only.  (516)  626-0220. 


1 NTINGTON,  LONG  ISLAND:  MEDICAL  OFFICE  consisting  of  5 furnished 

■ :>oms  on  East  Main  Street  near  hospital.  Contact:  E.  J.  Dobbs.  The  Sammis 

■ troup,  Inc.  (516)  673-5921. 


NEW  PALTZ,  NEW  YORK:  Raised  ranch,  15  years  old,  cedar  shakes,  9 rooms 
include  3 bedrooms,  2 baths,  den,  large  family  room,  native  stone  fireplace,  eat-in 
kitchen,  spacious  living  and  dining  areas,  4%  acres,  landscaped,  partially  wooded, 
mountain  view,  1 V2  hours  from  N.  Y.C.  Suitable  for  combined  professional  and 
residential  use.  $72,000.  (212)  229-9306  or  (914)  255-9656. 


MONROE,  NEW  YORK:  FOR  RENT.  Medical  office  suite,  equipped,  efficient, 
spacious.  Opportunity  for  full  time  generalist(s)/group  in  growing,  beautiful 
country  town  only  45  Thruway  miles  from  N.Y.C.  Lakes;  excellent  schools;  near 
three  good  hospitals.  Call  Mr.  Owen  (914)  783-1432  evenings,  or  write  Dept.  124, 
c/o  NYSJM. 


ROSLYN  HEIGHTS,  LONG  ISLAND,  N.Y.  Doctor  retiring,  offers  home  with 
separate  entrance  to  7-room  office  suite.  Beautifully  landscaped  plot.  Home 
includes  3 bedrooms,  2 baths,  living  and  dining  rooms,  den,  new  kitchen.  Fin- 
ished basement  with  playroom,  laundry.  Close  excellent  schools,  shops,  RR  and 
beach.  $145,000  for  quick  sale.  Call  owner  (516)  621-1923. 


KEW  GARDENS  HILLS,  QUEENS,  N.Y.  Medical  office  for  rent.  Large  fully 
equipped  and  full  furnished  office  with  central  air  conditioning.  Available  im- 
mediately. Call  Sun.  through  Thurs.  (212)  544-1367. 


skooos  group  ltd 


30  WASHINGTON  DRIVE 
CENTERPORT  NY  11721 
51S  271  4372 


SPECIALIZING  IN  FINE  MEDICAL  INTERIORS 


FOR  THE  CONSCIENTIOUS  PHYSICIAN 


• Space  Planning 

• Furniture  Layouts 

• Color  Planning 

• Lighting 

• Carpeting 


• Wallcoverings 

• Window  Treatments 

• Medical/Surgical  Equip. 

• Renovations 

• New  Construction 


' 


\1  YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
is  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
ated  near  all  transportation,  city  buildings,  Staten  Island  Ferry,  and  two  major 
spitals.  For  further  information  contact  Paul  (212)  447-8001. 


tTEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
land’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
cilities,  laboratory,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools, 
I ty  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
j olaryngologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist, 
ir  further  information  contact  Paul  (212)  447-8001. 


vf  LEY  STREAM,  LONG  ISLAND:  Estate  sale  of  physicians  home.  Elegant, 
I brick,  center  hall,  Georgian  Colonial.  Extra  large  living  room,  dining  room, 
loom  professional  suite,  finished  basement,  3V2  baths,  4-5  bedrooms,  3 wood 
|-ning  fireplaces,  2-car  detached  garage;  V3  acre.  Call  (516)  724-7553. 


iW  STREET,  EAST,  (FIFTH  & MADISON).  Luxurious  Manhattan  office, 
pt  psychiatrist.  Share  beautifully  furnished  waiting  room.  Long  lease,  inch 
§ tricity.  Jerome  Silverman.  M.D.  (212)  535-2277. 


( 


Please  send  my  free  brochure  to: 


name  _ 
address 


>1 


phone  # 

practice 

Mail  To:  Skopos  Group,  Ltd. 

90  Washington  Drive 
Centerport,  N.Y.  11721 
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NEW  YORK  UNIVERSITY 

POST-GRADUATE  MEDICAL  SCHOOL 

Announces 

MINICOURSE  SERIES  FOR  PRIMARY  CARE  PHYSICIANS 


SATURDAYS 

9:00  A.M.  to  1:15  P.M.  SEPTEMBER  1980  to  JUNE  1981 

Monthly  clinically  oriented  programs  to  acquaint  physicians  with  new  developments  in  medicine. 


322.  DRUG  STRATEGIES  IN  THE  MANAGEMENT 
OF  ARTHRITIS 
September  6,  1980 
Course  Directors: 

THOMAS  KANTOR,  M.D 
Professor  of  Clinical  Medicine 
MARTIN  MELTZER.  M D 

Associate  Professor  of  Clinical  Medicine 

556.  THE  USE  OF  PSYCHOTROPIC  DRUGS  IN 
OFFICE  PRACTICE 
February  14,  1981 
Course  Directors: 

PAUL  P CASADONTE,  M.D 

Clinical  Assistant  Professor  of  Psychiatry 

ARTHUR  ZITRIN,  M.D. 

Professor  of  Psychiatry 

412.  AN  APPROACH  TO  SPORTS  MEDICINE  IN 
OFFICE  PRACTICE 
October  11,  1980 
Course  Directors: 

JOHN  J BONAMO,  M D 

Clinical  Associate  Professor  of  Orthopedic  Surgery; 
Team  Physician.  New  York  Yankees 
JEFFREY  MINKOFF,  M.D 

Clinical  Associate  Professor  of  Orthopedic  Surgery. 
Team  Physician.  New  York  Islanders 

160.  FRESH  INSIGHTS  INTO  COMMON  SKIN 
PROBLEMS 
March  14,  1981 
Course  Director: 

DAVID  L RAMSAY,  M.D. 

Associate  Professor  of  Dermatology 

311.  WHEN  AND  HOW  TO  ADMINISTER  THE  NEW 
ANTIBIOTICS 
November  8,  1980 
Course  Directors: 

JAMES  J RAHAL,  JR  . M.D. 

Associate  Professor  of  Medicine 
MICHAEL  S SIMBERKOFF,  M.D. 

Associate  Professor  of  Medicine 

704.  MICROSURGERY:  IMPACT  ON  GENERAL 
MEDICAL  AND  SURGICAL  SPECIALITIES 
April  11,  1981 
Course  Director: 

WILLIAM  W SHAW.  M.D 

Assistant  Professor  of  Surgery  (Plastic  Surgery).  Director. 
Clinical  Microsurgery  and  Replantation  — Institute  of 
Reconstructive  and  Plastic  Surgery 

310.  NEW  TECHNOLOGIES  IN  THE  MANAGEMENT 
OF  CHRONIC  PAIN 
December  13,  1980 
Course  Director: 

B BERTHOLD  WOLFF,  M.D. 

Professor  of  Psychiatry 

250.  WHAT  THE  PRIMARY  PHYSICIAN  CAN  LEARN 
FROM  FORENSIC  MEDICINE 
May  9,  1981 
Course  Director: 

MICHAEL  M BADEN.  M.D 
Associate  Professor  of  Forensic  Medicine, 

Deputy  Chief  Medical  Examiner.  New  York  City 

305.  UPDATE:  CARDIAC  DRUG  THERAPY 
January  10,  1981 
Course  Directors: 

KENNETH  R KRAUSS.  M.D. 

Assistant  Professor  of  Medicine 
PAULA  TUNICK.MD 

Instructor  in  Medicine 

478.  IMMUNIZATION  UPDATE:  1981 
June  13,  1981 
Course  Directors: 

ANNE  A GERSHON,  M.D 
Associate  Professor  of  Pediatrics 
SAUL  KRUGMAN,  M D 

Professor  of  Pediatrics 

Fee:  $35  per  course;  $245  for  entire  series.  ACCREDITATION:  4 AMA  Category  1 credit  hours  per  course. 


Preregistration  Form  Please  Type  or  Print 

A SERIES  OF  MINICOURSES  FOR  PRIMARY  CARE  PHYSICIANS 


Name 


Address 

No  & Street  City 

Return  with  check  payable  to  NYU  Post-Graduate 
Medical  School  to:  Registration  Department, 

NYU  Post-Graduate  Medical  School,  Rm.  4-20-0, 

LHB,  550  First  Avenue,  New  York,  N Y.  10016 
(212)  679  8745  (24  hour  telephone  service) 


State  Zip 

Register  me  in  course(s):  please  check 

□ 322  □ 412  D311  □ 310  □ 305  □ 556  □ 160 

□ 704  □ 250  □ 478 

□ Send  Course  Brochure 


NY  5/80 
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NEW  YORK  CITY 


New  York  University  Post 
Graduate  Medical  School 

550  First  Avenue 
*401  East  30th  Street 
Classroom  F 
June  2-6 

SURGERY  OF  THE  HAND 

FEE:  $450.  Preregistration  Required  CREDIT:  AMA 
Cat.  1 (33  hrs.) 

‘Classroom  B,  Alumni  Hall 
June  9 

ENVIRONMENTAL  CONTAMINANTS  CHARACTERISTICS 
ROUTES  OF  ENTRY 
EFFECTS 
June  10 

OCCUPATIONAL  MEDICINE 
MEDICAL  EXAMINATIONS  AND  SURVEILLANCE 
LUNG  FUNCTION  AND  DISEASE 
June  11 

OCCUPATIONAL  MEDICINE  (Continued) 

OCCUPATIONAL  CARCINOGENESIS 
METALS 
SOLVENTS 
June  12 

OCCUPATIONAL  HYGIENE 

SURVEY  TECHNIQUES  AND  INSTRUMENTATION 
CONTROL  OF  EXPOSURES 
June  13 

OCCUPATIONAL  HEALTH 
BIOSTATISTICS 

OCCUPATIONAL  EPIDEMIOLOGY 
BIOMECHANICS 
June  16 

AIR  POLLUTION 

CHARACTERIZATION  OF  ATMOSPHERES 
TRANSPORT  PHENOMENA 
HEALTH  EFFECTS 
June  17 

PHYSICAL  FACTORS 
NOISE,  VIBRATION  AND  ULTRASOUND 
LASERS,  MICROWAVES,  AND  ULTRAVIOLET 
June  18 

PHYSICAL  FACTORS  (Continued) 

THERMAL  PHYSIOLOGY 
IONIZING  RADIATION 
June  19 

STANDARDS  AND  LEGISLATION 
OVERVIEW 
OCCUPATIONAL 
ENVIRONMENTAL 
June  20 

ENVIRONMENTAL  QUALITY 
RESOURCE  RECOVERY 
WATER  SUPPLY 
WATER  POLLUTION  CONTROL 

FEE:  $735.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (70  hrs) 

*NYU  Post  Graduate  Medical  Center 

401  East  30th  Street 

Schwartz  Lecture  Hall,  Classroom  F 

June  16 

ANTIBODIES,  B CELLS,  T CELLS  AND  THEIR 
DISORDERS 
June  17 

COMPLEMENT  AND  INFLAMMATION:  AUTOIMMUNE 
HEMOLYTIC  ANEMIA  AND  CONNECTIVE  TISSUE 
DISEASES 
June  18 

INFECTIOUS  AGENTS  AND  THEIR  CONTROL  IN 


IMMUNOLOGICAL  DISEASES 
June  19 

ALLERGY  AND  IMMEDIATE  HYPERSENSITIVITY- 
SYSTEMIC  AND  CUTANEOUS 
June  20 

GENETICS— TRANSPLANTATION  AND  TUMOR  IMMUNITY 
CLINICAL  IMMUNOLOGY 

FEE:  $360.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (32  hrs.) 

* 'Schwartz  Lecture  Hall,  Classroom  E 
June  18-21 

MANAGEMENT  OF  TRAUMA  FOR  EMERGENCY 
DEPARTMENT  PHYSICIANS 

FEE:  $270.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (21  hrs.) 

'Schwartz  Lecture  Hall,  Classroom  F 
June  2 1 

TOPICS  IN  PEDIATRICS 
THE  CHILD  WITH  A RASH 
June  22 

THE  CHILD  WITH  A GROWTH  PROBLEM 
June  23 

THE  CHILD  WITH  A PAINFUL  JOINT 

FEE:  $265.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (21  hrs.)  AAFP  16V2  hrs. 

June  24 

SUMMER  INSTITUTE  IN  ADOLESCENT  MEDICINE 
GASTROINTESTINAL  AND  NUTRITIONAL  ISSUES 
June  25 

DRUG  AND  ALCOHOL  ABUSE 
June  26 

SCHOOL  AND  FAMILY  PROBLEMS 

FEE:  $265.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (2 1 V2  hrs.)  AAFP  17  hrs. 

* Department  of  Forensic  Medicine  and  The 
Office  of  Chief  Medical  Examiner  City  of  New 
York 

‘New  York  University  Campus 

Greenwich  Village  (5th  Avenue  and  8th  Street) 

June  25 

PRESENTING  FORENSIC  SCIENTIFIC  TESTIMONY 
FORENSIC  AUTOPSY  TECHNIQUES  AND  DEATH 
CERTIFICATION 

’Office  of  the  Chief  Medical  Examiner 
NYU  Medical  Center 

Schwartz  Lecture  Hall,  Classroom  F 
401  East  30th  Street 
June  26 

FORENSIC  CRIMINALISTICS 
FORENSIC  SEROLOGY 

THE  ROLE  OF  THE  M.E.  IN  THE  INVESTIGATION  OF 
SUDDEN  AND  SUSPICIOUS  DEATHS 
BLUNT  TRAUMA 
FORENSIC  NEUROPATHOLOGY 
FORENSIC  RADIOLOGY 
'New  York  University  Campus 
Greenwich  Village  (5th  Avenue  and  8th  Street) 

June  27 

FORENSIC  PSYCHIATRY 
GUNSHOT  AND  SHOTGUN  WOUNDS 
POSTMORTEM  CHEMISTRIES 
SCENE  INVESTIGATION 
VEHICLE  ACCIDENTS 
FORENSIC  PSYCHIATRY 
DRUG  ABUSE 
June  28 

FORENSIC  DENTISTRY 


1040  New  York  State  Journal  of  Medicine/May,  1980 


WGO-2 


FORENSIC  ANTHROPOLOGY 
FORENSIC  ANTHROPOLOGY 
FORENSIC  DENTISTRY 
TERMINATION  OF  TREATMENT 
CRIMINALISTICS  AND  SEROLOGY 
MASS  DISASTERS 
June  29 

PEDIATRIC  FORENSIC  PATHOLOGY 
INVESTIGATION  OF  DEATH  IN  OFFICIAL  CUSTODY 
SCENE  INVESTIGATION 

FEE:  $240.  Preregistration  required  CREDIT:  AMA 

Cat.  1 (30  hrs.) 

For  further  information  contact  Registration  Office,  NYU  Post 
Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 

Brooklyn 

June  4 

AMERICAN  SOCIETY  OF  CLINICAL  ONCOLOGY  MEETING 
IS  SURGERY  BECOMING  OBSOLETE  IN  THE  CURE  OF 
CANCER 

For  further  information  contact  Harvey  Dosik,  M.D.,  The 
Jewish  Hospital  and  Medical  Center  of  Brooklyn,  555 
Prospect  Place,  Brooklyn  11236. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
June  4 

CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE 
Abraham  Kuperman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

June  18 

MUSCLE  DISEASE  IN  GENERAL  MEDICINE 
Alfred  Spiro,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Doctors  Hospital 

170  East  End  Avenue 
June  5 

CONSEQUENCES  OF  STRESS 
Theodore  Cooper,  M.D. 

NO  FEE 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue,  New  York  10028. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 

Bronx 

June  6-11 

THE  ANATOMICAL  BASIS  OF  OPERATIVE  SURGERY 
A LECTURE/LABORATORY  COURSE 
For  further  information,  write  or  phone  Office  of  Continuing 
Medical  Education,  Albert  Einstein  College  of  Medicine,  1300 
Morris  Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 

The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

30  East  42nd  Street 

Erie  County  Medical  Center 

Department  of  Anesthesiology 

Buffalo 

June  9-10 

MANAGEMENT  OF  ANESTHESIA  IN  PATIENTS  WITH 


CIRCULATORY  DISORDERS 
CREDIT:  AMA  Cat.  1 (4  hrs.) 

*The  Barbizon  Plaza  Hotel 

New  York 
June  9- 13 

17TH  ANNUAL  BASIC  SCIENCE  SYMPOSIUM  ON 
ANESTHESIOLOGY  AND  CRITICAL  CARE  MEDICINE 
CREDIT:  AMA  Cat.  1 (38  hrs.) 

For  further  information  contact  Kurt  G.  Becker,  The  New  York 
State  Society  of  Anesthesiologists,  Inc.,  30  East  42nd  Street, 
Suite  1501,  New  York  10017.  Tel:  212/867-7140. 

Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

260  East  188  Street 

Bronx 

June  10 

PREVENTATIVE  CARDIOLOGY 
William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx 
10458.  Tel:  212/295-1100. 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Street 

Brooklyn 

June  10-11 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Stephen  Slogoff,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/735-3344. 

St.  Clare’s  Hospital  and  Health  Center 
415  W.  51th  Street 
( 1 part  of  10  series) 

June  19,  7:30  p.m.,  Thursday 

ECTROPION,  ENTROPION  AND  MAJOR 
RECONSTRUCTIVE  LID  SURGERY 
Norman  Appel,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare’s  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

'The  Mount  Sinai  Medical  Center 

June  15-19,  9:00  a. m. -6:00  p.m.,  Sunday  thru  Thursday 
RHINOPLASTY  AND  OTOPLASTY 
Sidney  Feuerstein,  M.D. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (33 % hrs.) 

June  20-21,  9:00  a. m. -5:00  p.m.,  Friday  and  Saturday 
COSMETIC  SURGERY  OF  THE  AGING  EYE 
Drs.  Morris  Feldstein,  Ira  Eliasoph,  Sidney  Feuerstein, 

Virginia  Lubkin 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

June  23-24,  9:00  a. m. -6:00  p.m.,  Monday  and  Tuesday 
FACIAL  PLASTIC  SURGERY 
William  Lawson,  M.D. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (13  hrs.) 


QUEENS  COUNTY 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
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Flushing 

‘Yellow  Home  Auditorium 
10:30  a.  m.  -12  noon 
June  2 

ACUTE  ACID  BASE  PROBLEMS 
Hugh  Carroll,  M.D. 

June  9 

MALABSORPTION  SYNDROMES:  A CLINICAL  APPROACH 
Leslie  Bernstein,  M.D. 

June  16 

CLINICAL  PATHOLOGICAL  CONFERENCE 
COMA 

Carl  Richie,  M.D.,  John  Gallagher,  M.D. 

June  23 

CONGENITAL  HEART  DISEASE  IN  THE  ADULT 
Joel  Stromm,  M.D. 

June  30 

LEGIONNAIRE'S  DISEASE 
Steven  Udem,  M.D. 

For  further  information  contact  Flushing  Hospital  Center, 
146-09  45th  Avenue,  Flushing  1 1355. 


NASSAU  COUNTY 


Nassau  Hospital 

259  First  Street 
Mineola 

1 1:00  a.m. 

‘Breed  Conference  Room 
DEPARTMENT  OF  MEDICINE 
June  2,  Monday 

PRIMARY  CARE  LECTURE 

HEALTH  MANPOWER  POLICY  FOR  PRIMARY  CARE 
Steven  Jonas,  M.D. 

June  3,  Tuesday 

CRITICAL  CARE  LECTURE 

COMPLICATIONS  OF  THE  CHEMOTHERAPY  OF  CANCER 
Abdul  Mundia,  M.D. 

June  4,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  1 1:00  a.m. 

CARCINOMA  OF  THE  OVARY 
Edward  Greenwald,  M.D. 

June  6,  Friday 

PROBLEM  SOLVING  LECTURE 

BREAST  CANCER— A MODEL  FOR  TREATMENT 

DECISIONS 

Laurence  G.  Bilsky,  M.D. 

June  9,  Monday 

PRIMARY  CARE  LECTURE 

OCULAR,  DIAGNOSTIC  AND  THERAPEUTIC  MODALITIES 
William  Kasper,  M.D. 

June  10,  Tuesday 

CRITICAL  CARE  LECTURE 
PULMONARY  EMBOLUS 
Jalal  Elahi,  M.D. 

June  11,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  11:00  a.m. 

PROBLEMS  IN  GENETICS  FOR  THE  INTERNIST 
George  I.  Solish,  M.D. 

June  13,  Friday 

PROBLEM  SOLVING 

GENETIC  COUNSELING— THE  PROBLEMS  AND 
SOLUTIONS 

Arthur  E.  Mirkinson,  M.D. 

June  16,  Monday 

PRIMARY  CARE  LECTURE 

TREATMENT  OF  THE  ALCOHOLIC  PATIENT  IN  A 
GENERAL  HOSPITAL 
Matthew  Targoff,  M.D. 

June  17,  Tuesday 

CRITICAL  CARE  LECTURE 


TETANUS,  BOTULISM,  GAS  GANGRENE 
Burke  A.  Cunha,  M.D. 

June  18,  Wednesday 

GRAND  ROUNDS:  10:00  a.m. 

ADVANCES  IN  MEDICINE:  11:00  a.m. 

EVOKED  RESPONSES  AS  A DIAGNOSTIC  TEST 
Sydney  Louis,  M.D. 

June  20,  Friday 

PROBLEM  SOLVING 
PERIPHERAL  NEUROPATHY 
Robert  Sherman,  M.D. 

FAMILY  PRACTICE 

June  24,  10:00  a.m.,  Tuesday 

ADVANCES  IN  ENDOCRINE  MANAGEMENT— PART  II 
John  F.  Aloia,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
June  13,  8:00  a.m.,  Friday 

MEDICAL  LECTURE  SERIES 
PSYCHIATRIC  ASPECTS  OF  MENOPAUSE 
Martin  Hurvitz,  M.D. 

UPDATE  IN  REPRODUCTIVE  ENDOCRINOLOGY 
June  13,  9:00  a.m.,  Tuesday 

CA  OF  THE  FALLOPIAN  TUBE 
June  27,  9:00a.m.,  Tuesday 

PALLIATION  IN  THE  CANCER  PATIENT 
OPTHALMOLOGY 
June  3,  5:00  p.m.,  Board  Room 

MODERN  TRENDS  IN  OPHTHALMOLOGY 
Dale  Blanche,  Certified  Orthoptist 
PEDIATRICS 
NEONATOLOGY 

June  5,  12:00  noon,  Thursday,  Auditorium 
BREECH  PRESENTATIONS 
June  12 

TETRALOGY  OF  FALLOT 
June  19 

NEONATAL  GENITAL  URINARY  PROBLEMS 
NEONATOLOGY  AND  NEWBORN  MEDICINE 
June  6,  12:00  noon,  Friday,  Auditorium 

MORBIDITY  AND  MORTALITY  CONFERENCE 
June  13 

SICKLE  CELL  DISEASE  IN  PREGNANCY 
June  20 

CONGENITAL  MALFORMATIONS 
THORACIC  AND  CARDIOVASCULAR  SURGERY 
June  9,  8:00  a.m.,  Breed  Conference  Room 

PRESENT  APPROACHES  TO  INFLAMMATORY  LUNG 
DISEASE 

John  Rooney,  M.D. 

UROLOGY 

June  6,  3:00  p.m.,  Friday,  Breed  Conference  Room 
HYPOSPADIAS  UPDATE 
Terry  W.  Hensle,  M.D. 

June  13 

PATHOLOGY 
PENIS  AND  URETHRA 
June  20 

PRESIDENT  LECTURE 
AMBIGUOUS  GENITALIA 
June  27 

RADIOLOGY 
PEDIATRIC  UROLOGY 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola  11501.  Tel:  51 6/663-2382. 


Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 
(1  part  of  10  sessions) 

June 

NEURO-OPHTHALMOLOGY 

David  A.  Rosen,  MD.,  Chairman 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11042.  Tel:  212/470-2114. 
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Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY  (Stony  Brook) 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
June  2 

INOTROPV-RECENT  PHYSIOLOGIC  AND 
PHARMACOLOGIC  ASPECTS 
Joseph  Hilsenrath,  M.D. 

June  9 

ELECTROPHYSIOL OGIC  ASPECTS  OF  DRUG 
MANAGEMENT  OF  ARRHYTHMIA— WITH  AN  UPDATE 
OF  SLOW-CURRENT-VERAPAMIL 
J.  Thomas  Bigger,  M.D. 

June  16 

VALVULAR  HEART  DISEASE:  HEMODYNAMIC 
CONSEQUENCES  AND  LONG  TERM  RESULTS  OF 
SURGERY 

Stephen  S.  Scheidt,  M.D. 

June  23 

EMBRYOLOGY  OF  THE  HEART  AS  IT  PERTAINS  TO 
COMMON  CONGENITAL  ANOMALIES 
L.  H.  S.  Van  Mierop,  M.D. 

June  30 

ANNUAL  BUSINESS  MEETING  OF  CARDIOLOGY 
DIVISION 

Robert  I.  Hamby,  M.D. 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center  New 
Hyde  Park,  11042.  Tel:  212/470-2114. 


June  10,  1 1:30  a m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 

BENIGN  ADENOMA  OF  THE  COLON:  DIAGNOSIS  AND 

MANAGEMENT 

Sidney  Winawer,  M.D. 

’St.  Charles  Classroom  A 
June  10,  10:30  a.m.,  Tuesday 
OB/GYN  CONFERENCE 
LONG  TERM  FOLLOW-UP  OF  ECCLAMPTICS 
Leon  Chesley,  M.D. 

June  16,  7:30  a.m.,  Monday 
OPHTHALMOLOGY 
OCULAR  MYESTHENIA  GRAVIS 
Jean-Pierre  Huberman,  M.D. 

* St.  Charles  Lecture  Room 
June  17,  1 1:30  a m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
USE  AND  ABUSE  OF  PSYCHOKINETIC  DRUGS 
Nelson  Hendler,  M.D. 

June  20,  8:00  a m.,  Friday 

FAMILY  PRACTICE  PROGRAM 
OFFICE  MANAGEMENT  OF  DIABETIS 
Fred  W.  Whitehouse,  M.D. 

June  24,  1 1:30  a m - 1:00  p.m. 

WEEKLY  EDUCATIONAL  SERIES 

DETECTION  AND  CONTROL  OF  SIDE  EFFECTS  DURING 
STEROID  THERAPY 
Leslie  Ira  Rose,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson 
11777.  Tel:  516/473-2800. 


Mercy  Hospital 

1000  North  Village  Avenue 
Rockville  Centre 

9:00  a m.  -1 1:00  a.  m.,  Wednesdays 
June  4 

HYPERSENSITIVITY  LUNG  DISEASE 
Kurt  J.  Bloch,  M.D. 

June  18 

PROSTAGLANDINS-CLINICAL  CORRELATIONS 
Randall  M.  Zusman,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue,  Rockville  Centre  11570. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
June  5 

GRAND  ROUNDS 
TO  BE  ANNOUNCED 
June  12 

METABOLIC  ACIDOSIS 
Sheldon  Adler.  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ethel  Ford,  Nassau  County 
Medical  Center,  2201  Hempstead  Turnpike,  East  Meadow 
11554.  Tel:  516/542-3713. 


SUFFOLK  COUNTY 


Mather  Memorial  Hospital  cosponsored  by  St. 
Francis  Hospital 

North  Country  Road 
Port  Jefferson 
‘Mather  Conference  Room 
June  2,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
June  2,  8:00  p.m.,  Monday 

PEDIATRICS  EDUCATIONAL  PROGRAM 
IMMUNOLOGY  IN  PEDIATRICS— AN  UPDATE 
Rebecca  H.  Buckley,  M.D. 

June  16,  7:00  a.m.,  Monday 

ANESTHESIOLOGY  CONFERENCE 
ANESTHESIA  FOR  EMERGENCY  EXPLORATORY 
LAPAROTOMY  AND  SPLENECTOMY 
Edward  Norris,  M.D. 

June  16,  11:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
June  23,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
June  30,  1 1:30  a.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gerald  Shapiro,  M.D.,  Mather 
Memorial  Hospital,  North  Country  Road,  Port  Jefferson, 
11777.  Tel:  516-473-1320. 


St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
*St.  Charles  Lecture  Room 
June  3,  1 1:30  a.m- 1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
PRE-OPERATIVE  NUTRITION 
William  P.  Steffee,  M.D. 


Kings  Park  Psychiatric  Center 

Kings  Park 

•Auditorium,  Day  Treatment  Center 
Bldg.  23 

June  4 and  June  25,  10:30  a.m.- 12:00  noon 

THE  CONCEPT  OF  ANTIBIOTIC  TREATMENT 
RESPIRATORY  INFECTIONS 
SEXUALLY  TRANSMITTED  INFECTIONS 
NO  FEE  CREDIT:  AMA  CAT.  1 
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For  further  information  contact  G.  V.  Laury,  M.D.,  Chief  of 
Education  and  Training,  Kings  Park  Psychiatric  Center,  Kings 
Park.  Tel:  516/544-2669. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

'The  Buffalo  Hilton 

Buffalo 

June  5-7 

THE  1 1TH  NATIONAL  ADVANCES  IN  PEDIATRICS 
Elliot  F.  Ellis,  M.D. 

FEE:  $175.  Physicians  CREDIT:  AMA  Cat.  1(14 

hrs.) 

$85.  Allied  Health  Professionals 
For  further  information  contact  Rayna  Dutton,  CME 
Coordinator,  Children’s  Hospital,  219  Bryant  Street,  Buffalo 
14222.  Tel:  716/878-7689. 

The  Dent  Neurologic  Institute  of  the  Millard 
Fillmore  Hospital,  and  State  University  of  New 
York  at  Buffalo 

3 Gates  Circle 
Buffalo 

'The  Niagara  Hilton 
June  12-14 

THE  ANEURYSM  PATIENT 

PREOPERATIVE  AND  POSTOPERATIVE  CARE 

Robert  Grubb,  M.D.,  Robert  Spetzler,  M.D. 

For  further  information  contact  L.  N.  Hopkins,  M.D., 
Department  of  Neurosurgery,  The  Dent  Neurologic  Institute  of 
the  Millard  Fillmore  Hospital,  3 Gates  Circle,  Buffalo  14209. 
Tel:  716/886-2058. 

Roswell  Park  Memorial  Institute  and  the 
Niagara  University  School  of  Nursing 

666  Elm  Street 
Buffalo 
June  2 1 

CANCER  OF  THE  COLON-RECTUM 

1980  DEPARTMENT  OF  SURGICAL  ONCOLOGY 
Dr.  Mittelman 

For  further  information  contact  Program  Chairman,  Primitivo 
D.  Roca,  M.D.,  277  Alexander  Street,  Rochester  14607. 


NEWBURGH 


Medical  Society  of  the  County  of  Orange,  Inc. 

465  Route  9W  North 
Newburgh 

'Horton  Memorial  Hospital 
Tower  Building  Auditorium 
Middletown 

June  17,  8:30  a. m.  -10:30  a.  m.,  Tuesday 

NEW  CONCEPTS  IN  THE  TREATMENT  OF  RHEUMATIC 
DISEASES 

NO  FEE  CREDIT:  AMA  Cat.  1 applied  for 

TO:  Subscribers  to  "What  Goes  On  In  Medicine’’ 


For  further  information  contact  Paul  Chellappa,  M.D. 

Medical  Society  of  the  County  of  Orange,  Inc.,  465  Route  9W 
North,  Newburgh  12550.  Tel:  914/561-0381. 


NYACK 


Nyack  Hospital 

North  Midland  Avenue 
Nyack 

June  10,  9:00  a.m.,  Tuesday 
DEPARTMENT  OF  NEPHROLOGY 

MECHANISMS  OF  RENAL  DISEASE 
Steven  Yablon,  M.D. 

INTERSTITIAL  NEPHRITIS 
Victor  Pappoe,  M.D. 

PROTEINURIA 

Edner  Jean-Jacques,  M.D. 

June  17,  9:00  a.m.,  Tuesday 
CHRONIC  RENAL  FAILURE 
PERITONEAL  DIALYSIS 
Arthur  Appel,  M.D. 

HEMODIALYSIS 
Edner  Jean-Jacques,  M.D. 

CHRONIC  RENAL  FAILURE 
Arthur  Appel,  M.D. 

June  24,  9:00  a.m.,  Tuesday 

RENAL  BIOPSY:  INDICATIONS,  TECHNIQUES, 

COMPLICATIONS 

Steven  Yablon,  M.D. 

KIDNEY  STONES:  TREATMENT  AND  MANAGEMENT 
Victor  Pappoe,  M.D. 

DEPARTMENT  OF  SURGERY 
June  27,  8:00  a.m.,  Friday 

MALIGNANT  HYPERTHERMIA 
Caridad  Dy,  M.D. 

DEPARTMENT  OF  ORTHOPEDIC  SURGERY 
June  10,  8:30  a.m.,  Tuesday 

RADIATION:  HAZARDS  AND  BENEFITS 
Austin  Johnston,  M.D. 

DEPARTMENT  OF  PEDIATRICS 
June  16,  8:00  p.m.,  Monday 

NEUROLOGICAL  PROBLEMS  IN  PEDIATRICS 
Hart  Peterson,  M.D. 

FEE:  $25.  CREDIT:  AMA  & AAFP 

For  further  information  contact  Mrs.  Frances  Rodriguez, 

Medical  Staff  Office,  Nyack  Hospital,  Nyack.  Tel:  914/ 

358-6200. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 
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ANESTHESIOLOGIST 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

EMERGENCY  ROOM 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13201.  Tel:  315/252-3388. 

ENT 

NORWOOD,  N.Y.,  St.  Lawrence  County  needs  an  ENT  Physician  and 
Family  Physician.  Contact  Henry  Vinicor,  M.D.,  53  So.  Main  St., 
Norwood  13668. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida  13421. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  M.D.,  7 West  Church  St.,  Adams  13605.  Tel: 
3 1 5/232-2972  or  3 1 5/232-29 1 1 . 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NORWOOD,  N.Y.,  St.  Lawrence  County  need  a Family  Physician 
and  ENT  Physician.  Contact  Henry  Vinicor,  M.D.,  63  So.  Main 
St.,  Norwood  13668. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida  13421. 

1046  New  York  State  Journal  of  Medicine/May,  1980 


SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a General  and  Vascular 
Surgeon.  Contact  Walter  A.  Minaert,  M.D.,  228  Sherman  Street, 
Watertown  13601.  Tel:  315/732-19990. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Internist.  Contact  A.  J.  Cuti,  M.D, 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  Street,  New 
York  10029  Tel:  212/369-2211. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

LOCUM  TENENS 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
Jerry  Hersh,  M.D.,  1301  Trumansburg  Road,  Ithaca  14850.  Tel: 
607/273-8505. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 


WGO-8 


NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician.  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL.  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago.  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 
FROM:  The  Editor 


OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PEDIATRICS 

BROOKHAVEN,  N Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  1 1967. 
Tel:  516/281-4070. 

HORNELL,  N Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

NEW  YORK,  N.Y.,  needs  a Pediatrician.  Contact  A.  J.  Cuti,  M.D., 
Flower  Fifth  Family  Medical  Office,  10  E.  107th  St.,  New  York 
10029.  Tel:  212/369-2211. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Sodus  Health  Center,  Box  A,  Sodus  14551.  Tel: 
315/483-9133. 

RADIOLOGIST 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

MT.  VERNON,  N.Y.,  Westchester  County  needs  a Radiologist. 
Contact  Arnold  Joffe,  M.D.,  30  Anpell  Drive,  Scarsdale 
10583.  Tel:  914/725-2242.  Call  8:00  p.m.-10:00  p.m. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

S3  00  one  year 


12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  _____ 

City.  State  _ 

(zip) 


May,  1980/New  York  State  Journal  of  Medicine  1047 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status, 

Medical  School 

Internship  


Hospitals_ 


Residency 


Hospitals_ 


Specialty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?. 

Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


(Telephone  Number) 


_Marital  Status, 
Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberahipa 

Are  you  in  practice  at  present? What  type  of  practice  are  you  lntereated  in? 

Associate  Industrial 


Solo 


Other 


Group 


Institutional 


Dote  you  will  be  available  for  practice, 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


'/hen  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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Librium 

ch/ordiazepoxide  HC I /Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  anti  hypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  Instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.q. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b i d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ®(chlordiazepoxide  HCI)  Capsules,  5 
mg,  10  mg  and  25  mg- bottles  of  100  and  500;  Tel-E-Dose  ® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable 


synonymous 
with  relief  of  anxiety 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Please  see  following  page. 


Hr  synonymous 
With  relief  of  anxiety 


Please  see  preceding  page  for  a summary  of  product  information 
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ZYLOPRIM 

the  original  (allopunnol) 
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Antidepressant  effectiveness  with 
:onvenient  once-a-day  h.s.  dosage 


SINEQUAK 


(DOXEPIN  HCI) 


150-mg,+  100-mg,  75-mg,  50-mg,  25-mg, 

and  10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg/ ml,  120-ml  (4-oz)  bottles 


The  total  daily  dosage  of  Sineqoan,  up  to  150  mg,  may  be  administered  on  a once-o-day  schedule  without 
loss  of  effectiveness. 

i'The  150-mg  capsule  strength  is  intended  for  maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment.  m* 


Please  see  Brief  Summary  on  next  page  for  information 
warnings,  precautions  and  adverse  reactions. 


Antidepressant 

Effectiveness 


SINEQUAN' 


(DOXEPIN  HCI) 


150-mg,*  100-mg,  75-mg,  50-mg,  25-mg, 

and  10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg/ml,  120-ml  (4-oz)  bottles 


*The  150-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


Convenient  once-a-day  h.s.  dosage 

which  may  improve  patient  compliance.  The  total 
daily  dosage,  up  to  150  mg  per  day,  may  be  given 
on  a once-a-day  schedule  without  loss  of 
effectiveness.  Sinequan  may  also  be  given  on  a 
divided  dosage  schedule  up  to  300  mg  per  day. 

Prominent  sedative  effect 

which  may  help  to  relieve  the  difficulty  in  falling  and 
staying  asleep,  and  the  early-morning  awakening 
often  associated  with  depression. 

Established  antianxiety  activity 

to  help  alleviate  the  anxiety  which  often 
accompanies  clinical  depression. 

Usually  well  tolerated 

at  doses  up  to  150  mg  per  day,  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guanethidine  and  related  compounds.  Tachycardia 
and  hypotension  have  been  reported  occasionally. 
Drowsiness  is  the  most  commonly  observed  side 
effect.  Dry  mouth,  blurred  vision,  constipation  and 
urinary  retention  have  been  reported. 

Extended  range  of  dosage  strengths 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN  * (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  SINEQUAN  is  contraindicated  in  individuals  who  have  shown  hypersensitivity 
to  the  drug  Possibility  of  cross  sensitivity  with  other  dibenzoxepines  should  be  kept  in  mind 
SINEQUAN  is  contraindicated  in  patients  with  glaucoma  or  a tendency  to  urinary  retention 
These  disorders  should  be  ruled  out,  particularly  in  older  patients 

Warnings.  The  once-a-day  dosage  regimen  of  SINEQUAN  in  patients  with  intercurrent  illness  or 
patients  taking  other  medications  should  be  carefully  adjusted  This  is  espec.ally  important  in 
patients  receiving  other  medications  with  anticholinergic  effects 
Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition 
Usage  in  Pregnancy:  Reproduction  studies  have  been  performed  in  rats,  rabbits,  monkeys 
and  dogs  and  there  was  no  evidence  of  harm  to  the  animal  fetus  The  relevance  to  humans  is  not 
known  Since  there  is  no  experience  in  pregnant  women  who  have  received  this  drug,  safety  in 
pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of  the  drug  in 
human  milk  and  its  effect  on  the  nursing  infant 

Usage  in  Children:  The  use  of  SINEQUAN  in  children  under  12  years  of  age  is  not  recom- 
mended because  safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  etlects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  ot  therapy  with  SINEQUAN  The 
exact  length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered,  and  the  dosage  involved 
Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the  danger 
inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially  important  in 
patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  of 
the  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  the  drug  Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be 
potentiated 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  ot 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE:  Some  ot  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological  similarities 
among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing  SINEQUAN 
Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it.  may  be 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
confusion,  disorientation,  hallucinations,  numbness  paresthesias,  ataxia,  and  extrapyramidal 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosmophilia  has  been  reported  in  a few  patients  There  have  been  occasional 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  throm- 
bocytopenia, and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
aphthous  stomatitis  have  been  reported,  (See  anticholinergic  effects  ) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
of  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
reported  with  tricyclic  administration 

Other  Dizziness,  tinnitus,  weight  gam,  sweating,  chills,  fatigue,  weakness,  flushing,  jaundice, 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects 
Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a starting 
daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or  decreased  at 
appropriate  intervals  and  according  to  individual  response  The  usual  optimum  dose  range  is  75 
mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase  to 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg/day 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organic 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  closes  as  low 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  may  be  given  on  a divided  or  once-a-day  dosage 
schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  is  150 
mg/day  This  dose  may  be  given  at  bedtime  The  150  mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Anti-anxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effect 
may  not  be  evident  for  two  to  three  weeks 
Overdosage. 

A Signs  and  Symptoms 

1,  Mild  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth. 

2 Severe:  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  and 
tachycardias 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileus), 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressive 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  to 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbed 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lavage 
with  saline  lor  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patients 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  days, 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  the 
appropriate  antiarrhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  CNS 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  Ihe  slow  intrave- 
nous administration  of  1 mg  to  3 mg  of  physostigmme  salicylate  Because  physostigmme  is 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respond  to 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  depres- 
sion Dialysis  and  forced  diuresis  generally  are  not  ot  value  in  the  management  of  overdosage 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg,  75  mg 
and  100  mg  doxepin  bottles  of  100,  1000.  and  unit-dose  packages  of  100  (10  x 10's)  25  mg  and 
50  mg  doxepin  bottles  of  100,  1000.  5000.  and  unit-dose  packages  of  100  (10  x 10’s)  J50  mg 
doxepin  bottles  of  50,  500,  and  unit-dose  packages  ot  100  (10  x 10's)  SINEQUAN  Oral  Concen- 
trate is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated  at  5 mg,  10  mg,  15 
mg  20  mg  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg  doxepin  Just  prior  to 
administration.  SINEQUAN  Oral  Concentrate  should  be  diluted  with  approximately  120  ml  of 
water  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or  pineapple  juice  SINE- 
QUAN Oral  Concentrate  is  not  physically  compatible  with  a number  ol  carbonated  beverages. 
For  those  patients  requiring  antidepressant  therapy  who  are  on  methadone  maintenance,  SINE_ 
QUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed  together  with  Gatorade, 
lemonade,  orange  juice,  sugar  water,  Tang,®  or  water,  but  not  with  grape  juice  Preparation  and 
storage  of  bulk  dilutions  is  not  recommended 
More  detailed  professional  information  available  on  request. 
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Medical  News 


American  Cancer  Society 
Eleanor  Roosevelt 
international  cancer  fellowships 

The  International  Union  Against  Cancer,  with  the  funds 
provided  hy  the  American  Cancer  Society,  will  award  fel- 
lowships for  research  on  cancer. 

The  awards  will  be  granted  to  experienced  investigators 
who  have  demonstrated  their  ability  for  independent  re- 
search and  who  wish  to  broaden  their  experience  by  a pe- 
riod of  study  at  a single  inst  itution  in  another  country. 

Fellowships  will  be  granted  only  to  persons  on  the  staff 
of  universities,  teaching  hospitals,  research  laboratories, 
or  similar  institutions. 

Awards  will  be  made  to  investigators  who  are  devoting 
themselves  either  to  the  experimental  or  the  clinical  as- 
pects of  cancer  research. 

Fellowships  will  not  be  granted  to  persons  who  wish 
primarily  to  perfect  their  training  in  methods  of  cancer 
detection  or  in  therapeutic  techniques,  or  who  wish  to  visit 
briefly  several  institutions  abroad.  The  duration  of  the 
fellowships  ordinarily  will  be  one  year  but  this  period  may 
be  longer  or  shorter  in  special  circumstances. 

The  stipend  will  be  based  on  the  current  salary  of  the 
applicant  and  the  salary  of  comparable  qualifications  in 
the  place  where  the  applicant  expects  to  study. 

An  allowance  will  be  made  for  the  cost  of  travel  of  the 
fellow  and  of  those  dependants  who  will  accompany  him 
from  his  place  of  residence  to  the  institution  where  he  will 
work,  and  return. 

Deadline  for  receiving  applications  and  supporting 
documents:  1 October.  Successful  applicants  may  begin 
their  Fellowship  at  any  time  during  the  twelve  months’ 
period  beginning  1 June. 

Application  forms  and  additional  information  may  be 
obtained  from:  International  Union  Against  Cancer,  rue 
du  Conseil-General,  3;  1205  Geneva,  Switzerland. 

New  directory  lists 
medical  residents 

A total  of  64,332  young  physicians  are  in  residency 
training  in  the  United  States  in  the  1979-80  academic  year. 
This  is  an  increase  of  1,169  trainees  over  the  previous  year. 
The  largest  increase  in  number  of  residents  from  the 
1978-79  year  to  the  current  year  is  in  the  specialty  of  family 
practice. 

In  the  current  academic  year  43.9  percent  of  all  residents 
are  in  training  programs  in  family  practice,  internal  med- 
icine, or  pediatrics.  If  obstetrics/gynecology  is  included, 
51  percent  of  all  residents  are  being  trained  in  primary  care 
specialties.  Women  in  residencies  total  11,839,  or  18.7 
percent.  Some  20.2  percent  of  all  physician  trainees  are 
graduates  of  foreign  medical  schools. 

These  facts  are  found  in  the  newly  published  ’79-’80 
Directory  of  Residency  Training  Programs,  popularly 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


called  “The  Green  Book,”  edited  by  Anne  E.  Crowley, 
Ph.D.,  of  the  American  Medical  Association  Medical  Ed- 
ucation staff. 

The  Directory  is  the  recognized  historical  record  of 
graduate  medical  education  in  the  United  States.  State 
licensing  boards  and  specialty  societies  refer  to  this  official 
list  to  verify  the  authenticity  of  residency  programs  pre- 
sented by  physicians  to  qualify  for  licensure  or  certifica- 
tion. 

The  Directory  gives  a complete  listing  of  4,630  residency 
programs  offered  as  of  October  1, 1979.  A four-page  sup- 
plement lists  new  programs  accredited  after  that  date. 
The  supplement  is  free  and  may  be  obtained  by  writing  to 
Department  of  Educational  Directories,  American  Medical 
Association,  535  N.  Dearborn,  Chicago,  IL  60610.  Please 
enclose  a self-addressed  envelope. 

Copies  of  the  Directory  may  be  obtained  from:  Order 
Department  (OP-74),  American  Medical  Association,  P.O. 
Box  821,  Monroe,  WI 53566.  Single  copies  are  $10;  copies 
to  be  sent  outside  the  U.S.  are  $13,  prepaid. 

Another  successful  year  for  AMA-ERF 
— thanks  to  you 

It  is  my  pleasure  to  report  that  1979  was  another  suc- 
cessful year  for  the  AMA-ERF.  Income  from  all  sources, 
contributions,  earnings,  and  so  forth,  totaled  over  $2  mil- 
lion, and  a similar  amount  was  distributed  in  support  of  the 
Foundation’s  programs. 

The  AMA-ERF  medical  school  fund  attracted  more 
than  $1.2  million  in  1979.  These  funds  are  sent  to  the 
schools  according  to  your  designation  to  be  used  by  the 
deans  to  pursue  excellence  in  their  programs.  Our  student 
loan  guarantee  program  assisted  2,180  medical  students 
and  residents  with  new  loans  in  1979  valued  at  over  $4 
million.  Almost  $95  million  have  been  loaned  since  this 
program’s  inception  in  1962. 

Because  AMA-ERF  loan  default  experience  has  been  so 
much  better  than  some  other  student  loan  programs,  I 
thought  you  would  like  to  know  just  how  responsible  the 
new  generation  of  physicians  is.  Since  1962,  more  than  93 
percent  of  our  borrowers  have  paid  off  their  loans  without 
any  special  encouragement.  In  the  majority  of  default 
cases,  a mutually  acceptable  schedule  of  repayment  is 
reached;  about  50  percent  of  the  value  of  all  defaults  has 
been  collected,  and  payments  on  much  of  the  balance 
continue. 

The  unrestricted  fund  is  another  important  AMA-ERF 
program  that  needs  your  support.  Its  resources  are  used 
to  respond  to  special  opportunities,  such  as  experimental 
health  delivery  systems,  health  education,  biomedical  re- 
search, and  other  worthy  programs  and  activities. 

Please  remember  your  contribution  to  AMA-ERF  is  tax 
deductible.  AMA-ERF  is  classified  by  the  Internal  Rev- 
enue Service  as  a 501(c)(3)  and  a 590(a)(1)  organization; 
gifts  are  considered  charitable  contributions  to  a public 
foundation. 
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Kalter,  R.  D.:  Single  donor  platelets  and  granulocytes, 
New  York  State  J.  Med.  80:  1065  (June)  1980. 

Single  donor  platelets  and  granulocytes  are  increasingly 
popular  in  the  support  of  patients  with  hematologic  ma- 
lignant conditions.  The  indications  and  methods  of  cy- 
topheresis,  the  hazards  to  the  donor,  and  the  characteristics 
of  the  products  are  reviewed. 

Han,  T.,  and  Winnicki,  M.  S.:  Indomethacin-mediated 
enhancement  of  lymphocyte  response  to  mitogens;  in 
treated  and  untreated  Hodgkin’s  disease  and  non-Hodg- 
kin’s  lymphoma,  New  York  State  J.  Med.  80: 1070  (June) 
1980. 

The  present  study  confirms  previous  observations  that 
in  vitro  lymphocyte  proliferative  response  to  PHA  is  im- 
paired in  a majority  of  untreated  patients  with  Hodgkin’s 
disease  and  non-Hodgkin’s  lymphoma.  This  study  shows 
that,  as  compared  with  normal  individuals,  (1)  the  mean 
PHA  (phytohemagglutinin)  response  to  Hodgkin’s  disease 
or  non-Hodgkin’s  lymphoma  patients  is  somewhat  low;  (2) 
the  mean  PWM  (pokeweed  mitogen)  response  of  Hodg- 
kin’s disease  or  non-Hodgkin’s  lymphoma  patients  is 
normal;  (3)  the  mean  concanavalin  A (Con-A)  response  of 
non-Hodgkin’s  lymphoma  patients  is  normal;  and  (4)  the 
mean  concanavalin  A response  of  Hodgkin’s  disease  pa- 
tients is  somewhat  high.  However,  the  difference  of  each 
response  between  healthy  subjects  and  Hodgkin’s  disease 
or  non-Hodgkin’s  lymphoma  patients  is  not  statistically 
significant.  The  mean  PHA,  concanavalin  A,  or  PWM 
response  of  remission  patients  with  Hodgkin’s  disease  and 
non-Hodgkin’s  lymphoma  is  higher  than  that  of  active 
patients  (PHA,  p < 0.05;  concanavalin  A,  p < 0.05;  PWM, 
p > 0.05).  Indomethacin,  a prostaglandin  synthetase  in- 
hibitor, is  found  to  be  capable  of  enhancing  the  mitogen- 
induced  lymphocyte  proliferative  responses  of  healthy 
subjects  as  well  as  patients  with  Hodgkin’s  disease  and 
non-Hodgkin’s  lymphoma.  Indomethacin  has  no  mito- 
genic activity.  Ethyl  alcohol,  0.01  percent,  in  which  in- 
domethacin is  dissolved,  is  also  found  to  be  nonmitogenic 
or  nontoxic  to  lymphocytes.  Although  indomethacin  en- 
hances the  lymphocyte  response  to  PHA  in  patients  with 
Hodgkin’s  disease  or  non-Hodgkin’s  lymphoma,  the  en- 
hancement is  to  less-than-normal  levels,  suggesting  that 
the  prostaglandin-producing  suppressor  cells  may  not  be 
the  only  responsible  factor  for  impaired  PHA  response  in 
lymphoma. 

Yassa,  R.,  Ananth,  J.,  and  Mendis,  T.:  Lithium  salts  in 
leukopenic  disorders,  New  York  State  J.  Med.  80:  1076 
(June)  1980. 

Lithium  carbonate  can  produce  leukocytosis  by  a direct 
action  on  bone  marrow.  This  finding  can  be  useful  in  the 
treatment  of  various  leukopenic  conditions.  In  this  report 
the  therapeutic  efficacy  of  lithium  in  the  disease-related 
as  well  as  drug-induced  leukopenic  conditions  is  reviewed 
and  its  importance  discussed. 

Filstein,  M.  R.,  Potter,  M.  E.,  and  Payne,  R.:  Outbreak 


of  brucellosis  in  Upstate  New  York,  New  York  State  J. 
Med.  80:  1081  (June)  1980. 

In  the  period  from  December,  1977,  to  March,  1978,  eight 
cases  of  brucellosis  occurred  in  workers  at  an  Upstate  New 
York  abattoir.  These  were  the  first  recognized  cases  in 
workers  at  the  abattoir  in  its  31  years  of  operation.  Bru- 
cella infection  was  associated  with  the  processing  of  cattle. 
All  seropositive  individuals  either  worked  in  the  kill  de- 
partment or  had  frequent  exposure  to  the  kill  department. 
Approximately  1.5  years  before  the  first  reported  case,  the 
plant  more  than  doubled  the  number  of  cattle  slaughtered, 
but  the  relative  proportion  of  cattle  to  calves  slaughtered 
remained  unchanged.  As  a result  of  an  epizootic  of  bovine 
brucellosis  in  the  area,  the  number  of  Brucella- infected 
and  exposed  cattle  slaughtered  increased  dramatically 
approximately  seven  months  prior  to  the  onset  of  the 
outbreak  of  brucellosis  in  employees. 

Charatan,  F.  B.:  Geriatric  psychiatry;  psychosomatic 
considerations,  New  York  State  J.  Med.  80: 1085  (June) 
1980. 

Aging  as  a phase  of  the  human  developmental  cycle  is 
accompanied  by  debits  such  as  slowness,  memory  impair- 
ment, rigidity,  and  coldness.  On  the  credit  side  are  ma- 
turity of  judgment,  ability  to  reminisce,  and  survivor  value. 
The  incidence  of  certain  diseases,  such  as  neoplasms,  dia- 
betes mellitus,  osteoporosis,  Parkinson’s  disease,  and  di- 
verticulosis,  rises,  but  a relative  shift  of  libido  from  the 
genitals  to  the  alimentary  tract  may  result  in  overeating 
and  hypochondriasis.  The  physician  working  with  the 
aged  must  be  on  constant  guard  against  therapeutic  ni- 
hilism. 

Dhalla,  S.,  and  Flynn,  J.  T.:  Chemoprophylaxis  of  in- 
fection: an  overview,  New  York  State  J.  Med.  80: 1087 
(June)  1980. 

Chemoprophylaxis  has  been  found  useful  in  a variety  of 
situations  encountered  in  medical  and  surgical  practice 
today.  Indications  for  nonsurgical  prophylaxis  include 
prevention  of  rheumatic  fever,  bacterial  endocarditis,  re- 
current urinary  tract  infections,  meningococcal  disease  in 
close  contacts,  influenza  A virus  infections,  and  active  tu- 
berculosis in  high  risk  groups.  Prophylactic  antibiotics 
are  indicated  in  surgical  procedures  which  involve  a high 
risk  of  bacterial  contamination,  such  as  in  colorectal  sur- 
gery, vaginal  hysterectomy,  gastric  surgery  in  presence  of 
achlorhydria  or  hypochlorhydria,  biliary  tract  surgery  in 
patients  likely  to  have  contaminated  bile;  and  in  some  clean 
procedures  where  the  consequences  of  chance  contami- 
nation may  be  disastrous,  as  in  open  heart  surgery  or  in  the 
insertion  of  hip  prostheses.  To  be  effective,  antibiotics 
must  be  started  prior  to  the  surgical  procedure  and  con- 
tinued only  for  a short  time  thereafter. 

Jennings,  E.  C.,  Aungst,  C.  W.,  and  Yatco,  R.: 

Asymptomatic  patients  with  primary  carcinoma;  com- 
puterized axial  tomography  study,  New  York  State  J. 
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Med.  80:  1096  (June)  1980. 

Two  hundred  sixty-six  patients  with  known  primary 
carcinoma  who  had  no  neurologic  signs  or  symptoms  un- 
derwent CAT  (computerized  axial  tomography)  studies  to 
determine  the  frequency  of  silent  brain  metastasis  in  pri- 
mary carcinomas.  Although  the  number  of  patients  in- 
volved for  each  primary  carcinoma  is  relatively  small,  a 
significant  yield  was  obtained  in  the  patients  with  lung 
carcinoma  (21  of  79),  melanoma  (8  of  43),  and  6 of  37  pa- 
tients with  breast  carcinoma.  The  initial  study  was  done 
with  6-mm.  cuts.  The  study  was  repeated  with  3-mm.  cuts 
for  those  patients  presenting  lesions.  Three-mm.  cuts 
yielded  a significant  increase  in  the  number  of  lesions 
identified,  and  was  adopted  for  follow-up  studies  to  de- 
termine response  to  therapy.  Coronal  and  saggital  re- 
constructions proved  invaluable  in  localizing  lesions  and 
obtaining  a three-dimensional  impression  of  lesion  size  and 
location. 

Kirsner,  J.  B.:  Inflammatory  bowel  disease;  theoretic 
considerations  of  etiology,  New  York  State  J.  Med.  80: 
1099  (June)  1980. 

The  etiology  and  the  pathogenesis  of  ulcerative  colitis 
and  Crohn’s  disease  of  the  small  and/or  large  intestine 
remain  elusive.  The  similar  clinical  features  everywhere 
in  the  world,  despite  differing  ethnic  populations,  envi- 
ronmental circumstances,  dietary  habits,  and  sociocultural 
customs  are  noteworthy.  The  rising  incidence  of  Crohn’s 
disease  suggests  involvement  of  environmental  agents. 
The  large  number  and  the  variety  of  the  local  and  systemic 
complications  of  1BD  (inflammatory  bowel  disease)  suggest 
an  unique  tissue  vulnerability.  Psychogenic  mechanisms, 
although  contributory  to  the  course  of  IBD,  require  clari- 
fication. Microbiologic  interest  currently  is  directed  to 
intestinal  anaerobes,  pathogenic  forms  of  Escherichia  coli, 
Pseudomonas,  and  bacterial  metabolites.  The 
“transmissibility”  of  Crohn’s  disease  and  ulcerative  colitis 
among  various  animal  species  suggests  a viral  etiology,  but 
present  evidence  is  inconclusive.  Immunologic  studies  in 
IBD  include  unsuccessful  attempts  to  reproduce  ulcerative 
colitis  and  Crohn’s  disease;  identification  of  circulating 
antibodies  and  antigen-antibody  immune  complexes; 
identification  of  cell-mediated  gastrointestinal  immune 
responses,  and  lymphocyte  cytotoxicity  for  colonic  epi- 
thelial cells.  The  local  accumulation  of  immunoglobulins 
and  components  of  complement  (Clq,  C3)  suggests  an  im- 
munologically  mediated  reaction  in  the  bowel.  Familial 
occurrences  of  IBD  now  are  identified  in  at  least  15  to  20 
percent  of  patients,  especially  among  first-degree  relatives. 
The  genetic  contribution  presumably  is  to  facilitate  a state 
of  “bowel  readiness,”  with  the  precipitation  of  IBD  by 
varied  environmental  events. 
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An  added  complication... 

In  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  lor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly) 
is  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms 
Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  intluenzae,  and  S pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and.  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  cautiously  there  is  clinical 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued , and . if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  e g.,  pressor  amines, 
antihistamines,  or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential.  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function. 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus. 

Usage  in  Infancy— Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 

Pulvules®.  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below 

Gastrointestinal  symptoms  occurred  in  about  2 5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
1 5 percent  of  patients  and  included  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  100  patients) 
Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  SG0T,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [070379R] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S.  pneumoniae  or  H influenzae  ’ 

Note  Ceclor*  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever.  See  prescribing  information. 
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Editorials 


Our  house  is  divided  and  crumbling 

If  a house  be  divided  against  itself,  that  house  cannot  stand. 
Mark  3 : 25 

There  is  no  question  that  the  AMA  (American 
Medical  Association)  before  and  after  the  Flexner 
report  took  the  lead  in  improving  the  quality  of  un- 
dergraduate medical  education  in  this  country.  Its 
pioneering  efforts  in  postgraduate  and  continuing 
medical  education  are  well  recognized  and  deserve 
the  plaudits  of  all. 

These  and  many  other  accomplishments  estab- 
lished the  AMA  as  the  only  umbrella  organization  for 
generalists,  specialists,  and  academicians. 

Several  important  events  within  the  last  ten  years 
have  seriously  damaged  the  image  of  the  AMA  and 
torn  our  medical  profession  apart.  The  specialty 
societies,  the  AAMC  (Association  of  American 
Medical  Colleges)  and  others  have  joined  the  gov- 
ernment and  the  public  in  opposition  to  the  AMA  on 
some  issues  and  for  different  reasons.  This  article 
will  dwell  only  on  those  that  divided  the  house  of 
medicine  and  may  cause  it  to  crumble. 

It  all  started  in  this  man’s  opinion  with  the  pro- 
fessional liability  crisis.  When  membership  in  a 
county  or  state  medical  society  no  longer  ensured 
access  to  professional  liability  coverage  at  a reason- 
able cost,  the  inability  to  supply  this  service  caused 
many  physicians  to  wonder  why  they  should  remain 
active  members  of  the  county  societies  and  the  AMA. 
This  important  event  presented  the  AMA  with  a 
Golden  Opportunity.*  Being  fully  aware  of  the 
complexities  of  the  matter,  in  our  opinion,  if  the 
AMA  had  formed  a national  professional  liability 
company,  membership  probably  would  have  in- 
creased tremendously.  Without  protection  from 
organized  medicine  physicians  were  forced  to  seek 
coverage  and  had  to  pay  exorbitant  premiums. 
Some  high  risk  specialists  in  particular  were  hard  hit 
and  several  state  associations  saw  fit  to  form  their 
own  insurance  companies. 

Tort  changes  in  state  laws  were  believed  to  be 
necessary  to  relieve  the  pressures.  They  were  hard 
to  accomplish  and,  although  a few  were  passed  by 
some  Legislatures,  they  were  inadequate.  The 
professional  liability  problem  still  exists  and 
threatens  to  erupt  again  without  warning.  Un- 
doubtedly premiums  will  go  even  higher. 

In  spite  of  the  AMA’s  attempt  to  win  acceptance 
from  the  medical  schools  and  the  specialty  societies 
by  creating  a section  for  the  former  and  granting  di- 

*  Stolfi,  J.  E.:  The  AMA’s  golden  opportunity,  editorial,  New 
York  State  J.  Med.  75:  690  (1975). 


rect  representation  in  the  House  of  Delegates  to  the 
latter,  they  have  actually  drawn  further  apart.  The 
causes  include  their  divergent  views  on  the  chiro- 
practic issue,  the  Thompson  Bill,+  and  the  proposed 
changes  in  the  code  of  ethics.  How  can  the  profes- 
sion reconcile  a constant  drive  for  excellence  in 
medical  care  for  the  public  with  a soft  stand  vis-a-vis 
chiropractors  as  well  as  the  accommodation  of  chi- 
ropractic by  changing  the  code  of  ethics  and  the 
support  of  the  Thompson  Bill?  Had  the  latter 
passed,  house  officers  would  have  won  the  right  to 
unionize  and  to  bargain  collectively  with  the  ultimate 
weapon  being  the  strike.  On  these  major  issues  the 
AMA  was  on  one  side  and  the  specialties  and  aca- 
demic community  were  on  the  other. 

The  sudden  withdrawal  of  the  AMA  from  the 
LCCME  (Liaison  Committee  on  Continuing  Medical 
Education)  further  inflamed  the  opposition  and  there 
are  signs  that  similar  treatment  may  be  in  store  for 
the  LCGME  (Liaison  Committee  on  Graduate 
Medical  Education).  In  an  attempt  to  assess  the 
impact  of  the  above  one  wonders:  Why  does  the 
AMA  insist  on  a veto  power  in  the  CCME  (Coordi- 
nating Council  on  Medical  Education)?  Is  it  a sign 
of  insecurity?  Isn’t  the  will  of  the  majority  a basic 
determinant  for  action  in  the  United  States?  Does 
the  AMA  believe  that  the  physicians  they  represent 
are  very  different  from  those  they  do  not?  It’s  hard 
to  understand  their  motives! 

Isn’t  it  about  time  for  the  AMA,  AHA,  American 
Board  of  Medical  Specialties,  AAMC,  and  the 
Council  of  Medical  Specialty  Societies  to  come  to- 
gether and  attempt  by  honest  debate  to  resolve  all 
differences.  It  is  urgent  that  this  action  be  taken 
promptly  if  organized  medicine  is  to  influence  the 
decisions  being  made  by  governmental  agencies  on 
health  manpower,  funding  of  medical  education,  and 
research.  There  is  so  much  to  be  done  to  solve  im- 
portant old  problems  and  the  new  ones  that  surface 
almost  daily.  What  for  example  is  to  be  done  about 
the  newer  unaccredited  medical  schools  cropping  up 
all  around  us?  How  best  can  we  inform  and  educate 
the  public  concerning  the  dangers  of  allowing  poorly 
trained  students  to  participate  directly  or  indirectly 
in  the  delivery  of  medical  care?  How  many  physi- 
cians should  we  produce  annually?  How  can  we 
recognize  the  cultured  and  humane  applicant  for 

f HR  2222  would  have  amended  the  National  Labor  Relations 
Act  so  that  interns  and  residents  would  be  considered  employees 
rather  than  students,  with  the  right  to  unionize  and  bargain  col- 
lectively. 
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admission  to  medical  schools  and  select  those  who 
will  perform  after  graduation  as  kind  and  sympa- 
thetic physicians?  How  can  we  alter,  for  the  benefit 
of  the  sick,  the  fourth  year  of  undergraduate  in- 
struction and  the  first  postgraduate  year  to  train 
better  physicians  for  primary  care  as  well  as  other 
important  specialties?  How  can  we  guide  Congress 
and  our  state  legislators  toward  our  goals  which  are 
in  the  public  interest?  How  can  we  improve  our 
image  and  regain  creditability?  How  can  we  best 
protect  the  practitioner  and  provide  for  him  con- 
tinuing medical  education  of  good  quality  at  a rea- 
sonable cost  and  in  a convenient  location?  What  can 
we  do,  together,  to  reduce  the  cost  of  medical  care 
and  improve  on  the  success  of  the  AMA’s  voluntary 


Guest  editorial 

As  early  as  1926,  the  AMA  House  of  Delegates 
stated  that  “no  undue  obstacles  should  be  placed  in 
the  way  of  foreign  physicians  of  known  qualifications 
who  desired  particularly  to  secure  graduate  medical 
education  in  this  country.” 

Following  World  War  II,  the  AMA  urged  that 
suitably  qualified  physicians  of  foreign  origin  should 
be  assimilated  into  U.S.  medicine.  Following  the 
adoption  of  a student-exchange  program  by  the  U.S. 
Congress,  the  AMA  House  of  Delegates  stated  “that 
foreign  trained  physicians  should  be  considered  for 
appointment  as  interns  in  approved  hospitals  only 
when:  (1)  language  difficulties  do  not  seriously  im- 
pair the  program;  (2)  the  same  educational  standards 
applied  to  graduates  of  foreign  schools  as  to  gradu- 
ates of  approved  American  medical  colleges;  and  (3) 
the  appropriate  state  licensing  board  approves.” 
(December,  1954) 

Since  then,  FMGs  (foreign  medical  graduates) 
from  all  over  the  world  entered  many  graduate 
training  programs.  Some  of  them  returned  to  their 
countries  of  origin,  but  many  of  them  preferred  to  live 
and  practice  in  this  country,  made  possible  by 
changes  in  immigration  laws.  These  FMGs  orga- 
nized their  own  ethnic  groups  or  organizations  to 
discuss  their  mutual  problems  and  interests  and  to 
socialize.  Very  few  FMGs  joined  organized  medi- 
cine. 

Now  there  are  problems  unique  to  the  FMG  in  the 
United  States — problems  which  we  must  deal  with 
today  and  probably  for  a long  time  to  come. 

-Justifiable  concern  is  promoting  the  involvement 
of  foreign  physicians  in  organized  medicine,  in 


efforts  in  this  regard?  How  can  we  help  in  merging 
or  regionalizing  medical  services  and  advanced 
technology?  Finally,  how  can  we  improve  the  access 
to  medical  services  for  the  poor  in  the  inner  cities  and 
for  the  underserved  areas  in  the  rural  regions  of  the 
United  States? 

These  problems  are  soluble  and  united  we  can 
improve  our  medical  care  system  which  is  already  the 
best  in  the  world.  The  expertise  is  plentiful  and 
growing.  A unified  leadership  to  harvest  the  crop 
and  to  select  the  best  is  all  we  need.  Reconciliation 
and  cooperation  should  be  the  order  of  the  day. 

Let’s  get  on  with  it! 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


leadership  in  the  FMG  community,  and  their  as- 
similation into  the  general  mainstream  of  American 
life.  Once  these  needs  are  met,  FMG  identification 
with  organized  medicine  will  result. 

As  of  January,  1978,  there  were  87,000  foreign 
medical  graduates  in  the  United  States.  Approxi- 
mately 74,000  of  that  group  hold  full  and  unrestricted 
medical  licenses  in  at  least  one  state.  Of  these, 
somewhat  more  than  one  third  are  members  of  the 
American  Medical  Association.  This  is  a low  figure, 
since  the  average  foreign  physician  would  be  ex- 
pected to  be  well-disposed  toward  joining  the  ranks 
of  organized  medicine.  The  problem  is  that  he  has 
not  been  approached  and  recruited.  At  a time  when 
membership  recruitment  efforts  have  become  so  very 
important,  a substantial  membership  market  is  being 
overlooked. 

A desire  for  active  identification  with  and  partic- 
ipation in  the  activities  of  organized  medicine  must 
be  created  in  the  mind  of  the  FMG.  One  way  to  do 
this  would  be  by  involving  FMGs  personally  in  soci- 
ety activities  through  its  many  councils,  committees, 
and  programs.  The  effect  of  this  would  be  threefold: 
it  would  demonstrate  good  will  on  the  part  of  orga- 
nized medicine;  it  would  enhance  communication 
and  establish  a strong  link  between  FMGs  and  or- 
ganized medicine;  and  it  would  foster  the  develop- 
ment of  medical  statesmen  among  this  group  of 
physicians.  This  would  ultimately  encourage  indi- 
vidual membership. 

The  absence  of  participation  that  now  exists  re- 
flects a need  for  FMG  leadership  at  all  levels  of  or- 
ganized medicine.  There  seems  to  be  a lack  of  un- 


1062  New  York  State  Journal  of  Medicine/June  1980 


derstanding  on  the  part  of  FMGs  of  their  role  in  or- 
ganized medicine.  With  involvement  will  come  an 
awareness  of  the  important  role  they  can  play,  and 
of  the  opportunities  for  them  present  in  national, 
state,  and  county  medical  associations. 

While  there  are  very  particular  FMG  needs  to 
which  organized  medicine  must  become  sensitive,  the 
major  problems  facing  FMGs  in  this  country  are  the 
same  issues  affecting  all  practicing  physicians  in  the 
1980s.  Increasingly,  legislation  and  regulation  af- 
fects every  physician.  Providing  thorough,  consci- 
entious medical  care  is  the  physician’s  primary 
safeguard  against  the  adverse  encroachment  of  gov- 
ernment regulation.  However,  it  is  through  the  ef- 
forts of  organized  medicine  that  the  most  active  and 
effective  means  of  preserving  physician  freedom 
actually  occurs.  All  physicians  will  want  to  and  need 
to  support  this  endeavor.  The  medical  profession 
needs  its  leaders — yes,  new  leaders,  and  there  is  a 
great  potential  for  leadership  among  FMGs  within 
organized  medicine. 

Active  involvement  will  facilitate  the  integration 
of  these  two  medical  communities.  This  goal  of  as- 
similation is  in  the  spirit  of  the  historical  develop- 
ment of  FMG  activity  in  this  country.  In  1957,  the 
Educational  Council  for  Foreign  Medical  Graduates 
required  that  FMGs  hold  an  ECFMG  certificate.  In 
1962,  the  AMA  appropriated  $90,000  to  the  Cuban 
Medical  Association  for  the  purpose  of  assisting 
Cuban  physicians  to  qualify  as  American  medical 
practitioners.  Later,  in  1970,  orientation  programs 
designed  to  remedy  cultural  and  language  deficits 
were  made  a part  of  the  residency  programs  having 
FMGs.  The  Fifth  Pathway  program  instituted  in 
1971,  gave  students  who  had  attended  U.S.  under- 
graduate colleges,  and  then  graduated  from  foreign 
medical  schools,  the  opportunity  to  take  a year  of 
supervised  clinical  training  in  the  U.S.  or  Canadian 
medical  schools,  instead  of  fulfilling  the  internship 
requirement  of  the  foreign  country.  At  the  1975 


AMA  clinical  meeting,  a report  was  adopted  which, 
among  other  recommendations,  called  for  the  “im- 
provement and  strengthening  of  international  rela- 
tions of  the  United  States  by  promoting  better  mu- 
tual understanding  among  the  peoples  of  the  world 
through  educational  and  cultural  exchanges.” 

It  was  at  the  AMA  Annual  Convention  in  1977  that 
the  House  of  Delegates  referred  Resolution  1 15  to  the 
Board  of  Trustees.  The  resolution  requested  that 
the  AMA  establish  a committee  for  foreign  medical 
graduate  affairs  and  the  problems  involved  in  FMG 
migration.  After  careful  consideration  of  the  reso- 
lution, the  AMA  established  an  Ad  Hoc  Committee 
on  FMGs  to  develop  “a  program  which  will  deal  di- 
rectly with  the  problems  confronting  foreign  gradu- 
ates in  the  United  States.”  The  Committee  felt  it 
was  necessary  to  open  its  deliberations  to  the  various 
organizations  affecting  FMGs;  among  these  were 
included  the  Educational  Council  for  FMGs,  the 
Immigration  Department,  the  Federation  of  State 
Licensing  Boards — and  more  important,  to  open  the 
discussions  to  the  FMGs  themselves.  As  a result,  an 
“Open  Forum”  format  was  developed  to  consider 
several  central  subject  areas,  such  as  the  effect  of 
current  manpower  legislation  on  FMGs,  the  prob- 
lems of  FMGs  in  residency  training,  qualifying  ex- 
aminations, and  licensure.  These  concerns  were 
given  careful  consideration  at  five  “Open  Forums” 
held  in  St.  Louis,  New  York  City,  Miami,  Los  Ange- 
les, and  Chicago. 

In  conclusion,  it  is  the  responsibility  of  organized 
medicine  to  not  only  make  itself  available,  but  also 
to  become  relevant  and  important  in  the  life  and 
work  of  every  foreign-trained  physician.  Likewise, 
it  is  the  responsibility  of  every  FMG  to  share  in  the 
opportunities,  challenges,  and  efforts  of  the  evolving 
medical  community. 

DATTATRAYA  G.  LANJEWAR,  M.D. 

956  Split  Rock  Road 
Pelham  Manor,  N.  Y.  10803 


June  1980/New  York  State  Journal  of  Medicine  1063 


'"0»  S02241 
'■  « I M infection 


'•"dot 

',n^(xMnm 

'Ktrochlottd* 

4!!l  ! "I  COM  MW,  if 

'1'WMotide#qunr*l 

*"<*.  '0  mg 

^ LAB  COL 
'<><•'*  otSertU 


? rnl. : 300 mfl 

Tagame- 

fometidin#  HC 


brand  of 


Scientific  Articles 


Single-Donor 
Platelets  and 
Granulocytes 


ROBERT  DORRANCE  KALTER,  M.D. 

New  York  City 

Assistant  Director,  New  York  Blood  Services, 
Greater  New  York  Blood  Program 


Recent  technology  has  made  the  procurement  of 
large  numbers  of  platelets  and/or  leukocytes  from 
single  donors  not  only  possible  but  also  easy.  Much 
remains  to  be  learned,  however,  about  the  proper 
indications  for  these  products,  their  quality  control, 
and  storage.  I shall  attempt  here  to  give  an  overview 
of  the  currently  popular  indications  for  use  of  pher- 
esis  products,  the  methods  of  their  production,  and 
their  quality  characteristics.  I shall  conclude  with 
some  considerations  of  importance  to  transfusion 
services  which  handle  them. 

Indications  for  single-donor 
platelets  and  granulocytes 

Multiple-donor  platelets  are  used  for  platelet 
transfusion  in  most  situations.  In  some  cases,  mul- 
tiple-donor platelets  are  clearly  of  little  use,  as  when 
the  recipient  has  been  immunized  against  antigens 
carried  on  platelets,  and  further  transfusions  produce 
no  increment  in  the  platelet  count  and  no  cessation 
of  bleeding.  This  situation  is  most  commonly  seen 
in  patients  who  have  received  platelets  during  peri- 
ods of  bone  marrow  hypoplasia  induced  by  cancer 
chemotherapy  and  is  related  to  the  number  of 
transfusions.1 

To  understand  the  value  of  single-donor  platelets 
in  such  a situation,  it  is  necessary  to  understand  the 
constellation  of  antigens  carried  on  platelets.  These 
cells  carry  ABO  antigens;  other  antigens  present  only 
on  platelets,  such  as  the  PIA  and  PIE  systems;  and 
HL-A  antigens,  which  platelets  share  with  nucleated 
cells  in  the  body.  Empirically,  it  is  known  that  much, 
although  not  all,  refractoriness  to  platelets  is  med- 
iated by  antibodies  directed  against  the  HL-A  anti- 
gens.2 This  system  involves  antigens  controlled  by 
genes  of  at  least  four  loci,  each  of  which  has  multiple 
alleles.  The  loci  are  designated  A,  B,  C,  and  D.  The 
D locus  gene  product  is  not  present  on  platelets  and 


Single-donor  platelets  and  granulocytes  are  in- 
creasingly popular  in  the  support  of  patients  with 
hematologic  malignant  conditions.  The  indications 
and  methods  of  cytopheresis,  the  hazards  to  the 
donor,  and  the  characteristics  of  the  products  are 
reviewed. 


is  of  no  known  importance  in  the  success  of  platelet 
transfusion.  The  C locus  product  has  been  shown 
to  be  of  no  importance  in  the  success  of  these  trans- 
fusions.3 On  the  other  hand,  the  A and  B loci  are 
present  on  platelets,  and  antibodies  against  them 
appear  to  be  quite  important  in  determining  platelet 
survival.  Patients  refractory  to  random  platelets  can 
often  respond  favorably  if  given  platelets  matched 
at  the  HL-A  A and  B loci,3  although  some  perfect 
matches  produce  no  increment,  perhaps  due  to  in- 
volvement of  other  antigenic  systems.  A good  source 
of  HL-A-matched  platelet  donors  is  the  patient’s  own 
family.  Siblings  have  a one  in  four  chance  of  being 
completely  HL-A  identical  and  three  chances  in  four 
of  being  at  least  half  identical.  Children  will  be  half 
identical  with  their  parents.  Thus,  there  is  a rela- 
tively good  chance  that  a refractory  patient  may  re- 
spond to  platelets  from  a close  relative.  In  addition 
to  family  sources  some  regional  blood  centers  have 
computerized  files  with  many  HL-A-typed  donors. 
For  the  average  recipient  a pool  of  about  4,000  donors 
is  required  to  find  a donor  identical  at  the  HL-A  A 
and  B loci.4  This  situation  is  mitigated  to  some  ex- 
tent by  the  fact  that  many  HL-A  antigens  cross-react 
with  one  another  serologically.  Since  patients  are 
unlikely  to  develop  antibodies  against  antigens 
cross-reactive  with  their  own,5  by  selecting  donors 
with  cross-reactive  as  well  as  identical  antigens  the 
computerized  files  enlarge  the  pool  of  acceptable 
donors  many  times.4  Still,  there  are  never  large 
numbers  of  donors.  Since  therapeutic  quantities  of 
platelets  must  be  harvested  from  each  one,  auto- 
mated cytopheresis  techniques  are  useful  in  this 
situation. 

Recently,  it  has  been  shown  that  refractory  pa- 
tients in  remission  from  malignant  diseases  may 
donate  platelets  by  plateletpheresis  for  freezing  and 
subsequent  autologous  transfusion  during  relapses.6 
These  patients  assure  themselves  of  a supply  of  their 
own  genetically  identical  platelets  which  will  not  be 
affected  by  their  antiplatelet  alloantibodies. 

Of  what  use  are  single-donor  platelets  in  the  non- 
refractory patient?  Patients  with  combined  im- 
munodeficiency and  aplastic  anemia,  as  well  as  se- 
lected leukemic  patients  may  be  candidates  for  bone 
marrow  transplantation.  It  is  considered  wise  to 
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avoid  sensitizing  these  patients  to  HL-A  antigens 
since  such  sensitization  might  imperil  subsequent 
graft  survival.  Thus,  avoiding  sensitization  with  the 
use  of  single-donor  HL-A  matched  platelets  from  the 
outset  is  another  accepted  rationale  for  obtaining 
platelets  by  cytopheresis. 

Another  group  of  nonrefractory  patients  fre- 
quently treated  with  single-donor  platelets  are  those 
for  whom  long-term  platelet  support  is  anticipated. 
Current  chemotherapy  protocols  for  various  hema- 
tologic malignant  conditions  may  produce  several 
weeks  of  severe  thrombocytopenia,  necessitating 
platelet  transfusion.  A patient  may  have  several 
relapses  during  his  course  and  has  ample  time  to 
develop  antibodies  to  platelets.  Many  hematologists 
believe  that  exposure  to  fewer  donors,  whether  or  not 
HL-A  identical,  will  prevent  the  onset  of  refractori- 
ness.7 If  immunization  develops,  the  reasoning  goes, 
the  antibodies  produced  are  likely  to  be  directed 
against  only  a few  HL-A  determinants.  This  situa- 
tion can  be  managed  by  selecting  donors  to  whose 
HL-A  antigens  the  patient  has  not  been  exposed. 
Obviously,  single-donor  platelets  for  each  transfusion 
is  the  method  for  restricting  the  number  of  antigens 
the  patient  gets.  While  there  appears  to  be  logical 
sense  to  this  reasoning,  there  is  at  present  writing  no 
empiric  evidence  that  such  a support  regimen  pro- 
duces the  anticipated  benefits.  Nevertheless,  pa- 
tients in  this  category  are  among  the  most  common 
recipients  of  single-donor  platelets. 

Unlike  platelet  transfusions,  in  which  pooled 
products  from  multiple  donors  are  most  common, 
granulocytes  for  transfusion  are  usually  harvested 
from  single  donors  by  pheresis  techniques.  Multi- 
ple-donor granulocytes  are  available,  however,  in 
some  locales  for  treating  infected  neutropenic  pa- 
tients, and  although  their  value  has  never  been 
proved,  it  has  been  suggested  by  the  work  of  some 
investigators.8  At  the  New  York  Blood  Center,  buffy 
coats  containing  7 times  108  granulocytes  are  pre- 
pared by  spinning  a unit  of  blood  and  extracting  the 
coat  into  a satellite  bag. 

The  popularity  of  single-donor  granulocytes, 
prepared  by  pheresis,  is  explained  by  several  clinical 
studies  which  have  demonstrated  that  their  daily 
administration  improved  the  survival  rates  of  in- 
fected granulocytopenic  patients.9-11  In  most  in- 
stances, their  use  is  restricted  to  such  patients  not 
responding  to  antibiotics.  There  is  also  evidence 
that  this  blood  product  can  be  used  effectively  for 
prophylaxis  of  infection  in  neutropenic  patients.12 

The  importance  of  HL-A  matching  for  granulocyte 
transfusion  is  controversial.  HL-A  matched  gran- 
ulocytes in  some  hands  show  greater  recovery  in  the 
circulation  of  patients  not  obviously  immunized  than 
HL-A  mismatched  granulocytes.9  Nevertheless, 
survival  of  such  patients  does  not  seem  to  be  affected 
by  the  degree  of  HL-A  matching.10’13  Although 
these  patients  were  not  obviously  immunized,  the 
poorer  circulation  of  mismatched  granulocytes  may 
indicate  sensitization  too  subtle  to  be  picked  up  by 


current  techniques.  On  the  other  hand,  previously 
transfused  dogs  rendered  neutropenic  by  cytotoxic 
agents  showed  a poorer  survival  rate  and  a greater 
incidence  of  sepsis  than  similarly  treated  dogs  who 
had  not  been  previously  transfused.14  This  result 
suggests  that  in  immunized  individuals,  HL-A 
matching  may  be  important  in  choosing  granulocyte 
donors.  At  present,  most  centers  ignore  HL-A 
matching  for  granulocytes  except  in  obvious  cases  of 
sensitization  and  for  potential  marrow  transplant 
recipients. 

Methods  of  cytopheresis 

Platelets  and  leukocytes  can  be  harvested  by 
multiple  bag  manual  techniques,  removing  the  de- 
sired fractions  by  differential  centrifugation  and 
extraction,  and  reinfusing  the  unwanted  fractions 
into  the  donor.  It  is  the  development  of  automated 
techniques,  however,  which  accounts  for  the  current 
popularity  of  single-donor  products.  Two  auto- 
mated methods  are  in  widespread  use  for  platelet- 
pheresis:  DFC  (discontinuous  flow  centrifugation) 
and  CFC  (continuous  flow  centrifugation).  The 
same  methods  may  be  adopted  for  harvesting  gran- 
ulocytes if  sedimenting  agents  are  added,  as  will  be 
explained  following.  Additionally,  granulocytes  can 
be  collected  by  FL  (filtration  leukapheresis). 

The  Haemonetics  Model  30*  system  works  on  the 
principle  of  DFC.  It  consists  of  two  roller  pumps  and 
a Latham  bowl  centrifuge.  Quantities  of  blood,  from 
450  to  750  ml.,  depending  on  the  bowl  size,  are 
pumped  out  of  the  donor,  anticoagulated  with  ACD 
(acid  citrate  dextrose)  and  centrifuged  in  the  ma- 
chine. From  each  aliquot,  the  platelet-rich  buffy 
coat  is  extracted.  This  accomplished,  the  platelet- 
poor  blood  is  returned  to  the  donor  by  gravity,  and 
the  process  repeated,  usually  eight  times.  It  should 
be  noted  that  the  procedure  may  be  carried  out  using 
either  one  or  two  veins  and  that  the  anticoagulant  is 
returned  to  the  donor. 

The  platelet-rich  buffy  coat  collected  has  variable 
amounts  of  lymphocytes  and  red  cells  in  it.  These 
may  be  removed  by  centrifugation  of  the  product. 
The  buffy  coat  will  not  be  rich  in  granulocytes  since 
these  tend  to  sediment  with  the  red  cells. 

To  accomplish  granulocyte  collection  with  this 
system,  it  is  necessary  to  add  a sedimenting  agent, 
usually  HES  (hydroxyethyl  starch),  to  the  blood. 
This  causes  rouleaux  formation  of  the  red  cells  and 
allows  a partial  separation  of  the  granulocytes  and 
red  cells  in  the  apparatus  with  many  granulocytes  in 
the  buffy  coat  and  in  the  top  part  of  the  red  cell  layer. 
The  buffy  coat,  now  granulocyte-rich,  is  collected. 
Variable  amounts  of  the  granulocyte-rich  upper  red 
cell  layer  are  collected  also.  Addition  of  the  sedi- 
menting agent  is  accomplished  by  hanging  it  in  place 
of  ACD  and  adding  trisodium  citrate  to  prevent  ex- 
tracorporeal clotting.  HES  as  well  as  the  citrate  is 
returned  to  the  donor. 

Cytopheresis  may  also  be  accomplished  by  CFC. 

* Haemonetics  Corp.,  Braintree,  Massachusetts. 
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IBM  (International  Business  Machines)  and  Amer- 
ican Instrument  Company  manufacture  these  sys- 
tems. Different  models  are  now  available.  In  all 
such  systems,  blood  is  drawn  from  and  returned  to 
the  donor  by  a roller  pump,  not  in  discrete  portions, 
but  continuously.  The  blood  flowing  through  the 
machines  is  centrifuged  as  it  flows.  Fixed  probes  in 
the  apparatus  skim  the  desired  fractions  from  the 
centrifuged  stream  of  flowing  blood.  As  with  DFC, 
an  anticoagulant  must  be  added  to  the  blood.  In 
some  centers,  the  donors  are  heparinized  in  addition 
to  receiving  ACD.  Also,  as  with  DFC,  a sedimenting 
agent  must  be  added  to  the  blood  for  granulocyte 
removal.  The  amount  of  extracorporeal  blood  is  less 
than  200  ml.  Since  the  flow  is  continuous,  blood 
cannot  be  returned  to  the  same  vein  from  which  it  is 
drawn,  and  a two-arm  technique  is  mandatory. 
These  machines  have  heretofore  found  their  greatest 
popularity  for  the  harvesting  of  granulocytes.  The 
latest  model,  the  IBM  2997,  may  become  popular  for 
the  harvest  of  platelets  also. 

FL,  for  collection  of  granulocytes  only,  is  based  on 
their  ability  to  stick  to  nylon  wool.  Blood  is  pumped 
through  filters  of  this  material  which  remove  the 
granulocytes.  The  granulocyte-depleted  blood  is 
returned  to  the  donor’s  other  arm.  This  is  a con- 
tinuous flow  system.  Since  the  adhesion  occurs  only 
in  this  presence  of  calcium,  anticoagulation  is  ac- 
complished by  heparinizing  the  donor  since  citrate 
would  chelate  this  ion.  After  the  procedure,  the 
granulocytes  are  eluted  from  the  filters  by  flushing 
them  with  a mixture  of  saline  and  CPD  fresh  frozen 
plasma.  They  are  then  concentrated  by  centrifu- 
gation. As  in  CFC,  the  extracorporeal  volume  is 
small,  240  cc.,  and  both  arms  must  be  used. 

Donor  hazards 

All  pheresis  methods  involve  exposure  of  the  do- 
nors to  drugs.  DFC  and  CFC,  whether  for  platelets 
or  leukocytes,  require  the  return  of  several  liters  of 
citrated  blood  to  donors  during  periods  of  less  than 
two-  and  one-half  hours.  Mild  manifestation  of  ci- 
trate toxicity,  especially  parasthesias,  are  common. 
Electrocardiographic  changes  secondary  to  depressed 
ionized  calcium  have  been  noted.15  Cardiac  arrests, 
however,  have  not  been  observed. 

Leukapheresis  involves  administration  of  hy- 
droxyethyl  starch  to  donors  if  either  CFC  or  DFC  is 
used.  This  drug  is  a volume  expander  and  may  cause 
transient  headache  and  edema.  Care  must  be  taken 
to  exclude  donors  with  marginal  cardiac  function  to 
avoid  cases  of  congestive  heart  failure.  If  donors 
meet  criteria  for  whole  blood  donation,  this  should 
not  be  a problem,  however.  Rare  cases  of  anaphy- 
lactoid reactions  to  HES  have  been  reported,16  and 
procedures  should  not  be  performed  where  there  is 
no  capability  for  handling  these  fortunately  rare 
episodes.  Recent  work  has  shown  that  small 
amounts  of  HES  are  retained  in  the  body  for  35 
weeks,  and  perhaps  longer.17  Although  the  medical 
significance  of  this  observation  is  unknown,  many 


centers  are  reluctant  to  use  this  drug  because  of  this 
uncertainty. 

Heparin  is  used  as  an  anticoagulant  in  filtration 
leukapheresis  and  may  be  used  in  CFC.  It  may  be 
responsible  for  hemorrhage,  especially  in  donors  with 
occult  bleeding  sites.  Care  must  be  taken  to  exclude 
female  donors  during  their  catamenia.  If  heparin 
reversal  is  incomplete  at  the  time  the  donor  leaves  the 
facility,  there  is  a risk  of  traumatic  bleeding.  There 
are  rare  allergic  reactions  to  heparin,  and  some  re- 
cipients demonstrate  thrombocytopenia.18 

All  automated  pheresis  methods  involve  me- 
chanical hazards.  Air  embolism  is  a possibility  with 
any  of  the  three  methods  described.19  In  CFC  and 
FL,  blood  is  returned  by  a pump,  and  this  possibility 
would  be  especially  ominous  if  present  devices  were 
not  equipped  with  alarms  and  safety  measures  to 
minimize  the  risk.  Hemolysis  secondary  to  me- 
chanical trauma  to  red  cells,  again,  fortunately  un- 
common, is  possible  with  any  of  the  methods  de- 
scribed,19 although  it  has  not  been  described  with  the 
latest  CFC  equipment.  Kinked  tubing,20  and  over- 
occlusion of  pumping  devices,  may  be  responsible  in 
some  cases.  In  one  case  we  have  seen  the  same  donor 
have  recurrent  episodes  of  hemolysis  with  no  obvious 
mechanical  cause  or  readily  apparent  red  cell  mor- 
phologic defect  observed.21 

Leaks  caused  by  faulty  seals  and  other  defects 
violate  the  sterility  of  these  systems  and  impose  the 
risk  of  contamination  of  blood  during  its  extracor- 
poreal circuit.  When  such  problems  occur,  it  is 
usually  necessary  to  terminate  the  procedure,  often 
without  the  return  of  extracorporeal  blood.  This 
may  involve  over  a unit  of  blood  in  DFC  proce- 
dures. 

In  DFC,  a relatively  large  amount  of  blood  may  be 
out  of  the  donor  at  one  time.  This  transient  volume 
deficit  may  cause  hypovolemic  hypotension.  Al- 
though not  usually  serious,  this  complication  is 
annoying  and  discourages  future  donations.  It  is 
unlikely  to  occur  in  CFC  or  FL,  where  the  extracor- 
poreal volume  of  the  software  is  smaller.19 

A syndrome  of  idiopathic  transient  abdominal- 
perineal  pain  with  vaginal  bleeding  has  been  de- 
scribed in  female  filtration  leukapheresis  donors.22 
Two  cases  of  priapism  temporally  related  to  filtration 
leukapheresis  have  been  observed  recently.23 

Despite  the  preceding  observations,  the  infre- 
quency of  serious  complications  is  in  large  part  re- 
sponsible for  the  growing  popularity  of  the  proce- 
dures. It  is  clear,  however,  that  cytopheresis  involves 
greater  donor  risk  than  whole  blood  donations. 
Pheresis  products  should  be  restricted  to  cases  where 
they  are  likely  to  do  some  good  and  other  products 
are  deemed  unacceptable.  In  view  of  the  donor  risks 
involved,  it  is  rarely  justified  to  use  single-donor 
platelets  and  leukocytes  in  the  terminal  care  of 
hopelessly  ill  patients. 

Product  quality 

In  our  hands,  a two-hour  DFC  procedure  yields  a 
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mean  of  5.7  times  1011  platelets.  Red  cells  and 
lymphocytes  can  be  removed  by  gentle  centrifugation 
at  the  expense  of  30  percent  of  the  final  platelet  yield. 
With  this  added  step,  our  mean  yield  is  still  equiva- 
lent to  about  six  units  of  conventionally  prepared 
platelets,  or  about  4 times  1011.  Unfortunately,  the 
standard  deviation  about  this  mean  is  rather  high, 
1.2  times  1011,  and  a proportion  of  products  will  have 
yields  that  are  barely  therapeutic.  Nevertheless, 
despite  this  variability,  most  patients  for  whom  we 
prepare  platelets  during  marrow  hypoplasia  can  be 
totally  supported  with  such  preparations  two  or  three 
times  weekly  without  dangerous  hemorrhage. 

Platelets  prepared  by  automated  pheresis  produce 
increments  in  the  platelet  count  and  correction  of  the 
bleeding  time  comparable  to  that  seen  with  conven- 
tionally prepared  platelets.24,25  In  vivo  survival  is 
known  to  be  normal  for  DFC  platelets.  Since  pher- 
esis products  are  produced  in  an  “open  system,”  the 
shelf  life  is  24  hours  from  the  commencement  of  the 
procedure.  The  platelets  may  be  held  prior  to 
transfusion  at  4°  or  22°C.  There  are  no  data  on 
changes  incurred  during  storage  in  the  in  vivo  prop- 
erties of  subsequently  transfused  pheresis  plate- 
lets. 

The  number  and  quality  of  granulocytes  obtained 
by  pheresis  depend  on  the  method  employed.  This 
subject  has  been  recently  reviewed  by  Glasser.26  In 
our  institution,  DFC  procedures  with  HES  yield  a 
mean  of  1 times  1010  granulocytes  in  an  unstimuiated 
donor.  Comparable  results  may  be  obtained  with 
CFC  equipment.27  In  DFC  the  yields  are  increased 
and  in  CFC  as  much  as  doubled  by  steroid  pretreat- 
ment.28,29 The  latest  CFC  equipment  is  even  more 
effective.  With  both  methods  there  is  heavy  lym- 
phocyte contamination.  CFC  and  DFC  granulocytes 
have  normal  in  vitro  bacterial  function  and  chemo- 
tactic  ability.30,31  Approximately  34  to  41  percent 
are  recoverable  in  the  circulation  at  one  hour  if 
transfused  into  HL-A  identical  recipients.32,33  In 
vivo  half-life  is  4.5  to  6.5  hours.9,33  Migration  into 
skin  windows  is  good.34 

High  yields  of  nearly  pure  granulocytes  can  be 
obtained  by  FL,  that  is,  as  many  as  2 times  1010,  in 
two  hours  in  an  unstimulated  donor.  The  in  vitro 
bactericidal  ability  is  comparable  to  CFC  and  DFC 
if  care  is  taken  to  elute  them  promptly  from  filters 
and  to  maintain  the  pH  of  their  suspending  medium 
above  6.5.30  Some  investigators  have  found  reduced 
in  vitro  chemotaxis  initially  compared  to  granulo- 
cytes collected  by  other  methods35;  chemotactic 
ability  declines  rapidly  with  storage.30  In  vivo  re- 
covery is  low,  and  half-life  is  very  short  compared 
with  that  of  CFC  and  DFC  preparations.33  Migra- 
tion into  skin  windows  is  poor.34  Experimental 
studies  in  dogs  suggest  that  2.5  to  3 times  more  FL 
granulocytes  are  required  for  the  same  protective 
effect  conferred  by  a given  number  of  CFC  granulo- 
cytes.36 Nevertheless,  clinical  studies  using  FL  and 
CFC  granulocytes  have  shown  favorable  response 
rates  in  treated  patients  regardless  of  the  method 


used.10,11,13 

Since  granulocytes  are  prepared  in  an  “open  sys- 
tem,” they  outdate  24  hours  after  the  commencement 
of  the  pheresis  procedure.  Although  in  many  centers 
granulocytes  are  stored  at  4°C.,  there  are  some  data 
that  CFC  and  DFC  preparations  maintain  better 
chemotaxis  at  22° C. 37,38  FL  cells  probably  should 
not  be  stored  at  all.30 

Transfusion  service  considerations 

For  routine  platelet  transfusion,  although  ABO- 
compatible  platelets  are  preferred,  ABO-incompat- 
ible  platelets  are  certainly  effective.  When  seeking 
HL-A  matched  donors,  it  is  often  difficult  to  find 
donors  who  are  also  ABO-compatible,  although  ABO 
compatibility  has  a favorable  though  not  clinically 
crucial  bearing  on  the  platelet  count  increment 
achieved.39  Rh  types  should  be  respected  where 
possible  to  prevent  sensitization  by  contaminating 
red  cells.40 

Single-donor  platelet  transfusion  occasionally 
involves  infusing  up  to  about  250  cc.  of  incompatible 
plasma.  It  is  quite  frequent  that  group  0 platelets 
are  prepared  for  a group  A individual.  The  small  risk 
is  always  present  of  a transfusion  reaction  due  to  a 
hemolytic  anti-A  or  anti-B  in  the  donor  plasma.41 
Some  centers  ignore  this  risk;  others  screen  all  their 
0 donors  for  high-titered  hemolytic  anti-A  and 
anti-B.  Still  others  never  infuse  incompatible 
plasma. 

All  granulocyte  preparations  currently  made  are 
contaminated  with  substantial  numbers  of  red  cells. 
In  our  center,  using  DFC,  we  average  around  50  ml. 
of  red  cells  in  our  products.  Granulocyte  transfu- 
sions should  therefore  be  ABO-compatible.  Pre- 
transfusion red  cell  cross  matching  should  always  be 
performed.  The  question  of  minor  side  incompati- 
bility in  granulocyte  transfusion  depends  on  the 
methods  of  leukapheresis.  Granulocytes  prepared 
by  centrifugation  techniques  are  suspended  in  the 
donor’s  plasma,  and  the  same  considerations  about 
hemolytic  anti-A  and  anti-B  apply  as  for  platelet 
transfusion.  Granulocytes  eluted  from  filters  may 
be  suspended  in  AB  plasma  if  necessary. 

Febrile  reactions  are  common  during  the  trans- 
fusion of  granulocytes,  especially  those  obtained  by 
filtration  leukapheresis.42  In  the  case  of  filtration- 
procured  cells,  the  reactions  are  often  unrelated  to 
HL-A  compatibility.42  The  question  of  leukocyte 
immunization  and  incompatibility  arises  with  reac- 
tions to  centrifugation-procured  cells,  although,  with 
present  methods,  the  presence  or  absence  of  anti- 
leukocyte antibodies  is  a poor  predictor  of  febrile 
reactions.43  As  indicated  earlier,  the  effectiveness 
of  incompatible  granulocytes  in  immunized  recipi- 
ents has  been  questioned.  Steroids,  antihistamines, 
and  meperidine  have  been  used  to  control  febrile 
reactions,  the  latter  being  particularly  effective  in 
controlling  chills.44 

Granulocyte  transfusions  have  also  produced 
pulmonary  leukostasis  with  potentially  dangerous 
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respiratory  embarrassment  in  recipients  with  leu- 
koagglutinating  antibodies.45  Careful  observation 
of  recipients  is  indicated  where  pulmonary  reactions 
are  a possibility. 

New  York  Blood  Center 
310  East  67  Street 
New  York,  N.Y.  10021 
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Patients  with  HD  (Hodgkin’s  disease)  and  NHL 

(non-Hodgkin’s  lymphoma)  have  been  shown  to  have 
impairment  of  in  vivo  as  well  as  in  vitro  cell-mediated 
immunity  prior  to  the  use  of  any  immunosuppressive 
drugs  or  irradiation,1-15  or  during  long-term  remis- 
sion.16 The  mechanisms  responsible  for  impairment 
of  in  vitro  lymphocyte  response  in  HD  and  NHL 
seem  rather  complex.  Several  factors,  such  as  in- 
trinsic T lymphocyte  defect,  decrease  in  T cell 
number,  serum  factors,  and  so-called  adherent  sup- 
pressor cells,  have  been  suggested.  The  presence  of 
non-T  suppressor  cells  in  patients  with  HD  and  other 
neoplastic  diseases  has  recently  been  reported  by  us 
and  other  investigators.17-26 

Prostaglandins  have  been  shown  to  inhibit  PHA 
(phytohemagglutinin)-induced  lymphocyte  prolif- 
erative response  in  experimental  animals  and  in 
man.27’28  Goodwin  et  al.18>29  recently  demonstrated 
that  the  prostaglandins,  produced  by  glass-adherent 
suppressor  cells,  are  responsible  for  the  hypore- 
sponsiveness  of  T lymphocytes  to  PHA  and  that  the 
blockade  of  prostaglandin  production  with  indo- 
methacin,  that  is,  prostaglandin  synthetase  inhibitor, 
results  in  a significant  increase  in  the  PHA-induced 
T lymphocyte  response  in  patients  with  Hodgkin’s 
disease  and  sarcoidosis.  We  recently  observed  the 

* Supported  in  part  by  American  Cancer  Society  Institutional 
Grant  ACS  IN-54-R-11  and  IJ.S.  Public  Health  Service  Grant 
CA-.r>834  from  the  National  Cancer  Institute. 


indomethacin-mediated  enhancement  of  lymphocyte 
response  to  mitogens  in  healthy  subjects  and  in  lung 
cancer  patients.30  The  present  study  describes  the 
enhancement  of  mitogen-induced  lymphocyte  re- 
sponse by  indomethacin  in  treated  and  untreated  HD 
and  NHL. 

Materials  and  methods 

Patients.  Sixty  patients,  47  HD  and  13  NHL, 
were  studied.  There  were  35  males  and  25  females. 
Patients  with  HD  were  22  to  61  years  old  and  patients 
with  NHL  were  34  to  82  years  old.  At  the  time  of 
study,  8 patients  with  HD  and  6 patients  with  NHL 
were  untreated,  whereas  39  HD  patients  and  7 NHL 
patients  were  previously  treated  with  irradiation 
and/or  chemotherapy  and  were  in  clinically  complete 
remission  with  no  maintenance  therapy,  ranging 
from  9 months  to  over  10  years.  There  were  22  HD 
patients  and  2 NHL  patients  with  Stage  I or  II,  that 
is,  localized  disease,  and  25  HD  patients  and  11  NHL 
patients  with  Stage  III  or  IV,  that  is,  generalized 
disease.  Of  47  HD  patients,  31  had  nodular  scle- 
rosing type,  11  had  mixed  cellularity  type,  4 had 
lymphocyte  predominant  type,  and  1 had  lympho- 
cyte depletion  type.  Of  13  NHL  patients,  10  had 
lymphocytic  type  and  3 had  histiocytic  type. 

Control  subjects.  As  control  patients,  17  healthy 
subjects  aged  25  to  55  years  were  also  studied. 

Lymphocyte  stimulation  test.  Short-term 
lymphocyte  cultures  were  performed  by  a whole 
blood  culture  technique.  In  brief,  heparinized  blood 
was  washed  twice  and  resuspended  in  Roswell  Park 
Memorial  Institute  (RPMI)  1640  culture  medium 
containing  10  percent  fetal  calf  serum  and  antibiotics, 
100  units  of  penicillin  and  50  micrograms  of  strep- 
tomycin per  milliliter,  at  a ratio  of  1:20  of  blood:cul- 
ture  medium.  Two  ml.  of  cell  suspension  were 
transferred  to  16-  by  125-mm.  Falcon  disposable 
plastic  tubes.  One  microgram  of  purified  PHA,*  10 
micrograms  of  concanavalin  A (Con-Ad  and  0.05  ml. 
of  reconstituted  PWM  (pokeweed  mitogen)**  were 
added  to  each  tube.  Control  culture  received  no 
mitogen.  To  one  half  of  control  cultures  and  cultures 
with  mitogens,  one  microgram  or  0.1  microgram  of 
indomethacin  (Indocin)  per  milliliter  of  culture  was 
added.  Indomethacin  was  dissolved  in  95  percent 
ethyl  alcohol  at  10  mg.  per  milliliter  and  further  di- 
luted with  phosphate-buffered  saline,  resulting  in  a 
final  concentration  of  0.01  percent  ethyl  alcohol  in 
the  solution.  Experiments  were  carried  out  in  du- 
plicate. 

In  some  experiments,  the  enhancement  of  PHA 
response  of  indomethacin  was  determined  by  com- 
paring the  values  with  indomethacin  in  ethyl  alcohol 
and  with  indomethacin-free  ethyl  alcohol.  In  four 
experiments,  the  effect  of  indomethacin  on  PHA 

* Burroughs  Wellcome  Company,  Research  Triangle  Park, 
North  Carolina. 

t Cal  Biochem.,  Los  Angeles,  California. 

**  Grand  Island  Biological,  Grand  Island,  New  York. 


1070  New  York  State  Journal  of  Medicine/June  1980 


response  was  carried  out  by  a short-term  incubation 
of  cell  suspension  with  this  agent,  1 microgram  per 
milliliter  at  37°C.  for  30  minutes,  washing  and  re- 
constituting with  1640  culture  medium  with  10  per- 
cent fetal  calf  serum.  In  one  experiment,  the  effect 
of  indomethacin  was  determined  by  adding  at  the 
beginning  of  the  culture  or  at  various  days  of  culture. 
Culture  tubes  with  loose-fitting  caps  were  incubated 
at  37°C.  in  a humidified  atmosphere  of  5 percent 
carbon  dioxide  in  air  for  seven  days;  the  maximum 
PH  A response  with  a low  concentration  of  T cells  in 
whole-blood  culture  or  separated  cell  culture  tech- 
nique is  usually  seen  on  day  six  or  seven  of  incubation 
in  our  laboratories.  One  microcurie  of  :,H -thymi- 
dine, specific  activity  2 Ci.  per  millimole,  was  added 
to  each  tube  24  hours  prior  to  harvesting  the  cells. 
Incorporation  of  3H-thymidine  into  deoxyribonucleic 
acid  (DNA)  was  measured  according  to  the  method 
previously  published.31 

Results 

Table  I shows  the  mitogen-induced  lymphocyte 
proliferative  responses  in  17  healthy  subjects,  47 
patients  with  HD,  and  13  patients  with  NHL.  The 
mean  PHA  response  of  HD  or  NHL  patients  was 
somewhat  lower  than  that  of  healthy  subjects. 
However,  the  difference  was  not  statistically  signif- 
icant. The  mean  PVVM  responses  of  healthy  subjects 
and  HD  or  NHL  patients  were  quite  similar.  The 
mean  concanavalin  A response  of  NHL  patients  was 
essentially  similar  to  that  of  healthy  subjects, 
whereas  the  mean  concanavalin  A response  of  HD 
patients  was  somewhat  higher  than  that  of  healthy 
subjects.  The  difference  again  was  not  statistically 
significant. 

When  mitogen-induced  lymphocyte  proliferative 
responses  were  correlated  with  disease  status,  it  was 
found  that  the  mean  PHA,  concanavalin  A,  or  PWM 
response  of  patients  in  remission  was  higher  than 
that  of  patients  with  active  disease.  There  was  a 
significant  difference  of  PHA  or  concanavalin  A re- 
sponse between  remission  patients  and  patients  with 
active  HD  and  NHL.  Although  the  mean  responses 
of  patients  with  NHL  in  remission  were  higher  than 
that  of  patients  with  active  NHL,  the  differences 
were  not  significant  because  of  the  limited  number 
of  patients.  In  HD  patients,  a significant  difference 
of  PHA  response  was  observed  between  remission 
and  active  groups  (Table  II). 


The  present  study  confirms  previous  observations 
that  in  vitro  lymphocyte  proliferative  response  to 
PHA  is  impaired  in  a majority  of  untreated  patients 
with  Hodgkin 's  disease  and  non- Hodgkin’s  lympho- 
ma. This  study  shows  that , as  compared  with  normal 
individuals,  (1)  the  mean  PHA  ( phytohemagglutin- 
in ) response  of  Hodgkin 's  disease  or  non-Hodgkin’s 
lymphoma  patients  is  somewhat  low;  (2)  the  mean 
PWM  (pokeweed  mitogen)  response  of  Hodgkin’s 
disease  or  non-Hodgkin’s  lymphoma  patients  is 
normal;  ( 3 ) the  mean  concanavalin  A (Con- A)  re- 
sponse of  non-Hodgkin’s  lymphoma  patients  is  nor- 
mal; and  (4)  the  mean  concanavalin  A response  of 
Hodgkin's  disease  patients  is  somewhat  high. 
However,  the  difference  of  each  response  between 
healthy  subjects  and  Hodgkin’s  disease  or  non- 
Hodgkin’s  lymphoma  patients  is  not  statistically 
significant.  The  mean  PHA,  concanavalin  A,  or 
PWM  response  of  remission  patients  with  Hodgkin’s 
disease  and  non-Hodgkin’s  lymphoma  is  higher  than 
that  of  active  patients  (PHA,  p < 0.05;  concanavalin 
A,  p < 0.05;  PWM,  p > 0.05).  Indomethacin,  a 
prostaglandin  synthetase  inhibitor,  is  found  to  be 
capable  of  enhancing  the  mitogen-induced  lympho- 
cyte proliferative  responses  of  healthy  subjects  as 
well  as  patients  with  Hodgkin’s  disease  and  non- 
Hodgkin’s  lymphoma.  Indomethacin  has  no  mito- 
genic activity.  Ethyl  alcohol,  0.01  percent,  in  which 
indomethacin  is  dissolved,  is  also  found  to  be  non- 
mitogenic  or  nontoxic  to  lymphocytes.  Although 
indomethacin  enhances  the  lymphocyte  response  to 
PHA  in  patients  with  Hodgkin’s  disease  or  non- 
Hodgkin’s  lymphoma,  the  enhancement  is  to  less- 
than-normal  levels,  suggesting  that  the  prostaglan- 
din-producing suppressor  cells  may  not  be  the  only 
responsible  factor  for  impaired  PHA  response  in 
lymphoma. 


There  was  no  correlation  of  mitogen-induced 
lymphocyte  proliferative  response  with  histologic  cell 
type  or  anatomic  stage  in  all  patients  with  HD  or 
NHL  as  well  as  in  remission  patients  with  HD  or 
NHL.  In  eight  patients  with  active  HD,  the  mito- 
gen-induced lymphocyte  proliferative  responses  were 
higher  in  patients  with  favorable  cell  type  or  localized 
disease  than  in  those  with  unfavorable  cell  type  or 
generalized  disease.  The  difference,  however,  was 


TABLE  I.  Mitogen-induced  lymphocyte  proliferative  responses  in  HD  and  NHL  patients 


Group 

Number 

of 

Patients 

f 3H-thymidine  Incorporation  (cpm*)  (Mean  ± S.E.h ^ 

PHA  Concanavalin  A PWM 

Healthy  subjects 

17 

114.7  ± 16.7 

11.8  ± 2.3 

39.7  ± 5.3 

HD  patients 

47 

77.9  ± 7.9 

22.4  ± 3.3 

30.5  ± 4.3 

NHL  patients 

13 

81.3  ± 15.7 

10.1  ± 2.7 

44.2  ± 12.4 

Combined  HD  and  NHL  patients 

60 

78.6  ± 7.0 

19.7  ± 2.7 

33.5  ± 4.3 

* cpm  = counts  per  minute. 
f S.E.  = standard  error. 
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TABLE  II.  Mitogen-induced  lymphocyte  proliferative  responses  in  HD  and  NHL  patients  according  to  histologic  cell 

type  and  anatomic  stage 


Number  of  ^~3H-thymidine  Incorporation  (cpm*)  X 103  (Mean  ± S.E.*)  — ,, 


Group  and  Disease  Status 

Patients 

PHA 

Concanavalin  A 

PWM 

HD  patients 

Remission 

39 

85.5  ± 8.7** 

24.7  ± 3.8 

32.2  ± 4.9 

Active  disease 

8 

46.0  ± 15.8** 

13.0  ± 5.6 

23.3  ± 8.9 

NHL  patients 

Remission 

7 

99.4  ± 24.1 

14.4  ± 4.3 

51.0  ± 20.5 

Active  disease 

6 

60.1  ± 17.2 

5.1  ± 1.6 

36.3  ± 13.6 

Combined  HD  and  NHL  patients 

Remission 

46 

87.6  ±8.1** 

23.1  ± 3.3** 

35.2  ± 5.2 

Active  disease 

14 

51.6  ± 11.5** 

9.9  ± 3.5** 

28.5  ± 7.5 

* cpm  = counts  per  minute, 
t S.E.  = standard  error. 

**  p < 0.05  by  one-way  analysis  of  variance. 


TABLE  III.  Effect  of  indomethacin  on  lymphocyte  responses  in  healthy  subjects  and  in  patients  with  HD  and  NHL 


Group  and  Mitogen 


Number  of 
Patients 


— 3H-thymidine  Incorporation  (cpm*)  X 103  (Mean  ± S.Ej) — ^ 
Indomethacin  Indomethacin 

(1  microgram  (0.1  microgram 

No  Indomethacin  per  milliliter)  per  milliliter) 


Healthy  subjects 


PHA 

17 

114.7  ± 16.7 

129.3  ± 16.9 

134.2  ± 17.4" 

Concanavalin  A 

12 

11.8  ± 2.3 

15.6  ± 2.8** 

15.3  ± 2.9 

PWM 

13 

39.7  ± 5.3 

53.4  ± 8.1** 

54.0  ± 7.9" 

HD  patients 

PHA 

47 

77.9  ± 7.9 

88.9  ±8.1*** 

98.4  ±9.3*** 

Concanavalin  A 

47 

22.4  ± 3.3 

26.8  ± 3.6" 

27.6  ±4.1*** 

PWM 

47 

30.5  ± 4.3 

35.2  ± 4.6" 

36.0  ± 4.9*** 

NHL  patients 

PHA 

13 

81.3  ± 15.7 

88.9  ± 16.8 

98.2  ± 19.1** 

Concanavalin  A 

13 

10.1  ± 2.7 

14.1  ± 4.1** 

14.8  ±4.1** 

PWM 

13 

44.2  ± 12.4 

52.3  ± 13.7" 

47.9  ± 12.3 

Combined  HD  and  NHL  patients 

PHA 

60 

78.6  ± 7.0 

88.9  ± 7.2*** 

98.3  ± 8.3*** 

Concanavalin  A 

60 

19.7  ± 2.7 

24.0  ± 3.0*** 

24.7  ± 3.3*** 

PWM 

60 

33.5  ± 4.3 

39.0  ± 4.7*** 

38.7  ±4.7*** 

* cpm  = counts  per  minute, 
t S.E.  = standard  error. 

**  p < 0.05  by  paired  “t”  test. 
n p < 0.01  by  paired  “t”  test. 
***  p < 0.001  by  paired  “t”  test. 


TABLE  IV.  Lack  of  mitogenic  activity  of  indomethacin 


3H-thymidine  Incorporation  (cpm*)  (Mean  ± S.E.f) 

Indomethacin 

Indomethacin 

Number  of 

(1  microgram 

(0.1  microgram 

Group 

Patients 

No  Indomethacin 

per  milliliter) 

per  milliliter) 

Healthy  subjects 

17 

1,027  ± 279 

799  ± 233 

856  ± 208 

HD  patients 

47 

468  ± 50 

390  ± 49 

408  ± 55 

NHL  patients 

13 

1,152  ± 343 

946  ± 345 

969  ± 277 

* cpm  = counts  per  minute. 
1 S.E.  = standard  error. 


not  statistically  significant  because  of  the  small 
number  of  patients. 

Table  III  shows  the  indomethacin-mediated  en- 
hancement of  lymphocyte  proliferative  responses  in 
healthy  subjects  and  in  patients  with  HD  and  NHL. 
Indomethacin  at  1 or  0.1  microgram  per  milliliter 
concentration  significantly  enhanced  the  PHA, 
concanavalin  A,  or  PWM  response  (p  < 0.05  to  p < 


0.001).  Indomethacin  at  both  concentrations  did  not 
increase  the  cpm  of  control  cultures,  as  shown  in 
Table  IV,  indicating  the  lack  of  mitogenic  activity. 

Because  the  indomethacin  was  dissolved  in  ethyl 
alcohol,  the  effect  of  the  ethyl  alcohol  alone  on  PHA 
response  was  compared  with  indomethacin  in  ethyl 
alcohol.  The  comparative  results  of  eight  individual 
experiments  are  shown  in  Table  V.  The  mean  PHA 
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TABLE  V.  Lack  of  enhancement  effect  of  ethyl  alcohol  on  lymphocyte  response  to  PHA  in  healthy  subjects 




3H-thymidine  Incorporation  (cpm* 

) X 103,  PHA  Response 

Indomethacin  in  Ethyl  Alcohol 

Experiment 

None 

Ethyl  Alcohol  Only 

(0.1  microgram  per  milliliter) 

1 

26.6 

32.1 

54.2 

2 

46.0 

61.8 

88.4 

3 

66.8 

61.6 

91.4 

4 

72.6 

66.6 

84.2 

5 

76.3 

75.9 

91.4 

6 

107.5 

110.8 

136.2 

7 

209.2 

225.6 

243.5 

8 

340.9 

308.3 

352.0 

Mean  ± S.E.f 

118.2  ± 37.3 

117.8  ± 34.3 

142.7  ± 36.2** 

* cpm  = counts  per  minute. 

’ S.E.  = standard  error. 

**  p < 0.01  by  paired  “t”  test. 


TABLE  VI.  Effect  of  short-term  indomethacin  treatment 
on  lymphocyte  response  to  PHA  in  patients  with  HD  in 
remission 

3H-thymidine  Incorporation  (cpm*) 

X 103,  PHA  Response 

Saline-  Indomethacin- 

Experiment  Treated  Treated 


1 

79.2 

119.5 

2 

91.3 

94.9 

3 

124.5 

151.3 

4 

135.3 

147.1 

Mean  ± S.E.f 

107.6  ± 13.3 

128.2  ± 13.2 

* cpm  = counts  per  minute. 
f S.E.  = standard  error. 


response  with  ethyl  alcohol  was  similar  to  that 
without  ethyl  alcohol,  indicating  the  lack  of  mito- 
genic activity  or  the  lack  of  cytotoxic  activity  of  ethyl 
alcohol  at  0.1  microgram  per  milliliter  concentration 
studied.  In  each  and  every  experiment,  the  PHA 
response  was  higher  in  culture  containing  indo- 
methacin in  ethyl  alcohol  than  in  culture  containing 
indomethacin-free  ethyl  alcohol,  0.01  percent.  The 
difference  between  these  two  mean  values  was  sta- 
tistically significant  (p  < 0.01). 

Table  VI  shows  the  effect  of  short-term  indo- 
methacin treatment,  30  minutes,  on  lymphocyte 
proliferative  response  to  PHA  in  four  patients  with 
HD  in  remission.  In  each  experiment,  the  PHA  re- 
sponse in  indomethacin-treated  culture  was  some- 
what higher  than  that  in  saline-treated  culture.  The 
difference  between  these  two  mean  values,  however, 
was  not  statistically  significant.  In  one  experiment, 
the  effect  of  indomethacin  on  lymphocyte  prolifer- 
ative response  to  PHA  of  a patient  with  active  HD 
was  studied  by  adding  this  agent  on  various  days  of 
culture.  The  results,  not  shown,  indicated  that  the 
enhancement  effect  of  indomethacin  was  observed 
only  if  this  agent  was  added  at  the  beginning  of  cul- 
ture. 

Comment 

The  present  study  confirms  previous  observations 


that  the  in  vitro  lymphocyte  proliferative  response 
to  PHA  is  impaired  in  a majority  of  untreated  pa- 
tients with  HD  or  NHL/’-15  This  study  also  shows 
that  the  lymphocyte  responses  to  mitogens  are  im- 
paired in  some  treated  patients  with  HD  or  NHL. 
Impairment  of  lymphocyte  response  to  PHA  in 
treated  long-term  survivors  of  HD  and  NHL  has  re- 
cently been  observed.16  Of  interest  is  the  fact  that 
the  mean  lymphocyte  response  to  PHA  in  untreated, 
active  HD  and  NHL  patients  is  significantly  lower 
than  that  in  treated  remission  patients,  indicating  a 
good  correlation  between  the  lymphocyte  response 
and  disease  status. 

The  mechanisms  of  impaired  in  vitro  lymphocyte 
response  in  HD  or  NHL  are  rather  complex  and  not 
fully  understood.  Earlier  investigators  suggest  that 
the  impairment  of  lymphocyte  response  in  HD  is 
considered  to  be  a manifestation  of  an  intrinsic  defect 
of  T lymphocytes  or  of  inhibitory  humoral  factors.5-15 
In  our  previously  published  study,  we  failed  to  ob- 
serve any  consistently  inhibitory  effect  of  sera  from 
HD  patients  on  normal  allogeneic  lymphocyte  re- 
sponse.32 It  has  recently  been  reported  that  the 
impairment  of  PHA  response  can  be  restored  to 
normal  level  by  incubation  of  the  peripheral  blood 
lymphocytes  from  HD  patients  with  culture  medium 
containing  fetal  calf  serum.33  Recent  investigators 
suggest  that  the  defect  in  in  vitro  cell-mediated  im- 
munity in  HD  is  caused  by  circulating  suppressor 
cells.17-19  In  a recently  completed  study,  utilizing 
a separated  cell  culture  system,  we  observed  that  the 
depression  of  T lymphocyte  response  to  PHA  is  at- 
tributed to  the  presence  of  non-T  suppressor  cells  in 
untreated  HD  patients.24  The  presence  of  sup- 
pressor cells  in  patients  with  solid  tumors  has  pre- 
viously been  reported  by  us  and  other  investiga- 
tors.20-23’25’26 It  has  generally  been  agreed  that  the 
monocytes,  adherent  or  phagocytic  cells,  are  sup- 
pressor cells  for  the  T lymphocyte  response  in  cancer 
patients.17-26  However,  there  are  some  conflicting 
observations  regarding  the  suppressor  T and  B 
cells.21,23’24’26  The  exact  mechanism  of  action  of 
suppressor  cells  on  T lymphocyte  response  is  not 
elucidated.  Goodwin  et  al.34  recently  described  the 
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existence  of  a prostaglandin-producing  glass-ad- 
herent suppressor  cell  in  the  peripheral  blood  of 
normal  subjects,34  and  of  patients  with  HD  or  sar- 
coidosis.18’29 

In  the  present  study,  the  addition  of  indomethacin 
which  is  a prostaglandin  inhibitor  to  mitogen-stim- 
ulated cultures,  whole-blood  system,  of  HD  and  NHL 
patients  as  well  as  healthy  subjects  results  in  an  in- 
crease in  the  proliferative  response  of  T lymphocytes. 
Indomethacin-mediated  enhancement  of  T lym- 
phocyte response  in  sarcoidosis  patients  and  lung 
cancer  patients  has  similarly  been  demonstrated.29’30 
Goodwin  et  al.18  observed  that  the  removal  of  glass- 
adherent  cells  markedly  decreased  the  enhancement 
seen  with  indomethacin,  that  it  reduces  the  prosta- 
glandin production  by  more  than  80  percent,  and  it 
eliminates  the  difference  in  PHA  responses  between 
HD  patients  and  healthy  subjects.  These  investi- 
gators also  observed  that  the  addition  of  indo- 
methacin to  lymphocyte  cultures  of  HD  patients 
results  in  an  increase  in  the  proliferative  response  of 
T lymphocytes  to  PHA,  approaching  the  normal 
values.18  The  present  study,  on  the  other  hand, 
shows  that  the  addition  of  indomethacin  to  lym- 
phocyte culture  does  not  eliminate  the  difference  in 
PHA  response  between  HD  or  NHL  patients  and 
healthy  subjects.  A similar  observation  that  the 
indomethacin  does  not  completely  normalize  the 
PHA  response  in  patients  with  active  sarcoidosis  has 
been  reported  by  Goodwin  et  al.29  These  observa- 
tions suggest  that  the  prostaglandin-producing 
suppressor  cells  may  not  be  the  only  responsible 
factor  for  impaired  PHA  response. 

It  should  be  pointed  out  that  the  indomethacin  is 
capable  of  enhancing  the  lymphocyte  response  in 
vitro  at  low  concentrations,  0.1  to  1 microgram  per 
milliliter,  in  the  present  study  as  well  as  in  the  pre- 
viously published  studies.18’29’30  Indomethacin  has 
been  shown  to  be  effective  as  an  antiarthritic  drug 
and  as  an  antipyretic  drug  for  lymphoma-associated 
fever.35  The  recommended  dose  of  this  agent  in  the 
management  of  these  conditions  can  achieve  serum 
concentrations  greater  than  1 microgram  per  milli- 
liter.36 Partial  reversal  of  anergy  and  partial  im- 
provement in  PHA  response  with  indomethacin  ad- 
ministration in  a patient  with  adult-acquired  hypo- 
gammaglobulinemia have  recently  been  observed.37 
Further  investigations  of  the  effect  of  indomethacin 
administration  on  in  vivo  and  in  vitro  cell-mediated 
immunity  in  HD  or  NHL  patients  seem  necessary. 
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Clinical  Clues 

— Sinus  bradycardia,  once  regarded  as  a benign  rhythm, 
may  be  the  only  sign  of  coronary  artery  disease  in  an 
individual  past  the  age  of  50. 

— When  diphenylhydantoin  is  used  to  treat  arrhythmia 
a large  loading  dose  must  be  employed  since  this  drug 
is  protein  bound. 

— Up  to  30  percent  of  patients  undergoing  constant 
electrocardiographic  monitoring  in  coronary  care  units 
following  acute  myocardial  infarction  develop  one  or 
more  atrial  arrhythmias.  Such  arrhythmias  include 
atrial  fibrillation,  atrial  flutter,  atrial  tachycardia,  and 
atrial  extrasystoles. 

— These  atrial  arrhythmias  may  be  secondary  to  pump 
failure  after  myocardial  infarction  and/or  may  be  as- 
sociated with  an  additional  area  of  atrial  infarction. 

— Pericarditis  associated  with  myocardial  infarction  may 
also  be  a factor  in  the  development  of  atrial  arrhyth- 
mias because  of  the  superficial  location  of  the  sino- 
atrial node. 

— Sinus  bradycardia  has  been  detected  in  up  to  30  per- 
cent of  patients  admitted  to  the  coronary  care  unit. 

— Sinus  bradycardia  and  all  grades  of  atrial  ventricular 
block  are  significantly  more  common  in  inferior  (di- 
aphragmatic) wall  infarction. 

— There  is  good  evidence  that  the  presence  of  a slow 
heart  rate  after  the  onset  of  infarction  is  associated 
with  increased  frequency  of  ventricular  ectopic 
rhythms. 

— Sinus  bradycardia  developing  after  infarction  is 
readily  abolished  by  the  intravenous  injection  of  at- 
ropine, and  therefore  reflex  cholinergic  mechanisms 
appear  to  be  involved. 

— Ventricular  ectopic  beats  develop  more  frequently  in 
patients  with  atrial  fibrillation  after  a relatively  long 
ventricular  cycle. 

— Digitalis  may  produce  almost  every  known  type  of 
cardiac  arrhythmia,  but  ventricular  premature  con- 
tractions, particularly  if  multifocal  in  origin  or  ven- 
tricular bigeminy,  have  long  been  considered  digitalis 
intoxication  hallmarks. 

— Recent  investigations  have  clearly  demonstrated  that 
atrioventricular  junctional  arrhythmias,  especially 
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nonparoxysmal  atrioventricular  junctional  tachy- 
cardia in  the  presence  of  atrial  fibrillation  or  flutter, 
are  the  most  common  signs  of  digitalis  intoxication. 

— Carotid  sinus  stimulation  is  more  apt  to  cause  sinus 
arrest  when  digitalis  intoxication  is  present. 

Atrial  premature  contractions  are  generally  harmless. 
However,  when  they  are  frequent  they  may  lead  to 
atrial  tachycardia  or  atrial  fibrillation. 

— When  atrial  premature  contractions  appear  as  three 
or  more  consecutive  beats,  some  authors  call  this  a 
short  run  of  atrial  tachycardia,  but  in  general  this  term 
is  used  when  six  or  more  atrial  premature  contractions 
occur  consecutively. 

— It  has  been  shown  that  approximately  30  percent  of 
all  atrial  tachycardias  may  be  found  in  apparently 
healthy  hearts,  but  the  paroxysm  is  usually  of  short 
duration. 

— Atrial  tachycardia  associated  with  the  Wolff-Par- 
kinson-White  syndrome  accounts  for  about  80  to  85 
percent  of  all  types  of  arrhythmias  found  in  the  syn- 
drome. 

— Multifocal  atrial  tachycardia  has  a distinctly  different 
clinical  significance  in  comparison  with  ordinary  atrial 
tachycardia.  It  is  almost  always  found  in  seriously  ill 
elderly  patients.  The  most  common  underlying  cause 
of  multifocal  atrial  tachycardia  is  chronic  lung  disease, 
accounting  for  approximately  60  to  85  percent.  In 
this  circumstance  evidence  of  cor  pulmonale  is  almost 
always  present,  and  often  intractable  congestive  heart 
failure  exists. 

— An  interesting  aspect  of  gastric  ulcers  produced  by 
aspirin  as  well  as  by  other  drugs  is  their  tendency  to 
localize  in  areas  of  the  stomach  other  than  the  lesser 
curvature,  often  on  the  greater  curvature.  In  one 
study  approximately  60  percent  of  ulcers  located  on 
the  greater  curvature  were  attributable  to  ulcerogenic 
drugs  (Levrat,  N.,  et  al.:  Arch.  mal.  app.  digest.  54: 
305  (1965)). 

— Approximately  31  percent  of  patients  with  rheumatoid 
arthritis  treated  with  steroids  may  develop  ulcers 
whereas  only  9 percent  of  rheumatoid  patients  not 
treated  have  ulcers. 

— Drug-induced  gastric  ulceration  may  be  more  common 
in  middle-aged  women  who  smoke. 
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Several  investigators  have  reported  the  develop- 
ment of  reversible  leukocytosis  in  manic  depressive 
patients  treated  with  lithium  salts.1-4  This  leuko- 
cytosis is  largely  due  to  increase  in  neutrophils. 
Furthermore,  leukocytosis  occurs  fairly  rapidly  and 
is  observed  within  a week  of  initiating  lithium 
treatment.  The  increase  in  the  WBC  (white  blood 
cell)  count  returns  to  normal  when  lithium  admin- 
istration is  discontinued,  thus  providing  evidence  of 
lithium’s  role  in  producing  leukocytosis.1,2 

Mechanism  of  leukocytic  action 

The  mechanism  by  which  lithium  induces  leuko- 
cytosis has  been  extensively  studied.  Since  hyper- 
activity,5 mania,6  exercise,7  epinephrine  adminis- 
tration,8 and  surgery9  lead  to  elevation  of  leukocytes, 
it  has  been  hypothesized  that  elevated  steroid  levels 
in  all  the  aforementioned  conditions  may  be  the 
factor  responsible  for  leukocytosis.10 

Golde  and  Cline11  have  suggested  the  existence  of 
a granulocytosis-promoting  factor  known  as  the  CFU 
(colony-forming  unit)  that  has  been  isolated  from  a 
murine  mammary  tumor.  When  injected  into 
nontumor-bearing  mice,  this  factor  may  affect  the 
pluripotent  stem  cell  and  thus  cause  transient  neu- 
trophilia. CFU  can  be  stimulated  through  semisolid 
agar  cultures  in  which  discrete  colonies  of  granulo- 
cytes and  mononuclear  phagocytes  are  formed  from 
single  cells  in  a suspension  of  murine  bone  marrow. 
CFU  causes  a stem  cell  to  undergo  a series  of  repli- 
cative and  maturational  steps  resulting  in  the  for- 
mation of  a colony.12  These  cells  are  the  committed 
precursors  common  to  the  granulocytic  and  mono- 
cytic lines.  The  colony-forming  cell  does  not  pro- 
liferate spontaneously  in  vitro  but  needs  a stimu- 
lating substance:  the  CSA  (colony-stimulating  ac- 
tivity). CSA  has  been  purified  from  serum,  released 


Lithium  carbonate  can  produce  leukocytosis  by  a 
direct  action  on  bone  marrow.  This  finding  can  be 
useful  in  the  treatment  of  various  leukopenic  condi- 
tions. In  this  report  the  therapeutic  efficacy  of 
lithium  in  the  disease-related  as  well  as  drug-induced 
leukopenic  conditions  is  reviewed  and  its  importance 
discussed. 


from  lymphoid  cells,  and  from  human  urine.13  Re- 
search, to  date,  has  shown  that  lithium  acts  on  CSA 
in  serum  and  urine  in  vivo,14  and  stimulates  pro- 
duction of  CSA  in  vitro.15,16  This  fact  and  the  fact 
that  it  is  accompanied  by  an  increase  in  the  unsatu- 
rated vitamin  B12  binding  capacity,  an  indirect  as- 
sessment of  the  total  body  granulocyte  pool,  suggest 
that  lithium  produces  a true  increase  in  the  body 
granulocyte  pool,  rather  than  by  a mechanism  of 
demargination  of  these  cells  from  marginal  extra- 
vascular  pools.16,17  However,  in  a recent  study,  it 
was  found  that  lithium  needs  the  presence  of  CFU  to 
act.18 

It  seems  that  lithium  acts  by  stimulating  a sub- 
stance, the  CSA,  which,  in  the  presence  of  CFU,  acts 
on  the  committed  stem  cell  to  produce  the  neutro- 
phils. The  aforementioned  findings  indicate  that 
lithium  actually  stimulates  bone  marrow  and  thus 
increases  production  of  neutrophils.  This  property 
is  therapeutically  very  useful  in  various  disorders 
associated  with  leukopenia  or  in  agranulocytosis. 
These  disorders  can  be  broadly  divided  into  two 
groups:  iatrogenic  and  disease-related.  Iatrogenic 
conditions  include  leukopenia  or  agranulocytosis 
associated  with  the  administration  of  drugs  such  as 
neuroleptics,  antidepressants,  and  anticancer  drugs. 
Chronic  leukopenic  conditions  occur  in  the  course  of 
various  diseases.  Since  no  satisfactory  treatment  is 
yet  available  for  these  conditions,  the  leukocytic  re- 
sponse of  lithium  appears  to  be  best  suited  in  the 
treatment  of  these  disorders.  In  this  report,  the  use 
of  lithium  in  alleviating  leukopenic  disorders  has 
been  reviewed. 

Lithium  treatment  of  leukopenic  disorders 

Disease-related  neutropenia.  Felty’s  syn- 
drome. Felty’s  syndrome,  consisting  of  spleno- 
megaly and  granulocytopenia,  occurs  in  about  1 
percent  of  patients  with  chronic  rheumatoid  arthri- 
tis,19,20 and  is  of  serious  concern  when  associated  with 
recurrent  infections.  Treatment  with  corticosteroids 
to  elevate  the  WBC  yields  variable  and  inconsistent 
results  and  may  make  the  infections  more  severe.21,22 
Improvement  of  WBC  count  usually  follows  sple- 
nectomy, but  relapse  of  leukopenia  occurs  in  at  least 
one  third  of  these  patients.23,24  Thus,  there  is  a need 
for  a more  effective  treatment  of  leukopenia  in  this 
condition.  Lithium  carbonate  in  doses  of  600  to  900 
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mg.  per  day,  serum  lithium  level  ranged  between  0.25 
to  1 mEq.  per  liter,  for  six  weeks  has  been  reported 
to  have  an  increase  in  the  granulocytes  in  18  patients 
suffering  from  Felty’s  syndrome.14,20  The  effect  was 
usually  noted  within  a week  and  did  not  persist  when 
the  drug  was  withdrawn.  Further,  the  response  was 
dose-related,  and  the  patients  with  lower  doses,  600 
mg.,  had  a lesser  increase  in  their  granulocyte  count 
than  those  on  900  mg.  per  day.  These  findings  have 
been  confirmed  independently  by  others.25,26 

Rampon  et  al.  in  197627  treated  one  patient  with 
Felty’s  syndrome  by  lithium  gluconate  and  found 
that  the  absolute  number  of  granulocytes  became 
threefold  the  prelithium  level.  The  patient  had  a 
concomitant  Escherichia  coli  urinary  tract  infection 
that  rapidly  improved  while  on  lithium.  Likewise, 
Pointud  et  al.  in  197628  obtained  similar  response  in 
a patient  with  Felty’s  syndrome  treated  with  lithium 
carbonate.  There  was  a mean  increase  of  230  percent 
of  polymorphonuclear  leukocytes  during  lithium 
therapy  over  findings  before  treatment  with 
lithium. 

On  the  other  hand,  two  patients  with  Felty’s  syn- 
drome were  treated  for  neutropenia.29  Both  patients 
were  given  lithium,  900  mg.  per  day,  but  because  of 
side-effects,  lithium  had  to  be  discontinued  in  one 
patient.  No  sustained  improvement  occurred  in 
both  patients,  nor  was  there  an  improvement  in  the 
empyema  or  leg  ulcer  that  were  concomitant  in  either 
patient. 

Neutropenia  in  acute  myeloid  leukemia.  In  cases 
of  neutropenia  in  acute  myeloid  leukemia,  six  adults, 
four  with  acute  myeloblastic  leukemia  and  two  with 
promyelocytic  leukemia,  were  treated  with  lithium 
carbonate,  1 Gm.  per  day,  after  induction  of  aplasia 
with  chemotherapy.30  There  was  a reduction  in  the 
duration  of  the  granulocytopenic  phase  of  20  plus  or 
minus  5 days  to  from  4 to  7 days  in  the  lithium- 
treated  patients. 

Neutropenia  in  aplastic  anemia.  Barrett  et  al. 
in  197731  described  the  effects  of  lithium  in  two  pa- 
tients with  aplastic  anemia;  the  first  patient  devel- 
oped the  anemia  and  leukopenia  after  hepatitis.  In 
the  first  two  weeks,  the  neutrophils  rose  slightly,  but 
the  beneficial  effects  disappeared  in  four  weeks.  The 
bond  marrow  aspirate  was  extremely  hypocellular. 
The  second  patient  had  a Fanconi-type  aplastic 
anemia.  He  also  had  mouth  ulcers.  With  lithium 
carbonate,  750  mg.  per  day,  his  neutrophil  count  rose 
to  normal  in  four  weeks,  and  the  mouth  ulcers  healed. 
Five  months  later,  he  was  still  maintained  on  lithium 
carbonate,  750  mg.  per  day,  and  his  neutrophil  count 
was  still  in  the  normal  range.  Barrett  et  al.31  con- 
cluded that  lithium  may  be  effective  in  stimulating 
granulopoiesis  in  patients  with  neutropenia  who  have 
sufficient  reserve  of  granulocyte  stem  cells  to  re- 
spond. 

Congenital  neutropenia.  Two  patients  with 
congenital  neutropenia  were  treated  with  lithium 
carbonate.32  Patient  1 had  recurrent  skin  and  pul- 


monary infections,  no  blood  neutrophils,  increased 
blood  monocytes  and  eosinophils,  and  normal  he- 
moglobin. The  bone  marrow  had  20  to  25  percent 
granulocyte  precursors  with  an  arrest  at  the  promy- 
elocyte stage,  no  mature  neutrophils,  and  increased 
proportion  of  eosinophils.  Patient  2 had  recurrent 
skin  abscesses  and  pneumonia,  no  blood  neutrophils, 
and  an  increased  proportion  of  eosinophils.  Both 
patients  were  given  oral  lithium  carbonate  for  four 
weeks.  Patient  1 developed  tubular  nephropathy, 
and  treatment  was  stopped  after  21  days.  One  week 
later  the  neutrophil  count  rose  and  remained  high  for 
a further  week,  during  which  time  pulmonary  infec- 
tion cleared.  Patient  2 did  not  show  any  improve- 
ment. Again,  the  results  indicate  that  if  neutrophil 
precursors  are  absent  rather  than  arrested,  response 
to  lithium  may  not  occur. 

Idiopathic  granulocytopenia.  Three  patients 
were  given  lithium  carbonate,  900  mg.,  for  three  to 
nine  weeks  for  the  treatment  of  idiopathic  granulo- 
cytopenia.33 The  granulocyte  count  did  not  rise 
during  lithium  therapy. 

Iatrogenic  neutropenia.  Neutropenia  induced 
by  cancer  chemotherapy.  Long-term  administra- 
tion of  chemotherapy  is  usually  associated  with  de- 
creased marrow  tolerance.34,35  Lithium  treatment 
was  tried  successfully  on  chemotherapy-induced 
leukopenia;  20  patients  treated  with  chemotherapy 
for  cancer  of  breast  or  lung  were  studied.36  The 
patients  alternated  between  cycles  with  lithium  and 
cycles  without.  The  mean  baseline  granulocyte 
nadir  was  significantly  higher  in  cycles  with  lithium 
than  in  those  with  chemotherapy  alone.  Greco  and 
Brereton  in  197737  also  treated  25  patients  with  ad- 
vanced malignant  conditions  with  lithium  carbonate 
during  a cycle  of  intermittent  combination  chemo- 
therapy. The  mean  absolute  polymorphonuclear 
leukocyte  nadir  while  on  lithium  was  26  and  40  per- 
cent higher  than  the  control  cycles  before  and  after 
lithium  carbonate,  respectively. 

To  investigate  the  efficacy  of  lithium  in  amelio- 
rating infections  secondary  to  leukopenia  induced  by 
anticancer  agents,  Lyman,  Williams,  and  Preston  in 
198038  studied  45  patients  with  bronchogenic  carci- 
noma who  were  receiving  combined  radiation  and 
chemotherapy.  Twenty  of  these  45  patients  received 
additional  lithium,  and  the  other  25  patients  served 
as  control  group.  The  control  group  had  more  days 
with  neutropenia,  more  severe  febrile  episodes,  more 
days  hospitalized  with  fever,  and  more  infection- 
related  deaths  than  the  lithium-treated  group.  On 
the  basis  of  these  findings,  they  concluded  that 
lithium  showed  promise  as  a means  of  lowering  the 
risk  of  infection  and  myelosuppression  among  pa- 
tients receiving  cytotoxic  therapy. 

Phenothiazine-induced  neutropenia.  In  our 
study,39  three  chronic  schizophrenic  patients  with 
neutropenia  of  less  than  2,200  per  cubic  millimeter 
while  on  phenothiazines  were  treated  with  lithium 
carbonate,  900  mg.  per  day.  There  was  a significant 
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rise  in  the  total  leukocyte  and  neutrophil  counts  at 
the  end  of  three  weeks  of  lithium  treatment  as  com- 
pared with  the  pretreatment  base  line.  On  discon- 
tinuation of  lithium,  there  was  a steady  decline  in  the 
neutrophil  and  total  leukocyte  counts  to  baseline 
levels.  No  correlation  between  lithium  blood  levels 
and  the  rise  in  WBC  was  noted.  The  authors 
therefore  concluded  that  lithium  carbonate  coun- 
teracted leukopenias  induced  by  phenothiazines. 

Side-effects 

Out  of  the  107  lithium-treated  leukopenic  patients, 
very  few  side-effects  have  appeared.  Most  of  the 
side-effects  are  mild  and  need  a lowering  of  the  dos- 
age. Only  five  patients  needed  to  discontinue 
treatment.  With  the  exception  of  one  study,20  the 
improvement  of  the  neutrophilia  does  not  seem  to 
relate  to  the  serum  lithium  level.  In  the  latter  study, 
a differential  effect  was  found  between  600  and  900 
mg.  of  lithium  in  favor  of  the  higher  dose.  But  in  a 
subsequent  study,14  there  was  no  correlation  between 
serum  lithium  levels  and  improvement  in  WBC 
count. 

Conclusion 

Lithium  appears  to  be  a safe  and  effective  medi- 
cation for  the  treatment  of  drug-induced  and  medical 
conditions  associated  with  neutropenia  and  agran- 
ulocytosis. Since  lithium  does  not  interact  with 
other  drugs,  it  can  be  administered  concurrently  with 
neuroleptics  or  anticancer  drugs.  In  fact,  it  may  also 
be  useful  in  the  prevention  of  neutropenia  associated 
with  anticancer  chemotherapy.  It  is  also  necessary 
to  establish  the  optimal  blood  level  of  lithium  that 
can  be  administered  concurrently  with  neuroleptics 
or  anticancer  drugs. 

Currently  there  is  no  effective  treatment  for  neu- 
ropenic  disorders.  However,  on  the  basis  of  the 
previously  mentioned  information,  lithium  stimu- 
lates bone  marrow  and  produces  leukocytic  response 
without  producing  severe  adverse  effects.  Therefore, 
lithium  therapy  deserves  a place  in  our  armamen- 
tarium for  the  treatment  of  leukopenic  disorders. 

Douglas  Hospital  Centre 
6875  La  Salle  Blvd. 

Montreal,  Canada  H4H  1R3 
(DR.  YASSA) 
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Clinical Clues 

— False  positive  exercise  electrocardiograph  test  results 
occur  in  the  presence  of  hyperventilation,  systolic 
clicks,  and  if  there  is  an  inordinate  rise  in  blood 
pressure  during  the  test. 

— Bone  pain  is  a common  and  distressing  symptom  of 
multiple  myeloma,  but  the  cause  of  the  chronic  aching 
pain  has  never  been  made  clear.  Often,  the  roent- 
genogram finding  is  normal,  and  the  pain  has  been 
attributed  to  intraosseous  tumor  pressure,  impinge- 
ment on  nerve  roots  by  soft-tissue  plasmacytomas  or 
collapsed  vertebrae,  perineuritis  from  paramyloid  or 
of  idiopathic  nature,  or  “rheumatism”  of  the  para- 
spinal  musculature. 

— Demineralization,  vertebral  collapse,  and  “punched- 
out”  osteolytic  foci  are  found  in  65  to  100  percent  of 
patients  at  some  time  during  the  course  of  the  disease, 
and  pathologic  fractures  occur  in  about  50  to  70  per- 
cent. 

— Against  a “tumor  pressure”  hypothesis  is  the  rarity 
of  pain  in  the  skull  or  headache  in  the  disease.  Sim- 
ilarly, erosion  of  the  clavicle  may  be  painless. 

— Pain  in  the  course  of  multiple  myeloma  does  not  ap- 
pear to  correlate  well  with  old  vertebral  collapse  per 
se  but  is  related  to  bone  involvement  by  the  tumor,  as 
demonstrated  by  strontium  uptake  (Charkes,  N.  D., 
et  al.:  Bone  pain  in  multiple  myeloma,  Arch.  Int. 
Med.  130:  53  (1972)). 

— A wide  variety  of  neurologic  symptoms  and  signs  have 
been  described  in  association  with  respiratory  failure. 
This  may  vary  from  mild  confusion  to  papilledema 
and  the  occurrence  of  focal  neurologic  signs. 

— Megaloblastic  anemia,  developing  in  patients  with  a 
variety  of  hemolytic  anemias,  is  being  reported  with 
increasing  frequency.  All  cases  seem  to  have  re- 
sponded to  folic  acid.  Many  have  expressed  the 
opinion  that  the  greater  turnover  of  red  blood  cells 
requires  increased  amounts  of  folic  acid,  so  that  per- 
sons with  an  active  hemolytic  process  are  “predis- 
posed” to  the  development  of  folic  acid  deficiency. 
Some  degree  of  folic  acid  deficiency  in  many  cases  of 
hemolytic  anemia  has  been  demonstrated  even  with- 
out megaloblastic  change. 

— The  association  of  renal  disease  and  multiple  myeloma 
is  well  established.  Most  frequently  this  is  a tubular 
lesion  consequent  to  the  excretion  of  Bence-Jones 
protein.  Cast  formation  with  tubular  obstruction  is 
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prominent.  Other  well-descrihed  renal  abnormalities 
include  tubular  damage  accompanying  hypercalcemia, 
diminished  effective  renal  blood  flow  secondary  to 
increased  blood  viscosity,  diffuse  renal  infiltration  by 
myeloma  cells,  and  renal  damage  associated  with 
paramyeloid  infiltrates  (Osserman,  E.  F.:  Plasma  cell 
myeloma:  II.  Clinical  aspects,  New  England  J.  Med. 
261:  1006  (1959)). 

Multiple  myeloma  is  an  unusual  and  infrequent  cause 
of  the  nephrotic  syndrome. 

— Bone  marrow  examination  is  diagnostic  of  miliary 
tuberculosis  in  15  to  40  percent  of  cases.  Variation 
results  may  in  part  reflect  the  amount  of  bone  marrow 
examined  and  whether  a simple  aspiration  or  a bone 
marrow  biopsy  was  performed. 

— The  incidence  of  musculoskeletal  syndromes  including 
joint  disease  has  been  reported  as  being  between  0.6 
percent  and  as  high  as  45  percent  in  patients  with 
psoriasis. 

— Seronegative  rheumatoid  arthritis  is  more  common 
in  psoriasis  than  seropositive  rheumatoid  arthritis. 

— The  incidence  of  psoriasis  in  the  general  population 
varies  between  0.43  and  2 percent,  and  the  incidence 
of  psoriasis  in  patients  with  rheumatoid  arthritis 
ranges  from  2.6  to  5.6  percent. 

— In  a majority  of  the  cases  the  skin  lesions  of  psoriasis 
antedate  the  arthritis,  while  in  many  others  the  onset 
of  skin  and  joint  involvement  coincide;  in  a small 
percentage  of  patients  the  arthritis  occurred  first. 

— Exacerbations  and  remissions  of  psoriatic  arthritis 
may  parallel  the  severity  of  the  cutaneous  lesions. 

— In  some  ways  joint  changes  seem  more  closely  related 
to  the  lesions  of  the  nails  than  to  psoriasis  of  the  skin. 
The  nails  were  involved  more  often  in  patients  with 
psoriasis  and  erosive  arthritis  than  in  patients  with 
uncomplicated  psoriasis. 

— When  rheumatoid  arthritis  is  associated  with  psoriasis 
distal  joint  involvement  may  be  more  common  than 
in  typical  rheumatoid  arthritis. 

— Nodules  are  extremely  rare  in  rheumatoid  arthritis 
associated  with  psoriasis. 

— Patients  with  psoriasis  are  also  prone  to  develop  gout, 
due  to  increased  turnover  of  psoriatic  skin  cells. 

— Distal  joint  erosions  occurred  in  43.7  percent  of  pa- 
tients with  psoriatic  arthritis  but  in  only  12.8  percent 
of  patients  with  rheumatoid  arthritis. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain* 
Synalgos-DC  contains  di hydro- 
codeine,  a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
(u?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnalgos-DC 
takes  pain  off  the  mind  and 
the  mind  off  pain. 


of  the  problem 


Drocode  (dihydrocodeine)  bitartrate.  16.0  mg  (Warning:  May 
be  habit  forming);  promethazine  hydrochloride,  6.25  mg; 
aspirin.  194.4  mg;  phenacetin,  162.0  mg;  caffeine,  30.0  mg. 


‘ INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci 
ences— Natiorial  Research  Council  and/or 
other  information,  FDA  has  classified  the 
indications  as  follows:  "Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less 
than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
drocodeine,  promethazine,  aspirin,  phenacetin 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro 
duce  drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused.  Psychic  dependence,  physical  depen 
dence  and  tolerance  may  develop  upon 
repeated  administration  of  dihydrocodeine, 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic -containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub 
stances  Act  Usage  in  Ambulatory  Patients: 
Dihydrocodeine  and  promethazine  may  impair 
the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery  The  patient  using  Synalgos-DC 
should  be  cautioned  accordingly.  Interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal 
gesics,  general  anesthetics,  other  phe 
nothiazines,  tranquilizers,  sedative-hypnotics 
or  other  CNS  depressants  (including  alco 
hoi)  concomitantly  with  Synalgos-DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 
Patients  who  have  demonstrated  a hypersen 


sitivity  reaction  (e.g.  blood  dyscrasia,  jaun- 
dice) with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine,  including 
Synalgos-DC,  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  ade 
quate  information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
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In  the  period  from  December,  1977,  to  March,  1978, 
eight  cases  of  brucellosis  occurred  in  workers  at  an 
Upstate  New  York  abattoir.  These  were  the  first 
recognized  cases  in  workers  at  the  abattoir  in  its  31 
years  of  operation.  Brucella  infection  was  associated 
with  the  processing  of  cattle.  All  seropositive  indi- 
viduals either  worked  in  the  kill  department  or  had 
frequent  exposure  to  the  kill  department.  Ap- 
proximately 1.5  years  before  the  first  reported  case, 
the  plant  more  than  doubled  the  number  of  cattle 
slaughtered,  but  the  relative  proportion  of  cattle  to 
calves  slaughtered  remained  unchanged.  As  a result 
of  an  epizootic  of  bovine  brucellosis  in  the  area,  the 
number  of  Brucella -infected  and  exposed  cattle 
slaughtered  increased  dramatically  approximately 
seven  months  prior  to  the  onset  of  the  outbreak  of 
brucellosis  in  employees. 
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In  April,  1978,  the  State  of  New  York  Department 
of  Health  was  notified  of  several  cases  of  brucellosis 
which  occurred  at  an  Upstate  New  York  abattoir.  In 
the  period  from  December,  1977,  to  March,  1978,  four 
cases  of  brucellosis  had  occurred  among  the  ap- 
proximately 127  employees  of  the  abattoir  which 
slaughtered  cattle  and  calves,  many  of  which  were 
known  to  be  infected  with  Brucella  or  originated 
from  Brucella- infected  herds. 

The  abattoir 'has  127  employees,  101  of  whom  are 
directly  involved  in  slaughter-related  activities.  In 
addition,  12  USDA  (U.S.  Department  of  Agriculture) 
meat  inspectors  rotate  through  the  plant.  Ap- 
proximately 3,000  cattle  and  30,000  calves  are 
slaughtered  at  the  plant  each  month.  The  cattle 
include  culled  breeding  stock  and  animals  from 
brucellosis-exposed  herds  undergoing  depopulation 
as  part  of  the  USDA  brucellosis  eradication  program. 
Cattle  are  purchased  at  auctions  and  come  primarily 
from  New  York  and  Vermont  with  fewer  from  Ohio, 
Pennsylvania,  and  Maryland.  Calves,  including 
many  from  Brucella- infected  herds,  come  primarily 
from  New  York,  Vermont,  Kentucky,  and  Tennessee. 
The  purpose  of  our  investigation  was  to  determine 

* Present  affiliation:  Department  of  Research  Medicine, 

University  of  Pennsylvania  School  of  Medicine,  Philadelphia, 
Pennsylvania  19104. 

f Present  affiliation:  Department  of  Pathology,  College  of 
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the  cause  of  the  sudden  appearance  of  brucellosis  in 
employees  of  this  abattoir  and  what  risk  factors  were 
involved. 

Methods 

The  investigation  in  early  March,  1978,  was  based 
primarily  on  interviews  and  serologic  testing  of 
workers  at  the  abattoir  by  the  State  of  New  York 
Department  of  Health.  The  serum  specimens  from 
100  of  the  103  employees  included  in  the  survey 
group  were  examined  using  the  standard  Brucella 
tube-agglutination  test  at  the  State  of  New  York 
Department  of  Health  Division  of  Laboratories  and 
Research.  The  specimens  from  the  three  remaining 
persons  had  been  tested  at  a local  hospital  laboratory, 
two  by  a slide  test  and  one  by  a tube-agglutination 
test. 

The  103  individuals  included  in  the  study  repre- 
sented 73  percent  of  the  approximately  127  em- 
ployees and  12  USDA  inspectors  who  worked  at  the 
plant  in  the  period  from  December,  1977,  to  March, 
1978.  The  percentage  of  employees  tested  in  indi- 
vidual departments  ranged  from  0 to  nearly  100; 
participation  in  the  program  by  nonkill  employees 
was  generally  lower  than  by  employees  who  worked 
in  the  kill  department. 

The  103  individuals  who  were  interviewed  were 
asked:  age;  sex;  present  abattoir  employment  by 
dates,  location,  and  job  description;  amount  of  skin 
contact  and  exposure  to  raw  and  chilled  meats;  his- 
tory of  cuts,  scratches,  and  abrasions;  history  of 
conjunctival  exposure  to  potentially  infectious  ma- 
terials; degree  of  exposure  to  kill-room  air;  history  of 
ingestion  of  meat  products  at  the  plant;  use  of  pro- 
tective equipment;  and  illness  history  for  the  last 
three  months.  In  addition,  seropositive  individuals 
were  questioned  about  previous  abattoir  employ- 
ment, possible  sources  of  exposure  to  Brucella  un- 
related to  employment,  and  the  duration  of  illness 
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and  hospitalization.  The  potential  for  infection  by 
four  routes — skin  contact,  airborne,  conjunctival,  and 
ingestion — was  compared  for  seropositive  and  sero- 
negative individuals. 

Information  on  abattoir  design,  processing  meth- 
odology, and  sources  of  cattle  slaughtered  was  ob- 
tained from  plant  managers  and  records.  Informa- 
tion on  the  number  of  animals  slaughtered,  the 
number  originating  from  Brucella- infected  herds, 
and  the  number  with  serologic  evidence  of  Brucella 
infection  was  obtained  from  the  USDA.  Only  cattle 
are  screened  for  serologic  evidence  of  Brucella  in- 
fection at  the  time  of  slaughter.  Cattle  that  were 
either  previously  demonstrated  to  have  serologic 
evidence  or  exposed  to  a known  infected  herd  are  not 
included  in  this  screening  program. 

Local  physicians  and  a local  hospital  were  visited 
to  obtain  information  on  other  cases  and  to  consult 
on  treatment  and  diagnosis. 

Definitions.  Persons  working  at  the  plant  were 
categorized  by  clinical  and  serologic  status.  A 
symptomatic  case  was  a person  with  a Brucella  ag- 
glutination titer  greater  than  or  equal  to  1:160  in  a 
single  serum  specimen  and  four  of  the  following  signs 
and  symptoms:  fever,  chills,  sweats,  undue  fatigue, 
anorexia,  weight  loss,  and  generalized  aching.  An 
asymptomatic  case  was  a person  with  a Brucella  ag- 
glutination titer  greater  them  or  equal  to  1:160  but  no 
history  of  an  illness  compatible  with  brucellosis. 

Work  departments  were  categorized  by  relative 
risk  for  acquisition  of  Brucella  infections  from  con- 
tact or  aerosol: 

1.  Slaughter  operations.  Defined  as  slaughter  oper- 
ations were  activities  prior  to  exposure  to  deep  tissues  in 
the  slaughtering  process  which  would  be  expected  to  entail 
low  risk  of  contact  exposure  and  no  significant  aerosol  ex- 
posure. 

2.  Evisceration  operations.  Evisceration  operations 
were  activities  in  areas  where  the  deep  tissues  of  freshly 
killed  cows  and  calves  are  handled  that  would  be  expected 
to  entail  high  risk  of  both  contact  and  aerosol  exposure. 

3.  Further  processing  operations.  Further  processing 
operations  were  activities  related  to  processing  after  the 
tissues  are  chilled  and  taken  to  the  hide  department. 
These  activities  would  be  expected  to  entail  moderate 
contact  but  no  significant  aerosol  exposure. 

4.  Mixed  operations.  Classified  as  mixed  operations 
were  activities  resulting  in  irregular  exposure  to  stage  1,  2, 
and  3 operations  such  as  maintenance. 

5.  Nonprocessing  operations.  Nonprocessing  oper- 
ations are  activities  conducted  in  areas,  such  as  the  office, 
where  no  significant  contact  or  aerosol  exposure  would  be 
expected. 

Results 

In  the  period  December,  1977,  through  March, 
1978,  eight  cases  of  symptomatic  brucellosis  occurred 
in  workers  at  the  abattoir.  Four  of  the  cases  occurred 
in  workers  who  had  consulted  a physician  about  their 
illnesses  prior  to  the  investigation.  Four  additional 
cases  of  symptomatic  brucellosis  were  detected  as  the 


TABLE  I.  Eight  cases  of  brucellosis  by  clinical  signs 
and  symptoms  at  an  Upstate  New  York  abattoir,  March, 
1978 


Signs/Symptoms 

Cases 

Percent 

Chills 

8 

100.0 

Sweats 

7 

87.5 

Fever 

6 

75.0 

Weakness 

6 

75.0 

Body  aches 

6 

75.0 

Headache 

6 

75.0 

Dizziness 

5 

62.5 

Anorexia 

5 

62.5 

Weight  loss 

5 

62.5 

Cough 

3 

37.5 

Arthralgia 

3 

37.5 

Visual  problems 

2 

25.0 

Hemoptysis 

1 

12.5 

Dysuria 

1 

12.5 

Hematuria 

1 

12.5 

Orchitis 

1 

12.5 

Skin  ulcer 

1 

12.5 

result  of  the  questionnaire  and  serologic  survey. 
These  workers  were  advised  to  see  a physician  for 
further  evaluation  and  treatment.  Three  other 
workers  had  brucella  agglutination  titers  greater 
than  or  equal  to  1:160,  but  had  no  history  of  recent 
illness  compatible  with  brucellosis. 

The  illness  was  characterized  by  weakness,  chills, 
sweats,  fever,  body  aches,  weight  loss,  and  headache 
(Table  I).  At  the  time  of  the  investigation,  the 
number  of  days  absent  from  work  because  of  illness 
reported  by  five  of  the  symptomatic  patients  ranged 
from  3 to  140  days,  with  a mean  of  50;  however,  the 
mean  is  understated  because  two  symptomatic  pa- 
tients remained  ill  at  the  time  of  the  interview. 

The  ages  of  the  11  seropositive  individuals  ranged 
from  19  to  47  years,  median  28  years,  and  all  were 
males;  this  reflected  the  age  and  sex  composition  of 
the  work  force.  The  duration  of  employment  at  the 
abattoir  ranged  from  1 to  24  years  for  seropositive 
individuals  (median  3 years).  The  duration  of  em- 
ployment ranged  from  less  than  1 to  26  years  for 
seronegative  individuals  (median  2 years). 

The  seropositive  individuals  were  most  likely  in- 
fected as  a result  of  their  occupation.  Only  two 
persons  reported  consumption  of  unpasteurized 
dairy  products,  and  neither  had  consumed  these 
within  the  last  eight  months.  None  of  the  seroposi- 
tive individuals  had  contact  with  either  cattle  or 
swine  off  the  job. 

Most  workers  had  exposure  to  the  evisceration 
operations  area,  preventing  a clear-cut  assessment 
of  relative  risk  by  operational  area.  Both  cases  that 
occurred  in  other  processing  areas  involved  persons 
who  frequently  went  into  the  evisceration  operations 
area  as  part  of  their  job.  Also,  most  workers  passed 
through  the  evisceration  operations  area  on  their  way 
to  and  from  the  locker  and  lunch  rooms. 

The  attack  rate  as  measured  by  seropositivity  was 
higher  in  persons  exposed  to  tissues  of  freshly  killed 
cattle,  occurring  in  11  of  77  persons,  than  in  persons 
who  were  exclusively  exposed  to  calves,  occurring  in 
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FIGURE  1.  Distribution  of  brucellosis  cases  by  work  location,  Oneida,  New  York,  1978. 


0 of  16.  But  the  difference  in  these  rates  was  not 
statistically  significant  (Fisher  exact  test,  1 -tail;  p = 
0.11). 

The  route  of  infection  was  also  not  apparent.  The 
degree  of  skin  contact,  aerosol,  and  conjunctival  ex- 
posure was  not  significantly  different  for  seropositive 
and  seronegative  persons. 

No  clear-cut  clustering  of  cases  by  work  location 
or  job  was  found  (Fig.  1).  The  attack  rate  in  sur- 
veyed workers  was  highest  for  those  involved  in 
evisceration  operations,  as  measured  by  both  clinical 
illness,  occurring  in  6 of  60  persons,  and  seroposi- 
tivity,  occurring  in  9 of  60  individuals.  Two  clinical 
cases,  however,  did  occur  in  workers  at  other  work 
locations. 

The  total  number  of  animals  slaughtered  per 
month  varied  considerably  in  the  year  preceding  the 
occurrence  of  the  first  human  brucellosis  case  (Fig. 
2).  The  number  of  cattle  slaughtered  per  month, 
however,  tended  to  increase  progressively.  A marked 
increase  also  occurred  in  the  number  of  cattle  with 
serologic  evidence  of  infection  and  cattle  and  calves 
from  known  infected  herds  that  were  slaughtered 
beginning  in  May,  1977. 

Comment 

The  recognition  of  brucellosis  in  workers  at  the 
abattoir,  apparently  for  the  first  time  in  its  31  years 
of  operation,  appears  to  be  a reflection  of  a national 
trend.  A possible  contributing  factor  to  the  occur- 
rence of  the  outbreak  was  a resurgence  of  bovine 
brucellosis  in  New  York  and  Vermont  beginning  in 


late  1976.  Inasmuch  as  most  of  the  reactor  cattle 
identified  at  the  farm  level  in  New  York  are  slaugh- 
tered in  this  abattoir,  most  of  the  increase  in  serologic 
reactor  cattle  and  exposed  calves  slaughtered  at  this 
abattoir  directly  stems  from  this  resurgence  in  bovine 
brucellosis.  This  may  also  explain  why  employees 
of  this  abattoir  rather  than  those  of  other  abattoirs 
were  affected. 

Brucellosis  has  long  been  recognized  as  an  occu- 
pational disease  of  abattoir  workers.  In  the  period 
from  1960  to  1972,  about  90  percent  of  abattoir-as- 
sociated cases  in  the  United  States  involving  a single 
animal  species  exposure  were  associated  with  the 
slaughter  of  swine.1  However,  a widespread  resur- 
gence of  bovine  brucellosis  which  began  in  1973  was 
associated  with  a concomitant  increase  in  the  number 
of  human  brucellosis  cases  associated  with  the 
slaughter  of  cattle.  In  1976  the  number  of  cattle- 
associated  cases  in  abattoir  workers,  59,  exceeded 
those  associated  with  the  slaughter  of  swine,  34,  for 
the  first  time  in  many  years.2  This  is  true  for  1978 
as  well.  However,  for  1978,  only  172  cases  of  human 
brucellosis  due  to  all  causes  were  reported,  the  lowest 
number  of  nationally  reported  cases  since  1927,  when 
brucellosis  was  first  recognized  as  a common  cause 
of  human  illness.3 

In  addition  to  the  recent  increase  in  the  incidence 
of  bovine  brucellosis,  the  change  in  operational  pro- 
cedures at  the  plant  in  1975  may  be  another  factor 
that  resulted  in  changing  the  risk  of  infection  for  the 
workers  in  this  abattoir.  The  total  number  of  ani- 
mals slaughtered  each  month  was  increased  mark- 
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FIGURE  2.  Statistical  tables.  (A)  Cattle  slaughtered  and 
month  of  onset  of  illness  in  cases,  Oneida  County,  New  York, 
1978.  (B)  Number  of  reactor  and  exposed  cattle  slaughtered, 
Oneida  County,  New  York,  1978. 

edly.  The  increase  in  the  number  of  animals 
slaughtered  enhanced  the  potential  for  exposure  to 
infected  animals. 

Whether  the  cases  were  related  to  slaughter  of 
calves  or  cattle  is  unclear.  Only  workers  who  had 
had  contact  with  slaughtered  cattle  had  serologic 
evidence  of  infection;  the  number  of  workers  who  had 
exposure  to  only  calves  was  too  small,  however,  to 
demonstrate  any  statistical  significance  to  this  as- 
sociation. 

Although  the  cases  occurred  in  a period  when  nu- 
merous cattle  with  serologic  evidence  of  infection  as 
well  as  cattle  and  calves  from  known  infected  herds 
were  being  slaughtered,  a specific  exposure  resulting 
in  infection  could  not  be  determined.  The  incuba- 
tion period  of  brucellosis  is  variable,  ranging  from  a 
few  days  to  several  weeks  in  most  cases;  incubation 
periods  as  long  as  seven  months,  however,  have  been 
documented  in  Brucella  abortus  infections.  This 


variability  prevents  reliable  association  between 
slaughter  of  any  given  group  of  animals  and  subse- 
quent occurrence  of  human  cases  in  situations  where 
there  is  continuing  risk  of  infection. 

The  distribution  of  cases,  by  department,  was 
typical  for  abattoir-associated  brucellosis,  with  the 
highest  infection  rate  occurring  in  kill  department 
workers  involved  in  evisceration-related  activi- 
ties.3 

With  the  exception  of  ingestion,  which  appeared 
to  have  no  significant  role,  the  relative  importance 
of  the  various  possible  routes  of  infection  could  not 
be  determined.  Cases  occurred  in  persons  having 
several  possible  routes  of  infection,  such  as  skin 
contact,  conjunctival,  and  airborne.  More  than  one 
route  of  infection  could  have  been  involved,  partic- 
ularly in  the  kill  room,  where  virtually  all  workers  had 
skin  contact,  conjunctival,  and  aerosol  exposure. 
The  two  employees  whose  job  descriptions  indicated 
that  they  worked  outside  the  kill  room  actually  had 
duties  which  required  their  frequent  presence  in  the 
kill  room. 

We  were  unable  to  demonstrate  any  protection 
against  infection  by  protective  equipment  worn  in 
this  abattoir.  Rubber  gloves  theoretically  provide 
protection  against  contact  exposure.  The  wrist- 
length  gloves  which  are  typically  used  in  abattoirs, 
however,  do  not  prevent  exposure  to  wrists  and 
forearms.  Blood  and  potentially  infectious  materials 
frequently  enter  the  gloves  through  their  open  end 
or  by  accidental  perforations. 

Other  than  reducing  unnecessary  exposure  to  po- 
tentially infectious  aerosols  generated  in  the  kill 
room,  little  can  be  done  on  a practical  basis  to  prevent 
Brucella  infections  in  workers  at  this  abattoir.  Early 
diagnosis  and  appropriate  therapy,  however,  will 
reduce  the  impact  of  brucellosis  on  patients  as  mea- 
sured by  duration  and  severity  of  illness  and  fre- 
quency of  complications.  Controlling  the  disease  in 
animals  before  they  come  to  the  abattoir,  of  course, 
is  a more  effective  way  of  preventing  the  disease. 
Unfortunately,  this  is  not  possible  until  all  infected 
animals  have  been  identified  and  slaughtered. 

Brucellosis  should  be  considered  in  the  differential 
diagnosis  in  patients  who  present  fever,  chills,  sweats, 
and  no  localizing  signs.  It  is  essential  to  obtain  a 
good  occupational  history  so  as  not  to  miss  diagnosis 
of  this  disease  or  other  occupation-related  dis- 
eases. 
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For  the  practicing  physician,  the  term  “geriatric” 
often  has  an  unfortunate  connotation.  It  conjures 
up  the  vision  of  that  10  percent  of  the  population  who 
are  likely  to  take  up  90  percent  of  the  physician’s 
time.  But  “geriatric”  should  also  mean  the  practice 
of  medicine  as  modified  by  the  special  problems  and 
disabilities  of  older  Americans.  These  include  the 
“young-old”  aged  65  to  75;  the  “old-old”  are  those 
aged  75  and  up.  It  is  well  known  that  older  people 
differ  from  the  young  in  their  psyche  as  well  as  in 
their  soma. 

Characteristics  of  aging  body  and  mind 

According  to  Butler,1  aging  must  be  regarded  as 
one  of  the  developmental  stages  of  the  human  life 
cycle.  Aging  has  its  own  strengths  and  weaknesses, 
its  gratifications  and  frustrations,  as  well  as  the 
conflicts  that  are  characteristic  of  this  epoch. 
Debits  include: 

1.  Slowness  is  sometimes  contributed  to  by  senso- 
rineural deafness  or  impaired  vision  due  to  cataract, 
glaucoma,  or  senile  macular  degeneration.  Slowness 
has  also  been  thought  to  arise  from  an  increase  of  cen- 
tral background  neuronal  “noise”  in  the  aging  brain. 

2.  Memory  failure  can  give  rise  to  repetitiveness, 
wearisome  to  the  listener. 

3.  Mood  is  often  relatively  muted.  Lack  of  emo- 
tional response  is  rather  typical  of  old  age. 

4.  Old  people  often  husband  their  material  and 
psychologic  resources.  This  may  evolve  into  rigidity, 
tightfistedness,  and  even  outright  hoarding.  Geron- 
tologists call  such  a withdrawal  into  a psychologic 
bunker  “disengagement.”  Fortunately,  it  does  not  af- 
fect every  old  person. 

5.  Finally,  there  is  the  very  real  threat  to  the  older 
person’s  integrity  in  the  face  of  bodily  symptoms, 
which  in  his  younger  days  would  have  been  much  less  a 
reminder  of  his  mortality. 

Presented  at  the  173rd  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Psy- 
chiatry, Sunday,  September  16, 1979. 


Aging  as  a phase  of  the  human  developmental  cycle 
is  accompanied  by  debits  such  as  slowness,  memory 
impairment,  rigidity,  and  coldness.  On  the  credit 
side  are  maturity  of  judgment,  ability  to  reminisce, 
and  survivor  value.  The  incidence  of  certain  dis- 
eases, such  as  neoplasms,  diabetes  mellitus,  osteo- 
porosis, Parkinson ’s  disease,  and  diverticulosis,  rises, 
but  a relative  shift  of  libido  from  the  genitals  to  the 
alimentary  tract  may  result  in  overeating  and  hy- 
pochondriasis. The  physician  working  with  the  aged 
must  be  on  constant  guard  against  therapeutic  ni- 
hilism. 


On  the  credit  side: 

1.  Any  old  person  has  survivor  value. 

2.  Older  people  make  decisions  more  carefully, 
based  on  a great  wealth  of  experience  and  a mature 
judgment. 

3.  Old  people  are  usually  far  more  grateful  for  the 
physician’s  time  and  sympathy  than  are  the  young. 

4.  Although  memory  for  more  recent  events  may 
be  somewhat  impaired,  remote  memory  is  usually  in- 
tact; indeed,  reminiscing  is  a favorite  activity  of  the 
older  person.  Ferenczi2 3 4 5  first  pointed  out  that  the  ap- 
parent loss  of  memory  for  recent  events  in  old  people  is 
because  they  actively  withdraw  libido  or  interest  from 
the  present,  although  the  triumphs  and  tragedies  of 
the  past  remain  adequately  cathected. 

Changes  in  incidence  of  disease  with  age 

Aging  represents  a gradual  decline  from  the  peaks 
of  physical  performance  of  early  adult  life.  Patho- 
logic processes  may  also  develop  gradually,  especially 
where  degenerative  in  type.  With  two  gradual  pro- 
cesses going  on  side  by  side,  it  may  be  difficult  to  say 
where  normal  aging  ends  and  disease  begins.  Mul- 
tiple pathologic  conditions  are  common  in  old  age. 
The  principle  of  economy  of  diagnosis,  that  is,  a 
single  pathologic  explanation  for  all  the  disease 
phenomena  in  one’s  patient,  rarely  applies  in  old  age. 
Further,  although  diagnosis  is  crucial,  so  is  the  rec- 
ognition and  assessment  of  the  multiple  disabilities 
that  disease  causes  in  the  elderly.  The  aging  person 
is  delicately  balanced  in  his  social  network.  Perhaps 
a greater  awareness  of  the  social  consequences  of 
disease  is  what  distinguishes  the  geriatrician  from  the 
internist. 

Aging  is  associated  with  an  increased  incidence  of 
certain  diseases.  Geriatricians  are  constantly  alert 
for  ischemic  and  pulmonary  heart  disease,  which  may 
be  relatively  silent  except  for  fatigue  and  shortness 
of  breath;  peripheral  vascular  disease  leading  to  ul- 
ceration, gangrene,  and  possible  amputation;  and 
cancer  of  the  lung,  colon,  prostate,  and  pancreas  to 
name  but  a few  sites  to  be  considered.  The  preva- 
lence of  undiagnosed  diabetes  mellitus  has  been  es- 
timated to  run  as  high  as  9 percent  in  persons  over 
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65. 3 Other  degenerative  diseases  include  osteoar- 
thritis; osteoporosis,  which  may  justly  be  called  the 
scourge  of  elderly  women  because  of  the  chronic 
backache  it  causes;  and  hypothyroidism  which  so 
readily  masquerades  as  depression.  Degeneration 
of  involuntary  muscle  in  the  large  bowel  results  in 
diverticulosis  with  its  associated  problems.  Finally, 
the  central  nervous  system  is  affected  by  major  or 
minor  strokes  and  by  Parkinson’s  disease,  which  in 
its  early  stages  also  mimics  depression  rather  well. 
Older  people  are  also  vulnerable  to  falls  from  a vari- 
ety of  causes;  the  possibility  of  falling  is  one  of  their 
greatest  anxieties,  since  they  correctly  forsee  that  a 
fall  with  all  its  consequences  could  be,  for  them,  the 
beginning  of  the  end. 

Changes  in  libidinal  quantity  and  distribution 

Old  age  represents  a narcissistic  wound  for  many 
people,  owing  to  the  perceived  decline  of  sexual  at- 
tractiveness, of  stamina,  and  of  surgency,  that 
happy-go-lucky  quality  of  personality  we  associate 
with  youth.  With  each  decade  there  is  a decline  al- 
though not  a disappearance  of  sexual  interest.  The 
old  man  may  say,  “I  have  women  on  my  mind,  but 
never  on  my  knee.” 

There  is  a relative  shift  of  genital  libido  to  the  al- 
imentary tract,  so  that  vegetative  functions  such  as 
excretion,  sleep,  and  eating  become  much  more 
gratifying;  many  old  people  are  quite  preoccupied 
with  their  bowel  function.  Perhaps  with  the  slow 
internal  accumulation  of  assorted  degenerations,  the 
tendency  toward  hypochondriasis  becomes  rein- 
forced with  the  old  person’s  vague  perception  of  inner 
decay.  Certainly,  some  of  these  patients  go  from 
physician  to  physician  seeking  relief  from  hypo- 
chondriac symptoms  which  may  be  part  of  a de- 
pressive illness. 

Overeating  is  also  common  in  the  elderly,  and, 
when  this  is  accompanied  by  reduced  activity,  obesity 
stealthily  develops.  Seriously  overweight  patients 
are  candidates  for  osteoarthritis  of  the  hips,  knees, 
and  spine;  diabetes;  hypertension;  and  gallstones. 
Obesity  reduces  sexual  attractiveness  and  activity. 
Many  obese  elderly  persons  have  recourse  to  health 
farms,  diets,  and  all  kinds  of  charlatanry  in  efforts  to 


become  rejuvenated.  Grotjahn4  formulated  the 
concept  that  in  the  unconscious,  each  individual 
perceives  himself  as  eternally  youthful.  It  is  no  ac- 
cident that  the  myth  of  the  Fountain  of  Youth  has 
been  part  of  our  archaic  heritage,  at  least  since  the 
time  of  Alexander  the  Great.  Aging  is  therefore  hard 
to  accept  for  many  people.  As  Disraeli  wrote, 
“Youth  is  a blunder,  manhood  a struggle,  old  age  a 
regret.” 

As  physicians  we  must  guard  against  therapeutic 
nihilism  toward  our  elderly  patients.  Our  respon- 
sibility was  well  stated  by  Allman5  in  his  address  to 
the  American  Medical  Association  Conference  on 
Aging  on  September  17,  1959:  “Life  is  precious  to 
the  old  person.  He  is  not  interested  merely  in 
thoughts  of  yesterday’s  good  life  and  tomorrow’s  path 
to  the  grave.  He  does  not  want  his  later  years  to  be 
a sentence  of  solitary  confinement  in  society.  Nor 
does  he  want  them  to  be  a death  watch.” 

We  constantly  need  to  remember  that  aging  with 
its  special  features  of  this  stage  of  the  life  cycle,  and 
the  diseases  that  are  common  to  this  epoch,  are  two 
distinct  and  separate  entities.  Our  primary  re- 
sponsibility as  physicians,  whether  the  patient  is  20 
or  120,  is  to  diagnose  and  treat  disease.  In  so  doing, 
we  will  ensure,  as  Cicero  wrote  200  years  ago  in  De 
Senectute,  “Old  age  is  the  consummation  of  life,  just 
as  of  a play.” 

106  Barry  Lane 
Syosset,  New  York  11791 
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Chemoprophylasix  has  been  found  useful  in  a variety 
of  situations  encountered  in  medical  and  surgical 
practice  today.  Indications  for  nonsurgical  pro- 
phylaxis include  prevention  of  rheumatic  fever, 
bacterial  endocarditis,  recurrent  urinary  tract  in- 
fections, meningococcal  disease  in  close  contacts, 
influenza  A virus  infections,  and  active  tuberculosis 
in  high  risk  groups.  Prophylactic  antibiotics  are 
indicated  in  surgical  procedures  which  involve  a high 
risk  of  bacterial  contamination,  such  as  in  colorectal 
surgery,  vaginal  hysterectomy,  gastric  surgery  in 
presence  of  achlorhydria  or  hypochlorhydria,  biliary 
tract  surgery  in  patients  likely  to  have  contaminated 
bile ; and  in  some  clean  procedures  where  the  conse- 
quences of  chance  contamination  may  be  disastrous, 
as  in  open  heart  surgery  or  in  the  insertion  of  hip 
prostheses.  To  be  effective,  antibiotics  must  be 
started  prior  to  the  surgical  procedure  and  continued 
only  for  a short  time  thereafter. 


Chemoprophylaxis  of  infection  is  a controversial 
topic.  The  concepts  of  “always”  and  “never”  are  as 
inapplicable  to  chemoprophylaxis  as  they  are  to  all 
other  aspects  of  biology.  Even  after  many  years  of 
attempts  to  prevent  infection  by  the  exhibition  of 
drugs,  the  indications  for  and  the  effectiveness  of 
such  prophylaxis  still  requires  clarification  in  many 
instances.  Chemoprophylaxis  is  most  likely  to  suc- 
ceed if: 

1.  It  is  aimed  at  preventing  infection  due  to  a single 
bacterial  species. 

2.  The  organism  is  fully  sensitive  to  the  drug. 

3.  The  drug  used  has  only  rare  side-effects. 

4.  The  risk  of  infection  is  great  enough  to  warrant 
prophylactic  antibiotic  usage,  despite  the  risk  of  any 
potentially  harmful  side-effects. 

5.  At  the  time  of  initial  exposure  to  the  antibiotic,  in- 
fection or  contamination  has  not  yet  occurred. 

The  above  conditions  are  best  fulfilled  in  the 
chemoprophylaxis  of  rheumatic  fever. 

Rheumatic  fever 

Prevention  of  rheumatic  fever,  both  initial  and 
recurrent  attacks,  depends  on  control  of  group  A 
beta-hemolytic  streptococcal  infection  of  the  upper 
respiratory  tract.1,2  Prevention  of  first  attack  can 
be  accomplished  by  identification  and  adequate 
treatment  of  streptococcal  upper  respiratory  tract 
infections.  During  epidemics,  about  3 percent  of 
acute  streptococcal  sore  throats  are  followed  by 
rheumatic  fever;  in  endemic  situations,  attacks  of 
rheumatic  fever  appear  to  be  less  frequent  but  still 
constitute  a serious  risk. 

Penicillin  remains  the  drug  of  choice  for  treatment 
of  these  streptococcal  infections.  Intramuscular 
injection  of  a single  dose  of  benzathine  penicillin  G 
(600,000  units  for  patients  weighing  less  than  60 
pounds  and  1.2  million  units  for  patients  weighing 


more  than  60  pounds)  is  more  reliable  than  oral 
penicillin,  since  it  insures  treatment  for  an  adequate 
length  of  time.  If  oral  therapy  is  used,  a full  10  days 
of  treatment  with  penicillin  G (200,000  to  250,000 
units  four  times  daily)  is  necessary.  Erythromycin 
(20  mg.  per  pound  per  day,  but  not  to  exceed  1 Gm. 
per  day)  should  be  used  in  patients  who  are  allergic 
to  penicillin,  and  this  should  also  be  given  for  10  days. 
Tetracyclines  and  sulfonamides  should  not  be  used 
in  treatment  of  streptococcal  upper  respiratory  tract 
infections,  since  there  is  a very  high  prevalence  of 
strains  which  are  resistant  to  tetracycline;  and  sul- 
fonamides do  not  eradicate  the  streptococcus. 

The  individual  who  has  suffered  a previous  attack 
of  rheumatic  fever  is  inordinately  susceptible  to  re- 
current attacks  following  upper  respiratory  tract 
infections  with  group  A streptococci.  Since 
asymptomatic  streptococcal  infections  may  also 
trigger  a recurrence,  prevention  of  recurrent  rheu- 
matic fever  depends  on  continuous  prophylaxis, 
rather  than  solely  on  recognition  and  treatment  of 
acute  episodes  of  streptococcal  pharyngitis.  In 
general,  continuous  prophylaxis  is  recommended  for 
patients  with  a well-documented  history  of  rheu- 
matic fever  or  Sydenham’s  chorea,  or  those  who  show 
definite  evidence  of  rheumatic  heart  disease.  Du- 
ration of  such  prophylaxis  remains  controversial. 
The  most  effective  protection  is  afforded  by  long- 
term continuous  antibiotic  prophylaxis,  perhaps  for 
life.  It  is  known,  however,  that  the  risk  of  recurrence 
declines  with  the  increasing  age  of  the  patient  and 
with  the  length  of  the  interval  since  the  most  recent 
attack.  In  view  of  these  facts,  some  physicians  may 
wish  to  make  exceptions  to  instituting  or  maintaining 
prophylaxis  in  certain  of  their  adult  patients.  Before 
exceptions  are  made,  however,  the  physician  should 
carefully  weigh  the  risk  of  acquiring  streptococcal 
infection,  the  rheumatic  fever  recurrence  rate  per 
infection,  and  the  consequences  of  such  recurrence. 


June  1980/New  York  State  Journal  of  Medicine  1087 


Individuals  with  a high  risk  of  exposure  to  strepto- 
coccal infections  include  young  men  in  military  ser- 
vice, parents  of  young  children,  school  teachers, 
physicians,  nurses,  and  allied  medical  personnel. 

Individuals  with  high  recurrence  rate  per  infection 
are  those  with  rheumatic  heart  disease,  those  with  a 
recent  previous  attack  of  rheumatic  fever,  and  those 
with  a history  of  multiple  attacks.  Low  socioeco- 
nomic groups  are  also  at  risk,  and  special  efforts 
should,  therefore,  be  made  to  insure  that  regular 
prophylaxis  is  maintained  in  these  groups.  Pro- 
phylaxis should  be  continued  in  patients  with  rheu- 
matic heart  disease  even  after  prosthetic  valve  im- 
plantation, since  these  patients  remain  at  risk  of 
developing  recurrence.2 

Benzathine  penicillin  G 1.2  million  units  given 
intramuscularly  once  a month,  is  the  most  effective 
method  of  prevention.  It  causes  tenfold  greater  re- 
duction of  streptococcal  throat  infection  than  does 
oral  penicillin.  Several  studies  have  shown  that  oral 
penicillin  prophylaxis  is  associated  with  a high 
prevalence  of  penicillin-resistant  bacteria  in  the 
gingival  flora,  whereas  patients  treated  with  monthly 
intramuscular  benzathine  penicillin,  or  oral  sulfon- 
amide prophylaxis,  have  not  had  increased  numbers 
of  resistant  organisms.3-5  These  patients  on  oral 
penicillin  prophylaxis  may  develop  endocarditis  with 
resistant  organisms.6  However,  the  incidence  of 
bacterial  endocarditis  is  not  higher  during  anti- 
rheumatic prophylaxis. 

One  should  not  confuse  rheumatic  fever  prophy- 
laxis with  the  prophylaxis  for  endocarditis.  Peni- 
cillin dosage  used  for  rheumatic  fever  prophylaxis  is 
inadequate  for  prevention  of  bacterial  endocar- 
ditis. 

Bacterial  endocarditis 

Definite  evidence  of  the  efficacy  of  antibiotics  in 
the  prevention  of  endocarditis  in  man  is  lacking,  but 
there  appears  to  be  sufficient  supportive  data  to 
warrant  continued  use  of  chemoprophylaxis.  The 
paucity  of  reported  cases  of  endocarditis  in  patients 
who  received  antibiotic  prophylaxis,  together  with 
experimental  studies  in  animals,  gives  indirect  sup- 
port to  its  use.7-9  Chemoprophylaxis  should  be  given 
to  all  persons  with  recognized  predisposing  cardio- 
vascular conditions,  prior  to  surgical,  dental,  and 
other  procedures  known  to  be  associated  with  en- 
docarditis and  to  produce  bacteremia  frequently. 

At  high  risk  of  developing  endocarditis  are  patients 
with  (1)  rheumatic  valvular  heart  disease;  (2)  con- 
genital heart  disease  with  exception  of  atrial  septal 
defect  of  the  secundum  type  and  ligated  patent 
ductus;  (3)  calcific  aortic  stenosis  and  calcified  mitral 
annulus;  (4)  idiopathic  hypertrophic  subaortic  ste- 
nosis; (5)  papillary  muscle  dysfunction;  (6)  intra- 
cardiac prosthesis  or  “patch”;  or  (7)  previous  occur- 
rence of  endocarditis.  It  is  uncertain  at  the  present 
time  whether  or  not  patients  with  mitral  valve  pro- 
lapse require  prophylaxis.  Many  reports  indicate  too 
great  a prevalence  of  mitral  valve  prolapse  in  the 


general  population  to  justify  antibiotic  prophylaxis, 
since  risk  of  serious  adverse  drug  reactions  might  well 
exceed  the  risk  of  endocarditis.  The  value  of  pro- 
phylaxis is  also  uncertain  in  patients  with  (1) 
transvenous  pacemakers;  (2)  arteriovenous  shunts; 
(3)  ventriculoarterial  shunts;  or  (4)  indwelling  vas- 
cular catheters,  especially  when  a portion  lies  within 
one  of  the  chambers  of  the  heart10-11 

Procedures.  The  following  procedures  are  as- 
sociated with  a high  incidence  of  transient  bacter- 
emia, so  that  prior  chemoprophylaxis  is  indicated  in 
patients  who  are  at  high  risk  of  developing  endocar- 
ditis.10-12 

1.  Dental  procedures.  Dental  procedures  include 
dental  extraction,  periodontal  surgery,  scaling,  flap  op- 
erations, routine  professional  cleaning,  and  use  of  de- 
vices that  utilize  water  under  pressure  to  clean  be- 
tween teeth.  Patients  without  natural  teeth  are  not 
free  from  the  risk  of  bacterial  endocarditis;  ulcers 
caused  by  ill-fitting  dentures  should  be  cared  for 
promptly  since  they  may  be  a source  of  bacteremia. 

2.  Upper  respiratory  tract  procedures.  Upper 
respiratory  tract  procedures  include  tonsillectomy  or 
adenoidectomy,  nasotracheal  intubation,  and  rigid 
bronchoscopy.  By  contrast  fibro-optic  bronchoscopy 
and  orotracheal  intubation  are  not  associated  with  a 
significant  risk  of  bacteremia.13-15 

3.  Genitourinary  procedures.  Bacteremia  occurs 
frequently  after  urologic  procedures,  such  as  endosco- 
py, transurethral  or  suprapubic  resection  of  the  pros- 
tate, urethral  dilatation,  and  various  manipulations  of 
urethral  catheters.  Risk  of  bacteremia  is  much  higher 
when  these  procedures  are  done  in  patients  with  al- 
ready infected  urine,  rather  than  in  patients  with  ster- 
ile urine. 

4.  Cardiac  surgery.  Patients  undergoing  cardiac 
surgery  utilizing  extracorporeal  circulation,  and  espe- 
cially those  requiring  placement  of  prosthetic  heart 
valves  or  needing  other  intravascular  or  intracardiac 
prosthetic  material,  are  at  risk  of  developing  endocar- 
ditis in  perioperative  and  postoperative  periods.  Pro- 
phylaxis is  not  required  for  patients  undergoing  sur- 
gery on  the  coronary  arteries  unless  valvular  disease  is 
present. 

5.  Other  procedures.  Other  procedures  include  sur- 
gery in  which  infected  or  contaminated  tissue  or  ab- 
scesses are  invaded,  especially  in  infected  bone  or  the 
soft  tissue  of  the  face. 

With  procedures  less  commonly  associated  with 
bacteremia  such  as  sigmoidoscopy,  colonoscopy, 
barium  enema,  and  liver  biopsy,  the  risk  of  endo- 
carditis is  sufficiently  remote  that  prophylaxis  is 
unnecessary  for  patients  with  congenital  heart  dis- 
ease or  damaged  natural  valves.  With  prosthetic 
heart  valves,  however,  where  aerobic  gram-negative 
rods  and  other  organisms  can  cause  infection,  and 
where  endocarditis  is  so  often  devastating,  the  same 
diagnostic  procedures  probably  deserve  antibiotic 
pretreatment.  On  the  other  hand,  intrauterine  de- 
vice insertion  and  removal,  cervical  dilatation  and 
curettage,  cervical  biopsy,  percutaneous  angiography, 
vaginal  delivery,  and  fiberoptic  bronchoscopy,  have 
such  a low  incidence  of  bacteremia  that  prophylaxis 
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does  not  appear  warranted  in  patients  with  naturally 
diseased  valves  or  artificial  valves.12 

In  view  of  the  dangers  of  transient  bacteremia  in 
patients  with  heart  disease,  measures  to  avoid  or 
minimize  bacteremia  are  prudent  in  these  individu- 
als. They  should  preferably  undergo  orotracheal 
rather  than  nasotracheal  intubation,  have  fiberoptic 
bronchoscopy  rather  than  rigid  bronchoscopy,  and 
have  a sterile  urine  prior  to  urinary  tract  instru- 
mentation. They  should  maintain  good  oral  hygiene, 
should  avoid  use  of  oral  irrigation  devices,  and  should 
receive  prompt  treatment  of  periodontal  and  peri- 
apical infections. 

Selection  of  antibiotics.  Selection  of  appro- 
priate antibiotics  requires  knowledge  of  both  the 
organism  most  likely  to  invade  the  blood  stream 
during  any  particular  procedure,  as  well  as  those  most 
often  responsible  for  infection  of  cardiac  valves. 
Streptococcus  viridans  is  responsible  for  almost  all 
cases  of  endocarditis  which  occur  after  dental  pro- 
cedures and  after  surgery  or  instrumentation  of  the 
respiratory  tract;  hence,  antiobiotic  therapy  is  mainly 
directed  against  that  organism.  Aqueous  crystalline 
penicillin  G (1  million  units  intramuscularly)  mixed 
with  procaine  penicillin  G (600,000  units  intramus- 
cularly) is  given  30  minutes  to  1 hour  prior  to  proce- 
dure, and  is  followed  by  penicillin  V (500  mg.  orally 
every  6 hours  for  eight  doses).  Streptomycin  ( 1 Gm. 
intramuscularly)  should  be  added  to  the  preceding 
regimen  in  patients  with  prosthetic  heart  valves.  In 
patients  allergic  to  penicillin,  vancomycin  (1  Gm. 
intravenously)  or  erythromycin  (1  Gm.  orally)  is 
given  prior  to  procedure  and  is  followed  by  erythro- 
mycin (500  mg.  orally  every  six  hours  for  eight 
doses).10 

Antibiotics  prophylaxis  against  enterococci  (for 
example  Streptococcus  faecalis)  is  to  be  used  prior 
to  procedures  involving  gastrointestinal  and  geni- 
tourinary tracts.  Aqueous  crystalline  penicillin  G 
(2  million  units  intramuscularly  or  intravenously)  or 
ampicillin  (1  Gm.  intramuscularly  or  intravenously) 
plus  gentamicin  (1.5  mg.  per  kilogram,  but  not  to 
exceed  80  mg.  intramuscularly  or  intravenously)  or 
streptomycin  (1  Gm.  intramuscularly)  should  be 
given  30  minutes  to  1 hour  prior  to  procedure.  Two 
additional  dosages  of  whichever  regimen  is  selected 
should  be  given  after  the  procedure.  In  patients 
allergic  to  penicillin,  vancomycin  (1  Gm.  intrave- 
nously) plus  streptomycin  (1  Gm.  intramuscularly) 
given  30  minutes  to  1 hour  prior  to  procedure  is 
probably  sufficient,  but  the  same  dosage  may  be  re- 
peated in  12  hours.10 

Endocarditis  occurring  in  patients  whose  cardiac 
surgery  requires  extracorporeal  circulation  is  caused 
most  often  by  S.  aureus  (coagulase  positive)  or  S. 
epidermidis  (coagulase  negative);  streptococci, 
gram-negative  bacteria,  and  fungi  are  less  frequently 
responsible.  Since  no  single  antibiotic  regimen  could 
protect  against  all  organisms,  prophylaxis  should  be 
directed  primarily  against  staphylococci  and  should 
be  of  short  duration.  Penicillinase-resistant  peni- 


cillins or  cephalosporin  antibiotics  are  most  often 
selected. 

When  incision  and  drainage  of  an  abscess  or  de- 
bridement of  contaminated  tissue  is  carried  out,  drug 
selection  is  usually  based  on  cultural  data  already 
obtained. 

Meningococcal  prophylaxis 

Antibiotic  chemoprophylaxis  for  the  prevention 
of  meningococcal  disease  in  household  contacts  is 
predicated  on  a number  of  observations.  The  attack 
rate  of  meningococcal  disease  in  household  contacts 
is  100  percent  greater  than  that  of  the  general  pop- 
ulation in  the  endemic  setting,  and  the  risk  is  even 
greater  in  epidemics.16  In  addition,  the  carrier  rate 
of  the  pathogenic  strain  in  household  contacts  is  four 
to  five  times  that  observed  in  the  general  popula- 
tion.17 Meningococcal  carriers  are  probably  at  low 
risk  of  contracting  systemic  illness  from  homologous 
strains  of  meningococci,  since  the  meningococcal 
carrier  state  produces  a significant  antibody  re- 
sponse.18 The  high  carrier  rate  in  household  con- 
tacts, however,  leaves  those  contacts  who  are  not 
carriers  at  increased  risk  of  acquiring  infection  and 
illness.  Finally,  the  need  for  maintaining  close  sur- 
veillance of  households  during  an  uncertain  time 
period  can  be  greatly  reduced  by  prophylaxis,  since 
monitoring  is  required  only  during  the  first  24  hours 
after  initiation  of  chemoprophylaxis. 

Since  as  many  as  one  third  of  secondary  cases  occur 
within  four  days  after  hospitalization  of  the  index 
case,  protection  must  be  provided  promptly.17  Ca- 
sual contacts,  such  as  schoolmates,  with  the  excep- 
tion of  contacts  in  infant  day  care  centers,  are  not  at 
increased  risk  of  infection.  However,  anyone  directly 
exposed  to  the  oral  secretions  of  patients,  such  as 
through  mouth-to-mouth  resuscitation  or  kissing, 
should  be  considered  intimately  exposed  and  thus  at 
increased  risk.19  Results  of  throat  culture  tests 
should  not  affect  the  decision  as  to  whom  is  to  receive 
chemoprophylaxis,  since  both  noncarriers  and  car- 
riers must  be  treated  to  prevent  both  acquisition  and 
transmission. 

Sulfonamides  are  not  reliable  agents  for  menin- 
gococcal chemoprophylaxis  currently,  because  of  the 
frequency  of  resistant  strains.  However,  the  use  of 
sulfonamide  as  a chemoprophylactic  agent  is  war- 
ranted, if  the  infecting  strains  are  known  to  be  sen- 
sitive to  that  drug  at  the  time  that  antimicrobial 
prophylaxis  is  being  considered. 

Minocycline  and  rifampin  have  been  proved  to  be 
80  to  90  percent  effective  in  eradicating  the  menin- 
gococcus carrier  state.20’21  Despite  their  general 
prophylactic  effectiveness,  the  use  of  each  agent  has 
been  associated  with  a problem.  Minocycline  pro- 
duces a varying  incidence  of  vestibular  toxicity  and 
may  cause  dental  staining  in  young  children.  The 
risk  of  adverse  effects  produced  by  rifampin  is  ac- 
ceptably low  in  the  dose  generally  used  for  prophy- 
laxis. However,  the  meningococcus  rapidly  develops 
resistance  to  this  compound.  Resistance  to  mino- 
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cycline  has  not  been  detected  when  it  has  been  used 
prophylactically.22  At  present,  rifampin  is  consid- 
ered as  the  drug  of  choice  for  meningococcal  pro- 
phylaxis,23 with  a dose  schedule  of  600  mg.  every  12 
hours  for  four  doses  in  adults;  10  mg.  per  kilogram 
body  weight  every  12  hours  for  four  doses  in  children 
1 to  12  years;  and  5 mg.  per  kilogram  body  weight  per 
dose  every  12  hours  for  four  doses  in  children  less 
than  12  months  old.20 

Serogroup  A or  C meningococcal  vaccine  should 
also  be  considered  for  use  with  chemoprophylaxis  for 
household  and  other  intimate  contacts  of  cases  of 
serogroup  A or  C meningococcal  disease,  under  en- 
demic or  epidemic  circumstances.  The  vaccines 
should  be  given  to  intimate  contacts  as  an  adjunct  to, 
but  not  a substitute  for,  antimicrobial  prophy- 
laxis.19’20 

Urinary  tract  infection 

Long-term  chemoprophylaxis  has  been  found  to 
be  useful  in  reducing  the  frequency  of  recurrent 
symptomatic  infection  of  the  urinary  tract  in  women, 
children,  and  in  older  men. 24-28  The  high  frequency 
of  recurrent  symptomatic  infection  in  women  is  re- 
lated to  bacterial  colonization  of  the  periuretheral 
area,  and  in  most  cases  urinary  tract  infection  occurs 
with  the  same  organisms  colonizing  the  periuretheral 
area.29  In  some  women,  these  symptomatic  rein- 
fections are  associated  with  sexual  activity.  Sin- 
gle-dose prophylactic  chemotherapy  (for  example, 
trimethoprim-sulfamethoxazole,  one-half  tablet,  or 
nitrofurantoin,  50  mg.),  taken  after  sexual  inter- 
course, is  an  effective  method  of  decreasing  the  fre- 
quency of  such  episodes  of  urinary  tract  infec- 
tion.30 

Long-term  chemoprophylaxis  should  be  consid- 
ered only  for  those  patients  with  asymptomatic 
bacteriuria,  who  suffer  with  frequent  reinfections, 
and  who  run  the  risk  of  developing  renal  parenchy- 
mal damage  with  each  reinfection,  particularly  young 
children,  pregnant  women,  and  adults  with  ob- 
structive uropathy.31 

Before  prophylaxis  of  urinary  tract  infection  is 
initiated,  the  patient  should  receive  a course  of 
therapy  with  an  appropriate  antimicrobial  agent,  to 
eradicate  infection.  Trimethoprim-sulfamethoxa- 
zole or  nitrofurantoin  are  particularly  useful  agents 
for  prophylaxis.25’26  Full  antimicrobial  dosage  is  not 
necessary  for  successful  prophylaxis.27  One  50-mg. 
tablet  of  nitrofurantoin  or  one-half  tablet  of  tri- 
methoprim-sulfamethoxazole nightly  will  suffice. 
Clinical  trials  have  shown  that  trimethoprim-sul- 
famethoxazole is  the  best  agent  available  for  long- 
term prophylaxis  of  urinary  tract  infection  in 
women.25-26  The  ability  of  trimethoprim-sulfa- 
methoxazole to  penetrate  into  vaginal  secretions 
prevents  periuretheral  bacterial  colonization,  which 
seems  to  be  the  single  most-important  factor  in  the 
pathogenesis  of  recurrent  urinary  tract  infections  in 
women.29,32  Sulfamethoxazole,  nalidixic  acid, 
methenamine  mandelate,  and  other  agents,  have  also 


been  used  as  prophylactic  agents.33  When  reinfec- 
tion occurs  in  a patient  on  prophylaxis,  the  prophy- 
lactic agent  should  be  changed.  Antimicrobial 
prophylaxis  has  not  been  found  beneficial  in  pre- 
venting catheter-associated  bacteriuria.34’35 

Some  of  the  other  indications  of  nonsurgical  pro- 
phylaxis include  the  prevention  of  influenza  A virus 
infections,36,37  tuberculous  disease  in  high-risk 
groups,38’39  fulminant  pneumococcal  infections  in 
patients  with  sickle-cell  anemia  and  in  splenecto- 
mized  individuals,40’41  Pneumocystis  carinii  pneu- 
monia in  cancer  patients,  and  pulmonary  infections 
in  patients  with  chronic  obstructive  lung  disease.42 

Prophylaxis  in  surgery 

Chemoprophylaxis  to  prevent  wound  infection  in 
surgery  is  a highly  debatable  subject,  complicated  by 
the  great  variety  of  operations  to  be  considered  and 
different  degrees  of  risk  of  sepsis. 

Infection  of  surgical  wounds  is  as  old  a problem  as 
the  art  of  surgery,  certainly  older  than  surgery  as  a 
science.  After  the  discovery  of  penicillin  and 
streptomycin,  these  drugs  were  widely  used  periop- 
eratively  in  the  expectation  of  preventing  wound 
infection.  Formerly,  surgeons  considered  antibiotic 
cover  obligatory  for  almost  all  major  surgery,  to 
prevent  either  wound  infection  or  postoperative  in- 
fectious pulmonary  complications,  or  both. 

The  conflict  in  the  reports  of  both  success  and 
failure  with  chemoprophylaxis  in  identical  surgical 
procedures  was  not  resolved  until  Burke43  developed 
an  experimental  model  for  wound  infection  in  guinea 
pigs.  He  demonstrated  that  prevention  of  septic 
lesions  produced  by  standard  subcutaneous  inocu- 
lation of  S.  aureus,  varied  with  the  time  of  adminis- 
tration of  the  antibiotic.  Administration  one  or  two 
hours  preoperatively  decreased  the  size  of  subse- 
quent abscesses;  if  drugs  were  given  preoperatively 
and  also  one  hour  postoperatively,  wound  infection 
failed  to  develop.  Animals  receiving  antibiotics 
three  or  more  hours  postoperatively  developed  large 
abscesses,  indicating  no  protective  effect.  Many 
studies  that  failed  to  confirm  a role  for  prophylactic 
antibiotics  in  surgery  did  not  involve  preoperative  or 
intraoperative  administration  of  the  drugs. 

The  basic  principle  of  antibiotic  prophylaxis  in 
surgery  is  to  provide  an  adequate  drug  level  in  tissues 
prior  to  and  during  the  procedure,  and  to  continue 
the  use  of  these  agents  for  the  shortest  possible  pe- 
riod of  time  after  surgery.  To  prevent  growth  of 
resistant  organisms,  it  is  exceedingly  important  not 
to  prolong  a period  of  prophylaxis. 

It  is  certainly  not  wise  to  use  prophylactic  antibi- 
otics in  all  surgical  procedures.  In  clean,  for  exam- 
ple, inguinal  herniorrhaphy,  and  refined-clean,  for 
example  craniotomy,  operations  the  rate  of  infection 
is  very  low,  being  2 percent  or  less.  Infections  in 
these  surgical  procedures  occur  from  exogenous 
sources,  the  possible  range  of  which  is  limitless; 
however,  two  sources  are  the  most  frequent,  the  op- 
erating team  and  the  ambient  air.  In  most  refined- 
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clean  and  clean  operations,  antibiotic  coverage  is 
unnecessary.  On  the  other  hand,  in  some  clean 
procedures  such  coverage  may  be  advisable  if  the 
consequence  of  chance  contaminations  may  be  di- 
sastrous, as  in  open-heart  surgery  or  in  the  Insertion 
of  hip  prosthesis.  In  potentially  contaminated  op- 
erations, such  as  gastric/colon  resection,  infection 
occurs  from  endogenous  sources,  and  contamination 
at  the  time  of  surgery  is  inevitable.  Human  digestive 
and  genitourinary  tracts  are  particularly  colonized 
by  pathogenic  bacteria.  Here  a brief  course  of  per- 
ioperative antibiotic  use  has  appeared  most  benefi- 
cial, maximizing  infection  control  and  minimizing 
drug  reactions.  An  antibiotic  given  on  call  to  the 
operating  room,  and  for  two  additional  doses  at  six- 
hour  intervals  postoperatively,  is  certainly  suffi- 
cient.44 

Colorectal  surgery.  The  need  for  mechanical 
cleansing  preparation  before  colorectal  surgery  is 
accepted  by  nearly  all  surgeons.  The  administration 
of  preoperative  oral  antibiotics  has  been  a contro- 
versial subject,  primarily  because  many  studies  were 
poorly  controlled,  because  some  oral  regimens  failed 
to  show  efficacy,  and  because  risk  of  antibiotic  ex- 
posure to  both  the  host  and  the  hospital  flora  ap- 
peared to  outweigh  any  potential  benefit.  Nichols 
et  al.45  promulgated  the  value  of  a combination  of 
neomycin  sulfate  and  erythromycin  as  profoundly 
influencing  the  number  of  organisms  within  the 
colon.  Their  very  brief  double-blinded  clinical  trial 
included  10  study  patients  and  10  controls.  The 
infections  occurred  among  those  patients  treated 
with  a placebo,  while  there  were  no  infections  among 
those  treated  with  the  neomycin  sulfate-erythro- 
mycin base  regimen. 

Washington  et  al.46  were  able  to  prove  in  a dou- 
ble-blinded controlled  prospective  trial  that  intes- 
tinal antibiotics  had  a statistically  significant  bene- 
ficial effect  on  wound  infection  after  colonic  opera- 
tions. They  demonstrated  that  the  combination  of 
neomycin  sulfate  and  tetracycline,  but  not  neomycin 
sulfate  alone,  significantly  reduced  the  incidence  of 
infectious  complications  in  colon  surgery.  The  fact 
that  at  present  about  half  of  all  strains  of  Bacteroides 
fragilis,  a major  fecal  pathogen,  are  now  resistant  to 
tetracycline  limits  the  future  applicability  of  the 
neomycin  sulfate-tetracycline  combination  in  oral 
prophylaxis  for  colorectal  operations. 

A large  scale,  double-blind,  randomized  controlled 
trial,  conducted  cooperatively  in  10  hospitals 
throughout  the  country,  demonstrated  that  use  of 
neomycin  sulfate-erythromycin  base  for  colon 
preparation  was  superior  to  mechanical  preparation 
of  the  colon  alone.47  In  this  study,  neomycin  sulfate 
1 Gm.  and  erythromycin  1 Gm.,  or  identical-ap- 
pearing placebo,  were  administered  orally  during  the 
afternoon  and  evening  of  the  treatment  day.  The 
overall  rate  of  septic  complications  directly  related 
to  the  colorectal  operations  was  43  percent  in  the 
placebo  group  and  9 percent  in  the  antibiotic 
group. 

Preoperative  parenteral  administration  of  ceph- 


alosporins has  been  demonstrated  in  some  studies  to 
be  associated  with  a reduction  in  the  incidence  of 
septic  complications  following  colorectal  opera- 
tions.48,49 

In  summary,  the  evidence  presently  available  in 
the  literature  indicates  that  the  prophylactic  ad- 
ministration of  appropriate  antibiotics  has  been  ef- 
fective in  decreasing  the  incidence  of  septic  compli- 
cations after  colorectal  surgery. 

Gastric  surgery.  There  are  no  resident  flora  in 
the  normal  or  acid  hypersecreting  stomach.  In  ad- 
dition, gastric  acid  rapidly  kills  swallowed  organisms. 
Antibiotic  prophylaxis  is  not  indicated  in  surgery  for 
duodenal  ulcer  or  other  conditions  associated  with 
hyperacidity;  in  these  instances  the  expected  infec- 
tion rate  is  less  than  5 percent. 

In  patients  with  gastric  carcinoma,  benign  gastric 
ulcer,  or  chronic  gastritis,  hypochlorhydria  or  achlor- 
hydria frequently  is  present,  so  that  normal  gastric 
acid  barrier  to  bacteria  is  impaired  or  inoperative. 
Often,  bacteria  can  be  grown  from  gastric  aspirates 
of  such  patients  at  the  time  of  surgery.  Most  of  these 
bacterial  isolates  are  gram-negative  rods,  staphylo- 
cocci, enterococci,  or  anerobes.  Postoperative  wound 
infection  in  these  patients  has  been  shown  to  corre- 
late with  positive  cultures  of  the  incision  at  the  time 
of  surgery.  Cefazolin  sodium,  given  intramuscularly 
before  surgery,  has  been  shown  to  reduce  the  inci- 
dence of  infections  significantly  in  this  group  of  pa- 
tients.49,50 

Biliary  surgery.  After  biliary  operations,  the 
incidence  of  infectious  complications  in  patients  with 
infected  bile  is  40  times  the  incidence  of  similar 
complications  in  patients  with  sterile  bile.51,52  Al- 
most all  such  infectious  complications  arise  from 
organisms  growing  in  the  diseased  biliary  tract, 
whereas,  an  infection  rate  of  1 percent  or  less  is 
achieved  when  bile  is  sterile  at  the  time  of  surgery. 
Four  groups  of  patients  who  are  likely  to  have  an 
infected  bile,  and  who  are  at  increased  risk  of  post- 
operative wound  infection,  have  been  identified. 
These  include  patients  (1)  over  70  years  old;  (2)  with 
obstructive  jaundice;  (3)  with  common  duct  stones; 
and  (4)  with  acute  cholecystitis.  These  selected 
high-risk  patients  have  postoperative  infection  rates 
of  20  to  70  percent.  Administration  of  cephaloridine, 
1 Gm.  dose,  given  twice  before  and  twice  following 
operation,  reduced  this  high  rate  of  infection  to  5 
percent  in  a prospective  randomized  trial.53  In 
contrast,  there  is  no  present  evidence  supporting  the 
use  of  antibiotic  prophylaxis  in  low-risk  patients 
under  70  years  of  age  undergoing  uncomplicated 
cholecystectomy. 

Orthopedic  prophylaxis.  Studies  concerning 
the  efficacy  of  prophylaxis  in  orthopedic  surgery 
continue  to  suffer  from  failure  to  distinguish  between 
prophylaxis  and  treatment.  Sixty-four  percent  of 
multiple  cultures  of  trauma-induced  open  fractures 
have  been  found  to  yield  organisms.54  Thus,  open 
fractures  should  be  considered  as  contaminated 
wounds  that  require  treatment,  rather  than  pro- 
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phylaxis.  The  predominance  of  coagulase-positive 
S.  aureus  requires  either  a penicillinase-resistant 
penicillin  or  a cephalosporin  for  initial  therapy,  with 
changes,  if  any,  dictated  by  subsequent  information 
from  the  original  cultures.  Cephalothin  treatment 
of  open  fractures  reduced  the  incidence  of  infection 
from  13.9  percent  in  a control  group  to  2.3  percent  in 
a treated  one.54  Aggressive  debridement  of  all  de- 
vitalized tissues  and  bone,  along  with  antibiotic 
treatment,  are  the  essential  steps  in  the  management 
of  open  fractures. 

Clean  orthopedic  procedures  have  a very  low  in- 
fection rate,  and  so  significant  improvement  with 
prophylactic  antibiotics  is  difficult  to  show,  except 
under  carefully  controlled  circumstances.  Two 
careful  studies,  one  using  nafcillin,  the  other  ce- 
phaloridine,  reduced  infection  from  4.8  to  0.87  per- 
cent and  from  5 to  2.8  percent  respectively.55-56  In 
both  of  these  studies,  antibiotics  were  started  pre- 
operatively  and  continued  for  a short  time  postop- 
eratively.  Certainly  more  studies  are  required  before 
recommending  the  use  of  chemoprophylaxis  in  clean 
orthopedic  cases. 

Insertion  of  foreign  materials  in  orthopedic  sur- 
gery. Because  it  is  difficult  to  eliminate  infection  in 
the  presence  of  a foreign  body,  many  surgeons  em- 
pirically use  prophylactic  antibiotics  whenever 
prosthetic  devices  or  other  items  of  hardware  are 
inserted.  The  primary  purpose  of  this  approach  is 
to  prevent  invasion  by  S.  aureus.  A double-blind 
study  by  Ericson,  Lidgren,  and  Lindburg57  compared 
placebo  with  cloxacillin  sodium  (1  Gm.  intramuscu- 
larly one  hour  prior  to  operation,  and  repeated  three 
times  at  six-hour  intervals,  followed  by  4 Gm.  per  day 
orally,  with  1 Gm.  of  probenecid  twice  a day  for  two 
weeks).  The  operations  were  either  Charnley  total 
hip  prosthesis  orthoplasty  with  a Moore  prosthesis 
or  repair  of  the  trochanteric  or  subtrochanteric 
femoral  fractures  with  a Thornton  nail  and  plate. 
Infection  occurred  in  12  of  88  patients  who  received 
placebo,  but  in  none  of  83  patients  given  cloxacillin 
sodium.  Most  infections  in  the  control  group  were 
due  to  S.  aureus. 

A recent  controlled  prospective  trial  by  Pollard  et 
al.58  showed  that  three  doses  of  cephaloridine  (1  Gm. 
intravenously  just  prior  to  surgery  and  similar  dose 
repeated  two  times  intramuscularly  at  six-hour  in- 
tervals) proved  to  be  as  effective  as  a two- week  reg- 
imen of  flucloxacillin.58  The  overall  rate  of  infection 
was  1.3  percent  in  this  study.  Current  efforts  are 
underway  to  make  antibiotic  bone-cement  mixtures 
for  use  with  prostheses.  The  methyl  methacrylate 
polymer  can  be  mixed  with  most  antibiotics,  retain- 
ing adhesive  strength,  durability,  and  antibacterial 
potency. 

Once  a joint  prosthesis  is  in  place,  late  infection 
may  develop  as  a result  of  metastatic  bacterial  spread 
from  distant  foci.59,60  These  patients,  like  patients 
with  heart  disease,  require  antibiotic  prophylaxis 
when  undergoing  procedures  causing  transient  bac- 
teremia. 


Prophylaxis  in  gynecology  and  obstetrics 

Many  studies  have  examined  the  role  of  prophy- 
laxis in  various  obstetric  and  gynecologic  procedures 
and  situations.  Specific  procedures  must  be  evalu- 
ated individually  because  of  difference  in  the 
underlying  risk  of  postoperative  infectious  compli- 
cations. 

Vaginal  hysterectomy.  Prophylaxis  for  vaginal 
hysterectomy  has  received  the  greatest  attention, 
because  infectious  complications  are  very  common 
following  this  type  of  surgery. 

A prospective  double-blind  study  by  Ledger, 
Sweet,  and  Headington61  utilizing  cephaloridine  3 
Gm.  on  the  day  of  operation,  showed  a statistically 
significant  reduction  of  postoperative  pelvic  infec- 
tions in  premenopausal  women  undergoing  vaginal 
hysterectomy.  The  combination  of  local  contami- 
nation and  high  vascularity  in  younger  women  de- 
fined a true  “high  risk”  group  in  which  clear  benefit 
resulted  from  careful  use  of  an  appropriate  agent. 

The  administration  of  cephaloridine  3 Gm.  on  the 
day  of  procedure,  followed  by  a more  prolonged 
course  of  oral  cephalexin,  resulted  in  no  benefit  sig- 
nificantly greater  than  that  produced  by  the  ce- 
phaloridine alone,62  reinforcing  the  principle  that, 
as  in  other  surgical  situations,  prophylaxis  is  possible 
when  a drug  is  given  only  for  the  period  of  time  re- 
quired for  the  procedure,  and  for  one  or  two  dose 
intervals  thereafter.  Nothing  is  gained  by  extending 
the  duration  of  prophylaxis.  The  decision  to  use 
prophylaxis  for  vaginal  hysterectomy  should  depend 
on  the  prevailing  rate  of  infection  in  a given  institu- 
tion or  practice.  When  the  rate  is  low,  prophylaxis 
would  not  appear  to  be  indicated.  No  single  anti- 
biotic or  regimen  has  been  found  superior  to  others. 
However,  it  seems  clear  that  short  courses  of  pro- 
phylaxis are  as  effective  as,  and  therefore  preferable 
to,  the  longer  courses,  which  expose  patients  to  in- 
creased risk  of  drug  reactions. 

Abdominal  hysterectomy.  Indications  for 
prophylaxis  for  abdominal  hysterectomy  are  not  very 
firm.  Ohm  and  Galask63  demonstrated  that  a 
cephalosporin  decreased  the  morbidity  rate  following 
total  abdominal  hysterectomy  from  39  to  15  percent, 
but  concluded  that  their  results  did  not  establish  a 
need  for  chemoprophylaxis  in  this  procedure,  be- 
cause of  an  increase  in  the  frequency  with  which 
cephalosporin-resistant  organisms  were  recovered 
postoperatively  from  the  vaginal  apex  of  febrile  or 
infected  patients  who  had  been  given  the  antibiotic. 
All  of  the  infections  experienced  by  the  group  of  pa- 
tients who  received  no  prophylaxis  were  not  consid- 
ered serious,  and  were  readily  contained  by  appro- 
priate antimicrobial  therapy.  Postoperative  pelvic 
infections  were  significantly  reduced  with  cephalo- 
sporin in  Jennings’  64  study  of  both  vaginal  and  ab- 
dominal hysterectomy.  On  the  basis  of  the  best  ev- 
idence available,  the  use  of  prophylactic  antibiotics 
in  abdominal  hysterectomy  cannot  be  recommended, 
although  some  data  suggest  that  antibiotics  decrease 
the  incidence  of  wound  infection. 
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Cesarean  section.  There  is  a high  postpartum 
maternal  infection  rate  among  women  in  labor  who 
undergo  elective  cesarean  section.  Many  studies 
have  demonstrated  reduction  in  the  incidence  of 
infectious  complications  with  the  use  of  prophylactic 
antibiotics.65,66  Results  from  these  studies  have  led 
to  the  widespread  employment  of  prophylactic  an- 
tibiotics in  the  United  States.  However,  despite  this 
initial  enthusiasm,  there  are  a number  of  concerns 
about  the  use  of  prophylactic  antibiotics  in  this 
clinical  setting.  Although  this  method  does  decrease 
fever,  there  is  evidence  that  the  number  of  serious 
infections  in  high-risk  women  may  not  he  reduced.67 
The  failure  to  prevent  serious  maternal  infection  may 
be  related  to  low  levels  of  antibiotics  achieved  at  the 
operation  site.  These  infants,  born  by  section,  rep- 
resent a high-risk  population  for  immediate  post- 
partum infection,  and  since  preoperative  adminis- 
tration of  an  antibiotic  to  the  mother  effectively  de- 
livers antibiotic  to  the  fetus,  a fetal  antibiotic  level 
may  obscure  the  result  of  a blood  culture  drawn  from 
the  newborn  immediately  after  birth.  Data  are 
needed  to  confirm  or  disprove  this  possibility. 

Neonatal  group  B streptococcal  infections.  A 
new  problem  in  newborn  care  has  been  the  increased 
frequency  of  serious  newborn  infections  due  to  group 
B beta  hemolytic  streptococci.68  Investigators  from 
Denver,69  St.  Louis,70  Houston,71  and  Los  Angeles72 
have  reported  that  this  microorganism  is  the  most 
frequent  agent  associated  with  serious  infection 
during  the  first  three  months  of  life,  and  clinical 
studies  have  pinpointed  pregnancies  at  increased  risk 
for  this  problem.  It  is  more  common  in  the  prema- 
ture infant,  particularly  in  association  with  prolonged 
rupture  of  membranes.73  Two  distinct  clinical  forms 
of  the  disease  have  been  described. 

An  early  form  is  observed  in  the  neonate  aged  five 
days  or  less,  and  is  characterized  by  rapid  onset  of 
respiratory  distress,  sepsis,  and  shock.  In  nearly  all 
reported  cases,  the  source  of  colonization  of  the  in- 
fant has  been  the  birth  canal  of  the  pregnant  woman. 
Serologic  subtyping  of  the  group  B streptococci  has 
revealed  identical  organisms  in  the  infant  and  in  the 
maternal  vaginal  cultures.  The  high  mortality  rate 
(50  percent)  associated  with  early  onset  disease  has 
led  to  the  presently  common  practice  of  adminis- 
tering an  antimicrobial  agent,  active  against  group 
B streptococci,  to  babies  with  the  syndrome  of 
respiratory  distress,  especially  if  they  have  been  born 
after  premature  rupture  of  the  membranes. 

Late-onset  disease  characteristically  occurs  be- 
tween three  and  six  weeks  and  has  been  termed  the 
meningitic  form.  The  vast  majority  of  cases  have 
been  associated  with  meningitis,  but  the  mortality 
rate  has  been  considerably  lower  than  in  the  early 
form  of  disease.  The  source  of  colonization  of  these 
infants  has  not  been  determined. 

Attempts  at  preventing  this  disease  by  antibiotic 
treatment  of  women  carrying  this  organism  in  the 
third  trimester  of  pregnancy  have  been  unsuccess- 
ful.74 A major  problem  in  control  is  the  awareness 
that  the  maternal  carrier  rate  is  100  times  greater 


than  the  attack  rate  in  the  newborn.  This  is  one  of 
the  factors  that  seems  to  militate  against  antibiotic 
prophylaxis.  It  is  possible  that  infected  infants  come 
from  mothers  without  antibodies  to  group  B strep- 
tococci.'5 If  deficiency  of  maternal  antibody  is  the 
major  determinant  of  serious  neonatal  infections, 
then  immunoprophylaxis  may  be  more  efficient  than 
chemoprophylaxis  in  attacking  this  problem.75  A 
large-scale  prospective  study  is  needed  to  identify  the 
risk  factors  and  the  proper  preventive  measures. 

Antibiotics.  Prophylactic  antibiotics  have  been 
found,  in  recent  years,  to  reduce  the  incidence  of  in- 
fection in  some  surgical  procedures  which  involve  a 
high  risk  of  bacterial  contamination.  To  be  effective, 
antibiotics  must  be  started  prior  to  the  surgical 
procedure  and  continued  for  a short  time  thereafter. 
Selection  of  the  proper  antibiotic  should  depend  on 
the  prior  knowledge  of  the  organism  most  likely  to 
contaminate  the  wound  at  the  time  of  surgery.  An- 
tibiotics are  not  a substitute  for  good  surgical  tech- 
nique. As  very  well  said  by  0.  O.  Wagenstein:* 
“Prophylactic  antibiotics  may  make  a second-rate 
surgeon  out  of  a third-rate  one,  but  will  never  make 
a first-rate  surgeon  out  of  a second-rate  one.” 
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Part  of  the  care  of  the  patient  who  presents  a pri- 
mary carcinoma  is  a complete  work-up  to  determine 
the  extent  of  metastasis.  C.A.T.  (computerized  axial 
tomography)  study  of  the  brain  is  noninvasive.  Our 
experience  with  C.A.T.  suggests  that  it  is  more  sen- 
sitive in  localizing  small  brain  lesions  than  is  the 
nuclear  medicine  scan  or  cerebral  angiography.  The 
finding  of  a brain  metastasis  would  alter  treatment 
planning.  To  date,  we  have  studied  266  patients 
with  primary  neoplasm  who  had  no  neurologic 
symptoms. 

Materials  and  methods 

Two  hundred  sixty-six  patients  with  known  pri- 
mary carcinoma,  who  had  no  neurologic  signs  or 
symptoms,  underwent  C.A.T.  study  as  part  of  pre- 
treatment work-up.  The  objective  of  the  study  was 
to  determine:  (1)  What  is  the  incidence  of  brain 
metastases  in  asymptomatic  patients?  and  (2)  What 
primary  malignant  conditions  are  most  often  impli- 
cated? 

Patients  with  primary  lung,  melanoma,  breast, 
kidney,  testicular,  prostatic,  and  bladder  lesions  were 
included  in  the  study.  Fifty  cc.  of  diatrizoate  me- 
glumine and  diatrizoate  sodium  (Renografin-60) 
were  given  intravenously  prior  to  the  study.  Six- 
mm.  sections  of  the  brain  were  obtained  from  the 
base  of  the  skull  to  the  vertex  using  an  Artronix 
dedicated  head  unit;  the  time  of  each  section  was  12.8 
seconds.  If  a lesion  or  a questionable  area  of  de- 
creased or  increased  attenuation  was  identified,  the 
study  was  repeated  with  3-mm.  sections,  utilizing 


Two  hundred  sixty-six  patients  with  known  primary 
carcinoma  who  had  no  neurologic  signs  or  symptoms 
underwent  C.A.T.  (computerized  axial  tomography ) 
studies  to  determine  the  frequency  of  silent  brain 
metastasis  in  primary  carcinomas.  Although  the 
number  of  patients  involved  for  each  primary  carci- 
noma is  relatively  small,  a significant  yield  was  ob- 
tained in  the  patients  with  lung  carcinoma  (21  of  79), 
melanoma  (8  of  43),  and  6 of  37  patients  with  breast 
carcinoma.  The  initial  study  was  done  with  6-mm. 
cuts.  The  study  was  repeated  with  3-mm.  cuts  for 
those  patients  presenting  lesions.  Three-mm.  cuts 
yielded  a significant  increase  in  the  number  of  lesions 
identified,  and  was  adopted  for  follow-up  studies  to 
determine  response  to  therapy.  Coronal  and  saggital 
reconstructions  proved  invaluable  in  localizing  le- 
sions and  obtaining  a three-dimensional  impression 
of  lesion  size  and  location. 


coronal  and  saggital  reconstructions.  Table  I sum- 
marizes our  findings. 

In  view  of  the  relatively  high  yield  of  positive  study 
findings  in  patients  with  lung  carcinoma  (21  of  79  or 
approximately  1 of  4),  films  of  patients  with  primary 
sites  other  than  lung  were  reviewed  for  the  presence 
of  lung  metastases  (Table  II).  No  clear  pattern 
emerges.  We  realize  the  series  is  not  big  enough  to 
be  statistically  significant.  The  study  will  be  con- 
tinued. 


TABLE  I.  Distribution  of  patients  by  primary  carcinoma 
site 


Primary 

Site 

t C.A.T. 

Negative 

Result s 

Positive 

Single 

Lesion 

Two  or 
more 
Lesions 

Lung 

79 

23* 

10 

13 

Malignant 

melanoma 

43 

8 

3 

5 

Breast 

37 

T 

5 

2 

Renal 

18 

3 

2 

1 

Adrenal 

2 

1 

1 

Testicular 

25 

0 

Prostate 

12 

0 

Urinary  bladder 

8 

0 

* Old  infarct-2, 
t Old  infarct- 1. 


TABLE  II.  C.A.T.  scan  related  to  lung 


C.A.T. 

Scan 

Positive, 

Lung 

Positive 

C.A.T. 

Scan 

Positive, 

Lung 

Negative 

C.A.T. 

Scan 

Negative, 

Lung 

Positive 

C.A.T. 

Scan 

Ne^tive,' 

Lung 

Negative 

Mela- 

5 

3 

13 

30 

noma 

Breast 

3 

4 

8 

29 

Renal 

2 

1 

4 

14 
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FIGURE  1.  Case  1.  Top  row:  Questionable  opacity  in  right 
orbit,  6-mm.  study.  Second  row:  One  zone  from  3-mm. 
study  selected  for  coronal  and  sagittal  sections.  Third  row: 


Coronal  and  sagittal  reconstructions  localize  lesion  to  pos- 
teromedial orbital  region. 

Comments 

Although  our  series  of  cases  is  statistically  small, 
the  findings  of  a silent  metastasis  in  21  of  79  patients 
with  primary  lung  carcinoma  is  impressive.  This  is 
higher  than  the  incidence  of  3 of  42  reported  by  Ja- 
cobs, Kinkel,  and  Vincent.1  Their  study  was  con- 
fined to  metastases  from  small-cell  carcinoma  of  the 
lung.  Our  study  included  all  types  of  lung  carcino- 
ma. This  may  well  account  for  the  difference  in 
numbers.  The  finding  of  silent  metastases  in  8 of  43 
patients  with  melanoma,  and  in  6 of  37  patients  with 
breast  carcinoma,  was  also  unexpected.  In  view  of 
the  negative  yield  in  carcinoma  of  the  prostate,  tes- 
ticle, and  urinary  bladder,  these  studies  will  be 
dropped  from  the  series.  We  shall  continue  to  follow 
the  study  in  lung,  melanoma,  breast,  and  renal  car- 
cinoma. The  findings  of  silent  metastases  signifi- 
cantly alters  treatment  and  prognosis,  a subject  be- 
yond the  scope  of  this  article. 

Six-mm.  cuts  were  obtained  on  the  initial  study. 
In  the  case  of  questionable  findings  with  areas  of  ei- 
ther increased  or  decreased  attenuation,  3-mm.  slices 
were  done.  We  found  that  the  finer  slices  yielded 


FIGURE  2.  Case  2.  Top  row:  Image  selected  for  coronal 
and  sagittal  reconstructions.  Second  row:  Lesion  shown 
just  above  tentorium. 


additional  metastatic  tumor  sites  in  10  instances. 

The  ability  to  do  coronal  and  sagittal  reconstruc- 
tions is  unsatisfactory  with  6-mm.  slices.  With  the 
additional  data  obtained  by  using  3-mm.  slices,  ex- 
cellent coronal  and  saggital  reconstructions  were 
obtained.  These  proved  invaluable  in  obtaining  a 
three-dimensional  concept  of  the  size  of  the  lesion 
and  in  localizing  the  lesion. 

In  Case  1,  there  was  a faint  suggestion  of  a mass  in 
the  orbit  on  the  6-mm.  study.  This  was  seen  on  one 
cut  only.  The  3-mm.  study  defined  the  lesion  and 
enabled  us  to  do  coronal  and  sagittal  reconstructions 
that  localized  the  metastasis  to  the  posterior  medial 
orbital  space  (Fig.  1).  This  was  the  patient’s  only 
metastatic  lesion,  and  he  was  asymptomatic.  The 
primary  lesion  in  this  instance  was  malignant  mela- 
noma. 

In  Case  2,  coronal  and  sagittal  reconstructions 
resolved  any  doubts  as  to  whether  the  lesion  was 
supra-  or  infratentorial  (Fig.  2).  This  is  vital  where 
selective  cerebral  chemotherapy  is  being  performed. 
This  lesion  also  represents  melanoma. 

There  was  no  true  relationship  between  size  of  le- 
sion and  primary  site.  Lesions  ranged  from  8 by  8 
mm.  to  25  by  30  mm.  The  larger  lesions  showed  in- 
creased frequency  of  “ring  configuration.”  All  le- 
sions were  accompanied  by  halos  of  decreased  at- 
tenuation. There  was  no  definite  relationship  be- 
tween lesion  size  and  halo.  Small  lesions  were  often 
accompanied  by  large  zones  of  decreased  attenuation, 
while  larger  lesions  could  present  a narrow  halo. 

Distribution  of  lesions  was  not  helpful  as  a differ- 
ential diagnostic  point.  In  our  series,  metastases 
were  single  in  21  cases,  with  two  or  more  foci  in  21,  a 
ratio  different  from  that  of  the  70  to  120  reported  by 
Weisberg.2  Case  3,  Figure  3,  represents  a patient 
with  metastatic  lesions  in  the  low  right  temporal  re- 
gion, left  deep  parietal  region,  and  a right  vertex  le- 
sion. The  primary  site  was  in  the  lung. 

In  the  series  there  was  one  false-positive  study, 
Case  4,  Figure  4.  This  was  clarified  by  a 3-mm.  study 
which  showed  negative  findings. 
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FIGURE  3.  Case  3.  Top  row:  Metastases  in  right  temporal 
lobe  and  left  low  parietal  region.  Second  row:  Metastases 
in  right  frontal  parietal  region  near  vertex. 


Conclusions 

Our  series  of  cases  yielded  an  appreciable  number 

of  silent  metastatic  brain  lesions.  These  findings 

significantly  altered  the  therapy  plan  and  prognosis. 

We  shall  continue  to  develop  this  series.  Six-mm. 

cuts  will  be  used  as  a screening  study,  with  3-mm. 

Clinical  Clues 

— Blood-streaking  of  the  sputum  occurs  with  bronchitis, 
bronchiectasis,  and  pulmonary  infarction.  In  the  case 
of  carcinoma  of  the  bronchus  and  tuberculosis  of  the 
lung,  streaking  usually  progresses  to  frank  hemoptysis 
of  fresh  red  blood. 

— There  is  a reduction  in  therapeutic  effectiveness  of 
L-dopa  when  pyridoxine  is  administered  concommi- 
tantly  in  supplemental  doses  of  10  to  25  mg.  There 
is  no  evidence  that  the  amount  of  pyridoxine  con- 
tained in  the  standard  daily  diet  (less  than  1 mg.)  in- 
terferes with  the  therapeutic  effect  of  L-dopa.  There 
is  no  evidence  that  pyridoxine  deficiency  enhances  the 
effect  of  L-dopa. 

— An  ear-lobe  crease  was  described  as  occurring  more 
commonly  in  patients  with  coronary  heart  disease 
than  in  age-matched  controls.  It  is  suggested  that  it 
be  regarded  as  a coronary  risk  factor  and  used  to 
identify  patients  at  increased  risk.  It  remains  to  be 
determined  whether  the  crease  is  genetically  deter- 
mined or  is  a result  of  localized  vascular  disease  and 
skin  atrophy  (Lichstein,  E.,  et  al.:  New  England  J. 
Med.,  290:  615  (1974);  Frank,  S.  T.:  Ibid.  289:  327 
(1973)). 

Cytomegalovirus  (CMV)  may  be  the  most  important 
cause  of  viral-induced  mental  impairment. 

TIA  (transient  cerebral  ischemic  attacks)  are  episodes 
of  transient  focal  neurologic  deficit  lasting  less  than 
24  hours  and  usually  30  minutes  or  less.  Manifesta- 
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FIGURE  4.  Case  4.  Top  row:  6-mm.  sections  suggest 
area  of  contrast  enhancement  with  lucent  halo.  Bottom  row: 
3-mm.  sections  same  level,  negative  results. 


cuts  and  coronal  and  sagittal  reconstructions  done 
in  cases  with  positive  findings.  Search  for  a possible 
relationship  between  lung  metastases  and  brain 
metastases  will  be  continued. 
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tions  may  include  complete  or  partial  loss  of  vision  in 
one  eye,  weakness  or  numbness  of  one  side  of  the  body, 
difficulty  with  speech,  vertigo,  diplopia,  ataxia,  or  a 
combination  of  these.  Nonfocal  or  less  specific 
symptoms  such  as  fainting  or  other  unexplained  loss 
of  consciousness  or  dizziness  are  not  acceptable  by 
themselves  as  diagnostic  of  TIA. 

— Cholesterol  or  platelet  emboli  in  the  retinal  arterioles 
indicate  the  presence  of  an  ulcerated  atherosclerotic 
lesion  in  one  of  the  proximal  arteries,  usually  the  ca- 
rotid, and  are  helpful  in  proving  the  diagnosis  of 
TIA. 

— Staphylococcus  aureus  is  the  most  common  causative 
agent  of  acute  bacterial  endocarditis. 

— Lung  biopsy  is  useful  to  diagnose  pneumocystis  carinii 
or  aspergillosis  infection  when  sputum  cultures  are 
negative  and  a pulmonary  lesion  is  progressing. 

— White  spots  in  the  fingernails  of  children,  teenagers, 
and  some  adults  have  been  traced  to  zinc  and  pyri- 
doxine deficiency.  The  spots  occur  most  frequently 
on  the  index  and  little  fingers  of  the  dominant 
hand. 

— White  spots  occur  also  on  the  fingernails  and  toenails 
of  patients  with  low  serum  albumin  levels.  It  is 
probable  that  zinc  loss  occurs  through  albuminuria 
since  the  major  portion  of  serum  zinc  is  bound  to  al- 
bumin (J.A.M.A.  228:  157  (1974)). 
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The  etiology  and  the  pathogenesis  of  ulcerative 
colitis  and  Crohn’s  disease  of  the  small  and/or  large 
intestine  remain  obscure,  despite  the  increasing  fa- 
miliarity with  these  disorders.  The  similar  clinical 
features  and  course  of  IBD  (inflammatory  bowel 
disease)  everywhere  in  the  world,  despite  differing 
ethnic  populations,  environmental  circumstances, 
dietary  habits,  and  sociocultural  customs  are  note- 
worthy. The  rising  incidence  of  Crohn’s  disease, 
apparently  worldwide,  is  of  particular  interest  and 
suggests  involvement  of  environmental  agents  in  its 
pathogenesis.  Attempts  to  clarify  the  nature  of  ul- 
cerative colitis  and  Crohn’s  disease  on  the  basis  of 
discernible  tissue  and  cellular  reactions,  as  deter- 
mined by  light,  scanning,  and  electron  microscopy, 
and  by  histochemical  and  immunological  reactions, 
are  informative  and  undoubtedly  significant;  how- 
ever, interpretation  of  such  observation  is  limited  by 
questions  as  to  the  constancy  and  specificity  of  the 
observed  changes,  by  the  influences  of  antibacterial, 
adrenocortical  steroids  and  other  therapeutic  agents, 
nutritional  state,  by  individual  differences  in  host 
response,  and  by  the  likelihood  that  both  the  small 
and  the  large  intestines  have  a limited  repertoire  of 
tissue  reactions  regardless  of  the  inciting  etiologic 
mechanism.  The  large  number  and  variety  of  the 
local  and  systemic  complications  of  IBD  are  unique 
to  these  disorders.  Since  they  almost  invariably  are 
secondary  to  the  bowel  inflammation,  they  direct 
attention  to  the  diseased  bowel  as  the  likely  source 
of  various  systemic  diseases.  A promising  area  for 
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further  research,  for  example,  would  be  in  the  study 
of  the  systemic  complications  of  jejunoileal  bypass 
operations,  a situation  also  involving  some  abnor- 
mality in  the  gut  microflora. 

Pathogenesis 

More  directly,  numerous  experimental  attempts 
to  reproduce  human  IBD  by  diverse  procedures  thus 
far  have  failed.  A variety  of  enteric  and  colonic  in- 
flammatory bowel  diseases  are  found  among  various 
animal  species,  including  an  ileitis  in  pigs,  a granu- 
lomatous enteritis  in  horses,  and  a colitis  in  Boxer 
dogs.  However,  these  “natural”  animal  states  have 
not  been  investigated  thoroughly,  and  their  possible 
relationship  to  human  inflammatory  bowel  disease 
is  not  known. 

Psychogenic  disturbances,  although  clinically 
important  in  the  course  of  IBD,  remain  to  be  clari- 
fied, especially  in  terms  of  their  specificity,  their 
pathophysiologic  effects  on  the  bowel,  and  their  ca- 
pacity for  inducing  a tissue  reaction  such  as  IBD. 
This  approach  may  become  more  attractive  in  view 
of  the  recently  demonstrated  fact  that  cells  widely 
dispersed  in  the  neuraxis  and  gastrointestinal  system 
share  the  ability  to  secrete  the  same  or  similar  pep- 
tide hormonal  messengers.  Microbiologic  causes 
thus  far  have  eluded  extensive  investigations. 
Currently,  intestinal  anaerobes,  Yersinia  enteroco- 
litica,  pathogenic  forms  of  Escherichia  coli,  and 
bacterial  endotoxins  and  other  metabolites  are  of 
particular  interest.  The  considerable  information 
now  accumulated  on  the  apparent  “transmissibility” 
of  Crohn’s  disease  (and  ulcerative  colitis)  suggests  a 
viral  etiology,  but  the  evidence  remains  inconclusive; 
improved  virologic  techniques  will  be  required  to 
clarify  this  hypothesis.  The  systemic  location  of 
granulomas  (face,  muscle,  bone,  and  epiglottis), 
noted  very  occasionally,  is  of  interest  in  this  con- 
nection. Substantial  gaps  remain  in  our  knowledge 
of  the  gut  microflora,  the  mechanisms  of  bacterial 
adherence  and  nonadherence  to  the  intestinal  epi- 
thelium, the  role  of  the  gastrointestinal  secretory 
immune  system,  for  example,  Ig  (immunoglobulin) 
A,  and  the  local  lymphoid  cells  in  protecting  the 
bowel  wall  against  microbiologic,  viral,  and  immu- 
nologic injury,  and  the  dynamics  of  immune  com- 
petence and  possible  immune  weakness  at  the  bowel 
mucosal  surface. 

Immunologic  factors.  Consideration  of  immu- 
nologic mechanisms  in  IBD  includes  experimental 
immunologic  attempts  to  reproduce  either  ulcerative 
colitis  or  Crohn’s  disease  (thus  far  unsuccessful);  the 
nonspecific  colon  “autoantibodies,”  circulating  an- 
tigen-antibody immune  complexes;  cell-mediated 
immune  responses  including  the  respective  roles  of 
T and  B lymphocytes;  the  possible  significance  of 
circulatory  lymphocyte  cytotoxicity  for  colonic  epi- 
thelial cells;  the  as-yet  incompletely  defined  immu- 
nologic resources  and  the  immunologic  functions  of 
the  gastrointestinal  tract;  the  possible  role  of  the 
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gastrointestinal  lymphoid  tissue  including  intraep- 
ithelial lymphocytes;  and  the  possible  role  of  the 
gastrointestinal  secretory  immune  system,  especially 
secretory  IgA  (but  including  IgG,  IgM,  and  IgE),  in 
the  evolution  of  the  IBD  tissue  reaction.  Present 
incidence,  demonstrating  the  local  accumulation  of 
immunoglobulins  and  various  components  of  com- 
plement (Clq  and  C3,  for  example)  in  addition  to 
B-lymphocytes,  although  yet  incomplete,  suggests 
a significant  immunologically  mediated  reaction  in 
the  bowel  wall,  both  in  Crohn’s  disease  and  in  ul- 
cerative colitis. 

Other  factors.  The  diminished  response  of  cir- 
culating lymphocytes  to  various  mitogens,  especially 
in  Crohn’s  disease,  but  also  in  ulcerative  colitis,  has 
suggested  to  some  observers  the  presence  of  an  im- 
munodeficiency state  in  Crohn’s  disease,  but  the 
evidence  for  that  is  inconclusive.  Lymphocyte  re- 
sponses are  variable  and  possibly  capricious;  reac- 
tions may  be  diminished  in  a wide  variety  of  cir- 
cumstances including  undernutrition,  advancing  age, 
operations  such  as  a cholecystectomy,  and  also  by 
cellular  inhibitory  factors  circulating  in  the  blood  of 
patients  with  IBD.  Possible  genetic  influences  fa- 
cilitating the  development  of  IBD,  including  immune 
defects  (such  as  selective  immunoglobulin  deficiency 
and  selective  complement  deficiency),  associated 
with  particular  histocompatibility  haplotypes  (for 
example,  C2  deficiency  associated  with  the  A10  B18 
haplotype),  in  addition  to  the  already  emphasized 
association  between  ankylosing  spondylitis  and  the 
HL-A-B27  haplotype;  this  area  deserves  more  study. 
With  regard  to  “familial  IBD,”  the  possible  role  of  a 
common  and  prolonged  exposure  of  families  living 
in  the  same  household  to  an  environmental  agent 
(possibly  a “slow  virus”)  is  suggested  perhaps  by  the 
increased  incidence  of  lymphocytotoxic  antibodies 
(LCA)  among  some  IBD  families.  Again,  the  evi- 
dence for  such  a mechanism  remains  insufficient; 
improved  methods  of  demonstrating  significant  viral 
exposure  (possibly  via  the  use  of  interferon)  are 
needed. 

Comment 

Although  the  etiology  and  the  pathogenesis  of  ul- 
cerative colitis  and  of  Crohn’s  disease  remain  elusive, 
the  “nonspecific”  inflammatory  bowel  diseases  have 
emerged  as  very  important  clinical  problems  and  also 
as  “Rosetta  stones,”  facilitating  clarification  of  both 
gastrointestinal  and  nongastrointestinal  disorders 
through  the  application  of  basic  scientific  knowledge, 


The  etiology  and  the  pathogenesis  of  ulcerative  colitis 
and  Crohn’s  disease  of  the  small  and/or  large  intes- 
tine remain  elusive.  The  similar  clinical  features 
everywhere  in  the  world,  despite  differing  ethnic 
populations,  environmental  circumstances,  dietary 
habits  and  sociocultural  customs  are  noteworthy. 
The  rising  incidence  of  Crohn’s  disease  suggests  in- 
volvement of  environmental  agents.  The  large 
number  and  the  variety  of  the  local  and  systemic 
complications  of  IBD  (inflammatory  bowel  disease ) 
suggest  an  unique  tissue  vulnerability.  Psychogenic 
mechanisms,  although  contributory  to  the  course  of 
IBD,  require  clarification.  Microbiologic  interest 
currently  is  directed  to  intestinal  anaerobes,  patho- 
genic forms  of  Escherichia  coli,  Pseudomonas,  and 
bacterial  metabolites.  The  “ transmissibility ” of 
Crohn’s  disease  and  ulcerative  colitis  among  various 
animal  species  suggests  a viral  etiology,  but  present 
evidence  is  inconclusive.  Immunologic  studies  in 
IBD  include  unsuccessful  attempts  to  reproduce  ul- 
cerative colitis  and  Crohn’s  disease;  identification  of 
circulating  antibodies  and  antigen-antibody  immune 
complexes;  identification  of  cell-mediated  gastroin- 
testinal immune  responses,  and  lymphocyte  cyto- 
toxicity for  colonic  epithelial  cells.  The  local  accu- 
mulation of  immunoglobulins  and  components  of 
complement  (Clq,Cs)  suggests  an  immunologically 
mediated  reaction  in  the  bowel.  Familial  occur- 
rences of  IBD  now  are  identified  in  at  least  15  to  20 
percent  of  patients,  especially  among  first-degree 
relatives.  The  genetic  contribution  presumably  is 
to  facilitate  a state  of  “bowel  readiness,”  with  the 
precipitation  of  IBD  by  varied  environmental 
events. 


the  increasingly  sophisticated  study  of  the  immu- 
nocellular  features  of  the  IBD  tissue  reaction  in  the 
bowel,  in  the  study  of  the  local  and  systemic  problems 
so  unique  to  IBD,  and  in  the  investigation  of  host 
defenses  and  genetic-immunologic  interactions. 
Such  approaches  hopefully  will  not  only  clarify  the 
nature  of  “nonspecific”  inflammatory  bowel  disease, 
but  will  also  provide  the  solution  to  this  challenging 
medical  problem. 
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A dramatic  improvement  in  the  number  of  ade- 
quately treated  hypertensive  patients  has  occurred 
during  the  past  several  years.  As  recently  as  1971, 
fewer  than  20  percent  of  hypertensive  patients  were 
treated  effectively.1  Subsequent  to  the  efforts  of  the 
National  High  Blood  Pressure  Education  Program, 
many  medical  organizations,  the  pharmaceutical 
industry,  and  many  volunteer  organizations,  statis- 
tics demonstrated  a marked  improvement  in  the 
number  of  patients  adequately  treated,  increasing  to 
38  percent  in  1973  to  1974  and  to  70  percent  in  re- 
cently reported  data  from  Chicago  (Table  I).2 
Despite  this  improvement  in  care,  newer  methods 

* Supported  by  a grant  from  the  Westchester  County  Hyper- 
tension Foundation. 


are  being  explored  to  increase  still  further  the  num- 
ber of  patients  who  are  adequately  treated  and  who 
remain  on  long-term  treatment.3  Innovative  sys- 
tems, including  worksite  programs,  nurse  practi- 
tioner-directed clinics,  rewards  for  attendance  at 
clinics  or  physicians’  offices,  intensive  educational 
programs  for  both  physicians  and  patients,  and  home 
blood  pressure  follow-up  programs  have  been  eval- 
uated. Worksite  and  home-visit  nurse-directed 
programs  have  resulted  in  the  effective  control  of 
approximately  80  percent  of  mild  to  moderately  se- 
vere hypertensive  patients.4’5  Treatment  experience 
in  private  practice,  where  the  majority  of  hyperten- 
sive patients  are  being  treated,  has  indicated  blood 
pressure  control  ranging  from  below  50  percent  to 
over  80  percent.6  7 To  update  these  data,  a study  was 
undertaken  to  determine  the  level  of  blood  pressure 
control  in  the  private  practice  of  one  of  the  authors 
(M.M.)  and  to  compare  it  with  data  from  the  prac- 
tices of  four  internists  and  one  other  cardiologist  in 
Westchester  County,  New  York. 

Materials  and  methods 

From  the  active  files  of  six  physicians  in  private 
practice  7,788  charts  were  analyzed.  Each  physician 
had  been  trained  in  a university  teaching  center  and 
had  kept  abreast  of  recent  data  regarding  the  im- 
portance of  blood  pressure  control  and  newer  anti- 
hypertensive  medications.  One  of  them,  cardiologist 
B,  that  is,  M.M.,  specialized  in  hypertension.  In  the 
audited  practices,  charts  were  ordinarily  maintained 
in  an  active  file  for  from  five  to  six  years  after  the 
patient’s  last  visit;  records  analyzed,  therefore,  in- 
cluded only  those  of  patients  who  had  seen  the  phy- 
sician within  the  previous  five  or  six  years.  All  charts 
of  the  four  internists  and  one  cardiologist  were  re- 


TABLE  I.  Status  of  hypertension  control 


Statistic 

I 

National  Health 
Survey, 
1960-62 

II 

Chicago, 

1967-71 

oiuuy 

III 

Hypertension 
Detection  and 
Follow-up  Study, 
1973-74 

IV 

Westchester 
County,  N.Y., 
1975 

V 

Chicago, 

1977 

Number  of  people  screened 

6,672 

22,929 

158,906 

11,534 

117,954 

Percent  with  diastolic  blood  pressure  > 95  mm.  Hg 

15 

20 

13.2 

23 

13.2 

Percent  unaware  of  hypertension 

43 

59 

25 

21 

11.9 

Percent  with  hypertension  being  treated 

36 

25 

54 

60 

76.1 

Percent  with  hypertension  under  control 

16 

11 

38 

43 

59.3 
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TABLE  II.  Hypertension  severity  definitions 


Diastolic  Blood  Pressure 

Percent 

(mm.  Hr) 

Definition 

of  Cases 

90  to  104 

Mild 

66 

105  to  1 19 

Moderate 

25 

120  or  higher 

Severe 

9 

viewed.  In  the  practice  of  M.M.,  the  total  number 
of  charts  in  the  active  file  was  recorded,  but  only  the 
charts  of  hypertensive  patients  were  analyzed. 
These  charts  had  been  specifically  flagged  for  easy 
retrieval  since  the  inception  of  the  practice  25  years 
earlier. 

All  patients  under  the  age  of  40  who  had  two  or 
more  consecutive  blood  pressure  readings  of  140/90 
mm.  Hg  or  higher  were  considered  to  have  elevated 
blood  pressure.  All  patients  with  blood  pressures  of 
160/95  mm.  Hg  or  higher,  over  the  age  of  40,  were 
listed  as  hypertensive  in  this  age  group;  47.6  percent 
were  male,  and  52.4  percent  were  female.  Nineteen 
percent  of  the  treated  patients  were  60  years  of  age 
or  older  when  first  evaluated.  The  severity  of  hy- 
pertension, for  purposes  of  analysis,  was  defined  as 
shown  in  Table  II. 

Charts  were  reviewed  to  determine:  (1)  specific 
diagnostic  evaluation;  (2)  degree  of  blood  pressure 
lowering  achieved;  and  (3)  frequency  of  visits  and  its 
influence  on  adequacy  of  blood  pressure  control. 
One  practice,  that  of  M.M.,  was  analyzed  for  the  es- 
timated cost  of  care  per  year.  Adequate  blood 
pressure  control  was  defined  as  diastolic  blood 
pressure  below  90  mm.  Hg  averaged  for  the  last  three 
blood  pressure  readings.  In  most  instances  in  all 
practices,  the  diagnostic  work-up  of  the  patient 
conformed  to  that  recently  recommended  in  the  Joint 
National  Report  on  Detection,  Evaluation,  and 
Treatment  of  High  Blood  Pressure.8  Intravenous 


urograms  were  performed  in  fewer  than  10  percent 
of  all  patients;  urinary  vanillylmandelic  acid  (VMA) 
or  catechol  determinations  in  fewer  than  5 percent; 
and  renin  determinations  in  fewer  than  3 percent. 

Results 

As  shown  in  Table  111,  of  the  4,707  patients  listed 
in  the  active  files  of  the  four  internists,  527  or  11.2 
percent  were  being  followed  because  of  hypertension 
and  hvpertension-related  diseases;  551,  or  37  percent 
of  1,488  patients  in  cardiologist  A’s  practice,  and  526 
or  33  percent  of  1,593  patients  in  cardiologist  B’s 
practice,  were  hypertensive.  Fifty-four  patients  in 
practices  1 through  4 and  162  patients  in  cardiologist 
A’s  and  B’s  practices  were  seen  in  consultation  only 
for  fewer  than  three  visits  or  had  been  on  therapy  for 
less  than  six  months  at  the  time  of  the  chart  review 
and  are  not  included  in  the  final  results.  In  addition, 
52  patients  in  practices  1 through  4 and  67  patients 
in  the  other  practices  had  been  on  active  treatment 
but  had  not  been  seen  for  one  and  one-half  years  and 
could  be  considered  dropouts  from  therapy.  Drop- 
out rates  are  probably  understated  for  this  5-  to  6- 
year  period  since  some  patients  who  were  seen  only 
one  or  two  times  may  have  dropped  out  of  therapy 
and  would  not  have  been  included  in  the  data.  Pa- 
tients who  had  dropped  out  of  therapy  more  than  five 
or  six  years  prior  to  the  study  are  also  not  included. 
An  attempt  to  analyze  these  cases  is  presently  un- 
derway. Patients  who  remained  in  therapy  for  the 
first  six  months  tended  to  continue  in  a treatment 
program.  A total  of  1 ,388  hypertensive  patients  were 
included  in  the  study. 

As  illustrated  in  Table  IV,  74.5  percent  of  421  pa- 
tients in  the  four  internists’  practices,  94.5  percent 
of  410  patients  in  cardiologist  A’s  practice,  and  99 
percent  of  438  patients  in  cardiologist  B’s  practice 


TABLE 


Study  design 


Statistic 

4 Internists 

biuay 

Cardiologist  A 

Cardiologist  B* 

\ 

Total 

Charts  reviewed 

4,707 

1,488 

1,593 

7,788 

Number  hypertensive 

527 

551 

526 

1,604 

Percent  hypertensive 

11.2 

37.0 

33.0 

20.6 

Not  included  in  study1 

54 

103 

59 

216 

Included  in  study** 

473  (52) 

448  (38) 

467 (29) 

1,388 

* M.M. 

f Seen  in  consultation  or 

fewer  than  3 visits. 

•'Including  ("dropouts”!  no  visit  for  18  months. 

TABLE  IV. 

Status  of  hypertension  control-private  practice  experience 

Treated  Patients, 

Treated  Patients, 

Blood  Pressure 

Patients 

Blood  Pressure  Control 

Blood  Pressure  Control  in 

Control, 

t — on  Drug  Therapy — n 

' at  Six  Months \ 

/-more  than  Six  Months^ 

All  Patients* 

Practice  Number 

Percent 

Number 

Percent 

Number 

Percent 

(Percent) 

Four  internists 

313 

74.5 

163 

52.0 

185 

59.2 

39.1 

Cardiologist  A 

387 

94.5 

205 

53.0 

261 

67.6 

58.3 

Cardiologist  Bf 

433 

99.0 

246 

56.9 

346 

80.1 

74.1 

Totals 

1,133 

89.3 

614 

54.2 

792 

69.9 

57.1 

* Including  patients  who  had  discontinued  therapy. 

* Specializing  in  hypertension. 
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were  on  active  antihypertensive  drug  therapy;*  52 
percent  of  these  patients  in  the  internists’  practices, 
53  percent  in  cardiologist  A’s  practice,  and  57  percent 
in  cardiologist  B’s  practice  had  achieved  blood 
pressure  control  within  the  first  six  months  of 
treatment,  blood  pressure  control  being  defined  as 
a diastolic  blood  pressure  of  90  mm.  Hg  or  below  on 
the  last  reading  during  this  period.  Of  patients  in 
the  three  groups,  59.2,  67.6,  and  80.1  percent  re- 
spectively had  a diastolic  blood  pressure  of  90  mm. 
Hg  or  below  on  their  last  three  visits  in  the  follow-up 
period  of  from  6 months  to  as  long  as  23  years;  160  of 
the  467  patients  in  cardiologist  B’s  practice  had  been 
maintained  on  therapy  for  10  years  or  longer.  In 
contrast  to  the  74.1  percent,  including  treated  pa- 
tients and  those  who  had  dropped  out  of  therapy  who 
were  normotensive  on  long-term  follow-up  in  the 
practice  of  M.M.,  39.1  and  58.3  percent  were  con- 
trolled in  the  other  groups. 

An  analysis  of  the  frequency  of  visits  during  the 
first  six  months  indicated  that  blood  pressure  control 
was  achieved  in  a statistically  significantly  higher 
percentage  of  patients  who  were  seen  four  to  six  times 
than  in  those  seen  only  one  to  three  times.  As  ex- 
pected, patients  with  less  severe  hypertension  were 
seen  fewer  times  during  the  first  six  months;  over  25 
percent  of  the  severe  hypertensive  individuals  were 
seen  more  than  seven  times;  87  percent  of  all  patients 
were  seen  for  fewer  than  six  visits  within  the  first  six 
months  of  treatment. 

Methods  of  follow-up-patient 
education-patient  adherence  problems 

A simple  method  of  follow-up  was  used  by  all  six 
physicians.  All  patients  were  seen  by  appointment 
only.  Subsequent  appointments  were  usually  made 
at  the  time  of  the  patient’s  visit;  if  the  patient  failed 
to  keep  an  appointment,  a telephone  call  was  made. 
A reminder  postcard  was  sent  to  all  patients  who  had 
not  been  seen  for  one  year.  From  the  inception  of 
the  practice  of  cardiologist  B,  specific  systematic 
efforts  had  been  made  to  explain  the  risk  of  untreated 
hypertension,  the  advantages  of  treatment,  and  the 
importance  of  long-term  therapy.  Discussions  were 
supplemented  by  the  use  of  several  pamphlets,  spe- 
cifically, How  You  Can  Help  Your  Doctor  Treat  Your 
High  Blood  Pressure,  available  through  local  heart 
associations,  and  High  Blood  Pressure  and  What 
You  Can  Do  about  It,  available  through  the  Benja- 
min Company,  485  Madison  Avenue,  New  York,  New 
York.  The  educational  message  was  discussed 
during  the  initial  visit  and  reinforced  on  subsequent 
visits.  Patients  also  received  information  regarding 
diet  and  control  of  other  risk  factors  for  cardiovas- 
cular disease.  This  type  of  information  was  also 
disseminated  to  the  patients  of  the  other  physicians; 

* In  the  1970s  many  physicians  were  not  actively  treating  the 
so-called  “mild”  hypertensive  individual,  that  is,  with  diastolic 
blood  pressure  below  100  mm.  Hg,  based  on  available  data.  The 
recent  Hypertension  Detection  and  Follow-up  Program  study  has 
presented  firm  data  that  treatment  is  beneficial  in  these  pa- 
tients.SA 


it  may  not,  however,  have  been  pursued  in  as  sys- 
tematic a fashion,  and  printed  material  was  used  less 
frequently. 

The  degree  to  which  patients  were  given  guidance 
regarding  salt  intake  was  variable.  Patients  were 
advised  to  stop  smoking;  obese  patients  were  given 
reducing  diets;  and  all  patients  were  advised  to  go  on 
a reasonably  low-sodium  diet.  This,  however,  was 
not  monitored  closely  with  sodium  output,  and  so 
forth,  so  that  the  degree  of  compliance  cannot  be 
stated. 

In  most  instances,  the  guidelines  for  antihyper- 
tensive therapy,  as  outlined  in  the  recent  Joint  Na- 
tional Report,  were  followed,  using  thiazides  as  the 
Step  1 drug  and  utilizing  either  propranolol,  alpha 
methyldopa,  or  reserpine  as  the  Step  2 drug.  In  re- 
cent years,  prazosin  and  clonidine  have  also  been 
used  in  some  patients  as  Step  2 or  Step  3 therapy. 
Hydralazine  was  frequently  used  in  combination  with 
reserpine  or  propranolol  and  thiazides.  Guanethi- 
dine  was  used  in  patients  who  had  not  responded  to 
other  medications. 

Cost  of  care 

An  analysis  of  the  estimated  cost  of  care  over  a 
one-year  period,  1977,  was  done  on  a series  of  patients 
from  the  practice  of  cardiologist  B.  In  general,  the 
guidelines  of  the  Joint  National  Committee  were 
followed  regarding  the  type  of  diagnostic  studies,  the 
use  of  thiazide  diuretics  as  Step  1 therapy,  and  fre- 
quency of  visits  once  blood  pressure  had  been  con- 
trolled. Cost  listed  in  Table  V relates  to  care  of  hy- 
pertension only.  These  numbers  were  compared  to 
cost  Figures  from  the  public  health  experience  in  rural 
Georgia.9  As  noted,  the  cost  of  care  is  similar  or  less 
than  that  in  the  public  health  experience.  Trans- 
portation to  a source  of  care,  ranging  from  $12  to  $24 
per  year  in  the  Georgia  experience,  was  not  included 
in  this  comparison  since  this  is  not  usually  a signifi- 
cant factor  in  private  practice. 

Comment 

Few  audits  of  private  practice  experience  in  hy- 
pertension management  are  available  in  the  litera- 
ture. In  1973,  Moser7  reported  that  85  percent  of  his 
patients,  followed  from  6 months  to  as  long  as  19 
years,  were  controlled  at  normotensive  levels  re- 
gardless of  the  initial  severity  of  hypertension.  Al- 
derman6 reported  that  successful  blood  pressure 
control  was  achieved  in  only  one  half  the  number  of 
patients  who  remained  under  care  in  the  practice  of 
an  internist  and  that  the  “dropout  rate”  was  signif- 
icant. Brennan,10  in  a report  on  the  management  of 
hypertension  in  rural  Minnesota,  concluded  that  care 
could  be  greatly  improved  in  physicians’  office 
practices  by  public  awareness  campaigns  and  case 
finding  efforts,  but  that  only  approximately  40  to  45 
percent  of  patients  were  controlled  to  diastolic  blood 
pressure  levels  of  90  mm.  Hg  or  below. 

Inui,  Yourtee,  and  Williamson11  have  reported 
that  physicians  in  a clinic  who  were  specifically 


1104  New  York  State  Journal  of  Medicine/June  1980 


TABLE  V.  Estimated  yearly  cost  (dollars)  for  hypertension  therapy 


i Mild  to  Moderately  Severe \ 

f Severe 

Private 

Georgia  Public 

Private 

Georgia  Public 

Cost  Factors 

Practice 

Health  Experience9* 

Practice 

Health  Experience9* 

Laboratory 

45  to  50 

54  to  78 

60  to  80 

74 

Medications 

55  to  90 

66  to  164 

220  to  350 

364 

Physicians’  fees 

60  to  80  (3  to  4 visits) 

56  to  102t 

80  to  140  (4  to  7 visits) 

129 

Totals 

160  to  220 

176  to  344 

360  to  570 

567 

• Excluding  transportation  costs. 

’ Including  facility  fee  and  reminder  notice. 


trained  to  manage  hypertension  obtained  much 
better  treatment  results  than  other  clinic  physicians. 
These  data  suggest  a need  for  continuing  reinforce- 
ment of  the  educational  message  to  the  patient  by  a 
motivated,  trained  physician. 

In  other  studies  on  factors  determining  compli- 
ance, Sackett  et  al.12  and  Alderman4  reported  that 
the  convenience  of  having  follow-up  blood  pressures 
taken  at  the  worksite  had  little,  if  any,  effect  on  the 
outcome  of  blood  pressure  management.  Sackett  et 
al.12  also  noted  that  the  acquisition  of  health 
knowledge  was  insufficient  by  itself  to  alter  behavior 
and  increase  patient  adherence  to  treatment  pro- 
grams. In  other  studies,  Fletcher,  Appel,  and 
Bourgeois13  reported  that  specific  interventions  in 
clinic  follow-up  techniques  resulted  in  more  care  and 
testing  for  these  patients  but  that  outcome,  specifi- 
cally blood  pressure  lowering,  was  not  improved  by 
intervention.  Improving  patient  “dropout  rate”  was 
a necessary  first  step  in  the  management  of  hyper- 
tension but  was  not  sufficient  by  itself  to  increase  the 
percentage  achieving  blood  pressure  control.  Other 
studies  have  also  demonstrated  that  the  process  of 
care,  specifically  whether  or  not  extensive  diagnostic 
procedures  were  performed  or  recorded  on  the  charts, 
had  no  significant  influence  on  final  blood  pres- 
sures. 

In  1971,  Wilber  and  Barrow3  reported  that  in  rural 
Georgia,  the  number  of  patients  achieving  satisfac- 
tory blood  pressure  levels  increased  to  80  percent  by 
a program  utilizing  home  visits  by  nurses;  once  the 
program  was  discontinued  and  the  patients  were 
back  on  routine  care,  the  percentage  of  patients 
controlled  dropped  significantly. 

The  study  reported  here  confirms  that  in  both  the 
internists’  and  cardiologists’  practices,  the  number 
of  patients  with  hypertension  represents  a significant 
percentage  of  their  patient  population,  11  to  37  per- 
cent, a finding  noted  in  other  series.6  A large  per- 
centage of  patients,  75  to  99  percent,  were  being 
treated  with  antihypertensive  medications  and  were 
controlled  at  normotensive  levels.  The  59.2  percent 
of  controlled  patients,  of  those  who  remained  on 
treatment,  in  practices  1 through  4 is  similar  to  data 
from  a recent  survey  in  Chicago  where  59  percent  of 
patients  were  controlled.2  The  percentage  of  all  hy- 
pertensive patients  controlled  to  normotensive  levels, 
including  those  treated  and  untreated,  and  patients 
who  had  dropped  out  of  therapy,  varied  considerably 
in  practices  1 through  4 and  cardiologist  A’s  and 


cardiologist  B’s  practices,  largely  because  of  the 
higher  percentage  of  patients  treated  in  the  cardiol- 
ogists’ practices. 

In  cardiologist  B’s  practice,  a specific  patient  ed- 
ucational effort  had  been  ongoing  for  many  years, 
and  treatment  was  pursued  vigorously.  A consistent 
80  percent  or  more  of  all  hypertensive  patients  who 
remained  on  treatment  have  been  controlled  in  this 
practice,  results  similar  to  those  obtained  in  worksite 
or  special  public  health  service  programs.  Although 
elaborate  follow-up  systems  were  not  used,  the  sim- 
ple reminder  card  system  or  follow-up  telephone  call 
if  appointments  are  broken  appears  adequate  for 
continuing  good  outcome  of  treatment.  Successful 
treatment  outcome  has  also  not  been  diminished  by 
utilizing  simple  diagnostic  procedures  in  the  majority 
of  patients,  without  resort  to  hospitalizations  or  ex- 
tensive testing. 

An  analysis  of  the  cost  of  care  in  cardiologist  B’s 
practice  suggests  that  care  need  not  be  more  expen- 
sive in  the  private  practice  than  in  the  public  health 
sector  if  the  physician  limits  visits  appropriately,  that 
is,  three  to  four  visits  per  year,  after  blood  pressure 
control  is  achieved;  chooses  tests  carefully;  and 
considers  cost  as  one  of  the  factors  in  choosing 
therapy. 

It  would  appear  that  ongoing  repetitive  patient 
education  is  of  importance  in  achieving  good  treat- 
ment results. 

Improved  methods  for  increasing  patient  adher- 
ence and  the  number  of  patients  who  remain  on 
long-term  therapy  in  hypertension  must  be  contin- 
uously sought.  A motivated  physician  or  health  care 
provider  is  the  most  important  element  in  the  prob- 
lem of  managing  a chronic  illness  such  as  hyperten- 
sion. It  is  also  apparent  that  careful  attention  to 
patient  education  and  follow-up  yields  good  results 
but  that  elaborate  follow-up  methods  or  systems  are 
not  necessary  for  successful  results  of  therapy; 
however,  some  system  is  necessary.  More  attention 
should  be  paid  to  outcome,  specifically  lowering 
blood  pressure  to  a goal  of  normotensive  levels,  than 
to  the  process  of  control. 

33  Davis  Avenue 
White  Plains,  New  York  10605 
(DR.  MOSER) 
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Clinical  Clues 

— Fever  in  a neutropenic  patient  is  an  urgent  clinical 
problem.  Even  with  the  best  therapeutic  efforts, 
approximately  25  percent  of  such  patients  die  (Pen- 
nington, J.  E.:  Infection  in  the  compromised  host, 
Semin,  Infect.  Dis.  1:  142  (1978)). 

— To  some,  fever  as  a complication  during  periods  of 
neutropenia  may  appear  paradoxical.  Since  neutro- 
philic leukocytes  have  classically  been  considered  the 
source  of  endogenous  pyrogen,  it  would  seem  rea- 
sonable that  fever  would,  if  anything,  be  less  common 
during  neutropenic  periods.  This  manifestation, 
however,  is  the  first  warning  of  infection,  and  over- 
looking it  could  be  disastrous,  since  such  patients 
might  quickly  die  of  untreated  sepsis  (Ibid.). 

— Patients  with  acute  leukemia  are  the  most  likely  to 
experience  episodes  of  neutropenia  with  fever.  The 
lymphoma  group  is  next  in  frequency. 

— There  appears  to  be  a critical  level  of  circulating 
neutrophils,  below  which  the  risk  of  infection  rises  in 
inverse  proportion  to  the  cell  count.  Most  observers 
have  noted  this  level  to  be  around  1,000  cells  per  cubic 
millimeter. 

— Bacteria  are  by  far  the  most  common  infectious  agents 
in  neutropenic  hosts.  In  contrast  to  immunocompe- 
tent patients  in  whom  Streptococcus  pneumoniae, 
Streptococcus  pyogenes,  Hemophilus  influenzae,  and 
Neisseria  gonorrheae  are  common  bacterial  patho- 
gens, the  neutropenic  patient  is  usually  infected  with 
opportunistic  gram-negative  enteric  bacilli.  Esche- 
richia coli,  Klebsiella,  and  Pseudomonas  aeruginosa 
are  the  most  commonly  isolated  gram-negative  or- 
ganisms, but  virtually  any  gram-negative  rod  can  be 
invasive. 

The  source  of  these  pathogens  almost  universally  is 
the  gastrointestinal  tract.  It  is  common  to  isolate 
gram-negative  pathogens  from  blood  cultures  with  no 
obvious  source  of  sepsis,  only  to  find  extensive  necrosis 
of  gastrointestinal  mucosa  at  autopsy. 

Fungal  infections  may  also  cause  fever  in  neutropenic 
patients  but  only  after  systemic  invasion. 

When  fever  is  prolonged  and  blood  cultures  are  neg- 
ative for  bacteria,  the  presence  of  Candida  in  several 
sites,  such  as  sputum,  urine,  stool,  and  skin,  may  be 
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indicative  of  disseminated  candidiasis.  Negative 
blood  cultures  for  Candida  are  common,  even  with 
disseminated  infection. 

— If  a febrile  neutropenic  patient  has  a focal  pneumonitis 
that  fails  to  respond  to  antibacterial  therapy,  you 
should  consider  the  possibility  of  invasive  aspergil- 
losis. Occasionally,  Aspergillus  can  be  recovered  in 
sputum  or  nasal  scrapings,  never  blood;  but  in  over 
one  half  of  such  infections,  an  invasive  procedure,  lung 
aspiration  or  biopsy,  is  needed  to  make  the  diagnosis 
(Pennington,  J.  E.:  Fever  and  neutropenia,  Infect. 
Dis.  Pract.  2: 1 (Jan.)  1979). 

— In  at  least  one  half  of  the  febrile  episodes  associated 
with  neutropenia,  there  is  no  clinical  or  microbiologic 
evidence  for  infection.  A number  of  explanations 
have  been  given  including  drug  fever,  transfusion  re- 
actions, and  “fever  of  malignancy”  (Ibid.). 

— A fever  spike  associated  with  blood  product  admin- 
istration must  not  be  assumed  to  be  due  to  a leuko- 
agglutinen  reaction. 

— In  contrast  to  normal  hosts  with  pneumonia,  neutro- 
penic patients  seldom  produce  purulent  sputum 
(Ibid.).  Physical  findings  of  rales  and  pleural  rubs  are 
often  absent,  and  dyspnea  may  be  the  only  sign  of  lung 
infection. 

— Significant  urinary  tract  infection  may  not  be  asso- 
ciated with  pyuria  or  dysuria. 

— A number  of  instances  of  bacterial  meningitis  has  been 
recorded  during  neutropenic  periods  in  which  fever 
and  headache  were  the  only  indications  of  infection. 

— If  no  therapy  or  inappropriate  therapy  is  given  early 
in  the  course  of  the  infection,  death  often  results 
within  36  to  48  hours,  or  before. 

It  has  been  established  that  approximately  50  percent 
of  patients  with  acute  leukemia  have  bone  marrow 
chromosome  abnormalities  (Hardisty,  R.  M.,  and  Till, 
M.  M.;  Acute  leukemia  1959-1964:  Factors  affecting 
prognosis,  Arch.  Dis.  Child.  43:  107  (1968)). 

— Most  patients  with  preleukemia  have  developed  acute 
myeloblastic  leukemia,  but  acute  lymphoblastic  leu- 
kemia has  also  been  reported  to  follow  preleukemia 
in  children  (Melhorn,  D.  K.,  et  al.;  Acute  childhood 
leukemia  presenting  as  aplastic  anemia:  the  response 
to  cortico-steroids,  J.  Pediat.  77:  647  (1970)). 

NATHANIEL  SHAFER,  M.D. 
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Radiologic  Problem 
of  the  Month 


Chondrocalcinosis 


A 54-year-old  woman  presented  a complaint  of  painful 
joints  of  the  hands,  wrists,  and  knees  of  several  months’ 
duration. 


Elucidation 

The  posteroanterior  view  of  the  left  hand  in  the 
figure  reveals  small,  irregular  calcifications  in  the 
para-articular  structures  of  the  metacarpophalangeal 
joints,  base  of  the  first  carpometacarpal  joint,  and 
wrist  joint.  The  triangular  cartilage  at  the  distal  end 
of  the  ulna  and  the  hyaline  cartilages  at  the  wrist  are 
also  calcified. 

Calcification  of  the  hyaline  and  fibrocartilages  as 
well  as  the  para-articular  structures,  that  is,  capsules, 
ligaments,  and  tendons,  is  termed  chondrocalcinosis. 
Chondrocalcinosis  may  be  encountered  in  several 
disorders.  Of  importance  is  the  observation  of 
chondrocalcinosis  in  some  joint  or  other  in  5 percent 
of  elderly  people.1  Chondrocalcinosis  is  occasionally 
hereditary  but  often  sporadic  and  idiopathic.  This 
may  also  be  associated  with  metabolic  disorders  such 
as  diabetes,  primary  hyperparathyroidism,  hemo- 
chromatosis, ochronosis,  hvpophosphatasia,  gout, 
and  pseudogout  syndromes.  Rarely,  chondrocalci- 
nosis may  be  associated  with  degenerative  joint  dis- 
order, hemophilia,  and  systemic  lupus  erythema- 
tosus. 

Pseudogout  syndrome,  or  more  appropriately 
called  CPPDD  (calcium  pyrophosphate  dihydrate 
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crystal  deposition  disease),  was  first  emphasized  by 
McCarty  in  1962. 1 CPPDD  is  a great  mimicker  of 
disorders  such  as  gout,  rheumatoid  arthritis,  and 
degenerative  joint  disease  clinically.  In  the  majority 
of  instances,  a progressive,  chronic  arthritis  results 
with  or  without  acute  symptoms.  Approximately  10 
percent  of  patients  may  be  asymptomatic.1-3 
CPPDD  commonly  involves  the  knees,  elbows,  wrists, 
and  ankles. 

The  pathogenesis  of  CPPDD  is  not  known.  Cal- 
cium pyrophosphate  dihydrate  crystals  observed  in 
the  synovial  fluid  and  on  the  surface  of  cartilages, 
ligaments,  and  capsules  vary  in  size  and  shape  and 
demonstrate  weak  positive  birefringence  when  ex- 
amined under  polarized  light. 

The  radiologic  findings  encountered  in  CPPDD 
may  be  divided  into  three  categories:  (1)  calcifica- 
tion in  the  hyaline  and  fibrocartilages;  (2)  calcifica- 
tion in  the  para-articular  soft  tissues  such  as  the  sy- 
novium, capsule,  ligaments,  and  tendons;  and  (3) 
arthropathy  with  structural  abnormalities  including 
cartilage  atrophy  and  eburnation  of  the  articular 
margins  simulating  degenerative  joint  disorder. 

Calcification  is  frequently  present  in  the  hyaline 
and  fibrocartilages  of  the  involved  joint.  The  cal- 
cification in  the  fibrocartilage  is  often  extensive, 
particularly  in  the  knee,  wrist,  and  symphysis  pubis. 
The  annulus  fibrosus  of  the  intervertebral  joint  is  also 
often  involved  in  the  calcification.  The  hyaline 
cartilage  when  calcified  in  the  knees,  hips,  shoulders, 
and  elbows  is  curvilinear  and  parallels  the  articular 
cortex.1-3  The  calcification  in  soft  tissues  does  not 
have  any  specific  appearance.  Pyrophosphate  ar- 
thropathy can  occur  without  any  associated  calcifi- 
cations and  is  often  observed  in  the  knee,  wrist,  and 
metacarpophalangeal  joints.  Changes  may  resemble 
radiologically  a degenerative  joint  disorder,  but  the 
joints  involved  in  pyrophosphate  arthropathy  are 
unusual  locations  for  primary  degenerative  joint 
disease.  In  addition,  the  changes  in  pyrophosphate 
arthropathy  are  more  severe  and  progressive,  almost 
simulating  a neuropathic  arthropathy. 

Diagnosis 

Idiopathic  calcium  pyrophosphate  crystal  de- 
position disease 
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Clinical  Clues 

— Serum  gastrin  measurements  may  be  highly  valuable 
in  screening  for  achlorhydria  and  latent  pernicious 
anemia  among  patients  with  vitiligo.  Basal  serum 
gastrin  concentrations  are  increased  only  in  those  vi- 
tiligo patients  who  have  achlorhydria  or  hypochlo- 
rhydria. 

— Dry  mouth  (xerostomia)  may  be  a clue  to  both  hy- 
perglycemia and  hypoglycemia  (J.  Am.  Geriatrics  Soc. 
12:  337  (1964);  J.A.M.A.  229:  523  (1974)). 

— Low-grade  tuberculin  sensitivity  in  man  (5  to  9 mm. 
on  Mantoux  test)  should  suggest  infection  by  atypical 
mycobacteria  rather  than  by  Micobacterium  tuber- 
culosis. Tuberculosis  infection  causes  a stronger 
reaction  to  PPD  (purified  protein  derivative)  prepared 
from  M.  tuberculosis,  than  from  PPD  from  atypical 
mycobacteria,  such  as  the  Battey  organism  PPD-D. 

— Malignant  melanoma  occurs  most  frequently  in 
women,  particularly  those  with  fair  skin,  blue  eyes, 
and  blond  or  red  hair  (Moschelra,  Lahey  Clinic 
Foundation). 

— In  black  persons  the  less-pigmented  areas — the  palms, 
soles,  nail  beds,  and  mucous  membranes — tend  to 
become  involved  with  melanoma.  There  is  a predi- 
lection for  the  pretibial  area  in  women  to  melanoma, 
suggesting  some  relationship  to  light  exposure. 

— Melanoma  should  be  suspected  in  pigmented  lesions 
that  exhibit  variegated  discoloration  (pink,  rose,  blue, 
or  black),  pruritis,  peripheral  halo,  or  ulceration  with 
hemorrhagic  crusting. 

— Arteriovenous  malformations  which  cause  gastroin- 
testinal bleeding  are  almost  never  detected  by  routine 
G.I.  (gastrointestinal)  studies  such  as  barium  enema 
and  upper  G.I.  series.  They  are  diagnosed,  however, 
by  endoscopy  and  by  angiography. 

— It  is  reported  that  10  percent  of  patients  over  80  and 
50  percent  of  those  over  90  years  of  age  at  autopsy 
have  amyloidosis  almost  entirely  localized  to  the  heart 
(Brit.  Heart  J.  27:  697  (1965)). 

— Gram-negative  bacteria  are  by  far  the  most  common 
cause  of  infections  of  the  urinary  tract.  Infections  in 
otherwise  healthy  persons  who  do  not  have  urinary 
tract  infection  are  usually  due  to  Escherichia  coli; 
indole-negative  Proteus  (P.  mirabilis)  and  Klebsi- 
ella-aerobacter  are  less  common.  On  the  other  hand, 
when  the  urinary  tract  infection  is  chronic  or  recur- 
rent, or  develops  after  instrumentation  or  repeated 
or  prolonged  catheterization,  Pseudomonas  aerugi- 
nosa, indole-positive  strains  of  Proteus  (P.  vulgaris), 
or  a mixture  of  gram-negative  bacilli  and  gram-posi- 
tive cocci  (enterococcus  and  alpha-hemolytic  strep- 
tocci,  for  example)  are  the  common  invaders. 

A sore  throat  for  two  or  three  or  more  days,  followed 
by  fever  and  the  development  of  a generalized  mor- 
billiform rash,  most  intense  on  the  extremities,  most 
always  raise  the  suspicion  of  meningococcemia. 
Petechiae  or  rashes  may  appear  occasionally  in  He- 
mophilus influenzae  and  echovirus  infections  of  the 
meninges. 


— About  50  percent  of  the  cases  of  meningitis  due  to 
Diplococcus  pneumoniae  are  “primary”  (absence  of 
another  focus  of  pneumococcal  infection).  The  other 
half  are  secondary  to  prurulent  otitis  media,  paranasal 
sinusitis,  or  pneumonia  caused  by  this  organism. 
Rarely  this  type  of  meningitis  may  develop  as  a com- 
plication of  acute  cholecystitis  due  to  D.  pneumoniae 
(Weinstein,  L.:  in  Kagan,  B.  N.,  Ed.:  Antimicrobial 
Therapy,  Philadelphia,  London,  Toronto,  W.  B. 
Saunders  Co.). 

— “The  Pink  Lady  syndrome”  was  described  in  bacter- 
emia due  to  Clostridium  perfringens.  There  is  a 
reddening  of  the  skin  which  is  due  to  deposition  of 
hemoglobin  released  from  erythrocytes  by  a potent 
hemolysin  (alpha  lecithinase)  which  this  organism 
elaborates  (Ibid.). 

— A diagnosis  of  bacterial  endocarditis  involving  the 
right  side  of  the  heart  may  be  difficult  to  establish, 
even  by  the  most  sensitive  microbiologic  techniques. 
This  is  so  because,  except  in  cases  in  which  Staph, 
aureus  is  involved,  blood  cultures  are  very  frequently 
sterile.  In  addition,  about  one  third  of  the  patients 
with  this  kind  of  infection  do  not  have  a detectable 
cardiac  murmur.  The  presence  of  fever  and  a mur- 
mur in  a person  who  experiences  several  bouts  of 
pneumonia  involving  different  areas  of  one  or  both 
lungs  should  alert  the  physician  to  the  strong  likeli- 
hood of  endocarditis  on  the  right  side,  even  in  the 
absence  of  positive  blood  cultures. 

— The  following  sequence  of  changes  is  highly  suggestive 
of  the  presence  of  tuberculous  meningitis:  little  or  no 
change  in  the  number  of  cells,  gradual  increase  in  the 
percentage  of  lymphocytes,  progressive  decrease  in 
concentration  of  glucose,  and  relatively  rapid  rise  in 
protein  content,  levels  over  100  mg.  per  100  ml.  being 
common.  If,  in  addition  to  these  findings,  bilateral 
paresis  or  paralysis  of  the  sixth  cranial  nerve  develops, 
the  diagnosis  of  tuberculosis  of  the  meninges  can  be 
considered  established. 

— A to-and-fro  pulsatile  head  motion  (de  Musset’s  sign) 
is  a well-known  sign  of  severe  aortic  insufficiency.  In 
this  condition  the  motions  are  usually  anterior-pos- 
terior in  direction  and  are  thus  seen  with  the  patient 
in  the  sitting  or  erect  position  (Rios,  J.  C.,  Ewy,  G.  A., 
and  Massumi,  R.  A.:  Chest  64:  313  (1973)). 

— One  most  be  alert  to  the  possibility  that  the  patient’s 
“sciatic  syndrome,”  whe/e  there  is  pain  over  the  but- 
tock with  radiation  down  the  extremity,  may  be  due 
to  an  entrapment  neuropathy  as  by  pressure  of  a 
wallet  in  the  back  pocket:  hence  the  term  “back- 
pocket  sciatica”  (Gould,  N.:  New  England  J.  Med. 
290:  633  (1974)). 

— A number  of  factors,  some  known  and  some  unknown, 
are  involved  in  patient  sensitivity  to  both  the  cou- 
marin  compounds  and  heparin.  When  dealing  with 
the  oral  anticoagulants,  we  should  be  aware  that, 
generally,  women  are  more  sensitive  than  men,  that 
older  people  are  more  sensitive  than  younger  people, 
and  that  undernourished  people  are  more  sensitive 

continued  on  page  1139 
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QUESTION  293.  What  is  the  rhythm,  lead  II? 

L1 1 


L1 1 1 


QUESTION  294.  The  patient  was  a 76-year-old  female  admitted  for  thrombocytopenia.  She  had  been  receiving  quinidine 
for  recurrent  tachycardia.  The  drug  was  stopped  on  admission.  The  top  tracing  was  taken  on  admission;  the  lower, 
three  days  later.  The  thrombocytopenia  was  due  to  lupus  erythematosus,  and  quinidine  was  restarted.  What  is  the 
interpretation  of  these  records? 
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ELUCIDATION 


Question  293.  No  atrial  activity  is  visible.  The 
initial  4 beats  are  almost  regular  at  a rate  of  54  per 
minute.  The  QRS  is  narrow.  The  rhythm  is  junc- 
tional. 

Beats  5,  7,  10,  and  12  are  VPDs  (ventricular  pre- 
mature depolarizations)  with  varying  coupling  in- 
tervals. Beat  7 occurs  earlier  than  the  other  VPDs, 
and  it  is  interpolated  between  two  junctional  beats 
and  does  not  reset  the  junctional  pacemaker. 

The  absence  of  visible  atrial  activity  may  occur  in 
atrial  standstill,  an  unusual  phenomenon.  Usually, 
the  rhythm  is  atrial  fibrillation  with  f waves  too  small 
to  be  recorded.  A third  but  rare  possibility  is  that 
the  retrograde  P waves  of  the  junctional  rhythm  are 
buried  in  the  QRS.  Junctional  rhythm,  particularly 
in  patients  with  atrial  fibrillation,  may  indicate  dig- 
italis toxicity. 

Question  294.  The  top  tracing  shows  sinus  ar- 
rhythmia at  a rate  of  approximately  55  beats  per 
minute.  The  P-R  interval  is  0.28  second.  The  QRS 
complexes  are  normal  in  configuration  and  duration. 


Lead  II  has  two  aberrant  QRS  complexes.  The  first 
is  preceded  by  a P wave  with  a P-R  interval  of  0.20 
second.  The  QRS  measures  0.08  to  0.09  second  and 
has  a notched  QS  configuration.  The  second  aber- 
rant complex  (last  of  4 beats)  is  premature  and  nar- 
row and  precedes  the  P wave  which  occurs  on  time. 
It  is  a junctional  or  ventricular  premature  depolar- 
ization. The  explanation  of  the  first  aberrant  beat 
will  be  found  in  the  lower  tracing. 

The  lower  tracing  shows  the  rhythm  is  regular 
sinus  at  a rate  of  63  beats  per  minute.  The  QRS  has 
a different  configuration  and  a width  of  0.13  second. 
There  is  a QS  in  leads  III  and  aVf.  In  aVl,  note  the 
short  P-R  interval,  0.08  second,  with  slurring  of  the 
upstroke  of  the  QRS  (delta  wave).  The  patient  has 
a Wolff-Parkinson-White  pattern  and,  with  a history 
of  tachycardia,  Wolff-Parkinson-White  syndrome. 

Measuring  from  the  beginning  of  the  P and  to  the 
end  of  the  S wave  in  lead  II  gives  a value  of  0.24  to 
0.26  second,  the  same  as  from  the  beginning  of  the  P 
to  the  end  of  the  R wave  in  aVl.  Therefore,  the  initial 
part  of  the  QRS  complex  in  lead  II  (delta  wave)  is 
isoelectric. 

In  the  top  tracing  the  first  beat  in  lead  II  is  similar 
to  all  beats  in  lead  II  and  the  lower  tracing.  This  first 
beat  in  lead  II  is  therefore  conducted  through  the 
aberrant  pathway.  This  beat  is  the  only  such  beat 
in  the  top  tracing. 


Clinical  Clues 

— Approximately  15  percent  of  patients  with  acute 
myeloblastic  leukemia  have  undergone  a preleukemic 
phase  (Wintrobe,  N.  N.:  Clinical  Hematology,  7th 
ed.,  Philadelphia,  Lea  and  Febiger,  1974,  p.  1477). 

— Except  for  the  diagnostic  enigma  when  these  patients 
with  preleukemia  were  diagnosed,  the  eventual 
symptoms  and  course  did  not  differ  significantly  from 
those  experienced  by  other  patients  with  acute 
myeloblastic  leukemia. 

— Survival  from  the  time  of  diagnosis  to  death  was  also 
similar  to  that  of  other  patients  with  acute  myelo- 
blastic leukemia  (Boggs,  D.  R.,  et  al.:  The  acute  leu- 
kemias, Medicine  41:  163  (1962)). 

— The  most  consistent  abnormality  identified  in  patients 
who  prove  to  have  preleukemia  is  the  presence  of 
anemia  (Meacham,  G.  C.,  and  Weisberger,  A.  S.: 
Early  atypical  manifestations  of  leukemia,  Ann.  Int. 
Med.  41:780(1954)). 

When  a macrocytic  anemia  occurs  in  the  preleukemic 
state  and  cells  in  the  bone  marrow  suggest  megalo- 
blasts,  a diagnosis  of  Di  Guglielmo’s  syndrome  has 
often  been  entertained  when  various  causes  of  mega- 
loblastosis  have  been  ruled  out  (Wintrobe,  N.  N.: 
Clinical  Hematology,  7th  ed.,  Philadelphia,  Lea  and 
F’ebiger,  1974,  p.  1477). 

There  is  no  exact  percentage  of  myeloblasts  in  the 
bone  marrow  that  “establishes”  a diagnosis  of  acute 
myeloblastic  leukemia.  One  should  be  reluctant  to 
make  a firm  diagnosis  if  fewer  than  10  percent  are 
present.  In  preleukemia  splenomegaly,  hepatomeg- 
aly, lymphadenopathy,  and  sternal  tenderness  are 
unusual  (Ibid.). 

The  most  consistent  abnormality  in  preleukemia  is 


anemia,  which  is  usually  normocytic  and  normo- 
chromic and  is  accompanied  by  a normal  or  decreased 
reticulocyte  count. 

— Abdominal  percussion  and  palpation  for  shifting 
dullness  or  a fluid  wave  are  signs  of  ascites  that  is  de- 
monstrable when  the  amount  of  ascitic  fluid  exceeds 
1.5  L.  With  the  patient  on  hands  and  knees,  percus- 
sion of  midabdominal  dullness  will  suggest  the  pres- 
ence of  as  little  as  300  to  400  ml.  of  fluid  (Wortzel,  E. 
M.,  and  Rogers,  A.  I.:  Ascites  case  report,  Postgrad. 
Med.  61:246  (1977)). 

— Every  patient  with  ascites  should  have  a paracentesis 
when  initially  seen  or  when  the  volume  of  ascitic  fluid 
increases  suddenly. 

— Although  it  is  true  that  ascites  is  often  present  with 
cirrhosis  of  the  liver,  there  are  several  complications 
of  cirrhosis  that  may  result  in  increased  ascites  or  may 
be  reflected  in  the  composition  of  the  ascitic  fluid. 
These  include  spontaneous  bacterial  peritonitis, 
hepatoma,  and  tuberculous  peritonitis.  In  hepatic 
cirrhosis  the  ascitic  fluid  is  usually  a transudate  with 
a protein  concentration  of  less  than  2.5  Gm.  per 
deciliter.  However,  in  less  than  15  percent  of  the  cases 
it  may  be  an  exudate.  Smears  of  ascitic  fluid  for 
acid-fast  bacilli  are  positive  in  only  5 percent  of  cases 
of  tuberculous  peritonitis.  Cultures  for  acid-fast 
bacilli  are  positive  in  fewer  than  40  percent  of  cases 
of  tuberculous  peritonitis.  If  this  diagnosis  is  sus- 
pected, a liter  of  ascitic  fluid  should  be  concentrated 
before  the  culture  is  prepared.  This  will  increase  the 
diagnostic  yield  to  about  80  percent. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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It  has  been  hypothesized  that  there  is  a relationship 
between  disorders  of  the  immune  system  and  the 
pathogenesis  of  malignant  lymphoma.1  Several  of 
the  immunodeficiency  diseases  that  predispose  to  the 
development  of  lymphoma  have  a genetic  basis,  for 
example,  ataxia  telangectasia,  Wiscott-Aldrich 
syndrome,  Bloom’s  syndrome,  and  common  variable 
immunodeficiency.2  The  fact  that  genetic  factors 
have  a great  deal  to  do  with  the  immune  response  has 
led  to  speculation  about  a familial  tendency  for 
non-Hodgkin’s  lymphomas.  Only  a few  cases  of 
lymphoma  in  multiple  family  members  have  actually 
been  described.  We  have  retrospectively  gathered 
information  on  four  such  families,  with  at  least  one 
member  of  each  family  treated  at  our  hospital.  The 
slides  of  all  patients  except  for  the  third  sibling  of 
Family  1 were  reviewed  by  a hematopathologist 
(N.B.)  at  Montefiore  Hospital  and  Medical 
Center. 

Case  reports 

Family  1.  A 67-year-old  female  was  first  seen 
November  9,  1973,  with  a two-week  history  of  an 
asymptomatic  mass  on  the  left  side  of  the  neck.  The 
diagnosis  of  nodular  well-differentiated  lymphocytic 
lymphoma  was  made  by  left  submandibular  node 
biopsy.  Laboratory  data  at  the  time  of  diagnosis 
were  normal,  and  no  therapy  was  given. 

On  November  23,  1973,  an  asymptomatic  4-  by 
8-cm.  left  upper  quadrant  mass  was  felt.  Results  of 
physical  examination  were  otherwise  negative. 
Lymphangiogram  on  December  1,  1973,  revealed 
enlarged,  “foamy”  para-aortic  and  iliac  nodes  with 
multiple  filling  defects,  while  the  intravenous  py- 
elogram  showed  lateral  deviation  of  the  midportion 
of  the  left  ureter.  Findings  on  all  blood  tests  were 


normal,  except  for  a hematocrit  of  35,  and  no  treat- 
ment was  given. 

In  January,  1974,  she  developed  daily  fever  to 
101°F.  On  February  25, 1974,  she  was  seen  at  Me- 
morial Hospital,  New  York  City,  with  fever,  sweats, 
and  hepatosplenomegaly.  She  was  given  chloram- 
bucil, 2 mg.  daily,  prednisone,  15  mg.  three  times  a 
week,  allopurinol,  and  indomethacin,  all  orally.  Her 
symptoms  and  organomegaly  improved.  In  August, 
1974,  axillary  nodes  and  a midepigastric  mass  de- 
veloped. Cyclophosphamide,  600  mg.  intravenously, 
and  vincristine  sulfate  1 mg.  intravenously,  were 
given  every  three  weeks.  The  masses  disappeared 
until  January,  1975,  when  she  again  developed  a 
midepigastric  mass.  Intravenous  pyelography 
showed  lateral  deviation  of  the  ureters.  Cobalt  60 
irradiation  of  the  abdomen  to  a dose  of  3,000  rads  was 
given  with  excellent  response.  Chlorambucil  was 
discontinued. 

In  May,  1975,  fever  developed,  and  chest  roent- 
genogram revealed  a 3.5-cm.  mass  above  the  aortic 
arch  in  the  left  upper  mediastinum.  The  mass  re- 
sponded to  radiotherapy,  3,000  rads,  using  the  cobalt 
60  unit,  bleomycin  2 mg.  subcutaneously  daily  for  five 
days,  and  25  mg.  of  prednisone  orally  every  other  day. 
In  September,  1975,  she  developed  weakness,  un- 
steady gait,  and  fainting.  Studies  revealed  mild 
hydrocephalus  with  no  evidence  of  central  nervous 
system  lymphoma.  She  was  treated  with  bleomycin, 
prednisone,  and  indomethacin  with  moderate  im- 
provement. She  was  readmitted,  however,  in  Oc- 
tober, 1975,  with  complaints  of  abdominal  cramps, 
nausea,  vomiting,  and  fever  to  101°F.  A rock-hard 
left  upper  quadrant  mass  was  felt.  The  white  blood 
count  was  9,600  per  cubic  millimeter  with  a normal 
differential;  the  hematocrit  was  27,  and  the  platelet 
count  300,000  per  cubic  millimeter.  A bone  marrow 
aspirate,  was  normocellular  with  no  evidence  of 
malignant  lymphoma.  She  developed  Klebsiella 
pneumoniae,  which  failed  to  respond  to  appropriate 
antibiotics,  and  she  died  October  25,  1975.  Post- 
mortem examination  was  not  performed. 

A 66-year-old  brother  was  seen  at  Booth  Memorial 
Hospital,  Queens,  New  York,  in  December,  1968, 
with  an  enlarged  right  submaxillary  gland.  Biopsy 
revealed  nodular,  poorly  differentiated  lymphocytic 
lymphoma.  In  1972,  he  developed  cervical  lymph- 
adenopathy,  and  ureteral  obstruction  was  demon- 
strated by  intravenous  pyelography.  A laparotomy 
was  performed,  at  which  time  the  ureteral  obstruc- 
tion was  relieved.  Abdominal  irradiation  was  then 
administered.  In  1975,  he  was  treated  with  vincris- 
tine sulfate,  prednisone,  procarbazine  hydrochloride, 
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and  cyclophosphamide  because  of  disease  progres- 
sion, but  chemotherapy  had  to  be  discontinued  be- 
cause of  marked  pancytopenia.  Gastrointestinal 
roentgenograms  revealed  what  appeared  to  be  mul- 
tiple retroperitoneal  masses.  Radiotherapy  to  a dose 
of  900  rads  was  administered  to  the  involved  areas, 
with  no  benefit.  He  died  September  21,  1975. 
Postmortem  examination  was  not  done. 

In  1952,  a sister  had  a left  submaxillary  lymph 
node  biopsy  which  revealed  nodular  well-differen- 
tiated lymphocytic  lymphoma.  She  received  ra- 
diotherapy, 1,500  rads  to  the  neck  on  the  left  side, 
followed  by  oral  administration  of  prednisone  and 
triethylene  melamine.  In  1961,  she  received  radio- 
therapy, 3,200  rads  to  the  spleen.  In  October  of  that 
year  an  intravenous  pyelogram  showed  haziness  in 
the  left  renal  area,  and  oral  chlorambucil  was  ad- 
ministered. In  December,  1961,  she  developed  bi- 
lateral pleural  effusions,  and  the  pleural  cavity  was 
tapped  on  three  occasions.  Intrapleural  mechlor- 
ethamine  hydrochloride  was  administered. 

An  exploratory  laparotomy  performed  January  25, 
1962,  at  Memorial  Hospital,  New  York  City,  revealed 
a large  left  upper  quadrant  mass  involving  the  fundus 
of  the  stomach  and  splenic  flexure  of  the  colon.  Bi- 
opsy did  not  show  any  cancer.  She  was  given  sup- 
portive treatment,  but  died  February  6,  1962.  No 
autopsy  was  performed. 

A third  sibling  had  malignant  lymphoma.  Ac- 
cording to  information  received,  he  was  treated  at  a 
hospital  in  Brooklyn,  New  York,  and  died  in  1960. 
We  were  unable  to  obtain  his  medical  records. 

Family  2.  A 64-year-old  white  male  was  diag- 
nosed at  Memorial  Hospital,  New  York  City,  in  July, 
1954,  as  having  diffuse  histiocytic  lymphoma  in- 
volving a right  cervical  neck  node.  He  received  4,200 
rads  to  that  area,  with  incomplete  regression  of  the 
tumor.  In  September,  1954,  he  underwent  a right 
radical  neck  dissection  for  what  was  again  proved  to 
be  diffuse  histiocytic  lymphoma.  There  was  no  ev- 
idence of  recurrence  until  December,  1955,  when  a 
left  axillary  lymph  node  appeared.  This  was  re- 
moved by  axillary  dissection.  Multiple  lymph  node 
involvement  by  tumor  subsequently  occurred.  In 
September,  1956,  gastrointestinal  roentgenograms 
showed  two  gastric  ulcers.  Subtotal  gastrectomy 
revealed  lymphoma  within  the  stomach,  and  also  in 
lymph  nodes  along  the  lesser  curvature  and  in  the 
hepatoduodenal  ligament.  At  the  time  of  hospital 
discharge  he  was  relatively  well,  although  enlarged 
right  axillary  nodes  were  still  present.  He  subse- 
quently received  1,600  rads  radiation  to  the  right 
axilla  with  moderate  tumor  regression.  In  August, 
1957,  he  had  an  episode  of  massive  hematemesis  and 
was  admitted  to  the  hospital  in  shock  with  a blood 
pressure  of  90/70.  Enlarged  right  axillary  lymph 
nodes  and  a poorly  outlined  mass  in  the  upper 
abdomen  were  found.  He  was  treated  with  multiple 
transfusions  but  continued  to  bleed  and  died  August 
10,  1957.  Autopsy  confirmed  multiple  organ  in- 


volvement with  diffuse  histiocytic  lymphoma. 

An  85-year-old  sister  was  admitted  to  Montefiore 
Hospital  and  Medical  Center  on  January  21,  1975, 
because  of  an  abnormal  chest  roentgenogram  and 
nonproductive  cough  present  for  several  weeks. 
Results  of  physical  examination  and  routine  labo- 
ratory tests  were  all  normal.  The  chest  roentgeno- 
gram showed  multiple  large  lung  nodules  up  to  3 cm. 
in  size.  Two  lung  biopsies  obtained  from  separate 
fiberoptic  bronchoscopic  examinations  showed 
nonspecific  granulomata. 

Dry  cough  persisted,  but  the  patient  was  otherwise 
well.  In  March,  1976,  a right  submandibular  swelling 
measuring  3 cm.  in  size  was  noted.  At  this  time  the 
hematocrit  was  34.2  and  the  white  blood  count  was 
14,600  per  cubic  millimeter.  The  differential  count 
was  normal.  The  serum  lactic  dehydrogenase  was 
390  IU.  On  April  11, 1976,  the  right  side  of  the  neck 
was  explored,  and  the  mass  was  removed.  On  his- 
tologic examination  this  proved  to  be  a submaxillary 
salivary  gland  infiltrated  by  diffuse  histiocytic  lym- 
phoma. Chest  roentgenogram  showed  a significant 
increase  in  the  size  of  the  lung  nodules. 

Between  April  28, 1976,  and  June  14, 1976,  radia- 
tion therapy  was  delivered  to  the  central  portion  of 
both  lungs  in  a split  course  using  a 6-mev  linear  ac- 
celerator. The  total  dose  was  2,240  rads,  and  there 
was  marked  shrinkage  of  the  lung  masses  accompa- 
nied by  disappearance  of  cough. 

Serum  immunoelectrophoresis  performed  on  May 
18, 1976,  revealed  a monoclonal  macroglobulin  with 
lambda  light  chains.  In  addition  there  was  a poly- 
clonal increase  in  Ig(immunoglobulin)A,  IgG,  and 
IgM.  IgA  concentration  was  920  mg.  per  100  ml.,  IgG 
2,500  mg.  per  100  ml.,  and  IgM  2,300  mg.  per  100  ml. 
As  of  June,  1979,  the  patient  was  clinically  well  with 
no  evidence  of  disease  progression. 

A 65-year-old  female  physician,  another  sister, 
noted  a 3-cm.  left  submaxillary  mass  in  August,  1965. 
At  exploratory  surgery  on  August  23,  1965,  this  was 
found  to  be  a lymph  node  replaced  by  diffuse  his- 
tiocytic lymphoma  attached  to  the  submaxillary 
salivary  gland.  A radical  lymph  node  dissection  of 
the  upper  left  side  of  the  neck  was  performed,  and 
postoperative  cobalt  radiotherapy  was  given  to  the 
left  side  of  the  neck  to  a total  dose  of  2,500  rads  ex- 
posure over  an  eight-day  period. 

The  patient  remained  well  until  May,  1968,  when 
upper  abdominal  pain  and  hematemesis  occurred. 
Upper  gastrointestinal  roentgenograms  showed 
marked  irregularity  around  the  gastric  antrum  with 
evidence  of  submucosal  infiltration.  It  was  assumed 
that  this  represented  lymphomatous  involvement. 
In  May  and  June,  1968,  2,200  rads  were  delivered  to 
the  stomach  using  the  cobalt  unit.  There  was  some 
clinical  improvement,  but  in  September,  1968,  1,200 
rads  were  given  to  the  stomach  because  of  symptoms 
of  gastric  obstruction.  No  response  was  noted. 

On  November  6,  1968,  a subtotal  gastrectomy  was 
performed.  The  specimen  showed  a chronic  duo- 
denal ulcer.  There  was  no  evidence  of  lymphoma  in 
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the  abdomen  which  was  extensively  explored  by  the 
surgeon. 

The  patient  again  felt  well,  returning  to  work.  In 
February,  1970,  a 3-cm.  left  axillary  node  was  felt, 
and  chest  roentgenogram  showed  a right  paratra- 
cheal  mass.  Within  a few  weeks  enlarged  nodes  in 
the  right  cervical  region,  both  axillae,  and  right  groin 
were  noted,  and  in  March,  1970,  a node  in  the  scar  on 
the  left  side  of  the  neck  was  noted.  Palliative  low- 
dose  irradiation  was  given  to  areas  of  involvement, 
with  disappearance  of  the  enlarged  lymph  nodes.  In 
April,  1970,  a pelvic  mass  was  irradiated  with  a good 
result.  In  May,  1970,  bilateral  pleural  effusions  were 
noted,  vincristine  sulfate  and  prednisone  chemo- 
therapy was  started.  There  was  temporary  im- 
provement, but  severe  thrombocytopenia  occurred 
which  precluded  further  treatment,  and  the  patient 
died  on  August  24,  1970. 

Autopsy  showed  involvement  by  diffuse  histiocytic 
lymphoma  of  cervical,  axillary,  mediastinal,  peri- 
aortic, periesophageal,  perigastric,  peripancreatic, 
and  periportal  lymph  nodes.  In  addition,  there  was 
tumor  involvement  of  periadrenal,  peripancreatic, 
and  periportal  soft  tissue,  as  well  as  the  liver,  gall- 
bladder, and  pancreas. 

Family  3.  A 64-year-old  man  was  first  seen  in 
August,  1976,  at  Montefiore  Hospital  and  Medical 
Center  for  evaluation  of  an  elevated  white  blood  cell 
count.  It  had  been  17,000  per  cubic  millimeter  one 
year  earlier,  and  reached  47,000  per  cubic  millimeter 
in  July,  1975.  Past  medical  history  included  com- 
plaints of  arthritis  and  recurrent  pharyngitis  for 
several  years,  and  a splenectomy  after  trauma  in 
1962.  On  physical  examination  there  were  2-cm. 
bilateral  axillary  lymph  nodes  and  3-cm.  bilateral 
inguinal  lymph  nodes.  Hematocrit  was  45  and  white 
blood  cell  count  was  37,500  per  cubic  millimeter. 
The  patient  was  discharged  without  treatment  with 
the  diagnosis  of  chronic  lymphocytic  leukemia. 

A 44-year-old  sister  was  first  seen  in  1963  for 
evaluation  of  bleeding  gums  and  leukopenia  of  3,000 
per  cubic  millimeter,  with  12  percent  polymorpho- 
nuclear leukocytes  and  88  percent  lymphocytes.  A 
diagnosis  of  lymphosarcoma  was  made  by  bone 
marrow  aspirate  and  biopsy  at  Montefiore  Hospital 
and  Medical  Center.  No  therapy  was  given. 

She  was  again  hospitalized  in  July,  1966,  because 
of  a sudden  drop  in  the  white  blood  cell  count  to  1,800 
per  cubic  millimeter,  with  10  percent  polymorpho- 
nuclear leukocytes  and  90  percent  lymphocytes,  easy 
bruising,  and  recurrent  herpes  simplex  infections  of 
the  lips.  Physical  examination  revealed  a 0.5-cm.  left 
supraclavicular  lymph  node  and  slight  splenomegaly. 
Bone  marrow  aspirate  showed  lymphocytic  infiltra- 
tion, maturation  arrest  of  granulocytes,  and  2 plus  or 
minus  iron  stores.  In  August,  1966,  oral  chloram- 
bucil therapy  was  begun,  but  on  September  16, 1966, 
chlorambucil  was  stopped  because  of  pancytopenia. 
No  further  therapy  was  given  until  1968  when  she 
received  splenic  irradiation  because  of  splenomegaly. 


This  was  followed  by  vincristine  sulfate,  and  pred- 
nisone chemotherapy.  She  felt  well  until  June  19, 
1969,  when  she  was  readmitted  because  of  fever  and 
Candida  stomatitis.  Physical  examination  revealed 
hepatosplenomegaly  and  minimal  lymphadenopathy. 
Hematocrit  was  15  percent;  white  blood  cell  count 
3,700  per  cubic  millimeter  with  91  percent  lympho- 
cytes, 3 percent  polymorphonuclear  leukocytes,  and 
6 percent  monocytes;  and  the  platelet  count  was 

44.000  per  cubic  millimeter.  Various  forms  of  ther- 
apy were  unsuccessful  and  she  died  July  9, 1969,  with 
Candida  sepsis.  Autopsy  revealed  minimal  evidence 
of  residual  lymphoma,  bone  marrow  hypoplasia  with 
lymphocytes  as  the  predominant  residual  cell, 
atrophic  lymph  nodes  with  many  lymphocytes  in 
pericapsular  fat,  and  moderate  splenomegaly  with 
increased  numbers  of  lymphocytes  in  the  cords. 

Family  4.  A 67 -year-old  white  female  was  first 
seen  in  May,  1972,  with  generalized  lymphadenop- 
athy, hepatomegaly,  and  a hematocrit  of  21.  Left 
axillary  lymph  node  biopsy  revealed  nodular  poorly 
differentiated  lymphocytic  lymphoma.  Bone  mar- 
row biopsy  done  at  the  same  time  showed  lympho- 
matous  infiltration.  Chest  roentengenogram  find- 
ings were  normal.  She  was  given  oral  chlorambucil 
2 mg.  daily  and  allopurinol.  One  month  later  she  was 
admitted  because  of  bilateral  pleural  effusions, 
hepatosplenomegaly,  and  anemia.  Findings  on  cy- 
tology of  the  pleural  fluid  were  positive  for  lympho- 
ma. Chlorambucil  was  continued,  and  prednisone, 
60  mg.  orally  per  day,  was  added.  Because  of  a pos- 
itive tuberculin  skin  test  result  isoniazid  therapy  was 
also  started. 

In  June,  1974,  chlorambucil  was  discontinued  and 
vincristine  sulfate  was  administered  in  a dose  of  2 mg. 
intravenously  every  three  weeks.  Prednisone,  60 
mg.,  was  given  by  mouth  for  five  days  every  three 
weeks.  In  September,  1974,  she  was  readmitted  with 
diffuse  back  pain,  fever,  and  hepatosplenomegaly. 
She  was  treated  with  cyclophosphamide,  vincristine 
sulfate,  and  prednisone,  with  initial  good  response. 
In  January,  1975,  she  developed  a lytic  lesion  in  the 
proximal  left  tibia  that  was  treated  with  3,000  rads 
using  the  cobalt  60  unit.  On  March  23, 1976,  she  was 
again  admitted  with  fever,  for  which  no  cause  was 
found.  Chemotherapy  was  discontinued,  and  the 
fever  persisted.  The  hematocrit  fell  to  17;  the  white 
blood  count  was  4,700  per  cubic  millimeter  with  65 
percent  polymorphonuclear  leukocytes,  8 percent 
bands,  23  percent  lymphocytes,  3 percent  monocytes, 
and  1 percent  myelocytes.  The  platelet  count  was 

45.000  per  cubic  millimeter.  She  was  given  trans- 
fusions until  the  hematocrit  reached  28,  and  broad- 
spectrum  antibiotic  coverage  with  gentamicin,  clin- 
damycin, and  nafcillin  was  started.  In  spite  of  sup- 
portive care  she  continued  to  deteriorate  and  died 
April  7,  1976.  Autopsy  revealed  multiorgan  in- 
volvement with  diffuse,  poorly  differentiated  lym- 
phocytic lymphoma,  including  the  bone  marrow,  and 
necrotizing  bronchopneumonia. 
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A 70-year-old  sister  developed  hoarseness  in  1969. 
Biopsy  of  the  anterior  laryngeal  commissure  at  Union 
Hospital,  The  Bronx,  New  York,  was  read  as  lym- 
phosarcoma. She  received  radiotherapy,  3,000  rads 
to  the  larynx  and  both  supraclavicular  areas.  On 
May  1,  1973,  she  was  noted  to  have  slight  hepato- 
megaly and  a small  subcutaneous  nodule  on  the  inner 
aspect  of  the  forearm.  In  April,  1976,  bilateral  1-cm. 
axillary  nodes  were  discovered.  In  September,  1976, 
she  developed  unilateral  left  exophthalmos,  and  the 
computerized  axial  tomography  scan  showed  a mass 
on  the  left  lateral  wall  of  the  orbit.  She  received 
cobalt  radiotherapy,  3,000  rads  to  the  mass  with 
resolution  of  the  exophthalmos.  In  March,  1977,  a 
5-  by  7-cm.  subcutaneous  mass  developed  on  her 
right  thigh  and  was  successfully  treated  with  radio- 
therapy, 2,000  rads. 

On  October  11, 1977,  she  presented  symptoms  of 
dyspnea,  a drop  in  the  hematocrit  from  38  to  27,  bi- 
lateral 2-cm.  axillary  adenopathy,  and  splenomegaly. 
At  that  time,  marrow  biopsy  revealed  nodular  lym- 
phoma. Left  axillary  node  biopsy  confirmed  the 
histology  as  nodular,  poorly  differentiated  lympho- 
cytic lymphoma,  with  zones  of  diffuse  transforma- 
tion. Further  evaluation  revealed  left  pleural  effu- 
sion, hemolytic  anemia  with  serum,  lactic  dehydro- 
genase of  1,660  IU,  bilirubin  of  1.2  mg.  per  100  cc., 
positive  Coombs’  test  result,  hematocrit  of  23,  and  a 
reticulocyte  count  of  5.8  percent.  On  October  21, 

1977,  she  was  placed  on  chlorambucil  2 mg.  orally 
daily,  vincristine  1.5  mg.  intravenously  every  three 
weeks,  and  prednisone  60  mg.  orally  for  five  days 
every  three  weeks.  As  of  last  follow-up  date,  July, 

1978,  she  was  in  complete  remission. 

Comment 

The  first  report  of  familial  lymphoproliferative 
disorder  was  in  1929  when  Dameshek,  Savitz,  and 
Arbor3  reported  on  two  brothers  with  chronic  lym- 
phocytic leukemia.  In  1966,  Rigby4  reported  a 
family  in  which  three  out  of  five  siblings  died  of 
lymphoproliferative  or  allied  malignant  conditions 
during  childhood.  Two  had  malignant  thymomas, 
while  one  had  lymphoblastic  lymphosarcoma. 

Kajii,  Neu,  and  Gardner  in  19685  reported  a family 
in  which  four  members  died  of  non-Hodgkin’s  lym- 
phoma. In  one  patient  chromosomal  studies  showed 
loss  of  chromosome  number  3 and  the  presence  of  a 
large  submetacentric  chromosome  in  tissue  obtained 
from  a lymph  node  biopsy.  On  the  other  hand,  an 
18-day  tissue  culture  of  the  same  biopsy  material,  as 
well  as  culture  of  the  peripheral  blood,  showed  no 
chromosomal  abnormalities. 

In  1968,  Rigby  et  al.6  surveyed  tumor  registry 
entries  of  a number  of  hospitals  in  eastern  Nebraska 
between  1958  and  1967.  They  found  a total  of  855 
patients  dying  of  hematologic  cancers,  of  which  39 
had  more  than  one  family  member  with  a similar  type 
of  tumor.  Further  evaluation  of  those  cases  revealed 
four  families  with  two  members  dying  of  chronic 


lymphocytic  leukemia  and  two  families  with  multiple 
cases  of  lymphoma.  Unfortunately,  a number  of 
diagnoses  were  not  proved  by  biopsy,  and  no  other 
histologic  data  were  presented. 

Freeman,  Sinka,  and  Cohen7  described  two  sib- 
lings in  1970  with  a syndrome  of  short  stature,  inef- 
fective erythropoiesis,  cytogenetic  and  immunologic 
abnormalities,  and  a predisposition  to  the  develop- 
ment of  lymphosarcoma.  One  patient  had  a specific 
cytogenetic  anomaly  characterized  by  the  replace- 
ment of  a group  A chromosome  by  two  large  frag- 
ments, accompanied  by  decreased  circulating  im- 
munoglobulins and  a defect  in  cellular  immunity. 
The  true  significance  of  the  chromosomal  abnor- 
mality is  clouded  by  the  fact  that  the  patient  was 
receiving  chemotherapy  at  the  time  the  studies  were 
done.  A sister  who  died  of  lymphosarcoma  also  had 
thymic  aplasia.  Chromosomal  studies  were  not  done 
in  this  sibling. 

In  1971  Potolsky  et  al.8  examined  a family  in  which 
five  persons  died  of  lymphoreticular  cancers.  Tests 
of  immune  function  in  four  surviving  siblings  re- 
vealed a variety  of  abnormalities  of  both  humoral  and 
cellular  immunity.  In  one  sibling,  a diagnosis  of 
lymphosarcoma  was  made  at  a later  date.  This 
suggested  that  immunologic  abnormalities  were 
important  in  the  genesis  of  lymphoma  in  this  family, 
and  that  immunologic  defects  may  exist  in  close 
relatives  of  patients  with  lymphoreticular  carci- 
noma. 

In  1973  Banihashemi  et  al.9  reported  on  three 
families,  in  each  of  which  two  members  had  lym- 
phoma of  the  small  intestine.  Since  primary  upper 
small  intestinal  lymphoma  is  a distinct  clinical  entity 
with  a specific  geographic  distribution,  environ- 
mental factors  must  be  important  in  the  development 
of  this  disease.  However,  no  environmental  factors 
were  identified  in  their  cases. 

Another  family  with  malignant  lymphoma  of  the 
small  intestine  was  described  by  Maurer  et  al.10 
Four  patients  with  non-Hodgkin’s  lymphoma  were 
found,  in  three  of  whom  the  disease  arose  in  the  small 
intestine.  Immunologic  studies  were  carried  out  on 
the  two  surviving  patients  and  all  other  living  family 
members.  Hypoglobulinemia  was  found  in  one  of 
the  affected  patients,  while  the  other  showed  tem- 
porary partial  impairment  of  cellular  immunity 
during  a recurrence  of  lymphoma.  Immunologic 
defects  were  not  present  in  noninvolved  family 
members.  Environmental  factors  were  not  impli- 
cated as  etiologic  agents  in  these  patients. 

In  1975,  Fraumeni  et  al.11  reported  a sibship  with 
nine  adults,  four  of  whom  died  of  lymphocytic  or 
histiocytic  lymphoma.  The  next  generation  included 
four  of  nine  healthy  persons  with  impaired  in  vitro 
lymphocyte  transformation  in  response  to  phyto- 
hemagglutinin-P,  three  of  whom  also  had  polyclonal 
elevations  of  IgM.  The  authors  speculated  that 
immunodeficient  states  are  intrinsically  related  to 
familial  susceptibility  to  lymphoma,  since  lymphoma 
incidence  is  increased  in  patients  with  primary  im- 
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munodeficiency  syndromes  or  in  those  who  have  re- 
ceived heavy  immunosuppression  to  maintain  renal 
transplants.12,13 

The  most  recent  description  of  familial  non- 
Hodgkin’s  lymphoma  was  a “cancer  family”  reported 
by  Escobar  and  Bixler  in  1976. 14  This  family  had 
multiple  members  in  several  generations  with  retic- 
ulum cell  sarcoma.  Only  53  percent  of  the  cases  had 
histopathologic  confirmation  of  the  diagnosis,  while 
neither  photomicrographs  nor  histologic  descriptions 
were  included  in  the  report. 

There  have  been  many  case  reports  of  families  with 
multiple  cases  of  chronic  lymphocytic  leukemia.4,15-24 
The  most  recent  report  by  Blattner  et  al.  in  197615 
described  a family  in  which  a father  and  four  out  of 
five  children  developed  chronic  lymphocytic  leuke- 
mia. Although  it  was  not  possible  to  study  the  fa- 
ther, all  affected  children  displayed  abnormal  cellular 
immune  function.  The  degree  of  functional  im- 
pairment paralleled  the  severity  of  clinical  disease. 
The  authors  thought  that  clinical  susceptibility  to 
chronic  lymphocytic  leukemia  was  inherited  through 
a specific  class  of  cells,  and  that  further  character- 
ization of  surface  immunoglobulin  on  these  cells 
might  trace  the  genetic  defect  to  a specific  genome 
coding  defect  in  these  families. 

Previous  authors  have  suggested  that  immunologic 
deficiency  or  cytogenetic  abnormality  may  play  a role 
in  familial  lymphoma.  The  four  families  reported 
here  were  collected  retrospectively,  so  that  immu- 
nologic or  cytologic  studies  were  not  possible. 

It  is  of  interest  to  note  that  within  each  family 
described  in  this  report,  a similar  histologic  pattern 
prevailed.  The  first  family  had  nodular  poorly  dif- 
ferentiated lymphocytic  lymphoma,  which  appeared 
to  progress  relatively  slowly.  Each  affected  member 
lived  for  a number  of  years  after  the  diagnosis  of 
lymphoma  was  made.  The  second  family  was 
characterized  by  the  presence  of  diffuse  histiocytic 
lymphoma.  One  member  of  the  third  family  had 
chronic  lymphocytic  leukemia,  while  the  sister  had 
lymphocytic  lymphoma  with  relative  peripheral 
blood  lymphocytosis.  In  the  fourth  family  both  af- 
fected members  had  nodular  poorly  differentiated 
lymphocytic  lymphoma. 

We  have  made  no  attempt  to  determine  whether 
or  not  these  familial  patterns  represent  a statistically 
significant  increase  in  the  incidence  of  malignant 
lymphoma  in  close  relatives.  The  fact  that  histologic 
and  clinical  patterns  are  similar  within  each  family 
suggests  a relationship  other  than  chance. 

Certainly  no  conclusions  can  be  drawn  about  the 
etiology  of  familial  non-Hodgkin’s  lymphoma.  More 
cases  need  to  be  studied  to  clarify  the  importance  of 
genetic,  immunologic,  and  environmental  influ- 
ences. 
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continued  from  page  1055 

As  you  may  know,  the  Health  Professions  Educational 
Assistance  Act  of  1976  (P.L.  94-484)  is  nearing  expiration. 
Work  is  beginning  on  its  successor  which  ultimately  may 
offer  substantially  less  support  to  medical  schools  and 
medical  students.  With  your  continuing  help,  the  AMA- 
ERF  can  be  in  position  with  resources  to  be  of  assistance 
to  at  least  some  of  the  programs  of  excellence.  I hope  you 
will  take  this  opportunity  early  in  the  year  to  send  your  gift 
to  AM A-ERF.  W e cannot  be  effective  without  your  sup- 
port. Hubert  A.  Ritter,  M.D. 

Safety  and  effectiveness 
of  major  viral  vaccines 

A federally  sponsored  panel  of  medical  experts  has 
confirmed  the  safety  and  effectiveness  of  the  major  viral 
vaccines  on  the  market — those  for  polio,  measles,  smallpox, 
rubella  (German  measles),  mumps,  rabies,  yellow  fever,  and 
influenza. 

In  a report  submitted  on  April  4 to  the  Food  and  Drug 
Administration,  the  expert  panel  endorsed  the  continued 
vigorous  use  of  vaccines  in  childhood  immunization  pro- 
grams in  the  United  States. 

It  said  these  vaccines  have  had  tremendous  impact  in 
reducing  illnesses  and  deaths  associated  with  viral  diseases. 
It  cited,  for  example,  the  worldwide  eradication  of  smallpox 
and  the  99  percent  reduction  in  polio  cases  since  polio 
vaccine  was  introduced  in  1955. 

In  addition,  the  panel  noted,  measles  incidence  has  de- 
creased more  than  90  percent  since  the  vaccine  was  licensed 
in  1963,  and  declines  in  rubella  and  mumps  have  been 
dramatic. 

The  expert  panel  was  organized  by  FDA  as  part  of  a 
continuing  review  of  the  safety  and  effectiveness  of  all  li- 
censed biological  products.  The  panel  reviewed  71  prod- 
ucts in  all.  Chaired  by  Saul  Krugman,  M.D.,  professor  of 
pediatrics  at  New  York  University  School  of  Medicine,  the 
panel  began  its  work  in  1973. 

The  panel’s  report  was  published  for  public  comment 
in  the  FEDERAL  REGISTER  on  April  15, 1980. 

The  panel  urged  revocation  of  the  licenses  for  some 
vaccines,  most  of  which  have  not  been  in  commercial  use 
for  many  years  or  which  have  had  only  limited  use.  The 
panel  urged  further  study  of  typhus  vaccine,  but  said  it 
should  remain  on  the  market  while  the  studies  were  being 
conducted. 

The  panel  also  reviewed  several  products,  called  immune 
serum  globulins,  used  to  provide  temporary  protection 
against  viral  diseases,  and  found  13  to  be  safe  and  effec- 
tive. 

In  commenting  on  the  influenza  vaccine,  the  panel  said 
that  generally,  it  is  60-90  percent  effective  when  the  virus 
contained  in  the  vaccine  matches  the  virus  that  causes  in- 
fluenza infections.  The  panel,  however,  recognized  the 
limitations  on  the  effectiveness  of  the  vaccine  in  a year 
when  a new  flu  virus  appears  and  is  not  contained  in  that 
year’s  vaccine.  The  panel  also  recognized  the  slight  risk 
of  Guillain-Barre  syndrome  that  has  been  observed  in  as- 
sociation with  some  flu  vaccines,  but  found  the  benefits  of 
the  vaccines,  particularly  for  the  elderly  and  the  chronically 
ill,  outweighed  the  risks. 

This  is  the  third  in  a series  of  six  reports  in  FDA’s  bio- 
logical product  review.  Previous  reports  were  published 
on  skin  test  products  and  on  bacterial  vaccines  and  anti- 

continued  on  page  1124 
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• provides  effective  symptomatic 
relief 

•b./'.d.  dosage  simplifies  therapy 
•scored  tablet  for  dosage  flexibility 

OPTIMINE® 

azatadine  maleate.  1 mg.  tablets 

CONTRAINDICATIONS  Use  in  Newborn  or  Premature  In- 
fants This  drug  should  not  be  used  in  newborn  or  pre- 
mature infants. 

Use  in  Nursing  Mothers.  Because  of  the  higher  risk  of  anti- 
histamines for  infants  generally  and  for  newborns  and 
prematures  in  particular,  antihistamine  therapy  is  contrain- 
dicated in  nursing  mothers 

Use  in  Lower  Respiratory  Disease  Antihistamines  should 
NOT  be  used  to  treat  lower  respiratory  tract  symptoms 
including  asthma 

Antihistamines  are  also  contraindicated  in  the  following 
conditions  hypersensitivity  to  azatadine  maleate  and  other 
antihistamines  of  similar  chemical  structure;  monoamine 
oxidase  inhibitor  therapy  (See  DRUG  INTERACTIONS 
Section). 

WARNINGS  Antihistamines  should  be  used  with  consid- 
erable caution  in  patients  with:  narrow  angle  glaucoma, 
stenosing  peptic  ulcer,  pyloroduodenal  obstruction; 
symptomatic  prostatic  hypertrophy;  bladder  neck 
obstruction 

Use  in  Children  In  infants  and  children  especially,  anti- 
histamines in  overdosaoe  may  cause  hallucinations,  con- 
vulsions. or  death 

As  in  adults,  antihistamines  may  dimmish  mental  alertness 
in  children  In  the  young  child,  particularly,  they  may  pro- 
duce excitation. 

OPTIMINE  TABLETS  ARE  NOT  INTENDED  FOR  USE  IN 

CHILDREN  UNDER  12  YEARS  OF  AGE 

Use  in  Pregnancy  Experience  with  this  drug  in  pregnant 

women  is  inadequate  to  determine  whether  there  exists  a 

potential  for  harm  to  the  developing  fetus 

Use  with  CNS  Depressants.  Azatadine  maleate  has  additive 

effects  with  alcohol  and  other  CNS  depressants  (hypnotics, 

sedatives,  tranquilizers,  etc.). 

Use  in  Activities  Requiring  Mental  Alertness  Patients 
should  be  warned  about  engaging  in  activities  requiring 
mental  alertness,  such  as  driving  a car  or  operating  appli- 
ances. machinery,  etc. 

Use  m the  Elderly  (approximately  60  years  or  older)  Anti- 
histamines are  more  likely  to  cause  dizziness,  sedation, 
and  hypotension  in  elderly  patients 

PRECAUTIONS  Azatadine  maleate  has  an  atropine-like  ac- 
tion and.  therefore,  should  be  used  with  caution  in  patients 
with  a history  of  bronchial  asthma,  increased  intraocular 
pressure,  hyperthyroidism,  cardiovascular  disease; 
hypertension 

DRUG  INTERACTIONS  MAO  inhibitors  prolong  and  inten- 
sify the  anticholinergic  (drying)  effects  of  antihistamines. 
ADVERSE  REACTIONS  The  most  frequent  adverse  reac- 
tions are  underlined 

General  Urticaria,  drug  rash,  anaphylactic  shock,  photo- 
sensitivity, excessive  perspiration,  chills,  dryness  of  mouth, 
nose,  and  throat. 

Cardiovascular  System:  Hypotension,  headache,  palpita- 
tions. tachycardia,  extrasystoles. 

Hematologic  System  Hemolytic  anemia,  thrombocyto- 
penia. agranulocytosis 

Nervous  System  Sedation,  sleepiness,  dizziness,  dis- 
turbed coordination,  fatigue,  confusion,  restlessness,  exci- 
tation. nervousness,  tremor,  irritability,  insomnia,  euphoria, 
paresthesias,  blurred  vision,  diplopia,  vertigo,  tinnitus, 
acute  labyrinthitis,  hysteria,  neuritis,  convulsions. 
Gastrointestinal  System  Epigastric  distress,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation 
Genitourinary  System  Urinary  frequency,  difficult  urina- 
tion. urinary  retention,  early  menses 
Respiratory  System  Thickening  of  bronchial  secretions, 
tightness  of  chest  and  wheezing,  nasal  stuffiness 
OVERDOSAGE  Antihistamine  overdosage  reactions  may 
vary  from  central  nervous  system  depression  to  stimula- 
tion. Stimulation  is  particularly  likely  in  children  Atropine- 
like signs  and  symptoms  (dry  mouth;  fixed,  dilated  pupils; 
flushing,  and  gastrointestinal  symptoms)  may  also  occur 
If  vomiting  has  not  occurred  spontaneously,  the  patient 
should  be  induced  to  vomit.  This  is  best  done  by  having 
him  drink  a glass  of  water  or  milk  after  which  he  should  be 
made  to  gag  Precautions  against  aspiration  must  be  taken, 
especially  in  infants  and  children 
If  vomiting  is  unsuccessful,  gastric  lavage  is  indicated 
within  three  hours  after  ingestion  and  even  later  if  large 
amounts  of  milk  or  cream  were  given  beforehand  Isotonic 
and  '/?  isotonic  saline  is  the  lavage  solution  of  choice 
Saline  cathartics,  such  as  milk  of  magnesia,  draw  water 
into  the  bowel  by  osmosis  and  therefore  are  valuable  for 
their  action  in  rapid  dilution  of  bowel  content 
Stimulants  should  nat  be  used 
Vasopressors  may  be  used  to  treat  hypotension 
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Pseudotumor  cerebri  (benign  intracranial  hyper- 
tension) is  known  to  be  associated  with  several  dis- 
ease states.  Among  these  are  intracranial  venous 
sinus  occlusion,  vitamin  A intoxication,  tetracycline 
therapy,  oral  contraceptive  ingestion,  and  many  of 
the  endocrinopathies,  for  all  of  which  a causal  rela- 
tionship has  been  postulated.1-5  Of  the  endocri- 
nopathies, dysfunction  of  the  thyroid,1’3  parathy- 
roid,6 and  adrenal  glands7,8  have  all  been  listed 
among  the  diseases  that  may  produce  pseudotumor 
cerebri.  Although  hyperthyroidism  has  been  re- 
peatedly cited  as  one  of  these,  a careful  search  of  the 
literature  fails  to  reveal  a single  adequately  docu- 
mented case.1,3  The  following,  then,  may  represent 
the  first  case  report. 

Case  report 

A 22-year-old  Hispanic  woman  developed  bifrontal 
headaches  of  gradual  onset  in  mid-October,  1976. 
The  headaches  were  intermittent  without  consistent 
diurnal  variation,  occasionally  waking  her  at  night. 
No  accompanying  visual  symptoms  were  noted  at  the 
onset.  Over  the  course  of  the  next  two  months,  the 
headaches  increased  in  frequency,  severity,  and  du- 
ration, finally  occurring  daily.  In  early  December 
there  was  nausea  and  vomiting  at  each  meal,  and  she 
had  one  episode  of  diplopia  lasting  about  an  hour. 

Two  to  three  weeks  prior  to  the  onset  of  headaches, 
she  noted  that  she  had  become  nervous  and  anxious, 
with  increased  sweating  and  heat  intolerance.  She 
had  a weight  loss  of  26V2  pounds  in  the  next  two 
months  in  spite  of  a normal  appetite  and  food  intake. 
Her  mother  noted  increasing  prominence  of  the  pa- 
tient’s eyes.  About  a month  after  the  onset  of  these 
symptoms  there  was  progressive  difficulty  in  rising 
from  the  seated  position  as  well  as  in  climbing  stairs. 

* Read  in  part  before  a meeting  of  the  Brooklyn  Neurological 
Society  on  April  13,  1978. 


Mild  weakness  also  developed  proximally  in  the 
upper  extremities. 

There  had  been  no  neurologic  illness  in  the  past 
and  no  significant  head  injury.  Following  a spon- 
taneous abortion  in  July,  1976,  she  was  started  on  an 
unidentified  oral  contraceptive  which  was  discon- 
tinued six  weeks  later,  at  the  end  of  August,  when  no 
menstrual  periods  had  been  induced.  The  amen- 
orrhea continued  until  her  hospital  admission  in 
mid-December,  although  pregnancy  tests  showed 
repeatedly  negative  findings. 

Physical  examination  on  admission  showed  a 
normotensive  thin,  anxious  young  woman  with  bi- 
lateral exophthalmos,  lid  lag,  warm  moist  hands, 
beads  of  sweat  on  the  face,  a fine  postural  tremor  of 
the  outstretched  fingers,  and  a regular  tachycardia 
of  120  per  minute.  A firm,  diffusely  enlarged  thyroid 
gland  was  palpable  with  a systolic  bruit  over  it. 

She  was  right  handed.  Her  speech  and  mental 
status  were  normal,  apart  from  her  anxiety.  Bilat- 
eral papilledema  of  3 diopters  was  noted  without  any 
hemorrhages  or  exudates.  Visual  acuity  was  20/25 
bilaterally,  uncorrected.  Visual  fields  were  full 
without  significant  enlargement  of  the  blind  spot. 
No  external  ocular  palsies  were  noted,  the  pupils 
being  equal  and  reactive.  All  other  cranial  nerves 
were  intact.  There  was  mild  symmetrical  weakness 
of  the  proximal  muscles  of  upper  and  lower  ex- 
tremities without  focal  atrophy  or  fasciculations. 
Sensation  was  normal.  The  deep-tendon  reflexes 
were  symmetrical  and  slightly  depressed  throughout 
with  flexor  plantar  responses. 

Laboratory  data 

Results  of  complete  blood  count,  urinalysis,  serum 
electrolytes,  and  liver  function  tests  were  all  normal. 
Test  finding  on  purified  protein  derivative  was  neg- 
ative and  Venereal  Disease  Research  Laboratory 
result  was  nonreactive  in  blood  and  CSF  (cerebro- 
spinal fluid).  Chest  and  skull  x-ray  findings  were 
normal.  Brain  scan,  electroencephalogram  and 
echoencephalogram  did  not  show  any  abnormality. 
Fluorescein  angiography  confirmed  the  presence  of 
papilledema. 

Bilateral  carotid  and  left  vertebral  angiogram  were 
performed  by  transfemoral  catheterization.  There 
was  no  mass  effect  or  vascular  abnormality,  the 
ventricles  being  of  normal  size  and  venous  circulation 
unimpeded.  Findings  on  computerized  axial  to- 
mography were  also  normal.  Lumbar  puncture 
opening  pressure  was  180  mm.;  clear  colorless  fluid 
which  was  acellular,  with  a protein  of  14  mg.  per  100 
ml.,  and  glucose  of  70  mg.  per  100  ml.  Findings  on 
India  ink  preparation  and  cytology  of  CSF  were 
negative. 

Serum  T3  (thyroid  test)  was  51  ng.  per  deciliter 
(normal  80  to  220);  T4  was  16.6  microgram  per  deci- 
liter (normal  4.5  to  12).  The  thyroid  scan  showed  a 
diffusely  enlarged  gland  with  24  hour  131I  (radioac- 
tive iodine)  uptake  of  48  percent  (normal  15  to  35 
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percent);  and  a tensilon  test  was  performed  twice 
with  negative  results. 

The  patient  was  started  on  propylthiouracil  100 
mg.  four  times  a day  with  propranolol  hydrochloride 
(Inderal)  10  mg.  four  times  a day.  By  the  time  of 
discharge  three  weeks  later,  the  headaches  had 
cleared  and  papilledema  resolved  almost  totally  with 
only  slight  blurring  of  disk  margins.  The  hyper- 
thyroid symptoms,  likewise,  were  markedly  im- 
proved. 

Comments 

The  clinically  obvious  hyperthyroidism  was  con- 
firmed by  the  high  serum  thyroxine  levels,  the  in- 
creased iodine  uptake  by  a diffusely  enlarged  thyroid 
gland,  and  the  response  to  treatment.  The  patient 
satisfies  the  following  criteria  for  the  diagnosis  of 
pseudotumor  cerebri: 

1.  Presence  of  headache  and  papilledema,  the  latter 
documented  by  fluorescein  angiography  and  associ- 
ated with  normal  visual  acuity. 

2.  Demonstrated  increase  in  intracranial  pressure,  the 
spinal  fluid  being  otherwise  normal. 

3.  Absence  of  an  intracranial  mass  lesion  clinically  as 
well  as  on  cerebral  angiography  and  computerized 
tomography. 

4.  Normal  ventricular  sizes  as  measured  in  the  preceding 
tests. 

A causal  relationship  between  the  hyperthyroid 
state  and  pseudotumor  cerebri  in  this  patient  seems 
likely  since:  (1)  the  symptoms  of  thyroid  disease 
preceded  those  of  intracranial  hypertension  by  sev- 
eral weeks;  and  (2)  the  headache  and  papilledema 
improved  concomitantly  with  clinical  remission  of 
hyperthyroid  symptoms  following  antithyroid  drug 
therapy,  without  the  use  of  steroids  or  other  agents 
to  directly  lower  intracranial  pressure. 

The  use  of  an  oral  contraceptive  by  this  patient 
before  the  onset  of  headache  raises  the  question  of 
its  role  in  the  pathogenesis  of  pseudotumor  cerebri. 
She  had  taken  the  drug  daily  for  six  weeks,  before 
discontinuing  its  use  more  than  a month  prior  to  the 
first  symptom  of  the  disease.  Walsh  et  al.,9  in  a re- 
view of  the  neuro-ophthalmologic  complications  of 
oral  contraceptives,  described  four  cases  of  intra- 
cranial hypertension  in  young  women.  Cases  2 and 
3 showed  focal  cerebral  hemispheric  signs  without 
proved  intracranial  mass  lesion,  suggesting  that  the 
underlying  illness  was  dural  sinus  or  cortical  vein 
thrombosis.  The  other  two  patients  appeared  to 
have  the  typical  pseudotumor  cerebri  syndrome 
clinically:  both  had  discontinued  the  oral  contra- 
ceptive one  and  three  months  respectively  prior  to 
the  onset  of  symptoms.  The  long  interval  between 
stopping  the  “pill”  and  the  development  of  the  syn- 
drome in  the  last  patient  who,  in  addition,  had  taken 
it  for  only  three  months,  casts  serious  doubt  regard- 
ing a causal  relationship  between  the  two.  Case  1, 
on  the  other  hand,  had  been  on  cyclical  therapy  for 


a year  before  stopping  treatment,  suggesting  that  this 
may  be  a phenomenon  comparable  to  the  develop- 
ment of  pseudotumor  cerebri  during  steroid  with- 
drawal.10 

During  a 10-year  prospective  study  of  the  neuro- 
logic syndromes  developing  in  women  on  oral  con- 
traceptives, Bickerstaff11  also  had  four  patients  with 
benign  intracranial  hypertension.  The  only  differ- 
ence in  their  presentation  from  the  classical  syn- 
drome was  the  absence  of  obesity.  Since  the  inci- 
dence of  pseudotumor  cerebri  at  his  regional  neuro- 
logic center  was,  in  fact,  greater  before  the  general  use 
of  oral  contraceptives  in  that  community,  he  remains 
uncertain  that  the  association  with  the  pill  is  a true 
one. 

The  uncertain  evidence  in  the  literature  for  a link 
between  oral  contraceptive  and  benign  intracranial 
hypertension,  the  brief  period  of  six  weeks  during 
which  our  patient  took  the  drug,  and  the  interval 
between  its  discontinuance  and  the  development  of 
symptoms,  would  together  tend  to  discount  the  eti- 
ologic  role  of  the  contraceptive  pill  in  her  illness. 

We  could  not  find  any  previous  adequately  docu- 
mented case  of  pseudotumor  cerebri  associated  with 
hyperthyroidism.  In  1965  Glowacki  et  al.12  de- 
scribed two  patients  with  hyperthyroidism  who  were 
said  to  have  had  papilledema.  However,  both 
showed  significant  impairment  of  visual  acuity,  with 
a demonstrable  central  scotoma  in  one.  In  neither 
case  was  a lumbar  puncture  or  fluorescein  angiogram 
performed.  We  consider  that  these  two  patients  are 
more  likely  to  have  had  optic  neuritis  than  papille- 
dema. 

The  mechanism  of  production  of  increased  CSF 
pressure  in  the  absence  of  ventricular  enlargement 
is  disputed  and  may  not  be  the  same  in  all  cases.  In 
only  a small  proportion  of  such  patients  has  there 
been  significant  demonstrable  interference  with  cer- 
ebral venous  outflow  which  could  impair  the  ab- 
sorption of  CSF  and  result  in  increased  pressure  and 
cerebral  edema.  The  latter  is  said  to  account  for  the 
relatively  small  size  of  the  cerebral  ventricles.  The 
pathogenesis  is,  however,  unclear  in  the  majority  of 
patients  with  this  syndrome,  including  those  asso- 
ciated with  some  endocrinopathies,  hypervitaminosis 
A,  the  use  of  various  medications,  as  well  as  the  large 
idiopathic  group.  A disorder  of  the  membrane 
transport  mechanism  in  the  arachnoid  villi  has  been 
postulated.13  This  would  impair  absorption  of  CSF 
into  the  blood.  According  to  Johnston  and  Pater- 
son,14 a moderate  increase  in  the  volume  of  CSF 
could  be  contained  within  the  subarachnoid  space 
without  necessarily  enlarging  the  ventricles  signifi- 
cantly. If  this  were  true,  it  would  be  unnecessary  to 
postulate  the  presence  of  concomitant  cerebral 
edema  in  all  patients  with  the  syndrome. 

Summary 

Pseudotumor  cerebri,  also  known  as  benign 
intracranial  hypertension,  is  usually  a disorder 
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without  obvious  cause.  A minority  of  such  cases 
appear  to  be  secondary  to  a variety  of  systemic  ill- 
nesses or  to  the  intake  of  various  drugs.  Treatment 
of  the  underlying  disease  or  removal  of  the  offending 
agent  often  results  in  the  disappearance  of  the  signs 
and  symptoms  of  increased  intracranial  pressure.  A 
young  woman  with  this  disorder  was  found  to  have 
associated  hyperthyroidism,  the  symptoms  of  which 
antedated  those  of  intracranial  hypertension.  Suc- 
cessful treatment  of  the  hyperthyroidism  was  ac- 
companied by  the  disappearance  of  headache  and 
papilledema.  The  authors  claim  this  to  be  the  first 
adequately  documented  case  report  of  a causal  re- 
lationship between  these  two  disease  states. 

State  University  of  New  York 
Downstate  Medical  Center,  Box  35 
450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
' (DR.  DICKMAN) 
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— Granulocytopenia  secondary  to  folic  acid  deficiency 
or  splenic  sequestration  can  be  seen  in  the  alcoholic, 
and  neutrophil  dysfunction  (abnormal  chemotaxis) 
in  cirrhotic  patients  has  also  been  reported  (DeMeo, 
A.  N.,  et  al.:  Defective  chemotaxis  associated  with  a 
serum  inhibitor  in  cirrhotic  patients  (New  England 
J.  Med.  286:  735  (1972)). 

— Although  the  incidence  of  alcoholic  hepatitis  among 
drinkers  is  now  known,  it  is  assumed  that  this  disease 
will  develop  in  a third  of  the  excessive  drinkers  (Ga- 
lambos,  J.  T.:  Alcoholic  hepatitis,  in  Schaffner,  F., 
Sherlock,  S.,  Levy,  C.  M.,  Eds.:  The  Liver  and  Its 
Diseases,  New  York,  Stratton  Intercontinental 
Medical  Book  Corp.,  1974,  p.  255).  Approximately 
80  percent  of  the  patients  are  thought  to  have  at  least 
a five-year  history  of  heavy  alcohol  intake. 

— It  is  suggested  that  the  chance  of  alcoholic  hepatitis 
developing  is  small  in  those  who  drink  less  than  80 
Gm.  per  day  of  alcohol. 

— Hepatomegaly  and  jaundice  have  been  thought  to  be 
characteristic,  but  in  a large  series  of  patients  with 
alcoholic  hepatitis,  20  percent  did  not  have  an  en- 
larged liver  (Lishner,  M.  W.,  et  al.:  Natural  history 
of  alcoholic  hepatitis;  1.  The  acute  phase,  Am  J.  Di- 
gest. Dis.  16:  481  (1971)). 

— A useful  screening  test  for  alcoholic  hepatitis  is  the 
measurement  of  serum  gamma  glutamyl  transpepti- 
dase. Disproportionate  elevation  of  the  level  of  this 
enzyme  in  alcoholic  liver  disease  is  common  and  may 
correlate  roughly  with  the  degree  of  liver  damage  seen 
histologically  (Wu,  A.,  Slavin,  G.,  and  Levi,  A.  J.: 
Elevated  serum  gamma  glutamyl-transferase  (trans- 
peptidase) and  histological  damage  in  alcoholism,  Am. 
J.  Gastroenterol.  65:  318  (1976)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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What  makes 
a good 

neighborhood? 


Clean  streets?  A new  playground9  Well-kept  lawns? 

That’s  only  part  of  it. 

The  real  measure  of  a neighborhood  is  its  people  and  the  concern  and  interest 
that  we  show  for  one  another. 

Especially  for  those  who  may  be  less  fortunate  than  ourselves.  Like  people  who 
are  mentally  retarded. 

Retarded  people  may  be  limited  in  their  ability  to  learn  and  in  the  type  of  work 
they  can  do.  but  not  in  their  ability  to  be  friendly,  caring,  responsible  members  of 
the  community 

People  who  are  mentally  retarded  can  make  good  neighbors.  And  having  good 
neighbors,  means  having  a good  neighborhood. 

Let's  support  efforts  in  our  community  and  neighborhoods,  to  provide 
* supervised  homes  for  mentally  retarded  people.  m 


StL,  Being  retarded 

never  stopped  anyone 
■n  from  being  a good  neighbor. 


1121 


v 1980  The  U| 


compare  the  analgesic  effect 

Motrin  (ibuprofen)  400  mg  tablets  provided  greater  relief  of  pain  than  codeine 
in  a double-blind,  randomized  clinical  study  of  287  patients. 

Motrin  was  significantly  more  effective  (p  < 0.01)  than  codeine  60  mg  at  the 
2-,  3-  and  4-hour  intervals... significantly  more  effective  (p  < 0.01)  than 
codeine  30  mg,  codeine  15  mg,  and  placebo  at  all  intervals. 


Degree  of  pain  relief— mean  scores 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief 

4 


3 


1 = Poor  relief  0 = No  relief 


Motrin  400  mg  (ibuprofen)  (59  patients’ 
Codeine  60  mg  (58  patients) 

Codeine  30  mg  (59  patients) 


Codeine  15  mg  (54  patients) 
Placebo  (57  patients) 


Time  after  drug  administration  (hours)  Daca  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  pm  pain 

A well-tolerated,  nonnarcotic  prescription  for  mild  to  moderate  pain 


Motrin 

ibuprofen,  Upiohn 


TABLETS 

mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Acts  peripherally 

• Relieves  pain  rapidly  • Indicated  in  acute  and  chronic  pain  • Well  tolerated 

• The  most  common  side  effect  with  Motrm  is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Upjohn 


Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin^  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been 
established  in  Functional  Class  IV  rheumatoid  arthritis 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

: Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Centr  al  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


continued  from  page  1116 

gens  with  no  potency  standards.  Panel  reports  being 
prepared  for  publication  are  on  bacterial  vaccines  and 
toxoids  with  potency  standards;  allergenic  extracts  (used 
to  protect  against  allergies);  and  blood  and  blood  deriva- 
tives. 

Here  and  there 

Appointed:  Robert  L.  Patterson,  Jr.,  M.D.,  president, 
Senior  Medical  Consultants,  Inc.,  has  announced  the  ap- 
pointment of  Melvin  Horwith,  M.D.,  F.A.C.P.,  to  the  po- 
sition of  Executive  Vice  President  which  was  effective  April 
1 ...  at  Downstate  Medical  Center,  Nicholas  Pierson 
Christ,  M.D.,  appointed  professor  of  medicine;  Paul 
Richard  Cooper,  M.D.,  appointed  associate  professor  of 
neurosurgery;  Jack  Adler,  M.D.,  appointed  associate  pro- 
fessor of  clinical  medicine;  A.  Zachary  Apfel,  M.D.,  and 
Bernard  D.  Zaleznak,  M.D.,  appointed  clinical  associate 
professors  of  pediatrics. 

Awarded:  William  G.  Niederland,  M.D.,  professor, 

emeritus,  Downstate  Medical  Center  and  chief  consulting 
psychiatrist,  Altro  Health  and  Rehabilitation  Services,  Inc., 
New  York  City,  was  the  recipient  of  the  1980  Mount  Airy 
Gold  Medal  Seminar  Award  on  March  8. 

Gifts  and  pledges:  Memorial  Sloan-Kettering  Cancer 
Cancer  announced  on  March  19  that  it  had  received 
$5,000,000  to  establish  five  endowed  chairs  in  support  of 
clinical,  scientific,  and  educational  activities. 

The  first  holders  of  the  chairs  are:  W.  P.  Laird  Myers, 
M.D.,  Eugene  W.  Kettering  Chair  of  Education;  Bayard 
Clarkson,  M.D.,  Therapeutic  Research;  Denis  R.  Miller, 
M.D.,  Enid  A.  Haupt  Chair  of  Pediatric  Oncology;  Attallah 
Kappas,  M.D.,  Vincent  Astor  Chair  of  Clinical  Science;  and 
Richard  J.  O’Reilly,  M.D.,  Lila  Acheson  Wallace  Chair  of 
Pediatric  Research. 

Named:  Gerald  P.  Murphy,  M.D.,  director,  Roswell  Park 
Memorial  Institute,  named  chairman  of  the  Board  of  Di- 
rectors of  the  Association  of  American  Cancer  Institutes. 
The  Association  is  composed  of  72  member  institutions 
committed  to  cancer  research,  education,  patient  care,  and 
rehabilitation.  The  Association  is  designed  to  exchange 
information  at  every  level  of  cancer  activity  in  these  areas 
among  themselves  and  with  other  cancer  organizations 
throughout  the  United  States  and  the  world. 

Roswell  Park  is  the  New  York  State  Health  Depart- 
ment’s comprehensive  cancer  center  in  Buffalo. 

Promoted:  at  Downstate  Medical  Center:  Alan  R. 

Shalita,  M.D.,  promoted  to  professor  of  dermatology;  David 
T.  Dresdale,  M.D.,  promoted  to  clinical  professor  of  med- 
icine; Lawrence  A.  Mazzarella,  M.D.,  promoted  to  clinical 
professor  of  otolaryngology;  Mahfouz  H.  Zaki,  M.D.,  pro- 
moted to  clinical  professor  of  preventive  medicine  and 
community  health;  Kul  Deep  Chadda,  M.B.B.S.,  promoted 
to  associate  professor  of  medicine;  and  Karl  Williams 
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TABLE  I.  Case  1,  male,  born  June  3,  1949 


Peak  Expiratory 
Flow  Rate 

Use  in  ongoing  care  of  patients  with 
asthma 

HARLAN  R.  DAMAN,  M.D. 

Yonkers,  New  York 

From  the  Hospital  of  the  Albert  Einstein  College  of  Medicine 


There  exist  a variety  of  simple  pulmonary  func- 
tion measurements  which  are  easily  obtained  in 
an  outpatient  or  office  setting,  among  them  the 
PEFR  (peak  respiratory  flow  rate).1-4  When  ob- 
tained regularly  and  routinely  at  each  office  visit, 
these  measurements  generate  data  which  are  a 
function  of  the  degree  and  variability  of  each  pa- 
tient’s obstructive  impairment  over  a period  of  time, 
and  which  allow  assessment,  at  any  moment,  of  each 
patient’s  current  status  relative  to  his  own  disease 
pattern. 

Patients  with  obstructive  pulmonary  disease  of 
variable  severity,  with  or  without  an  allergic  com- 
ponent, are  seen  at  regular,  often  weekly,  intervals. 
Office  spirometry  is  performed  during  the  initial 
evaluation,  and  periodically  thereafter.  PEFR  is  also 
measured  initially  and  thereafter  at  least  once,  rou- 
tinely, at  each  office  visit.  There  are  a number  of 
limitations  to  the  peak  flow  measurement,  among 
them  that  it  is  effort-dependent  and  that  it  is  an  in- 
stantaneous measurement  which  requires  frequent 
repetition.1-5-6  It  measures  only  maximal  expiratory 
flow  rate;  obstructive  airways  disease  may  coexist 
with  other  disease  processes  that  must  be  docu- 
mented independently.  The  peak  flow  rate  was 
chosen,  however,  as  that  single  measurement  to  be 
obtained  routinely,  and  with  which  thoroughly  to 
familiarize  the  patient,  despite  its  limitations,  be- 
cause of  the  simplicity  and  portability  of  the  instru- 
mentation required;  the  ease  with  which  the  mea- 
surement may  be  obtained;  and  the  reproducibility, 
noninvasive  nature,  and  low  cost  of  measurement. 

The  peak  flow  meter  measures  the  maximal  slope 
of  the  exhalation  spirometry  curve.  When  full,  or 
nearly  full,  inhalation  is  achieved,  maximal  expira- 
tory flow  rate  will  vary  partially  as  a function  of  ob- 
struction in  larger  airways.5-8  However,  when,  for 


Peak 

Flow 

(liters 

per 

minute) 

Date 

Asthma 

420 

12-20-77 

URI*;  no  pulmonary  signs  or  symptoms 

520 

12-27-77 

Well 

520 

1-8-78 

Well 

520 

1-9-78 

Well 

520 

1-16-78 

Well 

520 

1-23-78 

Well 

550 

1-30-78 

Well;  unexpected  business  success 

520 

2-6-78 

Well 

* Upper  respiratory  infection. 


whatever  reason,  inhalation  is  more  shallow,  maximal 
expiratory  flow  may  reflect  the  diminished  air  flow 
in  the  smaller  airways,  since  air  which  does  not  tra- 
verse those  smaller  airways  may  not  be  expelled  from 
them  into  thfe  larger  airways  no  matter  how  great  the 
effort  or  how  minimal  the  large  airway  resistance. 
Thus  the  peak  flow  may  provide  information  relevant 
to  large,  medium,  or  small  airways;  the  specific  in- 
terpretation and  relevance  of  the  peak  flow  rate  will 
not  be  the  same  in  all  situations  for  all  patients,  or  for 
all  obstructive  disease  processes.1-2,4-6-8-9 

To  demonstrate  various  applications  of  serial  peak 
flow  measurements,  abstracts  of  patients’  records, 
showing  diagnoses,  dates,  and  peak  flow  data,  will  be 
presented.  The  peak  flow  readings  are  recorded  in 
either  liters  per  minute,  obtained  with  the  Wright 
Peak  Flow  Meter,*  or  liters  per  second,  obtained  with 
the  Collins  Peak  Flow  Meter.+  In  some  instances, 
the  peak  flow  readings  are  accompanied  by  a de- 
scription of  the  auscultation  findings  obtained  while 
the  patient  was  performing  the  peak  flow  maneuver; 
auscultation  of  the  chest  during  the  airway  stress  of 
forceful  exhalation  may  allow  a more  refined  as- 
sessment of  the  relative  degree  of  obstruction  that  is 
present.  “Normal”  values  are  not  presented,  the 
purpose  of  this  report  being  to  demonstrate  that 
frequent,  specifically  weekly,  peak  flow  readings 
document  useful  intrapatient  comparisons  without 
regard  to  the  normal  values  obtained  in  a reference 
peer  group.3-10-11 

The  first  case  histories  will  demonstrate  the  rela- 
tive reproducibility  of  the  peak  flow  measurement 
from  week  to  week  in  patients,  including  some 
asymptomatic  asthmatic  individuals  with  relatively 
stable  airways. 

Case  reports 

Case  1.  An  adult  male  nonsmoker  had  asthma  of 
several  years’  duration  and  no  other  documented 
pulmonary  disease.  With  the  exception  of  the  oc- 
currence of  an  upper  respiratory  infection,  which  was 
associated  with  a decrease  in  peak  flow  although  not 
with  appreciable  signs  or  symptoms  of  airways  ob- 

* Armstrong  Industries,  Chicago,  Illinois. 

+ Warren  E.  Collins,  Inc.,  Braintree,  Massachusetts. 
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TABLE  II.  Case  2,  female,  born  November  4,  1966 


Peak 

Flow 

(liters 

per 

second) 

Date 

Asthma 

4.0,  clear 

5-15-76 

Well;  ENT,*  chest,  clear 

4.0,  clear 

6-1-76 

Well 

4.0,  clear 

6-8-76 

Well 

4.0,  clear 

6-15-76 

Well 

4.0,  clear 

6-22-76 

Well 

4.0,  clear 

6-29-76 

Well 

2.6,  wheeze 

8-3-76 

Slightly  congested  on  return 
from  Florida;  ?mold,  ?grass, 
?other 

3.0,  wheeze 

8-10-76 

Well;  slight  exercise  intolerance, 
chest  clear  on 
examination 

3.8,  clear 

8-17-76 

8-19-76 

Well;  no  exercise  intolerance 
(ran  to  office, 
chest  clear) 

4.0,  clear 

3:20  P.M. 

Bee  sting  10  minutes  ago  on  face; 
anxiety,  dizziness, 
dyspnea,  facial  and 
earlobe  erythema 

4.0,  clear 

3:40  P.M. 

Harsh,  ?diminished  breath 
sounds;  stinger 
removed;  no  further 
prescription 

4.0,  clear 

8-24-76 

Well;  ENT,  chest  clear;  no  sequelae 

4.0,  clear 

8-31-76 

Well 

4.0,  clear 

9-7-76 

Well 

4.0,  clear 

9-14-76 

Well 

* Ear,  nose,  and  throat. 


struction,  and  with  the  exception  of  the  occurrence 
of  a singular  business  success,  which  was  associated 
with  an  increase  in  peak  flow,  his  peak  flow  was  520 
L.  per  minute  at  each  visit  over  a two-month  period 
(Table  I). 

Case  2.  A young  girl  with  moderately  severe 
asthma  of  six  years’  duration  was  otherwise  in  ex- 
cellent health.  When  well,  she  consistently  gener- 
ated, at  each  visit,  a peak  flow  of  4 L.  per  second,  with 
no  wheeze  audible  during  performance  of  the  peak 
flow  maneuver.  This  patient  was  aymptomatic 
during  most  of  her  course  of  treatment  but  not  im- 
mediately following  a six-week  interruption  of 
therapy.  She  presented  herself  on  August  18, 1976, 
5 to  10  minutes  after  a “bee  sting,”  feeling  anxious, 
weak,  and  dyspneic,  appearing  flushed,  and  exhib- 
iting diminished  breath  sounds.  A peak  flow  reading 
was  obtained  immediately  and  found  to  be  demon- 
strably normal  for  the  patient  “when  well.”  Thus, 
the  complaint  of  dyspnea  was  attributable  to  a cause 
other  than  airway  obstruction,  possibly  anxiety, 
and/or  hyperventilation;  epinephrine  was  not  ad- 
ministered, and  the  potential  dilemma  of  long-term 
Hymenoptera  immunotherapy  was  avoided  (Table 

II). 

Case  3.  An  adult  woman  nonsmoker  with  no 
clinically  significant  obstructive  pulmonary  disease 
who  had  seasonal  allergic  rhinitis  in  the  spring  and 


TABLE  III.  Case  3,  female,  born  July  19,  1950 


Peak 

Flow 

(liters 

per 

minute) 

Date 

Allergic  Rhinitis 

325 

10-10-77 

Well 

325 

10-15-77 

Well 

325 

10-22-77 

Well 

325 

10-29-77 

Well 

325 

11-5-77 

Sneezy  November  4,  5,  with  rain 

325 

11-12-77 

Sneeze  with  rain  November  8 

305 

11-19-77 

URI*;  ruddy  pharynx,  coarse  lung  fields 

305 

11-26-77 

URI;  nasal  congestion,  hoarse,  clear  lung 
fields 

315 

12-3-77 

Well 

320 

12-10-77 

Itchy  pharynx  and  ear  canals  with  fog 

* Upper  respiratory  infection. 


TABLE  4.  Case  4,  female,  born  February  15,  1961 


Peak 

Flow 

(liters 

per 

minute) 

Date 

Asthma 

340 

12-1-75 

Cough,  wheeze  November  28;  mild 
cough  today 

340 

12-8-75 

Asymptomatic,  harsh  auscultation; 
loose  wheeze  left  anterior  lung  field 

340 

12-15-75 

Hoarse,  sore  throat,  nasal;  loose 
wheeze;  URI*;  usual  medications 

340 

12-22-75 

Asymptomatic 

no  problem  with  cold  air  outdoors 

200 

1-21-76 

Hoarse,  sore  throat,  nasal;  loose  wheeze; 
URI;  increase  bronchodilator 

340 

1-28-76 

Asymptomatic 

340 

2-4-76 

Asymptomatic 

* Upper  respiratory  infection. 


fall  for  approximately  five  years,  demonstrated 
considerable  reproducibility  of  the  peak  flow  mea- 
surement from  week  to  week.  Note  that  the  upper 
respiratory  infection  of  November  19  through  26, 

1977,  was  associated  with  some  decrease  in  peak  flow 
rate  (Table  III). 

Given  reproducibility,  the  value  of  regular,  serial, 
peak  flow  measurements  is  demonstrated  when 
fluctuations  of  the  peak  flow  occur  in  such  a way  as 
to  influence  decisions  regarding  therapy. 

Case  4.  A nonsmoker  had  asthma  of  variable  se- 
verity for  13  years.  In  addition  to  demonstrating 
some  consistency  of  the  peak  flow  readings  when  well, 
this  patient’s  data  showed  no  change  in  peak  flow 
during  the  respiratory  infection  present  on  December 
15,  1977,  but  a decrease  during  that  of  January  21, 

1978.  Bronchodilator  medication  was  increased 
prophylactically  during  the  January  illness,  but  not 
during  that  of  December  (Table  IV). 

Case  5.  A nonsmoking  woman  had  asthma  for 
more  than  ten  years.  When  well,  her  usual  peak  flow 
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TABLE  V.  Case  5,  female,  born  March  11,  1945 


Peak 

Flow 

(liters 

per 

second) 

Date 

Asthma 

5.0,  clear 

12-23-75 

Well;  ENT,*  chest,  clear 

4.0,  wheeze 

1-8-76 

Sniffly  with  cold  weather,  10  to 
20°  F.;  no  chest  symptoms;  chest 
clear  on  examination 

4.2,  clear 

1-15-76 

Wheezy  with  colder  weather,  0 to 
10°  i\;  took  aminophylline  100 
mg.  one  hour  before 

* Ear,  nose,  throat. 


was  5 L.  per  second,  with  no  wheezing  audible  during 
the  peak  flow  maneuver.  With  the  ambient  tem- 
perature near  20°  F.  her  peak  flow  following  her  usual 
walk  to  the  office  was  4 L.  per  second;  she  was 
asymptomatic,  but  a wheeze  was  heard  during,  and 
only  during,  the  peak  flow  maneuver.  A week  later, 
with  the  ambient  temperature  near  10°  F.,  the  same 
walk  resulted  in  sufficient  dyspnea  that  the  patient 
took  an  aminophylline  tablet,  subsequent  to  which 
she  was  asymptomatic,  the  peak  flow  was  4.2  L.  per 
second,  and  no  wheeze  was  audible.  In  the  absence 
of  the  peak  flow  data  it  might  have  appeared  that  the 
patient  was  entirely  well  on  both  occasions.  How- 
ever, the  patient  was  advised,  and  indeed,  she  drew 
the  same  conclusion  herself  from  the  data,  that  pro- 
phylactic bronchodilator  should  be  used  when  she 
plans  to  be  outdoors  at  20°  F.,  even  if  asymptomatic. 
Further,  at  10°  F.,  even  if  asymptomatic  after  pro- 
phylactic bronchodilator,  exertion  should  be  mini- 
mized, since  in  both  instances  increased  airways 
obstruction  was  demonstrably  present  (Table  V). 

Case  6.  A 40-inches  tall,  Five-year-old  girl  had  had 
severe  asthma  since  early  infancy,  with  no  history  of 
pollen  sensitivity.  She  presented  with  an  acute 
asthmatic  episode  of  unknown  cause  on  May  7, 1977, 
having  been  entirely  well  for  several  months.  It  was 
noted,  in  retrospect,  that  her  most  recent  weekly 
peak  flow  readings  had  been  declining,  suggesting 
that  an  ongoing  event  rather  than  an  immediate 
acute  event  had  triggered  the  acute  asthma.  A 
similar  pattern  of  declining  peak  flow  values  was 
observed  in  late  June;  this  time,  while  the  child  was 
still  asymptomatic,  therapy  was  modified.  Experi- 
ence gained  from  the  peak  flow  pattern  in  early  May 
was  thus  applied  when  a similar  pattern  developed 
in  late  June,  possibly  averting  a second  acute  exac- 
erbation (Table  VI). 

Case  7.  A five-year-old  boy  had  had  severe 
asthma  since  the  age  of  three  years.  Exacerbation 
of  his  asthma  occurred  most  severely  with  viral  re- 
spiratory infection.  He  also  had  perennial  allergic 
rhinitis  and  demonstrated  immediate  cutaneous 
reactivity  to  dust  and  mold  spore  antigens.  Ex- 
cepting the  asthma  and  allergic  rhinitis,  he  was  in 
good  health  and  thriving.  A prednisone  course  had 


TABLE  VI.  Case  6,  female,  born  March  8,  1972 


Peak 

Flow 

(liters 

per 

minute) 

Date  6 

Asthma 

no 

3-28-77 

Well;  ENT,*  chest  clear 

100 

4-6-77 

Well 

100 

4-11-77 

Well 

95 

4-16-77 

Well 

80 

4-25-77 

Well 

75 

5-2-77 

Well 

60  pre-isopro- 
terenol 
(Isuprel) 

75  post-isopro- 
terenol 

5-7-77 

Midnight,  awoke  with  acute 
severe  asthma.  Immediate 
office  visit;  epinephrine  X 
3,  hydrocortisone, 
isoproterenol  inhalation; 
?URIt  (no  findings), 
?Allergy:  ?mold,  ?tree, 
?food  (none  unusual); 
?spurious;  increased 
bronchodilator  regimen 

80 

5-9-77 

Improved;  loose  coarse 
wheeze;  tree,  mold++, 
ID** 

80 

5-11-77 

Well;  chest  clear 

95 

5-16-77 

Well;  chest  clear;  add  tree 
and  mold  extract  to 
injection  therapy  regimen 

110 

5-23-77 

Well;  ENT,  chest  clear 

100 

6-1-77 

Well 

105 

6-6-77 

Well 

no 

6-13-77 

Well 

85 

6-20-77 

Well 

75 

6-27-77 

Well,  clear  today;  mild  cough 
outdoors  June  24,  grass  ID 
2+,  add  grass  to  regimen 

115 

7-5-77 

Well;  ENT,  chest  clear 

105 

7-11-77 

Well 

115 

7-18-77 

Well 

no 

7-25-77 

Well 

115 

8-1-77 

Well 

* Ear,  nose,  and  throat. 

* Upper  respiratory  infection. 
**  Intradermal. 


been  terminated  on  October  16,  1977;  follow-up  ex- 
aminations on  October  22  and  October  24  revealed 
loose  wheezes  on  both  occasions.  The  decreased 
peak  flow  on  October  24,  as  compared  with  that  of 
October  22,  prompted  resumption  of  corticosteroid 
therapy;  improvement  was  rapid  and  sustained,  with 
prednisone  being  discontinued  on  October  31. 
Wheezing  was  observed  with  rain  on  November  14, 
1977,  also  during  a cold  weather  period  on  November 
28.  In  contrast  to  October  24,  the  peak  flow  decrease 
was  less  pronounced,  and  corticosteroid  therapy  was 
therefore  not  resumed.  On  December  10,  however, 
when  a cough  developed  while  the  patient  was 
wheeze-free,  except  during  performance  of  the  peak 
flow  maneuver,  a more  markedly  decreased  peak  flow 
suggested  the  onset  of  significant  bronchospasm, 
whereupon  steroid  therapy  was  reinstituted.  A 
flu-like  syndrome  developed,  with  severe  exacerba- 
tion of  the  asthma.  The  patient  presented  another 
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TABLE  VII.  Case  7,  male,  born  May  29,  1972 


Peak 

Flow 

(liters 

per 

minute) 

Date 

Asthma 

105 

10-17-77 

Recovering  from  status  asthmaticus; 
on  intravenous  corticosteroid 
10-14  to  10-16;  currently  on 
methylxanthine  only 

150 

10-22-77 

Stable;  mild  cough,  loose  wheeze 

70 

10-24-77 

Stable;  mild  cough,  loose  wheeze; 
resume  corticosteroid,  orally, 
morning  only 

95 

10-25-77 

Better;  mild  cough,  loose  wheeze; 
continue  morning  corticosteroid 

170 

10-31-77 

Better;  mild  cough,  loose  wheeze; 
discontinue  corticosteroid, 
continue  methylxanthine 

190 

11-7-77 

Morning  cough  11-4  to  11-7;  loose 
wheeze;  continue  methylxanthine; 
no  steroid 

185 

11-14-77 

Wheeze  with  rain,  continue  after 
rain,  no  change  in  therapy 

165 

11-21-77 

Occasional  morning  cough;  increase 
methylxanthine  dose 

165 

11-28-77 

Morning  wheeze  with  cold  air  20°  F., 
northwest;  no  change  in  prescrip- 
tion 

145 

12-6-77 

Rare  nocturnal  wheeze;  continue  at 
bedtime  long-acting 
methylxanthine 

60 

12-10-77 

Mild  wheeze,  loose;  ?viral  prodrome; 
resume  oral  corticosteroid 

0 

12-10-77 

thru 

12-17-77 

Temperature  101  °F.;  tracheitis; 
quite  ill;  outpatient  management 
of  viral  syndrome  which  included 
severe  asthma;  steroids 
discontinued  12  17 

210 

12-21-77 

Well;  ENT,*  chest  clear 

210 

12-24-77 

Well;  ENT,  chest  clear 

105 

12-28-77 

Cough,  wheeze,  red  throat;  throat 
culture  yielded  normal  flora; 
resume  oral  prednisone  twice  a 
day 

120 

12-31-77 

Marked  cough  and  wheeze,  malaise, 
dyspnea;  oral  prednisone,  morning 
only. 

175 

1-3-78 

Loose  cough,  mild  wheeze; 

prednisone  to  alternate  morning 

210 

1-7-78 

Well;  ENT,  chest  clear;  lower 
prednisone  dose 

240 

1-16-78 

Well;  lower  prednisone  dose  further; 
continue  alternate-morning 
schedule 

* Ear,  nose,  and  throat. 


respiratory  infection  on  December  28, 1977,  at  which 
time  prednisone  was  again  prescribed  but  at  a lower 
dose  than  earlier  because  of  a less  marked  decrease 
in  peak  flow  (Table  VII). 

Examining  more  closely  the  illness  of  December 
12  through  17,  the  peak  flow  readings  during  and 
following  therapy  with  various  pharmacologic  agents 
were  interpreted  as  being  suggestive  of  the  severity 
of  obstruction  associated  with  the  evolving  viral  ill- 
ness. The  amounts  of  epinephrine  on  December  12 
and  13,  and  of  prednisone  throughout  the  illness, 


were  chosen  as  a function  of  the  peak  flow  patterns 
prior  to  and  following  therapy  with  sympathomi- 
metic agents  (Table  VIII). 

Case  8.  Acute  exacerbation  of  asthma  developed 
on  January  31  in  a patient  who  complained  of  in- 
creased malaise  and  discomfort  on  February  1,  when 
increased  wheezing  was  also  noted.  On  F ebruary  1 , 
however,  higher  peak  flow  values  suggested  both 
decreased  baseline  bronchospasm  and  improved  re- 
sponsiveness to  inhaled  isoproterenol.  Assuming 
that  the  increased  malaise  and  discomfort  on  Feb- 
ruary 1 had  not  been  caused  by  worsening  of  the 
asthma  but  might  have  been  caused  by  the  medica- 
tion, medication  doses  were  lowered,  following  which 
the  patient  improved  while  the  peak  flow  rate  con- 
tinued to  increase  (Table  IX). 


TABLE  VIII.  Case  7,  during  period  of  acute  and 
subacute  asthma 


Peak 

Flow 

(liters  Date 

per  and  Acute  and 

minute)  Time  Subacute  Asthma 


0 


60  pre-iso- 
proterenol; 
60  post- 
isoprotere- 
nol 
60;  70 


60;  65 


60  pre- 
isoproterenol; 
85  post- 
isoproterenol 

80  pre-isopro- 
terenol; 115 
postisopro- 
terenol 


12-12-77 

Noon  Anxious,  cyanotic,  thick 

rhonchi,  tight  wheeze, 
decreased  aeration; 
epinephrine  0.30  ml., 
prednisone  20  mg., 
theophylline  8 mg.  per 
kilogram  by  rectum  every 
four  hours,  oxygen 
4:00  P.M.  No  change  in  physical 

findings;  epinephrine  0.30, 
prednisone  20,  theophylline 
8 mg.  per  kilogram,  oxygen 


8:00  P.M. 


12-13-77 
8:00  A.M. 


Noon 


4:00  P.M. 


9:00  P.M. 


No  change  in  physical 

findings,  epinephrine  0.30, 
prednisone  20,  theophylline 
8 mg.  per  kilogram,  oxygen 

Prednisone  20  mg., 
theophylline 
8 mg.  per  kilogram 
every  four  hours 
Anxious,  less  cyanotic,  thick 
coarse  wheeze,  decreased 
aeration;  epinephrine  0.30 
ml.,  oxygen,  isoproterenol 
inhalation  by  mist; 
theophylline 
8 mg.  per  kilogram  by 
rectum 

No  change  in  physical 

findings,  epinephrine  0.20, 
isoproterenol,  prednisone 
20,  theophylline  9 mg.  per 
kilogram  by  rectum 
No  change  in  physical 
findings;  epinephrine  0.20, 
isoproterenol,  prednisone 
20,  theophylline  8 mg.  per 
kilogram 


(continued) 
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TABLE  VIII.  ( continued ) 


Peak 

Flow 

(liters 

per 

minute) 

Date 

and  Acute  and 

Time  Subacute  Asthma 

12-14-77 

8:00  A.M.  Prednisone  20  mg., 

theophylline  8 per  kilogram 
by  rectum 

75;  120 

Noon  Loose  coarse  wheezes,  less 

retracting,  no  longer 
anxious,  improved  aeration; 
isoproterenol  mist, 
prednisone  10  mg., 
theophylline  8 mg.  per 
kilogram 

75  pre- 

4:00  P.M.  No  change  in  physical 

isopro- 

findings;  isoproterenol, 

terenol;  110 

prednisone  10,  theophylline 

postiso- 

8 mg.  per  kilogram  by 

protere- 

nol 

rectum  every  four  hours 

85  pre- 

9:00  P.M.  Physical  examination 

isopro- 

findings  unchanged; 

terenol; 

isoproterenol, 

120  post- 

prednisone  10,  theophylline 

isoprotere- 

8 mg.  per  kilogram 

nol 

by  rectum  every  four  hours 

12-15-77 

8:00  A.M.  Prednisone  20  mg., 

theophylline  8 mg.  per 
kilogram  orally 

115  pre- 

Noon  Adequate  aeration,  loose 

isoproterenol; 

coarse  wheeze; 

145  post- 

isoproterenol  inhalation; 

isoproterenol 

theophylline  orally 

100 

9:00  P.M.  No  change  in  physical 

findings;  epinephrine  0.15 
ml.,  isoproterenol 
inhalation,  theophylline  8 
mg.  per  kilogram  by  mouth 
every  four  hours 

12-16-77 

8:00  A.M.  Prednisone  10  mg., 

theophylline  8 mg.  per 
kilogram  orally 

120 

Noon  Good  aeration,  loose  coarse 

wheezes;  theophylline  8 mg. 
per  kilogram  orally  every 
six  hours 

120 

9:00  P.M.  Appears  well;  loose  wheezes; 

theophylline  8 mg.  per 
kilogram  orally  every  six 
hours  continued 

12-17-77 

140 

Noon  Well;  no  morning  predisone; 

loose  moist  wheezes; 
discontinue  prednisone; 
continue  theophylline,  8 mg. 
per  kilogram  orally,  every 
eight  hours 

Case  9.  A 43-year-old  nonsmoking  male  had  had 
partially  reversible  obstructive  pulmonary  disease 
for  many  years,  with  a nonreversible  restrictive 
component.  During  early  adulthood  he  had  been 
treated  for  tuberculosis  with  therapy  that  included 
pulmonary  collapse  and  pleural  lucite  particle  in- 
stillation. He  had  recurrent  episodes  of  bronchitis 


TABLE  IX.  Case  8,  male,  born  February  9,  1972 


Peak 

(liters 

per 

minute) 

Date 

Asthma 

190 

1-23-78 

Asymptomatic 

110 

1-30-78 

Dog  exposure  1-29;  outdoor  play 
1-30;  cough,  rhonchi,  start 
bronchodilator 

60  pre- 

isoproterenol; 
1 20  post- 
isoproterenol 

1-31-78 

Dry  cough,  1+  tight;  physical 
examination  findings  same, 
isoproterenol  inhalation,  1 + 
improved;  start  corticosteroid 

125  pre- 
isoproterenol; 
180  post- 
isoproterenol 

2-1-78 

Abdominal  pain;  rhonchi; 
isoproterenol,  1+  improved; 
lower  steroid,  discontinued  2-3 

and  no  known  cardiac  disease.  When  well,  he  con- 
sistently produced  a peak  flow  reading  of  3.6  to  4 L. 
per  second  with  a characteristic  end-expiratory 
“squeak”  audible  during  performance  of  the  peak 
flow  maneuver.  He  presented  himself  late  in  the 
afternoon  of  December  11,  1976,  in  great  distress, 
clutching  his  chest  and  complaining  of  severe 
crushing  substernal  chest  pain.  He  was  markedly 
dyspneic  and  diaphoretic,  and  had  a blood  pressure 
higher  than  his  usual,  with  a 40-point  pulses  para- 
doxicus;  pulsus  paradoxicus  had  not  been  present  on 
earlier  examinations.  He  was  noted  to  have  a regular 
cardiac  rhythm,  muffled  cardiac  sounds,  and  di- 
minished breath  sounds;  the  patient’s  chest  appeared 
to  be  hyperexpanded.  Epinephrine  would  be  ex- 
tremely useful  if  acute  asthma  were  present,  but  ex- 
tremely dangerous  if  a myocardial  catastrophe  had 
occurred. 

In  this  instance,  the  patient’s  familiarity  with  the 
peak  flow  instrument  and  maneuver  was  particularly 
useful.  A single  maximal  expiratory  effort  following 
maximal  inhalation,  observed  by  the  attendant 
physician,  resulted  in  a flow  rate  which  was  markedly 
less  than  usual  for  the  patient  and  which  was  also 
associated  with  a wheeze  heard  during,  and  only 
during,  the  peak  flow  maneuver.  The  patient  was 
thus  immediately  demonstrated  to  have  an  ob- 
structive pulmonary  impairment  more  severe  than 
usual.  With  oxygen  being  inhaled,  a small  dose  of 
epinephrine  was  administered;  a slight  increase  in 
peak  flow  was  noted  within  5 to  10  minutes,  as  were 
slight  decreases  both  in  degree  of  pulsus  paradoxicus 
and  in  pulse  rate,  which  remained  regular.  The 
suggestion  then  was  that  reversible  bronchospasm 
was  present.  The  chest  pain,  diaphoresis,  and  pulsus 
paradoxicus  had  suggested  either  a cardiac  or  a pul- 
monary event,  while  the  wheeze  and  response  to 
epinephrine  suggested  an  obstructive  pulmonary 
event,  which  was  then  treated  more  aggressively. 
Knowledge  of  this  patient’s  prior  peak  flow  pattern, 
and  the  patient’s  prior  familiarity  with  the  mea- 
surement procedure,  allowed  therapy  to  be  more 
immediate,  more  aggressive,  and  more  precisely 
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TABLE  X.  Case  9,  male,  born  September  26,  1931 


Peak 

Flow 

(liters 

per 

second) 

Date 

and 

Time 

Asthma;  Chronic 
Obstructive  Pulmonary 
. Disease;  History  of 
Tuberculosis,  Specifically 
Lung  Puncture,  Lucite 

4.0,  squeak 

2-7-76 

120/80  diminished  breath 
sounds;  fair  aeration 

4.0,  clear 

2-17-76 

Occasional  wheeze,  rhonchi 

4.0,  clear 

2-21-76 

3.6,  squeak 

3-2-76 

120/80 

3.6,  squeak 

5-15-76 

12-11-76 

Asymptomatic 

1.0,  end 

3:10  P.M. 

At  bar  with  friend;  severe 

wheeze 

dyspnea,  crushing 
substernal  pain,  clutching 
chest,  marked  diaphoresis; 
160/110,  40-point  pulsus; 
pulse  100  weak;  respiration 
40  shallow;  diminished 
breath  sounds,  poor 
aeration 

3:20  P.M. 

Epinephrine  1/1000  0.30  ml. 
subcutaneously;  oxygen 

1.6,  end 

3:30  P.M. 

150/110,  30-point  pulsus, 

wheeze 

pulse  120  weak,  regular; 
diminished  breath  sounds, 
oxygen;  isoproterenol 
inhalation,  slowly 

1.8,  end 

4:00  P.M.; 

130/100,  20-point  pulsus, 

wheeze 

4:10  P.M. 

pulse  140,  strong, 
respiration  30;  decreased 
auscultatory  sounds, 
?crackles,  epinephrine  0.30 

2.0,  moist 

4:30  P.M. 

Decreased  breath  sounds, 

wheeze 

poor  aeration;  isoproterenol 
inhalation,  greater 
concentration;  oxygen 

2.4,  loose 

5:00  P.M. 

No  diaphoresis;  small 

moist 

urtication  left  forearm; 

wheeze 

12-11-76 

diphenhydramine 
hydrochloride  (Benadryl), 
25  mg.  subcutaneously, 
prednisone  60  mg.  orally 

2.8,  rhonchi 

5:30  P.M. 

120/80,  no  pulsus,  pulse  140, 
respiration  20;  loose  coarse 
wheeze,  mild  dyspnea, 
much  relief  of  anxiety; 
diffuse  urtication  forehead, 
forearms,  anterior  chest 

5:40  P.M. 

Epinephrine  0.40, 

isoproterenol  inhalation 
(slow),  diphenhydramine 
hydrochloride,  25  mg. 
subcutaneously 

3.2,  loose 

6:00  P.M. 

120/80,  pulse  110, 

wheeze 

respirations  20,  moist 
wheezes 

3.6,  loose 

7:00  P.M. 

120/80,  pulse  90,  diffuse  moist 

wheeze 

wheeze,  fair  aeration;  home 

4.2,  squeak 

1-15-77 

Asymptomatic;  chest  clear. 

4.2,  squeak 

1-25-77 

Asymptomatic,  chest  clear. 

tailored  to  the  clinical  situation  than  if  the  pulmo- 
nary function  data  had  not  been  immediately  avail- 
able (Table  X). 

Comment 

The  preceding  cases  have  demonstrated  the  rou- 
tine use  of  the  peak  expiratory  flow  rate  measure- 
ment as  an  adjunct  in  following  patients  with  asthma. 
Pulmonary  function  data  thus  obtained  generate  a 
profile  pertaining  to  degree  and  variability  of  ob- 
struction in  each  patient,  enabling  both  patient  and 
physician  to  gain  further  insight  into  the  patient’s 
obstructive  process.  The  data  facilitate  early  de- 
tection of  disease  exacerbation  and  suggest  more 
appropriate  individualization  of  ongoing  therapy  in 
order  that  patient  management  might  be  more  pre- 
cise, more  aggressive,  and  perhaps  more  helpful  to 
the  individual  patient  than  might  otherwise  be  pos- 
sible. Serial  pulmonary  function  testing  enhances 
data  derived  from  history  and  physical  examination 
and  provides  objective  parameters  for  making  clinical 
judgments  while  sharpening  clinical  acumen.1’2’4- 

6,9 
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A common  admission  diagnosis  is  the  “acute 
abdomen,”  but  surgical  exploration,  at  times,  reveals 
an  uncommon  cause  for  the  classical  signs  of  acute 
peritonitis.  The  falciform  ligament  is  an  abdominal 
structure  that  is  rarely  involved  with  a primary  acute 
inflammatory  process.  Gondring,1  in  his  review  of 
the  literature  of  solitary  cysts  of  the  falciform  liga- 
ment, described  only  one  patient  with  signs  of  an 
acute  abdominal  condition.  He  added  a case  of  his 
own,  the  symptoms  of  which  were  colicky  pain  and 
deep  abdominal  tenderness.  Torsion  of  a fatty  ap- 
pendage of  the  falciform  ligament2  and  infarction 
of  the  ligament3  have  also  been  described  as  acute 
abdominal  conditions.  A single  case  of  suppurative 
phlebitis  of  the  umbilical  vein  with  a phlegmon  of  the 
round  ligament  has  been  reported.4  As  far  as  we  can 
ascertain,  there  are  no  other  reported  cases  of  acute 
peritonitis  secondary  to  a pathologic  process  origi- 
nating in  the  falciform  ligament.  An  isolated  abscess 
of  the  falciform  ligament  has  not  been  described 
previously;  the  presentation  of  a case  of  peritonitis 
secondary  to  an  abscess  of  the  falciform  ligament 
forms  the  basis  of  this  report. 

Case  report 

A 79-year-old  white  male  was  admitted  to  the 
Queens  General  Hospital  in  shock  on  April  28, 1978. 
His  history  was  one  of  diffuse  abdominal  pain  asso- 


ciated with  nausea,  vomiting,  and  constipation  of 
four  days’  duration.  He  had  been  in  excellent  health 
with  no  known  history  of  diabetes  mellitus,  hyper- 
tension, or  cardiac  disease.  There  had  been  no  prior 
surgery,  and  he  was  taking  no  medication. 

On  admission,  the  patient  was  semicomatose. 
Vital  signs  were:  blood  pressure  70  mm.  Hg  by  pal- 
pation, pulse  rate  120  per  minute  and  irregular,  re- 
spiratory rate  35  per  minute,  and  temperature  99° F. 
per  rectum.  He  was  well  developed  and  well  nour- 
ished. The  significant  physical  findings  were  sclera: 
nonicteric;  chest:  bilateral  basilar  inspiratory  rales; 
abdomen:  moderately  distended  with  diffuse  ten- 
derness and  rigidity,  no  masses,  bowel  sounds  di- 
minished; umbilicus:  unremarkable;  and  rectal  ex- 
amination: no  masses  or  tenderness,  and  the  stool 
was  brown  and  guaiac-negative. 

Admission  laboratory  data  were:  hemoglobin  13 
Gm.  per  100  ml.;  hematocrit  40;  white  blood-cell 
count  2,800  per  cubic  millimeter;  differential 
count — 38  percent  neutrophils,  21  percent  band  cells, 
36  percent  lymphocytes,  and  4 percent  monocytes; 
platelet  count  192,000  per  cubic  millimeter;  chem- 
istries—glucose  322  mg.,  total  bilirubin  1.5  mg.,  and 
alkaline  phosphatase  262  I.U.  per  deciliter;  urinaly- 
sis— protein  2 plus,  glucose  2 plus,  acetone  0,  formed 
elements  none.  Chest  x-ray  film  findings  were  nor- 
mal. A single  flat  plate  of  the  abdomen  demon- 
strated markedly  dilated  small  and  large  bowel  with 
no  intraperitoneal  free  air.  Electrocardiogram  dis- 
closed atrial  fibrillation. 

The  clinical  picture  on  admission  was  compatible 
with  a diagnosis  of  acute  mesenteric  infarction,  and 
the  hypotension  and  leukopenia  suggested  over- 
whelming infection  and  septic  shock.  The  patient 
rapidly  responded  to  endotracheal  intubation  and 
respiratory  therapy,  intravenous  fluids,  and  paren- 
teral antibiotics.  Shortly  after  stabilization  of  vital 
signs,  he  was  taken  to  the  operating  room  for  ex- 
ploratory laparotomy. 

The  abdomen  was  entered  through  a midline 
incision.  As  the  linea  alba  was  incised,  the  properi- 
toneal  fat  was  observed  to  be  necrotic,  purulent,  and 
green  in  color.  The  inflammation  extended  from 
within  a few  centimeters  of  the  xiphoid  process  al- 
most to  the  level  of  the  umbilicus.  When  the  peri- 
toneal cavity  was  opened  sufficiently  for  exploration, 
it  was  determined  that  the  abscess  was  continuous 
with  the  deeper  portion  of  the  falciform  ligament, 
and  extended  into  the  umbilical  notch  on  the  inferior 
aspect  of  the  liver  (Fig.  1).  The  abdominal  cavity 
contained  a moderate  amount  of  free  seropurulent 
material.  Examination  of  the  viscera  revealed  no 
other  focus  of  infection.  The  liver  was  normal  in  size 
and  consistency.  The  gallbladder  had  a fibrinous 
exudate  on  its  surface  and  was  mildly  distended; 
palpation  disclosed  a solitary  stone.  The  common 
bile  duct  was  normal  in  size,  and  no  stone  could  be 
palpated  within  the  lumen.  The  stomach  and  duo- 
denum were  unremarkable.  The  peritoneum  adja- 
cent to  the  falciform  ligament  was  covered  with  a 
mild  fibrinous  exudate  which  extended  into  the  re- 
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FIGURE  1.  Abscess  of  falciform  ligament  (arrow)  with  in- 
flammatory component  extending  from  midline  fascia  to 
umbilical  notch. 

gion  of  the  porta  hepatis. 

The  necrotic  falciform  ligament  and  adjacent 
properitoneal  fat  were  then  excised.  The  dissection 
was  carried  dorsally  into  the  umbilical  notch  of  the 
liver,  and  all  necrotic  tissue  was  removed.  A chole- 
cystectomy was  performed  because  of  the  impression 
that  the  inflammatory  process  might  have  started  in 
the  gallbladder.  An  intraoperative  cystic-duct 
cholangiogram  revealed  a normal  biliary  tree  and  free 
flow  of  bile  into  the  duodenum.  A biopsy  was  taken 
from  the  left  lobe  of  the  liver. 

During  the  operative  procedure,  appropriate  cul- 
tures were  taken  from  the  falciform  ligament,  the 
gallbladder,  and  the  peritoneal  fluid.  Following 
completion  of  the  procedure,  Penrose  drains  were 
placed  in  the  gallbladder  fossa  and  the  umbilical 
notch  of  the  liver.  The  abdomen  was  closed  with 
interrupted  polypropelene  sutures  using  a mass 
closure  technique. 

Intraoperative  cultures  were  reported  as  follows: 
peritoneal  fluid — Clostriduim  perfringens  and 
Bacteroides  fragilis;  falciform  ligament— anaerobic 
hemolytic  Escherichia  coli,  B.  fragilis,  and  C.  per- 
fringens; and  gallbladder  bile — B.  fragilis  and  C. 
perfringens.  A urine  culture  taken  prior  to  surgery 
was  sterile. 

Surgical  pathology 

The  surgical  specimen  consisted  of  six  irregularly 
shaped  hemorrhagic  soft-tissue  fragments  which 
ranged  in  size  from  2 cm.  by  1 .5  cm.  by  5 cm.  to  7 cm. 
by  2 cm.  by  1 .5  cm.  There  were  foci  of  serofibrinous 
exudate  over  the  surface  of  the  specimen,  and  all  the 
fragments  revealed  varying  degrees  of  hemorrhagic 
and  necrotic  changes.  Microscopic  examination 
showed  acute  inflammation  with  fresh  hemorrhage 
and  fibrinopurulent  serositis.  The  gallbladder  was 


dilated  and  measured  9 by  4 by  3.5  cm.  The  external 
surface  of  the  gallbladder  was  congested  and  covered 
by  focal  fibrinous  exudates,  the  wall  was  thickened 
to  0.5  cm.,  and  the  mucosa  was  congested.  In  the 
lumen  of  the  gallbladder  was  a single  yellow  stone, 
oval  in  shape,  with  a regular  surface  measuring  3 by 
5 by  2.5  cm.  Microscopic  examination  revealed 
chronic  cholecystitis  and  cholelithiasis.  The  liver 
biopsy  from  the  left  lobe  of  the  liver  had  a normal 
pattern  of  architecture  with  mild  chronic  inflam- 
matory infiltration  in  the  portal  spaces  as  well  as  in 
Glisson’s  capsule.  There  was  minimal  focal  intra- 
hepatic  bile  stasis,  but  no  evidence  of  abscess  for- 
mation. 

Postoperative  course 

The  patient’s  postoperative  course  was  compli- 
cated and  required  intensive  respiratory  support. 
He  developed  a wound  dehiscence  on  the  fifth  post- 
operative day  and  was  taken  to  the  operating  room 
for  secondary  closure.  At  that  time,  the  linea  alba 
was  found  to  be  necrotic,  but  there  was  no  evidence 
of  residual  infection  within  the  abdomen. 

The  patient  continued  to  have  pulmonary  prob- 
lems secondary  to  aspiration  and  required  a trache- 
ostomy. The  respiratory  insufficiency  eventually 
responded  to  vigorous  therapy.  He  was  doing  well 
and  was  to  be  discharged  to  a nursing  facility  when 
he  had  a sudden  cardiopulmonary  arrest  and  expired 
on  July  23,  1978. 

A postmortem  examination  demonstrated  neither 
residual  intra-abdominal  sepsis  nor  evidence  for  a 
source  of  prior  sepsis. 

Comment 

In  this  unusual  case,  the  only  structure  with  a 
known  focus  of  acute  infection  was  the  falciform 
ligament.  There  was  some  contiguous  serosal  in- 
volvement, but  no  evidence  of  a primary  inflamma- 
tory process  in  the  liver,  common  duct,  or  portal  vein. 
The  sterile  urine  culture  excluded  the  genitourinary 
tract  as  the  source  of  sepsis.  The  gallbladder  was 
chronically  inflamed,  but  was  not  the  seat  of  an  acute 
infectious  process.  However,  gallbladder  bile  did 
contain  the  same  bacteria  as  were  found  in  the  fal- 
ciform ligament.  This  is  significant  inasmuch  as  no 
other  source  of  sepsis  was  found  at  either  reoperation 
or  postmortem  examination. 

It  is  reasonable  to  assume  that  the  origin  of  the 
seeding  organisms  was  the  gallbladder,  but  the 
pathway  of  dissemination  and  reasons  for  localization 
in  the  falciform  ligament  are  obscure.  The  clinical 
and  laboratory  findings  excluded  the  possibility  of 
direct  or  hematogenous  routes.  Lymphatic  spread 
appears  most  likely,  since  both  the  gallbladder  and 
falciform  ligament  have  lymphatic  drainage  into  the 
hepatic  nodes. 

A solitary  cyst  of  the  falciform  ligament  that  con- 
tained bile  has  been  reported  in  the  literature.1  The 
bile  must  have  passed  to  the  falciform  ligament  from 
the  liver  or  gallbladder  through  abnormal  biliary 
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radicals,  although  none  were  found  in  the  specimen 
of  falciform  ligament.  This  mode  of  spread  should 
be  considered  in  our  case  even  though  no  abnormality 
was  noted  in  the  operative  cholangiogram. 

Summary 

An  abscess  of  the  falciform  ligament  was  found  to 
present  the  syndrome  of  an  acute  abdominal  condi- 
tion. The  diagnosis  was  not  suspected  prior  to  sur- 
gery, and  in  retrospect  the  clinical  history  provided 
no  clues  to  the  diagnosis.  The  source  of  the  infecting 
organism  was  probably  the  gallbladder,  and  the  route 
of  dissemination  to  the  falciform  ligament  was  by  way 
of  either  lymphatic  channels  or  aberrant  biliary 
ducts.  The  treatment  was  excision  of  the  involved 

Clinical  Clues 

— In  a patient  with  unexplained  heart  failure,  the  body 
must  be  searched  for  signs  of  an  arteriovenous  fis- 
tula. 

— Polyarthritis  occurs  in  sarcoidosis  as  a primary  dis- 
order and  not  an  extension  of  adjacent  bone  disease. 
It  occurs  rather  frequently. 

— Massive  fibrous  or  nonfibrous  tumors  not  affecting  the 
pancreas  can  produce  spontaneous  hypoglycemia. 
Such  tumors  are  usually  large  and  usually  affect 
men. 

— An  acquired  autoimmune  hemolytic  anemia  may  be 
found  in  3 to  10  percent  of  patients  with  systemic 
lupus  erythematosus. 

— When  lymph  adenopathy  is  suspected,  a barely  de- 
tectable lymph  node  hidden  behind  the  clavicle  can 
be  coughed  up  into  the  supraclavicular  fossa. 
Coughing  with  the  shoulders  held  back  is  the  best 
method  of  displacing  the  node.  Similarly,  an  enlarged 
thyroid  may  rise  up  into  the  neck  if  the  patient  is 
asked  to  swallow  or  drink  some  water  (Blood  14:  972 
(1959)). 

— The  possibility  of  recurrent,  hereditary  polyserositis 
(familial  periodic  disease)  should  be  considered  in 
every  case  of  obscure  nephritis.  Renal  damage  is  a 
frequent  sign  of  this  disorder,  altering  the  otherwise 
benign  prognosis.  This  renal  complication  may  be 
due  to  the  development  of  amyloidosis.  Familial 
periodic  disease  primarily  affects  Jews,  Armenians, 
and  Arabs,  a few  cases  being  reported  among  Turks 
and  Italians. 

— A lump  in  the  throat  should  never  be  dismissed  as 
functional  until  thorough  examination  discloses  no 
organic  condition. 

— Wilson’s  disease  (hepatolenticular  degeneration)  is 
an  inborn  error  of  metabolism  which  is  inherited  in  a 
recessive  fashion;  the  age  of  onset  of  symptoms  is 
usually  between  6 to  39  years.  The  average  age  of 
onset  among  males  is  14.6  years  and  for  females  12.9 
years. 

— The  Kayser-Fleischer  is  the  most  valuable  diagnostic 
sign  of  Wilson’s  disease.  It  should  always  be  looked 
for  in  children  or  young  adults  with  liver  disease.  The 
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ring  appears  first  as  a thin,  top  crescent  at  the  outer 
margin  of  the  cornea  and  usually  can  be  seen  with  a 
hand  lens  if  viewed  obliquely  from  above  in  a good 
light.  It  is  also  seen  in  the  lower  corneal  crescent 
before  it  extends  from  above  and  below  to  meet  lat- 
erally and  complete  the  ring. 

— The  rings  are  brown  and  are  much  more  easily  seen  on 
a blue  than  on  a brown  iris.  Under  treatment  the  ring 
may  disappear,  and  the  top  crescent  is  the  last  place 
in  which  the  ring  can  be  seen. 

— If  the  ring  cannot  be  seen  with  the  naked  eye  or  with 
a hand  lens,  then  a slit  lamp  or  gonioscopy  should  be 
employed.  Thus,  eye  consultation  plays  an  important 
role  in  the  diagnosis  of  Wilson’s  disease. 

— A low  or  absent  ceruloplasmin  concentration,  elevated 
serum  copper  concentration,  and  increased  excretion 
of  copper  in  the  urine  confirm  the  diagnosis.  This 
disorder  should  be  diagnosed  as  early  as  possible  be- 
cause there  is  now  a good  treatment  available  in  the 
form  of  penicillamine. 

— The  neurologic  symptoms  consist  of  tremor,  rigidity, 
awkwardness  of  gait,  clumsiness  of  the  hands,  dete- 
riorating performance  at  school,  childish  behavior, 
slurring  of  speech,  cramps,  personality  changes,  and, 
rarely,  schizophrenic-like  psychosis  and  seizures. 

— A family  history  of  liver  disease  should  also  suggest 
this  diagnosis.  The  hepatic  changes  may  disappear 
completely  by  the  time  there  is  evidence  of  central 
nervous  system  involvement. 

— A hemolytic  syndrome  may  be  part  of  this  disorder. 

— The  earlier  the  onset,  the  worse  the  prognosis. 

— The  hepatic  form  occurs  in  less  than  10  percent  of  the 
cases  in  which  the  manifestations  of  liver  disease 
predominate  and  precede  those  of  neurologic  in- 
volvement. 

— All  cases,  if  untreated,  eventually  show  progressive 
dementia,  with  impaired  judgment,  failing  memory, 
and  emotional  liability;  epileptic  seizures;  progressive 
muscular  weakness;  and  some  degree  of  cirrhosis  of 
the  liver. 

— Chronic  cases  show  amino  aciduria,  glycosuria,  and 
alkaline  urine  due  to  excess  bicarbonate  excretions 
and  low  serum  phosphate  and  uric  acid  levels. 

— Hepatic  copper  concentrations  are  elevated  in 
symptomatic  and  asymptomatic  Wilson’s  disease  and 
can  be  measured  after  liver  biopsy. 
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Many  drugs  cause  thrombocytopenia,  but  few  have 
been  demonstrated  to  operate  through  an  immuno- 
logic mechanism.1  We  recently  treated  a patient 
who  developed  profound  thrombocytopenia  after 
gentamicin  therapy  and  had  circulating  antiplatelet 
antibodies  induced  by  this  drug. 

Case  report 

A 69-year-old  woman  was  found  to  have  lympho- 
cytic lymphoma  with  bone  marrow  involvement  four 
years  previously.  She  was  treated  with  various 
chemotherapeutic  agents  and  palliative  radiothera- 
py. For  the  past  six  months  she  had  received  only 
prednisone,  20  mg.  per  day.  A platelet  count  of 

134,000  per  cubic  millimeter  was  reported  on  No- 
vember 23, 1977,  during  an  office  visit.  On  Decem- 
ber 2,  1977,  she  was  admitted  to  another  hospital 
because  of  an  episode  of  syncope.  Fever  was  noted, 
but  its  cause  could  not  be  determined.  She  was 
treated  with  intravenous  gentamicin  and  cephapirin 
sodium  for  one  week  before  she  was  transferred  to 
Cabrini  Medical  Center  on  December  16, 1977. 

Findings  on  physical  examination  at  that  time 
revealed  a temperature  of  38.1°  C.,  several  ecchy- 
moses  around  sites  of  previous  intravenous  injections, 
and  no  evidence  of  lymphadenopathy  or  hepato- 
splenomegaly.  Except  for  oral  candidiasis  and  two 
ulcers  on  the  vulvar  and  sacral  areas,  there  was  no 
other  focus  of  infection.  The  hemoglobin  was  8.5  Gm. 
per  deciliter,  the  leukocyte  count  was  3,900,  and  the 


platelet  count  18,000  per  cubic  millimeter.  The 
blood  glucose  was  457  mg.  per  deciliter.  Urinalysis 
test  results  showed  glucosuria  and  microscopic  he- 
maturia. The  template  bleeding  time  was  20  min- 
utes. A bone  marrow  aspirate  yielded  a cellular 
smear  with  no  evidence  of  lymphoma  infiltration; 
megakaryocytes  were  markedly  decreased.  The 
patient  was  treated  with  oral  nystatin  solution,  oral 
prednisone,  and  regular  insulin.  Eight  units  of 
platelets  were  given  on  December  17, 1977,  and  again 
on  December  20, 1977,  and  the  platelet  count  rose  to 

93.000  per  cubic  millimeter.  Thereafter,  it  remained 
around  60,000  per  cubic  millimeter.  Indomethacin 
and  acetaminophen  were  given  for  four  days,  but 
fever  persisted  and  ranged  from  38°  to  39.4°  C. 
Findings  on  repeated  blood  cultures  were  negative. 
A gallium  scan  and  an  ultrasonogram  both  revealed 
a mass  lesion  in  the  midabdominal  cavity.  Since  it 
was  thought  that  the  fever  was  not  of  infectious  ori- 
gin, no  antibiotics  were  administered  initially.  On 
December  28,  1977,  a positive  urine  culture  for 
Escherichia  coli  with  a colony  count  greater  than 

100.000  per  milliliter  was  reported  and  intravenous 
gentamicin  was  started.  After  three  80-mg.  doses, 
on  December  29,  1977,  the  platelet  count  dropped 
abruptly  to  5,000  from  a count  of  67,000  per  cubic 
millimeter  48  hours  earlier.  A platelet  count  on  the 
same  day  showed  a further  drop  to  2,000  per  cubic 
millimeter.  Epistaxis  developed.  Marrow  aspira- 
tion at  this  time  again  revealed  a paucity  of  mega- 
karyocytes. Gentamicin  was  discontinued.  A clot 
retraction  inhibition  test  was  performed,  but  it  failed 
to  demonstrate  gentamicin-dependent  antiplatelet 
antibodies.  A platelet  factor  3 release  test  showed 
antiplatelet  antibodies  at  a titer  of  1:64.  After  the 
addition  of  gentamicin,  the  titer  rose  to  1:768. 

Comment 

Among  the  various  methods  for  detecting  drug- 
dependent  antiplatelet  antibodies,  the  clot  retraction 
inhibition  test  requires  the  least  equipment  and  can 
be  performed  at  the  bedside.  However,  its  sensi- 
tivity is  low,  as  illustrated  in  our  case. 

In  1965,  Horowitz  et  al.2  introduced  a technique 
for  detecting  antiplatelet  antibodies  by  demon- 
strating increased  platelet  factor  3 activity  after 
“immunoinjury”  secondary  to  the  antigen-antibody 
reaction.  In  1969,  Karpatkin  et  al.3  modified  this 
method  and  considerably  increased  its  sensitivity.  A 
titer  of  more  than  1:4  indicates  the  presence  of  anti- 
bodies, and  a further  rise  in  titer  after  adding  specific 
drugs  confirms  its  drug-dependent  nature. 

The  12-fold  rise  in  titer  in  this  case  indicates  a 
significant  amount  of  gentamicin-dependent  anti- 
platelet antibodies  present  in  the  patient’s  serum. 
The  initial  high  titer  of  1:64  before  the  addition  of 
gentamicin  can  be  explained  by  the  repeated  previ- 
ous platelet  transfusion  given  to  this  patient  and  the 
isoantibodies  it  elicited. 

The  finding  of  markedly  decreased  megakaryo- 
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cytes  is  unusual,  since  immunologic  thrombocyto- 
penia, by  its  peripheral  destruction  of  platelet,  usu- 
ally results  in  compensatory  marrow  hyperplasia  of 
the  precursors.  A review  of  the  literature,  however, 
shows  cases  presenting  a similar  picture.4-5  This 
atypical  finding  can  be  explained  by  the  exhaustion 
phenomenon  or  by  antibody  activity  against  mega- 
karyocytes as  well  as  platelets.6 

The  major  adverse  reactions  of  gentamicin  are 
nephrotoxicity  and  neurotoxicity.  Hematologic 
complications  are  distinctly  uncommon.  A recent 
case  report  described  agranulocytosis  associated  with 
its  use.7  No  documented  case  of  gentamicin-induced 
immunologic  thrombocytopenia  has  been  reported 
thus  far.  However,  with  the  current  common  use  of 
this  antibiotic,  we  believe  this  potential  complication 
should  be  borne  in  mind,  especially  when  it  is  used 
repeatedly  in  the  same  subject. 

Summary 

Hematologic  toxicity  due  to  gentamicin  rarely  has 
been  reported.  We  report  a patient  with  lymphoma 
who  developed  severe  thrombocytopenia  on  two  oc- 
casions after  treatment  with  gentamicin.  Genta- 
micin-dependent antiplatelet  antibodies  were  dem- 


Clinical Clues 

— The  fever  associated  with  tuberculosis  can  begin  quite 
suddenly  and  can  persist  for  many  weeks  despite 
specific  therapy  (Mitchel,  D.  P.,  et  al.:  Fever  of  un- 
known origin,  Arch.  Int.  Med.  137:  1001  (1977)). 

— In  a large  series  of  cancer  patients  whose  records  were 
checked  for  fever,  70  percent  had  fever  at  some  time 
during  their  course  (Boggs,  D.  R..  and  Frei,  E.: 
Clinical  studies  of  fever  and  infection  in  cancer, 
Cancer  13:  1240  (I960)).  In  most  instances  this  was 
secondary  to  an  infection,  which  underscores  the  im- 
portance of  always  seeking  a treatable  source  of  fever 
in  such  patients. 

— In  this  same  large  series,  5 percent  of  the  cases  had 
fever  that  was  attributed  solely  to  the  neoplasm. 
Lymphoma  and  other  reticuloendothelial  neoplasms 
commonly  are  associated  with  fever,  and  no  infection 
may  be  found  by  the  most  exhausting  search. 

— There  is  a 55  percent  incidence  of  neuropsychiatric 
problems  in  patients  with  mixed  connective  tissue 
disease.  The  most  common  abnormality  is  “an 
aseptic  meningitis-like”  illness.  Other  problems  in- 
clude psychosis,  ataxia,  trigeminal  neuropathy,  pe- 
ripheral neuropathy,  and  recurrent  convulsions 
(Bennett,  R.  N.,  et  al.:  Neuropsychiatric  problems 
of  mixed  connective  tissue  disease,  Am.  J.  Med.  65: 955 
(Dec.)  1978). 

— Sensitive  serologic  tests  capable  of  diagnosing  essen- 
tially all  infections  with  hepatitis  A virus  and  HBV 
(hepatitis  B virus)  have  shown  that  certain  patients 


onstrated  by  a platelet  factor  3 release  test,  while  a 
clot  retraction  inhibition  test  was  negative.  An  un- 
usual feature  of  our  case  was  the  finding  of  decreased 
marrow  megakaryocytes,  the  significance  of  which 
we  discuss. 
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with  a viral  hepatitis-like  syndrome  have  neither 
hepatitis  A nor  hepatitis  B.  Such  cases  of  non-A, 
non-B  hepatitis  have  been  most  frequently  recognized 
in  studies  of  transfusion-associated  hepatitis.  Less 
than  20  percent  of  posttransfusion  hepatitis  is  due  to 
HBV  if  only  blood  from  voluntary  donors  that  has 
been  screened  by  third-generation  tests  for  the  pres- 
ence of  hepatitis  B surface  antigen  is  used  for  trans- 
fusion. Type  A hepatitis  rarely,  if  ever,  results  from 
blood  transfusion.  Thus,  most  transfusion-associated 
hepatitis  in  the  United  States  has  an  unknown  cause 
(Feinstone,  S.  M.,  et  al.:  Transfusion-associated 

hepatitis  not  due  to  viral  hepatitis  type  A or  B,  New 
England  J.  Med.  292:  767  (1975)). 

— Non-A,  non-B  hepatitis  resembles  type  B hepatitis  in 
several  respects.  Like  hepatitis  B,  non-A,  non-B  can 
be  transmitted  by  nonparenteral  or  at  least  apparently 
nonparenteral  types  of  exposure  (Alter,  H.  J.,  et  al.: 
Clinical  and  serological  analysis  of  transfusion-asso- 
ciated hepatitis,  Lancet  2:  838  (1975)). 

— Although  non-A,  non-B  hepatitis  has  been  reported 
to  spread  within  a family,  true  epidemic  hepatitis  is 
usually  type  A (Villarekos,  V.  M.,  et  al.:  Seroepi- 
demiologic  investigations  of  human  hepatitis  caused 
by  A,  B and  a possible  third  virus,  Proc.  Soc.  Exper. 
Biol.  & Med.  152:  524  (1976)). 

— Clinically,  non-A,  non-B  hepatitis  is,  on  the  average, 
milder  in  its  acute  form  than  hepatitis  B,  as  measured 
by  lower  mean  peak  transaminase  levels  and  a lower 
incidence  of  jaundice.  As  in  type  B hepatitis,  chronic 
hepatitis  often  develops  following  acute  disease 
(Ibid.). 
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Contralateral  orchiopexy  is  the  procedure  usually 
performed  in  conjunction  with  the  treatment  of 
testicular  torsion.  All  too  frequently,  this  procedure 
is  performed  in  the  most  expeditious  fashion  without 
due  consideration  of  possible  future  catastrophe  to 
that  testicle.  Presented  in  this  article  is  a case  report 
of  such  a rare  occurrence.  Pathologic  results  of 
delaying  treatment  as  well  as  several  alternative 
methods  of  orchiopexy  will  be  discussed. 

Case  report 

A 21-year-old,  black  male  developed  an  acute  onset 
of  testicular  pain  and  swelling  without  a history  of 
recent  trauma.  There  was  associated  nausea  and 
vomiting  without  fever,  chills,  or  voiding  difficulty. 
Seen  at  a local  hospital,  he  was  treated  for  epidi- 
dymitis, largely  on  the  basis  of  his  past  history,  which 
included  a right  orchiectomy  for  torsion  with  con- 
tralateral orchiopexy  six  years  previously. 

Four  days  later,  with  no  change  in  his  condition, 
the  patient  was  evaluated  at  our  facility.  The  right 
scrotal  compartment  was  empty,  and  the  left  was 
involved  in  an  inflammatory  reaction.  The  overlying 
skin  was  edematous,  hyperemic,  and  hyperesthetic. 
The  intrascrotal  contents  were  tender,  indistin- 
guishable, and  involved  in  an  8-cm.  tumefaction. 
The  initial  impression  was  torsion  with  testicular 
infarction,  and  the  patient  was  scheduled  for  surgical 
exploration. 

A transverse  hemiscrotal  incision  was  performed, 
and  a 180-degree  counterclockwise  torsion  of  the 
spermatic  cord  was  noted.  There  was  no  guberna- 
culum  or  other  apparent  testicular-scrotal  attach- 
ment, nor  was  any  parietal  tunica  vaginalis  present. 
The  epididymis  was  very  cyanotic  and  the  testicle 
mildly  so.  After  20  minutes  of  observation,  a marked 
improvement  in  the  color  of  both  structures  was 
noted.  Frozen-section  testicular  biopsy  revealed 
normal  spermatogenesis  with  focal  inflammation  and 
evidence  of  early  necrosis.  However,  because  this 

* The  views  expressed  herein  are  those  of  the  author,  and  do  not 
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patient  had  only  the  one  testicle,  it  was  elected  to 
perform  an  orchiopexy  with  a 3-suture  fixation. 

The  patient’s  postoperative  course  was  uneventful. 
The  final  pathologic  diagnosis  was  prominent  coag- 
ulation necrosis.  Follow-up  examination  revealed 
a marked  decrease  in  testicular  size  consistent  with 
atrophy. 

Comment 

Testicular  torsion  represents  one  of  the  true  uro- 
logic  emergencies.  The  earlier  it  is  resolved,  the 
better  the  chance  for  a viable  and  functioning  testicle. 
King  et  al.,1  in  their  extensive  review,  categorized  the 
pathologic  changes  as  a function  of  time  interval 
before  surgical  correction.  When  promptly  explored 
within  the  first  8 to  24  hours,  the  testicle  and  epidi- 
dymis appeared  congested  and  edematous  with  some 
evidence  of  hemorrhage.  Loss  of  cellular  chromatin 
material  and  pyknosis  was  evident.  Follow-up  ex- 
aminations at  one  year  showed  no  decrease  in  resid- 
ual testicular  mass  in  patients  treated  within  eight 
hours;  however,  up  to  a 20-percent  decrease  was 
noted  in  the  patients  treated  between  16  to  24  hours. 
When  treatment  occurred  after  72  hours,  fibrinous 
exudate  was  noted  grossly  with  hemosiderin  and 
hematoidin  present  in  the  interstitial  areas  and  tu- 
bules. Complete  atrophy  resulted  in  five  of  nine 
patients,  with  a marked  reduction  in  testicular  size 
in  the  remaining  four.  Treatment  delayed  four  to 
five  days  resulted  in  necrosis  and  fibrosis. 

Not  only  is  time  a factor  in  successful  surgical  in- 
tervention, but  the  method  of  orchiopexy  is  impor- 
tant as  well.  Johenning2  cited  a case  similar  to  the 
one  presented  involving  torsion  five  months  after  a 
previously  prophylactic  orchiopexy;  he  stressed  the 
inadequacy  of  the  2-point  fixation.  Taylor  and 
Bauer3  noted  that  eversion  and  suture  of  the  tunica 
vaginalis,  as  in  the  bottle  operation  for  hydrocele, 
followed  by  suture  fixation  of  the  tunica  albuginea 
to  the  scrotal  wall,  was  a better  method  of  orchiopexy. 
Gartman4  recommended  a similar  approach  with 
four  to  five  sutures  of  1-0  cotton  or  silk  placed  be- 
tween the  tunica  albuginea  and  medial  and  lateral 
scrotal  walls  at  the  upper,  middle,  and  lower  portions 
of  the  testicle. 

Conclusion 

The  case  presented  illustrates  several  important 
points.  First,  torsion  can  occur  in  a testicle  that  has 
previously  undergone  orchiopexy.  Second,  the  time 
interval  from  onset  of  symptoms  to  treatment  is  in- 
deed a factor;  however,  some  degree  of  testicular 
salvage  can  be  obtained  in  up  to  72  hours  in  many 
cases,  and  perhaps  even  longer  in  a few.  Last,  if  a 
prophylactic  orchiopexy  is  undertaken,  it  is  impor- 
tant to  perform  the  procedure  carefully  to  insure  a 
permanent  result.  Excision  or  eversion  of  the  pari- 
etal tunica  vaginalis  and  4-point  suture  fixation,  as 
proposed  by  Gartman,4  appears  to  be  an  appropriate 
method.  Whatever  procedure  is  undertaken,  pre- 
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vention  of  torsion  in  the  contralateral  testicle,  espe- 
cially if  prior  orchiectomy  had  been  performed,  is 
paramount. 

Summary 

Torsion  following  a previously  prophylactic  or- 
chiopexy is  an  extremely  rare  occurrence.  Presented 
in  this  article  is  a case  documenting  such  an  event. 
Diagnosis,  timing  of  surgical  intervention,  and 
technique  have  been  discussed. 

Urology  Department 


Clinical  Clues 

— Periodic  paralysis,  characteristically  of  the  hypo- 
kalemic variety,  is  a neuromuscular  complication  of 
thyrotoxicosis,  occurring  with  unexplained  frequency 
in  the  Far  East.  The  great  majority  of  the  patients 
are  from  China  and  Japan.  Men  appear  to  be  at  much 
greater  risk  than  women.  Despite  the  higher  preva- 
lence of  hyperthyroidism  among  women,  a male- 
female  ratio  of  greater  than  6:1,  has  been  reported  with 
patients  having  thyrotoxic  periodic  paralysis  (Platt, 
G.,  et  al.:  Thyrotoxic  periodic  paralysis,  with  upper 
motor  neuron  findings,  J.A.M.A.  240:  2464  (Nov.  24) 
1978). 

— Except  for  the  features  attributable  to  coexistent 
hyperthyroidism,  thyrotoxic  periodic  paralysis  is  de- 
scribed as  clinically  identical  to  familial  hypokalemic 
periodic  paralysis.  In  both,  there  are  recurring  epi- 
sodes of  flaccid  extremity  weakness  without  mental 
status,  or  sensory  abnormalities  (Ibid.). 

— Clinical  features  shared  by  thyrotoxic  periodic  pa- 
ralysis and  familial  hypokalemic  periodic  paralysis 
include  the  following:  (1)  cold,  carbohydrate,  sodium, 
and  rest  after  exertion  provoke  attacks;  (2)  generalized 
attacks  affect  the  proximal  muscles  before  the  distal 
ones;  (3)  involvement  of  the  muscles  of  ventilation, 
deglutition,  and  eye  movement  is  exceptional;  (4)  mild 
exercise  may  abort  impending  attacks;  (5)  serum  po- 
tassium level  is  decreased,  but  not  always  below  nor- 
mal range  during  attacks;  and  (6)  response  to  treat- 
ment with  potassium  salts  is  similar  in  both  groups. 

— Thyrotoxic  periodic  paralysis  accompanied  by  signs 
of  upper  motor  neuron  involvement,  may  produce  a 
confusing  clinical  picture,  suggesting  the  possibility 
of  a spinal  cord  lesion. 

— Pneumococci  are  often  found  in  the  sputum  of  pa- 
tients with  chronic  bronchitis,  but  in  the  absence  of 
acute  infection,  their  presence  is  of  uncertain  signifi- 
cance. They  may  be  present  in  the  sputum  of  over 
half  the  patients  without  any  history  of  respiratory 
illness  and  are  thought  to  be  derived  from  the  naso- 
pharynx (Brumfitt,  W.,  Willoughby,  M.  L.,  and 
Bromley,  L.  L.:  Lancet  2: 1306  (1957)). 
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In  the  patient  with  chronic  bronchitis,  there  is  no  re- 
liable way  to  distinguish  infected  episodes  from  vi- 
ruses and  those  associated  with  bacteria.  The 
symptoms  and  clinical  course  are  similar  in  each  case 
and  cause  pus  to  appear  in  the  sputum. 

— Idiopathic  hypercalciuria  occurs  in  about  40  percent 
of  the  patients  who  form  calcium  renal  stones,  and  is 
an  important,  remediable  cause  of  stone  disease  (Coe, 
F.  L.:  Nephrolithiasis,  Pathogenesis  and  Treatment, 
Chicago,  Yearbook,  1978,  p.  1). 

— It  is  not  so  much  a demarcated  illness  as  a quantitative 
departure  from  the  normal  range,  defined  simply  by 
a daily  calcium  excretion  of  about  300  mg.  (men),  250 
mg.  (women),  or  4 mg.  per  kilogram  (either  sex);  nor- 
mocalcemia  and  the  absence  of  a particular  cause  of 
hypercalciuria,  such  as  renal  tubular  acidosis,  sar- 
coidosis, or  immobilization,  that  is,  vitamin  D excess; 
hyperthyroidism;  glucocorticoid  excess  of  any  cause; 
malignant  tumors  involving  bone;  Paget’s  disease; 
rapidly  progressive  osteoporosis;  and  other  rare  con- 
ditions (Pak,  C.  Y.:  Disorders  of  stone  formation,  in 
Brenner,  B.  M.,  and  Rector,  F.  C.,  Jr.,  Eds.:  The 
Kidney,  Philadelphia,  W.  B.  Saunders,  1976,  p. 
1326). 

— The  cause  of  idiopathic  hypocalciuria  is  unknown. 
The  condition  occurs  in  children  with  the  same  fre- 
quency as  in  adults  (Moore,  E.  S.,  et  al.:  Idiopathic 
hypocalciuria  in  children:  Prevalence  and  metabolic 
characteristics,  J.  Pediat.  92:  906  (1978)). 

— Emphysematous  pyelonephritis  (renal  emphysema) 
is  a rare  but  frequently  fatal  complication  of  urinary 
tract  infection  in  diabetics,  with  a mortality  rate  near 
50  percent.  Bacterial  fermentation  of  glucose  pro- 
duces carbon  dioxide  and  hydrogen  so  that  a collection 
of  gas  is  seen  on  the  x-ray.  Crepitation  over  the  flank 
or  thigh  of  a diabetic  should  raise  the  possibility  of  a 
gas-forming  renal  infection  with  retroperitoneal  ex- 
tension (Dunn,  S.  R.,  et  al.:  Emphysematous  pyelo- 
nephritis: report  of  three  cases  treated  by  nephrec- 
tomy, J.  Urol.  114:  348  (1975)). 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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In  1967,  Kawasaki1  described  the  first  cases  of 
MLNS  (mucocutaneous  lymph  node  syndrome)  in 
Japan.  Melish,  Hicks,  and  Larson2  reported  nine 
patients  from  Hawaii  in  1974,  and  subsequently 
several  cases  were  reported  from  the  continental 
United  States.3-9  In  addition  to  the  earlier  features, 
a spectrum  of  abnormalities  has  been  described. 

A case  of  MLNS  with  myositis,  a finding  not  pre- 
viously reported,  is  presented. 

Case  report 

A 20-month-old  boy  was  admitted  because  of  a 
high  fever  unresponsive  to  oral  penicillin.  He  was 
well  until  five  days  prior  to  admission  when  fever, 
sore  throat,  cervical  adenopathy,  and  a rash  were 
noted.  The  rash  first  appeared  on  the  trunk  and 
spread  rapidly  to  the  face  and  extremities. 

Physical  examination.  The  child  appeared 
acutely  ill  with  a rectal  temperature  of  105°F.  Sig- 
nificant findings  were  (1)  nontender  anterior  cervical 
adenopathy,  (2)  erythema  of  the  lips  and  oral  mucosa 
and  a “strawberry  tongue,”  (3)  diffuse  erythema  of 
the  pharyngeal  mucosa,  (4)  bilateral  bulbar  con- 
junctivitis, (5)  firm  edema  and  erythema  of  the  palms 
and  soles,  and  (6)  generalized  polymorphic,  erythe- 
matous rash. 

Laboratory  data.  Test  findings  revealing  no 
abnormalities  included  those  for:  hemoglobin,  he- 
matocrit, platelet  count,  urinalysis,  serum  electro- 
lytes, blood  urea  nitrogen,  monospot,  heterophile 
agglutination,  lupus  erythematosus  preparation, 
antinuclear  antibodies  determination,  rheumatoid 
factor,  febrile  agglutinin,  Coombs’  test,  cold  agglu- 
tinin, and  chest  radiograph.  Additional  test  findings 
included  the  following:  WBC  (white  blood-cell) 

count  26,200  per  cubic  millimeter,  with  45  percent 
polymorphonuclear  leukocytes,  24  percent  bands,  29 
percent  lymphocytes,  and  2 percent  monocytes;  ESR 
(erythrocyte  sedimentation  rate)  46  mm.  per  hour; 
CRP  (C-reactive  protein)  3 plus;  antistreptolysin 
titer  less  than  1:100;  SCOT  (serum  glutamic  oxalo- 


acetic transaminase)  130  I.U.;  serum  bilirubin  0.4  mg. 
per  100  ml.;  LDH  (lactic  acid  dehydrogenase)  1,288 
I.U.,  with  the  LDH5  isoenzyme  predominant;  5- 
nucleotidase  8.4  I.U.;  CPK  (creatinine  phosphoki- 
nase)  660  I.U.;  aldolase  150  MU.  per  milliliter;  Ig- 
(immunoglobulin)G  820,  IgA  130,  and  IgM  140  mg. 
per  100  ml.  Blood,  throat,  and  urine  cultures  pro- 
duced no  pathogenic  bacteria,  and  an  electrocardi- 
ogram showed  “nonspecific  ST  changes.”  Permis- 
sion to  do  an  EMG  (electromyogram)  and  muscle 
biopsy  was  not  granted. 

Management.  The  child  received  intravenous 
fluids,  aspirin,  and  erythromycin.  Two  days  after 
admission,  he  was  noted  to  have  pain  and  tenderness 
of  the  proximal  muscles  of  his  extremities,  with 
moderate  weakness;  he  also  had  difficulty  swallowing 
and  speaking.  Neurologic  examination  findings 
remained  within  normal  limits,  except  for  depressed 
deep-tendon  reflexes.  On  the  seventh  hospital  day, 
the  WBC  count  was  16,400,  ESR  38  mm.  per  hour, 
SCOT  98  I.U.,  CPK  600  I.U.,  aldolase  120  MU.  per 
milliliter,  and  CPR  2 plus. 

The  muscle  pain,  tenderness,  and  weakness  per- 
sisted for  five  weeks,  then  gradually  resolved  over  a 
four-week  period.  The  patient  was  febrile  for  the 
first  10  days  of  the  illness,  afebrile  the  next  5 days, 
followed  by  3 days  of  fever  (101  to  102°F.)  associated 
with  recurrence  of  the  rash.  During  the  next  three 
weeks  there  were  three  transient  episodes  of  low- 
grade  fever  and  rash.  Viral  cultures  and  convales- 
cent serologic  studies  were  negative  for  viral  dis- 
eases. 

Follow-up  physical  examination  revealed  no  ab- 
normalities, and  all  previously  abnormal  laboratory 
study  findings  were  normal  four  months  after  onset 
of  the  illness. 

Comment 

The  principal  features  of  MLNS  are  fever,  bilateral 
conjunctival  congestion,  diffuse  reddening  of  the  lips 
and  oral  mucosa  with  strawberry  tongue,  nonpuru- 
lent  cervical  lymph-node  enlargement,  erythema, 
induration  and  desquamation  of  the  palms  and  soles, 
polymorphous  exanthem  of  the  trunk,  and  onset 
usually  before  five  years  of  age.  Other  findings  in- 
clude carditis,  diarrhea,  arthralgia  or  arthritis,  ure- 
thritis, aseptic  meningitis,  focal  encephalopathy,  and 
mild  jaundice.  Laboratory  abnormalities  include 
leukocytosis  with  a shift  to  the  left,  increased  sedi- 
mentation rate,  proteinuria,  and  the  presence  of 
CRP.  The  fever  is  unresponsive  to  antibiotics.  In 
most  instances,  MLNS  is  a disease  with  an  excellent 
prognosis.  About  2 percent  of  the  patients  die  from 
coronary  artery  aneurysm  with  thrombosis  causing 
myocardial  infarction. 

Etiologic  speculations  have  included  rickettsial 
disease,  hyperimmune  response  to  infection,  viral 
syndrome,  and  allergic  response  to  pollutants,  drugs, 
or  unidentified  toxic  agents.  Landing  and  Larson10 
compared  the  histology  of  MLNS  with  that  of  in- 
fantile polyarteritis  and  found  no  gross  or  micro- 
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scopic  features  of  the  vascular  lesions  to  warrant 
separation  of  MLNS  from  infantile  polyarteritis 
nodosa. 

Despite  our  inability  to  obtain  a muscle  biopsy  and 
EMG,  the  clinical  findings  of  muscle  pain,  tender- 
ness, and  weakness,  with  a markedly  elevated  CPK 
and  LDH,  strongly  support  the  diagnosis  of  myositis, 
a finding  not  previously  reported  as  a feature  of 
MLNS. 
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tient’s  resistance  to  coumarin.  Among  these  are  hy- 
perlipidemia and  hyperuricemia. 
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Special  Articles 


How  Does  Medical 
Profession  Guarantee 
Quality  Patient  Care? 

CHARLES  D.  SHERMAN,  Jr.,  M.D.,  F.A.C.S. 

Rochester,  New  York 

Clinical  Professor,  Surgery,  University  of  Rochester  School 
of  Medicine  and  Dentistry;  Surgeon,  Strong  Memorial  Hospital; 
and  Surgeon,  Highland  Hospital 


Some  legislators,  planners,  medical  administra- 
tors, and  other  health  professionals  have  focused  on 
CME  (continuing  medical  education)  as  the  major 
factor  in  keeping  physicians  up-to-date,  and  thereby 
guaranteeing  quality  health  care  to  the  American 
public.  This  article  will  discuss  the  role  of  CME, 
along  with  other  factors  that  help  achieve  this 
goal. 

Quality  health  care 

Upgrading  medical  schools.  In  my  opinion,  the 
quality  of  medical  care  can  be  maintained  best  by  the 
continuous  upgrading  of  our  medical  schools. 
United  States  medical  schools  are  preeminent  in  the 
world,  and  the  physicians  trained  by  them  are  out- 
standing. Although  it  is  a profession  under  attack 
at  the  moment,  medicine  and  its  practitioners  have 
continued  to  be  held  in  very  high  public  esteem. 
Medical  schools  choose  from  an  outstanding  pool  of 
candidates,  who  in  turn  are  able  to  take  advantage 
of  the  excellent  medical  education  our  schools 
offer. 

Residency  training  programs.  Second,  quality 
medical  care  for  the  public  is  best  obtained  through 
the  development  of  residency  training  programs. 
These  programs  build  on  the  knowledge  and  skill 
acquired  in  medical  school  and,  through  graded  in- 
creases in  responsibility  for  patient  care,  turn  out 
young  practicing  physicians  whose  abilities  are  un- 
matched anywhere  in  the  world.  Furthermore,  the 
development  of  specialties  in  various  fields,  with 
their  particular  residency  and  certification  programs, 
practically  guarantees  quality  care  for  patients  who 
require  specialized  services. 

Quality  control.  A third  way  is  through  quality 
control  measures  in  hospitals  and  enforcement  of 
standards  through  the  Joint  Commission  on  Ac- 


creditation of  Hospitals.  Facilities  must  be  kept 
up-to-date.  Tissue  committees  must  function 
properly.  Conferences  on  complications  and  death 
are  important  in  the  evaluation  and  improvement  of 
patient  care.  Audit  systems  and  review  of  all  records 
are  now  the  norm.  In  short,  standards  are  set  and 
adhered  to.  Physicians  review  one  another’s  work 
in  a variety  of  ways  and  review  the  total  care  rendered 
in  the  hospital. 

CME.  A fourth  way  is  through  continuing  med- 
ical education.  Although  it  is  an  important  factor 
in  guaranteeing  quality  care,  in  my  opinion  it  has 
been  overemphasized.  Advances  in  medicine  occur 
continuously,  and  physicians  do  have  a responsibility 
to  keep  up-to-date,  as  they  always  have.  A high 
caliber  of  physician  skill  and  knowledge  has  already 
been  established  by  the  time  medical  school  and  a 
residency  program  have  been  completed,  and  this 
proficiency  is  maintained  through  day-to-day  quality 
control  of  daily  work.  The  physician  is  already 
practicing  medicine  in  a way  that  exemplifies  “doing 
whatever  is  necessary  to  give  the  best  care  to  one’s 
patient.”  The  physician  has  also  learned  where  to 
obtain  needed  information,  and  is  skilled  in  inter- 
preting it  in  the  patient’s  best  interests. 

High-quality  journals  and  books  are  readily 
available  to  every  physician  in  the  United  States,  and 
they  remain  the  best  sources  of  continuing  medical 
education.  Among  their  other  functions,  our  na- 
tional, state,  and  local  medical  organizations  serve 
as  vehicles  through  which  new  information  is  dis- 
seminated and  integrated.  Most  of  the  CME  courses 
and  programs  developed  by  hospitals,  specialty  or- 
ganizations, and  institutions  of  medical  education  are 
excellent.  These  courses  fill  an  important  need, 
particularly  for  the  narrower  specialties,  such  as 
ophthalmology,  in  providing  new  medical  data  that 
are  used  frequently  by  the  physician. 

This  does  not  say  that  CME  guarantees  excellence 
in  medicine.  A large  percentage  of  CME  courses  are 
not  of  significant  practical  value  to  the  physician,  and 
thus  CME  can  be  ineffective  in  improving  the  health 
care  of  patients. 

There  certainly  are  times  when  substandard 
medical  care  is  rendered.  These  instances,  in  my 
opinion,  do  not  reflect  a lack  of  knowledge,  but  rather 
a failure  to  utilize  what  the  physician  already  knows, 
for  instance,  failure  to  take  a Papanicolaou  smear 
when  indicated.  This  attitudinal  or  motivational 
failure  cannot  be  corrected  by  CME.  This  problem 
begins  with  an  individual’s  character  development 
in  early  childhood,  and  can  be  ascribed  to  an  inability 
to  select  the  perfect  medical-school  student,  and, 
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..ally,  to  our  failure  to  insist  that  all  of  us — students, 
residents,  and  practicing  physicians — “do  everything 
that  is  necessary  to  render  good  patient  care.” 

Medical  society  membership 

An  offshoot  of  the  concept  that  CME  is  the  most 
important  factor  in  keeping  one’s  medical  knowledge 
up-to-date  and  so  to  ensure  quality  medical  care  is 
the  consideration  given  to  the  mandatory  CME  re- 
quirement for  membership  in  medical  societies,  and 
for  relicensure  or  reregistration  of  license.  Many 
specialty  boards  are  now  requiring  recertification  to 
ensure  that  specialists  stay  informed.  Although 
there  is  validity  to  this  concept,  most  physicians  do 
not  think  that  one’s  ability  to  pass  an  examination 
has  much  to  do  with  ability  to  render  good  patient 
care.  Many  physicians  feel  that  some  medical  so- 
cieties and  legislators  are  using  the  mandatory  CME 
requirement  as  a gesture  for  the  public. 

We  in  New  York  State  have  some  reservations 
about  CME  requirements  for  continued  membership 
in  MSSNY  (the  Medical  Society  of  the  State  of  New 
York),  and  especially  about  our  State  legislature’s 
intent  in  trying  to  mandate  CME  for  reregistration. 
If  the  State  forces  this  requirement  on  us,  we  hope  to 
have  included  a clause  that  would  accept  member- 
ship in  MSSNY  as  fulfilling  the  State’s  CME  re- 
quirement; this  obviously  would  boost  membership. 
It  seems  ironic  that  legislators  appear  to  be  forcing 
us  to  upgrade  an  already  very  high  standard  of  health 
care,  while,  at  the  same  time,  legitimitizing  other 
dubious  types  of  health  care,  such  as  chiropractic, 
and  legislating  public  funds  for  such  fields. 

In  our  final  consideration  of  CME,  we  must  create 
a balance  between  maximizing  its  role  in  medicine 


when  it  is  informative  and  vital,  and  minimizing  it 
when  ineffective. 

Goals 

It  should  be  our  goal  to  try  to  develop  the  best 
possible  CME,  with  programs  that  have  a significant 
impact  on  a physician’s  practice  and  its  day-to-day 
challenges.  CME  is  successful  when  information 
gleaned  through  a course  or  program  is  used  by  a 
physician  confronting  particular  clinical  problems. 

The  concept  of  a “teaching  consultation”  rendered 
at  the  time  a physician  has  a patient  with  a problem 
should  be  developed,  making  it  an  outstanding  ed- 
ucational experience  and  worthy  of  CME  credit.  We 
should  encourage  other  pilot  projects  and  research 
efforts  into  ways  and  means  of  making  CME  pro- 
grams more  meaningful  to  the  physician  and  bene- 
ficial to  the  patient.  The  AMA  might  consider  ex- 
panding its  already  outstanding  educational  section 
by  increasing  its  collaboration  with  specialty  societies 
and  other  groups  that  are  researching  and  developing 
individualized  CME  for  use  by  physicians  in  their 
own  hospitals.  This  would  ensure  meaningful  CME 
for  the  physician,  and  ultimately  would  be  beneficial 
to  the  patient.  Since  the  physician  would  not  have 
to  spend  time  and  money  in  traveling,  this  type  of 
CME  would  be  available  at  moderate  cost. 

Finally,  I hope  we  do  not  spend  large  amounts  of 
time,  effort,  and  money  in  developing  a bureaucracy 
devoted  to  collecting  data,  record-keeping,  surveying, 
and  accrediting  programs.  Rather,  I hope  our  main 
emphasis  and  the  allocation  of  funds  will  focus  on  the 
more  important  aspects  discussed  in  this  article. 

2253  South  Clinton  Avenue 

Rochester,  New  York  14618 
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Asbestos  and  Lung 
Cancer 

Evaluation  of  legal  requirements  of 
medical  causation 

RONALD  L.  MOTLEY,  Esq. 

Barnwell,  South  Carolina 

Attorney  at  Law,  Blatt  & Fales 


Lung  cancer  currently  causes  the  death  of  20  per- 
cent of  all  asbestos  insulation  workers,  75  percent  of 
which  is  attributed  to  their  work  with  asbestos.  The 
figure  of  20  percent  lung  cancer  deaths  in  insulation 
workers  is  deduced  from  all  deaths  in  that  class  of 
workers.  However,  where  asbestosis  exists  con- 
comitantly, the  toll  exceeds  50  percent.1  That  is, 
there  is  concomitant  lung  cancer  in  over  50  percent 
of  diagnosed  asbestosis  cases.  Where  the  asbestotic 
asbestos  worker  is  also  a heavy  smoker,  the  risk  has 
been  reported  by  various  authors  at  from  70  to  100 
percent.2  In  contrast,  while  lung  cancer  causes  about 
90,000  deaths  in  the  United  States,  or  23  percent  of 
all  cancer  deaths,  this  total  accounts  for  less  than  5 
percent  of  all  deaths.  All  forms  of  cancer  exact  the 
staggering  toll  of  almost  50  percent  of  deaths  in  in- 
sulation workers,  whereas  all  cancers  account  for  only 
20  percent  of  total  deaths  in  the  general  popula- 
tion.3,4 

Thus,  there  is  an  unequivocal  statistical  associa- 
tion between  asbestos  exposure  and  the  incidence  of 
lung  cancer.  This  statistical  association  can  be 
translated  into  a legally  sufficient  causal  relationship. 
However,  it  can  be  made  difficult  by  a noncompre- 
hending scientist  undergoing  cross-examination  by 
a skilled  and  knowledgeable  attorney. 

Relationship  of  epidemiology  and  statistics  to 
causal  connection  in  compensation  case 

Compensation  cases  are  concerned  with  individ- 
uals and  not  cohorts.  At  issue  in  court  is  whether  the 
widow  Jones  should  receive  compensation  for  the 
death  of  James,  a former  asbestos  worker,  from  lung 
cancer.  That  James  Jones,  while  alive,  was  at  a 
dramatically  increased  risk  of  contracting  lung  cancer 
is  of  no  emotional  comfort  to  James  and  scant  fi- 


nancial benefit  to  his  widow  on  his  death.  The  sta- 
tistics must  he  applied  to  the  specific  case  to  be 
useful. 

The  inquiry  must,  therefore,  focus  on  James  Jones: 
his  personal  habits,  including  whether  or  not  he 
smoked;  his  asbestos  exposure,  that  is,  dose  times 
duration,  including  time  from  first  exposure;  his 
clinical  history,  including  symptoms,  signs,  and  x-ray 
results;  and  the  pathologic  findings.  A complete 
autopsy  on  the  deceased  worker  makes  the  task 
simpler.  However,  the  lack  of  an  autopsy,  and  even 
the  total  lack  of  tissue  samples,  does  not  destroy  the 
case;  it  only  requires  stronger  clinical  evidence. 
What  is  required  is  a translation  of  the  statistical 
data  into  a meaningful  medicolegal  evaluation  of 
causation. 

Checklist.  Smoking  history.  Smoking  history 
would  include:  when  the  worker  started  smoking; 
duration  and  intensity  of  smoking,  which  are  best 
expressed  as  packs  per  day  times  years  of  smoking  or 
packs  per  years;  type  of  tobacco  product  smoked; 
periods  of  cessation;  and  true  inhalation  habits. 

Nature  and  duration  of  exposure  to  asbestos. 
Information  regarding  the  nature  and  duration  of 
exposure  would  include:  years;  interval  between  first 
exposure  and  recognition  of  disease;  intensity  of  ex- 
posure; presence  and  use  of  protective  devices;  exact 
nature  of  job;  and  direct,  indirect,  or  bystander  ex- 
posure to  asbestos. 

X-ray  evidence  of  asbestosis.  X-ray  findings  help 
answer  the  following  questions:  Was  asbestosis 

diagnosed  clinically  prior  to  diagnosis  of  cancer?  If 
so,  what  was  the  interval  between  diagnosis  of  the  two 
disease  entities?  How  extensive  was  the  disease 
process  as  demonstrated  by  chest  films?  If  serial 
x-ray  films  are  available,  did  the  disease  progress? 
Was  pleural  disease  present?  How  extensive  was  it? 
Were  pleural  plaques  calcified? 

Other  clinical  evidence  of  asbestosis.  Other 
clinical  evidence  of  asbestosis  would  involve  the 
following  inquiries:  Prior  to  diagnosis  of  the  cancer, 
did  pulmonary  function  tests  demonstrate  dys- 
function? In  particular,  was  there  evidence  of  re- 
duced vital  capacity,  that  is,  restrictive  lung  disease? 
Was  there  evidence  of  reduced  diffusing  capacity? 
Was  small  airways  disease  present?  Was  the  worker 
impaired  by  exertional  dyspnea? 

Pathologic  evidence  of  asbestosis  or  pleural  ab- 
normalities. Evidence  of  asbestosis  or  pleural  ab- 
normalities would  be  determined  by  responses  to  the 
following:  Were  asbestos  bodies  present  in  sputum 
cytologic  specimens?  Did  bronchial  washings  pro- 
duce asbestos  bodies?  Were  tissue  samples  obtained 
during  biopsy  or  surgical  procedures  and,  if  so,  was 
scarring  and/or  asbestos  bodies  demonstrated?  Did 
an  autopsy  confirm  asbestosis  and/or  pleural  disease 
and  to  what  extent? 

Other  questions.  Other  pertinent  questions  in- 
clude: what  did  pathologic  studies  of  the  tumor 
cytology,  histology,  and  classification  reveal?;  what 
was  the  primary  site,  cell  type,  metastases,  primary 
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location  of  tumor  in  lung?;  were  there  asbestos  bodies 
in  and  around  tumor  site?;  and  was  evidence  present 
of  lung  tissue  damage  from  cigarette  smoke,  espe- 
cially pigmented  macrophages. 

Clinical  evidence  of  typical  cigarette  smoking 
effects.  Clinicians  may  attribute  all  evidence  of 
obstructive  airway  disease  to  chronic  bronchitis  due 
to  cigarette  smoking.  However,  clinical  and  exper- 
imental evidence  clearly  demonstrate  that  asbestos 
causes  small -airways  obstructive  as  well  as  restrictive 
disease.5"7 

Evidence  accumulated  since  1964  appears  to  show 
that  occupation,  not  cigarette  smoking,  may  be  the  pri- 
mary cause  of  lung  disease,  especially  of  cancer  and 
chronic  obstructive  disease.  Comparisons  of  groups  of 
individuals  who  smoke  more  with  those  who  smoke  less 
actually  serve  to  contrast  groups  with  a high  propor- 
tion of  blue-collar  workers  exposed  to  toxic  fumes  and 
a low  proportion  of  professionals,  managers,  and  pro- 
prietors with  groups  having  lower  proportions  of  blue- 
collar  workers  and  higher  proportions  of  professionals, 
managers,  and  proprietors.8 

Armed  with  the  aforementioned  clinical  and 
pathologic  data,  James  Jones,  the  statistic,  actually 
becomes  James  Jones,  the  patient-asbestos  victim. 
Thus,  for  example,  assuming  that  Jones  was  diag- 
nosed by  x-ray  films  as  having  asbestosis  prior  to 
diagnosis  of  the  tumor,  and  that  asbestosis  was  con- 
firmed on  autopsy  with  concomitant  oat-cell  carci- 
noma, the  medicolegal  question  is  simplified.  Jones 
is  now  a member  of  the  class  of  20  percent  insulators 
dying  of  lung  cancer  and  the  class  of  50  percent  as- 
bestosis victims  with  concomitant  lung  cancer. 

The  statistical  hurdle  of  drawing  a causal  rela- 
tionship for  a class,  that  is,  lung  cancers  in  asbestos 
workers  caused  by  asbestos,  is  no  longer  insur- 
mountable since  we  are  now  dealing  with  a severable 
individual  class  member — James  Jones.  The  legal 
question  thus  becomes:  given  James  Jones’  medical 
and  exposure  history,  was  his  lung  cancer,  to  a rea- 
sonable degree  of  medical  certainty,  caused  by  his 
asbestos  exposure? 

Cigarette  smoker  defense 

In  the  grand  tradition  of  Alphonse  and  Gaston,  it 
is  convenient  for  the  asbestos  industry  to  attribute 
all  deaths  of  asbestos  workers  from  lung  cancer  to 
cigarette  smoking.  Thus,  in  a lung  cancer  compen- 
sation case  where  the  asbestos  worker  was  also  a 
smoker,  the  issue  of  asbestos-tobacco  synergism  must 
be  addressed. 

Pulmonary  specialists  know  that  asbestos  workers 
who  smoke  suffer  a 92  times  greater  risk  of  con- 
tracting lung  cancer  than  nonsmoking  nonasbestos 
workers.9  What  is  not  so  widely  quoted  is  the  fact 
that  asbestos  by  itself  is  a potent  carcinogen.  As- 
bestos has  promoted  carcinogenesis  in  experimental 
animals  by  inhalation,  oral  administration,  and  in- 
jection techniques.10 


Elmes2  reports  for  nonsmoking  asbestos  workers 
a fourfold  increase  in  risk  of  lung  cancer  above  that 
of  nonsmokers  in  the  general  population.  In  a study 
of  predominantly  Dutch  Amish  asbestos  textile 
workers,  not  known  for  tobacco  abuse,  Wagoner11 
reported  a significant  excess  of  lung  cancer  risk. 
Wagoner12  later  reported  seven  lung  cancers  in  a 
study  of  female  asbestos  textile  workers  where  only 
0.5  cases  were  expected.  Significantly,  four  of  the 
lung  cancer  victims  were  nonsmokers.  Wagoner’s 
findings  are  supported  by  the  data  reported  in  1972 
by  Newhouse,  et  al.13 

The  observations  of  Stell  and  McGill14  in  their 
comparative  study  of  the  incidence  of  laryngeal 
carcinoma  in  asbestos  workers  support  Wagoner’s 
findings.  The  investigators  found  an  elevenfold 
increase  in  laryngeal  carcinoma  in  asbestos-exposed 
patients  as  compared  with  controls  and  commented 
that,  “There  was  no  difference  in  smoking  habits  of 
patients  who  were  asbestos  workers  compared  to 
those  patients  who  had  no  association  with  as- 
bestos.” 

Earlier  statements  by  investigators  that  they  had 
not  seen  a case  of  lung  cancer  in  nonsmoking  asbestos 
workers  were  probably  explicable  by  virtue  of  the  fact 
that  smoking  by  males  was  almost  universal  with  this 
type  of  employment.  Blue-collar  industrial  workers 
have  a higher  prevalence  of  smoking;  the  nature  of 
work  with  asbestos  also  promotes  the  smoking 
habit. 

Smoking  is  also  more  prevalent  among  women  em- 
ployed in  industry  rather  than  those  engaged  in  tradi- 
tional types  of  “women’s  work”  (such  as  housework 
and  teaching).  The  full  extent  of  the  concentration  of 
smoking  among  blue-collar  workers  may  be  seen  by 
comparing  the  40  occupations  with  the  highest  preva- 
lence of  smoking  with  the  40  occupations  with  the  low- 
est prevalence  of  smoking.  Of  the  40  occupations  with 
the  highest  smoking  prevalence  among  white  males,  29 
(or  72.5%)  are  blue-collar  and  only  1 (or  2.5%)  is  of 
technical,  professional,  and  managerial  work.  On  the 
other  hand,  among  the  40  occupations  with  the  lowest 
smoking  prevalence,  only  4 (or  10%)  are  blue-collar  and 
27  (or  67.5%)  are  technical,  professional,  and  manage- 
rial work.  (White-collar,  sales,  and  service  workers 
were  equally  represented  among  the  40  occupations 
with  the  highest  (10  or  25%)  and  the  lowest  (9  or  22.5%) 
smoking  prevalence.  Similar  findings  hold  for  black 
males).8 

Hammond  and  Selikoff15  reported  that  non- 
smoking asbestos  workers  have  a fivefold  increase  in 
risk  of  lung  cancer  as  compared  with  nonsmoking 
nonasbestos  workers.  Further,  while  cessation  of 
smoking  for  10-plus  years  in  the  general  population 
reduces  the  risk  of  lung  cancer  to  levels  slightly 
greater  than  that  of  nonsmokers,  former  smokers 
among  asbestos  workers  do  not  enjoy  such  a dramatic 
reduction  in  risk  although  their  risk  is  lessened. 
Enterline,16  in  the  recent  report  presented  at  the 
International  Conference  on  Occupational  Lung 
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Disease,  interpreted  concisely  the  emerging  data 
concensus  on  asbestos  as  a carcinogen: 

For  smokers  and  non-smokers  alike,  the  relative  risk 
associated  with  asbestos  is  around  4.5.  That  is  to  say, 
for  an  asbestos  worker  who  was  a smoker,  the  probabil- 
ity is  around  75%  that  his  lung  cancer  is  due  to  the  as- 
bestos exposure.  About  the  same  probability  applies 
to  asbestos  workers  with  lung  cancer  who  never 
smoked  ...  . In  this  sense,  that  is  on  a relative  scale, 
there  is  no  interaction  between  cigarette  smoking  and 
asbestos  exposure  in  the  production  of  lung  cancer. 

Investigators  in  Great  Britain  reported  in  1977 
that  asbestos  exposure  increased  the  risk  of  carci- 
noma whatever  the  level  of  smoking,  concluding  that 
asbestos  exposure  and  the  level  of  smoking  can  act 
independently  in  causing  lung  cancer.1  ■ 

The  asbestos  industry  in  defending  cancer  claims 
has  argued  that  only  smoking  asbestos  workers  are 
at  elevated  lung  cancer  risk,  and,  therefore,  they 
suggest  that  asbestos  is  not  a primary  carcinogen.  In 
an  extensive  analysis  of  the  various  theories  of  the 
mechanisms  of  asbestos-tobacco  synergism,  Saracci18 
of  the  International  Agency  for  Research  Against 
Cancer  concluded  that  asbestos  and  smoking  are 
independently  capable  of  producing  lung  cancer,  but 
that  they  do  act  synergistically  when  combined. 

Three  simple  models  for  the  asbestos-smoking  inter- 
action on  human  lung  cancer  production  are  consid- 
ered. In  the  first  model  the  excess  incidence  of  lung 
cancer,  independently  due  to  asbestos  and  to  smoking, 
adds  together  when  both  agents  are  present  (additive 
model).  In  the  second  the  addition  of  each  one  of  the 
two  agents  produces  an  effect  (increase  in  lung  cancer 
incidence)  which  is  proportional  to  the  effect  of  the 
other  (multiplicative  model).  In  the  third,  asbestos 
can  only  increase  lung  cancer  incidence  in  the  presence 
of  smoking.  As  previously  found  by  other  investiga- 
tors, the  additive  model  appears  the  least  plausible  in 
the  light  of  the  data  from  two  published  epidemiologi- 
cal studies.  A discrimination  between  the  other  two 
models  is  attempted  through  a detailed  analysis  of  the 
five  published  epidemiological  studies  today  available 
which  provide  information  on  occupational  asbestos 
exposure,  smoking  habits  and  lung  cancer  risk.  Al- 
though the  data  do  not  allow  a definitive  discrimina- 
tion, the  multiplicative  model  appears  to  be  more  plau- 
sible, being  also  consistent  with  a multistage  carcino- 
genic mechanism  and  with  evidence  from  animal  (rat) 
experiments.  It  is  relevant  both  for  biology  and  for 
public  health  that  in  this  model  asbestos  and  smoking 
are  regarded  as  independently  capable  of  producing 
lung  cancer  in  humans  and  that  they  act  synergistically 
when  exposure  to  both  occurs. 

Read  together,  the  human  and  animal  data  clear- 
ly document  a primary  carcinogen  role  for  asbestos. 
Thus,  in  an  asbestos  worker  with  lung  cancer  who 
smokes,  it  cannot  be  gainsaid  that  asbestos  played 
a really  significant  causative  role.  Defenders  of  the 
asbestos  industry  concede  that  asbestos,  at  the 
minimum,  aggravates  the  smoking  asbestos  worker’s 


risk  of  contracting  lung  cancer.  In  assaying  the  legal 
cause  of  lung  cancer,  the  physician  must  recognize 
that  the  law  does  not  demand  scientific  perfection  or 
logical  purity;  legal  versus  scientific  certainty  is  dis- 
cussed following.  Each  lung  cancer  compensation 
case  must  rest  on  its  own  clinical  and  occupational 
facts,  with  statistics  just  framing  the  parameters  of 
assessment.  In  all  cases  of  lung  cancer  in  asbestos- 
exposed  individuals,  some  percentage  role  must  be 
assigned  to  asbestos,  with  the  balance  gradually 
tipping  in  the  asbestos  fiber’s  favor  as  additional 
classic  symptoms  of  asbestos  exposure  are  also 
present. 

A workable  quantification  of  probability  of  the  risk 
model  has  been  suggested  by  Enterline.16  Assaying 
the  statistical  increase  of  cancer  occurrence  for  var- 
ious asbestos-exposed  groups,  one  derives  relative 
probabilities  of  risk.  Thus,  where  Enterline16  found 
lung  cancer  in  an  asbestos  textile  plant  population 
at  a rate  of  64  per  100,000,  as  compared  with  the  rate 
of  31  per  100,000  in  the  general  population  of  males, 
“it  could  be  estimated  from  these  data  that  for  every 
64  lung  cancer  cases  . . . 33  were  due  to  the  asbestos 
exposures  and  31  were  due  to  something  else.”  Thus, 
it  logically  follows  that  in  a given  lung  cancer  case  in 
this  population,  there  is  a greater  than  50  percent 
probability  that  the  lung  cancer  was  caused  by  as- 
bestos. When  exposure  levels  and  time  from  first 
exposure  indices  are  factored  in,  the  probabilities 
vary.  With  lower  exposure  levels,  10  mppcf  (mil- 
lion particles  per  cubic  foot)  or  less,  and  first  expo- 
sures less  than  20  years  prior  to  death,  the  relative 
risk  was  1.2  percent,  for  17  percent  of  such  cases  were 
probably  due  to  asbestos;  men  exposed  to  levels  in 
excess  of  10  mppcf  and  for  periods  longer  than  30 
years  prior  to  death  suffered  a relative  risk  of  4.7 
which  translates  into  the  staggering  fact  that  80 
percent  of  all  such  cancers  were  probably  caused  by 
asbestos.16 

Such  a sliding  mathematic  scale  is  easily  compu- 
table where  epidemiologic  data  such  as  were  acquired 
by  Enterline  are  available.  However,  the  general 
principle  espoused  by  Enterline  based  on  his  data  is 
legally  extrapolatable  to  asbestos  worker  populations 
not  so  meticulously  studied.  Time  from  first  expo- 
sure in  a given  case  is  readily  obtainable,  and  com- 
parisons with  other  groups  which  have  been  studied 
is  proper  in  quantifying  the  probable  role  of  asbestos 
in  a given  case  of  lung  cancer. 

The  socioeconomic  forces  which  impact  on  blue- 
collar  industrial  workers  exposed  to  toxic  fumes  and 
dust  cannot  be  ignored.  While  it  cannot  be  doubted 
that  the  massive  antismoking  campaign  has  reached 
the  blue-collar  worker,  there  has  been  no  effort  to 
describe  the  devastating  synergistic  role  of  asbestos 
and  tobacco.  Neither  the  cigarette  warning  labels 
nor  the  asbestos  warning  labels  impart  the  deadly 
message  of  the  multiplicative  insult. 

Given  sufficient  information  of  the  enormous  risk, 
more  asbestos  workers  would  probably  quit  the 
smoking  habit.  As  Mark  Twain  so  elegantly  put  it: 
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“Nothing  so  needs  reforming  as  other  people’s  hab- 
its.” His  unstinting  smoking  cessation  campaign  was 
a model  for  all?  Speaking  to  the  issue  of  giving  up 
smoking,  Twain  opined:  “It’s  easy.  I’ve  done  it 
thousands  of  times.” 

Standard  of  legal  proof  required 

It  should  be  noted  at  the  outset  that  there  is  no 
single  legal  definition  of  causation.  Legal  certainty 
and  scientific  or  medical  certainty  are  not  synony- 
mous. 

Doctor’s  opinion  of  medical  causation  may  differ 
from  or  be  unrelated  to  what  the  law  prescribes  as  the 
legal  cause  of  injury,  as  there  is  a difference  between 
“medical  causation”  and  “legal  causation”;  the  doctor 
is  thinking  in  terms  of  a single,  precise  cause  for  a par- 
ticular condition,  while  the  law  endeavors  to  reach  an 
inference  of  reasonable  medical  certainty  from  a given 
event  or  sequence  of  events  and  recognizes  more  than 
one  cause  for  a particular  injurious  result.19 

Thus,  a legal  cause  might  be  interpreted  medical- 
ly as  a “contributing  factor,”  a term  most  physicians 
would  be  more  comfortable  with. 

The  most  common  legal  standard  of  proof  of 
medical  causation  employed  is  the  “reasonable  de- 
gree of  medical  certainty”  or  “more  likely  than  not” 
test.  Thus,  courts  have  required  that  for  an  expert’s 
opinion  on  medical  causation  to  be  admissible,  it 
must  state  the  conclusion 

in  the  terms  of  the  certain  or  at  least  the  probable 
and  not  merely  the  possible.  In  the  realm  of  medical 
evidence  this  rule  has  often  been  phrased  in  terms  of 
confining  physicians’  testimony  to  the  certain  or  prob- 
able future  consequences  of  present  injury  and  pre- 
cluding testimony  as  to  merely  possible  future  conse- 
quences.20 

The  rule  of  reasonable  certainty  was  devised  to 
prevent  the  jury  from  becoming  fortune  tellers  or 
soothsayers.  What  is  required  is  that  the  opinion  be 
based  on  reasonable  assertions  for  which  fair  reasons 
posited  on  facts  or  sound  science  may  be  found. 
Thus,  heretic  thinking  is  not  a fair  basis  for  legal 
causation,  although  its  place  in  science  is  well 
founded,  else  the  field  would  remain  static.  Con- 
versely, mathematic  elegance  is  not  required.  As  one 
ancient  legal  saw  aptly  put  it: 

When  professors  of  the  science  swear  they  can  thus 
distinguish,  it  would  be  taking  too  much  on  them- 
selves, for  persons  who  like  Judges,  are  not  adepts,  to 
say  the  witness  cannot  thus  distinguish,  and  on  that 
ground  refuse  to  hear  his  opinions  at  ail.  By  such  a 
course  the  judge  would  undertake  of  his  own  sufficien- 
cy to  determine  how  far  a particular  science,  not  pos- 
sessed by  him,  can  carry  human  knowledge,  and  to  de- 
termine it  in  opposition  to  the  professors  in  that 
science.21 

Distilled  to  its  essence,  reasonable  certainty  pre- 


vents the  rendering  of  opinions  so  poorly  founded  as 
to  hand  the  fact  finder  license  to  speculate  or  engage 
in  conjecture.  Therefore,  if  there  is  a 51  percent 
chance  that  there  is  a causal  relation,  the  legal  etio- 
logic  association  is  reasonably  certain;  49  percent  fails 
as  a mere  possibility.  Few  matters  of  importance  can 
be  rationally  decided  on  such  finite  niceties,  but  this 
is  our  common  burden. 

The  reasonable  certainty  test  is  not  universally 
accepted.  In  South  Carolina,  medical  causation  is 
not  legally  established  unless  the  result  “most 
probably  flowed  from  the  alleged  causative  agent.”22 
Less  stringent  requirements  are  imposed  in  other 
states  including  those  where  medical  causation  tes- 
timony is  competent  if  there  is  sufficient  testimony 
to  enable  the  fact  finder  to  form  an  intelligent  opin- 
ion which  men  of  ordinary  experience  and  judgment 
would  not  regard  as  extraordinary.23 

In  an  asbestos-induced  lung  cancer  case,  the  phy- 
sician is  required  to  opine  whether  James  Jones’ 
cancer,  more  likely  than  not,  was  caused  by  asbestos 
exposure.  None  can  deny  that  asbestos  contributed, 
and  as  the  number  of  physiologic  asbestos  exposure 
fingerprints  increase,  the  balance  is  tipped  in  favor 
of  asbestos. 

The  aforementioned  is  not  intended  to  plumb  the 
depths  of  the  legal-medical  causation  issue,  but 
merely  to  serve  as  a primer  to  those  who  must  bear 
the  cross  of  the  witness  stand. 

Consideration  of  these  legal  definitions  and  per- 
spectives may  well  aid  the  physician  who  is  called  as 
a witness  in  a Workers’  Compensation  or  third-party 
injury  suit.  It  should  help  avoid  or  shorten  seem- 
ingly endless  arguments  about  Jabberwocky. 

Beware  the  Jabberwock,  my  son! 
the  jaws  that  bite,  the  claws  that  catch! 

Beware  the  Jubjub  bird  and  shun 
the  frumious  Bandersnatch! 

The  second  lesson  from  Lewis  Carroll  could 
serve  as  a text  for  both  the  lawyer  and  the  physi- 
cian: 

“When  I use  a word,”  Humpty  Dumpty  said,  “it 
means  just  what  I choose  it  to  mean-neither  more  nor 
less.” — Lewis  Carroll,  Through  the  Looking  Glass 

P.O.  Box  365 
Barnwell,  South  Carolina  29812 
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Clinical  Clues 

— Clindamycin-associated  colitis  occurs  about  three  to 
four  times  more  often  following  oral  use  than  paren- 
teral administration  (Tedesco,  F.  J.:  Clindamycin- 
associated  colitis,  Am.  J.  Digest.  Dis.  21:  26  (1976)). 

— As  many  as  20  percent  of  the  patients  with  pseu- 
domembranous colitis  may  present  such  severe  ab- 
dominal pain,  diarrhea,  leukocytosis,  fever,  and  re- 
bound tenderness  that  surgical  intervention  is  con- 
sidered. 

— Since  more  than  a week  may  elapse  between  the  ces- 
sation of  clindamycin  therapy  and  the  onset  of  diar- 
rhea and  colitis,  and  since  the  patient  may  not  seek 
medical  attention  until  three  or  four  weeks  after  onset, 
it  is  important  to  ascertain  whether  or  not  any  anti- 
biotic has  been  used  within  the  preceding  four  to  six 
weeks  when  evaluating  a patient  with  diarrhea. 

— Mild  presenting  features  do  not  necessarily  indicate 
a mild  clinical  course.  Thus  any  patient  developing 
diarrhea  during  clindamycin  therapy  should  discon- 
tinue the  drug  (Hoverman,  L.  J.,  et  al.:  Colitis  asso- 
ciated with  oral  clindamycin  therapy,  Am.  J.  Digest 
Dis.  21:  1 (1976)). 

— In  at  least  half  of  the  cases  of  suppurative  gonococcal 

arthritis,  joint  fluid  cultures  are  negative  (Holmes,  K. 
K.,  et  al.:  Disseminated  gonococcal  infection,  Ann. 
Int.  Med.  74:  979  (1971);  Reiser,  H.,  et  al.:  Clinical 
forms  of  gonococcal  arthritis,  New  England  J.  Med. 
279:  234  (1968);  Cooke,  C.  L.,  et  al.:  Gonococcal  ar- 
thritis: a survey  of  54  cases,  J.A.M.A.  217:  204 

(1971)). 

— It  has  been  reported  that  symptomatic  osteoporosis 
is  much  more  common  in  heavy  cigarette  smokers 
(Daniell,  H.  W.:  Osteoporosis  and  smoking,  J.A.M.A. 
221:509  (1972)). 

— Most  patients  with  subclinical  hepatic  damage  sec- 
ondary to  isoniazid  recover  completely  while  con- 
tinuing to  take  the  drug  and  do  not  progress  to  clini- 
cally overt  hepatitis.  The  mechanism  underlying  this 
adaption  to  injury  is  unknown  (Mitchel,  J.  R.,  et  al.: 
Isoniazid  liver  injury:  clinical  spectrum,  pathology 
and  probable  pathogenesis,  Ann.  Int.  Med.  84:  181 
(1976)). 

— When  treating  paroxysmal  atrial  tachycardia  which 
is  unresponsive  to  treatment,  suspect  the  possibility 
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of  a Wolff-Parkinson-White  conduction  abnormality. 
You  will  not  always  find  the  delta  wave  in  such 
cases. 

— Atrial  tachycardia  with  block  is  usually  nonparoxys- 
mal  and  is  most  often  due  to  digitalis  intoxication. 

— Be  extremely  cautious  in  considering  cardioversion 
for  an  arrhythmia  which  may  be  due  to  digitalis  in- 
toxication. The  digitalis-sensitized  myocardium  is 
very  sensitive  to  electric  shock. 

— Carotid  sinus  massage  is  the  most  common  maneuver 
to  stimulate  the  vagus  nerve,  but  it  is  not  without  risk. 
Use  it  only  after  careful  consultation  has  disclosed 
that  the  two  carotid  arteries  are  patent.  Massage  only 
one  carotid  at  a time  with  electrocardiographic  mon- 
itoring, and  do  not  apply  pressure  for  more  than  five 
consecutive  seconds.  This  maneuver  should  first  be 
applied  with  the  patient  in  the  supine  position  and 
then  sitting  up.  In  older  patients  keep  in  mind  the 
risk  of  dislodging  atheromatous  debris.  Other  ma- 
neuvers which  may  be  successful  include  the  Valsalva 
maneuver,  induction  of  the  gag  reflex,  and  eyeball 
pressure,  although  the  last  may  be  extremely  painful 
and  can  cause  retinal  detachment. 

— WThen  confronted  with  a patient  with  a rapid  heart 
rhythm,  be  sure  to  consider  extracardiac  conditions 
such  as  hyperthyroidism,  lung  disease  with  hypoxia, 
electrolyte  imbalance  such  as  alkalosis  or  acidosis,  and 
pheochromocytoma. 

— Today  many  cardiac  arrhythmias  are  being  found  as 
a result  of  medications  such  as  belladonna  alkaloids, 
alcoholism,  excessive  smoking,  and  psychiatric  drugs 
such  as  the  tricyclic  antidepressants  and  the  anti- 
psychotic drugs,  not  to  mention  digitalis. 

— A cardiac  arrhythmia  may  be  the  first  clue  to  the 
presence  of  pulmonary  embolism.  In  this  disorder 
atrial  flutter  is  the  most  common  arrhythmia. 

— Control  of  atrial  flutter  usually  requires  larger  doses 
of  digoxin  than  does  fibrillation. 

— Be  extremely  cautious  in  the  use  of  propranolol  in  the 
treatment  of  cardiac  arrhythmias  if  there  is  evidence 
of  chronic  lung  disease,  asthma,  or  an  allergic  diath- 
esis. 

— Sudden  onset  and  termination  of  the  rapid  heart 
rhythm  suggests  paroxysmal  atrial  tachycardia. 

NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Chase  offers  you  something 
to  keep  your  practice  healthy. 


Sound  financial  advice. 


Even  with  the  extensive  education  you  received,  you  may  not 
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History  of  Medicine 


Autourotherapy 

The  water  of  life 


JOHN  R.  HERMAN,  M.D. 

New  York  City 

Clinical  Professor  of  Urology,  Albert  Einstein  College  of 
Medicine,  The  Bronx,  New  York  City 


The  idea  of  autourotherapy  is  repugnant  to  the 
great  majority  of  people.  Yet,  it  did  flourish  in  many 
parts  of  the  world,  and  it  continues  to  flourish  today. 
The  ex-Prime  Minister  of  India  blandly  announced 
that  he  consumes  6 to  8 ounces  of  his  own  urine  every 
morning.  The  Red  Crescent  (The  Arabian  “Red 
Cross”)  advises  parents  to  feed  children  their  own 
urine  in  times  of  dehydration,  to  prevent  their  dying 
of  thirst.  In  India  there  is  a large  project  getting 
under  way  to  scientifically  test  the  advantages  and 
disadvantages  of  these  uses  of  urine.  So,  it  can  easily 
be  seen  that  there  is,  unknown  to  most  of  us,  a wide 
usage  of  urotherapy  and  a great  volume  of  knowledge 
available  showing  the  multitudinous  advantages  of 
this  modality.  The  history  and  progress  of  this  “auto 
urinotherapy”  will  be  discussed  further  on,  as  will  its 
present  status  in  the  world. 

There  are  many  “authorities”  of  all  types  who 
suggest  that  urine  is  very  good  for  one’s  health.  The 
most  recent  believer,  widely  publicized  in  the  public 
press,  is  the  ex-Prime  Minister  of  India,  Morarji 
Desai.  At  82  years  of  age,  he  ran  the  government  as 
if  it  were  no  task  at  all,  and  runs  around  the  country 
as  if  he  were  a much  younger  man.  When  asked 
about  his  life  style  and  the  reasons  for  his  exuberant 
good  health,  he  modestly  said  that  he  partakes  of  all 
in  moderation,  eats  five  cloves  of  garlic  daily,  and 
every  morning  drinks  a glass  of  his  own  urine!  “It  is 
very  good  for  you  and  it  is  even  free  . . . urine  is  the 
water  of  Life.”1 

Contemporary  proponents 

The  first  book  to  receive  world  renown  discussing 
only  urotherapy  was  that  written  by  Armstrong  in 
1937, 2 called  The  Water  of  Life.  In  it,  Armstrong 
gave  many  of  the  arguments  for  utilization  of  one’s 
own  urine  for  conserving  chemicals  and  other  bodily 
properties  that  might  otherwise  be  wasted  by  re- 
cycling the  urine;  he  professed  that  many  diseases 


could  be  cured  or  at  least  influenced  by  its  con- 
sumption. 

Among  the  diseases  that  Armstrong  felt  he  had 
cured  by  urotherapy  were  gangrene,  cancers,  Bright’s 
disease,  leukemia,  heart  disease,  fevers,  orchitis, 
venereal  disease,  wounds,  the  common  cold,  and 
other  conditions.  Armstrong  was  not  a physician 
and  laid  no  claim  to  diagnostic  acumen.  His  state- 
ment: “As  the  therapy  to  be  outlined  in  this  book  is 
an  entirely  drugless  system  of  healing  and  is  a specific 
for  health  and  not  for  any  given  disease,  diagnosis 
plays  no  practical  part  in  the  treatment.” 

Armstrong  was  well  read  in  the  history  of  uro- 
therapy, and  also  claimed  to  have  “saved  himself’ 
with  its  application.  He  quoted  that  oft-cited  text 
from  Proverbs,  “Drink  only  waters  out  of  thine  own 
cistern,”  as  a biblical  source  for  this  therapy. 

The  therapeutic  regimen  used  to  cure  himself  of 
“consumption  of  both  lungs  and  diabetes”  was  to  fast 
for  45  days  on  nothing  but  urine  and  tap  water.  He 
also  rubbed  urine  into  his  body,  and  finally  broke  his 
fast  with  raw  beef.  At  the  end  of  the  fast,  “I  felt  and 
was  an  entirely  new  man.  I weighed  140  pounds,  was 
full  of  vim,  looked  about  11  years  younger  than  I ac- 
tually was,  and  had  skin  like  a young  girl’s.”  He 
advocated  drinking  every  drop  of  urine  he  passed! 
“Being  convinced  that  knowledge  must  not  be  sel- 
fishly ‘hidden  under  a bushel’  but  should  be  shared 
with  one’s  fellows,  I began  to  advise  and  supervise  the 
fasting  of  others  on  the  same  lines.” 

One  of  Armstrong’s  suggestions,  especially  im- 
portant to  some  of  us,  goes  as  follows:  “Many  of  my 
correspondents,  I may  add,  report  renewal  of  hair  as 
the  result  of  rubbing  the  head  with  old  urine  as  a 
daily  habit!”  However,  we  might  question  who 
would  approach  close  enough  to  see  the  new  hair! 
Armstrong’s  small  book  has  become  the  bible  of  the 
followers  of  urine  therapy. 

Another  widely  utilized  book  known  well  to  those 
who  follow  and  urge  urine  therapy  is  Manav  Mootra 
(Auto-urine  therapy),  a treatise  on  urine  therapy  for 
universal  health  (Fig.  I).3  (It  is  important  to  rec- 
ognize that  the  text  has  been  translated  from  Gu- 
jarati to  English!)  The  author,  Raojibhai  Manibhai 
Patel,  whose  book  reached  many  editions  in  Gujarati, 
Hindi,  and  English,  died  in  1962. 

Patel  states  in  his  introduction,  of  which  there  are 
many: 

Sky,  air,  water,  earth  and  fire  are  the  five  basic  ele- 
ments. This  world  and  the  human  body  are  made  of 
the  same  elements.  God  or  nature  has  given  well-pro- 
portioned body  to  every  human  being,  and  in  every 
healthy  body  the  five  elements  are  present  in  due  pro- 
portion. The  disturbance  in  proportion  is  caused  by 
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FIGURE  1.  Title  page  of  Manav  Mootra.3 


folly  of  the  man,  and  to  regain  health,  the  balance 
should  be  restored. 

The  power  to  restore  this,  is  contained  in  one’s  own 
urine.  As  the  earth  depends  on  the  sea,  so  the  body 
depends  on  its  urine  for  its  proper  functions.  Just  as 
water  has  the  power  to  contain  all  the  elements,  so  the 
urine  has  power  to  contain  all  the  elements  of  the  body. 
This  is  the  reason  why  urine  has  the  power  or  capacity 
to  restore  the  lost  health  of  the  body. 

The  Indian  author  quotes  Armstrong,  but  he  also 
quotes  from  his  own  backgrounds  of  Vedic  medicine 
as  follows: 

Man’s  urine  is  salty,  pungent,  bitter,  sweet,  light, 
tonic,  appetizer,  digestive  and  is  an  antipoison  and  de- 
stroyer of  worms,  cough,  excessive  bile  and  gas.  It  is 
laxative.  It  is  a cure  of  eye  diseases  too. 

The  use  of  urine  and  milk  has  been  prescribed  for  all 
human  diseases  by  Ayurveda  (book  of  Hindu  health 
and  medical  science).  As  has  been  said,  in  different 
texts  of  Ayurveda,  milk  and  urine  are  homogeneous 
with  human  body  since  they  are  its  products.  So  no 
objection  can  be  raised  to  their  use  for  human  body! 

In  this  book  there  is  a 12-point  summation  enti- 
tled “Urine  therapy  in  a Nutshell.”  I will  repeat  only 
three  of  the  points  made: 


1.  Auto-urine  is  an  easy,  natural  and  self-depen- 
dent means  to  health. 

5.  It  is  equally  useful  to  males  and  females  of  all 
the  age  groups  from  childhood  to  old  age. 

12.  It  is  a sure  cure  for  all  minor  and  major  diseases 
all  at  a time. 

It  is  easily  concluded  that  the  believers  in  this 
therapy  are  strongly  convinced  of  its  validity. 

Early  proponents 

Urine  has  been  mentioned  as  a therapeutic  agent 
in  many  books  and  articles  in  many  countries  over 
the  years.  Old  articles  advise  it,  such  as  in  Salmon’s 
English  Physician,  or,  the  Druggist’s  Shop  Open 'd, 
which  Salmon,4  Professor  of  physick,  near  Hol- 
bourn-Bridge,  London,  dedicated  to  Queen  Mary  II 
(Fig.  2A).  A subtitle  in  the  book  explains  its  purpose: 
“Explicating  all  the  Particulars  of  which  Medicines 
at  this  day  are  composed  and  made.  Shewing  their 
various  Names  and  Natures,  their  several  prepara- 
tions, Virtues,  Uses  and  Doses,  as  they  are  applicable 
to  the  whole  Art  of  Physick,  and  containing  above  600 
Chymical  processes.” 

Here  it  is  stated  “Man  or  woman’s  urine  is  hot,  dry, 
dissolving,  cleansing,  discussing,  resists  Putrefaction; 
used  inwardly  against  Obstructions  of  Liver,  Spleen, 


Moll  Serene  ‘ and  Illuftrious  P/incefs*’ 

marY  if- 

Queen  of  England , Scotland , 
France  and  Ireland , &c. 

MADAM, 

I Here  bring  you  a / mall  Prefent , and  humbly  lay 
it  at  your  Majefiies  Royal  Feet  t begging  your 
Acceptance  : ’ Tis  not  a Hifiory  of  Empires  and 
Kingdoms  , nor  a Polite  Romance  of  Knight  Errantry y 
or  a Difcourfe  of  Politicks , bur  a Jhort  manual  of  Phy - 
fick,  defignd  for  the  general  Vfe  of  your  Majefties 
Subjects,  and  accommodated  to  mean  Capacities^  in  or- 
der to  the  Reflauration  of  their  Healths . 

It  is  indeed  a Jhort  View  of  the  Druggifft,  Shop , a 
ferutihy  into  the  Materia  Medica  ; the  right  under- 
funding  of  which  gives  one  of  the  great  eft  tights  inti 
the  abujed  Art  of  Phyftck , and  for  want  of  Which  , 
Men  even  of  the  greatefi  Names  in  our  Profejfion-,  do 
but  intpofe  upon  the  Pitblick. 

’Tis  the  true  knowledge  of  this  which  gives  an  ability 
to  compofe  and  preferibe  Recipes , which  cannot  be  truly 
beneficial  without  thefe  J even  Qualifications , as  being 
Cheap,  common,  ealily  prepared,  effe&ual , fafe, 
durable,  fmall  in  Dole  ; where  all  thefe  confpire  to* 
£cther  in  any  Medicine  , it  mufi  ntcefarily  be  gebdi, 
ui  J 
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Gall;  as  also  against  the  Dropsie,  Jaundice,  Stoppage 
of  the  Terms  in  Women,  the  Plague,  and  all  manner 
of  malign  Fevers;  and  Authors  report,  that  if  a 
Woman  drinks  her  Husband’s  Urine,  she  will  have 
easie  travell”  (Fig.  2B).  Also  Salmon  explains:  “The 
urine.  Drank  it  cures  the  hottest  burning  Fever,  and 
expells  the  malignity  of  the  Disease,  it  provokes 
Urine,  is  good  against  the  Dropsie  and  Jaundice,  and 
dropt  into  the  ears,  helps  Pain  and  Deafness  in  them; 
it  is  said  also  to  heal  Ulcers  in  the  Mouth  . . . (Fig. 
2C). 

V . Man  or  Woman  s Vrine  is 
hoc,  dry,  dilfolving,  cleaning, 
difcufTing,  refills  Putrefaftion  , 
ufed  inwardly  againft  Obftru- 
ftions  of  Liver,  Spleen,  Gall  y 
as  alfo  againft  the  Dropfie, 
Jaundice,  Stoppage  of  the 
Terms  in  Women,  che  Plague, 
and  all  manner  of  malign  Fe- 
vers } and  Authors  report,  that 
if  a Woman  drinks  her  Hus- 
band’s Urine, fhe  will  have  eafieB 
XIV.  The  Vrine.  Drank  it 
cures  the  hotteft  burning  Fe- 
ver, and  expells  the  malignity 
of  the  Difeale,  it  provokes  U- 
rine,  is  good  againft  the  Drop- 
lie  and  Taundife,  and  dropt 
into  the  Ears,  helps  Pain  and 
Deafnels  in  them  y it  is  faid  al- 
fo to  heal  Ulcers  in  the  Month  $ 
the  diftilled  Volatile  Spirit  and 
Salt  are  powerfull  openers  of 
Obftruftions,  cure  all  forts  of 
Fevers,  whether  continent  , 
continual,  or  intermittent,  pu- 
trid, non-putrid,  or  malignant 
and  peftilential } as  alfo  .the 
Droptie,  Jaundife,  Gout,  Stop- 
pages ana  obftruftions  of  the 
c Urine, 


Salmon  continues:  “The  distilled  Volatile  Spirit 
and  Salt  are  powerfull  openers  of  Obstructions,  cure 
all  sorts  of  Fevers,  whether  continent,  continual,  or 
intermittent,  putrid,  nonputrid  or  malignant  and 
pestilential;  as  also  the  Dropsie,  Jaundice,  Gout, 
Stoppages  and  obstructions  of  the  Urine,  Epilepsies, 
Apoplexies,  Palsies,  Lethargies,  Vertigoes  and  such 
like  . . . Dose  of  the  Spirit  to  3 oz.,  of  the  Salt  to  10  gr. 
in  any  fit  Vehicle!” 

Incidentally,  Salmon  is  quite  specific  “Urine  is 
taken  from  Humane  kind,  and  most  four-footed 
Animals;  but  the  former  is  that  which  is  chiefly  used 
in  Physick  and  Chymistry.  It  is  the  Serum,  or  watery 
part  of  the  Blood,  which  being  directed  by  the 
emulgent  Arteries  to  the  Reins  is  there  separated, 
and  by  the  ferment  of  the  Parts,  converted  into  Urine 
or  Piss”  (Fig.  2D). 

Salmon  lists  different  preparations  made  from  the 
urine:  spiritus  urinae,  sal  urinae  volatile,  mag- 

isterium  urinae,  oleum  urinae,  and  spiritus  urinae 
antisepticus  are  some  of  the  preparations  named  and 
their  functions  described.  Indeed  there  is  an  entire 
chapter  telling  how  to  prepare  and  use  the  urine! 

Curative  powers 

In  A Full  and  Plain  Account  of  Gout,5  one  of  the 
author’s  remedies  is  filings  of  iron  put  in  a glazed 


I.  IT  is  called  in  Hebrew, 
a pi.  Shain , 

pi.  Shenim  : in  Greek,  50t Jfoy, 
Ouron,  Ourema  ( quod  ex 
Oureoy  mingo : ) in  Latin, 
Vrina : in  Englifh,  Vrine y Pifs , 
Stale. 

II.  Vrine  is  taken  from  Hu- 
mane kind,  and  mod  four-foo- 
ted Animals  *,  but  the  former 
is  that  which  is  chiefly  ufed  in 
Phyfick  and  Chymiftry.  It  is 
the  Serum , or  watery  part  of 
the  Blood,  which  being  dire- 
fted  by  the  emulgent  Arteries 
to  the  Reins  is  there  feparated, 
and  by  the  ferment  of  the  Parts, 
converted  into  Vrine  or  Pifj # d 

FIGURE  2.  (A  through  D)  Pages  from  Salmon's  English 
Physician,  or  the  Druggist's  Shop  Open'd  A 
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earthen  vessel  and  moistened  with  urine,  then  dried 
in  a fire,  moistened  again  with  urine,  dried  again  until 
the  entire  mass  is  reduced  to  rust  and  then  pounded 
to  a powder,  and  so  forth. 

In  China,  all  possible  bodily  secretions  were  used 
as  medicaments.  In  Chinese  Folk  Medicine 6 is  de- 
scribed the  use  of  boy’s  urine:  “is  said  to  possess 
great  curative  power  in  the  cure  of  lung  diseases. 
Swallowed  warm,  it  is  said  to  remove  hoarseness  and 
soothe  inflammed  throats.  Also  very  popular  as  a 
tonic  and  as  a solvent  for  clogged  blood  vessels  in 
pregnant  woman.  It  is  to  be  taken  three  times  a day, 
warm,  mixed  with  a dash  of  wine.” 

These  authors  also  mention  urine  in  aphrodisiacs, 
as  treatment  for  wounds,  and  in  other  mixtures. 

In  Iran,  before  the  Ayatollah  Khomeini,  children 
were  taught  in  their  religious  principles  classes  that 
urine  is  dirty  (Najes).  They  were  taught  at  the  same 
time  that  if  they  injure  themselves  or  wound  them- 
selves, when  there  is  no  water  about,  the  best  and 
safest  thing  to  do  is  lavage  the  affected  area  with  their 
own  fresh  urine!  Then,  as  soon  as  water  is  available, 
that  part  previously  washed  with  urine  is  Najes  and 
must  be  completely  cleansed  of  the  urine  with  fresh 
water  .... 

It  might  be  of  interest  to  note  that  in  some  of  the 
early  Egyptian  papyri  there  is  mention  of  washing 
with  urine  to  cure  skin  conditions;  “sewage  phar- 
macology” included  usage  of  feces  and  urines  from 
several  animal  species  for  specific  conditions. 

The  Vedic  medicine  books  contain  directions  for 
use  of  human  urine  for  treatments  of  both  body  and 
soul! 

In  the  Histoire  de  L'Academie  Royale  des  Sci- 
ences of  1708,  printed  in  Paris,  “with  the  Kings 
permission,”  Lemery7  analyzed  the  effects  of  cow’s 
urine  as  a medicine  and  analyzed  it  chemically  as 
well.  He  felt  that  the  Germans  used  cow’s  urine 
medically  long  prior  to  the  French.  The  French 
found  that  “the  name  of  ‘urine  of  a cow’  gave  the  sick 
an  idea  that  was  false  and  disgusting,  it  has  been 
given  a more  agreeable  term.  One  calls  it  ‘Water  of 
a thousand  flowers.’  ” 

Lemery7  discourses  learnedly  on  the  difference  in 
the  urine  between  a country  cow  and  a city  cow,  and 
between  a stabled  cow  and  a pastured  cow.  He  finds 
the  color  of  the  cow’s  hide  to  be  of  no  import!  He 
found  that  cow’s  urine  helped  him  to  control  and  cure 
jaundice,  rheumatism,  gout,  dropsy,  vapors,  sciatica, 
and  asthma! 

“Salem  flip " 

In  America,  too,  urine  was  utilized  medically  in  the 
early  days  of  medicine.  In  the  archives  of  the  Phil- 
adelphia Academy  of  Medicine  there  is  a letter  from 
Richard  Hazeltine,  M.D.,8  of  Berwick,  Maine,  Oc- 
tober, 1810,  on  “Observations  on  the  medical  use  of 
Human  urine.”  Dr.  Hazeltine  states: 

From  considering  the  most  obvious  qualities  of 

urine,  even  a superficial  observer  would  unhesitatingly 


conclude,  that  it  is  a substance  possessed  of  no  inconsid- 
erable power,  whether  taken  into  the  stomach;  ap- 
plied to  the  surface  of  the  body;  or  injected  into  the 
rectum;  and  when  its  proximate  principles  are  ascer- 
tained by  the  aid  of  chemical  agents,  one  would  feel 
himself  warranted  to  place  it  among  those  articles 
which  are  capable  of  producing  very  evident  effects  on 
the  living  system. 

The  sensible  qualities  of  urine  are  so  disgusting,  that 
we  believe  nothing  but  positive  experience  of  its  utili- 
ty, discovered  by  accident  or  design,  in  certain  cases  of 
indisposition  and  disease,  would  sanction  its  use,  in 
any  age  or  country. 

Were  I to  attempt,  in  the  technical  language  of  ma- 
teria medica  writers,  to  express  my  ideas  of  the  medical 
properties  of  urine,  I should  say  it  is  emetic,  cathartic, 
expectorant,  sudorific,  detergent,  and  discutient: 
high-sounding  titles  indeed!  but  which  have  often  been 
applied  to  substances  possessed  of  powers  far  inferior 
to  those  of  urine. 

Ever  since  I can  remember,  I have  been  acquainted 
with  the  occasional  internal  use  of  urine,  as  a domestic 
medicine:  and  during  by  pupilage,  my  preceptor 

sometimes  prescribed  it  from  a principle  of  economy, 
or  as  a medicina  pauperum,  in  the  quantity  of  half  an 
ounce,  or  perhaps  an  ounce,  sweetened  with  molasses, 
to  infants;  to  those  especially  within  the  month;  with  a 
view  to  cleanse  the  alimentary  canal,  which  it  does  ef- 
fectually, and  to  a better  purpose,  in  my  opinion,  than 
many  other  medicaments  that  are  often  given  with  the 
same  intention. 

Dr.  Hazeltine  continues: 

Often  in  the  imbecile  age  of  childhood,  after  I had 
gone  to  bed,  have  I sip’d,  and  with  no  great  reluctance, 
the  steeming,  salutiferous  “buttered-flip”;  adminis- 
tered by  the  careful  hand  of  an  affectionate  mother,  to 
several,  perhaps,  of  her  tender  offspring,  who  were  af- 
fected with  various  catarrhal  complaints,  brought  on 
by  wet  feet,  and  exposure  to  sudden  vicissitudes  of  the 
weather.  The  “buttered-flip”  was  composed  of  recent 
urine,  obtained  from  some  one  of  the  children,  hot 
water,  honey  and  a little  butter:  and  it  generally  re- 
moved the  complaints  for  which  it  was  given. 

A very  respectable  elderly  lady  of  the  society  of 
Friends,  who  formerly  lived  in  Lynn,  Massachusetts, 
and  who  justly  acquired  a high  reputation,  and  no  in- 
considerable authority  as  a nurse;  has  told  me  that 
urine  was  frequently  exhibited  in  the  same  manner — 
she  had  thought  proper  to  dignify  the  mixture  of  urine 
and  molasses  with  the  name  of  “Salem  flip.” 

In  Manav  Mootra  3 the  Sanskrit  text,  Shivambu- 
Kalpai  is  quoted  as  follows: 

That  discriminate  and  well  intentioned  practitioner 
should  get  up  early  in  the  morning  and  urinate  facing 
the  east.  Some  portion  in  the  beginning  as  well  as  at 
the  end  should  be  left  out  while  the  middle  portion 
should  be  collected.  It  is  the  best  portion  of  urine  for 
drinking. 

By  taking  urine  through  the  nose  every  morning  all 
diseases  in  the  body  caused  by  Vata,  Petta,  and  Gapha 
are  destroyed.  Digestion  is  increased  and  body  be- 
comes strong. 

One  who  rubs  urine  all  over  the  body,  three  times 
during  the  day  and  three  times  at  night,  lives  long.  All 
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his  body  joints  are  strengthened  and  he  becomes  free 
from  disease  and  remains  cheerful. 

One  who  rubs  the  body  with  urine  throughout  night 
three  times  gets  a beautiful  body  as  lustrous  as  gold. 

In  World  Medicine  there  is  an  article  by  McMa- 
nus9 in  which  is  described  an  Indian  magazine,  said 
to  be  a best  seller,  called  Auto-Urine  Therapy  (in- 
corporating Naturopathy)  and  a book  called  Urine 
Therapy  by  Dr.  C.  P.  Mithal  which  I do  believe  is 
Manav  Mootra  in  one  of  its  translations! 

Composition 

The  actual  composition  of  urine  has  often  been 
discussed.  The  chemical  “waste  materials”  passed 
in  the  urine  are  well  known  to  all — the  hormones  and 
trace  elements  that  might  be  of  value  if  recycled  by 
urinotherapy  are  not  too  frequently  discussed  and 
will  not  be  in  this  forum.  Suffice  it  that  Armstrong2 
finds  that  “the  volatile  salts  of  urine  powerfully  ab- 
sorbs acids  and  destroys  the  very  root  of  most  dis- 
eases of  the  human  bodies.” 

Armstrong2  continues,  “the  idea  that  urine  con- 
tains poisonous  elements  which  the  body  is  endeav- 
oring to  eliminate  is  based  upon  theory  only,  and  is 
not  demonstrated  by  the  facts.” 

He  quotes  Prof.  Jean  Rostande  in  Voltaire’s 
Candide  as  follows:  “A  recent  discovery  regarding 
the  activity  of  hormones  has  completely  revolution- 
ized their  study — that  certain  of  them  fall  through 
the  kidney  to  pass  out  of  the  urine  ....  The  dis- 
covery of  hormone-urinology  has  had  far-reaching 
consequences.  Urine  provides  a practically  unlim- 
ited quantity  of  basic  matter  ....  From  the  thera- 
peutic point  of  view  it  is  possible  to  envisage  the  use 
of  these  human  hormones  as  apparently  capable  of 
exercising  great  power  over  the  human  organism 

Armstrong  furthur  states:  “the  Llamas  of  Thibet 
and  the  yogis — claim  to  live  to  a great  age  by  means 
of  the  use  of  urine  ....  In  the  last  century,  the 
drinking  of  one’s  own  urine  was  a well  known  cure  for 
jaundice,  and  some  doctors  had  the  courage  to  pre- 
scribe it.” 

Offensive  in  concept 

“En  passant,”  says  Armstrong,  “I  may  mention 
that  not  so  long  ago  one  of  the  most  exclusive  and 
expensive  toilet  soaps  was  made  from  the  dehydrated 
salts  and  fats  of  the  urine  of  grass  fed  cows,  and  an- 
other from  the  urine  of  Russian  peasants.” 

A final  objection  which  may  be  raised  against  urine 
intake  by  the  fastidious  is  that  the  taste  must  be  so  ut- 
terly revolting  that  only  heroes  could  bring  themselves 
to  drink  it.  This  assumption,  however,  is  incorrect. 
The  taste  of  healthy  urine  is  not  nearly  as  objection- 
able as,  say,  magnesium  sulfate  (Epsom  salts).  Fresh 
morning  urine  is  merely  somewhat  bitter  and  salty. 
But  as  already  mentioned,  the  more  frequently  it  is 
taken  the  more  innocuous  does  it  become  .... 

So  we  see  that  autourotherapy — the  fasting  on 


one’s  own  urine  and  water  alone — constitutes  a cure 
for  almost  all  diseases.  Armstrong  wrote  and  pub- 
lished his  methods  prior  to  having  treated  leprosy, 
so  we  are  not  quite  certain  if  this,  too,  may  be  so  easily 
conquered  by  utilization  of  the  water  from  one’s  own 
cistern! 

Let  me  quote  one  further  urologic  case  from  Water 
of  Life  (Fig.  3).  “Old  gentleman  began  to  have  dif- 
ficulty in  voiding  his  urine.  Was  advised  by  a friend 
to  try  taking  half  a pint  of  his  own  water  every 
morning  on  arising,  this  to  be  followed  at  the  usual 
time  by  a light  breakfast  instead  of  the  customary  full 
meal.  Result:  in  one  month  after  starting  the 

treatment  he  was  rid  of  his  trouble.”  Armstrong2 
doesn’t  say  sufficient  to  establish  diagnosis,  but  calls 
it  “case  of  prostate  trouble  in  its  incipient  stage.” 
Urologists,  have  you  considered  urotherapy? 

I am  in  possession  of  a letter  from  one  of  India’s 
better-known  physicians  about  urotherapy.  He 
states  that  so  far  there  has  been  no  scientific  inves- 
tigation, but  that  he  expects  to  be  starting  a program 
to  investigate  urotherapy  in  the  near  future.  The 
letter  is  dated  15  February,  1978. 

From  Newsweek  Magazine  of  October,  197010: 
“The  Red  Crescent  raised  the  grim  specter  of  massive 
health  hazards  in  Amman,  ‘Your  children  are  expir- 
ing of  thirst,’  said  one  Red  Crescent  radio  broadcast. 
We  cannot  help  you  except  by  telling  you  that  you 
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may  be  able  to  save  their  lives  by  letting  them  drink 
their  own  urine.  It  will  cause  them  no  harm!” 

Comment 

As  mentioned  before  to  most  of  the  civilized  peo- 
ples of  the  world  there  is  a strange  repugnance  about 
drinking  urine,  even  their  own.  Why  this  should  be 
is  questionable  and  the  question  is  not  answered  by 
saying,  “It  is  waste  matter  discharged  from  the 
body!”  Over  most  of  the  civilized  world,  blood  and 
blood  derivatives  are  used  medicinally  with  no 
thought  of  the  distaste  usually  associated  with  uro- 
therapy.  We  utilize  packed  cells,  plasma,  white  cells, 
and  various  other  fractions  of  the  blood  without 
pause.  Urine,  too,  is  only  a derivative  of  the  blood. 
We  see  babies  nursing  from  their  mother’s  nipple  and 
we  are  not  disgusted,  we  drink  cow’s  milk  with  no 
hesitation,  and  we  eat  cheeses  from  cows,  goats,  and 
other  animals;  we  even  go  so  far  as  to  spoil  these  milks 
and  drink  them  as  yoghurts,  sour  cream,  and  but- 
termilks with  no  antagonism  from  our  neighbors  or 
friends!  Further  than  that,  we  eat  raw  meat,  and  we 
eat  and  consider  a delight  kidneys  from  young  ani- 
mals, yet  we  would  not  consider  eating  or  drinking 
the  urines  from  these  same  sources. 

What  is  in  the  urine  that  is  so  disgusting  and  yet 
is  so  readily  utilized  to  cure  so  many  conditions? 
Free  and  Free11  listed  approximately  200  constitu- 
ents of  normal  urine,  but  stated  emphatically  that 
this  was  only  a list  of  compounds  of  interest.  They 
said,  “It  is  now  recognized  that  the  urine  contains 
thousands  of  compounds,  and  as  new,  more  sensitive 
analytical  tools  evolve,  it  is  quite  certain  that  new 
constituents  of  urine  will  be  recognized.”  Normally 
excreted,  urine  is  a fluid  of  tremendous  variations  of 
composition.  Usually  comprised  of  92  to  99  percent 
water,  the  vast  majority  of  its  constituents  are  de- 
rived from  circulating  blood. 

It  contains,  in  its  fresh  condition,  only  those 
chemicals  and  compounds  of  the  blood  in  circulation 
in  each  of  us.  If  it  is  not  toxic,  or  disgusting  while  in 
the  blood,  why  does  it  suddenly  become  so  abhorrent 
in  the  urine?  If  it  is  not  the  color  (and  it  is  not,  since 
we  consume  large  quantities  of  wine  in  the  same 
shades),  and  it  is  not  the  smell,  (and  it  is  not,  since  we 
consume  large  amounts  of  cheeses  with  more  hor- 
rendous odors),  and  it  is  not  the  temperature  (and  it 
is  not),  then  maybe  it  is  the  taste.  We  know  few 
people  who  have  tasted  enough  urine  to  be  sure  of  its 
taste.  Those  who  do  regularly  consume  their  own 
urine  say  that  the  taste  is  mild  and  not  disturbing, 
that  it  is  salty  and  somewhat  tart.  There  are  many 


popular  dietetic  drinks  that  would  fit  that  descrip- 
tion, and  yet  do  not  carry  the  aura  of  disgust  that 
prevails  when  one  discusses  drinking  one’s  urine. 

We  are  taught  from  early  childhood  that  the  “urine 
is  a waste  material  and  that  as  such  it  is  dirty  and 
disgusting  and  must  not  be  played  with  or  handled.” 
The  urine  is  the  matter  that  “carries  off  the  body’s 
liquid  waste,  and  as  such  it  is  to  be  considered  with 
the  feces  and  other  wastes  that  the  body  throws  off.” 
“It  carries  poisonous  materials  that  would  back  up 
in  the  kidneys  and  kill  you  if  they  are  not  passed  out 
in  the  urine  . . . .”  These  statements  are  indeed 
true — sugar  could  kill  you,  and  potassium  and  mag- 
nesium and  many  other  of  the  chemicals  in  the  urine, 
if  in  the  blood  in  too  high  a concentration,  could  well 
be  fatal,  but  not  the  concentration  found  normally 
in  the  blood  and  normally  in  the  urine.  If  the  blood 
should  not  be  considered  “unclean,”  then  the  urine 
also  should  not  be  so  considered.  It  is  only  a deriv- 
ative of  the  blood. 

Next  we  should  discuss  the  possible  advantages  of 
drinking  one’s  urine.  Actually,  the  listed  constitu- 
ents of  human  urine  can  be  carefully  checked  and  no 
items  not  found  in  human  diet  are  found  in  it.  Per- 
centages, of  course,  differ,  but  urinary  constituents 
are  valuable  to  human  metabolism  in  one  way  or 
another. 

Do  I advise  or  prescribe  autourotherapy?  No. 
Not  yet! 

Ill  East  88th  Street 
New  York,  New  York  10028 
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Medical  Society  of  the 
County  of  Monroe 

Sesquicentennial- 1971 


LOIS  GREENE  STONE 

Pittsford,  New  York 


The  “City  of  Mud  in  a Dismal  Swamp”  has  a coun- 
ty medical  society  that  is  158  years  old.1  Poor  travel 
conditions  and  weather,  plus  fear  of  swamp  fever, 
wild  animals,  and  Indians  kept  New  Englanders 
away.  According  to  folklore,  while  the  first  physi- 
cian, Jonah  Brown,  M.D.,  who  arrived  in  1813, 
treated  a patient  close  to  the  Genesee  rapids,  he  had 
to  sing  to  keep  a nearby  panther  away.  The  Erie 
Canal  improved  access,  and  the  population  increased 
from  15  persons  in  1812  to  8,000  by  1827. 2 Lilacs,  the 
Eastman  Kodak  Company,  Xerox  Company,  and 
more,  have  covered  mud  and  swamp,  although  the 
word  “dismal”  may  still  apply  to  weather  for  Roch- 
ester, New  York. 

As  early  as  1819,  two  local  physicians  offered  em- 
igrants and  indigents  free  vaccinations  against 
smallpox.  Many  objected  because  of  fear  or  indif- 
ference, and  smallpox  still  ran  rampant  in  1833. 
Hydrophobia  remedies  still  appeared  in  newspapers 
and  the  first  “leash  law”  went  into  effect  in  1831. 
Cholera  began  claiming  lives  in  1832;  camphor, 
brandy,  and  calomel  were  recognized  remedies.  All 
victims  of  the  disease  that  year  were  interred  in  the 
burying  ground  on  Monroe  Avenue,  the  present  site 
of  Monroe  High  School. 

Establishing  Monroe  County  Medical  Society 

In  1821,  with  a population  of  2,700,  Monroe 
County  was  formed.  Complying  with  a New  York 
State  law,  the  county  immediately  organized  a 
medical  society.  Most  medicine  was  learned  by  ap- 
prenticeship, and  State  law  forbade  cadaver  dissec- 
tions except  on  convicts,  with  a maximum  of  two  or 
three  per  season.  An  1821  issue  of  the  Rochester 
Gazette  noted  “an  evidence  of  hard  times  is  that  the 
bodies  of  two  deceased  children  had  been  sold  by 
their  mother  for  anatomical  purposes  at  the  price  of 
four  dollars  each.”  3 Kings  College,  in  New  York 
City,  organized  a medical  faculty  as  early  as  1767,  but 
in  1821  no  college  existed  in  Western  New  York  with 
a medical  faculty  nor  were  medical  degrees  given. 

The  State’s  code  of  medical  ethics  was  devised  in 


1823.  It  covered  personal  character  traits,  quackery, 
consultations,  patient  privileged  information,  fees, 
and  forensic  medicine.  It  was  repealed  in  1884,  for 
once  the  A.M.A.  (American  Medical  Association)  was 
created  the  new  code  of  medical  ethics  was  formu- 
lated. With  basic  tenets  not  different  from  the  1823 
code  developed  by  MSSNY  (Medical  Society  of  the 
State  of  New  York)  this  group,  so  instrumental  in 
creating  the  national  organization,  became  bitter. 
Hostility  increased  as  the  State  recognized  homeo- 
pathic practitioners  and  their  organizations.  The 
new  code  was  worded  in  such  a way  as  to  permit 
homeopathic  practitioners  consultation  privileges. 
Anger  over  the  new  code,  plus  the  recognition  of 
homoepath  ic  healers,  split  the  State  society.  The  New 
York  State  Medical  Association  was  formed,  and 
from  1884  until  1906,  New  York  State  had  two  sep- 
arate medical  societies.  Dues,  in  1884,  to  the  Monroe 
County  Medical  Society,  were  $1.00  per  year.  In 
1906,  the  State  society  began  collecting  dues  at  the 
rate  of  $5.00  per  year;  the  county  rate  remained  the 
same.  As  of  1979,  dues  to  the  Monroe  County 
Medical  Society  were  $225  per  year,  with  a one-time 
assessment  of  $10  paid  to  the  pension  fund  of 
MSSNY.  State  society  dues  for  physicians  in  active 
practice  in  1979,  were  $200  annually,  and  the  vol- 
untary A.M.A.  charges  $250. 

In  1914,  when  the  Rochester  Medical  Association 
was  formed,  it  set  up  four  committees:  legislation, 
public  health,  membership,  and  the  milk  commis- 
sion. The  latter  committee  was  not  disbanded  until 
1943.  Milking,  in  1914,  was  done  on  cows  not  ne- 
cessarily tuberculin  tested,  in  barns  poorly  lit  and 
ventilated.  Milk  was  inadequately  cooled  during 
delivery,  and  finally  stored  in  homes  where  iceboxes 
weren’t  cold  enough  to  retard  growth  of  bacteria. 
The  committee’s  job  was  to  set  up  standards  for 
certification  and  examination  of  milk  to  be  sure 
safeguards  were  maintained.  Bottle  caps  were  sold 
to  producers  of  certified  milk.  While  the  milk  com- 
mission members  were  not  experts  in  the  dairy 
business,  they  could  witness  procedures,  note  barn 
facilities,  and  have  cows  checked.  Milk  was  not  re- 
quired to  be  pasteurized  in  Rochester  until  1934. 

War  practice 

The  county  medical  society  tried  to  protect  the 
practices  of  its  165  members  who  served  in  World 
War  I and  the  346  who  served  in  World  War  II. 
Official  instructions  were  offered  to  substitutes;  they 
were  to  ask  each  patient  who  his  physician  had  been 
and  were  to  return  50  percent  of  collected  fees  to  him; 
all  patients  were  to  be  returned  to  the  military  phy- 
sician once  he  resumed  his  civilian  status.  A pro- 
fessional fee  schedule,  excluding  obstetricians  and 
surgeons,  was  suggested  in  1917.  After  World  War 
II,  the  Medical  Veterans  Cooperative  Committee  was 
organized  to  assist  with  the  adjustment  to  civilian 
life. 

The  Medical  Society  of  the  State  of  New  York  es- 
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tablished  a service,  in  1918,  giving  legal  defense  to 
physicians  involved  in  malpractice  suits.  Then  a 
group  insurance  plan  covered  the  costs  of  running 
this  organization.  In  1922,  the  county  society  came 
out  against  birth  control  and  did  not  reverse  its  stand 
until  five  years  had  passed.  During  these  years, 
another  area  was  debated:  preventive  medicine. 

Preventive  medicine 

The  county  society  voiced  an  unusual  proposal  in 
1924:  health  examinations  for  all,  not  just  the  ill.  A 
public  health  committee  was  set  up  in  1926;  by  1931, 
the  disease  prevention  plan  was  still  a paper  project. 
A public  health  professor  came  up  from  New  York 
City,  addressed  the  Monroe  County  Medical  Society 
members,  and  tried  to  convince  them  that  pathology 
findings  were  not  the  main  objectives  of  examina- 
tions. Checkups  would  assist  in  evaluating  patients 
by  noting  physical  and  mental  states,  habits,  and 
backgrounds  so  when  diseases  occurred,  appropriate 
measures  could  be  taken  regarding  changes  in  daily 
activities.  Common  procedure  today  took  much 
convincing  then. 

Continuing  medical  care 

In  1920,  The  School  of  Medicine  and  Dentistry  was 
established  at  the  University  of  Rochester;  the  latter 
had  been  founded  in  1850.  It  took  five  years  to  find 
a faculty  before  admitting  the  first  class.  This 
medical  center  currently  has  buildings  that  provide 
more  than  2.5  million  square  feet  of  floor  area. 
“Construction  of  the  new  Strong  Memorial  Hospital 
and  outpatient  units,  completed  in  1975,  provides  a 
696  bed  structure  that  replaced  all  of  the  old  hospital 
and,  with  the  107  psychiatric  beds  in  a wing  of  the 
center,  provides  a total  803  beds.”4  Four  additional 
hospitals,  plus  one  for  chronic  disease,  Monroe 
Community  Hospital,  with  416  county-supported 
beds,  have  become  affiliated  with  The  School  of 
Medicine  and  Dentistry  for  teaching  purposes: 
Rochester  General  Hospital,  founded  in  1847,  450 
beds;  St.  Mary’s  Hospital,  founded  in  1857,  318  beds; 
Genesee  Hospital,  founded  in  1877,  383  beds;  and 
Highland  Hospital,  founded  in  1889,  262  beds. 

In  the  early  1920s,  the  county  society  initiated  a 
postgraduate  education  committee.  Lecturers 
traveled  by  train  from  New  York  City  to  present 
courses.  Concerned  with  providing  information/ 
education  for  the  public  also,  a new  method  of  in- 
struction took  shape.  The  first  weekly  health  show 
in  this  area  was  broadcast  via  radio  station  WHAM 
in  May,  1930,  and  in  December,  1955,  in  appreciation 
for  25  years  of  continuous  service,  the  county  society 
presented  the  station  with  a plaque.  Eye  care  for 
indigents  has  existed  since  1934,  and  a subcommittee 
on  deafness  and  hard  of  hearing  began  operating  in 
1935. 

The  Rochester  Hospital  Corporation  was  incor- 
porated in  1934  to  give  hospital  care  at  reasonable 
cost  for  subscribers.  With  unanimous  approval  from 


the  county  society,  every  patient  was  assured  the 
program  would  not  affect  his/her  free  choice  of 
physicians.  Needing  a plan  to  help  cover  physician’s 
fees  led  to  the  Genesee  Valley  Medical  Care  Plan. 
Financed  by  county  physicians  it  was  incorporated 
in  1945  with  a fee  schedule  similar  to  the  Workman’s 
Compensation  Code.  The  relative  value  system  was 
adopted  in  1959,  and  in-hospital  medical  care  was 
added  to  the  health  insurance  program  in  1956. 

Thirty-two  years  ago,  the  women’s  auxiliary  of  the 
county  society  began.  They  sponsor  projects  which 
include  nurses’  scholarships,  health  careers,  and  the 
Physician’s  Home.  Contrary  to  public  belief,  not  all 
physicians  are  wealthy,  and  the  Physician’s  Home  is 
really  many  houses  that  provide  food,  shelter,  and 
living  expenses  for  aged,  poor  physicians.  Names  of 
physicians  in  such  houses  are  kept  privileged  from 
all  except  the  officers  of  the  Physician’s  Home  Cor- 
poration. 

The  Medical  Abuses  Bill  became  State  law  in  1935 
authorizing  county  medical  societies  to  select  quali- 
fied physicians  to  give  care  in  compensation  cases. 

Remember  how  difficult  it  had  been  for  people  to 
understand  the  concept  of  preventive  medicine? 
Pasteurization  of  milk  had  caused  an  uproar.  Once 
again,  what  we  now  take  for  granted,  fluoridation  of 
water  to  help  reduce  dental  cavities,  caused  a furor 
in  1948.  A grievance  committee  began  working  in 
1948;  the  county  medical  society  was  continuing  in 
its  effort  to  offer  not  only  excellent  medical  care  but 
also  a means  of  resolving  misunderstandings.  An 
unusual  service  began  in  1960,  the  EM  A (Emergency 
Medical  Advice)  system,  based  on  a medical  emer- 
gency coverage  plan  for  all  county  residents;  this  had 
been  operating  since  1948.  Around-the-clock  at- 
tention for  transients,  persons  on  ships  on  Lake 
Ontario,  new  families  in  town,  and  everyone  in  the 
area  received  a response  to  true  medical  emergencies. 
This  assistance  and  advice  service  was  in  full  opera- 
tion until  1973. 

Blood  banks 

The  Red  Cross  established  its  first  regional  blood 
center  for  civilians  in  Rochester  in  January,  1948. 
All  residents  within  a 12-county  boundary  may  re- 
ceive an  unlimited  amount  of  blood,  without  charge 
for  the  blood  itself.  Although  a State  law  went  into 
effect  on  January  1,  1971,  requiring  all  donor  blood 
to  be  screened  for  serum  hepatitis,  the  Rochester 
region  has  added  protection.  All  blood  collected  here 
comes  from  volunteer  donors.  Our  autoanalyzer  can 
perform  15  blood  tests  on  120  samples  per  hour.  In 
1971  a freezing/storing  blood  system  was  set  up,  and 
a histocompatibility  reference  laboratory  was  begun. 
By  1977,  a washing  cell  process  was  started:  2,444 
were  done  during  1979.  Currently  210,255  products 
come  from  the  Rochester  regional  American  Red 
Cross  Blood  Services.  Although  prices  vary  for  dif- 
ferent products,  hospitals  reimburse  the  organiza- 
tion. As  of  July  1, 1979,  $26.25  was  charged  for  a unit 
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of  whole  blood  and  red  cells.  Volunteer  funds  make 
up  the  difference,  but  then  this  county’s  key  word  in 
blood  programs  is  volunteer:  contributions,  donors, 
and  many  workers.  Rochester  General  Hospital 
operates  a hemophilia  center. 

Sports-related  injuries 

The  Mediation  Committee  expanded  in  1966-1967 
to  cover  a six-county  area,  EM  A received  2,700  calls, 
and  the  Athletic  Injury  Conference  began  its  seventh 
year  of  informing  high  school  coaches  about  sports- 
related  injuries.  Any  annual  report  will  prove  how 
quietly,  yet  efficiently,  the  society’s  wheels  turn  for 
the  betterment  of  its  members  and  the  lay  commu- 
nity. 

Community  service 

Few  know  a physician’s  broad  interests,  for  most 
see  us  playing  limited  roles.  Away  from  medicine, 
one  may  paint,  write,  play  an  instrument,  or  channel 
talents  towards  personal  or  community  pleasure. 
Edward  Mott  Moore,  M.D.,  was  president  of  the 
Medical  Society  of  the  State  of  New  York  in  1873;  he 
also  stimulated  the  development  of  the  Rochester 
park  system.  In  1968,  the  county  medical  society 
arranged  for  an  award  to  be  given  annually  to  any 
member  of  a health  career,  layman  or  physician,  who 
had  excelled  in  serving  both  community  and  pro- 
fession. Maurice  M.  Maltinsky,  M.D.,  became  the 
first  recipient. 

Train  travel  has  all  but  terminated,  swamps  are 
steeped  with  sophisticated  wastes,  and  children  play 
a dangerous  game  with  drugs  unavailable  years  ago. 
Medicine  has  changed  the  physical  disease  course  of 
childhood  only  to  find  itself  with  a new  nightmare 
inflicted  by  the  child’s  own  hand:  mind  blowing. 
Responding  to  a public  urge  for  more  information, 


the  health  forums  were  begun  in  1954.  During 
February,  1971,  Channel  21  television,  along  with  200 
other  Public  Broadcasting  stations,  began  programs 
about  mind-altering  drugs.  Each  segment  lasted  one 
hour,  and  Channel  21  produced  four  follow-ups  in 
February  alone. 

With  the  development  of  Belding  H.  Scribner, 
M.D.’s  shunt  in  1960,  nonacute  hemodialysis  on 
Willem  J.  Kolff,  M.D.’s  artificial  kidney  machine 
became  possible.  Hemodialysis  for  chronic  patient 
use  began  in  December,  1963,  in  Monroe  County  at 
Rochester  General  Hospital  under  the  direction  of 
Gerald  E.  Stone,  M.D. 

Conclusion 

“Some  things  are  hurrying  into  existence,  and 
others  are  hurrying  out  of  it;  and  of  that  which  is 
coming  into  existence,  part  is  already  extinguished. 
Motions  and  changes  are  continually  renewing  the 
world,  just  as  the  uninterrupted  course  of  time  is  al- 
ways renewing  the  infinite  duration  of  ages.”  5 For 
158  years,  the  Monroe  County  Medical  Society  has 
been  helping  the  harried,  advancing  with  achieve- 
ments, and  facing  each  tomorrow  that  daily  becomes 
a yesterday. 

5 Wide  Waters  Lane 
Pittsford,  New  York  14534 
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Obituaries 


Hugh  Barber,  M.D.,  of  Kew  Gardens,  Jamaica,  and 
Richmond  Hill,  died  on  March  29  at  the  age  of  61.  Dr. 
Barber  graduated  in  1943  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  chairman  and 
an  attending  surgeon  at  Jamaica  Hospital  and  a consulting 
thoracic  surgeon  at  St.  F rancis  Hospital  (Port  Jervis).  Dr. 
Barber  was  a Diplomate  of  the  American  Board  of  Surgery, 
a Diplomate  of  the  American  Board  of  Thoracic  Surgery 
(an  affiliate  of  the  American  Board  of  Surgery),  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  American  Thoracic  Society,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  C.  Barrett,  M.D.,  of  Fresh  Meadows,  died  on 
November  30  at  the  age  of  61.  Dr.  Barrett  graduated  in 
1943  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  assistant  pediatrician  at  Flushing 
Hospital  and  Medical  Center. 

David  Berger,  M.D.,  of  East  Northport,  died  on  March 
9 at  the  age  of  70.  Dr.  Berger  received  his  medical  degree 
from  the  University  of  Lyon  in  1937.  He  was  a clinical 
physician  at  Kings  Park  Psychiatric  Center.  Dr.  Berger 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herbert  Alfred  Berger,  M.D.,  of  New  York  City  and 
Roslyn,  died  on  March  23  at  the  age  of  59.  Dr.  Berger 
graduated  in  1944  from  Chicago  Medical  School.  He  was 
an  adjunct  pediatrician  at  Jewish  Hospital  and  Medical 
Center  of  Brooklyn  and  also  an  adjunct  in  pediatrics  allergy 
there.  Dr.  Berger  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Bernstein,  M.D.,  of  New  York  City,  died  in 
March,  1976,  at  the  age  of  66.  Dr.  Bernstein  graduated  in 
1932  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Fellow  of  the  American  College  of  An- 
giology  and  member  of  the  American  Geriatrics  Society, 
the  New  York  Cardiological  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Randolph  Borzilleri,  M.D.,  of  Buffalo,  died  on 
June  1 1,  1979,  at  the  age  of  66.  Dr.  Borzilleri  graduated 
in  1937  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  orthopedist  at  Buffalo  Columbus  Hospital  and 
an  associate  orthopedist  at  Millard  Fillmore  Hospital.  Dr. 
Borzilleri  was  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery  and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons  and  the  Buffalo  Academy  of 
Medicine. 


Leonard  Lambert  Breuer,  M.D.,  of  New  York  City  and 
Orangeburg,  died  on  May  31,  1978,  at  the  age  of  87.  Dr. 
Breuer  received  his  medical  degree  from  the  University  of 
Heidelberg  in  1919.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  V.  Brumlik,  M.D.,  of  New  York  City,  died  on 
March  22, 1979,  at  the  age  of  82.  Dr.  Brumlik  received  his 
medical  degree  from  Prague  Charles  University  in  1921. 
He  was  an  attending  physician  in  medicine  at  Bellevue  and 
University  Hospitals. 

Philip  Cimini  Brunori,  M.D.,  of  The  Bronx,  died  on 
January  7 at  the  age  of  67.  Dr.  Brunori  received  his  med- 
ical degree  from  the  University  of  Bologna  in  1938.  He  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

William  Gerald  Burke,  M.D.,  of  Hicksville,  died  on 
March  12  at  the  age  of  79.  Dr.  Burke  graduated  in  1923 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  honorary  staff  member  at  Nassau  Hospital  and  a staff 
surgeon  at  Syosset  Hospital.  Dr.  Burke  was  a member  of 
the  American  Academy  of  Occupational  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Gustavo  A.  Cardelle,  M.D.,  of  Corona,  died  on  February 
9 at  the  age  of  74.  Dr.  Cardelle  received  his  medical  degree 
from  the  University  of  Havana  in  1928.  He  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Heinz  Guenther  Cohn,  M.D.,  of  Utica,  died  on  April  8 at 
the  age  of  78.  Dr.  Cohn  received  his  medical  degree  from 
the  University  of  Breslau  in  1924.  He  was  a consulting 
psychiatrist  at  Marcy  Psychiatric  Center.  Dr.  Cohn  was 
a member  of  the  American  Psychiatric  Association,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Robert  Cunningham,  M.D.,  of  Binghamton,  died 
on  April  5 at  the  age  of  62.  Dr.  Cunningham  graduated  in 
1943  from  Boston  University  Medical  School.  He  was  a 
consulting  surgeon  at  Binghamton  Psychiatric  Center.  Dr. 
Cunningham  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Binghamton  Academy  of 
Medicine,  the  New  York  Surgical  Society,  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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Russell  B.  Erickson,  M.D.,  of  Buffalo,  died  on  February 
6 at  the  age  of  69.  Dr.  Erickson  graduated  in  1938  from 
Northwestern  University  Medical  School.  He  was  chief 
of  orthopedic  surgery  at  the  Buffalo  Veterans  Adminis- 
tration Hospital.  Dr.  Erickson  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a member  of 
the  American  Academy  of  Orthopaedic  Surgeons. 

Nicholas  Joseph  Esposito,  M.D.,  of  Troy,  died  on  March 
15  at  the  age  of  68.  Dr.  Esposito  graduated  in  1941  from 
Middlesex  University  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  The  Leonard  Hospital  and  an  associate 
surgeon  at  St.  Mary’s  (Troy)  Hospital.  Dr.  Esposito  was 
a member  of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Howard  Ferguson,  M.D.,  of  Syracuse,  died  on 
December  25, 1978,  at  the  age  of  76.  Dr.  Ferguson  gradu- 
ated in  1926  from  Syracuse  University  College  of  Medicine. 
He  was  a senior  attending  pathologist  at  State  University 
Hospital  at  the  Upstate  Medical  Center.  Dr.  Ferguson  was 
a Diplomate  of  the  American  Board  of  Pathology  and  a 
member  of  the  American  Association  of  Pathologists  and 
Bacteriologists,  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Louis  Framer,  M.D.,  of  Wooland  Hills,  Cali- 
fornia, formerly  of  Howard  Beach,  died  on  January  27  at 
the  age  of  71.  Dr.  Framer  graduated  in  1922  from  Eclectic 
Medical  Institute,  Cincinnati.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Word  has  been  received  that  Arthur  Laverne  Funk, 
M.D.,  of  Waitsfield,  Vermont,  formerly  of  Colden,  has 
died.  Dr.  Funk  graduated  in  1927  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member  of  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Daniel  Glasser,  M.D.,  of  Brooklyn,  died  on  December  11 
at  the  age  of  78.  Dr.  Glasser  received  his  medical  degree 
from  the  University  of  Bern  in  1936.  He  was  an  adjunct  in 
internal  medicine  at  Kingsbrook  Jewish  Medical  Center. 

Mary  S.  Hooke  Goodwin,  M.D.,  of  Albany,  died  on  July 
3 at  the  age  of  71.  Dr.  Goodwin  graduated  in  1932  from 
Johns  Hopkins  University  School  of  Medicine.  She  was 
a member  of  the  American  Public  Health  Association. 

Caroline  M.  Gorman,  M.D.,  of  Fort  Covington,  died  on 
January  6,  1978.  Dr.  Gorman  graduated  in  1930  from 
Syracuse  University  College  of  Medicine. 

Arnold  Isaac  Gotoff,  M.D.,  of  Evanston,  Illinois,  formerly 
of  The  Bronx,  died  on  November  16  at  the  age  of  83.  Dr. 
Gotoff  graduated  in  1918  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Aaron  Hechtman,  M.D.,  of  Brookline,  Massachusetts, 
formerly  of  Brooklyn,  died  on  November  30  at  the  age  of 
82.  Dr.  Hechtman  graduated  in  1920  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elsa  Hollo,  M.D.,  of  New  York  City,  died  on  October  11. 
Dr.  Hollo  received  her  medical  degree  from  the  University 
of  Budapest  in  1915. 

Lee  Arthur  Hadley,  M.D.,  of  Syracuse,  died  on  March  17 
at  the  age  of  88.  Dr.  Hadley  graduated  in  1917  from  Syr- 
acuse University  College  of  Medicine.  He  was  a senior 
roentgenologist  at  Crouse  Irving  Memorial  Hospital.  Dr. 
Hadley  was  a Diplomate  of  the  American  Board  of  Radi- 
ology (Radiology),  a Fellow  of  the  American  College  of 
Radiology,  and  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

David  Blackwell  Hill,  M.D.,  formerly  of  New  York  City, 
died  on  May  9,  1979,  at  the  age  of  91.  Dr.  Hill  graduated 
in  1910  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

James  Malcolm  Judd,  M.D.,  of  Albany,  died  on  April  3 
at  the  age  of  60.  Dr.  Judd  graduated  in  1943  from  Harvard 
Medical  School.  He  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Diplomate  of  the  American  Board  of 
Thoracic  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Thoracic  Society, 
the  Albany  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Samuel  Orin  Krause,  M.D.,  of  Jamaica  Estates  and 
Hollis,  died  on  October  4 at  the  age  of  66.  Dr.  Krause 
graduated  in  1946  from  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh.  He  was  a Diplomate  of  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a Fellow  of  the  International  College  of  Surgeons. 

N.  Stanley  Lincoln,  M.D.,  of  Binghamton,  died  on  August 
15  at  the  age  of  78.  Dr.  Lincoln  graduated  in  1927  from 
Harvard  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine  (Public  Health) 
and  a Fellow  of  the  American  College  of  Physicians. 

Lazarus  Lippert,  M.D.,  of  New  York  City,  died  on  De- 
cember 7 at  the  age  of  86.  Dr.  Lippert  graduated  in  1920 
from  Eclectic  Medical  College,  Cincinnati.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Alan  W.  Livingston,  M.D.,  of  Rochester,  died  on  February 
12  at  the  age  of  42.  Dr.  Livingston  graduated  in  1960  from 
Washington  University  School  of  Medicine,  St.  Louis.  He 
was  an  attending  ophthalmologist  at  The  Genesee  Hospital 


June  1980/New  York  State  Journal  of  Medicine  1159 


and  an  associate  ophthalmologic  surgeon  at  Strong  Me- 
morial Hospital.  Dr.  Livingston  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

James  W.  Markin,  M.D.,  of  Rochester,  died  on  February 
11  at  the  age  of  79.  Dr.  Markin  graduated  in  1926  from 
Boston  University  College  of  Medicine.  He  was  a senior 
dermatologist  at  The  Genesee  Hospital  and  a consulting 
dermatologist  at  Rochester  General  Hospital.  Dr.  Markin 
was  a member  of  the  American  Academy  of  Dermatology, 
the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Graydon  Martin,  M.D.,  of  Eggertsville,  died  on 
March  4 at  the  age  of  81.  Dr.  Martin  graduated  in  1922 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Kurt  Mathews,  M.D.,  of  Buffalo,  died  in  January  at  the 
age  of  84.  Dr.  Mathews  received  his  medical  degree  from 
the  University  of  Rostock  in  1922.  He  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Saul  Martin  Miller,  M.D.,  of  Sun  City,  Arizona,  formerly 
of  Brooklyn,  died  on  March  21  at  the  age  of  74.  Dr.  Miller 
graduated  in  1931  from  George  Washington  University 
School  of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nicholas  P.  Milanese,  M.D.,  of  The  Bronx,  died  on  No- 
vember 22  at  the  age  of  72.  Dr.  Milanese  received  his 
medical  degree  from  the  University  of  Naples  in  1934.  He 
was  an  honorary  otolaryngologic  surgeon  at  Manhattan 
Eye  Ear  and  Throat  Hospital,  a consulting  otolaryngologist 
at  Misericordia  Hospital  Medical  Center,  and  an  otolar- 
yngologist at  Pelham  Bay  General  Hospital.  Dr.  Milanese 
was  a Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Geriatrics  Society,  the 
Pan  American  Association  of  Ophthalmology,  and  the  New 
York  Ophthalmology  Society. 

Hyman  Millman,  M.D.,  of  Peekskill,  died  on  March  7 at 
the  age  of  77.  Dr.  Millman  graduated  in  1926  from  Long 
Island  College  Hospital.  He  was  a member  of  the  West- 
chester Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thomas  Smithson  Morton,  M.D.,  of  Manhasset,  died  on 
April  5 at  the  age  of  72.  Dr.  Morton  graduated  in  1923 
from  Georgetown  University  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Queens, 


the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Patrick  Mulkeen,  M.D.,  of  Brooklyn,  died  on 
November  17  at  the  age  of  56.  Dr.  Mulkeen  graduated  in 
1948  from  Long  Island  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Surgery. 

Harrison  F.  Murray,  M.D.,  of  Port  Jervis,  died  on  August 
29,  1978,  at  the  age  of  90.  Dr.  Murray  graduated  in  1912 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  honorary  member  of  the  medical 
staff  at  St.  Francis  Hospital.  Dr.  Murray  was  a member 
of  the  Orange  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  George  Mussio,  M.D.,  of  Brooklyn,  died  on  January 
28.  Dr.  Mussio  received  his  medical  degree  from  the 
University  of  Beirut  in  1927.  He  was  an  obstetrician  and 
gynecologist  at  Flower  and  Fifth  Avenue  Hospitals,  a 
consulting,  emeritus,  obstetrician  and  gynecologist  at 
Metropolitan  Hospital  Center,  and  director  and  an  at- 
tending obstetrician  and  gynecologist  at  Bay  Ridge  Hos- 
pital. Dr.  Mussio  was  Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  E.  Newman,  M.D.,  of  Buffalo,  died  on  February 
26  at  the  age  of  83.  Dr.  Newman  graduated  in  1918  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
emeritus  otolaryngologist  at  Deaconess  Hospital.  Dr. 
Newman  was  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Liguori  O’Connell,  M.D.,  of  Brooklyn,  died  on 
March  9 at  the  age  of  83.  Dr.  O’Connell  graduated  in  1919 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Association  of  Life 
Insurance  Medical  Directors  of  America,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Warren  James  Pashley,  M.D.,  of  Cortland,  died  on 
March  8 at  the  age  of  74.  Dr.  Pashley  graduated  in  1930 
from  Cornell  University  Medical  College.  He  was  an  as- 
sociate on  the  medical  staff  in  surgery  at  Cortland  Me- 
morial Hospital.  Dr.  Pashley  was  a member  of  the  Acad- 
emy of  Medicine,  the  New  York  Surgical  Society,  the 
Cortland  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

William  Redmond  Power,  M.D.,  of  Richmond  Hill,  died 
on  February  26,  1978,  at  the  age  of  68.  Dr.  Power  gradu- 
ated in  1936  from  Cornell  University  Medical  College. 

Hugo  Reifenberg,  M.D.,  of  Jackson  Heights,  died  on 
April  1 at  the  age  of  82.  Dr.  Reifenberg  received  his 
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medical  degree  from  the  University  of  Dusseldorf  in  1923. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  C.  Reiniger,  M.D.,  of  New  York  City,  died  on 
March  2 at  the  age  of  80.  Dr.  Reiniger  received  his  medical 
degree  from  the  University  of  Vienna  in  1925.  He  was  an 
otolaryngologist  at  Parkway  Hospital.  Dr.  Reiniger  was 
a Diplomate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Samuel  B.  Scott,  M.D.,  of  South  Chatham,  Massachu- 
setts, formerly  of  Fairport,  died  on  August  23.  Dr.  Scott 
graduated  in  1926  from  the  University  of  Virginia  School 
of  Medicine.  He  was  a member  of  the  Allegany  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Kurt  Graetzer  Shalsha,  M.D.,  of  New  York  City,  died  on 
March  7 at  the  age  of  81.  Dr.  Shalsha  received  his  medical 
degree  from  the  University  of  Breslau  in  1923.  He  was  a 
consultant  in  medicine  at  Beekman-Downtown  Hospital. 
Dr.  Shalsha  was  a Fellow  of  the  American  College  of  Car- 
diology and  a member  of  the  New  York  Academy  of  Med- 
icine, the  Clinical  Society,  New  York  Diabetes  Association, 
the  New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leonard  Shapiro,  M.D.,  of  Palm  Beach,  Florida,  formerly 
of  Brooklyn,  died  on  March  7 at  the  age  of  81.  Dr.  Shapiro 
graduated  in  1922  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College  of 
Gastroenterology,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Geriatrics  So- 
ciety, the  New  York  Academy  of  Gastroenterology,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Word  has  been  received  that  Morris  E.  L.  Shapiro,  M.D., 
of  North  Miami,  Florida,  formerly  of  Brooklyn,  has  died. 
Dr.  Shapiro  graduated  in  1917  from  Jefferson  Medical 
College  of  Philadelphia.  He  was  a member  of  the  Ameri- 
can Academy  of  Family  Physicians,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Robert  Cunningham  Simpson,  M.D.,  of  Amsterdam, 
died  on  March  10  at  the  age  of  93.  Dr.  Simpson  graduated 
in  1915  from  Albany  Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  at  Amsterdam  Memorial  and 
St.  Mary’s  Hospitals.  Dr.  Simpson  was  a member  of  the 
American  Geriatrics  Society,  the  Montgomery  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Ash  Smith,  M.D.,  of  New  York  City,  died  on  Au- 
gust 30  at  the  age  of  55.  Dr.  Smith  graduated  in  1956  from 
New  York  University  School  of  Medicine. 

Ronald  Perry  Smith,  M.D.,  of  Plattsburgh,  died  on 


September  19  at  the  age  of  69.  Dr.  Smith  graduated  in 
1939  from  Rush  Medical  College.  He  was  an  ophthal- 
mologist at  Champlain  Valley  Physicians  Hospital.  Dr. 
Smith  was  a Diplomate  of  the  American  Board  of  Oph- 
thalmology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Clinton  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

D.  Blair  Sulouff,  M.D.,  of  Morristown,  New  Jersey,  for- 
merly of  New  York  City,  died  on  April  19,  1979,  at  the  age 
of  71.  Dr.  Sulouff  graduated  in  1933  from  the  University 
of  Pennsylvania  School  of  Medicine. 

Santo  Vaccariello,  M.D.,  of  The  Bronx,  died  in  October 
at  the  age  of  70.  Dr.  Vaccariello  received  his  medical  de- 
gree from  the  University  of  Naples  in  1935.  He  was  a 
clinical  assistant  pediatrician  at  Fordham  Hospital.  Dr. 
Vaccariello  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Peter  Voltz,  M.D.,  of  Buffalo,  died  on  March  2 
at  the  age  of  65.  Dr.  Voltz  graduated  in  1939  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  at  Sisters  of  Charity  Hospital  of  Buffalo. 
Dr.  Voltz  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Orr  Wagenhals,  M.D.,  of  Warsaw,  died  on  Au- 
gust 22  at  the  age  of  63.  Dr.  Wagenhals  graduated  in  1943 
from  Temple  University  College  of  Medicine.  He  was  a 
member  of  the  medical  staff  at  Wyoming  County  Com- 
munity Hospital.  Dr.  W’agenhals  was  a member  of  the 
American  Geriatrics  Society,  the  Wyoming  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Ralston  Williams,  Jr.,  M.D.,  of  Rochester,  died  on 
March  7 at  the  age  of  69.  Dr.  Williams  graduated  in  1935 
from  the  University  of  Rochester  School  of  Medicine.  He 
was  chief,  emeritus,  of  medicine  at  Highland  Hospital  of 
Rochester  and  an  associate  in  medicine  at  Strong  Memorial 
Hospital.  Dr.  Williams  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Cardiology,  and  member  of  the  American  Society 
for  Clinical  Investigation,  the  New  York  State  Society  of 
Internal  Medicine,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Agnes  Gibson  Wilson,  M.D.,  of  New  York  City,  died  on 
January  31  at  the  age  of  73.  Dr.  Wilson  graduated  in  1933 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  She  was  an  assistant  attending,  inactive,  pe- 
diatrician at  The  Presbyterian  Hospital  and  a visiting 
consultant  in  pediatrics  at  The  Roosevelt  Hospital. 

Helen  Wish,  M.D.,  of  The  Bronx,  died  on  March  1 1 at  the 
age  of  56.  Dr.  Wish  graduated  in  1949  from  Tufts  Uni- 
versity Medical  School.  She  was  an  adjunct  physician  at 
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Montefiore  Hospital  and  Medical  Center.  Dr.  Wish  was 
a member  of  the  Bronx  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


AN  APOLOGY 

The  Journal  regrets  the  obituary  of  Aurelio  Alfred  de  Yoanna,  M.D.,  of  Brooklyn,  page  831,  April,  1980.  Dr. 
de  Yoanna  has  been  most  understanding  about  this  error,  and  the  Journal  is  most  appreciative.  Dr.  de  Yoanna’s 
address  is  still  142  Joralemon  Street,  Brooklyn,  New  York  11201,  and  we  all  wish  him  a long  healthy  life. 
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Medical  Meetings 


On-going  intraocular  lens 
surgical  courses 


The  Ophthalmological  Foundation  of  America,  Inc., 
conducts  on-going  Intraocular  Lens  Surgical  Courses 
throughout  the  year.  Enrollment  is  limited  to  two  oph- 
thalmologists. 

These  are  unique  surgical  courses  in  that  they  are  on  a 
one-to-one  basis  between  the  surgical  “student”  and  the 
surgeon.  The  two  enrolled  ophthalmologists  scrub  all  day 
learning  the  subtleties  of  lens  implantation. 

Each  course  commences  on  a Thursday  evening,  at  which 
time  the  surgical  cases  are  reviewed,  the  choice  of  lens  de- 
termined, and  implant  power  calculated.  An  intensive 
review  of  implants  with  emphasis  on  their  surgical  merits 
and  drawbacks  are  discussed.  Friday  is  spent  in  the  op- 
erating room,  followed  by  examination  of  postoperative 
patients  and  older  postoperative  patients  on  Saturday. 

For  enrollment,  please  contact  Mrs.  Ruth  Green,  Ad- 
ministrator, Ophthalmological  Foundation  of  America, 
Inc.,  113  East  39th  Street,  New  York,  New  York  10016. 
CME  approval  under  category  I for  20  credit  hours. 

The  dates  for  1980  lens  implant  courses  are  as  follows: 
January  3-5  June  19-21 

January  31-February  2 September  4-6 
February  28-March  1 October  16-18 
April  10-12  November  13-15 

May  15-17  December  1 1-13. 

The  dates  for  1981  lens  implant  courses  are  as  follows: 
January  15-17  June  18-20 

February  19-21  September  17-19 

March  19-21  October  15-17 

April  16-18  November  19-21 

May  14-16  December  3-5. 


An  international  congress 
on  endoscopic  female  sterilization; 
comparison  of  the  methods 

An  international  congress  on  “Endoscopic  Female 
Sterilization;  Comparison  of  the  Methods,”  will  be  pre- 
sented July  20  to  23,  Colonial  Williamsburg,  Williamsburg, 
Virginia. 

The  comparison  of  unipolar,  bipolar,  the  clip,  and  the 
ring  laparoscopic  sterilization  will  be  evaluated. 

The  latest  research  and  new  advances  will  be  pre- 
sented. 

For  information  and  registration  contact:  Jordan  M. 
Phillips,  M.D.,  Chairman  of  the  Board,  11239  S.  Lakewood 
Blvd.,  Downey,  CA  90241  USA,  Telephone:  (213)  862- 
8181. 


Second  National  Conference 
on  Antibiotic  Review 

The  Second  National  Conference  on  Antibiotic  Review, 
“Practical  Strategies  for  Antibiotic  Review — 1980,”  will 
be  held  in  Chicago,  August  28  to  29. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


For  information  address:  Muriel  Myers,  Suite  1 1 4A,  67 
Peachtree  Park  Drive,  Atlanta,  Georgia  30309. 

Hypertension 

“Hypertension  in  Family  Practice;  Evolving  Concepts,” 
will  be  held  on  Thursday,  October  9,  1:30  to  4:30  p.m.,  at 
The  Rivergate  Exhibition  Center,  No.  4 Canal  Street,  New 
Orleans,  Louisiana. 

This  symposium  has  been  accepted  as  a special  presen- 
tation immediately  following  the  annual  meeting  of  the 
American  Academy  of  Family  Physicians. 

Please  contact:  Louise  Pansini,  World  Health  Infor- 
mation Services,  Inc.,  475  Fifth  Avenue,  Suite  505,  New 
York,  N.Y.  10017;  telephone  (212)  679-6200. 

Clinical  congress 

The  66th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  the  largest  convention  of  surgeons  in 
the  world,  will  be  held  in  Atlanta,  Georgia,  October  19-24, 
1980. 

Co-headquarters  for  the  Congress  will  be  the  Atlanta 
Hilton  Hotel  and  the  Hyatt  Regency  Atlanta,  with  some 
sessions  also  held  in  the  Georgia  World  Congress  Center 
and  the  Omni  International  Hotel.  The  main  registration 
area  during  the  week  of  the  Congress  will  be  the  Georgia 
World  Congress  Center.  There  will  also  be  advance  reg- 
istration desks  at  the  Atlanta  Hilton  and  Hyatt  Regency 
Atlanta  hotels  on  Sunday,  October  19,  only. 

For  additional  information  contact:  Dianne  Currie 

O’Rourke,  Manager  of  Public  Information,  American 
College  of  Surgeons,  55  East  Erie  Street,  Chicago,  Illinois 
6061 1;  telephone  (312)  664-4050,  extension  324. 

46th  Annual  Scientific  Assembly 

The  46th  Annual  Scientific  Assembly  of  the  American 
College  of  Chest  Physicians  will  be  held  in  Boston,  Mas- 
sachusetts, October  26-30,  1980,  at  the  Sheraton  Boston 
Hotel  and  the  Hynes  Auditorium  Convention  Center. 

For  further  information,  please  contact:  Dale  E. 

Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  II.  60068. 

Advanced  Institute  for  Analytic 
Psychotherapy 

The  Advanced  Institute  for  Analytic  Psychotherapy  is 
sponsoring  a national  conference  November  15  and  16, 
1980,  on  “Harold  F.  Searles,  M.D.,  His  Working  Con- 
cepts.” 

Saturday,  November  15,  1980,  Dr.  Searles  will  conduct 
a supervisory  session  with  a therapist  and  an  interview  with 
a patient.  Sunday,  November  16,  there  will  be  a brunch 
discussion.  For  information  write  to:  Joseph  LeBoit, 
Advanced  Institute  for  Analytic  Psychotherapy,  178-10 
Wexford  Terrace,  Jamaica  Estates,  New  York  11432; 
Telephone:  (212)  739-7099. 


continued  on  page  1173 
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contemporary  nutrition 

DIETARY  FIBER 


The  Institute  of  Food  Technologitts' 

Expert  Pane)  on  Food  Safety  and 
Nutrition  and  the  Committee  on 
Public  Information 
221  N LaSalle  Street 
Chicago.  Illinois 

The  role  played  by  fiber,  or  roughage  as 
our  grandparents  called  it.  in  health  and 
disease  has  become  the  subiect  of  increased 
public  attention  Until  recently,  nutritionists 
largely  ignored  dietary  fiber  since  it  was 
neither  digested  absorbed  nor  metabolized 
by  the  body  and  passed  directly  through  as 
human  waste  Interest  was  stirred,  however, 
when  it  was  discovered  that  rural  Africans 
whose  diets  were  high  in  fiber  seemed  to 
have  a lower  incidence  of  certain  diseases 
than  people  living  • in  highly  developed 
countries  consuming  low-fiber  diets  (1) 

What  to  Dietary  Fiber? 

Traditionally,  fiber  has  been  discussed  in 
terms  of  crude  fiber,  which  is  simply  the 
residue  after  a food  sample  is  treated  in  the 
laboratory  with  a solvent,  hot  acid  and  hot 
alkali  This  chemically  inert  residue  is 
composed  primarily  of  the  lignin  and  most  of 
the  cellulose  in  the  food  being  analyzed 
Dietary  fiber  on  the  other  hand  is 
defined  as  including  all  the  components  of  a 
food  that  are  not  broken  down  by  enzymes  in 
the  human  digestive  tract  Dietary  fiber 
includes  hemicelluloses.  pectic  substances 
gums  mucilages  and  certain  other  carbo- 
hydrates as  well  as  the  lignin  and  cellulose 
that  constitute  crude  fiber 

The  use  of  crude  fiber  in  human  dietary 
descriptions  is  thus  of  limited  value,  since  it 
may  represent  as  little  as  one-seventh  of  the 
total  dietary  fiber  of  the  food  Even  the  word 
fiber  itself  is  misleading  since  not  all  the 
components  of  dietary  fiber  are  fibrous  in 
the  usual  physical  sense  while  foods  that  do 
contain  recognizable  fibers  such  as  muscle 
meats  do  not  yield  undigestible  residue 

Altogod  BmfHi 

A number  of  physiological  claims  have 
been  made  for  dietary  fiber  The  evidence 
underlying  these  claims  varies  Some  are 
theoretical  some  come  from  direct  human 
studies,  some  from  animal  experiments,  and 
others  from  epidemiological  studies 
studies  in  which  observations  have  been 
made  on  different  population  groups  and 
attempts  made  to  correlate  various  disease 
statistics  with  local  dietary  factors 
Fiber  is  of  definite  value  for  some 
conditions  and  may  or  may  not  be  of  value 
for  others 

• Constipation  Fiber  is  of  value  in  relieving 
constipation  because  of  its  ability  to 
increase  the  water  content  of  the  feces 
producing  bulkier  but  soft  well-formed 


stools  This,  in  turn,  leads  to  a transit  time  in 
the  gastrointestinal  tract  which  is 
intermediate  between  being  too  rapid, 
causing  diarrhea,  and  too  slow,  causing  con- 
stipation 

It  has  been  proposed  that  the  increased 
volume  and  softness  of  the  stools  by 
reducing  straining  during  defecation  is  a 
factor  in  preventing  hemorrhoids  and 
varicose  veins,  but  the  experimental 
evidence  for  this  claim  is  limited 

• Dlvartlculoais.  Fiber  is  of  probable  value  in 
treating  diverticulosis  a condition  in  which 
outpouchings  develop  in  weak  areas  in  the 
bowel  wall  When  these  outpouchings  are 
numerous  and  become  inflamed 
diverticulitis  results  This  condition  is  often 
accompanied  by  pain  on  the  lower  left  side 
alternating  diarrhea  and  constipation  and 
flatulence 

Until  recently  the  standard  medical 
treatment  for  this  malady  was  a low-residue 
diet,  on  the  presumption  that  such  a diet 
would  allow  healing  and  cause  less  irritation 
to  the  bowel  Now.  however  it  is  treated  with 
a high-fiber  diet  with  good  results  This 
supports  the  hypothesis  that  the  disease 
results  from  a dietary  fiber  deficiency 
although  it  does  not  prove  it 

Laboratory  studies  have  shown  that  rats 
ted  a fiber-free  diet  develop  diverticulosis 
while  those  fed  a fiber-containing  control 
diet  do  not  Also  a fiber-containing  diet  has 
been  used  to  cure  diverticulosis  in  rats  (2) 

• Cardiovascular  Diseases  A diet  high  m 
dietary  fiber  may  lower  blood  (serumi 
cholesterol  levels  by  reducing  the  transit 
time  through  the  gastrointestinal  tract 
leading  to  decreased  absorption  of  dietary 
cholesterol  It  may  also  reduce  serum 
cholesterol  by  another  mechanism  Bile 
acids  which  are  derived  from  the  body  s 
cholesterol,  emulsify  tats  and  oils  during 
digestion  and  thus  permit  their  absorption 
from  the  intestine  People  on  certain  high- 
fiber  diets  excrete  more  bile  acids  sterols 
and  fat  this  implies  that  the  fiber 
compounds  bind  bile  acids  and  thereby 
prevent  absorption  of  cholesterol  and  fat 
and  also  the  re-absorption  of  bile  acid  The 
body  therefore  draws  on  its  cholesterol 
stores  to  synthesize  more  bile  acid 
presumably  lowering  the  serum  cholesterol 
level  (3) 

However,  although  high  serum 
cholesterol  levels  have  been  identified  as 
one  of  the  risk  factors  in  atherosclerosis 
there  is  disagreement  as  to  whether  the 
actual  risk  can  be  reduced  by  lowering 
cholesterol  levels  by  means  of  diet  or  drugs 

Also  complicating  the  matter  are  the 
inconsistent  effects  produced  by  dietary 
fiber  from  different  foods  Adding  roiled 
oats  barley  pectin,  or  alfalfa  and  possibly 
lignin  to  the  diet  reduces  serum  cholesterol 


in  animals  and/or  man  whereas  the  effect  of 
adding  whole  wheat  is  variable  and  bran 
does  not  appear  to  affect  serum  lipids  (4.5.6 
7) 

• Cancer.  Some  health  professionals 
hypothesize,  on  the  basis  of  epidemiological 
studies  that  dietary  fiber  may  provide 
protection  from  cancer  of  the  colon  and  the 
rectum  The  more  rapid  movement  of  the 
feces  which  occurs  with  a high-fiber  diet 
may  allow  less  time  for  any  carcinogens 
present  in  the  colon  to  initiate  cancer  Also 
the  extra  water  bile  acids  salts  and  fat 
bound  by  the  added  fiber  may  act  as  solvents 
to  remove  chemicals  which  might  be 
carcinogenic  In  addition  a high-fiber  diet 
may  alter  the  type  and  number  of 
microorganisms  in  the  colon  and  possibly 
inhibit  their  production  of  potential 
carcinogens  (8  9) 

However  epidemiological  studies  can  be 
misleading  For  example,  the  incidence  of 
colon  cancer  in  different  countries  and 
cultures  correlates  much  better  with  the 
consumption  of  fat  than  with  the 
consumption  of  fiber  ( 10  11)  Furthermore 
there  is  no  proven  relationship  between 
bowel  transit  time  and  the  incidence  of  colon 
cancer  no  proof  that  constipation  leads  to 
cancer  and  no  proof  that  dietary  fiber  per  se 
has  a definable  effect  on  the  intestinal  flora 
of  man  (12) 

• Diabetes.  In  one  study  (13)  blood-sugar 
levels  of  patients  taking  insulin  were 
significantly  lower  on  a high-fiber  diet  than 
on  a low-fiber  diet  While  this  preliminary 
observation  is  of  interest  diabetics  should 
not  change  to  a high-fiber  diet  without  the 
advice  of  a physician 

• Appendicitis  This  disease  has  been  linked 
to  low-fiber  diets  in  some  epidemiological 
comparisons  but  other  data  fail  to  support 
this  hypothesis  For  example  the  incidence 
of  appendicitis  in  the  U S has  decreased  by 
40%  in  the  last  20  years,  while  fiber  intake 
has  been  falling 

• Weight  Loss.  Preliminary  studies  indicate 
that  high-fiber  foods  may  help  promote 
weight  loss  High-fiber  breads  freguently 
contain  fewer  calories  per  pound  than 
standard  breads  and  they  could  also  simply 
reduce  food  consumption  because  of  an 
increased  feeling  of  satiety 

• Other  Conditions  Certain  plant  fibers 
appear  to  have  a detoxifying  effect  when  fed 
along  with  various  drugs  and  chemicals  (14). 
but  further  study  is  reguired  On  the  other 
hand,  there  is  little  evidence  linking  dietary 
fiber  with  such  disorders  as  hiatal  hernia 
deep-vein  thrombosis  and  phlebitis 

In  considering  epidemiological  evidence 
linking  specific  diseases  to  diet  one  must 
remember  that  many  changes  in  lifestyle  and 
the  environment  occur  simultaneously  with 
changes  in  the  diet  and  might  themselves 
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cause  or  influence  the  course  of  these 
diseases  In  addition,  people  eating  a low- 
fiber  diet  are  generally  also  consuming 
increased  amounts  of  refined  carbohy- 
drates. fats  and  animal  products  It  is  |ust  as 
logical,  epidemiologically  speaking  to 
attribute  these  diseases  to  the  pretence  of 
these  other  materials  as  it  is  to  the  absence 
of  fiber  Conversely  high-fiber  diets  also 
may  be  high  in  essential  nutrients  thus,  it 
could  be  the  presence  of  these  other 
nutrients  that  produces  any  beneficial 
effects  (15) 

Food  Sources  of  Fiber 

Results  of  feeding  high-fiber  diets  differ 
from  researcher  to  researcher  One 
explanation  may  be  the  relatively  poor 
analytical  methods  available  for  determining 
fiber  data  Another  explanation,  however  is 
that  since  different  fiber  components  have 
very  different  physiological  'unctions  and 
fiber  composition  differs  wdh  the  food 
source,  the  physiological  effects  noted  will 
depend  on  the  predominant  type  of  fiber 
consumed 

Tablt  I 

Total  Dlatary  Fiber  In  Soma  Fruits. 

Vagatablas  and  Wheat  Products  (16) 
Total  Dietary  Fiber 
Food  (g/IOOg  fresh  basis) 


Cabbage,  cooked  2 83 

Carrots  cooked  3 70 

Peas,  frozen  raw  7 75 

Tomato  raw  1 40 

Apple  flesh  only  1 42 

Banana  1 75 

Pear  flesh  only  2 44 

Plum  raw  flesh  and  skin  1 52 

Strawberry,  raw  2 12 

White  flour  (72%)  3 45 

Brown  flour  (90-95%l  8 70 

Whole  wheat  flour  11  0 

Bran  48  0 


A wide  variety  of  loods  supply  significant 
amounts  of  dietary  fiber  (Table  I)  including 
all  of  its  various  components  (16)  Grain 
products  and  nuts  are  good  sources  of 
dietary  fiber  and  fruits  and  vegetables 
supply  significant  amounts  of  fiber  if 
consumed  in  fairly  large  guantities 

The  lignin  content  of  most  vegetables  is 
very  low  while  that  of  fruits  is  highest  in 
those  containing  ligmtied  seeds  (eg  the 
strawberry)  or  ligmfied  cells  in  the  flesh 
(e  g the  pear)  The  noncellulosic 
polysaccharides  in  these  foods  are  usually 
rich  in  pectic  substances  (uronic  acids)  and 
in  the  so-called  5-carbon  sugars  (pentoses) 
Substitution  of  whole  wheat  flour  for 
white  flour  provides  increased  lignin  in  the 
diet  as  well  as  a 3-fold  increase  in  total 
dietary  fiber  from  that  foodstuff  and  a 1 2-fold 
increase  in  noncellulosic  pentosans 
(polymers  of  5-carbon  sugars) 

A number  of  bakeries  have  developed 
breads  which  contain  6-8%  crude  fiber  (17) 
roughly  four  times  as  much  as  in  whole 
wheat  bread  Powdered  food-grade 
cellulose  is  the  fiber  component  added  to 
these  products 

Can  You  Get  Too  Much? 

Consumption  of  as  much  as  10 


tablespoons  of  bran  per  day  in  addition  to 
the  regular  diet  has  been  recommended  in 
some  regimens  Such  large  intakes  may 
cause  diarrhea  and  other  digestive 
complaints  Too  much  pectin  may  decrease 
vitamin  B12  absorption  High-fiber  diets  may 
also  result  in  a significant  loss  of  minerals, 
particularly  zinc  iron  calcium  copper  and 
magnesium  as  a result  of  binding  of  these 
minerals  by  the  phytic  acid  present  in  certain 
plant-based  foods 

Also,  fiber  by  its  sheer  bulk  may  reduce 
the  total  amount  of  food  consumed  thereby 
resulting  in  a deficiency  of  certain  nutrients 
and  even  in  some  cases  of  needed  calories 
Very  large  amounts  of  fiber  could  even  cause 
enlargement  and  twisting  of  the  sigmoid 
colon  (18)  and  aggravate  ulcerative  colitis 
Persons  with  kidney  disease  diabetes  or 
other  disease  conditions  should  without 
guestion  consult  their  physician  before 
Consuming  bran  or  making  other  drastic 
changes  in  their  diet 

Moderation  Recommended 

From  1909-13  to  1 965  the  daily  crude  fiber 
content  of  the  average  American  diet 
decreased  from  about  7 grams  to  about  5 
grams  Whether  increasing  the  daily 
consumption  of  crude  liber  by  2 grams  to  gel 
it  back  to  the  earlier  level  could  be  expected 
to  have  the  same  effect  on  health  as  an 
increase  to  the  higher  level  of  25  grams  sug 
gested  by  the  difference  between  African 
and  American  diets  is  an  unanswered 
guestion  (19  20) 

It  may  be  that  changes  in  theconsumption 
patterns  for  fruits  and  vegetables  and  gram 
products  over  the  last  50  years  represent 
more  of  a shift  in  the  type  of  fiber  than  a 
significant  decrease  in  the  amount  1 2 1 ) 
While  dietary  recommendations  ranging 
from  6 to  24  grams  of  crude  fiber  per  daycan 
be  found  in  popular  and  scientific  literature 
almost  no  detailed  information  is  available  to 
serve  as  a guide  for  recommending  either 
the  guanjity  or  type  of  dietary  fiber  In  the 
absence  of  such  scientific  evidence 
moderation  should  be  exercised  A variety  of 
whole  grain  products  such  as  breads  and 
cereals  fruits  and  vegetables  and  nuts  will 
ensure  a good  mixture  of  fiber  constituents 
and  make  a positive  contribution  to  the 
overall  nutritional  value  of  the  diet 

II  there  are  beneficial  effects  from  dietary 
fiber  they  must  stem  from  more  than  one 
component  of  dietary  fiber  Therefore 
adding  fiber  in  the  form  of  bran  alone  for 
example  can  be  expected  to  have  little  effect 
other  than  on  bowel  activity  Likewise  the 
benefits  of  adding  cellulose  alone  to  bread 
may  be  limited  to  reducing  calories  Any 
generalized  statements  about  the  use  of 
dietary  fiber  as  a drug  to  cure  specific 
diseases  should  be  looked  upon  with 
reservation 
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Abstracts  1 In  Interl'mgua 


Kalter,  R.  D.:  Donantes  unic  de  thrombocytos  e granu- 
locytos,  New  York  State  J.  Med.  80:  1065  (Junio)  1980. 

Le  donantes  unic  de  thrombocytos  e granulocytos  ha  un 
popularitate  crescente  pro  le  sopporto  del  patientes  con 
morbos  hematologic  maligne.  Le  indicationes  e methodos 
pro  facer  le  cytopheresis,  le  pericolos  pro  le  donante  e le 
characteristicas  del  productos  es  revistite. 

Han,  T.,  e Winnicki,  M.  S.:  Refortio  mediante  le  in- 
domethacina  del  responsa  lymphocytic  al  mitogenes  in 
casos  de  morbo  de  Hodgkin  tractate  o non  tractate,  e de 
lymphomas  non  Hodgkin,  New  York  State  J.  Med  80: 
1070  (Junio)  1980. 

In  iste  studio  es  confirmate  le  observationes  previe  de 
que  le  responsas  lymphocytic  proliferative,  in  vitro,  al 
phytohemagglutinina  (“PHA”)  es  perturbate  in  le  majo- 
ritate  del  patientes  con  morbo  de  Hodgkin  non  tractate  e 
lymphoma  non  Hodgkin.  In  iste  articulo  es  demonstrate 
que,  in  comparation  con  individuos  normal:  ( 1 ) le  responsa 
promedio  al  PHA  del  morbo  de  Hodgkin  e del  lymphomas 
non  Hodgkin  es  un  tanto  basse;  (2)  le  responsa  promedio 
al  “PWM”  (mitogene  pokeweed)  del  patientes  con  morbo 
de  Hodgkin  o lymphoma  non  Hodgkin  es  normal;  (3)  le 
responsa  promedio  al  canavalina  A (“Con-A”)  es  normal 
in  patientes  con  lymphoma  non  Hodgkin,  e (4)  le  responsa 
promedio  al  Con-A  in  patientes  con  morbo  de  Hodgkin  es 
un  tanto  elevate.  Nonobstante,  le  differentia  inter  cata 
responsa  de  individuos  normal  e le  patientes  con  morbo  de 
Hodgkin  o lymphoma  non  Hodgkin  non  es  statisticmente 
signficative.  Le  responsa  promedio  de  remisiones  al  PHA, 
Con-A  o PWM  in  patientes  con  morbo  de  Hodgkin  o lym- 
phoma non  Hodgkin  es  plus  elevate  que  ille  de  patientes 
active  (PHA  p <0.05;  Con-A  p <0.05;  PWM  p >0.05).  Ha 
essite  trovate  que  le  indomethacina,  un  inhibitor  del  syn- 
thetasa  de  un  prostaglandina,  pote  refortiar  le  responsas 
lymphocytic  proliferative  inducite  per  le  mitogenes  in  in- 
dividuos san  e etiam  in  patientes  con  morbo  de  Hodgkin 
o lymphoma  non  Hodgkin.  Le  indomethacina  non  ha  ac- 
tivitate  mitogenic.  Le  alcohol  ethylic,  at  0.01  pro  cento, 
in  le  qual  le  indomethacina  es  dissolvite  es,  etiam,  non 
mitogenic  o non  toxic  per  le  lymphocytes.  Ben  que  le  in- 
domethacina refortia  le  responsa  lymphocytic  al  PHA  in 
patientes  con  morbo  de  Hodgkin  o lymphomas  non 
Hodgkin,  le  refortio  es  inferior  al  nivello  normal.  Isto 
suggere  que  le  cellulas  supressive  producente  de  prosta- 
glandina pote  non  esser  le  sol  factor  responsibile  de  un 
responsa  perturbate  al  PHA  in  casos  de  lymphomas. 

Yassa,  R.,  Ananth,  J.,  e Mendis,  T.:  Le  sales  de  lithium 
per  le  morbos  leukopenic,  New  York  State  J.  Med.  80: 
1076  (Junio)  1980. 

Le  carbonato  de  lithium  pote  producer  leukocytosis 
mediante  su  action  directe  supra  le  medulla  ossee.  Iste 
trovato  pote  esser  utile  in  le  tractamento  de  diverse  morbos 
leukopenic.  In  iste  reporto,  le  efficatia  therapeutic  del 
lithium  per  iste  morbos,  e etiam  le  morbos  leukopenic  in- 
ducite per  drogas  es  revistite  e le  importantia  de  iste  tro- 
vato es  discutite. 


Filstein,  M.  R.,  Potter,  M.  E.,  e Payne,  R.:  Epidemia  de 
brucellosis  in  le  Norte  del  Stato  de  Nove  York,  New  York 
State  J.  Med.  80:  1081  (Junio)  1980. 

Inter  Decembre,  1977  e Martio,  1978,  8 casos  de  brucel- 
losis occurreva  in  laborantes  de  un  abattitorio  in  le  Norte 
del  Stato  de  Nove  York.  Iste  esseva  le  prime  casos  in  la- 
borantes de  un  abattitorio  diagnosticate  in  su  31  annos  de 
travalio.  Le  infection  brucellari  esseva  associate  con  le 
processamento  del  bestial  sacrificate.  Omne  individuos 
sero-positive  travaliava  in  le  departamento  de  occidentia 
(matantia)  o ben  esseva  exposite  frequentemente  in  le 
departamento  de  matantia.  Approximate  1 anno  e medie 
ante  del  prime  caso,  in  le  planta  esseva  sacrificate  le  double 
numero  de  animales  (reses),  mais  le  proportion  relative 
inter  reses  adulte  e le  vitellos  persisteva  sin  variation. 
Como  resultato  de  un  epizotia  de  brucellosis  bovine  in  le 
area,  le  numero  de  bestiales  infectate  con  Brucella  o ex- 
posite a illes  sacrificate,  augmentava  dramaticmente  circa 
7 menses  previe  al  initiation  del  epidemia  de  brucellosis 
inter  le  empleatos  del  abattitorio. 

Charatan,  F.  B.:  Psychiatria  geriatric;  considerationes 
psychosomatic,  New  York  State  J.  Med.  80: 1085  (Junio) 
1980. 

Le  inveteramento  (“aging”),  como  un  phase  del  cyclo 
disveloppamental  human,  es  accompaniate  de  disturba- 
tiones  como  lentitude,  perturbationes  del  memoria,  rig- 
iditate  e frigidamento.  Creditos  favorabile  es  le  maturitate 
del  judicio,  le  habilitate  de  rememorar  e le  valor  del  su- 
perviventia.  Le  frequentia  de  certe  morbos,  como  neo- 
plasmas, diabetes  mellitus,  osteoporosis,  morbo  de  Par- 
kinson e diverticulosis,  es  elevate  mais  le  deviation  del  li- 
bido desde  le  area  genital  al  tracto  alimentari,  pote  resultar 
in  alimentation  excessive  e hypochondriase.  Le  medico 
que  tracta  a ancianos  debe  esser  un  curator  constante 
contra  le  nihilismo  therapeutic. 

Dhalla,  S.,  e Flynn,  J.  T.:  Chimioprophylaxis  del  infec- 
tiones;  un  revision,  New  York  State  J.  Med  80:  1087 
(Junio)  1980. 

Ha  essite  trovato  que  le  chimioprophylaxis  es  utile  in  un 
varietate  de  casos  existente  in  le  practica  actual  del  medi- 
cina  e chirurgia.  Le  indicationes  del  prophylaxis  non 
chirurgic  include  le  prevention  del  febre  rheumatic,  le  en- 
docarditis bacterial,  le  infectiones  urinari  recurrente,  le 
infectiones  meningococcal  in  le  contactos  del  patiente  con 
infection  meningococcal,  le  infectiones  per  virus  del  in- 
fluenza A e le  infection  tuberculose  acute  intra  gruppos  de 
risco  elevate.  Le  prophylaxis  antibiotic  es  indicate  in 
procedimentos  chirurgic  que  implique  un  risco  elevate  de 
contamination  bacterial,  como  le  chirurgia  colo-rectal,  le 
hysterectomia  vaginal,  le  chirurgia  gastric  in  presentia  de 
achlorhydria  o hypochlorhvdria,  le  chirurgia  biliari  in  pa- 
tientes con  possible  contamination  del  bile,  e etiam  in  certe 
procedimentos  sin  contamination  e in  que  le  consequentias 
de  un  possibile  contamination  pote  esser  desastrose,  como 
in  le  chirurgia  a corde  aperte,  o le  insertion  de  prosthesis 

continued  on  page  1167 
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EMERGENCIES  IN  CLINICAL  MEDICINE 

A Medical  Seminar/Vacation 
August  3-9,  1980 

Cornell  University  Campus,  Ithaca,  New  York 


Attention:  General  Internists,  Family  Practitioners, 

Emergency  Room  and  Primary  Care  Physicians. 

Program:  Coma  . . . Acute  Renal  Failure  . . . Cardiovascular  Emergencies.  . . 

Suicide  and  Acute  Psychoses  . . . Urgent  Infections  . . . Acute  Abdomen. 

Earn  24  AMA  credits,  20  clinician-teachers  will  provide  a multidisciplinary  approach  to  the  recognition  and 
treatment  of  urgent  medical  problems. 

Our  format  allows  you  to  combine  a postgraduate  medical  seminar  with  a family  education /vacation.  While 
you  are  attending  your  seminars,  your  spouse  and  children  can  attend  Cornell  Adult  University-the  most 
extensive  program  of  its  kind  in  the  U.S. 

For  your  spouse,  a choice  of  adult  courses  in.  . . The  China  Difference  . . . Dog  Care  and  Management . . . 
International  Cuisine  . . . Investment  Strategy  . . . Popular  and  Practical  Archaeology.  Children  3-18  are 
provided  a full  choice  of  sports  or  academic  programs. 


Visiting  Faculty: 

Henry  W.  Murray,  M.D. 
Cornell  U.  Med.  School 


Douglas  J.  Miller,  M.D. 
Medical  College  of  V A 
Alexander  J.  Walt,  M.D. 
Wayne  State  University 


Thomas  B.  Graboys,  M.D. 
Harvard  Medical  School 
John  C.  Mitchell,  M.D. 
Mayo  Medical  School 


Information:  Call  or  write — Paul  C.  Royce,  M.D.,  Ph.D.,  Director  of  Medical 

Education.  Robert  Packer  Hospital/Guthrie  Clinic,  Sayre,  PA  18840, 
Phone:  (717)  888-6666,  extension  366. 


continued  from  page  1166 

in  le  coxa.  Pro  que  le  antibiotic  sia  effective,  iste  debe 
administrar  se  ante  del  procedimento  chirurgic,  e continuar 
su  administration  solmente  per  un  breve  tempore  depost 
le  operation. 

Jennings,  E.  C.,  August,  C.  W.,  e Yatco,  R.:  Patientes 
asymptomatic  con  carcinoma  primari;  studio  con  le  to- 
mographia  axial  computarisate,  New  York  State  J.  Med. 
80:  1096  (Junio)  1980. 

A 266  patientes  con  carcinoma  primari  diagnosticate,  sin 
signos  o symptomas  neurologic,  le  tomographia  axial 
computarisate  (TAC)  esseva  facite  pro  determinar  le  fre- 
quentia  del  metastasis  cerebral  silente  in  casos  de  carci- 
noma primari.  Ben  que  le  numero  del  patientes  con  cata 
carcinoma  primari  es  relativemente  parve,  resultatos  sig- 
nificative esseva  obtenite  in  patientes  con  carcinoma  pul- 
monari  (21  de  79),  melanoma  (8  de  43),  e 6 de  37  patientes 
con  carcinoma  mammari.  Le  studio  initial  esseva  facite 
con  sectiones  de  6 mm.  Le  studio  esseva  repetite  con 
sectiones  de  3 mm  in  le  patientes  con  lesiones.  Le  sectiones 
de  2 mm  donate  un  augmento  significative  del  numero  de 
lesiones  identificate.  Iste  procedimento  esseva  adoptate 
in  studios  posteriori  pro  determinar  le  responsas  thera- 
peutic. Le  reconstruction  coronal  e saggital  esseva  de 
grand  valor  pro  localisar  lesiones  e obtener  un  impression 
tri-dimensional  del  grandor  e sito  del  lesiones. 


Kirsner,  J.  B.:  Morbo  inflammatori  intestinal;  consid- 
erationes  theoretic  supra  le  etiologia,  New  York  State  J. 
Med.  80:  1099  (Junio)  1980. 

Le  etiologia  e pathogenese  del  colitis  ulcerative  e del 
morbo  de  Crohn  del  intestin  parve  o grosso  permanece 
elusive.  Le  characteristicas  clinic  similar,  in  tote  le  mundo, 
ben  que  existe  differente  populationes,  circunstantias 
ambiental,  habitos  alimentari  e costumes,  es  notabile.  Le 
major  fequentia  del  morbo  de  Crohn  suggere  un  com- 
promisso  de  agentes  ambiental.  Le  numerose  e variabile 
complicationes  local  e general  del  Mil  (morbo  inflammatori 
intestinal)  suggere  un  vulnerabilitate  tisular  unic.  Le 
mechanismos  psychogenic,  ben  que  contribuye  al  curso  del 
Mil,  require  clarification.  Le  interes  microbiologic  actual 
es  dirigite  al  microorganismos  anaerobic  intestinal,  le 
species  pathogenic  del  Escherichia  coli,  le  Pseudomonas 
e le  metabolitos  bacterial.  Le  “transmissibilitate”  del 
morbo  de  Crohn  e del  colitis  ulcerative  inter  differente 
species  de  animales  suggere  un  etiologia  viral,  mais  le  evi- 
dentia  actual  non  es  conclusive.  Le  studios  immunologic 
supra  le  Mil  ha  tractate,  mais  non  successosemente,  de 
reproducer  le  colitis  ulcerative  e le  morbo  de  Crohn,  e etiam 
de  identificar  le  anticorpores  circulante,  le  complexos  im- 
munitari  antigeno-anticorpore,  le  responsas  immunitari 
gastrointestinal  mediate  cellularimente  e le  cytotoxicitate 
lymphocytic  pro  le  cellulas  epithelial  del  colon.  Le  accu- 
mulation local  de  immunoglobulinas  e componentes  del 
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Month  i in  Washington 


Congressional  appropriations  committees  are  consid- 
ering the  Administration’s  proposals  for  a further  $500 
million  reduction  in  health  program  funding. 

The  cuts  in  an  already  Spartan  health  budget,  made  as 
part  of  President  Carter’s  all-out  drive  to  balance  the 
budget  to  fight  inflation,  normally  would  receive  short 
shrift  in  Congress  where  health  usually  is  treated  gener- 
ously. However,  this  year  promises  to  be  different  as 
Congress  generally  shares  the  Administration’s  concern 
about  budget  deficits. 

In  addition  to  the  cuts  for  the  fiscal  year  1981  starting 
next  October,  the  Administration  is  seeking  reductions  in 
appropriations  for  the  current  year  and  rescissions  of  ap- 
propriations already  approved  by  Congress.  Congress  was 
asked  to  delay  action  on  the  $300  million  Child  Health 
Assurance  Program,  originally  slated  to  take  effect  next 
fiscal  year,  and  on  legislation  expanding  Medicare  and 
Medicaid  benefits.  There  was  even  a six-month  post- 
ponement, until  1983,  of  the  Administration’s  National 
Health  Insurance  plan. 

There  was  little  policy  evident  in  the  indiscriminate, 
down-the-line  budget  paring  of  health  programs.  Disease 
prevention,  mental  health,  alcoholism,  and  the  National 
Health  Service  Corps,  not  to  mention  the  Child  Health 
Assurance  Program  had  all  been  Administration  favor- 
ites. 

Proposed  Health,  Education,  and  Welfare  cuts  are  as 
follows: 

Health  Services  Administration — cut  by  $117  million, 
including  $47  million  for  the  National  Health  Services 
Corps,  $21  million  for  community  health  centers,  and 
$15  million  for  family  planning. 

Center  for  Disease  Control — cut  by  $98  million,  led  by 
$52  million  for  health  incentive  grants. 

National  Institutes  of  Health — cut  by  $91  million 
plus  another  $41  million  from  this  year’s  appropria- 
tion. 

National  Cancer  Institute — cut  by  $43  million. 
National  Heart,  Blood  and  Lung  Institute — cut  by 
$15.6  million. 

Alcohol,  Drug  Abuse  and  Mental  Health  Administra- 
tion— cut  by  $102  million  for  state  formula  grants. 
Health  Resources  Administration — cut  by  $73  million 
including  $38  million  for  local  health  planning. 

* * * 

The  AMA  has  told  the  Congress  that  “In  these  times  of 
escalating  costs  and  growing  demands  for  increased  Federal 
financial  support  in  governmental  programs,  it  is  more 
important  than  ever  that  the  Congress  provide  the  lead- 
ership necessary  to  establish  priorities  for  the  expenditures 
of  finite  Federal  funds.” 

In  testimony  before  a subcommittee  of  the  House 
Committee  on  Appropriations,  the  AMA  warned  that  it 
was  essential  that  all  sectors  of  the  economy  cooperate. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


“In  this  connection  the  medical  profession  has  under- 
taken an  examination  of  all  aspects  of  health  care  delivery 
in  order  to  constrain  rising  costs  and  conserve  the  public 
and  private  health  care  dollar  without  sacrificing  the 
quality  or  availability  of  health  care  services,”  the  AMA 
said.  “Through  the  VE  (Voluntary  Effort)  the  medical 
profession  and  other  organizations  have  created  an  affir- 
mative and  positive  program  demonstrating  the  concern 
of  the  private  sector  in  controlling  hospital  expenditures 
and  seeking  to  ameliorate  the  impact  of  inflation  on  health 
care  costs.  This  program  has  proved  itself  effective. 
Physicians,  too,  in  response  to  an  AMA  call  for  moderated 
increases  in  physician  fees,  have  responded  effectively,  with 
physician  fee  increases  being  below  the  ‘all  items’  portion 
of  the  Consumer  Price  Index  for  the  past  two  years.” 

In  conclusion,  the  AMA  testified  that  “While  we  recog- 
nize that  governmental  priorities  must  be  established  and 
that  certain  programs  must  be  cut,  we  believe  that  other 
programs,  including  those  we  have  discussed  with  you, 
should  be  strongly  supported  if  the  health  needs  of  the 
American  people  are  to  be  met.  We  urge  this  Committee 
to  consider  carefully  any  reductions  in  Federal  funding  that 
might  compromise  the  health  of  the  American  People.” 

* * * 

The  AMA  has  said  no  to  a Federal  proposal  that  physi- 
cians be  asked  to  limit  their  fee  increases  to  6.5  percent  this 
year.  AMA  Executive  Vice  President  James  H.  Sammons, 
M.D.,  has  told  government  officials  that  the  overall  rate  of 
inflation  is  running  at  about  18  percent  and  that  Wage 
Guideline  limits  have  been  set  at  from  7.5  percent  to  9 
percent. 

The  Health  and  Human  Services  Department  (the  new 
name  for  the  old  HEW  Department)  and  the  Council  on 
Wage  and  Price  Stability  (COWPS)  have  been  meeting 
with  leaders  of  the  health  providers  in  an  attempt  to  set 
voluntary  fee  and  price  limits. 

Dr.  Sammons  said  the  AMA  will  continue  to  urge  indi- 
vidual physicians  to  exercise  restraint,  a policy  that  has 
resulted  over  the  past  two  years  in  a rate  of  increase  well 
behind  the  CPI  (Consumer  Price  Index)  for  the  rest  of  the 
economy.  In  1978  the  CPI  was  9 percent;  physicians’  fee 
increases,  8.1  percent.  Last  year  the  figures  were  13.3 
percent  and  9.4  percent,  respectively. 

The  talks  with  the  private  sector  organizations  making 
up  the  VE  mark  a distinct  change  in  official  attitude. 
Former  HEW  Secretary  Joseph  Califano  did  not  recognize 
the  VE  as  a legitimate  effort  to  hold  down  inflation  and 
made  it  the  subject  of  snide  attacks.  The  present  Secre- 
tary Patricia  Harris  has  inaugurated  a policy  of  working 
with  the  private  sector  and  refraining  from  name- 
calling. 

* * * 

An  economic  recession  will  see  more  people  visiting 
physicians  and  hospitals,  the  AMA  has  cautioned  the  Ad- 
ministration. 
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“As  unemployment  levels  rise,  an  increasing  number  of 
individuals  will  not  have  to  take  time  off  from  their  jobs  in 
order  to  obtain  medical  care,"  noted  Lowell  Steen,  M.D., 
Chairman  of  the  AMA  Board  of  Trustees.  “In  addition, 
experience  in  past  recessions  indicates  that  recently  un- 
employed workers  will  try  to  obtain  medical  services  before 
their  work-related  health  insurance  benefits  expire.” 

Testifying  before  the  Administration’s  Price  Advisory 
Committee,  Dr.  Steen  said  that  the  projected  recession  thus 
could  increase  demand  for  medical  services  and  force 
practice  costs  to  rise. 

Another  factor  to  bear  in  mind,  according  to  the  AMA 
official,  is  that  health  care  policy  makers — including  the 
members  of  the  Voluntary  Effort— have  adopted  the  goal 
of  reducing  hospital  utilization.  “To  the  extent  that  this 
goal  is  met,  it  is  expected  that  the  demand  for  care  in  an 
ambulatory  setting  will  increase,  which,  in  turn,  may  lead 
to  price  increases  for  services  rendered  in  physicians’  of- 
fices.” 

The  physicians  of  the  nation  have  helped  write  "a  real 
success  story  for  voluntary  restraint,”  said  Dr.  Steen,  the 
"Physicians’  Services”  price  index  increased  less  rapidly 
than  the  “All-items”  index  of  the  Consumer  Price  Index 
in  both  1978  and  1979  (see  story  above  for  figures). 

Dr.  Steen  said  the  AMA’s  policies  and  programs  repre- 
sent a groundswell  of  physician  concern  for  the  costs  faced 
by  their  own  patients. 

Through  the  years,  he  noted,  the  AMA  has  urged  phy- 
sicians to  seek  the  most  economical  form  of  treatment 
consistent  with  good  care;  it  has  encouraged  physician- 
patient  discussion  of  fees  prior  to  treatment;  and  it  has 
supported  voluntary  health  planning  programs  at  the 
community  level  to  assure  appropriate  distribution  of 
health  care  resources. 

Dr.  Steen  concluded  his  testimony  before  the  Price 
Advisory  Committee  with  details  of  eight  current  AMA 
cost  containment  programs. 

* * * 

The  Administration  has  told  Congress  there  will  be 
plenty  of  physicians  again  in  the  1980s.  The  bright  outlook 
on  the  physician  supply  happens  to  coincide  with  the  Ad- 
ministration’s desire  to  slash  funding  for  medical  educa- 
tion. Hearings  are  underway  in  Congress  on  extending 
the  medical  manpower  laws. 

The  report  to  Congress  said  the  number  of  active  United 
States  physicians  increased  more  than  17  percent  from 
323,000  in  1970  to  379,000  in  1978.  The  “new”  publication, 
a report  to  the  President  and  Congress  on  the  Status  of 
Health  Professions  Personnel  in  the  United  States  (1980), 
also  cited  increases  during  the  period  in  the  numbers  of 
active  practitioners  in  other  health  professions:  dentistry 
up  19  percent  from  102,000  to  121,000;  optometrists,  15 
percent,  from  18,400  to  21,200;  pharmacists  23  percent 
from  109,600  to  134,600;  podiatrists,  14  percent,  from  7,100 
to  8,100;  and  veterinarians,  32  percent,  from  25,000  to 
34,200. 

The  HEW  Department  which  issued  a similar  report  last 
year,  said  projections  for  the  1980s  indicate  that  the  supply 
of  physicians  “probably  will  be  adequate  to  meet  the  na- 


tion’s needs  and  could  actually  exceed  requirements.  By 
1990  physician  requirements  are  predicted  to  range  from 
553,000  to  596,000  compared  to  an  anticipated  supply  of 
600,000.” 

The  report  points  out  that  the  projected  increase  in 
physician  supply  does  not  solve  geographic  distribution 
problems. 

“To  solve  geographic  inequities  will  require  some  leeway 
in  the  supply  to  encourage  potentially  excess  health  per- 
sonnel to  locate  in  areas  that  would  not  otherwise  get  the 
manpower  required,"  according  to  the  report. 

The  report  also  said  the  anticipated  increase  in  the 
supply  of  U.S. -trained  physicians  should  lessen  a previous 
reliance  on  foreign  medical  graduates  who  accounted  for 
1 1 percent  of  physicians  in  1963  and  20  percent  in  1977. 

There  have  been  substantial  increases  in  the  numbers 
of  women  and  minority  students  pursuing  health  careers, 
but  there  is  no  health  profession  in  which  the  percentage 
of  practitioners  or  the  level  of  enrollment  of  minorities  and 
women  is  equal  to  their  representation  in  the  civilian 
population,  according  to  the  report. 

* * * 

The  AMA  has  opposed  as  unnecessary  a pending  bill  in 
the  House  titled  the  “Privacy  of  Medical  Information  Act” 
(HR  5935). 

Appearing  before  Ways  and  Means  subcommittee  on 
Health,  spokesman  Frederick  W.  Ackerman,  M.D., 
Chairman  of  the  AMA  Council  on  Legislation,  said  that 
while  the  Association  shared  with  the  Congress  its  deep 
concerns  over  increasing  threats  to  the  confidentiality  of 
medical  records  and  the  erosion  of  privacy  of  patients,  it 
was  seeking  appropriate  state  legislative  solutions  to  the 
problems,  while  at  the  same  time  working  to  educate 
physicians  and  others  to  be  sensitive  to  these  issues. 

“Basic  to  our  objection  to  enactment  of  the  bill  is  our 
view'  that  there  is  no  need  for  comprehensive  Federal  leg- 
islation,” Dr.  Ackerman  said.  “Any  deficiencies  in  the 
present  system  relating  to  confidentiality  of  medical  rec- 
ords do  not  justify  enactment  of  Federal  legislation  with 
the  morass  of  regulation  assuredly  to  follow. 

“We  believe  that  the  states  have  shown  an  increased 
willingness  and  ability  to  respond  to  these  problems. 
Congress  should  encourage  these  activities,  not  supplant 
them.  Accordingly,  we  urge  the  Congress  not  to  adopt 
comprehensive  Federal  legislation,  but  to  limit  its  activities 
to  appropriate  Federal  areas  in  which  the  states  cannot 
act.” 

* * * 

Legislation  in  another  area  to  protect  medical  peer  re- 
view records  maintained  by  the  Veterans’  Administration 
from  public  release  was  backed,  however,  by  the  AMA. 
Confidentiality  is  critical  to  the  success  of  any  peer  review 
program,  the  AMA  said  in  support  of  an  amendment  of 
Senator  Herman  Talmadge  (D.,  Ga.)  to  the  VA  Physicians 
Pay  bill  (S.2534). 

The  AMA  noted  it  has  consistently  supported  congres- 
sional efforts  in  assuring  the  confidentiality  of  records  of 
Professional  Standards  Review  Organizations. 
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Annotations  of  Books  Received* 


HOSPITALS— NEW  YORK  CITY 

Hospital  Closures  in  New  York  City.  New  York,  N.Y., 
United  Hospital  Fund,  1980.  Softcover,  158  pages.  Price, 
$10. 

Proceedings  of  the  Health  Policy  Forum,  October  26-27, 
1978,  in  New  York  City. 

ENDOCRINE  GLANDS— PHYSIOLOGY 

Neuroendocrinology.  Edited  by  Dorothy  T.  Krieger, 
M.D.,  and  Joan  C.  Hughes.  Sunderland,  Mass.,  Sinauer 
Associates,  Inc.,  1980.  Illustrated,  352  pages.  Hardcover, 
$22.95. 

The  interrelationships  of  the  body’s  two  major  integra- 
tive systems — in  normal  physiology  and  in  clinical  dis- 
ease. 

PHYSICIANS— POPULAR  WORKS 

Private  Practices.  By  Linda  Wolfe.  New  York,  Simon 
and  Schuster,  1979.  Hardcover,  317  pages.  Price, 
$9.95. 

A novel  about  the  doctor-patient  relationship. 

ANESTHESIA— OBSTETRICAL 

Anesthesia  for  Obstetrics.  Edited  by  Sol  M.  Schnider, 
M.D.,  and  Gershon  Levinson,  M.D.  Baltimore,  Md., 
Williams  and  Wilkins  Company,  1979.  Illustrated,  456 
pages.  Cloth,  $35. 

A textbook  covering  all  aspects  of  anesthesia. 

HEALTH  CARE  SERVICES— ORGANIZATION 
AND  DELIVERY 

New  Directions  in  Public  Health  Care.  A Prescrip- 
tion for  the  1980s.  Third  edition.  Edited  by  C.  M. 
Lindsey.  San  Francisco,  California,  Institute  for  Con- 
temporary Studies,  1980.  Softcover,  290  pages.  Price, 
$6.95. 

New  policy  contexts  and  new  approaches  to  governing 
the  medical  markets. 

VOLUNTARY  WORKERS 

Directing  Health  Care  Volunteers.  By  Nancy  Kiefer. 
Oradell,  N.J.,  Medical  Economics  Company.  Book  Divi- 
sion. Hardcover,  245  pages.  Price,  $1 2.95. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Working  guide  for  setting  up  and  running  volunteer 
programs  as  well  as  practical  solutions  to  attracting  and 
holding  on  to  these  essential  providers  of  patient  ser- 
vices. 

FAMILY 

Families  Today.  2 volumes.  Edited  by  Eunice  Corfman. 
Science  Monographs  1.  Rockville,  Md.,  National  Institute 
of  Mental  Health,  1979.  Softcover,  1,013  pages.  DHEW 
Pub.  No.  (ADM)  79-815. 

A research  sampler  on  families  and  children. 

BREAST  NEOPLASMS 

Breast  Cancer.  A Practical  Guide  to  Diagnosis  and 
Treatment.  Edited  by  Louis  Venet,  M.D.  New  York,  SP 
Medical  & Scientific  Books,  1979.  Illustrated,  181  pages. 
Hardcover,  $20. 

Stress  on  the  flexible,  team  approach  to  management 
and  selection  of  therapy  based,  among  other  consider- 
ations, on  the  patient’s  psychosocial  requirements. 

A GING—GERIA  TRICS 

Ailments  of  Aging.  From  Symptom  to  Treatment.  By 

Mauwl  M.  Villaverde,  M.D.,  and  C.  Wright  MacMillan, 
M.D.  New  York,  Van  Nostrand  Reinhold  Company,  1980. 
Hardcover,  795  pages.  Price,  $34.50. 

Quick  reference  source  for  immediate  help  in  diagnosing 
and  treating  elderly  people — for  the  physician. 

HOSPITALS— EMERGENCY  SERVICE. 
ANECDOTES 

Emergency  Room.  By  Jennifer  Worth.  New  York,  El- 
sevier/Nelson Books,  1980.  Cloth,  126  pages.  Price, 
$7.95. 

Human  comedy,  human  drama  in  the  emergency  room, 
based  on  the  author’s  own  experiences. 

OPHTHALOMOLOG  Y— CONGRESSES 

Topics  in  Neuro-Ophthalmology.  Edited  by  H.  Stanley 
Thompson,  M.D.,  Robert  Daroff,  M.D.,  Lars  Frisen,  M.D., 
et  al.  Baltimore,  Williams  and  Wilkins  Company,  1979. 
Illustrated,  377  pages.  Cloth,  $ 

For  the  practitioner  who  sees  patients  with  neuro-oph- 
thalmic  problems. 
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THOR  A X—RA  DIOGRA  PH  Y 


Radiology  of  the  Chest.  Second  edition.  By  Coleman 
B.  Rabin,  M.D.,  and  Murray  G.  Baron,  M.D.  Baltimore, 
Md.,  Williams  & Wilkins,  Company,  1980.  Illustrated,  764 
pages.  Cloth,  $ 

An  exposition  of  the  roentgen  manifestations  of  chest 
diseases. 

PATIENT  ADVOCACY 


Humanizing  Health  Care.  Task  of  the  Patient  Rep- 
resentative. By  Norma  Shaw  Hogan.  Oradell,  N.J., 
Medical  Economics  Co.  Book  Division,  1980.  Softcover, 
190  pages.  Price,  $10.95. 

Patient  representatives — who  they  are  and  what  they 
do. 

HYPNOTICS  AND  SEDATIVES— 

PH  A RMA  COD  YNA  MICS 


Sleeping  Pills.  By  Wallace  B.  Mendelson,  M.D.  New 
York,  Plenum  Medical  Book  Company,  1980.  Illustrated, 
220  pages.  Cloth,  $22.50. 

A clinical  guide  to  the  use  and  misuse  of  sleeping  pills. 

PS  YCHIA  TR  Y— DICTIONARIES 


A Psychiatric  Glossary.  Fifth  edition.  Edited  by  a 
Subcommittee  of  the  Joint  Commission  on  Public  Affairs, 
Arnold  Werner,  M.D.,  Chairman.  Washington,  D.C., 
American  Psychiatric  Association,  1980.  Paperback,  142 
pages.  Price,  $5.95. 

1,000  definitions,  tables,  abbreviations,  and  short 
biographies  of  important  contributors  to  the  field. 

SOCIOL  OG  Y— ME  DIC  A L 


Coming 


in 


New  York  State 
Journal  of  Medicine 


Does  Life  Style  Cause  Cancer? 
Tuberculous  Meningitis 
Endocrine  Management  of  Transsexual 
Drug  Information 
Legionnaires’  Disease 
Fatigue  Problem 
Intestinal  Parasites 
Metastatic  Colorectal  Cancer 
History  of  Medicine 
Multiple  Sclerosis 
Prostate  Cancer 


Readings  in  Medical  Sociology.  Edited  by  David  Me- 
chanic. New  York,  The  Free  Press,  1980.  Softcover,  513 
pages.  Price,  $9.95. 

An  Introduction  to  research  questions,  policy  issues,  and 
methodological  approaches  of  the  rapidly  growing  field  of 
medical  sociology. 


Alveolar  Proteinosis 
Radiologic  Problem  of  the  Month 
Amniotic  Fluid  Lecithin  and 
Respiratory  Distress 


GOITER— ENDEMIC 


Endemic  Goiter  and  Endemic  Cretinism.  Iodine 
Nutrition  in  Health  and  Disease.  Edited  by  John  B. 
Stanburv.  M.D.,  and  Basil  S.  Hetzel.  New  York,  John 
Wiley  & Sons,  Inc.  Cloth,  606  pages.  Price,  $39.50. 

An  updating  of  The  World  Health  Organization’s  1960 
monograph  on  endemic  goiter. 

ETHICS— MEDICAL 


Intracranial  Aneurysm  Surgery 
Experimental  Endocarditis 
Computer  Interpretation  of 
Electrocardiograms 
Petrous  Apex  Tumors 
Endocrine  Exophthalmos 
Glomus  Bodies  and  Tumors 


Jewish  Bioethics.  Edited  by  Fred  Rosner  and  J.  David 
Bleich.  New  York,  Sanhedrin  Press,  1979.  Hardcover, 
424  pages.  Price,  $13.95. 

Discussions  of  bioethical  problems  within  the  framework 
of  Jewish  Law. 


Psychiatric  Support  in  Cancer 
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Letters  to  the  Editor 


Cystourethrography 

To  the  Editor:  Talarico  and  associates*  most  appro- 

priately call  attention  to  the  risks  of  “classic”  radiological 
studies  in  this  area. 

What  is  not  mentioned  in  their  report  is  possibly  more 
important  than  what  is.  Radionuclide  studies  are  men- 
tioned only  in  passing.  As  early  as  1961,  one  finds  refer- 
ence to  application  of  radionuclides  in  studies  of  the  lower 
urinary  tract.1 

Since  that  time,  the  development  of  these  technics  has 
progressed  at  a geometric  rate,  as  have  others.  The  YEAR 
BOOK  OF  NUCLEAR  MEDICINE  from  1973  to  1978, 2“7 
contains  six  reviews  in  this  field. 

The  quality  of  the  images  and  the  safety  of  the  procedure 
should  lead  one  to  select  it  as  a first  step  in  evaluating  lower 
urinary  tract  disease.  I have  not  found  a report  of  damage 
to  the  bladder  (or  to  any  part  of  the  urinary  tract).  In 
addition,  repeated  statements  emphasize  the  lower  level 
of  radiation  exposure  when  utilizing  radionuclides  com- 
pared with  radiological  technics  (for  example,  Blaufox, 
M.  D.,  and  Freeman,  L.  M.:  Sem.  Nuc.  Med.  3:  27  [1973]), 
as  quoted  in  YEAR  BOOK  OF  NUCLEAR  MEDICINE, 
1973,  p.  155,  and  so  forth.3 

In  none  of  the  four  cases  cited  does  one  find  mention  of 
evaluation  of  these  patients  with  radionuclides.  It  is 
particularly  disturbing  in  the  case  of  the  three  children 
concerned;  and  one  can  hardly  turn  a blind  eye  on  a 23- 
year-old  woman  when  it  comes  to  radiation  exposure. 

While  Talarico  and  co-workers  quite  rightly  warn  against 
the  dangers  of  direct  cystourethrography  utilizing  radi- 
opaque media,  they  do  not  go  far  enough.  In  the  light  of 
our  present  knowledge,  no  patient  should  be  exposed  to  the 
risks,  pharmaceutical  or  radiological,  inherent  in  x-ray 
studies  of  the  bladder,  ureters,  pelves,  and,  indeed,  the 
kidneys.  Only  if  radionuclide  procedures  fail  to  produce 
necessary  information  should  the  more  hazardous  studies 
be  undertaken.  This  is  still  a weightier  consideration  in 
the  face  of  the  relative  youth  of  the  patients  concerned  and 
of  the  nearly  invariably  required  repeat  studies. 

Finally,  we  should  also  bear  in  mind  that  females  are  far 
more  subject  to  lower  urinary  tract  disease.  Their  gonads 

* Talarico,  R.  D.,  Patel,  R.  C.,  Lavengood,  R.  W.,  and  Marshall, 
V.  F.:  Cystourethrography;  reversible  and  irreversible  damage 
to  bladder,  New  York  State  J.  Med.  79:  2028  (Dec.)  1979 


are  closer  to  the  target  than  are  those  of  their  brothers. 

PAUL  deR  KOLISCH,  M.D. 
Friendship,  N.Y.  14739 
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Dr.  Lavengood’s  reply 

To  the  Editor:  We  agree  with  Dr.  Kolisch  that  radionu- 
cleotides studies,  used  for  the  evaluation  of  the  lower  uri- 
nary tract,  are  well  known  and  applied  by  some. 

Unfortunately,  these  studies  are  not  available  in  the 
average  hospital.  In  large  centers,  the  radionuclear  labo- 
ratories usually  are  in  such  great  demand  by  the  renal 
transplant  teams  and  the  departments  of  medicine  that  one 
would  have  great  difficulty  using  this  form  of  study  for 
evaluating  the  lower  urinary  tract. 

RUSSEL  W.  LAVENGOOD,  M.D. 

Acting  Director,  Urology  Service 
St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  N.Y.  10025 
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Sports  medicine  section 

The  Sports  Medicine  Section  of  the  American  Physical 
Therapy  Association  in  association  with  the  Sports  Med- 
icine Institute  of  the  University  of  Cincinnati  will  present 
the  1st  Annual  Combined  Physician-Therapist  Conference 
on  “The  Evaluation  and  Current  Treatment  of  Athletic 
Injuries;  The  Team  Approach,”  December  4-6, 1980,  at  the 
Hyatt  Regency,  Houston,  Texas;  Credit,  16  hours  AMA 
Category  I. 

For  advanced  registration  contact:  Robert  Mangine, 
R.P.T.,  A.T.C.,  Department  of  Physical  Therapy,  Medical 
College  of  Virginia,  Box  224,  Richmond,  Va.  23298. 

Rational  Behavior  Therapy  Center 

The  Rational  Behavior  Therapy  Center  at  the  University 
of  Kentucky  College  of  Medicine  will  be  sponsoring  two 
exciting  vacation  seminars  during  the  next  year.  One  of 
these,  entitled  “How  to  Use  the  New  Self-Help  Alcoholic 
Treatment  Method"  will  be  held  in  The  Bahamas  from 
August  24-29,  1980.  The  other,  entitled  “Rational  Be- 
havior Therapy  in  Clinical  Practice”  will  be  held  in  Or- 
lando, Florida,  from  January  23-25,  1981.  Based  on  the 
premise  that  people  generally  create  their  own  emotional 
disturbances  by  thinking  and  behaving  in  irrational  and 
destructive  ways,  these  seminars  will  focus  on  how  Rational 
Behavior  Therapy  may  be  used  to  effectively  and  eco- 
nomically help  people  to  help  themselves. 

The  main  seminar  leader  for  both  seminars  will  be  Dr. 


continued  from  page  1167 

complemento  (Clq,  C3)  suggere  un  reaction  mediate  im- 
munulogicmente  in  le  intestin.  Le  occurrentia  familiari 
del  Mil  es  ora  identificate  in,  per  le  minus,  15-20  pro  cento 
del  patientes,  specialmente  inter  le  relativos  de  prime 
grado.  Le  contribution  genetic,  pressumibilimente, 


Maxie  C.  Maultsby  who  is  Professor  of  Psychiatry  and 
Director  of  the  Rational  Behavior  Therapy  Center  at  the 
University  of  Kentucky  College  of  Medicine.  Dr. 
Maultsby  is  a nationally  prominent  authority  on  self-help 
techniques  and  is  the  author  of  a number  of  best  selling 
books  including  Help  Yourself  to  Happiness,  You  and 
Your  Emotions,  Emotional  Well  Being  Through  Rational 
Behavior  Training,  and  A Million  Dollars  for  Your 
Hangover. 

The  August  Bahamas  seminar  will  be  held  at  the  fabu- 
lous Britannia  Beach  Hotel  on  Paradise  Island  in  The 
Bahamas. 

Convention  rates  are  available.  Early  reservations  are 
strongly  advised  to  avoid  disappointment. 

For  additional  information  about  these  and  other  ex- 
citing RBT  seminars,  please  contact  Barbara  Hood  at  the 
Rational  Behavior  Therapy  Center,  678  Allwyn  Street, 
Baldwin,  New  York  1 1510,  (516)  546-6646. 

Pediatric  dermatology 
seminar  VIII 

The  8th  annual  Pediatric  Dermatology  Seminar  will 
convene  at  the  Eden  Roc  Hotel,  Miami  Beach,  Florida, 
February  26-March  i,  1981.  It  will  be  followed  by  a 12-day 
post-seminar  tour  to  Tahiti  and  New  Zealand  with  an  op- 
tional extension  to  Australia. 

For  information  contact:  Guinter  Kahn,  M.D.,  16800 
N.W.  2nd  Ave.,  Miami,  Florida  33169;  telephone:  305- 
652-8600. 


consiste  in  facilitar  un  stato  de  “preparation  intestinal,” 
e le  posteriori  disveloppamento  del  Mil  mediante  differ- 
ente  occurrentias  ambiental. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician's  care.  Call  or  write  for  further  details. 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa.,  N Y.,  N J.,  Mich,  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification.  Physician  department  directors  also  desired  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila  , PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776. 


Build  the  arc 

Association  for  Retarded  Citizens 


SIGNATURE  LOANS 

$5,000  to  $50,000 

• No  collateral  required  • Interest  only  repayment  plan 
for  “new”  physicians  • Convenient,  all  details  arranged 
by  mail  • Completely  confidential. 

FINANCIAL  RESOURCES  COMPANY 

P.O.  Box  502,  Dept.  Y,  Richmond,  Va.  23204  (804)  741-2841 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 


New  York 

254  West  54  Street 
(212)  247-3434 


Hempstead.  LI 
175  Fulton  Avenue 
(516)  481-2774 


TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


MISCELLANEOUS 


HILLS  COLLECTED-  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp  , 130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 

MEDITERRANEAN  CRUISE/CONFERENCE  ON  LAW  AND  JUSTICE 
LEGAL-MEDICAL  ISSUES:  Fly  Alitalia.  Fourteen-day  cruise  aboard  the 
luxurious  T.S.C.S.  Navarino,  visiting  nine  ports  of  call  in  Italy,  Greece,  Turkey 
Israel  and  Yugoslavia.  Medical  malpractice,  Forensic  Medicine,  Establishmen 
of  Professional  Corporations.  Seminars  and  workshops  conducted  at  sea 
Fly/Cruise  group  rates.  Departures  August  1 and  August  15,  1980.  Tax  de 
ductible  (Treasury  Reg.  1.162-2).  Space  limited.  For  color  brochure  and  in 
formation,  write  Mediterranean  Conference,  Nassau  Research  Associates,  Inc. 
P.O.  Box  2925,  Huntington  Station,  New  York  11746.  Phone  (516)  549-0869. 


PHYSICIANS  WANTED 


FAMILY  PRACTITIONER,  TAMPA  BAY  AREA.  FLORIDA:  Federally  quali- 
fied HMO  is  recruiting  family  practitioners  for  ambulatory  care  facilities  in 
Clearwater,  Florida.  Competitive  salary  and  comprehensive  benefit  program 
with  opportunity  to  participate  in  academic  program  available.  If  team  inter- 
action and  casual  living  appeal  to  you,  send  c.v.  to:  Prepaid  Health  Care,  Inc., 
Att:  Jerry  Williamson,  M.D.,  1417  South  Belcher  RcL,  Clearwater,  Florida  33516. 
(813)  535-3474. 


GENERAL  SURGEON,  NORTH  CAROLINA:  Needed  for  university  owned 
hospital  in  small  coastal  town.  This  private  practice  opportunity  is  ideal  for  an 
experienced  general  surgeon  who  would  enjoy  a relaxed,  productive  life  style  in 
v a desirable  climate  on  the  coast.  Send  c.v.  to  Dept.  120,  c/o  NYSJM. 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10169,  or  call  collect 
(212)  599-0060. 


LOCUMS,  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER’s 
during  summer  months.  Must  he  N.Y.  State  licensed  and  have  D.E.A.  regis- 
tration. Send  c.v.  to:  James  F.  Stehli,  Executive  Secretary,  Physician  Service 
Associates,  33  Mitchell  Ave.,  Binghamton,  N.Y.  13903. 


INTERNIST,  TAMPA  BAY  AREA,  FLORIDA:  Prepaid  Health  Care,  Inc.,  a 
Federally  qualified  HMO,  is  recruiting  internists,  BE  or  BC,  for  adult  ambulatory 
care  units  in  Clearwater  and  St.  Petersburg.  Excellent  salary  and  benefit  pro- 
grams, with  opportunity  to  participate  in  academic  program  available.  Pro- 
gressive, growing  community.  If  Interested  in  growing  with  us,  send  c.v.  to  Jerry 
Williamson,  M.D.,  Medical  Director,  1417  South  Blecher  Rd.,  Clearwater,  Florida 
33516.  (813)  535-3474. 


PEDIATRICIAN,  BOARD  ELIGIBLE  OR  CERTIFIED,  (6-12  months  experience 
in  neonatology  or  pediatric  allergy  preferred)  to  join  board  certified  pediatricians. 
Partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region, 
New  York  State.  Send  resume  to  Dept.  117,  c/o  NYSJM. 
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PHYSICIANS  WANTED— CONTD 


EMERGENCY  MEDICINE  UPSTATE  NEW  YORK:  Physician  to  join  stall 
of  modern  emergency  room,  rotating  between  day  and  evening  shifts  on  a 40  hour 
per  week  basis.  Excellent  salary  and  employee  benefit  program  including  hos- 
pital paid  retirement  plan.  Modern  J.C.A.H  accredited  community  hospital 
located  in  upstate  New  York  midway  between  Albany  and  Utica  in  an  Adirondack 
vacation  area.  Send  vitae  in  complete  confidence  to  Director  of  Personnel 
Relations.  Nathan  Littauer  Hospital,  Gloversville,  N.Y.  12078. 

THREE  YEAR  APPROVED  PSYCHIATRIC  RESIDENCY  PROGRAM  now 
appointing  lor  an  immediate  unexpected  opening  and  for  duly  1980  Small  in 
tensive  psychiatric  hospital.  JCAH  approved,  affiliated  with  University  of  Iowa 
Medical  College.  Comprehensive  program  including  two  adult  psychiatric  units, 
adolescent  unit,  childrens  unit,  alcohol  & drug  abuse  unit,  with  innovative 
community  liaison,  and  OPD.  Eclectic  approach.  Situated  in  picturesque 
northeast  Iowa  near  large  cities  with  cultural  advantages,  hut  in  rural  selling. 
Ideal  for  family  living.  No  financial  sacrifice  w hile  learning.  Excellent  salary; 
liberal  fringe  benefits;  some  housing  available.  Opportunity  to  join  staff  upon 
completion  of  (raining.  All  applicants  must  have  completed  one  year  in  an  ap- 
proved training  program  in  internal  medicine,  family  practice,  or  pediatrics  or 
a flexible  one  year  program  including  four  months  in  internal  medicine.  An 
Equal  Opportunity  Employer  Write  or  call  R.  M Akhar.  Ml)..  Acting  Super- 
intendent, or  B.  .1.  Dave,  M.D.,  Director  of  Education,  Mental  Health  Institute, 
Independence.  Iowa  50644. 


STUDENT  HEALTH  CENTER  is  seeking  primary  care  physicians  interested  in 
being  considered  for  future  vacancies  on  staff  of  a university  outpatient  facility. 
Positions  will  probably  become  available  in  summer  of  1980  and  possibly  sooner. 
Florida  license  required.  Malpractice  insurance  provided;  excellent  fringe 
benefits.  Excellent  salary.  Affirmative  Action/Equal  Opportunity  Employer. 
Send  CV  to  Director  University  Health  Center,  Florida  State  University,  Tal- 
lahassee, FL.  32306. 


ASSISTANT  WANTED:  BOARD  ELIGIBLE  INTERNIST  with  at  least  2 years 
experience  in  emergency  medicine,  to  assist  Western  New  York  cardiology  ori- 
ented physician  in  private  practice  patient  care,  and  teaching  elective  students. 
Must  have  knowledge  of  statistics  and  be  mainly  interested  in  acute  care  research. 
Excellent  salary  first  year,  followed  by  partnership  or  share  expense  arrangement. 
References  with  reply.  Dept.  127,  c/o  NYSJM. 

COLLEGE  HEALTH  PHYSICIAN,  FULL  TIME:  Provide  primary  care  for 
student  population  of  15,000.  Modern  facility  near  Upstate  Medical  Center  and 
several  hospitals.  Located  in  Central  N.Y.  cultural  community  of  600,000. 
Sports  center  of  Northeast;  National  Sports  Festival  1981.  Empire  State  Games, 
45,000  seat  Carrier  Dome  in  September  1980.  Excellent  benefits  including 
malpractice,  educational  (employee  and  family),  retirement,  one  month  summer 
vacation.  Excellent  starting  salary.  NYS  license  required.  Experience  and/or 
residency  in  primary  care  field  preferred.  EO/AA  Employer.  Submit  detailed 
CV  and  three  letters  of  professional  recommendation  by  June  30,  1980  to: 
Vincent  J.  Lamparella,  M.D.,  Syracuse  University  Health  Service,  111  Waverly 
Ave.,  Syracuse,  N.Y.  13210. 


PEDIATRICIAN  WANTED  to  join  a community  hospital-based  private  pediatric 
practice,  in  a scenic,  rural  area  noted  for  state  park,  camping  grounds,  and  ski 
iifts.  Either  salary  or  partnership  available.  Write  or  call  T.  F.  Chen,  M.D.,  408 
N.  Main  St.,  Warsaw,  N.Y.  14569.  (716)  786-8181. 


DIRECTOR,  CLINICAL  LABORATORIES:  This  is  a full-time  clinical  and  ac- 
ademic position  as  Director  of  Clinical  Laboratories  at  The  Brookdale  Hospital 
Medical  Center  of  Brooklyn,  New  York,  a major  affiliate  of  SUNY  Downstate 
Medical  Center.  Certification  by  the  American  Board  of  Pathology  in  Clinical 
Pathology  is  mandatory.  Must  be  licensed  to  practice  in  the  State  of  New  York. 
The  candidate  should  have  extensive  knowledge  of  all  phases  of  laboratory 
technology  including  blood  banking,  demonstrated  managerial  and  adminis- 
trative skills,  as  well  as  a background  in  research.  Teaching  will  be  required  at 
undergraduate  and  post-graduate  levels.  An  academic  rank  commensurate  with 
qualifications  and  experience  will  be  conferred  by  SUNY-DMC.  This  is  an  equal 
opportunity/affirmative  action  employer.  Qualified  applicants  should  submit 
a complete  curriculum  vitae  to:  Search  Committee — Director,  Clinical  Labs, 
Executive  Office,  The  Brookdale  Hospital  Medical  Center,  Linden  Blvd.  & 
Rockaway  Parkway,  Brooklyn,  N.Y.  11212. 


MEDICAL  DIRECTOR 

The  Minnesota  Department  of  Public  Welfare  needs  a 
Medical  Director  for  a 418-bed,  metro  state  hospital 
serving  psych,  and  chem.  dep.  patients.  Applicants 
must  have  administrative  experience.  Must  be  licensed 
in  Minnesota,  or  able  to  establish  reciprocity.  Com- 
pletion of  3 year  residency  in  psychiatry  required. 
Salary  negotiable  depending  upon  qualifications.  Send 
resume  to  Ronald  C.  Young,  M.D.,  Minnesota  Depart- 
ment of  Public  Welfare,  Centennial  Bldg.,  St.  Paul,  MN 
55155,  or  phone  (612)  296-3058. 

An  Equal  Opportunity  Employer 


PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH. 

DAVIS-0MEGA  ?2«>1&MiNV  10036  1 2 


FOR  THE  PHYSICIAN  WHO 
NEEDS 

$1,000,000.00 

IN  LIFE  INSURANCE 

NEW  ANNUAL  RENEWABLE  TERM 
AT  UNBELIEVABLE  RATES: 


AGE 

ANNUAL  COST 

40 

$1,890 

45 

$2,480 

50 

$3,350 

55 

$4,570 

For  details,  please  call 

(212)  824-4455 

(914)  235-1350 

(516)  487-2288 


FRIEDLANDER  AGENCY,  INC. 

36  Church  St.,  New  Rochelle,  N.Y.  10805 


PRACTICES  WANTED 


NTERNIST  WISHES  TO  PURCHASE  General  or  Internal  Medicine  Practice 
in  Central  or  South  Nassau  County,  N.  Y.  Reply  to  Dept.  128,  c/o  NYSJM. 


OPHTHALMOLOGIST  wishes  to  purchase  Ophthalmology  practice  in  the  New 
York  or  suburban  area.  Please  contact  Dept.  130,  c/o  NYSJM. 


Name 

I 

Address 

City/State/Zip 

Telephone 

I 


I 


I 

I 

I 

I 

I 

J 
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PRACTICES  AVAILABLE 


MANAGEMENT  OF  EPILEPSY 

September  5, 1980 

Presented  by  the  Department  of  Neurol- 
ogy, Cornell  University-The  New  York  Hos- 
pital and  The  Epilepsy  Institute.  Approved 
for  7 hours  Category  I credit.  Fee  is 
$100.00. 

Course  will  cover  the  new  international 
classification  of  the  epilepsies;  diagnostic 
work  up  of  patients;  approach  to  control  of 
major  motor,  partial  complex  and  minor 
motor  seizures;  new  developments  in  anti- 
convulsant metabolism;  treatment  of  status 
epilepticus;  prognosis;  pregnancy;  and 
psychological  aspects. 

For  further  information  contact:  Ms. 

Lewark,  The  Epilepsy  Institute,  255  Park 
Avenue  South,  New  York,  N.Y.  10003. 
Phone:  (212)  677-8550. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead,  N Y 1 1552 

516-483-0577 


MEDICAL  DIRECTOR 

For  470  bed  geriatric  Health  Care  Facility  providing  a com- 
prehensive and  progressive  health  care  delivery  system  in- 
cluding most  aspects  of  care  outside  the  acute  hospital 
setting.  Experience  required  in  geriatrics.  Knowledge  of 
health  care  economics/administration.  Academic,  clinical 
and  research  potential.  Competitive  salary  and  excellent 
fringe  benefits.  Available  Fall  1980.  Send  curriculum  vitae 
to: 

Search  Committee,  c/o  Vincent  S.  Parks,  Jr.,  Administrator, 
St.  John’s  Home,  150  Highland  Ave.,  Rochester,  N.Y. 
14620 

An  Equal  Opportunity/ Affirmative  Action  Employer  M/ F 


UNIQUE  OPPORTUNITY:  Well  established,  30  years,  practice  available  soon 
Excellent  location  in  Rego  Park,  Queens,  N.Y.  Spacious,  modern,  very  wel 
furnished  and  equipped  office,  including  X-ray/fluoroscope,  microwave,  EKG 
complete  surgical  instrumentation.  Reasonable.  Call  from  2-6  (212)  459 
2963. 


EQUIPMENT 


EQUIPMENT  FOR  SALE:  Ritter  table,  matching  Hamilton  Instrument  Cabine 
treatment  table,  stool,  waste  receptacle,  instruments,  phonometer.  May  be  seer 
at  Fulton  Professional  Park,  Fulton,  N.Y.  13069.  If  interested  call  collect  (315 
625-7654. 


COLLECTION  OF  ASSORTED  ORTHOPEDIC  INSTRUMENTS  (surgical) 
cast  cutters,  etc.,  as  well  as  a variety  of  Medicine  cabinets  and  other  office  fur 
niture,  for  sale.  Call  evenings  (517)  541-4272. 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman.  V.P.,  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


MANHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST.,  N Y C.  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatrii 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptionist 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  lease: 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

BRIGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  twc 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
merable refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
and  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
0027. 

OLD  WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician’s  office  and  ranch 
house.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 
room,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
of  8 rooms;  entrance  foyer,  large  one  living  room  with  stone  front,  wood  burning 
fireplace,  formal  dining  room,  large  eat-in-kitchen,  den,  4 large  bedrooms,  3 full 
baths.  Full  panelled  basement  with  divided  areas;  live-in  quarters  includes  living 
room,  2 bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms 
plus  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
landscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
private  6-car  professional  parking  area.  Wheatley  School  District.  $210,000. 
Principals  only.  (516)  626-0220. 

ARE  YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
this  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
located  near  all  transportation,  city  buildings,  Staten  Island  Ferry,  and  two  major 
hospitals.  For  further  information  contact  Paul  (212)  447-8001. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  laboratory,  and  is  located  near  S.l.  Ferry,  all  transportation,  schools, 
city  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
otolaryngologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist. 
For  further  information  contact  Paul  (212)  447-8001. 

NEW  PALTZ,  NEW  YORK:  Raised  ranch.  15  years  old,  cedar  shakes,  9 rooms 
include  3 bedrooms,  2 baths,  den,  large  family  room,  native  stone  fireplace,  eat  -in 
kitchen,  spacious  living  and  dining  areas,  4%  acres,  landscaped,  partially  wooded, 
mountain  view,  1 '/n  hours  from  N.Y.C.  Suitable  for  combined  professional  and 
residential  use.  $72,000.  (212)  229-9306  or  (914)  255-9656. 

ROSLYN  HEIGHTS,  LONG  ISLAND,  N.Y.  Doctor  retiring,  offers  home  with 
separate  entrance  to  7-room  office  suite.  Beautifully  landscaped  plot.  Home 
includes  3 bedrooms,  2 baths,  living  and  dining  rooms,  den,  new  kitchen.  Fin- 
ished basement  with  playroom,  laundry.  Close  excellent  schools,  shops,  RR  and 
beach.  Call  owner  (516)  621-1923  or  621-9011. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


KEW  GARDENS  HILLS,  QUEENS,  N.Y.  Medical  office  for  rent.  Large  fully 
equipped  and  full  furnished  office  with  central  air  conditioning.  Available  im- 
mediately. Call  Sun.  through  Thurs.  (212)  544-1367. 

WE  ARE  BUYING  MEDICAL  BUILDINGS  for  conversion  to  co-operative  or 
condominium  ownership.  We  will  either  purchase  out  right,  or  joint  venture 
sponsorship.  If  you  are  interested  in  the  potential  of  this  exciting,  new  real  estate 
concept  contact  Gelco  Realty  Corp.,  595  Fifth  Ave.,  N.Y.,  N.Y.  10017.  (212) 
223-1130. 


EAST  HAMPTON,  LONG  ISLAND,  N.Y'.  48  half-acre  plots.  Improved,  ready 
to  go.  $500,000.  Also  excellent  property  in  Huntington,  L.I.  suitable  for  con- 
struction of  small  office  building.  Investors  needed,  $100,000.  Call  Mon.  thru 
Fri.  9 a.m.-3  p.m.  (516)  549-5678. 


BRICK  COLONIAL  HOME,  on  approximately  one  acre  of  land;  4 bedrooms,  den 
& deck;  plus  existing  3 room  office  for  physician  or  dentist.  Beautifully  land- 
scaped; plenty  of  parking.  Convenient  to  schools,  shopping,  commutation.  In 
rapidly  expanding  area  of  beautiful  homes  in  northern  New  Rochelle  where 
professional  services  are  greatly  needed.  (914)  NE2-1779. 


ROCKLAND  COUNTY.  N.Y.  CHOICE  LOCATION:  Fully  furnished  medical 
suite.  Ideal  for  medical  or  surgical  specialist,  or  insurance  agent,  or  other  pro- 
fessional desirous  of  good  location  and  adequate  facilities  for  a full-time  secretary 
and  capacity  to  seek  clients  and/or  patients.  Opportunity  to  purchase  part  of 
building  if  tax  shelter  is  desired,  and  also  opportunity  to  purchase  interest  in  office 
itself.  Large  multi-specialty  professional  building.  (914)  352-0500. 


UPPER  MEDICAL  SUITE  for  rent  consisting  of  6*^2  rooms,  2 bathrooms.  Lower 
professional  suite  occupied  by  Podiatrist  and  Orthopedist.  Very  active  practices. 
Approximately  1200  Sq.  Ft.  Private  entrance  $775  a month.  Located  in  Howard 
Beach,  N.Y.  If  interested  call  212-835-1600. 


MANHATTAN  1 1th  St.  East 

Between  Fifth/University 

Dynamic  Residential  & professional  area.  5 ROOM  SUITE 
ideal  for  Medical  Group.  ALSO,  INDIVIDUAL  OFFICES  perfect 
for  the  medical  professional  starting  out  on  own.  Will  consider 
others  actively  engaged  in  the  Medical  Arts  field.  Call: 

MS.  ROSEN  (212)  697-4427 


EXECUTIVE  SECRETARY 
New  York  State  Board  For  Medicine 

Candidates  should  be  licensed  physicians  in  New  York;  adminis- 
trative and  teaching  experience  are  preferred.  The  position,  which 
has  an  excellent  salary,  will  be  available  in  September.  The  duties 
of  the  position  include:  ( 1 ) Coordinate  work  of  the  State  Board  for 
Medicine  in  matters  of  professional  examination,  licensure,  disci- 
pline, practice  and  policy  recommendation;  (2)  Prepare  position 
papers  on  medical  education  and  health  care  delivery  and  otherwise 
advise  Board  of  Regents  and  State  Education  Department;  (3) 
Provide  information  about  medical  education,  licensure  and  practice 
to  public,  public  officials,  institutions  and  candidates  for  licensure; 

(4)  Evaluate  proposed  and  existing  medical  education  programs; 

(5)  Maintain  liaison  with  professional  organizations  and  other  gov- 
ernmental agencies;  (6)  Evaluate  bills  and  recommend  new  legis- 
lation. Candidates  should  send  a letter  and  r§sum6  by  July  7 to: 
New  York  State  Education  Department,  Division  of  Personnel,  Box 
M,  Albany,  New  York  12230. 


FLUSHING,  NEW  YORK:  DOCTOR  S OFFICE  in  luxury  air  conditioned  comer 
building.  Approximately  1200  sq.  ft.  Excellent  location  near  hospitals  and  all 
transportation.  Medical  set  up  suitable  for  sharing.  142-15  Franklin  Avenue, 
corner  Union  Street,  Flushing,  N.  Y.  (212)  275-8550. 


ATTENTION  PHYSICIANS:  Ideal  location  for  general  practitioner  or  special- 
ist— in  small  professional  building — near  hospitals  and  parkways — Western 
Suffolk  County,  N.Y.  Call  (516)  586-6300. 


STATEN  ISLAND:  OFFICE  SPACE  in  professional  building.  Densely  popu- 
lated area.  Excellent  opportunity  to  build  large  Medicaid  practice.  Heat,  hot 
water,  central  air  conditioning.  Reasonable  rent.  Call  Mr.  Selznick  (212) 
447-1400. 


MANHATTAN  OPHTHALMOLOGIST’S  OFFICE  TO  SHARE.  Park  Avenue 
(62-63  St.)  Modern,  up-to-date  equipment,  superb  location,  convenient  to 
transportation  and  parking.  Call  (212)  755-9487. 


PORT  JEFFERSON  STATION,  LONG  ISLAND,  N.Y.  Beautiful  4 bed.  Colonial. 
Professionally  decorated,  inground  pool,  greenhouse,  prof,  landscaped,  gas  heat, 
plus  beautiful  suite  of  offices:  waiting  room,  consultation  room,  x-ray  room,  2 
examining  rooms,  fully  a/c  and  carpeted,  separate  entrance.  Assumable  6% 
mortgage!  Unbelievable  value  at  $72,500!  For  details,  call  Broker  (516)  928- 
5500. 

DISCOVER  THE  ULTIMATE  "TAX  SHELTER"  VACATION  HIDEAWAY! 
Secluded,  white  powdery  Carribean  beaches,  snorkeling,  sailing,  casinos,  off-shore 
banking.  For  further  information  contact  Gateway  Management  Company  RR 
1,  Box  351,  Pound  Ridge,  N.Y’.  10576 


IS  Sk°POS  Qr<>UP  Ud  \ 

90  WASHINGTON  DRIVE 
CENTERPORT  NY  11721 
516  271  43  72 

SPECIALIZING  IN  FINE  MEDICAL  INTERIORS 
FOR  THE  CONSCIENTIOUS  PHYSICIAN 


• Space  Planning 

• Furniture  Layouts 

• Color  Planning 

• Lighting 

• Carpeting 


• Wallcoverings 

• Window  Treatments 

• Medical/Surgical  Equip. 

• Renovations 

• New  Construction 


Please  send  my  free  brochure  to 
name 


address 


NANTUCKET  ISLAND,  MASS.:  FOR  SALE.  Magnificent  restored  carriage 

bam  in  town,  close  to  water  on  spacious  grounds  of  private  preserve.  3 bedrooms, 
3 baths,  workshop,  sun  deck,  completely  furnished  with  outstanding  antiques. 
Designed  and  decorated  with  discriminating  taste  by  world  renowned  artist.  For 
sale  at  a fraction  of  replacement  cost,  terms  include  10%  mortgage.  An  ex- 
traordinary investment  value,  which  you  and  your  family  can  enjoy.  Easily  ac- 
cessible with  direct  flights,  close  to  superb  boat  basin.  Owner  (212)  663-7361, 
(617)  228-9866. 

CAPITOL  DISTRICT,  N.  \\  STATE:  8 room  newly  decorated,  furnished  pro- 
fessional office  for  rent:  large  private  parking  lot.  Attached  to  restored  and 
modernized  colonial  home.  Renter  may  have  option  to  buy.  Several  open 
hospitals  in  vicinity.  Reply  to  Dept.  129,  c/o  NYSJM. 


phone  # 

practice 

Mail  To:  Skopos  Group,  Ltd. 

90  Washington  Drive 
Centerport,  N.Y.  11721 
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1980  Albion  O.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1980  ALBION  O.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1980. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred  M.  Mayer,  Ph.D.,  Joseph 
L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  28-October  2,  1980.  The  award  was  endowed  by  the  late  Morris  J. 
Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee's  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1980  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 

K . r 


Albion  O. 


Bernstein,  M.D.  Award 

1980  Nomination  Form 


( Please  print/  type) 
Name(s)  of  Nominee- 
Professional  Address 


Telephone  ( ) 

Title  of  Achievement 

The  above  is  nominated  for  the  1980  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  the  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone  ( ) 

Signed Date 


NEW  YORK  STATE 
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NEW  YORK  CITY  NYACK 


Saint  Mary’s  Hospital  Division  of  the  Catholic 
Medical  Center  of  Brooklyn  and  Queens,  Inc. 

170  Buffalo  Avenue 
Brooklyn 

July  9,  8:00  a. m. -9:00  a. m.,  Wednesday 
ANTIBIOTIC  UPDATE  1980 
Stephen  Seligman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
July  24,  12  noon- 1:00  p.m.,  Thursday 

NEWER  TECHNIQUES  IN  PULMONARY  FUNCTION 
TESTING 

H.  William  Harris,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Saint  Mary’s  Hospital  Division 
of  the  Catholic  Medical  Center,  Department  of  Medicine,  170 
Buffalo  Avenue,  Brooklyn  1 1213.  Tel:  212/774-3600  ext. 
2044. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo  and  The 
American  Lung  Association  of  New  York  State 

* The  Niagara  Falls  International  Convention  Center 
Niagara  Falls 
July  10- 1 1 

WHAT'S  NEW  IN  PEDIATRIC  LUNG  DISEASE 
Gerd  J.  A.  Cropp,  M.D. 

FEE:  $150.  Physicians  CREDIT:  AMA  Cat.  1 (14  hrs.) 
$75.  Allied  Health  Professionals 
For  further  information  contact  Rayna  Dutton,  CME 
Coordinator,  Children’s  Hospital,  219  Bryant  Street,  Buffalo, 
14222.  Tel:  (collect)  716/878-7689. 


State  University  of  New  York  at  Buffalo  and 
The  Schering  Corporation  of  America 

* The  Buffalo  Hilton  at  the  Waterfront 

Buffalo 

July  17-19 

THE  3RD  NATIONAL  BUFFALO  CONFERENCE  ON 
PEDIATRIC/ADULT  ALLERGY  AND  CLINICAL 
IMMUNOLOGY 

Drs.  Elliott  Middleton,  Elliot  F.  Ellis 

FEE:  $200.  Physicians  CREDIT:  AMA  Cat.  1 (16  hrs.) 
$100.  Allied  Health  Professionals 
For  further  information  contact  Rayna  Dutton,  CME 
Coordinator,  Children’s  Hospital,  219  Bryant  Street,  Buffalo 
14222.  Tel:  (collect)  716/878-7689. 


State  University  of  New  York  at  Buffalo 

* Millard  Fillmore  Hospital 

Buffalo 

July  1 1- 12 

ECHOCARDIOGRAPHY 

For  further  information  contact  Gertrude  Myers,  135  Cary 
Hall,  3435  Main  Street,  Buffalo  14214.  Tel:  716/831-5526 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


Nyack  Hospital 

North  Midland  Avenue 
Nyack 

July  1,  9:00  a.m.,  Tuesday 

MODERN  TECHNIQUES  IN  HANDLING  KETOTIC  & NON- 
KETOTIC ACIDOSIS 
Joseph  Rand,  M.D. 

For  further  information  contact  I.  Jack  Rosen,  M.D., 
Continuing  Education  Committee,  Nyack  Hospital  Medical 
Staff,  Nyack  10960.  Tel:  914/358-6200. 


ROCHESTER 


University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 

Rochester 

July  8- 12 

POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 
FEE:  $350.  CREDIT:  AMA  Cat.  1 (33  hrs.) 

July  13- 14 

A TWO-DAY  ADVANCED  COURSE  IN  ORTHOPAEDIC 
MEDICINE 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  contact  Office  of  Continuing 
Professional  Education,  University  of  Rochester  Medical 
Center,  Box  601,  601  Elmwood  Avenue,  Rochester  14642. 
Tel:  716/275-4392. 


FUTURE  EVENT 


Beth  Israel  Medical  Center  co-sponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  the  Mount  Sinai  School  of  Medicine, 
(CUNY) 

10  Nathan  D.  Perlman  Place 
New  York 

"Beth  Israel  Medical  Center  in  the  Gottlieb  Auditorium  of  the 
Morris  J.  Bernstein  Institute 

September  2-4,  8:30  a. m. -4:30  p.m.,  Tuesday-Thursday 
REFRESHER  COURSE  IN  THE  PHYSICS  OF  RADIOLOGY 
AND  NUCLEAR  MEDICINE 
Gerald  Shapiro,  M.S.,  Program  Chairman 
FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 (18  hrs.) 
For  further  information  contact  Beverley  Baptiste,  Post- 
Graduate  Education  Office,  Beth  Israel  Medical  Center,  10 
Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/420- 
2000. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 
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ANESTHESIOLOGIST 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 


EMERGENCY  ROOM 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13201.  Tel:  315/252-3388. 
CANANDAIGUA,  N.Y.,  Ontario  County  needs  an  Emergency  Room 
Physician.  Contact  Anthony  Raguso,  Administrator,  F.  F. 
Thompson  Hospital,  350  Parrish  Street,  Canandaigua  14424. 
Tel:  716/394-1100. 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 


FAMILY  PHYSICIAN 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician,  Thoracic 
Surgeon  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida,  13421. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 


District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  in- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

KINGSTON,  N.Y.,  Ulster  County  needs  a Thoracic  Surgeon,  Family 
Physician  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a General  and  Vascular 
Surgeon.  Contact  Walter  A.  Minaert,  M.D.,  228  Sherman  Street, 
Watertown,  13601.  Tel:  315/732-19990. 


INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 


NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians'  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Neurologist,  Family  Phy- 
sician and  Thoracic  Surgeon.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 
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NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 


OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad.  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674 


ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


NEW  YORK,  N.Y.,  needs  an  Orthopedic  Surgeon,  part  time.  Contact 
F.  P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321 
West  44th  Street,  New  York  10036.  Tel:  212/JU  6-1550. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 


PEDIATRICS 

BROOKHAVEN,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  1 1967. 
Tel:  516/281-4070. 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

SOOUS,  N.Y.,  Wayne  County  needs  a Pediatrician.  Contact  Richard 
F.  Ertdres,  M.D.,  Sodus  Health  Center,  Box  A,  Sodus,  14551.  Tel: 
315/483-9133. 


RADIOLOGIST 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

S3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  - 

Address  

City.  State  

(zip) 
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(Please  print  in  black) 
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Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Internship 

Hosp  itals Dates 

Residency 

Hospitals  Dates 

Specialty ___________________________________________________________ 

Licensed  in  what  States? 

Applied  for  

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? _What  type  of  practice  are  you  interested  in? 

S o L o As  so  c la  t e Industrie  1 Group Ins  t itu  t ions  1 

Other 

Dice  you  will  be  available  for  practice  Former  locations  in  which  you  have 

pra  ct  iced 

(Give  daces) 


'./hen  completed,  please  return  toj  Physicians'  Placement  Bureau,  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11042.  Tel.  516/  488>6100. 
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Month  in  Washington 


National  Health  Insurance  sparks  keep  flickering.  The 
Senate  Finance  Committee  has  budgeted  six  days  of  ses- 
sions this  summer  on  the  issue. 

Committee  Chairman  Russell  Long  (D.,  La.)  steered  the 
panel  close  to  a vote  recently  but  then  postponed  consid- 
eration after  resistance  surfaced  on  the  budget-breaking 
aspects  of  any  NHI  plan. 

The  bill  before  the  Committee  has  been  chopped  back 
in  an  effort  to  make  it  easier  to  win  approval.  The  cata- 
strophic provision  was  changed  to  a voluntary  plan  with 
tax  incentives  to  encourage  businesses  to  purchase  such 
coverage  for  their  workers. 

Several  senators  have  remarked  privately  they  believe 
the  NHI  bill  is  dead,  but  when  the  powerful  Senator  Long 
is  running  the  show  and  wants  a bill,  legislation  can’t  be 
written  off. 

The  legislative  trip  through  committee.  Senate  floor, 
House  committees,  and  House  floor  appears  far  too  lengthy 
and  difficult  for  a NHI  bill  to  survive  this  year,  particularly 
in  the  light  of  the  growing  fight  for  a balanced  budget. 

The  House-Senate  Conference  Agreement  on  Congres- 
sional Spending  Limitations  has  directed  a $1.4  billion 
reduction  in  Medicare-Medicaid  spending  next  fiscal  year. 
House  and  Senate  health  committees  are  trying  to  figure 
out  how  to  accomplish  this  and  squeeze  other  health  pro- 
grams under  the  low  ceilings. 

* * * 

The  American  Medical  Association  has  called  on  the 
Federal  Trade  Commission  to  junk  its  investigation  of 
physician  control  and  impact  on  Blue  Shield  plans. 

Physicians’  formal  participation  on  the  boards  of 
open-panel  medical  prepayment  plans  has  been  declining 
since  1977,  when  the  two  FTC  reports  on  the  issue  were 
concluded,  the  AMA  noted  in  a statement  to  the  Com- 
mission. 

“An  objective  review  of  the  current  state  of  these  plans’ 
operations  would  support  immediate  termination  of  the 
staff  investigation.  Many  public  dollars  have  been  spent 
to  generate  the  staff  reports  and  their  somewhat  simplistic 
analyses.  This  matter  should  be  closed,  and  the  boards  of 
such  plans  commended  for  the  substantial  move  in  recent 
years  to  open  to  public  view  and  control  these  medical 
plans. 

By  1979  more  than  60  percent  of  Blue  Shield  plans, 
representing  83  percent  of  total  subscription  income,  had 
non-physician  majorities  on  their  boards,  the  AMA  noted. 
“Every  year  there  is  less  and  less  reason  to  consider  any 
rulemaking  by  FTC,  much  less  litigation  or  other  punitive 
action  against  these  plans.” 

The  AMA  said  there’s  no  justification  “for  spending 
more  public  dollars  to  pursue  FTC’s  speculation  that  any 
physician  participation  on  these  boards  increases  physician 
reimbursement  levels  and  health  care  costs.” 

Physician  leaders  who  have  served  on  open-panel  plans, 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


the  AMA  said,  have  been  able  to  bring  pertinent  experience 
to  bear  without  undermining  the  public  and  subscribers’ 
interest.  “The  beneficial  impact  of  medical  participation 
in  these  endeavors  must  be  recognized.” 

Meanwhile,  the  Congress  has  granted  the  Federal  Trade 
Commission  a new  lease  on  life,  providing  a formal  three- 
year  money  authorization.  The  bill  clips  the  controversial 
agency’s  wings  by  subjecting  its  decisions  to  a veto  by 
Congress.  Enactment  of  the  measure  followed  a lengthy 
bitter  dispute  by  members  of  Congress  with  the  FTC, 
which  lawmakers  contended  was  overstepping  authority 
in  its  all-out  campaign  to  crack  down  on  business  and  the 
professions. 

* * * 

The  Justice  Department  has  told  Virginia  health  plan- 
ners that  some  health  planning  agreements  may  be  a vio- 
lation of  the  federal  antitrust  laws. 

The  case  involves  a proposal  to  encourage  Richmond, 
Virginia,  hospitals  to  take  cooperative  steps  to  reduce  ob- 
stetric services. 

The  Central  Virginia  Health  Systems  Agency  was  told 
by  the  Justice  Department  that  such  proposed  joint  actions 
might  come  under  the  shadow  of  the  antitrust  laws  unless 
specifically  approved  by  Congress  or  state  legislatures. 

The  advisory  Justice  Department  letter  has  national 
implications  on  health  planning  activity  and  may  force 
Congress  to  take  another  look  at  the  wording  of  the  law. 
The  comment  was  termed  a “very  serious  development  that 
would  run  directly  contrary  to  what  the  Congress  intend- 
ed,” by  the  American  Health  Planning  Association. 

A Richmond  hospital  group  had  challenged  the  obstetric 
proposal,  claiming  it  could  inhibit  competition  and  new 
services.  As  a result,  the  Justice  Department  was  asked 
to  express  its  views. 

The  problem  was  bound  to  arrive  sooner  or  later  since 
health  planning  decisions  often  run  contrary  to  the  as- 
sumptions of  a competitive  health  marketplace. 

* * * 

Facilities  planning  to  reduce  bed  capacity  or  services 
should  not  have  to  seek  certificate-of-need  approval  by 
planning  authorities,  the  AMA  has  told  the  Health  and 
Human  Services  Department. 

Commenting  on  proposed  regulations  to  carry  out 
changes  in  the  planning  law,  the  AMA  said  “such  appli- 
cation of  the  certificate-of-need  program  could  force  an 
institution  to  keep  beds  and  maintain  a service  even  though 
it  might  deem  it  inappropriate  and  infeasible  to  do  so. 
This  would  seem  to  be  holding  the  institution  in 
bondage.” 

Congress’  concern  in  the  planning  law  was  increases,  not 
decreases,  the  AMA  noted. 

Also  questioned  by  the  AMA  was  the  wording  of  the  new 
regulation  extending  certificate-of-need  to  purchase  of 
expensive  equipment  (more  than  $150,000)  for  physicians’ 
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offices  if  the  equipment  is  designed  in  large  part  for  use  by 
hospital  inpatients.  The  requirement  for  “irregular”  use 
only  for  inpatients  is  too  inflexible  since  it  would  apply  to 
such  cases  as  an  agreement  with  a hospital  to  use  the  office 
equipment  when  the  hospital  equipment  is  undergoing 
regularly  scheduled  maintenance,  the  AMA  said. 

The  AMA  said  it  was  “strongly  concerned”  with  a re- 
quirement that  the  state  planning  agency  consider  the 
quality  of  care  in  an  institution  as  an  element  in  certifi- 
cate-of-need  determination.  The  actual  determination 
of  quality  should  be  resolved  by  agencies  such  as  the  Joint 
Commission  on  Accreditation  of  Hospitals,  state  licensing 
authorities,  and  professional  standards  review  organiza- 
tions, said  the  AMA. 

* * * 

President  Carter  is  reported  ready  to  order  a stringent 
clampdown  on  all  hospital  construction  and  renovation 
involving  federal  funds.  Almost  $1  billion  of  building  and 
renovation  planned  for  federal  hospitals  might  be  can- 
celled. 

The  impact  on  non-government  hospital  construction 
would  be  far  greater. 

The  presidential  action  would  be  the  most  dramatic  step 
taken  by  President  Carter  against  adding  hospital  beds. 
The  Administration  has  contended  there  are  130,000  un- 
needed beds  in  the  nation  and  that  adding  to  the  supply 
is  wasteful,  costing  the  country  $4  billion  annually. 

One  of  the  prime  weapons  against  new  hospitals  could 
be  the  threat  of  withholding  Medicare  and  Medicaid  pay- 
ments for  capital  costs,  a $2.3  billion  budget  item  next  fiscal 
year.  Other  federal  aid  that  could  be  shut  off  includes 
federal  grants,  loan  guarantees,  and  loans  administered 
through  a variety  of  agencies.  Consideration  is  being  given 
to  action  against  issuance  of  tax-exempt  bonds  for  hospitals 
in  surplus  areas. 

The  government  estimates  there  are  too  many  beds  at 
present  in  196  of  the  nation’s  213  health  service  areas. 
Thus,  this  Administration  policy  could  affect  construction 
and  renovation  in  most  areas  of  the  country.  The  policy 
would  not  hit  construction  in  areas  found  to  need  beds. 

The  proposal  to  move  against  hospital  construction  is 
thought  to  have  been  in  the  works  for  several  months  with 
the  White  House,  the  Office  of  Management  and  Budget, 
and  the  Health  and  Human  Services  Department  working 
on  the  plan.  One  reason  for  the  proposed  action  is  the 
failure  of  Congress  so  far  to  enact  the  Administration’s 
Hospital  Cost  Containment  plan  which  included  a limit  on 
capital  spending. 

* * * 

In  trouble  on  Capitol  Hill  is  the  federal  government’s 
long-standing  program  of  money  for  medical  schools  based 
on  the  number  of  students. 

A sharp  reduction  in  the  so-called  capitation  aid  was 
contained  in  the  Health  Manpower  bill  approved  recently 
by  the  House  Commerce  Committee.  There  are  strong 
pressures  in  the  Senate  to  whittle  the  aid  program. 

Not  only  are  medical  schools  under  the  gun  from  the 
authorizing  committees — House  Commerce  and  Senate 
Human  Resources  but  also  the  appropriations  com- 
mittees are  eyeing  cutbacks. 

The  Carter  Administration  wants  to  kill  capitation  aid, 
arguing  that  the  number  of  physicians  is  becoming  ample 
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Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability  a 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances;  anxi 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  syn 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal 
cardiovascular 

Effectiveness  m long-term  use  i e more  than  4 months,  has  not  been  assessed  by  syste 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucoma 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  Cf 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  and 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  bai 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepir 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Adc 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillar 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  dependen 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benzc 
azepmes  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  ov 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  resull 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  oc< 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazep 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  com| 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 year 
6mg  kg  day  No  effect  dose  was  1 25mg  kg  day  (approximately  6 times  the  maximum  hurr 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  wit 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  p 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  sympto 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  f 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  t€ 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depress 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emergec 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabt 
Occasional  anomalies  (reduction  of  tarsals.  tibia,  metatarsals,  malrotated  limbs,  gastroschi 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group,  tl 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  v 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lo\ 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  congt 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam  « 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  studi 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  per 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  may 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  pr 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazep 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  otl 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  sir 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur  are  usually  observed  at  beginning  of  therapy  and  generi 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3.500  anxic 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%).  followed  by  dizziness  (6  9' 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression,  n; 
sea  change  in  appetite  headache,  sleep  disturbance,  agitation,  dermatological  symptoms.  ( 
function  disturbance  various  gastrointestinal  symptoms  and  autonomic  manifestations  Ir 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  pressi 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety. 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  age 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  cor 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  momt 
mg  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  control 
with  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determined 

t Ativan 

rorAoorazep^) 

Anxiety 

Dosage:  Individualize  for  maximum  beneficial  effects.  Increase  do 
gradually  when  needed,  giving  higher  evening  dose  before  increasii 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosat 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  debi 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  situ 
tional  stress,  2-4mg  h.s. 

Hour  Supplied:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b i d. 
or  t.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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Kent,  D.  C.,  e Ebbesen,  C.  K.:  Infestation  parasitic  del 
intestino  in  executivos  commercial  viagiante  internation- 
almente,  New  York  State  J.  Med.  80:  1217  (Julio) 
1980. 

Iste  studio  esseva  facite  pro  investigar  le  frequentia  ac- 
tual del  parasitismo  intestinal  in  un  gruppo  de  executivos 
viagiante  internationalmente.  Un  comparation  es  facite 
con  altere  gruppo  similar  studiate  previemente  e usante 
le  mesme  technica  parasitologic,  e un  selection  similar  de 
viagiantes  per  tote  le  mundo. 

Moayeri,  H.,  DiBenedetto,  J.,  Jr.,  e Mittelman,  A.: 

Cancer  colo-rectal  metastatic;  chimiotherapia  combinate 
in  patientes  previemente  tractate  con  5-Fluorouracilo 
(5-FU),  New  York  State  J.  Med.  80:  1220  (Julio)  1980. 

Quaranta  (40)  patientes  evalutabile,  con  adenocarci- 
noma colo-rectal  metastatic  e tractate  previemente  con 
5-FU,  esseva  distribute  al  hasardo  pro  un  del  tractamentos 
sequente:  (1)  MeCCNU  (methyl-(2-chloroethyl)-3- 

chlorohexyl)-l-nitrosourea)  con  VCR  (vincristina),  (2) 
MeCCNU  con  DTIC  (5-(3,3-dimethyl-triazeno)-imidaz- 
ole-4-carboxoamide),  e (4)  MeCCNU  e B-2-deoxythio- 
guanosina.  Le  responsas  therapeutic  total  non  esseva 
observate  in  nul  caso;  responsa  partial  esseva  observate  in 
5 patientes  (12.5  pro  cento),  e responsa  stabile  esseva  viste 
in  10  casos  (25  pro  cento).  Le  duration  medie  del  responsa 
esseva  de  17  septimanas.  Le  superviventia  del  patientes 
con  responsa  partial  e morbo  stabile  esseva  comparabile 
(promedio  de  32  e 31  septimanas,  respectivemente).  In  iste 
gruppo  de  patientes  combinate,  37  pro  cento  esseva  vive 
al  57  septimanas  o plus  desde  su  incorporation  al  studio; 
in  cambio,  le  promedio  de  superviventia  del  patientes  con 
morbo  rogressive  esseva  de  23  septimanas,  e depost  omne 
moreva  al  44  septimanas.  Le  toxicitate  esseva  tolerabile. 
De  iste  studio  pote  se  observar  que  le  responsas  therapeutic 
de  valor  e le  prolongation  del  superviventia  in  le  patientes 
respondente  pote  obtenir  se  mediante  le  chimiotherapia 
combinate,  includente  le  MeCCNU  in  patientes  con  cancer 
colo-rectal  metastatic  previemente  tractate  con  5-FU. 
Nonobstante,  le  stato  actual  del  chimiotherapia  del  cancer 
colo-rectal,  in  general,  es  minus  que  satisfactori,  e le  affi- 
catia  del  agentes  chimiotherapeutic  nove  debe  esser  dem- 
onstrate. 

Kaye,  P.  L.:  Fatiga;  un  problema  pervasive,  New  York 
State  J.  Med.  80:  1225  (Julio)  1980. 

Existe  un  varietate  commun  de  fatiga  cuje  pathogenese 
e physiologia  abnormal  pote  esser  atribuite  a un  superac- 
tivitate  chronic  subjacente  del  systema  vagal-parasym- 
pathetic. Iste  superactivitate  pote  esser  demonstrate  per 
le  cambios  in  le  metabolismo  del  hydratos  de  carbono  e le 
production  de  insulina.  Le  effecto  supra  le  metabolismo 


del  hydratos  de  carbono  esseva  utilisate  como  un  medio 
investigative,  e non  como  causa  responsabile  primari  del 
syndrome  clinic.  Le  syndrome  describite  esseva  specific 
e frequente,  e le  tractamento  con  atropina  es  indicate  e 
generalmente  es  successose.  Le  syndrome  es  meliormente 
considerate  como  un  reaction  physiologic  al  stress.  Iste 
reaction  es  debite  a un  inhibition  general  e un  retiramento, 
e es  relationate  a un  superactivitate  del  systema  vagal- 
parasympathetic. 

Crocco,  J.  A.,  Blecker,  M.  J.,  Rooney,  J.  J.,  Jr., 
Kramer,  S.,  e Lyons,  H.  A.:  Meningitis  tuberculose  in 
adultos;  analyse  clinic,  New  York  State  J.  Med.  80: 1231 
(Julio)  1980. 

Le  experientia  clinic  con  24  patientes  con  meningitis 
tuberculose  es  presentate.  Le  mortalitate  total  esseva  33 
pro  cento,  e solmente  20  pro  cento  in  le  patientes  tractate. 
Abnormalitates  neurologic  residual  esseva  observate  in  13 
pro  cento  del  patientes.  Le  prognose  esseva  relationate 
con  le  etate  e le  stato  neurologic  del  patientes  al  tempore 
del  hospitalisation.  Le  75  pro  cento  del  patientes  que 
moreva  esseva  plus  que  40  annos  de  etate,  e le  abnormali- 
tates neurologic  esseva  presente  in  78  pro  cento  del  casos. 
Non  habeva  mortalitate  in  le  patientes  con  minus  que  140 
mg/100  ml  de  proteina  in  le  liquido  cephalo-rachide,  e 
glucosa  plus  que  40  mg/100  ml  in  iste  mesme  liquido.  Le 
therapia  corticosteroide  non  affectava  le  curso  del  morbo; 
isto  non  esseva  studiate  de  un  maniera  controlate.  Es 
necessari  un  elavato  grado  de  suspicion  diagnostic  per  que 
ansi  le  tractamento  pote  initiar  se  tempranemente.  Iste 
suspicion  debe  esser  originate  basante  se  in  un  combination 
de  trovatos:  (1)  signos  neurologic,  (2)  roentgenographias 
pulmonari  con  trovatos  compatibile  con  le  morbo  tuber- 
culose, e (3)  un  examination  del  liquido  cephalo-rachide 
que  monstre  glucosa  basse,  proteina  elevate  e predomi- 
nantia  de  lymphocytos.  Iste  3 trovatos  esseva  presente  in 
63  pro  cento  del  patientes;  90  pro  cento  del  patientes  ha- 
beva 2 de  iste  3 trovatos. 

Filstein,  M.  R.,  Hechemy,  K.  E.,  Schoonmaker,  D.,  e 
Gaafar,  H.  A.:  Morbo  legionari,  in  Nove  York,  1978,  New 
York  State  J.  Med.  80: 1235  (Julio)  1980. 

Le  sera  e/o  le  bloques  tisulari  de  845  patientes  del  Stato 
de  Nove  York  esseva  inviate  al  laboratorio  pro  diagnosticar 
le  morbo  legionari,  in  1978.  In  26  patientes  (3.1  pro  cento) 
le  diagnose  de  infection  active  esseva  confirmate;  in  altere 
gruppo  de  127  patientes  (15  pro  cento),  le  exposition  al 
microorganismo  esseva  demonstrate.  Le  trovatos  clinic 
e epidemiologic  in  le  casos  confirmate  esseva  consistente 
con  le  observation  al  nivello  national. 


Translated  by  Eduardo  I.  Juliet,  M.D. 
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and  that  it  is  time  for  the  government  to  start  easing  back 
on  the  financial  aid  launched  more  than  a decade  ago  to 
expand  the  physician  supply.  There  have  been  veto 
threats  raised  if  Congress  approves  legislation  providing 
more  than  the  $425  million  the  Administration  has  asked 
for  the  entire  medical  manpower  package. 

The  Commerce  Committee  bill  goes  over  the  budget, 
authorizing  $649  million,  although  it  pares  the  capitation 
program,  authorizing  over  the  next  three  fiscal  years  $61 
million,  $40  million,  and  $20  million.  The  present  level  is 
$81  million. 

Meantime,  acting  under  severe  budget  pressures,  the 
Senate  Appropriations  Committee  has  agreed  to  cut  $40 
million  of  currently  allocated  funds  for  capitation  pay- 
ments. Acting  on  the  same  budget  rescission  and  sup- 
plemental appropriations  bill,  the  House  Appropriations 
Committee  rebuffed  the  Administration’s  request  to 
eliminate  the  capitation  money. 

A House-Senate  conference  probably  will  be  needed  to 
determine  whether  or  not  current  capitation  appropria- 
tions can  survive  intact. 

* * * 

Leonard  Schaeffer  has  resigned  as  Administrator  of  the 
Health  Care  Financing  Administration,  the  agency  that 
operates  the  Medicare  and  Medicaid  programs. 

The  announcement  came  as  a surprise.  Schaeffer,  35,  was 
reported  taking  a position  outside  of  government.  His 
resignation  was  not  believed  to  be  on  policy  grounds  nor 
due  to  any  dispute  with  Patricia  Harris,  HHS  Secretary. 

The  news  came  as  HCFA  was  on  the  verge  of  assuming 
added  authority  in  a major  HHS  department  reorganiza- 
tion. Health  planning  activities  are  expected  to  go  from 
the  Public  Health  Service  to  HCFA. 

Schaeffer  two  years  ago  succeeded  Robert  Derzon  as 
head  of  HCFA,  an  agency  that  was  created  by  former 
Health,  Education,  and  Welfare  Secretary  Joseph  Califano 
to  rival  the  PHS. 

* * * 

Ten  senators  have  challenged  a government  proposal  to 
change  Medicare  reimbursement  for  hospital-based  phy- 
sicians. 

The  regulation  at  issue  would  require  hospitals  to  con- 
tract with  hospital-based  physicians  for  certain  services 
rather  than  the  present  practice  of  reimbursing  them  on 
a reasonable  charge  basis  under  Medicare  Part  B. 

The  HHS  Department  was  urged  to  withdraw  the  pro- 
posal “until  the  impact  of  the  change  has  been  properly 
evaluated.’’ 

Signing  the  letter  to  HHS  Secretary  Patricia  Harris  were 
Sen.  Howard  Baker  (R.,  Tn.),  Sen.  Lloyd  Bentsen  (D.,  Tx.), 
Sen.  David  Boren  (D.,  Ok.),  Sen.  Dale  Bumpers  (D.,  Ar.), 
Sen.  Ernest  Hollings  (D.,  S.C.)  Sen.  Robert  Morgan  (D., 
N.C.),  Sen.  David  Pryor  (D.,  Ar.),  Sen.  Jim  Sasser  (D.,  Tn.) 
Sen.  Strom  Thurmond  (R.,  S.C.),  and  Sen.  John  Tower  (R., 
Tx.). 

The  proposed  rules  would  require  all  hospital-based 
physicians  to  be  reimbursed  under  Medicare  Part  A unless 
(1)  the  services  are  personally  performed  by  the  physician, 
and  (2)  the  services  contribute  to  the  diagnosis  or  treat- 
ment of  the  patients. 

The  new  regulations  probably  will  not  result  in  any  cost 

continued  on  page  1333 


Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal  of 
Medicine.  For  only  $17.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are  fifty 
cents  additional.  Deadline — 30  days  before 
issue  date. 

New  York  State 
Journal  of  Medicine 

Advertising  Department 
420  Lakeville  Road 
Lake  Success,  New  York  11042 


Index  to  Advertisers 


Boehringer  Ingelheim  1202,  1203,  1204 

Burroughs  Wellcome  Company  2nd  cover 

Geriatric  Pharmaceutical  Corp 1216 

Jobst  Institute  1214 

Eli  Lilly  & Company  1280 

New  York  University  Post  Graduate 

Medical  School  1346 

Pfizer  Laboratories  1276,  1277,  1278 

Roche  Laboratories  3rd  & 4th  covers 

Sandoz  Pharmaceuticals 1230 

Wyeth  Laboratories  1208,1209 


July  1980/New  York  State  Journal  of  Medicine  1211 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11042  Tel.  516  488-6100 
Copyright  1980  by  the  Medical  Society  of  the  State  of  New  York 

July  1980  Volume  80  Number  8 

“Dedicated  to  the  continuing  education  of  the  physician  ” 

80th  year  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

HENRY  I.  Finebkrg,  M.D.,  Executive  Vice-President  JULIUS  E.  STOLFI,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

PHILIP  G.  Keating,  Business  Manager 

PUBLICATION  COMMITTEE 
Milton  Gordon,  M.D.,  Chairman 
Arthur  H.  Diedrick,  M.D. 


Alfred  A.  Angrist,  M.D.,  ex  officio 


Julius  E.  Stolfi,  M.D.,  ex  officio 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Joshua  A.  Becker,  M.D. 

Albert  Cook,  M.D. 
Seymour  Cutler,  M.D. 

William  Dock,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 

Aaron  Feder,  M.D. 
Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 


Carl  Gemzell,  M.D. 
Carl  M.  Harris,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
Leslie  A.  Kuhn,  M.D. 
George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 


Ira  Polisar,  M.D. 
Paul  Reznikoff,  M.D. 
Howard  A.  Rusk,  M.D. 
Henry  Schutta,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D. 
Vincent  Tricomi,  M.D. 
Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Minutes  of  the  House  of 
Delegates  added  in  February.  Editorial,  circulation,  and 
publication  offices:  420  Lakeville  Road,  Lake  Success, 
New  York  11042.  Copyright  1980  by  the  Medical  Society 
of  the  State  of  New  York. 

RATES.  The  subscription  rate  is  $3.50  per  year  payable 
in  advance.  Foreign  subscriptions:  $3.50  subscription 
plus  $1 .50  for  mailing.  Single  copies  $0.50.  ($3.50  of  each 
member’s  dues  is  applied  as  a subscription  for  this 
publication.)  Back  issues  will  he  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available.  Back  issues 


prior  to  1962  are  $2.00  per  copy;  from  1961  to  1971,  $1.00 
a copy. 

CHANGE  OF  ADDRESS.  Notice  should  be  sent  to  the 
circulation  office,  420  Lakeville  Road,  Lake  Success,  New 
York  11042.  Old  and  new  addresses  should  be  included 
as  well  as  a statement  whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of  address. 

Advertising  Representatives:  United  Media  Asso- 
ciates, Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Connecticut 
06830.  Telephone:  203-661-9702. 


1212 


inrormaiion  tor  auinors 


Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that  they 
are  original,  have  never  before  been  published  nor 
submitted  elsewhere,  and  are  contributed  solely  to 
the  New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11042. 

Rejected  manuscripts  are  returned  by  regular  mail. 
Accepted  manuscripts  become  the  permanent 
property  of  the  JOURNAL  and  may  not  be  published 
elsewhere  without  written  permission  from  both  the 
author  and  the  JOURNAL.  The  JOURNAL  is  not  re- 
sponsible for  loss  of  manuscripts  through  circum- 
stances that  are  beyond  its  control. 

Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of  1976,  transmittal  letters  to 
the  editor  should  contain  the  following  language: 
“In  consideration  of  the  Medical  Society  of  the 
State  of  New  York  taking  action  in  reviewing 
and  editing  my  submission  entitled  (here  give 
title),  the  author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  MSSNY  in  the  event  that  such 
work  is  published  by  the  MSSNY.”  We  regret 
that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  all  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on  8V2- 
by-ll-inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  IV2 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  .or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and 
text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
and  publisher  and  written  permission  from  these 
sources  included.  Where  work  is  reported  from  a 


governmental  service  or  institution,  clearance  by 
requisite  authority  should  accompany  the  manu- 
script. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete  review 
of  the  literature  is  rarely  desirable.  The  references 
must  be  typed  double-spaced  and  are  to  be  numbered 
as  they  appear  consecutively  in  text,  with  their  po- 
sitions in  the  text  indicated.  An  alphabetized  bib- 
liography is  used  only  when  the  listing  is  of  books 
suggested  merely  for  supplementary  reading.  All 
references  must  be  checked  to  assure  complete  ac- 
curacy (an  inaccurate  reference  is  useless  to  the 
reader).  Each  journal  reference  must  include  au- 
thors) and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and  date. 
Complete  dates  (month,  day,  as  well  as  year)  are  to 
be  included  with  all  references  that  have  appeared 
within  the  last  three  years.  Include  with  book  ref- 
erences name  of  author(s)  and/or  editor(s)  with  ini- 
tials, title  of  book,  edition,  location,  publisher,  year, 
volume  if  given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter,  if 
this  is  not  the  same  as  the  author  of  the  book,  and  the 
title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  white,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Original  magnifi- 
cations should  be  noted.  Please  do  not  deface  il- 
lustrations by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They  may 
be  pasted  carefully  on  cardboard.  The  figure  num- 
ber, indication  of  the  top,  and  the  author’s  name  are 
to  be  attached  to  the  back  of  each  illustration. 
Legends  for  illustrations  should  be  typewritten  in  a 
single  list,  with  numbers  corresponding  to  those  on 
photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  should  carry 
with  them  written  permission  for  publication. 
Special  arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  corrections,  these  are  chargeable  to  the  au- 
thors. 

REPRINTS.  An  order  form  for  reprints  is  at- 
tached to  the  galleys  returned  to  authors  for  correc- 
tion and  approval. 


July  1980/New  York  State  Journal  of  Medicine  1213 


Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
Jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  NEW  YORK  SERVICE  CENTER 

New  York,  New  York  10022  Buffalo,  New  York  14203 

H!E  58th  St  Suite  304  Suite  1001,  General  Medical  Towers 

212/758-4260  50  High  Street 

716/881-1450 


Brooklyn,  New  York  1 1243 
Williamsburgh  Savu  ,s  Hank  Bldg 
One  Hanson  Place,  Suitf  150 1 
2 12/789-5100 


Mineola,  Long  Island,  New  York,  11501 

Suite  515,  222  Station  Plaza  North 
Corner  2nd  St  & 3rd  Ave 
5 16/746-2442 


1214 


Editorial 


Malpractice — another  perspective 

What  is  usually  forgotten  in  discussions  about 
malpractice  is  that  physicians  are,  simply,  people 
trying  to  help  other  people;  trying  to  apply  their 
special  training  and  abilities  to  alleviate  the  suffering 
of  individuals  who  for  any  number  of  a myriad  of 
possible  reasons  don’t  feel  well.  It  takes  a special 
type  of  sympathy  and  dedication  to  perform  this  task 
well  and,  in  many  cases,  an  almost  superhuman  skill 
and  effort  to  succeed.  What  is  really  surprising,  in 
view  of  human  nature  and  the  medical  history  of 
mankind,  and  recognizing  the  extensive  amount  of 
things  that  can  go  wrong  and  the  number  of  medical 
riddles  yet  to  be  solved,  is  not  that  an  error  is  made 
occasionally,  but  that  in  most  cases  everything  goes 
well. 

Of  course,  many  physicians  are  well  paid  for  their 
work  and  this  fact  appears  to  account  for  a good  deal 
of  public  resentment  against  the  profession.  It  must 
be  recognized,  however,  that  medical  education  is 
very  expensive  and  requires  a substantial  investment 
of  both  time  and  money.  It  takes  many  years  of  long 
hours,  grueling  and  tedious  study  and  much  personal 
sacrifice  to  become  a physician.  The  physical  and 
emotional  strain  which  must  be  endured  in  order  to 
meet  the  demand  for  continuous  excellence  and  the 
requirement  that  individual  skill,  ability,  and  intel- 
ligence be  continually  improved,  causes  much  wear 
and  tear  on  those  who  do  not  have  the  capacity  or 
fortitude  to  endure.  Consequently,  a large  per- 
centage of  those  who  embark  on  a medical  education 
never  make  it.  This  weeding  out  process,  although 
it  tends  to  guarantee  that  only  the  best  and  most 
dedicated  individuals  become  physicians,  is  not 
foolproof  and,  like  any  other  profession  or  vocation, 
medicine  does  have  its  inadequate  few.  But  the 
entire  profession  should  not  be  judged  by  focusing 
attention  on  its  sore  spots. 

And  how  much  is  good  health  worth?  How  many 
million  people  are  alive  today  because  of  the  special 
and  unique  dedication  of  individual  physicians  and 
medical  researchers  who  developed  the  vaccines,  the 
surgical  techniques  and,  indeed,  the  basic  knowledge 
about  the  human  body,  its  functions,  its  strengths, 
and  its  weaknesses?  Ironically,  often  it  is  the  med- 
ical pioneers,  the  most  advanced  in  the  profession, 
the  ones  who  labor  on  the  frontiers  of  medicine,  who 
are  the  ones  who  are  the  defendants  in  malpractice 
lawsuits,  simply  because  their  ideas  are  new,  their 
techniques  novel  and  untried,  and  their  risks  the 


greatest.  For  it  is  not  only  the  incompetent  who  are 
sued;  even  the  very  best  can  occasionally  fail  and  in 
today’s  litigious  climate  it  is  the  bad  result,  and  not 
physician  incompetence  or  negligence,  which  is  often 
the  stimulus  of  a suit. 

Which  leads  to  another  problem.  Leading  experts 
who  have  analyzed  the  malpractice  crisis  and  the 
modern  tort  system  agree  that  drastic  changes  are 
imperative  to  prevent  a total  collapse  of  that  system, 
which  has  gradually  developed  into  one  which  com- 
pensates injured  plaintiffs  rather  than  one  which 
penalizes  negligence.  Larger  awards  are  being 
granted  more  and  more  often,  not  because  some- 
body’s error  has  caused  harm  to  another,  but,  rather, 
because  somebody  is  injured  or  debilitated,  and  it  is 
felt  that  he  needs  assistance  or  compensation,  not 
because  of  any  harm  done  but  really  only  because  of 
the  relentless  underlying  condition. 

Finally,  in  thinking  about  malpractice  one  should, 
perhaps,  think  about  the  truly  amazing  things  which 
are  being  accomplished  in  medicine  today.  If  a 
surgical  team  of  specialists,  in  an  effort  to  restore  an 
injured  limb  should  fail  in  that  effort,  they  could  end 
up  being  sued  and  an  award  could  be  granted 
amounting  to  hundreds  of  thousands  of  dollars.  If, 
however,  that  same  surgical  team  is  successful  and 
utility  is  restored  to  what  otherwise  might  have  be- 
come a functionless  appendage,  they  will  be  paid  only 
a fraction  of  what  any  jury  might  decide  a functioning 
limb  is  worth. 

Organized  medicine  is  not  seeking  an  escape  from 
responsibility,  nor  are  physicians  seeking  to  protect 
or  perpetuate  incompetence,  for  to  do  so  can  only 
result  in  damage  to  the  profession.  What  medicine 
is  trying  to  accomplish  is  a return  to  rationality  and 
reality  and  a retreat  from  the  chaos  caused  by  in- 
flated expectations  and  a judicial  system  gone  hay- 
wire. What  is  needed  is  sensible  and  realistic  solu- 
tions; ones  which  protect  the  individual  rights  of 
patients  without  causing  the  total  destruction  of 
medical  care.  Responsible  and  dispassionate  dis- 
cussion is  essential  in  order  to  reach  proper  solutions, 
and  public  accusations  and  diatribes  against  either 
the  medical  profession  or  the  legal  system  accomplish 
nothing.  In  the  long  run,  whether  the  malpractice 
tort  system  is  revised  or  not,  the  consumer  will  have 
to  pay  the  cost;  there  is  no  other  way. 

PAUL  TAGLIAFERRO,  J.D. 
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Many  physicians  continue  to  believe  that  intestinal 
parasites  constitute  a medical  problem  confined 
chiefly  to  tropical  countries.  This  view  is  held  par- 
tially because  the  incidence  of  infestation  by  intes- 
tinal parasites  in  the  United  States  is  generally  much 
lower  than  is  found  in  countries  nearer  the 
equator. 

There  is,  however,  a special  group,  too  commonly 
overlooked  by  physicians  in  this  country  with  regard 
to  the  need  to  rule  out  the  presence  of  intestinal 
parasites;  this  is  represented  by  the  traveling  exec- 
utive. When  his  travels,  business  as  well  as  pleasure, 
take  him  to  tropical  and  subtropical  countries,  he 
becomes  exposed  to  lower  levels  of  sanitation  than 
exist  in  most  of  the  United  States,  Canada,  and 
Northern  Europe.1 

Since  the  establishment  of  the  World  Health  Or- 
ganization and  the  construction  of  more  modern 
hotel  facilities  in  developing  countries  throughout  the 
world,  the  level  of  sanitation  has  generally  improved 
significantly  in  many  of  the  countries  traveled  by 
those  personnel  who  were  included  in  a 1958  survey. 
To  investigate  the  extent  to  which  improvement  in 
sanitation  eliminates  the  need  for  continuing  routine 
stool  examination  surveillance  of  corporate  executive 
returnees,  we  have  tabulated  the  incidence  of  path- 
ogenic helminths  and  protozoa  in  the  last  5,278  stool 
examinations  from  this  population. 


This  study  was  developed  to  investigate  the  present 
incidence  of  intestinal  parasitism  within  a group  of 
worldwide  traveling  business  executives.  It  repre- 
sents a comparison  study  with  a similar  group  of  ex- 
ecutives investigated  10  years  previously,  utilizing 
the  same  parasitologic  techniques,  and  a similar  se- 
lection of  travelers  whose  business  interests  required 
their  worldwide  travel. 


Materials  and  method 

All  specimens  were  obtained  through  the  use  of  a 
stool  collection  kit*  that  enables  the  examinee  to 
collect  the  specimen  at  home,  within  the  confines  of 
the  ordinary  flush  toilet,  employing  completely  dis- 
posable materials.2  The  kit’s  instruction  sheet 
specifies  that  two  specimens  be  collected,  separated 
by  a four-day  interval,  which  has  been  found  em- 
pirically to  yield  the  maximum  incidence  of  para- 
site-positive  findings.  Collected  specimens  were 
placed  in  plastic,  screw-capped  jars  containing  buf- 
fered 4 percent  formalin  (formaldehyde  solution). 
Specimens  were  received  from  many  parts  of  the 
world  in  this  mailable  kit  in  a fixed,  deodorized 
condition.  The  study  was  performed  under  the 
surveillance  program  of  Life  Extension  Institute. 

Specimens  were  concentrated  by  a combination  of 
the  method  of  Baroody  and  Most,3  followed  by 
Ritchie’s4  formalin-ether  concentration  technique 
performed  on  the  concentrate.  Lugol’s  iodine  and 
MIF  (merthiolate  iodine  formaldehyde  technique)- 
stained  wet  mounts  were  examined  under  three  22 
mm.  by  22  mm.  cover  slips.  Occasionally,  when  fixed 
trophozoites  were  encountered,  identification  was 
confirmed  by  hematoxylin  staining. 

Nonpathogenic  parasites,  although  frequently 
reported,  were  excluded  from  the  tabulation  because 
of  their  lack  of  medical  significance.  Their  presence, 
however,  should  have  pointed  out  to  the  medical-care 
provider  that,  for  the  individual,  there  had  been  a 
source  of  fecal  contamination. 

Results 

Table  I tabulates  the  number  of  examinees  from 
each  company,  the  number  of  such  examinees  found 
to  be  parasitized,  and  the  percent  of  positive  findings. 
Tables  II  and  III  indicate  those  parasites  we  have 
considered  to  be  significant  and  which  were  reported. 
Examinees  from  companies  for  which  less  than  20 
examinations  were  made  are  grouped  under  miscel- 
laneous. Grouped  under  individuals  are  those  who 

* Sani  Kit,  Ebbesen  and  Johnson,  Trademark  Patent  2,840,826, 
available  from  Life  Extension  Institute. 
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TABLE  I.  Tabulation,  by  company,  of  examinees 
parasitized 


Sponsoring 

Company 

Number 

of 

Exami- 

nations 

Number 

Para- 

sitized 

Percent 

Parasitized 

One 

21 

6 

28.6 

Two 

106 

19 

17.9 

Three 

44 

7 

16 

Four 

749 

78 

10.4 

Five 

39 

4 

10.3 

Six 

343 

35 

10.2 

Seven 

249 

25 

10 

Eight 

231 

22 

9.5 

Nine 

23 

2 

8.7 

Ten 

162 

14 

8.6 

Eleven 

183 

13 

7.1 

Twelve 

56 

4 

7.1 

Miscellaneous  firms 

1,112 

75 

6.7 

Individuals 

1,190 

88 

7.4 

Nonbusiness  group 

268 

57 

21.3 

(voluntary  aid) 

Nonbusiness  group 

502 

82 

16.3 

(church) 

Totals 

5,278 

531 

10.06  (Average) 

were  not  company-sponsored  but  who  had  been 
abroad,  and  for  that  reason  were  urged  to  have  a stool 
examination. 

Although  not  engaged  in  commerce  in  the  usual 
sense,  we  have  included  the  findings  of  two  specific 
groups,  one  representing  a church  mission  group  and 
the  other  a voluntary  aid  association,  both  working 
extensively  overseas.  Both  groups  included  family 
members  in  addition  to  the  paid  representatives.  It 
is  interesting  to  note  that  they  reflected  the  higher 
incidence  of  parasitism  in  the  more  underdeveloped 
areas  of  the  world  where  sanitation  is  primitive,  or 
absent,  and  in  which  they  were  posted.2  Table  II 
tabulates  the  specific  parasites  reported  and  the  total 
number  of  infestations  by  each  species. 

Table  IV  presents  the  average  percentage  of  par- 
asite-positive stool  results,  as  well  as  high  and  low 
values,  for  a series  of  types  of  industries  involved; 
where  no  high  or  low  is  noted,  only  one  corporate 
group  represented  that  specific  industry. 

Comment 

The  entire  group  of  5,278  cases  comprises  execu- 
tive personnel  and/or  their  families,  engaged  in  a 
large  segment  of  commerce  between  the  United 
States  and  other  nations.  Inasmuch  as  this  group 
conducts  so  large  a part  of  our  world  trade,  the  tal- 
ented men  and  women  who  comprise  it  constitute  an 
extremely  valuable  U.S.  resource.  The  expertise  and 
experience  focused  in  this  group  should  entitle  them 
to  all  the  health  protection  modern  medicine  can 
provide.  They  ought  not  to  be  exposed  needlessly 
to  risks  that  may  result  from  the  omission  of  a stool 
examination  for  ova  and  parasites  when  they  report 
to  their  medical  departments  for  routine  returnee 
evaluations. 


Although  most  of  the  examinees  whose  stool 
findings  were  parasite-positive  were  not  acutely  ill, 
many  reported  varying  degrees  of  discomfort.  Had 
a stool  examination  been  omitted,  these  complaints 
most  probably  would  have  been  ascribed  to  tension, 
executive  fatigue,  jet  lag,  or  as  being  of  psychosomatic 
origin,  or  perhaps  ignored  altogether. 

In  comparing  the  incidence  of  parasitic-positive 
findings  with  those  reported  in  our  1958  survey,2  we 
have  noted  a reduction  in  the  incidence  of  parasitism 
from  17.1  to  10.06  percent.  Although  this  is  a sig- 
nificant reduction,  we  are  convinced  that  the  inci- 
dence of  parasite -positive  findings  is  of  such  a degree 
of  magnitude  as  to  justify  a stool  examination  for  ova 
and  parasites  routinely  on  all  persons  returning  from 
tropical  or  subtropical  countries.  This  should  also 
apply  to  persons  returning  from  nontropical 
countries  who  have  had  a bout  of  diarrhea,  or  who 
exhibit  unexplained  abdominal  discomfort  or  per- 
sistent fatigue. 

It  is  of  interest  to  compare  these  findings  with  a 
group  reported  by  the  CDC  (Center  for  Disease 
Control)  in  their  1977  annual  summary  of  Intestinal 
Parasite  Surveillance .5  This  report  was  based  on 
their  surveillance  of  all  state  and  territorial  public 
health  laboratories,  and  represented  a total  of 
414,820  stool  specimens,  the  time  period  being  sim- 
ilar to  that  reported  in  our  series.  Unfortunately,  the 
CDC  had  not  chosen  to  differentiate  between  path- 
ogenic and  nonpathogenic  protozoa  or  helminths.  In 
their  series,  15.6  percent  of  all  specimens  examined 
were  parasite-positive,  using  the  aforementioned 
criteria  which  were  dissimilar  to  ours;  ours  included 
only  pathogenic  organisms.  Giardia  lamblia  was  the 
species  they  most  commonly  reported  (3.8  percent), 
followed  by  Trichuris  trichiura  at  2.7  percent,  As- 
caris  lumbricoides  at  2.3  percent,  and  Entamoeba 
histolytica  at  0.6  percent. 

The  variance  in  species’  incidence  between  these 
two  groups  is  of  interest,  and  most  certainly  repre- 


TABLE  II.  Specific  parasites  reported  and  total  number 
of  infestations  by  each  species 


Parasitic  Species  Found 
on  Examination 

Number  of 
Species 
Identified 

Percentage 
of  Total 
Identifications 

Entamoeba  histolytica 

164 

31 

Giardia  lamblia 

152 

29 

Trichuris  trichiura 

138 

26 

Necator  americanus  and 

26 

5 

Ancylostoma  duodenale 
Ascaris  lumbricoides 

15 

3 

Chilomastix  mesnili 

13 

2.3 

Strongyloides  stercoralis 

10 

2 

Oxyuris  vermicularis 

3 

0.6 

Schistosoma  mansoni 

3 

0.6 

Fasciola  hepatica 

2 

0.38 

Taenia  saginata 

2 

0.38 

Dientamoeba  fragilis 

2 

0.38 

Clonorchis  sinensis 

1 

0.19 

Total 

531 

7.75  (Average) 
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TABLE  III.  Percentage  ot  total  numbers  of  executives 
examined 


Parasitic  Species  Found 
on  Examination 

Number  of 
Examinees 
Parasitized 

Percentage 
of  Total 
Examinees 
Parasitized 

Entamoeba  histolytica 

164 

3.11 

Giardia  lamblia 

152 

2.88 

Triehuris  trichiura 

138 

2.61 

Necator  americanus  and 

26 

0.49 

Ancylostoma  duodenale 
Ascaris  lumbricoides 

15 

0.28 

Strongyloides  stercoralis 

10 

0.19 

Chilomastix  mesnili 

13 

0.25 

Oxyuris  vermicularis 

3 

0.06 

Schistosoma  mansoni 

3 

0.06 

Fasciola  hepatica 

2 

0.038 

Taenia  saginata 

2 

0.038 

Dientamoeba  fragilis 

2 

0.038 

Clonorchis  sinensis 

1 

0.019 

Totals 

531 

0.774  (Average) 

sents  that  difference  in  exposure  in  areas  of  lesser 
sanitary  control  and  higher  incidence  of  parasitism 
in  the  native  population  by  our  group  of  executives 
traveling  in  foreign  countries.  It  is  of  interest, 
however,  that,  excluding  Entamoeba,  Giardia,  and 
Triehuris  represent  numbers  1 and  2 in  incidence  in 
both  groups. 

When  a medical  program  of  surveillance  is  being 
carried  out  on  executives  who  are  engaged  in  foreign 
travel,  it  is  evident  that  these  findings  point  to  the 
need  for  preoverseas  stool  examinations  in  addition 
to  the  examinations  on  their  return  from  overseas; 
this  assures  that  the  infestations  developed  overseas 
were  not  present  prior  to  such  travel,  which  makes 
an  important  point  to  ascertain  both  epidemiologi- 
cally  and  when  establishing  methods  for  parasite 
control.6 

Review  of  Table  IV,  which  represents  the  per- 
centage of  parasitism  in  personnel  from  various  types 
of  business  involvement,  suggests  that  the  specific 
type  of  business  does  not  particularly  present  greater 


hazards  of  infestation,  at  least  from  our  study  group. 
Those  with  likely  involvement  in  the  more  under- 
developed nations,  such  as  the  church  group  and  the 

TABLE  IV.  Percentage  of  positive  parasite  stool  results 

Organization 

Average 

High 

Low 

Oil  Company 

10.6 

17.9 

7.1 

Communications 

10.2 

Mining 

10.4 

Product  Sales 

15.5 

28.6 

7.1 

Construction 

9.75 

10 

9.5 

Miscellaneous 

6.7 

Individuals 

7.4 

Voluntary  aid  organization 

21.3 

Church  mission 

16.3 

voluntary  aid  organization,  do,  however,  appear  to 
represent  a higher  degree  of  parasitism  risk  among 
their  involved  personnel;  this  is  a finding  one  would 
anticipate  when  considering  both  the  higher  degree 
of  parasitism  in  these  more  underdeveloped  nations, 
as  well  as  the  higher  likelihood  of  the  employees’ 
families  becoming  exposed  to  rural  areas  and  areas 
with  less-developed  sanitation  control. 

Summary 

A survey  of  over  5,000  routine  stool  examinations 
performed  on  executive  personnel  returning  from 
abroad  drawn  from  a broad  spectrum  of  American 
industry  indicates  an  intestinal  infestation  rate  of 
slightly  over  10  percent.  This  represents  a signifi- 
cant decrease  from  a percentage  of  17.1  in  a similar 
population  studied  by  the  same  institute  10  years 
previously,  utilizing  similar  parasitologic  tech- 
nique. 

It  is  concluded  from  these  data  that  routine  stool 
examinations  for  ova  and  parasites  should  be  con- 
tinued on  returning  world  travelers.  Comparison 
with  a general  U.S.  population  that  also  has  a degree 
of  parasitism  would  suggest  also  that  a predeparture 
stool  examination  would  be  indicated  to  develop  a 
prior  data  base  for  purposes  of  epidemiologic  inves- 
tigation, control,  and/or  therapeutic  intervention. 

The  data  from  evaluation  of  the  infestation  rates 
per  type  of  industry  would  suggest  that  consideration 
of  type  of  industry  involvement  seems  to  have  little 
predictive  value  for  an  industry  to  use  when  making 
a decision  relative  to  their  institution  of  a stool  ex- 
amination program.  It  is  probable,  however,  that 
individuals  involved  in  less-developed  countries  and 
in  more  rural  areas  will  be  at  more  risk  of  infesta- 
tion. 

Life  Extension  Institute 
1185  Avenue  of  the  Americas 
New  York,  New  York  10036 
(DR.  KENT) 
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The  most  extensively  studied  and  perhaps  most 
effective  chemotherapeutic  agent  in  metastatic  co- 
lorectal carcinoma  is  5-FU  (5-fluorouracil),  with  a 
response  rate  of  21  percent  in  over  2,000  patients.1 
The  response  rate  and  median  survival  of  other 
chemotherapeutic  agents  in  previously  untreated 
patients  has  not  been  superior.1  Among  these 
agents,  nitrosoureas  have  been  relatively  more  ef- 
fective, especially  MeCCNU  (l-(2-chloroethyl)-3- 
(4-methyl-cyclohexyl)-l-nitrosourea),  with  a re- 
sponse rate  of  8 to  26  percent.2-5  To  improve  the 
meager  response  rate  of  single  agents,  combination 
chemotherapy  has  been  employed.6-10  These  com- 
binations mainly  consist  of  5-FU  and  nitrosoureas 
and  have  a response  rate  of  about  30  percent.6,7 
Moertel  et  al.10  and  Falkson  and  associates8,9  have 
reported  a response  rate  of  about  40  percent  by 
adding  VCR  (vincristine)  and  vincristine  plus  DTIC 
(5-(3, 3-dimethyl-  1-triazeno) -imidazole-4-carboxa- 
mide)  to  5-FU  and  nitrosoureas  combinations. 
However,  there  is  no  convincing  evidence  that  in- 
crease in  response  rate  is  associated  with  increase  in 
survival.  Moreover,  updated  Mayo  Clinic  experience 
and  recent  studies  do  not  confirm  these  results.11-13 

At  present  there  is  no  evidence  that  any  combi- 
nation is  superior  to  5-FU  alone.  Prior  therapy  with 


Forty  evaluable  patients  with  metastatic  colorectal 
adenocarcinoma  who  had  prior  therapy  with  5-FU 
( 5-fluorouracil ) were  randomized  to  one  of  the  fol- 
lowing regimens:  ( 1 ) MeCCNU  (methyl  (l-(2- 

chloroethyl)-3- (4-cyclohexyl)- 1 -nitrosourea)  and 
VCR  (vincristine);  (2)  MeCCNU  and  DTIC  (5- 
(. 3,3-dimethyl- l-triazeno)-imidazole-4-carboxamide ), 
(3)  MeCCNU,  DTIC,  and  VCR;  (4)  MeCCNU  and 
B-2-deoxythioguanosine.  Responses  were  complete 
in  0 cases;  partial  in  5,  an  incidence  of  12.5  percent; 
and  disease  was  considered  stable  in  10,  or  25  percent. 
The  median  duration  of  response  was  1 7 weeks.  The 
survival  of  patients  with  partial  response  and  stable 
disease  was  comparable,  with  medians  of  32  and  31 
weeks,  respectively.  Thirty  percent  of  combined 
patients  with  partial  response  and  stable  disease 
were  alive  57  weeks  or  longer  after  entry  into  study, 
whereas  median  survival  of  patients  with  progressive 
disease  was  23  weeks,  and  none  was  alive  after  44 
weeks.  Toxicity  was  tolerable.  From  this  study  it 
appears  that  worthwhile  response  and  prolongation 
of  survival  in  responders  may  be  obtained  by  combi- 
nation chemotherapy  containing  MeCCNU  in  pa- 
tients with  metastatic  colorectal  cancer  previously 
treated  with  5-FU.  However,  present  status  of  che- 
motherapy of  colorectal  cancer,  in  general,  is  less 
than  satisfactory,  and  the  success  of  new  chemo- 
therapeutic agents  remains  to  be  seen. 


5-FU  diminishes  the  response  to  second-line  treat- 
ment in  colorectal  cancer.  The  response  rate  of 
methyl-CCNU  after  failure  to  5-FU  is  a low  6 per- 
cent.13 Moertel  et  al.14  have  reported  response  rate 
of  12.5  percent  to  MeCCNU  in  patients  with  prior 
therapy.  However,  the  number  of  patients  was 
small,  3 of  24  patients. 

A randomized  prospective  study  was  designed  by 
the  ECOG  (Eastern  Cooperative  Oncology  Group) 
to  evaluate  effectiveness  of  MeCCNU  in  combina- 
tions with  vincristine,  DTIC,  or  both,  in  patients  with 
metastatic  colorectal  cancer  previously  treated  with 
5-FU.  Combinations  of  MeCCNU  and  B-2-TGdR 
(B-2-deoxythioguanosine)  in  a pilot  study  were  found 
to  be  tolerable,15  with  one  of  seven  patients  with  co- 
lorectal cancer  responding.  Accordingly,  this  was 
added  to  the  preceding  combinations  as  a fourth 
regimen.  In  this  article  we  report  the  results  of  the 
study  carried  out  in  our  Institute. 

Methods 

Patient  selection.  Patients  with  histologically 
confirmed  Duke’s  D adenocarcinoma  of  colon  or 
rectum,  that  is,  metastases  beyond  lymph  node,  in- 
vading the  liver,  lung,  bone,  and  so  forth,  previously 
treated  with  5-FU  who  had  measurable  areas  of 
known  malignant  disease  confirmed  by  physical  ex- 
amination or  chest  x-ray  findings  were  entered  into 
this  study.  Malignant  hepatomegaly  was  accepted 
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as  a measurable  lesion  if  the  liver  edge  extended  at 
least  5 cm.  below  costal  margins  or  xiphoid,  or  if  there 
was  a clearly  defined  perfusion  defect  measuring  at 
least  5 cm.  in  greatest  diameter  in  liver  scan. 

The  patients  were  stratified  according  to  their  PS 
(performance  status)  at  start  of  treatment,  according 
to  the  ECOG  scale  as  follows: 

PS  0 = fully  active. 

PS  1 = ambulatory,  capable  of  light  work. 

PS  2 = in  bed  less  than  50  percent  of  time;  capable  of 
self-care,  but  not  of  work  activities. 

PS  3 = in  bed  more  than  50  percent  of  time;  capable 
of  only  limited  self-care. 

PS  4 = completely  bedridden. 

Treatment  schedules.  Patients  were  random- 
ized to  receive  one  of  the  following  combination 
chemotherapies: 

1.  MeCCNU,  175  mg.  per  square  meter  orally 
every  8 weeks  plus  VCR,  1 mg.  per  square  meter  IV  (in- 
travenously) every  2 weeks. 

2.  MeCCNU,  130  mg.  per  square  meter  orally 
every  8 weeks  plus  DTIC,  150  mg.  per  square  meter  IV 
times  5 days  every  4 weeks. 

3.  MeCCNU,  130  mg.  per  square  meter  orally 
every  8 weeks  plus  DTIC,  150  mg.  per  square  meter  IV 
times  5 days  every  4 weeks  plus  VCR,  1 mg.  per  square 
meter  IV  every  2 weeks. 

4.  MeCCNU,  130  mg.  per  square  meter  orally 
every  8 weeks  plus  B-2-TGdR,  60  mg.  per  square  meter 
IV  times  5 days  every  4 weeks. 

Hemoglobin,  leukocyte,  and  platelet  counts  were 
obtained  weekly  in  most  cases,  and  serum  chem- 
istries, chest  x-ray  studies,  liver  scan,  and  so  forth 
were  repeated  periodically  to  evaluate  response  to 
therapy. 

Modification  of  drug  dosage  was  made  for  hema- 
tologic, gastrointestinal,  and  neurotoxicities. 

Assessment  of  response.  Responses  were  clas- 
sified as  follows: 

Complete  response  ( CR ).  Complete  response  is 
defined  as  the  absence  of  any  clinically  detectible 
tumor  mass 

Partial  response  {PR).  Partial  response  means 
a reduction  by  at  least  50  percent  of  the  product  of 


the  longest  perpendicular  diameters  of  tumor  and/or 
30  percent  reduction  of  the  sum  of  liver  measurement 
below  each  costal  margin  at  midclavicular  line  and 
xiphoid  process  with  no  significant  deterioration  in 
weight,  that  is,  no  greater  than  5 percent,  symptoms, 
or  performance  status. 

Stable  disease  ( SD ).  All  of  the  following  were 
required  for  the  disease  to  be  considered  stable:  less 
than  50  percent  reduction  of  measurable  tumor;  less 
than  25  percent  increase  in  any  measurable  lesion; 
no  new  lesion;  and  no  significant  deterioration  in 
weight,  symptoms,  or  performance  status. 

Progressive  disease  (PD).  The  disease  was 
deemed  progressive  if  there  was  more  than  a 25  per- 
cent increase  in  measurable  disease  and/or  appear- 
ance of  new  lesion.  Weight  loss  of  more  than  10 
percent  or  decrease  in  performance  status  without 
any  increase  in  measurable  lesion(s)  was  also  con- 
sidered progressive  disease. 

All  patients  were  evaluated  for  response  eight 
weeks  after  initiation  of  therapy,  and  patients 
showing  progressive  disease  were  removed  from  the 
study. 

Duration  of  response  was  calculated  from  the  time 
of  remission  induction  to  the  time  of  definite  pro- 
gression. 

Survival  was  calculated  from  the  time  of  entry  into 
study.  The  chi-square  and  Breslow  tests  were  used 
for  statistical  analysis. 

Results 

There  was  a total  of  55  patients  entered  into  the 
study.  However,  since  the  main  objective  of  this 
study  was  evaluation  of  response  to  combination 
chemotherapy  containing  MeCCNU,  patients  with 
insufficient  follow-up  periods  were  excluded.  Fif- 
teen patients  were  excluded  for  the  following  reasons: 
(1)  early  death— six  patients  died  from  one  to  three 
weeks  after  entry,  one  of  which  was  due  to  myocardial 
infarction,  and  one  other  was  due  to  congestive  heart 
failure,  none  of  the  deaths  being  drug  related;  (2)  lost 
to  follow-up — nine  patients  were  not  seen  after  ini- 
tiation of  chemotherapy. 

There  were  40  evaluable  patients  randomized  into 
four  regimens.  Table  I lists  general  characteristics 
of  patients  at  entry  into  study.  Of  15  patients  in  the 
MeCCNU-plus-B2TGdR  regimen,  5 were  crossed 


TABLE  I.  General  characteristics  of  patients  at  entry  into  study 


Regimens 

Number  of 
Patients 

Sex 

M:F 

Age 

Median  (Range) 
in  Years 

, Pfi 

or  Thei 
RT 

5-FU 

apy  \ 

Other 

'o 

1 

2 

\ 

3 

MeCCNU  + VCR 

9 

3:6 

57  (34-73) 

9 

1 

0 

1 

6 

1 

1 

MeCCNU  + DTIC 

9 

3:6 

61 (28-70) 

9 

1 

1* 

0 

5 

4 

0 

MeCCNU  + DTIC  + VCR 

7 

2:5 

59  (48-68) 

7 

1 

0 

1 

4 

2 

0 

MeCCNU  + B-2-TGdR 

15 

10:5 

63 (36-75) 

15 

1 

5* 

1 

8 

4 

2 

Total 

40 

18:22 

61 (34-75) 

40 

4 

6 

3 

23 

11 

3 

* Cyclophosphamide. 
+ Hydroxyurea. 
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TABLE  II.  Hematologic  toxicity  (lowest  of  nadirs) 


Hemoglobin  (Gm.  per 


Regimens 

WBC  (103  per  millimeter — ^ 
>4.0  2.0  to  4.0  <2.0 

^ Platelets  ( 1 03  per  millimeter^ 
>100.0  50  to  100  <50 

s 

>12 

-deciliter) — 
8 to  12 

-\ 

<8 

MeCCNU  + VCR 

3 

5 

1 

3 

5 

1 

0 

8 

1 

MeCCNU  + DTIC 

7 

1 

1 

8 

1 

0 

3 

5 

1 

MeCCNU  + DTIC  + VCR 

3 

2 

2 

5 

1 

1 

1 

5 

1 

MeCCNU  + B-2-TGdR 

7 

8 

0 

8 

5 

2 

1 

12 

2 

Totals 

20 

16 

4 

24 

12 

4 

5 

30 

5 

* Number  of  patients. 


over  from  combinations  5-FU  and  hydroxyurea  after 
failure  of  this  combination  as  designed  by  pro- 
tocol. 

There  were  18  males  and  22  females.  The  median 
age  was  61  and  ranged  from  34  to  75  years.  All  pa- 
tients had  received  5-FU  previously.  Four  patients 
had  had  RT  (radiation  therapy),  and  6 patients  had 
received  other  chemotherapeutic  agents,  that  is,  5 
patients  had  received  hydroxyurea  and  1 had  had 
cyclophosphamide.  The  majority  of  patients  had 
performance  status,  according  to  the  ECOG  scale,  of 
0 or  1,  that  is,  26  of  40  patients,  or  65  percent. 

Toxicities  were  mild  and  consisted  of  hematologic, 
gastrointestinal  (nausea  and  vomiting),  and  neuro- 
toxicity; 50  and  60  percent  of  patients  never  dem- 
onstrated any  leukopenia,  with  WBC  (white  blood 
count)  less  than  4,000,  or  thrombocytopenia,  with 
platelets  count  less  than  100,000,  respectively,  de- 
spite almost  full-dose,  greater  than  82  percent  of 
planned  dose,  drug  administration.  Nadir  of  WBC 
was  less  than  2,000  per  millimeter  in  only  four  pa- 
tients, or  10  percent;  platelets  less  than  50,000  per 
millimeter  were  also  observed  in  four  patients,  or  10 
percent.  Thirty  of  40  patients,  75  percent,  had  mild 
anemia,  with  hemoglobin  ranging  from  8 to  12  Gm. 
per  deciliter.  However,  severe  anemia,  that  is  he- 
moglobin less  than  8 Gm.  per  deciliter,  was  seen  in  a 
small  number  of  patients,  that  is,  5,  or  12.5  percent) 
(Table  II). 

Table  III  lists  gastrointestinal  and  neurotoxicity. 
Gastrointestinal  toxicity  was  relatively  mild,  with 
only  three  patients,  7.5  percent,  showing  severe 
toxicity.  Of  16  patients  receiving  VCR,  1 patient,  6 
percent,  had  severe  neurotoxicity.  Overall  toxicity 
of  chemotherapy  was  transient  and  tolerable.  There 
was  one  possible  drug-related  death  in  a patient  with 
stable  disease  eight  weeks  after  entry  into  study. 

Table  IV  summarizes  the  therapeutic  results.  The 


mean  number  of  cycles  administered  was  2.4.  All 
patients  received  greater  than  82  percent  of  their 
planned  doses  of  chemotherapies.  There  were  no 
complete  responses.  Partial  response  was  seen  in  5 
of  40  patients,  or  12.5  percent.  Primary  disease  in- 
dicators were  as  follows:  liver  in  2 patients,  ab- 

dominal mass  in  2 patients,  and  perineal  mass  in  1 
patient.  Three  of  7 patients  on  combination  of 
MeCCNU,  DTIC,  and  VCR,  and  none  of  9 patients 
receiving  MeCCNU  and  DTIC,  responded.  How- 
ever, because  of  the  small  number  of  patients  in  each 
group,  no  conclusions  could  be  drawn.  The  duration 
of  response  ranged  from  8 to  18  weeks  with  a median 
of  17  weeks.  Ten  patients  or  25  percent,  had  stable 
disease;  the  liver  was  involved  in  7 cases,  abdominal 
mass  in  2,  and  pulmonary  lesion  in  1.  Survival 
ranged  from  7 to  74-plus  weeks,  with  a median  of  28 
weeks  in  all  patients.  The  median  survival  of  the 
patients  with  partial  response  and  stable  disease  was 
comparable,  32  and  31  weeks  respectively.  Ac- 
cordingly, because  of  the  small  number  of  patients 
in  each  group,  the  survival  of  combined  patients  was 
compared  with  that  of  patients  with  progressive 
disease,  with  median  survival  of  32  and  23  weeks  re- 
spectively (Fig.  1).  However,  because  of  the  smaller 
number  of  patients  in  the  former  group,  the  differ- 
ence in  survival  between  two  groups  was  not  statis- 
tically significant  (P  = 0.1). 

Of  the  patients  with  partial  response  and  stable 
disease,  30  percent  were  alive  57  weeks  or  longer  after 
entry  into  study.  None  of  the  patients  with  pro- 
gressive disease  was  alive  after  44  weeks. 

The  PS  of  patients  with  partial  response  and  stable 
disease  at  initiation  of  chemotherapy  was  comparable 
to  that  of  patients  with  progressive  disease.  Ten  of 

15  patients,  or  67  percent,  from  the  former  group,  and 

16  of  25  patients,  or  64  percent,  from  the  latter  group 
had  a PS  ofOorl  (Table  V). 


TABLE  III.  Gastrointestinal  toxicity  (nausea  and  vomiting)  and  neurotoxicity* 


Regimens 

f 

None 

Gastrointestinal  Toxicity 
Mild  Moderate 

-N 

Severe 

None 

Neur 

Mild 

otoxicity 

Moderate 

Severe 

MeCCNU  + VCR 

3 

3 

3 

0 

8 

0 

0 

1 

MeCCNU  + DTIC 

0 

5 

3 

1 

MeCCNU  + DTIC  + VCR 

1 

2 

2 

2 

2 

2 

3 

0 

MeCCNU  + B-2-TGdr 

7 

7 

1 

0 

Totals 

11 

17 

9 

3 

10 

~2 

3 

1 

* Number  of  patients. 


1222  New  York  State  Journal  of  Medicine/July  1980 


TABLE  IV.  Chemotherapy,  response,  and  survival 


Mean 

Duration 

Median 

Number 

Actual  Drug  Administered 

of 

survival 

of 

( — Percent  of  Planned  Dose  (mean) — N , — Response* — ^ 

Response 

(range 

Regimens 

Cycles 

MeCCNU  VCR  DTIC  B-2-TGdR  PR  SD  PD 

(Weeks) 

in  weeks) 

MeCCNU  + VCR 

2.5 

92.2 

97.9 

1 

3 

5 

10 

21  (9  to  67+) 

MeCCNU  + DTIC 

1.8 

95.7 

96.5 

0 

4 

5 

17  (8  to  57+) 

MeCCNU  + DTIC  + 

2.9 

87.8 

82.8 

95.2 

3 

0 

4 

8,17+, 18 

35  (10  to  68+) 

VCR 

MeCCNU  + B-2-TGdR 

2.4 

95.2 

97.4 

1 

3 

11 

17+ 

31  (8  to  74+ 

Totals 

2.4 

93.3 

91.3 

96.0 

97.4 

5 

10 

25 

17t 

28  (8  to  74+) 

* PR  = partial  response;  SD  = stable  disease;  PD  = progressive  disease. 

* Median. 


Comment 

The  objective  of  this  study  was  to  evaluate  the  ef- 
fectiveness of  combination  chemotherapy  in  patients 
who  had  received  prior  5-FU.  Because  of  the  small 
number  of  patients  in  each  regimen,  comparison  of 
different  combinations  is  not  satisticallv  valid. 
Patients  with  partial  response  and  those  with  stable 
disease  fared  similarly,  with  a median  survival  of  32 
weeks.  Combined  survival  was  compared  to  survival 
of  patients  with  progressive  disease  who  had  a me- 
dian survival  of  23  weeks.  However,  the  difference 
was  not  statistically  significant  (P  = 0.1). 

It  is  of  interest  that  30  percent  of  patients  with 
partial  response  and  stable  disease  were  alive  57 
weeks  or  longer  after  entry  into  study,  whereas  none 
of  the  patients  with  progressive  disease  was  alive 
after  44  weeks. 

Although  this  combination  chemotherapy  has  not 
demonstrated  impressive  response  rate  in  metastatic 
colorectal  cancer,  however,  longer  survival  in  patients 
with  partial  response  and  stable  disease,  especially 
30  percent  of  patients  alive  for  57  weeks  or  longer, 
makes  combination  chemotherapy  containing 
MeCCNU  a worthwhile  trial  in  patients  who  have 
failed  on  5-FU.  Toxicity  was  tolerable,  with  10 


WEEKS  IN  STUDY 

FIGURE  1.  Comparison  of  survival  in  patients  with  partial 
response  (PR)  and  stable  disease  (SD)  versus  patients  with 
progressive  disease  (PD). 


percent  severe  hematologic  toxicity  and  7.5  percent 
severe  gastrointestinal  toxicity.  There  was  possibly 
one  drug-related  death.  PS  did  not  seem  to  play  an 
important  role  in  this  study. 

It  is  painfully  apparent  that  the  present  status  of 
chemotherapy  of  colorectal  cancer  previously  treated 
or  untreated  leaves  more  to  be  desired.  It  seems 
unlikely  that  a new  combination  of  present  chemo- 
therapeutic agents  will  lead  to  major  therapeutic 
improvement. 

Roswell  Park  Memorial  Institute 
Buffalo,  New  York  14263 
(DR.  MOAYERI) 
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TABLE  V.  PS  at  entry  into  study 


PS 

j-  cn* 

„ pm 

Number 

of 

Patients 

Percent 

c 

Number 

of 

Patients 

\ 

Percent 

0 

1 

6.7 

2 

8 

1 

9 

60.0 

14 

56 

2 

4 

26.6 

7 

28 

3 

1 

6.7 

2 

8 

Totals 

15 

100.0 

25 

100 

* PR  = partial  response;  SD  = stable  disease, 
t PD  = progressive  disease. 


So-called  “unnecessary  surgery” 
greatly  overstated,  study  shows 

Prevalence  of  so-called  “unnecessary  surgery”  has  been 
substantially  overstated,  says  a report  in  the  November  30 
Journal  of  the  American  Medical  Association. 

The  report  suggests  second -opinion  programs — wherein 
the  individual  gets  the  opinion  of  a second  physician  after 
the  first  physician  has  recommended  surgery — are  valu- 
able, and  their  growth  should  be  encouraged  by  public 
policy.  But  data  gained  from  second  opinion  programs 
should  not  be  used  to  estimate  the  prevalence  of  unneces- 
sary surgery  in  a community,  says  a report  from  the  New 
York  City  Health  Department. 

A review  was  conducted  of  the  first  12  months’  experi- 
ence with  a voluntary  second  opinion  surgery  consultation 
program  in  New  York  City.  The  program  covers  some 
950,000  persons — employees  of  the  City  of  New  York,  re- 
tirees, and  their  dependents. 


Of  those  recommended  for  elective  surgery,  such  as 
hernia  repair,  hemorrhoid  removal  and  other  nonemer- 
gency operations,  some  25  percent  were  told  by  the  second 
opinion  physician  that  the  surgery  was  probably  not 
needed  at  that  time.  But  further  studies  showed  that  firm 
rejection  of  surgery  on  the  basis  of  second  opinion  actually 
occurred  in  only  8 percent  of  the  cases  reviewed,  says  Dr. 
Mart  in  Paris.  That  is,  many  of  those  who  were  told  their 
operation  might  not  be  necessary  later  found  it  advisable 
to  go  ahead. 

The  New  York  City  data  indicate  that  there  was  much 
less  so-called  “unnecessary  surgery”  in  that  city  than  had 
been  indicated  by  earlier  reports. 

The  New  York  physicians  still  believe  that  second 
opinions  are  useful,  on  a voluntary  basis,  in  patient  care. 
The  programs  can  help  assure  patients  that  the  care  they 
are  receiving  is  warranted  and  appropriate,  Dr.  Paris  says. 
The  major  thrust  of  the  second  opinion  program  should  be 
to  improve  quality  of  care,  rather  than  merely  as  a 
money-saving  measure. 
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Fatigue 

Pervasive  problem 


There  is  a common  variety  of  fatigue,  the  pathogen- 
esis and  abnormal  physiology  of  which  may  be  at- 
tributed to  an  underlying  chronic  overactivity  of  the 
vagal-parasympathetic  system.  This  overactivity 
can  be  demonstrated  by  changes  in  carbohydrate 
metabolism  and  in  insulin  production.  The  effect  on 
carbohydrate  metabolism  was  utilized  as  an  inves- 
tigational tool  and  not  primarily  as  responsible  for 
the  clinical  syndrome.  The  syndrome  described  was 
specific  and  frequent,  and  the  institution  of  treat- 
ment with  atropine  is  indicated  and  is  usually  suc- 
cessful. The  syndrome  is  best  conceived  as  a physi- 
ologic reaction  to  stress.  This  reaction  is  by  a general 
inhibition  and  retreat  and  is  related  to  generalized 
overactivity  of  the  vagal-parasympathetic  system. 


PHILIP  L.  KAYE,  M.D.,  F.A.C.P. 

Long  Island  City,  New  York 

The  fatigue  syndrome  to  be  discussed  is  common 
and  deserves  consideration  as  a unique  and  separate 
entity  in  itself.  Although  it  is  not  usually  recognized 
as  a syndrome,  it  is  often  responsible  for  all  or  an 
important  part  of  many  disabling  symptoms.  This 
condition  can  be  defined  clinically. 

The  fatigue  syndrome  is  clearly  diurnal  with  a 
cyclic  rhythm,  present  on  arising,  then  relieved,  re- 
curring in  the  afternoon,  and  then  relieved  in  the 
evening.  This  same  cycle  is  present  no  matter  what 
time  of  the  workday  or  worknight  that  arising  occurs. 
There  is  definitely  no  relationship  to  timing  and  kind 
of  food  intake.  This  type  of  fatigue  will  now  be 
designated  as  SF  (specific  fatigue). 

Origin  and  etiology  of  SF 

Fortunately,  SF  was  clearly  defined  by  meticulous 
and  exacting  clinical  investigation  over  the  10-year 
period  from  1940  to  1950. 1-4  Sidney  Portis,  M.D., 
an  internist,  and  Franz  Alexander,  M.D.,  a psychia- 
trist, called  attention  to  this  condition  first.  There 
were  926  patients  under  their  supervision  who  were 
labeled  “psychoneurotic.”  In  treating  this  group  of 
patients  it  became  clear  that  157  of  this  large  group 
could  be  separated  as  distinctly  different  in  many 
respects.  Fatigue,  dejection,  and  apathy  were  the 
most  prominent  symptoms  presented.  No  such 
clearly  defined  group  had  been  reported  before;  they 
were  utilized  for  further  investigation. 

Other  investigators  such  as  Rinne  and  Howard5 
had  found  a flat  GTT  (glucose  tolerance  test)  curve 
in  a group  of  patients  with  vague  symptoms,  not 
clearly  defined,  which  were  attributed  to  neu- 
rasthenia and  psychoneurosis.  Portis  studied  his 
group  of  157  patients;  he  found  that  all  did  have  a flat 
IV-GTT  curve.  All  other  patients  of  the  926  were 
found  to  have  normal  sugar  tolerance  curves.  All  of 
these  patients  with  a flat  GTT  curve  had  the  test 
findings  normalized  with  atropine.  These  findings 
were  important  in  delineating  clearly  this  group  of 
patients.  The  action  of  atropine  in  normalizing  the 
GTT  curve  represents  the  effect  of  blocking  the 
parasympathetic  nervous  system. 

Alexander  noted  that  difference  in  glucose  testing 
had  been  observed  by  Szondi  and  Lax6  in  their  in- 
vestigation of  neurasthenic  patients.  These  inves- 
tigators found  that  in  the  study  of  26  normal  men, 
there  was  a rise  of  69  percent  in  the  glucose  level  after 
50  Gm.  of  dextrose  in  one-half  hour,  but  only  in  31 


percent  of  the  so-called  neurasthenic  individuals. 
No  conclusion  was  drawn  as  to  the  implications  of 
these  findings.  Alexander  found  in  the  group  of  SF 
patients  a much  greater  drop  in  glucose  levels  within 
30  minutes  of  the  GTT  as  compared  with  a normal 
group.  There  still  remained  a need  to  explain  the 
underlying  mechanism  involved  in  the  production  of 
the  flat  GTT  result. 

Another  breakthrough  came  when  it  was  suspected 
that  an  overproduction  of  insulin  in  the  early  stages 
of  the  GTT  could  account  for  this  unusual  occur- 
rence. It  was  already  known  that  parasympathetic 
stimulation  of  the  vagus  would  produce  a decrease 
in  the  sugar  in  the  pancreatic  vein  due  to  increased 
production  of  insulin.7-8 

To  investigate  this  possible  result,  a special  study 
was  set  up  within  the  available  resources  of  that  time. 
It  had  been  previously  demonstrated  by  Stetten  and 
Stetten9  that  when  sugar  and  plenty  of  insulin  were 
given  to  animals,  sugar  was  converted  to  fat.  If  true, 
the  respiratory  quotient  should  be  increased  and 
oxygen  released,  as  glucose  is  converted  to  fat.  Such 
conversion  during  a GTT  could  be  inferred  by  an 
ordinary  BMR  (basal  metabolism  rate)  test.  This 
assumption  proved  to  be  true,  for  when  such  a BMR 
test  was  performed  on  five  patients,  the  BMR  was 
shown  to  be  reduced  with  the  administration  of  in- 
travenous glucose.  At  this  point  atropine  was  given, 
and  normalization  of  the  basal  metabolism  was  re- 
established. These  findings  seem  to  suggest  that  a 
conversion  of  glucose  to  fats  in  the  presence  of  insulin 
had  taken  place. 

A recent  and  very  significant  study  confirmed  the 
presence  of  vagoinsulin  effect.10  The  authors  at- 
tempted to  clarify  the  role  of  the  vagus  nerve  on  in- 
sulin secretion  and  on  the  control  of  blood  glucose. 
Healthy  mongrel  dogs  were  studied  after  overnight 
fasting.  Plasma  insulin  levels  were  measured  in 
portal  venous  and  femoral  arterial  blood,  using  an 
insulin  double  antibody  precipitation  system. 

The  mean  blood  glucose  level  was  unaffected  by 
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bilateral  cervical  vagotomy,  but  the  portal  venous 
plasma  insulin  value  decreased  for  an  hour  after  va- 
gotomy. On  stimulation  of  the  distal  end  of  the 
transected  vagus  nerve  for  15  minutes,  the  mean 
portal  venous  insulin  value  rose  from  23  to  141  mil- 
limicrograms  per  milliliter  at  five  minutes  and  then 
fell  toward  control  levels.  Atropine  did  not  signifi- 
cantly change  the  insulin  or  glucose  levels;  however, 
it  eliminated  the  rise  in  portal  venous  insulin  seen  on 
vagal  stimulation. 

Some  recent  studies  in  the  literature  bear  out  the 
frequency  of  a flat  GTT  finding.  The  flat  GTT  curve 
was  a frequent  finding  in  a study  at  the  Ford  Hospital 
in  Detroit.11  An  attempt  was  made  to  explain  the 
cause  of  this  frequency  which  was  found  in  20  percent 
of  a group  of  302  consecutive  cases.  The  cause  of  the 
flat  GTT  was  attributed  to  an  increased  burst  of  in- 
sulin during  the  first  30  minutes  of  the  test,  as  es- 
tablished by  immunoassay.  This  study  was  felt 
necessary  because  of  the  confusion  and  misinter- 
pretation of  these  findings  in  the  previous  literature. 
No  other  demonstrable  metabolic  abnormality  in 
these  cases  was  found;  also,  there  was  no  abnormality 
of  intestinal  absorption  evident  nor  any  abnormality 
in  peripheral  utilization  of  glucose,  as  some  previ- 
ously thought.  The  conclusion  was  that  a flat  curve 
type  of  response  to  oral  glucose  is  frequent  and  rep- 
resents a variant  of  a normal  response.  The  findings 
of  Portis  and  Alexander  were  not  known  to  these 
investigators.  Again  the  probable  frequency  of  an 
abnormal  GTT  result  must  be  noted. 

There  is  a relevant  recent  publication  from  the 
Mayo  Clinic  concerning  the  frequency  of  fatigue.12 
In  the  authors’  medical  psychiatric  practice  the 
complaint  of  fatigue  alone,  with  or  without  other 
functional  physical  complaints,  is  common.  Fre- 
quently the  symptom  of  fatigue  occurs  without  other 
complaints,  such  as  depression  or  anxiety.  In  a 
prospective  study  there  were  123  consecutive  pa- 
tients who  were  referred  for  psychiatric  consultation, 
usually  by  an  internist,  because  psychiatric  treatment 
seemed  indicated.  Of  these  123  patients,  55  had 
chronic  fatigue  as  a major  complaint.  These  patients 
had  been  accepted  for  formal  psychiatric  treatment. 
Again,  the  frequency  of  fatigue  was  noted,  and  no 
recognition  of  any  possible  underlying  factor  was 
established. 

The  most  interesting  and  conspicuous  element  in 
SF  is  the  presence  of  a cyclic  rhythm.  A discussion 
of  the  biologic  rhythms  might  clarify  this  phenome- 
non. Life’s  activities  are  in  continual  flux,  but  the 
change  is  not  chaotic.  Indeed,  most  living  organisms 
show  a circadian  rhythm  of  activity  and  rest.  Most 
bodily  functions,  including  physical,  biochemical, 
and  hormonal  changes  are  controlled  by  clocklike 
established  rhythms.  There  was  a recent  study  by 
Wolf1'*  which  demonstrated  that  the  unfed  stomach 
manifested  rhythmic  contractions  every  three  hours, 
lasting  20  minutes.  Such  cyclic  activity  is  apparently 
under  vagal  control,  and  this  may  offer  a possible 


explanation  of  the  cyclic  variation  in  SF. 

The  problem  of  fatigue  has  long  been  known  to 
both  physicians  and  laymen,  and  there  are  many 
publications  dealing  with  it.  Examples  of  the  many 
studies  dealing  with  the  more  everyday  variety  of 
fatigue  are  presented.  Peter  Steincrohn,  M.D.,  a 
medical  columnist,  writes:  “If  I were  to  choose  the 
one  most  common  complaint  I’ve  heard  from  pa- 
tients, it  would  be  ‘I’m  tired.’  People  suffer  from 
pain,  cough,  nervousness,  headaches  and  innumer- 
able other  disagreeable  sensations,  but  fatigue  leads 
the  list.” 

The  manner  in  which  SF  presents  itself  is  varied 
and  is  often  not  recognized.  There  are  many  who  do 
not  go  to  the  physician  for  help.  They  feel  that  their 
condition  is  as  it  always  has  been,  and  it  does  not 
occur  to  them  that  it  might  be  changed  or  bene- 
fited. 

Many  are  often  treated  as  psychoneurotic  indi- 
viduals and  present  a great  variety  of  complaints. 
Frequently  these  complaints  include  weakness,  diz- 
ziness, faintness,  headaches,  musculoskeletal 
symptoms,  general  inadequacy,  and  general  misery. 
Understandably,  these  people  are  usually  subjected 
to  extensive  examinations  and  expensive  investiga- 
tions to  rule  out  an  organic  pathologic  condition  be- 
fore the  diagnosis  of  psychoneurosis  is  made.  A most 
important  differential  point  in  diagnosis  to  be 
stressed  is  the  lack  of  any  severe  associated  anxiety 
reaction,  with  the  commonly  associated  widespread 
overactivity  of  the  sympathetic  nervous  system. 
True  anxiety,  the  accepted  basis  for  all  psychoneu- 
rosis, is  only  incidental  in  these  people. 

As  noted,  a number  are  treated  for  “hypoglyce- 
mia.” Except  in  very  rare  specific  situations  with  a 
well-defined  clinical  syndrome  can  this  diagnosis  be 
entertained.  Only  lately  has  the  medical  profession 
begun  to  speak  out  publicly  against  the  widespread 
notion  that  this  diagnosis  is  commonplace.  An 
enormous  popular  literature  deals  with  this  subject. 
An  organization  called  the  “Hypoglycemic  Founda- 
tion,” claiming  a 500-physician  membership,  existed 
and  went  to  great  lengths  to  disseminate  its  methods 
of  treatment.  GTTs  were  done  frequently  and  un- 
founded conclusions  reached  as  to  the  presence  of 
true  hypoglycemia.  In  a GTT  the  glucose  level  at 
which  the  diagnosis  of  true  hypoglycemia  can  be 
made  is  extremely  important.  This  level  is  variable. 
The  true  diagnosis  can  be  established  only  when  the 
so-called  hypoglycemic  level  is  accompanied  by  the 
same  symptomatology  as  has  been  attributed  to  the 
low  blood  sugar  level.  These  manifestations  are 
really  found  only  rarely. 

Cahill  and  Soeldner13  and  Yager  and  Young14 
discussed  hypoglycemia  because  of  the  large  number 
of  people  presenting  themselves  to  physicians  and 
hospitals  with  this  diagnosis  without  true  hypogly- 
cemia. 

There  is  a new  and  comprehensive  critical  study 
concerning  the  meaning  of  hypoglycemic  levels  by 
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Park  and  Soeldner  of  the  Joslin  Clinic.  Information 
on  blood  glucose  levels  was  obtained.  They  found 
that  glucose  levels  of  one  third  of  all  normal  subjects 
will  descend  to  45  mg.  per  100  ml.  or  lower  with 
j sampling  only  every  30  minutes,  and  that  as  many  as 
18  to  20  percent  of  normal  individuals  drop  to  be- 
tween 35  and  50  mg.  per  100  ml.  if  you  increase  the 
sampling.  With  that  frequency  of  low  blood  sugar 
in  normal  individuals,  the  idea  of  basing  this  diag- 
nosis on  a single  low  blood  glucose  value  is  unwar- 
ranted. 

Depression  is  a common  and  serious  condition  and 
must  be  recognized  when  present.  In  this  group  of 
patients  it  may  be  that  depression  is  being  overdi- 
i agnosed,  since  apathy  is  so  frequently  present  in  SF. 
Confusion  results  from  the  fact  that  anticholinergic 
drugs,  which  are  indicated  for  the  treatment  of  SF, 
are  also  used  to  treat  depressions. 

In  treating  a large  group  of  patients  over  a long 
period  of  time,  the  possibility  arose  that  the  wide- 
spread manifestations  and  symptomatology  were  not 
| due  to  peripheral  parasympathetic  stimulation  alone, 
but  that  the  higher  cerebral  centers  were  also  in- 
volved. These  thoughts  suggest  a field  for  investi- 
gation of  cholinergic  transmission  at  the  synapses  of 
I the  higher  cerebral  centers.  A few  investigations  on 
the  effects  of  atropine  on  the  higher  central  nervous 
system  have  already  been  observed  and  recorded.  In 
1970,  Bartley  Hoebel  from  Princeton  University  pnd 
his  colleagues  reported  the  control  of  the  “killing 
site”  in  the  brain  of  a rat  by  the  pinpoint  introduction 
of  atropine.15  Atropine  diminished  the  “killing” 
response  when  natural  killers  were  injected  with  at- 
ropine at  the  “killing  site”  in  the  brain.  Another 
I drug,  carbachol,  injected  at  the  same  crucial  site  in 
the  brain  of  peaceful  rats  brought  about  a killing  ef- 
fect.16 It  has  also  been  noted  that  atropine  produces 
a sleep  pattern  in  the  EEG  (electroencephalogram) 
in  waking  cats15;  the  EEG  finding  of  cats  is  similar 
to  that  of  human  beings.  Cholinergic  drugs  produce 
an  opposite  effect.  Acetylcholine  is  found 
throughout  the  brain  and  especially  in  the  motor 
cortex  and  thalamus.  There  is  a great  need  for  fur- 
ther studies  of  cholinergic  receptors  in  the  brain. 
There  is  a huge  literature  on  the  receptors  of  nor- 
epinephrine, dopamine,  and  serotonin,  but  very  little 
is  available  on  cholinergic  activities. 

The  frequency  of  the  cyclic  type  of  fatigue,  which 
is  normalized  by  anticholinergic  drugs,  complies  with 
a very  basic  and  fundamental  principle  of  human 
physiologic  response  to  stress.  In  our  society 
aggression  is  constantly  present  and  often  leads  to 
overactivity  of  the  sympathetic  nervous  system;  this 
often  cannot  be  overtly  expressed  and  must  be  con- 
tained. An  intense  state  of  internal  conflict  results 
from  these  opposing  tendencies  and  may  explain  the 
extreme  frequency  of  anxiety  states  in  our  popula- 
tion. It  is  of  interest  to  note  that  anxiety  is  the 
hallmark  of  all  psychoneuroses.  In  contrast  to  the 
aforementioned,  it  must  be  noted  that  in  some 


species  of  animals  there  is  another  type  of  reaction 
that  results  from  stress  and  conflict,  which  has  the 
opposite  effect.  This  reaction  is  less  well-known  and 
is  probably  mediated  by  activity  of  the  parasympa- 
thetic nervous  system.  There  is  a complete  reversal 
from  the  aggressive  state  when  it  fails,  to  the  opposite 
state  of  retreat  and  dejection.  This  reaction  has  been 
termed  by  a most  appropriate  designation,  “vegeta- 
tive retreat.” 

Engel17  expressed  the  notion  that  there  are  two 
basic  emergency  systems  to  cope  with  potentially 
damaging  environmental  events.  One  is  broadly 
covered  under  Cannon’s  term,  “flight-fight”  and 
involves  mobilization  of  resources  for  massive  motor 
activity  to  deal  with  the  threat  or  danger;  the  other 
is  “conservation-withdrawal”  and  involves  disen- 
gagement, withdrawal,  and  inactivity  and  serves  to 
conserve  energy  as  well  as  to  reduce  engagement  with 
a threatening,  overloading,  or  unsupporting  envi- 
ronment. Sham  death,  “animal  hypnosis,”  hiber- 
nation, and  aestivation  represent  some  of  the  more 
obvious  manifest  expressions  of  conservation-with- 
drawal. This  system  also  integrates  processes  that 
raise  the  stimulus  barrier  to  perceptual  input,  de- 
crease muscle  tone,  increase  parasympathetic  ac- 
tivity, and  promote  circulation  of  anabolic  hor- 
mones. 

Treatment 

The  treatment  of  SF  is  readily  accomplished  by 
use  of  anticholinergic  medication.  These  results  can 
be  achieved  without  any  special  diet  and  without  any 
other  medication,  and  with  very  few  side-effects. 
Portis  and  Alexander  did  use  a special  diet  and  sed- 
atives, both  of  which  proved  unnecessary.1-4  As  soon 
as  the  proper  dosage  is  instituted  for  each  individual, 
improvement  occurs,  often  within  one  week  in  the 
great  majority  of  patients.  A new  balance  seems  to 
be  established  in  the  autonomic  nervous  system. 

The  procedure  followed  in  the  last  25  years  of  of- 
fice practice  has  usually  proved  very  successful  and 
has  been  made  very  simple.  Three  dosages  of  atro- 
pine sulfate,  1/100,  1/150,  and  1/200  gr.  have  been 
used  three  to  four  times  a day,  depending  on  the  need 
of  the  patient  as  demonstrated  by  dryness  of  mouth. 
The  usual  dose  is  1/150  gr.  three  or  four  times  a day. 
The  treatment  is  frequently  needed  for  only  short 
periods;  instead  of  the  six  months  to  two  years  as 
described  by  Portis,  three  to  four  weeks  often  proved 
sufficient.1^4  If  with  gradual  reduction  of  dosage  the 
original  symptoms  did  not  recur,  treatment  was 
terminated.  Dryness  of  the  nose  and  throat,  al- 
though present,  was  readily  accepted  and  seemed  to 
be  less  bothersome  with  time.  Interference  with 
close  vision  also  caused  some  difficulty  but  occurred 
only  in  a few  patients.  This  also  was  readily  accepted 
when  explained.  Occasionally  a reduced  dosage  was 
necessary. 

There  is  considerable  resistance  to  this  compara- 
tively simple  and  effective  treatment.  The  tendency 
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of  both  physician  and  patient  to  follow  standard 
procedures  cannot  be  easily  overcome.  Both  will 
strongly  avoid  an  approach  which  involves  any  im- 
plication of  emotional  involvement.  Several  physi- 
cians, who  admitted  they  “could  not  carry  on  any 
longer,”  consented  to  try  anything,  even  atropine.  A 
very  good  response  followed  within  one  week  in  each 
case.  However,  they  did  not  thereafter  treat  their 
own  patients  similarly.  This  demonstrated  effec- 
tiveness did  not  bring  about  acceptance  by  these 
physicians.  Perhaps  an  innocuous  term  without  any 
emotional  connotation  would  bring  about  a more 
general  acceptance  of  the  concept  of  SF  and  its 
treatment,  perhaps  a term  such  as  “autonomic  sys- 
tem imbalance.” 

Conclusion 

A common  variety  of  fatigue  has  been  discussed, 
and  its  probable  cause  and  the  abnormal  physiology 
was  attributed  to  an  underlying  chronic  overactivity 
of  the  vaga  parasympathetic  system.  This  overac- 
tivity may  take  the  form  of  changes  in  carbohydrate 
metabolism  and  in  insulin  production.  The  effect 
on  carbohydrate  metabolism  was  utilized  as  an  in- 
vestigational tool  and  was  not  primarily  part  and 
parcel  of  the  clinical  syndrome.  The  syndrome  de- 
scribed was  quite  characteristic  and  frequent,  and  the 
institution  of  treatment  with  atropine  is  usually 
successful.  The  widespread  abnormal  manifesta- 
tions could  hardly  be  attributed  to  peripheral  vagal 
effects  alone.  The  syndrome  is  best  conceived  as  a 
common  physiologic  reaction  to  stress.  This  reaction 
is  by  a general  “inhibition  and  retreat”  and  is  brought 
about  by  generalized  overactivity  of  the  vagal-para- 
sympathetic  system.  The  higher  cerebral  centers  are 
probably  also  involved  to  account  for  the  extensive- 
ness and  all-pervading  effects  in  these  patients.  This 
should  prove  a fertile  field  for  future  investigation 
and  should  include  studies  of  cholinergic  transmis- 
sion across  the  synapses  of  the  brain. 

A comment  is  necessary  about  the  effect  on  glau- 
coma in  the  use  of  atropine  since  this  question  is  al- 
ways raised.  Several  ophthalmologists  felt  that  the 
dosage  used  was  probably  not  harmful,  and  this 
certainly  has  been  true  in  my  medical  practice  of 
more  than  25  years.  Probably  pertinent  to  our  dis- 
cussion is  an  intensive  study  of  18  patients  over  a 
period  of  10  months  to  7 years  by  Ridley.18  Per- 
sonality traits  responsible  for  exacerbation  or  re- 
currence of  glaucoma  were  well  outlined.  These 
traits  were  described  as  those  of  mood  fluctuations, 
hypochondriasis,  compulsiveness,  contrariness,  and 
so  forth,  which  brought  about  anxiety,  anger,  and 
depression.  'These  traits  are  directly  opposite  to 
those  found  in  SF  patients. 

The  possibility  of  placebo  effect  should  be  con- 
sidered. A refutation  of  the  placebo  effect  is  the 
constant  delay  in  the  response  of  the  patient  to 
treatment.  Improvement  does  not  occur  immedi- 
ately and  is  always  delayed,  varying  from  two  to  five 


days,  occasionally  up  to  10  days,  and  rarely  up  to  two 
weeks.  The  time  of  onset  of  improvement  in  an  in- 
dividual varies  with  different  patients,  but  tends  to 
occur  on  a specific  day.  Also  in  the  original  work  of 
Portis  and  Alexander,  there  were  157  patients  in  the 
study  group  while  the  remainder  of  926  patients 
served  as  a large  untreated  control  group.1 

A double-blind  study  was  set  up  with  the  help  and 
encouragement  of  Nathan  S.  Kline,  M.D.,  at  the 
Rockland  State  Research  Institute;  30  consecutive 
patients  were  utilized  in  this  study  with  unknown 
active  and  inactive  medication.19  Analysis  found  the 
results  to  be  statistically  valid  for  benefit  in  the  use 
of  atropine  in  the  patients  studied. 

32-06  29th  Street 
Long  Island  City,  New  York  11106 
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Discussion 

Burton  M.  Angrist,  M.  D.,  New  York  City.  The 

communication  entitled  “Fatigue;  Pervasive  Prob- 
lem” by  Philip  L.  Kaye,  M.D.,  contains  potentially 
important  clinical  observations  wherein  the  author 
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defines  a particular  pattern  of  fatigue;  this  he  des- 
ignates as  “specific  fatigue  state.”  This  pattern  is 
described  as  “present  on  arising,  then  relieved,  re- 
curring in  the  afternoon,  and  then  relieved  in  the 
evening.  This  same  cycle  is  present  no  matter  what 
time  of  the  workday  or  worknight  that  arising  occurs. 
There  is  definitely  no  relationship  to  timing  and  kind 
of  food  intake.” 

After  discussing  possible  pathogenic  factors,  on 
which  there  no  doubt  will  not  be  universal  agreement, 
Dr.  Kaye  then  describes  a method  of  treatment  for 
this  condition  which  he  has  utilized  for  over  25  years 
in  office  practice.  This  consists  of  oral  atropine  in 
a regime  described  more  explicity  in  a prior  publi- 
cation.1 Atropine,  1/200  to  1/100  gr.,  is  used  “three 
to  four  times  a day,  depending  on  the  need  of  the 
patient  as  demonstrated  by  dryness  of  mouth.  The 
usual  dose  is  1/150  gr.  three  or  four  times  a day.  The 
author  observes  that  “Improvement  does  not  occur 
immediately  and  is  always  delayed,  varying  usually 
from  2 to  5 days,  occasionally  up  to  10  days,  and 
rarely  up  to  two  weeks.”  Some  improvement  oc- 
curred in  all  of  10  consecutive  cases. 

Dr.  Kaye’s  observations  are  of  particular  interest 
in  view  of  an  increasing  number  of  reports  suggesting 
a relationship  between  disturbed  cholinergic  activity 
and  affective  disorders.  As  early  as  1950,  Rowntree, 
Nevin,  and  Wilson-  noted  decrease  in  mania  and 
emergence  of  depressive  symptomatology  in  manic 
depressive  and  normal  individuals  after  chronic  ad- 
ministration of  the  irreversible  cholinesterase  in- 
hibitor diisopropylfluorophosphate.  Gershon  and 
Shaw  in  196 13  reported  both  severe  depression  and 
schizophreniform  psychoses  in  normal  persons  oc- 
cupationally exposed  to  similar  organophosphorus 
compounds.  More  recently,  Janowsky  et  al.  in 
19734’5  have  shown  physostigmine  to  be  capable  of 
suppressing  manic  symptomatology  and  antagoniz- 
ing the  effects  of  methyphenidate.  The  same  in- 
vestigators have  also  reported  episodes  of  severe 
depression  after  administering  physostigmine  to 
nonpsychotic  subjects  who  had  smoked  marijuana. 
These  depressive  reactions  were  antagonized  by  at- 
ropine.6 Tamminga  et  al.,  in  1976  and  1977, 7 8 have 
encountered  depression  as  a side-effect  of  choline,  in 
the  treatment  of  tardive  dyskinesia,  which  improved 
after  atropine  and  remitted  when  choline  was  dis- 
continued. 


Conversely,  limited  data  support  the  potential 
utility  of  anticholinergic  drugs  in  naturally-occurring 
depression,  particularly  in  milder  forms.  Abood  and 
Meduna  in  19589  observed  mood  elevation  after  ad- 
ministering the  anticholinergic  deliriant  Ditran.  In 
a subsequent  publication  in  1959,  these  authors  re- 
ported improvement  in  8 of  10  cases  of  reactive  de- 
pression after  Ditran-induced  delirium,  but  no 
change  in  the  status  of  7 out  of  9 subjects  with  “psy- 
chotic” depressions.10 

Thus,  the  observations  Dr.  Kaye  describes  prob- 
ably constitute  the  first  use  of  anticholinergic  agents 
in  depressive  disorders.  His  findings  have  yet  to  be 
tested  in  controlled  studies,  but  they  appear  clearly 
to  be  of  potential  importance  and  certainly  not  to  be 
scoffed  at.  At  the  1976  meeting  of  the  International 
College  of  Neuropsychopharmacology,  P.  Janssen, 
M.D.,  commented  that  “We  sometimes  forget  that 
the  purpose  of  controlled  studies  is  to  test  the  im- 
pressions of  clinicians.”  Such  a test  is  now  both 
timely  and  important  in  this  instance.  Dr.  Kaye 
certainly  deserves  credit  for  his  therapeutic  crea- 
tivity. 
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With  the  advent  of  modern,  effective,  antituber- 
culosis chemotherapy,  the  mortality  and  morbidity 
rates  of  tuberculosis  have  decreased  markedly. 
Between  1963  and  1973  pulmonary  tuberculosis  cases 
decreased  45  percent  in  the  United  States,  whereas 
the  total  number  of  extrapulmonary  cases  reported 
has  remained  stable  at  about  4,000  cases  per  year.1 
During  the  last  decade,  the  treatment  of  tuberculosis 
has  moved  into  the  mainstream  of  medicine,  re- 
quiring the  generalist  physician  to  assume  respon- 
sibility for  the  diagnosis  and  for  the  management  of 
patients  with  pulmonary  as  well  as  extrapulmonary 
tuberculosis.2 

Since  meningitis  is  one  of  the  most  severe  and  le- 
thal forms  of  tuberculosis,  we  decided  to  study  the 
problem  of  adult  tuberculous  meningitis.  The  study 
was  undertaken  to  review  our  experience  and  to 
provide  an  up-to-date  clinical  analysis  of  the  dis- 
ease. 

The  study  population  included  all  adult  patients 
with  meningeal  tuberculosis  seen  at  Kings  County 
Hospital  Center  from  July  1, 1970,  to  June  30, 1973, 
as  well  as  all  such  patients  seen  at  St.  Vincent’s 
Hospital  and  Medical  Center  from  July  1,  1973,  to 
January  1,  1979.  Patients  were  selected  by  retro- 
spective review  of  diagnoses  at  discharge  or  death,  by 
review  of  consultations,  and  by  review  of  all  patients 
with  positive  Mycobacterium  tuberculosis  cultures 
of  their  CSF  (cerebrospinal  fluid). 

Criteria  for  diagnosis  were  (1)  positive  M.  tuber- 
culosis culture  (slow  growth,  typical  colonial  mor- 
phology, and  a positive  niacin  reaction)  of  CSF, 
and/or  (2)  meningitis  with  a CSF  consistent  with 
tuberculosis  (high  protein,  low  glucose,  and  high 
lymphocytic  or  mononuclear  cell  count)  in  a patient 
with  active  tuberculosis  elsewhere. 


A clinical  experience  with  24  cases  of  tuberculous 
meningitis  is  presented.  Overall  mortality  was  33 
percent,  but  was  only  20  percent  in  the  treated  pa- 
tients. Residual  neurologic  abnormality  was  present 
in  13  percent  of  patients.  Prognosis  was  related  to 
the  age  and  neurologic  state  of  patient  at  the  time  of 
admission.  Seventy-five  percent  of  those  patients 
who  died  were  over  40  years  old,  and  neurologic  ab- 
normalities were  present  in  78  percent.  'There  were 
no  deaths  in  patients  with  a CSF  protein  less  than 
140  mg.  per  100  mi,  and  glucose  greater  than  40  mg. 
per  100  ml.  Corticosteroid  therapy  did  not  affect  the 
outcome,  but  this  was  not  studied  in  a controlled 
manner. 

A high  degree  of  suspicion  is  needed  so  that  anti- 
tuberculosis management  can  be  started  early.  This 
suspicion  should  be  aroused  by  the  combination  of  (1) 
neuromeningeal  signs,  (2)  chest  roentgenogram 
findings  compatible  with  tuberculosis,  and  (3)  a CSF 
examination  showing  a low  glucose,  high  protein,  and 
lymphocytic  cellular  predominance.  Sixty-three 
percent  of  these  patients  demonstrated  these  three 
findings,  and  90  percent  had  two  of  these  three 
findings. 


All  pediatric  patients,  less  than  14  years  old,  with 
tuberculous  meningitis  were  excluded  from  this 
study. 

Six  patients  in  this  study  had  miliary  tuberculosis, 
defined  as  a miliary  pattern  on  chest  roentgenogram, 
plus  any  one  of  the  following:  (1)  M.  tuberculosis- 
positive  culture  from  any  site,  (2)  biopsy  from  any 
site  showing  caseating  granulomata  and/or  acid-fast 
bacilli,  or  (3)  improvement  with  antituberculosis 
treatment  alone. 

Results 

Twenty-four  patients  with  meningeal  tuberculosis 
were  identified,  21  at  Kings  County  Medical  Center 
and  3 at  St.  Vincent’s.  They  ranged  in  age  from  15 
to  86  years  old  (mean  38  years).  The  group  included 
17  men  and  7 women,  of  whom  17  were  black,  5 were 
white,  and  2 were  Hispanic. 

The  presenting  signs  and  symptoms  suggestive  of 
neurologic  involvement  included  change  in  menta- 
tion (63  percent),  meningeal  signs  (63  percent)  in- 
cluding stiff  neck,  Kernig  or  Brudzinski  signs, 
headache  (57  percent),  paralysis  (17  percent)  in- 
cluding hemiplegia  or  hemiparesis,  diplopia  (13 
percent),  blurred  vision  (13  percent),  tremor  (13 
percent),  seizure  (8  percent),  sixth-nerve  palsy  (4 
percent),  papilledema  (4  percent),  and  coma  (4  per- 
cent) (Table  I). 

Twenty-two  patients  (92  percent)  had  at  least  one 
sign  suggestive  of  neurologic  involvement.  Of  the 
remaining  two  patients  the  diagnosis  was  made  at 
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TABLE  I.  Presenting  signs  and  symptoms  in 
tuberculous  meningitis 


Signs  and  Symptoms 

Number 

Percent 

Change  in  mentation 

15 

63 

Meningeal  signs  (including  stiff  neck, 

15 

63 

Kernig  and  Brudzinski  signs) 

Headache 

13 

57* 

Paralysis  (including  hemiplegia  and 

4 

17 

hemiparesis) 

Diplopia 

3 

13* 

Blurred  vision 

3 

13* 

Tremor 

3 

13 

Seizure 

2 

8 

Sixth-nerve  palsy 

1 

4 

Papilledema 

1 

4 

Coma 

1 

4 

* This  percentage  is  calculated  on  the  basis  of  23  patients;  1 patient  was 
in  coma  and  could  not  give  a history. 


autopsy  in  one,  and  in  the  other  M.  tuberculosis  was 
cultured  from  the  CSF  of  a patient  with  miliary  tu- 
berculosis. 

Additional  findings  in  the  24  patients  included  the 
constitutional  symptoms  of  fever  (88  percent),  weight 
loss  (35  percent),  and  night  sweats  (32  percent). 
Underlying  medical  illness  was  present  in  two  pa- 
tients, diabetes  in  one  and  gastrectomy  for  peptic 
ulcer  disease  in  one.  Two  patients  were  diagnosed 
as  having  pulmonary  tuberculosis  at  other  hospitals, 
one  month  and  four  months  prior  to  present  admis- 
sion, but  they  did  not  take  their  antituberculosis 
medication. 

Laboratory  findings 

Findings  on  chest  roentgenograms  were  consistent 
with  pulmonary  tuberculosis  in  19  of  24  patients  (79 
percent);  3 had  cavitary,  10  had  noncavitary  and  6 
had  miliary  tuberculosis;  the  remaining  5 (21  per- 
cent) patients  had  normal  chest  x-ray  findings. 

Sputum  or  gastric  culture  results  were  available 
on  22  patients  and  were  positive  in  10  (45  percent). 

PPD  (purified  protein  derivative)  intermediate  (5 
tuberculin  units)  skin  test  results  were  available  in 
18  patients  and  were  positive  in  11  (61  percent);  of 
the  2 doubtful  and  5 patients  with  negative  reactions, 
3 had  miliary  disease. 

Cerebrospinal  fluid  cultures  were  performed  in  22 
patients.  Sixteen  (73  percent)  had  positive  CSF 
culture  findings  and  6 (27  percent)  had  negative  CSF 
culture  Findings.  In  two  patients,  CSF  data  were  not 
available.  These  two  patients  were  diagnosed  as 
having  tuberculous  meningitis  at  autopsy. 

Cell  count  results  were  available  in  16  patients,  and 
protein  and  glucose  results  were  available  in  18. 
White  blood  cell  counts  were  50  or  less  per  cubic 
millimeter  in  six  and  above  400  in  three  patients. 
Lymphocytes  predominated  in  all  but  two  patients. 
Only  three  patients  showed  CSF  glucose  above  50 
mg.  per  100  ml.  CSF  protein  content  ranged  be- 
tween 30  and  380  mg.  per  100  ml.,  with  only  two 
below  77  mg.  per  100  ml.  The  nine  patients  with 


CSF  protein  less  than  140  mg.  per  100  ml.  lived,  as 
did  the  six  patients  with  CSF  glucose  greater  than  40 
mg.  per  100  ml. 

Management 

Management  of  these  patients  was  directed  by 
more  than  one  physician  and  was  not  uniform. 
Twenty  of  the  24  patients  with  tuberculous  menin- 
gitis received  treatment.  All  treated  patients  re- 
ceived isoniazid  as  well  as  ethambutol  hydrochloride 
and/or  streptomycin.  Other  drugs  used  included 
cycloserine,  paraaminosalicylate,  and  rifampin.  All 
patients  received  at  least  three  drugs.  Corticosteroid 
therapy  was  given  in  10  patients  treated  with  anti- 
tuberculosis medication  with  2 deaths;  in  the  10  pa- 
tients who  did  not  receive  corticosteroids,  there  were 
also  2 deaths. 

The  overall  mortality  rate  from  tuberculous 
meningitis  was  8 patients  (33  percent).  Of  the  20 
patients  treated,  4 died  (20  percent)  and  all  deaths 
occurred  within  14  days  of  admission.  All  four  of  the 
untreated  patients  died  within  four  days  of  admis- 
sion. Although  the  number  of  patients  is  small,  the 
mortality  rate  increased  progressively  from  0 percent 
in  the  age  group  14  to  20,  to  100  percent  in  the  age 
group  71  to  90.  Seven  of  17  males  died  (41  percent) 
and  1 of  7 females  died  (14  percent);  6 of  17  black 
patients  died  (35  percent),  and  2 of  5 White  patients 
died  (40  percent).  Neither  of  the  two  Hispanic  pa- 
tients died.  The  mortality  rates  in  the  patients  with 
miliary  as  well  as  with  nonmiliary  tuberculosis  was 
the  same,  33  percent. 

Patients  were  followed  for  one  to  three  years,  and 
residual  abnormalities  were  present  in  two  patients 
(13  percent),  one  with  an  altered  mental  status  and 
another  with  diplopia  secondary  to  sixth-nerve 
palsy. 

Comments 

Since  the  advent  of  antituberculosis  chemother- 
apy, numerous  studies  have  addressed  the  problem 
of  tuberculous  meningitis.3-13  However,  there  is  no 
uniformly  acceptable  definition  of  this  disease. 
Thus,  comparisons  between  studies  are  difficult. 
The  earliest  of  these  studies  stressed  the  use  of  the 
new  antituberculosis  drugs  in  large  numbers  of  pa- 
tients.3’6-8’10 In  the  last  decade  reports  on  tuber- 
culous meningitis  have  included  smaller  numbers  of 
patients,  and  most  included  pediatric  cases.4,5,9’12’13 
The  present  study  limits  itself  to  adult  patients,  uses 
stringent  criteria  to  define  tuberculous  meningitis, 
and  provides  a modern  clinical  analysis  of  this  po- 
tentially lethal  form  of  extrapulmonary  tubercu- 
losis. 

Even  though  patients  under  14  years  of  age  were 
excluded  from  this  study,  the  average  age  of  our  pa- 
tients was  38  years  old,  and  19  (79  percent)  were  less 
than  50  years  old,  emphasizing  the  fact  that  tuber- 
culous meningitis  is  a disease  of  young  people,  but 
can  occur  at  any  age,  18  to  86  years  old. 
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In  this  study,  males  and  blacks  predominated. 
However,  review  of  other  studies  reveals  that  sexual 
and  racial  predominance  is  variable.4-6,8,9  The  large 
number  of  black  patients  in  our  study  group  may 
reflect  the  population  served  by  Kings  County  Hos- 
pital Center. 

The  positivity  of  the  sputum  and/or  gastric  cul- 
tures for  tuberculosis  will  depend  on  the  institution 
reporting  the  series,  the  country  of  origin  of  the  se- 
ries, and  the  criteria  for  admission  into  the  tuber- 
culous meningitis  study.  Previous  studies  show  a 
range  of  29  to  93  percent  positivity.7-9,12  In  this 
study,  45  percent  had  a positive  sputum  and/or  gas- 
tric culture. 

PPD  intermediate  (5  TU)  skin  test  result  was 
positive  in  61  percent  of  the  patients.  Other  studies 
showed  tuberculin  skin  test  positivity  ranging  from 
44  to  97  percent,6-9  but  these  studies  often  failed  to 
define  tuberculin  strength  or  criteria  for  positivity. 

In  79  percent  of  the  patients,  chest  roentgenogram 
finding  was  suggestive  of  tuberculosis,  and  this  con- 
trasts with  other  series  wherein  43  to  84  percent  of 
chest  roentgenogram  findings  suggested  tubercu- 
losis.4,8,9,12,13 

The  findings  of  disorientation,  meningeal  signs, 
and  headaches  were  present  in  most  patients  (88 
percent)  and  are  in  accord  with  the  data  presented 
by  other  authors.  Fever  was  present  in  88  percent 
of  patients.  However,  the  more  classic  symptoms  of 
tuberculosis,  such  as  weight  loss,  night  sweats,  cough, 
and  sputum  production,  were  uncommon  in  this 
study.  Other  authors  have  also  commented  on  the 
paucity  of  these  findings.4,8,9,13 

In  the  majority  of  cases  (72  percent)  CSF  exami- 
nation revealed  a characteristic  pattern  of  high  pro- 
tein, low  glucose,  and  lymphocytic  cellular  predom- 
inance. However,  in  the  present  series,  there  were 
exceptions  to  this  pattern,  and,  therefore,  the  diag- 
nosis of  tuberculous  meningitis  cannot  be  excluded 
merely  because  this  characteristic  pattern  is  absent. 
Early  in  this  disease  the  cellular  pattern  of  cerebro- 
[ spinal  fluid  may  be  polymorphonuclear. 

Cerebrospinal  fluid  cultures  were  positive  for  tu- 
berculosis in  73  percent.  Other  authors  reported  a 
39  to  87  percent  positivity.4-9,12,13  This  wide  range 
was  probably  related  to  the  initial  criteria  for  diag- 
nosis of  tuberculous  meningitis  as  well  as  the  labo- 
ratory facilities  available. 

Residual  neurologic  abnormalities,  including  pa- 
ralysis, such  as  sixth-nerve  palsy,  diplopia,  mental 
obtundation,  and  seizure  were  present  in  13  percent 
of  the  patients  who  survived.  With  the  exception  of 
the  Glasgow  study  of  Kennedy  and  Fallon13  who  re- 
ported neurologic  residua  in  4.5  percent,  most  au- 
thors report  a much  higher  incidence  of  residua  in  the 
range  of  23  to  62  percent.3,4,6,7,12  The  low  rate  of 
neurologic  residua  in  our  study  may  reflect  the  use 
of  early  and  more  effective  chemotherapy. 

The  severity  of  tuberculous  meningitis  is  evi- 
denced by  the  mortality  rate  of  15  to  51  percent  in 


most  series.3,4,6-13  In  this  study,  the  overall  mortality 
rate  was  33  percent.  However,  only  20  percent  of 
those  receiving  antituberculosis  chemotherapy  died. 
All  deaths  occurred  within  two  weeks  of  admission. 
In  the  study  by  Hinman,8  7 of  1 1 patients  died  in  the 
first  week,  and  in  the  study  of  Barrett-Connor,9  all 
deaths  occurred  within  5 to  36  days  of  admission. 

Prognosis  of  tuberculous  meningitis  appears  to  be 
related  to  the  neurologic  state  at  the  time  of  admis- 
sion, as  well  as  the  age  of  the  patient.  Age  over  40 
years,  and  findings  of  cranial  nerve  involvement  or 
altered  mental  status  on  admission,  were  associated 
with  a poor  prognosis.  In  this  study,  75  percent  of 
those  patients  who  died  were  above  40  years  of  age, 
and  neurologic  abnormalities  were  present  in  78 
percent  of  those  who  died.  Furthermore,  the  ab- 
sence of  deaths  in  our  patients  with  an  initial  cere- 
brospinal fluid  protein  less  than  140  mg.  per  100  ml., 
and  glucose  greater  than  40  mg.  per  100  ml.  suggest 
that  these  may  be  indicators  of  prognostic  signifi- 
cance. Haas  et  al.,4  Weiss  and  Flippin6  arid  Bar- 
rett-Connor9 have  all  stated  that  extremely  high 
cerebrospinal  fluid  protein  is  an  indicator  of  poor 
prognosis,  but  they  were  unable  to  relate  low  cere- 
brospinal fluid  glucose  to  prognosis. 

Corticosteroids  have  been  given  by  various  phy- 
sicians in  the  treatment  of  tuberculous  meningitis.6,7 
The  rationale  for  their  use  was  that  these  drugs  could 
prevent  blockade  of  the  circulation  of  cerebrospinal 
fluid  and  thereby  prevent  internal  hydrocephalus. 
No  definitive  controlled  study  is  available  as  to  their 
usefulness  in  this  disease.  Weiss  and  Flippin,6  in  an 
uncontrolled  study,  reported  that  15  of  38  steroid- 
treated  patients  (38  percent),  and  32  of  64  non-ste- 
roid-treated  patients  (50  percent)  died.  However, 
this  difference  was  not  statistically  significant. 
Lepper  and  Spies,7  in  another  uncontrolled  study, 
also  found  no  statistical  difference  between  their 
steroid-treated  groups.  Results  of  corticosteroid 
usage  in  our  uncontrolled  study  were  in  agreement 
with  Weiss  and  Flippin6  as  well  as  Lepper  and  Spies.7 
The  likelihood  of  definitively  studying  the  use  of 
corticosteroids  in  tuberculosis  meningitis  appears 
remote  because  there  are  too  few  patients  available 
for  study. 

Effective  antituberculosis  chemotherapy  has  been 
available  for  over  25  years.  However,  the  mortality 
rate  of  tuberculosis  meningitis  was  33  percent  in  our 
series.  The  major  drawbacks  in  the  management  of 
this  disease  were  that  treatment  often  had  to  be  in- 
stituted prior  to  definitive  diagnosis,  and  that  the 
classic  symptoms  of  tuberculosis  were  frequently 
absent.  Therefore,  a high  degree  of  suspicion  was 
needed  so  that  management  might  be  started  early. 
This  suspicion  should  be  aroused  by  the  combination 
of  (1)  neuromeningeal  signs,  (2)  chest  roentgenogram 
compatible  with  tuberculosis,  and  (3)  a cerebrospinal 
fluid  examination  showing  a low  glucose,  high  pro- 
tein, and  lymphocytic  cellular  predominance.  In  this 
study  63  percent  of  patients  demonstrated  these 


July  1980/New  York  State  Journal  of  Medicine  1233 


three  findings.  Furthermore,  two  of  these  findings 
were  present  in  90  percent  of  the  patients. 

The  results  of  ancillary  study  such  as  PPD  inter- 
mediate skin  test  and  sputum  and/or  gastric  cultures 
for  tuberculosis,  are  often  helpful,  but  are  not  im- 
mediately available.  Furthermore,  in  the  debilitated 
state  characteristic  of  these  patients,  false  negative 
tuberculin  skin  test  results  may  occur.14  Sputum 
smears  for  acid-fast  bacilli  are  usually  negative  and 
are  only  helpful  if  positive. 

Cerebrospinal  fluid  culture  positivity  for  tuber- 
culosis makes  a definitive  diagnosis  of  tuberculous 
meningitis.  However,  this  may  take  up  to  six  weeks, 
and  therapy  must  be  instituted  prior  to  reporting  of 
these  results. 
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Legionnaires’  Disease 

New  York  State- 1978 


Sera  and/or  tissue  blocks  from  845  patients  in  New 
York  State  were  submitted  for  laboratory  diagnosis 
of  Legionella  pneumophila  in  1978.  Twenty-six  pa- 
tients (3.1  percent)  were  confirmed  as  having  an  ac- 
tive infection;  an  additional  127  (15  percent ) had 
evidence  of  exposure  to  the  bacterium.  Clinical  and 
epidemiologic  findings  on  the  confirmed  cases  were 
consistent  with  observations  at  the  national  level. 
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In  1978,  the  first  full  year  in  which  diagnostic  testing 
was  done  for  Legionnaires’  disease  in  New  York 
State,  specimens  (sera  and/or  tissue  blocks)  from  845 
patients  were  tested  at  the  State  of  New  York  De- 
partment of  Health,  and  duplicate  specimens  were 
examined  at  the  Center  for  Disease  Control  through 
mid-October.  In  this  report  we  describe  the  labo- 
ratory, epidemiologic,  and  clinical  findings  for  pa- 
tients with  confirmed  cases  of  Legionnaires’  disease 
in  New  York  State,  except  for  New  York  City.  Data 
for  New  York  State  residents  associated  with  out- 
breaks elsewhere  in  the  country  are  not  included. 

Serum  antibody  to  Legionella  pneumophila  was 
detected  with  the  IF  A (indirect  fluorescent  antibody) 
technique1  and  organisms  in  tissue  blocks  were  seen 
with  the  direct  fluorescent  antibody  (FA)  tech- 
nique.2 

A patient  with  a confirmed  case  was  one  who  had 
a fourfold  or  greater  rise  in  antibody  titer  greater 
than  or  equal  to  128  to  L.  pneumophila,  or  whose 
lung  tissue  contained  L.  pneumophila. 

Further  information  on  patients  with  confirmed 
cases  was  obtained  through  a questionnaire  devised 
by  the  Center  for  Disease  Control  and  sent  to  the 
patient’s  local  health  department  or  private  physi- 
cian. The  questionnaire  included  questions  on  age, 
sex,  occupation,  onset  of  illness,  symptoms,  medical 
history,  smoking  habits,  mortality,  exposure  to  ex- 
cavation sites,  and  history  of  travel. 

Persons  whose  paired  sera  showed  standing  titers, 
or  those  with  a single  serum  titer  greater  than  or 
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equal  to  128  were  considered  to  have  been  exposed 
to  L.  pneumophila  at  some  undetermined  time. 

Results 

The  laboratory  results  for  the  845  patients  are 
summarized  in  Table  I.  There  were  26  cases,  24 
confirmed  by  rising  antibody  titers  and  2 by  histol- 
ogy. Clinical  histories  were  available  for  21  of  the  26 
patients  with  confirmed  cases.  The  most  commonly 
reported  signs  and  symptoms  were  fever,  chills, 
cough,  headache,  and  chest  pain.  Less  frequently 
reported  symptoms  were  myalgia,  diarrhea,  ab- 
dominal pain,  gastrointestinal  bleeding,  and  confu- 
sion. Twenty  patients  had  pneumonia  documented 
by  findings  on  chest  x-ray  films;  all  were  hospitalized; 
14  gave  a history  of  smoking;  and  9 had  traveled 
within  two  weeks  of  becoming  ill.  None  of  the  21 
individuals  whose  clinical  histories  were  available 
had  a history  of  renal  disease  or  transplantation, 
immunosuppressive  therapy,  or  exposure  to  an  ex- 
cavation site. 

Ages  ranged  from  29  to  76  years  (median  56  years). 
There  were  22  males  and  4 females.  Most  became 
ill  in  the  summer  (18  of  the  26  cases  had  onset  from 
June  to  September).  Most  of  the  cases  reported 
resided  in  New  York  State,  particularly  the  Roch- 
ester and  Buffalo  areas. 

Comments 

Our  findings  are  consistent  with  the  national  data 
on  sporadic  cases  in  several  respects.3’4  More  pa- 
tients were  male  than  female,  the  median  ages  were 


TABLE  I.  Results  of  IFA  and  direct  fluorescent  antibody 
testing  for  Legionella  pneumophila  in  New  York  State, 
1978 


Result 

Number 

of 

Patients 

Per- 

cent 

Indirect  fluorescent  antibody  test 
No  evidence  of  exposure 

692 

81.9 

(single  or  standing  titer) 
(titer  < 64) 

Evidence  of  exposure 

127 

15.0 

(Single  titer  or  standing  titer) 
(>  128) 

4-fold  rise  in  titer 

24 

2.9 

Direct  fluorescent  antibody  test:  L. 

2 

0.2 

pneumophila  in  lung  tissue  block 
Totals 

845 

100 
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similar,  most  smoked,  and  many  gave  a history  of 
recent  travel.  Only  one  patient  had  a history  of 
emphysema.  No  patients  were  taking  immunosup- 
pressive drugs;  none  had  cancer  or  renal  disease. 
The  case-fatality  rate  in  this  series  was  11.5  percent 
rather  than  the  nationwide  reported  rate  of  19  per- 
cent in  1978.  Most  cases  occurred  in  the  summer, 
although  this  pattern  may  be  an  artifact  of  reporting; 
for  example,  more  specimens  may  be  submitted  in 
summer  for  testing  for  L.  pneumophila  because  of 
increased  suspicion. 

There  were  no  known  outbreaks  of  Legionnaires’ 
disease  in  1978  in  New  York  State,  except  in  New 
York  City.  There  was  no  clustering  of  cases. 
However,  many  (42.3  percent)  of  the  patients  lived 
in  the  western  part  of  the  State.  This  distribution 
may  reflect  an  increased  interest  or  attention  to  this 
disease  in  certain  areas,  or  an  actual  increased 
prevalence  of  the  disease  in  certain  areas. 

Although  the  number  of  confirmed  cases  repre- 
sented only  a small  proportion  of  the  specimens 
submitted  (3.1  percent),  15  percent  of  the  specimens 
had  a standing  titer  or  a single  titer  greater  than  or 
equal  to  128,  which  indicates  exposure  at  some  time 
to  L.  pneumophila  or  to  some  antigenically  related 
microorganism.  A serosurvey  in  Bloomington,  In- 
diana, where  an  outbreak  had  occurred,  showed  a 
similar  seroprevalence  of  17  percent.5 

Since  our  1978  study,  two  factors  have  come  to 
light  that  influence  the  determination  of  prevalence 
of  antibodies  to  L.  pneumophila.  One  factor  is  the 
recognition  of  serogroups  which  may  not  crossreact 
with  one  another6;  our  15  percent  figure  is  based  on 
testing  with  serogroup  I only.  The  second  factor 
involves  crossreactivity  with  other  microorganisms, 
such  as  chlamydia,  mycoplasma,  or  the  LPS*  cell 

’ Lipopolysaccharide. 


envelopes  of  certain  gram-negative  bacteria.7 
Therefore,  IFA  titers  should  be  interpreted  conser- 
vatively and  in  conjunction  with  clinical  evidence  of 
legionellosis.  To  this  end,  the  State  of  New  York 
Department  of  Health  maintains  representatives  of 
several  serotypes,  which  are  less  prevalent  than  ser- 
ogroup I,  and  tests  specimens  on  special  request  when 
the  clinical  diagnosis  suggests  legionellosis. 

Division  of  Laboratories  and  Research 
State  of  New  York  Department  of  Health 
Tower  Building 

The  Governor  Nelson  A.  Rockefeller  Empire  State  Plaza 

Albany,  New  York  12201 
(DR.  ALAN  LEVENSOHN) 
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Physicians  have  traditionally  been  healers.  If 
sickness  strikes,  physicians  try  to  cure  the  illness  or 
at  least  try  to  alleviate  the  symptoms.  We  are  in 
such  a phase  with  cancer — trying  to  cure,  or  at  least 
to  alleviate  the  symptoms.  Yet  throughout  history 
many  of  the  most  significant  advances  in  health  care 


Opening  Remarks 
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Those  of  us  involved  with  the  United  States  health 
care  system  in  1979  require  little  encouragement  to 
support  the  trend  toward  prevention  rather  than 
treatment  of  illness  as  our  primary  responsibility. 
Despite  this  conviction,  few  practicing  physicians  and 
all  too  few  of  our  patients  appear  concerned  with  the 
relationships  of  the  major  causes  of  death  with  our 
eating  or  sexual  habits,  our  sedentary  life  style,  or  our 
use  of  toxic  substances  such  as  tobacco  and  ethanol. 
Our  rather  sudden  concern  with  the  by-products  of 
the  nuclear  age  represents  a rather  singular  exception 
to  this  public  and  professional  indifference.  While 
almost  apathetic  over  our  continued  tobacco  con- 
sumption, we  hear  repetitive  and  pointed  appre- 
hension voiced  about  industrial  exposure  to  toxins, 
environmental  controls  of  our  air  and  water,  and 
disposal  of  toxic  wastes.  It  would  appear  that  we  are 
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Does  Life  Style 
Cause  Cancer? 

have  come  from  prevention  rather  than  treatment. 
As  our  knowledge  of  cancer  increases,  we  also  look 
ahead  to  prevention. 

In  this  symposium  we  ask  the  question,  does  life 
style  affect  cancer?  The  answer  is  a decided  yes.  At 
the  present  time  we  are  probably  able  to  exercise 
more  choice  over  our  life  style,  that  is,  how  we  deal 
with  our  needs,  problems,  pleasures,  and  stresses, 
than  at  any  other  time  in  the  history  of  man.  We  also 
are  now  beginning  to  learn  a little  of  the  price  in 
health  that  may  be  exacted  by  certain  life  styles. 

The  Alcoholism  Committee  of  The  Medical  Soci- 
ety of  the  State  of  New  York,  during  the  173rd  An- 
nual Convention  of  the  Society  in  New  York  City, 
assembled  a group  of  eminently  qualified  physicians 
to  report  on  our  current  level  of  understanding  of  the 
relationship  between  cancer  and  life  style.  This  re- 
lationship will  be  examined  under  the  headings  of: 
(1)  tobacco;  (2)  alcohol;  (3)  sex;  (4)  food;  (5)  envi- 
ronment at  work  and  play;  and  (6)  can  physicians 
influence  life  style. 


quite  willing  to  recognize  and  deal  with  all  manner 
of  dangers  except  those  which  might  relate  directly 
to  our  personal  life  style;  more  specifically,  our  ap- 
petites. 

Dealing  with  life  style  dangers 

As  a people,  we  have  been  hesitant  to  deal  with 
such  intimate  issues  except  violently,  as  in  the  case 
of  prohibition,  or  facetiously.  The  latter  was  illus- 
trated a few  years  ago  wheh  the  licensed  beverage 
industry  financed  small  unillustrated  advertisements 
deep  in  the  body  of  Time  magazine  in  which  a ra- 
tional plea  was  made  for  responsible  social  drinking. 
On  the  rear  cover  of  the  same  magazine,  a full-page 
colored  photograph  of  a white  horse  and  a nude 
young  woman  holding  a cocktail  glass  while  alone  in 
a bathtub  blazoned,  “You  can  take  a white  horse 
anywhere  with  you!”  Responsible  social  drinking- 
that  was  the  message. 

Another  way  in  which  we  agree  to  deal  with  such 
issues  is  that  of  self-righteousness.  It  obscures  our 
ignorance  and  obfuscates  our  fear.  This  rather  moral 
and  pejorative  stance  regarding  human  appetites 
suffers  from  the  inherent  assumption  that  all  of  us 
are  tempted  somewhat  equally  to  attain  relief  from 
physical  pain,  hunger,  sexual  longing,  and  anxiety. 
If  I can  avoid  drinking  or  eating  more  than  is  within 
my  definitive  best  interest,  why  can’t  the  next  fellow? 
Obviously  he  can  if  he  simply  controls  himself  a bit 
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better,  as  well  as  I do.  Or  is  the  issue  NOT  that  he 
exercises  too  little  control,  but  that  his  appetite  is 
somehow  different  (more?)  than  mine?  The  sub- 
stantive issue  herein  is  that  we  have  assumed  for 
generations  that  the  moral  defect  lay  in  appetite 
control  despite  the  total  absence  of  any  supportive 
scientific  evidence.  We  have  only  to  reexamine  our 
former  blind  assumption  that  a clinical  response  to 
placebos  supported  the  impression  of  psychiatric 
dysfunction,  or  worse,  malingering.  Can  we  recant 
gracefully  now  that  we  are  aware  of  the  change  in 
endorphin  production  in  response  to  administration 
of  a placebo?  Within  the  past  year,  a study  of  ge- 
netically obese  rodents  not  only  revealed  that  they 
were  catabolically  normal,  that  is,  suffered  from  ge- 
netically determined  excessive  appetite  for  food,  but 
harbored  a defect  in  endorphin  synthesis  as  well. 
Blocking  the  latter  with  naloxone  hydrochloride  re- 
sulted in  a rapid  reduction  of  appetite  and  a return 
to  normal  weight.  How  certain  are  we  that  mam  does 
not  suffer  from  similar  derangements  in  appetite? 

Purpose  of  program 

Those  areas  wherein  we  have  somewhat  success- 

Role  of  Tobacco  in 
Disease  Development 

ERNST  L.  WYNDER,  M.D. 

New  York  City 

President,  American  Health  Foundation 

It  is  becoming  increasingly  apparent  that  many 
of  the  major  diseases  afflicting  the  populations  of 
developed  countries  are  related  to  life  style  variables, 
variables  that  are  potentially  under  man’s  control. 
For  instance,  it  has  been  estimated  that  as  much  as 
90  percent  of  all  cancers  are  related  to  environmental 
factors  (Fig.  I).1  More  specifically,  however,  tobacco 
usage  has  been  estimated  as  contributing  to  one  third 
of  the  deaths  among  males  from  cancers  of  the  oral 
cavity,  larynx,  esophagus,  and  bladder,  and  close  to 
90  percent  of  the  male  deaths  from  lung  cancer.2’3 
Incidence  of  these  diseases  is  increasing  among 
women  and  directly  corresponds  to  the  rise  in  the 
number  of  women  who  have  taken  up  the  cigarette 
smoking  habit.3-5  It  is  clear,  therefore,  that  cigarette 
smoking  remains  the  number  one  public  health 
problem  of  the  day. 

While  we  recognize  the  need  for  continued  chem- 
ical and  animal  model  bioassay  studies  of  tobacco  and 
tobacco  smoke  condensate,  and  for  further  efforts  in 
the  health  education  area,  success  of  smoking  re- 
presented at  the  173rd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
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fully  reduced  our  counterproductive  paradigm  of 
righteous  indignation  over  the  moral  turpitude  of 
inadequate  appetite  control,  manifested  in  the  dis- 
ease concept  of  alcoholism  and  the  formation  of 
groups  such  as  Alcoholics  Anonymous,  have  revealed 
some  clinical  responsiveness  despite  our  continued 
ignorance  concerning  specific  etiology.  This  pro- 
gram was  planned  to  explore  not  only  the  physician’s 
difficulty  in  changing  his  patient’s  life  style,  but  the 
wisdom  of  such  an  effort  as  well.  As  this  day  pro- 
gresses, you  too  will  become  more  convinced  of  our 
need  to  toil  in  this  area  of  health  care.  It  is  more 
than  likely  that  our  habits  of  eating,  smoking,  and 
drinking  represent  the  major  modifiable  variables 
currently  determining  United  States  mortality  and 
morbidity  statistics. 

One  man  appears  to  have  done  more  to  bring  this 
to  our  attention  than  perhaps  any  other.  We  are 
indeed  fortunate  to  initiate  our  program  today  with 
Ernst  Wynder,  M.D.,  the  president  of  The  American 
Health  Foundation. 
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duction  programs  and  the  development  of  the  less 
hazardous  cigarette  can  only  be  measured  in  terms 
of  decreased  rates  of  human  tobacco-related  diseases. 
The  American  Health  Foundation  is  extensively 
engaged  in  both  promoting  smoking  cessation  and 
monitoring  the  health  effects  of  smoking  various 
tobacco  products,  in  general,  and  the  low-tar  ciga- 
rettes, in  particular.  It  is  clear,  however,  that  as  long 
as  society  continues  to  tolerate  cigarette  smoking, 
many  youngsters  will  try  the  habit,  and  many  will 
continue  to  smoke  into  adulthood.  Thus,  it  is  im- 
perative that  we  continue  to  modify  the  tobacco 
product  so  that  it  becomes  increasingly  less  harmful 
to  health.  Success  in  this  area  may  insure  that  to- 
day’s young  people  will  not  suffer  the  disability  and 
untimely  deaths  so  far  associated  with  tobacco 
usage. 
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FIGURE  1.  Percent  of  cancer  incidence  attributable  to 
specific  environmental  factors,  United  States. 
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YEAR  OF  BIRTH 

FIGURE  2.  Lifetime  filter  usage  as  percentage  of  total 
smoking  experience. 

Impact  of  tobacco  use  on  disease 

Experience  has  shown  that  practically  no  one  old 
enough  to  have  developed  cancer  of  the  upper  ali- 
mentary or  respiratory  tract  began  smoking  with  a 
filtered  cigarette  (Fig.  2).6  Thus,  present  death  rates 
reflect  the  combined  effect  of  nonfilter  and  filter 
cigarettes.  Data  from  our  large,  ongoing  epidemio- 
logic study  have  provided  us  with  valuable  clues  as 
to  the  type  of  person  who  chooses  a filter  over  a 
nonfilter  cigarette.  Among  more  than  18,000  control 
patients,  we  found  that  educational  attainment 
greatly  influences  the  degree  to  which  both  males  and 
females  are  exposed  to  tobacco  (Fig.  3). 7 The  largest 
proportion  of  nonsmokers  in  males,  and  of  exsmokers 
and  filter  cigarette  smokers  of  both  sexes,  is  found 
among  those  who  have  completed  college  and/or 
continued  their  education  past  the  bachelor’s  level. 
A similar  trend  is  apparent  among  males  of  higher 
occupational  status  (Fig.  4).  That  is,  professionals 
or  business  executives  are  more  likely  not  to  smoke, 
but  if  they  do,  to  choose  a filter  cigarette  or  exclu- 
sively cigars  or  pipes.  Since  we  know  that  lung 
cancer  is  primarily  associated  with  smoking  nonfilter, 
high-tar  cigarettes,  it  seems  safe  to  predict  that  this 
and  other  tobacco-related  diseases  will  continue  to 
be  a disease  of  low-income  groups.  The  estimate 
that  there  are  54  million  smokers  in  the  United  States 
today  clearly  indicates  that  the  health  education 
methods  currently  being  used  have  had  only  a spe- 
cialized appeal.8  It  is  also  clear  that  more  attention 
must  now  be  directed  toward  reaching  members  of 
the  lower  socioeconomic  groups,  teenagers,  young 
women,  and  other  groups  at  higher  risk  of  becoming 
smokers  and  habitual  smokers. 

Most  epidemiological  studies  are  based  on  indi- 
viduals who  began  their  smoking  habits  with  the  old 
high-tar  yielding  cigarettes.  As  yet,  we  do  not  know 
the  absolute  risk  for  tobacco-related  diseases  for 
those  who  smoked  only  filter  cigarettes,  and  in  par- 
ticular, the  low-tar  yielding  filter  cigarettes  which 
became  generally  available  in  the  1970s.  Nonethe- 
less, it  is  clear  that  a dose-response  relationship  exists 
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FIGURE  3.  Distribution  of  smoking  habits.  (A)  Of  male 
controls.  (B)  Of  female  controls. 


for  a variety  of  cancers,  as  shown  in  Figure  5A,  and 
some  selected  cardiovascular  events  as  well.3’4,9 
Tobacco  smoke,  principally  in  the  form  of  cigarettes, 
continues  to  increase  the  risk  significantly  among 
both  sexes  of  developing  cancer  of  the  lung  and  oral 
cavity  and,  to  a lesser  degree,  cancer  of  the  esophagus 
and  bladder.  Male  cigar  and  pipe  smokers  have  a 
risk  of  oral  cavity  cancer  similar  to  that  found  among 
cigarette  smokers,  but  their  risk  of  lung  or  larynx 
cancer  is  less.4  It  has  also  been  found  that  excessive 
alcohol  consumption,  that  is,  more  than  seven  units 
of  alcohol  per  day,  increases  the  risk  of  mouth,  larynx, 
and  esophageal  cancer  among  cigarette  smokers.4 
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FIGURE  4.  Distribution  of  smoking  status,  by  occupation, 
among  current  smoking  male  controls. 
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FIGURE  5.  (A)  Relative  risk  of  present  (>10  years)  male 

smokers  for  tobacco-related  cancers,  by  quantity.  (B)  Rel- 
ative risk  of  male  exsmokers  for  cancer,  by  years  since  quit 
smoking. 


Smoking  cessation 

Based  on  data  from  more  than  6,000  male  patients, 
we  have  shown  a significant  decrease  in  risk  of  de- 
veloping six  tohacco-related  cancers  with  smoking 
cessation.4  The  rate  of  decline  in  risk  is  dependent 
on  both  the  duration  of  the  smoking  habit  and  the 
number  of  cigarettes  smoked  per  day.  The  data  in- 
dicate that  it  takes  more  than  15  years  of  total  ciga- 
rette abstinence  before  the  risk  of  lung  cancer  ap- 
proaches that  of  a nonsmoker,  while  the  risk  de- 
creases somewhat  more  quickly  for  cancer  of  the  oral 
cavity,  larynx,  esophagus,  and  bladder  (Fig.  5B). 
Clearly,  if  cigarettes  were  eliminated  from  the  mar- 
ketplace, major  decreases  in  diseases  would  follow. 

The  public  is  becoming  more  and  more  convinced 
that  tobacco  is  harmful  to  health,  and  studies  have 
shown  that  many  adult  smokers  are  able  to  quit 
smoking  by  themselves.10’11  Nonetheless,  a great 
many  more  are  willing  to,  hut  need  assistance  or  have 
tried  and  been  unsuccessful  in  their  efforts.12  A 
variety  of  approaches  to  cessation  is  available,  and 
even  though  these  differ  in  rates  of  success,  as  shown 
in  Table  I,  it  seems  that  their  benefits  more  than 
justify  their  costs.1 1>12  The  estimated  $80  per  person 
for  a year-long  smoking  cessation  program  defies 
comparison  to  the  several  thousand  dollars  involved 


in  the  treatment  of  lung  cancer.2’13’14  It  is  obviously 
time  to  encourage  every  health  care  delivery  facility, 
health  insurance  company,  the  media,  physicians, 
employers,  and  the  scientific  community  to  establish 
and  support  programs  for  smoking  cessation.  In 
developing  such  programs,  our  experience  has  shown 
the  necessity  for  building  in  a maintenance  compo- 
nent.13’15,16 Without  follow-up  or  “booster”  sessions, 
abstinence  rates  are  known  to  drop  dramatically  from 
originally  high  success  rates.  We  have  seen  that  with 
appropriate  maintenance  sessions,  long-term  success 
rates,  that  is,  greater  than  one  year  of  cessation,  have 
improved  by  as  much  as  50  percent.13  We  have  also 
shown  that  a one-year  success  rate  of  44  percent  can 
be  attained  among  heavy  smokers  who  have  been 
provided  with  maintenance  assistance.  We  are 
convinced  that  the  extra  time  and  expense  involved 
in  such  additional  components  are  productive  and 
beneficial. 

In  addition  to  such  efforts,  campaigns  must  be 
directed  at  convincing  young  people  not  to  initiate 
the  habit.  It  is  no  longer  sufficient  to  present 
school-aged  children  with  only  the  facts;  they  must 
also  be  given  skills  to  cope  with  psychological  and 
social  pressures  that  promote  smoking  during  their 
formative  years.  A program  such  as  our  “Know  Your 
Body”  program  addresses  the  smoking  issue  in  a 
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TABLE  I.  Comparison  of  various  smoking  cessation  approaches 


Approach 


Advantages 


Disadvantages 


Rapid  smoking 


Multicomponent  intervention 
packages 


Sensory  deprivation 


Gradual  reduction  versus  abrupt 
quitting 

Contingency  contracting 
Group  counseling 
Individual  counseling 
Counseling  with  self-hypnosis 


Very  high  initial  quit  rate  (100  percent); 
follow-up  quit  rate  60  percent  at  6 months 

Success  rate  of  65  to  100  percent  at  end  of 
treatment,  slightly  lower  long-term  quit 
rate;  provides  smoker  with  readily  available 
techniques  for  dealing  with  recurrent 
smoking  urges 

Initial  success  rate  of  100  percent 


Sign  of  “progress”  for  smoker  who  cannot 
quit  or  go  “cold  turkey” 

Reduces  rate  of  attrition  and  increases  rate  of 
compliance 

Very  economical,  1 group  leader  per  10  to  15 
smokers 

Focuses  on  problems  with  quitting 

Additional  skill  available  to  exsmoker  to 
reinforce  nonsmoking  behavior 


Very  limited  appeal,  aversive  technique;  not 
indicated  for  those  with  existing  or  potential 
cardiovascular  problems 
Must  use  social  learning  techniques  as  a packet; 
no  durable  results  when  one  component  used 
alone;  skilled,  experienced,  professional 
therapist  necessary 

Long-term  success  rate  lower  than  that  of  first 
or  second  approaches;  not  practical  for  use  by 
large  population 

Delays  or  prolongs  quitting  effort 

“Gimicky”  or  childish  to  some  participants 

Attendance  directly  related  to  success 

Costly,  time-consuming;  skilled  and 
experienced  therapist  required 
Same  as  limitations  of  individual  counseling 


context  of  self-development  which  seeks  to  foster 
self-esteem  and  self-confidence.17  Our  results  are 
encouraging:  a 67  percent  decrease  in  the  number 
of  new  smokers.18 

Less-harmful  cigarette 

The  effort  to  decrease  tobacco-related  disease 
must  include  the  development  of  a smoking  product 
which  is  the  least  injurious  to  health,  that  is,  one  that 
has  reduced  the  “tar”  and  carcinogenicity  to  a min- 
imum. Such  a “less-harmful  cigarette”  may  help 
decrease  disease,  although  it  is  abundantly  clear  that 
nothing  is  as  harmless  as  never  inhaling  tobacco 
smoke. 

With  regard  to  the  less-harmful  cigarette,  the 
following  points  are  basic.  First,  all  tobacco-related 
diseases  are  dependent  on  quantity  smoked  and 
duration  of  the  habit;  thus,  the  less  the  exposure  to 
cigarette  smoke,  the  lower  the  risk.  Second,  the 
components  in  tobacco  smoke  affect  parts  of  the  body 
differently,  and  therefore,  a less-harmful  cigarette 
is  one  that  has  the  lowest  possible  content  of  smoke 
delivery  and  is  as  low  as  possible  in  tumor-specific 
carcinogens  and  in  components  with  effects  on  cer- 
tain cardiovascular  functions  and  which  promote 
chronic  obstructive  pulmonary  disease.  Third,  a 
very  “safe”  cigarette  smoked  by  only  1 percent  of 
smokers  will  mean  less  improvement  in  overall  public 
health  than  a cigarette  which  is  only  moderately  safe 
but  more  appealing  and  therefore  accepted  by  99 
percent  of  the  smoking  public. 

Cigarettes  with  lower  levels  of  toxic  substances 
have  been  developed  during  the  past  two  decades, 
primarily  in  response  to  reports  from  the  Surgeon 
General  of  the  United  States  and  from  the  Royal 
College  of  Physicians  in  Great  Britain.19-21  The 
reductions  of  the  harmful  agents  in  tobacco  smoke 
have  been  brought  about  in  two  ways:  first,  changes 
in  the  choice,  curing,  and  growing  of  tobaccos;  and 


second,  the  use  of  porous  paper  and  development  of 
filters  using  cellulose  acetate,  charcoal,  and  perfo- 
rated tips.22’23 

Significant  progress  was  made  in  the  overall  re- 
duction of  tar  and  nicotine  between  1958  and 
1978. 24  '25  The  average  yield  per  cigarette  was  re- 
duced from  30  to  16  mg.  of  tar  and  from  1.8  to  1 mg. 
of  nicotine  (Fig.  6).  Amounts  of  several  specific 
cancer-causing  and  toxic  agents  have  also  been  re- 
duced. This  is  demonstrated  by  the  reduced  risk  of 
lung  and  larynx  cancer  (Fig.  7).  For  instance,  in 
contrast  to  persons  who  smoked  regular  cigarettes 
exclusively,  those  who  smoked  filter  cigarettes  for  10 
years  or  more  have  their  risk  of  developing  lung  or 
larynx  cancer  reduced  by  approximately  25  percent.6 
The  last  half  of  a cigarette  provides  up  to  40  percent 
more  tar  than  the  first  half,  and  thus  one  factor  in 
this  reduction  may  be  that  filter  cigarettes  cannot  be 
smoked  to  the  very  end.  Similar  reductions  in  risk 
among  filter  smokers  for  bladder,  esophagus,  and 
pancreas  cancers  have  not  yet  been  demonstrated, 
primarily  because  the  association  between  these 
diseases  and  tobacco  usage  is  less  pronounced  than 
that  for  lung  and  larynx  cancers.  It  is  anticipated, 


FIGURE  6.  Sales-weighted  average  tar  deliveries,  1957  to 
1976. 
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FIGURE  7.  Age-adjusted  relative  risk  of  lung  and  larynx  cancer  for  male  and  female  smokers  of  filter  (>  10  years)  and  nonfilter 
cigarettes  by  quantity  smoked. 


however,  that  the  introduction  and  acceptance  of 
low-tar  cigarettes  will  eventually  also  result  in  a de- 
cline in  the  incidence  of  such  cancers. 

We  are  further  encouraged  that  the  benefits,  that 
is,  decreased  risk  of  certain  diseases,  of  “tar”  reduc- 
tions are  beginning  to  be  reflected  in  epidemiologic 
and  autopsy  research  data.4-6-26-29  For  example,  lung 
cancer  death  rates  are  declining  among  younger  co- 
horts of  men  in  England.26  Part  of  this  decline, 
which  is  also  anticipated  in  the  United  States,  is  due 
not  only  to  less  smoking  in  this  age  group  compared 
with  former  years,  but  also  to  the  lowering  of  the  tar 
yield  in  filter  cigarettes.  In  addition,  recent  patho- 
logical studies  of  the  bronchial  epithelium  of  smokers 
indicate  that  histologic  changes  are  less  pronounced 
among  filter  cigarette  smokers  than  among  nonfilter 
smokers.29 

Since  women  tend  to  smoke  cigarettes  with  lower 
tar  and  nicotine  yields,  and  since  there  were  consid- 
erably fewer  women  smokers  when  high-tar/high- 
nicotine  cigarettes  were  common,  it  can  be  predicted 
that  although  women’s  rates  for  tobacco-related 
diseases  will  continue  to  increase,  they  will  not  reach 
the  levels  seen  in  men.7’30-32 

As  we  investigate  the  effects  of  the  low-tar  ciga- 
rette on  cancer  development,  we  must  not  overlook 
the  effects  such  cigarettes  exert  on  cardiovascular 


disease  events  and  patterns  of  obstructive  pulmonary 
diseases.  Filter  cigarettes  have  been  associated  with 
a decreased  risk  of  heart  attacks  and  development  of 
peripheral  vascular  disease,  but  chronic  obstructive 
pulmonary  disease  appears  to  be  irreversible,  and 
therefore,  use  of  filter  cigarettes  may  only  retard  the 
progression  of  this  disease. 9,32-34 

If  it  is  shown  that  none  of  the  flavor  additives  in 
the  newer,  low-tar/low-nicotine  cigarettes  produces 
additional  toxic  or  carcinogenic  effects,  and  as  new 
manufacturing  methods  develop,  further  reductions 
in  the  harmful  effects  of  tobacco  products  are  likely. 
As  a general  principle,  certain  upper  limits  for  smoke 
components  can  be  suggested.  It  is  now  technically 
feasible  to  provide  the  smoker  with  marketable  cig- 
arettes having  still  lower  tar  and  nicotine  values  than 
those  generally  available  today.  On  the  whole, 
therefore,  persons  who  persist  in  smoking  can  reduce 
the  risk  of  contracting  tobacco-related  disease  by 
smoking  the  newer,  low-tar/low-nicotine  ciga- 
rettes. 

Summary 

All  evidence  indicates  that  substantial  disease 
reduction  would  result  if  we  could  convince  the 
American  public  to  give  up,  or,  at  the  very  least,  alter 
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certain  life  style  variables.  Specifically,  to  reduce 
cancer  incidence  and  to  promote  the  concept  of  dis- 
ease prevention,  we  must  establish  and  refine  the 
interdisciplinary  approach  to  biomedical  and  public 
health  research.  At  the  American  Health  Founda- 
tion, we  have  a staff  of  some  250,  including  epide- 
miologists, biostatisticians,  biochemists,  steroid 
chemists,  and  others  interested  in  legislative  pre- 
ventive medicine.  All  these  disciplines  actively 
collaborate  in  a goal  of  studying  and  hopefully 
bringing  about  a decline  in  the  rates  of  disease. 
Thus,  I often  feel  a bit  like  Newton,  who  once  said: 
“The  reason  1 can  see  so  far,  is  that  I stand  on  the 
shoulders  of  giants.”  Our  interdisciplinary  approach 
affords  me  just  such  farsightedness. 

Just  as  Mount  Sinai  Hospital  may  have  more  than 
180  or  190  specialty  clinics  that  focus  on  the  treat- 
ment of  disease,  it  is  about  time  we  created  in  this 
country  specialty  centers  in  primary  disease  pre- 
vention staffed  by  physicians  and  other  health  care 
professionals  as  well  as  by  allied  health  profes- 
sionals. 

The  future  of  medicine  in  general,  and  certainly 
the  future  of  all  tobacco-related  disease  in  particular, 
does  not  lie  in  the  hands  of  more  and  more  therapists, 
but  clearly  in  the  hands  of  those  who  support  and 
implement  preventive  medicine. 

320  East  43rd  Street 
New  York,  N.Y.  10017 
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Discussion 

Dr.  Gitlow:  Thank  you,  Dr.  Wynder,  for  an 

enormously  stimulating  and  provocative  address. 
I’d  like  to  take  the  chairman’s  prerogative  in  raising 
a couple  of  issues  with  Dr.  Wynder.  One  is  to  note 
the  similarity  of  some  of  his  remarks  concerning 
“smoke-ending  services”  afe  a prophylactic  service  of 
hospitals,  and  the  services  of  hospitals,  or  lack  of 
same,  concerned  with  alcoholism.  It’s  intriguing  that 
the  rate  of  recovery  in  most  Alcoholics  Anonymous 
services  is  about  60  percent.  It’s  probably  very  close 
to  that  which  you  have  mentioned  for  interrupting 
smoking  when  a chronic  service  is  provided.  It’s  also 
intriguing  that  my  own  institution,  as  well  as  others, 
failed  for  so  long  to  have  Alcoholics  Anonymous 
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meetings  in  the  hospital  so  that  the  patients  with 
primary  myocardial  disease,  cirrhosis,  and  other  ill- 
nesses secondary  to  alcohol  ingestion  could  get  pri- 
mary treatment  for  that  disease  which  had  to  be 
treated  before  one  could  achieve  any  definitive  suc- 
cess with  those  conditions  which  initially  brought 
them  to  the  hospital. 

Recently,  we  began  a debate  in  this  country  con- 
cerning the  labeling  of  alcoholic  beverages  as  being 
potentially  harmful  to  your  health.  Our  former  di- 
rector of  the  National  Institute  of  Alcohol  Abuse  and 
Alcoholism  (NIAAA)  said,  “Well,  we  all  know  that 
the  labels  that  were  placed  on  cigarettes  were  val- 
ueless.” First,  I’d  like  to  have  your  opinion  as  to 
whether,  in  truth,  such  labeling  was  valueless.  I 
must  confess  that  I’m  not  sure  where  such  data  can 
arise  because  I know  of  no  control  group.  I don’t 
know  what  smoking  would  have  been  in  this  country 
had  we  not  had  labeling,  and  I know  of  no  way  of  ar- 
riving at  that  figure,  but  I’d  be  most  intrigued  by  your 
impression  about  this  point.  Moreover,  where 
should  we  be  going  in  the  labeling  of  other  potentially 
harmful  substances,  such  as  alcohol? 

Dr.  Wynder:  You  will  soon  see  in  the  papers  the 
logo  for  our  International  Know  Your  Body  Program 
which  says,  “Nobody  takes  better  care  of  you  than 
you.”  It  shows  five  children  from  five  continents 
holding  hands.  Earlier,  I was  asked  about  the  power 
of  the  lobbying  forces  in  Congress,  including  that  of 
the  tobacco  industry,  an  industry  which  probably  has 
few  equals. 

When  Congress  enacted  the  legislation  requiring 
that  a warning  label  be  placed  on  cigarette  packages, 
you  can  be  certain  that  the  tobacco  industry  exam- 
ined the  wording  very,  very  carefully.  If  it  had  been 
thought  that  the  warning  label  would  significantly 
affect  the  smoking  habits  of  the  public,  I doubt 
whether  that  particular  piece  of  legislation  would 
have  been  enacted.  I must  say  that  I agree  with  the 
person  who  said  that  warning  labels  on  alcohol  would 
have  a similarly  limited  effect.  In  fact,  when  warning 
labels  were  placed  on  saccharin  and  saccharin  prod- 
ucts, if  anything,  saccharin  use  probably  increased. 

Along  these  iines,  we  have  just  completed  a study 
in  which  we  assessed  patients’  awareness  of  both  the 
existence  and  content  of  saccharin  warning  labels. 
Not  only  was  the  majority  unable  to  indicate  the 
content  of  the  warning,  but  even  larger  proportions 
were  unaware  of  the  message  even  though  they  had 
used  artificially  sweetened  products  for  a long  time. 
Similarly,  if  you  ask  cigarette  smokers  the  content  of 
the  warning  label  on  the  cigarette  package,  many  of 
them  hesitate  in  answering  and  give  very  vague 
statements  when  really  urged  to  answer.  In  both 
instances,  it  seems  that  the  users  are  experiencing 
cognitive  dissonance  and  prefer  to  ignore  messages 
that  are  uncomfortable. 

I recently  read  that  in  a two-day  survey  on  daytime 
and  prime  time  television  programs,  alcohol  was  ei- 
ther shown  or  directly  mentioned  in  80  percent  of  the 
shows.  How  can  we  expect  to  affect  alcoholism 
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positively  if  words  such  as  drink,  cocktail  party, 
nightcap,  or  the  two-martini  lunch  are  such  a com- 
mon part  of  our  daily  conversation  and  thinking? 
Last  night  I saw  a promotional  spot  for  a television 
program  having  to  do  with  a party,  and  it  specifically 
said,  “Booze  with  us  ‘til  midnight.” 

Messages  about  the  social  and  psychological  ben- 
efits of  alcohol  consumption  abound,  and  it  is  diffi- 
cult to  see  how  a single  label  will  reduce  excessive 
drinking.  Although  some  success  has  been  achieved 
in  smoking  cessation  among  certain  groups  of  adults, 
it  seems  that  the  majority  of  our  attention  and  efforts 
should  now  be  directed  at  influencing  the  children. 
As  a matter  of  fact,  we  have  found  that  children  have 
a greater  influence  on  the  parents  than  vice  versa. 
For  instance,  in  a “brown  bag”  experiment  in 
Scarsdale  a few  months  ago,  we  were  able  to  convince 
the  children  that  fresh  fruit  instead  of  candy  should 
be  in  their  lunch  bags.  One  year  after  this  message 
was  introduced,  the  contents  of  the  childrens’  brown 
bags  had  indeed  changed,  and  fruit  was  substituted 
for  the  candy.  It  was  simply  because  the  children 
insisted  on  having  the  apple  and  not  the  sweets,  and 
the  apple  became  the  status  symbol  for  that  partic- 
ular school. 

If  we  could  similarly  influence  the  sponsors  of 
Saturday  morning  television  programs  to  substitute 
commercials  for  fresh  fruit  instead  of  candy  and 
presweetened  cereals,  we  could  effect  a real  change 
in  the  nutrition  of  our  children.  Such  an  effort  would 
have  to  be  launched  in  a national  campaign  and  I only 
wish  we  had  a marketing  genius  and  a sufficiently 
large  budget  to  successfully  promote  nutritious 
products.  Such  a marketing  strategy  would  finally 
change  the  habits  of  our  population. 

We,  as  physicians,  clearly  ought  to  set  good  ex- 
amples not  just  to  our  patients,  but  also  to  our  com- 
munity by  adhering  to  and  emphasizing  prudent 
dietary  practices. 

Audience:  I am  interested  in  some  of  the  mate- 
rials you  have  mentioned.  How  can  I find  out  more 
about  them? 

Dr.  Wynder:  Write  to  me  at  the  American 

Health  Foundation,  320  East  43rd  Street,  New  York, 
10017.  For  those  of  you  who  may  want  to  know 
where  we  are  located,  we  have  an  institute  where  we 
do  our  basic  research  in  Westchester,  in  a little 
community  appropriately  called  Valhalla,  where  I 
think  an  institute  for  preventive  medicine  ought  to 
stand. 

Audience:  Are  there  any  statistics  to  show  the 
decrease  involving  the  risk  of  developing  cancer  5 to 
10  years  from  now? 

Dr.  Wynder:  Absolutely.  It  takes  more  than  10 
years  of  nonsmoking  before  the  risk  of  lung  cancer 
approximates  that  of  a person  who  has  never  smoked. 
In  part,  the  reduction  in  risk  depends  on  the  length 
of  time  the  person  has  smoked,  and  in  part  on  the 
quantity  smoked  each  day.  The  risk  declines  less 
sharply  for  those  over  50  with  longer  smoking  histo- 
ries than  for  those  under  50.  If  you  have  smoked  for 


only  10  or  20  years,  it  drops  even  more  quickly.  The 
risk  for  heart  attack  drops  more  quickly;  it  is  reduced 
almost  immediately  after  smoking  cessation. 

Audience:  What  techniques  of  stopping  are 

better? 

Dr.  Wynder:  One  of  the  major  factors  influencing 
an  individual’s  ability  to  give  up  cigarettes  is  his  de- 
gree of  motivation.  Naturally,  if  family  and  peers 
support  the  action,  the  chances  for  success  are  im- 
proved, hut  the  level  of  the  person’s  motivation  to 
quit  is  the  basic  key. 

Our  experience  has  shown  that  group  therapy  is 
the  most  effective  method  in  promoting  success  rates 
in  abstinence.  But  in  all  behavioral  experiments, 
motivation  is  the  variable  that  greatly  influences 
success.  This  is  evidenced  in  the  very  good  success 
rates  reported  by  Park  Avenue  physicians  who  use 
hypnosis.  The  pat  ient  who  has  paid  $150  to  $200  for 
the  privilege  of  being  hypnotized  is  almost  by  defi- 
nition an  extremely  motivated  individual,  and  thus 
it  is  not  surprising  that  high  success  rates  are 
achieved.  From  both  a cost -benefit  point  of  view  and 
proved  success  rates,  we  feel  group  therapy  is  the 
ideal  method  of  treatment. 

We  are  currently  exploring  two  different  phases 
of  group  therapy.  One  consists  of  five  weeks  of  a 
90-minute  session  each  week,  and  the  other  is  a 
marathon  session,  one  session  lasting  12  to  18  hours. 
We  are  very  much  aware  that  whatever  method  is 
used,  the  patient  must  also  be  given  additional 
maintenance  therapy  after  the  original  cessation. 


Alcoholic  Beverages 
and  Carcinogenesis 

ANDREW  KELLER,  M.D.* 

Washington,  D.C. 

Chief  of  Epidemiologic  Research,  Veterans  Administration 

This  presentation  addresses  the  question:  Does  the 
consumption  of  alcoholic  beverages  impact  on  car- 
cinogenesis? 

In  arriving  at  what  clearly  must  be  an  affirmative 
answer  to  this  probing  question,  I will  share  with  you 
some  of  the  most  compelling  evidence  which  char- 
acterizes my  reply:  that  the  consumption  of  alco- 
holic beverages  does  indeed  impact  on  carcinogen- 
esis. 
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This  is  where  most  programs  let  the  patient  down. 
We  are  trying  to  develop  a way  in  which  we  can  con- 
tinue maintenance  therapy  for  at  least  a year,  for  if 
a patient  remains  abstinent  for  that  length  of  time, 
we  feel  the  war  has  been  won. 

Audience:  Do  you  have  any  information  as  to 
whether  men  and  women  do  equally  well  in  these 
programs? 

Dr.  Wynder:  The  answer  is  yes.  I take  it  that 
you  talk  as  a nonsmoker.  They  do  equally  well.  A 
woman  is  sometimes  worried  about  weight,  and  so 
right  away,  we  have  to  concentrate  on  that  fear,  and 
at  the  American  Health  Foundation  we  have  our 
Smoking  Cessation  Clinic  right  next  to  the  Obesity 
Clinic. 

Audience:  Dr.  Wynder,  the  terms  habit  and  ad- 
diction have  been  imprecisely  defined.  In  your 
opinion,  does  this  have  any  impact  on  health  educa- 
tion programs? 

Dr.  Wynder:  There  is  some  controversy  among 
my  colleagues  in  this  area.  I consider  smoking  to  be 
an  habituation.  In  other  words,  once  you  quit  the 
habit,  your  system  will  not  collapse  like  that  of  a 
heroin  addict,  but  you  will  live  perfectly  happily  ever 
after,  although  the  withdrawal  symptoms  are  real  for 
many.  We  spend  a considerable  amount  of  time 
explaining  the  various  withdrawal  symptoms  to  our 
patients  so  that  if  they  experience  them,  they  will 
recognize  them  as  such  and  be  assured  that  they  will 
end  in  a short  period  of  time.  Ways  of  coping  with 
these  symptoms  are  explained,  and  alternative  ac- 
tivities are  encouraged. 


Hence,  the  focus  of  this  address  will  be  concerned 
principally  with  the  following  interrelated  topics. 
They  are: 

1.  The  beverages  themselves:  spirits,  wines,  and 
beers. 

2.  Selected  characteristics  of  persons  at  inordi- 
nately high  risk  of  neoplasms  associated  with  the  con- 
sumption of  whiskeys  or  spirits,  wines,  and  beers. 

3.  The  principal  anatomic  sites  of  neoplasms 
among  consumers  of  these  beverages. 

4.  Multiple  primary  or  coexisting  cancers  associ- 
ated with  alcoholism. 

Nature  of  carcinogenesis 

Ethanol,  as  commonly  consumed  in  beverages, 
derives  usually  from  the  fermentation  of  grain  ex- 
tracts or  fruit  juices.  The  pharmacologic  actions  or 
metabolic  effects  of  these  beverages,  as  spirits,  wines, 
and  beers,  are  highly  varied  and  are  not  fully  un- 
derstood.1,2 In  these  beverages,  moreover,  there  are 
unknown  and  different  quantities  of  congeners  or 
contaminants  which,  with  the  ethanol,  may  be  con- 
sumed in  unspecified  amounts  and  with  varying 
frequencies  under  unknown  circumstances  and  over 
questionable  periods  of  time. 
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Topically,  these  beverage  constituents,  especially 
the  ethanol  in  high  concentrations,  may  irritate  the 
lining  mucosae  of  the  mouth,  mesopharynx,  hypo- 
pharynx,  esophagus,  and  sometimes  even  the  stom- 
ach. Systemically,  these  same  tissue  sites,  in  addi- 
tion to  the  liver,  pancreas,  and  other  body  systems, 
may  be  further  affected,  notably  at  the  cellular  level. 
For  example,  cell-mediated  immune  functions  may 
become  defective,  as  is  sometimes  detectable  in  both 
alcohol  abusers  and  patients  with  head  and  neck 
cancers.3  Cancers  may  even  result  or  be  strongly 
associated  with  the  consumption  of  these  bever- 
ages. 

Nonetheless,  the  evidence  that  alcohol  itself  acts 
as  a carcinogen  is  indeed  sparse.4  Alcohol  may  act, 
however,  as  a co-carcinogen  by  enhancing  the  carci- 
nogenic potentials  of  substances  dissolved  in  it,  or  it 
may  interact  toward  carcinogenic  ends  by  interacting 
with  products  of  normal  tissue  metabolism. 

The  more  compelling  evidence,  however,  is  that  a 
patient’s  nutritional  status,  liver  integrity,  or  both, 
may  contribute  to  the  true  risk  of  certain  cancers 
among  excessive  imbibers  of  alcoholic  beverages.5-9 
Two  facts,  at  this  juncture,  are  notable:  (1)  all 

known  attempts  have  failed  to  produce  cancers  in 
well-nourished  animals  by  substantial  alcohol  in- 
gestion10; and  (2)  experimental  animals  with  dam- 
aged livers  have  been  found  to  develop  oral  tumors 
more  readily  than  otherwise  when  benzpyrene  or 
tobacco  tars  are  applied  to  this  site.11 

Further,  in  man,  cancers  which  are  intimately  as- 
sociated with  prolonged  periods  of  frequent  and  high 
levels  of  alcoholic  beverage  intake  are  commonly 
diagnosed  in  heavy  users  of  smoked  tobacco,  with 
protracted  periods  of  malnutrition  or  dietary  defi- 
ciencies of  the  vitamins  A and  C and  trace  element 
zinc  varieties.10’12-14  Many  afflicted  patients  may 
also  present  long-standing  liver  disorders,  especially 
cirrhosis.6-9’15  In  point  of  fact,  the  effects  of  nutri- 
tional deficiencies  may  be  exacerbated  by  the  pro- 
longed and  excessive  consumption  of  alcoholic  bev- 
erages.16 

It  thus  appears  that,  alone,  the  specific  cancer- 
causing  effects  of  alcoholic  beverages  may  be  im- 
possible to  assess  or  to  delineate  without  reckoning 
with  the  confounding  effects  of  tobacco  use,  liver 
integrity,  and  nutritional  status.  Actually,  in  human 
subjects,  it  may  be  best  indicated  to  control  for  these 
factors,  or  in  laboratory  animals,  minimally,  to  ma- 
nipulate them. 

Aside  from  the  liver,  tissues  at  inordinately  high 
risks  of  neoplastic  change  among  excessive  drinkers 
appear  to  be  those  sites  in  direct  physical  contact 
with  the  imbibed  beverages.  Now  to  this  generality, 
the  floor  of  the  mouth,  copiously  flushed  with  saliva, 
may  he  an  exception,  as  may  be  the  histologically 
similar  uvula  and  soft  palate.  Neoplastic  changes 
conceivably  at  these  sites  could  result  from  systemic 
factors  apart  from  those  local  or  directly  physical. 

In  any  event,  tissues  actually  at  inordinately  high 


risks  of  neoplastic  changes  among  heavy  drinkers  do 
include  the  lateral  borders  of  the  tongue,  the  floor  of 
the  mouth,  the  mesopharynx,  the  hypopharynx,  the 
esophagus,  and  the  liver.  Excluded  from  these  oral 
and  pharyngeal  sites,  in  this  regard,  are  the  extraoral 
lips,  except  the  lips  of  outdoor  activists  where  pre- 
sumably the  actinic  rays  of  the  sun  might  be  factors 
in  the  development  of  these  cancers.  The  highly 
keratinized  dorsum  of  the  tongue  is  also  an  exception, 
with  its  comparatively  thick  basement  membrane, 
the  submucosal  salivary  glands,  and  the  naso- 
pharynx.17’18 

The  effect  of  alcohol  consumption  on  the  increased 
risk  of  cancer  at  some  of  these  tissue  sites,  notably  the 
esophagus,  mouth,  and  pharynx,  has  been  shown  to 
be  independent  of  the  effects  of  smoked  tobac- 
co  6,7,19,20  These  facts  may  be  less  surprising  now 
than  earlier,  for  example,  since  the  Food  and  Drug 
Administration  only  recently  reported  finding  trace 
amounts  of  nitrosamines,  known  carcinogens,  in 
some  beers  and  popular  brands  of  whiskies.  Other 
contaminants  may  yet  be  detected  in  these  beverages. 
Irish,  rye,  bourbon,  and  Scotch  whiskies,  in  fact,  are 
more  likely  than  gins  and  vodkas  to  contain  such 
contaminants  with  effects  known  to  be  either  carci- 
nogenic or  co-carcinogenic. 

Study  findings 

Persons  with  alcohol-related  cancers  are  com- 
monly urban  dwellers,  males  of  advancing  age,  and 
of  low  income.21  In  the  United  States,  there  further 
appears  to  be  clear  cultural  determinants  of  cancer 
risks,  such  as  mouth  and  pharynx  cancers  among 
Irish  Catholics  in  New  England,  and  esophageal,  as 
well  as  stomach  cancers  among  blacks,  who  migrate 
from  places  in  the  Carolinas  to  such  large  cities  as 
Washington,  D.C. 

In  fact,  a recent  Veterans  Administration  study  of 
477  male  cancer  patients  without  liver  cirrhosis  found 
that  despite  racially  similar  patterns  of  tobacco  use 
by  types  and  amounts,  blacks  in  contrast  to  whites 
drank  significantly  more  whiskey  and  experienced 
much  higher  risks  of  cancers  of  the  stomach  and 
esophagus.9  A much  earlier  Veterans  Administra- 
tion study  centered  on  the  association  of  alcohol  and 
tobacco  with  cancer  of  the  mouth  and  pharynx.6 
This  study  was  undertaken  and  completed  here  in 
New  York  City,  when  I was  an  epidemiology  Fellow 
at  the  Public  Health  Research  Institute  of  the  City 
of  New  York.  Mr.  Robert  Wagner  was  mayor  then 
and  was  good  enough  to  cite  some  of  our  findings  in 
one  of  his  annual  reports.  He  even  mentioned  them 
again  when  Fellows  and  others  from  the  Public 
Health  Research  Institute  were  his  guests  one  eve- 
ning at  Gracie  Mansion.  A summary  of  these  find- 
ings is  seen  in  two  of  the  following  tables. 

Table  I notes  the  site-specific  relative  risks  of 
mouth  and  pharynx  cancers  among  male  heavy 
drinkers  when  compared  with  non-heavy  drinkers.6 
The  risk  is  highest  for  cancer  of  the  floor  of  the 


1246  New  York  State  Journal  of  Medicine/July  1980 


TABLE  I.  Site-specific  relative  risks  of  mouth  and 
pharynx  cancers  among  male  heavy  drinkers.6* 


Sites  of  Mouth 
and  Pharynx 
Cancers 

Age-Matched 
Pairs  of 
Cases  and 
Controls 

Relative 
Risks  of 
Cancers’ 

Floor  of  mouth 

160 

4.43 

Tongue 

87 

4.14 

Oropharynx 

59 

3.80 

Uvula  and  soft  palate 

20 

2.33 

Other  parts  of  mouth** 

46 

1.50 

Hypopharynx 

36 

1.33 

Contiguous  or  multiple  sites 

190 

3.09 

Totals 

598 

3.21 

* 1.6+  oz.  alcohol  per  day  = 4+  oz.  whiskey  = 16+  oz.  wine  = 32+  oz. 
beer. 

* Cancer  risks  of  heavy  drinkers  compared  with  nonheavy  drinkers,  de- 
rived from  matched  pair  data  analyses.23 

**  Only  sites  of  hard  palate,  alveolar  ridge,  buccal  mucosa,  and  retromolar 
pad. 

mouth;  it  is  least  for  the  hypopharynx,  a site  most 
distant  to  contact  with  alcoholic  beverages  or  con- 
densates of  smoked  tobacco  when  entering  the  upper 
gastrointestinal  tract.  Overall,  for  all  mouth  and 
pharynx  sites,  the  risk  is  3.2  times  greater  for  heavy 
drinkers  than  it  is  for  non-heavy  drinkers. 

In  Table  II  the  concern  is  with  multiple  primary 
cancers,  which  may  be  variously  defined  and  stud- 
ied.' In  this  endeavor,  these  are  neoplasms  of  the 
mouth  and  pharynx  which  were  diagnosed  during  the 
follow-up  of  408  case-control  pairs  over  more  than 
three  years,  during  the  clinical  course  of  the  principal 
cancers  of  the  mouth  and  pharynx.  For  example,  a 
patient  may  have  been  diagnosed  with  floor-of- 
mouth  cancer  owing  to  signs  and  symptoms  related 
to  that  site.  Subsequently,  or  maybe  even  concur- 
rently, he  may  have  been  diagnosed  to  have  cancer 
of  the  soft  palate  or  of  the  posterior  base  of  the 
tongue. 

As  seen  in  Table  II,  patients  with  primary  coex- 
isting cancers  by  comparison  with  their  sex-  and 
age-matched  controls,  drank  and  smoked  excessively. 
But  heavy  drinking,  to  a greater  degree  than  heavy 
smoking,  is  associated  with  primary  coexisting  can- 
cers. 

The  data,  on  which  Table  II  are  based,  further 
disclosed  that  liver  cirrhosis  was  associated  with 
mouth  and  pharynx  cancers  independent  of  the  use 
of  alcohol  and  tobacco,  and  that  the  risk  of  mouth 
and  pharynx  cancers,  independent  of  either  factor, 
is  in  excess  of  two  for  patients  with  liver  cirrhosis. 

Coexisting  cancers,  moreover,  were  most  com- 
monly diagnosed  in  patients  with  floor  of  mouth  as 
the  principal  cancer  site.  The  coexisting  cancers 
themselves  involved  mainly  the  histologically  similar 
uvula  and  soft  palate  and,  with  decreasing  frequency, 
the  posterior  base  of  the  tongue,  the  hypopharynx, 
the  retromolar  pad,  the  mesopharynx,  and  the  lateral 
borders  of  the  tongue. 

Owing  to  these  findings  and  to  supporting  evidence 
from  elsewhere  than  New  York,  there  evolved  the 
compelling  need  to  investigate  further  some  known 


TABLE  II.  Mouth  and  pharynx  cases  of  primary 
coexisting  cancers*  and  matched  controls,  as  heavy 
drinkers  and  smokers7 


Alcoholic 
Beverage  and 
Tobacco  Users 

Cases  of 
Cancer 

Matched 

Controls’ 

p Value 
of  Dif- 
ference 

Number 

28 

28 

Heavy  drinkers** 

64.3  percent 

25  percent 

0.002 

Heavy  smokers” 

21.7  percent 

0 percent 

0.014 

* Coexisting  cancers  of  mouth  and  pharynx  diagnosed  during  follow-up 
of  408  case-control  pairs  in  excess  of  three  years  during  clinical  course  of 
principal  cancers  of  mouth  and  pharynx. 

* Matched  on  sex,  hospital,  and  age,  within  five  years. 

**  Consume  1.6+  oz.  alcohol  per  day  in  4+  oz.  whiskey,  16+  oz.  wine,  or 
32+  oz.  beer. 

” Smoke  40+  cigarettes  per  day  or  equivalents  in  20+  pipeful  tobacco 
or  5+  cigars. 

and  suspected  relationships  of  either  alcoholism  or 
one  of  its  measures,  liver  cirrhosis,  to  all  sites  of 
cancers.6,7’14,22 

To  appreciate  this  need  even  more  fully,  one  might 
only  recall  that  epidemiologists  in  industry  will  often 
compare  the  morbidity  and  mortality  experiences  of 
workers  exposed  to  an  agent,  or  environment,  with 
others  not  so  exposed,  for  example,  to  assess  the 
cancer  risks  or  distributions  among  uranium  miners 
by  comparison  with  nonuranium  miners. 

Toward  addressing  this  need,  a 100  percent  sample 
of  all  white  males  with  liver  cirrhosis  in  1970  was 
obtained  from  the  172  U.S.  Veterans  Hospitals.8 
These  patients,  on  selected  variables,  were  compared 
with  other  white  males  with  cancer  but  without  liver 
cirrhosis.  All  cancers  were  histologically  confirmed, 
ante  mortem.  Liver  cirrhosis  was  confirmed  on  the 
basis  of  such  criteria  as  liver  biopsies,  decreased  al- 
bumin-globulin ratios,  protein  electrophoresis 
evaluations,  liver  scans  compatible  with  liver  cir- 
rhosis, enlarged  livers,  spider  angiomata,  portal  hy- 
pertension, and  the  like. 

This  procedure  yielded  286  patients  with  liver 
cirrhosis  and  cancer,  and  374  patients  with  cancer  but 
without  liver  cirrhosis.  Some  of  the  principal  results 
from  that  study  are  summarized  in  Tables  III,  IV, 
and  V.8  The  remaining  four  tables  are  concerned 
with  newly  reported  data  on  patients  having  multi- 
ple-site or  coexisting  cancers. 

Table  III  presents  the  site  distributions  of  cancers 
among  males  with  and  without  liver  cirrhosis. 
Among  cancer  patients  with  liver  cirrhosis,  there  is 
a relative  excess  of  oral  cavity,  pharynx,  and  digestive 
organ  cancers.  This  excess  is  particularly  notable  for 
the  floor  of  the  mouth  and  liver.  The  2.5-fold  excess 
of  esophageal  cancers  among  the  cirrhotic  patients 
is  also  impressive.  Relative  deficits  of  lung  and 
lymphoid  cancers  are  also  noted. 

It  is  of  interest,  also,  that  most  squamous  cell 
carcinomas  of  the  mouth,  pharynx,  and  larynx  were 
diagnosed  some  four  years  after  the  liver  cirrhosis. 
On  the  other  hand,  probably  owing  to  the  location  of 
the  liver  in  the  abdomen,  cancers  of  the  liver  and 
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other  gastrointestinal  sites  were  most  commonly 
diagnosed  at  the  same  time  as  the  liver  cirrhosis,  due 
to  the  investigation  of  symptoms  of  either  disease. 

Table  IV  presents  the  tobacco  smoked  and  alco- 
holic beverages  consumed  by  cancer  patients  with 
and  without  liver  cirrhosis.  All  percent  differences 
are  statistically  significant  at  the  5 percent  level  in 
that  each  difference  has  a probability  less  than  0.007 
of  chance  occurrence.  This  probability  applies 
particularly  to  nonsmokers  who  are  deficient  among 
the  cirrhotic  patients.  The  strongest  positive  asso- 
ciation is  among  heavy  drinkers.  Of  special  interest 
is  that  whiskey  drinkers,  as  opposed  to  either  wine 
or  beer  drinkers  alone,  are  significantly  excessive 
among  the  cirrhotic  individuals  but  to  a much  lesser 
degree  than  are  mixed  spirits  drinkers.  However, 


TABLE  ill.  Site  distributions  of  cancers  among  males 
with  and  without  liver  cirrhosis8 


Cancer  Sites 

/-Cancer  with  Liver 
Cirrhosis 
Present  Absent 

Derived 

Units 

(p- 

values  of 
difference) 

Number 

286 

374 

Percent* 

100.0 

100.0 

Oral  cavity  and  pharynx 

22.1 

8.5 

<0.0001 

(Floor  of  mouth 

8.1 

0.6 

<0.0001) 

Digestive  organs 

31.0 

17.0 

<0.0001 

(Esophagus 

3.5 

1.4 

NSb 

(Liver 

9.7 

0.3 

<0.0001) 

Respiratory  system 

18.9 

30.2 

0.001 

(Larynx 

5.6 

5.2 

NS) 

Genitourinary  system 

11.8 

16.0 

NS 

Lymphatic  and 

5.0 

10.2 

<0.05 

hematopoietic  tissues 
Skin 

10.0 

13.8 

NS 

Other  and  unknown 

1.2 

4.3 

* All  percents  are  adjusted  to  combined  age  distributions  of  660  patients 
in  this  series. 

f NS  = not  significant. 


TABLE  IV.  Tobacco  smoked  and  alcoholic  beverages 
consumed  by  cancer  patients  with  and  without  liver 
cirrhosis8 


Patient 
Types  and 
Categories 

/-Cancer  with  Livery 
Cirrhosis 
Present  Absent 

Ranking 
of  p- 
Values* 

Number 

286 

374 

Nonsmokers  (percent) 

8.4 

15.5 

1 (low) 

Heavy  smokers  (percent) 

82.5 

67.9 

2 

Cigarette  smokers  (percent) 

84.6 

65.8 

4 

Nondrinkers  (percent) 

4.6 

21.4 

5 

Moderate  drinkers  (percent) 

5.9 

37.7 

7 

Heavy  drinkers  (percent) 

88.5 

30.2 

9 (high) 

Whiskey  drinkers  (percent) 

23.8 

9.6 

3 

Mixed-spirits  drinkers 
(percent) 

47.9 

20.6 

6 

Heavy  drinkers  and  smokers 
(percent) 

74.1 

26.2 

8 

* All  percent  differences  would  occur  by  chance  less  than  0.7  percent  of 
time. 


TABLE  V.  Site  distributions  of  cancers  among  heavy 
smokers  and  heavy  drinkers  with  and  without  liver 
cirrhosis8 

Derived 

, — Cancer  with — \ Units 

Liver  Cirrhosis  (p-values  of 
Cancer  Sites  Present  Absent  difference) 


Number 

212 

98 

Percent* 

100.0 

100.0 

Oral  cavity  and  pharynx 

24.6 

19.6 

NS* 

(Floor  of  mouth 

9.7 

1.1 

0.01) 

Digestive  organs 

27.7 

12.0 

0.002 

(Esophagus 

4.1 

0.7 

NS) 

(Liver 

8.9 

0.0 

0.0027 

Respiratory  system 

21.0 

37.6 

0.003 

(Larynx 

7.2 

7.9 

NS) 

Genitourinary  system 

10.3 

11.4 

NS 

Lymphatic  and 

5.8 

6.0 

NS 

hematopoietic  tissues 
Skin 

10.0 

7.0 

NS 

Other  and  unknown 

0.6 

6.4 

* All  percents  are  adjusted  to  combined  age  distributions  of  660  patients 
in  this  series, 
t NS  = not  significant. 


TABLE  VI.  Site  distributions  of  primary  coexisting 
cancers*  among  patients  with  and  without  liver 
cirrhosis8 


Sites  of 
Principal 
Cancer 

r Coexisting  Cancer^ 
Patients  with 
Liver  Cirrhosis 
Present  Absent 

Derived 

Units 

(p-values  of 
difference) 

Number 

16 

10 

Percent 

100.0 

100.0 

Oral  cavity  and  pharynx 

75 

30 

0.024 

(Floor  of  mouth 

50 

10 

0.037) 

Respiratory  system 

6.3 

20 

NSf 

Genitourinary  system 

18.7 

50 

NS 

* Coexisting  cancers  diagnosed  during  follow-up  of  660  patients  in  excess 
of  three  years  during  clinical  course  of  principal  cancers. 

+ NS  = not  significant. 


TABLE  VII.  Site  distributions  of  cancers  among 
cirrhotic  males  by  presence  and  absence  of  primary 
coexisting  cancers8* 


r Cirrhotic  Males  Derived 


Sites  of 
Principal 
Cancer 

with  Coexisting 
Cancers* 

Present1  Absent! 

Units 

(p-values  of 
difference) 

Number 

16 

270 

Percent 

100.0 

100.0 

Oral  cavity  and  pharynx 

75.0 

20.4 

<0.00001 

(Floor  of  mouth 

50.0 

5.6 

<0.000001) 

Respiratory  system 

6.3 

21.1 

NS** 

Genitourinary  system 

18.7 

10.4 

NS 

Other  sites 

0.0 

48.1 

0.0002 

* Coexisting  cancers  diagnosed  during  follow-up  of  660  cirrhotic  and 
noncirrhotic  cancer  patients  in  excess  of  three  years  during  clinical  course 
of  principal  cancers. 

! Overall  distributions  have  probability,  p <0.000001,  of  chance  occur- 
rence. 

**  NS  = not  significant. 
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persons  who  both  smoke  and  drink  heavily  rank  just 
below  whiskey  drinkers  in  being  significantly  ex- 
cessive among  cirrhotic  males  with  cancers. 

The  effects  of  both  of  these  habits,  in  the  extreme, 
on  the  site  distributions  of  cancers  among  cirrhotics' 
and  noncirrhotics  are  seen  in  Table  V.  Again, 
floor-of-mouth  and  liver  cancers  are  significantly 
excessive  among  cirrhotic  persons.  The  proportion 
with  larynx  cancers  is  equally  frequent  in  each  group, 
but  still  a significant  deficit  of  lung  cancers  is  again 
noted. 

Liver  cirrhosis,  you  may  recall,  was  twice  as  fre- 
quent in  patients  with  coexisting  multiple-site  can- 
cers, as  it  was  among  their  controls.7  It  was,  there- 
fore, of  interest  to  investigate  multiple  primary  or 
coexisting  cancers  among  cirrhotic  in  comparison 
with  noncirrhotic  individuals.  Coexisting  cancers 
were  diagnosed  during  the  follow-up  of  660  patients, 
286  cirrhotic  and  374  noncirrhotic,  for  more  than  a 
three-year  period  during  the  clinical  course  of  the 
principal  cancer. 

This  comparison  is  noted  in  Table  VI.8  Before  I 
discuss  that  I’ll  make  the  following  observation: 
patients  with  coexisting  cancers  comprise  5.6  percent 
or  16  of  the  286  cirrhotic  individuals  but  only  2.7 
percent  or  10  of  the  374  noncirrhotic  persons. 
Hence,  coexisting  cancers  are  twice  as  common 
among  cirrhotic  as  among  noncirrhotic  patients. 
This  excess  is  due  mainly  to  patients  with  cancers  of 
the  oral  cavity  and  pharynx,  who  developed  another 
neoplasm  usually  at  other  oral,  pharyngeal,  or  gas- 
trointestinal sites  during  the  follow-up  period. 
Moreover,  coexisting  cancers  were  manifest  among 
the  cirrhotic  patients  within  an  average  span  of  eight 
months  following  the  principal  cancer’s  diagnosis,  by 
contrast  to  an  average  span  of  24  months  and  5 days 
among  the  noncirrhotics.  The  difference  in  these 
averages  is  statistically  significant  at  the  1.8  percent 
level.  Coexisting  cancers,  therefore,  occur  at  a 
greater  frequency  and  within  a shorter  time  span 
among  cirrhotic  than  among  noncirrhotic  individ- 
uals. 


TABLE  VIII.  Site  distributions  of  cancers  among 
noncirrhotic  males  by  presence  and  absence  of  primary 
coexisting  cancers8* 


Sites  of 
Principal 
Cancer 

r Noncirrhotic  Males 
with  Coexisting 
Cancers* 

Present+  Absent* 

-\  Derived 
Units 

(p-values  of 
difference) 

Number 

10 

364 

Percent 

100.0 

100.0 

Oral  cavity  and  pharynx 

30.0 

7.7 

0.012 

(Floor  of  mouth 

10.0 

0.6 

0.001) 

Respiratory  system 

20.0 

29.9 

NS** 

Genitourinary  system 

50.0 

16.8 

0.007 

Other  sites 

0.0 

45.6 

0.004 

* Coexisting  cancers  diagnosed  during  follow-up  of  660  cirrhotic  and 
noncirrhotic  cancer  patients  in  excess  of  three  years  during  clinical  course 
of  principal  cancers. 

f Overall  distributions  have  a probability,  p <0.001,  of  chance  occur- 
rence. 

**  NS  = not  significant. 


The  next  two  tables  address  the  question  whether 
or  not,  among  cirrhotic  persons  alone  or  noncirrhotic 
persons  alone,  the  distribution  of  coexisting  cancers 
is  notably  different  from  the  distribution  of  non- 
coexisting cancers. 

Table  VII  concerns  the  cirrhotic  patients.8 
Overall,  the  site  distributions  of  coexisting  and 
noncoexisting  cancers  is  significantly  different. 
Coexisting  cancers  again  are  found  to  be  most  com- 
mon among  patients  with  a principal  cancer  of  the 
mouth  and  pharynx,  especially  on  the  floor  of  the 
mouth.  Coexisting  cancers  were  not  diagnosed  and 
are  significantly  uncommon  among  patients  without 
oral,  pharynx,  respiratory,  or  genitourinary  cancers. 
Skin  cancers,  I would  emphasize,  are  excluded  from 
the  concern  with  coexisting  cancers. 

Table  VIII  focuses  on  noncirrhotic  individuals  with 
and  without  coexisting  cancers.8  These  overall 
distributions  also  are  significantly  different,  mainly 
owing  to  excesses  of  both  coexisting  cancers  among 
genitourinary  as  well  as  mouth  and  pharynx  cancer 
patients.  Again,  coexisting  cancers  are  manifestly 
rare  or  infrequent  among  patients  with  cancers  at 
sites  other  than  of  the  mouth  and  pharynx,  or  respi- 
ratory and  genitourinary  systems. 

Finally,  the  role  of  alcohol  and  tobacco  in  the  as- 
sociation with  primary  coexisting  cancers  was  in- 
vestigated. This  is  seen  in  Table  IX.  Heavy 
drinkers  but  not  heavy  smokers  are  significantly 
excessive  among  cirrhotic  patients  with  these  cancers. 
Nonetheless,  patients  indulging  heavily  in  both 
habits  are  significantly  excessive  among  the  cirrhotic 
individuals. 

The  evidence  is  substantial:  alcoholic  beverages 
do  indeed  impact  on  carcinogenesis  when  consumed 
frequently  and  excessively  over  long  periods  by 
persons  with  impaired  liver  functions  and  probably 
of  poor  nutritional  status  as  well.  This  carcinogenic 
impact  is  especially  pronounced  on  hepatic  cells,  the 
lining  mucosae  of  the  esophagus,  the  pharynx,  and 
at  most  sites  of  the  oral  cavity. 

Independent  of  tobacco  use,  the  consumption  of 
alcoholic  beverages  increases  markedly  the  cancer 
risks  for  the  mouth,  pharynx,  and  esophagus.  To- 


TABLE  IX.  Heavy  drinkers  and  smokers  among 
patients  with  coexisting  cancers*  by  presence  and 
absence  of  liver  cirrhosis8 

Alcoholic 

Beverage 

^Coexisting  Cancer > 

Derived 

and 

Patients  with  Liver 

Units 

Tobacco 

Cirrhosis 

(p-values  of 

Users 

Present 

Absent 

difference) 

Number 

16 

10 

Heavy  smokers 

93.8 

80.0 

NS* 

(percent) 

Heavy  drinkers 

100.0 

50.0 

0.002 

(percent) 

Both  (percent) 

93.8 

50.0 

0.010 

* Coexisting  cancers  diagnosed  during  follow-up  of  660  patients  in  excess 
of  three  years  during  clinical  course  of  principal  cancers. 
f NS  = not  significant. 
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gether  with  tobacco  use,  alcohol  yields  an  excess 
cancer  risk  of  14.5  for  the  mouth  and  pharynx  and 
over  40  for  the  esophagus,  if  consumed  at  the  highest 
reported  levels  of  alcohol  and  tobacco  use.19’20 
Coexisting  cancers,  sometimes  termed  multiple 
primary  cancers,  occur  with  twice  the  frequency  and 
in  one-third  less  time  among  cirrhotic  as  compared 
with  noncirrhotic  persons,  who  drink  much  less 
heavily.  Unsurprisingly,  then,  these  cancers  also  are 
more  strongly  associated  with  heavy  drinking  than 
with  heavy  smoking.  In  fact,  the  probability  of 
chance  occurrence  of  the  difference  in  heavy  drink- 
ers, at  the  p = 0.002  level,  is  the  same  either  when 
mouth  and  pharynx  cancer  patients  are  compared 
with  noncancer  controls  or  when  cancer  patients  with 
and  without  liver  cirrhosis  are  compared,  as  noted  in 
Tables  II  and  IX. 

Alcohol  itself  appears  not  to  be  carcinogenic.  It 
may  potentiate  the  effects  of  substances  in  these 
beverages  toward  carcinogenic  ends.  It  is  notable 
that  experimental  animals  with  damaged  livers  de- 
velop oral  tumors  more  readily  than  when  their  livers 
are  normal,  if  known  carcinogens  are  applied  orally. 
Analogously,  it  may  well  be  that  in  cirrhotic  indi- 
viduals the  impaired  livers  may  systemically  poten- 
tiate the  risks  of  neoplasia  at  susceptible  sites  when 
exposed  to  known  and  unknown  carcinogens. 
Whether  indeed  this  is  the  mechanism  in  liver, 
floor-of-mouth,  or  other  cancers  excessive  in  cirrhotic 
persons  is  not  known. 

Summary 

Nonetheless,  I conclude  with  the  following  obser- 
vations: 

1.  Liver  cirrhosis,  diagnosed  mainly  in  heavy 
drinkers,  is  associated  with  cancers  of  the  liver,  mouth, 
and  pharynx. 

2.  Heavy  drinkers,  with  or  without  liver  cirrhosis, 
are  at  inordinately  high  risks  of  liver,  esophagus,  oral, 
and  pharynx  cancers. 

3.  The  risks  of  mouth,  pharynx,  and  esophagus 
cancers  are  independent  of  tobacco  use  or  levels  of  al- 
cohol consumed. 

4.  Coexisting  cancers  occur  with  twice  the  frequen- 
cy and  in  one-third  less  time  among  cirrhotic  as  among 
noncirrhotic  persons. 

5.  The  excessive  consumption  of  alcoholic  bever- 
ages, most  notably  by  urban  dwellers,  aging  males,  low- 
income  persons,  Irish  Catholics  in  New  England,  and 
Negroes  from  the  rural  South  who  reside  in  our  large 
cities,  does  indeed  impact  on  carcinogenesis  at  hepatic, 
oral,  pharyngeal,  and  esophageal  sites. 

Additional  research,  employing  both  animal 
models  and  human  populations,  is  urgently  needed 
to  explicate  mechanisms  of  liver  integrity,  alcoholism, 
and  nutritional  status  in  the  etiology  and  clinical 
course  of  cancers  of  the  oral  cavity,  mesopharynx, 
hypopharynx,  esophagus,  maybe  the  stomach,  and 
certainly  the  liver. 

36  Madison  Street  N.  E. 

Washington,  D.C.  20011 
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Discussion 

Dr.  Gitlow:  Thank  you,  Dr.  Keller,  for  a most 
interesting  discussion.  May  we  have  questions  from 
the  floor? 

Audience:  Your  study  involved  only  males. 

Dr.  Keller:  Yes,  the  studies  involved  only 

males. 

Audience:  Is  there  any  comparable  data  for 

women  and  alcohol? 
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Dr.  Keller:  I don’t  know  of  any.  Do  you  know 
of  any,  Dr.  Wynder? 

Dr.  Wynder:  Yes,  unfortunately,  this  is  an  area 
where  the  behavior  of  women  mimics  that  of  men. 
But  1 would  like  to  make  one  final  comment.  As  Dr. 
Keller  said,  we  have  been  interested  in  the  mecha- 
nism whereby  all  of  this  develops.  David  McCoy, 
M.D.,  of  our  staff  has  recently  shown  that  alcoholism 
increases  microsomal  enzymes  in  hamsters  that  have 
been  made  dependent  on  alcohol.  At  least,  micro- 
somal enzymes  from  “alcoholic”  hamsters  increase 
the  activation  of  certain  nitrosamines.  We  agree  that 
alcohol  works  as  a promoter  rather  than  an  initiator 
and  that  it  may  work  via  the  increase  of  microsomal 
enzymes  which  affect  the  activation  or  deactivation 
of  carcinogens  in  tobacco. 

Dr.  Gitlow:  Observations  have  been  made  re- 
lating this  carcinogenic  activity  to  cirrhosis,  and  1 am 
intrigued,  Dr.  Keller,  about  the  possibility  that  you 
might  have  some  data  regarding  the  lower  level  of 
alcohol  consumption  that  is  required  to  begin  to 
demonstrate  an  increased  incidence  of  carcinoma. 
I’m  reminded  that  there  have  been  some  statements 
in  the  literature  about  graduations  of  drinking  and 
the  incidence  of  esophageal  cancer.  As  soon  as  one 
starts  to  utilize  cirrhosis  as  the  evidence  of  heavy 
intake,  it  implies  quite  severe,  heavy  intake  of  alcohol 
over  long  periods  of  time.  What  data  might  you  be 
able  to  offer  us,  if  any,  concerning  the  effect  of  a more 
modest  intake  of  alcohol? 

Dr.  Keller:  I have  no  such  evidence  about  the 
effects,  per  se,  of  minimal  or  nondrinking,  such  as  I’ve 
been  able  to  show  with  liver  cirrhosis  or  with  heavy 
drinkers.  We  have  thought  about  this  evidence, 
which  is  difficult  either  to  come  by  or  to  really  iden- 
tify. Our  ultimate  hope  is  probably  to  get  such  evi- 
dence from  our  human  data  and  to  find  some  animal 
model  which  can  yield  such  evidence.  At  the  Uni- 
versity of  North  Carolina,  where  I spoke  a short  time 
ago,  I was  informed  that  someone  there  was  working 
with  “alcoholic”  primates.  Evidence  from  such  en- 
deavors do  offer  some  promise  along  these  lines.  But 
at  present  I have  no  such  evidence. 

Dr.  Gitlow:  I’m  reminded  of  the  Danish  study  in 
which  they  compared  death  rates  from  various 
causes,  including  carcinoma  of  various  organs,  in 
those  workers  who  were  given  a free  six-pack  of  beer 
because  they  worked  in  the  brewery  each  day  versus 
those  workers  who  came  from  the  same  community 
but  worked  in  that  part  of  the  brewery  in  which  no 
free  beer  was  given.1  There  was  an  enormous  dif- 
ference in  the  incidence  of  certain  types  of  cancer, 
especially  esophagus,  pharynx,  larynx,  and  liver. 
But  there  again,  they  didn’t  attempt  to  correlate  this 
with  cirrhosis;  it  was  just  with  drinking. 

Audience:  How  long  do  you  calculate  the  be- 
ginning of  drinking  with  the  development  of  cir- 
rhosis? 

Dr.  Keller:  In  these  studies,  we  did  not;  we  sim- 
ply noted  that  there  was  sometimes  a four-  to  five- 
year  period  from  the  time  that  liver  cirrhosis  was 


diagnosed  to  the  time  the  cancer  developed.  But 
your  question  was  not  along  this  line.  What  was  your 
question? 

Audience:  How  much  alcohol  does  it  take  to  de- 
velop cirrhosis? 

Dr.  Gitlow:  The  data  of  Charles  Lieber,  M.D.,  are 
probably  the  best  in  that  regard:  the  greater  the 
volume  of  alcohol,  that  is,  the  greater  the  number  of 
grams  of  alcohol  taken,  and  duration  of  ethanol  in- 
gestion, the  higher  likelihood  there  is  for  hepatic 
cirrhosis  to  occur.2  He  was  able  to  correlate  cirrhosis 
with  the  amount  and  the  duration  of  alcohol  use.  If 
you  are  looking  for  a specific  lower-range  figure 
saying  that  one  must  drink  some  specific  number  of 
ounces  per  day  for  some  specific  number  of  years 
before  we  begin  to  see  any  correlation,  I don’t  know 
that  anyone  can  give  you  that.  I know  I cannot,  but 
I believe  that  if  you  look  at  Dr.  Lieber’s  data,  you’ll 
get  as  close  an  estimate  as  you  could  get. 

Audience:  When  Dr.  Wynder  spoke,  he  asked  us 
to  raise  our  hands  if  we  smoked  cigarettes.  Yet  he 
did  not  ask  to  raise  our  hands  if  we  drank  only  seven 
shots  a day.  That  points  out  a very  difficult  problem 
when  physicians  feel  safer  and  easier  about  inter- 
vening in  our  smoking  behavior  than  in  our  drinking 
behavior.  Have  there  been  any  thoughts  or  plans 
designed  for  methods  of  intervening  in  the  drinking 
of  the  general  population  other  than  in  specific  al- 
coholism treatment? 

Dr.  Keller:  In  the  VA  (Veterans  Administration), 
of  course,  we  have  clinics  that  are  designed  to  counsel 
and  treat  existing  alcoholics.  However,  to  my 
knowledge,  we  don’t  have  any  such  program  to  dis- 
courage one’s  taking  on  the  habit.  Maybe  Dr. 
Wynder  knows  of  some  other  programs  that  might 
be  analogous  to  the  ones  he  cited  on  smoking. 

Dr.  Wynder:  The  best  way  to  catch  them,  of 
course,  is  in  the  place  of  work.  There  have  been  a 
number  of  successful  antialcohol  campaigns  insti- 
tuted at  the  worksite.  We  are  getting  involved  in  this 
area  also.  As  Dr.  Gitlow  stated  before,  society  vir- 
tually ignores  the  problem  of  alcohol  abuse  and 
particularly  the  incipient  alcoholic,  in  much  the  same 
way  as  tobacco  usage  is  ignored  and  neglected. 

I would  like  to  ask  a question  of  Dr.  Keller.  An 
article  in  the  New  England  Journal  of  Medicine 
suggested  that  certain  psychologic  disorders  were 
labeled  alcoholism  which  perhaps  could  be  prevented 
or  cured  with  certain  vitamins,  particularly  vitamin 
Bi.3  We  are  currently  studying  such  a possibility 
with  our  “alcoholic”  hamsters.  Microsomal  enzyme 
activity  could  be  decreased  by  supplying  riboflavin. 
The  Swedish  experience  since  World  War  II  has  been 
that  when  iron  and  riboflavin  were  added  to  Swedish 
flour,  Plummer-Vinson’s  disease  virtually  disap- 
peared, and  the  resulting  esophageal  cancers  have 
also  diminished.4-5  Perhaps  Dr.  Gitlow  would  like 
to  comment  on  this.  The  question  I have  for  Dr. 
Keller  is:  I wonder  if  you  could  tell  us  what  decline 
in  admission  rates  and  what  savings  to  the  American 
public  would  be  realized  if  we  could  eliminate  all 
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tobacco-  and  alcohol-related  diseases  from  VA  ad- 
missions? 

Dr.  Keller:  To  answer  that  question  would  be  to 
admit  that  in  the  VA,  alcoholism  is  a problem. 
Among  its  patients,  it  is  a problem.  If  one  removes 
alcohol  and  alcohol-related  problems  from  admis- 
sions to  VA  hospitals,  one  might  certainly  reduce  by 
more  that  40  percent  the  overall  admissions  to  these 
hospitals.  At  least  40  percent  of  the  admissions  to 
VA  hospitals  would  probably  then  not  exist,  if  this 
occurred,  with  enormous  savings  for  the  American 
public. 

I am  endeavoring  now  to  visualize  sections  of  the 
VA  Administrator’s  Annual  Report6  to  the  U.S. 
Congress,  which  recently  recorded  about  800,000 
discharges  a year  from  veterans  hospitals.  I am 
trying  further  to  visualize  those  alcohol-related  dis- 
ease categories.  Using  alcoholism  and  alcohol-re- 
lated disease  as  my  numerator  and  the  800,000  dis- 
charges for  all  disease  categories  as  the  denominator, 
I do  indeed  think  that  the  percent  admissions  to  or 
discharges  from  these  hospitals  would  probably  di- 
minish by  at  least  40  to  45  percent  to  yield  a pro- 
portionate savings  of  millions  of  dollars  from  a bud- 
get, each  year,  that  is  in  excess  of  several  billions. 

Dr.  Wynder:  And  if  you  add  tobacco  to  that? 

Dr.  Keller:  If  you  add  tobacco  to  that  effect,  the 
reduction  would  probably  be  another  30  percent  of 
the  remaining  55  to  60  percent  for  an  overall  reduc- 
tion of  60  percent  in  admissions  to  these  hospitals. 
This  seems  valid,  since  there  would  remain  only  other 
conditions,  such  as  diseases  of  old  age,  diseases  as- 
sociated with  stress,  the  physical  environment,  and 
with  having  been  in  the  military  services. 

Dr.  Gitlow:  On  a number  of  occasions,  I’ve  tried 
to  review  the  relationship  of  alcohol  to  admission  to 
a medical  service  which  does  not  admit  patients  for 
intoxication.  About  30  percent  of  the  patients  are 
there  for  at  least  an  alcohol-related  illness.  Some  of 
this  illness  stems  from  noncompliance  with  medical 
management  of  tuberculosis,  peptic  ulcer,  and  other 
illnesses  unrelated  to  ethanol  etiologically,  and  some 
such  as  cirrhosis  and  primary  myocardial  disease 
result  more  directly  from  drinking.  Regarding  the 
other  question  that  was  brought  up,  Dr.  Wynder,  you 
had  mentioned  something  specifically  that  you 
wanted  me  to  try  to  answer. 

Dr.  Wynder:  Yes,  on  nutritional  supplements, 
particularly  the  addition  of  vitamin  Bj  and  riboflavin 
to  alcoholic  beverages. 
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Dr.  Gitlow:  It  had  been  proposed  that  there 
might  be  cost  effectiveness  if  you  added  Bi  to  alcohol 
insofar  as  reducing  the  incidence  of  the  Wernicke 
syndrome.  This  could  also  be  counterproductive 
because  of  assumed  safety  from  the  use  of  ethanol. 
I had  not  heard  the  very  intriguing  concept  that  you 
now  present  that  not  only  might  one  lower  Wernicke 
syndrome,  which  is  of  interest  but  hardly  a critical 
issue,  but  one  might  also  diminish  carcinogenesis.  If 
evidence  can  be  forthcoming  to  support  that,  we  may 
expect  a strong  movement  to  favor  such  adulteration 
of  our  licensed  beverage  products.  The  licensed 
beverage  industry,  in  general,  is  very  much  against 
the  idea  of  adding  anything  to  their  beverages  be- 
cause of  the  implication  that  there  might  be  some- 
thing unhealthy  about  them  in  the  first  place.  Those 
of  us  who  believe  that  alcohol  intake  is  probably  re- 
lated to  more  deaths  in  the  United  States  among 
young  adults,  between  15  and  45  years  of  age,  than 
any  other  single  factor,  to  50  percent  of  the  deaths  in 
motor  vehicle  accidents,  to  60  percent  of  the  deaths 
by  drowning,  to  75  percent  of  the  deaths  by  fire,  and 
to  about  85  percent  of  the  deaths  by  cirrhosis,  would 
certainly  be  interested  in  any  suggestions  whereby 
at  least  its  carcinogenic  effect  might  be  lowered. 

Audience:  There  are  some  other  people  who  are 
focusing  attention  on  the  problem  of  alcohol.  On 
this,  numerous  college  campuses  have  very  active 
education  and  preventive  programs.  I think  they 
may  solve  the  problem  before  the  medical  profession 
does. 
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Looking  at  the  members  of  this  morning’s  panel, 

I am  reminded  of  a similar  panel  at  the  Fourth  Na- 
tional Cancer  Conference  in  Minneapolis  about  20 
years  ago.  In  spite  of  his  youthful  appearance  one 
member  of  today’s  panel  also  served  at  that  time. 

If  memory  serves  me,  the  first  speaker  on  that 
panel  was  Alton  Ochsner,  M.D.,  who  warned  us  of  the 
hazard  of  smoking  with  regard  to  lung  cancer.  Sec- 
ond or  third  on  that  panel  was  our  talented  and  ex- 
perienced Dr.  Wynder,  describing  the  relationship 
of  alcohol  abuse  to  increased  cancer  of  the  orophar- 
ynx and  larynx. 

The  audience  at  that  earlier  panel,  having  heard 
evidence  against  smoking  and  alcohol,  was  somewhat 
concerned  when  the  final  speaker  was  introduced. 
He  was  John  L.  McKelvey,  M.D.,  the  chairman  of 
gynecology  at  Minnesota,  and  they  feared  that  an- 
other of  life’s  attractive  pursuits  was  about  to  be 
discredited.  Dr.  McKelvey  abated  their  fears 
somewhat,  indicating  that  at  that  time,  the  evidence 
for  sexual  activity  as  a cause  of  cancer  was  not  yet 
significant.  Today  the  evidence  is  selectively 
stronger,  although  most  investigators  would  still  use 
the  terms  “suggestive”  and  “strongly  suggestive”  in 
relation  to  gynecologic  cancer. 

Literature  review 

A review  of  over  200  reprints  selected  from  the 
more  than  4,000  available  to  the  Medical  Literature 
Analysis  and  Retrieval  System  (MEDLARS)  now 
suggests  some  significant  relationship  of  sexual  ac- 
tivity, under  certain  conditions,  to  squamous  carci- 
noma of  the  cervix.  With  the  other  female  repro- 
ductive organs,  the  evidence  of  a relationship  is  either 
less  or  absent.  In  the  male,  cancer  of  the  penis  shows 
the  strongest  suggestive  relationship  to  sexual  ac- 
tivity, but  it  is  considerably  less  in  degree  when 


Presented  at  the  173rd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
holism, Morning  Session,  Saturday,  September  15, 1979. 

* By  invitation. 


compared  with  cervical  cancer  in  the  female. 

The  scope  of  this  review  went  back  as  far  as  the 
mid-1950s  and  up  to  early  1979.  Our  copanelist,  Dr. 
Wynder,  again  demonstrated  his  prolificacy  early 
when  he  wrote  with  others  in  1954  on  the  possible 
relationship  of  circumcision  to  penile  cancer.1  Many 
of  you  will  remember  that  he  had  already  begun  to 
earn  his  present  high  position  in  preventive  medicine 
when  he  coauthored  with  Evarts  Graham,  M.D.,  in 
1950  one  of  the  earliest  observations  of  the  smok- 
ing-lung  cancer  relationship. 1A 

Male  organs.  As  gynecologists  are  wont  to  do,  we 
can  probably  dispense  with  the  males  in  the  “sex 
activity  and  cancer”  picture  by  confining  ourselves 
to  cancer  of  the  penis.  Although  earlier  studies  of 
Pratt-Thomas  et  al.,2  Wynder  et  al.,1  and  others  took 
cognizance  of  the  reported  relationship  of  circumci- 
sion to  penile  cancer,  Reddy  et  al.  in  19773  reviewed 
a large  East  Indian  population  that  included  80  pa- 
tients with  penile  cancer.  They  felt  that  the  com- 
plication of  phimosis  was  specifically  more  important 
in  the  relationship  than  the  presence  or  absence  of 
circumcision.  This  is  probably  as  good  a time  as  any 
to  make  again  the  obvious  distinction  between  direct 
effect  and/or  relationship,  and  indirect  effect  or  re- 
lationship. Others  have  suggested  a stronger  or 
“direct  relationship”  to  penile  cancer  and  poor  sexual 
hygiene.  The  lack  of  circumcision  is  perhaps  only 
an  indirect  factor  insofar  as  it  contributes  to  poor 
penile  hygiene,  particularly  when  there  is  the 
“muzzling”  effect  of  phimosis.  Wade,  Kopf,  and 
Ackerman  in  19784  warned  of  the  relationship  of 
benign-appearing  “papulosis”  of  the  penis,  a condi- 
tion associated  with  poor  sexual  hygiene,  to  penile 
carcinoma.  They  described  as  many  as  11  young 
men  between  21  and  26  years  of  age  wherein  biopsy 
of  this  condition  showed  early  squamous  cell  carci- 
noma. 

The  question  of  routine  circumcision  of  the  new- 
born was  reappraised  by  Grimes  in  early  1978, 5 and 
he  makes  the  following  interesting  points.  Although 
the  present  useful  literature  was  limited,  he  felt  that 
long-term  prospective  studies  should  be  carried  out 
on  this  procedure  which  is  done  so  frequently.  It 
may  very  well  be  an  important  promotor  of  penile 
hygiene.  However,  the  nonritual  procedure  is  often 
associated  with  illogical  selection  of  patients,  inap- 
propriate surgeons  with  a diversity  of  techniques, 
disregard  for  pain,  and  “questionable  cost  effec- 
tiveness.” “Until  the  benefits  of  the  procedure  could 
be  proved  worth  the  risk,  and  cost,”  Grimes  felt  that 
“resources  could  probably  be  better  allocated  to  other 
health  measures.”  This  would  leave  us,  of  course, 
with  the  need  for  other  measures  to  improve  and 
maintain  penile  hygiene. 

The  evidence  for  other  areas  of  the  male  anatomy 
involved  in  sexual  activity  is  limited.  The  cause  of 
cancer  of  the  scrotal  contents  is  not  well  defined.  It 
would  certainly  overextend  the  concept  of  “indirect 
sexual  activity”  to  go  as  far  afield  as  the  effect  of  DES 
(diethylstilbestrol)  on  the  male  offspring  of  mothers 
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treated  during  pregnancy.  And  for  such  effort  we 
would  only  find  such  nonmalignant  conditions  as 
epididymal  cysts,  hypotrophic  testes,  capsular  in- 
duration, and  microphallus,  described  in  such  asso- 
ciation by  Hajj  and  Herbst  in  1978.6 

The  epidemiology  of  cancer  of  the  prostate  was 
reported  by  Wynder,  Mabuchi,  and  Whitmore  in 
1971, 7 with  careful  distinctions  regarding  racial 
backgrounds,  but  with  no  significant  relationship  to 
sexual  activity  except  for  a slight  increase  in  preva- 
lence among  married  men. 

The  remainder  of  the  male  genitourinary  tract 
lacks  evidence  at  the  present  time  of  direct  or  indirect 
association  with  sexual  activity. 

Female  organs 

We  see  a different  picture,  however,  if  we  turn  to 
cancer  in  the  female  genital  tract.  If  we  were,  for  the 
moment,  to  exclude  the  breast,  vagina,  and  cervix,  we 
could  consider,  and  set  aside  in  turn,  the  other  areas 
in  the  female  either  intimately  or  indirectly  involved 
in  sexual  activity. 

The  urinary  tract  malignant  tumors  have  no  re- 
ported association  with  such  activity,  although  the 
fairly  rare  cancer  of  the  urethra  had  been  earlier 
suspected  in  this  regard.  The  vulvar  tumors  have 
also  been  studied  with  some  thoroughness  and  will 
probably  merit  even  more  detailed  observation  since 
we  now  have  an  effective  subspecialty  professional 
group  on  vulvar  disease,  including  the  problem  of  the 
dystrophies.  Vulvar  cancers,  however,  suggest  less 
direct  sexual  association  when  we  recall  that  they 
occur  much  later,  in  most  instances,  than  cancer  of 
the  cervix,  and  more  often  in  association  with  the 
preceding  atrophic  changes  of  the  postmenopause, 
suggesting  negative  hormonal  contributary  factors. 
Fallopian  tube  cancers,  again  relatively  rare,  have  no 
reported  association  with  patterns  of  sexual  ac- 
tivity. 

Cancer  of  the  fundus,  a significant  and  growing 
lesion  in  prevalence  and  importance,  has  had  an  in- 
teresting reported  relationship  with  such  factors  as 
weight,  hypertension,  endocrine  disorders,  and  the 
effect  of  excessive  estrogen  from  either  endogenous 
or  exogenous  sources.  However,  there  has  been  no 
observed  direct  relationship  to  sexual  activity  but 
rather  a negative  relationship  when  we  recall  that  this 
tumor  is  somewhat  more  prevalent  among  those  who 
have  neither  been  pregnant  nor  married.  Indirect 
relationship  of  IUDs  (intrauterine  devices)  and  oral 
contraceptives  show  little  with  the  use  of  the  former 
and  inconclusive  relationship  with  estrogen  in  oral 
contraceptives. 

Another  important  malignant  tumor  in  the  female 
causes  all  of  us  concern  because  of  its  difficult  early 
detection  and  poor  end  results.  Ovarian  cancer’s 
causes  have  not  been  well  defined.  In  spite  of  many 
varieties  of  ovarian  disease  described  and  studied  and 
its  clinical  importance,  no  suggestions  have  been 
reported  of  a relationship  to  sexual  activity.  Some 


of  us  wonder,  however,  when  we  read  of  the  plethora 
of  “adverse  reactions”  that  are  described  with  oral 
contraceptives,  whether  or  not  the  ovarian  suppres- 
sion over  long  periods  of  time  might  have  a stimu- 
lating effect  on  the  incidence  of  these  troublesome 
tumors.  Long-term  progressive  studies  will  be 
needed  to  provide  such  answers. 

Malignant  disease  in  the  vagina,  even  less  frequent 
than  in  the  vulva,  occurs  mostly  in  the  sixth  and 
seventh  decade,  although  it  has  been  reported  at 
earlier  ages.  The  role  of  infection  in  cervical  cancer, 
to  be  discussed  shortly,  may  also  be  reflected  in 
vaginal  malignant  tumors,  particularly  if  such  pre- 
disposing factors  as  IUD  exposure  and  DES-induced 
adenosis  are  present. 

Briefly  we  must  consider  the  female  breast  since 
it  is  intimately  involved  in  sexual  activity.  Just  last 
week,  in  this  city,  a National  Conference  on  Breast 
Cancer  was  held,  with  some  members  at  this  meeting 
participating  along  with  other  recognized  authorities. 
A number  of  interesting  associations  suggesting  en- 
vironmental causes  were  described,  including  hor- 
monal and  nutritional  considerations.  Although  the 
role  of  reproduction  and  lactation  and  the  association 
of  prolactin  in  these  physiologic  states  has  long 
merited  attention,  other  hormonal  alterations,  in- 
cluding prolactin  on  a nonreproductive  basis,  have 
merited  more.  However,  no  direct  evidence  of  ma- 
lignant association  with  breast  injury  or  manipula- 
tion during  sexual  activity  is  suggested  in  any  of  the 
reports  I had  the  opportunity  to  hear. 

Cervical  cancer 

Finally,  we  center  on  the  most  productive  area  of 
positive  association  between  cancer  and  sexual  ac- 
tivity— the  female  cervix.  I intend  to  focus  only  on 
the  significant  direct  or  indirect  “causative”  rela- 
tionships associated  with  intercourse.  So  many 
environmental  and  etiologic  factors  have  been  sug- 
gested for  cervical  cancer  that  as  long  as  13  years  ago, 
Rappolt,8  with  tongue  in  cheek  and  multiple  refer- 
ences, conceived  a “composite  high-risk  cervical 
cancer  candidate.”  He  reflected  such  reported  “risk 
factors”  as  age,  race,  social  status  of  patient  and 
partners,  constitutional  makeup,  family  history,  early 
and  frequent  intercourse,  multiple  partners,  parity, 
infections,  pelvic  relaxation,  and  even  menstrual 
phase  and  the  timing  of  coitus.  For  your  historic 
edification,  I will  briefly  quote  a part  of  his  report. 
Mind  you,  this  is  considered,  again  with  tongue  in 
cheek,  a typical  high-risk  cervical  cancer  candi- 
date. 

Patient  is  a 50.5  year  old  negress  immigrant  who  is 
tall,  underweight,  and  unhappy;  currently  incarcerat- 
ed at  an  urban  prison  for  prostitutes  located  in  Mexico 
City.  She  is  separated  or  divorced  (?)  (patient  unsure 
....  I.Q.  less  than  100)  from  her  uncircumcised,  penni- 
less, untouchable  Hindu  husband,  whom  she  married 
before  the  age  of  20,  after  having  been  sexually  promis- 
cuous from  the  age  of  12,  which  resulted  in  less  than 
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three  full-term  pregnancies  complicated  by  syphilis 
and  uterine  prolapse.  In  addition  to  the  preceding, 
the  examiner  feels  that  her  poor  female  hygiene  is  com- 
pounded by  the  fact  that  she  prefers  coitus  during  her 
menses  as  does  her  twin  sister,  who  is  presently  being 
treated  for  cervical  cancer  in  Tokyo,  Japan.8 

In  the  interval  since  this  1966  composite,  a few  of 
the  less-compelling  factors  have  faded  in  significance. 
However,  a number  of  them  have  been  condensed 
and  refined  from  more  than  a dozen  in  1966  to  a few 
that  include  infection,  age  of  first  coitus,  multiple- 
partner  factors,  and  the  hormonal  status  of  the  cervix 
exposed.  The  first  three  are  directly  related  to  sex- 
ual activity  and  perhaps  justify  cervical  cancer  as  the 
only  cancer  pertinent,  relevant,  and  significant  to  this 
discussion. 

The  evidence  with  regard  to  infection  centers 
largely  on  the  role  of  HV-2  (herpes  virus-2).  As  we 
all  know,  this  is  a very  common  vulvo-vagino-cervical 
infection  today.  It  resists  most  available  treatment, 
resulting  in  protracted  viral  exposures  of  the  lower 
genital  tract  for  three  to  eight  weeks,  depending  on 
whether  the  infection  is  primary  or  recurrent. 
Comes,9  in  England,  reported  that  one  cytology 
smear  in  80, 1.25  percent,  shows  viral  inclusions  and 
that  20  percent  of  such  slides  with  viral  evidence 
show  dysplasia.  From  the  same  country,  Oates10 
found  that  herpes  virus  can  be  transmitted  even 
when  its  presence  is  asymptomatic.  However,  this 
evidence  of  Oates  had  to  do  with  herpes  virus-1,  and 
the  relationship  between  the  two  strains  has  not  been 
completely  defined. 

HV-1,  you  will  recall,  is  usually  associated  with 
nongenital  areas,  particularly  with  the  “fever  blister” 
of  the  face  and  oral  cavity.  However,  both  strains 
have  been  recovered  from  both  genital  and  oral  le- 
sions. This  may  or  may  not  be  explained  in  part  by 
the  unusual  “versatility”  of  certain  sexual  practices. 
The  finding  of  viral  antisera  in  patients  with  cancer 
of  the  cervix  and  HV-2  nucleic  acid  in  tumor  cells  in 
the  cervix  was  described  by  Frenkel  et  al.11  and  Rawls 
et  al.12  Simon13  also  confirms  such  an  association, 
describing  an  HV-2  virus-specific  protein  antigen 
that  is  highly  specific  against  antisera  from  cervical 
cancer  patients.  However,  investigators  in  the  cur- 
rent literature  consider  HV-2  the  sole  cause  of  cer- 
vical neoplasia.  Present  knowledge,  however,  of  how 
disease-producing  viruses  affect  cells  by  taking  over 
the  nuclear  programming  suggests  their  possible  role 
in  the  altered  cellular  destiny  that  characterizes 
cancer.  In  the  concept  of  cocarcinogenesis,  certain 
“contributing  causes”  requiring  other  associated 
environments  may  still  be  sufficiently  strong  that,  in 
the  absence  of  these  essential  factors,  the  cancer  does 
not  occur.  This  would  be  the  principle  of  the  “effi- 
cient cause,”  and  it  is  attractive  to  consider  HV-2 
genital  infection,  a venereal  disease,  as  the  yet  un- 
proved “effector”  when  other  cofactors  are  at 
hand. 

Now  the  diagnosis  of  this  disease,  particularly 
when  we  read  that  it  can  even  be  present  in  the  ab- 


sence of  symptoms,  is  difficult  because  of  the  fact 
that  the  surest  method  of  diagnosis  is  by  culture 
which  is  somewhat  time-consuming  and  expensive. 
However,  I would  suggest  briefly  to  you  that  the  use 
of  cytology  to  help  make  the  diagnosis  of  virus  pres- 
ence and  certain  genital  lesions  is  important  because 
of  the  follow-up  you  may  want  to  give  these  pa- 
tients. 

Another  type  of  venereal  infection  association  is 
described  by  Astedt,  Furgyik,  and  Hansson14  in 
Sweden.  A group  of  162  patients  with  a history  of 
Neisseria  infection  were  matched  with  172  controls. 
This  follow-up  revealed  29,  or  18  percent,  of  the 
Neisseria  group  with  carcinoma  in  situ  of  the  cervix 
and  only  7,  or  4 percent,  of  the  control  group.  This 
made  a difference,  of  course,  of  over  four  times.  Five 
of  the  Neisseria  group,  that  is,  3 percent,  showed 
invasive  disease  compared  with  only  one  in  the  con- 
trol group,  or  0.5  percent.  However,  Astedt’s  study 
did  not  include  a virus  screen,  and  I think  this 
weakens  that  particular  study. 

Another  factor  of  growing  evidence  in  the  rela- 
tionship to  cervical  cancer  has  to  do  with  the  patterns 
of  sexual  activity.  Regarding  the  early  onset  of  co- 
itus, Roddick15  described  a population  of  1,594  sex- 
ually active  females  with  a peak  age  of  17, 83  percent 
of  whom  were  single,  with  a relatively  high  incidence 
of  cervical  cancer.  Rawls  et  al.,12  who  were  cited 
earlier  in  connection  with  genital  viral  infections,  also 
pointed  out  that  onset  of  “intercourse”  predisposed 
to  “multiple  partners,”  and  this,  in  turn,  to  greater 
likelihood  of  infection.  Hein  et  al.  in  197716  in  New 
York  City  described  a sexually  active  female  popu- 
lation of  403  that  ranged  from  only  12  to  16  years  of 
age;  42  percent  of  them,  or  168,  showed  inflammation 
or  atypia,  and  3.5  percent,  or  14,  at  this  tender  age 
showed  low-grade  dysplasias.  Feldman  and  asso- 
ciates in  197617  related  an  18-month  follow-up  on 
2,655  sexually  active  “teenagers.”  In  this  follow-up, 
188  showed  mild  dysplasia  or  more  than  mild  dys- 
plasia for  an  incidence  of  70.8  per  thousand,  or  7 
percent.  Colposcopic-directed  biopsies  in  one  third 
of  this  188,  or  62,  showed  cervical  intraepithelial 
neoplasia,  Stage  3 (CIN-3)  to  carcinoma  in  situ  (CIS) 
in  15,  that  is,  6 per  thousand  or  0.6  percent.  An- 
drews, Lineham,  and  Melcher  in  197818  in  England 
showed  the  following  age  distribution  for  a small 
group  of  sexually  active  young  females  with  abnormal 
cytology:  five  at  age  16,  two  at  age  17,  eight  at  age  18, 
and  nine  at  age  19.  Four  patients  in  this  group,  the 
oldest  being  19,  had  histologic  proof  of  malignant 
disease.  In  contrast  they  pointed  out  that  the  mean 
age  for  cancer  of  the  cervix  in  1967  was  50  years  and 
that  10  years  later  the  mean  age  had  dropped  to  35 
years.  Now  Meisels,  Begin,  and  Scheider,  in  1977, 19 
in  Quebec,  correlated  early  coitus  with  the  use  of  oral 
contraceptives.  In  a relatively  homogeneous  socio- 
economic group  of  84,000  French-Canadian  women 
ranging  in  age  from  15  to  55,  85  percent  of  this  group 
were  age  25  or  younger.  When  correction  was  made 
for  the  age  of  first  coitus,  where  the  patients  were  all 
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stable  in  that  relationship,  oral  contraceptive  use 
showed  a small  but  significant  increase  in  dysplasias 
only.  The  use  of  oral  contraceptives  varied,  ac- 
cording to  age  group,  between  12  percent  and  34 
percent,  with  an  average  of  24  percent  contraceptive 
use  in  the  whole  population.  Among  those  with 
dysplasias,  however,  the  use  of  oral  contraceptives 
varied  between  17  percent  and  42  percent,  with  an 
average  of  31  percent,  which  is  about  9 percent  higher 
than  in  the  general  population.  Unfortunately  the 
“herpes  factor”  in  the  study  of  Meisels,  Begin,  and 
Scheider  was  not  considered.  However,  these  au- 
thors believe  that,  although  a dysplasia  is  increased 
through  association  with  oral  contraceptives,  the 
most  significant  single  factor  for  carcinoma  in  situ  or 
invasive  cancer  was  early  age  of  first  coitus.  They 
further  remind  us  that  cervical  dysplasia  behaves 
epidemiologically  similarly  to  carcinoma  in  situ  and 
indeed  even  invasive  cancer.  Regarding  the  con- 
traceptive factor,  a number  of  points  must  be  con- 
sidered. In  addition  to  age,  increased  sexual  activity 
is  more  likely  among  users  of  the  oral  contraceptive 
and  the  intrauterine  device,  as  well  as  the  possibility 
of  an  increased  number  of  partners.  When  correc- 
tions were  attempted  for  oral  contraceptive  use  only, 
Soost  and  Joswig-Priewe20  in  Germany,  and  Ory  et 
al.21  in  this  country,  could  really  demonstrate  no  di- 
rect effect  on  cervical  cancer.  On  the  other  side  of 
this  question,  Livingston  and  Joel  in  197  622  and 
somewhat  earlier,  Melamed  and  Flehinger  in  1973, 23 
in  a somewhat  modest-size  study,  felt  there  was  a 
definite  association  between  oral  contraceptive  use 
and  the  cervical  lesion.  A communication  in  the 
Acta  Cytologica  from  Livingston  and  Joel22  charges 
that  there  is  an  800  percent  increase  in  “suspicious 
cytology”  in  the  younger-age  group  between  15  and 
22  years.  They  correlated  promiscuity  and  the  oral 
contraceptive  use,  and,  in  this  regard,  they  pointed 
out  that  among  115  cases  of  cervical  dysplasia  in  that 
age  group,  between  15  and  22  years,  8,  or  7 percent, 
occurred  among  those  who  could  be  categorized  as 
“promiscuous”  only.  Now  that  7 percent  jumps  up 
to  24  percent  when  you  consider  those  who  can  be 
categorized  as  “oral  contraceptive”  only.  However, 
67,  or  58  percent,  occurred  among  those  who  were 
catalogued  both  as  “promiscuous”  and  on  “oral 
contraceptives.”  And  only  1 2,  that  is,  10  percent  of 
the  dysplasias  occurred  among  those  who  fell  in 
neither  of  those  two  classifications.  Sebastian,  Leeb, 
and  See24  in  a 1975  study  of  750  Taiwan  prostitutes 
who  accommodated  multiple  partners,  showed 
prevalence  of  dysplasia  or  higher  change  in  only  10.7 
per  1 ,000  after  they  had  corrected  their  findings  for 
the  metaplasia  phase  of  early  intercourse. 

This  suggested,  as  others  have,  that  the  well-epi- 
thelialized  squamous  integrity  of  the  cervix  is  pro- 
tective, whereas  the  eversion  and  squamous  alter- 
ation of  the  cervical  face  increases  the  hazard  of 
dysplasia.  Leppaluoto  in  197  725  in  Finland  con- 
firmed Livingston  and  Joel’s  finding  of  increased 


cervical  risk  with  oral  contraceptives  and  promis- 
cuity, and  suggests  that  the  eversion  changes  asso- 
ciated with  oral  contraceptives  may,  by  increasing  the 
dimension  of  the  squamocolumnar  junction,  render 
the  cervix  more  vulnerable  to  neoplastic  change.  He 
feels  that  the  “ideal  contraceptive  would  maintain 
the  normal  cervical  epithelium  without  ectropy.” 

The  male  factor  in  cervical  cancer  has  caught  the 
attention  of  a number  of  investigators.  In  1976, 
Singer,  Reid,  and  Coppleson26  described  the  hy- 
pothesis of  the  “high  risk  male”  who  was  more  prone 
to  have  a partner  with  cervical  cancer.  They  re- 
minded us  first  of  Martin’s  196727  finding  that  80 
percent  of  the  husbands  of  Jewish  females  with  cer- 
vical cancer  had  a history  of  venereal  disease,  and 
second  of  Pridan  and  Lilienfeld’s28  1960-1967  study 
of  cervical  cancer  in  Israel,  where  80  percent  of  the 
husbands  of  such  patients  had  a history  of  more  than 
nine  sexual  partners. 

In  Lancet  in  1978,  Reid  et  al.29  described  the  two 
distinct  basic  proteins,  histone  and  protamine,  that 
had  been  separated  from  the  male  ejaculate.  Dis- 
cussing the  possible  role  of  the  two  basic  proteins  of 
semen,  they  observed  that  in  the  lower  economic 
group  males  with  poor  hygiene,  the  ratio  of  protamine 
to  histone  was  higher  compared  with  controls,  and 
that  this  group  gave  a history  of  more  frequent  ve- 
nereal disease. 

Summary 

The  suggestive  evidence  for  a relationship  of  sexual 
activity  to  cancer  is  limited  to  the  penis  in  the  male 
and  to  the  cervix  in  the  female.  With  the  former,  the 
association  is  indirect  and  probably  reflects  the  role 
of  infection  of  the  penis  and  poor  hygiene  concurrent 
with  such  conditions  as  phimosis. 

Of  all  the  female  anatomy  directly  involved  with 
sexual  activity,  the  uterine  cervix  shows  the  most 
association  with  the  observation  of  malignant  disease 
and  its  precursors.  The  cervix  suggests  increased 
vulnerability  to  dysplasia  and  neoplasia  when  it  is 
exposed  to  infection,  particularly  infections  in  which 
HV-2  can  be  demonstrated.  The  vulnerability  is 
very  likely  increased  when  there  is  alteration  in  the 
dimensions  of  the  cellular  transformation  zone  and 
the  squamocolumnar  junction.  Endocervical  epi- 
thelial activity  has  been  described  in  association  with 
the  use  of  oral  contraceptives,  as  well  as  the  cervical 
eversion  that  significantly  enlarges  the  circumference 
of  the  squamocolumnar  junction. 

Since  squamous  cervical  neoplasia  begins  in  the 
squamocolumnar  junction,  the  enlargement  of  this 
area  combined  with  the  irritation  of  infection  may 
well  serve  as  a causative  process.  Further,  of  all  the 
infections  of  the  cervix  that  can  provide  such  aggra- 
vation, in  the  light  of  present  knowledge,  only  the 
viruses,  such  as  HV-2,  actually  can  alter  and  repro- 
gram the  nucleus  of  growing  cells,  suggesting  their 
particular  importance  in  the  process  that  leads  to 
cervical  cancer  in  the  predisposed  patients. 
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Recommendations 

The  squamous  integrity  of  the  ectocervix  should 
be  maintained.  When  it  is  developmental^  altered, 
as  in  the  immature  female,  or  hormonally  altered  by 
exogenous  hormones,  the  resultant  area  of  increased 
vulnerability  should  he  protected  from  irritations 
associated  with  sexual  activity. 

Although  many  physicians  are  influenced  by  the 
Canadian  Walton  Report,  which  de-emphasized  the 
import  ance  of  yearly  Papanicolaou  smear  tests  when 
there  have  been  two  successive  negative  findings,  it 
is  important  in  the  light  of  our  discussion  today  to 
retain  at  least  annual  cytology  examinations  on  the 
“high  risk”  group  in  spite  of  previous  cytologic  his- 
tory. Further,  in  the  patient  with  persistent  im- 
paired integrity  of  the  ectocervix,  coupled  with  a 
history  of  herpetic  infections,  cervical  cytology  every 
six  months  would  probably  be  good  preventive 
medicine. 
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Discussion 

Dr.  Gitlow:  Thank  you,  Dr.  King.  May  we  en- 
tertain questions  from  the  audience? 

Audience:  Is  there  any  relationship  in  the  in- 
stance of  cervical  cancer  and  male  circumcised  or 
noncircumcised  penis? 

Dr.  King:  Dr.  Wynder  was  one  of  the  early  in- 
vestigators of  this  question.  I believe,  as  I quoted  in 
the  report,  that  the  relationship  observed  in  the  un- 
circumcised, compared  to  the  circumcised,  was  an 
indirect  one  associated  with  the  increased  incidence 
of  infection  in  the  penis  and,  consequently,  with  in- 
creased cervical  infection.  Is  there  poor  sexual  hy- 
giene in  the  uncircumcised  patient?  I think  the 
answer  is  predominantly  in  the  affirmative. 

Audience:  As  a psychiatrist,  I am  continually 
hearing  about  recurrent  herpetic  infection,  so  I would 
like  to  ask  what  may  be  a naive  question.  What  do 
you  consider  adequate  hygiene  for  the  male  and  for 
the  female  as  a preventive  measure? 

Dr.  King:  First  of  all,  about  the  barrier  type  of 
contraceptives,  knowing  the  nature  of  bacteria  and 
the  way  they  move  around,  I find  it  inconceivable 
that  they  would  be  a significant  preventive  of  infec- 
tion. Would  they  be  preventive  of  direct  trauma  to 
the  cervix?  I suppose  that  they  would  reduce  direct 
trauma.  But  I think  the  infection  with  herpes,  or 
Neisseria,  or  Hemophilus,  or  Trichomonas,  or  any 
of  the  other  irritants  can  work  its  way  around  the 
diaphragm  regardless  of  how  effective  it  might  be 
against  the  larger  spermatozoa.  Certainly,  I am  sure 
many  of  you,  in  your  practice,  are  aware  of  patients 
who  are  monogamous,  and  you  note  how  little  you  see 
of  infection  in  these  patients.  It’s  only  when  there, 
perhaps,  are  new  life  styles,  involving  multiple 
partners,  that  we  see  more  of  these  infections. 

There  has  been  a tremendous  change  in  the  prac- 
tice of  office  gynecology  today  compared  with  20 
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years  ago.  I think  again,  as  Dr.  Wynder  suggested, 
that  we  have  to  reexamine  our  “modern”  sexual  life 
style,  because  it  imposes  a definite  hazard,  in  my 
opinion,  on  the  increased  likelihood  of  cervical 
cancer. 

Audience:  What  percentage  of  dysplasia  of  the 
cervix  leads  to  invasive  carcinoma  in,  let’s  say,  five 
years? 

Dr.  King:  The  answer  to  the  question  is,  “we 
don’t  know.”  The  reason  we  don’t  know  is  that  we 
do  not  have  sufficient  prospective  control.  We’ve 
been  treating  dysplasia  one  way  and  another,  and 
consequently,  by  treating  it,  eradicating  it.  If  you 
could  follow  patients  who  had  a history  of  long  con- 
tinued, recurrent  infection,  I would  suspect  that  you 
would  see,  in  a five-year  period,  a cervical  cancer  in 
less  than  one  half  of  1 percent.  If  you  move  a little 
further,  to  10  to  15  years,  then  I think  the  figure 
would  increase  more  to  the  current  incidence  among 
high-risk  patients,  about  1 to  3 percent. 

Audience:  I would  like  to  know  what  relationship 
there  is  between  cancer  of  the  prostate  and  cervical 
cancer. 

Dr.  King:  I do  not  believe  that  there  has  been 
anything  in  the  material  to  which  I had  access  that 
showed  any  relationship.  Probably,  there  would  be 
a negative  relationship  to  treated  cancer  of  the 
prostate  because  of  the  fact  that  it  alters  sexual  ac- 
tivity, usually  impairing,  to  some  degree,  the  sexual 
activity  as  a result  of  the  anatomic  losses  that  are 
sustained  with  prostatectomy.  I do  not  have 
knowledge  of  any  relationship  between  cancer  of  the 
prostate  and  increased  incidence  of  cervical 
cancer. 

Audience:  Again,  I’d  like  to  ask  what  your  con- 
cept is  of  a reasonable  hygiene  measure  against  re- 
peated herpetic  infection  in  the  male  and  female. 

Dr.  King:  Number  one,  prompt  treatment  of 
such  infections  when  they  occur  is  extremely  im- 
portant. That  is  preventive  as  far  as  subsequent 
malignant  condition  is  concerned.  It’s  not  preven- 
tive as  far  as  the  infection  is  concerned.  Certainly, 
the  use  of  the  condom  sheath,  which  is  of  historic 
significance,  probably  is  an  effective  barrier  as  far  as 


male  infection  is  concerned,  and  it’s  apparently  a 
reasonable  factor  in  reducing  female  infection.  The 
other  types  of  contraceptives  that  are  currently  used 
by  those  who  feel  they  need  them  have  less  effec- 
tiveness as  far  as  infection  is  concerned.  We  dis- 
cussed the  diaphragm  earlier.  I think  the  prevention 
of  infection,  not  the  prevention  of  malignant  condi- 
tion, must  go  back  to  a reconsideration  of  life  style 
so  that  we  do  not  cross-pollinate  malicious  bacteria 
from  one  patient  to  another  with  the  change  of 
partners  which  seems  to  me,  in  my  particular  pro- 
fession, an  activity  of  increasingly  popular,  if  not 
good  public  health,  practice. 

Dr.  Gitlow:  This  enormously  confusing  and 

troublesome  illness  poses  some  interesting  problems 
regarding  transmissibility.  Although  the  presence 
of  skin  or  mucous  membrane  lesions  might  well 
promote  transmission,  they  are  not  essential  for  such 
an  occurrence.  Saliva  and  other  secretions  may 
contain  the  virus  during  periods  of  shedding,  and 
neither  partner  would  be  aware  of  the  potential 
communicability  of  the  illness.  Recurrence  of  the 
lesion,  on  the  other  hand,  commonly  requires  no 
sexual  contact  whatever;  the  organism  remains 
within  the  ganglia,  and  some  unknown  factors  initiate 
its  repetitive  dermatologic  expression.  If  herpes 
simplex  does  represent  an  oncogenic  factor  of  import, 
it  is  disappointing  that  we  seem  so  painfully  distant 
from  that  level  of  understanding  which  might  enable 
us  to  prevent  or  treat  this  illness. 

Dr.  King:  In  Germany,  regarding  the  herpes  \ 
prevention  or  treatment,  the  use  of  the  vaccine  has 
been  studied  and  has  already  been  applied  with 
questionable  results.  If  the  relationship  between 
HV-2  and  cancer  was  as  strong  as  some  of  us  have 
suggested,  then  the  production  of  an  effective  vac- 
cine, including  the  right  way  to  inactivate  the  virus 
and  the  right  way  to  administer  it,  would  be  a desir- 
able thing.  But  the  Germans  right  now  seem  to  be 
more  enthusiastic  about  it  than  investigators  in  this 
country.  It  would  be  a very  wonderful  thing  if  it  was  p| 
effective,  since  viral  infections  are  not  easily  con- 
trolled, whether  we  shine  lights  on  them  and  put  dye  lar 
on  them  or  treat  them  in  any  other  way. 


Part  II  will  appear  in  the  August  issue  of  the  Journal. 
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Transsexualism  is  an  increasingly  prevalent  phe- 
nomenon to  which  the  physician  who  deals  with  these 
patients  must  familiarize  himself.  The  basic  tenets 
of  endocrine  management  of  the  transsexual  follows 
to  a great  extent  the  outline  proposed  by  Benjamin 
in  1964. 1>2  The  purpose  of  this  communication  is  to 
propose  an  endocrine  management  of  transsexuals 
before  and  after  gender-reversal  therapy  employing 
radioimmunoassays  of  testosterone,  estradiol,  and 
prolactin  as  guides  to  such  treatment. 

The  basis  for  this  report  is  the  experience  of 
managing  51  male-to-female  and  12  female-to-male 
transsexuals  who  were  referred  for  initiation  or 
modification  of  endocrine  therapy  over  the  past  four 
years.  All  had  been  evaluated  psychologically  and 
found  emotionally  suitable  for  sex  reassignment 
therapy.  The  values  for  serum  testosterone,  estra- 
diol, prolactin,  LH  (luteinizing  hormone)  and  FSH 
(follicle-stimulating  hormone)  were  in  the  normal 
range  for  the  22  untreated  male-to-female  trans- 
sexuals tested.  The  clinical  and  endocrine  data  of 
12  female-to-male  transsexuals  are  presented  in 
Table  I;  6 of  the  12  female  transsexuals  had  associ- 
ated endocrinopathies,  that  is,  2 had  documented 
polycystic  ovaries,  1 patient  had  primary  amenorrhea 
with  bilateral  streak  gonads,  and  3 patients  had 
varying  degrees  of  hirsutism  and  laboratory  data 
suggestive  of  polycystic  ovarian  disease.  Two  of  the 
6 female-to-male  transsexuals  had  borderline  ele- 
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vated  values  of  serum  testosterone  in  association  with 
regular  menses.  Serum  prolactin  levels  were  normal 
in  the  untreated  male-to-female  transsexuals,  with 
a mean  level  of  9.3  ng.  per  milliliter,  but  rose  signifi- 
cantly, that  is,  more  than  25  ng.  per  milliliter,  in  11 
of  the  23  patients  tested  during  estrogen  treatment 
(Fig.  1).  One  patient  had  a serum  prolactin  of  90  ng. 
per  milliliter,  which  dropped  to  16  ng.  per  milliliter 
three  months  after  reduction  of  the  dosage  of  estro- 
gen employed. 

Endocrine  management 
of  male  transsexual 

After  assessing  the  patient’s  general  medical  his- 
tory and  clinical  evaluation  of  the  cardiovascular  and 
endocrine  status,  it  appears  that  the  following  should 
be  noted  to  be  absolute  or  relative  contraindications 
to  estrogen  therapy: 

1.  Severe  diastolic  hypertension. 

2.  A past  history  of  ischemic  cardiac  episodes  or 
electrocardiographic  evidence  of  significant  cardiac 
dysfunction.  A wide  variety  of  cardiac  diseases  such 
as  rheumatic  heart  disease,  valvular  defects,  conduc- 
tion disturbances,  cardiomyopathies,  or  recent  myo- 
carditis should  be  included  in  this  category. 

3.  A history  of  thrombophlebitis  or  thromboem- 
bolic disease. 

4.  A history  of  cerebrovascular  disease. 

5.  Persistent  hepatic  dysfunction  as  evidenced  by 
abnormal  liver  function  study  findings  or  a history  of 
heavy  alcohol  intake. 

6.  Impairment  of  renal  function. 

7.  Refractory  migraine-type  headaches,  seizures, 
or  retinal  lesions. 

8.  Brittle  or  poorly  controlled  diabetes  mellitus. 

9.  A strong  family  history  of  breast  carcinoma  or 
the  presence  of  a suspicious  breast  mass. 

10.  Marked  obesity  with  associated  hyperlipopro- 
teinemia. 

11.  Heavy  cigarette  consumption  of  over  one  to 
two  packs  daily. 

A number  of  regimens  in  the  initial  management 
of  the  male-to-female  transsexual  may  be  attempted. 
The  basic  principle  is  that  of  “medical  castration,” 
that  is,  reduction  of  serum  testosterone  by  suppres- 
sion of  the  hypothalamic-pituitary  unit  and  by  the 
direct  effect  of  estrogen  on  the  testes.  The  femini- 
zation that  follows  allows  the  patient  the  option  to 
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TABLE  I.  Clinical  data  on  twelve  female-to-male  transsexuals 


Patient 

Number 

Age 

(Years) 

Endocrine  Status 

Clinical  Status 

Specific  Endocrine  Studies 

1 

18 

Regular  menses 
minimal  hirsutism 

Normal 

U*-serum  testosterone/  82  ng.  per  100  ml.;  U-serum 

estradiol,**  6.2  ng.  per  100  ml.;  U-serum  prolactin,  2.6  ng. 
per  milliliter 

2 

21 

Regular  menses 

Normal 

U-serum  testosterone,  58  ng.  per  100  ml.;  U-serum  estradiol, 

16.3  ng.  per  100  ml.;  U-serum  prolactin,  18  ng.  per  milliliter; 
U-serum  LH,n  34.3  mlU.  per  milliliter;  U-serum  FSH,*** 

5.3  mlU.  per  milliliter 

3 

23 

Regular  menses 

Normal 

U-serum  testosterone,  70  ng.  per  100  ml.;  U-serum  estradiol, 
2.7  ng.  per  100  ml.;  U-serum  LH,  15.3  mlU.  per  milliliter 

4 

27 

Regular  menses 

Normal 

U-serum  testosterone,  61  ng.  per  100  ml.;  U-serum  estradiol, 
12.0  ng.  per  100  ml.;  U-serutn  prolactin,  18.2  ng.  per 
milliliter;  U-serum  LH,  22.5  mlU.  per  milliliter;  U-serum 
FSH  4.1  mlU.  per  milliliter;  U -progesterone/^  8.1  ng.  per 
milliliter 

5 

27 

Regular  menses; 
moderate  hirsutism; 
acne 

? PCOD**** 

U-serum  testosterone,  41  ng.  per  100  ml.;  U-serum  estradiol, 
26.0  ng.  per  100  ml.;  U-serum  prolactin,  26.7  ng.  per 
milliliter:  U-serum  LH,  41.8  mlU.  per  milliliter;  U-serum 
FSH,  20.4  mlU.  per  milliliter,  U-serum  DHA-S/m  220 
micrograms  per  100  ml. 

6 

32 

Oligomenorrhea;  very 
hirsute 

? PCOD 

U-serum  testosterone,  77  ng.  per  100  ml.;  U-serum  estradiol, 
11.8  ng.  per  100  ml.;  U-serum  prolactin,  5.0  ng.  per 
milliliter;  U-urinary  17KS, *****,  16.8  mg.  per  24  hr. 

7 

33 

Oligomenorrhea; 
galactorrhea; 
hyperthyroidism,  age 
30.  Treatment: 
RAlttm-131- 
followed  by 
hypothyroidism,  on 
sodium  levothyroxine 
(Synthroid),  0.15  mg. 
daily 

PCOD****** 

U-serum  testosterone,  84  ng.  per  100  ml.;  U-serum  estradiol, 
10.7  ng.  per  100  ml.;  U-serum  prolactin,  11.3  ng.  per 
milliliter;  U-serum  I.H,  24.2  mlU.  per  milliliter;  U-serum 
FSH,  5 mlU.  per  milliliter;  U-serum  DHA-S,  112 
micrograms  per  100  ml.;  U-serum  A4-A,mttt  320  ng.  per 
100  ml. 

8 

36 

Primary  amenorrhea 

Gonadal  dysgenesis. 
Laparotomy  age 
28,  60.5  in.; 
no  anomalies 

T*******-serUm  testosterone,  138  ng.  per  100  ml.;T-serum 
prolactin,  12.1  ng.  per  milliliter 

9 

37 

Regular  menses 

Normal; 

postcastration 

10 

40 

Primary  amenorrhea; 
hyperthyroidism  age 
25;  Treatment: 
RAI-131 

PCOD;  wedge 
resection,  age  34 

11 

41 

Regular  menses; 
moderate  hirsutism 

? PCOD 

U-serum  testosterone,  87  ng.  per  100  ml.;  U-serum  estradiol, 
14.3  ng.  per  100  ml.;  U-serum  prolactin,  31.2  ng.  per 
milliliter;  U-serum  LH,  30.2  mlU.  per  milliliter;  U-serum 
FSH,  10.2  mlU.  per  milliliter 

12 

43 

Regular  menses 

Normal, 

postcastration 

T-serum  testosterone,  917  ng.  per  100  ml.;  T-serum  estradiol, 
1.3  ng.  per  100  ml.;  T-serum  prolactin,  17  ng.  per  milliliter; 
T-serum  LH,  85.5  mlU.  per  milliliter;  T-serum  FSH  78 
mlU.  per  milliliter;  T-serum  DHA-S,  112  micrograms  per 
100  ml. 

* U = untreated. 

f Normal  adult  male  range  = 300  to  800  ng.  per  100  ml.;  normal  adult  female  range  = 25  to  85  ng.  per  100  ml. 

**  Normal  adult  male  range  = 1 to  5 ng.  per  100  ml.;  normal  adult  female  range;  follicular  phase  = 3 to  10  ng.  per  100  ml.;  luteal  phase  = 1.5  to  30  ng. 
per  100  ml.;  ovulatory  peaks  may  be  3 to  10  times  level  found  in  follicular  or  luteal  phase  of  cycle. 

n Normal  adult  male  range  = 6 to  30  mlU.  per  milliliter;  normal  adult  female  range  = 5 to  30  mlU.  per  milliliter;  ovulatory  peaks  may  be  3 to  10  times 
level  found  in  follicular  or  luteal  phase  of  cycle. 

***  Normal  adult  male  range  = 5 to  25  mlU.  per  milliliter;  normal  adult  female  range  = 5 to  20  mlU.  per  milliliter;  ovulatory  peaks  may  be  3 to  10  times 
level  found  in  follicular  or  luteal  phase  of  cycle. 

m Normal  adult  male  range  = <1.0  ng.  per  milliliter;  normal  adult  female  range,  follicular  phase  = 0.1  to  1.1  ng.  per  milliliter;  normal  adult  female  range, 
luteal  phase  = 0.5  to  26.0  ng.  per  milliliter. 

****  ? PCOD  = possible  polycystic  ovarian  disease  (no  documentation  by  laparotomy  or  evidence  of  enlarged  ovaries;  clinical  diagnosis  based  on  available 
clinical  and  laboratory  data;  an  adrenal  source  of  hirsutism  cannot  be  excluded). 

,m  Serum  DHA-S  = dehydroepiandrosterone  sulfate.  Normal  adult  male  range  = 158  to  400  micrograms  per  100  ml.;  normal  adult  female  range  = 
76  to  340  micrograms  per  100  ml. 

*****  Urinary  17KS  = urinary  17-ketosteroids.  Normal  adult  male  range  = 12  to  20  mg.  per  24  hr.;  normal  adult  female  range  = 8 to  14  mg.  per  24 

hr. 

mtt  RAI  = radioactive  iodine. 

******  PCOD  = polycystic  ovarian  disease  (as  documented  by  laparotomy  or  sonography) 

tttttt  Serum  A4-A  = delta-4-androstenedione.  Normal  adult  male  range  = 65  to  248  ng.  per  100  ml.;  normal  adult  female  range  = 85  to  290  ng.  per  100 

ml. 

*******  T = treated. 
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see  if  this  is  a suitable  hormonal  environment  with 
which  the  individual  is  comfortable.  As  the  patient 
continues  treatment  there  is  ample  time  for  self- 
reassessment  of  the  sex-reversal  decision,  along  with 
an  opportunity  to  cross-dress  with  its  social  impli- 
cations. 

One  such  regimen  is  the  initiation  of  moderately 
large  doses  of  a combination  estrogen-progestin  oral 
preparation  such  as  norethynodrel  and  mestranol, 
5 to  10  mg.  and  75  to  150  micrograms  daily,  respec- 
tively. This  may  be  used  in  certain  instances  with 
concomitant  intramuscular  injections  of  estradiol 
valerate,  20  to  40  mg.  every  two  to  four  weeks,  for  the 
first  three  to  six  months  of  treatment.  This  is  par- 
ticularly useful  in  those  instances  where  a rapid  re- 
sponse is  desirable  emotionally  and  physically  and 
when  the  patient  is  underweight.  Fairly  rapid 
diminution  of  scalp  hair  loss  may  be  noted  with  re- 
duction of  acne  and  facilitation  of  facial  electrolysis 
during  the  early  months  of  treatment.  One  may, 
however,  administer  estrogens  alone  orally  as  ethinyl 
estradiol,  0.15  to  0.5  mg.  daily,  or  as  conjugated  es- 
trogens, 2.5  to  5.0  mg.  daily,  with  or  without  the  ad- 
dition of  monthly  injections  of  20  to  40  mg.  estradiol 
valerate  intramuscularly.  This  treatment  has  the 
theoretic  disadvantage  of  unopposed  effects  of  es- 
trogens on  the  breast  without  the  added  beneficial 
effect  of  the  progestin  on  a more  full  breast  devel- 
opment. 

The  initiation  of  treatment  by  itself  has  an  anxi- 
ety-allaying and  calming  effect  on  most  patients. 
The  gradual  development  of  feminization  includes 
varying  degrees  of  breast  development;  reduced  li- 
bido, desirable  in  most  patients  who  feel  guilty  about 
masturbation,  and  so  forth;  decreased  size  and  con- 
sistency of  testes;  and  development  of  feminine 
contours  with  some  suppression  of  facial  hair  re- 
growth following  electrolysis.  All  these  parameters 
of  feminization  are  documented  by  the  suppression 
of  serum  LH  with  reduction  of  serum  testosterone  to 
adult  female  levels  below  85  ng.  per  100  ml.  Periodic 
measurements  of  serum  testosterone  provide  a useful 
guide  to  adequacy  of  hormonal  therapy  with  a view 
to  achieving  a testosterone  level  between  35  to  85  ng. 
per  100  ml. 

Follow-up  evaluations  of  the  patient  should  be 
performed  at  monthly  intervals  with  observations  of 
weight,  blood  pressure,  and  clinical  signs  of  femini- 
zation. Subareolar  painful  nodules  are  not  uncom- 
mon during  the  initial  phase  of  therapy.  The  breasts 
must  be  palpated  at  frequent  intervals  since  the  de- 
velopment of  breast  carcinoma  in  such  patients  has 
been  documented.3  Galactorrhea  was  present  in 
three  patients  and  commenced  10  to  24  months  after 
initiation  of  estrogen  therapy.  All  three  were  hy- 
perprolactinemic with  levels  of  26,  44,  and  90  ng.  per 
milliliter.  The  latter  patient’s  therapy  was  stopped, 
and  galactorrhea  ceased  as  the  prolactin  level  re- 
turned to  16  ng.  per  milliliter  three  months  later. 

Interval  studies  of  blood  chemistries  including 
glucose,  liver  enzymes,  and  triglycerides  are  also  in- 


ESTROGEN  TREATMENT  (years) 

FIGURE  1.  Serum  prolactin  concentrations  of  13  untreated 
and  23  estrogen-treated  transsexuals  in  relation  to  duration 
of  hormonal  treatment. 

dicated  at  two-  to  three-month  intervals.  Minor 
degrees  of  fluid  retention  and  hypertension  may  be 
minimized  by  using  the  smallest  possible  dose  of 
hormonal  therapy  for  each  individual  case  and  with 
judicious  use  of  diuretics  with  salt  restriction.  This 
clinical  and  chemical  monitoring  is  essential  to  avoid 
some  of  the  problems  related  to  estrogen  therapy: 
namely,  hypertension,  fluid  retention,  carbohydrate 
intolerance,  and  cardiovascular  and  hepatic  com- 
plications. Three  to  four  weeks  prior  to  sex-reversal 
surgery,  all  estrogens  should  be  discontinued  to  avoid 
the  theoretic  dangers  of  hypercoagulability  in  the 
postoperative  phase. 

Several  weeks  after  surgery  the  estrogen  therapy 
can  be  modified  to  a regimen  virtually  similar  to  that 
of  a hypogonadal  woman.  A combination  estro- 
gen-progestin preparation  may  be  employed  similar 
to  the  usual  oral  contraceptives.  The  advantage  of 
using  a progestin  may  be  an  enhancing  effect  on 
breast  development  in  addition  to  providing  some 
theoretical  protection  to  unopposed  effects  of  es- 
trogens on  the  breast  and/or  hypothalamic  pituitary 
system.  One  may  use  a combination  of  30  micro- 
grams of  ethinyl  estradiol  combined  with  1.5  mg. 
norethindrone  acetate  or  with  0.3  mg.  norgestrel 
daily. 

Others  have  been  maintained  with  50  to  100  mi- 
crograms of  ethinyl  estradiol  or  0.625  to  1.25  mg. 
conjugated  estrogens  orally  daily.  A progestin  such 
as  10  mg.  medroxyprogesterone  acetate  may  be  given 
for  7 to  10  days  of  the  month  together  with  the  oral 
estrogen.  Routine  follow-up  studies  should  be  per- 
formed at  three-  to  four-month  intervals,  including 
the  recording  of  the  blood  pressure,  fundi,  legs  for 
evidence  of  varicosities  or  phlebitis,  breasts,  and 
palpation  of  the  liver. 
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Measurement  of  serum  prolactin  is  also  an  im- 
portant facet  of  patient  management  both  pre-  and 
postoperatively.  This  measurement  indicates  pi- 
tuitary and/or  hypothalamic  hypersecretion  in  re- 
sponse to  estrogen  therapy.  Most  patients  on  es- 
trogen therapy  develop  a mild  elevation  of  serum 
prolactin.  However,  elevation  of  serum  prolactin 
over  40  to  45  ng.  per  milliliter  is  an  indication  of  an 
estrogen-induced  hypothalamic  suppression  of 
prolactin  inhibitory  factor  and/or  lactotroph  hy- 
perplasia, possibly  a forerunner  of  adenoma  forma- 
tion.4-6 Following  temporary  cessation  of  the  es- 
trogen or  reduction  of  the  dosage,  the  prolactin  level 
decreased  in  two  patients,  indicating  a reversible 
state  of  hypothalamic-pituitary  dysfunction  (Fig.  1). 
Serum  prolactin  determinations  should  be  performed 
at  least  every  three  months.  Failure  of  hyperpro- 
lactinemia to  decrease  following  cessation  of  the  drug 
should  be  reinvestigated  with  thyroid  function 
studies  and  polytomography  of  the  sella  turcica  to 
exclude  the  rare  possible  development  of  a pituitary 
microadenoma.  None  of  the  hyperprolactinemic 
patients  in  our  series  were  hypothyroid. 

Liver  scans  should  always  be  performed  in  the 
presence  of  a hepatic  mass.  Interval  scans  of  the 
liver  at  three-  to  four-year  intervals  may  also  be  in- 
dicated in  view  of  the  increased  reported  cases  of 
hepatic  cell  adenomas  and  focal  nodular  hyperplasia 
in  patients  receiving  estrogen  therapy.7,8 

Endocrine  management 
of  female  transsexual 

The  percentage  of  female-to-male  transsexuals  is 
unknown,  but  it  appears  to  range  between  20  to  35 
percent  of  all  transsexuals.9  As  with  the  male 
transsexual,  the  patient  is  carefully  screened  and 
evaluated  psychologically  and  medically  to  exclude 
cardiovascular,  hepatic,  renal,  or  lipid  disturbances. 
In  view  of  the  erythropoetic  effect  of  androgens, 
chronic  respiratory  disorders  such  as  emphysema  and 
bronchial  asthma  are  relative  contraindications  to 
therapy,  particularly  in  heavy  smokers.  Menstrua- 
tion to  the  female  transsexual  constitutes  a psy- 
chologic trauma,  and  to  a great  extent  treatment  is 
directed  to  suppress  menstrual  activity  with  andro- 
gens. Unlike  the  male  transsexual,  a gradual  in- 
creased dosage  of  injectable  androgen  is  indicated. 
Oral  androgens  are  not  used  in  view  of  possible  cho- 
lestatic jaundice  and  associated  liver  enzyme  ab- 
normalities induced  by  the  oral  agents.  One  may 
initially  administer  100  to  150  mg.  testosterone  en- 
anthate  or  cypionate  intramuscularly  every  two  to 
three  weeks,  increasing  the  dosage  to  200  mg.  every 
two  weeks  until  menses  cease.  In  most  instances, 
amenorrhea  will  ensue  with  this  dosage  regimen,  but 
episodic  bleeding  may  occur.  When  amenorrhea  and 
virilization  are  achieved,  serial  measurements  of  LH 
and  estradiol  are  useful  in  determing  the  adequacy 
of  hypothalamic-pituitary  suppression,  as  well  as  the 
proper  dosage  of  the  androgen.  Increased  libido, 


deepening  of  the  voice,  acne,  increased  masculinity, 
prominent  facial  hair  growth,  and  cliteromegaly  are 
clinical  parameters  of  the  efficacy  of  treatment. 
Severe  scalp  hair  loss  and  acne,  oiliness  of  skin, 
weight  gain,  and  fluid  retention  may  force  modifi- 
cation of  the  dosage  of  testosterone  that  is  to  be  ad- 
ministered. Following  castration,  the  dosage  of  the 
injectable  testosterone  is  reduced  to  150  to  300  mg. 
of  the  ester  every  three  to  four  weeks.  This  is  suffi- 
cient to  maintain  virilization  and  prevent  post  cas- 
tration vasomotor  symptoms.  As  with  estrogens, 
serial  careful  clinical  monitoring  should  be  performed 
pre-  and  postoperatively,  including  the  use  of  liver 
scans  when  indicated.  As  with  the  use  of  estrogens, 
liver  abnormalities  such  as  peliosis  hepatis,  hepatic 
cell  adenomas,  and  hepatocellular  carcinomas  have 
been  described  in  patients  on  androgens.10,11 

Conclusion 

The  literature  relating  to  the  endocrine  treatment 
of  the  transsexual  is  sparse.  The  pioneering  studies 
of  Benjamin1,2,12  and  others,9,13-16  have  offered  cer- 
tain guidelines  for  diagnosis  and  treatment  of 
transsexualism  which  are  to  a great  extent  valid 
today.  The  psychologic  and  surgical  aspects  of 
transsexualism  were  purposely  avoided  since  a 
number  of  select  articles  are  available  to  the  inter- 
ested physician.15-19  The  medical  and  endocrine 
treatment  of  the  male  or  female  transsexual  is  basi- 
cally responsible  medical  care  with  an  awareness  of 
the  potential  risks  of  hormonal  therapy.  With  the 
advent  of  radioimmunoassays  in  clinical  practice,  the 
physician  can  monitor  the  effects  of  such  hormones 
on  the  hypothalamic-pituitary  unit  and  utilize  the 
levels  of  serum  testosterone,  estradiol,  LH,  and 
prolactin  in  judging  proper  hormonal  therapy  both 
pre-  and  postoperatively.  The  initial  period  of 
hormonal  therapy  is  most  important  in  that  it  allows 
time  for  the  patient  to  reassess  the  medical  and 
psychologic  consequences  of  therapy  and  to  prepare 
for  possible  sex  reassignment  surgery.  In  either  case, 
the  responsible  physician  has  to  assess  the  positive 
as  well  as  negative  aspects  of  treatment  individually, 
offer  encouragement  when  needed,  and  advise  and 
guide  the  patient  throughout  a trying  period  of 
life. 
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New  methods  identify  risk  of  birth  defects 
among  babies  born  to  older  mothers 

Medical  science  has  long  been  aware  that  birth  defects 
occur  more  frequently  among  infants  born  to  older 
women. 

However,  it  is  now  possible  to  determine  early  in  preg- 
nancy if  the  infant  is  likely  to  suffer  severe  abnormalities, 
says  a report  in  the  November  23  Journal  of  the  American 
Medical  Association.  Thus  older  women  who  choose  to 
become  pregnant  can  take  advantage  of  recent  advances 
in  diagnosis  that  offer  an  opportunity  to  identify  the  risk 
of  bearing  a child  with  disorders  or  defects  and  consider 
elective  abortion. 

In  an  Atlanta,  Ga.,  study,  physicians  found  that,  with  the 
new  techniques,  women  aged  35  to  44  years  have  no  greater 
risk  of  bearing  an  infant  with  a detectable  severe  birth 
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defect  than  do  younger  women. 

The  report  is  by  Marshall  F.  Goldberg,  M.D.,  of  the 
Center  for  Disease  Control  in  Atlanta. 

In  an  accompanying  editorial,  Norman  Fost,  M.D.,  of  the 
University  of  Wisconsin,  Madison,  points  out  that  the  new 
diagnostic  techniques  will  by  no  means  find  all  potential 
birth  defects,  but  they  can  reduce  the  risk  of  bearing  an 
affected  infant. 

Dr.  Fost  contends  that  prenatal  diagnosis  is  ultimately 
a birth-facilitating  rather  than  a birth-preventing  service. 
More  than  95  percent  of  the  diagnoses  in  the  womb  disclose 
no  abnormality  of  the  fetus. 

“For  the  older  woman,”  says  Dr.  Fost,  “the  availability 
of  such  services  makes  conception  acceptable  where  pre- 
viously it  was  often  avoided  because  of  irrational  fears  or 
the  rational  desire  to  avoid  even  a small  risk  of  having  an 
affected  child.” 
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Drug  Information* 


Questions  and  Answers 

Please  provide  information  concerning  the  interference 
of  cephalosporins  with  urine  glucose  determinations. 

There  are  basically  two  methods  used  for  urine  glucose 
determinations:  enzymatic  and  copper  reduction.12 

Enzyme  tests  specific  for  glucose  (Clinistix,  Diastix,  and 
Tes-Tape)  provide  a qualitative  measurement  of  gly- 
! cosuria.  Benedict’s  test  and  copper  sulfate  tablets  (Clin- 
itest)  rely  on  substances  in  the  urine  reducing  copper  ions 
to  produce  a color  change  which  provide  a quantitative 
measurement  of  glycosuria.  Copper  sulfate  test  remains 
the  choice  for  determining  urine  glucose  for  regulation  of 
insulin  dosage.1-2  The  cephalosporins  are  reducing  sub- 
stances and  can  cause  false-positive  color  changes  with 
copper  sulfate  tablets  that  could  lead  to  excessive  insulin 
administration.2'4-5 

MacCara  and  Angaran2  investigated  the  effects  of 
cephalosporins  on  the  copper  sulfate  reaction.  Solutions 
of  cephalothin  (Keflin),  cefazolin  (Ancef,  Kefzol),  and 
cephradine  (Anspor,  Velosef)  were  mixed  with  fresh  human 
urine  to  provide  varying  drug  concentrations.  Different 
urine  samples  were  prepared  to  provide  varying  glucose 
concentrations  with  and  without  the  same  drug  concen- 
trations. The  copper  sulfate  tablet  gave  accurate  estimates 
of  glucose  in  all  urine  samples  containing  glucose  only. 
Each  of  the  cephalosporins  produced  a color  change  when 
tested  with  the  tablet,  even  though  no  glucose  was  present 
that  varied  from  within  the  negative  range  to  false  positives 
depending  on  the  drug  and  concentration.  In  the  com- 
bined glucose/cephalosporin  urine  samples,  the  concen- 
trations of  both  the  glucose  and  antibiotic  produced  varied 
results  from  no  interference  to  inaccurate  readings.  En- 
zyme test  readings  were  unaffected  by  the  cephalosporins 
in  urine. 

In  conclusion,  copper  sulfate  testing  should  be  avoided 
in  patients  receiving  cephalosporins.  Enzymatic  glucose 
determinations  may  be  used  as  an  alternative  but  only 
provide  a qualitative  measurement  of  urine  glucose. 
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Do  you  have  any  information  concerning  metoclo- 
pramide? 

Metoclopramide,  a drug  marketed  in  other  countries,  is 
currently  under  investigation  by  A.  H.  Robins  Company 
in  the  United  States,  primarily  for  facilitating  the  following 
diagnostic  procedures:  peroral  intestinal  intubation, 

gastroduodenoscopy,  and  upper  gastrointestinal  radiology. 
Metoclopramide  is  a derivative  of  procainamide  but  is 
devoid  of  anesthetic  and  cardiac  actions.  The  primary 
pharmacologic  effects  of  interest  involve  the  gut  and  the 
central  nervous  system.  It  has  been  shown  to  promote 
esophageal  and  gastric  peristalsis,  increase  the  tone  of  the 
cardiac  sphincter,  and  speed  gastric  emptying.  Since 
metoclopramide  inhibits  the  chemoreceptor  trigger  zone, 
it  is  useful  for  preventing  nausea  and  vomiting.12 

Behar  and  Ramsby3  conducted  a study  to  investigate  the 
effect  of  oral  metoclopramide  in  13  patients  with  reflux 
esophagitis  and  sphincter  incompetence.  Their  results 
suggested  that  the  drug  may  be  beneficial  to  such  patients 
by  reducing  the  volume  of  gastric  contents. 

McCallum  et  al.4  conducted  a study  to  compare  the  ef- 
fects of  orally  administered  metoclopramide  and  bethan- 
echol  (Urecholine)  on  lower  esophageal  sphincter  pressure 
in  patients  with  gastroesophageal  reflux.  The  authors 
found  that  both  drugs  produced  significant  increase  in 
lower  esophageal  sphincter  pressure  as  compared  with 
placebo.  Metoclopramide,  20  mg.,  produced  a greater 
increase  than  either  metoclopramide,  10  mg.,  or  bethane- 
chol,  25  mg. 

Christie  and  Ament5  carried  out  a double-blind,  cross- 
over study  of  metoclopramide  versus  placebo  for  facili- 
tating passage  of  a multipurpose  biopsy  tube  in  34  subjects. 
The  results  indicated  that  intravenously  administered 
metoclopramide  decreased  intubation  time  compared  with 
placebo  and  permitted  intubation  in  some  patients  who 
might  otherwise  have  been  unable  to  undergo  this  proce- 
dure. 

Klein  et  al.6  conducted  a study  to  evaluate  the  antiemetic 
effect  of  metoclopramide  compared  to  prochlorperazine 
(Compazine)  and  trimethobenzamide  (Tigan).  They 
found  that  metoclopramide  was  as  effective  as  prochlor- 
perazine in  preventing  apomorphine-induced  vomiting  but 
superior  to  trimethobenzamide. 

In  conclusion,  metoclopramide  appears  to  normalize 
inefficient  motor  function  of  the  upper  gastrointestinal 
tract.  It  may  be  useful  in  the  treatment  of  gastrointestinal 
reflux,  as  an  antiemetic,  in  facilitating  endoscopy,  and  in 
passage  of  multipurpose  biopsy  tube. 
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How  does  the  new  beta-adrenergic  blocker  metoprolol 
compare  to  propranolol? 

Metoprolol  (Lopressor)  was  developed  about  10  years 
ago  for  the  purpose  of  more  selective  beta  1 -adrenoreceptor 
antagonism.  This  selectivity  may  have  cardiac,  vascular, 
pulmonary,  and  metabolic  implications. 

Metoprolol,  although  effective  for  angina,  is  currently 
only  approved  for  the  treatment  of  hypertension.1’2  Me- 
toprolol and  propranolol  (Inderal)  seem  to  have  compa- 
rable antihypertensive  activity,3’4  and  it  has  been  proposed 
that  50  mg.  of  metoprolol  are  equipotent  to  40  mg.  of  pro- 
pranolol on  hemodynamic  effects.5  However,  metoprolol 
can  be  dosed  on  a twice-daily  basis  compared  to  the  rec- 
ommended four  time  daily  schedule  for  propranolol. 

The  beta  1 selectivity  of  metoprolol  diminishes  as  the 
dose  is  increased,  and  thus,  at  higher  dosages,  it  would  then 
have  the  same  spectrum  of  beta-blocking  activity  as  pro- 
pranolol.6" However,  unlike  propranolol,  metoprolol  does 
not  have  myocardial  membrane  stabilizing  properties, 
rendering  it  useless  in  the  treatment  of  some  conduction 
arrhythmias.8 

A possible  advantage  of  metoprolol  over  propranolol  is 
in  the  treatment  of  hypertensive  patients  with  concurrent 
peripheral  vascular  disease  (such  as  Raynaud’s  syndrome 
and  ischemia),  since  the  beta  2 vasodilating  response  is 
blocked  to  a lesser  degree.9  However,  this  has  been  dis- 
puted by  Pickering10  who  cites  various  pathophysiologic 
limitations  to  this  theory. 

In  cases  of  bronchospastic  disorders,  metoprolol,  at  lower 
doses,  adversely  influences  pulmonary  function  tests  to  a 
lesser  degree  than  propranolol.11  Unlike  propranolol, 
which  is  contraindicated  in  patients  with  chronic  ob- 
structive pulmonary  disease  or  asthma,  metoprolol  at  a 
dosage  level  of  100  mg.  per  day,  administered  in  two  or 
three  divided  doses,  combined  with  a beta  2 agonist  such 
as  terbutaline  (Brethine),  can  be  used  with  caution  in  such 
patients.12 

The  metabolic  effects  of  metoprolol  and  propranolol 
were  compared  by  Waal-Manning.13  In  a series  of  patients 
undergoing  glucose  tolerance  tests,  decreased  plasma 
glucose  and  increased  plasma  insulin  levels  resulted  when 
patients  were  changed  from  nonselective  beta  blockers  to 
metoprolol.  This  effect  was  most  likely  related  to  its  lesser 
beta  2 blocking  activity  and  may  be  of  significance  to  the 
diabetic  patient.  This  same  investigator  reported  greater 
depression  of  plasma  renin  activity  by  metoprolol  than  by 
propranolol,  possibly  an  advantage  in  the  treatment  of 
high-renin  hypertension.13  On  the  other  hand,  metoprolol 
had  a greater  propensity  to  increase  plasma  triglycerides 
than  propranolol.13  The  significance  of  these  metabolic 
effects  deserves  further  study. 

In  conclusion,  metoprolol  is  indicated  only  for  the 
treatment  of  hypertension.  In  low  doses  metoprolol  tends 
to  provide  more  selective  beta  blockade  than  propranolol; 
the  efficacy  and  side-effects  appear  to  be  quite  similar  to 
propranolol. 
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Do  you  have  any  information  concerning  the  use  of 
stanozolol  in  the  treatment  of  Raynaud’s  phenomenon? 

Raynaud’s  phenomenon  may  be  idiopathic  (Raynaud’s 
disease)  or  associated  with  occlusive  arterial  disease  and 
progressive  systemic  sclerosis.1’2  Therapy  is  primarily 
palliative  involving  either  direct  vasodilation  or  blockade 
of  normal  sympathetic  nervous  system  activity.  A number 
of  drugs  have  been  used  to  treat  severe  Raynaud’s  phe- 
nomenon, but,  unfortunately,  controlled  studies  are  not 
available  to  document  their  efficacy.1-3 

Stanozolol  (Winstrol)  is  an  anabolic  steroid  utilized  to 
treat  aplastic  anemia  and  osteoporosis.4  It  has  been  shown 
to  enhance  blood  fibrinolytic  activity,  a property  which 
may  be  of  value  in  improving  blood  flow  in  Raynaud’s 
phenomenon.5 

Jarrett  et  al.6  conducted  a clinical  trial  to  determine  the 
effects  of  stanozolol  on  fibrinolytic  enhancement  in  20 
patients  with  advanced  Raynaud’s  phenomenon.  All  pa- 
tients were  given  5 mg.  of  the  drug  twice  daily  for  three 
months.  The  overall  results  indicated  that  stanozolol 
caused  a highly  significant  increase  in  hand  blood  flow 
which  persisted  for  at  least  three  months  after  discontin- 
uation of  drug  treatment.  The  second  course  of  therapy 
increased  the  hand  blood  flow  to  a greater  extent  than  the 
first.  The  persistent  improvement  in  blood  flow  after 
treatment  with  stanozolol  suggested  that  the  drug  also 
reduced  the  deposition  of  intravascular  fibrin  and  in- 
creased the  rate  of  lysis  of  preexisting  fibrin  clots.  Side- 
effects  reported  during  the  study  included  tiredness,  minor 
fluid  retention,  amenorrhea,  acne,  and  slight  facial  hirsut- 
ism. 

In  conclusion,  stanozolol  may  be  effective  in  the  treat- 
ment of  Raynaud’s  phenomenon.  Further  long-term 
controlled  clinical  studies  are  required  to  establish  the 
efficacy  of  this  agent  in  such  conditions. 
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Do  you  have  any  information  on  a new  gold  compound 
for  the  treatment  of  arthritis? 

Currently,  there  are  two  gold  compounds  available  for 
the  treatment  of  rheumatoid  arthritis:  aurothioglucose 
(Solganal)  and  gold  sodium  thiomalate  (Myochrysine), 
both  of  which  are  administered  intramuscularly  at  weekly 
or  less  frequent  intervals.1,2  The  usefulness  of  chryso- 
therapy  is  limited  by  toxicity;  25  to  50  percent  of  those 
treated  exhibit  a range  of  adverse  reactions,  including 
pruritis,  glomerulonephritis,  leukopenia,  thrombocyto- 
penia, and  lesions  of  the  mucocutaneous  membranes.3 

During  the  early  1970s,  a series  of  gold  compounds 
complexed  with  trialkylphosphines  were  investigated,  and 
the  orally  active  agent  auranofin  was  found  to  be  the  most 
promising.  The  drug  is  at  present  undergoing  phase  III 
clinical  trials  for  the  treatment  of  rheumatoid  arthritis.4 

Auranofin,  while  closely  related  to  aurothioglucose, 
contains  29  percent  elemental  gold  compared  to  50  percent 
for  the  latter.  It  appears  that  its  therapeutic  effect  is 
achieved  at  one-third  the  serum-gold  level  of  the  inject- 
ables.5  This  new  agent  also  shows  a different  pattern  of 
distribution  and  binding  to  serum  proteins  compared  to 
the  presently  available  gold  compounds,  and  was  effective 
when  given  orally  on  a twice-daily  schedule.6,7  However, 
human  pharmacokinetic  studies  indicated  auranofin’s 
half-life  to  range  from  10  to  173  days,  which  is  extremely 
long  and  may  complicate  dosage  recommendations.8 
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Why  has  clofibrate  been  banned  from  West  Ger- 
many? 

On  January  15, 1979,  the  West  German  government  re- 
moved clofibrate  (Atromid)  from  its  domestic  market 
following  a series  of  adverse  reports  over  a period  of  10 
years.  1-‘  Studies  indicate  that  clofibrate  induces  gall- 
bladder diseases,  is  lithogenic,  and  produces  an  elevation 
of  biliary  cholesterol  saturation;  the  cause-effect  rela- 
tionship is  unclear.1-3 

The  CDP  (Coronary  Drug  Project),  conducted  to  in- 
vestigate the  efficacy  of  cholesterol-lowering  drugs  in 
long-term  therapy  of  coronary'  heart  disease,  retrospectively 
found  a higher  incidence  of  gallbladder  diseases  in  patients 
who  received  clofibrate.4  Cooper  et  al.5  also  found  a 
doubling  of  cholecystectomies  in  those  subjects  treated 


with  clofibrate  from  their  segment  of  the  CDP. 

Krasano  et  al.6  indicated  the  frequency  of  gallbladder 
diseases  in  their  clofibrate-treated  patients  was  similar  to 
the  placebo-control  group  in  the  CDP.  Since  the  popu- 
lations differed  in  respect  to  ASHI)  (atherosclerotic  heart 
disease),  they  theorized  that  the  combination  of  ASHD  and 
clofibrate  was  responsible  for  the  increased  incidence  of 
gallbladder  diseases. 

A 10-year  study  was  coordinated  by  the  World  Health 
Organization  to  investigate  the  relationship,  if  any,  be- 
tween hypercholesterolemia  and  coronary  heart  disease. 
It  revealed  that  clofibrate-treated  patients  suffered  a 
greater  incidence  of  gallbladder,  liver,  and  intestinal  dis- 
ease than  placebo-controlled  groups,  and  underwent  a 
threefold  increase  in  cholecystectomies.7,8 

The  predominant  theory  of  enhanced  gallbladder  disease 
related  to  clofibrate  therapy  is  that  altered  disposition  of 
cholesterol  from  body  pools  to  excretion  sites  causes  a 
change  in  sterol  and  bile  acid  ratios  and/or  a direct  toxic 
effect  of  the  drug  itself.9 

The  FDA’s  Endocrinological  and  Metabolic  Advisory 
Committee  held  hearings  concerning  these  issues  on  Feb- 
ruary 15,  1979. 10  They  are  currently  considering  the  is- 
suance of  new  warning  statements. 
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Do  you  have  any  information  on  an  oral  retinoic  de- 
rivative for  the  treatment  of  psoriasis  and  of  lichen 
planus? 

The  local  application  of  retinoic  acid  (Aquasol  A,  Re- 
tin-A,  and  so  on)  has  been  generally  introduced  into  ther- 
apy, although  its  mechanism  of  action  still  remains  entirely 
unknown,  and  irritation  limits  its  clinical  efficacy.1  Sys- 
temic administration  of  retinoids  are  being  investigated 
for  the  treatment  of  various  skin  disorders.  One  deriva- 
tive, RO  10-9359,  under  investigation  by  Hoffman-La 
Roche,  had  been  found  in  animal  experiments  to  be  better 
tolerated  and  to  produce  a better  therapeutic  effect  than 
other  retinoids. 

Frederiksson  and  Pettersson2  conducted  a study  uti- 
lizing RO  10-9359  orally  in  patients  suffering  from  severe, 
chronic,  generalized  psoriasis.  The  authors  found  that  at 
75  to  100  mg.  daily  it  proved  to  be  an  extremely  potent 
antipsoriatic  drug,  with  more  than  a 90  percent  reduction 
of  psoriatic  lesions  in  10  out  of  20  patients  receiving  this 
dose. 

Goerz  and  Orfanos3  conducted  a cooperative,  multi- 
center investigation  on  the  activities  of  oral  RO  10-9359 
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therapy  for  psoriasis.  Data  reported  on  203  patients  in- 
dicated the  drug  to  be  an  effective  antipsoriatic  agent 
especially  in  erythrodermic  and  pustular  types  of  the  dis- 
ease where  it  may  replace  methotrexate. 

Schuppli4  treated  38  patients  suffering  from  lichen 
planus  with  RO  10-9359.  Initial  daily  doses  of  50  to  100 
mg.  were  utilized  for  two  to  three  weeks  and  then  reduced 
to  a maintenance  dose  of  25  mg.  daily.  Good  effects  were 
obtained  in  31  patients,  while  no  effect  was  found  in  3 pa- 
tients. The  drug  had  to  be  discontinued  in  the  other  4 
patients  because  of  severe  side-effects.  These  investigators 
indicated  that  RO  10-9359  is  a drug  of  choice  in  the  treat- 
ment of  the  erosive  forms  of  lichen  planus  of  the  oral  mu- 
cosa. 

Side-effects  reported  in  various  studies  included  dryness 
and  swelling  of  lips,  mouth,  and  tongue;  dermatitis;  gas- 
trointestinal disturbances;  headache;  and  alopecia.1  4 
These  were  reversible  after  discontinuation  of  the  drug. 

In  conclusion,  the  new  oral  retinoid  derivative,  RO  10- 
9359  may  be  an  effective  drug  for  the  treatment  of  psoriasis 
and  lichen  planus.  It  may  offer  a viable  alternative  to  the 
use  of  cytostatic  drugs  such  as  methotrexate.  Further 
studies  are  required  to  determine  its  efficacy  and  safety. 
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Do  you  have  any  information  on  a drug  to  protect 
against  radioactive  nuclear  fallout ? 

The  recent  turn  of  events,  including  the  proliferation  of 
nuclear  power  plants  and  atomic  weapons  testing,  has  fo- 
cused concern  on  the  toxic  reactions  faced  by  exposed 
populations  in  the  event  of  an  accident. 

The  sudden  release  of  radioiodine  131I  represents  a 
critical  acute-term  environmental  hazard  from  a nuclear 
fallout.  Inhaled  131I  rapidly  accumulates  in  the  body  and 
competes  against  normal  sources  of  dietary  iodine  for  the 
thyroid  gland,  thereby  resulting  in  thyroiditis,  hypothy- 
roidism, or  thyroid  neoplasia  with  either  benign  or  malig- 
nant characteristics.1 

The  NCRP  (National  Council  on  Radiation  Protection), 
chartered  by  Congress  in  1964,  has  collected  and  analyzed 
recommendations  concerning  radiation  protection.  NCRP 
Report,  no.  55,  discusses  the  safety  and  efficacy  of  thy- 
roid-blocking agents,  such  as  perchlorate,  propylthiouracil, 
methimazole  (Tapazole),  and  concluded  that  an  SSKI 
(saturated  solution  of  potassium  iodide)  is  most  suitable 
for  minimizing  glandular  uptake  of  131I.2  Greater  than  90 
percent  blocking  of  radioactive  iodine  uptake  by  the  thy- 
roid gland  can  be  obtained  by  the  oral  administration  of 

0.13  cc.  of  SSKI  immediately  before  or  after  initial  expo- 
sure; 50  percent  block  is  attained  if  SSKI  is  given  three  to 
four  hours  postexposure.1  Infants  under  one  year  of  age 
are  to  be  given  one  half  the  adult  dose  of  SSKI.  Since  the 
half-life  of  131 1 is  approximately  eight  days,  SSKI  should 
be  administered  daily  for  up  to  10  days  under  medical  su- 
pervision. 

The  commissioner  of  the  FDA  (Food  and  Drug  Admin- 
istration) recently  advised  that  OTC  (over-the-counter) 
sales  of  SSKI  may  occur  if  the  proper  labeling  standards 
with  regard  to  radiation  prophylaxis  are  met.  Although 
a public  solicitation  for  new  drug  applications  and  avail- 
ability of  labeling  requirements  was  made  by  the  FDA  in 


December,  1978,  no  pharmaceutical  firm  is  currently 
marketing  on  OTC  SSKI  preparation. 

Of  course  this  response  does  not  cover  other  radioactive 
fallout  hazards  and  harm  of  direct  radiation  exposure 
(alpha,  beta,  and  gamma). 

1.  Potassium  iodide  as  a thyroid-blocking  agent  in  a radiation 
emergency,  Fed.  Register  43:  58798,  (Dec.  15)  1978. 

2.  Protection  of  the  Thyroid  Gland  in  the  Event  of  Releases 
of  Radioidine,  National  Council  on  Radiation  Protection  Report, 
no.  55  (Aug.  1)  1977. 

Please  provide  information  on  amrinone.  I | 

The  basic  treatment  of  congestive  heart  failure  has  long 
been  dependent  on  use  of  cardiac  glycosides,  agents  with 
a narrow  therapeutic  index.  Amrinone  is  a nonglycoside, 
noncatechol,  positive  inotropic  agent  under  investigation 
by  Sterling-Winthrop.  It  may  offer  a promising  alterna- 
tive to  digitalis.  Although  its  mechanism  of  action  is  un- 
clear, it  is  believed  to  act  directly  on  myocardial  contractile 
elements  in  a manner  that  differs  from  cardiac  glycosides 
and  beta-adrenergic  agents.1 

In  various  experimental  models,  amrinone  reversed  all 
hemodynamic  changes  associated  with  acute  heart  fail- 
ure.1-3 Dogs  with  experimentally  induced  heart  failure 
received  amrinone  intravenously  and  experienced  a 
marked  increase  in  cardiac  contractile  force  and  cardiac 
output,  with  a moderate  decrease  in  diastolic  pressure.3 
There  was  no  significant  change  in  heart  rate,  systolic 
pressure,  or  the  electrocardiogram.  The  inotropic  effect 
of  amrinone  increased  with  increased  rate  of  infusion,  and 
there  was  a significant  decrease  of  systolic  and  diastolic 
blood  pressure  at  higher  doses.  Oral  administration  of 
amrinone  in  the  dog  was  effective  within  30  minutes  and 
lasted  for  over  6 hours. 

Amrinone  was  intravenously  administered  to  20  normal 
human  volunteers  for  assessment  of  inotropic  potential.4 
The  drug  produced  a positive  inotropic  effect,  with  a 
dose-related  increase  in  heart  rate  that  never  exceeded  100 
beats  per  minute  at  the  highest  dosage  utilized. 

In  two  preliminary  clinical  studies,  each  involving  pa- 
tients with  severe  congestive  heart  failure  inadequately 
controlled  by  maximally  tolerated  doses  of  digitalis  and 
diuretics,  intravenously  administered  amrinone  stimulated 
myocardial  contractility.5'6  Left  ventricular  function 
improved  in  all  patients  along  with  improved  cardiac 
output.  No  subjective  or  objective  clinical  manifestations 
of  toxicity  were  observed  with  either  bolus  injection  or 
continuous  intravenous  infusion.  Peripheral  vasodilation 
was  reported  in  some  patients  which  may  actually  be 
beneficial  in  overcoming  the  vasoconstriction  associated 
with  heart  failure. 

In  conclusion,  amrinone,  a drug  that  can  be  given  orally 
as  well  as  intravenously,  exerts  a positive  inotropic  activity 
that  is  additive  to  that  effect  of  digitalis.  It  appears  to  have 
a wide  therapeutic  index.  Although  short-term  efficacy 
has  been  demonstrated  making  it  potentially  useful  in  the 
management  of  acute  heart  failure,  the  long-term  efficacy 
and  safety  of  the  drug  must  still  be  determined. 
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What  is  the  current  consensus  on  the  use  of  phenyl- 
propanolamine as  an  anorexic  xt? 

PPA  (phenylpropanolamine),  a drug  related  to  am- 
phetamines and  ephedrine,  is  available  over-the-counter 
in  numerous  cold  preparations  as  well  as  several  propri- 
etary diet-aid  pills  (such  as  Propadrine,  Dexatrim,  Odrinex, 
and  Appedrine). 

Its  central  nervous  system  anorexiant  properties  are 
believed  to  be  only  10  percent  of  dextroamphetamine’s 
(Dexedrine)  and  lower  than  any  prescription  anorexiant 
drug  on  the  market  today.1  In  general,  amphetamines  are 
regarded  as  being  ineffective  for  long-term  weight  loss,  and 
tolerance  to  the  anorexiant  effect  develops  quickly.2  It  has 
been  proposed  that  amphetamines  be  banned  substances 
as  anorexiants.3 

As  early  as  1959,  PPA  was  sold  for  the  treatment  of 
obesity.  However,  by  the  mid-1960s,  the  FDA  took  re- 
strictive actions  concerning  its  marketing,  and  at  least  one 
manufacturer  incurred  fines  over  $100,000  for  fraud  and 
misleading  advertising  regarding  anti-obesity  claims.4 
Nonetheless,  PPA  reappeared  on  the  market  for  dietary 
adjunct  pending  conclusive  studies  from  its  proponents. 

The  paucity  of  reports  concerning  the  anorexiant 
properties  of  PPA  emanate  from  company  supported  re- 
search, a handful  of  company  supported  consultants,  and 
publications  in  obscure  journals.  Griboff  et  al.5  found  a 
weight  loss  of  5.5  pounds  with  a PPA-caffeine-vitamin 
preparation  versus  a 4-pound  loss  on  placebo  alone.  The 
investigators  couldn’t  demonstrate  a significant  weight  loss 
in  men  who  participated  in  the  study.  Hoebel6  suggested 
that  PPA  was  effective  as  an  appetite  suppressant  in  rats. 
Later,  with  Cooper,  the  two  investigators  reported  in 
human  trials  less  intake  of  liquid  meals  and  weight  loss 
after  12  days  in  PPA-treated  patients  versus  placebo  (3.82 
versus  +0.38  pounds).7’8 

An  independent  advisory  review  panel  was  convened  in 
1975  by  the  FDA  to  make  recommendations  on  the  con- 
tinuing usage  of  over-the-counter  PPA  as  an  anorexiant. 
Subsequently,  the  panel  established  a study  protocol  for 
evaluation  of  weight-control  ingredients  and  received  six 
studies,  all  of  which  are  unpublished  at  this  time.9  Each 
of  these  six  studies  was  defective  in  one  or  more  important 
facets  covered  by  the  panel’s  protocol.9  In  spite  of  this,  the 
panel  believed  that  combined  evidence  of  these  studies  did 
establish  the  efficacy  of  PPA  as  an  anorexiant  for  up  to  12 
weeks  of  usage.9  Stringent  precautions  and  other  labeling 
statements  were  recommended  to  allow  over-the-counter 
sales  of  PPA  for  appetite  control.  With  the  panel’s  rec- 
ommendation, the  controversy  still  centers  around  the 
design  and  methodology  used  in  studying  PPA. 

Reported  side-effects  of  PPA  at  suggested  levels  (25  to 
50  mg.  three  times  per  day)  encompass  those  of  amphet- 
amines: headaches,  nausea,  hypertension,  tachycardia, 
arrhythmias,  hyperanxiety,  insomnia,  mydriasis,  hyper- 
glycemia, and  so  on.10  A recent  report  cited  a case  of  in- 
terstitial nephritis  following  three  weeks’  ingestion  of  a 
PPA-containing  “appetite-suppressant.”11  Severe 
drug-drug  interactions  have  occurred  with  methyldopa 
(Aldomet),  thioridazine  (Mellaril),  indomethacin  (Indocin), 
and  monoamine  oxidase  inhibitors.12 


In  conclusion,  despite  the  faultily  designed  company 
supported  studies,  an  independent  advisory  panel  has 
recommended  over-the-counter  sales  of  PPA  for  appetite 
suppression.  In  general,  PPA  and  drugs  related  to  am- 
phetamines have  proved  to  be  ineffective  for  long-term 
weight  loss.  The  hazards  and  efficacy  associated  with  PPA 
do  not  seem  to  warrant  unrestricted  over-the-counter 
availability. 
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Do  you  have  information  regarding  the  effect  of  cime- 
tidine  on  male  libido  and  fertility? 

Recently,  a number  of  reports  in  the  medical  literature 
have  focused  on  the  possible  negative  effects  of  cimetidine 
(Tagamet)  on  male  libido  and  fertility.1-7 

Repeated  dose  studies  in  dogs  and  rats  have  shown  that 
cimetidine  reduces  prostate  growth  rate.1  Winters  et  al.3 
reported  that  cimetidine  significantly  (P  < 0.01)  decreased 
seminal  vesicle  and  ventral  prostate  weights  in  rats. 
Eviator  et  al.2  have  demonstrated  a weak  antiandrogenic 
activity  of  this  drug  in  immature  rats. 

Wolfe,4  in  a letter  to  the  editor,  described  a case  of  loss 
in  libido,  followed  by  impotence  in  a 43-year  old  male  after 
receiving  cimetidine  therapy  for  two  weeks.  Two  weeks 
after  discontinuation  of  therapy,  these  effects  were  re- 
versed. 

Peden  et  al.5  described  three  fertile  male  patients  who 
suffered  loss  of  libido  proceeding  to  impotence  within  a few 
weeks  after  onset  of  cimetidine  therapy.  Gonadotropin 
levels  were  reported  to  be  abnormal,  but  this  finding  was 
challenged  by  Barber.6  At  the  time  of  their  report,  sexual 
dysfunction  was  reversed  in  only  one  patient. 

Van  Thiel  et  al. ' reported  a reduction  in  sperm  count  in 
seven  ambulatory,  presumably  fertile,  male  volunteers 
placed  on  cimetidine  therapy.  The  investigator  suggested 
that  cimetidine  may  inhibit  the  response  of  luteinizing 
hormone  on  the  HPGA  (hypothalamic  pituitary  gonado- 
tropic axis). 

In  conclusion,  further  study  will  be  necessary  to  docu- 
ment the  clinical  significance  of  decreased  libido  and  fer- 
tility associated  with  cimetidine  therapy  and  its  effect  on 
HPGA  in  man. 
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Do  you  have  information  regarding  the  use  of  choline 
and  lecithin  in  the  treatment  of  tardive  dyskinesia ? 

Tardive  dyskinesia  is  a disorder  characterized  by  in- 
voluntary movements  of  the  tongue  and  facial  muscles  and 
in  some  cases  choreoathetistic  movements  of  the  ex- 
tremities.1 The  disorder  typically  occurs  in  susceptible 
individuals  after  chronic  ingestion  of  antipsychotic  agents 
and  may  continue  indefinitely  even  after  discontinuation 
of  the  offending  drug(s).  The  syndrome  may  result  from 
an  imbalance  between  dopamine  and  acetylcholine  in  the 
basal  ganglions.  Drugs  that  reestablish  the  dopamine/ 
acetylcholine  balance  by  either  lowering  dopaminergic  or 
raising  acetylcholinergic  activity  may  reduce  symptoms  of 
this  movement  disorder.2  Choline  and  lecithin,  a dietary 
source  of  choline,  have  been  shown  to  increase  brain-tissue 
levels  of  choline  and  acetylcholine  in  animals  and  increase 
choline  levels  in  cerebrospinal  fluid  of  man.3  This  suggests 
that  these  substances  may  be  of  value  in  the  treatment  of 
this  syndrome.3 

Early  reports  by  Davis  et  al.2’4  support  the  inference  that 
choline  administration  may  be  useful  in  treating  tardive 
dyskinesia.  Growdon  et  al.3  gave  pharmacologic  doses  of 
choline  to  patients  with  tardive  dyskinesia  in  an  attempt 
to  suppress  involuntary  facial  movements.  Twenty  pa- 
tients received  oral  doses  of  choline  for  two  weeks  according 
to  a double-blind  crossover  protocol.  Plasma  choline  levels 
rose  significantly  and  choreic  movements  decreased  in  9 
patients,  worsened  in  1,  and  were  unchanged  in  10.  Cho- 
line therapy  didn’t  interfere  with  the  action  of  antipsy- 
chotic drugs.  These  results  were  confirmed  by  other  in- 
vestigators.5 

Although  choline  may  be  useful  in  treating  some  cases 
of  tardive  dyskinesia,  it  may  also  cause  severe  depression 
and  imparts  a strong,  fishy  odor.5'6  Lecithin  preparations 
do  not  cause  patients  to  develop  this  odor  but  do  have  the 
disadvantage  of  varying  markedly  in  their  pure  lecithin 
content  from  manufacturer  to  manufacturer,  making  it 
difficult  to  ascertain  the  proper  therapeutic  dose.  Pres- 
ently available  lecithin  preparations  must  be  consumed  in 
large  quantities  to  achieve  a therapeutic  effect,  with  daily 
doses  containing  as  much  as  700  calories. 

In  conclusion,  the  acetylcholine  precursors,  choline  and 
lecithin,  appear  potentially  useful  in  the  treatment  of  some 
forms  of  tardive  dyskinesia. 

1.  Jackson,  I.  V.:  Cholinergic  enhancement  in  tardive  dys- 
kinesia, Curr.  Ther.  Res.  24:  725  (Oct.)  1978. 
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3.  Growdon,  J.  H.,  et  al.:  Oral  choline  administration  to  pa- 
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Do  you  have  any  information  on  captopril  for  the 
treatment  of  hypertension ? 


Captopril  (Capoten,  SQ  14,255)  is  an  orally  active  in- 
hibitor of  angiotensin-converting  enzyme  currently  under 
phase  III  investigation  by  Squibb  for  the  treatment  of 
hypertension. 

In  the  renin-angiotensin  system,  which  participates  in 
the  regulation  of  blood  pressure,  converting  enzyme  in  the 
lungs  acts  on  angiotension  I to  form  angiotensin  II.  An- 
giotensin II  is  the  most  potent  vasopressor  known. 
Blockade  of  angiotensin  conversion  by  captopril  eliminates 
formation  of  this  potent  vasoconstrictor.1  A decrease  in 
angiotensin  II  also  reduces  the  secretion  of  aldosterone, 
resulting  in  increased  sodium  excretion.  In  addition, 
blockade  of  converting  enzyme  leads  to  effects  not  in- 
volving the  renin-angiotensin  system,  including  the  accu- 
mulation of  bradykinin,  a local  vasodilating  hormone. 

Brunner  et  al.2  assessed  captopril  in  22  patients  with 
essential  hypertension,  renovascular  hypertension,  or  hy- 
pertension associated  with  chronic  renal  failure.  Blood 
pressure  was  lowered  in  all  patients  including  those  with 
low  renin  levels.  The  antihypertensive  effect  occurred 
rapidly,  and  blood  pressure  remained  well  controlled  on 
long-term  maintenance  therapy  with  maximum  oral  doses 
of  200  mg.  twice  daily. 

Gavras  et  al.3  investigated  the  antihypertensive  effect 
of  captopril  from  3 to  24  weeks  in  12  hypertensive  patients 
who  had  essential  hypertension,  renovascular  hyperten- 
sion, and  hypertension  with  or  without  azotemia.  Blood 
pressure  decreased  in  all  patients  with  oral  doses  ranging 
from  400  to  1,000  mg.  daily  including  subgroups  with  high, 
normal,  and  low  renin.  Small  increases  in  plasma  potassium 
were  noted  which  may  have  resulted  from  enhanced  renal 
resorbtion  of  potassium  from  hyposecretion  of  aldosterone. 
Small  increases  in  pulse  rate  were  observed  which  may  have 
been  attributed  to  reflex  sympathetic  stimulation  as  a re- 
sponse to  the  decrease  in  blood  pressure. 

Lopez-Ovejero  et  al.4  have  reported  positive  results 
utilizing  captopril  to  manage  the  vascular  and  renal  crisis 
of  scleroderma  which  appears  to  involve  renin-induced 
vasoconstriction. 

Davis  et  al.5  demonstrated  that  captopril  was  useful  in 
the  treatment  of  chronic  heart  failure.  The  renin-an- 
giotension  system  is  thought  to  maintain  elevated  systemic 
vascular  resistance  to  this  condition.. 

Generally,  side-effects  of  captopril  have  been  minor. 
The  most  significant  adverse  effect  is  an  impressive  inci- 
dence of  rashes,  occasionally  associated  with  fever.6  There 
is  also  one  case  of  acute  renal  failure  reported  to  be  asso- 
ciated with  this  therapy.7 

In  conclusion,  captopril  is  an  orally  active  inhibitor  of 
angiotension-converting  enzyme  and  represents  a new  and 
effective  agent  for  the  treatment  of  hypertension.  It  may 
also  be  of  value  in  other  conditions  where  the  renin-an- 
giotensin system  is  involved  in  increased  vascular  resis- 
tance. The  drug  is  expected  to  be  submitted  for  FDA 
approval. 

1.  Ferguson,  R.  K.,  et  al.:  A specific  orally  active  inhibitor 

of  angiotensin-converting  enzyme  in  man,  Lancet  1:  775  (1977). 

2.  Brunner,  H.  R.,  et  al.:  Oral  angiotensin-converting  enzyme 
inhibitor  in  long-term  treatment  of  hypertensive  patients,  Ann. 
Int.  Med.  90:  19  (Jan.)  1979. 

3.  Gavras,  H.,  et  al.:  Antihypertensive  effect  of  the  oral  an- 
giotensin converting  eyzyme  inhibitor  SQ  14225  in  man,  New 
England  J.  Med.  298:  991  (May)  1978. 

4.  Lopez-Ovejero,  J.  A.,  et  al.:  Reversal  of  vascular  and  renal 

crises  of  scleroderma  by  oral  angiotensin-converting-enzyme 
blockade,  M.  Intel.  300:  1417  (June)  1979. 

5.  Davis,  R.,  et  al.:  Treatment  of  chronic  congestive  heart 
failure  with  captopril,  an  oral  inhibitor  of  angiotensin-converting 
enzyme,  New  England  J.  Med.  301: 1 17  (July)  1979. 


1270  New  York  State  Journal  of  Medicine/July  1980 


6.  Capoten  proteinuria  experience,  “The  Pink  Sheet,”  F-D-C 
Rep.  41(19):  7 (May  7)  1979. 
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Do  you  have  any  information  regarding  the  value  of 
cyclandelate  in  diabetic  retinopathy ? 

Vascular  deterioration  is  a common  complication  of  di- 
abetes mellitus,  and  retinal  changes  have  been  observed 
in  90  percent  of  diabetics  with  15  years  of  clinical  disease.1 
Vascular  hemorrhaging,  associated  with  microaneurysms, 
may  produce  scar  tissue  formation  and  lead  to  retinal  de- 
tachment.2 It  has  been  proposed  that  these  microaneu- 
rysms may  result  from  hypoxic  injury.3  Thus,  drugs  which 
may  reduce  hypoxia  possibly  have  a role  in  decreasing 
vascular  complications  of  diabetes  mellitus. 

Cunha-Vaz  et  al.4  in  a controlled  double-blind  study 
compared  cyclandelate  (Cyclospasmol)  to  placebo  in  pre- 
venting diabetic  retinopathy.  Six  diabetic  men  and  16 
diabetic  women  with  no  history  of  eye  disease  or  evidence 
of  retinal  lesions  participated  in  this  trial.  A dosage  regi- 
men of  either  cyclandelate  400  mg.  or  placebo  was  given 
four  times  a day  for  a three-month  period.  Each  person 
was  assessed  four  times  using  fluorescein  penetration  as 
a measure  of  the  permeability  of  the  blood  retinal  barrier. 
Interpretation  of  data  suggests  that  during  the  first  two 
months,  a progressive  increase  in  permeability  ol  the  hlood 
retinal  barrier  occurred  in  both  groups.  However,  during 
the  third  month,  the  cyclandelate-treated  subjects  showed 
improvement  in  abnormal  blood  vessel  permeability. 

In  conclusion,  further  studies  are  needed  to  determine 
whether  cyclandelate  or  other  drugs  which  may  protect 
against  hypoxic  injury  would  be  beneficial  in  reducing 
retinal  vascular  complications  associated  with  diabetes. 

1.  Textbook  of  Medicine,  15th  ed.,  Philadelphia,  Pennsylva- 
nia, VV.  B.  Saunders  Company,  1979,  p.  1976. 
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York,  New  York,  McGraw-Hill  Book  Company,  1974,  p.  547. 

3.  Ditzel,  J.,  and  Standi,  E.:  The  problem  of  tissue  oxyge- 
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Do  large  doses  of  ascorbic  acid  (vitamin  C ) exert  a 
beneficial  effect  in  the  treatment  of  cancer? 

Numerous  studies  have  been  conducted  to  determine  the 
effects  of  large  daily  doses  of  vitamin  C on  a variety  of  in- 
fectious and  other  disease  processes.  Several  authors  have 
concentrated  their  efforts  on  the  efficacy  of  vitamin  C in 
the  treatment  of  cancer.1-3 

Cameron  et  al.4-7  published  a variety  of  articles  dealing 
with  the  use  of  ascorbic  acid  in  the  orthomolecular  treat- 
ment of  cancer.  They  claimed  justification  for  use  of  the 
vitamin  because  of  the  following:  (1)  a protective  role  in 
the  maintenance  of  an  intracellular  matrix  and  collagen 
formation,  (2)  systemic  depletion  resulting  from  a high 
concentration  of  the  vitamin  in  the  neoplasm,  (3)  pro- 
phylactic properties  of  the  vitamin  in  maintaining  immu- 
nocompetence  and  host  resistance  to  neoplasm,  (4)  inhi- 
bition of  the  conversion  of  nitrites  to  nitrosamines,  and  (5) 
several  other  effects  on  biologic  function.7  Their  published 
data  also  indicated  tumor  regression  in  some  patients  who 
received  10  Gm.  per  day  of  vitamin  C administered  either 
intravenously  or  orally.5  However,  these  findings  have 
been  questioned.8 

Recently  Creagan  et  al.8  conducted  a controlled,  dou- 
ble-blind, randomized  study  in  123  patients  to  evaluate  the 
efficacy  of  vitamin  C on  the  symptoms  and  survival  of  pa- 


tients with  advanced  and  preterminal  cancer.  Parameters 
that  were  analyzed  included  survival  rates,  symptomatic 
benefits  (appetite,  pain,  and  strength),  and  toxicities 
(nausea,  vomiting,  and  heartburn).  This  study  showed  no 
significant  differences  between  the  placebo  and  the  vitamin 
C-treated  groups. 

At  present  there  is  a lack  of  conclusive  data  to  support 
the  concept  of  a beneficial  effect  from  large  doses  of  vita- 
min C in  the  treatment  of  cancer  patients. 
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Do  you  have  any  information  concerning  tocainide? 

Tocainide,  under  investigation  by  Astra  Pharmaceutical 
Products,  Inc.,  is  a new  antiarrhythmic  drug  chemically 
similar  to  lidocaine.  It  has  been  found  to  be  effective  when 
administered  orally  against  chronic  ventricular  arrhyth- 
mias associated  with  a variety  of  cardiac  diseases.1 

Ryan  et  al.2  studied  the  efficacy  of  tocainide  in  30  pa- 
tients with  ventricular  arrhythmias  refractory  to  quinidine, 
procainamide  (Pronestyl),  and  propranolol  (Inderal).  The 
dose  of  tocainide  ranged  from  400  to  800  mg.  every  eight 
hours.  The  investigators  found  that  18  patients  responded 
to  tocainide  in  that  it  abolished  ventricular  tachycardia, 
and/or  ventricular  premature  beats  were  suppressed  by  75 
percent  or  more.  The  authors  concluded  that  tocainide 
is  an  effective  oral  agent  for  the  therapy  of  potentially  le- 
thal ventricular  arrhythmias  refractory  to  other  medica- 
tions. 

Winkle  and  associates3  evaluated  long-term  tocainide 
therapy  in  17  patients  with  ventricular  arrhythmias. 
Doses  ranged  from  300  to  700  mg.  every  eight  hours.  The 
authors  found  that  tocainide  controlled  arrhythmias  in 
nine  patients,  with  criteria  of  success  being  continued  re- 
duction of  ectopic  beats  and/or  control  of  symptomatic 
recurrences.  Tocainide  therapy  was  unsuccessful  in  eight 
patients:  three  died  during  therapy,  and  five  had  no 

antiarrhythmic  response. 

Woosley  and  coworkers4  studied  the  antiarrhythmic 
effects  of  tocainide  utilizing  a cross-over,  placebo-con- 
trolled design  in  patients  with  ventricular  premature  de- 
polarizations associated  with  coronary  artery  disease  and 
previous  myocardial  infarction,  pulmonary  disease,  or  mild 
essential  hypertension.  Twelve  patients  were  given  an 
intial  loading  dose  of  400  to  600  mg.  of  the  drug  and  a 
maintenance  dose  every  12  hours.  Every  48  hours,  the  dose 
was  increased  until  either  arrhythmic  suppression  or 
side-effects  occurred.  Eight  patients  showed  a 76  to  95 
percent  reduction  in  the  frequency  of  ventricular  prema- 
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ture  depolarizations.  The  data  indicated  that  the  drug  can 
suppress  this  arrhythmia  for  8 to  12  hours  in  many  patients 
and  that  continuous  suppression  was  possible  on  an  8 to 
12-hour  dosage  regimen. 

Side-effects,  for  the  most  part,  are  manifested  in  the 
central  nervous  system.  These  effects  are  usually  mild  and 
usually  transient.  Tremors,  hot  and  cold  sensations, 
nausea,  and  rash  have  been  most  frequently  reported. 
Less  frequently  reported  have  been  dizziness,  light-head- 
edness, anxiety,  incoordination,  paresthesia,  and  consti- 
pation.2’3 

In  conclusion,  tocainide,  a lidocaine  analogue,  is  orally 
effective,  has  a relatively  long  half-life,  and  possibly  a low 
incidence  of  serious  side-effects.  It  appears  to  be  a useful 
new  antiarrhythmic  agent. 
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Provide  information  about  gossypol  as  an  oral  contra- 
ceptive for  men. 

Gossypol  is  a phenolic  compound  isolated  from  the  seeds, 
stems,  and  roots  of  cotton  plants.  The  chemical  has  been 
known  for  years  as  the  toxic  principle  left  in  the  cottonseed 
cake  after  cottonseed  oil  extraction.  It  is  also  present  in 
the  cold  pressed  cottonseed  oil  from  which  it  may  be  re- 
moved by  reacting  with  alkali.1 

Extremely  low  birth  rates  in  China’s  Hebeh  province 
were  traced  to  the  use  of  crude  cottonseed  oil  for  cooking 
purposes.2  After  prolonged  investigation,  it  was  deter- 
mined that  male  infertility  was  related  to  the  gossypol 
content  of  the  oil.  After  a short  period  of  animal  studies, 
the  Chinese  in  1972  undertook  widespread  clinical  trials 
of  gossypol  as  a contraceptive  agent.2 

Over  4,000  men  have  undergone  treatment  with  the  drug, 
some  for  as  long  as  four  years.  Infertility  resulted  after  two 
months  of  a daily  dose  of  20  mg.,  and  then  the  participants 
were  maintained  on  150  to  220  mg.  per  month  in  divided 
doses.3  The  drug  apparently  did  not  decrease  libido  in 
most  test  subjects  and  had  not  been  reported  to  impair 
potency.2  Semen  analysis  at  various  intervals  showed  a 
decrease  in  motile  sperm,  malformed  spermatozoa,  and 
then  a decrease  in  sperm  count,  leading  to  azospermia.2 
On  discontinuation  of  the  substance,  the  antifertility  effect 
completely  reversed  itself  within  three  months. 

No  obvious  toxic  effects  or  pathologic  changes  were  ob- 
served in  human  and  animal  studies.  Levels  of  leutinizing 
hormone  and  testosterone  were  unchanged  and  apparently 
indicate  that  gossypol  does  not  affect  hormonal  bal- 
ances.2 

Adverse  reactions  reported  to  date  include  transient  and 
reversible  weakness  in  10  percent  of  test  subjects  on  initi- 
ation of  therapy.  In  addition,  appetite  changes,  gastric 
discomfort,  and  nausea  have  been  noted.3  A few  cases  of 
slight  electrocardiographic  changes  and  disturbances  in 
potassium  metabolism  have  occurred.  No  chromosomal 
changes  have  been  observed  nor  have  tests  shown  any 
mutagenic  effects  of  the  drug.4 

In  conclusion,  preliminary  data  indicated  that  gossypol 
may  offer  an  excellent,  new  approach  to  contraception. 
Further  testing  is  required  to  elucidate  the  drug’s  mecha- 
nism and  to  determine  its  adverse  and  possible  toxic  ef- 


fects. 
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Please  provide  me  with  information  concerning  the  new 
tetracyclic  antidepressant — mianserin. 

Mianserin,  developed  by  Organon,  is  a new  tetracyclic 
antidepressant  currently  under  investigation  in  the  United 
States.  Although  originally  developed  as  an  antihista- 
mine-antiserotonin agent  for  treating  allergies,  it  was 
shown  to  possess  mood-elevating  and  sedative  effects. 
Clinical  studies  have  indicated  that  mianserin  has  overall 
efficacy  in  treating  depressive  illness  comparable  to  ami- 
triptyline (Elavil)  and  imipramine  (Tofranil),  with  anti- 
anxiety effects  similar  to  those  of  diazepam  (Valium).  The 
drug  does  not  influence  the  re-uptake  of  amines,  as  do  the 
tricyclics,  nor  is  it  a monoamine  oxidase  inhibitor.  Also 
unlike  the  tricyclics,  mianserin  does  not  significantly  de- 
crease the  antihypertensive  effects  of  guanethidine 
(Ismelin)  or  clonidine  (Catapres).  Mianserin  has  also  been 
shown  to  produce  fewer  cardiovascular  and  anticholinergic 
side-effects  than  the  tricyclic  antidepressants.1-3 

Coppen  et  al.2  investigated  the  antidepressant  activity 
of  mianserin  and  compared  it  to  amitriptyline  in  39  pa- 
tients suffering  from  primary  depressive  illness.  The  ef- 
ficacy of  both  drugs  appeard  similar,  but  the  incidence  of 
side-effects  was  significantly  higher  with  amitriptyline. 

Wheatley3  conducted  a double-blind  study  to  compare 
the  effectiveness  of  mianserin  and  amitripyline  in  79  de- 
pressed patients.  The  antidepressant  effects  of  both  drugs 
as  well  as  the  overall  incidence  of  side-effects  were  not 
statistically  different.  Drowsiness  was  more  common  in 
the  miaserin  group  (28  versus  15  percent)  and  dry  mouth 
was  more  common  in  the  amitriptyline  group  (20  versus  10 
percent). 

Russell  and  associates,4  in  a double-blind  trial,  compared 
the  antidepressant  effects  of  mianserin  to  diazepam  in  46 
patients  with  moderate  to  severe  degrees  of  depression. 
The  authors  found  mianserin  as  effective  as  diazepam  in 
reducing  anxious  depression,  but  more  effective  than  di- 
azepam in  reducing  other  types  of  depression.  Very  few 
side-effects  were  encountered  with  either  drug.  However, 
a major  epileptic  seizure  associated  with  mianserin  has 
recently  been  reported.5 

In  conclusion,  it  appears  that  mianserin  is  a useful  an- 
tidepressant with  anti-anxiety  properties.  It  may  produce 
fewer  cardiovascular  and  anticholinergic  side-effects  than 
the  tricyclic  antidepressants.  Since  mianserin  does  not 
influence  the  uptake  of  amines,  its  antidepressant  effects 
are  difficult  to  reconcile  with  the  biogenic  amine  theory  of 
affective  disorders. 

1 . Facts  and  Comparisons,  St.  Louis,  Mo.,  1978,  p.775. 

2.  Coppen,  A.,  et  al.:  Mianserin  hydrochloride:  A novel 

antidepressant,  Brit.  J.  Psychiat.  129:  342  (1976). 

3.  Wheatley,  1).:  Controlled  clinical  trial  of  a new  antide- 

pressant (Org.  GB  94)  of  novel  chemical  formulation,  Curr.  Ther. 
Res.  18:  849  (1975). 

4.  Russell,  G.  F.,  et  al.:  Comparative  double-blind  trial  of 

mianserin  hydrochloride  (Organon  GB  94)  and  diazepam  in  pa- 
tients with  depressive  illness  Brit.  J.  Clin.  Pharmacol,  (supp.  5) 
1:  57S  (1978). 

5.  Mikhail,  W.  I.:  Epileptogenic  effect  of  mianserin,  Lancet 

2:  969.  (Nov.)  1979. 


1272  New  York  State  Journal  of  Medicine/July  1980 


Do  you  have  any  information  concerning  the  topical  use 
of  boric  acid  for  treatment  of  cold  sores? 

Boric  acid  is  known  to  have  weak  bacteriostatic  and 
fungistatic  activities.1  In  the  form  of  various  solutions, 
powders,  and  ointments,  it  has  been  widely  used  as  a mild 
nonirritant  topical  antiseptic  for  the  treatment  of  in- 
flammation of  the  skin,  mucous  membranes,  and 
wounds.2 

Skinner  and  Hartley'  studied  the  effects  of  horic  acid  in 
patients  with  cold  sores  and  in  vitro  on  two  types  of  herpes 
simplex  viruses.  In  a double-blind  trial,  14  patients  were 
given  a 4 percent  boric  acid  ointment  for  topical  applicat  ion 
four  times  a day  for  five  days.  Eleven  other  patients  used 
a placebo  ointment  in  an  identical  fashion.  After  one  week, 
13  of  the  14  patients  who  used  the  active  preparation  re- 
ported improvement  in  their  condition,  while  only  3 in  the 
control  group  reported  positive  results.  No  adverse  effects 
were  seen.  The  in  vitro  portion  of  the  study  involved  tissue 
cultures  of  herpes  viruses  incubated  with  different  con- 
centrations of  sodium  borate.  It  was  observed  that  20  mM. 
per  liter  or  higher  concentrations  inhibited  virus  replica- 
tion. No  cytopat hie  effects  were  seen.  The  investigation 
suggested  that  this  inhibition  of  viral  replication  may  be 
dependent  on  cessation  of  cell  protein  synthesis. 

In  conclusion,  a preliminary  report  suggested  that  boric 
acid  was  effective  as  a local  antiherpetic  agent.  Intoxica- 
tion has  been  reported  from  topical  use  of  boric  acid.4 
Further  trials  concerning  the  antiherpetic  effects  of  boric 
acid  appear  to  be  warranted. 

1.  Martindale  The  Extra  Pharmacopeia,  27th  ed.,  London, 

■ England,  Pharmaceutical  Press,  1977,  p.  271. 

2.  United  States  Dispensatory,  27th  ed.  Philadelphia,  Pa.,  J. 
B.  Lippincott  Company,  1973,  p.  199. 

3.  Skinner,  G.  R.  B.,  and  Hartley,  C.  E.:  Possible  treatment 

for  cold  sores,  Brit.  M.  J.  2:  704  (Sept.)  1979. 

4.  The  Pharmacological  Basis  of  Therapeutics,  5th  ed.,  New 
York,  Macmillan  Publishing  Company,  Inc.,  1975,  p.  994. 

Does  fenfluramine  have  an  anti-diabetic  effect? 

Fenfluramine  (Pondimin)  is  an  anorectic  drug  struc- 
turally related  to  amphetamine.1  However,  unlike  the 
amphetamines,  fenfluramine  at  therapeutic  doses  produces 
central  nervous  system  depression  more  often  than  stim- 
ulation and  does  not  raise  blood  sugar  levels.2  In  fact, 
there  is  some  evidence  that  fenfluramine  actually  lowers 
blood  glucose  levels  independently  of  its  appetite-sup- 
pressant effect.2 

Butterfield  and  Wichlow4  and  Turtle  and  Burgess,5  have 
shown  that  glucose  uptake  by  muscle  is  increased  by  fen- 
fluramine in  human  beings.  Data  also  indicated  that 
fenfluramine  treatment  of  obesity  in  maturity-onset  dia- 
betes resulted  in  less  insulin  needed  to  maintain  the  same 
level  of  glucose  tolerance.3 

Ten  obese  female  diabetics  participated  in  a single-blind 
crossover  study.6  Under  supervision,  these  subjects  con- 
sumed 1,200-calorie  diabetic  diets  and  received  both  fen- 
fluramine and  placebo  each  singly  for  seven  days.  The 
intravenous  glucose-tolerance  test  revealed  moderate  falls 
in  the  24-hour  blood  glucose  levels  during  fenfluramine 
treatments.  Since  the  patients  consumed  the  same 
amount  of  calories  in  the  periods  of  fenfluramine  and 
placebo  treatment,  and  no  significant  weight  loss  was  found 
in  either  period,  these  findings  support  the  hypothesis  that 
fenfluramine  has  a blood  glucose-lowering  effect  inde- 
pendent of  its  anorexigenic  action.  The  hypoglycemic 
effect,  however,  was  small  and  much  less  pronounced  than 
the  effects  of  sulfonylureas  or  biguanides.6 


In  a random  allocation  trial,  the  hypoglycemic  action  of 
fenfluramine  was  compared  with  that  of  phenformin  (DBI, 
Meltrol)  in  16  obese  diabetics.  Patients  were  first  placed 
on  eight  weeks  of  dietary  restriction  of  carbohydrates,  and 
a routine  oral  glucose-tolerance  test  was  performed. 
Subjects  were  then  randomly  divided  into  two  equal 
groups;  one  received  phenformin  50  mg.  twice  daily  and  the 
other  fenfluramine  20  mg.  four  times  daily.  After  two 
months,  the  glucose-tolerance  tests  were  repeated.  The 
results  indicated  that  there  was  a significant  improvement 
in  glucose  tolerance  in  both  groups  of  patients,  but  the 
improvement  was  better  in  the  fenfluramine-treated 
group. 

Trygstad  et  al.8  described  a case  in  which  fenfluramine 
60  mg.  twice  daily  was  used  successfully  to  treat  a 15- 
year-old  female  diabetic  who  exhibited  high  fasting-blood 
sugar,  hyperlipidemia,  and  insulin  resistance. 

In  conclusion,  several  studies  suggest  that  fenfluramine 
may  exhibit  some  antidiabetic  activity  independent  of  its 
anorexic  effect. 
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Practitioner  216:  577  (1976). 
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Do  you  have  any  information  on  the  use  of  estrogens  for 
the  treatment  of  severe  depression? 

Current  theories  propose  that  depression  involves  im- 
pairment in  central  adrenergic  functions.1  Estrogens  have 
been  shown  to  influence  the  concentration  and  activity  of 
several  adrenergic  substances  in  man  and  animal.2-4 
There  is  a paucity  of  information  concerning  the  use  in  the 
treatment  of  depression. 

Klaiber  et  al.5  conducted  a study  on  40  women  with 
major  depressive  disorders.  Subjects  were  divided  into 
pre-  and  postmenopausal  groups  and  randomly  assigned 
to  either  placebo  or  estrogen  therapy.  No  antidepressant 
drugs  were  administered  to  the  subjects.  Treatment 
consisted  of  5 mg.  daily  of  conjugated  estrogen  (Premarin) 
administered  in  a cyclic  fashion  monthly  for  three  men- 
strual cycles  for  the  premenopausal  women  and  for  12 
weeks  for  the  postmenopausal  group.  Results  indicated 
a statistically  significant  improvement  in  depression  as 
rated  by  the  Hamilton  scale  of  depression  for  those  who 
received  estrogen,  but  the  placebo-treated  group  remained 
essentially  unchanged.  This  improvement  was  seen  in 
both  pre-  and  postmenopausal  woman,  and  as  therapy 
progressed  so  did  the  patients  from  a “severely”  to  a 
“moderately”  depressed  condition.  Analysis  of  plasma 
revealed  that  estrogen  therapy  produced  significant  low- 
ering of  monoamine  oxidase  activity,  an  enzyme  involved 
in  the  regulation  of  catecholamines. 

In  conclusion,  preliminary  data  indicated  that  estrogen 
administration  in  a markedly  high  dose  may  exert  a ben- 
eficial effect  on  severely  depressed  pre-  and  postmeno- 
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pausal  women.  Possible  side-effects  of  such  therapy  would 
be  of  major  concern. 
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What  is  the  clinical  importance  of  the  phenytoin-iso- 
niazid  interaction? 

The  need  for  combined  therapy  with  phenytoin  (Di- 
lantin) and  isoniazid  (Nydrazid)  may  arise.  A clinically 
significant  interaction  manifested  by  high  serum  phenytoin 
levels  and/or  toxic  effects  on  the  CNS  (central  nervous 
system)  has  been  well  documented.1-3 

Miller  et  al. 1 provided  quantitative  data  from  the  Boston 
Collaborative  Drug  Surveillance  Program  concerning  the 
phenytoin-isoniazid  interaction.  Six  of  22  hospitalized 
medical  patients  who  received  the  combination  concur- 
rently for  at  least  five  days  experienced  various  toxic  CNS 
effects.  Adverse  effects  ranged  from  those  typical  of 
phenytoin  toxicity  to  unusual  symptoms  of  psychotic  dis- 
orders, convulsions,  and  coma.  In  contrast,  only  30  of  1,093 
patients  who  received  phenytoin  without  isoniazid  expe- 
rienced toxic  effects  on  CNS.  The  difference  in  incidence 
is  highly  significant. 

Murray,2  Kutt  et  al.,3  and  Brennan  et  al.4  in  various 
studies  and  reports  described  the  rapid  development  of 
high  serum  phenytoin  levels  and/or  toxic  CNS  effects  in 
patients  who  received  concurrent  phenytoin  and  isoniazid 
therapy.  The  interaction  appeared  to  be  restricted  to 
subjects  who  were  slow  inactivators  of  isoniazid. 

Although  the  exact  mechanism  of  interaction  is  not 
known,  it  may  result  from  isoniazid’s  inhibition  of  the 
metabolism  of  phenytoin  by  the  microsomal  system.5  This 
would  result  in  impaired  clearance  of  phenytoin. 

In  conclusion,  there  is  documentation,  especially  in  slow 
inactivators  of  isoniazid,  that  administration  of  phenytoin 
and  isoniazid  concurrently  resulted  in  toxic  CNS  effects 
and/or  high  serum  phenytoin  levels.  If  the  two  drugs  are 
to  be  used  concurrently,  the  patient  should  be  watched 
closely  for  signs  of  phenytoin  toxicity,  and  the  serum 
phenytoin  levels  should  be  monitored. 
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Do  you  have  any  information  concerning  verapamil? 

Verapamil  is  a synthetic  papaverine  derivative  currently 
under  investigation  by  Knoll  in  the  United  States.  It  has 
been  shown  effective  in  the  management  of  atrial  tachy- 
arrhythmias, angina,  and  possibly  hypertension,  and  is  the 
prototype  of  agents  that  inhibit  membrane  transport  of 
calcium  in  different  excitable  tissues. 

Soler-Soler  et  al.1  studied  the  effects  of  intravenously 
administered  verapamil  in  14  infants  exhibiting  sponta- 
neous paroxysmal  supraventricular  tachycardias.  The 
drug  was  found  to  be  highly  effective,  rapid  in  action,  and 
lacked  undesirable  side-effects. 

Hagemeijer2  utilized  verapamil  intravenously  in  16  pa- 
tients for  managing  sustained  supraventricular  tachyar- 
rhythmias occurring  within  72  hours  after  the  first  symp- 
tom of  a myocardial  infarction.  In  all  patients  the  ven- 
tricular rate  could  be  slowed  to  below  100  per  minute 
without  untoward  effects.  Reversion  to  sinus  rhythm  was 
observed  in  seven  of  eight  patients  with  atrial  flutter  and 
one  of  eight  patients  in  atrial  fibrillation. 

Klein  et  al3  studied  the  effects  of  orally  administered 
verapamil  in  23  well-digitalized  patients  with  chronic  atrial 
fibrillation  of  various  etiology.  Verapamil  substantially 
reduced  the  excessive  heart  rate  response  to  exercise  in 
these  patients. 

Parodi  et  al.4  conducted  a double-blind,  crossover  study 
utilizing  verapamil  and  placebo  per  os  in  12  patients  who 
exhibited  frequent  daily  attacks  of  angina  at  rest  attributed 
to  coronary  vasospasm.  Transient  ischemic  attacks  with 
or  without  pain,  as  documented  by  continuous  electro- 
cardiographic monitoring,  were  significantly  reduced  by 
verapamil. 

Lewis  and  associates5  studied  the  effects  of  verapamil 
in  the  management  of  48  hypertensive  patients:  26  pa- 
tients were  on  no  therapy,  14  on  beta  blockers,  and  8 on 
methyldopa  (Aldomet).  Blood  pressures  were  more  sat- 
isfactorily controlled  by  verapamil  than  the  initial  drug, 
and  side-effects  were  markedly  reduced. 

Verapamil,  when  administered  orally,  is  extremely  well 
tolerated,  and  only  a few  side-effects  have  been  encoun- 
tered following  intravenous  adminstration.6  These  include 
transient  hypotension  and  prolonged  atrioventricular 
conduction  times.  Rarely,  severe  hypotension,  brady- 
cardia, or  asystole  have  been  reported,  and  most  cases  oc- 
curred in  patients  previously  treated  with  beta-adrenergic 
blocking  drugs. 

In  conclusion,  these  studies  and  others  indicate  that 
verapamil  is  a novel  antiarrhythmic  and  antianginal  agent. 
It  is  also  possibly  effective  as  an  antihypertensive.  The 
data  are  encouraging,  and  further  trials  to  define  its  role 
in  the  therapy  of  cardiovascular  disorders  are  war- 
ranted. 
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Biosafety  committee  directs 
recombinant  DNA  research 
at  the  State  University  at  Buffalo 

Three  scientists  at  the  State  University  at  Buffalo  are 
conducting  research  projects  that  involve  the  use  of  re- 
combinant DNA  techniques,  the  chairman  of  the  univer- 
sity’s Biosafety  Committee  has  announced. 

Dr.  Joseph  Kite,  chairman  of  the  15-member  committee 
that  was  appointed  by  U/B  President  Robert  L.  Ketter  in 
May,  1978,  said  that  recombinant  DNA  research  began  on 
campus  early  this  year  and  is  closely  monitored  by  the 
committee,  which  has  developed  an  extensive  series  of 
guidelines  and  restrictions  to  regulate  it. 

All  recombinant  DNA  research  is  subject  to  guidelines 
issued  in  1976  and  revised  in  1978  by  the  National  Insti- 
tutes of  Health.  The  U/B  guidelines  developed  by  the 
Biosafety  Committee  are  more  rigid  than  the  NIH  guide- 
lines, Dr.  Kite  pointed  out. 

“We  are  not  just  a rubber  stamp  committee  for  the 
NIH,”  he  said.  “In  no  way  would  our  guidelines  ever  be 
more  relaxed  than  those  of  NIH.” 

The  host  organism  used  in  the  U/B  research  is  a strain 
of  Escherichia  coli,  a very  common  bacterial  cell  used  as 
a tool  for  many  years  by  microbiologists.  This  strain,  E. 
coli  K12,  is  considered  extremely  safe  for  recombinant 
DNA  research  because  evidence  so  far  indicates  that  it 
cannot  survive  outside  laboratory  conditions. 

The  technique  itself  involves  the  “cutting”  of  the  DNA 
molecule  by  exposing  it  to  certain  proteins  called  restriction 
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enzymes,  which  break  the  double  chain  of  the  DNA  mole- 
cule at  particular  points  in  the  nucleotide  sequence.  If  the 
same  restriction  enzyme  is  used  on  DNA  from  two  different 
sources  so  that  the  break  will  occur  at  the  appropriate 
target  sequence,  the  ends  of  the  separate  molecules  will  be 
compatible  and  can  be  rejoined,  or  recombined,  into  a new 
single  DNA  molecule. 

This  new  DNA  molecule,  made  up  of  sequences  from 
separate  organisms,  is  then  put  into  a suitable  host  cell. 
When  it  propagates,  it  will  generate  exact  replicas  of  the 
recombined  DNA. 

E.  coli  may  have,  in  addition  to  its  single  large  circular 
chromosome,  one  or  more  independently  replicating, 
smaller  loops  of  DNA  known  as  plasmids  which  are  also 
used  as  vehicles  in  the  recombinant  technique.  These 
plasmids  are  broken  open  by  restriction  enzymes  and  used 
as  one  component  of  a recombinant  (linked  with  DNA  from 
another  organism)  and  returned  to  a whole  cell.  When  the 
cell  multiplies,  it  will  copy  the  new  plasmid  containing  the 
inserted  nucleotide  sequence  from  the  foreign  source. 

Other  scientists  feel  that  possible  benefits,  such  as  using 
the  technique  to  direct  cells  to  produce  beneficial  sub- 
stances like  human  insulin,  are  worth  the  risk. 

Even  so,  Dr.  Kite  emphasized  that  all  aspects  of  re- 
combinant DNA  research  on  campus  are  closely  monitored. 
Before  a researcher  can  even  apply  for  funding  for  such 
research,  he  or  she  must  obtain  the  initial  approval  of  the 
Biosafety  Committee,  which  not  only  reviews  the  experi- 
ments proposed  but  also  the  background  of  the  principal 
investigator  and  the  physical  properties  of  the  laboratory 
to  be  used. 
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SINEQUAN 


(DOXEPIN  HCI) 


150-mg ,+  100-mg,  75-mg,  50-mg,  25-mg, 

and  10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg/ml,  120-ml  (4-oz)  bottles 


' 


The  total  daily  dosage  of  Sirtequcm,  up  to  150  mg,  may  be  administered  on  a once-o-day  schedule  without 

loss  of  effectiveness. 

^The  150-mg  capsule  strength  is  intended  for  maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


'I'J'jdTt  jji  ,1  / 'in  l -/i1  ,V r<  i‘‘  '<  V,  ‘.1  'l  * L 


Antidepressant  effectiveness  with 
)nvenient  once-a-day  h.s.  dosage" 


Antidepressant 

Effectiveness 


SINEQUAN 


(DOXEPIN  HCI) 


150-mg*  100-mg,  75-mg,  50-mg,  25-mg, 

and  10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg/ml,  120-ml  (4-oz)  bottles 


*The  150-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


Convenient  once-a-day  h.s.  dosage 

which  may  improve  patient  compliance.  The  total 
daily  dosage,  up  to  150  mg  per  day,  may  be  given 
on  a once-a-day  schedule  without  loss  of 
effectiveness.  Sinequan  may  also  be  given  on  a 
divided  dosage  schedule  up  to  300  mg  per  day. 

Prominent  sedative  effect 

which  may  help  to  relieve  the  difficulty  in  falling  and 
staying  asleep,  and  the  early-morning  awakening 
often  associated  with  depression. 

Established  antianxiety  activity 

to  help  alleviate  the  anxiety  which  often 
accompanies  clinical  depression. 

Usually  well  tolerated 

at  doses  up  to  150  mg  per  day,  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guanethidine  and  related  compounds.  Tachycardia 
and  hypotension  have  been  reported  occasionally. 
Drowsiness  is  the  most  commonly  observed  side 
effect.  Dry  mouth,  blurred  vision,  constipation  and 
urinary  retention  have  been  reported. 

Extended  range  of  dosage  strengths 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN’  (doxepin  HCI)  Capsules/Oral  Concentrate 
Contraindications.  SINEQUAN  is  contraindicated  in  individuals  who  have  shown  hypersem 
to  the  drug  Possibility  of  cross  sensitivity  with  other  dibenzoxepmes  should  be  kept  in  mini 

SINEQUAN  is  contraindicated  in  patients  with  glaucoma  or  a tendency  to  urinary  retei 
These  disorders  should  be  ruled  out.  particularly  in  older  patients 
Warnings.  The  once-a-day  dosage  regimen  of  SINEQUAN  in  patients  with  intercurrent  ill™ 
patients  taking  other  medications  should  be  carefully  adjusted  This  is  espec.ally  import! 
patients  receiving  other  medications  with  anticholinergic  effects. 

Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  gens 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition. 

Usage  in  Pregnancy:  Reproduction  studies  have  been  performed  in  rats,  rabbits,  monk 
and  dogs  and  there  was  no  evidence  of  harm  to  the  animal  fetus  The  relevance  to  humans  js 
known  Since  there  is  no  experience  in  pregnant  women  who  have  received  this  drug,  safe’ 
pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of  the  dru 
human  milk  and  its  effect  on  the  nursing  infant 

Usage  in  Children:  The  use  of  SINEQUAN  in  children  under  12  years  of  age  is  not  reo 
mended  because  safe  conditions  for  its  use  have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore.  MAO  inhibitors  should 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  SINEQUAN 
exact  length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  usedj 
length  of  time  it  has  been  administered,  and  the  dosage  involved. 

Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the  dar 
inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially  imports' 
patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug . patients  should  be  warns 
the  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  « 
taking  the  drug  Patients  should  also  be  cautioned  that  their  response  to  alcohol  may 
potentiated 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  until  signifii 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  cours 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount. 

Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  ma 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE:  Some  of  the  adverse  reactions  noted  below  have  not  t 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological  similai 
among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing  SINEQUAN. 

Anticholinergic  Effects:  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  I 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  ma> 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect, 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects 
confusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyran 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  t 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred,  j 

Hematologic  Eosinophilia  has  been  reported  in  a few  patients  There  have  been  occas 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  th 
bocytopenia,  and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia, 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects  ) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargei 
of  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  I 
reported  with  tricyclic  administration 

Other  Dizziness,  tinnitus,  weight  gam,  sweating,  chills,  fatigue,  weakness,  flushing,  jauni 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects 
Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a sta 
daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or  decreas 
appropriate  intervals  and  according  to  individual  response  The  usual  optimum  dose  range 
mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  mcrea 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceed 
dose  of  300  mg/day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  ore 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  doses  a’ 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  may  be  given  on  a divided  or  once-a-day  do 
schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  it 
mg/day  This  dose  may  be  given  at  bedtime  The  150  mg  capsule  strength  is  intende 
maintenance  therapy  only  and  is  not  recommended  tor  initiation  of  treatment. 

Anti-anxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  r 
may  not  be  evident  for  two  to  three  weeks 
Over  do  sage. 

A Signs  and  Symptoms 

1 Mild  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias 


tachycardias 

Also:  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ill 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild  Observation  and  supportive  therapy  is  all  that  is  usually  necessary. 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggre 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautio 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  abso 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  la 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  pa'- 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  i-' 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  wii  . 
appropriate  antiarrhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  int> 
nous  administration  of  1 mg  to  3 mg  of  physostigmine  salicylate  Because  physostigm 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respo 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  de 
sion.  Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdc 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg.  7 1 

and  100  mg  doxepin  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (10  x 10  s)  25  m. 

50  mg  doxepin  bottles  of  100,  1000.  5000.  and  unit-dose  packages  of  100  (10  x 10s)  15 
doxepin  bottles  of  50,  500.  and  unit-dose  packages  of  100  (10  x 10's)  SINEQUAN  Oral  Co 
trate  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated  al  5 mg.  10  rt  jj 
mg  20  mg  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg  doxepin  Just  p 
administration,  SINEQUAN  Oral  Concentrate  should  be  diluted  with  approximately  120  t 
water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or  pineapple  |uice 
QUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  of  carbonated  bever  j 
For  those  patients  requiring  antidepressant  therapy  who  are  on  methadone  maintenance. 
QUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed  together  with  Gato  b 

lemonade,  orange  juice,  sugar  water,  Tang,®  or  water,  but  not  with  grape  juice  Preparatio  ^ 

storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request. 
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LABORATORIES  DIVISION 

PFIZER  INC 


Radiologic  Problem 
of  the  Month 


Foot  Infection 


A 59  year  old  man  complains  of  long-standing  “foot 
trouble." 


Elucidation 

The  antroposterior  roentgenogram  of  the  left  foot 
demonstrates  a soft-tissue  swelling  in  the  region  of 
the  second  and  third  metatarsophalangeal  joints. 
Small  lucencies  (arrowheads)  in  the  center  of  the 
soft-tissue  swelling  indicate  gas  as  a result  of  infec- 
tion. Osteolysis  is  present  in  the  heads  of  second, 
third,  and  fifth  metatarsals  with  subluxation  of  the 
metatarsophalangeal  joints.  Osteosclerosis  of  the 
second  and  third  metatarsal  shafts  is  present  with 
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periosteal  proliferation.  Pencilling  and  sclerosis  of 
the  proximal  phalanges  of  fourth  and  fifth  toes  are 
also  noted. 

Peripheral  neuropathy  consisting  of  anesthesia, 
decreased  vibratory  and  pain  sense,  and  absence  of 
proprioception  is  a common  complication  of  diabetes 
mellitus.  Radiologically  detectable  abnormalities 
in  the  feet  of  diabetic  patients  are  common.1-3  The 
pathogenesis  of  “diabetic  foot”  depends  on  the  de- 
gree of  ischemia,  the  degree  of  neuropathy,  and  the 
severity  of  infection.  The  affected  tissues  are  de- 
prived of  protective  mechanisms  against  injury  and 
infection.  The  neurovascular  and  neurotraumatic 
factors  produce  changes  in  the  soft  tissues,  bones,  and 
joints  of  the  foot.  Soft-tissue  and  bone  infection 
complicate  these  changes. 

Radiologically,  the  soft-tissue  changes  include 
edema,  localized  swelling,  ulceration,  and  gas  due  to 
infection.  The  organism  responsible  for  the  pro- 
duction of  gas  is  Escherichia  coli  and  not  clostridium 
welchii.  Arterial  calcification  in  dorsalis  pedis  and 
its  branches  is  often  encountered.  The  osteolysis  of 
the  second  and  third  metatarsal  heads  noted  in  the 
figure  is  due  to  repeated  trauma  and  infection.  Os- 
teosclerosis and  periosteal  reaction  indicate  repara- 
tive new  bone.  Injury  to  ligamentous  structures 
produces  subluxation  with  disruption  of  articular 
margins.  Occasionally,  fracture  dislocation  at  the 
tarsometatarsal  joints  (Lisfranc’s)  may  be  encoun- 
tered. Pencilling  of  bone  often  referred  to  as  “sucked 
candy”  appearance  is  due  to  reparative  new  bone  at 
the  site  of  concentric  resorption.  The  degree  of  os- 
teopenia depends  more  on  the  degree  of  infection 
than  on  immobilization  of  the  foot.  This  roentgen- 
ologic spectrum  of  findings  may  be  encountered  in 
several  other  disorders  such  as  tabes  dorsalis,  leprosy, 
diseases  of  the  spinal  cord,  and  so  on  with  superim- 
posed infection. 

Diagnosis 

Diabetic  osteoarthropathy  of  foot 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly) 
is  indicated  in  the  treatment  of  the  following 
infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms 
Lower  respiratory  infections,  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diplococcus  pneumoniae) , 
Haemophilus  influenzae , and  S pyogenes 
(group  A beta- hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  ol  antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE). 

Antibiotics,  including  Ceclor,  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy,  particularly  to 
drugs 

Precautions:  It  an  allergic  reaction  to  cefaclor 
occurs,  the  drug  should  be  discontinued,  and.  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  e g , pressor  amines, 
antihistamines,  or  corticosteroids. 

Prolonged  use  ot  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics . In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  function. 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended 

Usage  In  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus 

Usage  in  Infancy — Safely  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


cor 

defbdor 


Pulvules1'.  250  and  500  mg 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below 

Gastrointestinal  symptoms  occurred  in  about 
percent  of  patients  and  included  diarrhea  (1  in  7 
and  nausea  and  vomiting  ( 1 in  90) 
Hypersensitivity  reactions  were  reported  in  at 
1 5 percent  of  patients  and  included  morbilhforn 
eruptions  (1  in  100)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  thar 
in  200  patients. 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  gemt 
pruritus  or  vaginitis  (less  than  1 in  100  patients) 
Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  SG0T.  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 
Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [07037- 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S pneumoniae  or  H influenzae  ’ 

Note  Ceclor®  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
and  should  be  given  cautiously  to  penicillin-aller;  I 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumati 
fever  See  prescribing  information 
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QUESTION  295.  The  patient  was  a 28-year-old  female  who  complained  of  brief  episodes  of  rapid  heart  beating. 
During  all  examinations  and  electrocardiograms  her  rhythm  was  regular  at  a rate  of  70  to  90  beats  per  minute.  A Holter 
monitor  was  obtained.  The  strip  is  representative.  At  the  time,  the  patient  complained  of  palpitations.  W hat  is  the 
rhythm? 


QUESTION  296.  A 68-year-old  male  was  admitted  for  a fainting  spell  one  day  prior  to  admission. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  295.  The  rhythm  is  regular  sinus  at  a 
rate  of  73  beats  per  minute.  There  is  a run  of  rapid 
supraventricular  beats  at  a rate  of  178  beats  per 
minute.  The  tachycardia  commences  with  an  atrial 
premature  depolarization  and  ends  with  a blocked 
P wave,  followed  by  a pause  and  return  of  regular 
sinus  rhythm.  There  is  slight  aberration  of  the  QRS 
during  the  tachycardia  probably  secondary  to  the 
rapid  rate. 

The  cause  of  this  young  woman’s  palpitations  was 
recurrent  brief  bouts  of  supraventricular  tachy- 
cardia. 


Question  296.  The  rhythm  is  regular  sinus  at  a 
rate  of  82  beats  per  minute.  The  QRS  measures  0.12 
second.  The  mean  electrical  axis  of  the  first  0.06 
second  in  the  frontal  plane  is  beyond  minus  60  de- 
grees. In  V i there  is  an  rSR'  pattern;  in  V6  a slurred 
S wave  is  present.  The  patient  has  left  anterior 
fascicular  block  plus  right  bundle  branch  block.  In 
addition,  a deep  Q is  present  in  V2  and  a QS  pattern 
in  V3,  diagnostic  of  an  anteroseptal  infarct  of  inde- 
terminate age.  [ 

When  syncope  occurs  in  a patient  with  bifascicular 
block  (left  anterior  fascicular  block  plus  right  bundle  I 
branch  block  in  this  patient),  a permanent  pace-  f 
maker  is  indicated  even  if  the  mechanism  of  the 
syncope  is  not  proved.  Bifascicular  block  in  an 
asymptomatic  patient  is  not  an  indication  for  a per-  S 
manent  pacemaker. 


o 


j 


A randomized  trial  of  aspirin  and 
sulfinpyrazone  in  threatened  stroke 

In  this  study,  no  significant  trend  was  observed  among 
women,  but  from  results  it  was  concluded  that  aspirin  is 
an  effective  drug  for  men  with  threatened  stroke.  585 
patients  with  threatened  stroke  were  followed  in  a ran- 
domized clinical  trial  for  an  average  age  of  26.0  months  to 
find  whether  aspirin  or  sulfinpyrazone,  singly  or  in  com- 
bination, influences  the  subsequent  occurrence  of  transient 


ischemic  attacks,  strokes,  or  death.  The  risk  reduction  for 
stroke  or  death  in  males  on  aspirin  was  48  percent  (P 
<0.005).  For  sulfinpyrazone,  no  risk  reduction  of  ischemic 
attacks  was  observed,  and  the  10  percent  reduction  of 
stroke  or  death  was  not  statistically  significant.  No  overall 
symptoms  or  antagonism  was  observed  between  the  2 
drugs.  The  study  was  a multicenter,  double-blind,  fac- 
torial, randomized  clinical  trial.  Canadian  Cooperative 
Study  Group:  New  England  J.  Med.  299:  53  (July  13) 
1978. 
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A case  of  previously  unsuspected  alveolar  micro- 
lithiasis in  a middle-aged  male  is  presented.  Etiol- 
ogy of  disseminated  pulmonary  calcinosis  may  be 
varied,  and  the  literature  review  focuses  on  possible 
causal  factors. 

Case  Report 

In  March,  1975,  a 49-year-old  male,  following  an 
assault,  was  admitted  to  the  hospital;  an  emer- 
gency-room chest  radiograph  had  revealed  abnor- 
malities. Past  medical  history  included  “pneumo- 
nia” at  age  nine  years;  occupations  had  included 
pet-shop  work  (cleaning  and  feeding  pigeons),  coat- 
factory  work,  and  his  present  job  of  racetrack  porter. 
The  patient  stated  that  he  had  been  rejected  from  the 
military  because  of  “weak  heart”  and  had  ceased 
cigarette  smoking  seven  years  prior  to  admission. 
There  were  no  known  allergies  or  previous  hospital 
admissions. 

The  patient  was  afebrile  and  had  a swollen  face, 
secondary  to  the  recent  injury;  the  remainder  of  the 
physical  examination  was  unremarkable.  Admission 
chest  radiograph  revealed  bilateral  innumerable  tiny 
calcific  nodulations  consistent  with  a diagnosis  of 
alveolar  microlithiasis  (Fig.  1).  Fibrobullous  changes 
were  seen  in  the  right  apex. 

Comment 

Alveolar  microlithiasis  is  a rare  disease  of  unknown 
origin  with  possible  familial  incidence  and  a long 
course  of  no  clinical  symptoms  until  advanced  stages. 
Roentgenographically,  innumerable  fine,  distinct, 
well-defined  calcific  densities  with  a miliary  micro- 
nodular  pattern  are  seen  in  both  lungs,  representing 
pathologically  multiple  tiny  intra-alveolar  calculi.1 
The  calculi  range  from  0.01  to  3 mm.  in  width  and  are 
composed  of  calcium  and  phosphorus,  with  an  apatite 


being  the  major  portion  and  containing  amorphous 
nuclei.  The  rarity  of  the  disease  is  seen  in  that  only 
little  more  than  80  cases  were  reported  in  works  from 
many  world  centers  from  the  first  description  of  the 
condition,  from  1918  to  1970.  In  concert  with  the 
latter,  it  has  been  proposed  in  this  condition  that  the 
alveolar  lining  membrane  or  secretions  are  more  al- 
kaline due  to  some  unknown  change,  thus  promoting 
alkaline  medium  at  the  alveolar  interface  which 
causes  intra-alveolar  precipitation  of  calcium  phos- 
phates and  carbonates.  It  has  been  reported  with 
snuff  inhalation  in  Thailand,  where  it  was  thought 
to  comprise  reaction  to  inorganic  material.2  Al- 


FIGURE  1.  (A)  Posteroanterior  chest  radiograph  showing 

disseminated  small  calcific  densities  within  alveoli.  (B) 
Lateral  chest  radiograph. 
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though  the  disease  may  remain  stable  in  some,  others 
show  progression  with  relentless  deposition  of  the 
microliths,  and,  clinically,  dyspnea  on  exertion,  cy- 
anosis, and  other  signs  of  respiratory  insufficiency 
secondary  to  associated  interstitial  fibrosis.  Even- 
tually, heart  failure  supervenes  on  the  right  side.3’4 

The  pathogenesis  of  diffuse  pulmonary  calcifica- 
tions may  be  myriad.  Soft  tissue  calcifications  are 
generally  described  as  dystrophic,  with  calcium  salts 
occurring  in  previously  damaged  tissues,  or  meta- 
static, alluding  to  extracellular  fluid  saturated  with 
calcium  phosphorous  product  in  areas  of  previously 
normal  tissues  or  metastatic  malignant  conditions. 

Following  is  a comprehensive  outline  of  the  nu- 
merous causes  of  disseminated  pulmonary  calcifi- 
cations: 

I.  Metastatic5 

A.  Benign 

1.  Renal  failure  with  increased  parathormone 
activity6’7 

2.  Exogenous  administration  of  calcium  and  vi- 
tamin D8 

3.  Osteopetrosis9 

4.  Osteitis  deformans9 

5.  Hypercalcemia — all  causes  (for  example,  pri- 
mary hyperparathyroidism9),  milk-alkali 
syndrome 

B.  Malignant 

1.  Multiple  myeloma10 

2.  Lymphoma11 

3.  Hypopharyngeal  squamous  cell  carcinoma12 

4.  Synovial  sarcoma13 

5.  Breast  carcinoma 

6.  Trophoblastic  carcinoma14 

II.  Dystrophic 

A.  Histoplasmosis15 

B.  Coccidioidomycosis16 

C.  Smallpox  handler’s  lung17 

D.  Acute  viral  pneumonia18 

E.  Postvaricella  pneumonia19 

F.  Other — Pneumoconiosis  (coal  and  silica  work- 
ers)20; miliary  tuberculosis;  stannosis,  paragon- 
imiasis, sarcoid,  hemosiderosis21 
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PD  (Parkinson’s  disease)  is  characterized  by  so- 
matic motor  abnormalities  including  rigidity,  tremor, 
bradykinesia,  and  a gait  disorder.1  Autonomic  ab- 
normalities including  postural  hypotension,  sialor- 
rhea, seborrhea,  anhidrosis,  and  respiratory  abnor- 
malities also  occur.1-5  Bladder  disturbances  such 
as  frequency,  urgency,  and  hesitancy,  although  rel- 
atively common,  are  usually  not  conspicuous  symp- 
toms and  usually  occur  later.3’5-7  Acute  urinary 
retention  secondary  to  neurogenic  bladder  is  an  un- 
usual feature  of  PD.5  We  describe  a patient  with  PD 
who  had  developed  acute  urinary  retention  and  in 
whom  a neurogenic  bladder  was  not  initially  sus- 
pected. 

Case  report 

A 54-year-old  black  man  was  admitted  to  another 
hospital  with  acute  urinary  retention.  Although 
cystoscopy  revealed  only  a small  nonobstructing 
prostate,  he  underwent  a prostatectomy.  Following 
the  prostatectomy,  he  remained  in  retention  and  was 
transferred  to  NYUH  (New  York  University  Hos- 
pital) for  additional  evaluation.  Questioning  re- 
vealed that  the  patient  had  been  impotent  for  a 
year. 

Examination  revealed  blood  pressure  to  be  140/90 
torr  supine  and  110/70  torr  erect;  pulse  was  72  beats 
per  minute,  and  temperature  was  37°C.  There  was 
minimal  facial  masking.  There  was  an  intermittent 
intention  tremor  of  both  hands,  no  rigidity,  and 
minimal  bradykinesia.  Rectal  tone  was  decreased, 
and  the  bulbocavernosus  reflex  was  absent;  perirectal 
sensation  was  intact;  gait  was  normal.  The  following 
test  findings  were  normal:  hemogram,  urinalysis, 
electrolytes,  blood  urea  nitrogen,  creatinine,  VDRL, 
6-hour  glucose  tolerance,  liver,  thyroid,  adrenal 


function,  electrocardiogram,  electroencephalogram, 
and  intravenous  pyelogram  and  myelogram.  Cys- 
toscopy revealed  no  obstruction  or  reflux.  A cysto- 
metrogram  revealed  an  800-ml.  atonic  bladder;  the 
patient  experienced  First  desire  to  void  at  300  ml.  and 
fullness  at  700  ml.  Spinal  fluid  was  acellular  with 
normal  protein  and  normal  VDRL  findings.  The 
patient  was  treated  with  a program  of  bladder 
training,  intermittent  catheterization,  and 
parasympathomimetic  drugs,  and  was  able  to  void 
spontaneously  with  a residual  urine  volume  of  20 
ml. 

Six  months  after  his  first  admission  he  developed 
a shuffling  gait.  He  was  tried  on  anticholinergic 
drugs  and  amantadine  hydrochloride  without  ben- 
efit. Levodopa  combined  with  carbidopa  (Sinemet) 
resulted  in  alleviation  of  his  parkinsonism,  but  with 
marked  orthostatic  hypotension;  the  orthostatic 
hypotension  was  partially  alleviated  with  indo- 
methacin.8 

One  year  after  his  first  admission  he  was  read- 
mitted to  NYUH  because  of  fever  and  malaise.  The 
patient  was  in  retention  and  had  a urinary  tract  in- 
fection. Neurologic  examination  revealed  marked 
facial  masking,  low  indistinct  voice,  a resting  and 
sustention  tremor,  marked  rigidity,  bradykinesia, 
and  gait  impairment.  His  urinary  tract  infection  was 
treated  with  catheterization  and  appropriate  anti- 
biotics. The  patient  could  no  longer  void  sponta- 
neously, and  his  wife  was  taught  to  catheterize 
him. 

One  and  one-half  years  after  his  first  admission  the 
patient  was  readmitted  to  the  hospital  because  of 
inability  to  walk.  His  voice  could  not  be  understood 
and  he  developed  respiratory  abnormalities  con- 
sisting of  loud  snoring  at  night  and  intermittent 
stridor.  Blood  pressure  without  medication  was 
90/50  supine  and  unobtainable  erect.  The  patient 
remained  bedbound  and  unresponsive  to  antipar- 
kinsonian medications. 

Comment 

Bladder  dysfunction  in  PD  is  more  common  than 
thought  because  symptoms  such  as  frequency,  ur- 
gency, and  hesitancy  are  usually  attributed  to  other 
causes  (prostatism  and  cystitis).5-7  Thus,  11  of  29 
patients  referred  for  thalamotomies  had  bladder 
symptoms6;  8 complained  of  frequency,  urgency,  and 
occasional  incontinence,  and  3 complained  of  hesi- 
tancy and  difficulty  in  urinating.  Of  the  18  patients 
who  were  free  of  bladder  symptoms,  2 were  found  on 
cystometrogram  to  have  uninhibited  neurogenic 
bladders,  2 had  hypotonic  bladders,  1 had  an  atonic 
bladder,  and  1 an  unspecified  abnormality.  In  an- 
other group  of  62  patients  referred  for  thalamoto- 
mies, 44  had  bladder  symptoms,  including  1 patient 
with  urinary  retention.7  On  cystometrogram,  25  of 
these  patients  had  hyperactive  detrusor  function 
with  decreased  capacity,  and  19  patients  had  hy- 
poactive  detrusor  function  with  increased  bladder 
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capacity.  Although  bladder  dysfunction  is  seen  in 
PD  patients,  there  is  only  one  report  of  urinary  re- 
tention as  the  presenting  complaint.5 

The  storage  of  urine  is  dependent  on  a continuous 
relation  of  the  detrusor  muscle  during  bladder  filling 
and  an  increase  in  the  activity  of  the  external 
sphincter.  Emptying  is  accomplished  by  contraction 
of  the  detrusor  and  relaxation  of  the  external 
sphincter.  The  center  for  initiation  of  micturition 
is  in  the  medulla;  the  center  for  the  termination  of 
micturition  is  in  the  pons.  The  storage  of  urine  is 
mediated  by  the  autonomic  nervous  system  through 
impulses  arising  in  the  bladder  wall  and  by  the  so- 
matic motor  system  through  impulses  arising  from 
contraction  of  the  external  sphincter.  Emptying, 
like  retention,  is  also  under  the  dual  control  of  the 
autonomic  and  somatic  nervous  systems.9 

PD  is  characterized  pathologically  by  degenerative 
changes  in  the  substantia  nigra,  striatum,  and  globus 
pallidus.10’11  These  changes  are  responsible  for  the 
motor  disturbances  and,  in  part,  for  the  bladder 
symptoms.  Thus,  lesions  of  the  ventrolateral  thal- 
amus lead  to  an  increase  in  bladder  tone  and  an  un- 
inhibited neurogenic  bladder;  lesions  of  the  globus 
pallidus  lead  to  a decrease  in  bladder  tone.6’7  De- 
generative changes  also  occur  in  the  hypothalamus, 
the  locus  ceruleus,  the  nucleus  dorsalis  nervi  vagi, 
intermediolateral  column  of  the  spinal  cord,  and  the 
sympathetic  nerve  ganglia,  and  are  responsible  for 
the  autonomic  insufficiency  and  also,  in  part,  for  the 
bladder  symptoms.5’12-15 

Conclusion 

On  admission,  our  patient  demonstrated  auto- 
nomic insufficiency  (as  manifested  by  postural  hy- 
potension and  impotence)  and  mild  parkinsonism 
with  atypical  features  (an  intention  as  opposed  to  a 
resting  tremor),  suggesting  a diagnosis  of  the  Shy- 
Drager  syndrome.16’17  The  later  development  of 
marked  parkinsonian  features  that  dominated  the 
clinical  picture  suggests  that  the  Shy-Drager  syn- 
drome and  PD  represent  different  manifestations  of 


the  same  disorder.1  In  our  patient,  the  urinary 
symptoms  probably  resulted  from  a combination  of 
the  autonomic  and  extrapyramidal  changes. 

530  First  Avenue,  Suite  5A 
New  York,  New  York  10016 
(DR.  LIEBERMAN) 
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Since  its  approval  by  the  Food  and  Drug  Admin- 
istration in  August,  1977,  cimetidine,  a specific  his- 
tamine H2  (hydrogen-2)  receptor  antagonist,  has 
been  prescribed  with  increasing  frequency  by  phy- 
sicians. 

Cimetidine  is  the  strongest  inhibitor  of  gastric  acid 
secretion  stimulated  by  histamine,  gastrin,  acetyl- 
choline, insulin,  and  caffeine.1  One  300-mg.  tablet 
will  reduce  basal  acid  secretion  by  90  to  95  percent 
for  five  to  seven  hours,  and  food-stimulated  acid  se- 
cretion by  approximately  70  percent  for  about  three 
hours.1 

Cimetidine  has  been  used  in  the  treatment  of  du- 
odenal ulcer,  peptic  esophagitis,  hypersecretory 
disorders  such  as  Zollinger-Ellison  syndrome, 
short-bowel  syndrome,  systemic  mastocytosis, 
basophilic  leukemia  with  hyperhistaminemia,1  and 
is  the  preferred  treatment  in  the  prophylaxis  and 
treatment  of  acute  gastrointestinal  bleeding  due  to 
stress-induced  erosive  gastritis.1-3  It  is  rapidly  ab- 
sorbed when  given  orally,  reaching  peak  levels  in  60 
to  90  minutes  and  excreted  unchanged  by  the  kid- 
neys. Fifty  to  70  percent  of  the  drug  is  excreted  in 
the  urine  in  24  hours.  The  half-life  of  cimetidine  is 
about  two  hours.1-4 

We  will  present  here  two  patients  who  became 
confused  with  the  administration  of  cimetidine  and 
improved  with  cessation  of  this  therapy. 

Case  reports 

Case  1.  A 90-year-old  white  male  was  transferred 
to  this  long-term-care  institution  from  an  acute 
hospital  where  he  was  admitted  because  of  a cere- 


brovascular accident  with  left  hemiplegia.  His  stay 
in  the  acute  hospital  was  complicated  by  upper  gas- 
trointestinal bleeding  due  to  pyloric  canal  ulcer  and 
esophagitis  associated  with  hiatus  hernia. 

On  admission  to  this  institution,  he  was  receiving 
cimetidine,  300  mg.  four  times  a day  by  Levine  tube, 
and  was  unresponsive  to  verbal  commands.  The 
serum  creatinine  and  blood  urea  nitrogen  remained 
in  the  range  of  2.6  to  3.1  mg.,  and  27  to  40  mg.  per 
deciliter  respectively.  During  the  sixth  week  of  his 
stay,  because  of  continued  drowsiness,  cimetidine 
was  discontinued.  Five  days  later  the  patient  be- 
came more  responsive  and  his  creatinine  dropped  to 
2.2  mg.  per  100  ml.,  and  blood  urea  nitrogen  to  38  mg. 
per  100  ml.  On  the  sixth  day,  the  patient’s  mental 
status  improved  to  the  point  that  he  was  able  to 
participate  in  an  active  rehabilitation  program.  The 
serum  creatinine  came  down  to  2 mg.  per  100  ml.  and 
has  remained  at  this  level,  while  the  blood  urea  ni- 
trogen continued  to  be  about  38  mg.  per  100  ml. 

Case  2.  An  86-year-old  white  female  had  been  a 
patient  for  over  a year  in  this  long-term  care  insti- 
tution because  of  chronic  renal  failure  and  well- 
controlled  heart  failure.  The  baseline  serum  creat- 
inine and  blood  urea  nitrogen  had  been  approxi- 
mately 3.3  mg.  and  65  mg.  per  deciliter  respectively. 
After  vomiting  guaiac-positive  material,  she  was  put 
on  cimetidine,  300  mg.  by  mouth  four  times  a day. 
Her  renal  function  as  well  as  mental  state  deterio- 
rated progressively.  Three  weeks  later,  her  creati- 
nine rose  to  5.5  mg.  and  her  blood  urea  nitrogen  rose 
to  72  mg.  per  deciliter.  During  the  fourth  week  her 
serum  creatinine  and  blood  urea  nitrogen  rose  to  6.8 
mg.  and  74  mg.  per  deciliter  respectively.  At  this 
point,  because  of  increasing  mental  confusion  and 
lethargy  associated  with  deteriorating  renal  function, 
cimetidine  was  discontinued.  Four  days  after  dis- 
continuing this  medication,  her  serum  creatinine  and 
blood  urea  nitrogen  dropped  to  3.8  mg.  and  60  mg. 
per  deciliter  respectively.  She  became  fully  oriented 
and  independent  in  activities  of  daily  living. 

Comments 

Cimetidine  is  generally  well  tolerated  in  patients 
with  peptic  ulcer.  However,  there  have  been  scat- 
tered reports  of  mental  confusion  with  cimetidine 
therapy.1,4-6  For  unclear  reasons,  the  majority  of 
these  patients  have  been  elderly.  This  particular 
susceptibility  of  the  elderly  may  be  partly  due  to 
impaired  renal  function  during  senescence  since 
cimetidine  is  excreted  unchanged  through  the  kid- 
neys.4 It  has  been  shown  that,  by  the  age  of  90,  glo- 
merular filtration,  renal  blood  flow,  urea  clearance, 
and  the  ability  to  concentrate  decrease  to  approxi- 
mately half  their  values  at  the  age  of  30.  Histologic 
studies  show  there  is  a gradual  loss  of  nephrons.7 

It  has  been  shown  that  histamine  qualifies  as  a 
putative  central  neurotransmitter;  and  H2  receptors 
have  been  demonstrated  in  experimental  animals  in 
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the  central  nervous  system  mostly  in  the  neocortex 
and  hippocampus  which  play  a significant  role  in 
memory.8  Besides,  it  has  been  shown  that  cimeti- 
dine  passes  through  the  blood  brain  barrier.4  Thus, 
H2  antagonism  in  the  central  nervous  system  may  be 
a mechanism  to  explain  the  cerebral  complications 
of  cimetidine.  On  the  other  hand,  other  mecha- 
nisms, as  yet  undetermined,  may  explain  the  central 
nervous  system  complications. 

It  is  of  interest  that  both  of  our  patients  were  el- 
derly with  already  compromised  renal  function. 
Hence,  even  the  standard  dose  of  cimetidine  which 
these  patients  received  was  in  actual  fact  a relative 
overdose,  since  this  drug  is  excreted  solely  through 
the  kidneys.  Furthermore,  previous  studies  show 
that  cimetidine  causes  a slight  but  significant  rise  in 
serum  creatinine  with  no  changes  in  blood  urea  ni- 
trogen.9 The  elevation  of  serum  creatinine  is  ex- 
plained by  a decrease  in  creatinine  secretion  by  the 
renal  tubules  induced  by  the  competition  of  cimeti- 
dine for  a common  secretory  mechanism.10  It  is 
worthy  of  note  that  the  rise  in  serum  creatinine  was 
more  impressive  than  the  elevation  of  blood  urea 
nitrogen.  The  deterioration  of  renal  function  in 
association  with  cimetidine  in  these  two  patients  also 
may  have  contributed  to  their  mental  confusion. 
Improvement  of  their  mental  function  after  discon- 
tinuing cimetidine  was  impressive.  These  two  cases 
clearly  illustrate  the  necessity  for  adjusting  the 


dosage  of  cimetidine  in  patients  with  renal  impair- 
ment. Further  studies  in  pharmacokinetics  are 
needed  to  determine  the  therapeutic  dosage  for  the 
elderly,  especially  in  those  with  renal  impairment. 
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In  1968,  Lennert  and  Mestdagh1  separated  from 
50  cases  of  Hodgkin’s  disease  a particular  variant 
which  they  called  epithelioid-cell  lymphogranulo- 
matosis. This  form  of  Hodgkin’s  disease  was  histo- 
logically characterized  by  massive  infiltration  of 
small  foci  of  epithelioid  cells  in  rather  regular  ar- 
rangement. Seven  years  later,  Lennert  et  al.2  in  their 
classification  of  malignant  lymphomas  considered 
that  this  “variant”  of  Hodgkin’s  disease  was  indeed 
an  independent  lymphoma,  and  used  the  term  lym- 
phoepithelioid  cellular  lymphoma.  Ever  since  the 
publication  by  Lennert  and  Mestdagh,1  several  re- 
ports have  appeared  dealing  with  the  subject.  Now 
we  are  presenting  a case  that  we  believe  fulfills  the 
criteria  originally  described  by  Lennert  and  Mest- 
dagh.1 

Case  report 

A 62-year-old  Caucasian  male  was  admitted  on 
March  6,  1978,  having  had  six  weeks  of  fever,  vom- 
iting withbut  nausea,  a 25-pound  weight  loss,  mul- 
tiple shaking  chills  lasting  one  to  three  hours,  sweats, 
and  sudden  enlargement  of  posterior  cervical  lymph 
nodes.  He  denied  cough,  bleeding  tendencies,  uri- 
nary tract  symptoms,  or  exposure  to  any  toxins.  His 
past  medical  history  was  remarkable  only  for  malaria 
30  years  prior  to  admission,  without  sequelae.  His 
only  medication  on  admission  was  chlordiazepoxide 
hydrochloride  (Librium),  25  mg.  a day. 

Physical  examination.  Examination  revealed 
that  the  patient  appeared  well,  with  a rectal  tem- 
perature of  102.8°  F.,  and  a blood  pressure  of  120/70 
mm.Hg.  There  were  multiple,  firm,  2-cm.  nodes  in 
the  anterior  and  posterior  cervical  triangles.  The 
chest  examination  showed  no  abnormalities,  and 
cardiovascular  examination  showed  no  murmurs  or 
arrhythmias.  A firm,  smooth  liver  edge  without 
nodules  was  felt  5 cm.  below  the  costal  margin.  The 
liver  span  was  12  cm.,  and  the  spleen  tip  was  palpa- 
ble. The  remainder  of  the  physical  examination  was 


unremarkable,  as  were  the  neurologic  findings.  On 
admission,  the  following  laboratory  values  were  ob- 
tained: white  blood-cell  count  7,700  per  cubic  mil- 
limeter, hemoglobin  13.2  Gm.  per  100  ml.,  hematocrit 
39,  and  platelets  165,000  per  cubic  millimeter.  The 
sodium  was  131  mEq.,  potassium  5.1  mEq.,  chlorides 
98  mEq.,  and  bicarbonate  18  mEq.  per  liter;  glucose 
100  mg.  and  blood  urea  nitrogen  20  mg.  per  100  ml. 
The  total  protein  was  6.5  Gm.  per  100  ml.,  with  an 
albumin  of  3.4.  The  Ig  (immunoglobulin)  A was  370 
mg.,  IgM  220  mg.,  and  IgG  1,000  mg.  per  100  ml. 
Admission  electrocardiogram  and  chest  x-ray  film 
findings  were  within  normal  limits.  Abdominal 
x-ray  films  showed  an  enlarged  liver  and  spleen.  A 
liver-spleen  scan  (scintiscan)  demonstrated  diffuse 
enlargement  of  the  liver  and  spleen  without  any 
filling  defects.  A bone-marrow  aspirate  was  within 
normal  limits.  Lymph-node  biopsies  were  per- 
formed, and  the  slides  were  read  as  showing  the  fea- 
tures of  Lennert’s  lymphoma.  Purified  protein  de- 
rivative and  Candida  skin  test  findings  were  normal, 
but  the  streptokinase  skin  test  was  positive  for  bac- 
teria; several  blood,  urine,  and  sputum  cultures  were 
persistently  normal.  Toxoplasmosis  titer  findings 
were  positive  at  1:512,  and  those  for  a slit-lamp  ex- 
amination were  normal.  Repeated  thick  smears  of 
the  peripheral  blood  were  negative  for  malaria. 
Brain  and  gallium  scans  revealed  normal  findings. 

Hospital  course.  In  the  hospital,  beginning  on 
March  10,  1978,  the  patient  started  to  spike  daily 
temperatures  of  105°  F.  rectally,  with  shaking  chills. 
Blood,  urine,  and  sputum  cultures  were  persistently 
negative  for  bacteria.  On  the  seventeenth  hospital 
day,  the  patient  was  started  on  30  mg.  of  prednisone 
daily,  with  the  clinical  diagnosis  of  angioimmuno- 
blastic  lymphadenopathy.  Within  24  hours,  he  be- 
came afebrile  and  remained  so  for  10  days,  with  a 
decrease  in  the  size  of  his  lymph  nodes.  However, 
on  the  twenty-seventh  hospital  day,  he  again  devel- 
oped spiking  fevers.  Multiple  blood,  urine,  and 
sputum  cultures  again  showed  no  bacteria.  On  April 
1,  1978,  the  hematocrit  was  noted  to  have  dropped 
from  32.5  on  March  27,  to  19.  He  had  no  evidence 
of  external  blood  loss,  and  nasogastric  aspirates  and 
rectal  examinations  were  negative  for  blood.  Pe- 
ripheral blood  smear  showed  aniso-  and  poikilocy- 
tosis.  The  Coombs’  test  results,  previously  negative 
for  antibodies,  were  positive,  both  direct  and  indirect. 
His  haptoglobin  was  less  than  10.  Test  results  for 
cold  antibodies  and  cryoglobulins  were  normal.  He 
was  thought  to  have  had  acute  autoimmune  hemo- 
lytic anemia.  Over  the  subsequent  three  days,  his 
steroid  doses  were  doubled  on  several  occasions  until 
he  reached  a level  of  200  mg.  of  prednisone  a day. 
The  patient  was  then  transfused.  Nevertheless,  after 
transfusion  the  hematocrit  level  remained  the  same 
as  before.  By  April  4,  1978,  the  LDH  (lactic  acid 
dehydrogenase)  was  550  and  the  bilirubin  3.5  mg.  per 
100  ml.  It  was  felt  that  the  patient  was  not  re- 
sponding to  steroids  at  that  point.  His  hematocrit 
had  dropped  to  12,  and  he  was  given  cyclophos- 
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phamide  and  vincristine,  1 Gm.  per  square  meter 
each.  Multiple  blood  transfusions  were  given  over 
the  ensuing  days,  and  by  April  10,  1978,  his  hemat- 
ocrit had  reached  a level  of  19.6,  with  a hemoglobin 
of  6.3  Gm.  per  100  ml.  There  were  no  further  signs 
of  hemolysis,  and  his  LDH  level  returned  to  normal. 
On  April  15,  1978,  the  white  blood-cell  count  had 
dropped  to  600  per  cubic  millimeter  with  50  percent 
granulocytes,  and  during  the  ensuing  three  days  he 
was  supported  with  multiple  white  blood-cell 
transfusions.  He  continued  spiking  fever  to  103°  F. 
every  morning,  and  although  there  was  no  evidence 
of  bacterial  infection,  he  was  begun  on  a course  of 
gentamicin  and  cephalothin  sodium  (Keflin);  these 
drugs  were  maintained  for  seven  days.  The  patient 
continued  spiking  fevers  daily  to  103°  F.  Many 
cultures  again  proved  to  be  negative,  and  the  fever 
was  considered  to  be  secondary  to  his  underlying 
disease.  From  April  16  through  April  24, 1978,  the 
patient  felt  better  and  his  hematocrit  reached  a high 
of  36.  Nevertheless,  he  continued  spiking  fever  daily 
to  103°  F. 

On  the  morning  of  April  24,  he  began  to  complain 
of  weakness  in  his  lower  extremities,  which  rapidly 
spread  to  involve  his  upper  extremities  and  muscles 
of  respiration.  A neurologist  diagnosed  a rapidly 
progressive  sensorimotor  deficit  from  lymphomatous 
involvement  of  the  proximal  peripheral  nervous 
system  or  an  autoimmune  demyelinating  condi- 
tion. 

He  shortly  thereafter  required  respiratory  support 
in  the  intensive-care  unit.  The  prednisone  dosage 
was  tapered  gradually  during  the  next  two  weeks  as 
his  respiratory  status  stabilized  and  gradually  im- 
proved. He  was  gradually  taken  off  the  respirator 
and  was  breathing  on  his  own  by  May  4. 

On  May  10,  the  sixty-fifth  hospital  day,  he  again 
developed  a fever  to  105°  F.,  with  shaking  chills,  in- 
creasing respiratory  distress,  and  hypotension.  He 
gradually  became  less  responsive  and  died.  Blood 
cultures  done  before  death  grew  out  Escherichia  coli, 
Klebsiella,  and  Enterobacteriaceae  aerogens. 

Pathologic  findings 

For  light  microscopy,  surgical  lymph-node  speci- 
mens and  all  autopsy  material  were  fixed  in  10  per- 
cent formalin  and  embedded  in  paraffin.  The  sec- 
tions were  stained  with  hematoxylin  and  eosin, 
Masson,  Alcian  blue,  PAS  (periodic  acid-Schiff), 
methyl  green  pyronine,  silver  impregnation,  and 
acid-fast  stains.  Imprints  of  lymph-node  tissue  were 
stained  with  Giemsa  and  methyl  green  pyronine 
stains.  For  electron  microscopic  studies,  small 
portions  of  the  second  lymph-node  biopsy  were  fixed 
in  3 percent  glutaraldehyde  in  phosphate  buffer  pH 
7.2  and  embedded  in  epoxy  resin.  Ultrathin  sections 
were  stained  with  lead  uranyl  solutions  and  examined 
microscopically.*  For  fluorescent  microscopy,  part 

* 101  Siemens  Electron  Microscope,  Siemens  Corporation, 
Berlin,  West  Germany. 


of  the  second  lymph-node  biopsy  was  frozen,  and  the 
sections  were  stained  for  immunoglobulins  and  fi- 
brinogen using  antisera. + 

Cervical  lymph-node  biopsies.2  Grossly,  at 
biopsy,  one  of  the  cervical  lymph  nodes  measured  0.8 
by  0.8  by  0.1  cm.,  and  the  other  1 cm.  in  diameter; 
both  were  firm.  The  cut  surface  of  the  nodes  showed 
a grayish-pink  homogenous  appearance. 

Microscopically,  the  architecture  of  the  nodes  was 
obscured  due  to  small  foci  of  closely  packed  epithe- 
lioid cells  with  diffuse  proliferation  of  capillary  ves- 
sels. Lymphocytes,  plasma  cells,  segmented  neu- 
trophils, eosinophils,  and  some  plasmacytoid  lym- 
phocytes and  immunoblasts  were  present  between 
the  foci  of  epithelioid  cells.  Part  of  the  marginal 
sinus,  the  capsule  of  the  nodes,  and  the  attached  fat 
were  infiltrated  by  all  the  types  of  cells  just  indicated. 
No  lymphoid  follicles  were  observed.  Sternberg- 
Reed  cells  or  toxoplasma  elements  were  not  identi- 
fied. 

The  epithelioid  cells  were  polygonal  or  fusiform  in 
shape,  of  medium  or  large  size,  had  abundant  eosin- 
ophilic vacuolated  cytoplasm,  and  contained  a rela- 
tively large  vesicular  nucleus.  This  latter  exhibited 
finely  granular  chromatin  and  showed  a slightly 
prominent  nucleolus.  A few  mitotic  figures  were 
present.  The  PAS  stain  demonstrated  within  these 
cells  intracytoplasmic  PAS-positive  granular  mate- 
rial next  to  the  nucleus.  The  epithelioid  cell  foci 
were  surrounded  by  argyrophilic  fibers  (Fig.  1). 

Imprints  of  the  lymph  nodes  stained  with  the 
Giemsa  stain  disclosed  cellular  elements  as  seen  in 
the  paraffin  sections.  The  methyl  green  pyronine 
in  imprints  and  sections  disclosed  normal  findings. 

Ultrastructurally,  the  infiltrate  consisted  of  neu- 
trophils, eosinophils,  lymphocytes,  plasma  cells, 
atypical  histiocytes,  and  epithelioid  cells.  The  epi- 
thelioid cells  were  large  and  irregular,  with  an  in- 
distinct cell  boundary.  The  nucleus  was  irregular 
and  contained  a prominent  nucleolus,  multiple  nu- 
clear bodies,  and  small  aggregates  of  heterochroma- 
tin. The  cytoplasm  showed  abundant  vesicular, 
vacuolar,  and  tubular  profiles  of  rough  endoplasmic 
reticulum  containing  amorphous  material  of  varying 
electron  density.  Many  lysosome-like  dense  bodies 
of  variable  size  and  shape  were  discernible  between 
the  numerous  mitochondria.  The  Golgi’s  complexes 
were  multiple  and  perinuclear  in  distribution.  Small 
aggregates  of  fibrils  with  distinct  dense  bodies  were 
scattered  throughout  the  cytoplasm  in  some  epi- 
thelioid cells  (Fig.  2). 

The  fluorescent  studies  disclosed  a few  plasma 
cells  with  a faint  positive  reaction  with  antisera 
against  IgA  and  IgG. 

Autopsy.  Gross  findings  at  autopsy  revealed 
strong  fibrous  adhesions  between  the  base  of  the 
right  lung  and  the  corresponding  diaphragmatic 
leaflet.  The  mucosa  of  the  tracheobronchial  tree  was 
markedly  congested.  Both  lungs  disclosed  acute 

* Melroy  Laboratories,  Inc.,  Springfield,  Virginia. 


1290  New  York  State  Journal  of  Medicine/July  1980 


FIGURE  1.  Lymph-node  biopsy.  (A)  Note  throughout 
section  light  foci  of  epithelioid  cells;  lymphoid  cells  present 
between  these  foci  (hematoxylin  and  eosin  stain,  original 
magnification  X 100).  (B)  Focus  of  epithelioid  cells  sur- 
rounded by  lymphoid  elements.  Epithelioid  cells  exhibit  fine 
cytoplasmic  vacuoles  (hematoxylin  and  eosin  stain,  original 
magnification  X 440).  (C)  Wilder's  reticulum  stain  to  dem- 
onstrate distinct  vascular  proliferation  (original  magnification 
X 100). 


bronchopneumonia.  The  heart  was  flabby,  slightly 
to  moderately  hypertrophied,  and  rather  markedly 
dilated.  The  liver  was  enlarged,  somewhat  soft,  and 
weighed  2,550  Gm.  On  section,  it  demonstrated 
marked  congestion  and  some  scattered  minute  gray 
areas.  The  spleen  was  markedly  enlarged,  exhibited 
a dark  gray  smooth  surface,  had  a rubbery  consis- 
tency, and  weighed  1,150  Gm.  On  section,  the  organ 
was  markedly  congested,  disclosed  prominent  lym- 
phoid follicles,  and  contained  peripheral  anemic  in- 
farcts ranging  from  0.5  to  5 cm.  in  diameter.  The 
adrenals  were  atrophic.  The  brain  was  not  re- 
markable. 

The  cervical,  axillary,  intrathoracic,  abdominal, 
retroperitoneal,  and  inguinal  lymph  nodes  were  en- 
larged and  had  a rubbery  consistency.  They  ranged 
from  1 to  6 cm.  in  greatest  diameter.  On  section, 
they  showed  a pinkish-gray  homogeneous  fleshy 
pattern.  Microscopically,  the  changes  in  the  lymph 
nodes  were  essentially  similar  to  those  observed  in 
the  surgical  biopsies.  However,  Langhans’  giant  cells 
were  found  in  the  infiltrates,  and  at  times  the  epi- 
thelioid cells  were  very  elongated  and  formed  inter- 
lacing bundles  (Fig.  3A). 

Within  the  white  pulp  the  spleen  contained  nod- 
ular infiltrates  of  lymphocytes,  histiocytes,  epithe- 
lioid cells,  segmented  neutrophils,  and  occasional 
eosinophils. 

The  bone  marrow  showed  granulocytic  hyperplasia 
with  intramedullary  and  paratrabecular  infiltrates 
of  epithelioid  cells,  lymphocytes,  histiocytes,  plasma 
cells,  segmented  neutrophils,  and  eosinophils  (Fig. 
3B).  Similar  infiltrates  were  found  in  the  liver, 
kidney,  and  thymus.  The  thymus  was  otherwise 
atropic,  with  only  a few  epithelial  cells. 


Comment 

In  their  publication  of  1968,  Lennert  and  Mest- 
dagh1  reported  as  variants  of  Hodgkin’s  disease  50 
cases  that  they  called  “lymphogranulomatosis  with 
constant  high  content  of  epithelioid  cells.”  Under 
this  name,  these  authors  included,  indeed,  two 
morphologic  varieties  of  Hodgkin’s  disease: 


1.  A form  characterized  by  the  presence  of 
Sternberg- Reed  cells  and  large  areas  of  epithelioid 
cells.  This  “lymphogranulomatosis  rich  in  epithelioid 


FIGURE  2.  Epithelioid  cell.  Note  nuclear  bodies  and  in- 
tracytoplasmic  dense  body  (original  magnification  X 
21,000). 
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FIGURE  3.  Autopsy  material.  (A)  Lymph  node.  Spindle-shaped  epithelioid  cells  along  with  lymphoid  elements  (hematoxylin 
and  eosin  stain,  original  magnification  X 440).  (B)  Bone  marrow.  Note  focus  of  epithelioid  cells  in  center  with  lymphoid 
elements  (hematoxylin  and  eosin  stain,  original  magnification  X 100). 


cells”  would  be  just  a simple  morphologic  variety  of 
Hodgkin’s  disease. 

2.  Ahother  form  consisting  of  massive  infiltrations 
of  focally  aggregated  epithelioid  cells  and  usually  ab- 
sent Sternberg-Reed  cells.  This  type  was  named  epi- 
thelioid-cell lymphogranulomatosis  and  showed  pecu- 
liar features  regarding  incidence  and  clinical  manifes- 
tations. 

It  was  this  second  form  that  was  considered  to  be 
an  independent  malignant  lymphoma  by  Lennert  et 
al.  in  1975.2  This  is  the  form  that  has  been  called 
Lennert’s  lymphoma  in  the  literature. 

Subsequently,  Burke  and  Butler3  described  15 
cases  with  histologic  features  similar  to  those  re- 
ported by  Lennert  and  Mestdagh.1  Their  patients 
were  predominantly  female,  were  frequently  state  III 
or  less,  with  tonsillar  and  anterior  cervical  adenop- 
athy, and  only  half  had  systematic  symptoms  of 
wasting,  fever,  and  night  sweats.  In  1978,  Kim  et  al.4 
described  19  patients  with  the  histologic  findings  of 
Lennert’s  lymphoma,  called  by  them  a malignant 
lymphoma  with  a high  content  of  epithelioid  histio- 
cytes. 

Our  patient  is  clinically  similar  to  the  second  group 
of  patients  described  by  Lennert  et  al.,1  including  the 
findings  of  an  elevated  toxoplasma  titer;  he  also  fits 
the  clinical  picture  of  the  patients  described  by  Kim 
et  al.4  The  patients  of  these  latter  were  generally 
male;  had  cervical,  axillary,  and  inguinal  adenopathy; 
had  “B”  symptoms;  and  usually  had  splenomegaly. 
As  with  our  patient,  responses  to  chemotherapy  were 
minimal  and  brief,  and  many  of  their  patients  died 
of  infection.  Our  case  is  also  similar  to  the  case 
number  one  of  Tanaka  et  al.5 

Clinically,  our  case  was  confused  with  angio- 
immunohlastic  lymphadenopathy.  Biopsies,  how- 
ever, did  not  show  the  typical  changes  of  that  con- 
dition.6 

One  distinct  complication  of  our  patient’s  illness 
has  not  been  previously  described  in  Lennert’s  lym- 
phoma. The  severe  hemolytic  anemia,  which  re- 
quired large  doses  of  steroids  and  immunosuppres- 


sants to  control,  developed  during  the  course  of  his 
disease.  This  development  increased  the  clinical 
suspicion  of  angioimmunoblastic  lymphadenopathy, 
a diagnosis  not  supported  by  the  pathologic  material. 
It  demonstrates  the  clinical  similarities  between 
these  two  recently  described  entities,  both  associated 
with  generalized  adenopathy,  fever,  wasting  symp- 
toms, and  poor  response  to  cytotoxic  agents.  The 
susceptibility  of  both  groups  of  patients  to  infection, 
their  positive  history  of  drug  allergies,  and  the  cyto- 
logic proliferation  of  lymphocytes,  plasma  cells,  eo- 
sinophils, and  immunoblasts  in  biopsy  material, 
suggest  that  both  illnesses  may  represent  an  exag- 
gerated immunologic  reaction. 

Angioimmunoblastic  lymphadenopathy  has  been 
thought  by  some  to  represent  a disease  of  uncon- 
trolled B-cell  proliferation.  This  uncontrolled 
growth  may  be  due  to  impairment  of  the  T-cell  reg- 
ulatory function.7  Lennert’s  lymphoma,  on  the 
other  hand,  may  represent  an  uncontrolled  prolif- 
eration of  T cells.  Both  illnesses  have  features  of  an 
immunologic  disorder  in  that  they  occur  in  an 
older-age  group  and  have  a prolonged  course  with 
spontaneous  remissions;  an  apparent  increased 
susceptibility  to  infections  may  be  present,  and  many 
patients  may  die  with  sepsis.  A history  of  allergies 
can  be  obtained  in  patients  with  both  illnesses. 

The  histopathologic  changes  in  our  case  are  prac- 
tically identical  to  those  published  by  Lennert  and 
Mestdagh.1  And  as  in  the  case  of  Diebold  et  al.,8  we 
also  found  PAS-positive  material  in  the  cytoplasm 
of  the  epithelioid  cells  near  the  nucleus. 

The  thymus  is  atrophic  and  heavily  infiltrated  by 
the  lymphoma.  We  believe  that  this  involvement  is 
harmful,  since  the  cellular  immunity  probably  will 
be  impaired.  Besides,  the  tumor  may  act  as  an  irri- 
tating agent  for  the  remaining  T cells. 

The  involvement  of  the  marrow  is  striking.  Such 
involvement  has  been  reported  recently.9  Un- 
doubtedly, bone-marrow  biopsies  can  be  used  for 
diagnostic  purposes. 

In  view  of  our  findings,  we  conclude  that  the  so- 
called  Lennert’s  lymphoma  is  indeed  a well-defined 
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malignant  lymphoma,  as  reported  by  others.  Delsol 
et  al.10  considered  that  the  lesions  were  of  reactive 
nature  but  frequently  were  malignant  in  their  clinical 
evolution.  Kedou  et  al.11  and  Blanc  et  al.12  postu- 
lated that  this  type  of  growth  was  a pseudolymphoma 
of  T cells. 

In  our  case,  the  immunofluorescent  studies  appear 
to  rule  out  the  participation  of  B cells  in  this  tumor. 
According  to  Diebold  et  al.,8  Lennert’s  lymphoma 
would  represent  a malignant  T-cell  lymphoma  with 
production  of  lymphokines  to  explain  the  accumu- 
lation of  epithelioid  cells. 


Summary 

Our  patient  was  hospitalized  because  of  weight 
loss,  fever,  shaking  chills,  sweats,  and  vomiting.  The 
physical  examination  disclosed  enlargement  of  the 
cervical  lymph  nodes  and  splenomegaly.  Lymph- 
node  biopsies  demonstrated  a picture  of  Lennert’s 
lymphoma.  The  patient  did  not  respond  to  the 
therapy  and  died  about  two  months  after  admission. 
The  pertinent  literature  has  been  reviewed. 

Department  of  Pathology 
Veterans  Administration  Medical  Center 
3495  Bailey  Avenue 
Buffalo,  New  York  14215 
(DR.  MONTES) 
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The  acute  onset  of  pain  in  patients  with  a large 
paraesophageal  hiatus  hernia  usually  indicates  in- 
carceration and  strangulation  of  bowel  or  stomach. 
However,  in  some  cases  the  paraesophageal  hernia 
may  be  an  incidental  finding,  drawing  attention  away 
from  the  true  cause  of  the  patient’s  symptoms.  This 
may  lead  to  a serious  delay  in  proper  treatment.  We 
are  reporting  the  following  case  to:  (1)  document  the 
occurrence  of  spontaneous  rupture  of  the  distal 
esophagus,  Boerhaave’s  syndrome,  in  a patient  with 
a paraesophageal  hernia;  and  (2)  to  present  the 


clinical  and  radiologic  manifestations  of  this  com- 
bination of  disorders. 

Case  report 

A 64-year-old  white  male  was  in  good  health  until 
the  evening  of  May  31, 1979,  when  he  developed  se- 
vere upper  abdominal  pain  while  eating  dinner.  He 
was  taken  to  the  emergency  room  where  a chest  film 
revealed  bowel  in  the  left  hemithorax  and  was  in- 
terpreted as  demonstrating  a paraesophageal  hernia. 
An  unsuccessful  attempt  was  made  to  pass  a Levin 
tube.  During  the  attempt  the  patient  had  an  episode 
of  forceful,  violent,  vomiting  which  produced  several 
hundred  cubic  centimeters  of  stomach  contents.  His 
pain  subsided  temporarily.  The  next  day  he  devel- 
oped moderate  respiratory  distress.  A roentgeno- 
gram performed  on  the  evening  of  June  1,  1979, 
demonstrated  mediastinal  and  subcutaneous  em- 
physema, and  there  appeared  to  be  free  air  in  the 
hernia  sac  (Fig.  1).  Cervical  crepitus  was  present  at 
this  time. 

A thoracic  surgery  consultation  was  requested. 
Physical  examination  revealed  a well-developed  male 
in  moderate  respiratory  distress;  crepitus  was  present 
in  both  supraclavicular  areas;  and  breath  sounds  were 
decreased  in  the  left  hemithorax.  The  abdomen  was 
soft  and  not  distended,  and  bowel  sounds  were  ab- 
sent. Findings  on  laboratory  examination  were 
normal  except  for  a white  blood  count  of  15,600  with 


FIGURE  1.  Chest.  (A)  Posteroanterior.  Shows  marked  subcutaneous  emphysema,  moderate-sized  left  pleural  effusion, 
10-cm.  circumscribed  collection  of  air  seen  above  left  leaf  of  diaphragm.  (B)  Lateral.  Streaks  of  substernal  air  indicate 
mediastinal  emphysema.  Paraesophageal  hernia  containing  short  fluid  level  in  retrocardiac  area  (open  arrows);  contiguous 
large  circumscribed  lucency  (arrows)  representing  air  within  hernia  sac. 
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83  percent  polymorphonuclear  leukocytes.  An 
esophagram  using  diatrizoate  sodium  (Hypaque  so- 
dium) was  performed  and  demonstrated  extravasa- 
tion of  dye  into  the  mediastinum  (Fig.  2).  The  pa- 
tient was  taken  to  the  operating  room  where  a left 
thoracotomy  was  performed.  A large  hernial  sac, 
densely  adherent  to  the  lung,  was  encountered. 
Murky  pleural  fluid  was  present.  The  sac,  which  was 
black  and  appeared  necrotic  in  several  areas,  was 
distended  by  what  appeared  to  be  free  air.  The  sac 
was  opened  and  contained  omentum,  stomach,  2 L. 
of  black  stomach  content,  and  food  particles.  A 
4-cm.  tear  was  present  in  the  distal  esophagus.  The 
rent  was  closed  with  interrupted  sutures  and  rein- 
forced with  a pleural  flap.  The  hernia  was  reduced, 
the  diaphragmatic  hiatus  closed,  the  pleural  cavity 
irrigated,  and  the  mediastinum  and  chest  drained 
with  large  chest  tubes.  The  patient  was  placed  on 
broad-spectrum  antibiotics  and  intravenous  hyper- 
alimentation. He  did  well  for  eight  days,  at  which 
time  he  developed  a leak  in  his  esophageal  closure. 
Despite  this,  he  did  well  for  eight  more  days.  On  the 
fifteenth  postoperative  day  he  suddenly  became 
hypotensive  and  drained  2 L.  of  bloody  fluid  from  his 
chest  tube  and  died.  A postmortem  examination  was 
not  permitted. 


Comment 

The  acute  onset  of  abdominal  and  lower  chest  pain 
in  a patient  with  a paraesophageal  hernia  is  generally 
due  to  complications  of  the  hernia.  The  diagnosis 
of  Boerhaave’s  syndrome  in  such  a patient  can  be 
easily  overlooked. 

The  radiographic  findings  of  mediastinal  emphy- 
sema and  the  clinical  presence  of  cervical  crepitus 
were  unexpected  findings  in  our  patient  with  a 
paraesophageal  hernia,  and  differentiated  his  prob- 
lem from  the  more  common  situation  of  strangulated 
and  ruptured  viscus,  and  led  to  further  roentgeno- 
graphic  evaluation.  The  esophagram  performed 
with  diatrizoate  sodium  confirmed  the  diagnosis  of 
ruptured  esophagus. 

The  presence  of  free  air  in  the  hernia  sac  and  black 
discoloration  of  the  sac  indicated  intraperitoneal 
rupture.  Involvement  of  the  peritoneal  cavity  in  the 
typical  case  of  Boerhaave’s  syndrome  is  most  un- 
usual, although  several  such  cases  have  been  re- 
ported.1-3 These  atypical  patients  presented  signs 
of  rigid  abdomen  and  pneumoperitoneum.  Due  to 
the  unusual  location  of  the  disease,  several  of  these 
patients  have  undergone  “negative”  laparotomies 
and  expired,  only  to  have  the  true  disease  discovered 
at  postmortem  examination.  2 

This  variation  occurs  because  of  the  relationship 
of  the  site  of  rupture  to  the  peritoneal  reflection. 
The  esophagus  has  no  serosal  covering  until  it  enters 
the  abdomen,  at  which  time  only  the  distal  2.5  cm.  is 
encircled  by  peritoneum.  Our  patient  had  a combi- 
nation of:  (1)  extraperitoneal,  intramediastinal 


FIGURE  2.  Esophagram  with  diatrizoate  sodium  discloses 
perforation  of  distal  esophagus  with  narrow  track  of  contrast 
material  entering  mediastinum  (arrows).  Paraesophageal 
hernia  has  patent  orifice  and  communicates  freely  with 
esophagus  and  stomach. 

rupture;  and  (2)  intraperitoneal  rupture.  The  tear 
was  at  the  level  of  the  peritoneal  reflection  and  ex- 
tended both  proximally  and  distally. 

The  presence  of  a paraesophageal  hernia  with  a 
peritoneal  sac  isolated  the  intraperitoneal  portion  of 
the  rupture  to  the  chest  and  prevented  intra-ab- 
dominal contamination. 

Treatment  of  Boerhaave’s  syndrome  is  associated 
with  a 60  to  70  percent  mortality  rate  if  surgery  is 
undertaken  later  than  12  hours  after  the  rupture 
occurs.4  In  this  case,  treatment  was  delayed  until  at 
least  18  to  20  hours  had  elapsed.  The  exact  cause  of 
death  in  this  patient  was  not  established,  but  was 
definitely  heralded  by  a breakdown  in  the  esophageal 
closure,  followed  by  mediastinal  infection,  erosion 
into  a major  vessel,  hemorrhage  and,  subsequently, 
death. 

Conclusion 

Pain  and  dyspnea  associated  with  a paraesopha- 
geal hernia  is  usually  secondary  to  a complication  of 
the  hernia.  We  report  a patient  with  a paraesopha- 
geal hernia  in  whom  the  findings  of  cervical  crepitus 
and  mediastinal  emphysema  led  to  the  diagnosis  of 
ruptured  esophagus.  The  presence  of  atypical  ra- 
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diologic  or  clinical  findings  in  a patient  with  a pre- 
sumed complication  of  a paraesophageal  hernia 
should  make  one  consider  a diagnosis  other  than  the 
obvious. 

Department  of  Thoracic  and 
Cardiovascular  Surgery 
Nassau  Hospital 
Mineola,  New  York  11501 
(DR.  HINES) 


Too  many  carrots 
can  turn  you  yellow 

Vegetables,  fruits,  and  fruit  juices  are  good  for  us,  right? 
Right.  But  it’s  entirely  possible  to  get  too  much  of  a good 
thing.  You  might  turn  yellow! 

In  response  to  a question  in  the  April  27, 1979,  Journal 
of  the  American  Medical  Association,  Micheline  M.  Ma- 
thews-Roth,  M.D.,  of  Harvard  Medical  School,  writes 
about  carotene,  carotenemia,  and  carotenodermia. 

Carotene  is  a yellow  or  reddish  pigment  found  in  leafy 
green  vegetables,  but  concentrated  in  the  red  and  yellow 
vegetables,  such  as  carrots  and  sweet  potatoes.  It  also 
shows  up  in  milk  fat,  egg  yolk,  and  other  natural 
sources. 

The  individual  who  eats  huge  quantities  of  these  foods 
may  develop  carotenemia,  which  means  there  is  an  excess 
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of  the  pigment  in  the  blood.  The  result  of  carotenemia  is 
carotenodermia,  which  means  the  skin  turns  yellow. 

The  carotenes  in  vegetables  are  important  to  our  health. 
The  body  converts  then  to  Vitamin  A.  But  there’s  a limit 
to  the  body’s  ability  to  utilize  carotene. 

Several  illnesses,  including  low  thyroid  output  and  dia- 
betes, along  with  liver  disturbances,  also  can  cause  jaun- 
dice, the  usual  name  for  skin  discoloration.  Once  the 
physician  has  made  tests  and  rules  out  these  diseases,  he 
will  then  question  the  patient  about  eating  habits. 

Control  of  diabetes,  thyroid  disease,  and  liver  disease  will 
bring  relief  from  yellow  skin  in  a few  weeks.  If  the  cause 
is  too  much  vegetables,  a change  in  dietary  practices  will 
be  required.  Sometimes  a dietician  is  consulted  to  make 
certain  the  individual  gets  the  necessary  nutrients  while 
cutting  back  on  leafy  vegetables  and  fruits,  Dr.  Mathews- 
Roth  says. 
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Nasopharyngeal  carcinoma  is  a rare  tumor  in 
children  representing  less  than  one  percent  of  all 
pediatric  malignant  conditions.1  The  first  symptom 
is  frequently  enlargement  of  cervical  lymph  nodes 
even  in  the  absence  of  clinical  findings  in  the  naso- 
pharynx. The  adult  type  of  nasopharyngeal  carci- 
noma is  usually  a keratinizing  squamous-cell  carci- 
noma. The  less  differentiated  type,  the  so-called 
lymphoepithelioma,  occurs  frequently  in  the  Chinese 
and  also  is  more  common  in  children.2’3  In  the  cer- 
vical lymph  nodes  it  appears  in  two  discernible  pat- 
terns, namely  as  Regaud  or  as  Schmincke  tumor.4 
The  Regaud  type  is  easy  to  identify  because  of  the 
presence  of  discrete  groups  of  tumor  cells.  The 
Schmincke  type  is  characterized  by  tumor  cells 
forming  indistinct  islands  surrounded  by  lympho- 
cytes, plasma  cells,  and  eosinophilic  leukocytes.  It 
is  this  form  of  nasopharyngeal  carcinoma  that  is  often 
a difficult  differential  diagnostic  problem.  In  a 
collection  of  13  cases  of  Schmincke  tumor,  the  diag- 
nosis was  correct  in  3;  10  were  diagnosed  initially  as 
Hodgkin’s  disease  or  other  types  of  malignant  lym- 
phoma.5-7 Recently  we  encountered  a case  of 
Schmincke  tumor  with  microscopic  features  favoring 
a diagnosis  of  eosinophilic  granuloma  (histiocytosis 
X).  By  the  use  of  electronmicroscope  and  immu- 
nocytochemistry,  it  was  possible  to  arrive  at  the 
correct  diagnosis  subsequently  confirmed  by  biopsies 
from  the  nasopharynx. 

Case  report 

A 16-year-old  Hispanic  female  was  admitted  to  the 
hospital  because  of  an  enlarging  mass  on  the  right 
side  of  the  neck  for  one  year.  She  had  been  seen  at 
a neighborhood  clinic  and  had  been  advised  to  take 
aspirin.  Since  then,  she  had  been  taking  12  to  17 
aspirin  tablets  daily  to  control  pain.  The  swelling 
decreased  in  size  occasionally,  but  had  been  enlarging 
gradually.  She  lost  appetite,  and  her  weight  de- 
creased by  20  pounds.  She  had  had  frequent  nose 


bleeds  as  a child.  She  had  a history  of  pelvic  in- 
flammatory disease  treated  with  penicillin,  and  had 
undergone  abortion  during  the  past  year.  There  was 
no  history  of  allergies.  Purified  protein  derivative 
findings  were  normal.  She  had  smoked  three  ciga- 
rettes per  day  for  the  past  nine  years,  and  had  con- 
sumed beer  occasionally.  She  had  not  traveled 
outside  of  New  York  City.  Her  four  brothers,  one 
sister,  and  both  parents  were  alive  and  well,  and  there 
was  no  family  history  of  any  cancer. 

On  admission,  her  pulse  rate  was  80  per  minute, 
blood  pressure  100/50,  temperature  99° F.,  and  res- 
pirations 20.  Four  firm,  discrete  lymph  nodes 
varying  from  1 to  3 cm.  in  diameter  were  found  along 
the  right  jugular  chain.  They  were  slightly  adherent 
to  the  underlying  structures.  A few  shotty  lymph 
nodes  less  than  1 cm.  in  diameter  were  found  in  both 
inguinal  regions.  There  was  mild  trismus  on  the 
right  side.  Otherwise,  physical  examination  findings 
were  normal. 

Laboratory  data  showed  hemoglobin  9.1,  hemat- 
ocrit 28.8,  mean  corpuscular  volume  78,  white 
blood-cell  count  8,300,  differential  81  polymorpho- 
nuclears,  1 basophil,  14  lymphocytes,  3 monocytes, 
and  1 eosinophil.  Other  findings  (normal  level  fig- 
ures in  parentheses):  sodium  141,  potassium  4.2, 
chlorine  110,  carbon  dioxide  17,  blood  urea  nitrogen 
20,  glucose  86,  total  protein  7.7,  albumin  4.3,  alkaline 
phosphatase  72  (30  to  85),  creatinine  phosphokinase 
75  (10  to  100),  lactic  acid  dehydrogenase  265  (100  to 
225),  serum  glutamic  pyruvic  transaminase  92  (7  to 
40),  serum  glutamic  oxaloacetic  transaminase  129  (8 
to  40),  and  normal  chest  x-ray  film  findings. 

The  clinical  impression  at  the  time  was  lymphoma 
or  infectious  disease.  Otolaryngologic  consultation 
for  primary  lesion  in  the  nasopharynx  disclosed  no 
abnormalities.  Bone-marrow  biopsy  revealed  nor- 
mocellular  marrow  with  9 percent  eosinophils  and 
decreased  iron  stores.  A cervical  lymph  node  biopsy 
was  performed,  and  after  pathologic  studies,  the 
patient  was  reexamined  by  the  otolaryngologists.  At 
this  time,  a smooth  bulging  area  was  seen  in  the  right 
area  of  the  naso-oropharynx,  and  an  irregularity  of 
the  posterior  wall  of  right  maxillary  antrum  was  de- 
tected. Multiple  biopsies  were  taken  from  these 
areas.  Caldwell-Luc  surgery,  on  the  right  side,  was 
also  performed.  These  biopsies  showed  essentially 
the  same  histologic  appearance  as  the  cervical  lymph 
node. 

The  patient  received  the  following  radiotherapy: 
the  nasopharynx  was  irradiated  to  7,660  rads  and  the 
bilateral  supraclavicular  region  to  5,000  rads  surface 
dose  in  25  to  39  fractions  over  40  to  65  days.  She 
tolerated  the  treatment  well,  with  complete  disap- 
pearance of  the  masses. 

At  10  months  posttreatment  she  was  without  evi- 
dence of  disease. 

Material  and  methods 

The  cervical  lymph-node  biopsy  consisted  of  a 
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rubbery,  firm  piece  of  tissue  13  mm.  in  diameter 
which  had  a uniform,  tan  cut  surface.  It  was  fixed 
in  buffered  10-percent  formalin  and  processed  for 
paraffin  embedding.  Sections  were  stained  with 
hematoxylin  and  eosin,  periodic  acid-Schiff,  Masson 
trichrome,  and  Giemsa  techniques.  In  addition,  a 
formalin-fixed  fragment  was  trimmed  to  1-mm. 
cubes,  washed  in  buffer,  postfixed  in  osmium  te- 
troxide,  and  processed  as  usual  for  electron  micros- 
copy. For  immunoperoxidase  studies,  formalin- 
fixed  paraffin-embedded  sections  were  used.  To 
demonstrate  the  presence  of  immunoglobulins,  a 
modification  of  the  immunoperoxidase  sandwich 
method  was  used,8-10  with  rabbit  antihuman  Ig(im- 
munoglobulin)  G,  IgM,  and  kappa  and  lambda  light 
chains,  sheep  antirabbit  serum,  and  rabbit  PAP 
(peroxidase  antiperoxidase).*  Pooled  normal  rabbit 
sera  served  as  control.  Sites  of  specific  binding  were 
demonstrated  by  use  of  the  diaminobenzidine  reac- 
tion. 

Findings 

Light  microscopy.  Light  microscopic  findings 
revealed  the  entire  lymph  node  to  be  almost  com- 
pletely replaced  by  a pleomorphic  cellular  infiltrate 
(Fig.  1).  The  tumor  formed  large,  poorly  defined 
masses,  but  invasion  by  individual  cells  was  also 
discernible.  The  cell  borders  were  indistinct,  with 
pale  bluish  cytoplasm.  The  nuclei  were  oval  with 
clear  nuclear  membranes  and  single  or  multiple  small 
prominent  nucleoli.  The  nucleoplasm  was  clear. 
Many  tumor  cells  showed  evidence  of  phagocytosis 
with  nuclear  fragments  as  well  as  inflammatory  cells 
present  in  their  cytoplasm.  Between  the  sheets  and 
strands  of  tumor  cells  a striking  number  of  eosino- 
phils were  seen,  with  scattered  lymphocytes  and 
plasma  cells  in  the  fibrous,  collagenized  stroma. 
There  were  no  necrotic  areas.  Special  stains  were 
unrevealing.  Our  differential  diagnosis,  based  on 
this  routine  light  microscopy,  included  (1)  malignant 
histiocytic  proliferation,  namely,  histiocytosis  X or 
eosinophilic  granuloma,  (2)  metastatic  epithelial 
tumor  most  probably  of  nasopharyngeal  origin  with 
prominent  eosinophilic  infiltration,  and  (3)  Hodg- 
kin’s disease. 

Electron  microscopy.  Electron  microscopy 
disclosed  tumor  cells  arranged  in  cohesive  clusters 
and  separated  by  thin  bundles  of  collagen,  numerous 
eosinophils,  and  occasional  lymphocytes.  Two  kinds 
of  cells  were  distinguished  according  to  the  electron 
density  of  their  cytoplasm:  “light”  and  more  num- 
erous “dark”  ones  (Fig.  2).  The  cytoplasm  of  the 
former  cells  contained  a moderate  number  of  ribo- 
somes, usually  arranged  in  polyribosome  rosettes. 
Channels  of  RER  (rough  endoplasmic  reticulum) 
were  few  and  often  dilated.  Frequent  lysosome-like 
bodies  were  present.  Mitochondria  appeared  more 

* Rabbit  antihuman  IgG,  IgM,  and  kappa  and  lambda  light  chains 
were  obtained  from  Calbiochem-Behring  Corporation,  La  Jolla, 
California.  Sheep  antirabbit  serum  and  PAP  were  obtained  from 
Cappel  Laboratories,  Downington,  Pennsylvania. 


FIGURE  1.  Clusters  of  tumor  cells  with  abundant,  light  or 
dark  cytoplasm,  and  distinct  cellular  borders.  Numerous 
eosinophils  are  scattered  within  tumor  cells  (hematoxylin  and 
eosin  stain,  original  magnification  X 600). 

swollen  in  the  “light”  cells;  the  preservation,  however, 
was  not  adequate  for  a definite  statement. 

The  cytoplasm  of  the  “dark”  cells  contained  a large 
number  of  free  ribosomes  and  polyribosomes.  RER 
channels  were  numerous,  often  of  long  profile,  and 
were  rarely  dilated,  in  contrast  with  those  in  the 
“light”  cell  type.  There  were  few  lysosome-like 
bodies. 

The  two  cell  types  were  similar  in  regard  to  other 
morphologic  details.  They  were  closely  apposed,  and 
their  cytoplasm  had  irregular  outlines,  with  numer- 
ous long  and  interwoven  projections.  Desmosomes 
were  infrequent  but  easily  identified,  especially,  but 
not  exclusively,  between  cytoplasmic  projections. 
Bundles  of  tonofilaments  were  few  and  inconspicu- 
ous, located  loosely  in  the  cytoplasm  and  occasionally 
anchored  to  the  desmosomes.  Golgi  apparatus  and 
centrioles  were  observed  in  occasional  cells.  Nuclei 
were  round  or  oval  and  rarely  indented.  Hetero- 
chromatin was  scanty  and  marginated  along  the 
nuclear  membrane  (Fig.  3A).  As  already  mentioned, 
numerous  eosinophils  and  occasional  lymphocytes 
were  present  at  the  periphery  of  clusters  of  tumor 


FIGURE  2.  Dark  cell  (D)  versus  light  cell  (L).  Note  different 
appearance  of  the  cytoplasm.  Desmosomes  are  indicated 
(arrows)  (electron  microscopy,  original  magnification  X 
6,000). 
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FIGURE  3.  (A)  Two  typical  tumor  cells.  Note  characteristic  nucleolus  with  well-developed  nucleolonema,  multiple  cytoplasmic 

polyribosomes,  and  bundles  of  tonofilaments  with  desmosomes  (inset)  (electron  microscopy,  original  magnification  X 31,000; 
inset,  original  magnification  X 53,000).  (B)  Cluster  of  tumor  cells  interspersed  with  eosinophils  and  lymphocytes.  Light 
cell  (L)  shows  electron-lucent  cytoplasm  and  dilated  RER.  D:  dark  cells,  E:  eosinophils,  and  Ly:  lymphocytes  (electron 
microscopy,  original  magnification  X 4,300). 


cells,  in  close  apposition  to  the  cytoplasm  of  the  latter 
ones  (Fig.  3B).  Frequently,  a single  tumor  cell  was 
surrounded  by  a few  eosinophils  and/or  lymphocytes. 
Edema  and  cellular  debris  presented  the  background 
of  these  areas  of  eosinophilic-lymphocytic  infiltra- 
tion. It  was  our  impression  that  eosinophils  and 
lymphocytes  were  aggregated  especially  around 
“light”  cells,  but  the  phenomenon  has  not  been 
studied  quantitively. 

Immunoperoxidase.  In  the  tumor  cells,  faint 
immunoperoxidase  staining  for  IgA  was  observed 
throughout  the  cytoplasm  (Fig.  4).  No  staining  was 
observed  with  other  antisera.  Occasional  inflam- 
matory cells  showed  IgG  staining.  More  intense  IgA 
staining  was  seen  in  some  of  the  lymphocytes  and 
most  of  the  plasma  cells. 

Comment 

The  cervical  lymph-node  biopsy  presented  a dif- 
ficult diagnostic  problem.  The  question  arose 
whether  the  lesion  was  a manifestation  of  systemic 
disease,  such  as  histocytosis  X or  Hodgkin’s  disease, 
or  whether  it  was  a metastatic  epithelial  tumor.  The 


FIGURE  4.  Faint  staining  for  IgA  present  in  cytoplasm  of 
tumor  cells.  More  intense  IgA  staining  seen  in  lymphocytes 
and  plasma  cells  (PAP,  original  magnification  X 600). 


tumor  cells  had  very  large  oval  nuclei  and  distinct 
nucleoli,  with  large  amounts  of  pale  basophilic 
cytoplasm  strongly  reminiscent  of  histiocytic  cells. 
They  were  arranged  in  indistinct  clusters  with  in- 
tense eosinophilic  infiltration.  Histiocytosis  X was 
considered  as  a very  likely  diagnostic  possibility. 
Although  the  large  tumor  cells  were  not  typical  for 
Reed-Sternberg  cells  or  lacunar  cells,  the  background 
inflammatory  infiltrate  with  the  eosinophilia  and 
mild  fibrosis  raised  the  possibility  of  an  atypical 
Hodgkin’s  disease.  Although  uncommon  in  this  age 
group,  metastatic  nasopharyngeal  carcinoma  was 
another  diagnostic  possibility  in  spite  of  the  negative 
clinical  findings.  Electron  microscopy  played  a 
significant  role  in  the  differential  diagnosis.  The 
presence  of  bundles  of  tonofilaments  and  desmo- 
somes clearly  indicated  the  epithelial  character  of  the 
cells,  and  the  overall  appearance  of  the  tumor  was 
consistent  with  the  transitional  cell  variant  of  naso- 
pharyngeal carcinoma,  also  called  Schmincke  tumor 
or  lymphoepithelioma.5  The  tumor  cells  differed 
from  each  other  with  respect  to  the  electron  density 
of  the  cytoplasm,  but  in  no  other  morphologic  fea- 
tures. We  felt  that  the  “light”  cells  represented 
cellular  degeneration  rather  than  a new  category  of 
cells,  and  derived  from  the  “dark”  ones.  Eosino- 
philic infiltration  in  this  tumor  has  been  reported.5 
Eosinophils  are  frequently  present  in  Hodgkin’s 
disease,  histiocytosis  X,  and  occasionally  are  seen  in 
other  malignant  tumors.  The  significance  of  this 
phenomenon  has  been  studied  recently.  Wasserman 
et  al.11  reported  the  extraction  of  an  eosinophilotactic 
agent  from  an  anaplastic  large-cell  carcinoma  of  the 
lung.  The  tumor  was  infiltrated  by  large  numbers 
of  eosinophils,  and  the  patient  had  peripheral  eo- 
sinophilia. In  supernatants  of  cultured  cells  from 
Hodgkin’s  lymph  node,  Kay  et  al.12  found  a similar 
chemotactic  substance.  In  the  present  case,  intense 
eosinophilic  infiltration  was  found  in  the  cervical 
lymph  node  as  well  as  in  the  primary  tumor  of  the 
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nasopharynx.  There  was  also  bone-marrow  eosin- 
ophilia,  with  mild  increase  in  eosinophil  precursors. 
The  close  apposition  of  eosinophils  and  occasional 
lymphocytes  to  the  tumor  cells  may  suggest  an  in- 
teraction representing  a host  response  to  a possible 
chemotactic  substance  produced  by  the  tumor.  This 
is  further  substantiated  by  the  frequent  finding  of 
eosinophils  surrounding  single  tumor  cells  showing 
features  of  degeneration.  Whether  or  not  naso- 
pharyngeal carcinoma  cells  actually  produce  an 
eosinophilotactic  substance  awaits  further  study.  In 
numerous  studies  by  Ho  et  al. 13-15  and  Desgranges, 
Li,  and  de-The16  specific  IgA  antibody  against  Ep- 
stein-Barr  virus  capsid  antigen  was  demonstrated  in 
sera  of  patients  with  this  tumor,  as  well  as  in  their 
saliva.  Histologic  studies  showed  the  presence  of 
this  antibody  in  the  epithelial  cells  and  plasma  cells 
around  the  tumor.17-19  Similarly,  our  results  showed 
the  presence  of  IgA  in  tumor  cells  and  in  surrounding 
plasma  cells,  and  in  lymphocytes,  in  this  case  despite 
the  normal  serum  immunoglobulins  in  the  patient’s 
serum. 

Summary 

A case  of  nasopharyngeal  carcinoma  in  a 16-year- 
old  girl  who  had  a cervical  mass  has  been  reported. 
Ultrastructural  studies  were  essential  to  confirm  the 
diagnosis.  Electron  microscopy  showed  desmo- 
somes,  and  immunoperoxidase  method  revealed  the 
presence  of  IgA  in  the  tumor  cells.  The  possibility 
of  an  eosinophilotactic  agent  produced  by  the  tumor 
cells  is  suggested. 
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They  told  of  prodigies,  as  one  who  has  returned 
from  far  countries,  the  force  of  whirlwinds,  and  un- 
heard-of birds,  monsters  of  the  deep,  uncertain  com- 
binations of  men  and  beasts— things  seen,  or  believed 
through  fear. — Cornelius  Tacitus:  Annals,  Book 

II,  24 

Divination,  the  ability  to  foretell  events  before 
their  actual  occurrence,  has  been  regarded  since  time 
immemorial  as  one  of  the  most  awesome  of  super- 
natural faculties.  To  this  day,  under  some  guise  or 
other,  soothsaying  cuts  a swath  across  civilized  and 
primitive  cultures  alike,  capturing  the  imagination 
and  credulity  of  countless  persons  in  all  walks  of  life. 
Although  its  influence  has  been  felt  in  a variety  of 
societal  contexts,  its  role  in  medicine  is  of  particular 
interest  from  the  standpoint  of  how  it  affected  the 
psychic  stance  of  both  physician  and  patient  toward 
the  course  of  diverse  illnesses.1  In  many  regions  of 
the  globe,  even  the  modern  application  of  prognostics 
(Gk.,  pro:  before;  gnostikos:  knowing)  is  partly 
reliant  on  that  mystique. 

While  leafing  through  some  medieval  manuscripts 
I became  acquainted  with  the  legend  of  Caladrius,  a 
wondrous  bird  capable  of  both  predicting  the  out- 
come of  disease,  and,  if  successfully  prevailed  on,  of 
changing  it  favorably.  Further  literary  research 
disclosed  Caladrius  to  have  been  an  object  of  popular 
belief  for  several  centuries.2-6  This  article  traces  the 
origins  of  the  mythical  creature  and  the  stories  sur- 
rounding it  against  a backdrop  of  other  erstwhile 
medical  divination  traditions. 

Roots  of  divination 

Incapable  of  manipulating  his  environment, 


paleolithic  man  sought  through  an  intercessor,  the 
shaman,  to  curry  favor  from  the  immanent  and  ma- 
levolent forces  that  controlled  it.  The  shaman  was 
a sort  of  wizard  who  possessed  extraordinary  powers 
of  communication  with  occult  deities  and  spirits.  He 
furnished  a temporal  voice  for  the  divine  beings  from 
whom  he  received  messages,  for  example,  as  in  the 
arrangement  assumed  by  bones  scattered  on  the 
ground.  Then  he  endeavored  through  incantations 
to  mollify  celestial  displeasure  against  tribe  members 
stricken  with  disease  or  other  reverses. 

The  managerial  class  of  the  great  agricultural  city 
states  consisted  of  royalty  and  priesthood.  The 
general  welfare  of  those  communities  depended  on 
farming  and  soldiering,  just  as  that  of  prehistoric 
nomadic  ones  had  pivoted  on  hunting.  Matters  of 
health  were  under  the  aegis  of  the  priestly  hierarchy. 
Animal  sacrifice  and  scrutiny  of  the  firmaments  were 
convenient  theurgic  devices  in  such  agrarian  societies 
engaged  in  husbandry  and  having  open  and  unob- 
structed view  of  the  sky.  It  was  probably  from  the 
former  practice,  a pastoral  act  of  propitiation  com- 
mon to  both  heathen  and  theistic  peoples,  that  the 
rite  of  examining  animal  carcasses  for  divination 
purposes  arose.7'8 

Divination  was  developed  to  great  complexity  in 
Mesopotamia  and  assigned  to  an  elite,  the  Magi. 
The  Chaldeans  confined  themselves  to  astrology; 
other  theocratic  castes  specialized  in  the  reading  of 
signs  furnished  by  animal  entrails,  particularly  the 
liver.  Medical  invocations  were  directed  chiefly  to 
the  gods  Shamash  and  Adad. 

References  illustrating  dependency  on  divination 
before  embarking  on  major  undertakings  are  to  be 
found  in  the  Bible.  Thus  Ezekiel  21:21  related: 
“For  the  king  of  Babylon  stood  at  the  parting  of  the 
way,  at  the  head  of  the  two  ways,  to  use  divination: 
he  made  his  arrows  bright,  he  consulted  with  images, 
he  looked  in  the  liver.” 

The  arcane  arts  were  brought  to  a high  level  of 
sophistication  in  the  hands  of  the  Egyptian  sacer- 
dotal establishment.  The  liver,  seat  of  physical 
health,  was  foremost  among  the  viscera  preserved  in 
sarcophagi  to  ensure  the  well-being  of  the  deceased 
in  afterlife. 

The  Greeks  indulged  considerably  in  divination, 
and,  like  the  Romans  after  them,  practically  regu- 
lated many  of  their  quotidian  activities  and  all  im- 
portant transactions  according  to  bulletins  from 
seers.  In  keeping  with  the  Hellenic  passion  for  or- 
derliness, the  predictions  or  “mancies”  (Gk.,  man- 
teekee:  prophetic  ability)  were  codified  systemati- 
cally in  accordance  with  the  prolix  media  employed 
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to  elicit  them.  Hence — ornithomancy:  birds; 

hepatomancy:  liver;  chiromancy:  hand;  onycho- 
mancy:  nails;  rhabdomancy:  sticks;  oneiromancy: 
dreams;  astromancy:  stars;  cleromancy:  lots;  cap- 
tomancy:  smoke;  pyromancy:  fire;  and  so  forth. 

A person  who  specialized  in  forecast  ing  affairs  of 
health  was  known  as  an  “iatromantis.” 

The  supreme  Greek  god  of  divination  was  Python, 
around  whom  grew  a substantial  cult.  To  numerous 
shrines,  the  most  famous  of  which  was  located  at 
Delphi,  people  traveled  to  consult  the  Pythian 
priestesses  who  through  their  particular  brand  of 
esoteric  inspiration  were  able  to  peer  into  the  fu- 
ture. 

The  chief  apologists  for  divination  were  the  Stoics, 
who  accepted  it  as  a cornerstone  of  their  philosophic 
system  and  defended  it  with  considerable  zeal  and 
plausible  arguments.  Pythagoras,  Socrates,  Zeno, 
Plato,  Democritus,  Diogenes,  and  other  members  of 
the  intelligentsia  condoned  the  practice. 

Avispicy 

Although  their  religions  were  steeped  deeply  in 
animal  lore  and  their  pantheons  were  replete  with 
winged  personages,  the  Mesopotamians  resorted 
somewhat  diffidently  to  ornithomancy,  so  absorbed 
were  they  with  astrology  and  poring  over  livers  to 
unravel  hidden  clues  to  the  future.9-10  Among  the 
few  exceptions  may  be  mentioned  an  omen  which  was 
cited  in  a cuneiform  tablet  of  Babylonian  origin.11 
According  to  that  fragment  a physician  about  to  visit 
a patient  could  obtain  prognostic  information  con- 
cerning the  case  even  before  conducting  his  exami- 
nation. If  en  route  to  the  patient’s  house  a falcon 
flew  on  the  physician’s  right,  the  patient  would  sur- 
vive; conversely,  if  the  bird  wheeled  to  the  left,  the 
patient  was  bound  to  die. 

The  Greeks  delved  expansively  into  the  prophetic 
implications  of  the  behavior  of  birds.7-9  Eventually, 
explanation  of  the  meaning  of  the  flights,  migrations, 
songs,  and  feeding  habits  of  birds  became  so  elabo- 
rate that  it  was  entrusted  to  a select  group  of  acolytes 
who  were  especially  proficient  in  that  art.  Several 
passages  in  Homer’s  writings  attest  to  a particular 
preoccupation  with  the  eagle,  most  likely  because  of 
its  emblematic  association  with  Zeus.  Pindar  at- 
tributed to  crows  64  distinctive  cries  of  mantic  sig- 
nificance; Calchas  was  said  to  have  prophesied  the 
number  of  years  of  the  Trojan  War  from  counting  a 
flock  of  sparrows.  The  custom  of  interrogating  the 
plumed  harbingers  spread  from  Athens  to  Pam- 
phylia,  Phrygia,  Pisidia,  Cilicia,  Lycia,  Umbria,  and 
other  nations  of  the  Mediterranean  basin. 

Not  surprisingly,  the  Etrurians  and  Romans,  who 
were  ardent  copyists  of  things  Hellenic,  adopted  their 
predecessors’  penchant  for  ornithomancy.7-9  They 
went  one  better  in  coining  new  terms.  Except  for  the 
word  “omen,”  generally  signifying  any  phenomenon 
portending  the  future,  these  were  founded  etymol- 
ogically on  avis  (L.,  bird).  Thus,  taking  into  account 


the  Latin  equivalents  of  the  letters  V and  U,  avis  plus 
-gur  (L.,  to  tell)  formed  “augur.”  More  to  the  point 
yet,  avis  plus  spicere  (L.,  to  look)  gave  rise  to  “arus- 
pex”  or  “haruspex”  (hence  haruspicy,  haruspication, 
and  so  forth),  and  to  “auspex”  (hence  auspication, 
auspicate,  and  so  on). 

Our  vocabulary  owes  to  the  Roman  diviners  nu- 
merous words  and  expressions,  such  as:  ominous; 
auspicious;  provident;  presage;  predict;  propitious; 
bird  of  ill  omen;  lucky  bird;  and  so  forth. 

The  Roman  system  of  avispicy  codified  inter- 
locking permutations  of  criteria  based  on  which  birds 
did  what,  when,  and  how;  it  was  unsurpassed  for 
sheer  complexity.  In  augural  language,  “alites”  gave 
omens  by  their  flight  and  “oscines”  by  their  notes. 
Certain  birds,  such  as  the  falcon,  swallow,  and  eagle 
(Jupiter’s  emissary)  were  esteemed  (“bonis  avibus”). 
Viewed  with  dread  or  abomination  were  inherently 
ignoble  creatures  (“malis  avibus”)  such  as  the  vul- 
ture, kite,  bat,  and  raven  (Oscar  Wilde’s  “prophetic 
bird”).  Ironically,  the  symbolic  owl  of  Athena  and 
Apollo  was  an  “obscenae  aves”  to  the  Roman  popu- 
lace. 

Importance  was  attached  to  the  feeding  idiosyn- 
crasies of  certain  fowl,  especially  poultry.  The  ad- 
umbrations of  consecrated  chickens  pecking  on 
dough  pellets  were  followed  attentively.  If  the  birds 
manifested  no  desire  for  their  food,  the  omen  was 
most  direful;  but  if  they  gobbled  so  fast  that  it  fell 
from  their  beaks  and  rebounded  on  the  ground  there 
was  cause  for  rejoicing.  The  “pullerius,”  or  augural 
poulterer,  who  officiated  at  those  solemn  ceremonies 
had  to  be  well  versed  in  the  way  different  birds  ate 
to  allow  for  no  misinterpretations. 

As  had  the  Greeks,  the  Romans  paid  great  heed  to 
whether  birds  flew  or  alighted  on  the  left  (“sinistra”) 
or  right  (“dextra”).  But  whereas  Greek  augurs  faced 
the  north,  Roman  augurs  faced  the  south,  so  that 
directional  signs  favorable  for  the  former  tended  to 
be  unfavorable  for  the  other.  Left-hand,  that  is, 
sinister,  signs  by  and  large  boded  bad  tidings  except 
when  they  pertained  to  Jupiter.  Exemplifying  this 
feature  is  part  of  a poem  by  Ennuis  ( Annales  I:  94) 
commemorating  the  founding  of  Rome  by  Remus 
and  Romulus,  themselves  augurers: 

When  each  would  rule  they  both  at  once  appealed 
Their  claims,  with  anxious  hearts,  to  augury. 

Then  Remus  took  the  auspices  alone 
And  waited  for  the  lucky  bird;  while  on 
The  lofty  Aventine  fair  Romulus 
His  quest  did  keep  to  wait  the  soaring  tribe: 

Their  contest  would  decide  the  city’s  name 
As  Rome  or  Remora.  The  multitude 
Expectant  looked  to  learn  who  would  be  king. 

. . . ’Twas  then  an  augury, 

The  best  of  all,  appeared  on  high — a bird 
That  on  the  left  did  fly.  And,  as  the  sun 
Its  golden  orb  upraised,  twelve  sacred  birds 
Flew  down  from  heaven  and  betook  themselves 
To  stations  set  apart  for  goodly  signs. 

Then  Romulus  perceived  that  he  had  gained 
A throne  whose  source  and  prop  was  augury. 
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FIGURE  1.  Medieval  church  at  Alne,  with  archway  of  stone  carvings  of  bestiary  figures.  Caladrius  fifth  from  left  (arrow). 
Some  sculptures  in  badly  deteriorated  state.  This  is  only  surviving  architectural  item  featuring  Caladrius.  (Photographs 
taken  in  May,  1979,  by  J.  A.  Kay,  M.D.,  of  Yorkshire,  consequent  to  author’s  inquiries.) 


So  imbued  was  Roman  society  with  the  “vis  divi- 
nandi”  that  a College  of  Augurers  was  officially  ap- 
pointed by  the  Senate.  Originally  consisting  of  3 
patricians,  its  membership  was  enlarged  by  law  to  15 
in  Julius  Caesar’s  time.  But  then  it  came  increas- 
ingly under  concerted  attack  by  philosophers,  poets, 
and  playwrights.  Speaking  of  a renowned  sooth- 
sayer, Virgil  ( Aeneid , IX:  327)  remarked  tartly  that 
“. . . he  could  not,  by  his  divination,  ward  off  his  own 
death.”  And  Pacuvius  in  his  play  Chryses  asserted 
that: 

The  men  who  know  the  speech  of  birds  and  more 
Do  learn  from  other  livers  than  their  own — 

’Twere  best  to  hear,  I think,  and  not  to  heed. 

Foremost  among  the  iconoclasts  was  Cicero.12 
In  early  youth  he  had  accepted  divination,  and 
written  in  his  lyrical  Marius: 

Behold,  from  out  the  tree,  on  rapid  wing, 

The  eagle  that  attends  high-thundering  Jove 
A Serpent  bore,  whose  fangs  had  wounded  her; 

And  as  she  flew  her  cruel  talons  pierced 

Quite  through  its  flesh.  The  snake  tho’  nearly  dead, 

Kept  darting  here  and  there  its  spotted  head; 

And,  as  it  writhed,  she  tore  with  bloody  beak 
Its  twisted  folds.  At  last,  with  sated  wrath 
And  grievous  wounds  avenged,  she  dropped  her  prey, 
Which,  dead  and  mangled,  fell  into  the  sea; 


And  from  the  West  she  sought  the  shining  East. 

When  Marius,  reader  of  divine  decrees, 

Observed  the  bird’s  auspicious,  gliding  course, 

He  recognized  the  goodly  sign  foretold 

That  he  in  glory  would  return  to  Rome; 

Then  on  the  left,  Jove’s  thunder  pealed  aloud 

And  thus  declared  the  eagle’s  omen  true. 

The  mature  Cicero,  on  the  other  hand,  lambasted 
divination,  which  he  defined  as  being  “compounded 
of  a little  error,  a little  superstition,  and  a good  deal 
of  fraud.” 

And  yet  these  barbs  hardly  made  a dent.  If  any- 
thing, the  divination  fervor  already  extant  in  Re- 
publican Rome  was  redoubled  in  Imperial  Rome, 
fanned  by  the  aristocracy  and  uncontested  by  their 
subservient  citizenry. 

The  pervasiveness  of  divination  on  Roman 
thoughts  and  actions  was  masterfully  captured  by 
Shakespeare  in  Julius  Caesar. 

Physiologus  and  its  progeny,  the  bestiaries 

Scattered  allusions  to  zoologic  topics  were  made 
by  several  writers  in  antiquity,  such  as  Aristotle, 
Herodotus,  Plutarch,  Aelian,  Bolos,  Constantinus 
Africanus,  Democritus,  and  Pliny.  Around  the 
second  century  A.D.  a Greek  monograph  devoted 
entirely  to  natural  science  was  composed  in  Alexan- 
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dria,  which  then  was  at  the  cultural  crossroads  of  the 
Occident  and  Orient.  Entitled  Physiologus  (“the 
Naturalist”),  its  authorship  most  likely  was  by  one 
of  the  early  church  fathers. 

The  Physiologus  contained  48  sections,  each 
treating  of  a particular  animal,  plant,  or  mineral,  and 
linked  in  every  instance  to  a scriptural  citation.6-13-18 
The  work  was  essentially  theologic  rather  than  sci- 
entific in  character,  and  the  inclusion  of  strange 
fauna  such  as  the  elephant,  crocodile,  and  ibis 
probably  was  intended  to  instill  a sense  of  the  fan- 
tastic into  otherwise  didactic  teachings. 

At  a time  when  ecclesiastical  writings  were  sparse, 
the  value  of  the  Physiologus  as  a seminal  inst  rument 
for  religious  instruction  was  quickly  seized  on  by 
churchmen.  It  was  translated  into  Coptic,  Syriac, 
Arabic,  Ethiopian,  Georgian,  Armenian,  Slavic,  and 
Anglo-Saxon.  Latin  copies  began  to  appear  toward 
the  end  of  the  third  century,  and  soon  proliferated. 

Although  containing  analogous  general  material 
and  following  a like  format,  many  reproductions  were 
dissimilar.  Some  codices  encompassed  the  whole 
original  contents,  others  just  selected  portions,  and 
yet  more  had  an  augmented  number  of  chapters. 
Each  translator,  each  editor,  and  each  scribe  arbi- 
trarily subtracted,  added,  or  modified  to  suit  his  in- 
dividual talents,  knowledge,  or  beliefs.  The  text  was 
corrupted  or  altered  into  vernacular  tongue  on  oc- 
casion; at  other  times  it  was  converted  to  metrical 
rhyme.  Both  illustrated  and  unillustrated  manu- 
scripts were  produced.  The  wondrous  beings  limned 
in  different  pictorial  renditions  of  the  same  treatise 
occasionally  bore  scant  artistic  resemblance  to  one 
another.  (After  all,  because  a copyist-monk  was 
adept  at  calligraphy  did  not  guarantee  excellence  in 
iconography!) 

All  these  changes  led  to  loss  of  the  identity  of  the 
Physiologus  as  a distinct  tractate.  It  was  gradually 
replaced  during  the  twelfth  century  by  vastly  en- 
larged books  which,  owing  to  their  principal  thematic 
content  of  animals,  were  named  “bestiaries.”  Like 
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FIGURE  2.  Two  actions  of  bird  shown — (a)  sucking,  with 
its  beak,  disease  from  patient’s  breath  (courtesy,  Pierpont 
Morgan  Library,  New  York  City),  and  (b)  then  flying  to  sun 
(symbolizing  Ascension).  Drawing  at  left  of  stained  glass 
window,  formerly  at  Lyon  Cathedral,  destroyed  during  World 
War  II.26 


their  progenitor,  the  bestiaries  relied  on  picturesque 
compilations  of  biologic  entities  for  allegoric  exegesis 
to  provide  lessons  in  Christian  dogma  and  morals. 
Their  transformation  lay  in  the  sermons,  prayers, 
liturgical  commentaries,  and  in  any  other  devotional 
material  with  which  the  compilers  saw  fit  to  com- 
plement the  animal  lexicon.  Couched  in  spiritual 
rhetoric,  and  enjoying  tacit,  if  not  active,  endorse- 
ment from  the  clergy,  bestiaries  were  virtually  pro- 
mulgated as  required  perusal  by  the  faithful.  During 
the  Middle  Ages  their  dissemination  was  second  only 
to  the  Bible.2-6,13-23 

Second-hand  information  about  the  animals 
around  which  abstruse  stories  were  woven  to  spell  out 
admonitions  relevant  to  abstinence,  chastity,  heresy, 
and  the  like  became  accepted  tenets.  The  bestiarist 
amalgamated  factual,  figmentary,  and  figurative 
elements  of  nature  into  a literary  melange  for  goading 
both  the  lettered  and  the  illiterate  populace  into 
paths  leading  to  otherwordly  redemption.  As  Saint 
Augustine  averred,  what  counted  was  not  so  much 
whether  or  not  an  animal  existed  but  rather  what  it 
stood  for  symbolically.6 

During  the  thirteenth  century,  several  bestiaries 
were  written  in  French  dialects;  they  displayed  no- 
table differences  from  their  counterparts  in  other 
languages.  Thus,  the  textual  contents  harked  back 
more  faithfully  to  the  ancestor  Greek  Physiologus 
and  were  stripped  of  much  of  the  ponderous  meta- 
physical appendices  that  weighed  down  the  Latin 
bestiaries.  The  style,  whether  in  prose  or  poetry,  was 
freer.  It  paralleled  the  transition  from  Romanesque 
to  Gothic  tastes,  and  in  a few  instances  even  exhib- 
ited secular  traits.  All  the  French  bestiaries  were 
carefully  executed,  often  sumptuously  illustrated 
with  elegant  drawings  by  way  of  gold-highlighted 
miniatures  embellished  with  rubrics.  But,  as  with 
antecedent  bestiaries,  in  the  French  ones  esthetic 
license  invariably  took  precedence  over  accuracy 
born  of  natural  observation. 

Bestiaries  prevailed  in  popularity  throughout  the 
fourteenth  century,  then  fell  out  of  vogue  at  the  first 
stirrings  of  the  Renaissance  as  new  sociopolitical 
orders  loosened  the  grip  of  the  Church.  Their  legacy 
was  to  perpetuate  development  of  satiric  beast  epics 
and  animal  fables,  initiated  long  before  by  Aesop  and 
others,  which  subsequently  passed  into  folklore  lit- 
erature and  art. 

How  to  account  for  the  unswerving  belief  in  bes- 
tiary stories  for  so  long? 

In  the  Middle  Ages  the  idea  of  a thing  which  a man 
framed  for  himself  was  always  more  real  to  him  than 
the  actual  thing  itself,  and  we  see  why  these  mystical 
centuries  had  no  conception  of  what  men  now  call 
science.  The  study  of  things  for  their  own  sake  held 
no  meaning  for  the  thoughtful  man.  How  could  it  be 
otherwise  when  the  Universe  was  conceived  as  an  ut- 
terance; of  the  Word  of  which  every  created  thing  was  a 
single  word?  The  task  of  the  student  of  nature  was  to 
discern  the  eternal  truth  that  God  would  have  each 
thing  to  express,  and  to  find  in  every  creature  an  ad- 
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FIGURE  3.  These  most  elaborate  pictures  show  many  aspects  of  Caladrius  legend:  (a)  its  capture,  unfavorable  prognostication 
against  individuals  with  systemic  and  eye  diseases;  (b)  favorable  prognostication,  dispersing  disease  while  rising  to  sun, 
worshipers  before  ascending  Christ,  connoting  his  relationship  to  miraculous  happening,  and  Moses  lecturing  to  band  of  followers 
on  proscriptions  against  eating  unclean  birds  (courtesy,  Bibliotheque  Royale  Albert  I,  Brussels). 


umbration  of  the  great  drama  of  the  Fall  and  the  Re- 
demption.23 

Caladrius:  legend  and  background 

Starting  with  the  oldest  extant  version  of  the 
Physiologus  and  carried  through  the  French  bes- 
tiaries were  stories  about  a remarkable  bird.  Most 
commonly  called  Caladrius,  its  name  was  rendered 
in  sundry  manuscripts  as  Caradrius,  Charadrius, 
Charatrius,  Calandrius,  Caladres,  and  Calandre. 
Like  the  unicorn,  griffin,  and  phoenix,  Caladrius  had 
never  been  seen  by  anyone,  and  yet  its  myth  endured 
for  centuries.2-6’13-25 

The  cardinal  power  of  Caladrius,  reiterated 
throughout  the  corpus  of  bestiaries,  was  prognosti- 
cation. In  a prototypal  Physiologus  dating  from  the 
third  century  A.D.,  the  passage  concerning  the 
creature  stated: 

There  is  a bird  . . . which  is  completely  white,  with 
absolutely  no  trace  of  black.  Then  if  someone  suffers 
from  illness,  and  his  malady  is  fatal,  the  Caladrius 
turns  away  its  face.  However,  if  the  disease  permits 
recovery,  then  the  Caladrius  turns  its  face  toward  the 
ailing  man,  and  he  likewise  toward  the  Caladrius. 

The  attribution  of  additional  properties  to  the 
bird  grew  in  ensuing  documents.  One  in  the  ninth 
century  detailed  a number  of  them: 

. . . there  is  a bird  called  Caradrius.  Of  this  it  is  writ- 


ten in  Deuteronomy  (XIV,  18),  “Thou  shalt  not  eat  the 
Caradrius.”  Physiologus  says  it  is  entirely  white,  hav- 
ing no  black  part.  Its  excrement  cures  a mist  before 
the  eyes.  It  is  found  in  the  courts  of  kings.  Moreover, 
if  anyone  is  ill,  it  can  be  determined  from  this  Carad- 
rius whether  he  will  live  or  die.  If  the  man’s  illness  is 
mortal,  the  Caradrius  will  turn  away  its  face  as  soon  as 
it  sees  the  sick  person,  and  all  know  that  the  man  will 
die.  If,  however,  his  illness  is  not  fatal,  the  Caradrius 
looks  him  in  the  face  and  draws  into  itself  all  of  the 
man’s  sickness,  and  it  flies  into  the  air  toward  the  sun, 
and  it  consumes  and  disperses  his  sickness,  and  the 
sick  man  becomes  well. 

A couple  of  authors  early  in  the  twelfth  century 
wrote:  “The  bird  has  a great  bone  in  its  thigh;  if  the 
man  who  is  blind  has  the  marrow  of  it,  and  will  anoint 
his  eyes,  he  will  immediately  recover  his  sight.” 
And: 

But  if  he  is  going  to  live,  it  turns  and 
fixes  its  gaze  intently  upon  him, 

With  wide  open  mouth  it  drinks,  as  it 
were,  his  sickness  out  of  him, 

And  flies  up  on  high  to  the  rays  of  the  sun; 

The  sickness  which  has  been  drunk  in 
sweats  out  of  it, 

The  sick  man  exults  in  his  recovery. 

Another  writer  at  the  close  of  that  century  penned 
the  lines: 

The  word  (of  God)  when  fashioning  the  world  and 
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ordering  all  individual  things, 

Blessed  the  work  with  a wondrous  law  of 
goodness. 

The  goodness  of  the  Creator  declares  itself  in 
His  very  creatures, 

And  the  work  is  illuminated  by  the  brightness 
of  the  Creator. 

With  propitious  gaze  the  Caladrius  looks  at 
the  sick  man, 

When  Lachesis  twists  her  thread  with  favoring  hand. 
With  eyes  averted  it  raises  a warning  cry 
of  sorrow 

As  often  it  perceives  the  day  of  death  approaching. 

Its  flesh  restores  the  bright  keenness  of  vision 
which  has  grown  aim. 

The  color  of  its  wings  is  said  to  be  milk-white. 

A text  written  at  the  beginning  of  the  thirteenth 
century  observes:  “If  the  sick  man  is  destined  to  get 
better  and  be  cured,  the  Caladrius  addresses  itself 
intently  to  him,  and  approaching,  puts  its  beak  upon 
the  man’s  mouth,  and  by  its  breathing  draws  out  all 
the  man’s  sickness  into  itself  . . . etc.” 

Yet  another,  of  the  same  period,  narrated  several 
of  the  bird’s  doings: 

The  Caladrius  or  Caradrius,  as  says  the  Natural  Phi- 
losopher (that  is  Physiologus),  is  all  white  like  the 
swan,  and  has  a long  neck.  The  dung  of  its  inside 
cures  mist  before  the  eyes.  This  bird  is  found  in  the 
courts  of  kings.  If  anyone  is  ill,  by  means  of  this  Cala- 
drius it  can  be  determined  if  he  will  live  or  die.  For  if 
the  man  is  destined  to  die,  it  turns  its  face  away  from 
him,  and  by  this  sign  people  know  that  he  is  going  to 
die.  If  he  is  destined  to  live,  it  directs  itself  towards 
his  face,  and  as  though  it  would  take  all  the  illness  of 
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FIGURE  4.  Depictions  of  favorable  prognostication.  In  this 
series  great  variety  of  physical  attributes  imagined  of  bird 
readily  evident  (courtesy:  (a)  and  (c)  British  Library,  London; 
(b),  (e),  and  (f)  Bodleian  Library,  Oxford,  and  (d)  Burgerbib- 
liothek,  Bern). 


the  man  upon  itself,  it  flies  into  the  air  towards  the 
sun,  burning  up  as  it  were  his  infirmity  and  dispersing 
it;  and  so  the  sick  man  is  cured. 

These  examples  of  textual  variations  have  been 
chosen  to  cite  diverse  qualities  ascribed  to  Caladrius 
on  which  its  legend  was  founded  and  sustained.  The 
various  items  are  amenable  to  analysis  and  expla- 
nation: 

I.  Caladrius  was  of  royal  origin  and  dwelled  in 
palaces. 

This  was  a convenient  way  to  account  for  the  bird 
not  being  seen  by  commoners,  and  helped  to  fuel  a 
good  deal  of  the  mystery  pertaining  to  it.  Most  likely 
its  main  source  was  the  series  of  traditional  romances 
spun  around  the  figure  of  Alexander  the  Great. 
During  his  Asian  campaigns  he  was  supposed  to  have 
stated  in  a letter  to  his  mother  Olympias: 

We  came  then  to  the  royal  castle  of  Cyrus  and  Xer- 
xes, and  found  there  many  houses  full  of  treasures,  and 
a golden  house  in  which  the  king  was  accustomed  to 
give  audience  ....  In  the  temple  there  hung  down 
from  the  roof  a golden  cage;  in  this  cage  was  suspended 
a sphere  like  a revolving  heavenly  body,  and  on  the 
sphere  sat  the  figure  of  a dove,  which  prophesied  to  the 
king.  When  I wanted  to  take  this  cage  away  in  order  to 
send  it  to  you,  those  who  were  by  persuaded  me  not  to, 
because  it  might  be  a holy  thing. 

If  one  were  to  accept  the  authenticity  of  this  nar- 
rative at  face  value,  then  it  would  be  reasonable  to 
assume  that  the  mechanical  contrivance  discovered 
by  Alexander  must  have  been  a Persian  device  em- 
ployed for  divination.  In  that  case,  his  entourage’s 
misgivings  about  appropriating  an  object  having 
religious  connotations  were  well  justified. 

Why  Caladrius  ever  should  have  been  identified 
with  the  artificial  gilded  bird  of  Babylon  is  unclear. 
The  association  was  implied  as  early  as  the  third 
century  B.C.E.  by  Hermes  Trismegistus  who  in  his 
Koiraniden  spoke  of  Caladrius  as  a kingly  bird  (or- 
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FIGURE  5.  Exceptionally,  although  image  is  intended  to 
betoken  net  favorable  outcome,  two  birds  shown,  looking 
toward  and  away  from  patient;  (d)  very  rarely  are  both  fa- 
vorable and  unfavorable  prognoses  indicated  with  same  bird 
and  same  patient  in  duplicate.  (Courtesy:  (a)  and  (d)  British 
Library,  London;  (c)  Corpus  Christi  College,  Cambridge.) 
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FIGURE  6.  Additional  pictures  of  favorable  outcomes  (courtesy:  (a)  and  (b)  British  Library,  London;  (c)  University  Library, 
Cambridge). 


neon  vasilikhon)  which  had  healing  powers  over  a 
variety  of  illnesses,  including  jaundice.  Partly  be- 
cause of  the  golden  hue  to  the  skin,  or  perhaps  be- 
cause it  was  considered  to  arise  from  a surfeit  of  rich 
food,  jaundice  was  referred  to  as  regius  or  aurugo  by 
the  Romans. 

In  his  De  natura  animalium  (XVII:  13),  Aelian 
averred  that  the  “royal  disease”  of  jaundice  was 
curable  by  looking  at  Caladrius,  which  willingly 
transferred  it  to  its  own  body.  But  in  his  Symposi- 
acon  (V:  7),  Plutarch  declared  that  Caladrius  im- 
periled itself  if  it  took  on  the  disease  through  the 
process  of  sympathetic  fascination: 

So,  too,  we  know  how  often  those  who  suffer  from 
jaundice  are  healed  by  looking  at  the  bird  Charadrius. 
This  small  animal  seems  to  be  endowed  with  such  a na- 
ture and  character  that  it  violently  attracts  to  itself  the 
disease,  which  slips  out  of  the  body  of  the  sick  man  into 
its  own,  and  draws  off  from  his  eyes  as  it  were  a stream 
of  moisture.  And  this  is  the  reason  which  the  Charad- 
rius cannot  endure  to  look  at  jaundiced  persons  nor 
help  them  at  all,  but  turns  itself  away  with  closed  eyes; 
not  because  it  grudges  the  use  of  the  remedy  which  is 
sought  from  it,  as  some  consider,  but  because  it  might 
be  wounded  as  by  a blow. 

In  any  event,  by  the  fourteenth  century  the  besti- 
ary compendia  apparently  took  it  for  granted  that 
Caladrius  was  identical  with  the  golden  bird  men- 
tioned by  Alexander  the  Great,  who  was  even  por- 
trayed in  some  of  the  illustrations  concerning  the 
prognostication  phenomenon,  and  allusion  to  jaun- 
dice was  dropped  entirely.  Recital  of  the  Alexand- 
rian epic  was  also  modified  to  better  insinuate  the 
Caladrius  legend,  as  exemplified  by  the  following: 

From  there  they  went  to  the  palace  of  king  Xerxes. 
And  Alexander  found  in  this  palace  many  marvels,  and 
among  other  things  he  found  birds  of  the  size  of  doves 
which  are  called  “salandres,”  which  prophesy  about  a 
sick  person,  if  he  is  going  to  die  or  not,  or  to  live.  For  if 
it  so  happens  that  it  looks  at  the  sick  man  in  the  face, 
he  must  live,  and  if  it  turns  the  other  way  he  will  surely 
die.  These  birds,  according  to  certain  wise  philoso- 
phers, have  received  this  virtue  from  our  Lord,  that  in 


looking  as  they  do  they  receive  unto  themselves  the  ill- 
ness of  the  sick  man.  And  they  carry  it  on  high  to  the 
fire  which  is  in  the  air,  to  the  fourth  element  which 
consumes  all  sicknesses. 

II.  Caladrius  was  white  throughout. 

The  incongruity  about  color  between  Caladrius 
and  the  Persian  automaton  was  passed  over  in  si- 
lence, although  some  artists  tinted  the  wings  of  the 
former  yellow  to  somehow  reconcile  that  difference. 
The  emphasis  on  white  was  echoed  in  the  majority 
of  manuscripts.  It  was  particularly  important  in 
principle  because  of  the  reiterated  symbolic  per- 
sonification of  Christ  with  Caladrius:  “The  Calad- 
rius is  a type  of  our  Savior.  For  he  is  all  white,  be- 
cause he  has  committed  no  sin,  neither  is  there  any 
guile  found  in  his  mouth. . . .” 

III.  Caladrius  was  not  to  be  eaten. 

Allusion  was  made,  in  one  of  the  passages  I quoted 
earlier,  about  a Biblical  proscription  against  eating 
Caladrius.  Both  the  verse  in  Deuteronomy  and  a 
parallel  one  in  Leviticus  (II:  17-19)  listed  among 
birds  unfit  for  eating  “. . . the  cormorant, . . . and  the 
stork,  and  the  heron  after  her  kind,  and  the  lap- 
wing. ...”  It  is  conceivable  that  the  heron,  with  its 
majestic  white  plumage,  was  extrapolated  into  the 
Caladrius  symbol  through  the  Septuagint’s  transli- 
teration of  the  Hebrew  word  anaphah  into  charad- 
rios,  the  Greek  generic  term  for  water  birds. 

Commentators  took  pains  to  explain  the  seeming 
discrepancy  between  linking  the  purity  of  the 
Christ-image  inherent  in  Caladrius  with  uncleanli- 
ness. As  one  of  them  pointed  out: 

Caladrius  is  reckoned,  in  Leviticus,  among  the  un- 
clean birds  which  are  forbidden  to  be  eaten  and  imitat- 
ed. For  it  is  unclean  by  virtue  of  that  property  of  its 
nature  through  which  it,  having  a long  neck,  seeks  food 
for  itself  out  of  the  very  bowels  of  the  earth.  And 
therefore  through  that  property  it  typifies  the  contem- 
plative man,  who  has  an  appearance  of  religion,  who 
reads  about  heavenly  things,  but  whose  life  is  earthly, 
who  in  this  matter  should  not  be  copied.  But  by  that 
property  which  it  has,  of  turning  itself  away  from  those 
who  are  about  to  die,  and  conversely  towards  those 
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FIGURE  7.  Characters  other  than  patient  and  Caladrius 
seldom  are  included;  in  these  scenes  patient’s  family  rejoice 
at  forecasts  of  recovery  (courtesy,  Bodleian  Library,  Ox- 
ford). 


who  will  live,  and  flying  upwards  towards  the  sun,  it 
signifies  Christ;  just  as  the  lion  and  eagle,  though  they 
are  unclean  according  to  the  law,  yet  are  types  of 
Christ  by  reason  of  some  quality  of  their  own.  For  the 
lion  is  king  of  beasts,  and  the  eagle  king  of  flying  fowl, 
and  Christ  is  king  of  all  the  faithful. 

Equally  lame,  but  somewhat  more  explicit,  was 
the  interpretation: 

. . .Now  if  any  person  questions  why  unclean  animals 
are  used  for  typifying  a good  thing  such  as  a conscience 
to  be  cleansed  and  instructed,  for  example  the  serpent, 
dragon,  lion,  and  eagle,  and  such  like  creatures;  let  him 
know  that  one  time  they  signify  the  endurance  and 
kingship  of  Christ,  but  at  another  the  rapacity  of  the 
devil,  and  thus  they  are  able  to  be  applied  in  different 
ways. 

IV.  Caladrius’s  gaze  had  prognostic  implica- 
tions and  was  potentially  curative. 


The  figurative  embodiment  of  Christ  in  Caladrius 
was  underscored  in  the  key  feature  relevant  to  its 
looking  toward  or  away  from  the  sufferer!  Its  gist, 
as  expressed  by  one  author,  was  that:  “.  . . Christ 
coming  down  from  Heaven  turned  His  face  away 
from  the  Jews,  because  of  their  unbelief,  and  turned 
to  us  Gentiles,  bearing  out  infirmities.” 

The  metaphoric  verisimilitude  with  sin  and  dam- 
nation was  blatantly  promoted  in  some  books  and 
muted  in  others:  “But  daily  does  the  aforesaid 

Caladrius  (Christ)  behold  our  weaknesses,  minister 
to  the  mind  through  confession,  and  heal  those  to 
whom  he  offers  the  grace  of  penitence.  But  he  turns 
his  face  away  from  those  whose  heart  he  knows  to  be 
impenitent.  These  he  rejects,  but  he  heals  those 
toward  whom  he  directs  his  face.” 

The  religious  message,  hence,  was  that  healing, 
that  is,  redemption,  was  available  to  those  who  ear- 
nestly repented  transgressions  or  had  elected  to  seek 
salvation  through  Christ. 

This  leitmotiv  of  the  Caladrius  legend  carried  the 
authoritative  sanction  of  prelates  such  as  Augustine, 
Ambrose,  and  Gregory.  In  the  Speculum  Ecclesiae, 
a collation  of  sermons  written  between  1090  and  1120 
by  Honorius  of  Autun,  this  famous  evangelist  as- 
serted: 

The  white  Charadrius  is  Christ  born  of  a Virgin.  He 
drew  near  to  sick  humanity  when  sent  by  His  Father  to 
save  the  world.  Turning  His  face  from  the  Jews  and 
leaving  them  to  die,  He  looked  toward  us  and  bore  our 
sickness  on  the  cross,  and  a sweat  of  blood  streamed 
from  Him.  Then  returning  to  His  Father  with  our 
flesh  He  brought  salvation  for  all. 

V.  Caladrius  absorbed  illness  and  dispersed  it 
while  rising  toward  the  sun. 

The  bird  was  described  as  variously  acquiring,  ei- 
ther through  visual  sympathetic  transference  or  by 
inhalation  through  its  mouth,  the  patient’s  malady. 
It  thereby  possessed  the  ability  to  absorb  an  ailment 
by  either  of  the  two  ways  in  which  disease  was  be- 
lieved to  be  propagated. 

Heliodorus  reminded  the  readers  of  his  Ethio- 
pica: 

. . .as  the  air  which  we  breathe  brings  with  it  all  the 
qualities  with  which  it  is  impregnated  and  penetrates 
all  our  pores,  so  the  fascination  of  look  . . . fills  the  sur- 
rounding atmosphere  with  a pernicious  quality  and 
conveys  envenomed  exhalations  to  whatever  is 
nearest. 

The  action  accredited  to  Caladrius  of  dispersing 
the  disease  during  heavenward  flight  was  partly 
based  on  a belief  since  antique  times  that  solar  rays 
were  curative  through  evaporation  of  miasma. 
Hence  the  notation  about  “. . . the  fire  which  is  in  the 
air  . . . which  consumes  all  sicknesses.”  Its  theologic 
symbolism,  however,  plainly  related  to  the  Ascen- 
sion. 

VI.  Caladrius  could  cure  dim  vision. 

The  implication  of  seeing  clearly  through  em- 
bracing Christ’s  teachings  is  obvious.  The  mode 
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whereby  sight  was  restored  to  the  blind  differed 
radically  from  the  other  virtues  ascribed  to  Caladrius 
in  that  in  this  instance  the  role  of  the  bird  was  passive 
rather  than  active.  According  to  the  more  prevalent 
exposition,  blindness  was  cured  by  the  excrement;  a 
few  copies  stated  that  the  remedial  agency  was  the 
bird’s  flesh  or  thigh.  Presumably  the  discrepancy 
arose  from  some  unknown  scribe  having  mistakingly 
substituted  “interior  fimus”  (the  dung  of  its  inside) 
for  “interior  femur”  (the  inside  of  its  thigh). 

Albeit  that  ancient  pharmacologists,  including 
Pliny,  vouched  for  animal  feces  serving  as  a vehicle 
for  ophthalmologic  concoctions,  such  an  association 
would  seem  incompatible  with  respect  to  the  religious 
overtones  of  the  Caladrius  legend.  The  divergence 
is  underscored  by  recalling  the  Biblical  story  of  To- 
bit’s  blindness,  which  came  about,  he  said,  when 
“sparrows  muted  warm  dung  into  mine  eyes,  and  a 
whiteness  came  in  mine  eyes”  that  was  relieved  later 
by  stroking  them  with  gall.  Indeed,  none  of  the 
bestiary  scholiasts  bothered  to  discuss  this  aspect  in 
any  depth. 

Conversely,  the  use  of  marrow  from  the  femur  for 
the  preparation  of  salves  or  lotions  would  be  conso- 
nant with  medieval  pharmaceutical  practices.  Also, 
it  would  be  convenient  to  the  exegesis  proffered  by 
various  commentators,  such  as: 

And  the  inside  of  its  thigh  wipes  away  from  the  eyes 
the  veil  of  blindness.  By  the  thigh  we  understand  the 
power  of  generation,  and  so  the  inside  of  the  thigh  is 
the  Incarnation  of  the  Savior.  Inside,  indeed,  and  hid- 
den was  the  Incarnation  of  the  Savior,  for  it  was  even 
hidden  from  the  Devil. 

And: 

...  in  Jesus  Christ  kings  are  baptized  and  anointed, 
and  we  naked  are  anointed  with  chrism,  and  that  sig- 
nifies baptism  in  this  life.  The  marrow  of  the  bone  of 
the  bird  which  is  great,  by  which  the  Christian  sees 
who  before  was  blind,  has  this  significance:  keep  it  in 
remembrance. 

Iconography 

Graphic  and  plastic  representations  of  mythical 
animals  are  plentiful  in  medieval  art.  And  yet, 
depictions  of  Caladrius  hardly  are  to  be  found  other 
than  in  bestiaries.  It  is  certainly  most  curious  that 
a powerful  fable  with  Christ  as  its  focal  character 
should  have  left  such  a small  artistic  legacy,  and,  at 
that,  one  almost  wholly  confined  within  a literary 
context. 

Architecture,  for  instance,  could  have  provided 
ample  opportunities  for  exploiting  the  Caladrius 
theme.  But,  to  my  knowledge,  the  latter  found  ar- 
chitectural expression  only  twice.  The  first  item, 
apparently  the  only  extant  sculpture  of  Caladrius,  is 
located  above  the  mid-twelfth  century  doorway  of  the 
south  side  of  the  nave  of  Alne  Church  at  Yorkshire, 
England.2-3  This  unique  piece  and  several  of  its 
companion  stone  carvings  unfortunately  are  in  a state 
of  decay.  Caladrius  hovers  over  the  patient,  its  beak 
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FIGURE  8.  Physician  never  participates  in  action,  despite 
its  overt  medical  connotations;  the  royal  figure  appearing  here 
represents  Alexander  the  Great  (courtesy,  British  Library, 
London). 


next  to  his  face  (Fig.  1). 

The  second  example  formerly  existed  in  the  ca- 
thedral at  Lyon,  France,  was  destroyed  during  World 
War  II,  and  has  not  been  restored  to  date.24-27  It 
consisted  of  a stained  glass  medallion,  one  in  a series 
of  scenes  of  the  Ascension  which  encompassed  a 
thirteenth-century  lancet  window  in  the  apse  of  the 
cathedral.  Caladrius  was  depicted  simultaneously 
in  two  actions,  absorbing  the  patient’s  illness,  then 
soaring  heavenward  (Fig.  2).  In  both  Lyon  and  Alne 
portrayals,  the  bird  was  shown  of  human  size. 

The  bestiary  pictography  of  Caladrius  deals  almost 
exclusively  with  its  power  of  prognostication.  Only 
once  is  the  cure  of  blindness  implied  (Fig.  3).  The 
bird  is  depicted  standing  on  the  coverlet  or  at  the  foot 
of  the  bed,  or  poised  in  the  air  over  the  afflicted 
person.  As  would  be  expected,  in  the  majority  of 
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FIGURE  9.  Favorable  outcome  invariable  whenever  patient 
is  portrayed  as  being  nobility.  Caladrius  in  all  these  pictures 
happens  to  have  webbed  feet,  and  in  all  but  one  (d)  has  its 
face  and  torso  in  opposite  directions.  Only  in  very  rare  im- 
ages (e)  and  (f)  does  patient  look  away  from  bird,  an  unex- 
plained conceptual  incongruity.  (Courtesy,  (a),  (b),  (c),  and 
(e)  Bodleian  Library,  Oxford;  (d)  Pierpont  Morgan  Library,  New  • 
York  City;  and  (f):  British  Library,  London. 


illustrations  Caladrius  is  foretelling  recovery  (Figs. 
3 to  9).  This  appertains  particularly  when  the  pa- 
tient wears  a royal  crown  (Fig.  9). 

In  most  pictures  the  sick  individual’s  mien  is 
contemplative  or  bland,  sometimes  with  eyes  shut, 
but  in  others  he  seems  to  be  conversing  with  the 
creature.  Rare  images  show  the  patient  himself 
looking  away  (Figs.  9e  and  f).  Exceptionally,  the 
scene  reveals  either  the  same  outcome  in  duplicate 
(Fig.  8),  or  both  favorable  and  adverse  alternatives 
(Fig.  5).  As  in  the  Lyon  window,  the  heavenward 
flight  of  Caladrius  occasionally  is  limned.  At  times 
a regal  personage  symbolizing  Alexander  the  Great 
is  incorporated  (Fig.  8). 

In  the  infrequent  representations  of  Caladrius 
prophesying  death,  the  doomed  patient  is  shown  ei- 
ther already  agonal  or  beseeching  the  implacable  bird 
(Fig.  10).  Sometimes  it  is  the  patient’s  kin  who  are 
displayed  grieving  at  the  doleful  portent  (Fig.  10 
b). 

Of  interest  are  rare  pictorial  compositions  per- 
taining to  the  origins  of  the  Caladrius  legend.  One 
of  them,  for  instance,  is  an  anachronistic  spectacle 
of  Alexander  in  the  company  of  priests  that  recounts 
his  discovery  of  the  fabulous  creature  (Fig.  11). 
Another,  for  no  apparent  reason,  includes  a marginal 
drawing  of  the  bird  being  captured  with  a net  in  a 
larger  setting  that  indicates  a negative  omen  against 


illness  and  blindness  (Fig.  3 a).  In  the  most  elaborate 
scene  of  all  ( Fig.  3 b),  four  events  are  pictured:  (1) 
prognostication  of  recovery;  (2)  Caladrius  flying  up 
toward  a nimbus  enclosing  a figure  holding  a flaming 
torch;  (3)  a party  of  worshipers  adoring  an  air-borne 
Christ  with  outstretched  arms;  and  (4)  Moses  ad- 
dressing his  desert  followers. 

It  is  not  surprising  that  illustrators  should  have 
given  free  rein  to  imagination  in  their  characteriza- 
tion of  the  physical  features  of  the  mystical  Calad- 
rius. In  different  manuscripts  it  variously  has  the 
appearance  of  a dove,  seagull,  swallow,  buzzard, 
parrot,  quail,  and  so  forth.  What  does  come  as  a 
surprise,  unless  ascribed  solely  to  artistic  license,  is 
that  in  many  of  the  miniatures  the  bird’s  body  is  to- 
tally or  partially  tinted  in  colors  other  than  white. 
This  is  so  even  when  the  companion  text  makes  note 
of  the  bird’s  immaculate  whiteness. 

Charadriidae  and  birth  of  scientific  zoology 

I have  already  alluded  briefly  to  the  Biblical  in- 
junction against  eating  unclean  birds,  such  as  “. . . the 
heron  after  her  kind  . . . .”  The  generic  term  ana- 
phah  for  water-birds  in  the  original  Hebrew  version 
was  translated  by  the  Septuagint  into  charadrios,  a 
Greek  equivalent  used  to  designate  those  birds  col- 
lectively.28,29 This  name  is  a very  ancient  one,  its 
etymologic  root  being  charadra  (Gk.,  mountain 
stream). 

Aristotle  in  his  History  of  Animals  (IX:  11)  de- 
scribed how  “. . . some  birds  make  their  dwellings 
round  mountain  torrents,  and  some  in  cliffs  and  holes 
in  the  rocks,  for  example  the  Charadrius  ...  .” 
Mention  of  the  bird  also  appeared  in  several  classical 
literary  sources.2  Whether  the  motive  of  the  un- 
known author  of  the  Physiologus  in  choosing  the 
name  Caladrius  was  to  focus  on  the  impeccable  white 
plumage  of  the  heron  or  on  the  uncleanliness  of  water 
fowl  in  general  is  beyond  scholarly  analysis.  What 
is  certain,  however,  is  that  his  choice  led  to  perpet- 
uation of  misconceptions  by  many  generations  of 
ornithologists. 

Although  germinal  compedia  about  living  things 
had  been  written  by  Aristotle,  Pliny,  Constantinus 
Africanus,  and  a few  other  naturalists  in  antiquity, 
the  first  concerted  endeavors  aimed  at  critically  and 
systematically  investigating  the  material  world  did 
not  begin  until  the  dawning  of  the  Renaissance.  But 
the  works  of  early  compilers  such  as  Albertus  Mag- 
nus, Von  Megenberg,  Andrewe,  Batman,  and  Lovell 
remained  mired  in  archaic  notions,  and  their  dis- 
quisitions about  Caladrius  reflected  confusion  sown 
by  the  bestiary  fantasies.2,4,23 

It  was  only  in  the  encyclopedias  of  Gesner  and 
Aldrovandus  that  the  traditional  beliefs  about 
Caladrius  were  challenged  (Fig.  12).30,31  With  the 
advent  of  scientific  zoology,  spearheaded  by  the  likes 
of  Linnaeus,  Hasselquist,  Forskalp,  and  Buffon, 
classification  of  the  Charadriidae  family  was  realized 
at  long  last.  Thus,  not  until  the  Age  of  Enlighten- 
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FIGURE  10.  Whenever  bad  prognosis  denoted,  patient  usually  has  eyes  shut  and  is  dying  or  already  dead;  in  very  rare  instances 
(c)  patient  shown  pleading  with  bird  (courtesy  (a),  (f),  and  (g):  British  Library,  London;  (d)  and  (e):  Bodleian  Library,  Oxford; 
(c):  Corpus  Christi  College,  Cambridge;  and  (b):  Bibliotheque  de  I’Arsenal,  Paris). 


ment  were  the  superstitions  of  the  Caladrius  legend 
eliminated  once  and  for  all. 
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FIGURE  12.  Early  “zoology”  texts,  such  as  ones  authored 
by  Aldrovandus  (a)  and  Gesner  (b)  during  Renaissance,  in- 
corporated some  of  bestiary  fantasies  or  sources  of  reference 
about  Caladrius  in  sections  pertaining  to  birds  of  Charadriidae 
family  (courtesy,  Rare  Book  Room,  New  York  Academy  of 
Medicine,  New  York  City). 
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The  remedial  branch  of  medicine,  all-important 
though  it  be,  can  hardly  be  said  to  exist  as  a 
science.  We  hold  to  measures  of  treatment  which 
our  forefathers  introduced,  notwithstanding  that 
our  forefathers  were  led  to  them  by  suppositions 
now  known  to  be  erroneous.  We  allow  the  thera- 
peutics of  bygone  generations  to  hold  its  place  be- 
side the  pathology  of  to-day,  and  place  in  ill- 
matched  apposition  the  art  of  one  century  and  the 
science  of  another.  Therapeutical  traditions  long . 
survive  the  theories  which  gave  them  birth. — Wil- 
liam H.  Dickinson,  St.  George’s  Hospital  Reports, 
1868. 1 

“Rules  of  treatment,  once  authoritatively  placed 
in  the  code  of  medical  practice,”  remarked  Dickinson 
in  1868, 1 “are  exceedingly  difficult  to  displace.  They 
become  the  property  of  ‘practical’  men,  who  are 
content  to  resort  to  the  usage  of  their  day  without 
inquiring  for  the  evidence  on  which  it  rests,  and  who 
hold  to  therapeutical  traditions  with  a steadfast  faith 
worthy  of  a less  variable  creed.”  With  these  words, 
Dickinson,  a physician  at  St.  George’s  Hospital  in 
London  in  the  late  1860s  and  1870s,  challenged  the 
medical  world  to  justify  the  application  of  external 
irritants  on  grounds  other  than  the  post  hoc,  ergo 
propter  hoc  ratiocination  of  the  day.  All  too  often, 
he  complained,  physicians  assumed  credit  for  im- 
provement confirmed  by  their  experience,  and  at- 
tributed all  worsening  conditions  to  the  “inevitable 
progress  of  the  complaint.”1  The  controversy  that 
erupted  from  Dickinson’s  remarks  revealed  that  even 
among  the  more  orthodox  defenders  of  the  practice, 
there  was  no  clear  understanding  as  to  the  circum- 
stances for  which  irritants  were  used  or  the  method 
of  their  operation.  As  one  physician  admitted  to  his 
own  surprise  in  1870,  there  was  a “wide  divergence 
of  views  that  is  now  shown  to  have  been  all  along 
concealed  under  the  external  appearance  of  agree- 
ment in  the  orthodox  part.”2 

Early  theories  of  practice 

Among  the  remedies  handed  down  through  the 
ages,  external  irritants  underwent  little  change  amid 
the  rival  “isms”  and  “pathies”  of  medicine.  Physi- 
cians prescribed  all  manner  of  rubefacients,  vesi- 
cants, and  pustulants,  and  patients,  on  their  own, 
doctored  themselves  with  an  assortment  of  patent 


and  proprietary  irritants  that  survived  centuries  of 
home-medicine  application.  Although  the  expla- 
nation of  their  modus  operandi  varied  according  to 
the  peculiar  notions  of  pathology  that  dominated 
each  age,  physicians  seldom  disputed  the  utility  of 
irritants  in  relieving  pain,  lessening  congestion  and 
inflammation  of  deep-seated  organs,  and  promoting 
the  absorption  of  the  products  of  inflammation. 
Generally,  surface  irritants  were  defined  as  natural, 
mechanical,  or  medicinal  agents,  which  travelled 
through  the  body  via  the  blood  vessels,  absorbents, 
nerves,  or  continuity  or  apposition  of  structure, 
thereby  removing  or  diminishing  the  morbid  condi- 
tion “by  producing  an  abnormal  state  in  some  part 
more  or  less  removed  from  the  seat  of  disease.” 
Given  the  wide  variation  of  etiologic  theories,  the  area 
of  commonality  seemed  to  be  the  metaphysical  belief 
that  anything  which  irritated  or  hurt  the  skin  was 
very  likely  to  benefit  the  deeper  tissues  and  organs 
regardless  of  whether  or  not  the  tissues  or  organs 
were  an  inch  distant  from  the  place  of  irritation  or  at 
the  other  end  of  the  body.3 

- Several  terms  predominated  over  the  course  of 
medical  practice  to  explain  how  irritants  on  the  skin 
influenced  the  morbid  action  of  an  inaccessible  and 
vital  organ,  even  though  there  was  no  obvious  or  di- 
rect connection  between  the  organ  or  function  and 
the  skin.  The  first,  “depletion,”  appeased  physicians 
who  felt  most  comfortable  with  the  humoral  ap- 
proach to  pathology,  and  employed  the  external  ir- 
ritant mechanically  to  remove  peccant  matters  from 
the  system,  or  at  least  transfer  the  disease  from  one 
part  or  organ  of  the  body  to  another  area  more  sus- 
ceptible to  treatment.  Hippocrates,  who  believed 
that  an  active,  subtile  principle,  such  as  autocrateia, 
presided  over  animal  functions,  thought  local  dis- 
eases originated  from  obstructions  created  along  the 
circular  route  of  the  autocrateia,  interrupting  the 
natural  functions  of  the  body.  To  effect  a cure,  he 
and  generations  of  humoralists  after  him,  chose  to 
expel  disease  through  the  skin  or  the  natural  evac- 
uants  by  artificial  drains  or  “exutories.”  J.  Risdon 
Bennett,  M.D.,  senior  physician  at  St.  Thomas’s 
Hospital  in  the  1860s,  employed  skin  irritants  “to 
relieve  a deeper  organ  embarrassed  with  acute  in- 
flammation,” believing  that  “the  congestion  pro- 
duced by  irritating  the  skin  implies  the  withdrawal 
of  so  much  blood  from  the  part  which  is  unduly  en- 
gorged.” Bennett  favored  any  means  by  which  the 
skin  could  be  artificially  congested  to  lessen  the  in- 
flammatory process  in  the  deep-seated  organs.4 

Those  humoral  pathologists  who  believed  in  the 
metastasis  of  diseases  viewed  artificial  eruptions  as 
draining  certain  humors  which  existed  in  the  condi- 
tion of  the  circulating  fluids  or  around  the  diseased 
area;  later,  physicians  would  argue  that  eruptive  af- 
fections merely  exchanged  the  diseased  action  from 
an  internal  to  an  external  point  on  the  body.  The 
outbreak  of  erysipelas  on  the  face,  for  example,  was 
known  to  have  influenced  the  disappearance  of 
eruptions  in  other  regions  of  the  body  and  hastened 
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the  resolution  of  both  tubercles  and  ulcers.  Physi- 
cians also  credited  pustular  eruptions  on  the  chest 
with  the  cessation  of  bronchitis  and  catarrh,  and  di- 
arrhea with  curing  gonorrheal  ophthalmia,  catarrh, 
and  certain  inflammations  of  the  urethra.5 

Two  other  terms,  “derivation”  and  “revulsion,” 
also  originated  in  humoral  pathology.  Revulsion  was 
the  act  of  “revelling”  or  drawing  the  humors  from  a 
remote  part  of  the  body,  while  derivation  applied  to 
those  medicines  which  made  the  humors  change 
position  to  a point  on  the  body’s  surface.  Later,  both 
terms  came  to  mean  the  superseding  of  one  morbid 
activity  with  another.  This  substitution  theory, 
which  physicians  built  on  the  vitalistic  principle  of 
solidism,  rested  on  the  belief  that  rubefacients,  ves- 
icants, and  pustulants,  which  were  artificially  pro- 
duced on  the  skin,  were  designed  to  coax  the 
deeper-seated  disease  from  the  body,  thereby  de- 
flecting a morbid  process  from  a course  it  would 
normally  pursue.  John  Hunter  (1728-1793)  gave 
new  life  to  this  ancient  doctrine  when  he  argued  in 
his  Treatise  on  the  Blood  (1794)  that  cures  by  deri- 
vation or  revulsion  “probably  act  by  causing  an  irri- 
tation in  one  part  to  cease  when  an  irritation  in  an- 
other part  is  excited,  and  this  latter  is  made  greater 
than  the  original  one.”  6 Hunter  based  this  expla- 
nation on  the  quasi-philosophic  principle  that  no  two 
diseases  acted  on  the  same  part  at  the  same  time. 
Thus,  a powerful  irritant  begun  on  the  skin’s  surface 
could  offset  the  deeper  inflammation  and  then  be 
treated  more  readily.  Hunter  suggested  what  he 
termed  “contiguous  sympathy”  between  the  in- 
flammatory or  diseased  structure  and  the  body’s 
surface.6  In  other  words,  internal  organs  were  af- 
fected by  changes  which  began  in  the  walls  of  the 
cavities  which  held  the  organs,  so  that  a superficial 
inflammation  on  the  cavity  walls  would  counteract 
a change  of  the  same  nature  in  the  deeper  organs. 
This  meant  that  the  surface  of  the  body  and  the  in- 
ternal organs  alternated  in  disease,  that  is,  one  being 
relieved  when  the  other  was  attacked.7  Wood8 
(1841-1920)  advocated  this  theory  in  his  Treatise  on 
Therapeutics  . . . (1874),  and  Alfred  Stille  (1813— 
1900),  wrote  that  “under  a law  of  the  economy,  an 
artificial  inflammation  acting  at  a distance  from  one 
of  spontaneous  origin  palliates  the  latter,  and  often 
at  the  will  of  the  physician  arrests  its  progress 
towards  disorganization.”  8 

Beginning  in  the  1820s,  the  terms  depletion,  der- 
ivation, and  revulsion,  while  reflective  of  the  theories 
which  gave  them  birth,  fell  into  disuse  as  the  brous- 
saisian  theory  of  irritation  and  the  Italian  school  of 
contrastimulus  influenced  newer  terminology.  The 
Frenchman,  Francois  J.  V.  Broussais,  M.D.  (1772- 
1838)  modified  the  theory  of  John  Brown,  M.D. 
(1735-1788),  arguing  that  every  morbid  condition 
was  the  result  of  localized  irritation  or  inflammation 
which,  in  turn,  caused  an  increased  flow  of  blood  to 
the  part.  Given  the  clinical  nature  of  disease,  he 
reasoned  that  the  best  way  to  prevent  the  morbid 
condition  would  be  to  establish  a counterirritant 


more  powerful  than  the  morbid  process  to  which  it 
was  opposed,  and  to  “determine  the  flow  of  blood 
outwards  and  away  from  the  diseased  direction  in 
which  it  might  be  going.”  To  achieve  this,  Broussais 
chose  heroic  bleeding  via  cups,  lancet,  and  leech.  At 
the  same  time,  Giovanni  Rasori,  M.D.,  and  his  Italian 
school  of  contrastimulus  began  their  own  efforts  to 
modify  the  Brunonian  theory  of  sthenic  and  asthenic 
disease  by  prescribing  heroic  doses  of  antimony, 
gamboge,  aconite,  ipecac,  and  nux  vomica,  which 
acted  internally  on  the  constitution  as  the  counter- 
irritant  did  externally.9 

During  the  1830s,  physician  J.  V.  Prather,  M.D., 
professor  of  surgery  in  the  St.  Louis  Medical  Uni- 
versity, indicated  yet  another  variation  in  the  ap- 
plication of  surface  irritants  when  he  concluded  that 
he  could  control  secretions  from  the  various  organs 
wholly  through  the  application  of  irritants  along  the 
spinal  column.  His  method,  sometimes  derisively 
referred  to  as  “Prather’s  hobby,”  was  adopted  by 
Washington10  in  the  1840s,  to  treat  a child  suffering 
from  abscesses  on  the  throat  and  hand,  complete 
aphonia,  paralysis  of  the  left  arm,  severe  pain  from 
the  left  hip  to  the  knee,  excessive  emaciation,  and 
night  sweats.  Washington10  ordered  warm  water 
sponge  baths  three  times  a day,  small  amounts  of 
brandy  as  a stimulant,  compresses  to  the  throat,  and 
regular  doses  of  quinine  and  calomel.  When  these 
measures  failed,  he  resorted  to  dry-cupping  along  the 
spine  and  found  the  patient’s  health  restored.  He 
was  pleased  to  discover  dry-cupping  was  a powerful 
alterative,  and  that  the  different  organs  of  the  body 
could  be  effectually  regulated  via  the  nervous  system. 
“The  anatomical  structure  of  the  nervous  system 
gave  me  a clue  to  the  rationale  of  the  modus  operandi 
of  dry-cupping,”  he  wrote,  “through  the  intimate 
connection  of  the  spinal  marrow  with  the  whole 
system;  when  an  impression  is  made  on  the  spinal 
marrow,  it  is  transmitted  to  the  different  organs 
through  the  respective  nerves  arising  from  it.”  On 
the  basis  of  these  deductions,  Washington10  dry- 
cupped  the  spine  of  pregnant  women  who  suffered 
from  headaches  or  cardialgia  “to  break  the  chain  of 
nervous  sympathy.”  This,  he  found,  was  more  ef- 
fective than  the  usual  applications  of  mustard  plas- 
ter, horseradish,  and  various  alkalies.  He  likewise 
recommended  dry-cupping  for  leukorrhea,  amen- 
orrhea, and  dysmenorrhea.10 

Although  Campbell’s11  work  on  The  Secretory  and 
the  Excito-Secretory  System  (1857)  provided  added 
explanation  for  the  phenomenon  discussed  by 
Prather  and  Washington,  the  official  rationale  for 
Prather’s  hobby  did  not  come  until  May,  1858,  when 
the  significance  of  the  nervous  system  was  considered 
in  the  physiology  of  irritation.  Charles  Edouard 
Brown-Sequard,  M.D.,  (1817-1894),  in  a series  of 
lectures  presented  before  the  Royal  College  of  Sur- 
geons, described  the  nervous  system  as  principal  in 
his  discussion  of  the  reflex  action  of  the  nerves. 
“When  we  wish  to  produce  a modification  in  the 
condition  of  any  organ,”  he  wrote,  “we  must  apply  the 
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PURPOSE 


TYPE 


RUBEFACIENTS 


ARTICLES 


mustard  plaster 

peppe  r 

iodine 

turpen  t i ne 

span i sh  pe 1 1 i tory 

wild  cucumbe r 

acet i c acid 

water  cresses 

gua i ac 

cochleria  leaves 
horse  radi sh 
ga  r 1 i c 


euphorb i a 
capi scum 
tobacco 
g i nge  r 
savi  n 

spirits  of  campho 
actual  cautery 
ga  1 van i sm 
static  spark 
dry  cups 
moxa 

hot  water 


EFFECTS 


mild  i r ri tat i on 
redness 

edema 


for  functional  disturbances 
and  only 

useful  in  relieving  local 
pains  when  no  organic 
derangement  is  thought 
to  exist 

irritation  of  nerve  terminals 


VESICANTS 


pUSTULANTS 


caustics  comb,  of  acids 

cantharides  ammonia 

vapor  or  ammonia  actual  cautery 
droppings  of  wood-  issues 
pigeon  setons 

ox- ga 1 1 moxa 

flesh  of  snails  boiling  water 
acid  of  ants 


and 


produces  structural  changes 
in  skin  and  underlying 
tissues 

less  frequently  followed  by 
me  tas  tas  i s 

produces  a slough  which 

separates  and  is  thrown  off 
from  the  living  part  of  the 
ski  n 


useful  for  chronic  affections 
or  when  inflammation  has 
preceded  a permanent  change 
in  the  organ  or  tissues 

gives  relief  to  deep-seated 
pains  even  when  connected 
with  organic  affections 


croton  oi 1 
tartar  e me  tic 
caus  t i c potash 
nitrate  of  silver 
arsen i c 
me  rcu  ry 
acetate 


pyonex 

baunschedi t i sm 
setons 

nitric  acid 

caustic  potassa 

Vienna  caustic 

ch 1 or i de  zinc  pas te 

croton  oi 1 

Indian  turnip 

seeds  of  skunk  cabbage 

Doison  ivy 

ranunculus  bulbosus 


liable  to  cause  disfigurement 

few  instances  of  metastasis 

creates  suppurating  phlegmons 
or  pustules 


specific  and  direct  effect  on 
the  lungs  independent  of  its 
operation  as  an  irritant 

gives  relief  to  deep-seated 
affections  even  when 
connected  with  organic 
affect i ons 


FIGURE  1.  Irritants:  animal,  vegetable,  mineral,  and  mechanical. 


means  of  irritation  that  we  prefer  to  the  parts  of  the 
skin  or  mucous  membrane  which  have  the  most  evi- 
dent nervous  relation  to  it.  In  most  cases  the  parts 
acting  with  the  greatest  power  upon  another  are  those 
which  receive  the  nerves  from  the  same  segment  of 
the  cerebro-spinal  axis.”  11  Head  in  188812  and  Sir 
James  Mackenzie,  M.D.,  (1853-1925)  threw  addi- 
tional light  on  the  theory  when  they  suggested  that 
diseased  organs,  through  their  nerve  supply,  caused 
an  area  of  hypersensitivity  along  certain  segments  of 
the  spinal  cord.  Through  the  proximity  of  various 
sensory,  visceral,  and  skeletal  nerves  in  the  spinal 
cord,  specific  diseases  or  irritations  of  the  internal 
organ  caused  “an  area  of  pain,  tenderness,  or  hy- 
persensitiveness in  a corresponding  definite  area  or 
zone  on  the  surface  of  the  body.”  Thus,  argued  the 
defenders  of  surface  irritation,  an  artificial  affection 
created  on  a superficial  area  could  affect  a corre- 
sponding internal  organ  and  beneficially  afford  relief 
to  the  organ  and  cure  the  disease.12 

Supporters  for  the  broussaisian  theory  of  irritation, 
the  Italian  school  of  contrastimulus,  and  the  reflex 
action  of  Brown-Sequard,  preferred  to  use  the  term 
counter-irritation  as  best  depicting  the  pathologic 
effect  of  surface  irritants.  Nevertheless,  innovations 
in  medical  science  during  the  latter  half  of  the  nine- 
teenth century  placed  severe  strains  on  the  theoret- 
ical as  well  as  practical  implications  of  the  word  and 
its  continued  use.  Naturally,  physicians  who  felt 
most  comfortable  in  their  use  of  the  term,  insisted 


that  experience  had  proved  beyond  a doubt  that 
counter-irritation  reflected  both  ancient  and  modern 
ideas  of  physiology.  This  insistence  caused  the  word 
to  be  applied  far  more  broadly  than  originally  in- 
tended, a factor  which  contributed  significantly  to 
the  problems  raised  by  critics  in  the  late  1860s  and 
1870s. 

Types  of  irritants 

Depending  on  the  desired  degree  of  irritation, 
physicians  had  their  choice  of  any  number  of  animal, 
vegetable,  mineral,  and  even  mechanical  irritants. 
Included  among  the  vegetable  agents  were  bruised 
horseradish,  burgundy  pitch,  powdered  ginger,  garlic, 
onions,  pellitory,  the  common  nettle,  powder  of  savin, 
and  tobacco  leaves.  Animal  agents  included  the 
many  varieties  of  acrid  flies  known  generally  as 
“Spanish  flies,”  acid  of  ants,  snails,  ox-gall,  and  an- 
imal dung.  The  mineral  acids — caustic  lime,  tartar 
emetic,  creosote,  arsenic,  mercury,  and  acetate,  or  the 
sulphate  of  copper — were  also  popularly  prescribed 
as  blistering  agents.  As  for  mechanical  regimens, 
physicians  employed  actual  cautery,  moxa,  static 
spark,  galvanic  electricity,  dry-cups,  and  pyonex. 
Thus,  in  typical  situations,  physicians  applied  setons 
to  the  back  of  the  neck  to  relieve  inflammatory  af- 
fections of  the  eyes;  immersed  the  foot  and  ankle  in 
mustard  baths  to  avert  maladies  from  the  brain, 
heart,  and  stomach;  placed  blisters  on  the  epigastric 
part  of  the  abdominal  wall  to  terminate  obstinate 
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vomiting;  and  employed  irritating  oils,  nitric  acid, 
boiling  water,  or  heated  irons  to  the  abdomen  for  the 
treatment  of  cholera  (Fig.  I).13 

Epispastics.  Because  they  were  clean  and  con- 
venient, easily  regulated,  and  readily  accessible, 
physicians  preferred  vegetable,  animal,  and  mineral 
irritants  to  most  mechanical  agents.  Some  produced 
a simple  reddening  of  the  skin  (rubefacient)  while 
others  were  chosen  because  of  their  vesicatory  or 
pustullary  capability.  When  the  desired  effect  from 
the  irritant  was  to  be  noticeable  more  on  the  nerve 
endings  and  on  the  body’s  surface,  the  mustard 
poultice  (cataplasm  sinapis)  made  of  equal  parts  of 
linseed  meal  and  mustard  was  especially  popular;  as 
an  alternative,  physicians  prescribed  a pure  mustard 
plaster,  or  brown  porous  paper  and  mustard  paste 
laid  over  the  part  and  dampened.14  Turpentine 
stupe  was  yet  another  irritant  employed  regularly  for 
inflammatory  diseases  of  the  peritoneum  and  ab- 
dominal organs.  Although  the  antiseptic  properties 
of  iodine  became  so  important  as  to  eclipse  its  irritant 
uses,  its  early  success  as  an  irritant  was  noted  by  Jean 
Lugol,  M.D.,  at  the  Hopital  St.  Louis  where  it  became 
the  subject  of  an  investigation  by  the  commission  of 
the  Royal  Academy  and  acclaimed  by  Dumeril, 
Francois  Magendie,  M.D.,  and  George  L.  Cuvier, 
M.D.  Fluid  extracts  and  tinctures  of  capsicum  were 
recommended  for  rubbing  into  rheumatic  joints  or 
applied  to  flannel  in  cases  of  bronchitis  and  pneu- 
monia.14 

When,  on  the  other  hand,  physicians  chose  to  af- 
fect the  circulation  and  deeper  structures,  blistering 
or  pustular  irritants  were  recommended.  Of  all  the 
blistering  agents,  Spanish  flies  were  best  and  almost 
universally  employed.  Physicians  obtained  high 
quality  cantharides  from  Sicily,  Spain,  the  Ukraine, 
and  from  France.  Clouds  of  these  flies  were  caught 
during  May  and  June  after  settling  on  trees  for  the 
night.  Men  would  shake  the  boughs  in  the  early 
morning  when  the  flies  were  still  numbed  by  the  cold 
night  air;  the  flies  were  then  mixed  with  diluted 
vinegar,  dried  in  the  sun  or  over  a stove,  and  sold.3’15 
Also  popular  was  an  irritant  made  from  mixing  cro- 
ton oil  with  olive  oil,  spirits,  or  soap  liniment.  When 
rubbed  into  the  skin,  it  quickly  produced  an  eruption. 
Irritation  by  tartar  emetic,  or  tartarized  antimony, 
also  took  the  form  of  pustules  over  the  surface  treated 
with  the  drug.  Edward  Jenner,  M.D.  (1749-1823), 
who  performed  the  first  successful  preventive  inoc- 
ulations for  smallpox  in  1796,  looked  on  tartar  emetic 
as  an  ideal  epispastic,  producing  a diseased  action  on 
the  skin  that  had  profound  influence  on  the  consti- 
tution. He  likened  the  use  of  the  artificial  irritant 
on  natural  diseases  to  the  successful  effects  of  mild 
skin  eruptions  caused  by  cowpox  inoculation  in 
preventing  the  more  destructive  aftermath  of 
smallpox.  Jenner  believed  that  a strong  resemblance 
existed  between  artificial  and  spontaneous  eruptions 
and  their  impression  on  the  diseased  action.  Such 
pustules  as  were  produced  “pierced  the  cutis  and 
affect  the  constitution  most  decidedly.”  In  such 


cases,  physicians  applied  the  salt  in  the  form  of 
ointment  or  as  a saturated  solution  rubbed  into  the 
skin  by  means  of  a flannel  towel.16 

Before  prescribing  sinapisms  and  blisters  to  the 
skin,  physicians  observed  the  tone  and  frequency  of 
the  pulse  to  judge  the  strength  of  the  constitution  and 
duration  of  the  irritant.  In  febrile  conditions  where 
perspiration  was  deficient,  epispastics  were  thought 
to  restore  energy  and  tone  to  the  cutaneous  capil- 
laries, enabling  them  to  more  readily  throw  off 
fever.17  In  such  instances,  physicians  extended  the 
application  time  for  the  irritant.  When,  on  the  other 
hand,  the  pulse  was  rapid  and  the  system  in  an  ad- 
vanced stage  of  excitement  or  inflammation,  physi- 
cians limited  the  length  of  time  for  applying  irritants 
for  fear  of  producing  additional  congestion  and  di- 
minishing still  further  the  fluids  in  circulation.  It 
was,  therefore,  considered  important  to  monitor 
carefully  the  periodicity  observed  in  the  fever  and 
apply  the  blister  at  a time  when  it  would  create  the 
most  good  for  the  system.  The  “art”  of  medical 
therapeutics  depended  on  the  ability  of  the  physician 
to  determine  the  exact  “blistering  point”  in  disease. 
“By  observing  this  rule,”  wrote  Dorsey18  in  the 
Lancet --Clinic  in  1855,  “blisters  may  be  made  to  exert 
an  important  action  as  antiperiodics,  causing  them 
to  produce  their  effect  like  other  stimulants,  in  the 
interval  or  remission  of  the  disease.  Hence  blisters 
should  in  fevers  generally  be  applied  from  three  to 
seven  o’clock  in  the  morning.”  This  meant  that  if 
the  system  was  not  at  a point  where  the  application 
of  the  blister  would  do  the  most  good,  then  physicians 
should  correct  the  system  through  venesection,  nitre, 
tartar,  or  other  drugs  prior  to  blistering.18 

Against  local  inflammation,  where  the  tone  and 
energy  of  the  part  were  diminished  because  of  an 
over-expenditure  of  energy,  physicians  applied  the 
blister  at  a point  away  from  the  inflammation  so  that 
its  influence  was  through  the  contiguous  tissue  or 
nerve  contact.  The  object  in  treatment  by  vesicatory 
was  then  to  renew  the  “diminished  life  of  the  part” 
by  supplying  it  with  a “fresh  quantity  of  sensorial 
power.”  Through  the  application  of  specific  sub- 
stances which  stimulated  the  nervous  system,  the 
part  was  “furnished  with  . . . wonted  tone  and  vigour, 
and  thus  enabled  to  renew  . . . ordinary  and  healthy 
functions.”  17  Physicians  placed  blisters  on  the  back 
of  the  ear  for  inflammation  of  the  eye,  over  the  ver- 
tebra for  pleurisy,  to  the  sacrum  for  incontinence  of 
urine,  the  knee  or  ankle  for  hip  disease,  under  the 
arm  for  pleurisy,  to  the  back  of  the  neck  in  meningi- 
tis, to  the  side  of  the  spinal  column  in  intercostal 
neuralgia  and  zoster,  and  over  the  spine  in  renal  ir- 
ritations. Physicians  also  employed  blisters  as  a 
means  of  inducing  the  body  to  tolerate  tonics  after 
an  irritated  condition  of  the  mucous  membrane  and 
the  debilitating  effects  of  fever.  This  was  particu- 
larly true  in  the  use  of  quinine.  After  a large  fly- 
blister  had  been  applied  to  the  stomach,  the  patient 
was  subsequently  able  to  tolerate  quinine  without  the 
unpleasant  symptoms  that  often  accompanied  its 
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use.  “This  beneficial  effect  is  undoubtedly  due  to 
the  unloading  of  the  vessels  of  the  mucous  mem- 
brane, produced  by  the  discharge  from  the  cutaneous 
surface,  enabling  them  to  take  up  freely  the  medicine 
introduced,  and  distribute  it  through  the  system, 
instead  of  permitting  it  to  lie  for  hours  in  contact  with 
engorged  and  irritated  absorbent  vessels,  which  from 
their  state  of  repletion,  are  totally  unable  to  perform 
any  further  labor.”  18 

Firing  and  actual  cautery.  Although  Hippoc- 
rates is  credited  with  adopting  the  actual  cautery  as 
a designated  remedy  for  disease,  knowledge  of  the 
red-hot  iron  was  probably  current  throughout  Greece 
and  the  lands  bordering  the  eastern  Mediterranean. 
Although  the  Romans  had  less  use  of  the  cautery 
than  the  Greeks,  it  was  among  the  regimens  recom- 
mended by  Aurelius  Celsus.  The  Arabians,  on  the 
other  hand,  were  most  zealous  in  their  use  as  its 
powers  were  extolled  by  Albuscasis,  Rhazes,  and 
Ali-Abbas.  The  enthusiasm  with  which  Abu’l- 
Qasim,  known  in  Latin  Europe  as  Albuscasis,  ap- 
proached the  subject  and  the  tools  which  he  recom- 
mended for  its  application,  however,  precipitated  its 
decline,  due  to  the  perceived  cruelty  of  the  procedure. 
While  briefly  mentioned  by  Ambrose  Pare,  Spigel, 
Scuttel,  and  Severin,  not  until  the  eighteenth  century 
did  the  actual  cautery  once  again  elicit  support,  this 
time  from  the  French  surgeon  Poiteau,  who  suc- 
ceeded in  having  the  French  Academy  of  Surgery 
investigate  the  claims  of  “pyrotechny”  in  1755.  By 
the  1820s  and  1830s,  the  actual  cautery  had  once 
again  become  a popular  therapeutic  agent,  entering 
American  practice  about  the  1840s.19 

In  instantaneous  cautery,  physicians  heated  a 
metal  instrument  known  as  a “hissing  hod”  by  fire 
or  boiling  water  before  pressing  it  against  the  skin. 
The  French  irons  were  spherical  and  had  to  be 
pressed  long  and  deep  to  bring  them  into  contact 
with  the  entire  surface  area.  By  contrast,  the  English 
and  American  irons  were  flat  and  button-shaped, 
about  half  an  inch  in  diameter,  and  attached  to  a 
wooden  handle  by  a thick  iron  wire  shank.  The  fir- 
ing method  created  circular  red  marks  noticeable  on 
the  skin  the  day  following  treatment;  the  wound  in- 
volved a larger  surface  than  the  initial  burn  and  thus 
brought  more  area  into  sympathy  with  the  process. 
Like  the  ancients,  those  physicians  who  employed  the 
actual  cautery  in  the  eighteenth  and  nineteenth 
centuries  used  it  mainly  on  patients  complaining  of 
chronic  rheumatism,  sciatica,  lumbago,  paralysis, 
neuralgia,  and  hysterical  pains.20  Neurasthenia  and 
insomnia  were  added  to  the  list  of  maladie.s  treated 
by  the  process,  while  popular  variations  of  the  actual 
cautery  included  electrocautery  and  a two-cham- 
bered instrument  which  allowed  operators  to  apply 
both  heat  and  cold  simultaneously.21 

Physicians  also  employed  a substitute  form  of 
cautery  known  as  moxa,  or  the  “gradual  adustion  of 
certain  combustible  materials  attached  to  the  skin.” 
This  technique,  which  the  Portuguese  brought  back 
from  the  Orient  and  introduced  into  southern  Eu- 


rope, was  called  kiew  among  the  Chinese  and  signi- 
fied material  prepared  in  a mortar  for  combustion  on 
the  body’s  surface.  The  European  term  “moxa”  was 
a corruption  of  the  Portuguese  metchia  or  match 
which  was  applied  to  the  Chinese  kiew.  The  sub- 
stances used  for  combustion  varied  from  one  culture 
to  another,  the  Chinese  employing  leaves  from  the 
mugwort,  the  Persians  using  goat’s  dung,  the  Arme- 
nians, the  agaric  found  on  oak,  the  Thessalians,  dried 
moss,  and  the  Greeks,  raw  flax  and  dried  mushrooms. 
The  American  Indians  employed  the  agaric  or  spunk 
of  the  ash  and  hickory,  while  the  Egyptians  availed 
themselves  of  cotton,  and  the  French,  cotton  or  pith 
of  the  common  sunflower.  In  England,  the  sub- 
stances preferred  for  moxa  consisted  of  lint  or  fine 
linen  which  was  set  in  a solution  of  chlorate  of  potash 
and  allowed  to  dry.  In  the  United  States,  physicians 
employed  cotton  moistened  in  a solution  of  nitrate 
of  potash  and  then  dried.  The  cotton  was  then  in- 
serted into  tin  cylinders  whose  diameter  varied  ac- 
cording to  the  surface  to  be  treated.  In  their  treat- 
ment of  patients,  physicians  held  the  moxa  over  the 
designated  area  by  means  of  a fork  or  porte-moxa 
(metallic  ring)  and  occasionally  utilized  a blowpipe 
to  maintain  combustion.22 

Moxa  varied  in  intensity  with  the  affection  for 
which  it  was  applied.  Physicians  performed  moxa 
of  the  first  degree  by  holding  the  cylinder  an  inch 
removed  from  the  part  and  not  allowing  it  to  touch 
the  skin.  This  was  the  preferred  technique  in  cases 
of  indolent  ulcers,  superficial  inflammations,  neu- 
ralgias, and  affections  of  the  joints.  The  ancients 
employed  this  practice  for  chronic  rheumatism,  and 
this  prescription  carried  into  the  eighteenth  and 
nineteenth  centuries  by  the  efforts  of  William  Cullen, 
M.D.,  and  the  later  surgeons  of  the  Manchester  In- 
firmary who  used  it  for  lumbago  sciatica  and  rheu- 
matic gout,  and  among  the  French  for  hip-joint  dis- 
ease. In  moxa  of  the  second  degree,  physicians  held 
the  cylinder  in  the  same  fashion  but  allowed  it  to 
burn  for  a longer  period  of  time.  In  instances  of 
epilepsy,  for  example,  physicians  applied  moxa  an 
inch  removed  from  the  head  and  neck  where  they 
allowed  it  to  burn  slowly.  In  third  degree  moxa,  the 
cylinder  rested  directly  on  the  skin,  allowing  the 
surface  to  become  brown;  and  in  fourth  degree  moxa, 
physicians  maintained  the  position  until  combustion 
was  complete  and  the  part  allowed  to  turn  black  and 
the  surrounding  skin  red  and  wrinkled.  Physicians 
only  prescribed  the  latter  degree  for  deep-seated 
affections.  Although  early  cultures  employed  moxa 
both  as  a therapeutic  aid  to  disease  and  as  a pro- 
phylactic in  the  preservation  of  health,  most  of  its  use 
in  the  nineteenth  century  was  confined  to  inflam- 
mations of  a chronic  character.22’23 

Issues.  The  use  of  the  issue  as  an  irritant  and 
artificial  drain  was  well  known  to  Galen,  Petrus  Fo- 
restus,  Querceton  the  Armenian,  Sinnertus,  Ber- 
nardino Rammazzini,  and  others  who  remarked  on 
its  value  in  the  prevention  and  cure  of  disease. 
Sinnertus,  for  example,  prescribed  issues  as  a pro- 
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phylactic  measure  for  contagious  diseases,  and 
Nathaniel  Hodges,  M.D.,  claimed  to  have  survived 
the  London  plague  because  of  an  ulcer  on  his  leg 
which,  during  the  course  of  the  plague,  allegedly 
varied  in  discharge  depending  on  the  intensity  of  the 
disease.  This  belief  provided  a gentleman  of  less 
honorable  intent  to  claim  that  a profuse  discharge 
from  gonorrhea  had  allowed  him  to  escape  a yellow 
fever  epidemic  in  Charlestown.  While  physicians 
were  impressed  with  the  claim,  they  stopped  short 
of  recommending  a similar  prophylactic  and,  instead, 
suggested  that  an  artificial  drain  would  work  as  ef- 
fectively and  with  fewer  social  implications.24 

Those  nineteenth  century  physicians  who  em- 
ployed issues  made  an  incision  with  a scalpel  suffi- 
ciently deep,  approximately  one-half  inch,  for  the 
insertion  of  nitric  acid,  caustic  potassa,  chloride  zinc 
paste,  croton  oil,  Indian  turnip,  the  seeds  of  skunk 
cabbage,  or  some  of  the  species  of  rhus,  particularly 
poison  ivy.25  Another  form  of  issue  was  the  seton, 
which  physicians  managed  by  passing  5 to  20  strands 
of  silk  or  flax  thread  through  the  skin  where  they 
remained  to  form  an  artificial  drain.  Thomas  J. 
Griffiths,  M.D.,  surgeon  in  the  U.S.  Marine  Hospital 
Service,  claimed  success  in  18  cases  of  paralysis  and 
5 of  epilepsy  which  he  treated  in  the  Marine  hospital 
in  Louisville  in  the  1870s  by  introducing  a seton  into 
the  back  of  the  neck  and  allowing  it  to  remain  up- 
wards of  a year.  Indeed,  physicians  who  favored  the 
use  of  the  seton  did  so  without  considering  specific 
time  limits.  As  late  as  the  1890s,  there  were  in- 
stances of  patients  treated  for  ophthalmia  by  the 
insertion  of  a seton  in  the  neck  which  physicians 
maintained  for  a period  of  10  years  or  more  to  ensure 
immunity  from  recurrent  attacks.26 

By  the  turn  of  the  century,  the  use  of  issues  and 
setons  appeared  almost  extinct;  nevertheless,  there 
remained  those  few  who  continued  to  administer 
them  under  the  banner  of  modern  medicine. 
Edson,27  of  New  York,  for  example,  believed  that  the 
discovery  of  the  function  of  phagocytes  threw  new 
light  on  their  action.  When  Elie  Metchnikoff,  M.D., 
indicated  that  phagocytes  were  destroyers  of  noxious 
bacilli,  Edson27  entertained  the  theory  that  issues 
and  setons  induced  suppuration  and  that  the  “sup- 
purative processes  in  some  way  increase  the  number 
of  phagocytes  in  the  blood.” 

Dry-cupping.  Throughout  the  eighteenth  and 
early  nineteenth  centuries,  physicians  and  profes- 
sional cuppers  employed  dry-cups  to  create  an  arti- 
ficial or  secondary  disease  which  they  used  to  draw 
the  diseased  humors  from  the  organs  and  bring  them 
to  the  surface  where  they  could  be  more  easily 
treated.  To  produce  the  irritant  effect,  physicians 
retained  vacuum  cups  on  the  skin  for  10  minutes  or 
more  to  produce  a stagnation  of  blood  current,  the 
rupture  of  capillaries,  and  even  ecchymosis.  Prac- 
titioners recommended  dry-cupping  for  obstinate 
neuralgia,  severe  sciatica,  pleurodynia,  and  hysterical 
vomiting.  In  each  instance,  they  applied  the  cups  to 
the  nape  of  the  neck,  and  while  the  skin  bore  the 


marks  of  the  treatment  for  several  weeks,  no  per- 
manent stain  remained,  as  was  frequently  the  case 
after  sinapisms  or  blisters.28 

Physicians  argued  that  the  suction  produced  by 
the  cups  on  the  surface  of  the  skin  caused  a local 
hyperemia  which  brought  added  amounts  of  blood 
to  the  surface  and  relieved  the  diseased  part.  The 
object  was  to  draw  blood  from  the  engorged  viscus, 
allowing  the  organs  to  be  temporarily  relieved  of 
blood  and  set  to  rest.  By  abstracting  the  blood  from 
the  area  of  the  disease,  they  thereby  hoped  that  the 
morbid  part  would  be  able  to  heal.  Although  some 
cupping  devices  were  large  enough  to  contain  an 
entire  limb,  the  quantity  of  blood  which  the  cups 
were  able  to  hold  was  insignificant  in  comparison 
with  the  amount  that  remained  to  circulate  within 
the  body.  Where  it  was  important  to  hold  blood 
rather  than  resort  to  bleeding,  cuppers  found  it  useful 
in  pulmonary  congestions,  thoracic  tumors,  emphy- 
sema, bronchitis,  pneumonia,  pericarditis,  suffocative 
catarrh  in  children,  congestion  of  the  liver,  affections 
of  the  liver  and  kidneys,  acute  nephritis,  renal  con- 
gestion, and  Bright’s  disease.29 

In  an  article  written  for  the  London  Lancet  in 
1833,  Robertson30  recommended  dry-cupping  in 
those  instances  where  the  blood  should  be  allowed 
“to  rest  in  the  veins  of  the  patient.”  Believing  that 
those  living  in  the  city  could  less  afford  the  loss  of 
blood  than  the  phlegmatic  country  dweller,  he  ad- 
vised dry-cups  in  place  of  wet-cupping  or  venesec- 
tion. Robertson30  cautioned  against  applying  cups 
in  acute  diseases  such  as  phrenitis  where  there  was 
a morbid  inflammatory  affection;  but  when  patients 
suffered  from  a dull,  though  not  severe  pain,  which 
refused  to  yield  to  ordinary  treatment,  he  applied 
dry-cups  near  the  affected  area.  He  recommended 
their  use  in  the  deep-seated  organs  in  sciatica,  and 
in  those  diseases  where  leeching  and  blistering  were 
either  inconvenient  or  unsuccessful.  He  also  be- 
lieved that  dry-cupping  was  far  more  agreeable  to 
young  ladies  whose  fears  tended  to  make  them  almost 
hysterical  at  the  sight  of  blood  or  the  pain  from 
blisters.30 

Pyonex.  The  irritant  treatment  known  variously 
as  baunscheidtism,  dermapathism,  or  pyonex,  orig- 
inated from  the  invention  in  the  1840s  of  the  resus- 
citator  (Lebenswecker)  by  Karl  Baunscheidt,  a me- 
chanic from  Edinich,  Germany.  The  device  was  later 
copied  by  numerous  American  imitators  such  as  John 
Linden  of  Cleveland,  Joseph  Firmenich,  Rowney,  W. 
B.  Rule,  W.  J.  Midelton,  and  L.  Dodge  of  Buffalo,  and 
was  particularly  fashionable  among  the  German 
communities  of  Ohio,  Pennsylvania,  Missouri,  and 
Illinois.  The  resuscitator,  which  varied  only  slightly 
from  one  manufacturer  to  another,  had  all  the 
properties  of  a medieval  torture  instrument,  con- 
sisting of  a hammer-like  handle  to  which  was  at- 
tached a circular  piece  of  metal  containing  30  or  more 
gold-plated,  spring-attached  needles.  When  the 
spring  was  released,  it  drove  the  needles  into  the 
patient’s  skin,  whereupon  an  irritative  prussic  acid 
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oil  called  oleum  Baunscheidt,  croton  oil,  cantharides, 
acetic  acid,  eucalyptus  oil,  or  tartar  emetic  salve  was 
then  painted  over  the  prick  marks  to  produce  an 
eruption.  Within  hours,  the  rash  became  pustular 
and  the  entire  area  became  red  and  inflamed.31 

Basic  to  the  pyonex  method  of  cure  was  the  hu- 
moral belief  that  diseases  resulted  from  impure  fluids 
retained  too  long  in  the  system  and  subsequently 
deposited  in  various  organs,  corrupting  the  blood, 
and  causing  fermentation,  fever,  and  pain.  Although 
the  body  had  its  own  built-in  mechanisms  to  protect 
itself  from  the  accumulation  of  harmful  toxins,  py- 
onex users  believed  that  the  derivative  powers  of  the 
artificially  produced  rash  would  hasten  the  body’s 
natural  functions.  Just  as  toxins  were  eliminated 
from  the  body  by  exhalation  from  the  lungs  and  the 
action  of  the  bowels,  skin,  and  kidneys,  so  the  re- 
suscitator  assisted  in  the  extrusion  of  germs  and 
toxins  through  an  artificial  eruption  of  the  skin. 
Pyonex  differed  from  dry-cupping,  tartar  emetic 
salve,  Spanish  fly  blisters,  fomentations,  and  setons, 
by  promising  to  be  less  painful  and  messy,  involving 
little  nursing,  yet  achieving  the  same  results.  Like 
venesection,  which  reduced  the  force  of  the  blood  on 
the  diseased  part  by  diminishing  general  circulation, 
pyonex  treatment  caused  an  artificial  or  secondary 
disease  on  the  body’s  surface  which  counteracted  or 
withdrew  the  analogous  internal  action  to  a spot 
where  it  could  be  localized  and  administered  to  more 
directly.  It  also  caused  a derivation  or  local  hyper- 
emia which  brought  added  amounts  of  blood  to  the 
surface  to  relieve  congestion  at  the  diseased  spot.32 

With  the  advent  of  the  germ  theory,  pyonex  users 
believed  that  their  treatment  provided  an  ideal 
prophylactic  against  infectious  germs  since  it  pro- 
duced hyperemia  and  thereby  encouraged  exudation. 
“All  sufferers  from  chronic  ailments,”  wrote  Midel- 
ton,33  “harbour  micro-organisms  that  are  contin- 
uously at  work  damaging  the  tissues  in  one  way  and 
another  throughout  the  body  by  the  formation  of 
toxins  which  the  feeble  system  cannot  properly 
neutralize  and  eliminate  ....  Pyonex  and  similar 
methods  provide  an  outlet  for  toxins  and  even  nox- 
ious germs  . . . .”  Moreover,  hyperemia  relieved 
congestion,  promoted  the  elimination  of  body  wastes, 
and  increased  nutrition.  “Thus  the  brain,  spinal 
cord,  liver,  stomach,  and  other  organs,  may  be  raised 
to  a higher  state  of  efficiency,”  wrote  Midelton,34 
“and  I see  no  reason  why  this  could  not  apply  to  the 
organs  of  internal  secretion,  and  the  blood.  In  my 
opinion,  counter-irritation  in  experienced  hands, 
.pushed  far  enough,  will  accomplish  nearly  all  that 
x-rays,  vaccines,  etc.,  are  capable  of,  and  with  less 
risk.” 

Critics  and  crusaders 

By  the  latter  half  of  the  nineteenth  century,  more 
and  more  physicians  avoided  explanations  of  how 
irritants  worked,  as  the  theories  which  supported 
their  application  moved  further  from  the  margin  of 
acceptability.  Physicians  continued  to  apply  blisters 


to  the  chest  with  the  full  confidence  of  relieving 
pneumonia,  and  on  the  feet  to  relieve  a severe  head- 
ache. But  that  they  operated  by  producing  a con- 
version of  disease  so  that  the  disease  which  already 
existed  was  suspended,  or  was  destroyed  on  the 
principle  that  two  diseases  could  not  be  present  in  the 
body  at  the  same  time,  or  the  benefit  derived  from 
counterirritants  depended  on  the  change  it  caused 
in  the  local  momentum  of  the  body,  were  explana- 
tions which  seemed  no  longer  justifiable.35  As  one 
Florida  physician  explained,  “that  which  experience 
has  often  proved  correct  and  proper  is  by  theory  and 
science  condemned  and  abrogated.”36  This  was  just 
another  way  of  indicating  that  the  healing  art  and  the 
science  of  medicine  were  often  set  apart  during  the 
latter  half  of  the  nineteenth  century.  In  effect,  those 
physicians  whose  professional  careers  spanned  the 
years  of  medicine’s  most  significant  advances  in  germ 
theory,  histology,  and  asepsis,  faced  a continual  crisis 
in  their  attempts  to  reconcile  theory  with  experience. 
Physicians  were  well  aware  of  the  impression  made 
on  the  system  by  blisters  and  that  in  many  instances, 
blisters  were  sufficient  to  subvert  pathological  con- 
ditions and  thus  facilitate  the  reestablishment  of 
healthy  action.  Nevertheless,  physicians  were  also 
aware  of  the  painful,  exhausting  effects  of  blistering, 
and  were  willing  for  science  to  provide  them  with  a 
less  painful  alternative  that  would  draw  both  the 
nervous  energy  and  the  circulating  fluid  from  the 
diseased  part.  “I  believe  (irritants)  to  be  the  greatest 
comforters,  as  well  as  the  greatest  tormenters  of  hu- 
manity,” remarked  Horsey36-  “but  curative  of  disease 
only  in  a minor  degree.”  This  feeling,  that  irritants 
were  too  barbarous  and  cruel,  and  attended  by  fre- 
quent harm,  became  a frequent  remark  of  late  nine- 
teenth century  practitioners.  This  is  not  to  say  that 
physicians  dispensed  with  the  practice,  but  increas- 
ingly, they  questioned  its  reliability  even  as  they 
continued  to  use  it  along  with  a newer  arsenal  of 
therapeutic  techniques.36 

As  early  as  the  1850s  and  1860s,  physicians  had 
begun  to  question  the  widespread  use  of  irritants  and 
blisters  in  particular.  Although  they  did  not  rule  out 
their  efficacy,  they  did  take  steps  to  limit  their  ap- 
plication. In  general,  thinking  tended  to  stress  the 
fact  that  irritants  acted  most  intensely  on  the  area 
to  which  they  were  most  immediately  applied,  more 
gently  on  the  parts  immediately  below  and  around 
it,  and  more  mildly  still  on  the  entire  system.  Critics 
sometimes  commented  that  blisters  had  about  as 
much  effect  on  the  internal  organs  as  a blister  placed 
on  the  outside  of  the  staves  of  a potato  barrel  to  cure 
the  rotting  potatoes  inside.  In  any  case,  medicine’s 
turning  away  from  irritants  occurred  simultaneously 
with  the  move  away  from  bloodletting,  a change 
which  became  perceptible  only  in  degrees  as  the 
mainstream  of  medical  orthodoxy  preferred  artful 
ratiocinations  to  any  admission  of  improper  treat- 
ment. Like  bloodletting,  external  irritants  held  their 
ground  in  the  field  of  therapeutics  by  being  credited 
with  favorable  results  when,  in  fact,  they  had  little 
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share  in  the  healing  process,  except  perhaps  by 
delaying  a more  rapid  resolution.  Scientific  dis- 
cussion among  old  school  advocates  turned  on  the 
prospect  of  acknowledging  the  advances  of  modern 
medicine  without  admitting  personal  error,  or  al- 
lowing those  same  advances  to  interfere  with  con- 
ventional beliefs.  One  example  was  a physician  who 
recalled  back  some  50  years  when  patients,  especially 
children,  benefited  from  the  "marvellous  results”  of 
blistering  and  bleeding.  Then,  he  wrote,  it  was  not 
uncommon  to  apply  setons  three  quarters  of  an  inch 
into  the  deeper  structures  of  the  body  and  leave  them 
in  place  for  six  weeks  or  more.  “Hut  so  different  was 
the  present-day  physique  of  persons  that  a can- 
tharides  plaster  would  be  approached  with  fear  and 
trembling.”  36 

In  part,  the  disuse  of  irritants  in  medical  practice 
became  a function  of  the  changing  nature  of  medical 
delivery  systems.  Physicians  who  now  preferred  to 
treat  patients  out  of  their  offices  or  dispensaries,  and 
whose  practices  had  multiplied  at  a rate  that  far 
outdistanced  the  slow  delivery  system  of  the  home 
visitor,  found  the  use  of  irritants  to  be  time-con- 
suming and  unpopular.  The  application  of  a blister, 
cups,  seton,  or  moxa  was,  in  effect,  an  operation  that 
entailed  lengthy  preparation,  application,  waiting, 
diagnosing,  and  postoperative  care.  Irritants  re- 
quired the  careful  eye  of  the  physician  in  noting  each 
change  and  modifying  treatment  to  meet  the  expe- 
rience. Here,  as  in  bleeding,  was  the  true  art  of  tra- 
ditional medicine  most  observable.  But,  here,  as  in 
bleeding,  treatment  reflected  the  changing  pattern 
of  health  care.37 

Dickinson38  (1832-1913)  of  Brighton,  England, 
whose  article  in  St.  George’s  Hospital  Reports  in 
1868  challenged  the  theory  and  practice  of  counter- 
irritation, was  particularly  skeptical  of  the  belief  that 
irritants  to  the  skin,  which  only  "have  the  misfortune 
to  lie  with  the  shortest  distance,  as  the  crow  flies,” 
could  attack  internal  organs  despite  the  lack  of 
communication,  either  in  vessels  or  nerves,  between 
the  peccant  organ  and  the  suffering  cuticle.  He 
compared  the  regimen  of  relieving  one  disease  by 
creating  another  with  the  custom  in  royal  households 
of  punishing  not  the  children  of  royal  lineage  for 
faults  they  might  have  committed,  but  rather  in- 
flicting punishment  on  a child  kept  and  used  for 
surrogate  punishment  purposes.  To  suppose  that 
the  daubing  of  iodine  to  the  chest  would  modify 
consumption,  or  a superficial  vesicant  restore  a 
hepatized  lung,  was  founded  on  antiquated  theory 
having  little  basis  in  modern  medical  science.  Like 
Holmes,  Dickinson38  concluded  that  many  of  the 
ancient  doctrines  had  ceased  to  reflect  sound  medical 
treatment,  yet  their  language  and  therapeutic  prac- 
tices continued  to  create  mischief  and  confusion. 
“Unless  there  be  some  great  undiscovered  law,  of 
which  pathology  shows  no  trace,  and  of  the  existence 
of  which  clinical  experience  has  given  no  proof,  we 
cannot  hope  for  benefit  from  counter-irritation.  We 
may  . . . forbear  to  apply  remedies  to  parts  which 


have  no  direct  vascular  connection  with  the  structure 
diseased,  unless  the  remedies  are  of  such  a kind  and 
of  such  magnit  ude  as  to  bring  t he  whole  system  under 
their  influence.”  38 

A year  later,  Anstie39  of  the  Westminster  Hospital 
continued  the  debate  by  supporting  many  of  Dick- 
inson’s criticisms.  “The  truth  is,”  remarked  Anstie, 
“that  no  proof  whatever  exists  that  the  artificial 
disease  can  influence  the  natural  one,  either  for  good 
or  for  bad.”  He  considered  the  whole  idea  of  irrita- 
tion to  be  a relic  of  notions  which  predated  the  birth 
of  scientific  physiology  and  which  physicians 
grudgingly  held  for  lack  of  a reasonable  therapeutic 
alternative.  According  to  Anstie,  the  concept  re- 
sulted from  the  primitive  view  that  disease  was  some 
invading  demon  which  fastened  on  a portion  of  the 
body  and  was  “like  some  voracious  shark  which 
might  be  tempted  to  leave  off  gorging  upon 
groundlings,  and  hooked  out  of  the  water  altogether 
by  dangling  a bit  of  salt  pork  on  the  surface.”  Be- 
lieving that  physicians  had  too  long  been  weighted 
down  with  the  “carcass  of  dead  theory,”  he  urged  the 
profession  to  have  done  with  it  altogether.  The 
suffering  inflicted  on  patients  by  irritants  demanded 
the  strongest  evidence  of  their  utility,  evidence  that 
appeared  lacking  in  many  instances.  Moreover,  the 
success  of  homeopaths  and  other  sectarians  with 
substitute  treatments  that  carried  none  of  the  onus 
connected  with  surface  irritations,  seemed  to  indicate 
that  much  of  the  justification  for  their  use  had  been 
based  on  the  principle  that  a patient  gets  well  after 
taking  a medicine  and,  therefore,  in  consequence  of 
it.39 

Anstie’s39  remarks  reinforced  the  article  by  Dick- 
inson38 but  did  not  go  as  far  in  his  condemnation, 
since  he  was  willing  to  admit  occasional  benefits  from 
the  use  of  irritants.  What  he  disputed  with  the  tra- 
ditional defenders  of  the  treatment  was  that  “there 
is  any  such  certainty  in  the  method  as  to  justify  our 
employing  it,  except  in  cases  where  the  part  ‘irritated’ 
and  the  organ  intended  to  be  acted  on  are  in  recog- 
nizable communication  with  each  other  through  the 
medium  of  the  nervous  system,  and  in  a mode  strictly 
limited  to  the  production  of  merely  stimulant  ef- 
fects.” While  Anstie  did  not  doubt  that  it  was 
physiologically  possible  to  control  inflammations 
with  the  use  of  a blister,  he  did  think  it  foolish  of 
physicians  to  feel  so  secure  in  the  effects  without  fully 
understanding  the  nature  of  its  modus  operandi. 
Yet  time  and  time  again,  physicians  made  liberal  use 
of  the  procedure  among  children,  and  even  among 
women  suffering  from  childbed  fever,  the  latter  of 
whom  were  zealously  treated  with  turpentine  stupe. 
And,  too  often,  these  same  irritants  had  killed  many 
weak  patients.  While  Anstie39  respected  the  con- 
sistency of  the  orthodox  position,  he  raised  two 
fundamental  questions:  (1)  was  there  any  assurance 
that  irritants  served  only  a single  function,  that  being 
to  relieve  the  congestion  of  deep-seated  organs 
through  surface  congestions;  and  (2)  what  evidence 
existed  that  the  depletion  action  of  irritants  actually 
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acted  on  the  distant  organ  it  was  intended  to  reach 
rather  than  on  the  remainder  of  the  system  or  other 
organs?  To  insist  on  a particular  metastasis  of  dis- 
ease simply  perpetuated  the  relic  of  an  ontologic  view 
of  disease  as  an  entity  “to  be  hustled  or  coaxed  out 
of  the  body  by  force  or  pious  fraud.”  40 

The  attacks  by  Dickinson38  and  Anstie39  elicited 
a response  from  Ross41  of  Waterfoot,  near  Man- 
chester, who,  while  defending  the  conservatives  and 
their  use  of  the  technique,  attempted  to  establish  the 
veracity  of  the  clinical  facts  by  explanations  and 
theories  that  were  different  from  orthodox  assump- 
tions. Ross  admitted  the  necessity  of  bringing  the 
older  theories  into  accord  with  more  modern  prin- 
ciples of  science;  nevertheless,  clinical  facts  remained 
constant,  and  gave  clear  proof  of  the  efficacy  of  irri- 
tants in  disease.  Ross  defined  irritants  as  those 
agents  which  “produce  their  action  by  deflecting  the 
morbid  process  from  the  course  it  would  pursue  to 
some  other  course,  sometimes  towards,  and  some- 
times further  from,  health.”  He  suggested,  further, 
that  the  term  irritant  was  more  applicable  than 
counterirritant  when  applied  in  the  vicinity  of  the 
disease,  and  revulsive  when  applied  at  a distance 
from  the  disease.  Ross41  attempted  to  construct  a 
middle  ground  between  the  claims  of  Dickinson,38 
who  could  find  no  clinical  evidence  that  “a  blister  on 
the  chest  directs  any  special  therapeutic  influence  to 
the  lungs,”  and  orthodox  defenders  who  believed  that 
there  was  strong  clinical  evidence  to  support  just  such 
a theory  even  though  “we  are  totally  unable  to  ex- 
plain the  facts  by  theory.”  Ross  reasoned  that  if 
there  was  indeed  a powerful  effect  created  by  irri- 
tants on  the  internal  organs,  then  a relationship 
should  exist  between  the  theory  and  practice  of  irri- 
tation. “As  pointed  out  by  Bacon,”  he  wrote,  “we 
ought  to  have  a set  of  intermediate  propositions  to 
stand  between  a science  and  the  art  founded  upon  it.” 
Ross41  maintained  that  the  main  intermediate 
proposition  between  the  theory  and  practice  of  irri- 
tation was  that  “irritation  of  one  part  of  the  body 
tends  to  stimulate  the  textures  in  its  vicinity.”  In 
other  words,  a close  relationship  existed  between  the 
internal  organs  and  specific  areas  of  skin  through 
which  he  called  rami  communicantes,  “the  sensory 
sympathetic  fibres  to  such  organs  coming  off  from 
the  same  part  of  the  spinal  cord  as  the  somatic  nerves 
to  such  areas  of  the  skin.”  41 

Although  Brown-Sequard,  Head,  Machenzie,  Ross, 
and  others  emphasized  the  role  of  the  nervous  system 
in  surface  irritation,  they  objected  to  interpretations 
implied  in  the  word  counterirritation.  Both 
Brown-Sequard  and  Ross  preferred  to  use  the  term 
irritant  to  explain  the  phenomenon.  Later  authors 
advised  using  the  word  “diversion”  instead  of  coun- 
terirritation or  irritant  since  beneficial  effects  were 
brought  on  by  inflicting  an  injury  away  from  the 
morbid  process,  thereby  diverting  those  forces  which 
maintained  the  old  disease,  “that  blood  vessels  there 
so  long  distended  had  become  too  feeble  to  contract 
and  retain  tone;  but  now  obtain  repose,  and  conse- 


quent vigour,  by  the  diversion  thus  made  in  their 
favour,  and  that  thus  the  cure  is  effected.”  42  By  the 
1920s,  the  terminology  had  changed  once  again  to 
reflect  more  clearly  the  modus  operandi  of  the  agent. 
This  time,  terms  such  as  “counter-sedative,” 
“counter-inhibitant,”  or  “counter-analgaesic”  were 
applied,  as  well  as  longer  words  such  as  “counter- 
gastroperistaltic”  and  “counter-splanchnodi- 
lator.”  43 

Retrospect 

As  a group,  physicians  felt  comfortable  with  the 
older  orthodoxies  and  persisted  in  treating  patients 
from  the  judgments  of  past  science  and  experience. 
Like  most  men,  they  preferred  to  remain  in  the 
comfort  of  those  ideas  which  supported  the  structure 
of  their  education.  Yet,  clearly,  while  they  continued 
to  use  the  doctrines  of  the  past,  both  the  meaning  and 
substance  changed  to  accommodate  newer  discov- 
eries, observations,  and  techniques.  Terms  became 
more  loose  and  metaphorical.  This  was  especially 
true  during  the  course  of  the  nineteenth  century 
when  the  impact  of  the  germ  theory  and  innovations 
in  almost  all  the  sciences  made  the  changes  of  pre- 
vious periods  look  cosmetic  by  comparison.  Under 
such  pressures,  physicians  experienced  serious  dif- 
ficulties in  rectifying  historical  connotations  with  the 
realities  of  newer  medical  pathology.  Oliver  Wendell 
Holmes,  M.D.,  who  was  himself  a noted  innovator  in 
medical  thinking  during  the  century,  lamented  what 
he  called  the  “magnetisation  of  language”  whereby 
words  took  on  meanings  that  were  different  from 
their  original  intent  and,  thus,  became  wholly  unre- 
liable and  misleading  as  instruments  in  scientific 
exact  meaning.  To  rectify  the  problem,  he  urged 
physicians  to  begin  a process  of  “demagnetisation,” 
by  reducing  medical  language  to  simple  terms  that 
fit  specific  logical  processes. 

The  phenomenon  which  Holmes  alluded  to  was 
surely  not  limited  to  the  nineteenth  century  alone; 
but  his  observations  certainly  reflected  an  increas- 
ingly difficult  situation  which  his  generation  faced 
as  a result  of  the  developments  in  medical  science. 
One  could  still  see  evidence  of  drastic  purging  and 
bleeding,  even  though  the  numerical  method  of 
Pierre  Louis  and  the  scientific  achievements  of  Koch, 
Pasteur,  and  Lister  could  no  longer  be  ignored. 
Calomel,  antimony,  opium,  and  arsenic  continued  as 
mainstays  of  the  pharmacopoeia,  and  patients  in- 
sisted on  dying  of  acute  indigestion,  locked  bowels, 
brain  fever,  ground  itch,  dew  poison,  decay,  and 
summer  complaints.  Centuries  of  medical  practices 
and  terminologies  clung  tenaciously  as  new-school 
physicians  sought  extensions  to  the  boundaries  of 
ancient  knowledge.  New  theories  and  old  habits 
jostled  uncomfortably  in  the  same  medical  handbags. 
As  a result,  physicians  were  bedeviled  with  endless 
disputes  over  the  consequences  of  treatment  and 
found  themselves  forced  into  organizing  and  reor- 
ganizing their  observations,  and  pronouncing  judg- 
ments on  the  claims  of  the  past  and  the  counter- 


1322  New  York  State  Journal  of  Medicine/July  1980 


claims  of  their  own  present.  The  history  of  surface 
irritants,  while  exemplary  of  this  phenomenon,  was 
only  a mirror  image  of  problems  that  faced  each 
physician  as  he  proceeded  to  puke,  bleed,  purge,  and 
salivate  patients  with  the  sheet  anchors  of  medical 
orthodoxy. 

Indiana  University  Northwest 
3400  Broadway 
Gary,  Indiana  46408 
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totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible. 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 

....  member,  spouse  or  child 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

Continued 


1324  New  York  State  Journal  of  Medicine/July  1980 


r 


■ The  renewal  ol  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation 

Renewal  guarantee  By  special  agreement  with  MSSNY.  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan. 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Lite  Co  . Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35,000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  statf  appointments;  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

D Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 

( ) Group  Term  Life  Insurance 


□ 

Computer  Services 

□ Office  Computer  Software 

□ 

Encyclopedia 

□ 

Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ 

Car  Rental 

□ MSSNY  Pension  Plan 

□ 

Book  of  Knowledge 

□ 

Car  Purchasing 

□ Aynsley  Bone  China 

□ 

Quality  Tires 

□ 

Purchase  Plan 

Pattern,  Quantity  . . . 

□ 

Major  Appliances 

□ 

Concert  Theatre  Club 

□ Lladro  Porcelains 

□ 

Countdown 

□ 

Financial  Services 

Model/No 

□ 

Travel  Sports  Club 

□ 

Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ 

Dinner/Theatre 

□ 

Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

□ 

Windjammer  Cruises 

□ Other. 


Name  

(please  print) 

Address: ZIP 

County  Medical  Society - — - — Tel.# 

(area  code) 

Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY.  420  Lakeville 
Rd..  Lake  Success,  N Y.  11042.  Phone:  (516)  488-6100,  ext.  371 /2. 
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Obituaries 


Irving  Abramson,  M.D.,  of  Eastchester  and  New  York 
City,  died  on  April  24  at  the  age  of  65.  Dr.  Abramson 
graduated  in  1940  from  St.  Mungo  College  of  Medicine, 
Glasgow,  Scotland.  He  was  an  anesthesiologist  at  the 
former  French  and  Polyclinic  Medical  School  and  Health 
Center.  Dr.  Abramson  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  American  College 
of  Anesthesiologists,  and  a member  of  the  American  So- 
ciety of  Anesthesiologists,  Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Franklyn  B.  Amos,  M.D.,  of  Glenmont,  died  on  February 
14  at  the  age  of  73.  Dr.  Amos  graduated  in  1931  from 
Syracuse  University  College  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Preventive  Medicine,  Inc. 
(Public  Health),  and  a member  of  the  American  Public 
Health  Association. 

George  David  Berry,  M.D.,  of  Niagara  Falls,  died  on 
March  21  at  the  age  of  82.  Dr.  Berry  graduated  in  1925 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a general  practitioner  at  Mount  St.  Mary’s  Hospital.  Dr. 
Berry  was  a member  of  the  Niagara  Falls  Academy  of 
Medicine,  the  Niagara  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Warren  George  Cross,  M.D.,  of  Albany,  died  on  January 
23  at  the  age  of  80.  Dr.  Cross  graduated  in  1928  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a radi- 
ologist at  Albany  Medical  Center.  Dr.  Cross  was  a Dip- 
lomate of  the  American  Board  of  Radiology  and  a member 
of  the  Radiological  Society  of  North  America,  Inc.,  the 
Radiological  Society  of  New  York  State,  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Stanley  Francis  Debski,  M.D.,  of  Greenwood  Lake,  for- 
merly of  Brooklyn,  died  on  February  21  at  the  age  of  67. 
Dr.  Debski  graduated  in  1941  from  Middlesex  University 
School  of  Medicine.  He  was  a family  practitioner  at  Long 
Island  College  Hospital  and  an  assistant  surgeon  at  Baptist 
Hospital  of  New  York.  Dr.  Debski  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

C.  Knight  Deyo,  M.D.,  of  Poughkeepsie,  died  on  Sep- 
tember 26  at  the  age  of  97.  Dr.  Deyo  graduated  in  1905 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Wentworth  V.  Driscoll,  M.D.,  of  Saint  Albans,  died  on 
November  22  at  the  age  of  80.  Dr.  Driscoll  graduated  in 
1929  from  Stritch  School  of  Medicine,  Loyola  University. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Peter  J.  Eisinger,  M.D.,  of  Plattsburgh,  died  in  an  auto- 
mobile accident  on  February  17  at  the  age  of  46.  Dr. 
Eisinger  graduated  in  1957  from  the  University  of  London, 
St.  Mary’s  Hospital  Medical  School.  He  was  an  orthopedic 
surgeon  at  Champlain  Valley  Physicians  Hospital.  Dr. 
Eisinger  was  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery  and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  New  York  Surgical  Society, 
the  Clinton  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Lewis  A.  Eldridge,  Jr.,  M.D.,  of  Rensselaerville,  formerly 
of  Great  Neck,  died  on  October  23, 1977,  at  the  age  of  88. 
Dr.  Eldridge  graduated  in  1925  from  Johns  Hopkins  Uni- 
versity School  of  Medicine. 

Abraham  B.  Fischer,  M.D.,  of  Brooklyn,  died  on  March 
27  at  the  age  of  80.  Dr.  Fischer  graduated  in  1923  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  emeritus  neurologist  and  psychiatrist  at  Maimonides 
Medical  Center  and  a consulting  psychiatrist  at  Brook- 
lyn-Cumberland  Medical  Center  and  at  The  Methodist 
Hospital.  Dr.  Fischer  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Lawrence  Fulton,  M.D.,  of  The  Bronx  and  New 
Rochelle,  died  on  March  1 at  the  age  of  58.  Dr.  Fulton 
graduated  in  1946  from  Marquette  University  Medical 
School.  He  was  an  associate  physician  at  St.  Clare’s  and 
at  St.  Joseph’s  (Yonkers)  Hospitals.  Dr.  Fulton  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Guenther  Gnatzy,  M.D.,  of  New  York  City,  died  on 
February  5 at  the  age  of  59.  Dr.  Gnatzy  received  his 
medical  degree  from  the  University  of  Munich  in  1953.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alphonzo  Rand  Goff,  M.D.,  of  Keene,  died  on  March  24 
at  the  age  of  86.  Dr.  Goff  graduated  in  1919  from  the 
University  of  Vermont  College  of  Medicine.  He  was  a 
general  practitioner  on  the  medical  staff  at  the  Eliza-  j 
bethtown  Community  Hospital,  Inc.  Dr.  Goff  was  a 
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member  of  the  Essex  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Elias  Gold,  M.D.,  of  Hempstead,  died  on  April  1 1 at 
the  age  of  73.  Dr.  Gold  graduated  in  1932  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital.  He 
was  a member  of  the  American  Academy  of  Psychosomatic 
Medicine,  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis,  the  Nassau  Acad- 
emy of  Medicine,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Vincent  Governale,  M.D.,  of  Glens  Falls,  died  on 
September  9 at  the  age  of  43.  Dr.  Governale  received  his 
medical  degree  from  the  University  of  Padova  in  1963.  He 
was  an  orthopedic  surgeon  on  the  medical  staff  at  Glens 
Falls  Hospital.  Dr.  Governale  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons. 

Maximilian  Grauberg,  M.D.,  of  New  York  City,  died  on 
October  29  at  the  age  of  84.  Dr.  Grauberg  received  his 
medical  degree  from  the  University  of  Vienna  in  1924.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irwin  Hirsch,  M.D.,  of  Jamaica  and  Richmond  Hill,  died 
on  July  30  at  the  age  of  82.  Dr.  Hirsch  received  his  medical 
degree  from  the  University  of  Vienna  in  1925.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  Hoffman,  M.D.,  of  Rochester,  died  in  February,  1979, 
at  the  age  of  69.  Dr.  Hoffman  received  his  medical  degree 
from  the  University  of  Vienna  in  1936.  He  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Louis  Randell  Hott,  M.D.,  of  New  York  City  and  Great 
Neck,  died  on  March  18  at  the  age  of  68.  Dr.  Hott  received 
his  medical  degree  from  the  University  of  Bern  in  1937. 
He  was  an  assistant  attending  psychiatrist  at  University 
Hospital  and  an  assistant  psychiatrist  at  Bellevue  Hospital. 
Dr.  Hott  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  American  Academy 
of  Psychoanalysis,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Vincent  C.  Hughes,  M.D.,  of  The  Bronx,  died  on  No- 
vember 10  at  the  age  of  80.  Dr.  Hughes  graduated  in  1924 
from  Jefferson  Medical  College  of  Philadelphia. 

Bernard  Juris,  M.D.,  of  New  York  City,  died  on  July  2, 
1979.  Dr.  Juris  received  his  medical  degree  from  the 
University  of  Lyon  in  1932.  He  was  an  associate,  emeritus, 
anesthesiologist  at  Maimonides  Medical  Center.  Dr.  Juris 
was  a member  of  the  American  Society  of  Anesthesiolo- 


gists, Inc.,  the  New  York  State  Society  of  Anesthesiolo- 
gists, The  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathaniel  K.  Katlan,  M.D.,  of  Flushing,  died  on  April  15 
at  the  age  of  64.  Dr.  Katlan  received  his  medical  degree 
from  the  University  of  Lausanne  in  1941.  He  was  an 
ophthalmologist  at  Brooklyn  Veterans  Adminstration 
Hospital,  a staff  ophthalmologist  at  Booth  Memorial 
Medical  Center,  an  associate,  inactive,  ophthalmologic 
surgeon  at  Flushing  Hospital  and  Medical  Center,  and  an 
adjunct  ophthalmologic  surgeon  at  Brooklyn  Eye  and  Ear 
Hospital.  Dr.  Katlan  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York  Oph- 
thalmology Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Keggi,  M.D.,  of  New  York  City,  died  on  August  10 
at  the  age  of  72.  Dr.  Keggi  received  his  medical  degree 
from  the  Faculty  of  Medicine  of  the  University  of  Latvia, 
Riga,  in  1933.  He  was  an  attending  surgeon  at  the  former 
Park  West  Hospital.  Dr.  Keggi  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Emerson  Crosby  Kelly,  M.D.,  of  Albany,  died  in  May, 
1977,  at  the  age  of  77.  Dr.  Kelly  graduated  in  1925  from 
Albany  Medical  College.  He  was  an  honorary  surgeon  at 
Albany  Medical  Center.  Dr.  Kelly  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  Albany 
Academy  of  Medicine,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Karl  A.  Kreag,  M.D.,  of  Brooklyn,  died  on  April  19  at  the 
age  of  82.  Dr.  Kreag  graduated  in  1925  from  Georgetown 
University  School  of  Medicine.  He  was  a consulting  oto- 
rhinolaryngologist  at  St.  Charles  Hospital  (Port  Jefferson). 
Dr.  Kreag  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Warren  W.  Lacey,  M.D.,  of  Queens  Village,  died  on  May 
31,  1979,  at  the  age  of  72.  Dr.  Lacey  graduated  in  1935 
from  Long  Island  College  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Preventive  Medicine,  Inc. 
(Public  Health),  a Fellow  of  the  American  College  of  Pre- 
ventive Medicine,  and  a member  of  the  American  Occu- 
pational Medicine  Association,  the  American  Public 
Health  Association,  and  the  New  York  State  Academy  of 
Preventive  Medicine. 

Herman  Irving  Landow,  M.D.,  of  Poughkeepsie,  died  on 
January  12  at  the  age  of  70.  Dr.  Landow  received  his 
medical  degree  from  the  University  of  Basel  in  1937.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians. 

Eugene  John  Lippschutz,  M.D.,  of  Buffalo,  died  on  April 
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11  at  the  age  of  72.  Dr.  Lippschutz  graduated  in  1932  from 
Georgetown  University  School  of  Medicine.  He  was  a 
consulting  physician  at  Buffalo  General  and  Edward  J. 
Meyer  Memorial  Hospitals.  Dr.  Lippschutz  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine  (Cardi- 
ology), a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

David  Lawrence  Little,  M.D.,  of  Glens  Falls,  died  on 
November  30  at  the  age  of  73.  Dr.  Little  received  his 
medical  degree  from  the  University  of  Zurich  in  1937.  He 
was  a staff  dermatologist  at  Glens  Falls  Hospital.  Dr. 
Little  was  a member  of  the  American  Academy  of  Der- 
matology, the  Glens  Falls  Academy  of  Medicine,  the 
Warren  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Word  has  been  received  that  Johanna  Maas,  M.D.,  of 
Flushing,  has  died.  Dr.  Maas  received  her  medical  degree 
from  the  University  of  Munich  in  1919.  She  was  a member 
of  the  Dutchess  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Else  Therese  Marcus,  M.D.,  of  Staten  Island,  died  on 
May  5 at  the  age  of  88.  Dr.  Marcus  received  her  medical 
degree  from  the  University  of  Munich  in  1924.  She  was 
a senior  assistant  in  pediatrics  at  St.  Vincent’s  Medical 
Center  of  Richmond  and  a general  practitioner  at  Doctors’ 
Hospital  of  Staten  Island.  Dr.  Marcus  was  a member  of 
the  Richmond  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Morris  J.  Moskowitz,  M.D.,  of  Rochester,  died  in  De- 
cember at  the  age  of  83.  Dr.  Moskowitz  gra  uated  in  1922 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  at  Highland 
Hospital  of  Rochester.  Dr.  Moskowitz  was  a member  of 
the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  A.  Pfeiffer,  M.D.,  of  Larchmont,  died  on  April 
2 at  the  age  of  81.  Dr.  Pfeiffer  graduated  in  1926  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jacow  P.  Podpak,  M.D.,  of  Scarsdale,  died  on  December 
28  at  the  age  of  101.  Dr.  Podpak  received  his  medical  de- 
gree from  the  University  of  Halle-Wittenberg  in  1911.  He 
was  a senior  clinical  assistant  in  medicine  at  The  Mount 
Sinai  Hospital.  Dr.  Podpak  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Rudolf  Rosenbaum,  M.D.,  of  Mamaroneck,  died  on 
September  1,  1978,  at  the  age  of  87.  Dr.  Rosenbaum  re- 
ceived his  medical  degree  from  the  University  of  Jena  in 
1919.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 


the  American  Medical  Association. 

Morton  Ryder,  M.D.,  of  Carmel,  died  on  May  4 at  the  age 
of  85.  Dr.  Ryder  graduated  in  1918  from  Cornell  Univer- 
sity Medical  College.  He  was  an  honorary  physician  in 
medicine  at  United  Hospital.  Dr.  Ryder  was  a member  of 
the  Westchester  Academy  of  Medicine,  the  New  York  State 
Society  of  Pathologists,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Daniel  R.  Scudder,  M.D.,  of  Brooklyn,  died  on  February 
23  at  the  age  of  65.  Dr.  Scudder  graduated  in  1948  from 
Hahnemann  Medical  College  and  Hospital  of  Philadelphia. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Shapiro,  M.D.,  of  New  York  City,  died  on  April 
8 at  the  age  of  88.  Dr.  Shapiro  graduated  in  1915  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Alonzo  Franklin  Smith,  M.D.,  of  Mattituck,  died  on 
August  21, 1978,  at  the  age  of  73.  Dr.  Smith  graduated  in 
1931  from  the  Medical  College  of  Virginia. 

Saul  Smoller,  M.D.,  of  Oceanside,  died  on  April  25  at  the 
age  of  55.  Dr.  Smoller  graduated  in  1948  from  Syracuse 
University  College  of  Medicine.  He  was  a pediatrician,  off 
service,  at  Long  Island  Jewish-Hillside  Medical  Center,  an 
associate  pediatrician  at  Nassau  County  Medical  Center, 
and  an  assistant  director  of  pediatrics  at  South  Nassau 
Communities  Hospital.  Dr.  Smoller  was  a Diplomate  of 
the  American  Board  of  Pediatrics,  and  a member  of  the 
American  Academy  of  Pediatrics,  the  American  Public 
Health  Association,  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sigmund  A.  Tarlowski,  M.D.,  of  Buffalo,  died  on  March 
7 at  the  age  of  60.  Dr.  Tarlowski  graduated  in  1941  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
assistant  physician  at  Sisters  of  Charity  Hospital  of  Buffalo 
and  an  attending  physician  at  Emergency  Hospital.  Dr. 
Tarlowski  was  a member  of  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Tarnower,  M.D.,  of  Scarsdale,  died  suddenly  at 
home  in  March  at  the  age  of  69.  Dr.  Tarnower  graduated 
in  1933  from  the  University  of  Syracuse  College  of  Medi- 
cine. He  was  chief  and  an  attending  cardiologist  at 
Westchester  County  Medical  Center,  an  attending  cardi- 
ologist at  White  Plains  Hospital,  and  a consulting  cardi- 
ologist at  St.  Agnes  Hospital.  Dr.  Tarnower  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine  (Cardi- 
ology), a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Douglas  Thomson,  M.D.,  of  Syracuse,  died  on  April 
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23  at  the  age  of  73.  Dr.  Thomson  graduated  in  1934  from 
Syracuse  University  College  of  Medicine.  He  was  an  at- 
tending anesthesiologist  at  Community-General  Hospital 
of  Greater  Syracuse.  Dr.  Thomson  was  a Diplomats  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists,  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Fritz  Wessely,  M.D.,  of  The  Bronx,  died  on  March  23  at 
the  age  of  68.  Dr.  Wessely  received  his  medical  degree 
from  the  University  of  Vienna  in  1936.  He  was  an  assistant 
in  medicine  at  Jewish  Memorial  Hospital  and  a clinical 
assistant  in  medicine  at  The  Bronx-Lebanon  Hospital 
Center.  Dr.  Wessely  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  R.  White,  M.D.,  of  Rochester,  died  on  March  17 
at  the  age  of  70.  Dr.  White  graduated  in  1937  from  the 
University  of  Rochester  School  of  Medicine  and  Dentistry. 
He  was  a pediatric  surgeon  at  Strong  Memorial  Hospital 
of  the  University  of  Rochester  and  at  The  Genesee  Hospital 
and  chief  and  an  attending  pediatric  surgeon  at  Rochester 
General  Hospital.  Dr.  White  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 


College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Pediatric  Society, 
the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Booth  Wightman,  M.D.,  of  Ithaca,  died  on  Feb- 
ruary 2 at  the  age  of  78.  Dr.  Wightman  graduated  in  1927 
from  Cornell  University  Medical  College.  He  was  an 
honorary  physician  in  medicine  at  Tompkins  County 
Hospital.  Dr.  Wightman  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Allergy,  the  Tompkins  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Alan  Robert  Winterberger,  M.D.,  of  Clarence  and 
Buffalo,  died  on  April  12  at  the  age  of  57.  Dr.  Winterber- 
ger graduated  in  1960  from  State  University  of  New  York 
College  of  Medicine  at  Syracuse.  He  was  a roentgenologist 
at  Mercy  Hospital  (Buffalo).  Dr.  Winterberger  was  a Dip- 
lomate of  the  American  Board  of  Radiology  (Diagnostic 
Radiology),  a Fellow  of  the  American  College  of  Anesthe- 
siologists, a Fellow  of  the  American  College  of  Chest  Phy- 
sicians, and  a member  of  the  Aerospace  Medical  Associa- 
tion, the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Annotations  of  Books  Received * 


SEX  DISORDERS— THERAPY 

Managing  Sexual  Dysfunction.  A Basic  Guide.  By 

John  F.  O’Connor,  M.D.  Oradell,  N.J.,  Medical  Economics 
Co.,  Book  Division,  1980.  Softcover,  156  pages.  Price, 
$9.95. 

A review  of  current  information  on  sexual  disorders  and 
their  treatment,  for  the  physician  without  formal  training 
in  the  field. 

URINE 

An  Atlas  of  Urinary  Sediment.  By  Wellington  Jao, 
M.D.,  Regina  Padleckas,  M.D.,  and  Martin  A.  Swerdlow, 
M.D.  North  Chicago,  111.,  Abbott  Laboratories,  1980. 
Illustrated,  40  pages.  Softcover,  $2.  (Available  from: 
Atlases,  P.O.  Box  352,  North  Chicago,  111.,  60064) 

A pictorial  guide  to  microscopic  evaluation  of  urinary 
sediments. 

PREGNANCY  COMPLICATIONS— THERAPY 

Management  of  High-Risk  Pregnancy.  Edited  by  John 
T.  Queenan,  M.D.  Oradell,  N.J.,  Medical  Economics  Co., 
Book  Division,  1980.  Illustrated,  705  pages.  Hardcover, 
$35. 

Pregnancy  complications  and  the  rationale  for  their 
treatment,  a reference  and  a resource  book  for  the  prac- 
ticing physician. 

TECHNICAL  WRITING 

Writing  for  Communication  in  Science  and  Medicine. 
By  Barbara  S.  Lynch,  Ph.D.,  and  Charles  F.  Chapman. 
New  York,  Van  Nostrand  Reinhold  Company,  1980.  Il- 
lustrated, 319  pages.  Hardcover,  $18.95. 

A handbook  for  new  and  experienced  writers,  with  pro- 
grammed exercises  in  science  writing. 


* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


SPORTS  MEDICINE 

Sports  Medicine  for  the  Athletic  Female.  Edited  by 
Christine  E.  Haycock,  M.D.  Oradell,  N.J.,  Medical  Eco- 
nomics Co.,  Book  Division,  1980.  Illustrated,  412  pages. 
Hardcover,  $27.50. 

A manual  for  the  care  and  feeding  of  women  ath- 
letes,— for  those  with  direct  athlete/patient  contact. 

MATERNAL  HEALTH  SERVICES 

Maternity  Care  in  Ferment:  Conflicting  Issues. 

Edited  by  Martin  Kelly.  New  York,  Maternity  Center 
Association,  1980.  Softcover,  150  pages.  Price,  $5. 

Recommendations  and  major  presentations  at  the  As- 
sociation’s Edith  C.  Blum  Memorial  Seminar. 

MYOCARDIAL  INFARCTION 

Heart  Attack!  A Question  and  Answer  Book.  By 

Oscar  Roth,  M.D.,  F.A.C.C.,  and  Lawrence  Galton.  Chi- 
cago, Contemporary  Books,  Inc.,  1978.  Paperback,  262 
pages.  Price,  $4.95. 

Most  frequently  asked  questions  by  patients  about  heart 
attacks, — question-answer  format. 

BLOOD  CIRCULATION 

Structure  and  Function  of  the  Circulation.  Volume 
1.  Edited  by  Colin  J.  Schwartz,  M.D.,  Nicholas  T.  Wer- 
hessen,  Ph.D.,  and  Stewart  Wolf,  M.D.  New  York,  Ple- 
num Press,  1980.  Illustrated,  819  pages.  Cloth,  $75. 

Encyclopedic  treatment  of  the  circulatory  system,  first 
volume  of  a new  series. 

PITUITARY  HORMONES— ANTERIOR 

Synthesis  and  Release  of  Adenohypophyseal  Hor- 
mones. Edited  by  Marian  Jutisz  and  Kenneth  W. 
Mckerns.  New  York,  Plenum  Press,  1980.  Illustrated, 
792  pages.  Cloth,  $69.50. 

Fundamental  biochemical  mechanism  of  pituitary 
function  and  morphologic  correlates. 
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Books  Reuieived 


New  Directions  in  Public  Health  Care.  A Prescrip- 
tion for  the  1980s.  Third  edition.  Lindsey,  C.  M.,  Ed. 
San  Francisco,  California,  Institute  for  Contemporary 
Studies,  1980.  Softcover,  290  pages.  Price,  $6.95. 

New  directions  in  public  health  care  is  a good  summary 
and  discussion  of  concepts  and  variable  opinions  related 
to  national  health  insurance  and  public  health  care  in 
general.  It  is  a good  reference  book  which  I feel  should  be 
in  every  library.  Robert  J.  O’Connor,  M.D. 

Hormonal  Biology  of  Endometrial  Cancer.  Edited  by 
G.  S.  Richardson  and  D.  T.  MacLaughlin.  Geneva,  Swit- 
zerland, International  Union  Against  Cancer.  1978. 
UICC  Technical  Report  Series,  Volume  42.  Illustrated, 
187  pages.  Paperback,  Swiss  Francs,  17.  (Available  from 
above  at  3 Rue  du  Conseil  General,  Geneva  1205) 

The  contents  of  the  book  are:  The  patient  with  endo- 
metrial cancer;  the  role  of  androgens  in  endometrial  hy- 
perplasia and  carcinoma;  the  histogenesis  and  cytody- 
namics  of  endometrial  hyperplasia  and  neoplasia;  receptors 
for  steroids  in  human  endometrium;  the  molecular  action 
of  estrogens  and  progestins  on  human  endometrium;  po- 
tential steroid-specific  products,  estrogens,  progestins,  and 
the  production  of  endometrial  hyperplasia  and  neoplasia; 
the  response  of  hyperplastic,  dysplastic  and  neoplastic 
endometrium  to  progestational  therapy;  and  suggested 
goals  for  future  research. 

The  book  is  a comprehensive  study  of  endometrial 
cancer,  emphasizing  its  biological  aspects.  The  material 
will  be  valuable  to  gynecological  endocrinologists,  and  will 
be  a fine  source  of  reference  for  researchers  in  endocri- 
nology. Leonard  B.  Goldman,  M.D. 

Self/Non-self  Discrimination.  Volume  9,  Contempo- 


rary Topics  in  Immunobiology.  Edited  by  John  J. 
Marchalonis  and  Nicholas  Cohen.  New  York,  Plenum 
Press,  1980.  Illustrated,  293  pages.  Cloth,  $29.50. 

This  is  the  9th  volume  in  a valuable  series  dealing  with 
contemporary  topics  in  immunobiology.  The  volume 
presents  ten  chapters  by  outstanding  authorities  who 
consider  the  general  problem  of  self,  non-self  discrimina- 
tion and  recognition  reactions  in  plants,  invertebrates,  and 
the  evolutionary  development  of  the  immune  response  in 
vertebrates.  Excellent  reviews  are  presented  on  plant 
mechanisms,  invertebrate  mechanisms,  vertebrate  cell-cell 
interactions,  and  the  possible  functional  role  of  the  major 
histocompatibility  complex.  In  addition,  the  biochemical 
and  biophysical  basis  for  molecular  interactions  and  rec- 
ognition are  presented.  The  book  is  provocative  and 
presents  important  approaches  to  cellular  discrimination 
mechanisms.  This  volume,  as  well  as  the  other  volumes 
in  the  important  series,  should  be  in  the  libraries  of  cell 
biologists  and  biomedical  scientists.  Steven  D.  Douglas, 
M.D. 


Live,  Work  and  Be  Healthy.  By  Arthur  S.  Verdesca, 
M.D.  New  York,  Van  Nostrand  Reinhold  Company,  1980. 
Cloth,  307  pages.  Price,  $10.95. 

Doctor  Verdesca  has  produced  a book  that  is  readable 
and  should  appeal  to  his  audience  of  “ambulatory,  gener- 
ally healthy  and  working  population.”  Technical  language 
is  held  to  a minimum  but  when  used  is  completely  ex- 
plained. The  material  provided  is  concise  and  not  over- 
whelming and  represents  a real  effort  to  discuss  the  com- 
mon medical  problems  that  could  be  faced  by  the  average 
working  person.  I can  easily  recommend  this  book  to  that 
group  of  individuals.  Robert  J.  O’Connor,  M.D. 
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Abstracts 


Kent,  D.  C.,  and  Ebbesen,  G.  K.:  Intestinal  infestation 
by  parasites;  in  business  executives  involved  in  foreign 
travel,  New  York  State  J.  Med.  80:  1217  (July)  1980. 

This  study  was  developed  to  investigate  the  present  in- 
cidence of  intestinal  parasitism  within  a group  of  worldwide 
traveling  business  executives.  It  represents  a comparison 
study  with  a similar  group  of  executives  investigated  10 
years  previously,  utilizing  the  same  parasitologic  tech- 
niques, and  a similar  selection  of  travelers  whose  business 
interests  required  their  worldwide  travel. 

Moayeri,  H.,  DiBenedetto,  J.,  Jr.,  and  Mittelman,  A.: 

Metastatic  colorectal  cancer;  in  patients  previously  treated 
with  5-fluorouracil,  New  York  State  J.  Med.  80:  1220 
(July)  1980. 

Forty  evaluable  patients  with  metastatic  colorectal  ad- 
enocarcinoma who  had  prior  therapy  with  5-FU  (5-fluo- 
rouracil) were  randomized  to  one  of  the  following  regimens: 
(1)  MeCCNU  (methyl  (l-(a-chloroethyl)-3-(4-cyclo- 
hexyl)-l -nitrosourea)  and  VCR  (vincristine);  (2)  MeCCNU 
and  DTIC  (5-(3,3-dimethyl-l-triazeno)-imidazole-4-car- 
boxamide),  (3)  MeCCNU,  DTIC  and  VCR;  (4)  MeCCNU 
and  B-2-deoxythioguanosine.  Responses  were  complete 
in  0 cases;  partial  in  5,  an  incidence  of  12.5  percent;  and 
disease  was  considered  stable  in  10,  or  25  percent.  The 
median  duration  of  response  was  17  weeks.  The  survival 
of  patients  with  partial  response  and  stable  disease  was 
comparable,  with  medians  of  32  and  31  weeks,  respectively. 
Thirty  percent  of  combined  patients  with  partial  response 
and  stable  disease  were  alive  57  weeks  or  longer  after  entry 
into  study,  whereas  median  survival  of  patients  with  pro- 
gressive disease  was  23  weeks,  and  none  was  alive  after  44 
weeks.  Toxicity  was  tolerable.  From  this  study  it  appears 
that  worthwhile  response  and  prolongation  of  survival  in 
responders  may  be  obtained  by  combination  chemotherapy 
containing  MeCCNU  in  patients  with  metastatic  colorectal 
cancer  previously  treated  with  5-FU.  However,  present 
status  of  chemotherapy  of  colorectal  cancer,  in  general,  is 
less  than  satisfactory,  and  the  success  of  new  chemother- 
apeutic agents  remains  to  be  seen. 

Kaye,  P.  L.:  Fatigue;  pervasive  problem,  New  York 
State  J.  Med.  80:  1225  (July)  1980. 

There  is  a common  variety  of  fatigue,  the  pathogenesis 
and  abnormal  physiology  of  which  may  be  attributed  to  an 
underlying  chronic  overactivity  of  the  vagal-parasympa- 
thetic system.  This  overactivity  can  be  demonstrated  by 


changes  in  carbohydrate  metabolism  and  in  insulin  pro- 
duction. The  effect  on  carbohydrate  metabolism  was 
utilized  as  an  investigational  tool  and  not  primarily  as  re- 
sponsible for  the  clinical  syndrome.  The  syndrome  de- 
scribed was  specific  and  frequent,  and  the  institution  of 
treatment  with  atropine  is  indicated  and  is  usually  suc- 
cessful. The  syndrome  is  best  conceived  as  a physiologic 
reaction  to  stress.  This  reaction  is  by  a general  inhibition 
and  retreat  and  is  related  to  generalized  overactivity  of  the 
vagal-parasympathetic  system. 

Crocco,  J.  A.,  Blecker,  M.  J.,  Rooney,  J.  H.,  Jr., 
Kramer,  S.,  and  Lyons,  H.  A.:  Tuberculous  meningitis 
in  adults;  clinical  analysis,  New  York  State  J.  Med.  80: 
1231  (July)  1980. 

A clinical  experience  with  24  cases  of  tuberculous  men- 
ingitis is  presented.  Overall  mortality  was  33  percent,  but 
was  only  20  percent  in  the  treated  patients.  Residual 
neurologic  abnormality  was  present  in  13  percent  of  pa- 
tients. Prognosis  was  related  to  the  age  and  neurologic 
state  of  patient  at  the  time  of  admission.  Seventy-five 
percent  of  those  patients  who  died  were  over  40  years  old, 
and  neurologic  abnormalities  were  present  in  78  percent. 
There  were  no  deaths  in  patients  with  a CSF  protein  less 
than  140  mg.  per  100  ml.,  and  glucose  greater  than  40  mg. 
per  100  ml.  Corticosteroid  therapy  did  not  affect  the 
outcome,  but  this  was  not  studied  in  a controlled  manner. 
A high  degree  of  suspicion  is  needed  so  that  antitubercu- 
losis management  can  be  started  early.  This  suspicion 
should  be  aroused  by  the  combination  of  (1)  neuromenin- 
geal  signs,  (2)  chest  roentgenogram  findings  compatible 
with  tuberculosis,  and  (3)  a CSF  examination  showing  a low 
glucose,  high  protein,  and  lymphocytic  cellular  predomi- 
nance. Sixty-three  percent  of  these  patients  demonstrated 
these  three  findings,  and  90  percent  had  two  of  these  three 
findings. 

Filstein,  M.  R.,  Hechemy,  K.  E.,  Schoonmaker,  D.,  and 
Gaafar,  H.  A.:  Legionnaires’  disease;  New  York  State — 
1978,  New  York  State  J.  Med.  80: 1235  (July)  1980. 

Sera  and/or  tissue  blocks  from  845  patients  in  New  York 
State  were  submitted  for  laboratory  diagnosis  of  Legionella 
pneumophila  in  1978.  Twenty-six  patients  (3.1  percent) 
were  confirmed  as  having  an  active  infection;  an  additional 
127  (15  percent)  had  evidence  of  exposure  to  the  bacterium. 
Clinical  and  epidemiologic  findings  on  the  confirmed  cases 
were  consistent  with  observations  at  the  national  level. 
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savings  for  the  Medicare  program,  the  senators  said.  A 
cost  that  was  borne  by  the  Part  B portion  of  Medicare  will 
now  be  paid  through  Part  A,  the  hospital  portion. 
“Shifting  the  costs  of  these  services  to  the  hospitals  could 
lead  to  higher  hospital  expenses  at  a time  when  the  Ad- 
ministration is  actively  attempting  to  reduce  hospital 
costs,”  they  said. 

Their  principal  concern,  “is  the  effect  on  delivery  of 
medical  care  in  medically  underserved  areas. 

“For  example,  one  clinic  in  the  southwestern  part  of 
Arkansas  provides  services  for  seven  rural  hospitals. 
These  physicians  are  often  the  only  specialists  serving  these 
communities  and  provide  regular  on-site  consultations  with 
the  patients  and  staff  in  these  facilities.  These  services  will 
be  severely  disrupted  by  this  proposed  change.” 

The  change  is  proposed  to  be  implemented  by  July  1, 
1980.  This  does  not  give  hospitals  or  physicians  adequate 
time  to  comply  with  the  regulations,  the  letter  said. 

A study  should  concentrate  on  the  effect  of  the  change 
on  medical  care  in  rural  areas,  Medicare  recipients,  and  the 
overall  effectiveness  of  the  Medicare  program,  the  senators 
wrote. 

* * * 


House-Senate  conferees  have  agreed  on  a proposal  to  set 
voluntary  federal  standards  for  “Medigap”  private  health 
insurance  aimed  at  meeting  the  gap  not  filled  by  Medicare 
coverage.  The  proposal  stemmed  from  Congressional 
hearings  earlier  this  year  on  abuses  in  the  commercial  in- 
surance field.  The  standards  include  a minimum  loss 
ratio,  the  amount  of  premiums  paid  back.  In  states  that 
do  not  meet  terms  of  a proposed  model  law,  the  federal 
minimum  standards  would  apply.  Companies  that  meet 
the  standards  could  advertise  the  fact. 


Treatment  of  typhoid  carriers 
with  amoxicillin 

Of  10  S.  typhi  carriers  able  to  tolerate  2 grams  of 
orally-administrated  amoxicillin  trihydrate  three  times 
daily  for  28  days,  9 were  cured.  Of  5 in  whom  the  dosage 
had  to  be  adjusted  because  of  gastrointestinal  side  effects, 
only  2 were  cured.  In  the  4 treatment  failures,  mean  serum 
concentrations  of  the  drug  were  all  above  minimum  in- 
hibitory level  for  infecting  organisms,  although  lower  than 
in  the  9 treated  successfully  on  the  full  regimen.  These 
results  suggest  that  amoxicillin  treatment  of  chronic  ty- 
phoid carriers  could  have  a greater  chance  of  succeeding 
if  doses  could  be  used  sufficient  to  induce  suprainhibitory 
concentrations  of  the  antibiotic.  Unfortunately,  there  is 
the  problem  of  gastrointestinal  intolerance.  Nolan,  C.  M., 
and  White,  P.  C.,  Jr.:  J.A.M.A.  239:  2352  (June  2)  1978. 
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Medical  Meetings 


Concensus  development  conference 
on  cervical  cancer 

A Consensus  Development  Conference  on  Cervical 
Cancer  Screening;  the  Pap  smear  will  be  held  July  23  to  25 
at  Masur  Auditorium,  Clinical  Center  (Building  10),  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland.  Spon- 
sored by  the  National  Cancer  Institute  and  cosponsored 
by  the  National  Institute  on  Aging  and  the  National  In- 
stitute of  Child  Health  and  Human  Development,  assisted 
by  the  Office  for  Medical  Applications  of  Research,  for 
technical  information,  contact:  Dr.  Diane  J.  Fink,  Asso- 
ciate Director  for  Medical  Applications  of  Cancer  Research, 
National  Cancer  Institute  (Building  10),  National  Insti- 
tutes of  Health,  Bethesda,  Maryland  20205;  telephone: 
(301) 496-1316. 

For  administrative  information,  please  contact:  Ms. 
Nancy  Becker,  Prospect  Associates,  11325  Seven  Locks 
Road,  Suite  220,  Potomac,  Maryland  20854,  telephone: 
(301)  983-0535. 

Consultations  in  internal  medicine 

Upcoming  courses  on  consultations  in  internal  medicine 
are  to  be  held  by  New  York  University  Post-Graduate 
Medical  School  on  Wednesdays,  4 to  7 p.m.,  October  10  to 
December  17. 

Accreditation:  30  AMA  Category  I credit  hours  and  30 
AAFP  prescribed  credit  hours  (pending). 

For  information: 

New  York  University  Post-Graduate  Medical  School, 
Registration  Department,  LHB,  550  First  Avenue,  New 
York,  N.Y.  10016,  telephone  (212)  679-8745  (24-hour 
telephone  service). 

The  American  College  of  Allergists 

An  “International  Food  Allergy  Symposium  III”  will  be 
presented  by  the  American  College  of  Allergists,  October 
17  to  21,  Boston,  Massachusetts. 

For  further  information,  contact  Shirley  Schoenberger, 
Executive  Secretary,  American  College  of  Allergists,  2141 
Fourteenth  Street,  Boulder,  Colorado  80302,  telephone 
(303)447-8111. 

25th  annual  clinical  conference 

“Gastrointestinal  Cancer”  is  the  topic  of  the  25th  annual 
Clinical  Conference  to  be  held  at  the  Shamrock  Hilton 
Hotel,  November  5 to  7. 

The  meeting  is  sponsored  by  the  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor  Institute.  For  addi- 
tional information: 

Stephen  C.  Stuyck,  Information  Coordinator,  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston,  Texas 
77030,  telephone  (713)  792-3030. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date — the  15th  of  each 
month. 


Advances  in  Gastrointestinal  Endoscopy: 
a comprehensive  course  for  physicians 
and  assistants 

“Advances  in  Gastrointestinal  Endoscopy,”  a compre- 
hensive course  for  physicians  and  assistants  will  be  held 
in  New  York  City,  November  7 and  8,  1980,  at  the  Mar- 
riott’s Essex  House.  Distinguished  faculties  from  the  New 
York  Society  for  Gastrointestinal  Endoscopy  and  Society 
of  Gastrointestinal  Assistants  will  provide  an  in-depth 
update  course  with  practical  workshops.  The  course  is 
cosponsored  by  the  American  Society  for  Gastrointestinal 
Endoscopy  and  is  approved  for  10  credit  hours  in  Category 
I of  the  AMA. 

For  information  write:  Jerome  H.  Siegel,  M.D., 

F.A.C.P.,  Course  Director,  NYSGE  Course,  230  East  69th 
Street,  New  York,  NY  10021. 

International  cancer  research 
conference 

Memorial  Sloan-Kettering  Cancer  Center  will  host  an 
international  conference  on  cancer  research,  “Cancer  1980: 
Achievements,  Challenges,  Prospects,”  in  New  York  Sep- 
tember 13-18.  The  conference,  which  is  jointly  sponsored 
by  Memorial  Sloan-Kettering,  the  American  Cancer  So- 
ciety, and  the  National  Cancer  Institute,  will  present 
progress  in  cancer  research  and  treatment  during  the  ten 
years  of  the  National  Cancer  program. 

This  conference  meets  the  criteria  for  34  credit  hours  in 
Category  I of  the  Physicians  Recognition  Award  of  the 
American  Medical  Association. 

The  conference  will  be  held  at  the  Grand  Hyatt  Hotel, 
New  York  City. 

Symposium 

A symposium  on  “The  Significance  of  Sex  Differences 
in  Dyslexia”  will  be  held  November  11  to  12,  Boston, 
Massachusetts.  The  symposium  is  cosponsored  by  The 
Orton  Society  and  the  Neurology  Departments  of  the 
Harvard  Medical  School  and  Beth  Israel  Hospital. 

The  31st  International  Orton  Society  Conference  on 
“Dyslexia  and  Language  Communication”  will  be  held 
November  13  to  15. 

For  further  information  write:  31st  International  Orton 
Society  Headquarters,  c/o  E.  Dailey,  New  England  Host 
Branch,  11  Temple  Street,  Wellesley,  Massachusetts 
02181. 

Oncology  seminar  series 

“Bone  Marrow  Transplants”  will  be  presented  on  No- 
vember 13,  as  part  of  Roswell  Park  Memorial  Institute’s 
continuing  education  oncology  seminar  series. 

Inquiries  should  be  sent  to:  Gayle  Bersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo,  N.Y.,  14263,  telephone:  (716)  845- 
4406. 
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Families  losing  out  in  decisions 
on  care  of  dying  patients 

In  life  and  death  decisions  on  fatally  ill  persons,  the 
family  is  in  danger  of  being  elbowed  out  of  the  way  by  the 
courts  and  committees,  says  an  article  in  the  May  23  Im- 
pact Section  of  American  Medical  News. 

Robert  M.  Veatch,  Ph.D.,  professor  of  medical  ethics  at 
the  Joseph  and  Rose  Kennedy  Institute  of  Ethics, 
Georgetown  U.,  Washington,  D.C.,  writes  in  the  American 
Medical  Association’s  newspaper  for  doctors  that  “Deci- 
sions once  made  quietly  and  compassionately  by  family 
physicians  suddenly  have  become  matters  of  public  con- 
troversy.” 

“It  is  beginning  to  look  as  if  courts  and  committees  are 
replacing  physicians  and  families  as  the  social  agents  of 
caring,”  Dr.  Veatch  says.  Some  fear  that  a large  and 
bungling  bureaucracy  jnay  bury  the  compassion  and 
common  sense  Karen  Ann  Quinlan  and  Joseph  Saikewicz 
seem  to  be  crying  for.”  Both  are  cases  in  which  the  law 
intervened  in  therapeutic  decisions  for  fatally  ill  per- 
sons. 

The  competent  patient  decides  for  himself  whether 
treatment  should  be  continued  when  death  is  near.  The 
problem  arises  in  decisions  that  must  be  made  on  behalf 
of  the  incompetent  patient. 

“The  lives  of  incompetents  must  be  valued  as  much  as 
those  of  competents,”  Dr.  Veatch  declares.  “No  calculus 
of  social  worthiness  or  the  value  of  individual  lives  can  be 
tolerated;  no  differential  treatment  of  incompetents  be- 
cause of  their  helplessness  will  do.” 

Family  decisions  must  be  paramount,  but  there  must  be 
some  curbs,  he  says.  Somehow,  society  has  to  determine 
when  pat  ients  and  other  guardians  have  gone  beyond  the 
realm  of  reason,  beyond  what  society  can  tolerate  as  an 
acceptable  decision  for  an  incompetent  one,  he  declares. 

In  Veatch’s  view,  the  hospital  ethics  committees  which 
have  sometimes  been  called  on  to  help  make  decisions 
about  incompetent  patients  actually  do  not  get  involved 
in  the  ethical  issues.  They  merely  confirm  the  prognosis 
(that  the  case  is  hopeless).  A committee  cannot  replace 
the  judgment  of  the  family  and  physician.  And  the  courts 
must  also  leave  room  for  family  and  physician  decisions  in 
their  rulings,  he  says. 

“When  the  support  of  professionals  for  the  family  is 
present,  the  courts  and  the  committees  that  we  have  feared 
so  greatly  should  not  be  a problem.  They  will  intervene 
only  in  the  most  unusual  circumstances — when  no  family 
member  is  able  to  take  responsibility  and  when  serious 
disagreement  exists  among  the  parties.  If  the  family  is 
relegated  to  the  position  of  the  group  clustered  outside  in 
the  waiting  room,  then  I feel  that  the  courts  and  com- 
mittees we  have  heard  so  much  about  will  dominate  when 
care  and  compassion  ought  to  prevail.” 
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What  makes 
a good 

neighborhood? 

Clean  streets?  A new  playground?  Well-kept  lawns? 

That's  only  part  of  it. 

The  real  measure  of  a neighborhood  is  its  people  and  the  concern  and  interest 
that  we  show  for  one  another. 

Especially  for  those  who  may  be  less  fortunate  than  ourselves.  Like  people  who 
are  mentally  retarded. 

Retarded  people  may  be  limited  in  their  ability  to  learn  and  in  the  type  of  work 
they  can  do,  but  not  in  their  ability  to  be  friendly,  caring,  responsible  members  of 
the  community. 

People  who  are  mentally  retarded  can  make  good  neighbors.  And  having  good 


neighbors,  means  having  a good  neighborhood. 

I pt’s  sunnort  pfforts  in  our  nommi  mitv  and  npinhhorhondc;  to  nrnvidp 
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AMA  journal  airs  issue  of 
home  vs.  hospital  births 

So  you’re  going  to  have  a baby!  Where? 

At  home,  in  a birthing  center,  or  in  the  hospital? 

The  issue  of  home  versus  hospital  birth  is  becoming  in- 
creasingly important  as  consumers,  licensing  bodies,  the 
government,  and  other  health  professionals  become  more 
involved  in  controversies  surrounding  birth,  says  G.  David 
Adamson,  M.D.,  an  obstetrician  with  Stanford  University 
Medical  Center  in  California. 

Waiting  in  the  May  2 Journal  of  the  American  Medical 
Association,  Dr.  Adamson  points  out  that  advocates  of 
home  birth  cite  psychological  and  medical  benefits  in  their 
demand  for  a different  approach  to  birthing  procedures. 
While  opponents  emphasize  the  risks  of  home  birth  and 
point  to  improved  outcomes  through  medical  progress 
available  only  in  hospitals. 

True  facts  are  skimpy,  he  says,  and  do  not  conclusively 
support  either  opinion. 

Physicians  generally  have  been  antagonistic  to  home 
births,  preferring  the  life-saving  equipment  and  sur- 
roundings of  the  modern  hospital  to  enhance  safe  de- 
livery. 

But,  says  Dr.  Adamson,  some  individuals  are  going  to 
insist  on  home  birth  regardless  of  safety,  and  “it  is  essent  ial 
that  the  medical  profession  become  actively  involved  in  an 
objective  analysis  of  the  merits  and  deficiencies  of  home 
and  hospital  birth  settings.” 

Advocates  of  home  birth  believe  that  the  method  confers 
psychological  advantages  on  the  parents,  the  newborn  in- 
fant, and  its  brothers  and  sisters.  Some  favor  home  birth 
because  of  unpleasant  experiences  with  earlier  births  in  a 
hospital.  They  had  little  choice  in  birthing  methods  or 


Improper  salt  solution  mix 
can  cause  serious  harm 

Extreme  caution  is  urged  in  mixing  salt  solution  at  home 
for  nose  drops.  It’s  much  too  easy  to  get  too  much  salt  in 
the  water,  with  serious  health  results. 

In  the  April  25  Journal  of  the  American  Medical  Asso- 
ciation, two  Philadelphia  physicians  from  the  Medical 
College  of  Pennsylvania  and  Hospital  report  that  a 
month-old  girl  became  severely  ill  when  the  mother  mixed 
a salt  solution  for  nose  drops  that  was  some  12  times  the 
proper  strength. 

Salt  solutions  for  irrigating  a stuffy  nose  have  been  used 
for  many  years  and  are  considered  safe,  Drs.  L.  Scott  Ulin 
and  G.  L.  Bartlett  point  out.  The  normal  recommended 
preparation  is  to  add  one  fourth  of  a teaspoon  of  salt  to  an 


activities  during  labor;  could  not  have  family  present  or 
have  sufficient  access  to  their  baby  following  birth.  They 
believe  hospitals  and  physicians  are  authoritarian  and 
impersonal.  They  want  to  avoid  routine  hospital  proce- 
dures such  as  cesarean  delivery  for  breech  presentation  and 
episiotomy.  A major  deterrent  to  hospital  birth  is  the  high 
cost. 

The  primary  opposition  to  home  birth  is  by  physicians 
who  have  managed  complicated  pregnancies.  Numerous 
complications  can  be  foreseen  prior  to  birth  and  appro- 
priate management  planned.  But  there  also  are  unpre- 
dictable complications,  such  as  severe  hemorrhage,  that 
could  prove  fatal  outside  the  hospital.  The  risks  to  the 
fetus  are  even  greater  in  home  births,  they  says.  All  births 
are,  to  some  extent,  high  risk. 

Many  physicians  and  hospitals  are  providing  birth  en- 
vironments that  are  supportive  of  the  psychological  needs 
of  parents  and  infants,  yet  women  have  found  it  difficult 
to  obtain  medical  care  for  out-of-hospital  births.  One 
problem  is  inadequately  trained  midwives,  he  says. 

Only  some  1 percent  of  American  births  occur  at  home 
and  an  additional  unknown  percentage  in  birthing  centers. 
The  big  majority  of  infants  are  born  in  hospitals. 

Childbirth  is  not  an  illness,  yet  it  is  associated  with  in- 
creased risk  to  health,  Dr.  Adamson  points  out.  Therefore, 
despite  some  differences  of  opinion,  almost  all  physicians 
and  even  many  people  involved  in  home  birthing  believe 
that  women  having  home  births  face  real  risk  not  present 
in  a hospital. 

In  childbirth,  first  priority  is  a living  and  healthy  mother; 
second,  a live  and  healthy  baby;  and,  third,  a psychologi- 
cally rewarding  experience  for  the  parents  and  baby,  Dr. 
Adamson  says. 


eight-ounce  glass  of  water  and  stir.  This  will  yield  a con- 
centration of  approximately  0.5  percent  salt  solution. 

The  mother  misunderstood  how  to  mix  the  solution. 
She  added  one  tablespoon  of  salt  to  the  glass  of  water, 
producing  a 6 percent  solution. 

The  child  recovered  with  treatment  in  the  hospital. 

Since  the  first  reported  case,  a second  infant  was  brought 
to  the  hospital  with  acute  nasal  congestion  from  the  im- 
proper home  preparation  of  saline  solution,  Drs.  Ulin  and 
Bartlett  report. 

They  conclude: 

“Sodium  chloride  drops  may  be  a useful  adjunct  in  the 
treatment  of  nasal  congestion  and  are  in  widespread  use; 
however  it  is  important  for  practitioners  to  be  aware  of  this 
complication  from  the  preparation  and  use  of  saline  solu- 
tions for  nose  drops.” 
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FLUORINE:  AN  ESSENTIAL  ELEMENT  FOR  GOOD  DENTAL  HEALTH 


Durward  R.  Collier,  D.D.S.,  M.P.H. 
Director 

Division  of  Dental  Health  Services 
Tennessee  Department 

of  Public  Health 
Nashville,  Tennessee  37216 

Fluorine  and  the  Fluoridation  Process 

Fluorine'  is  regarded  as  an  essential 
trace  element.  Fluorides  are  com- 
pounds containing  the  element  fluor- 
ine. The  Food  and  Nutrition  Board  of 
the  National  Research  Council  stated 
in  1968  that  fluoride  is  a normal  con- 
stituent of  all  diets  and  is  an  essential 
nutrient  (1).  In  addition,  the  U S.  Food 
and  Drug  Administration  has  recogniz- 
ed fluorine  as  an  essential  mineral  in 
human  nutrition  (2).  In  its  various 
forms,  fluoride  is  found  in  practically 
all  soils,  plants  and  animals,  as  well  as 
in  human  blood,  bones  and  teeth.  It  is 
also  present  in  at  least  trace  amounts 
in  all  natural  water  supplies;  however, 
its  concentration  in  water  varies  widely. 
In  the  United  States,  natural  fluoride 
levels  range  from  many  parts  per  mil- 
lion in  some  afeas  of  the  southwest  to 
as  iittle  as  trace  amounts  in  the  north- 
east. 

Fluoridation  actually  is  the  redistri- 
bution of  a natural  trace  element  in  ac- 
cordance with  scientific  and  medical 
guidelines  The  presence  of  fluorides 
in  the  drinking  water  at  a level  of  about 
one  part  per  million  during  tooth  de- 
velopment and  continuously  after 
tooth  eruption  prevents  dental  caries 
particularly  on  the  smooth  surfaces  by 
up  to  65%  (3,  4,  5,  6,  7,  8,  9,  10,  11).  In 
areas  where  community  water  fluorida- 
tion can  not  be  achieved,  alternative 
fluoride  methods  are  available,  such  as 
school  fluoridation  (fluorides  added 
directly  to  the  water  system  of  the 
school),  topical  fluoride  treatments  ap- 
plied professionally  and  self-adminis- 
tered fluorides,  such  as  mouth  rinses 
and  tablets,  although  these  are  not  as 
effective  as  fluoridating  the  drinking 
water. 

Fluorides  provide  protection  to  the 
teeth  through  one  or  more  of  several 
mechanisms  (12)  Although  not  all  of 
the  anti-caries  mechanisms  of  fluorides 
are  fully  understood,  dental  authorities 
generally  agree  on  three  major  mech- 
anisms (4)  fluoride  ions  in  low  con- 
centrations can  increase  the  formation 
within  the  enamel  of  the  stable,  relative- 
ly insoluble  crystallized  mineral  hy- 
droxyapatite Hydroxyapatite  enables 
the  tooth  to  resist  dissolution  by  acids 
during  the  carious  process;  (2)  fluoride 
ions  in  high  concentrations  can  be  in- 
corporated into  the  mineral  structure 
of  the  tooth  enamel  either  during  tooth 
development  or  after  tooth  eruption, 
and  the  presence  of  free  fluorides  in 


tooth  enamel  tends  to ' inhibit  dental 
caries;  (3)  fluoride  also  appears  to  be 
concentrated  in  the  dental  plaque.  The 
fluoride  interferes  with  the  attachment 
of  plaque  to  the  teeth  Also,  it  appears 
that  fluoride  may  influence  the  type  of 
extracellular  polysaccharide  produced 
by  microorganisms,  their  ability  to  syn- 
thesize intracellular  polysaccharide 
and  their  capacity  to  form  acid  from 
sugars. 

The  Dental  and  Medical  Benefits  of 
Fluoridation 

Nearly  everyone  in  this  country  has 
suffered'f  rom  dental  caries  Much  of  the 
pain  and  experience  of  dental  decay 
can  be  prevented  through  fluoridation. 
No  other  public  health  measure  is  as 
effective  in  building  decay-resistant 
teeth.  It  is  available  to  all  without  re- 
gard to  education  or  socioeconomic 
background  (8).  Communities  can 
build  a heritage  of  better  dental  health 
through  fluoridation  at  a minimal  cost 
Depending  on  the  size  of  the  population 
served,  the  number  of  gallons  of  water 
pumped  and  other  factors,  fluoridation 
costs  betwen  $.10  and  $ 40  a year  per 
capita  It  has  been  estimated  that  there 
are  one  billion  untreated  carious  teeth 
in  the  United  States;  however,  by  fluori- 
dating a public  water  system,  nearly 
two  out  of  three  caries  can  be  prevented 
in  children  with  the  expectation  that 
they  will  have  far  fewer  extractions 
throughout  their  lifetime  and  fewer  will 
become  endentulous  by  age  65  By  the 
time  children  reach  their  teens,  almost 
six  times  as  many  in  fluoridated  com- 
munities are  completely  free  of  caries 
as  their  counterparts  in  fluoride-defici- 
ent areas  (8). 

A recent  report  (13)  from  the  Ameri- 
can Dental  Association  Bureau  of 
Economic  Research  and  Statistics 
pointed  out  that  the  percentage  of 
Americans  aged  30  years  and  older  who 
wear  one  or  two  complete  dentures  has 
dropped  from  35.2%  in  1960  to  24  7%  in 
1975,  and  one  of  the  preventive  proce- 
dures credited  to  the  decline  in  denture 
wearers  is  fluoridation.  In  the  State  of 
Tennessee,  the  dental  caries  rate  for 
permanent  teeth  among  the  school- 
age  population  has  dropped  from  an 
average  of  4 6 decayed,  missing  or  filled 
teeth  per  child  in  1955  to  2 02  decayed, 
missing  or  filled  teeth  in  1979  (5).  The 
number  of  unfilled,  carious  permanent 
teeth  per  child  among  the  school-age 
population  in  Tennessee  has  dropped 
from  3 6 in  1955  to  1 04  in  1979  (5)  In 
other  words,  the  unmet  need  has  been 
reduced  by  almost  75%.  The  greatest 
single  factor  in  bringing  about  these 
reductions  has  been  community  fluori- 
dation Purely  economic  considera- 
tions would  seem  to  make  fluoridation 
programs  a matter  of  primary  impor- 
tance. 


Americans  spend  more  than  eight  bil- 
lion dollars  in  dental  bills  during  the 
course  of  a year  and  that  does  not  in- 
clude the  rising  dental  cost  in  the  form 
of  higher  taxes  to  finance  dental  health 
programs  It  has  been  estimated  that  in- 
dustry loses  more  than  100  million  man 
hours  of  production  time  because  of 
dental  ills.  Research  has  shown  that 
fluoridation  can  cut  the  professional 
time  needed  for  children's  dental  care 
by  one  half  (14).  For  every  dollar  invest- 
ed in  fluoridation,  $50  in  savings  on 
dental  bills  can  be  expected  (9).  A re- 
cent report  (20)  from  the  U S.  General 
Accounting  Office  quotes  Public 
Health  Service  officials  as  estimating 
that  3.5  billion  dollars  can  be  saved  in 
the  cost  of  caries  treated  during  the  first 
16  years  of  life  for  each  future  genera- 
tion of  children  born  in  fluoridated 
communities. 

In  the  later  years  of  life,  a higher  rate 
intake  than  normally  found  of  fluoride 
appears  to  be  necessary  to  maintain 
normal  calcification  of  bone.  Some  ex- 
perimental studies  (15)  indicate  that  the 
principal  action  of  fluoride  on  bone  is 
a slowing  of  the  resorptive  phase  of  the 
remodeling  process  with  an  additional 
promotion  of  calcification.  There  are 
some  indications  that  suitable  amounts 
of  fluoride  may  be  helpful  in  preventing 
or  alleviating  osteoporosis  in  the  aging 
population. 

In  those  areas  where  community 
water  fluoridation  is  not  possible,  alter- 
native fluoridation  programs  are  school 
water  fluoridation  which  will  prevent 
approximately  40%  of  dental  carious 
teeth,  and  self-applied  fluoride  pro- 
grams such  as  fluoride  mouthrinse  and 
fluoride  tablet  programs  which  will  pre- 
vent 30  to  35%  of  the  dental  caries  in  a 
school-age  population  (6). 

One  of  the  big  efforts  today  in  a com- 
munity fluoridation  program  is  main- 
taining the  system  at  the  ..optimal  level 
after  community  fluoridation  has  been 
accomplished.  Continuous  surveil- 
lance is  needed  to  see  that  the  optimal 
level  is  kept  within  an  acceptable  range, 
otherwise,  the  benefits  are  reduced 
drastically. 

The  Safety  of  Fluoridation 

Over  the  past  34  years,  continuous 
studies  have  been  made  of  fluorides 
and  fluoridation  by  the  US  Public 
Health  Service,  State  and  Local  Health 
Departments  and  nongovernmental  re- 
search organizations  These  studies 
have  upheld  the  effectiveness  and  safe- 
ty of  fluoridation  In  the  late  1960’s,  the 
World  Health  Organization  (WHO) 
completed  the  monumental  task  of 
compiling  much  of  the  known  informa- 
tion about  fluoridation  The  objective 
was  to  provide  an  impartial  review  of 
the  scientific  literature  on  fluoridation. 
Their  report  "Fluorides  and  Human 
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Health"  came  out  in  1970  (16)  It  ad- 
dressed numerous  questions  raised 
about  the  possible  effects  of  fluoride 
in  different  organs  and  its  alleged  as- 
sociation to  various  diseases  The  con- 
clusions can  be  summarized  briefly 
The  study  found  no  reliable  evidence 
that  any  ill  effects  or  symptoms  resulted 
from  drinking  fluoridated  water  at  rec- 
ommended levels  Again  in  1975.  the 
World  Health  Organization  stated  that 
the  only  sign  of  physiological  and  path- 
ological change  in  life-long  usersof  op- 
timally fluoridated  water  supplies  is  that 
they  suffer  less  from  tooth  decay 

Additional  studies  by  the  National 
Cancer  Institute  in  1976  (17),  the  Unit- 
ed States  Center  for  Disease  Control  in 
1977  (18).  and  the  National  Heart  Lung 
and  Blood  Institute  in  1977  (19).  each 
found  no  evidence  linking  fluoride  and 
cancer  Independent  investigations  by 
seven  of  the  leading  medical  and  sci- 
entific organizations  in  the  English- 
speaking  world  have  unanimously  re- 
futed any  claims  linking  fluoridation 
to  increases  in  cancer  rates 

Fluoridation  may  well  be  the  most 
thoroughly  studied  community  health 
measure  of  recent  history  With  the  en- 
dorsement of  fluoridation  in  1949,  the 
American  Waterworks  Association  be- 
came one  of  the  first  organizations  to 
accept  a major  role  in  safeguarding  the 
nation's  dental  health  Since  that  time, 
practically  every  major  national  health 
organization  in  the  world  has  endorsed 
this  measure  including  the  U S Sur- 
geon General 

The  National  and  International  States 
of  Fluoridation 

As  of  December  31,  1975.  approxi- 
mately 105  million  Americans  (8).  or 
about  60%  of  those  on  public  water  sup- 
plies. consume  fluoridated  water  daily 
Some  10  million  of  these  are  on  natural- 
ly fluoridated  water  supplies  Some 
6,795  communities  have  adjusted  the 
fluoride  content  of  their  water  and  an- 
other 2,630  communities  receive  water 
naturally  fluoridated  at  optimal  orhigh- 
er  levels  Some  24  million  people  in  over 
100  cities  with  populations  of  50,000  or 
more  have  had  adjusted  fluoridation  for 
more  than  20  years  Approximately  70% 
of  all  cities  with  populations  of  100,000 
or  more  have  fluoridated  water  More 
than  22  states,  the  District  of  Columbia 
and  Puerto  Rico  provide  better  dental 
health  through  fluoridated  water  to  over 
one  half  of  their  population  Fluorida- 
tion is  no  longer  primarily  a North 
American  public+iealth  measure  It  now 
has  been  initiated  around  the  world 
with  the  results  following  the  pattern 
discovered  and  established  in  the  Unit- 
ed States  The  international  acceptance 
of  fluoridation  was  confirmed  in  July, 
1969,  with  its  approval  by  the  World 
Health  Organization  (20).  It  was  esti- 
mated that  over  110  million  people  in  32 
countries  other  than  the  U S.  were 
drinking  fluoridated  water. 


Fluoridation:  A Safe  and  Effective 
Public  Health  Measure 

Although  60%  of  all  Americans  on  a 
public  water  system  are  enjoying  the 
benefits  of  fluoridation,  approximately 
40%  do  not  One  of  the  principal  rea- 
sons for  this  is  because  of  the  fears 
raised  by  opponents  of  fluoridation 
The  real  goal  of  some  of  the  anti-fluor- 
idation  groups  has  been  tocreate  the  il- 
lusion of  a scientific  controversy  over 
fluoridation  The  simple  truth  is  there 
is  no  scientific  controversy  over  this 
measure  As  pointed  out,  fluoridation 
is  recognized  by  the  scientific  world  as 
a safe,  economical  and  beneficial  mea- 
sure to  control  dental  caries  The  con- 
troversy regarding  fluoridation  is  strict- 
ly a political  one  Water  fluoridation  is 
the  only  public  health  measure  that 
many  Americans  vote  on  directly  Un- 
fortunately. many  times  they  are  mis- 
informed or  not  informed  and  therefore 
deprive  themselves  of  the  benefits  of 
fluoridation  by  electing  not  to  have  their 
public  water  system  adjusted  to  the  op- 
timal level  with  this  essential  nutrient 
Summary 

Universal  water  fluoridation  will  have 
a positive  impact  on  the  oral  health  of 
the  nation  The  ultimate  goal  is  to 
have  every  individual's  teeth  last  a life- 
time Fluoridation  of  community  water 
supplies  provides  the  best  cost  contain- 
ment public  health  measure  known  for 
improving  the  dental  health  of  the  na- 
tion's citizens 
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AMA  physician  distribution  publication 
shows  437,486  doctors 

There  is  one  physician  for  every  535  persons  in  the 
United  States. 

Of  the  nation’s  375,811  active  physicians,  91.2  percent 
are  engaged  in  direct  patient  care,  bringing  the  ratio  of 
physicians,  excluding  those  who  are  employed  by  the  U.S. 
government,  to  187  physicians  per  100,000  persons. 

Washington,  D.C.,  ranks  first  among  cities  in  the  number 
of  physicians,  with  524  per  100,000  population.  South 
Dakota  ranks  last  among  the  states  with  106  physicians  per 
100,000  people. 

These  facts  are  contained  in  the  recently  released 
American  Medical  Association’s  16th  edition  of  Physician 
Distribution  and  Medical  Licensure  in  the  U.S.,  1978. 

The  388-page  volume,  prepared  by  the  AMA’s  Center 
for  Health  Services  Research  and  Development,  is  com- 
prised of  statistical  information  from  the  AMA  Physician 
Masterfile,  the  most  comprehensive  and  complete  source 
of  physician  data  in  the  U.S. 

The  volume  answers  such  diverse  types  of  questions  as 
how  many  of  the  total  medical  doctor  population  of  437,486 
practice  aerospace  medicine;  how  many  of  the  45,540 
women  physicians  are  engaged  in  surgical  specialities;  how 
many  doctors  practice  forensic  pathology;  and  how  many 
doctors  live  in  Montana. 

The  work  also  contains  data  covering  licenses  issued  to 
physicians  by  licensing  boards,  policies  of  state  boards  of 
medical  examiners  for  initial  licensure  for  graduates  of  U.S. 
medical  schools,  trends  in  the  distribution  of  physicians, 
concentration  of  specialities,  and  information  on  hospitals, 
population,  and  income. 

Information  covering  the  ratio  of  physicians,  excluding 
those  in  government  (federal),  in  the  U.S.  reveals  that  New 
England  has  the  highest  ratio  (238)  and  the  lowest  (134) 
is  in  the  South  Central  division  (Alabama,  Kentucky, 
Tennessee,  and  Mississippi). 

The  latest  U.S.  physician  ratio  to  population  of  187  per 
100,000  is  approximately  23  percent  more  than  the  1971 
figure  of  152  physicians  per  100,000  population. 

While  1978  figures  are  not  available  to  compare  the  U.S. 
ratio  to  European  countries,  information  supplied  by  the 
World  Health  Organization  shows  that  for  1975,  the  ratio 


Men  also  get  breast  cancer 

Men  occasionally  get  breast  cancer. 

And  their  response  to  treatment  is  about  the  same  as 
that  of  women. 

Some  90  men  with  breast  cancer  were  referred  to  the 
M.  D.  Anderson  Hospital  and  Tumor  Institute  in  Houston 
over  a period  of  30  years.  A study  of  the  records  of  18  of 
these  men  is  published  in  the  May  2 Journal  of  the  Amer- 
ican Medical  Association. 

The  18  were  men  with  advanced  breast  cancer  who  were 
treated  with  single  drugs,  rather  than  a combination  of 


in  France  is  1 physician  for  every  650  persons;  in  Italy  the 
ratio  is  1 physician  to  every  490  persons;  in  West  Germany, 
it  is  1 physician  for  every  500  persons,  in  Sweden  it  is  1 
physician  for  every  580  persons,  and  in  Great  Britain  it  is 
1 physician  for  every  760  persons. 

In  the  area  of  Physician  Manpower,  the  section  describes 
the  distribution  of  375,811  physicians  who  are  profes- 
sionally active  in  the  U.S.  and  possessions.  The  majority 
of  active  physicians,  342,714  or  91.2  percent,  are  classified 
in  “patient  care.”  Of  the  physicians  engaged  in  “patient 
care,”  54,893  are  in  general  practice  which  includes  family 
practice  96,940  are  in  medical  specialities,  98,567  are  in- 
volved in  surgical  specialities  and  another  92,314  in  “other 
specialities.” 

Of  the  45,540  women  physicians,  approximately  6,688 
more  than  in  1976,  1 1,979  are  engaged  in  medical  special- 
ities and  another  12,251  are  involved  in  “other  speciali- 
ties. 

Of  the  56,197  physicians  engaged  in  general  practice, 
21,611  are  engaged  full  time  in  family  practice  medicine. 

Included  in  the  “other  specialities”  category  are  584 
physicians  practicing,  aerospace  medicine,  another  234 
physicians  engaged  in  forensic  medicine  and  another  756 
practicing  general  preventive  medicine. 

The  volume  in  addition  includes  data  on  the  20,242 
physicians  who  work  for  the  federal  government.  Most  of 
the  number,  41.3  percent,  are  located  in  the  southern  region 
and  particularly  in  the  South  Atlantic  Census  Division.  A 
total  of  12.6  percent  of  the  federal  physician  population  is 
engaged  in  “administration,”  while  9.4  percent  is  involved 
in  “research.” 

The  book,  divided  into  two  sections,  devotes  a section 
to  Medical  Licensure  in  the  U.S.  Data  is  presented  on  li- 
censed physicians,  licensure  requirements,  and  policies  of 
licensure  boards.  According  to  information  supplied,  in 
1978, 41,457  licenses  were  issued  to  MDs  by  state  licensing 
boards. 

Statistical  information  on  physician  location,  specialty, 
and  professional  activity,  compiled  by  the  AMA  Center  for 
Health  Services  Research  and  Development,  comprise 
Physician  Distribution.  Cost  is  $15  each  for  1-10  copies; 
$14.50  each  for  11-49;  $14  each  for  50  copies  or  more;  and 
$21  on  foreign  orders.  To  order,  write  OP-071,  AMA  Order 
Department,  P.O.  Box  821,  Monroe,  Wis.,  53566. 


drugs  as  is  sometimes  used.  There  was  an  overall  response 
of  44  percent  who  showed  improvement.  This  is  about  the 
same  percentage  as  noted  in  women  with  advanced  breast 
cancer  treated  in  the  same  manner,  says  Dr.  Whee-Yong 
Yap. 

The  outlook  was  not  favorable  for  the  men  in  this  study. 
Median  survival  for  those  who  showed  some  response  to 
the  drug  treatment  was  23  months.  Median  survival  for 
those  who  failed  to  respond  was  14.5  months. 

What  the  study  found  is  that  advanced  male  breast 
cancer  has  the  same  order  of  responsiveness  to  drugs  as 
advanced  female  breast  cancer,  and  the  treatment  of  men 
should  parallel  that  used  for  women,  Dr.  Yap  concludes. 
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you 

tor 

money. 


Just  a few  words.  To  people  who 
need  us  but  don’t  know  we  exist. 

We’re  Recording  for  the  Blind. 
We’re  already  helping  more  than 
13,000  handicapped  students.  But 
there  are  a lot  more  out  there  who 
need  our  help. 

You  know  who  they  are.  In  your 
work  you  come  across  students 
who  are  blind,  dyslexic  or  physically 
unable  to  handle  books.  These  are 
the  students  we  help.  Since  they 
cannot  read  their  textbooks,  we 
do  it  for  them.  On  tape.  And  we  send 
the  tapes  to  the  students  free  of 
charge. 

All  we  want  you  to  do  is  tell 
eligible  students  about  us.  Have 
them  contact: Student  Services,  RFB, 
Inc.,  215  East  58th  Street,  N.Y,  N.Y 
10022,  (212)  751-0860.  We’ll  take  it 
from  there. 

It’s  such  a little  thing  to  ask. 

Recording  lor  the  Blind,  Inc. 

an  educational  lifeline. 


Recording  for  the  Blind  is  a non-profit  organization 
All  contributions  are  tax-deductible 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead.  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 


> (V 

Build  the  arc 

Association  for  Retarded  Citizens 


PHYSICIANS  WANTED 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come. flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10169,  or  call  collect 
(212)  599-0060. 


LOCUMS,  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER’s 
during  summer  months.  Must  be  N.Y.  State  licensed  and  have  D.E.A.  regis- 
tration. Send  c.v.  to:  James  F.  Stehli,  Executive  Secretary,  Physician  Service 
Associates.  33  Mitchell  Ave.,  Binghamton,  N.Y.  13903. 


PEDIATRICIAN,  BOARD  ELIGIBLE  OR  CERTIFIED,  (6-12  months  experience 
in  neonatology  or  pediatric  allergy  preferred)  to  join  board  certified  pediatricians. 
Partnership  after  one  year.  Nice,  progressive  college  town  in  Finger  Lakes  region, 
New  York  State.  Send  resume  to  Dept.  117,  c/o  NYSJM. 


PEDIATRICIAN  WANTED  to  join  a community  hospital-based  private  pediatric 
practice,  in  a scenic,  rural  area  noted  for  state  park,  camping  grounds,  and  ski 
lifts.  Either  salary  or  partnership  available.  Write  or  call  T.  F.  Chen,  M.D.,  408 
N.  Main  St.,  Warsaw,  N.Y.  14569.  (716)  786-8181. 


DIRECTOR,  CLINICAL  LABORATORIES:  This  is  a full-time  clinical  and  ac- 
ademic position  as  Director  of  Clinical  Laboratories  at  The  Brookdale  Hospital 
Medical  Center  of  Brooklyn,  New  York,  a major  affiliate  of  SUNY  Downstate 
Medical  Center.  Certification  by  the  American  Board  of  Pathology  in  Clinical 
Pathology  is  mandatory.  Must  be  licensed  to  practice  in  the  State  of  New  York. 
The  candidate  should  have  extensive  knowledge  of  all  phases  of  laboratory 
technology  including  blood  banking,  demonstrated  managerial  and  adminis- 
trative skills,  as  well  as  a background  in  research.  Teaching  will  be  required  at 
undergraduate  and  post-graduate  levels.  An  academic  rank  commensurate  with 
qualifications  and  experience  will  be  conferred  by  SUNY-DMC.  This  is  an  equal 
opportunity /affirmative  action  employer.  Qualified  applicants  should  submit 
a complete  curriculum  vitae  to:  Search  Committee — Director,  Clinical  Labs, 
Executive  Office,  The  Brookdale  Hospital  Medical  Center,  Linden  Blvd.  & 
Rockaway  Parkway,  Brooklyn,  N.Y.  11212. 


GENERAL  SURGEON:  Surgical  oncologist,  head  and  neck  surgeon:  38  yr.  old. 
Harvard,  Hopkins,  Einstein,  and  Memorial-Sloan  Kettering  trained,  board- 
certified  American  with  extensive  teaching  and  private  practice  experience  wishes 
to  relocate.  Dept.  131,  c/o  NYSJM. 
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PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH. 

DAVIS-OMEGA  ^2"  10036  i 2 


PHYSICIANS  WANTED— CONT’D 


EMERGENCY  MEDICINE— UPSTATE  NEW  YORK:  Physician  to  join  staff 
of  modern  emergency  room,  rotating  between  day  and  evening  shifts  on  a 40  hour 
per  week  basis.  Excellent  salary  and  employee  benefit  program  including  hos- 
pital paid  retirement  plan.  Modern  J.C.A.H  accredited  community  hospital 
located  in  upstate  New  York  midway  between  Albany  and  Utica  in  an  Adirondack 
vacation  area.  Send  vitae  in  complete  confidence  to  Director  of  Personnel 
Relations,  Nathan  Littauer  Hospital,  Gloversville,  N.Y,  12078. 


FAMILY  PHYSICIAN:  Take  over  recently  vacated  practice  and  clinic  building 
in  upstate  village  serving  11,000  population  area.  Continuing  Educational 
programs  available  in  Syracuse  50  miles  away.  Close  to  Lake  Ontario,  fishing 
and  sailing.  Recruiting  Committee,  Carol  Spinner,  Route  2,  Adams,  New  York 
13605.  (315)  232-2417. 


PUBLIC  HEALTH  PHYSICIANS:  New  York  City  Bureau  of  Venereal  Disease 
Control,  Department  of  Health,  seeking  New  York  State  licensed  physicians  for 
City-wide  part-time  or  full-time  employment.  Immediate  placement  in  Bronx 
and  Brooklyn  Sexually  Transmitted  Disease  Clinics;  future  consideration  in 
Central  Office,  Manhattan  and  Queens.  Equal  Opportunity  Employer  (m/f). 
Contact  Mr.  Block  (226-6470)  or  Ms.  Hall  (226-1450)  for  further  information  and 
interview  appointment. 


PHYSICIAN:  Colgate  University,  Hamilton,  New  York  seeks  physician  to  serve 
as  Director  of  Student  Health  Service.  Candidate  must  have  strong  interest  in 
sports  medicine  and  ability  to  deal  with  student  health  needs.  Colgate  has  a coed, 
liberal  arts  student  body  of  2,500  located  near  major  medical  centers.  Health 
Service  provides  outpatient  care  and  is  staffed  by  2 PAS  and  4 RNS.  Salary  and 
benefits  competitive.  Available  September  1,  1980.  Affirmative  Action/Equal 
Opportunity  Employer.  Apply:  Alan  S.  Glos,  Dean  of  Students  Office,  Colgate 
University,  Hamilton,  N.Y.  13346.  (315)  824-1000,  ext.  425. 


MEDICAL  DIRECTOR:  For  Non-Profit  Women’s  Health  Service  in  Minneapolis, 
Minnesota,  being  sought  to  direct  its  gynecology  and  abortion  services.  OB-GYN 
specialist  preferred.  Responsibilities  include  supervision  of  medical  personnel, 
general  gynecology  and  contraception;  experience  in  vacuum  aspiration  technique 
required.  Must  be  sensitive  to  women’s  health  issues.  Salary  negotiable  de- 
pending upon  qualifications  and  experience.  Medical  malpractice  provided. 
Contact  Renee  Ward  or  Robert  McCoy,  Midwest  Health  Center  for  Women,  825 
South  8th  Street,  Suite  1012,  Minneapolis,  Minnesota  55404  (612)  332-2311. 


GENERAL  SURGEON:  Immediate  vacancy  exists  for  general  surgeon.  Lucrative 
practice  may  be  assumed  from  retiring  surgeon  at  no  expense  to  successful  can- 
didate. Modern  hospital  and  comfortable  Upstate  New  York  community  provide 
many  benefits.  Please  write:  Sherwood  Dunham,  M.D.,  Oswego  Hospital,  Os- 
wego, N.Y.  13126,  or  call  collect  (315)  349-5526. 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  Northeast: 
Situations  range  from  low  volume,  rural  communities  to  the  bustling  atmosphere 
of  the  modern  trauma  center  in  metropolitan  settings.  Physicians  will  be  chosen 
for  clinical  and  directorship  positions.  Excellent  minimum  guarantee  with 
production  bonus  available.  Professional  liability  insurance  provided.  For 
details,  send  credentials  in  confidence  to  Mr.  James  Thomas,  230  Park  Ave.,  Suite 
303,  New  York,  N.Y.  10169,  or  call  collect  (212)  599-0060. 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa  , NY.  N J . Mich  and  Southeastern  U S including  all 
suburban,  rural,  and  metropolitan  areas  Fee-for-service  with  minimum 
guarantee  provided  Malpractice  paid  Practice  credits  towards  board 
certification  Physician  department  directors  also  desired  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste  400,  399  Market  St.,  Phila. . PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776 


PHYSICIANS  WANTED— CONT’D 


DIRECTOR  ANESTHESIOLOGY:  A NYC  Medical  School-affiliated  hospit 
seeks  Board  Certified  candidates  eligible  for  medical  school  faculty  appointmei 
Compensation  includes  excellent  fringe  benefits  package.  An  Equal  Opportuni 
Employer.  Send  c.v.  to:  Mr.  S.  Husney,  Personnel  Director,  Joint  Diseas 
North  General  Hospital  1919  Madison  Avenue,  New  York  City  10035. 


MEDICAL  DIRECTOR:  Medcom,  Inc.,  world  leader  in  medical  communicatio 
is  seeking  a medical  director  for  its  advertising  agency  subsidiary,  Healthma 
Communications,  Inc.  Located  in  New  York  City,  Healthmark  is  a leadi 
provider  of  advertising,  promotional  and  educational  services  for  the  health-cr 
industry.  Full-time  or  part-time  employment  will  be  considered.  Please  forwe 
CV  in  confidence  to  Robert  P.  Dempsey,  President,  Healthmark  Communii 
tions,  Inc.,  1633  Broadway,  New  York,  N.Y.  10019. 


EQUIPMENT 


FOR  SALE,  X-RAY  MACHINE,  300  ma,  150  kv,  with  automatic  tilt  tal 
Completely  reconditioned  and  in  perfect  working  order.  Call  days  (516)  4! 
7653. 


PRACTICES  WANTED 


INTERNIST  WISHES  TO  PURCHASE  General  or  Internal  Medicine  Pract 
in  Central  or  South  Nassau  County,  N.  Y.  Reply  to  Dept.  128,  c/o  NYSJM 


OPHTHALMOLOGIST  wishes  to  purchase  Ophthalmology  practice  in  the  N 
York  or  suburban  area.  Please  contact  Dept.  130,  c/o  NYSJM. 


PRACTICES  AVAILABLE 


CEDARHURST,  LONG  ISLAND:  Physiatrist  retiring.  Eleven  room  home/ofi 
(practice  and  equipment  available);  2 zone  central  air  and  gas  heat;  2-car,  attacl 
garage;  sprinklers  with  well;  walk  to  everything;  low  taxes,  4 acre  available.  (5 
569-3682. 


FAMILY  PRACTICE  FOR  SALE  IN  NORTHERN  N.Y.  STATE:  No  ot 
doctor  in  town.  Excellent  schools  and  colleges;  IV2  hrs.  from  Ottawa  and  M 
treal;  2V2  hrs.  from  Syracuse.  Above  average  income.  Sale  includes  of 
building  and  furnishings.  Very  reasonable  price.  Obstetrics  an  asset.  Ow 
leaving,  will  introduce.  Dept.  132,  c/o  NYSJM. 


FLORIDA  LOCATION:  Successful  internal  medicine  practice  for  sale.  Excel 
location,  North  Miami  Beach  area.  Fully  equipped.  Near  hospitals.  Rf 
to:  S.  Somerman,  1559  N.E.  164  Street,  Suite  112,  No.  Miami  Beach,  Flo 
33162,  or  call  (305)  949-4259. 


MISCELLANEOUS 


THE  MANAGEMENT  OF  EPILEPSY,  September  5,  1980,  presented  by  f 
rology  Department  of  Cornell  University-The  New  York  Hospital  and  The 
ilepsy  Institute.  Course  will  cover  the  international  classification  of  the 
lepsies;  diagnostic  work-up;  developments  in  anticonvulsant  metabolism;  p 
nosis;  phychological  aspects;  pregnancy;  treatment  of  status  epilepticus. 
proved  for  7 hours  Category  I credit.  Fee  $100.  Contact:  Ms.  Lewark,  Epil 
Institute,  225  Park  Avenue  South,  New  York,  N.Y.  10003  (212)  677-8550 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  S 
cessful  40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10 
(212) 730-0069  . 


LOANS:  SECURED  & UNSECURED  SIGNATURE  LOANS  $5,000-$100 
Your  equipment  purchased  at  premium  and  leasedback.  First  and  se' 
mortgages  hospitals  and  professional  centers.  A/C  receivables  and  equipi 
loans.  Call/write:  S.S.I.  Investors  Ltd.,  16  West  16th  St.,  New  York,  N.Y.  b 
Tel.  (212)  929-7344. 
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AL  ESTATE  FOR  SALE  OR  RENT 


k'TOKS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
|i  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell  or 
upraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
( Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  822-5571. 


kNHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.  N YC  LEXINGTON 
’rofessional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
ffice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist 
dad  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
lecessary.  Rent  by  the  hour  or  full  time  (212)  861  -9000 


SIGNATURE  LOANS 

$5,000  to  $50,000 

• No  collateral  required  • Interest  only  repayment  plan 
for  “new”  physicians  • Convenient,  all  details  arranged 
by  mail  • Completely  confidential. 

FINANCIAL  RESOURCES  COMPANY 
P.O.  Box  502,  Dept.  Y,  Richmond,  Va.  23204  (804)  741-2841 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


IGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice, 
lome-office.  Custombuilt,  award  winning  architect's  design.  Adjacent  to  two 
arge  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
aerable  refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
nd  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
027. 


MANHATTAN,  86TH  STREET,  near  Madison  Avenue.  Well  furnished,  dignified 
office.  Hours  to  be  arranged.  Suitable  specialist,  ENT  preferred.  Submit 
credentials,  requirments.  Dept.  133,  c/o  NYSJM. 


D WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician's  office  and  ranch 
iouse.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary's 
oom,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
4 8 rooms;  entrance  foyer,  large  one  living  room  with  stone  front,  wood  burning 
jreplace,  formal  dining  room,  large  eat-in-kitchen,  den,  4 large  bedrooms,  3 full 
»aths.  Full  panelled  basement  with  divided  areas;  live-in  quarters  includes  living 
oom,  2 bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms 
ilus  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
andscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
irivate  6-car  professional  parking  area.  Wheatley  School  District.  $210,000. 
’rincipals  only.  (516)  626-0220. 


E YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
his  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
ocated  near  all  transportation,  city  buildings.  Staten  Island  Ferry,  and  two  major 
tospitals.  For  further  information  contact  Paul  (212)  447-8001. 

ATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
sland's  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
acilities,  laboratory,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools, 
"ity  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
itolarvngologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist. 
For  further  information  contact  Paul  (212)  447-8001. 

5 ARE  BUYING  MEDICAL  BUILDINGS  for  conversion  to  co-operative  or 
•ondominium  ownership.  We  will  either  purchase  out-right,  or  joint  venture 
sponsorship.  If  you  are  interested  in  the  potential  of  this  exciting,  new  real  estate 
:oncept  contact  Gelco  Realty  Corp.,  595  Fifth  Ave.,  N.Y.,  N.Y.  10017.  (212) 
223-1130. 


USHING,  NEW  YORK:  DOCTOR’S  OFFICE  in  luxury  air  conditioned  comer 
milding.  Approximately  1200  sq.  ft.  Excellent  location  near  hospitals  and  all 
ransportation.  Medical  set  up  suitable  for  sharing.  142-15  Franklin  Avenue, 
orner  Union  Street,  Flushing,  N.  Y.  (212)  275-8550. 


lNTUCKET  ISLAND,  MASS.:  FOR  SALE.  Magnificent  restored  carriage 
)am  in  town,  close  to  water  on  spacious  grounds  of  private  preserve.  3 bedrooms, 
i baths,  workshop,  sun  deck,  completely  furnished  with  outstanding  antiques, 
designed  and  decorated  with  discriminating  taste  by  world  renowned  artist.  For 
>ale  at  a fraction  of  replacement  cost,  terms  include  10%  mortgage.  An  ex- 
:raordinary  investment  value,  which  you  and  your  family  can  enjoy.  Easily  ac- 
cessible with  direct  flights,  close  to  superb  boat  basin.  Owner  (212)  663-7361, 
617)  228-9866. 


'UTH  SHORE,  LONG  ISLAND:  Professional  office:  large  waiting  room, 
secretarial  area,  2 consultation  rooms.  3 examining  rooms,  2 lavatories,  small  lab., 
urnace  room,  unfinished  attic — adjoins  gracious  4 bedroom  home  plus  maids, 
19th  century  English  architect’s  design.  One  block  to  general  hospital,  10-15 
ninutes  to  4 major  Nassau  County  hospitals.  Established  pediatric  and  allergy 
iractice  until  illness.  Mr.  Bratt,  Attorney  (516)  561-7444. 

IARE  BUILDING  WITH  DENTIST:  Available  1000  sq.  ft.  of  Prof.  Office  space, 
ideal  location,  utilities  supplied.  New  Windsor  Medical  Arts  Building,  272 
Quassick  Ave.  RT.  94,  New  Windsor,  N.  Y.  12550.  Call  (914)  561-2330,  Dr. 
George  P.  Kryzaniwsky. 


)UGLASTON/LITTLE  NECK,  LONG  ISLAND:  Doctor’s  office,  corner 
Northern  Blvd.  New,  private  building,  ground  floor,  near  major  transportation, 
close  to  L.I.  Jewish,  North  Shore,  St.  Francis  and  other  hospitals.  Affluent  area. 
Reasonable,  flexible.  Contact  Mr.  Jensenn  days  (212)  421-1950,  eves  (516) 
759-0672. 


LONG  ISLAND,  N.Y.  INVESTMENT  PROPERTIES,  liquidating  estate  East 
Norwich:  valuable  property  next  to  shopping  center,  1 1 room  Colonial,  separate 
3-car  garage  with  4 room  apartment  over  5 box  stalls  on  major  artery,  priced  to 
sell  $295,000.  The  Hamptons:  17  tree  covered  acres,  center  of  beachers,  boating. 
Good  investment  $99,500.  ' Principles  only  call  (516)  922-0641. 


CONNECTICUT,  65  MILES  FROM  N.Y.C.  Sylvan  retreat  on  trout  stream;  3 
bedrooms,  2 baths,  garage.  Stone  terrace.  Privacy,  but  convenient  shopping 
and  recreational  facilities.  $96,000.  Call  after  July  18  (203)  929-3040. 


FOREST  HILLS,  N.Y.  PROFESSIONAL  OFFICE  SPACE,  with  operating  room, 
available  in  prestigious  building  on  Queens  Blvd.  near  all  transportation.  De- 
signer decorated,  air  conditioned,  walk-in  private  entrance.  For  information 
call  (212)  897-9100. 


ARE  YOU  A NATURAL  FOR 


AW 
WA 


MEMBERSHIP? 


YOU  ARE  if  you  are  a physician,  a nurse,  or  a pharmacist  who 
wants  to  submit  a readable  and  publishable  article  to  a pro- 
fessional journal. 

YOU  ARE  if  you  are  a professional  writer,  an  editor,  or  a 
graphics  designer  in  the  health  care  field  who  wants  to  be- 
come even  more  creatively  productive. 

YOU  ARE  if  you  are  a medical  communicator  who  wants  to 
know  and  use  the  best  contemporary  verbal/visual  techniques 
for  conveying  information. 

YOU  ARE  if  you  want  to  meet,  on  social  and  professional 
levels,  the  many  kinds  of  people  described  who  conduct  and 
participate  in  relevant,  stimulating  workshops  and  seminars  in 
all  parts  of  the  country. 

YOU  ARE  it  you  till  out,  clip,  and  mail  this  coupon  j. 


Executive  Secretary,  AMWA 
5272  River  Road,  Suite  290 
Bethesda,  Maryland  20016 

YES  t want  to  know  more  about  AMWA 
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NEW  YORK  UNIVERSITY 

POST-GRADUATE  MEDICAL  SCHOOL 

offers 

CONSULTATIONS  IN 
INTERNAL  MEDICINE 

Wednesdays,  4 to  7 P.M.  October  10  to  December  17,  1980 

Course  Directors:  Saul  J.  Farber,  M.D.,  Frederick  H.  King  Professor  of  Internal  Medicine  and 

Chairman, Department  of  Medicine;  Louis  Shenkman,  M.D.,  Associate  Professor  of  Medicine 

COURSE  DESCRIPTION 

317.  This  highly  successful  clinical  problem-solving  course  is  for  experienced  physicians  practicing  general  internal  medicine.  The  ob- 
jective is  to  analyze,  systematically,  a series  of  difficult  patient  management  problems  commonly  encountered  in  office  and  hospital 
practice.  Special  attention  is  given  to  diagnostic  and  therapeutic  dilemmas  presenting  in  the  ambulatory  setting. 

Ten  weekly  workshop  sessions  cover  topics  in  cardiology,  hypertension,  endocrinology  and  metabolism,  hematology,  pulmonary 
diseases,  rheumatology,  infectious  diseases  and  gastroenterology.  Patient  problems  are  based  on  actual  case  presentations  with  case 
protocols  given  to  registrants  for  home  study  in  advance  of  the  session.  Instructors  analyze  the  cases  giving  their  views  on  differential 
diagnosis  and  approaches  to  treatment  with  registrants  participating  in  the  discussion.  Sessions  are  informal  and  physicians  are  invited 
to  submit  problem  cases  from  their  practices  for  discussion.  A distinguished  faculty  of  clinicians  drawn  from  the  Department  of  Medi- 
cine participate  in  the  course. 

30  Category  I credit  hours : 30  A AFP  prescribed  credit  hours  (pending) 

Also  . . . 

CLINICAL  TUTORIAL  — 152.  Dermatology  For  The  Practicing  Physician 

Wednesdays,  1:30  to  3:30  P.M.  September  24  to  October  22,  1980 

David  L.  Ramsay,  M.D.,  Associate  Professor  of  Dermatology 
Specifically  designed  for  non-dermatologist  physicians,  especially  those  involved  in  primary  care  practice.  Major  emphasis  is  on 
unraveling  diagnostic  possibilities  in  a presenting  dermatological  complaint  and  providing  practical  guidelines  for  relieving  the  patient's 
symptoms  and  promoting  resolution  while  the  evaluation  is  proceeding.  Special  attention  is  given  to  the  most  commonly  encountered 
dermatological  problems  in  general  office  practice.  Teaching  includes  lectures,  case  presentations,  group  discussion  and  a forum  for 
presenting  specific  diagnostic  and  management  problems  from  the  registrant’s  practice. 

10  Category  1 credit  hours;  10  A AFP  prescribed  credit  hours  (pending) 


-CLINICAL  TUTORIAL  — 300.  Introduction  to  Non-Invasive  Cardiovascular  Diagnosis 

Wednesdays,  1 :30  to  3:30  P.M.  October  29  to  December  3,  1980 

(No  session  November  26) 

Dr.  Itzhak  Kronzon,  M.D.,  Associate  Professor  of  Clinical  Medicine 
This  course  Is  for  the  non-cardiologist  physician.  It  provides  clear  and  specific  guidelines  for  the  application  of  non-lnvasive  diagnostic 
procedures  in  ambulatory  and  hospital  practice  to  assist  the  physician  in  properly  ordering  and  sequencing  these  examinations,  in  inter- 
preting reports  from  consultants  and  in  better  understanding  the  clinical  literature.  Each  presentation  begins  with  a clear  description  of 
the  physical  principles  underlying  the  procedure.  This  is  followed  by  a review  of  indications,  contraindications  and  test  limitations. 
There  is  a comparison  of  information  from  non-invasive  with  invasive  (catheterization)  procedures  with  special  reference  to  the  value  of 
the  information  in  patient  management  as  well  as  risks,  costs  and  patient  suffering.  Case  studies  illustrate  how  non-invasive  procedures 
are  applied,  their  proper  sequence  In  the  diagnostic  work-up  and  in  their  interpretation.  The  instrumentation  for  each  procedure  is 
described  and  demonstrated  and  there  are  review  practice  sessions  for  interpreting  diagnostic  data.  Topics  include:  Basic  Concepts  of 
M-Mode  Echocardiography  including  Recognition  of  Valvular,  Congenital  and  Pericardial  Disease  and  Cardiomyophathies;  Ra- 
dionuclides including  the  Evaluation  of  Cardiac  Performance  and  the  Recognition  of  Ischemic  Disorders;  Holter  Monitoring;  Systolic 
Time  Intervals;  Phonocardiography,  Apexcardiography  and  Arterial  and  Venous  Tracings;  When  to  invade:  The  Limitations  of  Non- 
lnvasive  Cardiology:  Stress  Testing;  Dynamic  Imaging.  This  course  does  not  require  any  previous  familiarity  with  non-invasive  car- 
diology. 

10  Category  1 credit  hours;  10  AAFP  prescribed  credit  hours  (pending) 


FEES:  Course  317.  Consultations  in  Internal  Medicine:  $395.00 

Course  152.  Dermatology  for  the  Practicing  Physician:  $145.00 
Course  300.  Introduction  to  Non-lnvasive  Vascular  Diagnosis:  $145.00 


Preregistration  Form  Please  Type  or  Print 

Course  317  CONSULTATIONS  IN  INTERNAL  MEDICINE 

Course  152  DERMATOLOGY  FOR  THE  PRACTICING  PHYSICIAN 

Course  300  INTRODUCTION  TO  NON-INVASIVE  VASCULAR  DIAGNOSIS 

Name Telephone  ! ) 

Address . _ 

No  & Street  city  State  ZlpT 

Return  with  check  payable  lo  NYU  Po«l-  Graduate  Medical  School  Please  check  COUrse(s)  yOU  wish  to  enroll  in: 

Registration  Department,  NYU  Po»l -Graduate  Medkal  School  **117  driea  **100 

Room  4 20-0.  l.HB,  550  Flrat  Avenue,  New  York.  N Y 10016  r— i 

(2l2i 679-8745 124  hour  telephone  tervicei  Send  Course  Brochure  U NY  7/80 
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NEW  YORK  CITY 


Saint  Mary’s  Hospital  Division  of  the  Catholic 
Medical  Center  of  Brooklyn  and  Queens,  Inc. 

170  Buffalo  Avenue 
Brooklyn 

August  13,  8:00  a. m. -9:00  a.m.,  Wednesday 

ACQUIRED  VALVULAR  HEART  DISEASE— MITRAL 
VALVE  PROLAPSE 
Donald  Summers,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

August  28,  12  noon- 1:00  p.m.,  Thursday 

GOUT,  TREATMENT  OF  ACUTE  AND  CHRONIC  GOUT- 
MANAGEMENT  OF  COMPLICATIONS— HOW  TO  KEEP 
THE  PATIENT  SYMPTOM  FREE 
William  D’Angelo,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information,  contact  Saint  Mary’s  Hospital 
Division  of  the  Catholic  Medical  Center,  Department  of 
Medicine,  170  Buffalo  Avenue,  Brooklyn  1 1213.  Tel:  212/ 
774-3600  ext.  2044. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
‘Schwartz  Lecture  Hall 
40 1 East  30th  Street 
August  25-29 

RADIATION  PHYSICS  AND  BIOLOGY 
Donald  J.  Pizzarello,  Ph.D. 

FEE:  $370.  Preregistration  Required  CREDIT:  AMA 

Cat.  1 (35  hrs.) 

$277.  For  Alumni  and  former  residents  and  fellows  of 
New  York  University  School  of  Medicine 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Aveune,  New  York 
10016.  Tel:  212/679-8745. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

August  30-September  4 

INTERNAL  MEDICINE  BOARD  REVIEW  COURSE 
For  further  information  contact  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University,  1300  Morris  Park  Avenue, 
Bronx  10461.  Tel:  212/430-2822. 


SUFFOLK 


SUNY  at  Stony  Brook 

* Health  Sciences  Center 
Lecture  Hall  2,  Level  2 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION’’  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


August  27 

ORTHOPAEDIC  PROBLEMS  IN  CHILDREN 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

For  further  information  contact  Dr.  Tamarath  K.  Yolles, 
Assoc.  Dean  for  Continuing  Medical  Education,  516/246- 
2094/2135. 


ROCHESTER 


The  Rochester  Eye  Institute  and  the 
Department  of  Ophthalmology  at  Park  Ridge 
Hospital 

1555  Long  Pond  Road 
Rochester 

‘Rochester  Americana  Hotel 
August  15-16 

THE  CORRECTION  OF  SURGICAL  APHAKIA 
For  further  information  contact  Ms.  Katherine  Sgabelloni, 
R.N.,  Coordinator,  Ophthalmic  Services,  Park  Ridge  Hospital, 
1555  Long  Pond  Road,  Rochester  14626.  Tel:  716/225- 

7150  ext.  4054. 


FUTURE  EVENT 


New  York  University  School  of  Medicine  co- 
sponsored by  the  Post-Graduate  Medical 
School 

550  First  Avenue 
New  York 

September  3,  7:00-10:00  p.m.,  Wednesdays — 30  sessions 
COMPREHENSIVE  PSYCHIATRY:  BOARD  REVIEW 
CREDIT:  AMA  Cat.  1 (90  hrs.) 

For  further  information  and  application  contact  Benjamin 
Sadock,  M.D.,  Professor  of  Psychiatry,  NYU  School  of 
Medicine,  550  First  Avenue,  New  York  10016. 


North  Shore  University  Hospital  co-sponsored 
by  Cornell  University  Medical  College 

300  Community  Drive 
Manhasset 
October  3-4 

CLINICAL  DISORDERS  IN  PEDIATRIC  NUTRITION 

Drs.  David  A.  Cook,  Laurence  Finberg,  William  C.  Heird,  N. 

lyngkaran,  Emanuel  Lebenthal,  Leonardo  Mata,  Frank  A. 

Oski,  Jane  Pitt,  Milred  S.  Seelig 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

$100.  Physicians  in  training 

For  further  information  contact  Dr.  Fima  Lifshitz,  Department 
of  Pediatrics,  North  Shore  University  Hospital,  Manhasset 
11030.  Tel:  516/562-4635,562-4636. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 
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ANESTHESIOLOGIST 

ALBION,  N.Y.,  Orleans  County  needs  an  Anesthesiologist. 
Contact  Mary  Ellen  Seaman,  Executive  Secretary,  Arnold 
Gregory  Memorial  Hospital,  Albion  14411.  Tel:  716/589- 
4422. 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 


EMERGENCY  ROOM 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13201.  Tel:  315/252-3388. 
CANANDAIGUA,  N.Y.,  Ontario  County  needs  an  Emergency  Room 
Physician.  Contact  Anthony  Raguso,  Administrator,  F.  F. 
Thompson  Hospital,  350  Parrish  Street,  Canandaigua  14424. 
Tel:  716/394-1100. 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 


FAMILY  PHYSICIAN 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician,  Thoracic 
Surgeon  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida,  13421. 


SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

KINGSTON,  N.Y.,  Ulster  County  needs  a Thoracic  Surgeon,  Family 
Physician  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a General  and  Vascular 
Surgeon.  Contact  Walter  A.  Minaert,  M.D.,  228  Sherman  Street, 
Watertown,  13601.  Tel:  315/732-19990. 


INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

FOREST  HILLS,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Ezra  Sharon,  M.D.,  70-31  108th  Street,  Forest  Hills  1 1375.  Tel: 
212/793-6832  or  305/491-7434. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 


NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians'  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 
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KINGSTON,  N.Y.,  Ulster  County  needs  a Neurologist,  Family  Phy- 
sician and  Thoracic  Surgeon,  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Orthopedic  Surgeon,  part  time.  Contact 
F.  P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321 
West  44th  Street,  New  York  10036.  Tel:  212/JU  6-1550. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 


PEDIATRICS 

BROOKHAVEN,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  1 1967. 
Tel:  516/281-4070. 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician.  Contact  Richard 
F.  Endres,  M.D.,  Sodus  Health  Center,  Box  A,  Sodus,  14551. 
Tel:  315/483-9133. 


RADIOLOGIST 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On"  and  invite  your  suggestions  and  comments. 
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12  issues  (Published  the 
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Before  prescribing,  please 
consult  complete  product  in- 
formation, a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  associated 
with  anxiety  disorders,  transient  situational  distur- 
bances and  functional  or  organic  disorders  psychoneu- 
rotic  states  manifested  by  tension  anxiety,  apprehension 
fatigue,  depressive  symptoms  or  agitation  symptomatic  rehet 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal.  ad)unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology  spasticity  caused  by  upper 
motor  neuron  disorders  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam  Roche)  in  long-term  use  that  is 
more  than  4 months,  has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reassess  the  usefulness  of  the 
drug  for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug  Children  under  6 
months  of  age  Acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness  When  used  adiunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and  or  severity 
of  grand  mal  seizures  may  require  increased  dosage  of  standard  anticon- 
vulsant medication,  abrupt  withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and  or  severity  of  seizures  Advise  against  simul- 
taneous ingestion  of  alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been 
reported  following  abrupt  discontinuation  of  benzodiazepines  after  continu- 
ous use,  generally  at  higher  therapeutic  levels,  for  at  least  several  months. 
After  extended  therapy  gradually  taper  dosage.  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  stud- 
ies. Consider  possibility  of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  con 
sider  carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothi- 
azines  narcotics  barbiturates  MAO  inhibitors  and  other  antidepressants 
may  potentiate  its  action.  Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence  changes  in  salivation,  slurred  speech 
tremor,  vertigo,  urinary  retention,  blurred  vision  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage  sleep  disturbances,  stimulation  have  been  reported 
should  these  occur,  discontinue  drug  Isolated  reports  of  neutropenia 
jaundice,  periodic  blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults  Tension 
anxiety  and  psychoneurotic  states,  2 to  10  mg  b i d to  q.i  d alcoholism. 

10  mg  t i d or  q i d in  first  24  hours,  then  5 mg  1 1 d or  q i d as  needed 
adiunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d.  or  q i d , adjunctively 
in  convulsive  disorders,  2 to  10  mg  b i d to  q.i  d Geriatric  or  debilitated 
patients:  2 to  2'/2  mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children . 1 to  2’/2  mg  t.i.d  or  q.i  d initially, 
increasing  as  needed  and  tolerated  (not  for  use  under  6 months) 

Supplied:  \&lium?  Tablets,  2 mg,  5 mg  and  10  mg — bottles  of  100  and  500. 
Tel-E-Dose®  packages  of  100,  available  in  trays  of  4 reverse-numbered 
boxes  of  25.  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50, 
available  in  trays  of  10 


Only  Valium  (diazepam /Roche) 

15  indicated  in  anxiety 
and  tension  states 
and  as  an 
junct  in  the 

relief  gf  skeletal 
muscle  spasm 


General  guidelines 
for  the  prescribing 
and  appropriate  use  of 
minor  tranquilizers 

1 Individualize  dosage  for  maximal  beneficial  effect. 

• Prescribe  the  specific  guantity  needed  until  the  next 
checkup  period,  schedule  freguent,  periodic  reexam- 
inations to  monitor  results  of  therapy. 

• Establish  treatment  goals  and  gradually  discontinue 
medication  when  these  have  been  met. 

• Avoid  prescribing  for  individuals  who  appear 
dependency-prone  or  whose  histories  indicate  the 
potential  for  misuse  of  psychoactive  substances, 
including  alcohol. 

• Caution  patients  against  engaging  in  hazardous 
occupations  reguiring  complete  mental  alertness  such 
as  operating  machinery  or  driving. 

• Advise  patients  against  the  ingestion  of  alcoholic 
beverages  while  undergoing  therapy  with  minor 
tranquilizers. 

• Counsel  patients  to  follow  label  directions,  keep 
medication  out  of  children's  reach,  and  dispose  of 
unused  or  old  medication. 

• Caution  patients  against  giving  medication  to  others. 

• Avoid  abrupt  cessation  of  extended  therapy  by 
tapering  dosage  before  discontinuing  medication. 


Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Only  Valium*  (diazepam/Roche) 

has  these  two  distinct  effects 

mind  s muscle 


Plntianxiety 


c?-mg,  5-mg,  O-mg 
• scored  tablets 


diazeparr i/Rocho 

Indicated  in  anxiety  and  tension 
states  and  as  an  adjunct  in  the  ^ ' 
relief  of  skeletal  muscle  spasm 


Please  see  summary  of 
product  information  x 
on  preceding  page  < ROCHE 
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Civil  War  operation.  Amputa- 
tion of  leg  at  a field  hospital, 
Gettysburg,  Pennsylvania,  July 
3,1863.  The  patient  probably 
General  Daniel  A.  Sickels  of 
New  York.  (Courtesy  Edward 
G.  Miner  Library,  University  of 
Rochester  School  of  Medicine 
and  Dentistry).  See  page 
1449. 
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the  original  (allopurmol) 

100  and  300  mg 
Scored  Tablets 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary 
Consull  Ihe  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor'  (cefaclor  Lilly) 
is  indicated  in  the  treatment  ot  the  following 
infections  when  caused  by  susceptible  strains  ot 
the  designated  microorganisms 
Lower  respiratory  infections  including 
pneumonia  caused  by  Streptococcus 
pneumoniae  (Diptococcus  pneumoniae) 
Haemophilus  mtluenzae  andS  pyogenes 
(group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  ot 
the  causative  organism  to  Cedor 
Contraindication:  Ceclor  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin 
group  of  antibiotics 

Warnings:  in  penicillin-sensitive  patients 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE 
ADMINISTERED  CAUTIOUSLY  THERE  IS  CLINICAL 
AND  LABORATORY  EVIOENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN 
WHICH  PATIENTS  HAVE  HAO  REACTIONS  TO  BOTH 
DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be 
administered  cautiously  to  any  patient  who  has 
demonstrated  some  form  of  allergy  particularly  to 
drugs 

Precautions:  It  an  allergic  reaction  to  cetaclor 
occurs,  the  drug  should  be  discontinued,  and.  if 
necessary,  the  patient  should  be  treated  with 
appropriate  agents,  e g pressor  amines 
antihistamines  or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  ot  the  patient  is  essential  If 
superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin 
antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side 
or  in  Coombs  testing  of  newborns  whose  mothers 
have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in 
the  presence  ot  markedly  impaired  renal  function 
Under  such  a condition,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually 
recommended 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction 
studies  in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this 
drug  for  use  in  human  pregnancy  has  not  been 
established  The  benefits  of  the  drug  in  pregnant 
women  should  be  weighed  against  a possible  risk 
to  the  fetus 

Usage  in  Infancy — Safety  of  this  product  for  use 
in  infants  less  than  one  month  of  age  has  not  been 
established 


Cefaclor 


Pulvules®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.* 1 2 3 4 5 6 7 8 


Adverse  Reactions:  In  clinical  studies  in  1493 
patients,  adverse  effects  considered  related  to 
cefaclor  therapy  were  uncommon  and  are  listed 
below 

Gastrointestinal  symptoms  occurred  in  about  2.5 
percent  of  patients  and  included  diarrhea  (1  in  70) 
and  nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  were  reported  in  about 
1 5 percent  ot  patients  and  included  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and 
positive  Coombs  tests  each  occurred  in  less  than  1 
in  200  patients 

Other  effects  considered  related  to  therapy 
included  eosinophilia  (1  in  50  patients)  and  genital 
pruritus  or  vaginitis  (less  than  1 in  1 00  patients) 
Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  tests  results 
have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepatic — Slight  elevations  in  SCOT.  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in 
leukocyte  count,  predominantly  lymphocytosis 
occurring  in  infants  and  young  children  (1  in  40) 
Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal 
urinalysis  (less  than  1 in  200)  [070379R] 


' Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either 
S.  pneumoniae  or  H influenzae  * 

Note  Ceclor"  (cefaclor)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-allergic 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the 
treatment  and  prevention  of  streptococcal 
infections,  including  the  prophylaxis  of  rheumatic 
fever  See  prescribing  information. 
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Letters  to  the  Editor 


Physiologic  myopia 

To  the  Editor:  In  the  May,  1979,  issue  of  Ophthalmology, 
there  are  articles  in  “Symposium  on  Physiologic  Myopia” 
by  several  authors.  The  articles  are  interesting,  but  the 
subject  of  “Physiologic  Myopia”  is  in  need  of  clarification. 
It  is  apparent  that  some  significant,  scientific  research 
relative  to  myopia  has  been  overlooked.  That  phase  will 
be  discussed,  for  it  does  help  to  clarify  myopia,  of  all 
types. 

Investigators  have  concluded  that  myopia  is  due  to  a 
systemic  mesenchymal  hypoplasia  manifested  among  other 
signs  by  a lack  of  generalized  muscle  tone  and  increased 
mobility  of  the  joints,  at  times  permitting  “double-joint - 
edness.”  Muscle  tone  of  the  body  may  be  gauged  by  the 
muscles  of  the  face.  With  therapy,  frequently  there  is 
increased  tone  to  the  facial  muscles. 

Brian  J.  Curtin,  M.D.,  states  “Physiologic  myopia  occurs 
as  the  result  of  a correlation  failure  of  refraction  compo- 
nents in  the  normal  eye.”  This  spells  an  error  in  refraction, 
or,  if  you  wish,  less  succinctly,  “a  correlation  failure  of  re- 
fraction components  in  the  normal  eye.”  According  to 
Dorland’s  medical  dictionary,  physiologic  means  normal. 
And,  myopia  is  defined  as  an  error  of  refraction.  No  error 
in  function  in  any  organ  is  physiologic.  It  is  pathological 
and,  therefore,  diseased,  technically  speaking. 

Furthermore,  my  research  in  myopia  over  the  past  40 
years,  with  many  talks  before  ophthalmologists — first  re- 
port on  “Myopia — Etiology,  Pathology  and  Treatment,” 
was  delivered  before  the  Tenth  Annual  Meeting  of  The 
Association  For  Research  In  Ophthalmology  in  St.  Louis, 
then  published  in  The  American  Journal  of  Ophthal- 
mology, December,  1939,  and  in  other  journals — surely 
corroborates  the  fact  that  there  is  no  physiologic 
myopia. 

Myopia  has  been  found  to  be  an  error  of  refraction  based 
on  the  metabolic  imbalance,  vitamin  D-calcium  complex. 
To  date,  to  my  knowledge,  this  is  the  only  well-founded 
scientific  etiology.  As  for  heredity,  it  is  fair  to  assume  that 
foods  and  metabolic  processes  of  myopic  parents  may  be 
continued  with  the  children,  still  answering  the  scientific 


etiology.  In  a number  of  these  children,  myopia  has  been 
treated  successfully  by  diet  with  a reduction  in  the 
nearsightedness.  Various  degrees  of  myopia  have  re- 
sponded well  to  administration  of  vitamin  I)  (no  toxicity 
in  thousands  of  patients)  and  calcium,  with  reduction  of 
shortsightedness. 

Measurements  of  plaster  of  paris  casts  of  anterior  seg- 
ments of  myopic  eyes  and  measurements  of  fixed  points 
in  the  fundus  have  corroborated  the  fact  that  myopic  eyes 
may  shrink  with  this  treatment  along  with  a reduction  in 
myopia.  Explaining  this  phenomenon  well  may  be  the 
findings  of  research  on  experimental  animals  done  at  Co- 
lumbia University  College  of  Physicians  and  Surgeons. 
Clinically,  the  animals  on  vitamin  D-deficient,  low  calcium 
diets  manifested  clinical  myopia.  On  histologic  exami- 
nation of  the  fibrous  tunic  of  enucleated  eyes,  Algernon 
Reese.  M.D.,  checked  the  changes.  Basically,  there  was 
an  edematous  infiltration  of  the  cornea  and  sclera  which 
worsened  in  the  more  nutritionally  deficient  animals.  This 
weakened  tunic  yields  to  the  intraocular  pressure,  giving 
rise  to  the  usually  larger  and  more  beautiful  myopic  eye. 

Earlier  publications  give  details  of  this  research,  but  may 
I cite  two  revealing  cases?  A male  teenager  of  myopic 
parents,  with  a —1.50  diopter  error  of  refraction  was  cured 
of  his  myopia:  piano  with  20/20  vision.  Another  patient, 
an  adult  female  w'ith  progressive  myopia  of  —42.  diopters 
was  happily  changed  to  29  diopters,  both  cases  by  admin- 
istration of  supplements  of  vitamin  D and  calcium.  In 
these,  as  well  as  in  the  many  other  patients,  the  refractions 
were  performed  under  10  drops  of  1 percent  atropine.  To 
my  knowledge,  there  has  been  no  such  scientific  equal. 

While  it  is  true  that  many  myopes  respond  well  to  vita- 
min D and  calcium,  there  are  those  who  do  not,  which  fact 
suggests  that  there  may  be  another  or  other  etiological 
agents.  In  the  meantime,  however,  vitamin  D and  calcium 
deserve  administration  for  myopia. 

ARTHUR  ALEXANDER  KNAPP.  M.D. 

The  Volney 
23  East  74th  Street 
New  York,  N.  Y.  10021 
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Abstracts  in  Interlingua 


Fulop,  M.:  Acidosis  metabolic  in  patientes  con  alkalemia, 
New  York  State  J.  Med.  80:  1365  (Augusto)  1980. 

Quando  co-existe  un  alkalosis  respiratori  o metabolic  con 
le  acidosis  metabolic,  le  pH  del  sanguine  depende  del 
morbo  predominante.  Le  analyse  de  tal  combination  de 
morbos  es  complicate  debite  a un  falta  de  augmento  del 
serum  anionic  lo  que  generalmente  significa  le  existentia 
de  un  acidosis  metabolic  que  pote  esser  le  resultato  de  un 
alkalemia,  specialmente  si  es  accompaniate  de  hyperpro- 
teinemia.  In  reportos  recente  ha  essite  emphatisate  que 
le  alkalemia  pote  augmentar  le  falta  anionic.  De  omne 
maniera,  un  augmento  del  falta  anionic  in  patientes  con 
alkalemia  pote  esser  debite  a un  acidosis  metabolic  co- 
existente  plus  ben  que  a un  pH  sanguine  elevate.  Isto  es 
illustrate  per  le  trovatos  in  12  patientes  con  alkalemia  de- 
bite a un  alkalosis  respiratori  e/o  metabolic  e que  etiam  ha 
un  acidosis  keto  e/o  lactic. 

Haddad,  H.  M.:  Exophthalmo  endocrine;  tractamento 
conservative,  New  York  State  J.  Med.  80: 1369  (Augusto) 
1980. 

Le  intendimento  del  pathogenese  del  exophthalmo  en- 
docrine, specialmente  relationate  con  le  dysfunction  thy- 
roide-pituitari  e le  cambios  biochimic  del  orbita,  es  im- 
portante  pro  le  tractamento  rational  del  morbo.  Le  trac- 
tamento actual  del  exophthalmo  endocrine  debe  concen- 
trar  se  in  le  protection  e salvamento  del  oculo,  le  melio- 
ramento  del  edema  e la  chemosis,  le  modo  de  reducer  le 
hemostasis,  le  prevention  del  exposition  corneal  e evitar 
le  operation  tanto  como  sia  possibile. 

Smith,  F.  B.:  Proteinosis  alveolari;  responsa  atypic  del 
pulmon  a un  injuria,  New  York  State  J.  Med.  80:  1372 
(Augusto)  1980. 

Le  proteinosis  alveolari  pare  esser  un  responsa  atypic  del 
pulmon  a differente  typos  de  agentes  vulnerante  plus  ben 
que  a un  sol  pathologic  entitate.  Le  criterio  diagnostic 
implica  la  morphologia  del  material  cellulari  accumulate 
in  le  alveolos  normal;  non  es  necessari  un  biopsia  excisional 
del  texito  pulmonari.  Le  superinfection  es  le  complication 
plus  commun  de  iste  stato.  Le  prognosis  pare  esser 
considerabilemente  plus  grave  in  le  pueros  affectate  que 
in  le  adultos.  Le  proteinosis  alveolari  clinic  ha  un  associ- 
ation significative  tanto  con  le  exposition  ambiente/occu- 
pational  como  con  le  morbos  lymphohematogenose.  Le 
analyse  del  composition  del  material  intra-alveolari  e le 
studios  marcate  del  casos  clinic  e del  modellos  experimental 
del  lesiones  indica  que  ni  le  simple  superproduction  de 
secretiones  alveolari  ni  le  permeabilitate  augmentate  del 
capillares  alveolari  pote  explicar  iste  morbo.  Le  accu- 
mulation, le  dysfunction  e le  desintegration  del  surfac- 
tantes  pulmonari  conducente  al  stasis  alveolari  pare  esser 
involvite  in  le  production  del  proteinosis.  Iste  morbo  es 
un  del  pane  formas  de  lesion  diffuse  e chronic  del  pulmon 
in  le  qual  le  macrophagos  alveolari  pare  esser  le  respon- 
dente  prime  a un  injuria  pulmonari  plus  que  le  typo  I de 
cellulas  alveolari  o del  cellulas  endothelial  del  capillares 
o del  cellulas  interstitial. 


Ayromlooi,  J.,  Hillis,  T.,  e Lipsitz,  P.  J.:  Relation  del 
concentration  de  lecithina  in  le  fluido  aminotic  con  le  fre- 
quentia  del  syndrome  de  difficultate  respiratori;  deter- 
mination del  test  del  stabilitate  del  spuma  e del  concen- 
tration del  phosphatidyl-glycerol,  phosphatidyl-inositol 
e creatinina  in  le  fluido  amniotic  como  indices  additional 
del  maturitate  pulmonari  fetal,  New  York  State  J.  Med. 
80:  1381  (Augusto)  1980. 

Esseva  obtenite  112  monstras  de  fluido  amniotic  (FA) 
durante  le  trimestre  tercio  del  pregnantia  pro  determinar 
le  concentration  de  lecithina  (CL)  e/o  le  test  del  stabilitate 
del  spuma  (TSS).  In  78  monstras  le  determination  sim- 
ultanee  del  CL  e del  TSS  eseva  facite.  In  altere  monstras 
esseva  facite  determinationes  additional  del  phosphati- 
dyl-glycerol (PG),  del  phosphatidyl-inositol  (per  deter- 
minar su  presentia  o ausentia)  (PI)  e le  concentration  del 
creatinina  (CC).  Le  CL  monstrava  un  augmento  linear 
desde  le  33  al  40  septimanas  del  pregnantia  de  1.0  mg/ml 
cata  8.4  dies  (r  = 0.923).  In  presentia  positive  o intermedie 
del  TSS  in  le  FA  le  neonatos  non  disveloppava  le  syndrome 
de  difficultate  (“distress”)  respiratori  (SDR).  De  32 
monstras  con  TSS  negative,  4 neonatos  (12.5  pro  cento) 
disveloppava  le  SRD  ben  que  le  CL  esseva  plus  que  3.5 
mg/ml.  In  3 de  4 neonatos  con  SDR,  le  CC  in  le  FA  esseva 
2 mg/ml.  In  2 de  3 neonatos  con  SDR  le  PG  e le  PI  esseva 
presente.  Iste  studio  suggere  que:  (a)  in  presentia  o du- 
dose  presentia  de  TSS  in  le  FA  de  neonatos,  le  SDR  non 
disveloppa,  (b)  le  SDR  in  le  neonatos  pote  occurrer  si  le  CL 
es  superior  a 3.5  mg/ml;  si  le  PG  es  presente  o si  le  CC  es 
inferior  es  superior  a 3.5  mg/ml;  si  le  PG  es  presento  o si  le 
CC  es  inferior  a 2 mg/ml,  e (c)  le  combination  siguente  de 
tests  in  le  FA  es  recommendate  pro  securar  que  le  neonato 
non  disveloppara  le  SDR:  CL  que  debe  esser  superior  a 
5 mg/ml,  presentia  del  TSS  o del  PG,  ausentia  del  PI 
(preferibilemente)  e un  CC  equal  o superior  a 2 mg/ml. 

Bertrand,  C.  A.,  Benda,  R.  L.  Dutta,  D.,  Meehan,  W.  F., 
Moses,  J.  B.,  e D’Angelo,  R.  J.:  Interpretation  compu- 
tarisate  del  electrocardiograma  usante  imitates  portabile 
al  latere  del  lecto  del  patientes,  New  York  State  J.  Med. 
80:  1385  (Augusto)  1980. 

Al  latere  del  lecto  del  patientes  esseva  facite  electro- 
cardiogramas  (EKG)  usante  un  unitate  protabile  IBM  5880 
e le  carretta  analytic.  Le  electrocardiographo  de  3 canales, 
con  un  microprocessor  que  registra  e interpreta  le  trasatos 
in  80  secundos  esseva  conectate  con  apparato  de  Bonner 
de  12  derivationes.  Le  EKGs  esseva  facite  a 500  patientes; 
iste  pote  conducer  a 821  trasatos  diagnostic.  Le  resultatos 
esseva  revistite  independentemente  per  6 cardiologistas. 
Le  computator  proportionava  un  separation  confiabile 
inter  le  trasatos  abnormal  e normal,  e esseva  accurate  in 
1 94  de  1 96  interpretationes.  ( Isto  de  99  pro  cento  de  res- 
ultatos confiabile.)  Del  EKGs  interpretate  per  le  com- 
putator como  abnormal,  in  90  pro  cento  del  casos  le  resul- 
tato esseva  correcte.  In  altere  15  patientes,  le  resultatos 
esseva  donate  per  le  cardiologistas. 

Kirdani,  R.  Y.,  Forshell,  Y.  P.,  Karr,  J.  P.,  Murphy,  G. 
P.,  e Sandberg,  A.  A.:  Cancer  prostatic;  concentration 
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plasmatic  de  phosphate  de  estramustina  e su  metabolitos, 
New  York  State  J.  Med.  80:  1390  (Augusto)  1980. 

Le  phosphate  de  estramustina  (Estracyt),  le  estramus- 
tina (Estro ).  le  estramustina  (Estro),  le  17-beta  estradiol 
(E>)  e le  estrona  (Ej ) esseva  determinate  in  12  plasmas 
provenente  de  patientes  tractate  oralmente  con  600  mg/m  ' 
de  phosphate  de  estramustina  administrate  in  doses  frac- 
tionate. Le  Estro  esseva  presente  in  le  plus  elevate  con- 
centration (promedio  362  ng/ml),  seguite  per  le  es- 
tramustina phosphate  (promedio  82  ng/ml).  A iste  seguiva 
le  Est ro  (promedio  36  ng/ml).  Le  concentration  medie  del 
Ei  esseva  162  ng/ml  e le  del  E_>  esseva  17  ng/ml.  Esseva 
trovate  que  Estro  e le  Ej  habeva  le  concentration  plus  el- 
evate. de  signification  statistic,  in  le  plasma  de  patientes 
que  habeva  un  regression  partial  del  cancer  del  prostata 
que  in  le  plasmas  de  patientes  cujo  morbo  prostatic  esseva 
progressive.  De  iste  maniera,  ben  que  le  passage  principal 
del  Estramustina  phosphate)  conduce  a le  formation  del 
metabolitos  17-keto  pare  que  le  capacitate  del  patientes 
pro  generar  cantitates  plus  elevate  del  metabolitos  17-beta 
hydroxy  es  indicative  de  que  le  Estro  pote  esser  correla- 
tionate  con  le  curso  del  morbo  infra  le  effecto  del  trac- 
tamento. 

Scheinberg,  L.,  Holland,  N,  Larocca,  N.,  Laitin,  P., 
Bennett,  A.,  e Hall,  H.:  Sclerosis  multiple;  como  pote  se 
supervivir  economicmente,  New  York  State  J.  Med.  80: 
1395  ( August  o)  1980. 

In  90  pro  cento  del  casos,  le  sclerosis  multiple  (SM)  at- 
tacca  al  patientes  durante  le  annos  de  empleo  plus  pro- 
ductive— inter  15  e 50  annos  de  etate.  De  un  trequentia 
de  60  casos  per  100.000  personas,  existe  approximative- 
mente  10.000  casos  in  le  Stato  de  Nove  York.  Ben  que  le 
grande  magnitude  e significato  social  del  SM,  le  informa- 
tion supra  el  impacto  del  morbo  in  le  sphera  del  em- 
pleamento  es  limitate.  In  addition,  le  medicos  non  refiere 
regularmente  le  patientes  con  SM  al  agentias  de  rehabili- 
tation vocational.  In  October  de  1979  le  “Multiple  Scle- 
rosis Comprehensive  Care  Center"  del  Albert  Einstein 
College  of  Medicine  analysava  257  patients  con  SM  pro 
evalutar  su  stato  vocational  e necessitates.  Le  resultato 
del  studio  revelava  un  extense  falta  de  empleo  e un  bon 
desiro  pro  usar  su  habilitate  pro  travaliar.  Le  profes- 
sionals sanitari  es  crucial  pro  reducer  le  falta  de  empleo 
in  le  patientes  con  SM  mediante  referentias  al  agentias  de 
rehabilitation  vocational.  Un  optimismo  realistic  e sup- 
porto  pote  esser  un  factor  decisive  pro  le  successo  de  omne 
effortios  pro  le  rehabilitation  del  patientes  con  SM. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Editorial 


A national  plan  for  continuing  medical  education 


Evaluation  of  the  effectiveness  of  continuing 
medical  education  courses  and/or  programs  is  cur- 
rently a prime  topic  of  discussion  and  debate  in 
professional  circles.  The  suggestions  that  research 
should  be  carried  out  to  prove  one  point  of  view  or 
another  is  commendable  and  deserves  support. 
However,  one  wonders  if  they  may  be  the  result  of  an 
overreaction  to  “inside”  pressures  in  response  to  a 
public  clamor  for  physicians  to  show  evidence  that 
they  regularly  update  their  knowledge.  Advances 
in  diagnostic  and  therapeutic  technology  and 
newly-discovered  solutions  to  old  problems  have 
occurred  so  fast  that  our  patients  feel  that,  they  have 
a right  to  question  the  currentness  of  our  knowledge, 
and  to  demand  objective  evidence  of  regular  partic- 
ipation in  relevant  educational  exercises.  Self- 
proclamation and  self-assessment  aren’t  enough  to 
satisfy  this  perception.  The  media  and  special  leg- 
islation are  being  used  to  present  the  public’s  point 
of  view. 

Evaluating  the  effect  of  a specific  course  on  clinical 
performance  is  difficult  and  primarily  subjective. 
One  may  question  the  time  and  effort  being  ex- 
pended because:  (1)  It  is  difficult,  costly,  and  im- 
practical to  repeatedly  monitor  the  work  of  the 
thousands  of  physicians  who  use  their  professional 
knowledge  and  perform  new  techniques  in  private 
offices  and  a variety  of  hospital  facilities.  Although 
the  latter  is  usually  open  to  inspection  the  logistics 
involved  make  our  objective  difficult  to  accomplish. 
(2)  Outcome  studies  to  be  significant  must  also  in- 
volve large  numbers  of  patients  under  the  care  of 
each  physician.  (3)  Process  evaluations  in  small 
institutions  can  be  done  fairly  well  but  are  much 
more  difficult  in  large  hospitals  and  also  must  involve 
statistically  significant  numbers.  (4)  Patient  satis- 
faction, opinions  of  other  professionals,  and  even  peer 
reviews  are  very  subjective.  The  reviewer  in  each 
case  must  also  be  evaluated  as  well  as  the  methods 
employed.  (5)  The  most  critical  evaluator  of  an 
educational  exercise  is  the  physician  participant. 
Learning  a new  fact;  mastering  new  techniques  or 
clarifying  an  old  principle  makes  any  session 
worthwhile  because  unknown  facts  can’t  be  applied 
in  practice.  Cognitive  knowledge,  therefore,  is  most 
important  and  those  that  belittle  testing  for  such 
knowledge  do  so  without  sufficient  reason.  Of 
course,  the  knowledge  of  a mass  of  facts  doesn’t  en- 
sure clinical  acumen  but  a practitioner  can’t  have 
clinical  skill  without  mastering  basic  information. 


We  should,  therefore,  plan  regularly  scheduled,  high 
quality  courses  held  in  convenient  locations  for  rea- 
sonable fees. 

Experience  over  several  years  with  a major  speci- 
ality society  uncovered  the  fact  that  attendance  at 
sessions  programmed  as  “Updates,”  “Advances  in,” 
and  “State  of  the  Art”  was  always  excellent,  while 
other  important  but  limited  subjects  attracted  very 
few. 

The  educational  programs  being  proposed  should 
include  at  least  the  four  major  medical  disciplines  to 
which  one  may  add  topics  from  allied  specialties  and 
subspecialties.  Flexibility  must  be  encouraged  and 
each  series  may  be  molded  to  meet  specific  needs  in 
each  region  of  the  country.  For  example,  the  number 
of  courses  to  be  presented  in  each  state  and  the  lo- 
cation should  be  determined  by  accredited  associa- 
tions or  intrastate  institutions  and  organizations. 
There  should  be  at  least  three  co-sponsors  for  each 
course.  A typical  combination  would  be  a county 
society,  one  or  more  medical  schools,  and  a specialty 
society.  Each  would  appoint  representatives  to  a 
scientific  program  committee  with  the  responsibility 
of  developing  four  one-day  conferences  in  medicine, 
surgery,  pediatrics,  and  obstetrics  and  gynecology. 
A day  devoted  to  each  could  be  scheduled  consecu- 
tively or  every  three  months  and  repeated  annually. 
The  initial  offering  in  order  to  “catch  up”  may  need 
to  cover  the  medical  advances  over  the  last  three  or 
four  years  in  each  field.  The  succeeding  annual 
sessions  could  then  devote  most  of  the  program  to 
one  year’s  progress. 

Advances  made  in  allied  specialties  and  sub- 
specialties would  be  included  in  the  session  to  which 
it  is  most  closely  related;  thus  ophthamology  would 
be  given  on  the  surgical  day;  neurology  with  medi- 
cine, congenital  diseases  with  pediatrics,  and  so  forth. 
In  selecting  the  sites  for  these  recurring  courses  the 
convenience  of  the  practicing  physician  should  be  the 
prime  determining  factor.  Efficient  budgeting  and 
public  accountability  would  ensure  reasonable 
fees. 

If  these  annually  scheduled  continuing  medical 
education  courses  are  established,  a practitioner 
could  select  those  which  meets  his  individual  needs 
and,  if  interested,  he  could  attend  more  than  one  or 
all  of  the  courses.  The  motivating  factors  would  be 
the  self-determination  of  need  and  self-satisfac- 
tion. 

It  would  be  helpful  if  attendance  at  one  or  more  of 
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these  yearly  “updates”  he  declared  acceptable  by  all 
agencies  for  satisfying  the  requirement  of  continuing 
medical  education  credits  for  hospital  privileges, 
membership  in  state  or  specialty  societies,  or  for 
reregistration  of  licenses. 

The  sessions  traditionally  presented  by  specialty 
societies  and  the  AMA  need  not  he  changed.  They 
would  supplement  the  above  and  could  he  tailored 
to  fit  the  type  of  audience  the  organizations  wish  to 
attract.  Learned  societies’  programs  could  continue 
as  they  do  now  and  their  attendees  granted  appro- 
priate Category  I credit. 

In  summary,  the  medical  profession  in  this  country 
should  consider  establishing  regularly  scheduled, 


conveniently  located,  and  reasonably  priced  series 
of  continuing  medical  education  courses  of  the  type 
outlined  above. 

Regular  attendance  by  the  practicing  physician 
might  not  only  result  in  an  improvement  in  the  de- 
livery of  medical  care  to  the  sick,  but  may  also  revive 
interest  in  teaching  and  stimulate  clinical  research. 
Adopting  this  plan  should  satisfy  the  public’s  de- 
mand for  objective  evidence  that  physicians  are 
continually  updating  their  knowledge.  Implemen- 
tation and  a follow-up  period  of  observation  for  at 
least  five  years  would  be  necessary  to  demonstrate 
the  value  of  this  proposal. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 
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Metabolic  Acidosis 
with  Alkalemia 

MILFORD  FULOP,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Medicine,  Albert  Einstein  College  of 
Medicine  and  Bronx  Municipal  Hospital  Center 


While  studying  biochemical  abnormalities  in 

various  acid-base  disorders,  we  found  12  patients  who 
had  metabolic  acidosis  despite  having  blood  pH 
greater  than  7.45.  These  patients  had  respiratory 
or  metabolic  alkalosis,  and  also  metabolic  acidosis  as 
judged  by  elevated  plasma  concentrations  of  3-hy- 
droxybutyrate  and/or  lactate. 

Recent  articles  by  Adrogue,  Brensilver,  and  Ma- 
dias,1 and  Madias,  Ayus,  and  Adrogue2  reemphasized 
earlier  studies  showing  that  the  serum  anion  gap  may 
be  elevated  owing  to  alkalemia.3  The  serum  anion 
gap  is  normally  about  12  mEq.  per  liter  plus  or  minus 
2,  1 SD  (standard  deviation)  when  calculated  as 
[(Na+  — (Cl-  + HC03-)],4  or  16  mEq.  per  liter  if 
calculated  as  [(Na+  + K+)  - (Cl-  + HCO3-)].  In 
either  case,  the  usual  net  anionic  equivalence  of 
plasma  proteins,  mainly  serum  albumin,  is  approxi- 
mately 16  to  18  mEq.  per  liter.3  That  value  is  not  the 
same  as  the  normal  anion  gap  because  calculation  of 
the  latter  omits  such  serum  cations  as  calcium  ion 
(Ca++)  and  magnesium  ion  (Mg++),  and  anions  such 
as  phosphate  and  sulphate.  The  following  over- 
simplified equation,  in  which  R represents  the  amino 
acids  in  a protein  such  as  albumin,  shows  how  al- 
kalemia can  increase  the  anion  gap. 

+NH,  - R - COO-— H+  ^ NH2  - R - COO- 

Removing  hydrogen  ion  (H  + ),  or  adding  hydrox- 
yl ion  (OH-),  increases  the  anionic  contribution  of 
the  proteins  to  serum  and  hence  the  anion  gap. 

Although  alkalemia  can  increase  the  anion  gap,  the 
following  data  are  a reminder  that  even  in  patients 
with  high  blood  pHs,  elevated  anion  gaps  may  be  due 
to  metabolic  acidosis,  the  alkalemia  being  a conse- 
quence of  coexisting  metabolic  and/or  respiratory 
alkalosis. 

Patients  and  methods 

Our  12  patients  were  hospitalized  at  the  Bronx 


When  respiratory  or  metabolic  alkalosis  coexists  with 
metabolic  acidosis,  the  pH  of  the  blood  depends  on 
which  disorder  predominates.  Analyzing  such  mixed 
disorders  is  complicated  because  an  increased  serum 
anion  gap,  which  usually  signifies  the  presence  of 
metabolic  acidosis,  can  be  due  to  alkalemia,  espe- 
cially if  accompanied  by  hyperproteinemia.  Recent 
reports  have  emphasized  that  alkalemia  can  increase 
the  anion  gap.  Nevertheless,  an  increased  anion  gap 
in  patients  with  alkalemia  may  be  due  to  coexisting 
metabolic  acidosis  rather  than  the  high  blood  pH. 
This  is  illustrated  by  the  findings  in  12  patients  with 
alkalemia  due  to  respiratory  and/or  metabolic  al- 
kalosis, who  also  had  keto-  and/or  lactic  acidosis. 


Municipal  Hospital  Center  during  a two-year  period. 
All  had  blood  specimens  obtained  concurrently  for 
measurements  of  blood  pH,  which  was  above  7.45  in 
all;  serum  urea  N (nitrogen);  glucose;  electrolyte 
concentrations;  3-hydroxybutyrate;  and  lactate.  The 
plasma  specimens  for  the  latter  two  metabolites  were 
frozen  for  later  analysis.  Using  enzymatic  methods, 
the  mean  plasma  lactate  in  normal  subjects  was  1.2 
mEq.  per  liter  plus  or  minus  0.2,  1 SD,  and  3-hy- 
droxybutyrate was  0.3  mEq.  per  liter  plus  or  minus 
0.1. 5 Plasma  HCO3-  (bicarbonate  ion)  concentra- 
tions were  calculated  from  the  arterial  blood  pH  and 
PCOo  (carbon  dioxide  pressure)  using  the  Hender- 
son-Hasselbalch  equation. 

Some  of  the  data  in  6 of  these  12  patients  were  in- 
cluded in  series  previously  published  for  other  pur- 
poses.6,7 Mean  values  are  reported  plus  or  minus  1 
SD  unless  indicated  otherwise. 

Results 

All  the  patients  had  alkalemia  and  also  metabolic 
acidosis  with  increased  plasma  concentrations  of 
lactate  and/or  3-hydroxybutyrate  (Table  I).  Plasma 
[lactate  + 3-hydroxybutyrate]  was  between  5.4  and 
22.9  mEq.  per  liter,  mean  9.6  mEq.  per  liter  plus  or 
minus  5.2.  Four  of  the  12  patients  had  plasma  lac- 
tate greater  than  4 mEq.  per  liter,  with  3-hydroxy- 
butyrate less  than  1 mEq.  per  liter  in  Cases  2,  8,  9, 
and  10.  One  patient,  Case  7,  had  a normal  plasma 
lactate  and  elevated  3-hydroxybutyrate  level,  and  the 
other  7 patients  had  elevated  plasma  lactate  and 
3-hydroxybutyrate  levels. 

Four  of  the  12  patients  had  predominant  metabolic 
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TABLE  I.  Findings  in  12  patients  with  metabolic  acidosis  and  alkalemia 


Patient 

Num- 

ber 

pH 

Blood , 

PC02 
(mm.  Hg) 

HCO3 

Serum  (mEq.  per  liter) , 

Anion 

- Cl-  * Na+  + K+  **  Gapt+ 

, — Plasma  (mEq.-, 
per  liter) 

3-OH- 
Laetate  B*** 

Residual 
Anion 
Gapm 
(mEq.  per 
(liter) 

Diagnosis  and  Comments 

1 

7.61 

21 

20.4 

96 

139 

4.6 

27.2 

2.3 

6.6 

18.3 

Alcoholic  ketosis;  delirium 
tremens;  fever 

2 

7.49 

23 

16.8 

106 

133 

4.1 

14.3 

5.9 

0.5 

7.9 

Decompensated  alcoholic 
cirrhosis;  cellulitis;  serum 
albumin  0.9  Gm.  per  liter 

3 

7.59 

37 

33.9 

37 

125 

2.4 

55.5 

3.7 

13.0 

38.8 

Alcoholic  ketosis;  severe 

vomiting;  fever;  serum  urea  N 
81  mg.  per  deciliter 

4 

7.52 

30 

23.4 

90 

135 

3.2 

24.8 

2.7 

4.5 

17.6 

Chlorthalidone  treatment; 
hyperosmolar  coma 

5 

7.49 

23 

17.2 

99 

133 

3.1 

19.9 

2.4 

6.6 

10.9 

Alcoholic  ketosis;  delirium 
tremens;  fever 

6 

7.58 

32 

28.7 

97 

140 

4.1 

18.4 

2.7 

3.3 

12.4 

Alcohol  abuser  and  diabetic  with 
acute  gastritis 

7 

7.51 

27 

21.0 

98 

139 

3.9 

23.9 

1.7 

6.6 

15.6 

Alcoholic  ketosis;  fever;  upper 
gastrointestinal  bleed 

8 

7.53 

18 

14.2 

91 

134 

2.7 

31.5 

22.6 

0.3 

8.6 

Decompensated  alcoholic  liver 
disease;  cachexia;  upper 
gastrointestinal  bleed;  serum 
albumin  2.1  Gm.  per  liter 

9 

7.55 

19 

16.2 

89 

120 

3.0 

17.8 

10.6 

0.3 

6.9 

Alcohol  abuser;  Escherichia  coli 
bacteremia;  delirium  tremens; 
serum  albumin  2.3  Gm.  per 
liter 

10 

7.61 

54 

52.2 

73 

148 

2.6 

25.4 

4.8 

0.6 

20.0 

Decompensated  alcoholic  liver 
disease;  severe  vomiting 

11 

7.63 

30 

30.6 

74 

127 

2.1 

24.5 

2.4 

5.7 

16.4 

Decompensated  alcoholic  liver 
disease;  severe  vomiting 

12 

7.46 

31 

21.3 

98 

142 

3.9 

31.5 

4.0 

1.5 

26.0 

Hypertension;  hyperosmolar 
hyperglycemic  coma;  serum 
urea  N 62  mg.  per  deciliter 

* Chlorine  ion. 

+ Sodium  ion. 

**  Potassium  ion. 

Calculated  as  [(Na+  + K+)  - (CD  + HC03-)]. 

***  3-Hydroxybutyrate. 

m Calculated  as  [anion  gap  (previously  defined)  — (lactate  + 3-hydroxybutyrate)]. 


alkalosis,  with  plasma  HCCH-  greater  than  24  mEq. 
per  liter  and  blood  pH  greater  than  7.45.  Two  of 
those  four  also  had  PCO2  less  than  35  mm.  Hg,  indi- 
cating coexisting  respiratory  alkalosis  with  hypo- 
capnia and  alkalemia.  When  the  pH  and  arterial 
carbon  dioxide  pressure  (PaCO-i)  values  were  plotted 
on  the  original  acid-base  confidence  band  diagram 
of  Flenley8  shown  in  Figure  1,  the  inferences  were 
similar.  Eight  patients  had  values  within,  or  very 
close  to,  the  acute  respiratory  alkalosis  band;  three 
had  values  between  the  respiratory  and  metabolic 
alkalosis  hands;  and  one  had  values  within  the  met- 
abolic alkalosis  confidence  hand.  No  patient  had 
values  near  the  metabolic  acidosis  band,  much  less 
within  it.  The  graphic  results  were  nearly  the  same 
when  the  data  were  plotted  on  either  the  revised  di- 
agram of  Flenley9  or  that  of  Goldberg  et,  al.I()  Thus, 
if  we  relied  only  on  such  confidence  bands,  we  would 
not  have  inferred  t hat  these  patients  had  a metabolic 
acidosis,  but  rather  just  one  or  both  types  of  alka- 
losis. 

The  plasma  lactate  and  3 hydroxy  butyrate  values 


FIGURE  1 . Arterial  blood  pH  and  C02  tension  in  1 2 patients 
with  alkalemia  and  metabolic  acidosis  plotted  on  Flenley’s 
acid-base  confidence  band  diagram.8 
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were  not  available  “on-line.”  What,  then,  were  the 
early  clues  that  these  patients  had  metabolic  acidosis 
despite  their  alkalemia?  The  normal  value  for  the 
anion  gap  calculated  as  serum  [(Na+  + K + ) — (CI~ 
+ HCO:r)l  is  16  mEq.  per  liter  plus  or  minus  4,  2 SI). 
One  clue  to  the  coexistence  of  metabolic  acidosis  was 
that  anion  gaps  were  above  20  mEq.  per  liter  in  eight 
patients.  However,  one  patient,  Case  2,  had  an  anion 
gap  below  16  mEq.  per  liter,  and  three  others,  Cases 
5, 6,  and  9,  had  gaps  between  16  and  20  mEq.  per  liter 
and  so  would  ordinarily  not  have  been  suspected  of 
having  a metabolic  acidosis.  Two  of  the  latter  three 
had  ketonemia,  and  the  other  important  clue  to  the 
possible  presence  of  metabolic  acidosis  was  a history 
of  severe  alcohol  abuse.  That  raised  the  suspicion 
of  alcoholic  ketosis  or,  in  acutely  intoxicated  patients, 
lactic  acidosis,  although  no  examples  of  alcohol- 
associated  lactic  acidosis  were  found  in  this  survey 
of  alkalemic  patients. 

We  did  not  measure  plasma  acetoacetate  because 
it  is  unstable  in  undeproteinized  specimens.  Ace- 
toacetate concentrations  are  believed  to  he  low  in 
alcoholic  ketosis  anyway,11  so  that  aside,  if  plasma 
[lactate  + 3-hydroxybutvrate]  is  subtracted  from  the 
anion  gap,  we  can  calculate  a “residual  anion  gap,” 
that  is,  the  part  unaccounted  for  by  the  measured 
organic  anions.  Two  patients,  Cases  3 and  12,  had 
residual  anion  gaps  greater  than  20  mEq.  per  liter. 
Both  had  nitrogen  retention,  with  serum  urea  N 
values  of  81  and  62  mg.  per  deciliter  respectively,  and 
so  other  retained  anionic  metabolites  may  have 
contributed  to  their  high  gaps.  Contrariwise,  four 
patients,  Cases  2,  5,  8,  and  9,  had  residual  anion  gaps 
less  than  12  mEq.  per  liter.  Three  of  those  patients, 
Cases  2,  8,  and  9,  had  hypoalbuminemia  associated 
with  liver  disease,  and  hypoalbuminemia  lowers  the 
anion  gap.4-12 

Ten  of  the  12  patients  were  alcohol  abusers,  and 
of  the  8 with  ketosis,  that  is,  with  plasma  3-hy- 
droxybutyrate concentrations  greater  than  1 mEq. 
per  liter,  5 were  early  recognized  as  having  alcoholic 
ketosis.  Respiratory  alkalosis,  when  present,  was 
usually  associated  with  fever  and/or  delirium  tre- 
mens. Metabolic  alkalosis,  when  present,  was  usu- 
ally associated  with  severe  recurrent  vomiting,  which 
was  very  common  in  the  alcoholic  ketosis  pa- 
tients.6 

Comment 

Recent  studies  in  dogs  and  human  beings  have 
reminded  us  that  both  alkalemia  and  hyperpro- 
teinemia  can  increase  the  anionic  contribution  of 
serum  proteins.1,2  The  in  vivo  magnitude  of  those 
effects  in  human  beings  is  uncertain,  but  some  in- 
formation is  available  from  in  vitro  studies  done  by 
Van  Slyke  and  his  collaborators3  on  human  serum. 
They  calculated  that  serum  protein  anion  equiva- 
lence = 0.104  X grams  protein  X (blood  pH  — 5.08). 
That  equation  indicates  that  the  effects  could  be 
significant,  but  not  large,  in  relevant  clinical  disor- 


ders. For  example,  with  a total  serum  protein  con- 
centration of  7.5  Gm.  per  deciliter,  an  increase  of 
blood  pH  from  7.40  to  7.65  would  increase  the  anion 
gap  by  only  1.9  mEq.  per  liter,  and  a 20  percent  in- 
crease of  protein  concentration  by  3.6  mEq.  per  liter. 
According  to  that  formula,  those  two  severe  abnor- 
malities together  would  increase  the  gap  by  only  6 
mEq.  per  liter. 

Thus,  the  effect  of  alkalemia  to  increase  the  anion 
gap  is  modest.  Since  the  appearance  of  the  article 
bv  Madias,  Ayus,  and  Ad  rogue,2  some  physicians 
have  been  inclined  to  impute  increased  anion  gaps 
in  alkalemic  patients  to  the  high  blood  pH.  Our  data 
indicate,  however,  that  some  alkalemic  patients  with 
high  anion  gaps  in  fact  have  the  more  common  cause 
of  the  latter  abnormality,  namely  metabolic  acidosis. 
Indeed,  the  frequency  of  “masked  metabolic  acido- 
sis,” metabolic  acidosis  overshadowed  by  alkalosis, 
is  doubtless  underestimated  by  this  series.  The 
criteria  for  inclusion  were  relatively  stringent,  and 
some  patients  with  blood  pHs  between  7.40  and  7.45 
may  also  have  had  metabolic  acidosis  coexisting  with 
alkalosis.  Also,  many  patients  hospitalized  here 
during  the  period  surveyed  did  not  have  all  the  bio- 
chemical measurements  needed  to  define  this  mixed 
disturbance;  some  didn’t  have  specimens  obtained 
concurrently;  and  many  with  clinically  milder  ill- 
nesses did  not  have  blood  pH  measured.  Therefore, 
this  series  does  not  accurately  reflect  the  frequency 
of  metabolic  acidosis  in  the  presence  of  alkalemia,  nor 
its  causes.  That  most  of  our  patients  were  alcohol 
abusers  may  just  have  reflected  our  particular  in- 
terest in  alcoholic  ketosis. 

Reference  to  commonly  used  acid-base  confidence 
band  diagrams,  as  shown  in  Figure  1,  will  usually  not 
suggest  the  possibility  of  metabolic  acidosis  in  al- 
kalemic patients  simply  because  their  pH  values  are 
not  near  the  acidosis  band.  Clues  to  the  existence 
of  such  mixed  acid-base  disorders  generally  came 
from  clinical  suspicions,  from  finding  ketonuria  or 
ketonemia  in  alcohol  abusers,  or  finding  an  increased 
serum  anion  gap. 

One  question  that  may  arise  is  whether  or  not  our 
patients  who  only  had  high  plasma  lactate,  without 
elevated  plasma  3-hydroxybutyrate,  had  metabolic 
acidosis.  Eichenholz  et  al.13  and  Zborowska-Sluis 
and  Dossetor14  suggested  that  hyperventilation  may 
elevate  plasma  lactate.  However,  Arbus  et  al.15  and 
Eldridge  and  Salzer16  found  that  even  severe  short- 
term hyperventilation  elevated  plasma  lactate  only 
slightly  in  human  beings.  Eldridge  and  Salzer16 
concluded  that  the  lactate  elevations  found  by  others 
in  mechanically  hyperventilated  dogs,13,14  were  due 
mainly  to  imminent  or  existing  circulatory  insuffi- 
ciency and  hypoperfusion  secondary  to  the  positive 
pressure  ventilation  used,  and  not  to  either  hyper- 
ventilation or  to  respiratory  alkalosis.  With  respect 
to  metabolic  alkalosis,  administration  of  either  so- 
dium bicarbonate  (NaHCO^)  solutions,17  19  or 
ethacrynic  acid,1  in  various  species  including  human 
beings,18  caused  only  minor  increases  in  plasma  lac- 
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tate  compared  to  those  found  in  our  patients. 

Alkalemia  can  elevate  the  anion  gap  by  increasing 
the  anionic  equivalence  of  serum  proteins,  particu- 
larly albumin.  Dehydration,  which  is  common  in 
patients  with  severe  alkaloses,  may  increase  the  gap 
even  more  if  serum  protein  concentration  rises. 
Nevertheless,  not  all  elevated  anion  gaps  in  alkalemic 
patients  are  explained  by  elevated  blood  pH  or  serum 
protein  concentration.  Some  such  patients  have 
coexisting  metabolic  acidosis.  In  our  experience,  this 
mixed  acid-base  disturbance  should  be  suspected 
particularly  in  alcohol  abusers,  patients  with  ketosis, 
and  those  with  hypotension  or  other  clinical  signs  of 
hypoperfusion,  even  if  their  blood  pH  is  elevated. 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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The  primary  objective  in  the  management  of  en- 
docrine exophthalmos  is  the  protection  of  the  eye  and 
its  function.  Endocrine  exophthalmos  is  a complex 
of  manifestations  resultant  from  hormonal  imbalance 
in  the  pituitary  thyroid  axis.  The  main  disturbance 
appears  as  a result  of  a thyroid  disorder,  most  com- 
monly thyrotoxicosis,  but  the  exact  nature  of  the 
hormonal  imbalance  is  unknown.  The  pathogenesis 
of  the  orbital  involvement  is  unknown.  However, 
there  is  enough  clinical  and  biochemical  evidence  to 
suggest  that  the  orbital  disease  is  caused  by  an  in- 
crease in  the  mucoids  and  the  mucopolysaccharides 
in  the  orbital  tissues  as  demonstrated  by  an  increase 
in  plasma  cell  infiltration  of  the  tissues.1  These 
compounds  result  in  an  increase  in  the  water  content 
of  the  orbit,  with  resultant  edema,  and  an  increase 
in  the  orbital  dead  space,  progressing  into  cellular 
infiltration  and  fibrotic  changes.  These  in  turn  cause 
progression  in  the  proptosis  and  induce  muscle  in- 
volvement with  resultant  strabismus  and  diplopia. 

Whereas  in  the  overall  management  of  the  disease 
euthyroid  status  should  be  maintained,  from  the 
orbital  point  of  view  the  parameters  of  management 
should  include:  (1)  reduction  of  edema;  (2)  protec- 
tion of  the  cornea;  and  (3)  correction  of  diplopia. 

Management 

Euthyroid  status.  Overaction  of  the  thyroid  is 
undesirable,  but  underaction  of  the  thyroid  function 
should  also  be  avoided  because  myxedema  of  the 
orbit  may  increase  the  edema  of  the  lids  and  may 
camouflage  the  orbital  disease. 

Protection  of  the  cornea.  Corneal  exposure 
results  from  lid  retraction,  particularly  when  asso- 
ciated with  faulty  Bell’s  phenomenon  or  with  limi- 
tation of  upward  gaze,  and  proptosis.  Lid  retraction 
is  initially  caused  by  contracture  of  Muller’s  muscle. 


The  understanding  of  the  pathogenesis  of  endocrine 
exophthalmos,  especially  as  related  to  thyroid-pi- 
tuitary dysfunction  and  orbital  biochemical  changes, 
is  important  for  the  therapeutic  rationale  of  the 
disease.  Current  management  of  endocrine  ex- 
ophthalmos should  concentrate  on  protecting  and 
saving  the  eye — to  alleviate  edema  and  chemosis,  to 
reduce  hemostasis,  to  prevent  corneal  exposure,  and 
to  avoid  surgical  intervention  as  much  as  possible. 


At  a later  stage  it  may  be  caused  by  fibrotic  con- 
traction of  the  lid  tissues  and  muscles,  causing  per- 
manent lid  retraction.  Lid  retraction  can  be  diag- 
nosed by  the  simple  appearance  of  the  patient  with 
baring  of  the  sclera,  especially  inferiorly.  Muller’s 
muscle  contraction  may  be  demonstrated  by  the 
phenomenon  of  lid  lag,  when  the  patient  attempts  to 
look  down  or  when  the  patient  closes  the  eye.  When 
relatives  are  asked  to  observe  the  patient  during 
sleep,  they  report  that  these  patients  with  lid  re- 
traction secondary  to  Muller’s  muscle  contraction 
tend  to  sleep  with  their  eyes  open. 

Exposure  of  the  cornea  may  not  be  the  direct  result 
of  the  lid  retraction  if  there  is  good  Bell’s  phenome- 
non even  if  the  eye  is  not  closed  properly.  However, 
when  Bell’s  phenomenon  is  faulty,  or  when  there  is 
limitation  of  upward  gaze,  the  inferior  one  third  of 
the  cornea  may  remain  exposed,  especially  during 
sleep  and  even  during  the  waking  hours,  and  thus 
may  result  in  corneal  epithelial  denudations  and  even 
ulceration,  usually  of  the  inferior  limbal  areas. 
Corneal  exposure  may  be  enhanced  when  there  is 
progressive  proptosis  or  when  there  is  edema  of  the 
conjunctiva,  that  is,  chemosis,  which  prevents  lid 
closure.  In  such  cases  the  corneal  exposure  may  in- 
volve the  central  cornea. 

To  protect  the  cornea,  lid  closure  should  be  en- 
hanced and  made  possible.  Also,  the  cornea  should 
be  covered  by  viscid  lubricant  to  keep  the  tear  film 
intact  on  the  cornea  during  sleep.  The  relaxation  of 
the  lid  and  especially  of  Muller’s  muscle  could  be 
achieved  by  using  guanethidine  sulfate,  5 to  10  per- 
cent solution.2  This  could  be  used  once  or  four  times 
daily  and  later  reduced  to  once  or  twice  weekly. 
Corneal  lubricants  in  the  form  of  hydroxypropyl 
methylcellulose,  2.5  percent  solution  (Goniosol), 
could  be  used  particularly  during  sleep  and  occa- 
sionally during  the  waking  hours. 

Surgical  intervention  should  be  reserved  only  when 
conservative  measures  fail.  It  includes  either  dis- 
cission of  Muller’s  muscle  or  levator  recession,  de- 
pending on  the  degree  of  lid  retraction  and  the  in- 
ability of  lid  closure.  However,  when  there  is  an  ul- 
ceration or  impending  ulceration  of  the  cornea,  then 
complete  closure  of  the  eye  with  tarsorrhaphy  should 
be  implemented  immediately. 

Edema.  The  primary  causes  for  edema  are  the 
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mucoids  and  the  mucopolysaccharides  in  the  orbit. 
Edema  first  appears  as  venostasis  because  of  the  in- 
crease in  the  contents  of  the  orbit  before  edema  be- 
comes manifest  in  the  lids  and  the  conjunctiva. 
When  edema  becomes  progressive  it  may  prevent  the 
closure  of  the  eye  and  enhance  the  exposure  of  the 
cornea.  Also,  edema  may  be  so  generalized  in  the 
orbit  that  it  may  involve  all  the  tissues  of  the  eye  in- 
cluding the  retina,  resulting  in  reduction  in  vision  and 
impairment  in  the  ocular  hemodynamics,  causing 
either  a pseudoglaucoma  or  making  preexisting 
glaucoma  difficult  to  control. 

In  he  management  of  orbital  edema,  osmotic 
agents  in  the  form  of  carbonic  anhydrase  inhibitors, 
such  as  acetazolamide  (Diamox),  250  mg.  four  times 
daily;  dichlorphenamide  (Daranide),  50  mg.  four 
times  daily;  or  methazolamide  (Neptazane),  50  mg. 
four  times  daily,  have  been  very  effective  in  reducing 
the  edema.  When  the  edema  and  the  chemosis  are 
very  progressive,  needle  aspiration  of  the  orbit  should 
be  attempted  using  an  18-gauge  needle  and  30-cc. 
syringe  and  aspirating  the  orbit  from  the  retrobulbar 
space  for  at  least  15  minutes.3 

Decompression  should  be  reserved  only  in  hopeless 
situations  and  is  indicated  if:  (1)  the  edema  and 

chemosis  persist  and  become  progressive  as  in  ma- 
lignant exophthalmos  and  do  not  respond  to  carbonic 
anhydrase  inhibitors  or  to  needle  aspiration;  (2)  when 
the  progressive  edema  causes  ulceration  of  the  cornea 
with  impending  perforation,  indicating  decompres- 
sion and  closure  of  the  eye;  and  (3)  when  the  veno- 
stasis is  progressive  enough  to  cause  impending  cen- 
tral vein  occlusion.  In  this  latter  instance,  decom- 
pression might  prevent  such  an  occlusive  venous 
phenomenon;  occasionally,  this  optic  nerve  ischemia 
could  be  misinterpreted  as  optic  neuropathy. 

Glaucoma.  In  a majority  of  patients  with  endo- 
crine exophthalmos,  an  increase  in  intraocular 
pressure  is  noted,  and  may  even  be  associated  with 
some  form  of  visual  field  defect4;  in  most  instances 
this  is  pseudoglaucoma  and  should  not  be  treated 
vigorously  especially  if  the  visual  fields  remain  intact 
and  the  optic  nerves  show  no  cupping.  It  should  be 
remembered,  however,  that  patients  with  endocrine 
exophthalmos  who  have  preexisting  glaucoma  may 
become  very  intractable  to  antiglaucoma  therapy  and 
may  require  glaucoma  surgery.  In  such  a case  it 
would  be  important  to  treat  the  glaucoma  conser- 
vatively using  carbonic  anhydrase  inhibitors,  hoping 
that  the  hemodynamics  of  the  eye  improve  and  thus 
make  the  glaucoma  more  suspectible  to  t herapy.  If 
glaucoma  is  not  responsive  to  such  therapy,  then 
decompress  the  orbit  if  the  orbital  disease  is  pro- 
gressive, hoping  that  this  will  make  the  glaucoma 
more  controllable.  A filtering  operation  should  be 
reserved  as  a last  measure. 

Diplopia.  In  an  adult,  diplopia,  especially  verti- 
cal, can  be  very  disturbing.  The  muscles  most 
commonly  involved  are  the  inferior  rectus  and  infe- 
rior oblique,  which  share  a single  muscular  sheath 
called  Lockwood’s  ligament.  ’ In  the  management 


of  diplopia,  local  injection  of  steroids  in  the  form  of 
long-acting  dexamethasone,  0.5  cc.  or  2 mg.,  may  be 
helpful  if  given  either  in  the  retrobulbar  space  or  in 
the  intermuscular  spaces.6  It  is  imperative  that 
fusional  and  ductional  exercises  be  instituted  during 
these  steroid  injections  and  if  surgery  is  contem- 
plated or  performed. 

Surgical  intervention  should  include  either  deci- 
sion of  the  fibrous  adhesions  of  Lockwood’s  ligament 
or  recession  of  the  inferior  rectus,  whichever  is  indi- 
cated. It  is  imperative  that  surgery  be  postponed 
until  the  eye  is  quiet  to  avoid  further  surgical  inter- 
vention if  the  orbital  disease  is  still  active,  because 
what  caused  the  first  muscle  impairment  may  still 
cause  a repeat  muscle  impairment  after  surgery. 

Other  therapeutic  measures.  Corticosteroids. 
Parenteral  administration  of  corticosteroids  has  been 
often  recommended  in  the  management  of  endocrine 
exophthalmos.7  The  rationale  to  use  corticosteroids 
is  best  as  follows.  First,  use  corticosteroids  retro- 
bulbarly  in  the  form  of  dexamethasone,  as  afore- 
mentioned.6 If  that  localized  administration  of 
steroids  is  helpful  with  improvement  in  the  diplopia, 
in  the  edema,  or  in  the  proptosis,  then  parenteral 
steroids  might  be  useful.  If  parenteral  steroids  are 
being  used,  my  recommended  dose  is  120  mg.  of 
prednisone  to  be  given  within  the  first  24  hours, 
quickly  tapered  to  80  mg.  within  the  next  24  hours, 
to  60  mg.  within  the  third  24  hours,  40  mg.  within  the 
fourth  24  hours,  20  mg.  within  the  fifth  24  hours,  to 
10  mg.  maintenance  dose  for  another  three  or  four 
days,  then  discontinuing  the  steroids.  I found  this 
regimen  most  effective  in  the  management  of  those 
cases  with  endocrine  exophthalmos  responsive  to 
steroids.  Long-term  steroid  therapy  has  not  been 
necessary  unless  the  patient  has  pseudotumor  or 
other  orbital  disease. 

Radiotherapy.  Radiotherapy  of  the  orbit  should 
be  avoided  as  much  as  possible.  In  my  experience 
it  is  of  questionable  value,  and  all  patients  treated 
with  radiation  whom  I had  seen  ended  up  with 
marked  fibrosis.  In  the  first  week  after  treatment 
they  developed  tremendous  exacerbation  of  the  or- 
bital disease. 

Radiomimetic  agents.  Radiomimetic  agents,  in 
the  form  of  six  mercaptopurines  and  other  antisup- 
pressive agents,  have  not  been  successful  in  the 
management  of  endocrine  exophthalmos,  even 
though  they  were  used  in  large  doses.  They  should 
be  discouraged. 

Pituitary  ablation.  Pituitary  ablation  was  per- 
formed in  desperate  situations.  This  is  a dangerous 
procedure  and  is  of  very  doubtful  value.8 

Conclusion 

In  the  clinical  management  of  endocrine  ex- 
ophthalmos the  eye  should  be  protected  by  alle- 
viating chemosis  and  edema  of  the  orbit,  by  relieving 
venostasis,  by  promoting  adequate  lid  closure,  and 
by  protecting  the  cornea  from  exposure.  It  is  best 
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to  treat  the  disease  conservatively.  Surgery  should 
be  avoided  as  much  as  possible,  particularly  cosmetic 
surgery.  In  the  management  of  diplopia  and  stra- 
bismus, surgery  should  be  postponed  until  the  orbital 
disease  is  very  quiet,  because  the  activity  of  the  dis- 
ease may  undermine  the  success  of  any  surgical 
procedure. 
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Drowning  victims  survive 
longer  in  cold  waters 

Emergency  medicine  experts  had  long  assumed  there 
was  virtually  no  hope  of  recovery  for  the  drowning  victim 
under  water  more  than  five  or  six  minutes. 

In  recent  months,  however,  a number  of  reports  have 
appeared  in  the  medical  literature  of  individuals  who 
survived  much  longer  immersion. 

Physicians  now  know  that  the  temperature  of  the  water 
is  the  key  factor.  Icy  cold  water  extends  the  survival  pe- 
riod. 

An  American  Medical  Association  publication,  Archives 
of  Internal  Medicine,  reports  in  the  June  issue  on  two  pa- 
tients who  survived  submersion  in  cold  water.  The  report 
is  by  Kenneth  F.  MacDonnell,  M.D.,  and  colleagues,  at  St. 
Elizabeth’s  Hospital,  Boston,  Massachussetts. 

A 23-year-old  woman  was  a passenger  in  a car  that 
plunged  into  the  icy  waters  of  the  Charles  River  in  Boston. 
Driver  of  the  vehicle  was  extricated  from  the  vehicle  within 
a minute  or  two,  but  rescuers  were  not  aware  of  the  woman 
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passenger  until  the  auto  was  lifted  from  the  water  after  25 
minutes. 

Resuscitation  was  begun  immediately  and  the  victim  was 
rushed  to  the  hospital.  The  patient  recovered  gradually 
under  treatment  and  went  home  after  two  weeks,  mentally 
and  physically  normal. 

A 27-year-old  paralyzed  man  plunged  with  his  motorized 
wheelchair  into  the  Charles  River  and  was  under  water  for 
at  least  six  minutes  before  rescue.  He  also  recovered  after 
a week  in  the  hospital. 

The  cases  illustrate  that  patients  suffering  prolonged 
submersion  in  cold  water  may  be  successfully  resuscitated 
without  permanent  brain  damage,  Dr.  MacDonnell  says. 

The  extreme  cold  slows  the  metabolic  rate  of  the  brain, 
thus  lessening  brain  damage  from  lack  of  oxygen  while 
under  water,  he  declares.  The  brain  can  survive  much 
longer  at  low  temperatures  before  permanent  damage 
ensues.  Body  temperature  of  the  woman  auto  accident 
victim  was  84  degrees  when  she  was  brought  to  the  hospital. 
Normal  body  temperature  is  98.6  degrees. 

In  the  United  States  there  are  an  estimated  6,000  to 
7,000  drownings  each  year. 
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Alveolar  proteinosis  is  a diffuse  lung  lesion  with  a 
unique  and  distinctive  histopathologic  appearance. 
It  was  originally  described  in  1958  by  Rosen,  Cas- 
tleman,  and  Liebow1  based  on  their  observations  in 
27  cases  of  the  lesion,  gathered  over  a five-year  pe- 
riod, from  combined  pathologic  material  at  three 
large  institutions.  Each  of  their  patients  had  had  a 
progressive,  debilitating,  and  sometimes  fatal  pul- 
monary disorder.  The  authors  felt  that  it  was  un- 
likely that  examples  of  a devastating  disease  with  so 
unusual  a pathologic  picture  could  have  escaped 
description  in  the  past;  they  therefore  proposed  that 
alveolar  proteinosis  was  a new,  and  not  just  previ- 
ously undescribed,  disease  entity.  The  possibility 
was  raised  that  the  causative  agent  was  an  unknown 
contaminant  recently  introduced  into  the  environ- 
ment. 

The  20-year  period  since  the  appearance  of  this 
report  has  given  a new  perspective  on  the  disease.  It 
has  become  apparent  that  the  lesion  occurs  much  less 
frequently  than  originally  supposed.  Further,  cases 
have  occurred  in  a wide  variety  of  clinical  settings, 
with  no  epidemiologic  relationship  to  any  single 
identifiable  agent.  The  lesion  can  be  reliably  re- 
produced in  experimental  animals  using  a number 
of  different,  apparently  unrelated  substances,  ad- 
ministered by  different  routes.  It,  therefore,  seems 
reasonable  to  regard  alveolar  proteinosis  as  a par- 
ticular type  of  alveolar  response  to  injury,  appearing 
under  a limited  number  of  conditions,  rather  than  as 
a single  disease.  This  viewpoint  will  be  used 
throughout  this  review;  the  original  histopathologic 
description  by  Rosen,  Castleman,  and  Liebow1  will 
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be  regarded  as  defining  the  lesion  in  both  human 
beings  and  in  experimental  models. 

Pathology 

The  major  features  of  alveolar  proteinosis  are  best 
appreciated  on  light  microscopic  examination  of 
sections  of  affected  lung  tissue.  There  is  an  amor- 
phous, usually  finely  and  uniformly  granular,  eo- 
sinophilic material  filling  the  lumens  of  alveoli  and 
small  airways,  an  appearance  resembling  pulmonary 
edema  on  superficial  examination.  There  is  gener- 
ally no  alteration  of  lung  architecture  and  no  increase 
in  thickness  of  alveolar  septae.1  There  may  be  some 
hyperplasia  of  alveolar  epithelium  in  the  affected 
areas.2  The  intraluminal  material  usually  contains 
free  cells  in  various  states  of  degeneration,  many  of 
them  identifiable  as  alveolar  macrophages.2’3  Cells 
in  the  most  advanced  degree  of  degeneration  appear 
as  lamellated  bodies.  Cholesterol  clefts  are  fre- 
quently present  in  the  material.  The  material  stains 
intensely  by  the  PAS  (periodic  acid-Schiff)  method; 
this  reaction  is  resistant  to  diastase  treatment  and 
prolonged  extraction  with  lipid  solvents,  but  is  re- 
versibly blocked  by  acetylation,  indicating  the 
presence  of  a nonglycogen  carbohydrate.  The  ma- 
terial exhibits  metachromasia  on  staining  with  tol- 
uidine  blue,  and  it  does  not  stain  with  mucicarmine. 
No  fibrin  is  detectable  by  phosphotungstic  acid- 
hematoxylin  stains.  Findings  on  stains  for  Pneu- 
mocystis carinii  and  other  infectious  agents  are  al- 
ways negative.1 

The  accumulated  intra-alveolar  material  gives  the 
appearance  of  dense,  yellow-grey  nodular  consoli- 
dation on  gross  inspection  of  the  lungs;  it  can  usually 
be  expressed  from  the  cut  surface  of  the  airspaces, 
and  then  appears  thick,  tenacious,  and  milky  or 
pus-like.  The  lungs  are  usually  heavy;  a lung  weight 
of  4 Kg.  was  reported  in  the  original  series.  Bulk 
chemistry  of  the  affected  lung  tissue  generally  shows 
an  increase  in  dry  weight  and  lipid  content,  but  no 
measurable  increase  in  protein  or  carbohydrate 
contribution  to  lung  weight.1 

Radiographic  appearance 

The  radiographic  picture  of  pulmonary  alveolar 
proteinosis  is  essentially  that  of  alveolar  filling,  and 
thus  bears  some  resemblance  to  the  appearance  of 
pulmonary  edema  on  roentgenograms.  Important 
differentiating  features  are  the  absence  of  signs  of 
interstitial  involvement  (Kerley’s  lines),  pleural 
effusions,  or  cardiac  enlargement,  and  the  chronicity 
of  the  infiltrate  evident  on  examination  of  serial 
roentgenograms.  The  original  article  described  a 
perihilar  or  “butterfly”  distribution  of  infiltrates  in 
most  of  the  patients.1  Subsequent  reports  indicate 
that  a bibasilar,  nodular,  or  lobar  pattern  may  also 
be  seen,  reflecting  variability  in  topographic  in- 
volvement of  the  lung;  the  bibasilar  pattern  appears 
to  be  the  single  most  common  manifestation.4  Areas 
of  linear  atelectasis,  and  occasionally  pneumatoceles, 
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Alveolar  proteinosis  appears  to  be  an  atypical  re- 
sponse of  the  lung  to  various  types  of  injurious 
agents,  rather  than  a single  disease  entity.  Diag- 
nostic criteria  involve  the  morphology  of  the  acellular 
material  which  accumulates  within  otherwise  normal 
alveoli,  and  does  not  necessarily  require  excisional 
biopsy  of  lung  tissue.  Superinfection  is  the  most 
common  complication  of  the  condition.  Its  prognosis 
appears  to  be  considerably  more  grave  in  affected 
children  than  in  adults.  Clinical  alveolar  proteinosis 
has  significant  associations  with  both  environmen- 
tal/occupational exposures  and  lymphohematog- 
enous  disorders.  Compositional  analyses  of  the  in- 
tra-alveolar  material  and  tracer  studies  in  clinical 
cases  and  experimental  models  of  the  lesion  indicate 
that  neither  simple  overproduction  of  alveolar  se- 
cretions, nor  increased  permeability  of  alveolar 
capillaries,  can  explain  its  development.  Accumu- 
lation, dysfunction,  and  disintegration  of  alveolar 
macrophages,  and  physical  and/or  chemical  alter- 
ations of  lung  surfactant  leading  to  alveolar  stasis, 
appear  to  be  involved  in  production  of  proteinosis. 
Alveolar  proteinosis  is  one  of  the  few  forms  of  diffuse, 
chronic  lung  injury  in  which  the  alveolar  macrophage 
appears  to  be  the  primary  responder  to  injury,  rather 
than  the  type  I cell,  capillary  endothelial  cell,  or  cells 
of  the  interstitium. 


have  been  observed  in  lung  parenchyma  adjacent  to 
infiltrates;  their  appearance  has  been  attributed  to 
occlusion  of  small  airways  by  masses  of  the  tenacious 
proteinotic  material.4  The  extent  of  the  infiltrate 
is  usually  greater  than  would  be  expected  from  the 
degree  of  clinical  disability,4  hut  normal  roentgeno- 
grams have  been  reported  in  some  patients  with 
documented  lung  lesions.5 

Clinical  laboratory  examinations 

Aside  from  radiologic  examinations,  pulmonary 
function  tests  are  the  clinical  procedures  most  likely 
to  indicate  the  presence  and  extent  of  the  disease. 
Depending  on  the  amount  of  airspace  filling,  there 
is  a measurable  decrease  in  lung  volumes,6  decreased 
diffusing  capacity,7  decreased  lung  compliance,  ar- 
terial hypoxia,6  and  increased  shunting  of  pulmonary 
blood  flow.8  With  sufficient  hypoxia,  there  may  be 
a secondary  erythrocytosis.7  The  serum  lactate 
dehydrogenase  level  is  characteristically  elevated, H-9 
but  a consistent  isoenzyme  profile  has  not  been  es- 
tablished.10-11 All  of  these  abnormalities  tend  to 
resolve  after  the  material  is  removed  from  the  lung, 
and  they  are  thus  presumably  a direct  reflection  of 
the  presence  of  the  alveolar  material  rather  than  of 
an  underlying  predilection  for  the  disease.911 

Some  patients  may  bring  up  the  proteinotic  al- 
veolar material  in  sputum,  and  thus  sputum  exami- 
nation may  be  a valuable  clinical  procedure  in  ini- 
tially establishing  the  diagnosis.  The  same  mor- 
phologic criteria  used  in  diagnosis  of  histologic  sec- 
tions are  applicable  to  smears  of  sputum;  no  other 
disease  results  in  masses  of  homogeneous,  finely 
granular,  acellular,  PAS-positive,  mucicarmine- 
negative,  material  in  the  lumen  of  the  respiratory 
tract.9  Unfortunately,  it  appears  that  many  patients 
with  alveolar  proteinosis  do  not  bring  up  the  material 
in  their  sputum.9  Therefore,  persistently  negative 
sputum  examination  findings  do  not  rule  out  the 
disease,  and  lung  biopsy  remains  a major  mode  of 
establishing  the  diagnosis. 

Occurrence 

During  the  period  since  the  initial  description  of 
alveolar  proteinosis,  it  has  become  clear  that  the 
disease  occurs  quite  infrequently  in  the  human 
population.  In  retrospect,  the  disease  was  probably 
not  new  when  described  in  1958,  but  so  infrequent  as 
to  have  escaped  attention  until  then.  Although  the 
histopathologic  appearance  is  unusual,  the  tendency 
for  development  of  fungal  and  bacterial  superinfec- 
tions in  proteinotic  foci  probably  resulted  in  ob- 
scuring the  underlying  lesion  in  most  cases  coming 
to  medical  attention  in  the  preantibiotic  era.7  Small 
numbers  of  patients  with  alveolar  proteinosis  and 
superinfection  could  easily  have  been  missed  amid 
large  numbers  of  cases  of  primary  infectious  dis- 
ease. 

A major  clinical  review  of  alveolar  proteinosis  ap- 
peared in  1969, 10  years  after  the  initial  description 


of  the  lesion.7  A total  of  139  cases  of  the  disease  had, 
by  then,  been  described  in  the  world  literature;  in 
view  of  the  attention  given  to  the  original  article  and 
widespread  awareness  of  the  lesion  among  practicing 
pathologists,  it  is  unlikely  that  many  cases  went  un- 
reported during  this  period.  About  two  thirds  of  the 
cases  were  from  the  United  States.  The  lesion  had 
occurred,  for  the  most  part,  in  adults  over  the  age  of 
30,  but  was  also  seen  in  infants  and  children.  Males 
were  affected  more  than  females,  in  a ratio  of  3 to  1. 
In  approximately  one  half  of  the  cases,  there  was  a 
history  of  exposure  to  some  type  of  dust  or  fumes,  but 
there  was  no  one  particular  environmental  or  occu- 
pational factor  which  could  be  implicated  in  all  cases. 
From  the  group  of  cases  in  which  smoking  histories 
were  available,  it  appeared  that  the  lesion  tended  to 
occur  most  frequently  in  those  who  smoked  cigarettes 
heavily.  In  a significant  proportion  of  cases,  there 
was  a major  underlying  illness.  Subsequent  reviews 
have  emphasized  the  frequent  occurrence  of  associ- 
ated hematologic  neoplasias  in  adults  with  alveolar 
proteinosis  (18  out  of  150  cases  reviewed),12  and  of 
thymic  alymphoplasia  in  infants  with  the  lesion  (7 
out  of  23  cases).13 

Natural  history  of  lesion 

In  the  majority  of  cases  alveolar  proteinosis  is  a 
chronic  illness.  Dyspnea  is  the  major  symptom, 
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usually  of  insidious  onset.  In  some  instances  pa- 
tients have  been  asymptomatic  but  were  detected 
because  of  abnormal  chest  roentgenograms.  Ap- 
proximately 20  percent  of  the  cases  reviewed  by 
Davidson  and  MacLeod7  were  described  as  having 
an  acute,  febrile  onset,  but  in  most  of  these  it  ap- 
peared that  a superinfection  was  present  at  the  time 
of  diagnosis. 

Not  much  is  known  of  the  evolution  of  the  lesion 
in  man  at  the  histologic  level.  In  one  reported  case, 
there  is  evidence,  based  on  sequential  histologic  ex- 
amination, that  alveolar  proteinosis  developed  in 
lungs  initially  involved  by  a lesion  resembling 
desquamative  interstitial  pneumonitis.14 

The  outcome  of  the  cases  reviewed  in  1969  reflects 
the  prognosis  of  the  condition  in  the  absence  of 
massive  bronchopulmonary  lavage  therapy,  a pro- 
cedure whose  usefulness  was  not  widely  recognized 
until  about  this  time.15  The  disease  was  not  always 
progressive  in  its  course:  about  40  percent  of  the 
cases  reviewed  either  improved  or  resolved  sponta- 
neously after  the  diagnosis  was  made.  About  one 
third  of  the  patients  died  as  a result  of  alveolar  pro- 
teinosis or  a complication.7  The  prognosis  of  the 
disorder  is  considerably  more  grave  in  infants;  most 
patients  in  infancy  do  not  survive  more  than  two 
years  after  diagnosis.13  Therapeutic  massive  bron- 
chopulmonary lavage  appears  to  have  improved  the 
outlook  for  adult  patients  to  a marked  degree.16 

The  most  commonly  reported  complication  of  the 
disease  is  superinfection,  usually  beginning  in  the 
portions  of  the  lung  affected  by  proteinosis  and  then 
disseminating  to  other  sites.  Nocardia  has  been  a 
particularly  frequent  cause  of  superinfections,  but 
infections  have  also  been  reported  due  to  mycobac- 
teria, other  fungi,  bacteria,  and  viruses,  in  decreasing 
order  of  frequency.7  A small  number  of  patients 
have  developed  diffuse  interstitial  fibrosis  of  the 
lungs  after  an  initial  diagnosis  of  alveolar  proteinosis, 
but  it  is  not  clear  whether  this  has  resulted  directly 
from  the  disease,  from  secondary  infections,  or  as  an 
unrelated  process.17  Pulmonary  hypertension  and 
cor  pulmonale  have  developed  in  some  cases  as  a re- 
sult of  chronic  hypoxemia.18 

Experimental  alveolar  proteinosis  in  animals 

A number  of  agents  have  been  reported  to  produce 
pulmonary  lesions  in  animals  which  conform  to  the 
original  histopathologic  criteria  for  diagnosis  of  al- 
veolar proteinosis.1  In  all  cases,  the  dosage,  route  of 
administration,  and  animal  species  are  critical  to  the 
disease  model;  there  is  no  one  agent  which  produces 
alveolar  proteinosis  over  wide  dose  ranges  and  in  all 
species. 

The  first  description  of  experimental  alveolar 
proteinosis  was  reported  by  Heppleston,19  who  had 
found  that  rats  exposed  to  quartz  dust  in  high  con- 
centration developed  an  alveolar  filling  process 
mimicking  alveolar  proteinosis  in  human  beings. 
This  finding  was  confirmed  by  the  experiments  of 


Gross  and  DeTreville,20  and  silica-induced  protein- 
osis in  rats  continues  to  be  the  most  widely  studied 
experimental  form  of  the  disease.  Levels  of  dust 
exposure  required  to  produce  the  lesion  are  high,  in 
the  range  of  nine  times  that  used  to  produce  fibro- 
nodular  silicosis;  adult  rats,  but  not  guinea  pigs  or 
hamsters,  develop  widespread  alveolar  proteinosis 
after  five  months  of  exposure.20  The  lung  lesion 
differs  from  that  seen  in  human  beings  only  in  that 
large  numbers  of  silica  microcrystals  can  be  seen 
throughout  the  alveolar  material;  the  dust  does  not 
become  concentrated  in  centrilobular  zones,  as  is  the 
tendency  in  fibronodular  silicosis.21  Other  dusts 
have  been  shown  capable  of  producing  lesions  of  al- 
veolar proteinosis:  aluminum  powder  in  rats21  and 
glass  fibers  in  rats,  hamsters,  and  guinea  pigs.22 

To  date,  there  is  only  one  documented  example  of 
alveolar  proteinosis  induced  by  an  inhaled  gas. 
Schober  et  al.23  reported  that  proteinosis  develops 
in  newborn  mice  after  four  weeks’  exposure  to  100 
percent  oxygen.  The  choice  of  animal  species  and 
age  are  clearly  critical;  this  level  of  exposure  is  lethal 
to  adult  rats  within  several  days.  Since  tissue 
damage  in  hyperoxia  is  known  to  result  from  several 
toxic  free-radical  metabolites  rather  than  the  oxygen 
molecule  itself,24  it  is  possible  that  other  oxidant 
gases,  which  are  metabolized  to  the  same  toxic  com- 
pounds, could  be  used  to  induce  proteinosis  in  the 
newborn  mouse. 

Two  pharmacologic  agents  have  been  found  to 
produce  alveolar  proteinosis  in  rats.  Iprindole,  a 
drug  which  has  been  used  clinically  in  the  United 
Kingdom  for  therapy  of  depression,  must  be  given  to 
the  animals  in  large  doses  over  a period  of  at  least  six 
months  to  elicit  the  lesion.25  Chlorphentermine,  an 
anorectic  drug  in  clinical  use  in  the  United  States, 
also  produces  alveolar  proteinosis  only  after  a pro- 
longed period  of  treatment  with  large  doses.26  One 
postulated  property  of  chlorphentermine,  inter- 
estingly, is  the  ability  of  the  drug  to  bind  to  phos- 
pholipids and  prevent  their  catabolism.27 

In  all  of  the  experimental  forms  of  proteinosis 
which  have  been  studied  in  early  stages  of  evolution, 
investigators  have  described  an  initial,  cellular  stage, 
marked  by  the  accumulation  of  lipid-containing  al- 
veolar macrophages  within  the  airspaces.  The  cel- 
lular accumulation  is  then  replaced  by  the  charac- 
teristic amorphous  material  as  experimental  injury 
is  continued.21’25-27  In  at  least  one  form  of  prote- 
inosis, the  cellular  stage  is  always  reversible  on  ces- 
sation of  the  injurious  stimulus.28  The  cellular  phase 
has  been  compared  to  both  desquamative  interstitial 
pneumonitis25  and  endogenous  lipid  pneumo- 
nia21,26’27 in  man  by  various  authors,  apparently  ac- 
cording to  the  amount  of  visible  lipid  in  the  macro- 
phages. 

The  drug-induced  forms  of  the  disease  have  ap- 
peared somewhat  distinctive  morphologically,  in  that 
the  cellular  and  proteinotic  stages  of  the  disease  are 
accompanied  by  a persistent  interstitial  edema  of 
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mild  degree  and  by  damage  to  type  I epithelial  cells 
and  capillary  endothelium.  Damage  to  these  cells 
is  indicated  by  the  appearance  of  myelin  whorls  in 
the  cytoplasm  on  electron  microscopic  examina- 
tion.25,29 Similar  findings  were  recently  described 
in  a report  of  a case  of  clinical  alveolar  proteinosis  in 
an  infant;  the  authors  suggested  that  such  ultra- 
structural  lesions  might  define  a distinct  clinical 
subgroup  of  human  cases  pathogenetically  similar  to 
the  drug-induced  experimental  form  of  the  dis- 
ease. 

Alveolar  proteinotic  lesions  in  other  lung 
diseases 

In  most  of  the  case  reports,  alveolar  proteinosis  has 
been  described  as  a uniform  lesion,  appearing  to  be 
similar  histologically  in  all  the  affected  areas  of  the 
lung.  In  the  instances  where  the  lesions  coexisted 
with  infectious  processes,  there  has  usually  been 
sufficient  clinical  or  morphologic  evidence  to  consider 
the  infection  secondary  to  primary  alveolar  prote- 
inosis. However,  a few  reports  have  suggested  that 
alveolar  proteinosis  might  also  occur  either  as  a sec- 
ondary consequence  of  some  other  primary  lung 
disease,  or  as  part  of  a mixed  response  to  pulmonary 
injury. 

In  1969  Steer51  reported  that  he  had  found  lesions 
of  alveolar  proteinosis  in  7 percent  of  149  resected 
tuberculous  lungs.  The  number  of  involved  lungs 
was  too  high  to  allow  interpretation  as  primary  al- 
veolar proteinosis  complicated  by  tuberculosis.  The 
proteinotic  lesions  were  focal,  microscopic  in  size,  and 
tended  to  occur  in  areas  of  parenchyma  adjacent  to 
tuberculous  granulomas,  suggesting  that  in  these 
cases,  proteinosis  was  a secondary  response  related 
to  tuberculous  infection.31  No  additional  reports 
have  appeared  which  would  confirm  the  high  prev- 
alence of  alveolar  proteinosis  in  pulmonary  tuber- 
culosis observed  by  Steer,31  and  there  has  been  no 
report  of  proteinosis  appearing  to  arise  as  a compli- 
cation of  any  other  primary  lung  disease.  If  secon- 
dary alveolar  proteinosis  does  occur,  it  is  probably  so 
infrequent  and  so  limited  in  extent  that  the  pathol- 
ogist need  not  worry  about  false-positive  diagnosis 
of  alveolar  proteinosis  on  lung  biopsy  due  to  sampling 
errors. 

Mixed  lung  disease,  with  alveolar  proteinosis  as 
one  of  two  or  more  components,  has  been  reported 
in  both  human  beings  and  animals.  One  example  is 
acute  occupational  silicosis,  described  in  several  case 
reports.32-34  Most  of  these  patients  had  been  ex- 
posed to  extremely  high  dust  levels  and  developed 
rapidly  lethal  respiratory  insufficiency.  Examina- 
tion of  pulmonary  tissue  showed  both  fibronodular 
disease  and  areas  of  alveolar  proteinosis.  A clear 
parallel  exists  with  experimental  alveolar  proteinosis 
in  animals,  induced  by  massive  silica  exposure;  the 
mixed  pattern  in  human  beings  probably  results  from 
a comparatively  submassive  total  dosage  of  the  dust, 
with  varying  amounts  of  deposition  and  tissue  re- 


sponse in  different  regions  of  the  lung.  Proteinosis, 
as  part  of  a mixed  response  toother  fibrogenic  agents, 
as  well  as  silica,  might  explain  the  apparent  pro- 
gression of  alveolar  proteinosis  to  interstitial  fibrosis 
reported  in  some  human  beings.17 

Mixed  lung  disease,  which  includes  focal  alveolar 
proteinosis,  can  be  experimentally  produced  by 
several  methods.  Gough35  observed  that  if  rabbits 
were  made  hypersensitive  to  horse  serum,  inhalation 
exposure  to  quartz  dust  resulted  in  foci  of  alveolar 
proteinosis  in  the  lungs  as  well  as  fibronodular  sili- 
cosis; nonsensitized  animals  showed  only  a fibrogenic 
response.  Bhagwat,  Wentworth,  and  Conen14  re- 
ported that  rabbits,  given  intravenous  injections  of 
Freund’s  adjuvant,  developed  a cellular  infiltration 
of  pulmonary  alveolar  spaces  resembling  desquam- 
ative interstitial  pneumonitis;  some,  but  not  all,  of 
the  animals  also  showed  areas  of  alveolar  proteinosis. 
Rats  treated  with  the  experimental  drug  AY-9944, 
an  inhibitor  of  one  of  the  steps  of  cholesterol  bio- 
synthesis, develop  focal  areas  of  alveolar  proteinosis 
in  the  lungs,  as  well  as  generalized  hyperplasia  and 
hypertrophy  of  type  II  alveolar  epithelial  cells  and 
intra-alveolar  macrophage  accumulations.36 

Pathogenesis  of  alveolar  proteinosis:  rationale 
of  analytic  studies  in  experimental  and  human 
disease 

The  diversity  of  circumstances  under  which  al- 
veolar proteinosis  can  develop  suggests  that  the  le- 
sion is  a nonspecific  alveolar  response  to  various 
forms  of  injury,  albeit  one  which  occurs  rarely  in 
nature  and  under  closely  limited  conditions.  Much 
interest  has  centered  on  the  mechanisms  by  which 
the  lesion  might  arise.  It  seems  likely  that  any  such 
mechanism  would  need  to  be  formulated  in  terms  of 
the  normal  processes  of  turnover  of  the  cellular  and 
extracellular  components  of  the  alveolus.  This  is  a 
subject  which  is  itself  poorly  understood.  Docu- 
menting how  the  lesion  of  proteinosis  develops  would 
certainly  shed  light  on  the  biology  of  the  normal  al- 
veolus. 

Four  different  pathologic  processes  have  been 
proposed,  by  various  authors,  to  be  responsible  for, 
or  contributory  to,  the  development  of  alveolar  pro- 
teinosis. The  authors  who  first  described  the  disease 
believed  that  breakdown  of  alveolar  cells  was  the 
most  important  of  these  mechanisms.  The  pro- 
teinotic luminal  material  was  thus  thought  to  consist 
chiefly  of  accumulated  cell  debris.1  Various  ob- 
servers have  subsequently  commented  on  the  relative 
contributions  which  breakdown  of  alveolar  macro- 
phages versus  type  II  epithelial  cells  might  make  in 
this  process.2,3,21,25,33  A second  possible  mechanism 
is  that  alveolar  proteinosis  could  result  from  over- 
production of  substances  normally  secreted  into  the 
alveolus,5  a suggestion  prompted  by  the  finding  of 
appreciable  quantities  of  dipalmitoyl  lecithin,  the 
major  chemical  component  of  normal  pulmonary 
surfactant  in  proteinotic  material.37  This  hypothesis 


August  1980/New  York  State  Journal  of  Medicine  1375 


has  a certain  conceptual  appeal,  and  although  it  fails 
to  explain  many  aspects  of,  and  findings  in,  the  dis- 
ease, it  has  been  given  widespread  uncritical  accep- 
tance. A third  proposed  mechanism  is  impairment 
of  alveolar  clearance,  resulting  in  prolonged  retention 
of  initially  normal,  but  subsequently  altered,  secre- 
tory and  metabolic  products  in  the  alveolus.38  The 
processes  by  which  alveolar  secretions  are  removed 
in  the  normal  state  is  not  understood,  although  bulk 
flow  up  the  airway  lumen,  absorption  into  alveolar 
lymphatics,  and  catabolism  in  situ  by  alveolar  mac- 
rophages and  other  cells,  have  all  been  thought  to 
play  a role37’39;  the  active  rate  of  synthesis  of  alveolar 
secretory  material  in  the  normal  lung  suggests  that 
equally  active  clearance  mechanisms  must  also  be 
operative.40  Finally,  some  authors  have  suggested 
that  the  proteinotic  material  might  result  from 
transudation  of  plasma  constituents  into  the  alveolar 
lumen,  due  to  an  abnormally  increased  capillary 
permeability.4142  In  the  subsequent  sections  of  this 
article,  we  shall  examine  the  clinical  and  experi- 
mental laboratory  evidence  which  supports  each  of 
these  mechanisms. 

Kinetic  studies 

Information  is  available  from  a small  number  of 
studies  which  utilized  radioactive  tracer  substances 
to  monitor  metabolic  and  physiologic  turnover  pro- 
cesses in  both  clinical  and  experimental  alveolar 
proteinosis.  Isotopically  labeled  fatty  acids  have 
been  used  to  estimate  activity  of  pulmonary  lipid 
production  and  removal  in  human  patients  and  in 
rats  with  silica-induced  alveolar  proteinosis.38’43  In 
both  cases,  the  isotopic  label  disappeared  from  al- 
veolar lipids  at  considerably  lower  rates  in  proteinosis 
than  in  control  experiments.  This  is  consistent  with 
abnormal  clearance  of  alveolar  secretions  in  protei- 
nosis. There  was  also  a marked  increase  in  lung  lipid 
synthesis  in  the  rats  with  silica-induced  proteinosis, 
but  this  was  not  observed  in  the  human  beings. 
Proteinosis  patients  incorporated  similar  amounts 
of  label  into  lavaged  lipids,  and  there  was  no  increase 
in  lipid  synthetic  rates  measured  in  vitro  in  resected, 
proteinotic  lung  tissue.38  It,  therefore,  appears  that 
increased  production  of  lipid  secretions  does  not  in- 
variably accompany  the  presence  of  the  alveolar  le- 
sion. The  measurements  in  the  rats  were  taken 
during  the  early  phases  of  development  of  the  lesion, 
and  it  may  he  that  the  observed  increase  in  lipid 
synthesis  simply  reflects  the  increased  cellularity  of 
the  lung  at  this  stage.3  21  A similar  pattern  might 
occur  in  early  stages  of  the  disease  in  human  beings. 
Thus,  although  increased  lung  lipid  synthesis  may 
play  a role  in  initiating  the  process,  it  is  not  neces- 
sarily involved  in  the  chronic  stage  of  alveolar  pro- 
teinosis. 

In  clinical  studies  of  another  type,44,45  radio-io- 
dinated  albumin  was  given  intravenously  to  patients 
with  alveolar  proteinosis;  in  the  majority  of  these 
patients  there  was  no  increase  in  the  amount  of  iso- 
tope appearing  in  the  lung,  nor  any  prolongation  of 


its  retention.45  Abnormal  transudation,  therefore, 
does  not  invariably  occur  with  proteinosis. 

Analysis  of  intra-alveolar  material 

By  far  the  greatest  number  of  investigative  efforts 
aimed  at  determining  the  cause  of  alveolar  protein- 
osis have  been  analyses  of  the  intra-alveolar  pro- 
teinotic material.  These  have  included  assessments 
of  its  physical  and  biologic  properties,2  46-50  mor- 
phology,23’51’52 and  chemical  composition.38’53-69 
The  most  commonly  used  source  material  for  these 
analyses  has  been  the  bronchoalveolar  lavage  effluent 
obtained  from  therapeutic  lavage  procedures  in  pa- 
tients with  alveolar  proteinosis.  Such  procedures 
generally  yield  20  to  80  Gm.  of  insoluble  material  per 
lung54;  therefore,  it  is  not  surprising  that,  in  spite  of 
the  small  number  of  patients  with  the  disease,  a great 
deal  of  analytic  data  has  been  generated. 

Material  obtained  by  lavage  may  be  separated  into 
a cellular  fraction,  an  acellular  sediment,  and  soluble 
components  by  simple  centrifugation  procedures. 
The  cells  in  the  lavage  return  are,  for  the  most  part, 
alveolar  macrophages,  although  degenerated  cells  are 
usually  present  which  may  derive  from  sloughed  type 
II  alveolar  epithelial  cells.52  These  macrophages 
contain  multiple  abnormal,  apparently  lipidic, 
cytoplasmic  inclusions.49’52  Their  total  lipid  content 
is  increased,  they  survive  poorly  in  cell  culture,  and 
they  show  decreased  chemotactic  and  microbicidal 
function.49’50 

The  insoluble  sediment  has  been  the  object  of  the 
largest  number  of  analytic  studies.  This  finely 
granular  substance  has  been  found  to  be  an  effective 
culture  medium  for  growth  of  Nocardia,  mycobac- 
teria, and  Aspergillus,  but  not  for  pneumococci.47 
Short  periods  of  exposure  to  the  sediment  do  not 
interfere  with  normal  phagocytic  functions  in  mac- 
rophages,48 but,  over  a time  course  of  several  days, 
the  material  induces  cellular  lipid  overload  in  cul- 
tures of  normal  monocytes,  which  then  resemble  the 
abnormal  alveolar  macrophages  of  patients  with 
proteinosis.49  The  sediment  is  comprised  chemically 
of  approximately  60  percent  protein,  35  percent  lipid, 
and  5 percent  carbohydrate,  based  on  dry  weight, 
averaged.38’54’58,66  The  sediment  contains  the  major 
part  of  the  total  lipid,  but  less  than  one  half  the  total 
protein  recoverable  by  lavage.66 

The  proteins  in  the  lavage  effluent  are  largely 
plasma-associated  species,53’54’56’65’68  but  a number 
of  investigators  have  also  reported  nonplasma  pro- 
tein components  in  both  the  soluble  and  insoluble 
fractions.53,54’68  In  most  reports,  the  individual 
plasma  proteins  have  been  present  in  proportions 
appreciably  different  from  those  in  the  circulation. 
Increased  relative  concentration  of  immunoglobulin 
G in  the  lavage  material  suggests  that  this  is  not  due 
to  molecular  sieving  in  a simple  transudation  pro- 
cess.53’65,68 The  authors  of  one  report,  however, 
believe  that  there  were  no  significant  differences 
between  alveolar  and  plasma  proteins  in  their  pro- 
teinosis patients.56  Different  laboratories  have 
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TABLE  I.  Phospholipids  of  bronchoalveolar  lavage  sediment 


Individual  Phospholipids  (percent  Total  Phospholipid) 


Source 

Phosphatidyl 

Choline 

Phosphatidyl 

Glycerol 

Bis-(mono- 

acylglyceryl) 

Phosphate 

Sphingo- 

myelin 

Phosphatidyl 

Ethanol- 

amine 

Alveolar  proteinosis58 

61 

8 

2 

8 

10 

Alveolar  proteinosis66 

65 

2 

4 

8 

5 

Alveolar  proteinosis"’ 

65 

3 

5 

14 

1 

Rabbit  lung  lavage7,1 

77 

7 

1 

2 

3 

Rabbit  tvpe  II  alveolar  cells74 

63 

4 

1 

10 

17 

Rabbit  alveolar  macrophages'4 

44 

2 

14 

17 

17 

provided  somewhat  different  characterization  data 
regarding  the  nonplasma  proteins  in  the  mate- 
rials9,6' 69  The  largest  number  of  studies  of  this 
type  have  been  performed  by  Lynn  and  coworkers. 
They  have  isolated  glycoproteins  of  molecular 
weights  250,000;  80,000;  62,000;  36,000;  and  26,000; 
all  of  these  molecules  contain  unusual,  collagen-like 
amino  acid  sequences  w-hich  include  hydroxypro- 
line.57,59,6'-69  The  different  molecules  share  anti- 
genic cross-reactivity  and  homologous  amino  acid 
sequences.  Certain  of  the  more  abundant,  insoluble, 
smaller  molecular  weight  species  appear  to  be  hy- 
drolytic products  of  the  larger,  soluble  glycopep- 
tides  69  Similar  glycoproteins  are  detectable  in  small 
amounts  in  lungs  of  normal  animals  and  may  be  se- 
cretory in  nature,  although  this  is  not  clearly  estab- 
lished.70 The  saccharide  side-chains  of  the  glyco- 
proteins appear  to  account  for  almost  all  the  carbo- 
hydrate content  of  the  lavage  fluid54;  therefore,  the 
PAS  positivity  of  the  alveolar  material  in  histologic 
sections  is  presumably  due  entirely  to  the  presence 
of  these  insoluble  shorter-chain  glycopeptides.  A 
small  amount  of  hyaluronic  acid  has  been  found  in 
the  soluble  fraction  of  lavaged  material;  no  other 
glycosaminoglycan  species  have  been  detected.64 

The  lipids  of  the  lavage  fluid  sediment  are  com- 
prised of  approximately  7 percent  neutral  acylgly- 
cerols,  4 percent  free  fatty  acids,  22  percent  choles- 
terol, and  65  percent  phospholipids,  averaged.8, 54,58,66 
The  lipids  are  not  bound  to  proteins  as  are  circulating 
lipoprotein  lipids,  and  most  of  the  cholesterol  is 
nonesterified,  unlike  plasma  cholesterol.  In  the  only 
study  in  which  glycolipids  were  analyzed,  a ganglio- 
side  and  cerebroside  were  found  to  comprise  3 per- 
cent of  the  total  lavage  sediment  lipid.58  These 
glycolipids  do  not  appear  to  occur  in  normal  bron- 
choalveolar secretions.71,72 

A great  deal  of  interest  has  centered  on  the  indi- 
vidual phospholipids  in  proteinotic  material  and 
their  possible  origin  from  surface-active  secretions 
of  the  alveolar  lining.  The  sediment  phospholipids 
have  the  same  molecular  stereoconfiguration  as  do 
normal  tissue,  the  circulating  and  secretory  phos- 
pholipids.55 Two  reports  of  complete  phospholipid 
analyses  of  the  lavage  sediment  are  available  in  the 
recent  literature58,66;  results  of  these  studies,  together 
with  comparable  data  from  analyses  performed  in  our 
laboratory,  are  shown  in  Table  I.73,74  The  major 


phospholipid  species  is  lecithin,  although  its  con- 
centration is  not  as  high  in  the  sediment  as  it  is  in 
alveolar  secretions  obtained  by  lavage  of  normal 
lungs.  Most  of  this  lecithin  appears  to  be  dipalmi- 
toyl  lecithin66;  this  molecular  subspecies  is  an  im- 
portant constituent  of  pulmonary  surfactant,37  but 
occurs  also  in  appreciable  quantities  in  alveolar 
macrophages  and  erythrocytes.75,76  The  sediment 
contains  phosphatidyl  glycerol,  a lipid  specifically 
associated  with  the  surfactant  system.37,74  The  other 
phospholipids  in  the  sediment  include  species  com- 
monly found  in  biologic  membranes,  as  well  as  bis- 
(monoacylglyceryl)phosphate,  a lipid  occurring  al- 
most exclusively  in  cell  lysosomes  and  particularly 
abundant  in  alveolar  macrophages.74,77,78  In  spite 
of  the  surface-active  lipids  contained  in  the  material, 
proteinotic  extracts  are  not  surface  active  and  appear 
to  inhibit  normal  surfactants  in  vitro  under  some 
conditions,2  possibly  owing  to  the  cholesterol  com- 
ponent of  the  sediment.46 

Results  of  ultrastructural  studies  of  the  lavage 
sediment  suggest  that  the  physical  form  of  the  al- 
veolar lipids,  as  well  as  their  chemical  composition, 
may  play  a role  in  determining  the  properties  of  the 
material  and  may  give  some  evidence  of  its  origin. 
Several  investigators  have  found  large  numbers  of 
myelin  figures  in  the  material.51,52  These  structures 
are  distinctively  different  from  lamellar  bodies,  the 
secretory  form  of  normal  surfactant,  and  their  pres- 
ence suggests  release  of  lipids  from  degenerating  cell 
membranes,  a common  event  in  cell  injury.79  La- 
mellar bodies  are  also  present  in  the  material,  but 
may  be  altered  by  coating  with  myelin-like  structures 
or  addition  of  carbohydrate.51,52  Such  changes  may 
affect  the  ability  of  secreted  lipids  to  absorb  to  air- 
fluid  interfaces  and  spread  along  surfaces,  a property 
which  may  be  important  in  normal  clearance  of  these 
secretions  from  the  alveolus.80 

Certain  enzymes  of  phospholipid  metabolism  have 
also  been  detected  in  lavaged  proteinotic  materi- 
al 60,62,63  These  include  a non-lysosomal  phospho- 
lipase A2,  an  enzyme  thought  to  be  important  in 
production  of  saturated  surfactant  lipids.63 

To  summarize  the  chemical  compositional  data, 
the  intra-alveolar  material  in  alveolar  proteinosis  is 
a complex  mixture  of  native  biologic  substances;  no 
constituent  has  yet  been  identified  which  it  not  also 
found  in  the  normal  lung  and  circulation.  Certain 
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components  of  the  material  are  sufficiently  distinc- 
tive chemically  to  indicate  their  origins  in  alveolar 
secretions,  circulating  blood,  and  subcellular  struc- 
tures, including  alveolar  macrophage  lysosomes. 
Compositional  data,  therefore,  do  not  support  the 
concept  that  proteinotic  material  is  derived  from  a 
single  source,  either  alveolar  secretions  or  blood 
plasma.  Great  caution  should  be  used  in  applying 
chemical  findings  in  proteinotic  residue  to  normal 
pulmonary  secretions. 

Conclusions 

Alveolar  proteinosis  results  from  a variety  of  types 
of  chronic  lung  injury  in  experimental  animals,  and 
probably  also  in  man.  It  is  clear  that  host  factors  are 
critical  in  determining  whether  proteinosis  occurs. 
Although  the  nature  of  these  host  factors  is  not  pre- 
cisely known,  they  appear  to  include  alterations  of 
the  reticuloendothelial  system,  since  hypersensiti- 
zation with  horse  serum,35  and  Freund’s  adjuvant,14 
predisposes  animals  to  the  lesion,  and  the  human 
disease  has  significant  associations  with  hematologic 
malignancy,  lymphomas,12  and  congenital  immu- 
nodeficiency states.13 

The  lesion  probably  begins  as  a cellular  intra- 
alveolar  infiltration  by  macrophages,  resembling 
desquamative  interstitial  pneumonitis  or  lipid 
pneumonia.  There  may  be  an  accompanying  tem- 
porary stimulation  of  the  surfactant  system,  with 
hyperplasia,  hypertrophy,  and  increased  secretory 
activity  of  type  II  epithelial  cells,43  a change  seen  in 
many  other  types  of  lung  injury,  including  early 
phases  of  fibrotic  lung  disease.81’82  The  macro- 
phages which  accumulate  in  alveoli  in  proteinosis  are, 
or  become,  functionally  abnormal,  with  decreased 
microbicidal  capability.49'50  Breakdown  of  macro- 
phages, accompanied  by  some  epithelial  cell  break- 
down and  transudation  of  plasma  proteins,  leads  to 
the  appearance  of  an  amorphous  sediment  in  al- 
veoli. 

It  is  not  clear  what  role  released  macrophage  ly- 
sosomal enzymes  might  play  in  this  process.  Al- 
veolar stasis  results,  probably  due  at  least  in  part  to 
entrapment  of  surface-active  secretions  in  the  sedi- 
ment, and  to  decreased  macrophage  motility.49 
There  is  a tendency  for  the  lesion  to  become  self- 
perpetuating  and  progressive,  since  the  sediment  can 
itself  induce  cytopathic  alterations  in  normal  mac- 
rophages.49 Once  established,  the  lesion  is  at  high 
risk  of  superinfection,  due  probably  to  the  culture- 
medium-like  properties  of  the  sediment  for  fungi  and 
myobacteria,  as  well  as  to  alveolar  stasis  and  micro- 
bicidal defects  in  alveolar  macrophages.47 

One  requirement  of  an  agent  hypothetically  in- 
ducing alveolar  proteinosis  would  be  the  ability  to 
injure  and  cause  disintegration  of  alveolar  macro- 
phages without  appreciably  damaging  the  compo- 
nents of  the  alveolar  wall.  This  would  account  for 
the  infrequent  appearance  of  the  lesion  in  the  clinical 
setting.  In  the  most  common  forms  of  diffuse  lung 


injury  of  known  cause,  the  responsible  agents  appear 
to  act  initially  on,  and  affect  most  severely,  the  deli- 
cate type  I epithelial  cells  and  capillary  endothelium, 
and  the  picture  of  diffuse  interstitial  fibrosis  results 
if  injury  is  sustained.83  One  possible  mechanism  by 
which  alveolar  macrophages  might  become  specific 
targets  of  injury  in  early  alveolar  proteinosis  would 
be  if  an  agent  became  cytotoxic  only  after  phagocy- 
tosis. Abnormal  surfactant  has  been  proposed  as  a 
possible  source  of  injury  to  these  cells  in  proteinosis84 
since  alveolar  macrophages  actively  phagocytose 
surfactant  in  the  normal  lung.85  It  is  possible  that 
production  of  proteinosis  by  lipid-binding  drugs  in- 
volves initial  alteration  of  surfactant  lipids.27 

A better-documented  example  of  an  agent  pro- 
ducing injury  consequent  to  phagocytosis  is  silica 
dust.  Silicotic  injury  to  tissues  is  known  to  depend 
on  the  ability  of  the  particles  to  cause  disruption  of 
phagolysosomes  after  uptake  by  macrophages,  re- 
sulting in  cell  destruction  and  release  of  acid  hydro- 
lases and  other  harmful  factors.86  In  the  usual  forms 
of  clinical  silicosis  and  its  experimental  models,  this 
is  a slow  process  occurring  after  dust-laden  macro- 
phages have  entered  the  interstitium,  and  secondary 
effects  on  fibroblasts  and  interstitial  cells  result  in 
fibronodular  disease.  The  sustained,  massive  silica 
dust  loads  which  produce  alveolar  proteinosis  in 
animals  and  man  probably  do  so  by  overwhelming 
the  intra-alveolar  macrophage  population,  causing 
wholesale  breakdown  of  cells  within  the  airspace. 
The  alveolar  epithelial  barrier  remains  intact,  pro- 
tecting the  interstitium  against  released  toxic  and 
fibrogenic  factors.  The  majority  of  clinical  cases, 
which  appear  to  be  associated  with  no  more  than 
incidental  occupational  or  environmental  exposure, 
may  arise  from  occult  abnormalities  in  surfactant 
metabolism  or  macrophage  susceptibility.  At  least 
these  appear  to  be  the  areas  worthy  of  further  in- 
vestigation in  the  face  of  our  present  knowledge  of 
this  lesion. 
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the  literature  and  enlarges  on  suggested  criteria  including 
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RDS  (respiratory  distress  syndrome)  is  a major 
cause  of  morbidity  and  death  in  the  neonatal  period. 
Avery1  and  Farrell  and  Avery2  reported  a 14-percent 
incidence  of  RDS  in  low-birthweight  newborns, 
whereas  Cruz  et  al.3  reported  a 6-percent  incidence 
of  RDS  in  all  newborns. 

The  analysis  of  AF  (amniotic  fluid)  obtained  by 
amniocentesis  or  at  the  onset  of  labor  may  be  utilized 
to  predict  the  likelihood  of  the  development  of  RDS 
in  the  newborn.  The  following  determinations  from 
AF  have  been  used  to  assess  fetal  pulmonary  matu- 
rity: lecithin  concentration  (L)4’5;  lecithin-sphin- 
gomyelin ratio  (L/S)6;  FST  (foam  stability  test)7;  and 
presence  and/or  absence  of  PG  (phosphatidylgly- 


AF  ( amniotic  fluid)  samples  (112)  were  obtained  in 
the  third  trimester  of  pregnancy  for  determination 
of  lecithin  concentration  (L)  and/or  the  FS1'  (foam 
stability  test ).  In  7H  samples,  simultaneous  deter- 
minations of  lecithin  concentration  and  FST  were 
done.  In  20  samples,  additional  determinations  for 
the  presence  of  PC  (phosphatidylglycerol),  absence 
of  PI  ( phosphatidylinositol ) and/or  creatinine  con- 
centration ((’)  were  performed.  Lecithin  concen- 
tration showed  a linear  increase  from  the  thirty-third 
to  the  fortieth  week  of  pregnancy  of  1 mg.  per  deciliter 
euery  8 .1  days  (r  = 0.923).  In  the  presence  of  positive 
or  intermediate  AF,  FST  findings,  no  newborn  de- 
veloped the  RDS  (respiratory  distress  syndrome).  Of 
32  samples  with  negative  FST  findings,  four  new- 
borns (12.5  percent)  developed  RDS,  although  the 
lecithin  concentration  was  greater  than  3.5  mg.  per 
deciliter.  In  three  of  the  four  newborns  with  RDS, 
the  AF,  creatinine  concentration  was  2 mg.  per 
deciliter.  In  AF  of  two  of  the  three  newborns  with 
RDS,  PG  and  PI  were  present.  This  study  suggests 
that:  (a ) in  the  presence  of  positive  and  doubtfully 
positive  AF,  FST  findings,  RDS  in  the  newborn  does 
not  occur,  (b)  RDS  in  the  newborn  may  occur  if  the 
AF,  lecithin  concentration  is  greater  than  3.5  mg.  per 
deciliter,  PG  is  present,  and  creatinine  concentration 
is  less  than  2 mg.  per  deciliter,  and  (c)  the  following 
combination  of  AF  tests  should  be  used  to  ensure  the 
birth  of  a newborn  without  RDS:  lecithin  concen- 
tration is  greater  than  5 mg.  per  deciliter,  FST  find- 
ings positive  or  PG  present,  PI  preferably  absent,  and 
creatinine  concentration  equal  to  or  greater  than  2 
mg.  per  deciliter. 


cerol)  and  PI  (phosphatidylinositol).8  The  con- 
centration of  creatinine  in  the  AF  has  also  been  used 
as  an  index  of  fetal  maturity.9 

In  this  study  we  have  evaluated  the  relationship 
of  the  indexes  of  the  fetal  pulmonary  maturity  tests 
and  creatinine  concentration  in  the  AF  and  the  de- 
velopment of  RDS  in  the  newborn. 

Material  and  method 

From  January,  1976,  to  July,  1978, 112  AF  samples 
were  obtained  from  98  “high-risk”  patients:  55 

percent  had  previous  C/S  (cesarean  sections);  24 
percent  were  diabetics;  and  13  percent  were  hyper- 
tensive or  preeclamptic.  In  approximately  84  per- 
cent of  the  patients,  the  AF  samples  were  obtained 
after  37  to  38  weeks  of  gestation.  The  delivery  was 
by  C/S  in  79  percent  of  patients  because  of  high-risk 
factors. 

The  FST  was  performed  by  the  method  of  Cle- 
ments et  al.7  Lecithin  concentration  and  PG  and  PI 
determinations  were  performed  by  methods  of 
Rosenthal  et  al.10’11  and  Ayromlooi  et  al.12  Creati- 
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FIGURE  1.  Concentration  of  lecithin  in  amniotic  fluid  from 
33  to  40  weeks  of  gestation. 


nine  concentration  was  measured  by  an  automated 
version  of  the  Jaffe  picric-acid  method.13 

All  the  newborns  were  carefully  evaluated  in  the 
delivery  room,  and  followed  within  the  first  12  hours 
of  life  for  clinical  evidence  of  RDS.  If  clinical  signs 
were  present,  a roentgenogram  was  obtained  and 
appropriate  therapy  was  instituted. 

Results 

The  concentration  of  lecithin  in  the  AF  from  33  to 
40  weeks’  gestation  showed  a linear  increase  of  1 mg. 
per  deciliter  every  8.4  days  (r  = 0.923)  (Fig.  1). 

Positive  FST  findings,  including  one  false  positive 
FST  finding,  were  obtained  in  18  of  78  (23  percent) 
of  AF  samples;  an  intermediate  (plus-or-minus)  FST 
finding  was  noted  in  28  of  78  (37  percent)  AF  sam- 
ples. No  newborn  in  these  groups  developed  RDS. 
In  one  newborn  with  false  positive  FST  findings,  AF 
sample  developed  RDS.  Negative  FST  findings 
were  observed  in  32  of  78  (40  percent)  of  AF  samples, 
and  4 (12.5  percent)  newborns  from  this  group  de- 
veloped RDS  in  the  neonatal  period. 

A positive  FST  finding  was  associated  with  a lec- 
ithin concentration  of  greater  than  5 mg.  per  deciliter 
in  94.4  percent  of  AF  samples.  A plus-or-minus  FST 
finding  was  associated  with  a lecithin  concentration 
of  greater  than  5 mg.  per  deciliter  in  92.8  percent  of 
samples.  In  association  with  negative  FST  findings, 
only  43.3  percent  of  AF  samples  had  a lecithin  con- 
centration of  greater  than  5 mg.  per  deciliter. 

All,  except  one  of  the  newborns  who  developed 
RDS,  had  lecithin  concentrations  equal  to  or  greater 
than  5 mg.  per  deciliter  in  corresponding  AF  samples. 
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FIGURE  2.  Relationship  of  lecithin  concentration  and  the 
foam  stability  test  in  amniotic  fluid  from  33  to  40  weeks’ 
gestation. 


One  newborn  with  a congenital  malformation  de- 
veloped RDS  with  an  AF  and  lecithin  concentration 
of  5.6  mg.  per  deciliter.  Figure  2 shows  the  rela- 
tionship of  lecithin  concentration  and  the  FST 
findings.  No  newborn  with  positive  or  plus-or-minus 
AF  FST  findings  developed  RDS.  RDS  occurred 
only  in  those  newborns  who  had  either  a negative  or 
a false  positive  (bloody  tap)  AF  FST  finding. 

In  20  AF  samples,  in  addition  to  the  determination 
of  the  FST  findings  and  the  lecithin  concentration, 
the  presence  or  absence  of  PG,  PI,  and  creatinine 
concentration  was  also  determined.  The  following 
case  reports  will  illustrate  the  usefulness  of  these 
additional  indexes  of  fetal  maturity. 

Case  reports 

Case  1.  A 19-year-old  gravida  2,  para  0-0- 1-0,  class  D 
diabetic,  was  delivered  by  C/S  during  the  thirty-fifth  week 
of  gestation.  An  amniocentesis  done  earlier  on  the  day  of 
delivery  revealed  negative  FST  findings,  with  a lecithin 
concentration  of  5.6  mg.  and  creatinine  of  1.6  mg.  per 
deciliter.  A female  infant  was  delivered,  weighing  2,270 
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Cm.  with  one-  and  five-minute  Apgar  scores  of  6 and  8 re- 
spectively, and  she  developed  mild  RDS  (type  II)  postna- 
tally.  This  newborn  had  a tracheoesophageal  fistula, 
which  required  surgical  intervention.  The  infant  died  of 
surgical  complications. 

Case  2.  An  18-year-old  gravida  2,  para  0-0-1  -0,  class  I) 
diabetic  was  delivered  by  C/S  at  term.  An  AF  analysis, 
done  at  the  thirty-eighth  week  of  gestation,  had  a lecithin 
concentration  of  3.4  mg.  per  deciliter,  and  a negative  FST 
finding.  Subsequent  AF  samples  at  the  thirty  ninth  and 
fortieth  weeks  had  a lecithin  concentration  of  4.6  mg.  per 
deciliter  and  positive  FST  findings,  but  these  samples  were 
contaminated  with  blood.  The  male  newborn,  hirthweight 
2,043  Gm.  (small  for  gestational  age  at  40  weeks’  gestation) 
with  Apgar  scores  of  7 and  10  at  one  and  five  minutes  re- 
spectively, developed  type  II  RDS  and  recovered. 

Case  3.  A 24-year-old  gravida  2,  para  1 -0-0-1  was  de- 
livered by  repeat  C/S  at  the  thirty-ninth  week  of  gestation. 
AF  analysis  immediately  prior  to  delivery  revealed  a leci- 
thin concentration  of  3.7  mg.  per  deciliter  and  negative 
FST  findings.  The  female  newborn,  2,781  Gm.  with  Apgar 
scores  of  4 and  6 at  one  and  five  minutes,  developed  type 
II  RDS  and  recovered. 

Case  4.  A 27-year-old  gravida,  2,  para  0-1 -0-0,  whose 
first  pregnancy  was  complicated  bv  severe  preeclampsia, 
required  delivery  by  C/S;  this  first  newborn  had  expired 
with  severe  RDS.  The  present  pregnancy  had  been  com- 
plicated by  chronic  hypertension.  At  about  36  to  37  weeks’ 
gestation,  an  amniocentesis  was  performed.  The  AF  lec- 
ithin concentration  was  5 mg.  per  deciliter,  PG  and  PI  were 
present,  and  creatinine  concentration  was  1.4  mg.  per 
deciliter.  A repeat  C/S  was  performed,  and  a 2,355-Gm. 
male  infant  with  Apgar  scores  of  9 at  one  minute  and  9 at 
five  minutes  was  delivered.  The  newborn  developed  se- 
vere RDS,  but  survived. 

Case  5.  A para  1-0-0- 1,  had  had  a previous  C/S.  The 
present  pregnancy  was  diagnosed  as  a twin  gestation.  An 
AF  analysis  revealed  negative  FST  findings,  lecithin  con- 
centration of  5 mg.  per  deciliter,  PG  present,  PI  present, 
and  a creatinine  concentration  of  1.8  mg.  per  deciliter.  A 
repeat  C/S  was  performed.  Twin  A (male,  2,524  Gm.)  and 
twin  B (female,  3,092  Gm.),  both  had  one-minute  Apgar 
scores  of  9 and  five-minute  scores  of  10.  Both  developed 
type  II  RDS  and  recovered. 

Comment 

This  study  suggests  that  the  positive  and  plus- 
or-minus  AF  FST  findings  are  reliable  indicators  of 
fetal  pulmonary  maturity.  A negative  AF  FST 
finding  is  a less  reliable  indicator  of  fetal  lung  ma- 
turity. Only  4 of  32  (12.5  percent)  babies  who  had 
negative  AF  FST  findings  developed  RDS,  yielding 
an  87.5  percent  false  negative  result.  Bhagwanani, 
Fahmv,  and  Turnbull4  reported  that  a positive  AF 
FST  finding  is  associated  with  a lecithin  concentra- 
tion of  7.1  mg.  to  24  mg.  per  deciliter,  and  none  of 
those  newborns  developed  RDS.  The  range  of  leci- 
thin concentration  with  plus-or-minus  FST  findings 
was  1.2  mg.  to  19  mg.  per  deciliter;  with  a negative 
FST  finding,  the  range  of  lecithin  was  0.92  mg.  to  10.1 
mg.  per  deciliter.  Six  of  25  (24  percent)  newborns 
with  negative  FST  AF  samples  developed  RDS. 

In  contrast  with  the  reports  of  Bhagwanani, 
Fahmv,  and  Turnbull4  and  Nelson,5  our  study 


suggests  that  a newborn  with  an  AF  lecithin  con- 
centration of  greater  than  3.5  mg.  per  deciliter  is  at 
risk  of  developing  RDS.  In  this  report,  all  five 
newborns  who  developed  RDS  had  AF  lecithin  con- 
centrations of  greater  than  3.5  mg.  per  deciliter.  We 
therefore  suggest  that  an  AF  lecithin  concentration 
of  greater  than  5 mg.  per  deciliter  should  be  used  as 
an  index  of  “mature”  fetal  lungs. 

It  also  has  been  reported  that  the  presence  of  PG 
in  the  amniotic  fluid  is  predictive  of  the  absence  of 
RDS  in  the  newborn.8  This  study,  however,  reports 
two  infants  with  PG  present  in  the  AF  who  developed 
RDS,  although  mild.  Both  newborns  had  AF  leci- 
thin concentrations  greater  than  3.5  mg.  and  creati- 
nine concentrations  less  than  1.9  mg.  per  deciliter. 
There  was  no  evidence  of  sepsis  in  either  of  the 
newborns. 

These  observations  suggest  a definite  need  for  the 
use  of  a battery  of  tests  to  preclude  the  development 
of  RDS  in  the  neonate.  At  this  institution  we  use  the 
following  determinations  to  assess  both  lung  and  fetal 
maturity:  determination  of  AF,  FST,  lecithin  con- 
centration presence  or  absence  of  PG  and  PI,  and  the 
creatinine  concentration.  A positive  FST  finding  is 
highly  suggestive  that  the  newborn’s  lung  is  “mature” 
and  that  he  will  he  free  of  RDS,  even  if  the  mother  is 
diabetic.  However,  a negative  FST  finding,  because 
of  the  high  incidence  of  false  negative  results,  is  not 
a reliable  indicator  of  lung  maturity.  Similar  pitfalls 
may  be  encountered  if  only  one  index  in  the  AF  is 
used  to  assess  maturity. 

Suggested  protocol 

In  light  of  the  relative  ease  with  which  the  FST  is 
performed  and  its  low  cost,  we  recommend  per- 
forming this  test  on  all  amniotic  samples.  If  the 
foam  test  findings  are  unquestionably  positive,  no 
further  analysis  is  indicated.  An  intermediate  or 
negative  FST  finding  warrants  further  analysis,  in- 
cluding absolute  lecithin  concentration,  presence  or 
absence  of  PG  and  PI,  and  creatinine  concentration. 
Those  samples,  with  lecithin  concentration  more 
than  5 mg.  per  deciliter,  PG  present  with  PI  absent, 
and  creatinine  concentration  greater  than  2 mg.  per 
deciliter,  should  be  considered  as  definite  indexes  of 
a mature  fetus  and  mature  lungs,  with  the  occurrence 
of  RDS  in  the  newborn  very  unlikely.  If  the  FST 
findings  are  negative,  with  lecithin  concentration  of 
less  than  5 mg.  per  deciliter,  PG  absent,  PI  present, 
and/or  creatinine  concentration  equal  to  or  less  than 
2 mg.  per  deciliter,  the  potential  development  of  RDS 
in  the  newborn  is  enhanced.  Management  of  the 
patient  at  this  time  warrants  subsequent  AF  analysis 
at  weekly  intervals  until  the  criteria  for  maturity  are 
fulfilled.  By  adherence  to  the  preceding  protocol, 
the  obstetrician  may  reduce  to  a minimum  the  oc- 
currence of  RDS  in  the  newborn  at  or  near  term. 

Department  of  Obstetrics  and  Gynecology 
Long  Island  -Jewish-Hillside  Medical  Center 
New  Hyde  Park,  New  York  11042 
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Death  rate  climbs  for 
underweight  individuals 

Everyone  knows  it’s  unhealthy  to  be  fat. 

And  it’s  healthy  to  be  skinny,  right? 

Wrong,  says  a report  from  the  long-term  Framingham 
study  in  Massachusetts. 

It’s  not  necessarily  healthy  to  be  underweight,  Paul 
Sorlie  of  the  National  Heart,  Lung  and  Blood  Institute, 
Bethesda,  Md.,  reports  in  the  May  9 Journal  of  the  Amer- 
ican Medical  Association. 

In  a 24-year  study  of  5,209  men  and  women  aged  30  to 
60  years,  it  was  found,  as  expected,  that  the  obese  had  a 
higher  death  rate  than  those  of  average  weight.  But  the 
researchers  were  surprised  to  find  that  the  underweight 
also  died  more  frequently  than  those  of  average  poundage, 
Sorlie  says. 

Medical  science  had  for  many  years  accepted  the  find- 
ings of  a 1959  Build  and  Blood  Pressure  study  (BBPS) 
made  by  the  insurance  industry,  in  which  it  was  deter- 
mined that  those  markedly  underweight  outlived  those  of 
normal  weight.  But  the  Framingham  study  reported  this 
month  found  differently. 

Says  Sorlie: 
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“The  Framingham  study  confirms  what  is  well  known, 
that  greater  weight  is  associated  with  higher  blood  pres- 
sures, higher  serum  cholesterol  levels,  higher  levels  of  uric 
acid  (and  a greater  prevalence  of  gout),  and  high  blood 
glucose  levels  (and  a greater  prevalence  of  diabetes).” 

But  underweight  also  caused  early  deaths,  and  there  is 
only  speculation  as  to  why,  he  says.  More  of  the  under- 
weights smoked,  but  the  statistics  were  adjusted  for  this 
factor.  Some  of  the  skinny  ones  may  have  been  under- 
weight because  of  an  unrecognized  illness  that  hastened 
death. 

“The  findings  with  respect  to  persons  of  lower  than  av- 
erage weight  raise  some  questions  as  to  the  health  benefits 
from  weight  reduction  in  persons  of  average  or  near  average 
weight,”  he  says. 

Sorlie  added,  however,  that  “it  is  questionable  whether 
data  of  this  sort  justify  a prescription  for  weight  changes 
in  persons.” 

In  an  accompanying  editorial,  JAMA  Senior  Editor 
Samuel  Vaisrub,  M.D.,  says: 

“These  results  from  the  Framingham  study  are  likely  to 
raise  many  eyebrows.  If  uncontested,  they  may  provoke 
changes  in  dietary  regimens.  They  also  may  restore  cor- 
pulence to  its  former  esthetic  glory.” 
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EKGs  ( electrocardiograms ) were  recorded  at  the 
bedside  using  the  portable  IBM  5880  acquisition  and 
analysis  cart — 0 three-channel  EKG  machine  with 
a microprocessor  that  records  and  interprets  the 
tracings  in  80  seconds,  using  the  12-lead  Bonner 
program.  EKGs  were  done  on  500  patients,  resulting 
in  821  diagnostic  statements;  the  results  were  re- 
viewed independently  by  six  cardiologists.  The 
computer  provided  a reliable  separation  of  normal 
from  abnormal  and  was  accurate  in  194  of  196,  or  99 
percent,  of  the  tracings  interpreted  by  the  program 
as  normal;  90  percent  of  the  computer-abnormal 
statements  were  correct,  and  additional  statements 
were  added  by  the  cardiologists  in  15  patients. 
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There  are  many  applications  of  the  computer  to 
the  field  of  medicine;  some  are  in  use  at  present,  and 
others  will  be  in  the  near  future.  Its  most  wide- 
spread use  at  this  time  involves  electrocardiographic 
interpretation.  Computer  analysis  of  the  electro- 
cardiogram was  initiated  about  20  years  ago  and  is 
now  practical.  A recent  comprehensive  review  by 
Caceres1  discusses  many  aspects  of  computer  EKG 
(electrocardiogram)  analysis,  including  its  imminent 
widespread  application  in  this  country. 

Several  more  or  less  independent  procedures  are 
needed  to  arrive  at  a computer-interpreted  EKG. 
Initially,  the  data  are  acquired  by  a three-channel 
electrocardiograph  that  records  a 12-lead  EKG,  3 
orthogonal  or  vector  leads,  or  both.  An  analog  signal 
on  magnetic  tape  is  used  for  recording  and  storage. 
Since  the  computer  deals  with  numbers  only,  an 
analog-to-digital  converter  is  used  to  convert  the 
electrocardiographic  tracing,  that  is,  the  analog  sig- 
nal, into  a series  of  numbers  or  digits.  Work  in  this 
area  was  done  originally  by  Taback  et  al.,2  and  later 
expanded  by  Stallmann  and  Pipberger3  and  Caceres 
et  al.4  Samples  of  the  EKG  tracing  are  usually  taken 

Presented  in  part  at  the  173rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  Symposium,  Surgical  Update:  Management  and  Pitfalls 
of  Surgical  Care,  Sunday,  September  16,  1979. 


at  intervals  of  from  two  to  four  msec.  The  digitized 
values  then  are  read  into  the  computer  and  compared 
with  the  criteria  of  the  analysis  program.  One 
computer  program  is  used  for  wave  recognition.  A 
second  is  used  to  determine  wave  amplitudes  and 
duration,  as  well  as  various  time  intervals.  Still  an- 
other routine  is  used  for  rhythm  analysis,  as  first 
developed  by  Bonner  and  Schwetman  in  1968.5 

Actually,  as  applied  today,  one  structured  multi- 
phased  program  is  used  that  identifies  waves,  per- 
forms the  various  measurements,  and  analyzes 
rhythm  and  contour.  Currently,  most  records  are 
stored  on  tape  or  disk.  Although  some  comparison 
programs  of  serial  tracings  have  been  undertaken,6 
more  evaluation  of  such  programs  is  needed.  The 
results  of  the  last  20  years  suggest  that  computer 
analysis  of  EKG  is  good  for  normal  tracings  and  less 
so  for  tracings  the  computer  labels  as  abnormal. 
When,  using  a 12-lead  program,  a computer  inter- 
prets the  EKG  tracing  as  normal,  it  has  about  98  to 
99  percent  probability  of  being  correct,  allowing  for 
minor  degrees  of  S-T  segment  deviation.7 

Since  1968,  the  IBM  (International  Business 
Machines)  Corporation  has  performed  more  than 
160,000  (100,000  initial  and  60,000  follow-up)  mul- 
tiphasic  health  testing  examinations  on  its  employees 
and,  for  most  subjects,  has  recorded  the  EKG  on  tape 
for  computer  analysis.  Until  July,  1974,  the 
Smith-Hyde  vector-lead  program  was  used,8  and, 
since  then,  the  Bonner  12-lead  program,  version  1, 
has  been  used.9  In  our  experience,10’11  the  computer 
is  highly  accurate  in  interpreting  normal  tracings  and 
has  less  than  a one-in-five  possibility  of  being  in  error 
for  abnormal  EKG  tracings. 

In  the  earlier  studies,  a rather  large  IBM  370 
computer  was  used.  Miniaturization  has  occurred 
in  the  computer  field  as  it  has  elsewhere.  To  make 
computer  analysis  of  EKGs  more  practical,  a smaller 
portable  cart  was  developed  with  a self-contained 
computer  that  would  provide  almost  immediate 
analysis,  that  is,  in  80  seconds,  of  the  EKG  on  site  in 
any  location. 
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FIGURE  1.  Picture  of  5880  system  at  bedside. 


This  study  presents  our  findings  in  the  first  500 
patients  whose  EKGs  were  analyzed  by  computer  in 
a hospital  setting,  as  compared  to  the  findings  of  six 
cardiologists  who  reviewed  all  of  the  EKGs  inde- 
pendently. 

Methods 

In  this  study,  the  IBM  5880  ECG  Acquisition  and 
Analysis  System  was  used  (Fig.  1).  This  consists  of 
a three-channel  portable  EKG  machine  plus  a small 
minicomputer  or  microprocessor.  It  uses  the  same 
12-lead  Bonner  EKG  analysis  program,  5890-PPl, 
as  had  been  used  with  the  larger  IBM  computers. 
The  5880  cart  records  the  EKG  signal,  digitizes  it, 
checks  for  artifact,  analyzes  it,  and  prints  a report. 
Measurements  are  made  of  every  beat  in  every  lead, 
and  a rhythm  analysis  is  performed  as  well  as  a con- 
tour analysis  to  determine  the  typical  beat.  The 
criteria  used  for  the  rhythm  and  contour  analysis  are 
the  same  as  those  developed  by  IBM  scientist  Ray- 
mond Bonner  in  1976  for  use  on  larger  IBM  systems. 
This  interpretation  is  printed  above  the  EKG  (Fig. 
2);  all  EKGs  are  reviewed  by  a cardiologist  at  a later 
time.  The  analysis  itself  usually  takes  80  seconds  for 
normal  readings  and  somewhat  longer  for  complex 
arrhythmias. 
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TABLE  I.  Computer-abnormal  EKG  statements  from 
304  patient’s  EKG  tracings 


Interpretation \ 

Missed  by 


Diagnosis 

Correct 

(True 

Positive) 

Incorrect 

(False 

Positive) 

Computer 

(False 

Negative) 

First-degree  heart  block 

24 

1 

2 

Arrhythmias 

56 

13* 

3 

Left  ventricular 

53 

9 

hypertrophy 

Right  ventricular 

3 

5 

1 

hypertrophy 

Left  bundle  branch 

10 

0 

1 

block 

Right  bundle  branch 

45 

2 

2 

block 

Intraventricular 

32 

8 

conduction  defect 

S-T  abnormality 

73 

10 

4 

T abnormality 

90 

7 

4 

Inferior  Mlf 

42 

2 

4 

Posterior  MI 

1 

i 

1 

Anterior  MI 

26 

0 

Left  axis 

43 

0 

Right  axis 

4 

0 

Low  voltage 

15 

0 

2 

Left  atrial  enlargement 

6 

0 

Pacemaker 

4 

0 

P-R  interval  short 

3 

0 

i 

lntra-atrial  block 

8 

1 

Right  atrial  enlargement 

1 

0 

Prolonged  Q-T  interval 

2 

0 

Totals 

541 

59 

25 

TABLE  II.  Diagnostic  EKG  statements 


Diagnosis 

r 

Sensi- 

tivity 

Speci- 

ficity 

Predict- 

ability 

First-degree  heart  block 

92 

100 

96 

Arrhythmias 

95 

97 

81 

Left  ventricular 

100 

98 

85 

hypertrophy 

Right  ventricular 

75 

98 

37 

hypertrophy 

Left  bundle  branch 

91 

100 

100 

block 

Right  bundle  branch 

96 

99 

96 

block 

Intraventricular 

100 

97 

80 

conduction  defect 

S-T  abnormality 

95 

98 

88 

T abnormality 

96 

98 

93 

Inferior  MI 

91 

99 

95 

Posterior  MI* 

50 

100 

50 

Anterior  MI 

100 

100 

100 

Left  axis 

100 

100 

100 

Right  axis 

100 

100 

100 

Low  volt 

88 

100 

100 

Left  atrial  enlargement 

100 

100 

100 

Pacemaker 

100 

100 

100 

P-R  interval  short* 

75 

100 

100 

lntra-atrial  block 

100 

100 

89 

Right  atrial  enlargement 

100 

100 

100 

Prolonged  Q-T  interval 

100 

100 

100 

* Two  patients. 

* Four  patients. 


* Seven  undetermined. 
f Myocardial  infarction. 


Six  cardiologists  reviewed  the  first  500  EKGs;  this 
was  done  independently  and  in  a “blind”  manner 
such  that  no  electrocardiographer  had  any  knowledge 
of  the  interpretation  made  by  any  of  the  other  five 
cardiologists.  If  more  than  one  half  disagreed  with 
the  computer  interpretation,  the  EKG  finding  was 
listed  as  “incorrect.” 

The  data  were  collected  and  are  presented  in  a 
tabular  form  (Tables  I and  II).  In  an  effort  to  de- 
termine the  strong  and  weak  points  of  the  various 
criteria  used,  the  different  computer  statements  were 
scrutinized  according  to:  (1)  sensitivity,  (2)  speci- 
ficity, and  (3)  predictability.  These  three  features 
are  defined  as  follows: 


Sensitivity  = 
Specificity  = 


True  Positives 


Predictability  = 


True  Positives  + False  Negatives 
True  Negatives 

True  Negatives  + False  Positives 
True  Positives 


True  Positives  + False  Positives 


Results 

The  general  EKG  classification  in  our  population 
group  of  500  patients  was  as  follows.  There  were  194 


normal  patient  EKG  findings  which  were  correctly 
interpreted  by  computer  and  two  which  were  read 
erroneously  as  normal.  In  both  errors  the  EKGs 
showed  minor  S-T  deviation,  and  both  were  read  by 
all  of  the  cardiologists  as  minimal  nonspecific  S-T 
abnormality.  None  of  the  304  abnormal  patient 
EKG  findings  was  called  normal  by  the  computer 
program,  and  in  244  of  these  tracings,  all  computer 
statements  were  correct;  the  remaining  60  cases  had 
at  least  one  statement  error.  Of  the  total  of  304  ab- 
normal cases,  the  computer  made  600  statements  of 
which  541,  or  90  percent,  were  correct.  There  were 
59  statement  errors.  In  addition,  25  statements 
which  should  have  been  made  were  omitted  by  the 
program  and  these  were  added  by  the  cardiologists. 
These  abnormal  EKG  findings  are  listed  in  different 
diagnostic  categories  in  Table  I as  correct  or  incor- 
rect. 

In  Table  II,  we  analyzed  the  diagnoses  made  by 
computer  insofar  as  sensitivity,  specificity,  and 
predictability  are  concerned.  While  the  obvious 
error  here  would  appear  to  be  the  diagnosis  of  pos- 
terior myocardial  infarction,  there  were  only  two 
cases  in  this  category,  and,  therefore,  the  figures  are 
not  meaningful.  It  is  evident  from  Table  II  that  the 
sensitivity  for  most  diagnoses  is  rather  high,  that  is, 
above  90  percent,  except  for  a short  P-R  interval  and 
RVH  (right  ventricular  hypertrophy),  both  occurring 
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75  percent  of  the  time.  The  specificity  for  all  state- 
ments is  very  high — above  95  percent.  Predictability 
percentages  were  also  high. 

Comment 

By  this  method,  the  differentiation  of  the  normal 
from  the  abnormal  EKG  tracing  is  reliable.  Com- 
puter interpretation  of  the  EKG  using  this  system  is 
accurate  in  the  classification  of  normal;  194  of  196, 
or  99  percent,  called  normal  by  computer  were  cor- 
rect. Of  the  tracings  called  abnormal,  541  of  600 
statements,  or  90  percent,  were  correct;  an  additional 
25  statements  were  added  by  cardiologists  in  15 
subjects.  In  the  abnormal  EKG  finding,  the  com- 
puter may  err  and  still  be  close  to  the  correct  diag- 
nosis. Of  the  abnormal  tracings  incorrectly  inter- 
preted by  computer,  the  three  major  reasons  for 
disagreement  were:  (1)  diagnoses  close  to  the  deci- 
sion point;  (2)  measurement  errors;  and  (3)  criteria 
differences.  For  example,  in  the  diagnosis  of  inferior 
myocardial  infarction  (MI),  if  the  computer  measures 
a Q wave  to  be  0.033  to  0.036  second  in  duration,  it  is 
considered  significant  since  the  program  is  over- 
sensitive to  avoid  the  misclassification  of  normal.  A 
cardiologist  reading  the  same  EKG  may  not  reach  the 
same  conclusion  and  may  label  the  result  as  normal. 
In  the  diagnosis  of  intraventricular  condition  delay, 
the  predictability  was  80  percent.  Thus,  the  com- 
puter appeared  to  be  oversensitized  in  measuring  the 
QRS  duration  incorrectly,  that  is,  falsely  long,  in 
eight  EKGs,  and  these  were  measurement  errors. 
The  reason  for  this  is  not  clear.  The  two  cases  of  low 
voltage  missed  were  both  secondary  to  measurement 
error  and  were  close  to  the  decision  point,  the  am- 
plitude of  the  QRS  complexes  being  but  1 mm.  from 
the  decision  point. 

RVH  is  a problem;  three  patients  were  correctly 
diagnosed,  and  there  were  five  false  positive  inter- 
pretations. Two  tracings  the  computer  read  as  RVH 
were  obviously  wrong:  the  computer  stated  that  the 
R to  S ratio  in  lead  Vi  was  greater  than  one  in  both 
EKGs,  and  it  was  not;  this  was  a measurement  error 
in  both.  The  other  three  cases  of  RVH  revolved 
about  the  decision  point,  as  exemplified  by  a patient 
with  an  axis  of  108  degrees  and  a 12-mm.  S wave  in 
leads  Vr,  and  V6,  and  there  were  also  some  differences 
of  opinion  among  cardiologists,  two  suggesting  RVH 
and  four  not.  Actually,  according  to  the  program,  all 
three  could  be  labeled  possible  RVH.  If  three  or  four 
cardiologists,  rather  than  two,  had  agreed  with  the 
criteria,  then  these  three  cases  would  be  listed  as 
agreements  rather  than  errors.  Thus,  there  would 
have  been  six  agreements  and  two  disagreements  for 
RVH. 

Another  area  of  disagreement  between  computer 
and  cardiologist  relates  to  the  degree  of  abnormality 
or  to  personal  means  of  expression.  For  example,  the 
computer  may  read  an  S-T  abnormality  as  “is- 
chemia” where  the  cardiologist  may  read  it  as 
“nonspecific,”  or  vice  versa.  Or  the  computer  may 


read  the  S-T  deviation  as  due  to  digitalis,  and  the 
cardiologist  may  read  it  as  nonspecific.  Some  of 
these  differences  actually  are  semantic. 

In  the  arrhythmia  group  there  was  disagreement  on 
13  diagnoses.  Seven  of  these  were  because  the  pro- 
gram labeled  the  EKG  as  showing  “undetermined 
rhythm.”  In  this  undetermined  rhythm  category, 
there  were  three  tracings  with  sinus  rhythm  having 
small  P waves,  measuring  1 mm.  or  less,  and  baseline 
interference.  There  were  also  two  EKGs  showing 
supraventricular  tachycardia  and  two  with  sinus 
rhythm  and  Wenckebach  phenomena.  If  the  signal 
from  the  atria  is  small,  it  creates  problems  for  the 
computer;  this  accounted  for  most  of  the  rhythm 
errors. 

We  also  had  some  criteria  problems.  The  program 
may  make  a diagnosis  of  possible  LVH  (left  ven- 
tricular hypertrophy),  probable  LVH,  or  LVH.  An 
R wave  of  12  mm.  in  lead  a VI  may  evoke  the  com- 
puter response  of  possible  LVH,  and  a cardiologist 
may  disagree  with  this  criterion  as  previously  com- 
mented on  by  Caceres12  and  Rautaharju  et  al.13  This 
was  not  a common  problem,  however. 

Despite  the  aforementioned  problems,  the  5880 
EKG  system  was  useful  and  reliable  in  separating  the 
normal  from  the  abnormal  tracing.  It  was  very  re- 
liable in  normal  and  fairly  reliable  in  most  abnormal 
tracings.  And  so  we  used  the  cart  on  the  floors  dur- 
ing the  day  and,  in  the  late  afternoon,  moved  it  to  the 
emergency  room,  where  it  remained  until  the  next 
morning.  In  this  setting,  it  was  useful,  particularly 
at  night  in  the  differential  diagnosis  between  an  acute 
myocardial  infarction  versus  an  acute  gastrointesti- 
nal disturbance,  and  in  some  other  clinical  situations 
as  well.  Many  of  the  physicians  working  in  an 
emergency  room  have  surgical  backgrounds,  and 
computer  EKG  availability  is  particularly  helpful  to 
this  group  of  physicians. 

Like  any  other  test  used  in  medicine,  computer 
interpretation  of  the  EKG  has  its  weaknesses  and 
strengths.  The  two  major  weaknesses  are  its  lack  of 
precision  in  certain  abnormal  diagnostic  categories 
and  the  lack  of  a practical  comparison  program. 
While  a comparison  program  may  be  available  in  the 
future,  it  will  likely  involve  comparison  of  the  present 
tracing  with  the  most  recent  one.  Thus  a trend  over 
a period  of  time  would  not  be  available,  and  this  may 
somewhat  limit  the  value  of  comparison  programs. 
The  strengths  of  this  portable,  almost  instantaneous 
interpretation  of  the  EKG,  are  its  reliable  separation 
of  normal  from  abnormal  findings  and  a rather  high 
diagnostic  accuracy  in  determining  normal  electro- 
cardiograms, over  99  percent. 

This  suggests  the  immediate  application  for  mass 
screening  programs,  where  from  80  to  95  percent  of 
the  EKG  tracings  encountered  are  normal;  for  use  in 
rural  areas,  where  no  cardiologist  is  available;  and 
also  for  adaptation  to  the  emergency  room  setting 
such  as  we  have  done  here.  Of  course,  the  emergency 
room  application  may  be  done  at  any  type  of  hos- 
pital. 


1388  New  York  Stale  Journal  of  Medicine/August  1980 


As  improvements  inevitably  are  made  in  the  years 
ahead,  its  applicability  to  other  situations  doubtless 
will  he  broadened. 

Summary 

EKGs  (electrocardiograms)  were  recorded  in  500 
patients,  using  the  IBM  5880  ECG  Acquisition  and 
Analysis  System.  A total  of  821  EKG  statements 
were  made;  they  were  recorded  on  a three-channel 
IBM  5880  cart  and  interpreted  by  computer,  5890 
program,  in  an  80-second  time  period.  The  results 
were  reviewed  independently  by  six  cardiologists. 

The  computer  is  reliable  in  separating  the  normal 
EKG  tracing  from  the  abnormal  one. 

Computer  interpretation  is  quite  accurate  when 
an  EKG  tracing  is  interpreted  as  “normal.”  Of  the 
196  computer-normal  tracings,  the  computer  cor- 
rectly interpreted  194,  or  99  percent,  and  was  incor- 
rect in  two  patients  with  minor  S-T  segment  devia- 
tion. 

Of  the  304  abnormal  EKG  tracings,  there  were  244 
patients,  541  statements,  that  were  correct  and  45 
patients,  or  59  statements,  that  were  incorrect.  In 
addition,  25  statements  were  added  by  cardiologists. 
Measurement  errors,  diagnoses  close  to  the  decision 
point,  and  criteria  disagreements  between  the  pro- 
gram and  the  six  cardiologists  accounted  for  the 
differences. 

We  believe  that  the  use  of  the  portable  IBM  5880 
ECG  Acquisition  and  Analysis  System  is  useful  in  the 
prompt  diagnosis  of  electrocardiographic  abnor- 
malities. 

Lawrence  Hospital 
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FIGURE  1.  Major  metabolic  changes  which  estramustine 
phosphate  undergoes  in  body:  275  = estramustine;  271  = 
estromustine.1 
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Estramustine  phosphate  (Estracyt),  a conjugate 
of  estradiol- 17-beta  and  a nitrogen  mustard,  as 
shown  in  Figure  1,  has  been  used  successfully  in  the 
treatment  of  patients  with  advanced  prostatic  can- 
cer.1-2 Since  the  drug  is  effective  not  only  intrave- 
nously, but  also  following  its  oral  administration,3-6 
the  question  naturally  arises  as  to  whether  the  an- 
tiprostatic effects  of  the  drug  are  due  to  the  indi- 
vidual effects  of  the  hydrolyzed  estradiol  and/or 
mustard  moieties  or  also  to  that  of  the  unhydrolyzed 
compound.  Evidence  exists  that  significant  amounts 
of  the  intact  molecule  of  estramustine  phosphate  are 
excreted  in  the  murine  and  feces7-8;  however,  dem- 
onstration of  circulating  parent  compound  and/or  its 
metabolites  in  the  plasma  has  awaited  the  develop- 
ment of  reliable  and  specific  techniques.  Thus,  the 
present  study  addressed  itself  to  the  question  of  the 
nature  of  the  circulating  compounds  in  the  blood  of 
patients  receiving  oral  estramustine  phosphate  and 
to  whether  there  existed  a correlation  between  the 
response  of  the  patients  to  the  drug  and  the  pattern 
of  such  metabolites  in  the  blood.  The  present  study 
is  based  on  an  analysis  of  estramustine  phosphate 
and  four  of  its  metabolites  in  the  plasmas  from  12 
patients  with  a prostatic  cancer  who  had  been  treated 

* Supported  in  part  by  grants  CA-15436  and  CA-20459  from  the 
National  Lancer  institute. 


with  estramustine  phosphate  with  varying  degrees 
of  success. 

Materials  and  methods 

Plasma  were  obtained  from  the  National  Prostatic 
Cancer  Project  Blood  Bank,  in  which  such  samples 
from  participating  centers  are  stored  at  — 70°C.  All 
patients  had  been  on  600  mg.  per  square  meter  of 
estramustine  phosphate  orally  daily  in  three  divided 
doses.  Blood  was  obtained  two  to  four  hours  after 
the  morning  dose  of  estramustine  phosphate  had 
been  given  to  the  patients.  The  response  of  the  pa- 
tients were  classified  according  to  the  criteria  set 
forth  by  Schmidt  et  al.9:  complete  objective,  partial 
objective,  objectively  stable,  and  objective  progres- 
sion. 

Plasmas  were  air-freighted  on  dry  ice  to  AB  Leo 
Research  Laboratories  in  Helsingborg,  Sweden, 
where  the  analyses  were  performed. 

Estramustine  phosphate  was  determined  by  the 
radioimmunoassay  (RIA)  method  of  Forsgren  et  al.10 
Estra  (estramustine)  and  estro  (estromustine,  that 
is,  the  17-keto  congener  of  estra)  were  determined 
according  to  the  scheme  outlined  in  Figure  2.  After 
extraction  and  partition,  the  four  compounds,  estra, 
estro,  E2  (estradiol-17-beta),  and  Ei  (estrone)  were 
separated  on  alumina  columns  and  the  compounds 
determined  by  gas  chromatography.  Estro  was  de- 
termined directly,  whereas  the  other  three  com- 
pounds were  silylated  first.  Both  estro  and  estra 
were  detected  by  flame  ionization,  whereas  E2  and 
Ei  were  determined  by  mass  fragmentation.  The 
procedures  used  in  the  aforementioned  analyses  were 
those  described  by  Andersson  et  al.1 1 

Results 

In  Table  I are  presented  the  concentrations,  that 
is,  the  nanograms  per  milliliter  of  plasma,  of  the  five 
compounds  under  consideration.  In  subjects  to 
whom  estramustine  phosphate  was  administered 
orally,  the  highest  concentration  was  that  of  estro, 
with  a mean  of  362  ng.  per  milliliter,  followed  by  es- 
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FIGURE  2.  Gas  chromatographic  determination  of  estra, 
estro,  E2,  and  E,. 


tramustine  phosphate,  with  a mean  of  82  ng.  per 
milliliter,  and  then  estra,  with  a mean  of  36  ng.  per 
milliliter.  The  concentrations  of  the  released  es- 
trogens were:  Ei,  with  mean  162  ng.  per  milliliter; 
and  E),  with  a mean  of  17  ng.  per  milliliter.  Thus, 
the  preponderance  of  17-ketometabolites  over  the 
17-hvdroxy  compounds  is  evident,  as  indicated  by  a 
ratio  of  nearly  11  of  estro/estra  and  that  of  E1/E2  of 
over  9.  Normally  the  ratio  of  the  latter  in  the  blood 
of  subjects  of  a similar  age  is  less  than  2. 11 

On  matching  the  results  of  the  analyses  of  the 
plasmas  and  the  clinical  conditions  of  the  patients, 
it  appeared  that  out  of  12  samples,  6 had  been  ob- 
tained from  subjects  with  partial  regression,  5 from 
subjects  whose  disease  had  progressed,  and  one 
sample  had  been  obtained  from  a patient  whose 


Estramustine  phosphate  ( Estracyt ),  estramustine 
(Estra),  estromustine  (Estro),  estradiol-17-beta  (E>), 
and  estrone  (E 1)  were  determined  in  12  plasmas  from 
patients  receiving  600  mg.  per  square  meter  oral  es- 
tramustine phosphate  daily  in  three  divided  doses. 
Estro  was  present  in  highest  concentration  with  a 
mean  of  362  ng.  per  milliliter,  followed  by  estramus- 
tine phosphate,  with  a mean  82  ng.  per  milliliter,  and 
then  estra  with  a mean  of  36  ng.  per  milliliter.  The 
mean  concentration  of  E\  was  162  ng.  per  milliliter 
and  that  of  E2  17  ng.  per  milliliter.  Estra  and  E2 
were  found  in  statistically  significant  higher  amounts 
in  plasma  of  patients  who  were  in  partial  regression 
of  prostate  cancer  than  in  plasmas  from  patients  with 
progressive  disease.  Thus,  even  though  the  major 
pathway  for  estramustine  phosphate  leads  to  the 
formation  of  17-keto  metabolites,  it  seems  that  the' 
ability  of  patients  to  generate  higher  amounts  of  the 
17-beta-hydroxy  metabolites,  that  is,  estra  and  E2, 
can  be  correlated  with  the  course  of  the  disease  as 
affected  by  the  therapy. 


cancer  had  been  classified  as  stable.  While  there  was 
no  statistical  difference  in  the  averages  of  es- 
tramustine phosphate,  estro,  and  Ei,  plasmas  of 
subjects  who  had  partially  regressed  contained  sig- 
nificantly higher  amounts  of  estra  and  E2  (Table 

II). 

Comment 

The  major  pathway  for  estramustine  phosphate 
metabolism  appears  to  follow  these  steps:  es- 

tramustine phosphate  is  first  dephosphorvlated  to 
estra,  which  is  then  oxidized  to  estro,  and  finally 
estro  is  hydrolyzed  to  Ex  and  the  mustard  moiety.  A 
minor  pat  hway  probably  involves  hydrolysis  of  estra 
to  E-2  and  mustard,  with  the  possibility  that  a sub- 


TABLE  I.  Plasma  concentrations  in  nanograms  per  milliliter  of  estramustine  phosphate,  estra,  estro,  E2,  and  Et 


Condition  and 
Patient  Number 

Estramustine 

Phosphate 

Estra 

Estro 

Estro 

e2 

e2 

Ei 

E, 

Estra 

Estra 

Estro 

Partial  regressions 

1 

54 

31 

240 

7.7 

22 

0.71 

195 

0.81 

2 

123 

65 

650 

10.0 

51 

0.78 

470 

0.71 

3 

60 

45 

370 

8.2 

10 

0.22 

90 

0.24 

4 

109 

20 

380 

19.0 

15 

0.75 

155 

0.41 

5 

57 

390 

6.8 

25 

0.44 

200 

0.52 

6 

145 

57 

350 

6.1 

35 

0.61 

220 

0.63 

Stable 

7 

46 

29 

270 

9.3 

8 

0.27 

85 

0.31 

Progression 

8 

59 

21 

370 

17.6 

10 

0.48 

130 

0.35 

9 

82 

<20 

110 

5.5 

<3 

0.15 

20 

0.18 

10 

80 

33 

670 

20.3 

5 

0.15 

95 

0.15 

11 

81 

25 

190 

7.6 

4 

0.16 

58 

0.30 

12 

142 

33 

360 

10.9 

20 

0.61 

230 

0.64 

Mean 

82 

36 

362 

10.8 

17 

0.44 

162 

0.44 
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TABLE  II.  Mean  plasma  concentrations  in  nanograms  per  milliliter  of  estramustine  phosphate,  estra,  estro, 

E2,  and  E1 


Condition  and 
Statistic 

Estramustine 

Phosphate 

Estra 

Estro 

Estro 

E2 

e2 

Ei 

E, 

Estra 

Estra 

Estro 

Partial  regressions 

Mean 

98 

46 

397 

9.6 

26 

0.58 

222 

0.55 

Standard  deviation 

40 

17 

136 

4.8 

15 

0.22 

130 

0.21 

Progressions 

Mean 

89 

26 

340 

12.4 

8 

0.31 

107 

0.32 

Standard  deviation 

31 

6 

215 

6.3 

7 

0.22 

80 

0.19 

P value 

<0.8 

>0.05 

>0.6 

>0.4 

>0.05 

>0.1 

>0.2 

>0.1 

stantial  amount  of  E2  is  oxidized  to  Ei.  Even  smaller 
amounts  of  Ei  may  be  reduced  to  E2.  This  scheme 
is  depicted  in  Figure  1. 

The  aforementioned  scheme  for  the  metabolism 
of  estramustine  phosphate  is  supported  by  the 
findings  of  the  present  study  in  which  the  major 
circulating  metabolite  was  estro,  constituting  over 
75  percent  of  the  intact  conjugate  compound  in  the 
circulation.  F urthermore,  of  the  estrogens,  Ei  made 
up  more  than  90  percent  with  E2  constituting  less 
than  10  percent. 

From  a therapeutic  viewpoint,  the  significant  as- 
pects of  the  study  are  related  to  the  considerable 
amounts  of  intact  parent  compound  and  its  imme- 
diate metabolites  present  in  the  plasma,  with  estro 
constituting  the  major  portion  of  these  compounds. 
The  presence  of  such  intact  compounds  raises  the 
possibility  that  some  of  the  therapeutic  benefits  of 
the  drug  may  be  obtained  through  the  effects  of  these 
intact  molecules  on  the  prostatic  cancer  directly, 
particularly  since  it  has  been  recently  demonstrated 
that  a binding  protein  with  high  affinity  and  speci- 
ficity for  estramustine  is  present  in  animal  and 
human  prostates.12-13  Future  work  should  ascertain 
whether  prostate  cancers  with  such  a binder  are  more 
likely  to  respond  to  estramustine  phosphate  therapy 
than  tumors  lacking  such  a binding  protein. 

The  results  reported  in  the  present  study  were 
obtained  on  analysis  of  plasma  samples  from  patients 
who  had  received  estramustine  phosphate  three 
times  daily  orally.  The  average  level  of  estramustine 
phosphate  in  the  plasma  was  slightly  higher  in  the 
partial  responders,  98  ng.  per  milliliter,  as  compared 
to  nonresponders,  89  ng.  per  milliliter,  but  this  dif- 
ference was  not  statistically  significant.  Even 
though  the  metabolites  of  estramustine  phosphate 
were  found,  on  the  average,  to  be  in  higher  concen- 
trations in  the  plasmas  of  partial  responders  as 
compared  to  those  of  nonresponders,  and  the  dif- 
ference was  shown  to  be  significant,  we  believe  that 
the  studies  must  be  extended  to  a much  larger  group 
of  patients  before  the  validity  of  this  observation  is 
established  with  certainty.  In  any  case,  the  findings 
certainly  point  to  the  fact  that  estramustine  phos- 
phate administered  orally  is  absorbed  intact  from  the 
gastrointestinal  tract,  can  bypass  the  liver,  and  ap- 


pear in  the  general  circulation.  Furthermore, 
wherever  the  dephosphorylation  and  oxidation  of 
estramustine  phosphate  at  position  17  occur,  large 
amounts  of  these  compounds,  particularly  estro, 
survive  in  the  circulation  and  may  thus  reflect  and 
be  related  to  the  therapeutic  effectiveness  of  the 
drug.  A finding  which  awaits  further  confirmation 
is  that  the  ratio  of  estro  to  estra  in  the  partial  re- 
sponders, 9.6  in  Table  II,  and  nonresponders,  12.4  in 
Table  II,  as  well  as  the  Ei  and  E2  ratio,  8.4  and  12.7 
for  partial  responders  and  nonresponders,  respec- 
tively, indicate  differences  which  may  have  impor- 
tant therapeutic  meaning.  The  net  result  of  these 
changes  is  that  there  is  less  estra  and  E2  in  the  plas- 
mas of  nonresponders  as  compared  to  the  re- 
sponders. 

The  data  shown  in  Table  I are  very  similar  to  those 
obtained  by  others,  that  is,  that  estro  is  present  in 
highest  concentrations  following  the  ingestion  of 
estramustine  phosphate.  Such  an  observation  has 
been  made  by  Andersson  et  al.,11  Kadohama  et  al.,14 
and  Dixon,  Brooks,  and  Gill.15  Andersson  et  al.11 
determined  plasma  estra,  estro,  E2,  and  Ei  in  pa- 
tients with  prostatic  cancer  who  had  been  treated 
with  estramustine  phosphate  for  prolonged  periods 
of  time  and  compared  the  results  with  those  from 
subjects  treated  with  a long-acting  E2  polymer  (Es- 
tradurin).  Dephosphorylation  and  oxidation  were 
found  to  be  the  main  metabolic  pathways,  with  estro 
being  found  in  highest  concentration.  Ei  was  found 
in  much  higher  concentrations  than  E2  in  subjects 
receiving  estramustine  phosphate;  this  was  not  the 
case  in  the  patients  receiving  long-acting  E2  polymer. 
The  normal  Ej-to-E2  ratio  in  males  is  usually  be- 
tween 1.6  and  2.3.  Andersson  et  al.11  found  normal 
ratios  in  their  subjects  treated  with  long-acting  E2 
polymer.  However,  a ratio  of  more  than  10  was 
found  in  the  estramustine  phosphate-treated  pa- 
tients. Similar  results  were  obtained  in  the  present 
study.  Andersson  et  al.11  speculated  that  the  lack 
of  severe  estrogenic  effects  in  patients  on  estramus- 
tine phosphate  therapy  may  to  some  extent  be  re- 
lated to  this  high  Ei-to  E2  ratio  and  to  the  fact  that 
Ei  has  much  less  estrogenic  activity  than  E2.  Also, 
Ei  may  occupy  sites  on  specific  receptor  proteins  for 
E2,  thereby  preventing  the  estrogenic  manifestations 
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FIGURE  3.  Plasma  levels  of  estramustine  phosphate  and 
its  metabolites  in  patients  as  function  of  time  after  adminis- 
tration. 


of  E>.  It  is  also  apparent  that  the  oxidative-reduc- 
tive pathway  for  Ei  and  E2  is  profoundly  affected  by 
estramustine  phosphate,  since  a relatively  normal 
Ei-to-E2  ratio  was  seen  following  the  administration 
of  long-acting  E2  polymer. 

Kadohama  et  al.14  estimated  the  concentrations 
of  plasma  metabolites  in  patients  after  administra- 
tion of  labeled  and  unlabeled  estramustine  phos- 
phate and  reported  the  following  blood  levels,  in 
nanograms  per  100  ml.,  after  30  minutes  and  5 hours, 
respectively:  E2,  53  and  171;  estra,  423  and  880;  El5 
288  and  911;  and  estro,  2,295  and  2,177.  Dixon, 
Brooks,  and  Gill15  have  directly  estimated  the  con- 
centration of  estramustine  phosphate  metabolites 
after  oral  administration  in  humans  and  found  very 
similar  results  regarding  Estro,  Ei,  Estra,  and  E2,  but 
could  not  identify  the  presence  of  estramustine 
phosphate  in  the  plasma.  Whether  the  latter  is  re- 
lated to  methodologic  variations  (time  of  samplings) 
and/or  clinical  aspects  of  the  patients  is  at  the  mo- 
ment unknown. 

In  unpublished  results  we  have  shown  that  the 
levels  of  estramustine  phosphate  and  its  unhydro- 
lyzed metabolite,  as  well  as  significantly  high  con- 
centrations of  estrogens,  may  persist  in  the  plasma 
for  months  (Fig.  3).  The  persistence  of  these  high 


levels  may  point  to  the  strong  possibility  that  es- 
tramustine phosphate  is  eit  her  sequestered  in  some 
body  compartment  from  which  it  is  slowly  secreted 
into  the  blood  and/or  that  the  circulating  compound 
is  metabolized  relatively  slowly.  Both  mechanisms 
would  result  in  high  concentrations  of  estramustine 
phosphate  and  its  various  metabolites  in  the  plasma 
of  prostatic  cancer  patients  treated  orally  with  this 
drug. 
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Multiple  Sclerosis 

Earning  a li\ing* 


In  90  percent  of  all  cases,  MS  ( multiple  sclerosis) 
strikes  during  the  most  productive  years  of  employ- 
ment, from  15  to  50  years  of  age.  With  a prevalence 
of  60  cases  per  100,000  population,  there  are  ap- 
proximately 10,000  cases  in  New  York  State  alone. 
Despite  the  widespread  extent  and  social  significance 
of  MS,  data  concerning  its  impact  in  areas  such  as 
employment  have  been  limited.  Moreover,  physi- 
cians have  not  regularly  referred  MS  patients  to 
vocational  rehabilitation  agencies.  In  October  of 
1979,  the  Multiple  Sclerosis  Comprehensive  Care 
Center  at  Albert  Einstein  College  of  Medicine  sur- 
veyed some  257  MS  patients  to  assess  their  vocational 
status  and  needs.  Results  indicated  widespread 
unemployment  together  with  untapped  ability  and 
willingness  to  work.  Health  professionals  are  seen 
as  crucial  in  reducing  unemployment  among  MS 
patients  by  making  referrals  to  vocational  rehabili- 
tation agencies.  Realistic  optimism  and  support, 
communicated  through  the  patient-physician  rela- 
tionship, can  be  a decisive  element  in  the  outcome  of 
such  vocational  rehabilitation  efforts. 
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The  exact  prevalence  of  MS  (multiple  sclerosis) 

is  not  known  because  of  factors  such  as  failure  to 
diagnose,  failure  to  inform,  and  failure  to  report. 
Nonetheless,  epidemiologic  studies  estimate  a 
prevalence  of  60  cases  per  100,000  population  in  the 
northern  part  of  the  United  States.1  This  prevalence 
would  indicate  that  there  are  approximately  10,000 
cases  in  New  York  State.  A recent  poll  of  cases 
registered  with  voluntary  agencies  such  as  local 
chapters  of  the  National  Multiple  Sclerosis  Society 
indicates  approximately  10,000  cases  in  the  New 
York  City  metropolitan  area. 

Approximately  90  percent  of  the  cases  have  their 
onset  between  the  ages  of  15  to  50  years.2  The  dis- 
order therefore  strikes  individuals  at  the  peak  period 
of  training,  earning,  and  family  life.  Various  studies 
into  the  causes  of  handicaps  in  adults  of  working  age, 
that  is,  16  to  65  years  of  age,  show'  MS  to  rank  seventh 
among  causes  of  severe  handicaps.  Since  some  of  the 
leading  causes  of  disability,  for  example,  arthritis, 
stroke,  parkinsonism,  and  cardiovascular  disease, 
show  increased  prevalence  after  50  to  55  years  of  age, 
MS  must  then  rank  among  the  leading  causes  of 
impairment  in  young  and  middle-aged  adults.  With 
the  possible  exception  of  some  chronic  psychiatric 
disorders,  few  illnesses  cause  as  much  disruption  as 
MS  in  the  patient’s  life,  family,  and  social  interac- 
tions. 

Despite  the  widespread  extent  of  MS  in  our  region, 
information  is  lacking  as  to  the  impact  of  the  disease 
on  employment  and  factors  related  to  vocational 
rehabilitation.  In  addition,  the  patient  seeking 
medical  attention  for  physical  symptoms  of  MS  is 
rarely  counseled  concerning  vocational  problems  and 

* Supported  by  Grant  30-P-65161A/2-02  from  the  Rehabilita- 
tion Services  Administration. 


only  sporadically  directed  to  agencies  which  provide 
such  guidance.  Physicians  are  not  always  familiar 
with  the  procedures  for  entry  of  patients  into  the 
process  of  vocational  rehabilitation,  especially  when 
confronted  with  an  unpredictable  and  potentially 
disabling  illness  such  as  MS. 

Nevertheless,  the  physician  is  often  the  one  pro- 
vider with  whom  the  MS  patient  has  regular  contact. 
Successful  entry  of  a person  with  MS  into  vocational 
rehabilitation  may  therefore  hinge  on  the  physician’s 
taking  appropriate  and  effective  action  on  the  pa- 
tient’s behalf.  This  article  will  present  recently 
compiled  data  which  will  be  of  help  to  the  physician 
in  understanding  and  improving  the  employment 
situation  of  patients  with  MS.  We  will  also  describe 
the  mechanics  of  the  vocational  rehabilitation  pro- 
cess, examine  how'  MS  affects  a client’s  entry  into  the 
system,  and  finally  discuss  some  problems  inherent 
in  the  current  state  of  vocational  rehabilitation 
practices. 

Statement  of  problem 

In  recent  years  unemployment  has  received  in- 
creasing attention  as  a significant  but  potentially 
treatable  problem  in  MS.  Bauer,  Firnhaber,  and 
Whnkler  in  19653  found  that  after  20  years,  70  percent 
of  MS  patients  were  unemployed.  Spasticity  and 
incoordination  were  the  main  limiting  factors. 
Nevertheless,  30  percent  were  still  gainfully  em- 
ployed after  20  years  of  the  disease.  Disability  may 
be  minimal  in  a substantial  proportion  of  MS  pa- 
tients even  after  many  years.  Some  disability  in 
working  ability  is  probable,  and  few  patients  are 
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likely  to  remain  in  their  old  professions.4  It  is  clear 
therefore  that  many  MS  patients  are  in  need  of 
vocational  rehabilitation  and  are  not  too  disabled  to 
benefit  from  it. 

While  the  aforementioned  German  studies  are 
informative,  they  may  not  be  representative  of  the 
United  States,  and  data  from  our  own  region  have 
been  lacking.  Without  such  information,  it  is  diffi- 
cult for  service  providers  to  define  the  nature  and 
extent  of  the  problem  or  to  plan  adequately  for  its 
solution.  To  fill  this  gap  in  knowledge,  the  Multiple 
Sclerosis  Comprehensive  Care  Center  completed  a 
survey  of  MS  patients  in  the  New  York  City  area. 
This  survey  was  undertaken  as  part  of  a larger  project 
at  the  center  under  the  sponsorship  of  the  Rehabili- 
tation Services  Administration  (RSA).  The  goal  of 
the  project  is  to  improve  vocational  opportunities  for 
MS  patients  through  direct  provision  of  services  as 
well  as  through  educational  and  collaborative  efforts 
with  other  agencies.  One  of  the  most  challenging 
tasks  encountered  in  achieving  this  goal  has  been  to 
increase  and  facilitate  referrals  to  the  OVR  (Office 
of  Vocational  Rehabilitation).  This  survey  and  the 
discussion  which  follows  are  part  of  this  program 
designed  to  augment  and  improve  OVR  referrals. 

Sample 

The  Multiple  Sclerosis  Comprehensive  Care 
Center  is  a multidisciplinary,  multimodal  outpatient 
clinic.  Areas  of  particular  emphasis  include  symp- 
tomatic management,  vocational  rehabilitation,  and 
psychosocial  adjustment.  Group  counseling  is  em- 
ployed extensively. 

Since  1972,  over  800  definite  cases  of  multiple 
sclerosis  have  been  seen  by  the  physicians  at  the 
center.  A representative  sample  of  center  patients 
was  constructed  by  selecting  alternate  names  from 
an  alphabetic  file.  Out  of  401  patients  in  the  sample, 
257  completed  interviews  were  obtained.  The  re- 
maining 144  included  refusals,  deceased  patients,  and 
those  who  could  not  be  contacted.  This  sample 
might  not  be  representative  of  all  people  with  MS 
since  everyone  in  the  sample  self-selected  to  come  to 
the  center,  a specialized  medical  facility.  The  sam- 
ple may  be  more  seriously  handicapped,  more  af- 
fluent, and  better  informed  of  availability  of  services 
than  the  general  population  of  people  with  MS. 
Nevertheless,  the  survey  sample  should  represent  the 
type  of  person  physicians  are  likely  to  see  in  their  own 
practice,  that  is,  patients  with  MS  who  seek  medical 
care. 

Instruments 

A structured  interview  guide  containing  20 
closed-end  questions  was  constructed  for  the  purpose 
of  the  survey.  The  areas  assessed  included  em- 
ployment, education,  household  activities,  and 
medical  care.  The  questions  were  derived  in  part 
from  other  research  instruments  in  use  at  the 
center. 


TABLE  I.  Age  distribution  of  respondents 


Age  Group 

Number 

Percent 

Under  20 

3 

1.2 

20  to  29 

32 

12.5 

30  to  39 

61 

23.7 

40  to  49 

64 

24.9 

50  to  59 

73 

28.4 

60  to  69 

22 

8.6 

70  to  79 

2 

0.8 

TABLE  II. 

Present  marital  status  of  respondents 

Status 

Number 

Percent 

Single 

45 

17.5 

Married 

161 

62.6 

Separated 

16 

6.2 

Divorced 

21 

8.2 

Widowed 

12 

4.7 

Other 

2 

0.8 

Procedure 

Members  of  the  center  staff  contacted  the  patients 
in  the  sample  by  phone  and  in  person.  It  was  gen- 
erally possible  to  complete  the  5-  to  10-minute  in- 
terview on  the  first  attempt. 

Results 

Out  of  257  patients  interviewed,  176  were  female 
and  81  were  male.  This  disproportion  is  consistent 
with  other  studies  which  find  that  MS  is  almost  twice 
as  common  among  women.4  As  Table  I indicates, 
the  vast  majority  of  patients  were  between  the  ages 
of  20  and  60.  This  finding  gives  further  confirmation 
to  the  idea  that  MS  impacts  during  a time  of  life 
when  disability  is  likely  to  disrupt  employment. 
Tables  II  and  III  suggest  that  traditional  social  sup- 
port systems  were  available  to  most  of  these  patients 
since  62.6  percent  were  married,  and  86.4  percent 
were  living  with  a family  member.  Only  10.1  percent 
were  living  alone,  and  only  3.5  percent  were  living  in 
institutions  such  as  nursing  homes  and  adult 
homes. 

Bauer5  found  that  27.7  percent  of  patients  with 
MS  for  over  20  years  were  still  working.  In  contrast, 
only  19.5  percent  of  our  entire  sample  was  still 
gainfully  employed  (Table  IV).  This  is  particularly 
significant  in  light  of  the  fact  that  80  percent  of  our 
clinic  population  has  had  MS  for  less  than  20  years. 
Why  then  is  the  rate  of  unemployment  so  much 
higher  among  our  patients  than  among  those  evalu- 
ated by  Bauer,  Firnhaber,  and  Winkler  in  19653  and 
Poser  in  1978?4  One  possibility  is  that  our  patients 
are  more  disabled.  Since  the  center  is  a specialized 
facility,  it  is  likely  to  see  more  seriously  ill  patients. 
Other  factors  are  probably  the  higher  rate  of  general 
unemployment  in  New  York  City  as  compared  with 
that  of  Gottingen,  West  Germany,  and  the  different 
social  welfare  policies  of  the  German  government. 

For  most  patients  in  the  survey,  unemployment 
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TABLE  III.  Household  composition  of  respondents 


Composition 

Number 

Percent 

Patient  and  spouse 

68 

26.5 

Patient,  spouse,  and  children 

92 

35.8 

Patient  and  children 

23 

8.9 

Patient  and  parent(s) 

20 

7.8 

Patient,  parent(s),  and  sibling(s) 

11 

4.3 

Patient  and  sibling(s) 

3 

1.2 

Patient  and  friend(s) 

5 

1.9 

Patient  only 

26 

10.1 

Institutional  setting 

9 

3.5 

TABLE  IV.  Present  employment  status  of  respondents 

Status 

Number 

Percent 

Employed 

50 

19.5 

Independent  homemaker 

55 

21.4 

Semi-independent  homemaker 

33 

12.8 

In  training 

0 

0.0 

Employed  in  sheltered  workshop 

3 

1.2 

Retired 

10 

3.9 

Student 

6 

2.3 

Unemployed 

99 

38.5 

Other 

1 

0.4 

has  been  a long-standing  problem.  Of  those  unem- 
ployed or  retired,  85.9  percent  had  not  worked  for 
over  two  years.  More  significant  perhaps  were  the 
reasons  cited  for  unemployment.  In  Bauer’s  19785 
report,  spasticity  and  incoordination  were  the  chief 
limiting  factors.  Table  V summarizes  the  reasons 
mentioned  in  the  present  survey  for  leaving  work. 
Physical  difficulty  was  the  most  frequently  men- 
tioned reason  for  changing  or  leaving  jobs,  with  a 52.7 
percent  incidence. 

In  other  surveys  done  at  the  center,  gait  and  motor 
disturbances  were  the  chief  complaints  of  85  percent 
of  those  interviewed.  Except  for  marriage  and 
pregnancy,  the  next  most  frequently  mentioned 
reason  for  unemployment  was  visual  difficulty,  with 
an  incidence  of  15.9  percent.  Difficulties  in  trans- 
portation were  cited  by  12.1  percent  of  the  respon- 
dents. More  than  one  half  of  the  respondents  could 
travel  independently,  that  is,  by  driving  their  own  car 
or  taking  public  transportation.  Fatigue  was  a lim- 
iting factor  for  only  9.3  percent.  Of  those  who  were 
employed,  80.3  percent  were  in  white-collar,  mana- 
gerial, or  professional  positions,  as  shown  in  Table 
VI,  and  78.4  percent  had  held  the  same  job  for  over 
two  years. 

Such  jobs  are  less  affected  by  the  motor  distur- 
bances of  MS  than  blue-collar  or  skilled  occupations. 
Since  almost  one  half  of  our  sample  has  had  some 
college  education,  as  shown  in  Table  VII,  they  are,  as 
a group,  suitable  for  white-collar  jobs. 

Physical  disability  alone  probably  does  not  explain 
the  unemployment  Figures  in  this  survey.  Out  of  the 
80.3  percent  not  currently  working,  only  6 were  stu- 
dents, and  only  3 were  actively  involved  in  vocational 
rehabilitation  programs.  Nevertheless,  18.3  percent 


TABLE  V.  Reasons  cited  for  leaving  last  job  by  those 
not  currently  employed 


Reason 

Number* 

Percent* 

Visual  difficulty 

29 

15.9 

Physical  difficulty 

96 

52.7 

Fatigue 

17 

9.3 

Transportation  difficulty 

22 

12.1 

Emotional  difficulty 

3 

1.6 

Economic  difficulty 

1 

0.5 

Other  (mainly  marriage 

68 

37.4 

and/or  pregnancy) 


' Total  number  = 182;  many  patients  reported  more  than  one  diffi- 
culty. 


TABLE  VI.  Present  occupation  of  those  currently 
employed 


Occupation 

Number 

Percent 

Unskilled  labor 

1 

2.0 

Skilled  labor 

7 

13.7 

Clerical 

18 

35.3 

Managerial 

4 

7.8 

Semiprofessional 

7 

13.7 

Professional 

12 

23.5 

Other 

2 

3.9 

Total 

51 

TABLE  VII.  Highest 

educational  level 

achieved 

Level 

Number 

Percent 

Eighth  grade  or  less 

13 

5.0 

Some  high  school 

29 

11.3 

Completed  high  school 

94 

36.6 

Some  college 

52 

20.2 

Completed  college 

43 

16.7 

Postgraduate  work 

26 

10.1 

were  actively  seeking  employment,  training,  or  ed- 
ucation, and  21.4  percent  were  able  to  care  for  their 
own  home  with  little  or  no  assistance.  These  figures 
suggest  that  among  the  unemployed  are  substantial 
numbers  of  employable  individuals  who  would  be 
willing  to  work. 

Few  seemed  to  have  gotten  help,  and  the  help  they 
got  was  unsuccessful  in  most  cases.  Only  46,  that  is, 
17.9  percent,  had  ever  had  contact  with  a vocational 
rehabilitation  agency;  of  these,  3 were  still  in  a pro- 
gram, 8 felt  their  programs  had  been  successful,  and 
8 were  still  waiting  for  a return  notification  from  the 
agency.  The  rest  no  longer  had  contact  with  the 
agency  because:  they  did  not  like  the  work  offered, 
a situation  which  occurred  in  5 instances;  they  would 
have  had  to  work  full-time  and  could  not,  in  4 cases; 
the  evaluation  and  training  were  too  long,  in  2 in- 
stances; or  because  disability  benefits  might  be 
jeopardized,  in  1 case.  A large  proportion,  15,  broke 
off  contact  with  the  agency  because  of  vaguely  de- 
fined dissatisfaction  with  the  agency  or  because  they 
lost  interest.  While  personal  motivation  no  doubt 
plays  a role  in  rehabilitation,  it  appears  that  the 
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TABLE  VIII.  Current  sources  of  income 


Source 

Number* 

Percent* 

Personal  wages 

49 

20.2 

Family  wages 

113 

46.7 

Private  insurance 

11 

4.5 

SSF  or  welfare 

29 

12.0 

Government  pension 

17 

7.0 

Social  security 

88 

36.4 

Investment  income 

6 

2.5 

* Total  number  = 242;  many  patients  reported  more  than  one  source  of 
income. 

f SSI  = Supplemental  Security  Income. 


vocational  rehabilitation  system  is  serving  too  few 
MS  patients  and  is  serving  those  few  ineffectively. 

The  cost  to  the  individual  of  forced  unemployment 
is  of  course  incalculable.  As  Table  VIII  indicates,  the 
cost  to  society  is  also  great.  In  our  sample,  36.4 
percent  were  receiving  Social  Security  benefits,  12 
percent  were  receiving  SSI  or  welfare,  and  46.7  per- 
cent were  supported  in  whole  or  in  part  by  their 
families. 

In  spite  of  their  need  and  apparent  ability  to  work, 
why  are  so  many  people  with  MS  unemployed?  One 
reason  appears  to  be  the  current  shortcomings  of 
vocational  rehabilitation  agencies.  Some  people 
with  MS  do  have  successful  experiences  in  vocational 
rehabilitation.  At  the  present  time,  however,  re- 
ferrals of  MS  patients  for  vocational  rehabilitation 
are  too  few.  As  a result,  vocational  rehabilitation 
agencies  do  not  have  the  opportunity  to  develop  ex- 
tensive experience  with  the  unique  problems  in  MS. 
Few  patients  enter  the  system,  many  drop  out,  and 
only  a trickle  emerge  rehabilitated. 

The  physician  is  the  one  community  provider  in 
the  best  position  to  augment  referrals  of  MS  patients 
for  vocational  rehabilitation.  While  many  of  the 
patients  we  interviewed  no  longer  attend  the  MS 
center,  76.3  percent  reported  that  they  see  a physi- 
cian “regularly,”  80.6  percent  had  seen  a physician 
in  the  past  six  months,  and  94.4  percent  within  the 
past  year.  The  physician  is  therefore  very  likely  to 
have  some  contact  with  patients  in  this  population 
and  hence  some  opportunity  to  intervene  with  them 
concerning  their  employment  status.  While  other 
community  figures  such  as  clergymen,  friends,  and 
agency  personnel  may  also  have  contact  with  them, 
this  does  not  negate  the  physician’s  opportunity  to 
follow  up  his  medical  findings  with  appropriate  re- 
ferrals. Our  data  indicate  that  in  a large  proportion 
of  cases,  unemployment  during  the  most  productive 
years  of  life  occurs  in  those  patients  seeking  medical 
care.  While  the  physician  may  not  himself  have  the 
time  or  resources  to  engage  the  patient  in  vocational 
rehabilitation,  he  can  set  the  process  in  motion  by 
means  of  a timely  referral  to  OVR.  The  remainder 
of  this  article  will  be  devoted  to  a discussion  of  how 
such  referrals  can  be  accomplished  and  how  the 
pecularities  of  MS  and  the  OVR  system  may  affect 
the  success  of  these  referrals. 


Referring  patients  for 
vocational  rehabilitation 

The  DVR  (Division  of  Vocational  Rehabilitation) 
was  set  up  in  1920  to  serve  disabled  World  War  I 
veterans.  DVR  was  a state  and  Federal  program 
designed  to  restore  handicapped  individuals  to  work. 
Now  called  the  OVR,  this  agency  operates  under  the 
aegis  of  the  newly  established  Department  of  Edu- 
cation. Regional  OVR  offices  exist  in  all  50  states, 
and  there  are  branch  offices  in  all  five  boroughs  of 
New  York  City. 

There  are  two  major  eligibility  requirements  for 
entry  into  OVR.  First,  the  applicant  must  have  a 
physical  or  mental  disability  which  constitutes  or 
results  in  a substantial  handicap  to  employment. 
Second,  there  must  be  a reasonable  expectation  that 
vocational  rehabilitation  will  enhance  the  patient’s 
employability.  In  New  York  State,  applicants  must 
also  pass  a means  test.  Patients  whose  financial 
resources  exceed  a given  level  will  not  he  eligible  for 
the  full  extent  of  OVR  services. 

A wide  variety  of  goals  are  acceptable  for  OVR 
sponsorship.  Acceptable  goals  include  employment 
in  competitive  labor,  sheltered  workshop,  self-em- 
ployment, homebound  work,  and  independent 
homemaking.  OVR  sponsors  a broad  range  of  ser- 
vices contingent  on  the  vocational  goals  and  reha- 
bilitation needs  of  the  individual. 

Typical  services  include:  counseling  and  guid- 
ance; physical  and  mental  restoration;  vocational 
training;  maintenance  and  transportation  to  help 
clients  take  advantage  of  non-OVR  rehabilitation 
services;  family  counseling;  placement;  postem- 
ployment services,  occupational  licenses;  and  tools, 
equipment,  and  supplies. 

Because  of  OVR’s  commitment  to  increasing  em- 
ployability, MS  clients  have  received  a cautious  re- 
ception. To  OVR  counselors  MS  has  meant  un- 
predictability, rapid  progression,  and  inevitable  de- 
terioration. Clients  with  “stable”  handicaps  were 
preferred.  The  Rehabilitation  Act  of  1973,  however, 
mandated  that  OVR  service  all  the  severely  disabled. 
In  addition,  in  1977  the  National  Multiple  Sclerosis 
Society  joined  with  the  Rehabilitation  Services  Ad- 
ministration and  the  Council  of  State  Administrators 
of  OVR  in  a coordinated  effort  to  increase  the  num- 
ber of  people  with  MS  gainfully  employed. 

Despite  the  many  problems  MS  may  create  for 
work,  a convincing  case  can  be  made  for  the  em- 
ployability of  MS  patients.  Many  features  of  the 
disease  make  the  person  with  MS  an  excellent  reha- 
bilitation candidate.  The  MS  patient  can  expect  a 
relatively  normal  life  span  and  hence  many  years  of 
productivity.  Because  pain  is  uncommon  in  MS,  the 
patient  rarely  needs  pain-killing  medications  with 
their  debilitating  side-effects.  Since  the  disease  does 
not  usually  affect  mental  functioning,  MS  patients 
are  good  candidates  for  the  ever-expanding  white- 
collar  and  technical  occupations.  Many  MS  patients 
also  have  the  educational  background  to  enter  more 
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sophisticated  occupations.  In  our  survey,  49  percent 
had  at  least  some  college  experience. 

Before  the  MS  patient’s  resources  can  he  properly 
channeled,  an  OVR  referral  is  necessary.  The  MS 
patient  familiar  with  OVR  may  self-refer.  Many 
patients,  though,  do  not  know  where  to  turn  and 
wander  through  a maze  of  social  agencies  before 
reaching  OVR.  The  physician  is  probably  the  most 
likely  person  to  help  the  patient  save  time  and  avoid 
unnecessary  searching  by  referring  the  patient  di- 
rectly to  OVR.  In  our  survey,  94  percent  of  the  pa- 
tients known  to  our  center  had  seen  a physician  in  the 
past  year.  Often,  the  patient  and  physician  maintain 
an  ongoing  relationship  of  trust.  The  frequency  and 
nature  of  physician-patient  contacts  make  the  phy- 
sician the  ideal  referral  source.  Nevertheless,  OVR 
gets  relatively  few  referrals  from  private  physicians. 
A simple  phone  call  to  OVR  will  initiate  a referral. 
Without  that  call  from  the  physician,  a referral  from 
some  other  community  provider  is  unlikely. 

Once  the  referral  is  made,  the  physician  can  he  of 
invaluable  assistance  in  facilitating  the  rehabilitation 
process.  The  physician’s  recommendations  con- 
cerning medication,  the  type  of  work  the  patient  can 
do,  the  usefulness  of  adaptive  devices,  and  other 
issues  are  crucial  in  the  vocational  evaluation  process. 
In  addition,  because  of  the  unpredictable  nature  of 
MS  the  physician,  client,  and  counselor  may  have  to 
reassess  periodically  the  patient’s  work  abilities  and 
potential. 

In  addition  to  considering  OVR’s  eligibility  re- 
quirements, the  physician  might  want  to  examine 
some  medical  criteria  when  contemplating  a referral. 
Degree  of  disability  may  not  be  the  most  useful  cri- 
terion. Bauer,  Firnhaber,  and  Winkler  in  19653 
found  that  15  years  after  diagnosis,  the  severely 
disabled  were  working  in  equal  numbers  with  the 
moderately  and  mildly  disabled.  The  degree  of 
stability  in  the  disease  may  be  more  significant  than 
the  degree  of  disability.  If  a patient  is  in  the  middle 
ot  an  acute  attack,  referral  decisions  should  probably 
then  be  postponed  but  not  forgotten.  If  the  course 
is  an  unremitting  and  progressive  one,  evaluation  of 
abilities  may  have  to  wait  until  the  disease  has  sta- 
bilized. 

Another  significant  consideration  is  the  patient’s 
current  occupation.  Even  if  the  patient  is  per- 
forming well  in  a physical  job,  it  may  be  important 
for  him  or  her  to  consider  preparation  for  a more 
sedentary  occupation  in  the  future.  A patient  al- 
ready in  a sedentary  job  may  need  to  be  alerted  to 
possible  adaptations  that  would  facilitate  continuing 
successful  performance.  In  addition,  a person  not 
involved  in  competitive  employment  may  still  be 
eligible  for  OVR  services.  For  instance,  OVR  may 
sponsor  household  modifications  to  enable  a house- 
wife to  continue  as  an  independent  homemaker. 
Since  OVR  will  sponsor  people  of  all  ages,  young  and 
old  alike  may  be  referred. 

Once  the  OVR  referral  is  made,  the  patient  can 
collaborate  with  the  OVR  counselor  in  exploring  the 


work  environment.  Alternatives  to  potential  dif- 
ficulties can  be  explored  and  implemented.  For  in- 
stance, where  fatigability  exists,  a more  geographi- 
cally accessible  work  place  might  be  found;  work 
might  be  task-oriented  rather  than  time-oriented;  or 
flexible  work  hours  might  be  designed.  The  patient 
and  counselor  might  consider  adaptive  devices  such 
as  optical  aids,  orthopedic  utensils  to  steady  trem- 
bling hands;  ambulation  aids;  and  electronic  devices 
such  as  specially  adapted  typewriters. 

Motivation  to  enter  and/or  remain  in  the  work 
force  may  be  a decisive  factor  in  occupational  success. 
One  major  hurdle  is  the  problem  of  disability  bene- 
fits, which  often  serve  as  a disincentive  to  employ- 
ment. A patient  may  be  deterred  from  working  by 
the  very  realistic  fear  of  losing  disability  benefits. 
This  fear  is  particularly  relevant  to  the  MS  patient 
who  can  only  work  part-time  and  who  would  have  a 
larger  income  if  not  working  at  all.  The  limited 
success  of  vocational  rehabilitation  in  MS  is  due  in 
part  to  these  disincentives. 

Vocational  rehabilitation  is  also  frustrated  by 
employer  discrimination  against  the  handicapped 
and  by  architectural  barriers  in  the  work  place.  The 
Rehabilitation  Act  of  1973  provides  some  legal  re- 
course for  people  encountering  these  problems.  This 
Act  states  that  employers  doing  more  than  $2,500 
worth  of  business  with  the  Federal  government  must 
take  affirmative  action  to  hire  the  handicapped.  It 
further  requires  that  the  employer  make  “reasonable 
accommodations”  for  the  handicapped  person. 
Typical  accommodations  include  making  employee 
facilities  such  as  restrooms  and  work  areas  accessible 
to  the  handicapped  and  adapting  job  functions, 
schedules,  and  equipment. 

Another  constraint  on  vocational  success  is  the 
lack  of  accessible  transportation.  OVR  pays  for 
transportation  during  the  rehabilitation  process,  but 
once  the  client  is  placed  on  a job,  he  or  she  must  make 
provisions  for  travel.  In  our  survey  only  one  half  of 
the  respondents  could  travel  independently.  The 
cost  of  other  means  of  travel  can  often  rival  the  total 
income  earned;  for  example,  in  New  York  City,  a 
patient  traveling  to  and  from  work,  between  bor- 
oughs, by  ambulette,  would  have  to  pay  $50  per  day 
or  over  $13,000  per  year.  OVR  can  help  by  installing 
hand  controls  in  the  patient’s  car.  Special  parking 
permits  may  allow  the  patient  to  park  close  to  his  or 
her  job.  However,  for  the  patient  who  cannot  drive, 
travel  remains  an  unsolved  dilemma. 

The  psychologic  impact  of  disability  can  also  in- 
fluence vocational  rehabilitation.  The  patient  who 
becomes  unemployed  may  be  relieved  because  the 
burden  of  being  the  family  breadwinner  is  now  on 
somebody  else’s  shoulders.  The  longer  the  patient 
is  out  of  work,  the  more  comfortable  this  societally 
sanctioned  renouncing  of  roles  may  become.  It  is 
thus  essential  to  intervene  early  with  an  appropriate 
referral  to  OVR.  The  patient  may  also  be  over- 
whelmed by  his  or  her  disability.  The  patient  may 
seem  preoccupied  by  physical  symptoms  and  fears 
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about  the  future.  Here  the  physician  can  be  in- 
strumental in  diminishing  the  panic  evoked  by  the 
disease.  The  physician  can  help  by  speaking  in  op- 
timistic but  realistic  terms  about  the  patient’s  ability 
to  continue  with  his  or  her  life.  If  the  physician  then 
supports  the  patient’s  attempts  to  live  as  full  a life  as 
possible,  the  patient  may  take  a more  active  part  in 
his  or  her  rehabilitation. 

Summary 

Multiple  sclerosis  represents  a significant  cause  of 
disability  among  young  and  middle-aged  adults.  In 
New  York  State  upwards  of  10,000  people  are  af- 
fected. Employment  is  an  area  which  frequently 
suffers.  As  a group,  MS  patients  are  frequently  well 
educated,  highly  trained,  and  possess  intact  families, 
but  have  had  to  leave  their  former  occupations. 
While  many  unemployed  MS  patients  are  willing  and 
able  to  work,  they  are  not  now  receiving  the  voca- 
tional rehabilitation  services  they  need  to  reenter  the 
work  force.  Physicians  frequently  see  MS  patients, 
but  they  do  not  often  refer  those  patients  for  voca- 
tional rehabilitation  services.  Since  other  commu- 
nity providers  are  unfamiliar  with  the  medical  as- 
pects of  the  patient’s  condition,  the  physician  is  un- 
questionably the  preferable  source  of  such  refer- 
rals. 


New  laser  surgery 
effective  for  brain  tumor 


A 53-year-old  western  New  York  woman,  in  whom  pi- 
oneering carbon  dioxide  laser  technique  was  used  to 
vaporize  a malignant  tumor  deep  in  the  brain,  has  returned 
to  her  usual  activities  and  continues  to  do  well  nearly  five 
months  later. 

A follow-up  report  on  the  case  in  the  Medical  News 
Section  of  the  -Journal  of  the  American  Medical  Association 
of  May  9 recalls  that  the  patient  had  been  plagued  with 
headaches.  She  was  found  to  have  a tumor  deep  in  the 
brain. 

The  neurosurgical  team  followed  a “blueprint”  of  the 
tumor’s  location,  size,  and  shape  as  defined  three-dimen- 
sionally  in  a preoperative  computed  tomography  (CT) 
scan.  With  the  patient  under  general  anesthesia,  the 
carbon  dioxide  laser  was  used  to  vaporize  the  tumor,  which 
was  impossible  to  reach  by  conventional  surgical  tech- 
niques. The  doctors  knew  the  tumor  was  gone  when  x-rays 
taken  during  surgery  revealed  a cavity  in  the  brain  that 


The  physician’s  role  in  vocational  rehabilitation 
is  many  faceted  and  encompasses:  (1)  acting  as  the 
key  source  of  OVR  referrals;  (2)  consulting  with  OVR 
personnel  concerning  appropriate  medications, 
adaptive  devices,  and  work  abilities;  (3)  periodically 
reassessing  the  patient’s  capacities  and  functional 
potential;  and  (4)  providing  support  and  encour- 
agement for  the  patient  to  live  as  full  and  indepen- 
dent a life  as  possible. 

Unemployment  associated  with  multiple  sclerosis 
is  a significant  social  complication  of  the  disease. 
While  the  physician  cannot  cure  or  halt  the  progress 
of  the  disease,  he  or  she  can  assist  the  MS  patient  in 
obtaining  the  specialized  help  necessary  to  reenter 
the  job  market. 
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matched  exactly  the  location,  size,  and  shape  of  the  tumor 
shown  by  the  CT  scan. 

Patrick  J.  Kelly,  M.D.,  neurosurgeon  at  the  State  Uni- 
versity of  New  York  at  Buffalo  School  of  Medicine,  told 
JAMA  Medical  News  that  the  operation  will  in  the  future 
be  available  to  persons  with  deep-seated,  otherwise  inop- 
erable brain  tumors. 

The  laser’s  beam,  which  is  in  the  infrared  range  and 
one-twelfth  of  an  inch  in  diameter,  subjects  the  tumor  to 
high  energy  in  the  form  of  heat.  Water  in  the  target  tissue 
vaporizes.  There  is  no  scatter  of  malignant  cells,  Dr.  Kelly 
says,  and  any  residue  is  removed  during  surgery  with  an 
aspirator.  Very  little  nonmalignant  tissue  around  the 
tumor  is  damaged.  The  laser  beam  usually  can  quickly 
seal  off  any  bleeding  from  disrupted  blood  vessels. 

The  patient  operated  on  in  December  is  being  seen 
regularly.  There  has  been  complete  recovery,  with  no 
mental  or  neurological  deficits. 

The  carbon  dioxide  laser  is  being  used  for,  among  other 
things,  treatment  of  some  throat  problems  in  this  country, 
and  is  under  study  for  use  in  gynecologic  problems.  Doc- 
tors in  Japan,  Israel,  Italy,  Austria,  France,  and  elsewhere 
are  beginning  to  use  it  is  a variety  of  ways. 
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SYMPOSIUM 


In  Part  I of  this  symposium,  which  appeared  in  the 
July  issue  of  the  Journal , the  relationships  of  ma- 


Food  and  Cancer 
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The  marked  international  and  interarea  varia- 
tions in  the  incidence  of  certain  forms  of  cancer 
cannot  be  explained  on  the  basis  of  genetic  factors 
alone.  Migrant  populations  whose  organ-site  cancer 
rates  rise  or  fall  to  become  that  of  the  new  homeland 
provide  important  evidence  confirming  this  view. 
The  best  currently  available  epidemiologic  data 
implicate  environmental  factors,  especially  diet,  as 
the  main  determinant  of  these  variations,  and  studies 
in  this  area  may  offer  a key  to  the  cause  or  prevention 
of  some  forms  of  cancer. 

Doll,1  referring  to  environmental  factors,  has 
concluded:  “The  evidence  that  cancer  can  be  pre- 
vented is  now  overwhelming.  We  should  be  able  to 
reduce  age-specific  cancer  incidence  rates  by  80- 
90%.”  More  conservatively,  interarea  difference 
data  indicate  that  80  to  90  percent  of  all  cancers  re- 
sult from  environment  without  implying  that  such 
a reduction  can  be  achieved  by  primary  prevention.2 
Some  take  the  view  that  far  too  firm  conclusions  have 
been  Teached  from  epidemiologic  studies  and  their 
correlates.3  All  would  agree,  however,  that  at  the 
very  least,  these  studies  indicate  that  cancer  can  no 
longer  be  conceived  of  as  an  inevitable  consequence 
of  aging  and  that  they  are  important  leads  for  further 
research. 

Environment  affects  cancer  incidence  in  a multi- 
factorial fashion.  Dietary  factors  appear  to  be  re- 
sponsible for  50  percent  of  all  cancers  in  women  and 
20  percent  of  all  cancers  in  men.4  Diet  may  influence 
cancer  incidence  or  development  in  a number  of 
ways.  Nutritional  excess  has  become  the  focus  of 
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Does  Life  Style 
Cause  Cancer?  II 

lignant  condition  to  tobacco  and  alcohol  intake  and 
sexual  activity  were  discussed. 

attention  as  the  results  of  epidemiologic  and  labo- 
ratory data  become  known.  The  western  diet  is  often 
one  of  excessive  intake  of  total  food  calories,  espe- 
cially in  the  form  of  fat  and  animal  protein,  and  these 
specific  factors  show  highly  significant  correlations 
with  some  cancers  which  are  excessive  in  western 
cultures.5 

Obesity 

In  a landmark  study  published  in  1940,  Tannen- 
baum6  took  note  of  a life  insurance  actuarial  table 
indicating  a direct  correlation  between  body  weight 
and  crude  cancer  death  rates.  Human  obesity 
is  associated  with  an  increased  risk  of  both  breast 
and  endometrial  cancer.7  9 The  correlation  between 
obesity  and  endometrial  cancer  is  of  a high  degree, 
obese  women  appearing  to  run  a two-  to  fourfold  in- 
creased risk.  The  association  of  breast  cancer  with 
obesity  per  se  is  not  as  strong  or  consistent10;  how- 
ever, in  postmenopausal  women,  the  role  of  body 
weight  as  a risk  factor  in  breast  cancer  finds  statis- 
tical support.  This  becomes  maximally  operative 
over  age  70,  but  relates  best  to  body  weight  at  the 
time  of  menopause.  Further  association  between 
height-weight  and  breast  cancer  adds  to  the  evidence 
that  caloric  excesses  are  a risk  factor.11,12  Addi- 
tionally, menarche  and  menopausal  age,  each  in- 
fluenced directly  by  body  “fatness,”  are  determinants 
of  breast  cancer  rates.  There  is  support  for  these 
observations  in  animal  models;  obese  rats  consuming 
excessive  amounts  of  a balanced  diet,  after  gold 
thioglucose,  have  an  excessive  incidence  of  breast 
cancer.13 

Caloric  restriction 

Nutritional  deficiency  in  relation  to  cancer  inci- 
dence has  been  a subject  of  great  interest.  Tan- 
nenbaum’s14  early  observations  in  mice  indicated 
that  restriction  of  dietary  calories  by  one  third  to 
one  half  in  a balanced  diet  was  associated  with  pro- 
tection against  both  spontaneous  and  induced  can- 
cers. It  is  now  well  established  that  restriction  of  the 
total  calories  fed  to  rats  and  mice  inhibits  the  for- 
mation of  tumors  in  several  tissues.  For  example, 
balanced  dietary  restriction  in  mice  inhibits  sarcomas 
induced  by  benzo(a)pyrene, 15,16  and  similar  dietary 
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restriction  inhibits  the  spontaneous  occurrence  of 
breast  cancer  in  a strain  of  mice  prone  to  this  lesion.17 
This  holds  true  if  fat  or  carbohydrate  are  selectively 
restricted.  On  the  other  hand,  isocaloric  diets  with 
protein  restricted  to  from  9 to  45  percent  fail  to  in- 
fluence spontaneous  breast  cancer  in  mice  or  ben- 
zo(a)pyrene-induced  skin  tumors  or  sarcomas  in 
mice.18 

Breast  cancer 

For  breast  cancer,  incidence  and  mortality  rates 
are  about  six  times  higher  in  North  America  than 
they  are  in  some  Asian  and  indigenous  African  pop- 
ulations.19’20 Even  more  striking  are  the  geographic 
incidence  differences  in  postmenopausal  ages,  when 
the  high-risk  North  American  woman  continues  to 
suffer  increasing  morbidity  and  mortality  rates  from 
breast  cancer,  whereas  for  the  low-risk  Japanese  or 
Asian  women,  breast  cancer  rates  peak  at  age  50  and 
then  remain  stable  or  lessen.21’22  The  epidemiologic 
evidence  implicates  diet  as  the  factor  responsible  and 
specifically  indicates  an  excess  of  certain  dietary 
components.23  This  is  not  synonymous  with  obesity. 
Lea24  pointed  out  the  highly  significant  correlation 
between  breast  cancer  rates  and  fat  consumption  in 
24  different  countries.  Armstrong  and  Doll,5  in  an 
extensive  study  of  diet  and  many  other  variables, 
found  the  highest  correlation  among  all  variables 
including  all  foods  studied  to  be  for  breast  cancer 
mortality  rates  and  total  dietary  fat  (r  = 0.89). 
Correlat  ions  for  fat  consumption  and  cancer  of  other 
endocrine  target  organs  was  also  of  a high  order  of 
magnitude,  and  in  these  instances  also,  fat  was  the 
best  correlate  of  all  the  variables  tested.  These  na- 
tional difference  data  for  breast  cancer  are  now 
confirmed  by  individual  case-control  data.10 

The  variability  and  variety  of  the  western  diet 
makes  dietary  history-taking  difficult  and  lends 
uncertainty  to  studies  based  on  individual  recall, 
especially  in  regard  to  distant  past  dietary  experi- 
ences. In  cultures  with  diets  habitually  more  regular, 
such  as  Japan,  studies  are  of  special  interest.  In 
Japan  dietary  habits  are  changing.  Since  1950,  the 
overall  fat  intake  has  increased  2.5  times  and  animal 
protein  intake  has  increased  nearly  2 times.  Com- 
paring these  populations  within  Japan  itself,  the  data 
now  show  a positive  correlation  between  fat  intake 
and  breast  cancer  mortality  rates  (r  = 0.842). 25 
Groups  within  the  United  States  with  special  dietary 
practices  are  also  of  interest.  For  example,  vegetar- 
ian women  have  a much  lower  breast  cancer  rate  than 
do  matched  controls;  they  eat  much  less  animal  fat 
and  less  meat.26  Observations  in  laboratory  animals 
support  these  epidemiologic  data  regarding  dietary 
fat;  7-12-dimethylbenzathracene  induces  mammary 
cancer  in  rats.  Carroll  and  Khor27  have  shown  that 
a high  fat  diet  enhances  this  effect,  incidence  rates 
increasing  along  with  earlier  time  of  appearance. 
Some  data  also  indicate  that  a certain  amount  of 
polyunsaturated  fat,  as  well  as  a high  level  of  dietary 


fat,  is  required.28  Several  mechanisms  for  this  as- 
sociation have  been  proposed.  Prolactin  levels  have 
been  suspect,  and  when  rats  are  exposed  to  a potent 
mammary  carcinogen,  fed  high-fat  diets,  and  given 
an  antiprolactin  drug  (CB-154),  the  formation  of 
mammary  tumors  was  suppressed.28  Objections  to 
the  prolactin  theory  are  based  on  the  fact  that  in 
human  beings  pregnancy  and  lactation,  with  their 
attendant  high  prolactin  levels,  are  not  associated 
with  increased  breast  cancer  risk;  the  risk  is  actually 
decreased.29 

Colon  cancer 

In  many  western  countries,  colon  cancer  has  be- 
come the  most  common  malignant  condition,  other 
than  skin  cancer,  affecting  both  males  and  females, 
and  its  incidence  is  rising.30  Colon  cancer  incidence 
rates  vary  greatly.  Barring  death  from  some  other 
cause,  males  in  Connecticut  have  1 chance  in  30  of 
developing  colon  cancer  by  age  74;  in  Colombia  the 
risk  is  1 in  300;  in  Nigeria  it  is  1 in  700. 30>31  The  mi- 
grant population  data  are  exemplified  by  the  Japa- 
nese in  Hawaii,  in  whom  a highly  significant  rela- 
tionship exists  between  the  adoption  of  the  west- 
ern-type diet  and  the  appearance  of  the  higher  colon 
cancer  incidence  rates  of  the  “westernized”  Hawaiian 
population.32’33  Populations  in  transition  tend  to 
show  increasing  rates  of  colon  cancer.  In  the  United 
States  for  the  20  years  ending  in  1969,  the  greatest 
increase  in  colon  cancer  was  found  among  blacks.34 
These  differences  in  colon  cancer  rates  are  closely 
correlated  with  the  level  of  dietary  fat.35  Colon 
cancer  differs  from  breast  cancer  in  this  regard  in 
being  even  more  closely  related  to  the  intake  of  meat, 
especially  beef.5 

Further  evidence  that  beef  is  a factor  is  taken  from 
the  high  colon  cancer  attack  rates  in  high  beef-eating 
countries  of  Argentina  and  Uruguay,  setting  them 
apart  from  other  South  American  populations  where 
colon  cancer  rates  are  generally  low.30  Colon  cancer 
incidence  reaches  a peak  in  New  Zealand,  where  per 
capita  beef  consumption  even  exceeds  that  of  the 
United  States.31  On  the  other  hand,  colon  cancer 
rates  are  low  in  the  vegetarian  Seventh-Day  Ad- 
ventists, whose  diet  has  25  percent  less  fat  and  50 
percent  more  fiber  than  the  average  U.S.  diet  and 
contains  no  meat.26  Proportionately  increased  colon 
cancer  rates  are  seen  in  those  Adventists  who  deviate 
from  their  vegetarianism.  It  is  noteworthy,  however, 
that  Adventists  also  do  not  smoke  or  drink  alcohol. 
These  findings  may  be  counterbalanced  by  the  sta- 
tistics in  Mormons  of  Utah  who  rank  high  in  beef 
consumption  and  yet  have  colon  cancer  rates  of  only 
50  percent  of  expectation.36,37  As  with  Adventists, 
Mormons  also  abstain  from  tobacco  and  alcohol. 

Dietary  fiber  data  are  difficult  to  assess  because 
of  (he  confusion  of  dietary  fiber  with  crude  fiber. 
Dietary  fiber  is  defined  as  the  remnants  of  the  plant 
cell  wall  which  are  not  hydrolyzed  by  the  alimentary 
tract  enzymes  of  man.  This  is  not  synonymous  with 
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crude  fiber  as  formerly  recorded  in  food  tables,  being 
five  times  more  plentiful  than  crude  fiber  in  whole 
wheat,  for  example.38-1’9  Dietary  fiber  includes  lig- 
nins, cellulose,  and  hemicellulose,  the  latter  being 
made  up  of  a variety  of  hexoses,  pentoses,  and  uronic 
acid.  These  bind  to  water,  increasing  stool  volume. 
The  hypothesis  that  fiber  consumption  protects 
against  colon  cancer  is  based  on  the  observation  that 
colon  cancer  is  either  unknown  or  very  rare  among 
certain  primitive  or  developing  populations  whose 
diets  have  a very  high  fiber  content.40-41  Support  for 
this  hypothesis  has  been  sparse,  partly  because  sta- 
tistics have  not  been  available  regarding  national 
levels  of  dietary  fiber  consumption.  Recent  epide- 
miologic reports  support  the  high  fiber  hypothesis, 
one  of  these  being  the  I ARC  (International  Agency 
for  Research  on  Cancer)  collaborative  study  in 
Denmark  and  Finland,42  where  the  extremes  of  in- 
cidence in  Copenhagen  and  rural  Finland  were 
compared.  Copenhagen  subjects  with  a fourfold 
higher  risk  for  colon  cancer  ate  only  one  half  the  di- 
etary fiber  of  those  people  in  the  low-risk  rural  area 
of  Finland.  This  difference  is  highly  significant,  with 
a P value  of  less  than  0.001,  comparing  cases  to  con- 
trols. Similar  results  were  found  in  a recent  case- 
control  study  from  Israel.43  Walker  and  Burkitt3 
suggest  that  it  is  the  increased  bulk  of  the  stool  di- 
luting out  the  fecal  carcinogens  as  well  as  decreased 
transit  time,  the  latter  being  undocumented,  which 
are  the  factors  providing  the  possible  protective  ac- 
tion. There  are  several  confirmatory  studies. 
Cdober  and  colleagues44  reported  higher  stool  weights 
in  low-risk  Japanese  populations  compared  to 
high-risk  Japanese  migrants  in  Hawaii.  The  IARC 
intestinal  microecology  study  also  reported  signifi- 
cant correlations  between  stool  bulk  and  decreased 
colon  cancer  risk.42  The  animal  experimental  evi- 
dence in  regard  to  dietary  fiber  is  conflicting.45  The 
recent  findings  of  Freeman,  Spiller,  and  Kim46  and 
of  Fleiszer  et  al.47  provide  evidence  that  dietary  fiber 
is  protective  against  colon  neoplasia  in  the  animal 
model. 

The  relationship  between  colon  cancer  and  dietary 
fat  levels  is  also  supported  by  metabolic  data  and 
animal  experiments.  In  general,  dietary  fat  corre- 
lates with  the  amount  of  bile  acid  in  the  feces.48 
Populations  with  high  colon  cancer  rates  have  in- 
creased fecal  bile  acids  and  neutral  sterols  in  the 
stool.49  The  highest  correlations  are  found  between 
colon  cancer  mortality  rate  and  the  concentration  of 
dihydroxycholanic  acid,  a colonic  bacterial  metabo- 
lite,50 whereas  low  risk  is  associated  with  a low  level 
of  deoxycholic  acid.51  The  IARC  studies  in  Scan- 
dinavia, however,  showed  no  differences  in  fecal 
steroids  comparing  high-risk  and  low-risk  popula- 
tions.42 In  other  case-control  studies,  fecal  bile  acids, 
cholesterol,  and  cholesterol  metabolites  were  found 
to  be  significantly  higher  in  colon  cancer  patients.52 
It  has  been  proposed  that  bile  acids  are  metabolized 
by  colon  bacteria  to  form  carcinogens  or  cocarcino- 
gens.53 Some  increases  in  intestinal  anaerobes  have 


been  found  in  high-risk  populations;  furthermore, 
individuals  on  a high-fat  diet  may  have  higher  levels 
of  fecal  anaerobes.  A group  of  clostridia  capable  of 
dehydrogenating  the  steroid  nucleus  of  the  bile  acids 
has  become  a specifically  suspect  group.  Such 
clostridia  were  cultured  from  82  percent  of  colon 
cancer  patients  and  43  percent  of  controls.54  This 
hypothesis  was  confirmed  by  the  IARC  data  from 
Scandinavia  42  although  the  differences  were  smaller. 
Changes  in  bacterial  metabolic  activity  may  indicate 
a change  in  the  fecal  flora  which  may  not  be  appre- 
ciated by  bacteriologic  cult  ure  and  classic  taxonomic- 
grouping.  Such  enzymes  of  bacterial  origin  are  al- 
tered by  the  diet.55-56  There  are  significant  increases 
in  fecal  beta-glucuronidase  in  residents  of  high-risk 
areas.51  Although  this  enzyme  was  not  increased  in 
a study  of  patients  with  colon  cancer  and  polyps, 
there  was  an  increase  in  7-alpha-dehydroxylase  and 
cholesterol  dehydrogenase  activity.57  These  en- 
zymes have  been  implicated  in  the  conversion  of 
procarcinogens  to  carcinogens.  In  rats,  increased  fat 
in  the  diet  increases  the  carcinogenic  activity  of  di- 
methylhvdrazine  for  the  colon. 58-60  When  animals 
were  pretreated  intrarectally  with  secondary  bile 
acids  and  a single  dose  of  N-methyl-N'-nitro-N- 
nitrosoguanidine  (MNNG),  the  colon  tumor  rates 
more  than  doubled.59 

Gastric  cancer 

The  incidence  of  gastric  cancer  and  colon  cancer 
are  often  inversely  related.61  Whereas  colon  cancer 
is  a disease  of  affluence,  associated  with  the  eating 
of  beef  and  fat,  gastric  cancer  tends  to  occur  where 
diets  are  high  in  starch  and  limited  in  fat 62  There 
is  marked  interarea  variability,  with  high-risk  areas 
such  as  Japan,  Iceland,  Chile,  and  Finland  suffering 
gastric  cancer  rates  five  or  more  times  greater  than 
that  in  low-risk  areas  such  as  New  Zealand,  Australia, 
and  the  United  States.32  In  populations  migrating 
from  high-  to  low-risk  areas,  gastric  cancer  rates  fall 
in  the  second  generation.63  This  maintenance  of 
high  risk  by  migrants  but  not  their  progeny  indicates 
a 30-  to  50-year  latent  period  corresponding  to  the 
evolution  of  gastritis  to  metaplasia  to  cancer.  Gas- 
tric cancer  rates  in  the  United  States  and  some  other 
western  countries  are  falling.  For  example  in  the 
United  States  50  years  ago,  the  rate  was  30  per 
100,000  for  males  and  22  for  females;  currently  the 
U.S.  rate  is  7.5  and  3.7.64  These  changes  suggest 
some  dietary  factor,  since  most  other  environmental 
risk  factors  in  these  areas  have  been  on  the  increase. 
Cuello  et  al.65  and  Haenszel  et  al.66  have  shown  that 
chronic  atrophic  gastritis  and  intestinal  metaplasia, 
considered  to  be  precursor  lesions  of  gastric  cancer, 
are  increased  in  noncancer-bearing  individuals  in  the 
geographic  areas  of  high  gastric  cancer  risk.  These 
changes  are  related  to  exposure  to  dietary  factors 
early  in  life.  The  gastritis  stage  in  man  is  reversible 
when  the  diet  is  changed,  the  metaplasia  stage  is  not, 
and  the  cancer  risk  persists.66  Where  gastric  cancer 
exists  in  very  high  incidence,  the  excess  rates  are  re- 
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lated  to  a higher  rate  of  “colonic  type”  cancer  oc- 
curring in  the  stomach,67  as  occurs  after  intestinal 
metaplasia  of  the  gastric  mucosa.68 

As  with  colon  and  breast  cancer,  these  differences 
show  highly  significant  correlations  with  diet.  No 
single  food  can  be  identified  that  is  common  to  all 
high-risk  populations;  however,  some  food-gastric 
cancer  correlations  have  been  reported.62,65’69-74 

Among  Japanese  migrants  to  Hawaii,  increased 
stomach  cancer  risks  were  shown  for  pickled  vege- 
tables and  dried  salted  fish.73  Low  risk  was  associ- 
ated with  the  use  of  western-style  vegetables,  notably 
lettuce  and  celery,  and  a protective  effect  was  im- 
plied. Differences  have  been  found  in  other  studies 
for  salted  fish,  a positive  correlation,  and  for  vege- 
tables and  fruits,  a negative  correlation.74  The 
aforementioned  precursor  lesion  studies  allow  for 
dietary  histories  from  the  more  recent  past  since  they 
were  dealing  with  lesions  occurring  earlier  in  life. 
This  overcomes  one  of  the  major  drawbacks  of  diet 
data  in  relation  to  gastric  carcinoma,  that  is,  the  long 
length  of  time  one  must  go  back  in  an  individual  re- 
call, thereby  reducing  the  accuracy  of  the  data. 
These  studies  indicate  a relationship  between  corn- 
eating and  stomach  cancer  precursor  lesions  of  high 
statistical  significance,  that  is,  82  percent  in  high  risk 
versus  48  percent  in  low  risk,  as  well  as  for  cabbage, 
61  percent  versus  40  percent.  The  corn,  however,  is 
cooked  with  wood  ashes,  and  this  method  of  prepa- 
ration may  be  a factor. 

N-nitroso  compounds,  or  nitrosamines,  are  pow- 
erful carcinogens  and  are  often  site-specific.  Certain 
of  them,  notably  N-methyl-N'-nitro-N-nitroso- 
guanidine,  are  site-specific  for  the  stomach.75,76  In 
minute  quantities  in  laboratory  animals,  they  rapidly 
produce  gastric  cancers  in  over  80  percent  exposed.77 
This  in  a species  in  which  the  natural  occurrence  of 
gastric  cancer  is  virtually  unknown.78  The  nitroso- 
compounds  may  be  produced  during  processing  or 
storage  or  preparation  of  foods,  and  although  the 
quantities  of  most  of  these  have  been  thought  to  be 
minute,  the  matter  is  under  study  and  is  recently  the 
subject  of  a comprehensive  volume  of  data  from  the 
IARC,  in  Lyon.79  The  nitroso-compounds  may  also 
be  formed  in  the  stomach  itself  from  nitrites  com- 
bining with  amine-groups  deriving  from  dietary 
protein,  in  the  process  of  nitrosation.80  The  nitrite 
required  for  this  may  have  been  added  to  foods  to 
improve  color  and  flavor  and  to  inhibit  Clostridium 
botulinum  spores.  In  the  past,  as  high  as  5,000  ppm 
(parts  per  million)  were  used  in  meats,  fish,  and 
pickled  vegetables.81  Currently  in  the  United  States 
lower  levels  are  being  used,  up  to  150  ppm  of  nitrite, 
and  hopefully  this  declines  rapidly  after  processing 
until  the  time  of  ingestion  when  it  may  have  reached 
only  10  ppm.  Nitrate  is  rarely  added  to  food  now. 
Nitrates  in  foods  may  be  reduced  to  nitrite  during 
preparat  ion,  especially  if  the  food  is  allowed  to  stand 
at  room  temperature.82  Under  these  conditions, 
conversion  rates  of  nitrate  to  nit  rite  range  as  high  as 
90  percent.  This  conversion  is  inhibited  by  low 


temperature  and  does  not  occur  under  the  usual 
conditions  of  the  more  modern  food  refrigeration. 
Nitrates  are  also  reduced  to  nitrites  by  the  bacterial 
flora  of  the  saliva  and  the  stomach.83  In  the  stom- 
ach, gastric  acid  has  an  inhibitory  effect  on  this  re- 
duction so  that  it  is  much  more  rapid  in  the  low  acid 
milieu  of  gastritis  or  gastric  metaplasia. 

Vitamin  C and  vitamin  E,  as  antioxidants,  inhibit 
the  formation  of  nitrosamine  from  nitrite.84,85  It  is 
important  to  mention  that  the  ascorbate  must  be 
taken  at  the  same  time  as  the  nitrite  since  the  vitamin 
is  short-lived  in  the  stomach.  The  amounts  of  as- 
corbate required  are  large,  and  there  is  no  clear  evi- 
dence that  the  mechanism  would  be  operative  under 
ordinary  dietary  circumstances. 

The  recent  studies  of  Neuberne  show  nitrites 
themselves  to  be  carcinogenic.  In  these  experiments 
amines  were  not  added  to  the  diet,  and  the  type  of 
cancer  which  developed,  lymphoma,  makes  it  un- 
likely that  nitrosamine  formation  was  the  cause. 
The  FDA  concluded  from  this  study  that  the  “life- 
time risk  of  lymphatic  cancer  from  cured  meats  is 
0.6-2. 7 per  10,000.”  86 

Current  investigations  in  our  laboratory  relate  to 
the  hypothesis  that  the  absorption  of  gastric  car- 
cinogens is  promoted  by  breaking  of  the  gastric  mu- 
cosal barrier.  Certain  carcinogens  such  as  methyl- 
cholanthrene  are  not  normally  absorbed  by  the 
stomach,87  and  only  cause  cancer  experimentally 
when  they  are  surgically  implanted  in  the  gastric 
wall.  Bile  salts,  refluxed  back  into  the  stomach  from 
the  duodenum  under  abnormal  conditions  such  as 
chronic  gastritis,  can  solubolize  such  a carcinogen  by 
micelle  formation  and  promote  its  absorption  into 
the  gastric  mucosa.88  Additionally,  the  inflamma- 
tory reaction  which  results  from  the  chain  of  events 
set  up  by  the  barrier  breakers  may  in  itself  be  carci- 
nogenic.89 MNNG,  a potent  carcinogen  with  site- 
specificity  for  the  stomach,  is  a powerful  barrier 
breaker  at  very  low  dosage.90  Certain  foods  associ- 
ated with  increased  incidence  of  gastric  cancer,  may 
not  be  carcinogens  per  se,  but  rather  derive  their 
cocarcinogenic  activity  from  an  effect  on  the  gastric 
mucosal  barrier.91  Such  substances  include  hyper- 
tonic salt  solutions  and  pickled  vegetables.92  The 
Fukuchinzuki  pickle  is  typical  of  the  latter  and  is 
widely  eaten  in  Japan,  and  its  efficacy  as  a barrier 
breaker  is  dramatic.93 

Other  cancers  and  carcinogens 

The  metabolic  activity  of  some  fungi  produces 
carcinogens  referred  to  as  the  mycotoxins.  They  are 
also  potent  tissue  toxins.  The  aflatoxins,  produced 
by  Aspergillus  flavus,  are  the  most  important  of 
these  as  food  contaminants.  High  levels  of  aflatoxin 
contamination  especially  occur  in  dried  peanuts  and 
cereal  grains  when  these  are  stored  under  warm, 
moist  conditions.94  Aflatoxin  levels  in  the  diet  are 
proportional  to  the  incidence  of  hepatic  cancer  in  a 
number  of  countries.95,96  Aflatoxins  are  converted 
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in  the  liver  to  its  epoxymetabolites  which  are  the 
most  powerful  liver  carcinogens  known  to  laboratory 
animals.97 

Protein-deficient  diets  increase  the  toxic  effects 
of  aflatoxin  on  the  liver  while  reducing  the  carcino- 
genic effects.  This  may  result  from  the  suppression 
of  conversion,  or  activation,  of  aflatoxin  by  the  liver. 
High  protein  diets  and  vitamin  B12  enhance  the 
carcinogenic  effects  of  aflatoxin.98 

Vitamin  A and  its  synthetic  analogs,  together  re- 
ferred to  as  retinoids,  are  active  in  the  control  of  cell 
differentiation  in  normal  epithelial  tissues,  including 
such  common  cancer  sites  in  man  as  urinary  bladder, 
gastrointestinal  tract,  kidney,  prostate,  pancreas, 
skin,  uterus,  and  the  bronchial  tree.  Carcinogenesis 
involves  de-differentiation,  or  an  arrest  in  differen- 
tiation. Retinoids  are  thought  to  control  premalig- 
nant  epithelial  cell  de-differentiation  by  enhancing 
physiologic  processes  of  differentiation  being  blocked 
by  the  carcinogen.99  Organ  cultures  of  trachea  and 
bronchi  and  other  epithelia  develop  squamous 
metaplasia  when  retinoids  are  absent;  the  addition 
of  retinoids  reverses  the  process.  Furthermore,  re- 
tinoids may  reverse  carcinogen-induced  hyperplasia 
and  anaplastic  epithelial  lesions  in  organ  cul- 
tures.100’101 In  intact  animals,  retinoids  reduce  the 
incidence  of  cancer  induced  by  chemical  carcino- 
gens.102-103 In  a prospective  study  in  Norway,  a large 
group  of  men  were  followed  for  a five-year  period;  36 
developed  lung  cancers.104  The  incidence  in  those 
with  a high  vitamin  A intake  was  reduced  by  60  to  80 
percent  compared  with  those  with  a low  vitamin  A 
intake.  In  Japan,  where  much  of  the  retinoid  con- 
tent of  the  diet  comes  from  yellow-green  vegetables, 
a study  involving  280,000  persons  over  a 10-year  pe- 
riod found  the  daily  intake  of  yellow-green  vegetables 
in  smokers  to  be  associated  with  a 20-  to  30-percent 
reduction  in  lung  cancer  incidence.103  Among 
exsmokers,  this  reduction  in  cancer  risk  was  far 
greater,  suggesting  a role  of  retinoids  in  the  recovery 
process.  On  the  other  hand,  those  populations  where 
retinoid  deficiency  is  the  rule,  such  as  those  found  in 
the  Middle  East,  India,  and  Africa,  do  not  suffer  a 
high  incidence  of  cancer  in  general,  or  of  lung  cancer 
in  particular. 

The  natural  retinoids  are  highly  toxic  due  to  ex- 
cessive deposition  in  the  liver.  Their  use  is  also 
limited  by  a saturable  specific  transport  mechanism, 
which  reduces  delivery  to  target  sites. 

Synthetic  retinoids  have  been  synthesized,  aimed 
at  reducing  these  problems.  The  most  promising  of 
these  analogs,  including  13-cis  retinoid  acid,  are  not 
stored  significantly  in  the  liver  and,  therefore,  are  less 
toxic  and  bypass  the  usual  mechanisms  for  retinoid 
transport  so  that  they  reach  desired  target  sites." 
They  are  effective  in  counteracting  chemical  carci- 
nogenesis in  laboratory  animals.101  Sporn106  sums 
up:  “No  human  population  at  risk  for  the  develop- 
ment of  cancer  should  be  allowed  to  remain  in  a Vi- 
tamin A deficient  state.” 

There  are  carcinogens  in  certain  foods  which  occur 


as  natural  components  of  ingested  plants.  Some  of 
these  such  as  the  cycad  nut  and  the  bracken  fern  are 
significant  dietary  components.  The  cycad  nut 
contains  a powerful  colon  carcinogen,  methylazoxy- 
methanol.  Ext  racts  of  cycad  nuts  were  used  for  ex- 
perimental induction  in  colon  cancer  in  laboratory 
animals  until  supplies  ran  low.  Now  the  synthetic 
colon  carcinogen,  DMH  (dimethylhydrazine)  is  in 
common  use  for  this  purpose.  DMH  is  the  metabolic 
precursor  of  methylazoxymethanol,  and  they  both 
lead  to  a metabolically  derived  carcinogen.107  Al- 
though cycad  nuts  are  common  in  the  Guamanian 
diet,  they  are  not  established  as  a cause  of  cancer  in 
man,  perhaps  because  they  are  crushed  and  soaked 
and  boiled  prior  to  ingestion,  thus  removing  the 
water-soluble  precarcinogen. 

Bracken  fern,  on  the  other  hand,  appears  to  be  an 
important  carcinogen  for  man.  This  hardy,  common 
fern  grows  throughout  the  temperate  zone.  It  is 
commonly  eaten  as  a green  staple  in  Japan  and  has 
become  a salad  delicacy  in  the  United  States.  Fur- 
thermore, cows  commonly  eat  the  fern  mixed  with 
their  forage.  This  is  widespread  in  the  Balkans  as 
well  as  Wisconsin,  and  Bracken’s  disease  of  cattle 
includes  cancer  of  the  small  intestine  and  bladder.108 
The  milk  of  cows  eating  bracken  fern  has  been  shown 
to  contain  mutagens  in  the  Ames  system.  When 
milk  from  these  cows  is  fed  to  rats,  30  percent  of  them 
develop  cancer  of  the  intestine,  kidney,  or  bladder.109 
The  carcinogenic  substance  in  the  fern  has  not  been 
identified,  but  it  may  be  a tannin.110  The  fern  is 
readily  available  at  many  local  markets  around  New 
York  City.  In  Japan,  where  the  fern  is  commonly 
eaten,  the  case-control  data  indicates  a strong  asso- 
ciation between  the  intake  of  bracken  fern  and  the 
risk  of  cancer  of  the  esophagus,  daily  consumption 
being  associated  with  a fivefold  increase  in  esopha- 
geal cancer.105 

Certain  other  green  vegetables  have  a protective 
effect,  beyond  that  already  discussed  for  vitamin  A, 
vitamin  C,  and  fiber.  Broccoli,  cabbage,  brussels 
sprouts,  and  cauliflower  inhibit  chemically  induced 
mammary  and  gastric  carcinogenesis.111  The  ben- 
eficial substances  in  these  vegetables  are  probably 
a group  of  indols,  that  is,  indole-3-carbinol,  3-3'di- 
indolylemethane,  and  indole  3-acetonitrite.112  Their 
mechanism  of  action  is  not  proved,  but  they  do  have 
an  inducing  effect  on  an  enzyme  present  in  high 
concentration  in  many  tissues,  arylhydrocarbon 
hydroxylase,  which  has  the  ability  to  break  down 
aromatic  ring  carcinogens. 

Some  trace  elements  also  have  aroused  interest. 
Selenium  supplements,  2 ppm  in  daily  rate,  to  the 
diet  of  laboratory  animals  inhibits  the  formation  of 
both  induced  and  spontaneous  tumors.113  Epide- 
miologic data  show  an  inverse  relationship  between 
blood  selenium  levels  and  total  cancer  mortality.114 
The  most  significant  negative  correlations  are  found 
with  colon,  rectum,  breast,  and  ovary.  Blood  zinc 
ievels  are,  on  the  other  hand,  positively  correlated 
with  cancer  incidence,  and  levels  in  the  soil  of  home 
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vegetable  gardens  are  directly  related  to  gastric 
cancer  incidence.115  These  elements  have  a rela- 
tionship in  normal  physiology  in  that  200  ppm  of  zinc 
prevents  the  absorption  of  small  amounts  of  sele- 
nium.114 

1060  Fifth  Avenue 
New  York,  N.Y.  10028 

References 

1.  Doll,  R.:  Strategy  for  detection  of  cancer  hazards  to  man. 
Nature  265:  589  (1977). 

2.  Tomatis,  L.,  et  al.:  Evaluation  of  the  carcinogenicity  of 
chemicals:  a review  of  the  Monograph  Program  of  the  Interna- 
tional Agency  for  Research  on  Cancer  (1971  to  1977),  Cancer  Res. 
38:  877  (Apr.)  1978. 

3.  Walker,  A.  R.,  and  Burkitt,  D.  P.:  Colonic  cancer — hy- 
potheses of  causation,  dietary  prophylaxis,  and  future  research, 
Am.  J.  Digest.  Dis.  21:  910  (1976). 

4.  Wynder,  E.  L.:  Nutrition  and  cancer,  Cancer  Res.  35: 3239 
(1975). 

5.  Armstrong,  B.,  and  Doll,  R.:  Environmental  factors  and 
cancer  incidence  and  mortality  in  different  countries,  with  special 
reference  to  dietary  practices,  Internat.  J.  Cancer  15:  617 
(1975). 

6.  Tannenbaum,  A.:  Relationship  of  the  body  weight  to 

cancer  incidence,  Arch.  Path.  30:  509  (1940). 

7.  Marks,  H.  H.:  Influence  of  obesity  on  morbidity  and 
mortality.  Bull.  New  York  Acad.  Med.  36:  296  (1960). 

8.  Lin,  T.  M.,  Chen,  K.  P.,  and  MacMahon,  B.:  Epidemio- 
logic characteristics  of  cancer  of  the  breast  in  Taiwan,  Cancer  27: 
1497  (1971). 

9.  MacKay,  E.  V.,  and  Khoo,  S.  K.:  Altered  carbohydrate 
metabolism  and  other  constitutional  stigmata  and  adenocarci- 
noma of  the  uterine  body,  M.  J.  Australia  1:  724  (1969). 

10.  Miller,  A.  B.,  et  al.:  A study  of  diet  and  breast  cancer,  Am. 
J.  Epidemiol.  107:  499  (June)  1978. 

11.  deWaard,  F.,  and  Baanders-van  Halewijn,  E.  A.:  A pro- 
spective study  in  general  practice  on  breast-cancer  risk  in  post- 
menopausal women,  Internat.  J.  Cancer  14:  153  (1974). 

12.  deWaard,  F.:  Breast  cancer  incidence  and  nutritional 

status  with  particular  reference  to  body  weight  and  height,  Cancer 
Res.  35:  3351  (1975). 

13.  Clayson,  D.  B.:  Nutrition  and  experimental  carcinogen- 
esis: a review,  ibid.  35:  3292  (1975). 

14.  Tannenbaum,  A.:  Initiation  and  growt  h of  tumors:  In- 
troduction: Effects  of  underfeeding,  Am.  J.  Cancer  38:  335 

(1940). 

15.  Idem:  The  genesis  and  growt  h of  tumors.  II.  The  effects 
of  caloric  restriction  per  se,  Cancer  Res.  2:  460  ( 1942). 

16.  Larsen,  C.  D.,  and  Heath,  W.  E.:  Effects  of  cystine  and 
caloric  restriction  on  spontaneous  pulmonary  tumors  in  strain  A 
mice,  J.  Nat.  Cancer  Inst.  6:  31  (1945). 

17.  Vischer.  M.  B.,  Ball,  Z.  B..  Barnes,  R.  H.,  and  Schertzin, 

I. :  The  influence  of  caloric  restriction  upon  the  incidence  of 

spontaneous  mammary  carcinoma  in  mice.  Surgery  11:  48 
(1942). 

18.  Tannenbaum,  A.,  and  Silverstone,  H.:  The  genesis  and 
growth  of  tumors.  IV.  Effects  of  changing  the  proportion  of 
protein  (casein)  in  the  diet,  Cancer  Res.  9:  162  (1949). 

19.  MacMahon,  B.,  Cole,  P.,  and  Brown,  J.:  Etiology  of 

human  breast  cancer:  a review,  J.  Nat.  Cancer  Inst.  50:  21 

(1973). 

20.  Doll,  Ii.:  The  geographical  distribution  of  cancer,  Brit. 

J.  Cancer  23:  1 (1969). 

21.  Haenszel,  W.,  and  Kurikura,  M.:  Studies  of  Japanese 

migrants:  I.  Mortality  from  cancer  and  other  diseases  among 

Japanese  in  the  U.S.,  J.  Nat.  Cancer  Inst.  51:  1765  (1973). 

22.  Hems,G.:  Epidemiological  characteristics  of  breast  cancer 
in  middle  and  late  age,  Brit.  J.  Cancer  24:  226  (1970). 

23.  Armstrong,  B.:  Recent  trends  in  breast  cancer  incidence 
and  mortality  in  relation  to  possible  risk  factors,  ibid.  24:  226 
(1970). 

24.  Lea,  A.  J.:  Dietary  factors  associated  with  death  rates 
from  certain  neoplasms  in  man,  Lancet  2:  332  (1966). 

25.  Hirayama,  'I'.:  Epidemiology  of  breast  cancer  wit  h special 
reference  to  the  role  of  diet,  Prev.  Med.  7:  173  (June)  1978. 

26.  Phillips,  R.  L.:  Role  of  life-style  and  dietary  habits  in  risk 
of  cancer  among  seventh-day  adventists.  Cancer  Res.  35:  3513 
(1975). 

27.  Carroll,  K.  K.,  and  Khor,  H.T.:  Effects  of  level  and  type 


of  dietary  fat  on  the  incidence  of  mammary  tumors  induced  in 
female  Sprague-Dawley  rats  by  7,12-dimethvlbenz(  )antracine. 
Lipids  6:415  (1971). 

28.  Chan,  P.  C.,  and  Cohen,  L.  A.:  Effect  of  dietary  fat, 
antiestrogen,  and  antiprolactin  on  the  development  of  mammary 
tumors  in  rats,  J.  Nat.  Cancer  Inst.  52:  25  (1974). 

29.  MacMahon,  B.,  et  al.:  Lactation  and  cancer  of  the  breast. 
A summary  of  an  international  study,  Bull.  WHO  42:  185 
(1970). 

30.  Waterhouse,  J.,  Muir,  C.,  Correa,  P.,  and  Powell,  J.: 
Cancer  incidence  in  5 Continents,  Lyon,  International  Agency  for 
Research  on  Cancer,  1976,  vol.  3. 

31.  Ford,  J.:  Cancer  in  New  South  Wales.  Incidence  and 
Mortality,  1973,  Sydney  Health  Commission,  1978. 

32.  Haenszel,  W.,  and  Kurihara,  M.:  Studies  of  Japanese 
migrants.  I.  Mortality  from  cancer  and  other  diseases  among 
Japanese  in  the  United  States,  J.  Nat.  Cancer  Inst.  40:  43 
(1968). 

33.  Haenszel,  W.,  et  al.:  Large-bowel  cancer  in  Hawaiian 

Japanese,  ibid.  51:  1765  (1973). 

34.  Berg,  J.  W„  and  Howell,  M.  A.:  The  geographic  pathology 
of  bowel  cancer,  Cancer  supp.  34:  807  (1974). 

35.  Carroll,  K.  K.,  and  Khor,  H.  T.:  Dietary  fat  in  relation  to 
tumorigenesis,  in  Progress  in  Biochemical  Pharmacology.  Lipids 
and  Tumors,  New  York,  S.  Karger,  1975. 

36.  Enstrom,  J.  E.:  Cancer  mortality  among  Mormons, 

Cancer  36:  825  (1975). 

37.  Lynn,  J.  L.,  Klauber,  M.  R.,  Gardner,  J.  W.,  and  Smart, 
C.  R.:  Cancer  incidence  in  Mormons  and  non-Mormons  in  Utah, 
1966-1970,  New  England  J.  Med.  294:  129  (1976). 

38.  Trowell,  H.:  Editorial:  Definitions  of  fibre,  Lancet  1:  503 
(1974). 

39.  Trowell,  H.:  Food  and  dietary  fibre,  Nutrition  Review  26, 
Fifth  Annual  Marlboro  Symposium,  1977,  p.  11. 

40.  Oettle,  A.  G.:  Cancer  in  Africa,  especially  in  regions  south 
of  the  Sahara,  J.  Nat.  Cancer  Inst.  33:  383  (1964). 

41.  Burkitt,  D.  P.:  Epidemiology  of  cancer  of  the  colon  and 
rectum,  Cancer  28:  3 ( 1971 ). 

42.  Dietary  fibre,  transit-time,  faecal  bacteria,  steroids,  and 
colon  cancer  in  two  Scandanavian  populations.  Report  from  the 
International  Agency  for  Research  on  Cancer,  Intestinal  Mi- 
croecology Group,  Lancet  2:  207  (1977). 

43.  Modan,  B.,  et  al.:  Low-fiber  intake  as  an  etiologic  factor 
in  cancer  of  the  colon,  J.  Nat.  Cancer  Inst.  55: 15  (1975). 

44.  Glober,  G.  A.,  et  al.:  Bowel  transit-time  and  stool  weight 
in  populations  with  different  colon-cancer  risks,  Lancet  2:  110 
(1977). 

45.  Cruse,  J.  P.,  Lewin,  M.  R.,  and  Clark,  C.  G.:  Failure  of 
bran  to  protect  against  experimental  colon  cancer  in  rats,  ibid.  2: 
1278  (Dec.  16)  1978. 

46.  Freeman,  H.  J.,  Spiller,  G.  A.,  and  Kim,  Y.  S.:  A double- 
blind study  on  the  effect  of  purified  cellulose  dietary  fibre  on 
1,2-dimethylhydrazine-induced  rat  colonic  neoplasia,  Cancer  Res. 
38:  2912  (Sept.)  1978. 

47.  Fleiszer,  D.,  Murray,  D.,  MacFarlane,  J.,  and  Brown,  R. 
A.:  Protective  effect  of  dietary  fibre  against  chemically  induced 
bowel  tumors  in  rats,  Lancet  2:  552  (Sept.  9)  1978. 

48.  Cummings,  J.  H.,  et  al.:  Influence  of  diets  high  and  low 
in  animal  fat  on  howel  hahit,  gastrointestinal  transit  time,  fecal 
microflora,  bile  acid,  and  fat  excretion,  J.  Clin.  Invest  61: 953  (Apr.) 
1978. 

49.  Reddy,  B.  S.,  and  Wynder,  E.  L.:  Large-bowel  carcino- 
genesis: fecal  constituents  of  populations  with  diverse  incidence 
rates  of  colon  cancer,  J.  Nat.  Cancer  Inst.  50:  1437  (1973). 

50.  Hill,  M.  J.,  et  al.:  Bacteria  and  aetiology  of  cancer  of  large 
bowel.  Lancet  1:  95  ( 1971). 

51.  Reddy,  B.  S.,  Hedges,  A.,  Laasko,  K.,  and  Wynder,  E.  L.: 
Metabolic  epidemiology  of  large  bowel  carcinoma:  fecal  bulk  and 
constituents  of  high-risk  North  American  and  low-risk  Finnish 
population,  Cancer  42:  2832  (Dec.)  1978. 

52.  Reddy,  B.  S.,  and  Wynder  E.  L.:  Metabolic  etiology  of 
colon  cancer.  Fecal  bile  acids  and  neutral  sterols  in  colon  cancer 
patients  and  patients  with  adenomatous  polyps,  ibid.  39:  2533 
(1977). 

53.  Aries,  V.  L.,  et  al.:  Bacteria  and  the  aetiology  of  cancer 
of  the  large  bowel,  Gut  10:  334  (1969). 

54.  Hill,  M.  J.,  et  al.:  Faecal  bile-acids  and  clostridia  in  pa- 
tients with  cancer  of  the  large  howel,  Lancet  1:  535  (1975). 

55.  Reddy,  B.  S.,  Weisberger,  J.  H.,  and  Wynder,  E.  L.:  Fecal 
bacterial  beta-glucuronidase:  control  by  diet,  Science  183:  416 
(1974). 

56.  Goldin,  B.  R.,  and  Gorbach,  S.  L.:  The  relationship  be- 
tween diet  and  rat  fecal  bacterial  enzymes  implicated  in  colon 
cancer,  J.  Nat.  Cancer  Inst.  57:  371  ( 1976). 


1406 


New  York  State  Journal  of  Medicine/August  1980 


57.  Mastromarino,  A.  J.,  Reddy,  B.  S.,  and  Wynder,  E.  L.: 
Fecal  profiles  in  anaerobic  microflora  of  large  bowel  of  cancer 
patients  and  in  patients  with  nonhereditary  large  bowel  polyps, 
Cancer  Res.  38:  4458  (Dec.)  1978. 

58.  Reddy,  B.  S.,  Weisberger,  J.  H.,  and  Wynder  E.  L.:  Colon 
cancer-bile  salts  as  tumor  promoters,  in  Slaga,  T.  J.,  Swak,  A.,  and 
Bontwell,  R.  K.,  Eds.:  Mechanisms  of  Tumor  Promotion  and 
Co-Carcinogenesis,  New'  York,  Raven  Press,  1978,  p.  453. 

59.  Reddy,  B.  S.,  Narasawa,  R.,  Weisberger,  .1.  H.,  and  Wyn- 
der, E.  I,.:  Promoting  effect  of  sodium  deoxvcholate  in  colon 

adenocarcinoma  in  germ-free  rats,  J.  Nat.  Cancer  Inst.  56:  441 
(1971). 

60.  Bansal,  B.  R.,  Rhoads,  .J.  E.,  -Jr.,  and  Bansal,  S.  C.:  Effects 
of  diet  on  colon  carcinogenesis  and  the  immune  system  in  rats 
treated  with  1,2  dimethvlhvdrazine.  Cancer  Res.  38:  3293  (Oct.) 
1978. 

61.  Wynder,  E.  I,.:  Nutritional  carcinogenesis,  (in  food  and 
nutrition  in  health  and  disease),  Ann.  New  York  Acad.  Sc.  300:  360 
(1977). 

62.  Modan,  B.,  et  al.:  The  role  of  starches  in  etiology  of  gastric 
cancer,  Cancer  34:  2087  (1974). 

63.  Dunn,  J.  E.:  Cancer  epidemiology  in  populations  of  the 
United  States  -with  emphasis  on  Hawaii  and  California — and 
Japan,  Cancer  Res.  35:  3240  (1975). 

64.  Tulinius,  H.:  Epidemiology  of  gastric  cancer,  Nut  rition 
Cancer  1:  61  (1979). 

65.  Cuello,  C.,  et  al.:  Gastric  cancer  in  Columbia.  I.  Cancer 
risk  and  suspect  environmental  agents,  J.  Nat.  Cancer  Inst.  57: 
1015  (1976). 

66.  Haenszel,  W.,  et  al.:  Gastric  cancer  in  Colombia.  II. 
Case  control  epidemiologic  study  of  precursor  lesions,  J.  Nat. 
Cancer  Inst.  57:  1021  (1976). 

67.  Haenszel,  W.,  and  Correa,  P.:  Developments  in  the  epi- 
demiology of  stomach  cancer  over  the  past  decade,  Cancer  Res. 
35:  3452  ( 1975). 

68.  Jarvi,  O.:  A review  of  the  part  played  by  gastrointestinal 
heterotopias  in  neoplasmogenesis,  Proc.  Finnish  Acad.  Sc.,  1967, 
p.  151. 

69.  Haenszel,  W.:  Variation  in  incidence  of  and  mortality 
from  stomach  cancer,  with  particular  references  to  United  States, 
J.  Nat.  Cancer  Inst.  21:  213  (1958). 

70.  Stocks,  P.:  Cancer  incidence  in  North  Wales  and  Liver- 
pool region  in  relation  to  habits  and  environment,  in  35th  Annual 
Report,  British  Empire  Cancer  Campaign,  1957,  supp.  2,  part 

71.  Higginson,  J.:  Etiological  factors  in  gastrointestinal  cancer 
in  man,  -J.  Nat.  Cancer  Inst.  37:  527  (1966). 

72.  Haenszel,  W.,  et  al.:  Stomach  cancer  in  Japan,  ibid.  56: 
265(1976). 

73.  Haenszel,  W.,  Kurihara,  M.,  Segi.  M.,  and  Lee,  R.  K.: 
Stomach  cancer  among  Japanese  in  Hawaii,  ibid.  49:  969 
(1972). 

74.  Hiravama.  T.:  Epidemiology  of  cancer  of  the  stomach 
with  special  reference  to  its  recent  decrease  in  Japan,  Cancer  Res. 
35:  3460(1975). 

75.  Sugimura,  T..  Nagao,  M.,  and  Okada,  Y.:  Carcinogenic 
action  of  N-methvl-N'-nitro-N-nitrosoguanidine,  Nature  210:  962 
(1966). 

76.  Druckrey,  H.:  Chemical  carcinogenesis  of  N-nitroso- 

derivatives,  Gann  Monogr.  17:  17  (1975). 

'7.  Sugimura.  T.,  et  al.:  Production  of  adenocarcinomas  in 
glandular  stomach  of  experimental  animals  by  N-methyl,  N-nitro. 
N-nitrosoguanidine,  ibid.  8:  157  (1969). 

1 8.  Bralow,  S.  P.:  Experimental  gastric  carcinogenesis,  Di- 
gestion 5:  290  (1972). 

79.  Walker,  E.  A.,  Castegnaro,  M.,  Gricute,  L.,  and  Lyle,  R. 
E.,  Eds.:  Environmental  Aspects  of  N-nitroso  Compounds,  Lyon, 
International  Agency  for  Research  on  Cancer,  1978. 

80.  Sander,  J.,  et  al.:  Nitrate  and  nitrosatable  amino  com- 
pounds in  carcinogenesis,  Gann  Monogr.  17:  145  (1975). 

81.  Binkard,  E.  F.,  and  Kilari,  O.  E.:  The  history  and  use  of 
nitrate  and  nitrite  in  curing  of  meat.  Food  Cosmet.  Toxicol.  13: 
655  (1975). 

82.  Weisburger.  J.  H.,  and  Ranieri,  R.:  Dietary  factors  and 
the  etiology  of  gastric  cancer.  Cancer  Res.  35:  3469  (1975). 

83.  Tannenbaum,  S.  R.,  Archer,  M.  C.,  Wishnok,  J.  S.,  and 
Bishop,  W.  W.:  Nitrosamine  formation  in  human  saliva,  J.  Nat. 
Cancer  Inst.  60:  251  (Feb.)  1978. 

84.  Mirvish,  S.  S.:  Blocking  the  formation  of  N-nitroso 

compounds  with  ascorbic  acid  in  vitro  and  in  vivo,  Ann.  New  York 
Acad.  Sc.  258:  175(1975). 

85.  Ranieri,  R.,  and  Weisburger,  J.  H.:  Reduction  of  gastric 
carcinogens  with  ascorbic  acid,  ibid.  258:  181  (1975). 


86.  Smith,  R.  J.:  Science  20 1 : 887  ( 1978). 

87.  Stewart,  H.  L.,  and  Hare,  W.  V.:  Variations  in  suscepti- 
bility of  the  lundic  acid  pyloric  portion  of  the  glandular  stomach 
of  the  rat  to  induction  of  neoplasia  by  20-methyl  cholanthrine, 
Acta  Unio  Internat.  contra  cancrum  7:  176  (1950). 

88.  Horowitz,  1.,  and  Werther,  J.  L.:  Absorption  of  3-meth- 
ylcholanthrine,  sodium  taurocholate  micelles  by  gastric  mucosa, 
abstract.  Gastroenterology  72:  1160  (1977). 

89.  Tabuchi,  T.,  Ogino,  T.,  Mitsuno,  T.,  and  Sugiyama,  T.: 
Possible  role  of  mucosal  damage  in  stomach  carcinogenesis  with 
N-methyl-N'-nitro-N-nitrosoguanidine  in  the  rat,  J.  Natl.  Cancer 
Inst.  52:  1589  (1974). 

90.  Werther,  J.  L.,  and  Horowitz,  I.:  The  effect  of  N- 

methyl-N'nitro-N-nitrosoguanidine  on  the  gastric  mucosal  harrier 
in  rats.  Am.  J.  Digest.  Dis.  23:  510  (1978). 

91.  Tatematsu,  M.,  et  al.:  Effects  in  rats  of  sodium  chloride 
on  experimental  gastric  cancers  induced  by  N-methyl-N-nitro- 
N-nitrosoguanidine  or  4-nitroquinoline  1 -oxide,  J.  Nat.  Cancer 
Inst.  55:  101  (1975). 

92.  MacDonald,  W.  C.,  Anderson,  F.  H.,  and  Hashimoto,  S.: 
Histological  effect  of  certain  pickles  on  the  human  gastric  mucosa. 
A preliminary  report,  Canad.  M.  A.  J.  96:  1521  (1967). 

93.  Werther,  J.  L.,  and  Horowitz,  I.:  Effects  of  pickled  vege- 
tables on  gastric  mucosal  barrier  in  rats,  in  preparation. 

94.  Detroy,  R.  W.,  Lillehoj,  E.  B.,  and  Ciegler,  A.:  Aflatoxin 
and  related  compounds,  in  Ciegler,  A.,  and  Kadir,  S.,  Fids.:  Mi- 
crobial Toxins,  New  York,  Academic  Press,  1971,  vol.  6,  p.  3. 

95.  Van  Rensberg,  S.  J.,  et  al.:  Primary  liver  cancer  rates  and 
aflatoxin  intake,  in  a high  cancer  area,  South  African  M.  J.  48: 
2508A  (1974). 

96.  Shanks,  R.  C.,  Bharmaraprabati,  N.,  Gordon,  J.  E.,  and 
Wojan,  G.  N.:  Dietary  aflatoxin  and  human  liver  cancer  in  two 
municipal  populations  in  'Thailand,  Food  Cosmet.  Toxicol.  10:  171 
(1972). 

97.  Garner,  R.  C.:  Aflatoxin  B activation  and  its  importance 
for  biological  activity,  in  Remmer,  H.,  Bolt,  H.  M.,  Bannish,  P., 
and  Popper,  H..  Fids.:  Primary  Liver  Tumors,  Lancaster,  En- 
gland, MTP  Press  Ltd.,  1978,  p.  295. 

98.  Temcharoen,  P.,  Anukarahanonta,  T.,  and  Bharmar- 
apravati,  N.:  Influence  of  dietary  protein  and  vitamin  B12  on  the 
toxicity  and  carcinogenicity  of  aflatoxins  in  rat  liver,  Cancer  Res. 
38:  2185  (Julv)  1978. 

99.  Sporn,  M.  B.,  Dunlop,  N.  M.,  Newton,  D.  L.,  and  Smith, 
J.  M.:  Prevention  of  chemical  carcinogenesis  by  vitamin  A and 
its  synthetic  analogs  (retinoids),  Fed.  Proc.  35:  1332  (1976). 

100.  Harris,  C.  C.,  et  al.:  Histogenesis  of  squamous  metaplasia 
in  the  hamster  tracheal  epithelium  caused  by  vitamin  A deficiency 
on  benzo[a]pyrene-Ferric  oxide,  J.  Nat.  Cancer  Inst.  48:  743 
(1972). 

101.  Sporn,  M.  B.,  et  al.:  Activity  of  vitamin  A analogues  in 
cell  cultures  of  mouse  epidermis  and  organ  cultures  of  hamster 
trachea,  Nature  253:  47  (1975). 

102.  Saffiotti,  U.,  Montesano,  R.,  Sellakumar,  A.  R.,  and  Borg, 
S.  A.:  Experimental  cancer  of  the  lung.  Inhibition  by  vitamin 
A of  the  induction  of  tracheobronchial  squamous  metaplasia  in 
squamous  cell  tumors,  Cancer  20:  857  (1967). 

103.  Bollag,  W.:  Prophylaxis  of  chemically  induced  benign 
and  malignant  epithelial  tumors  by  vitamin  A (retinoic  acid).  Am. 
J.  Cancer  10:  731  (1974). 

104.  Bjelke,  E.:  Dietary  vitamin  A and  human  lung  cancer, 
Internat.  -I.  Cancer  15:  561  (1975). 

105.  Hirayama,  T.:  Diet  and  cancer.  Nutrition  Cancer  1:  67 
(1979). 

106.  Sporn,  M.  B.:  Retinoids  and  carcinogenesis,  Nutrition 
Rev,  35:  65  (1977). 

107.  Miller,  J.  A.,  and  Miller,  E.  C.:  Carcinogens  occurring 
naturally  in  foods,  Fed.  Proc.  35:  1316  (1976). 

108.  Evans,  I.  A.,  Jones,  R.  S.,  and  Mainwaring-Burton,  R.: 
Passage  of  bracken  fern  toxicity  into  milk.  Nature  237:  107 
(1972). 

109.  Pamukcu,  A.  M.,  et  al.:  Carcinogeneic  and  mitogenic 
activities  of  milk  from  cows  fed  bracken  fern  (Pteridium  aquili- 
num),  Cancer  Res.  38:  1556  (June)  1978. 

110.  Wang,  C.  Y.,  Chiu,  C.  W.,  Pamukcu,  A.  M.,  and  Bryan, 

G.  T.:  Identification  of  a carcinogenic  tannin  isolated  from 

bracken  fern  (Pteridium  aquilinum),  J.  Nat.  Cancer  Inst.  56:  33 
(1976). 

111.  Wattenberg,  L.  W.,  Loub,  W.  D.,  Lam,  L.  K.,  and  Spier, 
J.  L.:  Dietary  constituents  altering  the  responses  to  chemical 
carcinogens,  Fed.  Proc.  35: 1327  (1976). 

112.  Wattenberg,  L.  W.,  and  Loub,  W.  D.:  Inhibition  of 

polycyclic  aromatic  hydrocarbon-induced  neoplasia  by  naturally 
occurring  indoles,  Cancer  Res.  38:  1410  (May)  1978. 


August  1980/New  York  State  Journal  of  Medicine  1407 


113.  Schrauzer,  G.  N.,  and  Ishmael,  D.:  Effects  of  selenium 
and  of  arsenic  on  the  genesis  of  mammary  tumors  in  inbred  C3H 
mice,  Ann.  Clin.  Lab.  Sc.  4:  441  (1974). 

1 14.  Shamberger,  R.  J.,  and  Frost,  D.  V.:  Possible  protective 
effect  of  selenium  against  human  cancer,  Canad.  M.  A.  J.  100: 682 
(1969). 

115.  Stocks,  P.,  and  Davies,  R.  I.:  Zinc  and  copper  content 
of  soils  associated  with  the  incidence  of  cancer  of  the  stomach  and 
other  organs,  Brit  J.  Cancer  18:  14  (1964). 

Discussion 

Dr.  Gitlow:  Thank  you  very  much,  Dr.  Werther. 
We  will  open  the  discussion  at  once  since  we  have 
relatively  little  time  before  our  next  speaker.  I’m 
sure  there  must  be  dozens  of  questions  on  this 
issue. 

Audience:  I wonder  whether  the  hormones  fed 
to  beef  cattle  have  anything  to  do  with  the  production 
of  cancer. 

Dr.  Werther:  They  may  have  something  to  do 
with  the  production  of  breast  cancer;  however,  the 
amount  of  hormones  which  one  would  eat  from 
tissues  of  beef  is  very  small.  The  effect  which  the 
beef  fat  has  on  hormone  levels  may  be  stronger 
through  the  mechanism  of  androstanedione  con- 
version in  fatty  stores  to  estrone.  The  fat  in  the  beef 
is  more  important  than  the  hormones  that  have 
contaminated  the  beef. 

Audience:  Do  other  forms  of  animal  flesh  cor- 
relate with  cancer  rates  the  same  as  beef  does? 

Dr.  Werther:  No,  they  do  not.  Chicken,  veal, 
and  fish  do  not  correlate,  except  as  they  relate  to  fat 
intake.  Beef  very  definitely  correlates  with  colon 
cancer,  and  this  is  of  a higher  order  than  for  fat  per 
se. 

Audience:  Do  we  know  of  any  animals  who  might 
have  carcinoma  of  the  prostate? 
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Dr.  Werther:  I’m  not  aware  of  any. 

Audience:  Have  you  spoken  with  veterinarians, 
for  example? 

Dr.  Werther:  No,  I don’t  really  know  anything 
about  the  subject.  I referred  earlier  to  a laboratory 
experiment,  and  that  was  a prostate  organ  culture  in 
which  vitamin  A depletion  was  tested. 

Audience:  I was  born  of  Japanese  parents  in 
Seattle,  and  I would  like  to  know  the  jeopardy  in- 
volved for  someone  who  has  eaten  these  carcinogenic 
substances  mentioned,  bracken  fern  and  Fukuchin- 
zuki  pickles,  once  they  have  left  the  country  of  or- 
igin. 

Dr.  Werther:  The  critical  period  of  exposure 
appears  to  be  during  the  first  10  or  20  years  of  life. 
For  the  population  that  migrates  from  these  areas, 
the  risk  persists  through  the  generation  which  has 
migrated. 

The  risk  factor  decreases  in  the  progeny  who  have 
not  been  exposed  to  the  risk  factors  during  their  first 
10  years  of  life. 

Audience:  Is  there  any  evidence  of  vitamin  A 
decreasing  the  incidence  of  skin  cancer,  such  as 
melanoma? 

Dr.  Werther:  There  is  very  strong  evidence  that 
vitamin  A decreases  the  ultraviolet  sensitive  skin 
cancers.  Of  course,  the  croton  oil  skin  cancers  in 
animals  are  inhibited  by  vitamin  A.  There’s  no  ev- 
idence that  I’m  aware  of  regarding  melanoma  falling 
into  this  category,  however. 

Dr.  Gitlow:  It’s  quite  apparent  that  we  really 
need  a text  to  tell  us  all  precisely  what  we  should  eat. 
I want  to  thank  Dr.  Werther  for  a most  stimulating 
lecture  today. 

petrochemical  and  pesticide  manufacturing  plants, 
hospital  operating  room  employees,  and  workers  in 
various  other  industrial  settings. 

With  the  long  history  linking  cancer  with  work- 
place exposure  to  various  organic,  inorganic,  and 
physical  agents  and  chemicals,  one  would  anticipate 
my  coming  before  you  today  with  a plethora  of  em- 
piricisms concerning  the  environmental  etiology  of 
cancer.  Alas,  I have  little  such  dogma  to  share  with 
you  today.  Indeed,  our  understanding  of  the  rela- 
tionship between  man’s  health  and  his  environment 
seems  to  have  progressed  little  beyond  that  expressed 
by  Hippocrates  2,500  years  ago,  when  he  said:  “Look 
to  the  seasons  of  the  year  and  the  diseases  which  they 
are  observed  to  produce;  the  states  of  the  wind  pe- 
culiar to  each  country,  and  the  qualities  of  its  water. 
Mark  carefully  the  localities  of  towns  and  of  the 
surrounding  country;  whether  they  are  high  or  low, 
hot  or  cold,  wet  or  dry.  Neglect  not  to  mark  the  diet 
and  regimen  of  the  inhabitants;  and  in  a word,  all  the 
causes  which  may  produce  disorder  in  the  animal 
economy.” 

One  wonders  what  Hippocrates  would  have  made 
of  the  situation  at  the  Love  Canal,  where  man  has  so 
fouled  his  nest  with  the  indiscriminate  dumping  of 
noxious,  even  deadly  chemicals  that  he  has  created 
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a new  Gomorrah  from  which  people  hasten  to  flee. 

Our  subject  today  is  cancer,  the  terminal  illness  of 
almost  one  quarter  of  the  American  people.  As  such, 
it  is  the  subject  of  immense  concern,  on  the  part  of 
the  public,  the  health  professionals,  and  government, 
particularly  the  Federal  government,  which  seems 
hellbent  to  solve  what  is  euphemistically  referred  to 
as  the  cancer  riddle,  even  if  it  takes  every  last  dollar 
we  have  to  do  so. 

Statistics  and  etiology 

The  cancer  mortality  rate,  expressed  as  a per- 
centage of  total  deaths,  has  been  rising  slowly  in  the 
United  States  for  a number  of  years.  As  others  have 
pointed  out,  the  principal  reason  more  people  are 
dying  from  cancer  is  because  of  our  relative  success 
in  dealing  with  other  forms  of  illness,  such  as  infec- 
tious diseases,  cardiovascular  illnesses,  and  strokes. 
As  a consequence  of  declining  death  rates  in  these 
and  in  other  categories,  more  Americans  are  surviving 
long  enough  to  experience  a perhaps  crueler  fate — 
cancer. 

In  New  York  State  last  year,  there  were  36,654 
deaths  from  cancer.  More  than  one  half  of  these 
deaths,  18,960,  were  among  men,  and  over  30  percent 
of  the  male  deaths  involved  cancer  of  the  lung  or 
bronchus.  Breast  cancer  was  the  leading  cause  of 
cancer  fatality  among  women,  accounting  for  3,688 
lives,  or  about  21  percent  of  the  total.  During  the  last 
reporting  year,  1976,  some  67,000  cases  of  cancer  were 
diagnosed  in  New  York  State;  slightly  more  than  half 
of  these  new  cases  involved  women. 

Thus,  on  an  average  day  in  New  York  State,  about 
100  people  succumb  to  cancer,  and  almost  200  are 
diagnosed  as  having  cancer. 

If  one  were  to  exclude  the  sharp  rises  in  broncho- 
genic carcinoma,  one  would  discover  that  the  overall 
cancer  death  rate  in  the  United  States  has  remained 
virtually  constant  for  the  past  30  years. 

An  indisputable  example  of  the  place  of  the  ciga- 
rette in  the  etiology  of  lung  cancer  is  that  contained 
in  a report  published  by  State  of  New  York  Depart- 
ment of  Health  scientists  last  summer  in  The  New 
England  Journal  of  Medicine.  According  to  the 
report,  by  1984,  lung  cancer  will  supplant  breast 
cancer  as  the  leading  cause  of  cancer  death  among 
women  living  in  upstate  New  York.  In  contrast,  in 
1960,  among  this  same  population,  there  were  about 
six  breast  cancer  deaths  for  every  death  due  to  lung 
cancer.  Since  that  time,  there  has  been  a slow  but 
steady  growth  in  breast  cancer  mortality  rates  and 
an  explosive  growth  in  lung  cancer  deaths.  If  the 
trend  continues,  by  1984,  there  will  be  2,300  lung 
cancer  deaths  among  women  living  in  New  York 
State,  exclusive  of  New  York  City,  compared  to  2,200 
deaths  from  breast  cancer.  This  growth  in  mortality 
rates  from  bronchogenic  cancer  has  been  paralleled 
by  changes  in  women’s  life  styles,  the  smoking  of 
cigarettes  prime  among  these  changes.  Lung  cancer 
strikes  me  as  a high  price  to  pay  for  women’s  so-called 
liberation. 


As  we  have  discovered  all  too  often  in  the  recent 
past,  much  of  the  information  needed  to  corroborate 
our  concerns  about  occupationally  and  environ- 
mentally linked  cancer  is  either  preliminary  and  in- 
conclusive, or  nonexistent.  But  our  suspicions  are 
raised  by  reports  of  cancer  among  laundry  and  dry 
cleaning  workers  exposed  to  chlorinated  hydrocar- 
bons, by  asbestos-associated  disease  among  shipyard 
and  insulation  plant  workers,  and  by  excess  lung 
cancer  among  foundry  workers. 

Circumstantial  evidence  is  fueled  by  studies  con- 
ducted by  the  National  Institute  of  Occupational 
Safety  and  Health,  studies  showing  that,  of  some 
12,000  distinct  chemical  compounds  in  current  in- 
dustrial use,  some  1,500  are  suspected  carcinogens. 

I think  we  can  anticipate,  as  we  introduce  new 
chemicals  into  the  industrial  process  and  into  the 
environment,  that  some  10  percent  are  probably 
going  to  have  mutagenic  or  carcinogenic  potential. 
The  most  convincing  studies  involve  industrial  uses 
of  vinyl  chloride  and  asbestos.  Asbestos  exposure 
of  long  duration  has  been  shown  to  produce  pulmo- 
nary asbestosis  and  leads  to  bronchogenic  cancer, 
pleural  and  peritoneal  mesothelioma,  and  carcinomas 
of  the  larynx,  stomach,  and  colon.  The  effects  of 
asbestos  exposure  are  latent  over  long  periods  of  time 
ranging  from  10  to  40  years  following  exposure. 

What  we’re  also  finding  is  that  asbestosis  and  the 
risk  of  malignant  condition  are  not  restricted  to 
shipyard  workers;  we  have  large  segments  of  the  work 
force  who,  by  virtue  of  prolonged  exposure  to  asbes- 
tos particles,  are  at  risk.  Recently,  we  discovered 
that  power  plant  employees  who  have  spent  20  years 
or  longer  in  boiler  rooms,  where  furnaces  and  ducts 
are  wrapped  with  asbestos,  will  commonly  have  ra- 
diologic evidence  of  lung  abnormalities  consistent 
with  incipient  asbestosis. 

According  to  calculations  by  Federal  health  offi- 
cials, estimates  of  the  percentage  of  cancer  deaths 
that  may  be  occupationally  related  range  from  a low 
of  10  percent  to  a high  of  40  percent.  Of  course,  in- 
terpretation of  this  estimate  must  be  tempered  by 
recognizing  that  associated  genetic  and  behavioral 
factors  and  even  off-the-job  exposure  add  to  the 
total. 

Literature  review 

Marvin  Schneiderman,  Ph.D.,  of  the  National 
Cancer  Institute  recently  reported  on  his  studies  of 
age-adjusted  cancer  mortality  rates  among  white 
males  living  in  urban  and  rural  settings,  and  he  found 
that  urban  dwellers  have  a far  higher  cancer  mor- 
tality incidence  than  do  their  rural  equivalents.1  In 
particular,  Dr.  Schneiderman  found  that  male  ur- 
banities were  far  more  likely  to  die  of  forms  of  cancer 
generally  considered  to  be  associated  with  environ- 
mental and  behavioral  influences.  For  example, 
urban  dwellers  were  three  times  more  likely  to  die 
from  cancer  of  the  larynx,  mouth,  and  throat,  had  2.7 
times  the  incidence  of  deaths  from  cancer  of  the 
rectum,  and  were  1.9  times  more  likely  to  die  from 
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cancer  of  the  lung.  Overall,  the  ratio  of  cancer  fa- 
talities for  the  urban  population  was  1.5  times  that 
of  the  rural  population. 

But  what  does  this  observation  mean?  Does  it 
mean  that  city  folk  are  exposed  to  more  presumably 
carcinogenic  pollutants  than  country  folk?  Does  it 
mean  that  cosmopolites  eat  too  many  of  the  wrong 
foods  and  beverages?  Is  the  country  air  cleaner? 
How  does  one  weigh  these  findings  in  the  presence 
of  such  confounding  factors  as  cigarette  smoking  and 
dietary  fat  intake? 

In  the  recently  published  Healthy  People:  The 
( U.S . ) Surgeon  General’s  Report  on  Health  Pro- 
motion and  Disease  Prevention,  an  English  cancer 
researcher,  John  Cairns,  M.D.,  wrote  as  follows2: 

. . . there  is  really  no  evidence  that  any  of  the  prod- 
ucts of  modern  technology  (excepting  the  cigarette) 
are  making  much  of  a cont  ribution  to  the  current  levels 
of  any  of  the  common  cancers.  Thus,  hardly  any  of  the 
major  cancers  (except  lung  cancer)  are  much  common- 
er now  than  they  were  50  years  ago.  Of  course,  it  can 
be  argued  that  because  the  great  expansion  of  the 
chemical  industries  really  occurred  after  World  War  II 
it  is  too  early  to  expect  to  see  much  of  an  effect;  con- 
ceivably we  could,  even  now,  be  on  the  brink  of  an  epi- 
demic of  some  new  form  of  cancer  due  to  some  artifi- 
cial addition  to  our  environment.  It  would  only  be 
prudent  therefore  to  start  monitoring  new  industrial 
products  for  mutagenicity  and  carcinogenicity. 

We  must  not  delude  ourselves  into  thinking  that 
cancer  can  be  conquered  simply  by  the  surveillance 
and  control  of  industry.  To  make  major  inroads  into 
the  common  cancer,  most  of  which  have  been  with  us 
as  long  as  we  have  had  records,  our  preventive  mea- 
sures will  have  to  reach  into  the  home  and  seek  to  mod- 
ify our  personal  habits  and  lifestyle. 

Rather  ruefully,  Dr.  Cairns  goes  on  to  observe, 
“For  most  cancers  the  preventable  causes  have  not 
been  identified,  and  as  long  as  we  do  not  know  what 
the  causes  are  we  cannot  guess  whether  people  will 
be  willing  to  change  their  habits  in  order  to  avoid 
exposure  to  the  relevant  carcinogens.” 

Dr.  Cairns  believes  that,  just  as  the  reformers  of 
the  mid-nineteenth  century  improved  living  and 
sanitary  conditions  despite  knowing  nothing  about 
microbiology  and  the  pathogenesis  of  disease,  and 
thereby  had  a lasting  impact  on  peoples’  health,  so 
must  we  undertake  cancer  prevention  before  we 
unlock  all  the  secrets  of  the  cancer  cells  and  etiology 
of  cancer.  He  concludes,  “The  only  way  I can  see  out 
of  this  dilemma  is  to  assume  that  the  real  cure  for 
cancer  is  not  going  to  come  within  the  next  10  or  20 
years.  Once  we  accept  this  idea  ...  a greater  pro- 
portion of  the  funds  for  basic  cancer  research  will  go 
into  basic  biology  . . . and  more  effort  and  support  will 
go  into  prevention.” 

Another  interesting  viewpoint  on  the  subject  of 
environmental  carcinogenesis  was  expressed  in  a 
recent  issue  of  the  newsletter  of  the  AACI  (Associa- 
tion of  American  Cancer  Institutes)  which  ob- 
served’: 


The  hypothesis  that  most  cancers  are  associated 
with  environmental  factors  is  now  widely  accepted. 
This  viewpoint  unfortunately  has  led  to  excessive  ex- 
pectations by  many  of  the  public  and  its  representa- 
tives, being  held  to  imply  that  all  cancers  are  preventa- 
ble now  through  simple  regulatory  action  directed 
largely  at  the  control  of  industrial  pollution  and  the 
man-made  chemicals  in  food,  drink  and  air.  Such 
views  demonstrate  a lack  of  understanding  of  the  con- 
cept of  the  “environment,”  and  the  complex  biological 
problems  involved  in  analyzing  its  role  in  human 
cancer. 

As  an  example  of  the  need  to  differentiate  be- 
tween environmental  risk  factors  and  other  risk 
factors,  the  AACI  newsletter  cited  a study  done  in 
Finland  of  the  relative  risks  of  asbestos  workers  de- 
veloping lung  cancer.  According  to  the  authors  of 
the  study,  setting  the  risk  factor  at  one  for  non- 
smokers  and  nonasbestos  workers  meant  the  risk  rose 
to  1.4  for  nonsmoking  asbestos  workers,  to  12  for 
smokers  who  did  not  work  in  the  asbestos  industry, 
and  to  17  for  asbestos  workers  who  smoked.  In  other 
words,  smoking  entailed  a far  greater  risk  than  the 
asbestos  environment  alone,  and  to  smoke  and  work 
in  the  asbestos  industry  entailed  the  greatest  risk  of 
all. 

I cite  all  of  these  opinions  to  impress  on  you  the 
knowledge  that  the  environmental  and  occupational 
etiology  of  cancer  is  not  clearly  defined  or  agreed  on, 
even  within  the  scientific  and  medical  communi- 
ties. 

Love  Canal  situation 

Just  prior  to  our  entry  into  World  War  II,  the 
United  States  produced  one  billion  pounds  of  syn- 
thetic organic  chemicals  per  year.  By  1965,  this  had 
increased  to  100  billion  pounds  per  year.  Today,  we 
are  producing  in  excess  of  300  billion  pounds  of  these 
chemicals  each  year.  These  compounds  have 
brought  us  many  amenities  and  conveniences,  but  we 
have  yet  to  comprehend  their  impact  on  man’s 
health.  We  may  have  to  wait  many  years  before  we 
have  sufficient  data  to  enable  us  to  make  a compre- 
hensive analysis  of  the  health  impact  of  this  chemical 
revolution. 

However,  we  have  one  excellent  example  right  here 
in  New  York  State,  at  the  Love  Canal  landfill,  where 
hundreds  of  people  living  in  a residential  neighbor- 
hood have  been  affected  by  a large  chemical  dump 
created  long  before  they  moved  into  their  homes. 
Love  Canal  is  an  episode  in  which  the  medical  pro- 
fession, particularly  the  Niagara  and  Erie  County 
Medical  Societies,  have  been  deeply  involved. 

Our  analyses,  which  began  in  the  spring  of  1978, 
indicate  that  the  individuals  living  in  homes  in  closest 
proximity  to  this  chemical  wasteland  did  suffer  ad- 
verse health  effects,  including  low  birth-weight  in- 
fants and  an  increase  in  congenital  defects  as  well  as 
increased  rate  of  miscarriages.  These  effects  were 
also  discovered  to  be  present  in  a somewhat  lesser 
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degree  among  people  living  in  the  surrounding 
neighborhood,  but  at  somewhat  greater  distance  from 
the  landfill  itself. 

We’re  faced  with  a difficult  problem  at  the  Love 
Canal,  and  1 can  only  say  that  the  more  information 
we  have  about  the  relationship  of  chemicals  to  human 
illness,  the  better  able  we  will  be  to  deal  with  these 
problems  and  confidently  assure  those  involved  that 
they  will  or  will  not  he  affected. 

At  the  moment,  we  have  a paucity  of  epidemiologic 
data  from  which  we  can  extrapolate  risk  curves  based 
on  long-term  chemical  exposure. 

The  Love  Canal  disaster,  and  1 think  that  is  what 
it  can  properly  be  called,  relates  to  a complete  lack 
of  appreciation  of  the  health  and  environmental 
hazards  posed  by  the  growth  of  the  chemical  industry 
in  the  United  States.  'Phis  ignorance  applies  not  just 
to  industry,  but  to  government,  to  citizens’  groups, 
and  even  to  the  medical  profession. 

As  one  final  comment  on  the  Love  Canal  situation, 
I would  like  to  offer  some  thoughts  expressed  re- 
cently by  Philip  Handler,  Ph.D.,  President  of  the 
National  Academy  of  Sciences.4  On  the  subject  of 
environmental  carcinogenesis,  he  said: 

What  seems  lost  on  some  who  would  participate  in 
the  debate  on  the  place  of  technology  in  our  society, 
particularly  those  concerned  with  possible  environ- 
mental carcinogenesis  by  radiation  or  chemicals,  is 
that  the  necessity  for  scientific  rigor  is  even  greater 
when  scientific  evidence  is  being  offered  as  the  basis 
for  the  formulation  of  public  policy  than  when  it  is 
simply  expected  to  find  its  wav  into  the  market  place 
of  accepted  scientific  understanding.  Science  itself 
can  benefit  by  early  publication  of  properly  docu- 
mented preliminary  findings.  But  surely  public  policy 
should  not  rest  on  observations  so  preliminary  that 
they  could  not  find  acceptance  for  publication  in  an 
edited  scientific  journal. 

This  is  the  lesson  of  the  Love  Canal:  we  must 
continue  to  press  for  those  scientific  insights  neces- 
sary to  prove  that  chemical  exposure  does  constitute 
a hazard  to  public  health,  and  to  identify  those 
chemicals  that  are  responsible  for  the  excess  fetotoxic 
events  and  other  morbidity  discovered  there.  And 
somehow,  we  must  continue  this  lonely  quest  in  the 
presence  of  the  social  angst  that  surrounds  crises  like 
the  one  encountered  at  Love  Canal. 

Comment 

How  are  we  to  deal  with  the  environmental  and 
behavioral  aspects  of  cancer?  Cancer  of  the  lung  is 
often  due  to  a pleasurable  and  strongly  addictive 
habit,  namely  smoking.  Breast  and  intestinal  cancer 
are  attributable  to  dietary  practices  inherent  in  our 
affluent  society.  And  industrial  chemicals  have 
brought  us  a great  many  conveniences  and  are  basic 
to  much  of  our  manufacturing  and  food  processing 
enterprise. 

In  our  effort  to  protect  the  populace  from  envi- 
ronmental and  work  site  exposure  to  cancer  and 
other  illnesses,  there  are,  it  seems  to  me,  several  in- 


escapable facts.  One  is  that  we  must  find  some  way, 
in  our  democratic  society,  of  reconciling  individual 
rights  to  freedom  of  behavior  with  the  rights  of  so- 
ciety to  be  protected  from  the  hazards  that  this  be- 
havioral freedom  often  generates. 

Another  principle  that  we  cannot  ignore  is  that,  in 
our  high-speed,  high-technology,  high-living  society, 
we  cannot  have  absolute  safety  all  the  time.  We  have 
to  decide  which  are  the  risks  that  are  acceptable  and 
which  are  not.  We  must  learn  far  more  about  our 
chemical  environment  and  the  specific  risks  it  entails. 
This  will  require  some  sort  of  central  registry  of 
chemicals  and  their  effects.  The  information  nec- 
essary to  interpret  the  meaning  of  these  data  will 
come  from  you  and  others  like  you  as  you  become 
more  aware  of  the  problems,  take  more  careful  oc- 
cupational histories,  and  pay  more  attention  to  en- 
vironmental exposures. 

It  follows  that  prior  to  a substance  or  new  chemical 
being  marketed,  research  should  be  instituted  with 
the  aim  of  protecting  human  life  and  health.  The 
scale  of  this  resfearch  should  be  related  to  the  social 
and  economic  import  of  the  pollutant. 

One  of  the  things  that  we  find  in  our  society  is  that 
we’re  imposing  risks  on  certain  people  while  others 
benefit  from  the  products  or  procedures  causing  the 
risk.  Seldom  do  the  benefits  accrue  to  the  same  in- 
dividuals who  are  faced  with  the  risks.  Who  is  to 
make  the  decision  what  is  best  for  society? 

Cost  may  be  reckoned  in  dollars,  benefits  in  terms 
of  employment  and  other  material  values,  and  risks 
in  human  morbidity  and  mortality  rates.  Obviously, 
with  these  stakes,  the  acceptability  of  a given  level 
of  risk  will  be  a political  decision  more  than  it  is  a 
scientific  one. 

The  rhetoric  is  fine,  but  the  action  will  be  difficult. 
Someone  has  got  to  make  these  decisions,  and  we’re 
going  to  have  to  begin  to  deal  with  them  soon.  We 
cannot  have  an  energy  policy;  we  cannot  decide  the 
issue  of  nuclear  power,  without  addressing  this  basic 
issue  of  risk  versus  benefit. 

There  are  no  facile  solutions,  and  I dare  not  offer 
any.  Indeed,  the  issue  is  so  complex  and  so  puzzling, 
I am  constrained  to  return  to  Hippocrates  for  advice. 
Perhaps  with  this  very  issue  in  mind,  he  reminds  us, 
life  is  short,  art  long,  opportunity  fleeting,  experience 
treacherous,  judgment  difficult. 

Tower  Building 
Nelson  A.  Rockefeller  Empire  State  Plaza 
Albany,  New  York  12237 
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Discussion 

Dr.  Gitlow:  As  chairperson,  I perhaps  can  take 
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one  terrible  advantage  of  you,  Dr.  Axelrod,  and  say 
that,  although  you  mentioned  something  about  nu- 
clear waste,  you  steadfastly  avoided  comment  con- 
cerning where  we  stand  with  atomic  power,  except 
indirectly  in  your  last  comments.  Will  the  State  of 
New  York  Department  of  Health  have  input  in  re- 
gard to  such  issues  in  this  State? 

Dr.  Axelrod:  Interesting  you  should  ask,  Stanley. 
It’s  a very  complicated  question,  and  I’m  not  sure 
where  I should  begin.  Let’s  start  with  West  Valley. 
For  those  of  you  who  know  about  West  Valley,  it  will 
need  no  explanation.  For  those  of  you  who  don’t,  let 
me  just  tell  you  what  West  Valley  is.  West  Valley  is 
one  of  the  largest  repositories  of  high-level  nuclear 
wastes  in  the  entire  United  States;  it  is  located  about 
30  miles  from  Buffalo  in  Cattaraugus  County.  It 
contains  several  tanks  with  hundreds  of  thousands 
of  gallons  of  high-level  nuclear  waste,  as  well  as  some 
low-level  waste  burial  sites.  The  low-level  waste 
burial  sites  contain  materials  which  have  come  from 
laboratories,  hospitals,  and  so  forth,  and  provided  for 
a relatively  inexpensive  place  for  the  disposition  of 
these  isotopes.  The  whole  area  is  currently  closed, 
and  a decision  is  being  made  as  to  its  future. 

The  estimates  that  we  have  had,  in  terms  of  dol- 
lars, for  dealing  with  the  problem  of  high-level  haz- 
ardous wastes  ranges  from  $500  million  to  $1  billion. 
Presumably,  the  Federal  government  is  going  to 
make  most  of  this  money  available  for  dealing  with 
the  high-level  nuclear  wastes.  The  more  difficult 
question  and  the  one  which  involves  the  health  de- 
partment to  a greater  degree,  relates  to  the  low-level 
burial  sites.  We  do  not  currently  have  in  New  York 
State  any  place  for  the  disposition  of  isotopes. 
Currently  isotopes  are  being  sent  to  Nevada,  Wash- 
ington state,  and  South  Carolina.  The  governor  has 
asked  the  health  department  to  examine  the  feasi- 
bility of  utilizing  West  Valley  as  a potential  site  for 
low-level  waste. 

We’re  developing  a plan  which  will  enable  us  to 
look  at  the  potential  hazards  of  reopening  the  low- 
level  burial  site,  containment  methods  that  may  be 
used,  and  the  economic  impact  of  New  York  State’s 
not  having  a site  for  low-level  waste  disposal.  It 
doesn’t  sound  like  a big  problem,  but  when  you  triple, 
quadruple,  or  multiply  times  10  the  cost  of  the  dis- 
posal of  technetium  or  radioactive  iodine  from  some 
of  the  hospital  processes,  you  begin  to  have  a finan- 
cial problem  which  directly  affects  the  cost  of  health 
care. 

There  is  another  question  that  Stanley  has  asked, 
and  that  relates  to  the  health  department’s  position 
with  respect  to  nuclear  power.  We  are  no  longer  a 
member  of  the  siting  board  which  is  responsible  for 
the  siting  of  plants,  whether  they  be  nuclear  or  fossil 
fuel.  We  are  not  in  a position  to  evaluate  the  infor- 
mation that  is  presented  to  the  State  during  the 
course  of  a determination  for  the  siting  of  a plant. 
We  have  requested  that  we  again  become  a party  to 
the  Article  Fight,  Public  Service  Law,  siting  hearings 
to  enable  us  to  provide  input  concerning  the  health 


impact  of  a power  plant  in  a given  location.  I serve 
currently  as  a member  of  the  Public  Health  and 
Epidemiology  Task  Force  of  the  President’s  Com- 
mission on  the  Accident  at  Three  Mile  Island,  and  I 
have  been  asked  to  share  with  the  governor  the 
commission’s  findings  since  they  may  bear  on  prob- 
lems associated  with  nuclear  power  development  in 
New  York  State.  As  you  know,  there  is,  in  the  State’s 
energy  plan,  a declaration  of  a 15-year  moratorium 
on  future  nuclear  plant  development  in  New  York 
State.  The  answer  to  your  question  is,  yes,  the 
health  department  will  have  a major  role  in  the  de- 
velopment of  energy  policy  in  New  York  State. 

Audience:  Has  there  been  sufficient  exposure  to 
plutonium  as  a result  of  nuclear  weapons  testing, 
weapons  explosions,  and  the  use  of  plutonium  in  the 
nuclear  industry,  to  account  for  the  increase  in  lung 
cancer? 

Dr.  Axelrod:  Unfortunately,  we  can’t  provide 
you  with  a definite  yes  or  no.  I think  what  we  can  say 
is,  not  all  of  the  increase  in  lung  cancer  among  women 
can  be  ascribed  to  changes  in  the  life  styles  of  young 
girls  and  women.  There  has  been  a very  substantial 
increase,  as  I am  sure  you  are  well  aware,  in  smoking 
habits  of  young  girls  and  women;  in  addition,  we  have 
had  an  increase  in  terms  of  occupational  exposure  to 
potential  carcinogens  because  of  the  increased 
number  of  women  in  our  work  force  over  what  we  had 
some  20  or  30  years  ago.  Whether  or  not  some  of  this 
increase  in  cancer  among  women  may  be  as  a result 
of  plutonium  exposure,  I think  would  be  very  difficult 
to  answer.  At  the  present  time,  I don’t  think  I would 
give  an  absolute  yes.  What  I can  say  is  that  much  of 
the  increase  can  be  accounted  for  by  other  causes. 

Audience:  Why  is  the  United  States,  particularly 
West  Valley,  New  York,  not  adopting  a method 
similar  to  that  which  is  being  used  in  France  for  the 
storage  of  high-level  nuclear  waste  in  glass  vats? 

Dr.  Axelrod:  As  a matter  of  fact,  we  are,  through 
working  with  the  LJ.S.  Department  of  Energy,  eval- 
uating all  possible  methods  for  the  disposal  of  high- 
level  nuclear  waste,  including  that  of  vitrification, 
using  glass  materials.  The  problem  is  that  the  people 
in  West  Valley  don’t  want  nuclear  waste  stored  there, 
nor  do  people  anywhere  else.  That’s  why  we  are 
exploring  long-term  storage,  involving  vitrified, 
glass-encased  pellets,  or  vats  of  these  materials  that 
have  been  dried  down  and  can  be  stored  in  salt  mines 
in  one  place  or  another.  What  we’re  facing  is  prob- 
ably 10  years  of  development  before  one  can  have,  in 
place,  a completely  satisfactory  arrangement  for 
disposal.  The  glass  vats  are  not,  of  themselves,  the 
answer.  I think  it’s  going  to  have  to  be  a combination 
of  solidification  and  vitrification,  or  other  means  of 
encasing  this  material,  and  then  storing  it  in  some 
place  where  it’s  not  going  to  be  a hazard  to  genera- 
tions of  those  who  follow  after  us. 

Audience:  Have  you  given  any  consideration  to 
sending  it  into  the  stratosphere? 

Dr.  Axelrod:  I don’t  think  that  that  would  nec- 
essarily be  responsible:  “Shoot  an  arrow  into  the  air, 
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and  where  it  lands  I do  not  care.” 

Audience:  If  we  can  heat  the  nuclear  waste 

problem  for  somewhat  into  the  next  century,  we  will 
be  able  to  shift  to  fusion,  and  residual  wastes  will  he 
no  problem. 

I)r.  Axelrod:  Fusion,  of  course,  is  what  we’re 

looking  forward  to.  I had  the  occasion  to  speak  with 
Glenn  Seaborg,  Ph.I).,  not  too  long  ago  about  the 
question  of  fusion.  We  were  talking  about  the  giant 
progress  that  has  been  made.  He  said,  “Well,  if  you 
look  at  where  we’re  headed,  it’s  like  an  ant  crawling 
a little  bit  in  a mile  in  terms  of  where  we  are  with  re- 
spect to  fusion.”  It  may  well  be  the  next  century 
before  fusion  becomes  a practical  mechanism  for 
production  of  power.  I’m  not  an  expert;  I'm  simply 
telling  you  the  general  impression  that  I)r.  Seaborg 
gave  me  with  respect  to  the  future  of  fusion  power. 
I agree  with  you  that,  if  we  could  find  a way  to  deal 
with  the  problem  now,  that  would  certainly  be  a very 
good  response. 

Unfortunately,  the  problem  is  going  to  grow  during 
the  next  20  years  because  we’re  going  to  have  more 
spent  fuel  from  the  existing  nuclear  plants.  What 
are  we  going  to  do  with  the  spent  fuel?  The  nuclear 
plants  that  are  currently  in  existence  have  limited 
capacity  for  the  storage  of  those  spent  fuel  rods. 
They’re  going  to  be  running  out  of  space.  West 
Valley  was  originally  intended  to  be  a nuclear  fuel 
reprocessing  plant  where  these  fuel  rods  would  be 
reprocessed  and  returned  to  the  industry  where  they 
could  once  again  be  used,  where  the  uranium  would 
be  salvaged.  This  turned  out  not  to  be  practical  for 
a variety  of  reasons,  and  it  is  no  longer  in  operation; 
what  we’re  left  with  now  is  a one  billion  dollar  lia- 
bility. There  are  no  other  reprocessing  plants  in  the 
United  States  at  the  present  time  that  are  working 
effectively.  There  is  one  in  Hanford,  Washington, 
that  did  some  work  in  weapons  recovery,  but  there 
is  no  active  commercial  reprocessing  facility.  So  we 
have  all  of  these  power  plants  that  are  going  to  be 
producing  spent  fuel  rods.  I don’t  know  whether 
you’ve  ever  seen  a spent  fuel  rod,  but  it’s  not  just  a 
little  pellet.  Depending  on  the  nature  of  the  power 
plant,  it’s  a very  large  unit  which  would  take  a 
good-sized  rocket  to  send  anyplace.  I don’t  think  I’d 
want  to  do  that. 

Audience:  Can  you  tell  me,  as  commissioner  of 
health  of  our  State,  why  a person  can’t  go  into  a drug 
store  and  get  a penicillin  tablet,  or  a few  of  them, 
because  he  has  a sore  throat?  Yet,  he  can  go  next 
door  and  get  all  the  carcinogenic  material  in  the  form 
of  tobacco  and  all  the  devastating  amounts  of  alcohol. 
Surely,  this  is  some  societal  schizophrenia  where  we 
restrict  the  use  of  medication  which  may  be  beneficial 
and  provide  unrestricted  access  to  alcohol,  tobacco, 
and  other  things  which  have  a major  impact  on  one’s 


health. 

Dr.  Axelrod:  You’re  getting  into  a very  complex 
issue  as  to  what  society’s  responsibilities  are  to  pro- 
tect the  individual  from  himself.  We  have  the  same 
problem  with  respect  to  seat  belts  and  what  kinds  of 
restrictions  there  should  be  on  driving  cars.  I think 
that  the  Federal  government  has  faced  the  issue  in 
a somewhat  ambiguous  fashion  by  requiring  the  label 
on  cigarette  packages.  The  intention  was  to  make 
sure  that  everyone  was  aware  of  the  fact  that  there 
was  a risk  to  which  he  was  being  subjected  as  a result 
of  his  smoking  the  cigarette,  and  thereby  society  was 
exercising  its  responsibilities.  I’m  not  sure  that  I 
agree  that  that’s  the  entire  answer.  I probably  would 
be  much  more  forward  in  making  decisions  which 
would  be  in  accord  with  what  you’re  driving  at.  I 
know  that  Sheila  Blume,  M.D.,  is  here,  and  she  told 
me  just  a few  minutes  ago  that  she  had  been  in 
Washington  discussing  the  labeling  of  alcohol.  The 
question  is,  where  do  you  start  restricting  access,  and 
what  is  the  responsibility  to  warn  society  and  let  in- 
dividuals make  a voluntary  choice?  Where  do  you 
draw  the  line  between  voluntary  and  involuntary 
choice?  What  is  the  level  of  hazard?  What  is  the 
level  of  benefit?  How  restrictive  a society  do  we 
want  to  have?  I think  that’s  ultimately  what  it 
comes  down  to.  Very  shortly,  we’re  going  to  be 
making  determinations  on  all  kinds  of  things  which 
will  affect  one’s  ability  to  exercise  free  choice.  It’s 
a very  complex  question;  I don’t  know  whether  I’ve 
answered  it. 

I’ve  thought  about  the  issues  you’ve  raised;  I don’t 
have  any  easy  answers. 

Audience:  How  are  radioactive  wastes  recog- 

nized? When  do  you  know  that  you  have  a radio- 
active waste?  Is  it  simply  through  the  use  of  Geiger 
counters? 

Dr.  Axelrod:  Geiger  counters  are  not,  of  them- 
selves, sufficient  because  Geiger  counters  will  pick 
up  only  certain  kinds  of  fairly  high-level  radioactiv- 
ity. There  is,  within  the  State  of  New  York,  for  ex- 
ample, a routine  processing  of  milk  samples  and 
water  samples  to  determine  the  presence  of  any  ra- 
dioactivity using  much  more  sophisticated  analytic 
techniques.  There  are  a wide  variety  of  Geiger 
counter  instruments.  Some  Geiger  counters  are  very 
crude  and  are  not  suited  for  the  detection  of  low-level 
waste  which  can,  indeed,  be  hazardous  under  certain 
circumstances.  A given  Geiger  counter  may  pick  up 
radioactive  iodine  because  it’s  a relatively  high- 
energy  material,  but  it  will  not,  for  example,  pick  up 
tritium,  which  can  be  incorporated  into  deoxyri- 
bonucleic acid  (DNA)  and  can  cause  destructive  ef- 
fects. For  that  you  need  sophisticated  equipment 
such  as  that  which  we  use  in  our  State’s  water  and 
milk  surveillance. 
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Can  Physicians 
Influence  Life  Style? 
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School  of  Medicine  at  Stony  Brook 

It  will  be  the  thesis  of  this  report  that  insofar  as 
the  health  problems  discussed  in  this  symposium 
relate  to  individual  behavior,  they  must  largely  be 
controlled  by  the  methods  of  public  health  education, 
a process  in  which  the  physician  must  bear  a primary 
responsibility.  This  is  a slow  and  difficult  process 
and  sometimes  an  unpopular  one,  but  governmental 
action,  which  has  produced  spectacular  advances  in 
other  public  health  areas,  has  been  able  to  accomplish 
little  in  four  of  the  five  areas  under  discussion, 
namely,  use  of  tobacco  and  alcohol,  sexual  behavior, 
and  food  habits.  Physicians  can  and  do  influence  the 
life  styles  of  some  individuals,  and  over  the  long  haul 
one  may  expect  that  this  effect,  supported  by  the 
standard  public  health  education  techniques,  will 
have  its  overall  effects. 

Public  health  education  successes  and  failures 

The  presentations  of  this  symposium  clearly  show 
that  certain  life  styles  can  and  do  have  an  association 
with  high  rates  of  malignant  conditions.  These  ar- 
ticles have  presented  much  information  which  was 
new,  at  least  to  me,  and  taken  together  with  the  very 
large  amount  of  information  which  has  been  known 
for  some  time  about  the  various  health  hazards  of 
tobacco,  alcohol  abuse,  sexual  promiscuity,  and  poor 
food  habits,  they  provide  overwhelming  reasons  for 
certain  changes  in  the  behavior  of  large  segments  of 
the  population;  yet  recent  overall  statistics  are  only 
marginally  favorable  or  reflect  actual  increases  in 
unhealthy  behavior.  A massive  public  health  pro- 
gram of  education  has  indeed  had  a certain  impact, 
and  the  per  capita  use  of  cigarettes  in  the  United 
States  fell  from  198.5  packs  to  195  packs  last  year,  the 
sixth  such  decline  in  as  many  years.1  But  the  un- 
happy statistics  of  alcoholism  and  the  rise  of  sexual 
promiscuity  raise  questions  about  the  effectiveness 
of  existing  control  measures.  If  the  statistics  are  to 
be  changed  we  must  look  to  some  method  of  in- 
fluencing collective  behavior,  and  this  raises  the 
question  as  to  what  role  the  physician  can  and  should 
play.  Past  experience  provides  much  to  support  an 
optimistic  point  of  view,  but  also  contains  some 
negative  experiences.  On  the  one  hand,  medical 
input  has  had  a massive  impact  on  the  shape  of 
modern  society.  The  ravages  of  contagious  disease 
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have  been  radically  reduced,  nutritional  disorders 
have  been  virtually  eradicated  at  least  in  the  Western 
world,  and  the  industrial  scene  is  heavily  controlled 
by  public  health  standards.  All  of  this  is  reflected 
in  statistical  indicators  such  as  life  expectancy  and 
infant  mortality  rates.  This  has  been  accomplished 
by  the  application  of  data  like  those  which  were 
presented  here  today.  Yet  other  experiences  seem 
to  run  in  the  opposite  direction,  and  highly  persua- 
sive data  about  the  hazards  of  drugs,  alcohol,  and 
sexual  promiscuity  seem  to  have  had  virtually  no 
effect  even  when  supported  by  major  public  health 
education  programs.  The  use  and  abuse  of  intoxi- 
cating substances  has  been  increasing,  and  physicians 
themselves  have  maintained  their  traditionally  high 
rate  of  opiate  abuse,  far  higher  than  that  of  the  gen- 
eral population,  while  their  alcohol  problems  are  at 
least  as  serious.  Even  the  tobacco  statistics  are  not 
entirely  reassuring  with  respect  to  the  power  of  in- 
formation to  control  human  behavior.  A recent 
study  in  Britain  showed  that  48  percent  of  hospital 
nurses  smoked  as  compared  with  25  percent  of  the 
physicians,2  and  a U.S.  study  showed  a rate  of  49 
percent  as  compared  with  29  percent  in  the  general 
population3;  this  was  seen  as  an  example  of  the  na- 
tional trend  toward  increased  smoking  among  young 
women.  Statistics  on  driving  while  intoxicated,  use 
of  safety  belts,  and  the  incidence  of  venereal  disease 
(VD)  are  also  far  from  reassuring. 

Even  the  public  health  triumphs  in  the  field  of 
nutrition  were  not  achieved  through  the  power  of 
information  alone  to  control  individual  behavior; 
information  on  the  cause  of  pellagra  was  well  estab- 
lished by  the  end  of  the  1920s,  but  the  disease  itself 
was  not  eradicated  in  the  United  States  until  World 
War  II,  when  a government  regulation  provided  for 
the  necessary  addition  to  bread.  I myself  continued 
to  see  alcoholic  pellagra  in  New  York  patients  until 
the  late  1940s. 

When  one  examines  this  information,  as  well  as 
experiences  with  contagious  disease  and  environ- 
mental pollution,  one  can  distinguish  a pattern  which 
bears  on  the  question  whether  the  physician  can  in- 
fluence life  style  and  indicates  that  the  question 
might  well  be  rephrased  in  a more  complex  form: 
“How  has  the  physician  influenced  life  style  in  the 
past,  how  can  he  do  so  in  the  future,  and  what  bar- 
riers may  he  expect  to  encounter  in  his  efforts?” 

Influence  on  behavior 

The  fact  is  that  much  of  what  has  been  accom- 
plished in  the  public  health  field  in  the  past  has  been 
by  governmental  action,  which  was  based  on  medical 
input.  The  name  of  Johann  Peter  Frank  ( 1745— 
1821 ) is  associated  with  this  aspect  of  public  health, 
and  his  work  entitled  A Complete  System  of  Medical 
Police  expresses  the  philosophy  of  his  time  which 
sought  to  create  a strong  nation  by  promoting  the 
health  of  its  citizens  under  a benign  dictatorship. 
The  relationship  between  public  health  and  the 
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welfare  of  the  state  had  long  been  recognized,  and  it 
is  significant  that  public  health  statistics,  when  first 
collected  in  the  1600s,  were  known  as  “political 
arithmetic.”  There  are,  however,  limits  to  what 
governmental  intervention  has  been  able  to  accom- 
plish. The  spectacular  advances  have  been  with 
respect  to  such  corporate-type  activities  as  con- 
struction and  city  planning,  industrial  safety,  em- 
ployment of  child  labor,  food  processing,  water 
supplies,  environmental  pollution  bv  industry, 
practices  in  hospitals,  and  group  activities  of  pro- 
fessional or  commercial  nature.  Such  activities  have 
in  the  past  been  responsive  to  government  regulation, 
and  even  those  who  feel  that  we  are  now  overregu- 
lated recognize  that  some  regulation  is  necessary  to 
maintain  standards  of  public  health. 

There  are,  however,  areas  where  laws,  regulations, 
and  precepts  have  been  less  than  effective,  and  these 
appear  to  relate  to  certain  forms  of  individual  be- 
havior as  contrasted  with  the  group  activities  men- 
tioned in  the  previous  paragraph. 

Prohibition  in  the  United  States  stands  as  a 
monument  to  failure  of  government  controls  at  this 
level;  only  legal  manufacture  could  be  stopped.  The 
failure  of  laws  in  the  control  of  the  use  of  other  in- 
toxicating substances  fall  into  the  same  class,  al- 
though less  strikingly  so.  Similarly,  sexual  mores, 
especially  prostitution,  have  been  subject  to  edict  and 
precept  since  the  earliest  of  recorded  laws,  and  to- 
bacco was  proscribed  from  the  time  of  its  introduc- 
tion over  300  years  ago,  all  to  little  effect.  Govern- 
mental pressures  have  also  had  little  effect  in 
changing  food  habits,  and  one  of  the  most  serious 
problems  in  dealing  with  malnutrition  in  developing 
countries  has  been  the  stubborn  food  preferences  of 
the  population.  Information  alone  was  not  enough, 
nor  was  the  force  of  government  very  effective  be- 
cause it  involved  interference  with  individual  be- 
havior, which  is  based  on  collective  custom. 

One  might  expect  that  the  science  of  sociology 
might  have  some  practical  suggestions  to  offer  in  this 
area,  and  indeed  much  work  has  been  done  in  this 
field,  but  the  mysteries  of  collective  behavior  and  its 
control  remain  to  be  unravelled.  Yet  history  and 
current  experience  both  show  that  collective  behavior 
can  be  influenced  often  in  a radical  and  even  explo- 
sive fashion.  Some  of  the  earlier  and  most  lurid  ex- 
amples were  described  by  a British  journalist, 
Charles  Mackay,  as  long  ago  as  1841  in  a book  enti- 
tled Extraordinary  Popular  Delusions  and  the 
Madness  of  Crowds.4  This  entertaining  work  de- 
scribes historic  incidents  where  whole  populations 
were  swept  into  a virtual  collective  insanity  of  spec- 
tacular religious  fervor — witch  burning,  speculation, 
and  panic,  as  well  as  group  paranoia.  More  recent 
examples  are  not  lacking,  as  evidenced  by  the  recent 
mass  suicide  in  Guyana.  In  each  of  these  examples 
a charismatic  leader  was  involved,  but  the  question 
remains  how  much  was  due  to  his  persuasive  powers 
and  how  much  was  due  to  the  temper  of  the  times. 

Ordinary  political  process  and  various  advertising 


techniques  provide  us  with  more  mundane  daily  ex- 
amples of  changes  in  collective  behavior  which  are 
brought  about  in  a purposeful  way.  This  leads  one 
to  think  that  similar  techniques  might  he  applied 
with  the  same  effectiveness  in  the  field  of  our  interest 
and  that  the  skills  which  raise  and  lower  skirts  and 
heels  at  will,  and  which  change  governments  at  short 
intervals,  should  he  available  for  promotion  of  public 
health  by  changing  life  styles.  So  far  in  our  history 
this  has  not  been  accomplished.  As  already  noted, 
there  appears  to  be  a limit  to  what  the  political  pro- 
cess can  accomplish  in  a free  society,  although  much 
more  can  be  accomplished  in  a completely  controlled 
society  as  the  Chinese  report  that  they  have  done  in 
eradicating  opium.  Wit  hout  proof  I also  have  some 
doubts  about  the  capacity  of  advertising  outside  of 
its  own  narrow  commercial  limits  of  creating  an 
awareness  of  a need  for  a given  product. 

Comment 

If  knowledge  provided  through  public  health  ed- 
ucation is  not  enough,  if  political  action  has  its  limits 
and  may  under  certain  circumstances  be  counter- 
productive through  mobilizing  the  opposition,  if  the 
techniques  of  commercial  advertising  have  not  been 
demonstrated  to  be  really  effective  in  the  public 
health  field,  and  if  fear  of  the  consequences  of  un- 
healthy or  hazardous  life  styles  is  not  enough  to 
control  such  behavior  in  large  segments  of  the  pop- 
ulation, then  what  course  of  action  is  left  open?  I 
believe  that  the  answer  lies  in  a combination  of  all  of 
them  with  full  insight  into  the  limitation  of  each  and 
using  each  with  all  of  the  skills  at  our  command.  A 
quotation  from  a recent  Lancet  editorial  speaking  of 
the  use  of  the  political  channels  describes  a position 
which  amounts  to  “keeping  the  pressure  on”  in  the 
following  words:  “.  . . ensure  that  the  unhealthy 

environment  is  continually  and  constructively 
challenged  rather  than  passively  accepted  . . . (take) 
. . . the  opportunity  to  make  an  organizational  pro- 
posal for  reasoned  and  strong  voices  to  articulate  the 
current  and  ever-changing  concerns  of  public 
health.”5  I believe  that  this  attitude  can  be  applied 
to  each  of  the  approaches  which  are  open  to  physi- 
cians. This  may  be  neither  an  easy  nor  a simple  task; 
medical  positions  which  run  counter  to  emotionally 
loaded  current  popular  opinions  can  provoke  un- 
pleasant and  even  dangerous  counterattacks,  and  I 
could  cite  a number  of  topics  which  are  often  avoided 
on  this  ground.  Nevertheless,  where  the  evidence 
is  as  good  as  it  is  on  the  topics  discussed  in  this  con- 
ference, I would  see  no  other  alternative. 

Box  27 

Islip,  New  York  11751 
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Discussion 

Dr.  Gitlow:  Thank  you,  Dr.  Brill.  I am  intrigued 
at  the  role  of  advertising  on  collective  behavior. 
Certainly,  if  you  read  the  journals  of  the  advertising 
profession,  you  must  be  aware  of  their  belief  that  they 
can  influence  the  public’s  habits.  I am  reminded  of 
their  expressed  self-delight  concerning  the  milk-type 
alcoholic  beverages  designed  to  “penetrate  the 
market”  among  women  and  youth,  although  heaven 
knows  we  do  not  seem  to  require  their  assistance 
there.  Similarly,  the  tobacco  and  licensed  beverage 
industries  spend  enormous  sums  on  such  advertising. 
It  would  be  difficult  for  me  to  believe  that  they  do 
this  without  any  indication  of  effectiveness.  Why 
should  the  public  accept  this  onslaught  in  areas 
wherein  we  are  experiencing  substantive  public 
health  problems?  Certainly,  it  would  not  be  tech- 
nically difficult  to  mount  the  necessary  scientific 
studies  of  social  behavior  to  enable  us  to  arrive  at  a 
valid  conclusion  regarding  the  possible  effectiveness 
of  our  using  the  very  media  presently  in  vogue  to  re- 
duce the  use  of  hazardous  substances. 

Dr.  Brill:  I have  no  doubt  that  advertising  will 


reinforce  our  positive  drives.  Whether  counterad- 
vertising will  block  those  drives,  I have  some  doubts. 
I know  some  work  is  being  done  on  it.  When  I was 
a member  of  the  National  Commission  on  Marijuana 
and  Drug  Abuse,  this  was  one  of  our  most  contro- 
versial subjects:  whether  the  media  really  produce 
all  of  these  effects  or  whether  they  don’t.  We  had 
several  studies  in  which  this  issue  was  addressed;  I 
don’t  think  it  was  solved.  The  fact  is  that  even  in 
countries  that  have  relatively  little  advertising  and 
much  antialcohol  education,  like  Russia,  they  con- 
tinue to  drink  very  heavily  without  the  stimulus  of 
advertising. 

Dr.  Gitlow:  Your  point  is  well  taken,  Dr.  Brill. 
It  certainly  is  most  difficult  to  change  attitudes.  But 
I am  reminded  of  the  story  of  a fellow  who  fell  from 
a cliff  one  day  but  managed  to  grasp  a tiny  bush.  He 
gazed  upward  and  cried  out,  “Is  anyone  up  there?” 
A large  voice  answered,  “Do  you  believe?”  The  man 
hurriedly  replied,  “Yes,  I believe.”  The  voice  then 
demanded,  “Let  go  of  the  bush!”  After  a moment’s 
anguished  thought,  our  hero  answered,  “Is  anybody 
else  up  there?” 

Perhaps  we  shall  be  able  to  modify  behavior  when 
we  finally  understand  the  effective  methods. 

Thank  you  all  for  joining  us  today. 


1416 


New  York  State  Journal  of  Medicine/ August  1980 


Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  298.  The  patient  was  a 75-year-old  woman  admitted  to  the  hospital  with  congestive  heart  failure.  The 
left  tracing  was  obtained  on  admission,  the  right  four  days  later  following  therapy  with  disopyramide  sulfate.  What 
is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  297.  The  rhythm  is  regular  sinus  at  a 
rate  of  98  beats  per  minute.  The  tracing  is  within 
normal  limits  except  for  the  biphasic  P wave  in  Vi, 
possibly  indicating  left  atrial  abnormality.  The 
mean  electrical  axis  in  the  frontal  plane  is  approxi- 
mately minus  30  degrees,  indicating  borderline  left 
fascicular  hemiblock.  In  lead  II  variation  of  R to  S 
ratio  is  due  in  part  to  the  slanting  base  line,  pre- 
venting accurate  calculation  of  mean  electrical  axis. 
The  negative  T wave  in  V2  is  probably  normal  since 
it  is  less  inverted  than  the  T wave  in  Vi. 

All  the  complexes  in  the  bottom  strip  are  distorted. 
The  S wave  slurs  into  the  T wave  without  a clear-cut 


J point.  This  slurring  is  due  to  an  artifact.  The 
bottom  stylus  of  the  3-channel  machine  is  malfunc- 
tioning. 

Question  298.  The  initial  record  shows  atrial  fi- 
brillation with  occasional  ventricular  premature 
depolarizations.  In  V i there  is  a salvo  of  ventricular 
tachycardia.  The  QRS  of  the  conducted  (supra- 
ventricular) beats  is  prolonged  (0.12  second)  owing 
to  an  intraventricular  conduction  delay.  There  is 
high  precordial  voltage  suggestive  of  left  ventricular 
hypertrophy,  and  there  are  T-wave  abnormalities  in 
leads  II,  III,  aVf,  and  V4  to  V6. 

The  right  tracing  shows  atrial  fibrillation  with  no 
ventricular  premature  depolarizations.  The  patient 
has  been  treated  with  disopyramide  sulfate,  100  mg. 
four  times  per  day  suppressing  the  extrasystoles. 
The  QRS  has  widened  to  0.14  second,  and  there  are 
prominent  U waves  particularly  noticeable  in  leads 
V4  to  V 6-  These  changes  are  evidence  of  disopy- 
ramide sulfate  effect,  an  electrocardiographic  effect 
similar  to  that  of  quinidine  or  procainamide. 


✓ ' 

^ ^ 

(Transplant  13ank 


“That’s  very  generous  of  you,  Mr.  Sykes  but  at  t he  moment  we  just  do  not  have  a patient  who  could  use  your  wife’s 
tongue.” 
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Radiologic  Problem 
of  the  Month 


Shin  Splints 


A 16-year-old  athletic  student  presented  pain  in  both 
legs  for  the  past  two  weeks. 
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Editor 
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Elucidation 

A lateral  view  of  the  right  leg  reveals  multiple, 
small  transverse  lucencies  (white  arrowheads)  run- 
ning parallel  to  each  other  in  the  anterior  cortex  of 
the  middle  third  of  the  tibia.  These  lucencies  do  not 
involve  the  entire  thickness  of  the  cortex.  Similar 
findings  were  noted  in  the  left  tibia,  but  to  a lesser 
extent. 

The  term  “shin  splints”  has  been  used  to  describe 
several  entities  producing  leg  pain  between  the  tibial 
tubercle  and  the  ankle.  The  American  Medical  As- 
sociation’s Standard  Nomenclature  of  Athletic  In- 
juries defines  “shin  splints”  as  “pain  and  discomfort 
in  the  legs  from  repetitive  running  on  hard  surfaces 
or  forceful  excessive  use  of  the  foot  flexors,”  and 
states  that  “the  diagnosis  should  be  limited  to  mus- 
culotendinous inflammation  excluding  fatigue  frac- 
tures and  ischemic  disorders.”1  This  definition  lacks 
a distinct  anatomic  localization.  The  mechanism  of 
pain  is  due  to  overstretching  or  tear  of  the  muscular 
and  fascial  attachments  of  the  anterior  leg,  from  re- 
petitive overuse  in  running,  walking,  or  other  athletic 
activities.2  The  commonly  involved  muscle  is  pos- 
terior tibialis,  but  in  about  one  third  of  cases  the 
anterior  tibial  muscle  is  also  implicated.3  This 
muscular  pull  produces  stress  changes  in  the  bone. 

Radiologically,  in  early  stages  of  stress  on  bone, 
detectable  abnormality  is  not  present.  However, 
when  there  is  persistent  pain,  radionuclide  scanning 
with  technetium  compounds  identifies  the  site  of 
stress.  In  such  cases,  magnification  and  tomographic 
techniques  may  bring  out  the  lesion  to  better  ad- 
vantage. The  stress  infractions  of  bone  generally 
manifest  on  routine  radiography  as  minute  radiolu- 
cencies  involving  the  cortex  partially  or  totally  are 
due  to  osteoclastic  resorption.  In  the  incident  cited 
on  the  figure  the  anterior  tibial  cortex  is  involved. 
These  cortical  tears  eventually  heal  with  periosteal 
and  endosteal  new  bone  formation.  Hence  radio- 
logically, sclerosis  of  the  margins  of  the  lucent  areas, 
filling  in  with  reparative  new  bone  and  periosteal  and 
endosteal  callus,  are  encountered  depending  on  the 
stage  of  reparative  process  at  which  radiologic  ex- 
amination is  performed.  The  stress  changes  may  be 
unifocal,  multifocal,  and  rarely  symmetrical.  These 
stress  fractures  are  not  confined  to  human  beings; 
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they  are  described  in  running  horses.3 

Although  any  portion  of  the  skeleton  may  be  af- 
fected, certain  areas  are  the  targets  for  stress  frac- 
tures. These  include  second  and  third  metatarsals, 
tibia,  calcaneous,  rib,  femoral  neck,  fibula,  obturator 
ring  of  innominate  bone,  and  pars  interarticularis  of 
one  of  the  lower  lumbar  vertebrae.  Generally,  the 
first  radiologic  evidence  of  these  stress-related  lesions 
are  the  radiolucent  zones  involving  the  cortical  sur- 
face, particularly  where  the  shafts  of  long  bones  are 
involved.  The  radiolucent  zone  usually  occurs  in  the 
diaphysis  as  evidence  of  a stress  fracture  because  the 
stress  of  weight  bearing  is  related  to  the  diaphyseal 
cortex.  This  is  in  contrast  to  the  stress  of  weight 
bearing  in  cuboid  bones  and  in  the  ends  of  short  tu- 
bular bones,  which  is  dealt  with  by  the  cancellous 
trabeculae,  and  the  stress  fracture  is  generally  a lin- 
ear area  of  focal  sclerosis  as  a manifestation  of  con- 
densation within  cancellous  bone.4  Eventually,  both 
these  types  heal  well  with  considerable  periosteal  and 


Stress  fractures 
plague  joggers 

Joggers  are  turning  up  in  the  doctor’s  office  frequently 
these  days.  Often  the  joggers  are  suffering  from  painful 
stress  fractures. 

Thus  doctors  are  studying  better  ways  and  means  of 
finding  these  cracks  early  so  that  treatment  can  be  started 
before  the  fracture  becomes  much  more  severe. 

Joseph  F.  Nortray,  M.D.,ofthe  Department  of  Radiol- 
ogy, Henrotin  Hospital,  Chicago,  reports  in  the  April  25 
Journal  of  the  American  Medical  Association  on  a study 
of  five  runners  who  were  patients  at  the  Sports  Clinic  of  the 
Illinois  College  of  Podiatric  Medicine  last  summer. 

Dr.  Nortray  and  colleagues  tested  a technique  for  diag- 
nosing stress  fractures  early  through  use  of  radionuclide 
bone  scans  supplementing  conventional  x-rays.  They 


endosteal  new  bone. 

In  the  differential  diagnosis,  infections,  metabolic 
abnormalities,  such  as  osteomalacia,  and  neoplasms 
have  to  be  considered.  However,  the  multiplicity 
and  the  parallel  nature  of  these  lesions,  and  the 
subsequent  reparative  new  bone  formation  indicate 
that  these  are  stress  related. 

Diagnosis 

Stress  fractures  involving  anterior  tibial  cortex 
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found  that  the  radionuclide  bone  scan  often  would  reveal 
the  stress  fracture  earlier  than  conventional  x-rays. 

With  the  increase  in  jogging,  there  has  been  an  associated 
increase  of  joggers  seeking  relief  from  pain  in  the  feet  and 
legs.  The  pain  can  be  caused  by  arthritis,  by  muscle  or 
tendon  strains,  or  by  stress  fractures,  he  says. 

The  symptom  of  the  stress  fracture  is  pain,  pain  that  is 
relieved  by  rest.  Conventional  x-rays  can  delay  an  exact 
diagnosis  from  three  weeks  to  three  months  after  the  pain 
begins. 

The  importance  of  early  detection  of  stress  fractures  is 
early  treatment,  Dr.  Nortray  says.  Undiagnosed  stress 
fractures  can  progress  to  complete  fractures. 

“The  best  treatment  for  all  stress  fractures  is  rest  from 
any  activity  that  causes  pain.” 

In  other  words,  forget  the  old  advice  of  the  coach  or 
trainer  to  “Run  it  off”  when  a sharp  pain  appears  in  the 
foot  or  leg.  It  might  be  a stress  fracture. 
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pain  make  up  the  other  very  ° 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain* 

Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine. 
{uT  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnolgos-DC 
takes  pain  off  the  mind  and 
the  mind  off  pain. 


of  the  problem 


Drocode  (dihydrocodeine)  bitartrate.  16.0  mg  (Warning:  May 
be  habit  forming):  promethazine  hydrochloride.  6.25  mg: 
aspirin,  194.4  mg:  phenacetin,  162.0  mg.  caffeine.  30.0  mg. 


INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci- 
ences-National  Research  Council  and/or 
other  information,  FDA  has  classified  the 
indications  as  follows:  ' Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less- 
than-effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
drocodeme.  promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro- 
duce drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused.  Psychic  dependence,  physical  depen 
dence  and  tolerance  may  develop  upon 
repeated  administration  of  dihydrocodeme. 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub 
stances  Act  Usage  in  Ambulatory  Patients: 
Dihydrocodeme  and  promethazine  may  impair 
the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery.  The  patient  using  Synalgos-DC 
should  be  cautioned  accordingly.  Interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  other  phe- 
nothiazines,  tranquilizers,  sedative-hypnotics 
or  other  CNS  depressants  (including  alco- 
hol) concomitantly  with  Synalgos-DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 
Patients  who  have  demonstrated  a hypersen- 


sitivity reaction  (eg.  blood  dyscrasia,  jaun- 
dice) with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine,  including 
Synalgos-DC,  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  ade- 
quate information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
effect  on  the  fetus.  Usage  in  Children:  Since 
there  is  no  experience  in  children  who  have 
received  this  drug,  safety  and  efficacy  in  chil- 
dren have  not  been  established. 

PRECAUTIONS:  Phenacetin  has  been  reported 
to  damage  kidneys  when  taken  in  large 
amounts  for  a long  time.  Promethazine  should 
be  administered  cautiously  to  patients  with 
cardiovascular  or  liver  disease.  Synalgos-DC 
should  be  given  with  caution  to  certain  patients 
such  as  the  elderly  or  debilitated,  and  those 
with  hypothyroidism,  Addison's  disease  and 


prostatic  hypertrophy  and  urethral  stricture. 
ADVERSE  REACTIONS:  The  most  frequently 
observed  reactions  include  lightheadedness, 
dizziness,  drowsiness,  sedation,  nausea,  vomit- 
ing, constipation,  pruritus,  skin  reactions,  and 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dosage 
should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  Syn- 
algos-DC is  given  orally.  The  usual  adult  dose 
is  2 capsules  every  4 hours  as  needed  for  pain. 
DRUG  INTERACTIONS:  The  CNS  depressant 
effects  of  Synalgos-DC  may  be  additive  with 
that  of  other  CNS  depressants.  See  Warnings. 
Aspirin  may  enhance  the  effects  of  anticoagu- 
lants and  inhibit  the  uricosuric  effects  of  uri- 
cosuric agents. 

Consult  direction  circular  before  prescribing. 

IVES  LABORATORIES  INC. 

New  York,  NY  10017 

Dedicated  to  improving  the 
quality  of  life,  through  Medicine^ 


Case  Reports 


Leukocyte  Antibody 
Transfusion  Reaction 

Pulmonary  manifestation 


KANDHASSAMY  JAGATHAMBAL,  M.D. 

Jamaica,  New  York 

FAROQUE  KHAN,  M.B.,  F.A.C.P.,  F.R.C.P. 
(C) 

Jamaica,  New  York 

JEFFREY  BROWN,  M.D. 

Jamaica,  New  York 

ALLEN  BENNETT,  M.D. 

Jamaica,  New  York 

From  the  Divisions  of  Hematology  and  Pulmonary  Medicine, 
Department  of  Medicine,  Queens  Hospital  Center  Affiliation, 
Long  Island  Jewish  Hospital-Hillside  Medical  Center;  and  the 
School  of  Medicine,  Health  Sciences  Center,  State  University  of 
New  York  at  Stony  Brook,  Stonybrook,  New  York 


Transfusion  reactions  secondary  to  leukocyte 
antibodies  are  usually  characterized  by  a febrile  re- 
sponse1; the  exact  pathophysiology  is  not  known. 
However,  some  patients  have  bilateral  pulmonary 
infiltrates  and  varying  degrees  of  respiratory  dis- 
tress.2-5 Milder  forms  of  leukocyte  transfusion  re- 
actions may  go  undetected. 

In  our  institution,  over  a three-month  period,  fol- 
lowing the  transfusion  of  2,617  units  of  blood,  17  re- 
actions were  reported;  8 of  these  were  febrile,  8 were 


urticarial  in  nature,  and  1 was  a hemolytic  reaction. 
Among  the  first  16  reactions,  the  testing  of  the 
posttransfusion  sample  revealed  leukoagglutinating 
antibodies  in  five  patients.  The  method  used  for  the 
detection  of  these  antibodies  was  the  one  described 
by  Van  Rood6  in  which  the  sera  were  mixed  with 
leukocytes  that  had  been  harvested  from  blood  col- 
lected in  ethylenediaminetetracetic  acid  (EDTA); 
lymphocytotoxicity  tests  were  not  done  in  our  pa- 
tients. We  report  three  cases  and  briefly  review  the 
literature. 

Case  reports 

Case  1.  A 45-year-old  black  woman  was  hospi- 
talized for  evaluation  of  bilateral  lower  abdominal 
pain.  She  had  ileitis  and  had  taken  prednisone,  10 
mg.  daily  for  several  years,  had  had  two  exploratory 
laparotomies,  and  had  received  several  blood  trans- 
fusions for  anemia  in  the  past.  During  hospitaliza- 
tion, the  patient  received  2 units  of  packed  red  blood 
cells  for  anemia  and  developed  fever,  respiratory 
distress,  and  shock  10  minutes  after  the  second  unit. 
She  was  intubated;  her  arterial  blood  gas  on  40  per- 
cent oxygen  showed  pCOvIcarbon  dioxide  partial 
pressure)  32  mm.  Hg,  p02  (oxygen  pressure)  96 
mm.  Hg,  pH  (hydrogen  ion  concentration)  7.46,  and 
the  chest  x-ray  film  which  had  disclosed  no  abnor- 
malities on  admission,  (Fig.  1A)  now  showed  a bi- 
lateral diffuse  alveolar  interstitial  pattern  with  a 
normal-size  heart  (Fig.  IB).  Because  of  continued 
hypoxia  and  an  increased  alveolar  arterial  oxygen 
gradient,  mechanical  ventilation  was  continued. 
The  patient  was  given  intravenous  gentamicin  and 
carbenicillin  for  persistent  fever. 

Two  weeks  later  she  was  transferred  to  the  respi- 
ratory intensive  care  unit  (RICU)  at  Queens  Hospital 


FIGURE  1.  Case  1.  Chest  roentgenogram.  (A)  Pretransfusion,  normal  findings.  (B)  Bilateral  alveolar  shadows  after 
completion  of  second  unit  of  whole  blood. 
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FIGURE  2.  Case.  2.  Chest  roentgenogram  after  second 
unit  of  packed  red  blood-cell  transfusion.  Bilateral  interstitial, 
alveolar  pattern  shown.  No  abnormal  findings  in  pretrans- 
fuion  roentgenogram. 

Center  for  further  management.  Physical  exami- 
nation revealed  a middle-aged  woman  with  a tra- 
cheostomy, on  continuous  ventilation,  with  a tidal 
volume  of  580  cc.,  at  a rate  of  18  per  minute.  While 
receiving  100  percent  oxygen,  the  patient’s  blood  pH 
was  7.48,  paCCL  (arterial  carbon  dioxide  pressure) 
46  mm.  Hg,  and  paC>2  (partial  pressure  of  oxygen)  133 
mm.  Hg.  The  blood  pressure  was  90/60  mm.  Hg, 
pulse  rate  90  per  minute,  and  temperature  99° F. 
There  were  bilateral  rales  at  the  lung  bases.  The 
hemoglobin  was  8 Gm.  per  100  ml.,  hematocrit  24.6, 
leukocyte  count  17,900  per  cubic  millimeter  with  a 
shift  to  the  left.  The  SMA,;  (sequential  multiple 
analyzer)  and  SMA12  were  within  normal  limits. 
The  patient’s  pretransfusion  blood  sample  revealed 
the  presence  of  lymphocytotoxin*  and  leukoagglu- 
tinating  anybodies.  Antibiotics  were  discontinued, 
but  the  ventilatory  support  was  continued.  During 
the  next  10  days,  the  fever  and  pulmonary  infiltrates 
regressed.  Two  units  of  leukocyte-depleted  washed 
red  blood  cells  were  given  without  any  untoward  ef- 
fects. The  patient  was  weaned  off  the  respirator, 
decannulated,  and  discharged  home.  The  chest  ra- 
diographic findings  at  the  time  of  discharge  were 
normal. 

Case  2.  A 59-year-old  black  woman  was  hospi- 
talized with  a three-week  history  of  anorexia,  weak- 
ness, and  shortness  of  breath.  She  had  received 
multiple  blood  transfusions  in  the  past  for  chronic 
bleeding  and  anemia.  She  had  had  three  full-term 
normal  deliveries  and  two  abortions  in  the  past. 
Physical  examination  revealed  marked  pallor,  with 
blood  pressure  110/70  mm.  Hg,  pulse  rate  120  per 
minute,  temperature  98°F.,  and  respiratory  rate  20 
per  minute.  The  chest  was  clear  to  percussion  and 
auscultation.  Stools  were  positive  for  occult  blood. 
The  hemoglobin  was  2.5  Gm.  per  100  ml.,  hematocrit 
10.4,  white  blood-cell  count  7,900  per  cubic  milli- 
meter, with  a normal  differential  count.  Chest  x-ray 

* The  testing  was  kindly  performed  at  the  New  York  Blood  Center  using 
the  complement-dependent  cytotoxicity  test. 


film  revealed  a slightly  enlarged  cardiac  silhouette. 
Electrocardiogram  revealed  a tachycardia  of  140  per 
minute,  with  marked  S-T  segment  depression  in 
leads  II,  III,  and  aVf.  The  patient  was  slowly 
transfused  with  packed  red  blood  cells.  While  re- 
ceiving the  second  unit,  the  patient’s  temperature 
increased  to  101°  F.,  and  she  developed  marked 
respiratory  distress;  the  blood  transfusion  was  dis- 
continued. Repeat  chest  x-ray  film  showed  bilateral 
alveolar  interstitial  infiltrates  (Fig.  2).  The  patient 
was  treated  with  oxygen  by  Venturi  mask,  intrave- 
nous hydrocortisone,  diphenhydramine  hydrochlo- 
ride elixir,  (Benadryl),  and  furosemide  (Lasix).  She 
gradually  improved  over  the  next  48  hours,  and  chest 
radiographic  findings  reverted  to  normal.  Lym- 
phocytotoxic  and  leukocyte  agglutinating  antibodies 
were  detected.  Careful  reexamination  of  her  pre- 
and  post  transfusion  blood  samples  did  not  reveal  any 
cross-reacting  red  blood-cell  antibodies. 

Case  3.  A 59-year-old  white  man  was  hospitalized 
because  of  weakness  and  dizziness  of  three  weeks’ 
duration.  His  past. medical  history  was  unremark- 
able except  for  heavy  alcohol  ingestion.  He  had  had 
no  previous  blood  transfusions.  Physical  examina- 
tion revealed  pallor,  tachycardia  of  100  per  minute, 
and  normal  body  temperature  and  blood  pressure. 
The  lungs  were  clear,  the  heart  sounds  were  normal, 
and  the  liver  was  palpable  4 cm.  below  the  right  costal 
margin.  The  hemoglobin  and  hematocrit  on  ad- 
mission were  4.1  Gm.  per  100  ml.  and  12,  respectively. 
The  white  blood-cell  count  and  differential  were 
normal.  The  patient  was  transfused  with  5 units  of 
packed  red  blood  cells.  Two  days  after  the  last 
transfusion  he  was  noted  to  have  fever,  which  in- 
creased to  103°F.  three  days  later.  The  patient  had 
no  symptoms,  and  the  lungs  were  clear  to  ausculta- 
tion. However,  the  chest  x-ray  film  revealed  bilat- 
eral pulmonary  interstitial  and  alveolar  infiltrates, 
more  marked  in  the  perihilar  region,  without  car- 
diomegaly.  Differential  white  blood-cell  count  re- 
vealed 17  percent  eosinophils. 

The  patient  was  started  on  ampicillin.  The 
posttransfusion  blood  sample  revealed  the  presence 
of  leukocyte  agglutinating  antibodies.  Antibiotics 
were  discontinued.  He  became  afebrile,  and,  after 
three  days,  a chest  radiograph  disclosed  no  abnor- 
malities. 

Comment 

Pulmonary  manifestations  of  leukocyte  antibody 
transfusion  reactions  vary  from  no  symptoms  in  a 
patient  with  abnormal  chest  x-ray  film  findings,  Case 
3,  to  severe  respiratory  distress  necessitating  me- 
chanical ventilation,  Case  1.  Unless  specifically 
suspected,  this  complication  of  blood  transfusions 
may  be  overlooked.  Two  of  our  three  patients  were 
thought  to  have  aspiration  pneumonia  prior  to  the 
recognition  of  the  correct  diagnosis.  The  association 
of  febrile  transfusion  reaction  and  detectable  leu- 
koagglutinins  has  been  well  established,1  but  the 
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TABLE  I.  Clinical  and  Laboratory  Data  of  the  Reported  Cases 


Case 

Age/Sex/ 

Diagnosis 

Prior 

Trans- 

fusion 

Prior 

Preg- 

nancy 

Units 

Trans- 

fused 

Onset  of 
Symptoms 

Clinical 
Manifestations 
and  Duration 

l4 

19/W/M,  ulcerative 
colitis 

No 

No 

3 units  WB 

While 
receiving 
third  unit 

Chills,  fever,  102° F.  Sx 
persisted  for  24  hours 

24 

26  W/F, 
dysfunctional 
uterine  bleeding 

No 

Yes 

2 units  WB 

While 
receiving 
second  unit 

Chills,  dyspnea,  Sx 
subsided  in  2 hours 

34 

18  W/F 

No 

No 

1 unit  WB 

40  hours  after 
transfusion 

Respiratory  distress, 
nonproductive  cough, 
fever,  Sx  persisted  for 
24  hours 

44 

21  W/F 

No 

No 

1 unit  WB 

45  hours  later, 
chills  and 
dyspnea 

Chills,  skin  rash, 
dyspnea,  and 
nonproductive  cough 

57 

13  W/F, 
thalassemia 

Yes 

No 

1 unit  WB 

At  end  of  first 
unit 

Fever,  respiratory 

distress,  shock,  died  6 
hours  later 

68 

23  W/M, 
compression 
fracture, 
paraplegia 

No 

No 

3 units  WB 

During  last 
unit 

Respiratory  distress 

79 

32  W/F,  "Back 
Pain” 

Not 

known 

Not 

known 

3 units  WB 

Following 
third  unit 
on  fourth 
dav 

Marked  dyspnea, 
cyanosis,  productive 
cough,  cleared  in  36 
hours 

810 

15  W/M, 
hemophilia 

Yes 

No 

2 units  WB,  2 
units  FFP 

While 
receiving 
second  unit 

Cough,  tachycardia, 
fever,  Sx  persisted  for 
2 days 

910 

9 W/M,  hemophilia 

Yes 

No 

1 unit  FFP,  1 
unit  WB 

After  1 unit  of 
blood 

Dyspnea,  hypotension, 
few  hours  later 
patient  expired 

10>° 

21  W/M 

Yes 

No 

2 units  FFP 

1 day  later 

Dyspnea  for  few  hours 

ll11 

21  W/F,  adhesions 

No 

No 

1 unit  WB 

10  minutes 
after 

transfusion 

Chills,  dyspnea, 

cyanosis  subsided  in  2 
days 

1211 

46  W/F, 

menorrhalgia 

No 

Yes 

2 units  WB 

During 

second  unit 
infusion 

Acute  dyspnea, 

headache  and  fever 
subsided  over  next  2 
to  3 days 

13 

(this 

report) 

45  B/F,  regional 
ileitis 

Yes 

No 

2 units  WB 

Soon  after 
second  unit 

Fever,  dyspnea  and 
hypotension  persisted 
for  several  days 

14 

(this 

report) 

59  B/F,  Iron- 
deficiency 
anemia 

Yes 

No 

2 units  PRBC 

During 

second  unit 

Fever  and  respiratory 
distress 

15  59  W/M,  anemia 

(this 
report) 

No 

No 

5 units  PRBC 

Fever  1 day 
later 

Only  fever 

WB  = whole  blood;  Sx  = symptoms;  N1  = normal  limits;  FFP  = fresh  frozen  plasma;  HI. -A  = histocompatability  antigen;  PRBC  = 
packed  red  blood  cells. 


occurrence  of  pulmonary  infiltrates  in  association 
with  blood  transfusions  is  reported  infrequently.2-5 

The  clinical  syndrome  of  leukocyte  antibody 
transfusion  reaction  is  characterized  by  the  abrupt 
onset  of  chills,  fever,  cough,  varying  degrees  of  dys- 
pnea, and  tachycardia.  Physical  examination  of  the 
chest  is  variable:  some  patients  have  no  objective 
findings,  and  others  have  scattered  or  diffuse  rales 
and/or  rhonchi.  The  physical  findings  in  mild  cases 
do  not  correlate  with  the  radiographic  features.  The 
acute  symptoms  subside  wit  hin  a few  hours,  although 


fever  and  pulmonary  infiltrates  may  persist  for  a 
longer  period;  rarely  have  fatal  outcomes  been  re- 
ported.7 Chest  radiographs  in  such  patients  dem- 
onstrate numerous  nodular,  predominantly  perihilar 
infiltrates  without  cardiomegaly  or  pulmonary  vas- 
cular engorgement;  leukoagglutinins  or  lymphocy- 
totoxic  antibodies,  either  in  the  recipient  or  donor, 
are  demonstrable  in  most  cases  (Table  I).  The  role 
of  the  HL-A  system  has  also  been  shown  in  some 
cases.8 

Although  the  pathophysiology  of  this  syndrome 
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X-ray 

Changes 

Leukocyte 
Antibody 
Donor/ Recipient 

Bilateral  multinodular 

Leukoagglutinin 

perihilar  infiltrates, 
cardiac  size  Nl, 
x-ray  film  findings 
cleared  in  4 days 

Nodular  perihilar 

No  antibodies 

infiltrates  persisted 

demonstrable 

for  24  hours 

Patchy  pulmonary 

Leukocyte 

infiltrates 

agglutinins  in  the 
donor 

Nodular  pulmonary 

Leukocyte 

infiltrates 

agglutinins  in 
donor 

Bilateral  pulmonary 

HL-A  10.  HL-A  II 

infiltrates 

HL-AW  14  in  the 
recipient 

Bilateral  pulmonary 

Antibodies  HL-A2 

infiltrates 

plus  antibody  4 in 
first  donor 

Bilateral  alveolar 

Leukoagglutinin  in 

infiltrates 

donor  blood 

Bilateral  infiltrates 

Donor  (multiparous) 

persisted  for  2 days 

leukoagglutinins 

Bilateral  pulmonary 

Antigen  I in  donor 

infiltrate 

plasma 

Bilateral  infiltrates 

White  cell 

cleared  in  3 days 

antibodies  in 

Extensive  fluffy 

donor  plasma 
Leukoagglutinin  in 

bilateral  infiltrates 

donor  sample 

cleared  in  4 days 
Extensive  bilateral 

Leukoagglutinins  in 

infiltrates  cleared  in 

donor  and 

24  hours 

recipient 

Initially  unilateral 

Leukoagglutinins  in 

bilateral  infiltrates 

recipient 

Bilateral  infiltrates 

Lymphocytotoxicity 

cleared  in  2 days 

test  plus 

Bilateral  infiltrates 

leukoagglutinins 
in  recipient 
Leukoagglutinins  in 

cleared  in  4 days 

recipient 

has  not  been  delineated,  the  leukocyte  antibody- 
related  transfusion  reaction  may  be  a form  of  hy- 
persensitivity pneumonitis.  Leukocyte  thrombi  and 
occlusions  of  the  pulmonary  microvasculature  have 
been  demonstrated  in  an  animal  model.9  In  fatal 
human  cases,  the  autopsy  findings  revealed  intra- 
alveolar  edema  with  inflammatory  exudate.7  Eo- 
sinophils in  the  alveolar  septal  capillary  wall  in  one 
case  suggest  that  an  immunologic  reaction  may  have 
taken  place  at  that  site,  although  immunofluorescent 
studies  did  not  reveal  any  deposition  of  immuno- 


globulin or  complement.7  Complement  activation 
plays  a role  in  the  sequestration  of  leukocytes  in  the 
pulmonary  microvasculature,  in  hemodialysis,  and 
in  postperfusion  lung  syndrome  patients.10  The 
leukocyte  antigen-antibody  complex  may  activate 
the  complement  cascade,  and  mediators  such  as 
kinins  and  (^(complement)  may  be  responsible  for 
the  fever,  circulatory  collapse,  tachycardia,  and 
pulmonary  edema.  The  latter  may  occur  secondary 
to  increased  capillary  permeability,  a concept  rein- 
forced by  the  recent  observation  of  alveolar  filling 
following  pulmonary  angiographic  study  in  a patient 
with  leukoagglutinin-induced  pulmonary  edema.11 

Most  of  the  time  clinical  symptoms  are  not  severe 
enough  to  warrant  specific  therapy.  When  clinical 
symptoms  are  prominent,  antihistamines  and  oxygen 
therapy  should  be  considered  in  the  therapeutic 
regimen.  If  the  patient  appears  to  be  critically  ill, 
one  might  use  corticosteroids.  It  is  advisable  to 
avoid  the  use  of  whole  blood  from  multiparous  do- 
nors, since  the  incidence  of  leukocyte  antibodies  in- 
creases with  multiple  pregnancies.12  The  use  of 
leukocyte-depleted  washed  red  blood  cells  or  frozen 
red  blood  cells,  a regimen  successfully  used  in  Case 
2 in  this  report,  may  reduce  the  risk  of  leukocyte 
antibody-related  transfusion  reactions.  In  conclu- 
sion, the  triad  of  blood  transfusion,  fever,  and  pul- 
monary infiltrates  should  arouse  the  suspicion  of  a 
leukocyte  antibody-related  transfusion  reaction,  and 
one  should  look  for  the  presence  of  leukocyte  anti- 
bodies in  both  the  recipient’s  and  the  donor’s 
blood.13,14 

Summary 

We  have  presented  three  patients  with  leuko- 
agglutinin  pulmonary  manifestations  ranging  from 
abnormalities  seen  radiographically  in  an  asymp- 
tomatic patient  to  the  presence  of  extensive  bilateral 
alveolar,  interstitial  changes  resulting  in  acute  res- 
piratory insufficiency  necessitating  mechanical 
ventilation.  The  pathogenic  mechanisms,  along  with 
clinical  and  diagnositc  implications,  are  presented 
with  a literature  review. 

Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
(DR.  KHAN) 

Acknowledgment.  The  authors  are  grateful  to  F red  Rosner, 
M.D.,  Director,  Department  of  Medicine,  for  his  assistance. 


References 

1.  Perkins,  H.  A.,  Payne,  R.,  Ferguson,  -J.,  and  Wood,  M.: 
Nonhemolytic  febrile  transfusion  reactions.  Quantitative  effects 
of  blood  components  with  emphasis  on  isoantigenic  incompata- 
bility  of  leukocytes,  Vox  Sang.  11:  578  (1966). 

2.  Barnard.  R.  D.:  Indiscriminate  transfusion:  a critique 
of  case  reports  illustrating  hypersensitivity  reactions,  New  York 
State  J.  Med.  51:  2399  (1951). 

3.  Philipps,  E.,  and  Fleishner,  F.  G.:  Pulmonary  edema  in 
the  course  of  a blood  transfusion  without  overloading  the  circu- 
lation, Dis.  Chest  50:  619  (1966). 

4.  Ward,  H.  N.:  Pulmonary  infiltrates  associated  with  leu- 


August  1980/New  York  State  Journal  of  Medicine  1425 


koagglutinin  transfusion  reactions,  Ann.  Int.  Med.  73:  689 
(1970). 

5.  Brittingham,  T.  E.:  Immunologic  studies  on  leukocytes, 
Vox  Sang.  2:  242  (1957). 

6.  Van  Rood,  J.  J.,  and  Van  Leeuvan,  A.:  An  agglutination 
technique  for  the  demonstration  of  leukocyte  180  antigens  in  man 
using  leukocytes  from  EDTA  blood,  in  Histocompatibility  Testing, 
Publication  1229,  Washington,  D.C.,  National  Academy  of  Sci- 
ences, National  Research  Council,  1965. 

7.  Wolf,  C.  F.,  and  Canale,  V.  C.:  Fatal  pulmonary  hyper- 
sensitivity reaction  to  HL-A  incompatible  blood  transfusion: 
report  of  a case  and  review  of  the  literature,  Transfusion  16:  135 
(1976). 

8.  Andrews,  A.  T.,  Zmijewski,  C.  M.,  Bowman,  H.  S.,  and 
Reihart,  -J.  K.:  Transfusion  reaction  with  pulmonary  infiltration 


Consent  forms  for  medical 
tests  called  hard  to  read 

No  medical  research  scientist  would  think  of  using  an 
experimental  treatment  without  first  having  the  patient 
sign  a form  signifying  his  “informed  consent”  to  the  pro- 
cedure. 

Informed  consent  for  those  participating  in  medical  re- 
search studies  is  required  by  law  and  by  medical  ethics. 
Virtually  everyone  agrees  it  is  a good  thing. 

But,  says  a report  in  the  July  4 Journal  of  the  American 
Medical  Association,  the  language  of  the  informed  consent 
form  is  often  so  high  flown  and  technical  that  even  a college 
graduate  has  trouble  understanding  it. 

Gary  R.  Morrow,  Ph.D.,  of  the  University  of  Rochester 
Medical  Center,  Rochester,  New  York,  collected  copies  of 
the  standard  informed  consent  forms  from  five  national 
cancer  clinical  trial  groups.  Each  form  was  analyzed  by 
two  different  readability  tests. 

The  forms  were  found  slightly  less  difficult  to  compre- 
hend than  medical  journals,  but  substantially  more  diffi- 
cult than  comparable  material  from  the  popular  press. 

Three  of  four  passages  describing  treatment  methods, 
procedures,  discomforts,  and  risks  required  a college  level 
or  greater  reading  ability  to  comprehend,  Dr.  Morrow 
found. 


associated  with  HL-A  specific  leukocyte  antibodies,  Am.  J.  Clin 
Path.  66:  483  (1976). 

9.  Miescher,  P.:  [Chronic  leukopenia  due  to  auto-anti- 

bodies],  Acta  haemat.  11:  152  (1954)  (Fr.). 

10.  Jacob,  H.  S.:  Granulocyte-complement  interaction,  Arch. 
Int.  Med.  138:  461  (Mar.)  1978. 

1 1.  Carilli,  A.  D.,  et  ah:  Noncardiogenic  pulmonary  edema 
following  blood  transfusion,  Chest  74:  310  (Sept.)  1978. 

12.  Payne,  R.:  The  development  and  persistence  of  leuko- 
agglutinins  in  parous  women,  Blood  19:  411  (1962). 

13.  Kernoff,  P.  B.,  et  ah:  Severe  allergic  pulmonary  edema 
after  plasma  transfusion,  Brit.  J.  Haemat.  23:  777  (1972). 

14.  Thompson,  J.  S.,  et  ah:  Pulmonary  “hypersensitivity” 
reactions  induced  by  transfusion  of  non-HL-A  leukoagglutinins, 
New  England  J.  Med.  284:  1120  (1971). 


A part  of  the  problem  is  inherent  in  the  government 
regulations  demanding  that  informed  consent  be  obtained. 
The  regulations  sometimes  are  so  worded  that  “The  very 
regulations  designed  to  ensure  a patient’s  informed  coop- 
eration with  treatment  may  inadvertently  lead  to  forms 
that  are  so  complex  as  to  make  informed  cooperation  vir- 
tually impossible.” 

As  a part  of  the  study,  Dr.  Morrow  analyzed  readability 
of  three  medical  journals.  The  Journal  of  the  American 
Medical  Association  was  rated  as  “difficult”  to  read,  while 
the  New  England  Journal  of  Medicine  and  Cancer  were 
classified  “very  difficult.”  These  publications  are  written 
for  and  read  by  physicians  with  many  years  of  advanced 
scientific  education. 

Dr.  Morrow  lists  suggestions  for  writers  to  make  the  in- 
formed consent  forms  more  intelligible:  (1)  Write  short 
sentences.  “The  simple  declarative  sentence  is  not  a dying 
art  form.”  (2)  Use  short  words.  “Polysyllabic  utterances 
and  parsimonious  pontifications  may  be  permissible  with 
prestigious  peers,  but  he  perceived  as  puzzling  poppycock 
by  other  people.”  (3)  Have  the  forms  critiqued  by  pa- 
tients, not  fellow  professionals,  before  the  forms  are 
printed.  (4)  Analyze  the  forms  with  one  or  both  of  the 
readability  scales  (Fry  or  Flesch).  Both  are  simple  and 
require  little  time  to  calculate. 
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Echocardiography  has  proved  useful  in  the  diag- 
nosis of  dissecting  aneurysm  involving  the  aortic- 
root.1-5  The  main  echocardiographic  findings  of 
aortic  dissection  include  increased  thickness  of  the 
aortic  walls,  parallel  motion  of  the  separated  margins 
of  the  aortic  walls,  and  aortic  root  enlargement  with 
retention  of  normal  aortic  cusp  motion.2 

Recently  we  encountered  a patient  with  aortic  root 
dissection  with  an  intimal  flap  which  was  demon- 
strated at  postmortem  examination.  The  echocar- 
diographic features  of  this  patient  were  indistin- 
guishable from  aortic  valvular  vegetations.6-8 

The  purpose  of  this  report  is  to  present  the  very 
unusual  echocardiographic  findings,  which  to  our 
knowledge  have  not  been  previously  described,  in 
aortic  root  dissection  and  to  further  suggest  that 
dissecting  aneurysm  be  considered  in  differential 
diagnosis  when  abnormal  echoes  are  present  during 
diastole  in  the  aortic  root. 

Case  report 

A 64-year-old  Hispanic  man  was  referred  to  City 
Hospital  Center  at  Elmhurst  in  June  of  1978  for 
cardiac  evaluation.  Three  months  before  admission 
the  patient  experienced  a sharp  pain  in  the  jaw  of  a 
few  minutes’  duration,  associated  with  diaphoresis 


and  weakness.  The  following  day  he  was  first  found 
to  have  heart  murmurs  of  aortic  stenosis  and  aortic 
regurgitation. 

Two  months  before  admission  the  patient  devel- 
oped acute  left  ventricular  failure  four  days  after  a 
prostatectomy.  Electrocardiogram  findings  were 
consistent  with  left  ventricular  hypertrophy.  Chest 
roentgenogram  disclosed  a mildly  dilated  ascending 
aorta,  moderate  cardiomegaly,  and  pulmonary  con- 
gestion. He  responded  to  medical  therapy  and  was 
subsequently  referred  to  us  for  cardiac  catheteriza- 
tion. 

The  patient  denied  any  past  history  of  rheumatic- 
fever,  cardiac  murmur  in  childhood,  hypertension, 
or  syphilis.  Family  history  indicated  negative 
findings  for  cardiovascular  disease. 

Physical  examination  revealed  a tachypneic  man 
with  signs  of  left  ventricular  failure.  The  blood 
pressure  was  170/60  mm.  Hg  in  both  arms.  The 
heart  rate  was  100  beats  per  minute.  The  carotid 
artery  pulse  was  brisk  and  equal  bilaterally.  The 
precordium  was  hyperactive,  and  a diffuse  left  ven- 
tricular lift  was  observed  in  the  anterior  axillary  line. 
The  first  heart  sound  was  decreased,  and  the  second 
sound  was  split  physiologically  with  normal  aortic 
second  sound.  A grade  II/VI  ejection  systolic  mur- 
mur was  best  heard  at  the  second  right  intercostal 
space,  and  a high-pitched  grade  1 1 I/VI  diastolic  de- 
crescendo blowing  murmur  was  heard  along  the  left 
sternal  border.  An  Austin  Flint  murmur  was  noted 
at  the  apex. 

A slightly  tender  liver  was  palpable  one  cm.  below 
the  right  costal  margin.  There  was  no  edema. 

The  electrocardiogram  showed  left  ventricular 
hypertrophy.  The  echocardiogram  will  be  described 
subsequently.  The  pertinent  laboratory  findings 
included  normal  hemogram  and  urinalysis  results, 
repeated  negative  blood  culture  findings,  and  nega- 
tive latex  fixation  and  Venereal  Disease  Research 
Laboratory  (VDRL)  test  findings. 

Cardiac  catheterization  revealed  no  significant 
aortic  stenosis.  Injection  of  contrast  medium  into 
the  aortic  root  showed  4 plus  aortic  regurgitation. 
The  aortic  root  was  dilated  slightly,  and  an  intimal 
flap  was  noted  to  undulate  in  the  aortic  root  and  as- 
cending aorta.  There  were  three  cusps  visible,  and 
no  calcification  was  present. 

While  still  in  hospital  awaiting  surgical  interven- 
tion, the  patient  developed  excruciating  chest  pain 
with  shock  followed  by  death  within  an  hour. 
Postmortem  examination  was  carried  out. 

Echocardiogram.  The  echocardiographic  ex- 
amination was  performed  in  the  supine  position  using 
Irex*  with  a strip  chart  recorder  and  a 2.25-MHz. 
transducer  focused  at  7.5  cm. 

A complete  recording  of  the  left  side  of  the  heart 
was  obtained  using  standard  techniques.9 

Examination  of  the  aortic  root  demonstrated 
thickening  of  the  anterior  wall  of  the  aorta  measuring 

* IREX  Medical  Systems,  114  Pleasant  Avenue,  Upper  Saddle 
River,  New  Jersey  07458 
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10  mm.  There  appeared  to  be  parallel  motion  be- 
tween the  inner  and  outer  borders  of  the  thickened 
anterior  aortic  wall.  The  aortic  root  dimension  was 
normal,  measuring  34  mm.  The  aortic  valve  could 
not  be  identified  during  systole.  Of  particular  in- 
terest was  a mass  of  shaggy  echoes  present  in  the 
aortic  root  during  diastole  only  (Fig.  1A).  These 
were  also  noted  in  the  outflow  tract  of  the  left  ven- 
tricle in  mitral-aortic  transition  (Fig.  IB).  These 
abnormal  echoes  appeared  as  fine  fan-like  radiation 
from  the  middle  of  the  aortic  root  at  the  onset  of 
diastole  and  persisted  to  end-diastole.  The  anterior 
mitral  leaflet  exhibited  fine  linear  fluttering  during 
diastole.  These  observations  were  suggestive  of 
vegetation  of  the  aortic  valve  resulting  in  aortic  in- 
sufficiency. However,  aortic  root  dissection  was  also 
suspected  in  view  of  thickened  anterior  aortic  wall 
with  probable  parallelism  between  the  separated 
margins  of  the  wall. 

Comment 

Prior  descriptions  of  aortic  dissection  studied 
echocardiographically  have  emphasized  abnormali- 
ties of  the  aortic  wall.1  s The  major  echocardio- 
graphic  findings  of  aort  ic  dissect  ion  include  increased 


FIGURE  1.  Echograms.  (A)  Aortic  root  (AR)  showing  in- 
creased mass  of  echoes  with  shaggy  appearance  during 
diastole  (larger  arrow).  Note  also  thickened  anterior  aortic 
wall  (AAW)  with  probable  parallel  motion  (smaller  arrows). 
LA  = left  atrium.  (B)  Scan  from  mitral  valve  to  aortic  root 
showing  thick  irregular  echoes  (arrows)  in  left  ventricular 
outflow  tract.  AML  = anterior  mitral  leaflet;  AR  = aortic 
root. 

width  of  the  aortic  wall,  parallel  motion  of  the  sepa- 
rated margins  of  the  aortic  walls,  and  aortic  root  en- 
largement with  retention  of  normal  aortic  cusp  mo- 
tion. 

Little  information  is  provided  in  the  literature 
concerning  echoes  attributable  to  the  dissecting  flap 
in  aortic  root  dissection.  Curati  et  al.10  reported  a 
case  in  which  the  anterior  dissecting  flap  produced 
an  undulating  movement  in  the  aortic  root  echogram. 
They  emphasized  that  to  identify  this  movement,  the 
echo  beam  must  traverse  the  ascending  aorta  at  as 
high  a level  as  possible. 

A regular  oscillating  echo  has  also  been  noted  in 
the  false  lumen  of  chronic  type  I aortic  dissection.11 
This  was  shown  at  surgery  to  correspond  to  a flap  of 
the  anterior  component  of  the  posterior  aortic  wall. 
Johnson  et  al.12  described  early  systolic  closure  of  the 
right  coronary  cusp  in  ruptured  right  sinus  of  Val- 
salva aneurysm. 

In  contrast,  our  case  revealed  thick  irregular  bands 
of  echoes  onlv  during  diastole  in  the  aortic  root  and 
in  the  outflow  tract  of  the  left  ventricle  (Fig.  1). 

The  strikii  ■;  finding  noted  at  the  postmortem  ex- 
amination w dissecting  aneurysm  of  the  ascending 
aorta  with  a 1 ,e  triangular  intimal  tear  measuring 
5 cm.  transversely  and  3 cm.  vertically  (Fig.  2A).  The 
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intimal  tear  started  2 cm.  above  the  aortic  valve,  and 
the  intramural  dissection  extended  to  involve  the 
arch  and  thoracic  aorta.  The  mobile  triangular  in- 
timal flap  was  noted  to  easily  reflect  and  interpose 
itself  between  the  aortic  valve  leaflets  when  examined 
pathologically  (Fig.  2B). 

We  conceive  that  the  regurgitant  stream  of  blood 
pushed  the  triangular  flap  backwards  in  diastole 
between  the  aortic  cusps.  This  produced  thick  ir- 
regular bands  of  echoes  in  the  aortic  root  and  in  the 
outflow  tract  of  the  left  ventricle  (Fig.  1 ). 

In  bacterial  endocarditis  involving  the  aortic  valve, 
the  main  echocardiographic  abnormalities  are  masses 
of  diastolic  shaggy  echoes  which  result  in  irregular 
thickening  of  the  valve  leaflet  with  normal  systolic 
separation  of  the  valve  leaflets.6-8  When  bacterial 
endocarditis  is  complicated  by  cusp  perforation, 
abnormal  diastolic  echoes  are  noted  in  the  left  ven- 
tricular outflow  tract.13’14  Our  patient  did  exhibit 
these  changes.  Thus,  the  echocardiographic  findings 
of  our  case  mimicked  bacterial  endocarditis.  How- 
ever, no  vegetation  or  cusp  rupture  was  seen  in  the 
aortic  valve  at  postmortem  examination  (Fig.  2A). 

In  the  case  reported  herein,  we  discussed  the  pre- 
viously unreported  echocardiographic  features  of  the 
dissecting  flap. 

We  suggest  that  caution  be  exercised  in  the  inter- 
pretation of  abnormal  diastolic  echoes  in  the  aortic 
root  and  that  dissecting  aneurysm  be  included  in 
differential  diagnosis. 
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Although  diarrhea  is  a common  manifestation  of 
amebic  abscess,  the  simultaneous  findings  of  amebic 
colitis  and  hepatic  amebiasis  are  very  uncommon.1 
Previously  published  criteria  of  amebic  liver  ab- 
scesses include  a history  of  prior  intestinal  amebia- 
sis,2 but  more  recent  articles  do  not  specify  the  need 
for  such  a history.1-3  We  report  herein  a fatal  case 
of  toxic  megacolon  due  to  amebiasis  with  concurrent 
amebic  liver  abscess. 

Case  report 

A 55-year-old  black  man  was  transferred  from 
Manhattan  State  Hospital  to  Metropolitan  Hospital 
Center  with  a two-day  history  of  intermittent  watery 
diarrhea  that  was  initially  bloody.  The  patient  had 
been  under  treatment  for  chronic  undifferentiated 
schizophrenia  on  no  medications,  and  previously  he 
had  abused  alcohol  for  many  years.  There  was  no 
history  of  travel  outside  of  the  New  York  City  area 
at  any  time  during  his  life. 

On  admission,  the  rectal  temperature  was  38.1°C., 
blood  pressure  104/80  mm.  Hg  supine  and  80/60 
standing,  and  pulse  112  per  minute.  The  physical 
examination  was  otherwise  unremarkable  except  for 
mild  tenderness  in  the  lower  abdomen.  There  was 
no  organomegaly,  and  the  bowel  sounds  were  hy- 
poactive.  The  rectal  ampulla  was  empty,  and  rectal 
aspirates  were  brown,  watery,  and  negative  for  occult 
blood. 

Significant  laboratory  findings  included:  serum 
sodium  119  mEq.,  serum  potassium  3.1  mEq.,  and 


% 


FIGURE  1.  Abdominal  roentgenogram  demonstrates  mul- 
tiple dilated  loops  of  colon  and  small  intestine.  Prominent 
mucosal  folds  and  edema  (arrow)  consistent  with  inflam- 
matory bowel  disease  noted. 


serum  chloride  74  mEq.  per  liter;  blood  urea  nitrogen 
19  mg.  per  deciliter;  serum  glutamic  oxaloacetic 
transaminase  39  mU.,  serum  lactate  dehydrogenase 
258  mU.,  and  serum  alkaline  phosphatase  62  mU.  per 
milliliter  (normal  range  30  to  115);  and  conjugated 
serum  bilirubin  1.6  mg.,  total  serum  bilirubin  2.4  mg., 
serum  magnesium  2.3  mg.,  serum  albumin  2.4  Gm., 
and  total  serum  protein  5.6  Gm.  per  deciliter.  The 
blood  hemoglobin  concentration  was  10.2  Gm.  per 
deciliter;  white  blood-cell  count  17,500  per  cubic 
millimeter  (48  percent  polymorphonuclear  leuko- 
cytes, 43  percent  band  forms,  6 percent  lymphocytes, 
1 percent  eosinophils,  and  2 percent  metamyelo- 
cytes); reticulocyte  count  5.6  percent;  mean  corpus- 
cular volume  77  cubic  units;  mean  corpuscular  he- 
moglobin 24.7  micromicrograms;  mean  corpuscular 
hemoglobin  concentration  32  percent;  erythrocyte 
sedimentation  rate  (ESR)  17  mm.  per  hour;  pro- 
thrombin time  12.2  seconds  per  11  seconds  control; 
and  partial  thromboplastin  time  44.8  seconds  per 
29.3  seconds  control. 

Chest  roentgenographic  findings  were  normal; 
upright  and  supine  roentgenogram  recordings  of  the 
abdomen  were  significant  for  dilated  loops  of  small 
and  large  bowel  exceeding  6 cm.  in  diameter  with 
multiple  air  fluid  levels,  all  consistent  with  toxic 
megacolon  (Fig.  1).  Lateral  views  of  the  rectum 
showed  air  throughout  without  signs  of  obstruc- 
tion. 
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FIGURE  2.  Photomicrograph  of  hepatic  abscess  wall 
demonstrating  numerous  E.  histolytica  trophozoites  (arrow) 
(hematoxylin  and  eosin  stain,  original  magnification  X 
1,000). 


Gram-stained  smears  of  rectal  aspirates  demon- 
strated numerous  polymorphonuclear  leukocytes. 
Stool  cultures  were  negative  for  Salmonella,  Shi- 
gella, Vibrio,  and  Yersinia.  Wet  mount  and  tri- 
chrome stain  of  fresh  stool  revealed  Entamoeba 
histolytica  trophozoites.  On  sigmoidoscopic  ex- 
amination the  rectal  mucosa  was  friable,  necrotic, 
and  ulcerated,  with  islands  of  normal  mucosa; 
plaques  of  yellow  exudate  were  seen  on  the  abnormal 
mucosal  surfaces.  Biopsy  of  the  mucosa  revealed 
numerous  trophozoites  of  E.  histolytica;  blood  cul- 
tures were  sterile  for  bacteria. 

The  patient  was  managed  with  intravenous  normal 
saline  containing  potassium  chloride,  120  mEq.  per 
day.  Three  L.  of  watery  brown  stool  were  passed 
during  the  first  12  hours  in  hospital,  but  the  volume 
of  stool  diminished  thereafter.  Oral  metronidazole, 
750  mg.,  was  administered  three  times  a day,  but  the 
patient  did  not  fully  improve  and  expired  36  hours 
after  admission. 

Significant  autopsy  findings  were  limited  to  the 
gastrointestinal  system.  Necrotic  regions  of  amebic 
colitis  were  found  from  the  rectosigmoid  to  the  ter- 
minal ileum,  with  interspaced  areas  of  normal  mu- 
cosa. The  liver  weighed  2,000  Gm.  and  had  a well- 
defined  8-cm.  abscess  in  the  posterior  portion  of  the 
right  lobe.  The  wall  of  the  abscess  contained  nu- 
merous trophozoites  of  E.  histolytica  (Fig.  2). 

Comment 

In  their  review,  Chaves  et  al.1  found  that  46.4 
percent  of  56  patients  with  hepatic  amebiasis  had 
experienced  diarrhea  at  some  time  in  the  course  of 
their  illness.  Only  six  patients  had  diarrhea  con- 
current with  the  diagnosis  of  abscess,  and  only 
amebic  cysts,  rather  than  trophozoites,  were  de- 
monstrable in  the  stool  of  such  patients.  Hence, 
Chaves  et  al.1  concluded  that  this  diarrhea  may  de- 
rive from  causes  other  than  intestinal  amebiasis  and 


that  even  rectosigmoidoscopy  did  not  contribute  to 
the  diagnosis  of  hepatic  amebiasis.  An  additional 
patient  reported  by  Rosenberg  and  Tocino4  had 
diffuse  colitis  and  concurrent  amebic  liver  abscess, 
but  no  amebae  were  seen  in  a rectal  biopsy  specimen. 
Therefore,  it  is  noteworthy  that  our  patient  had  overt 
amebic  colitis  with  trophozoites  of  E.  histolytica  on 
both  stool  examination  and  rectal  biopsy. 

The  finding  of  an  hepatic  abscess  in  our  patient  is 
most  interesting  since  he  did  not  fulfill  three  of  five 
generally  accepted  diagnostic  criteria  for  this  diag- 
nosis.1-3 These  criteria  include:  (1)  tender  enlarged 
liver,  (2)  successful  antiamebic  drug  therapy,  (3) 
suggestive  hematologic  findings,  (4)  suggestive  ra- 
diologic findings,  and  (5)  demonstration  of  charac- 
teristic “pus”  either  by  hepatic  aspiration  or  by 
rupture  into  adjacent  viscus  or  serous  cavity.  The 
finding  of  an  hepatic  abscess  was  even  more  striking 
in  view  of  a normal  erythrocyte  sedimentation  rate, 
serum  alkaline  phosphatase,  serum  glutamic  oxalo- 
acetic transaminase,  and  chest  roentgenogram 
findings.  Only  7.1  percent  of  the  56  cases  reported 
by  Chaves  et  al.5  had  an  erythrocyte  sedimentation 
rate  of  less  than  19  mm.  per  hour.  Furthermore,  an 
elevated  serum  alkaline  phosphatase  is  found  in  83 
to  100  percent  of  patients  with  hepatic  abscesses  and 
abnormal  chest  roentgenogram  findings  in  53  per- 
cent.6-7 Additionally,  71  percent  of  patients  have  a 
prothrombin  time  greater  than  15  seconds.7 
Therefore,  the  only  remaining  test  findings  consis- 
tent with  the  presence  of  an  hepatic  abscess  in  our 
patient  were  an  increased  serum  bilirubin,  anemia, 
low  serum  protein  concentration,  and  leukocytosis. 
The  absence  of  rigors,  right  upper  quadrant  pain,  and 
hepatomegaly  also  obscured  the  diagnosis  of  hepatic 
abscess.6-7  A case  very  similar  to  this  report  was 
recently  discussed  and  found  to  have  amebic  colitis 
and  ileitis  without  the  presence  of  hepatic  amebi- 
asis.8 

Toxic  megacolon  or  other  features  suggestive 
of  idiopathic  ulcerative  colitis  or  granulomatous  co- 
litis may  rarely  be  associated  with  amebiasis.9  In- 
deed, the  initial  clinical  diagnosis  in  our  case  was 
“toxic  megacolon,”  and  a surgical  consultant  had 
recommended  surgical  intervention. 

Since  our  patient  was  from  a mental  institution, 
it  should  be  noted  that  past  studies  have  shown  that 
mental  institutions  have  problems  with  endemic 
amebiasis.  In  their  discussion  of  amebiasis  in  a 
mental  institution,  Sexton  et  al.10  found  higher  rates 
of  seropositivity  (positive  indirect  hemagglutination 
titers  to  E.  histolytica ) among  the  mentally  retarded 
patients  than  among  geriatric,  psychotic,  or  other 
diagnostic  categories;  the  authors  conclude  that  the 
transmission  of  amebiasis  in  the  mental  institution 
occurs  via  “person-to-person”  spread.10  This  is 
consistent  with  the  statement  of  Faust,  Russel,  and 
Jung11  that  “prevalence  of  amebiasis  in  mental  in- 
stitutions, prisons,  and  children’s  asylums  is  signif- 
icantly higher  than  in  the  general  population  in  the 
same  locality.” 
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Amebiasis  remains  a significant  problem  in  the 
United  States.  The  annual  number  of  deat  hs  from 
amebiasis  between  1964  and  1973  has  varied  from  a 
low  of  31  in  1973  to  66  in  1965.  Of  the  2,743  reported 
cases  of  amebiasis  in  the  United  States  in  1974,  1,268, 
or  46  percent,  were  reported  from  New  York  City.12 
Our  case  represents  the  seventh  fatality  from  ame- 
biasis in  the  past  10  years  in  New  York  City.13 

Summary 

The  concurrence  of  amebic  colitis  and  amebic  liver 
abscess  is  unusual.  The  patient  reported  herein  died 
of  fulminant  amebic  colitis  suggestive  of  toxic  me- 
gacolon, and  was  found  to  have  hepatic  amebiasis  at 
autopsy.  These  diagnoses  were  inconsistent  with 
several  serologic  and  roentgenographic  findings. 

Infectious  Disease  Division 
Department  of  Medicine 
Metropolitan  Hospital  Center 
1901  First  Avenue 
New  York,  New  York  10029 
(DR.  BERGER) 
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National  Planning  Committee. 

Also  involved  in  the  AMA  Corporate  Visitation  Program 
at  the  local  level  are  the  Charleston  County  (S.C.)  Medical 
Society,  the  Iowa  Medical  Society,  the  Medical  and  Chi- 
rurgical  Faculty  of  Maryland,  and  the  Suffolk  County 
(N.Y.)  Medical  Society.  The  societies  meet  with  local 
business  leaders  to  exchange  information  on  health  care 
and  possible  solutions  to  problems. 

Since  its  inception  in  June,  1978,  the  Corporate  Visita- 
tion Program  has  taken  AMA  officers  to  the  headquarters 
of  94  leading  firms  to  get  management  views  on  health  care 
issues  and  to  familiarize  business  with  recommendations 
of  the  National  Commission  on  the  Cost  of  Medical  Care, 
a voluntary  group  which  works  to  hold  down  increases  in 
health  care  costs. 

During  the  corporate  visits  the  AMA  learned  that 
quality  of  health  care  doesn’t  seem  to  be  a problem.  In 
addition  to  the  problem  of  cost,  there  are  problems  related 
to  access,  availability,  employee  time  loss,  and  rehabilita- 
tion. 
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In  recent  years  there  has  been  increasing  evidence 
supporting  the  immunologic  nature  of  the  GBS 
(Guillain-Barre  syndrome).1,2  Its  close  resemblance 
to  experimental  allergic  neuritis  prompted  several 
investigators  to  develop  techniques  demonstrating 
the  presence  of  cellular  hypersensitization/1,4  The 
demonstration  of  Ig  (immunoglobulin)M  and  com- 
plement factors  along  the  myelin  sheaths  of  periph- 
eral nerves  provided  additional  evidence  supporting 
the  immunologic  nature  of  GBS.5  In  our  review  of 
the  literature,  only  a single  attempt  to  demonstrate 
antigen-antibody  complexes  formation  in  the  nerve 
roots  was  reported,  and  this  was  unsuccessful.6 

The  present,  report  deals  with  a fatal  case  of  GBS 
in  which  we  tried  to  demonstrate  antigen-antibody 
formation  by  st  udying  the  patient’s  spinal  cord,  nerve 
roots,  peripheral  nerves,  and  skeletal  muscle  with 
direct  immunofluorescent  staining  technique.  Al- 
though the  attempt  was  unsuccessful,  the  case  is  re- 
ported because  any  immunologic  explanation  of  the 
pathogenesis  of  the  ( IBS  must  consider  such  negative 
findings. 

Case  report 

A 22-year-old  male,  previously  in  excellent  health, 
presented  numbness  and  progressive  weakness  of  all 
extremities  of  five  days’  duration,  starting  about  a 
week  after  a minor  upper  respiratory  tract  infec- 
tion. 


On  admission,  his  blood  pressure  was  170/70  mm. 
Hg,  pulse  88  per  minute,  temperature  99.6°  F.,  and 
lung  vital  capacity  3,300  cc.  There  was  moderate 
weakness  of  all  extremities,  complete  areflexia,  and 
a “stocking-and-glove”  distribution  of  pinprick  and 
touch  hypoesthesia  accompanied  by  slight  decrease 
of  vibratory  sensation.  A lumbar  puncture  revealed 
clear  fluid  under  normal  pressure.  One  lymphocyte 
per  cubic  millimeter  was  noted.  The  cerebrospinal 
fluid  protein  was  75  and  gamma  globulin  3.1  mg.  per 
100  ml.  Results  of  the  remaining  laboratory  tests 
were  within  normal  limits,  including  serum  comple- 
ment C3  levels,  cold  agglutinin,  Australia  antigen,  and 
porphyrins  test. 

The  patient  deteriorated  rapidly  with  increased 
weakness,  dysphagia,  and  facial  diplegia.  On  the 
third  hospital  day  a short  course  of  cyclophos- 
phamide was  started  at  a dose  of  10  mg.  per  kilogram 
per  day  for  four  days.  Because  of  increasing  weak- 
ness, decreasing  vital  capacity  to  600  cc.,  and  the 
development  of  autonomic  dysfunction  (labile  blood 
pressure)  and  fever,  the  patient  was  intubated  and 
transferred  to  the  intensive  care  unit.  The  patient 
showed  some  improvement,  but  on  the  seventeenth 
hospital  day  he  suddenly  expired.  The  autopsy  re- 
vealed that  the  death  was  due  to  erosion  of  the  in- 
nominate artery  by  the  tracheostomy  tube. 

Material  and  method 

Pathologic  examination  of  the  nervous  system 
included  multiple  sections  of  dorsal  nerve  roots 
stained  with  hemotoxylin  and  eosin  and  by  the 
methods  of  Bodian  and  Weil.  With  the  exception  of 
focal  collection  of  lymphocytes  in  the  dorsal  roots,  the 
spinal  cord  and  the  brain  were  normal. 

Cross  sections  of  freshly  removed  spinal  cord  and 
dura,  including  both  anterior  and  posterior  nerve 
roots,  were  obtained  from  the  upper  cervical 
midthoracic  and  lower  lumbar  areas.  Cross  and 
longitudinal  sections  of  psoas  major,  intercostal 
muscle,  diaphragm,  and  of  sciatic  nerve  were  also 
obtained.  Similar  tissue  from  two  other  autopsy 
cases  of  non-neurologic  nature  were  obtained  from 
young  adult  males  and  used  as  controls. 

All  tissues  were  quick-frozen  in  a cryostat,  cut  into 
4-microns-thick  sections,  and  air  dried  on  glass  slides. 
No  fixatives  were  employed.  Direct  immunofluo- 
rescent studies  were  performed  conventionally  using 
defined  techniques  after  the  method  of  Beutner, 
Chorzelski,  and  Jordan."  Commercially  obtained 
fluorescein  conjugates,  goat  anti-human  Ig  (immu- 
noglobulin)G,  IgM,  IgA,  and  serum  complement  C3* 
and  anti-IgR1  were  employed.  The  fluorescein- 
to-protein  ratios  of  the  conjugates  were  as  follows: 
IgG  2 molar,  IgA  2.7  molar,  IgM  2.9  molar,  C3  2.4 
molar,  and  IgE  2.4  micrograms  per  milligram.  The 
IgG,  IgA,  and  IgM  conjugates  were  checked  for 
specificity  by  reverse  immunodiffusion,8,9  and  each 

* Hyland  Laboratories,  Costa  Mesa,  California. 

f Meloy  Laboratories,  Springfield,  Virginia. 
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diluted  with  PBS  (phosphate  buffered  saline),  pH 
7.2,  to  obtain  a working  solution  containing  50  mi- 
crograms per  milliliter  of  antibody.  The  C3  and  IgK 
conjugates  were  empirically  diluted  tenfold;  4 percent 
bovine  serum  albumin  was  added  to  the  buffer  for 
these  dilutions.  Multiple  sections  of  patient  and 
control  tissues  were  washed  in  plain  PBS  for  10 
minutes,  pH  7.2,  and  then  overlaid  with  appro- 
priately diluted  conjugate  for  30  mintues  in  a humid- 
ifying chamber.  The  sections  were  then  triple 
washed  in  PBS,  mounted  in  buffered  glycerol,  pH  7, 
and  immediately  examined  in  a Leitz  fluorescent 
microscope  (Laborlux),  using  a 2-mm.  BG  12  exci- 
tation filter  and  an  Osram  HBO  200  high-pressure 
mercury  vapor  lamp. 

Results 

No  specific  fluorescence  was  seen  in  any  area  of  the 
spinal  cord,  dura,  nerve  roots,  peripheral  nerve,  and 
skeletal  muscle  with  any  of  the  conjugates.  Sections 
of  the  pat  ient’s  tissues  differed  in  no  discernible  way 
from  those  of  the  control  tissue. 

Comment 

Cyclophosphamide  has  been  used  in  animals  with 
experimental  allergic  neuritis10  and  in  patients  with 
GBS.11  This  explains  the  use  of  this  drug  in  treating 
this  patient.  However,  it  seems  unlikely  that  after 
only  four  days  of  low-dose  immunosuppressant 
therapy,  all  evidence  of  antigen-antibody  activity 
would  have  completely  disappeared. 

Johnson,  and  Dal  Canto6  failed  to  demonstrate 
antigen-antibody  complexes  from  two  fatal  cases  of 
GBS.  They  tested  fresh-frozen  tissue  for  binding  of 
horseradish  peroxidase  conjugate  of  bovine-P  pro- 
tein. Formalin-fixed  cryostat  sections  of  root  ganglia 
and  peripheral  nerves  contained  mononuclear  infil- 
trates and  rare  plasma  cells,  but  no  specific  binding 
of  P protein  was  found.  Similarly,  our  case  failed  to 
demonstrate  any  formation  of  antigen-antibody 
complexes,  although  our  technique  was  different 
from  the  attempt  to  show  the  existence  of  sensitiza- 
tion to  a specific  basic  protein. 

In  spite  of  the  significant  progress  in  our  under- 
standing of  GBS,  the  puzzle  of  this  disease  is  far  from 
being  solved.  Positive,  as  well  as  negative,  results 
with  the  use  of  various  techniques  are  needed  to 
further  understand  the  pathogenesis  of  the  disease. 


More  studies  using  immunofiuorescent  or  other  more 
specific  techniques  are  necessary. 

Summary 

A 22-year-old  male  with  Guillain-Barre  syndrome 
expired  three  weeks  after  the  onset  of  his  illness. 
Cyclophosphamide  therapy  was  given  daily  from  the 
third  through  the  seventh  day.  Using  direct  im- 
munofiuorescent techniques,  an  attempt  to  demon- 
strate antigen-antibody  aggregates  of  the  IgG,  IgM, 
IgA,  IgE  class  and  the  deposition  of  the  third  fraction 
of  complement  (C3)  on  the  spinal  cord,  nerve  roots, 
peripheral  nerve,  and  skeletal  muscle  of  this  patient 
was  unsuccessful. 

Department  of  Neurology 
Albert  Einstein  College  of  Medicine 
1301  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
(DR.  DARAS) 
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Injuries  about  the  knee  resulting  in  rupture  of  the 
medial  collateral  ligament,  the  peripheral  attachment 
of  the  medial  meniscus,  and  the  anterior  cruciate 
ligament  are  common.  Since  O’Donoghue1  de- 
scribed this  syndrome  in  1950,  it  has  been  referred 
to  as  O’Donoghue’s  triad.  The  mechanism  of  injury 
usually  involves  a valgus  stress  applied  to  the  flexed, 
externally  rotated  knee.  Rupture  of  the  patellar 
tendon  is  a relatively  uncommon  form  of  injury, 
particularly  in  the  young,  well-conditioned  athlete.2-7 
This  article  presents  a case  of  disruption  of  the 
medial  aspect  of  the  knee  resulting  in  O'Donoghue’s 
triad  and  rupture  of  the  patellar  tendon. 

Case  report 

A 24-year-old  medical  student  injured  his  knee 
while  playing  basketball,  with  no  previous  history  of 
injury.  He  came  down  from  a rebound  attempt  with 
his  knee  in  a flexed,  externally  rotated  position  as  his 
foot  struck  the  floor.  No  other  contact  was  de- 
scribed. The  resultant  injury  found  at  surgery  was 
that  of  disruption  of  the  (1)  superficial  medial  col- 


FIGURE  1.  Disruptions  noted  at  time  of  surgery  included 
rupture  of  deep  and  superficial  tibial  collateral  ligaments, 
anterior  cruciate  ligament,  peripheral  attachment  of  medial 
meniscus  and  patellar  tendon. 


FIGURE  2.  Preparation  of  knee  for  repair.  Anterior  and 
medial  capsule  reinserted  into  tibia  through  drill  holes,  tibial 
collateral  ligament  fixed  with  staple,  and  patellar  tendon 
reinserted  into  patella  through  drill  holes  following  excision 
of  anterior  cruciate  ligament  and  medial  meniscus. 

lateral  ligament,  (2)  deep  collateral  ligament,  (3) 
medial  meniscus,  and  (4)  a tear  of  the  anterior  cru- 
ciate ligament  in  the  middle  one-third  (Fig.  1).  In 
addition,  there  was  total  rupture  of  the  patellar 
tendon  at  its  origin  on  the  inferior  pole  of  the  patella. 
At  the  time  of  surgery,  the  anterior  cruciate  ligament 
and  medial  meniscus  were  deemed  not  repairable  and 
were  excised.  Repair  of  the  patellar  tendon  was  done 
with  multiple  sutures  through  the  tendon  and  rein- 
sertion through  drill  holes  on  a roughened  inferior 
pole  of  the  patella  (Fig.  2).  The  repair  was  protected 
with  a figure  of  eight  ASIF*-type  tension  band  wire.8 
The  medial  tibial  attachment  of  the  capsule  was 
reinserted  through  drill  holes  around  the  tibial  pla- 
teau from  the  patellar  tendon  to  the  posterior  medial 
corner.  The  superficial  portion  of  the  medial  col- 
lateral ligament  was  reattached  to  the  tibia  with  a 
staple,  and  a primary  pes  anserinus  transfer  was  done 
(Fig.  3).  The  patient  was  placed  in  a bent  knee  cast, 
and  after  six  weeks  of  immobilization  was  started  on 
a rehabilitation  program.  The  metal  was  removed 
four  months  later.  One  year  after  surgery,  the  pa- 
* Association  for  the  Study  of  Internal  Fixation. 
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FIGURE  3.  (A)  Repair  plus  use  of  tension  band  wire  to  protect  patellar  tendon  repair.  (B)  Completed  repair  with  addition 

of  pes  anserinus  transfer. 


tient  had  full  extension  and  135  degrees  of  flexion, 
1-plus  anteroposterior  laxity,  no  medial  laxity  to 
valgus  stress,  no  anteromedial  laxity,  and  was  able 
to  perform  activities  such  as  bicycle  riding,  jogging, 
and  tennis. 

Comments 

The  ligamentous  disruption  associated  with 
O’Donoghue’s  triad  is  relatively  common  in  young 
athletic  persons  suffering  injuries  to  their  knees. 
Patellar  tendon  rupture  is  relatively  uncommon,  and 
certainly  the  combination  of  a triad  plus  patellar 
tendon  rupture  is  much  less  frequently  seen.  It  ap- 
pears that  the  violence  of  the  external  rotation,  val- 
gus stress,  and  passive  flexion  against  forceful  ex- 
tension causes  a resulting  additional  rupture  of  the 
patellar  tendon  with  this  type  of  injury. 

One  problem  associated  with  complete  patellar 
tendon  rupture  and  the  disruption  of  the  medial 
supporting  structures  occurs  in  conflicting  positions 
of  immobilization  associated  with  the  repair.  The 
repair  of  patellar  tendon  rupture  is  best  protected  by 
a position  of  extension,  while  flexion  and  internal 
rotation  best  protect  the  repair  of  the  medial  sup- 
porting structures.  One  means  of  solving  this 
problem  is  to  use  a tension  band  wire  to  produce 
relief  of  the  stresses  across  the  patellar  tendon  while 
the  knee  is  flexed  and  internally  rotated  for  immo- 
bilization. 


Summary 

A case  of  O’Donoghue's  triad  plus  patellar  tendon 
disruption  has  been  presented.  A suggested  means 
of  immobilization  and  surgical  repair  has  also  been 
described. 

Department  of  Orthopaedic  Surgery 
State  University  of  New  York 
Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse,  New  York  13210 
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The  first  report  of  a renal  transplant  was  published 
in  1902;  Ullmann,1  a Viennese  surgeon,  performed 
an  autotransplant  on  a dog,  anastomosing  the  renal 
artery  and  vein  to  the  carotid  artery  and  jugular  vein. 
Urine  was  produced  for  several  days  by  the  trans- 
planted kidney,  but  after  that  no  further  data  were 
recorded.  DeCastello,2  later  in  the  same  year,  per- 
formed an  allotransplant  on  a dog.  The  recipient 
animal  had  been  nephrectomized,  and  the  trans- 
planted kidney  was  placed  in  the  original  site  and 
anastomosed  to  the  renal  vessels.  The  kidney  pro- 
duced urine,  but  the  animal  died  of  hemorrhage  after 
40  hours.  Finally,  in  the  same  year,  Carrel3  per- 
formed a series  of  autotransplants.  Using  dogs,  he 
anast<  mosed  the  renal  vessels  to  the  carotid  artery 
and  the  jugular  vein.  The  kidneys  produced  urine, 
hut  all  the  dogs  involved  eventually  died  of  infec- 
tion. 

Outstanding  surgeon 

This  group  of  experiments  by  Carrel3  in  France  in 
1902  was  the  beginning  of  his  involvement  in  trans- 
plantation. For  nearly  40  years  afterward,  this  re- 
markable man  would  continue  to  make  contributions 
to  the  field  of  kidney  transplantation.  His  devel- 
opmental work  on  suture  anastomosis  alone  would 
mark  him  as  a major  contributor,  hut  this,  combined 
with  his  experimental  transplantation  work,  his  later 
work  on  the  culture  of  organs,  and  his  brief  ventures 
into  immunology4  and  hypothermic  preservation,3 


almost  certainly  indicate  that  Alexis  Carrel,  M.D., 
was  the  outstanding  surgical  figure  in  the  field  of 
transplantation. 

It  is  said  that  Carrel’s  interest  in  vascular  surgery 
was  triggered  by  the  assassination  of  French  presi- 
dent Sadi  Carnot  in  1894.  Carnot  died  from  hem- 
orrhage after  his  portal  vein  had  been  severed,6  and 
it  was  Carrel’s  belief  that  had  the  surgeons  present 
been  able  to  repair  the  severed  vessel,  the  president’s 
life  could  have  been  saved.  Carrel7-8  himself,  how- 
ever, states  on  at  least  two  occasions  that  his  reason 
for  becoming  involved  with  vascular  surgery  was 
“finding  a method  of  substituting  a sound  organ  for 
a diseased  one  . . . and  securing  it  a blood  supply  by 
arterial  and  venous  anastomosis.” 

Carrel  began  his  experimental  vascular  surgery 
while  at  Lyons  Medical  College  in  1901.  His  early 
attempts  at  anastomosis  were  based  on  the  work  of 
Murphy9  and  Payr.10  John  Murphy,  M.D.,  a Chi- 
cago surgeon,  invaginated  the  proximal  portion  of  a 
blood  vessel  into  the  distal  portion.  The  two  sections 
were  then  anastomosed  with  sutures.  This  method 
worked  fairly  well  with  large  vessels,  but  with  the 
smaller  renal  vessels  thrombosis  was  inevitable. 
Erwin  Payr,  M.D.,  a German  surgeon,  devised  Payr’s 
prosthesis,  a magnesium  tube  through  which  the 
proximal  portion  of  the  vessel  was  drawn  and  folded 
back  over.  The  distal  portion  was  then  placed  over 
the  fold  in  the  proximal  portion,  and  both  were  held 
in  place  by  a circumferential  ligature.  Both  Ull- 
mann1 and  DeCastello2  used  Payr’s  prosthesis  in 
their  transplants. 

Although  Carrel11  expressed  admiration  for  Payr’s 
work,  it  was  obvious  that  the  magnesium  tubes  were 
also  impractical  when  it  came  to  working  with  the 
small  renal  vessels,  and  so  he  began  to  develop  his 
own  method  of  anastomosis.  Working  on  human 
cadavers  and  then  on  dogs  he  remained  in  Lyons 
until  1904.  He  then  left  France  after  having  been 
denied  an  appointment  as  a surgeon.  Even  before 
this,  though,  his  relationship  with  the  medical  com- 
munity of  Lyons  had  been  strained  because  of  his 
often  brusque  manner  and  the  limited  assistance  he 
was  offered  in  his  experimental  endeavors.12  In  1905 
and  1906  he  continued  his  work  with  the  help  of  C. 
C.  Guthrie,  M.D.,  at  the  Hull  Laboratories  at  the 
University  of  Chicago.  During  the  21  months  they 
worked  together,  Carrel  and  Guthrie  coauthored  21 
articles,13  and  Carrel  himself  wrote  another  5. 14 

Opportunities  in  America 

Despite  this  productivity,  Carrel  still  desired  better 
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facilities.  When  offered  an  interview  with  Simon 
Flexner,  M.D.,  the  director  of  laboratories  at  the 
Rockefeller  Institute  in  New  York  City,  Carrel  leaped 
at  the  opportunity.  He  was  most  favorably  im- 
pressed with  Dr.  Flexner,  with  his  attitude  toward 
research,  and  with  the  facilities  that  would  be  avail- 
able to  him.6  He  accepted  a new  position  in  experi- 
mental surgery  in  late  1906  and  remained  at  Rocke- 
feller until  1939.  Although  Carrel  carried  out  his 
work  in  the  United  States,  he  remained  a French 
citizen  until  the  day  he  died,  returning  to  his  wife  and 
home  in  France  every  summer.  By  the  time  he  had 
arrived  at  the  Rockefeller  Institute,  most  of  his  work 
had  been  completed  and  only  the  perfection  of  the 
technique  and  the  rides  governing  it  remained.  By 
1911,  Carrel11  felt  that  this  had  been  accom- 
plished. 

Stress  on  asepsis 

Carrel  demanded  rigid  asepsis.15  This  undoubt- 
edly was  the  result  of  his  earliest  experiments  in 
Lyons  where  all  his  dogs  had  died  of  infection.  He 
felt  that  the  degree  of  sterility  under  which  general 
operations  were  performed  was  not  strict  enough  for 
vascular  surgery.  The  clinical  asepsis  acceptable  in 
general  surgery  might  allow  for  enough  infection  to 
cause  thrombosis  in  the  surgery  of  the  blood  vessels. 
Furthermore,  Carrel  and  all  his  assistants  dressed  in 
black  while  operating,  and  all  drapes  in  the  operating 
room  were  hlack.  This  was  done  to  cut  down  on  glare 
and  to  allow  the  surgeons  better  visualization  of  the 
surgical  site. 

Vessel  anastomosis 

The  major  principles  stressed  by  Carrel  in  suture 
anastomosis  were:  gentle  dissection  of  the  vessels; 
a clean  operative  field  with  minimal  trauma  to  the 
vessels;  the  use  of  fine  curved  needles  and  thread 
coated  with  vaseline;  and  the  application  of  tension 
to  the  vessels  in  the  placement  of  the  sutures.11,16 

Using  these  guidelines,  Carrel  felt  that  vessel 
anastomosis  could  be  performed  easily  between  ei- 
ther the  ends  or  sides  of  arteries  and  veins.  His  de- 
velopment of  the  triangulation  method  of  vessel 
anastomosis15  and  the  use  of  a patch  surrounding  a 
vessel  opening16  were  the  two  most  innovative  and 
remembered  of  his  concepts  in  this  area. 

Nobel  prize 

Carrel’s  work  in  the  development  of  suture  anas- 
tomosis and  the  transplantation  of  organs  won  him 
the  Nobel  Prize  for  Physiology  and  Medicine  in  1912. 
With  the  perfection  of  this  method,  it  was  possible 
to  transplant  a kidney  with  a surgical  technique  free 
of  thrombosis,  stenosis,  or  hemorrhage.  The  surgical 
aspects  of  kidney  transplantation  had  been  made 
possible,  and  Carrel  and  his  contemporaries  had  al- 
ready begun  work  in  that  area. 


Professional  support 

Some  mention  must  be  made  of  the  manner  in 
which  Carrel’s  work  was  viewed  by  his  contempo- 
raries. His  lack  of  acceptance  had  driven  him  from 
France,  but  Carrel  soon  found  the  American  medical 
community  to  he  more  accommodating.  Harvey 
Cushing,  M.D.,  one  of  Carrel’s  earliest  supporters  in 
the  United  States,  considered  Carrel’s  work  the  most 
original  being  done  at  the  time.6  William  S.  Halsted, 
M.I).,  was  so  enthused  with  Carrel’s  work  that  he 
commented,  “It  was  not  simply  the  fact  that  arterial 
suture  can  be  accomplished  in  this  way  that  im- 
pressed me,  but  the  really  exquisite  manner  in  which 
it  was  accomplished.”  6 This  support,  demonstrated 
by  the  leading  surgeons  in  the  country,  spread,  and 
it  was  in  this  climate  that  Carrel  carried  out  his 
work. 

Carrel  provided  an  interesting  application  of  his 
arterial  suture  method  in  March  of  1908. 17  The 
five-day-old  daughter  of  Adrian  Lambert,  M.D.,  a 
clinical  professor  of  surgery  at  the  College  of  Physi- 
cians and  Surgeons,  was  bleeding  to  death  with 
melena  neonatorum.  Dr.  Lambert  had  chanced  on 
some  of  Carrel’s  writings  in  his  frantic  search  for 
literature  that  might  point  the  way  toward  saving  his 
daughter’s  life.  He  believed  that  direct  transfusion 
by  Carrel’s  method  would  accomplish  that  aim. 
Lambert  went  to  Carrel  and  asked  for  help,  assuring 
the  experimental  surgeon  that  he  would  assume  all 
legal  responsibility  arising  from  Carrel’s  lack  of  a li- 
cense to  practice  medicine  in  New  York. 

At  Dr.  Lambert’s  house,  a disagreement  arose  over 
who  should  be  the  donor.  Dr.  Lambert,  his  wife,  and 
his  two  brothers  each  put  forth  their  case  as  being  the 
best  donor.  At  the  time  nothing  was  known  of  blood 
typing,  but  fortunately  Carrel  chose  the  father.  The 
surgery  was  performed  on  the  dining  room  table  in 
the  Lambert  household.  Carrel  anastomosed  the 
father’s  left  radial  artery  to  the  infant’s  right  popli- 
teal vein,  coating  the  ends  of  the  vessels  with  vaseline 
to  prevent  clotting.  As  the  blood  flowed  into  the 
baby  she  changed  color,  from  white  to  pink,  and  then 
to  red.  Finally,  she  began  to  struggle  on  the  table 
and  the  transfusion  was  halted.  The  baby’s  life  was 
saved  and  her  infancy  normal  from  that  point  on. 

The  publicity  that  resulted  from  this  incident 
helped  to  stem  a growing  antivivisectionist  move- 
ment in  New  York  State,  and  this,  to  a large  extent, 
allowed  Carrel  to  continue  his  experimentation  on 
animals. 

Experimental  kidney  transplantation 

Having  devised  and  perfected  the  technique  of 
anastomosis  by  which  kidney  transplantation  was 
made  surgically  possible,  Carrel  then  set  out  to  prove 
that  it  was  a clinically  feasible  approach  to  the 
treatment  of  disease.  That  he  never  achieved  this 
goal  can  be  attributed  more  to  the  scientific  com- 
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munity’s  universal  lack  of  understanding  of  the 
principles  of  immunology  than  to  any  failings  on 
Carrel’s  part.  He  was  a pioneer  in  the  field  and  laid 
the  groundwork  on  which  others  would  build. 

In  1905  Carrel  and  Guthrie18  published  a report  on 
the  state  of  the  circulation  and  secretion  of  a trans- 
planted kidney.  This  was  the  first  such  study  to  be 
undertaken,  and  for  that  reason  alone  it  can  be  said 
to  be  significant.  A dog’s  kidney  was  nephrecto- 
mized  and  reimplanted  into  the  neck  in  the  same 
manner  as  Carrel  had  used  in  Lyons.  The  ureter  was 
united  to  the  esophagus.  Three  days  later  both 
kidneys  were  exposed  and  their  functions  studied. 
Carrel  and  Guthrie  made  these  three  determina- 
tions: 

1.  The  circulation  of  the  transplanted  kidney  was 
somewhat  greater  than  that  of  the  other  kidney. 

2.  The  transplanted  kidney  secreted  urine  at  a rate 
that  was  five  times  that  of  the  other  kidney. 

3.  A comparison  of  the  composition  of  the  urine 
made  by  the  two  kidneys  showed  that  they  had  sub- 
stantially the  same  constituents.  Chlorides  were  more 
plentiful  in  the  transplanted  kidney,  whereas  organic 
sulfates,  pigments,  and  urea  were  found  in  greater  con- 
centrations in  the  normal  kidney. 

Carrel,19  reviewing  this  experiment  several  years 
later,  wrote: 

This  experiment  showed  that  the  secretion  of  a 
transplanted  kidney  need  not  be  very  different  from 
the  normal.  However,  the  kidney  was  in  an  unfavor- 
able condition.  The  denervation  alone  could  not  be 
responsible  for  the  exaggeration  of  the  circulation  of 
the  organ.  In  the  neck  or  in  the  inguinal  region  the 
blood  pressure  is  different  from  the  pressure  to  which 
the  kidney  is  used  to.  Besides,  its  vessels,  the  renal 
vein  especially,  are  exposed  to  many  causes  of  com- 
pression and  disturbance.  Therefore,  we  gave  up  the 
idea  of  transplanting  the  kidney  in  a region  other  than 
the  lumbar  region. 

The  transplantation  in  mass  of  the  kidneys  consists 
of  extirpating  from  a first  animal  both  kidneys,  their 
vessels  and  the  corresponding  segments  of  the  aorta 
and  vena  cava,  their  nerves  and  nervous  ganglia,  their 
ureters  and  the  corresponding  part  of  the  bladder;  of 
placing  this  anatomical  specimen  into  the  abdominal 
cavity  of  a second  animal  whose  normal  kidneys  have 
been  previously  resected  and  the  aorta  and  vena  cava 
cut  transversely;  and  of  suturing  the  vascular  segments 
between  the  ends  of  the  aorta  and  vena  cava,  and  of 
grafting  the  flaps  of  bladder  onto  the  bladder  of  the 
host. 

Carrel  and  Guthrie  did  several  of  these  trans- 
plants, but  the  animals  always  died  rapidly  from 
ureteral,  intestinal,  or  peritoneal  complications. 
When  Carrel  moved  on  to  the  Rockefeller  Institute 
he  improved  the  technique  and  performed  a series  of 
14  experiments  on  cats.18  Two  of  these  cats  had 
defective  ureteral  anastomoses,  and  three  died  of 
shock  almost  immediately  after  the  operation,  and 
so  only  nine  were  included  in  the  final  results. 

Of  these  nine  cats,  all  died,  none  living  beyond  36 


days.  There  were  various  reasons  for  the  deaths,  and 
it  was  not  always  possible  to  pinpoint  them  to  a 
specific  cause.  However,  Carrel18  did  formulate 
several  conclusions  from  this  series  of  experiments. 
In  all  cases,  the  cats  began  to  secrete  urine  within  24 
hours  of  the  transplant  and  continued  to  do  so  until 
they  died.  In  two  of  the  cats  kidney  function  ap- 
peared to  be  normal  for  a period  of  days,  but  in  all 
cases  there  was  definite  kidney  function.  A kidney 
had  been  transplanted  from  one  cat  to  another  and 
had  functioned,  albeit  for  only  a short  period. 

After  this  series  of  experiments,  Carrel  continued 
to  perfect  his  technique,  and  by  1908  he  felt  that  all 
the  surgical  problems  had  been  solved.  He  won- 
dered, however,  about  biologic  considerations.20 
What  was  the  interaction  between  the  host  and  its 
new  organ?  Because  of  the  many  complications  in- 
volved in  the  transplantation  in  mass,  he  was  unable 
to  study  this  problem,  and  so  he  devised  a new  series 
of  experiments. 

Carrel  set  up  two  series  of  transplantations,  the 
first  being  all  autotransplants  and  the  second  set  all 
allotransplants.  The  technique  in  both  sets  was 
identical.  The  left  kidney  was  nephrectomized, 
flushed  clean  of  blood,  and  reimplanted  in  its  original 
site.  In  some  cases  the  right  kidney  was  taken  out 
after  two  weeks  and  not  reimplanted. 

In  the  series  of  autotransplants,  almost  uniformly 
positive  results  were  obtained.  One  of  the  animals 
that  had  undergone  a double  nephrectomy  survived 
for  almost  two  and  one-half  years  afterward,  and  died 
from  causes  completely  unrelated  to  the  operation.21 
Carrel,22  in  summing  up  this  part  of  the  experiment, 
wrote,  “Hence  the  experiment  proves  definitely  that 
the  extirpation  of  the  kidney  in  the  dog,  its  perfusion 
with  Locke’s  solution,  the  complete  interruption  of 
its  circulation  for  fifty  minutes,  and  the  suture  of  its 
vessels  and  ureter  do  not  interfere  with  its  functions, 
even  after  a long  period  of  time,  and  it  indicates  that 
from  a purely  surgical  point  of  view,  the  grafting  of 
organs  is  a real  possibility.” 

In  the  series  of  allotransplants,  the  results  were 
very  different.23  Although  the  animals  at  first  ap- 
peared to  be  fine,  within  days  kidney  function  began 
to  deteriorate.  Those  dogs  that  had  undergone 
double  nephrectomies  all  died  within  a few  weeks,  all 
from  causes  relating  to  the  transplant.  Carrel  noted 
that  after  the  first  week  albumin  began  to  appear  in 
the  urine  and  the  transplanted  kidney  had  become 
edematous  and  congested. 

These  experiments  ended  Carrel’s  transplant  ef- 
forts. He  had  ascertained  the  surgical  possibility  of 
such  a procedure.  Given  the  knowledge  of  the  times, 
Carrel  had  reached  a point  where  he  could  proceed 
no  further.  In  a letter  to  Theodor  Kocher,  M.D.,  in 
1914  he  looked  back  on  his  transplantation  experi- 
ences and  concluded,  “Concerning  homoplastic 
transplantation  of  organs  such  as  the  kidney,  I have 
never  found  positive  results  to  continue  after  a few 
months,  whereas  in  autoplastic  transplantation  the 
result  was  always  positive.  The  biological  side  of  the 
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question  has  to  be  investigated  very  much  more  and 
we  must  find  out  by  what  means  to  prevent  the  re- 
action of  the  organism  against  a new  organ.”  6 

Culture  of  organs 

The  idea  of  preserving  organs  originated  with  the 
French  physiologist  Le  Gallois  in  1812. 24  Although 
he  never  attempted  such  a preservation,  over  the  next 
100  years  many  scientists  worked  on  the  problem, 
and  eventually  the  obstacles  to  be  overcome  and  the 
methods  to  be  used  were  somewhat  refined.  But 
never  did  anyone  succeed  in  keeping  an  organ  alive 
outside  the  body  for  more  than  a few  hours.  The 
i procedural  problems  faced — aeration,  the  composi- 
i tion  of  the  perfusate,  the  interruption  of  the  flow  of 
blood,  the  temperature  to  be  maintained,  the  mean 
pressure  and  the  pulse  pressure,  and  the  warm  is- 
chemic time — had  all  been  much  written  about  and 
worked  on  before  Carrel  began  his  work.25 

Carrel  first  became  interested  in  tissue  culture  in 
1908  when  he  attended  a lecture  given  by  Ross  G. 
Harrison,  M.D.,  of  Yale,  the  first  man  to  achieve 
success  in  the  field.12  Carrel  sent  one  of  his  assis- 
tants to  Yale  to  learn  the  method,  and  on  his  return 
they  became  very  much  involved  in  tissue  culture. 
For  Carrel  it  was  just  a short  step  to  organ  culture, 
and  in  1912  he  performed  his  first  experiment. 

This  original  experience  with  preservation  con- 
sisted of  "removing  aseptically  the  abdominal  and 
thoracic  organs  of  an  animal  and  in  preserving  the 
organs  in  an  incubator  at  a temperature  of  38°C. 
while  the  lungs  are  being  ventilated.”  26  The  heart 
pumped  whole  blood,  and  its  contractions  and  the 
circulation  through  the  organs  were  normal.  In  all 
cases,  though,  the  heart  eventually  stopped  pumping, 
usually  after  about  10  hours.  This  convinced  Carrel 
that  the  only  feasible  method  of  cultivation  was  one 
that  employed  artificial  circulation.27  But  with  ar- 
tificial circulation,  sterility  became  a problem  that 
resisted  solving. 

Carrel’s  work  was  interrupted  by  World  War  I;  he 
returned  to  France  and  served  his  country.  With 
Henry  Dakin,  Sc.D.,  an  English  chemist,  he  devel- 
oped the  Carrel-Dakin  solution,  an  antiseptic  agent 
used  to  cleanse  wounds.  It  would  not  be  until  1929 
that  he  again  tried  to  culture  organs.  The  result, 
once  more,  was  failure,  the  reason  being  that  the 
perfusion  apparatus  used  was  insufficient  to  the 
task. 

Relationship  with  Lindbergh 

In  1930  Carrel  consented  to  guide  the  famed  avi- 
ator Charles  Lindbergh  through  his  laboratories. 
Lindbergh’s  sister-in-law  had  developed  heart  dif- 
ficulties, and  he  had  become  interested  in  the  possi- 
bility of  a mechanical  pump  serving  as  a temporary 
replacement.  When  he  discovered  the  problems 
Carrel  had  encountered  in  his  efforts  to  build  a per- 
fusion pump,  he  volunteered  his  services.  Carrel 
accepted  and  gave  Lindbergh  the  full  use  of  his  lab- 


oratories. Over  the  next  four  years  Lindbergh  de- 
vised one  pump  after  another,  constantly  modifying 
and  improving  them.  His  final  model  was  ready  in 
1935.  With  this  pump,  almost  900  experiments  were 
carried  out. 

Almost  from  their  first  meeting,  Carrel  and 
Lindbergh  formed  a close-knit  relationship. 
Throughout  the  1930s,  they  and  their  families  were 
in  constant  contact,  even  spending  vacations  together 
at  times.  Each  admired  the  other  greatly,  and  it  can 
be  said  that  in  many  ways  Carrel  was  something  of 
a father  figure  to  the  younger  Lindbergh.  Years  after 
Carrel’s  death  Lindbergh  wrote,  “He  was  one  of  the 
most  extraordinary  men  I have  ever  known  ...  I have 
never  felt  more  deeply  about  anyone  as  a friend  and 
never  found  anyone  more  stimulating  to  my 
mind.”  6 

Contributions 

Although  many  organs — thyroid  glands,  ovaries, 
the  spleen,  and  the  heart  among  them — were  suc- 
cessfully cultured,  Carrel  never  achieved  success  with 
the  kidney.  In  each  experiment  with  the  kidney,  a 
complete  or  partial  degeneration  developed  in  a very 
short  period  of  time.  It  was  Carrel’s  belief  that  a 
properly  constituted  perfusate  would  solve  this 
problem,  but  he  never  found  one. 

Carrel’s  work  still  has  value  though,  in  the  field  of 
kidney  preservation.  Lindbergh’s  pump  was  similar 
to  today’s  preservation  pumps  in  that  it  maintained 
a sterile  environment  and  used  pulsatile  perfusion 
to  pump  an  artificial  perfusing  medium  through  the 
cannulated  artery  of  a kidney.  Although  he  never 
found  a proper  perfusion  medium  for  the  kidney, 
Carrel  did  do  extensive  work  on  the  composition  of 
various  perfusates  and  their  effects  on  different  or- 
gans. He  did  manage  to  preserve  organs  for  periods 
ranging  from  1 to  40  days,  and  nobody  else  would  be 
able  to  duplicate  that  for  over  20  years. 

Comment 

From  1901  until  1939  Alexis  Carrel  experimented 
with  procedures  designed  to  advance  the  body  of 
knowledge  in  the  field  of  kidney  transplantation. 
Although  it  is  true  that  this  was  only  a portion  of  his 
work  in  those  years,  it  is  also  true  that  his  Nobel  Prize 
was  awarded  for  his  development  of  suture  anasto- 
mosis and  his  work  with  transplantation.  This  was 
his  major  work,  for  which  he  is  remembered  today, 
and  will  be  remembered  as  long  as  man  continues  to 
perform  surgery.  Until  the  immunologic  barriers  to 
transplantation  are  overcome,  Alexis  Carrel  will  re- 
main the  preeminent  scientist  in  the  development  of 
this  subject. 
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AMA  pamphlet  reflects  changes 
in  dieting  and  nutrition 

Changing  approaches  to  diet  and  nutrition  are  reflected 
in  the  newly  revised  American  Medical  Association  pam- 
phlet, “Your  Age  and  Your  Diet.” 

Pregnant  women  are  advised  that  weight  gain  during 
pregnancy  should  be  at  least  22  to  26  pounds.  Most 
pregnant  women  will  require  an  iron  supplement,  the 
pamphlet  declares. 

There  is  strong  emphasis  on  the  desirability  of  breast- 
feeding of  infants.  Human  milk  is  the  preferred  source  of 
nutrients,  and  it  also  offers  other  advantages,  the  AMA 
declares.  If  it  is  necessary  to  discontinue  breast-feeding 
before  six  months  of  age,  it  is  best  for  the  infant  to  have  an 
iron-fortified  formula. 

New  in  the  revised  pamphlet  is  the  flat  statement  that 
“The  most  common  nutrition  problem  of  adults  in  the  U.S. 
is  obesity.”  Another  common  problem  is  iron  deficiency 
in  women  of  child  bearing  age.  The  AMA  re-emphasized 
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that  protein  and  vitamin  deficiencies  are  uncommon,  and 
extra  supplements  seldom  are  needed. 

“With  the  thousands  of  supplements  on  the  market 
today,  it  is  far  more  difficult  to  make  safe  and  rational 
decisions  about  supplements  than  it  is  to  plan  an  adequate 
diet  from  ordinary  foods.” 

For  adolescents  and  adults  who  are  combatting  over- 
weight, the  new  approach  emphasizes  exercise  as  well  as 
dieting.  Many  individuals  are  overweight  because  of  a 
combination  of  poor  diet  and  lack  of  exercise.  Proper  diet 
is  important,  but  physical  activity  also  is  vital  to  keeping 
trim. 

The  pamphlet  has  sections  of  diet  tips  for  infants,  chil- 
dren, adolescents,  adults,  expectant  mothers,  and  aging 
adults.  There  also  is  a recommended  daily  food  guide, 
stressing  the  need  for  a balance  of  different  types  of  foods 
in  the  regular  diet. 

“Most  people  can  get  all  of  the  nutrients  they  need  from 
foods.  When  the  recommended  servings  of  foods  from 
each  group  are  used  as  a starting  point,  it  is  a simple  task 
to  plan  a diet  that  is  adequate  in  all  nutrients.” 
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Part  I of  this  article  appeared  in  the  April,  1979, 
Journal  and  dealt  with  the  “History  of  Photographic 
Processes.”  The  development  of  the  camera  was 
described,  as  well  as  of  the  daguerreotype,  wet-plate 
collodion  photography,  ambrotype,  tintype,  carte  de 
visite,  cabinet  card,  dry  plate,  and  stereograph. 
“Physicians  and  Early  Photography”  was  the  subject 
of  Part  II  in  May.  The  work  of  John  William  Draper, 
M.D.,  Paul  Beck  Goddard,  M.D.,  John  Locke,  M.D., 
James  Mill  Bush,  M.D.  and  Robert  Peter,  M.D.,  Ol- 
iver Wendell  Holmes,  M.D.,  John  Towler,  M.D.,  and 
others  was  noted,  comparing  their  findings  with  those 
of  European  physicians.  The  July  issue  included 
Part  III,  “The  Daguerrean  Era,”  describing  how 
physicians  took  and  used  daguerrean  images  for 
clinical  medical  purposes  from  the  1840s  onward. 
Early  images  are  found  in  medical  journals  and  mu- 
seums. They  were  used  for  medical  consultations, 
clinical  record  keeping,  publication,  and  illustration 
of  surgical  results.  European  usages  and  practi- 
tioners were  also  detailed,  and  the  contributions  of 

Parts  of  this  report  were  presented  at  the  Fifth  Annual  Mid- 
Winter  Assembly,  American  Physicians  Fellowship,  Inc.,  Key 
Biscayne,  Florida,  February  26,  1979,  and  parts  at  the  American 
Association  for  the  History  of  Medicine  52nd  Annual  Meeting, 
May  3 and  4,  1979,  Pittsburgh,  Pennsylvania. 

* All  photographs,  unless  otherwise  indicated,  are  the  personal 
property  of  Dr.  Burns.  Permission  to  reproduce  any  of  the  pho- 
tographs or  other  illustrations  appearing  in  this  article  must  be 
obtained  in  writing  from  the  institutions  or  parties  owning  the 
images. 


Hermann  Wolff  Berend,  M.D.  Part  IV  concerned 
the  “Early  Wet-Plate  Era,”  in  the  1850s;  described 
clinical  ambrotypes,  tintypes,  and  stereoviews;  and 
discussed  photography  by  Ransford  E.  Van  Gieson, 
M.D.,  George  Jackson  Fisher,  M.D.,  and  Gurdon 
Buck,  M.D.  It  appeared  in  November.  The  “Be- 
ginnings of  Psychiatric  Photography”  were  described 
in  Part  V,  in  the  February,  1980,  issue,  and  included 
moral  treatment,  phrenology,  and  physiognomy. 
The  work  by  Hugh  Welch  Diamond,  M.D.,  Thomas 
Story  Kirkbridge,  M.D.,  Eliza  Woodson  Farnham, 
E.  R.,  Hun,  M.D.,  Allan  McLane  Hamilton,  M.D., 
Isaac  Newton  Kerlin,  Joseph  Parris,  M.D.,  and  uses 
of  photography  in  Europe,  were  presented. 

The  photographic  history  of  the  Civil  War  has  al- 
ways been  a popular  subject.  Although  numerous 
accounts  of  the  war  have  been  written,  no  adequate 
presentation  of  the  medical  photohistory  has  been 
achieved.  Miller’s  Prisons  and  Hospitals,  part  of  his 
extensive  10-volume  Photographic  History  of  the 
War,  first  published  in  1911,  does  contain  photo- 
graphs of  physicians,  hospitals,  and  other  medical 
interest  photographs,  but  they  are  presented  from  a 
documentary  viewpoint.  No  clinical  pictures  are 
included.  Gernsheim1  mentions  the  advances  made 
in  photomicrography  by  the  U.S.  Army  Medical 
Department  during  the  Civil  War  and  notes  that  the 
world’s  largest  reference  collection  of  medical  pho- 
tographs was  started  by  the  Army  Medical  Mu- 
seum. 

It  is  the  purpose  of  this  report  to  fill  the  void  and 
present  a systematic  study  and  overview  of  Civil  War 
medical  photography.  It  is  my  desire  to  make  this 
compendium  as  complete  as  possible  so  that  re- 
searchers, archivists,  collectors,  and  photohistorians 
will  be  better  able  to  describe  and  catalog  the  pictures 
they  possess  or  seek. 

Photographic  overview 

By  the  start  of  the  Civil  War,  April,  1861,  collodion 
wet-plate  process  photographs,  in  particular  the 
paper  albumen  print  and  the  tintype,  were  in  vogue. 
However,  occasionally  one  can  find  a daguerrean 
portrait,  even  a clinical  one,  taken  during  the  Civil 
War  period.*  Ambrotype  photographs  were  taken 
in  large  numbers  during  the  early  part  of  the  war,  but 
this  one-of-a-kind  positive  picture  on  glass  could  not 
compete  with  the  cheap  and  easily  duplicated  paper 
printA  By  war’s  end  the  new  multilens  cameras  for 
taking  tintypes  or  carte  de  visite  portraits  made  the 
ambrotype  obsolete. 

By  numbers,  most  extant  Civil  War  photographs 
are  paper  albumen  prints  in  carte  de  visite  or 

* Throughout  The  Medical  and  Surgical  History  of  the  War 
of  the  Rebellion 2 numerous  references  to  daguerreotypes  can  be 
found:  section  II,  volume  II,  page  547  mentions  the  daguerreotype 
in  the  text  for  figure  419;  on  page  565  under  figure  438,  “From  a 
daguerreotype.” 

* A half-plate  clinical  ambrotype  of  a Civil  War  soldier’s 
shoulder  joint  operative  results  is  pictured  in  part  I of  this  article 
79:791  (Apr.)  1979. 
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FIGURE  1.  Surgeon  General  Barnes  and  staff.  This  formal  portrait  taken  in  late  1864  depicts  the  men  who  led  our  country’s 
Army  Medical  Corps  and  Medical  Museum  in  the  Civil  War  and  guided  both  into  the  twentieth  century.  Dr.  Barnes,  surgeon 
general  for  18  years  (1864-1882),  put  into  practice  many  of  Dr.  Hammond's  ideas  and  was  himself  a capable  leader.  Dr. 
Otis,  director  of  the  surgical  and  photographic  section  of  the  AMM,  was  second  curator  of  the  museum.  Dr.  Woodward  of 
the  AMM  was  director  of  its  medical  and  microscopic  sections  and  of  the  record  and  pension  division.  Dr.  Curtis  was  a pioneer 
microphotographer  of  the  AMM  (Dr.  Woodward  and  Dr.  Curtis  were  the  pathologists  who  performed  the  autopsy  on  Abraham 
Lincoln).  Dr.  Crane,  assistant  surgeon  general,  became  surgeon  general  in  1882;  Dr.  Woodhull  was  director  of  the  museum 
and  library  division  in  1900.  Dr.  Billings  was  renowned  as  librarian  and  bibliographer,  thought  by  many  to  be  among  the  greatest 
U.S.  Army  medical  men  of  all  time.  He  created  the  Surgeon  General’s  Index-Catalogue  (1880),  the  forerunner  of  today’s 
Index  Medicus,  and  the  Surgeon  General’s  Library,  which  developed  into  the  world’s  greatest  medical  library,  now 
known  as  the  National  Library  of  Medicine.  He  was  the  fourth  curator  of  the  AMM  and  started  its  famed  microscope  collection, 
the  most  comprehensive  in  the  world.  On  his  retirement  in  1896  he  organized  the  world’s  largest  library  system,  the  New 
York  Public  Library,  and  was  its  first  director  (1896-1913).4  (Courtesy,  National  Library  of  Medicine). 


stereoview  format.  Large  format  8-  by  10-inch 
cameras  were  used  to  take  portraits,  battlefield,  and 
other  documentary  views.  Prints  made  from 
stereoview  cameras  can  be  differentiated  from  those 
made  from  8 by  10  cameras,  as  the  large  8-  by  10-inch 
camera  lens  focused  mainly  on  foreground  with  the 
background  being  relatively  out  of  focus.  The 
stereoview  camera’s  lens  gave  better  depth  of  field, 
with  the  background  more  sharply  in  focus. 


Millions  of  portraits  of  Civil  War  soldiers  were 
produced,  since  over  2.5  million  men  fought  in  the 
war.  For  the  most  part,  cartes  de  visite  were  taken 
before  leaving  for  the  war  or  at  one  of  the  “city  gal- 
leries” when  the  soldiers  were  on  leave.  Many  of  the 
noted  galleries,  particularly  those  of  Brady,  Anthony, 
Gurney,  and  Fredericks,  produced  tens  of  thousands 
of  carte  de  visite  portraits  of  Civil  War  generals  and 
other  officers,  as  well  as  prominent  people  of  the  day, 
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for  sale  to  the  public,  and  these  photographs  are  thus 
commonly  available  today.  The  tintype  was  usually 
a “battlefield”  picture,  taken  at  the  army  campsite 
by  one  of  the  hundreds  of  itinerant  photographers 
that  followed  the  army.  The  tintype  had  several 
advantages  as  a wartime  photograph.  It  was  not 
fragile,  it  could  be  mailed  or  carried  in  the  pocket, 
and  was  not  affected  by  rain  or  other  adverse  weather 
which  would  easily  destroy  a paper  print. 

Mathew  Brady’s  fame  came  not  only  from  his  na- 
tional portrait  gallery  of  celebrities,  but  also  from  his 
concept  of  photographing  the  events  of  the  war,  mass 
producing  these  photographs,  and  then  selling  them 
to  the  public.  These  photographs  were  produced  as 
albumen  prints  in  various  formats:  11  by  14  inches, 
8 by  10  inches,  carte  de  visite,  or  stereoviews.  For 
the  first  time  in  history,  war  was  reported  on  a per- 
sonal and  horrific  level  and  made  available  to  the 
public  almost  immediately  after  the  events  occurred. 
Brady  soon  became  an  official  army  photographer, 
hiring  many  assistants  now  legends  in  their  own  right: 
O’Sullivan,  Barnard,**  and  Gardner.3  By  war’s  end 
many  official  and  unofficial  photographers  were 
documenting  the  war  and  its  personnel,  including 
medical  men  and  peripheral  episodes  associated  with 
the  war  (Fig.  I).4 

It  should  be  noted  that  battle  “action”  pictures 
could  not  be  taken  because  of  the  slow  speeds  of  ex- 
posure and  the  cumbersomeness  of  the  wet-plate 
apparatus.  Only  a handful  of  views  are  known  of 
actual  battles,  and  these  are  pictures  taken  from 
hilltops  of  a battle  in  the  distance. 

It  is  also  of  interest  that  some  of  the  famous 
after-battle  views  of  dead  soldiers  with  which  Brady 
and  other  photographers  have  achieved  lasting  fame 
were  actually  staged,  that  is,  the  soldiers  were  placed 
in  an  interesting  pose  or  place  to  achieve  a dramatic 
effect.5  This,  of  course,  emphasizes  the  artistic  role 
of  these  early  war  photographers,  who  were  truly 
photographic  artists  of  their  time. 

Civil  War  medical  photography 

Civil  War  medical  photography  comprised  those 
photographs  taken  by,  for,  or  of  physicians  or  other 
medical  and  health-related  incidents  and  personnel 
that  directly  pertained  to  the  Civil  War.  It  does  not 
include  any  of  the  civilian  medical  nonwar-related 
episodes.  To  help  get  a perspective  on  the  type  of 
photographs  that  could  be  included  in  the  Field  I have 
assigned  the  following  categories. 44 

I.  Clinical  photographs  of  wounded  soldiers  taken 

by  or  for: 

A.  Military  personnel 

B.  Army  Medical  Museum 

C.  Private  or  volunteer  physicians 

’*  Barnard’s  Photographic  Views  of  Sherman’s  Campaign 
(N.Y.  1866)  documented  Sherman’s  march  to  the  sea  and  the  de- 
struction of  Atlanta. 

n Obviously  some  of  the  photographs  could  he  included  in 
several  categories,  such  as,  the  clinical  photos  of  emaciated  soldiers 
published  in  a U.S.  Sanitary  Commission  book. 


FIGURE  2.  “Field  Day-one  day’s  work  on  legs  by  one  op- 
erative team.”  No  other  picture  I have  seen  portrays  better 
the  devastation  brought  by  the  Civil  War  than  contributed 
photo  number  1043.  This  shows  a pile  of  one  day's  leg 
amputations  after  a battle,  performed  at  one  field  hospital. 
Multiply  this  by  the  number  of  field  hospitals,  plus  the  am- 
putated arms.  Add  to  this  the  number  of  amputations  needed 
a few  days  after  injury  and  then  the  general  hospital’s  output, 
and  one  can  perhaps  grasp  the  enormity  of  just  the  surgical 
problems  of  the  war. 

II.  Photographs  of  pathologic  specimens  taken  by 
or  for: 

A.  Military  personnel 

B.  Army  Medical  Museum 

C.  Private  or  volunteer  physicians 

III.  Portrait  photographs  of  (military)  physicians  and 

other  health  personnel:  hospital  corps,  am- 
bulance corps 

IV.  Documentary  photographs  of  medical  incidents: 

pictures  taken  by  Brady,  Sullivan,  and  others 
for  resale  to  the  public,  including  wounded  on 
field,  ambulances,  hospital  wards. 

V.  Photographs  of  medical  facilities 

A.  Hospitals:  general,  field,  and  convales- 

cent 

B.  Hospital  boats  and  trains 

C.  Ambulances 

VI.  Photographs  of  various  Sanitary  Commissions 

A.  Portraits  of  members 

B.  Documentary  photos  of  various  commis- 

sions at  work  in  the  field 

VII.  Medical  books  with  clinical  and  pathologic 

photographs  published  by  the  Army  Medical 
Museum 

A.  Those  with  actual  tipped-in  photo- 

graphs 

B.  Those  with  illustrations  from  photo- 

graphs 

VIII.  Books  published  by  the  U.S.  Sanitary  Com- 

mission and  other  such  organizations  with 
tipped-in  photographs. 

IX.  Confederate  medical  photographs  of  any  sort. 
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X.  Photomicrographs  found  either  as  separate  pic- 
tures or  tipped-in  Army  Medical  Museum 
publications. 

XL  After-discharge  photographs  of  wounded.  These 
pictures,  many  taken  as  routine  portraits,  show 
the  results  of  disease,  wounds,  and  treat- 
ment. 

XII.  Photograph  albums  (usually  cartes  de  visite) 
privately  prepared  and  kept  by  physicians, 
hospital  staff,  patients,  and  others  of  their 
personal  war  experiences. 

Civil  War  casualty  statistics 

It  is  far  beyond  the  scope  of  this  report  to  attempt 
even  an  outline  synopsis  of  major  events  of  the  Civil 
War;  however,  some  statistics  about  the  war  will  be 
presented  to  better  understand  its  importance  from 
a medical  point  of  view.  Confederate  statistics  are 
not  accurately  known  through  loss  of  the  records 
when  Richmond  was  burned.*  Union  statistics  are 
fairly  accurate. f 

The  population  of  the  North  was  about  20  million 
the  South  5 million.**  An  estimated  2 million**  in- 
dividuals served  in  the  Union  forces,  while  over 

600.000  individuals  served  in  Confederate  forces. 
There  were  10,455  battles  and  other  military  actions. 
The  Civil  War  was  America’s  bloodiest  war  with  more 
than  625,000  dead,  more  than  the  total  killed  in  all 
the  wars  from  the  American  Revolution  through  the 
Korean  conflict  (1953).  Additionally,  475,000  were 
wounded.  Total  reported  casualties  were  thus  over 
1.1  million.  Of  these  numbers,  Union  casualties 
represent  375,000  dead,  100,000  of  these  from  battle 
wounds  and  275,000  from  disease,  and  275,000 
wounded;  Confederate  casualties  were  at  least 

250.000  dead,  90,000  from  battle  wounds  and  over 

160.000  from  disease***6  It  should  be  stressed  that 
over  two  thirds  of  the  dead  were  from  disease.  The 
main  disease  killers  among  the  Union  soldiers,  as 
entered  on  sick  reports,  were:  diarrhea  and  dysen- 
tery 57,000,  camp  fevers  (typhomalarial)  45,000,  and 
pneumonia  20,000.  In  total  there  were  over  6 million 
reported  instances  of  disease.  Disease  morbidity  and 
mortality  rates  were  the  highest  of  any  American  war. 
One  in  four  soldiers  had  died. 

These  statistics  can  perhaps  give  the  reader  an  idea 
as  to  the  enormity  of  the  medical  tasks  that  were 
presented  to  the  American  medical  profession  in  1861 
(Fig.  2). 

* Only  scant  information  is  available  in  comparison  to  Union 
documentation,  some  books  in  the  field  being  those  by  Cunning- 
ham, Jones,  and  Roberts. 

f Other  writers  have  also  documented  the  Union’s  medical 
history,  among  the  most  important  books  and  articles  being  those 
by  Bowes,  Adams,  Duncan,  and  Roberts.  There  is  truly  volumi- 
nous material  available. 

**  Plus  4 million  slaves. 

n Total  Union  enlistments  of  2,778,304  includes  reenlist- 
ments. 

***  One  of  the  curious  medical  facts  of  the  war  was  the  type  of 
battle  wound  seen.  Over  94  percent  of  all  wounds  were  bullet 
wounds,  5.5  percent  shrapnel  from  artillery  or  grenade,  and  only 
0.4  percent  from  saber  or  bayonet.  In  contrast  World  War  I 
wounds  were  75  percent  shrapnel  and  only  25  percent  bullet 
wounds. ; 


American  medicine  and  the  Civil  War  era 

American  medicine  and  especially  surgery  was  still 
in  a fairly  primitive  state  at  the  start  of  the  Civil  War. 
One  of  the  greatest  advances  in  medicine,  the  intro- 
duction of  anesthesia,  specifically  with  ether  in  1846 
and  with  chloroform  in  1847,  had  been  achieved. 
Operations,  once  rendered  impossible  by  the  pa- 
tients’ sensibilities  and  state  of  shock,  could  now  be 
performed.  The  extreme  need  for  surgical  speed  was 
therefore  eliminated,  allowing  for  greater  surgical 
accuracy  and  more  extensive  procedures.  However, 
the  bacteriologic  principles  of  Koch  and  Pasteur  were 
not  yet  discovered,  and  antisepsis  and  asepsis  were 
still  a decade  away,***  with  the  result  that  most  of  the 
surgical  interventions  resulted  in  an  appallingly  high 
rate  of  wound  infections  and  an  even  more  appalling 
mortality  rate.  The  population  of  the  United  States 
was  mainly  rural,  and  large  segments  had  thus  been 
isolated  from  infections,  disease,  and  epidemics. 
During  the  war,  thousands  were  to  die  from  measles 
and  other  childhood  diseases  they  had  not  been 
previously  exposed  to. 

Since  there  were  no  uniform  standards  of  medical 
education,  Arrterican  medical  schools  produced 
physicians  of  varying  caliber  and  credentials.  One 
of  the  great  problems  of  the  medical  department 
during  the  war  was  selection  of  qualified  physicians. 
The  usual  medical  school  curriculum  requirement  for 
a degree  was  two  years,  nine  months  of  schooling 
and  a period  of  time  with  a practitioner;  there  were 
many  diploma  mills  since  there  were  no  state  li- 
censing agencies.  A “better”  school  had  its  draw- 
backs too,  for  even  the  better  schools  were  sometimes 
poorly  equipped.  For  example,  Harvard  Medical 
School,  according  to  its  catalogues,  had  no  stetho- 
scope until  1868  and  no  microscope  until  1869. 7 

One  of  the  main  medical  advances  of  the  war  was 
to  bring  some  harmonious  principles  of  organized 
medical  care  and  qualifications  to  an  entire  genera- 
tion of  physicians. 

At  the  time  of  the  Civil  War,  American  medical 
practitioners  were  largely  divided  into  one  of  several 
dogmatic  schools  of  thought.  The  dominant  school 
was  that  of  the  allopathic  physicians  who  believed  in 
the  administration  of  powerful  dosages  of  drugs  to 
neutralize  the  effects  of  sickness.  Opposing  them 
were  the  homeopaths  who  believed  in  small  dosages 
of  medicine.  This  controversy  in  treatment  led  to 
one  of  the  major  advances  in  medical  treatment  to  be 
gained  from  the  war,  for  scientific  evaluation  of 
treatment  as  we  know  it  today  was  entirely  lacking 
as  was  regulation  of  drugs  and  their  use.  A start  in 
such  regulation  was  Surgeon  General  Hammond’s 
Circular  6 of  May,  1863,  ordering  removal  of  two 
mercurials  (calomel  and  tarter  emetic)  from  Army 
use.7  Allopathic  physicians  were  seriously  over- 
dosing their  poor  patients,  believing  some  of  the 
side-effects  were  desirable.  Calomel  was  particularly 
offensive,  in  fact,  causing  more  problems  than  it 

m Lister  wrote  his  first  paper  on  antisepsis  in  1867. 
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FIGURE  3.  Scenes  of  wounded.  (A)  U.S.  Colored  Troop 
Hospital  steward  in  Zouave  uniform  attends  to  wounded 
soldier.  This  uniform  was  modeled  after  North  African  mil- 
itary dress  and  was  usually  very  colorful  and  at  time  flam- 
boyant. The  Zouaves  were  usually  elite  units,  the  Civil  War 
equivalent  of  modern-day  Rangers.  The  grey  uniform  was 
not  a uniquely  Southern  garb;  many  Northern  units  wore  grey, 
such  as  the  famed  Seventh  New  York  Regiment  (courtesy, 
National  Archives).  (B)  This  rare  picture  depicts  the  ambu- 
lance corps  of  the  57th  N.Y.  Infantry  removing  wounded  from 
Mayre’s  Heights,  May  2,  1864,  Battle  of  Fredericksburg. 
Pictured  are  the  dreaded  2-wheeled  vehicles,  whose  ride  left 
much  to  be  desired,  and  the  more  comfortable  and  humane 
4-wheeled  ambulance.  The  standard  stretchers  can  also  be 
noted.  As  part  of  General  Sedgwick’s  corps,  the  57th  N.Y. 
suffered  45  percent  casualty  loss  of  192  men  engaged:  8 
were  killed,  78  wounded,  and  one  missing  (courtesy,  Library 
of  Congress). 


cured,  for  one  of  its  side-effects  was  mercurial  gan- 
grene. The  victim  usually  suffered  loss  of  teeth  and 
in  extreme  cases  the  soft  parts  of  the  mouth  and 
cheek  filled  out  in  a “putrid  mass.”  7 (An  illustration 
shows  a patient  who  suffered  a similar  anatomic  loss 
and  the  chelioplastic  operation  that  helped  improve 
his  condition.  See  later  Fig.  16  C and  D). 

The  most  significant  surgical  advances  of  the  war 
were  those  relating  to  surgical  procedures  dealing 
with  injuries  of  the  head,  face,  and  neck  and  to 
reconstructive  plastic  surgery  of  these  injuries. 
Treatment  of  chest  wounds  and  vertebral  injuries 
also  improved.  Standards  and  practices  relating  to 
amputations  were  established,  although  with  much 
controversy.  Thousands  of  physicians  learned  how 
to  ligate  the  great  arteries,  a skill  prior  to  the  war 
reserved  for  the  great  surgeons. 


Union  Army  Medical  Department 

The  Army  Medical  Department  was  quite  unpre- 
pared for  the  devastation  and  medical  problems  the 
Civil  War  would  bring.  Before  the  start  of  hostilities 
the  U.S.  Army  Medical  Department  had  consisted 
of  1 14  officers:  an  80-year-old  surgeon  general,  30 


FIGURE  4.  Wounded  awaiting  treatment,  Wilderness 
Campaign,  May,  1864.  After  the  Battle  of  Fredericksburg, 
those  wounded  were  literally  piled  together  near  a converted 
building  that  served  as  a makeshift  field  hospital,  and  lay  about 
awaiting  treatment,  amputation,  or  dressing  (courtesy.  Library 
of  Congress). 

surgeons,  and  83  assistant  surgeons.  Twenty-four 
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FIGURE  5.  Union  wounded  on  Mayre’s  Heights,  May,  1864. 
This  view  of  postoperative  wounded,  after  the  Battle  of 
Fredericksburg,  during  the  Wilderness  Campaign,  helps  us 
understand  medical  care  during  the  war.  Figure  2 showed 
us  the  pile  of  lost  limbs.  Here  we  see  a group  of  men  who 
lost  their  limbs.  No  really  major  extremity  amputations  are 
seen,  since  these  cases  were  probably  evacuated  to  larger 
hospitals  for  postoperative  care.  Aseptic  care  of  wounds 
was  not  generally  practiced;  the  same  instruments,  sponges, 
and  dressings  were  used  many  times  without  rewashing. 
Sitting  around  on  the  ground,  rather  than  being  in  a hospital 
setting,  as  is  seen  here,  would  obviously  also  lead  to  high 
infection  rate  (courtesy,  Library  of  Congress). 


FIGURE  6.  Gettysburg  General  Hospital,  tent  type  of  general 
hospital,  usually  constructed  after  a great  battle,  such  as  this 
one  after  the  Battle  of  Gettysburg,  July,  1863.  Patients  were 
eventually  transferred  to  permanent  general  hospitals  of 
wooden  “pavilion”  construction  (courtesy,  Library  of  Con- 
gress). 

of  the  aforementioned  resigned  to  join  the  Confed- 
eracy.7 Hospital  facilities  and  organizations  were 
extremely  poor  because  the  army  was  geared  to  gar- 
rison needs.  Many  activities  taken  for  granted 
today,  such  as  the  organized  removal  of  battlefield 
wounded,  were  not  even  conceived  of  (Fig.  3).* 

The  Union  Army  was  divided  into  the  regular  and 
the  volunteer  army.1'  The  volunteer  army  was  by  far 

* The  wealthy  brought  home  and  cared  for  wounded  relatives 
after  battles.  The  distinguished  Oliver  Wendell  Holmes,  M.D., 
for  example,  took  Oliver  Wendell  Holmes,  Jr.,  home  from  a bat- 
tlefield hospital  to  care  for  him  after  he  was  wounded  in  the  Battle 
of  Antietam  (Sept.  1862). 8 

f The  regular  army  consisted  of  16,367  soldiers  in  1861  and  by 
1865  of  only  21,669,  whereas  about  2 million  men  served  in  the 
volunteer  regimental  units.9 


FIGURE  7.  Convalescent  Hospital,  Alexandria,  Virginia, 
1865.  Each  pavilion  inside  a large  permanent  type  Union 
general  hospital  tended  to  have  similar  cases,  such  as  dys- 
entery, leg  wounds,  and  so  on.  Convalescent  hospitals  were 
similar  in  inside  appearance  to  general  hospitals.  In  the 
beginning  of  the  war,  the  extra  row  of  beds  down  the  center 
of  the  pavilion  was  not  present,  and  the  wards  were  more 
spacious.  The  ward  surgeon  and  his  attendant  stand  on  the 
left  far  front  (courtesy,  Library  of  Congress). 


FIGURE  8.  Sanitary  Commission  nurse  and  patients, 
Fredericksburg,  August,  1864.  This  picture  again  portrays 
the  continued  care  of  the  wounded  soldier.  Here  crutches, 
blankets,  and  other  “luxuries”  are  supplied  to  the  wounded 
by  the  U.S.  Sanitary  Commission.  The  less  severely 
wounded  would  be  sent  to  a convalescent  camp  or  perhaps 
be  sent  home  to  recuperate. 

the  more  numerous  and  consisted  of  local  “regi- 
mental” units  formed  by  either  individuals  or  local 
governments  and  approved  by  the  state  governors 
and  state  militia  units.  At  the  start  of  the  war  each 
volunteer  unit  provided  its  own  physician  who  cared 
only  for  the  wounded  of  his  particular  unit  without 
regard  for  general  needs.  This  was  obviously  an  in- 
efficient use  of  medical  personnel  since  in  a particular 
battle  one  unit  might  suffer  heavy  casualties  and 
another  few  (Fig.  4).  Reorganization  of  the  delivery 
of  health  care  was  obviously  essential  and  gradually 
occurred  (Fig.  5).  In  addition  to  organizing  physi- 
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FIGURE  9.  Medical  officers.  (Left)  A U.S.  Army  “contract  surgeon"  with  Congressional  Medal  of  Honor.  Probably  the 
only  woman  army  surgeon  to  serve  in  the  Civil  War  was  Mary  Edwards  Walker,  M.D.  (1832-1919),  a controversial  figure  all 
her  life.  For  about  a year  and  a half,  Dr.  Walker  served,  dressed  as  a Union  Army  officer,  but  unofficially  and  without  pay. 
In  the  fall  of  1863  she  was  finally  recognized  and  appointed  a contract  surgeon  with  an  $80-a-month  salary.  In  1864  she 
was  captured  and  held  prisoner  in  a Confederate  prison  for  four  months  and,  on  her  release,  was  promoted  to  acting  assistant 
surgeon,  equivalent  to  a grade  of  first  lieutenant,  and  paid  $100  a month.  On  November  11,  1865,  she  was  awarded  the 
Congressional  Medal  of  Honor  for  meritorious  service.  She  devoted  a good  part  of  the  rest  of  her  life  to  feminist  causes. 
Falling  on  hard  times,  she  became  a sideshow  attraction  with  her  medal.  In  1917  Congress  reviewed  and  upgraded  the  re- 
quirements for  medals  of  honor  and  struck  Dr.  Walker’s  name  from  the  rolls.  In  1977  Congress  at  last  restored  officially 
her  Medal  of  Honor  (courtesy,  Library  of  Congress).11  (Right)  Daguerreotype  of  medical  officer,  Henry  Hedge  Mitchell,  M.D. 
(1840-1887),  surgeon,  36th  U.S.  Colored  Volunteers  Infantry,  who  also  served  as  assistant  surgeon,  39th  Massachusetts 
Volunteers  Infantry  and,  in  the  1870s,  as  an  apothecary  on  the  U.S.N.S.  Iron  Clad  Ajax  in  1874.  He  was  totally  disabled  from 
chronic  diarrhea  and  had  impaired  use  of  both  hands  from  partial  paralysis  caused  by  scorbutic  ulcers.  For  his  permanent 
disability,  as  a result  of  war-related  disease,  he  was  awarded  $8.00  per  month.  Daguerreotypes  of  Civil  War  medical  officers 
are  very  rare;  this  process  was  obsolete  at  the  time  of  the  war.  Additionally,  any  picture  of  any  officer  of  a black  troop  regiment 
is  also  uncommon.  Only  three  states,  Massachusetts,  Connecticut,  and  Rhode  Island,  had  black  regiments,  of  which  there 
were  179,000  men  in  166  regiments.  It  was  Confederate  law  that  any  officer  of  a Union  black  regiment  was  to  be  killed  if 
captured.  This  daguerreotype  of  a U.S.  black  troop  surgeon  is  probably  unique.  (Unpublished). 


cians  into  a capable  medical  force,  hospital  divisions 
were  established  (Figs.  6 and  7)  as  were  an  ambulance 
corps,  rehabilitative  camps,  ancillary  medical  and 
nursing  services  (Fig.  8),  and  a special  pathologic  and 
educational  center  called  the  Army  Medical  Mu- 
seum. 

By  the  war’s  end,  about  1 3,000  physicians  had  seen 
service  on  the  Union  side  alone.**  These  physicians 
had  been  organized  into  one  of  seven  categories  by 
the  Office  of  the  Surgeon  General; 

**  The  Civil  War  claimed  335  Union  physician  lives,  of  these 
almost  280  of  disease. 


Regular  Army  surgeon  and  assistant  surgeons  (about 
250) 

Surgeons  of  volunteers  and  assistant  surgeons  (547) 
Regimental  surgeons  (2,109)  and  assistant  surgeons 
(3,882) 

Acting  assistant  surgeons  (contract  surgeons)  U.S.  Army 
(5,532) 

Medical  officers  of  the  Veterans  Corps  (about  100) 
Acting  staff  surgeons  (75) 

Surgeons  and  assistant  surgeons  of  black  troops  (about 
200) 10 

Regular  Army  surgeons  and  assistant  surgeons 
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FIGURE  10.  Classic  poses.  (Left)  Civil  War  surgeon.  Important  for  military  and  photohistorians  is  this  medical  officer 
and  his  unique  sword.  Many  medical  men  carried  this  ceremonial-type  weapon  and  wore  it  for  photographs.  In  many  instances, 
a Civil  War  soldier’s  unit  and  rank  can  be  identified  from  his  particular  uniform  and  the  weapons  he  carried.  This  picture 
is  positively  identified  as  Yorick  G.  Hurd,  M.D.,  surgeon,  Massachusetts  Volunteer  Militia.  (Right)  Official  army  picture  taken 
from  a series  showing  regulation  uniforms  of  the  Civil  War,  this  depicts  the  dress  uniform  of  a hospital  steward.  The  most 
easily  distinguished  item  is  the  arm  band,  worn  with  all  types  of  uniforms  on  both  arms:  a half  chevron  in  emerald  green 
bearing  an  embroidered  yellow  caduceus.  Often  the  “model  1840"  medical  sword  was  carried  by  hospital  stewards.  The 
hospital  stewards  usually  did  the  first  aid  on  the  field  as  well  as  helped  with  surgery  and  other  aspects  of  ancillary  medical 
care.  They  held  the  rank  of  noncommissioned  officers  (courtesy,  Library  of  Congress). 


consisted  of  the  men  in  service  when  the  war  began 
(113  men)  plus  some  additional  men  Congress  au- 
thorized during  the  war.  These  physicians  were  used 
mainly  for  staff  and  administrative  duty.  Surgeons 
of  volunteers,  also  known  as  brigade  surgeons,  were 
created  by  Congress  to  help  the  work  of  the  regular 
army  surgeons  in  administration  and  staff  duty. 
Regimental  surgeons  and  assistant  surgeons,  the 
battlefield  surgeons,  composed  the  largest  category. 
These  were  the  physicians  to  the  volunteer  and  state 
militia  units.  Acting  assistant  surgeons,  U.S.  Army, 
better  known  as  contract  surgeons,  were  mainly  ci- 
vilian physicians  under  contract  to  the  Union  Army 
for  full-  or  part-time  duty.  They  were  not  formally 
commissioned  but  received  the  same  rate  of  pay  as 
first  lieutenants.  Most  were  employed  in  general 
hospitals,  and  many  carried  on  civilian  private 
practices  as  well  (Fig.  9A).11  Medical  officers  of  the 
Veterans  Corps  were  physicians  attached  to  this 
mixed  group  of  reenlisted  noncombatants  and  dis- 
abled soldiers.  Acting  staff  surgeons  were  those 
appointed  to  help  temporarily  in  administrative  and 


senior  staff  positions.  The  U.S.  Colored  Troop 
surgeons  were  assigned  to  these  special  corps  made 
up  of  black  soldiers  of  which  there  were  179,000  sol- 
diers in  166  regiments  (Fig.  9B). 

Many  of  the  extant  photographs  of  army  physi- 
cians have  captions  written  on  them  stating  the  po- 
sition or  rank  and  military  unit  of  the  physician. 
From  the  category  listing  we  can  surmise  the  relative 
scarcity  of  physician  photographs  by  noting  the  rank 
and  type  of  physician.  It  can  also  be  inferred  that 
contract,  (state)  regimental,  and  volunteer  surgeons, 
which  accounted  for  12,070  men,  made  up  the  most 
commonly  found  physician  photographs.  The  other 
four  categories  account  for  a few  hundred  physicians 
and,  except  for  the  army  medical  officers  on  a gen- 
eral’s staff  or  top  officers  of  the  Surgeon  General’s 
Office,  pictures  of  these  physicians  are  uncommon 
(Fig.  10A). 

Ancillary  army  medical  personnel  consisted  of 
hospital  stewards,  the  ambulance  corps,  Veterans 
Corps,  and  female  nurses  of  which  3,214  were  at- 
tached to  the  Army  under  the  superintendent  of  fe- 
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male  nurses,  Miss  Dorothea  Dix.  Many  photographs 
are  extant  of  these  ancillary  personnel  (Fig.  10B). 

William  Alexander  Hammond,  M.D. 

One  of  the  leading  forces  implementing  the  reor- 
ganization of  the  Army  Medical  Department  was 
William  A.  Hammond,  M.D.  (1828-1900).  Dr. 
Hammond  was  appointed  surgeon  general  of  the 
newly  reorganized  Army  Medical  Department  in 
April,  1862,  on  the  recommendation  of  the  U.S. 
Sanitary  Commission.  The  commission  was  im- 
pressed with  his  innovative  ideas  and  administrative 
and  organizational  ability,  as  well  as  his  outspoken 
frankness  and  disregard  for  bureaucratic  politics. 
Dr.  Hammond  was  appointed  ahead  of  other  army 
medical  officers  with  greater  seniority,  a practice 
which  he  himself  continued,  for  he  replaced  older 
medical  directors  with  younger  more  capable  men, 
men  who  were  medically  effective,  rather  than 
next-in-line.*  Red  tape  was  out  and  efficiency  and 
results  would  be  all  that  counted.12 

Surgeon  General  Hammond’s  far-reaching  and 
innovative  proposals  are  far  too  numerous  to  be 
covered  here.'1  Many  were  accepted  but,  unfortu- 
nately, many  others  were  not.  One  of  his  greatest 
achievements,  the  establishment  of  the  Army  Med- 
ical Museum,  will  be  discussed  in  this  article.  His 
proposal  for  the  much-needed  special  ambulance 
corps  had  to  wait  until  March,  1864,  to  be  accepted, 
and  then  only  after  many  wounded  evacuation  di- 
sasters. The  establishment  of  an  Army  medical 
school  had  to  wait  a century.  Some  proposals  such 
as  his  banning  of  calomel  and  dropping  other  mer- 
curials from  the  medical  stores  resulted  in  his  losing 
much-needed  political  support  from  the  medical 
profession. 

Dr.  Hammond’s  outspokenness  and  differences 
with  the  autocratic  secretary  of  war,  Edwin  M. 
Stanton,  and  with  the  “old  guard”  army  officers  re- 
sulted in  his  removal  from  office  in  November,  1863, 
and  subsequent  court  martial  on  vague  charges.  The 
initial  court-martial  findings  were  for  acquittal,  but 
Secretary  Stanton  disapproved  and  directed  a verdict 
of  guilty  with  dismissal  from  the  service.13  Col.  Jo- 
seph K.  Barnes,  M.D.  ( 1817-1883),  a friend  of  Stan- 
ton, was  named  acting  surgeon  general  in  November, 

1863,  and  then,  formally,  surgeon  general  in  August, 

1864,  after  Hammond  was  officially  dismissed  from 
military  duty. 

Dr.  Hammond  left  the  army  and  returned  to  pri- 
vate practice  in  New  York  City  where  he  established 
himself  as  a neurologist.  He,  along  with  S.  Weir 
Mitchell,  M.D.,  with  whom  he  often  collaborated,  is 
considered  the  “Father  of  American  Neurology.”  In 

* One  such  appointment  was  that  of  -Jonathan  Letterman,  M.D. 
( 1 824  1 872)  as  medical  director  of  the  Army  of  the  Potomac  re- 
placing Charles  Tripler,  M.l).  Dr.  Letterman’s  system  of  wounded 
evacuation  and  ambulance  system  became  the  model  for  the  entire 
army. 

* Most  relate  to  the  concept  of  an  independent  medical  and 
hospital  corps  with  its  own  permanent  hospitals,  transportation, 
central  laboratory  systems,  and  so  on. 


1871  he  wrote  the  first  American  book  in  the  field  of 
neurology,  A Treatise  on  Disease  of  the  Nervous 
System, 14  and  was  one  of  the  founders  of  the  Amer- 
ican Neurologic  Association  in  1875. 15 

In  1878  he  sought  and  received  from  Congress 
restoration  of  his  army  rank  and  annulment  of  his 
court-martial.  Dr.  Hammond,  a commanding  and 
prominent  personality,  was  a prolific  writer  who 
produced  more  than  280  scientific  articles,  30  pro- 
fessional books,  and  7 novels. 


The  Army  Medical  Museum 

The  AMM  (Army  Medical  Museum),  perhaps  the 
greatest  medical  legacy  of  the  Civil  War,  developed 
into  the  now  world-famous  AFIP  (Armed  Forces 
Institute  of  Pathology)  which  has  been  directly  and 
indirectly  responsible  over  the  past  120  years  for 
many  advances  in  medicine.16  Its  tumor  registry 
provides  the  best  available  pathologic  diagnosis  for 
difficult  neoplastic  cases  worldwide.  In  this  article 
we  shall  be  concerned  with  the  early  history  of  the 
AFIP  in  the  Civil  War  era  and  its  relationship  to 
medical  photography. 

Surgeon  General  Hammond  conceived  of  and 
planned  the  creation  of  a medical  museum  in 
Washington,  D.C.,  to  improve  the  care  of  the  sick  or 
wounded  soldier  by  making  available  for  study 
pathologic  specimens  of  war  wounds  and  diseases. 
Circular  No.  2,  May  21,  1862,  stated: 

As  it  is  proposed  to  establish  in  Washington,  an 
Army  Medical  Museum,  Medical  Officers  are  directed 
diligently  to  collect,  and  to  forward  to  the  office  of  the 
Surgeon  General,  all  specimens  of  morbid  anatomy, 
surgical  or  medical,  which  may  be  regarded  as  valu- 
able; together  with  projectiles  and  foreign  bodies  re- 
moved, and  such  other  matters  as  may  prove  of  inter- 
est in  the  study  of  military  medicine  or  surgery. 

In  conjunction  with  this  effort  Circular  No.  5 was 
issued  on  June  9,  1862: 

It  is  intended  to  prepare  for  publication  (by  the 
Army  Medical  Museum)  the  Medical  and  Surgical 
History  of  the  War  of  the  Rebellion. 

The  Medical  portion  of  this  work  has  been  commit- 
ted to  Assistant  Surgeon  J.  J.  Woodward,  United 
States  Army,  and  the  surgical  part  to  Brigade  Surgeon 
John  H.  Brinton,  United  States  Volunteers. 

Copies  of  both  circulars  were  issued  to  all  medi- 
cal officers,  and  soon  many  types  of  specimens  were 
received.  John  Hill  Brinton,  M.D.  (1832-1907)  was 
selected  as  first  curator  of  the  Army  Medical  Muse- 
um, and  during  his  tenure  he  visited  many  field 
hospitals,  sometimes  with  a photographer,  convinc- 
ing the  skeptical  that  the  museum  was  not  for  cu- 
riosities but  for  the  accumulation  of  objects  and  data 
of  lasting  scient  ific  interest.  George  Alexander  Otis, 
M.D.  (1830-1887)  was  selected  as  second  curator  of 
the  Army  Medical  Museum  in  1864,  replacing  Dr. 
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Brinton.* 

The  first  hook  issued  by  the  Army  Medical  Mu- 
seum was  the  Catalogue  of  the  Army  Medical  Mu- 
seum, printed  January  1,  1863.  It  described  the 
1,349  objects  in  the  musem’s  collection  and  reiterated 
the  request  for  further  specimens  as  well  as  methods 
of  their  preparation  and  preservation.  This  book  is 
of  interest  to  medical  photohistorians  in  that  the  first 
official  mention  of  the  Army’s  interest  in  collecting 
photographs  is  outlined  in  the  Catalogue.  Prior 
written  histories  have  erroneously  used  the  circular 
lett  er  of  June  24, 1864,  as  the  first  request  for  clinical 
photographs.  The  Catalogue  on  page  5 states: 

Suggestions  to  the  medical  officers  of  the  Army  as  to 
the  forwarding  of  specimens  to  the  Army  Medical  Mu- 
seum . . . 

1:  Specimens  illustrative  of  surgical  injuries  and  af- 
fections: such  as — Photographic  representations  of 

extraordinary  injuries,  portraying  the  results  of  in- 
juries, operations,  or  peculiar  amputations. 

Thus,  in  January,  1863,  photography  became  an 
official  way  of  documenting  disease  and  the  results 
of  treatment.  By  the  end  of  1863  the  AMM  was 
sending  photographs  and  histories  of  clinical  cases 
to  the  various  medical  directors  in  the  field  in  order 
that  their  medical  officers  could  learn  how  to  better 
care  for  their  patients.  This  was  the  first  such  use 
of  clinical  photographs  in  a military  setting  and 
probably  helped  save  many  a limb  if  not  life.1.  In 
1864  a complete  photographic  gallery  was  established 
at  the  AMM,  and  typical  as  well  as  unusual  cases 
were  photographed  for  educational  purposes.17 

On  June  24,  1864,  a circular  letter  was  published 
specifically  requesting  that  “Medical  Officers  in 
charge  of  Hospitals  are  directed  to  diligently  collect 
and  preserve  for  the  Army  Medical  Museum”  . . . 
photographs  of  unusual  cases.  With  this  circular,  all 
general  hospital  medical  officers  became  officially 
responsible  for  documenting  their  unusual  cases  by 
photography. 

The  AMM  was  also  responsible  for  the  develop- 
ment of  clinical,  pathologic,  and  photomicrography 
during  the  Civil  War  and  issued  several  publications 
with  actual  tipped-in  photographs  or  with  illustra- 
tions taken  from  photographs.  The  use  of  photog- 
raphy by  the  Army,  including  an  analysis  of  the 
number  and  types  of  clinical  or  other  medical  pho- 
tographs, forms  the  core  of  the  basic  research  done 
for  this  study. 

The  Medical  and  Surgical  History  of  the  War  of 
the  Rebellion 

It  is  truly  difficult  to  adequately  describe  the 
MSHWR  ( Medical  and  Surgical  History  of  the  War 
of  the  Rebellion),  the  monumental  work  prepared 
under  the  auspices  of  the  Army  Medical  Museum. 
Contained  in  six  elephantine  quarto  volumes,  three 

* Dr.  Otis  was  also  assigned  as  head  of  the  surgical  and  photo- 
graphic sections. 


medical  and  three  surgical,  is  the  entire  medical 
history  of  the  war.  Every  Union  casualty  is  listed 
and  statistically  analyzed,  as  well  as  results  of 
treatment,  disease,  or  mechanism  of  death.  Addi- 
tionally, included  are  personal  narratives  of  hundreds 
of  war  experiences  of  physicians.  The  books,  envi- 
sioned by  Dr.  Hammond,  were  published  between 
1870  andl888  under  the  direction  of  his  successor 
Joseph  K.  Barnes,  M.D.+  The  Surgical  section  was 
edited  and  authored  by  George  A.  Otis,  M.D.,  assis- 
tant surgeon,  U.S.  Army,  and  the  first  two  Medical 
volumes  by  J.  J.  Woodward,  M.D.,  assistant  surgeon, 
U.S.  Army,  and  the  last  by  D.  L.  Huntington,  M.D., 
surgeon,  U.S.  Army. 

The  MSHWR  is  of  particular  interest  to  photo- 
historians since  it  contains  two  types  of  illustrations 
relating  to  photography:  ( 1 ) thousands  of  engravings 
of  clinical  cases  and  specimens  based  on  photographs, 
mainly  cartes  de  visite;  and  (2)  actual  tipped-in 
photographs  produced  by  two  photomechanical 
processes.  One  type  of  photograph,  the  Wood- 
bury-Type, was  produced  by  the  “American  Photo 
Relief  Printing  Co.,  Philadelphia,”  and  is  actually 
tipped-in.  The  second  type  of  mechancial  photo- 
graph is  the  heliotype,  produced  by  James  R.  Osgood 
& Co.  of  Boston,  and  is  printed  directly  on  the  page. 
These  photographs  appear  in  only  two  of  the  six 
volumes.  The  Surgical  section  volume  II  (1877) 
contains  16  W’oodbury-Types  and  one  heliotype.** 
Most  are  photographs  of  shot  injuries  of  bones  or 
intestines.  Medical  section  volume  II  (1879)  con- 
tains 25  photographs  of  pathologic  specimens  and  8 
of  photomicrographs.  In  the  first  edition  of  5,000, 
16  of  the  pathologic  photographs  are  Woodbury- 
Types,  and  one  is  a heliotype.  The  eight  photomi- 
crographs are  tipped-in  Woodbury-Types.  In  the 
second  issue  all  25  photographs  are  printed  as  he- 
liotypes. None  of  the  mechanical  photographs  are 
clinical  pictures  of  patients  but  are  pictures  of  sur- 
gical or  pathologic  specimens;  most  photographs  were 
taken  by  E.  J.  Ward.  In  addition  to  these  illustra- 
tions, numerous  toned  and  full-color  chromolitho- 
graphs are  present  of  both  patients  and  specimens, 
some  taken  from  photographs,  others  from  draw- 
ings. 

It  is  to  be  noted  that  these  volumes  were  produced 
after  the  war  and  mainly  from  photographs  taken 
after  the  war  at  various  pension-evaluating  depots. 
It  is  significant  to  photoresearchers  that  the  detailed 

+ Two  printings  of  5,000  each  were  published:  Surgical  section, 
volume  I in  1870,  volume  II  in  1877,  and  volume  III  in  1883; 
Medical  section  volume  I in  1870,  volume  II  in  1879,  and  volume 
III  in  1888.  To  help  researchers  more  easily  locate  the  part  that 
contains  the  information  for  a clinical  photograph  they  desire  to 
identify,  a listing  of  pertinent  Surgical  section  contents  will  be 
given:  volume  I,  49,  016  cases  of  injuries  of  the  head,  face,  neck, 
spine,  and  chest;  volume  II,  8,538  wounds  of  the  abdomen,  3,100 
wounds  of  the  pelvis,  12,681  wounds  of  the  back,  and  88,741 
wounds  of  the  upper  extremity;  volume  III,  fractures,  lower-ex- 
tremity wounds,  and  miscellaneous  injuries. 

**  The  actual  number  of  Woodbury-Types  may  vary.  In  sec- 
ond-edition Surgical  section  volume  II I found  10  of  the  16  labeled 
in  the  table  of  contents  as  Woodbury-Types  but  printed  as  litho- 
graphs. 
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J3*  Photographs  and  Drawings  representing  Surgical  Cases. 


Photographs. 

Drawings. 


A. 


Photographs. 


4640.  A volume  of  seventeen  photographs  of  surgical  cases  from  several  U.  S.  Army  General  Hospitals,  which  have 
A.  1.  been  enlarged  on  negatives  of  ten  by  twelve  inches  at  the  Army  Medical  Museum,  by  order  of  the  Surgeon  General. 

4641.  A volume  of  seventeen  photographs  of  surgical  cases  from  several  U.  S.  Army  General  Hospitals,  which  have 
a 2.  been  enlarged  on  negatives  of  ten  by  twelve  inches  at  the  Army  Medical  Museum,  by  order  of  the  Surgeon  General. 

4632.  A volume  of  sixty-six  photographs  of  surgical  cases  from  Harewood  U.  S.  Army  General  Hospital,  Washington. 
A.  3.  These  are  printed  from  negatives  of  six  by  eight  inches,  and  are  accompanied  by  histories. 

Contributed  by  Surgeon  R.  B.  Bontecou,  U.  S.  Vols. 

4638.  A volume  of  sixty-five  photographs  of  surgical  cases  from  Harewood  U.  S.  Army  General  Hospital,  Washington. 
A.  4.  These  are  printed  from  negatives  of  six  by  eight  inches,  and  are  accompanied  by  histories. 

Contributed  by  Surgeon  R.  B.  Bontecou,  U.  S.  Vols. 

4639.  A volume  of  fifty-eight  photographs  of  surgical  cases  from  Harewood  U.  S.  Army  General  Hospital,  Washington. 
A.  5.  These  are  printed  from  negatives  of  six  by  eight  inches,  and  are  accompanied  by  histories. 

Contributed  by  Surgeon  R.  B.  Bontecou,  U.  S.  Vols. 

4634.  A volume  of  thirty-seven  photographs  of  surgical  cases  from  Lincoln  U.  S.  Army  General  Hospital,  Washington. 
A.  6.  These  are  printed  from  negatives  of  six  by  eight  inches,  and  are  accompanied  by  histories. 

Contributed  by  Surgeon  J.  C.  McKee,  U.  S.  Army. 


4633.  A volume  of  thirty-eight  photographs  of  surgical  cases  from  Lincoln  U.  S.  Army  General  Hospital,  Washington. 

A.  7.  These  are  printed  from  negatives  of  six  by  six  inches,  and  are  accompanied  by  histories. 

Contributed  by  Surgeon  J.  C.  McKee,  U.  S.  Army. 

4636.  A volume  of  thirteen  photographs  of  surgical  cases  from  York  (Penna  ) U.  S.  Army  General  Hospital.  These 
A.  S.  are  printed  from  negatives  of  six  by  eight  inches,  and  are  accompanied  by  histories. 

Contributed  by  Lieutenant  Colonel  John  M.  Cuyler,  Medical  Inspector,  U.  S.  Army. 

4642.  A volume  of  thirty  photographs  of  surgical  cases  printed  from  negatives  of  six  by  eight  inches. 

A 9.  Contributed  by  individual  surgeons. 

4643.  A volume  of  twenty  photographs  of  surgical  cases  printed  from  negatives  of  six  by  eight  inches. 

A.  10.  Contributed  by  individual  surgeons. 

4646.  A volume  of  three  hundred  and  sixty-four  card  photographs  of  surgical  cases  from  Harewood  U.  S.  Army  General 

A 11.  Hospital,  Washington. 

Contributed  by  Surgeon  R.  B.  Bontecou,  U.  S.  Vols. 

4637.  An  album  of  one  hundred  card  photographs  of  surgical  cases,  with  memoranda,  from  Ira  Harris  U.  S.  Army 
A 12.  General  Hospital,  Albany,  New  York. 

Contributed  by  Assistant  Surgeon  J.  H.  Armsby,  U.  S.  Vols. 

16J-5.  An  album  of  fifty  card  photographs  of  surgical  cases,  with  memorauda,  from  Ira  Harris  U.  S-  Army  General 
A.  13.  Hospital,  Albany,  New  York. 

Contributed  by  Assistant  Surgeon  J.  H.  Armsby,  U.  S.  Vols. 

46  11.  A volume  of  three  hnndred  card  photographs  of  surgical  cases. 

A 14.  Contributed  by  individual  surgeons. 

16  1-5.  A volume  of  two  hundred  and  fifty  card  photographs  of  surgical  cases 
A.  15.  Contributed  by  individual  surgeons. 

73 

FIGURE  1 1 Surgical  photographs,  total  published  list  from  Photographic  Catalogue  of  the  Surgical  Section  of  the  U.S.  Army 
Medical  Museum.  These  are  pages  577  to  579,  and  list  all  the  surgical  photographs  both  clinical  and  pathologic  present 

case  history  presented  in  the  text  will  on  many  oc-  Army  clinical  and  pathologic  photography 
casions  give  the  date  and  type  of  photograph  from 

which  an  illustration  was  made.  The  first  publication  that  actually  gives  an  idea  as 
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4656.  A large  photograph  of  an  enchondroma  of  the  right  scapula.  I:  extended  from  jnst  outside  the  vertebral  column 
A.  16.  and  parallel  to  it  over  the  right  shoulder,  in  vr-.  ring  rwo-iLirds  of  itc  clavicle  and  the  upper  six  inches  of  the  humerus. 

It  was  of  almost  boDV  hardness,  ot  very  irregular  cctlice  and  firm  attachment  at  the  base.  The  skiu  was  movable, 
excepting  a sma'l  infiamed  spot  on  the  outside  where  there  was  some  tendency  to  ulceration.  The  measurements  were: 
circumference  of  the  base  forty-five  iucbes;  aotero-pr .-tenor  circumference,  including  the  axilla,  thirty-nine  inches;  antero- 
posterior, transverse  and  vertical  diameters,  each  fourteen  Inches.  Weight  after  death,  three  months  later,  thirty-oue  pounds. 

, farmer,  '26.  Salem,  Conn.:  general  health  a. ways  gcod:  tumor  grew  slowly  for  seven  and  rapidly  for  three  years: 

photographs  and  measurements  made,  Boston,  December.  1 rod;  died  from  eihacstion  following  sloughing  of  the  veins,  March, 
Jc64.  Autopsy  .-bowed  the  tnmor  pure  enebondrooia. 

For  particulars,  see  BosTOX  Medical  AND  Scrgical  Jocrxal,  Yol.  LAX.  No.  0,  p.  169,  31st  March,  1SG4. 

Contributed  by  Professor  J.  B.  S.  Jackson. 

4655.  Seven  photographs,  mounted  together,  representing  the  superior  maxilla  removed  for  disease,  and  the  condition  of 
A.  17.  the  patient  before  and  after  two  plastic  operations  for  relief  of  the  deformity. 

Private  C.  B.t  operated  upon  by  Dr.  Gurdon  Buck,  of  New  York. 

Contributed  by  the  operator. 

For  complete  history,  see  4232-4,  XXV.  C.  A.  2,  3,  4. 

341 1.  A large  photograph,  exhibiting  the  cicatrix  <.f  a sabre  woani  diagonally  across  the  zygomatic  region  of  the  right 
A-  18.  cheek.  This  is  an  interesting  specimen  of  a very  rare  class. 

Major  General  A.  A.,  U.  S.  Vols.  : the  wound  was  received  at  the  battle  of  Debreczic,  in  the  Hungarian 
Revolution,  early  in  IS  19.  Photographed  at  the  Army  Medical  Museum,  ltdd. 

4210.  Two  photographs,  representing  a colored  man  before  and  after  the  removal  of  an  immense  tumor  from  the  left  parotid 
A.  19.  region.  The  operation  was  performed  by  Surgeon  E.  Bentley,  U.  £.  Yols.,  in  the  spring  of  1S66,  and  was  entirely 
successful.  Photographed  at  the  Army  Medical  Museum. 


D. 


OK  THE  UNITED  STATES  ARMY  MEDICAL  MUSEUM. 


C , Photographs  and  Drawings  representing  Specimens. 


Photographs. 

Drawings. 


A. 


Photographs. 


4630.  A volume  of  forty-nine  photographs  of  surgical  specimens  from  U.  S.  Army  General  Hospital,  hredenck,  M . 
A.  L These  are  printed  from  negatives  of  six  by  seven  iuches. 

Contributed  by  A-ssistant  Surgeon  R.  F.  Weir,  U.  S.  Army. 

4631.  An  album  of  one  hundred  card  photographs  of  surgical  specimens  from  the  museum  of  the  Albany.  New  lork 
A.  2.  Medical  College- 

Contributed  by  Assistant  Surgeon  J.  H.  Armsby,  U.  S.  Yols. 


in  the  AMM  collection  at  the  end  of  1865.  Analysis  of  individual  pictures  in  a collection  is  necessary  to  determine  whether 
or  not  it  belongs  in  this  early  group  of  Civil  War  photographs. 


to  the  number  and  type  of  photographs  taken  by  or 
for  army  physicians  is  The  Catalogue  of  the  Surgical 
Section  of  the  United  States  Army  Medical  Muse- 
um, published  in  1866.  This  book  lists  372  6 by  6 
inches  or  larger  format  photographs  of  surgical  cases 


and  49  of  surgical  (pathologic)  specimens  as  well  as 
1,064  cartes  de  visite  photographs  of  surgical  cases 
and  100  of  surgical  specimens.  Also  listed  individ- 
ually are  181  pictures  used  in  publishing  the  Cata- 
logue of  Photographs  of  Surgical  Section  Army 
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FIGURE  12.  Clinical  cartes  de  visite.  These  photographs  contributed  by  individual  surgeons  made  up  the  majority  of  Civil 
War  clinical  pictures.  The  pictures  were  taken  from  1863  and  into  the  1870s;  after  the  war  the  pictures  were  taken  by  pension 
and  disability  examining  physicians.  In  the  1870s  they  were  reassembled  in  albums  after  being  used  for  engravings  for  the 
MSHWR.2  Two  types  of  handwriting  in  red  ink  may  be  found  on  the  front  of  these  contributed  photographs.  One  type  has 
"Contr.  Photo”  followed  by  a number  (A  and  B);  the  other  has  a number  followed  by  “Cont.  Photo”  (C  and  D>.  Other  numbers 
on  the  front  indicate  other  pictures  of  a patient  or  his  specimens.  (A)  Tim  Brown  suffered  a gunshot  wound  of  the  skull  followed 
by  hospital  gangrene.  He  survived,  even  though  his  "brain  shows  thru.”  (B)  Pvt.  P.  Liberty,  shot  in  back  April  2,  1865.  (C) 
Lt.  Waldron  received  a secondary  decapitation  of  the  head  of  the  humerus  after  a gunshot  wound,  May  6,  1864.  This  same 
picture  is  engraved  in  MSHWR  Fig.  413,  case  1514,  on  p.  544,  vol.  II,  section  2,  photo  taken  March  20,  1868,  in  Providence, 
Rhode  Island.  (D)  Pvt.  Sears  with  feet  deformed,  was  accepted  into  service  without  examination.  (E)  Pvt.  Gyles  with  resection 
of  elbow  joint;  rare  view  with  his  surgeon.  (F)  Corp.  Nicol,  excision  of  elbow  joint,  pictured  with  his  own  elbow  joint  specimen. 


Medical  Museum  (1865)  (Fig.  11).  Thus  1,766 
photographs  were  present  in  the  Army  Medical 
Museum  collection  in  1866.  I believe  that  this 
number  is  probably  not  close  to  the  actual  number 
of  clinical  pictures  taken,  and  1 base  this  on  my  ex- 


amination of  MSHWR  and  other  AMM  documents. 
For  example,  several  of  the  captions  under  the  en- 
gravings in  the  MSHWR  state:  “from  a daguerre- 
otype,” yet  the  Army  Medical  Museum  did  not  list 
clinical  daguerreotypes  in  any  of  its  publications. 
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(G)  Pvt.  Siebe,  one  of  the  few  who  survived  a gunshot  wound  of  the  liver,  picture  in  MSHWR,  fig.  1 16,  case  399,  p.  147,  vol. 
II,  section  2,  photo  at  Harewood  Hospital  November  23,  1864.  (H)  No  contributed  photo  number,  but  part  of  a series  of  Pvt. 
Sam  Decker,  who  lost  both  forearms  to  a premature  explosion  of  a cannon  he  was  loading.  He  devised  a most  advanced 
prosthesis  for  himself.  Eventually  he  became  doorkeeper  at  the  U.S.  House  of  Representatives.  Surgical  photo  205  of 
the  Photographic  Catalogue  of  Surgical  Section  AMM depicts  his  double  amputation.  (I)  Pvt.  Swayer’s  shot  wound  and  fractured 
ulna,  photo  at  Harewood.  (Unpublished  photos). 


Clinical  carles  de  visite 

The  carte  de  visite  became  the  most  popular  me- 
dium with  which  to  document  clinical  cases  in  the 
general  hospitals.  At  the  end  of  the  war  four  quarto 
volume  albums  containing  over  1,000  cartes  de  visite 
were  in  the  AMM  collection.  In  the  years  following 
the  war,  hundreds  of  additional  cartes  de  visite  were 
taken  at  the  AMM  and  other  pension  examining 
stations.  These  later  photos  were  mixed  with  the 
earlier  ones  according  to  type  of  wound  shown  and 
replaced  in  albums.  These  albums  are  referred  to  by 
the  AMM  in  all  its  publications  as  “Contributed 
photographs”  (Fig.  12). 

The  Army  Medical  Museum  no  longer  has  at  least 
900  of  the  cartes  de  visite  photographs  once  in  its 
collection.  Included  among  these  are  many  of  the 
photographs  from  which  the  engraving  in  the 
MSHWR  were  made.  Numerous  private  collectors, 
myself  included,  possess  many  of  these  missing 
photographs  which  can  be  identified  by  a unique 
number  written  in  red  ink.  Probably  in  the  early 
1870s,  the  original  set  of  these  photographs  was 
numbered  consecutively  from  1 to  at  least  1499  after 
being  assembled  in  the  “Contributed  photographs” 
albums.  The  museum  still  has  photographs  num- 
bered 899  through  1499,  represented  by  cartes  de 
visite  and  also  3-  by  5-inch  and  larger  formats. 

The  words  “cont.  phot.”  or  “contr.  phot”  also  ap- 
pear in  red  ink  on  the  1499  photographs,  both  those 
currently  owned  by  the  Army  Medical  Museum  and 
those  owned  privately.  The  words  are  written  in  two 
separate  handwritings,  the  handwriting  varying  with 


the  spelling.16*  These  words  mean  “contributed,” 
since  this  is  what  the  physician  was  asked  to  do: 
contribute  specimens,  photographs,  and  so  on.  In 
the  MSHWR  there  are  numerous  references  to  these 
as  contributed  photographs. 

The  cartes  de  visite  “contributed  photographs”  are 
of  special  interest  to  Civil  War  photohistorians  and 
collectors  not  only  for  their  intrinsic  historic  value 
but  also  because  they  are  an  “original  set”  from  the 
Army  Medical  Museum.  The  evidence  for  their 
originality  is  overwhelming:  (1)  They  are  marked 
and  numbered  in  the  same  handwriting  as  those 
pictures  still  present  at  the  Army  Medical  Museum; 
(2)  there  are  handwritten  captions  and  histories  on 
some  cards  written  by  the  contributing  physician;  (3) 
on  the  back  of  some  cards  is  written  “Return  to 
Surgeon  General  Otis”;  (4)  some  cards  have  the 
stamped  logo  of  the  Surgeon  General’s  Office  as  well 
as  the  date  received  (Fig.  13);  (5)  almost  all  cards 
examined  have  a designation  on  the  back  as  to  which 
volume  and  page  they  once  belonged  in  the  cartes  de 
visite  albums;  (6)  some  cards  which  were  published 
as  engravings  in  the  MSHWR  contain  handwritten 
remarks  to  that  effect;  (7)  many  photos  have  the 
suspected  bullet  paths  drawn  in  and/or  clinical 
comments  written  on  them  by  Army  Medical  Mu- 
seum staff  (Figure  12C);  (8)  many  cards  have  the 
stamped  logo  of  “R.B.  Bontecou”  Harewood  Hospi- 
tal; (9)  some  cards  have  a written  “AMM  No.”  indi- 

* Previously,  these  words  have  erroneously  been  interpreted 
by  Gladstone  to  mean  “contract  photographs”  “as  the  photographs 
in  some  cases  were  taken  by  contract  photographers,”  photogra- 
phers under  contract  to  the  army.”18 
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FIGURE  13.  Backs  of  cartes  de  visite  contributed  photographs.  These  cards  have  a wealth  of  identification  marks.  Both 
have  AMM  numbers  making  them  early  cards  from  the  AMM  collection;  each  has  marks  indicating  they  came  from  “Dr.  R. 
B.  Bontecou  of  Harewood  Hospital,”  and  the  volume  of  the  original  album  they  came  in.  Right  photo  has  unusual  stamp  in- 
dicating date  received  at  the  Division  of  Surgical  Records.  This  is  the  back  of  Figure  12E. 


eating  their  having  been  in  AMM  original  collections 
made  during  the  war;  (10)  none  of  the  notations 
mentioned  have  been  found  on  copy  prints  of  these 
photos  (found  on  certificates  of  disability,  and  so 
forth);  and  (11)  The  Army  Medical  Museum  does  not 
have  in  its  possession  any  photo  numbered  below  899 
nor  any  above  1499. + No  private  collectors  have 
photos  above  899  (Fig.  14). 

These  contributed  photographs  have  other 
markings  on  them  which  must  also  be  explained. 
There  are  additional  numbers  written  on  some  pho- 
tos on  the  front  in  black  ink  (Fig.  12C  to  F).  These 
numbers  refer  to  other  pictures  of  the  same  patient, 
his  surgical  specimen,  or  his  wounding  missile. 

It  is  apparent  from  studying  the  photographic 
logos  on  the  clinical  cartes  de  visite  that  many  were 
taken  by  photographers  hired  for  the  occasion  by  a 
particular  general  hospital  or  surgeon;  however,  the 
majority  were  taken  by  U.S.  Army  photographers  on 
contract  or  on  active  duty.  It  is  worth  noting  again 
that  if  the  photo  was  used  for  an  engraving  in  the 
MSHWR,  the  date  it  was  taken  was  usually  men- 
tioned in  the  history. 

It  should  be  stated  that  it  was  not  government 

’ Some  photos  have  reference  numbers  to  other  photos  above 
1 500,  but  these  are  not  extant  at  the  Army  Medical  Museum,  and 
I have  not  seen  or  heard  of  any  numbers  above  1 500  in  other  mu- 
seums or  private  collections. 


policy  in  the  1870s**  to  keep  pictures  once  used  for 
publication.  In  this  case  they  were  dispersed  prob- 
ably along  with  the  other  pictures  not  used  in  the 
albums  by  the  engraver  or  publisher  on  publication 
of  the  MSHWR. 

Photographic  catalogue  of  the  Surgical  section, 
AMM 

The  major  published  photographic  legacy  of  the 
Civil  War  was  not  the  MSHWR  but  the  Photo- 
graphic Catalogue  of  the  Surgical  Section  of  the 
Army  Medical  Museum.  The  first  of  these  seven 
volumes  appeared  in  1865.  Each  volume  consists  of 
50  tipped-in  albumen  photographs  4 by  6 inches  or 
larger  with  its  history  on  the  reverse.  The  majority 
of  the  photographs  are  of  patients  and  their  wounds 
(Figs.  15  to  18),  although  pathologic  specimens  are 
also  pictured.  The  first  six  volumes  contain  mainly 
war-related  cases,  but  volume  7,  issued  in  early  1870s, 
has  interesting  civilian  cases  as  well.  At  the  AMM’s 
Otis  Historical  Archives  I discovered  what  may  be  a 
unique  eighth  volume  to  the  series.  It  contains  many 
examples  of  unusual  civilian  cases  and  was  part  of  the 
start  of  the  museum’s  own  collection  of  interesting 
civilian  medical  cases. 

**  According  to  the  Civil  War  experts  at  the  National  Ar- 
chives. 
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FIGURE  14.  Contributed  photographs  from  AMM.  These  large-format  pictures  are  from  the  collection  extant  at  the  AMM 
and  are  numbered  from  899  to  1499.  They  are  3 by  5 inches  and  larger  albumen  prints.  (A)  Patient  standing  at  bedside, 
an  unusual  subject  composition;  relatively  few  clinical  pictures  were  taken  of  patients  showing  the  physician  or  hospital  stewards 
in  attendance  (contributed  photo  390).  Sgt.  D.  Mansfield  had  a fracture  deformity  of  his  right  leg,  treated  by  refracture  January, 
1865,  by  Dr.  Bontecou,  Harewood  Hospital,  resulting  in  one  and  one-half  inches  of  shortening.  The  patient  was  stood  up 
at  his  bedside  to  show  the  results  of  leg  straightening.  This  permits  us  to  note  the  hospital  dress  and  example  of  what  was 
probably  hospital  rounds,  with  a photographer  along  to  document  interesting  cases.  (B)  Saber  wound  of  skull,  an  unusual 
wound  since  over  95  percent  were  due  to  gunshot.  (C)  Young  soldier  with  amputations  of  third,  fourth,  and  fifth  fingers.  (D) 
Soldier  about  to  have  secondary  amputation  of  left  lower  leg.  Most  amputations  especially  at  the  beginning  of  the  war  were 
primary,  that  is,  within  the  first  24  hours  of  injury  or  treatment.  Many  amputations  were  secondary,  that  is,  after  treatment 
failed  and/or  gangrene  set  in.  This  poignant  portrait  of  a young  man  and  his  ulcerated  and  gangrenous  left  leg  is  contributed 
photo  1073.  (E)  Photo  1074  is  a morbid  picture  of  the  severed  lower  leg.  There  are  many  similar  photos  of  severed  limbs 
in  the  AMM  collection.  (Courtesy,  Armed  Forces  Institute  of  Pathology). 


All  of  the  pictures  for  these  volumes  were  made 
from  large  glass  plate  negatives  mainly  10  by  12 
inches  and  most  taken  by  army  photographer  Wil- 
liam Bell.  Many  additional  prints  were  made  of 
these  photos  through  the  years,  and  they  are  occa- 
sionally available  to  collectors  and  historians  at 
auctions,  and  so  on.  For  the  1876  Centennial  Exhi- 
bition many  of  these  photos  were  reproduced  for 
exhibit,  and  these  copies  carry  such  identifying 
marks.  Over  the  years  numerous  other  copy  prints 
of  photos  in  these  volumes  were  reproduced  in  vari- 
ous sizes,  some  as  late  as  the  early  1900s.  In  general 
these  photos  represent  to  the  collector  or  curator  the 


easiest  type  of  Civil  War  clinical  photograph  to  ac- 
quire. 

The  clinical  and  pathologic  photographic  reference 
collection  of  the  Army  Medical  museum  was  soon 
recognized  worldwide  as  the  greatest  such  collection 
in  the  world. 

Today  the  photograph  collection  of  the  AFIP  still 
retains  that  distinction.  Most  of  the  original  1860 
to  1880  collection  remains  at  the  Otis  Historical  Ar- 
chives AMM  division  at  the  Armed  Forces  Institute 
of  Pathology,  Washington,  D.C.  Some  parts  of  it  are 
at  The  National  Library  of  Medicine,  Bethesda, 
Maryland. 
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Successful  excision  of  hi  a>l  of  humerus. 

Tibia  a fleeted  with  scrofulous  caries  ami  necrosis. 

Successfully  excised  head,  neck  and  trochanters  of  femur. 
Successful  excision  of  elbow-joint,  for  gunshot  injury, 
v 'onsoliduted  gunshot  fracture  of  femur. 
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: conoidal  hall. 

Recovery  from  three  severe  wounds. 

Resection  of  portions  of  metacarpus,  carpus  and  lower  extremity 
of  ulna. 

Body  of  sphenoid  bone  transfixed  by  sword  point. 
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( J unshot  fracture  of  head  of  humerus,  successfully  treated  without 
excision. 

Recovery,  without  amputation,  after  gunshot  wound  through  knee- 
joint. 

Recovery,  without  amputation,  after  gunshot  fracture  of  patella. 
Recovery  from  penetrating  wound  of  abdomen,  with  fracture  of 
os-innominutum. 

Successful  excision  of  bend  of  humerus. 

Partially  united  gun.-hot  fracture  uf  trochanters  of  left  femur. 
United  gunshot  fracture  of  femur — middle  third. 

United  gunshot  fracture  of  femur — upper  third. 

Model  of  a modification  of  the  ordinary  two-horse  ambulance. 
Consolidated  gunshot  fracture  of  femur. 

Consolidated  gunshot  fracture  of  femur — middle  third. 
Consolidated  gunshot  fracture  of  femur. 

Aorta,  cava  and  branches,  showing  ligation  of  common  iliac  arterv. 
Successful  amputation  at  ankle-joint,  after  the  method  of  Pirn-guff. 
United  gunshot  fracture  of  femur — upper  third. 

United  gunshot  fracture  of  femur — middle  third. 

! Recovery,  without  amputation,  after  gunshot  fracture  of  head  of 
tibia,  involving  knee-joint. 

Shell  wound  of  face. 

United  gun^'n  t fracture  of  inferior  maxilla. 

Recovery  utter  a perforating  gunshot  wound. of  abdomen. 

Xecrosis  of  shaft  of  tibia,  following  gunshot  injury. 

United  gunshot  fracture  of  femur — middle  third. 

■United  gunshot  fracture  of  lemur. 

United  simple  gunshot  fracture  of  femur— middle  third. 

Left  scapula,  showing  gunshot  fracture— two  fragments  of  conoidal 
ball  attached. 

Button  of  hone  removed  by  trephine. 

Fragment  of  grenade,  encrusted  with  calearious  matter,  removed 

by  lithotomy. 

1 uited  gunshot  fracture  of  femur— upper  third. 

Cun-hot  fracture  of  femur,  united  with  great  shortening  and 
deformity. 

Consolidated  gunshot  fracture  of  femur — upper  third. 

United  gun-hot  fracture  of  lemur — middle  third. 

Recovery  alter  penetrating  gunshot  wuuud  of  abdomen,  with  per- 
foration of  ilium. 

{Gunshot  fracture  of  inner  table  of  cranium,  without  fracture  of 
outer  table. 

j Bones  of  knee-joint,  showing  attempt  at  repair  after  gum-hot  frac- 
ture. and  results  of  secondary  inflammation. 

I intuited  gun.-hot  fracture  of  femur,  seven  months  after  injury. 
Perforating  gunshot  wound  of  abdomen. 

Showing  great  destruction  of  soft  parts  in  gluteal  and  lumbar 
region-  i iy  -hell. 

Hyperostosis  of  extremities  of  tibia  and  fibula  after  amputation' ol 

I „ leg. 

{Seven  heads  of  hu  ncri,  excised  for  gunshot  injury. 


FIGURE  15.  Table  of  contents,  volume  2,  of  Photographic  Catalogue  of  the  Surgical  Section  AMM.  These  volumes  of 
published  photographs  contain  50  pictures  4 by  6 inches  and  larger  with  history  on  the  reverse. 


Other  Army  Medical  Museum  publications 

After  the  war  several  monographs  were  published 
by  the  Surgeon  General’s  Office  that  contained  either 


tipped-in  photographs  or  engravings  from  clinical 
photographs.  (Most  of  these  will  be  further  de- 
scribed in  Part  VII.)  Two  examples  are  Circular  No. 
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FIGURE  16.  Pictures  from  Photographic  Catalogue  of 

the  Surgical  Section  AMM,  all  large-format  albumen  prints  _ 

4 by  6 inches  or  larger  with  case  history  on  reverse.  (A)  fSt 

Amazing  view  of  six  seated  officers  with  leg  amputations 

(volume  3,  photo  101).  (B)  Brig.  Gen.  N.  A.  Barnum  with  gunshot  wound  of  abdomen.  (C  and  D)  Gunshot  wound  of  lower  jaw 
showing  results  of  "chelioplastic"  operations  (volume  4,  photos  167  and  169).  The  written  histories  originally  pasted  on  the 
backs  of  these  photos  were  removed  and  pasted  on  the  fronts.  New  numbers  110  and  112  were  added  by  the  medical  officer 
at  the  hospital  owning  these  pictures;  they  were  the  types  of  photos  sent  to  medical  officers  for  educational  instruction.  (Courtesy, 
Armed  Forces  Institute  of  Pathology). 


* 


7,  July  1, 1867,  Report  on  Amputations  at  the  Hip- 
Joint  in  Military  Surgery  and  Circular  No.  2,  Jan. 
2,  1869,  Report  on  Excisions  of  the  Head  of  the 
Femur  for  gunshot  injury.  Both  contain  illustra- 
tions from  photographs,  most  taken  by  Bell  and 
Ward. 

Pension  system  photographs 

The  clinical  photographs  taken  mainly  with  the 
carte  de  visite  camera  served  a new  purpose  in  the 
history  of  government.  They  documented  a soldier’s 
disability  for  pension  purposes.  I reviewed  at  the 
National  Archives  all  the  service  records  of  soldiers 
for  whom  I had  a “contributed  photo”  carte  de  visite 


and  found  20  percent  of  these  servicemen  had  on 
their  discharge  “Certificate  of  Disability”  an  identical 
carte  de  visite  photograph,  but  without  any  markings 
on  it.  Almost  all  of  the  photographs  found  had  been 
taken  at  Harewood  General  Hospital  under  Dr. 
Bontecou. 

Thus  the  absolute  number  of  Civil  War-related 
clinical  photographs  extant  is  increased,  but  by  how 
much?  Were  more  copy  prints  made  for  other  pur- 
poses? These  are  questions  to  be  answered  in  the 
future.  Many  of  the  clinical  photos  of  patients  with 
their  healed  wounds  were  also  taken  in  the  late  1860s 
and  1870s,  when  soldiers  returned  for  follow-up 
disability  examinations.  These  photos  are  included 
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FIGURE  17.  Reprint,  1876  International  Exposition.  This 
photo  appeared  in  the  Photographic  Catalogue  of  the  Surgical 
Section  AMM,  volume  7,  number  343.  These  are  later  al- 
bumen prints  from  original  negatives.  This  photo  has  a 
hospital  number  (44)  and  case  history  pasted  on  front 
(courtesy.  Armed  Forces  Institute  of  Pathology). 


Brig  Gen  E.  B Brown,  li.  S. 
wounded  in  shoulder  while  defending  9p 
Mo.  Jan  8th  i86i  against  an  attack  by 
Marmaduke  A musket  b^ll  severed  the  long 
head  of  the  biceps,  fractured  the  upper  third  and 
head  of  humerus  and  glenoid  cavity  lodging  un- 
der the  Scapula  five  inches  of  shaft  and  head  of 
humerus  and  pa?t  of  glenoid  cavity  and  ball  re. 
moved  by  excision  without  amputation,  by  Sur- 
gcv>n  S.  H Melcher,  Medical  Director  Army  of 
the  Frontier.  Gen  Brown  speedily  recovered 
and  had  good  use  of  his  arm  until  his' death, 
February,  1902.  — [See  Med.  and  Surg  History 
f War,  part  2,  and  Surg.  Vol  2.  „ 


FIGURE  18.  Late  reprint  of  Civil  War  photograph;  this  pic- 
ture, originally  published  in  the  Photographic  Catalogue  of 
the  Surgical  Section  AMM,  is  in  volume  7,  number  301.  This 
print  was  made  in  early  1900s  and  carries  Gen.  E.  B.  Brown’s 
wound  history  overprinted  on  it,  including  his  date  of  death 
in  1902. 

tographers’  logos  on  the  backs  of  routine  soldier 
portrait  cartes  de  visite  have  helped  to  identify  some 
of  these  photographers. 


in  the  MSHWR  and  occasionally  included  in  pension 
records.  These  records  of  volunteer  (state  regi- 
mental) units  are  readily  available  from  the  National 
Archives.  Regular  Army  pension  records  are  avail- 
able at  Army  Archives,  Carlisle  Barracks,  Carlisle, 
Pennsylvania. 

Clinical  photographers 

Most  of  the  clinical  and  pathologic  photographs 
taken  during  and  immediately  after  the  war  were 
done  at  the  AMM  by  William  Bell.  It  was  mainly  his 
photographs  that  were  published  as  the  seven-vol- 
ume 350-picture  Photographic  Catalogue  of  the 
Surgical  Section,  AMM.  Edward  J.  Ward  also 
worked  at  the  AMM,  eventually  becoming  Bell’s 
successor  as  chief  photographer.  The  pathologic 
pictures  they  took  are  tipped-in  the  MSHWR.  Bell 
left  the  AMM  in  1872  and  joined  Timothy  O’Sullivan 
as  official  photographers  on  Lieut.  George  Wheeler’s 
survey  of  Utah  and  Arizona.  Bell’s  pictures  of  the 
American  West  have,  until  recently,  been  his  best- 
known  works.* 

The  photographers  at  Harewood  General  Hospital 
under  Dr.  Bontecou’s  direction  were  next  to  Bell  and 
Ward  the  most  prolific  clinical  photographers. 
Several  general  hospitals  and  camps  had  “army 
photographers”  available.  Examination  of  pho- 

* He  has  been  confused  with  William  A.  Bell,  M.D.  (1841-1921), 
an  English  physician  and  photographer  on  the  Kansas-Pacific 
(Railroad)  Survey  1867  1868,  who  took  views  along  the  32nd 
parallel  in  southern  Arizona,  New  Mexico,  and  Northern  Mexico. 
On  his  return  to  England  he  published  several  widely  read  volumes 
about  his  travels  in  the  American  West. 


Auger  General  Hospital — J.  Jones  (Alexandria,  Vir- 
ginia) 

Lobell  General  Hospital — J.  A.  Williams  (Ports- 
mouth Grove,  Rhode  Island) 

Point  Lookout  General  Hospital — J.  C.  Spaulding 
(Point  Lookout,  Maryland) 

Harris  General  Hospital — Wood  Brothers  (Albany, 
New  York) 

I have  found  none  of  the  clinical  contributed 
photograph  cartes  de  visite  in  private  collections  to 
have  official  army  photographer’s  logos,  but  I’m  sure 
they  exist.  Most  appear  to  have  been  taken  by  either 
personal  physician  arrangement  or  perhaps  by  a 
contract  photographer.  Among  the  photographer 
logos  found  are; 

Klauber’s  Photographic  Galleries,  Louisville,  Ken- 
tucky 

Manchester  Brothers,  Providence,  Rhode  Island 
Angell,  Providence,  Rhode  Island 
S.F.  Conant,  Skowhegan,  Maine 

Research  of  all  the  extant  photographers’  logos 
present  at  the  AMM  will  be  done  in  the  near  future 
for  a more  accurate  computation. 

In  general,  photographs  taken  during  the  war  were 
mainly  by  army  photographers  or  contract  photog- 
raphers. Immediately  after  the  war,  most  photos 
were  by  Bell  and  Ward  at  the  AMM  or  by  Dr.  Bon- 
tecou  at  Harewood.  These  were  for  clinical  as  well 
as  pension  and  disability  evaluations.  In  the  late 
1860s  and  onward,  clinical  photographs  were  also 
taken  by  order  of  local  disability  examining  physi- 
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cians  bv  various  neighborhood  photographers.  Their 
logos  can  be  found  on  the  later  “contributed  photo” 
pictures. 

Army  photomicrography 

Although  photomicrographs  were  the  first  medical 
photographs  taken,  in  1839  to  1840,  by  the  daguer- 
reotype process,  and  some  achievements  in  magni- 
fication were  made  in  the  1840s,  no  really  major 
breakthroughs  occurred  in  this  field,  even  with  the 
advent  of  the  collodion  wet-plate  process,  until  the 
Civil  War. 

In  May,  1862,  Joseph  Janvier  Woodward.  M.D. 
(1833-1884),  assistant  surgeon  and  brevet  major,  U.S. 
Army,  was  placed  in  charge  of  the  medical  and  mi- 
croscopic section  of  the  Army  Medical  Museum  and 
made  responsible  for  preparing  the  medical  portion 
of  the  MSHWR.  He  was  also  placed  in  charge  of  the 
record  and  pension  division.  As  a result  of  his  re- 
searches and  studies,  Dr.  Woodward  made  several 
outstanding  contributions  to  military  medicine  and 
to  microscopy.19  f His  work  in  pathologic  micros- 
copy and  photomicrography  resulted  in  America’s 
leadership  in  these  fields. 

Dr.  Woodward  discovered  and  developed  one  of 
the  great  basic  techniques  of  the  pathologist,  the  use 
of  aniline  dyes  for  staining  tissues  so  that  certain 
parts  became  more  visible  under  the  microscope.** 
Although  staining  tissue  was  known  for  centuries,  all 
the  previous  stains  were  unstable  and  had  a limited 
range  of  colors.21 

Dr.  Woodward’s  work  in  photomicroscopv  resulted 
in  many  advances  of  technique.  He  was  assisted  in 
his  microscope  studies  by  Edward  Curtis,  M.D. 
(Major),  U.S.  Volunteers,  with  whom  he  published 
several  reports.  In  1863  the  Army  received  its  first 
achromatic  microscope  allowing  greater  resolution 
and  definition  of  objects,  and  the  following  year 
compound  microscopes  were  issued  to  the  general 
hospitals. 

In  1864  under  Army  Medical  Museum  direction, 
Dr.  Curtis  prepared  specimens,  and  preliminary  ex- 
periments in  photographing  were  conducted  at  the 
Douglas  Hospital  in  Washington,  D.C.,  by  William 
Thomson,  M.D.  (1838-1907),  brevet  major  and  as- 
sistant surgeon,  U.S.  Army,  and  William  Fisher 
Norris,  M.D.  (1839-1901)  brevet  major  and  assistant 
surgeon,  U.S.  Army.44  Dr.  Thomson  and  Dr.  Norris 

4 Dr.  Woodward’s  work  on  pleuropneumonia  of  cattle  made  him 
the  father  of  veterinary  pathology  in  America.20 

**  The  coal  tar  dye  aniline  discovered  by  an  Englishman,  Wil- 
liam Perkin,  had  also  been  used  in  Germany  in  1862  to  stain  tissues 
for  microscopic  study,  but  Dr.  Woodward  independently  made 
his  discovery  and  significantly  advanced  the  technique. 

t+  Important  photomicrographic  experiments  immediately 
preceding  the  monumental  work  by  these  army  physicians  in  1864 
were  done  by  Prof.  0.  N.  Rood  of  Columbia  College,  New  5 ork. 
Mr.  Lewis  M.  Rutherford  of  New  York,  and  John  Dean,  M.D.,  of 
Boston.  The  first  two  “directed  their  attention  to  test  objects,”  22 
while  Dr.  Dean  published  a monograph  on  the  anatomy  of  the 
spinal  cord  illustrated  with  “photo  lithographs"  from  photomi- 
crographs of  sections  seen  with  low  powers.2-  This  was  the  first 
such  attempt  in  America  to  produce  a book  with  actual  photo- 
graphs of  microscopic  sections. 


were  probably  the  first  to  make  photomicrographs 
with  the  wet-plate  process  in  high  powers.22*** 
After  much  experimentation  the  necessary  photo- 
graphic apparatus  was  constructed,  and  Dr.  Curtis 
was  given  the  job  of  preparing  the  photomicrographs 
at  the  Army  Medical  Museum.  Low-power  photo- 
graphs were  no  problem.  High-power  photographs 
offered  difficulties,  but  eventually  magnifications  of 
over  7,000  diameters  were  achieved.  The  main 
technologic  advances  were  suggested  by  Lewis  W. 
Rutherford, +tt  who  recommended  “the  employment 
of  monochromatic  light  (violet  end  of  the  spectrum) 
and  the  use  of  an  object-glass  constructed  with  spe- 
cial reference  to  the  actinic  rays.”25 

In  summary  Dr.  Woodward’s  and  Dr.  Curtis’s  ad- 
vances in  photomicrography  included:  development 
of  better  apparatus  for  both  sunlight  and  artificial 
light  photomicrography,  development  of  a technique 
for  producing  high-magnification  photomicro- 
graphs,+t  and  development  of  special  condensers  and 
filters  so  that  photographs  could  be  taken  with  violet 
light  and  other  sources.  Their  artificial  light  pho- 
tomicrography process  allowed  them  to  take  pictures 
at  any  time  of  day  and  to  produce  the  highest  mag- 
nification and  enlargements  known.  (Most  of  this 
work  was  done  after  the  war.)  Even  before  the  great 
magnification  produced  by  electric  and  magnesium 
light,26  Dr.  Woodward  and  Dr.  Curtis  made  clear  and 
well-defined  negatives  at  the  magnification  of  2,344 
diameters  which  retained  their  clarity  and  definition 
even  when  enlarged  to  19,050  diameters.24  To  pre- 
serve the  photographs  for  study  “glass  positives  were 
printed  and  mounted.” 

The  first  published  work  on  photomicrography 
and  microscopy  by  the  AMM  appeared  in  Circular 
No.  g.17****  This  166-page  book  was  a microcosm  of 
the  planned  MSHWR.  It  contained  chromolitho- 
graphs and  engravings  from  photographs  of  clinical 
cases  and  specimens.  The  state  of  mechanical 
photoduplication  was  not  advanced  enough  in  1865 
to  adequately  copy  for  publication  high-power  pho- 
tomicrographs, and  they  were  reproduced  as  en- 
gravings. Circular  No.  6,  although  it  contains  no 
actual  photographs,  is  an  important  cornerpiece  in 
any  collection  of  early  medical  photography. 

Curtis  and  Woodward’s  next  major  publication  on 
photomicrography  was  the  Catalogue  of  the  Mi- 
croscopal  Section  of  the  Museum,  1867.  Several 
monographs  were  issued  by  Dr.  Woodward  from  the 
Surgeon  General’s  Office  in  the  1870s  dealing  with 
photomicrography  and  containing  actual  tipped-in 

***  These  studies  in  optics  dominated  the  future  of  Thomson 
and  Norris,23  and  led  to  their  practice  and  teaching  of  ophthalmic 
surgery.24  Dr.  Thomson,  led  by  his  mastery  of  photography  and 
study  in  optics,  in  which  field  he  becme  an  authority,  devised 
many  instruments  in  optics  and  refractions,  for  ophthalmologists. 
Dr.  Norris  wrote,  along  with  Charles  Oliver,  M.D.,  the  four-volume 
System  of  Diseases  of  the  Eye,  the  most  extensive  and  elaborate 
text  on  the  eye  in  the  English  language.  Norris  used  photography 
in  his  publications  and  made  photos  of  the  retina. 

m Famous  as  an  astronomic  photographei,  his  pictures  of  the 
moon  and  eclipses  are  now  well  known. 

****  printed  in  an  edition  of  7,500. 
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photographs.  These  publications  will  be  listed  in 
part  VII.  Ten  volumes  of  photomicrographs  were 
also  produced  in  the  early  1870s.  Many  copy  prints 
of  these  photographs  were  made  for  exhibitions  and 
educational  purposes.  In  Europe  the  photomicro- 
graphic advancements  achieved  in  America  were 
recognized  as  early  as  1868. 27 

Confederate  medical  history 

Most  of  the  records  of  the  Confederate  medical 
service  were  destroyed  when  Richmond  was  burned 
in  1865.  Its  history  has  been  pieced  together  from 
personal  narratives,  contemporary  books  and  peri- 
odicals, and  records  captured  during  the  war  by  the 
Union  Army.  The  best  sources  for  the  medical  his- 
tory of  the  Confederacy  are  the  MSHWR,  Cunning- 
ham’s Doctors  in  Grey,28  and  the  records  of  the  As- 
sociation of  Medical  Officers  of  the  Army  and  Navy 
of  the  Confederacy,  a postwar  organization. 

By  the  start  of  the  Civil  War,  1861,  21  medical 
schools  had  been  established  in  Southern  states. 
Probably  the  foremost  among  them  were  the  Medical 
College  of  Georgia  and  the  Medical  College  of  South 
Carolina.  By  mid- 1862,  only  the  Medical  College  of 
Virginia  in  Richmond  remained  open,  graduating 
approximately  400  students  during  the  course  of  the 
war. 

The  medical  department  of  the  regular  Army  of 
the  Confederate  States  of  America  was  authorized 
on  February  26,  1861,  by  the  Provisional  Congress. 
It  provided  for  one  surgeon  general,  four  surgeons, 
and  six  assistant  surgeons.  Additionally,  the  Con- 
federate States  Naval  Medical  Corps  was  started  on 
March  16,  1861.  Many  capable  medical  personnel 
were  available  to  the  Confederacy,  including  24  for- 
mer U.S.  Army  medical  officers  who  had  resigned 
their  commissions  to  join  the  Confederate  cause. 

By  1864  an  impressive  medical  organization  had 
evolved.  The  total  number  of  Confederate  Army 
medical  officers  who  served  during  the  war  was  3,237, 


consisting  of  a surgeon  general,  1,242  surgeons,  and 
1,994  assistant  surgeons.  There  were  107  Confed- 
erate naval  medical  officers,  including  26  surgeons 
and  81  assistant  surgeons  of  various  designations.25 
Besides  these  physicians  were  the  contract  physicians 
whose  total  number  has  not  been  estimated.  As  with 
the  Union  the  greatest  number  of  extant  medical- 
related  photographs  are  the  portrait  photographs  of 
these  officers. 

Many  general  hospitals  were  established  in  the 
South:  Virginia  had  39,  North  Carolina  21,  South 
Carolina  12,  Georgia  50,  Alabama  23,  Mississippi  3, 
Florida  4,  and  Tennessee  2.  Chimborazo  Hospital 
in  Richmond,  Virginia,  which  opened  October  11, 
1861,  and  had  a capacity  of  over  9,000  patients,  was 
probably  the  largest  military  hospital  ever  built  (Fig. 
19). 

In  1862,  an  invalid  corps  of  disabled  soldiers  was 
organized  to  help  with  hospital  care  of  the  wounded. 
Ambulance  committees  were  set  up  relatively  early 
by  both  the  Army  and  the  local  constituencies.  The 
transportation  of  the  wounded  was  better  organized 
in  the  South  than  on  the  Union  side,  and  the  Con- 
federacy used  rail  and  steamship  travel  to  a greater 
degree  and  earlier  than  did  the  Union. 

Many  advances  in  medical  and  dental  care  were 
made  by  Confederate  physicians  and  dentists.1,  One 
particularly  important  change  in  war-time  physician 
status  was  initiated  by  a Confederate  general.  The 
legendary  Confederate  cavalry  leader,  Gen.  Stonewall 
Jackson  (1824-1863),  was  responsible  for  a new 
chapter  in  the  annals  of  war.  Up  until  his  Surgeon’s 
Action  in  May,  1862,  medical  officers  were  held  and 
treated  as  war  prisoners  in  the  same  manner  as  other 

t The  Union  Army  did  not  have  an  organized  dental  service. 
However,  the  Confederates  conscripted  dental  surgeons  to  care 
for  their  soldiers  and  awarded  them  the  rank  of  hospital  steward. 
Jefferson  Davis,  as  secretary  of  war  in  Franklin  Pierce’s  cabinet, 
had  tried  to  start  a U.S.  Army  dental  corps,  and  perhaps  his 
viewpoint  carried  the  day  for  the  South.  The  North  rejected 
several  plans  for  a dental  service.  It  is  to  be  noted  that  of  all  the 
health  delivery  fields  in  the  mid-nineteenth  century  only  in  den- 
tistry was  the  United  States  a world  leader. 


FIGURE  19.  World's  largest  hospital,  Confederate;  Chimborazo  Hospital  near  Richmond,  Virginia,  was  the  largest  hospital 
ever  built,  over  9,000  beds.  The  individual  hut  or  pavilion  allowed  for  separation  of  disease  cases  from  war  wounds.  This 
picture  was  taken  by  Northern  cameramen  in  1865,  after  the  war  was  over.  Southern  photographers  had  to  contend  with 
very  short  supplies  and  a war  fought  on  home  ground,  among  other  things.  They  took  few  documentary  war  views. 
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officers.  At  that  time,  General  Jackson  allowed 
Union  surgeons  to  treat  their  wounded  and  then 
freed  the  surgeons  unconditionally.  By  mid-June, 
General  Lee  and  General  McClellan  had  agreed  to 
the  proposal  that  medical  officers  were  “noncom- 
batants” and  not  liable  to  detention  as  prisoners  of 
war.  U.S.  General  Order  No.  60  of  June  6, 1862,  and 
Confederate  General  Order  No.  45  of  June  26, 1862, 
freed  Southern  and  Northern  physicians  from  war 
prisons.  Medical  officer  exchange  continued 
throughout  the  war  with  few  incidents. 

Other  Confederate  medical  statistics 

In  addition  to  their  own  staggering  war  and  disease 
casualties,  (250,000  dead  of  600,000),  the  Confederate 
medical  service  also  had  to  care  for  the  thousands  of 
diseased  and  wounded  Union  prisoners  in  Ander- 
sonville,  Libby,  Belle  Isle,  Salisbury,  and  other 
lesser-known  Southern  prisons.  The  immensity  of 
this  task  can  be  best  appreciated,  perhaps,  by  re- 
viewing the  following  statistics:  At  Andersonville 
prison  42,686  cases  of  disease  and  wounds  were  re- 
ported from  March  1 to  August  31,  1864.  At  An- 
dersonville prison  hospital  itself  in  1864  to  1865  ad- 
missions numbered  17,875;  of  these  15,987  were  for 
disease,  and  of  these  11,086  died,  an  unbelievably 
high  mortality  rate  of  62  percent.28**  At  Salisbury 
prison  the  graves  of  12,112  Union  prisoners  were 
found  after  the  war.  Other  prison  statistics  are 
equally  grim. 

In  general,  as  the  war  wore  on,  the  Confederate 
medical  service  had  to  contend  with  short  supplies. 
Disease  was  rampant,  produced  by  inadequate  san- 
itation, overcrowded  conditions,  vermin,  insufficient 
shelter  and  clothing,  contaminated  water  and  food, 
and  especially  poor  personal  habits  and  hygiene. 

Surgeon  generals  of  the  Confederacy 

David  C.  DeLeon,  M.D.  (1813-1872),  was  the  first 
head  of  the  Medical  Department  of  the  Confederacy, 
assuming  his  duties  as  acting  surgeon  general  on  May 
6,  1861. t+  He  served  just  two  months  when  he  was 
relieved  by  Charles  H.  Smith,  M.D.,  on  July  12, 1861, 
who  served,  temporarily  until  July  30,  1861,  when 
Samuel  Preston  Moore,  M.D.  (1813-1889),  took  over 
and  presided  over  the  medical  department  for  the 
duration  of  the  war.  Dr.  Moore  was  appointed  as- 
sistant surgeon  in  the  regular  Army  in  1835  and 
served  in  the  Army  Medical  Department  until  war 

**  Figure  8,  p.  794,  of  part  I , Journal,  April  1979.  illustrates  one 
such  unfortunate  soldier  who  died  of  diarrhea  and  dysentery  at 
Andersonville. 

Dr.  DeLeon  was  born  into  one  of  South  Carolina's  famous 
Jewish  families,  receiving  his  M.D.  at  the  University  of  Pennsyl- 
vania. He  was  appointed  assistant  surgeon.  Army  Medical  De- 
partment, in  August  21, 1838,  and  major  and  surgeon,  August  29, 
1856.  He  served  in  the  Seminole  and  Mexican  Wars.  During  the 
Mexican  War  he  earned  the  sobriquet  of  “the  fighting  doctor” 
when  he  took  command  of  a cavalry-  unit  after  the  senior  officer 
was  injured.  In  February,  1861,  he  resigned  his  commission  in 
favor  of  helping  to  organize  the  South’s  Army  Medical  Depart- 
ment. There  is  extant  in  a private  collection  a daguerreotype 
portrait  of  Dr.  DeLeon  taken  during  the  Mexican  War  (1848). 


broke  out  in  April,  1861.  His  greatest  medical  dis- 
tinction was  that  he  introduced  the  hut  or  one-story 
pavilion  hospital  design.  This  design  was  the  fore- 
runner of  the  modern  general  hospital  and  was 
adopted  by  the  Union  as  well.  Sick  and  wounded 
were  not  housed  together  but  were  assigned  pavilions 
or  huts,  each  of  which  was  a separate  ward  containing 
from  25  to  50  patients.  The  general  hospital  con- 
sisted of  from  45  to  60  of  these  huts. 

Dr.  Moore  was  an  old-line  autocratic  “spit  and 
polish”  army  medical  officer  and  a strict  discipli- 
narian, which  did  not  make  him  popular.  However, 
his  administrative  abilities  and  his  “military  mind” 
helped  him  make  the  Southern  medical  service  into 
an  efficient  organization.  In  1863,  under  his  direc- 
tion, two  useful  books  were  written  and  distributed 
to  his  medical  officers:  Resources  of  the  Southern 
Fields  and  Forests,  Medical,  Economical  and  Agri- 
cultural, by  Francis  P.  Porcher,  M.D.,  and  A Manual 
of  Military  Surgery.  These  books  illustrated 
methods  by  which  his  medical  officers  could  improve 
their  surgical  techniques  and  produce  needed  drugs 
from  indigenous  southern  plants.  He  encouraged 
publication  of  the  Confederate  States  Medical  and 
Surgical  Journal,  January,  1864,  to  February,  1865, 
which  helped  disseminate  advances  in  military 
medicine. 

Confederate  medical  photography 

Confederate  photographers  had  to  contend  with 
short  supplies.  The  financial  and  emotional  re- 
sources of  the  South  were  being  spent  on  Fighting  the 
war,  and  the  public  could  not  afford  to  send  pho- 
tographers off  to  war  to  take  pictures  as  souvenirs. 
It  is,  therefore,  not  surprising  that  photographs  by 
Confederate  photographers  of  any  sort  are  rare,  and 
only  scant  photographic  documentation  exists  of 
Southern  war  experiences;  they,  in  turn,  were  taken 
mainly  at  the  onset  of  war.  After  researching  Con- 
federate and  other  archives  I have  concluded  that  for 
the  most  part  photographs  of  Southern  leaders  and 
individual  soldiers  are  the  most  common  surviving 
Confederate  pictures.* 

It  should  be  emphasized,  to  date  I have  not  seen, 
read  about,  or  heard  of  any  contemporary  (1861  to 
1865)  clinical  photographs  taken  by  or  for  Confed- 
erate medical  personnel.  Most  extant  Confeder- 
ate-related medical  photographs  are  those  of  (1) 
medical  officers  and  personnel,  (2)  hospitals,  (3) 
wounded  on  the  battlefield  and  so  on  taken  by  Union 
photographers,  (4)  clinical  photographs  of  Confed- 
erate wounded  taken  by  the  Army  Medical  Museum, 
and  (5)  postwar  photos  of  wounded. 

Photographs  of  surgical  operations 

The  first  photographs  taken  in  a surgical  setting 
were  the  series  of  daguerreotypes  of  early  ether  op- 
erations taken  in  1846  and  1847  and  described  in  part 

* Cartes  de  visite  photographs  of  important  Confederate  officers 
and  politicians  were  reproduced  by  Union  photographers  by  the 
thousands. 
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FIGURE  20.  Actual  operative  scene  of  leg  amputation, 
stereocard,  about  1864,  taken  at  Fortress  Monroe.  One  of 
two  known  closeups  of  an  operation  in  progress,  this  shows 
two  surgeons,  one  holding  the  leg  with  a forked  retractor,  the 
other  with  an  amputation  knife,  about  to  cut  off  the  leg.  Many 
fascinating  details  are  present:  the  Zouave  soldiers  standing 
about  casually  watching;  the  attendants  in  their  Zouave  uni- 
forms. Of  curious  interest  is  that  the  surgeon  with  the  knife 
has  not  taken  off  his  sword,  the  hilt  can  be  seen  above  the 
kneeling  attendant’s  fez  hat.  The  catch  basin  was  standard, 
and  the  medicine  chest  is  in  the  background.  With  the  lack 
of  sterilization  it  is  no  wonder  infection  was  a major  problem 
(see  part  IV,  November,  1979,  Journal,  page  1934,  Fig.  5, 
for  similar  scene  of  arm  amputation)  (courtesy  Edward  G. 
Miner  Library,  University  of  Rochester  School  of  Medicine 
and  Dentistry). 

Ill  of  this  survey,  July,  1979.  No  other  photographs 
of  operations  are  known  until  the  Civil  War  and  prior 
to  this  report,  only  the  one  on  the  front  cover  of  that 
issue  of  the  Journal  had  been  previously  pub- 
lished. 

The  present  front  cover  photo  depicts  a leg  am- 
putation scene  dated  July  3, 1863,  at  a field  hospital 
during  the  battle  of  Gettysburg.  This  picture  is  the 
first  photograph  of  an  actual  operation  about  to 
begin,  with  the  surgeon  holding  the  amputation 
knife.  Several  interesting  questions  are  raised  by 
analysis  of  this  picture.  Why  was  this  event  impor- 
tant enough  to  document,  and  why  were  so  many 
people  standing  around?  Was  it  just  for  the  pho- 
tographer? The  answer  to  these  questions  are  sig- 
nificant both  from  a medical  and  a photohistoric 
viewpoint.  This  is  the  photograph  of  the  most  fa- 
mous leg  amputation  of  the  Civil  War,  that  of  Maj. 
Gen.  Daniel  E.  Sickels,  commander  of  the  Third 
Army  Corps,  who  was  wounded  by  a cannon  ball  on 
the  field  at  Gettysburg.' t General  Sickels  was  one  of 

1 General  Sickels  thought  ho  much  of  his  leg  that  he  presented 
his  leg  in  a small  coffin  to  the  Army  Medical  Museum  where  it  has 
been  on  prominent  display  flown  to  this  day  and  attracts  many 
visitors.  Photographs  of  the  leg  (bones)  were  reproduced  in  the 
Catalog  of  the  Surgical  Section,  Army  Medical  Museum  (No.  I), 
and  many  copy  prints  were  made. 


FIGURE  2 1 . Arm  amputation  scene,  carte  de  visite,  about 
1864,  a studio-posed  view;  this  is  the  only  such  picture 
known,  and  is  valuable  for  the  information  it  conveys  such 
as  the  double  tourniquet,  anesthetic  bottle,  and  especially 
for  the  position  of  the  patient.  In  the  only  extant  view  of 
actual  arm  amputation,  the  patient  is  sitting  up.  Document 
on  the  back  is  “S.  Baird  Wolff,  M.D.,  Post  Surgeon,”  with  logo 
of  ”D.  P.  Barr-Army  Photographer,  Paducah,  Ky.”  (unpub- 
lished photo). 

two  Union  generals  who  continued  to  serve 
throughout  the  war  although  he  had  had  an  ampu- 
tation. The  surgeon  holding  the  knife  has  been 
positively  identified  as  James  T.  Calhoon,  M.D.,  of 
Rahway,  New  Jersey.**  Dr.  Calhoon  eventually 
became  a medical  director  of  the  Third  Army  Corps. 
Although  the  photographer  is  not  identified,  it  is  very 
possible  it  was  taken  by  the  cameraman  who  ac- 
companied Dr.  Brinton,  curator  of  the  Army  Medical 
Museum,  who  came  to  Gettysburg  to  record  clinical 
cases.  It  is  also  possible  that  the  flamboyant  “In- 
credible Sickels,’’  as  he  was  known,  personally 
wanted  this  event  documented.  In  any  case,  it  is 
obvious  that  this  photo  represents  an  important  piece 
in  documentary  and  medical  photography. 

Two  closer  views  of  actual  operations  are  presently 
extant  and  are  invaluable  for  the  documentation  of 
surgery  they  provide.  One  of  these  views  was  pub- 
lished as  Figure  5 in  part  IV,  November,  1979.  The 
other  is  Figure  20. 

An  interesting  picture  is  Figure  21,  a carte  de  visite 
depicting  medical  officers  “about  to  amputate  an 
arm.”  Although  this  is  probably  a studio  pose,  it 
is  most  valuable  for  the  details  afforded,  and  it  is 

**  The  MSHWR  does  not  name  Dr.  Calhoon  as  the  surgeon  in 
reporting  General  Sickels’s  case  but  T.  Sims,  M.D.,  who  was  the 
medical  director  of  the  ’third  Army  Corps.  It  is  altogether  pos- 
sible that  as  chief  medical  officer  he  submitted  this  case  as  his  own 
since  he  was  in  charge. 
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FIGURE  22.  Wounded  heroes,  example  of  carte  de  visite 
made  and  sold  to  the  public  after  the  war.  This  is  of  a one- 
armed  Medal  of  Honor  winner  and  his  one-armed  friend. 


unique  in  that  the  officers  and  location  are  identified 
on  the  reverse.  These  four  pictures  of  operations 
represent  all  the  presently  known  surgical  views 
taken  during  the  war  and,  in  addition,  represent  the 
earliest  known  surgical  views. 


Miscellaneous  photographs 

One  interesting  area  of  Civil  War  medical  pho- 
tography is  the  private  photo  albums,  usually  cartes 
de  visite  made  for  and/or  kept  by  various  physicians 
or  patients  of  their  medical  war  experience.  These 
albums  usually  document  one  particular  hospital  or 
ward  and  are  quite  valuable  in  preserving  for  us  a 
unified  visual  experience  of  the  war  from  a single 
individual’s  viewpoint.  Most  of  these  albums  are 
preserved  in  various  institutes,  although  several  have 
recently  been  available  at  auction. t+ 

The  commonest  type  of  Civil  War-related  medical 
photographs  available  today  are  the  postdischarge 
cartes  de  visite  taken  of  wounded  soldiers. ++  Most 
of  these  are  routine  portraits,  but  they  are  important 


because  they  show  the  physical  disability  and/or  re- 
sults of  treatment.  Some  of  the  pictures,  especially 
those  of  young  wounded  soliders  or  multiple  am- 
putees, and  war  heros  were  taken  by  photographers 
for  sale  to  the  public  with  a percentage  of  the  pro- 
ceeds or  lump  sum  payment  given  to  the  subject. 
Figure  22  is  such  a picture  of  a one-armed  “Medal  of 
Honor”  winner  and  his  one-armed  friend. 

Soldiers  ’ relief  organizations 

Union.  The  U.S.  Sanitary  Commission,  a private 
organization,  was  set  up  to  help  with  the  care  of  the 
sick  and  wounded  by  providing  medical  supplies, 
physicians,  nurses,  field  and  convalescent  hospitals, 
and  other  related  services.  Although  intended  for 
all  soldiers,  its  work  was  limited  after  awhile  to  only 
the  volunteer  troops,  since  the  Army  felt  the  com- 
mission should  not  interfere  with  the  regulars.  The 
commission  was  started  in  New  York  City  in  June, 
1861,*  out  of  concern  that  Crimean  War  sanitary 
horrors  not  be  repeated,  and  eventually  had  broad 
powers  of  investigation  and  advice.  Acting  as  a 
gadfly,  it  proposed  much-needed  reforms  in  the 
handling  of  the  sick  and  wounded  and  in  sanitary  and 
hygiene  matters.  The  commission  also  became  in- 
volved with  prison  camp  conditions  and  reforms  (Fig. 
23). 

The  importance  of  the  Sanitary  Commission  to 
medical  photohistorians  is  mainly  twofold. 

1.  Many  pictures  of  personnel  and  facilities  at 
work  were  taken  by  Brady,  Gardner,  and  other  notable 
Civil  War  photographers  and  are  an  important  source 
of  photographs  of  medical  activities  during  the  Civil 
War. 

2.  The  Sanitary  Commission  in  its  various  (local 
and  national)  branches  published  many  books  and 
some  of  these  have  tipped-in  photographs.  Except  for 
Narratives  of  Privations  and  Sufferings  in  Rebel  Pris- 
ons (1864),  which  in  one  edition  has  four  tipped-in 
photographs  of  emaciated  prisoners  released  from 
Confederate  prison  camps,!  the  majority  of  the  books 
are  about  “Sanitary  Fairs,”  fund-raising  fairs  in  vari- 
ous cities  and  contain  photographs  of  the  fair  and  its 
personnel.29  The  total  number  of  such  books  is  not  at 
present  known. 

The  Western  Sanitary  Commission  and  the  U.S. 
Christian  Commission  are  among  the  other  major 
private  union  relief  organizations.  They  helped  with 
the  war’s  medical  effort  in  much  the  same  way  as  the 
U.S.  Sanitary  Commission. 

Confederate.  The  Confederate  cause  had  nu- 
merous soliders’  aid,  medical,  and  hospital  relief  so- 
cieties. All  but  one  or  two  of  these  were  local  or  state 
efforts.  The  State  of  North  Carolina,  however, 
through  special  agreement  with  the  Confederate 


ft  A cartes  de  visite  album  kept  by  Capt.  James  A.  Perifield  of 
Company  H,  Fifth  N.Y.  Cavalry,  photographed  on  his  ward  at 
Armory  Square  Hospital,  Washington,  D.C.,  February,  1864, 
showing  various  hospital  personnel,  patients,  and  also  buildings 
was  sold  at  auction  at  Swann  Galleries,  New  York,  in  1979. 


* New  York  Surgeon  Valentine  Mott,  M.D.,  became  its  first 
president. 

l This  book  is  probably  the  first  American  medical  book  to  have 
tipped  in  photographs  of  clinical  patients.  The  common  edition 
has  the  photographs  reproduced  as  engravings. 
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FIGURE  23.  U.S.  Sanitary  Commission  wagon  train;  this  medical  supply  unit  is  pictured  leaving  Washington,  D.C.,  toward 
the  end  of  the  war.  The  commission  supplied  many  essentials  of  medical  care,  such  as  instruments,  dressings,  medications, 
blankets,  crutches,  and  ancillary  nursing  and  rehabilitation  services  (courtesy,  Library  of  Congress). 


government,  took  such  extraordinary  care  of  its 
troops  that  there  was  little  necessity  for  extensive 
private  aid. 

The  only  truly  organized  interstate  Confederacy- 
wide relief  society  appears  to  have  been  the  Associ- 
ation for  Relief  of  Maimed  Soldiers.  Its  objective 
was  to  supply  artificial  limbs  for  maimed  servicemen 
and  other  such  relief. 

Mrs.  Felicia  Grundy  Porter  headed  the  Woman’s 
Relief  Society  of  the  Confederate  States,  but  in  ac- 
tuality this  was  not  a total  Confederate-wide  based 
group. 

These  relief  organizations  were  the  basis  for  the 
formation  of  the  numerous  such  organizations  for 
which  America  has  been  noted,  such  as  the  Red 
Cross. 

Many  photographs  can  be  found  of  the  various 
Union  relief  societies  or  their  personnel.  Pictures 
of  the  Confederate  organizations  or  personnel  are 
rare. 

Conclusion 

One  new  perspective  of  Civil  War  medical  pho- 
tography that  has  come  out  of  the  research  in  doing 
this  work  is  a better  division  of  the  time  periods  of  the 
clinical  photos  presented. 

It  is  evident  from  my  research  that  some  clinical 
and  pathologic  photos  were  taken  contemporary  to 
the  Civil  War  and  some  much  later,  well  into  the 
1870s.  Previously,  these  were  all  attributed  to  the 
Civil  War  period  (1861  to  1865).  Many  of  the  clinical 
photos  were  taken  after  the  war  for  pension  purposes. 
During  the  1870s  the  early  and  late  contributed 
cartes  de  visite  photographs  were  mixed  together  in 
albums  and  given  their  contributed  photo  number, 
and  only  by  research  and  analysis  of  each  of  these 
photos  can  the  early  ones  be  identified.  The  Pho- 
tographic Catalogue  of  the  Surgical  Section  of  the 
Army  Medical  Museum,  Volumes  I to  5,  published 


1865  to  1870,  for  the  most  part  represent  actual 
wartime  or  immediate  postwar  clinical  and  patho- 
logic views.  The  Medical  and  Surgical  History  of 
the  War  of  the  Rebellion,  however,  published  from 
1870  to  1888,  contains  what  is  now  obviously  many 
later  clinical  pictures.  In  fact,  all  of  the  photos 
credited  to  E.  J.  Ward  were  taken  from  the  late  1860s 
onward. 

It  behooves  the  curator  and  collector  to  catalogue 
the  earlier  and  rarer  views. 

Summary 

The  tremendous  volume  of  pathology  available 
during  the  Civil  War  resulted  in  a medical  and  pho- 
tographic legacy  which  in  the  nineteenth  century  and 
on  into  the  twentieth  was  unequalled.  I have  pre- 
sented for  archivists  and  collectors  a classification 
and  categorization  of  the  available  Civil  War  medical 
and  medically  related  photographs.  Newly  discov- 
ered information  about  these  photographs  was  pre- 
sented along  with  some  examples  of  the  types  of 
photographs.  Because  of  the  moving  and  reorgani- 
zation of  the  Army  Medical  Museum’s  collections, 
many  materials  may  be  unearthed  in  the  future  as 
better  archival  retrieval  methods  became  avail- 
able. 

Forthcoming 

Part  VII  will  contain  a presentation  of  medical 
books  and  periodicals  with  tipped-in  photographs. 
Included  will  be  a discussion  of  the  various  types  of 
photomechanical  reduplication  processes  of  the 
1860s  to  1870s,  with  examples.  Some  interesting 
dry-plate  pictures  will  also  be  presented  in  this  final 
installment. 
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Obituaries 


Thomas  Charles  Abruzzo,  M.D.,  of  East  Northport,  died 
on  May  13  at  the  age  of  49.  Dr.  Abruzzo  graduated  in  1955 
from  State  University  of  New  York  Downstate  Medical 
Center  at  Brooklyn.  He  was  a member  of  the  American 
Academy  of  Family  Physicians. 

Gustave  Aufricht,  M.D.,  of  New  York  City,  died  on  April 
26  at  the  age  of  85.  Dr.  Aufricht  received  his  medical  de- 
gree from  the  University  of  Budapest  in  1920.  He  was  a 
consulting  plastic  surgeon  at  Lenox  Hill  Hospital.  Dr. 
Aufricht  was  a Diplomate  of  the  American  Board  of  Plastic 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Society  of  Plastic  and  Recon- 
structive Surgery,  the  American  Association  of  Plastic 
Surgeons,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Beck,  M.D.,  of  Tonawanda,  died  on  April  17  at  the 
age  of  83.  Dr.  Beck  received  his  medical  degree  from  the 
University  of  Vienna  in  1922.  He  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Richard  Bongiorno,  M.D.,  of  Brooklyn,  died  on 
May  3 at  the  age  of  53.  Dr.  Bongiorno  graduated  in  1952 
from  New  York  University  College  of  Medicine.  He  was 
director  of  pediatrics  at  Long  Island  College  Hospital,  a 
consulting  pediatrician  at  St.  John’s  Episcopal  Hospital, 
and  a visiting  pediatrician  at  Kings  County  Hospital 
Center.  Dr.  Bongiorno  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  Verco  Brinley,  M.D.,  of  Patchogue,  died  on  June 
2 at  the  age  of  75.  Dr.  Brinley  graduated  in  1931  from  the 
University  of  Illinois  College  of  Medicine.  He  was  an  ob- 
stetrician and  gynecologist  at  Brookhaven  Memorial 
Hospital.  Dr.  Brinley  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Callisto  Danese,  M.D.,  of  New  York  City  and  Flushing, 
died  on  April  12  at  the  age  of  52.  Dr.  Danese  received  his 
medical  degree  from  the  University  of  Padova  in  1950.  He 
was  an  associate  surgeon  at  City  Hospital  Center  at  Elm- 
hurst and  Flushing  Hospital  and  an  assistant  surgeon  at 
The  Mount  Sinai  Hospital.  Dr.  Danese  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Joseph  Bonora  D’Oronzio,  M.D.,  of  Brooklyn,  died  on 
May  9 at  the  age  of  93.  Dr.  D’Oronzio  graduated  in  1909 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Fertility  Society,  the  American  Urological 
Association,  the  American  Geriatrics  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  Baldwin  Duel,  Jr.,  M.D.,  of  Rockville  Centre, 
died  on  May  19  at  the  age  of  68.  Dr.  Duel  graduated  in 
1944  from  the  University  of  Virginia  School  of  Medicine. 
He  was  an  ophthalmologist  at  Nassau  County  Medical 
Center  and  chief  of  ophthalmology  at  South  Nassau 
Communities  Hospital.  Dr.  Duel  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Ophthalmology,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Laszlo  Ecsery,  M.D.,  of  New  York  City,  died  on  April  15 
at  the  age  of  72.  Dr.  Ecsery  received  his  medical  degree 
from  the  University  of  Budapest  in  1932.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Wade  Bishop  Ellis,  M.D.,  of  Buffalo,  died  on  June  9 at  the 
age  of  76.  Dr.  Ellis  graduated  in  1928  from  the  University 
of  Michigan  School  of  Medicine.  He  was  an  emeritus 
general  practitioner  at  Millard  Fillmore  Hospital.  Dr.  Ellis 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Geriatrics  Society,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eugene  Alfred  Fierro,  M.D.,  of  Yonkers,  died  on  April 
28  at  the  age  of  79.  Dr.  Fierro  graduated  in  1928  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospital. 
He  was  an  emeritus  surgeon  at  Cabrini  Health  Care  Center, 
an  assistant  attending  proctologic  surgeon  at  Flower  and 
Fifth  Avenue  Hospitals,  and  a senior  staff  proctologic 
surgeon  at  St.  Joseph’s  (Yonkers)  Hospital.  Dr.  Fierro  was 
a Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  American  Society  of  Colon  and  Rectal 
Surgery,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bruno  Fingerhut,  M.D.,  of  New  York  City,  died  on  May 
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1 at  the  age  of  81.  Dr.  Fingerhut  received  his  medical  de- 
gree from  the  University  of  Iasi  in  1923.  He  was  a senior 
assistant  urologist  at  St.  Clare’s  Hospital  and  Health 
Center.  Dr.  Fingerhut  was  a member  of  the  American 
Urological  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Theodor  Friedrichs,  M.D.,  of  Astoria,  died  on  dune  3 at 
the  age  of  86.  Dr.  Friedrichs  received  his  medical  degree 
from  the  University  of  Berlin  in  1922.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Salvatore  R.  Frucella,  M.D.,  of  Buffalo,  died  on  May  5 
at  the  age  of  77.  Dr.  Frucella  graduated  in  1930  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Irvine  Edward  Gage,  M.D.,  of  Albany,  died  on  April  7 at 
the  age  of  77.  Dr.  Gage  graduated  in  1928  from  Queens 
University  Faculty  of  Medicine,  Kingston,  Ontario.  He 
was  an  honorary  family  practitioner  at  Memorial  Hospital. 
Dr.  Gage  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Robert  Harrington,  M.D.,  of  Batavia,  died  on 
June  3 at  the  age  of  57.  Dr.  Harrington  graduated  in  1948 
from  Temple  University  School  of  Medicine.  He  was  a 
radiologist  at  Genesee  Memorial  and  St.  Jerome’s  Hospi- 
tals and  a consultant  radiologist  at  Medina  Memorial 
Hospital.  Dr.  Harrington  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology  and  a member  and  past  president 
of  the  Genesee  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Leo  House,  M.D.,  of  Ridgewood,  died  on  January  20  at  the 
age  of  86.  Dr.  House  received  his  medical  degree  from  the 
University  of  Munich  in  1925.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Herbert  M.  Jacobs,  M.D.,  of  New  York  City,  died  on  June 
21  at  the  age  of  68.  Dr.  Jacobs  graduated  in  1938  from 
Ohio  State  University  College  of  Medicine.  He  was  a 
clinical  assistant  surgeon  at  the  former  French  and  Poly- 
clinic Medical  School  and  Health  Center.  Dr.  Jacobs  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Marie  B.  Karelitz-Karry,  M.D.,  of  New  York  City,  died 
on  May  10  at  the  age  of  80.  Dr.  Karelitz-Karry  received 
her  medical  degree  from  the  University  of  Leningrad  in 
1922.  She  was  a dermatologist  at  the  Vanderbilt  Clinic. 
Dr.  Karelitz-Karry  was  a member  of  the  American  Acad- 
emy of  Dermatology,  the  American  Medical  Women’s 
Association,  the  New  York  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Maurice  R.  Kleinberg,  M.D.,  of  Brooklyn,  died  on  April 
22  at  the  age  of  79.  Dr.  Kleinberg  graduated  in  1927  from 
the  University  of  Virginia  School  of  Medicine.  He  was  an 
associate  proctologist  at  Jewish  Hospital  and  Medical 
Center  of  Brooklyn.  Dr.  Kleinberg  was  a member  of  the 
American  Society  of  Colon  and  Rectal  Surgery,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  S.  La  Due,  M.D.,  of  New  York  City,  died  on  April  19 
at  the  age  of  68.  Dr.  La  Due  graduated  in  1936  from  Har- 
vard Medical  School.  He  was  an  associate  physician  in 
medical  oncology  at  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  and  an  associate  physician  at  The  New 
York  Hospital.  Dr.  La  Due  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  Society  for  Ex- 
perimental Biology  and  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jacob  Leffert,  M.D.,  of  Brooklyn,  died  on  May  14  at  the 
age  of  73.  Dr.  Leffert  graduated  in  1932  from  the  Uni- 
versity of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member  of  the 
American  Occupational  Medicine  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Christina  M.  Leonard,  M.D.,  of  Sarasota,  Florida,  for- 
merly of  New  York  City,  died  on  May  21  at  the  age  of  93. 
Dr.  Leonard  graduated  in  1910  from  the  Tufts  College 
Medical  School.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Jacob  Morris,  M.D.,  of  New  York  City,  died  on 
April  22  at  the  age  of  63.  Dr.  Morris  graduated  in  1941 
from  Cornell  University  Medical  College.  He  was  a 
member  of  the  American  Occupational  Medicine  Associ- 
ation, the  New  York  State  Society  of  Internal  Medicine, 
the  New  York  State  Society  of  Industrial  Medicine,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harvey  Lester  Myers,  M.D.,  of  Hollywood,  Florida, 
formerly  of  Lynbrook,  died  on  June  8 at  the  age  of  *0.  Dr. 
Myers  graduated  in  1934  from  Syracuse  University  College 
of  Medicine.  He  was  a consulting  physician  at  Long  Beach 
Memorial  Hospital,  an  honorary  physician  in  internal 
medicine  at  South  Nassau  Communities  Hospital,  a con- 
sulting physician  at  Mercy  Hospital  (Rockville  Centre), 
and  a consultant  in  peripheral  vascular  disease  at  Penin- 
sula Hospital  Center.  Dr.  Myers  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Angiology,  a Fellow  of  the  American 
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College  of  Physicians,  and  a member  of  th$  Nassau  Acad- 
emy of  Medicine,  the  Nassau  County  Medical  Society  (and 
a past  president),  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Vincent  Porter,  M.D.,  of  New  York  City,  died  on  May  2 
at  the  age  of  53.  Dr.  Porter  graduated  in  1954  from  How- 
ard University  Medical  School.  He  was  an  assistant  ad- 
junct plastic  surgeon  at  Beth  Israel  Medical  Center,  an 
assistant  plasl  c surgeon  at  Harlem  Hospital  Center,  and 
an  assistant  surgeon  at  Beekman-Downtown  Hospital.  Dr. 
Porter  was  a Diplomate  of  the  American  Board  of  Surgery, 
a Diplomate  of  the  American  Board  of  Plastic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Society  of  Plastic  and  Reconstructive 
Surgery,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Ralph  Powers,  Jr.,  M.D.,  of  Albany,  died  on 
March  27  at  the  age  of  60.  Dr.  Powers  graduated  in  1945 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  surgeon-in-chief  at  Albany  Medical 
Center.  Dr.  Powers  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Surgical  Society, 
the  American  Association  for  the  Surgery  of  Trauma,  the 
Pan  American  Medical  Association,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Joseph  Prenatt,  M.D.,  of  Buffalo,  died  on  April 
6 at  the  age  of  70.  Dr.  Prenatt  graduated  in  1942  from 
Marquette  University  School  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Iris  R.  Richards,  M.D.,  of  Hempstead,  died  on  May  29  at 
the  age  of  70.  Dr.  Richards  graduated  in  1935  from  How- 
ard University  Medical  School.  She  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  S.  Roach,  M.D,  of  Medina,  died  on  May  4 at  the  age 
of  80.  Dr.  Roach  graduated  in  1927  from  Harvard  Uni- 
versity Medical  School.  He  was  an  honorary  member  of 
the  medical  staff  at  Medina  Memorial  Hospital.  Dr. 
Roach  was  a member  of  the  Academy  of  Medicine,  the 
Orleans  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Sidney  Rosenberg,  M.D.,  of  Franklin  Square,  died 
on  May  20  at  the  age  of  81.  Dr.  Rosenberg  graduated  in 
1926  from  Northwestern  University  Medical  School.  He 
was  an  honorary  general  practitioner  on  the  medical  staff 
at  South  Nassau  Communities  Hospital.  Dr.  Rosenberg 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 


Medical  Association. 

Domenico  A.  Savoia,  M.D.,  of  Bayville,  died  on  May  23 
at  the  age  of  69.  Dr.  Savoia  graduated  in  1935  from  Long 
Island  College  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Frank  Zit  Serman,  M.D.,  of  New  York  City,  died  on  April 
11  at  the  age  of  80.  Dr.  Serman  graduated  in  1924  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Louis  E.  Siltzbach,  M.D.,  of  New  York  City,  died  on  April 
22  at  the  age  of  73.  Dr.  Siltzbach  graduated  in  1929  from 
Long  Island  College  Hospital.  He  was  a consulting  phy- 
sician in  thoracic  diseases  at  The  Mount  Sinai  Hospital, 
an  attending  physician  in  pulmonary  diseases  at  Monte- 
fiore  Hospital  and  Medical  Center,  and  a consultant  in 
pulmonary  diseases  at  Bronx  Veterans  Administration 
Hospital.  Dr.  Siltzbach  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  American 
Thoracic  Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Seymour  Harry  Silvers,  M.D.,  of  Brooklyn  and  Roslyn 
Heights,  died  on  May  16  at  the  age  of  78.  Dr.  Silvers 
graduated  in  1928  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a dermatologist  at 
Wyckoff  Heights  Hospital  and  a consulting  dermatologist 
at  Kings  County  Hospital  Center.  Dr.  Silvers  was  a Dip- 
lomate of  the  American  Board  of  Dermatology,  Inc.,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Academy  of  Dermatology,  the 
American  Geriatrics  Society,  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Malcolm  Smith,  M.D.,  of  Waterloo,  died  on  June 
15  at  the  age  of  66.  Dr.  Smith  graduated  in  1938  from 
Georgetown  University  School  of  Medicine.  He  was  a 
surgeon  at  Taylor-Brown  Memorial  Hospital.  Dr.  Smith 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Academy  of  Medicine,  the  Seneca  County 
Medical  Society  (recently  elected  president),  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  A.  Ventimiglia,  M.D.,  of  Auburn,  died  on  June 
22  at  the  age  of  69.  Dr.  Ventimiglia  received  his  medical 
degree  from  the  University  of  Bologna  in  1935.  He  was  a 
radiologist  at  Mercy  Hospital,  a consultant  radiologist  at 
Auburn  Memorial  and  at  Taylor-Brown  Memorial  Hos- 
pitals. Dr.  Ventimiglia  was  a Diplomate  of  the  American 
Board  of  Radiology  and  a member  of  the  Radiological  So- 
ciety of  North  America,  Inc.,  the  American  Thoracic  So- 
ciety, the  American  Roentgen  Ray  Society,  the  Radiological 
Society  of  New  York  State,  the  Cayuga  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Word  has  been  received  that  Oscar  Weiger,  M.D.,  of 
Tampa,  Florida,  formerly  of  The  Bronx,  has  died.  Dr. 
Weiger  received  his  medical  degree  from  the  University  of 
Vienna  in  1926. 

Charles  Colman  Weitzman,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  Roslyn  Heights,  died  on  May  17  at  the 
age  of  81.  Dr.  Weitzman  graduated  in  1921  from  Tulane 
University  School  of  Medicine.  He  was  an  emeritus  ob- 
stetrician and  gynecologist  at  The  Methodist  Hospital  and 
an  associate  emeritus  obstetrician  and  gynecologist  at 
Maimonides  Medical  Center.  Dr.  Weitzman  was  a Dip- 
lomate  of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Medical  Society  of  the  County  of 


Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  John  Zaia,  M.D.,  of  Hempstead,  died  on  May  9 
at  the  age  of  56.  Dr.  Zaia  graduated  in  1951  from 
Georgetown  University  Medical  School.  He  was  an  ob- 
stetrician and  gynecologist  at  North  Shore  University 
Hospital.  Dr.  Zaia  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  a member  of  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Herbert  Joseph  Zellner,  M.D.,  of  New  York  City,  died 
on  May  3 at  the  age  of  87.  Dr.  Zellner  received  his  medical 
degree  from  the  University  of  Breslau  in  1920.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Correction 

In  the  May,  1980,  issue  of  the  Journal,  the  report  entitled  “Ruptured  Aneurysm  of  Profunda  Femoris;  Complications 
successfully  treated  by  cross-over  femoropopliteal  bypass  with  double  velour  Dacron,”  by  Alfred  Taricco,  M.D.,  the 
author  has  asked  for  the  following  correction.  On  page  961,  paragraph  1,  the  last  sentence  should  read  “ . . . and  a 
saphenous  vein  graft  was  interposed”  not  “a  reversed  saphenous  vein.”  Reversed  vein  grafts  are  used  as  arterial 
substitutes  and  must  be  reversed  because  of  their  valves.  When  replacing  a vein  no  reversal  is  needed  for  the  obvious 
reason,  flow  is  in  the  same  direction. 
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Practice  what  we  teach. 


Today  there  are  over  31 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs— as  well  as  the 
Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
Primer  on  the  Rheumatic 


Diseases)'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION 
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A public  service  of  this  magazine 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


1475 

1476 
1479 
1482 

1484 

1485 

DELEGATES 

September  28  through  October  2,  1980 
Grand  Hyatt  New  York 


HOUSE  OF 


Schedule  of  Sessions  

Officers,  Councilors,  and  Trustees  

Members  of  the  House  

Reference  Committees  

Nominating  Committee  

Report  of  the  House  Committee  on  Bylaws 


Sunday,  September  28 

Opening  Session 

2:00  p.m. 

Monday,  September  29 

Reference  Committee  Hearings  

9:00  a.m. 

Reference  Committee  Hearings 

2:00  p.m. 

SCHEDULE 

Tuesday,  September  30 

Reference  Committee  Hearings  

Second  Session 

9:00  a.m. 

of 

Wednesday,  October  1 

SESSIONS 

Third  Session  

9:00  a.m. 

Fourth  Session  

2:00  p.m. 

Thursday,  October  2 

Closing  Session 

9:00  a.m. 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1979-1980 


George  T.  C.  Way 

Dutchess 

Past-President 


Milton  Rosenberg 


Suffolk 

Vice-President 


G.  Rehmi  Denton 


Albany 

President 


Victor  J.  Tofany 


Monroe 

Secretary 


Warren  A.  Lapp 

Kings 

Treasurer 


John  A.  Finkbeiner 

New  York 

Assist  u nt  Treasurer 


Joseph  F.  Shanaphy 

Richmond 

Speaker 


Ralph  M.  Schwartz 
Kings 

President-Elect 


Allison  B.  Landolt 

Westchester 

Assistant  Secretary 


Richard  D.  Eberle 

Onondaga 

Vice-Speaker 
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Lynn  R.  Callin 
Monroe 

Chairman 


Arthur  H.  Diedrick 
Westchester 


John  H.  Carter 
Albany 


Councilors 

1979-1980 


Ralph  S.  Emerson 
Nassau 


Morton  Kurtz 
Queens 


Board  of 
Trustees 
1979-1980 


George  L.  Collins,  Jr. 
Erie 


David  Kershner 


Kings 


4? 


Paul  M.  DeLuca 
Broome 


Bernard  J.  Pisani 
New  York 


Robert  A.  Mayers 
Westchester 
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Stanley  A.  Steckler 
Suffolk 


Edgar  P.  Berry 
New  York 


Joseph  R.  Fontanetta 
Kings 


George  Lim 


Oneida 


Charles  D.  Sherman,  Jr. 
Monroe 


Charles  N.  Aswad 
Broome 


Daniel  F.  O’Keeffe 
Warren 


Kenneth  H.  Eckhert 
Erie 


Sears  E.  Edwards 
Nassau 
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1980  House  of  Delegates 
MEMBERS 


The  following  is  a list  of  members  of  the  1980  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York: 


Officers  1979-1980 

President — G.  Rehmi  Denton,  Albany 
President-Elect — Ralph  M.  Schwartz,  Kings 
Vice-President — Milton  Rosenberg,  Suffolk 
Secretary — Victor  J.  Tofany,  Monroe 
Assistant  Secretary — Allison  B.  Landolt,  Westchester 
Treasurer — Warren  A.  Lapp,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  New  York 
Speaker — Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  Onondaga 

Councilors 

Term  Expires  1980 
John  H.  Carter,  Albany 
Morton  M.  Kurtz,  Queens 
Robert  A.  Mayers,  Westchester 
Stanley  A.  Steckler,  Suffolk 
Term  Expires  1981 
Edgar  P.  Berry,  New  York 
Joseph  R.  Fontanetta,  Kings 
George  Lim,  Oneida 
Charles  D.  Sherman,  Jr.,  Monroe 
Term  Expires  1982 
Charles  N.  Aswad,  Broome 
Kenneth  H.  Eckhert,  Erie 
Sears  E.  Edwards,  Nassau 
Daniel  F.  O'Keeffe,  Warren 

Trustees 

Lynn  R.  Callin,  Monroe,  Chairman 
David  Kershner,  Kings 
Paul  M.  DeLuca,  Broome 
George  L.  Collins,  Jr.,  Erie 
Arthur  H.  Diedrick,  Westchester 
Ralph  S.  Emerson,  Nassau 
Bernard  J.  Pisani,  New  York 

Past  Presidents 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 

1969- 1970 — Walter  T.  Heldmann,  Richmond 

1970- 1971 — Walter  Scott  Walls,  Erie 

1971- 1972 — George  Himler,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 

1973- 1974 — Thomas  F.  McCarthy,  Bronx 

1974- 1975 — Lynn  R.  Callin,  Monroe 

1975- 1976 — Ralph  S.  Emerson,  Nassau 

1976- 1977 — George  L.  Collins,  Jr.,  Erie 

1977- 1978 — Carl  Goldmark,  Jr.,  New  York 

1978- 1979 — George  T.  C.  Way,  Dutchess 


Commissioner,  New  York  State  Department  of  Health 
District  Delegates 

( Elected  Delegates  of  District  Branches) 

First — Norton  M.  Luger,  Queens 
Second — Leonard  Weitzmann,  Suffolk 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Duane  M.  Cady,  Onondaga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — James  M.  Flanagan,  Wayne 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — John  Simmons,  Putnam 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy  and  Immunology — Harry  Leibowitz,  Kings 
Anesthesiology — Edward  C.  Sinnott,  Nassau 
Cardiovascular  Diseases— Charles  A.  Bertrand,  West- 
chester 

Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology— Norman  B.  Kanof,  New 
York 

Emergency  Medicine — David  N.  Kluge,  Monroe 
Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery— Leon 
Liftman,  Kings 

Internal  Medicine — Robert  M.  Kohn,  Erie 
Medical — Legal  and  Workers’  Compensation  Matters — Max 
N.  Howard,  New  York 
Neurology — Charles  R.  Salamone,  Monroe 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Laurence  G.  Roth,  Genesee 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Frank  J.  Piper,  Onondaga 
Orthopedic  Surgery — John  D.  States,  Monroe 
Otolaryngology  and  Maxillofacial  Surgery — William  F.  Rob- 
bett,  New  York 

Pathology,  Clinical  Pathology,  and  Blood  Banking— Herbert 
Lansky,  Erie 

Pediatrics — Henry  W.  Kaessler,  Westchester 
Physical  Medicine  and  Rehabilitation — Howard  G.  Thistle, 
New  York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery — Philip 
C.  Bonanno,  Westchester 

Preventive  Medicine  and  Public  Health — Russell  C.  Johnson, 
Orange 

Psychiatry — Harold  E.  Berson,  Kings 
Radiology — Victor  A.  Panaro,  Erie 
School  Health — Arthur  Howard,  Fulton 
Surgery — Theodore  C.  Max,  Oneida 
Urology — Lawrence  Ravich,  Nassau 
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Delegates  from  Component  County  Medical  Societies 

Albany  (4) 

John  W.  Abbuhl,  Albany 
William  O'Dwyer,  Latham 
Anthony  P.  Tartaglia,  Albany 
Nicholas  P.  Teresi,  Albany 
Allegany  ( 1) 

Muhammad  Akmal  Khan,  Wellsville 
Bronx  ( 12) 

John  P.  Albanese,  The  Bronx 
Marcos  A.  Charles,  New  Rochelle 
Bienvenida  S.  Cruz,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Manuel  F.  Kirschtein,  New  York  City 
Dattatraya  G.  Lanjewar,  Pelham  Manor 
Michael  N.  Lavacca,  The  Bronx 
Charles  Laverdi,  The  Bronx 
Luigi  J.  Mazzella,  The  Bronx 
Shashikant  R.  Patel,  The  Bronx 
Raul  Pohorille,  New  Rochelle 
Aftab  A.  Siddiqui,  The  Bronx 
Broome  ( 4) 

George  F.  Gitlitz,  Binghamton 
John  A.  Kalb,  Endicott 
Lloyd  C.  Peters,  Binghamton 
John  F.  Spring,  Binghamton 
Cattaraugus  ( 1) 

William  C.  MacFarland,  dean 
Cayuga  ( 1) 

Richard  J.  Freeman,  Auburn 
Chautauqua  (2) 

Bert  W.  Rappole,  Jamestown 
Charles  R.  Sinatra,  Jamestown 
Chemung  ( 2) 

Robert  E.  Good,  Elmira 
Edward  F.  Steele,  Elmira 

Chenango  ( 1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  { 2) 

John  B.  Southwick,  Champlain 
Nicholas  W.  VanLeeuwen,  Plattsburgh 

Columbia  ( 1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  ( 1) 

Nicholas  J.  Gabriel,  Cortland 
Delaware  ( 1) 

Glen  Joshpe,  Stamford 
Dutchess  ( 3) 

Stephen  R.  Chernay,  Fishkill 
Eleanor  C.  Kane,  Poughkeepsie 
Seymour  R.  Stall,  Poughkeepsie 
Erie  ( 9) 

Carmelo  S.  Armenia,  Kenmore 
Frank  J,  Bolgan,  Buffalo 
James  H.  Cosgriff,  Jr.,  Buffalo 
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Anthony  J.  Federico,  Buffalo 
George  W.  Fugitt,  Tonawanda 
Edmond  J.  Gicewicz,  Buffalo 
Donald  W.  Flail,  Buffalo 
Milford  C.  Maloney,  Buffalo 
Joseph  A.  Prezio,  Buffalo 
Essex  ( 1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Flartmann,  Sr.,  Malone 
Fulton  ( 1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  ( 1) 

Alfred  L.  George,  Batavia 
Greene  ( 1) 

Herkimer  ( 1) 

Krishna  K.  Vadlamudi,  llion 
Jefferson  (2) 

Kenyon  J.  Plumpton,  Watertown 
Frederic  A.  Stone,  Watertown 
Kings  (22) 

Grace  A.  Altenau,  Brooklyn 
Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Matthew  Brody,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Philip  Cohen,  Brooklyn 
Yehudi  M.  Felman,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
Milton  M.  Greenberg,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Bernard  S.  Post,  Manhasset 
Harold  N.  Schwinger,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 

Lewis  ( 1) 

John  C.  Herrman,  Lowille 
Livingston  ( 1) 

John  W.  Stoll,  Dansville 
Madison  ( 1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  ( 7) 

Ronald  C.  Bruce,  Rochester 
Robert  H.  Carrier,  Rochester 
Charles  C.  Heck,  Rochester 
Nathaniel  J.  Hurst,  Rochester 
William  A.  Kern,  Jr.,  Rochester 
Joyce  M.  McChesney,  Rochester 
David  Sewall  Miller,  Jr.,  Rochester 
Montgomery  ( 1) 

Feori  F.  Pipito,  Amsterdam 


Nassau  ( 12) 

Harry  F.  Abe,  Wantagh 
Arnold  M.  Behrer,  Jr.,  Garden  City 
Ray  S.  Crampton,  Syosset 
Samuel  M.  Gelfand,  Rockville  Centre 
Morton  Goldfarb,  Massapequa  Park 
Waldemar  F.  Hermann,  Mineola 
Jack  W.  McElwain,  Bethpage 
Sidney  Mishkin,  Great  Neck 
Felix  A.  Monaco,  Rockville  Centre 
Patricia  G.  Squillace,  Rockville  Centre 
Walter  A.  Trenkle,  Mineola 

New  York  (22) 

Shepard  G.  Aronson,  New  York  City 
Melvin  H.  Becker,  Manhasset 
David  M.  Benford,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Gerald  D.  Dorman,  Orient 
Edgar  P.  Fleischmann,  Huntington 
Elizabeth  A.  Goessel,  New  York  City 
Robert  G.  Hicks,  Connecticut 
George  Hyams,  New  York  City 
Vance  Lauderdale,  Jr.,  New  York  City 
Aaron  G.  Meislin,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
William  B.  Rawls,  Pleasant  Valley 
Albert  M.  Schwartz,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Roger  W.  Steinhardt,  New  York  City 
Meyer  Texon,  New  York  City 


Niagara  (3) 

Edward  A.  Dunlap,  Jr.,  Lewiston 
James  J.  Kropelin,  Niagara  Falls 
William  C.  Stein,  Jr.,  Lockport 
Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  M.  George,  Utica 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Richard  A.  Konys,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
John  T.  Prior,  Syracuse 
George  P.  Tilley,  Syracuse 

Ontario  (2) 

Verne  M.  Marshall,  Geneva 
Thomas  A.  McCormick,  Geneva 

Orange  (4) 

Ansel  R.  Marks,  Middletown 
Albert  A.  Mazzeo,  Newburgh 
Seymour  J.  Wiener,  Port  Jervis 
W.  Brewster  Wolfe,  Newburgh 


Orleans  ( 1) 

Antoine  A.  Nassar,  Albion 
Oswego  ( /) 

Milton  W.  Kogan,  Oswego 
Otsego  ( 1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  ( 1) 

Zane  A.  Miranda,  Carmel 
Queens  ( 16) 

Lester  J.  Candela,  Great  Neck 

Alexander  M.  De  la  Garza,  Flushing 

Robert  M.  Farrell,  Flushing 

Fred  N.  Flatau,  Flushing 

Irving  G.  Frohman,  Rockaway  Beach 

Leo  Arthur  Green,  Jackson  Heights 

Victor  Guarneri,  Bayside 

Edith  Gutmann,  Whitestone 

William  M.  Hewlett,  St.  Albans 

Joseph  Klements,  Forest  Hills 

Nicetas  H.  Kuo,  Flushing 

Hilda  Ratner,  Woodside 

Felix  R.  Rosenhain,  Forest  Hills 

Ralph  E.  Schlossman,  South  Ozone  Park 

Lester  R.  Tuchman,  New  York  City 

Ezra  A.  Wolff,  Manhasset 

Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 
Richmond  (3) 

B.  Basil  Hyman,  Staten  Island 
Gerald  J.  Lustig,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (4) 

Ralph  J.  Greenberg,  Pearl  River 
Roy  H.  Lieberman,  Nanuet 
Boris  A.  Vanadzin,  New  City 
Donald  S.  Waldorf,  Nanuet 

St.  Lawrence  ( 1) 

Maurice  J.  Elder,  Massena 
Saratoga  ( 1) 

Joseph  H.  Mintzer,  Saratoga  Springs 

Schenectady  (3) 

Robert  J.  Cassidy,  Schenectady 
John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Schoharie  ( 1) 

Frederick  J.  Michel,  Cobleskill 
Schuyler  ( 1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  ( 1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Mario  A.  Argentieri,  Hornell 
Wayne  C.  Templer,  Corning 
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Suffolk  ( 10) 

William  H.  Bloom,  Bay  Shore 
Stephen  I.  Braitman,  Islip  Terrace 
Melvin  Bruckstein,  Smithtown 
Frank  R.  Collier,  Port  Jefferson 
John  G.  Egner,  West  Islip 
Daniel  Friedman,  Stony  Brook 
James  A.  Flolleran,  East  Setauket 
Nathaniel  B.  Messinger,  Islip  Terrace 
Melvin  Shuter,  Islip  Terrace 
Stanley  M.  Vickers,  Fluntington 

Sullivan  ( 1) 

Bernard  F.  Kalina,  Liberty 
Tioga  ( 1) 

John  R.  Scott,  D.  O.,  Apalachin 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
Robert  S.  Perry,  Ithaca 
Ulster  (2) 

Norman  N.  Burg,  Woodstock 
John  A.  Cooke,  Jr.,  Kingston 
Warren  ( 1) 

Robert  A.  Francomano,  Glens  Falls 
Washington  ( 1) 

Wayne  ( 1) 

Norbert  Menuhin,  Newark 
Westchester  {9) 

William  P.  Clark,  Eastchester 
Edwin  I.  Cleveland,  Bronxville 
Armond  V.  Mascia,  Tarrytown 
Stanley  M.  Mendelowitz,  Tarrytown 
Harry  H.  Moorhead,  White  Plains 


Richard  L.  Petrillo,  Mount  Vernon 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Michael  Sierp,  Yonkers 
Wyoming  ( 1) 

Thaddeus  Naprawa,  Warsaw 
Yates  ( 1) 

Medical  School  Delegates — (12) 

Albany  Medical  College — Joseph  Theobald  Doyle,  Albany 
Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist, 
Queens 

Columbia  University — Jose  M.  Ferrer,  Jr.,  New  York 
Cornell  University  Medical  College — James  Lee  Curtis, 
Queens 

Mount  Sinai  School  of  Medicine — David  A.  Dreiling,  New 
York 

New  York  Medical  College — Saverio  S.  Bentivegna,  New 
York 

New  York  University  School  of  Medicine — Sanford  Wessler, 
New  York 

State  University  of  New  York  at  Brooklyn— Julius  E.  Stolfi, 
Kings 

State  University  of  New  York  at  Buffalo — Ross  Markello, 
Erie 

State  University  of  New  York  at  Stony  Brook — Tamarath  K. 
Yolles,  Suffolk 

State  University  of  New  York  at  Syracuse — Edward  A. 
Wolfson,  Broome 

University  of  Rochester — R.  Gordon  Douglas,  Jr.,  Monroe 

Medical  Student  Delegates — (3) 

Charles  Joseph  Cattano,  Syracuse 
Jeffrey  Howard  Dresner,  Albany 
Chak  P.  Tom,  New  York 


REFERENCE  COMMITTEES 


Credentials 

William  A.  Schwarz,  Richmond,  Chairman 
George  W.  Fugitt,  Erie 
Alfred  L.  George,  Genesee 
A.  W Martin  Marino,  Jr.,  Kings 
Albert  A.  Mazzeo,  Orange 

Reports  ot  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Board  of  Trustees 

Budget  and  Finance 

Executive  Vice-President 

New  York  Delegation  to  the  AMA 

District  Branches 

Standing  Committee  on  District  Branches 
Physicians ' Home 
Research  and  Development 

Resume  of  Instructions  from  the  1979  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of  Trustees,  Executive 
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Committee,  Officers,  Council  Committees,  and  Governmental 
Agencies 

John  T.  Prior,  Onondaga,  Chairman 
Samuel  M.  Gelfand,  Nassau 
Robert  E.  Gordon,  Kings 
William  F.  Mitty,  Jr.,  New  York 
John  F.  Spring,  Broome 

Bylaws 

Daniel  F.  O'Keeffe,  Warren,  Chairman 
James  M.  Flanagan,  Wayne 
Carl  Goldmark,  Jr.,  New  York 
Allison  B.  Landolt,  Westchester 
George  Lim,  Oneida 

Scientific  Activities,  Publications,  and  Miscellaneous 

Administrative  Committee  for  the  MSSNY  Pension  Program 

A wards  and  Prize  Essays 

Communications 

Dinner 

General  Insurance 
Library  and  Archives 


Medical  School  Relationships 

Membership 

Membership  Benefits 

New  York  State  Society.  American  Medical  Assistants.  Advisory 
to 

Publications 
Scientific  Program 

Scientific  Exhibits  Subcommittee 

Ad  Hoc  Committee  to  Study  the  Situation  of  Charles  J.  Sellers 
and  Company.  Inc. 

John  L.  Clowe,  Schenectady,  Chairman 
William  P.  Clark,  Westchester 
Nicetas  M.  Kuo,  Queens 
Richard  B.  Nolan,  New  York 
M.  Theodore  Tanenhaus,  Kings 

Public  Health  and  Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Health  Care  in  Correctional  Institutions 

Home  Health  Care  and  Hospice 

Maternal  and  Child  Health 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

School  Health 

Continuing  Medical  Education 

Forensic  Medicine 

Information  Technology  in  Medicine 

Nathaniel  B.  Messinger,  Suffolk,  Chairman 
James  H.  Cosgriff,  Jr.,  Erie 
Elizabeth  A.  Goessel,  New  York 
William  M.  Hewlett,  Queens 
John  A.  Ramsdell,  Westchester 

Medical  Services 

Cost  Containment 

Health  Manpower  and  Rural  Medical  Service 

Health  Systems  Agency  Coordinating  Committee 

Hospital  and  Professional  Relations 

IPA-HMO 

Interspecialty 

Medical  Care  Insurance 

PSRO 


Socioeconomics 

Workers ' Compensation  and  Occupational  Health 
Ad  Hoc  Committee  to  Meet  with  the  New  York  State  Nurses 
Association  re  Physicians  ’ Assistants 
Ad  Hoc  Committee  to  Meet  with  Richard  Berman,  Director 
Health  Systems  Management  re  State  Health  Department 
Actions  vs.  PSRO  Functions 

Tamarath  K.  Yolles,  Suffolk,  Chairman 
Duane  M.  Cady,  Onondaga 
Leonard  L.  Heimoff,  The  Bronx 
Richard  N.  Pierson,  Jr.,  New  York 
Charles  R.  Salamone,  Monroe 

Governmental  Affairs  and  Legal  Matters 

Committee  to  Evaluate  the  Services  of  our  Legislative  Consultants 
(Lobbyists)  in  Albany 
Ethics 

Judicial  Council 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional  Medical 
Liability  Insurance  and  Defense  Board 
Subcommittee  on  Legal  Affairs 

Ad  Hoc  Committee  to  Meet  with  Administrative  Judges  of  New 
York  State 

Ad  Hoc  Committee  to  Study  the  Report  of  the  AMA 
Ad  Hoc  Committee  on  the  Principles  of  Medical  Ethics 
Ad  Hoc  Committee  on  Mark  A.  Siegel’s  Bill  for  a Consumer 
Oriented  Physicians  ’ Directory 

Seymour  R.  Stall,  Dutchess,  Chairman 
John  P.  Albanese,  The  Bronx 
B.  Basil  Hyman,  Richmond 
Joyce  M.  McChesney,  Monroe 
‘Chak  P.  Tom 

Tellers 

William  C.  Stein,  Niagara,  Chairman 
Thomas  J.  Doyle,  Queens 
Dattatraya  G.  Lanjewar,  The  Bronx 
Bentley  D.  Merrim,  Kings 
John  R.  Scott,  Tioga 

Sergeant  at  Arms 

Nicholas  P.  Teresi,  Albany,  Chairman 
Stephen  R.  Chernay,  Dutchess 
Irwin  J.  Cohen,  New  York 
Richard  L.  Petrillo,  Westchester 
Stanley  A.  Steckler,  Suffolk 


* Medical  Student  Membership  Delegate. 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Thursday,  May  22, 1980, 
at  3:30  p.m. 

Members  of  the  committee  present  were: 

Member-at-Large — George  T.  C.  Way,  M.D.,  Poughkeepsie,  Chairman 
First  District  Branch — Bernard  J.  Pisani,  M.D.,  New  York 
Second  District  Branch — Stanley  A.  Steckler,  M.D.,  Smithtown 
Third  District  Branch — Anthony  P.  Tartaglia,  M.D.,  Albany 
Fourth  District  Branch — Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Fifth  District  Branch — Bernard  J.  Hartnett,  M.D.,  Auburn 
Sixth  District  Branch — Paul  M.  DeLuca,  M.D.,  Johnson  City 
Seventh  District  Branch — James  M.  Flanagan,  M.D.,  Newark 
Ninth  District  Branch — William  P.  Clark,  M.D.,  Eastchester 
Member-at-Large — Felix  R.  Rosenhain,  M.D.,  Forest  Hills 

Excused  was:  James  H.  Cosgriff,  Jr.,  M.D.,  Eighth  District  Branch.  President  G.  Rehmi  Denton,  M.D.,  designated 
Ralph  M.  Schwartz,  M.D.,  to  act  in  Dr.  Cosgriff’s  absence. 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies,  and 
scientific  sections  in  response  to  a memorandum,  dated  February  15, 1980,  and  nominations  from  the  floor,  your  committee 
respectfully  nominated  the  following  candidates  for  election  on  October  2,  1980: 

President — Ralph  M.  Schwartz,  M.D.,  Kings 
President-Elect — Milton  Rosenberg,  M.D.,  Suffolk 
Vice-President — Richard  D.  Eberle,  M.D.,  Onondaga 
Secretary — Victor  J.  Tofany,  M.D.,  Monroe 
Assistant  Secretary — Allison  B.  Landolt,  M.D.,  Westchester 
Treasurer — Warren  A.  Lapp,  M.D.,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  M.D.,  New  York 
Speaker — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Vice-Speaker — John  L.  Clowe,  M.D.,  Schenectady 
Trustee  (one  for  five  years)— Carl  Goldmark,  Jr.,  M.D.,  New  York 
Councilors  (four  for  three  years)— John  H.  Carter,  M.D.,  Albany 

Morton  M.  Kurtz,  M.D.,  Queens 
Robert  A.  Mayers,  M.D.,  Westchester 
Stanley  A.  Steckler,  M.D.,  Suffolk 


I Jelegatos  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1981: 

( harlcs  N.  Aswad,  M.D.,  Broome  Robert  A.  Mayers,  M.D.,  Westchester 

Edgar  P.  Berry,  Ml).,  New  York  Richard  N.  Pierson.  Jr..  M.D..  New  York 


John  L.  Clowe,  M.D.,  Schenectady 
Richard  I).  Eberle,  M.D.,  Onondaga 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Dattatraya  G.  Lanjewar,  M.l).,  The  Bronx 
The  seven  nominees  receiving  the  largest  number  of  votes 


Milton  Rosenberg,  M.D.,  Suffolk 
Ralph  M.  Schwartz,  M.D.,  Kings 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
William  C.  Stein,  M.D.,  Niagara 
George  T.  C.  Way,  M.D.,  Dutchess 
ill  be  delegates;  the  second  seven  will  be  alternates. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  following 


members: 

Daniel  F.  O'Keeffe,  M.D.,  Chairman  Warren 

Edgar  P.  Berry,  M.D New  York 

Rodman  D.  Carter,  M.D Otsego 

George  L.  Collins,  Jr.,  M.D Erie 

James  M.  Flanagan,  M.D Wayne 

Carl  Goldmark,  Jr.,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

George  Lim,  M.D Oneida 

Vincent  I.  Maddi,  M.D Broome 

Milton  Rosenberg,  M.D Suffolk 

M.  Theodore  Tanenhaus,  M.D Kings 


G.  Rehmi  Denton,  M.D.,  President,  ex  officio  

Albany 

Victor  J.  Tofany,  M.D.,  Secretary,  ex  officio 

Monroe 

Joseph  J.  Shanaphy,  M.D.,  Speaker,  ex  officio 

Richmond 

A meeting  of  the  Reference  Committee  on  Bylaws  was 
held  at  the  Sheraton  Centre  in  New  York  City  on  September 
17,  1979.  The  Reference  Committee  was  appointed  to  re- 
ceive input  from  delegates  as  to  their  thoughts  of  the  reso- 
lutions referred  to  the  House  Committee  on  Bylaws.  The 
input  received  from  the  meeting  of  the  Reference  Committee 
on  Bylaws  proved  to  be  of  great  assistance  to  the  House 
Committee  in  its  deliberations. 

In  all,  ten  resolutions  asking  for  amendments  to  the  Bylaws 
were  referred  to  the  Committee  for  consideration. 

The  following  actions  were  taken  with  respect  to  the  res- 
olution referred  to  this  Committee. 

^^esolution  79-1,  Members  who  have  been  Dropped  from 
the  Roles  of  Membership  of  the  Component  County 
Medical  Societies  and  the  Medical  Society  of  the  State 
of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings. 
Whereas,  It  is  increasingly  apparent  that  our  dues-paying 
membership  is  shrinking  alarmingly:  and 
Whereas,  There  is  a large  pool  of  members  who  have  been 
dropped  from  membership  in  the  component  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  for  one  reason  or  another;  and 
Whereas,  It  has  come  to  our  attention  that  a strong  deterrent 
to  rejoining  our  ranks  is  because  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  require  that  a 
former  member  must  pay  the  dues  and  assessments  for 
the  delinquent  year  in  addition  to  the  dues  for  the  appli- 
cation year  in  order  to  be  reinstated;  and 


Whereas,  The  remittance  of  the  two  years'  dues  presents  an 
enormous  burden  and  dissuades  an  individual  from  seri- 
ously considering  reactivation  of  his/her  membership; 
and 

Whereas,  Article  XV,  paragraph  8 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  permit  applicants  for  reinstatement  to  pay 
half  of  the  delinquent  year's  dues  and  assessments  in 
addition  to  the  dues  for  the  year  of  reactivation;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article'  XV,  paragraph  8 of  the  Bylaws  by  the  ad- 
dition of  the  words  "one  half  of”  after  the  word  "paid,” 
and  the  addition  of  the  sentence,  "The  privilege  of  for- 
giveness of  one  half  of  the  dues  and  assessments  for  the 
delinquent  year  for  a former  member  is  limited  to  one 
time.” 

Article  XV,  paragraph  8 of  the  Bylaws  would  then  read  as 
follows: 

"Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated  until 
he  has,  in  addition,  paid  one  half  of  his  dues  and  assess- 
ments for  the  year  in  which  he  was  dropped.  The  privilege 
of  forgiveness  of  one  half  of  the  dues  and  assessments  for 
the  delinquent  year  for  a former  member  is  limited  to  one 
time.” 

It  was  the  unanimous  opinion  of  the  Committee  that  this 
resolution  would  only  encourage  delinquency  by  delaying  the 
payment  of  dues  until  after  the  delinquency  date. 

The  Committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  79-1. 

Resolution  79-2,  Unified  Membership  in  County,  MSSNY, 
and  AMA 

Introduced  by  Medical  Society  of  the  County  of  St.  Law- 
rence 

Whereas,  The  State  of  New  York  has  a physician  population 
of  48,000;  and 

Whereas,  Only  26,600  (55%)  are  members  of  the  Medical 
Society  of  the  State  of  New  York;  and 
Whereas,  Of  these  26,600,  only  13,500  are  members  of  the 
American  Medical  Association;  and 
Whereas,  The  AMA  is  the  only  “medical  organization  of 
medical  organizations”;  and 

Whereas,  The  need  for  a unified  membership  becomes  es- 
sential because  of  the  encroachment  of  medicine  by 
government  and  all  other  third  parties;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
institute  a campaign  directed  to  all  physicians  in  the  State 
of  New  York  advising  them  of  the  need  for  support  and 
of  the  benefits  which  physicians  derive  by  joining  MSSNY 
and  the  American  Medical  Association;  and  be  it 
further 

Resolved,  That  membership  in  the  County  Medical  Societies 
and  MSSNY  include  unified  membership  in  the  AMA. 

Although  the  Committee  was  in  sympathy  with  the  concept 
of  unified  membership,  responses  regarding  mandatory 
unified  membership  are  overwhelmingly  negative.  While 
the  Committee  cannot  recommend  approval  of  Resolution 
79-2  because  of  the  overwhelmingly  negative  response,  the 
Committee  continues  to  encourage  members  of  the  MSSNY 
to  join  the  American  Medical  Association. 

The  Committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  79-2. 


^^esolution  79-3,  Direct  Election  of  Councilors  of  the 
Medical  Society  of  the  State  of  New  York  by  District 
Branches 

Introduced  by  Onondaga  County  Medical  Society 
Whereas,  More  direct  responsibility  and  representation  to 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  is  important;  and 

Whereas,  This  would  improve  two-way  communication  and 
responsiveness  between  the  State  and  county  medical 
societies;  and 

Whereas,  This  would  strengthen  and  improve  the  importance 
of  the  individual  districts  of  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
approve  the  principle  that  the  members  of  the  Council 
be  elected  by  each  district;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  IV,  Section  1,  paragraph  1 of  the  Bylaws 
by  the  addition  of  the  phrase  "elected  by  the  House  of 
Delegates”  after  the  word  “Trustees”;  and  deletion  of 
the  words  House  of  Delegates”  and  insertion  of  the 
words  “District  Branches”  after  the  phrase  "elected  by 
the." 

Article  IV,  Section  1,  paragraph  1 of  the  Bylaws  would  then 
read  as  follows: 

“The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  and  chairman  of  the  Board 
of  Trustees  elected  by  the  House  of  Delegates,  and  12 
councilors  elected  by  the  District  Branches.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  Mew  York 
amend  Article  IV,  Section  1,  paragraph  3 of  the  Bylaws 
by  deletion  of  the  words  "House  of  Delegates”  and  in- 
sertion of  the  words  "District  Branche  after  the  phrase 


“elected  annually  by  the”;  deletion  of  the  world  “Council” 
and  insertion  of  the  words  “District  Branch”  after  the 
phrase  “be  elected  by  the”;  and  deletion  of  the  phrase 
“to  serve  until  the  next  meeting  of  the  House  of  Dele- 
gates” at  which  time  the  House  of  Delegates  shall  elect 
a councilor. 

Article  IV,  Section  1,  paragraph  3 of  the  Bylaws  would  then 
read  as  follows: 

“Four  councilors  shall  be  elected  annually  by  the  District 
Branches,  each  for  a term  of  three  years.  In  the  event  of 
a vacancy,  a councilor  shall  be  elected  by  the  District 
Branch  to  fill  the  unexpired  term.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  VIII,  paragraph  1 of  the  Bylaws  by  the 
deletion  of  the  word  “councilors”  after  the  word  “offi- 
cers.” 

Article  VIII,  paragraph  1 of  the  Bylaws  would  then  read  as 
follows: 

“As  the  first  business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates,  the  officers  and 
trustees  of  the  Medical  Society  of  the  State  of  New  York 
and  the  delegates  to  the  American  Medical  Association 
shall  be  nominated  and  elected.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  VIII,  paragraph  2 of  the  Bylaws  by  the 
deletion  of  the  words  “the  Council”  after  the  word  “of- 
fice” and  deletion  of  the  word  “councilor”  after  the  word 
“officer.” 

Article  VIII,  paragraph  2 of  the  Bylaws  would  then  read  as 
follows: 

"A  member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  or  State  Society  dues  or  assessments  shall  not 
be  eligible  for  nomination  to  any  office,  the  Board  of 
Trustees,  or  as  a delegate  to  the  American  Medical  As- 
sociation, or  entitled  to  vote  for  any  officer,  trustee,  or 
delegate.” 

The  House  of  Delegates  considered  the  issue  of  Direct 
Election  of  Councilors  by  District  Branches  in  1978,  through 
Resolution  77-1 . The  question  regarding  Direct  Election  of 
Councilors  by  District  Branches  failed  to  obtain  a majority, 
let  alone  the  required  two-thirds  majority.  The  same  issue 
was  considered  by  the  House  of  Delegates  in  1979  through 
Resolutions  78-1  and  78-8.  Again,  less  than  a simple  ma- 
jority of  the  House  of  Delegates  favored  direct  elections.  Not 
only  was  direct  elections  soundly  defeated,  but,  the  House 
of  Delegates  in  1979  approved  Resolution  78-5  which 
amended  the  Bylaws  to  specifically  state  that  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  is  in  fact  the 
executive  committee  of  the  House  of  Delegates.  The  fact 
that  the  House  of  Delegates  chose  to  emphasize  this  point 
by  amending  the  Bylaws,  indicates  the  strong  sentiment  taken 
against  direct  elections. 

Resolutions  calling  for  direct  elections  remain  routinely 
submitted  yearly.  The  Committee,  however,  has  not  re- 
ceived nor  heard  any  new  facts  which  support  its  adoption. 
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The  Committee  believes  that  the  arguments  opposing  direct 
election  of  Councilors  by  District  Branches  are  more  per- 
suasive. For  these  reasons,  the  Committee  has  decided  to 
repeat  the  portion  of  the  1978  Report  of  the  House  Committee 
on  Bylaws,  as  follows: 

"The  Council  exercises  the  rights  and  duties  of  the  House 
of  Delegates  when  the  House  of  Delegates  is  not  in  session; 
yet  the  Council  must  remain  accountable  to  the  policies  set 
by  the  House  of  Delegates.  Under  our  Bylaws,  all  resolutions 
and  actions  of  the  Council  are  subject  to  review  by  the  House 
of  Delegates.  The  councilors  are  assigned  to  the  specific 
county  societies  to  act  as  liaison  for  the  Council  This 
committee  feels  that  this  provides  for  accountability.  The 
committee  does  not  see  how  depriving  the  House  of  Dele- 
gates of  electing  twelve  of  its  officers  on  its  executive  body 
can  increase  accountability.  (The  balance  of  the  voting 
members  on  the  Council  consist  of  officers  and  the  Chairman 
of  the  Board  of  Trustees.) 

"The  Bylaws  Committee  firmly  believes  in  our  present 
system  of  representative  democracy.  Under  our  present 
system,  each  component  county  medical  society  elects  its 
delegates  to  the  House  of  Delegates,  who  along  with  the  of- 
ficers, councilors,  trustees,  delegates  from  the  district 
branches,  and  section  delegates,  comprise  the  policy  making 
body  of  the  Medical  Society  of  the  State  of  New  York.  It  is 
in  the  House  of  Delegates  where  the  local  interests  may  come 
together  for  the  purposes  of  formulating  and  coordinating 
Statewide  policies  and  objectives. 

"The  committee  recognizes  that  when  councilors  are 
elected,  there  must  be  a consideration  of  both  local  and 
Statewide  issues  and  objectives.  The  committee  feels  that 
the  only  body  of  the  Medical  Society  of  the  State  of  New  York 
capable  of  operating  in  such  a framework  is  the  House  of 
Delegates,  since  it  comprises  representatives  from  all  parts 
of  the  State.  The  House  of  Delegates,  therefore,  when  it 
holds  elections  for  councilors,  as  when  it  considers  all  mat- 
ters, may  benefit  from  the  diverse  ideas  from  all  areas,  which 
in  turn  allows  for  full  discussion  and  consideration  of  all  issues 
in  the  selection  of  councilors.  This  is  not  possible  if  coun- 
cilors are  selected  by  nine  separate  election  procedures 
conducted  by  district  branches.  Under  such  a system,  there 
would  be  no  coordination  of  objectives;  there  would  be  a 
limited  opportunity  for  a full  discussion  of  all  the  issues,  both 
State  and  local;  and  there  would  only  be  increased  frag- 
mentation. Direct  election  by  district  branches  may  result 
in  the  election  of  people  who  do  not  represent  the  actual 
majority  of  members.  One  reason  cited  by  the  proponents 
of  direct  election  is  that  local  interests  have  no  real  voice  in 
the  Medical  Society  of  the  State  of  New  York  since  the  House 
of  Delegates  is  a mere  rubber  stamp'  of  the  Council.  This 
committee  rejects  this  contention.  The  House  of  Delegates 
has  the  authority  to  review  all  actions  and  resolutions  of  the 
Council,  and  initiates  policy  to  be  followed  by  the  Council. 

"The  committee  believes  that  any  delegate  who  feels  that 
the  House  of  Delegates  is  but  a mere  rubber  stamp’  misun- 
derstands the  nature  of  his  duties  and  responsibilities  to  the 


House  of  Delegates,  to  the  component  county  society  that 
he  represents,  and  to  the  Medical  Society  of  the  State  of  New 
York. 

"The  committee  concurs  that  policies  be  developed  to 
increase  coordination  of  activities  between  the  Medical  So- 
ciety of  the  State  of  New  York  and  its  component  county 
medical  societies.  Direct  election  of  councilors,  however, 
is  not  the  answer.  This  committee  strongly  supports  and 
believes  in  the  goals  of  the  Medical  Society  of  the  State  of 
New  York  and  particularly  feels  the  overriding  objective,  as 
stated  in  Article  I of  the  Medical  Society  of  the  State  of  New 
York  Bylaws,  is  '.  . . to  federate  into  one  organization  the 
medical  profession  of  the  State  of  New  York.  . . This 
committee  feels  the  direct  election  of  councilors  by  district 
branches  represents  a giant  departure  from  this  stated 
goal." 

The  Committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  79-3.. 


^^esolution  79-14,  Medical  Society  of  the  State  of  New 
York  Dues  for  Interns  and  Residents 

Introduced  by  Onondaga  County  Medical  Society 
Whereas,  Article  XV,  "Dues,”  paragraph  3 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  states: 
"The  dues  and  assessments  of  those  active  members 
who  have  been  graduated  from  medical  or  osteopathic 
college  not  more  than  five  calendar  years,  not  counting 
active  service  in  the  armed  forces  of  the  United  States 
or  in  the  United  States  Public  Health  Service,  or  who  have 
not  completed  their  continuous  residency  training  shall 
be  one  third  the  amount  levied  on  all  other  active  mem- 
bers. In  no  case  may  an  active  physician  continue  to  pay 
such  reduced  dues  more  than  seven  years  after  the  date 
of  graduation  from  medical  or  osteopathic  school”; 
and 

Whereas,  The  dues  requirements  of  the  American  Medical 
Association  for  physicians  in  the  above  category  are  only 
$35.00  per  year;  and 

Whereas,  The  combined  membership  dues  for  interns  and 
residents  for  both  MSSNY  and  AM  A is  $101.67;  and 
Whereas,  This  sum  represents  an  economic  hardship  to  in- 
terns and  residents,  most  of  whom  are  already  burdened 
by  sizable  loans  for  their  medical  education;  and 
Whereas,  It  is  very  important  that  interns  and  residents  be 
offered  every  inducement  for  membership  in  the  feder- 
ation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  XV,  "Dues,”  paragraph  3,  by  the  deletion 
of  the  phrase  "one  third  the  amount  levied  on  all  other 
active  members"  after  the  phrase  "continuous  residency 
training  shall  be,"  and  the  addition  of  the  words  "no  more 
than  the  dues  of  the  AMA  for  interns  and  residents.” 
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Article  XV,  “Dues,"  paragraph  3,  shall  then  read  as  fol- 
lows: 

“The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training  shall  be  no 
more  than  the  dues  of  the  AMA  for  interns  and  residents. 
In  no  case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school." 

The  Committee  feels  Resolution  79-14  is  not  necessary 
since  Resolution  78-3,  which  lowered  dues  and  assessments 
for  active  members  of  the  Medical  Society  of  the  State  of 
New  York  in  residency  training  was  adopted  last  year.  With 
the  adoption  of  Resolution  78-3,  Article  XV,  paragraph  3 of 
the  Bylaws  currently  reads: 

“The  dues  and  assessments,  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active  service 
in  the  armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service,  shall  be  one  third  the  amount 
levied  on  all  other  active  members.  The  dues  and  assess- 
ments of  those  active  members  who  have  not  completed  their 
continuous  residency  training  shall  be  one-tenth  the  amount 
levied  on  all  other  active  members.  In  no  case  may  an  active 
physician  continue  to  pay  such  reduced  dues  more  than  seven 
years  after  the  date  of  graduation  from  medical  or  osteopathic 
school.” 

The  Committee,  therefore,  recommends  DISAPPROVAL 
of  Resolution  79-14. 


^lesolution  79-27,  Age  Qualification  for  Entitlement  to  Life 
Membership  for  Practicing  Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  were  changed  to  raise  the  age  limit  for  life 
membership  from  seventy  to  seventy-five  for  “practic- 
ing” physicians;  and 

Whereas,  The  motivating  factor  for  this  change  was  the  in- 
crease in  the  ratio  of  nonpaying  members  to  the  paying 
members;  and 

Whereas,  Many  practicing  physicians  over  seventy  years  of 
age  have  a very  limited  practice,  with  limited  income; 

and 

Whereas,  The  increase  in  life  membership  age  from  seventy 
to  seventy-five  for  these  physicians  is  causing  them  to 
resign  in  bitterness;  and 


Whereas,  Physician  members  with  decreasing  income  are 
resigning  from  membership  and  the  intended  change  in 
raising  the  age  limit  for  life  membership  is,  therefore, 
having  the  reverse  effect;  and 
Whereas,  Many  of  those  resigning  have  been  loyal,  dues 
paying  members  for  30-40  years  or  more,  and  now  feel 
betrayed,  and  are  resentful,  thus  creating  a poor  image 
for  MSSNY;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  should  be  amended  to  accommodate  this 
change;  therefore  be  it 

Resolved,  That  Article  II,  Section  1,  paragraph  6 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  be 
changed  by  deleting  the  word  “seventy-five”  and  inserting 
the  word  “seventy”  after  the  phrase  “prior  to  the  at- 
tainment of  the  age  of.” 

Article  II,  Section  1,  paragraph  6 would  then  read  as  fol- 
lows: 

“An  active  member  in  good  standing  who  has  completely 
withdrawn  from  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  seventy 
years  or  an  active  member  in  good  standing  who  continues 
the  active  practice  of  medicine  and  who  has  been  a 
member  in  good  standing  for  the  ten  consecutive  years 
prior  to  the  attainment  of  the  age  of  seventy  years,  or  an 
active  member  in  good  standing  for  ten  consecutive  years 
or  more  who  is  permanently  disabled,  may  apply  for  life 
membership.  The  House  of  Delegates  or  the  Council  may 
waive  the  requirements  in  a proper  case  where  there  ap- 
pear to  be  extenuating  circumstances.  He  shall  apply  for 
such  life  membership  to  the  component  county  medical 
society  of  which  he  is  a member.  His  application  shall  be 
governed  by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership.” 


and 


Resolution  79-39,  Life  Membership 

Introduced  by  Nassau  County  Medical  Society 
Whereas,  The  Medical  Society  of  the  State  of  New  York 
amended  its  Bylaws  in  1978  concerning  life  membership; 

and 

Whereas,  The  Nassau  County  Medical  Society,  in  considering 
the  changes  in  the  MSSNY  life  membership  category, 
believes  there  is  no  justifiable  reason  why  a physician 
should  not  be  entitled  to  life  membership  at  the  age  of  70 
rather  than  75;  and 

Whereas,  NCMS  also  believes  that  a physician  who  retires 
from  the  active  practice  of  medicine,  irrespective  of  age, 
and  has  been  an  active  member  in  good  standing  for  ten 
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consecutive  years  should  also  be  entitled  to  life  mem- 
bership; therefore  be  it 

Resolved,  That  Article  II,  Section  1,  paragraph  6 of  the  By- 
laws be  amended  by  deleting  the  phrase  "prior  to  the 
attainment  of  the  age  of  seventy  years”  after  the  words 
"ten  consecutive  years"  and  deleting  the  word  "sev- 
enty-five" after  the  phrase  "attainment  of  the  age  of"  and 
inserting  the  word  "seventy.” 

Article  II,  Section  1,  paragraph  6 would  then  read  as  fol- 
lows: 

"An  active  member  in  good  standing  who  has  completely 
withdrawn  from  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  ten  consecutive 
years  or  an  active  member  in  good  standing  who  continues 
the  active  practice  of  medicine  and  who  has  been  a 
member  in  good  standing  for  the  ten  consecutive  years 
prior  to  the  attainment  of  the  age  of  seventy  years,  or  an 
active  member  in  good  standing  for  ten  consecutive  years 
or  more  who  is  permanently  disabled  may  apply  for  life 
membership.  The  House  of  Delegates  or  the  Council  may 
waive  the  requirements  in  a proper  case  where  there  ap- 
pear to  be  extenuating  circumstances.  He  shall  apply  for 
such  life  membership  to  the  component  county  medical 
society  of  which  he  is  a member.  His  application  shall  be 
governed  by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership.” 

Because  of  the  similarity  of  content,  Resolutions  79-27  and 
79-39  were  reviewed  at  the  same  time. 

The  Reference  Committee  on  Bylaws  recommended  that 
the  House  Committee  on  Bylaws  oppose  Resolutions  79-27 
and  79-39,  but  also  recommended  that  the  House  Committee 
on  Bylaws  support  some  provision  for  reduced  dues  for 
members  who  have  been  in  good  standing  for  the  ten  years 
prior  to  the  attainment  of  seventy  years  of  age,  but  who  have 
not  completely  withdrawn  from  the  active  practice  of  medi- 
cine. 

The  Committee,  after  thorough  discussion,  decided  that 
it  was  opposed  to  changing  the  current  requirements  for  life 
membership,  but  decided  to  support  the  concept  of  reduced 
dues  for  active  members  who  have  been  in  good  standing  for 
the  ten  years  prior  to  the  attainment  of  seventy  years  of  age, 
but  who  have  not  completely  withdrawn  from  the  active 
practice  of  medicine. 

The  House  Committee  on  Bylaws,  therefore,  voted  to 
substitute  Resolutions  79-27  and  79-39  with  a new  resolution 
to  read: 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  be  amended  by  the  addition  of  a new  para- 
graph following  Article  II,  Section  1,  paragraph  3,  as 
follows: 

"An  active  member  who  has  been  a member  in  good 
standing  for  the  ten  consecutive  years  prior  to  the  at- 
tainment of  seventy  years,  but  who  is  not  completely 
withdrawn  from  the  active  practice  of  medicine,  as 
provided  by  paragraph  7 of  this  section,  shall  be  re- 
sponsible for  the  payment  of  dues  and  assessments 
in  accordance  with  the  provisions  of  Article  XV, 
paragraph  3." 

and  be  it  further, 


Resolved,  That  a new  paragraph  following  Article  XV, 
paragraph  2,  be  added  as  follows: 

"The  dues  and  assessments  of  those  active  members 
who  have  been  in  good  standing  for  the  ten  consecu- 
tive years  prior  to  the  age  of  seventy  years  shall  be  one 
half  the  amount  levied  on  all  other  active  mem- 
bers.” 

The  Committee,  therefore,  recommends  APPROVAL  of  the 
substitute  resolution  for  Resolutions  79-27  and  79-39. 


^^esolution  79-37,  Number  and  Assignment  of  Coun- 
cilors 

Introduced  by  Westchester  County  Medical  Society 
Whereas,  Direct  responsibility  and  assigned  representation 
to  the  Council  of  the  Medical  Society  of  the  State  of  New 
York  is  desirable;  and 

Whereas,  This  would  facilitate  better  communication  and 
unity  of  purpose  between  the  State  and  county  medical 
societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  IV,  Section  1,  paragraph  1 of  the  Bylaws 
by  increasing  the  number  of  councilors  from  12  to  15, 
renaming  councilors  "district  councilors,"  and  inserting 
a new  sentence  to  read: 

"Five  district  councilors  shall  be  elected  from  District  1, 
two  district  councilors  each  shall  be  elected  from  Districts 
II  and  IX,  and  one  district  councilor  each  shall  be  elected 
from  the  remaining  Districts  (III  through  VIII).” 

Article  IV,  Section  1,  paragraph  1 would  then  read  as  fol- 
lows: 

"The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  15  district  councilors  elected  by  the  House 
of  Delegates.  Five  district  councilors  shall  be  elected 
from  District  1,  two  district  councilors  each  shall  be  elected 
from  Districts  II  and  IX,  and  one  district  councilor  each  shall 
be  elected  from  the  remaining  Districts  (III  through 
VIII.)” 

and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  IV,  Section  1,  paragraph  3 of  the  Bylaws 
by  deleting  the  words  "Four  councilors”  in  line  1,  and 
inserting  the  words  "Five  district  councilors”;  and  deleting 
the  word  "councilor”  in  lines  3 and  6,  and  inserting  the 
words  "district  councilors.” 

Article  IV,  Section  1,  paragraph  3 would  then  read  as  fol- 
lows: 

"Five  district  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In  the 
event  of  a vacancy,  a district  councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
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of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a district  councilor  to  fill  the  unexpired  term. 

Fiscal  Note:  SI, 000  per  year. 


Illustration  of  Elections 
First  year: 


Councilors 

District  1 

Councilor 

District  II 

Councilor 

District  III 

Councilor 

District  IV 

Second  year: 

Councilors 

District  1 

Councilor 

District  IX 

Councilor 

District  V 

Councilor 

District  VI 

Third  year: 

Councilor 

District  1 

Councilor 

District  II 

Councilor 

District  IX 

Councilor 

District  VII 

Councilor 

District  VIII 

(Or  any  reasonable  distribution  of  district  councilors  al- 
lowed fairly  and  equitably  as  the  Nominating  Committee 
sees  fit.) 


At  the  reference  committee  hearing,  an  amendment  was 
proposed  by  Robert  Mayers,  M.D.,  of  Westchester  County, 
and  supported  by  New  York  County  that  the  number  of 
councilors  be  changed  from  15  to  16. 

The  Resolved  portion  of  the  resolution,  as  amended,  would 
then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  IV,  Section  1,  paragraph  1 of  the  Bylaws 
by  increasing  the  number  of  councilors  from  12  to  16, 
renaming  councilors  “district  councilors,”  and  inserting 
a new  sentence  to  read: 

“Six  district  councilors  shall  be  elected  from  District  I, 
two  district  councilors  each  shall  be  elected  from  Dis- 
tricts II  and  IX,  and  one  district  councilor  each  shall  be 
elected  from  the  remaining  Districts  (III  through 
VIII).” 


Article  IV,  Section  1,  paragraph  1 would  then  read  as 
follows: 

The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect. vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant 
treasurer,  speaker,  vice-speaker,  chairman  of  the 
Board  of  Trustees,  and  16  district  councilors  elected 
by  the  House  of  Delegates.  Six  district  councilors 
shall  be  elected  from  District  1,  two  district  councilors 
each  shall  be  elected  from  Districts  II  and  IX,  and  one 
district  councilor  shall  be  elected  from  the  remaining 
Districts  (III  through  VIII)  ' 
and  be  it  further. 


Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
amend  Article  IV,  Section  1,  paragraph  3 of  the  Bylaws 
by  deleting  the  words  “Four  councilors  shall  be  elected 
annually”  in  line  1,  and  inserting  “Five  district  councilors 
shall  be  elected  annually,  for  two  years,  and  six  district 
councilors  shall  be  elected  every  third  year”;  and  deleting 
the  word  councilor  in  lines  3 and  6,  and  inserting  the 
words  “district  councilors.” 


Article  IV,  Section  1,  paragraph  3 would  then  read  as  fol- 
lows: 

“Five  district  councilors  shall  be  elected  annually  for  two 
years,  and  six  district  councilors  shall  be  elected  every 
third  year,  by  the  House  of  Delegates,  each  for  a term 
of  three  years.  In  the  event  of  a vacancy,  a district 
councilor  shall  be  elected  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates,  at  which 
time  the  House  of  Delegates  shall  elect  a district 
councilor  to  fill  the  unexpired  term." 

Illustration  of  Elections 
First  year  (5  district  councilors  elected) 

2 Councilors  District  I 

1 Councilor  District  II 

1 Councilor  District  III 

1 Councilor  District  IV 

Second  year  (5  district  councilors  elected) 

2 Councilors  District  I 

1 Councilor  District  IX 

1 Councilor  District  V 

1 Councilor  District  VI 


Third  year  (6  district  councilors  elected) 


2 Councilors 
1 Councilor 
1 Councilor 
1 Councilor 
1 Councilor 


District  I 
District  II 
District  IX 
District  VII 
District  VIII 


(Or  any  reasonable  distribution  of  district  councilors  al- 
lowed fairly  and  equitably  as  the  Nominating  Committee 
sees  fit.) 


Resolution  79-37  is  similar  to  Resolution  77-3  which  was 
rejected  by  the  House  of  Delegates  in  1978.  For  the  same 
reasons  the  Committee  does  not  believe  that  increasing  the 
number  of  councilors  would  necessarily  increase  the  quality 
of  debate.  Not  only  would  the  increased  number  of  coun- 
cilors provide  an  unwieldy  forum,  but  the  Committee  is 
concerned  that  it  would  also  result  in  unnecessary  added 
expense  with  small  benefit.  Furthermore,  the  Committee 
concludes  that  it  is  not  in  the  Society’s  best  interest  to  require 
that  councilors  come  from  the  district  to  which  they  are  as- 
signed, although  this  is  the  usual  arrangement.  The  Com- 
mittee feels  that  this  requirement  only  "locks”  the  House  of 
Delegates  into  a specific  course  which  can  only  decrease 
the  amount  of  flexibility  available  to  our  governing  body. 

The  Committee,  therefore,  by  a vote  of  10  to  1 recom- 
mends DISAPPROVAL  of  Resolution  79-37. 
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Resolution  79-38,  Vacancies  and  Succession 

Introduced  by  Westchester  County  Medical  Society 
Whereas,  A full  complement  of  officers  and  councilors  is 
essential  for  the  Council  to  function  effectively;  and 
Whereas,  The  present  Bylaws  do  not  provide  for  the  event 
if  the  offices  of  the  assistant  secretary,  assistant  trea- 
surer, and  vice-speaker  become  vacant  while  the  House 
of  Delegates  is  in  recess;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  be  amended  by  adding  a new  paragraph 
following  Article  V,  Section  1,  paragraph  8 to  read  as 
follows: 

“If  the  office  of  assistant  secretary,  assistant  treasurer, 
or  vice-speaker  becomes  vacant,  for  any  reason  what- 
soever, the  Council,  when  the  House  of  Delegates  is  not 
in  session,  shall  elect  a successor  for  the  unexpired 
term." 

The  Committee  believes  this  is  basically  a housekeeping 
change. 

The  Committee,  therefore,  recommends  APPROVAL  of 
Resolution  79-38. 


^^esolution  79-40,  Past  President  of  AMA — A Member  of 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  for  Life 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Article  III  “House  of  Delegates,”  Section  1, 
"Composition, " paragraph  1 of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  specifies:  "The  House 
of  Delegates  shall  be  composed  of . . . (g)  past-presidents 
of  the  State  Society  who  shall  be  members  for  life; 
and 

Whereas,  Occasionally  a member  of  MSSNY  who  has  not 
been  a past-president  of  MSSNY  has  been  elected  to  the 
high  office  of  President  of  the  AMA;  and 

Whereas,  That  individual  would  have  given  many  years  of 
continuing  valuable  service  to  MSSNY  and  therefore 
merits  the  distinction  of  being  a life  member  of  the  House 
of  Delegates  of  MSSNY;  therefore  be  it 

Resolved,  That  Article  III,  "House  of  Delegates,”  Section  1, 
“Composition,”  paragraph  1 of  the  Bylaws  be  amended 
by  the  addition  of  the  phrase  "and  any  past-president  of 
the  American  Medical  Association  provided  that  individual 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York”  after  the  words  “State  Society”  in  paragraph 

i(g). 


Article  III,  Section  1,  paragraph  1 would  then  read  as  fol- 
lows: 

“The  House  of  Delegates  shall  be  composed  of:  (a)  duly 
designated  delegates  from  the  component  county  medical 
societies;  (b)  officers  of  the  Medical  Society  of  the  State 
of  New  York,  councilors,  and  trustees;  (c)  a duly  designated 
delegate  from  each  district  branch;  (d)  a duly  designated 
delegate  from  each  scientific  section;  (e)  a duly  designated 
delegate  from  the  student  membership;  (f)  the  Commis- 
sioner of  Health  of  the  State  of  New  York,  or  a deputy 
designated  by  him,  provided  that  any  representative  shall 
be  a member  of  the  State  Society;  (g)  past-presidents  of 
the  State  Society  and  any  past-president  of  the  American 
Medical  Association,  provided  that  individual  is  a member 
of  the  Medical  Society  of  the  State  of  New  York  who  shall 
be  members  for  life;  and  (h)  a representative  from  each 
of  the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York.”  • 

The  Committee  believes  that  Resolution  79-40  provides 
an  appropriate  means  of  honoring  a past  president  of  the 
American  Medical  Association  who  is  also  a member  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Committee,  therefore,  recommends  APPROVAL  of 
Resolution  79-40. 


^^esolution  79-43,  Compliance  with  Continuing  Medical 
Education  Requirements 

Introduced  by  Edward  Siegel,  M.D.,  as  an  Individual 
Whereas,  Article  II,  Section  3 of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  provides  that  an  active 
member  who  fails  to  fulfill  the  requirements  for  continuing 
medical  education  established  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York,  shall  not  be 
in  good  standing;  and 

Whereas,  This  section  shall  become  effective  March  1,  1981; 
and 

Whereas,  Fundamental  notions  of  fairness  entitle  members 
to  reasonable  notice;  therefore  be  it 
Resolved,  That  Article  II,  Section  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
by  adding  a new  paragraph  to  read  as  follows: 

“An  active  member  who  is  found  not  to  be  in  good  standing 
as  of  March  1,  1981,  or  March  1 of  any  subsequent  year, 
for  failing  to  comply  with  paragraph  1 of  this  section  shall 
receive  reasonable  notice  that  he  must  fulfill  continuing 
medical  education  requirements  by  the  last  day  of  De- 
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cember  of  the  year  in  which  he  is  found  not  to  be  in  good 
standing.  An  active  member  who  does  not  fulfill  con- 
tinuing medical  education  requirements  by  the  last  day  of 
December  of  the  year  in  which  he  is  found  not  to  be  in  good 
standing  shall  automatically  cease  to  be  a member  of  the 
component  county  medical  society  and  the  State  So- 
ciety.” 

The  Committee  amended  Resolution  79-43  to  clarify  the 
meaning  of  an  active  member  by  the  addition  of  the  phrase 
“as  defined  in  Article  II.  Section  1.”  As  amended  the  Re- 
solved portion  of  Resolution  79-43  reads: 

Resolved,  That  Article  II,  Section  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
by  adding  a new  paragraph  to  read  as  follows: 

“An  active  member  as  defined  in  Article  II,  Section  1,  who 
is  found  not  to  be  in  good  standing  as  of  March  1,  1981,  or 
March  1 of  any  subsequent  year,  for  failing  to  comply  with 
paragraph  1 of  this  Section  shall  receive  reasonable  notice 
that  he  must  fulfill  continuing  medical  education  require- 
ments by  the  last  day  of  December  of  the  year  in  which  he 


is  found  not  to  be  in  good  standing.  An  active  member 
who  does  not  fulfill  continuing  medical  education  re- 
quirements by  the  last  day  of  December  of  the  year  in 
which  he  is  found  not  to  be  in  good  standing  shall  auto- 
matically cease  to  be  a member  of  the  component  county 
medical  society  and  the  State  Society.” 

The  Committee,  therefore,  recommends  APPROVAL  of 
Resolution  79-43  as  AMENDED. 


Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  Committee  and  the  physicians  who  testified 
before  it,  those  members  of  staff  who  have  greatly  aided  this 
Committee;  J.  Richard  Burns,  J.D.,  General  Counsel,  Donald 
R.  Moy,  J.D.,  Staff  Attorney,  and  Mrs.  Joan  Grimm  and  Ms. 
Barbara  Lacey  who  provided  their  secretarial  assistance  to 
the  Committee. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 
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Auxiliary  to  MSSNY 


44th  Annual  Convention 
Grand  Hyatt  New  York, 

New  York  City 

Sunday,  September  2S  through 
Tuesday,  September  30,  I9S0 


and  Delegates  to  National 
Convention,  Chicago,  June 
7-10,  1981. 

7:30  P.M  Theatre  Party  Benefit — AMA-ERF 

fund 

Reservations: 

Mrs.  Charles  Huntington 
950  Forest  Avenue 
Rye,  N Y.  10580 
(914) 967-2363 

Tuesday,  September  30,  1980 


Mrs.  Phillip  Ikins,  President,  Mrs.  Edgar  Berry, 
President-Elect,  The  Officers,  Mrs.  Vincent  Geraci, 
Convention  Chairman,  Mrs.  Joseph  Fontanetta  and 
Mrs.  Alfred  Schloss,  Convention  Co-Chairmen  and 
Mrs.  Ahmet  Ozkum,  Convention  Upstate  Coordina- 
tor, extend  to  all  members  and  physicians'  spouses 
an  invitation  to  register  and  attend  all  the  general 
sessions  and  social  functions  at  the  44th  Annual 
Convention. 


Sunday,  September  28,  1980 

10:00  A.M.  Board  of  Directors  Meeting 

1:00  P.M. -4:00  P.M.  Registration  and  Information,  Ballroom 

B Foyer 

7:00  P.M. -8:00  P.M.  Reception  in  honor  of  State  Past 

Presidents 


8:00  A M - 1 1:30  A M.  Registration  and  Information,  Ballroom 
B Foyer 

8:00  A.M. -8:30  A M.  Coffee,  Ballroom  B 
8:30  A.M. -Noon  House  of  Delegates  Reconvenes, 

Ballroom  B 

State  Officers'  Reports 
State  Committee  Transition  Reports 
Report  of  Election  & Tellers 
Committee 
Acknowledgments 
Presentation  of  Awards 
Convention  Credentials  Report 
Installation  of  1980-81  Officers 
Presentation  of  Past  President's  Pin 
Presentation  of  President's  Pin  and 
Gavel 

Inaugural  Address — Mrs.  Edgar 
Berry 
Forecast 
Adjournment 


Monday,  September  29,  1980 


8:00  A.M. -4:00  P.M. 


8:00  A.M. -8:30  A.M. 
8:30  A.M. -12:30  P.M. 


1:30  P.M. -4:30  P.M. 


Registration  and  Information,  Ballroom 

B Foyer 

Coffee,  Ballroom  B 

House  of  Delegates  Opening  Session, 

Ballroom  B 

1 . Greetings 

2.  Keynote  Speaker:  Mrs. 

William  J.  Reardon,  Eastern 
Regional  Vice-President,  AMA 
Auxiliary 

3.  Report  of  1979-80  Nominating 
Committee 

4.  Nominations — 1980-81 
Nominating  Committee 

5.  Nominations — Delegates  to  the 
1981  AMA  A Convention 

6.  Report  of  the  President 

7.  Memorial  Service 

8.  Report  of  Bylaws  & Revisions 
Committee 

House  of  Delegates  Reconvenes, 

Ballroom  B 

County  Reports 

Voting  for  Nominating  Committee 


Wednesday,  October  1,  1980 

9:00  A.M.  Post-Convention  Board  of  Directors 

Meeting 

7:00  P.M.  Reception  and  Dinner  Dance  honoring 

Dr.  G.  Rehmi  Denton,  President, 
Medical  Society  of  the  State  of 
New  York 


Auxiliary  Officers 

Mrs.  Phillip  Ikins,  President,  Onondaga  County 
Mrs.  Edgar  Berry,  President-Elect,  New  York  County 
Mrs.  George  Lim,  First  Vice-President,  Oneida  County 
Mrs.  Walker  Heap,  Second  Vice-President,  Jefferson  County 
Mrs.  Martin  Rabin,  Recording  Secretary,  Suffolk  County 
Mrs.  William  Aikman,  Corresponding  Secretary,  Onondaga 
County 

Mrs.  Joseph  Shanaphy,  Treasurer,  Richmond  County 
Mrs.  Thomas  Quigley,  Assistant  Treasurer,  Richmond  County 

Convention  Committee 

Mrs.  Vincent  Geraci,  Chairman,  Kings  County 
Mrs.  Joseph  Fontanetta,  Co-Chairman,  Kings  County 
Mrs.  Alfred  Schloss,  Co-Chairman,  Queens  County 
Mrs.  Ahmet  Ozkum,  Upstate  Coordinator,  Monroe  County 
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Abstracts 


Fulop,  M.:  Metabolic  acidosis  in  patients  with  alkalemia, 

New  York  State  J.  Med.  80:  1365  (Aug.)  1980. 

When  respiratory  or  metabolic  alkalosis  coexists  with 
metabolic  acidosis,  the  pH  of  the  blood  depends  on  which 
disorder  predominates.  Analyzing  such  mixed  disorders 
is  complicated  because  an  increased  serum  anion  gap, 
which  usually  signifies  the  presence  of  metabolic  acidosis, 
can  be  due  to  alkalemia,  especially  if  accompanied  by  hy- 
perproteinemia.  Recent  reports  have  emphasized  that 
alkalemia  can  increase  the  anion  gap.  Nevertheless,  an 
increased  anion  gap  in  patients  with  alkalemia  may  be  due 
to  coexisting  metabolic  acidosis  rather  than  the  high  blood 
pH.  This  is  illustrated  by  the  findings  in  12  patients  with 
alkalemia  due  to  respiratory  and/or  metabolic  alkalosis, 
who  also  had  keto-  and/or  lactic  acidosis. 

Haddad,  H.  M.:  Endocrine  exophthalmos;  conservative 
management,  New  York  State  J.  Med.  80:  1369  (Aug.) 
1980. 

The  understanding  of  the  pathogenesis  of  endocrine 
exophthalmos,  especially  as  related  to  thyroid-pituitary 
dysfunction  and  orbital  biochemical  changes,  is  important 
for  the  therapeutic  rationale  of  the  disease.  Current 
management  of  endocrine  exophthalmos  should  concen- 
trate on  protecting  and  saving  the  eye — to  alleviate  edema 
and  chemosis,  to  reduce  hemostasis,  to  prevent  corneal 
exposure,  and  to  avoid  surgical  intervention  as  much  as 
possible. 

Smith,  F.  B.:  Alveolar  proteinosis;  atypical  pulmonary 
response  to  injury,  New  York  State  J.  Med.  80:  1372 
(Aug.)  1980. 

Alveolar  proteinosis  appears  to  be  an  atypical  response 
of  the  lung  to  various  types  of  injurious  agents,  rather  than 
a single  disease  entity.  Diagnostic  criteria  involve  the 
morphology  of  the  acellular  material  which  accumulates 
within  otherwise  normal  alveoli,  and  does  not  necessarily 
require  excisional  biopsy  of  lung  tissue.  Superinfection 
is  the  most  common  complication  of  the  condition.  Its 
prognosis  appears  to  be  considerably  more  grave  in  affected 
children  than  in  adults.  Clinical  alveolar  proteinosis  has 
significant  associations  with  both  environmental/occu- 
pational exposures  and  lymphohematogenous  disorders. 
Compositional  analyses  of  the  intra-alveolar  material  and 
tracer  studies  in  clinical  cases  and  experimental  models  of 
the  lesion  indicate  that  neither  simple  overproduction  of 
alveolar  secretions,  nor  increased  permeability  of  alveolar 
capillaries,  can  explain  its  development.  Accumulation, 
dysfunction,  and  disintegration  of  alveolar  macrophages, 
and  physical  and/or  chemical  alterations  of  lung  surfactant 
leading  to  alveolar  stasis,  appear  to  be  involved  in  pro- 
duction of  proteinosis.  Alveolar  proteinosis  is  one  of  the 
few  forms  of  diffuse,  chronic  lung  injury  in  which  the  al 
veolar  macrophage  appears  to  be  the  primary  responder 
to  injury,  rather  than  the  type  I cell,  capillary  endothelial 
cell,  or  cells  of  the  interstitium. 


Ayromlooi,  J.,  Hillis,  T.,  and  Lipsitz,  P.  J.:  Relationship 
of  amniotic  fluid  lecithin  concentration  to  incidence  of 
respiratory  distress;  determined  by  foam  stability  test  with 
amniotic  fluid  phosphatidyl  glycerol  and  creatinine  as 
additional  indexes  of  fetal  pulmonary  maturation,  New 
York  State  J.  Med.  80:  1381  (Aug.)  1980. 

AF  (amniotic  fluid)  samples  (112)  were  obtained  in  the 
third  trimester  of  pregnancy  for  determination  of  lecithin 
concentration  (L)  and/or  the  FST  (foam  stability  test).  In 
78  samples,  simultaneous  determinations  of  lecithin  con- 
centration and  FST  were  done.  In  20  samples,  additional 
determinations  for  the  presence  of  PG  (phosphatidylgly- 
cerol),  absence  of  PI  (phosphatidylinositol)  and/or  creat- 
inine concentration  (C)  were  performed.  Lecithin  con- 
centration showed  a linear  increase  from  the  thirty-third 
to  the  fortieth  week  of  pregnancy  of  1 mg.  per  deciliter 
every  8.4  days  (r  = 0.923).  In  the  presence  of  positive  or 
intermediate  AF,  FST  findings,  no  newborn  developed  the 
RDS  (respiratory  distress  syndrome).  Of  32  samples  with 
negative  FST  findings,  four  newborns  (12.5  percent)  de- 
veloped RDS,  although  the  lecithin  concentration  was 
greater  than  3.5  mg.  per  deciliter.  In  three  of  the  four 
newborns  with  RDS,  the  AF,  creatinine  concentration  was 
2 mg.  per  deciliter.  In  AF  of  two  of  the  three  newborns 
with  RDS,  PG  and  PI  were  present.  This  study  suggests 
that:  (a)  in  the  presence  of  positive  and  doubtfully  positive 
AF,  FST  findngs,  RDS  in  the  newborn  does  not  occur,  (b) 
RDS  in  the  newborn  may  occur  if  the  AF,  lecithin  con- 
centration is  greater  than  3.5  mg.  per  deciliter,  PG  is 
present,  and  creatinine  concentration  is  less  than  2 mg.  per 
deciliter,  and  (c)  the  following  combination  of  AF  tests 
should  be  used  to  ensure  the  birth  of  a newborn  without 
RDS:  lecithin  concentration  is  greater  than  5 mg.  per 
deciliter,  FST  findings  positive  or  PG  present,  PI  prefer- 
ably absent,  and  creatinine  concentration  equal  to  or 
greater  than  2 mg.  per  deciliter. 

Bertrand,  C.  A.,  Benda,  R.  L.,  Dutta,  D.,  Meehan,  W. 
F.,  Moses,  J.  B.,  and  D’Angelo,  R.  J.:  Computer  inter- 
pretation of  electrocardiogram;  using  portable  bedside  unit, 
New  York  State  J.  Med.  80:  1385  (Aug.)  1980. 

EKGs  (electrocardiograms)  were  recorded  at  the  bedside 
using  the  portable  IBM  5880  acquisition  and  analysis 
cart — a three-channel  EKG  machine  with  a microprocessor 
that  records  and  interprets  the  tracings  in  80  seconds,  using 
the  12-lead  Bonner  program.  EKG  tracings  were  done  on 
500  patients,  resulting  in  821  diagnostic  statements;  the 
results  were  reviewed  independently  by  six  cardiologists. 
The  computer  provided  a reliable  separation  of  normal 
from  abnormal  and  was  accurate  in  194  or  196,  or  99  per- 
cent, of  the  tracings  interpreted  by  the  program  as  normal; 
90  percent  of  the  computer-abnormal  statements  were 
correct,  and  additional  statements  were  added  by  the 
cardiologists  in  15  patients. 
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Kirdani,  R.  Y.,  Forshell,  Y.  P.,  Karr,  J.  P„  Murphy,  G. 
P.,  and  Sandberg,  A.  A.:  Prostate  cancer;  plasma  con- 
centrations of  estramustine  phosphate  and  its  metabolites, 
New  York  State  J.  Med.  SO:  1390  (Aug.)  1980. 

Estramustine  phosphate  (Estracyt),  estramustine 
(Estra),  estromustine  (Estro),  estradiol- 17-beta  (E2),  and 
estrone  (Et)  were  determined  in  12  plasmas  from  patients 
receiving  600  mg.  per  square  meter  oral  estramustine 
phosphate  daily  in  three  divided  doses.  Estro  was  present 
in  highest  concentration,  with  a mean  of  362  ng.  per  milli- 
liter, followed  by  estramustine  phosphate,  with  mean  82 
ng.  per  milliliter,  and  then  estra,  with  a mean  of  36  ng.  per 
milliliter.  The  mean  concentration  of  E]  was  162  ng.  per 
milliliter  and  that  of  £•_>  17  ng.  per  milliliter.  Estra  and  EL> 
were  found  in  statistically  significant  higher  amounts  in 
plasma  of  patients  who  were  in  partial  regression  of  pros- 
tate cancer  than  in  plasmas  from  patients  with  progressive 
disease.  Thus,  even  though  the  major  pathway  for  es- 
tramustine phosphate  leads  to  the  formation  of  17-keto 
metabolites,  it  seems  that  the  ability  of  patients  to  generate 
higher  amounts  of  the  17-beta-hvdroxy  metabolites,  that 
is,  estra  and  En,  can  be  correlated  with  the  course  of  the 
disease  as  affected  by  the  therapy. 

Scheinberg,  L.,  Holland,  N.,  Larocca,  N.,  Laitin,  P., 
Bennett,  A.,  and  Hall,  H.:  Multiple  sclerosis;  earning  a 
living,  New  York  State  J.  Med.  80:  1395  (Aug.)  1980. 

In  90  percent  of  all  cases,  MS  (multiple  sclerosis)  strikes 
during  the  most  productive  years  of  employment,  from  15 
to  50  years  of  age.  With  a prevalence  of  60  cases  per 
100,000  population,  there  are  approximately  10,000  cases 
in  New  York  State  alone.  Despite  the  widespread  extent 
and  social  significance  of  MS,  data  concerning  its  impact 
in  areas  such  as  employment  have  been  limited.  Moreover, 
physicians  have  not  regularly  referred  MS  patients  to 
vocational  rehabilitation  agencies.  In  October  of  1979,  the 
Multiple  Sclerosis  Comprehensive  Care  Center  at  Albert 
Einstein  College  of  Medicine  surveyed  some  257  MS  pa- 
tients to  assess  their  vocational  status  and  needs.  Results 
indicated  widespread  unemployment  together  with  un- 
tapped ability  and  willingness  to  work.  Health  profes- 
sionals are  seen  as  crucial  in  reducing  unemployment 
among  MS  patients  by  making  referrals  to  vocational  re- 
habilitation agencies.  Realistic  optimism  and  support, 
communicated  through  the  patient-physician  relationship, 
can  be  a decisive  element  in  the  outcome  of  such  vocational 
rehabilitation  efforts. 
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Nutritional  requirements,  food  and  drink 
preferences  and  habits  of  consumption  and 
elimination  change  throughout  the  life- 
span  Each  of  these  dimensions  of  human 
living  are  influenced  by  biological  status  of 
the  organism  and  the  physical  and  social  en- 
vironment 

Aging  processes  are  present  in  all  people, 
although  they  do  not  necessarily  progress 
at  the  same  rate.  For  example,  the  cells  that 
make  up  the  muscle  mass  of  the  bodydimin- 
ish  in  number  with  advancing  age  At  80 
years  of  age  it  is  estimated  that  one-half  of 
the  muscle  cells  remain  Obviously,  despite 
continuing  physical  exercise,  there  is  a re- 
duction in  muscle  size  and  strength  As 
muscle  cells  disappear,  they  are  replaced  by 
fat  and  fibrous  connective  tissue.  These  cel 
lular  losses  are  not  confined  to  voluntary 
muscles.  In  addition,  there  is  a decline  in 
heart  cells.  The  loss  of  these  cells  from  the 
conduction  system  of  the  heart  frequently 
result  in  cardiac  arrhythmias. 

It  is  estimated  that  the  basic  metabolic 
rate  declines  throughout  the  adult  years 
dropping  some  16%  from  age  30  to  70  years 
The  caloric  requirement  drops  even  more 
because  of  decreased  metabolism  and  the 
reduction  in  exercise  Consequently,  if  our 
body  -weight  is  maintained  over  several  de- 
cades in  late  life,  if  is  attributable  to  the  ac- 
cumulation of  fa)  Therefore,  a gradual  loss 
of  weight  is  desirable  after  the  age  of  60 
years 

Many  changes  are  taking  place  in  late  life 
including  a decline  in  efficiency  of  renal 
function,  a redistribution  of  body  content 
with  a decline  in  protein  and  an  increase  in 
fat,  and  changes  within  the  nervous  system, 
particularly  gradual  loss  of  neurons  within 
the  brain 

Perceptual  Changes  and  Eating 

Perceptual  ability  changes  with  age.  Of 
particular  importance  to  the  eating  and 
drinking  patterns  are  changes  in  hearing 
vision,  taste  and  smell  The  hearing  altera- 
tion lhat  accompanies  the  aging  process  is 
referred  to  as  presbycusis  Presbycusis  is 
characterized  by  an  inability  to  distinguish 
high  frequency  sounds  usually  above  that 
of  the  normal  speech  range  Presbycusis  is 
not  particularly  detrimental  fail  pathologi 
cal  hearing  losses  are  Hearing  is  more  im- 
porlarit  than  vision  in  mainfaining  personal 


ity  integration  and  psychological  adapta- 
tion In  spite  of  hearing  aids,  many  elderly 
people  with  impaired  hearing  are  reluctant 
to  eat  in  public  places  or  at  large  social  af- 
fairs because  they  cannot  enjoy  the  conver- 
sation of  theirdinner  partners  Although  sur- 
rounded by  a multitude  of  people  and  close 
to  friends,  they  often  feel,  and  are  in  actual- 
ity, quite  isolated 

Presbyopia,  the  visual  change  that  accom- 
panies age,  is  familiar  to  all  people,  as  most 
humans  require  glasses  for  reading  and 
close  work  after  the  age  of  60  Presbyopia 
is  the  result  of  the  loss  of  the  ability  of  the 
lens  to  accommodate  to  a near  point  of  vi- 
sion and  can  be  corrected  by  the  use  of  an 
appropriate  lens  In  addition,  in  advanced 
years  vision  is  affected  by  the  slowing  of 
adaptation  to  darkness  and  increased  re- 
quirement for  illumination  The  level  at 
which  light  is  perceived  is  particularly  alter- 
ed in  older  people  Older  people  often  re- 
quire a brighter  light  than  do  young  adults 
to  do  certain  tasks  Because  of  these  visual 
changes,  many  older  people  ob|ect  to  eating 
in  a dimly  lighted  area,  and  many  are  bother- 
ed by  flickering  candlelight  This  makes  it 
difficult  for  many  older  people  to  relax  and 
en|oy  the  romantic  atmosphere  for  dining 
that  is  created  and  enioyed  by  younger 
people 

Taste  and  smell  are  also  altered  by  age 
Most  geriatricians  accept  the  concept  that 
this  is  part  of  the  aging  process  but  this  is 
not  universally  accepted  Some  believe  that 
a decline  in  taste  sensitivity  is  not  the  result 
of  age  but  rather  other  factors  such  as  smok- 
ing habits  and  diseases  Regardless  of  the 
cause,  old  people  do  show  a decline  in  the 
number  of  taste  buds  per  papilla  This  loss 
begins  at  middle  life  and  the  progressive 
change  initially  affects  those  taste  buds  lo- 
cated more  anteriorly  on  the  tongue  with  the 
process  progressing  posteriorly  The  taste 
buds  that  detect  sweet  and  salt  deteriorate 
first,  leaving  those  devoted  to  the  detection 
of  bitter  and  sour  The  overall  number  ol 
papillae  also  decline  with  age.  This  progres- 
sive loss  has  been  offered  as  an  explanation 
for  the  complaint  by  some  older  people  that 
all  food  tastes  bitter  or  sour  (1) 

In  recent  years,  Schiffman  has  added  a 
great  deal  to  our  knowledge  regarding  gus- 
tatory sensations.  She  reports  that  the  abil- 
ity to  identify  foods  while  blindfolded  does 
decline  significantly  with  advancing  age 
Obese  young  adults  are  best  (69%)  at  iden- 
tifying food  when  blindfolded,  while  41%  of 
normal  weight  young  adults  and  only  24%  of 
the  elderly  can  identify  foods  However,  food 
preference  is  a very  complex  mattorand  it  in- 
ludes  not  only  smell  and  taste  but  also 
temperature,  consistency  texture  and  ap- 
pearance 

The  same  investigator  has  devoted  efforts 
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to  determining  the  elderly's  threshold  of 
food  odors  She  has  conducted  very  careful- 
ly designed  studies  and  reports  that  elderly 
persons  have  a considerably  reduced  sensi- 
tivity to  odors  compared  with  young  sub- 
jects In  fact,  the  elderly  were  found  to  re- 
quire a threshold  concentration  of  at  least  1 1 
times  as  great  as  that  for  the  youthful  group 
The  elderly  subjects  were  Caucasian  non- 
smokers  with  a mean  age  of  81  4 years,  while 
the  young  subjects  were  university  students. 
Seventy-five  percent  were  nonsmokers  and 
the  mean  age  was  21  9 years 

This  loss  of  ability  to  detect  odors  has 
been  known  for  some  time  In  a study  of  256 
"normal"  elderly  subjects  with  a mean  age  of 
70  8 years,  only  32%  were  found  to  have  ol- 
factory ability  comparable  to  that  of  a young 
adult  Twenty-five  percent  demonstrated 
slightly  diminished  olfaction,  and  42%  were 
markedly  diminished 

In  1957,  it  was  found  that  over  75%  of  892 
deaths  due  to  domestic  gas  poisoning  were 
of  persons  past  60  years  of  age  It  has  been 
reported  that  over  50%  of  persons  65  years 
of  age  and  over  are  unable  to  smell  domestic 
gas  Many  elderly  individuals  are  aware  that 
they  have  an  increased  threshold  for  coffee 
odor 

Elderly  people  do  complain  about  loss  of 
taste  and  smell  Cohen  and  Gitman  found 
that  38  9%  of  females  and  25  8%  of  males  in  a 
sample  of  elderly  complained  of  a loss  of 
satisfaction  with  taste  and  smell  (2).  The 
most  frequent  complaint  pertained  to  food 
tasting  sour  or  bitter  or  the  dryness  of  the 
food  Schiffman  points  out  that  many  foods, 
especially  vegetables,  have  a bitter  taste  but 
a pleasant  odor,  for  example,  green  pepper 
If  an  elderly  person  experiences  a decline  in 
gustatory  sensation  the  pleasant  odor  of 
green  pepper  would  be  lost  and  the  bitter 
taste  would  remain 

Preferences  and  Habits 
Preferences  and  habits  are  influenced 
throughout  the  life-span  by  the  interaction 
of  physiological  needs  and  sensitivities  and 
changing  social  patterns  (3)  For  example, 
a number  of  observers  believe  that  there  is  a 
physiological  change  affecting  the  sensitiv- 
ity for  sugars  Sugar  sensitivity  increases 
from  early  childhood  through  adolescence 
then  plateaus  in  adulthood  and  finally  de- 
creasesin  late  life  In  a similar  fashion,  the 
sensitivity  for  salty  foods  decreases  in  late 
life  but  more  so  in  males  than  in  females 
Some  elderly  persons  are  aware  that  their 
food  preferences  have  reverted  to  foods 
which  were  associated  with  previous  plea- 
sant life  experiences  These  memories, 
which  influence  food  selection,  are  not  con- 
fined to  childhood  and  often  include  mem- 
ories of  pleasant  experiences  during  young 
and  middle  adulthood  It  is  reasonable  that 
such  a reversion  in  preferences  occurs  be- 


,au«  iui  i Mdi ly  muiviuuais,  iaie  me  is  char- 
acterized by  increased  problems  with  main- 
taining selt-esteem  Food  does  have  sym- 
bolic value  and  reminds  them  ol  rewarding 
axperiences 

Longevity 

The  hope  that  human  lite-span  can  be  sig- 
nificantly extended  and  that  the  vitality  ot 
youth  can  be  retained  seems  to  be  as  strong 
a hope  today  as  it  has  been  in  the  past  The 
existence  of  this  hope  is  a maior  factor  in 
the  marketing  of  many  dietary-vitamin  sup- 
plements and  health  foods  There  is  a realis- 
tic basis  to  this  hope  since  numerous  experi- 
ments in  animals  and.  to  a lesser  extent,  in 
humans  have  demonstrated  that  caloric  in- 
take and  nutritional  balance  do  play  a role  in 
health  maintenance  and  longevity  (4)  Calor- 
ic excesses  are  detrimental  since  the  dan- 
ger of  obesity  cannot  be  denied  It  appears 
that  obesity  is  a greater  danger  to  the  elderly 
man  than  to  the  elderly  woman  (5) 

In  recent  years  there  has  been  a recur- 
rence of  reports  of  groups  of  people  that  in- 
clude a significant  number  of  centenarians 
One  group  lives  in  Vilcabamba  a small  vil- 
lage in  Ecuador  Two  others  are  in  widely 
separated  regions  of  Asia,  the  Hunzukuts 
of  the  Karakurum  Range  in  Kashmir  and  the 
Abkhazians  of  the  Republic  of  Georgia 
USSR  All  live  in  relatively  isolated  moun- 
tain regions  The  cultures  are  primarily 
agrarian,  physical  activity  is  high  family 
ties  are  close  and  wine  and  tobacco  are  used 
without  negative  effects  Longevity  is  attri- 
buted to  genetic  factors  diet  and  work  pat- 
terns 

These  reports  indicate  that  these  unusual- 
ly old  persons  do  adhere  to  certain  nutrition- 
al patterns  They  believe  that  being  over- 
weight and  overeating  are  dangerous  and 
that  continuing  physical  activities  is  vital  to 
life  The  diet  of  the  Abkhazians  is  character- 
ized by  relatively  little  meat  perhaps  once  or 
twice  a week  Fish  is  avoided  and  there  is  a 
preference  for  chicken  A cornmeal  mush 
takes  the  place  of  bread  Goat  cheese  is 
eaten  daily  and  about  two  glasses  of  butter- 
milk are  consumed  each  day  Their  diet  in- 
cludes fresh  fruits  (especially  grapes),  fresh 
vegetables  (including  green  onions,  toma- 
toes. cucumbers,  cabbage,  baby  lima  beans) 
and  large  quantities  of  garlic  Few  Abkha- 
sians smoke  They  drink  neither  coffee  nor 
tea.  but  almost  everyone  drinks  dark  wine 
of  high  alcoholic  content  It  is  of  interest  to 
note  that  in  many  societies,  garlic  is  looked 
upon  as  a very  healthful  food  that  adds  to 
longevity 

However,  one  should  be  aware  that  the 
distinguished  Russian  scientist  Medvedev 
(6)  does  not  accept  the  reliability  of  the  ad- 
vanced years  claimed  by  the  elderly  Abkaha- 
sians  of  the  Caucasus  American  investiga- 
tors have  also  concluded  that  the  ages  of  the 
elderly  in  Vilcabamba  are  greatly  exaggerat- 
ed (7). 

Bodily  Functions.  Legitimate  Concern 
or  Hypochondriasis? 

Studies  of  elderly  "normal " subjects  living 
in  the  community  confirm  the  clinical  im- 
pression that  there  is  a significant  increase 
in  hypochondriacal  reactions  that  is.  an 


anxious  preoccupation  with  bodily  func- 
tions This  is  more  likely  to  occur  in  women 
belwen  the  ages  of  60  to  70  years  This  in- 
creased concern  with  the  functions  of  the 
body  is  the  result  of  an  interaction  between 
the  realistic  recognition  of  age  changes,  an 
increase  in  social  stress  and  personal  losses, 
and  a decline  in  social  opportunities  thal 
serve  as  a source  of  supplies  lor  maintain- 
ing self-esteem  Such  hypochondriacal  re- 
actions often  undergo  what  appear  to  be 
spontaneous  remissions  as  the  .stressful 
factors  decline  and  useful  coping  measures 
are  developed  (8)  Hence,  it  is  understand- 
able that  lood  preferences  are  very  much  in- 
fluenced by  real  or  imaginary  connections 
between  the  selection  of  lood  and  drink  and 
the  response  of  their  bodies 

The  condition  of  the  mouth  is  a problem, 
by  the  time  Americans  have  achieved  the  age 
of  65.  50%  have  lost  all  ol  their  teeth  This 
percentage  increases  to  66%  by  the  age  of 
75  Ill-fitting  dentures  become  an  increased 
problem  with  advancing  age  Hard  and 
sticky  lood  are  avoided  by  the  elderly 

There  are  a number  of  aging  alterations 
that  affect  the  gastrointestinal  system,  in- 
cluding the  reduction  ol  secretion  by  the  di- 
gestive glands  and  absorption  In  many  eld-r 
erly  persons,  there  is  a change  in  the  peris- 
taltic waves  ol  the  esophagus  and  there  is  a 
significant  annoying  delay  ol  esophageal 
emptying  This  pattern  is  called  presbyeso- 
phagasus"  (9)  Chronic  atrophic  gastritis 
occurs  in  as  many  as  25%  of  the  elderly  Al- 
though relatively  few  gastric  ulcers  develop 
after  the  age  of  60.  the  recurrence  or  persis- 
tence of  ulcers  in  the  elderly  can  be  a dis- 
tressing problem  interfering  with  proper  nu- 
trition 

Constipation  is  a common  complaint  in 
the  elderly  as  is  laxative  abuse  The  older 
person  is  often  annoyed  by  flatulence  and 
will  avoid  foods  considered  to  produce  the 
condition  It  is  not  unusual  for  elderly  people 
to  avoid  orange  juice  or  grapefruit  juice  as 
it  produces  gastric  distress  For  the  same 
reason,  large  numbers  will  shift  from  coffee 
to  tea  The  frequency  and  type  of  bowel 
movements  receive  a great  deal  of  attention 
by  the  elderly  This  is  in  a large  measure 
explained  by  their  general  increased  atten- 
tion to  their  bodily  functions  and  the  general 
belief  that  each  person  must  have  regular 
bowel  movements 

Preparation  and  Serving  of  Food 

If  the  elderly  should  reside  in  a nursing 
home  or  institution  for  the  aged,  it  is  imper- 
ative that  the  dietitian  and  administrator 
responsible  for  the  preparation  and  serving 
of  food  be  aware  of  the  physiological  and 
pathological  changes  accompanying  old 
age  Preparation  of  easily  chewed  and  swal- 
lowed foods  which  maintain  their  individual- 
ity for  those  endentulous  residents  is  impor- 
tant Assistance  in  cutting  meat,  buttering 
bread  or  other  tasks  difficult  for  the  weak 
and  unsteady  hands  of  the  elderly  are  wel- 
comed when  given  in  an  unobtrusive,  help- 
ful manner  Elderly  persons  frequently  push 
food  against  the  side  of  their  plate  when 
loading  the  spoon  or  fork  Thus  the  depth 
of  plates  is  important  Lightweight  mugs 


are  often  easier  to  handle  than  a cup  or  sau- 
cer and  encourage  adequate  fluid  intake 
The  process  of  eating  is  often  a social  event 
Therefore  people  should  be  able  to  sit  com- 
fortably. eat  at  their  own  pace  and  have  the 
opportunity  for  conversation  after  meals 
Patient  morale  has  been  shown  to  improve 
markedly  by  the  addition  of  beer  and  wine  to 
the  routine  of  the  nursing  home  or  chronic 
care  unit  While  alcohol  is  generally  consid- 
ered a sedative,  observations  have  shown 
that  its  availability,  particularly  as  beer  and 
wine,  increase  conversation  and  social  inter- 
action when  used  in  moderation  It  also  in- 
creases the  intake  of  food  However,  con- 
sumption must  be  carefully  controlled  as  al- 
coholism can  be  a problem  in  later  life  due  to 
the  inability  of  some  individuals  to  recall  how 
much  they  have  consumed  or  to  the  use  of 
alcohol  as  a relief  from  the  stress  of  late  life 
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Medical  Meetings 


Second  annual  meeting 

The  second  annual  meeting  of  the  American  Pain  Soci- 
ety will  be  held  September  5 to  7 in  New  York  City. 

For  information  write  to:  Dr.  W.  Crawford  Clark,  De- 
partment of  Psychiatry,  Columbia  University,  722  West 
168th  Street,  New  York,  New  York  10032. 

AMA  schedules  annual 
occupational  health  congress 

The  40th  Annual  Congress  on  Occupational  Health  of 
the  American  Medical  Association  will  be  held  September 
11-12  in  Salt  Lake  City. 

The  Congress  will  be  held  in  cooperation  with  the  Rocky 
Mountain  Center  for  Occupational  and  Environmental 
Health  at  the  University  of  Utah  and  the  LJtah  State 
Medical  Association. 

“Perspectives  in  the  80s,”  will  be  the  theme  of  the  Con- 
gress. 

“With  the  advent  of  the  new  decade,  we  felt  it  appro- 
priate to  address  issues  that  will  undoubtedly  receive  major 
attention  in  the  80s,”  said  Jermyn  F.  McCahan,  M.D.,  the 
AMA’s  Associate  Director  responsible  for  occupational 
health  programs. 

Topics  to  be  studied  include: 

Whether  the  Occupational  Safety  and  Health  Admin- 
istration (OSHA)  can  weather  the  storms  of  criticism  and 
political  unrest  to  fulfill  its  mandate, 

Satisfy  energy  needs  without  endangering  or  com- 
promising human  health  and  the  environment, 

The  biological  hazards  of  new  fibers,  and 

Whether  reproductive  impairment  must  he  a condition 
of  employment. 

Oeneral  program  chairman  is  William  N.  Rom,  M.D. 
Keynote  address  will  be  presented  by  Arthur  C.  Upton, 
M.D.,  on  “Preventive  Medicine  in  the  Workplace — Pros- 
pects for  the  1980s.”  Other  speakers  will  cover  such  topics 
as  anemia  in  refinery  workers,  blood  disorders  related  to 
occupation,  new  problems  in  occupational  respiratory 
disease,  the  energy  outlook,  coal  mining,  uranium  mining 
and  milling,  electrical  power  plants,  synthetic  fuels,  work 
hazards  of  energy  production.  Additional  subjects  will  be 
fibers  as  emerging  occupational  health  problems,  mental 
health,  medical  and  ethical  concern  in  the  workplace,  and 
legal  and  political  concerns. 

Sessions  will  be  held  at  the  Salt  Lake  Hilton  Hotel. 
Further  information  on  the  Congress  is  available  from 
Department  of  Environmental,  Public  and  Occupational 
Health,  American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  1L  60610 

Genetics  in  clinical  oncology 

“Genetics  in  Clinical  Oncology”  will  be  presented  by  the 
Laboratory  of  Genetics,  Department  of  Pathology,  Me- 
morial Hospital,  New  York  City,  in  cooperation  with  the 

Material  lor  inclusion  in  the  medical  meetings  sect  ion  must  he 
received  eight  weeks  prior  to  publication  date 


New  York  City  Division,  American  Cancer  Society,  Sep- 
tember 22  and  23.  This  continuing  medical  education 
activity  meets  the  criteria  for  15  credit  hours  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  provided  it  is  used  and  completed  as 
designated. 

Applications  should  be  submitted  as  soon  as  possible. 

Additional  information  can  be  obtained  from:  R.  S.  K. 
Chaganti,  Ph.D.,  Laboratory  of  Genetics,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases,  1275  York  Avenue, 
New  York,  New  York  10021. 

Conference 

The  Center  for  the  Study  of  Aging  presents  the  8th  An- 
nual Fitness  After  Fifty  conference  on  “Exercise  for  Dy- 
namic Movement  and  Aerobic  Conditioning”  which  will 
be  held  September  26,  27,  and  28, 1980,  at  the  Institute  on 
Man  and  Science,  Rensselaerville,  N.Y.  This  weekend 
conference  with  national  authorities  in  exercise  and  aging 
is  dedicated  to  improve  the  quality  of  life  and  lifestyles 
through  exercise,  rehabilitation,  physical  and  mental  ill- 
ness, and  holistic  health. 

Faculty  includes  Hans  Kraus,  M.D.,  New  York  Univer- 
sity School  of  Medicine;  Everett  L.  Smith,  Ph.D.,  Univer- 
sity of  Wisconsin;  Larry  A.  Bjurstrom,  Ph.D.,  New  York 
State  Education  Department;  Raymond  Harris,  M.D., 
Albany  Medical  College;  Barbara  A.  Gowitzke,  Ph.D., 
McMaster  University;  Ruth  Bender  and  others. 

Cooperating  agencies  include  the  President’s  Council 
on  Physical  Fitness  and  Sports,  the  American  Geriatric 
Society,  the  National  Graduate  University,  the  Institute 
on  Man  and  Science,  and  the  National  Council  on 
Aging. 

Continuing  medical  education  credits  will  be  offered  for 
physicians,  nursing  home  administrators,  physical  thera- 
pists, and  others.  Registration  is  limited  and  inquiries 
should  be  directed  to:  Sara  Harris,  Executive  Director; 
Center  for  the  Study  of  Aging;  706  Madison  Avenue;  Al- 
bany, New  York  12208;  Telephone  (518)  465-6927  or 
462-1331. 

AMA  schedules 
Kansas  City  meeting 

A three-day  American  Medical  Association  theme 
meeting,  “Drugs  in  Medical  Practice,”  will  be  held  Sep- 
tember 27-29  in  Kansas  City,  Mo.  (Crown  Center 
Hotel). 

The  meeting  will  be  co-sponsored  by  the  American  So- 
ciety of  Clinical  Pharmacology  and  Therapeutics. 

The  AMA  in  1980  launched  the  new  concept  of  the 
“Theme  Meeting.”  Each  meeting  centers  on  one  clinical 
theme  organized  around  a disease,  an  organ  system,  or  a 
group  of  related  t reatments. 

Organized  by  the  AMA’s  Council  on  Continuing  Physi- 
cian Education,  successor  to  the  former  Council  on  Sci- 
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entific  Assembly,  the  meetings  offer  new  and  clinically 
relevant  information  on  a given  medical  area  for  both  the 
specialist  and  the  primary  care  physician.  The  first  theme 
meeting  was  held  this  spring  in  Los  Angeles,  on  coronary 
artery  disease. 

A unique  feature  of  this  meeting  is  that  physicians  of 
most  specialties  will  have  an  opportunity  to  select  relevant 
lectures  and  workshops,  since  several  are  scheduled  si- 
multaneously on  different  classes  of  drugs.  Much  of  the 
meeting  time  will  be  devoted  to  workshops  where  the 
physician  will  be  given  demonstrations  and  one-on-one  or 
small-group  discussions  of  specific  problems. 

Physicians  attending  the  Kansas  City  meeting  will  study 
the  use  of  drugs  to  cope  with  such  areas  as  heart  irregu- 
larities, anxiety  and  depression,  infectious  disease,  high 
blood  pressure,  diabetes,  kidney  disease,  convulsive  dis- 
orders, headache,  healt  h problems  of  older  persons,  blood 
fats,  relief  of  pain  and  backache. 

Faculty  will  include  experts  in  the  various  study  areas 
from  Ohio,  Pennsylvania,  California,  Oklahoma,  Minne- 
sota, West  Virginia,  Illinois,  Texas,  and  Massachusetts. 

Program  director  is  Donald  G.  Vidt,  M.D.,  head  of  the 
clinical  section  of  the  Department  of  Hypertension  and 
Nephrology,  Cleveland  Clinic  Foundation,  Cleveland, 
Ohio. 

Further  information  on  the  Kansas  City  theme  meeting 
is  available  from  the  Department  of  Scientific  Assembly, 
American  Medical  Association,  535  N.  Dearborn  St.,  Chi- 
cago, 111.  60610 

Symposium  on  amebiasis 

The  Committee  on  Public  Health  of  the  New  York 
Academy  of  Medicine  will  sponsor  a symposium  on  ame- 
biasis from  2:00  p.m.  to  5:00  p.m.,  on  Wednesday,  October 
29,  1980,  at  the  Academy  (103rd  Street  and  Fifth  Av- 
enue). 

The  program  is  entitled,  “Amebiasis — A New  Look  at 
an  Old  Disease,”  and  will  feature  eight  distinguished  au- 
thorities from  the  public  health  field  and  the  academic 
community. 

The  incidence  of  amebiasis  has  increased  dramatically 
in  New  York  City  and  other  areas  of  the  United  States  in 
recent  years.  In  1972  there  were  fewer  than  1,000  cases 
reported  in  New  York  City.  By  1978,  the  number  had  al- 
most doubled  to  1,875.  The  reasons  for  this  increase  are 
complex  and  stem  from  a variety  of  new  epidemiological 
phenomena. 

The  symposium,  which  is  designed  for  practicing  phy- 
sicians, will  examine  the  epidemiological  characteristics 
of  amebiasis  in  New  York  City  at  the  present  time,  review 
some  of  the  basic  clinical  characteristics  of  the  disease,  and 
present  up-dated  information  on  treatment  regimes. 

Speakers  on  the  program  include:  Dickson  Despom- 
mier,  Ph.D.;  Yehudi  M.  Felman,  M.D.;  Tibor  Fodor,  M.D.; 
Pascal  James  Imperato,  M.D.;  Fidelio  A.  Jimenez,  M.D.; 
Thomas  C.  Jones,  M.D.;  B.  H.  Kean,  M.D.;  John  S.  Marr, 
M.D.;  Michael  Kenney,  M.D.;  and  Joseph  Post,  M.D. 

The  program  has  been  approved  for  three  hours  of 
Category  I credit  for  the  Physicians  Recognition  Award  of 
the  A.M.A.  No  advance  registration  is  required,  and  the 
program  is  open  without  fee  to  members  of  the  medical  and 
allied  health  professions. 

For  further  information  contact:  Maurice  E.  Shils, 

M.D.,  Sc.D.,  Executive  Secretary,  Committee  on  Public 
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Health,  New  York  Academy  of  Medicine,  New  York,  N.Y. 
10029,  telephone  (212)  876-8200. 

Three-day  theme  meeting 

The  AMA  Council  on  Continuing  Physician  Education 
has  developed  a new  three-day  Theme  Meeting,  in  addition 
to  continuing  its  successful  agenda  of  regional  physician 
education  meetings.  The  subject  matter  at  the  meetings 
is  multidisciplinary  and  of  value  and  interest  to  most 
medical  practices. 

The  regional  meeting  for  New  York  will  be  held  at  the 
New  York  Hyatt,  November  14  to  16.  The  theme  will  be 
“Drugs  in  Medical  Practice,  1981:  A Critical  Review”  and 
workshops  which  are  co-sponsored  by  the  American  Soci- 
ety of  Clinical  Pharmacology  and  Therapeutics. 

Ninth  annual  meeting 

The  ninth  annual  meeting  of  The  American  Association 
of  Gynecologic  Laparoscopists  on  “Clinical  Symposium  on 
Gynecologic  Endoscopy”  will  be  held  November  18  to  23, 
at  the  Hyatt  Regency  New  Orleans,  New  Orleans,  Louisi- 
ana. The  latest  in  gynecological  endoscopic  instrumen- 
tation, technical  methodology,  research,  and  new  advances 
will  be  presented. 

For  information  regarding  registration,  please  contact: 
Jordan  M.  Phillips,  M.D.,  Chairman  of  the  Board,  11239 
S.  Lakewood  Boulevard,  Downey,  California  90241;  tele- 
phone: (213)  862-8181. 

Five  postgraduate  courses 

The  American  College  of  Chest  Physicians  will  feature 
five  postgraduate  courses  during  its  46th  Annual  Scientific 


Assembly.  This  five-day  medical  meeting  will  be  held  at 
the  Sheraton  Boston  Hotel/Hynes  Auditorium  Convention 
Center  in  Boston,  Massachusetts,  October  26-30,  1980. 
Four  programs  will  be  presented  on  Sunday,  October  26th 
and  the  fifth  program  will  convene  on  Tuesday,  October 
28th.  All  five  programs  will  be  held  at  the  Sheraton  Boston 
Hotel. 

For  further  information,  please  contact:  Department 
of  Education,  American  College  of  Chest  Physicians,  911 
Busse  Highway,  Park  Ridge,  II.  60068. 

United  States — Canadian 
Division  of  the  International 
Academy  of  Pathology 

The  Seventieth  Annual  Meeting  of  the  United 
States — Canadian  Division  of  the  International  Academy 
of  Pathology  will  be  held  at  the  Palmer  House  in  Chicago, 
Illinois,  from  Monday  morning,  March  2 through  Friday 
evening,  March  6,  1981.  The  Maude  Abbott  Lecture  en- 
titled “The  Impact  on  Time  on  the  Diagnosis  and  Treat- 
ment of  Cancer:  1936-1981,”  will  be  delivered  by  Dr. 
Lauren  V.  Ackerman  on  Tuesday,  March  3. 

Scientific  papers,  poster  sessions,  12  specialty  confer- 
ences, and  50  short  courses  are  scheduled.  A special  course 
will  be  offered  on  “Immunopathologic  Techniques  in  Di- 
agnostic Pathology,”  with  Dr.  Robert  T.  McCluskey  as 
course  director.  The  long  course  will  be  on  “The  Inflam- 
matory Process  and  Infectious  Disease,”  with  Drs.  Guido 
Majno  and  Ramzi  Cotran,  course  directors. 

Further  information  about  the  meeting  and  courses  may 
be  obtained  from  Dr.  Nathan  Kaufman,  Secretary-Trea- 
surer,  United  States — Canadian  Division  of  the  Interna- 
tional Academy  of  Pathology,  1003  Chafee  Avenue,  Au- 
gusta, Georgia,  30904;  telephone  (404)  724-2973. 


Annotations  of  Books  Received* 


BIOLOGICAL  CHEMISTRY 

Basic  Biochemistry.  Fourth  edition.  By  Max  E.  Raf- 
elson,  Jr.,  Ph.D.,  James  A.  Hayashi,  Ph.D.,  and  Anatoly 

' Books  rereived  for  review  fire  acknowledged  promptly  in  this 
column.  No  other  ohligat  ion  is  assumed  for  the  courtesy  of  t hose 
sending  them  foi  thit  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Bezkorovainy,  Ph.D.  New  York,  Macmillan  Publishing 
Co.,  Inc.,  1980.  Illustrated,  418  pages.  Softcover, 
$14.95. 

Introductory  textbook  for  the  life-sciences  and  allied 
disciplines,  updated. 
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Medical  News 


Are  you  an  artist? 

Are  you  an  artist  as  well  as  a physician?  And  it  so,  there 
is  an  annual  art  exhibit  of  national  calibre,  strictly  for 
doctors  who  are  artists. 

It’s  the  American  Physician’s  Art  Association  an  or- 
ganization now  in  its  43rd  year.  It  meets  annually  with  the 
Southern  Medical  Association  and  presents  its  yearly  ex- 
hibit. The  APAA  has  nearly  500  members  across  the 
country. 

In  1980  the  SMA  meets  in  San  Antonio,  Texas,  from 
November  16-19. 

All  physicians  who  work  in  the  fields  of  painting, 
sculpture,  photography,  graphic  arts,  design,  and  creative 
crafts  are  encouraged  to  join  the  APAA  to  submit  entries 
for  the  November  exhibit. 

The  annual  exhibit  is  always  of  top  rank  quality  with 
professional  arranging  and  hanging  of  the  art  works. 
Qualified  judges  each  year  award  prizes  in  the  following 
categories: 

Oil  and  acrylics  (classical  and  modern),  water  color, 
sculpture,  arts  and  crafts,  photography  and  graphics. 
Each  category  has  a first,  second,  and  third  prize.  In  ad- 
dition, special  masters  awards,  honorable  mention,  and 
best  of  show  are  also  given.  There  is  consideration  for 
advanced  and  beginning  artists. 

Membership  is  open  to  all  physicians.  Southern  Med- 
ical Association  Membership  is  not  required.  Those  in- 
terested should  write  to:  Milton  S.  Good.  M.D.,  Treasurer, 
APAA,  610  Highlawn  Avenue,  Elizabethtown,  Pa. 
17022. 

Runners  warned  of  health 
hazard  from  rubber  cement 

A common  practice  of  marathon  runners  to  cushion 
blistered  feet — use  of  rubber  cement — may  cause  anemia, 
says  a report  in  an  American  Medical  Association  publi- 
cation. 

Physicians  are  becoming  more  aware  of  the  unique 
medical  problems  seen  in  long-distance  runners,  including 
joggers’  nipples,  bone  spurs,  joggers’  petechiae  (red  spots 
caused  by  bleeding  under  the  skin  surface),  penile  frostbite, 
and  assorted  sprains,  blisters,  and  other  muscle  and  bone 
injuries,  says  a report  in  the  current  Archives  of  Internal 
Medicine. 

Blistering  of  the  feet  is  common  in  marathon  runners. 
To  combat  this  problem,  runners  use  a variety  of  methods 
to  toughen  their  feet,  including  spraying  them  with  tincture 
of  benzoin  solution.  Once  the  feet  have  become  blistered, 
adhesive  tape  is  used  over  the  raw  areas  while  running. 
Some  runners  use  rubber  cement  containing  benzene  to 
further  cushion  the  blistered  spot  and  keep  the  tape  in 
place,  says  the  report  from  a Minneapolis  research 
group. 

The  researches  relate  experience  in  treating  a 26-year- 
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old  male  marathon  runner  who  first  noticed  symptoms  of 
extreme  fatigue,  muscle  cramps,  and  easy  bruising  while 
participating  in  the  New  York  Marathon.  The  symptoms 
became  worse  during  the  Boston  Marathon  of  1978,  and 
physicians  then  determined  that  he  was  suffering  from 
anemia. 

Aplastic  anemia  has  been  reported  after  exposure  to 
many  drugs  and  toxins,  including  benzene,  the  physicians 
point  out.  The  rubber  cement  used  by  the  runner  to  ease 
the  pain  of  severe  blisters  contained  benzene.  He  had  used 
rubber  cement  for  at  least  a year  during  daily  two-hour 
training  runs. 

The  rubber  cement  was  spread  over  the  foot  area  that 
was  denuded  of  skin,  then  held  in  place  by  an  adhesive 
bandage,  thus  enhancing  absorption  of  the  substance  into 
the  system. 

The  report  points  out  that  it  is  not  possible  to  definitely 
blame  the  rubber  cement  for  the  anemia,  but  no  other 
cause  was  apparent. 

The  report  is  by  G.  David  Roodman,  M.D.,  of  the  Uni- 
versity of  Minnesota  Hospitals,  and  Eugene  P.  Reese,  Jr., 
M.D.,  and  Joseph  M.  Cardamone,  M.D.,  of  the  University 
of  Minnesota  Medical  School.  Dr.  Reese  is  now  with  the 
Jackson  (Tenn.)  Clinic  Professional  Association. 

Call  for  abstracts 

The  program  committee  for  the  38th  annual  meeting  of 
the  American  Psychosomatic  Society,  to  be  held  at  the 
Hyatt  Regency,  Cambridge,  Massachusetts,  March  26  to 
29,  1981,  invites  abstracts  of  original  work  to  be  considered 
for  presentation. 

The  committee  would  like  contributions  from  the  entire 
spectrum  of  the  basic  and  clinical  sciences  related  to  psy- 
chosocial issues  in  the  psychosomatic  area,  in  the  broadest 
sense  of  the  word.  The  deadline  for  submission  is  No- 
vember 14,  1980. 

Chairman  of  the  program  committee  is  Franz  Reichs- 
man,  M.D.,  and  the  address  is  Psychosomatic  Medicine, 
265  Nassau  Road,  Roosevelt,  N.Y.  11575;  telephone  (516) 
379-0191. 

Career  development  award 
in  diabetes  research 

The  Juvenile  Diabetes  Foundation  announces  the 
availability  of  career  development  awards  in  diabetes  re- 
search for  the  funding  year  July  1,  1981  to  June  30,  1982. 
Applications  may  be  obtained  from  Grant  Administrator, 
Juvenile  Diabetes  Foundation,  23  East  26th  Street,  New 
York,  N.Y.  10010;  telephone  (212)  889-7575. 

Candidates  must  have  a doctoral  degree  with  approxi- 
mately four  to  seven  years  postdoctoral  clinical  and/or 
research  experience  by  the  beginning  of  the  award.  The 
award  has  a three-year  term  with  annual  review.  Salary 
for  one  year  is  up  to  $35,000.  Completed  applications  must 
be  postmarked  not  later  than  October  1,  1980. 
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RPMI  researcher  says  extension  of  cytosine 
arabinoside  regimen  has  potential 
clinical  advantage 

Extension  of  cytosine  arabinoside  administration  from 
seven  to  ten  days  among  46  previously  untreated  acute 
nonlymphocytic  leukemia  patients  resulted  in  an  increase 
in  the  antileukemic  potency  of  the  original  7 + 3 (ara  C plus 
adriamycin)  regimen,  report  researchers  at  RPMI  (Roswell 
Park  Memorial  Institute). 

The  extension  has  resulted  in  an  increase  in  the  potency 
of  chemotherapy  with  almost  all  patients  who  enter  re- 
mission status  doing  so  with  a single  course  of  chemo- 
therapy, according  to  Harvey  D.  Preisler,  M.D.,  deputy 
chief  of  Medical  Oncology  Department  at  Roswell  Park. 

Roswell  Park  is  the  New  York  State  Health  Depart- 
ment’s comprehensive  cancer  center. 

Of  the  33  patients  treated  with  the  ten-day  regimen  who 
entered  complete  remission  status,  31  did  so  after  a single 
course  of  chemotherapy.  By  contrast,  of  the  24  remissions 
attained  with  the  seven-day  regimen,  seven  were  subse- 
quent to  two  courses  of  remission-induction  therapy. 

He  said  the  10  + 3 administration  has  a potential  clinical 
advantage  over  other  regimens  in  that  patients  enter  re- 
mission after  a shortened  time,  thus  decreasing  the  mor- 
bidity associated  with  prolonged  panyctopenia. 

“It  is  possible  that  the  increase  in  the  intensity  of  re- 
mission-induction therapy  will  also  result  in  fewer  residual 
leukemia  cells  once  remission  is  achieved,  thus  leading  to 
longer  periods  of  remission  and  survival,”  said  Dr.  Preis- 
ler. 

The  study,  done  in  colloboration  with  the  Department 
of  Medicine,  University  of  Manitoba,  Winnipeg,  Canada, 
and  private  physicians  in  Buffalo,  San  Diego,  California, 
and  Schenectady,  N.Y.,  was  published  in  the  journal, 
Medical  and  Pediatric  Oncology. 

Brooklyn  Pediatric  Society 

The  officers  of  the  Brooklyn  Pediatric  Society  for  1980 
to  1981  are:  president — Jerome  Tepperberg,  M.D.; 

vice-president — Leonard  J.  Mogilner,  M.D.;  secretary — 
Erlinda  C.  Roldan,  M.D.;  treasurer — Henry  A.  Schaeffner, 
M.D.;  members  of  the  executive  committee — Ira  Wallace 
Leibner,  M.D.,  Felix  Feldman,  M.D.,  Harold  Ratner,  M.D., 
Sophie  Chang,  M.D.,  and  Harley  Gordon,  M.D. 

Postdoctoral  fellowships 
in  diabetes  research 

The  Juvenile  Diabetes  Foundation  announces  the 
availability  of  postdoctoral  fellowships  in  diabetes  research 
for  the  funding  year  July  1,  1981  to  June  30, 1982.  Appli- 
cations may  be  obtained  from:  Grant  Administrator,  Ju- 
venile Diabetes  Foundation,  23  East  26th  Street,  New 
York,  N.Y.  10010. 

The  applicant,  by  the  beginning  of  the  period  of  support 
sought,  must  have  a doctoral  degree  or  the  equivalent  from 
an  accredited  institution  and  shall  not  be  simultaneously 
serving  an  internship  or  residency.  Completed  applica- 
tions must  be  postmarked  not  later  than  October  1, 
1980. 

American  College  of  Physicians 

Stuart  Bondurant,  M.D.,  F.A.C.P.,  Chapel  Hill,  N.C., 
was  elected  president  of  the  American  College  of  Physi- 


cians at  the  61st  annual  session.  In  addition  to  President 
Bondurant,  the  College  officers  who  will  serve  until  the 
62nd  annual  meeting  in  Kansas  City,  Missouri,  April  6 to 
9,  1981  are:  President-elect  Thomas  F.  Frawley,  M.D., 
F.A.C.P.,  St.  Louis,  Mo.,  and  Vice  President  Wallace  N. 
Jensen,  M.D.,  F.A.C.P.,  Albany  N.Y.  Serving  five-year 
terms  are:  Treasurer  Edward  J.  Stemmier,  M.D., 

F.A.C.P.,  Philadelphia,  and  Secretary-General  Julius  E. 
Stolfi,  M.D.,  F.A.C.P.,  Brooklyn,  N.Y.  Robert  H.  Moser, 
M.D.,  F.A.C.P.,  Philadelphia,  is  ACP  Executive  Vice 
President. 

Among  the  401  new  Fellows  elected  at  the  session  are: 
New  York  Downstate  I.  Bronx — Neal  E.  Flomenbaum, 
M.D.,  Stephan  L.  Kamholz,  M.D.,  Philip  D.  Lief,  M.D.,  and 
Kenneth  L.  Pinsker,  M.D.  Hartsdale— Maxwell  M.  Chait, 
M.D.,  Mark  A.  Fialk,  M.D.,  and  Richard  M.  Gilbert,  M.D. 
Monsey — Arthur  M.  Small,  M.D.,  New  York — Richard 
S.  Bockman,  M.D.,  Charlotte  Cunningham-Rundles,  M.D., 
Leonard  G.  Dauber,  M.D.,  Glenda  J.  Garvey,  M.D.,  Allan 
Gibofsky,  M.D.,  Roland  H.  Mertelsmann,  M.D.,  Lynn  H. 
Ratner,  M.D.,  and  Donald  A.  Smith,  M.D.  Scarsdale — A. 
Philippe  Chahinian,  M.D.,  Jose  Meller,  M.D.,  and  William 
J.  Schneider,  M.D. 

New  York  Downstate  II:  Brooklyn — William  F.  Erber, 
M.D.,  Muthuswamy  Krishnamurthy,  M.D.,  Sundaram 
Raju,  M.D.,  Warren  B.  Shapiro,  M.D.,  and  Peter  R.  Smith, 
M.D.  East  Meadow — Syed  N.  Asad,  M.D.  Jamaica  — 
Hans  W.  Grunwald,  M.D.  Lynbrook — Edward  J. 
Hotchkiss,  M.D. 

Manhasset — Marvin  J.  Tenenbaum,  M.D.  Mel- 
ville— Irwin  Ingwer,  M.D.  Mineola — Burke  A.  Cunha, 
M.D.  New  Rochelle— William  M.  Bisordi,  M.D. 
Patchogue — Dorothy  S.  Lane,  M.D.  Rockville  Centre — 
Richard  A.  Lipton,  M.D. 

New  York  Upstate:  Albany — Melvin  J.  Steinhart,  M.D. 
Batavia — Keun  C.  Oh,  M.D.  Cooperstown — Gary  S. 
Hoffman,  M.D.,  David  S.  Pratt,  M.D.,  and  Gary  A.  Weaver, 
M.D.  Rochester — James  K.  Brennan,  M.D.,  Carl  R. 
Magnussen,  M.D.,  Charles  H.  Packman,  M.D.,  and  Norbert 
J.  Roberts,  Jr.,  M.D.  Syracuse — Amolak  Singh,  M.D. 
Williamsville — K.  L.  Parthasarathy,  M.D. 

Here  and  there 

Elected:  Samuel  M.  Gelfand,  M.D.,  of  Freeport,  has  been 
elected  president  of  the  Nassau  County  Medical  Society 
. . . Gerald  P.  Murphy,  M.D.,  director,  Roswell  Park  Me- 
morial Institute,  has  been  elected  vice-president  of  the 
Society  of  Surgical  Oncology  . . . Asa  P.  Ruskin,  M.D.,  has 
been  elected  president  of  the  New  York  Society  of  Physical 
Medicine  and  Rehabilitation. 

Honored:  Robert  Turell,  M.D.,  of  New  York  City,  was 
awarded  the  highest  honor  of  the  Medical  Alumni  Asso- 
ciation of  the  Wisconsin  Medical  Alumni  Association,  Inc., 
the  Distinguished  Alumni  Citation  for  1980. 

Installed:  Roger  W.  Steinhardt,  M.D.,  of  New  York  City, 
as  president  of  the  New  York  County  Medical  Society. 

Named:  Elliot  F.  Ellis,  M.D.,  chairman  of  the  State 

University  at  Buffalo’s  Department  of  Pediatrics,  has  been 
named  the  Clemens  von  Piquet  Award  Lecturer  for  his 
contributions  to  the  field  of  allergy  and  immunology. 

The  award  is  given  annually  by  the  International  Center 
of  Interdisciplinary  Studies  of  Immunology,  the  Pediatric 
Pulmonary  Center  and  Department  of  Pediatrics  at 
Georgetown  University  School  of  Medicine  and  the 
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INTERFERON 

Interferon  and  Interferon  Inducers:  Clinical  Appli- 
cations. Edited  by  Dale  A.  Stringfellow.  New  York, 
Marcel  Dekker,  Inc.,  1980.  Hardcover,  329  pages.  Price, 
$39.50. 

Promising  approaches  to  clinical  application  of  inter- 
feron. 

ADOLF  HITLER 

The  Medical  Casebook  of  Adolf  Hitler:  His  Illnesses, 
Doctors  and  Drugs.  By  Leonard  L.  Heston,  M.D.,  and 
Renata  Heston,  R.N.  With  an  introduction  by  Albert 
Speer.  New  York,  Stein  and  Day,  1979.  Hardcover,  184 
pages.  Price,  $12.95. 

A medical  history  of  Hitler’s  illnesses  and  their  likely 
historical  consequences. 

DIAGNOSIS 

Clinical  Methods  in  Pediatric  Diagnosis.  Bv  Balu  H. 
Athreya,  M.D.  New  York,  Van  Nostrand  Reinhold 
Company,  1980.  Illustrated,  289  pages.  Hardcover, 
$24.50. 

Methods  of  history  taking,  observation,  and  physical 
examination  oriented  to  the  care  of  the  child. 

BLEPHAROPTOSIS 

Surgery  of  Ptosis.  By  Sidney  A.  Fox,  M.S.,  M.D.  Bal- 
timore, Williams  & Wilkins,  1980.  Illustrated,  165  pages. 
Cloth,  $ 

Survey  of  the  field  in  the  historical  perspective. 

STERILIZATION 

Female  Sterilization  by  Minilaparotomy  or  Open 
Laparoscopy.  By  A.  Jefferson  Penfield.  M.D.,  and  Victor 
Gomel,  M.D.  Baltimore,  Md.,  Urban  & Schwarzenberg, 
1980.  Illustrated,  136  pages.  Hardcover,  $16.50. 

Up-to-date  information  about  the  two  leading  operations 
for  female  sterilization. 


Annual  Dinner  Dance 

in  honor  of 

G.  Rehmi  Denton,  M.D. 
President 

Wednesday, 

October  1,  1980 

Empire  State  Ballrooms 

Grand  Hyatt  New  York 

Park  Avenue  at  Grand  Central 

Cocktail  Hour  Superlative 

7 p.m.  Dinner 

Subscription  $42.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York,  11042 

Please  send  me tickets  for  the 

Annual  Dinner  Dance  on  October  1,  1980 
Check  enclosed  for  $ 


Name 

Address. 


Y. 


Zip — 

Please  attach  guest  list 
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Month  in  Washington 


The  American  Medical  Association  has  urged  the 
Democratic  Party  Platform  Committee  to  direct  more 
federal  effort  toward  the  support  of  the  private  sector  in 
order  to  strengthen  the  quality  and  accessibility  of  medical 
care  for  all  Americans. 

Testifying  before  the  platform  committee  in  Washing- 
ton, AMA  Chairman  Lowell  Steen,  M.D.,  said  the  private 
sector  is  best  equipped  to  take  the  lead  in  these  activities 
with  the  role  of  the  government  limited  to  a supportive 
one. 

The  Platform  should  include  a strong  statement  urging 
the  elimination  of  unnecessary  federal  regulation  in  med- 
icine, Dr.  Steen  said. 

Noting  that  the  medical  profession  is  not  opposed  to  all 
regulation,  the  AMA  official  said  that  any  regulation  at- 
tempting to  dictate  physician  medical  judgment  and 
practice  must  be  avoided.  Any  interference  with  the 
physician-patient  relationship  and  the  confidentiality  of 
this  relationship  should  be  opposed,  Dr.  Steen  said. 

The  AMA  recommended  that  the  Platform  call  for  re- 
forms in  the  regulatory  process  and  that  federal  agencies 
be  more  publicly  accountable  for  their  activities. 

A key  proposal  was  that  the  Platform  call  for  increased 
efforts  to  improve  the  nation’s  health  status.  “Included 
should  be  continued  support  for  medical  manpower  and 
health  care  facility  development,  with  increased  research 
in  the  basic  medical  sciences.  Special  efforts  should  be 
concentrated  in  areas  of  health  education  for  all  individ- 
uals.” 

The  Democratic  Committee  was  asked  to  recognize  the 
VE  (Voluntary  Effort)  initiated  by  various  private  sector 
parties  as  the  most  effective  and  appropriate  means  of 
meeting  hospital  cost  issues.  “It  has  succeeded  in  holding 
down  the  rate  of  increase,”  said  Dr.  Steen. 

“The  AMA  has  also  called  on  individual  physicians  to 
hold  down  fee  increases,  and  the  success  of  this  effort  is 
evident  from  the  fact  that  the  physician  fee  component  of 
the  Consumer  Price  Index  during  the  past  year  was  sig- 
nificantly below  the  ‘All  Items’  element.  We  urge  the 
Democratic  Party  to  include  in  its  Platform  support  for  the 
VE  as  the  best  means  of  controlling  the  health  care  infla- 
tion. 

The  Platform  should  emphasize  support  to  private 
sector  efforts  to  improve  health  insurance  coverage  and 
protection,  especially  against  catastrophic  illness,  said  Dr. 
Steen.  Improvements  also  should  be  sought  in  Medicare 
and  Medicaid  to  assure  mainstream  medical  care,  he 
added. 

The  overwhelming  majority  of  the  population  has  cov- 
erage for  medical  services,  but  there  are  still  gaps  in  cov- 
erage, Dr.  Steen  said.  “However,  those  problems  do  not 
necessitate  a radical  restructuring  of  the  health  care  de- 
livery system,  such  as  is  proposed  by  the  President  or  by 
Senator  Kennedy  in  their  National  Health  Insurance 
plans.” 

The  AMA  Chairman  said,  “We  reje< ' ( lie  notion  that,  to 
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meet  the  challenges  of  tomorrow,  we  must  scrap  the  success 
of  yesterday  and  today.  Private  health  insurance  has  been 
a successful  vehicle  to  opening  the  access  to  medical  care 
for  the  vast  majority  of  our  population.  We  believe  that 
the  private  sector  can,  in  cooperation  with  the  federal 
government  where  necessary,  close  the  remaining  gaps  in 
insurance  coverage.” 

Dr.  Steen  said  the  Democrats  should  include  in  their 
Platform  a call  on  the  federal  government  ‘to  keep  its 
promise  to  the  elderly  and  the  poor — that  Medicare  and 
Medicaid  eliminate,  not  perpetuate,  financial  barriers  to 
mainstream  medical  care.” 

In  concluding,  Dr.  Steen  said,  “We  believe  the  challenges 
of  the  ’80s  are  to  maintain  and  improve  the  quality  of 
medical  care  and  to  ensure  continued  access  to  that  care 
for  all  citizens.” 

* * * 

A middle  ground  treatment  of  people  found  guilty  of 
simple  possession  of  marijuana  has  been  urged  by  the 
AMA. 

A substantial  reduction  in  penalties  might  be  interpreted 
(particularly  by  young  people)  as  societal  approval  of 
marijuana  use,  the  AMA  told  the  Senate  Judiciary  Com- 
mittee, but  the  maintaining  of  existing  criminal  penalties 
may  be  too  extreme. 

“We  believe  that  a middle  ground  between  the  stiff 
penalties  permitted  under  the  current  law  and  those  pro- 
posed in  S.  1722  (a  bill  before  the  Committee)  would  be 
more  appropriate,”  wrote  James  H.  Sammons,  M.D.,  AMA 
Executive  Vice  President.  “We  are  particularly  concerned 
by  the  stigma  that  any  period  of  imprisonment  or  a felony 
conviction  attaches  to  a young  person’s  record,  and  the 
lifelong  barriers  to  many  avenues  of  employment  and  other 
future  development  that  may  result  from  sporadic  use  of 
marijuana  or  even  a moment  of  youthful  misdirection.” 

Dr.  Sammons  said  severe  penalties  should  be  kept  for 
those  who  traffic  in  the  illicit  marketing  of  controlled 
substances,  including  marijuana. 

* * * 

Nine  national  organizations  in  the  health  field,  including 
the  AMA,  expressed  concern  to  Congress  about  a proposal 
to  make  chiropractic  education  eligible  for  federal  aid. 

The  proposal  has  been  advanced  by  Senator  Harrison 
Williams  (D.,  N.J.),  Chairman  of  the  Senate  Labor  and 
Human  Resources  Committee,  as  part  of  the  overall  health 
professions  assistance  package. 

The  eight  additional  organizations  are:  the  American 
Association  of  Dental  Schools,  the  Association  of  American 
Medical  Colleges,  the  American  Association  of  Colleges  of 
Pharmacy,  the  American  Association  of  Colleges  of  Os- 
teopathic Medicine,  the  American  Dental  Association,  the 
American  Pharmaceutical  Association,  the  Association  of 
American  Veterinary  Medical  Colleges,  and  the  American 
V eterinary  Medical  Association. 
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In  a letter  to  Committee  members,  Senators  Edward 
Kennedy  (I).,  Ma.),  and  Richard  Schweiker  (R.,  Fa.),  the 
organizations  said: 

“We  are  concerned  over,  among  other  things,  the 
timing  of  this  development  and  the  impact  it  may  have 
on  the  existing  programs  under  Titles  VII  and  VIII  of 
the  Public  Health  Service  Act.  That  is,  at  a time  when 
all  segments  of  health  manpower  are  being  asked  to  ac- 
cept across-the-board  cutbacks  ...  it  would  seem  a lit- 
tle inconsistent  to  simultaneously  expand  the  base  of 
eligibility  and  participation. 

“. . . it  further  troubles  us  that  a proposal  to  estab- 
lish entitlement  for  a new  health  provider  group  such 
as  chiropractic  would  come  without  any  of  the  normal 
legislative  deliberations  to  which  the  Committee  has 
customarily  adhered.  Indeed,  without  any  recommen- 
dations from  the  Administration,  any  public  hearings, 
and  in  general  any  of  the  close  scrutiny  which  each  of 
our  professions  has  undergone  before  being  covered 
under  the  Act,  a very  significant  and  major  dilution  of 
the  program  has  been  announced  in  this  instance  as  al- 
most a consensus  modification. 

“.  . . if  there  is  now  an  appropriate  place  for  chiro- 
practic or  any  other  discipline  within  the  Health  Pro- 
fessions Education  and  Distribution  Act  of  1980,  there 
should  be  no  difficulty  in  substantiating  it  through  a 
full  and  complete  evaluation.” 

* * * 

The  Carter  Administration  has  taken  a quick  step 
backwards  in  its  proposed  directive  to  limit  federal  support 
for  hospital  construction.  In  the  space  of  a day,  White 
House  officials  withdrew  from  the  proposal  a provision  that 
state  and  local  health  planning  agencies  would  review  and 
comment  on  proposed  federal  hospitals. 

American  Hospital  Association  President  -J.  A.  McMa- 
hon said  that  the  change  of  mind  makes  the  entire  program 
“all  the  more  political.  They  pulled  back  the  only  thing 
in  the  proposal  that  made  any  sense.” 

McMahon  speculated  that  pressure  from  veterans' 
groups  was  responsible  for  the  White  House  reversal. 
“They  (the  White  House)  didn’t  want  to  take  on  the  vet- 
erans in  an  election  year,”  McMahon  said. 

An  American  Legion  spokesman  confirmed  that  a strong 
protest  was  lodged  at  the  White  House  against  inclusion 
of  Veterans’  Administration  facilities  in  the  health  plan- 
ning process. 

Later  in  the  month,  however,  the  White  House  OMB 
(Office  of  Management  and  Budget)  published  in  the 
Federal  Register  a proposed  memorandum  that  would 
establish  policies  and  procedures  under  the  Carter  plan  to 
limit  federal  support  for  hospital  construction  in  over- 
bedded areas.  The  OMB  document  includes  background 
data,  definitions,  and  outlines  of  the  policies  and  imple- 
mentation procedures  for  hospitals. 

Insisting  there  were  no  political  strings  attached,  the 
Administration  has  signed  an  agreement  with  New  York 
State  and  New  York  City  providing  federal  funds  to  keep 
open  two  Harlem  hospitals  slated  for  shutdown. 

Under  the  agreement  the  federal  government  will  spend 
$7.7  million  to  establish  a Health  Maintenance  Organiza- 
tion at  Metropolitan  Hospital.  The  city  and  state  together 
will  contribute  a similar  amount. 

In  addition,  the  federal  government  will  provide  an  un- 
specified amount  to  establish  a specialized  alcohol,  drug 


abuse,  and  mental  illness  program  at  Sydenham  Hos- 
pital. 

Both  hospitals  had  been  slated  for  closing  by  the  city. 
They  will  remain  open  with  the  new  federal  programs. 

“Metropolitan  Hospital  will  become  ‘family  doctor’  to 
the  people  of  the  community,”  Patricia  Harris,  Secretary 
of  the  HHS  (Health  and  Human  Services)  Department, 
said.  “If  this  demonstration  is  successful,  at  the  end  of  five 
years  we  will  have  a model  delivery  system  which  can  be 
used  by  other  inner  city  areas  with  similar  problems.” 

The  city  plans  to  enroll  at  least  17,000  city  workers  and 
others  with  health  insurance  in  the  program,  giving  it  a 
stable  base. 

Mrs.  Harris  insisted  there  were  no  political  strings  to  the 
agreement.  “This  is  not,  as  some  have  said,  an  attempt  to 
buy  votes,”  Mrs.  Harris  said.  “The  votes  of  the  people  of 
New  York  are  not  for  sale.” 

Confronted  by  the  first  of  a series  of  hospital  closings  in 
New  York  City  last  year,  Mrs.  Harris  took  a tough  stand, 
insisting  it  wasn’t  federal  government’s  responsibility  to 
hail  out  failing  hospitals.  Ironically,  New  York  State  has 
a tightly  regulated  hospital  system  which  federal  planners 
often  cite  approvingly  for  keeping  a lid  on  rate  increases. 

The  agreement  was  signed  at  an  elaborate  White  House 
ceremony  featuring  Mrs.  Harris,  Vice  President  Walter 
Mondale,  New  York  Mayor  Edward  Koch,  and  lawmakers 
from  the  state. 

* * * 

The  troublesome  ethical  and  economic  problem  of  pro- 
viding heart  transplants  as  a Medicare  benefit  will  be 
weighed  by  a special  study  at  the  HHS  Department. 

Meantime,  the  Agency  is  halting  the  benefit  which  had 
been  granted  on  an  ad  hoc  basis  for  Medicare  patients  re- 
ceiving transplants  at  the  Stanford  University  Medical 
Center  which  performs  about  25  transplants  annually. 

Medicare  has  financed  a total  of  23  transplants  over  the 
years.  Heart  transplantation  has  been  developed  at 
Stanford  under  Norman  Shumway,  M.D.,  into  a procedure 
that  has  shown  promise  of  greatly  extending  life. 

HHS  Secretary  Patricia  Harris  told  a news  conference 
that  “it  is  the  promise  of  the  extended  life  this  new  tech- 
nique offers  those  facing  death,  along  with  the  prospect  of 
its  increased  use  in  future  years,  that  makes  the  Depart- 
ment’s policy  decision  in  this  area  a matter  of  critical  in- 
terest to  the  American  public.” 

There  are  too  many  unanswered  questions  to  justify  a 
final  decision  on  general  Medicare  coverage,  Harris  said. 
These  include  the  patient  selection  process,  the  long-term 
social,  economic,  and  ethical  consequences  of  the  proce- 
dure, and  the  potential  for  national  expansion  of  the  heart 
transplantation  procedure. 

New  medical  techniques  and  technologies  “demand  that 
we  develop  a rational  process  that  makes  it  possible  to 
define  what  constitutes  ‘reasonable  and  necessary’  medical 
services  which  can  be  funded  by  Medicare  in  the  case  of 
heart  transplants  and  other  procedures,”  she  said. 

The  Department’s  two-year  study  will  be  conducted  by 
the  Health  Care  Financing  Administration  in  cooperation 
with  the  Public  Health  Service’s  National  Center  for 
Health  Care  Technology. 

* * * 

Despite  the  insistence  of  the  Food  and  Drug  Adminis- 
tration that  there  is  no  lag  time  in  the  approval  process  for 
new  drugs,  the  U.S.  GAO  (General  Accounting  Office)  has 
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declared  the  drug  lag  official. 

In  a recent  report  entitled  “FDA  Drug  Approval— A 
Lengthy  Process  That  Delays  the  Availability  of  Important 
New  Drugs,”  the  GAO  said  that  for  some  important  drugs 
(those  providing  a major  or  modest  gain  over  any  other 
marketed  drugs),  the  approval  process  delays  the  avail- 
ability of  the  therapeutic  benefits  a drug  may  provide  to 
the  public.” 

The  report  found  that  during  one  particular  period 
July,  1975,  to  February,  1978— the  FDA  approved  14  sig- 
nificant new  drugs,  13  of  which  had  already  been  approved 
abroad.  Norway,  Canada,  and  Switzerland  approve  new 
drugs  on  an  average  of  one  half  the  U.S.  approval  time, 
while  England  averages  one  fifth  the  U.S.  approval  time. 

The  GAO  report  did  not  reserve  all  its  criticism  for  the 
FDA.  Industry  also  must  share  the  blame  for  a slow  ap- 
proval process.  The  report  charged  that  drug  companies 
submit  incomplete  new  drug  applications  and  are  slow  to 
resolve  deficiencies.  The  FDA  is  responsible  for  other 
major  delay  factors  including: 

• scientific  and  professional  disagreement  between  FDA 
and  industry. 

• imprecise  FDA  guidelines,  subject  to  varying  inter- 
pretations. 

• slow  or  inadequate  FDA  feedback  to  industry  and  lack 
of  promptness  in  notifying  drug  firms  of  deficiencies 
in  applications. 

• limited  time  spent  reviewing  an  uneven  workload. 

• lengthy  chemistry  and  manufacturing  control  re- 
views. 

“Other  (delay)  factors  include  intense  congressional 
and  consumer  scrutiny  of  the  drug  approval  process,  ad- 
versary relationships  between  FDA  and  the  drug  industry, 
and  FDA’s  conservative  approach  to  drug  regulation,”  said 
the  GAO  Report. 

* * * 


Effects  of  naxolone  on  schizophrenia: 
reductions  in  hallucination 
in  a subpopulation  of  subject 

It  has  been  suggested  by  several  inv<  . i >r  that  on 
dorphins  play  a role  in  psychiatric  disorder  .'dorphins 
are  opiate-like  peptides  located  throughout  , tn.i 
lian  brainstem.  There  is  some  evidence  indi  n,  v 


The  HHS  Department  is  sending  a catalogue  of  com- 
parative price  information  on  184  prescription  drugs  to  all 
physicians  and  pharmacists. 

The  catalogue  divides  184  of  the  most  frequently  pre- 
scribed drugs  plus  aspirin  and  acetaminophen  into  16 
therapeutic  categories  such  as  analgesics  and  anti-infec- 
tives. 

Under  each  category,  the  guide  lists  the  generic  and  trade 
names  for  each  drug,  the  marketer  of  the  products,  and  the 
cost  to  the  pharmacist  of  an  amount  equal  to  one  day  of 
therapy  of  each  drug.  Bar  graphs  show  the  daily  therapy 
cost  of  each  drug  relative  to  other  brands  of  the  same 
drug. 

The  guide  is  intended  to  help  physicians  and  pharma- 
cists consider  the  cost  of  different  drugs  when  they  write 
or  dispense  prescriptions,  HHS  said. 

HHS  said  about  half  of  the  drugs  commonly  prescribed 
in  the  U.S.  are  available  from  multiple  sources — by  both 
brand  and  generic  names — and  at  widely  varying  prices. 

Current  statistics  show  that  only  12  percent  of  written 
prescriptions  specify  the  generic  names  of  a drug. 

Pharmacists  are  allowed  in  35  states  to  dispense  lower 
priced  generic  drugs  in  place  of  brand  name  products 
without  the  consent  of  the  physician  unless  the  physician 
indicates  that  the  patient  needs  the  higher  priced  brand. 

* * * 

Howard  Newman,  President  of  the  Dartmouth-Hitch- 
cock  Medical  Center,  Hanover,  N.H.,  has  been  appointed 
Administrator  of  the  HCFA  (Health  Care  Financing  Ad- 
ministration). Newman,  45,  succeeds  Leonard  Schaeffer, 
who  resigned.  HCFA  runs  the  Medicare  and  Medicaid 
programs  in  the  HHS  Department. 

In  the  early  1970s  Newman  was  Commissioner  of  the 
Medical  Services  Administration  which  operated  the 
Medicaid  program. 


have  a role  in  pain,  stress,  and  affect.  The  authors  report 
that  the  opiate  antagonist,  naxolone,  alters  some  schizo- 
phrenic symptoms.  In  a double-blind,  cross-over  study, 
naxolone  produced  decreases  in  auditory  hallucinations 
in  some  schizophrenic  patients.  This  finding  supports  the 
hypothesis  that  the  endorphins  may  have  a role  in  modu- 
lating hallucinations  in  a highly  selected  subgroup  of 
hronically  hallucinating  schizophrenic  patients.  Watson, 
etai.:  Science  201: 73  (July)  1978. 
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JOIN  US 
AT  THE... 

46TH  ANNUAL  SCIENTIFIC  ASSEMBLY  OF  THE  AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

SHERATON  BOSTON  HOTEL  AND  THE  HYNES  AUDITORIUM  CONVENTION  CENTER 
OCTOBER  26-30,  1980  • BOSTON,  MASSACHUSETTS 


Program  Chairman: 

Marvin  I.  Dunn,  M.D.,  FCCP 


President: 

Leon  Resnekov,  M.D.,  FCCP 


MAJOR  SYMPOSIA 


Controversies  in  Diagnosis  and  Treatment  of  Pulmonary  Emboli 
Computer  Tomography  in  Cardiopulmonary  Disease 
Congenital  Heart  Disease  in  the  Adult 
Unraveling  the  Pathophysiology  of  Acute  Respiratory  Failure 
Diagnostic  Samples  in  Lower  Respiratory  Infections 
Detection,  Diagnosis  and  Evaluation  of  Lung  Cancer 

HONOR  LECTURERS 

Howard  Andersen,  M.D.,  FCCP  • Gerald  Buckberg,  M.D. 

Edward  Gaensler,  M.D.,  FCCP  • Alexander  Nadas,  M.D.  • Henning  Pontoppidan,  M.D.,  FCCP 
Eugene  Robin,  M.D.  • Louis  Weinstein,  M.D. 

THREE  MAJOR  FORUM  PROGRAMS 

Airway  Disease  • Coronary  Spasm 
Infection  and  Immunology 

POSTGRADUATE  COURSES 

Ventilatory  Dependent  Patient 
Critical  Care  • Echocardiography 
Occupational  Lung  Disease  • Pump  Technology 

INTERACTIVE  SESSIONS 

Pulmonary  Function  • Pulmonary  Embolism 
Pulmonary  Complications  of  the 
Immunosuppressed  Host 


17  Scientific  Section  Meetings  • Evening  Fireside  Conferences  and  Controversies 
» Luncheon  Panels  • 40  Clinical  Colloquia  • Scientific  Papers  • Motion  Picture  Clinics 
Multi-Media  Learning  Center  • Scientific  Exhibits 

30  hours  credit,  AMA  Category  1 

For  further  information,  please  contact:  Dale  E.  Braddy,  Director  of  Education 
American  College  of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  IL  60068 
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continued  from  page  1502 
Washington,  D.C.,  Allergy  Society. 

Sponsored  by  the  Schering  Corporation,  the  award  was 
presented  to  Dr.  Ellis  May  16  at  Georgetown  University 
as  part  of  the  Eighth  Annual  Clemens  von  Piquet  Lecture 
Program. 

The  program  focused  on  recent  developments  in  the 
pharmacologic  management  of  asthma.  As  keynote 
speaker,  Dr.  Ellis  discussed  “Theophylline — 1980.” 
Theophylline  is  a drug  often  used  in  management  of 
asthma. 


Promoted:  The  following  have  received  promotions  at 


Marked  increase  noted  in 
multiple  bacteria  infection 

Physicians  are  noting  a marked  increase  in  episodes  of 
serious  infection  that  are  caused  by  several  different  bac- 
teria appearing  in  the  body  at  the  same  time. 

The  medical  term  is  polymicrobial  bacteremia.  The 
importance  of  this  trend  is  indicated  by  a comparison  of 
death  rates.  In  one  study,  mortality  was  44.5  percent  in 
those  patients  with  polymicrobial  bacteremia,  compared 
with  18  percent  in  patients  with  an  infection  caused  by  only 
one  bacterium,  or  monomicrobial  bacteremia. 

A medical  group  from  Henry  Ford  Hospital,  Detroit, 
reports  in  the  September  7 Journal  of  the.  American 
Medical  Association  on  analysis  of  cause  of  infections 
during  a one-year  period. 

In  1970  polymicrobial  bacteremia  formed  some  6 percent 
of  serious  infections.  But  by  1975  the  total  had  risen  to  13 


Downstate  Medical  Center:  Amir  H.  Tejani,  M.B.B.S., 
promoted  to  associate  professor  of  clinical  pediatrics;  Rene 
Albert  Khafif,  M.D.,  has  been  promoted  to  clinical  pro- 
fessor of  surgery;  Dushan  R.  Kosovich,  M.D.,  has  been 
promoted  to  clinical  associate  professor  of  psychiatry; 
Abraham  I.  Raskob,  M.D.,  has  been  promoted  to  clinical 
associate  professor  of  anesthesiology;  Marilyn  Aldeguer- 
Resurreccion,  M.D.,  has  been  promoted  to  clinical  associate 
professor  of  anesthesiology;  Henry  A.  Schaeffer,  M.D.,  has 
been  promoted  to  clinical  associate  professor  of  pediatrics; 
Choon-Sik  Shin,  M.D.,  has  been  promoted  to  clinical  as- 
sociate professor  of  surgery;  and  Robert  R.  Sparacio,  M.D., 
has  been  promoted  to  clinical  associate  professor  of  neu- 
rology. 


percent.  The  multiple  infection  appeared  most  frequently 
in  genitourinary  (27  percent)  and  gastrointestinal  (26 
percent)  conditions,  the  survey  found. 

This  serious  type  of  infection  frequently  followed  in- 
vasive procedures  (68  percent),  was  more  common  in  hos- 
pitalized patients  (73  percent),  and  was  often  associated 
with  malignancies  (25  percent)  or  cancer  treatment  (34 
percent). 

The  offending  organisms  most  frequently  found  were 
gram-negative  aerobic  bacteria  and  anaerobic  bacteria. 

Those  in  the  study  with  multiple  infections  had  a mean 
age  of  53.6  years,  with  range  from  premature  infants  to  one 
patient  92  years  old.  Treatment  usually  was  with  combi- 
nation antibiotic  therapy.  Some  had  two  organisms 
causing  infections,  some  had  three,  and  others  four  or  more 
at  the  same  time. 

The  report  is  by  Daria  Kiani,  M.D.,  Edward  L.  Quinn, 
M.D.,  and  colleagues. 
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Just  a few  words.  To  people  who 
need  us  but  don't  know  we  exist. 

We're  Recording  for  the  Blind. 
We're  already  helping  more  than 
13,000  handicapped  students.  But 
there  are  a lot  more  out  there  who 
need  our  help. 

You  know  who  they  are.  In  your 
work  you  come  across  students 
who  are  blind,  dyslexic  or  physically 
unable  to  handle  books.  These  are 
the  students  we  help.  Since  they 
cannot  read  their  textbooks,  we 
doit  for  them.  On  tape.  And  we  send 
the  tapes  to  the  students  free  of 
charge. 

All  we  want  you  to  do  is  tell 
eligible  students  about  us.  Have 
them  contact:  Student  Services,  RFB, 
Inc.,  215  East  58th  Street,  N.Y,  N.Y 
10022,  (212)  751-0860  We’ll  take  it 
from  there. 

It’s  such  a little  thing  to  ask. 

Recording  for  the  Blind, Inc. 

an  educational  lifeline. 


ordmg  for  the  Blind  is  j nun  profit  organization 
An  - outfit,  /for  • i re  tax  deductible 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal  of 
Medicine.  For  only  $17.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are  fifty 
cents  additional.  Deadline — 30  days  before 
issue  date. 

New  York  State 
Journal  of  Medicine 

Advertising  Department 
420  Lakeville  Road 
Lake  Success,  New  York  11042 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  IN 

290  Hempstead  Turnpike,  West  Hempstead,  N V 1 1552 

516-483-0577 
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Build  the  arc 

Association  for  Retarded  Citizens 


ilTIONS  WANTED 


'HIATRIST,  BOARD  ELIGIBLE,  is  looking  for  a New  York  opportunity  in 
olo,  group,  partnership  or  clinic  situation.  Please  respond  to  Dept.  134,  c/o 

rsjM. 


SICIAN.  RECENTLY  RETIRED,  DESIRES  ASSOCIATION,  position  or 
lation.  Non-urban  preferred  but  not  exclusively.  Extensive  background  of 
•rker's  compensation  from  all  angles;  D-OL;  early  general  practice.  Remun- 
ition  secondary.  Dept.  135,  c/o  NYSJM. 


LARYNGOLOGIST,  early  sixties,  experienced  in  all  phases  of  otolaryngology, 
tgical,  medical  and  teaching,  desires  part  time  salaried  position  or  association 
N.Y.  Metropolitan  area.  Dept.  136.  c/o  NYSJM. 


SICIANS  WANTED 


iRGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in 
me.  flexible  scheduling  and  professional  liability  insurance  will  be  provided 
s physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
rtment  of  this  modern  facility.  The  Department  of  Emergency  Medicine 
lintains  four  full  time  staff  members  and  provides  care  to  approximately  26,000 
lergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
mes  Thomas,  230  Park  Ave..  Suite  303,  New  York,  N.Y.  10169,  or  call  collect 
12)  599-0060. 


CMS.  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER's 
iring  summer  months.  Must  be  N.Y.  State  licensed  and  have  D.E.A  regis 
ition.  Send  c.v.  to:  James  F.  Stehli.  Executive  Secretary.  Physician  Service 
-sociates  33  Mitchell  Ave.,  Binghamton.  N.Y.  13903. 


4ERAL  SURGEON:  Surgical  oncologist,  head  and  neck  surgeon:  38  yr.  old. 
arvard,  Hopkins,  Einstein,  and  Memorial-Sloan  Kettering  trained,  board- 
rtified  American  with  extensive  teaching  and  private  practice  experience  wishes 
relocate.  Dept.  131,  c/o  NYSJM. 

ERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  Northeast: 
tuations  range  from  low  volume,  rural  communities  to  the  bustling  atmosphere 
I the  modern  trauma  center  in  metropolitan  settings.  Physicians  will  be  chosen 
•r  clinical  and  directorship  positions.  Excellent  minimum  guarantee  with 
I'oduction  bonus  available.  Professional  liability  insurance  provided.  For 
! :tails.  send  credentials  in  confidence  to  Mr.  James  Thomas,  230  Park  Ave..  Suite 
1)3,  New  York,  N.Y.  10169,  or  call  collect  (212)  599-0060. 


'UM  TENENS  AVAILABLE  IMMEDIATELY  in  5-Town  area  of  Long  Island 
>r  qualified  otolaryngologist.  Call  Dr.  Luria  (516)  239-4223. 


ERGENCY  MEDICINE— UPSTATE  NEW  YORK:  Physician  to  join  staff 
modern  emergency  room,  rotating  shifts  on  a 40  hour  per  week  basis.  Excellent 
lary  and  employee  benefit  program  including  hospital  paid  retirement  plan, 
lodern  J.C.A.H.  accredited  community  hospital  located  in  upstate  New  York 
idway  between  Albany  and  Utica  in  an  Adirondack  vacation  area.  Send  vitae 
complete  confidence  to  Director  of  Personnel  Relations,  Nathan  Littauer 
ospital,  Gloversville,  N.Y.  12078. 


JIPMENT 


VRLY  BRAND  NEW  X-RAY  MACHINE  (BENNETT)  300,  AT  125  compli- 
ice  certified  P.K.V.  selling  for  $12,000  or  near  offer.  Call  (212)  375-0392,  or 
intact  Dr.  Rahman,  602  Schenectady  Ave..  Brooklyn,  N.Y.  11203. 


DIRECTOR  OF 
PATHOLOGY/LABORATORY 

Small  JCAH  approved  acute  care  hospital  located  in  Maritime, 
New  York  Community  requires  services  of  qualified  individual 
to  direct  lab  functions. 

Requirements  include  experience  in  lab  management,  ex- 
pertise in  surgical  pathology,  N.Y.  State  license;  prefer  AP/ 
CP. 

Excellent  benefits  and  salary.  Send  CV  to:  Box  880  JM,  400 
Madison  Avenue,  New  York,  N.Y.  10017. 

Equal  Opportunity  Employer  Ml  F 


MISCELLANEOUS 

THE  MANAGEMENT  OF  EPILEPSY,  September  5,  1980,  presented  by  Neu- 
rology Department  of  Cornell  University-The  New  York  Hospital  and  The  Ep- 
ilepsy Institute.  Course  will  cover  the  international  classification  of  the  epi- 
lepsies; diagnostic  work-up;  developments  in  anticonvulsant  metabolism;  prog- 
nosis; phychological  aspects;  pregnancy;  treatment  of  status  epilepticus.  Ap- 
proved for  7 hours  Category  I credit.  Fee  $100.  Contact:  Ms.  Lewark,  Epilepsy 
Institute,  225  Park  Avenue  South,  New  York,  N.Y.  10003  (212)  677-8550 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  -TACTFUL  YET  Suc- 
cessful 40  vears  of  top  service  to  doctors  and  hospitals  - Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  V 10036. 
(212)  730-0069  . 


PSORIASIS  SUFFERERS:  New  dermatological  light  boxes  can  be  helpful  aid 
in  treating  certain  skin  disorders.  Ask  your  dermatologist  about  it.  (Caution: 
Do  not  use  with  a photosensitizing  agent  such  as  the  Psoralens).  For  more  in- 
formation call  Don  McNerney  (914)  693-4439,  or  write  to  Ultra  Violet  Light  Box 
Corp.,  50  Wood  Ave.,  Ardsley,  New  York  10502. 


PRACTICES  AVAILABLE 


FAMILY  PRACTICE  FOR  SALE  IN  NORTHERN  N.Y.  STATE:  No  other 
doctor  in  town.  Excellent  schools  and  colleges;  IV2  hrs.  from  Ottawa  and  Mon- 
treal; 2V2  hrs.  from  Syracuse.  Above  average  income.  Sale  includes  office 
building  and  furnishings.  Very  reasonable  price.  Obstetrics  an  asset.  Owner 
leaving,  will  introduce.  Dept.  132,  c/o  NYSJM. 


FOR  SALE:  ACTIVE  OPHTHALMOLOGY  PRACTICE.  Good  start  up  for 
recent  graduate.  Practitioner  retiring.  Reasonable.  Terms.  Dept.  138,  c/o 
NYSJM. 


FOR  SALE:  GENERAL  INTERNAL  MEDICINE  PRACTICE  available  in  North 
Miami,  Florida.  Excellent  location,  lucrative  practice.  Beautiful,  well  equipped 
office  near  hospital.  Will  introduce.  Call  (305)  932-1183,  or  (516)  569-1682. 


PHYSICIAN— DIRECTOR  OF  HEALTH  SERVICES 

State  University  of  New  York  College  at  Fredonia  seeks  a Staff  Physician 
to  direct  Health  Sen/ices  on  either  a part-time  or  full-time  basis.  Negotiable 
salary  plus  complete  New  York  State  benefits  including  health  insurance 
and  retirement  programs.  Candidates  must  be  licensed  to  practice  in  New 
York  State.  Send  complete  vitae  and  New  York  State  license  number  to: 
Harold  Hopkins,  Assistant  Vice  President  for  Student  Affairs,  SUNY  College, 
Fredonia,  New  York  14063.  An  Affirmative  Action  Employer. 
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NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa  , N Y , N J , Mich  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila  , PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776 


PRACTICES  WANTED 


OPHTHALMOLOGIST  wishes  to  purchase  Ophthalmology  practice  in  the  New 
York  or  suburban  area.  Please  contact  Dept.  130,  c/o  NYSJM. 


INTERNIST,  AGE  35,  4 YEAR  PRIVATE  PRACTICE,  wishes  to  relocate  to 
Nassau  County,  New  York.  Desires  to  purchase  practice;  consider  partnership 
or  work  out  trade  arrangement  for  lucrative,  North  Miami,  Florida  practice. 
Excellent  cv  and  references.  Call  (305)  932-1183. 


REAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


MANHATTAN,  86TH  STREET,  near  Madison  Avenue.  Well  furnished,  digni 
office.  Hours  to  be  arranged.  Suitable  specialist,  ENT  preferred.  Sub 
credentials,  requirments.  Dept.  133,  c/o  NYSJM. 


PHYSICIAN’S  HOME/OFFICE,  ORANGE  COUNTY,  N.Y.  Near  Middleto 
and  Newburgh.  Over  one  acre  with  large  parking  lot.  Modern  office,  (8  roon 
attached  home  (18  rooms)  3 floors  and  basement.  Oversized  two-car  gar t 
Brick  exterior,  oil  fired  hot  water  cast-iron  baseboard,  4-zone  heating  systi 
All  copper  plumbing  and  wiring  (400  amp.  service).  Quarter  grain  oak  and  mat 
floors.  Other  lavish  accoutrements.  For  sale  or  rent  with  buy  option;  negotis 
terms.  Dept.  139,  c/o  NYSJM. 


21.5  HILLSIDE  ACRES:  92  miles  from  Manhattan;  13  miles  from  Amtral 
Rhinecliff;  2.5  miles  from  Taconic  Parkway.  Lovely  house  site  with  viev 
Catskills.  Dug  pond  site.  Isolated  yet  2 towns  within  15  minute  drive.  Call 
Curran  (914)  758-6135. 


STATEN  ISLAND  MEDICAL/OPERATORY  OFFICE  SUBLET  from  M.D 
hour  or  session.  The  building  is  the  newest  addition  to  the  most  modern  p 
perous  premier  medicine  complex  located  on  Victory  Blvd.  Picturesquely  ac 
from  Clove  Lake  Park.  All  physicians  in  complex  with  first  rate  credent 
Excellent  opportunity  for  allergist,  cardiologist,  gastroenterologist,  rheu 
tologist,  internist,  family  practice  & pediatrician.  Call  (212)  448-4488. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman.  V.P.,  Douglas  Ell i man  Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y'.  (212)  832-5571. 


MANHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


OLD  WESTBURY,  NASSAU  CO..  N.Y.  FOR  SALE:  Physician’s  office  and  ranch 
house.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 
room,  4 examination  rooms,  (one  lead  lined),  two  with  sinks.  Main  residence 
of  8 rooms;  entrance  foyer,  large  one  living  room  with  stone  front,  wood  burning 
fireplace,  formal  dining  room,  large  eat-in-kitchen,  den,  4 large  bedrooms,  3 full 
baths  Full  panelled  basement  with  divided  areas;  live-in  quarters  includes  living 
room,  2 bedrooms,  large  closets,  full  hath,  eat-in  kitchen.  Three  storage  rooms 
plus  laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
landscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
private  6-car  professional  parking  area.  Wheatley  School  District.  $215,000. 
Principals  only.  (516)  626-0220. 


WE  ARE  BUY  1NG  MEDICAL  BUILDINGS  for  conversion  to  co-operative  or 
condominium  ownership.  We  will  either  purchase  out-right,  or  joint  venture 
sponsorship.  II  you  are  interested  in  the  potential  of  this  exciting,  new  real  estate 
conceptcontact  Gelco  Realty  Corp.,  595  Fifth  Ave.,  N.Y.,  N.Y.  10017.  (212) 


NAN  I I ( KE  I ISLAND,  MASS.:  FOR  SALE.  Magnificent  restored  carriage 
barn  in  town,  close  to  water  on  spacious  grounds  of  private  preserve.  3 bedrooms, 
3 baths,  workshop,  sun  deck,  completely  furnished  with  outstanding  antiques. 
Designed  and  decorated  with  discriminating  taste  by  world  renowned  artist.  For 
sale  at  a fraction  of  replacement  cost,  terms  include  10%  mortgage.  An  ex- 
traordinary investment  value,  which  you  and  your  family  can  enjoy.  Easily  ac- 
cessible with  direct  flights,  close  to  superb  boat  basin.  Owner  (212)  663-7361 
(617)  228-9866. 


3HYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V  to: 

DUSE  VAN  DEN  BOSCH  ^ 

DA  VIS-OMEGA  10036  1 2 


LIBERTY,  NEW  YORK:  FOR  RENT,  completely  furnished  doctor’s  office,  I 
years  at  same  location.  Consists  of:  administration  office,  3 examining  rot 
one  consulting  room,  reception  room,  lab  and  storeroom.  Tel.  (914)  292-6’ 


FOR  SALE:  BEAUTIFUL  COLONIAL  HOME  AND  OFFICE  in  Orange  Cot 
on  State  highway  minutes  from  village.  One  hour  N.Y.C.  Twenty  acres 
ground  Sylvan  pool.  Over  $50,000  spent  last  year  to  make  home  maintena 
free.  Full  insulated.  Will  help  finance.  Unusual  opportunity  in  growing  i 
Call  (212)  355-4994. 


NORTHERN  BERGEN  COUNTY,  NEW  JERSEY:  Luxury  home-office  c 
bination.  Custom  built,  4 bedrooms,  2^2  baths,  living  room,  dining  room, 
fplce,  pool,  cabanas.  Office  has  500  sq.  ft.  inch  2 treatment  rooms,  bath, 
entrances,  waiting  room,  nurse  and  private  offices.  (201)  568-4765. 


BROOKLYN:  Gravesend  Section,  2845  86  St.  Large  ground  floor  apartn 
4 rooms,  2 story  building.  Dentist  occupies  upper  floor.  Next  to  bus  and  sub 
Private  and  Medicaid  patients.  (212)  372-0853. 


OFFICE  SPACE  AVAILABLE  in  large  office  in  Dover,  New  Jersey  (M 
County),  near  hospital.  Tuesday,  Wednesday,  and  Friday.  Suitable  specie 
Dermatology,  allergy,  neurology,  neurosurgery,  plastic  surgery,  ophthalmo 
otolaryngology.  Call  (201)  366-0043. 


“DOCTORS  ROW”,  BAY  RIDGE,  BROOKLYN:  Professional  space  avai 
to  frame  out  and  decorate  to  own  requirements.  Negotiable,  plus  long  1 
(212)  836-2087. 


DOWNTOWN  MANHATTAN  FINANCIAL  DISTRICT  medical/operator 
fice  with  diagnostic  X-ray  for  sublet  from  M.D.  by  hour  or  session.  First 
Broadway  building  with  impressive  lobby.  Easy  access  to  subways  and  b 
Large  executive,  secretarial  and  burgeoning  residential  population.  Idea 
portunity  for  Ob-gyn,  orthopedic,  plastic,  general  surgery,  urology,  allergy 
laryngology,  cardiology,  gastroenterology,  rheumatology  & psychiatry.  Call 
448-4488. 


NASSAU  COUNTY,  CENTRALLY  LOCATED.  HOME-OFFICE.  Psych 
practice.  Custom  built  brick  Ranch  on  one  landscaped  acre,  five  bedroom 
baths,  three  fireplaces,  large  kitchen,  living  & dining  room,  2 Va  car  brick  ga  I 
breezeway,  blue-stone  patio.  Wheatley  schools.  Dept.  141. 


NEW  ROCHELLE,  NEW  YORK:  5 bedroom,  air-conditioned  ranch  with  3 I 
office  for  M.D.,  D.D.S.,  psychologist,  social  worker  or  others.  Small  green  hi 
Good  location  for  home,  office  and  schools.  (914)  235-1526. 


YONKERS,  NEW  YORK:  Professional  apartments  available.  Already  s«|B 
1)975  sq.ft.  2)  650  sq.ft.  Immediate  occupancy.  800  family  complex  vii  I 
Sadore  Lane  complex,  Tuckahoe  Road  and  Central  Avenue.  Call  Mrs.  Mai  ill 
(914)  793-5677. 
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NEW  YORK  CITY 


New  York  University  School  of  Medicine 
cosponsored  by  the  NYU  Post-Graduate 
Medical  School 

550  First  Avenue 
(30  sessions) 

September  3,  7:00-10:00  p.m.,  Wednesdays 

COMPREHENSIVE  PSYCHIATRY:  BOARD  REVIEW 
CREDIT:  AMA  Cat.  1 (90  hrs.) 

Late  registration  allowed 

For  further  information  contact  New  York  University  Medical 
Center,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-3200. 


New  York  University-Post  Graduate  Medical 
School 

550  First  Avenue 

9:00  a.  m.  -Noon,  Fridays 
September  5,  1980  to  January  30,  198 1 

TRAINING  PROGRAM  IN  GROUP  PSYCHOTHERAPY 
FEE:  $450.  Preregistration  Required 
CREDIT:  AMA  Cat.  1 (60  hrs.) 

$338.  For  Alumni  and  former  residents  and  fellows 
of  New  York  University  School  of  Medicine 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


New  York  University-Post  Graduate  Medical 
School 

550  First  Avenue 

'Schwartz  Lecture  Hall,  Classroom  F 
40 1 East  30th  Street 
September  6 

DRUG  STRATEGIES  IN  THE  MANAGEMENT  OF 
ARTHRITIS 

Thomas  G.  Kantor,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  Hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


New  York  University  Post-Graduate  Medical 
School,  Dept,  of  Anesthesiology 

Alunmi  Hall,  550  First  Avenue  (31st  Street) 

September  25-28,  1980  Thursday  to  Sunday 
CLINICAL  ANESTHESIA  TODAY 
FEE:  $310  Preregistration  Required 
CREDIT:  AMA  Cat.  1 (24  hrs.) 

$233  For  Alumni  & former  residents  and  fellows  of  New 
York  University  School  of  Medicine 
September  25,  9:30  a. m. -5:00  p.m.,  Thursday 
NEW  CONCEPTS  IN  RESPIRATORY  CARE 
Lawrence  G.  Kushins,  M.D. 

September  26,  8:30  a. m. -5:00  p.m.,  Friday 
ATYPICAL  CARDIAC  PROBLEMS 
Stephen  J.  Thomas,  M.D. 

ANESTHESIA  AND  THE  PATIENT  WITH  HYPERTENSION 
Herman  Turndorf,  M.D. 

September  27,  9:00  a. m. -5:30  p.m.,  Saturday 
‘Schwartz  Lecture  Hall 
40 1 East  30th  Street 
WORKSHOPS 
Noel  N.  Grean,  M.D. 

Jack  Chalon,  M.D. 


September  28,  9:00  a. m. -12:30  p.m.,  Sunday 
‘Schwartz  Lecture  Hall 
40 1 East  30th  Street 

MONITORING  THE  INFANT  DURING  SURGERY 
Peter  Walker,  M.D. 

For  further  information  contact  Registration  Office,  NYU  Post 
Graduate  Medical  School,  550  First  Avenue  New  York 
10016.  Tel:  212/679-8745 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
September  3 
ACID  BASE— I 
Sherman  Levine,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

September  17 
ACID  BASE— II 
Sherman  Levine,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


Epilepsy  Foundation  of  America  cosponsored 
by  The  New  York  Hospital-Cornell  University 

225  Park  Avenue  south 
September  5,  9:00  a. m.  -5:30  p.m. 

MANAGEMENT  OF  EPILEPSY 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Epilepsy  Foundation  of 
America,  225  Park  Avenue  South,  New  York  10003.  Tel: 
212/677-8550. 


Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine 

260  East  188  Street 
Bronx 

September  9,  8:00-10:00  p.m.,  Tuesday 

MANAGEMENT  OF  DISORDERS  OF  FLUIDS  AND 

ELECTROLYTES 

Chaim  Charyton,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  East  188  Street,  Bronx  10458.  Tel:  212/ 
295-1100. 


Saint  Mary’s  Hospital  Division  of  the  Catholic 
Medical  Center  of  Brooklyn  and  Queens,  Inc. 

170  Buffalo  Avenue 
Brooklyn 

September  10,  8:00-9:00  a. m. 

CAN  MYOCARDIAL  INFARCT  SIZE  BE  MODIFIED  IN 
PATIENTS? 

Pravin  O.  Gohel,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

September  25,  12  noon- 1:00  p.m. 

THE  PATHOPHYSIOLOGY  AND  MEDICAL  THERAPY  OF 
RENAL  STONE  DISEASE 
Philip  Henneman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Saint  Mary's  Hospital  Division 
of  the  Catholic  Medical  Center,  Department  of  Medicine,  170 
Buffalo  Avenue,  Brooklyn  1 1213.  Tel:  212/774-3600  ext. 
2044. 


The  New  York  Hospital — Cornell  Medical 
Center 

525  East  68th  Street 
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WGO-2 


September  15/22/29,  6:30-8:00  p.m.,  Mondays 
DANCE/MOVEMENT  THERAPY 
September  17,  1:00-2:00  p m.,  Wednesdays 
(30  sessions) 

GROUP  PSYCHOTHERAPY 
DIDACTIC  SESSION 

September  17,  2:00-3:30  p.m..  Wednesdays 
(30  sessions) 

GROUP  PSYCHOTHERAPY 
EXPERIENTIAL  WORKSHOP 
September  30.  9:00  a. m. -Noon,  Tuesdays 
(30  sessions) 

BEHAVIOR  THERAPY 

For  further  information  contact  Ruth  Pollack,  CME  Office, 
PWC  111,  Department  of  Psychiatry,  The  New  York  Hospital- 
Cornell  Medical  Center,  525  East  68th  Street,  New  York 
10021.  Tel:  212/472-4344. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases  in  cooperation  with  the  New  York 
City  Division,  American  Cancer  Society 

1275  York  Avenue 

September  22,  8:00  a m. -5: 15  p.m.,  Monday 
GENETICS  IN  CLINICAL  ONCOLOGY 
SESSION  I.  CHROMOSOMES  AND  CANCER 
SESSION  II.  GENES  AND  CANCER 
September  23,  8:30  a. m. -5:30  p.m.,  Tuesday 

SESSION  III.  GENETIC  THEORIES  OF  CANCER 
ETIOLOGY 

SESSION  IV.  WORKSHOP:  INTERACTION  OF  ENTIRE 

FACULTY  WITH  STUDENTS 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

For  further  information  contact  R.  S.  K.  Chaganti,  Ph  D., 
Laboratory  of  Genetics,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  1275  York  Avenue,  New  York  10021. 


The  New  York  Cardiological  Society,  Inc. 

420  Lexington  Avenue 
‘The  Concord  Hotel 
Kiamesha  Lake 
September  27-28 

CARDIOLOGY  WEEKEND:  SESSIONS  ON 
PROSTAGLANDINS  AND  EVALUATION  OF  METHODS  OF 
CARDIAC  DIAGNOSIS 

FEE:  $30.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

For  further  information  contact  New  York  Cardiological 
Society,  420  Lexington  Avenue,  Suite  1936,  New  York 
10017.  Tel:  212/682-4041. 


NASSAU 


Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

September  1980/81,  9:00-11:00  a.m.,  Every  Third  Thursday 
CLINICAL  PROBLEMS  IN  DERMATOLOGY 
TARGET  GROUP:  DERMATOLOGISTS 
NO  FEE  CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Frank  Demento,  M.D.,  Tel: 
516/746-1227 

September  4,  1980-June  25,  1981,  3:00-4:00  p.m.,  Thursdays 
GASTROENTEROLOGY  SEMINAR 
TARGET  GROUP.  GASTROENTEROLOGISTS 
NO  FEE  CREDIT:  AMA  Cat.  1 (36  hrs.) 

For  further  information  contact  Jesse  Berkowitz,  M.D.,  Tel: 
516/542/2573. 

September  18,  1980-Aprii  16,  1981,  8:15-1 1:15  p.m., 
Thursdays 

LONG  ISLAND  PSYCHOANALYTIC  SEMINAR 
TARGET  GROUP:  PSYCHOANALYSTS 


FEE:  $50.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  Leonard  Frank,  M.D.,  Tel: 
516/538-7575. 

September  26,  1980-June  19,  1981,  4:30-5:30  p.m.,  Fridays 
OPHTHALMOLOGY  REVIEW 
TARGET  GROUP:  OPHTHALMOLOGISTS 
NO  FEE  CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  Elsa  Rahn,  M.D.,  Tel:  516/ 
542-2706. 

September  26,  4:30  p.m.  Friday 
GRAND  ROUNDS 

CURRENT  CONCEPTS  IN  THE  MANAGEMENT  OF 
DIABETIC  RETINOPATHY 
Peter  Schwartz,  M.D. 

For  further  information  contact  Elsa  K.  Rahn,  M.D.,  Director, 
Division  of  Ophthalmology,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-0123. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

‘Sloman-Lowenstein  Auditorium  of  the  Hillside  Division  of  Long 
Island  Jewish-Hillside  Medical  Center 
September  21,  8:30  a.m. -4:30  p.m. 

September  22,  9: 15  a.m. -4:00  p.m. 

DSM-III:  A TWO  DAY-WORKSHOP  DIAGNOSTIC  AND 
STATISTICAL  MANUAL  OF  MENTAL  DISORDERS 
Andrew  E.  Skodol,  II,  M.D.,  Robert  L.  Spitzer,  M.D.,  Janet  B. 
W.  Williams,  M.S.W. 

FEE:  $120.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Loews  Warwick  Hotel 

65  West  54th  Street 

(at  Avenue  of  the  Americas) 

New  York 

September  25-26,  8:00  a.m. -4:00  p.m.,  Thursday  and  Friday 
CURRENT  CONCERNS  IN  ADOLESCENT  MEDICINE: 
ENDOCRINOLOGY,  NEUROLOGY  SEXUALITY, 
EMOTIONAL  HEALTH 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

For  further  information  contact  Office  of  Continuing 
Education,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 


SUFFOLK 


SUNY  at  Stony  Brook 

‘Health  Sciences  Center 
Lecture  Hall  2,  Level  2 
September  27 

ORTHOPAEDIC  PROBLEMS  OF  THE  ELDERLY 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

For  further  information  contact  Dr.  Tamarath  K.  Yolles, 
Assoc.  Dean  for  Continuing  Medical  Education,  SUNY  at 
Stony  Brook  11794.  Tel:  516/246-2094,2135. 


ALBANY 


New  York  State  Department  of  Health  Co- 
Sponsored  by  the  Kidney  Disease  Institute 

Tower  Building,  Albany,  New  York 
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September  30-October  1,  1980 

PRACTICAL,  CLINICAL  AND  PATHOLOGICAL 
EVALUATION  OF  RENAL  PATIENTS  FOR  PRACTICING 
PHYSICIANS 

FEE:  $50  Credit:  AMA  Cat.  1 

For  further  information  contact  Dr.  Peter  M.  Burkholder, 
Director,  Kidney  Disease  Institute  Division  of  Laboratories 
and  Research,  New  York  State  Dept,  of  Health,  Empire  State 
Plaza,  Albany,  New  York  12201 


BUFFALO 

Roswell  Park  Memorial  Institute  and  the 
American  Cancer  Society,  New  York  State 
Division  and  Erie  County  Unit 

September  18 

ADVANCES  IN  REHABILITATION  OF  THE  CANCER 
PATIENT 

Richard  Berjian,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP  & 

AOA  Cat.  2-D 

For  further  information  contact  Gayle  Bersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo  14263.  Tel:  716/845-4406. 


SYRACUSE 


SUNY  Upstate  Medical  Center 

750  East  Adams  Street 
Syracuse 

'Holiday  Inn,  Downtown 
701  E.  Genesee  Street 
Syracuse 
September  13 

COLPOSCOPY  IN  GYNECOLOGIC  PRACTICE 
Robert  E.  L.  Nesbitt,  Jr.,  M.D.,  Kazem  Behnam,  M.D. 

For  further  information  contact  program  Coordinator,  Office 
of  Continuing  Education,  Upstate  Medical  Center,  State 
University  of  New  York,  750  East  Adams  Street,  Syracuse 
13210.  Tel:  315/473-4606  or  4304. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


SUNY  Upstate  Medical  Center 

750  East  Adams  Street 
Syracuse 
'Hotel  Syracuse 
September  22-26 

15TH  ANNUAL  REFRESHER  COURSE  IN 

ANESTHESIOLOGY 

William  Evers,  M.D. 

FEE:  Both  Segments  $275. 

Segment  1 — -$150. 

Segment  2 — $200. 

For  further  information  contact  Program  Coordinator,  Office 
of  Continuing  Education,  State  University  of  New  York 
Upstate  Medical  Center,  750  East  Adams  Street,  Syracuse 
13210.  Tel:  315/473-4606. 


MIDDLETOWN 


Medical  Society  of  the  County  of  Orange 
New  York  Medical  College  and  The  Mid 
Hudson  Consortium  for  the  Advancement 
of  Medical  Education 
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‘Howard  Johnson's  Motor  Lodge 
551  Route  211  East 
Middletown,  New  York  10940 
September  24,  1980,  Wednesday 
8:30  a. m. -4:00  p.m. 

AN  UPDATE  ON  THE  DIAGNOSIS  TREATMENT 
AND  MANAGEMENT  OF  HYPERTENSION 
Stanley  L.  Grossman,  M.D. 

FEE:  $10.00  for  members  of  County  Medical  Societies 
15.00  for  non-members 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Medical  Society,  County  of 
Orange,  465  Route  9W  North  Newburgh,  New  York  12550 
Tel:  914/561-0381 


POUGHKEEPSIE 


Saint  Francis  Hospital  cosponsored  by  Aspen 
Society  Poughkeepsie 

'Marist  College 
Poughkeepsie 
September  18,  Thursday 

A TEACHING  DAY  IN  MANAGEMENT  OF  MALNUTRITION 

OF  THE  HOSPITALIZED  PATIENT 

CREDIT:  AMA  Cat.  1 is  pending 

For  further  information  contact  Sister  M.  Ann  Elizabeth, 

President,  St.  Francis  Hospital,  Poughkeepsie.  Tel:  914/ 

471-2000. 


FUTURE  EVENT 


Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 
New  York  11042 
Teaching  Center 

Octover  10,  1980,  8:30  a m. -4:30  p.m. 

CURRENT  ISSUES  AT  THE  PSYCHIATRY/MEDICINE 
INTERFACE 

FEE:  $65.00  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York.  Tel:  212/470-2114 

North  Shore  University  Hospital  cosponsored 
by  Cornell  University  Medical  College 

300  Community  Drive 
Manhasset 
October  3-4 

CLINICAL  DISORDERS  IN  PEDIATRIC  NUTRITION 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

$100.  physicians  in  training 

For  further  information  contact  Dr.  Fima  Lifshitz,  Department 
of  Pediatrics,  North  Shore  University  Hospital,  Manhasset 
11030.  Tel:  516/562-4635. 


NEW  LEBANON 


Omega  Institute  cosponsored  by  American 
College  of  Preventive  Medicine 

Box  396 
New  Lebanon 
'Grand  Hyatt  Hotel 
New  York  City 
October  16-19 

CANCER  DIALOGUE  '80/A  MULTI-DIMENSIONAL 
APPROACH 

CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  or  write  Omega  Institute,  501 
Fifth  Avenue,  New  York  10017.  Tel:  212/949-1488. 


WGO-4 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
Philip  Keating,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


physicians' 

placement 

Mg*  m 


August  1980/New  York  State  Journal  of  Medicine  1517 

WGO-5 


ANESTHESIOLOGIST 

ALBION,  N.Y.,  Orleans  County  needs  an  Anesthesiologist. 
Contact  Mary  Ellen  Seaman,  Executive  Secretary,  Arnold 
Gregory  Memorial  Hospital,  Albion  14411.  Tel:  716/589- 

4422. 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

EMERGENCY  ROOM 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room  Physi- 
cian, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13201.  Tel:  315/252-3388. 
CANANDAIGUA,  N.Y.,  Ontario  County  needs  an  Emergency  Room 
Physician.  Contact  Anthony  Raguso,  Administrator,  F.  F. 
Thompson  Hospital,  350  Parrish  Street,  Canandaigua  14424. 
Tel:  716/394-1100. 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 

FAMILY  PHYSICIAN 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 
BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 
GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician,  Thoracic 
Surgeon  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  Family  Physicians. 
Contact  Peter  C.  Seidel,  Administrator,  Placid  Memorial  Hospital. 
Tel:  518/523-3420. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida,  13421. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
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and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

KINGSTON,  N.Y.,  Ulster  County  needs  a Thoracic  Surgeon,  Family 
Physician  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a General  and  Vascular 
Surgeon.  Contact  Walter  A.  Minaert,  M.D.,  228  Sherman  Street, 
Watertown,  13601.  Tel:  315/732-19990. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

FOREST  HILLS,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Ezra  Sharon,  M.D.,  70-31  108th  Street,  Forest  Hills  11375.  Tel: 
212/793-6832  or  305/491-7434. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  an  Internist.  Contact  Peter 
C.  Seidel,  Administrator,  Placid  Memorial  Hospital.  Tel: 
518-523-3420 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Family  Physi- 
cian and  Emergency  Room  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/252-3388. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Neurologist,  Family  Phy- 
sician and  Thoracic  Surgeon.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 
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NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St..  New  York  10019.  Tel: 
212/247-3103. 


OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Flospital,  41 1 Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674 

WELLSVILLE,  N.Y.,  Allegany  County,  needs  an  Ob-Gyn  specialist 
to  join  an  established,  active  practice  immediately.  Contact 
Jaffer  Hasan,  M.D.  Chief  of  Ob-Gyn,  Jones  Memorial  Hospital. 
Wellsville,  N Y.  14895. 


ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


NEW  YORK,  N.Y.,  needs  an  Orthopedic  Surgeon,  part  time.  Contact 
F.  P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321 
West  44th  Street,  New  York  10036.  Tel:  212/JU  6-1550. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 


PEDIATRICS 

BROOKHAVEN,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  1 1967. 
Tel:  516/281-4070. 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician.  Contact  Richard 
F.  Endres,  M.D.,  Sodus  Health  Center,  Box  A,  Sodus,  14551. 
Tel:  315/483-9133. 


RADIOLOGIST 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Dept,  of  Radiology,  Lutheran 
Medical  Center,  150  55th  Street,  Brooklyn  11220.  Tel: 
212/630-7415. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 
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RATES.  INCLUDING  POSTAGE 
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12  issues  (Published  the 
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□ I enclose  payment  Please  enter  my  subscription  for  one  year 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 
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Address 
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(Zip  code  number) 

Date  of  Birth  Place  of  Birth 
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Medical  School 


Internship 


Hospitals_ 


Residency 


Hosp  ita  ls_ 


Specialty_ 


Licensed  in  what  States?^ 
Applied  for  


American  Board  Certificates  held?_ 

Eligible 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Do  you  have  a New  York  State  Llcense?_ 
Military  Status 


Certified 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Industrial Group Institutional 


Other 


Date  you  will  be  available  for  practice_ 

p'ra  ct  iced_ 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 


What  makes 
a good 

neighborhood? 
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Clean  streets7  A new  playground7  Well-kept  lawns7 

That's  only  part  of  it 

The  real  measure  of  a neighborhood  is  its  people  and  the  concern  and  interest 
that  we  show  for  one  another. 

Especially  for  those  who  may  be  less  fortunate  than  ourselves  Like  people  who 
are  mentally  retarded 

Retarded  people  may  be  limited  in  their  ability  to  learn  and  in  the  type  of  work 
they  can  do.  but  not  in  their  ability  to  be  friendly,  caring,  responsible  members  of 
the  community 

People  who  are  mentally  retarded  can  make  good  neighbors  And  having  good 
neighbors,  means  having  a good  neighborhood 

Let's  support  efforts  in  our  community  and  neighborhoods,  to  provide 
supervised  homes  for  mentally  retarded  people 


Being  retarded 
never  stopped  anyone 
from  being  a good  neighbor. 


The  primary 
beneficiaries  of 


ORAL 

HYDERGINE 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptme 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progressi(  retarded  — the 
ability  to  function  can  be  maintained 
Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  elfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  ol  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg.  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg.  representing  a total  of  0.5  mg; 
packages  ol  100  and  1000. 

Before  prescribing,  see  package  insert  lor  lull  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 

SDZ  9-350 


' G 1979  Sandoz,  Inc. 
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Rene  Laennec  (1781-1826), 
physician  and  inventor  of  the 
stethoscope,  at  Necker  Hospi- 
tal, Paris.  Engraved  by  S.  Ruffe 
after  a painting  by  Chartran  at 
the  Sorbonne.  (Courtesy  New 
York  Public  Library  Picture 
Collection). 
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AS  CLOSE  AS  A CLASSIC  CAN  COME  TO  THE  FUTURE. 

Aspirin  and  codeine.  Classic  agents  whose  respective  roles  in  medicine  continue  to  be 
developed.  Empirin®  c Codeine.  An  impressive  history  and  an  important  future. 


EMPIRIN  C CODEINE 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths: 
No.  2 — 15  mg.  No.  3 — 30  mg,  and  No.  4 — 60  mg.  (Warning — may  be  habit-forming.) 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Antidepressant  effectiveness  with 
onvenient  once-a-day  fi.s.  dosage 

SINEQUAK 


(DOXEPIN  HCI) 


150-mg  j 100-mg.  75-mg,  50-mg,  25-mg, 

and  10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg,  ml,  120-ml  (4-oz)  bottles 


The  total  daily  dosage  of  Sinequan,  up  to  150  mg,  may  be  administered  on  a once-a-day  schedule  without 

loss  of  effectiveness. 

■rThe  150-mg  capsule  strength  is  intended  for  maintenance  therapy  only  and  is  not  r 
for  initiation  of  treatment. 


P/ease  see  Brief  Summary  on  next  page  for  i 
warnings,  precautions  and  adverse  reactions 


Antidepressant 

Effectiveness 

SINEQUAN 

150-mg*  100-mg.  75-mg.  50-mg,  25-mg, 
and  10-mg  CAPSULES  and  ORAL  CONCENTRATE. 
10  mg/ml,  120-ml  (4-oz)  bottles 


*The  150-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


Convenient  once-a-day  h.s.  dosage 

which  may  improve  patient  compliance.  The  total 
daily  dosage,  up  to  150  mg  per  day,  may  be  given 
on  a once-a-day  schedule  without  loss  of 
effectiveness.  Sinequan  may  also  be  given  on  a 
divided  dosage  schedule  up  to  300  mg  per  day. 

Prominent  sedative  effect 

which  may  help  to  relieve  the  difficulty  in  falling  and 
staying  asleep,  and  the  early-morning  awakening 
often  associated  with  depression. 

Established  antianxiety  activity 

to  help  alleviate  the  anxiety  which  often 
accompanies  clinical  depression. 

Usually  well  tolerated 

at  doses  up  to  150  mg  per  day,  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guanethidine  and  related  compounds.  Tachycardia 
and  hypotension  have  been  reported  occasionally. 
Drowsiness  is  the  most  commonly  observed  side 
effect.  Dry  mouth,  blurred  vision,  constipation  and 
urinary  retention  have  been  reported. 

Extended  range  of  dosage  strengths 

for  flexibility  in  individualizing  therapy. 

Now  available 
from  RO@RIG 

ROeRIG  <9 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


BRIEF  SUMMARY 

SINEQUAN*  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  SINEQUAN  is  contraindicated  in  individuals  who  have  shown  hypersensitivity 
to  the  drug  Possibility  of  cross  sensitivity  with  other  dlbenzoxepines  should  be  kept  in  mind 
SINEQUAN  is  contraindicated  in  patients  with  glaucoma  or  a tendency  to  urinary  retention 
These  disorders  should  be  ruled  out,  particularly  in  older  patients 

Warnings.  The  once-a-day  dosage  regimen  of  SINEQUAN  in  patients  with  intercurrent  illness  01 
patients  taking  other  medications  should  be  carefully  adiusted  This  is  especially  important  ir 
patients  receiving  other  medications  with  anticholinergic  effects 
Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition 
Usage  in  Pregnancy:  Reproduction  studies  have  been  performed  in  rats,  rabbits,  monkeys 
and  dogs  and  there  was  no  evidence  of  harm  to  the  animal  fetus  The  relevance  to  humans  is  noi 
known  Since  there  is  no  experience  in  pregnant  women  who  have  received  this  drug,  safety  ir 
pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of  the  drug  ir 
human  milk  and  its  effect  on  the  nursing  infant 

Usage  in  Children:  The  use  of  SINEQUAN  in  children  under  12  years  of  age  is  not  recom 
mended  because  safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  SINEQUAN  The 
exact  length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered,  and  the  dosage  involved. 

Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the  dange 
inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially  important  ir 
patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  be  warned  c 
the  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  whilr 
taking  the  drug  Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  bi 
potentiated 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  until  significar 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  c 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  b 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE:  Some  of  the  adverse  reactions  noted  below  have  not  bee 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological  similaritie 
among  the  tricyclics,  the  reactions  should  be  considered  when  prescribing  SINEQUAN 
Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  hav 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  b 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  Thi 
tends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  ar 
confusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramid, 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  bee 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitization,  and  pruritus  have  occasionally  occurred 
Hematologic:  Eosinophilia  has  been  reported  in  a few  patients  There  have  been  occasion, 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukopenia,  thron 
bocytopema.  and  purpura 

Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  an 
aphthous  stomatitis  have  been  reported  (See  anticholinergic  effects.) 

Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargemei  j 
of  breasts  and  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  bee 
reported  with  tricyclic  administration. 

Other  Dizziness,  tinnitus,  weight  gam,  sweating,  chills,  fatigue,  weakness,  flushing,  jaundic 
alopecia,  and  headache  have  been  occasionally  observed  as  adverse  effects 
Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a startir 
daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or  decreased 
appropriate  intervals  and  according  to  individual  response  The  usual  optimum  dose  range  is ) | 
mg/day  to  150  mg/day. 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding 
dose  of  300  mg/day 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  orgar  I 
disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  controlled  on  doses  as  It  I 
as  25-50  mg/day 

The  total  daily  dosage  of  SINEQUAN  may  be  given  on  a divided  or  once-a-day  dosa' 
schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  is  1 
mg/day  This  dose  may  be  given  at  bedtime  The  150  mg  capsule  strength  is  intended  f 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Anti-anxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effe 
may  not  be  evident  for  two  to  three  weeks 
Overdosage. 

A Signs  and  Symptoms 

1 Mild,  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 
2.  Severe:  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  ar  I 
tachycardias. 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileu  ' 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild:  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressi 
supportive  therapy  If  the  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  I 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbs 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lava  I 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patiei 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  da  ■ 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  i*l 
appropriate  antiarrhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  C 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  mtra 
nous  administration  of  1 mg  to  3 mg  of  physostigmine  salicylate  Because  physostigminr 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  responc 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  depr 
sion  Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosj  > 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg,  75  r 
and  100  mg  doxepin:  bottles  of  100, 1000,  and  unit-dose  packages  of  100  (10  x 10  s)  25  mg  ; 

50  mg  doxepin  bottles  of  100.  1000,  5000.  and  unit-dose  packages  of  100  (10  x 10's)  150 
doxepin  bottles  of  50,  500.  and  unit-dose  packages  of  100  (10  x 10's)  SINEQUAN  Oral  Cone 
trate  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated  at  5 mg,  10  mg 
mg,  20  mg.  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg  doxepin  Just  pric  i 
administration,  SINEQUAN  Oral  Concentrate  should  be  diluted  with  approximately  120  rr  I 
water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or  pineapple  |uice  SI 
QUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  of  carbonated  beverac 
For  those  patients  requiring  antidepressant  therapy  who  are  on  methadone  maintenance.  SI 
QUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed  together  with  Gatora  1 
lemonade,  orange  juice,  sugar  water,  Tang,®  or  water,  but  not  with  grape  juice  Preparation  1 
storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request. 
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Bashey,  R.  I.,  e Mori,  Y.:  Endocarditis  experimental; 
studios  biochimic  del  collageno,  New  York  State  J.  Med. 
80:  1537  (Septembre)  1980. 

In  un  effortio  pro  determinar  si  existe  un  relation  inter 
le  collageno  valvulari  e le  endocarditis,  esseva  concebite 
experimentos  pro  studiar  le  cyclo  del  collageno  empleando 
prolina  radioactive.  Quindece  (15)  pullos  (“chicken”) 
esseva  innoculate  intravenosemente  con  Streptococcus 
faecalis,  e depost  sacrificate  al  12  horas,  al  die  5 e al  die  10. 
Additionalmente,  altere  5 pullos  esseva  usate  como  con- 
trolos.  Omne  animales  recipeva  3 H-  (tritium)  prolina  (0.5 
microcuries/Gram  of  peso  corporal)  4 horas  ante  de  esser 
sacrificate.  Le  valvulas  cardiac,  le  myocardium,  le  aorta 
e le  pele  esseva  dissecate  pro  studios  morphologic  e 
biochimic.  Le  collageno  esseva  isolate  de  iste  texitos 
mediante  gelatinisation,  e su  radioactivitate  specific  (“SA" 
in  anglese)  determinate.  Le  collageno  del  myocardium 
habeva  le  plus  elevate  SA.  Le  valvula  tricuspide  (musculo 
in  le  gallina)  e le  aorta  habeva  un  activitate  radioactive 
comparabile;  ambe  habeva  un  quantitate  considerable  de 
musculo  lisie.  In  omne  texitos,  excepto  le  pele,  le  SA  del 
collageno  augmentava  con  le  inflammation  del  valvulas  e 
alcansava  su  maxime  in  5 dies  e declinava  definitivemente 
in  10  dies.  Con  rispecto  al  pele  pare  que  non  existe  cam- 
bios  in  le  SA  del  collageno  in  casos  de  endocarditis. 

Aswapokee,  P.,  Aswapokee,  N.,  Neu,  C.  O.,  Ellner,  P. 
D.,  e Neu,  H.  C.:  Tuberculosis  resistente  al  drogas;  un 
problema  serie,  New  York  State  J.  Med.  80:  1541  (Sep- 
tembre) 1980. 

Ben  que  ha  essite  observate  un  descenso  dramatic  del 
frequentia  del  tuberculosis  in  le  Statos  Unite,  iste  morbo 
es  totavia  commun  in  certe  immigrantes  a iste  pais.  Le 
resistentia  primari  del  Mycobacterium  tuberculosis  in  le 
Statos  Unite  ha  essite  basse.  De  1970  a 1977,  nos  ha  tro- 
vate  que  14.4  pro  cento  del  M.  tuberculosis  isolate  esseva 
resistente  a un  droga,  e 4 pro  cento,  a 2 o plus  drogas.  Le 
resistentia  al  isoniazida  esseva  le  plus  commun;  occurreva 
in  7.9  pro  cento  del  casos.  Le  55  pro  cento  del  patientes  con 
bacillos  tuberculose  resistente  al  drogas  non  esseva,  prev- 
iemente,  resistente  al  chimiotherapia.  Le  40  pro  cento  del 
patientes  con  microorganismos  primarimente  resistente 
esseva  del  region  del  Caribe.  Le  resistentia  multiple  del 
tuberculosis,  a 5 agentes,  includente  le  rifampina,  esseva 
trovate  e depost  seguite  per  le  morte  de  un  patiente;  altere 
patiente  requireva  resection  pulmonari.  Iste  studio  de- 
monstra  que  le  test  de  sensibilitate  del  M.  tuberculosis 
isolate  debe  continuar  se  in  areas  urbane  grande  e recipente 
de  immigrantes  al  States  Unite. 

Gould,  L.,  Reddy,  C.  V.  R.,  Macklin,  E.  J.,  Singh,  B.  K., 
e Zen,  B.:  Hemodynamia  e intercambio  gaseose  durante 
le  reposo  pulmonari;  effectos  del  unguento  de  nitrogly- 
cerina  in  patientes  con  cardiomyopathia,  New  York  State 
J.  Med.  80: 1549  (Septembre)  1980. 

Un  reduction  del  impedantia  produce  un  effecto  he- 


modynamic beneficiose  in  patientes  con  myocardiopathia. 
Isto  ha  essite  studiate  usante  un  injection  intravenose  de 
nitroprussiate,  phentolamina  e hydralasina.  Existe  un 
parve  information  supra  le  effecto  del  unguento  de  nitro- 
glycerina  in  patientes  con  myocardiopathia.  Per  isto,  in 
7 patientes  con  myocardiopathia  esseva  facite  le  cathet- 
erisation del  corde  sinestre  e dextre  e depost  la  determi- 
nation del  mensuras  hemodynamic  de  controlo,  2 pollices 
(5  cm)  de  unguento  de  nitroglycerina  esseva  applicate  in 
le  pectore  durante  50  minutes.  Le  pression  sanguine  e le 
rendimento  cardiac  esseva  repetite.  Esseva  observate  que 
le  pression  medie  atrial  dextre  descendeva  3.9  mm/Hg  con 
le  tractamento  con  respecto  al  nivello  de  6.9  mm/Hg  de 
controlo  (P  <0.02);  in  cambio,  le  differentia  del  oxygeno 
arterio-venose  descendeva  de  6 vol./lOO  ml  a 5.5  vol./lOO 
ml  (P  <0.02).  Non  esseva  observate  altere  cambios  sig- 
nificative. In  consequentia,  le  unguento  de  nitroglycerina 
produce  solmente  un  cambio  minimal  del  hemodynamia 
in  patientes  con  cardiomyopathia. 

Halpern,  A.  L.,  e Sussman,  R.  B.:  Matre  psychotic  cul- 
pate  de  infanticidio;  nove  disveloppamentos  dispositional, 
New  York  State  J.  Med.  80:  1553  (Septembre)  1980. 

Ha  essite  un  costume  in  le  annos  pasate  le  termination 
del  processo  in  un  Corte  de  Justitia  in  le  casos  de  matres 
culpate  de  assessinar  un  infante  con  sol  le  declaration  de 
“Non  culpabile  debite  a Insanitate.”  Iste  conclusion  es- 
seva generalmente  arrivate  in  un  judicio  sin  adversarios  e 
con  le  approbation  del  accusator,  le  acceptation  del  judice 
e le  satisfaction  del  advocato  defensori.  Es  questionabile 
si  le  consequentias  de  tal  conclusion  esseva  conducente  al 
tractamento  e recuperation  del  accusato.  In  omne  caso, 
la  crescente  popularitate  del  insanitate  como  defensa, 
juncto  con  le  uso  abusive  de  iste  typo  de  defensa  ha  con- 
ducite  a mensuras  restrictive  contra  omne  persona  dec- 
larate  culpabile  por  possibile  insanitate,  includente  matres 
que  ha  assassinate  su  filio  e es  hospitalisate  depost  la  ver- 
dicto.  Le  autores  opina  que  le  verdicto  de  non  culpabili- 
tate  per  rationes  de  insanitate  rara  vices  es  le  melior  interes 
per  le  societate  e le  persona  culpabile  o per  le  administrator 
del  justitia  criminal.  Plus  appropriate  e plus  significative 
therapia  es  alternativas  discutite  in  iste  reporto. 

Nordlicht,  S.:  Mantenimento  psychiatric  durante  le 
tractamento  del  cancer,  New  York  State  J.  Med.  80: 1557 
(Septembre)  1980. 

Durante  le  tractamento  del  patientes  con  cancer,  su 
psyche  e su  morbo  require  le  attention  judiciose  e le  ap- 
proche  multidisciplinari  del  gruppo  de  personas  parti- 
cipante  in  le  attention  del  patiente.  Additionalmente, 
debe  guiar  se  al  familia  per  que  ille  proportiona  al  patiente 
un  reposo  constructive  e fortalesa  emotional.  Le  medico 
mesme  debe  identificar  se  con  le  trauma  psychic  que  le 
patiente  es  sufferente. 

Riggio,  R.  R.,  Cheigh,  J.  S.,  Stenzel,  K.  H.,  Suthan- 
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thiran,  M.,  Charai,  J.,  Saal,  S.  D.,  Sullivan,  J.  F., 
Haschemeyer,  R.,  Tapia,  L.,  Stubenbord,  W.,  Fotino, 
M.,  DeBoccardo,  G.,  e Rubin,  A.  L.:  Transplantation 
renal;  uso  del  gamma-globulina  como  agente  immuno- 
suppressive, New  York  State  J.  Med.  80: 1561  (Septem- 
bre)  1980. 

Un  concentrato  de  gamma-globulina  humane,  obtenite 
de  un  mixtura  de  sanguines  retroplacentari  (GGSRP)  es 
infra  investigation  clinic  como  agente  immunosuppressive 
in  casos  de  transplantation  renal.  Due  esaios  clinic,  un 
terminate  e altere  in  processo,  permite  suggerer  que  le 
GGSRP  pote  prolongar  le  vitalitate  del  allograffos  renal 
sempre  que  le  recipente  ha  recipete  un  o plus  transfusiones 
sanguine  ante  del  transplantation.  Le  effecto  reforciante 
del  sanguine  per  se  non  ha  essite  observate  in  nostre  pa- 
tientes  transplantate,  lo  que  ha  essite  observate  in  varie 
centros  del  Statos  Unite  e Europa.  Le  mechanismo  de 
action  del  GGSRP  in  le  transplantation  non  es  explicate 
in  le  actualitate,  e nos  non  pote  explicar  le  correlation 
negative  inter  le  transfusion  sanguine  e le  augmentate 
proportion  de  superviventia  del  graffos  de  renes  de  ca- 
daveres. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Walking  is  good  exercise 

The  physical  fitness  boom  of  recent  years  has  sent  mil- 
lions of  Americans  to  the  jogging  paths,  swimming  pools, 
and  health  club  gyms.  But  the  majority  are  still  living 
their  usual  sedentary  lives  while  watching  the  fitness  buffs 
with  amused  contempt. 

Physical  fitness  programs  have  had  no  success  in  in- 
ducing the  majority  of  the  population  to  be  physically  ac- 
tive, says  Yehuda  Shoenfeld,  M.D.,  of  Tel-Aviv  University 
Medical  School,  Israel. 

Writing  in  the  May  23/30  Journal  of  the  American 
Medical  Association,  Dr.  Shoenfeld  points  out  that  jogging, 
although  efficient  in  improving  heart  and  lung  capacity, 
is  unsuitable  for  large  population  groups.  Moreover,  it  has 
been  found  to  cause  some  harmful  side  effects. 

Almost  everyone  can  walk,  but  is  walking  really  enough 
exercise  to  improve  physical  condition  appreciably? 

Yes,  says  Dr.  Shoenfeld,  reporting  on  experience  in 
measuring  exercise  capacity  of  44  young  men  in  a research 
training  program.  Some  of  the  men  hiked  for  30  minutes 
each  day  at  a speed  of  three  miles  per  hour,  carrying  a small 
seven-pound  back  pack.  Several  of  the  subjects  walked 
for  four  to  six  weeks  with  the  same  load,  and  some  in- 
creased the  load  to  14  pounds. 

In  all  groups,  exercise  capacity  showed  significant  in- 
crease, but  was  most  pronounced  in  the  last  group,  Dr. 
Shoenfeld  says. 

This  study  shows  that  it  is  possible  to  improve  sub- 
stantially physical  fitness  in  three  weeks  by  walking  daily 
with  a light  backpack  load,  he  concludes. 

Walking  can  easily  be  adapted  as  a way  of  life;  everyone 
can  use  a briefcase  or  shopping  bag  rather  than  a back  pack. 
By  increasing  the  speed,  distance,  and  pack  load,  individ- 
uals can  attain  a fairly  high  degree  of  physical  conditioning, 
he  says. 


Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability  and 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances,  anxiety 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  symp- 
toms are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal  or 
cardiovascular 

Effectiveness  in  long-term  use,  i e more  than  4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucoma 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  CNS- 
acting  drugs  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  barbi- 
turates and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addic- 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillance 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  dependence 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benzodi- 
azepines taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  over- 
sedation 

Terminate  dooage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  occa- 
sional convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  compo- 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 year  at 
6mg  kg  day  No  effect  dose  was  1 25mg  kg  day  (approximately  6 times  the  maximum  human 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  within 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  pro- 
longed periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  symptoms 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerged  in 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  Were  performed  in  mice.  rats,  and  2 strains  of  rabbits. 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis, 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  was 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  congeni- 
tal malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam  and 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  studies 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  period 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  may  be 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  preg- 
nant to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazepam 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxious 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%).  followed  by  dizziness  (6  9%), 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression,  nau- 
sea change  in  appetite  headache  sleep  disturbance,  agitation,  dermatological  symptoms,  eye 
function  disturbance  various  gastrointestinal  symptoms  and  autonomic  manifestations  Inci- 1 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  pressure- 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  agents 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitor- 
ing of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled 
/with  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determined 
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Dosage:  Individualize  lor  maximum  beneficial  effects.  Increase  dose 
gradually  when  needed,  giving  higher  evening  dose  before  increasing 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  debili- 
tated, initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  situa- 
tional stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Philadelphia,  PA  19101 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  bid. 
or  t.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 


, Ativan 

fOrilorazepam) 

Anxiety 


Index  to  Advertisers 


Boehringer  Ingelheim  

Burroughs  Wellcome  Company 

Carann  Leasing  Corp 

Fenwick  Hall  

Geriatric  Pharmaceutical  Corp. 
Jobst  Institute  


1590,  1591,  1592 


2nd  cover,  1596,  1626 


1535,  1536 

1641 

1560 

1576 


Annotations 

of  Books  Received* 

NEOPLASMS—  THERAPY 


Eli  Lilly  & Company  1614 

New  York  Society  of  Acupuncture  for  Physicians  & Dentists 1643 


Roerig,  Div.  of  Pfizer  Pharmaceuticals  1522,  1523,  1524 

Roche  Laboratories  1546,  1547,  1548,  3rd  & 4th  covers 


Sandoz  Pharmaceuticals  1636 

Semmelweis  Scientific  Society 1530 

Temple  University  School  of  Dentistry 1645 

Wyeth  Laboratories  1528,1529 


SEMMELWEIS  SCIENTIFIC  SOCIETY 

(formerly  the  American-Hungarian  Medical  Association) 
announces  the  28th 

IGNAZ  SEMMELWEIS  LECTURE: 

The  Concept  of  Variant  Angina:  Fixed  Coro- 
nary Obstruction  versus  Coronary  Spasm 

by  RICHARD  GORLIN,  M.D.,  Murray  M. 
Rosenberg  Professor,  and  Chairman,  Depart- 
ment of  Medicine,  Mount  Sinai  School  of 
Medicine 

FRIDAY,  OCTOBER  10,  1980 
8:30  P.M. 

Subscription  dinner  preceding  the  lecture  at 
6:45  p.m. 

NEW  YORK  ACADEMY  OF  MEDICINE 
103  STREET  & FIFTH  AVENUE 
NEW  YORK,  NEW  YORK  10029 

For  information,  contact: 

Otto  Kestler,  M.D.,  President,  or 
Richard  Merkler,  M.D.,  Secretary 

212-758-2590 


Concepts  in  Cancer  Care.  By  Jay  Scott  Cooper,  M.D., 
and  Donald  J.  Pizzarello,  Ph.D.  Philadelphia,  Lea  & Fe- 
biger,  1980.  Illustrated,  273  pages.  Hardcover,  $16.50. 

An  explanation  of  radiotherapy  and  chemotherapy  for 
primary  care  phsysicians. 

AGED— NEW  YORK  (CITY) 

Planning  for  the  Elderly  in  New  York  City:  An  As- 
sessment of  Depression,  Dementia  and  Isolation.  New 

York,  Community  Council  of  Greater  New  York,  1980. 
Softcover,  68  pages.  Price,  $4.  (Available  from  the 
Council  at  225  Park  Ave.  S.,  New  York  City  10003) 

Proceedings  of  a research  utilization  workshop,  held  on 
April  6,  1979. 

AUDIO-VISUAL  AIDS 

Educator’s  International  Guide  to  Free  and  Low  Cost 
Health  Audio-Visual  Teaching  Aids.  Long  Island  City, 
N.Y.,  Pharmaceutical  Communications,  Inc.  1979.  Pa- 
perback, 312  pages.  Price,  $14.95  (Available  from  Pub- 
lisher, at  42-15  Crescent  St.,  Long  Island  City,  N.Y. 
11107 

A basic  source  book  and  teaching  aid  to  educators,  ad- 
ministrators, professionals,  and  paraprofessionals  in  the 
health  care  field — updated  and  expanded. 

ALCOHOLISM 

Alcoholism:  A Practical  Treatment  Guide.  Edited 
by  Stanley  E.  Gitlow,  M.D.,  and  Herbert  S.  Peyser,  M.D. 
New  York,  Grune  & Stratton,  1980.  Hardcover,  288  pages. 
Price,  $24.50. 

An  aide  to  the  detection  and  treatment  of  alcoholism — 
for  the  clinically  oriented  practitioner. 

FOOD  HABITS 

Food,  Ecology  and  Culture.  Edited  by  J.  R.  K.  Robson. 
New  York,  Gordon  and  Breach  Science  Publishers,  1980. 
Illustrated,  143  pages.  Cloth,  $27.50. 

Readings  in  the  anthropology  of  dietary  practices. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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Editorial 


Governor  Hugh  L.  Carey’s  veto  of  S2071B  to  reduce  awards  by 
collateral  sources  of  payment 


At  the  McGill  Symposium,  held  all  day,  May  24, 
1979,  Kevin  Cahill,  M.D.,  the  Governor’s  advisor  for 
medical  affairs,  indicated  explicitly  and  emphatically 
that  the  “malpractice  crisis  no  longer  exists”  except 
in  the  vivid  imagination  of  biased  physicians  and 
others  who  see  a distorted  image  in  the  “Alice  in 
Wonderland  looking  glass.” 

The  sad  fact  is  that  the  problem  of  malpractice  is 
still  very  much  with  us  and  that  in  all  probability  a 
new  crisis  is  in  the  offing.  Bear  witness  the  following 
quotations  from  individual  county  society  publica- 
tions: 

“Governor  Carey,  we  need  a break  or  we’ll  go 
broke,”  from  the  Medical  Society  of  the  County 
of  Kings  Bulletin  of  June,  1980.  “More  mal- 
practice claims  than  ever  are  now  being  made, 
and  higher  judgments  awarded  in  the  courts: 
— as  a result  premiums  will  go  up  about  24  per- 
cent in  July,”  from  the  New  York  County  Bulle- 
tin of  May,  1980.  “The  malpractice  crisis  still 
exists  . . . the  answer  is  legislative  action,”  from  the 
Onondaga  County  Bulletin  of  July,  1980. 

Of  course,  these  are  the  opinions  of  physicians,  but 
they  are  the  ones  in  a position  to  know  because  they 
pay  the  increasing  premiums. 

Malpractice  rates  are  rising  in  most  of  the  United 
States  and  in  New  York  State.  One  of  the  reasons 
for  the  veto  given  by  Governor  Carey  was  “in  recent 
years  medical  malpractice  premiums  have  stabi- 
lized”; but  actually  this  is  just  not  so.  In  some 
specialties  the  increase  this  year  in  premiums  has 
been  quite  enormous.  The  Hartford  Group  of  in- 
surance companies  paid  40  percent  more  than  here- 
tofore for  claims  since  1977;  they  also  paid  $17  million 
for  claims  for  six  months  only  between  January  and 
July  of  1979,  compared  to  $21  million  paid  for  all  the 
12  months  of  1975.  The  premiums  for  Class  I in  New 
York  State  will  rise  from  $21,400  to  $25,005,  which 
is  an  increase  of  $3,605.  For  Class  II,  the  increase  will 
be  from  $15,258  to  $20,801  a year,  or  the  frightening 
increase  of  $5,543.  The  increase  in  the  premiums  in 
the  specialty  of  pathology  and/or  hematology,  will  be 
an  amazing  42  percent  increment  for  the  coming  year. 
This  means  that  a physician  must  earn  enough  for 
these  large  malpractice  insurance  payments  for  the 
year  before  he  pays  his  rent,  or  any  salary,  and  before 
he  can  earn  enough  to  support  himself.  In  the 


opinion  of  most  physicians,  it  seems  quite  apparent 
that  we  must  be  prepared  for  another  crisis  similar 
to  that  in  1975.  Such  an  eventuality  will  soon  be  on 
us.  We  all  must  realize  that  this  is  a problem  not 
only  for  physicians  and  insurance  companies,  but  also 
is  an  evil  that  must  be  faced  by  the  public  and  pa- 
tients in  particular  who  will,  in  the  final  analysis,  be 
paying  for  the  increases  in  premiums  in  one  way  or 
another. 

The  formation  of  its  own  insurance  company  by 
MSSNY,  the  Medical  Liability  Mutual  Insurance 
Company,  has  only  delayed  the  new  crisis;  it  certainly 
did  not  solve  the  problem.  Even  at  that,  the  best 
that  was  to  be  expected  was  that  this  insurance 
company  would  only  be  part  of  the  answer;  the  rest 
was  to  come  through  legislative  action. 

One  of  the  important  legislative  achievements  this 
year  was  the  passage  of  S2071B:  this  is  the  bill  to 
reduce  awards  by  amounts  that  plaintiffs  already 
obtained  or  will  receive  from  other  collateral  sources. 
This  bill  had  the  highest  priority  in  the  efforts  of  the 
physicians,  legislators,  and  all  others  involved  in  this 
problem  in  general,  and  MSSNY  in  particular.  In 
fact,  Governor  Carey  and  the  legislature  in  1975 
recognized  the  necessity  for  the  government,  the 
medical  profession,  and  society  as  a whole,  to  coop- 
erate in  an  earnest  effort  to  solve  this  grave  problem. 
Indeed,  some  changes  in  the  existing  law  were  en- 
acted, but  they  were  minimal  and  obviously  have  not 
helped  very  much. 

Governor  Carey  also  appointed  a Commission  in 
1975,  headed  by  William  J.  McGill,  M.D.,  President 
of  Columbia  University,  to  study  and  investigate  the 
entire  malpractice  problem  in  New  York  State.  One 
of  the  important  recommendations  made  by  this 
panel  was  the  proposal  embodied  in  the  legislation 
which  the  Governor  has  just  vetoed,  on  the  utilization 
of  collateral  sources  in  reduction  of  awards.  There 
is  no  good  reason  why  such  payments  should  be 
routinely  doubled.  The  sources  for  such  doubling 
of  awards  can  be  from  other  insurance,  disability 
benefits  obtained,  and  hospital  benefits  available  per 
se.  If  enacted,  this  bill  would  save  about  15  percent 
of  the  costs  of  the  total  premium  and  should  amount 
to  a reduction  of  $10  million  in  the  costs  of  mal- 
practice (James  H.  Durkin,  Consulting  Actuary). 

“The  future  looks  ominous  for  medical  malpractice 
insurers.” 

It  was  not  easy  to  obtain  endorsement  and  ap- 
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proval  of  both  the  Republican  Senate  and  the 
Democratic  Assembly  for  this  bill.  In  essence, 
Governor  Carey  rejected  the  recommendation  of  his 
own  McGill  Commission,  which  urged  passage  of 
such  legislation.  He  also  disregarded  the  advice  of 
the  Medical  Society  of  the  State  of  New  York  and  of 
the  legislators.  He  later  paid  no  heed  to  the  appeal 
for  a meeting  made  by  President  G.  Rhemi  Denton, 
M.D.  The  careful  consideration  and  wisdom  of  the 
legislators;  mind  you,  183  members  of  the  legislature 
out  of  a total  of  210  members,  favored  passage  of  this 
bill  and  only  9 were  opposed;  in  the  Assembly,  133 
were  in  favor  and  7 against,  while  in  the  Senate  50 
voted  for  the  measure  and  2 were  opposed  to  it.  The 
insurance  industry  also  favored  this  measure. 

The  adversary  system  to  determine  the  causal 
relation,  presence  or  absence  of  the  blameworthiness, 
and  any  justified  compensability  is  no  longer  appli- 
cable in  this  technical  and  scientific  medical  era. 
Modern  medicine  has  many  conditions  which  carry 
risks  and  the  best  physicians  today  have  misad- 
ventures inherent  in  the  illness,  or  the  procedures 
undertaken  to  effect  cures  and  to  benefit  the  patient. 
To  trust  such  decisions  in  their  ultimate  evaluation 
to  laymen  must  needs  be  inadequate.  To  distinguish 
harm  to  the  patient  that  is  due  to  negligence  from 
that  which  is  entirely  inherent  in  the  illness  per  se, 
and  is  not  blameworthy,  is  a difficult  bit  of  judgment 
for  which  laymen  are  not  equipped.  The  outcome 
of  a trial  often  depends  on  the  skills  and  techniques 
of  the  legal  adversaries,  rather  than  on  reason  and 
truth.  The  old  tort  system  needs  fundamental 
changes  to  achieve  justice  in  this  field. 


Of  course,  our  legal  colleagues  are  concerned  with 
obtaining  justice  for  their  clients,  although  the  con- 
tingency benefits  to  themselves  may  give  particular 
strength  to  their  efforts.  Some  have  been  quoted  to 
have  said  “Give  me  the  patient  with  persistent  dis- 
tortion and  dramatic  abnormality,  for  a jury  to 
see — after  surgery  or  after  an  illness — one  with  a 
strong  emotional  appeal;  that  is  the  case  the  plain- 
tiffs advocate  seeks”;  the  advocate  feels  confident 
that  he  can  develop  causal  relationship  and  liability 
of  the  physician.  Remember,  many  legislators  are 
lawyers;  that  may  be  why  our  entire  tort  system  and 
malpractice  legal  mess  is  what  it  is.  Yet  such  legal 
minds  all  voted  strongly  (183  to  9)  that  the  collateral 
payments  be  deducted. 

* * * 

Really,  Governor  Carey,  who  is  peering  into  Alice’s 
looking  glass?  The  mirror  is  now  reflecting  the  dis- 
tortions ordinarily  seen  in  the  “fun  house  mirrors,” 
except  that  this  is  not  fun — anything  but! 

There  exists  a great  need  for  relief  from  the  dire 
consequences  that  follow  the  type  of  defensive 
medicine  that  is  now  being  forced  on  our  profession. 
Both  the  cost  and  the  quality  of  medical  care  are 
suffering  to  the  detriment  of  our  patients  who  no 
longer  can  depend  on  the  time-tested  physician- 
patient  relationship  so  important  to  quality  medical 
care. 


A.A.A. 
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The  relationship  between  various  cellular  compo- 
nents of  the  inflammatory  response  and  the  subse- 
quent events  that  occur  during  fibrogenesis  are  yet 
poorly  understood.  It  has  long  been  suggested  that 
inflammation  represented  a specific  sequence  of 
events  that  was  necessary  for  orderly  occurrence  of 
the  phenomenon  of  repair. 

Cardiac  valves  consist  mainly  of  connective  tissue; 
this  tissue  is  very  susceptible  to  stress,  infection,  and 
local  stimulation.  Angrist  and  his  associates,1-4  in 
a series  of  publications,  have  described  the  histologic 
and  morphologic  alterations  of  valvular  tissues  in 
experimental  endocarditis. 

For  a long  time,  very  little  information  existed 
concerning  the  biochemistry  of  heart  valves,  recently 
Bashey  and  coworkers5"8  studied  the  matter  in  detail. 
Collagen  was  found  to  be  the  major  component  of  the 
connective  tissue  matrix,  comprising  approximately 
50  percent  of  the  dry  weight  of  this  tissue.5  The 
characterization  of  valvular  collagen  has  been  limited 
probably  because  of  the  extreme  insolubility  of  this 
protein  in  heart  valves.6  Special  extraction  proce- 
dures were  developed  by  us  to  solubilize  valvular 
collagen.  This  consisted  in  sequential  pepsin  di- 
gestion and  extraction  with  dithiothreitol.7  We  were 
able  to  characterize  the  solubilized  collagen  and 
showed  that  heart  valve  collagen  was  heterogeneous 
in  nature,  consisting  of  a mixture  of  type  I and  type 

* This  study  was  performed  at  the  Albert  Einstein  College  of 
Medicine,  The  Bronx,  New  York,  and  was  supported  by  National 
Institutes  of  Health  grants  HL-22161  and  HL- 18827. 


In  an  effort  to  determine  if  a relationship  exists  be- 
tween changes  in  valvular  collagen  and  endocarditis, 
experiments  were  designed  to  study  the  turnover  of 
collagen  using  radioactive  proline.  Fifteen  chickens 
were  inoculated  intravenously  with  Streptococcus 
faecalis  and  sacrificed  at  12  hours,  5 days,  and  10  days 
thereafter.  In  addition  to  this,  five  more  chickens 
were  employed  as  controls.  All  animals  received 
'H (tritium)- proline,  0.5  microcuries  per  Gram  of 
body  weight  four  hours  before  sacrifice.  The  heart 
valves,  myocardium,  aorta  and  skin  were  dissected 
out  for  both  morphology  and  biochemical  studies. 
Collagen  was  isolated  from  these  tissues  by  gelati- 
nization  and  its  SA  (specific  radioactivity ) deter- 
mined. Collagen  from  myocardium  had  the  highest 
SA.  The  tricuspid  valve,  muscular  in  hen,  and  aorta 
had  comparable  SA;  both  have  considerable  smooth 
muscle.  In  all  the  tissues  except  the  skin,  the  SA  of 
collagen  increased  with  the  inflammation  of  the 
valves  and  reached  a maximum  at  5 days  and  defi- 
nitely declined  at  10  days.  In  the  case  of  skin,  there 
seems  to  be  no  change  in  the  SA  of  collagen  with  en- 
docarditis. 


Ill  collagens,  and  also  consisted  of  an  unusual  colla- 
gen polypeptide.8  All  collagens  from  this  tissue 
contain  more  hydroxylysine  than  is  normally  present 
in  collagen  and  may  be  responsible  for  its  insolubility 
and  go  with  its  specialized  function. 

Besides  collagen,  studies  of  ground  substance  of 
the  heart  valve  were  also  performed  in  our  labora- 
tories. These  studies  showed  the  presence  of  various 
components  of  glycosaminoglycans.9-12 

In  an  effort  to  determine  if  a relationship  exists 
between  changes  in  valvular  collagen  and  endocar- 
ditis, experiments  were  designed  to  study  the  turn- 
over rate  of  collagen  using  radioactive  3H(tritium)- 
proline.  For  this  particular  study,  we  used  chicken 
as  an  experimental  model  primarily  for  infectious 
initiated  endocarditis  and  for  the  amount  of  valvular 
tissue  available  in  such  animals  compared  to  rats. 
Chicken  has  been  used  by  us  previously  to  study  the 
fine  structure  of  valve.13-14  The  chicken  has  a 
built-in  control  for  the  study  of  the  collagenous  valve 
and  its  reaction  in  endocarditis.  The  tricuspid  valve 
in  the  chicken  consists  entirely  of  a single  muscular 
flap  in  contrast  to  the  other  three  valves.  This  offers 
an  ideal  opportunity  to  contrast  the  two  distinctly 
different  forms  of  valvular  tissue  in  experimentally 
induced  endocarditis  in  the  bird. 
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Materials  and  methods 

In  vivo  experiment.  In  the  present  in  vivo  study, 
20  female  white  Plymouth  Rock  chickens  each 
weighing  approximately  3 Kg.  were  used.  Five  of 
these  birds  served  as  controls.  The  remaining  15 
chickens  were  each  injected  in  the  jugular  vein  with 
1 ml.  of  Streptococcus  faecalis  suspension.  Each 
bird  was  individually  housed  in  a cage  and  given  ad 
libitum  water  and  laboratory  chow  diet.  The  birds 
were  sacrificed  at  24  hours,  5 days,  and  10  days  after 
the  initial  injection  of  S.  faecalis.  All  chickens, 
control  as  well  as  experimental,  received  intraperi- 
toneally  0.5  microcuries  per  gram  of  body  weight 
3H-proline,  SA  (specific  activity)  6.5  Ci.  per  milli- 
mole, four  hours  before  sacrifice. 

The  birds  were  anesthetized  with  ether  and  the 
feathers  plucked.  The  thoracic  wall  was  incised,  and 
the  heart  was  opened.  The  valves  were  removed  and 
carefully  cleaned.  Besides  the  valves,  portions  of 
myocardium,  aorta,  and  skin  were  also  removed. 
Collagen  was  extracted  from  these  tissues  by  auto- 
claving them  at  30  pounds  per  square  inch  for  three 
hours  as  described  previously.5  The  extracts  were 
separated  from  the  remaining  tissues  by  centrifu- 
gation and  then  dialyzed  against  water  at  4°C.  Ali- 
quots of  the  dialyzed  extracted  collagen  were  hy- 
drolyzed in  6 N HC1  (hydrochloric  acid)  at  110°C.  for 
18  hours.  3H-hydroxyproline  was  determined  by  a 
chemical  procedure,15  and  radioactivity  was  mea- 
sured in  a Packard  tri-carb  liquid  scintillation 
counter.  An  automatic  external  standardization  was 
used  to  determine  counting  efficiency.  The  results 
are  expressed  as  dpm,  or  disintegration  per  minute, 
per  micromole  of  hydroxyproline. 

In  vitro  experiments.  Ten  female  chickens 
weighing  about  3 Kg.  each  were  used  for  the  in  vitro 
studies.  Five  of  these  birds  were  inoculated  with  1 
ml.  of  S.  faecalis  suspensions,  while  the  other  five 
served  as  controls.  After  six  hours  the  chickens  were 
sacrificed,  and  only  the  mitral  and  tricuspid  valves 
were  excised  and  carefully  cleaned  and  used  for  this 
study.  The  heart  valves  were  then  minced  to  1-mm. 
thickness  with  scissors,  and  equal  aliquots  were  in- 
cubated with  20  microcuries  of  3, 4 3H-proline  in  5 ml. 
of  Kreb’s  saline  serum  substitute  medium.16  The 
incubation  was  performed  at  37°C.  in  an  atmosphere 
of  95  percent  oxygen  plus  5 percent  carbon  dioxide 


with  constant  shaking  for  six  hours.  At  the  end  of 
the  incubation  period,  six  hours,  the  valve  minces 
were  separated  from  the  medium.  Collagen  ex- 
traction and  radioactive  3H-hydroxyproline  deter- 
minations were  performed  as  described  previously 
under  the  in  vivo  section. 

Determination  of  collagen.  Five  female 
chickens  weighing  each  about  3 Kg.  were  used  to 
determine  the  collagen  content  of  the  valves.  The 
mitral,  aortic,  and  pulmonary  valves  were  pooled, 
while  the  tricuspid  valve  was  used  separately.  Col- 
lagen was  extracted  by  autoclaving,5  as  described  in 
the  in  vivo  section.  The  extracted  collagen  samples 
were  dried  and  hydrolyzed  in  6 N HC1  for  18  hours 
in  sealed  tubes.  Hydroxyproline  was  determined  by 
a modified  Stegemann’s  procedure,17  and  collagen 
was  calculated  by  multiplying  the  hydroxyproline 
content  by  the  factor  7. 46. 18 

Results 

Table  I and  Figure  1 represent  the  data  obtained 
and  graphically  compiled  from  the  in  vivo  experi- 
ment. In  all  the  tissues  examined,  except  skin,  the 
inflammation  caused  by  injection  of  S.  faecalis  pro- 
duced an  increase  in  the  turnover  of  collagen  as  re- 
flected by  an  increase  in  SA  of  hydroxyproline.  This 
increase  in  SA  of  hydroxyproline  was  seen  by  12 
hours  in  all  the  vascular  tissues  examined;  it  reached 
a maximum  in  5 days  and  then  subsided  at  10  days 
after  the  introduction  of  the  inoculum.  Changes  in 
the  pattern  of  the  SA  of  3H-hydroxyproline  with  in- 
flammation can  be  easily  seen  in  Figure  1 in  all  the 
tissues  examined  except  skin.  There  is  no  significant 
change  in  the  pattern  of  SA  of  3H-hydroxyproline  in 
case  of  skin  after  bacterial  inoculation. 

Of  the  tissues  from  the  control  chickens  examined 
for  SA  of  3H-hydroxyproline,  the  myocardium  has 
the  highest  SA,  5.94  X 10-2,  followed  by  the  aorta  and 
the  tricuspid  valve,  while  the  aortic  and  mitral  valves 
had  the  least  SA.  In  the  animals  which  received  S. 
faecalis,  the  SA  of  hydroxyproline  increased  in  all  the 
vascular  tissues  examined;  however,  the  response  was 
not  uniform.  The  aortic  and  mitral  valves  showed 
the  highest  response;  a fourfold  increase  in  SA  of 
hydroxyproline  was  noted  5 days  after  inoculation. 
In  the  aorta  the  response  was  also  high,  with  a 
threefold  increase  5 days  after  inoculation.  The 


TABLE  I.  SA  of  collagen  in  tissues  of  control  and  experimentally  induced  inflammation  in  chicken* 


SAs  of  Hydroxyproline 

^-(dpm  per  micromole  X 10-2)  Inflammation  Period- 
Tissue  Control  12  hours  5 days  10  days 


Aortic  and  mitral  valves 

0.87 

± 

0.16t 

1.86 

± 

0.30 

3.78 

± 

0.58 

3.29 

± 

0.99 

Tricuspid  valve 

2.90 

± 

0.32 

4.27 

± 

0.43 

4.52 

± 

0.54 

3.75 

± 

0.22 

Myocardium 

5.94 

± 

0.84 

7.04 

± 

2.80 

8.81 

± 

1.01 

7.65 

± 

0.36 

Aorta 

2.75 

± 

0.37 

5.50 

± 

0.93 

8.80 

± 

1.31 

6.99 

± 

0.86 

Skin 

1.77 

± 

0.22 

1.13 

± 

0.22 

0.68 

± 

0.13 

1.03 

± 

0.33 

* The  15  experimental  chickens  were  injected  with  1 ml.  of  S.  faecalis  suspension  and  sacrificed  at  20  hours,  day  5,  and  day  10  thereafter.  Both  the 
5 control  and  the  15  experimental  chickens  received  -’H-proline,  0.5  micrograms  per  gram  of  body  weight  4 hours  before  sacrifice.  All  values  represent 
data  from  5 chickens  except  the  12-hour  period  which  were  obtained  from  4 birds. 

* Standard  error  of  mean. 
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FIGURE  1.  Graphic  representation  of  specific  activity  of  collagen  in  control  and  experimentally  induced  inflammation  in 
chicken.  Experimental  chickens  were  sacrificed  at  24  hours,  5 days,  and  10  days  after  initial  injection  of  S.  faecalis.  All 
chickens  received  3H-proline  4 hours  before  sacrifice.  Collagen  was  extracted  from  various  tissues  and  specific  activity 
of  3H-hydroxyproline  determined  as  described  in  Materials  and  Methods  section.  Data  obtained  using  5 chickens  for  each 
time  period. 


myocardium  and  the  tricuspid  valve  each  had  a 
moderate  increase  in  the  turnover  of  hydroxyproline. 
Thus,  even  though  aortic  and  mitral  valves  had  fairly 
low  SA  of  hydroxyproline  in  the  control  animals,  the 
introduction  of  S.  faecalis  and  the  resulting  valve 
changes  caused  a fourfold  increase  in  the  hydroxy- 
proline SA. 

For  in  vitro  biosynthesis  studies,  only  tricuspid  and 
mitral  valves  were  studied.  No  differences  were 
noted  in  the  SA  of  hydroxyproline  between  control 
and  endocarditic  valves  when  the  chickens  were 
sacrificed  six  hours  after  injection  of  S.  faecalis 
(Table  II).  However,  it  can  be  easily  seen  that  the 
collagenous  mitral  valve  has  twice  the  SA  of  hy- 
droxyproline as  the  muscular  tricuspid  valve. 

Table  III  shows  the  collagen  content  of  chicken 
heart  valves.  The  mitral,  aortic,  and  pulmonary 
valves  due  to  their  similar  nature  were  pooled  and 
examined  separately.  The  data  clearly  show  that  the 
tricuspid  valve  contained  chemically  much  less  col- 
lagen than  the  other  three  valves.  When  the  data  are 
expressed  on  the  basis  of  the  weight  of  the  tissue, 
there  is  three  times  more  collagen  in  the  mitral, 
aortic,  and  pulmonary  valves  than  in  the  tricuspid 
valves. 

Comment 

Radioactive  proline  has  been  used  as  a precursor 
of  connective  tissue  biosynthesis  and  the  evaluation 
of  the  conversion  of  3H-proline  into  ^-hydroxy- 
proline as  a specific  measure  of  collagen  formation. 
Previously  we  had  used  3H-proline  to  study  biosyn- 
thesis of  collagen  in  bovine  heart  valves.19  The  main 


TABLE  II.  In  vitro  collagen  biosynthesis  by  normal  and 
inflamed  chicken  heart  valves  (endocarditis)* 


SAs  of  Hydroxyproline 

/ (dpm  per  micromole  X 10-2) > 

Inflamed 

Valve 

Control 

(Endocarditis) 

Tricuspid 

10.40  ± 0.85* 

13.82  ± 1.48 

Mitral 

24.41  ± 2.40 

23.50  ± 1.31 

* Mitral  and  tricuspid  valves  were  separately  incubated  in  media  con- 
taining 20  microcuries  of  3.4  3H-proline  at  37°C.  for  6 hours.  Collagen  was 
extracted  from  valves  and  3H-proline  content  determined.  Inflammation 
was  induced  in  experimental  chickens  by  injecting  1 ml.  of  S.  faecalis  sus- 
pension and  sacrificing  chicken  6 hours  later.  Data  were  generated  using 
5 chickens. 

♦ Standard  error  of  mean. 


TABLE  III.  Collagen  content  of  chicken  heart  valves* 


Total 

Collagen/Wet 

Collagen 

Tissue 

Valve 

(mg.) 

(mg./lOO  mg.) 

Mitral,  aortic,  and  pulmonary 

1.70  ± 0.09* 

4.37  ± 0.20 

Tricuspid 

1.44  ± 0.02 

1.49  ± 0.24 

’ Collagen  content  was  calculated  by  multiplying  hydroxyproline  content 
by  7.46.  Data  were  obtained  from  5 chickens. 
f Standard  error  of  mean. 


objective  of  this  study  was  to  correlate  changes  in 
specific  activity  of  hydroxyproline,  which  represents 
turnover  of  collagen,  as  a function  of  time  in  experi- 
mentally induced  changes  leading  to  endocarditis. 
Examination  of  collagen  turnover  in  all  the  vascular 
tissues  showed  an  increase  within  12  hours  and  a 
maximum  by  the  fifth  day  after  inoculation  of  S. 
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faecalis.  However,  the  responses  of  the  various 
vascular  tissues  were  different;  aortic  and  mitral 
valve  had  the  highest  collagen  turnover  with  a four- 
fold increase  in  SA  of  hydroxyproline.  The  aorta  and 
myocardium  had  lower  responses,  while  no  changes 
were  noted  in  the  turnover  of  collagen  in  skin.  It  is 
also  interesting  to  note  that  a much  milder  response 
was  found  in  tricuspid  valve  which  is  known  to  con- 
sist mostly  of  muscular  flap  in  the  chicken.  The 
muscular  nature  of  tricuspid  valve  is  again  reflected 
in  its  lower  content  of  collagen  when  compared  with 
other  valves  (Table  III).  Thus,  of  all  the  vascular 
tissues  examined,  the  cardiac  valves  seem  to  be  more 
susceptible  to  an  insult,  such  as  S.  faecalis,  and  they 
respond  to  this  injury  by  turning  over  more  collagen. 
This  may  be  achieved  by  either  excessive  prolifera- 
tion of  fibroblasts,  or  by  interaction  of  some  factors 
from  the  blood  or  locally,  with  the  existing  fibroblast, 
and  inducing  them  to  make  more  collagen.  No  at- 
tempts were  made  in  this  study  to  elucidate  the 
mechanism  of  increased  collagen  biosynthesis  by  the 
valves.  The  data  available  suggest  that  both  mech- 
anisms may  be  operative  in  various  pathologic  sit- 
uations where  fibrogenesis  is  the  end  product.20 
Since  no  difference  in  turnover  of  collagen  was  noted 
between  control  and  inflamed  heart  valves  in  our  in 
vitro  studies,  it  may  be  that  the  six-hour  period  se- 
lected probably  was  not  sufficient  time  to  see  a re- 
sponse for  increased  collagen  formation. 
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Drug-Resistant 

Tuberculosis 

Serious  problem  * 


Although  there  has  been  a dramatic  decrease  in  the 
incidence  of  tuberculosis  in  the  United  States,  the 
disease  is  still  common  among  certain  immigrants  to 
the  States.  Primary  drug  resistance  of  Mycobac- 
terium tuberculosis  in  the  United  States  has  been  low. 
In  the  period  from  1970  to  1977  we  found  that  14.4 
percent  of  isolates  of  M.  tuberculosis  were  resistant 
to  one  drug,  and  4 percent  were  resistant  to  two  or 
more  drugs.  Isoniazid  resistance  was  most  common, 
occurring  in  7.9  percent  of  cases;  55  percent  of  pa- 
tients with  drug-resistant  tubercule  bacilli  had  no 
previous  chemotherapy.  Forty  percent  of  patients 
with  primary  resistant  organisms  came  from  the 
Caribbean.  Multi-resistant  tuberculosis  to  five 
agents,  including  rifampin,  was  encountered,  and 
resulted  in  the  death  of  one  patient  and  required 
pulmonary  resection  in  another.  The  study  dem- 
onstrated that  susceptibility  testing  of  M.  tubercu- 
losis isolates  should  continue  in  large  urban  areas 
caring  for  migrants  to  the  United  States. 
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Drug  resistance  of  Mycobacterium  tuberculosis, 

particularly  primary  resistance,  has  been  encoun- 
tered infrequently  in  the  United  States.1-3  Several 
workers  have  not  been  able  to  document  any  increase 
in  drug-resistant  organisms.4,5  However,  as  early  as 
1970,  Briney  and  Cowley6  reported  that  from  Viet- 
namese patients  with  tuberculosis,  64  percent  of 
isolates  were  resistant  to  isoniazid,  71  percent  were 
resistant  to  streptomycin,  and  27  percent  were  re- 
sistant to  PAS  para-amino  salicylic  acid),  with  19 
percent  resistant  to  all  three  agents.  Cheung7,8  re- 
ported that  11.4  percent  of  M.  tuberculosis  isolates 
from  recent  immigrants  to  Canada  were  resistant  to 
one  or  more  agents.  He  suggested  that  rifampin, 
ethambutol,  and  either  pyrazinamide  or  cycloserine 
be  used  as  initial  therapy  in  patients  with  tubercu- 
losis who  were  newly  arrived  from  the  Orient. 
Wilder  and  colleagues9  reported  a 48  percent  resis- 
tance of  tubercle  bacilli  to  antituberculosis  medica- 
tions among  Asian  immigrants.  A high  incidence  of 
drug-resistant  tubercle  bacilli  has  been  reported  from 
California,  primarily  in  Mexican-American  patients.4 
Steiner  and  colleagues,10-12  in  a series  of  reports  in 
the  late  1960s  and  early  1970s,  have  shown  a high 
incidence  of  primary  drug  resistance  to  isoniazid,  15.1 
percent,  and  to  streptomycin,  13.9  percent,  in  chil- 
dren hospitalized  at  Kings  County  Hospital  Center 
in  Brooklyn.  Resistance  to  rifampin  and  to  ethion- 
amide was  not  seen,  and  only  1.2  percent  of  isolates 
were  resistant  to  ethambutol.  The  recent  isolation 

* Presented  in  part  at  the  Eighteenth  Interscience  Conference 
on  Antimicrobial  Agents  and  Chemotherapy,  Atlanta,  Georgia, 
October,  1978. 


of  tubercle  bacilli  from  patients  hospitalized  at  the 
CPMC  (Columbia-Presbyterian  Medical  Center)  in 
New  York  City,  resistant  to  all  antituberculosis 
agents,  prompted  us  to  review  our  records  of  patients 
seen  over  an  eight-year  period  to  determine  whether 
changes  in  the  ethnic  background  of  patients  seen  at 
our  hospital  had  caused  drug-resistant  isolates  of  M. 
tuberculosis  to  become  more  frequent. 

Materials  and  methods 

The  hospital  records  of  all  patients  from  whom 
tubercle  bacilli  had  been  isolated  were  reviewed  for 
the  years  1970  to  1977.  Prior  to  this  period,  records 
of  susceptibility  testing  were  not  uniformly  available. 
Hospital  records  and  hospital  epidemiology  data 
were  analyzed  in  detail  for  those  patients  from  whom 
cultures  of  M.  tuberculosis  resistant  to  one  or  more 
drugs  had  been  isolated.  Primary  resistance  of  M. 
tuberculosis  was  defined  as  resistance  to  one  or  more 
drugs  in  isolates  from  patients  whose  records  dem- 
onstrated a definite  history  of  no  previous  antitu- 
berculosis therapy.  Country  of  origin  and  ethnic 
background  data  were  available  for  all  of  the  pa- 
tients. 

Susceptibility  tests  were  performed  using  five 
colonies  obtained  from  the  initial  culture.  Middle- 
brook  7H11  agar  medium  was  used,  and  organisms 
were  applied  from  a suspension  of  organisms  pre- 
pared in  Middlebrook  7H9  broth  which  yielded  50  to 
100  colonies  on  a plate.  Any  growth  on  the  plates 
with  the  following  drug  concentrations  was  used  to 
indicate  resistance  to  that  drug:  isoniazid,  0.2  mi- 
crograms; streptomycin,  2 micrograms;  para-ami- 
nosalicylic acid,  2 micrograms;  ethambutol,  5 mi- 
crograms; kanamycin,  5 micrograms;  and  rifampin, 
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TABLE  I.  Percentage  of  individual  drug  resistance 
during  study  period  1970  to  1977 


Antituber- 

culous 

Drug 

Number  of 
Tests 

Performed* 

Number 

(Percent) 

Resistant 

Isolates* 

Number  (Percent) 
Primary 
Resistance 

Strepto- 

367 

21  (5.7) 

12  (3.3) 

mycin 

Isoniazid 

367 

29  (7.9) 

13  (3.5) 

PAS 

367 

20  (5.4) 

9 (2.4) 

Ethambutol 

319 

10(3.1) 

3 (0.9) 

Rifampin 

139 

3 (2.2) 

0(0) 

* Only  one  isolate  from  a patient  was  considered. 
f Includes  primary  and  secondary  resistance. 


1 microgram  per  milliliter.  A standard  test  strain  of 
M.  tuberculosis  was  used  as  a control  in  each  series 
of  drug  susceptibility  tests. 

Results 

There  were  511  patients  seen  at  CPMC  in  the  pe- 
riod from  1970  to  1977  from  whom  mycobacteria  were 
isolated.  Of  these,  367,  or  72  percent,  of  the  patients 
had  M.  tuberculosis  isolated.  Adult  patients  ac- 
counted for  346  or  94.3  percent,  of  the  patients  and 
21,  or  5.7  percent,  were  children.  There  were  53,  or 

14.4  percent  isolates  of  M.  tuberculosis  which  were 
resistant  to  one  drug  and  15,  or  4 percent  of  isolates 
resistant  to  two  or  more  drugs.  Individual  drug  re- 
sistance is  shown  in  Table  I.  The  most  common  re- 
sistance was  to  isoniazid,  7.9  percent,  followed  by  5.7 
percent  for  streptomycin,  5.4  percent  for  PAS,  3.1 
percent  for  ethambutol,  and  2.2  percent  resistance 
to  rifampin.  Only  one  half  of  the  resistant  isolates 
were  considered  to  be  examples  of  primary  resistance: 
3.5  percent  isoniazid;  3.3  percent  streptomycin;  0.9 
percent  ethambutol;  and  0.7  percent  rifampin.  The 
incidence  of  drug  resistance  to  single  or  multiple 
drugs  is  given  in  Table  II.  Single-drug  resistance  was 
not  encountered  for  rifampin,  and  only  0.9  percent 
of  isolates  tested  for  susceptibility  to  ethambutol 
were  resistant  to  it  alone,  whereas  4.6  percent  of 
isolates  tested  were  resistant  to  isoniazid  alone. 
There  were  three  isolates  resistant  to  three  and  four 
drugs  respectively,  and  two  isolates  resistant  to  five 
agents.  The  latter  organisms  were  also  resistant  to 
cycloserine  and  kanamycin,  and  one  was  resistant  to 
pyrazinamide  as  well. 

The  sites  from  which  resistant  M.  tuberculosis 
were  isolated  are  given  in  Table  III;  71  percent  of  the 
M.  tuberculosis  were  of  pulmonary  origin  of  which 
14.3  percent  were  resistant  to  one  drug.  Although 
only  10.5  percent  of  the  M.  tuberculosis  were  isolated 
from  genitourinary  sources,  20.5  percent  of  these 
isolates  showed  drug  resistance,  and  20.8  percent  of 
the  isolates  from  bone  and  joint  sources  were  drug- 
resistant,  although  bone  isolates  accounted  for  only 

6.4  percent  of  the  total  isolates.  Only  one,  2.9  per- 
cent, of  the  lymph  node  isolates  was  drug-resistant. 
Overall,  72  percent  of  resistant  isolates  came  from  a 


TABLE  II.  Resistance  of  M.  tuberculosis  to  single  or 
multiple  agents 


Drugs 

Number 

(Percent) 

Resistant 

Number 

(Percent) 

Primary 

Resistance 

Streptomycin,  alone 

10  (2.7) 

7(1.9) 

Isoniazid,  alone 

17  (4.6) 

8(2.2) 

PAS,  alone 

8(2.2) 

5(1.4) 

Ethambutol,  alone 

3 (0.9) 

2 (0.54) 

Rifampin,  alone 

0(0) 

0(0) 

Streptomycin  + isoniazid 

1 (0.3) 

1 (0.3) 

Streptomycin  + PAS 

2 (0.6) 

1 (0.3) 

Streptomycin  + ethambutol 

1 (0.3) 

1 (0.3) 

Isoniazid  + PAS 

2 (0.6) 

1 (0.3) 

Isoniazid  + rifampin 

1 (0.7)* 

1 (0.3) 

Streptomycin  + isoniazid  + 

2 (0.6) 

2 (0.6) 

PAS 

Isoniazid  + PAS  + ethambutol 

1 (0.3) 

Streptomycin  + isoniazid  + 

3 (0.9) 

PAS  + ethambutol 

Streptomycin  + PAS  + 

2 (1.4)* 

ethambutol  + rifampin 

* Rifampin  was  used  in  sensitivity  test  in  1975. 


TABLE  III. 

Drug  resistance  in  relation  to  organ 
involvement 

Organ 

Number  (Percent) 
of  Cases 

Number  (Percent) 
Drug  Resistance 

Pulmonary 

265  (71) 

38  (14.3) 

Genitourinary 

39  (10.5) 

8 (20.5) 

Lymph  node 

34  (9) 

1 (2.9) 

Bone  and  joint 

24  (6.4) 

5 (20.8) 

Cerebrospinal  fluid  5 (1.3) 

Female  genital 

3 (0.8) 

Bone  marrow 

1 (0.3) 

Mediastinum 

1 (0.3) 

1 (100) 

Peritoneum 

1 (0.3) 

Totals 

373* 

53 

* Some  patients  had  organisms  isolated  from  two  or  more  sites. 


pulmonary  source.  All  of  the  resistant  M.  tubercu- 
losis isolates  from  children  were  of  a pulmonary  or- 
igin, and  none  were  multiresistant. 

The  period  of  study  was  divided  into  the  years 
1970  to  1973  and  1974  to  1977  to  determine  whether 
or  not  there  had  been  an  increase  in  overall  resistance 
or  in  primary  resistance.  In  the  period  1970  to  1973, 

15  isolates  were  resistant  to  one  agent,  4 isolates  to 
two  agents,  and  3 isolates  to  both  three  and  four 
agents.  In  the  period  1974  to  1977,  23  isolates  were 
resistant  to  one  agent,  3 isolates  to  two  agents,  and 
2 isolates  to  five  agents.  In  the  period  1970  to  1973, 

16  percent  of  isolates  were  resistant,  and  in  the  1974 
to  1977  period,  13  percent  of  isolates  were  resistant. 
However,  primary  resistance  to  isoniazid  was  more 
frequent  in  the  period  of  1974  to  1977.  Overall  pri- 
mary resistance  was  the  same  in  the  two  periods. 

Patient  characteristics.  The  patients  from 
whom  M.  tuberculosis  resistant  to  one  or  more  drugs 
were  isolated  ranged  in  age  from  3 years  to  95  years, 
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TABLE  IV.  Characteristics  of  patients  with  drug- 
resistant  isolates 


Statistic 

Number 

Age  (Years) 

Range 

3 to  95 

Mean 

65 

Median 

44 

Male,  female  (percent) 

45,  55 

Origin  (percent) 

Caribbean 

40 

Black,  United  States 

40 

White,  United  States 

17 

Other 

3 

Previous  chemotherapy  (percent) 

53 

Isoniazid-resistant  isolate,  previous 

83 

therapy  (percent) 

Alcoholism  (percent) 

17 

with  a median  of  44  years  (Table  IV).  The  highest 
incidence  of  drug  resistance  occurred  in  the  second 
and  third  decades  of  life.  Males  accounted  for  45 
percent  of  patients  and  females  for  55  percent  of 
patients;  40  percent  of  patients  with  drug-resistant 
isolates  were  from  the  Caribbean  area,  that  is,  Puerto 
Rico,  Dominican  Republic,  or  Cuba.  Forty  percent 
were  black  and  17  percent  white.  The  remaining  3 
percent  of  patients  with  drug-resistant  organisms 
came  from  South  America  or  Asia.  Of  the  patients 
with  drug-resistant  organisms,  29,  or  55  percent,  had 
no  history  of  previous  treatment  for  tuberculosis. 
The  other  patients  had  received  one  or  another  agent 
as  antituberculosis  therapy  from  private  physicians, 
clinics,  or  other  hospitals.  Only  3 of  the  53  patients 
from  whom  resistant  organisms  were  isolated  gave 
a history  of  contact  with  a known  case  of  tuberculosis 
in  which  drug-resistant  organisms  were  involved.  All 
of  the  patients  from  whom  organisms  resistant  to 
three  or  more  drugs  were  isolated  had  previously 
received  antituberculosis  therapy.  Two  isolates  from 
children  were  resistant  to  isoniazid,  and  one  was  re- 
sistant to  ethambutol.  One  of  the  children  from 
whom  an  isoniazid-resistant  isolate  was  obtained  had 
been  exposed  to  an  individual  under  treatment  for 
tuberculosis  at  another  hospital.  This  patient  had 
been  a therapeutic  failure  and  was  known  to  have 
isoniazid-resistant  M.  tuberculosis  in  her  sputum. 
No  explanation  for  the  primary  drug-resistant  iso- 
lates could  be  elicited  for  any  of  the  other  cases  of 
primary  resistance.  Overall  one  half  of  the  patients 
with  resistant  organisms  gave  no  history  of  previous 
chemotherapy;  17  percent  of  patients  with  an  isolate 
resistant  to  isoniazid  gave  no  history  of  previous 
chemotherapy.  However,  it  is  possible  that  a num- 
ber of  patients  had  received  therapy  before  coming 
to  the  United  States  but  did  not  inform  the  physician 
of  this  fact. 

Resistance  to  M.  tuberculosis  in  the  other  patients 
was  due  primarily  to  failure  to  comply  with  a thera- 
peutic regimen.  This  was  due  to  patient  failure  since 
there  were  indications  that  numerous  attempts  had 
been  made  to  see  that  the  original  program  was  fol- 


lowed. Alcoholism  was  present  in  17  percent  of  pa- 
tients with  drug-resistant  organisms,  and  none  of  the 
patients  with  resistant  M.  tuberculosis  were  addicted 
to  narcotics.  However,  since  the  study  was  com- 
pleted, three  patients  with  narcotic  addition  have 
been  admitted  with  isoniazid-resistant  organisms. 

Case  reports 

The  following  patients  with  resistant  M.  tuber- 
culosis isolates  provide  examples  of  the  problems 
encountered  with  these  patients. 

Case  1.  A 53-year-old  woman  from  Puerto  Rico  was 
admitted  to  CPMC  in  November,  1976,  because  of  short- 
ness of  breath.  Her  chest  x-ray  films  showed  opacification 
and  collapse  of  the  left  lung,  a density  in  the  right  upper 
lobe,  and  herniation  of  the  mediastinum  to  the  left.  She 
had  developed  tuberculosis  in  Puerto  Rico  at  age  35  and 
had  been  treated  at  that  time  and  again  at  the  age  of  46 
with  isoniazid  and  another  medication.  She  failed  to 
complete  more  than  two  months  of  therapy  each  time. 
The  M.  tuberculosis  isolates  from  her  sputum  were  resis- 
tant to  isoniazid,  streptomycin,  PAS,  ethambutol, 
ethionamide,  kanamycin,  and  rifampin.  Chemotherapy 
was  begun  with  isoniazid,  ethambutol,  and  rifampin  before 
the  susceptibility  results  were  known.  Pyrazinamide  was 
added,  but  she  died  of  respiratory  failure  three  months 
later. 

Comment.  This  woman  developed  resistant  or- 
ganisms because  she  failed  to  adhere  to  her  thera- 
peutic program.  No  first-line  agents  were  available 
to  treat  her.  Three  children  in  her  family  were  tu- 
berculin-positive and  x-ray-negative.  Case  study  of 
her  extended  family  was  impossible  since  they  moved 
back  and  forth  between  New  York  and  Puerto 
Rico. 

Case  2.  A 32-year-old  black  male  was  admitted  to 
CPMC  because  of  fever,  weight  loss,  and  cough.  He  suf- 
fered from  chronic  alcoholism.  He  had  first  been  treated 
for  tuberculosis  with  isoniazid  and  PAS  some  12  years 
earlier  and  had  been  treated  on  several  occasions  for  peri- 
ods of  two  months  with  programs  of  isoniazid  and  etham- 
butol, but  he  signed  out  of  all  institutions.  On  admission 
to  another  hospital  two  years  before  his  admission  to 
CPMC,  M.  tuberculosis  resistant  to  isoniazid,  PAS,  and 
streptomycin  was  isolated.  He  was  treated  with  isoniazid, 
kanamycin,  and  rifampin,  but  when  he  developed  de- 
creased hearing  he  signed  out  of  that  hospital.  The  M. 
tuberculosis  isolated  from  his  sputum  on  admission  to 
CPMC  was  resistant  to  isoniazid,  streptomycin,  etham- 
butol, rifampin,  PAS,  kanamycin,  cycloserine,  and  vio- 
mycin.  He  was  treated  with  isoniazid,  rifampin,  etham- 
butol, ethionamide,  and  pyrazinamide.  Resistance  to 
ethionamide  developed  and  the  organisms  persisted.  An 
upper  lobectomy,  decortication  of  the  left  lower  lobe,  and 
multistage  thoracoplasty  were  necessary  to  remove  infected 
lung  and  achieve  control  of  his  disease. 

Comment.  This  case  illustrates  the  necessity  to 
resort  to  surgical  therapy  in  a patient  infected  with 
M.  tuberculosis  which  was  resistant  to  all  available 
agents. 
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Case  3.  A 48-year-old  black  man  sustained  multiple 
fractures  in  a fall  caused  by  alcoholism.  During  his  hos- 
pitalization he  was  noted  to  have  a pleural  effusion,  per- 
sistent fever,  and  abnormalities  of  liver  chemistries.  A 
thoracentesis  revealed  acid-fast  bacilli  which  were  shown 
to  be  M.  tuberculosis  resistant  to  isoniazid,  streptomycin, 
and  PAS.  He  had  no  history  suggestive  of  tuberculosis  and 
had  never  received  antituberculosis  medication.  No  family 
member  had  had  tuberculosis.  Completion  of  a 15-month 
period  of  therapy  before  he  was  lost  to  follow-up  was  pos- 
sible only  because  of  his  long  hospital  stay  and  his  need  to 
make  frequent  hospital  visits  for  his  orthopedic  prob- 
lems. 

Comment.  The  source  of  the  drug-resistant  tu- 
berculosis in  this  man  was  not  uncovered,  but  his 
contacts,  due  to  his  severe  alcoholism,  probably  ex- 
posed him  to  individuals  in  the  community  who 
harbored  drug-resistant  bacilli.  Although  this  pa- 
tient would  seem  to  have  primary  drug  resistance,  his 
unreliability  makes  it  possible  that  he  had  received 
drugs  and  did  not  inform  us. 

Case  4.  A 24-year-old  woman  from  the  Dominican 
Republic  was  admitted  to  CPMC  because  of  two  months 
of  cough,  night  sweats,  and  fever.  Her  chest  x-ray  films 
showed  cavitation  in  the  right  upper  lobe  and  a left  upper 
lobe  infiltration.  She  denied  previous  treatment  for  tu- 
berculosis in  Santo  Domingo.  The  M.  tuberculosis  isolates 
were  resistant  to  isoniazid  and  streptomycin.  Ethambutol 
was  added  to  her  initial  therapy  of  isoniazid  and  rifampin. 
She  responded  to  treatment  with  cavity  closure  and  at 
follow-up  was  well. 

Comment.  This  woman  had  recently  entered  the 
country  by  way  of  Puerto  Rico.  Drug-resistant  or- 
ganisms had  not  been  expected  in  view  of  her  lack  of 
exposure  to  a family  member  with  tuberculosis  and 
no  previous  therapy.  However,  the  easy  availability 
of  over-the-counter  medication  in  her  own  country 
combined  with  a poor  understanding  of  previous 
medical  therapy  make  it  possible  that  this  also  is  not 
primary  resistance. 

Comment 

There  has  been  a dramatic  decrease  in  the  inci- 
dence of  tuberculosis  in  the  United  States  over  the 
past  40  years.  Nevertheless,  tuberculosis  remains 
a common  infection  and  an  important  cause  of  death 
throughout  the  world.2  Tuberculosis  has  been  noted 
to  be  more  common  among  individuals  who  are  im- 
migrants to  Great  Britain,1 1 and  such  immigrants 
have  accounted  for  32  percent  of  cases  of  tuberculosis 
in  Britain.  Knowledge  of  the  less  strict  control  of 
immigrant  populations  in  the  United  States  and  the 
appearance  of  cases  of  tuberculosis  in  individuals 
from  the  ( aribbean  which  were  due  to  organisms 
resistant  to  first-line  antituberculosis  agents 
prompted  this  study. 

Although  drug  resistance  in  tuberculosis  is  rela- 
tively low,  several  reports  have  demonstrated  the 


serious  nature  of  outbreaks  due  to  drug-resistant 
organisms  both  in  this  country  and  in  other  parts  of 
the  world.14’15 

Hobby,  Johnson,  and  Boytar-Papirnyik1’16  showed 
that  in  a veterans  population  from  1969  to  1973  the 
incidence  of  resistance  to  isoniazid  alone  was  0.8  to 
1.2  percent,  to  streptomycin  1.1  to  1.6  percent,  to 
PAS  0.8  to  2.4  percent,  to  ethambutol  1.9  to  8.1  per- 
cent, and  to  rifampin  only  0.4  percent.  Although  the 
overall  resistance  to  individual  agents  in  our  study 
falls  within  the  range  reported  by  Hobby,  Johnson, 
and  Boytar-Papirnyik,1  we  noted  resistance  to  two 
to  five  drugs,  the  appearance  of  resistance  to  rifam- 
pin, and  an  overall  resistance  to  two  drugs  of  4 per- 
cent. Cheung7  reported  an  11.4  percent  resistance 
of  tubercule  bacilli  to  one  or  more  drugs  in  Toronto, 
Canada,  in  the  period  1970  to  1973.  Most  resistant 
organisms  were  found  in  recent  immigrants.  Briney 
and  Cowley6  noted  that  71  percent  of  M.  tuberculosis 
isolates  from  Vietnamese  were  resistant  to  isoniazid 
and  64  percent  to  streptomycin.  Schiffman  et  al.4 
reported  that  35.5  percent  of  tuberculosis  isolates  in 
California  were  resistant  to  one  or  more  drugs.  Al- 
though both  the  California  data  and  those  from  To- 
ronto suggested  an  increase  in  primary  resistance, 
one  might  question  if  adequate  histories  of  previous 
exposure  to  antituberculosis  drugs  had  been  ob- 
tained. Pien  et  al.5  showed  no  increase  in  primary 
resistance  of  M.  tuberculosis  in  Hawaii,  which  has 
the  highest  incidence  of  tuberculosis  of  all  the  states. 
However,  19  of  their  patients  who  had  drug  therapy 
before  immigrating  to  Hawaii  had  tubercle  bacilli 
resistant  to  multiple  drugs.  Pien  et  al.5  pointed  out 
that  despite  a high  Asian  immigration  to  Hawaii, 
patients  with  active  tuberculosis  were  not  allowed  to 
immigrate. 

The  situation  in  New  York  is  different,  since  many 
individuals  immigrate  illegally  to  New  York  City  and 
are  assimilated  in  the  large  Hispanic  community.  We 
found  that  55  percent  of  our  patients  with  drug-re- 
sistant tubercle  bacilli  gave  no  history  of  previous 
chemotherapy,  and  17  percent  of  the  drug-resistant 
bacilli  were  resistant  to  isoniazid.  The  problems  we 
had  in  establishing  whether  previous  therapy  had 
occurred  make  us  question  the  wisdom  of  using  dis- 
tinctions of  primary  and  secondary  resistance  in  such 
populations.  Among  the  individuals  in  whom  we 
could  not  establish  previous  therapy,  41  percent  came 
to  the  United  States  from  the  Caribbean.  Reichman 
and  O’Day17  have  shown  that  race  and  economic 
status  have  a strong  influence  on  the  likelihood  of 
positive  skin  test  findings  for  tuberculosis. 

The  other  disquieting  aspect  of  this  study  was 
among  patients  with  multiresistant  tuberculosis;  45 
percent  were  due  to  failure  to  adhere  to  a program  of 
chemotherapy.  Those  patients  were  the  ones  in 
which  resistance  to  three  to  five  drugs  was  noted. 
Surprisingly,  alcoholism  was  less  frequent  than  we 
would  have  anticipated,18  and  narcotic  addiction  was 
not  encountered.19  Failure  to  complete  therapy  was 
most  frequently  due  to  a lack  of  understanding  of  the 
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necessity  to  complete  therapy  and  due  to  frequent 
changes  in  address,  which  made  it  difficult  to  provide 
adequate  follow-up.  The  American  Thoracic  Society 
has  been  particularly  concerned  about  this 
problem.20 

This  study  would  in  no  way  change  the  current 
recommended  antituberculosis  programs  of  the 
American  Thoracic  Society.  Rather,  it  demonstrates 
the  need  to  be  aware  of  the  possibility  of  drug-resis- 
tant bacteria  when  dealing  with  patients  of  the  type 
noted  in  this  study. 

In  contrast  to  the  experience  of  Steiner  and  col- 
leagues,10-12 in  Brooklyn  where  primary  drug  resis- 
tance of  M.  tuberculosis  isolated  from  children  was 
common,  we  saw  little  primary  resistance  in  children. 
This  may  relate  to  some  extent  to  differences  in  the 
population  of  children  admitted  to  CPMC  and  to 
The  Kings  County  Hospital.  The  children  in  the 
studies  by  Steiner  et  al. 11,12  were  characterized  by  in- 
dices of  deprivation — low  income,  poor  housing,  and 
family  disorganization.  The  children  with  tuber- 
culosis in  our  institution  came  for  the  most  part  from 
an  upward-moving  population  with  excellent  family 
organization. 

This  study  demonstrates  that  those  institutions 
which  care  for  patients  with  tuberculosis  who  have 
had  previous  chemotherapy  or  have  recently  entered 
the  United  States  should  not  abandon  susceptibility 
testing  of  M.  tuberculosis. 

The  closure  of  hospitals  devoted  to  the  care  of  tu- 
berculosis and  easy  migration  in  and  out  of  cities  such 
as  New  York  will  make  the  problem  of  drug-resistant 
M.  tuberculosis  one  which  will  not  recede  as  readily 
as  did  tuberculosis  when  improvements  were  made 
in  sanitation  and  housing. 

Reichman,  Felton,  and  Edsall19  have  recently  in- 
dicated the  importance  of  tuberculosis  in  the  inner 
cities.  This  study  indicates  that  drug-resistant  tu- 
berculosis also  is  a problem  that  will  have  to  be 
watched  carefully  in  the  ensuing  decade,  unless  we 
can  significantly  improve  patient  compliance  in 
taking  antituberculosis  medication  in  the  groups 
noted  in  this  article. 

630  West  168th  Street 
New  York,  N.Y.  10032 
(DR.  NEU) 


References 

1.  Hobby,  G.  L.,  Johnson,  P.  M.,  and  Boytar-Papirnyik,  V.: 
Primary  drug  resistance:  a continuing  study  of  drug  resistance 
in  tuberculosis  in  a veteran  population  within  the  United  States. 
X.  September  1970  to  September  1973,  Am.  Rev.  Resp.  Dis.  1 10: 
95(1974). 

2.  Lowell  A.  M.:  Tuberculosis  in  the  World,  Atlanta, 

Georgia,  Center  for  Disease  Control,  U.S.  Department  of  Health, 
Education,  and  Welfare,  Public  Health  Service,  1976. 

3.  Doster,  B.,  Caras,  G.  J.,  and  Snider,  D.  E.:  A continuing 
survey  of  primary  drug  resistance  in  tuberculosis,  1961  to  1968. 
A U.S.  Public  Health  Service  cooperative  study,  Am.  Rev.  Resp. 
Dis.  113:419  (1976). 

4.  Schiffman,  P.  L.,  Ashkar,  B.,  Bishop,  M.,  and  Cleary,  M. 
G.:  Drug  resistant  tuberculosis  in  a large  southern  California 
hospital,  ibid.  116:821  (1977). 

5.  Pien,  F.  D.,  et  al.:  Primary  antituberculous  drug  resistance 
in  Hawaii,  1957  to  1977,  ibid.  1 18:  701  (Oct.)  1978. 

6.  Briney,  R.  R.,  and  Cowley,  R.  G.:  Primary  drug-resistant 
tuberculosis  in  active-duty  military  personnel:  1959-1968,  ibid. 
101:700(1970). 

7.  Cheung,  O.  T.:  Drug  resistance  in  patients  with  pulmo- 
nary tuberculosis,  Canad.  M.  A.  J.  1 13:  848  (1975). 

8.  Idem:  Drug-resistant  pulmonary  tuberculosis:  an 

analysis  of  103  cases  admitted  to  the  Toronto  Hospital  1970-1973, 
Am.  Rev.  Resp.  Dis.  1 1 1:  900  (1976). 

9.  Wilder,  N.  J.,  Gerace,  J.  E.,  Bryd,  R.  B.,  and  Nelson,  R.  A.: 
Patterns  of  drug  resistance  in  the  tuberculosis  Oriental  immigrant, 
ibid.  115:410  (1977). 

10.  Steiner,  M.,  et  al.:  Primary  drug-resistant  tuberculosis. 
Report  of  an  outbreak,  New  England  J.  Med.  283:  1353  (1970). 

11.  Steiner,  M.,  et  al.:  Primary  drug-resistant  tuberculosis 
in  children,  1961  to  1971.  A comparison  of  the  frequency  of  pri- 
mary drug-resistant  tuberculosis  among  children  observed  during 
the  period  of  transition  from  long-term  to  short-term  hospitali- 
zation of  adults  with  infectious  tuberculosis,  Am.  Rev.  Resp.  Dis. 
108:  321  (1973). 

12.  Steiner,  P.,  et  al.:  Primary  drug  resistance  in  children. 
Drug  susceptibility  of  strains  of  M.  tuberculosis  isolated  from 
children  during  the  years  1969  to  1972  at  the  Kings  County  Hos- 
pital Medical  Center  of  Brooklyn,  ibid.  110:  98  (1974). 

13.  Tuberculosis  among  immigrants  in  Britain.  Memoran- 
dum from  the  Joint  Tuberculosis  Committee,  Brit.  M.  J.  1: 1038 
(Apr.  22)  1978. 

14.  Follow-up  on  drug-resistant  tuberculosis — Mississippi, 
Morbid.  Mortal.  Weekly  Rep.  27:  355  (Sept.  22)  1978. 

15.  Mackay,  J.  B.:  Drug-resistant  tuberculosis  in  New  Zea- 
land, New  Zealand  J.  Med.  88: 181  (Sept.  13)  1978. 

16.  Hobby,  G.  L.,  Johnson,  P.  M.,  and  Boytar-Papirnyik,  V.: 
Primary  drug  resistance:  a continuing  study  of  drug  resistance 
in  tuberculosis  in  a veteran  population  within  the  United  States. 
IX.  September  1969-September  1970,  Am.  Rev.  Resp.  Dis.  103: 
842(1971). 

17.  Reichman,  L.  B.,  and  O’Day,  R.:  Tuberculosis  infection 
in  a large  urban  population,  ibid.  117:  705  (Apr.)  1978. 

18.  Edsall,  J.  R.,  et  al.:  Treatment  of  tuberculosis  in  alcoholic 
patients,  ibid.  116:  559  (1977). 

19.  Reichman,  L.  B.,  Felton,  C.  P.,  and  Edsall,  J.  R.:  Drug 
dependence,  a possible  new  risk  factor  for  tuberculosis  disease, 
Arch.  Int.  Med  139:  337  (Mar.)  1979. 

20.  Reichman,  L.  B.,  et  al.:  Tuberculosis  in  the  foreign  born, 
Am.  Rev.  Resp.  Dis.  116:  561  (1977). 


September  1980/New  York  State  Journal  of  Medicine  1545 


IN  THE  ANXIOUS  HYPERTENSIVE  PATIENT 

THESE  PARAMETERS  MAY  BE  IMPROVING... 


Patient's  diastolic  blood  pressure  is 
consistently  within  normal  limits 
The  evidence  of  retinal  a 
has  disappeared  and 
athv  has  improved, 
changes  are  not 


;UT  THESE  MAY  NOT. 


/&> 


£ ' 


Medicallv 
speaking, 
the  hyper- 
tensive 

’patient  is  mak- 
tg  satisfactorv  progress.  Yet, 
espite  your  counseling  and  re- 
.surance,  he  continues  to  be 
ccessively  tense  and  anxious, 
s a result,  he's  irritable,  is  sleep- 
lg  poorly,  and  seems  to  be  "for- 
etting"  his  daily  medication 
lore  often  than  is  advisable. 

In  cases  like  this.  Valium 
iiazepam  Roche) — unsurpassed 
s a calming  agent — can  be  a val- 
uable adjunct  to  your  other  sup- 
ortive  measures.  Valium  works 
romptlv  to  relieve  anxiety  and 
sychic  tension.  Within  hours, 
lost  patients  feel  distinctly 
aimer;  in  a matter  of  davs,  thev 
eport  considerable  relief  of  such 
I’.ymptoms  as  apprehension. 
Irritability,  feelings  of  restless- 
less,  and  inability  to  relax. 


Valium  (diazepam  Roche)  can 
particularly  benefit  the  hyper- 
tensive patient  whose  psychic 
tension  tends  to  escalate  at  bed- 
time. The  addition  of  an  h.s.  dose 
of  Valium  to  a b.i.d.  ort.i.d.  regi- 
men can  reduce  nighttime  anxi- 
eties and  thus  encourage  sleep. 

Equally  important:  Valium  is 
used  with  most  primary  medica- 
tions, including  diuretics,  vaso- 
dilators and  antihypertensives. 
And  Valium  is  well  tolerated  by 
most  patients.  Although  drows- 
iness, ataxia  and  fatigue  are 
sometimes  encountered,  these 


and  more  serious  side  effects  are 
rarelv  a problem.  Patients  should, 
of  course,  be  cautioned  against 
driving  or  drinking  alcohol  while 
on  Valium  (diazepam/Roche) 
therapy,  and  should  be  encour- 
aged to  adhere  to  the  prescribed 
dosage  regimen  or  discuss  any 
needed  adjustment  with  you. 
When  anxiety  has  been 
adequately  reduced.  Valium 
therapy  can  be  discontinued. 


\alium; 

diazepam/Roche 

X 2-mg,  5-me,  10-mg  scored  tablets 


TO  REDUCE  EXCESSIVE  ANXIETY 
TO  MORE  MANAGEABLE  LEVELS 


Before  prescribing,  please  see  following  / ROCHE/ 
page  for  a summary  of  product  informationX  A 


diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis:  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy ). 

The  effectiveness  of  Valium  in  long-term  use,  that  is, 
more  than  4 months,  has  not  been  assessed  by 
systematic  clinical  studies  The  physician  should 
periodically  reassess  the  usefulness  of  the  drug  for 
the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6 months  of  age  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  similar  to  those  with  barbiturates  and 
alcohol  have  been  observed  with  abrupt  discontinua- 
tion, usually  limited  to  extended  use  and  excessive 
doses  Infrequently,  milder  withdrawal  symptoms 
have  been  reported  following  abrupt  discontinuation 
of  benzodiazepines  after  continuous  use.  generally  at 
higher  therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful  sur- 
veillance because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
Increased  risk  of  congenital  malforma- 
tions as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when 
Instituting  therapy:  advise  patients  to 
discuss  therapy  If  they  Intend  to  or  do 
become  pregnant. 

Precautions:  I!  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology 
of  agents  employed;  drugs  such  as  phenothiazmes. 
narcotics,  barbiturates.  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies 
Observe  usual  precautions  in  Impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b i d to  q i d alcoholism,  10  mg  1 1 d or  q i d 
in  first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg 
t i d or  q i d adiunctively  in  convulsive  disorders, 

2 to  10  mg  b i d to  q i d Geriatric  or  debilitated 
patients  2 to  2 VS  mg.  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated  (See  Precau- 
tions ) Children  1 to  2VS  mg  t i.d  or  q i d initially, 
increasing  as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium  * (diazepam/Roche)  Tablets. 

2 mg  5 mg  and  10  mg— bottles  of  100  and  500; 

Tel-E  Dose"  packages  of  100  available  in  trays  of  4 
reverse-numbered  boxes  of  25,  and  in  boxes  con- 
taining 10  strips  of  10,  Prescription  Paks  of  50. 
available  in  trays  of  10 

<’  \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


Poisonings  reported 
from  popular  sea  foods 

Don’t  eat  the  barracuda,  and  stick  to  the  little  ones  when 
eating  grouper  or  red  snapper.  The  health  risk  is  ciguatera 
fish  poisoning,  and  it  will  make  you  very  sick. 

Reports  in  the  July  18  Journal  of  the  American  Medical 
Association  detail  outbreaks  of  the  poisoning  from  eating 
reef  fish  caught  off  the  Atlantic  Coast  of  Florida  several 
years  ago.  In  Florida  and  Hawaii  ciguatera  poisoning  is 
a sizeable  public  health  problem. 

If  you  should  eat  a piece  of  fish  containing  the  ciguatera 
toxin,  the  result  will  be  diarrhea  and  vomiting,  muscle  pain, 
burning  or  prickling  sensation  in  hands  and  feet,  itchy  skin, 
headache,  dizziness,  weakness.  That  is,  you  will  be  very 
ill.  The  attack  is  seldom  fatal,  however. 

In  a study  of  cases  reported  to  the  Dade  County  (Miami) 
Department  of  Public  Health,  grouper  and  snapper  were 
the  fish  most  frequently  implicated.  Most  cases  were  in 
late  spring  and  summer.  Small  fish  seldom  caused  prob- 
lems. Illness  followed  eating  of  portions  cut  from  big 
fish. 

Barracuda  was  so  often  involved  in  cases  of  ciguatera  fish 
poisoning  that  sale  of  the  fish  commercially  is  now  banned 
under  the  Miami  City  Code. 

It  is  assumed  that  fish  become  toxic  by  eating  smaller 
marine  organisms  containing  the  offending  substance.  Big 
fish  eat  the  littler  fish  and  thus  accumulate  large  amounts 
of  the  poison,  which  does  not  disturb  the  fish  itself.  The 
toxin  does  not  affect  taste  or  appearance  of  the  fish. 

Cooking  has  no  impact  on  the  toxin,  and  neither  does 
freezing.  The  fish  market  or  restaurant  serving  the  fish 
is  not  responsible,  as  the  attack  is  not  triggered  by  improper 
storage  or  handling. 

Grouper  is  most  often  the  culprit,  causing  60  percent  of 
the  Southeastern  Florida  cases.  Snapper  is  next  most 
common  with  14  percent. 

There  isn’t  much  public  health  authorities  can  do  to 
reduce  attacks  of  ciguatera  fish  poisoning,  short  of  banning 
sale  and  eating  of  the  offending  fish.  Since  Floridians  eat 
about  12  million  pounds  of  grouper  and  red  snapper  an- 
nually, this  would  not  be  practical. 

Ciguatera  fish  poisoning  is  common  in  the  Caribbean 
and  South  Pacific.  First  reference  to  the  illness  was  by  a 
Spanish  sea  captain  in  1555. 

One  test  in  the  Pacific  found  that  the  toxin  was  present 
in  more  than  two  thirds  of  red  snapper  weighing  more  than 
six  pounds. 

In  an  editorial,  Charles  P.  Craig,  M.D.,  University  of 
South  Florida,  Tampa,  suggests  that  fishing  be  suspended 
for  some  time  in  the  area  of  a coral  reef  that  has  been  dis- 
turbed by  construction  of  a wharf,  pier,  or  bridge.  Con- 
sumption of  smaller  grouper  or  snapper  is  advisable.  If 
large  fish  are  eaten,  the  toxin  may  be  diluted  by  soaking  the 
flesh  in  repeated  changes  of  water,  Dr.  Craig  says. 

The  report  is  by  Dale  N.  Lawrence,  M.D.,  of  the  Center 
for  Disease  Control,  Atlanta,  working  with  the  Dade 
County  and  Florida  Departments  of  Health. 
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For  many  years  vasodilators  have  been  used  for  a 
variety  of  cardiovascular  disorders,  especially  angina 
pectoris  and  hypertension.  It  is  only  recently  that 
their  indications  have  been  extended  to  include 
congestive  heart  failure,  valvular  regurgitation,  and 
acute  myocardial  infarction. 

Vasodilators  are  also  gaining  increased  acceptance 
as  therapeutic  agents  for  congestive  cardiomyopathy. 
The  parenteral  vasodilators  phentolamine  and  ni- 
troprusside  have  been  demonstrated  to  produce  in 
cardiomyopathy  patients  a prompt  reduction  in  the 
left  ventricular  filling  pressure  and  an  increase  in  the 
cardiac  index.1-2  This  is  accompanied  by  a clinical 
improvement  in  their  failure  state.  Recently  the 
nonparenteral  vasodilators  have  been  used  to  treat 
patients  in  congestive  heart  failure.  Nitroglycerin,3 
long-acting  nitrates,4  nitroglycerin  ointment,5  hy- 
dralazine,6 oral  phentolamine,7  prazosin,8  trima- 
zosin,9  and  captopril10  have  all  been  demonstrated 
to  be  effective  drugs.  However,  there  is  little  infor- 
mation on  the  effects  of  nitroglycerin  ointment  in 
patients  with  cardiomyopathy.  Therefore,  the 
purpose  of  the  present  study  was  to  investigate  the 
effects  of  nitroglycerin  ointment  on  the  resting  pul- 
monary gas  exchange  and  simultaneous  hemody- 
namics in  patients  with  cardiomyopathies. 

Patients  and  methods 

Seven  patients  with  cardiomyopathy  were  studied 
at  the  time  of  diagnostic  catheterization  on  both  right 
and  left  sides  of  the  heart.  There  were  five  males  and 
two  females,  varying  in  age  from  43  to  60  years,  with 
a mean  of  53  years.  Primary  myocardial  disease  was 
diagnosed  when  there  was  no  evidence  to  support  any 
specific  cause  of  heart  disease.  Ischemic  cardio- 
myopathy was  diagnosed  on  the  basis  of  previous 
myocardial  infarction  documented  by  typical  history, 


as  well  as  serial  electrocardiographic  and  serum  en- 
zyme changes.  Six  of  the  patients  had  alcoholic 
cardiomyopathy,  while  only  one  patient  had  ischemic 
cardiomyopathy.  The  latter  patient  had  sustained 
an  anterior  wall  myocardial  infarction.  The  hemo- 
dynamic response  to  nitroglycerin  ointment  was 
similar  in  the  two  groups,  and,  therefore,  the  results 
of  the  entire  group  were  combined  and  analyzed. 
Patients  with  other  forms  of  heart  disease  or  primary 
lung  disease  were  excluded.  All  of  the  patients  had 
previously  been  in  congestive  heart  failure  and  were 
taking  digitalis  and  diuretics  up  to  the  time  of  the 
study.  The  nature  of  the  study  and  all  risks  were 
explained  to  each  patient,  and  informed  consent  was 
obtained. 

Catheterization  on  the  right  side  of  the  heart  was 
performed  with  a number  7 Goodale  Lubin  catheter 
inserted  into  the  right  antecubital  vein.  Catheter- 
ization of  the  left  ventricle  was  performed  by  in- 
serting a number  8 Gensini  catheter  into  the  right 
femoral  artery  via  the  Seldinger  approach.  Pressures 
were  measured  with  Statham  transducers  and  re- 
corded with  an  electrocardiogram  and  phonocar- 
diogram  on  an  Electronics  for  Medicine*  DR12  re- 
corder. Cardiac  output  was  determined  by  the  Fick 
technique.  Mixed  venous  blood  was  obtained  from 
the  pulmonary  artery  and  arterial  blood  from  the 
femoral  artery.  Arterial  and  mixed  venous  oxygen 
contents  were  determined  by  the  method  of  Van 
Slyke  and  Neill.  Blood  samples  were  also  analyzed 
for  pH,  PCO2  (carbon  dioxide  pressure),  and  P02 
(oxygen  pressure)  in  duplicate  with  an  Instrumen- 
tation Laboratory  Model  No.  113. 4 Oxygen  con- 
sumption was  determined  by  measuring  ventilation 
with  a Tissot  spirometer  and  analyzing  the  expired 
gas  with  a Micro-Scholander  apparatus.  The  “ideal” 
alveolar  oxygen  pressure  (Pi02)  was  calculated  from 
the  alveolar  air  equation.11  The  VD/VT  (dead  space 
to  tidal  volume  ratio)  was  calculated  from  the  mod- 
ified Bohr  equation.11  The  A-aD02  (alveolar-arte- 
rial P02  difference)  was  obtained  by  subtracting 
measured  arterial  P02  from  the  “ideal”  alveolar  P02. 
The  peripheral  systemic  and  total  pulmonary  vas- 
cular resistances  were  calculated  using  standard 
formulas. 

After  recording  the  control  measurement,  a 2.5- 
inch  strip  of  2 percent  nitroglycerin  ointment  was 
applied  to  the  chest  for  50  minutes.  Hemodynamics, 
ventilation,  and  blood  gas  measurements  were  then 
repeated.  For  statistical  anaylsis  of  the  results, 
Student’s  t test  for  paired  values  was  used,  and  the 
mean  values  were  expressed  with  standard  error  of 
the  mean. 

Results 

Complete  data  on  all  7 patients  are  presented  in 
Tables  I and  II. 

Hemodynamic  changes.  After  the  application 

* Electronics  for  Medicine,  Inc.,  Pleasantville,  New  York 
10570. 

T Instrumentation  Laboratory,  Inc.,  Andover,  Massachusetts 
01810. 
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of  the  nitroglycerin  ointment,  there  were  no  signifi- 
cant alterations  in  heart  rate,  left  ventricular  filling 
pressure,  mean  pulmonary  artery  pressure,  and  the 
aortic  mean  pressure.  However,  the  right  atrial 
mean  pressure  fell  from  a control  value  of  6.9  mm. 
Hg  to  a treatment  value  of  3.9  mm.  Hg  (P  < 0.02). 
There  was  a nonsignificant  increase  in  the  cardiac 
index  and  stroke  index.  The  arteriovenous  oxygen 
difference  decreased  significantly.  The  control  value 
was  6 vol.  percent  and  the  post  nitroglycerin  oint- 
ment value  was  5.5  vol.  percent  (P  < 0.02). 

Ventilation  and  blood  gas  changes.  The  total 
ventilation,  arterial  pH,  arterial  PO2,  mixed  venous 
PO2,  arterial  PCO2,  and  arterial  oxygen  saturation 
did  not  change  significantly  following  nitroglycerin 
ointment  application.  Similarly  the  A-aD02  and  the 
VD/VT  ratio  also  showed  no  significant  change  after 
nitroglycerin  ointment  administration. 

Comment 

The  vasodilators  are  now  commonly  used  in  the 
management  of  patients  with  heart  failure.  The 
nitrates,  by  virtue  of  their  prominent  venodilator 
effect,  have  been  reported  to  decrease  the  right  and 
left  ventricular  filling  pressures  and  do  not  signifi- 
cantly alter  the  cardiac  output.4  On  the  other  hand, 
hydralazine,  which  is  a pure  arterial  dilator,  increases 
the  cardiac  output  and  minimally  reduces  the  left 
ventricular  filling  pressure.6  Phentolamine  and 
sodium  nitroprusside  infusions  increase  the  cardiac 
output  and  decrease  the  left  ventricular  end  diastolic 


A reduction  in  impedance  produces  beneficial  he- 
modynamic effects  in  patients  with  cardiomyopathy. 
This  has  been  studied  using  an  intravenous  infusion 
of  nitroprusside,  phentolamine,  and  hydralazine. 
There  is  little  information  on  the  effect  of  nitroglyc- 
erin ointment  in  patients  with  cardiomyopathy. 
Thus,  seven  patients  with  a cardiomyopathy  un- 
derwent catheterization  of  both  the  right  and  left 
sides  of  the  heart.  After  recording  the  control  he- 
modynamic measurements,  a 2.5-inch  strip  of  2 per- 
cent nitroglycerin  ointment  was  applied  to  the  chest 
for  50  minutes.  Pressure  recordings  and  cardiac 
output  were  then  repeated.  The  right  atrial  mean 
pressure  fell  from  a control  value  of  6.9  mm.  Hg  to  a 
treatment  value  of  3.9  mm.  Hg  ( P <0.02)  while  the 
arteriovenous  oxygen  difference  decreased  from  6.0 
to  5.5  vol.  per  100  ml.  (P  <0.02).  No  other  significant 
changes  were  observed.  Thus  nitroglycerin  ointment 
produces  only  minimal  hemodynamic  changes  in 
patients  with  a cardiomyopathy. 


pressure  because  they  are  arterial  and  venous  dila- 
tors.2 Recently  prazosin  hydrochloride,  which  has 
arterial  and  venous  dilating  effects,  has  been  found 
to  be  effective  orally  in  patients  with  congestive 
cardiomyopathy.8 

The  present  study  revealed  that  nitroglycerin 
ointment  produced  in  the  seven  patients  with  car- 
diomyopathy a significant  decline  in  the  right  atrial 
mean  pressure  and  arteriovenous  oxygen  difference. 


TABLE  I.  Hemodynamic  changes 


Patient 

r 

Pulmonary 

“N 

Rate 

Arterio- 

Number  and 

Experimental 

Right 

Right 

Pulmonary 

Artery 

Wedge 

Aorta 

Left 

(beats  per 

venous  O2 

State 

Atrium 

Ventricle 

Artery 

Mean 

Mean 

Aorta 

Mean 

Ventricle 

minute) 

Difference 

1 

C* 

8 

70/8 

70/35 

46 

35 

140/80 

100 

140/32 

94 

4.7 

Nt 

3 

55/3 

55/28 

37 

28 

125/70 

89 

125/25 

94 

4.6 

2 

C 

4 

43/4 

43/22 

29 

20 

85/50 

61 

85/20 

88 

6.8 

N 

3 

C 

2 

50/2 

50/29 

36 

30 

82/46 

58 

82/27 

94 

6.7 

0 

20/0 

20/8 

12 

6 

135/75 

95 

135/6 

86 

7.1 

N 

0 

20/0 

20/6 

11 

5 

135/75 

95 

135/6 

91 

6.9 

4 

C 

16 

65/17 

65/25 

39 

28 

130/85 

100 

130/31 

79 

7.8 

N 

5 

C 

15 

70/15 

70/35 

46 

33 

120/85 

97 

120/33 

83 

7.0 

8 

50/8 

50/20 

30 

12 

150/65 

93 

150/13 

100 

3.4 

N 

4 

50/4 

50/20 

30 

10 

150/65 

93 

150/9 

94 

2.3 

6 

C 

2 

20/2 

20/5 

10 

3 

125/75 

92 

125/7 

79 

5.4 

N 

0 

17/0 

17/4 

9 

3 

125/80 

95 

125/8 

68 

5.0 

C 

10 

38/10 

38/18 

25 

19 

110/70 

84 

110/18 

65 

6.5 

N 

3 

25/3 

25/15 

18 

16 

110/65 

80 

110/14 

56 

6.0 

Mean  ± 

SEM** 

c 

6.9  ± 2.0 

43.7  ± 7.5 

43.7  ± 7.5 

27.3  ± 5.0 

17.5  ± 4.4 

127.5  ± 9.2 

89.3  ± 5.1 

127.5  ± 9.2 

84.4  ± 4.3 

5.0  ± 0.58 

6.9  ± 2.0 

19.0  ± 3.8 

71.4  ± 4.3 

18.1  ± 4.0 

N 

3.9  ± 1.9 

41.0  ± 7.7 

41.0  ±7.7 

26.7  ± 5.4 

17.9  ± 4.7 

122.8  ± 9.3 

86.7  ± 5.2 

122.8  ± 9.3 

82.9  ± 5.7 

5.5  ± 0.64 

3.9  ± 1.9 

3.9  ± 1.9 

69.4  ± 4.8 

17.4  ± 4.1 

P value 

<0.02 

NS" 

NS 

NS 

NS 

NS 

NS 

<0.02 

*C  = control  measurement. 

’ N = measurement  with  nitrogen  ointment. 
**SKM  = standard  error  of  mean. 

♦t  NS  = not  significant. 
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TABLE  II.  Ventilation  and  blood  gas  changes 


Patient 

Num- 

ber 

and 

State 

O, 

Con- 

sump- 

tion 

Cardiac 

Index 

(L./min./ 

m.*) 

Stroke 

Index 

(L./min./ 

m.2) 

Periph- 

eral 

Resis- 

tance 

(dynes/ 

sec./ 

cm.'1) 

Pulmo- 

nary 

Resis- 

tance 

(dynes/ 

sec./ 

cm.-5) 

pH 

PaC02 
(mm.  Hg) 

Pa02 
(mm.  Hg) 

Arterial 

Oxygen 

Satura- 

tion 

(Percent) 

pvo2 

(mm.  Hg) 

Venti- 
lation 
(L.  Per 
minute) 
BTPS* 

VD/VT 

(percent) 

A-aD02 
(mm.  Hg) 

i 

c* 

131 

2.78 

30 

1,776 

195 

7.47 

31.5 

50.0 

87.0 

30.5 

N" 

2 

C 

130 

2.85 

30 

1,539 

156 

7.45 

35.6 

62.5 

92.5 

31.0 

123 

1.82 

21 

1,533 

226 

7.47 

36.7 

66.0 

93.6 

26.5 

7.2 

34 

46.1 

N 

137 

2.06 

22 

1,309 

135 

7.49 

34.5 

69.0 

94.5 

28.5 

7.9 

34 

43.1 

C 

182 

2.58 

30 

1,506 

95 

7.49 

31.2 

62.0 

92.8 

25.5 

9.7 

68 

55.2 

N 

128 

1.85 

20 

2,109 

133 

7.48 

32.0 

63.2 

92.8 

25.5 

9.5 

48 

55.2 

C 

132 

1.69 

21 

2,612 

287 

7.46 

34.0 

81.8 

96.2 

28.8 

6.5 

62 

26.0 

N 

130 

1.88 

23 

2,307 

309 

7.43 

33.0 

64.5 

92.8 

24.8 

8.3 

52 

45.0 

c 

153 

4.54 

45 

1,251 

242 

7.49 

47.4 

42.0 

81.8 

24.5 

6.8 

64 

39.4 

N 

146 

6.38 

68 

891 

192 

7.47 

57.1 

48.0 

85.8 

27.5 

6.4 

66 

25.9 

C 

117 

2.17 

28 

1,702 

117 

7.45 

38.0 

68.0 

93.6 

30.0 

8.2 

58 

28.7 

N 

112 

2.25 

31 

1,710 

112 

7.47 

39.6 

69.3 

94.2 

31.8 

8.1 

54 

32.2 

C 

126 

2.05 

31 

2,072 

148 

7.42 

35.4 

76.9 

94.9 

32.5 

7.0 

58 

36.5 

N 

Mean  ± 
SEM" 

119 

1.98 

35 

2,011 

50 

7.47 

33.5 

71.0 

94.6 

31.5 

11.3 

44 

51.6 

C 

137.7  ± 8.5 

2.52  ± 0.36 

29.4  ± 3.0 

1,778.9  ± 169  187.1  ± 26.5 

7.46  ± 0.01 

36.3  ± 2.1 

63.8  ± 5.3 

91.4  ± 1.9 

28.3  ± 1.1 

7.6  ± 0.49 

57.3  ± 4.9 

38.7  ± 4.4 

N 

128.9  ± 4.2 

2.75  ± 0.62 

32.7  ± 6.2 

1.696.6  ± 187  155.3  ±30.4 

7.47  ± 0.01 

37.9  ± 3.3 

63.9  ± 2.9 

92.5  ± 1.2 

28.7  ± 1.0 

8.6  ± 0.68 

49.7  ± 4.4 

42.2  ± 4.6 

P value 

NS'" 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

NS 

* BTPS  = body  temperature  and  pressure,  saturated. 
f C = control  measurement. 

**  N = measurement  with  nitrogen  mustard. 
n SEM  = standard  error  of  mean. 

***  NS  = not  significant. 


The  left  ventricular  end-diastolic  pressure  showed 
small  inconsistent  changes  with  nitroglycerin  oint- 
ment, while  there  was  a nonsignificant  increase  in  the 
cardiac  index.  The  peripheral  resistance  also  showed 
minimal  changes  after  the  application  of  the  oint- 
ment. These  minimal  hemodynamic  changes 
prompted  us  to  discontinue  the  nitroglycerin  oint- 
ment study. 

There  have  been  a number  of  hemodynamic 
studies  evaluating  nitroglycerin  ointment.  Taylor 
and  his  associates5  studied  10  patients  with  severe 
chronic  congestive  heart  failure  who  had  an  average 
cardiac  index  of  1.7  L.  per  minute  per  square  meter. 
Nine  of  the  10  patients  suffered  from  ischemic  heart 
disease.  Following  control  measurements,  2 percent 
nitroglycerin  ointment  was  applied  to  the  upper 
abdomen.  All  measurements  were  made  at  20- 
minute  intervals  until  the  peak  effect  was  observed, 
and  then  every  30  minutes  until  all  measurements 
returned  to  control  levels.  Hemodynamic  changes 
began  20  minutes  after  the  agent  was  given,  with  the 
greatest  increase  in  cardiac  index  occurring  3 hours 
after  application.  Pulmonary  capillary  wedge 
pressure  decreased  by  an  average  of  37  percent,  from 
30  to  18  mm.  Hg,  while  the  average  cardiac  index 
increased  by  24  percent,  from  1.7  to  2.2  L.  per  minute 
per  square  meter. 

Abrams,  Kochukosky,  and  Leach12  recently 
demonstrated  that  nitroglycerin  ointment  signifi- 
cantly decreases  left  ventricular  end-diastolic  vol- 
ume, measured  echocardiographically  in  normal 
subjects,  by  20  percent  at  both  one  and  three  hours, 


and  that  it  decreases  left  ventricular  end-systolic 
volume  by  13  and  15  percent  at  similar  periods. 
These  decreases  were  substantially  greater  and  lasted 
longer  than  decreases  in  control  subjects  similarly 
tested  with  sublingual  nitroglycerin. 

Recently,  Franciosa,  Blank,  and  Cohn13  adminis- 
tered various  nitrate  preparations  to  patients  in 
chronic  congestive  heart  failure  due  to  cardiomyop- 
athy. Inspection  of  their  data  reveals  that  six  pa- 
tients with  ischemic  cardiomyopathy  received  2 
inches  of  2 percent  nitroglycerin  ointment,  that  is,  33 
mg.  Hemodynamic  data  were  obtained  before  and 
one  hour  after  application  of  the  ointment.  The 
nitroglycerin  ointment  reduced  the  left  ventricular 
filling  pressure  from  27  to  17  mm.  Hg  (p  < 0.01). 
However,  there  was  a nonsignificant  increase  in  the 
cardiac  index  and  stroke  index  and  a nonsignificant 
decline  in  the  mean  arterial  pressure  and  peripheral 
resistance. 

Chandraratna,  Langevin,  and  Langevin14  de- 
scribed a patient  with  alcoholic  cardiomyopathy  in 
whom  an  acute  deterioration  of  left  ventricular 
function  was  observed  after  the  application  of  a small 
dose  of  glyceryl  trinitrate  ointment.  This  was 
manifested  by  an  abrupt  decline  in  the  arterial 
pressure  and  the  appearance  of  pulsus  alternans. 
Leg  elevation  promptly  reversed  the  pulsus  alter- 
nans. 

Early  work  with  sublingual  nitroglycerin  indicated 
that  the  response  to  agents  with  prominent  vasodi- 
lating activity  is  related  to  the  baseline  pressure.15 
Patients  with  the  highest  pulmonary  wedge  pressure 
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have  the  best  clinical  response,  often  showing  an  in- 
crease in  stroke  volume  and  cardiac  output.  Subjects 
with  minimal  baseline  elevated  or  normal  left  ven- 
tricular filling  pressures  typically  respond  with  a 
significant  decrease  in  stroke  volume,  a potentially 
deleterious  effect.15’16  Franciosa,  Blank,  and  Cohn13 
also  found  a correlation  between  the  control  left 
ventricular  filling  pressure  and  the  change  in  the 
cardiac  index  following  nitrate  administration.  In 
addition,  they  also  found  a correlation  between  the 
control  cardiac  index  and  the  change  in  cardiac  index 
after  nitrate  administration.  Those  patients  with 
a normal  cardiac  index  may  experience  a decline  in 
the  cardiac  index  after  nitrate  administration. 

Recently,  however,  Klausner,  Chatterjee,  and 
Parmley17  noted  that  7 of  24  patients  with  chronic 
congestive  heart  failure  did  not  respond  to  therapy 
with  nitroglycerin  ointment  and  that  the  measured 
hemodynamic  pressures  could  not  predict  which 
patient  would  respond  with  an  increase  in  the  stroke 
volume.  Thus,  the  level  of  left  ventricular  filling 
pressure  did  not  serve  to  indicate  which  patient 
would  respond  favorably  to  nitroglycerin  oint- 
ment. 

In  our  present  study,  the  hemodynamic  changes 
produced  by  nitroglycerin  ointment  were  minimal. 
Further,  the  control  cardiac  output  or  the  left  ven- 
tricular end-diastolic  pressure  did  not  always  serve 
to  indicate  which  patient  would  respond  favorably 
to  nitroglycerin  ointment. 

There  have  been  a number  of  studies  evaluating 
the  effect  of  nitrates  on  resting  pulmonary  gas  ex- 
change. Mookherjee  and  his  co-workers18  obtained 
simultaneous  hemodynamic,  ventilation,  and  blood 
gas  measurements  in  19  males  during  cardiac  cath- 
eterization for  evaluation  of  chest  pain  before  and 
three  to  five  minutes  after  0.4  mg.  sublingual  nitro- 
glycerin. Total  and  tidal  ventilation,  pCC>2,  pH,  and 
base  excess  remained  unchanged.  However,  the 
arterial  p02  decreased  from  a mean  of  80  plus  or 
minus  3 to  72  plus  or  minus  2 mm.  Hg  (p<0.001),  and 
mean  venous  admixture  increased  from  8.8  plus  or 
minus  1 percent  to  12.6  plus  or  minus  1.5  percent 
(p<0.001).  There  was  a significant  increase  in  the 
alveolar-arterial  pC>2  difference  and  the  dead  space 
tidal  volume.  The  authors  concluded  that  the  de- 
crease in  arterial  pC>2  following  sublingual  nitro- 
glycerin is  caused  by  redistribution  of  pulmonary 
blood  flow  with  imbalance  in  ventilation-perfusion 
relationships  or  by  shunting. 

Hales  and  Westphal19  administered  0.6  mg.  of  ni- 
troglycerin to  27  subjects  who  were  either  normal  or 
had  varying  degrees  of  airway  dysfunction.  They 
also  observed  a significant  decline  in  the  Pa02  (ar- 
terial PO2)  and  an  increase  in  the  alveolar-arterial 
oxygen  gradient.  These  workers  concluded  that 
these  changes  were  due  to  worsening  ventilation- 
perfusion  mismatch  and  not  to  an  increase  in 
shunt. 

In  the  study  of  Konietzko  and  his  co-workers,20  a 
decrease  in  VD/VT  and  no  significant  change  in  PaC>2 
or  alveolar-arterial  PO2  difference  were  noted  in 
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coronary  disease  patients  following  intravenous  ad- 
ministration of  isosorbide  dinitrate.  In  our  present 
study,  we  also  observed  no  significant  change  in  the 
arterial  PO2  and  in  the  arterial  oxygen  saturation 
following  nitroglycerin  ointment  application.  The 
reason  for  the  discrepancy  in  findings  between  the 
studies  of  Mookherjee  et  al.18  and  Hales  and  West- 
phal19 and  between  our  study  and  that  of  Konietzko 
et  al.20  is  not  clear,  but  may  be  related  to  pharmaco- 
logic differences  among  the  various  nitrate  prepa- 
rations. 
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The  killing  of  an  infant  by  a psychotic  mother  is  a 
phenomenon  that  has  been  recorded  in  Anglo- 
American  legal  history  since  the  earliest  days.  The 
following  case,  for  example,  was  reported  by  Sir 
Matthew  Hale  in  The  History  of  the  Pleas  of  the 
Crown: 

In  the  year  1668,  at  Aylesbury  a married  woman  of 
good  reputation  being  delivered  of  a child,  and  having 
not  slept  many  nights  fell  into  a temporary  phrenzy, 
and  kild  her  infant  in  the  absence  of  any  company;  but, 
company  coming  in,  she  told  them,  she  had  kild  her  in- 
fant, and  there  it  lay;  she  was  brought  to  gaol  present- 
ly, and  after  some  sleep  she  recovered  her  under- 
standing, but  marvelled  how  or  why  she  came  thither; 
she  was  indicted  for  murder,  and  upon  her  trial  the 
whole  matter  appearing  it  was  left  to  the  jury  with  this 
direction,  that  if  it  did  appear,  that  she  had  any  use  of 
reason  when  she  did  it,  they  were  to  find  her  guilty;  but 
if  they  found  her  under  a phrenzy,  tho  by  reason  of  her 
late  delivery  and  want  of  sleep,  they  should  acquit  her; 
that  had  there  been  any  occasion  to  move  to  this  fact, 
as  to  hide  her  shame,  which  is  ordinarily  the  case  of 
such  as  are  deliverd  of  bastard  children  and  destroy 
them;  or  if  there  had  been  jealousy  in  her  husband, 
that  the  child  had  been  none  of  his,  or  if  she  had  hid 
the  infant,  or  denied  the  fact,  these  had  been  evi- 
dences, that  the  phrenzy  was  counterfeit;  but  none  of 
these  appearing,  and  the  honesty  and  virtuous  deport- 
ment of  the  woman  in  her  health  being  known  to  the 
jury,  and  many  circumstances  of  insanity  appearing, 


the  jury  found  her  not  guilty  to  the  satisfaction  of  all 

that  heard  it.1 

As  is  evident  from  this  example,  many  factors  re- 
lating to  the  mother  herself  can  he  identified  as 
precipitants  of  the  homicidal  act.  Just  as  many 
factors  related  to  the  prosecutor,  the  notoriety  of  the 
case,  and  the  prevailing  community  standards  can  be 
singled  out  as  affecting  the  manner  in  which  the  case 
is  handled.  Generally  speaking  infanticide  com- 
mitted by  a psychotic  mother  in  the  first  10  days 
postpartum  is  likely  to  be  attributed,  in  the  absence 
of  obvious  motive,  to  an  abnormal  mental  state  in- 
duced by  hormonal  turbulence  of  chaotic  proportions 
and  can  be  expected  to  lead  to  a “no  bill”  grand  jury 
decision  especially  when  a sympathetic  prosecutor 
is  involved.  Although  initially  restricted  to  the 
killing  of  a newborn,  homicides  of  children  up  to  the 
age  of  one,  or  even  older,  are  now  included  under  the 
infanticide  rubric,  and  there  has  been  a trend  toward 
dealing  with  the  fact  of  psychosis,  without  reference 
to  the  age  of  the  infant,  once  an  indictment  has  been 
handed  down.  Defense  and  prosecution  psychia- 
trists are  almost  invariably  in  agreement  that  the 
defendant  was  legally  “insane”  at  the  time  of  the 
killing,  and  the  court  is  often  more  than  willing  to 
resolve  the  case  by  declaring  the  mother  noncul- 
pable.2 

In  New  York  State,  cases  of  infanticide  committed 
by  psychotic  mothers  have  until  recently  been  readily 
disposed  of  even  after  grand  jury  indictment. 
Agreement  by  the  parties  concerned  usually  led  to  a 
“trial”  without  a jury,  the  evidence  in  the  case  ex- 
peditiously stipulated,  and  the  defendant  declared 
not  guilty  by  reason  of  mental  disease  and  automat- 
ically confined  to  a hospital.  In  such  cases  a non- 
state hospital  setting  was  acceptable  to  the  judge, 
especially  when  treatment  had  already  been  com- 
pleted while  the  defendant  was  on  bail,  and  subse- 
quent release  was  arranged  without  fanfare.  Be- 
cause of  agreement  between  the  parties,  competency 
to  stand  trial  was  not  a significant  issue,  and  in  the 
infrequent  case  of  continuing  psychosis,  long-term 
hospitalization  in  a state  facility  was  arranged. 

The  New  York  insanity  rule  states  that  a person 
is  not  criminally  responsible  for  conduct  if  at  the  time 
of  such  conduct,  as  a result  of  mental  disease  or  de- 
fect, he  lacks  substantial  capacity  to  know  or  ap- 
preciate either  the  nature  and  consequence  of  such 
conduct;  or  that  such  conduct  was  wrong.  Although, 
as  easily  recognized,  this  is  the  basic  right-wrong 
formulation  of  the  M’Naghten  rule,  excluding  en- 
tirely the  issue  of  irresistible  impulse  and  the 
American  Law  Institute  (ALI)  Model  Penal  Code 
exculpation  of  those  who  lack  substantial  capacity 
to  conform  their  conduct  to  the  requirements  of  law, 
there  has  been  an  increasing  trend  in  the  direction 
of  liberalization  of  the  rule.  Thus,  as  in  a number  of 
jurisdictions  using  the  ALI  formulation,  cases  of 
emotionally  unstable  personality,  narcotics  addic- 
tion, depressive  reaction,  psychoneurosis,  drug  de- 
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pendence,  kleptomania,  alcoholism,  and  even  so- 
ciopathic  personality,  conditions  which  in  themselves 
have  not  in  the  past  led  to  acquittal,  have  been  ad- 
judged not  guilty  by  reason  of  insanity.3  With  this 
diversion  into  the  mental  health  system  of  criminal 
defendants  who  until  recently  have  been  handled  by 
the  correctional  system,  the  expected  backlash  has 
occurred.  A new  policy  of  stringent  release  stan- 
dards has  developed,  entailing  procedures  which 
include  evaluations  and  reviews  by  numerous  mental 
health  professionals,  culminating  in  referral  to  a 
special  release  committee  “consisting  of  three  psy- 
chiatrists who  shall  be  . . . board  certified  and  will 
review  all  information,  clinical,  social  and  criminal, 
pertaining  to  the  case  and  will  conduct  a joint  ex- 
amination of  the  patient.”4  Thereafter,  the  director 
of  the  hospital  will  conduct  a personal  examination 
of  the  patient.  An  extensive  report  is  then  forwarded 
to  the  commissioner  of  mental  hygiene  if  the  director 
is  satisfied  that  the  patient  may  be  discharged  or 
released  on  condition.  Further,  an  independent 
review  panel,  which  consists  of  three  highly  qualified 
experts,  none  of  whom  may  be  employed  by  the  De- 
partment of  Mental  Hygiene,  “will  make  a thorough 
review  of  the  clinical  record,  including  the  circum- 
stances surrounding  the  incident  which  occasioned 
the  acquittal  by  reason  of  mental  disease  or  defect, 
will  examine  the  patient,  collectively  or  individually, 
and  will  discuss  the  patient’s  condition,  behavior  and 
treatment  with  his  or  her  treating  psychiatrist  and 
members  of  the  treatment  team,  including  ward 
staff.”  4 It  will  then  submit  a comprehensive  report. 
The  case  will  be  reviewed  subsequently  by  the  Office 
of  Forensic  Services  and  a recommendation  made  to 
the  commissioner,  after  which  the  attorney-general 
will  be  requested  to  make  application  to  the  com- 
mitting court  for  the  patient’s  discharge  or  release  on 
condition.  A judicial  hearing  must  be  held  that  will 
include  testimony  by  one  or  more  specially  court- 
appointed  psychiatrists.  In  the  end  the  court  may 
not  accept  the  recommendations  of  the  Department 
of  Mental  Hygiene  and  can  order  continued  hospi- 
talization of  the  patient. 

In  this  zeal  to  forestall  the  discharge  of  a poten- 
tially dangerous  insanity-acquitted  person,  the  sys- 
tem has  caught  up  mothers  who  have  been  acquitted 
by  reason  of  insanity  following  an  infanticide  com- 
mitted while  in  a psychotic  state.  The  case  of  Mrs. 
X is  illustrative.  She  had  been  clearly  psychotic  for 
a period  of  several  weeks  prior  to  setting  fire  to  her 
parents’  home  where  she  had  been  living  with  her 
nine-month-old  daughter.  The  child  died  in  the 
blaze.  Mrs.  X was  indicted  a month  later  for  murder 
in  the  second  degree  and  arson  in  the  second  degree. 
She  was  hospitalized  for  two  months,  made  sub- 
stantial improvement,  and  after  a short  stay  in  jail, 
she  was  released  on  bail.  Two  months  later  she  was 
hospitalized  again  in  a private  hospital  and  was  dis- 
charged, fully  recovered,  nine  weeks  later.  At  jury 
trial  ten  months  after  the  setting  of  the  fire,  she  was 
found  not  guilty  by  reason  of  mental  disease.  In 


It  has  been  the  custom  in  past  years  to  terminate  the 
court's  involvement  in  cases  of  mothers  charged  with 
the  murder  of  an  infant  by  a finding  of  NGRI  (not 
guilty  by  reason  of  insanity).  This  finding  was 
usually  arrived  at  in  a nonadversary  setting  with  the 
blessings  of  the  prosecutor,  the  relief  of  the  judge,  and 
the  satisfaction  of  the  defense  attorney.  It  is  ques- 
tionable whether  the  consequences  of  such  a finding 
were  conducive  to  the  treatment  and  recovery  of  the 
defendants.  In  any  event,  the  upsurge  in  popularity 
of  the  insanity  defense  generally,  associated  with 
concern  over  the  misuse  of  this  defense,  has  led  to 
restrictive  measures  against  a person  acquitted  by 
reason  of  alleged  insanity,  including  mothers  who 
have  killed  their  children  and  are  hospitalized  after 
adjudication.  The  authors  contend  that  the  NGRI 
route  has  rarely  been  in  the  best  interests  of  society, 
the  defendant,  or  the  administration  of  criminal 
justice.  More  appropriate  and  therapeutically 
meaningful  alternatives  are  discussed. 


accordance  with  the  mandatory  hospitalization  re- 
quirement following  “acquittal”  and  notwithstanding 
the  fact  that  she  had  been  on  bail  and  suffering  from 
no  mental  disorder  prior  to  and  during  the  trial,  she 
was  involuntarily  confined  in  a special  maximum 
security  hospital  maintained  by  the  State  of  New 
York  Department  of  Mental  Hygiene  for  criminal 
defendants  who  have  been  found  mentally  unfit  to 
stand  trial  and  for  persons  who  have  been  found  not 
guilty  by  reason  of  mental  disease.  Many  of  the 
patients  in  this  institution  are  considered  to  be 
dangerous,  and  all  are  believed  to  be  unsuitable  for 
admission  to  a regular  civil  state  hospital.  After  two 
months  in  the  maximum  security  hospital,  during 
which  she  showed  no  sign  of  mental  disorder,  she  was 
transferred  to  a state  hospital  and  placed  in  a locked 
ward  with  civilly  committed  patients.  For  the  next 
six  months,  she  went  through  the  complicated  pro- 
cedures described  previously  eventually  obtaining 
her  release  on  conditions  which  called  for  a very  in- 
tensive psychiatric  outpatient  treatment  program 
with  strict  supervision  of  the  patient’s  living  situation 
in  the  home  of  a close  relative. 

In  contrast  to  the  dispositional  procedures  out- 
lined here,  we  wish  to  describe  the  case  of  Mrs.  Y in 
whom  the  insanity-acquittal  route  was  scrupulously 
avoided. 

Case  report 

Mrs.  Y was  37  years  old  at  the  time  of  committing  her 
offense. 

She  was  married  and  had  two  sons,  ages  13  and  17.  At 
37  she  was  shocked  to  find  herself  pregnant  at  this  time  in 
her  life,  especially  since  she  and  her  husband  practiced 
birth  control.  Also  with  her  children  substantially  grown, 
she  had  returned  to  part-time  work  and  considered  the 
child-rearing  part  of  her  life  over.  Her  husband,  however, 
was  quite  pleased  at  the  prospect  of  a new  baby.  Partly 
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because  of  his  enthusiasm,  partly  because  of  reluctance  to 
have  an  abortion,  she  decided  to  go  through  with  the 
pregnancy. 

The  pregnancy,  birth,  and  delivery  were  uneventful. 
The  child  was  a girl,  and  the  patient  herself  became  en- 
thused over  the  event  and  looked  forward  to  rearing  her 
daughter. 

Yet,  in  the  first  six  months,  her  energies  flagged;  she  felt 
very  fatigued  much  of  the  time.  She  had  frequent  episodes 
of  depression,  lasting  a day  or  two.  She  refused  help  from 
her  husband.  Her  mother,  who  lived  nearby,  offered  to 
care  for  the  child  for  a weekend  or  so.  She  rejected  this. 
She  had  formerly  been  thought  of,  and  considered  herself 
to  he  a “superwoman,”  very  efficient  and  capable.  Yet 
here  she  was,  barely  able  to  care  for  one  small  child  and 
unable  to  bring  herself  to  accept  help. 

When  the  child  was  six  months  old,  Mrs.  Y and  her 
family  went  to  their  summer  cottage  on  the  beach.  She  felt 
much  better;  life  was  easier.  Her  strength  returned  as  did 
her  ebullient  good  spirits. 

After  Labor  Day,  the  family  returned  to  the  city.  Again 
her  symptoms  of  exhaustion  returned.  She  could  barely 
carry  out  her  responsibilities.  Finally,  after  a month,  in 
a dissociated  state  wherein  she  felt  she  was  watching  her- 
self, she  threw  the  baby  out  of  their  second  floor  window. 
The  child  suffered  a fractured  skull  but  survived.  After 
some  12  days  in  a municipal  hospital  near  her  home,  the 
child  was  discharged  to  her  parents.  The  next  week,  while 
in  the  same  state  of  mind,  the  patient  drowned  the  baby 
in  the  tub.  She  then  tried  to  take  her  own  life  by  taking 
pills  and  cutting  her  wrists,  but  did  not  really  harm  herself. 
She  was  admitted  to  the  hospital.  There  she  was  seen  to 
be  in  a state  of  acute  agitation  with  severe  anguish  and 
remorse  and  with  suicidal  thoughts. 

Mrs.  Y remained  in  the  hospital  for  23  days.  She  was 
evaluated  medically,  neurologically,  psychiatrically,  and 
psychologically.  No  neurologic  disorder  was  found. 
Psychiatric  and  psychologic  evaluation,  including  psy- 
chiatric interviews,  one  with  amobarbital  (Amytal),  and 
psychologic  tests  pointed  to  a diagnosis  of  acute  schizo- 
phrenic episode. 

W hile  in  the  hospital,  Mrs.  Y was  treated  with  supportive 
therapy.  The  acute  agitation  and  remorse  subsided,  and 
an  underlying  depressed  mood  was  revealed.  She  was 
given  desipramine  hydrochloride,  150  mg.  daily  for  this, 
with  no  substantial  improvement.  At  the  end  of  her  hos- 
pital stay,  she  was  seen  to  be  in  a chronically  depressed 
state  with  persistent  anxiety.  Her  affect  was  constricted 
to  the  point  of  flattening.  She  did,  however,  regain  full 
control  of  herself,  and  the  earlier  suicidal  feelings  subsided. 
She  was  discharged  to  outpatient  care  on  the  desipramine 
hydrochloride. 

While  in  the  hospital,  Mrs.  Y had  been  indicted  by  a 
grand  jury  for  murder  in  the  second  degree.  She  was  re- 
leased from  the  hospital  on  bail.  She  lived  at  home  and 
continued  in  outpatient  treatment.  On  outpatient  treat- 
ment care,  various  treatments  were  tried,  but  she  made  no 
improvement.  Desipramine  hydrochloride  was  increased 
to  300  mg.  daily,  then  changed  to  imipramine  hydrochlo- 
ride with  no  good  effect.  Trifluoperazine  (Stelazine),  up 
to  10  mg.  daily,  was  given,  then  thiothixene  (Navane),  6 mg. 
daily,  and  then  molindone  hydrochloride  (Moban),  100  mg. 
daily,  were  tried  in  turn  in  an  effort  to  alleviate  the  symp- 
toms of  obsessive  ruminations  about  the  events  of  the 
killing  of  her  child,  her  tension,  dissociative  feelings,  and 
sleeplessness;  all  were  without  beneficial  effect.  Hyp- 
notherapy was  tried  with  minimal  relief  lasting  only  from 


a few  minutes  to  an  hour.  She  continued  depressed  and 
tense.  A decision  was  made  to  treat  the  patient  with 
electroshock  therapy. 

At  this  point,  it  came  time  for  Mrs.  Y to  enter  a plea  to 
the  charge  against  her.  The  decision  for  her  was  whether 
to  plead  not  guilty  by  reason  of  mental  disease  or  guilty 
with  the  hope  of  a lenient  sentence.  The  former  plea  un- 
doubtedly would  have  been  successful  in  a court  procedure 
with  the  patient  probably  being  remanded  to  a state  hos- 
pital facility.  It  was  felt  that  such  a step  would  he  coun- 
tertherapeutic.  The  patient  and  her  family  were  con- 
cerned about  the  care  she  would  receive  there  and  also 
about  difficulties  in  ultimately  being  discharged.  By 
prearrangement  with  district  attorney  and  judge,  and  with 
expert  testimony  available,  the  probability  of  a no-incar- 
ceration sentence  was  offered  for  a guilty  plea.  The  patient 
did  then  plead  guilty  to  manslaughter  in  the  second  degree. 
She  was  sentenced  to  probation  for  five  years.  The  patient 
was  then  rehospitalized  at  a community  hospital  and  was 
treated  with  electroshock  therapy.  She  improved  con- 
siderably. Her  former  mood  and  energies  returned,  and 
she  resumed  her  usual  activities. 

By  this  procedure  of  pleading  guilty,  the  patient  was  able 
to  be  treated  in  the  facility  most  appropriate  to  her  needs, 
namely,  a general  hospital  psychiatric  unit.  She  remained 
under  the  supervision  of  the  court  throughout  the  treat- 
ment and  for  a considerable  period  afterward,  even  when 
no  longer  mentally  ill. 

Conclusion 

It  is  the  authors’  view  that  the  liberalization  of  the 
standard  for  criminal  nonresponsibility  on  the 
grounds  of  mental  disease  with  the  resultant  tight- 
ening of  the  standard  for  release  of  the  insanity- 
acquitted  defendant  has  made  for  inappropriately 
severe  and  unnecessarily  restrictive  handling  of  the 
mother  who  has  committed  infanticide  while  in  a 
psychotic  state  of  mind.  It  is  felt  that  a plea-bar- 
gained disposition  with  a lengthy  period  of  probation 
would  facilitate  a speedy  resolution  of  the  case  and 
avoidance  of  antitherapeutic  handling  of  the  defen- 
dant after  she  has  recovered  from  her  acute  illness. 
No  studies  have  been  made  to  support  the  view  that 
“exculpation”  of  the  mother  who  has  killed  her  child 
during  a period  of  severe  mental  derangement  is 
more  therapeutic  than  holding  her  culpable.  In  any 
event,  exculpation  which  mandates  that  an  acquitted 
person  who  is  no  longer  mentally  ill  be  confined  in  a 
maximum  security  facility  with  persons  who  are 
considered  still  dangerous  following  the  commission 
of  major  criminal  acts  can  hardly  be  viewed  as  any- 
thing but  condemnation  and  punishment.  Conse- 
quently, it  is  our  recommendation  that  the  insanity 
defense  be  avoided  in  cases  of  infanticide  committed 
by  psychotic  mothers. 

At  the  very  least,  the  defendant  herself  should 
have  the  option  to  choose  the  route  to  be  followed 
after  being  fully  informed  of  the  likely  consequences 
of  her  decision. 
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Exercise  called  important 
to  weight  reduction  program 

Exercise  is  important  to  a weight  reduction  program, 
says  a report  in  the  July  25  Journal  of  the  American  Med- 
ical Association. 

Regular  programs  of  walking,  running,  swimming,  row- 
ing, rope  skipping,  skating,  or  skiing  are  great  for  burning 
off  the  extra  pounds  of  fat,  says  Dr.  Barry  A.  Franklin  of 
Wayne  State  University  School  of  Medicine,  Detroit. 

But  the  obese  person  should  do  more  than  simply 
schedule  three  or  four  exercise  periods  each  week,  Dr. 
Franklin  says.  Individuals  must  he  encouraged  to  be  more 
active  in  regular  everyday  life  activities.  Park  the  car 
farther  away  from  the  store  when  shopping.  Walk  instead 
of  riding  back  and  forth  to  school,  to  work,  to  shopping. 
Use  manual  instead  of  power  tools.  Avoid  elevators  and 
escalators  and  use  the  stairs.  And  walk  the  dog  more 
often. 

Many  obese  persons  actually  eat  less  than  their  leaner 
counterparts,  but  are  far  less  active  physically.  Daily  ca- 
loric requirements  can  vary  from  1 ,800  calories  for  seden- 
tary men  to  6,000  or  more  calories  for  laborers,  soldiers  in 
the  f ield,  and  endurance  athletes,  he  says. 

Passive  exercise  devices  that  “do  the  work  for  you”  get 
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poor  score  from  Dr.  Franklin.  Studies  have  shown  that  the 
weight  reducing  claims  made  for  mechanical  vibrators  are 
not  borne  out,  he  says.  Special  weight  reducing  clothing 
and  inflatable  outfits  rely  chiefly  on  dehydration  from 
sweating,  and  the  loss  of  body  fluids  is  replaced  with  the 
next  few  glasses  of  water.  Most  of  the  manufacturers  of 
weight  reducing  clothing  and  gadgets  also  recommend  a 
low  calorie  diet,  and  this  is  what  takes  off  the  pounds. 

Spot  reduction — taking  “inches  off  the  waist,  thighs,  or 
buttocks  without  dieting  through  regular  exercise  in  just 
minutes  a day” — won’t  work  either,  Dr.  Franklin  says. 
One  researcher  measured  subcutaneous  fat  in  the  arms  of 
skilled  tennis  players,  and  found  that  the  playing  arm  had 
just  as  many  fat  deposits  as  the  other  arm. 

Exercise  should  be  of  long  duration,  half  an  hour  or  more, 
to  be  of  maximum  value.  Longer,  steady  exercise  probably 
is  more  useful  in  taking  off  pounds  than  is  the  sudden  burst 
of  energy  for  short  periods,  he  declares. 

Workouts  should  be  at  least  three  times  a week,  prefer- 
able four  or  more.  Two  days  per  week  exercise  programs 
do  little  to  take  off  fat. 

The  exercise  recommendations  do  not  mean  that  a re- 
duction in  calories  is  not  needed  to  lose  weight.  Counting 
calories  is  still  vital.  But  diet  alone  seldom  will  do  the  job 
that  can  be  done  by  diet  combined  with  exercise. 
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Man’s  life  is  a history  of  struggle.  Over  the 
centuries  he  has  had  to  contend  with  hunger,  thirst, 
injuries,  finding  shelter,  and,  probably  most  serious 
of  all,  illness.  The  last  was  undoubtedly  the  most 
difficult,  particularly  when  he  was  faced  with  ago- 
nizing pain  and  a disease  that  was  life  threatening. 
His  learning,  however,  continued,  and  his  knowledge 
of  medicine  grew.  In  our  own  age,  cancer  is  still  the 
dreaded  disease  that  strikes  fear  whenever  the  di- 
agnosis is  made.  Only  a better  understanding  of  this 
fear,  which  at  times  can  be  paralyzing,  will  enable  us 
to  provide  the  necessary  supportive  care. 

Facing  death 

The  patient  too  frequently  views  cancer  as  a sen- 
tence of  death  which  will  be  accompanied  by  intol- 
erable pain.  Virchow’s  definition  that  “the  disease 
is  nothing  else  but  life,  life  under  changed  circum- 
stances,” will  provide  little  solace  for  the  afflicted 
person.1  It  is  our  responsibility,  as  physicians,  to 
allay  these  fears  and  to  explain  what  we  are  planning 
to  do  and  what  we  hope  to  achieve.  By  doing  this  we 
may  also  diminish  the  painful  feeling  of  isolation  that 
often  engulfs  the  patient. 

As  the  initial  shock  begins  to  wear  off,  denial  is 
usually  experienced,  but  generally  is  of  short  dura- 
tion. More  to  be  concerned  with  is  the  anger,  bit- 
terness, and  sadness,  and  unless  the  patient  is  en- 
abled to  verbalize  and  discuss  these  disturbing  feel- 
ings, we  may  witness  a rapid  change  into  an  acute 
depression.  Also,  the  shifting  of  feelings,  alternating 
from  hope  to  hopelessness,  frequently  introduces 
fears  of  rejection  and  abandonment.  Bowlby’s2 

Presented  at  the  173rd  Annual  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  General  Session, 
part  of  symposium  on  “Early  Detection  of  Neoplasms  in  Medical 
Practice,”  Saturday,  September  15,  1979. 


Treating  the  afflicted  cancer  patient — his  psyche  as 
icell  as  his  disease — requires  judicious  handling  and 
a multidisciplinary  team  approach  by  those  involved 
m the  patient  s care.  In  addition,  guidance  must  be 
given  the  family  to  enable  them  to  provide  the  patient 
with  constructive  solace  and  emotional  strength. 
I he  physician,  himself,  must  do  a role  reversal  to 
identify  with  the  trauma  through  which  the  patient 
is  going. 


studies  on  the  child’s  attachment  to  his  mother  will 
better  enable  us  to  understand  the  symbolism  of  the 
patient’s  current  fears  in  this  period  of  acute  dis- 
tress. 

In  these  situations,  our  goal  is  not  just  a compliant 
pat  ient,  but  rather  one  who  can  understand,  and  with 
this  understanding,  actively  support  what  is  being 
done;  it  is  of  the  utmost  importance  to  mobilize  the 
total  psychologic  and  physical  strength  of  the  pa- 
tient.1 This  added  energy  can  then  be  channeled  in 
a much  more  constructive  and  healthier  way,  rather 
than  expended  uselessly  and,  at  times,  injuriously, 
in  worry  and  anger. 

Team  treatment 

It  has  been  recognized  that  treating  an  extremely 
ill  patient  will  require  a multidisciplinary  approach, 
one  that  includes  not  only  the  physicians  in  various 
specialties,  but  also  psychologists,  nurses,  and  social 
workers.  Today,  no  one  person  alone  can  undertake 
the  care  that  we  are  capable  of  providing.  The  ef- 
fectiveness of  the  team  approach,  however,  necessi- 
tates that  each  member  will  be  thoroughly  conver- 
sant with  what  is  being  done  for  the  patient.  In  this 
way,  the  support  and  encouragement,  so  important 
to  the  patient,  is  constantly  being  reinforced.  An 
approach  even  more  comprehensive  in  scope,  is  the 
hospital’s  instituting  specific  programs  in  nutrition, 
exercise,  and  group  psychotherapy  for  cancer  pa- 
tients. 

Probably  the  patients  who  will  require  even  more 
consideration  are  those  whose  cancer  involves  the 
face,  and,  specifically,  when  disfigurement  is  antici- 
pated. We  must  remember  that  this  is  the  area  of 
initial  contact  with  the  outside  world  and  where  one’s 
identity  is  first  established.  Here,  too,  the  sensitivity 
to  the  social  consequences  will  be  much  greater,  and 
the  depression  often  more  frequent. 

A disfigurement  of  the  face  is  a serious  threat  to 
the  ego;  therefore,  the  possibility  of  suicide  in  these 
situations  must  always  be  considered.  The  intensity 
of  these  feelings  clearly  reflects  the  degree  of  re- 
pressed affects  that  must  exist.  Freud4  attributed 
this  symbolically  to  a threatened  injury  or  loss  of  the 
penis,  but  present-day  thinking  also  incorporates  the 
loss  of  power  or  status  that  may  be  associated  with 
the  loss  of  any  part  of  the  body.5’6  For  these  patients 
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it  is  advisable  not  to  wait,  but  to  institute  antide- 
pressant medication  together  with  psychotherapy  as 
soon  as  possible.  When  the  emergency  is  past  and 
further  care  is  still  indicated,  psychoanalytic  treat- 
ment would  then  be  recommended. 

Sustaining  hope 

Hope,  which  is  inherent  in  every  human  being,  will 
have  to  be  utilized  as  a medical  instrument  to  a much 
greater  degree  than  in  the  past.  How  we  speak  to  the 
patient,  the  vocabulary  we  use,  the  time  we  select  to 
do  this,  can  all  serve  to  either  strengthen  this  feeling 
or  to  weaken  it.  The  person  as  a patient,  in  this  pe- 
riod, is  more  vulnerable  and  more  fearful,  and  eagerly 
seeks  support  to  bolster  his  own  dwindling  hope.  It 
is  in  these  times  that  man’s  slumbering  mythical 
fears  also  awaken  and  are  so  frightening,  creating 
further  stress.  The  injurious  effects,  such  as  alter- 
ations of  the  hormonal  balance  involving  the  corti- 
costeroids and  the  impairment  of  the  immunologic 
surveillance  system,  have  already  been  pointed  out 
to  us  by  Selye.7’8  Unless  this  stress  is  overcome,  it 
is  apparent  that  the  patient’s  resources  to  combat  his 
illness  will  be  considerably  reduced.  Hearing  us 
express  our  hope  may  also  enable  him  to  regain  his 
own. 

Family  involvement 

Another  aspect  of  our  responsibility  to  the  patient 
will  involve  helping  the  immediate  family.  They, 
too,  will  have  many  questions,  and  may  require 
guidance  on  how  to  conduct  themselves  with  the 
patient.  It  has  proved  rewarding  for  the  hospital  to 
arrange  seminars  where  the  families  not  only  can  ask 
questions,  but  also  have  the  opportunity  to  ventilate 
their  own  fears  and  difficulties.  What  we  are  doing 
is  developing  a stronger  and  more  understanding 
support  for  the  patient,  not  just  for  today  but  also  for 
the  days  to  come.  Ultimately,  it  is  the  family  who 
will  be  providing  the  meaningful  emotional 
strength. 

Informed  consent 

A problem  now  beginning  to  confront  us  more 
frequently  is  one  of  ethics  and  concerns  the  patient 
who  refuses  treatment.9  Heretofore  the  physician 
would  attribute  such  a decision  to  mental  incompe- 
tence and  proceed  to  carry  out  his  recommendation. 
This,  however,  is  being  challenged,  and  issues  as  to 
the  adequacy  of  disclosure  and  the  patient’s  capacity 
for  understanding  and  responsible  decision  making 
are  all  questions  the  physician  will  be  required  to 
answer.10'11  The  simple  informed  consent  of  yes- 
terday has  become  today  bewilderingly  complex. 
Again  it  is  apparent  how  important  the  multidisci- 
plinary approach  is,  and  in  these  situations  the  eth- 
icist,  the  theologian,  and  the  jurist  will  play  an  im- 
portant role.  Our  pooled  skills  will  enable  us  to  be 
even  more  helpful  and  to  provide  the  patient  with 
even  better  care. 


Medical  ethics 

With  the  recognition  of  its  importance,  many  of 
our  medical  colleges  have  already  instituted  courses 
in  medical  ethics  and  humanism  into  their  curricula. 
This  training  will  open  new  vistas  for  the  physician 
of  tomorrow,  and  will  enable  him  to  utilize  not  only 
his  knowledge  of  medicine,  but  also  that  of  philoso- 
phy in  the  treatment  of  his  patients.  It  is  interesting 
to  note  that  Hippocrates12  likened  the  physician,  who 
was  considered  a philosopher,  to  a demigod.  Today 
we  have  no  aspirations  for  such  recognition,  but  we 
are  concerned  with  our  patients’  receiving  the  best 
possible  care.  This  will  require  a better  under- 
standing and  a recognition  of  his  needs,  for  only  with 
this  insight  can  we  provide  the  special  care  and  the 
compassion  the  patient  deserves. 

Treatment  periods 

Attention  should  also  be  drawn  to  three  periods 
during  the  cancer  treatment  when  a marked  increase 
of  anxiety  and  fear  can  be  anticipated.  These  are: 
(1)  the  period  prior  to  surgery’s  being  carried  out,  (2) 
the  postoperative  period,  before  cancer  therapy  is 
begun,  and  (3)  the  termination  of  cancer  therapy.  At 
those  times  the  patient  would  benefit  by  receiving 
supportive  care.  For  a few  patients,  probably  a 
combination  of  individual  and  group  psychotherapy 
will  be  indicated,  but  for  most  the  shared  experience 
of  the  group  will  be  preferred  and  generally  suf- 
fices. 

Behavioral  problem 

Before  closing  I would  like  to  refer  briefly  to  a 
problem  that  was  brought  to  my  attention  during 
hospital  rounds.  It  concerned  a young  man  of  20 
suffering  with  a neoplasm  who  had  become  aggres- 
sively hostile  and  was  increasing  his  demands  for 
attention. 

Unquestionably  this  behavior  is  grossly  inappro- 
priate and  will  create  a problem  for  the  staff.  Yet, 
as  physicians,  it  is  our  responsibility  to  understand 
this  patient  and  endeavor  to  help  him  in  this  trying 
time.  It  requires  explaining  the  dynamics  of  his 
behavior  to  all  who  help  care  for  him  so  that  they  also 
may  understand.  The  memorable  words,  “the  sick 
must  be  helped  and  not  cast  out,”  written  centuries 
ago,  should  be  heeded  even  more  today.13 

Role  reversal 

Probably  these  simple  words  by  that  beloved  hu- 
manist-physician Sir  William  Osier  may  have  even 
more  meaning  for  us. 

As  you  undertake  the  examination  and  treatment  of 
a case,  put  yourself  in  his  place.  Realize  as  far  as  you 
can  the  mental  state  of  the  patient  and  scan  gently  his 
faults.14 

By  adhering  to  this  credo,  we  too  will  come  a lit- 
tle closer  to  the  ideal  of  the  humanist-physician  and 
create  a greater  peace  and  comfort  for  the  patient. 
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Air  ambulance  transport 
may  be  harmful  to  patient 

It  can  be  a highly  risky  business  to  transport  a patient 
by  air  these  days,  says  a report  in  the  current  issue  of 
American  Medical  News,  the  national  newspaper  for 
physicians. 

The  reason  is  that  nobody  is  overseeing  the  operation  of 
the  air  ambulance  industry,  says  the  article  in  the  paper’s 
Impact  section. 

The  Federal  Aviation  Administration  requires  checks 
of  these  aircraft  to  assure  their  airworthiness,  but  no  other 
agency  imposes  requirements  to  guarantee  that  they  are 
properly  equipped  and  staffed,  the  American  Medical 
Association’s  newspaper  points  out. 

There’s  a story  circulating  that  one  patient  froze  to  death 
in  such  an  air  ambulance.  He  was  safely  flown  in  a small 
plane  from  a rural  area  to  a metropolitan  airport,  but  died 
when  because  of  long  delays  on  the  field  temperatures  in- 
side the  place  plummeted  to  match  the  wintery  ones  out- 
side. 

That  particular  incident  can’t  be  documented,  but  Willis 
A.  Wingert,  Jr.,  M.D.,  of  the  American  Medical  Associa- 
tion’s Commission  on  Emergency  Medical  Services,  says 
he,  too,  has  heard  a lot  of  such  horror  stories. 

“The  problem  is  just  as  serious  with  air  ambulances 
today  as  it  was  25  years  ago  when  there  were  no  regulations 
governing  operation  of  ground  ambulances,”  says  Dr. 
Wingert,  who  is  director  of  the  pediatric  outpatient 
emergency  department  at  the  U.  of  Southern  California 
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Medical  Center  in  Los  Angeles,  and  chairman  of  the 
Commission’s  Air  Emergency  Task  Force. 

“It’s  comparable  to  the  days  when  the  undertaker’s 
hearse  doubled  as  an  ambulance.  The  public  is  entitled 
to  know  the  truth  about  the  companies  that  advertise  air 
ambulance  services.” 

The  AMA  commission  is  in  the  process  of  doing  some- 
thing about  this  problem  right  now,  Dr.  Wingert  explains. 
It  is  developing  guidelines  that  will  set  forth  minimum 
standards  for  equipment,  manpower,  and  outlining  pro- 
tocol for  handling  medical  problems.  The  commission  is 
being  assisted  by  the  U.S.  Department  of  Transportation 
and  the  Federal  Aviation  Administration,  both  of  whom 
have  voiced  similar  concern  about  the  lack  of  supervision 
and  standards  for  air  ambulance  services. 

“Outfitting  a Piper  Cub  with  a cot  and  a bottle  of  oxygen 
doesn’t  make  it  an  air  ambulance,”  points  out  Dale  Smith, 
who  staffs  AMA’s  commission  on  Emergency  Medical 
Services.  “The  trouble  is  that  most  states  don’t  even  know 
what’s  out  there  in  the  way  of  such  services.  Only  a few 
states  have  addressed  this  problem  by  developing  certifi- 
cation standards.  Indiana  is  currently  developing  mini- 
mum standards  for  certification  of  air  ambulance  pro- 
viders.” 

The  first  draft  of  AMA’s  guidelines  for  air  ambulances 
should  be  completed  by  early  1981. 

Says  Dr.  Wingert:  “Upgrading  of  air  ambulance  services 
is  one  area  where  physicians  can  exert  some  positive 
pressures  that  will  ultimately  improve  the  national  pic- 
ture.” 
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From  the  Rogosin  Kidney  Center,  The  New  York  Hospital-Cornell 
Medical  Center 

Immunosuppressive  therapy  has  not  changed  ap- 
preciably since  the  early  1960s  when  azathioprine 
and  prednisone  became  widely  used.  Although 
multiple  attempts  have  been  made  to  enhance  allo- 
graft survival  rates  by  the  use  of  adjunctive  immu- 
nosuppressants and/or  by  procedures  designed  to 
reduce  absolute  numbers  of  lymphocytes,  none  has 
had  an  appreciable  impact  on  long-term  graft  sur- 
vival. On  the  original  hypothesis  that  pregnancy 
serum  might  enhance  or  spare  the  fetal  “allograft” 
from  rejection,  a clinical  trial  of  gamma  globulin, 
prepared  from  pooled  human  pregnancy  sera,  was 
begun  at  our  transplant  center.  This  report,  a re- 
trospective analysis  of  data  obtained  on  196  cadaveric 
transplants,  will  show  that  the  combination  of  pre- 
transplant blood  transfusions  and  gamma  globulin, 
recovered  from  the  retroplacental  space  blood  of 
postpartum  women  (RPGG),  will  significantly  en- 
hance cadaveric  graft  survival  rates  over  those  at 
present  obtainable  with  standard  immunosuppres- 
sive therapy  alone. 

* Supported  in  part  by  a grant  from  the  John  A.  Hartford 
Foundation,  Inc.,  and  U.S.  Public  Health  Service  Grant  HL 
11822. 


Materials  and  methods 

Transfusions.  No  attempt  was  made  in  this 
analysis  to  correlate  outcome  of  a transplant  with  t he 
type  of  blood  preparation  used.  This  was  due  in 
large  part  to  the  variety  of  preparations  used  at  the 
21  dialysis  centers  that  had  referred  their  patients  to 
our  center  for  transplantation.  Blood  transfusions 
given  prior  to  and/or  during  the  transplant  procedure 
per  se  were  counted  as  pretransplant  transfusions. 
Data  were  insufficient  for  analysis  as  to  the  exact 
time  prior  to  transplantation  a transfusion  was  given; 
most  were  reportedly  given  several  months  prior  to 
surgery  but  within  a period  of  one  year. 

Gamma  globulin  preparation.  RPGG  was  re- 
covered from  retroplacental,  that  is,  maternal  blood. 
An  individual  lot  of  gamma  globulin  was  constituted 
from  a pool  equivalent  to  that  produced  by  5,000 
deliveries.  The  recovery  process  employed  ammo- 
nium sulfate  precipitation,  and  the  final  product, 
prepared  as  a 16  percent  solution,  was  stabilized  with 
glycine.  Multiple  lots  were  used  throughout  the 
investigation.  The  preparation  was  given  either  IM 
(intramuscularly)  or  IV  (intravenously),  the  latter 
being  diluted  1:5  with  normal  saline  and  infused  over 
a 15-minute  period. 

Patients.  Recipients  of  either  sex  16  years  of  age 
or  older  who  were  to  receive  a cadaveric  transplant 
were  eligible  for  participation  in  this  study.  Because 
of  the  investigative  nature  of  this  study,  we  arbi- 
trarily excluded  minors,  that  is,  those  less  than  16 
years  of  age,  and  living  related  donor  transplant  re- 
cipients, because  of  a preexisting  favorable  prognosis, 
from  participation.  While  recipients  of  a second  or 
third  cadaveric  graft  were  admitted  to  the  study,  data 
obtained  from  these  case  studies  are  not  presented 
at  this  time  owing  to  their  small  number. 

Study  protocols.  Two  consecutive  protocols  were 
followed  during  a six-year  study  period.  The  first 
RPGG  trial,  the  low-dose  or  IM  study,  was  initiated 
in  July,  1973,  and  terminated  in  June,  1976.  The 
results  of  this  study  were  additionally  compared  to 
survival  rates  observed  for  an  historic  control  group 
composed  of  52  consecutive  first  cadaver  transplants 
performed  between  January  1, 1973,  and  September 
14, 1974.  The  second  RPGG  trial,  the  high-dose  or 
IV  study,  excluded  a placebo  preparation  with  par- 
ticipants being  randomly  assigned  to  a treatment 
group,  RPGG  IV,  or  a randomized  control  group.  All 
recipients  in  both  studies  received  standard  immu- 
nosuppressive therapy,  that  is,  azathioprine  and 
prednisolone,  and  standard  rejection  therapy,  con- 
sisting of  IV  methylprednisolone. 

Low-dose  study.  Participants  assigned  to  the 
RPGG  group  were  treated  with  the  globulin  prepa- 
ration as  follows:  (1)  1.6  Gm.  just  prior  to  and  im- 
mediately following  transplantation;  (2)  1.6  Gm.  on 
the  first  postoperative  day  and  daily  thereafter  for 
six  days;  (3)  1.6  Gm.  weekly  thereafter  for  four  weeks; 
and  (4)  1.6  Gm.  weekly  thereafter  for  12  months. 
The  cumulative  dose  of  gamma  globulin  given  was 
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38.4  Gm.  in  a 13-month  period.  The  minimum  and 
maximum  patient  follow-up  period  in  this  study  was 
29  months  and  67  months,  respectively. 

High-dose  study.  The  high-dose  study  com- 
menced in  July,  1976,  and  continues  to  date.  Data 
on  92  patients  with  a minimum  follow-up  time  of  six 
months  have  been  analyzed  in  this  report.  Intra- 
venous RPGG  was  given  to  54  patients  according  to 
the  following  dosaging  schedule:  (1)  1.6  Gm.  just 

prior  to  and  immediately  following  surgery;  (2)  1.6 
Gm.  on  the  first  postoperative  day  and  daily  there- 
after for  28  days;  and  (3)  1.6  Gm.  weekly  thereafter 
for  12  consecutive  weeks.  The  cumulative  dose  of 
RPGG  IV  given  was  65.6  Gm.  in  a four-month  pe- 
riod. 

Matching  procedures.  The  procedures  for 
matching  a cadaveric  graft  with  an  appropriate  re- 
cipient have  remained  unchanged  at  our  center  since 
its  inception  well  prior  to  1973.  The  donor  and  re- 
cipient must  be  ABO  compatible  and  produce  a 
negative  leukocyte  crossmatch  indicating  absence  of 
specific  sensitization  to  donor  tissue.  While  we  try 
to  avoid  high  grades  of  HL-A  antigen  mismatches, 
we  have  not  excluded  poorly  matched  pairings  pro- 
vided they  have  met  the  former  requirements. 
Analysis  of  all  groups  within  both  drug  trials  revealed 
the  absence  of  significant  weighting  of  any  group 
when  the  following  parameters  were  assessed:  pro- 
portion of  patients  with  well  matched  or  poorly 
matched  grafts;  proportion  of  responders,  that  is, 
immunized  recipients,  to  nonresponders;  and  pro- 
portion of  transfused  to  nontransfused  recipients. 

Data  analysis.  Data  retrieved  from  the  separate 
but  consecutive  drug  trials  were  analyzed  both  on  an 
overall  basis  and  by  the  number  of  blood  transfusions 
received  prior  to  transplantation.  Life  tables  and 
survival  functions  were  statistically  analyzed  using 
the  generalized  Wilcoxon  (Breslow)  test  method. 
The  Breslow  test  was  selected  because  it  gives  greater 
weight  to  early  observations  and  is  less  sensitive  to 
later  events  where  fewer  graft  performances  exist  and 
where  the  attrition  rate  is  notably  less.1  Analyses 
were  made  using  the  Biomedical  Computer  Programs 
on  the  UM-370/168  Computer  at  Cornell  University, 
Ithaca,  New  York. 

Results 

CSRs  (cumulative  survival  rates)  for  allografts 
found  at  two  years  in  each  study  group  are  reported. 
Among  recipients  randomized  to  either  the  high-  or 
low-dose  RPGG  treatment  regimen,  survival  rates 
were  numerically  superior  to  the  respective  controls; 
such  differences,  however,  did  not  reach  statistical 
significance.  In  the  high-dose  study,  graft  survival 
at  two  years  is  52  ± 7 percent  for  RPGG-treated  re- 
cipients and  33  ± 7.8  percent  for  controls  (p  > 0.06). 
In  the  completed  low-dose  study,  graft  survival  was 
36  ± 7 percent  at  the  second  year  for  the  RPGG- 
treated  group  and  35  ± 7 percent  for  the  historic 
control  group  ('Fable  I). 


A human  gamma  globulin  concentrate,  prepared 
from  pooled  retroplacental  blood,  RPGG,  is  under 
clinical  investigation  as  an  immunosuppressant  for 
use  in  kidney  transplantation.  Two  clinical  trials,  one 
completed  and  the  second  in  progress,  suggest  that 
RPGG  can  enhance  the  survival  rate  of  cadaver  kid- 
ney allografts  provided  the  recipient  has  received  one 
or  more  blood  transfusions  prior  to  transplantation. 
The  enhancing  effect  of  blood  alone,  an  observation 
reported  by  several  centers  throughout  the  United 
States  and  Europe,  has  not  been  observed  in  our 
transplant  population.  A mechanism  of  action  of 
RPGG  in  transplantation  is  not  apparent  at  this 
time,  nor  are  we  able  to  explain  the  negative  corre- 
lation between  blood  transfusions  alone  and  en- 
hanced cadaver  graft  survival  rates. 


In  marked  contrast  to  control  populations  in  these 
drug  trials,  pretransplant  blood  transfusions  were 
found  to  enhance  graft  survival  in  groups  receiving 
RPGG.  Recipients  of  low-dose  RPGG  who  had  re- 
ceived more  than  five  blood  transfusions  had  a two- 
year  graft  survival  rate  of  56  ± 14  percent.  In  the 
group  receiving  high-dose  RPGG,  the  survival  rate 
was  72  ± 12  percent.  The  ineffectiveness  of  blood 


TABLE  I.  CSR  of  first  cadaver  grafts  in  adult  recipients 
at  The  New  York  Hospital-Cornell  Medical  Center 

Study  and  Group 

(Number  of  Patients  CSR  ± SE*  at  2 

Treated)  Years 


Low-dose^ 

RPGG 


Overall  result  (52) 

36  ± 7 

Untransfused  (15) 

33  ± 12 

1 to  5 units  of  blood  (17) 

29  ± 11 

>5  units  of  blood  (14) 

56  ± 14** 

Historic  control 

Overall  results  (52) 

35  ± 7 

Untransfused  (12) 

42  ± 14 

1 to  5 units  of  blood  (26) 

31  ± 9 

>5  units  of  blood  (10) 

40  ± 15 

High-dose* 

RPGG 

Overall  results  (54) 

52  ± 7** 

Untransfused  (16) 

22  ± 11 

1 to  5 units  of  blood  (21) 

58  ± IP* 

>5  units  of  blood  (17) 

72  ± 12**: 

Control 

Overall  results  (38) 

33  ± 8 

Untransfused  (10) 

40  ± 15 

1 to  5 units  of  blood  (19) 

35  ± 11 

>5  units  of  blood  (9) 

22  ± 14 

* SR  = standard  error. 

t Survival  values  withheld  on  certain  recipients  whose  transfusion  history 
was  unavailable  or  unreliable. 

**  p > 0.05  compared  to  corresponding  control, 
n p < 0.05  compared  to  corresponding  control. 

***  p < 0.01  compared  to  corresponding  control. 
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alone,  that  is,  without  receiving  a globulin  prepara- 
tion, to  enhance  graft  survival  rates  was  reflected  in 
control  group  values  of  40  ± 15  percent  and  20  ± 14 
percent  for  the  comparably  transfused  groups,  re- 
spectively (Table  1). 

Comment 

Allograft  survival  rates  were  examined  in  a group 
of  kidney  transplant  recipients  who  had  received  one 
or  more  human-source  blood  preparations.  In  two 
prospective  clinical  trials,  a gamma  globulin  solution 
prepared  from  retroplacental  blood  pools  was  found 
to  enhance  survival  of  cadaveric  grafts.  In  a retro- 
spective analysis,  the  enhancing  effect  was  limited 
to  recipients  who  had  received  a blood  transfusion 
prior  to  transplantation.  These  findings  are  of  sig- 
nificance for  several  reasons.  Most  important,  the 
investigations  have  resulted  in  an  improved  survival 
rate  for  cadaveric  transplants  performed  at  our 
center.  On  the  other  hand,  failure  of  gamma  globulin 
to  affect  graft  survival  in  untransfused  recipients, 
although  disappointing  in  itself,  also  raises  doubt 
about  a working  hypothesis  for  gamma  globulin's 
mechanism  of  action.  Additionally,  that  gamma 
globulin’s  effectiveness  is  apparently  limited  to 
transfused  recipients  also  raises  questions  about  the 
immunocompetence  of  this  recipient  pool  per  se. 
While  answers  to  these  questions  remain  somewhat 
elusive,  particularly  those  related  to  gamma  globu- 
lin’s mechanism  of  action,  analysis  of  certain  genetic 
and  immunologic  data  suggests  that  the  clinical  re- 
sults may  yet  be  in  accord  with  findings  published 
elsewhere. 

Experiments  based  on  the  theory  of  passive  im- 
munologic enhancement  of  allografts  led  us  to  a study 
of  RPGG  in  transplant  recipients.  Antibodies 
known  to  react  with  antigens  coded  for  by  the  major 
histocompatibility  alleles  reportedly  can  enhance 
graft  survival  in  experimental  animals2:  qualitatively 
similar  antibodies  are  also  found  in  the  serum  of 
multiparous  women.3  We  therefore  postulated  that 
recovering  this  fraction  from  retroplacental  blood 
pools  could  result  in  a polyvalent,  graft-enhancing 
preparation.  The  ineffectiveness  of  RPGG  in  un- 
transfused recipients  in  this  study,  however,  has  se- 
riously compromised  this  concept. 

Among  control  populations  in  this  study,  the  ob- 
servation that  graft  survival  was  unaffected  by  the 
recipient’s  preoperative  transfusion  status  seemingly 
is  not  in  accord  with  similar  analyses  reported  else- 


where. Indeed,  the  transplant  literature  is  replete 
with  articles  attesting  to  the  beneficial  effects  of 
preoperative  blood  transfusions.  This  subject  was 
recently  reviewed  by  van  Es  and  Balner4  at  the  last 
Congress  of  the  Transplantation  Society.  Of  interest 
and  possibly  germane  to  our  findings  are  some  of  the 
qualifying  conditions  set  forth  in  other  published 
reports  on  the  subject.  Opel/  et  al.5  and  Sachs  et  al.fi 
pointed  out  that  the  enhancing  effect  of  blood  varied 
with  the  degree  of  HL-A  matching  produced.  While 
Opel/  et  al.  noted  that  more  blood  was  required  for 
poorly  matched  patients,  Sachs  et  al.  pointed  out  that 
this  group  had  not  benefited  at  all  from  blood 
transfusions.  Also  noted  in  the  survey  by  van  Es  and 
Balner4  was  the  finding  that  transfusions  were  ap- 
parently ineffectual  in  immunized  recipients.  Most 
transplants  performed  at  our  center  are,  by  necessity, 
carried  out  with  low  grades  of  matching;  the  mean 
HL-A  matching  grade  was  1 .6  antigens  shared  out  of 
4.  This  was  caused  in  part  by  the  unusually  high 
percentage  of  immunized  recipients  within  our 
transplant  pool;  62  percent  were  immunized  to  one 
or  more  HL-A  specificities.  Our  findings,  therefore, 
are  not  necessarily  in  disagreement  with  others. 
Rather,  they  reflect  a recipient  pool  that  may  have, 
by  chance,  been  selected  out  from  experiencing  the 
benefits  of  blood. 

In  conclusion,  it  appears  that  gamma  globulin, 
although  limited  to  selected  recipient  populations, 
can  enhance  graft  survival  rates  at  our  center  beyond 
that  presently  found  with  standard  immunosup- 
pression alone. 
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Primary  tumors  of  the  petrous  apex  are  seen  in- 
frequently, even  by  a busy  otologist.1’2  They  can, 
however,  cause  considerable  damage  as  they  enlarge, 
and  early  diagnosis  would  avert  some  of  these  prob- 
lems. Six  patients  with  such  tumors  are  the  back- 
ground for  this  report.  Two  had  congenital  epider- 
moid cysts,  that  is,  primary  cholesteatoma,  two  had 
chondromyxosarcoma,  and  one  each  had  neurofi- 
broma and  mucocele.  Following  a short  summary 
of  these  cases,  a discussion  of  the  development  of 
these  tumors  will  be  given.  Based  on  this,  sugges- 
tions for  early  diagnosis  and  effective  surgical  man- 
agement will  be  given. 

Summary  of  case  presentations 

Four  out  of  six  were  female.  Except  for  one  pa- 
tient, all  were  young  adults.  Significantly,  four  out 
of  six  had  severe  headache,  indicating  involvement 
of  the  trigeminal  nerve  and  internal  carotid  com- 
pression. All  the  patients  except  the  one  with  mu- 
cocele had  eustachian  tube  symptoms,  three  with 
serous  otitis  media  and  two  with  “ear  blockage  or 
pressure.”  One  half  of  the  patients  had  unsteadiness 
or  vertigo  as  a symptom.  Two  thirds  had  hearing 
loss  as  a presenting  symptom.  All  these  noted 

Presented  at  the  173rd  Annual  Meeting  of  the  Medical  Society 
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findings  are  associated  with  tumors  of  the  petrous 
apex.  Other  cranial  nerve  involvement  and  brain 
stem  compression  may  appear  as  these  tumors  en- 
large. 

Comment 

Congenital  epidermoid  tumors,  that  is,  chole- 
steatoma, and  neurofibromas  of  the  petrous  apex  are 
not  unusual  and  have  been  reported  by  many  au- 
thors.3-15 Chondromyxosarcomas  and  primary 
mucoceles  on  the  other  hand  are  quite  rare  in  this 
area.  In  an  extensive  review  of  the  literature  on 
primary  sarcomas  of  the  temporal  bone,  Naufal3 
found  one  chondrosarcoma.  There  has  been  a report 
by  Phelps  and  Toland5  of  a mucocele  extending  into 
the  petrous  apex  from  the  sphenoid,  but  ours  is  the 
first  reported  case  of  a primary  mucocele  in  the  pe- 
trous apex. 

Clinical  features 

Patients  with  congenital  epidermoid  cysts  and 
chondromyxosarcoma  are  usually  in  the  young  adult 
age  group.  Headache  was  one  of  the  most  prominent 
symptoms  in  these  patients  and  was  usually  de- 
scribed as  a severe  headache  which  did  not  respond 
to  medication.  Headache  probably  reflects  dural 
stretching  by  an  expanding  tumor  at  the  petrous 
apex.16-24  Another  common  symptom  was  in- 
volvement of  the  mandibular  division  of  the  tri- 
geminal nerve  producing  either  pain,  paresthesia,  or 
anesthesia  over  the  distribution  of  this  nerve.  Very 
likely  this  indicated  compression  of  the  nerve  in  the 
foramen  ovale.  Varying  degrees  of  occlusion  of  the 
eustachian  tube  were  also  found  in  these  patients.  In 
three  patients,  complete  obstruction  of  the  eusta- 
chian tube  produced  serous  otitis  media.  In  two 
other  patients,  serous  otitis  media  was  not  present, 
but  the  patients  complained  of  some  degree  of 
blockage  which  could  be  interpreted  as  incomplete 
eustachian  tube  obstruction. 

Symptoms  related  to  internal  carotid  artery 
compression  were  frequently  seen.  Slow  compres- 
sion of  the  internal  carotid  artery  in  young  patients 
probably  does  not  produce  hemiparesis.  Therefore, 
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in  one  case,  a right  hemiparesis  was  probably  due  to 
direct  brain  stem  compression  by  the  extensive 
tumor.  However,  other  symptoms  described  as 
blurring  of  vision  on  turning  of  the  head  or  as  dizzi- 
ness may  result  from  ischemic  effects  from  internal 
carotid  artery  compression.  Symptoms  were  more 
severe  and  cranial  nerve  deficits  more  widespread  in 
the  patients  with  a solid  malignant  tumor,  that  is, 
chondromyxosarcoma,  as  compared  with  patients 
with  cystic  tumors,  such  as  congenital  epidermoid 
and  mucocele,  or  a slow-growing  benign  tumor  or 
neurofibroma,  which  probably  exert  a less  com- 
pressive effect  on  the  artery. 

The  two  patients  with  chondromyxosarcoma 
showed  a more  extensive  involvement  of  the  base  of 
the  skull.  In  these  patients  the  nerves  of  the  jugular 
foramen,  that  is,  the  ninth,  tenth,  and  eleventh,  and 
the  hypoglossal  foramen,  the  twelfth,  were  involved. 
Other  nerves  compressed  by  anterior  extension  at  the 
base  of  the  skull  were  the  third,  fourth,  and  sixth. 
While  these  multiple  cranial  nerve  deficits  were  more 
common  with  solid  malignant  tumors  such  as  chon- 
dromyxosarcoma, it  is  also  possible  that  extensive 
benign  tumors  of  the  petrous  apex  may  involve  these 
cranial  nerves. 

Aside  from  the  cranial  nerve  deficits  associated 
with  very  extensive  tumors,  the  otolaryngologic  ex- 
amination findings  were  either  normal  or  revealed 
merely  serous  otitis  media  if  the  tumor  was  large 
enough  to  compress  the  eustachian  tube.  Only  when 
the  tumor  is  massive  may  it  present  itself  otologi- 
cally. 

In  five  of  these  patients  both  auditory  and  ves- 
tibular labyrinthine  functions  were  normal.  This 
was  true  even  in  the  cases  of  chondromyxosarcoma, 
where  there  was  extensive  destruction  of  the  petrous 
bone.  The  preservation  of  labyrinthine  function 
underlines  the  resistance  of  the  bony  labyrinth  to 
tumor  erosion.  However,  extensive  tumors  may 
eventually  destroy  the  bony  labyrinth  wall  and  cause 
loss  of  auditory  and  vestibular  function. 

Origin  of  tumors 

In  all  cases  except  the  mucocele,  it  seems  likely 
that  these  tumors  of  the  petrous  apex  arose  from  the 
foramen  lacerum. 

Several  reasons  may  be  given  as  support  for  this 
hypothesis. 

1.  The  foramen  lacerum  normally  contains  fibro- 
cartilage,  a mesenchymal  derivative  of  embryonic  de- 
velopment. This  fibrocartilage  appears  to  be  the  most 
likely  source  for  the  origin  of  chondroid  tumors. 

2.  While  no  structures  pass  through  the  foramen 
lacerum,  there  are  two  types  of  structures  that  course 
across  the  foramen.  These  are  the  internal  carotid  ar- 
tery and  the  nerves  which  merge  to  form  a vidian 
nerve.  Therefore,  tumors  of  neural  origin  can  arise  in 
the  foramen  lacerum  with  little  or  no  obvious  signs  or 
symptoms  related  to  the  involved  nerve. 

3.  The  foramen  lacerum  appears  to  be  a likely  area 
for  epithelial  remnants  to  be  trapped  during  embryon- 


ic development  and  then  develop  later  into  congenital 
epidermoid  cysts. 

4.  The  base  of  the  skull  demonstrates  the  relation- 
ship of  the  foramen  ovale,  eustachian  tube,  and  the  in- 
ternal carotid  artery  to  the  foramen  lacerum.  Ex- 
panding tumors  from  the  foramen  lacerum  would  most 
likely  involve  these  structures  before  other  structures 
at  the  base  of  the  skull. 

The  pathogenesis  of  the  mucocele  remains  spec- 
ulative and  different  from  a foramen  lacerum  origin. 
Our  patient  had  a very  extensively  pneumatized 
petrous  apex  contralateral  to  his  tumor.  It  is  con- 
ceivable that  the  pneumatized  petrous  apex  was 
aerated  by  a small  cell  tract  from  the  middle  ear 
space.  Mucosal  thickening,  bony  overgrowth,  or  fi- 
brosis may  have  obliterated  this  tract  and  produced 
the  mucocele. 

Diagnosis 

Since  tumors  at  the  petrous  apex  are  inaccessible 
to  direct  clinical  detection,  early  diagnosis  must  rest 
on  a high  index  of  suspicion  based  on  recognition  of 
the  signs  and  symptoms  of  expanding  tumors  at  the 
petrous  apex.  When  there  is  an  indication  of  in- 
volvement of  the  dura  of  the  cranial  fossae,  the 
mandibular  division  of  the  fifth  cranial  nerve,  the 
eustachian  tube,  or  the  internal  carotid  artery,  then 
conventional  radiologic  views,  tomography,  and 
computed  axial  tomographic  (CAT)  scan  of  the  pet- 
rous apices  and  the  base  of  the  skull  should  be  ob- 
tained. If  no  abnormality  is  found,  then  careful 
follow-up  examination  at  six-month  intervals  should 
be  carried  out  if  symptoms  persist. 

If  an  area  of  bone  destruction  at  the  petrous  apex 
is  detected,  then  carotid  arteriography  is  another 
helpful  diagnostic  study  that  may  be  performed. 
These  studies,  along  with  a complete  otolaryngologic 
and  neurologic  examination,  are  usually  sufficient  to 
rule  out  other  entities  in  the  differential  diagnosis 
such  as  petrositis;  metastatic  nasopharyngeal  carci- 
noma; metastatic  carcinoma  from  a distant  primary 
such  as  breast,  thyroid,  and  prostate;  glomus  jugulare 
tumor  meningioma;  internal  carotid  artery  aneurysm; 
eosinophilic  granuloma;  giant  cell  tumors;  histiocy- 
tosis; and  lymphoma.  If  the  lesion  is  one  of  the  first 
five  primary  neoplasms  of  the  foramen  lacerum  dis- 
cussed in  this  study,  the  diagnostic  studies  would 
demonstrate  an  avascular  extradural  mass  lesion  at 
the  petrous  apex  which  displaces  the  internal  carotid 
artery  laterally.  The  mucocele  shows  itself  on  x-ray 
evaluation  as  a radiolucent  avascular  lesion  of  the 
petrous  apex.  It  should  be  suspected  when  there  is 
a highly  pneumatized  contralateral  petrous  apex  and 
when  the  lesion  itself  has  a multiloculated  appear- 
ance. 

Surgical  management 

It  was  clear  from  our  early  experience  that  simple 
exploration  and  evacuation  of  a primary  epidermoid 
cyst  of  the  petrous  apex  does  not  result  in  permanent 
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relief  of  symptoms.  Permanent  fistulization  must 
be  the  goal  in  the  treatment  of  these  congenital 
cholesteatomas.  Even  a conservative  approach  to 
fistulizing  the  congenital  epidermoid  met  with  fail- 
ure. In  our  first  patient,  a fistula  into  the  cyst  was 
created  anterior  to  the  carotid  canal  and  skin  grafted 
with  preservation  of  labyrinthine  function;  the  fistula 
closed  eventually  because  it  was  not  wide  enough. 
The  successful  operation  in  this  case  required  a 
complete  labyrinthectomy  and  removal  of  the  bony 
labyrinth  from  the  internal  auditory  canal  to  the 
internal  carotid  artery  followed  by  lining  the  bony 
fistula  with  split-thickness  skin  grafts.  The  effec- 
tiveness of  this  approach  was  again  demonstrated  in 
later  cases  where,  at  the  initial  surgical  procedure,  the 
transmastoid  and  translabyrinthine  fistulizations  of 
the  tumors  were  successful. 

Because  of  the  inaccessible  location  of  the  tumors 
in  the  petrous  apex,  complete  extirpative  surgery  is 
usually  not  possible.  Therefore,  the  surgical  man- 
agement consists  of  diagnostic  exploration  and 
fistulization  of  the  expanding  mass.  Biopsy  is  nec- 
essary to  obtain  tissue  diagnosis;  fistulization  either 
may  form  the  definitive  treatment,  as  in  the  case  of 
primary  epidermoid  cysts  and  mucocele,  or  may  act 
as  a drainage  procedure  for  necrotic  tumor  cells  fol- 
lowing radiation  therapy  for  chondromyxosarcoma. 
There  are  several  surgical  approaches  to  the  petrous 
apex.  The  middle  cranial  fossa  extradural  approach 
can  be  used  for  biopsy.  The  posterior  fossa  approach 
usually  is  reserved  for  the  larger  tumors  with  signs 
of  intracranial  extension.  The  tumors  can  be  de- 
compressed with  either  of  the  aforementioned  ap- 
proaches, but  only  the  transphenoidal  or  the  middle 
ear  approach  can  be  used  for  permanent  fistulization. 
The  risk  of  ascending  infection  and  the  difficulty  of 
cleaning  the  fistula  through  the  nose  are  disadvan- 
tages of  the  transnasal-transphenoidal  approach, 
while  the  middle-ear  approach  sacrifices  the  laby- 
rinth. However,  this  may  be  justifiable  to  control  a 
potentially  life-threatening  tumor. 

Summary 

In  summary,  we  have  discussed  primary  tumors  of 
the  petrous  apex  based  on  two  patients  with  con- 
genital epidermoids  or  cholesteatoma,  two  with 
chondromyxosarcomas,  and  one  each  with  neurofi- 
broma and  mucocele.  The  embryologic  development 
of  the  foramen  lacerum  and  the  pattern  of  expansion 
of  all  these  tumors  except  the  mucocele  support  the 
contention  that  these  tumors  arise  in  the  foramen 
lacerum.  Knowledge  of  the  structures  surrounding 
the  foramen  lacerum  can  provide  a guide  to  early 
diagnosis  of  petrous  apex  tumors.  Since  those  tu- 


mors cannot  be  completely  removed,  the  goal  of 
surgery  is  to  obtain  histologic  diagnosis  and  to  pro- 
duce permanent  fistulization  of  the  petrous  apex. 
Although  there  are  several  recommended  surgical 
approaches  to  the  petrous  apex,  the  transmastoid, 
translabyrinthine  procedure  was  used  in  this  se- 
ries. 
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To  understand  the  nature  of  the  glomus  bodies  and 
their  tumors  requires  an  historical  perspective.  The 
confusing  terminology  of  these  structures  reflects 
varying  interpretations  of  their  essential  character. 
The  parent  organ  of  the  system,  the  carotid  body,  was 
described  as  a ganglion  by  the  anatomist  Haller  over 
two  centuries  ago.1  Early  microdissection  studies 
revealed  an  alveolar  organoid  structure  of  the  carotid 
body  which  was  interpreted  alternately  as  repre- 
senting: glandular  acini,  hence  the  term  carotid 

gland,  which  persisted  until  the  first  part  of  this 
century  only  to  be  resurrected  again  in  the  last  dec- 
ade; and  as  a vascular  glomerulus,  or  glomus.1  The 
latter  term  has  survived  to  the  present,  but  in  the 
noncommittal  sense  of  a ball  of  specialized  tissue 
rather  than  a vascular  organ.  The  histologist  Kohn,2 
in  the  early  part  of  this  century,  pronounced  the  ca- 
rotid body  a paraganglion  since  it  was  not  a ganglion, 
gland,  or  vascular  glomus.  This  aligned  it  with  the 
adrenal  medulla  and  other  sympathetically  derived 
chromaffin  tissue.  However,  histochemical  and 
pharmacologic  studies  generally  failed  to  reveal  an 
affinity  for  chromate  salts  or  pressor  effects  on  in- 
jection of  extracts,  respectively.  Students  of  Kohn 
revised  the  paraganglionic  concept,  proclaiming  the 
carotid  body  a nonchromaffin  paraganglia,  having  a 
parasympathetic  innervation  with  the  secretion  of 
a cholinergic  substance.  However,  the  denervation 
studies  of  De  Castro3  showed  it  to  have  a sensory'  in- 
nervation, and  physiologic  experiments  by  Heymans, 
Bouckaert,  and  Dautrebande4  proved  it  and  the 
cardioaortic  bodies  to  have  a chemoreceptor  function. 
Additionally,  ultrastructural  and  histochemical 
studies  showed  the  cells  of  the  glomus  body  to  have 
a subcellular  architecture  virtually  identical  with 
chromaffin  cells  and  to  store  catecholamines.5  The 
topographic  relationship  of  the  type  I and  II  cells  of 
the  carotid  body  and  nerve  fibers  resemble  that  seen 
in  peripheral  receptors.5  These  findings  stimulated 
a revival  of  interest  in  the  paraganglionic  concept  and 
led  to  the  carotid  and  aortic  bodies  being  reclassified 
as  extra-adrenal  chemoreceptor  paraganglia.6  Based 
on  common  cytochemical  and  ultrastructural  prop- 
erties and  a neural  crest  origin,  Pearse7  included  the 
carotid  body  type  I cell  in  his  amine  precursor  uptake 
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and  decarboxylation  (APUD)  series.  In  addition  to 
synthesizing  biogenic  amines,  these  cells  may  also 
produce  peptide  hormones.  The  neural  crest  origin 
of  the  glomus  cell  was  proved  by  experimental  em- 
bryologic  studies  and  by  tissue  culture  studies 
showing  its  neuronal  transformation.8'9 

Consequently,  a large  body  of  evidence  exists 
which  supports  a role  for  the  carotid  body  as  both  a 
sensory  receptor  and  an  endocrine  organ,  although 
it  is  not  clear  whether  the  biogenic  amine  secreted 
subserves  a neurohumoral  or  true  hormonal  function. 
Because  of  the  varying  interpretations  of  these 
structures,  their  neoplasms  have  accordingly  been 
termed  glomus  tumors,  nonchromaffin  paragang- 
liomas, paragangliomas,  chemodectomas,  apudomas, 
and  tumors  of  the  anatomic  site  or  body. 

Distribution  of  glomera 

The  glomus  bodies  or  nonchromaffin  paraganglia 
occur  in  relation  to  the  parasympathetic  outflow  of 
the  autonomic  nervous  system.  The  carotid  body, 
being  a macroscopic  organ,  has  been  recognized  in  the 
adventitia  of  the  medial  aspect  of  the  carotid  bifur- 
cation since  the  mid-eighteenth  century.  Occa- 
sionally, in  the  adult  it  may  consist  of  dispersed 
lobules  of  glomic  tissue.  In  patients  with  chronic 
pulmonary  or  cyanotic  heart  disease  and  in  high- 
altitude  dwellers,  it  may  appear  as  a discrete  and 
prominent  structure.10’11  This  is  believed  to  repre- 
sent reactive  hyperplasia  in  response  to  chronic 
hypoxia.  Histologically,  the  carotid  body  is  com- 
posed of  nests  of  epithelioid  cells  situated  among 
numerous  intertwining  sinusoids.  This  extensive 
vasculature  of  the  carotid  body  is  important  clini- 
cally. With  neoplastic  transformation,  these  vessels 
are  also  replicated  and  permit  angiographic  diagnosis 
of  the  lesion  as  well  as  cause  troublesome  bleeding  at 
the  time  of  surgery.  The  extensive  innervation  of  the 
carotid  body,  however,  is  absent  from  its  tumors. 
The  first  carotid  body  tumor  was  reported  in 
1891. 12 

The  other  related  glomera  because  of  their  mi- 
croscopic dimensions  have  been  slower  in  being 
identified.  They  and  their  tumors  are  microscopi- 
cally identical  to  the  carotid  body  and  its  neoplastic 
counterpart.13  The  cardio-aortic  bodies  were  ob- 
served about  the  great  vessels  of  the  heart  in  the  first 
part  of  this  century.  They  occur  principally  in  the 
space  between  the  pulmonary  artery  and  aorta,  in 
relation  to  the  branches  of  the  arch  of  the  aorta,  and 
along  the  coronary  arteries.14’15  These  latter  bodies 
are  responsible  for  the  intrapericardial  tumors  de- 
scribed. Serial  section  studies  of  the  mediastinum 
reveal  an  extensive  distribution  of  microparaganglia 
scattered  about  the  heart,  great  vessels,  and  viscera.16 
The  first  report  of  an  aortic  body  tumor  in  man  was 
in  1950. 17 

The  next  bodies  described  in  man  were  in  relation 
to  the  nodose  ganglion  of  the  vagus  nerve  in  1935. 18 
These  have  been  termed  the  glomus  juxtavagale  and 
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TABLE  I.  Multicentricity  and  malignancy 


Tumor 

Number  of  Cases 

Multicentric 

/ — Number  (Percent)  of  Cases 

Bilaterial  Metastasis 

Carotid  body 

800  to  900 

185 

123  (10  to  15) 

90(10) 

Glomus  jugulare 

900  to  1,000 

83 

19(2) 

26  (2  to  3) 

Vagal  body 

127 

24 

5(4) 

13  (10) 

Larynx 

32 

2 

6(18) 

Orbit 

17 

2 

4 (24) 

Nose 

16 

1 

Aortic  bodv 

73 

7 

2(3) 

15  (20) 

Posterior  mediastinum 

14 

1 

1 

Lung 

17 

18(42) 

Retroperitoneum 

43 

5 

glomus  intravagale.  The  first  vagal  body  tumor  was 
reported  in  the  same  year.19 

During  the  1940s,  Guild20’21  rediscovered  and 
mapped  out  the  distribution  of  a constellation  of 
glomic  bodies  within  the  temporal  bone,  which  have 
come  to  be  known  collectively  as  the  glomus  jugulare. 
These  bodies  lie  principally  at  the  dome  of  the  jug- 
ular bulb,  on  the  promontory  in  the  middle  ear,  and 
in  the  intrabony  canaliculi  of  the  auricular  and 
tympanic  nerves.  The  first  recognized  tumor  of  this 
structure  was  described  in  1945. 22 

The  last  established  bodies  are  those  in  the  larynx, 
which  were  reported  during  the  1960s.23  The  supe- 
rior laryngeal  body  occurs  within  the  false  cord,  and 
the  inferior  laryngeal  body  lies  in  relation  to  the  cri- 
coid cartilage.  It  is  of  interest  to  note  that  tumors 
of  these  structures  were  reported  a decade  before  the 
normal  organ  was  identified.  This  underscores  the 
difficulties  in  assessing  reports  of  ectopic  or  meta- 
static glomus  tumors,  since  they  may  represent  ne- 
oplasms arising  from  unrecognized  bodies. 

Glomera  have  also  been  described  in  relation  to  the 
upper  trachea  and  within  the  capsule  of  the  thyroid 
gland.23  An  orbital  body  has  been  described  in  pri- 
mates24; however,  its  existence  has  not  been  con- 
firmed in  man.  Similarly,  claims  of  the  existence  of 
a mandibular  or  alveolar  glomus  and  one  in  the 
femoral  canal  have  not  been  substantiated.13’25 
Nonchromaffin  paraganglia  have  been  described  at 
various  retroperitoneal  sites,  that  is,  mesenteric, 
vagal,  autonomic,  pelvic,  and  visceral,  in  the  abdo- 
men.25 However,  some  of  these  may  be  of  sympa- 
thetic origin. 

Properties  of  glomus  tumors 

Multicentricity.  Glomus  tumors  have  a general 
tendency  to  multicentric  origin  of  about  10  percent 
(Table  I).  However,  the  reported  incidence  is  con- 
siderably higher  for  carotid  body  tumors,  where  it 
approaches  20  percent. 

The  commonest  type  of  multicentric  glomus  tumor 
is  the  bilateral  carotid  body  tumor,  which  occurs  in 
10  to  15  percent  of  the  reported  cases.  However,  a 
distinction  must  be  made  between  sporadic  and  fa- 
milial cases.26  In  approximately  one  third  of  the 
patients  with  bilateral  carotid  body  tumors,  a positive 
family  history  finding  was  obtained.  This  has  also 
been  observed  with  bilateral  glomus  jugulare  tumors, 


in  4 of  21  cases.  In  contradistinction,  bilaterality  is 
relatively  uncommon  at  other  anatomic  sites,  that  is, 
temporal,  vagal,  and  cardio-aortic,  averaging  2 to  4 
percent. 

After  the  bilateral  carotid  body  tumor,  the  next 
most  common  type  of  multicentric  occurrence  is  the 
combination  of  a carotid  body  tumor  with  a glomus 
jugulare  tumor.  In  one  quarter  of  these  cases  the 
cervical  or  temporal  lesion,  or  both,  were  bilateral. 

Least  commonly,  there  is  reported  some  combi- 
nation of  tumors  arising  at  carotid,  temporal,  vagal, 
orbital,  nasal,  thyroid,  thoracic,  or  retroperitoneal 
sites.  Among  249  multicentric  glomus  tumors  re- 
viewed, 207  involved  2 sites,  33  involved  3 sites,  7 
involved  4 sites,  and  in  2 cases  there  were  5 tu- 
mors. 

Familial  tendency.  There  is  a strong  genetic 
factor  in  the  etiology  of  glomus  tumors.  There  have 
been  found  63  kindreds  containing  209  affected 
members  on  review  of  the  literature.  In  33  families 
there  occurred  only  carotid  body  tumors;  in  6 families 
only  glomus  jugulare  tumors  appeared;  and  in  24 
families  tumors  arose  at  mixed  anatomic  sites.  Ca- 
rotid body  tumors  developed  in  166  individuals, 
glomus  jugulare  tumors  in  42,  vagal  body  tumors  in 
12,  an  aortic  body  tumor  in  1 person,  and  retroperi- 
toneal lesions  in  2 cases. 

A striking  feature  of  heredofamilial  glomus  tumors 
is  their  tendency  to  multicentricity.  An  incidence 
of  bilateral  carotid  body  tumors  of  26  to  33  percent 
has  been  reported  among  individuals  with  a positive 
family  history  of  chemodectoma  as  opposed  to  3 to 
5 percent  for  sporadic  cases.26  Review  of  the  liter- 
ature revealed  one  third  of  the  cases  of  familial  glomic 
tumors  to  be  multicentric,  that  is,  69  of  209  patients, 
of  which  24  percent,  or  50  cases,  were  bilateral  carotid 
body  tumors.  The  presence  of  a familial  history  of 
chemodectoma  should  alert  the  clinician  to  the  pos- 
sibility of  undetected  multicentric  lesions  in  the  af- 
fected individual  and  other  members  of  the  kindred. 
This  has  prompted  some  authors  to  perform  an  aortic 
arch  study  rather  than  carotid  arteriography  to 
visualize  the  craniocervical  arterial  tree  bilaterally 
in  such  individuals,  to  detect  occult  lesions  by  their 
vascular  stain.27 

Apart  from  this  tendency  to  plurifocal  origin,  the 
biologic  behavior  of  familial  glomus  tumors  is  iden- 
tical to  random  cases. 
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Analysis  of  the  mode  of  inheritance  of  the  che- 
modectoma  trait  indicated  that  it  has  a non-sex- 
linked  autosomal  dominant  transmission.28 

Functional.  Functional  activity  in  a glomus 
tumor  is  related  to  the  excessive  synthesis  and  release 
of  catecholamines  by  the  tumor,  producing  a clinical 
picture  similar  to  the  pheochromocytoma.  Electron 
microscopy  reveals  glomus  cells  to  contain  neurose- 
cretory-type granules  of  the  type  known  to  store 
biogenic  amines.5-6  These  cells  show  formalde- 
hyde-induced fluorescence  and  histochemically  have 
been  proved  to  contain  predominantly  noradrenalin 
and  dopamine  in  man.29  Only  20  hormonally  active 
cases  have  been  reported  among  approximately  2,000 
recorded  glomus  tumors,  for  an  incidence  of  about  1 
percent.30-32  This  contrasts  with  the  pheochromo- 
cytoma and  sympathetically  derived  paragangliomas, 
the  majority  of  which  are  hormonally  active. 

There  have  been  reported  5 carotid,  7 temporal,  1 
vagal,  1 laryngeal,  3 mediastinal,  and  3 retroperito- 
neal body  functional  tumors.25  Among  these  cases, 
11  patients  were  clinically  hypertensive,  and  9 were 
normotensive.  These  latter  cases  were  diagnosed  as 
functional  tumors  at  the  time  of  the  surgery  when  the 
patient  showed  marked  cardiovascular  lability  sim- 
ilar to  pheochromocytoma  patients,  with  marked 
changes  in  blood  pressure  and  cardiac  arrhythmias 
with  cardiac  arrest  developing.  In  addition,  there 
have  been  reported  12  cases  of  glomus  tumors  arising 
in  association  with  pheochromocytomas.33  This 
latter  observation  is  histopathologically  as  well  as 
clinically  significant  in  that  it  may  represent  some 
form  of  multiple  endocrine  adenomatosis  involving 
a disturbance  of  cells  of  neural  crest  origin.  Pheo- 
chromocytomas are  known  to  arise  in  association 
with  other  apudomas  and  are  supportive  of  the  ca- 
rotid body  being  members  of  this  series.  However, 
while  a paraneoplastic  syndrome  has  been  reported 
for  other  apudomas,  it  has  not  been  documented  with 
carotid  body  tumors. 

Any  patient  with  hypertension  or  episodic  head- 
ache, palpitation,  or  diaphoresis,  associated  with  a 
craniocervical  lesion  suspected  of  being  a glomus 
tumor,  should  have  determinations  of  urinary  cate- 
cholamines or  their  metabolites  performed.  While 
functional  cases  are  rare,  the  consequences  of  oper- 
ating on  an  unrecognized  case  may  be  catastrophic. 
Since  functional  chemodectomas  and  pheochromo- 
cytomas may  be  multicentric  or  arise  in  association 
with  each  other,  differential  venous  catheterization 
and  plasma  sampling,  arteriography,  and  nephroto- 
mography may  be  indicated  for  tumor  localization. 
Detection  of  catecholamines  in  the  tumor  requires 
biochemical  assay,  that  is,  fluorimetry  and  chroma- 
tography, of  fresh  tissue.  Histochemical  staining  is 
unreliable,  since  12  of  the  functional  lesions  were 
nonchromaffin. 

Glomus  tumors  cannot  function  as  chemorecep- 
tomas  or  chemodectomas  because  ultrastructural 
studies  have  shown  that  while  the  parenchymal  cells 
and  blood  vessels  are  replicated  in  the  tumor,  nerves 


and  synapses  are  lacking,  rendering  them  function- 
ally denervated.  The  occurrence  of  syncope, 
coughing,  or  other  neurologic  disturbances  are  caused 
by  mechanical  disturbance  of  the  carotid  sinus,  irri- 
tation  of  the  vagus  nerve,  or  alteration  of  internal 
carotid  perfusion  by  the  tumor. 

Malignant  condition.  Glomus  tumors  may  be 
locally  aggressive,  causing  symptoms  by  continued 
infiltrative  growth,  or  can  produce  regional  lymph 
node  or  distant  metastasis.  The  malignant  potential 
of  the  tumor  depends  on  the  anatomic  site  of  origin 
(Table  I).  Review  of  the  literature  shows  carotid 
body  tumors  to  have  a metastatic  potential  of  about 
10  percent.  Carotid  body  tumors  are  characteristi- 
cally very  slow-growing,  but  may  suddenly  enter  a 
period  of  increased  activity.  Very  large  tumors 
produce  morbidity  by  impingement  on  the  pharynx 
and  by  paresis  of  the  vagus  and  hypoglossal  nerves, 
producing  dysphagia  and  aspiration.  The  glomus 
jugulare  tumor  has  $ metastatic  potential  of  only  2 
to  3 percent.  This  is  surprising  because  many  of 
these  lesions  have  intravasal  extension  into  the  in- 
ternal jugular  vein,  with  the  potential  for  dissemi- 
nating tumor  emboli.  Most  of  the  morbidity  of  these 
lesions  is  related  to  its  continued  growth  within  the 
temporal  bone  producing  extensive  osseous  de- 
struction, auditory  and  vestibular  disturbances, 
cranial  nerve  palsies,  and  cervical  and  intracranial 
extension.  The  vagal  body  tumor  has  a metastatic 
potential  of  about  10  percent.  Because  of  its  location 
adjacent  to  the  nodose  ganglion  it  may  produce  dif- 
ficulties by  skull  base  erosion,  vocal  cord  paralysis, 
and  parapharyngeal  space  involvement.  Tumors 
arising  in  the  orbit  and  larynx  appeared  to  be  clini- 
cally more  aggressive  at  these  sites,  with  a metastatic 
potential  of  from  20  to  25  percent.  Simple  excision 
is  an  invitation  to  local  recurrence.  In  the  thorax,  the 
cardio-aortic  body  tumors  have  a metastatic  poten- 
tial of  about  10  percent,  similar  to  carotid  and  vagal 
body  tumors.  Difficulties  arise  because  of  their 
proximity  to  the  great  vessels  or  intrapericardial  lo- 
cation. In  the  abdomen,  the  retroperitoneal  lesions 
show  a metastatic  rate  of  almost  40  percent.  These 
lesions,  while  all  microscopically  reported  to  be 
nonchromaffin  paragangliomas,  may  actually  rep- 
resent a heterogenous  group  of  related  alveolar  neo- 
plasm, for  example,  alveolar  soft  part  sarcomas, 
sympathetic  paragangliomas,  carcinoids,  or  other 
apudomas. 

The  natural  history  of  glomus  tumors  is  measured 
in  decades,  with  five-year  cure  rates  essentially 
meaningless.  In  some  instances,  metastasis  develop 
from  a tumor  present  for  many  years  or  long  after  its 
actual  removal.  In  a small  number  of  metastatic 
cases  the  tumor  is  rapidly  fatal  within  one  to  two 
years,  whereas  in  others  the  patient  may  survive  for 
decades  with  extensive  metastases.  The  histologic 
appearance  of  these  metastasizing  cases  almost  in- 
variably reveals  a benign-appearing  tumor  at  both 
the  primary  and  secondary  sites.  Consequently, 
biopsy  is  of  little  prognostic  value  with  glomus  tu- 
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mors.  In  a small  number  of  cases,  mitoses,  nuclear 
pleomorphism,  and  angioinvasion  are  present. 
Many  of  these  histologically  malignant  cases  show 
benign  behavior  clinically.  The  actual  malignant 
cases  show  no  differences  with  regard  to  age,  sex,  or 
laterality  from  the  benign  ones. 

Head  and  neck  tumors 

Carotid  body  tumors.  Carotid  body  tumors  have 
been  reported  occurring  from  early  infancy  to  ad- 
vanced age,  with  a peak  incidence  in  the  fifth  decade. 
The  data  suggest  a slight  predilection  for  females, 
with  equal  lateralization.  While  the  majority  of  case 
reports  involve  Caucasians,  there  are  no  epidemio- 
logic studies  to  substantiate  a racial  prevalence. 

The  tumor  is  characteristically  slow  growing,  with 
clinical  histories  commonly  spanning  several  years, 
averaging  four  to  seven  years.34-36  The  presenting 
symptom  is  generally  a painless  lateral  cervical  mass 
just  beneath  the  angle  of  the  mandible.  It  is  tradi- 
tionally described  as  having  lateral  but  not  vertical 
movement  because  of  fixation  to  the  carotid  vessels. 
While  this  finding  is  of  diagnostic  significance,  it  is 
not  pathognomonic.  Many  of  these  tumors  show 
intrinsic  or  transmitted  pulsation.  Their  great 
vascularity  is  reflected  in  the  presence  of  a bruit  in 
about  20  percent  of  the  cases.  The  consistency  of  the 
tumor  varies  from  soft  to  very  firm.  Pain  is  present 
in  20  percent  of  the  cases.  Dysphagia  occurs  in  about 
10  percent  of  the  patients  in  whom  bulky  tumors 
cause  impingement  on  the  hypopharynx  or  esopha- 
gus, or  involve  the  vagus  and  hypoglossal  nerves. 
Syncope  and  hoarseness  are  each  present  in  under  10 
percent  of  the  cases,  secondary  to  carotid  sinus  or 
vagal  nerve  involvement,  respectively. 

These  characteristics  of  chemodectomas  have 
produced  diagnostic  confusion  with  such  diverse 
clinical  entities  as  the  branchial  cleft  cyst,  lymphoma, 
metastatic  carcinoma,  salivary  gland  tumors,  vas- 
cular abnormalities,  and  other  neurogenic  tumors.35 
It  has  been  estimated  that  the  correct  diagnosis  was 
established  on  admission  in  only  about  20  percent  of 
the  cases. 

Initially,  the  tumor  is  confined  to  the  carotid  bi- 
furcation. However,  with  enlargement  there  is 
progressive  involvement  of  the  carotid  bulb  with 
encirclement  of  the  external  and  internal  carotid 
arteries.37  While  the  tumor  generally  does  not  cause 
arterial  compression,  partial  or  total  vascular  oc- 
clusion have  been  reported.  Perforation  of  the  vessel 
lumen  by  tumor  is  extremely  rare.  The  tumor  may 
extend  to  the  skull  base  or  into  the  parapharyngeal 
space.  Grossly,  the  lesions  have  a lobular  surface, 
with  a pseudocapsule  covered  by  an  extensive  vas- 
cular plexus.  Their  cut  surface  is  gray-red  and 
fleshy,  occasionally  showing  areas  of  fibrosis  and 
hemorrhage. 

The  distinctive  appearance  of  these  lesions  on 
carotid  arteriography  is  virtually  pathognomonic, 
supplanting  biopsy  with  its  attendant  risk  of  hem- 
orrhage as  the  diagnostic  method  of  choice.38  In  the 


lateral  projection,  the  carotid  bifurcation  is  widened 
to  produce  a lyre-shaped  configuration.  The  intense 
vascularity  of  these  tumors  is  reflected  in  the  ap- 
pearance of  a dense  angiographic  stain. 

A wide  difference  of  opinion  exists  concerning  the 
management  of  these  tumors.  This  has  ranged  from 
removal  of  all  tumors  in  the  belief  that  they  were  all 
potentially  malignant,39  to  excision  of  virtually  none 
because  of  their  slow  asymptomatic  growth.40  This 
latter  attitude  was  fostered  by  the  intimate  rela- 
tionship of  the  tumor  to  the  carotid  vessels  which 
made  surgery  more  hazardous  than  the  natural  his- 
tory of  the  disease.  Advances  in  vascular  surgery 
permitting  arterial  bypass  and  angioplasty,  or  pros- 
thetic or  autogenous  grafting,  have  encouraged  more 
workers  to  advocate  resection,  unless  there  are 
medical  contraindications.41-42  This  is  based  on  a 
definite  tendency  of  these  tumors  to  malignant 
transformation  and  to  enter  a period  of  sudden  and 
unpredictable  growth,  causing  impingment  on  re- 
gional vital  structures  and  producing  increasing 
morbidity.  However,  it  should  be  noted  that  in  not 
all  cases  is  arterial  reconstruction  feasible  because 
of  an  insufficient  distal  arterial  segment  for  anasto- 
mosis and  that  despite  vessel  grafting  or  repair, 
hemiplegia  may  occur  from  thrombosis  or  dislarge- 
ment  of  an  atheromatous  plaque.  Anyone  contem- 
plating surgery  on  a known  carotid  chemodectoma 
should  be  prepared  for  vascular  reconstruction. 
Analysis  of  58  cases  resected  at  the  Mayo  Clinic  by 
Shamblin  et  al.36  revealed  that  in  26  percent  of  the 
cases  the  tumor  could  be  readily  dissected  from  the 
vessels,  in  46.5  percent  the  tumor  was  partially  en- 
circling and  adherent  to  the  vessels,  and  in  27.5  per- 
cent of  the  patients  there  was  such  an  intimate  as- 
sociation with  the  carotid  bifurcation  that  tumor 
removal  could  not  be  performed  without  entering  the 
vessel  lumen,  even  by  experienced  vascular  sur- 
geons. 

The  operative  approach  requires  wide  surgical 
exposure  of  the  entire  carotid  arterial  system  with  the 
placement  of  tapes  around  the  external,  internal,  and 
common  carotid  arteries  for  control.  Tumor  dis- 
section is  begun  interiorly  along  the  common  carotid 
artery  in  a subadventitial  plane.  The  tumor  is  sep- 
arated from  the  common  carotid  artery  and  carotid 
bulb,  usually  requiring  ligation  and  division  of  the 
external  carotid  artery  to  permit  removal  from  the 
internal  carotid  artery.  The  dissection  is  slow  and 
tedious  because  of  constant  bleeding  from  the  sur- 
rounding vascular  plexus  and  the  tumor  itself  which 
is  functionally  an  arteriovenous  malformation.  In 
the  advent  of  an  arterial  injury,  a shunt  may  be  in- 
serted to  permit  arterial  repair  or  reconstruction.43 
With  large  tumors,  involvement  and  injury  of  the 
vagus  and  hypoglossal  nerves  increases  in  fre- 
quency. 

Radiotherapy  has  generally  proved  to  be  ineffec- 
tive in  the  management  of  carotid  chemodectomas 
and  is  not  a primary  modality  in  their  treatment.36 
It  has  been  used  to  palliate  inoperable  and  metastatic 
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tumors  with  very  limited  success.44 

Glomus  jugulare  tumors.  The  temporal  hone 
is  the  commonest  site  of  occurrence  of  glomus  tu- 
mors. The  reported  age  range  is  22  months  to  85 
years,  with  a mean  in  the  mid-40s.  There  is  a pre- 
ponderance of  3 to  l,45  with  a slightly  preferential 
involvement  of  the  left  side.  There  is  also  some  ev- 
idence of  a predilection  for  Caucasians.  The  tumor 
is  extremely  slow-growing,  with  the  symptom  dura- 
tion until  diagnosis  averaging  about  seven  years.46 

From  a practical  viewpoint  these  neoplasms  may 
he  divided  into  two  broad  groups.47  46  The  tympanic 
cavity  lesions,  that  is,  the  glomus  tympanicum  tu- 
mors, produce  aural  symptoms  without  cranial  nerve 
involvement.  Early,  there  is  conductive  hearing  loss, 
pulsatile  tinnitus,  and  a discolored  eardrum  caused 
by  the  presence  of  a vascular  mass  in  the  middle  ear 
space.  Later,  a meatal  polyp,  otalgia,  otorrhea, 
spontaneous  bleeding,  and  facial  nerve  paralysis 
appear.  Neoplasms  arising  in  the  jugular  bulb,  that 
is,  glomus  jugulare  tumors,  characteristically  present 
multiple  caudal  cranial  nerve  palsies  produced  by 
their  involvement  at  the  jugular  foramen.  Later  in 
the  disease,  upward  extension  into  the  middle  ear 
produces  otologic  symptoms.  Continued  tumor 
growth  from  the  jugular  fossa  may  also  cause  petrous 
bone  erosion,  destruction  of  the  base  of  the  skull,  and 
intracranial  or  cervical  extension. 

The  clinical  picture  often  reflects  the  location  and 
extent  of  the  lesion.  Consequently,  the  differential 
diagnosis  includes  such  diverse  clinical  disease  en- 
tities as  acute  and  chronic  otitis  media;  idiopathic 
hemotympanum;  carcinoma  and  other  middle  ear 
neoplasms;  vascular  anomalies  such  as  high  jugular 
bulb  and  anomalous  internal  carotid  artery;  and  a 
variety  of  neurologic  disorders  including  Bell’s  palsy, 
brain  tumor,  and  jugular  foramen  syndrome.49,50 

Conventional  radiography  generally  provides 
limited  information.46  However,  tomography  may 
reveal  involvement  of  the  ossicles,  otic  capsule,  the 
mastoid  process,  jugular  foramen,  petrous  pyramid, 
and  skull  base.  The  extensive  vascularity  of  the 
tumor  allows  its  angiographic  demonstration  and 
diagnosis.  The  use  of  the  subtraction  technique,  in 
which  the  radiologic  density  of  the  overlying  bone  is 
subtracted  from  the  pre-  and  postinjection  films 
leaving  only  the  image  of  the  vasculature,  permits 
even  small  tympanic  cavity  tumors  to  be  visualized. 
The  blood  supply  of  intra-  and  infrapetrous  tumors 
is  derived  from  the  external  carotid  system,  princi- 
pally the  ascending  pharyngeal  artery.51  Bulky 
glomus  jugulare  tumors  may  also  have  supplying 
vessels  from  the  internal  carotid  artery.52  With 
intracranial  extension,  vertebral  arteriography  is 
necessary  since  the  blood  supply  of  this  portion  of  the 
tumor  is  derived  from  the  vertebral-basilar  system.53 
In  addition  to  the  presence  of  pathologic  vessels  and 
extensive  pooling  of  contrast  material  in  vascular 
lakes,  arteriovenous  shunting  may  also  be  seen. 
Selective  angiography  is  essential  not  only  for  the 
diagnosis  of  these  lesions  but  also  for  estimating  their 


extent  and  to  determine  radiotherapy  portal  size 
and  feeding  vessels  for  embolization.  Retrograde 
venography,  or  jugular  phlebography,  is  also  per- 
formed to  determine  whether  intravascular  extension 
is  present.  ’*  Tumors  arising  in  the  jugular  bulb 
often  extend  downward  into  the  internal  jugular  vein 
before  invading  the  middle  ear.  Computerized  to- 
mography with  contrast  enhancement  is  helpful  in 
detecting  intracranial  and  extratemporal  exten- 
sion. 

1'he  treatment  of  glomus  jugulare  tumors  includes 
both  surgery  and  radiation,  with  therapy  often  se- 
lected by  the  orientation  of  the  clinician.  Surgery 
is  generally  considered  preferable  when  feasible  since 
it  holds  the  greatest  chance  for  cure.55  Tumors  of 
tympanic  origin  are  excised  through  an  endaural  or 
postauricular  approach  depending  on  their  extent. 
Tumors  of  jugular  bulb  origin  require  a more  exten- 
sive combined  mastoid  and  cervical  approach.56 
Combined  otologic  and  neurosurgical  methods  have 
been  employed  for  lesions  having  intracranial  ex- 
tension. However,  the  high  morbidity  and  relatively 
few  complete  excisions  in  these  cases  has  led  to 
treating  most  of  them  by  radiotherapy. 

Unlike  glomus  tumors  at  other  sites,  those  of 
temporal  origin  are  radiosensitive,  although  con- 
troversy exists  as  to  their  radiocurability.57  With 
radiotherapy,  lesions  and  symptoms  are  observed  to 
regress  or  disappear,  and  survival  is  prolonged.58,59 
Histologic  studies  reveal  fibrosis,  decreased  vascu- 
larity, and  focal  loss  of  epithelioid  cells  secondary  to 
an  obliterative  endarteritis.49  While  some  workers 
treat  all  temporal  bone  tumors  with  irradiation,  most 
reserve  it  as  primary  therapy  for  advanced  lesions 
with  petrous  or  intracranial  extension  or  erosion  of 
the  skull  base.49,06  It  is  also  employed  postopera- 
tively  for  residual  or  recurrent  disease.  Emboliza- 
tion alone  or  followed  by  surgery  has  also  been  uti- 
lized by  some  workers.53 

The  difficulty  in  assessing  the  results  of  therapy 
and  claiming  cures  with  temporal  bone  lesions  is  that 
these  tumors  have  their  natural  history  measured  in 
decades  with  or  without  treatment.  While  in  every 
large  series  there  are  a few  cases  with  a rapidly  fatal 
clinical  course,  the  majority  are  extremely  slow- 
growing,  with  long  intervals  present  between  ob- 
servable increases  in  size  or  reappearance  after 
therapy. 

Vagal  body  tumors.  Vagal  body  tumors  rank 
third  in  frequency  of  occurrence  among  glomic  tu- 
mors.60 The  age  range  is  from  18  to  79  years,  with  a 
mean  of  48  years.  There  is  a preponderance  of  fe- 
males over  males  in  the  ratio  of  2.7  to  1 and  a slight 
increased  incidence  on  the  right  side.  The  com- 
monest presentation  is  as  a painless  neck  mass  be- 
hind and  deep  to  the  angle  of  the  mandible.  Similar 
to  the  carotid  body  tumor,  it  often  shows  greater 
lateral  than  vertical  mobility,  as  well  as  direct  or 
transmitted  pulsation.  Occasionally,  a bruit  is 
present.61  There  is  often  a pharyngeal  component 
present  which  characteristically  bulges  the  tonsil 
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toward  the  midline.  In  100  cases  reviewed:  83  pa- 
tients had  a neck  mass,  46  of  which  also  had  a pha- 
ryngeal component;  16  patients  had  only  an  intraoral 
mass;  and  in  one  patient,  the  tumor  was  only  detected 
at  surgery.  The  prominence  of  oral  symptoms  is 
reflected  in  the  history  of  an  antecedent  tonsillec- 
tomy in  many  of  these  cases.61  In  some  cases  the 
presenting  symptom  is  referable  to  a caudal  cranial 
nerve  paralysis.  The  vagus  nerve  is  most  commonly 
involved,  producing  hoarseness,  dysphagia,  or  dysp- 
nea, which  may  precede  or  follow  the  appearance  of 
the  tumor  mass  itself.  The  growth  of  the  tumor 
along  the  base  of  the  skull  may  also  produce  paresis 
of  the  ninth,  eleventh,  and  twelfth  nerves  and  the 
sympathetic  chain.62  The  incidence  of  cranial  nerve 
palsies  is  about  30  percent.  When  present,  cranial 
nerve  deficits  tend  to  be  multiple. 

These  tumors  show  three  patterns  of  growth.63 
Tumors  arising  from  an  intravagal  paraganglion 
produce  a spindle-shaped  swelling  of  the  vagus  nerve. 
This  type  is  most  readily  resected.  With  lesions 
arising  from  a juxtavagal  body,  the  tumor  is  shaped 
like  a cone  with  its  base  attached  superiorly  to  the 
undersurface  of  the  skull  and  with  the  vagus  nerve 
lying  in  its  capsule.  Unidirectional  growth  medially 
will  involve  the  parapharyngeal  space  and  superiorly 
the  jugular  foramen.  The  tumor  may  spread  to  in- 
volve cranial  nerves  nine  through  twelve,  the  jugular 
vein,  and  the  internal  carotid  artery,  or  infiltrate  the 
skull  base,  posing  a formidable  surgical  undertaking. 
Tumors  may  also  arise  from  a more  superior  para- 
ganglion adjacent  to  the  jugular  foramen  and  produce 
a dumbbell-shaped  lesion  having  both  intracranial 
and  cervical  components. 

Grossly,  these  tumors  have  an  ovoid  shape  and  a 
nodular  surface,  covered  by  a thin  capsule  containing 
vagal  fibers.  An  extensive  vascular  plexus  is  present 
similar  to  the  carotid  body  tumor. 

Clinically,  the  differential  diagnosis  of  the  vagal 
body  tumor  includes  all  lesions,  producing  an  upper 
anterolateral  neck  mass  such  as  the  branchial  cleft 
cyst,  lymphoma,  metastatic  carcinoma,  neurogenic 
tumors,  and  salivary  neoplasms.  Deep  lobe  parotid 
tumors  often  cause  confusion  because  of  their  re- 
tromandibular and  pharyngeal  components.  Vagal 
body  tumors  must  also  be  differentiated  from  other 
chemodectomas.  It  is  important  to  distinguish  the 
vagal  body  from  the  carotid  body  tumor  because  with 
the  former  there  is  less  chance  of  a vascular  injury  at 
the  time  of  surgery,  but  almost  invariably  the  vagus 
nerve  must  be  sacrificed,  with  a resultant  vocal  cord 
paralysis  postoperatively.62  Extension  of  a vagal 
body  tumor  into  the  jugular  foramen  may  produce 
multiple  cranial  nerve  palsies  simulating  a glomus 
jugulare  tumor.  Carotid  arteriography  is  virtually 
diagnostic  of  this  lesion  and  permits  its  differentia- 
tion from  chemodectomas  of  carotid  body  origin.64 
Typically,  a vascular  mass  is  seen  displacing  the  ex- 
ternal carotid  and  internal  carotid  anteriorly  in  the 
lateral  projection,  without  widening  of  the  carotid 
bifurcation.  As  with  the  carotid  body  tumor,  open 


biopsy  may  result  in  hemorrhage  and  needle  aspi- 
ration may  be  productive  only  of  blood. 

Vagal  body  tumors  require  removal  because  of 
their  ability  to  undergo  malignant  transformation 
and  metastasize,  to  infiltrate  the  base  of  the  skull,  to 
extend  intracranially,  and  to  produce  multiple  cra- 
nial nerve  palsies  by  their  continued  growth,65  with 
resultant  difficulties  in  deglutition.  The  tumor  is 
generally  excised  through  a lateral  cervical  approach. 
However,  it  may  require  section  of  the  mandible  at 
the  angle  or  by  a median  mandibulotomy  for  ade- 
quate exposure  if  there  is  a large  pharyngeal  com- 
ponent or  involvement  of  the  skull  base.  Control  of 
the  carotid  vessels  is  gained,  and  the  tumor  is  care- 
fully dissected  from  the  surrounding  vital  structures. 
The  carotid  vessels  can  generally  be  dissected  free. 
However,  the  external  carotid  artery  may  occasion- 
ally be  sacrificed  because  of  a large  vascular  contri- 
bution to  the  lesion.  The  internal  carotid  artery  may 
also  be  partially  encircled  and  compressed  by  the 
tumor.  Neoplastic  infiltration  of  the  base  of  the 
skull  may  prevent  total  resection  and  cause  trou- 
blesome bleeding  and  the  danger  of  vascular  injury. 
The  greatest  morbidity  results  from  neurologic 
damage.62  The  vagus  nerve  is  virtually  universally 
sacrificed,  as  is  often  the  hypoglossal  nerve,  with 
ensuing  difficulties  in  swallowing  and  phonation. 
The  intraoral  approach  should  never  be  used  for  bi- 
opsy or  excision  because  of  the  risk  of  massive  hem- 
orrhage from  the  tumor  or  the  carotid  artery. 

Radiotherapy  has  been  generally  employed  post- 
operatively, after  incomplete  excision  secondary  to 
skull  base  infiltration  or  excessive  bleeding,  or  where 
there  was  histologic  evidence  of  malignant  condition 
or  metastasis  found  at  the  time  of  surgery.  Tumor 
shrinkage  has  been  noted  in  some  cases;  however,  in 
others  the  lesion  went  on  to  produce  metas- 
tases.65’66 

Laryngeal  body  tumors.  There  have  been  32 
glomus  tumors  reported  arising  in  the  larynx.23’35 
They  develop  at  the  two  principal  sites  at  which  the 
normal  bodies  occur.23  The  30  tumors  of  the  supe- 
rior bodies  generally  presented  smooth,  seemingly 
cystic  swellings  of  the  supraglottic  larynx,  extending 
unilaterally  from  the  aryepiglottic  fold  to  the  ven- 
tricle. In  two  instances  the  tumor  arose  from  the 
inferior  body  and  appeared  as  a subglottic  mass. 

The  age  range  of  the  patients  was  from  14  to  75 
years,  with  a mean  of  47  years.23  There  is  no  sexual 
predilection,  with  the  right  side  involved  twice  as 
often  as  the  left.  The  commonest  presenting 
symptom  was  hoarseness,  often  associated  with  dysp- 
nea. Other  reported  symptoms  involved  spasmodic 
throat  pain,  dysphagia,  and  blood-tinged  sputum. 
Radiography  reveals  only  a soft-tissue  mass  en- 
croaching on  the  airway,  and  arteriography  shows  a 
vascular  blush. 

The  clinical  differential  diagnosis  of  these  lesions 
includes  laryngeal  cyst,  laryngocele,  and  soft-tissue 
tumor.  Histologically,  it  is  important  to  perform 
electron  microscopy  on  suspected  cases  since  the 
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alveolar  pattern  of  the  neoplasm  may  also  he  repro- 
duced by  an  adenocarcinoma  or  carcinoid  tumor. 

Metastases  have  developed  in  6 of  the  32  reported 
cases  for  an  index  of  malignant  condition  of  18  per- 
cent.67,68 There  have  been  two  reports  of  multifocal 
glomus  tumors  involving  the  larynx,  but  no  instance 
of  heredofamilial  occurrence. 

These  lesions  are  best  treated  by  wide  local  exci- 
sion or  partial  laryngectomy  through  a cervical  ap- 
proach after  a preliminary  tracheostomy,  because  of 
their  tendency  to  recur  and  cause  troublesome  op- 
erative bleeding.  In  five  instances  the  tumor  also 
had  an  extralaryngeal  component.  In  the  few  cases 
in  which  radiotherapy  was  employed,  it  failed  to 
control  the  tumor.68 

Orbit.  There  have  been  reported  17  cases  of 
glomus  tumor  arising  within  the  orbit.25,35  While  a 
parent  body  for  these  lesions  has  not  been  identified, 
one  presumably  exists.  The  age  range  is  from  3 to 
69  years,  with  a mean  of  43  years.  There  is  no  sexual 
predilection  or  preferred  laterality. 

The  most  common  presenting  complaint  was 
proptosis.  In  about  one  half  of  the  cases  an  orbital 
mass  was  also  visible.  Retinoscopy  generally  re- 
vealed nonspecific  findings.  Radiography  demon- 
strated in  some  cases  a soft-tissue  density  or  bony 
erosion,  and  arteriography  showed  a tumor  stain. 

These  tumors  are  locally  invasive  and  have  pro- 
duced regional  or  distant  metastasis  in  4 cases,  or  25 
percent.  Because  of  lack  of  encapsulation  and  in- 
filtration, local  excision  is  generally  followed  by  rapid 
recurrence,  which  occurred  in  9 of  10  cases.  Orbital 
exenteration  was  performed  in  9 cases.  Radiother- 
apy appeared  to  be  ineffective  in  achieving  local 
control  as  judged  by  the  results  in  the  8 cases  in  which 
it  was  employed.  The  nonchromaffin  paraganglioma 
of  the  orbit  appears  to  be  an  unusally  agressive 
soft-tissue  tumor  and  carries  a poor  prognosis.69,70 

Nose  and  nasopharynx.  There  have  been  16 
lesions  reported  arising  in  the  nose  and  nasopharynx 
presumably  from  undisclosed  glomus  bodies  present 
there.  There  have  also  been  reports  of  glomus  jug- 
ulare  tumors  and  intracranial  glomus  tumors  with 
secondary  nasopharyngeal  extension.71  Among  the 
primary  cases,  the  age  range  was  from  8 to  92  years, 
with  a mean  of  45  years.  Females  outnumber  males 
in  a ratio  of  3 to  1.  Lesions  on  the  right  side  were  as 
common  as  those  on  the  left  side,  and  in  three  in- 
stances the  tumor  arose  in  the  midline. 

The  presenting  complaint  included  nasal  ob- 
struction, epistaxis,  sinusitis,  and  otologic  symptoms 
from  eustachian  tube  obstruction.72  Radiography 
may  reveal  a soft-tissue  mass,  evidence  of  sinusitis, 
or  bony  sclerosis  or  erosion.  Similar  to  other  such 
lesions  angiography  produced  a characteristic  vas- 
cular stain  which  could  be  differentiated  from  that 
of  the  juvenile  angiofibroma. 

While  locally  aggressive,  none  of  the  cases  have 
been  reported  to  metastasize.  There  is  one  instance 
of  multicentric  origin  but  no  hereditary  cases.73 

Surgery  appears  to  be  the  treatment  method 


choice,  with  radiotherapy  inducing  tumor  regression 
in  only  some  of  the  cases.72,73  These  tumors  appear 
generally  to  follow  a protracted  clinical  course  despite 
lack  or  failure  of  treatment. 

Other  craniocervical  tumors.  There  have  been 
scattered  case  reports  of  tumors  arising  at  such  di- 
verse sites  as  the  face74;  pinna75;  parotid,  occurring 
in  3 cases'6;  temporalis  muscle77;  buccal  mucosa78; 
tongue,  occurring  in  2 cases79;  soft  palate80;  ptery- 
gopalatine fossa,  reported  in  2 cases81;  mandible82; 
esophagus83;  and  trachea,  reported  in  3 cases.84  The 
15  cases  reported  arising  in  the  thyroid  presumably 
developed  from  laryngeal  glomic  tissue  displaced 
within  its  capsule.85 

Chemodectomas  have  also  been  reported  occurring 
along  the  entire  length  of  the  cervical  carotid  system, 
presumably  from  scattered  ectopic  nests  of  glomic 
tissue.86,87  Tumors  have  similarly  been  described 
in  relation  to  the  cervical  vagus  nerve.87,88  There  are 
also  a few  reports  of  intracranial  tumors  lacking  a 
temporal  bone  component.89,90 
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Senility  sometimes  caused 
by  curable  ailments 

Senility — the  intellectual  impairment  that  may  come 
with  advancing  years — sometimes  is  caused  by  curable 
physical  and  emotional  disease,  says  a report  in  the  July 
18  Journal  of  the  American  Medical  Association. 

And  even  if  senility  is  chronic  and  cannot  be  cured,  there 
is  much  that  can  be  done  to  help  lessen  the  impact  of  the 
condition  and  make  life  more  meaningful  for  those  af- 
fected, the  report  says. 

The  report — titled  "Senility  Reconsidered” — is  from  a 
Task  Force  of  experts,  sponsored  by  the  Nat  ional  Institutes 
of  Aging,  Bethesda,  Md. 

It  is  generally  accepted  that  there  are  changes  in  some 
intellectual  functions  in  the  elderly,  just  as  there  is  some 
loss  in  physical  abilities  with  aging,  the  Task  Force  says. 

“Normal  aging,  however,  does  not  include  gross  intel- 
lectual impairment,  confusion,  depression  hallucinations, 
or  delusions.  Such  symptoms  are  due  to  disease  and  in- 
dicate the  need  for  diagnosis  and  treatment.” 

Estimates  are  that  some  10  percent  of  individuals  older 
than  65  years  have  noticeable  intellectual  impairment. 
Some  10  to  20  percent  of  those  individuals  having  such 
impairment  have  reversible  conditions  that  will  improve 
with  treatment. 

Early  symptoms  of  senile  dementia  as  noted  by  relatives, 
employers,  or  friends,  and  frequently  by  the  patients 
themselves,  are  failing  attention  and  memory  and  declining 
mathematical  ability.  Errors  of  judgment,  irritability, 
personality  changes,  loss  of  sense  of  humor,  or  poor  or- 
ientation may  indicate  that  intellectual  function  is  dete- 
riorating. 

This  can  be  caused  by  certain  conditions  that  cannot  be 
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cured.  But  also  it  can  be  caused  by  adverse  effects  of 
medications,  and  by  illnesses  involving  heart,  lungs,  kid- 
neys or  liver,  glandular  imbalances,  body  fluids  and  min- 
erals upsets,  too  little  oxygen,  anemia,  infections,  nutri- 
tional deficiencies,  and  becoming  too  hot  or  too  cold,  the 
Task  Force  points  out.  Many  of  these  conditions  can  be 
corrected. 

Even  if  the  elderly  patient  has  an  irreversible  disorder, 
as  do  many,  frequently  much  can  be  done  to  reduce  the 
severity  of  its  manifestations  through  treatment  of  the 
symptoms  and  supportive  therapy.  Those  around  the 
elderly  person  whose  mind  is  failing  must  be  aware  that  the 
patient  has  difficulty  with  orientation  as  to  time,  place,  and 
person,  and  needs  to  be  constantly  reminded. 

Those  with  intellectual  impairment  should  be  kept  in 
familiar  surroundings  if  at  all  possible,  as  it  is  difficult  for 
them  to  cope  with  unfamiliar  places. 

Physicians  should  be  aware  of  the  extreme  sensitivity 
of  the  aged  brain  to  a wide  variety  of  medications.  Ordi- 
nary doses  sometimes  lead  to  problems. 

And  finally: 

“A  key  feature  in  maintaining  mental  health  in  old  age 
seems  to  be  continued  mental  as  well  as  physical  ac- 
tivity.” 

The  Task  Force  is  composed  of  Richard  W.  Besdine, 
M.D.,  of  the  Hebrew  Rehabilitation  Center  for  the  Aged 
and  Harvard  Medical  School,  Boston;  MDs  Jacob  A. 
Brody,  Robert  N.  Butler,  and  Leroy  E.  Duncan  of  the 
National  Institute  on  Aging  of  the  National  Institutes  of 
Health,  Bethesda;  Lissy  Jarvik,  M.D.,  of  Brentwood  Vet- 
erans Administration  Medical  Center  and  UCLA  Medical 
School,  Los  Angeles,  and  Leslie  Libow,  M.D.,  of  the  Jewish 
Institute  for  Geriatric  Care  and  the  State  University  of 
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To  learn  how  to  treat  disease  one  must  learn 
how  to  recognize  it.  The  diagnosis  is  the  best 
trump  in  the  scheme  of  treatment. — Jean-Mar- 
tin Charcot,  M.D.  (1880) 


More  diseases  affect  the  lungs  than  any  other 
organ.  The  class  of  interstitial  pneumopathies,  for 
instance,  alone  accounts  for  well  over  a couple  of 
hundred  items.  The  cause  of  numerous  parenchy- 
mal abnormalities  is  determined  by  amalgamating 
data  from  various  modalities,  such  as  plain  chest 
roentgenography,  sputum  and  pleural  fluid  analyses, 
skin  testing,  and  serologic  titration,  which  do  not 
involve  invasive  methodology.  Nevertheless,  the 
standard  gamut  of  noninvasive  investigations  cannot 
be  counted  on  to  provide  a speedy,  specific  diagnosis 
of  many  disorders,  exemplified  by  diverse  neoplastic, 
pneumoconiotic,  and  acute  inflammatory  entities. 
It  is  in  cases  such  as  these  that  treatment  hinges  on 
direct  procurement  of  tissue  itself. 

One  century  ago,  even  before  the  discovery  of  the 
x-ray,  percutaneous  needling  of  the  lung  was  prac- 
ticed to  ascertain  whether  sundry  lesions  were  in- 
fectious or  cancerous.1,2  A proliferation  of  diagnostic 
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American  College  of  Chest  Physicians,  Monday,  September  17, 
1979. 
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procedures  devised  since  then  has  made  virtually  any 
intrathoracic  structure  accessible  for  tissue  sampling. 
Latter-day  technologic  advances,  notably  those 
pertaining  to  fiberoptic  illumination,  steerable  mi- 
crobiopsy instruments,  electron  microscopy,  and 
immunohistologic  techniques,  have  literally  revolu- 
tionized and  amplified  diagnostic  appreciation  of 
pulmonary  pathologic  conditions. 

The  profusion  of  diagnostic  invasive  procedures 
in  contemporary  medicine  often  is  tantamount  to  a 
veritable  “embarras  de  richesses.”  This  dissertation 
surveys  those  which  are  available  to  the  practitioner, 
their  rationale,  factors  relevant  to  optimal  technical 
performance,  and  clinical  circumstances  in  which 
they  can  be  applied  to  advantage. 

Factors  governing  decision  and 
choice  of  diagnostic  invasive  modality 

Why,  when,  and  how  an  invasive  procedure  is  un- 
dertaken depends  on  a multitude  of  considerations 
in  terms  of  which  each  case  is  individualized. 

I.  Patient-related 

A.  Age  (pediatric;  geriatric) 

B.  Background  (demographic;  occupational) 

C.  Physiologic  (cardiopulmonary  reserve) 

D.  Anatomic  deformities  (kyphoscoliosis;  cer- 
vical arthritis) 

E.  Concurrent  illnesses  (sepsis;  bleeding  diath- 
esis; uremia;  asthma;  cardiac  dysrhythmias; 
immunodeficiency) 

F.  Conditions  hampering  transportability 
(paraplegia;  burns;  multiple  fractures;  acute 
myocardial  infarction) 

G.  Complicating  manifestations  of  presenting 
chest  disease  (phrenic  or  recurrent  nerve 
palsies;  superior  vena  cava  compression; 
pleural  effusion;  mediastinal  lymphadenop- 
athy;  distant  metastases) 

H.  Airway  lumenal  adequacy  or  soiling  (tra- 
cheostenosis; tracheostoma) 

I.  Information  provided  by  previous  noninva- 
sive studies: 

1.  Chest  radiograms  (size,  location,  later- 
ality, diffuseness  of  lesions) 

2.  Mediastinal  tomography  (lymphade- 
nopathy) 

3.  Sputum  bacteriology  and  cytology 

4.  Immunologic  screening  (serology;  skin 
tests) 
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J.  Urgency  of  securing  etiologic  diagnosis  (for 
example,  pneumonia  in  immunosuppressed 
persons) 

K.  What  the  clinical  likelihood  realistically  is  of 
the  diagnosis  benefiting  the  patient  (for  ex- 
ample, end-stage  disease) 

II.  Procedure-related 

A.  Diagnostic  rationale 

1.  Isolating  microbial  pathogen  in  fulmi- 
nating, unresolved,  or  progressive 
pneumonitis 

2.  Gaining  histologic  confirmation  of  pres- 
ence or  absence  of  cancer,  independent 
of  patient’s  candidacy  for  ablative  sur- 
gery. 

3.  Securing  etiologic  identification  of  in- 
determinate chest  disease  with  or  with- 
out radiographic  signs  (for  example, 
positive  sputum  cytologic  finding  or  he- 
moptysis of  occult  origin) 

4.  Rendering  tissue  diagnosis  to  guide  ad- 
junctive management  of  persons  deemed 
inoperable  or  whose  disease  complex 
prohibits  protracted  or  elaborate  inves- 
tigative work-up  (for  example,  superior 
sulcus  tumor;  extensive  opportunistic 
pneumonitis) 

5.  For  prognostication,  that  is,  to  estimate 
the  potential  for  operability  or  tumor 
resectability  by  classifying  cell  type  and 
degree  of  differentiation,  mapping  lym- 
phatic spread,  detecting  metastatic  im- 
plants on  pleura,  diaphragm,  pericar- 
dium, bone 

6.  Judging  from  cytologic  criteria  whether, 
even  if  to  gross  appearances  the  neo- 
plasm seems  resectable,  thoracotomy- 
associated  risks  exceed  projected  actu- 
arial survival  rates  for  that  category  of 
cancer  (for  example,  oat  cell;  anaplastic) 
managed  by  alternative  measures 

7.  Tracing  primary  extrathoracic  tumoral 
source  of  pulmonary  metastases 

8.  Settling  forensic  disputes  concerning  the 
nexus  of  chest  disease  with  industrial 
pollutants 

9.  Acquiring  tissue  for  the  manufacture  of 
immunologic  antimitotic  preparations 
(BCG  (Bacillus  Calmette-Guerin)- 
complexed  cellular  vaccine) 

10.  Enabling  serial  checks  of  the  response  of 
disease  (that  is,  progression,  remission, 
recrudescence)  to  treatment  when  fol- 
low-up documentation  by  radiography, 
sputum  cytology,  or  culture,  and  so  forth, 
is  insufficient 

B.  Which  structure  chiefly  requires  sampling 
(bronchial  mucosa;  lung  parenchyma;  lymph 
nodes;  pleura;  and  so  forth) 

C.  Anticipated  qualitative  and  quantitative  re- 
turns (fluid;  tissue  “juice”  containing  cells  or 
germs;  tissue  fragments) 

I).  Estimated  diagnostic  yield  (including  false- 
negative and  false-positive  results) 

E.  Frequency  rates  of  complications  (morbidity; 
mortality) 


F.  Feasibility  of  combining  a number  of  diag- 
nostic modalities  at  the  same  session 

G.  Likelihood  of  the  procedure  being  simulta- 
neously curative  (for  example,  excisional 
wedge  biopsy  of  an  isolated  benign  nodule) 

H.  The  chances  of  the  procedure  either  being 
convertible  at  once,  or  of  interfering  later, 
with  efforts  to  clear  disease  by  either  defini- 
tive or  palliative  forms  of  surgical  exeresis  (for 
example,  open-lung  biopsy  followed  by  lo- 
bectomy either  for  genuine  cure  or  for  elimi- 
nating cancer-engendered  obstructive  sup- 
purative pneumonitis,  abscess,  or  hemor- 
rhage) 

I.  Influence  of  whether  the  procedure  is  in- 
cisional or  excisional  on  propagation  of  the 
etiologic  agency,  or  clinical  course  of  illness 
in  terms  of  symptom-relief  or  longevity 

Ideal  resources  for  pulmonary 
diagnostic  invasive  studies 

The  manner  in  which  a diagnostic  invasive  study 
is  conducted  has  great  relevance  concerning  patient 
comfort  and  safety,  and  yet  it  becomes  readily  ap- 
parent from  information  gleaned  in  publications  and 
elsewhere  that  there  is  no  uniformity  whatsoever  of 
opinions  on  the  subject.  For  example,  some  physi- 
cians routinely  do  bronchoscopy  in  awake  patients 
whereas  others  prefer  doing  them  under  general  an- 
esthesia; some  physicians  pride  themselves  on  being 
able  to  do  transbronchoscopic  lung  biopsy  without 
fluoroscopic  monitoring,  while  others  think  the  latter 
to  be  indispensable;  and  so  forth.  Since  such  vari- 
ables are  not  ordinarily  included  in  statistical  anal- 
yses, even  pooled  data  in  the  literature  do  not  accu- 
rately reflect  true  incidence  rates  of  complications 
entrained  by  different  procedures.  Obviously,  as  in 
every  medical  endeavor,  success  with  any  technique 
is  proportional  to  the  interest  and  experience  of  the 
operator  and  of  the  institutional  facilities  at  his  dis- 
posal, cost  containment  matters  aside. 

Ideally,  pulmonary  diagnostic  invasive  procedures 
are  accomplished  with  these  resources  available: 

I.  Preoperative  review  of  each  case  at  an  inter- 
disciplinary conference  of  experts  in  chest 
diseases:  namely,  internist,  surgeon,  radiolo- 
gist, anesthesiologist,  pathologist,  cytologist, 
microbiologist,  oncologist,  radiotherapist,  ep- 
idemiologist 

II.  The  diagnostic  procedures  are  conducted  by  a 
thoracic  surgeon  who  is  thoroughly  versed  in: 

A.  Technical  performance  of  a variety  of  ap- 
proaches tailored  to  answering  different 
aspects  of  the  clinical  problem,  their  limi- 
tations, and  how  to  cope  with  mishaps  when 
they  occur 

B.  Endoscopic  anatomy:  bronchial,  medias- 
tinal, and  pleural 

C.  Instruments,  their  application,  and  up- 
keep 

D.  Correct  retrieval,  handling,  and  preserva- 
tion of  different  biopsy  specimens  intended 
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FIGURE  1.  According  to  various  procedures,  indicated  incisions  provide  access  for  biopsy  of  lung  parenchyma  and  for  lymph 
nodes  and/or  pleura. 


transport  media  to  ensure  conservation  of 
sterility  and  morphologic  intactness  of 
samples  for  different  analyses 

IV.  Blood  bank  provisions  for  implementing 
cross-match,  and  transfusion  of  blood,  fresh- 
frozen  plasma,  platelet  concentrates 

V.  Proximity  to  laboratory  capable  of  performing 
immediate  blood  gasometry,  hematologic  tests, 
biochemical  determinations 

VI.  Readiness,  on-call,  of  technicians  and  other 
paramedical  personnel  specifically  trained  in 
proper  handling  of  freshly  procured  specimens 
for  prompt  cryostat  (“frozen  section”)  exami- 
nation or  for  other  specialized  investigations 

VII.  Availability  of  recovery  room  and  intensive  care 
unit  facilities 

Diagnostic  invasive  procedures 
for  procuring  diverse  tissues 


for  diverse  examinations 

III.  The  procedure  is  not  done  in  an  office,  clinic, 

or  other  out-hospital  setting,  but  instead  with 

staff  assistants  and  in  an  operating  room  milieu 

equipped  with: 

A.  Assorted  surgical  apparatus  suitable  for 
undertaking  any  of  a multiplicity  of  tho- 
racic and  thorax-related  operations  (tho- 
racotomy; tube  thoracentesis;  mediasti- 
nostomy;  tracheostomy) 

B.  Set-up  for  continuous  electrocardiographic 
monitoring 

C.  Anesthesia  equipment,  drugs,  and  gases 

D.  Modular  cart  carrying: 

1.  Resuscitation  and  life-support  systems 
(ventricular  defibrillator;  manual 
breathing  bag;  chest  compressor) 

2.  Emergency  medication  (vasopressors; 
anticonvulsants;  bronchodilators; 
antidotes;  cardiotonics;  steroids;  anti- 
histaminics;  alkalinizing  buffers;  and 
so  forth) 

E.  Auxiliary  critical  care  monitoring  or  treat- 
ment contrivances  (cardioverter;  mechan- 
ical respirators;  temporary  cardiac  pacing 
leads  and  pulse  generators;  Fogarty  balloon 
catheters;  Swan-Ganz  catheter;  vacuum 
bottles;  and  so  forth) 

F.  Image  intensification  multiplane  fluoros- 
copy with  television  coupling  and  spot-film 
cassette  changer 

G.  The  wherewithal  for  proceeding  expedi- 
tiously to  formal  thoracotomy  for  lung  re- 
section, if  indicated,  or  for  rectifying  acci- 
dents such  as  profuse  bleeding,  pieces  of 
biopsy  tools  breaking  off  and  nonretrievable 
by  simpler  means,  and  so  forth 

H.  Stocks  of  appropriate  glass  slides,  fixatives, 
preservatives,  storage  receptacles,  and 


As  mentioned  before,  an  array  of  invasive  proce- 
dures is  available  for  obtaining  a variety  of  in- 
trathoracic  tissues.  The  different  approaches  and/or 
routes  are  indicated  in  the  following  outline,  and,  in 
abridged  form,  in  Figure  1. 

I.  Bronchial  mucosa  and  secretions 

A.  Bronchoscopy 

1.  Rigid 

2.  Flexible 

a.  White  light 

b.  Fluorescence 

B.  Nonbronchoscopic  selective  bronchial 

catheterization 

1.  Nasotracheal 

2.  Orotracheal 

3.  Percutaneous  transtracheal  (transla- 
ryngeal;  transcricothyroid  membrane) 
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II.  Lung  parenchyma 

A.  Percutaneous  (transthoracic;  closed) 
needling 

1.  Aspiration 

2.  Cutting 

a.  End-blade 

b.  Side-punch 

c.  Trephine 

3.  Suction-excision 

B.  Percutaneous  (transthoracic;  closed)  trocar 
cannulation 

C.  Transbronchial 

1.  Nonbronchoscopic  selective  bronchial 
catheterization 

a.  Nasotracheal 

b.  Orotracheal 

2.  Bronchoscopic 

a.  Rigid  bronchoscope 

b.  Flexible  fiberscope 

D.  Limited  (mini  ) thoracotomy 

1.  Cervical 

a.  Supraclavicular 

b.  Suprasternal  (mediastinopleuros- 
copy) 

2.  Thoracic 

a.  Anterolateral  (submammary) 

b.  Transaxillarv 

c.  Parasternal  (anterior  mediastino- 
tomy) 

d.  Paravertebral  (parascapular;  pos- 
terior) 

E.  Thoracoscopy  (pleuroscopy;  pleural  endos- 

copy) 

1.  Pleuroscope 

2.  Mediastinoscope 

3.  Rigid  bronchoscope 

4.  Flexible  bronchofiberscope 

5.  Dyonic  needle  arthroscope 

F.  Formal  thoracotomy 

III.  Lymph  nodes 

A.  Supraclavicular  (parascalene) 

1.  Suprascalene 

2.  Infrascalene  (subscalene;  retroscalene) 

B.  Cervical  mediastinotomy 

1.  Transverse  supraclavicular 

2.  Oblique  supraclavicular 

3.  Suprasternal 

4.  Transcervical  mediastinoscopy 

C.  Thoracic  mediastinotomy 

1.  Parasternal  (anterior)  mediastino- 

tomy 

2.  Subxiphoid  mediastinoscopy 

D.  Transcarinal  needling 

1.  Aspiration 

2.  Coring 

IV.  Pleura  and/or  pleural  fluid 

A.  Thoracentesis 

1.  Needle 

2.  Tube 

B.  Any  of  procedures  for  biopsying  lung  pa- 

renchyma except  bronchoscopy 

I n addition  to  the  aforementioned,  various  invas- 
ive radiographic  methods  aid  in  the  delineation  of' 
bronchopneumopathies  or  their  differentiation  from 
other  intrathoracic  lesions. 


The  special  invasive  nonbiopsy  radiographic 
studies  include  the  following: 

1.  Bronchography 

a.  Iodized  oil 

b.  Tantalum  powder 

2.  Pulmonary  angiography 

3.  Thoracic  aortography 

4.  Bronchial  arteriography 

5.  Azygography 

6.  Pneumomediastinography 

7.  Mediastinal  lymphography 

Bronchial  tree 

Bronchoscopy.  The  premier  diagnostic  purpose 
of  bronchoscopy  is  visual  examination  of  the  tra- 
cheobronchial tree  and  the  acquisition  of  specimens 
to  identify  the  etiology  of  bronchopneumopathies, 
irrespective  of  whether  these  may  or  may  not  have 
any  future  surgical  therapeutic  bearing.  The  study 
must  never  be  omitted  any  time  that  thoracotomy  for 
lung  resection  is  definitely  planned.  Even  with  a 
histologic  diagnosis  already  substantiated  and  a mass 
shown  radiographically  in  a particular  lobe,  preop- 
erative inspection  of  the  respiratory  tract  in  toto  is 
mandatory.  The  proposed  ablative  procedure  may 
need  to  be  drastically  revised  or  relinquished  entirely 
on  the  basis  of  such  insidious  bronchoscopic  discov- 
eries as  carinal  fixation  or  widening,  synchronous  or 
metachronous  tumors,  or  bronchoesophageal  fis- 
tula. 

The  prominent  position  of  bronchoscopy  among 
diagnostic  modalities  has  been  boosted  yet  higher  by 
technologic  strides  embodied  in  fiberoptics  and 
flexible  apparatus  with  directional  steering  levers. 
These  have  brought  remote  frontiers  of  the  bronchial 
tree  within  sight  and  manipulative  reach. 

Flexible  bronchofiberscopes,  their  revolutionary 
impact  notwithstanding,  should  supplement  rather 
than  supplant  rigid  instruments,  which  undeniably 
are  the  sheet  anchor  of  endoscopy.  In  current 
practice  the  two  often  are  used  interchangeably,  the 
primary  role  of  the  one  being  reinforced  by  working 
also  with  the  other.  A typical  situation  when  both 
varieties  of  scopes  are  complementary  is  biopsy  of  an 
extraordinarily  friable  fungating  neoplasm  in  a major 
bronchus.  This  is  better  accomplished  through  a 
rigid  endoscope,  but  then  inspection  with  the  flexible 
one  can  be  carried  out  to  make  sure  that  scraps  of  the 
tumor  have  not  dropped  into  the  lower  passages. 

The  principal  utility  of  the  flexible  bronchofiber- 
scope is  for  visualizing  or  entering  segmental,  sub- 
segmental,  and  sometimes  terminal-order  bron- 
chioles, even  of  the  upper  lobes,  without  resorting  to 
awkward  telescopic  accessories.  It  is  invaluable 
for: 

1.  Examining  individuals  who  have  deformities  of 
the  cervical  spine;  cranial  pathologic  condition;  thorac- 
ic aortic  aneurysm;  trismus;  decayed  or  prominent 
teeth;  jaw  fractures;  microstomia;  or  who  are  receiving 
mechanical  respiratory  assistance. 
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2.  Negotiating  past  tracheostomy  cuffs  and  major 
bronchi  which  are  strictured  due  to  carinal  distortion, 
extrinsic  compression,  or  subtotal  obstruction  by  an 
intralumenal  mass. 

3.  Selectively  aspirating  from  smaller  bronchi  na- 
tive exudates  uncontaminated  by  exogenous  secre- 
tions. 

4.  Tracking  the  genesis  of  hemoptysis  or  of  cytolog- 
ically  positive  sputum  in  persons  whose  chest  x-ray  films 
appear  unremarkable. 

5.  Accomplishing  ancillary  documentation  of  en- 
doscopy findings  by  another  observer  viewing  through 
a side-port  cable,  or  by  means  of  camera  attachments 
for  color  still  photography,  cinematography,  or  video- 
tape recording. 

The  flexible  fiberscope  is  insertable  via:  (1)  the 
nostrils;  (2)  the  mouth;  (3)  an  oroendotracheal  tube; 
(4)  a tracheostoma;  (5)  a nasopharyngeal  tube;  (6)  a 
rigid  tracheoscope;  or  (7)  a standard  metal  ventilating 
bronchoscope. 

Some  of  these  conduits,  especially  the  transnasal 
and  peroral,  are  conducive  to  contamination  of  the 
tracheobronchial  tree  with  bacteria  from  the  upper 
air  passages,  this  being  maximized  from  frequent 
reinsertions  after  the  scope  is  withdrawn  during  in- 
tervals to  cleanse  the  distal  lens. 

Other  potential  ill  effects  of  repetitive  introduction 
of  the  flexible  endoscope,  even  with  sufficient  lu- 
brication and  anesthesia,  are:  vocal  cord  edema  or 
injury;  larvngospasm;  bronchospasm;  vasovagal  re- 
actions; pneumonitis;  and  loss  of  biopsy  instrument 
parts  inside  bronchi. 

In  comparison  to  the  rigid  bronchoscopes,  the 
flexible  models:  (1)  are  appreciably  costlier;  (2) 

generally  give  inferior  quality  images;  (3)  are  more 
delicate  and  readily  subject  to  breakage;  (4)  are 
harder  to  clean  and  store;  (5)  unless  gas-sterilized, 
may  transmit  fungal  and  anaerobic  bacterial  spores 
which  are  not  killed  by  ordinary  germicidal  prepa- 
rations; (6)  produce  higher  airflow  resistance,  hence 
may  impede  optimal  oxygenation;  (7)  are  unsuitable 
for  swift  or  protracted  suctioning  of  copious  blood, 
pus,  or  inspissated  mucous  plugs;  (8)  do  not  allow 
harvesting  abundant  specimens;  (9)  are  more  likely 
to  yield  misshapen  tissue  samples;  (10)  are  inade- 
quate for  obtaining  transcarinal  lymph  node  biopsies; 
(11)  may  not  be  suitable  for  infusing  oleaginous 
bronchographic  substances  through  them;  and  (12) 
usually  require  longer  operating  time. 

The  conventional  rigid  scope  is  manifestly  more 
serviceable  than  the  flexible  one  on  many  occasions, 
such  as  assessing  mainstem  lesions,  and  when  having 
to  contend  unexpectedly  with  airw'ay  flooding  due  to 
marked  bronchorrhea,  massive  hemoptysis,  or 
eruption  of  pus  from  bronchiectasis  or  lung  abscess. 
Tumors  of  a vascular  nature  which  are  prone  to  bleed 
inordinately,  such  as  bronchial  adenoma,  must  never 
be  biopsied,  if  biopsied  at  all,  through  other  than  a 
rigid  endoscope,  to  enable  packing  with  tampons  or 
compression  with  a Fogarty  balloon  catheter. 

A rigid  scope  is  an  hollow  cylinder,  whereas  the 


flexible  one  is  essentially  a closed  rod.  Therefore,  the 
patient  breathes  through  the  first,  but  is  compelled 
to  breathe  around  the  second.  In  general,  the  rigid 
bronchoscope  is  safer  for  young  children  and  for 
subjects  with  tracheal  tumor  or  stenosis  because  the 
comparative  or  actual  constriction  in  tracheal 
cross-section  can  he  badly  compromised  even  more 
by  the  flexible  scope.  To  forestall  the  possibility  of 
asphyxiation  in  these  patients,  and,  for  that  matter, 
in  all  ot  hers  too,  there  should  be  no  hesitancy  about 
routinely  using  modern  rigid  bronchoscopes 
equipped  with  Venturi  jet  adapters  for  ensuring 
maximal  oxygenation. 

Po  reiterate,  then,  flexible  bronchofiberscopy 
should  not  be  embarked  on  without  a rigid  scope 
being  handy  on  a standby  basis. 

Diagnostic  procedures  which  can  he  done  in  the 
context  of  bronchoscopy  include: 

1.  Selective  aspiration  of  secretions. 

2.  Sampling  of  bronchial  mucosal  lesions  by  biting, 

curettage,  or  brushing  biopsy. 

3.  Fluorescence  bronchofiberscopy. 

4.  Transbronchial  lung  biopsy. 

5.  Transcarinal  lymph  node  biopsy. 

The  last  two  items  will  be  discussed  in  the  sec- 
tions pertaining  to  the  respective  tissues  biopsied. 

Selective  apiration  of  secretions.  The  collection 
of  expectorated  sputum  for  cytologic  or  microbiologic 
testing  usually  suffices  when  the  locale  of  a patho- 
logic condition  is  evident  roentgenographically. 
When  radiographic  localization  is  equivocal,  selective 
aspiration  of  secretions  from  different  bronchial  rami 
may  point  decisively  to  the  fountainhead  of  disease. 
As  is  true  of  any  collection  method,  attentive  for- 
bearance from  contaminating  the  washings  with  ex- 
traneous secretions  or  nosocomial  substances  will  aid 
materially  in  eliminating  ambiguous  interpretations 
at  subsequent  analysis. 

Chemicals  used  for  topical  anesthesia  are  liable  to 
be  toxic  to  various  microorganisms,  and  so  are  best 
avoided  if  the  chief  goal  of  endoscopy  is  the  acquisi- 
tion of  secretions  for  bacterial  or  fungal  culture.3-6 

If  untainted  material  is  procured  by  selective 
bronchial  aspiration  with  the  flexible  fiberscope, 
there  is  seldom  need  to  incur  the  additional  expense 
and  bother  of  obtaining  postbronchoscopy  sputum 
specimens  which  have  a low  yield  diagnostically 
anyway  when  derived  from  peripheral  lesions. 

Biting,  curettage,  or  brushing  biopsy.  The  sam- 
pling of  bronchial  mucosal  growths  is  by  means  of 
biting,  curettage,  or  brushing  biopsies,  preferably  all 
three.  A variety  of  biting  forceps  with  serrated  or 
cup-shaped  shearing  blades  at  different  angles  are 
marketed.  Since  between  40  and  70  percent  of  tu- 
mors are  visible  endoscopically,  fragments  from  a fair 
proportion  of  them  can  be  severed  with  such  ron- 
geurs. The  sturdier  forceps  used  with  rigid  endo- 
scopes allow  bigger  chunks  to  be  morselled,  especially 
from  polypoid  growths.  Because  the  minute  di- 
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mensions  of  tissue  obtained  through  flexible  endo- 
scopes incline  to  much  sampling  variation,  multiple 
pieces  should  be  taken. 

In  situ  carcinoma  frequently  originates  at  a “spur” 
or  acute  angle  of  bronchial  bifurcation.  The  diag- 
nostic recovery  of  this  sessile  tissue  is  substantially 
greater  with  bite  biopsies  than  with  curettage  or 
brushing.7  All  biting  forceps,  especially  those  with 
miniature  blades,  must  be  kept  sharpened  and  in 
good  working  condition  to  obviate  mangling  of 
specimens. 

Some  tumors  which  reside  on  the  wall  of  a bron- 
chial orifice  and  are  not  readily  seizable  with  either 
end-biting  or  side-biting  forceps  lend  themselves  well 
to  curettage  with  hinged  scoop,  gouge,  or  helical-tip 
directable  wires.  The  scrapings  so  produced  are 
brought  to  the  surface  either  by  being  sucked  up, 
which  makes  for  somewhat  considerable  artifactual 
overlap,  or  by  being  entrapped  on  a brush  sent  down 
to  swish  the  biopsy  site.  Whether  curettage  is  ef- 
fected through  a rigid  or  flexible  bronchoscope  is  not 
really  cogent  since  the  technique  ordinarily  is  re- 
served for  small,  excentric  lesions.  The  diagnostic 
yield  is  quite  good,  attaining  the  impressive  figure  of 
80  percent  in  some  series. 

Bronchial  mucosal  entities  which  although  exo- 
phytic are  so  distant,  or  do  not  protrude  sufficiently 
into  the  lumen  to  be  caught  with  forceps  or  curetted, 
can  be  biopsied  by  brushing.  When  rigid  endoscopes 
are  used,  the  brush-tipped  wires  are  advanced  di- 
rectly through  the  instrument  or  threaded  under 
fluoroscopic  guidance  through  catheters  premolded 
into  bronchial  contours.  Steerable  wires  used  in 
conjunction  with  flexible  endoscopes  are  more  ver- 
satile than  nonmobile  ones  associated  with  rigid 
scopes,  and  they  enable  procurement  of  biopsy 
samples  from  the  nethermost  regions  of  the  bronchial 
tree.  Additionally,  positioning  of  the  flexible  en- 
doscope in  line  with  the  bronchus  to  be  brushed 
abridges  exposure  to  fluoroscopy. 

Several  brushings  should  be  carried  out.  For  each 
different  site  which  is  stroked,  a separate  brush  is 
employed  and  tagged  accordingly.  Likewise,  indi- 
vidual brushes,  once  used,  are  kept  apart  from  other 
biopsy  instruments  on  the  tray  to  prevent  admixture 
of  specimens  harvested  in  various  ways. 

The  degree  to  which  cellular  material  is  desqua- 
mated by  brushing  depends  partly  on  how  zealously 
the  lesion  is  abraded,  but  also  on  the  composition  and 
construction  of  the  brush.  Older  “brushes”  were  just 
corkscrew-shaped  steel  wires,  but  current  ones  are 
made  with  unmatted  nylon.  The  stiffer  the  bristles, 
the  more  efficacious  is  the  scouring  action,  but  the 
more  likely  are  they  to  hind  against  and  injure  nor- 
mal bronchial  mucosa.  Brushes  should  be  checked 
periodically  and  deteriorated  ones  discarded.  Ide- 
ally, replaceable  brands  should  he  used  to  prevent 
cross-contamination  with  either  germs  or  epithelial 
elements.  Disposability  also  allows  the  whole  brush 
to  he  submitted  for  study.  In  this  connection,  some 
endoscopists  use  for  brush  a pledget  of  acrylic  or 


polyurethane  foam  glued  to  a malleable  wire.8  The 
sponge  is  cheap  and  is  processable  as  a unit  with  the 
sample  clinging  to  it. 

The  bits  of  tissue  swept  into  the  interstices  of  the 
brush  are  so  tiny  that  expeditious  processing  of  the 
specimen  is  of  the  essence.  Sometimes,  after 
streaking  slides,  the  brush  itself  can  be  snipped  off 
into  a Petri  plate  with  saline  solution  to  gather  more 
microfragments.  Part  of  the  suspension  is  inocu- 
lated into  culture  media,  and  the  remainder  is  cen- 
trifuged for  cell  block  study. 

Positive  cytologic  diagnoses  have  been  reported  in 
as  high  as  95  percent  of  cases  with  tumors  grossly 
evident  by  endoscopy,  85  percent  with  peripheral 
visible  cancers,  50  percent  with  invisible  tumors,  and 
80  percent  with  bronchus-communicating  infectious 
or  neoplastic  cavitary  lung  lesions.9-11  Diagnostic 
yield  is  upgraded  by  the  alliance  of  as  many  different 
bronchoscopic  biopsies  as  circumstances  will  allow. 
When  biopsy  techniques  are  combined,  ordinarily 
brushing  should  precede  cutting  so  that  blood  will 
not  clog  the  brushes  or  endoscope  sampling 
channel. 

A failing  of  flexible  bronchofiberscopy  is  that  at 
present  fabricated  biopsy  forceps  or  wire  brushes 
cannot  be  independently  redirected  beyond  the 
bronchus  cannulated  by  the  scope.  Therefore,  bi- 
opsy instruments  may  miss  firm  lesions  at  the  outer 
one  third  of  the  lung  which  are  less  than  2 cm.  in  di- 
ameter, have  a tendency  to  exfoliate  sparingly,  and 
are  linked  to  just  one  or  two  bronchioles.  This 
bronchus-tumor  relationship  accounts  for  the  for- 
tuitous “hit-or-miss”  sampling  and  relative  dearth 
of  productive  specimens  when  such  small  masses 
situated  distally  are  biopsied  through  the  flexible 
endoscope  and  why  it  is  advisable  to  resort  to  other 
approaches  for  nodules  of  that  sort.12  If,  albeit  this 
caveat,  sampling  of  a peripheral  coin  lesion  is  at- 
tempted through  the  flexible  endoscope,  it  is  expe- 
dient to  confirm  by  spot  x-ray  films  as  well  as  rotary 
television  fluoroscopy  that  the  point  of  the  biopsy 
device  is  truly  delivered  on  target  in  the  interior  of 
the  mass. 

Fluorescence  bronchofiberscopy.  Very  recently 
the  innovation  of  fluorescence  bronchofiberscopy  has 
been  described  for  detection  of  small,  early  bron- 
chogenic cancers.13  Its  rationale  stems  from  the 
phenomenon  that  systemically  injected  hemato- 
porphyrin  is  preferentially  absorbed  by  malignant 
cells  and  cleared  by  normal  tissue.  Invisible  under 
white  light,  a tumor  with  hematoporphyrin  accu- 
mulated in  it  presents  a red  fluorescent  glow  when 
examined  under  illumination  by  violet  light.  This 
novel  adaptation  of  bronchoscopy  is  still  undergoing 
research  but  holds  promise  of  being  one  solution  to 
the  quandary  of  localizing  incipient  cancers  which 
herald  their  presence  by  shedding  cells  in  sputum 
before  lung  changes  become  radiographically  no- 
ticeable. 

Nonbronchoscopic  sampling  of  bronchial 
mucosa  and  secretions.  Although  the  logical  way 
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to  biopsy  the  bronchial  tree  is  by  endoscopic  visual- 
ization there  are  occasions  when  the  direct  approach 
is  not  possible  because  of  clinical  reasons  or  because 
bypassing  the  upper  airways  is  desirable.  The  al- 
ternative is  nonbronchoscopic  selective  bronchial 
catheterization  via  any  of  various  routes:  ( 1)  naso- 
tracheal; (2)  orotracheal;  or  (3)  percutaneous  trans- 
tracheal, that  is,  via  the  translaryngeal,  transcri- 
cothvroid  membrane. 

The  method  is  applicable  for  sampling  secretions 
and  masses  in  mainstem,  lobar,  and  segmental 
bronchi.  It  is  not  helpful  for  unraveling  the  etiology 
of  diffuse  interstitial  diseases  nor  of  various  pulmo- 
nary consolidations  such  as  infarction,  which  lack 
intrabronchial  extension. 

Specimens  are  obtained  by  aspiration,  brushing, 
or  curettage.  The  techniques  are  “semi-blind”  in 
that  they  rely  on  fluoroscopically  assisted  placement 
and  manipulation  of  catheters.  “Blind”  probing, 
that  is,  without  fluoroscopic  guidance,  is  obsolete 
because  the  yield  is  considerably  less  and  complica- 
tions much  more  likely. 

The  introductory  catheters  are  radiopaque.  They 
are  prefabricated  to  conform  to  the  configuration  of 
individual  bronchi  which  they  are  intended  to  fit  into, 
but  deflector  spring  stylets  usually  are  required  to 
coil  them  around  anatomic  bends.  Some  commer- 
cially available  sets  are  manufactured  with  tele- 
scoping carriers  as  well  as  brushes  and  spring  guide 
wires  with  multidirectional  curvature-controllable 
shafts.1415  These  sophisticated  tools  with  swivel 
capabilities  have  expanded  the  sphere  of  catheter- 
ization to  encompass  some  diminutive  peripheral 
lesions  which  otherwise  would  escape  biopsy  were  less 
maneuverable  devices  used. 

Bronchography,  if  deemed  worthwhile,  is  facili- 
tated by  the  relatively  wide  bore  of  the  catheters. 

The  principal  value  of  the  percutaneous  trans- 
tracheal catheterization  mode  over  the  other  routes 
is  that  it  permits  more  reliable  assessment  of 
microorganisms  in  bronchial  secretions  uncontami- 
nated by  oropharyngeal  commensals. 

The  overall  diagnostic  accuracy  is  50  to  85  percent 
for  primary  lung  cancers,  depending  on  where  they 
are  situated.  Complications  are  rare,  consisting  in 
the  main  of  bleeding  from  bulky  tumors  being 
brushed  excessively  or  from  mural  perforation  by  the 
spring  wire  guide  of  a badly  diseased  bronchus. 
There  is  a single  case  on  record  of  lung  cancer  having 
been  implanted  onto  the  trachea  as  a sequel  to  per- 
cutaneous transtracheal  catheterization.16 


Lung  parenchyma 

Percutaneous  (closed;  transthoracic)  needle 
biopsy.  The  four  techniques  of  needle  biopsy  are: 
(1)  aspiration;  (2)  cutting;  (3)  trephine,  which  is  a 
variant  of  cutting;  and  (4)  suction-excision,  which 
combines  both  aspiration  and  cutting  maneu- 
vers.10>17-22 


Basically,  needle  biopsy  entails  either  aspirating 
cell-containing  pulp  or  cutting  a slice  or  core  of  tissue. 
According  to  which  of  these  functions  they  are  meant 
for,  a host  of  sheathed  or  obturator-mounted  needles 
is  available  commercially,  namely:  Vim-Silverman; 
Franzen;  Nordenstrom;  Cope;  Jack;  Menghini; 
Kerrison  Rongeur;  Franklin;  Carpenter-Lowell; 
Turner-Sargent;  Abrams  (Harefield);  Tru-cut;  and 
so  forth. 

Representative  aspirating  and  cutting  needles  of 
different  lengths  and  calibers  should  be  at  hand. 
The  proper  one  to  use  will  depend  on  the  particulars 
of  the  individual  case.  Thus,  for  biopsy  of  lesions  in 
lung  fused  to  the  chest  wall,  virtually  any  needle  will 
do.  In  this  category  is  superior  sulcus  tumor.  For 
a small,  mobile  mass  on  which  to  venture  aspiration 
biopsy  a long,  thin-walled,  short-beveled,  narrow- 
gauge  needle,  for  example,  of  the  kind  used  for  spinal 
tap,  is  serviceable.  Cutting  biopsy  is  practicable  for 
a compact  tumor  situated  peripherally,  with  or 
without  pleural  effusion.  Generally,  end-blade 
slicing  needles,  such  as  Vim-Silverman  and  Jack, 
tend  more  to  predilect  to  bleeding  and  are  less  sat- 
isfactory than  snagging  devices  with  button-hook  or 
side-punch  blades  such  as  those  of  Cope,  Abrams, 
and  Tru-cut. 

A variant  of  the  cutting  needle  technique  is  biopsy 
with  a trephine  driven  by  a pneumatic  drill  at  high 
speed.  Although  fairly  large  specimens,  2 to  4 cm. 
long  and  1.5  mm.  wide,  are  burrowed  out  with  it,  the 
technique  is  at  a competitive  disadvantage  compared 
to  others  because  hemorrhage  and/or  pneumothorax 
are  relatively  commonplace  in  its  wake. 

In  the  suction-excision  technique,  the  tip  of  an 
Abrams  needle  is  made  to  indent  lung  without  per- 
forating it.  By  exerting  suction  a lappet  of  lung  pa- 
renchyma is  gripped  into  the  side-inlet  of  the  biopsy 
chamber.  Then,  with  suction  maintained,  the  im- 
prisoned lung  tissue  is  avulsed  by  rotation  of  the 
needle  and  drawn  into  the  barrel  of  the  syringe.  A 
2-  by  3-mm.  morsel  of  tissue  is  thus  obtained. 

Percutaneous  needle  biopsy  is  a “semi-blind” 
procedure.  Precise  placement  of  any  kind  of  needle 
mandates  the  employment  of  image  amplification 
fluoroscopy.  Irrespective  of  whether  the  patient  is 
awake  or  anesthesized,  the  lung  must  be  completely 
still  when  it  is  pierced,  otherwise  a rent  will  ensue. 
Regardless  of  whether  biopsy  is  of  the  cutting  or  as- 
piration variety,  the  needle  is  plunged  inward  with 
a boring  motion,  in  a straight  line,  and  withdrawn 
rectilinearly  too.  No  matter  how  many  thrusts  are 
made  and  in  what  direction,  each  needle  path  should 
conform  exactly  to  the  path  of  entry  so  as  to  obviate 
“shimmy,”  or  laceration-provoking  torque  on  the 
impaled  lung.  A minimum  of  three,  preferably  more, 
specimens  are  taken  from  different  depths  of  the 
mass,  moving  in  centrifugal  fashion.  Thereby,  any 
irrelevant  necrotic  or  inflammatory  detritus  which 
may  be  at  the  outskirts  of  the  lesion  will  not  be  mixed 
with  the  important  cell-  or  bacteria-laden  material 
more  likely  to  be  at  the  hub. 
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Percutaneous  needle  biopsy  of  superior  sulcus 
tumors  requires  even  more  than  ordinary  precautions 
owing  to  the  contiguity  of  important  neurovascular 
structures  at  the  thoracic  inlet.  The  posterior, 
paravertebral  approach  is  safest.23,24  The  needle  is 
passed  through  the  first,  second,  or  third  intercostal 
space  in  a downward  direction  so  as  to  avoid  the 
brachial  plexus,  subclavian  vessels,  and  thoracic  duct. 
A recently  described  technique  of  ultrasonically  di- 
rected needle  biopsy  of  lung  masses  abutting  against 
the  chest  wall  may  have  especial  cogency  with  regard 
to  superior  sulcus  tumors.25 

Percutaneous  needle  biopsy  of  the  lung  is  more 
valuable  for  discrete,  solitary,  radiopaque  paren- 
chymal masses  on  which  the  needle  can  be  targeted 
accurately,  than  for  scattered,  less  dense  ones  on 
which  it  cannot.  Because  foci  of  parenchymal  con- 
solidation in  patchy  lung  disease  seldom  are  clearly 
outlined  fluoroscopically,  the  needle  tip  frequently 
lands  in  spongy  healthy  lung  and  misses  pathologic 
niduses.  Not  only  does  needle  biopsy  of  diffuse  lung 
disease  give  a poor  crop  of  satisfactory  specimens,  but 
even  those  specimens  often  show  nonspecific  or 
misleading  histologic  abnormalities  which  are  non- 
representational  of  the  disease,  that  is,  false-negative 
results.  This  is  why  needle  biopsy  usually  is  less 
suited  for  sampling  inflammatory  lesions  than  neo- 
plastic ones,  be  these  innate  from  the  lung  or  meta- 
static from  primary  foci  elsewhere.  There  are  ex- 
ceptions, however.  Thus,  the  suction-excision  tech- 
nique is  meant  exclusively  for  diffuse  lesions.17  Also, 
in  cases  of  generalized  parenchymal  lesions  accom- 
panied by  nonpurulent  pleural  effusion,  needle  bi- 
opsy of  lung  and  pleura  allied  with  thoracentesis  can 
prove  to  be  most  informative  diagnostically. 

Except  in  people  incapable  of  withstanding  any 
sort  of  thoracotomy  for  resection,  needle  sampling 
of  certain  lone  “coin”  lesions  is  unwarranted  and  may 
be  meddlesome.  Not  only  are  such  lesions  under 
ordinary  circumstances  bound  to  be  ablated,  but 
tampering  with  a needle  invites  spillage  into  the 
pleural  space  of  malignant  cells  or  germs.  Never- 
theless, rare  situations  do  arise  now  and  then  when 
needle  biopsy  even  of  a “coin”  lesion  is  reasonable, 
for  example,  the  development  of  such  a nodule  in 
someone  with  a history  of  previous  extrapulmonary 
malignant  condition  and  thus  presenting  the  di- 
lemma of  distinguishing  between  a new  primary  lung 
cancer  and  belated  metastasis  from  elsewhere. 

Needle  biopsy  by  aspiration  plays  a valuable  role 
in  the  identification  of  pathogens  responsible  for 
antibiotic-refractory  localized  pneumonias.  Speci- 
mens so  obtained  escape  contamination  by  flora  from 
the  oropharynx  and  upper  respiratory  tract  and 
therefore  are  more  reliable  when  tested  for  anaerobic 
and  analogous  commensal  microbes. 

Needle  biopsy  of  the  lung  is  interdicted  in  children, 
especially  those  with  bilateral,  disseminated  paren- 
chymal infiltrates.  It  is  preferably  withheld  in  pa- 
tients who  have:  ( 1 ) severe  dyspnea;  (2)  irrepressible 
coughing;  (3)  emphysematous  bullae;  (4)  lung  ab- 


scess; (5)  pleural  empyema;  (6)  cor  pulmonale;  (7) 
bleeding  dyscrasias,  or  who  are  receiving  mainte- 
nance anticoagulant  drugs;  (8)  pulmonary  arterio- 
venous fistula,  aortic  aneurysm,  or  other  vascular 
disorders;  (9)  contralateral  pneumonectomy;  (10) 
fungal  cysts;  (11)  suspected  pleural  mesothelioma; 
(11)  extraordinarily  thickened  visceral  pleura;  (12) 
muscular  overdevelopment  of  the  chest  wall;  or  (13) 
positive-pressure  mechanically  sustained  ventila- 
tion. 

The  commonest  risks  attending  lung  needling  are 
pneumothorax  and  a whole  gamut  of  bleeding  inci- 
dents, either  intrapulmonary  or  intrapleural,  ranging 
in  volume  from  trivial  to  catastrophic.  The  occur- 
rence of  both  is  much  more  marked  with  cutting  than 
with  aspirating  needles.  They  are  reported  in  over 
one  half  the  cases  in  some  series,  notably  those  con- 
cerning trephine  biopsy,  and  are  particularly  dele- 
terious to  patients  who  already  are  in  desperate 
physical  straits  for  other  reasons. 

Less  prevalent  aftermaths  comprise  air  embolism, 
infection,  and  bronchopleural  fistula.  Traditional 
concerns  about  seeding  cancer  cells  in  needle  tracks 
or  by  vascular  embolization  have  not  been  without 
foundation,  although  it  is  proportionally  among  the 
rarest  liabilities  of  the  procedure.  An  exception  to 
this  generality  is  pleural  mesothelioma;  owing  to  the 
notorious  proclivity  for  tumor  propagation  along 
biopsy  tracks  ascribed  thereto,  percutaneous  needle 
biopsy  is  proscribed  whenever  suspicion  exists  of 
mesothelioma.  Other,  rarer  still,  complications  of 
needling  have  been  liver  or  spleen  lacerations. 

The  button  of  cellular  material  obtained  by  needle 
aspiration  is  minuscule  and  fragile,  and  a fair  portion 
of  it  inevitably  spatters  inside  the  suction  syringe. 
Hence,  the  relative  utility  of  the  procedure  is  closely 
conjoined  to  the  celerity  and  meticulousness  with 
which  the  specimen  is  gathered,  kept  moist,  con- 
centrated, smeared,  or  cultured.  By  and  large,  the 
quantity  of  aspirate  is  too  meager  for  histochemical 
or  electron  microscopy  analyses.  Unlike  cells  ex- 
foliated in  sputum,  however,  aspirated  cells  are  more 
liable  to  be  culled  in  sheets  which  retain  recognizable 
architectural  relations.  Unless  grossly  obscured  by 
necrotic  debris,  therefore,  cytologic  smears  may 
suffice  to  answer  the  pivotal  query  about  whether  a 
lung  mass  is  or  is  not  neoplastic,  and  even  at  times 
hint  at  the  morphologic  type  and  grade  of  differen- 
tiation. A distinct  reward  of  well-organized  liaison 
between  surgeon  and  cytopathologist  is  that,  with 
expeditious  staining  of  slides,  examination  and  in- 
terpretation of  smears  can  be  effected  within  a couple 
of  hours  of  biopsy. 

Cutting  needle  specimens,  although  likewise  exig- 
uous in  bulk,  usually  permit  pathologic  assessment 
through  cell  block  preparations  or  histologic  sections. 
Trephine-drill  specimens  are  larger  and  less  distorted 
than  those  removed  manually,  but  these  assets  must 
be  weighed  against  the  hazards  which  are  posed  in 
procurement.  If  more  information  is  sought  than  the 
laconic  statements  “malignant  cells  seen”  or  “cells 
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suspicious  of  malignancy,”  then  aspiration  biopsy 
should  be  relinquished  in  favor  of  the  cutting  needle 
type,  in  spite  of  higher  risk. 

Depending  on  a great  many  variables,  not  the  least 
being  case  selection,  the  overall  success  rate  with 
obtaining  tissue  by  needle  biopsy  of  the  lung  is  re- 
ported to  range  from  50  to  95  percent.  The  positive 
yield  is  greater  with  the  aspiration  than  the  cutting 
technique,  and  with  voluminous  peripheral  lesions 
compared  to  small  central  ones.  In  fact,  from  the 
standpoint  of  benefit/risk  ratio  it  is  wiser  to  shun 
altogether  any  needling  of  small  masses  bordering  the 
heart  or  hila.  An  ideal  lesion  to  sample  is  one  over 
2 cm.  in  diameter  and  up  to  2 cm.  beneath  the 
pleura. 

Although,  as  stated  previously,  needle  biopsy  may 
be  productive  of  tissue  in  as  much  as  95  percent  of  the 
case  population,  it  should  be  acknowledged  that  in 
from  one  fifth  to  two  thirds  of  these  the  resultant 
histologic  diagnosis  may  include  nonspecific  items 
such  as  interstitial  pneumonitis,  pulmonary  fibrosis, 
and  so  forth,  which  are  not  enlightening  clinically.  It 
must  be  recognized,  moreover,  that  a negative,  am- 
biguous, or  nonspecific  diagnosis  is  devoid  of  mean- 
ing against  a backdrop  of  contrary  suspicions  on 
clinical  grounds.  It  may  reflect  inadvertent  mistakes 
in  tissue  procurement,  preparation,  or  examination. 
Sometimes  the  trouble  may  be  from  as  mundane  a 
reason  as  careless  use  of  defective  equipment,  such 
as  needles  with  dull  tips.  More  often,  however,  un- 
less multiple  pieces  of  stroma  are  taken  of,  say,  a 
tumor  enveloped  in  reactive  inflammation,  a random 
biopsy  from  just  the  fringe  of  the  matrix  will  give  a 
fallacious  notion  of  the  true  nature  of  the  disease 
process. 

Percutaneous  transthoracic  trocar-cannula 
biopsy.  The  percutaneous  transthoracic  trocar- 
cannula  biopsy  involves  pushing  a stubby,  trocar- 
fitted  cannula  through  an  intercostal  space.28  A 
strip  of  pleura  is  taken.  A nubbin  of  lung  is  brought 
out  through  the  cannula  and  amputated,  and  the 
hemostatically  secured  stump  is  dropped  back  into 
the  pleural  cavity. 

This  biopsy  technique  and  device  are  better  suited 
for  diffusely  distributed  parenchymal  diseases  than 
for  circumscribed  lesions  deep  within  the  lung  sub- 
stance. The  narrow  lumen  of  the  cannula  precludes 
seeing  with  the  naked  eye  any  part  of  the  lung  other 
than  that  coaxed  out  onto  the  chest  surface.  Endo- 
scopic inspection  of  the  contents  of  the  hemithorax 
is  not  mentioned  by  the  method’s  inventor,  but 
should  offer  no  foreseeable  difficulty  using  the 
flexible  bronchofiberscope.  The  procedure  is  new 
and  has  not  received  sufficient  clinical  trial  in  this 
country  to  allow  of  meaningful  critical  appraisal. 

Transbronchial  lung  biopsy.  The  phenomenon 
which  makes  transbronchial  biopsy  of  the  lung  pos- 
sible is  that  during  the  expiratory  phase  of  breathing 
there  is  slight  involution  of  pulmonary  parenchyma 
into  the  distalmost  bronchiolar  system.  This  tissue 
although  not  visible  to  the  naked  eye  can  be  engaged 


by  properly  wielded  grasping  and  cutting  for- 
ceps passed  through  a catheter  or  bronchoscope, 
with  or  without  fluoroscopic  image  intensifica- 
tion 10>18, 27-30 

Transbronchial  biopsy  of  the  lung  during  bron- 
choscopy is  practicable  through  either  the  rigid  or 
flexible  instrument.  It  is  preferably  done  under  bi- 
plane fluoroscopic  monitoring.  The  bronchoscope 
is  advanced  to  whichever  lobe  shows  the  densest 
disease.  When  all  parts  of  the  lungs  are  equally  af- 
fected it  is  easiest  to  obtain  biopsies  from  the  distal 
regions  of  the  right  lower  lobe. 

A biting  forceps  is  gently  slid  into  the  farthermost 
recesses  of  the  appropriate  bronchus  until  resistance 
is  met.  The  periphery  is  chosen  to  reduce  the 
chances  of  harming  a major  vessel,  but  the  tip  of  the 
forceps  must  be  maintained  at  least  a couple  of  cen- 
timeters away  from  visceral  pleura,  else  perforation 
is  bound  to  happen.  Pulmonary  tissue  which  inva- 
ginates  into  the  open  jaws  of  the  instrument  during 
expiration  thereon  is  severed  by  closing  the  cups. 
The  forceps  is  pulled  back,  but  the  bronchoscope  is 
not  retracted  until  the  specimen  has  been  removed 
and  deemed  sufficient.  The  biopsy  site  is  inspected 
for  bleeding  or  air  leak. 

The  transbronchial  biopsy  method  is  profitably 
applied  for  getting  samples  of  most  diffuse  pneu- 
mopathies, upper  lobe  masses,  and  discrete  midzonal 
or  peripheral  lesions.  It  is  superior  to  brush  and 
needle  aspiration  biopsies  when  scrutiny  of  histologic 
detail  is  more  pertinent  than  the  mere  demonstration 
of  cellular  atypia.  It  is  diagnostic  in  a variety  of 
disseminated  lung  diseases,  such  as  sarcoidosis  and 
chronic  eosinophilic  pneumonitis,  cytomegaloviral 
pneumonitis,  and  Pneumocystis  carinii  infestation. 
However,  it  is  virtually  useless  for  assessing  many 
others,  such  as  vasculitides,  chronic  interstitial  fi- 
brosis, and  diverse  pneumoconioses,  where  the 
amount  of  tissue  is  critical  sometimes  for  proper 
analysis.  In  those  instances  open-lung  biopsy  un- 
deniably is  more  informative. 

Particulars  to  bear  in  mind  when  contemplating 
the  performance  of  transbronchial  lung  biopsy  are: 

1.  It  should  be  withheld  in  people  with  subopti- 
mally  controlled  asthma,  uremia,  hypoxia,  hypercap- 
nia, thrombocytopenia,  and  blood  coagulopathies. 

2.  It  should  not  be  done  in  the  presence  of  suppu- 
ration to  offset  the  possibilities  of  iatrogenic  broncho- 
pleural fistula  or  empyema. 

3.  Owing  to  the  potentiality  of  pneumothorax 
trailing  the  procedure,  sampling  should  be  restricted 
to  just  a single  lung  at  one  session,  even  though  pulmo- 
nary involvement  may  be  bilateral. 

4.  The  incidence  rates  of  pneumothorax,  hemor- 
rhage, or  mediastinal  emphysema  are  not  inconsidera- 
ble when  the  procedure  is  performed  through  pre- 
shaped catheters  or  the  rigid  bronchoscope,  whereas 
they  are  infinitesimal  when  it  is  done  with  the  flexible 
scope. 

5.  Specimens  are  more  likely  to  be  whole  and  rep- 
resentative when  taken  with  the  rigid  endoscope  than 
the  flexible  one. 
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INCISIONAL  BIOPSY  ACCESS  ROUTES 


g paravertebral 

FIGURE  2.  Single  or  multiple  tissues  may  be  sampled  by 
different  techniques.  Note  that  parasternal  mediastinostomy 
and  thoracoscopy  equivalent  to  formal  thoracotomy  regarding 
variety  of  tissues  available  for  biopsy. 

The  diagnostic  accuracy  achieved  with  trans- 
bronchial  biopsy  in  both  bronchogenic  cancer  and 
diffuse  lung  diseases  ranges  from  55  to  90  percent, 
but  disappointingly  is  a mere  30  percent  for  verifying 
metastatic  or  benign  masses. 

Limited  (mini-)  thoracotomy.  Of  the  proce- 
dures that  will  be  discussed  only  the  submammary 
or  anterolateral  and  transaxillary  were  designed 
originally  for  direct,  open-lung  biopsy.31’32  The 
others  were  developed  specifically  to  be  avenues  to 
lymphatics  draining  the  pulmonary  parenchyma,  but 
have  since  been  modified  to  serve  either  in  one  or 
both  capacities. 

Access  to  either  lung  is  through  apertures  made  in 
the  pleura  which  is  reached  via  any  of  a number  of 
cervical  or  thoracic  approaches.  18>31-39  These  are 
depicted  in  Figure  2.  The  cervical  approaches  are: 
(1)  the  supraclavicular  and  (2)  the  suprasternal.  The 
thoracic  approaches  are:  (1)  the  submammary  or 
anterolateral;  (2)  the  transaxillary;  (3)  the  para- 
sternal, that  is,  anterior  mediastinotomy;  and  (4)  the 
paravertebral,  that  is,  parascapular  or  posterior. 

Open-lung  biopsy  of  the  lung  practiced  through 
any  of  these  routes  is  for  either  solitary  or  diffuse  lung 
lesions.40  The  operative  approach  which  is  selected 
in  any  individual  case  is  chiefly  predicated  on  the 
surest  and  safest  way  of  getting  at  the  territory  of 
most  intense  parenchymal  disease,  as  delineated 


radiographically.  It  may  be  contingent,  moreover, 
on  the  chances  of  the  diagnostic  procedure  leading 
to  more  sweeping  lung  resection,  whereon  a strate- 
gically placed  minithoracotomy  incision  for  the  for- 
mer can  greatly  expedite  accomplishment  of  the 
latter. 

The  supraclavicular  approach  is  an  adaptation  of 
that  employed  for  biopsying  parascalene  lymph 
nodes,  regarding  which  more  will  be  said  later.  It  is 
most  applicable  for  reaching  the  lung  apices,  which 
because  of  adherences  may  become  extraordinarily 
difficult  to  pry  loose  through  other  routes.  The  an- 
terior scalene  muscle  is  transected  to  bare  the  ex- 
trathoracic  fascia  and  subjacent  cupula  of  pleura. 
Usually,  the  lung  is  so  cemented  that  it  can  be  quar- 
ried even  repeatedly  by  scalpel,  needle,  or  auger 
without  fear  of  pneumothorax.  When  the  lung  is  free 
it  can  be  teased  into  the  wound  for  further  inspection 
or  biopsy,  or  an  endoscope  can  be  slid  into  the  pleural 
space  to  afford  a more  generous  look  at  the  superior 
lobe  for  additional  biopsies  at  other  locales. 

The  suprasternal  approach  is  through  the  identical 
neck  incision  used  for  cervical  mediastinoscopy,  of 
which  in  fact  it  is  a planned  continuation,  hence  its 
designation,  mediastinopleuroscopy.  After  biopsy 
of  lymph  nodes,  chinks  are  created  digitally  in  the 
pleural  spaces,  on  the  right  side  behind  the  innomi- 
nate artery,  and  on  the  left  side  between  the  common 
carotid  and  subclavian  arteries.  The  endoscope  is 
passed  into  the  crevices,  and  suitable  pieces  of  lung 
and  pleura  are  sampled.  Lung  may  be  seized  with 
forceps  and  delivered  into  the  wound  for  easier  ma- 
nipulation. The  upper  lobes  and  superior  segments 
of  the  lower  lobes  are  accessible;  other  areas  either 
are  invisible  or  not  amenable  to  satisfactory  biopsy, 
but  presumably  would  be  so  were  a flexible  fiberscope 
insinuated  through  the  mediastinoscope  to  scout 
otherwise  concealed  regions.  The  procedure  is 
hampered  when  numerous  pleural  adhesions  get  in 
the  way,  and  is  not  possible,  of  course,  when  the 
pleural  space  is  obliterated. 

The  funnel-like  configuration  of  the  cervical  routes 
is  rather  incommodious  and  becomes  downright 
vexing  in  the  event  of  some  mishap  such  as  bleeding. 
The  thoracic  approaches  mostly  are  roomier  and 
enhance  maneuverability.  The  familiar  submam- 
mary or  anterolateral  one  owes  its  popularity  to 
simplicity.  Thoracotomy  is  through  a fourth  or  fifth 
rib  interspace  in  the  midclavicular,  anterior  axillary, 
or  midaxillary  line.  Lung  is  made  to  herniate 
through  the  opening,  and  a triangle  of  inflated  pa- 
renchyma is  snipped  off  above  a hermetic,  hemostatic 
double  row  of  basting  stitches  or  metal  staples. 

There  is  temptation  when  utilizing  the  thoracic 
approaches,  the  submammary  more  than  the  others, 
to  opt  only  for  biopsy  of  the  lingula,  whose  geometry 
makes  for  facile  handling.  But  even  in  widely  dis- 
persed bilateral  disease  microscopic  findings  may  not 
mirror  a pathologic  condition  existing  in  the  lung  as 
a whole.  It  therefore  behooves  the  operator  to  look 
also  elsewhere  besides  the  lingula,  and  in  this  con- 
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nection  his  search  can  be  aided  greatly  by  endoscopy 
through  the  thoracic  incision. 

Probably  the  most  nettlesome  biopsy  enterprises 
are  those  directed  at  the  crests  of  the  lungs,  partic- 
ularly when  there  is  dense  scarring  from  inflamma- 
tion or  cancer.  Transbronchoscopic  biopsy  often  is 
futile,  and  percutaneous  needling  is  liable  to  hurt 
vital  structures.  A little-used  road  to  the  apices  is 
the  paravertebral,  that  is,  parascapular  or  posterior, 
which  once  featured  prominently  in  the  days  of 
thoracoplasty  and  kindred  surgical  interventions 
against  tuberculosis.  The  skin  incision  is  made 
parallel  to  the  spine,  next  to  the  sacrospinalis  groups, 
the  muscle  bundles  are  split,  and  the  thorax  is  en- 
tered through  the  bed  of  the  second  rib. 

Except  for  unusual  contingencies,  such  as  the 
presence  of  a tracheostoma,  hidradenitis,  or  similar 
septic  condition  barring  a frontal  attack,  one  is  well 
advised  to  shun  the  paravertebral  approach  because 
the  toll  in  patient  discomfort  and  other  morbidity 
entrained  by  it  scarcely  ever  justifies  so  limited  a 
profit  as  retrieval  of  a bit  of  tissue  from,  for  instance, 
a superior  sulcus  tumor.  Biopsy  can  be  obtained, 
with  far  less  tribulation  to  patient  and  physician 
alike,  by  other  operative  tacks.  One  of  them,  the 
supraclavicular,  has  been  cited  already.  Another  is 
the  transaxillary. 

In  the  transaxillary  approach  admission  to  the 
pleural  cavity  is  via  the  third  interspace  or  bed  of  the 
third  rib  arrived  at  through  a curvilinear,  oblique 
incision  in  an  armpit  crease.  The  bulk  of  the  upper 
lobes  is  readily  exposable  by  direct  vision  or  endo- 
scopic assistance.  The  initial  forward-sloping  inci- 
sion can  be  swept  downward  and  transformed  into 
an  anterolateral  one,  should  full-scale  thoracotomy 
be  envisaged  subsequently. 

Enthusiasm  regarding  the  merits  of  the  paraster- 
nal or  anterior  mediastinotomy  approach  for  ex- 
ploring regional  lymphatics  from  the  lungs  has  been 
escalating  steadily.  And  yet,  appreciation  has  lagged 
about  how  profitably  the  very  same  avenue  can  be 
exploited  for  effecting  open-lung  biopsy.  The  actual 
technical  steps  will  be  mentioned  later  in  connection 
with  mediastinal  lymph  node  biopsy.  A vaster  ex- 
panse of  lung  is  available  for  examination  by  this 
method  of  limited  thoracotomy  than  by  any  other. 
The  advantage  of  longitudinal  or  hockey-stick  skin 
incisions  over  a transverse  one  with  regard  to  broader 
exposure  of  lung  is  abrogated  should  the  necessity 
arise  of  converting  the  minithoracotomv  to  a major 
one,  especially  if  several  cartilages  have  been  ex- 
cised. 

The  comparative  superiority  of  open-lung  biopsy 
by  limited  thoractomy  over  closed  or  “blind”  proce- 
dures is  due  to  many  reasons: 

1.  Tolerance  and  safety  are  improved  in  children 
and  restless  or  apprehensive  subjects. 

2.  For  both  solitary  and  diffuse  lesions,  the  re- 
trieval of  tissue  intended  for  histologic  study  is  uni- 
formly successful. 


3.  Fluoroscopic,  ultrasonic,  or  other  equipment 
for  guiding  access  to  the  biopsy  site  is  dispensed  with. 

4.  Direct  visual  and  manual  examination  of  the 
lung  enhances  the  performance  of  selective  and  precise 
biopsy. 

5.  Hemostatic  and  hermetic  control  of  biopsied 
areas  can  be  effected  with  more  security. 

6.  The  operator  can  avail  himself  of  as  big  and  as 
deep  a piece  of  untraumatized  tissue  as  he  desires. 
1’his  aspect  assumes  especial  importance  in  dissemi- 
nated miliary  or  reticular  lung  diseases.  For  example, 
the  depth  of  tissue  sampling  may  be  the  key  to  correct- 
ly diagnosing  alveolar  proteinosis,  which  seldom  af- 
fects the  lung  periphery.  Again,  specimen  size  may  be 
critical  for  clinical  differentiation  of  certain  interstiti- 
tal  pneumonias  requiring  scrutiny  of  multiple  serial 
microscopic  subsections. 

7.  The  likelihood  of  conservation  of  the  anatomic 
integrity  of  the  specimen(s)  is  greater. 

8.  The  possibility  of  intrapleural  dispersal  of 
pathogenic  material  is  lessened. 

9.  Thoracoscopy  or  pleuroscopy  is  facilitated. 

10.  The  option  exists  of  obtaining  several  biopsies 
of  lung,  pleura,  lymph  nodes,  ribs,  pericardium,  and  di- 
aphragm. 

11.  Intrathoracic  exploration  can  be  conducted  to 
verify  genuine  absence  of  any  spread  of  disease  that 
might  have  been  inapparent  from  roentgenographic, 
bronchoscopic,  and  associated  preliminary  assess- 
ments. 

12.  The  biopsy  procedure  can  be  extrapolated 
straightaway  to  formal  pulmonary  ablation,  if  war- 
ranted and/or  feasible,  without  compromising  sal- 
vageability  or  survival  through  the  inadvertent  super- 
vention of  biopsy-related  complications. 

13.  The  subsegmental  or  segmental  excision  uti- 
lized to  biopsy  nonmalignant  growths  constitutes  de- 
finitive therapy,  saving  functional  lung  parenchyma. 

14.  In  the  instance  of  swiftly  changing  or  evolving 
ailments,  such  as  unidentified  pneumonitis  accompa- 
nying overwhelming  septic  states  or  chemical  poison- 
ing, early  open  biopsy  has  immense  merit.  It  may  help 
to  curb  hitherto  empirical,  polyvalent  treatment  or 
protracted  patient  quarantine  by  focusing  attention  on 
a temporally  finite  stage  of  the  disease  before  this  be- 
comes clouded  by  superimposed  pathologic  conse- 
quences of  multisystem  failure.  The  clinical  situation 
most  cogent  to  this  problem  is  that  of  opportunistic 
lung  infections  in  which  etiologic  identification  may 
prove  to  be  extremely  hard.18’41-55  The  responsible 
microorganisms,  for  example,  P.  carinii,  often  elude 
discovery  by  immunologic  testing,  and  their  presence 
in  sputum  is  either  rare  or  lacking  in  diagnostic  worth 
owing  to  their  ubiquity. 

On  the  other  hand,  in  comparison  with  closed 
lung  biopsy  procedures,  the  open  ones  have  disad- 
vantages related  to  any  thoracotomy,  regardless  of 
magnitude,  namely,  requirements  for:  (1)  more 

personnel;  (2)  longer  operating  time;  (3)  general  en- 
dotracheal anesthesia;  (4)  transthoracic  tube  to 
evacuate  air  and  sanguineous  drainage  from  the 
pleural  cavity;  and  (5)  prolongation  of  the  hospital 
stay. 

The  diagnostic  yield  from  open-lung  biopsy  ranges 
between  80  and  97  percent,  depending  on  various 
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factors.  Complications  reported  with  different  ap- 
proaches include:  hemothorax;  atelectasis;  pleuritis; 
subcutaneous  emphysema;  intercostal  neuralgia;  - 
intercostal  neuroma;  local  lung  reactions;  chondritis; 
and  sepsis. 

Thoracoscopy  (pleuroscopy;  pleural  endos- 
copy). The  thoracoscopy  approach  for  lung  biopsy 
will  be  discussed  later  in  the  section  pertaining  to 
pleural  biopsy. 

Formal  exploratory  thoracotomy.  Formal 
thoracotomy  has  an  ancient  tradition  of  established 
usages,  wherein  that  of  its  role  for  exploration  of 
disease  ranks  low.  Nowadays,  formal  exploratory 
thoracotomy  is  seldom  undertaken  unless  there  is 
tacit  near-certainty  of  some  form  of  lung  resection 
being  achieved,  for  either  palliation  or  a chance  of 
cure.  In  the  vast  majority  of  cases,  therefore,  the 
procedure  is  reserved  for  extirpation  of  solitary 
masses,  be  they  neoplastic,  inflammatory  or  infec- 
tious. In  some  instances  thoractomy  is  practiced  for 
removal  of  metastases,  and  the  exploratory  facet  of 
the  operation  consists  of  ferreting  out  additional 
growths  which  may  have  skipped  radiographic  de- 
tection. 

The  notoriety  of  formal  exploratory  thoracotomy 
derives  from  situations  where,  contrary  to  expecta- 
tions, the  operator  is  confronted  with  a widespread 
pathologic  condition  which  precludes  resection. 
Then,  at  the  cost  of  significant  morbidity,  including 
reduction  of  total  lung  capacity  and  vital  capacity, 
cardiac  dysrhythmias,  and  so  forth,  to  say  nothing  of 
death,  little  if  anything  of  potential  therapeutic  or 
prognostic  value  is  achieved,  save  for  accurate  de- 
lineation and  biopsy  of  all  exposed  intrathoracic 
structures. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
(DR.  SCHECHTER) 
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Stanford  newspaper  decision 
endangers  doctor  office  privacy 

The  Supreme  Court  has  opened  the  way  for  “abusive 
invasions  that  occur  by  law  enforcement  officials  into  the 
security  and  privacy  of  physicians’  offices,”  the  American 
Medical  Association  and  the  American  Psychiatric  Asso- 
ciation declared. 

The  statement  was  made  to  the  Senate  Judiciary  Com- 
mittee in  reference  to  a decision  that  upheld  the  right  of 
police  to  search  the  files  of  a Stanford  University  news- 
paper for  photographs  of  a campus  episode  at  which  a 
crime  had  occurred. 

The  representative  for  both  the  AMA  and  APA,  Nancy 
Roeske,  M.D.,  Indianapolis,  told  the  committee  that  the 
decision  “substantially  limits  whatever  degree  of  privacy 
was  thought  to  have  existed  for  innocent  citizens.”  Dr. 


Roeske  said  the  search  procedure  by  policy,  as  contrasted 
to  the  subpoena  request  for  information,  “is  particularly 
pernicious  since  it  does  not  allow  the  physician  to  challenge 
the  disclosure  of  his  records  on  grounds  that  they  are  both 
privileged  and  confidential.” 

Dr.  Roeske,  an  APA  representative  on  the  AMA’s  In- 
terspecialty Advisory  Board,  pointed  out  that  the  Supreme 
Court  finding  is  contrary  to  established  AMA  and  APA 
policy  on  the  nature  of  patient-physician  relationship  and 
the  ethics  of  practice. 

She  urged  Congress  to  support  legislation  by  Senators 
Birch  Bayh  (D.,  Ind.)  and  Max  Baucus  (D.,  Mont.)  pro- 
tecting innocent  third-party  records  held  in  privileged 
relationships  or  those  protected  by  First  Amendment 
rights  from  illegal  search  and  seizure. 

The  statement  appears  in  the  May  9 Journal  of  the 
American  Medical  Association. 
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cardiac  output-  tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 
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The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
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• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 

Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
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Usage  in  Children  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
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clonidine  hydrochloride  therapy  or  by  intravenous  phentolamme  Patients  who 
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should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  e /e  examinations  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
il 'O  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  bre 
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QUESTION  299.  What  is  the  arrhythmia,  simultaneous  leads  II,  V2,  and  V3? 


QUESTION  300.  The  patient  was  a 62-year-old  man  with  exertional  dyspnea.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  299.  The  rhythm  is  sinus  with  bigeminy 
due  to  fixed  coupling  of  APDs  (atrial  premature  de- 
polarizations) which  are  aberrantly  conducted.  The 
QRS  following  each  APD  has  a conduction  abnor- 
mality which,  most  clearly  seen  in  V2,  is  right  bundle 
branch  block  of  varying  degrees.  The  QRS  of  every 


alternate  APD  is  slightly  different  in  configuration. 
Thus,  there  is  alternans  of  the  ventricular  complexes 
of  the  APDs  due  to  varying  degrees  of  right  bundle 
conduction  delay. 

Question  300.  The  rhythm  is  regular  sinus  with 
a ventricular  premature  depolarization.  In  leads  I, 
II,  and  III  there  are  small  r waves  followed  by  deep 
S waves,  an  Si,  S2,  S3  pattern.  The  P waves  are  tall 
and  peaked  in  leads  II,  III,  and  aVf.  The  R/S  ratio 
is  unchanged  from  Vj  to  V6  in  clockwise  rotation, 
with  poor  r-wave  progression.  These  findings  are 
common  in  patients  with  chronic  pulmonary  disease 
and  may  indicate  right  ventricular  as  well  as  right 
atrial  enlargement. 
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Radiologic  Problem 
of  the  Month 


Painful  Hand 


A 32-year-old  woman  presented  a complaint  of  swollen 
and  painful  right  hand  of  two  months’  duration. 


Elucidation 

Posteroanterior  view  of  the  right  hand  and  wrist 
reveals  marked  para-articular  osteopenia  with  diffuse 
soft-tissue  swelling.  Subarticular  erosions  are 
present,  associated  with  cortical  thinning  and  partial 
dissolution  of  the  trabecular  bone.  Juxta-articular 
osteopenia  is  uniform  at  all  joints.  These  findings 
indicate  an  aggressive  type  of  bone  loss. 

RSDS  (reflex  sympathetic  dystrophy  syndrome) 
or  shoulder-hand  syndrome  represents  a clinical 
constellation  of  signs  and  symptoms.1  This  syn- 
drome is  also  known  as  algodystrophic  syndrome  and 
Sudeck-Kienbock  atrophy.  Since  the  symptoms  are 
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mostly  mediated  by  abnormal  neural  reflexes 
through  sympathetic  discharge,  the  term  RSDS  is 
appropriate.  This  clinical  syndrome  includes  pain, 
swelling,  and  limitation  of  movement  of  the  involved 
extremity.  Associated  findings  are  vasomotor  in- 
stability and  trophic  changes  in  the  skin.  Disorders 
underlying  RSDS  comprise  infection,  trauma,  pe- 
ripheral neuropathy  central  nervous  system  abnor- 
malities, cervical  spondylosis,  and  myocardial  in- 
farction. In  about  25  percent  of  cases,  no  associated 
disorder  is  recognized. 

Histopathologic  findings  include  synovial  hyper- 
plasia and  fibrosis  accompanied  by  capillary  prolif- 
eration and  mild  perivascular  infiltration  with  in- 
flammatory cells. 

Radiologically,  a diffuse  soft-tissue  swelling  is 
present.  Subchondral  and  subperiosteal  resorption 
of  bone  simulate  findings  encountered  in  hyper- 
parathyroidism. Endosteal  scalloping  and  in- 
tracortical  striations  are  better  appreciated  in  fine 
detail  and  magnification  radiography.  Juxta-ar- 
ticular osteopenia  is  present  at  all  the  joints  of  the 
involved  extremity.  The  severity  of  osteopenia  and 
the  rapidity  with  which  it  develops  tend  to  differ- 
entiate RSDS  from  other  inflammatory,  infective, 
and  immobilization  processes.2,3  On  occasion,  the 
osteopenia  is  macular  or  spotty.  In  the  younger-age 
group,  metaphyseal  lucent  bands  also  may  be  en- 
countered. Radionuclide  study  with  99mTc  diphos- 
phonate  compounds  demonstrates  increased  uptake 
of  the  nuclide  in  the  region  of  the  joints. 

In  the  differential  diagnosis,  acute  inflammatory 
or  infective  arthritides,  partial  transient  osteoporosis, 
and  immobilization  osteoporosis  may  be  considered, 
but  the  diffuse  and  uniform  involvement  of  all  the 
joints  of  one  extremity  with  soft-tissue  swelling  gives 
a clue  for  proper  diagnosis.  Conservative  treatment 
generally  relieves  the  symptoms. 

Diagnosis 

Idiopathic  reflex  sympathetic  dystrophy  syn- 
drome 
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Although  over  80%  of  post- 
coronary  patients  can  resume 
normal  marital  sexual  activity, 
fear  of  anginal  pain  often  results 
in  “cardiac  separation”  between 
patients  and  their  families. 

You  can  help  minimize  “cardiac 
separation”  with  a program  of 


counseling  and  often,  with  a work  within  5 minutes,  eliminating 

prescription  for  Cardilate"  (eryth-  or  reducing  frequency  and  severity 
rityl  tetranitrate).  of  anginal  pain  for  up  to  2 hours. 

Cardilate"  increases  exercise 
tolerance,  helps  patients  return  to 
more  normal  levels  of  activity- 
including  sexual  activity. 

Sublingually,  Cardilate  begins  to 

(erythrityl  tetranitrate) 


counsel  & 
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lion  and  collapse)  can  occur  even  with  the  usual  therapeutic  dose  Alcohol  may  enhance  this  effect 
Drug  rash  and/or  exfoliative  dermatitis  may  occasionally  occur 

DOSAGE  AND  ADMINISTRATION 
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Pasteurella  multocida  (formerly  Pasteurella 
septica ) is  a small  gram-negative  bacterium  which 
is  a common  cause  of  disease  in  veterinary  medicine 
but  has  rarely  been  associated  with  human  infections. 
The  increasing  number  of  case  reports  in  the  past  few 
decades,  however,  draws  attention  to  the  pathoge- 
nicity of  this  organism  in  man.  Like  many  zoonoses, 
this  infection  may  be  overlooked  in  other  than  rural 
areas.  Our  recent  experience  with  P.  multocida  in- 
fection at  The  New  York  Hospital,  and  a review  of 
the  spectrum  of  human  disease,  reinforce  the  im- 
portance of  this  organism  in  the  urban  setting. 

Case  reports 

Case  1.  A 50-year-old  white  female  was  admitted 
to  the  hospital  with  fever  and  cellulitis  of  her  right 
forearm  following  a cat  scratch.  She  had  been  in 
good  health  except  for  mild  alcoholic  liver  disease. 
On  the  day  of  admission,  she  separated  her  own 
healthy  cat  from  a fight  with  a stray  cat.  At  that 
time,  she  was  scratched  on  her  right  forearm  by  the 
stray,  but  was  not  bitten  by  either  cat.  Within  two 
to  three  hours,  she  developed  pain  and  swelling  of  the 
forearm,  erythema  extending  to  the  elbow,  and  a 
temperature  of  104° F.  At  initial  evaluation,  she  was 
a thin  female  complaining  of  arm  pain.  The  tem- 

* This  study  was  supported  in  part  by  Public  Health  Service 
Training  Grant  AI-00465  from  the  National  Institute  of  Allergy 
and  Infectious  Diseases. 


perature  was  38.5°C.;  the  pulse  96  per  minute. 
Physical  examination  was  remarkable  for  a warm, 
diffusely  edematous  right  forearm  with  mild  ery- 
thema extending  to  the  elbow.  There  was  no  evi- 
dence of  arthritis  or  adenopathy.  Laboratory  eval- 
uation revealed  11.4  by  103  white  cells  per  cubic 
millimeter  with  8 percent  lymphocytes,  7 percent 
monocytes,  84  percent  neutrophils,  and  1 percent 
band  forms.  X-ray  films  of  the  right  elbow  showed 
soft-tissue  swelling.  The  patient  was  begun  on  in- 
travenous nafcillin,  9 Gm.  per  day,  with  warm  soaks 
and  elevation  of  the  right  arm.  On  the  fourth  day, 
wound  cultures  from  the  area  of  cellulitis  grew  P. 
multocida,  sensitive  to  penicillin,  ampicillin,  chlor- 
amphenicol, tetracycline,  cephalothin,  and  genta- 
micin. Blood  culture  showed  negative  findings.  At 
this  time,  nafcillin  was  discontinued  and  intravenous 
penicillin  G,  10  million  units  daily,  was  begun  and 
continued  for  two  days.  This  was  followed  by  oral 
penicillin  VK,  500  mg.  daily,  because  the  patient 
refused  further  parenteral  therapy.  After  10  days, 
the  arm  appeared  normal  and  penicillin  was  dis- 
continued. 

Case  2.  A 52-year-old  white  female  with  rheu- 
matoid arthritis  was  admitted  with  a swollen  and 
tender  knee.  She  had  injured  her  left  knee  three 
months  prior  to  admission,  at  which  time  it  became 
swollen,  painful,  and  erythematous,  but  then  im- 
proved with  the  exception  of  persistent  erythema. 
Ten  days  prior  to  her  admission,  she  began  to  expe- 
rience daily  temperature  elevations  to  103° F.  without 
chills,  night  sweats,  or  other  complaints.  Her  knee 
was  minimally  swollen  at  the  time.  Three  days  prior 
to  admission,  a small  purulent  drainage  site  was 
noted  which  prompted  her  admission.  The  patient 
had  several  pets  including  two  cats,  a parakeet,  a 
parrot,  and  an  iguana.  No  history  of  a bite  or 
scratch,  however,  was  elicited. 

On  physical  examination,  the  patient  was  acutely 
ill  with  rigors.  Temperature  was  39.2°C.,  and  pulse 
was  80  per  minute.  Result  of  examination  of  the 
head,  ears,  eyes,  nose,  throat,  and  neck  was  normal. 
The  lungs  were  clear,  and  there  was  a grade  II  holo- 
systolic  murmur  at  the  apex.  The  left  lower  ex- 
tremity was  swollen  and  erythematous  with  a tender, 
hot  area  superior  to  the  patella,  with  a pin-sized  hole 
draining  purulent  material.  Laboratory  evaluation 
revealed  a white  blood  cell  count  of  14,000  cells  per 
cubic  millimeter,  a hemoglobin  of  9.3  Gm.,  and  nor- 
mal findings  on  urinalysis.  X-ray  films  of  the  in- 
volved extremity  showed  degenerative  disease  of  the 
knee  and  patella,  but  no  evidence  of  osteomyelitis. 
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Aspiration,  followed  by  incision  and  drainage  of 
the  left  suprapatellar  bursa,  was  performed.  Gram 
stain  showed  gram-negative  bacilli.  Cultures  of  both 
bursal  fluid  and  blood  grew  P.  multocida  sensitive 
to  penicillin,  ampicillin,  chloramphenicol,  tetracy- 
cline, cephalothin,  and  gentamicin.  The  patient  was 
treated  with  ampicillin,  6 Gm.  intravenously  daily  for 
two  weeks,  followed  by  oral  ampicillin  2 Gm.  daily, 
for  six  additional  weeks.  During  her  hospitalization, 
surveillance  cultures  from  the  oral  cavity  of  both  the 
patient’s  cats  grew  P.  multocida;  the  birds  and  igu- 
ana had  no  evidence  of  oral  colonization  with  the 
organism. 

Case  3.  A 78-year-old  woman  came  to  the  hospital 
presenting  symptoms  of  fever,  chest  pains,  and  rapid 
heart  beat.  Three  days  prior  to  her  admission,  she 
had  transient  slurring  of  speech  and  facial  drooping 
on  the  left  side,  followed  by  episodes  of  chills,  fever, 
rapid  heart  rate,  chest  pain,  shortness  of  breath,  and 
cyanosis.  During  the  next  three  days,  she  had  sev- 
eral more  episodes,  each  increasing  in  severity  until 
she  finally  presented  herself  for  evaluation.  The 
patient  had  no  headache,  stiff  neck,  or  gastrointes- 
tinal symptoms.  There  was  no  history  of  recent 
travel,  alcohol  ingestion,  or  smoking.  She  had  a 
healthy  pet  cat,  but  no  history  of  a scratch  or  bite  was 
elicited. 

On  physical  examination,  the  woman  was  an  el- 
derly, chronically  ill-appearing,  tachypneic  white 
female  with  an  irregular  pulse  of  140  beats  per  minute 
apically.  The  respiratory  rate  was  38,  blood  pressure 
98/60,  and  temperature  38.8°C.  The  skin  showed  no 
evidence  of  recent  scratches.  Findings  on  head  and 
neck  examination  were  normal.  Chest  examination 
revealed  basilar  end-inspiratory  rales  bilaterally. 
There  was  a grade  II  holosystolic  murmur  at  the  apex 
radiating  to  the  axilla.  The  abdomen  was  unre- 
markable. Extremities  revealed  acrocyanosis. 
Findings  on  neurologic  examination  were  normal 
except  for  intermittent  disorientation.  Initial  lab- 
oratory evaluation  included  a hemoglobin  of  14.4 
Gm.,  and  a white  blood  cell  count  of  5,400  cells  per 
cubic  millimeter.  Glucose,  serum  glutamic  oxalo- 
acetic transaminase,  sodium,  potassium,  and  creat- 
inine phosphokinase  were  within  normal  limits. 
Blood  urea  nitrogen  was  32  mg.  per  100  ml.  Arterial 
blood  gases  revealed  a respiratory  alkalosis  with 
hypoxemia. 

Chest  x-ray  films  showed  cardiomegaly  without 
inf  iltrates  or  effusions.  Electrocardiogram  showed 
atrial  fibrillation  with  a rapid  ventricular  response 
and  an  anterior  myocardial  infarction  of  indetermi- 
nate age.  The  patient  was  given  digoxin  to  control 
the  ventricular  rate.  Shortly  after  admission,  the 
patient  had  a shaking  chill,  and  her  temperature  rose 
to  39.3°C.  She  became  confused  and  agitated. 
Lumbar  puncture  revealed  clear  fluid,  2 white  cells 
per  cubic  millimeter  (100  percent  mononuclear),  no 
red  cells,  sugar  57  mg.  per  100  ml.,  prot  ein  28  mg.  per 
100  ml.,  and  a negative  Gram-stain  suit.  Intra- 


venous ampicillin  was  begun  for  presumed  sepsis. 
The  patient  expired  eight  hours  after  admission. 
Subsequently,  three  blood  cultures  and  the  cere- 
brospinal fluid  culture  grew  P.  multocida  sensitive 
to  penicillin,  ampicillin,  chloramphenicol,  tetracy- 
cline, cephalothin,  and  colistin  sulfate. 

Postmortem  examination  confirmed  the  clinical 
impression  of  primary  sepsis  with  pneumonia.  The 
lungs  revealed  acute  and  chronic  passive  congestion 
with  patchy  areas  of  alveolar  hemorrhage,  and  cul- 
tures grew  P.  multocida.  The  clinical  meningitis  was 
not  confirmed  pathologically,  since  the  meninges 
were  grossly  and  microscopically  normal.  There  was 
no  evidence  of  endocarditis. 

Case  4.  A 28-year-old  Chinese  female  came  to  our 
emergency  room  with  abdominal  pain  and  black 
stools.  The  patient  had  a history  of  systemic  lupus 
erythematosus  since  1970,  treated  with  prednisone 
and  azathioprine.  In  1975,  she  had  a renal  biopsy 
which  revealed  membranoproliferative  glomerulo- 
nephritis. One  year  prior  to  admission,  she  was 
placed  on  regular  hemodialysis  and  immunosup- 
pressive therapy  was  discontinued. 

One  day  prior  to  her  admission,  the  patient  de- 
veloped pain  on  swallowing  and  on  the  day  of  ad- 
mission, she  noted  crampy  epigastric  pain,  associated 
with  dark,  black  stools.  While  in  our  emergency 
room,  she  began  vomiting  bright  red  blood  and  was 
admitted.  The  patient  worked  as  a veterinary  lab- 
oratory technician  at  Cornell  Medical  Center  drawing 
blood  from  cats,  dogs,  rabbits,  and  baboons.  In  ad- 
dition, she  had  a declawed  cat  at  home.  She  denied 
any  known  bites  or  scratches. 

Physical  examination  revealed  that  the  patient  was 
in  mild  abdominal  distress  with  a temperature  of 
37.1°C.,  blood  pressure  170/120,  and  pulse  88.  The 
skin  was  free  of  scratches  or  bites.  Findings  on  head 
and  neck  examination  were  normal,  but  the  chest 
examination  revealed  decreased  breath  sounds  at  the 
right  base  secondary  to  chronic  pleural  reaction. 
Cardiovascular  examination  disclosed  a grade  I/II 
systolic  ejection  murmur  at  the  left  sternal  border. 
Abdominal  examination  revealed  a soft  abdomen 
with  normal  bowel  sounds  and  no  hepatosplenome- 
galy.  However,  diffuse,  lower  abdominal  tenderness 
referred  to  the  epigastrium  was  noted.  Stool  guaiac 
result  was  positive. 

Laboratory  examination  on  admission  included  a 
hemoglobin  of  8.6  Gm.,  platelet  count  of  99,000,  and 
white  blood  cell  count  of  3,600  cells  per  cubic  milli- 
meter with  85  percent  neutrophils,  10  percent  lym- 
phocytes, and  5 percent  monocytes.  The  erythrocyte 
sedimentation  rate  was  125  mm.,  complement  level 
(CH50)  less  than  50,  and  anti-DNA  (Farr)  test  78 
percent.  The  blood  urea  nitrogen  was  68  mg.  and 
creatinine  11.3  mg.  per  100  ml.  The  serum  glutamic 
oxaloacetic  transaminase,  alkaline  phosphatase,  bil- 
irubin, and  creatinine  phosphokinase  test  results 
were  all  within  normal  limits  as  were  chest  and  ab- 
dominal x-ray  film  findings. 
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On  admission,  gastroscopy  was  performed,  and  a 
Mallory-Weiss  tear  of  the  esophagus  was  noted. 
Later  that  same  day,  the  patient  developed  fever  of 
39.6°C.  associated  with  chills.  Methylprednisolone 
sodium  succinate  (Solu  medrol)  and  acetaminophen 
(Tylenol)  were  given,  and  three  sets  of  blood  cultures 
were  drawn.  The  following  day,  all  blood  cultures 
were  positive  for  a gram-negative  bacterium,  and  the 
patient  was  started  on  intravenous  ampicillin,  clin- 
damycin, and  gentamicin.  Shortly  thereafter,  her 
abdominal  pain  increased,  and  physical  examination 
revealed  evidence  of  peritonitis.  An  exploratory 
laparotomy  was  performed  on  the  second  day  of  ad- 
mission, and  an  exudative  peritonitis  was  found 
without  evidence  of  perforation.  Cultures  of  peri- 
toneal exudate  and  all  blood  cultures  revaled  P. 
multocida  sensitive  to  penicillin,  ampicillin,  chlor- 
amphenicol, tetracycline,  cephalothin,  and  colistin. 
The  organism  was  resistant  to  gentamicin,  tob- 
ramycin, and  amikacin  sulfate.  The  patient  re- 
sponded well  to  10  days  of  intravenous  ampicillin. 
Cultures  from  the  pet  cat  or  other  laboratory  animals 
were  not  obtained. 

Comment 

Epidemiology.  The  host  range  of  P.  multocida 
is  widespread.  This  organism  has  been  isolated  from 
the  upper  respiratory  tracts  or  digestive  systems  of 
normal  dogs,  cats,  lions,  panthers,  cattle,  fowl,  rein- 
deer, rats,  and  other  animals.1-6  The  bacterium  is 
part  of  the  normal  mouth  flora  of  most  animals.  For 
example,  the  carrier  rate  of  P.  multocida  in  the 
mouths  of  normal  dogs  has  been  reported  to  be  55 
and  in  cats  60  to  90  percent.5  The  organism,  how- 
ever, can  cause  overt  disease  in  animals,  such  as  ep- 
idemic hemorrhagic  septicemia  in  cattle  (shipping 
fever),  pneumonia  in  goats  and  sheep,  and  epidemic 
cholera  in  fowl.  Fowl  and  domestic  mammals  may 
be  the  most  important  reservoir  for  human  P.  mul- 
tocida infections.  Dogs  and  cats  represent  the 
greatest  threat  due  to  their  high  oral  carrier  rate  and 
intimate  contact  with  man.  The  American  Society 
for  the  Prevention  of  Cruelty  to  Animals  of  the  City 
of  New  York  estimates  that  more  than  one  million 
dogs,  and  at  least  as  many  cats,  are  kept  as  domestic 
pets  in  New  York  City  alone. 

Microbiology.  P.  multocida  is  a small  bipolar- 
staining  gram-negative  coccobacillus  which  grows 
well  on  conventional  media.  The  organism  produces 
small,  gray,  shining  colonies  with  a characteristic 
“mousey”  odor  on  blood  agar.  Gram  stain  of  these 
colonies  reveals  gram-negative  coccobacillary  forms 
often  appearing  in  clumps.  Tests  show  the  organism 
is  negative  to  citrate,  indole-positive,  and  produces 
an  acid-over-acid  without  gas  pattern  on  Kligler’s 
agar.  (These  findings  most  typically  suggest  Esch- 
erichia coli,  but  the  inability  of  Pasteurella  to  grow 
on  MacConkey’s  agar  should  clarify  this  confusion.) 
Several  authors  have  noted  variable  characteristics 
of  P.  multocida  that  must  be  borne  in  mind  to  facil- 


itate confirmatory  identification  of  the  bacte- 
rium.2'7 9 The  organism  typically  ferments  fructose, 
sucrose,  and  glucose,  but  not  inositol,  inulin,  rham- 
nose,  or  salicin.  Variable  fermentation  patterns  are 
observed  with  galactose,  mannitol,  mannose,  dextran, 
lactose,  maltose,  and  rafinose. 

Initially,  five  serotypes  of  P.  multocida  were 
identified  by  hemagglutination  and  designated  types 
A,  B,  C,  D,  and  E.  Types  A and  D have  frequently 
caused  infections  in  a variety  of  animals,  whereas 
types  B and  C have  been  associated  with  hemorrhagic 
septicemia  in  cattle.  Carter1  serotyped  79  human 
strains  associated  with  animal  bites,  central  nervous 
system,  respiratory,  and  gastrointestinal  infections. 
Approximately  60  percent  of  strains  were  identified 
as  types  A and  D,  whereas  other  strains,  most  of 
which  were  associated  with  dog  and  cat  bites,  were 
nontypeable.  Thus,  human  beings  may  be  infected 
with  the  same  serotypes  of  P.  multocida  that  cause 
the  majority  of  nonepidemic  illnesses  in  animals. 
More  recently,  however,  16  serotypes  have  been 
identified  with  only  6 associated  with  human  dis- 
ease.7 

Serology  has  been  used  in  the  past  as  a diagnostic 
aid  in  cases  in  which  the  organism  could  not  be 
identified.  However,  antibody  levels  are  usually  low 
during  severe  infection,  and  serology  is  probably  of 
little  clinical  value.10,11 

Spectrum  of  human  infection.  Infections  with 
P.  multocida  have  been  described  with  and  without 
animal  exposure.  The  nature  of  animal  exposure  has 
varied  from  casual  contact  to  frank  trauma,  often  a 
bite  or  scratch.  For  each  of  these  situations,  there 
appears  to  be  a typical  clinical  spectrum  of  infec- 
tion. 

A.  Infections  following  animal  trauma.  The 
majority  of  P.  multocida  infections  in  man  have  been 
associated  with  bites  from  dogs  and  cats.  Infections 
following  bites  from  lions,  rabbits,  opposum,  and 
other  animals  have  also  been  reported. 3,6,12,13  In  a 
retrospective  study  of  69  dog  bites  in  Oxford,  En- 
gland, 29  percent  of  bites  became  infected.14 
Twenty-five  percent  of  these  infections  were  due  to 
P.  multocida  alone,  while  in  another  25  percent,  P. 
multocida  was  isolated  as  part  of  a polymicrobial 
infection.  Other  isolates  included  viridans  strep- 
tococci, paracolon,  micrococci,  Neisseria,  Staphy- 
lococcus aureus,  beta-hemolytic  streptococci,  and 
Clostridium  welchi.  In  20  percent  of  these  clinically 
infected  bites,  no  organism  was  isolated. 

P.  multocida  wound  infections  have  also  been  as- 
sociated with  cat  scratches  as  in  Case  1,  but  not  fol- 
lowing dog  scratches.6  This  may  be  a reflection  of 
the  habitual  grooming  performed  by  cats  which  re- 
sults in  the  transfer  of  bacteria  from  mouth  to  paw. 
In  addition,  the  incidence  of  dog  scratches  may 
merely  be  significantly  lower  than  that  of  cat 
scratches. 

The  frequency  of  human  P.  multocida  infections 
following  animal  trauma  has  been  examined.13,15,16 
Although  the  current  national  incidence  of  P.  mul- 
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tocida  infection  is  unknown,  the  estimated  incidence 
of  P.  multocida  infection  in  metropolitan  Portland, 
Oregon,  was  0.6  cases  per  100,000  people.15  In  that 
study,  males  and  females  were  equally  infected,  and 
the  incidence  of  disease  was  highest  among  the  very 
young  and  those  over  55  years  of  age.  Cats  were  in- 
criminated as  the  source  of  infection  two  to  four  times 
more  frequently  than  dogs. 

The  majority  of  wounds  occur  on  exposed  areas 
including  arms,  legs,  and  face.  Most  patients  become 
symptomatic  within  24  hours  of  animal  contact,  and 
within  48  hours,  pain,  swelling,  and  redness  are  ap- 
parent. Regional  lymphadenopathy,  temperature 
greater  than  38°C.,  and  purulent  drainage  are  seen 
in  20  to  40  percent  of  patients  with  infected 
wounds.15  The  clinical  presentation  of  patients  with 
infected  animal  injuries,  however,  can  be  quite 
variable.15,17-19 

Most  infections  following  animal  bites  and 
scratches  are  localized  to  the  area  of  penetration. 
However,  complications  may  occur.15’16’19-22  These 
include  both  local  complications  from  contiguous 
spread  and  those  resulting  from  bacteremia  and 
metastatic  foci.  Local  abscess  formation  is  common 
and  may  require  drainage.12’20-24  A brain  abscess  in 
an  infant  due  to  a perforating  animal  dog  bite  has 
been  reported.25  Corneal  ulcer26  and  panophthal- 
mitis27 have  complicated  facial  wounds.  Tenosyn- 
ovitis15’21,28 is  a local  complication,  whereas  os- 
teomyelitic1720’29 and  septic  arthritis  can  result  from 
local  or  metastatic  disease.  Many  of  those  who  de- 
velop arthritis,  as  in  Case  2,  have  underlying  rheu- 
matoid arthritis.17’29-35  Infection  of  prosthetic  joints 
has  also  been  reported.30-35  Finally,  septice- 
mia I5, 18-24,36,37  ancj  meningitis16-38  have  been  de- 
scribed. Underlying  chronic  diseases  were  present 
in  many  of  these  patients  and  may  have  predisposed 
to  the  development  of  serious  infection.  Septic  ar- 
thritis has  occurred  in  patients  with  rheumatoid  ar- 
thritis who  were  being  treated  with  steroids  or  in- 
domethacin.  Sepsis  following  animal  trauma  is  well 
described  in  patients  with  severe  hepatic  dis- 
ease18’24’36’37 and  may  relate  to  altered  circulatory 
patterns  and  compromised  reticuloendothelial  ac- 
tivity.18 The  role  of  other  immunocompromising 
factors,  particularly  steroids,  in  the  development  of 
Pasteurella  sepsis  has  not  been  studied. 

B.  Infections  associated  with  atraumatic  animal 
exposure.  While  the  majority  of  human  P.  multo- 
cida infections  follow  animal  trauma,  there  are  nu- 
merous reports  of  infections  in  patients  with  only 
casual  exposure  to  farm  animals  or  household  pets. 
The  most  common  site  of  infection,  as  in  Case  3,  is 
the  respiratory  tract.39  Of  patients  with  P.  multo- 
cida respiratory  infections,  many  have  had  under- 
lying chronic  respiratory  disease  such  as  bronchitis, 
emphysema,  or  bronchiectasis.16’20’39-47  Patients 
with  sinusitis,48-49  peritonsillar  abscess,47  empy- 
ema,40’47,50’51  fatal  pulmonary  abscess,52  and  acute 
epiglottitis51  have  also  been  described.  It  appears 
that  these  infections  result  from  airborne  or  vector 


contact  with  the  organism. 

In  addition  to  the  respiratory  tract,  abdominal  and 
pelvic  infections  may  be  seen  in  15  percent  of  cases 
of  P.  multocida  infections  with  atraumatic  animal 
exposure.39  Case  4,  with  sepsis  and  peritonitis,  ex- 
emplifies this  type  of  infection.  There  are  multiple 
reports  of  patients  with  pet  dogs  or  cats  but  no  his- 
tory of  bite  or  scratch,  who  developed  peritonitis  in 
the  setting  of  cirrhosis,53-55  appendicitis,39,56  ap- 
pendiceal abscess  or  rupture,47,57  or  following  per- 
foration of  a duodenal  ulcer.58  Cervicitis,  vaginitis, 
Bartholin  abscess,  cystitis,  pyelonephritis,  renal 
abscess,  and  chorioamnionitis  have  also  been  de- 
scribed.39’59,60 

While  the  source  of  respiratory  infections  in  this 
clinical  setting  appears  to  be  related  to  inhalation  of 
the  organism,  the  source  of  abdominal  and  pelvic 
infections  is  unclear.  Case  4 had  no  obvious  ascites, 
perforation,  or  abscess,  and  the  peritonitis  was  be- 
lieved secondary  to  bacteremia  of  unknown  source. 
Less  common  infections  that  appear  to  result  from 
a primary  inoculation  include  paronychial  infection 
conjunctivitis  and  decubiti.15’39  Cases  of  meningi- 
tis,39,61-65 septic  arthritis  with  a fatal  mycotic  aneu- 
rysm,66 and  septicemia39,45,51’62  have  also  been  as- 
sociated with  the  vast  spectrum  of  diseases  caused 
by  this  organism  in  this  clinical  setting  and  appear 
to  result  from  bacteremic  spread  of  disease  from  a 
primary  site.  In  many  of  these  cases,  the  organism 
was  isolated  from  the  mouth  of  the  pet  animal. 
Respiratory  infections,  meningitis,  and  cellulitis  have 
also  been  reported  following  contact  with  animal 
tissues.39 

C.  Infections  not  associated  with  animal  expo- 
sure. P.  multocida  infections  in  patients  without 
obvious  animal  contacts  are  the  least  common  form 
of  the  disease.  Several  cases  of  respiratory  tract 
infections  have  been  reported,  including  broncho- 
pneumonia in  an  alcoholic  with  chronic  respiratory 
disease,51  and  in  patients  with  underlying  bronchi- 
ectasis,9 maxillary  sinusitis,41  acute  bronchitis,44 
empyema,67  and  fatal  pulmonary  hemorrhage  due  to 
a cavitating  lesion  in  a man  with  pulmonary  em- 
physema.14 Meningitis,39,41’65’68-70  cerebellar  ab- 
scess following  otitis  media,71,72  conjunctivitis,39 
septicemia,39,73  endocarditis74,75  peritonitis,54  ap- 
pendiceal abscess,76,77  osteomyelitis  following  a 
compound  fracture,22  or  complicating  a vascular 
ulcer,66  and  polyarthritis,78  have  all  occurred  without 
obvious  animal  exposure.  Miller16  reported  seven 
cases  of  P.  multocida  infection  following  trauma  such 
as  a fall  from  a bicycle,  suggesting  that  Pasteurella 
may  survive  in  soil.  These  reports  suggest  that  the 
spectrum  of  disease  and  complications  of  P.  multo- 
cida infections  are  as  severe  in  patients  who  lack 
animal  exposure  as  in  those  who  have  had  close  ani- 
mal contact. 

Even  in  the  absence  of  animal  exposure,  it  is  be- 
lieved that  an  animal  reservoir  of  P.  multocida  is  the 
major  source  of  human  infections.  Whether  the 
organism  is  transmitted  to  man  from  animal  secre- 
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tions,  urine,  or  feces  is  unclear.  It  has  also  been 
suggested  that  person-to-person  spread  may  occur 
since  the  organism  may  he  part  of  the  normal  human 
respiratory  flora.8,39  '9 

Treatment.  A distinguishing  feature  of  P.  mul- 
tocida  is  its  susceptibility  to  penicillin.  Because  of 
this  sensitivity,  penicillin  is  the  drug  of  choice  in  P. 
multocido  infections.  However,  strains  resistant  to 
penicillin  have  been  isolated.  Tetracycline  is  also 
effective  and  is  recommended  in  patients  allergic  to 
penicillin.  Penicillin  analogues  and  the  cephalo- 
sporins may  also  he  used.  Because  of  the  variability 
in  antibiotic  sensitivities,80  in  vitro  studies  should  he 
performed.  The  four  isolates  from  our  patients  were 
all  sensitive  to  penicillin,  ampicillin,  cephalothin, 
chloramphenicol,  and  tetracycline.  Drug  dosages, 
routes  of  administration,  and  duration  of  treatment 
should  he  adjusted  according  to  the  severity  of  in- 
fection. Severe  P.  multocida  infections  such  as 
septicemia,  septic  arthritis,  and  meningitis,  should 
be  treated  with  high-dose  parenteral  penicillin,  but 
cellulitis  and  respiratory  infections  can  he  treated 
with  oral  medications. 

Summary 

Four  cases  of  Pasteurella  infection  are  described 
including  cellulitis,  septic  arthritis,  pneumonia,  and 
peritonitis  with  sepsis. 

The  organism  is  a small  gram-negative  bacterium 
that  is  commonly  carried  in  the  mouths  of  domestic 
and  other  animals.  It  grows  well  on  conventional 
media  and  has  characteristic  morphologic  and  fer- 
mentation properties  which  aid  in  its  identifica- 
tion. 

The  spectrum  of  infection  encompasses  three 
groups,  including  infections  following  animal  trauma, 
those  associated  with  atraumatic  animal  exposure, 
and  those  not  associated  with  animal  exposure. 
Those  infections  following  trauma  are  typically  cel- 
lulitis in  the  area  of  the  wound,  though  complications 
from  contiguous  spread,  and  those  resulting  from 
bacteremia  and  metastatic  foci  can  occur.  The 
clinical  spectrum  associated  with  atraumatic  animal 
exposure  is  different  and  is  present  primarily  as 
pneumonia  and  other  respiratory  tract  infections. 
Infections  not  associated  with  animal  exposure 
present  multiple  clinical  syndromes  that  have  no 
typical  pattern. 
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Infection  in  diseased  vessels,  or  following  vascular 
procedures,  is  a disastrous  event  associated  with  high 
morbidity  and  mortality  rates.1-3  If  infection  occurs 
in  an  aortic  abdominal  aneurysm,  the  surgeon  faces 
the  difficult  task  of  excision  and  extra-anatomic 
restoration  of  blood  flow. 

Case  report 

A 67-year-old  black  female  was  admitted  to  the 
Lenox  Hill  Hospital  following  unsuccessful  angiog- 
raphy elsewhere  of  a large  pulsating  upper  abdominal 
mass.  The  patient  had  maturity-onset  diabetes 
treated  with  chlorpropamide  (Diabinese),  and  hy- 
pertensive cardiovascular  disease  controlled  by 
methyldopa  and  diuretics. 

She  was  a moderately  obese,  black  female  in  no 
acute  distress,  blood  pressure  160/90,  pulse  84  beats 
per  minute,  and  afebrile.  Palpation  of  the  abdomen, 
sonography,  routine,  and  contrast  x-ray  film  studies 
demonstrated  an  aortic  aneurysm  6 cm.  wide  and 
extending  from  below  the  renal  arteries  to  the  aortic 
bifurcation  (Fig.  1).  Pedal  pulses  were  present. 

Four  days  after  angiography  the  patient  developed 
a fever  of  39°C.;  a white  blood  cell  count  of  14,000, 
and  urine  containing  many  white  blood  cells  and 
bacteria.  Because  of  a possible  urinary  tract  infec- 
tion, elective  resection  of  the  aneurysm  was  post- 
poned. The  febrile  course,  with  increasing  leuko- 
cytosis, continued  despite  antibiotic  therapy  and 
clearing  of  the  initial  urinary  tract  infection.  Be- 
cause of  negative  urine  culture  findings  and  blood 
cultures  that  grew  out  Staphylococcus  aureus,  in- 
fection in  the  aortic  aneurysm  was  suspected. 


FIGURE  1.  Aortogram  demonstrates  origin  of  aneurysm 
below  renal  arteries. 

Antibiotic  treatment,  using  2 Gm.  of  oxacillin  so- 
dium every  four  hours  intravenously,  resulted  in 
negative  blood  cultures  and  normal  temperature  on 
the  tenth  day  of  treatment. 

The  evening  before  elective  surgery,  the  patient 
experienced  sudden  severe  abdominal  pain  and  be- 
came hypotensive.  That  night,  the  ruptured  ab- 
dominal aortic  aneurysm  was  resected.  A large 
amount  of  free  blood  and  pus  was  evacuated  from  the 
peritoneal  cavity.  The  aortic  and  iliac  stumps  were 
closed  with  interrupted  monofilament  polypropylene 
sutures  reinforced  by  omentum.  The  peritoneal 
cavity  was  copiously  irrigated  with  saline  solution, 
and  200  cc.  of  1 percent  cephalosporin  were  instilled. 
A catheter  was  left  near  the  aortic  stump  for  post- 
operative instillation  of  antibiotics. 

The  operating  room  was  completely  contaminated, 
and  because  of  the  increased  morbidity  and  mortality 
rates  with  immediate  arterial  reconstruction  in  pa- 
tients operated  on  for  arterial  infections  and  in  whom 
there  was  no  immediate  threat  of  distal  gangrene 
clinically,  we  decided  to  delay  the  extra-anatomic 
reconstruction.  Heparin  was  administered  at  a rate 
of  1,000  units  per  hour  intravenously.  Anuria,  last- 
ing two  hours  post  aneurysm  rupture,  was  reversed 
by  intensive  fluid  and  blood  volume  replacement, 
furosemide,  and  mannitol  therapy. 

The  patient’s  condition  improved  steadily,  and  she 
was  returned  to  the  operating  room  four  hours  later 
for  an  axillo-bifemoral  knitted  Dacron  bypass  graft 
performed  under  local  anesthesia. 
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FIGURE  2.  (A)  Necrosis  of  wall  of  aneurysm  marked  by 


Postoperatively,  the  area  of  the  aortic  stump  was 
irrigated  with  1 percent  cephalosporin  solution  for 
five  days.  Intravenous  oxacillin  sodium  was  con- 
tinued for  four  weeks.  Cultures  of  the  wall  of  the 
aneurysm  grew  out  S.  aureus,  and  microscopic  sec- 
tions of  the  aneurysm  showed  gram-positive  cocci 
(Fig.  2).  The  patient  was  discharged  four  weeks  after 
surgery  with  excellent  lower-limh  circulation.  Ox- 
acillin sodium  therapy  was  continued  for  eight  weeks 
postoperatively.  She  was  doing  well  two  years  after 
surgery. 

Comment 

'The  causes  of  infection  in  abdominal  aortic  aneu- 
rysms are  many.  Ambrose  Pare,  in  the  sixteenth 
century,  is  given  credit  for  the  first  description  of 
aneurysms  caused  by  an  infecting  organism.4  The 
term  “mycotic”  aneurysms  was  introduced  by  Osier 
in  18855  to  describe  aneurysms  resulting  from  septic 
emboli  of  bacterial  endocarditis  to  the  vasa  vasorum 
of  an  artery.  'This  was  the  most  common  cause  prior 
to  antibiotic  therapy  found  to  be  present  in  86  per- 
cent of  217  cases  of  mycotic  aneurysms  reported  by 
Stengel  and  Wolfert  in  1923.6  After  the  discovery 
of  antibiotics  and  their  u -e  in  the  treatment  of  bac- 
terial endocarditis,  the  incidence  of  mycotic  aneu- 
rysm diminished.7 

Septicemia  or  bacteren  i from  various  causes  may 
infect  a pre-existing  aneurysm,  as  was  the  case  in  our 
patient  in  whom  the  infection  was  related  to  angi- 


arrows.  (B)  Colonies  of  bacteria  seen  in  wall  of  aneurysm. 

ography.  Mundth  et  al.2  reported  two  cases  in  which 
infection  was  probably  caused  by  arteriography. 

A third  mechanism  of  infection  in  an  aneurysm  is 
one  introduced  by  direct  contiguity  or  through  lym- 
phatics. Finally,  infection  may  begin  in  an  area  of 
trauma  to  a vessel  such  as  is  seen  frequently  in  drug 
addicts,  or  in  the  operative  site  of  a vascular  anas- 
tomosis. The  latter  mechanism  is  becoming  more 
important  in  this  age  of  extensive  vascular  sur- 
gery.2’6’8’9 A clear  classification  of  present-day  ar- 
terial infections  is  described  in  detail  by  Wilson, 
Wagenen,  and  Passaro.10 

The  reported  incidence  of  infected  arteriosclerotic 
aneurysms  of  the  abdominal  aorta  depends  on  the 
clinician’s  awareness  of  the  condition  and  the  pa- 
thologist’s utilization  of  special  methods,  including 
cultures  and  Gram  stains  of  the  lesion  at  the  time  of 
necropsy.1 1 Many  infections  are  undetected  if  these 
special  studies  are  not  made.  Diagnosis  of  infection 
in  an  aneurysm  is  difficult.  In  several  reported  cases, 
rupture  and  death  occurred  before  the  diagnosis  was 
considered.8,12 

Fever  in  association  with  a palpable  aneurysm 
should  be  considered  as  evidence  of  infection  in  the 
aneurysm  unless  strong  and  convincing  proof  of  in- 
fection elsewhere  can  be  established.  Even  in  such 
a case,  the  aneurysm  would  be  at  increased  risk.  In 
our  patient,  the  initial  sign  was  fever  attributed  to  a 
urinary  tract  infection.  It  was  not  until  the  blood 
cultures  grew  out  S.  aureus,  and  the  patient  corn- 
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plained  of  vague  abdominal  pain,  that  the  diagnosis 
of  an  infected  aneurysm  was  suspected,  Jarret  et 
al.12  reported  that  fever  was  the  most  common 
symptom  to  appear  first. 

Fever  is  rarely  caused  bv  retroperitoneal  rupture 
and  hematoma  per  se.811  Barratt-Boyes18  found 
that  even  with  rupture,  the  temperature  is  subnor- 
mal. Only  one  of  his  18  patients  with  ruptured  an- 
eurysms had  a fever. 

Suspicion  of  infected  aneurysms  should  be  high  in 
patients  with  positive  blood  culture  findings,  erosion 
of  lumbar  vertebrae,  aneurysms  with  lack  of  aortic 
calcification  noted  on  x-ray  films,  and  in  female  pa- 
tients.12 

Infected  abdominal  aortic  aneurysms  are  fre- 
quently associated  with  rupture,2-1,81 112  especially 
if  the  infection  is  caused  by  gram-negative  organ- 
isms.12 The  mortality  rate  is  prohibitive,  as  in  Jarret 
et  al’s.12  series  where  no  patient  survived  in  seven 
cases  of  ruptured  infected  abdominal  aortic  aneu- 
rysms. 

Once  the  diagnosis  of  an  infected  abdominal  aortic 
aneurysm  is  made,  the  treatment  is  surgical.  The 
patient  should  be  given  the  appropriate  antibiotics 
until  blood  cultures  are  negative  and  the  patient  is 
afebrile.6’8,12  If  rupture  of  the  aneurysm  appears 
imminent,  then  urgent  resection  should  be  done  re- 
gardless of  the  clinical  state  of  the  patient. 

The  aneurysm  should  be  completely  resected  since 
it  is  essential  to  excise  all  of  the  infected  wall.7-12  The 
aortic  stump  should  be  closed  in  a healthy  portion  of 
the  aortic  wall,  utilizing  monofilament  nonabsorbable 
suture  material  and  reinforced  by  omentum. 

Arterial  reconstruction  after  resection  of  the  an- 
eurysm presents  the  second  phase  of  treatment. 
Reconstruction  in  the  infected  bed  of  the  aneurysm 
is  unwise.  One  is  therefore  left  with  the  following 
possibilities:  (1)  immediate  extra-anatomic  recon- 
struction, (2)  delayed  arterial  reconstruction),  and 
(3)  no  reconstruction,  with  amputation  if  indi- 
cated. 

Immediate  extra-anatomic  reconstruction  can  be 
achieved  by  axillobifemoral  graft.14  or  thoracoiliac 
graft  as  described  by  Blaisdell,  De  Mattei,  and 
Gauder.15  It  is  begun  at  the  end  of  a lengthy  difficult 
procedure  and  may  be  impossible  to  do  in  an  un- 
contaminated field  in  view  of  the  resection  of  the 
infected  aneurysm.  This  was  the  fact  in  our  case. 
Goldstone  and  Moore1  point  this  out  and  note  that 
the  highest  mortality  rate  existed  in  those  patients 
with  infected  grafts  who  had  immediate  recon- 
struction. 

Delayed  reconstruction  in  some  patients  has  def- 
inite advantages.  Goldstone  and  Moore1  reported 
the  lowest  mortality  rate  in  those  patients  having 
delayed  reconstruction  after  resection  of  an  infected 
prosthesis.  The  bypass  can  be  done  in  a clean  op- 
erating room  with  no  risk  of  contamination  from  the 
infected  aneurysm.  Furthermore,  the  patient  is  in 
optimum  condition  for  a lengthy  reconstruction, 


particularly  if  rupture  has  occurred,  which  was  the 
fact  in  our  case.  Delayed  reconstruction  may  be 
considered  if  the  patient’s  extremities  are  viable  and 
the  patient  is  maintained  on  full  heparin  therapy. 

Resection  of  the  infected  aneurysm  without  re- 
construction and  local  amputation,  as  indicated,  is 
the  final  treatment  choice.  It  should  only  be  con- 
sidered in  patients  who  remain  critically  ill.  Am- 
putation as  primary  therapy,  without  attempt  at 
reconstruction,  is  only  acceptable  under  desperate 
circumstances. 

Summary 

1'he  diagnosis  of  an  infected  abdominal  aortic- 
aneurysm  requires  a high  degree  of  suspicion. 
Unexplained  fever  is  the  only  early  sign  of  infection. 
Prompt  antibiotic  treatment  should  he  instituted 
and  complete  resection  accomplished.  Extra-ana- 
tomic bypass  is  recommended  as  a delayed  procedure 
in  certain  patients.  The  advantages  of  staging  the 
reconstruction  are  that  asepsis  of  the  procedure  is 
assured,  and  it  is  done  with  the  patient  in  optimum 
condition  for  lengthy  reconstruction,  particularly 
when  the  aneurysm  is  ruptured. 

130  East  77th  Street 
New  York,  N.Y.  10021 
(DR.  KESSELER) 
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Despite  the  general  belief  that  Salmonella  infec- 
tions have  been  eradicated  in  advanced  countries, 
they  still  remain  a serious  health  problem.  Fuerst1 
reported  1,003  cases  of  Salmonella  infections  in  New 
York  City  between  1960  and  1963.  Loewenstein, 
Fox,  and  Martin2  reported  21,413  isolations  of  Sal- 
monella from  human  beings  in  the  United  States  in 
1969.  However,  cases  of  Salmonella  choleraesuis 
were  uncommon  in  these  two  reports. 

Among  the  salmonelloses,  typhoid  fever  has  been 
associated  more  frequently  with  neurologic  compli- 
cations.2'4 They  are  less  common  in  other  salmo- 
nelloses, and  usually  consist  of  meningitis  in  chil- 
dren.5’6 In  a review  of  the  literature  between  1925 
and  1966,  Stille  and  Schoop7  reported  only  four  cases 
of  S.  choleraesuis  meningitis  in  adults. 

Salmonella  encephalopathy  is  even  more  rare  but 
also  occurs  more  frequently  in  children.4’8,9  No  cases 
of  Salmonella  encephalopathy  have  been  reported 
in  the  American  literature  since  Zellweger  and  Idriss 
in  I96010  described  five  cases  in  children,  four  of 
which  were  due  to  typhoid  fever. 

Because  of  the  rarity  of  this  condition  in  adults,  a 
recently  observed  case  of  encephalopathy  associated 
with  S.  choleraesuis  infection  is  reported. 

Case  report 

A 22-year-old  woman  was  admitted  to  Metropol- 
itan Hospital  because  of  fever  of  three  days’  duration, 
accompanied  by  chills,  productive  cough,  and  severe 
diarrhea  on  the  day  prior  to  admission. 

During  the  past  two  years  she  had  been  using  in- 
travenous heroin  and  had  her  last  injection  two  (lays 
prior  to  admission.  .She  was  also  receiving  oral 
methadone. 

The  physical  examination  revealed  an  anxious, 


uncooperative  patient  with  a rectal  temperature  of 
104°  F.,  and  a systolic  ejection  murmur  over  the 
precordium;  the  neurologic  examination  disclosed  no 
abnormalities.  The  initial  laboratory  investigations, 
including  complete  blood  count,  urinalysis,  blood 
chemistry,  chest  and  abdominal  roentgenograms,  and 
electrocardiograms,  disclosed  normal  findings,  except 
for  a serum  sodium  level  of  130  mEq.  per  liter.  After 
obtaining  blood  cultures,  the  patient  was  started  on 
intravenous  vancomycin  and  gentamicin.  During 
her  first  day  in  the  hospital  she  became  lethargic.  A 
lumbar  puncture  revealed  a CSF  (cerebral  spinal 
fluid)  pressure  of  170  mm.;  there  were  1,580  eryth- 
rocytes and  37  polymorphonuclear  leukocytes  per 
cubic  millimeter;  the  glucose  concentration  was  69 
mg.  and  the  protein  144  mg.  per  deciliter.  Gram 
stain  was  negative  for  bacteria,  and  a specimen  was 
sent  for  culture. 

The  patient  remained  febrile  and  on  the  second 
day  developed  a diffuse  rash  over  the  torso.  Subse- 
quently she  became  agitated  and  delirious,  for  which 
diazepam  and  chlorpromazine  were  given.  She  then 
became  unresponsive  to  verbal  commands,  but  could 
be  aroused  with  painful  stimulation,  and  manifested 
choreoathetoid  movements  of  the  upper  extremities. 
A radionuclide  brain  scintiscan  disclosed  no  abnor- 
malities, and  the  EEG  (electroencephalogram) 
showed  2-to-3  Hz.  diffuse  bilateral  slowing. 

On  the  third  day,  she  was  afebrile  but  lethargic. 
Serum  sodium  level  was  128  mEq.  per  liter.  Repeat 
lumbar  puncture  findings  were  normal  except  for  a 
protein  concentration  of  66  mg.  per  deciliter.  Blood 
cultures  obtained  on  the  first  day  showed  S.  choler- 
aesuis. Therefore,  the  antibiotic  therapy  was 
changed  to  intravenous  chloramphenicol.  During 
the  next  two  days,  the  patient’s  mental  status  im- 
proved, her  serum  sodium  level  returned  to  normal, 
and  she  became  afebrile.  The  cultures  of  both  CSF 
specimens  were  negative  for  bacteria.  Chloram- 
phenicol treatment  was  contained  until  the  eighth 
day  when  she  signed  out  of  the  hospital  against 
medical  advice. 

Comment 

The  symptoms  in  Salmonella  encephalopathy 
may  vary;  simple  obtundation,  delirium,  or  coma  may 
occur.  Extrapyramidal  symptoms  (muscle  rigidity, 
tremor,  or  choreoathetoid  movements),  third-  and 
fourth-nerve  palsies,  respiratory  distress  accompa- 
nied by  paralysis  of  the  palatal  or  laryngeal  muscles, 
occasional  circulatory  collapse,  ataxia,  aphasia,  and 
seizures  have  been  described. 3’4,9’10  Diffuse  bilateral 
slowing  in  the  EEG  has  been  described.4,9  The  CSF 
usually  reveals  increased  pressure,  high  protein 
content,  and  an  increased  number  of  cells,  mainly 
polymorphonuclear  leukocytes,  although  cases  with 
normal  CSF  findings  have  been  reported.4,10  Not  a 
single  case  of  S.  choleraesuis  encephalopathy  is  re- 
ported in  these  reviews. 

In  the  present  case,  the  presence  of  a rash  and 
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delirium,  in  association  with  fever,  diarrhea,  and 
respiratory  distress,  suggested  the  possibility  of 
septicemia,  and  the  isolation  of  S.  choleraesuis  es- 
tablished the  diagnosis.  The  delirium,  choreoathe- 
toid  movements  and  stupor,  the  bilateral  diffuse 
slowing  in  the  EEG,  and  a high  protein  concentration 
and  polymorphonuclear  leukocytes  in  the  CSF  were 
compatible  with  the  diagnosis  of  encephalopathy. 
Low  serum  sodium  levels  also  have  been  previously 
reported.10  The  absence  of  Salmonellae  on  Gram 
stain  and  the  negative  CSF  cultures  are  not  unusual 
in  cases  of  encephalopathy,  which  are  probably  due 
to  the  endotoxin  and  not  to  a direct  effect  of  the 
bacteria.10 

Salmonellae  are  isolated  more  commonly  in  cases 
with  meningeal  involvement.3,4  , 9 However,  the  use 
of  antibiotics  before  the  lumbar  puncture  may  have 
been  responsible  for  the  sterile  CSF  in  this  case. 

Summary 

Among  the  salmonelloses,  typhoid  fever  is  most 
frequently  associated  with  neurologic  complications. 
They  are  less  common  in  other  salmonelloses,  and 
usually  consist  of  meningitis  in  children.  Because 
of  its  rarity,  a case  of  S.  choleraesuis  encephalopathy 


is  reported. 
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LITHIUM  TREATMENT  OF  MENTAL  ILL 
SAVES  AMERICANS  $4  BILLION 

Use  of  lithium  in  the  successful  treatment  of  manic- 
depression  has  not  only  rescued  thousands  of  individuals 
from  serious  illness  but  also  has  saved  some  $4  billion  in 
treatment  costs  and  gained  production  during  the  last  ten 
years. 

This  is  the  conclusion  of  researchers  from  the  National 
Institute  of  Mental  Health  and  St.  Elizabeth’s  Hospital, 
Washington,  D.C.,  in  a report  in  the  current  issue  of  an 
American  Medical  Association  specialty  journal,  Archives 
of  General  Psychiatry. 

Lithium  was  approved  by  the  Food  and  Drug  Adminis- 
tration as  a treatment  for  manic  excitement  in  1969.  At 
that  time  some  32,750  hospital  beds  were  occupied  for 
treatment  of  manic-depression,  says  Ann  Reifman  and  Dr. 
Richard  Jed  Wyatt.  Only  estimates  are  available  for  those 


then  being  treated  as  outpatients. 

Miss  Reifman  and  Dr.  Wyatt  estimate  that  lithium 
treatment,  which  has  freed  manic  patients  from  hospitals 
and  returned  them  to  everyday  life,  has  saved  $2.88  billion 
in  ten  years  in  treatment  costs.  For  those  individuals  who 
were  able  to  return  to  work  and  family,  there  was  a gain  of 
$1.28  billion  in  production,  they  estimate. 

Today,  manic-depressive  patients  do  strikingly  better 
on  lithium  than  when  they  were  treated  with  hospitaliza- 
tion, electrotherapy,  and  many  different  drugs.  It  renders 
an  overwhelming  majority  of  manic-depressive  patients 
free  from  their  previous  mental  anguish  and  able  to  func- 
tion smoothly  in  society,  the  researchers  declare. 

“Just  as  good  nutrition  and  penicillin  began  to  empty 
psychiatric  wards  of  the  victims  of  pellegra  and  syphilis  and 
drastically  reduce  the  costs  of  these  diseases,  lithium  de- 
creased the  cost  of  manic-depression.” 

The  estimate  of  $4  billion  savings  is  speculative,  but,  if 
1 anything,  probably  much  too  low,  they  conclude. 
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Infections  of  aortic  prosthetic  grafts  have  most 
frequently  been  attributed  to  contamination  at  the 
time  of  surgery,  hematogenous  seeding  after  surgery, 
and  erosion  into  the  intestinal  tract.  An  unusual 
case  of  aortic  graft  infection  secondary  to  a diver- 
ticular abscess  was  recently  seen  at  Bellevue  Hospi- 
tal. This  case  report  details  the  difficult  problems 
presented  by  the  patient  and  the  unique  approach 
used  in  his  management. 

Case  report 

A 54-year-old  male  underwent  an  aortofemoral 
bypass  for  claudication.  A knitted  Dacron  graft  was 
anastomosed  end-to-side  into  the  common  femoral 
arteries,  with  ligation  of  the  femoral  arteries  proximal 
to  the  anastomoses.  The  postoperative  course  was 
uneventful  except  for  a superficial  infection  in  the 
left  groin  which  resolved  prior  to  discharge. 

Four  months  after  surgery,  the  patient  was  read- 
mitted to  the  hospital  with  a left  lower-quadrant 
abscess.  At  laparotomy,  a large  perforated  diver- 
ticular abscess  was  found.  The  left  limb  of  the  aor- 
tofemoral graft  was  noted  to  be  involved  in  the  ab- 
scess cavity.  A sigmoid  colon  resection  was  done, 
leaving  a colostomy  and  a Hartmann’s  pouch.  The 
abdominal  cavity  was  irrigated,  and  omentum  was 
placed  around  the  exposed  prosthesis.  Postopera- 
tively,  the  patient  was  treated  with  intravenous  an- 
tibiotics and  discharged  with  a functioning  colos- 
tomy. 

One  month  following  this  operation,  an  intra- 
abdominal abscess  spontaneously  drained  through 


the  lower  pole  of  the  midline  incision.  Escherichia 
coli  sensitive  to  gentamicin  was  cultured  from  the 
abscess.  The  abscess  cavity  was  irrigated  with  an- 
tibiotic solution  through  an  indwelling  catheter. 
Two  weeks  after  its  placement,  the  irrigating  catheter 
was  noted  to  have  eroded  into  the  Hartmann’s  pouch 
and  was  palpable  on  rectal  examination.  At  this 
point,  the  patient  was  transferred  to  Bellevue  Hos- 
pital for  further  care. 

At  the  time  of  transfer,  the  patient  was  noted  to  be 
cachectic,  confused,  and  in  moderate  distress.  Blood 
pressure  was  170/90.  He  weighed  60  Kg.,  14  Kg.  less 
than  his  normal  weight.  Abdominal  examination 
revealed  a midline  scar  with  purulent  drainage  from 
the  lower  pole.  The  left  upper-quadrant  colostomy 
was  stenosed  but  functioning.  Bilateral  lower- 
quadrant  tenderness  without  rebound  was  noted. 
Rectal  examination  revealed  the  end  of  the  irrigating 
catheter,  which  was  inserted  through  the  lower  pole 
of  the  abdominal  wound.  Femoral,  popliteal,  and 
pedal  pulses  were  present.  Pertinent  laboratory  data 
included:  hematocrit  36;  white  blood  count  12,500 
per  cubic  millimeter;  prothrombin  time  11  per  12 
seconds;  sodium  140  mEq.,  potassium  4.3  mEq.,  and 
chloride  98  mEq.  per  liter;  blood  urea  nitrogen  18 
mg.,  creatinine  1.1  mg.,  glucose  100  mg.,  serum  glu- 
tamic oxaloacetic  transaminase  22  Gm.  lactic  dehy- 
drogenase 184  IU,  amylase  95  IU,  bilirubin  0.6  mg., 
and  albumin  2.8  Gm.  per  liter;  and  arterial  blood 
gases:  pH  7.42,  oxygen  pressure  69,  and  carbon 

dioxide  pressure  39.  The  urinalysis,  electrocardio- 
gram, and  chest  x-ray  film  findings  were  within 
normal  limits. 

The  patient  was  placed  on  total  parenteral  nutri- 
tion. An  aortogram  showed  a patent  graft  to  the 
femoral  arteries  with  patent  superficial,  femoral, 
popliteal,  and  tibial  vessels  (Fig.  1).  A sinogram 
through  the  abdominal  wound  revealed  the  recto- 
cutaneous  fistula,  but  did  not  demonstrate  a com- 
munication with  the  aortofemoral  graft  (Fig.  2). 

At  exploratory  laparotomy  five  days  after  admis- 
sion, a pelvic  abscess  containing  approximately  300 
cc.  of  purulent  material  was  located.  The  abscess 
communicated  with  both  limbs  of  the  aortofemoral 
graft.  The  colostomy  and  Hartmann’s  pouch  were 
revised  and  the  abscess  drained.  Cultures  again  grew 
out  E.  coli  sensitive  to  gentamicin.  In  addition  to 
systemic  antibiotics,  the  abscessed  cavity  was  irri- 
gated with  a 20:1  povidone-iodine  (Betadine)  solu- 
tion. On  the  fifth  postoperative  day,  while  awaiting 
definitive  surgery,  bilious  material  was  noted  in  the 
irrigation  catheter  and  the  patient  developed  leu- 
kocytosis to  21,000  per  cubic  millimeter.  At  re- 
exploration, a perforation  of  the  distal  ileum  where 
it  had  adherred  to  the  prosthesis  was  managed  by 
right  hemicolectomy  and  primary  anastomosis. 

Three  days  later,  the  patient  was  returned  to  the 
operating  room  for  removal  of  the  infected  graft. 
The  left  axillary  artery  was  found  to  be  unsuitable  for 
bypass  because  of  proximal  atherosclerotic  disease. 
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FIGURE  1.  Aortogram  showing  patent  graft  with  profunda 
and  superficial  femoral  arteries  patent  bilaterally. 


The  right  axillary  artery  was,  therefore,  used  for  ax- 
illobifemoral  bypass  using  a crossover  limb  in  the 
upper  chest  (Fig.  3).  The  grafts  were  brought  lateral 
to  the  previous  groin  incisions,  and  anastomoses  were 
done  just  above  the  adductor  canal  to  the  distal  su- 
perficial femoral  arteries.  After  closing  the  skin 
incisions,  the  previous  groin  wounds  were  reopened, 
the  limbs  of  the  graft  were  disconnected  at  the 
anastomoses,  and  the  arteriotomies  were  closed  with 
proline  sutures.  Through  the  midline  incision,  the 
aortic  anastomosis  was  disconnected,  and  the  distal 
aorta  was  closed  with  3-0  proline  pledgetted  sutures. 
The  groin  wounds  were  left  open  with  closed  drainage 
catheters  passed  along  the  tracts  into  the  abdominal 
cavity. 

Postoperatively,  the  patient  was  maintained  on 
hyperalimentation  of  3,000  calories  a day.  Genta- 
micin was  administered  intravenously  for  two  weeks 
with  steady  improvement  in  his  condition.  On  the 
sixteenth  postoperative  day,  a pelvic  abscess  was 


FIGURE  2.  Sinogram  through  abdominal  wound  showing 
communication  to  rectum. 


drained  through  the  lower  pole  of  the  wound.  Si- 
nography revealed  no  communication  with  the  aortic 
stump.  This  gradually  closed  during  the  next  30 
days. 

At  eight  months’  follow-up,  the  abdominal  wounds 
had  healed.  The  axillobifemoral  graft  was  func- 
tioning well.  The  patient  resumed  his  normal  daily 
activities  and  has  shown  a steady  weight  gain.  His 
colostomy  will  be  closed  one  year  following  the  re- 
moval of  the  infected  graft. 

Comment 

The  reported  incidence  of  prosthetic  infections 
ranges  from  0.25  to  6 percent  and  averages  1 to  2 
percent.1-4  Liekweg  and  Greenfield,5  in  a review  of 
164  prosthetic  infections,  discussed  84  patients  with 
infected  aortoiliac  or  aortofemoral  prosthesis.  The 
overall  mortality  rate  in  this  group  was  47.9  percent. 
Major  amputations  were  required  in  another  23 
percent,  for  an  overall  mortality  and  morbidity  rate 
of  70.9  percent. 

Infections  of  prosthetic  grafts  may  occur  any  time 
after  surgery.  Liekweg  and  Greenfield5  found  the 
mean  interval  from  surgery  to  recognized  infection 
in  128  cases  to  be  27  weeks,  but  intervals  up  to  87 
months  have  been  reported.  Early  infections  are 
most  likely  related  to  contamination  at  the  time  of 
surgery.  Staphylococcus  infections  were  not  specific 
for  a particular  type  of  graft  or  anatomic  area,  sup- 
porting the  contention  that  contamination  occurs  at 
surgery.  Other  organisms  found  were  E.  coli  13.4 
percent,  Streptococcus  8.5  percent,  Pseudomonas 
6.1  percent,  and  Klebsiella  5.4  percent.5 

Late  infections  are  frequently  associated  with  the 
formation  of  aortoenteric  fistulas,  suggesting  that  the 
infection  is  secondary  to  erosion  of  the  graft  into  the 
bowel.  This  concept  has  recently  been  challenged 
by  Busuttil  et  al.6  who  feel  the  infection  is  antecedent 
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to  the  fistula.  Infection  of  a graft  secondary  to 
rupture  of  an  intra-abdominal  viscus  is  uncommon. 
To  our  knowledge,  this  is  the  first  reported  case  of 
aortic  graft  infection  secondary  to  a diverticular  ab- 
scess. 

The  signs  and  symptoms  of  graft  infection  have 
been  well  documented.  Fever,  wound  purulence, 
and  sepsis  are  the  most  common  presentations. 
Sinus  tract  formation,  embolic  phenomena,  graft 
obstruction,  petechial  rash,  wound  hemorrhage,  false 
aneurysm  formation,  and  gastrointestinal  bleeding 
may  also  be  diagnostic.1’2’5,7 

Liekweg  and  Greenfield5  reported  a 68.7  percent 
mortality  rate  in  patients  with  infected  aortofemoral 
grafts  who  were  treated  with  antibiotics  and  local 
irrigation.  When  graft  excision  was  added  to  this 
therapy,  85.7  percent  of  the  patients  came  to  ampu- 
tation. In  the  group  of  patients  treated  with  anti- 
biotics, bypass  surgery,  and  graft  excision,  the  mor- 
tality rate  was  only  1 1 .8  percent,  and  no  amputations 
were  required.  Prompt  exploration  of  the  infected 
prosthesis  to  evaluate  the  extent  of  infection,  fol- 


lowed by  excision  of  the  infected  graft  and  distal 
bypass  through  noninfected  tissue  planes,  is  the  op- 
timal therapy.  Successful  local  resection  of  a single 
limb  of  an  infected  graft  has  been  described  by 
Goldstone  and  Moore.8  Liekweg  and  Greenfield5 
note  that  at  the  time  of  prosthesis  excision,  collateral 
blood  flow  to  the  extremities  may  be  adequate  to 
delay  immediate  revascularization.  A distal  bypass 
procedure  may  be  postponed  until  infection  has  re- 
solved or  until  it  becomes  obvious  that  revascular- 
ization is  required  for  limb  salvage. 

Hyperalimentation  was  crucial  in  the  therapy  of 
the  patient  described  in  this  case  report.  Soon  after 
admission,  his  serum  albumin  dropped  to  2.2  Gm.  per 
liter.  He  had  not  tolerated  oral  alimentation  during 
the  month  prior  to  admission,  and  had  experienced 
a 30-pound  weight  loss.  He  was  started  on  total 
parenteral  alimentation  on  admission  and  supported 
on  3,000  calories  per  day  during  the  first  45  days  of 
his  hospitalization.  During  this  time,  he  was  ex- 
plored three  times.  He  healed  a bowel  anastomosis, 
a revised  Hartmann’s  pouch  and  colostomy,  and  the 
multiple  wounds  associated  with  his  vascular  pro- 
cedures. He  was  not  able  to  tolerate  a 2,000  calorie 
diet  until  a month  after  his  last  procedure.  At  that 
time,  his  serum  albumin  had  increased  to  3.4  Gm.  per 
liter.  We  feel  that  it  is  unlikely  that  he  could  have 
survived  without  the  parenteral  caloric  support. 

Summary 

Aortic  prosthetic  graft  infection  secondary  to  a 
ruptured  abdominal  viscus  has  rarely  been  reported. 
A patient  with  aortobifemoral  graft  infection  sec- 
ondary to  a diverticular  abscess  is  presented.  Co- 
lostomy, drainage  of  the  abdominal  abscess,  hyper- 
alimentation, and  extra-anatomic  bypass  with  exci- 
sion of  the  infected  graft  were  utilized  in  the  suc- 
cessful management  of  this  unusual  case. 
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The  cast  and  spinal-traction  syndromes  are  well- 
documented  complications  of  spinal  surgery.1  6 In 
patients  with  a history  of  radiation  scoliosis,  however, 
postoperative  gastrointestinal  complaints  must  be 
differentiated  from  lesions  caused  by  previous  ra- 
diation injury  to  the  intestine.  This  report  illustrates 
the  occurrence  of  radiation  enteritis  in  a patient 
undergoing  spinal  fusion  and  immobilization  in  a 
body  cast  for  radiation  scoliosis. 

Case  report 

A 12-year-old  girl  was  admitted  to  New  York 
University  Hospital  for  surgical  correction  of  radia- 
tion scoliosis.  At  four  months  of  age,  the  patient  had 
undergone  a right  nephrectomy  for  Wilms’  tumor, 
with  subsequent  radiation  of  3,900  rads.  At  age 
seven,  a significant  lumbar  scoliosis  was  noted;  a 
brace  (Milwaukee)  treatment  was  ineffective.  The 
patient  had  otherwise  undergone  normal  growth  and 
development.  There  was  no  history  of  gastrointes- 
tinal symptoms. 

Physical  examination  revealed  a lumbar  scoliosis 
on  the  left  side  from  T12  (twelfth  thoracic  vertebra) 
to  L3  (third  lumbar  vertebra),  measuring  38  degrees. 
A kyphosis  measuring  28  degrees  was  present  over 
the  same  area  (Figure  1)  . A paramedian  surgical 
scar  on  the  right-side,  with  atrophy  and  hyperpig- 
mentation (radiation  dermatitis)  of  the  skin,  was 
present.  There  was  no  neurologic  deficit. 


A posterior  spinal  fusion  without  instrumentation 
was  performed  from  T|  | to  L.-,.  Lamina,  facet  joints, 
and  transverse  processes  of  the  vertebrae  were  noted 
to  he  sclerotic  at  the  time  of  surgery. 

The  postoperative  course  was  uneventful,  and  the 
incision  healed  without  incident.  A full  fluid  diet 
was  tolerated  48  hours  postoperatively,  as  was  a 
regular  diet  on  the  following  day.  A Kisser  localizer 
underarm  body  cast  with  an  adequate  anterior  win- 
dow was  applied  on  the  eighth  postoperative  day. 

On  the  ninth  postoperative  day,  the  patient  com- 
plained of  lower  abdominal  pain,  nausea,  and  vom- 
iting. Moderate  abdominal  distention  and  infre- 
quent high-pitched  bowel  sounds  were  noted.  Ab- 
dominal x-ray  films  revealed  dilated  loops  of  small 
bowel  with  air  fluid  levels.  The  body  cast  was  re- 
moved and  a long  tube  inserted  for  intestinal  de- 
compression. 

Distention  and  abdominal  pain  persisted,  however, 
and  an  exploratory  laparotomy  was  performed  on  the 
tenth  postoperative  day.  At  operation,  dense  fibrous 
adhesions,  multiple  strictures,  pallor,  telangectasias, 
and  thickening  of  the  wall  of  the  terminal  ileum  and 
the  colon  on  the  right  side  were  noted.  The  bowel 
proximal  to  this  area  was  dilated;  the  distal  bowel  was 
collapsed.  These  findings  are  consistent  with  a di- 
agnosis of  intestinal  obstruction  due  to  radiation 
enterocolitis.  The  diseased  bowel  was  resected,  and 
an  end-to-end  ileocolic  anastomosis  was  performed. 
Recovery  from  abdominal  surgery  was  uneventful, 
and  a new  Risser  body  cast  was  applied  10  days 
later. 

The  patient  was  discharged  from  the  hospital  and 
remained  in  the  cast  for  seven  months.  A regular 
diet  was  tolerated,  with  no  recurrence  of  abdominal 
symptoms.  The  spinal  fusion  healed,  and  no  pro- 
gression of  the  spinal  deformity  was  noted  at  the 
two-year  postoperative  follow-up  examination. 

Comment 

The  effect  of  radiation  on  osseous  tissues  in  ani- 
mals was  first  reported  by  Engel  in  1939, 7 and  sub- 
sequently by  Arkin  et  al.8,9  Clinical  cases  of  radia- 
tion disease  of  bone  were  first  documented  by  Arkin 
and  his  colleagues.8,9  Osseous  radiation  injury  may 
result  in  changes  in  the  vertebral  bodies,  scoliosis, 
hypoplasia  of  the  iliac  crest,  rib  abnormalities,  epi- 
physeal destruction,  limb-length  discrepancy,  and 
sacroiliac  joint  disease.10  In  a study  of  54  patients 
with  osseous  radiation  disease,  Katzman,  Waugh, 
and  Berdon11  noted  vertebral  body  changes  in  82 
percent,  scoliosis  in  71  percent,  hypoplasia  of  the  iliac 
crest  and  rib  cage  in  60  percent,  and  exostoses  in  18 
percent.  Rubin,  Duthie,  and  Young12  reported 
similar  findings.  The  deformity  of  radiation  scoliosis 
is  usually  mild:  only  25  percent  of  the  patients  in  the 
series  of  Katzman,  Waugh,  and  Berdon11  required 
active  orthopedic  treatment. 

With  the  advent  of  super- voltage  therapy,  rotating 
fields,  and  multiple  portal  precision  radiation,  larger 
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FIGURE  1 . (A)  AP  (anteroposterior)  and  (B)  lateral  x-ray  films 

of  patient.  AP  shows  left  side  to  left  of  photo,  customary  when  viewing  scoliosis  patients.  Skeletal  changes  (B)  in  eleventh 
and  twelfth  ribs  and  iliac  crest  on  right  side  are  apparent. 


doses  of  radiation  may  be  delivered  to  deep  tumors 
without  the  occurrence  of  radiodermatitis.  These 
methods  have  been  used  in  the  treatment  of  carci- 
noma of  the  cervix  and  bladder,  Wilms’  tumors, 
medulloblastomas,  neuroblastomas,  and  other  ab- 
dominal, pelvic,  and  retroperitoneal  tumors.13  18 
The  widespread  application  of  these  techniques  has 
resulted  in  improved  survival  rates.  A concomitant 
increase  in  the  reports  of  radiation  disease  in  all 
tissues  has  resulted. 

Walsh,  in  1 897, 19  only  two  years  after  the  discovery 
of  roentgenography  by  William  Roentgen,  recognized 
that  crampy  abdominal  pain  and  diarrhea  occurred 
following  radiation  to  the  intestine.  'The  clinical 


spectrum  of  radiation  enteritis  ranges  from  mild, 
reversible  gastrointestinal  symptoms  to  chronic 
malabsorption,  obstruction,  perforation,  fistulas, 
hemorrhages,  and  the  development  of  neo- 
plasms.2,20’21  The  incidence  and  severity  of  this  ra- 
diation disease  is  dose  related.  Rubin10  noted  that 
a dose  of  4,500  rads  resulted  in  a 5-percent  incidence 
of  serious  intestinal  complications;  6,500  rads  re- 
sulted in  an  incidence  of  50  percent  within  five  years 
of  irradiation. 

Summary 

Any  patient  with  radiation  scoliosis  should  be 
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suspected  of  having  a visceral  lesion  as  well.  Chronic 
radiation  enteritis  may  he  manifested  by  intestinal 
obstruction,  fistulas,  perforation,  and  hemorrhage. 
Intestinal  obstruction  is  the  most  common  compli- 
cation, and  must  be  differentiated  from  postopera- 
tive cast  or  from  spinal-traction  syndrome.  Ob- 
struction that  does  not  respond  promptly  to  con- 
servative measures  must  be  treated  surgically.  Ir- 
radiated bowel  is  ischemic,  and  necrosis  with  spon- 
taneous perforation  can  only  be  avoided  with  early 
diagnosis  and  surgical  intervention. 
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Dietetic  Food  Ingredients 
can  cause  diarrhea 

Dietetic  Food  Diarrhea  is  a new  name  for  an  old  ailment. 
It  is  caused  by  the  ingredients  in  “sugarfree”  foodstuffs 
used  as  weight  reduction  aids  and  to  help  prevent  dental 
caries. 

Mario  J.  R.  Ravry,  M.D.,  of  Atlanta,  in  the  July  18 
Journal  of  the  American  Medical  Association,  describes  the 
case  of  a healthy  20-year-old  man  who  began  a diet  to  lose 
weight.  He  turned  to  sugarless  foods  to  ease  the  hunger 
pangs,  using  daily  two  packs  of  sugarless  gum,  two  rolls  of 
sugarless  mints,  two  dietetic  candy  bars  and  two  dietetic 
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wafers. 

The  offending  element  is  the  hexitols,  a group  of  sugar 
alcohols.  These  include  sorbitol  and  mannitol,  the  key 
ingredients  in  many  sugarfree  foods,  says  Dr.  Ravry. 

Earlier  reports  had  noted  the  occurrence  of  diarrhea 
following  use  of  large  quantities — 50  to  100  sticks  daily — of 
sugarless  chewing  gum,  and  had  named  the  ailment 
“chewing  gum  diarrhea.”  Dr.  Ravry  proposes  expanding 
the  name  of  “dietetic  food  diarrhea,”  since  it  is  associated 
with  other  dietetic  foods  as  well  as  gum. 

Those  developing  the  diarrhea  usually  had  consumed 
large  quantities  of  the  dietetic  products.  The  diarrhea 
stopped  when  the  patients  quit  using  the  dietetic  foods. 
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The  steadily  increasing  number  of  motor  vehicles 
on  the  nation’s  highways  has  resulted  in  an  increase 
in  blunt  thoracic  trauma.  Rupture  of  the  thoracic 
aorta  is  one  of  the  most  serious  sequelae  of  blunt 
thoracic  trauma.  Up  to  80  to  90  percent  of  these 
injuries  are  immediately  fatal.1,2  In  the  remaining 
patients,  the  initial  rupture  is  contained  by  the  aortic 
adventitia  and  surrounding  mediastinal  tissues.  The 
majority  of  these  survivors  will  succumb  to  free 
rupture  of  the  false  aneurysm  within  three  weeks  of 
injury  if  left  untreated.1-3  Salvage  of  these  patients, 
therefore,  depends  on  prompt  recognition  of  the 
presence  of  such  an  injury  and  successful  surgical 
repair.  The  purpose  of  this  article  is  to  present  an 
unusual  case  of  traumatic  aortic  rupture  and  a brief 
review  of  the  surgical  management. 

Case  report 

A 23-year-old  white  male  was  injured  April  4, 1979, 
when  the  automobile  he  was  driving  hit  a tree  at  high 
speed.  On  admission  to  the  emergency  department 
of  Booth  Memorial  Hospital  Center  he  was  stuporous 
but  responsive  to  verbal  stimuli.  Blood  pressure  was 
initially  60  mm.  Hg  systolic,  but  rose  to  120/80  after 
2 L.  of  Ringer’s  lactate  solution  were  administered. 
There  were  multiple  facial  lacerations  with  fractures 
of  the  nasal  bones;  the  sternum  and  ribs  were  stable 
with  good  breath  sounds  bilaterally;  the  abdomen 
revealed  absent  bowel  sounds,  and  there  was  diffuse 
rigidity;  peripheral  pulses  were  intact;  findings  on 
chest  roentgenogram  were  interpreted  as  unre- 
markable; and  peritoneal  lavage  was  positive  for 
blood.  Since  findings  on  urinalysis  showed  hema- 
turia, an  intravenous  urogram  was  obtained  dem- 
onstrating a normal  right  kidney  and  slight  lateral 


FIGURE  1.  Chest  roentgenogram  showing  loss  of  normal 
aortic  contour. 

displacement  of  the  left  kidney  which  appeared  as  a 
delayed  nephrogram. 

Exploratory  laparotomy  revealed  an  extensive 
retroperitoneal  hematoma  of  the  upper  abdomen. 
Examination  of  the  intra-abdominal  and  retroperi- 
toneal structures  disclosed  no  significnat  visceral 
injury.  Postoperatively,  the  patient  remained 
lethargic,  with  mild  hypoxemia  requiring  mechanical 
ventilation  and  7 cm.  positive  end-expiratory  pres- 
sure. Findings  on  computerized  tomographic  head 
scan  obtained  on  the  first  hospital  day  were  negative. 
Repeat  chest  roentgenogram  revealed  loss  of  the 
normal  aortic  contour  with  possible  widening  of  the 
mediastinum  (Fig.  1). 

Aortogram  revealed  a false  aneurysm  of  the  mid- 
descending  thoracic  aorta  (Fig.  2).  The  patient  was 
immediately  taken  to  the  operating  room,  and  the 
chest  was  explored  through  an  incision  in  the  left 
fourth  posterolateral  intercostal  space.  There  was 
an  extensive  subadventitial  hematoma  surrounding 
the  mid-descending  aorta. 

Proximal  aortic  control  was  obtained  just  distal  to 
the  origin  of  the  left  subclavian  artery,  and  distal 
control  was  obtained  just  above  the  diaphragm.  It 
was  elected  to  employ  a Gott  shunt.  The  left  sub- 
clavian artery  was  chosen  as  the  proximal  site  for 
shunt  cannulation  and  the  distal  aorta  for  the  out- 
flow. With  the  shunt  in  place,  the  aorta  was  cross- 
clamped  proximal  and  distal  to  the  false  aneurysm 
(Fig.  3). 

A Swan-Ganz  catheter  was  used  to  monitor  left 
atrial  pressure.  Sodium  nitroprusside  in  moderate 
dosage  was  used  to  lower  the  afterload  during  cross- 
clamping. The  hematoma  was  entered,  and  a 
transverse  tear  involving  the  medial  half  of  the  aorta 
was  found  at  the  level  of  the  eighth  thoracic  vertebra. 
A 5-cm.  section  of  the  aorta  was  resected  and  conti- 
nuity reestablished  by  interposing  a 20-mm.  woven 
Dacron  graft.  The  aortic  clamps  were  removed,  the 
shunt  cross-clamped,  and  the  distal  limb  removed  as 
the  previously  placed  purse-string  sutures  were  tied 
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FIGURE  2.  Aortogram  revealing  false  aneurysm  of  mid- 
descending  thoracic  aorta. 


down.  Finally,  the  proximal  end  of  the  shunt  was 
removed  as  the  origin  of  the  left  subclavian  artery  was 
clamped,  and  the  transverse  subclavian  arteriotomy 
repaired.  The  graft  was  covered  with  a flap  of  pari- 
etal pleura,  and  the  chest  was  closed.  Aortic  cross- 
clamp time  was  50  minutes,  and  total  blood  trans- 
fusion was  four  units  of  packed  cells.  Postoperative 
recovery  was  uneventful  as  the  patient’s  cerebral  and 
pulmonary  contusions  readily  cleared.  He  was  dis- 
charged 14  days  after  operation. 

Comment 

This  case  is  atypical  in  the  location  of  the  aortic 
tear.  A recent  review  by  Symbas  et  al.4  showed  the 
aortic  isthmus  to  be  the  site  of  rupture  in  95  percent 
of  cases  surgically  treated.  Of  204  cases  reported  in 
the  literature,  only  4 previous  cases  of  aortic  rupture 
in  this  location  could  be  found. 

The  mechanism  of  injury  to  the  aorta  in  the  typical 
case  usually  follows  an  acute  deceleration  impact, 
which  results  in  a shearing  stress  and  a tear  at  the 
ligamentum  arteriosum.5’6  Rupture  of  the  distal 
thoracic  aorta,  on  the  other  hand,  is  thought  to  be 
caused  by  a sudden,  severe  angulation  of  the  aorta, 
usually  associated  with  a fracture-dislocation  of  the 
thoracic  spine6  There  was  no  fracture  or  dislocation 
in  our  case,  so  that  the  exact  mechanism  leading  to 
this  uncommon  site  of  rupture  remains  obscure. 

An  additional  interesting  point  in  this  case  is  that 
there  was  relatively  little  mediastinal  hematoma 
surrounding  th/:  area  of  the  false  aneurysm.  Fortu- 


FIGURE  3.  Diagram  illustrating  placement  of  Gott  shunt 
bypassing  occluded  descending  aorta. 


nately,  our  radiology  department  appreciated  the 
hazy  aortic  outline  on  chest  roentgenogram,  and  an 
aortogram  was  obtained.  This  confirms  recent  re- 
ports which  have  emphasized  subtle  radiographic 
findings  such  as  abnormal  aortic  contour,  or  oblit- 
eration of  the  medial  aspect  of  the  left  upper  lung 
field,  as  more  frequently  occurring  with  ruptured 
aorta  than  the  classical  widened  mediastinum.7  The 
case  underscores  the  importance  of  performing  an- 
giography whenever  the  slightest  suspicion  of  aortic 
rupture  is  entertained. 

The  methods  of  surgical  repair  have  been  the 
subject  of  considerable  controversy.  There  are  three 
major  techniques  applicable:  (1)  Left  heart  by-pass 
with  systemic  heparinization;  (2)  external  shunt 
from  the  proximal  aorta  or  left  subclavian  artery  to 
the  distal  aorta;  and  (3)  simple  cross-clamping  with 
no  shunt  or  by-pass. 

The  major  nonfatal  complication  of  thoracic  aorta 
repair  is  paraplegia.  An  extensive  study  by  Adams 
and  VanGeertruyden8  showed  that  the  thoracic  aorta 
may  be  occluded  safely  for  only  20  minutes.  Any 
method  of  repair  must  concern  itself  with  speed,  and 
in  most  cases  some  form  of  shunt  or  bypass  to  limit 
spinal  cord  ischemia  and  thereby  decrease  the  like- 
lihood of  paraplegia. 

Many  reports  have  shown  that  the  total  body 
heparinization,  which  is  required  for  cardiac  bypass, 
may  be  followed  in  multiple  trauma  patients  by 
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catastrophic  intracranial  and  intra-abdominal 
hemorrhagic  complications. li9>1°  Bypass  of  the  left 
side  of  the  heart,  therefore,  should  be  avoided  under 
these  circumstances  unless  absolutely  necessary. 

Several  recent  series  report  better  results  with 
simple  cross-clamping  than  with  a shunt  or  by- 
pass.9 12  Survival,  and  the  incidence  of  paraplegia 
in  the  hands  of  these  experienced  surgeons,  would 
seem  to  favor  simple  cross-clamping.  There  is  no 
doubt  that  overall  operating  and  cross-clamp  time 
is  less  without  a shunt.  Also,  the  potential  hazards 
of  aortic  cannulation  are  avoided  without  shunting. 
It  is  clear,  however,  that  without  a shunt  the  technical 
skills  and  experience  of  the  operator  must  be  such 
that  suturing  of  the  graft  will  he  completed  in  20  to 
30  minutes. 

The  external  Gott  shunt  has  several  advantages. 
It  is  a polyvinyl  tube  whose  lumen  is  made  non- 
thrombogenic  by  a transparent  coating  of  wall- 
bonded  heparin  applied  by  the  triiododecyl  methyl 
ammonium  chloride  (TDMAC)-heparin  process. 
The  distal  perfusion  effected  by  the  external  shunt 
provides  spinal  cord  blood  flow  sufficient  to  prevent 
irreversible  damage  in  almost  all  cases.13  Distal 
outflow  also  diminishes  afterload  and  cerebral  hy- 
pertension.1,4  Finally,  it  would  seem  that  distal 
perfusion  should  decrease  the  incidence  of  renal  and 
mesenteric  infarction  reported  in  some  series  using 
the  simpler  cross-clamping  technique. 

495  Main  Street 
Mount  Kisco,  N.Y.  10549 
(DR.  KASSEL) 


Snake  venom  fails  as  treatment 
for  amyotrophic  lateral  sclerosis 


Snake  venom  has  been  tried  and  found  wanting  as  a 
treatment  for  amyotrophic  lateral  sclerosis,  says  a Texas 
research  report  in  the  April  issue  of  an  American  Medical 
Association  specialty  journal,  Archives  of  Neurology. 

There  is  no  satisfactory  treatment  for  ALS  (amyotrophic 
lateral  sclerosis)  other  than  relieving  the  symptoms.  A 
“partial  treatment”  with  detoxified  snake  venom  has  been 
suggested  by  some  researchers,  says  Victor  M.  Rivera, 
M.D.,  neurologist,  of  Baylor  College  of  Medicine  and  the 
Neurosensory  Center  of  Methodist  Hospital,  Houston. 

Dr.  Rivera  tested  the  venom  with  64  ALS  patients.  The 
transient  periods  of  improvement  that  are  peculiar  to  this 
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disease  were  more  common  in  the  patients  receiving  pla- 
cebo than  in  those  receiving  venom  therapy,  he  says,  and 
none  of  the  patients  showed  any  benefit  from  the  treat- 
ment. 

The  venom  showed  some  good  results  in  animal  studies, 
and  had  been  found  useful  in  treating  a certain  type  of 
herpes  simplex  eye  infection  in  humans.  But  it  failed  in 
ALS,  says  Dr.  Rivera. 

Amyotrophic  lateral  sclerosis  is  a chronic  progressive 
disease  of  the  nervous  system.  It  most  often  hits  those  in 
their  50s  and  60s,  but  sometimes  can  strike  younger  indi- 
viduals. There  is  weakness  and  wasting  of  muscles  and 
twitchings  of  nerves.  The  patient  may  have  episodes  of 
inappropriate  crying  or  laughing.  Hands,  arms,  and  feet 
become  progressively  useless.  Facial  muscles  waste  away. 
In  most  cases  death  occurs  within  three  to  four  years  after 
onset  of  symptoms. 
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The  onset  of  dyspnea  in  the  patient  with  neoplastic 
disease  can  present  the  clinician  with  an  extensive 
and  difficult  array  of  diagnostic  possibilities.  Among 
these  possibilities,  pulmonary  thromboembolism 
must  be  strongly  considered  because  of  an  increased 
incidence  of  thrombotic  episodes  in  patients  with 
neoplasia.1-3  Tumor  cell  embolism  can  produce  a 
clinical  picture  which  can  be  difficult  to  distinguish 
from  a thromboembolic  episode.4-8  While  the  di- 
agnostic difficulties  of  pulmonary  thromboembolism 
have  been  the  subject  of  much  literature,  the  diffi- 
culty of  ante  mortem  diagnosis  of  tumor  cell  embo- 
lism has  received  much  less  attention.  There  is  need 
for  a rapid,  accurate  diagnosis  in  both  instances,  for 
while  intervention  with  anticoagulants  is  the  ac- 
cepted mode  of  therapy  in  thromboembolism,  the 
results  of  this  type  of  therapy  in  tumor  cell  embolism 
are  not  known. 

Case  report 

A 57-year-old  woman  with  breast  carcinoma 
metastatic  to  bone  and  liver  was  admitted  to  the 
hospital  with  a history  of  four  days  of  severe  short- 
ness of  breath.  The  onset  of  symptoms  was  abrupt 
and  did  not  include  cough  or  chest  pain.  On  the 
evening  of  admission  to  the  hospital,  the  patient  had 
a blood  pressure  of  110/70  mm.  Hg,  respirations  of 
34  per  minute,  a pulse  of  96,  and  a temperature  of 
37.5°C.  She  was  in  marked  respiratory  distress  when 
examined  but  had  no  cough.  There  was  no  limita- 
tion of  motion  in  the  chest  wall.  Breath  sounds  were 
slightly  decreased  at  the  right  lung  base.  Surgical 
absence  of  the  right  breast  was  apparent,  but  the 
remainder  of  the  physical  examination  was  unre- 
markable. Admission  laboratory  studies  showed  a 
hematocrit  of  36,  with  a hemoglobin  of  11.7  Gm.  and 
a white  blood  count  of  1 1,000  with  78  percent  poly- 
morphonuclear leukocytes.  The  serum  glutamic 
oxaloacetic  transaminase  (SGOT)  was  275,  normal 
range  from  8 to  30,  and  the  lactic  dehydrogenase 


FIGURE  1.  Pulmonary  angiogram  performed  shortly  after 
admission.  Small  amounts  of  diatrizoate,  22  cc.,  were  in- 
jected into  right  and  left  main  pulmonary  arteries.  No  evi- 
dence of  pulmonary  embolism  could  be  found. 


(LDH)  was  greater  than  500,  normal  range  from  97 
to  193.  Alkaline  phosphatase  was  also  markedly 
elevated  at  693,  the  normal  range  being  25  to  95. 
Arterial  blood  gases  drawn  on  admission  showed  a 
pC>2  (oxygen  pressure)  of  41  with  an  oxygen  satura- 
tion of  84  percent,  a pH  of  7.55,  a pC02  (carbon 
dioxide  pressure)  of  25,  and  a total  CO2  (carbon 
dioxide)  of  22.  On  35  percent  oxygen  the  blood  gases 
changed  to  a PO2  of  58  with  an  oxygen  saturation  of 
93  percent,  a pH  of  7.53,  a pC02  of  23,  and  a total  C02 
of  20.  The  admission  electrocardiogram  showed  a 
sinus  tachycardia  with  a slight  left-axis  deviation  and 
minor  T-wave  abnormalities.  Chest  x-ray  films 
showed  extensive  osteoblastic  metastases,  but  the 
lung  fields  were  clear,  and  there  was  no  evidence  of 
pleural  effusion.  A ventilation  lung  scan  performed 
shortly  after  admission  with  xenon-133  was  within 
normal  limits.  A perfusion  lung  scan  performed  with 
3 mCi.  of  Tc-99m  (radioactive  isotope  of  techne- 
tium)-labeled  aggregated  albumin  showed  a small 
peripheral  perfusion  defect  in  the  right  upper  lung 
field  and  was  interpreted  by  the  radiologist  as 
showing  a moderate  probability  for  pulmonary  em- 
bolism. Anticoagulation  was  begun  with  heparin, 
and  shortly  thereafter  pulmonary  angiography  was 
performed.  Pressures  recorded  during  angiography 
were:  right  atrium  15  mm.  Hg,  right  ventricle  75/15 
mm.  Hg,  and  right  pulmonary  artery  70/25  mm.  Hg. 
The  angiographic  catheter  was  positioned  in  the  right 
pulmonary  artery,  and  because  of  the  extremely  high 
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FIGURE  2.  Sections  from  lungs  at  autopsy  showing  clusters 
of  tumor  cells  in  small  blood  vessels.  Tumor  cell  clusters 
showed  no  signs  of  organization  or  attachment  to  vessel  walls 
and  so  were  felt  to  be  recent  in  origin.  Roughly  three  fourths 
of  the  small  blood  vessels  contained  such  tumor  cell  clus- 
ters. 


pressures  noted,  a small  amount,  22  cc.,  of  diatrizoate 
(Hypaque)  was  selectively  injected  into  the  right 
pulmonary  artery.  The  films  obtained  were  of  good 
quality  and  showed  no  evidence  of  pulmonary  em- 
bolism (Fig.  1).  The  pulmonary  arterial  pressure 
recorded  after  injection  was  60/20  mm.  Hg.  With  the 
catheter  in  position  at  the  root  of  the  left  pulmonary 
artery,  another  injection  of  diatrizoate,  20  cc.,  was 
performed;  no  evidence  of  pulmonary  embolism  was 
found.  Soon  after  this  injection,  the  patient  devel- 
oped cardiorespiratory  arrest,  and  resuscitation  at- 
tempts were  unsuccessful. 

Autopsy  findings 

Postmortem  examination  revealed  extensive 
metastatic  disease  involving  liver,  spleen,  abdominal 
lymph  nodes,  skeleton,  lungs,  adrenals,  and  bone 
marrow.  The  heart  weighed  300  Gm.;  all  chambers 
were  of  normal  size.  Liver  weight  was  1,500  Gm.,  and 
the  capsular  surface  was  studded  with  tumor  de- 
posits. Cut  sections  of  the  liver  showed  replacement 
of  parenchyma  by  adenocarcinoma,  and  tumor  de- 
posits were  found  in  many  of  the  hepatic  veins.  The 
left  and  right  lungs  weighed  240  and  230  Gm.,  re- 
spectively. The  pleural  surfaces  of  both  were  smooth 
and  pink.  The  hilar  vessels  and  bronchi  were  normal 
in  appearance.  The  cut  surfaces  of  the  lungs  showed 
no  abnormalities,  but  microscopic  examination 
showed  most  of  the  pulmonary  arterioles  to  contain 
tumor  cell  emboli  (Fig.  2).  The  embolic  foci  were  not 
associated  with  intravascular  thrombosis  and  so  were 
felt  to  be  recent  in  origin. 

(Comment 

Microscopic  tumor  embolization  such  as  occurred 
in  our  patient  is  an  uncommon  event.  Autopsy  series 
indicate  an  incidence  of  2.4  percent.9  Throm- 
boembolic events  are  known  to  be  increased  in  pa- 


tients with  carcinoma,1  1 and  this  was  felt  to  be  the 
leading  diagnostic  possibility  in  our  case.  Clinical 
separation  of  these  two  entities  can  be  most  difficult. 
Both  conditions  can  produce  severe  dyspnea  and 
cough,4-8  but  the  absence  of  chest  pain  in  our  patient 
should  have  been  of  some  diagnostic  help  because 
while  it  occurs  in  upwards  of  80  percent  of  patients 
with  pulmonary  thromboembolism,10  it  seems  un- 
common in  microscopic  tumor  embolism.4-6 

The  diagnostic  procedures  used  in  our  case  are  only 
moderately  successful  in  separating  tumor  cell  em- 
bolism from  thromboembolism.  The  chest  x-ray 
film  findings  can  be  entirely  normal  in  both  condi- 
tions,9'11 and  the  electrocardiogram  result  can  show 
a variety  of  nonspecific  changes.6-8  The  role  of 
ventilation-perfusion  lung  scanning  in  tumor  mi- 
croembolism has  not  been  established.  In  our  case 
a normal  lung  scan  would  have  been  helpful  because 
of  the  confidence  with  which  pulmonary  thrombo- 
embolism could  be  excluded.10-15 

Pulmonary  angiography  was  performed  on  our 
patient  to  clarify  the  abnormality  noted  on  lung  scan. 
Angiography  has  come  to  be  regarded  as  the  “gold 
standard"  in  the  diagnosis  of  pulmonary  thrombo- 
embolism,15 15  but  there  are  very  few  reports  on  the 
use  of  this  technique  in  tumor  microembolism. 
Three  cases  are  described  in  the  literature;  two  had 
normal  angiograms,  as  did  our  case,  and  one  dis- 
played “slow  flow  compatible  with  microemboliza- 
tion.”5’9 In  our  case,  angiography  provided  valuable 
negative  information  but  gave  no  hint  of  the  exten- 
sive microembolization  that  had  occurred.  The 
pulmonary  arterial  pressures  recorded  in  our  patient 
are  somewhat  higher  than  others  described  in  the 
literature,4-6  but  the  values  demonstrate  that  sig- 
nificant pulmonary  hypertension  can  occur  very  early 
in  the  course  of  tumor  microembolism. 

The  lack  of  specific  diagnostic  techniques  makes 
the  ante  mortem  diagnosis  of  tumor  microembolism 
very  difficult.  The  difficulty  is  increased  by  the 
rarity  with  which  microembolism  occurs.  Autopsy 
series  indicate  an  overall  incidence  of  2.4  percent.9 
A somewhat  higher  incidence  has  been  noted  in  pa- 
tients with  extensive  hepatic  metastases,  suggesting 
that  such  metastases  are  a major  source  of  tumor 
emboli  to  the  lungs.  While  the  effects  of  chemo- 
therapy on  tumor  emboli  are  largely  unknown,  there 
is  precedent  for  the  successful  management  of  this 
condition  with  chemotherapy,16  and  as  more  effective 
drug  combinations  become  available,  the  importance 
of  early  recognition  of  tumor  embolism  must  in- 
crease. 
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Physicians  beginning  to  move 
to  small  towns  and  hamlets 

Physicians  are  beginning  to  set  up  their  practices  in 
small  towns  and  hamlets  that  have  been  doctorless  for 
years,  says  a longtime  medical  business  consultant. 

As  metropolitan  areas  reach  saturation  in  the  number 
of  physicians  in  practice,  more  physicians  are  looking  to 
semi-rural  communities,  says  Thomas  E.  Zirkle,  president 
of  Zirkle,  Lee  and  Associates,  Boulder,  Colorado,  who  has 
provided  business  counsel  to  physicians  for  25  years.  The 
interview  appears  in  the  current  issue  of  American  Medical 
News,  the  American  Medical  Association’s  newspaper  for 
physicians. 

Says  Mr.  Zirkle: 

“One  practice  I know  of  in  a Midwestern  small  town  has 
prospered  because  patients  came  from  surrounding  com- 
munities which  were  even  smaller  and  had  no  physicians. 
Suddenly,  physicians  are  appearing  in  these  towns.  The 
original  physicians  are  intensely  aware  that  th'eir  patients 
now  have  alternative  sources  of  care.” 

A substantial  increase  in  numbers  of  physicians  relative 
to  the  general  population  is  at  the  heart  of  Mr.  Zirkle’s 
findings,  the  consultant  told  writer  Robert  M.  Hendrickson 
for  an  article  in  American  Medical  News’  Impact  section. 

My  guess  is  that  the  general  population  will  increase  7 
pe/'  it  to  H percent  by  1990  with  the  corresponding  in- 
ere;i  <•  in  phy  ician  supply  of  30  to  35  percent.  The  almost 
c<  i tain  consequences  will  be  major  oversupplies  of  most 
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specialties  by  1990.  By  the  end  of  the  decade,  more  and 
more  physicians  will  be  finding  patients  harder  to  come 

by- 

“We  are  seeing  signs  that  new  physicians  are  going  to 
places  which  they  would  not  have  considered  only  a few 
years  ago.  I think  this  is  because  the  new  physicians  are 
aware  that  the  more  popular  choice  locations  are  largely 
at  the  limits  of  their  ability  to  absorb  additional  practi- 
tioners, and  the  newcomers  are  opting  for  sites  where  de- 
mand is  greater.  Stepped-up  competition  for  patients  is 
already  here  in  many  places.” 

In  the  past,  says  Mr.  Zirkle,  “the  easiest  thing  for  the 
physician  whose  overhead  went  up  10  percent  was  to  raise 
fees  accordingly.  If  he  wanted  to  progress  economically, 
he  could  raise  fees  15  or  20  percent.  I think  those  days  are 
fast  coming  to  an  end,  and  in  a lot  of  places  are  already 
over.” 

Physicians  are  feeling  the  effects  of  increased  competi- 
tion. Patients  can  now  shop  around,  health  insurance 
carriers  are  denying  payment  for  charges  they  consider 
excessive,  prepaid  practices  such  as  health  maintenance 
organizations  are  growing,  he  says. 

A certified  professional  business  consultant,  Mr.  Zirkle 
is  past  president  of  the  Society  of  Professional  Business 
Consultants  and  of  the  Institute  of  Certified  Professional 
Business  Consultants.  He  is  author  of  “Professional 
Corporations  in  Perspective,”  and  has  been  involved  in 
planning  and  managing  many  medical  and  hospital  care 
complexes. 
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Galactorrhea  with  or  without  amenorrhea  is  a 
common  symptom  of  pituitary  tumors.  Cushing’s 
disease,  however,  has  rarely  been  associated  with 
galactorrhea.  Early  reports  of  this  occurrence  have 
proposed  hyperprolactinemia  as  instrumental  in  the 
development  of  galactorrhea.1-3 

Cases  described  after  the  development  of  a ra- 
dioimmunoassay for  human  serum  prolactin  have  all 
documented  its  elevation.3-6  This  case  report  de- 
scribes a patient  with  galactorrhea  and  amenorrhea 
who  proved  to  have  Cushing’s  disease  and  normal 
prolactin  levels. 

Case  report 

A 28-year-old  black  female  was  evaluated  for 
persistent  galactorrhea  and  amenorrhea  which  oc- 
curred following  a normal  delivery  24  months  earlier. 
Within  the  last  six  months  the  patient  reported  a 
30-pound  weight  gain  and  development  of  violaceous 
striae  on  her  upper  extremities.  She  also  was  noted 
to  have  episodic  psychiatric  abnormalities  and  was 
treated  at  an  outpatient  mental  health  clinic;  she  was 
medicated  acutely  with  a major  tranquilizer  on  two 
occasions  but  took  no  pills  chronically.  There  was 
no  previous  history  of  medical  illness.  Two  earlier 
deliveries  and  their  postpartum  courses  were  un- 
eventful. 

Physical  examination  revealed  an  obese,  normo- 


tensive  female  with  purple  striae  on  both  upper  ex- 
tremities and  moderate,  easily  expressible,  bilateral 
galactorrhea.  Laboratory  data  showed  serum  cor- 
tisols of  20  micrograms  per  milliliter  both  A.M.  and 
P.M.,  urinary  17-ketogenic  steroids  of  19  mg.  per  24 
hours  (normal  female:  5 to  12  mg.  per  24  hours)  and 
17-ketosteroids  of  16  mg.  per  24  hours  (normal  fe- 
male: 6 to  15  mg.  per  24  hours).  Both  the  baseline 
urinary  free  cortisol  of  215  micrograms  per  day 
(normal  up  to  145)  and  the  serum  adrenocorticotro- 
pic hormone  (ACTH)  level  of  184  pg.  per  deciliter 
(normal  up  to  100)  were  elevated.  Following  2 mg. 
per  day  of  dexamethasone  for  two  days,  the  urinary 
17-ketogenic  steroids  were  1 1 .8  mg.  per  24  hours  and 
the  17-ketosteroids  were  12  mg.  per  24  hours.  The 
urinary  free  cortisol  was  reduced  to  62  micrograms 
per  day.  After  8 mg.  per  day  of  dexamethasone  for 
two  days,  the  17-ketogenic  and  ketosteroids  were  2.2 
mg.  and  5.5  mg.  per  24  hours,  respectively.  A urinary 
free  cortisol  was  not  recorded  at  this  time.  Prolactin 
levels  measured  10.2  and  12.1  ng.  per  deciliter  (nor- 
mal up  to  25).  T4  was  7.1  micrograms  per  deciliter 
(normal  4.5  to  13)  and  T;}  resin  level  was  1.05  (normal 
0.82  to  1.18).  T3  by  radioimmunoassay  was  125  ng. 
per  deciliter  (normal  1 10  to  245).  Sellar  tomography 
showed  an  increased  volume,  and  a computerized 
axial  tomography  scintiscan  confirmed  an  intrasellar 
mass  which  enhanced  with  contrast. 

The  patient  underwent  transphenoidal  surgery 
and  the  tumor  was  removed.  Pathologic  examina- 
tion revealed  a chromophobe  adenoma.  Postoper- 
atively,  4,000  rads  were  delivered  to  the  pituitary 
area. 

Subsequently  the  patient  noticed  a decrease  in  her 
pigmented  striae  and  experienced  her  first  sponta- 
neous menses  in  nearly  three  years.  Her  galactor- 
rhea diminished  substantially  and  was  obtainable 
only  on  firm  breast  manipulation.  Replacement 
corticosteroids  were  fully  tapered,  and  without 
medication,  her  urinary  free  cortisol  was  normal  117 
micrograms  per  day. 

Comment 

Galactorrhea  has  been  infrequently  reported  in 
association  with  Cushing’s  disease.  Although 
amenorrhea  has  been  suggested  to  occur  as  a result 
of  pituitary  unresponsiveness  to  luteinizing  hor- 
mone-releasing hormone  (LH-RH)  in  the  presence 
of  hypercortisolism,7  galactorrhea,  when  observed  in 
Cushing’s  disease,  had  been  presumed  to  be  mediated 
by  elevated  prolactin  levels.1-3  This  case  report  does 
not  substantiate  this  latter  premise.  Furthermore, 
mean  prolactin  secretion  during  sleep  has  been  found 
to  be  significantly  reduced  in  patients  with  Cushing’s 
disease.8  In  addition,  exogenous  glucocorticoids 
have  been  shown  to  diminish  both  basal  secretion 
and  hypoglycemia-induced  release  of  prolactin9  and 
to  suppress  prolactin  production  in  response  to 
thyrotropin-releasing  hormone,10  although  not  at  all 
dosages.11  Perhaps  the  lowering  of  prolactin  levels 
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by  hypercortisolism  explains  the  infrequent  occur- 
rence of  galactorrhea  in  Cushing’s  disease.  Modu- 
lation of  cortisol  in  the  preoperative  period  by  me- 
tyrapone,  for  example,  with  simultaneous  prolactin 
measurements  would  better  define  their  relationship. 
Whether  or  not  hypercortisolism  suppressed  an  el- 
evated prolactin  level  in  this  patient  was  partially 
discounted  by  two  normal  determinations  of  25  and 
11.1  ng.  per  deciliter  taken  postoperatively.  The  first 
level  was  taken  while  the  patient  was  on  a replace- 
ment dose  of  cortisone  (37.5  mg.  per  day).  The  sec- 
ond was  taken  at  a later  time  while  the  patient  was 
unmedicated  and  had  a serum  cortisol  level  of  16.6 
micrograms  per  milliliter. 

Although  galactorrhea  has  been  noted  previously 
in  patients  with  normal  prolactin  levels,4  this  case 
report  documents  its  unusual  occurrence  in  a patient 
with  Cushing’s  disease. 

Summary 

Galactorrhea  with  amenorrhea  is  a rare  presenta- 
tion for  Cushing’s  disease.  Normal  prolactin  levels 
in  the  case  presented  are  in  contrast  with  the  few 
previously  reported  cases. 

A relationship  between  prolactin  and  cortisol  may 
explain  the  infrequent  occurrence  of  galactorrhea  in 
this  disease. 


Cure  of  syphilis  requires 
one  to  two  years 

With  the  discovery  of  penicillin  as  a cure  for  many  in- 
fections, syphilis — the  scourge  of  mankind  for  centu- 
ries— became  a curable  disease. 

But  there  still  remains  a backlog  of  syphilis  that  is  passed 
among  sexually  active  individuals,  and  many  persons  still 
become  infected. 

It  is  well  known  among  the  public  that  the  disease  is 
curable,  and  the  primary  question  the  patient  asks  the 
physician  is:  How  long  will  the  cure  take? 

The  answer  is:  One  to  two  years,  depending  on  the  type 
of  syphilis  treated,  says  a report  in  the  June  27  Journal  of 
the  American  Medical  Association. 

Nicholas  J.  Fiumara,  M.D.,  of  the  Massachusetts  De- 
partment of  Public  Health  and  Boston  University  School 
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tration on  human  pituitary  secretion  of  thyrotropin  and  prolactin, 
ibid.  43:  338  (1976). 


of  Medicine,  studied  138  patients  with  primary  syphilis  and 
161  patients  with  secondary  syphilis  to  determine  time 
required  to  cure  the  disease. 

Dr.  Fiumara  found  that  the  chancre  sore  will  heal  within 
a week  or  two,  and  the  blood  test  will  return  to  nonreactive 
state  within  12  months  for  primary  syphilis  and  24  months 
for  secondary  syphilis. 

Treatment  in  Dr.  Fiumara ’s  program  was  with  penicillin 
G.  benzathine.  Those  allergic  to  pencillin  were  treated 
with  tetracycline  hydrochloride. 

Sometimes  the  blood  test  is  favorable  in  less  than  a year, 
depending  on  how  long  the  patient  has  had  the  disease,  he 
said. 

Of  course,  the  cure  does  not  protect  against  another  in- 
fection, many  individuals  are  treated  for  re-infections  from 
additional  exposures. 
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On  Saturday  evening,  January  4,  1896,  a few 
Austrian  physicists  gathered  at  the  home  of  Viennese 
Professor  Franz  Exner.  At  the  opening  of  the 
meeting,  Exner  announced  that  he  had  just  received 
a reprint  and  photographs  from  Prof.  Wilhelm 
Conrad  Rontgen  of  Wurzburg.  He  sensed  that  a 
most  startling  new  discovery  had  been  made  which 
would  influence  future  developments  in  the  entire 
world.1 

In  the  midst  of  a seemingly  endless  discussion, 
physicist  Professor  Ernst  Lecher  wras  so  alerted  and 
impressed  that  he  rushed  to  the  editor  of  Die  Presse 
who  happened  to  be  his  father.  Together  they  pre- 
pared a front-page  story  for  the  Sunday  edition  which 
read:  “A  sensational  discovery  of  Professor  “Rout- 
gen”  of  Wurzburg  has  stirred  the  imagination  of 
leading  scientists.”  Thus,  a few  days  later,  the  whole 
world  knew  of  “Routgen’s”  discovery. 

In  addition  to  misspelling  Rontgen’s  name,  the 
erroneous  impression  was  also  conveyed  that  the 
discovery  came  from  Vienna  instead  of  Wurzburg. 1 

Historic  background 

Wilhelm  Conrad  Rontgen  (1845-1923)  was  Pro- 
fessor of  Physics  at  the  University  of  Wurzburg, 
Germany,  at  the  time  of  the  discovery.  Among  his 
scientific  forefathers,  Geissler  (1814-1879)  and 


Pliieker  ( 1801-1879)  of  the  University  of  Bonn  were 
most  inf  luential.  In  1850,  these  scientists  invented 
a mercury  vacuum  pump  for  evacuating  glass  tubes 
containing  two  electrodes,  the  anode  and  the 
cathode.2 

As  a result,  they  noticed  sputtering  of  the  cathode 
each  time  the  electric  current  was  turned  on.  Their 
assistant,  Professor  Johann  Wilhelm  Hittorf 
(1824-1914),  succeeded  in  changing  the  sputter  to  a 
ray  bouncing  toward  the  anode.  In  1860,  he  also 
noticed  a fluorescent  effect  very  close  to  the  tube. 

During  three  decades  after  1860,  Sir  William 
Crookes  (1832-1919)  perfected  vacuum  tubes  and 
proved  the  existence  of  cathode  rays,  later  called 
electrons.  While  fluorescence  could  only  be  seen 
very  close  to  the  tube,  British  scientists  detected 
ionization  several  inches  distant  from  it.  This 
spurred  many  scientists  to  seek  and  study  fluores- 
cence further  away.11 

In  1889,  Ludwig  Zehnder  (1854-1949),  Rontgen’s 
assistant  at  Wurzburg,  experimented  with  fluores- 
cence and  wrapped  the  tube  in  black  cloth  to  elimi- 
nate light  and  invisible  ultraviolet  rays.  Unfortu- 
nately, the  tube  punctured  as  soon  as  the  current  was 
turned  on. 

Rontgen,  at  that  time,  consoled  his  desolate  friend 
with  the  prophetic  remark  that  “many  more  tubes 
will  have  to  be  punctured  before  all  their  mysteries 
are  solved.”  After  the  discovery  of  the  x-ray, 
Zehnder  recalled  that  he  had  noticed  a momentary 
flash  from  a nearby  fluorescent  screen.4 


The  great  discovery 

Preparation.  Rontgen’s  immediate  enthusiasm 
started  in  May,  1894,  when  he  tested  a Hertz-Lenard 
tube.  This  tube  contained  a hermetically  sealed 
aluminum  window  which  Philip  Lenard  (1862-1947) 
perfected  after  his  chief,  Heinrich  Rudolf  Hertz 
(1857-1894),  observed  cathode  rays  penetrating  thin 
foils  of  light  metals.  He  thought  that  these  rays 
could  be  lured  outside  the  tube  for  fluorescence  at 
greater  distances  than  previously.'1 

In  June,  1894,  Rontgen  wrote  to  Zehnder  that  with 
this  tube  he  could  observe  cathode  rays  in  air  and 
hydrogen  of  normal  density.  This  observation  in- 
spired him  18  months  prior  to  the  great  discovery. 
Soon  afterward,  however,  he  obtained  the  same  re- 
sults with  ordinary  tubes,  which  he  preferred,  since 
flaws  in  the  thin  aluminum  window  tended  to  at- 
tenuate the  vacuum  in  the  Lenard  tube.4 

Rontgen’s  further  investigations  had  to  be  post- 
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poned  for  the  following  academic  year  because  of  his 
administrative  duties  as  president  of  the  university. 
This  delay  gave  him  time  for  considerable  planning 
and  pondering.  Many  tubes  were  assembled  during 
this  period  after  having  been  on  the  vacuum  pump 
for  several  days.3 

Finally,  the  stage  was  set  for  the  crucial  experiment 
during  the  evening  of  Friday,  November  8, 1895.  At 
this  time,  Rontgen  was  alone  and  could  work  undis- 
turbed and  in  deepest  secrecy.  He  rendered  his 
tubes  lightproof,  as  others  had  done,  by  enclosing 
them  in  a tightly  fitting  black  cardboard  box.  Most 
importantly,  however,  he  completely  darkened  the 
room.  This  entirely  new  approach  facilitated  his 
decisive  breakthrough.3 

Actual  discovery.  When  Rontgen  finally  acti- 
vated the  tube,  the  first  miracle  happened.  Each 
time  he  turned  on  the  electric  current,  he  noticed  a 
glow  of  light  at  a distance  of  six  feet  from  the  tube. 
There,  a piece  of  cardboard  painted  with  barium 
platinocyanide  happened  to  lie  on  a table.  At  first 
he  seemed  perplexed  especially  since  the  glow  per- 
sisted even  when  the  painted  surface  was  turned 
around;  after  a careful  search  and  elimination  of  all 
possibilities,  he  became  convinced  that  the  glow  came 
from  the  tube  and  from  no  other  source.3 

Since  the  cardboard  box  offered  no  hindrance  to 
the  ray,  Rontgen  thought  that  other  materials  might 
also  have  the  same  property.  He  tried  a large  book, 
1,000  pages  thick,  as  well  as  pieces  of  wood,  but  the 
screen  kept  on  glowing.  Next,  he  tested  various 
metals  until  a thick  foil  of  lead  completely  blocked 
the  ray.  As  he  held  the  various  materials  between 
the  tube  and  the  fluorescent  screen,  he  could  visualize 
the  bones  and  soft  tissues  of  his  own  fingers,  the 
second  miracle.3 

These  astonishing  revelations  plagued  Rontgen 
since  he  feared  that  people  would  consider  him  out 
of  his  mind.  Fortunately,  he  remembered  that 
photographic  emulsions  became  fogged  when  located 
near  the  cathode  ray.  Therefore,  he  tried  to  photo- 
graph his  findings  with  the  vacuum  tube  as  a light 
source,  and  he  succeeded.  Thus  radiography  came 
into  existence,  the  third  miracle.  A heavy  load  eased 
off  his  shoulder;  later  on,  he  did  not  want  this  feature 
to  be  sensationalized.  He  merely  meant  it  to  serve 
as  documentation  of  his  fluoroscopic  observa- 
tions!4 

For  seven  weeks,  Rontgen  remained  secluded  in 
his  laboratory.  He  had  his  meals  served  and  his  bed 
moved  there.  His  aim  was  to  devote  his  full  con- 
centration to  his  work  at  all  hours.  He  even  prepared 
himself  to  get  up  during  the  night  whenever  a new 
idea  flashed  through  his  mind.  After  50  days  and 
nights  he  concluded  that  he  was  dealing  with  an  en- 
tirely new  kind  of  ray  different  from  all  others.3 

On  December  28,  1895,  Rontgen  emerged  from  his 
sanctuary.  He  took  his  “preliminary  communica- 
tion” to  the  nearby  printer  to  be  added  to  the  “Pro- 
ceedings” of  Wurzburg’s  Physical-Medical  Society. 


He  remarked  that  the  devil  may  now  loosen  his  reins; 
he  therefore  had  to  go  along  with  his  Viennese  friends 
when  they  “blew  the  trumpet.”  4 

Aftermath.  Almost  overnight  his  “communica- 
tion” was  translated  into  many  languages.  Scien- 
tists, journalists,  and  others  converged  on  this  modest 
and  shy  professor.  Honors  were  showered  on  him, 
and  he  received  numerous  invitations,  honorary  de- 
grees, and  prizes,  even  the  coveted  Rumford  Gold 
Medal  of  the  Royal  Society  of  London.3 

Rontgen  had  to  demonstrate  the  new  ray  at  the 
imperial  palace  of  the  German  Emperor  but  declined 
to  accept  the  nobility  in  connection  with  the  Royal 
Order  of  Merit  of  the  Bavarian  Crown.  In  a letter  to 
Zehnder,  he  complained  that  during  the  turmoil  ev- 
erybody had  a chance  to  work  except  himself.4 

In  spite  of  the  interruptions,  Rontgen  managed  to 
finish  his  second  “communication”  on  March  9, 1896, 
and  the  third  one  12  months  later.  The  final  one  also 
appeared,  by  request,  in  the  proceedings  of  the 
Prussian  Academy  of  Sciences  in  Berlin,  under  the 
title,  “Further  Observations  on  the  Properties  of  the 
X-ray.”  In  1900,  he  became  professor  of  physics  at 
the  University  of  Munich.3 

Lenard's  accomplishments 

Lenard  developed  into  an  innovative  physicist  in 
his  early  years  and  gained  recognition  among  scien- 
tists. He  respected  and  admired  Rontgen.  Under 
the  guidance  of  Hertz,  he  perfected  the  aluminum 
window  to  lure  cathode  rays  outside  the  tube  for 
fluorescence  at  greater  distances.  Soon  afterward, 
however,  Rontgen  found  that  the  conventional  glass 
tubes  yielded  the  same  results  and  proved  more  re- 
liable. 

Nevertheless,  Rontgen  discussed  Lenard’s  tube  in 
his  communications  and  proved  that  the  so-called 
cathode  rays  outside  the  aluminum  window  actually 
were  x-rays.  Hertz  had  died  in  1894,  and  so  Lenard 
could  claim  full  credit  for  the  accomplishments  of  his 
chief. 

Award  of  first  Nobel  prize  in  Physics5 

The  first  Nobel  Prize  in  Physics  was  to  be  awarded 
in  December,  1901,  at  Stockholm  by  a board  of 
members  of  Sweden’s  Academy  of  Sciences.5  A 
special  advisory  committee  of  five  leading  Swedish 
physicists  was  also  appointed.  Many  meetings  were 
held,  but  their  transcripts  were  kept  secret  for  almost 
70  years  and  only  recently  became  public  knowl- 
edge. 

Of  special  concern  to  the  advisory  committee  were 
recommendations  of  five  solicited  foreign  physicists 
who  were  in  favor  of  dividing  the  prize  between 
Rontgen  and  Lenard.  It  was  mentioned  that  Rbnt- 
gen  never  published  anything  about  the  rays  except 
for  his  three  communications  and  that  detailed  ac- 
counting appeared  superfluous  since  his  contribu- 
tions were  too  well-known.  Supporting  short  corn- 
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merits  offered  no  definitive  assistance  or  guidance  for 
the  committee  except  that  the  discovery  rendered  the 
greatest  service  to  mankind. 

The  committee  also  thought  that  Lenard,  with  four 
publications  to  his  credit,  came  very  close  to  the 
discovery  and  should  be  counted  as  Rontgen’s  most 
important  forerunner.  He  had  published  five  ad- 
ditional reports  on  the  subject  after  1896  and  shared 
two  prizes  with  Rbntgen,  in  Vienna  in  1896  and  in 
Paris  in  1897.  Therefore,  the  committee  considered 
his  research  of  such  fundamental  significance  that 
it  recommended  an  even  division  of  the  prize  with 
Rbntgen  cited  ahead  of  Lenard. 

The  Nobel  Prize  board,  however,  decided  against 
sharing  the  prize  since  the  late  Nobel  had  specified 
that  it  be  given  only  to  the  most  distinguished  sci- 
entist of  the  year.  The  decision  was  unanimous  in 
favor  of  Rbntgen,  since  he  had  received  12  of  29  votes 
from  the  foreign  experts  against  a single  one  for 
Lenard.  Five  other  physicists  received  one  vote,  and 
three  had  each  received  two  votes. 

Lenard’s  claim.  Following  the  decision,  Lenard 
felt  not  only  disappointed  but  actually  betrayed. 
Indeed,  he  thought  it  to  be  a certainty  that  he  would 
share  the  prize.  Consequently,  he  proclaimed  him- 
self the  true  discoverer  of  the  x-ray. 

In  1905,  Lenard  was  also  awarded  a Nobel  Prize. 
Instead  of  being  appeased,  he  continued  his  insin- 
uation that  Rbntgen  used  hjs  tube  and  merely  acted 
as  an  obstetrician  who  delivered  Lenard’s  brain- 
child. 

Had  Lenard  known  that  Rbntgen  originally  re- 
ceived 12  times  as  many  votes  as  he  did,  his  attitude 
would  probably  have  been  more  rational.  However, 
details  of  the  decision  of  the  Nobel  Prize  board  re- 
mained a well-kept  secret  for  many  decades. 

Ront  gen’s  careful  planning6 

For  years  prior  to  the  discovery,  Rbntgen  felt  that 
the  vacuum  tube  contained  many  mysteries  which 


would  have  to  be  solved  eventually;  they  were  solved 
by  1889.  During  this  interval,  he  followed  the  work 
of  many  physicists  with  great  interest  but  finally 
started  on  his  own  when  inspired  by  the  experiments 
of  Hertz  and  Lenard.  His  careful  planning  included 
darkening  of  the  room,  a measure  which  was  not 
mentioned  by  others. 

On  that  memorable  night  of  November  8,  1895, 
when  he  first  turned  out  the  light  and  activated  the 
vacuum  tube,  fluorescence  appeared  at  an  unex- 
pected great  distance.  After  this  remarkable 
breakthrough,  his  superhuman  intellect  and  eyesight 
led  him  to  the  discovery  of  a new  kind  of  ray.  It  was 
the  beginning  of  a new  atomic  era  which  had  “a 
bearing  on  the  development  of  the  world”  as  first 
predicted  by  Professor  Exner.1 

Predestination7 

An  angel  from  heaven  gave  the  new  ray  to  the  scien- 
tist.— Nature  manifests  itself  in  such  a way  only  to 
those  who,  through  relentless  exploring,  have  developed 
an  instinct  for  its  intricacies  and  laws.  Nobody  could 
have  been  more  worthy  or  predestined  to  receive  this 
present  from  nature.  A spark  of  his  mind  has  kindled  a 
light  which  illuminated  dark  trails  of  science.  Immor- 
tal is  his  work,  immortal  his  name.—  R.  Grashey,  1923” 
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1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
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4.  contains  three  antibiotics  that  are  rarely  used  systemically 
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Each  gram  contains  Aerosporin*  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base),  special  white 
petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected. 

(j(  ally  if  the  patient  has  impaired  renal  function  or  is 
fec C'  /ir>q  other  aminoglycoside  antibiotics  concurrently. 
r • ' than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  shoulc , 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  beer 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes  i 
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The  original  Arabic  version  of  Maimonides’ 
Treatise  on  Poisons  and  Their  Antidotes  is  available 
in  Arabic  lettering  in  the  following  manuscripts1: 
Bodleian  Uri  Number  578,  beginning  missing,  and 
Number  608;  Escorial  Number  884,  written  in  1312; 
Florence  Medicea  Number  253;  Gotha  Number  1986; 
Paris  Number  2962,  possibly  lost;  and  Paris  Number 
1094.  The  Arabic  text  with  Hebrew'  lettering  is  ex- 
tant in  Manuscripts  Bodleian  Neubauer  Number 
1270-5;  Bodleian  Uri  Number  78,  middle  part  miss- 
ing; Paris  Number  1211,  missing  in  the  catalogue  and 
i perhaps  should  be  Number  411;  and  Sassoon  Num- 
* ber  573-10. 

Maimonides’  Treatise  on  Poisons  was  translated 
into  Hebrew  in  the  thirteenth  century  by  Moses  Ibn 
Tibbon  under  the  titles  Ma’amar  Hanichbad,  the 
literal  translation  of  which  is  The  Important  Treatise 
or  Treatise  to  the  Honored  One,  and  Hama'amar 
Betheriac,  the  literal  translation  being  Treatise  on 
the  Theriac,  and  is  extant  in  more  than  a dozen 
manuscripts.2’3  These  include  Bologne  Number 
20-2;  Florence  Medicea  Plut  Number  88,  Codex 
Number  29;  Munich  Number  111-2,  Folio  936;  Paris 
Number  1124-7,  incomplete;  Paris  Number  1173-4; 
Parma  de  Rossi  Number  1280;  Vienna  Number  152, 
Gunzburg  Number  165-b54;  Steinschneider  Number 
30,  Folio  104-Berlin  Number  836;  and  Bodleian 
Neubauer  Number  2585,  Folio  16. 

A second  Hebrew  translation,  probably  by  Zera- 
chiya  ben  Yitzchak  ben  Shealtiel  Chen,  of  only  the 
foreword  of  this  work,  is  extant  in  Munich  manu- 
script Number  280-2,  Folio  37b,  and  copied  in  Mu- 
nich manuscript  Number  43-5,  Folio  86. 

The  Treatise  on  Poisons  was  translated  from  the 
original  Arabic  into  Latin  by  Armengard  de  Blasius 
of  Montpellier.  Five  Latin  manuscripts  are  extant4’5: 
Oxford  Corpus  Christi  Number  125;  Cambridge 
College  St.  Petrie  Number  209;  Vienna  Tabula  IV, 
95  Number  5306-1;  Parma  de  Rossi  Latin  Number 
59,  incomplete;  and  Bibliot.  Medicini  Practic  1, 
Number  399. 


Friedenwald6  describes  an  additional  Latin  man- 
uscript which  Muntner  ’ states  is  the  translation  of 
-John  de  Capua.  This  manuscript  is  probably  iden- 
tical to  the  one  that  Muntner'  states  was  discovered 
by  L.  Bertalot  in  the  Vatican.  Friedenwald6  also 
mentions  that  Maimonides’  Treatise  on  Poisons  is 
also  found  in  Latin  in  Manuscript  Palat  Number 
1298,  Folios  189  to  205  in  the  Vatican  Library,  and 
in  Codex  Number  2280,  Folios  89  to  99  of  the  Na- 
tional Library  in  Vienna. 

A German  translation  of  this  work  based  on  the 
unedited  Bodleian  Hebrew  manuscript  was  pub- 
lished by  Steinschneider  in  1873. 4 Steinschneider’s 
translation  is  annotated  and  is  followed  by  a brief 
essay  on  the  family  of  Ibn  Zohr.  The  latter  essay  has 
no  relationship  to  the  Maimonidean  treatise. 

A French  translation  of  Maimonides’  work  on 
poisons  based  on  the  Hebrew  version  but  in  consul- 
tation with  the  Arabic  text,  was  published  by  Rab- 
binowicz  in  1865  and  reprinted  in  1935.8  Rabbi- 
nowicz  had  access  to  the  three  manuscripts  in  the 
National  Library  in  Paris:  one  Hebrew,  one  Arabic 
in  Arabic  letters  now  lost,  and  one  Arabic  in  Hebrew 
letters.  Although  Rabbinowicz’s  version  is  not  an- 
notated, it  is  preceded  by  a brief  historic  essay  on 
poisoning  and  is  followed  by  an  alphabetic  table  of 
Arabic  and  Hebrew  pharmaceutical  names  men- 
tioned in  Maimonides’  Treatise  on  Poisons  inter- 
preted according  to  the  Traite  des  Synonymes  of  M. 
Clement-Mullet.  Rabbinowicz’  French  edition 
stimulated  the  writing  of  two  articles  which  outline 
and  briefly  comment  on  this  medieval  work  on  poi- 
sons.9’10 Other  articles  deal  in  general  with  the 
natural  sciences,  particularly  zoology,  in  the  writings 
of  Maimonides  and  specifically  in  his  Treatise  on 
Poisons.  n’12 

In  1926,  Steinschneider’s4  German  translation  was 
translated  into  English  by  Bragman.13  No  com- 
mentary is  provided,  and  the  translation  is  quite 
poor.  There  are  numerous  errors  in  translation,  the 
translation  is  quite  loose,  and  phrases  or  words  which 
Bragman  could  not  understand  in  the  German  are 
totally  omitted. 

A definitive  Hebrew  edition,  based  on  Paris 
manuscript  Number  1173,  complete  with  introduc- 
tion, bibliography,  extensive  commentary,  numerous 
illustrations,  appendices,  and  indices  was  published 
by  Muntner  in  1942. 2 Muntner  also  cites  the  books 
on  poisons  and  their  antidotes  which  preceded 
Maimonides’  treatise;  discusses  the  history  of 
knowledge  of  poisons;  describes  the  snake  and  its 
poisoning  in  the  religion,  poetry,  and  art  of  various 
peoples  and  the  snake  in  the  Bible  and  Talmud;  and 
discusses  poisonings  in  general  and  the  poisons 
transmitted  by  snakes  and  mushrooms,  in  particular. 
Shortly  thereafter,  Muntner14  wrote  a brief  article 
describing  this  work. 

In  1966,  an  English  translation,  said  to  be  based  on 
the  Arabic  original  from  Paris  manuscript  Number 
1211,  was  published  by  Muntner,5  together  with  a 
photostatic  reproduction  of  the  entire  Paris  manu- 
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script.  Muntner’s  English  edition,  reviewed  by  Di- 
Cyan,15  contains  a preface,  bibliography,  illustra- 
tions, appendix,  and  index.  The  text  itself  is  not 
annotated,  and  the  translation  is  very  loose  with  er- 
rors of  omission  and  commission.  The  translation 
often  follows  Rabbinowicz’s  French  version  which  is 
based  on  a Hebrew  manuscript.  I wrote  an  article 
in  1968, 16  describing  Maimonides’  Treatise  on  Poi- 
sons in  general  and  Muntner’s  English  version  in 
particular. 

The  Treatise  on  Poisons  and  Their  Antidotes  was 
written  by  Moses  Maimonides,  in  two  parts,  at  the 
request  of  his  lord  protector,  the  Visier  Kadhi  A1 
Fadhil,  also  known  as  Abu-Rahim  ben  'Ali  el  Beisani, 
in  the  Muhammadan  month  of  Ramadhan  in  the 
year  595,  corresponding  approximately  to  July,  1198. 
Maimonides  himself  states  this  in  the  introduction 
to  his  work,  where  he  also  mentions  that  he  entitled 
his  discourse  Treatise  to  the  Honored  One  or  Trea- 
tise of  Fadhil: 

It  was  thus  in  the  month  of  Ramadhan  in  the  year 
595  that  our  Master  addressed  his  humble  servant  as 
follows:  it  occurred  to  me  yesterday  that  someone 

could  be  bitten  by  a poisonous  animal  and  die  before 
he  could  reach  us  and  take  the  theriac  because  the  poi- 
son would  already  have  disseminated  throughout  his 
body  . . . therefore,  I command  you  to  prepare  a trea- 
tise, short  in  length  and  concise  in  style,  indicating 
what  the  bitten  person  should  begin  to  do  ...  . I began 
to  comply  with  your  command  and  your  request  and 
composed  this  treatise.  I called  it  The  Treatise  to  the 
Honored  One. 

The  text  is  divided  into  an  introduction  and  two 
main  parts  or  sections.  In  the  introduction, 
Maimonides  praises  the  Visier  A1  Fadhil  and  his 
virtues,  including  his  modesty,  his  deeds  of  charity, 
his  preserving  holy  places  from  destruction,  his  di- 
plomacy in  peace  and  heroism  in  war,  his  redemption 
of  prisoners  and  education  of  children,  and  his  dis- 
tributing among  his  people  all  those  blessings  of 
wealth  and  riches  which  God  bestowed  on  him. 

Maimonides  then  describes  A1  Fadhil’s  orders  to 
him  to  import  from  distant  lands  drugs  which  were 
lacking  in  Egypt  for  the  preparation  of  the  great 
theriac  and  the  electuary  of  Mithridates.  These 
costly  remedies  were  to  be  distributed  to  any  person 
suffering  from  a poisonous  bite  or  sting.  Following 
this,  A1  Fadhil  asked  Maimonides  to  compose  a short 
treatise  on  the  treatment  of  cases  of  poisoning  by 
venomous  animals  prior  to  the  arrival  of  a physician 
or  until  the  patient  could  he  brought  to  the  dispen- 
sary to  receive  the  theriac  antidote. 

First  section 

The  first  section  of  Maimonides’  ' Treatise  on 
Poisons,  in  six  chapters,  deals  with  the  bites  of  snakes 
and  mad  dogs  and  the  stings  of  scorpions,  bees, 
wasps,  and  spiders.  Chapter  1 concerns  the  conduct 
of  the  victim  in  general.  'Thus  Maimonides  states  as 
follows: 


When  someone  is  bitten,  one  must  strive  to  immedi- 
ately tie  and  bind  a ligature  above  the  site  of  the  bite  as 
tightly  as  possible  so  that  the  poison  not  disseminate 
throughout  the  body  . . . another  person  should  make 
incisions  with  a knife  at  the  site  of  the  bite  and  suck 
with  his  mouth  as  strongly  as  he  is  able.  He  should 
spit  out  all  that  he  sucks.  He  should  first  rinse  his 
mouth  with  olive  oil  or  wine  and  oil  . . . and  if  there  is 
no  one  available  to  do  the  sucking,  one  should  strive  to 
apply  cupping  glasses,  either  without  fire  or  with  fire; 
the  latter  are  stronger  . . . one  should  empty  the  vic- 
tim’s stomach  with  a mild  emetic  . . . then  one  should 
take  the  Great  theriac  . . . then,  on  the  site  of  the  bite, 
one  should  apply  a medication  which  draws  out  the 
poison,  either  a simple  or  compounded  medication  . . . 

The  aforementioned  Maimonidean  description 
of  the  emergency  care  for  a victim  of  snake  bite  is  as 
up  to  date  as  any  twentieth  century  textbook  on 
toxicology  or  poisoning.  We  still  apply  ligatures 
proximal  to  the  wound,  incise  the  bite,  and  suck  out 
the  poison.  Maimonides  also  recognized  the  need  for 
the  person  sucking  the  wound  to  avoid  absorbing  any 
of  the  poison  by  first  coating  his  mouth  and  palate 
with  oil.  Furthermore,  Maimonides  appreciated  the 
value  of  cautery  when  he  stated  that  cupping  glasses 
with  fire  are  more  efficacious  than  those  without 
fire. 

Chapter  2 in  section  1 deals  with  simple  and  com- 
pounded remedies  which  draw  out  the  poison  when 
applied  to  the  bite  or  sting.  Maimonides  describes 
such  efficacious  preparations  and  names  the  easily 
procured  well-tolerated  ingredients. 

In  Chapter  3,  Maimonides  provides  information 
on  the  efficacy  of  simple  remedies  to  be  taken  inter- 
nally, which  are  helpful  to  the  snakebite  victim. 
Distinction  may  be  made  between  hematotoxic  or  hot 
and  neurotoxic  or  cold  effects  of  the  particular  poison 
when  Maimonides  states: 

I have  not  found  any  cooling  remedy  which  is  benefi- 
cial against  a bite  except  for  the  mandrake  root.  It  is 
not  improbable  that  the  hot  or  the  cold  remedy  is  ben- 
eficial for  every  poisoning  . . . if  the  patient  is  very  hot, 
as  occurs  in  someone  who  is  bitten  by  a viper,  it  is  best 
for  him  to  choose  from  those  remedies  which  are  taken 
in  milk  or  in  vinegar.  If  the  patient  is  very  cold,  as  oc- 
curs in  someone  bitten  by  a scorpion,  he  should  choose 
from  those  remedies  which  are  taken  in  wine  . . . 

Maimonides  recognizes  the  prohibition  of  wine 
to  Moslems  and  offers  an  alternative  when  he 
states: 

If  wine  is  forbidden  to  a person,  these  remedies 
should  he  taken  in  a decoction  of  anise  . . . 

The  preparation  of  the  various  simple  remedies 
as  well  as  the  dosages  for  adults  and  children  are  then 
detailed. 

Chapter  4 consists  of  descriptions  of  the  various 
theriacs  and  electuaries  including  the  great  theriacs, 
the  asafoetida  theriac  of  Rhazes,  the  nut  theriac,  the 
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onion  theriac  of  Ibn  Zohr,  the  electuary  of  Avicenna, 
and  the  antidote  of  Galen. 

Chapter  5,  still  in  the  first  section  of  this  book, 
deals  with  specific  remedies  against  the  bites  of  cer- 
tain animals.  It  first  describes  the  treatment  for  a 
scorpion  sting: 

One  should  begin  with  the  general  therapeutic  mea- 
sures, as  mentioned  above,  of  incisions,  sucking  and 
bandaging,  followed  by  the  application  of  a plaster  to 
the  site  of  the  bite.  Then  one  should  take  those  non- 
compounded  remedies  specific  for  scorpion  bites  . . . 

These  specific  remedies  are  detailed  as  follows: 

One  should  drink  three  drachmas  of  the  leaves  of 
bandranguya  which  is  herba  citrina  and  rub  the  site  of 
the  bite  therewith.  Ethrog  seeds  and  colocynth  root 
constitute  an  exceptionally  good  remedy  for  a scorpion 
bite.  The  maximum  amount  one  should  take  is  two 
drachmas  and  one  should  make  a plaster  thereof  to 
place  on  the  site  of  the  bite.  If  it  is  fresh,  pulverize  it 
and  rub  the  site  (of  the  bite).  If  it  is  dry,  knead  it  in 
vinegar  and  apply  a plaster  thereof  on  the  wound. 
Boil  an  ounce  of  nanachah  seed  in  two  liters  of  water 
until  its  strength  has  been  extracted  and  wash  there- 
with the  site  of  the  bite.  So  too,  one  part  each  of  sul- 
phur and  fennel  and  two  parts  of  garlic,  all  kneaded  to- 
gether and  a plaster  made  thereof  (and  applied)  to  the 
site  of  the  bite.  Similarly,  one  part  each  of  salt  and 
flax  seed  and  two  parts  of  garlic  all  kneaded  and  a plas- 
ter made  thereof  (and  applied)  on  the  site  (of  the  bite). 
Similarly,  the  theriac  of  the  four  (ingredients)  is  more 
efficacious  than  anything  else  for  scorpion  bites;  one 
should  take  one  to  four  drachmas  thereof. 

Chapter  5 continues  with  descriptions  of  stings 
of  various  spiders,  bees,  and  wasps  and  specific 
remedies  for  them.  For  snake  bites,  the  best  remedy 
is  the  great  theriac.  If  not  available,  substitute  the 
electuary  of  Mithridates. 

Amazing  in  this  chapter  is  Maimonides’  recogni- 
tion of  the  long  incubation  period  for  human  rabies 
incurred  from  the  bite  of  a mad  dog: 

An  old  man  who  was  a famous  physician  related  to 
me  that  he  once  saw  the  son  of  a weaver  in  the  weavery 
bitten  by  a dog.  There  was  no  sign  to  indicate  that  the 
dog  was  mad.  As  a result,  the  physicians  said  that  it 
was  a domesticated  dog  and  they  closed  the  wound 
after  a month  or  a little  more.  The  child  recovered, 
much  time  elapsed  and  he  performed  activities  like 
healthy  people.  Later,  symptoms  became  apparent, 
he  developed  fear  of  water  and  died.  Beware  of  this 
(type  of  situation)  because  there  is  no  analogy  to  the 
virulence  of  poisons. 

The  final  chapter  of  the  first  section  deals  with 
diet  in  general  and  in  particular  for  the  bitten  person, 
together  with  a few  appropriate  specifics.  Dishes 
rich  in  salt,  honey  and  butter,  and  strong  wine  are 
recommended.  The  popular  belief  that  unleavened 
bread  is  efficacious  for  someone  bitten  by  a poisonous 
animal  or  for  someone  who  has  swallowed  some  poi- 


son is  rejected  by  Maimonides  as  being  without  ra- 
tional, scientific,  or  traditional  basis. 

Second  section 

The  second  section  of  Maimonides’  Treatise  on 
Poisons  describes,  in  four  chapters,  vegetable  and 
mineral  poisons  and  their  antidotes.  In  the  first 
chapter  dealing  with  precautionary  measures  against 
poisons,  Maimonides  seems  to  allude  to  the  fact  that 
since  poison  is  a common  means  used  to  eliminate 
undesirable  enemies  or  competitors,  rulers  and 
prominent  people  should  beware  of  colored  foods, 
thick  broths,  or  astringent  aliments  with  strong 
odors.  He  calls  for  exacting  examination  of  all  sharp 
and  bitter  foods  before  their  ingestion.  He  also 
cautions  against  the  ingestion  or  imbibition  of  foods 
or  beverages  with  altered  taste,  odor,  or  color.  He 
also  discusses  premeditated  poisonings: 

One  should  be  careful  about  (foods  with)  altered 
tastes  and  about  various  types  of  bad  odors  and  about 
everything  whose  nature  is  not  known.  One  should 
also  be  careful  about  colored  foods  which  we  common- 
ly use  such  as  thick  soups  like  the  Egyptian  ones,  and 
those  foods  into  which  lemons  have  been  added  or 
those  whose  appearance  is  altered  such  as  foods  con- 
taining sumac  or  pomegranate  juice  or  foods  cooked  in 
fishbrine  or  foods  in  which  an  apparent  sour  or  styptic 
or  extremely  sweet  taste  predominate  or  foods  which 
have  a bad  odor  such  as  those  prepared  with  vinegar  or 
those  containing  onions  or  those  cooked  with  garlic. 
One  should  only  eat  these  (types  of)  foods  if  they  were 
prepared  by  a reliable  person  and  about  whom  one 
doesn't  have  the  slightest  doubt  because  the  cunning 
of  those  who  wish  to  harm  by  poisoning  is  only  accom- 
plished through  such  foods  in  which  the  taste  or  the 
odor  or  the  appearance  of  the  poison  is  assimilated. 
On  the  other  hand,  such  cunning  is  impossible  with 
any  foods  cooked  in  water  alone,  whether  meat  or  fowl, 
or  roasted,  because  the  slightest  tampering  therewith 
changes  its  taste  or  its  appearance  or  its  consistency  or 
its  odor.  Similarly,  one  cannot  succeed  in  such  cun- 
ning in  the  case  of  pure  water. 

The  second  chapter  deals  with  general  rules  for 
those  who  have  either  taken  or  believe  they  have 
taken  poison.  Emesis  should  be  induced  by  means 
of  hot  water  with  Anethum  and  much  oil  followed  by 
fresh  milk,  butter,  and  honey,  all  of  which  should  be 
vomited.  Then  the  specific  antidote  should  be  ad- 
ministered. 

Chapter  3 of  the  second  section  deals  with  simple 
and  compounded  remedies  effective  for  the  person 
who  has  swallowed  one  of  the  general  varieties  of 
poisons.  Universal  antidotes  consist  of  the  great 
theriac,  the  electuary  of  Mithridates,  and  the  small 
theriac,  composed  of  only  four  ingredients. 

Ibn  Zohr  is  described  as  one  of  the  greatest  toxi- 
cologists: 

. . . from  his  vast  experience,  for  he  was  the  greatest 
tester  of  these  remedies  and  occupied  himself  with 
them  more  than  all  other  (physicians).  He  was  able  to 
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do  so  because  of  his  great  wealth  and  his  expertise  in 

the  practice  of  medicine  . . . 

The  final  chapter  of  Maimonides’  Treatise  on 
Poisons  details  the  treatment  for  one  who  knows  the 
kind  of  poison  he  took.  Here  is  described  the  wicked 
habit  of  the  women  who  strew  poison,  that  is,  men- 
strual blood,  into  their  husband’s  food  and  the  dif- 
ficulty with  which  the  physician  is  faced  in  arriving 
at  the  correct  diagnosis.  Maimonides  gives  excellent 
descriptions  of  the  symptoms  of  belladona  poisoning: 
“redness  and  a sort  of  excitation  . . . .”  Equally 
vividly  described  are  the  symptoms  following  in- 
gestion of  cantharides,  or  Spanish  flies:  “. . . wounds 
in  the  bladder,  hematuria,  severe  colic,  and  inflam- 
mation. Death  intervenes  after  a few  days  . . .” 

Comment 

The  Treatise  on  Poisons  shows  Maimonides  to  be 
a scientist  who  did  not  abide  by  medical  dogma  but 
experimented  for  himself  or  accepted  valid  investi- 
gations of  others.  His  originality,  conciseness,  and 
lucidity  are  reflected  in  every  chapter.  His  recom- 
mendations in  the  twelfth  century  concerning  first 
aid  for  poisonings  still  have  much  validity.  For  this 
reason,  Maimonides’  Tractatus  De  Venemis  was 
considered  one  of  the  foremost  textbooks  of  toxi- 
cology and  therapeutics  throughout  Europe  and  the 
Near  East  in  the  Middle  Ages.  The  age-old  adage 
“an  ounce  of  prevention  is  worth  a pound  of  cure”  is 
evident  from  Maimonides’  emphasis  on  preventive 
or  prophylactic  measures.  Perhaps  most  interesting 
of  all  in  this  work  is  the  distinction  he  makes  between 
“hot”  and  “cold”  poisons,  which,  according  to 
Muntner,  are  equivalent  to  the  modern  hemolysins 
and  neurotoxins.  The  latter  are  exemplified  by  the 
scorpion’s  poison  which  “cools”  and  paralyzes  the 
victim’s  respiratory  center  with  fatal  outcome. 
Hemolysins  or  “hot”  poisons  are  found  in  adder’s 
poison,  as  from  certain  vipers,  and  produce  hemor- 
rhage, intravascular  hemolysis,  hypertension,  fever, 
and  death. 


It  is  hoped  that  this  brief  exploration  into  the 
Treatise  on  Poisons  will  stimulate  the  reader  to  ex- 
amine the  entire  work  and  evaluate  for  himself  the 
genius  of  Moses  Maimonides. 

82-68  164th  Street 
Jamaica,  New  York  11432 
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I praise  my  bountiful  God,  who  hath  called  me  into 
the  Art  of  the  fire  ....  For  truly  Chemistry  . . . pre- 
pares the  understanding  to  pierce  the  secrets  of  na- 
ture ....  — J.  B.  Van  Helmont 

The  medieval  world  of  feudalism  began  to  disin- 
tegrate in  the  fifteenth  century  and  then  passed  into 
history  at  the  beginning  of  the  seventeenth  century. 
It  was  supplanted  by  a new  socioeconomic  form  of 
society,  capitalism  and  nationalism,  with  opportu- 
nities for  creative  thought  and  action.  Concurrently, 
a scientific  revolution  erupted  and  produced  a series 
of  great  philosophers  and  scientists.  In  this  new 
society,  religion  was  an  impulse  to  research  in  nature. 
The  religious  natural  philosopher  viewed  the  world 
as  God’s  creation  and  experiment  as  revelation.1-2  In 
the  Middle  Ages,  the  church  and  feudalism  had  dis- 
couraged experimental  science,  and  Roger  Bacon 
(1214  to  1294)  suffered  severe  punishment  for  ad- 
vocating experience  and  experiment  as  an  ideal  of 
science.  In  the  Renaissance  period,  when  feudalism 
was  rapidly  crumbling,  the  religious  mystic  Para- 
celsus (1493  to  1541)  dared  to  entertain  new  trends 
of  thought  in  the  philosophy  of  medicine,  to  forsake 
Galenism,  and  initiate  religious  motives  in  the  in- 
vestigation of  nature.  Pagel2  believes  that  experi- 
ence in  the  mines  had  a profound  influence  on  his 
mental  attitudes.  This  is  undoubtedly  true,  but  I 
believe  time  favored  this  experienced  and  prepared 
mind  to  render  his  views  in  the  sixteenth  century 
with  comparative  immunity.  In  the  Middle  Ages  he 
would  have  been  burned  at  the  stake,  and  his  writings 
would  have  served  as  the  fuel. 

Scientific  approach 

Jan  Baptiste  Van  Helmont,  M.D.,  was  22  years  old 


in  1600.  He  was  a learned  philosopher,  physician, 
and  chemist,  who  approached  nature  through 
chemistry.  An  ardent  Catholic  and  mystic,  he 
blended  religious  zeal  with  profound  insight  into 
educational  reform  and  scientific  laboratory  re- 
search.2 7 He  regarded  the  years  spent  at  the  uni- 
versity as  altogether  fruitless.  The  medicine  of 
Clarissimus  Galen  (230  to  200  A.D.)  and  Aristotle’s 
philosophy  repelled  him:  they  were  of  heathenish 
origin,  not  fit  for  Christian  consumption,  and 
wasteful  of  the  youth  of  students.  One  year  in  a 
chemical  laboratory,  he  declared,  will  prove  more 
beneficial  than  centuries  of  disputes  over  their  texts; 
and  observation,  experiment,  and  chemistry  will 
teach  students  the  facts  of  nature.  Helmont  was  not 
alone  in  disillusionment  with  the  educational  process. 
Francois  Rabelais  (1499  to  1572)  wrote  in  despair  of 
his  university  training  and  advised  study  of  nature 
itself,  and  Rene  Descartes  (1595  to  1650)  asserted 
that  the  only  result  of  his  university  education  was 
to  increase  his  ignorance.5,7  12  This  determined 
opposition  to  dogmatic  teaching  benefited  experi- 
mental activity.2 

Helmont’s  collected  writings  Ortus  medicinae  was 
published  four  years  after  his  death;  translations  into 
French,  English,  German,  and  Flemish  soon  followed. 
The  influence  of  Paracelsus  was  apparent  in  Hel- 
mont’s unyielding  antagonism  to  humoralism  and  his 
support  of  chemical  drugs.  At  the  same  time  he 
renounced  the  inconsistencies  and  mystical  fancies 
propagated  by  Paracelsus.12"14  Helmont  is  a diffi- 
cult author  to  read  because  of  the  involved  biblical 
phraseology,  religious  philosophy,  visions,  and 
dreams.7  15  In  this  essay,  therefore,  I have  relied 
mainly  on  the  scholarly,  authoritative  research  of 
Pagel  and  Debus.2-6-7-10-12"14-16-17  It  is,  also,  impor- 
tant to  keep  in  mind  that  parallel  with  the  scientific 
revolution  of  the  seventeenth  century,  there  existed 
hairsplitting  disputation  over  classical  texts  in  uni- 
versities, Galenicals,  astrology,  alchemy,  humoralism, 
and  credibility  of  spontaneous  generation.  Natural 
philosophers  were  still  intrigued  by  the  origin  of 
smaller  animals,  such  as  frogs  and  mice,  and  Helmont 
seriously  offered  a recipe  for  spontaneous  generation, 
of  mice:  dirty  linen  in  a receptacle  with  a piece  of 
cheese.  Helmont  was  not  alone  in  his  errors.  His 
belief  in  transmutation  of  metals  and  spontaneous 
generation  was  shared  by  William  Harvey,  M.D., 
(1578  to  1657)  and  others.7-12 

Experimentation 

Helmont,  one  of  the  three  great  chemists  in  the 
seventeenth  century,  with  Robert  Boyle  (1627  to 
1692)  and  Johann  Rudolph  Glauber  (1603  to  1670), 
represents  a transition  from  alchemy  to  chemistry. 
He  combined  keen  observation  with  original  exper- 
imentation, and  is  quoted  by  Boyle  as  an  authority. 
Helmont  introduced  quantification  in  his  laboratory; 
he  utilized  the  balance  measurement  of  specific 
gravity,  determination  of  degrees  of  temperature 
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with  an  early  thermometer  he  devised,  weight  mea- 
surement, quantitative  urinalysis  that  replaced  tra- 
ditional uroscopy  and  became  the  basis  for  modern 
urine  testing,  and  measurement  of  time  by  use  of  a 
pendulum.  (Evidence  of  Harvey’s  genius  was  the 
application  of  computation  to  solve  the  riddle  of 
blood  circulation.)  Helmont  believed  in  the  inde- 
structibility of  matter,  “that  no  substance  is  to  be 
annihilated  by  the  force  of  nature  or  art,”  a conclu- 
sion he  confirmed  by  quantitative  experi- 
ment.'’12’16'18,19 

Helmont’s  experiments  with  bladder  injection  in 
search  of  a solvent  for  stone  convinced  him  of  the 
need  of  a better  tool  than  the  “cruel  and  bloudy” 
silvered  horn  wherewith  “Chirurgians  with  the 
greatest  Tourments  fetch  out  the  urine.”  He  in- 
vented a thin  leather  catheter  that  proved  practically 
painless.12 

The  mechanical  concept  (Descartes)  to  explain 
vital  phenomena  was  unacceptable  to  Helmont;  by 
means  of  laboratory  research,  he  arrived  at  a chem- 
ical interpretation  that  served  as  the  foundat  ion  for 
the  iatrochemists  of  the  seventeenth  century.  Di- 
gestion was  not  due  to  heat  (Descartes),  but  to 
chemical  action  of  specific  ferments:  acids  respon- 
sible for  digestion  in  the  stomach,  and  alkali  for  that 
in  the  duodenum.  Helmont,  also,  recognized  a 
neutral  acid-base  state.  Pagel  has  established  that 
Helmont  came  close  to  identifying  the  stomach  acid 
as  hydrochloric.  The  ancients  regarded  bile  as  a 
nocuous  humor.  Helmont  was  the  first  to  perceive 
the  importance  of  bile  in  the  process  of  digestion;  and 
demonstrated  that  neutralization  occurs  in  the  small 
intestine  through  its  action.2’3’6’7,12’18 

The  humoral  theory  of  four  elements  (air,  earth, 
fire,  and  water)  is  not  mentioned  in  Genesis,  and, 
except  for  water,  was  considered  useless  by  Helmont. 
The  willow  tree  experiment,  in  which  he  used  the 
balance,  was  to  prove  that  vegetable  substance  is 
composed  largely  of  water  and  is  the  only  true  ele- 
ment. He  grew  the  tree  in  a measured  amount  of 
earth  to  which  nothing  was  added  but  water.  Since 
none  of  the  earth  was  consumed  in  the  growth  of  the 
tree,  Helmont  concluded  it  was  formed  from  water 
alone.  Nicholas  of  Cusa  (1401  to  1464)  describes  a 
similar  experiment  in  De  staticis  experiments 
(1450),  wherein  he  mentioned  specific  gravity  of 
urine.  Pagel  contends  that  Helmont  had  read 
Nicholas;  and  both  had  read  the  treatise  “Recogni- 
tions,” written  in  the  second  century,  in  which  the 
balance  is  used  to  ascertain  that  vegetable  matter  is 
largely  water.  Nicholas  mentions  a quotation  from 
Wisdom  of  Solomon  11:20,  that,  probably,  gave 
Helmont  the  idea  of  quantification,  “Thou  had  or- 
dained all  things  by  measure  and  number  and 
weight.”  6>12>20 

Determinations 

Helmont  discovered  “gas,”  a term  he  coined,  when 
he  “fired”  a substance  that  formed  smoke,  and  which 


we  now  know  was  carbon  dioxide.  He  also  discov- 
ered carbonic  acid  “gas”  found  in  marshes;  “spirit  of 
wood,”  the  gas  formed  from  burning  wood  that  he 
recognized  was  incompatible  with  life;  and  a “gas” 
present  in  mines  that  precipitated  a form  of  asthma 
in  miners.  Stephen  Hales  (1677  to  1761)  thought 
“spirit  of  wood”  was  identical  to  free  atmospheric  air 
in  a fixed  state.  This  serious  misinterpretation  was 
clarified  by  Joseph  Black  (1728  to  1799),  who  showed 
fixed  air  formed  a precipitate  when  passed  through 
lime  water. 6,12,21 

Disease 

Helmont’s  rejection  of  humoralism  as  a theory  of 
disease  led  him  to  search  for  its  cause  in  man.  To 
Galen,  disease  was  disturbance  of  the  harmonious 
mixture  of  humors  affecting  the  organism  as  a whole, 
and  producing  a “sick  man.”  There  was  no  idea  of 
a disease  as  an  invading  entity  that  attacks  separate 
parts  of  the  body.  Helmont,  on  the  contrary,  did  not 
see  a “sick  man”;  he  saw  a disease.  Disease  was  a 
defect  of  the  body,  impairing  form  and  function,  and 
he  gave  it  etiology,  morbid  anatomy,  and  causal 
treatment.  Paracelsus  created  the  modern  concep- 
tion of  different  diseases  by  emphasizing  importance 
of  external  causes  and  their  seat  in  a particular  organ. 
He  believed  that  God  never  caused  a disease  for 
which  he  has  not  created  a remedy.  Thus,  the  on- 
tologic  theory  of  disease  was  foreshadowed  by  Par- 
acelsus and  developed  by  Helmont.  Unlike  Giovanni 
Battista  Morgagni  (1682  to  1772),  who  regarded 
organ  morbid  anatomy  as  the  “ causa  morbi,”  Hel- 
mont simply  localized  disease. 2,7,17 

Helmont  conceived  the  concept  that  disease  orig- 
inated when  God  repented  creating  man,  who  had 
committed  the  “sin”  of  disobedience  and  pride,  and 
tried  to  acquire  the  wrong  kind  of  knowledge.  He 
postulated  that  just  as  God  sowed  seeds  of  thorn  and 
thistle  on  the  earth,  He  sowed  seeds  of  disease  in 
man.  Each  seed  had  its  own  “indwelling  image”  of 
a specific  disease  with  its  own  course,  phenomena, 
pathology,  and  outcome.  Anatomic  changes  in  or- 
gans occurred  when  disease  seeds  were  activated  by 
external  agents:  odors,  ferments,  offensive  and 

noxious  matter,  saliva  of  a rabid  dog,  snake  venom, 
juice  of  poisonous  plants,  poison  of  plague,  dust,  and 
miasma.6,7,12,19 

Helmont  claimed  that  specific  causal  therapy  can 
overcome  disease  and  he  rebuffed  nonspecific  ancient 
therapeutics:  diet,  herbs,  venesection,  and  purga- 
tion. These  were  simply  leveled  against  man,  his 
constitution,  and  his  humors,  as  were  similitudes 
(Paracelsus)  and  contraries  (Galen).  He  proposed, 
instead,  chemical  drugs  prepared  with  “greatest 
purity  and  God’s  mercy,”  provided  in  small  doses, 
and  directed  against  the  pathogenic  agent  and  ex- 
ternal causes  of  disease.  Helmont  did  not  omit  from 
his  materia  medica  some  of  his  magic  and  empiric 
remedies  as  ram’s  testicles  and  animal  blood.7 

Helmont’s  opposition  to  phlebotomy,  a pillar  of 
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therapeutics  since  antiquity,  was  one  of  the  revolu- 
tionary and  controversial  aspects  of  seventeenth- 
century  medicine.  It  was  a pernicious  wasting  of  the 
treasure  of  blood  and  strength,  and  he  cited  the 
biblical  claim  that  the  soul  is  in  the  blood.  He  was 
bitterly  assailed  bv  the  iatromechanist  Giorgio  Ba- 
glivi  (1668  to  1706)  and  by  Thomas  Willis  (1621  to 
1675),  who  called  him  a “fanatic.”  In  response,  he 
proposed  a clinical  trial  of  two  groups  of  patients,  a 
novel  idea  at  the  time.22,21’ 

Helmont  approved  of  the  magnetic  wound  salve, 
which  healed  the  wound  when  applied  to  the  weapon; 
he  wrote  De  magnetica  in  its  defense.  He  was  con- 
vinced it  was  a form  of  natural  magic,  which  could  he 
used  for  good  or  evil.  In  his  uncompromising  sup- 
port, Helmont  responded  to  its  denouncement  by  an 
eminent  Jesuit  divine:  “Let  the  divine  enquire 

concerning  God,  but  the  naturalist  concerning  na- 
ture.” When,  in  addition,  he  justified  support  of 
magic  and  Paracelsus,  and  stated  that  if  the  teachings 
of  Aristotle  are  adhered  to,  the  Godly  powers  at- 
tributed to  the  relics  of  the  saints  would  be  mean- 
ingless— a challenging  interpretation  of  the  mirac- 
ulous power  of  the  relics  of  the  saints — he  was 
treading  on  dangerous  ground.  This  was  questioning 
the  tenets  of  the  church,  and  he  was  accused  of  su- 
perstition, magic,  and  diabolic  art.  Helmont  found 
himself  in  the  clutches  of  the  Inquisition.  He 
pleaded:  “I  am  a Roman  Catholic  whose  mind  hath 
been  to  ponder  of  nothing  which  may  be  contrary  to 
God,  and  that  may  be  contrary  to  the  church”;  but 
to  no  avail.  He  was  condemned  for  heresy,  impris- 
oned, compelled  to  acknowledge  his  errors  (as  was 
Galileo),  confined  to  house  arrest  for  two  years 
(1636),  and  cleared,  finally,  two  years  after  his 
death.2’3-12 

Comment 

Helmont  was  molded  by  a passionate  devotion  to 
religion  and  mysticism,  and  by  the  time  in  which  he 
lived.  The  socioeconomic  order  that  followed  the 
dissolution  of  feudalism  gave  him  greater  freedom  of 
thought  and  enterprise,  limited,  only,  when  he 
challenged  the  tenets  of  the  church.  He  bowed  to  its 
edict  against  the  ideas  of  Copernicus  (1473  to  1543), 
but  struck  back  at  the  Jesuit  divine  who  questioned 
his  science.  He  sought  truth  in  observation,  labo- 
ratory experiment,  and  chemistry,  in  which  he  went 
far  beyond  his  predecessors.  He  attributed  previous 
lack  of  progress  in  science  and  medicine  to  a faulty 
educational  system  permeated  with  Galenism  and 
Aristotelianism,  but  failed  to  see  the  role  of  feudalism 
and  the  church  in  retaining  control' and  mastery  over 
men’s  minds.24  Helmont  developed  instruments;  he 
showed  the  value  of  quantification  in  medicine  and 
chemistry,  and  propounded  a concept  of  disease  that 
was  an  advance  over  ancient  thought.  He  repudiated 
astrology,  magnetism  of  numbers,  and  symbolism  as 
distortions  of  the  truth;  he  exposed  the  “Folly  of 
Catarrh”  that  vapours  ascend  from  the  stomach  to 
the  brain,  condense  to  a corroding  mucus,  and  pass 


through  the  base  of  the  skull  to  the  lungs  and  joints, 
thereby  causing  pneumonia,  gout,  rheumatism,  and 
leg  ulceration.  Helmont  was  a pathfinder  in  medi- 
cine and  chemistry,  and  was  one  of  the  eminent 
products  of  the  scientific  revolution.  In  conjecturing 
about  the  influence  of  time  and  place,  one  can  spec- 
ulate as  to  what  he  might  have  contributed  had  he 
lived  in  the  more  liberal  atmosphere  of  the  Eliza- 
bethan and  Jacobean  England  of  Harvey  and  Francis 
Bacon,  rather  than  in  Belgium. 

49  Crescent  Drive 
South  Orange,  New  -Jersey  07079 
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Obituaries 


Ben  Lee  Dodge,  M.D.,  of  Bainbridge,  died  on  July  1 at  the 
age  of  74.  Dr.  Dodge  graduated  in  1931  from  Albany 
Medical  College.  He  was  acting  chief  of  anesthesiology  at 
The  Hospital  (Sidney).  Dr.  Dodge  was  a Fellow  of  the 
American  College  of  Anesthesiologists  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Loren  Pritchard  Guy,  M.D.,  of  Williamsburg,  Virginia, 
formerly  of  New  York  City,  died  on  July  7 at  the  age  of  79. 
Dr.  Guy  graduated  in  1928  from  the  University  of  Virginia 
Department  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
and  the  New  York  Academy  of  Medicine. 

Joseph  Herman,  M.D.,  of  Poughkeepsie,  died  in  July  at 
the  age  of  73.  Dr.  Herman  received  his  medical  degree 
from  the  University  of  Sorbonne  in  1932.  He  was  a psy- 
chiatrist at  Hudson  River  Psychiatric  Center.  Dr.  Herman 
was  a member  of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

James  P.  Irwin,  M.D.,  of  Hyde  Park,  died  on  June  30  at 
the  age  of  57.  Dr.  Irwin  graduated  in  1952  from  New  York 
Medical  College  and  Flower  and  Fifth  Avenue  Hospitals. 
He  was  a general  practitioner  at  Northern  Dutchess 
(Rhinebeck)  and  St.  Francis  Hospitals.  Dr.  Irwin  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Dutchess  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Lawrence  G.  Kaplan,  M.D.,  of  Jamaica,  died  on  July  14 
at  the  age  of  70.  Dr.  Kaplan  received  his  medical  degree 
from  the  University  of  Paris  in  1934.  He  was  a staff  gen- 
eral practitioner  at  Deepdale  General  and  Jamaica  Hos- 
pitals and  an  active  general  practitioner  at  Manhasset 
Medical  Center  Hospital.  Dr.  Kaplan  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Milton  A.  Miller,  M.D.,  of  New  York  City,  died  on  -June 


9 at  the  age  of  85.  Dr.  Miller  graduated  in  1917  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  Joseph  Scala,  M.D.,  of  The  Bronx,  died  on  June 
26  at  the  age  of  68.  Dr.  Scala  graduated  in  1937  from  New 
York  Medical  College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Robert  Burton  Tator,  M.D.,  of  New  York  City,  died  on 
July  5 at  the  age  of  55.  Dr.  Tator  graduated  in  1948  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  The  Roosevelt  Hospital 
and  the  Outpatient  Department  there  and  a gastroenter- 
ologist at  The  Roosevelt  Hospital.  Dr.  Tator  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  Statfe  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Joseph  Tell,  M.D.,  of  Harpursville  and  Bing- 
hamton, died  on  July  6 at  the  age  of  51.  Dr.  Tell  received 
his  medical  degree  from  the  University  of  Bologna  in  1961. 
He  was  a member  of  the  American  Geriatrics  Society,  the 
American  Academy  of  Family  Physicians,  the  Broome 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Wiederman,  M.D.,  of  New  Hyde  Park  and  New 
York  City,  died  on  July  12  at  the  age  of  66.  Dr.  Wiederman 
received  his  medical  degree  from  the  University  of  Naples 
in  1947.  He  was  an  assistant  attending  obstetrician  and 
gynecologist  at  Flower  and  Fifth  Avenue  Hospitals,  an 
associate  obstetrician  and  gynecologist  at  Metropolitan 
Hospital,  and  an  assistant  obstetrician  and  gynecologist 
at  Mercy  Hospital  (Rockville  Centre).  Dr.  Wiederman  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  a Fellow  of  the  International 
College  of  Surgeons,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Fertility  Society, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Are  you  an  artist? 

Are  you  an  artist  as  well  as  a physician?  And  if  so,  there 
is  an  annual  art  exhibit  of  national  calibre,  strictly  for 
doctors  who  are  artists. 

It’s  the  American  Physician’s  Art  Association  an  orga- 
nization now  in  its  43rd  year.  It  meets  annually  with  the 
Southern  Medical  Association  and  presents  its  yearly  ex- 
hibit. The  APAA  has  nearly  500  members  across  the 
country. 

In  1980  the  SMA  meets  in  San  Antonio,  Texas,  from 
November  16-19. 

All  physicians  who  work  in  the  fields  of  painting, 
sculpture,  photography,  graphic  arts,  design,  and  creative 
crafts  are  encouraged  to  join  the  APAA  to  submit  entries 
for  the  November  exhibit. 

The  annual  exhibit  is  always  of  top  rank  quality  with 
professional  arranging  and  hanging  of  the  art  works. 
Qualified  judges  each  year  award  prizes  in  the  following 
categories: 

Oil  and  acrylics  (classical  and  modern),  water  color, 
sculpture,  arts  and  crafts,  photography  and  graphics. 
Each  category  has  a first,  second,  and  third  prize.  In  ad- 
dition, special  masters  awards,  honorable  mention,  and 
best  of  show  are  also  given.  There  is  consideration  for 
advanced  and  beginning  artists. 

Membership  is  open  to  all  physicians.  Southern  Med- 
ical Association  Membership  is  not  required.  Those  in- 
terested should  write  to:  Milton  S.  Good,  M.D.,  Treasurer, 
APAA,  610  Highlawn  Avenue,  Elizabethtown,  Pa. 
17022. 

National  scholarship 
program  for  nurses 

The  American  Cancer  Society  announced  on  July  1 1 that 
it  has  established  a national  scholarship  program  for  nurses 
who  intend  to  teach  cancer  nursing  or  to  become  clinical 
specialists  in  cancer  nursing. 

Dr.  S.  B.  Gusberg  of  New  York  City,  the  Society’s  na- 
tional president,  said  that  the  new  program  will  become 
effective  in  1981.  Each  scholarship  will  cover  annual 
subsistence  and  tuition  costs  in  the  amount  of  $8,000  for 
a maximum  of  two  years  of  full  time  study  in  a graduate 
school  of  nursing.  The  awards  will  be  issued  for  only  one 
year  at  a time,  but  qualified  applicants  are  expected  to  be 
renewed  for  a second  year.  Up  to  ten  new  scholarships  will 
be  awarded  each  year. 

The  purpose  of  the  scholarship  program,  Dr.  Gusberg 
said,  “is  to  strengthen  nursing  services  to  cancer  patients 
by  providing  opportunities  for  advanced  nursing  education 
and  clinical  experience.” 

Although  the  Society  has  long  offered  a variety  of  fel- 
lowships for  cancer  researchers,  this  is  its  first  national 
scholarship  program  of  any  kind. 

Award  winners  will  be  required  to  attend  institutions 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


accredited  by  the  National  League  for  Nursing  and  to 
complete  a course  leading  to  a Master’s  degree  in  cancer 
nursing. 

The  program  will  be  administered  by  the  office  of  Dr. 
Nicholas  C.  Bottiglieri,  ACS  vice  president  for  professional 
education. 

New  drug  for  use 
in  halting  premature  labor 

The  Food  and  Drug  Administration  on  June  17  ap- 
proved a significant  new  drug,  ritodrine  hydrochloride,  for 
use  in  halting  premature  labor.  The  drug,  which  acts  by 
relaxing  the  uterus,  may  help  prevent  some  of  the  thou- 
sands of  premature  births  and  fetal  and  infant  deaths  that 
occur  each  year. 

Preterm  deliveries — babies  born  less  than  36  weeks  after 
conception — account  for  about  10  percent  of  the  approxi- 
mately 3 million  live  births  in  the  United  States.  Medical 
complications  of  prematurity  are  a major  cause  of  perinatal 
illness  and  death  (that  which  occurs  four  weeks  before  or 
four  weeks  after  birth). 

Ritodrine  is  the  first  significantly  effective  drug  ap- 
proved to  treat  premature  labor.  Sedatives,  pain  killers, 
alcohol,  muscle  relaxants,  hormone  inhibitors,  and  drugs 
that  act  on  the  nervous  system  have  all  been  used,  but  with 
only  moderate  success.  Many  also  have  significant  adverse 
effects. 

In  recent  American  clinical  trials,  ritodrine  was  found 
to  help  prevent  some  premature  births,  particularly  of 
babies  less  than  32  weeks  old.  Ritodrine’s  ability  to  delay 
births  resulted  in  decreased  infant  deaths  and  RDS  (res- 
piratory distress  syndrome),  a condition  common  in  pre- 
mature babies. 

In  the  clinical  studies  of  women  experiencing  premature 
labor,  ritodrine  prolonged  pregnancy  and  increased  the 
proportion  of  babies  weighing  5 pounds,  8 ounces  or  more 
at  birth.  This  is  the  weight  at  which  babies  are  no  longer 
considered  premature.  These  studies  also  showed  that 
deaths  among  newborns  whose  mothers  had  been  treated 
with  ritodrine  were  in  the  5 percent  range  and  that  the 
incidence  of  RDS  in  this  group  was  1 1 percent.  In  contrast, 
babies  born  to  women  who  received  other  forms  of  treat- 
ment for  premature  labor  died  at  the  rate  of  13  percent  and 
experienced  RDS  at  the  rate  of  20  percent. 

Jere  E.  Goyan,  Commissioner  of  Food  and  Drugs,  said: 
“Prematurity  is  the  leading  cause  of  death  in  infancy  in  the 
U.S.  today.  We  consider  ritodrine  an  important  drug  in 
that  it  promises  to  have  an  impact  on  a serious  public 
health  problem.  The  drug  has  the  potential  to  stop  pre- 
mature labor  and  permit  some  infants  who  would,  other- 
wise, be  premature  to  be  born  at  term.” 

European  and  U.S.  studies  of  ritodrine’s  use  among 
women  who  were  more  than  20  weeks  pregnant  have  sup- 
ported the  drug’s  safety.  Ritodrine  has  not  been  ade- 
quately studied  in  women  who  have  been  pregnant  less 
than  20  weeks  and  should  not  be  used  then. 
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Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


Hie  primary 

beneficiaries  of 

ORAL 

HYDERGINE  - 


The  still-functioning  geriatric  can  benefit 
from  Hyclerinne  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progres  ion  retarded  — the 
ability  to  function  can  be  maintained. 


Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 
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ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
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A provision  barring  freedom  of  institutional  choice  for 
Medicaid  patients  has  provoked  the  strong  opposition  of 
the  American  Medical  Association. 

Approved  by  the  Senate  Finance  Committee  as  part  of 
a budget  cutting  package,  the  controversial  provision  would 
repeal  the  present  right  of  Medicaid  patients  to  exercise 
free  choice  in  selecting  qualified  suppliers  of  medical  ser- 
vices. The  amendment  authorizes  states  to  limit  access 
to  care  to  certain  hospitals  and  other  providers. 

Although  the  provision  would  set  an  important  prece- 
dent involving  freedom  of  choice  and  raises  again  the 
question  of  a two-tier  health  system,  it  was  scarcely  noticed 
by  the  public  press  in  the  hectic  scrambling  of  a Congress 
that  wishes  to  be  elsewhere  than  Washington  in  this  elec- 
tion year. 

In  a letter  to  committee  Chairman  Russell  Long  (D., 
La.),  the  AMA  said  the  provision  “would  change  the  entire 
thrust  and  philosophic  basis  for  the  Medicaid  program. 
Rather  than  continuing  the  program  as  designed,  to  pro- 
vide access  to  mainstream  medical  care  for  the  poor,  it 
would  authorize  a two-tiered  system  of  providing  care — one 
for  the  general  public  and  another  for  the  poor.” 

James  H.  Sammons,  M.D.,  AMA  Executive  Vice  Presi- 
dent, said  this  major  redirection  of  the  program  is  highly 
undesirable.” 

Dr.  Sammons  called  for  public  hearings  and  opportunity 
for  consideration  by  the  public  and  the  committee.  “We 
deplore  such  precipitous  action  that  would  have  the  long- 
term effect  of  institutionalizing  a two-tiered  system  of 
care,”  he  said. 

The  provision  is  characterized  as  affecting  only  insti- 
tutional services,  but  “in  our  view  this  proposal  would 
necessarily  effectively  limit  the  patient’s  choice  of  physi- 
cian as  well,”  he  said.  This  result  is  inevitable  since  pa- 
tients will  be  limited  to  physicians  having  admitting 
privileges  at  the  ‘Medicaid  Hospital.’  ” 

The  AMA  believes  that  the  Medicaid  proposal  “is  an 
ill-conceived  proposal  that  would  bar  Medicaid  patients 
from  mainstream  medical  care,”  the  AMA  said.  “Any 
benefits  from  cost-savings  that  would  be  achieved  are 
overcome  by  the  negative  impact  that  this  provision  would 
have  on  the  poor  through  the  establishment  of  a separate 
health  care  system  for  the  poor.” 

* * * 

A proposed  provision  in  the  Mental  Health  Systems  Bill 
that  would  have  provided  a “Bill  of  Rights”  for  the  mental 
patients  has  been  overwhelmingly  defeated  on  the  floor  of 
the  Senate. 

Senator  Robert  Morgan  (D.,  N.C.)  with  the  strong 
backing  of  the  AMA  and  the  APA  (American  Psychiatric 
Association)  argued  that  the  private  right  of  action  per- 
mitted in  the  provision  “will  simply  serve  to  encourage 
frivolous  law  suits  and  put  the  federal  courts  in  the  business 
of  reviewing  medical  decisions  on  a case-by-case  basis.” 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


The  measure  would  have  overridden  35  existing  state 
laws  and  “provide  a legal  tool  to  coerce  states  to  spend  more 
money  on  mental  health  services,”  the  Senator  said  in  a 
"Dear  Colleague”  letter  to  fellow  Senators. 

The  AMA  earlier  had  dispatched  a Legislative  Alert 
urging  support  of  the  Morgan  Amendment,  declaring  the 
Senate  Bill  “objectionable”  as  it  then  stood.  The  APA 
feared  that  court  suits  by  patients  would  have  led  to 
medical  treatment  decisions  by  the  judiciary,  creating  se- 
rious legal  impediments  to  proper  treatments. 

The  proposed  “Bill  of  Flights”  for  mental  patients, 
supported  by  Senator  Edward  Kennedy  (D.,  Ma.),  would 
have  given  patients  the  right  to  refuse  treatment  and  re- 
quire that  their  freedom  not  be  unnecessarily  restricted, 
among  other  provisions. 

The  overall  bill  extends  and  restructures  federal  aid  to 
community  based  mental  health  programs. 

* * * 

Legislation  now  before  Congress  would  block  unlimited 
public  access  to  PSRO  (Professional  Standards  Review 
Organization)  documents. 

The  AMA  has  urged  Congress  as  part  of  its  18-part 
package  of  PSRO  changes  to  specifiy  that  PSROs  are  not 
federal  agencies  and  therefore  not  subject  to  requirements 
of  the  Freedom  of  Information  Law. 

A Court  of  Appeals  decision  is  pending  on  the  issue  in 
Washington,  D.C. 

The  PSRO  provision  is  part  of  the  Medicare-Medicaid 
amendments  measure  approved  by  the  House  Commerce 
and  Ways  and  Means  Committees.  Though  it  does  not 
take  the  nonfederal  agency  route  of  the  AMA  proposal,  the 
amendment’s  procedures  for  court  orders  to  obtain  infor- 
mation would  serve  much  the  same  effect. 

Seven  of  25  AMA-developed  PSRO  amendments  were 
substantially  adopted  in  the  last  Congress. 

The  18  amendments  pending  would  authorize  organi- 
zations, including  foundations,  designated  by  medical  so- 
cieties to  be  specifically  eligible  for  consideration  as 
PSROs;  and  authorizing  of  physician  polling  on  agreements 
between  PSROs  and  the  government.  Many  current 
provisions  relating  to  PSRO  operations  would  be  deleted 
or  modified  under  the  AMA  proposals. 

* * * 

Chiropractic  students  would  be  eligible  for  the  first  time 
for  Federal  Health  Manpower  loans  under  legislation  ap- 
proved by  the  Senate  Human  Resources  Committee. 

The  provision,  by  Committee  Chairman  Harrison  Wil- 
liams (D.,  N.J.),  was  part  of  the  Health  Professions  Edu- 
cation Assistance  bill  sent  to  the  Senate  Floor.  The  AMA 
and  allied  health  groups  protested  that  the  Committee 
should  have  deferred  the  issue  pending  hearing  and  testi- 
mony. The  provision  does  not  make  schools  of  chiro- 
practic eligible  for  federal  support.  The  Committee  called 
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Recently,  current  interest  in 
nutrition  has  begun  to  focus  on  the 
relationship  of  dietary  intake  to  brain 
function  Several  laboratories  are 
currently  involved  in  pioneer 
research  in  this  area.  Research 
available  to  date,  while  in  its  infant 
stage,  has  identified  some  very 
exciting  and  innovative  concepts  in 
the  relationships  between  nutrients 
and  neurotransmitters  This  is  a 
review  of  scientific  evidence 
collected  to  date 

The  brain  has  a very  high  metabolic 
rate  and  requires  a disproportion- 
ately high  fraction  (20%)  of  the  total 
cardiac  output  to  provide  it  with  suffi- 
cient amounts  of  oxygen  and  glu- 
cose This  arrangement  assures  that 
the  brain  will  receive  adequate  quan- 
tities of  these  substrates  even  if  their 
levels  are  decreased  in  the  peripheral 
blood  Thus  it  was  believed  that  the 
brain  would  obtain  nutrients  from  the 
circulation  regardless  of  their  con- 
centration in  the  blood  the  brain  pre- 
sumably knows  what  substances  it 
requires  and  takes  these  substances 
from  the  circulation  oblivious  to  the 
dietary  intake  or  metabolic  state  of  its 
host 

Recent  evidence  indicates  that  this 
view  of  the  brain  as  an  autonomous 
organ,  independent  of  metabolic  pro- 
cesses elsewhere  in  the  body,  is  no 
longer  tenable  In  fact,  the  ability  of 
brain  neurons  to  make  and  release 
several  of  their  neurotransmitters  — 
serotonin,  acetylcholine,  and  proba- 
bly the  catecholamines  dopamine 
and  norepinephrine  — depends  di- 
rectly on  the  concentration  of  amino 
acids  and  choline  in  the  blood  and 
therefore  on  the  composition  of  the 
most  recent  meal  The  brain  is  unable 
to  make  sufficient  quantities  of  amino 
acids  and  choline  to  satisfy  its  needs 
for  neurotransmitter  synthesis,  and 
must  therefore  obtain  these  precur- 
sor molecules  from  the  peripheral  cir- 


culation Depending  on  its  composi- 
tion, each  meal  can  modify  plasma 
ammo  acid  and  choline  contents,  al- 
ter brain  tryptophan  and  choline  lev- 
els, and  thereby  affect  the  rate  at 
which  neurons  synthesize  serotonin 
and  acetylcholine  respectively;  it  may 
also  affect  neuronal  catecholamine 
synthesis  by  modifying  brain  tyrosine 
availability'  It  is  surprising  that  food 
choice  should  influence  such  an  im- 
portant process  as  neurotransmitter 
synthesis;  however,  thefull  biological 
significance  of  this  "open-loop"  con- 
trol system  remains  obscure  Never- 
theless. a number  of  laboratories 
have  begun  to  utilize  the  brain's  de- 
pendence on  dietary  precursors  to 
learn  more  about  normal  brain  func- 
tion as  well  as  to  treat  disease  states 
thought  to  result  from  inadequate  re- 
lease of  precursor-dependent  neuro- 
transmitters2. 

Neurotransmitters 

Neurotransmitters  are  low  molecu- 
lar-weight, water-soluble  com- 
pounds which  are  ionized  at  the  pH  of 
body  fluids.  They  are  synthesized  pri- 
marily in  nerve  terminals  and  stored, 
partly  within  vesicles,  in  the  presyn- 
aptic  terminus  When  the  presynaptic 
neuron  is  depolarized,  neurotrans- 
mitter molecules  are  released  into  the 
synaptic  cleft  and  come  into  contact 
with  specific  receptors  on  the  surface 
of  the  next  distal  postsynaptic  cell. 
Some  transmitters,  like  acetylcho- 
line, are  excitatory  and  produce 
changes  in  the  postsynaptic  cell  that 
cause  it  to  depolarize;  others,  like 
serotonin,  are  primarily  inhibitory 
and  decrease  the  likelihood  that  the 
postsynaptic  cell  will  fire  A given 
postsynaptic  neuron  may  receive  im- 
pulses from  many  thousands  of  pre- 
synaptic neurons;  its  cell  membranes 
summate  all  of  these  excitatory  and 
inhibitory  stimuli  that  happen  to  be 
impinging  on  it  and  somehow  deter- 
mine whether  or  not  to  depolarize. 
Thus,  neurotransmitters  are  the 
chemical  link  whereby  one  neuron,  or 
a group  of  neurons,  communicates 
with  another. 

Not  all  neurotransmitter  sub- 
stances are  susceptible  to  precursor 
control;  however,  those  that  are  sus- 
ceptible include  the  best-studied  and 
most  clinically  important  ones  (such 
as  serotonin  and  acetylcholine)  In 
order  to  demonstrate  that  a particular 
neurotransmitter  is  sub|ect  to  nutri- 


tional control,  five  types  of  evidence 
must  be  obtained:  (1)  brain  neurons 
must  be  unable  to  synthesize  ade- 
quate amounts  of  the  transmitter's 
precursor  from  glucose  or  any  other 
energy  source;  (2)  the  brain  must  be 
able  to  obtain  the  precursor  by  taking 
it  up  from  the  circulation  by  a low  af- 
finity uptake  system  that  allows  the 
rate  of  uptake  to  increase  or  decrease 
when  plasma  levels  of  the  precursor 
rise  or  fall.  (3)  piasma  levels  of  the 
precursor  must  normally  rise  and  fall 
(for  example,  in  response  to  eating  or 
secretion  of  hormones);  (4)  a low  af- 
finity enzyme  must  catalyze  the  key 
step  in  converting  the  precursor  to 
the  transmitter;  and  (5)  no  closed 
feedback  loops  should  operate  within 
the  neuron  to  keep  its  neurotrans- 
mitter levels  constant  The  relation- 
ship between  the  amino  acid  trypto- 
phan and  the  transmitter  serotonin, 
between  choline  and  acetylcholine, 
and  between  tyrosine  and  the  cate- 
cholamines fulfill  these  criteria 
Tryptophan  and  Serotonin 
T ryptophan  is  the  precursor  forthe 
neurotransmitter  serotonin;  trypto- 
phan is  converted  to  5-hydroxytryp- 
tophan  in  a process  catalyzed  by  the 
enzyme  tryptophan  hydroxylase,  a 
low  affinity  rate  limiting  enzyme.  The 
product  of  this  reaction,  5-hydroxy- 
tryptophan,  is  rapidly  decarboxy- 
lated  to  form  serotonin  in  the  pres- 
ence of  the  enzyme  aromatic  1 -amino 
acid  decarboxylase  T ryptophan  is  an 
essential  amino  acid  and  cannot  be 
synthesized  in  the  body;  hence,  tryp- 
tophan consumed  as  part  of  dietary 
protein  is  the  only  source  of  the  pre- 
cursor for  brain  serotonin  synthesis 
Tryptophan  is  transported  into  the 
brain  by  a low  affinity  uptake  system 
at  the  blood-brain  barrier  that  it 
shares  with  other  neutral  amino 
acids  Brain  tryptophan  levels,  as  well 
as  the  levels  of  most  other  amino 
acids,  fluctuate  characteristically 
during  each  24-hour  period  in  re- 
sponse to  meals  Initial  studies  were 
designed  to  determine  whether  the 
increase  in  brain  serotonin  levels 
previously  observed  among  rats 
given  a large  dose  of  tryptophan 
might  be  indicative  of  changes  that 
normally  occur  when  plasma  trypto- 
phan levels  rise,  such  as  after  eating 
This  led  to  a series  of  experiments 
which  demonstrated  that  serotonin 
synthesis  in  brain  neurons  normally 
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is  coupled  to  plasma  tryptophan  con- 
centrations which,  in  turn,  change 
following  ingestion  of  food  In  subse- 
quent studies,  it  was  observed  that 
insulin,  whether  injected  or  secreted 
in  response  to  a high  carbohydrate 
meal,  increases  plasma  tryptophan 
levels  in  the  rat  and  also  causes  in- 
creases in  brain  tryptophan  and  sero- 
tonin levels'  This  was  the  first  dem- 
onstration that  eating,  per  se.  could 
normally  affect  the  synthesis  of  a 
brain  neurotransmitter  Paradoxical- 
ly. eating  a meal  that  contained  a 
large  amount  of  protein  lowered 
brain  tryptophan  and  serotonin  lev- 
els This  is  probably  related  to  the 
competition  of  other  neutral  ammo 
acids  (tyrosine,  leucine,  isoleucine, 
phenylalanine  and  valine)  with  tryp- 
tophan for  the  same  low  affinity  up- 
take sites  into  the  brain  When  pro- 
tein is  consumed,  the  resulting  in- 
creases in  the  plasma  concentrations 
of  these  other  amino  acids  are  pro- 
portionately much  greater  than  that 
of  tryptophan  This  lowers  the  trypto- 
phan to  neutral  ammo  acid  ratio  and 
thereby  slows  tryptophan's  uptake 
into  the  brain 

Neurons  that  contain  serotonin  can 
apparently  monitor  plasma  ammo 
acid  composition  and  provide  infor- 
mation to  modify  the  production,  and 
probably  the  release,  of  their  neuro- 
transmitter as  an  inverse  function  of 
the  protein  content  of  each  meal 
These  neurons  probably  provide  the 
brain  with  information  about  the  peri- 
pheral metabolic  state  which  the 
brain  can  use  to  decide  what  and 
when  to  eatJ.  whether  to  sleep,  and 
which  hormones  to  secrete  Changes 
in  most  of  these  and  other  brain  func- 
tions have  now  been  observed  follow- 
ing the  administration  of  tryptophan 
or  the  consumption  of  meals  that 
modify  brain  serotonin.  Theeffects  of 
the  diet  on  plasma  ammo  acid  levels 
in  humans  and  thus,  in  all  likelihood 
brain  serotonin  synthesis, -appear  to 
be  virtually  identical  to  those  ob- 
served in  the  rat.  Thus,  clinical  inves- 
tigators have  employed  dietary  strate- 
gies to  increase  brain  serotonin  levels 
and  thereby  treat  patients  whose 
disease  results  from  presumed  defi- 
ciencies of  serotoninergic  transmis- 
sion. Tryptophan  administration  can 
reverse  insomnia  and  suppress  myo- 
clonus; it  has  also  been  used  to  treat 
depression  successfully  in  some,  but 
not  all.  patients  and  may  also  sup- 
press migraine  headaches  in  a few 
patients5. 

Choline  and  Acetylcholine 

While  it  was  somewhat  surprising  to 


discover  that  those  neurons  releasing 
serotonin  were  normally  susceptible 
to  the  vagaries  of  food  choice,  it  was 
astonishing  to  find  similar  vulnerabil- 
ity among  cholinergic  neurons  Ace- 
tylcholine is  synthesized  when  a 
molecule  of  choline  joins  a molecule 
of  acetylcoenzyme  A in  a reaction 
catalyzed  by  the  enzyme  choline  ace- 
tyltransferase  This  enzyme  also  has 
a low  affinity  for  its  substrate  and  is 
not  fully  saturated  under  normal  con- 
ditions Hence,  it  seemed  possible 
that  the  synthesis  of  acetylcholine, 
like  that  of  serotonin,  might  be  accel- 
erated by  treatments  that  increased 
the  levels  of  its  precursor  in  the  brain 
This  expectation  was  realized  when 
it  was  found  that  administration  of 
choline,  by  miection  or  as  a constitu- 
ent of  the  diet,  caused  major  sequen- 
tial elevations  in  serum  choline,  brain 
choline  and  brain  acetylcholine  lev- 
els67 Concentrations  of  the  neuro- 
transmitter rose  within  all  cholinergic 
neurons  inside  and  out  of  the  brain, 
and  in  the  portion  of  the  neuron  (the 
nerve  terminals)  from  which  it  is  re- 
leased m synapses 
Subsequent  studies  have  shown 
that  blood  choline  levels  in  humans 
normally  vary  as  a function  of  dietary 
choline  content;  that  the  effects  of 
dietary  choline  provided  as  lecithin, 
the  form  in  which  it  is  usually  ingest- 
ed. are  far  greater  than  those  ob- 
served when  choline  itself  is  admin- 
istered; that  the  acetylcholine-form- 
ing enzyme  is  not  subject  to  end- 
product  feedback  controls;  and  that 
increases  in  acetylcholine  levels  are. 
in  fact,  associated  with  parallel 
changes  in  the  amounts  of  the  trans- 
mitter that  are  released  into  synapses 
to  act  on  postsynaptic  receptors 
Within  four  months  of  the  publica- 
tion of  the  first  article  showing  that 
choline  administration  elevates  brain 
acetylcholine  levels  in  rats,  clinical 
investigators  began  to  study  poten- 
tial clinical  uses  for  this  observa- 
tion To  date,  choline  and  lecithin  ad- 
ministration have  been  used  success- 
fully to  suppress  involuntary  move- 
ments in  patients  with  tardive  dyskin- 
esia (a  choreiform  movement  dis- 
order caused  by  antipsychotic  medi- 
cation); choline  has  also  been  used 
with  variable  success  in  treating 
patients  with  Huntington's  disease8 
Additional  clinical  studies  are  under- 
way to  determine  the  possible  utility 
of  choline  or  lecithin  in  treating  other 
brain  diseases  thought  to  involve  in- 
adequate cholinergic  transmission, 
these  include,  mania,  memory  dis- 
orders such  as  Alzheimer’s  disease, 
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the  familial  ataxias  and  myasthenic 
syndromes8. 

Tyrosine  and  the  Catecholamines 

Very  recent  studies  now  show  that 
the  production  and  release  of  the 
catecholamine  neurotransmitters 
dopamine  and  norepinephrine  can 
also  be  influenced  by  physiologic 
variations  in  brain  levels  of  their  diet- 
ary precursor,  tyrosine  This  relation- 
ship could  have  an  even  greater  im- 
pact on  clinical  problems  than  the 
uses  described  above  for  tryptophan 
and  choline:  norepinephrine-con- 

taining neurons  are  involved  in  de- 
pression. in  blood  pressure  control; 
dopaminergic  neurons  have  been  im- 
plicated in  the  etiology  of  Parkinson's 
disease,  schizophrenia  and  eleva- 
tions of  plasma  prolactin  levels  It  is 
anticipated  that  the  use  of  dietary 
precursors  to  treat  brain  disease  re- 
lated to  particular  transmitters  will 
continue  to  expand,  and  that  this 
strategy  will  be  tested  in  additional 
diseases  in  which  specific  transmitter 
deficits  are  discovered 
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Letters  to  the  Editor 


Penile  carcinoma 

To  the  Editor:  In  their  article  “Penile  carcinoma  in  cir- 
cumcised males,”  (New  York  State  -J.  Med.  79: 1903  (Nov.) 
1979)  Stephen  Boczko  and  Selwyn  Freed  state  that  their 
case  was  the  first  reported  since  1968. 

Just  to  keep  the  record  straight,  my  former  partner  and 
I,  in  association  with  the  pathologist  of  Bronx-Lebanon 
Hospital  Center  and  Jewish  Memorial  Hospital  published 
two  such  cases  under  the  heading:  “Unusual  penile 

malignancies  in  circumcised  Jewish  men.”  * 

First  case:  Malignant  melanoma  of  the  distal  penis 

Rx — Limited  to  partial  penectomy,  page  51,  with  node 
dissection.  Subsequently,  complete  penectomy  allowed. 
Patient  received  chemotherapy  in  Germany.  He  died  two 
years  postoperatively  of  generalized  metastasis. 

Case  2:  page  72:  Large  tumor  arising  from  ventral 
surface  of  glans  penis.  Diagnosis:  Kaposi’s  sarcoma  of 
penis.  Patient  well  five  years  postoperatively.  Rx — 
Radical  local  excision. 

I trust  this  adds  to  our  knowledge  of  the  subject. 

HARRY  BERGMAN,  M.D.,  F.A.C.S. 

4200  Hillcrest  Drive,  Apt.  219 
Hollywood,  Florida  33021 

* Girgis,  A.  S.,  Bergman,  H.,  Rosenthal,  H.,  and  Solomon,  L.: 
Unusual  penile  malignancies  in  circumcised  Jewish  men,  J.  Urol. 
110:  696  (1973). 

Terminal  illness 

To  the  Editor:  The  question  Dr.  Herman  raises  in  the 
article  “Terminally  ill  patients”  * is  an  important  one. 
The  survey  of  attitudes  of  a house  staff  in  a teaching  hos- 
pital towards  the  dying  patient  is  useful.  The  conclusions 
that  are  drawn  from  the  survey  need  clarification.  We 
cannot  be  satisfied  with  less  than  the  standard  of  the  best 
possible  care  for  all  patients.  We  dare  not  discriminate 
among  patients  on  the  basis  of  their  diagnoses  or  their 
prognosis.  Who  can  predict  a prognosis  with  absolute 
certainty?  We  treat  such  patients  with  scientific  skill  and 
great  compassion  whatever  the  severity  of  the  illness  is  or 
whatever  the  prognosis. 

What  should  be  emphasized  is  that  this  survey  was 
performed  in  a teaching  hospital.  If  this  survey  is  accurate 
then  the  attitudes  of  our  junior  colleagues  need  changing. 
Our  job  is  to  teach  the  physicians  in  training  to  render  ex- 
cellent care  to  all  patients. 

MARTIN  FINKEL,  M.D.,  F.A.C.P. 

180  West  End  Avenue 
Lincoln  Towers 
New  York,  N.Y.  10023 

* Herman,  J'.  A.:  Terminally  ill  patients;  assessment  of  phy- 
sician attitudes  within  teaching  institution,  New  York  State  d. 
Med.  80:  200  (Feb.)  1980. 

To  the  Editor:  In  our  New  York  State  Journal  of  Medicine 
issue  of  February,  1980,  I read  the  very  interesting  “As- 
sessment of  physicians  attitude  within  a teaching  institu- 
tion towards  terminally  ill  patients,”  by  Terri  Anne  Her- 
man, a fourth  year  student  at  the  Mt.  Sinai  School  of 
Medicine  in  New  York  City. 


According  to  her  report  and  the  results  of  a questionnaire 
completed  by  50  members  of  the  house  staff  and  faculty  of 
the  teaching  hospital,  they  do  not  consider  patients  with 
a final  stage  of  cancer  to  be  “interesting”  and  they  do  not 
encourage  their  presence  at  the  services. 

Furthermore,  the  surveyed  physicians,  58  percent,  stated 
that  they  dealt  poorly  or  inadequately  with  patients  with 
terminal  illnesses.  And  even  more  significant,  all  the 
physicians,  100  percent,  felt  that  terminally  ill  patients 
interfered  with  their  learning  experience  within  the 
teaching  hospital.  This  observation  has  proved  that  there 
is  no  place  within  a teaching  institution  where  death  can 
be  accepted  as  a dignified  fact  of  life  rather  than  a tech- 
nological failure. 

To  be  frank,  I was  stunned  and  amazed  by  the  conclu- 
sions and  results  of  the  questionnaire  which  was  answered 
anonymously.  I do  not  speak  about  individual  exceptions 
of  particular  physicians  who,  maybe  emotionally  or  by 
personal  experience,  have  a different  attitude  than  the 
gross  majority  of  young  physicians. 

The  reason  for  my  letter  is  the  fact  that  in  my  article 
“Problem  of  dying  with  dignity,”  1 published  in  the  Jan- 
uary, 1979,  issue  of  the  same  journal,  I came  to  the  con- 
clusion that  we  have  in  the  U.S.A.  a “Gerontophobia,”  a 
distaste  for  everything  that  is  old,  old  age,  old  looks,  and 
old  people.  And  this  gerontophobia  extends  to  young 
physicians  who  consider  treatment  of  old  people  as  a waste 
of  energy  and  time,  because  “after  all,  how  long  will  they 
live  anyway?” 

This  attitude  applies  obviously  to  terminal  cancer  pa- 
tients, who  in  the  great  majority  are  old  people.  As  the 
physicians  in  the  questionnaire  confessed,  such  patients 
interfered  with  their  learning  experience!  And,  of  course, 
such  an  attitude  remains  a psychological  and  realistic 
factor  in  their  mind  also  after  graduation. 

In  short,  if  the  patient  falls  under  the  category  “termi- 
nal” that  is  the  end  of  “interest”  for  a physician.  The 
young  physician  forgets  that  the  definition  “terminal”  is 
very  flexible  and  inaccurate,  and  does  not  necessarily  mean 
the  end  within  a comparatively  short  period  of  time.  In 
the  majority  of  cases  it  might  be  the  case,  but  there  are 
plenty  of  exceptions.  May  I refer  to  my  article  in  the 
March-April  1978  issue  of  the  journal  Medical  Hypotheses 
titled  “Etiology  of  cancer”  2 in  which  there  is  a quotation 
from  Dr.  Haubrich’s  article  in  “Current  Concepts  in  Gas- 
troenterology,” 3 in  which  he  says  “What  is  terminal?,”  and 
gives  the  example  of  his  patient  who  was  declared  terminal 
after  a resection  in  1946  for  an  invasive  sigmoid  cancer,  and 
a metastatic  focus  was  removed  in  1953  from  the  right, 
lower  lung  lobe,  and  who  was  seen  by  Dr.  Haubrich  in  1977 
alive  and  free  from  any  trace  of  cancer. 

The  attitude  of  the  new  young  generation  of  physicians 
in  regard  to  death  and  dying  can  easily  lead  to  approval  of 
passive  and  active  euthanasia,  though  the  A.M.A.  in  De- 
cember, 1973,  adopted  as  policy  “That  intentional  termi- 
nation of  the  life  of  a human  being  by  another — that  is 
mercy  killing — is  contrary  to  that  for  which  the  medical 
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Everyone  Knows 
He’s  a Pillar 
of  Strength  in 
the  Community. 

You  Know  He’s 
an  Alcoholic. 


'rou  vc  seen  what  stress  can  do  to  people:  everything  from  ulcers  and  high 
Mood  pressure,  to  a sense  of  isolation  or  a broken  family. 

'i  ou’ve  also  witnessed  another  consequence  of  stress:  dependence  on  alcohol 
or  drugs. 

It  some  of  your  patients  have  drinking  or  drug  problems,  you  should  know 
about  Fenwick  Hall,  a unique  treatment  facility  near  Charleston,  S.C. 

Fenwick  Hall  was  established  by  Dr.  Morris  Chafetz,  founding 
director  of  the  National  Institute  on  Alcoholism  and  Alcohol 
Abuse  and  a leading  authority  on  alcohol  and  drug  dependence. 

Fenwick  1 fall’s  carefully  designed,  highly  individualized  treat- 
ment is  based  on  the  needs  Dr.  Chafetz  has  perceived  during 
. his  35  years  of  experience  with  both  patients  and  programs. 

Rather  than  treating  only  symptoms,  Fenwick  Hall’s  inno- 
vative approach  focuses  on  every  facet  of  the  individual.  In 
f addition  to  complete  detoxification  capabilities  and  highly  qual- 
ified professionals  delivering  a superior  program  of  therapy, 
counseling  and  education,  Fenwick  Hall  provides  rec- 
reational options  such  as  tennis  courts,  a sauna  and 
whirlpool  bath  and  an  indoor  swimming  pool. 

Occupying  a recently  restored  18th-century 
estate,  Fenwick  Hall  offers  unusually  elegant 
accommodations  and  a tranquility  conducive 
to  the  growth  of  self-awareness  and  the  res- 
toration of  well-being. 

When  individuals  leave  Fenwick  Hall,  they 
are  able  to  return  to  their  careers  and  homes, 
fortified  with  healthier  ways  of  coping  with 
the  stress  and  struggles  of  daily  life. 

For  further  information,  please  write  for  our 
color  brochure,  or  call  John  Magill,  Executive 
Director. 


Post  Office  Box  688 
Johns  Island,  Charleston 
South  Carolina  29455 

(803)  559-2461 
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profession  stands.”  Already  in  1949  Dr.  Alexander4 
questioned  whether  or  not  the  American  physicians  already 
have  been  infected  with  that  Hegelian,  cold-blooded  uti- 
lization philosophy  of  the  Germans,  and  he  believed  that 
there  were  traces  in  their  thinking,  once  prevalent  in  Ger- 
many. 

I,  as  a physician,  who  belongs  to  the  old  generation, 
strongly  protest  against  such  attitude  of  young  physicians 
towards  so-called  “terminal”  cases  and  old  patients.  I 
would  like  to  remind  them  that  they  too  will  one  day,  if  they 
are  lucky,  be  old,  and  probably  suffer  from  geriatric  dis- 
eases. And  that  by  paying  more  attention  to  these  “not 
interesting”  cases,  they  might  discover  a cure  for  cancer, 


or  osteoarthritis,  and  maybe  arteriosclerosis,  the  old  age 
diseases  which  shorten  the  life  expectancy  of  mankind. 

LEON  MERKIN,  M.D. 
160  West  77th  Street 
New  York,  N.Y.  10024 
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on  the  government  to  study  the  safety  and  efficacy  of  chi- 
ropractic. 

The  overall  Manpower  Bill  approved  by  the  Committee 
sharply  restricts  federal  capitation  aid  for  medical  schools. 
However,  it  is  less  sweeping  than  a three-year  phase-down 
adopted  by  the  House  Commerce  Committee. 

Complications  arising  out  of  budget  deadlines  may  result 
in  Congress  approving  a one  year  continuing  resolut  ion  of 
aid  for  medical  schools  at  their  current  level  for  the  fiscal 
year  starting  in  October,  with  other  provisions  of  the  con- 
gressional legislation  taking  effect  after  that  date. 

A House-Senate  Conference  may  be  required  to  settle 
the  differences  between  the  House  and  Senate  hills  on 
chiropractic,  capitation,  and  many  other  issues. 

* * * 

The  AMA  has  challenged  proposed  regulations  to  revise 
utilization  review  procedures  for  Medicare  and  Medi- 
caid. 

In  a statement  to  the  HCFA  (Health  Care  Financing 
Administration)  the  AMA  said  “the  overall  effect  of  the 
proposed  regulations  does  not  meet  the  basic  criteria  for 
an  appropriate  program  in  providing  necessary  flexibility 
and  fulfilling  the  intent  of  Congress.” 

HCFA  was  told  that  certain  provisions  lack  operational 
flexibility,  and  that  specific  standards  relating  to  pread- 
mission and  concurrent  review,  as  well  as  those  relating  to 
prior  approval  of  elective  surgery  and  other  procedures,” 
go  beyond  the  authority  established  in  the  Social  Security 
Act. 

The  definit  ion  of  “major  diagnostic  or  therapeutic  pro- 
cedure” is  “unacceptably  broad,”  according  to  the  AMA. 

The  sweeping  authority  to  allow  UR  committees  to 
disapprove  elective  surgery  of  other  major  elective  diag- 
nostic or  therapeutic  procedures  is  inconsistent  with  the 
Social  Security  Act  which  provides  that  the  government 
shall  not  interefere  with  the  practice  of  medicine,  said  the 
AMA. 

* * * 


President  Carter  has  signed  into  law  legislation  pro- 
viding higher  pay  for  military  physicians.  The  measure 
allows  bonuses  of  $9,000-$10,000  to  physicians  in  the 
military  as  well  as  variable  special  pay  depending  on  years 
of  service,  payment  for  board  certification,  and  incentive 
special  pay  for  critical  specialities.  The  extra  pay  could 
total  up  to  $33,000  on  top  of  regular  pay.  A discretionary 
special  pay  provision  for  Public  Health  Service  physicians 
was  included  in  the  measure.  President  Carter  had  vetoed 
an  earlier  military  pay  bill  because  of  provisions  for  non- 
military physicians  and  nonphysicians.  The  measure  was 
backed  by  the  American  Medical  Association. 

* * * 

The  active  ingredient  in  marijuana,  called  THC,  may  be 
okayed  by  the  Food  and  Drug  Administration  this  fall  for 
restricted  distribution  use  by  cancer  patients  in  order  to 


reduce  nausea  caused  by  chemotherapy. 

An  FDA  advisory  panel  voted  five  to  four  to  make  the 
synthetic  product  available  at  cancer  treatment  centers  and 
medical  school  hospitals. 

The  AMA  told  the  FDA  that  research  on  use  of  THC  as 
an  antiemetic  should  be  pursued  in  broader  clinical  trials. 
“It  appears  that  the  effectiveness  data  accumulated  to  date 
warrants  more  widespread  use  of  THC  for  this  single 
purpose  in  selected  patients,”  wrote  James  Sammons, 
M.D.,  AMA  Executive  Vice  President. 

The  AMA  commended  the  coordinated  efforts  at  the 
federal  level  “to  bring  to  practitioners  and  patients  some 
hope  of  relief  from  the  mentally  and  physically  debilitating 
side  effects  of  cancer  chemotherapy.” 

Although  the  advisory  committee  action  was  a boost  for 
patient  groups  seeking  marijuana,  some  argued  that  the 
synthetic  product  involved  is  much  less  efficacious  than 
the  natural  product. 

* * * 

The  Supreme  Court  decision  on  Medicaid  abortion 
funding  may  have  an  impact  on  federal  policies  toward  all 
beneficiaries. 

In  effect,  the  high  Court  said  Congress  has  the  right  to 
impose  restrictions  on  benefits  that  might  be  available  to 
the  general  public. 

By  a 5-4  vote,  the  Justices  upheld  Congress’  restrictions 
on  Medicaid  abortions,  limiting  federal  payment  to  abor- 
tions needed  to  save  the  lives  of  mothers  or  in  cases  of  rape 
or  incest. 

The  so-called  Hyde  Amendment,  after  Representative 
Henry  Hyde  (R.,  Ik),  has  plunged  Congress  into  annual 
debate  for  four  years,  with  the  Amendment  forces  winning 
out  each  time.  As  a result  of  the  Hyde  Amendment, 
Medicaid-funded  abortions  have  dropped  from  300,000 
before  1976  to  less  than  2,000  last  year. 

Pro-abortion  and  anti-abortion  forces  have  collided 
bitterly  on  the  issue  and  opportuned  Congress  unceasingly. 
More  congressional  mail  has  been  generated  on  abortion 
than  on  any  other  subject. 

The  Court’s  ruling  came  as  the  Health  and  Human 
Services  Department  was  studying  what  constitutes 
“reasonable  and  necessary”  medical  services  that  Medicare 
and  Medicaid  should  finance.  Another  federal  study  in- 
volves heart  transplantation  and  how  and  whether  Medi- 
care patients  should  be  reimbursed  for  the  procedure. 

Supreme  Court  Justice  Potter  Stewart,  writing  for  the 
majority  said  that  “although  Congress  has  opted  to  sub- 
sidize medically  necessary  abortions,  the  fact  remains  that 
Hyde  Amendment  leaves  an  indigent  woman  with  at  least 
the  same  range  of  choice  in  deciding  whether  to  obtain  a 
medically  necessary  abortion  as  she  would  have  had  if 
Congress  had  chosen  to  subsidize  no  health  care  costs  at 
all. 

“We  are  thus  not  persuaded  that  the  Hyde  Amendment 
impinges  on  the  constitutionally  protected  freedom  of 
choice  recognized  in  (a  prior  Court  ruling).” 

In  a second  5-4  vote,  the  Court  said  states  are  not  obli- 
gated to  pay  for  medically  necessary  abortions  for  which 
federal  reimbursement  is  not  available. 
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EIGHTH  SEMINAR  AND  WORKSHOP  IN  ACUPUNCTURE  AND  PAIN  CONTROL 

Sponsored  by: 

NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHYSICIANS  & DENTISTS,  INC. 
AMERICAN  COLLEGE  OF  ACUPUNCTURE,  INC. 

AMERICAN  ACADEMY  OF  ACUPUNCTURE,  INC. 

Co-Sponsored  by: 

NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 
NEW  YORK  UNIVERSITY  COLLEGE  OF  DENTISTRY 
October  31,  November  1,  and  2,  1980 
BARBIZON  PLAZA  HOTEL,  NEW  YORK  CITY 

Accreditation 

As  an  organization  accredited  for  continuing  medical  education,  the  New  York  University  Post-Graduate  Medical  School  certifies 
that  this  continuing  medical  education  offering  meets  the  criteria  for  30  credit  hours  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association. 

Course  Description 

Chronic  pain,  including  chronic  facial  pain,  is  among  the  most  difficult  of  challenges  to  confront  the  practicing  clinician.  In  the  management  of  chronic 
pam.  acupuncture  is  a most  valuable  fool  when  properly  applied  This  course,  presented  by  authorities  who  have  long  been  outstanding  in  the  field, 
is  designed  to  provide  an  update  on  the  role  of  acupuncture  in  pain  control,  as  well  as  in  the  clinical  applications.  Essential  information  and  techniques 
will  be  presented  for  advanced  as  well  as  beginner  students,  and  the  course  will  include  patient  presentations  and  clinical  instruction  in  the  use  of 
acupuncture  The  course  is  approved  by  the  New  York  State  Boards  for  Medicine  and  Dentistry  for  30  credit  hours  towards  the  State  Acupuncture 
certification  requirement.  For  further  information  and  application  write: 

S.  J.  Yue,  M.D.,  Secretary 

New  York  Society  of  Acupuncture  for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street,  New  York,  NY  10021 

or  call  Sandy  at  (212)  870-6153,  Mon.  to  Frt. , 1 1 AM  to  3 PM 
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Side  effects  found  during  clinical  trials  include  increased 
maternal  and  fetal  heart  rate,  palpitations,  tremor,  ner- 
vousness and  a mild  drop  in  blood  pressure. 

Clinical  trials  were  sponsored  by  the  drug’s  manufac- 
turer, Duphar  Laboratories,  Inc.,  Columbus,  Ohio,  and 
were  carried  out  in  several  large  universities  and  hospi- 
tals. 

Marketing  information  about  ritodrine,  which  will  be 
sold  under  the  trade  name  Yutopar,  is  available  from  the 
distributor,  Merrell-National  Laboratories,  Division  of 
Richardson-Merrell  Inc.,  Cincinnati,  Ohio. 


to  the  Searle  Science  Advisory  Board  . . . Philip  Felig,  M.D., 
has  been  appointed  Samuel  Bard  Professor  and  Chairman, 
Department  of  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons  . . . Paul  A.  Marks,  M.D.,  has  been 
named  president  and  chief  executive  officer  of  Memorial 
Sloan-Kettering  Cancer  Center;  Lewis  Thomas,  M.D.,  re- 
tiring president,  will  assume  the  position  of  Chancellor  . . . 
Thomas  H.  Meikle,  Jr.,  M.D.,  has  been  appointed  Provost 
for  Medical  Affairs  and  Dean  of  the  Cornell  University 
Medical  College  . . . James  F.  Mohn,  M.D.,  director,  State 
University  at  Buffalo’s  Ernest  Witebsky  Center  for  Im- 
munology, has  been  appointed  chairman  of  the  New  York 
State  Council  on  Human  Blood  and  Transfusion  Ser- 


Here and  there 

Jeremiah  Barondess,  M.D.,  clinical  professor  of  medicine, 
Cornell  University  Medical  College,  has  been  appointed 


vices. 

Gerald  E.  Thomson,  M.D.,  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons,  and  di- 
rector of  the  Medical  Service,  Harlem  Hospital  Center,  has 
been  designated  Samuel  W.  Lambert  Professor  of  Medi- 
cine. 
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Abstracts 


Bashey,  R.  I.,  and  Mori,  Y.:  Experimental  endocarditis; 
biochemical  studies  of  collagen,  New  York  State  J.  Med. 
80:  1537  (Sept.)  1980. 

In  an  effort  to  determine  if  a relationship  exists  between 
changes  in  valvular  collagen  and  endocarditis,  experiments 
were  designed  to  study  the  turnover  of  collagen  using  ra- 
dioactive proline.  Fifteen  chickens  were  inoculated  in- 
travenously with  Streptococcus  faecalis  and  sacrificed  at 
12  hours,  5 days,  and  10  days  thereafter.  In  addition  to 
this,  five  more  chickens  were  employed  as  controls.  All 
animals  received  3H(tritium)-proline,  0.5  microcuries  per 
Gram  of  body  weight,  four  hours  before  sacrifice.  The 
heart  valves,  myocardium,  aorta,  and  skin  were  dissected 
out  for  both  morphology  and  biochemical  studies.  Col- 
lagen was  isolated  from  these  tissues  by  gelatinization  and 
its  SA  (specific  radioactivity)  determined.  Collagen  from 
myocardium  had  the  highest  SA.  The  tricuspid  valve, 
muscular  in  hen,  and  aorta  had  comparable  SA;  both  have 
considerable  smooth  muscle.  In  all  the  tissues  except  the 
skin,  the  SA  of  collagen  increased  with  the  inflammation 
of  the  valves  and  reached  a maximum  at  5 days  and  defi- 
nitely declined  at  10  days.  In  the  case  of  skin,  there  seems 
to  be  no  change  in  the  SA  of  collagen  with  endocarditis. 

Aswapokee,  P.,  Aswapokee,  N.,  Neu,  C.  O.,  Ellner  P.  D., 
and  Neu,  H.  C.:  Drug-resistant  tuberculosis;  serious 

problem,  New  York  State  J.  Med.  80:  1541  (Sept.) 
1980. 

Although  there  has  been  a dramatic  decrease  in  the  in- 
cidence of  tuberculosis  in  the  United  States,  the  disease  is 
still  common  among  certain  immigrants  to  the  States. 
Primary  drug  resistance  of  Mycobacterium  tuberculosis 
in  the  United  States  has  been  low.  In  the  period  from  1970 
to  1977  we  found  that  14.4  percent  of  isolates  of  M.  tuber- 
culosis were  resistant  to  one  drug,  and  4 percent  were  re- 
sistant to  two  or  more  drugs.  Isoniazid  resistance  was  most 
common,  occurring  in  7.9  percent  of  cases;  55  percent  of 
patients  with  drug-resistant  tubercule  bacilli  had  no  pre- 
vious chemotherapy.  Forty  percent  of  patients  with  pri- 
mary resistant  organisms  came  from  the  Caribbean. 
Multi -resistant  tuberculosis  to  five  agents,  including  ri- 
fampin, was  encountered,  and  resulted  in  the  death  of  one 
patient  and  required  pulmonary  resection  in  another.  The 
study  demonstrated  that  susceptibility  testing  of  M.  tu- 
berculosis isolates  should  continue  in  large  urban  areas 
caring  for  migrants  to  the  United  States. 

Gould,  L.,  Reddy,  C.  V.  R„  Maeklin,  E.  J.,  Singh,  B.  K., 
and  Zen,  B.:  Hemodynamics  and  resting  pulmonary  gas 
exchange;  effects  of  nitroglycerin  ointment  in  patients  with 
cardiomyopathy,  New  York  State  J.  Med.  80:  1549  (Sept.) 
1980. 

A reduction  in  impedance  produces  beneficial  hemo- 
dynamic effects  in  patients  with  cardiomyopathy.  This 
has  been  studied  using  an  intravenous  infusion  of  nitro- 
prusside,  phentolamine,  and  hydralazine.  There  is  little 
information  on  the  effect  of  nitroglycerin  ointment  in  pa- 


tients with  cardiomyopathy.  Thus,  seven  patients  with 
a cardiomyopathy  underwent  catheterization  of  both  the 
right  and  left  sides  of  the  heart.  After  recording  the  con- 
trol hemodynamic  measurements,  a 2.5-inch  strip  of  2 
percent  nitroglycerin  ointment  was  applied  to  the  chest  for 
50  minutes.  Pressure  recordings  and  cardiac  output  were 
then  repeated.  The  right  atrial  mean  pressure  fell  from 
a control  value  of  6.9  mm.  Hg  to  a treatment  value  of  3.9 
mm.  Hg  (P  <0.02)  while  the  arteriovenous  oxygen  differ- 
ence decreased  from  6.0  to  5.5  vol.  per  100  ml.  (P  <0.02). 
No  other  significant  changes  were  observed.  Thus  nitro- 
glycerin ointment  produces  only  minimal  hemodynamic 
changes  in  patients  with  a cardiomyopathy. 

Halpern,  A.  L.,  and  Sussman,  R.  B.:  Psychotic  mother 
charged  with  infanticide;  new  dispositional  developments, 
New  York  State  J.  Med.  80: 1553  (Sept.)  1980. 

It  has  been  the  custom  in  past  years  to  terminate  the 
court’s  involvement  in  cases  of  mothers  charged  with  the 
murder  of  an  infant  by  a finding  of  NGRI  (not  guilty  by 
reason  of  insanity).  This  finding  was  usually  arrived  at  in 
a nonadversary  setting  with  the  blessings  of  the  prosecutor, 
the  relief  of  the  judge,  and  the  satisfaction  of  the  defense 
attorney.  It  is  questionable  whether  the  consequences  of 
such  a finding  were  conducive  to  the  treatment  and  re- 
covery of  the  defendants.  In  any  event,  the  upsurge  in 
popularity  of  the  insanity  defense  generally,  associated 
with  concern  over  the  misuse  of  this  defense,  has  led  to 
restrictive  measures  against  a person  acquitted  by  reason 
of  alleged  insanity,  including  mothers  who  have  killed  their 
children  and  are  hospitalized  after  adjudication.  The 
authors  contend  that  the  NGRI  route  has  rarely  been  in  the 
best  interests  of  society,  the  defendant,  or  the  adminis- 
tration of  criminal  justice.  More  appropriate  and  thera- 
peutically meaningful  alternatives  are  discussed. 

Nordlicht,  S.:  Psychiatric  support  during,  cancer  treat- 
ment, New  York  State  J.  Med.  80:  1557  (Sept.)  1980. 

Treating  the  afflicted  cancer  patient — his  psyche  as  well 
as  his  disease — requires  judicious  handling  and  a multi- 
disciplinary team  approach  by  those  involved  in  the  pa- 
tient’s care.  In  addition,  guidance  must  be  given  the 
family  to  enable  them  to  provide  the  patient  with  con- 
structive solace  and  emotional  strength.  The  physician, 
himself,  must  do  a role  reversal  to  identify  with  the  trauma 
through  which  the  patient  is  going. 

Riggio,  R.  R.,  Cheigh,  J.  S.,  Stenzel,  K.  H.,  Suthan- 
thiran,  M.,  Chami,  J.,  Saal,  S.  D.,  Sullivan,  J.  F.,  Has- 
chemeyer,  R.,  Tapia,  L.,  Stubenbord,  W.,  Fotino,  M., 
DeBoccardo,  G.,  and  Rubin,  A.  L.:  Kidney  transplan- 
tation; use  of  gamma  globulin  as  immunosuppressive  agent, 
New  York  State  J.  Med.  80:  1561  (Sept.)  1980. 

A human  gamma  globulin  concentrate,  prepared  from 
pooled  retroplacental  blood,  RPGG,  is  under  clinical  in- 
vestigation as  an  immunosuppressant  for  use  in  kidney 
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transplantation.  Two  clinical  trials,  one  completed  and 
the  second  in  progress,  suggest  that  RPGG  can  enhance  the 
survival  rate  of  cadaver  kidney  allografts  provided  the  re- 
cipient has  received  one  or  more  hlood  transfusions  prior 
to  transplantation.  The  enhancing  effect  of  blood  alone, 
an  observation  reported  by  several  centers  throughout  the 
United  States  and  Europe,  has  not  been  observed  in  our 
transplant  population.  A mechanism  of  action  of  RPGG 
in  transplantation  is  not  apparent  at  this  time,  nor  are  we 
able  to  explain  the  negative  correlation  between  hlood 
transfusions  alone  and  enhanced  cadaver  graft  survival 
rates. 


Many  chest  x-rays 
of  children  not  needed 

Routine  chest  x-rays  are  not  needed  in  children  hospi- 
talized for  nonemergency  surgery,  says  a report  in  the 
August  8 Journal  of  the  American  Medical  Association. 

It  has  been  common  practice  in  hospitals  throughout  the 
United  States  to  take  routine  preoperative  chest  x-rays  in 
all  cases  of  elective  surgery  in  children,  Peter  B.  Farn- 
sworth, M.D.,  Westchester  County  Medical  Center,  Val- 
halla, N.Y.,  reports. 

The  rising  costs  of  hospital  care  and  an  increased 
awareness  of  the  dangers  of  radiation  have  caused  much 
concern  in  the  medical  community,  Dr.  Farnsworth  says. 
Radiation  injuries  are  more  notable  in  growing  tissues  and 
may  have  more  hazardous  effects  on  infants  than  adults, 
he  declares. 

Dr.  Farnsworth  reviewed  350  cases  of  elective  surgery 
in  children  at  the  medical  center.  Medical  charts  and  x-ray 
records  were  studied.  Surgery  was  never  cancelled  and  the 
preoperative  diagnosis  was  never  changed  because  of 
findings  on  the  routine  x-ray,  he  says. 

“Our  study  emphasizes  that  chest  roentgenograms 
should  be  obtained  only  when  clinically  indicated  (in  cases 
of  chest  health  problems),”  he  concludes. 

“We  strongly  believe  that  elective  surgery  in  the  pedi- 
atric age  group  does  not  constitute  an  indication  for  routine 
preoperative  chest  roentgenograms.” 


Continuing 
Education  Program 
for 

Health  Professionals 
Only 

(Physicians,  Dentists,  etc.) 

STUDY  PLAY  HOLIDAY 

ACUPULCO 

November  2-9, 1980 

Investment  Strategy  for  the  1980’s — What 
the  Busy  Doctor  Should  Know  About  Money 
Management. 

Dr.  S.  Randy  Sarnatos 

V.P.  Investment  Services  for  Professionals 

Bache  Halsey  Stuart  Shields  Inc. 

CARIBBEAN  CRUISE 

February  1-8,  1981 

S.S.  NORWAY 

Course  Faculty: 

Dr.  R.  Harwick  (Temple  University  Hospital) 
Dr.  A.  S.  Miller  (Temple  University  Dental 
School) 

Dr.  Sylvan  Shane  (Johns  Hopkins  School  of 
Medicine) 

For  information  call: 

McGettigans  Travel  - (215)  241-7878 
Temple  University  Cont.  Ed.  - (215)  221-2955 
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Medical  Meetings 


Progress  in  cancer  control 

Progress  in  Cancer  Control  will  be  presented  September 
29  and  30  at  Roswell  Park  Memorial  Institute,  666  Elm 
Street,  Buffalo,  New  York  14263. 

For  further  information  contact:  Dr.  Curtis  Mettlin, 
Program  Coordinator,  Cancer  Control  and  Epidemiology, 
Roswell  Park  Memorial  Institute,  telephone  (716)  845- 
4406. 

Consensus  Development  conference 
on  CEA 

The  1980  Consensus  Development  Conference  on  CEA 
(Carcino-Embryonic  Antigen):  Its  Role  as  a Marker  in  the 
Management  of  Cancer,  sponsored  by  the  National  Cancer 
Institute  of  the  National  Institutes  of  Health,  will  be  held 
September  29,  30,  and  October  1 at  Bethesda,  Mary- 
land. 

For  further  information:  Yvonne  Lewis,  Prospect  As- 
sociates, 11325  Seven  Locks  Road,  Suite  220,  Potomac, 
Maryland  20854;  telephone  (301)  983-0535. 

Seminars  & Symposia,  Inc. 

Seminars  and  workshops  in  a variety  of  specialties  are 
being  offered  in  a series  of  unique  cruises  to  the  islands  of 
the  South  China  Sea  this  Fall  by  SEMINARS  & SYM- 
POSIA, INC. 

Our  distinguished  faculty  will  conduct  seminars  and 
workshops  on  coronary  heart  disease,  October  27  to  No- 
vember 14.  Sexual  problems  and  emergency  medicine  will 
be  on  the  agenda  November  10  to  28  and  November  24  to 
December  12  respectively.  In  December,  radiology  will  be 
the  subject  from  the  8th  to  26th;  gastroenterology  and  in- 
fectious diseases  will  be  combined  December  22  to  January 
9. 

This  is  an  opportunity  to  enhance  your  medical  educa- 
tion while  exploring  areas  of  the  world  unfamiliar  to  the 
majority  of  travelers. 

Indonesian  culture  is  displayed  in  its  music,  its  puppet 
performances,  its  dances,  crafts,  and  in  the  variety  of  its 
cuisine.  Sarawak,  in  East  Malaysia,  is  part  of  the  former 
British  North  Borneo  and  is  one  of  the  world’s  least  de- 
veloped areas  as  far  as  the  tourist  is  concerned.  An  un- 
common island  of  the  Philippines,  Romblon,  as  well  as 
Manila  will  he  visited.  And  there  is  time  for  a good  taste 
of  Hong  Kong — the  Chinese  culture,  antiques,  jewelry, 
flora  and  fauna,  health  and  medicine,  as  well  as  food  to 
satisfy  the  most  discriminating  palate. 

The  spaciousness  and  ample  facilities  of  the  Regina 
Maris  contribute  to  the  comfort  of  this  home  away  from 
home.  The  cruise  begins  at  Manila  and  terminates  in 
Singapore  except  for  the  November  10  and  December  8 
departures,  when  the  cruise  begins  in  Singapore  and  ter- 
minates in  Manila. 

Such  an  extraordinary  voyage  will  attract  travelers  from 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


all  over  the  world.  You  will  be  part  of  an  international 
group. 

This  will  be  an  unforgettable  trip.  Only  a limited 
number  of  registrants  can  be  accepted.  We  strongly  urge 
you  to  make  an  early  reservation. 

Our  programs  qualify  under  the  1976  tax  reform  act  as 
tax  deductible  for  professionals  that  attend  our  semi- 
nars. 

Attendance  at  our  seminar  will  afford  the  maximum 
deduction  under  the  present  law  which  is  as  follows: 

A.  Full  economy  air  fare  from  home  city  to  desti- 
nation. 

B.  U.S.  government  per  diem  rate  for  the  country 
visited.  A three  hour  seminar  will  be  limited  to  50%  of 
this  per  diem. 

C.  Seminar  registration  fee. 

D.  Other  miscellaneous  expenses  in  connection 
with  the  trip. 

Contrary  to  the  previous  law,  the  1976  law  states  that 
the  deduction  is  definitely  allowed  if  attendance  is  at  a 
qualified  seminar.  This  deduction  is  permitted  for  two 
foreign  seminars  annually. 

For  further  information:  Write  or  call  Seminars  & 

Symposia,  Inc.,  1290  Avenue  of  the  Americas,  New  York, 
N.Y.  10019  (212)  489-7790 

Seminar  on  pulmonary  diagnosis 

A seminar  on  “Pulmonary  Diagnosis”  with  emphasis  on 
pathologic,  radiologic,  and  clinical  correlation,  will  be  held 
October  8 to  10  at  the  Armed  Forces  Institute  of  Pathology. 
This  course  in  continuing  education  for  pathologists,  ra- 
diologist, pulmonologists,  and  chest  surgeons  has  been 
approved  for  20  hours  in  Category  1 for  the  A.M.A.  Phy- 
sicians Recognition  Award  and  in  Category  2-d  for  the 
American  Osteopathic  Association. 

Medical  determinations  in  Workers’ 
Compensation 

The  role  of  medical  determinations  in  workers’  com- 
pensation proceedings  will  be  discussed  at  a national 
conference  in  Washington,  D.C.,  on  October  9, 10,  and  11th, 
1980. 

The  conference  is  concerned  primarily  with  three  areas 
of  workers’  compensation: 

1.  the  application  of  current  medical  knowledge  to 
causality  assessment  and  disability  evaluation  in  heart 
disease,  cancer  traumatic  neurosis,  and  lung  disease; 

2.  the  usefulness  of  medically  developed  standards 
in  workers’  compensation  rulings;  and 

3.  the  presentation  of  medical  evidence  in  workers’ 
compensation  cases. 

The  conference  is  intended  for  attorney’s  engaged  in 
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workers’  compensation  litigation,  physicians  who  examine, 
evaluate,  and  treat  patients  seeking  compensation,  insurers 
who  evaluate  such  claims,  and  administrative  agency 
personnel  who  adjudicate  compensation  proceedings. 

For  further  information:  American  Society  of  Law  & 
Medicine,  520  Commonwealth  Avenue,  Suite  2111,  Boston, 
Massachusetts  02215;  telephone  (617)  262-4990. 

Seminar 

"Perspectives  in  Health  Care  Management:  issues  of 
the  new  decade”  will  be  presented  on  October  24  at  the 
Warwick  Hotel,  New  York  City,  8:30  a.m.  to  3:30  p.m. 
This  seminar  is  sponsored  by  the  Long  Island  Jewish- 
Hillside  Medical  Center,  New  Hyde  Park,  New  York. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hvde  Park,  New  York  11042;  telephone  (212)  470- 
2114. 

Conference 

“The  Identification  and  Treatment  of  Spouse  Abuse: 
the  role  of  community  health  and  mental  health  agencies” 
will  be  presented  on  November  21,  8:30  a.m.  to  4:00  p.m. 
at  Loews  Warwick  Hotel,  New  York  City. 

The  conference  is  sponsored  by  the  Department  of  Social 
Work  of  the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hvde  Park,  New  York,  and  supported  by  a grant  from 
the  Office  on  Domestic  Violence,  Department  of  Health, 
Education,  and  Welfare. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  New  York  11042;  telephone  (212)  470- 
2114. 

Two  seminars 

The  Department  of  Radiology,  Mount  Sinai  Medical 
Center  of  Greater  Miami,  is  sponsoring  two  seminars 

1.  Nineteenth  annual  seminar  “Imageology 

1981,”  January  25-30,  1981,  Sheraton  Bal  Harbour, 
Miami  Beach,  Florida.  Sponsored  by  the  Department 
of  Radiology,  Mount  Sinai  Medical  Center,  Miami 
Beach,  Florida.  Program  Director:  Manuel  Via- 

monte,  Jr.,  M.D.  Approved  in  Category  I for  30  Credit 
hours. 

For  further  information  contact:  Lucy  R.  Kelley, 
c/o  Miami  Seminars,  P.O.  Box  343762,  Coral  Gables, 
Florida  33134. 

2.  Second  annual  seminar  “Practical  Approaches 

to  Diagnostic  Problems  in  Radiology,”  January  30- 
February  2,  1981,  Dutch  Inn,  Lake  Buena  Vista,  Flori- 
da (Walt  Disney  World).  Sponsored  by  the  Depart- 
ment of  Radiology,  Mount  Sinai  Medical  Center, 
Miami  Beach,  Florida.  Program  Director:  Manuel 

Viamonte,  Jr.,  M.D.  Approved  in  Category  I for  15 
Credit  hours.  For  further  information  contact:  Lucy 
R.  Kelley,  c/o  Miami  Seminars,  P.O.  Box  343762,  Coral 
Gables,  Florida  33134. 

Institute  of  Continuing 
Biomedical  Education 

“Frontiers  of  Geriatrics”  is  the  title  of  a series  of  lectures 
on  recent  advances  in  geriatrics  and  gerontology  extending 

continued  on  page  1649 
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. Montour  Falls 

Marjorie  S.  Norton 

. Montour  Falls 

Seneca 

Paul  C Jenks  

Timothy  J.  Ryan  

Waterloo 

Timothy  J.  Ryan  

....  Waterloo 

Steuben 

Alexander  F.  Wahlig,  Jr. 

Corning 

Jack  D.  O'Neil  

Corning 

John  K.  Coyle  

Hornell 

Suffolk 

Stanley  M.  Vickers  .... 

. . Huntington 

Robert  E.  Fear  

. Southampton 

Herman  P.  Saltz 

....  Northport 

Sullivan 

Seymour  Cohen  

...  Monticello 

Bernard  F.  Kalina 

Liberty 

Bernard  F.  Kalina 

Liberty 

Tioga 

John  R.  Scott,  D O.  . . . 

...  Apalachin 

Polachirakal  V.  Abraham 

Waverly 

Polachirakal  V.  Abraham 

Waverly 

Tompkins 

Philip  M lorio  

Ithaca 

John  G.  Maines  

Ithaca 

Leroy  K.  Young 

Ithaca 

Ulster 

William  M.  Pugliese  . . . 

. . . New  Platz 

Stephen  M.  Adalman  . . . 

Kingston 

Mark  R.  Feldman 

Kingston 

Warren 

Franklin  A.  DePeters  . . . 

. . Glens  Falls 

Douglas  E.  Provost  . . . . 

. . Glens  Falls 

David  W.  Schwenker  . . . 

. . Glens  Falls 

Washington 

Aaron  B.  Stevens  .... 

. Cambridge 

David  A Wasser  

. . .Cambridge 

David  A Wasser  

. . Cambridge 

Wayne 

William  J Welch 

Dong-Gi  Hong  

Lyons 

Dong-Gi  Hong  

Lyons 

Westchester 

Michael  Sierp  

Yonkers 

Stanley  M.  Mendelowitz 

. . . Tarrytown 

Richard  L.  Fenton  

. . . Tarrytown 

Wyoming 

Ting  F.  Chen  

Warsaw 

Thomas  C.  Rosenthal  . . . 

Perry 

Thomas  C.  Rosenthal  . . . 

Perry 

Yates 

John  F.  Flynn 

Penn  Yan 

Helmut  A.  Mikk  . . 

....  Penn  Yan 

Helmut  A.  Mikk  

. . . Penn  Yan 
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continued  from  page  1530 

FAMILY 


Families,  Social  Services  and  Social  Policy:  The  Issue 
of  Shared  Responsibility.  By  Robert  M.  Moroney,  Ph.D. 
Rockville,  Md.,  National  Institutes  of  Mental  Health,  1980. 
Paperback,  214  pages.  (Available  from  the  Supt.  of  Doc- 
uments, Washington,  D.C.  20402) 

Family  and  state  share  responsibility  for  the  care  of 
dependent  family  members:  children,  infirm,  and  the 
aged. 

SCHOOLS,  MEDICAL 

How  to  Enter  Medical  School.  By  Shailer  Peterson, 
Ph.D.  Englewood-Cliffs,  N.J.  Prentice-Hall,  Inc.,  1980. 
Paperback,  173  pages.  Price,  $6.95. 

How  to  improve  the  chances  of  gaining  admission  to 
medical  school. 

PODIATRY 

Podiatric  Medicine.  Second  edition.  By  Irving  Yale, 
D.P.M.  Baltimore,  Md.,  W’illiams  & Wilkins,  1980.  Il- 
lustrated, 353  pages.  Hardcover. 

A sourcebook,  useful,  among  others,  to  the  general 
physician  practicing  in  areas  with  no  podiatrists. 

TOXICOLOGY 

Casarett  and  Doull’s  Toxicology.  The  Basic  Science 
of  Poisons.  Second  edition.  Edited  by  John  Doull,  M.D., 
Ph.D.,  Curtis  D.  Klassen,  Ph.D.  and  Mary  O.  Amdur,  Ph.D. 
New  York,  Macmillan  Publishing  Co.,  Inc.,  1980.  Illus- 
trated, 778  pages.  Cloth,  $29.95. 

A textbook  that  deals  with  the  total  aspects  of  modern 
toxicology — updated. 

CHILD  DEVELOPMENT 


Pediatrician’s  Psychological  Handbook.  A Guideline 
for  Pediatric  Health  Care.  By  Charles  Toback,  Ph.D. 
New  York,  Medical  Examination  Publishing  Co.,  Inc., 
1980.  Illustrated,  128  pages.  Paperback,  $10.50. 

Insights  and  methodologies  in  the  assessment  and 
management  of  children  with  developmental  and  emo- 
tional difficulties — for  the  pediatrician. 


continued  from  page  1647 

from  September  10, 1980  to  March  11, 1981,  sponsored  by 
the  Institute  of  Continuing  Biomedical  Education  at  Ca- 
brini  Medical  Center,  New  York  City. 

For  further  information,  write  to:  Dr.  Natale  Colosi, 
Dean,  Institute  of  Continuing  Biomedical  Education,  222 
East  19th  Street,  New  York,  N.Y.  10003. 


NOW  AVAILABLE! 


The  most  useful  and 
definitive  book  on 
drug  therapy! 


Completely  reorganized,  updated,  and  expanded,  AMA 
DE/4  is  the  most  inclusive,  comprehensive,  and  objective 
drug  compendium  ever  assembled,  covering  virtually 
every  significant  drug  prescribed  in  the  U.S.  today.  Over 
1,300  drugs  are  evaluated,  including  57  new  drug  listings. 


An  indispensable,  clinically-oriented  guide 
for  prescribing,  dispensing,  or  administering  drugs 

Organized  by  therapeutic  category,  each  chapter  begins 
with  an  introductory  overview,  followed  by  detailed 
evaluations  for  individual  drugs.  AMA  DE/4  gives 
information  on  dosage,  actions  and  uses,  and  contraindi- 
cations-plus  a listing  for  hundreds  of  additional  mixtures 
and  proprietary  preparations. 

THE  authoritative  guide 

You  can  be  confident  the  information  is  accurate  and 
clinically  pertinent  because  it  was  compiled  by  the  AMA 
Drug  Department  working  with  the  American  Society  for 
Pharmacology  and  Therapeutics  and  a consulting  panel 
of  more  than  300  distinguished  physicians  and  other 
health  care  professionals. 

Order  AMA  DE/4  today! 


Order  Dept.,  OP-075,  AMA  50%  discount 

P.O.  Box  821,  Monroe,  WI  53566  for  Residents! 

Only  $24! 

Please  send  me copy(ies)  of  AMA  Drug  Evaluations, 

4th  Edition,  OP-075.  $48  per  copy.  (Residents,  $24]. 

Enclosed  is  my  check,  payable  to  AMA,  for  $ . 

Payment  must  accompany  order.  If  Resident,  indicate 
hospital  below. 

Please  print  SJ 

Name 

Hospital 

Address 

City 

State/Zip  


September  1980/New  York  State  Journal  of  Medicine  1649 


Classified  Advertising  Rates 

New  York  State  Journal  of  Medicine 

issue  Date:  1 5th  of  each  month. 

Closing  Date:  30  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $17. 00 per  insertion;  additional  words 
are  25$  each.  Dept,  numbers,  50$  extra,  per  insertion. 

(On  request,  Dept,  numbers  will  be  assigned  by  the 
Journal  for  replies  to  be  forwarded  to  the  advertiser.) 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 
sisting of  5 numerals  or  less  are  counted  as  separate 
words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11042  Date 

Name  

Please  Print 


Address 


I enclose  $ to  include  $1 7.00  for  the  first  50  words  or  less,  plus  25$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 


IACTICES  AVAILABLE 


MILV  PRACTICE  FOR  SALE  IN  NORTHERN  N.Y.  STATE:  No  other 
octor  in  town.  Excellent  schools  and  colleges;  1 V2  hrs.  from  Ottawa  and  Mon 
real;  2'/a  hrs.  from  Syracuse.  Above  average  income.  Sale  includes  office 
abiding  and  furnishings.  Very  reasonable  price.  Obstetrics  an  asset.  Owner 
leaving,  will  introduce.  Dept.  132,  c/o  NYSJM. 

VVER  WESTCHESTER.  LONG  ESTABLISHED  medical  practice.  Ideal 
ior  Board  Internist  or  F.P.  Reasonable.  Will  introduce.  Dept.  #140,  c/o 
sYS.IM 

OFITABLE  FAMILY  PRACTICE,  well  established  for  45  years,  in  Riverside 
ection,  Buffalo,  New  York.  Fully  equipped  up  todate  office,  new  E.K.G.  Bur- 
lick  machine  and  table  1 V2  yrs.  old,  Ritter  examining  table,  2 complete  examining 
i treatments  rooms,  X-ray  equipment  M.A.  up  to  200,  Developing  lab.  and  many 
ither  features.  Also  available  if  you  wish  2 Itedroom  living  apt.  upstairs,  finished 
ecreation  room  in  basement.  Two  well  trained  personnel,  one  girl  there  23  years, 
he  other  5V2  years,  available  if  you  wish.  Call  for  further  details  (716)  875- 
>995. 

M1LY  PRACTICE  OFFICE  IS  AVAILABLE  complete  with  records  and 
quipment  for  the  rent  only.  Am  taking  a full  time  position  but  will  be  able  to 
ntroduce.  An  exceptional  opportunity  requiring  no  capital  outlay.  Call  (516) 
i7 1-1492. 

HTHALMOLOGY  PRACTICE.  ESTABLISHED  31  YEARS.  Closing  due 
o ill  health.  Available  for  cost  of  equipment,  furniture,  office  equipment,  and 
o assume  lease  at  $760/mo  ( 1000  sq.  ft.,  5 rooms,  lavatory  rent  includes  jani- 
orial,  heat,  light,  a/c)  in  beautiful  professional  bldg,  in  Endicott  or  can  buy 
ny  equity.  12,000  active/current  records.  Local  hospitals  (4)  equipped  for  all 
.ophisticated  eye  procedures.  One  other  ophth.  in  town.  Call  G.  C.  Norton, 
Vl.D.,  Professional  Bldg.,  Endicott,  N.Y.  13760,  (607)  785-5271. 


DSITIONS  WANTED 


YCHIATRIST,  BOARD  ELIGIBLE,  is  ltmking  for  a New  York  opportunity  in 
1 solo,  group,  partnership  or  clinic  situation.  Please  respond  to  Dept.  134,  c/o 
nIYSJM. 


IYSICIAN,  RECENTLY  RETIRED.  DESIRES  ASSOCIATION,  position  or 
ocation.  Non-urban  preferred  but  not  exclusively.  Extensive  background  of 
vorker’s  compensation  from  all  angles;  D-OL;  early  general  practice.  Remun- 
■ration  secondary.  Dept.  135,  c/o  NYSJM. 


'OLARYNGOLOGIST,  early  sixties,  experienced  in  all  phases  of  otolaryngology, 
urgical.  medical  and  teaching,  desires  part  time  salaried  position  or  association 
n N.Y.  Metropolitan  area.  Dept.  136,  c/o  NYSJM. 


ESTHESIOLOGIST — BOARD  ELIGIBLE  w/17  years  experience  and  recent 
'GY  4 seeks  lucrative,  fee  for  service  situation  w/minimal  or  no  night  work, 
’ongenial,  excellent  references.  New  York  license.  For  C.V.  write  Dept.  142 
lo  NYSJM. 

YSICIAN  ASSISTANT:  seeking  employment  in  upstate  NY.  B.S.  Duke 
Jniversity,  m.c.l.  1980,  B.A.  Hamilton  College  1974.  M.D.  references  available 
rom  Vt,  NH,  Ct,  and  NC,  as  well  as  resume  on  request.  Contact:  James  B. 
Jollinshead,  P.O.  Box  172,  Hartland,  Vt.  05048,  (802)  436-2492. 


HOUSE  PHYSICIAN 

We  are  seeking  a few  qualified  candidafes  for  consideration 
as  House  Officers.  Excellent  salary  and  benefit  package. 

ABOUT  US 

Park  Ridge  is  a modern,  190  bed  community  hospital  located 
in  the  suburbs  of  Rochester,  New  York.  Rochester  is  in  the 
heart  of  the  Finger  Lakes  Region  of  upstate  New  York,  and 
offers  many  cultural,  educational  and  sports  activities  to  its 
residents.  A nursing  home,  chemical  dependency  center 
and  mental  health  center  are  affiliated  with  Park  Ridge 
Hospital.  In  addition,  Park  Ridge  is  a member  of  a multi- 
hospital system,  providing  quality  health  care  to  the  Roch- 
ester region  for  many  years. 

OUR  HOUSE  STAFF 

Our  house  staff  provides  care  for  patients  in  a program  of 
primary  care  which  centers  on  a team  approach. 

THE  QUALIFICATIONS 

We  are  seeking  candidates  who  have  completed  two  years 
training  in  an  American  hospital,  intern  and/or  residency 
program,  preferably  in  internal  medicine.  Applicants  who 
have  studied  abroad  must  have  licensure  or  E.C.F.M.G. 
certification  in  addition  to  two  years'  American  training.  If 
not  a citizen  of  the  United  States,  candidates  must  possess 
an  immigration  visa. 

If  interested,  for  additional  information  and  consideration, 
please  send  your  resume  and  salary  requirements  in  confi- 
dence to: 

Ellen  Pape,  Park  Ridge  Hospital 
1555  Long  Pond  Road,  Rochester,  New  York  14626 
(716)  225-7150,  extension  2124 


PHYSICIANS  WANTED— CONT'D 


GENERAL  SURGEON:  Surgical  oncologist,  head  and  neck  surgeon:  38  yr.  old. 
Harvard,  Hopkins,  Einstein,  and  Memorial-Sloan  Kettering  trained,  board- 
certified  American  with  extensive  teaching  and  private  practice  experience  wishes 
to  relocate.  Dept.  131,  c/o  NYSJM. 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE  in  the  Northeast: 
Situations  range  from  low  volume,  rural  communities  to  the  bustling  atmosphere 
of  the  modern  trauma  center  in  metropolitan  settings.  Physicians  will  be  chosen 
for  clinical  and  directorship  positions.  Excellent  minimum  guarantee  with 
production  bonus  available.  Professional  liability  insurance  provided.  For 
details,  send  credentials  in  confidence  to  Mr.  James  Thomas,  230  Park  Ave.,  Suite 
303,  New  York,  N.Y.  10169,  or  call  collect  (212)  599-0060. 


)CUM  TENENS  WORK  WANTED— Family  and  General  practice,  open 
availability— T.  C.  Kolff,  M.D.  801-566-1666. 


HYSICIANS  WANTED 


vlERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26.000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
■James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10169,  or  call  collect 
(212)  599-0060. 

X UMS.  EMERGENCY  MEDICINE:  Physicians  needed  to  help  staff  busy  ER's 
during  summer  months.  Must  be  N.Y.  State  licensed  and  have  D.E.A.  regis- 
tration. Send  c.v.  to:  James  F.  Stehli,  Executive  Secretary,  Physician  Service 
Associates.  33  Mitchell  Ave.,  Binghamton,  N.Y.  13903. 


PHYSICIANS — Need  a change  of  life  style?  Or  a new  practice  situation??  One 
of  our  hundreds  of  openings  nationally  is  probably  the  one  you  are  looking  for! 
We  confidentially  match  your  geographical,  financial,  and  practice  requirements 
to  our  many  openings  and  give  you  detailed  information  on  the  practice  situations 
that  meet  your  requirements.  There  is  no  charge  or  obligation  to  you.  Call 
Durham  Medical  Search  505-N  Statler  Office  Building.  Buffalo,  NY  14202.  (716) 
852-5911. 


EMERGENCY  PHYSICIAN — To  practice  in  modern  department  in  216  bed  fa- 
cility. Requires  current  medical  knowledge,  good  communication  skills,  will- 
ingness to  work  12-8  a.m.  or  rotate.  Excellent  salary  and  benefit  program.  Write 
Robert  A.  Anderson,  Administrator,  Faxton  Hospital,  Utica,  N.Y.  13502. 

FULL-TIME  PHYSICIAN  TO  FILL  VACANCY  in  the  University  Health  Service 
at  the  State  University  of  New  York  at  Buffalo — an  Affirmative  Action-Equal 
Opportunity  employer.  The  hours  are  9:00-5:00  pm,  some  evenings  and  week- 
ends on  call,  New  York  State  license  required.  Board  certified  or  eligible  pre- 
ferred (IM,  Ped.  or  FP)  to  deliver  primary  care  to  a University  population.  Salary 
excellent  with  many  New  York  State  benefits.  Contact  ML.  Musselman,  M.D., 
Director,  University  Health  Service,  State  University  of  New  York  at  Buffalo, 
Buffalo,  N.  Y.  14214  (716)  831-3316. 
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3HYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH. 

DAVIS-OMEGA  KfiS&r  10036  1 2 


MISCELLANEOUS— CONT’D 


THE  ACUPUNCTURE  EDUCATION  CENTER,  DR.  RALPH  ALAN  D/ 
Ed.D.,  Ph.D.,  Director.  100-hour  certification  programs  of  7 weekend  semii 
Meetings  in  New  York,  Massachusetts,  Florida,  and  other  states.  Also  2- 
certification  program.  Write  or  call:  The  Acupuncture  Education  Center  1 
N.E.  Third  Court  #210A,  North  Miami,  Florida  33161.  Telephone:  ( 
891-7333/0062. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIANS  WANTED— CONT’D 


OCCUPATIONAL  HEALTH  PHYSICIAN  for  NYS  Employee  Health  Service. 
Competitive  salary  plus  30%  fringe  benefits.  Located  at  State  Office  Building 
Campus.  New  York  State  License.  Send  resume  to  V.  L.  Smith,  M.D.,  Director, 
Employee  Health  Service,  NYS  Civil  Service  Dept.,  Bldg.  # 1,  State  Office 
Building  Campus,  Albany,  NY  12239.  An  equal  opportunity  employer.  Tele- 
phone Number  (518)  457-6142/6145. 

CATSKILL,  N.Y.,  GREENE  COUNTY  NEEDS  AN  OB/GYN.  Physician  and 
a Family  Practitioner.  Contact  John  A.  Vosburgh,  M.D.,  19  So.  Jefferson  Ave., 
Catskill,  N.  Y.  12414.  Tel.  (518)  943-4211. 


PRACTICES  WANTED 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERV 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sc 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibl 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  N Y C LEX1.NG 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psych 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptic 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  1 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

WE  ARE  BUYING  MEDICAL  BLJLDINGS  for  conversion  to  co-operativ 
condominium  ownership.  We  will  either  purchase  out  right,  or  joint  ven 
sponsorship.  If  you  are  interested  in  the  potential  of  this  exciting,  new  real  ei 
concept  contact  Gelco  Realty  Corp.,  595  Fifth  Ave.,  N.Y.,  N.Y.  10017  ( 

223-1130. 


OPHTHALMOLOGIST,  BOARD-CERTIFIED,  with  sub-specialty,  wishes  to 
purchase  General  Ophthalmology  practice  in  the  New  York  City  or  suburban 
area.  Please  contact  Dept.  143,  NYSJM. 

INTERNIST/CARDIOLOGIST  ABIM  certified.  Desires  practice  opportunity. 
Has  N.Y.  license.  Can  supervise  CCLh  develop  noninvasive  lab.,  organize  cardiac 
rehabilitation  program.  Willing  to  do  some  Internal  Medicine.  Available  im- 
mediately. Dept.  # 144,  c/o  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mail  billhead  for 
details.  Crane  Discount  Corp  . 130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  - 


PSORIASIS  SUFFERERS:  New  dermatological  light  boxes  can  be  helpful  aid 
in  treating  certain  skin  disorders.  Ask  your  dermatologist  about  it.  (Caution: 
Do  not  use  with  a photosensitizing  agent  such  as  the  Psoralens).  For  more  in- 
formation call  Don  McNerney  (914)  693-4439,  or  write  to  Ultra  Violet  Light  Box 
Corp.,  50  Wood  Ave.,  Ardsley,  New  York  10502. 


NANTUCKET  ISLAND,  MASS.:  FOR  SALE.  Magnificent  restored  can 
barn  in  town,  close  to  water  on  spacious  grounds  of  private  preserve.  3 bedro 
3 baths,  workshop,  sun  deck,  completely  furnished  with  outstanding  antiq 
Designed  and  decorated  with  discriminating  taste  by  world  renowned  artist, 
sale  at  a fraction  of  replacement  cost,  terms  include  10%  mortgage.  Ar 
traordinary  investment  value,  which  you  and  your  family  can  enjoy.  Easil; 
cessible  with  direct  flights,  close  to  superb  boat  basin.  Owner  (212)  663-7 
(617)  228-9866. 

PHYSICIAN’S  HOME/OFFICE,  ORANGE  COUNTY,  N.Y.  Near  Middiet  I 
and  Newburgh.  Over  one  acre  with  large  parking  lot.  Modern  office,  (8  roo  I 
attached  home  (18  rooms)  3 floors  and  basement.  Oversized  two-car  gai 
Brick  exterior,  oil  fired  hot  water  cast-iron  baseboard,  4-zone  heating  sys 
All  copper  plumbing  and  wiring  (400  amp.  service).  Quarter  grain  oak  and  m; 
floors.  Other  lavish  accoutrements.  For  sale  or  rent  with  buy  option;  negot 
terms.  Dept.  139,  c/o  NYSJM. 

21.5  HILLSIDE  ACRES:  92  miles  from  Manhattan;  13  miles  from  Amtrr 
Rhinecliff;  2.5  miles  from  Taconic  Parkway.  Lovely  house  site  with  vie 
Catskills.  Dug  pond  site.  Isolated  yet  2 towns  within  15  minute  drive.  Cal 
Curran  (914)  758-6135. 

OFFICE  SPACE  AVAILABLE  in  large  office  in  Dover,  New  Jersey  (M> 
County),  near  hospital.  Tuesday,  Wednesday,  and  Friday.  Suitable  specia 
Dermatology,  allergy,  neurology,  neurosurgery,  plastic  surgery,  ophthalmo 
otolaryngology.  Call  (201)  366-0043. 


SKI  AND  STUDY  WEEKS.  NATIONAL  authorities  and  outstanding  educational 
programs  at  New  England’s  finest  ski  resorts.  Waterville  Valley  Primary  Care 
Conference  (January  25-30)  and  Sugarbush  Psychiatry  Conference  (February 
8-13).  22  CME  credits.  Medical  Education  Conferences,  Dept.  N,  Box  2334, 
Providence,  R.I.  02906;  (401)  751-0001. 


NASSAU  COUNTY,  CENTRALLY  LOCATED,  HOME-OFFICE.  Psychi 
practice.  Custom  built  brick  Ranch  on  one  landscaped  acre,  five  bedrooms 
baths,  three  fireplaces,  large  kitchen,  living  & dining  room,  2V2  car  hrick  gai 
breezeway,  blue-stone  patio.  Wheatley  schools.  Dept.  141. 


ST  IJ  KE’S  -ROOSEVELT  HOSPITAL  CENTER  CONTINUING  EDUCA- 
TION Institute  Series  of  weekly  seminars  in  general  medicine  for  the  general 
medical  prac  t it  inner  Approved  for  Category  I credit  and  submitted  for  AAFP 
approval.  Total  hours  approximately  48-50.  Beginning  Thursday,  September 
18,  1980  Complimentary  parking  available.  For  information  contact:  Dr. 
Kenneth  Weinstein,  262  Central  Park  West,  New  York,  N.  Y.  10024  (212) 
799-2627. 


A I I ENTION  M.D.’S,  D.D.S  ’,  ADMINISTRATORS — Your  signature  is  worth 
up  to  $35,000  CASH  for  any  purpose — establish  new  practice,  working  capital, 
debt  consolidation,  investment.  Up  to  five  years  to  repay.  Fast  decisions, 
professional  service.  Call  now-  Drummer’s  Realty  and  Mgt.  Corp.  49  Brewster 
Ave.,  Carmel  N.Y.  10512.  “The  Financial  Center”  (914)  225-8415. 


NEEMA  EMERGENCY  MEDICAL  ^ 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa.,  N.Y.,  N.J  , Mich,  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification.  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila  , PA 
1 9 106  or  in  PA  call  (215)  925-35 1 1 ; Outside  PA  call  (800)  523-0776.  J 


EAST  ISLIP,  SUFFOLK  COUNTY,  N.  Y.  OFFICE  for  rent  in  one  storj' 
conditioned  professional  building  which  is  very  active  and  fully  occupied.  1 
location  on  Montauk  Highway,  near  hospitals.  Excellent  opportunity  for 
profession.  One  office  will  be  available  Nov  1.  Call  (516)  666  6375. 

BRIGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacri 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  tc 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  ii 
merable  refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  pri 
and  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516) 
0027. 

ISRAEL — LUXURIOUS  HOUSE  FOR  RENT  IN  EXCLUSIVE  Ramat  Hash; 
Duplex,  four  bedrooms,  spacious  living  and  dining  rooms,  modern  kitchi 
baths,  huge  walk  in  closets,  terrace  and  garden,  parking,  includes  teleph 
Available  furnished  or  unfurnished  for  one  or  two  years  with  option  to  re 
Please  call  evenings  (212)  686-0981. 

SACRIFICE  SALE  BY  OWNER,  Bedford,  Westchester  County,  New  York, 
of  America’s  great  houses.  Classic  brick  Georgian,  Built  in  1968  at  a cost  c 
million  dollars.  Gracious  rooms.  Six  bedrooms  each  with  complete  1 
Marble  fireplaces.  Excellent  staff  facilities.  Full  indoor  heated  swimming  ] 
Charming  five-bedroom  second  residence.  14  acres.  Main  House  wit’ 
acres — $575,000,  ‘Five  bedroom  residence  on  2 acres — $175,000,  Total  | 
$750,000  (some  financing  available).  * Presently  rented  at  $12,000  a year, 
tential  for  conversion  to  a surgical,  plastic  or  physiotherapy  clinic.  Call 
241-0611. 
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Symposium 

MEDICINE  AND  RELIGION 

at  Caspary  Auditorium 
Rockefeller  University 
1230  York  Avenue  at  66th  Street 
New  York,  New  York 

October  19,  1980 

9:00  a . m . - 4:30  p.m. 

Stephen  Nordlicht,  M.D.,  presiding 
Chairman,  Scientific  Program  Committee,  MSSNY 

9:00  Greetings: 

Ralph  M.  Schwartz,  M.D. 

President,  MSSNY 

Morning  Session 

Moderator:  James  Finn,  Editor,  WORLDVIEW 

9:15  The  Clergy:*  A Partner  in  the  Healing  Process 
Reverend  Carl  E.  Flemister 

Executive  Minister,  American  Baptist  Churches 
of  Metropolitan  New  York 

9:35  Religion  and  the  Sources  of  Medical  Morality 
Edmund  D.  Pellegrino,  M.D. 

President,  The  Catholic  University  of  America 

9:55  The  Sacredness  of  Life:  An  Ultimate  Affirmation 

Ronald  B.  Sobel , Ph.D. 

Chief  Rabbi,  Temple  Emanu-El  of  New  York  City 

10:15  Questions  and  Discussions 

10:30  Special  Ministry  in  a Health  Care  Facility 
Mother  M.  Robert  Romano,  0‘Carm 

Executive  Vice-President,  Mary  Manning  Walsh  Home 

10:50  Response  of  Surgical  Patients  to  Impending  Death 
Frank  Glenn,  M.D. 

Emeritus  Professor  of  Surgery 
Cornell  University  Medical  College 

11:10  Human  Being  vs.  Homo  Sapiens 
Rene  J.  Dubos , Ph.D. 

Emeritus  Professor  of  Environmental  Biomedicine 
Rockefeller  University 

11:30  Questions  and  Discussions 

12:00  Luncheon 

A vlo  luncheon  i: ' l / he  available  at  Rockefeller  University  with  the 
Program  Guest  Spe  d caw  See  following  page  for  luncheon  reservation  form. 
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Aftermoon  Session 


Moderator:  Harry  Schwartz,  Ph.D.,  Editorial  Board 

The  New  York  Times  (Ret.)»  Department  of  Surgery 
Columbia  University,  College  of  Physicians  and  Surgeons 

1:30  The  Doctor  and  the  Pastor:  The  Need  for  Mutual  Respect 

Rt.  Reverend  Paul  Moore,  Jr. 

Episcopal  Bishop  of  New  York 

1:30  Psychiatry  and  Religion:  The  LONG  ROAD  in  our  TECHNOLOGICAL  AGE 

Stephen  Nordlicht,  M.D. 

Consulting  Psychiatrist 

Memorial  Sloan-Ketter ing  Cancer  Center 

2:10  Medical  Education  and  Religion 
Theodore  Cooper,  M.D. 

Executive  Vice-President,  The  Upjohn  Company 

2:30  Questions  and  Discussions 

2:45  Sick  People  in  a Troubled  World 
Howard  A.  Rusk,  M.D. 

Professor  and  Chairman,  Department  of  Rehabilitation 
Medicine,  Institute  of  Rehabilitation;  New  York 
University  School  of  Medicine 

3:05  On  Death  and  the  Dying 

Monsignor  James  G.  Wilders 
Pastor,  Church  of  St.  Thomas  Moore 

3:25  Medical  Ethics:  The  Less-than-Eterna 1 Verities 

Robert  H.  Moser,  M.D. 

Executive  Vice-President 

The  American  College  of  Physicians 

3:45  Questions  and  Discussions 


For  further  information  contact  the  MSSNY,  Division  of  Scientific  Activities,  420 
Lakeville  Road,  Lake  Success,  New  York  11042.  Telephone  516-488-6100,  Ext.  241. 

CME  CREDIT:  As  an  institution  accredited  for  CME,  the  Scientific  Program  Committee 

of  the  Medical  Society  of  the  State  of  New  York  (MSSNY)  designates  this  continuing 
medical  education  activity  as  meeting  the  criteria  for  6 hrs./Cat.l  of  the  AMA/PRA 
and  MSSNY  CME  Method  #6. 


NO  FEE 


Scientific  Program  Committee: 
Stephen  Nordlicht,  M.D.,  Chairman 
Associate  Chairmen: 

Thomas  S.  Bumbalo,  M.D. 

Joseph  J.  Kaufman,  M.D. 


A.  W.  Martin  Marino,  M.D. 


Martin  Lipkin,  M.D. 


John  F.  Spring,  M.D. 
Maxwe 11  Spring,  M.D. 
John  S.  Davis,  M.D. 


Division  of  Scientific  Activities 
George  J.  Lawrence,  Jr.,  M.D.,  Director 
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LUNCHEON 
October  19,  1980  at  12  Noon 


We  are  Having  a hot  catered  luncheon  at 
Rockefeller  University  with  the  Program  Guest  Speakers 


LUNCHEON  FEE:  $15  “ Please  make  checks  payable  to  the  Medical 

Society  of  the  State  of  New  York 

If  you  would  like  to  attend  the  luncheon,  please  fill  out  this  form 
and  mail  it  with  your  check  to:  Division  of  Scientific  Activities, 

Medical  Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake 
Success,  New  York  11042. 

Name : 

Address:  


If  you  have  any  questions  about  the  program  or  luncheon,  please 
contact  us  at  the  above  address  or  call:  51 6-488-61 00 , Ext.  241. 


The  Medical  Society  of  the  State  of  New  York  will  hold  its  next 
CME  Assembly  at  the  Niagara  Convention  Center  in  Niagara  Falls, 

New  York  June  26-28,  1981. 

All  progr  ms  will  carry  Category  1 credits  and  there  will  be  no 

REGISTRATION  CEE . 

Please  contact  tul  Niagara  Hilton,  Niagara  Falls,  New  York  1A303 
Tel:  716-285-3361.  for  room  reservations. 
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■“ “ — — — ^— — 1 i— — — — Mauricio  J.  Dulfano,  M.D. 

NEW  YORK  CITY  CREDIT:  ama  cat.  i <2  hrs.) 


Institute  of  Continuing  Biomedical  Education 

222  East  19th  Street 
September  10,  1980  to  March  11,  1981 
FRONTIERS  OF  GERIATRICS 
CREDIT:  Cat.  1 AAFP 

For  further  information  contact  Natale  Colosi,  Ph  D..  Dean, 
222  East  19th  Street.  New  York  10003.  Tel:  212/677/ 

4728. 


The  New  York  Hospital-Cornell  University 
Medical  University  Medical  College 

525  East  68th  Street 
October  1-20 

A STUDY  TOUR  IN  THE  PEOPLE'S  REPUBLIC  OF 
CHINA  AND  JAPAN 

Fifteen  days  in  China,  5 days  in  Japan  and  Hong  Kong 
John  A.  Talbott,  M.D. 

Registration  limited  to  50  participants. 

* North  Shore  University  Hospital 
300  Community  Drive 
Manhasset 

October  1,  8,  15,  22,  29.  8:15-9:45  p.m.,  Wednesdays 
PSYCHOANALYSIS  AND  LITERATURE 
Simon  A.  Grolnick,  M.D. 

* The  New  York  Hospital-Cornell  University 
Medical  College 

* Payne  Whitney  Clinic 
October  6-20,  Mondays 

DANCE/MOVEMENT  THERAPY 
Virginia  Klein  Weisman,  D.T.R. 

* Payne  Whitney  Clinic 

October  10,  9:00  a. m. -5:00  p.m.,  Friday 

THE  EPIDEMIOLOGY  OF  SUICIDE  AND  DEPRESSION: 
INTERVENTION  AND  TREATMENT 
Ari  Kiev,  M.D. 

* Payne  Whitney  Clinic 

October  18,  9:00  a. m. -5:00  p.m.,  Saturday 

INTRODUCTION  TO  DANCE/MOVEMENT  THERAPY 
Virginia  Klein  Weisman,  D.T.R. 

* Uris  Auditorium 

October  24,  9:00  a. m. -5:00  p.m.,  Friday 

THIRD  ANNUAL  PSYCHOLOGY  OF  RUNNING  SEMINAR 
Michael  H.  Sacks,  M.D. 

’ Payne  Whitney  Clinic 
October  26,  9:00  a. m. -5:30  p.m. 

ADVANCED  WORKSHOP  IN  PSYCHOSEXUAL  THERAPY: 
DIFFICULT  TREATMENT  CASES 
Helen  Singer  Kaplan,  M.D. 

For  further  information  contact  Ruth  Pollack,  CME  Office, 
PWC  111,  Department  of  Psychiatry,  The  New  York  Hospital- 
Cornell  Medical  Center,  525  East  68th  Street,  New  York 
10021.  Tel:  212/472-4344. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
October  1 

PARATHYROID  DISEASE 
Uriel  Barzel,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

October  15 

NEUROPATHY  IN  GENERAL  MEDICINE 
David  Kaufman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

October  29 

ASTHMA  & COPD 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

4:00-5:30  p.m.,  Fridays 
October  3 

CELL  KINETICS  AND  ITS  RELATION  TO 

CHEMOTHERAPY 

R.  E.  Bases,  M.D. 

October  17 

PITFALLS  IN  THE  DIAGNOSIS  OF  CANCER 
H.  Volk,  M.D. 

CREDIT:  AMA  & AFP  Cat.  1 

For  further  information  contact  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University,  1300  Morris  Park  Avenue, 
Bronx  10461.  Tel:  212/430-2000. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University  sponsored  by  Sleep-Wake  Disorders 
Center,  Department  of  Neurology,  Montefiore 
Hospital  and  Medical  Center 

1300  Morris  Park  Avenue 
Bronx 

* Barbizon  Plaza  Hotel 
New  York 
October  17-18 

ADVANCES  IN  SLEEP-WAKE  DISORDERS 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue.  Bronx  10461.  Tel:  212/430-2822. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

October  4-5 

CLINICAL  NEUROLOGY  FOR  PSYCHIATRISTS  PART  II 

* New  York  Academy  of  Medicine 
2 East  103rd  St.  New  York 
October  5-6 

THE  DIAGNOSIS  OF  LIVER  DISEASE  IN  INFANTS  AND 
CHILDREN 

* Rye  Town  Hilton  Inn 
Port  Chester,  New  York 
October  5-9 

RECONSTRUCTIVE  MICROSURGERY:  AN  IN-DEPTH 
COURSE  IN  MICROVASCULAR  AND  PERIPHERAL 
MICRONEUROSURGERY 

* Vista  International,  New  York 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
* Grand  Hyatt  New  York  Hotel 
42nd  Street  and  Park  Avenue 
New  York 
October  6- 10 

RADIOLOGY  OF  THE  ABDOMEN  AND  THORAX 
FEE:  $360.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


September  1980/New  York  State  Journal  of  Medicine  1657 

WGO-5 


Saint  Mary’s  Hospital  of  Brooklyn 

170  Buffalo  Avenue 
Brooklyn 

October  8,  8:00-9:00  a m. 

COMA  IN  DIABETES 
Surendrakumar  D.  Mahadevia,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

October  23,  12  noon- 1:00  p.m. 

EARLY  DIAGNOSIS  OF  AIRWAY  OBSTRUCTION-SMALL 
AIRWAYS  DISEASE 
Anthony  Mastellone,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Saint  Mary's  Flospital, 
Division  of  the  Catholic  Medical  Center,  Department 
of  Medicine,  170  Buffalo  Avenue,  Brooklyn  11213. 

Tel:  212/774-3600.  Ext.  2044 


Semmelweis  Scientific  Society 

New  York  Academy  of  Medicine 
103  Street  and  Fifth  Avenue 
October  10,  8:30  p.m. 

THE  27TH  IGNAZ  SEMMELWEIS  LECTURE 
THE  CONCEPT  OF  VARIANT  ANGINA: 

FIXED  CORONARY  OBSTRUCTION  VERSUS  CORONARY 
SPASM 

Richard  Gorlin,  M.D. 

Subscription  Dinner:  6:45  p.m. 

For  further  information  contact  Otto  Kestler,  M.D.,  or  Richard 
Merkler,  M.D.  Tel:  212/758-2590. 


New  York  University-Post  Graduate  Medical 
School 

550  First  Avenue 

* Schwartz  Lecture  Hall,  Classroom  F 
401  East  30th  Street 
October  11 

AN  APPROACH  TO  SPORTS  MEDICINE  IN  OFFICE 
PRACTICE 

John  J.  Bonamo,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

* Classroom  to  be  announced  with  confirmation  of 
registration 
October  24-26 

OFFICE  MANAGEMENT  OF  COMMON  ORTHOPEDIC 
PROBLEMS 

FEE:  $255.  CREDIT:  AMA  Cat.  1 (17  hrs.) 

AAFP  1 5 V2  hrs. 

For  further  information  contact  Registration  Office.  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine 

260  East  188  Street 
Bronx 

October  14,  8:00-10:00  p.m.,  Tuesday 

APPROACH  TO  THE  PATIENT  WITH  RENAL  FAILURE 
Robert  Longnecker,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  please  write  or  phone:  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx 
10458.  Tel:  212/295-1100. 

The  New  York  Academy  of  Medicine 

2 East  103  Street 
October  29,  2:00-5:00  p m 
SYMPOSIUM  ON  AMEBIASIS 
A NEW  LOOK  AT  AN  OLD  DISEASE 
HISTORICAL  OVERVIEW  OF  AMEBIASIS 
Pascal  James  Imperato,  M.D. 

AMEBIASIS  IN  NEW  YORK  CITY — A CHANGING 


PATTERN  OF  TRANSMISSION 
John  S.  Marr,  M.D. 

SEXUALLY  TRANSMITTED  AMEBIASIS 
Yehudi  Felman,  M.D. 

CLINICAL  AMEBIASIS  IN  NEW  YORK  CITY 
SYMPTOMS,  SIGNS  AND  TREATMENT 
B.  H.  Kean,  M.D. 

LABORATORY  DIAGNOSIS  OF  AMEBIASIS 
Dickson  Despommier,  Ph  D. 

THE  PATHOLOGY  OF  AMEBIASIS 
Fidelio  A.  Jimenez,  M.D. 

UNANSWERED  QUESTIONS  ABOUT  THE  TRANSMISSION 
OF  AMEBIASIS 
Tibor  Fodor,  M.D. 

CURRENT  RESEARCH  IN  AMEBIASIS 
Thomas  C.  Jones,  M.D. 

MODIFICATION  OF  THE  PATHOGENICITY  OF 
ENDAMOEBA  HISTOLYTICA  IN  VIVO 
Michael  Kenney,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Maurice  E.  Shils,  M.D.,  Sc.D., 
Executive  Secretary,  Committee  on  Public  Health,  New  York 
Academy  of  Medicine.  Tel:  212/876-8200. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

October  1,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 

Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

PERSPECTIVES  IN  SPORTS  MEDICINE 
Robert  J.  Schultz,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m.,  Subscription  Dinner  7:00  p.m. 

October  7,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

CLINICAL  CASE  PRESENTATIONS 

FROM  THE  DEPARTMENTS  OF  DERMATOLOGY 

Bronx  Municipal  Hospital 

Montefiore  Hospital  and  Medical  Center 

Bronx  Veterans  Administration  Hospital 

The  Mount  Sinai  Hospital 

CREDIT:  American  Academy  of  Dermatology  Cat.  1 (2  hrs.) 
October  8,  8:00p.m.,  Wednesday 

Section  on  Geriatric  Medicine  with  the  New 
York  City  Chapter/ American  Institute  of 
Architects 

IMPROVING  THE  QUALITY  OF  LIFE  OF  THE  ELDERLY 
THROUGH  ENVIRONMENTAL  DESIGN 
Richard  Rosenthal 

ARCHITECTURAL  USES  OF  SPACE  AND  TEXTURE  TO 
PREVENT  DISORIENTATION  IN  THE  ELDERLY 
James  C.  Folsom 

ARCHITECTURAL  MEANING  AND  ARCHITECTURAL 
FUNCTION  IN  HOUSING  FOR  THE  ELDERLY 
William  J.  Conklin,  F.A.I.A. 

REHABILITATION  BY  DESIGN 
Lorraine  G.  Hiatt 

Reception  6:15  p.m.,  Subscription  Dinner  6:45  p.m. 

October  10,  10:00  a.m.,  Friday 

Committee  on  Medical  Education 

THE  ACADEMIC  PHYSICIAN:  AN  ENDANGERED  SPECIES 
INTRODUCTORY  REMARKS 
Marianne  J.  Legato,  M.D. 

ACADEMIC  MEDICINE:  PAST  AND  POSSIBLE 

CONTRIBUTIONS 

Brian  F.  Hoffman,  M.D. 

THE  CLINICAL  INVESTIGATOR 
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James  B.  Wyngaarden,  M.D. 

THOUGHTS  OF  THE  ACADEMIC  MEDICAL  CENTER  IN 
THE  1980’s 
David  E.  Rogers 

THREADBARE  GENTILITY:  IS  IT  WORTH  IT? 

Robert  G.  Petersdorf,  M.D. 

PATIENT  CARE  IN  ACADEMIA:  THE  IMAGE  AND  THE 
REALITY 

Francis  D.  Moore,  M.D. 

IS  THERE  A FEDERAL  PHILOSOPHY  ABOUT  ACADEMIC 
MEDICINE? 

Donald  S.  Fredrickson 

ACADEMIC  HEALTH  CENTER  AND  FEDERAL 
GOVERNMENT— PARTNERSHIP  IN  TRAINING  AND 
RESEARCH 
Paul  A.  Marks 

THE  PUBLIC’S  PERSPECTIVE  ON  ACADEMIC  MEDICINE 
AND  CLINICAL  RESEARCH 
Alfred  R.  Stern 

RECOMMENDATIONS  FOR  REMEDIES 
Samuel  O.  Thier 

SUMMARY  AND  CONCLUDING  REMARKS 
Theodore  Cooper 

For  further  information  and  registration,  please  call  the  Office 
of  Medical  Education  212/876-8200,  Extension  207. 


October  13.  7:30  p.m..  Monday 

Section  on  Orthopedic  Surgery 

OPERATIVE  TREATMENT  IN  SUBTROCHANTERIC 
FRACTURES 

A Comparison  of  Methods,  Indications  and  Complications 

ENDERS  NAILS 

Arsen  M.  Pankovich,  M.D. 

COMPRESSION  SCREW  FIXATION 
Michael  W.  Chapman,  M.D. 

ZICKEL  NAIL  FIXATION 
Robert  E.  Zickel,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 

October  20.  4:30  p.m..  Monday 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

CURRENT  ASPECTS  OF  URORADIOLOGY 
Morton  A.  Bosniak,  M.D. 

THE  SPECTRUM  OF  RENAL  INFLAMMATORY  DISEASE 
Majorie  A.  Ambos,  M.D. 

UROLOGISTS  AND  RADIOLOGISTS  AND  THE  NEW 
IMAGING  AND  THERAPEUTIC  TECHNIQUES 
David  Habif,  M.D. 

RADIOLOGIC  EVALUATION  OF  THE  PATIENT  WITH 

HEMATURIA 

Harold  Mitty,  M.D. 

NEW  FINDINGS  IN  C.T.  OF  THE  RENAL  MASS 
Bruce  McClennan,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

5:00-6:00  p.m.,  Section  on  Radiotherapy  (Room  441)  TO  BE 
ANNOUNCED 

6:00-7:00  p.m.  Cocktails  and  Dinner  (Presidents ' Gallery) 
8:00  p.m.  Evening  Diagnostic  Session  (Hosack  Half) 
INTERVENTIONAL  URORADIOLOGY 
Bruce  McClennan,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

8:00-9:00  p.m.,  Section  on  Radiotherapy  (Room  44 1) 

TO  BE  ANNOUNCED 


October  20,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

CYSTOID  MACULAR  EDEMA 
CYSTOID  MACULAR  EDEMA  IN  DIABETES  AND 
VENOUS  IMPEDANCE 
Joseph  B.  Walsh,  M.D. 

APHAKIC  CYSTOID  MACULAR  EDEMA 


Thomas  O.  Muldoon,  M.D. 

CYSTOID  MACULAR  EDEMA  IN  RETINAL  DETACHMENT 
Albert  L.  Ackerman,  M.D. 

NON-RETINAL  VASCULAR  CYSTOID  MACULAR  EDEMA 
Barry  E.  Wright,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:45  p.m. 

October  22,  8:00  p.m.,  Wednesday 

Section  on  Historical  Medicine 

INFECTION:  HISTORY  OF  A CONCEPT 
Guido  Majno,  M.D. 

Reception  6:15  p.m. — Subscription  Dinner  7:00  p.m. 
October  22,  5:00p.m.,  Wednesday 

Section  on  Occupational  Medicine  with  the 
Occupational  Medical  Association  of  New 
York  and  the  Greater  New  York  Association 
of  Occupational  Health  Nurses 

WELLNESS  PROMOTION  ON  THE  WORKPLACE 
GENERAL  CONCEPTS.  OF  HEALTH  PROMOTION 
Clarence  Pearson,  M.A. 

HEALTH  PROMOTION  AT  THE  WORKPLACE 
Murray  Naditch,  Ph  D. 

NIC  BUSINESS  SURVEY  OF  SMOKING  PROGRAMS  AND 
HEALTH  EDUCATION  BY  CORPORATE  INDUSTRY 
Louis  Cenci,  B.S.,  M S. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 


October  24,  9:00  a.m.,  Friday 

Section  on  Psychiatry  with  the  Department  of 
Psychiatry  SUNY  Downstate  Medical  Center 

ALCOHOLISM  AND  MEDICAL  PSYCHIATRY 
Joel  Solomon,  M.D. 

ALCOHOLISM  AND  CLINICAL  PSYCHIATRY 
Joel  Solomon,  M.D. 

A BIOPSYCHOSOCIAL  MODEL  OF  ALCOHOLISM 
Benjamin  Kissin,  M.D. 

ALCOHOLISM  AND  PSYCHIATRY:  A CROSS-CULTURAL 

PERSPECTIVE 

Joseph  Westermeyer,  M.D. 

ALCOHOL  USE  AND  MEMBERSHIP  IN  CONTEMPORARY 
RELIGIOUS  SECTS 
Marc  Galanter,  M.D. 

HIDDEN  PSYCHIATRIC  DIAGNOSIS  IN  THE  ALCOHOLIC 
Donald  Klein,  M.D. 

ALCOHOLISM  AND  AFFECTIVE  ILLNESS 
Donald  Goodwin,  M.D. 

ALCOHOLISM  AND  SCHIZOPHRENIA 
Martin  Kesselman,  M.D. 

PSYCHIATRIC  PROBLEMS  OF  WOMEN  ALCOHOLICS 
Sheila  Blume,  M.D. 

CREDIT:  AMA  Cat.  1 

October  25,  9:00a.m.,  Saturday 

Section  on  Psychiatry  with  the  Department  of 
Psychiatry  SUNY  Downstate  Medical  Center 

ALCOHOLISM  AND  ADOLESCENT  PSYCHOPATHOLOGY 
Robert  Millman,  M.D. 

PSYCHIATRIC  ASPECTS  OF  ALCOHOL  INTOXICATION, 
WITHDRAWAL,  AND  ORGANIC  BRAIN  SYNDROMES 
Donald  Gallant,  M.D. 

OFFICE  PSYCHOTHERAPY  OF  THE  ALCOHOLIC  PATIENT 
Sheldon  Zimberg,  M.D. 

THE  CONTRIBUTION  OF  PSYCHOANALYSIS  TO  THE 
TREATMENT  OF  ALCOHOLISM 
Austin  Silber,  M D. 

CREDIT:  AMA  Cat.  1 

For  further  information  and  registration,  please  call  Mrs. 
Phyllis  Miller  at  212/735-2830. 
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October  29,  8:00  p.m.,  Wednesday 

Section  on  Urology 

WHERE  DO  WE  STAND  IN  THE  EVOLUTION  OF 
INTEGRATED  THERAPY  FOR  INVASIVE  BLADDER 
CARCINOMA 
Douglas  E.  Johnson,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
‘Alumni  Hall 

October  16-19,  Thursday  to  Sunday 

HISTOLOGIC  DIAGNOSIS  OF  NEOPLASTIC 

SKIN  DISEASES:  A METHOD  BY  PATTERN  ANALYSIS 

A.  Bernard  Ackerman,  M.D. 

FEE:  $385.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

American  Academy  of 
Dermatology  AE1  (21  hrs.) 
‘Schwartz  Lecture  Hall-Classroom  F 
401  East  30th  Street 

September  24-October  22,  1:30-3:30  p.m.,  Wednesdays 
CLINICAL  TUTORIAL 

152.  DERMATOLOGY  FOR  THE  PRACTICING  PHYSICIAN 
David  L.  Ramsay,  M.D. 

FEE:  $145.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

A AFP  10  prescribed  credit  hours 
(pending) 

October  8-December  17,  4:00-7:00  p.m.,  Wednesdays 
317.  CONSULTATIONS  IN  INTERNAL  MEDICINE 
Saul  J.  Farber,  M.D.,  Frederick  H.  King,  M.D.,  Louis 
Shenkman,  M.D. 

FEE:  $395.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

AAFP  30  prescribed  credit  hours 
(pending) 

October  29-December  3,  1:30-3:30  p.m.,  Wednesdays 
No  session  November  26 
CLINICAL  TUTORIAL 

300.  INTRODUCTION  TO  NON-INVASIVE 
CARDIOVASCULAR  DIAGNOSIS 
Itzhak  Kronzon,  M.D. 

FEE:  $145.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

AAFP  10  prescribed  credit  hours 
(pending) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 

The  New  York  Botanical  Garden 

Bronx,  New  York 

Sunday,  October  26,  8:00  a. m. -5:30  p.m. 

DERMATOMYCOLOGY:  LECTURES  AND  WORKSHOP 

Ira  F.  Salkin,  Ph  D.,  Moderator 

GENERAL  BIOLOGY  OF  THE  FUNGI 

Ira  F.  Salkin,  Ph.D.,  N.Y.S.  Dept,  of  Health 

COMMON  CONTAMINANTS 

Irene  Weitzman,  Ph  D.,  N.Y.C.  Dept,  of  Health 

CUTANEOUS  MYCOSES 

Michael  Fisher,  M.D.,  Albert  Einstein  Coll,  of  Medicine 
YEASTS 

Ira  F.  Salkin,  Ph.D. 

SUBCUTANEOUS  MYCOSES 

Margarita  Silva-Hunter,  Ph  D.,  Coll,  of  Physicians  and 

Surgeons 

FUNGI  CAUSING  SYSTEMIC  MYCOSES 
Stanley  A.  Rosenthal,  Ph  D.,  N Y U.  Medical  Center 
CREDIT:  AMA  Cat.  1 and  AAFP  (7  hrs.) 

For  further  information  contact  Linda  D.  Rachele,  Ph  D., 
Assistant  Director  of  Education,  The  New  York  Botanical 
Garden,  Bronx,  New  York.  Tel  212-220-8739 


QUEENS  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Warwick  Hotel 
New  York 

October  24,  8:30  a. m. -3:30  p.m. 

PERSPECTIVES  IN  HEALTH  CARE  MANAGEMENT: 

ISSUES  OF  THE  NEW  DECADE 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11042.  Tel:  212/470-2114. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

Teaching  Center 

‘Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

October  10,  8:30  a. m. -4:30  p.m. 

CURRENT  ISSUES  AT  THE  PSYCHIATRY/MEDICINE 
INTERFACE 

Maurice  D.  Steinberg,  M.D. 

FEE:  $65.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

APA 

October  13,  8:00  p.m. -9:30  p.m. 

OPHTHALMOLOGY  SEMINAR  PROGRAM  1980-1981 
Ocular  Mobility-Management  of  Superior  Oblique  Paresis 
Syndromes 
David  A.  Rosen,  M.D. 

John  S.  Hermann,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

October  16,  9:30  a. m. -12:30  p.m.,  Thursday 

7TH  ANNUAL  LEUKEMIA  SOCIETY  SYMPOSIUM 
UPDATE  KNOWLEDGE  IN  DIAGNOSIS  AND  TREATMENT 
OF  LEUKEMIA 

TARGET  GROUP:  PEDIATRIC,  MEDICAL  AND  PRIMARY 
CARE  PHYSICIANS 

NO  FEE  CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Carl  Pochedly,  M.D.  Tel: 
516/542-3336 
October  24 

GRAND  ROUNDS 

CURRENT  CONCEPTS  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  OPTIC  NEURITIS 
Mitchel  Ashkanazy,  M.D. 

For  further  information  contact  Elsa  K.  Rahn,  M.D.,  Director, 
Division  of  Ophthalmology,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-0123 


SUFFOLK 


Kings  Park  Psychiatric  Center 

Kings  Park 
‘Auditorium 

Day  Treatment  Center  (Bldg.  23) 


1660  New  York  State  Journal  of  Medicine/September  1980 

WGO-8 


October  1,  10:30  am 

POLICIES  AND  PROCEDURES  FOR  FORENSIC  PATIENTS 
AND  VIOLENT  OR  AGGRESSIVE  PATIENTS 
Deborah  Kaiser,  Assistant  Administrator 
NO  FEE 

For  further  information  contact  G.  V Laury,  M.D.,  Chief  of 
Education  and  Training,  Kings  Park  Psychiatric  Center,  Kings 
Park  11754  Tel:  516/544-2669. 


Brookhaven  Memorial  Hospital  Medical  Center 

101  Hospital  Road 
Patchogue 

* 1st  Floor  Conference  Room 
October  4,  8:30  a m. 

MEDICAL  GRAND  ROUNDS 
Leonard  Meiselas,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 
‘2nd  Floor  Conference  Room 
October  7,  8:00-9:00  a m. 

PEDIATRIC  CONFERENCES 

UPDATE  ON  INFECTIOUS  DISEASE  IN  PEDIATRICS 
Saul  Krugman,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital 
Medical  Center,  101  Hospital  Road.  Patchogue  11772.  Tel: 
516/654-7000. 


WESTCHESTER  COUNTY 


New  York  Medical  College 

Westchester  County  Medical  Center 

Tarrytown 

October  22-25 

SEMI-ANNUAL  OCULOPLASTIC  SURGICAL  DISSECTION 
COURSE 

FEE:  $650.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

For  further  information  contact  Ms.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Avenue,  New  York  10021.  Tel:  212/ 

734-1010. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  the 
American  Cancer  Society,  New  York  State 
Division  and  Erie  County  Unit 

October  1-2 

TRENDS  IN  ONCOLOGY  FOR  THE  NEW  DECADE 
William  Aungst,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP  & 

AOA  Cat.  2-D 

For  further  information  contact  Gayle  Bersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo  14263.  Tel:  716/845-4406. 


PLATTSBURGH 


International  College  of  Psychosomatic 
Medicine  and  Champlain  Valley  Physicians 
Hospital  Medical  Center 

Plattsburgh 
October  24-25 

EIGHTH  ANNUAL  PSYCHOSOMATIC  SEMINAR 
PSYCHIATRY  IN  MEDICINE:  ON  THE  THRESHOLD  OF  A 
NEW  DECADE 

For  further  information  write  to  Adam  J.  Krakowski,  M.D., 
Suite  103,  210  Cornelia  Street,  Plattsburgh  12901. 


ROCHESTER 


The  University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 
Rochester 

* Rochester  Marriott  Inn 
5257  W.  Henrietta  Road 
Rochester 
October  3-7 

A POSTGRADUATE  COURSE  IN  ORTHOPAEDIC 
MEDICINE 

James  H.  Cyriax,  M.D.,  M R. C.P. 

For  further  information,  please  contact  Office  of  Continuing 
Professional  Education,  University  of  Rochester  Medical 
Center,  601  Elmwood  Avenue,  Box  601,  Rochester 
14642.  Tel:  716/275-4392. 


SARATOGA  SPRINGS 


New  York  Trudeau  Society 

8 Mountain  View  Avenue 
Albany 

* Saratoga  Springs 
October  20-22 

9TH  ANNUAL  PULMONARY  COURSE 
LUNG  DISEASE  1980:  A CLINICAL  AND 
PHYSIOLOGICAL  APPROACH 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  New  York  Trudeau 
Society,  8 Mountain  View  Avenue,  Albany  12205.  Tel: 
518/459-4197. 


SYRACUSE 


State  University  of  New  York  Upstate  Medical 
Center 

750  East  Adams  Street,  Syracuse 

* Marriott  Inn 
Syracuse 
October  2-4 

III  ANNUAL  SYMPOSIUM— GENERAL  DIAGNOSTIC 
RADIOLOGY  EMERGENCY  RADIOLOGY:  DIAGNOSIS  OF 
THE  TRAUMATIZED  AND  CRITICAL  CARE  PATIENT 
Stephen  A.  Kieffer,  M.D. 

FEE:  TBA 

* Holiday  Inn 

701  East  Genesee  Street  (Downtown),  Syracuse 
October  16-17 

THE  VOICE  PROBLEMS  AND  CURRENT  PRACTICES 
Raymond  H.  Colton,  Ph.D. 

FEE:  TBA 

For  further  information  contact  Program  Coordinator,  Office 
of  Continuing  Education,  Upstate  Medical  Center,  State 
University  of  New  York,  750  East  Adams  Street,  Syracuse 
13210.  Tel:  315/473-4606. 


FUTURE  EVENTS 


American  College  of  Physicians,  Queens 
Hospital  Center  Affiliation  Long  Island  Jewish- 
Hillside  Medical  Center  State  University  of 
New  York  at  Stony  Brook 

4200  Pine  Street 
Philadelphia 
* New  York  Hilton  Hotel 
New  York 
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November  3-7 

ADVANCES  IN  PULMONARY  MEDICINE 
FEE:  $370. 

$280.  resident 
$210.  ACP  Associate 

For  further  information  contact  American  College  of 
Physicians,  Postgraduate  Education  Department,  4200  Pine 
Street,  Philadelphia,  Pa.  19104. 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue,  New  York 
* Hoffman  Auditorium 
November  3-7,  8:30  a m. -4:30  p.m. 

CURRENT  CONCEPTS  IN  SURGICAL  ONCOLOGY 
Jatin  P.  Shah,  M.D. 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

For  further  information  contact  Dr.  Jatin  P.  Shah,  1275  York 
Avenue,  New  York  10021.  Tel:  212/794-7604. 


ANESTHESIOLOGIST 

ALBION,  N.Y.,  Orleans  County  needs  an  Anesthesiologist. 
Contact  Mary  Ellen  Seaman,  Executive  Secretary,  Arnold 
Gregory  Memorial  Hospital,  Albion  14411.  Tel:  716/589- 

4422. 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D.,  Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

EMERGENCY  ROOM 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Emergency  Room 
Physician,  Pediatrician,  Family  Physician  ahd  Neurologist. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physician's 
Procurement  Committee,  157  Ross  Street,  Auburn  13021. 
Tel:  315/253-3388. 

CANANDAIGUA,  N.Y.,  Ontario  County  needs  an  Emergency  Room 
Physician.  Contact  Anthony  Raguso,  Administrator,  F.  F. 
Thompson  Hospital,  350  Parrish  Street,  Canandaigua  14424. 
Tel:  716/394-1100. 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 


ENT  PHYSICIAN 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  ENT  Physician. 
Contact  Dr.  Edward  R.  Mountain,  1909  West  State  Street, 
Olean  14760.  Tel:  716/372-2788. 


FAMILY  PHYSICIAN 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician, 
Pediatrician,  Emergency  Room  Physician  and  Neurologist. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physician's 
Procurement  Committee,  157  Ross  Street,  Auburn  13021. 

Tel:  315/253-3388. 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician. 
Contact  South  Jefferson  Recruiting  Comm.,  c/o  Mrs.  Fred 
Spinner,  RFD  #2,  Adams  13605. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 


GERMANTOWN,  N.Y  , Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  11  Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON.  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician,  Thoracic 
Surgeon  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  Family  Physicians  and 
Internist.  Contact  Peter  C.  Seidel,  Administrator,  Placid 
Memorial  Hospital,  Church  Street,  Lake  Placid.  Tel: 
518/523-3420. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  a Family 

Physician  and  Internist.  Please  write  to  P.  J.  lannuzzi,  M.D., 
746  Main  St.,  P.O.  Box  1073,  Niagara  Falls  14301.  Tel: 
716/285-3668. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida,  13421. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

KINGSTON,  N.Y.,  Ulster  County  needs  a Thoracic  Surgeon,  Family 
Physician  and  Neurologist.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

OSWEGO.  N.Y.,  Oswego  County  needs  a General  Surgeon  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  a General  and  Vascular 
Surgeon.  Contact  Walter  A.  Minaert,  M.D.,  228  Sherman  Street, 
Watertown,  13601.  Tel:  315/732-19990. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 
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FOREST  HILLS,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Ezra  Sharon,  M.D.,  70-31  108th  Street,  Forest  Hills  1 1375.  Tel: 
212/793-6832  or  305/491-7434. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  an  Internist  and  Family 
Physicians.  Contact  Peter  C.  Seidel,  Administrator,  Placid 
Memorial  Hospital,  Church  Street,  Lake  Placid.  Tel: 
518/523-3420. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  an  Internist  and 
Family  Physician.  Please  write  to  P.  J.  lannuzzi,  M.D.,  746 
Main  St.,  P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/ 
285-3668. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Emergency 
Room  Physician,  Pediatrician,  and  Family  Physician. 

Contact  Mr.  Charles  D.  Hicks,  Director,  Physician’s 
Procurement  Committee.  157  Ross  Street,  Auburn  13021. 

Tel:  315/253-3388. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Neurologist,  Family  Phy- 
sician and  Thoracic  Surgeon.  Contact  Robert  M.  Schnitzer,  138 
Pine  Street,  Kingston  12401. 

NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 


Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hilll  1418.  Tel:  212/849-8674. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive,  Stony 
Brook  11790.  Tel:  516/751-8520. 

PEDIATRICS 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Family 
Physician,  Emergency  Room  Physician  and  Neurologist. 
Contact  Mr.  Charles  D.  Hicks,  Director,  Physician's 
Procurement  Committee,  157  Ross  Street,  Auburn  13021. 

Tel:  315/253-3388. 

BROOKHAVEN,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician.  Contact  Richard 
F.  Endres,  M.D.,  Sodus  Health  Center,  Box  A,  Sodus,  14551. 
Tel:  315/483-9133. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Dept,  of  Radiology,  Lutheran 
Medical  Center,  150  55th  Street,  Brooklyn  11220.  Tel: 
212/630-7415. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 
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Proven  antianxiety  performance 

An  unsurpassed  safety  record 

Predictable  patient  response 

Minimal  effect  on  mental  acuity  at 
recommended  doses 

Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
I mation,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
[ or  accompanying  various  disease  states.  Efficacy  beyond 
I four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
I to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
I ities  required  for  tasks  such  as  driving  or  operating  ma- 
| chinery  may  be  impaired,  as  may  be  mental  alertness  in  chil- 
I dren,  and  that  concomitant  use  with  alcohol  or  CNS  depres- 
I sants  may  have  an  additive  effect  Though  physical  and  psy- 
I chological  dependence  have  rarely  been  reported  on  recom- 
I mended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
I drawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
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macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines  Observe  usual 
I precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e_g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states.  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b i d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ® (chlordiazepoxide  HCl)  Capsules,  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose  ® 
packages  of  100.  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
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Letters  to  the  Editor 


Sex  and  cancer 

To  the  Editor:  John  F.  W.  King,  M.D.,  in  his  article 
“Sexual  Activity  as  Environmental  Cancer  Hazard.”  ( New 
York  J.  Med.  80:  1253  (July)  1980)  brought  up  the  rela- 
tionship of  circumcision  to  the  penile  cancer  question  once 
again,  a problem  for  years,  the  real  indication  and  value  of 
circumcision.  He  writes:  “The  lack  of  circumcision  is 
perhaps  only  an  indirect  factor  . . . 

It  is  well  documented  that  the  cancer  of  the  penis  almost 
never  occurs  if  circumcised  when  newborn;  possibly  due 
to  carcinogenic  effect  of  the  smegma.  Cancer  of  the  cervix 
occurs  much  less  frequently  in  wives  of  circumcised  hus- 
bands in  Jewish,  Indian  Moslems,  and  women  of  Fiji  Island 
natives. 

In  the  discussion  period,  the  relationship  between  cancer 
of  the  prostate  and  cervical  cancer.  Dr.  King  noted  . . . 
“usually  impairing  to  some  degree  the  sexual  activity  . . . 
with  prostatectomy.” 

Radical  perineal  or  retropublic  prostatectomy  (for  Stage 
A,  B)  is  followed  by  an  almost  100  percent  incidence  of 
impotence.  With  hormonal  manipulation,  “medical  cas- 
tration" (direct  effect  of  estrogen  on  the  testes)  the  results 
are  the  same;  after  radiation  therapy  50  percent. 

I believe  the  neonatal  circumcision  is  good  preventive 
medicine. 

Mentioning  only  a few  statements  from  the  article,  in 
this  great  democratic  country  I disagree  with  Dr.  King. 

LEOPOLD  SCHEIBER,  M.D. 

133  East  73rd  Street 
New  York,  N.  Y.  10021 

Dr.  King’s  reply 

To  the  Editor:  I appreciate  Dr.  Scheiber’s  good  comments 
on  the  article  “Sexual  Activity  as  Environmental  Cancer 
Hazard”  which  appeared  in  the  July,  1980,  issue  of  the  New 
York  State  Journal  of  Medicine. 

Regarding  the  relationship  of  cancer  of  the  penis  and  the 
history  of  failure  to  get  circumcision,  I feel  that  this  has 
been  well  established  by  such  investigators  of  many  years 
ago  as  Doctor  Alexander  Symeonides  in  his  work  in  the 
near  East  and  Doctor  Pratt-Thomas  in  this  country. 
However,  what  I tried  to  point  out  in  the  article  was  that 
the  anatomical  presence  of  the  foreskin  is  probably  not 
“per  se”  cause  but  simply  an  important  factor  in  the  poor 
hygiene  of  sexual  relations. 

Your  interesting  percentages  on  the  impairing  of  sexual 
activity  with  prostatectomy  and  radiation  is  of  interest,  and 
I appreciate  the  information.  Although  I am  not  a urolo- 
gist, it  has  been  my  experience  that  a somewhat  higher 
percentage  of  postprostatectomy  patients  continue  to  have 
satisfying  intercourse;  but  I will  be  mindful  of  your  advice 
in  the  matter. 

Again,  many  thanks  for  taking  the  time  to  send  a note 
to  the  Journal. 


•JOHN  F.  W.  KING,  M.D. 

The  Equitable  Life  Assurance  Society 
of  the  United  States 
1285  Avenue  of  The  Americas 
New  York,  N.  Y.  10019 

Is  blood  bathing  (dialysis) 
a beauty  process? 

To  the  Editor:  Recently,  1 overheard  a house  officer  dis- 
cussing hemodialysis  and  the  artificial  kidney.  He’d  been 
exposed  to  Rochester  General  (New  York)  Hospital’s  new 
center  with  its  12  stuffed  chairs  and  common  priming  tank. 
Gleaming  box  machines  beside  alert  people  sitting  around 
gave  the  unit  an  air  of  a beauty  salon.  I guess  the  simile 
isn’t  too  strange,  blood  being  washed  in  one  place,  hair  in 
the  other. 

I attempted  to  smile.  I wanted  to  tell  how  recently  this 
therapy  was  developed.  Less  than  two  decades  ago,  a 
panel  in  Seattle  determined  each  individual’s  chances  for 
life  or  death  from  chronic  renal  disease. 

I smiled  the  same  way  as  I had  in  1956  when  I walked 
through  the  polio  ward  at  Vanderbilt  University,  where  my 
husband  studied.  Sure  I knew  about  iron  lungs,  rocking 
beds,  and  faces  staring  into  mirrors  but  emotionally  I was 
drained. 

In  the  past,  polio  meant  summers  without  movies,  camp 
without  visitors,  and  sparsely  populated  meeting  places. 
I wondered  how  people  functioned  naturally  in  mechanized 
lungs  and  occupied  their  time.  How  did  they  eat  lying 
down  or  sleep  on  their  backs?  My  young  husband  was  too 
busy  earning  his  $35  a month  to  explain. 

Monroe  County’s  chronic  renal  program  is  as  familiar 
to  house  staffers  today  as  the  use  of  the  polio  vaccine.  I 
remember  its  birth,  1963,  the  same  year  my  yougest  child 
was  born.  My  husband  had  returned  from  Cleveland 
where  he  had  studied  under  Dr.  Willem  Kolff  to  try  out  the 
process  on  patient  number  1 — a cow. 

The  machine  resembled  a 1930’s  wringer-clothes  washer, 
and  blood  priming  was  essential.  Surgeons  inserted  shunts 
and  our  Red  Cross  supplied  blood.  An  80  plus-old  man 
was  my  husband’s  first  human  patient.  Between  treat- 
ments, the  patient  played  chess  with  his  grandson,  who  is 
now  a physician.  Bedridden  all  this  time,  what  did  those 
first  patients  think  about?  Were  they  grateful,  bored, 
angry,  frightened?  Blood  bathing  for  kidney  failure  was 
as  mysterious  for  me  to  comprehend  as  plugging  in  a radio 
and  hearing  Texas. 

I finished  eavesdropping  and  walked  on.  My  firstborn 
is  currently  sending  out  his  applications  to  medical  school. 
Some  of  the  past  terrors  no  longer  exist,  however,  I am  sure 
he  will  have  newer  ones  as  well  as  superior  equipment  and 
treatments. 

LOIS  GREENE  STONE 
5 Wide  Waters  Lane 
Pittsford,  N.Y.  14534 
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HEAD  INJURIES 

Severe  Accidental  Head  Injury:  An  Assessment  of 
Long-term  Prognosis.  By  A.  H.  Roberts.  Baltimore, 
Md.,  University  Park  Press,  1979.  Hardcover,  226  pages. 
Price,  $49.50. 

A retrospective  study  on  the  long-term  effects  of  head 
injuries  among  survivors. 

GERIATRICS 

Databook  on  Geriatrics.  By  G.  S.  Rai,  M.D.,  and  V. 
Pearce,  M.B.  Baltimore,  Md.,  University  Park  Press,  1980. 
Hardcover,  217  pages.  Price,  $19.95. 

An  outline  of  the  knowledge  in  the  clinical  aspects  of 
geriatric  medicine. 

ESTROGENS 

The  Menopause  and  Postmenopause.  Edited  by  N. 
Pasetto,  R.  Paoletti,  and  J.  L.  Ambrus.  Baltimore,  Md., 
University  Park  Press,  1980.  Illustrated,  322  pages. 
Cloth,  $29.95. 

Proceedings  of  symposium  designed  to  assess  and  eval- 
uate the  most  up  to  date  criteria  for  the  most  effective  and 
safe  estrogen  therapy  for  the  menopausal  women. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


PROSTATIC  NEOPLASMS 

Prostate  Cancer.  Edited  by  Donald  S.  Coffey  and  John 
T.  Isaacs.  Geneva,  Switzerland,  International  Union 
Against  Cancer,  1979.  UICC  Technical  Report  Series, 
Volume  48.  Illustrated,  289  pages.  Paperback,  Swiss 
Francs,  20.  (Available  from  above  organization  at  3 Rue 
du  Conseil  General,  Geneva,  1205.) 

Report  of  the  Workshop  on  the  Biology  of  Human 
Cancer,  No.  9. 

DRUG  THERAPY 

Antibiotics  and  Chemotherapy:  Current  Topics. 

Edited  by  R.  N.  Gruneberg.  (Current  Status  of  Modern 
Therapy:  Volume  4)  Baltimore,  University  Park  Press, 
1980.  Hardcover,  219  pages.  Price,  $27.50. 

Reviews  of  antibiotic  topics  of  great  interest  to  the 
practicing  clinicians  and  microbiologists. 

GERIATRICS 

Aging,  Isolation  and  Resocialization.  Edited  by  Ruth 
Bennett,  Ph.D.  New  York,  Van  Nostrand,  Reinhold 
Company,  1980.  Hardcover,  213  pages.  Price,  $14.95. 

Major  findings  on  social  isolation  and  practical  programs 
to  reduce  isolation  among  the  various  groups  of  the 
aged. 


Books  Reviewed 


Anesthesia  for  Obstetrics.  Edited  by  Sol  M.  Schnider, 
M.D.,  and  Gershon  Levinson,  M.D.  Baltimore,  Md., 
Williams  and  Wilkins  Company,  1979.  Illustrated,  456 
pages.  Cloth,  $35. 

Sol  M.  Schnider  and  Gershon  Levinson,  Editors  and 
contributors  to  Anesthesia  for  Obstetrics  are  interna- 
tionally known  authorities  in  the  field  of  obstetrical  anes- 
thesia. They  assembled,  in  addition,  15  contributors, 
distinguished  authorities  in  the  field  of  obstetrics,  neona- 
tology, anesthesiology,  and  law,  to  discuss  all  aspects  of 
anesthesia  during  pregnancy  and  labor.  Except  for  some 
repetition  in  the  various  chapters,  the  authors  have  suc- 
ceeded in  reviewing  this  expanding  field  in  a clear,  logical, 
and  readable  form. 

rFhe  book  is  divided  into  five  chapters.  Chapter  1 nar- 
rates the  essentials  of  obstetrics,  physiology,  and  phar- 
macology. Chapters  2 and  3 deal  with  the  anesthetic 
management  of  vaginal  delivery  and  complicated  deliv- 
eries. Chapter  4 discusses  the  anesthetic  complications 


in  obstetrics.  Chapter  5 is  devoted  to  the  fetus  and  the 
newborn.  This  is  followed  by  three  appendices  dealing 
with  the  fetal  effects  of  maternally  administered  drugs, 
anesthesia  records,  and  code  sheet  for  obstetrical  anes- 
thesia. There  are  adequate  tables,  figures,  and  extensive, 
up-to-date  references. 

The  book  is  oriented  as  a textbook  for  students  and 
practitioners  of  anesthesia  and  health  care  providers  of 
pregnant  women.  It  deserves  a place  in  every  medical  li- 
brary. Edith  R.  Kepes,  M.D. 

Sleeping  Pills.  By  Wallace  B.  Mendelson,  M.D.  New 
York,  Plenum  Medical  Book  Company,  1980.  Illustrated, 
220  pages.  Cloth,  $22.50. 

This  is  a book  rich  with  informed  insights  into  the 
common  and  complex  medical  problems  under  scrutiny. 
Although  there  is  no  shortage  of  publications  on  sleep, 
dreams,  insomnia,  the  use  and  abuse  of  pharmaca  (hyp- 
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Abstracts 


Brown,  M.  R.,  Gordon,  A.,  Campbell,  M.  A.,  and  Chey, 

W.  Y.:  Milk  meal  in  children;  gastrin  response,  New  York 
State  J.  Med.  80:  1691  (Oct.)  1980. 

Documentation  of  normal  gastrin  responses  in  children 
is  needed  to  be  able  to  compare  responses  in  disease  states. 
Plasma  gastrin  levels  following  a milk  meal  were  studied 
in  25  normal  children,  ages  6 to  15.  Gastrin  levels  rose  in 
each  subject  and  normal  fasting  plasma  gastrin  levels 
ranged  from  30  to  180  pg.  per  milliliter.  For  two  hours 
following  ingestion,  the  plasma  gastrin  levels  in  younger 
children  tended  to  remain  elevated,  whereas  in  older 
children  they  decreased  gradually  toward  the  fasting 
values. 

Ellerstein,  N.  S.,  and  Sullivan,  T.  D.:  Observation  unit 
in  children’s  hospital;  adjunct  to  delivery  and  teaching  of 
ambulatory  pediatric  care,  New  York  State  J.  Med.  80: 
1684  (Oct.)  1980. 

Many  acutely  ill  children  need  a period  of  observation 
beyond  the  scope  of  an  outpatient  visit,  but  not  requiring 
all  the  services  available  in  a traditional  inpatient  setting. 
An  OU  (observation  unit)  was  built  in  the  outpatient/ 
emergency  department  of  a large  pediatric  hospital  for 
children  needing  less  than  24  hours  of  hospitalization. 
Within  24  hours,  all  children  were  either  discharged  home 
or  transferred  to  an  inpatient  unit  for  further  evaluation 
or  treatment.  This  study  assesses  the  utilization  of  the 
OU.  All  admissions  to  the  OU  over  a six-year  period  were 
reviewed  with  the  aid  of  a computer.  Each  of  the  7,261 
patients  reviewed  were  placed  into  one  of  ten  arbitrarily 
determined  diagnostic  categories.  82.9  percent  of  the 
children  were  able  to  be  discharged  witfiin  24  hours.  The 
remaining  17.1  percent  needed  to  be  transferred  to  an  in- 
patient unit.  Children  with  respiratory  problems  were  the 
most  likely  to  require  further  hospitalization,  and  children 
with  accidental  ingestions  were  the  least  likely.  Education 
of  medical  students  and  house  officers  was  enhanced  by  the 
opportunity  to  observe  the  evolution  of  some  common 
disease  processes.  An  OU  in  a pediatric  health  care  facility 
can  be  a useful  addition  to  the  outpatient  care  and  evalu- 
ation of  children. 

McCabe,  R.  E.:  Kidney  preservation;  current  status,  New 
York  State  J.  Med.  80:  1695  (Oct.)  1980. 

Careful  attention  to  fluid  balance  and  circulatory  sup- 
port with  vasopressors  initiates  preservation  of  renal 
function  prior  to  recovery  of  cadaver  kidneys  for  trans- 
plantation. Following  the  removal  of  kidneys  they  may 
be  safely  stored  in  iced  intracellular  type  electrolyte  solu- 
tion for  24  hours,  or  may  be  placed  on  pulsatile  perfusion 
for  a maximun  of  72  hours.  Since  1971  we  have  preserved 
over  650  kidneys  by  perfusion  for  periods  of  up  to  84  hours. 
With  adequate  donor  maintenance,  elimination  of  cold 
storage,  and  careful  surgical  techniques  in  removing  and 
reimplanting  the  kidneys,  up  to  95  percent  of  recovered 
kidneys  have  functioned  immediately  following  trans- 


plantation. This  is  ample  time  for  donor-recipient 
matching  throughout  the  United  States,  and  has  permitted 
sharing  of  organs  as  far  away  as  Moscow.  Long-term 
kidney  banking,  as  has  been  accomplished  with  blood  by 
freezing  with  cryoprotectives,  is  not  possible  with  current 
techniques. 

Bahuleyan,  K.,  and  Alfano,  G.  A.:  Surgical  treatment 
of  intracranial  aneurysms;  changing  pattern  in  mortality 
and  morbidity  rates,  New  York  State  J.  Med.  80:  1698 
(Oct.)  1980. 

Thirty-one  patients  with  subarachnoid  hemorrhage  due 
to  ruptured  intracranial  aneurysms  treated  surgically  are 
reviewed.  General  and  preoperative  management,  timing 
of  surgery,  and  surgical  techniques  are  discussed.  The 
results  indicate  the  remarkable  decrease  in  the  mortality 
and  morbidity  rates.  It  is  our  opinion  that  there  is  no  more 
justification  for  conservative  treatment  of  ruptured 
intracranial  aneurysms. 

O’Connell,  C.  J.,  and  Khan,  S.  A.:  Gram-negative  rod 
infections  I.  Occurrence  of  Klebsiella  species  in  general 
hospital,  New  York  State  J.  Med.  80: 1713  (Oct.)  1980. 

We  surveyed  all  Klebsiella  isolates  in  a general  hospital 
over  a 21 -month  period.  Eighty  percent  of  strains  isolated 
were  K.  pneumoniae;  half  of  these  were  from  the  urinary 
tract.  Sixteen  percent  were  a proposed  new  species,  K. 
oxytoca,  with  a significant  number  invading  wounds, 
especially  of  the  lower  extremities.  F our  percent  were  K. 
Ozaenae,  a larger  proportion  of  the  species  than  others 
have  been  observed,  with  an  isolation  rate  from  the  respi- 
ratory tract  equal  to  that  from  urine.  Antimicrobial 
sensitivities  were  similar  in  the  three  species.  Aminogly- 
cosides were  almost  uniformly  effective.  Tetracycline, 
chloramphenicol,  and  cephalothin  were  all  effective  about 
90  percent  of  the  time.  Carbenicillin  susceptibility  was 
seen  in  only  20  percent  and  ampicillin  susceptibility  in  only 
7 percent.  There  was  a tendency  of  ampicillin-sensitive 
strains  to  invade  the  blood  stream  more  often  than  ampi- 
cillin-resistant  ones.  Sensitivity  to  ampicillin  and  to 
carbenicillin  were  correlated. 

Mysliborski,  J.  A.:  Cutaneous  neoplasms;  early  detec- 
tion, New  York  State  J.  Med.  80: 1716  (Oct.)  1980. 

Neoplasms  of  the  integumentary  system  comprise  the 
single  largest  group  of  malignant  tumors  affecting  man.  In 
the  United  States,  700,000  cases  of  new  cancers  of  all  organ 
systems  exclusive  of  the  skin  are  diagnosed  annually; 
300,000  cases  of  nonmelanoma  skin  cancer  occur  annually, 
and  14,000  cases  of  malignant  melanoma  are  diagnosed 
annually.  Thus,  approximately  one  third  of  all  neoplasms 
are  cancers  of  the  skin,  and  one  in  100  is  a malignant  mel- 
anoma. Although  only  three  percent  of  all  skin  cancers  are 
melanomas,  more  than  two  thirds  of  the  6,000  annual 
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deaths  from  skin  cancer  are  due  to  malignant  melanomas. 
The  physician  can  learn  to  recognize  skin  cancers  early, 
thereby  decreasing  the  patient’s  morbidity  and  mortality. 
Fortunately,  the  most  common  nonmelanoma  skin  cancers, 
basal  cell  carcinoma,  and  squamous  cell  carcinoma  are  the 
most  readily  treated  types  of  malignant  neoplasms,  with 
cure  rates  as  high  as  97  percent  by  our  present  modalities 
of  treatment.  Early  clinical  characteristics  of  these  are 
emphasized.  The  most  common  clinicopathologic  type  of 
malignant  melanoma  is  the  superficial  spreading  malignant 
melanoma,  which  comprises  almost  70  percent  of  all  mel- 
anomas. Signs  and  symptoms  such  as  ulceration,  bleeding, 
and  pain  are,  in  general,  late  events  when  applied  to  ma- 
lignant melanomas.  Cardinal  features  for  early  diagnosis 
are  a change  in  color,  a change  in  border  characteristics, 
and  a change  in  topography.  A goal  for  clinicians  should 
be  to  gain  not  only  a higher  index  of  suspicion,  but  also 
greater  diagnostic  accuracy  in  diagnosing  cutaneous  neo- 
plasms. 

Dauber,  L.  G.,  Margolies,  E.,  Spangenberg,  S., 
Greenhill,  M.  H.,  Escher,  G.  C.,  Terry,  J.,  Danzig,  B., 
and  Fisichelli,  N.:  Hospice  in  hospital;  interdisciplinary 
group  for  delivery  of  care  to  terminally  ill  in  acute-care 
(community)  hospital,  New  York  State  J.  Med.  80: 1721 
(Oct.)  1980. 

A “hospice  in  the  hospital”  has  been  established  at  the 
Albert  Einstein  College  Hospital.  This  “hospice”  is  an 
interdisciplinary  group  composed  of  oncologist,  nurse, 
social  worker,  and  psychiatrist  (with  the  addition  of  pri- 
mary nurse,  house  officer,  and  other  hospital  personnel) 
which  brings  to  the  patient  with  terminal  illness  a com- 
prehensive care  program:  to  help  patient  and  his  family 
cope  with  the  physical  and  psychosocial  stresses  of  his  ill- 
ness. Such  a program  has  fit  easily  into  the  table  of  per- 
sonnel organization  of  the  community  hospital  without  the 
need  for  special  funding  or  the  establishment  of  a special 
patient  unit.  Representative  patient  summaries  exemplify 
our  experiences  in  the  support  of  preterminal  cancer  pa- 
tients. 
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notics)  in  daily  life  and  clinical  practice,  the  material  pro- 
vided in  the  volume  represents  a thorough,  well  arranged, 
up-to-date  compendium  of  the  many  intriguing  issues 
pertinent  to  sleep  disorders,  their  high  incidence,  studious 
evaluation,  and  appropriate  treatment. 

Indeed,  of  all  the  ills  which  plague  humankind,  probably 
none  is  more  common  or  subjectively  more  frustrating  than 
the  condition  to  which  the  catch-all  term  “insomnia”  is 
applied.  With  regard  to  this,  the  author  correctly  points 
out  that  insomnia  as  such  is  “primarily  a complaint,  not  an 
illness.”  Nor  is  it  “a  unitary  phenomenon.”  Nevertheless, 
the  complaint  of  insomnia  and  the  subjective  sensations 
of  poor  sleep  are  clinically  significant.  They  may  refer  to 
a variety  of  specific  disorders  such  as  sleep  apnea  syn- 
dromes, nocturnal  myoclonus,  depressive  illness,  or  other 
underlying  disturbances.  They  may  also  refer  to  dis- 
tressing phantasies  while  lying  awake  in  bed,  tossing  and 
turning,  anxiously  watching  the  hours  ticking  by  and 
feeling  at  night  that  the  latter  will  never  end,  or  the  like. 
All  these  nocturnal  experiences  require  the  clinician’s 
careful  attention. 

The  bulk  of  the  book,  however,  deals  with  efficacy 

continued  on  page  1771 


1676  New  York  State  Journal  of  Medicine/October  1980 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11042  Tel.  516  488-6100 
Copyright  1980  by  the  Medical  Society  of  the  State  of  New  York 
October  1980  Volume  80  Number  11 

“Dedicated  to  the  continuing  education  of  the  physician  ” 

80th  year  of  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 

HENRY  1 FlNEBERG,  M.D.,  Executive  Vice-President  JULIUS  E.  STOl.FI,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  MI)..  Editor  Elizabeth  C.  Smith,  Managing  Editor 

PHILIP  G.  Keating,  Business  Manager 


Alfred  A.  Angrist,  M.D.,  ex  officio 


Anthony  A.  Albanese,  Ph  D. 

Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Joshua  A.  Becker,  M.D. 

Albert  Cook,  M.D. 
Seymour  Cutler.  M.D. 

William  Dock,  M.D. 
Vincent  P.  Dole.  M.D. 
Steven  D.  Douglas,  M.D. 

Aaron  Feder,  M.D. 
Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 


PUBLICATION  COMMITTEE 
Milton  Gordon,  M.D.,  Chairman 
Arthur  H.  Diedrick,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 


Carl  Gemzell,  M.D. 
Carl  M.  Harris,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
Leslie  A.  Kuhn,  M.D. 
George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 


Julius  E.  Stolfi,  M.D.,  ex  officio 


Ira  Polisar,  M.D. 
Paul  Reznikoff,  M.D. 
Howard  A.  Rusk,  M.D. 
Henry  Schutta,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorb.jarnarson,  M.D. 
Vincent  Tricomi,  M.D. 
Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Minutes  of  the  House  of 
Delegates  added  in  February.  Editorial,  circulation,  and 
publication  offices:  420  Lakeville  Road.  Lake  Success, 
New  York  11042.  Copyright  1980  by  the  Medical  Society 
of  the  State  of  New  York. 

Now  available  on  microform  from  University  Microfilms 
International,  300  North  Zeeb  Road,  Ann  Arbor,  Michigan 
48106.  Indexed  in  Index  Medicus  and  Hospital  Litera- 
ture. 

RATES.  The  subscription  rate  is  $3.50  per  year  payable 
in  advance.  Foreign  subscriptions:  $3.50  subscription 
plus  $1.50  for  mailing.  Single  copies  $0.50.  ($3.50  of  each 
member’s  dues  is  applied  as  a subscription  for  this 


publication.)  Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available.  Back  issues 
prior  to  1962  are  $2.00  per  copy;  from  1961  to  1971,  $1.00 
a copy. 

CHANGE  OF  address.  Notice  should  be  sent  to  the 
circulation  office,  420  Lakeville  Road,  Lake  Success,  New 
York  11042.  Old  and  new  addresses  should  be  included 
as  well  as  a statement  whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of  address. 

Advertising  Representatives:  United  Media  Asso- 
ciates, Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Connecticut 
06830.  Telephone:  203-661-9702. 


1677 


Information  for  Authors 


Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that  they 
are  original,  have  never  before  been  published  nor 
submitted  elsewhere,  and  are  contributed  solely  to 
the  New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11042. 

Rejected  manuscripts  are  returned  by  regular  mail. 
Accepted  manuscripts  become  the  permanent 
property  of  the  JOURNAL  and  may  not  be  published 
elsewhere  without  written  permission  from  both  the 
author  and  the  JOURNAL.  The  JOURNAL  is  not  re- 
sponsible for  loss  of  manuscripts  through  circum- 
stances that  are  beyond  its  control. 

Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of  1976,  transmittal  letters  to 
the  editor  should  contain  the  following  language: 
“In  consideration  of  the  Medical  Society  of  the 
State  of  New  York  taking  action  in  reviewing 
and  editing  my  submission  entitled  (here  give 
title),  the  author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  MSSNY  in  the  event  that  such 
work  is  published  by  the  MSSNY.”  We  regret 
that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  all  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on  8V2- 
by-ll-inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  IV2 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  .or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and 
text. 

Permissions:  When  ma1<  rial  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
and  publisher  and  written  p rmission  from  these 
sources  included.  Where  work  i.  reported  from  a 


governmental  service  or  institution,  clearance  by 
requisite  authority  should  accompany  the  manu- 
script. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete  review 
of  the  literature  is  rarely  desirable.  The  references 
must  be  typed  double-spaced  and  are  to  be  numbered 
as  they  appear  consecutively  in  text,  with  their  po- 
sitions in  the  text  indicated.  An  alphabetized  bib- 
liography is  used  only  when  the  listing  is  of  books 
suggested  merely  for  supplementary  reading.  All 
references  must  be  checked  to  assure  complete  ac- 
curacy (an  inaccurate  reference  is  useless  to  the 
reader).  Each  journal  reference  must  include  au- 
thors) and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and  date. 
Complete  dates  (month,  day,  as  well  as  year)  are  to 
be  included  with  all  references  that  have  appeared 
within  the  last  three  years.  Include  with  book  ref- 
erences name  of  author(s)  and/or  editor(s)  with  ini- 
tials, title  of  book,  edition,  location,  publisher,  year, 
volume  if  given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter,  if 
this  is  not  the  same  as  the  author  of  the  book,  and  the 
title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  white,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Original  magnifi- 
cations should  be  noted.  Please  do  not  deface  il- 
lustrations by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They  may 
be  pasted  carefully  on  cardboard.  The  figure  num- 
ber, indication  of  the  top,  and  the  author’s  name  are 
to  be  attached  to  the  back  of  each  illustration. 
Legends  for  illustrations  should  be  typewritten  in  a 
single  list,  with  numbers  corresponding  to  those  on 
photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  should  carry 
with  them  written  permission  for  publication. 
Special  arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  corrections,  these  are  chargeable  to  the  au- 
thors. 

Reprints.  An  order  form  for  reprints  is  at- 
tached to  the  galleys  returned  to  authors  for  correc- 
tion and  approval. 


1678  New  York  State  Journal  ol  Medicine/October  1980 


Editorial 


A timely  reminder  to  all  physicians 

It  matters  not  what  your  political  viewpoint  is,  this 
appeal  still  applies  to  you.  Get  prepared  to  vote  on 
Election  Day  or  lose  your  most  precious  right  of  cit- 
izenship. 

In  these  troubled,  controversial  times  when  med- 
icine is  being  attacked  from  all  angles  and  by  every 
means,  fair  and  foul,  you  must  vote  not  only  as  a 


citizen  but  as  a physician.  If  you  do  not  take  time  to 
study  and  understand  the  issues  as  they  affect  you 
as  a physician,  then  find  no  fault  with  what  befalls 
you  and  forever  hold  your  peace! 

Be  alert;  do  your  bit. 

A.A.A. 


“Break  it  to  him  gently,  doctor.  Say  it  was  two  sets  of  twins.” 
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Scientific  Articles 


Milk  Meal  in  Children 

Gastrin  response 


Documentation  of  normal  gastrin  responses  in  chil- 
dren is  needed  to  be  able  to  compare  responses  in 
disease  states.  Plasma  gastrin  levels  following  a milk 
meal  were  studied  in  25  normal  children,  ages  6 to  15. 
Gastrin  levels  rose  in  each  subject  and  normal  fasting 
plasma  gastrin  levels  ranged  from  30  to  180  pg.  per 
milliliter.  For  two  hours  following  ingestion,  the 
plasma  gastrin  levels  in  younger  children  tended  to 
remain  elevated,  whereas  in  older  children  they  de- 
creased gradually  toward  the  fasting  values. 
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Gastrin  is  a polypeptide  hormone  of  low  molecular 
weight;  it  is  released  from  the  gastrin-producing  cells 
of  the  gastric  antrum  and  duodenum  and  stimulates 
secretion  of  acid  from  gastric  parietal  cells.  It  is  re- 
leased in  response  to  an  alkaline  pH  in  the  stomach, 
to  mechanical  distention  of  the  antrum,  to  cholinergic 
stimulation,  and  to  intravenous  calcium  infusion.1 
Protein  ingestion  also  stimulates  gastrin  release.1  In 
the  normal  adult,  a meat  or  high-protein  meal  stim- 
ulates a rise  in  serum  gastrin.2  In  adults  with  duo- 
denal ulcer,  a meat  meal  provokes  a peak  response  in 
30  minutes,  but  the  levels  tend  to  remain  higher  than 
those  of  normal  adults.3  It  has  been  assumed  that 
children  might  respond  similarly  to  normal  adults. 
To  assess  gastrin  responses  in  various  disease  states 
in  children,  it  is  of  clinical  importance  to  determine 
normal  gastrin  responses.  In  this  study,  plasma 
gastrin  levels  in  response  to  the  ingestion  of  whole 
cow’s  milk,  a protein-containing  food  frequently  in- 
gested by  children,  were  studied  in  25  healthy  chil- 
dren. 

Methods 

Subjects  chosen  as  normal  were  those  who  had  no 
evidence  of  gastrointestinal  disease.  Informed 
consent  was  obtained  from  the  parents  of  the  chil- 
dren who  served  as  subjects  of  this  investigation. 
Subjects  were  divided  into  two  age  groups:  Group 


1,  6 to  10  years  (10  subjects),  and  Group  2,  11  to  15 
years  (15  subjects).  No  subjects  had  a known  in- 
testinal reaction  to  milk,  nor  were  any  known  to  be 
lactase  deficient.  Following  an  overnight  fast,  a 
heparin  lock  was  inserted  in  a forearm  vein  and  a 
fasting  sample  of  blood  collected.  The  children  were 
then  given  360  ml.  (12.5  Gm.  protein)  of  homogenized 
whole  cow’s  milk.  Venous  blood  samples  were  then 
obtained  at  20,  40,  60,  and  120  minutes  after  drinking 
the  milk.  The  first  milliliter  of  blood  was  discarded, 
and  the  samples  were  collected  in  heparinized  tubes 
and  immediately  placed  on  ice.  Plasma  was  then 
separated  and  stored  at  minus  20°C.  until  assayed 
for  gastrin,  and  plasma  gastrin  determinations  were 
performed  in  duplicate.  The  concentration  was 
measured  by  radioimmunoassay  as  described  by  Tai 
and  Chey.4  Fasting  normal  adult  values  by  this 
method  are  50  to  150  pg.  per  milliliter. 

Results 

No  abdominal  symptoms  occurred  in  any  patient. 
Mean  fasting  and  postmilk-meal  immunoreactive 
gastrin  concentrations  in  Groups  1 (ages  6 to  10,  10 
children)  and  2 (ages  11  to  15, 15  children)  are  plotted 
in  Figure  1.  The  fasting  plasma  gastrin  levels  in  the 
youngerchildren  ranged  from  40  to  151  pg.  per  mil- 
liliter (X*  ± SEM,4  106  ± 35).  In  older  children, 
levels  ranged  from  31  to  181  pg.  per  milliliter  (X*  ± 
SEM,l  97  ± 47).  There  was  no  statistically  signifi- 
cant difference  in  fasting  levels  between  the  two 
groups. 

Plasma  gastrin  concentrations  increased  in  re- 
sponse to  the  milk  meal  in  all  subjects.  Gastrin  levels 
rose  within  20  minutes  in  24  of  the  25  subjects.  The 
mean  rise  in  plasma  gastrin  at  20  minutes  was  28  in 
the  younger  age  group  and  27  in  the  older  age  group. 

* Mean  of  the  sample. 

f Standard  error  of  the  mean. 
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FIGURE  1.  Gastrin  responses  to  milk  meal.  Individual  values  and  X ± SEM  plotted.  Asterisk  in  figure  equals  statistically 
significant  compared  with  fasting  value  at  p <0.01.  (A)  Group  1 (ages  6 to  10,  10  children).  (B)  Group  2 (ages  1 1 to  15, 
15  children). 


AGE  IN  YEARS 


FIGURE  2.  Gastrin  levels  at  120  minutes  in  25  children  fol- 
lowing milk  meal.  Individual  values  and  regression  line 
plotted. 

In  Group  1,  values  were  statistically  significantly 
increased  at  20,  40,  60,  and  120  minutes  compared 
with  fasting  values.  In  Group  2,  elevated  levels  were 
found  only  at  20  and  40  minutes.  Gastrin  levels 
continued  to  stay  elevated  in  the  younger  age  group 
(Fig.  1 A),  but  returned  to  mean  fasting  values  in  the 
older  age  group  by  120  minutes  (Fig.  IB).  Gastrin 
levels  at  120  minutes  are  plotted  by  age  in  Figure  2. 
The  tendency  for  gastrin  levels  to  return  toward 
fasting  values  by  120  minutes  increased  with  age. 
However,  the  correlation  coefficient  of  the  regression 
line  was  low. 

Comment 

A small  number  of  studies  of  the  change  in  plasma 
gastrin  in  response  to  a meal  in  children  have  been 
reported  in  the  literature/’  10  most  of  which  have 
been  in  the  neonate.59 


Niessen,  Steilner,  and  Breucha9  have  studied  the 
response  to  a milk  formula  in  children  from  prema- 
turity through  childhood  to  adolescence.  They 
found  decreasing  fasting  levels  of  serum  gastrin 
throughout  childhood,  starting  from  the  highest 
levels  at  birth.  They  also  found  that  as  children  grow 
older,  they  have  a higher  increment  of  rise  of  serum 
gastrin  in  response  to  a milk  meal.  However, 
Christie  and  Ament10  showed  no  difference  in  fasting 
levels  of  gastrin  in  children  ages  5 to  20.  They  have 
also  shown  that  normal  children  (ages  not  reported) 
respond  to  a meal  with  a rise  in  serum  gastrin  at  15 
through  60  minutes. 

Our  normal  children,  ages  6 to  15,  responded  to  a 
milk  meal  with  a rise  in  serum  gastrin  starting  as 
early  as  20  minutes,  confirming  the  findings  of 
Niessen,  Stilner,  and  Breucha9  and  Christie  and 
Ament.10  Our  results  also  show  a much  wider  range 
of  normal  fasting  values  than  do  those  of  Christie  and 
Ament,10  but  are  comparable  to  those  found  by  Janik 
et  al.11  We  did  not  show  a higher  increment  of  rise 
in  serum  gastrin  in  the  older,  compared  with  the 
younger,  age  group. 

The  tendency  toward  continued  elevation  of  gas- 
trin levels  in  the  younger-age  group  at  120  minutes 
is  an  interesting  finding.  In  adults,  the  gastrin  level 
following  a standard  meal  usually  peaks  at  30  min- 
utes and  drops  slowly  back  to  fasting  values  in  4 
hours.  Adults  with  duodenal  ulcer  continue  with 
elevated  levels  over  the  same  period  of  time.  In  our 
younger  children,  we  found  no  tendency  for  the 
gastrin  level  to  decline  by  120  minutes  after  the  meal; 
the  reason  for  this  is  not  clear.  The  fat  in  the  milk 
may  have  caused  delayed  gastric  emptying,  resulting 
in  continued  antral  distention  and  persistent  gastrin 
release  in  the  younger  children.  It  is  less  likely  that 
the  calcium  in  cow’s  milk  would  be  sufficient  to  cause 
continued  stimulation  of  endogenous  release  of  gas- 
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trin  in  these  children. 

Janik  et  al.1 1 noted  that  gastrin  levels  in  children 
tend  to  fall  as  fasting  time  increases.  This  implies 
that  frequent  feeding  may  keep  blood  gastrin  con- 
centrations physiologically  at  a higher  level.  Further 
studies  in  children  are  necessary  to  observe  the 
fluctuation  of  gastrin  levels  throughout  the  day  in 
relationship  to  feeding. 

Summary 

Plasma  gastrin  levels  following  a milk  meal  were 
studied  in  25  normal  children,  ages  6 to  15.  Gastrin 
levels  rose  in  each  subject.  Normal  fasting  plasma 
gastrin  levels  ranged  from  30  to  180  pg.  per  milliliter. 
For  two  hours  following  ingestion,  the  plasma  gastrin 
levels  in  younger  children  tended  to  remain  elevated, 
whereas  in  older  children  they  decreased  gradually 
toward  the  fasting  values. 
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Electronic  fetal  monitoring 
called  life-saving  technique 

EFM  (electronic  fetal  monitoring)  is  a valuable  asset  in 
management  of  pregnancy  and  labor,  says  a report  in  the 
August  15  Journal  of  the  American  Medical  Association. 

EFM  has  been  challenged  recently  as  unnecessarily  in- 
vasive of  the  expectant  mother  and  the  unborn  child,  and 
also  as  too  expensive,  Orvan  W.  Hess,  M.D.,  of  Yale  Uni- 
versity Medical  School,  New  Haven,  Connecticut,  points 
out. 

Dr.  Hess  cites  a number  of  studies  of  EFM  which  support 
the  belief  that  it  has  resulted  in  saving  lives  and  decreasing 
the  risk  of  brain  damage  that  may  result  from  oxygen  being 
cut  off  to  the  fetus  during  labor. 

The  use  of  EFM  for  the  fetus  at  risk  can  aid  in  timing 


intervention  to  favor  optimum  safety  for  mother  and  in- 
fant, Dr.  Hess  declares. 

“Such  benefits  to  society  seem  to  justify  the  added  cost 
and  continued  use  of  EFM.  One  can  predict,  in  view  of 
advances  in  electronics,  that  bioengineers,  physicians,  and 
industry,  working  together,  will  meet  the  challenge  to 
provide  better  and  less  costly  equipment.” 

EFM  equipment  improves  detection  of  fetal  heart  beat 
and  uterine  contractions.  A change  in  fetal  heart  beat  may 
indicate  impairment  of  circulation  of  oxygen-carrying 
blood  to  the  fetus,  with  potential  damage  to  the  infant, 
possibly  stillbirth,  he  says. 

The  careful  electronic  monitoring  permits  the  physician 
to  know  instantly  when  the  delivery  is  in  trouble  and  take 
steps  to  correct  the  problem  before  damage  is  done  to  the 
infant. 
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One  of  the  most  common  decisions  that  pediatri- 
cians make  every  day  is  whether  the  child  they  are 
evaluating  can  be  managed  as  an  outpatient  or  must 
be  admitted  to  a hospital.  Usually  a decision  is  easily 
made.  But  in  some  cases,  neither  traditional  inpa- 
tient hospitalization  nor  home  care  is  appropriate. 
The  physician  may  feel  that  the  illness  is  not  serious 
enough  to  warrant  the  level  of  care  usually  provided 
in  most  inpatient  settings;  however,  he  is  reluctant 
to  send  the  child  home,  fearing  that  the  condition 
may  worsen  and  go  unrecognized  without  the  moni- 
toring by  nurses,  physicians,  and  equipment  available 
at  the  hospital.  The  patient’s  signs  and  symptoms 
may  not  have  evolved  to  the  point  where  a diagnosis 
can  be  made.  The  physician  may  feel  he  has  inap- 
propriately used  inpatient  facilities  if  it  turns  out  that 
the  child  has  a minor  illness  or  no  illness  at  all. 
Conversely,  if  the  child  was  sent  home  and  his  con- 
dition deteriorated  necessitating  hospitalization,  the 
delay  in  providing  inpatient  management  might 
harm  the  child. 

To  provide  a possible  solution  to  the  dilemma  of 
outpatient  versus  inpatient  management,  several 
authors  have  recommended  the  use  of  a short-stay 
observation  unit.1  4 Such  a unit  was  included  in  a 
construction  project  revamping  the  emergency  and 
outpatient  departments  at  the  Children’s  Hospital 
of  Buffalo  in  1972. 

Description  of  unit 

The  OU  (observation  unit)  was  constructed  on  the 
first  floor  of  the  hospital,  adjacent  to  the  emergency 
department.  It  has  a large  room  with  four  beds  or 
cribs,  four  isolation  rooms,  and  a nursing  station.  It 
is  open  24  hours  a day,  7 days  a week.  Criteria  for 
admission  were  established:  (1 ) children  (0  to  21 

years)  could  be  admitted  from  any  source  (for  ex- 
ample, emergency  department,  outpatient  clinic,  or 
private  physician’s  office);  (2)  the  child’s  estimated 
length  of  hospitalization  should  he  less  than  24  hours; 
(3)  the  illness  should  not  he  severe  enough  to  require 
intensive  nursing  or  physician  care;  (4)  patients 
should  not  be  admitted  for  diagnostic  tests  such  as 
urine  or  blood  collections;  and  (5)  patients  for 
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short-stay  elective  surgical  procedures  could  be  ad- 
mitted if  they  require  less  than  24  hours  of  hospi- 
talization. Within  24  hours  of  admission,  a decision 
must  be  made  to  either  discharge  the  child  or  transfer 
him  to  an  inpatient  setting. 

The  service  (pediatrics,  surgery,  neurosurgery,  and 
so  forth)  admitting  the  child  to  the  OU  is  responsible 
for  his  care.  The  majority  of  children  in  the  OU  are 
on  the  pediatric  service.  They  are  cared  for  by  fac- 
ulty members  of,  and  house  officers  and  students 
assigned  to,  ambulatory  pediatrics.  Attending 
rounds  are  conducted  seven  days  a week. 

Patient  selection  is  important  in  operating  the  OU, 
to  keep  enough  beds  available  for  the  intended  pur- 
pose of  the  unit.  It  does  not  serve  as  a holding  area 
for  patients  waiting  to  be  admitted  to  an  inpatient 
service.  The  OU  is  an  area  where  care  for  a short 
term  can  be  delivered,  or  where  a child  can  be  ob- 
served to  decide  if  his  acute  problem  will  remain  mild 
enough  so  that  he  can  be  cared  for  at  home.  Some 
patients  whose  conditions  worsen,  or  who  need  fur- 
ther evaluation,  are  transferred  to  an  inpatient  ser- 
vice. Illnesses  such  as  bacterial  meningitis,  severe 
dehydration,  or  newly  diagnosed  diabetes  mellitus, 
are  examples  of  problems  that  should  not  be  admit- 
ted to  the  OU  because,  by  their  very  nature,  they 
require  longer  than  24  hours  of  hospitalization. 

A study  was  undertaken  to  assess  the  utilization 
of  the  OU. 

Methods 

All  admissions  to  the  OU  from  January  1, 1973,  to 
December  31,  1978,  were  reviewed  with  the  aid  of  a 
computer.  The  patient’s  age,  diagnosis,  and  day  of 
the  week  of  the  admission  were  recorded.  The 
computer  was  programmed  to  assign  each  patient  to 
1 of  10  arbitrarily  determined  diagnostic  categories. 
It  was  determined  if  the  patient  was  discharged  from 
the  OU  or  was  transferred  to  an  inpatient  setting. 

Diagnostic  categories 

I.  Respiratory  illnesses 

Examples:  Upper  respiratory  tract  infections 

Lower  respiratory  tract  infec- 
tions 
Asthma 

II.  Gastrointestinal  illnesses 

Examples:  Gastroenteritis 

Abdominal  pain 
Inflammatory  bowel  diseases 

III.  Neurologic  illnesses 

Examples:  Seizures 

Head  Trauma 

IV.  Accidental  ingestions 

V.  Social-psychological  problems 

Examples:  Child  abuse  and  neglect 

Suicide 
Drug  abuse 

Emotional  and  behavioral  prob- 
lems 

VI.  Trauma  (excluding  head  trauma) 

VII.  Elective  surgery 

Example:  Herniorrhaphy 


Age  (years) 

FIGURE  1.  Age  distribution  of  patients  in  observation  unit, 
1973  to  1978. 

VIII.  Chronic  illnesses 

Examples:  Sickle  cell  disease 

Diabetes  mellitus 
Cardiac  disease 
Renal  disease 

IX.  Infectious  diseases  (not  included  in  other  cate- 
gories) 

Examples:  Viral  meningititis 

Chicken  pox 

X.  Miscellaneous 

Results 

There  were  7,261  admissions  to  the  OU  in  the  six 
years  reviewed.  The  mean  age  was  74  months  (6.2 
years).  There  was  no  significant  change  in  mean  age 
over  the  six  years.  The  median  age  was  58  months 
(4.8  years).  The  age  distribution  of  the  children 
admitted  to  the  OU  is  shown  in  Figure  I.  Greater 
than  10  percent  of  the  patients  were  less  than  six 
months  of  age.  The  children  with  chronic  illnesses 
(category  VIII)  tended  to  be  slightly  older  than  the 
children  in  other  categories.  The  percent  of  children 
requiring  further  hospitalization  was  reasonably 
constant  throughout  all  ages.  Even  very  young  in- 
fants did  not  need  to  be  transferred  to  inpatient 
services  any  more  often  than  older  children  and  ad- 
olescents. 

The  number  of  children  in  each  diagnostic  cate- 
gory for  the  six  years  studied,  and  their  disposition, 
is  shown  in  Table  I.  Of  the  7,261  children  admitted 
to  the  OU,  only  17.1  percent  required  hospitalization 
for  longer  than  24  hours.  Children  with  respiratory 
problems  were  the  most  likely  to  require  further 


Many  acutely  ill  children  need  a period  of  observa- 
tion beyond  the  scope  of  an  outpatient  visit,  but  not 
requiring  all  the  services  available  in  a traditional 
inpatient  setting.  An  OU  (observation  unit)  was 
built  in  the  outpatient/emergency  department  of  a 
large  pediatric  hospital  for  children  needing  less  than 
24  hours  of  hospitalization.  Within  24  hours,  all 
children  were  either  discharged  home  or  transferred 
to  an  inpatient  unit  for  further  evaluation  or  treat- 
ment. This  study  assesses  the  utilization  of  the  OU. 
All  admissions  to  the  OU  over  a six-year  period  were 
reviewed  with  the  aid  of  a computer.  Each  of  the 
7,261  patients  reviewed  were  placed  into  one  of  ten 
arbitrarily  determined  diagnostic  categories.  82.9 
percent  of  the  children  were  able  to  be  discharged 
within  24  hours.  The  remaining  17.1  percent  needed 
to  be  transferred  to  an  inpatient  unit.  Children  with 
respiratory  problems  were  the  most  likely  to  require 
further  hospitalization,  and  children  with  accidental 
ingestions  were  the  least  likely.  Education  of  med- 
ical students  and  house  officers  was  enhanced  by  the 
opportunity  to  observe  the  evolution  of  some  common 
disease  processes.  An  OU  in  a pediatric  health  care 
facility  can  be  a useful  addition  to  the  outpatient  care 
and  evaluation  of  children. 


hospitalization,  and  children  with  accidental  inges- 
tions were  the  least  likely.  Several  trends  in  the  use 
of  the  OU  were  noted.  Admissions  for  elective  sur- 
gery (category  VII)  steadily  increased  from  6 percent 
of  the  admissions  in  1973  to  29  percent  of  the  ad- 
missions in  1978.  Admissions  for  respiratory  prob- 
lems (category  I)  fell  off  sharply  in  1976  and  re- 
mained low  through  1978.  The  remaining  eight 
categories  stayed  at  about  the  same  percentage  of 
annual  admissions  for  the  six  years  reviewed. 

There  were  fewer  admissions  to  the  OU  on  Sa- 
turday and  Sunday  than  on  weekdays.  A lower 
number  of  elective  surgical  admissions  on  weekends 
accounted  for  the  major  part  of  this  difference. 

Comment 

We  feel  that  the  OU  has  been  successful  in  pro- 
viding short-term  care  and  evaluation  to  a large 
number  of  children.  It  is  an  extension  of  the  am- 
bulatory care  of  children  in  that  it  allows  the  physi- 


TABLE  I.  Children  studied  and  disposition 


Diagnostic  Categories 

Number  of 
Patients 

Percent 

Percent 
Discharged 
From  OU 

Percent 
Transferred  to 
Inpatient  Service 

I. 

Respiratory 

1,275 

17.6 

68.5 

31.5 

II. 

Gastrointestinal 

909 

12.5 

81.5 

18.5 

III. 

Neurologic 

1,327 

18.3 

89.8 

10.2 

IV. 

Accidental  ingestion 

358 

4.9 

96.1 

3.9 

V. 

Social/Psychological 

350 

4.8 

78.6 

21.4 

VI. 

Trauma 

718 

9.9 

87.0 

13.0 

VII. 

Elective  surgery 

1,403 

19.3 

87.5 

12.5 

VIII. 

Chronic  illness 

544 

7.5 

79.6 

20.4 

IX. 

Infectious  diseases 

294 

4.0 

81.3 

18.7 

X. 

Miscellaneous 

83 

1.1 

83.1 

16.9 

Totals 

7,261 

100 

82.9 

17.1 
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cian  a prolonged  observation  period  in  which  to  make 
a decision  about  the  care  of  the  child. 

The  vast  majority  (82.9  percent)  of  OU  patients 
could  be  discharged  within  24  hours.  This  was  the 
direct  result  of  strict  enforcement  of  the  patient  se- 
lection criteria.  The  physician  in  charge  of  the  OU 
had  to  constantly  ward  off  admissions  of  children 
who  were  too  sick  or  complicated  to  be  cared  for  in 
the  unit.  In  addition,  there  were  pleas  from  physi- 
cians to  admit  children  electively  for  diagnostic  tests, 
such  as  12-  or  24-hour  urine  or  blood  collections. 
Such  admissions  were  not  allowed,  thus  reserving  the 
space  for  acutely  ill  children. 

Several  specific  types  of  admissions  to  the  OU 
merit  further  discussion.  In  1976,  the  faculty  re- 
sponsible for  the  pediatric  admissions  to  the  OU 
noted  that  most  of  the  children  with  asthma  were  not 
able  to  be  discharged  within  24  hours.  Therefore,  a 
policy  decision  was  made  to  prohibit  those  children 
who  still  had  significant  wheezing  after  treatment  in 
the  emergency  room  from  being  admitted  to  the  OU. 
That  decision  significantly  decreased  the  number  of 
children  with  respiratory  problems  in  the  OU,  and 
also  decreased  the  overall  percentage  of  children 
being  transferred  to  an  inpatient  service  from  the 
OU. 

Many  times  police  officers  or  social  workers  bring 
a child  to  the  hospital  because  of  abandonment  or 
imminent  danger  at  home.  Such  children  may  not 
have  any  organic  medical  problem.  However,  a rel- 
ative or  emergency  foster  parent  with  whom  to  place 
the  child  cannot  be  located.  In  these  instances,  the 
OU  serves  as  an  emergency  shelter  until  a better, 
nonhospital  setting  can  be  arranged. 

Another  situation  well  suited  for  OU  admission  is 
the  patient  whose  physical  appearance  is  much  more 
benign  than  would  be  suggested  by  the  history.  For 
example,  a parent  may  state  that  the  child  has  been 
experiencing  massive  diarrhea  and  emesis,  but  on 
examination  the  child  is  well  hydrated  and  appears 
normal.  In  the  OU,  the  child  can  be  observed  to 
validate  the  history.  The  parent  may  have  simply 
exaggerated  the  history,  and  be  in  need  of  some  ad- 
ditional health  and  parenting  education;  or  the  dis- 
crepancy between  the  subjective  and  objective 
findings  may  be  symptomatic  of  a serious  parenting 
disorder. 

Improved  patient  care  was  the  original  purpose  of 
the  unit;  improved  education  of  medical  students  and 
house  officers  has  been  an  additional  benefit.  The 
OU  allows  the  physician-in-training  to  observe  the 
evolution  of  an  acute  disease  over  a short  period  of 
time.  Most  outpatient  experiences  permit  the  stu- 
dent or  resident  to  reevaluate  a child  with  a common 
illness  a day  or  two  after  the  initial  visit.  Typically, 
the  major  changes  in  signs  and  symptoms  occur  at 
home.  In  the  OlJ,  the  student  can  observe  any  subtle 
changes  that  may  occur.  Furthermore,  he  can  learn 
how  rapidly  or  slowly  the  child’s  condition  evolves. 
Many  times  a physician  never  learns  about  the  dy- 


namic aspects  of  a disease  process  until  his  or  her  own 
children  are  ill. 

In  many  hospitals  a need  exists  for  a short-term 
diagnostic  unit  to  perform  tests  and  collect  speci- 
mens. Ambulatory  or  one  day  surgical  units  are  also 
useful.5-8  Our  hospital  combined  the  acute  care 
observation  unit  and  the  short-stay  surgical  unit  in 
one.  Each  hospital  has  to  assess  its  own  needs  and 
decide  on  the  optimal  utilization  of  its  short-stay 
areas.  Transfusions,  chemotherapy,  cardiac  cathe- 
terizations, and  endoscopies  are  examples  of  other 
uses  of  a short-stay  unit.  Any  treatment  or  evalua- 
tion that  is  too  complicated  for  an  outpatient  or  office 
visit,  but  does  not  require  all  the  services  available 
in  traditional  inpatient  settings,  could  be  candidates 
for  observation  unit-type  areas. 

Like  other  specialized  hospital  units,  the  OU  has 
become  proficient  in  the  delivery  of  health  care  to  a 
special  population,  such  as  the  child  requiring  less 
than  24  hours  of  hospital  care.  In  the  OU  there  is  a 
limited  amount  of  time  (24  hours)  to  accumulate  all 
the  data  necessary  to  make  a decision  on  the  patient’s 
disposition.  The  time  limit  serves  as  a potent 
stimulus  to  both  physicians  and  nurses  to  accomplish 
this  task.  On  an  inpatient  service,  there  may  exist 
the  attitude  that  “if  it  doesn’t  get  done  today,  it  will 
get  done  tomorrow,”  allowing  the  patients  to  languish 
in  the  hospital  needless  extra  days.  The  OU  staff  has 
acquired  a pattern  of  behavior  facilitating  efficient 
and  effective  care  within  a limited  time  frame. 

An  observation  short-stay  unit  can  serve  many 
different  needs  that  are  usually  present  in  a large 
pediatric  health  care  facility . It  can  be  an  aid  to  the 
outpatient  care  of  children  and  a unique  learning 
experience  for  physicians-in-training. 

The  Children’s  Hospital  of  Buffalo 
219  Bryant  Street 
Buffalo,  New  York  14222 
(DR.  ELLERSTEIN) 
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Scientific  Sessions  held  at  Lenox  Hill 
Hospital  October  29,  1979 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Cardiovascular  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


First  Meeting,  1979-1980 


The  first  meeting  of  the  New  York  Society  for 
Cardiovascular  Surgery  was  held  on  October  29, 1979, 
at  Lenox  Hill  Hospital,  New  York  City.  Joseph  A. 
Buda,  M.D.,  President  of  the  Society,  was  in  the 
chair. 

Dr.  Buda:  I would  like  to  welcome  you  to  the  first 
scientific  meeting  of  the  New  York  Cardiovascular 
Society  for  the  1979-1980  season. 

This  Society  was  the  first  vascular  group  organized 
in  this  country  and  has  been  a forum  for  the  exchange 
of  ideas  and  for  presentation  of  clinical  results  by 


Vascular  Injuries 

Eleven-year  experience  at 
Metropolitan  Hospital 

P.  V.  PATHANJALI  SHARMA,  M.D.* 
SATEESH  C.  BABU,  M.D.* 

PRAFULL  V.  BOLE,  M.D.* 

CARLOS  H.  MEYER,  M.D.* 

ARTHUR  ROSENSTOCK,  M.D.* 

ROY  H.  CLAUSS,  M.D. 

WILLIAM  M.  STAHL,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  Metropolitan  Hospital  Center, 
New  York  Medical  College 

During  the  period  1968  to  1978, 185  patients  with 
211  arterial  injuries  were  treated  in  Metropolitan 
Hospital  Center.  In  175  instances,  that  is,  151  pa- 
tients, these  injuries  involved  arteries  of  the  ex- 
tremities. Penetrating  gunshot  and  stab  wounds 
accounted  for  81  percent  of  the  injuries.  In  patients 
* By  invitation. 


surgeons  in  the  New  York  area  who  have  been  par- 
ticularly interested  in  cardiac  and  vascular  diseases 
and  their  treatment. 

The  members  of  the  Society  have,  in  the  past,  been 
prominent  in  the  history  of  advances  in  the  treatment 
of  vascular  problems,  and  we  hope  to  continue  this 
tradition.  As  well,  we  hope  to  continue  the  Society’s 
role  as  a forum  for  the  exchange  of  ideas  and  to 
maintain  open  discussion  of  concepts.  With  this  in 
mind,  the  program  committee  has  organized  a stim- 
ulating and  thought-provoking  program. 

The  general  topic  for  this  meeting  is  “vascular 
trauma.’’ 

The  following  article  is  abstracted. 


with  extremity  artery  injuries,  more  than  one  half, 
56.3  percent,  had  persistent  loss  of  pulse  distal  to 
injury,  9.3  percent  had  transient  loss  of  pulse,  and 

22.5  percent  of  patients  had  no  loss  of  pulse.  The 
decision  for  operation  was  based  on  clinical  grounds. 
Preoperative  angiogram  was  rarely  needed,  necessary 
in  only  16.2  percent  of  cases,  whereas  intra-  or  post- 
operative angiogram  was  routine.  Among  the  pa- 
tients with  extremity  artery  injury  arriving  in  shock, 

11.6  percent  of  the  total,  80  percent  had  associated 
venous  injury.  There  were  no  cases  of  pulmonary 
embolism  although  there  were  53  patients,  28.6 
percent,  with  concomitant  venous  injuries.  Despite 
a twofold  increase  in  the  incidence  of  multiple  arte- 
rial injuries  in  the  last  five  years  of  the  study,  there 
was  a 50  percent  reduction  in  the  incidence  of  shock 
on  arrival,  because  of  rapid  transportation  and  re- 
suscitation during  transit.  The  overall  amputation 
rate  was  2.7  percent.  If  the  limbs  at  risk  of  loss  were 
considered,  that  is,  131  major  arterial  injuries  in  the 
extremities,  the  amputation  rate  was  0.75  percent. 
The  highest  incidence  of  amputation  occurred  in 
popliteal  artery  injuries,  a rate  of  9 percent.  The 
mortality  rate  for  the  entire  series  was  10.3  percent. 
There  were  no  deaths  occurring  in  patients  with  in- 
juries limited  to  the  vascular  system,  all  deaths  oc- 
curring in  patients  with  multiple  organ  trauma. 
Determination  of  injury  severity  score  using  the 
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Abbreviated  Injury  Scale  (AIS)  was  found  to  be  a 
valuable  indicator  of  both  the  severity  of  injury  and 
result  of  therapy,  since  there  were  no  fatalities  in 

Transcatheter  Therapeutic 
Embolization 

In  trauma  and  vascular  malformation 


JAMES  CHANG,  M.D. 

New  York  City 

From  the  Department  of  Radiology,  St.  Vincent’s 
Hospital  and  Medical  Center 


The  wide  applicability  of  transcatheter  embolic 

Scintiangiographic 
Evaluation  for 
Peripheral  Arterial  Trauma 


CHARLES  M.  MOSS,  M.D. 

The  Bronx,  New  York 

FRANK  J.  VEITH,  M.D. 

The  Bronx,  New  York 

AMIEL  Z.  RUDAVSKY,  M.D. 

The  Bronx,  New  York 

From  the  Departments  of  Surgery  and  Medicine  and  the  Nuclear 
Medicine  Laboratory,  North  Central  Bronx  Hospital,  Montefiore 
Hospital,  and  Albert  Einstein  College  of  Medicine,  The  Bronx, 
and  the  Department  of  Surgery,  Hackensack  Hospital, 
Hackensack,  New  Jersey 


We  have  investigated  the  use  of  noninvasive  SA 
(scintiangiography)  as  an  imaging  modality  to  screen 
a series  of  patients  for  arterial  injury  after  pene- 
trating extremity  trauma.  This  study  was  under- 
taken to  determine  whether  this  technique  could 
avoid  the  necessity  for  CA  (contrast  arteriography) 
and/or  operative  intervention  in  those  patients  not 
requiring  immediate  operation  because  of  hemor- 


patients  with  injury  severity  score  of  less  than  45. 
The  following  article  is  abstracted. 


therapy  has  been  well  documented  in  recent  years. 
This  therapeutic  modality  has  proved  to  be  partic- 
ularly useful  in  the  post-traumatic  patient.  The 
purpose  of  this  presentation  is  to  demonstrate  its 
applicability  in  a wide  variety  of  clinical  situations 
and  organ  systems.  It  has  been  successfully  utilized 
in  solid  visceral  organs,  the  retroperitoneum,  pelvis, 
and  the  extremities.  Bleeding  was  successfully 
controlled  in  26  of  28  cases  of  post-traumatic  hem- 
orrhage. Examples  of  the  use  of  embolic  therapy  in 
vascular  malformations  will  also  be  presented.  In 
addition,  criteria  for  selection  of  the  embolic  mate- 
rials and  delivery  systems  currently  available  will  be 
discussed. 

The  following  article  is  abstracted. 


rhage  or  ischemia.  Additionally,  we  also  wished  to 
ascertain  whether  or  not  the  sensitivity  of  SA  was 
such  that  all  significant  arterial  injuries  could  be 
identified. 

There  were  106  patients  studied  by  this  technique 
within  48  hours  of  injury;  the  technique  involves  se- 
quential recording  of  images  obtained  from  a stan- 
dard gamma  camera  following  the  intravenous  in- 
jection of  technetium-99m.  There  were  four  tech- 
nically unsatisfactory  studies.  Evidence  of  arterial 
injury  was  detected  by  SA  in  27  patients  and  con- 
firmed by  CA  or  operation.  Five  false  positive 
findings  were  detected;  75  scintiangiograms  were 
interpreted  as  showing  normal  results.  Of  these 
studies,  20  were  confirmed  by  CA.  The  remaining 
55  studies  were  confirmed  by  clinical  follow-up  of  the 
patients  for  from  2 to  62  months,  mean  21  months, 
without  any  evidence  of  arterial  injury  being  de- 
tected. In  two  instances  of  arterial  injury  confirmed 
at  operation,  SA  detected  the  injury  where  CA  failed 
to  detect  it. 

This  study  indicated  that  SA  is  a reliable  method 
for  the  accurate  evaluation  of  possible  peripheral 
arterial  injury.  The  sensitivity  of  100  percent  and 
specificity  of  80  percent  as  well  as  our  favorable  ex- 
perience with  a further  clinical  series  of  75  cases  make 
it  our  procedure  of  choice  for  screening  patients  with 
possible  peripheral  arterial  injury. 

The  following  article  is  abstracted. 
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Difficult  Venous  Injuries 


JESSE  BLUMENTHAL,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  St.  Vincent’s 
Hospital  and  Medical  Center 


Current  trends  in  vascular  surgery  are  to  repair  all 
venous  injuries.  Rich  has  shown  superior  results 
with  repair  of  both  structures  with  combined  venous 
and  arterial  injuries.  This  report  is  of  personal  series 
and  experiences  with  two  difficult  venous  injuries, 
that  is,  common  femoral  vein  and  vena  cava. 

Common  femoral  vein 

Injuries  to  the  common  femoral  vein  are  associated 
with  profuse  bleeding  and  hypotension.  Injury  is 
often  tangential,  with  back  bleeding  from  tributaries. 
In  a Vietnam  experience  with  51  isolated  venous  in- 
juries, 7 involved  the  common  femoral  vein;  the  av- 
erage blood  replacement  was  4,300  cc. 

In  the  present  series,  seven  patients  with  8 venous 
injuries,  ranging  in  age  from  18  to  28  years,  were 
studied;  three  of  the  patients  had  associated  arterial 
injuries.  There  was  one  instance  of  a gunshot  wound 
and  six  of  stab  wounds.  Clinical  presentations  var- 
ied, from  tachycardia  to  actual  cardiac  arrest;  mod- 
erate to  severe  hypotension  was  observed.  Complete 


patient  data  are  in  Table  I. 

Results.  The  results  in  these  seven  patients  were 
as  follows:  one  patient  had  a ligation  and  survived; 
of  the  remaining  six  patients  who  had  repairs,  five 
survived.  Follow-up  therapy  included  three  veno- 
grams patent  from  6 to  20  months  and  two  that  were 
patent  by  Doppler  in  follow-up. 

Problems  with  this  injury  involve  bleeding  and 
control  of  the  vessel.  Mobilization  for  repair  can  be 
difficult. 

Principles  of  management.  Management  of 
common  femoral  vein  injuries  includes:  direct 

pressure  over  laceration  and  femoral  triangle;  blood 
availability  and  replacement;  fluid  resuscitation  and 
adequate  intravenous  lines;  autotransfusions,  if 
available;  direct  exposure  in  wound,  pressure  on 
edges;  intraluminal  tamponade,  and  use  of  Foley  and 
Fogarty  catheters;  mobilization;  and,  repair. 

Vena  cava 

Injuries  to  the  vena  cava  post  similar  problems 
with  significant  blood  loss  after  injury.  Blood  loss 
is  often  contained  in  the  retroperitoneum,  and  mas- 
sive bleeding  only  occurs  in  the  operating  room. 
Survival  often  depends  on  associated  injuries,  which 
may  be  blunt,  penetrating,  or  iatrogenic. 

Principles  of  pressure  tamponade,  stay  sutures, 
and  repair  as  well  as  prevention  of  iatrogenic  injuries, 
are  stressed. 

The  following  report  will  be  given  in  its  en- 
tirety. 


TABLE  I.  Patient  data 


Patient 

Number 

Pulse 

Blood 
Pressure 
(mm.  Hg) 

Blood 

Replacement 

(cc.) 

Fluid 

Auto  T 

1 

120 

80/60 

4,000 

2,000 

2 

120 

100/70 

1,000 

2,000 

3 

0 

0 

3,500 

5,500 

4 

0 

0 

1,500 

2,000 

5 

150 

0 

500 

5,500 

4,000 

6 

180 

30/0 

4,000 

6,500 

4,500 

7 

120 

0 

5,000 

9,000 

4,000 
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TABLE  I.  Mode  and  sites  of  injury 


Functional  Impairment 
of  Extremities 

After  management  of  vascular  trauma 


P.  SHAH,  M.D.* 

N.  AGARWAL,  M.D.* 

G.  RAMIREZ-SCHON,  M.D.* 

K.  ITO,  M.D.* 

B.  REYNOLDS,  M.D.* 

R.  CLAUSS,  M.D.* 

The  Bronx,  New  York 

From  the  Lincoln  Medical  and  Mental  Health  Center-New  York 
Medical  College  Affiliation 


In  World  War  II  the  practice  of  ligation  of  injured 
arteries  of  extremities  resulted  in  an  amputation  rate 
of  49.1  Salvage  of  extremities  in  the  Korean  War  by 
aggressive  vascular  repair  decreased  the  amputation 
rate  to  13. 2 During  the  Vietnam  War  vascular  repair 
was  the  rule.  Associated  injuries  to  the  bone,  vein, 
and  soft  tissues  were  recognized  and  solved.3-6  In 
the  past  decade  many  civilian  centers  reported  their 
experiences  of  limb  salvage  after  successful  vascular 
repair.  However,  most  war-time  and  civilian  reports 
lack  information  regarding  the  functional  status  of 
limbs  after  being  saved  by  vascular  repair.7-9 

A review  of  our  experience  categorized  the  func- 
tional status  of  limbs  after  repair  of  vascular  trauma 
and  began  to  identify  factors  responsible  for  impaired 
function  of  the  extremities. 

Clinical  material 

Inpatient  hospital  records  and  outpatient  reha- 
bilitation medicine  records  of  71  patients  with  vas- 
cular injuries  to  the  extremities  treated  at  Lincoln 
Hospital  during  the  years  1974  to  1978  were  analyzed. 
There  were  63  male  and  8 female  patients,  with  ages 
ranging  from  5 to  72  years,  and  with  mean  age  of  27 
years.  Modes  of  injury  and  anatomic  distribution 

* Ry  invitation. 


Data 

Number  of 
Patients  (71) 

Mode  of  injury 

Gunshot  wound 

26 

Stab  wound 

22 

Blunt  trauma 

17 

Shotgun  wound 

6 

Sites  of  injury 

Subclavian 

7 

Axillary 

3 

Brachial 

20 

Radial/ulnar 

11 

Femoral 

17 

Popliteal 

8 

Tibial 

5 

TABLE  II. 

Associated  injuries 

Location  Artery 

Nerve 

Vein  Bone  Tendon 

Subclavian  7 

3 

1 

3 

Axillary  3 

1 

2 

1 

Brachial  20 

10 

10 

6 

Radial/ulnar  11 

2 

0 

2 5 

Femoral  17 

6 

12 

4 

Popliteal  8 

2 

4 

4 

Tibial  5 

1 

0 

4 

of  injuries  to  arteries,  associated  nerve,  bone,  vein, 
and  tendon  are  shown  in  Tables  I and  II.  Standard 
methods  of  repair  were  employed  (Table  III),  with 
the  expected  average  results. 

Seventy-one  patients  were  admitted  with  injuries 
to  arteries  of  extremities.  Four  of  these  patients 
died;  arteries  were  ligated  in  8 extremities  and  re- 
paired in  59.  Of  29  vein  injuries,  15  were  repaired. 
Among  bone  and  joint  injuries,  24  in  all,  21  were 
treated  by  closed  methods,  and  3 had  open  operative 
treatment.  Of  25  nerve  injuries  9 were  in  the  lower 
limb,  and  no  surgical  treatment  was  given  at  any 
time.  In  16  upper-extremity  nerve  injuries  4 were 
managed  by  primary  repair,  delayed  repair  in  7,  and 
no  surgical  treatment  in  5 (Table  IV).  In  all  in- 
stances tendon  injuries  were  managed  by  primary 
repair. 

Results 

Four  patients  died.  Three  expired  of  exsangui- 
nation  from  subclavian  or  axillary  artery  injuries  and 


TABLE  III.  Types  of  repair 


Location 

End-to-end 

Vein 

Graft 

Pros- 

thesis 

Lateral 

Suture 

Liga- 

tion 

None 

Clotted 

Redo 

Subclavian 

3 

2 

1 

0 

1 

0 

0 

Axillary 

0 

1 

0 

1 

1 

0 

3 

1 

Brachial 

16 

3 

0 

1 

0 

0 

0 

Radial/ulnar 

8 

0 

0 

0 

3 

0 

0 

Femoral 

8 

5 

1 

2 

1 

0 

0 

Popliteal 

2 

6 

0 

0 

0 

0 

2 

1 

Tibial 

0 

0 

0 

1 

2 

2 

0 

Totals 

37 

17 

2 

5 

8 

2 

5 

T 
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TABLE  IV.  Nerve  injuries  (involving  the  extremities)  TABLE  V.  Reasons  and  sites  for  amputations 


/ Repair 

Areas  None  Primary  Delay  Total 


Upper  extremity 

Axilla:  brachial  plexus 
Upper  arm  + elbow 

3 

0 

0 

3 

Median  + radial  + 

1 

0 

0 

1 

ulnar 

Median  + radial 

0 

0 

l 

l 

Median  + ulnar 

0 

0 

1 

l 

Median 

l 

3 

2 

6 

Radial 

0 

0 

1 

l 

Ulnar 

Wrist  + forearm 

0 

0 

1 

l 

Median 

0 

1 

0 

l 

Median  + ulnar 

0 

0 

1 

1 

Totals 

5 

4 

7 

16 

Lower  extermity 

Femoral 

2 

0 

0 

2 

Sciatic 

3 

0 

0 

3 

Peroneal  + post-tibial 

2 

0 

0 

2 

Peroneal 

2 

0 

0 

2 

Totals 

9 

0 

0 

9 

two  in  spite  of  ligation  of  arteries. 

One  patient  died 

of  pulmonary  embolism 

on 

the  sixth  day  after  injury, 

while  in  bilateral  long-leg  casts  for  fractures  of  both 

bones  in  both  legs. 

Five  amputations  were  performed,  three  because 

of  prolonged  thrombosis  after  delay 

in  diagnosis,  and 

two  because  of  extensive  injuries  to  soft  tissues  and 

bone  that  precluded  repair  (Table  V). 

Sixty-two  extremities  were  salvaged,  60  with  pa- 
tent arteries.  Only  34  patients  (55  percent)  had  ex- 
tremities with  a normal  function.  Nerve  injury 
caused  functional  impairment  in  24  instances. 
Disability  was  produced  by  bone  abnormality  in 
three  patients  and  tendon  malfunction  in  one  pa- 
tient. 

Comment 

In  the  early  days  of  arterial  reconstruction,  the 
success  of  vascular  repair  was  judged  by  the  salvage 
of  the  extremity  involved.  The  related  problems  of 
early  diagnosis,  indications  for  operation,  surgical 
techniques,  use  of  angiogram,  management  of  asso- 
ciated injuries,  and  prevention  of  infection  largely 
were  solved  by  subsequent  experience.10,11  However, 
well-revascularized  extremities  often  are  found  to  be 
functionally  less  than  satisfactory.  Twenty-eight  (45 
percent)  of  our  62  patients,  alive  and  with  limbs  ad- 
equately vascularized,  had  significant  functional 
impairment  secondary  to  the  associated  injuries 
(Table  VI).  Nerve  injury  was  responsible  for  most 
of  the  impairments  observed.  Literature  reports  of 
nerve  injuries  associated  with  arterial  trauma  range 
from  8.1  percent  (Bole7)  to  45  percent  (Smith12). 
Nerve  dysfunction  is  a determining  factor  in  the 
ultimate  function  of  a limb.12,13  While  many  asso- 
ciated bone,  vein,  and  tendon  injuries  occur,  (Rich, 
28.5  percent  bone,  37.7  percent  vein;  Lincoln  Hos- 
pital, 21  percent  bone,  40  percent  vein),  four  of  28  (14 


' Thrombotic  Destroyed  Bone \ 

Ischemia  after  Soft  Tissues  after 


Locations 

Dislocation 

Dislocation 

Fingers  at  metacarpo- 

1 

phalangeal  joints 

Toes  at  metatarso- 

1 

phalangeal  joints 

Above  knee 

2 

1 

TABLE  VI.  Functional  impairment  of  extremities 

Upper 

Lower 

Condition 

Extremity 

Extremity 

Motor  recovery,  sensory  loss 

4 

2 

Sensory  loss,  motor  loss 
(residual) 

2 

1 

Sensory  and  motor  loss 

6 

5 

No  recovery  until  lost  to 
follow-up 

3 

1 

Limitation  of  knee-joint 
motion 

2 

Osteomyelitis  with  prolonged 
non-weight-bearing 
ambulation 

1 

Limitation  of  finger 
movement 

1 

percent)  of  our  patients  were  limited  by  them,  but 
not  the  remainder  (85  + percent). 

Deciding  how  to  record  functional  status  is  diffi- 
cult. The  unique  and  complex  functions  of  the 
upper  and  of  the  lower  extremity  vary.  Demands 
on  functions  of  extremities  are  individualized  by 
occupation,  life-style,  and  age.  Estimation  of  sen- 
sory and  motor  integrity,  mobility  of  joints,  and 
freedom  from  pain  are  too  gross  as  criteria  for  eval- 
uating function  versus  impairment.  Better  deter- 
minations are  made  by  evaluating  prehension, 
movement  at  different  joints,  and  return  of  protec- 
tive and  fine  sensations  in  the  upper  extremity. 
Ability  to  walk  on  uneven  surfaces,  to  climb  stairs  by 
step-over-step  pattern,  and  the  return  of  protective 
and  fine  sensation  may  be  used  to  assess  the  lower 
limb. 

Conclusion 

Our  retrospective  review  highlights  the  fact  that 
a viable  extremity  is  not  necessarily  a functional  ex- 
tremity. At  Lincoln  Hospital  (in  the  past  18  months) 
the  general,  vascular,  and  hand  surgeons  initially 
manage  patients  with  arterial  and  associated  injuries, 
initially  using  microtechniques,  as  necessary,  for 
primary  tendon  and  nerve  repairs,  along  with  arterial 
and  venous  reconstruction.  The  rehabilitation 
medicine  physicians  do  early  assessment,  on-going 
rehabilitation,  and  critical  evaluation. 

We  are  determined  to  improve  our  results! 
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tion for  the  contributions  made  by  Don  C.  Prommas,  M.D.,  to  the 
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Discussion 


Dr.  Buda  opened  the  meeting  to  general  discus- 
sion. The  editor  has  taken  the  liberty,  because  of 
space  restrictions,  to  summarize  the  discussions 
which  were  lively  and  informative. 

Malcolm  Perry,  M.D.,  said  that  delay  in  the  diag- 
nosis of  vascular  trauma,  as  pointed  out  repeatedly 
by  the  essayists,  has  resulted  in  real  tragedy.  He 
stated  that  patients  who  have  dislocation  at  the  knee 
are  very  likely  to  have  popliteal  injury.  He  felt  that 
early  diagnosis  usually  means  contrast  arteriography. 
He  felt  that  Dr.  Moss’s  experience  with  scintian- 
giographic  evaluation  for  peripheral  trauma  may 
provide  an  alternative  method  for  penetrating 
trauma,  but  may  not  be  accurate  in  blunt  trauma. 
He  noted  that  22  percent  of  the  patients  in  Dr. 
Sharma’s  series  failed  to  have  a diminished  pulse, 
and  that  in  his  own  initial  studies  18  percent  failed 
to  have  a diminished  pulse;  this  was  later  reduced  to 
10  percent.  The  presence  of  a pulse  does  not  pre- 
clude proximal  injury,  and  this  implied  further  di- 
agnostic techniques.  Dr.  Perry  again  emphasized  the 
need  for  early  repair  of  vascular  injuries.  He  believes 
that  late  repair  creates  its  own  difficult  problems, 
particularly  in  the  management  of  false  aneurysms. 
Dr.  Perry  emphasized  his  points  by  showing  several 
cases  in  which  only  the  arteriogram  revealed  the  ar- 
terial injury;  however,  even  the  arteriogram  may  not 
reveal  the  extent  of  the  arterial  injury.  Dr.  Perry 
then  discussed  the  problem  of  larger  venous  injuries. 
He  agreed  with  Dr.  Blumenthal  that  simultaneous 
repair  of  major  veins  was  indicated,  even  to  the  ex- 
tent of  repairing  a single  poj  > i eal  vein.  He  believes 
in  repair  of  the  common  femoi  il  and  the  suprarenal 


cava.  With  regard  to  blunt  trauma  to  the  abdomen, 
Dr.  Perry  noted  that  when  active  bleeding  was  en- 
countered, the  patients  did  not  seem  to  do  well.  He 
found  that  most  of  the  retroperitoneal  hematomas 
were  self-contained  and  did  not  bleed  until  the  sur- 
geon opened  them.  In  his  own  series  79  percent  who 
had  a proved  injury  of  the  vena  cava  also  had  asso- 
ciated injuries  of  other  retroperitoneal  structures.  If 
the  injury  was  above  the  renal  veins  or  at  the  renal 
veins  it  was  serious.  Injuries  below  the  renal  veins 
are  a little  easier  to  handle.  He  felt  that  Dr.  Chang’s 
technique  for  handling  pelvic  fractures  was  most 
interesting  and  worthwhile.  Dr.  Perry  agreed  with 
Dr.  Shah  that  a team  approach  to  the  repair  of  nerve 
injuries  at  the  time  of  the  repair  of  a vessel  injury  was 
of  great  importance.  He  felt  that  Dr.  Sharma’s  re- 
sults, only  2 in  22  patients  with  popliteal  injuries,  was 
very  good.  He  agreed  with  Dr.  Sharma  that  early 
fasciotomy  was  important  and  that  early  coverage  of 
the  fasciotomy  wound  was  equally  necessary.  Dr. 
Perry  supported  Dr.  Chang’s  plea  for  early  studies 
and  was  interested  in  the  use  of  the  embolization 
technique  for  controlling  bleeding  from  liver  frac- 
tures. Dr.  Perry  wondered  how  often  one  could  re- 
peat scintiangiography  without  danger  of  radiation 
over-exposure  and  whether  associated  soft  tissue 
injuries  or  fractures  interfere  with  its  interpretation. 
Dr.  Sharma  felt  that  the  factors  contributing  to  the 
low  incidence  of  amputation  in  popliteal  artery  in- 
juries in  this  series  as  compared  with  the  trend  in 
current  literature  are  the  following: 

1.  Repair  of  major  venous  injury  recognized  at  the 
time  of  arterial  repair. 

2.  Use  of  systemic  or  distal  heparin  during  surgical 
repair  unless  head  injury  or  some  other  valid 
contraindication  existed. 

3.  Liberal  use  of  fasciotomy,  where  indicated  by 
compartmental  pressure  measurements,  and  the 
use  of  split-thickness  skin  grafts  to  cover  the  de- 
fects of  fasciotomy,  within  48  to  72  hours. 

4.  In  one  instance  bypassing  the  area  of  crush  injury 
completely  with  a vein  graft  from  the  distal  su- 
perficial femoral  artery  to  distal  posterior  tibial 
artery.  Of  the  two  patients  who  had  amputation, 
one  resulted  from  an  improper  fixation  of  an  un- 
stable fracture  leading  to  venous  thrombosis  fol- 
lowed by  thrombosis  of  arterial  repair.  The  sec- 
ond had  severe  soft-tissue  destruction  and  infec- 
tion distal  to  the  arterial  repair  which  necessitated 
amputation  despite  a patent  vascular  recon- 
struction. 

Dr.  Sharma  considers  any  injury  in  the  vicinity  of 
a major  artery  an  indication  for  angiogram  even  in 
the  absence  of  obvious  signs  of  arterial  injury. 
However,  in  patients  with  clinically  obvious  arterial 
injury,  the  angiogram  did  not  add  any  information 
on  the  status  of  distal  vasculature  but  only  delayed 
repair.  The  nonavailability  of  isotope  angiography 
has  necessitated  the  use  of  contrast  angiography, 
although  from  Dr.  Moss’s  presentation  he  felt  isotope 
angiography  is  a valuable  adjunct  in  the  management 
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of  arterial  trauma.  Dr.  Chang  felt  that  the  emboli- 
zation technique  was  particularly  valuable  in  pelvic 
fractures  because  of  its  ability  to  identify  the  bleeding 
sites,  to  get  into  small  branches,  and  to  achieve  he- 
mostasis without  occluding  the  entire  hypogastric 
artery.  Dr.  Chang  felt  that  early  embolization  was 
most  important.  Dr.  Moss  felt  that  at  this  time  he 
could  not  advise  the  use  of  scintiangiography  in  blunt 
trauma  since  massive  tissue  destruction  does  confuse 
the  image.  He  said  that  he  had  had  no  success  at  all 


Herbal  medicine  followers 
risk  serious  injury  or  death 

Those  who  reject  conventional  medical  services  and  turn 
to  herbal  remedies  and  “self-help”  medicine  run  risk  of 
inflicting  serious  injury  or  death  on  themselves,  says  an 

1 editorial  in  the  April  4 Journal  of  the  American  Medical 
Association. 

Drs.  Julian  Gold  and  Willard  Cates,  Jr.,  of  the  Center  for 
Disease  Control,  Atlanta,  point  to  a recently  reported  ep- 
isode in  Denver  in  which  three  young  women  used  penny- 
royal oil  obtained  in  a health  food  store  to  induce  abortion. 
One  died  and  another  was  seriously  ill. 

The  Food  and  Drug  Administration  regulates  conven- 
tional medicines  to  insure  they  are  safe  and  effective,  but 
FDA  has  little  control  over  herbal  medicines  and  health 
food  stores,  Drs.  Gold  and  Cates  point  out. 

There  is  only  speculation  as  to  why  the  women  turned 
to  the  dangerous  herbal  remedy  rather  than  using  con- 
ventional services  to  terminate  pregnancy,  they  say.  In 
their  area,  Colorado,  legally  induced  abortion  is  widely 
available  and  Colorado  is  using  state  funds  to  finance 
abortions  for  low-income  women.  In  fact,  one  of  the  three 
had  a previous  legal  abortion,  with  satisfactory  results. 
The  Atlanta  doctors  write: 


with  the  chest  due  to  the  background  image  of  the 
lungs.  However,  in  the  neck  he  has  been  able  to 
detect  small  degrees  of  stenosis  and  intimal  flaps. 
These  cases  have  been  confirmed  by  contrast  arte- 
riography. He  hoped  that  the  new  computed  tech- 
niques would  enable  enhancement  of  the  image. 

Dr.  Blumenthal  reiterated  the  fact  that  venous 
injuries  cause  most  of  the  problems.  He  believed 
that  Dr.  Chang’s  embolization  techniques  are  life- 
saving. 


“The  women’s  reasons  for  turning  to  herbal  substances 
to  terminate  unwanted  pregnancies  seem  to  be  part  of  a 
subtle  movement  away  from  conventional  medical  services. 
Among  some  U.S.  subcultures,  reliance  on  herbal  remedies 
is  apparently  increasing.” 

“The  higher  cost  of  conventional  medicine,  as  well  as  a 
trend  toward  ‘self-help’  medicine,  are  reportedly  contrib- 
uting to  this. 

“This  movement  may  have  fostered  a greater  awareness 
of  the  role  individuals  can  have  in  changing  their  life  styles 
to  improve  their  health  risks,  but,  as  these  cases  report, 
complete  rejection  of  conventional  medicine  also  has  its 
hazards.” 

The  extent  of  damage  from  pennyroyal  oil  most  likely 
is  unknown.  There  is  little  reporting  to  medical  authori- 
ties. Most  adverse  results  might  be  recorded  as  food  poi- 
sonings. 

More  government  control  is  not  the  answer,  Drs.  Gold 
and  Cates  declare.  The  main  thrust  of  control  should  be 
continued  public  education  on  the  most  popular  forms  of 
self-treatments. 

“We  should  assume  that,  on  the  whole,  informed  con- 
sumers will  make  health  choices  in  their  own  best  in- 
terest.” 
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Kidney  Preservation 

Current  status 


ROBERT  E.  McCABE,  M.D. 

New  York  City 

Director,  Renal  Preservation  Laboratory,  Surgical  Service.  St 
Luke's-Roosevelt  Hospital  Center;  and  Associate  Professor, 
Clinical  Surgery,  the  College  of  Physicians  and  Surgeons, 
Columbia  University 


Of  the  three  methods  of  preserving  kidneys  for 
transplantation — in  situ  preservation  assisted  by 
life-support  mechanisms,  machine  perfusion  with 
plasma  products,  or  cold  storage  in  electrolyte  solu- 
tions— controversy  remains  regarding  the  most  de- 
pendable method  for  short-term  preservation. 

Methods  and  criteria 

In  situ  preservation  risks  asystole  or  prolonged 
periods  of  renal  ischemia,  but  is  essential  before  brain 
death  can  be  declared.  Adequate  fluid  replacement 
and  circulatory  support  with  dopamine,  however, 
have  reduced  these  risks.  Since  Belzer,  Ashy,  and 
Dunphy’s1  initial  report  on  the  successful  72-hour 
preservation  of  the  canine  kidney  by  perfusion  with 
CPP  (cryoprecipitated  plasma),  others  have  resorted 
to  cold  storage  in  intracellular  electrolyte  solution  of 
the  Collins  type*  (Table  I),2  hyperosmolar  solutions 
high  in  potassium  (Sacks,  Petritsch,  and  Kaufman),3 
as  well  as  continuous  perfusion  with  albumin  solu- 
tion,4-5 SGF  (silica  gel  fraction)  of  plasma,6  or  a PPF 
(plasma  protein  fraction)7-8  in  attempts  to  improve 
the  results  of  extracorporeal  preservation.  Whether 
cold  stored  or  perfused,  certain  criteria  must  be  sat- 
isfied to  protect  the  kidney  from  irreversible  damage 
and  to  guarantee  prompt  restoration  of  renal  func- 
tion on  reimplantation.  These  include  an  adequate 
supply  of  essential  nutrients,  including  oxygen,  and 
the  elimination  of  toxic  metabolic  byproducts  such 
as  carbon  dioxide,  lactic  acid,  certain  catecholamines, 
and  lysosomal  enzymes  (Table  II).  The  integrity  of 
the  microcirculation  must  be  protected  from  me- 
chanical injury  by  particulate  matter  within  the 
storage  of  perfusion  medium,  air  embolus,  hyperfu- 
sion, or  damage  to  the  intima  of  the  artery.  More 
recently,  we  have  also  become  aware  of  potential 

* Travenol  Laboratories,  Deerfield,  Illinois. 


Careful  attention  to  fluid  balance  and  circulatory 
support  with  vasopressors  initiates  preservation  of 
renal  function  prior  to  recovery  of  cadaver  kidneys 
for  transplantation.  Following  the  removal  of  kid- 
neys they  may  be  safely  stored  in  iced  intracellular 
type  electrolyte  solution  for  24  hours,  or  may  be 
placed  on  pulsatile  perfusion  for  a maximum  of  72 
hours.  Since  1971  we  have  preserved  over  650  kid- 
neys by  perfusion  for  periods  of  up  to  84  hours.  With 
adequate  donor  maintenance,  elimination  of  cold 
storage,  and  careful  surgical  techniques  in  removing 
and  reimplanting  the  kidneys,  up  to  95  percent  of 
recovered  kidneys  have  functioned  immediately 
following  transplantation.  This  is  ample  time  for 
donor-recipient  matching  throughout  the  United 
States,  and  has  permitted  sharing  of  organs  as  far 
away  as  Moscow.  Long-term  kidney  banking,  as  has 
been  accomplished  with  blood  by  freezing  techniques 
and  cryoprotectives,  is  not  possible  with  current 
techniques. 


immunologic  injury  by  cytotoxins  present  in  certain 
plasma  derivatives.9-10 

Perfusion  preference 

We  have  repeatedly  demonstrated  superior  pres- 
ervation by  perfusion  with  autologous  plasma  in  our 
laboratories  in  a canine  model.11-12  Twenty-four- 
hour  preservations  are  uniformally  reproducible  with 
significantly  lower  serum  creatinine  levels  during  the 
immediate  posttransplant  period  than  with  cold 
storage  in  Collins  solution.  Furthermore,  machine 
preservation  permits  physiologic  monitoring13  not 
available  to  the  cold-stored  kidney,  and  affords  an 
opportunity  to  immunologically  alter  the  allograft 
that  would  not  be  possible  with  cold  storage.14 

We  believe  the  advantages  of  perfusion  over  cold 
storage  more  than  justify  the  significant  increment 
in  cost.  Others  however,  have  found  cold-storage 
techniques  equal  to  machine  preservation,  perhaps 
safer,  and  certainly  less  costly.15-16  In  Europe, 
cold-storage  techniques  are  generally  used  exclu- 
sively. Vernon  Marshall,  M.D.,17  as  quoted  by 
Morris,17  notes  that  as  preservation  times  increase 

TABLE  I.  Composition  of  washout  solutions  (in 
milliequivalents  per  liter) 


Lactatcd 


Constituents 

Collins 

Sacks 

Ringers 

Sodium 

10 

14 

130 

Potassium 

115 

126 

4 

Chlorine 

15 

16 

109 

Phosphate 

100 

120 

Bicarbonate  ion 

10 

20 

28 

Magnesium 

30 

16 

Mannitol 

37.5  Gm. 

Albumin 

25  Gm. 

Osmolality 

320 

480 

300 
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TABLE  II.  Pros  and  cons  of  cold  storage  versus  perfusion 


Criteria 

Cold  storage 

Perfusion 

Supply  metabolic  needs  of  organ 
Oxygen 

Limited 

Unlimited 

Essential  nutrients 

None 

Plasma — CPP  or  SGF:  lipoprotein, 

Eliminate  toxic  metabolic  byproducts 
Carbon  dioxide,  lactic  acid 

Accumulate;  pH| 

peptides,  amino  acids;  albumin 
solution— none;  PPF — some  of 
preceding 

Eliminated;  pH  stable 

Catecholamines,  lysosomal  enzymes  (cathespin) 

Accumulate 

Eliminated 

Protect  integrity  of  microcirculation 
Mechanical  injury 

Possible  precipitate  for  unstable 

Possible  particulate  matter  and/or  air 

buffers;  blue  kidney,  enzymatic 

embolus;  capillary  rupture 

Immunologic  injury 

or  ischemic  damage 
None 

Cytotoxins  may  be  present  in  CPP, 

Physiologic  monitoring 

Not  possible 

SGF,  absent  in  PPF 
Routine 

Immunologic  alteration 

Doubtful 

Accomplished  in  laboratory 

Economic  consideration 

Inexpensive  ($25) 

Expensive  ($1,500) 

beyond  24  hours,  “the  improved  efficiency  of  ma- 
chine preservation  becomes  more  apparent,  espe- 
cially with  added  warm  ischaemic  damage.” 

Safety  factor 

As  a consequence  of  our  experiments,  in  view  of  the 
physiologic  and  metabolic  considerations  discussed, 
and  the  time  factors  involved  in  organ  sharing  in  the 
United  States,  we  have  routinely  used  pulsatile 
perfusion  in  the  preservation  of  over  650  kidneys 
since  1971.  Our  initial  150  kidneys  were  preserved 
by  a combination  of  cold  storage,  usually  in  lactated 
Ringer’s  or  saline  solutions,  and  pulsatile  perfusion 
after  the  methods  of  Belzer,  Asby,  and  Dunphy.1 
ATN  (acute  tubular  necrosis)  was  noted  in  58  percent 
of  the  transplants,  but  was  reduced  to  only  20  percent 
when  donors  were  protected  with  furosemide  and 
large  doses  of  methylprednisolone,  which  was  also 
added  to  the  perfusate.18  Because  of  possible  im- 
munologic injury,  as  described  by  Filo  et  al.,9  and 
with  the  acquisition  of  portable  perfusion  circuits  of 
the  Waters  variety, + we  abandoned  cold  storage  and 
emphasized  the  importance  of  continuous  pulsatile 
perfusion  with  PPF  prepared  after  the  Richmond 
formula  of  Mendez-Picon  et  al.8  All  immunoglob- 
ulins have  been  virtually  eliminated  from  PPF  per- 
fusate, but  otherwise  the  perfusate  is  similar  to  both 
CPP  and  the  SGF  fraction  of  Najarian  (Table  III).6 
ATN,  observed  in  only  one  of  the  first  32  kidneys  so 
preserved,  has  virtually  been  eliminated  as  a post- 
operative complication  provided  a kidney  was  di- 
uresing  during  the  recovery  phase  and  there  were  no 
complications  during  revascularization.19  Diethelm 
and  Blackstone16  have  also  reported  the  virtual 
elimination  of  ATN  in  56  kidneys  transplanted  after 
cold  storage  for  periods  up  to  39  hours  in  a Collins 
solution  made  hyperosmolar  by  the  addition  of 
mannitol. 

f Waters  Company,  Rochester,  Minnesota. 


TABLE  III.  Composition  of  perfusates — PPF  versus 
CPP 


Additives 

PPF 
3 units 
(750  ml.) 

CPP  5 units 
(750  ml.) 
(factor  8 
depleted  plasma) 

Dextrose  50  percent 

3.75  ml. 

3.75  ml. 

Insulin 

60  U 

80  U 

Hydrocortisone 

100  mg. 

100  mg. 

Magnesium  sulfate 

6 mEq. 

6 mEq. 

phenolsulfonphthalein 

12  mg. 

12  mg. 

Sodium  chloride 

38  mEq. 

Potassium  chloride 

4 mEq. 

1.8  mEq. 

Sodium  bicarbonate 

7.4 

(buffer  to) 

Water 

118  ml. 

Albumin  concentration 

3.8  Gm. 

3.2  Gm. 

per  100  ml. 

per  100  ml. 

Osmolality 

300 

300 

Risks 

Prompt  restoration  of  renal  function  has  impor- 
tant consideration  for  the  patient,  since  the  results 
in  our  series20  as  well  as  of  others,21,22  show  signifi- 
cant improvement  in  graft  survival  statistics  by  as 
much  as  100  percent  when  posttransplant  hemodi- 
alysis is  not  required.  This  is  in  part  due  to  failure 
to  recognize  and  treat  rejection  during  the  period  of 
ATN,  but  also  to  the  “blacksnake  phenomenon”19  or 
increased  morbidity  associated  with  invasive  diag- 
nostic procedures,  dialysis,  and  so  forth  that  ac- 
company the  nonfunctioning  kidney. 

Preservation  time 

In  our  series  of  clinical  kidney  preservations,  donor 
age  has  ranged  from  3.5  to  74  years,  with  a mean  age 
of  31.7  years.  In  general,  we  restrict  donations  to 
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ages  5 to  55.  Our  maximum  preservation  time  was 
84  hours,  with  prompt  restoration  of  renal  function. 
Preservation  time  was  uniformly  under  24  hours  in 
our  early  experiences,  but  now  averages  nearly  36 
hours,  significantly  longer  than  generally  reported 
for  cold  storage.  We  no  longer  hesitate  to  transplant 
kidneys  after  48  hours  of  continuous  perfusion,  or 
with  periods  of  cold  storage  in  Collins  solut  ion  under 
18  hours  followed  by  24  to  36  hours  of  perfusion, 
provided  the  preservation  characteristics  are  physi- 
ologically acceptable.13  Sacks  solution  is  not  com- 
mercially available  at  this  time;  the  problems  with 
particulate  matter  from  unstable  buffer  solutions  has 
been  eliminated  in  the  Collins  solution  by  the  man- 
ufacturer. If  cold  storage  is  logistically  necessary  to 
recover  or  distribute  organs,  the  Collins  solutions  are 
preferable  to  all  others,  before  and  after  perfusion 
with  PPF.  In  both  the  canine  model  and  in  clinical 
preservations,  we  have  documented  prompt  resto- 
ration of  renal  function  with  cold  storage  for  24  hours 
in  Collins  solution  before  or  after  machine  perfusion. 
Perfusion  time  should  ideally  be  kept  to  a minimum 
because  of  potential  mechanical  problems  and  in  the 
second  and  third  days  during  which  monitoring  may 
become  casual  or  impossible.  When  perfusion  is 
combined  with  cold  storage,  however,  we  must  be 
prepared  to  accept  a significantly  higher  incidence 
of  ATN,  as  we  have  currently  obesrved  in  our  labo- 
ratory for  those  kidneys  shipped  to  us  in  Collins  so- 
lution. 

Comment 

Present  preservation  techniques  have  permitted 
the  growth  of  nurse-coordinated  networks  designed 
to  encourage  and  facilitate  organ  recoveries  over  wide 
areas.23  With  computerized  tissue-typing  data,  time 
is  ample  to  select  the  best  recipients  nationwide,  thus 
reducing  waste,  or  to  share  internationally  if  a local 
recipient  cannot  be  identified.24  Utilizing  existing 
sharing  programs,  computerized  through  the  United 
Network  for  Organ  Sharing  (UNOS),  in  Richmond, 
Virginia,  we  have  sent  and  received  kidneys  from  the 
west  coast,  have  received  three  from  the  U.S.S.R., 
and  have  sent  nine  to  Europe  (Moscow,  Rome,  and 
West  Germany).  Longer  periods  of  preservation, 
with  cryoprotectives  and  freezing  techniques  that 
would  permit  true  organ  banking,  as  has  been  ac- 
complished with  blood,  are  not  currently  feasible  and, 
unfortunately,  remain  on  a very  distant  horizon. 

Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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In  1933  Dott1  of  Edinburgh  described  the  technique 
of  surgical  treatment  of  ruptured  intracranial  aneu- 
rysms. This  was  the  first  report  of  its  kind  and  was 
based  on  an  operation  he  performed  in  1931,  a direct 
attack  to  obliterate  the  aneurysm.  Dott,1’2  with  his 
headlight  and  no  magnification,  was  unable  to  oblit- 
erate this  anterior  communicating  artery  aneu- 
rysm; instead,  he  wrapped  it  with  muscle.  Then 
followed  a series  of  reports  of  surgical  treatment  of 
intracranial  aneurysms  with  varying  rates  of  mor- 
tality and  morbidity.3  The  results  were  frustrating. 
A search  for  nonsurgical  alternative  treatment  was 
intensified.  In  1956  Slosberg4’5  suggested  that  the 
results  of  aggressive  medical  treatment  were  better 
than  surgery.  This  controversy  led  to  the  coopera- 
tive study  on  intracranial  aneurysms  which  reported 
an  overall  operative  mortality  rate  of  33  percent. 

Then  came  the  era  of  microneurosurgery. 

The  purpose  of  this  report  is  to  emphasize  the 
significant  and  remarkable  progress  made  in  the 
surgical  treatment  of  ruptured  intracranial  aneu- 
rysms since  the  days  of  Dott,1,2  and  Dandy.6  Reports 
on  a large  series  of  surgically  managed  cases  of  rup- 
tured intracranial  aneurysms  have  appeared  in  the 
recent  literature,  with  mortality  rates  ranging  from 
0 to  6 percent.  These  are  reports  from  major  centers 
by  skilled  neurosurgeons  of  many  years’  experience. 

* Presented  at  the  173rd  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Neurosurgery,  joint 
meeting  with  New  York  Neurosurgical  Society,  Section  on  Radi- 
ology, portion  of  Symposium  entitled  “Cerebral  Vascular  Disease,” 
on  September  15,  1979. 


Thirty-one  patients  with  subarachnoid  hemorrhage 
due  to  ruptured  intracranial  aneurysms  treated 
surgically  are  reviewed.  General  and  preoperative 
management,  timing  of  surgery,  and  surgical  tech- 
niques are  discussed.  The  results  indicate  the  re- 
markable decrease  in  the  mortality  and  morbidity 
rates.  It  is  our  opinion  that  there  is  no  more  justi- 
fication for  conservative  treatment  of  ruptured 
intracranial  aneurysms. 


Yoshimoto  et  al.7  state  that  their  6.1  percent  total 
mortality  rate  was  achieved  without  the  use  of  mi- 
croscope, and  they  attribute  their  success  to  the  skill, 
knowledge,  and  experience  of  the  surgeon.  It  is 
surprising  to  see  the  recent  statement  by  Mullan  and 
Dawley8  that  they  used  magnification  infrequently 
in  achieving  no  mortality  rate  in  the  102  patients  on 
whom  they  operated. 

We  report  a series  of  31  consecutive  cases  surgically 
treated  with  no  deaths  in  the  supratentorial  aneu- 
rysms and  a total  mortality  rate  of  less  than  3 per- 
cent. 

Material  and  method 

The  31  patients  reviewed  in  this  article  were 
treated  in  a period  of  three  years  from  1976  to  1979. 
Initial  evaluation,  diagnostic  spinal  tap,  and  arteri- 
ograms were  done  by  a neurologist  (G.A.).  All  31 
patients  were  operated  on  by  one  neurosurgeon 
(K.B.). 

There  were  22  females  (71  percent)  and  9 males  (29 
percent)  in  this  group;  age  ranged  from  9 to  71  years 
(Table  I).  Surgical  treatment  was  never  denied  to 
anyone  because  of  the  age  of  the  patient  or  poor 
general  medical  condition  unrelated  to  the  aneurysm 
rupture. 

There  were  19  Class  I and  Class  II  patients  in  this 
group,  and  12  Class  III  and  IV  patients  (Table  II). 
This  classification  is  based  on  Hunt’s9  clinical  grad- 
ing of  subarachnoid  hemorrhage.  Postoperative 
evaluation  and  angiography  also  were  done  by  a 
neurologist. 

Ten  aneurysms  were  on  the  anterior  communi- 
cating, eight  on  the  internal  carotid,  and  eight  on  the 
middle  cerebral  artery.  There  were  three  aneurysms 
on  the  posterior  circulation,  two  on  the  PICA  (pos- 


TABLE  1. 

Intracranial  aneurysms: 

age  incidence 

Age 

(years) 

Cases 

Percent 

0 to  9 

1 

3 

10  to  30 

1 

3 

30  to  40 

4 

13 

40  to  50 

9 

29 

50  to  60 

10 

33 

60  to  70 

5 

16 

70  plus 

1 

3 

1698  New  York  State  Journal  of  Medicine/October  1980 


TABLE  II.  Intracranial  aneurysms:  clinical  status 


Class 

Patients 

Percent 

I 

16 

51 

II 

3 

9 

III 

6 

19 

IV 

6 

19 

Total 

31 

TABLE  III. 

Intracranial  aneurysms 

Location 

Patients  Percent 

Anterior  communicating  artery 

10 

33 

Internal  carotid  artery 

8 

26 

Middle  cerebral  artery 

8 

26 

Carotid  bifurcation 

1 

3 

Vertebral  basilar  artery 

3 

9 

Total 

31 

terior  inferior  cerebellar  artery),  and  one  at  the  ver- 
tebral-basilar junction  (Table  III). 

General  and  preoperative  management 

All  patients  were  admitted  or  transferred  to  a 
general  intensive  care  unit  on  confirmation  of  the 
diagnosis.  They  were  kept  in  complete  bed  rest. 
Strict  mental  and  physical  rest  were  planned  in  all 
cases.  The  importance  of  this  complete  mental  and 
physical  rest  cannot  be  overemphasized. 

Twenty-two  patients  were  given  antifibrinolytic 
agent  EACA  (epsilon  aminocaproic  acid).8-10  Nine 
patients  in  1976  did  not  get  EACA.  Since  we  started 
the  regular  use  of  EACA  no  patients  have  died  of 
rebleed.  Dosage  schedule  of  EACA  was  the  same  for 
all  patients  irrespective  of  age  or  medical  condition. 
A loading  dose  of  4 Gm.  was  followed  by  3 Gm.  every 
two  hours  intravenously,  using  a continuous  mini- 
drip pump  to  regulate  the  flow  and  maintain  the 
blood  level.  This  is  necessary  because  the  major 
portion  of  the  compound  is  excreted  unmetabolized 
in  the  urine.  The  renal  clearance  of  the  EACA  is 
high  and  is  about  75  percent  of  the  creatinine  clear- 
ance. The  drug  is  continued  through  to  surgery  until 
the  aneurysm  is  satisfactorily  obliterated.  We  have 
had  no  serious  adverse  reaction  to  the  use  of  the  drug 
even  though  Mullan  and  Dawley8  state  that  throm- 
bogenic  complications  are  real.  It  is  our  impression 
that  in  cases  where  we  used  the  regimen  of  EACA 
treatment,  the  dissection  of  the  aneurysm  during 
surgery  was  found  to  be  different  from  that  in  pa- 
tients who  were  not  treated  with  EACA.  This  was 
particularly  apparent  if  surgery  was  delayed  past  two 
weeks.  The  arachnoid  membrane  surrounding  the 
carotid  artery,  bridging  the  Sylvian  fissure,  and 
around  the  aneurysm  sac,  was  covered  with  gelati- 
nous-looking material.  However,  this  did  not  pro- 
duce any  extra  difficulties  in  defining  the  aneurysm 
neck  since  this  membrane  was  easily  removable  and 
avascular. 

All  patients  were  adequately  sedated.  Pheno- 


barbitol  was  the  drug  of  choice,  at  a dose  of  60  mg. 
every  six  hours.  Phenytoin  sodium  (Dilantin)  was 
not  given  as  a routine.  However,  if  the  patient 
manifested  clinical  seizure  activity,  phenytoin  sodi- 
um was  used  in  adequate  dosage  intravenously  or 
orally. 

Ventilatory  support  was  employed  by  intubation 
and  controlled  ventilation  in  unconscious  patients. 
In  two  patients  in  Class  IV,  intracranial  pressure 
monitoring  was  used.  Mannitol  and  drainage  of  CSF 
(cerebrospinal  fluid)  were  employed  to  reduce  ICP 
(intracranial  pressure).  Six  patients  required  ven- 
triculoperitoneal shunts  because  of  persistent  and 
clinically  significant  hydrocephalus:  two  patients 
prior  to  clipping  the  aneurysm  and  four  patients  in 
the  immediate  postoperative  period.  Ten  patients 
showed  hypertension  on  admission.  Diuretics  and 
other  hypotensive  agents  were  used  generally  to 
control  t he  systolic  blood  pressure  to  a normotensive 
level.  No  attempt  was  made  to  keep  the  patient 
hypotensive. 

Timing  of  surgery 

The  timing  of  surgery  is  extremely  important  and 
plays  a vital  role  in  the  clinical  outcome.  Mental 
alertness  is  a prerequisite.  Fixed  neurologic  deficits 
like  hemiplegia,  aphasia,  and  cranial  nerve  palsy  were 
not  considered  contraindications  for  surgery.11-12 

Altered  state  of  consciousness  was  a primary  cri- 
terion in  delaying  surgery.  Arterial  spasm  does  not 
have  the  same  significance  if  the  patient  is  bright  and 
alert  and  CSF  pressure  is  below  200  mm.  of  water. 
We  have  operated  on  two  patients  with  severe  spasm 
and  three  patients  with  minor  spasm  without  any 
adverse  effects.  In  these  cases  all  other  criteria  of 
timing  of  surgery  were  met.  We  do  not  repeat  arte- 
riograms as  a routine,  and  we  do  not  recommend 
Mullan  and  Dawley’s8  practice  to  repeat  arteriogra- 
phy before  surgery  “to  ensure  that  an  unsuspected 
spasm  did  not  exist  or  to  verify  that  improvement  has 
occurred  in  a previously  recognized  spasm.”  Since 
angiographically  demonstrated  arterial  spasm,  un- 
related to  the  clinical  status  of  the  patient,  is  not 
significant  in  the  outcome  of  the  surgery,  we  do  not 
think  this  procedure  is  required  or  advisable. 

Surgical  techniques 

Dott’s1  unilateral  frontotemporal  approach  was 
used  in  all  cases  of  supratentorial  aneurysms.  The 
site  of  the  craniotomy  depended  on  the  location  of 
the  aneurysm  as  revealed  by  the  arteriogram.  The 
infratentorial  aneurysms  were  approached  by  a re- 
tromastoid  craniectomy  in  the  park-bench  position. 
The  zygomatic  process  of  the  frontal  bone  and  the 
sphenoid  ridge  are  drilled  out  using  high  speed  air 
drill  if  the  craniotomy  is  not  low  enough  and  the  floor 
of  the  anterior  cranial  fossa  is  not  readily  visualized. 
Removal  of  this  frontal  process  and  the  sphenoid 
ridge  is  not  done  as  a routine,  and  it  is  not  necessary. 
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After  complete  hemostasis,  the  dura  is  opened  in  a 
horseshoe  fashion  and  reflected  downward  and  fixed 
by  temporary  dural  stitches.  The  operation,  up  to 
this  point,  is  done  with  the  help  of  a 2.5  magnification 
loop  and  a fiberoptic  headlight. 

At  this  stage  the  operating  microscope  is  brought 
into  position  and  the  rest  of  the  procedure  is  done  at 
16  magnification  setting. 

The  next  step  is  to  visualize  the  optic  nerve  and 
carotid  artery  lateral  to  it.  This  is  achieved  by 
tracing  the  sphenoid  wing  to  the  anterior  clinoid 
process  and  opening  the  arachnoid  surrounding  the 
carotid  and  chiasmatic  cistern.  Exposing  the  carotid 
artery  in  the  supraclinoid  region  and  dissecting  it  free 
of  the  arachnoidal  adhesions  is  mandatory.  This 
enables  the  surgeon  to  place  a temporary  clip  on  the 
proximal  carotid  artery  in  case  of  inadvertent  aneu- 
rysm rupture.  Prior  to  approaching  the  aneurysm 
neck,  the  anesthesiologist  is  warned  about  the  re- 
quirement of  profound  hypotension.  To  induce 
hypotension  readily  the  sodium  nitroprusside  is  ti- 
trated for  the  individual  patient  to  determine  the 
sensitivity  of  its  response  in  bringing  down  the  blood 
pressure.  Nitroprusside  is  used  only  when  difficult 
dissection  is  required.  In  case  of  inadvertent  rupture 
of  the  aneurysm,  blood  pressure  is  brought  down  to 
60  mm.  systolic  by  using  nitroprusside  drip.  If 
lowering  the  blood  pressure  becomes  inadequate  to 
control  bleeding,  a temporary  clip  is  placed  on  the 
proximal  carotid. 

Results 

Of  31  patients  with  aneurysms  treated  surgically, 
there  was  one  death  (Table  IV).  This  was  a patient 
with  a PICA  (posterior  inferior  cerebellar  artery) 
aneurysm  on  the  left  side,  which  was  easily  clipped. 
The  patient  recovered  from  the  surgery  without  any 
neurologic  deficits.  However,  24  hours  after  the 
surgery,  the  patient  lapsed  into  coma.  A comput- 
erized axial  tomography  (CAT)  scan  showed  no  ab- 
normalities, but  an  arteriogram  revealed  intense 
spasm  of  the  entire  intracranial  circulation.  The 
only  difference  in  this  case,  different  from  others,  was 
excessive  manipulation  required  of  the  vertebral 
artery  and  the  PICA  to  insure  that  the  clip  was  ade- 
quately placed  across  the  neck  and  did  not  compro- 
mise surrounding  vessels.  In  spite  of  medical 
treatment  to  decrease  the  intracranial  pressure  and 
increase  the  cerebral  profusion  pressure,  this  patient 
remained  comatose  and  died  within  three  days  of 
surgery.  The  only  morbidity  was  in  a 42-year-old 
female  with  a right  middle  cerebral  artery  aneurysm 
which  ruptured  during  the  time  of  dissecting,  re- 
quiring proximal  temporary  clip  for  less  than  five 
minutes.  She  woke  up  from  surgery  with  a total 
hemiplegia  of  the  left  side  which  recovered  to  a state 
of  brachiofacial  monoplegia  in  six  months.  Post- 
operative angiography  showed  total  obliteration  of 
the  aneurysm  and  no  evidence  of  compromise  of  any 
vessels.  Our  assumption  is  that  the  temporary  oc- 


TABLE  IV.  Clinical  outcome 


Clinical 

Status 

Cases 

Return 
to  Work 

Disabled 

Died 

Class  IV 

6 

3 

3 

0 

Class  III 

5 

4 

1 

0 

Class  II 

3 

3 

0 

0 

Class  I 

16 

14 

1 

1 

Totals 

30 

24 

5 

1 

elusion  probably  compromised  the  perforator  vessels 
feeding  the  internal  capsule  responsible  for  the 
hemiplegia,  which  could  not  be  demonstrated  by 
angiography. 

Comment 

We  wish  to  make  several  points.  Surgery  of  the 
ruptured  intracranial  aneurysm  has  become  fairly 
standardized,  and  the  mortality  and  morbidity  rates 
of  surgical  treatment  have  become  acceptable,  even 
to  the  most  conservative.  This  became  possible 
owing  to  the  technical  advance  in  the  field  of  micro- 
neurosurgery, better  understanding  of  the  patho- 
physiology of  aneurysm  rupture,  and  detailed  ap- 
preciation of  the  microanatomy  of  the  intracranial 
circulation.13’14  There  is  no  more  justification  for 
nonsurgical  treatment  of  ruptured  intracranial  an- 
eurysm as  adovocated  by  neurologists  such  as 
Slosberg,4’5  since  the  natural  history  of  the  disease 
is  not  acceptable  to  anyone.  Even  though  Y oshimoto 
et  al.7  and  Mullan  and  Dawley8  have  achieved  re- 
spectable surgical  mortality  and  morbidity  rates  in 
aneurysm  surgery  without  the  use  of  magnification, 
no  attempt  should  be  made  to  clip  an  intracranial 
aneurysm  without  the  use  of  a microscope  and  proper 
training  in  the  use  of  a microscope.  Mullan  and 
Dawley8  state  in  their  recent  article  “despite  the  good 
condition  of  our  patients  and  the  specific  steps  taken 
to  prevent  spasm,  there  was  subsequent  hemiparesis 
or  hemiplegia  in  eight  cases.”  Perhaps  a more  rea- 
sonable explanation  for  this  clinical  outcome  is  their 
infrequent  use  of  magnification  during  surgery. 

We  wish  to  mention  some  special  points  which 
were  helpful  in  our  experience. 

During  the  surgery,  if  conditions  were  not  opti- 
mum, surgery  was  terminated.  Eight  patients  in  this 
series  required  a second  attempt,  two  in  the  posterior 
fossa  and  six  in  the  supratentorial  aneurysms.  In 
five  cases,  second  surgery  was  necessary  because  of 
brain  swelling  and  difficulty  in  retracting  the  brain. 
In  these  cases,  the  bone  flaps  were  left  out  and  the 
wound  closed.  The  patients  were  returned  to  the 
intensive  care  unit  to  continue  the  medical  man- 
agement as  before.  One  or  two  weeks  later  the  sec- 
ond operation  was  successfully  concluded. 

It  is  our  practice  now  to  forewarn  the  patients,  in 
all  cases,  that  a second  operation  may  be  necessary. 
To  proceed  with  surgery  in  an  attempt  to  clip  the 
aneurysm  in  the  presence  of  brain  swelling  or  diffi- 
culty in  retracting  the  brain  is  disastrous  and  should 
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he  severely  condemned. 

Resection  of  any  part  of  the  brain  to  expose  the 
aneurysm  is  not  necessary.  No  attempt  should  he 
made  to  aspirate  the  sac  or  excise  the  sac.  No  ma- 
nipulation of  the  clip  or  the  surrounding  vessels 
should  he  done.15  These  are  dangerous  practices  and 
may  result  in  arterial  spasm  or  tearing  the  neck  of  the 
aneurysm. 

Coagulation  of  the  neck  of  the  aneurysm  before 
clipping  is  not  done  and  is  not  recommended. 

Manipulation  of  the  vessels  surrounding  the  an- 
eurysm can  be  avoided  if  one  is  familiar  with  the 
appearance  of  this  area  under  the  microscope  at  a 
fixed  magnification  setting  and  defining  the  vessels 
prior  to  clipping.  Use  of  papaverine  hydrochloride 
can  make  the  field  rather  untidy  and  it  is  not  neces- 
sary unless  arterial  spasm  appears.  With  adequate 
preoperative  preparation  and  by  following  the  well- 
established  microtechnique,  mortality  and  morbidity 
rates  in  aneurysm  surgery  can  be  reduced  to  zero. 

References 

1.  Dott,  N.  M.:  Intracranial  aneurysms:  Cerebral  arterio- 

radiographv:  Surgical  treatment,  Edinburgh,  M.  J.  40:  219 

(1933). 

2.  Idem:  Intracranial  aneurysmal  formations,  Clin  Neu- 

rosurg.  16:  1 (1969). 

3.  Locksley,  H.  B.:  Natural  history  of  subarachroid  hem- 


Heavy drinkers  affected 
by  popular  pain  reliever 

Acetaminophen — a popular  nonprescription  pain  re- 
liever— and  heavy  use  of  alcohol  do  not  mix,  says  a report 
in  the  July  18  Journal  of  the  American  Medical  Associa- 
tion. 

Acetaminophen  is  available  under  several  trade 
names — Tylenol,  Phenaphen,  and  Tempra — and  is  a useful 
product  to  relieve  pain  and  reduce  fever  in  those  individ- 
uals who  cannot  take  aspirin. 

Craig  J.  McClain,  M.D.,  of  the  Veterans  Administration 
Medical  Center,  Minneapolis,  reports  on  severe  liver  failure 
that  developed  in  three  chronic  alcoholics  after  taking 
excessive  doses  of  acetaminophen  to  ease  pain.  All  were 
seriously  ill  and  one  died. 

Persons  who  regularly  use  alcohol  frequently  take 
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acetaminophen  instead  of  aspirin  because  of  well-known 
gastrointestinal  side  effects  of  alcohol  and  aspirin  combi- 
nations, Dr.  McClain  points  out. 

“It  is  thus  necessary  that  both  physicians  and  the  general 
public  be  made  aware  of  the  potential  increased  risk  for 
liver  toxicity  by  this  over-the-counter  (nonprescription) 
drug,”  he  concludes. 

In  an  accompanying  editorial,  Robert  M.  Craig,  M.D., 
of  Northwestern  University  Medical  School,  Chicago,  says 
the  same:  “Patients  should  probably  be  warned  that  the 
coadministration  of  alcohol  and  acetaminophen,  at  least 
in  high  therapeutic  doses,  may  be  harmful.” 

Acetaminophen  remains  a useful  product  to  cope  with 
pain  and  fever.  It  does  not  help  with  the  pain  of  arthritis. 
The  American  Medical  Association’s  drug  manual,  AM  A 
Drug  Evaluations,  4th  Edition,  says  that  acetaminophen 
is  the  preferred  drug  to  relieve  pain  and  fever  in  those  al- 
lergic to  aspirin. 
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In  Part  I of  this  review,  which  appeared  in  the 
September  issue  of  the  Journal,  the  authors  pre- 
sented an  overview  outline  of  the  pertinent  factors, 
methods,  and  procedures  of  invasive  lung  investi- 
gations. In  addition,  those  techniques  involving  the 
bronchial  tree  and  lung  parenchyma  were  discussed 
in  detail. 

Lymphatic  system 

Parascalene  lymph  node  biopsy.  In  parascalene 
lymph  node  biopsy,  the  skin  incision  is  transverse, 
centered  over  the  lateral  head  of  the  sternocleido- 
mastoid muscle.  The  nodes  sought  are  in  the  crook 
of  the  junction  between  the  internal  jugular  and 
subclavian  veins,  that  is,  the  angulus  venosus.  They 
are  revealed  by  peeling  up  the  suprascalene  fat  pad 
and  removed  en  bloc  with  it.  Sometimes  the  lym- 
phatic trunks  lie  even  more  medial.  Then,  failure  to 
bring  forth  a characteristic  nodal  cluster  by  this 
standard  suprascalene  operation  should  signal  the 
advisability  of  proceeding  with  infrascalene,  that  is, 
subscalene  or  retroscalene,  dissection,  made  possible 
by  transecting  the  anterior  scalene  muscle.56 

Whenever  bronchoscopy  precedes  parascalene 
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lymph  node  excision,  instillation  of  a few  drops  of  0.5 
percent  Evans  blue  dye  solution  into  the  bronchi  may 
aid  in  outlining  the  lymphatic  network.57 

The  commonplace  appellation  “scalene  fat  pad 
biopsy”  perpetuates  a conceptual  error.  The  lym- 
phatics in  the  fat  pad  covering  the  anterior  scalene 
muscle  normally  drain  the  head,  neck,  and  shoul- 
der— not  the  lung  or  mediastinum.57  There  is  no 
doubt  that  misunderstanding  about  this  lymphatic 
pathway  partly  accounts  for  the  scant  diagnostically 
meaningful  yield  and,  hence,  poor  reputation  which 
the  approach  has  acquired  since  its  advent  three 
decades  ago.  In  point  of  fact,  the  drainage  of  pul- 
monary lymph  is  to  nodes  which  adjoin  the  thoracic 
ducts.  Only  by  biopsying  these  anthracosis-stippled 
node(s)  contiguous  to  the  confluence  of  the  subcla- 
vian and  internal  jugular  veins  can  one  be  sure  of 
having  secured  the  desired  material.  There  is  ample 
evidence  that  a clamant  cause  of  insuccesses  in  ob- 
taining involved  nodes  stems  from  inadequate  re- 
moval of  tissue  from  the  correct  anatomic  location. 

The  extent  of  parascalene  lymph  node  biopsy  is 
influenced  by  a number  of  factors,  mostly  local. 
Thus,  when  nodes  are  palpable  clinically  or  disease 
has  infiltrated  collateral  lymph  channels,  even  su- 
perficial nodal  tissue  may  furnish  a positive  diagnosis 
at  once  by  frozen  section  examination,  thereby  con- 
cluding the  operation.  However,  occasions  are  by  no 
means  infrequent,  for  example,  in  cases  of  sarcoidosis 
or  lymphoma,  when  impalpable  nodes  harbor  mi- 
croscopic islands  of  disease. 

Sometimes,  when  the  suprascalene  area  is  barren 
of  nodes,  a subscalene  search  may  uncover  an  here- 
tofore unsuspected  lode.34’39’56  A further  dividend 
of  retroscalene  dissection  is  the  creation  of  a corridor 
to  the  thoracic  inlet  and  apex  of  the  lung.  It  is  the 
choice  method  for  biopsying  superior  sulcus 
tumor.37’39 

Palpable  nodes  are  those  to  be  biopsied  irrespec- 
tive of  which  side  the  lesion  appears  on  radiograph- 
ically. Nonpalpability  should  not  be  a deterrent  to 
node  sampling.  For  clinically  imperceptible  nodes, 
right  parascalene  biopsy  customarily  is  undertaken 
for  right  lung  and  left  lower  lung  lesions,  and  left 
parascalene  biopsy  for  left  upper  lung  ones.  How- 
ever, crossover  spread  occurs  often  enough  that  on 
many  occasions  this  general  rule  of  thumb  about  la- 
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terality  does  not  hold,  and  biopsy  of  the  opposite  side 
may  be  warranted  if  the  first  one  has  been  unre- 
warding.58 

Morbidity  coincidental  to  parascalene  lymph  node 
biopsy  is  uncommon  and  mostly  preventable.  Re- 
ported misadventures  have  spanned  a broad  spec- 
trum, dwarfing  by  far  the  utility  of  the  procedure, 
and  reflecting  the  fact  that  it  is  principally  the  ana- 
tomic crossroads  in  which  operation  is  conducted 
which  predisposes  to  them.  They  include:  chyloma; 
chylothorax;  lymph  fistula;  air  embolism;  hematoma; 
seroma;  infection;  mediastinitis;  pneumothorax; 
phrenic  nerve  paralysis;  vocal  cord  palsy;  brachial 
plexus  injury;  supraclavicular  nerve  injury;  and 
Horner’s  syndrome. 

Tallies  of  the  diagnostic  returns  of  parascalene 
lymph  node  biopsy  disclose  great  variation.  Con- 
flicting claims  probably  are  explainable  in  large 
measure  by  discrepancies  in  the  operative  recognition 
of  the  authentic  lung-emanating  lymphatic  lanes. 
Obviously,  if  cervical  or  “fat  pad”  nodes  only  are 
sampled,  the  procedure  is  falsified  by  irrelevant  tis- 
sue. Other  factors  have  to  do  with  whether:  (1) 
nodes  are  palpable;  (2)  there  is  x-ray  film  indication 
of  mediastinal  lymphadenopathy;  and  (3)  biopsy  is 
of  the  right  side,  left  side,  or  both  sides.  Depending 
on  these  variables,  fruitful  biopsy  ranges  from  10  to 
85  percent,  averaging  30  percent. 

Cervical  mediastinotomy.  Mediastinal  lymph 
node  exploration  can  be  effected  from  the  neck  via: 
(1)  the  classic  transverse  supraclavicular,  that  is, 
lateral,  incision  for  parascalene  lymph  node  biop- 
Sy59,60;  (2)  an  oblique  supraclavicular  incision  along 
the  anterior  edge  of  the  sternomastoid  muscle61;  and 
(3)  a transverse  suprasternal,  that  is,  midline,  inci- 
sion.62,63 

The  first  two  approaches  perforce  confine  superior 
paratracheal  lymph  node  excision  to  an  ipsilateral 
distribution.  Passage  of  a laryngoscope  into  the 
wound  helps  digital  and  instrumental  cleavage  of  a 
plane  medial  to  the  innominate  vein  and  down  along 
the  trachea. 

A swath  of  nodes  from  both  scalene  regions  as  well 
as  the  superior  mediastinum  can  be  swept  out  si- 
multaneously by  using  the  suprasternal  incision. 
This  approach  is  the  basis  of,  and  has  since  been 
largely  superseded  by,  mediastinoscopy. 

The  original  description  of  the  parascalene  node 
biopsy  operation  included  a suggestion  about  pal- 
pating superior  mediastinal  nodes  through  the  same 
incision.59  Its  merit  was  underscored  by  subsequent 
advocacy  of  routine  cervicomediastinal  exploration 
which  was  shown  to  nearly  double  the  crop  of  positive 
nodes.60-63  The  majority  of  the  latter  consisted  of 
paratracheoesophageal  nodes  and  therefore  would 
have  been  missed  if  merely  parascalene  nodes  had 
been  biopsied.  Currently,  mediastinal  lymph  nodes 
are  explored  to  far  better  advantage  by  mediasti- 
noscopy and  parasternal  or  anterior  mediastino- 
tomy. 

Transcervical  mediastinoscopy.  In  transcer- 


vical  mediastinoscopy,  the  pretracheal  fascial  enve- 
lope is  split  and  entered  through  a collar  incision,  and 
a plane  is  opened  down  into  the  superior  mediasti- 
num behind  the  great  vessels  and  in  front  of  the 
trachea  proper.  The  mediastinoscope,  a cousin  of 
the  laryngoscope,  is  inserted  under  direct  vision  into 
the  pouch  so  formed,  at  the  bottom  of  which  are  the 
distal  portion  of  the  trachea  and  the  origins  of  the 
mainstem  bronchi. 

If  the  principal  objective  of  the  procedure  is  a tis- 
sue diagnosis,  then  only  the  topmost  nodes,  the 
paratracheal,  which  come  into  view  first,  need  be 
sampled.  Should  frozen  section  microscopic  exam- 
ination reveal  either  undifferentiated  malignant 
condition,  lymphoma,  or  disseminated  inflammatory 
disease,  the  operation  may  be  terminated  at  this 
juncture.  Conversely,  if  the  goal  of  mediastinoscopy 
is  to  map  the  extent  of  lymphatic  involvement,  or  if 
frozen  section  shows  a less  sinister  cell  type,  sampling 
of  more  remote  nodal  packets,  the  subcarinal  and 
bilateral  tracheobronchial,  is  pursued. 

If  there  is  any  question  whether  a structure  to  be 
biopsied  may  be  vascular  rather  than  lymphatic,  a 
preliminary  aspiration  through  a fine-gauge  needle 
should  be  tried.  Accidental  entry  into  the  right 
hemithorax  may  occur  when  pigmented  lung  is  mis- 
taken for  an  anthracotic  node.  The  right  radial  or 
brachial  arterial  pulse  should  be  felt  during  endos- 
copy since  the  speculum  during  the  time  that  it 
straddles  the  trachea  inevitably  pushes  against  the 
brachiocephalic  trunk  and  may  interfere  to  varying 
degrees  with  cerebral  blood  flow.  Excessive  dissec- 
tion on  the  left  side  invites  palsy  of  the  recurrent  la- 
ryngeal nerve,  which  travels  a longer  path  and  lies 
nearer  to  the  trachea  than  on  the  right  side. 

The  transcervical  mediastinoscopic  portal  offers 
ancillary  diagnostic  opportunities.  One  of  them, 
mediastinopleuroscopy,  or  deliberate  ingress  into  the 
pleural  cavity  for  lung  biopsy,  has  been  cited  already. 
Another,  pneumomediastinography,  the  insufflation 
of  oxygen  or  carbon  dioxide  into  the  areolar  tissues 
to  outline  contained  structures,  will  be  discussed  in 
due  course. 

Mediastinoscopy  vastly  facilitates  the  acquisition 
of  tissue  from  far-ranging  lymphatic  outposts. 
Above  all  else,  its  cardinal  benefits  are:  (1)  nodes 
from  both  lungs  are  explorable  at  a single  session; 
and,  (2)  it  gives  access  to  first-echelon  nodal  satel- 
lites, that  is,  those  in  closest  propinquity  to  the  lungs 
themselves. 

The  main  lymphatic  stations  which  are  reachable 
through  the  mediastinoscope  are  the  pretracheal, 
paratracheal,  tracheobronchial,  and  anterior  sub- 
carinal. Outside  the  sphere  of  mediastinoscopic 
investigation  are  nodes  in  the  anterior  mediastinal, 
that  is,  paraphrenic,  and  posterior  subcarinal,  or 
posteroinferior  tracheobronchial,  regions;  at  the  in- 
ferolateral  aspect  of  the  aortic  arch,  that  is,  the 
“subaortic  window”;  and  at  the  retrotracheal  re- 
gion.18,64 It  may  be  pointed  out  parenthetically  at 
this  point  that  most  of  these,  save  the  posterior 
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subcarinal  group,  are  amenable  to  biopsy  by  para- 
sternal mediastinotomy. 

Although  distinction  between  various  nodal  groups 
is  made  from  familiarity  born  of  experience,  anatomic 
topographic  landmarks  may  become  greatly  altered 
by  disease.  It  is  worthwhile,  therefore,  to  place  silver 
clip  markers  at  those  locales  from  which  nodes  have 
been  obtained  through  the  mediastinoscope. 

Acceptable  criteria  for  transcervical  mediasti- 
noscopy comprise: 

1.  Any  central  mass(es)  with  or  without,  but  pref- 
erably with,  roentgenographic  signs  expressive  of 
mediastinal  metastasis.  This  criterion  pertains  main- 
ly to  perihilar  tumors  confluent  with  the  mediastinal 
terrain  seen  on  x-ray  films  and  those  proximal  to  a 
lobar  orifice  visualized  at  bronchoscopy,  but  is  applica- 
ble likewise  to  irregularly  demarcated  infiltrates  ra- 
diating from  the  hila. 

2.  As  the  sole  modality  for  assessing  the  operabil- 
ity of  left  upper  or  left  hilar  regions.  These  metas- 
tasize most  often  to  the  anterior  mediastinal  compart- 
cases  when  the  mediastinum  is  normal-appearing  ra- 
diographically. 

3.  As  a way  of  excluding  contralateral  lymphatic 
spread  in  association  with  any  pathologic  entity  being 
considered  for  definitive  resection. 

4.  Suspected  lymphomas,  chronic  granulomatous 
inflammatory  conditions  such  as  sarcoidosis  or  tuber- 
culosis, and  pneumoconioses. 

5.  Advanced  signs  of  malignant  condition  such  as: 
pleural  effusion:  superior  vena  cava  obstruction;  dia- 
phragm or  vocal  cord  paralysis;  atelectasis;  or  broncho- 
scopic  evidence  of  extrinsic  tracheobronchial  compres- 
sion or  of  carinal  blunting  and  widening.  In  such 
cases,  the  procedure  is  intended  solely  for  identifying 
tumor  cell  type  to  guide  adjunctive  therapy. 

6.  Mediastinal  lymphadenopathy  demonstrated 
irrefutably  by  tomography.65-67  Plain  x-ray  films  are 
very  liable  to  misinterpretation  respecting  mediastinal 
lymphadenopathy,  and  the  considerable  percentages 
of  false-positive  and  false-negative  readings  nullify 
plain  chest  radiography  as  a valid  determinant  for  ad- 
vising mediastinoscopy. 

Lymph  node  biopsy  is  imperative  for  tissue  veri- 
fication any  time  there  is  radiographic  demonstration 
of  mediastinal  adenopathy  in  conjunction  with  lung 
cancer,  especially  if  the  cell  type  is  known  before- 
hand, from  bronchoscopic  sampling  or  sputum  cy- 
tology examination,  to  be  favorable.  The  reason  is 
that,  by  happenstance,  the  genesis  of  the  lymphad- 
enopathy, instead  of  being  cancer,  may  actually  be 
an  inflammatory  hyperplastic  reaction  to  pneu- 
monitis or  lung  abscess  coincidental  with  the 
growth. 

Mediastinoscopy  is  unsafe  or  seldom,  if  ever,  can 
be  condoned: 

1.  For  investigating  radiographically  exhibited  ex- 
pansion of  the  mediastinal  shadow  per  se.  This  may 
be  on  the  basis  of  aortic  aneurysm,  pulmonary  arterial 
dilation,  or  analogous  vascular  disorders,  concerning 
which  the  exact  diagnosis  is  predominantly,  if  not  to- 


tally, conditional  on  angiography.  Or  it  may  be  due  to 
thymoma,  teratoma,  or  other  primary  mediastinal  tu- 
mors, which  must  never  be  tampered  with  by  endosco- 
py because  violation  of  the  capsule  may  ruin  chances  of 
their  being  subsequently  ablated  intact. 

2.  As  the  sole  modality  for  assessing  the  operabil- 
ity of  left  upper  or  left  hilar  regions.  These  meta- 
stasize most  often  to  the  anterior  mediastinal  compart- 
ment, frequently  to  the  preaortic  nodal  chain,  which 
cannot  be  reached  by  transcervical  mediastinoscopy. 
Unless  they  are  associated  with  radiographic  or  bron- 
choscopic clues  of  subcarinal  or  right  paratracheal  ade- 
nopathy, primary  neoplasms  on  the  left  side  are  evalu- 
ated better  by  parasternal  mediastinostomy  or  retro- 
grade, subxiphoid,  mediastinoscopy  than  by  transcer- 
vical mediastinoscopy. 

Mediastinoscopy  is  certainly  not  as  innocuous  as 
some  of  its  more  perfervid  partisans  allege.  As  with 
all  other  diagnostic  modalities,  it  is  more  profitably 
practiced  on  indication  than  indiscriminately  as  a 
routine  screening  procedure.  Obviously,  there  is 
little  sense  in  undertaking  it  altogether  for  assessing 
peripheral  lone  lesions  if  clinical  or  roentgenographic 
clues  of  mediastinal  lymphadenopathy  are  wanting. 
Nor,  for  that  matter,  can  it  justifiably  be  resorted  to 
in  situations  where  its  recognized  limitations  or  risk 
ratio  of  potential  perilous  sequels  would  be  mani- 
festly exceeded. 

Complications  which  have  been  documented  on 
the  heels  of  mediastinoscopy  include:  pneumotho- 
rax; phrenic  and  recurrent  laryngeal  nerve  palsies; 
bronchomediastinal  sinus  formation;  infection;  he- 
matoma, from  tears  of  superficial  veins,  bronchial 
vessels,  and  so  forth;  and  hemorrhage,  from  unwitting 
biopsy  of  the  aortic  arch,  pulmonary  artery,  and  so 
forth. 

Latent  dangers  of  mediastinoscopy  are  more  apt 
to  become  realities  when  the  procedure  is  misused: 

1.  Enough  nodal  tissue  to  satisfy  the  requirements 
for  microscopic  study  is  met  close  by  the  incision,  and 
yet  the  operator  unnecessarily  persists  in  additional 
dissection  downward  in  instances  when  merely  a tissue 
diagnosis,  not  plotting  of  lymphatic  spread,  is  the  ob- 
jective of  the  procedure. 

2.  Mediastinoscopy  is  perversely  undertaken  to 
procure  nodes  from  the  left  side  of  the  chest  when 
these  are  obtainable  by  less  venturous  means,  such  as 
parasternal  mediastinotomy. 

3.  In  instances  of  planned  thoracotomy,  when  the 
sole  purpose  of  mediastinoscopy  is  to  determine 
whether  crossover  metastasis  exists,  the  operator  uses 
the  instrument  for  knowingly  denuding  lymph  nodes 
off  the  main  bronchus  destined  for  transection.68 

4.  In  the  presence  of:  tracheostomy;  cervical  fu- 
runculosis or  hidradenitis;  tracheal  deviation;  superior 
vena  cava  occlusion;  right  carotid  artery  stenosis; 
mediastinal  fibrosis  secondary  to  previous  exploration 
or  x-irradiation;  and  pronounced  cervical  arthritis,  ky- 
phoscoliosis, or  barrel-chest  deformity. 

Depending  on  the  latitude  of  compliance  with  se- 
lection guidelines,  the  diagnostic  yield  of  mediasti- 
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noscopy  ranges  from  25  to  80  percent,  averaging  40 
percent.  Negative  lymph  node  biopsy  by  mediasti- 
noscopy, though  furnishing  no  assurance  that  dis- 
eased hilar  nodes  will  not  be  found  at  thoracotomy, 
gives  expectation  that  approximately  three  fourths 
of  those  lung  cancer  cases  will  lend  themselves  to 
resectional  treatment.  Unfortunately,  such  a pro- 
pitious resectability  rate  is  encountered  uncommonly 
in  clinical  practice.  The  reason  has  to  do  with  the 
habitual  deportment  of  the  more  nefarious  carcino- 
mas, such  as  the  oat  cell  and  undifferentiated  vari- 
eties, to  originate  near  the  hilum  and  permeate  re- 
gional lymphatics  right  away.  On  the  other  hand, 
epidermoid  cancers  tend  not  to  intrude  on  the 
mediastinal  territory  for  awhile,  staying  longer  at 
intrapulmonary  and  similar  lymphatic  substa- 
tions. 

Parasternal  (anterior)  mediastinotomy.  The 

skin  incision  may  be  transverse,  straight  longitudinal, 
or  hockey-stick  longitudinal.35,36,69  Costal  cartilages 
are  excised  with  preservation  of  perichondrium. 
Dissection  is  retrosternal  and  extrapleural.  On  the 
right  side  a plane  is  created  between  the  ascending 
aorta  and  superior  vena  cava;  on  the  left  the  anterior 
hilar  area  at  the  pulmonary  artery  root  and  subaortic 
concavity  is  exposed. 

Although  encountered  during  dissection,  nodes 
from  the  intercostal  and  internal  mammary  lym- 
phatic chains  need  not  be  excised,  since  they  do  not 
participate  in  lung  drainage,  unless  pulmonary  me- 
tastasis from  breast  cancer  is  suspected  or  pleural 
effusion  of  malignant  or  tuberculous  origin  is 
present. 

A principal  handicap  of  cervical  mediastinotomy 
is  that  the  inverted  conical  shape  of  the  operative 
wound  and  congregation  of  important  neurovascular 
structures  at  the  base  of  the  neck  compel  restriction 
of  biopsy  to  upper  mediastinal  lymph  nodes.  This 
drawback  is  circumvented  by  thoracic  ingress  to  the 
mediastinum  which  is  roomier  and  makes  nodal  tis- 
sue reachable  over  a wider  span  than  that  afforded 
by  the  cervical  path. 

Available  for  sampling  are  the  anterior,  superior 
and  middle  mediastinal,  paratracheal,  parabronchial, 
and  paraesophageal  lymphatics.  On  the  right  side 
are  hilar  nodal  chains  coursing  along  the  superior 
vena  cava  and  trachea;  on  the  left  side  are  hilar, 
paratracheal,  and  subaortic  nodes.  The  likelihood 
of  more  thorough  lymph  node  retrieval  is  enhanced 
by  right-side  exploration  inasmuch  as  on  the  con- 
tralateral side  exposure  of  the  subcarinal  region  is 
hindered  by  the  aortic  arch.  By  combining  medi- 
astinoscopy with  the  parasternal  approach,  practi- 
cally all  major  mediastinal  lymphatic  drainage 
pathways  can  be  reached.64 

Besides  lymph  nodes,  the  parasternal  exposure 
renders  access  to:  mediastinal  tumors  independent 
of  the  lung;  neoplastic  encroachment  from  pulmo- 
nary parenchyma  into  other  mediastinal  tissues, 
pericardium,  rib,  or  pleura;  and  the  lung  itself. 

Subxiphoid  anterial  mediastinal  exploration. 


In  conventional  mediastinoscopy  via  a suprasternal 
incision  the  plane  which  is  developed  is  immediately 
pretracheal.  This  is  done  purposely,  being  a safe 
corridor  to  the  distal  trachea  and  mainstem  bronchi. 
These  structures  occupy  the  mid-  and  posterior  parts 
of  the  superior  mediastinum,  so  that  the  approach 
automatically  excludes  the  anterior  mediastinum. 
The  latter  can  be  exposed  to  a good  extent  by 
parasternal  mediastinotomy,  but  an  equally  suitable 
exploration  of  that  compartment  can  be  accom- 
plished by  passing  the  mediastinoscope  through  a 
vertical  subxiphoid  incision.70  Part  of  the  xiphoid 
may  need  to  be  excised  and  the  attachment  of  the 
diaphragm  divided  to  enable  a wide  retrosternal 
tunnel  to  be  made,  which  can  be  negotiated  by  the 
endoscope  without  exerting  undue  pressure  on  the 
pericardial  sac. 

Retrograde  anterior  mediastinal  exploration  by  the 
subxiphoid  approach,  like  parasternal  mediastino- 
tomy, should  be  considered  whenever  a lesion  is 
present  at  the  upper  lobe  of  the  left  lung.71  This  is 
because,  as  alluded  to  before,  there  exists  an  alternate 
anterior  pathway  of  lymphatic  drainage  from  left 
upper  lobe  lesions  to  the  preaortic  and  subaortic 
nodes  of  the  anterior  mediastinum  without  traversing 
the  customary  superior  tracheobronchial,  inferior 
tracheobronchial,  or  paratracheal  nodal  chains. 

Transbronchoscopic  subcarinal  lymph  node 
biopsy.  Under  direct  endoscopic  vision  the*  sub- 
carinal region  is  penetrated  with  a long,  sharp-tipped 
mandrel.  Lymphatic  tissue  is  procured  by  either 
aspiration  or  coring.72-77  In  the  former  technique, 
suction  is  applied  through  a needle  passed  into  the 
trocar.  In  the  coring  method  tissue  is  reamed  out  by 
means  of  an  auger,  such  as  the  Fox-Biegeleisen  de- 
vice, or  a modified  cutting  needle  of  the  Vim-Sil- 
verman  type.  The  puncture  site  is  dabbed  with  sil- 
ver nitrate  to  prevent  soiling  of  the  tracheobronchial 
tree  with  pathogenic  microbes  or  cells. 

Occasionally,  the  earliest  inkling  of  neoplastic  or 
tuberculous  mediastinal  incursion  is  bronchoscopic 
visualization  of  protruberance,  swerving,  or  immo- 
bility of  the  tracheal  bifurcation.  The  usual  next 
step  in  such  cases,  of  taking  a random  punch  speci- 
men of  the  carina,  courts  the  potential  hazard  of  in- 
advertently scattering  pus  or  cancer  cells  into  the 
lower  air  passages.  This  problem  is  circumvented 
by  selective  needle  biopsy  of  the  subcarinal  lym- 
phatics. 

Since  subcarinal  nodal  agglomerates  sometimes 
are  out  of  reach  even  by  either  mediastinotomy  or 
mediastinoscopy  and  have  such  predictive  value  with 
regard  to  resectability  prospects  in  lung  cancer, 
needle  biopsy  of  that  group  of  lymph  nodes  as  an 
accompaniment  of  bronchoscopy  can  prove  to  be 
genuinely  advantageous  for  both  diagnostic  and 
prognostic  purposes. 

The  overall  yield  is  low.  It  ranges  between  25  and 
50  percent,  depending  on  factors  such  as  technical 
finesse,  use  of  appropriate  biopsy  devices,  and  node 
size,  among  others. 
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Pleura  and/or  pleural  fluid 

Percutaneous  needle  centesis  and  biopsy.  Of 

the  assortment  of  needles  available  for  sampling 
pulmonary  parenchyma,  all  except  those  with  an 
end-blade,  for  example,  Vim-Silverman,  are  useful 
as  well  for  biopsying  parietal  pleura. 

With  rare  exceptions,  needle  biopsy  is  a corollary 
of  thoracentesis,  the  bulk  of  information  deriving 
from  bacteriologic,  chemical,  and  histologic  study  of 
the  drained  pleural  fluid.18  Sometimes,  however, 
those  investigations  furnish  just  nonspecific  clues 
about  the  pathologic  process  responsible  for  the 
effusion,  and  instead  the  answer  is  announced  by  a 
pathognomonic  cellular  makeup  of  the  pleural  biopsy 
fragment. 

The  potential  of  lung  injury  is  lessened  when 
pleural  biopsy  is  done  in  the  presence  of  an  effusion. 
However,  the  validity  of  pleural  fluid  studies  depends 
so  much  on  this  fluid  being  unadulterated  that  tho- 
racentesis should  precede  pleural  biopsy  to  militate 
against  the  possibility  of  blood  becoming  admixed 
with  the  effusate. 

The  opt  imal  way  of  performing  thoracentesis  is  by 
placing  the  drainage  needle  or  catheter  at  the  nadir 
of  the  fluid  collection.  This  site,  be  it  at  the  posterior 
costophrenic  sulcus  or  at  the  lowermost  part  of  the 
loculus,  obviously  may  not  coincide  with  the  actual 
pleural  islands  of  disease  which  are  instigating  the 
effusion.  Therefore,  it  is  most  important  for  the 
successful  performance  of  pleural  biopsy  that  re- 
petitive needle  insertions  be  done  at  different  loca- 
tions, each  plug  of  tissue  being  labeled  accordingly. 
Zones  of  symphysis  between  parietal  pleura  and 
masses  at  the  periphery  of  the  lung  are,  of  course, 
especially  apt  for  biopsy. 

Thoracoscopy  (pleuroscopy).  The  procedure 
is  done  best  under  general  anesthesia,  ideally  with  a 
Carlens  or  Robertshaw*  endotracheal  tube.  An  in- 
tercostal submammary  incision  through  all  layers  is 
made  at  the  anterior  or  midaxillary  line,  corre- 
sponding to  a level  where  a free  pleural  space  exists. 
Through  it  may  be  introduced  any  one  of  a number 
of  endoscopes,  namely,  thoracoscope,  mediastino- 
scope, or  rigid  hronchofiberscope.78^89  If  a Dyonic 
needle  arthroscope  is  recruited  for  the  purpose,  no 
skin  incision  is  necessary.90  When  a rigid  endoscope 
is  used  it  is  more  convenient  to  introduce  biopsy 
forceps,  aspiration  needles,  cautery  electrodes,  and 
so  forth,  across  a separate  cannula  so  as  not  to  ob- 
struct vision  through  the  instrument.  Obviously, 
only  bacteriologically  sterile  endoscopes  are  used. 
Flexible  bronchofiberscopes,  since  they  are  not  au- 
toclavable,  must  be  gas-sterilized  prior  to  insertion 
into  the  pleural  cavity. 

Pleural  effusate  is  evacuated,  and  different  ali- 
quots of  it  are  submitted  for  appropriate  testing. 
The  interior  of  the  pleural  cavity  is  inspected 
methodically.  Especial  attention  is  given  to  the 
lower  paravertebral  and  costophrenic  gutters,  whose 
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gravity-dependent  topography  makes  them  a good 
source  for  retrieval  or  pathologic  material.  Difficult 
regions  to  visualize  are  the  hila  and  the  parietal 
pleura  at  the  points  of  insertion.  Multiple  biopsies 
are  obtained  of  pleura  and  underlying  tissues  and 
viscera.  To  curb  air  leaks  and  oozing  of  blood  the 
biopsy  sites  may  be  electrocoagulated,  tamponed 
with  pledgets  soaked  in  vasoconstrictor  solutions,  or 
daubed  with  a cyanoacrylate  monomer  tissue  adhe- 
sive.7991 An  intercostal  catheter  is  left  in  place,  at- 
tached by  tubing  to  underwater-seal  drainage. 

Unless  the  portal  provided  by  a limited  thoracot- 
omy is  liberal  enough,  in  which  event  the  so-called 
“mini”  designation  may  become  contestable,  detailed 
visual  and  palpatory  exploration  of  the  pleural  cavity 
is  insuperable.  It  is  very  worthwhile,  therefore,  for 
endoscopic  examination  uniformly  to  be  a consort  of 
limited  thoracotomy  undertaken  for  whatever  reason 
and  regardless  of  whether  pleural  effusion  coexists 
or  not. 

In  the  main,  though,  thoracoscopy  is  resorted  to 
primarily  for  pinpointing  the  cause  of  pleural  effu- 
sions which  have  been  unelucidated  by  thoracentesis 
or  percutaneous  needle  biopsy.  Its  chief  attribute 
is  that  it  makes  seeable  a range  of  pleural  and  pul- 
monary pathologic  conditions  which  may  escape 
notice  by  other  diagnostic  measures.  This  asset  is 
exploitable  in  accordance  with  the  maneuverability 
and  optical  sophistication  of  the  endoscope  which  is 
utilized.  A flexible  scope  may  allow  one  to  gaze  into 
just  about  every  nook  and  cranny  but  appreciably 
narrows  the  field  of  vision  and  supplies  skimpy 
specimens.  And  yet,  in  a small  subgroup  of  patients 
with  malignant  pleural  effusion  engendered  by  just 
a few  randomly  scattered  nests  of  disease,  the  flexible 
endoscope  may  be  the  sole  means,  short  of  formal 
exploratory  thoracotomy,  for  discovering  those 
concealed  pleural  foci.  Incidental  advantages  of  the 
flexible  scope  are  that  pathologic  findings  can  be 
photographed  through  it,  and  that  if  it  is  equipped 
with  a teaching  side-limb,  the  exploration  can  be 
shared  with  another  observer. 

Other  prerequisites,  besides  a sound  endoscope, 
for  the  proper  performance  of  thoracoscopy  are:  (1) 
artificial  pneumothorax;  (2)  a free  pleural  space;  and 
(3)  intimate  knowledge  of  features  of  pleural  cavity 
anatomy  as  seen  through  an  endoscope. 

Induction  of  balanced  artificial  pneumothorax  is 
essential  for  thoracoscopy,  else  incessant  lung  motion 
vitiates  the  conduct  of  the  procedure.  With  a Car- 
lens  or  Robertshaw  differential  bronchial  catheter, 
the  apneic  lung  can  be  inflated  periodically  during 
pauses  in  the  procedure.  This  maneuver  is  most 
advantageous  for  patients  with  paltry  pulmonary 
physiologic  status  who  might  suffer  significant  stress 
from  the  further  decrement  in  reserve  imposed  by  the 
temporary  pneumothorax. 

Widespread  loculations  or  thick  pleural  symphisis 
make  thoracoscopy  either  impractical  or  dan- 
gerous. 

Acquaintanceship  with  endoscopic  appearances 
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of  pleural  cavity  anatomy  comes  with  instruction  and 
practice,  inasmuch  as  there  is  a dearth  of  atlases  or 
publications  which  treat  of  this  topic.  ,H’87’92’9:1 
Certain  deductions  can  be  drawn  from  thoraco- 
scopic findings  in  cases  of  lung  neoplasm  accompa- 
nied by  pleural  effusion. 

1.  When  no  pleural  metastatic  nodules  are  per- 
ceived, the  effusion  may  be  a serous  one  provoked  by 
inflammatory  pleuritis.  The  next  step  in  such  a situa- 
tion should  be  exploratory  thoracotomy  for  resection, 
abstaining  from  biopsy  of  a lung  tumor  even  if  it  is  seen 
through  the  thoracoscope.  To  do  otherwise  would 
breach  the  visceral  pleura,  shedding  cancer  cells  into 
the  hitherto  tumor-free  fluid,  and  possibly  instigate 
the  development  of  a true  malignant  effusion. 

2.  When  pleural  implants  are  present,  they  may  be 
hidden  under  fibrinous  exudate  or  reactive  granula- 
tions. Biopsies  therefore  should  be  obtained  plenti- 
fully from  different  pleural  lumps,  the  specimens 
being  as  generous  as  possible. 

Some  authors  have  used  thoracoscopy  advanta- 
geously in  children  and  immunosuppressed  patients 
for  prompt  confirmation  of  suspected  P.  carinii  and 
similar  devastating  pneumonias  where  immediate 
diagnosis  is  of  the  essence,  with  life  itself  literally  at 
stake  regarding  implementation  of  specific  medicinal 
therapy.89 

The  complications  of  thoracoscopic  biopsy  include: 
hemothorax;  persistent  pulmonary  air  leak;  subcu- 
taneous emphysema;  empyema;  bronchopleural  fis- 
tula; and  tumor  implantation  in  the  incision  track. 

Depending  on  which  kind  of  endoscope  is  used, 
thoracoscopy  furnishes  tissue  suitable  for  micro- 
scopic studies  in  from  55  to  100  percent  of  cases,  the 
lower  yields  occurring  with  flexible  bronchofiber- 
scopes. 

Invasive  nonbiopsy  radiographic  studies 

Biopsy  procedures  are  oriented  either  at  obtaining 
tissue  for  etiologic  identification  or  at  charting  the 
distribution  of  disease.  Sometimes  both  of  these 
aims  are  attained  synchronously.  A number  of  in- 
vasive radiographic  modalities  provide  intimation 
about  the  location,  anatomic  source,  and  expanse  of 
disease  without,  naturally,  making  available  tissue 
for  analysis.68-94-100  They  include:  (1)  bronchog- 
raphy; (2)  pulmonary  arteriography;  (3)  thoracic 
aortography;  (4)  bronchial  arteriography;  (5)  azy- 
gography; (6)  pneumomediastinography;  and  (7) 
mediastinal  lymphography. 

Bronchography.  Bronchography  may  be  mak- 
ing a comeback.  Viscous  iodized  oil,  formerly  the 
exclusive  agent  employed  for  opacifying  the  bron- 
chial ramifications,  is  messy  and  elicits  sundry  bad 
effects  which  discourage  wider  usage  of  that  method 
of  investigation;  specifically,  it:  (1)  excites  an  in- 
flammatory response;  (2)  packs,  rather  than  coats, 
the  alveoli;  (3)  stays  in  the  bronchi  for  many  months; 
and  (4)  upsets  pulmonary  function.  Powdered 
tantalum,  an  alternate  radiopaque  medium  with 


none  of  these  adversities,  is  blown  by  means  of  an 
atomizer  into  the  bronchi.68’98'100  It  is  particularly 
valuable  for  uncovering  the  source  of  radiographi- 
cally mute  hemoptysis  or  sputum  containing  malig- 
nant cells.  Whether  tantalum  bronchography  will 
withstand  the  test  of  time  and  receive  wider  accep- 
tance remains  to  be  seen. 

Bronchography  is  best  practiced  before  bron- 
choscopy, in  general.  It  can  thereby  serve  as  a “road 
map”  to  direct  endoscopic  examination  to  particular 
sectors  of  the  bronchial  tree,  and  bronchoscopy- 
provoked  artifacts  which  would  deform  the  bron- 
chograms  are  avoided.  This  precaution  is  imperative 
in  those  rare  situations  of  positive  sputum  cytologic 
findings  or  hemoptysis  occurring  without  overt  ra- 
diographic abnormalities,  when  subtle  mucosal  ir- 
regularities limned  by  bronchography  may  be  the 
only  hint  of  the  source  of  the  clinical  trouble. 

Pulmonary  angiography.  The  diagnostic  use- 
fulness of  pulmonary  arteriography  is  predicated  on 
the  radiologist’s  expert  knowlege  of  vascular  abnor- 
malities presented  by  various  space-occupying  le- 
sions. Some,  such  as  pulmonary  artery  aneurysm  or 
arteriovenous  fistula,  are  innately  vascular  anoma- 
lies. In  others,  characteristic  patterns  of  vessel  de- 
flection or  blockage  may  help  to  distinguish  between 
neoplastic  and  infarcted  lung. 

Pulmonary  arteriography  is  appreciably  less 
valuable  for  the  diagnosis  of  peripheral  neoplasms 
than  of  those  at  hilar,  mediastinal,  or  paramediasti- 
nal regions.  Regarding  the  latter,  the  difference 
between  resectability  and  nonresectability  of  lung 
cancer  may  be  spelled  by  the  demonstration  of  tumor 
involvement  of  the  innominate  vein,  superior  vena 
cava,  atria,  and  intrapericardial  pulmonary  veins. 
Displacement  or  compression  without  complete  or 
partial  intralumenal  occlusion  does  not  contravene 
resectability.  Neither,  however,  does  absence  of 
angiographic  signs  of  unresectability  guarantee 
resectability  once  the  chest  is  opened.  False-nega- 
tive arteriograms  are  especially  common  with  left 
upper  lobe  cancers. 

Thoracic  aortography.  Thoracic  aortography 
occasionally  is  necessary  to  clarify  the  nature  of 
midline  mediastinal  or  paramediastinal  abnormali- 
ties which  fluoroscopy  fails  to  identify.  Some  an- 
eurysms do  not  exhibit  pulsations,  while  cysts,  tu- 
mors, and  granulomatous  masses  neighboring  the 
heart  or  great  vessels  may  show  vigorous  pulsations 
which  have  expansile  qualities.  Aortography  aids 
in  segregating  vascular  from  nonvascular  lesions, 
especially  with  regard  to  laterotracheal  densities  at 
the  summit  of  the  thoracic  cavity,  and  anterosuperior 
mediastinal  enlargements. 

Bronchial  arteriography.  Bronchial  arteriog- 
raphy can  be  done  synchronously  with  thoracic  aor- 
tography. Since  the  bronchial  arterial  system  may 
become  a major  supplier  to  diseased  lungs,  segmental 
hypervascularity  sometimes  is  helpful  in  cases  of 
known  cancer  for  accurate  localization  of  lesions 
which  are  being  considered  for  regional  infusion 
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chemotherapy.  Bronchial  arteriography  likewise  can 
be  very  useful  for  tracing  the  fountainhead  of  cryp- 
togenic hemoptysis;  but  whether  that  is  malignant 
or  nonmalignant  in  character  requires  corroboration 
by  subsequent  biopsy. 

Azygography.  Azygography,  radiographic  vi- 
sualization of  the  azygos  and  hemiazygos  systems,  is 
a maneuver  for  detecting  spread  of  cancer  to  the 
posterior  mediastinum,  a zone  which  is  obscure  by 
ordinary  radiographic  study.  Complete  blocks  of  the 
veins  ordinarily  are  indicative  of  unresectability. 
Accuracy  is  higher  with  lesions  of  the  right  side. 
Partial  blocks  of  the  veins  may  occur  with  benign 
lesions  as  well  as  with  pulmonary-unrelated  states, 
such  as  constrictive  pericarditis,  portal  hypertension, 
and  so  forth.  The  azygogram  in  such  instances  is  not 
as  ominous  with  respect  to  chances  for  resectability 
as  is  one  showing  total  occlusion. 

A properly  performed  azygogram  outlines  the  su- 
perior vena  cava,  sparing  the  patient  from  venous 
angiocardiography. 

Azygography  is  unwarranted  in  obviously  inop- 
erable patients  or  in  those  who  have  peripheral  le- 
sions without  evidence  of  lymphadenopathy. 

Pneumomediastinography.  The  preoperative 
differentiation  of  mediastinal  masses  sometimes  is 
quite  taxing;  pneumomediastinography,  a diagnostic 
method  in  that  connection  devised  45  years  ago,  has 
been  exploited  a great  deal  in  Europe  but  hardly  at 
all  in  this  country.101-105  Its  object  is  to  create  an 
external  air-contrast  cast  within  which  are  parti- 
tioned the  radiopaque  organs  that  tenant  the  medi- 
astinum. Tomograms  taken  in  different  projections 
are  studied  to  distinguish  between  normal  and  ab- 
normal shadows. 

Myriad  routes  have  been  proposed  for  insufflating 
the  gas — namely,  retrosternal,  pretracheal,  trans- 
tracheal, pertracheal,  parasternal,  transsternal, 
transbronchial,  paravertebral,  retroxiphoid,  extra- 
dural, laterotracheal,  laterocervical,  precoccygeal, 
laterococcygeal,  and  retropubic.105  The  simplest  and 
most  direct  method  is  during  bronchoscopy,  that  is, 
by  the  pertracheal  route. 

The  endoscope  is  positioned  3 to  4 cm.  cephalad 
to  the  carina,  facing  the  posterior  tracheal  wall.  This 
is  punctured  with  a special  needle,  such  as  the  Si- 
mecek  device.  A couple  of  milliliters  of  saline  or 
lidocaine  solution  are  injected  to  make  sure  that  the 
needle  tip  lies  between  the  trachea  and  the  esopha- 
gus, and  that  the  mediastinum  is  not  impermeable 
at  that  level.  The  volume  of  gas  insufflated  depends 
on  what  scout  films  reveal.  Occasionally,  if  medi- 
astinal lymphadenopathy  is  demonstrated  at  this 
juncture,  the  needle  can  be  repositioned  for  trans- 
carinal  lymph  node  biopsy. 

Pathologic  entities  silhouetted  by  pneumomedi- 
astinography include:  anterior  mediastinal  tumors; 
lymphoglandular  enlargements;  infiltration  of  the 
mediastinum  by  cancerous  growths;  aneurysms  and 
other  vascular  anomalies;  and  p<  icardial  effusion. 

Very  few  complications  hav<  been  reported, 


namely,  pneumothorax;  subcutaneous  emphysema; 
air  embolism;  and  a myasthenic  crisis  in  a patient 
bearing  a thymoma. 

Mediastinal  lymphography.  Mediastinal  lym- 
phography or  lymphangiography  has  been  shown 
experimentally  to  be  feasible.  It  has  had  negligible 
clinical  application,  however.  The  method  is  tedious 
and  time-consuming,  interpretation  of  results  is 
liable  to  numerous  pitfalls,  and  such  information  as 
can  be  gleaned  is  inferior  in  comparison  with  other 
diagnostic  measures. 

Procurement,  collection, 
and  processing  of  specimens 

The  Achilles  heel  of  all  biopsy  procedures  is  mis- 
handling of  the  specimen.  F ew  clinical  events  are  as 
frustrating  or  disconcerting  as  a diagnostic  operation, 
well  conducted  and  productive  of  tissue,  whose  labor, 
effort,  and  expense  amount  to  nil  because  of  pre- 
ventable oversights  or  negligence  in  the  manner  with 
which  the  specimen  is  treated.  Besides  being  a net 
disservice  to  patient  welfare,  cumulated  failures  of 
that  sort  are  indictable  as  serious  financial  burdens 
during  the  contemporary  era  of  hospital  practice 
when  cost-containment  obligations  are  empha- 
sized. 

An  unrewarding  biopsy  enterprise  may  stem  from 
errors  in  judgment  or  technique  by  the  operator. 
Such  errors  include: 

1.  Injudicious  utilization  of  a low-yield  procedure 
for  solving  the  particular  problem;  for  example,  para- 
scalene  lymph  node  biopsy  done  for  suspected  lung 
cancer  when  nodes  are  impalpable. 

2.  Using  inappropriate  or  mechanically  defective 
tools;  for  example,  dull  cutting  forceps  for  transbron- 
chial lung  biopsy. 

3.  Obtained  biopsy  samples  which  are  not  repre- 
sentative of  the  whole  lesion;  for  example,  tissue  frag- 
ments from  only  the  outermost  confines  of  growths. 

4.  Not  procuring  enough  material  to  suit  the 
breadth  of  investigations  which  are  scheduled;  for  ex- 
ample, obtaining  just  a couple  of  needle  aspirates  from 
a mass  when  detailed  histologic  and  microbiologic 
studies  are  required. 

5.  Failing  to  combine,  although  feasible,  a number 
of  diagnostic  measures  at  the  same  session;  for  exam- 
ple, not  taking  advantage  of  biopsying  lung  and/or 
pleura  when  planning  thoracentesis  for  malignant 
effusion. 

Independent  of  these  mistakes  are  those  perti- 
nent to  the  specimen  itself.  There  is  ample,  dis- 
quieting evidence  that  frequently  a “negative”  or 
uninformative  biopsy  result  derives  from  somewhat 
cavalier  disposition  of  the  specimen.  Customarily, 
the  specimen  is  passed  on  to  a nurse  in  the  operating 
room  with  verbal  instructions  about  how  it  is  to  be 
labeled,  preserved,  and  transferred  to  the  laboratory. 
The  regrettable  consequence,  too  often,  is  that  the 
precious  tissue  becomes  dehydrated,  autolyzed, 
fragmented,  contaminated,  soaked  in  spent  fixative 
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solutions,  stored  in  the  wrong  container, — or 
lost.106 

There  are  also  some  technical  maneuvers  which, 
although  inoffensive  under  ordinary  circumstances, 
may  taint  specimens  to  the  point  of  rendering  them 
worthless  for  certain  studies.  Thus: 

1.  As  mentioned  earlier,  topical  anesthetic  agents 
squirted  into  the  trachea  to  suppress  coughing  may 
modify  microbiologic  data.  Concentrated  solutions  of 
tetracaine  are  toxic  to  mycobacteria,  while  lidocaine  is 
inhibitory  to  fungi  and  various  nontuberculous  pulmo- 
nary pathogens. 

2.  Wrapping  specimens  in  gauze  pads  or  paper 
towels  may  adulterate  them  with  textile  filaments  or 
other  impurities.  This  can  lead  to  confusion  when 
subsequent  microincineration  and  spectrophotometric 
studies  are  done  for  inhaled  mineral  or  vegetative  pol- 
lutants. Specimens  therefore  should  be  deposited 
only  in  stainless  steel  or  glass  cups. 

The  quality  of  laboratory  analysis  is  commensu- 
rate with  the  care  accorded  to  specimens,  and  it  is  the 
operator’s  onus  to  ensure  that  their  integrity  is  not 
destroyed  en  route  to  their  destinations.  Ideally,  a 
pathologist  or  expert  technician  should  be  on  hand 
to  receive  them  directly.  Otherwise,  the  surgeon 
should  have  available  a tray  with  appropriate  para- 
phernalia, and  either  he  or  his  assistant  process  the 
specimens  before  they  are  transported  from  the  op- 
erating room. 

If,  as  is  true  in  most  institutions,  the  luxury  is 
lacking  of  having  a pathologist  and  bacteriologist  in 
person  to  receive  the  intact,  unfixed  specimen,  then 
the  operator  must  be  ready  to  process  it  in  a way 
consonant  with  the  circumstances  of  the  case. 
Merely  dispatching  the  specimen  immersed  in  saline 
solution  or  formaldehyde  nullifies  its  use  for  special 
studies,  constituting  abdication  of  an  important  re- 
sponsibility. The  proper  protocol  to  be  followed  will 
vary,  of  course,  with  the  clinical  situation  and  with 
the  source  and  size  of  the  specimen.  A suppurative 
or  caseating  lymph  node,  for  example,  need  not  be 
processed  in  the  same  manner  as  a scirrhous  one. 

Should  the  operator  or  his  assistant  be  unable  to 
attend  to  the  specimens,  then  these  should  be  placed 
in  suitable  transport  media  jars  and  hand -carried  to 
the  laboratory  at  the  termination  of  the  operative 
procedure.  A few  drops  of  heparin  should  be  added 
ahead  of  time  to  any  material,  such  as  pleural  fluid, 
which  is  apt  to  congeal  in  transit. 

The  way  in  which  specimens  should  be  processed 
is  contingent  on  factors  cogent  to  each  individual 
case. 

1.  How  urgently  the  diagnosis  is  needed  may  re- 
duce use  of  the  specimen  to  just  one  critical  study. 
When  extension  or  discontinuance  of  any  ongoing  sur- 
gical intervention  pivots  on  whether  a mass  lesion  is 
cancerous,  the  answer  is  obtainable  from  frozen-sec- 
tion microscopy.  In  this  respect,  as  in  others,  a nega- 
tive report  can  never  be  accepted  at  face  value  if  clini- 


cal suspicion  dictates  the  opposite;  instead,  it  should 
suggest  the  advisability  of  procuring  additional  biopsy 
material. 

Another  circumstance  requiring  urgent  diagnosis  is 
indeterminate  acute  infection-engendered  infiltration 
of  the  lungs,  as  may  occur  in  immunodeficient  pa- 
tients. Here,  microscopic  examination  of  stained 
smears  is  feasible,  on  specific  demand,  within  a couple 
of  hours. 

2.  The  range  of  etiologic  possibilities  may  limit  or 
amplify  the  apportionment  of  parts  of  the  specimen. 
The  diagnostic  impasse  posed  by  perplexing  diffuse 
pneumopathies  which  have  evaded  preliminary  sero- 
logic and  other  checks  often  makes  it  necessary  that 
specimens  be  split  for  a variety  of  tests.  If  diagnosis  is 
urgently  needed,  as  for  instance  to  confirm  the  pres- 
ence of  P.  carinii,  prompt  staining  of  material  whisked 
onto  slides  enables  microscopic  examination  to  be 
made  right  away.  Otherwise,  different  aliquots  of  the 
specimen  can  be  submitted  for  more  formulated  pro- 
cessing, such  as  pertains  to  viral  or  mycobacterial  cul- 
ture. 

3.  What  the  specimen  consists  of  is  perforce  a de- 
terminant of  investigative  possibilities.  If  these  are 
not  dealt  with  with  a certain  element  of  foresight,  how- 
ever, the  result  may  be  disappointingly  incomplete  in- 
formation. For  example,  a section  of  lymph  node 
showing  just  granulomas  will  not  suffice  to  interpret 
whether  the  underlying  condition  is  either  tuberculosis 
or  sarcoidosis  unless  a portion  of  the  node  has  also 
been  subjected  to  microbiologic  evaluation. 

4.  The  choice  of  studies  is  usually  strictured  by  the 
size  of  the  specimen.  However  miniscule  a solid  speci- 
men may  be,  it  should  be  bisected,  with  the  less  trau- 
matized half  going  for  histologic  study  and  the  other 
half  for  microbiologic  smear  and  culture.  Liquid  spec- 
imens, such  as  sputum  or  pleural  effusate,  have  an  ad- 
vantage over  nondescript  granular  bits  of  tissue  in  that 
they  can  be  subdivided  into  uniform  aliquots  truly  rep- 
resentative of  the  whole. 

The  spectrum  of  potential  analyses  is 
vast.10,18,107-109  It  behooves  the  operator  to  be  cog- 
nizant of  a predetermined  scheme  for  parcelling  out 
the  specimen  in  a fashion  appropriate  to  the  intended 
study. 

1.  Optic  microscopy  of  frozen  (cryostat)  sections — 
isotonic  saline  or  Ringer’s  solutions;  fresh  tissue  itself. 

2.  Optic  microscopy  of  permanent  (paraffin  block) 
sections — formalin;  Bouin  solution;  Carnoy’s  mixture. 

3.  Optic  microscopy  for  cytologic  typing — slides  of 
thick  cell  spreads  sprayed  with,  or  submerged  in,  eth- 
anol-ether. 

4.  Optic  microscopy  for  cell  block  study — milli- 
pore-filter  residue  of  fresh  tissue  suspended  in  isotonic 
saline  solution,  Ringer’s  solution,  or  Plasmalyte. 

5.  Optic  microscopy  for  Gram-staining  and  acid- 
fast  staining  microorganisms — smeared  slides  im- 
mersed into  corresponding  fixatives. 

6.  Optic  microscopy  for  P.  carinii — air-dried  slides 
of  cellular  touch  imprints. 

7.  Microbiologic  culture  studies.  General  trans- 
port media  for  bacteria — brain-heart  infusion  broth; 
7H-9  broth.  Inoculation  of  liquid  specimen  or  of  sus- 
pension of  homogenized,  centrifuged  sediment  into  di- 
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verse  isolation  media: 

A.  Bacterial  pathogens — sheep  blood  agar. 

B.  Fastidious  pathogens  (for  example,  Hemophilus 
influenzae ) chocolate  agar. 

C.  Gram-negative  pathogens — MacConkey  agar. 

D.  Mycobacteria — Lowenstein-Jensen  medium; 

7H-9  broth;  7H-10  agar;  7H-11  agar;  Mycobac- 
tosel;  Petragani  medium;  ATS  medium. 

E.  Anaerobic  microorganisms — eugonic  agar;  thio- 
glycolate  broth;  chopped  meat-glucose  broth; 
neomycin  blood  agar;  laked  blood  agar. 

F.  Fungi — Sabouraud’s  dextrose  agar  and  broth; 
brain-heart  infusion  blood  agar. 

G.  Mycoplasma — Hayflick’s  medium. 

H.  Viruses — Medium  199;  Hank’s  balanced  salt 
solution;  charcoal  virus  transport  medium; 
tryptose  phosphate  broth. 

8.  Electron  microscopy — glutaraldehyde-cacody- 
late  buffer  solution. 

9.  Immunopathologic  and  fluorescent  antibody 
studies — freezing  in  liquid  nitrogen. 

10.  Tissue  culture — Falcon  flasks. 

1 1 . Mass  spectrophotometric  and  ashing  mineralo- 
gic  studies — dust-free  formalin;  glutaraldehyde-caco- 
dylate  buffer  solution. 

12.  Polarization  and  x-ray  diffraction  crystallo- 
graphic studies — dust-free  formalin;  glutaraldehyde- 
cacodylate  buffer  solution. 

Scheme  for  diagnostic  invasive 
evaluation  of  lung  diseases 

No  categoric  guidelines  can  be  enunciated  re- 
garding the  appropriate  choice  of  invasive  modalities 
without  foreknowledge  of  a plurality  of  factors  about 
each  individual  case.  Thus,  the  demonstration  of 
pleural  effusion  or  of  mediastinal  lymphadenopathy 
may  radically  alter  the  sequence  of  the  diagnostic 
workup. 

The  following  outline  is  offered  to  illustrate  the 
repertoire  of  invasive  procedures,  in  decreasing  order 
of  personal  preference,  which  may  be  reasonably 
applied  for  identifying  various  pulmonary  paren- 
chymal entities  whose  etiology  has  eluded  recognition 
by  prior  noninvasive  methods.  It  presupposes,  for 
convenience,  that  other  complicating  manifestations 
of  disease  such  as  those  previously  cited  are  ab- 
sent. 

I.  Localized  solitary  mass 

A.  Peripheral  2-cm.  diameter  or  less  (“coin  le- 
sion”) 

1.  In  patients  under  30  years  of  age: 
transbronchoscopic  biopsy;  percutaneous 
needling;  limited  thoracotomy. 

2.  In  patients  over  30  years  of  age:  trans- 
bronchoscopic biopsy;  limited  thoracot- 
omy; percun  neous  needling. 

B.  Peripheral,  more  than  2-cm.  diameter,  sub- 
pleural,  with  or  without  cavitation.  Trans- 
bronchoscopic hiop-y;  percutaneous  needling; 
limited  thoracotomy;  thoracoscopic  biopsy. 

C.  Peripheral,  more  than  2-cm.  diameter,  a- 
butting  against  parietal  pleura.  Percuta- 
neous needling;  transbronchoscopic  biopsy; 
limited  thoracotomy. 
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D.  Midlung,  any  size:  transbronchoscopic  bi- 
opsy; limited  thoracotomy. 

E.  Central  (hilar),  any  size:  transbronchoscopic 
biopsy. 

F Apical,  any  size:  transbronchoscopic  biopsy; 
limited  thoracotomy;  mediastinopleuroscopic 
biopsy;  thoracoscopic  biopsy;  percutaneous 
needling. 

G.  Superior  sulcus  tumor:  supraclavicular 

(open)  biopsy;  percutaneous  needling. 

II.  Indeterminate  nonlocalized  (diffuse)  disease 

A.  Acute  infiltrates 

1.  Generalized 

a.  In  children:  percutaneous  needling; 
limited  thoracotomy;  thoracoscopic 
biopsy. 

b.  In  adults:  transbronchoscopic 

sampling;  limited  thoracotomy;  per- 
cutaneous needling;  thoracoscopic 
biopsy. 

2.  Lobar:  selective  bronchial  catheteriza- 
tion; transbronchoscopic  sampling;  per- 
cutaneous needling;  thoracoscopic  bi- 
opsy. 

3.  Segmental  and  subsegmental:  trans- 

bronchoscopic sampling;  selective  bron- 
chial catheterization;  percutaneous 
needling. 

B.  Chronic  infiltrates 

1.  Generalized:  limited  thoracotomy; 

transbronchoscopic  biopsy;  thoracoscopic 
biopsy. 

2.  Lobar:  transbronchoscopic  biopsy;  lim- 
ited thoracotomy;  selective  bronchial 
catheterization;  percutaneous  needling; 
thoracoscopic  biopsy. 

3.  Segmental  and  subsegmental:  trans- 

bronchoscopic sampling;  limited  thora- 
cotomy. 

C.  Multiple  nodules,  with  or  without  cavitation: 
limited  thoracotomy;  thoracoscopic  biopsy. 

III.  Hemoptysis  or  positive  sputum  cytology  with 
normal-appearing  radiograms:  flexible  bron- 

chofiberscopic  sampling;  tantalum  bronchography; 
bronchial  arteriography. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
(DR.  SCHECHTER) 
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Convenient  systems  to  test  bacteria  for  multiple 
chemical  activities  are  now  commercially  available, 
and  the  ordinary  hospital  laboratory  can  speciate 
gram-negative  rods  with  greater  precision  than  be- 
fore. As  a result,  clinicians  are  now  recieving  reports 
of  the  isolation  of  strange,  novel  species  representing 
previously  undiagnosable  organisms. 

In  the  genus  Klebsiella,  not  only  is  the  classic  K. 
pneumoniae  reported,  but  now  K.  ozaenae  and  even, 
rarely,  K.  rhinoscleromatis  are  found.  To  compound 
the  problem,  indole-positive  K.  pneumoniae  are  now 
often  designated  as  the  proposed  new  species,  K. 
oxytoca.  The  justification  for  this  is  deoxyribonu- 
cleic acid  recombination  experiments  which  show 
considerable  difference  between  the  nucleic  acids  of 
the  indole-positive  and  -negative  strains  of  the  for- 
mer species.1 

We  undertook  this  study  to  investigate  the  clinical 
importance  of  the  various  species  and  to  observe 
whether  a special  significance  is  to  be  attached  to 
each  species. 

Materials  and  methods 

The  Sisters  of  Charity  Hospital  of  Buffalo  is  a 
455-bed  general  hospital  comprising  all  major  clinical 
services,  with  an  attached  80-bed  skilled  nursing 
facility.  A recent  analysis  of  its  inpatient  population 
showed  it  to  be  drawn  from  all  socioeconomic  groups 
from  urban,  suburban,  and  rural  areas  of  the 
county. 

The  hospital  laboratory  uses  the  API-20E*  system 
for  the  speciation  of  gram-negative  rods  and  the 
Kirby-Bauer  method  for  the  determination  of  sen- 
sitivity to  antimicrobials.  Since  January,  1978,  data 
from  all  cultures  have  been  compiled  on  punched- 
cards  for  computer  analysis  with  selected  clinical 
data  included. 

In  the  present  study  the  data  on  all  Klebsiella 
isolates  in  the  21-month  period  beginning  with  Jan- 
uary, 1978,  were  analyzed.  Information  on  all  cul- 
tures showing  Klebsiella  from  any  given  patient  was 
printed  consecutively,  allowing  us  to  scan  the  data 

* API  = Analytical  Profile  Index,  ANALYTAB  Products  Di- 
vision of  Ayerst  Laboratories,  Plainview,  New  York 


TABLE  I.  Sites  from  which  Klebsiella  species  were 
isolated 


Percent 
Isolated  from 

Kl. 

pneu- 

moniae 

(325 

strains) 

Kl. 

oxytoca 

(64 

strains) 

Kl. 

ozaenae 

(18 

strains) 

Blood 

7.4 

1.6 

5.6 

Urine 

49.8 

31.3 

38.9 

Wounds 

13.9 

26.6 

16.7 

Respiratory  tract 

18.1 

20.3 

33.3 

Female  genital  tract 

3.1 

4.7 

Gallbladder 

3.4 

6.3 

Intestine 

1.2 

4.7 

Abdominal  fluid 

1.2 

1.6 

Miscellaneous 

1.8 

3.1 

5.6 

Total  percent  of  all  79.9 

Klebsiella  organisms  (100  Dercent) 

15.7 

4.4 

and  eliminate  repeat  isolates  from  one  site  on  any 
patient  as  well  as  duplicate  sensitivity  data  derived 
from  isolates  of  the  same  strain  from  a single  pa- 
tient. 

In  analysis  of  the  data,  chi-squared  tables  were 
employed  using  Yates’  correction  for  small  numbers 
where  applicable. 

Results 

Frequency  of  species  and  sites.  There  were  407 
separate  strains  of  Klebsiella  isolated.  Of  these,  325 
(79.7  percent)  were  K.  pneumoniae,  64  (15.7  percent) 
were  K.  oxytoca,  and  18  (4.4  percent)  were  K.  ozae- 
nae; K.  rhinoscleromatis  was  not  seen.  The  sites 
from  which  the  organisms  were  recovered  are  dis- 
played in  Table  I.  Stool  was  not  a source  of  these 
organisms  because  of  the  laboratory’s  practice  of  not 
speciating  lactose-fermenting  gram-negative  rods 
which  seem  to  be  obvious  coliforms  when  grown  from 
this  material. 

When  tested  for  significant  differences  in  sites  of 
isolation,  K.  oxytoca  was  found  to  differ  from  K. 
pneumoniae  in  being  isolated  significantly  more 
often  from  wounds,  (p  = 0.01  to  0.02)  and  signifi- 
cantly less  frequently  from  urine,  (p  = 0.001  to  0.01). 
While  K.  oxytoca  seemed  at  first  to  have  been  iso- 
lated less  frequently  from  blood  cultures  than  K. 
pneumoniae,  the  difference  was  not  statistically 
significant,  nor  were  other  apparent  differences  in 
sites  of  origin  among  the  three  species  confirmed  as 
significant  by  analysis. 

Within  the  broad  category  of  wound  isolates,  fur- 
ther differences  were  found  with  regard  to  site  of  the 
wound.  Table  II  displays  these  data.  K.  oxytoca 
was  found  significantly  more  often  from  lower-ex- 
tremity wounds  than  was  K.  pneumoniae  (39  percent 
of  wound  isolates  versus  11  percent;  p = 0.02  to 
0.05). 

We  examined  the  records  of  the  seven  patients  who 
had  K.  oxytoca  in  lower-extremity  wounds.  Two 
had  hospital-acquired  infections,  a surgical  wound 
and  a decubitus  ulcer.  In  the  remaining  five  cases 
the  organism  was  present  on  admission,  infecting 
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TABLE  II.  Sites  of  origin  of  Klebsiella  species 


Site  of  Wound 

Number  Isolated  from  Site 
Kl.  pneumoniae  Kl.  oxytoca 

Abdomen 

20 

7 

Chest 

1 

Head,  neck 

4 

1 

Lower  extremity 

5 

7 

Upper  extremity 

3 

3 

Buttock 

8 

Back 

3 

Breast 

2 

Totals 

46 

18 

TABLE  III.  Antibiotic  sensitivity  of  Klebsiella  species 
(percent) 


Antibiotic 

Kl. 

pneumoniae 

(236-279 

strains) 

Kl. 

oxytoca 

(31-33 

strains) 

Kl. 

ozaenae 

(15 

strains) 

Ampicillin 

6.8 

9.9 

13.3 

Carbenicillin 

19.4 

22.6 

13.3 

Cephalothin 

92.8 

90.9 

93.3 

Chloramphenicol 

93.1 

100.0 

100.0 

Gentamicin 

98.9 

100.0 

93.3 

Kanamycin 

94.9 

84.8 

87.0 

Tetracycline 

87.9 

94.0 

87.0 

(Urinary  organisms 

(157-158  strains) 

(13  strains) 

(4  strains) 

only) 

Nalidixic  acid 

91.8 

100.0 

100.0 

Nitrofurantoin 

80.9 

85.0 

100.0 

TMP-SMX* 

93.0 

70.0 

75.0 

* Trimethoprim-sulfamethoxazole. 


pre-existing  ulcerations  due  to  diverse  causes,  such 
as  diabetes,  trauma  from  a cast,  vascular  disease,  and 
cellulitis.  The  clinical  settings  of  all  seven  isolates 
suggested  a pathogenic  role  for  the  organism  rather 
than  saprophytic  colonization. 

Sensitivity.  The  sensitivity  of  the  three  Klebsi- 
ella species  to  various  antimicrobials  is  shown  in 
Table  III.  The  data  for  nalidixic  acid,  nitrofuran- 
toin, and  trimethoprim-sulfamethoxazole  represent 
urinary  tract  organisms  only.  Other  antibiotics  were 
tested  against  organisms  from  all  sites.  No  signifi- 
cant intra-species  difference  could  be  found  in  the 
proportions  of  strains  sensitive  to  various  antibi- 
otics. 

Ampicillin-sensitive  K.  pneumoniae.  The  few 

K.  pneumoniae  strains  sensitive  to  ampicillin  were 
further  studied.  As  might  be  expected  from  the  as- 
sumption that  sensitive  bacteria  do  not  carry  R fac- 
tors, they  are  found  to  be  quite  sensitive  to  other 
antimicrobials,  the  notable  exceptions  being  tetra- 
cycline and  nitrofurantoin,  where  occasional  resis- 
tance was  encountered.  Table  IV  displays  the  data 
relative  to  these  ampicillin-sensitive  K.  pneumo- 
niae. 

There  was  a distinct  correlation  between  ampicillin 
and  carbenicillin  sensitivity  (Table  V).  The  differ- 
ence between  carbenicillin  sensitivity  in  ampicillin- 
sensitive  and  -resistant  strains  was  highly  significant 

(p  = <0.001). 

We  were  struck  by  the  fact  that  the  19  ampicil- 
lin-sensitive strains  were  much  more  often  (21  per- 
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We  surveyed  all  Klebsiella  isolates  in  a general  hos- 
pital over  a 21 -month  period.  Eighty  percent  of 
strains  isolated  were  K.  pneumoniae;  half  of  these 
were  from  the  urinary  tract.  Sixteen  percent  were 
a proposed  new  species,  K.  oxytoca,  with  a significant 
number  invading  wounds,  especially  of  the  lower 
extremities.  Four  percent  were  K.  ozaenae,  a larger 
proportion  of  the  species  than  others  have  been  ob- 
served, with  an  isolation  rate  from  the  respiratory 
tract  equal  to  that  from  urine.  Antimicrobial 
sensitivities  were  similar  in  the  three  species. 
Aminoglycosides  were  almost  uniformly  effective. 
Tetracycline,  chloramphenicol,  and  cephalothin  were 
all  effective  about  90  percent  of  the  time.  Carbeni- 
cillin susceptibility  was  seen  in  only  20  percent  and 
ampicillin  susceptibility  in  only  7 percent.  There 
was  a tendency  of  ampicillin-sensitive  strains  to  in- 
vade the  blood  stream  more  often  than  ampicillin- 
resistant  ones.  Sensitivity  to  ampicillin  and  to 
carbenicillin  were  correlated. 


TABLE  IV.  Sensitivity  of  ampicillin-sensitive  K. 
pneumoniae  to  other  antibiotics 


Strains 


Antibiotic 

tested  Sensitive  Intermediate  Resistant 

Carbenicillin 

13 

10 

3 

0 

Cephalothin 

19 

19 

0 

0 

Chloramphenicol 

19 

19 

0 

0 

Gentamicin 

19 

19 

0 

0 

Kanamycin 

19 

19 

0 

0 

Tetracycline 
Urinary  strains 

19 

15 

2 

2 

Nalidixic  acid 

6 

6 

0 

0 

Nitrofurantoin 

6 

4 

2 

2 

TMP-SMX 

5 

5 

0 

0 

TABLE  V. 

Correlation  between  ampicillin  and 

carbenicillin  sensitivity,  K.  pneumoniae 

Number  of 

Sensitive  to  Carbenicillin 

Ampicillin 

Strains 

Number  Percent 

Sensitive 

13 

10 

77 

Intermediate 

11 

4 

44 

Resistant 

214 

32 

15 

cent  of  the  time)  isolated  from  blood  than  were  the 
more  common  resistant  ones  (7.7  percent).  On 
analysis,  the  difference  was  more  a suggestive  than 
a provable  one  (p  = 0.10  to  0.20)  due  in  part  to  the 
small  numbers  involved  and  the  consequent  correc- 
tion necessary  to  minimize  the  difference  between 
groups.  Continued  observation,  as  more  data  be- 
come available,  will  prove  whether  or  not  there  is  a 
greater  tendency  of  ampicillin-sensitive  organisms 
to  invade  the  blood  stream. 

Comment 

Most  previous  reviews  of  Klebsiella  infections  do 
not  distinguish  between  the  component  species.  This 
is  partially  because  of  the  past  inability  of  routine 
laboratories  to  speciate  strains  of  this  genus  with 


precision,  and  partially  because  of  the  recent  pro- 
posal to  categorize  indole-positive  strains  of  K. 
pneumonia  as  a new  species,  K.  oxytoca.  Our  data 
indicate  that  infections  due  to  the  various  species  do 
show  clinical  differences. 

Although  serotyping  is  a valuable  tool  in  investi- 
gating the  epidemiology  of  Klebsiella,  the  technique 
was  not  available  in  our  institution.  Others  who  have 
serotyped  both  indole-positive  and  -negative  strains 
of  Kl.  pneumoniae  (for  example  Kl.  oxytoca  and  Kl. 
pneumoniae)  have  observed  that  both  species  are 
recognizable  by  the  available  capsular  antisera,  with 
considerable  overlap.2  Therefore,  serotyping  cannot 
be  relied  on  to  distinguish  the  two  species,  and  the 
differentiation  must  be  made  biochemically. 

The  16  percent  frequency  of  K.  oxytoca  in  our  se- 
ries was  similar  to  that  found  by  Puppel  and  Baier,3 
who  found  18  percent  of  their  Klebsiella  isolates  to 
be  of  that  species,  and  of  Klein,  Spindler,  and  Mas- 
ten2,  who  reported  19  percent.  In  contrast,  we  found 
K.  ozaenae  much  oftener  (4.4  percent  of  Klebsiella 
isolates)  than  did  others,  who  found  this  organism  in 
only  1 percent3  and  in  less  than  0.85  percent4  of 
Klebsiella  isolates.  The  reason  for  this  is  obscure. 
A different  methodology  cannot  account  for  it  since 
the  group  reporting  less  than  0.85  percent  K.  ozaenae 
(64  isolates  during  a period  in  which  “over  7,500 
isolates”  of  K.  pneumoniae  were  found)  used  the 
same  API  system  for  speciating  organisms  that  we 
did.  Possibly,  geographic  factors  may  be  responsible, 
since  our  hospital  is  located  in  the  northeast  United 
States  and  the  other  data  were  collected  in  Germany 
and  California. 

We  found  K.  pneumoniae  in  the  urinary  tract  in 
about  half  the  isolates,  with  a lesser  frequency  of 
respiratory  and  wound  strains  and  occasional  culture 
isolates  from  other  sites,  including  the  bloodstream 
about  7 percent  of  the  time.  These  data  are  roughly 
comparable  to  those  of  others  who  have  studied 
Klebsiella  infections,5  with  the  exception  that  our 
isolation  rate  from  blood  was  less  than  theirs  (7  ver- 
sus 23  percent). 

In  contrast,  K.  oxytoca  infected  or  colonized 
wounds  significantly  more  frequently  than  did  K. 
pneumoniae,  and  this  was  due  in  considerable  part 
to  its  propensity  to  invade  lower  extremity  ulcer- 
ations and  wounds.  This  is  in  contrast  to  the  data 
of  Klein,  Spindler  and  Masten,2  who  found  the  re- 
verse relationship:  a fewer  percent  of  wound  isola- 
tions with  indole-positive  Klebsiella  than  with  in- 
dole-negative. 

The  isolation  of  the  organism  not  only  from 
wounds,  but  even  sites  such  as  bloodstream,  gall- 
bladder, and  abdominal  fluid  attests  to  the  patho- 
genic ability  of  the  organism.  The  novelty  of  the 
name,  oxytoca,  should  not  cause  the  clinician  to  re- 
gard it  as  a saphrophyte;  we  observed  a number  of 
true  infections  requiring  antimicrobial  treatment. 


Sites  involved  by  K.  ozaenae  were  similar  to  those 
seen  with  K.  pneumoniae,  and  our  data  support  the 
conclusions  of  Goldstein  et  al.4  who  emphasized  the 
extranasal  role  of  the  bacillus  and  particularly  its 
association  with  infected  sputum.  In  agreement  with 
their  data,  one  third  of  our  strains  were  from  the 
respiratory  tree.  We  feel  that  this  is  also  a species 
capable  of  causing  significant  disease. 

The  antibiotic  sensitivity  patterns  of  the  three 
species  were  quite  similar,  in  contrast  to  data 
implying  increased  multidrug  resistance  in  K. 
pneumoniae  as  compared  with  K.  oxytoca.2  We  did 
not  observe  an  established  aminoglycoside-resistant 
hospital  strain  as  others  have6,7  and  our  isolates  were 
almost  uniformly  sensitive  to  gentamycin  and  kan- 
amycin.  Cephalothin,  chloramphenicol  and  tetra- 
cycline were  effective  slightly  less  often,  about  90 
percent  of  the  time.  Carbenicillin  sensitivity  was 
seen  in  about  one  fifth  of  our  strains,  and  ampicillin 
was  least  often  effective,  with  only  about  7 percent 
of  our  K.  pneumoniae  strains  showing  sensitivity. 

Conclusion 

These  data  are  consistent  with  observations  of 
others8  showing  a lack  of  development  of  antibiotic 
resistance  in  the  genus,  and  even  increased  sensitivity 
over  the  passage  of  time. 

We  saw  a correlation  between  sensitivity  to  am- 
picillin and  sensitivity  to  carbenicillin.  A suggestive 
tendency,  of  borderline  significance,  of  ampicillin- 
sensitive  strains  to  produce  bacteremia  was  seen.  To 
our  knowledge,  this  has  not  been  reported  before. 

2121  Main  Street 
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Neoplasms  of  the  integumentary  system  comprise 
the  single  largest  group  of  malignant  tumors  affecting 
man.  Because  of  the  obvious  visual  accessibility  of 
the  skin,  these  neoplasms  should  and  can  be  detected 
early.  All  physicians  can  learn  to  recognize  these 
lesions  early  and  thereby  afford  their  patients  lower 
morbidity  and  mortality  rates.  There  is  a steadily 
rising  incidence  of  all  cutaneous  malignant  condi- 
tions, especially  malignant  melanomas. 

In  the  United  States  there  are  approximately 

700.000  cases  annually  of  new  cancers  of  all  organ 
systems  exclusive  of  the  skin.  Approximately 

300.000  cases  of  nonmelanoma  skin  cancers  occur 
annually,  and  14,000  cases  of  malignant  melanomas 
are  diagnosed  annually.1  Thus,  approximately  one 
third  of  new  cancers  in  man  are  cancers  of  the  skin, 
and  1 of  100  is  a malignant  melanoma.  Of  the  non- 
melanoma skin  cancers,  the  vast  majority  are  either 
basal  cell  or  squamous  cell  carcinomas.  Fortunately, 
these  nonmelanoma  skin  cancers  are  the  most  readily 
treated  types  of  malignant  neoplasms,  with  cure  rates 
as  high  as  97  percent  by  our  present  methods  of 
treatment. 

The  mortality  rate  from  all  skin  cancers  is  ap- 
proximately 6,000  patients  annually.  Of  these,  4,300 
are  from  malignant  melanoma  and  1,600  from  all 
other  nonmelanoma  skin  cancers.2  Thus,  more  than 
two  thirds  of  deaths  from  skin  cancer  are  due  to 
malignant  melanomas,  but  only  3 percent  of  all  skin 
cancers  are  malignant  melanomas. 

Certain  factors  have  been  identified  that  seem  to 
influence  the  development  of  skin  cancer.  Aware- 
ness of  these  factors  can  afford  the  primary  care 
physician  the  opportunity  to  identify  those  patients 
at  risk  and  recognize  skin  cancers  early  in  this 
group. 

Presented  at  the  17 - d Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Session,  Sat- 
urday, September  15,  1979. 
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Neoplasms  of  the  integumentary  system  comprise  the 
single  largest  group  of  malignant  tumors  affecting 
man.  In  the  United  States,  700,000  cases  of  new 
cancers  of  all  organ  systems  exclusive  of  the  skin  are 
diagnosed  annually;  300,000  cases  of  nonmelanoma 
skin  cancer  occur  annually,  and  14,000  cases  of  ma- 
lignant melanoma  are  diagnosed  annually.  Thus, 
approximately  one  third  of  all  neoplasms  are  cancers 
of  the  skin,  and  one  of  a 100  is  a malignant  melanoma. 
Although  only  three  percent  of  all  skin  cancers  are 
melanomas,  more  than  two  thirds  of  the  6,000  annual 
deaths  from  skin  cancer  are  due  to  malignant  mela- 
nomas. The  physician  can  learn  to  recognize  skin 
cancers  early,  thereby  decreasing  the  patient’s  mor- 
bidity and  mortality.  Fortunately,  the  most  common 
nonmelanoma  skin  cancers,  basal  cell  carcinoma  and 
squamous  cell  carcinoma,  are  the  most  readily 
treated  types  of  malignant  neoplasms,  with  cure  rates 
as  high  as  97  percent  by  our  present  modalities  of 
treatment.  Early  clinical  characteristics  of  these  are 
emphasized.  The  most  common  clinicopathologic 
type  of  malignant  melanoma  is  the  superficial 
spreading  malignant  melanoma,  which  comprises 
almost  70  percent  of  all  melanomas.  Signs  and 
symptoms  such  as  ulceration,  bleeding,  and  pain  are, 
in  general,  late  events  when  applied  to  malignant 
melanomas.  Cardinal  features  for  early  diagnosis 
are  a change  in  color,  a change  in  border  character- 
istics, and  a change  in  topography.  A goal  for  clini- 
cians should  be  to  gain  not  only  a higher  index  of 
suspicion,  but  also  greater  diagnostic  accuracy  in 
diagnosing  cutaneous  neoplasms. 


Genetic  predisposition  as  reflected  in  complexion 
and  ethnic  background  is  a well-known  factor. 
Generally,  Caucasians  who  are  fair-skinned  with  light 
hair  and  eye  colors  are  at  greater  risk  than  people 
with  deeper  pigmentation.  The  single  most  fre- 
quently associated  factor  with  the  occurrence  of  cu- 
taneous malignant  condition  is  solar  radiation, 
especially  ultraviolet  light  in  the  B spectrum  of  290 
to  320  nm.  The  cumulative  effect  of  these  wave- 
lengths produces  irreversible  epidermal  damage  and 
results  frequently  in  the  occurrence  of  basal  cell 
carcinoma.3 

The  purpose  of  this  article  is  for  the  clinician  to 
learn  to  recognize  early  the  most  common  cutaneous 
malignant  conditions,  basal  cell  and  squamous  cell 
carcinomas;  to  recognize  the  most  frequent  pre- 
malignant  lesions  of  the  skin,  the  actinic  or  solar 
keratosis  and  the  lentigo  maligna;  and  to  recognize 
early  the  most  important  cutaneous  malignant  con- 
dition, because  of  its  high  morbidity  and  mortality 
rate:  malignant  melanoma. 

Basal  cell  carcinoma 

A basal  cell  carcinoma  is  a cutaneous  neoplasm 
that  originates  from  the  basal  cell  layer  of  the  epi- 
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FIGURE  1.  Basal  cell  carcinomas.  (A)  Nodular,  charac- 
terized by  round,  waxy  papule  that  has  developed  rolled 
border  and  surface  telangiectasias  (courtesy  of  Lee  R. 
Lumpkin,  M.D.).  (B)  Developing  central  ulceration  and 

crusting;  also  termed  rodent  ulcer.  (C)  Pigmented,  characterized  by  deeply  pigmented  lesion  that  can  often  be  confused 
clinically  with  malignant  melanoma.  Note  pearly  rolled  border.  (D)  Morphea-like,  presenting  itself  as  ill-defined  indurated 
yellowish  plaque.  Lesion  has  some  central  crusting. 


dermis  or  of  the  epidermal  appendages.  A basal  cell 
carcinoma  tends  to  be  a slowly  growing  and  relatively 
nonaggressive  neoplasm,  although  if  left  untreated 
it  can  cause  significant  destruction  of  structures  in 
its  pathway.  Clinically,  seven  types  of  basal  cell 
carcinomas  are  recognized,  but  this  article  will  review 
only  three,  namely  the  nodular  basal  cell  carcinoma, 
the  pigmented  basal  cell  carcinoma,  and  the  mor- 
phea-like or  fibrosing  basal  cell  carcinoma.4 

Nodular  basal  cell  carcinoma.  The  typical 
nodular  basal  cell  carcinoma  begins  as  a smooth, 
round,  dome-shaped,  waxy-appearing  papule.  With 
time  it  enlarges  and  develops  an  elevated  pearly 
rolled  border  that  frequently  has  visible  surface  tel- 
angiectasias (Fig.  1A).  Because  of  these  surface 
telangiectasias,  minor  trauma  frequently  results  in 
bleeding.  The  term  “rodent  ulcer”  is  used  when  a 
nodular  basal  cell  carcinoma  develops  central  ul- 


ceration (Fig.  IB).  The  tumor  tends  to  be  mostly 
exophytic  but  by  deep  invasion  can  cause  significant 
destruction  of  structures  in  its  pathway. 

Pigmented  basal  cell  carcinoma.  A pigmented 
basal  cell  carcinoma  is  characterized  by  a round  or 
smooth  raised  papule  or  nodule  with  a deep  brown 
or  blue-black,  pearly  color  (Fig.  1C).  The  color  is  due 
to  melanocytes  causing  melanization  of  the  tumor 
cells  as  well  as  due  to  the  presence  of  melanophages. 
They  occur  most  frequently  on  parts  of  the  body 
unprotected  by  clothing,  especially  the  face. 

Morphea-like  basal  cell  carcinoma.  A mor- 
phea-like or  fibrosing  basal  cell  carcinoma  is  char- 
acterized by  an  indurated  yellowish  plaque  with  ill- 
defined  borders  (Fig.  ID).  It  is  called  morphea-like 
because  it  clinically  suggests  an  area  of  morphea  or 
circumscribed,  that  is,  localized  scleroderma.  To 
palpation,  there  is  induration,  and  the  lesion  appears 
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shiny  and  taut.  As  opposed  to  the  two  previous  types 
of  basal  cell  carcinomas  presented,  this  lesion  tends 
to  be  endophytic  with  most  of  the  tumor  mass  in  the 
dermis.  Crusting,  bleeding,  and  ulceration  occur 
rarely  and  when  seen  are  in  large  lesions  of  long  du- 
ration. Because  of  this  tumor’s  subtle  clinical  ap- 
pearance and  indistinct  borders,  it  frequently  eludes 
early  recognition. 

Squamous  cell  carcinoma 

A squamous  cell  carcinoma  is  a cutaneous  neo- 
plasm that  originates  from  the  squamous  cells  of  the 
epidermis  or  of  the  epidermal  appendages.  Unlike 
basal  cell  carcinomas,  squamous  cell  carcinomas  have 
a premalignant  precursor,  the  actinic  or  solar  kera- 
tosis. 

Actinically  damaged  skin  is  characterized  by  a thin 
and  wrinkled  appearance  with  a mottling  or  irregu- 
larity of  pigmentation.  Multiple  yellowish-tan 
papules  are  seen  on  the  sun-exposed  areas,  especially 
on  the  forehead,  cheeks,  and  nose.  Comedones,  both 
open  and  closed,  are  frequently  seen.  It  is  on  this 
background  of  actinically  damaged  skin  that  solar 
keratosis  and  squamous  cell  carcinomas  may  de- 
velop. 

The  classic  actinic  or  solar  keratosis  is  character- 
ized by  a well-defined,  slightly  red  to  yellowish-brown 
macule  or  papule,  that  is  covered  by  a dry,  rough, 
adherent  scale.  This  scale  is  difficult  to  remove,  may 
reveal  some  bleeding  points  when  avulsed,  or  may 
become  thick  and  horny.  Keratotic  papules  fre- 
quently have  an  erythematous  halo  around  them. 
Lesions  are  generally  less  than  1 cm.  in  diameter  and 
are  multiple  on  sun-exposed  areas.  Although  to  vi- 
sual examination  they  may  appear  subtle,  they  are 
more  impressive  in  terms  of  border  and  surface 
roughness  when  palpated. 

Histologically,  there  are  dysplastic  and  anaplastic 
squamous  cells  confined  to  the  epidermis.  Lever  and 
Schamburg-Lever5  have  defined  solar  keratoses  as 
“squamous  cell  carcinoma,  grade  1/2.”  It  is  esti- 
mated that  a true  squamous  cell  carcinoma  with 
invasion  of  neoplastic  cells  beyond  the  basement 
membrane  zone  of  the  epidermis  occurs  in  one  or 
more  lesions  in  20  percent  of  patients  with  this  con- 
dition. 

An  early  squamous  cell  carcinoma  should  be  sus- 
pected by  the  clinician  when  nodularity  or  induration 
develops  in  a solar  or  actinic  keratosis.  Most  squa- 
mous cell  carcinomas  appear  as  slowly  growing,  sol- 
itary nodules  with  some  induration  and  inflamma- 
tion around  the  base.  As  the  nodule  grows,  central 
ulceration  and  crusting  frequently  occurs  (Fig.  2). 
Beneath  this  crust  is  a red,  granulomatous  base. 

Squamous  cell  carcinomas  arise  not  only  from 
sun-damaged  skin  but  also  de  novo  from  apparently 
normal  skin,  from  other  preexisting  skin  lesions  such 
as  chronic  ulcers  or  sinuses,  and  from  mucosal  sur- 
faces. Origin  from  sun-damaged  skin  can  usually  be 
determined  either  clinically  or  histologically.  This 
is  important  because  squamous  cell  carcinomas 


FIGURE  2.  Squamous  cell  carcinoma  of  lower  lip  with 
central  ulceration  and  crusting  (courtesy  of  Lee  R.  Lumpkin, 
M.D.). 


arising  from  actinic  keratoses  are  estimated  to  me- 
tastasize in  less  than  0.5  percent  of  these  cases.  If 
metastasis  occurs,  it  is  generally  only  to  regional 
lymph  nodes.  Squamous  cell  carcinomas  not  arising 
from  actinic  keratoses  tend  to  be  much  more  ag- 
gressive tumors. 

Malignant  melanoma 

It  is  most  important  for  the  clinician  to  arrive  at 
the  early  diagnosis  of  malignant  melanoma.  Primary 
malignant  melanoma  can  be  classified  by  clinico- 
pathologic  type,  by  level  of  invasion  as  described  by 
Clark  et  al.,6  and  by  thickness  of  the  lesion  as  de- 
scribed by  Breslow.7 

A useful  clinicopathologic  classification  was 
developed  in  the  late  1960s  and  early  1970s  by 
McGovern  et  al.,8,9  Clark  et  al.,6  and  Mihm,  Clark, 
and  From.10  The  classification  is  as  follows. 

1.  Lentigo  maligna  melanoma 

2.  Superficial  spreading  malignant  melanoma 

3.  Nodular  malignant  melanoma 

4.  Acral-lentiginous  melanoma 

5.  Malignant  melanoma  on  mucous  membranes 

6.  Miscellaneous 

This  report  will  review  three  of  these:  lentigo  ma- 
ligna melanoma,  which  accounts  for  only  approxi- 
mately 5 percent  of  all  melanomas  because  it  has  a 
premalignant  precursor  which  is  readily  recognized, 
and  the  superficial  spreading  and  the  nodular  ma- 
lignant melanomas,  because  of  their  high  frequency, 
namely  approximately  70  and  15  percent,  respec- 
tively.11 

Lentigo  maligna  melanoma.  First,  lentigo 
maligna  melanoma  will  be  reviewed.  This  type  of 
melanoma  begins  as  a precancerous  or  preinvasive 
lesion  called  a lentigo  maligna,  precancerous  mela- 
nosis, or  Hutchinson’s  melanotic  freckle.  It  is  seen 
in  the  elderly,  with  a median  age  of  70,  on  sun-ex- 
posed surfaces,  especially  on  the  face.  A lentigo 
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maligna  is  a small,  tan,  macular  lesion  that  increases 
in  size  over  many  years.  As  it  grows,  the  margins 
tend  to  become  irregular  and  the  color  modifies  with 
shades  of  tan,  black,  or  brown.  This  represents  the 
radial  growth  phase  of  atypical  melanocytes  within 
the  epidermis.  A lentigo  maligna  may  attain  a size 
of  five  to  seven  centimeters  before  vertical  invasion 
occurs.  When  a vertical  growth  occurs,  there  is 
dermal  invasion  characterized  hv  the  development 
of  a change  in  topography  with  irregularities  of  sur- 
face elevation  characterized  by  papules  and  nodules. 
The  lesion  is  then  called  a lentigo  maligna  mela- 
noma. 

Superficial  spreading  malignant  melanoma. 

The  second  and  most  important  clinicopathologic 
type  is  the  superficial  spreading  malignant  melano- 
ma, which  accounts  for  70  percent  of  all  melanomas. 
It  tends  to  occur  in  younger  persons  w-ith  a median 
age  of  56.  It  may  develop  anywhere  on  the  skin  but 
characteristically  is  found  on  the  upper  hack  in  both 
men  and  women  and  on  the  lower  legs  in  women.  It 
also  has  a biphasic  growth  phase,  as  does  a lentigo 
maligna  and  lentigo  maligna  melanoma.  During  the 
radial  growth  phase,  which  occurs  early,  the  lesion  is 
barely  palpable.  It  is  during  this  phase  that  early 
recognition  is  most  important,  since  it  corresponds 
with  a lower  Clark  level  of  invasion  such  as  I or  II, 
and,  therefore,  a greater  likelihood  of  surgical  care. 

Signs  and  symptoms  such  as  ulceration,  bleeding, 
and  pain  that  are  frequently  emphasized  for  the 
recognition  of  skin  cancer  are  generally  late  events 
when  applied  to  malignant  melanoma.  If  a patient 
waits  for  these  “warning  signals”  before  he  consults 
a physician  or  the  physician  recognizes  the  lesion,  the 
opportunity  to  cure  or  extend  life  may  well  be  lost. 

However,  a superficial  spreading  malignant  mel- 
anoma is  recognizable  very  early  when  the  three 
following  cardinal  features  are  noted:  a change  in 
color,  a change  in  border,  and  a change  in  topogra- 
phy.12 Variegation  of  color  is  most  important.  Al- 
though shades  of  tan,  brown,  and  black  are  impor- 
tant, the  key  is  the  recognition  of  shades  of  red,  white, 
and  most  ominously  blue.  Red  implies  an  inflam- 
matory character;  white,  areas  of  fibrosis;  and  blue, 
melanin  pigment  deep  in  the  dermis.  A second  im- 
portant sign  is  a change  in  border,  characterized  by 
irregularities,  notching,  or  indentation  (Fig.  3A). 
The  third  cardinal  sign  is  a change  in  topography  or 
irregularities  of  surface  elevation  (Fig.  3B).  The 
nodularity  that  develops  may  be  either  visible,  pal- 
pable, or  accentuated  by  sidelighting  the  lesion. 

Unfortunately,  there  is  no  recognizable  precursor 
to  the  superficial  spreading  malignant  melanoma.  It 
is  estimated  that  the  radial  growth  phase  occurs  over 
a period  of  one  to  five  years  and  that  lesions  are 
generally  2.5  cm.  when  patients  seek  medical  advice. 
A patient’s  statement  about  a change  of  color,  and 
increase  in  size,  the  development  of  irregular  borders, 
and  a change  in  surface  characteristics  should  raise 
one’s  index  of  suspicion.  Epstein13  has  emphasized 
the  significance  of  the  clue  of  pruritis.  Nearly  one 


FIGURE  3.  Superficial  spreading  malignant  melanomas. 
(A)  Showing  irregularities  of  border  configuration.  (B) 
Showing  irregularities  of  surface  elevation.  (Courtesy  of  Lee 
R.  Lumpkin,  M.D.) 

half  of  his  patients  have  noted  that  there  was  some 
itching  during  the  development  of  their  malignant 
melanomas.  The  pruritis  is  “not  usually  intense, 
persistent  or  annoying,  but  it  does  draw  the  patient’s 
attention  to  the  lesion.”  He  feels  an  “itchy”  mole 
generally  deserves  at  least  a biopsy  if  not  conservative 
excision. 

Nodular  malignant  melanoma.  Finally,  the 
third  type  is  the  nodular  malignant  melanoma. 
These  lesions  unfortunately  do  not  have  a discernible 
radial  growth  phase.  They  begin  as  blue-black 
pinpoint  lesions  that  become  polypoidal  or  dome- 
shaped. Their  color  can  be  black,  purple,  reddish- 
browrn,  or  amelanotic.  Histologically,  one  sees  early 
vertical  invasion,  corresponding  to  a deeper  level  of 
invasion  at  the  time  of  clinical  recognition.  These 
lesions  frequently  are  at  Clark’s  level  III,  IV,  or  V 
when  recognized  and  have  a correspondingly  poor 
prognosis. 

Comment 

As  a final  clinical  point,  one  should  become  sus- 
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picious  of  a pigmented  lesion  that  develops  an  area 
of  surrounding  leukoderma  or  perilesional  vitiligo. 
This  can  occur  around  a “normal”  nevus  and  is 
termed  a halo  nevus.  This  phenomenon  is  most 
commonly  seen  in  children  and  young  adults,  and  is 
felt  to  be  benign.  However,  when  this  phenomenon 
occurs  in  an  adult,  especially  those  over  the  age  of  40, 
be  suspicious. 

The  halo  phenomenon  may  occur  around  an  ap- 
parently normal  nevus  at  sites  distant  from  a ma- 
lignant melanoma  elsewhere  on  the  body,  or  peri- 
lesional vitiligo  may  occur  around  a malignant  mela- 
noma itself. 

Clinicians  should  be  more  cognizant  of  the  early 
changes  that  occur  in  cutaneous  neoplasms  that 
make  early  recognition  possible.  Kopf,  Mintzis,  and 
Bart14  did  a study  on  “Diagnostic  Accuracy  in  Ma- 
lignant Melanoma.”  They  found  that  the  clinician’s 
diagnostic  accuracy,  that  is,  the  physician’s  first 
clinical  diagnosis  of  choice,  was  only  65  percent  ac- 
curate. Thus,  in  almost  one  third  of  malignant 
melanomas,  an  error  in  primary  clinical  diagnosis  was 
made.  However,  the  index  of  suspicion  in  their  series 
was  96  percent.  Clinicians  should  have  not  only  a 
high  index  of  suspicion  for  cutaneous  malignant 
conditions  but  should  also  have  a greater  diagnostic 
accuracy.  Early  recognition  and  therapy  for  skin 
cancer  can  greatly  decrease  patient  morbidity  and 
mortality  rates.  Primary  care  physicians  play  a 
central  and  key  role  in  the  early  recognition  of  cuta- 


Teenagers don’t  need  press 
to  learn  about  illicit  sex 

Do  efforts  to  educate  adolescents  on  premarital  sex 
through  the  public  press  merely  serve  to  encourage  the 
teenagers  to  try  it  earlier? 

Or  do  the  kids  already  have  strong  opinions  on  the 
subject,  opinions  that  are  merely  reinforced  by  health  ed- 
ucation articles  and  broadcast  programs? 

Which  comes  first,  the  chicken  or  the  egg? 

Karen  Hein,  M.D.,  specialist  in  adolescent  medicine  at 
Montefiore  Hospital  and  Medical  Center,  The  Bronx,  N.Y., 
says  flatly: 

“There  is  no  evidence  that  mass  m<  dia  introduces  the 
idea  of  premarital  intercourse  to  young  >eople.” 

Dr.  Hein  writes  in  an  article  of  an  American  Medical 
Association  publication,  American  Journal  of  Diseases  of 
Children. 


neous  neoplasms. 

Albany  Medical  College  of  Union  University 
Albany,  New  York  12208 
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Furthermore: 

“Although  adolescent  sexual  behavior  has  become  a focal 
point  for  debate  among  family  members,  educators,  and 
health  providers,  the  percent  of  young  people  who  have 
their  first  intercourse  experience  in  adolescence  has  not 
increased  dramatically  in  the  past  decade.” 

Mass  media  can  and  should  be  used  for  adolescent  health 
informational  purposes,  she  says.  However,  it  must  be 
appreciated  that  teenagers  often  engage  in  sexual  behaviors 
for  individual  reasons  that  are  not  likely  to  be  altered  by 
an  encounter  with  new  information. 

“Transmitting  information  may  increase  knowledge  but 
may  have  little  effect  on  adolescent  attitudes  or  sexual 
behavior.  It  seems  that  choices  regarding  patterns  of  ad- 
olescent sexual  behavior  are  independent  of  the  effects  of 
mass  media.” 
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The  word  hospice,  in  medieval  times,  referred  to  a 
place  where  the  weary  pilgrim  could  find  lodging, 
sustenance,  and  spiritual  enlightenment  on  his 
travels.  In  the  modern  age,  the  word  hospice  has 
been  adapted  to  describe  a philosophic  concept  for 
the  care  of  the  terminally  ill  patient  on  his  journey 
from  life  into  death. 

Special  structures  have  been  set  aside  in  England,1 
Canada,2  and  the  United  States3  within  which  the 
management  of  the  physical,  psychosocial,  and 
spiritual  needs  of  patients  dying  with  cancer  has  been 
facilitated.  Recently,  attempts  have  been  made  to 
establish  hospice  programs  within  the  framework  of 
existing  institutions  by  segregating  special  hospital 
beds  for  such  programs.4,5  These  have  required 
major  funding  from  government,  foundations,  or  as 
demonstration  projects  through  third-party  insur- 
ance carriers.  These  programs  have  been  too  costly 
for  smaller,  community-oriented  hospitals  without 
access  to  such  funding. 

Two  years  ago,  a pilot  program  was  established  at 
the  Albert  Einstein  College  Hospital,  a 422-bed 
general  hospital  serving  a community  of  1 to  2 million 
in  the  northeast  Bronx,  to  bring  to  the  terminally  ill 
patient  the  benefits  of  the  hospice  philosophy  with- 


out segregating  or  separating  him  from  other  patients 
in  the  general  medical  or  surgical  units,  and  involving 
a minimum  number  of  support  personnel.  This 
program  was  begun  without  special  funds  or  grants; 
from  its  inception,  it  has  involved,  and  continues  to 
be  supported  by,  the  voluntary  efforts  of  health 
professionals  actively  engaged  in  patient  care. 

'Phis  program  reflects  recently  expressed  concerns 
about  the  hospice  movement: 

It  has  been  argued  that  the  general  hospital  with  ad- 
vanced technology  cannot  cater  to  [the  special  needs  of 
the  dying  patient],  and  hospices  can  do  it  better.  But 
can  they?  If  hospices  can  train  personnel  to  care  for 
the  dying,  it  is  not  unlikely  that  existing  facilities  can 
do  the  same. . . . Building  new  beds  [for  a hospice] 
while  trying  to  eliminate  the  old  [in  under-utilized  hos- 
pitals] is  paradoxical  and  deserves  another  look.6 

Hospice  program  at  hospital 

The  aims  of  the  hospice  program  at  the  Albert 
Einstein  College  Hospital  are  to  support  the  patient 
and  the  family  through  the  dying  process,  to  main- 
tain the  integrity  of  the  personality  of  the  dying  pa- 
tient until  death,  and  to  alleviate  or  eliminate  pain 
and  suffering.  These  are  wholly  in  agreement  with 
recent  discussion  in  the  literature,  notably  of  Bahn- 
son,'  White,8  and  Shusterman.9 

The  goals  of  the  hospice  program  are: 

1.  To  help  the  patient  and  the  family  cope  with  the 
approach  of  death. 

2.  To  help  the  patient  live  as  fully  as  possible  with- 
in that  individual’s  physical  and  emotional  limita- 
tions. 

3.  To  emphasize  the  management  of  pain  and 
other  symptoms. 

4.  To  support  the  desires  of  the  terminally  ill  can- 
cer patient  to  remain  at  home,  if  this  is  his  choice. 

5.  To  familiarize  other  disciplines  with  the  hospice 
philosophy  so  that  they  will  be  able  to  use  these  con- 
cepts in  the  care  of  the  terminally  ill,  while  these  pa- 
tients are  in  the  acute-care  setting  of  the  hospital. 

To  achieve  these  goals,  the  referring  oncologist 
(from  the  voluntary  staff),  a nurse  clinician  and  a 
social  worker  (from  the  hospital  staff),  and  a psy- 
chiatrist (either  in  full-  or  part-time  hospital  prac- 
tice) were  designated  as  an  interdisciplinary  team  to 
work  with  the  patient  and  the  patient’s  family.  The 
team  was  expanded,  when  possible,  to  include  the 
primary  nurse,  physical  therapist,  dietician,  house- 
staff  physician,  and  home-care  liaison  nurse.  This 
provided  a comprehensive  approach  to  the  patient’s 
management,  and  at  the  same  time  familiarized  other 
staff  members  with  the  hospice  philosophy.  The 
hospice  services  were  begun  in  the  hospital  and 
continued  at  home  when  patients  were  discharged, 
with  home  visits  made  by  nurses  and  social  workers 
to  provide  continuity  and  support.  Weekly  meetings 
were  held,  lasting  from  one  to  two  hours,  where  team 
members  discussed  each  of  the  patients  in  the  pro- 
gram. Practical  solutions  were  suggested  for  the 
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management  of  physical,  psychologic,  and  emotional 
problems  encountered  by  the  patient  and  his 
family. 

Experience  in  program 

In  the  first  two  years,  20  patients  were  accepted 
into  the  program;  the  following  case  reports  describe 
six  representative  patients. 

Case  1.  A 42-year-old  black  female  was  ill  with  acute 
myelogenous  leukemia,  occurring  as  a late  consequence  of 
Hodgkin’s  disease.  The  patient  belonged  to  a funda- 
mentalist religious  sect,  but  was  somewhat  less  than  strict 
in  her  own  observances.  Her  family  consisted  of  her 
mother,  a strong  and  domineering  woman  with  whom  the 
patient  lived,  who  was  a strict  member  of  the  sect;  her  two 
daughters,  also  strict  believers;  and  an  18-year-old  son  and 
a brother,  both  of  whom  were  not  religious.  The  patient 
depended  on  her  family  and  religious  community  for  all  her 
social  activities. 

The  patient  tolerated  treatment  well  and  went  into  re- 
mission quickly.  The  physical  isolation  imposed  by  the 
treatment  was  made  easier  by  visits  from  the  hospice  per- 
sonnel. One  week  after  discharge  and  prior  to  outpatient 
medical  follow-up  visits,  a telephone  call  by  a hospice  team 
member  revealed  the  patient  to  be  emotionally  distraught, 
with  symptoms  of  anorexia,  insomnia,  and  lethargy.  The 
patient  was  encouraged  to  see  her  physician,  and  to  visit 
with  the  psychiatrist  and  social  worker.  She  saw  all  three, 
and  was  found  to  be  anxious,  depressed,  and  frightened 
because  of  fears  of  illness  and  of  ostracism  by  her  religious 
community.  These  feelings  were  resolved  in  discussion 
with  the  psychiatrist  and  social  worker,  and  then  she  was 
able  to  resume  her  normal  relationships  with  family  and 
friends.  She  remained  in  clinical  remission  at  home  for 
five  months  before  relapse  led  to  readmission;  she  died  in 
the  hospital  of  recurrent  leukemia  and  sepsis. 

Case  2.  A 54-year-old  white  female  suffered  with  dis- 
seminated breast  cancer,  with  severe  pain  from  bony  lytic 
disease;  her  wish  was  to  be  free  of  pain  and  to  maintain 
control  of  her  life  and  family.  She  had,  prior  to  her  illness, 
been  the  family  decision  maker  for  her  husband  and  two 
young  adult  sons.  Through  the  hospice  team  support,  the 
patient  was  given  parenteral  analgesics,  Brompton’s  so- 
lution, and  a trial  with  a transcutaneous  nerve  stimulator, 
as  well  as  specific  disease  approaches,  including  radio- 
therapy and  ablative  hormonal  procedures.  She  was  given 
the  opportunity  to  express  her  fears  and  concerns  for 
herself  and  her  family,  her  anger  at  persistent  pain,  and  her 
day-to-day  problems  coping  with  terminal  disease.  The 
psychiatrist  provided  insights  that  allowed  the  staff  to  deal 
more  sympathetically  with  the  patient’s  often  aggressive 
and  hostile  behavior,  particularly  since  she  was  never  pain 
free.  She  died  in  the  hospital  of  pulmonary  infection. 

Case  3.  A 43-year-old  unmarried  woman  was  ill  with 
adenocarcinoma  of  the  Bartholin  glands  and  multiple 
sclerosis.  The  patient  was  a dependent  personality,  ex- 
pressing little  or  no  emotion,  and  complaining  of  no  pain, 
who  spent  her  time  watching  television  or  reading  pulp 
magazines.  Although  she  had  fecal  incontinence  and 
partial  intestinal  obstruction  from  metastatic  disease,  she 
refused  to  give  her  consent  lor  a colostomy.  Through  in 
terviews  with  the  psychiatrist  and  social  worker,  it  was 


A “hospice  in  the  hospital”  has  been  established  at 
the  Albert  Einstein  College  Hospital.  This  “hospice" 
is  an  interdisciplinary  group  composed  of  oncologist, 
nurse,  social  worker,  and  psychiatrist  ( with  the  ad- 
dition of  primary  nurse,  house  officer,  and  other 
hospital  personnel ) which  brings  to  the  patient  with 
terminal  illness  a comprehensive  care  program:  to 
help  the  patient  and  his  family  cope  with  the  physi- 
cal and  psychosocial  stresses  of  his  illness.  Such  a 
program  has  fit  easily  into  the  table  of  personnel  or- 
ganization of  the  community  hospital  without  the 
need  for  special  funding  or  the  establishment  of  a 
special  patient  unit.  Representative  patient  sum- 
maries exemplify  our  experiences  in  the  support  of 
preterminal  cancer  patients. 


surmised  that  the  patient  had  infantile  emotions  and  had 
previously  been  totally  dependent  on  her  mother  for  care. 
A colostomy  that  would  obviate  dependency  was  threat- 
ening, since  it  represented  rejection  to  her.  However,  when 
she  was  reassured  that  the  colostomy  would  not  diminish, 
but  would  rather  increase,  her  need  for  care,  she  consented 
readily. 

Because  her  persistent  denial  of  illness  was  so  strong,  it 
was  considered  by  the  interdisciplinary  group  to  be  a 
therapeutic  defense  mechanism,  and  no  attempt  was  made 
to  break  it  down.  This  was  conveyed  to  the  nursing  and 
house  staffs  to  help  them  deal  with  what  they  felt  to  be  the 
patient’s  bizarre  unconcern.  She  developed  intracerebral 
metastases  and  died  in  the  hospital. 

Case  4.  A 65-year-old  white  female  with  pancreatic 
carcinoma  was  admitted  to  the  hospital  after  radio-  and 
chemotherapeutic  measures  had  failed  to  prevent  the 
intra-abdominal  spread  of  disease.  The  patient  wanted 
to  return  to  her  home.  Her  two  daughters,  who  at  first 
wished  her  placed  in  a terminal-care  facility,  were  per- 
suaded to  accept  their  mother’s  wish  after  meetings  with 
the  nurse  clinician  and  social  worker.  Arrangements  were 
made  to  provide  24-hour  LPN  (licensed  practical  nurse) 
coverage  and  weekly  visits  from  hospice  team  members. 

While  hospitalized,  the  patient  had  been  lethargic  and 
anorectic.  At  home,  she  became  interested  and  partici- 
pated in  household  chores,  entertained  visitors  from  her 
bridge  club,  bought  a new  pair  of  eyeglasses,  and  went 
shopping  in  a wheelchair  to  a department  store  near  her 
home.  She  discussed  impending  death  and  made  ar- 
rangements for  the  disposition  of  some  of  her  personal 
belongings.  She  died  at  home,  without  pain,  with  one  of 
the  hospice  team  members  present,  who  was  then  able  to 
provide  direct  assistance  and  support  to  the  family  in  their 
bereavement. 

Case  5.  A 65-year-old  white  female  with  cancer  of  the 
rectum  was  admitted  for  a palliative  colostomy.  The  pa- 
tient was  angry  and  depressed  and  physically  dependent. 
Her  anger  was  based  on  her  inability  to  control  her  life  in 
view  of  the  hospital  setting  and  her  disease  process. 
Through  the  suggestions  of  the  hospice  team,  she  was  given 
a chance  to  make  decisions  about  her  activity  level;  if  she 
felt  too  weak  to  ambulate,  she  was  allowed  range-of-motion 
exercises  at  the  bedside  or  allowed  to  stay  in  bed  until  she 
felt  stronger.  Because  she  wished  to  be  at  home,  ar- 
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rangements  were  made  with  her  son  to  provide  a room  for 
her  in  his  home  with  24-hour  LPN  assistance.  Visiting 
Nurse  services  and  physical  therapy  home-care  services 
were  also  provided,  with  visits  by  hospice  team  members. 
The  patient’s  anger  and  hostility  lessened.  She  became 
active  in  family  life;  her  grandson  had  easy  access  to  her 
bedroom,  wandering  in  and  out,  which  provided  her  with 
much  enjoyment.  When,  after  several  months,  her  con- 
dition deteriorated  so  that  home  care  was  no  longer  pos- 
sible, she  was  readmitted  to  the  hospital  where  she  died 
within  several  days. 

Case  6.  A 61-year-old  white  female  was  ill  with  meta- 
static breast  carcinoma  in  lungs  and  bone.  She  had  had 
a mastectomy,  extensive  radiotherapy,  hormonal  therapy, 
and  polychemotherapy.  Despite  these  treatments,  pro- 
gressive disease  had  led  to  hospitalization.  She  was  de- 
pressed, defensive,  and  angry;  physically,  her  activity  was 
at  a low  level,  and  she  rejected  physical  therapy  assistance. 
Communication  with  the  patient  was  difficult  due  to  her 
extreme  anger  and  her  tendency  to  withdraw  from  sensitive 
issues.  Long-standing  marital  difficulties  prevented 
communication  between  husband  and  wife,  with  much  of 
the  patient’s  anger  projected  toward  her  husband.  The 
patient  expressed  the  desire  to  go  home,  but  her  husband 
refused  to  be  involved  with  discharge  planning.  After 
conference  with  the  full  hospice  team,  arrangements  were 
made  to  send  the  patient  home  with  24-hour  LPN  coverage 
and  weekly  hospice  visits. 

Within  10  days,  however,  the  patient  was  readmitted 
because  of  dehydration  and  acute  organic  mental  syn- 
drome. As  these  symptoms  resolved,  the  patient,  who  had 
shunned  contact  with  the  hospice  team  initially,  requested 
their  visits.  Home  arrangements  were  made  once  more, 
again  despite  resistance  from  the  patient’s  husband. 

The  hospice  team  coordinated  care  between  Visiting 
Nurse  Service  and  the  full-time  LPN.  The  husband  began 
to  express  pride  in  his  efforts  “to  care”  for  his  wife  at  home. 
When  her  condition  deteriorated,  she  was  once  again  ad- 
mitted to  the  hospital  where,  although  weak  and  lethargic, 
she  was  less  angry  and  anxious.  She  lapsed  into  coma  and 
died  several  days  later,  after  which  bereavement  support 
was  given  by  the  hospice  team  to  the  husband. 

Comment 

Cancer  is  a devastating  illness.  It  evokes  in  the 
patient  perceptions  of  terminality  and  despair, 
especially  when  primary  treatment  (and  even  more 
so  when  secondary  treatment  approaches)  has  failed 
to  control  the  spread  of  disease  and  its  attendant 
symptoms.  Although  the  family  is  the  first  line  of 
psychologic  defense  in  the  support  of  the  cancer  pa- 
tient, many  families  and  their  individual  members 
are  unable  to  cope  with  the  tragedy  of  illness  or  the 
threat  to  family  stability  that  the  disease  pre- 
sents.10 

It  is  our  belief  that  cancer  should  be  perceived  as 
a chronic  illness  with  the  focus  on  adaptation  to  ill- 
ness and  the  quality  of  life.  The  function  of  the 


“hospice  in  the  hospital”  is  to  serve  that  belief  by 
supporting  the  patient  and  the  patient’s  family,  re- 
establishing the  patient’s  control  of  his  life,  facili- 
tating communication  between  patient  and  family, 
and  alleviating  physical  distress.  In  each  of  our 
cases,  the  small  interdisciplinary  team  listened  to  the 
patient,  determined  the  patient’s  needs,  and  by  dis- 
cussion and  conference  with  the  family  and  staff  at- 
tempted to  provide  what  the  patient  wanted  within 
the  context  of  the  particular  illness  and  its  medical 
management. 

We  regard  the  pilot  program  to  have  been  suc- 
cessful and  have  expanded  our  case  load.  We  have 
incurred  no  costs  and  have  required  no  funding.  The 
table  of  organization  of  the  community-oriented 
hospital  has  provided  personnel  who  have  been  in- 
terested in  and  concerned  about  providing  these 
services  to  the  terminally  ill.  Indeed,  the  impetus 
behind  our  program  has  come  from  full-time  nurse 
clinicians,  voluntary  oncologists,  and  full-  and 
part-time  psychiatrists  who  derive  no  special  salary 
or  monies  from  their  participation  in  the  program. 

No  special  structure  or  segregated  unit  has  been 
necessary;  rather,  the  interdisciplinary  support  of  the 
hospice  has  been  brought  to  the  patient  and  the  pa- 
tient’s family  in  the  hospital  and,  where  feasible,  at 
home. 

Our  “hospice  in  the  hospital”  functions,  not  as  a 
demonstration  project,  but  as  an  active  and  ongoing 
part  of  our  commitment  to  the  continued  care  of  the 
patient  with  terminal  illness:  symptom  control  with 
sympathetic  and  constructive  psychologic  care. 

Tenbroeck  Medical  Associates,  P.C. 

1180  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
(DR.  DAUBER) 
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A 42-year-old  woman  nas  i en  treated  for  chronic  renal 
failure  for  the  past  few  years 


Elucidation 

Lateral  view  of  the  lumbar  spine  demonstrates 
dense  horizontal  bands  of  sclerosis  at  the  end-plates 
of  the  vertebrae.  The  band  of  lucency  at  the  center 
represents  the  normal  bone.  The  intervertebral  disk 
spaces  are  well  maintained,  and  the  spinal  canal  is 
normal.  The  alternate  parallel  sclerotic  and  lucent 
bands  are  likened  to  a “football  sweater”  in  England 
and  hence  the  term  “Rugger  Jersey  Spine.”1  The 
major  features  of  renal  osteodystrophy  are  osteopo- 
rosis, osteomalacia,  secondary  hyperparathyroidism, 
osteosclerosis,  and  soft-tissue  calcifications.  Os- 
teosclerosis occurs  in  about  20  percent  of  patients 
with  chronic  uremia  and  renal  osteodystrophy.2  The 
most  common  site  of  osteosclerosis  is  the  vertebral 
column,  particularly  the  lower  thoracic  and  lumbar 
regions.  The  mechanism  of  osteosclerosis  is  unclear, 
but  various  theories  have  been  propounded.  The 
generally  accepted  theory  is  that  there  is  osteoid 
excess  in  the  metabolically  active  ends  of  bones  which 
produces  increased  density.  While  in  the  long  tu- 
bular bones  the  metaphyseal  ends  are  sclerotic,  in  the 
spine  the  end-plates  are  dense.  Another  less-ac- 
cepted theory  is  that  there  is  secondary  hyperpara- 
thyroidism in  these  instances  and  the  anabolic  hor- 
mone of  the  parathyroids  produces  the  new  bone. 
This  is  reasonable  to  accept  since  in  a few  instances 
of  primary  hyperparathyroidism,  osteosclerosis  has 
been  described.  The  third  theory  is  that  thyrocal- 
citonin  plays  a role  in  that  it  inhibits  osteoclastic 
resorption  in  the  metabolically  active  areas.  How- 
ever, this  is  disputed  by  many.  In  all  cases  of  os- 
teosclerosis, serum  alkaline  phosphatase  is  increased 
indicating  osteoblastic  activity. 

Histologically,  osteoid  excess  is  present.  The  size 
and  number  of  trabeculae  in  the  cancellous  bone  are 
increased.  An  occasional  osteoid  seam  indicates  the 
associated  presence  of  osteomalacia.1,3 

Radiologically,  osteosclerosis  is  appreciated  and 
recognized  early,  in  a lateral  view  of  lumbar  spine, 
whether  it  can  be  recognized  elsewhere  in  the  skele- 
ton or  not.  The  increased  density  is  pronounced  at 
the  vertebral  end-plates.  This  is  also  associated  with 
an  alteration  in  the  texture  of  bone,  which  consists 
of  an  amorphous,  more  homogeneous  ground-glass 
appearance  and  is  due  to  an  increased  number  of 
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trabeculae  and  widened  individual  trabeculae,  so  that 
the  normal  appearance  is  lost.  Uniform  sclerosis  of 
the  vertebral  bodies  is  uncommon,  and  involvement 
of  a single  vertebra  is  unusual.  Sclerosis,  conspicu- 
ous in  zones  adjacent  to  superior  and  inferior  verte- 
bral end-plates,  is  common,  the  intervening  bone 
being  apparently  porous.  The  resultant  horizontal 
striped  appearance  has  inspired  Dent’s  graphic  de- 
I scription  of  RJS  (“Rugger  Jersey  Spine”).1,4 

In  the  differential  diagnosis  of  RJS,  osteopetrosis, 
fluorosis,  hypervitaminosis  D,  idiopathic  hypercal- 
cemia, Paget’s  disease,  myelofibrosis,  and  so  on  may 
be  considered,  but  a complete  skeletal  survey  inte- 
grated with  clinical  history  and  laboratory  data  dis- 


tinguishes each  one  of  these  disorders. 

Diagnosis 

Osteosclerosis  in  renal  osteodystrophy 
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Study  confirms  effectiveness  of  enzyme 
treatment  for  back  pain 

Follow-up  studies  of  from  three  to  six  years  show  clearly 
that  chymopapain — the  controversial  enzyme  treatment 
for  slipped  disks  and  severe  back  pain — works  for  a large 
majority  of  sufferers. 

Chymopapain  was  used  in  lieu  of  surgery  to  relieve  the 
pain  of  slipped  disk  for  some  years,  but  fell  into  disfavor 
and  was  prohibited  by  the  Food  and  Drug  Administration 
in  1975.  It  is  an  enzyme  that  is  injected  into  the  spinal 
column  to  cause  disintegration  of  the  protruding  disk. 

Manucher  J.  Javid,  M.D.,  neurosurgeon  at  the  University 
of  Wisconsin,  Madison,  reports  in  the  May  19  issue  of  the 
Journal  of  the  American  Medical  Association,  on  experi- 
ence with  124  patients  who  were  treated  with  chymopapain 
prior  to  FDA’s  withdrawal  of  the  drug.  One  year  after  the 
injection,  90  patients  (72.6  percent)  experienced  major 
improvement,  21  (16.9  percent)  had  slight  improvement, 
and  13  (10.5  percent)  had  no  improvement. 

Of  those  patients  who  had  no  previous  back  surgery,  77 
patients  (81  percent)  had  marked  improvement,  13  (13.7 


percent)  had  slight  improvement,  and  five  (5.3  percent) 
had  no  improvement  Dr.  Javid  says. 

Three-  to  six-year  follow-ups  were  obtained  by  ques- 
tionnaire. Of  the  114  patients  responding,  83  patients 
(72.8  percent)  had  marked  improvement,  and  75  (83.3 
percent)  of  those  with  no  previous  surgery  had  major  im- 
provement. 

Since  all  patients  met  the  criteria  for  back  surgery,  fa- 
vorable results  from  the  enzyme  injection  spared  most  the 
trauma  of  surgery,  Dr.  Javid  points  out. 

“These  results  indicate  that  chemonucleolysis  (technical 
name  for  the  enzyme  treatment)  can  and  should  be  con- 
sidered an  advantageous  alternative  to  surgery  in  appro- 
priately selected  patients,”  he  says.  Surgery  should  be 
reserved  only  for  those  few  who  fail  to  respond  to  enzyme 
treatment,  he  states. 

The  enzyme  has  been  used  extensively  by  75  physicians 
in  the  United  States  and  Canada  in  more  than  17,000  pa- 
tients and  has  been  widely  reported  to  be  effective. 
However,  it  still  is  banned  in  the  United  States,  and  U.S. 
nationals  wishing  chymopapain  treatment  must  go  to 
Canada,  where  it  is  legal  and  in  regular  use. 
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The  high  prevalence  of  posttraumatic  hirsutism 
or  hypertrichosis  secondary  to  prolonged  immobili- 
zation in  a plaster-of-Paris  cast  is  very  common  in 
orthopedic  practice.  This  phenomenon  is  probably 
due  to  the  accelerated  growth  of  hair  under  the  warm, 
moist  “occlusive”  cast,  and  the  concomitant  absence 
of  a normal  mechanism  for  the  removal  of  desqua- 
mated epithelium. 

The  orthopedic  literature  is  lacking  descriptions 
of  this  process,  and  the  dermatologic  literature  is 
rather  scant  in  describing  the  extent  of  this  phe- 
nomenon. In  the  latter  it  is  attributed  to  a persistent 
low-grade  trauma  that  results  in  skin  changes,  a 
condition  seen  in  mentally  deficient  individuals  who 
repeatedly  bite  themselves,  and  in  people  who  carry 
heavy  sacks  on  their  shoulders.1’2  Thus,  the  postu- 
lated reason  for  this  occurrence  is  a form  of  localized 
vascular  alteration  in  the  immobilized  extremity. 

Case  report 

A 12-year-old  white  male  reported  a fall  on  his  right  knee 
while  playing  hockey.  On  initial  examination  elsewhere, 
an  effusion  of  the  knee,  pain,  and  tenderness  to  palpation 
were  noted.  Treatment  consisted  of  a nonweight-bearing, 
long-leg  cast.  When  seen  six  weeks  later,  the  cast  was  re- 
moved, and  improvement  was  evidenced  by  the  absence 
of  pain  and  tenderness,  and  resolution  of  the  knee  effusion. 
A prominent  focal  patch  of  hair  was  noted  over  the  region 
of  the  patellar  tendon  (Fig.  1).  Two  months  after  the  cast 
removal,  the  patient  had  a completely  functional  and 


FIGURE  1.  Close-up  view  of  right  knee  showing  focal  hir- 
sutism over  patellar  tendon  region. 


asymptomatic  knee,  with  spontaneous  resolution  of  the 
hairy  patch. 

Summary 

A report  of  a focal  area  of  hair  growth,  a variation  of  the 
frequently  seen  generalized  hypertrichosis,  under  a plas- 
ter-of-Paris  cast  is  presented.  The  postulated  mechanism 
is  that  of  a localized  vascular  alteration  in  the  immobilized 
limb.  The  benign  and  transient  nature  of  this  common 
phenomenon  is  emphasized. 

26  Kenwood  Street 
Brookline,  Massachusetts  02146 
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QUESTION  301.  The  patient  is  a 70-year-old  man  with  a history  of  myocardial  infarction  six  months  earlier.  He  was 
admitted  to  the  hospital  with  evidence  of  congestive  heart  failure.  What  is  the  interpretation  of  this  electrocardiogram 
which  was  similar  to  a tracing  taken  one  month  previously  during  a routine  visit? 


LEAD  II 

QUESTION  302.  Leads  I and  II  not  taken  simultaneously.  What  is  the  interpretation? 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  301.  The  rhythm  is  regular  sinus  with 
a rate  of  70  per  minute.  In  the  frontal  plane  the 
electrical  axis  of  the  initial  0.06  second  is  minus  60 
degrees.  There  is  a small  Q wave  in  leads  I and  aVl. 
This  combination  indicates  left  anterior  fascicular 
block. 

The  S-T  segment  is  elevated  and  the  T wave  in- 
verted in  leads  I,  aVl,  and  V2  to  V5.  The  r wave  in  V i 
becomes  smaller  in  V2  and  V3,  and  a QS  pattern  ap- 
pears in  V4.  The  abnormalities  are  secondary  to 
anterior  wall  infarction.  Persistent  S-T  elevations 
associated  with  abnormal  Q waves,  as  in  V2  to  V5, 
usually  indicate  anterior  ventricular  aneurysm.  If 
a previous  tracing  had  not  been  available,  serial 
tracings  would  have  been  essential  to  rule  out  an 
acute  infarction. 

Question  302.  In  the  top  lead,  the  rhythm  is 
sinus  and  the  rate  62  per  minute.  The  first  P wave 
is  conducted  with  a P-R  interval  of  0.18  second.  The 
duration  of  the  QRS  is  0.08  second.  The  second  P-R 


interval  is  0.09  second.  There  is  slight  slurring  of  the 
upstroke  of  the  QRS  and  the  width  is  0.10  second. 
P-R  intervals  1,  3,  5,  and,  7 and  QRS  complexes  are 
normal;  P-R  intervals  2,  4,  6,  and  8 are  short  and  the 
QRS  prolonged.  The  tracing  suggests  that  conduc- 
tion alternates  between  an  accessory  aberrant 
pathway  (such  as  seen  in  Wolff-Parkinson-White 
pattern)  and  the  atrioventricular  node. 

The  second  strip,  lead  II,  obtained  shortly  after 
lead  I,  reveals  the  mechanism  of  the  short  P-R  in- 
terval seen  above.  P-R  intervals  1, 4, 6,  7,  and  8 are 
0.18  second,  and  the  QRS  complexes  are  normal. 
The  second  and  third  QRS  complexes  are  wider  than 
the  others  and  have  a QS  configuration.  The  P-R 
interval  although  short  varies  from  0.08  to  0.12  sec- 
ond. The  fifth  beat  is  a fusion  beat  with  a P-R  in- 
terval of  0.16  second.  The  QRS  has  a QR  pattern, 
intermediate  in  form. 

The  patient  has  a ventricular  parasystolic  focus  at 
a rate  of  70  per  minute.  The  proof  that  there  is  a 
parasystolic  focus  can  be  obtained  by  careful  mea- 
surement of  the  interval  between  beats  2 and  3. 
Doubling  the  interval  falls  almost  precisely  in  the 
fusion  beat  number  5.  The  parasystolic  focus  mimics 
Wolff-Parkinson-White  pattern  in  the  top  lead  by 
having  a rate  similar  to  the  atrial  with  the  QRS 
complexes  falling  shortly  after  every  other  P wave. 


Snuff  and  chewing  tobacco 
called  hazards  to  health 

Smokeless  tobacco — snuff  and  chewing  tobacco — causes 
serious  health  problems,  says  a communication  in  the  July 
1 1 Journal  of  the  American  Medical  Association. 

Health  warnings  are  required  on  cigarette  packages,  but 
not  on  boxes  of  snuff  or  plugs  of  chewing  tobacco,  despite 
the  fact  that  snuff  may  be  more  dangerous  to  the  mouth 
and  throat  than  cigarettes,  says  Alan  Blum,  M.D.,  Morris 
Fishbein  Fellow  on  the  Journal. 

Some  smokers  who  have  had  difficulty  in  breaking  the 
addiction  to  nicotine  hav  t.-  i n turning  to  smokeless  to- 


bacco as  less  harmful  to  health  than  smoking  tobacco.  But 
smokeless  tobacco  also  has  hazards. 

Snuff  causes  gum  disease,  tooth  abrasion,  white  patches 
on  the  throat  that  sometimes  become  cancerous,  and  other 
health  problems,  says  Dr.  Blum.  And  chewing  tobacco  is 
even  worse,  causing  cancers  of  the  mouth,  throat,  and  di- 
gestive tract,  he  says. 

Dr.  Blum  points  to  broadcast  and  print  media  adver- 
tising featuring  well-known  athletes  and  country-rock  stars 
for  various  brands  of  snuff  and  chewing  tobacco.  The 
campaigns  are  directed  at  the  youth  market,  he  says,  and 
use  of  both  snuff  and  chewing  tobacco  is  increasing. 
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Transvenous  catheter  pacing  is  effective  in  the 
treatment  of  heart  block.  One  of  its  greatest  ad- 
vantages is  that  its  insertion  does  not  require  a major 
operative  procedure.  However,  complications  have 
been  encountered.  We  describe  a patient  who  de- 
veloped massive  pulmonary  embolism  immediately 
following  the  removal  of  a transvenous  pacemaker. 

Case  report 

The  patient  was  a 65-year-old  man  with  known 
arteriosclerotic  heart  disease.  He  had  an  anginal 
syndrome,  and  myocardial  infarctions  had  occurred 
1 and  11  years  prior  to  admission.  He  had  had  a 
permanent  transvenous  pacemaker  inserted  three 
weeks  previously  for  heart  block,  at  another  hospital. 
Four  days  later,  the  patient  developed  pacemaker 
failure,  and  a new  transvenous  pacemaker  was  in- 
serted. He  was  then  discharged  home.  Pacemaker 
failure  again  occurred  and  he  was  admitted  to  our 
hospital.  The  only  other  history  of  note  was  that  of 
a case  of  mild  diabetes  mellitus  of  5 years'  duration, 
which  was  controlled  by  chlorpropamide,  250  mg., 
orally,  every  day.  Other  medications  were  furo- 
semide,  40  mg.,  orally,  every  day,  digoxin,  0.25  mg., 
daily,  potassium  chloride  (Slow-K)  tablets,  daily,  and 
quinidine,  300  mg.,  orally,  every  six  hours.  He  was 
allergic  to  penicillin. 

Examination  showed  a 90-Kg.  male  in  no  acute 
distress.  Blood  pressure  was  120/70,  pulse  60  per 


minute,  with  an  occasional  drop  to  40  to  50  per  min- 
ute. Lung  fields  were  clear.  The  heart  revealed 
normal  first  and  second  sounds  on  auscultation. 

1'here  was  a Grade  I I/VI  systolic  ejection  murmur. 

The  abdomen  was  soft,  nontender,  with  no  organo- 
megaly or  masses.  The  lower  extremities  had  bi- 
lateral pitting  pedal  edema.  No  evidence  of 
thrombophlebitis  was  evident  in  the  lower  limbs;  the 
dorsalis  pedis  and  posterior  tibial  arteries  were  not 
palpable. 

Laboratory  tests  included  hemoglobin  and  he- 
matocrit, a white  blood-cell  count,  urinalysis,  blood 
urea  nitrogen,  creatinine  phosphokinase,  lactic  acid 
dehydrogenase,  serum  glutamic  oxaloacetic  trans- 
aminase, and  serum  glutamic  pyruvic  transaminase. 
All  were  within  normal  limits  except  for  a fasting 
blood  sugar  of  180  mg.  per  100  ml.,  and  an  alkaline 
phosphatase  of  160.  The  electrocardiogram  showed 
pacemaker  function,  with  intermittent  failure  to 
capture,  and  evidence  of  left  inferior  wall  and  left 
anteroseptal  old  myocardial  infarcts.  The  chest 
x-ray  film  findings  were  normal. 

The  patient  was  admitted  to  the  cardiac  intensive 
care  unit,  and  remained  stable  without  change  in 
physical  findings  and  with  no  complaints.  The  fol- 
lowing day,  the  patient  was  scheduled  for  implanta- 
tion of  an  epicardial  pacemaker,  since  it  was  felt  the 
previous  pacemaker  failures  were  due  to  electrode 
instability. 

Premedication  was  with  hydrochloride  of  opium 
alkaloids  (Pantopon),  15  mg.,  and  atropine  sulfate, 
0.4  mg.,  intramuscularly,  one  hour  prior  to  surgery. 
Anesthesia  was  induced  with  sodium  thiopental,  250 
mg.,  I.V.  (intravenously),  and  endotracheal  intuba- 
tion was  performed  following  succinylcholine  chlo- 
ride, 100  mg.,  I.V.  Anesthesia  was  maintained  with 
nitrous  oxide,  4 L.  per  minute,  oxygen,  2 L.  per 
minute,  and  1.4  percent  enflurane  in  a semiclosed 
system.  Muscular  relaxation  was  provided  with 
pancuronium  bromide  in  a total  dose  of  4 mg.,  I.V. 

During  surgery,  three  screw-in  epicardial  elec- 
trodes (Medtronic)  were  placed  in  the  right  ventricle 
following  lower  sternotomy  with  incision  of  the 
xiphoid  process.  Thresholds  were  tested  and  found 
satisfactory,  and  a subcutaneous  pocket  was  pre- 
pared in  the  epigastric  area  on  the  left  side  for 
placement  of  the  pacemaker  generator.  The 
transvenous  electrode  was  then  removed  and  the  left 
cephalic  vein  tied.  Immediately  following  the  re- 
moval of  the  electrode,  an  intermittent  loss  of  pacing 
was  noted;  shortly  afterward,  a cardiac  arrest  oc- 
curred. Closed-chest  massage  was  instituted  after 
an  initial  increase  in  pacemaker  amplitude  failed  to 
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capture;  this  produced  a systolic  blood  pressure  of 
only  30  to  40  mm.  Hg.  A thoracotomy  on  the  left  side 
was  performed,  and  open-chest  cardiac  massage  was 
instituted.  Resuscitation  of  the  patient  could  not  be 
achieved  by  this  means,  and  the  possibility  of  a 
massive  pulmonary  embolism  was  suspected.  The 
patient  was  promptly  placed  on  pulmonary  bypass 
by  cannulation  of  the  left  femoral  artery  and  femoral 
vein.  Median  sternotomy  disclosed  an  enlarged 
heart  with  a seemingly  empty  left  ventricle.  Total 
cardiopulmonary  bypass  was  obtained  by  the  inser- 
tion of  a venous  cannula  into  the  superior  vena  cava. 
Pulmonary  embolectomy  was  performed.  Two  cy- 
lindrical organized  clots,  each  approximately  3 cm. 
long,  were  obtained  from  the  R and  L main  pulmo- 
nary arteries.  Some  smaller  organized  and  fresh 
clots  were  obtained  from  the  pulmonary  arteries, 
mainly  the  right.  Some  new  clots  were  also  removed 
from  the  cavity  of  the  right  ventricle  and  right  atri- 
um. Following  irrigation  of  the  cavities  and  suction, 
and  the  insertion  of  Fogarty  catheter  into  the  pul- 
monary arteries,  the  pulmonary  artery  was  closed. 
Following  completion  of  the  embolectomy,  attempts 
to  withdraw  the  patient  from  cardiopulmonary  by- 
pass were  without  success.  An  intra-aortic  ballon 
pump  device  was  inserted,  but  systemic  pressure 
could  not  be  maintained  at  an  adequate  level.  Pro- 
gressive deterioration  of  the  pressure  occurred  be- 
cause of  poor  left  ventricular  function,  the  main 
factors  being  an  inferior  wall,  left  ventricular  aneu- 
rysm, and  an  old  anteroseptal  myocardial  infarct  on 
the  left  side.  The  left,  right,  and  circumflex  coronary 
arteries  were  also  markedly  arteriosclerotic. 

The  patient  expired  five  hours  after  the  start  of 
surgery.  No  autopsy  was  performed. 

Comment 

Transvenous  pacemakers  are  now  accepted 
treatment  of  symptomatic  heart  block.  Complica- 
tions include  electrode  displacement,  myocardial 
perforation,  electrode  fracture,  pulse  generator  ex- 
trusion, infection,  generator  failure,  and  electrode- 
induced  dysrhythmias.1-3  Marked  thrombosis  at  the 
site  of  electrode  implantation  and  along  the  pace- 
maker wire  has  also  been  reported.4  Although  in 
subsequent  months  the  thrombi  often  resolve, 
pacemaker  electrode-induced  thrombosis  of  the 
subclavian  vein,5  the  innominate  vein,6  the  superior 
vena  cava,'  right  atrium,6  and  the  superior  vena  cava 
with  pulmonary  embolism9  have  been  reported.  The 
thromboembolic  complications  are  attributed  to 
inherent  biologic  surface  incompatibility  and  varying 
surface  charge.10  If  thrombi  are  dislodged  from  the 
areas  described  here,  embolization  will  occur  to  the 
lung,  and  the  result  is  dependent  on  the  size  of  the 
embolus  and  the  progression  in  size  of  the 
thrombus. 

Although  insertion  of  transvenous  catheters  into 
the  right  side  of  the  heart  in  dogs  wa  associated  with 
a high  rate  of  thromboembolism,3  this  i not  common 


in  man.1112  Prozan  and  his  associates13  reported 
thrombus  formation  on  a pacing  electrode  with  pul- 
monary emboli  observed  at  autopsy.  Sidd  et  al.14 
described  the  formation  of  a large  thrombus  on  an 
endocardial  electrode  with  resultant  death  from 
pulmonary  thromboembolism.  Reynolds  et  al.15 
reported  a patient  in  whom  pulmonary  embolism 
occurred  immediately  following  the  insertion  of  a 
second  pacemaker.  The  second  pacemaker  was  in- 
serted because  of  pacemaker  failure,  as  was  the  case 
in  our  patient.  Perhaps  one  should  suspect  the 
presence  of  thrombus  formation  on  a pacemaker 
when  failure  to  capture  occurs  without  obvious  cause. 
Reynolds  et  al.15  argue  very  persuasively  that  the 
passage  of  the  second  pacemaker  dislodged  thrombus 
from  the  first  pacemaker. 

We  believe  embolization  of  a thrombus,  from  the 
transvenous  pacemaker  to  the  pulmonary  artery, 
occurred  in  our  patient  when  the  pacemaker  was  re- 
moved. The  dramatic  onset  of  symptoms  associated 
with  the  removal  and  the  operative  finding  of  emboli 
in  the  pulmonary  arteries  and  right  ventricle  support 
our  contention. 

There  are  two  important  practical  points  of  in- 
terest in  this  case  history.  First,  thrombi  may  only 
be  dislodged  when  the  pacemaker  is  removed.  Sec- 
ond, although  a favorable  outcome  was  not  achieved 
in  our  patient  because  of  poor  myocardial  function, 
rapid  and  aggressive  operative  treatment  may  in- 
crease the  salvage  rate  in  this  complication. 

Summary 

The  transvenous  pacemaker  has  become  a very 
effective  method  of  treatment  in  heart  block. 
Thrombosis  is  a rare  complication  of  transvenous 
cardiac  pacing,  but,  if  associated  with  pulmonary 
embolism,  it  may  be  disastrous.  In  this  report  we 
describe  a patient  who  was  treated  for  heart  block 
with  transvenous  pacemakers  on  two  occasions. 
When  failure  to  capture  occurred  in  the  second 
pacemaker,  epicardial  electrodes  were  inserted.  On 
removal  of  the  transvenous  pacemaker,  the  patient 
had  a cardiac  arrest,  and  emboli  in  both  pulmonary 
arteries  were  found  on  surgical  exploration.  Because 
of  his  poor  myocardial  function,  the  patient  could  not 
be  taken  off  cardiopulmonary  bypass  and  died  five 
hours  after  the  start  of  surgery. 

150  East  69th  Street 
New  York,  New  York  10021 
(DR.  PRAT1LAS) 
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Annual  chest  x-ray  urged 
in  lung  cancer  screening 

The  effort  to  economize  on  cost  of  routine  screening  of 
older  men  for  possible  lung  cancer  has  gone  too  far,  says  a 
communication  in  the  August  8 Journal  of  the  American 
Medical  Association. 

Mayo  Clinic  experts  in  lung  cancer  announce  in  an  edi- 
torial that  they  are  rejecting  the  recent  recommendation 
of  the  ACS  (American  Cancer  Society)  that  annual  chest 
x-rays  be  omitted  in  programs  of  screening  men  for  lung 
cancer  who  have  no  apparent  symptoms. 

The  ACS  recommendation  was  based,  in  part,  on  Mayo 
Clinic  findings,  but  the  physicians  say  the  findings  are 
merely  preliminary  results  and  should  not  be  used  to  make 
radical  changes  in  the  examining  procedures. 

MDs  Robert  S.  Fontana  and  David  R.  Sanderson  de- 
clare: 

“In  its  efforts  to  help  reduce  the  cost  of  medical  care,  the 
Cancer  Society  has  apparently  failed  to  recognize  that  its 
recommendations  are  respected  and  accepted  by  practicing 
physicians,  who  look  to  the  Society  for  guidance  in  patient 
management. 

“The  person  who  requests  a cancer  checkup  is  not  pri- 


vena cava  syndrome:  a complication  of  transvenous  pacemaker 
implantation.  Radiology  126:  377  (Feb.)  1978. 

1 1.  Lagergren,  H.,  .Johansson,  L.,  and  Schuller,  H.:  305  cases 

of  permanent  intravenous  pacemaker  treatment  for  Adam-Stokes 
syndrome,  Surgery  59:  494  (1966). 

12.  Furman,  S.,  Escher,  D.  J.,  and  Solomon,  N.:  Experiences 

with  myocardial  and  transvenous  implanted  cardiac  pacemakers, 
Am.  -J.  Cardiol.  23:  66  (1969). 

13.  Prozan,  G.  B.,  Shipley,  R.  E.,  Madding,  G.  F.,  and  Ken- 
nedy, P.  A.:  Pulmonary  thromboembolism  in  the  presence  of  an 

endocardiac  pacing  catheter,  .J.A.M.A.  206:  1564  (1968). 

1 1 Sidd,  I J.,  Stellar,  I.,  I.,  Gryska,  P.  F.,  and  O’Dea,  A.  E.: 
Thrombus  formation  on  a transvenous  pacemaker  electrode,  New 
England  J.  Med.  280:  877  (1969). 

15.  Reynolds,  -J.,  Anslinger,  D.,  Yore,  R.,  and  Paine,  R.: 
Transvenous  cardiac  pacemaker,  mural  thrombosis,  and  pulmo- 
nary embolism,  Am.  Heart  .J.  78:  688  (1969). 


marily  concerned  with  cost-benefit  analysis,  as  important 
as  this  may  be.  The  person  is  primarily  concerned  about 
cancer  and  expects  the  physician  to  perform  those  proce- 
dures that  might  detect  cancer  while  it  is  still  curable.  For 
lung  cancer,  there  are  only  two  such  procedures,  chest 
roentgenography  (x-ray)  and  sputum  cytology  (lab  study 
of  spittle). 

“The  American  Cancer  Society  now  recommends  that 
neither  procedure  be  performed  in  asymptomatic  (without 
symptom)  persons,  even  those  in  the  high-risk  group 
( former  heavy  smokers) . W e believe  that  this  is  a mistake 
and  a disservice  to  conscientious  physicians  and  their 
trusting  patients,  and  we  urge  the  Society  to  reconsider  its 
recommendations.” 

The  Mayo  Clinic  will  continue  to  recommend  annual 
chest  x-rays  and  lab  tests  of  spittle  for  men  older  than  age 
45  years  who  have  been  heavy  cigarette  smokers,  Drs. 
Fontana  and  Sanderson  declare. 

“We  believe  it  is  in  the  best  interest  of  these  patients, 
among  whom  the  prevalence  of  unsuspected  lung  cancer 
approaches  1 percent.  For  this  group,  the  risk  from  an 
annual  chest  x-ray  is  negligible  and,  we  believe,  accept- 
able.” 
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Ectopic  Ureterocele 
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Ectopic  ureterocele  is  a cystic  dilation  of  an  ab- 
normally positioned  terminal  ureter,  usually  located 
in  the  bladder  or  urethra.  It  most  often  involves  a 
dysplastic  upper  renal  segment  of  a duplex  system. 
This  anomaly  is  found  most  frequently  in  young  fe- 
male children  with  urinary  tract  infections.  De- 
scribed in  this  article  are  two  male  patients  with 
unusual  presentations  of  ectopic  ureteroceles.  A 
literature  review  and  therapeutic  rationale  are  dis- 
cussed. 

Case  reports 

Case  1.  A 19-year-old  white  male  came  to  this 
hospital  complaining  of  total  gross  painless  hema- 
turia, unassociated  with  activity.  His  past  urologic 
history  was  unremarkable,  and  findings  on  physical 
examination  were  normal.  Excretory  urogram  re- 
vealed normal  renal  outlines  and  upper  collecting 
systems,  lateral  deviation  of  the  upper  third  of  the 
left  ureter  with  tapering  of  the  distal  end,  and  a 5 by 
7-cm.  filling  defect  in  the  bladder  (Fig.  1).  The 
cystoscopic  appearance  of  the  bladder  lesion  was  that 
of  a very  large  subtrigonal  mass,  consistent  with  an 
ectopic  ureterocele.  However,  renal  sonogram  failed 
to  detect  an  ectopic  renal  unit.  Therefore,  a su- 
prapubic, extraperitoneal,  transvesical  exploration 
was  undertaken.  A massive  ureterocele  was  noted 
at  surgery  and  was  unroofed.  A medially  displaced 
ureteral  orifice  was  catheterized  and  the  ureter  dis- 
sected to  its  hiatus  where  an  ectopic  ureteral  orifice 
was  found  adjacent  to  it.  The  ectopic  ureter  was  1.3 
cm.  in  diameter  and  thickened.  This  orifice  was 
oversewn  and  the  ipsilateral  orifice  reimplanted. 
The  patient’s  postoperative  course  was  uneventful. 
Findings  on  follow-up  voiding  cystourethrogram  and 
excretory  urogram  were  normal  except  for  the  per- 
sistent deviation  of  the  left  ureter  (Fig.  2).  Repeat 
renal  sonogram,  however,  noted  a tubular  structure, 
2 cm.  in  diameter,  medial  to  the  left  ureter,  and 
ending  blindly  in  a probable  supernumerary  kidney 
at  the  level  of  the  ipsilateral  renal  pelvis. 

Case  2.  A six-year-old  white  male,  presented 
himself  to  this  hospital  with  total  gross  hematuria 
and  left  flank  pain  following  a fall.  Past  urologic 
history  was  significant  in  that  nocturnal  enuresis  had 
been  present  since  birth.  On  abdominal  examina- 
tion, a fullness  was  noted  in  the  left  upper  quadrant. 
Excretory  urogram  revealed  a 9 by  11 -cm.  cystic- 

The  views  expressed  herein  are  those  of  the  author,  and  do  not 
necessarily  reflect  those  of  the  United  States  Navy. 


FIGURE  1.  Case  1.  Excretory  urogram.  Normal  upper 
collecting  system,  deviation  of  left  ureter,  and  filling  defect 
in  bladder. 


appearing  left  upper  pole  renal  mass,  with  inferola- 
teral  “drooping  lily”  displacement  of  the  calyces  in 
the  configuration,  consistent  with  a duplex  collecting 
system  with  upper  segment  obstruction  (Fig.  3). 
Left  renal  sonogram  showed  an  ectopic  ureterocele 
with  a nonfunctioning  upper  pole  segment,  and  on 
cystoscopic  examination  a typical  appearing  uret- 
erocele was  noted  at  the  bladder  neck.  A left  upper 
pole  heminephrectomy  and  subtotal  ectopic  ureter- 
ectomy were  performed.  Since  no  reflux  was  evident 
on  a prior  voiding  cystourethrogram,  the  ureteral 
stump  was  left  open.  The  patient’s  postoperative 
course  was  satisfactory  with  complete  relief  of  his 
enuresis.  Excretory  urogram  several  weeks  later 
revealed  prompt  visualization  bilaterally  without 
obstruction  (Fig.  4). 

Comment 

Patients  with  ectopic  ureteroceles  usually  present 
urinary  tract  infections.  The  majority  of  these  ec- 
topic ureteroceles  occur  in  children,  with  females 
outnumbering  males  3:1. 1,2  This  abnormality  is  the 
most  common  cause  of  severe  lower  urinary  tract 
obstruction  in  females,  and  it  is  not  surprising  to 
encounter  ectopic  ureteroceles  in  1 to  2 percent  of  all 
patients  undergoing  cystoscopy.3’4  Ten  to  20  percent 
are  bilateral,  with  an  increased  incidence  of  a duplex 
collecting  system  on  the  side  opposite  a unilateral 
ectopic  ureterocele.3 

Classification  of  the  ectopic  ureterocele  is  based 
on  anatomic  variants.3  F orty  percent  have  the  ure- 
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FIGURE  2.  Case  1.  Excretory  urogram.  Persistent  de- 
viation of  left  ureter. 

teral  orifice  located  at  the  tip,  superior,  or  inferior 
surface  of  the  ectopic  ureterocele,  and  are  designated 
stenotic.  Sphincteric  ectopic  ureteroceles,  another 
40  percent,  terminate  within  the  internal  sphincter. 
Sphincterostenotic  types  comprise  5 percent,  the 
ureteral  orifice  being  located  on  the  urethral  floor. 
Remaining  variants  include  the  cecoureterocele,  with 
its  lumen  extending  distal  to  a large  and  incompetent 
intravesical  ureteral  orifice  (as  a long  tongue  beneath 
the  urethral  submucosa);  the  blind  Ectopic  uretero- 
cele consisting  of  atrophy  of  the  ureter  distal  to  the 
ectopic  ureterocele  without  an  orifice;  and  the  non- 
obstructed  ectopic  ureterocele  which  involves  a ter- 
minal expansion  of  ureter  with  a large  intravesical 
orifice.5,6 

Several  theories  have  been  popularized  over  the 
years  concerning  the  etiology  of  ectopic  ureteroceles. 
Chwalla'  held  that  a membrane  persists  over  the 
ureteral  orifice  with  subsequent  formation  of  a ure- 
terocele. Ericsson8  later  proposed  that  failure  of 
reabsorption  of  a membrane  between  the  Wolffian 
duct  and  the  vesicourethral  canal  was  responsible. 
Continued  urine  production  by  the  fetal  kidney  into 
the  obstructed  ureter  cause  dilation  and  subsequent 
ectopic  ureterocele  formal  ion.  Stephens9  stated  that 
failure  of  expansion  of  1 he  ureteral  orifice  was  the 


FIGURE  3.  Case  2.  Excretory  urogram.  Left  upper  pole 
renal  mass  with  displacement  of  lower  renal  segment. 


FIGURE  4.  Case  2.  Excretory  urogram.  Prompt  visu- 
alization of  unobstructed  lower  left  renal  segment. 


primary  cause  of  the  ectopic  ureterocele,  which  oc- 
curs during  vesicourethral  expansion  of  the  trigone, 


1734  New  York  State  Journal  of  Medicine/October  1980 


with  the  intramural  segment  of  the  ectopic  ureter 
failing  to  expand  with  the  trigone. 

Diagnosis  of  ectopic  ureteroceles  is  based  on  pre- 
sentation, radiographic  appearance,  and  cystoscopic 
findings.  Symptoms  include  frequency,  dysuria, 
failure  to  thrive,  incontinence,  and  urinary  retention. 
Hematuria  and  flank  mass  are  other  related  symp- 
toms. Radiographic  findings  include  hydrone- 
phrosis involving  the  dvsplastic  upper  segment  of  a 
duplex  system,  vesicoureteral  reflux,  and  a non- 
opaque filling  defect,  off  center,  in  the  bladder.  Over 
50  percent  of  patients  demonstrate  reflux,  which  is 
caused  by  distortion  of  the  ipsilateral  orifice,  thereby 
shortening  the  submucosal  tunnel.3 

Therapy  is  usually  surgical  and  consists  of  several 
options.  Transurethral  or  open  incision  into  the 
ectopic  ureterocele  usually  results  in  reflux  and  is, 
therefore,  not  recommended.4  With  an  ill  child, 
unroofing  the  ureterocele  with  upper-segment  ure- 
terostomy is  recommended,  with  later  hemine- 
phrectomy  or  pyelopyelostomy,  after  renal  function 
can  be  ascertained.  Simple  ureterocele  unroofing 
with  reimplantation  of  the  common  sheath  may  be 
indicated  if  the  upper  renal  segment  function  is 
satisfactory.6  Reflux  in  this  situation,  if  present, 
may  subside  spontaneously.  With  a ureterocele 
draining  an  atretic  ureter  and  dysplastic  upper  seg- 
ment, unroofing  the  ureterocele  and  reimplanting  the 
common  sheath  may  eliminate  further  renal  surgery. 
Total  nephroureterectomy  is  necessary  in  a func- 
tionless renal  unit. 

Another  surgical  option  most  frequently  exercised 
is  heminephrectomy  with  subtotal  ureterectomy.10 
Removal  of  the  dysplastic  upper  segment  with  partial 
ureterectomy  to  the  pelvic  brim  often  results  in  de- 
compression of  the  ureterocele  (leaving  the  ureteral 
stump  open)  and  relief  of  lower  tract  symptoms. 
The  ureteral  stump  is  ligated  if  reflux  is  present,  and 
the  ipsilateral  ureter  reimplanted  later  if  reflux 
persists. 

Kroovand  and  Perlmutter11  proposed  an  alterna- 
tive to  subtotal  ureterectomy,  a one-stage,  total  ex- 
travesical  excision  of  the  ectopic  ureter.  A ureteral 
stump  is  thereby  avoided  with  its  possible  future 
problems  of  infection,  reflux,  diverticulum  formation, 
and  bladder  outlet  obstruction.12  The  ectopic  ureter 
is  excised  to  the  level  of  the  detrusor  muscle.  The 
muscular  hiatus  falls  together  passively,  and  the 
mucosa  forming  the  ureterocele  wall  will  collapse. 

Other  proponents  of  total  ureterocele  excision  are 
Hendren  and  Mitchell.12  They  believe  that  vesical 
reconstruction  is  an  integral  part  of  surgery  for  ec- 
topic ureteroceles.  A two-stage  procedure  is  de- 
scribed whereby  the  ectopic  ureterocele  is  excised 
initially,  followed  by  repair  to  the  muscular  defect, 
reimplantation  of  the,  lower  pole  ureter,  and  the 
contralateral  ureter  if  necessary,  and,  preferably, 
through  a separate  flank  incision,  removal  of  the 
dysplastic  upper  renal  segment  along  with  its 
ureter. 


Conclusion 

The  cases  presented  in  this  article  are  unusual  in 
that  the  ectopic  ureteroceles  occurred  in  male  pa- 
tients. Hematuria  was  the  only  presenting  symptom 
in  the  first  patient.  Voiding  difficulty,  as  might  have 
been  expected  considering  the  size  of  the  ectopic 
ureterocele,  was  not  evident.  In  the  second  patient, 
an  unusual  manifestation  of  the  ectopic  ureterocele 
was  enuresis.  Both  patients  had  typical  radiographic 
appearances  of  their  vesical  defect;  however,  the  first 
patient  had  a normal  renal  outline.  Treatment  in 
both  cases  was  appropriate.  In  Case  1,  unroofing  the 
ureterocele  with  reimplantation  of  the  ipsilateral 
ureter  has,  thus  far,  been  sufficient.  However,  future 
surgery  on  the  dysplastic  renal  unit  may  be  required. 
In  Case  2,  heminephrectomy  with  subtotal  ureter- 
ectomy, as  proposed  by  Belman,  Filmer,  and  King10 
resulted  in  decompression  of  the  ureterocele  and 
relief  of  the  enuresis.  More  aggressive  surgery,  as 
proposed  by  Kroovand  and  Perlmutter11  and  Hen- 
dren and  Mitchell12  may  be  necessary  should  com- 
plications arise. 

Summary 

Ectopic  ureterocele  is  an  interesting  congenital 
malformation,  often  resulting  in  lower  urinary  tract 
obstruction  and  infection.  Discussed  in  this  article 
were  two  unusual  cases  of  ectopic  ureteroceles  oc- 
curring in  male  patients.  Therapeutic  consider- 
ations and  literature  update  were  reviewed. 

Urology  Department 
Naval  Regional  Medical  Center 
Orlando,  Florida  32813 
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A diverticulum  is  a flask-shaped  urothelial  pro- 
trusion through  the  muscle  wall  of  the  bladder  and 
has  a neck  and  a rounded  fundus  which  is  covered 
with  fibrous  tissue.  It  may  be  congenital  or  acquired. 
In  1849,  Rokitansky1  noted  that  the  vesical  diver- 
ticulum occurs  from  urethral  obstruction.  In  adult 
males,  the  lesion  is  mostly  acquired,  having  formed 
as  a back  pressure  blowout  process  consequent  to 
peripheral  obstruction.2  The  obstruction  is  usually 
due  to  (1)  fibrous  median  bar,  (2)  benign  prostatic 
hypertrophy,  (3)  carcinoma,  (4)  urethral  stricture, 
(5)  congenital  posterior  urethral  valves  in  infants, 
and  (6)  congenital  bladder-neck  obstruction.  In 
adult  males,  the  congenital  vesical  diverticulum  is 
rare  and  occurs  in  a nonobstructed  bladder.  The 
main  difference  between  the  two  forms  of  diverticula 
is  frequency  of  presence  of  muscle  fibers  in  the  con- 
genital form,  whereas  in  the  acquired  form,  no  muscle 
fibers  are  found.  In  childhood,  almost  all  diverticula 
are  situated  either  in  the  dome  of  the  bladder  or  close 
to  the  posterior  angles  of  the  trigone.  In  acquired 
form,  they  usually  occur  close  to  the  ureteric  orifices 
and  may  be  multiple,  and  in  5 percent  of  cases  are  the 
site  of  stone  formation  and,  sometimes  in  adults,  of 
malignant  tumor.  As  the  diverticulum  enlarges, 
upper-tract  obstructive  changes  may  occur.  When 
single,  it  may  be  quite  large,  and  its  capacity  may  be 
larger  than  the  bladder  capacity.  Giant  vesical  di- 
verticula are  uncommon.  In  ] 973,  Jepson  et  al.3  re- 
ported large-size  (4-L.  capacity)  diverticula.  In  1971 
Syme4  presented  a case  report  of  giant  bladder  di- 
verticula with  deviation  of  ureters  where  the  bladder 


was  drained  of  1,600  ml.  of  urine.  The  case  described 
in  this  article  is  that  of  an  adult  male  who  had  diffi- 
culty in  urination  and  a sense  of  incomplete  evacu- 
ation of  his  bladder  without  evidence  of  lower  urinary 
obstruction. 

o 

Case  report 

A 44-year-old  healthy  male  had  a chief  complaint 
of  difficulty  in  passing  urine  for  five  years  prior  to 
admission  at  the  Hospital  of  the  Albert  Einstein 
College  of  Medicine.  He  had  to  bend  on  his  knees  to 
pass  urine  and  had  a sense  of  incomplete  evacuation. 

He  urinated  a few  seconds  after  his  first  voiding 
(double  micturition)  and  had  suprapubic  pain  on  and 
off.  He  denied  any  history  of  urinary  tract  infec- 
tions, increased  frequency  of  urination,  hematuria, 
nocturia,  urgency,  or  hesitancy.  The  patient’s  car- 
diorespiratory status  was  stable. 

Laboratory  data.  Urinalysis  results  were 
negative  for  albumin,  sugar,  protein,  and  blood. 
Findings  on  microscopy  were:  white  blood  cells  3 to 
6 and  red  blood  cells  4 to  7 per  high-power  field,  with 
occasional  epithelial  cells;  the  urine  culture  showed 
no  growth;  hemoglobin  was  15  Gm.;  hematocrit  44; 
white  blood  cell  count  7,400;  platelets  adequate; 
blood  urea  nitrogen  17  mg.;  and  creatinine  0.9  mg.  per 
100  ml. 

Intravenous  urogram  showed  normal  upper  tracts 
(Fig.  1).  The  distal  portion  of  both  ureters  could  not 
be  well  visualized.  The  bladder  was  greatly  corn- 
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FIGURE  2.  Cystogram.  (A)  Anteroposterior  view.  (B)  Left 
oblique  view.  (C)  Right  oblique  view. 


pressed  and  was  deviated  to  the  right  side  of  pelvic 
cavity.  There  was  soft-tissue  density  in  the  retro- 
peritoneal space  in  the  pelvis,  which  might  represent 
large  liposarcoma,  fibrosarcoma,  lipoma,  seminoma, 
or  embryonal  cell  carcinoma. 

Cystogram  showed  a giant  bladder  diverticulum 
on  the  left  side,  without  extravasation  or  evidence  of 
reflux  (Fig.  2).  Postvoid  and  voiding  cystourethro- 
gram  (V.C.U.)  films  showed  partial  emptying  of 
bladder  without  bladder  neck  obstruction. 

Cystopanendoscopy  showed  no  evidence  of  stric- 
ture or  tumor.  The  bladder  was  highly  trabeculated. 
There  was  a wide-mouthed  diverticulum  on  the  left 
anterolateral  part  of  the  bladder  above  the  trigone. 
Both  ureteral  orifices  were  slit-like  and  normal  in 
position  with  clear  efflux  of  urine.  As  the  telescope 
was  removed,  a large  specimen  of  urine  (2.8  L.)  wras 
drained. 

Prior  to  diverticulectomy,  bilateral  ureteral  cath- 
eterization was  done.  The  vesical  diverticulum  was 
situated  in  the  left  anterolateral  position  and  mea- 
sured 15  cm.  in  greatest  diameter.  The  opening  of 
the  pouch  measured  3 cm.  in  diameter. 

Pathology  of  the  specimen  revealed  smooth  muscle 
bundles  in  the  wall  of  the  diverticulum. 

Comment 

A review  of  the  literature  revealed  very  few  cases 
of  vesical  diverticula  in  the  absence  of  lower  urinary 


tract  obstruction.  Badenoch  in  19495  reviewed  26 
cases  of  vesical  diverticula  and  he  found  no  evidence 
of  urinary  obstruction  in  only  2 cases.  One  was  due 
to  incomplete  obliteration  of  the  urachus,  and  the 
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other  was  due  to  traction  by  adhesions  following 
herniorrhaphy.  Jenkins  in  19706  similarly  reported 
an  adult  case  of  vesical  diverticula  without  urinary 
obstruction.  In  a majority  of  the  cases,  the  cause  of 
the  diverticula  is  bladder  outlet  obstruction. 
MacKellar  and  Stephens  in  I9607  have  shown  that 
diverticula  in  children  do  not  have  obstruction  as  the 
only  cause,  and  are  thought  to  be  due  to  localized 
muscular  deficiency  in  the  bladder  wall.  Miller  in 
1958s  showed  that  the  largest  bundles  of  hypertro- 
phied inner  muscle  layer  are  found  in  the  lower  part 
of  the  bladder,  especially  in  the  lower  posterior  and 
lateral  walls,  while  the  thinner  parts  of  the  middle 
and  outer  layer  occur  laterally.  Increased  intraves- 
ical pressure,  acting  on  the  point  of  deficient  muscle, 
is  the  cause  of  protrusion.  Vesical  diverticula  can  be 
divided  into  three  main  groups:  (1)  those  caused  by 
lower  urinary  obstruction  and  found  in  both  adults 
and  children;  (2)  those  produced  by  incomplete 
obliteration  of  the  urachus;  and  (3)  in  congenital  or 
idiopathic  type,  where  no  obstructive  etiology  is 
found.  The  present  case  belongs  to  the  third 
group. 

Hyman  in  19239  suggested  that  many  diverticula 
in  adults  might  have  nonobstructive  etiology. 
Campbell  in  19702  explained  the  origin  of  such  di- 
verticula as  follows: 

1.  Retention  in  the  fetus  due  to  temporary  occlu- 
sion of  the  urethral  mucosa  (Englisch). 

2.  A superabundance  of  embryonic  tissue  in  the 
bladder  wall. 

3.  The  formation  of  excess  epithelial  tissue  at  the 
fusing  edges  of  wolffian  and  allantoic  elements  of  the 
bladder,  and  a temporary  failure  of  the  epithelializa- 
tion  between  the  two. 

4.  Supernumerary  ureteric  buds. 

5.  Patent  urachus,  the  probable  cause  of  all  cases 
found  at  the  dome. 

The  proximity  of  the  diverticulum  to  the  ureter 
prompts  the  alternative  suggestion  that  the  defect 
may  be  due  to  an  accessory  ureteric  bud.6  The  de- 
veloping ureter  initially  buds  out  from  the  mesone- 
phric duct  which,  caudal  to  its  origin,  expands  into 


the  wall  of  the  primitive  urogenital  sinus,  until  it 
terminates  separately  from  the  duct.  An  accessory 
ureteric  bud  would,  therefore,  come  to  have  a sepa- 
rate, but  usually  adjacent,  opening  into  the  urogenital 
sinus,  thus  accounting  for  the  characteristic  position 
of  congenital  vesical  diverticula.  Williams  in  195810 
suggested  that  the  diverticula  are  preceded  by  a de- 
ficiency of  muscle  which  is  poorly  developed  imme- 
diately behind  the  lateral  to  the  ureteric  orifices. 
Diverticula  also  occur  at  a higher  level  on  the  lateral 
wall  of  the  bladder,  and  on  the  posterior  wall  near  the 
apex.  The  pressure  produced  during  urination  is 
sufficient  to  cause  diverticula.  MacKellar  in  I9607 
suggested  that  the  muscle  defect  was  the  congenital 
anomaly  and  the  diverticulum  was  acquired.  In  the 
present  case,  the  bladder  was  greatly  compressed  and 
deviated  to  the  right  due  to  giant  vesical  diverticulum 
on  the  left.  The  soft-tissue  density  in  the  pelvis 
found  on  intravenous  urogram  is  significant;  the  di- 
verticulum failed  to  opacify  because  of  gross  dilution 
of  the  contrast  medium  by  the  residual  urine  in  the 
diverticulum. 


Summary 

An  adult  case  of  giant  vesical  diverticulum  without 
lower  urinary  obstruction  is  described,  and  the  var- 
ious theories  of  its  formation  are  discussed. 
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A normal  vermiform  appendix  is  occasionally 

present  in  an  infant’s  inguinal  hernia  sac.  It  is  rare 
to  find  acute  appendicitis  in  an  incarcerated  inguinal 
hernia.  Our  purpose  is  to  add  an  additional  case 
report. 

Case  report 

The  patient  was  a seven-week-old  male  born  after 
a 30-week  gestation.  He  weighed  2,030  Gm.  There 
were  no  problems  during  the  newborn  period.  He 
was  admitted  with  scrotal  swelling,  a history  of 
vomiting,  and  fever. 

His  body  temperature  was  38.3°C.  There  was  an 
obvious  right  inguinal  and  scrotal  mass.  Careful  and 
complete  physical  examination  failed  to  reveal  any 
obvious  explanation  for  the  fever.  The  initial  white 
blood  cell  count  was  11,400  per  cubic  millimeter  with 
42  percent  polymorphonuclear  cells  and  3 percent 
bands.  A plain  x-ray  film  of  the  abdomen  showed 
moderate  large-  and  small-bowel  distention  but  no 
evidence  of  obstruction. 

After  the  incarcerated  hernia  was  reduced  with 
some  difficulty,  the  cord  and  right  testicle  felt  en- 
larged and  edematous.  Two  hours  later  the  incar- 
ceration recurred.  A repeat  white  blood  cell  count 
was  18,000  per  cubic  millimeter  with  44  percent 
neutrophils  and  23  percent  bands. 

Operation  was  undertaken  eight  hours  after  ad- 
mission. Under  general  anesthesia  an  inguinal  ex- 
ploration was  carried  out.  An  acutely  inflamed  ap- 
pendix was  present  within  the  hernia  sac  (Fig.  1).  It 
was  not  perforated.  The  tip  of  the  appendix  was 
adherent  to  the  epididymis.  An  appendectomy  was 
carried  out  with  inversion  of  the  appendiceal  stump. 
The  hernia  was  repaired  by  high  ligation  of  the  sac. 
The  wound  was  closed  primarily  without  drainage. 
Antibiotics,  that  is,  kanamycin  and  ampicillin,  were 
administered  postoperatively,  and  the  patient  en- 
joyed an  'meventful  recovery.  He  was  discharged  on 


FIGURE  I.  Inflamed  appendix  (arrow)  with  adhesive  at- 
tachments to  epididymis  demonstrated  in  opened  edematous 
sac. 


the  fourth  postoperative  day.  Pathologic  examina- 
tion revealed  acute  appendicitis  without  perfora- 
tion. 

Comment 

There  are  four  separately  recorded  cases  of  acute 
appendicitis  in  an  inguinal  hernia  in  children.1-4 
Some  represent  ischemic  infarction,  presumably 
secondary  to  pressure  caused  by  the  incarceration. 
In  others  there  was  simple  acute  appendicitis  with 
this  organ  present  in  the  hernia  sac  as  in  our  case. 
The  youngest  reported  case  was  in  a six-week-old 
infant  who  died  after  surgery.4 

Acute  appendicitis  in  an  incarcerated  inguinal 
hernia  should  be  suspected  if  there  are  unexplained 
signs  of  infection  in  an  infant  with  an  incarcerated 
inguinal  hernia. 

Summary 

To  find  an  acutely  inflamed  appendix  incarcerated 
in  a seven-week-old  infant’s  inguinal  hernia  is  un- 
usual. 

The  physical  findings  of  inflammation  and  the  fact 
that  the  incarceration  was  irreducible  are  signs  which 
may  alert  the  clinician  to  an  accurate  preoperative 
diagnosis. 

One  Pondfield  Road 
Bronxville,  New  York 
(DR.  HOLGERSEN) 
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Gastroesophageal  reflux  esophagitis  commonly 
results  in  vomiting  or  recurrent  respiratory  infections 
in  infants.  Mild  anemia,  failure  to  thrive,  and  hiatal 
hernia  may  be  concomitant  findings.  It  is  rare  for 
reflux  esophagitis  to  present  as  a symptom  of  severe 
iron-deficiency  anemia. 

The  purpose  of  this  article  is  to  present  the  case  of 
a nine-year-old  male  who  developed  listlessness  and 
severe  iron-deficiency  anemia.  Endoscopy  revealed 
ulcerative  hemorrhagic  esophagitis.  Our  report 
describes  the  difficulties  in  establishing  the  diagnosis 
of  reflux  esophagitis  and  the  importance  of  endos- 
copy in  evaluating  unexplained  iron-deficiency 
anemia  in  children. 

Case  report 

A nine-year-old  male  was  referred  to  Long  Island 
•Jewish-Hillside  Medical  Center  for  unexplained 
anemia.  He  was  well  until  three  months  prior  to 
admission  when  he  was  noted  on  routine  physical 
examination  to  be  pale.  His  hemoglobin  level  was 
1 1.5  Gm.  per  deciliter.  During  the  following  three 
months,  he  became  increasingly  listless,  fatigued,  and 
pale.  Four  days  prior  to  admission  he  began  com- 
plaining of  intermittent  lower  abdominal  pain,  which 
was  poorly  characterized  and  unrelated  to  eating. 
There  was  no  vomiting,  retrosternal  pain,  hema- 
temesis,  or  hematochezia.  Fast  medical  history  and 
family  history  were  unremarkable.  Physical  exam- 
ination revealed  a pale  nine-year-old  male.  His 


FIGURE  1.  Barium  study  revealing  irregular  folds  in  distal 
esophagus. 


weight  was  63  pounds  (50th  to  75th  percentile); 
conjunctiva  and  buccal  mucosa  were  pale,  and  find- 
ings on  the  rest  of  his  physical  examination  were 
unremarkable. 

Laboratory  data  revealed  a normal  white  cell  and 
differential  count,  hematocrit  level  of  18.9,  hemo- 
globin of  5.3  Gm.  per  deciliter,  reticulocyte  count  of 
2.4  percent,  erythrocyte  sedimentation  rate  of  4 mm. 
per  hour,  and  platelet  count  of  800,000  per  cubic 
millimeter.  Electrolytes  and  blood  chemistries  were 
normal  except  for  an  albumin  level  of  2.4  Gm.  and 
total  protein  of  4.1  Gm.  per  deciliter.  Findings  on 
urinalysis  and  stool  guaiac  tests  were  negative  on 
multiple  examinations.  Serum  iron  was  28  micro- 
grams and  total  iron-binding  capacity  was  246  mi- 
crograms per  100  ml.  Bone  marrow  revealed  absent 
iron  stores  and  increased  red  cell  precursors. 
Findings  on  clotting  studies  and  hemoglobin  elec- 
trophoresis were  normal.  Immunologic  work-up 
disclosed  normal  serum  immunoglobulins  and  a 
positive  response  to  skin  testing  with  mumps  and 
Candida  antigen.  Roentgenograms  of  the  chest  and 
of  the  abdomen  showed  negative  findings.  Results 
of  barium  studies  of  the  stomach,  small  bowel,  and 
colon  were  all  normal  with  the  exception  of  thick- 
ened, irregular  folds  in  the  distal  esophagus  (Fig.  1). 
Findings  on  sigmoidoscopy  were  normal.  Techne- 
tium-99 scan  showed  negative  findings  for  Meckel’s 
diverticulum.  Esophagogastroduodenoscopy  re- 
vealed marked  hemorrhagic  esophagitis  with  a 
pseudomembrane  of  the  distal  esophagus  (Fig.  2). 
Test  results  on  the  remainder  of  the  stomach  and 
duodenum  were  normal.  Free  reflux  of  the  gastric 
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FIGURE  2.  Endoscopic  view  of  friable  ulcerated  mucosa 
of  distal  esophagus  (arrows). 


contents  into  the  esophagus  was  observed.  Cytology 
of  the  esophageal  aspirate  revealed  inflammatory 
exudate.  Budding  fungi  without  mycelia  were  seen 
in  the  esophageal  washings.  Esophageal  biopsy 
showed  active  inflammation  (Fig.  3).  Fungal  stains 
of  histopathology  showed  negative  findings. 

Therapy  with  intramuscular  iron  and  a regimen 
consisting  of  hourly  feedings,  antacid,  and  upright 
posture,  were  begun  with  excellent  clinical  response. 
This  was  manifested  by  disappearance  of  pain,  gen- 
eral well-being,  and  a rise  in  hemoglobin  and  albumin 
levels  in  the  week  following  discharge.  During  the 
following  two  years,  the  patient  had  occasional  ex- 
acerbations of  his  symptoms,  which  decreased  with 
time.  Repeat  esophagoscopy  was  performed  twice, 
showing  progressive  improvement;  reflux  was  visu- 
alized during  these  procedures.  Laboratory  values 
remained  normal  during  the  follow-up  period. 

Comment 

Ulcerative  esophagitis  is  an  unusual  and  difficult 
diagnosis  in  the  preadolescent.  Gastroesophageal 
reflux  is  well  described  in  infants  and  young  children 
but  is  uncommonly  reported  in  older  children.  Of 
196  cases  in  a combined  series,  less  than  15  percent 
were  in  children  over  2 years  of  age.1-4  In  the  series 
of  Lilly  and  Randolph,2  43  of  52  cases  were  in  chil- 
dren less  than  2 years  of  age,  6 were  older  than  10 
years  of  age,  and  only  3 children  were  between  the 
ages  of  2 and  10  years.  They  suggest  that  hiatal 
hernia  and  gastroesophageal  reflux  in  infancy  are 
attributable  to  a congenital  defect  capable  of 
undergoing  spontaneous  improvement.  Thus,  the 


FIGURE  3.  Biopsy  of  distal  esophageal  mucosa  revealing 
inflammatory  infiltrate  with  ulcerated  squamous  epithelium 
(original  magnification  X 200). 


finding  of  gastroesophageal  reflux  in  a nine-year-old 
remains  distinctly  uncommon. 

The  signs  and  symptoms  of  gastroesophageal  re- 
flux vary  in  different  age  groups.  Younger  children 
generally  develop  a pattern  of  vomiting,  failure  to 
thrive,  respiratory  tract  infections,  and  anemia.1-5 
The  anemia  is  usually  mild  and  is  attributed  to  poor 
nutrition  as  well  as  to  the  peptic  esophagitis.  Severe 
anemia  is  rare,  and  is  associated  with  frank  hema- 
temesis  or  occult  blood  in  stool  or  vomitus.  Older 
children  more  commonly  present  respiratory  symp- 
toms, such  as  cough,  asthma,  recurrent  pneumonia, 
bronchitis,  or  regurgitation.6  Epigastric  pain, 
heartburn,  indigestion,  and  dysphagia  are  unusual. 
Rare  presentations  of  respiratory  arrest  in  younger 
children.'  or  Sandifer’s  syndrome  in  older  children 
have  also  been  reported.8 

The  patient  described  in  this  article  lacked  these 
usual  signs  and  symptoms.  He  presented  only  severe 
iron-deficiency  anemia  and  atypical  lower  abdominal 
discomfort.  Anemia,  as  an  isolated  finding,  is  rare 
in  peptic  esophagitis  for  any  pediatric  age  group.  In 
one  series  of  476  cases  of  gastrointestinal  bleeding  in 
infants  and  children,  esophagitis  is  not  included.9 
Conceivably,  occult  gastrointestinal  bleeding  may 
have  preceded  this  child’s  admission,  yet  no  evidence 
of  frank  or  occult  bleeding  could  ever  be  documented. 
This  patient  lacked  respiratory  symptoms,  and  the 
only  gastrointestinal  complaint  was  the  late  onset  of 
lower  abdominal  pain.  The  hypoalbuminemia  noted 
in  this  patient  was  likely  due  to  protein  exudation 
from  the  gastrointestinal  tract,  either  directly  from 
the  ulcerative  esophagus  or  indirectly  from  the  small 
intestine  secondary  to  an  effect  of  the  iron  defi- 
ciency.10 

X-ray  film  examination  failed  to  disclose  the 
presence  of  hiatal  hernia  or  reflux.  These  are  not 
unusual  findings.  Recent  studies  indicate  that  reflux 
is  associated  with  decreased  lower  esophageal 
sphincter  pressures  and  is  independent  of  the  pres- 
ence or  absence  of  hiatal  hernia.11  Manometric 
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studies  and  pH  probe  measurements  have  been  more 
successful  than  x-ray  examination  in  diagnosing 
gastroesophageal  reflux  in  recent  studies.12’13  Un- 
fortunately, these  tests  could  not  be  done  in  this 
uncooperative  nine-year-old  child.  Thus,  endoscopy 
was  essential  in  establishing  the  diagnosis  in  this  case, 
since  visualization  of  the  esophagus  disclosed  the 
florid  hemorrhagic  esophagitis  and  the  reflux.  It  is 
felt  that  the  esophagitis  was  due  solely  to  the  reflux 
since  other  causes  of  esophagitis  (viral  and  fungal 
infections,  inflammatory  bowel  disease,  radiation,  or 
corrosive  ingestion)  could  not  be  found.  The  finding 
of  fungi  in  the  esophageal  aspirate  is  insignificant  in 
a child  with  a competent  immunologic  system  who 
has  not  been  on  broad  spectrum  antibiotics14;  fungi 
were  not  detected  in  biopsies. 

The  safety  and  effectiveness  of  upper  gastroin- 
testinal endoscopy  in  children  has  been  established.15 
This  article  further  demonstrates  the  usefulness  of 
this  procedure  in  the  evaluation  of  gastrointestinal 
bleeding  in  children  when  other  clinical  and  labora- 
tory evidence  is  lacking. 

Summary 

A nine-year-old  male  presented  severe  iron-defi- 
ciency anemia  (hemoglobin  5.3  Gm.  per  deciliter). 
History,  physical  examination,  laboratory  tests,  and 
barium  contrast  studies  failed  to  establish  a bleeding 
source.  Moderate  thickening  of  the  distal  esopha- 
geal mucosa  roentgenographically  prompted 
esophagoscopy  in  this  child,  which  revealed  ulcera- 
tive hemorrhagic  esophagitis.  This  entity  is  dis- 
cussed as  a source  of  gastrointestinal  bleeding  in 
children.  The  importance  of  endoscopy  in  evaluat- 
ing unexplained  iron-deficiency  anemia  is  empha- 
sized. 
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Primary  hyperthyroidism  usually  results  from 
overproduction  of  both  T4  (thyroxine)  and  T3  (tri- 
iodothyronine), resulting  in  serum  elevations  of  both 
hormones. 1 In  approximately  4 percent  of  patients 
with  hyperthyroidism,  only  serum  T3  levels  are 
raised,  so-called  TVthyrotoxicosis.1  Hyperthy- 
roidism with  selective  elevation  of  T4  with  normal  T3 
is  much  less  common.2  This  condition  is  not  easily 
distinguished  from  euthyroid  individuals  with  vari- 
ous nonthyroidal  illnesses  who  may  have  normal  or 
reduced  T3^  as  well  as  alterations  in  free  T4  levels.3’5 
In  this  report  we  present  a case  of  hyperthyroidism 
complicated  by  nonthyroidal  illness  and  made 
manifest  by  elevated  T4  and  normal  T3.  Clinical 
settings  that  may  give  rise  to  the  state  of  apparent  T4 
thyrotoxicosis  are  briefly  reviewed. 

Case  report 

A 30-year-old  white  female  with  Down’s  syndrome 
was  referred  for  evaluation  of  chronic  abdominal 
pain,  diarrhea,  and  guaiac-positive  stools.  Past 
history  was  significant  for  diabetes  mellitus  diag- 
nosed in  1972  with  maintenance  on  insulin  since  that 
time.  Thyroid  function  test  findings  were  noted  to 


be  abnormal  in  August,  1976,  as  well  as  in  March, 
1977  (Table  I).  The  patient  appeared  euthyroid 
clinically,  and  no  treatment  was  offered.  Her  only 
medication,  when  referred  in  November,  197&,  was 
insulin. 

Physical  examination  revealed  a pleasant  female 
with  features  typical  of  Down’s  syndrome.  The  left 
lobe  of  the  thyroid  gland  was  mildly  enlarged  and 
firm,  not  fixed,  and  without  bruits.  The  abdomen 
was  soft  but  diffusely  tender,  without  masses  or  or- 
ganomegaly. Rectal  examination  revealed  strongly 
guaiac-positive  stool.  There  were  no  overt  mani- 
festations of  hyperthyroidism. 

Laboratory  test  results  were  significant  for:  he- 
moglobin, 12.6  Gm.  per  deciliter;  white  blood-cell 
count,  4,900;  alkaline  phosphatase,  726  U.  per  liter 
(normal  30  to  100)  with  heated  fraction  of  470;  serum 
glutamic  oxaloacetic  transaminase,  41  U.  per  liter 
(normal  0 to  40);  and  serum  glutamic  pyruvic  trans- 
aminase, 58  U.  per  liter  (normal  0 to  45).  Bilirubin, 
lactic  acid  dehydrogenase,  and  HBsAg  (hepatitis  B 
surface  antigen)  test  results  revealed  no  abnormali- 
ties, but  the  antibody  test  results  to  HBsAg  were 
positive.  Multiple  stools  for  ova  and  parasites,  and 
the  culture  for  enteric  pathogens,  tested  out  normal, 
as  did  the  serology  for  Entamoeba  histolytica  and  for 
the  antimitochondrial  antibody  titer.  Radiographic 
barium  studies  revealed  a dilated  terminal  ileum  and 
multiple  superficial  ulcerations  involving  the  entire 
colon.  Proctoscopy  revealed  friable  and  hyperemic 
mucosa,  and  rectal  biopsy  showed  an  intense  immune 
infiltrate  in  the  submucosa. 

Thyroid  function  studies  are  listed  in  Table  I. 
Thyroid  scintiscan  performed  with  99mTc  (techne- 
tium) demonstrated  maximal  visualization  of  the 
gland  within  20  seconds  on  flow  study,  and  sym- 
metric, rapid,  uptake  consistent  with  hyperfunction. 
Intravenous  injection  of  500  micrograms  of  TRH 
(thyrotropin-releasing  hormone)  resulted  in  the 
following  levels  of  TSH  (thyroid-stimulating  hor- 
mone) at  0,  20,  30,  60,  and  120  minutes,  respectively: 
2.1,  2.1,  2.7,  3.2,  and  2.5  microunits  per  milliliter. 

Other  causes  for  the  flat  TRH  response  were  not 
apparent.  Pituitary  function  was  intact,  as  indicated 
by  regular  menses  and  normal  adrenal  response  to 
250  micrograms  of  synthetic  adrenocorticotropic 
hormone  (basal  cortisol  8 micrograms  per  deciliter, 


TABLE  I.  Summary  of  thyroid  function  test  findings  (normal  values) 


Radioactive  Isotopes 
of  Iodine  Therapy 

Total  T4 
(4.5  to  13 
micrograms 
per  deciliter) 

Total  T3 
(64  to  215 
ng.  per 
deciliter) 

Free  T4 
(0.8  to  2.3 
ng.  per 
deciliter) 

T3  Resin 
Uptake 
(25  to  35 
percent) 

T4 Index 

Preceding  therapy 

August  1976 

12.6 

42.2  percent 

3.4  (.9  to  3) 

March  1977 

15.9 

177 

41.1  percent 

6.5  (1.3  to  4.6) 

November  1978 

16.9 

179 

3 

36.6  percent 

20.6  (4  to  13.8) 

Radioactive  iodine  therapy 

January  1979 

7.7 

July  1979 

5.5 

1 

January  1980 

6.2 

138 

1.3 

30  percent 

6.6  (4  to  13.8) 
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peak  27).  All  studies  were  performed  prior  to 
treatment  with  glucocorticoids. 

The  patient  was  treated  with  I131  (radioactive 
isotope  of  iodine).  Subsequent  thyroid  function 
studies  are  listed  in  Table  I. 

Materials  and  method 

Serum  chemistry  values  were  measured  by  stan- 
dardized autoanalyzer  techniques.  Thyroid  function 
studies  in  1976  and  1977  were  performed  elsewhere*; 
for  this  study,  thyroid  function  was  assessed  in  our 
laboratory  using  commercially  available  I125  radio- 
immunoassay techniques  for  total  T3,  T3  resin  up- 
take, total  T4,f  free  T4,**  and  TSH.t+  TSH  stimu- 
lation was  accomplished  with  protirelin,***  admin- 
istered intravenously  in  a dose  of  500  micrograms 
with  sequential  assessment  of  TSH  response. 

Comment 

This  patient  had  diabetes  mellitus,  chronic  ul- 
cerative colitis,  and  chronic  liver  disease.  Hyper- 
thyroidism was  confirmed,  despite  the  normal  T3 
levels,  by  the  abnormal  thyroid  scan  and  the  flat  TSH 
response  to  TRH  stimulation. 

This  case  illustrates  an  increasingly  recognized 
form  of  hyperthyroidism  characterized  by  normal  T3 
values  and  elevated  T4  values.  It  is  now  well  estab- 
lished that  illness  per  se  causes  selective  peripheral 
monodeiodination  of  T4  to  3,  3',  5'-triiodothyronine 
(reverse  T3),  thus  lowering  T3  levels.3-6  In  the  hy- 
perthyroid patient  with  concurrent  nonthyroidal 
disease,  the  T3  may  fall  due  to  the  associated  illness, 
while  the  T4  remains  elevated  due  to  thyroid  hyper- 
function.2'7-9 An  associated  extrathyroidal  illness 
appears  necessary  to  effect  this  reciprocal  change  in 
hormone  levels.  Hyperthyroidism  per  se  does  not 
account  for  the  extrathyroidal  defect  in  T4  to  T3 
conversion.1  The  role  of  the  associated  illness  was 
clearly  illustrated  in  one  study  in  which  T3  values  in 
hyperthyroid  patients  rose  to  abnormal  levels  after 
recovery  from  intercurrent  nonthyroidal  illness.2 

The  hyperthyroid  patient  with  normal  T3  levels 
must  be  distinguished  from  patients  who  have  ele- 
vated T4  values,  normal  T3  values,  but  who  are  not 
hyperthyroid.  Free  T4  levels  may  occasionally  rise 
in  severe  illness  in  association  with  reduced  thyrox- 
ine-binding globulin  (TBG)  capacity  and  a low  total 
T4.5  This  small  increase  in  free  T4  may  reflect  a 
compensatory  mechanism  to  maintain  euthyroidism 
when  T:i  levels  are  depressed,1  or  result  from  the 
appearance  of  an  inhibitor  to  T4  binding.5  Clarifi- 
cation of  thyroid  status  may  be  obtained  through  use 
of  the  TRH  stimulation  test. 

Hyperthyroidism  after  increased  iodine  intake 
may  present  atypical  T4  and  T:i  values.10-12  Unlike 

* Roche  Chemical  Laboratories,  Raritan,  New  Jersey. 

1 Mallinckrodt  Laboratories,  St.  Louis,  Missouri. 

**  Clinical  Assays,  Cambridge  Massachusetts. 

Biorad,  Richmond,  California. 

***  Abbott  Laboratories,  North  Chicago,  Illinois. 


patients  with  Graves’  disease,  who  usually  dispro- 
portionately overproduce  T3,1  this  group  may  hy- 
persecrete  T4  and  T3  in  proportions  similar  to  euthy- 
roid individuals.10  Alternatively,  the  iodine  may 
decrease  peripheral  conversion  of  T4  to  T3.12  These 
patients  may  present  elevated  T4  values  and  margi- 
nally elevated  or  normal  T3  values. 

Hyperthyroidism  due  to  selective  T4  excess  with- 
out associated  illness  has  been  reported,13  further 
complicating  the  differential  diagnosis  of  the  normal 
T3,  elevated  T4  profile.  From  a practical  viewpoint, 
this  is  an  unusual  presentation,  particularly  in  a 
young  patient.  Studies  have  demonstrated  some 
reduction  in  T3  levels  relative  to  T4  levels  in  old  age.14 
Associated  illness  may  be  expected  more  frequently 
in  this  elderly  group. 

Atypical  thyroid  hormone  levels  in  a patient  with 
suspected  hyperthyroidism  may  be  clarified,  as  in 
this  case,  through  the  use  of  the  TRH  stimulation 
test.15  This  test  is  most  reliable  in  the  identification 
of  the  hyperthyroid  state.  Excess  circulating  thyroid 
hormone  suppresses  release  of  TSH  at  the  pituitary. 
Stimulation  with  TRH  results  in  the  flat  TSH  re- 
sponse characteristic  of  hyperthyroidism. 

This  case  and  the  studies  discussed  emphasize  the 
need  to  consider  other  variables  in  the  interpretation 
of  atypical  T4  and  T3  values.  Concurrent  extrathy- 
roidal illness  will  be  expected  to  account  most  fre- 
quently for  lowered  T3  values  in  hyperthyroid  pa- 
tients. Iodine  excess,  starvation,  old  age,  and  certain 
drugs  may  also  alter  expected  hormonal  profiles  of 
hyperthyroidism.  TRH  stimulation  testing  is  the 
most  simple  and  reliable  method  of  clarifying  the 
thyroid  status  in  these  patients. 

Summary 

Hyperthyroidism  is  usually  made  manifest  by  el- 
evated T3  (triiodothyronine)  levels,  but  recent 
studies  demonstrate  that  exceptions  to  this  may 
occur.  This  case  was  one  of  hyperthyroidism  in  a 
30-year-old  diabetic  female  with  ulcerative  colitis  and 
Down’s  syndrome,  with  elevated  serum  T4  (thyrox- 
ine), abnormal  thyroid  scan,  but  normal  T3  levels. 
The  diagnosis  was  confirmed  by  assessment  of  thy- 
rotropin-stimulating hormone  response  to  thyro- 
tropin-releasing hormone.  Clinical  conditions  that 
give  rise  to  elevated  T4  with  normal  T3  levels  are 
discussed. 

Department  of  Medicine 
The  Mary  Imogene  Bassett  Hospital 
Cooperstown,  New  York  13326 
(DR.  STRECK) 
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Community  action  programs 
can  save  heart  victims 

Aggressive  community  action  programs  can  save  the  lives 
of  from  100,000  to  200,000  heart  attack  victims  each  year 
in  the  United  States. 

This  is  the  premise  of  the  newly  updated  text — Stan- 
dards and  Guidelines  for  Cardiopulmonary  Resuscitation 
( CPR ) and  Emergency  Cardiac  Care  (ECC) — published 
as  a special  issue  of  the  Journal  of  the  American  Medical 
Association,  August  1. 

The  book  was  first  published  by  the  Journal  six  years 
ago,  and  has  been  widely  used  in  CPR  training  programs. 
The  new  edition  is  the  result  of  the  National  Conference 
on  Cardiopulmonary  Resuscitation  (CPR)  and  Emergency 
Cardiac  Care  (ECC)  held  in  September,  1979. 

The  drive  to  reduce  deaths  from  heart  attacks  must  be 
conducted  by  the  entire  community,  the  report  points  out. 
The  physician  will  be  an  important  part  of  the  effort,  but 
many  victims  die  before  reaching  a physician,  and  thus  the 
bystander  trained  in  CPR  and  ECC  is  the  key  element. 

Some  1 million  persons  in  the  United  States  have  heart 
attacks  each  year.  More  than  650,000  die  each  year  of 
heart  disease.  About  350,000  of  these  deaths  take  place 
outside  the  hospital  and  within  two  hours  or  less  of 
onset. 

Sudden  death  from  heart  disease  is  the  most  important 
medical  emergency  today,  the  book  declares.  And,  “it 
seems  probable  that  a large  number  of  these  deaths  can  be 
prevented  by  prompt,  appropriate  treatment.” 

Because  of  the  suddenness  of  death  from  heart  attack, 
the  only  chance  for  survival  for  a substantial  number  of 
patients  who  experience  sudden  heart  attack  is  successful 
resuscitation  on  the  spot.  Resuscitation  has  been  suc- 
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cessful  in  from  40  to  60  percent  of  the  cases. 

“Since  60  to  70  percent  of  sudden  deaths  caused  by  heart 
attack  occur  before  hospitalization,  it  is  clear  that  the 
community  deserves  to  be  recognized  as  the  ultimate  cor- 
onary care  unit.”  This  also  includes  educational  programs 
to  point  out  to  the  citizenry  the  preventable  risks  that  boost 
likelihood  of  heart  disease,  such  as  smoking,  high  blood 
pressure,  lack  of  exercise,  and  obesity. 

The  manual  points  out  that  while  choking  on  food  is  of 
national  concern  and  of  key  importance  for  safety  in  homes, 
restaurants  and  other  public  places,  there  are  some  2,900 
deaths  from  choking  each  year,  as  compared  to  more  than 
650,000  deaths  from  heart  disease,  and  choking  is  thus  a 
far  less  serious  problem  than  unexpected  heart  attack 
death. 

For  the  victim  choking  on  food,  the  book  recommends 
first  four  sharp  blows  on  the  back,  followed  by  four  sharp 
manual  abdominal  thrusts.  The  mouth  should  be  cleared 
of  obstruction. 

The  1979  conference  was  organized  by  the  American 
Heart  Association.  Cooperating  agencies  in  addition  to 
the  American  Medical  Association  are  the  American  Red 
Cross,  American  College  of  Cardiology,  American  College 
of  Emergency  Physicians,  American  Society  of  Anesthe- 
siologists, U.S.  Department  of  Health  and  Human  Services, 
and  Inter-Society  Commission  for  Health  Disease  Re- 
sources. 

The  Journal  edition  will  be  reprinted  as  a special  book. 
More  than  3 million  reprints  of  the  1974  edition  of  “Stan- 
dards” have  been  circulated  worldwide. 

As  many  as  25  million  Americans  are  now  trained  in 
CPR,  and  the  demand  for  training  continues,  says  an  ac- 
companying editorial  by  Kevin  M.  McIntyre,  M.D.,  of 
Harvard  Medical  School. 
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Group  C streptococci  are  known  to  colonize  the 
upper  respiratory  tract,  skin,  and  vagina  in  normal 
persons,  but  these  organisms  rarely  cause  disease  in 
man.14  Nevertheless,  their  potential  to  cause  seri- 
ous human  infection  is  clearly  documented.  In  man, 
group  C streptococci  have  been  implicated  in  the 
pathogenesis  of  cellulitis,  pharyngitis,  tonsillitis,  and 
puerperal  infection;  in  addition,  their  occasional  role 
in  causing  endocarditis,  meningitis,  pneumonia,  and 
urinary-tract  infection  is  recognized.2-7  To  our 
knowledge,  however,  no  case  of  group  C streptococcal 
joint  infection  has  been  reported.  We  wish  to  de- 
scribe a patient  recently  treated  for  septic  arthritis 
in  which  the  causative  organism  was  identified  as 
group  C beta-hemolytic  streptococcus. 

Case  report 

A 53-year-old  man  with  a 20-year  history  of  “gout” 
was  admitted  to  the  University  of  Virginia  Hospital 
for  acute  pain  and  swelling  of  multiple  joints.  One 
month  prior  to  admission,  while  taking  dexametha- 
sone  (3  mg.  per  day)  for  polyarthritis,  the  patient 
punctured  a fluctuant  nodule  on  his  right  great  toe, 
expressing  cheesy  material.  Two  weeks  later  he 
experienced  fever  and  night  sweats.  The  next  week 
swelling,  erythema,  warmth,  and  tenderness  of  the 
right  first  MTP  (metatarsophalangeal)  joint  devel- 
oped, followed  by  similar  symptoms  in  the  right  knee 
and  wrist.  Several  days  before  admission,  the  pa- 
tient noted  increasing  fever  (temperature  >39°C.), 
chills,  and  malaise.  Past  history  was  significant  for 
diabetes  mellitus  of  15  years’  duration,  treated  with 
tolbutamide,  and  untreated  labile  hypertension. 

On  examination  the  temperature  was  38°C.,  and 
the  blood  pressure  140/80  mm.  Hg.  The  left  second 
MCP  (metacarpophalangeal)  joint,  right  wrist,  right 
knee,  and  right  first  MTP  joint  were  erythematous, 
swollen,  hot,  and  tender.  A 2-cm.  ulcer  with  an  er- 


FIGURE  1 . Radiograph  reveals  extensive  destruction  of  right 
first  MTP  joint.  Note  periosteal  proliferation  adjacent  to  that 
joint  and  along  metatarsal  shafts  I— IV. 


ythematous  base  was  present  over  the  right  first 
MTP  joint. 

Laboratory  data  included  a white  blood-cell  count 
of  15,700  per  cubic  millimeter — 70  percent  PMN 
(polymorphonuclear  cells),  15  percent  bands — glu- 
cose 658,  and  uric  acid  16.1  mg.  per  deciliter.  Ra- 
diographs showed  narrowing  of  the  right  first  MTP 
joint  space,  with  erosions  and  periosteal  proliferation 
(Fig.  1).  Synovial  fluid  from  the  right  first  MTP 
joint,  knee,  and  wrist  contained  20,000  leukocytes  per 
cubic  millimeter  (95  percent  PMN),  many  gram- 
positive cocci  in  chains,  and  numerous  extracellular 
and  intracellular  negatively  birefringent,  needle- 
shaped  crystals. 

Therapy  included  nafcillin,  colchicine,  and  insulin. 
On  the  third  hospital  day  beta-hemolytic  strepto- 
cocci, typed  as  group  C,  were  identified  from  synovial 
fluid  and  blood  cultures  obtained  on  admission;  an- 
tibiotic therapy  was  changed  to  ampicillin.  Although 
subsequent  cultures  of  synovial  fluid  and  blood  were 
sterile  for  bacteria,  right  knee  inflammation  associ- 
ated with  fever  and  leukocytosis  persisted  despite  12 
days  of  treatment.  Penicillin  therapy  was  then  in- 
stituted. The  knee  remained  inflamed,  however, 
until  the  fifth  hospital  week,  when  the  concurrent 
gouty  episode  was  treated  with  indomethacin.  The 
joint  symptoms  rapidly  subsided,  and  following  six 
weeks  of  parenteral  antibiotic  therapy  the  patient 
was  discharged  without  further  joint  inflamma- 
tion. 
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Comment 

This  report  apparently  describes  the  first  case  of 
documented  group  C streptococcal  arthritis.  In  this 
patient,  streptococcal  bacteremia  probably  devel- 
oped secondary  to  infection  of  the  skin  and  adjacent 
soft  tissue;  subsequent  hematogenous  dissemination 
presumably  led  to  polyarticular  infection.  The  oc- 
currence of  group  C streptococcal  sepsis  following 
soft-tissue  infection  has  been  noted  previously.1-5-7 

Factors  responsible  for  the  pathogenicity  of  these 
streptococci  are  usually  unclear.  Most  patients  have 
been  in  good  health  prior  to  the  onset  of  infection. 
However,  several  persons  have  developed  bacteremia 
while  leukopenic,  and  one  patient  was  receiving  hy- 
drocortisone.1-5 The  risk  of  serious  infection  in  our 
patient  was  probably  increased  by  the  presence  of 
diabetes  mellitus  and  therapy  with  dexametha- 
sone.8 

The  simultaneous  occurrence  of  gout  in  those 
joints  from  which  streptococci  were  isolated  is 
noteworthy.  Although  the  bacteremia  and  joint 
infection  in  this  patient  responded  rapidly  to  therapy 
with  ampicillin,  the  joint  inflammation  did  not  re- 
solve until  the  concurrent  attack  of  gout  was  also 
treated.  Recent  reports  of  the  coexistence  of  gout 
and  septic  arthritis  have  suggested  that  gout  may 
increase  the  susceptibility  of  a joint  to  infection9;  this 
may  account  in  part  for  the  unusual  infection  noted 


Drug  for  high  blood  pressure 
exonerated  as  cancer  cause 

Reserpine,  a drug  product  used  by  millions  of  Americans 
to  control  high  blood  pressure,  is  given  a clean  bill  of  health 
with  regard  to  possible  cause  of  breast  cancer  in  a Mayo 
Clinic  research  report  in  the  June  13  Journal  of  the 
American  Medical  Association. 

Reserpine  is  prescribed  for  control  of  hypertension  (high 
blood  pressure)  under  several  trade  names — Lemiserp, 
Rau-Sed,  Reserpoid,  Sandril,  and  Serpasil.  Its  value  in 
controlling  blood  pressure  has  been  well  documented. 

In  the  mid-70s  reports  first  appeared  of  a possible  link 
between  reserpine  and  breast  cancer  in  women.  More  than 
a dozen  additional  studies  were  conducted.  The  results 


in  our  patient. 

Medical  Service 
Veterans  Administration  Medical  Center 
Brooklyn,  New  York  1 1209 
(DR.  HAMILTON) 

Acknowledgment.  Streptococcal  typing  was  performed  by 
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has  been  reported  previously  in  another  context.9 
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disagreed,  and  both  physician  and  patient  have  no  clearcut 
guidelines. 

Drs.  Darwin  R.  Labarthe  and  W.  Michael  O’Fallon  of  the 
Mayo  Clinic,  Rochester,  Minn.,  conducted  a study  of  nearly 
2,000  hypertensive  women  residing  in  Rochester  to  eval- 
uate any  possible  relationship  between  hypertensive  drugs 
and  breast  cancer. 

Drs.  Labarthe  and  O’Fallon  found  that  women  taking 
reserpine  had  no  more  breast  cancer  than  women  in  the 
population  at  large. 

They  conclude: 

“We  have  found  no  evidence  of  an  association  between 
exposure  to  either  reserpine  or  thiazide  diuretics  (another 
useful  drug)  and  the  subsequent  occurrence  of  breast 
cancer  in  hypertensive  women.” 
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The  Einstein  Approach 

Unified  Field  Theory  for  Medical 
Care* 


KEVIN  M.  CAHILL,  M.D. 

New  York  City 

Special  Assistant  for  Health  Affairs  to  Gov.  Hugh  L.  Carey; 
chairman,  the  New  York  State  Health  Planning  Commission. 

There  is  an  ancient  and  polite  convention  which 
obliges  a speaker  to  state  routinely  that  he  is  honored 
and  pleased  to  have  been  invited  to  address  a gath- 
ering. My  gratitude  and  pleasure  at  being  asked  to 
address  you  is  more  personal  and  particular. 

Background 

First,  I admit  to  a natural  predilection  for  The 
Bronx,  where  I was  born  and  reared.  In  fact,  my 
medical  education  began  when,  as  a youngster,  I 
would  accompany  my  physician  father  on  his  house 
calls  in  the  then  relatively  rural  and  almost  remote 
Pelham  Bay  area. 

Second,  although  there  have  been  almost  ineffable 
changes  in  The  Bronx  since  those  days,  it  is  a source 
of  family  pride  that  one  tradition  has  survived.  My 
brother,  John,  who  is  on  your  obstetric  staff,  con- 
tinues to  practice  medicine  in  the  same  office  which 
my  father  established,  and  numbers  among  his  pa- 
tients many  of  the  children,  grandchildren,  and  even 
great  grandchildren,  of  my  father’s  patients.  In  our 
frenetically  mobile  society,  that  has  to  be  something 
of  a record.  And,  parenthetically,  for  those  who  keep 
track  of  records  at  Einstein,  I might  also  note  that 
John  recently  delivered  the  first  triplets  born  at 
Flinstein  in  the  last  eight  years. 

Third,  even  though  I have  not  yet  reached  that 
stage  in  life  when  “The  remembrance  of  things  past” 
can  be  summoned  to  endless  and  satisfying  “sessions 
of  sweet  silent  thought,”  the  invitation  to  address  you 
did  prompt  me  to  reminisce  a bit.  I recalled,  almost 
as  though  captured  in  a time  warp,  that  as  a teenager 
I watched  this  infant  medical  school  grow  literally 

* The  first  annual  Harry  Etra  Memorial  Lecture  held  at  the 
Albert  Einstein  College  of  Medicine  of  Yeshiva  University  on 
Thursday,  December  13,  1979. 


from  the  ground  up,  and  that  during  the  last  several 
years  I have  had  the  opportunity  to  be  part  of  Ein- 
stein’s struggle  for  mature  identity.  Your  dean  and 
chairman  may  someday  wish  to  tell  that  tale  of 
sharing  as  an  illustration  that  government  and  the 
private  sector  need  not  necessarily  be  adversaries,  but 
can  and  should  be  partners  for  the  public  good. 

The  scope  of  this  lectureship — any  major  area  of 
science  or  medicine— is  generously  broad,  and  pre- 
sents the  initial  difficulty  of  focusing  on  a specific 
title.  I thought  that  the  very  name  of  this  college 
provided  an  excellent  starting  point  for  todays’s  re- 
flections. 

Einstein,  man  of  science 

Einstein,  the  physicist,  was  obsessed,  as  you  know, 
throughout  most  of  his  adult  life  with  finding  a uni- 
fied field  theory,  one  which  would  unite  two  seem- 
ingly contradictory  explanations  of  the  physical 
world.  That  was  a scientific  obsession.  Many  of  you 
understand  intuitively  how  such  an  intellectual  quest 
can  become  the  work  of  a lifetime. 

But  Einstein  had  another  obsession.  It  was,  you 
might  say,  a more  poetic  or  philosophic  obsession,  but 
one  no  less  elusive  than  the  first.  It  was  that 
knowledge  should  lead  to  real  progress  in  man’s 
day-to-day  life;  that  knowledge  should  provide  a 
keenness  of  vision  which  would  allow  man  to  see  re- 
ality clearly  and  not  through  the  distorting  filter  of 
superstition,  nationalism,  or  sectarianism;  that 
knowledge,  even  of  the  most  esoterically  abstract 
sort,  must  be  judged  ultimately  in  the  very  real 
marketplace  of  life  where  men  live,  love,  work,  and 
die. 

His  was  a concept  of  science  broad  enough  to  em- 
brace the  whole  world  and  all  its  facets  in  a unified 
field.  I hope  that  you  do  not  place  rigid  restrictions 
on  your  definition  of  medicine,  but  are  willing  to  go 
where  your  dreams  lead,  for  those  are,  and  always 
have  been,  the  frontiers  of  our  profession.  Where 
those  dreams  lead  are  the  borders  beyond  which 
physicians  must  learn  to  go,  not  only  in  the  technical 
science  of  health,  but  in  the  arts  of  sociology,  politics, 
and  diplomacy  and,  indeed,  in  all  the  humane  en- 
deavors that  make  us  a civilized  people. 

Why  should  not  Einstein  the  physicist  also  be 
Einstein  the  citizen?  Why  not  also  Einstein  the 
Jew?  Why  not  also  the  concerned  parent  willing  to 
seek  out,  despite  his  personal  reservations,  the  best 
psychoanalysts  of  the  day  for  a son  who  found  it  more 
than  he  could  cope  with  to  live  in  the  shadow  of  his 
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father’s  greatness. 

In  1919,  Einstein,  then  an  obscure  physicist  in 
Berlin,  unknown  outside  a select  scientific  circle,  was 
suddenly  thrust  into  international  fame  by  popular 
newspaper  reports  that  his  revolutionary  theory  of 
relativity  had  been  substantiated  through  experi- 
ment. His  theory  was  an  historic  contribution  to  the 
quest  for  a scientific  solution  to  the  mystery  of  the 
universe.  But  almost  simultaneously,  an  unem- 
ployed Bavarian  paperhanger  was  named  Fuehrer  of 
the  German  National  Socialist  Party,  and  began  a 
search  which,  to  the  shame  of  mankind,  also  utilized 
science  in  seeking  a “final  solution.” 

By  1929,  with  the  world  sunk  into  economic  de- 
pression, the  Nazi  Party,  promising  to  restore  the 
strength  of  the  fatherland,  recruited  growing  num- 
bers of  the  unemployed.  In  1933,  Adolf  Hitler  was 
named  Chancellor  of  Germany.  The  same  year, 
Einstein  arrived  at  the  Institute  for  Advanced 
Studies  in  Princeton,  New  Jersey. 

In  1945,  photographs  from  Auschwitz,  Buchen- 
wald,  and  Dachau  sickened  the  world  into  realizing 
the  depth  of  the  evil  that  had  driven  Einstein  from 
Germany.  The  same  year,  another  name,  Enola  Gay, 
entered  the  history  books,  and  the  dead  and  maimed 
bodies  of  Hiroshima  provided  horrifying  evidence 
that  the  passage  from  theoretical  to  practical  physics 
could  be  devastating  for  mankind. 

In  the  early  1950s  representatives  of  Yeshiva 
University  went  to  Princeton  to  ask  Einstein  if  he 
would  consent  to  having  a proposed  medical  school 
named  after  him.  Yeshiva  at  that  time  was  under 
the  able  leadership  of  the  late  Samuel  Belkin,  M.D., 
whom  I knew  and  whose  wife,  Abby,  I am  privileged 
to  count  among  my  friends. 

We  know  what  Einstein’s  response  was  and  I pro- 
pose to  you  that  there  are  important  lessons  in  Albert 
Einstein’s  life  for  those  of  us  in  the  medical  profes- 
sion. 

There  has  never  been  a man  of  science  who  capti- 
vated the  popular  imagination  as  completely  as 
Einstein.  Even  in  his  lifetime,  his  name  took  on 
mythical,  heroic  proportions,  and  his  presence  in  a 
city  attracted  crowds  usually  reserved  for  returning 
war  heroes  or  baseball  greats. 

There  was  a creative  tension  in  Einstein’s  life  be- 
tween pure  science  and  activism,  between  the  shaded 
groves  of  academe  and  the  sweltering  swarm  of  the 
marketplace.  He  could  easily  have  remained  en- 
sconced in  any  ivory  tower  of  his  choice,  working  on 
his  equations.  In  fact,  that  was  no  doubt  a strong 
inclination.  But  he  became  convinced  that  his  ob- 
ligation extended  farther  than  the  study.  And  so  he 
lent  his  voice  to  support,  at  one  time  or  another,  any 
number  of  causes,  including  human  rights,  pacifism, 
and  Zionism. 

The  inclination  to  be  left  alone  with  a few  scientific 
colleagues  in  a quiet  room  with  a blackboard  to  work 
out  all  the  ramifications  of  E = me2  was  certainly 
strong.  In  fact,  he  once  said:  “Politics  are  for  the 
moment.  An  equation  is  for  eternity.” 


But  he  did  not  block  out  the  reality  of  what  was 
happening  in  a troubled  world  around  him.  The 
brutal  facts  of  prejudice,  oppression,  and  acquisitive 
nationalism  prompted  him  to  form  a corollary  to  his 
theory  about  politics  which  carried  with  it  a stern 
indictment  of  his  professional  colleagues.  He 
said: 

Intellectuals,  are  cowards,  even  more  than  most  peo- 
ple. They  have  always  failed  miserably  when  called  on 
to  fight  for  dangerous  convictions  ....  Anyone  who 
seeks  to  affect  the  course  of  events  must  have  the  gift 
of  being  able  to  exert  direct  influence  on  men  and  their 
activities. 

And  so  he  worked  tirelessly,  often  to  the  neglect 
of  his  beloved  equations,  to  defend  human  rights 
around  the  world  and  to  limit  the  destructive  force 
of  the  devastating  new  weapons  that  were  the  prac- 
tical application  of  scribbles  on  a blackboard.  It 
would  have  been  easier  for  him  to  shut  out  the  pe- 
destrian concerns  of  the  marketplace  and  to  confine 
himself  to  the  high  science  of  which  he  was  the  ac- 
knowledged master. 

It  is  likewise  easy  for  those  of  us  in  the  medical 
profession,  or  those  about  to  enter  it,  to  circumscribe 
our  field  of  activity.  We  can  retreat  into  the  closed 
circle  of  a professional  guild  where  membership  is 
strictly  limited  and  where  the  noisome  concerns  of 
a vulgar  world  are  not  permitted  to  intrude.  But  the 
danger  in  that  approach  is  that  we  then  abrogate 
responsibility  for  decisions  affecting  a profession 
whose  great  heritage  has  been  entrusted  to  our  care. 
The  future  of  our  entire  health  care  system  is  being 
shaped  by  forces  outside  the  profession.  Those 
forces,  particularly  government,  are  often  viewed  as 
hostile.  Being  thus  perceived,  they  are  only  grudg- 
ingly acknowledged  and  often  openly  resented,  but 
seldom  influenced  by  the  vast  majority  of  physicians. 
There  are  others  willing  to  fight  for  their  convictions 
about  what  medicine  should  be.  Government  bud- 
get officials,  legislators,  labor  leaders,  and  consumers 
all  have  their  own  perspectives  and,  in  our  day,  the 
power  to  shape  the  future  direction  of  the  health 
system,  including  medical  education. 

Medical  education  in  New  York  State 

There  was  a time  when  hospitals  and  medical 
schools  were  sustained  largely  through  the  philan- 
thropy of  private  citizens  and  the  voluntary  efforts 
of  religious  groups.  Medical  professionals  were  free 
to  formulate  policies,  set  standards,  and  allocate  re- 
sources. Fortunately,  voluntarism  and  philanthropy 
continue  to  play  an  important  role  in  medical  edu- 
cation and  medical  care.  This  college  owes  much  of 
its  success  to  these  sources. 

But,  especially  over  the  past  several  decades, 
government  has  taken  an  ever  increasing  role  in  all 
aspects  of  health.  To  illustrate  this,  let  me  share 
with  you  some  recent  findings  of  the  Governor’s  Task 
Force  on  Health  Manpower: 
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New  York  State  has  a dozen  medical  schools,  four 
public  and  eight  private;  these  dozen  schools  have  a 
freshman  enrollment  of  some  1,650  students,  or  10.5 
percent  of  the  national  freshman  medical  enrollment. 
There  is  a clinical  campus  in  Binghamton,  New  York, 
and  a new  clinical  campus  in  Queens  is  in  the  early 
stages  of  development.  The  State’s  only  school  of  os- 
teopathic medicine  is  now  in  its  third  year  of  opera- 
tion, with  a total  enrollment  of  about  150  students. 

New  York  State  taxpayers  face  a total  annual  bill  of 
about  $150  million  for  medical  and  dental  education 
and  research,  this  representing  the  total  amount  of 
State  money  paid  to  the  public  and  private  medical 
and  dental  schools  for  capitation  aid,  operational  and 
capital  support,  and  research.  Annual  State  capita- 
tion aid  alone  amounts  to  $10  million.  This  works  out 
to  a total  public  investment  of  $75,000  in  each  new 
physician  and  dentist  produced  by  medical  and  dental 
schools  in  the  State. 

It  is  not  only  appropriate,  therefore,  but  essential 
for  the  elected  representatives  of  a heavily  taxed 
public  to  concern  themselves  with  questions  in- 
cluding: Who  will  receive  this  education?  How? 
At  whose  expense?  For  what  needs?  And  where 
will  the  graduate  serve? 

In  an  ideal  world,  some  may  contend  that  this 
should  not  be  the  preferred  method  of  decision.  But 
utopias  have  a bad  track  record  for  longevity  and 
they  never  seem  to  work  any  better  than  the  roiling 
realities  they  are  meant  to  replace. 

Furthermore,  from  an  historical  perspective,  we 
must  recall  that  influences  from  outside  the  profes- 
sion have  had  profoundly  beneficial  effects  on  the 
quality  of  medical  training  and  care. 

Almost  70  years  ago  the  Flexner  report  burst  on 
the  medical  community  and  is  now  recognized  by  all 
in  the  health  field  as  the  watershed  in  the  develop- 
ment of  medical  education  in  this  country.  That 
landmark  study  was  not  flattering  to  the  medical 
school  system  at  the  time.  It  documented,  in  our 
State  and  in  others,  an  incredible  array,  or  total  lack, 
of  standards  for  admissions,  curriculum,  training 
degrees,  laboratory  facilities,  and  the  clinical  con- 
nections between  the  commercial  schools  and 
neighboring  hospitals.  The  results  of  such  a system, 
Abraham  Flexner  noted,  were  a glut  of  physicians, 
ill-trained,  ill-motivated,  ill-rewarded,  and  compet- 
ing like  jackals  for  the  hapless  patient. 

Abraham  Flexner  was  not  a physician.  He  had 
had  the  good  fortune  to  be  educated  at  Johns  Hop- 
kins University  in  its  early  days  when  Daniel  Coit 
Gilman  was  president.  After  graduation,  he  re- 
turned to  Louisville,  his  hometown,  taught  school, 
and  eventually  founded  a high  school  for  difficult 
students  from  well-to-do  families.  Although  he  was 
eminently  successful  in  that  endeavor,  he  felt  con- 
strained. He  moved  on  and  eventually  joined  the 
staff  of  the  Carnegie  Foundation. 

He  had  the  qualities  of  a good  investigative  and 
analytical  reporter  and,  in  later  years,  utilized  his 
techniques  in  another  fascinating  study  documenting 
the  toll  of  prostitution.  Still  later,  he  founded  the 


Institute  for  Advanced  Studies  at  Princeton  and 
lured  Einstein  to  join  the  staff.  Dr.  Flexner  visited 
all  150  medical  schools  in  this  country,  compared 
their  files  and  their  catalogues  with  their  courses, 
looked  for  the  laboratories  and  classrooms  (some- 
times in  vain),  met  the  students,  and  then  published 
his  conclusions.  The  world  of  academic  medicine 
changed  in  the  bright  light  of  exposure,  expelled  the 
incompetent  from  the  fraternity,  developed  standard 
courses,  and  within  several  decades  physicians  of 
reasonably  uniform  quality  were  being  graduated. 

How  interesting  that  this  change  came  not  from 
within  the  medical  school  fraternity,  but  from  with- 
out, not  from  a physician,  but  from  a concerned 
Carnegie  Foundation,  not  by  indulging  in  praise  for 
the  status  quo,  but  by  studying  the  distribution  of 
medical  manpower  and  the  needs  of  the  community. 
Flexner  clearly  recognized  that  New  York  was  unique 
and  suggested  that  our  medical  schools  should  be 
developed  beyond  the  norm  to  become,  as  they  have, 
the  great  postgraduate  centers  for  this  region  of  the 
country. 

For  many  years,  the  medical  schools  had  to  evolve 
toward  centers  of  academic  excellence,  and  as  long 
as  the  endowments  lasted,  federal  funds  were  plen- 
tiful, and  the  problems  of  developing  a research  ca- 
pability could  take  priority  over  delivering  commu- 
nity care,  the  medical  schools  of  our  State  could 
luxuriate  in  the  praise  that  was  due  them,  provided 
one  stayed  within  the  acceptable  parameters  estab- 
lished by  the  schools  themselves.  There  was  no 
malice  or  duplicity  in  this  approach.  Both  the  public 
and  the  medical  profession  appear  to  have  accepted 
the  inevitability,  and  did  not  even  question  the  de- 
sirability of  this  separation. 

One  of  the  efforts  of  the  administration  of  Gover- 
nor Carey  has  been  to  ensure  that  these  two  arenas 
for  medicine,  the  laboratory  and  the  community,  not 
become  unrealistically  separated,  but  complement 
each  other  as  necessary  components  in  a total  system 
of  health  care.  We  created  an  entity  unique  in  State 
government,  the  New  York  State  Health  Research 
Council,  which  I chair.  At  a time  when  the  State 
coffers  were  almost  empty  and  when  the  prestigious 
Health  Research  Council  of  New  York  City  had  died 
from  bankruptcy,  at  a time  when  we  were  facing  the 
thankless  task  of  determining  which  good  programs 
to  curtail  so  that  we  could  remain  solvent,  I remind 
this  academic  body  that  the  Carey  administration 
unequivocally  recognized  research  as  an  essential 
component  of  a good  health  care  system  and  com- 
mitted our  scarce  resources  to  this  effort  for  the  fu- 
ture. 

The  Council  has  responsibility  for  coordinating 
health  research  in  New  York.  It  has  identified 
high-priority  areas  and  encouraged  increased  re- 
search through  a system  of  contract-directed  ac- 
tivities. To  date,  we  have  funded  225  proposals, 
mostly  for  young  investigators,  at  a level  of  over  2 
million  State  dollars  per  year.  It  should  be  noted 
that  Einstein  has  received  20  of  these  awards, 
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amounting  to  over  $600,000,  more  than  any  other 
institution  in  the  State,  a fact  both  you  and  I can  be 
proud  of. 

Our  annual  investment  in  research  represents  seed 
money,  for  it  has  generated  Federal  grants  amounting 
to  10  times  our  State  dollar  commitment.  Even  by 
the  coarse  standard  of  finances,  this  health  research 
effort,  criticized  when  it  was  begun  five  years  ago,  is 
now  acclaimed  as  obviously  in  the  public  good. 

We  must  always  maintain  a steady  gaze  on  the 
public  good,  not  as  some  abstraction,  but  as  the  ag- 
gregate of  very  real  and  often  desperate  individual 
needs.  Balancing  those  is  the  challenge  and  the 
beauty  which  government  service  affords. 

The  public  good  was  the  standard  against  which 
the  Carnegie  Foundation  and  Flexner  judged  medical 
education.  It  is  that  same  standard  which  must  in- 
form each  decision  made  by  medical  professionals. 
We  are  sworn  to  do  nothing  less. 

Some  practical  considerations 

We  obviously  do  not  have  the  same  problems  now 
as  then.  But  we  need  not  look  far  to  uncover  weak- 
nesses in  the  system,  which  are  just  as  debilitating. 

We  have  had — and  will  continue — question  to 
whether  the  public  welfare  is  best  served  by  a system 
which  has  been  allowed  to  grow  practically  un- 
checked because  it  seemed,  and  was,  and  is  such  a 
credit  to  man’s  achievement  in  the  struggle  against 
sickness,  pain,  deformity,  and  death. 

For  too  long  we  surrounded  ourselves  with  the 
protective  coat  of  specialized  knowledge  and  ad- 
miring patients  to  shield  ourselves  from  the  winds  of 
change  swirling  around  health  care. 

For  too  long  we  allowed  ourselves,  like  the  emperor 
in  his  new  suit  of  clothes,  to  be  lulled  into  self-satis- 
faction until  honest  voices  stunned  us  into  realizing 
that  we  had  better  take  a fresh  look  at  our  medical 
wardrobe. 

Ironically,  it  seems  to  me,  we  were  doing  too  little 
and  too  much  in  our  attempts  to  promote  the  public 
welfare.  Too  little  when,  despite  the  most  sophis- 
ticated and  expensive  medical  system  in  the  country, 
the  citizens  of  our  State  are  no  more  healthy  than 
people  in  other  states.  Too  little,  when,  despite  the 
highest  physician-to-population  ratio  of  any  race  in 
the  world,  thousands  of  our  citizens  in  New  York  City 
are  forced  to  obtain  routine  care,  not  in  a physician’s 
office,  but  at  overcrowded  hospital  emergency  rooms. 
Too  little  when  we  allowed  even  one  unprincipled 
and  ravenous  nursing  home  operator  to  prey  on  our 
frail  elderly.  And,  too  much  when  we  look  to  medical 
technology  to  solve  every  social  ill.  We  have  to 
radically  reexamine  our  expectations  of  what  the 
health  care  system  should  or  can  deliver.  We  have 
to  ask  ourselves  whether  or  not  medicine  and  more 
health  care  dollars  can  solve  the  massive  social 
problems  that  confront  us.  As  long  as  we  continue 
to  equate  first-class  health  care  with  big  expensive 
hospitals,  we  will  continue  to  spend  enormous 


amounts  of  tax  dollars  without  realizing  measurable 
gains  in  the  health  of  our  citizens. 

As  we  plan  for  the  future  we  must  realize  that  we 
can  never  achieve  a medical  nirvana  in  which  there 
are  no  aches  and  no  pains  and  from  which  the  com- 
pletely natural  process  of  aging  and  death  is  elimi- 
nated. We  must  at  least  consider  whether  our  re- 
sources could  be  put  to  better  use  in  other  areas: 
creating  jobs;  improving  the  environment , housing, 
and  schools;  keeping  libraries  open;  and  teaching 
people  how  to  prevent  illness. 

I think  it  no  exaggeration  to  say  that  a more  ef- 
fective program  of  prevention  would  do  more  to  im- 
prove the  health  of  our  citizens  than  any  number  of 
specialty  clinics.  Accurate  knowledge  and  timely 
action  certainly  are  the  best  cure  for  ignorance  that 
can  lead  to  birth  defects  which  could  have  been  pre- 
vented, or  to  debilitating  childhood  disease,  to  un- 
wanted pregnancies,  and  damaging  multiple  abor- 
tions. 

It  is  no  exaggeration  to  say  that  a greater  avail- 
ability of  jobs,  especially  for  minority  young  people, 
would  do  more  to  improve  their  health  than  any 
number  of  ambulatory  clinics.  A productive  job, 
certainly,  is  the  best  cure  for  a profound  sense  of 
hopelessness  which  can  lead  to  mental  imbalance,  or 
to  a dependence  on  alcohol  or  drugs  as  an  escape,  or 
to  the  desperate  escape  of  suicide. 

It  is  no  exaggeration  to  say  that  the  elimination  of 
substandard  housing  would  do  more  to  improve  the 
health  of  our  citizens  than  any  number  of  new 
emergency  rooms.  A safe,  comfortable  home,  cer- 
tainly, is  the  best  cure  for  an  environmental  atmo- 
sphere that  can  lead  to  tragic  accidents,  poisonings, 
or  disfigurement  or  death  from  fire. 

Physicians  have  a special  obligation  which  arises 
from  our  privileged  position  in  society,  and  from  the 
trust  which  others  place  in  us,  to  be  in  the  front  lines 
as  we  map  a strategy  for  improving  the  health  of  our 
citizens.  God  knows  there  is  enough  for  all  of  us  to 
do  without  guarding  every  aspect  of  human  or  even 
strictly  technical  care,  as  though  it  were  some  invio- 
lable and  private  precinct.  We  have  to  rely  more  on 
resources  that  are  immediately  available  but  too 
often  unused. 

All  community  mental  health  workers  need  not  be 
physicians.  A motivated  high  school  graduate  can 
sometimes  be  just  as  effective  in  bringing  a sense  of 
balance  and  confidence  to  those  who  are  unable, 
alone,  to  cope  with  their  difficulties. 

Hospices  for  the  terminally  ill  do  not  need  to  be 
staffed  by  highly  trained  nurses.  Calvary  Hospital 
in  The  Bronx  has  proved  that  high  school  graduates, 
and  even  dropouts,  can  aid  and  comfort  the  dying 
with  just  as  much  humanity. 

The  decent  care  of  our  infirm  elderly  does  not  have 
to  depend  entirely  on  institutional  housing  which, 
our  experience  shows,  tends  to  grow  into  an  elaborate 
medical  system  which  consumes  enormous  amounts 
of  money.  Those  funds  could  often  be  better  used 
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to  employ  young  people  to  care  for  the  elderly  in  a 
dignified  and  compassionate  manner  at  home. 

I am  not  advocating  a naive  retrenchment  to  the 
almost  gothic  incompetence  which  was  the  norm  in 
our  health  care  system  at  the  beginning  of  this  cen- 
tury. We  need  good  physicians  and  nurses,  and 
highly  trained  technicians.  We  need  quality  hospi- 
tals, nursing  homes,  research  centers,  and  advanced 
medical  technology.  We  need  them,  but  we  need 
much  more. 

We  need  a new  vision,  or,  more  accurately,  a re- 
newed vision  of  our  great  profession.  We  must  resist 
the  cynicism  which  age  and  the  involvement  in  the 
often  cumbersome  political  process  tend  to  generate. 
We  must  never  allow  medicine  to  become  a pedes- 
trian trade  in  which  eminence  or  financial  rewards 
become  more  important  than  our  sworn  service  to 
mankind. 

Conclusion 

Let  me  conclude  by  making,  as  Einstein  might 
have  it,  a quantum  leap  from  Morris  Park  Avenue  in 
The  Bronx  to  the  Ogaden  Region  of  Africa. 

My  initial  work  in  Somalia  was  done  while  I,  like 
thousands  of  other  young  physicians,  was  fulfilling 
a military  obligation.  Today,  we  fortunately  have 
no  immediate  need  for  a national  draft.  But,  when 
so  many  of  our  citizens  are  fighting  the  moral 
equivalent  of  war  against  the  cost  and  even  the 
availability  of  decent  health  care,  I see  much  merit 
in  the  idea  of  mandating  a period  of  public  service  for 
all  graduates  of  our  medical  schools.  This  is  espe- 
cially appropriate  when  medical  students  are  so 
heavily  supported  by  public  funds  and  virtually 


guaranteed  a lifelong  income  significantly  in  excess 
of  what  most  people,  and  even  most  professionals, 
enjoy.  My  own  experience  in  Africa  did  not  enrich 
me  monetarily  but  it  did  provide  me  with  priceless 
human  as  well  as  clinical  experience. 

I am  not  a great  admirer  of  false  humility.  I’ve 
worked  hard,  to  the  best  of  my  ability,  to  minister  to 
Somalis  and  to  teach  a new  generation  of  health 
workers  the  knowledge  of  how  to  prevent  and  treat 
disease.  But  for  all  that,  I can  say  with  equal  honesty 
that  I received  more  than  I gave. 

Several  weeks  ago,  on  Thanksgiving  eve,  when  I 
received  a request  from  the  Somali  Government  to 
return  and  help  them  cope  with  their  overwhelming 
refugee  problem,  I recalled  the  words  of  Muhammad 
Abdullah  Hassan,  the  great  Somali  poet: 

Who  welcomes  you  like  a Kinsman  in  your  day  of 
need 

And  who  at  the  height  of  the  drought 
does  not  bar  his  gate  against  you — 

Is  not  he  who  never  fails  you  in  your  weakness  one 
of  your  brethren. 

I returned  from  Somalia  once  again  humbled  by 
the  finitude  of  art  and  science  and  of  life  itself,  but 
deeply  edified  by  the  magnificent  strength  of  the 
human  spirit  which  is  seemingly  boundless. 

I hope  that  your  work  and  your  education  at  Ein- 
stein and  what  I have  tried  to  say,  help  to  instill  in 
you  a philosophy  of  medicine  which  also  knows  no 
bounds. 

850  Fifth  Avenue 
New  York,  N.Y.  10021 


Thalidomide  found  helpful 
in  treating  skin  disease 

Thalidomide,  the  well-known  drug  that  caused  many 
cases  of  birth  defects  in  European  babies  in  the  1960s  is  still 
being  studied  by  researchers,  and  has  been  found  useful 
in  treating  a particular  skin  infection,  says  a report  in  a 
recent  issue  of  an  American  Medical  Association  publica- 
tion. 

The  drug  has  continued  to  he  available  under  the  trade 
name  of  Kevadon,  for  experimental  purposes  only.  It  is 
not  licensed  for  other  than  research  purposes. 

Hans  van  den  Broek,  M.D.,  of  the  Hines  Veterans  Ad- 
ministration Hospital,  Hines,  III.,  and  the  University  of 
Illinois,  Chicago,  reports  in  Archives  of  Dermatology  on 
successful  treatment  of  a case  of  prurigo  nodularis,  a skin 
ailment  that  causes  rash  and  growths  like  boils. 

Most  therapies  for  prurigo  nodularis  have  been  unsuc- 


cessful, and  some  sufferers  have  been  plagued  with  the 
disease  for  years.  Dr.  Broek  read  a report  from  Jerusalem 
of  successful  treatment  with  thalidomide  in  three  cases, 
and  decided  to  try  it  on  his  Illinois  patient.  Over  a period 
of  three  months  the  lesions  gradually  flattened  and  the 
itchy  rash  disappeared. 

Aside  from  its  well-known  effect  of  causing  birth  defects, 
thalidomide  has  been  shown  to  be  virtually  nontoxic. 
Suicide  attempts  with  large  amounts  of  the  drug  have  been 
unsuccessful,  and  patients  recovered  after  a period  of 
sleep. 

The  patient  had  at  time  of  writing  been  on  the  drug  for 
eight  months,  and  the  dosage  was  slowly  being  lowered  in 
an  attempt  to  find  the  lowest  effective  maintenance  dose. 
He  has  shown  no  ill  effects  from  the  drug. 

Thalidomide  still  may  be  a useful  drug  for  certain  health 
problems,  and  is  considered  safe  so  long  as  it  is  not  taken 
by  expectant  mothers. 
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The  U.S.S.  Constitution  is  an  inspiring  vestige  of 
past  naval  glory  as  it  rides  in  the  Charlestown  Naval 
Yard  in  Boston.  Although  the  ship  is  now  a museum, 
still  its  past  lives  on,  at  least  in  the  imaginations  of 
thousands  of  annual  visitors,  more  than  fulfilling  the 
plea  in  Oliver  Wendel  Holmes’s  poem  Old  Ironsides 
to  save  the  ship  from  destruction. 

Much  has  been  written  about  the  ship’s  famous 
battles  in  the  War  of  1812,  however,  the  medical 
events  on  board  have  been  little  noted.  Typical  of 
the  three-masted,  square-rigged  frigates  of  the  early 
nineteenth  century,  it  had  two  or  three  medical  of- 
ficers. The  surgeon  was  responsible  for  the  health, 
safety,  and  proper  provisioning  of  the  ship  at  all 
times.  He  was  assisted  by  one  or  two  surgeon’s 
mates.  As  in  the  English  Navy,  there  were  loblolly 
boys,  who  acted  as  medical  orderlies  and  directly 
attended  the  sick.1  The  Constitution,  a 44-rated, 
56-gun  frigate,  was  built  in  1797  after  the  depredation 
of  the  Barbary  pirates  on  U.S.  shipping.  It  saw  ex- 
tensive service  in  the  Barbary  Wars  (1804  to  1806), 
during  which  most  of  American  nautical  leaders  in 
the  War  of  1812  became  thoroughly  schooled  in  naval 
matters. 

Naval  surgeons  in  the  early  nineteenth  century  had 
to  cope  with  a variety  of  shipboard  medical,  surgical, 
and  public  health  events.2  Battle  surgery  was  a very 
rare  occurrence.  They  also  had  their  share  of  psy- 
chologic problems.  One  seaman  on  the  U.S.S. 
Constitution  saw  his  surgeon  almost  every  day  for 
various  complaints. 

Amos  A.  Evans  served  on  the  U.S.S.  Constitution 
only  briefly  in  the  War  of  1812,  but  was  on  board 
during  most  of  the  time  that  the  ship  gained  its  ex- 
traordinary reputation.  As  was  customary  in  those 
times,  he  kept  a journal  in  which  he  listed  the  im- 
portant events  of  the  day:  wind,  weather,  ships  en- 


countered, medical  and  surgical  problems  that  arose, 
and  so  forth.  Since  these  journals  were  the  property 
of  the  individual  surgeon,  and  left  the  ship  with  the 
surgeon,  it  is  especially  remarkable  that  Evans’s 
journals  have  survived,  one  of  only  two  medical 
journals  of  the  Naval  War  of  1812  to  have  done  so.3-5 
W e are  now  in  a position  to  study  an  eyewitness  ac- 
count of  the  medical  events  at  sea,  and  especially  the 
medical  aspects  of  the  ship-to-ship  duels  that  the 
U.S.S.  Constitution  had  with  the  Guerriere  and  the 
Java.  We  know  what  injuries  were  sustained,  how 
they  were  treated,  and  to  some  extent  the  outcomes 
of  both  the  injuries  and  treatments.  James  Inder- 
wick’s5  journal  of  the  Argus,  a brig  which  devastated 
English  shipping  in  the  Irish  Sea  in  1813  before  losing 
to  the  Penguin,  also  describes  battle  injuries. 

Career 

A 22-year-old  Marylander,  Evans  entered  the 
Navy  in  1808  as  a surgeon’s  mate,  being  promoted  to 
surgeon  in  1810.  His  medical  experiences  and  edu- 
cation before  entry  into  service  were  based  solely  on 
study  with  established  physicians.  Learning  medi- 
cine as  an  apprentice  was  a very  common  practice  of 
the  times.  Very  few  could  afford  to  go  to  the  highly 
prestigious  European  medical  schools,  and  the  tiny 
number  of  small  American  schools  of  medicine  were 
located  only  in  the  most  important  cities.  Acting  as 
an  assistant  to  an  established  physician  for  many 
months,  the  vast  majority  of  fledgling  physicians 
gained  whatever  experiences  they  needed  to  set  up 
their  own  practices.  One  of  the  physicians  who 
taught  Evans  was  Benjamin  Rush,  M.D.,  a note- 
worthy and  highly  influential  Philadelphia  physician. 
Dr.  Rush  was  an  important  teacher  in  the  first  med- 
ical school  in  America  in  Philadelphia,  organized  the 
medical  services  in  the  Revolutionary  War,  encour- 
aged humane  treatment  for  the  mentally  ill,  and 
made  important  political  contributions,  including 
signing  the  Declaration  of  Independence.6 

All  of  Dr.  Evans’  naval  services  prior  to  joining  the 
Constitution  in  March,  1812,  had  been  on  shore, 
except  for  a very  brief,  nefarious  episode  at  sea.  He 
found  the  Constitution  in  the  Potomac  River,  where 
she  was  getting  much-needed  repairs  to  her  wooden 
hull  and  rigging,  and  having  copper  plates  installed 
on  her  bottom.  She  put  out  to  sea  in  July,  1812,  just 
after  the  declaration  of  war,  and  almost  immediately 
encountered  a large  and  overwhelming  English  fleet 
from  which  she  barely  escaped  after  a harrowing 
three-day  chase.  Next,  on  August  19, 1812,  she  en- 
countered the  Guerriere,  a 49-gun  English  frigate, 
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TABLE  I.  Diagnosis,  treatment,  and  outcome  of  wounds  received  by  seamen  on  the  U.S.S.  Constitution  during  its 

fight  with  the  Guerriere  in  1812 


Rank 

Wounds 

Surgical 

Treatment 

Medical  Treatment 

Course 

Outcome 

Lieutenant 

Abdominal  bullet 
wound 

Bled 

MgS04,*  cataplasm, 
soapsuds  enema,  cooling 
drink,  chicken  soup 

Infected 

Recovered 

Sailing  master 

Shoulder  wound 

Cerate  dressings 

Recovered 

Seaman 

Compound  fracture 
of  tibia,  contusion 
of  knee 

Amputation 

immediately 

Laudanum,  wine 

Infected 

Stump  healed 

Seaman 

Contusion  of  leg 

Wax,  poultice  (acetic 
acid,  lead  acetate) 

Infected 

Recovered 

Marine 

Ball  through 
gastrocnemius 

Cerate  poultice 

Infected 

Recovered 

Seaman 

Concussion, 
bullet  in  arm 

Bled  freely 

MgS04,*  cataplasms 

Stiff  jaw,  head  pain  Chills,  recovered 
8 days,  delirious 

Seaman 

Bullet  in  shoulder,  chest 
penetrated,  dyspnea, 
coughed  up  frothy 
phlegm  and  blood 

Bled  freely 

Dressing,  cataplasm 

Infected,  cough 

Recovered? 

* MgSC>4  = magnesium  sulfate. 


and  reduced  her  to  a hopeless  wreck  in  a furious 
single-ship  duel  which  lasted  just  over  one  hour.7 
The  English  casualties  were  15  dead  and  62  wounded. 
The  Americans  lost  seven  seamen  and  only  seven 
were  wounded. 

Constitution  versus  Guerriere 

The  specific  injuries  sustained  by  the  American 
seamen  are  listed  in  Table  I.  Typical  of  the  War  of 
1812,  the  wounds  were  caused  by  cannon  balls,  can- 
nister  (an  anti-personnel  projectile  containing  jagged 
hits  of  metal),  wooden  splinters,  and  so  forth.  Burns 
and  gunshot  wounds  were  common.  As  the  ships 
neared  each  other,  sharp-shooting  marines  in  the 
shrouds  were  very  effective  in  hitting  enemy  seamen 
exposed  on  the  decks  below. 

Dr.  Evans  devoted  considerable  space  in  his  jour- 
nal to  the  initial  description  of  the  wounds.  Daily 
progress  notes  were  written.  Sufficient  detail  was 
provided  to  allow  an  accurate  diagnosis  and  appraisal 
of  the  remedies  employed.  Much  attention  was  paid 
to  the  problems  of  the  high-ranking  seamen,  such  as 
Lieutenant  Morris  and  Master  J.  C.  Aylwin.  The 
journal  reported  amputation  of  the  one  fractured 
limb.  It  was  general  medical  wisdom  to  amputate 
as  quickly  as  possible  after  such  injuries,  hoping  to 
avert  the  slow  debilitating  process  of  infection,  gan- 
grene, and  ultimate  sepsis.8  The  open  wounds  were 
treated  with  cataplasms,  such  as  poultices  of  warm 
water,  lead  acetate,  wax,  and  so  forth.  No  special 
care  was  taken  regarding  cleanliness.  Infection  was 
so  common  that  it  was  considered  to  occur  almost  as 
a matter  of  course.  Antiseptic  ideas  only  appeared 
much  later  in  the  century. 

The  seamen  with  abdominal  wounds,  concussion, 
and  penetrating  wounds  of  the  thorax,  were  all 
treated  by  an  immediate  bleeding.  A very  impres- 
sive procedure  to  the  unfortunate  patient,  bleeding 


was  a standard  remedy  for  a variety  of  conditions  in 
the  eighteenth  and  nineteenth  centuries.  The  ra- 
tionale is  quite  foreign  to  modern  thinking,  but  was 
based  on  theoretic  notions.  The  very  influential 
Leiden  physician,  Hermann  Boerhaave,  M.D., 
stressed  that  inflammation  was  a result  of  a blockage 
of  the  body  fluids  which  could  be  released  by  bleed- 
ing.8 Thomas  Sydenham,  M.D.,  of  London,  who 
described  so  many  illnesses,  felt  that  disease  resulted 
from  a struggle  between  nature  and  some  unspecified 
noxious  influence,  which  could  be  removed  by 
bleeding  and  purging  (cathartics),  after  which  the 
patient  could  be  restored  and  replenished  with  the 
right  influences  by  proper  diets,  and  so  forth.6 
Today  we  would  propose  that  bleeding  was  merely 
an  elaborate  placebo,  possibly  of  some  value  in  con- 
gestive failure  or  polycythemia,  but  frequently  del- 
eterious as  in  the  case  of  anemia,  dehydration,  or 
shock.  Medicine  had  very  few  treatments  recognized 
to  be  effective  by  today’s  standards. 

The  wounds  were  dressed  with  poultices  and  the 
dressings  frequently  changed.  Despite  this  close 
attention,  the  journal  indicates  that  at  least  five  of 
the  wounds  became  infected,  but  only  one  patient 
had  systemic  fever.  It  appears  that  all  seven  patients 
recovered.  The  ship  returned  to  Boston  where  Isaac 
Hull,  the  commander,  and  the  ships’  company  were 
given  a triumphant  welcome. 

During  the  interval  in  Boston,  Dr.  Evans  reported 
his  first  impressions  of  the  city:  “The  town  . . . sur- 
passes in  gaiety  and  beauty  my  conception  of  it.  The 
streets  are  narrow  and  crooked,  but  well  paved  and 
clean  ...  an  air  of  neatness  that  much  surpasses 
Baltimore  and  Philadelphia  . . . The  countryside 
(near  Charlestown)  is  well  cultivated  and  lined  with 
country  houses,  generally  2 stories,  frame  and 
handsomely  painted,  with  elegant  gardens  and  yards 
ornamented  with  a variety  of  flowers,  shrubs  and 
trees.”  9 
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TABLE  II.  Diagnosis  and  treatment  of  seamen  wounded 
on  the  U.S.S.  Constitution  durings  its  fight  with  the  Java, 
January,  1813 


Conditions  Number  Treatment  Died 


Categories  of  wounds 

Contusions 

9 

Cataplasms 

Burns 

6 

Cold  water,  oil 

Power 

4 

cloths 

Fire  on  board 

2 

Fractures 

6 

Splint  1, 

Leg 

4 

amputation  5 ... 

3 

Arm 

2 

Multiple  injuries 

5 

Various  4 

Lacerations 

3 

Cataplasms 

Loss  of  extremity 

3 

Amputation  1,  ... 

part 

Chest  injuries 

2 

dressings  3 
Dressings 

Gunshot  wounds 

2 

Probe  wound 

Ulcerations 

i 

Cataplasms 

Complications 

Pain 

2 

Wine,  opium, 

Infection 

3* 

anodynes 

Bleeding,  dressings 

Fever 

2 

Bleeding  in  1,  not 

Shock 

1 

stated  in  other 
Bleeding 

* Rate  of  infection  may  have  been  higher  since  many  details  of  patient 
care  were  omitted  in  Dr.  Evans’s  journal  depicting  the  medical  events  after 
the  Java  fight. 


As  young  naval  officers  in  every  era  have  done,  he 
took  note  of  the  Boston  girls  on  the  streets  finding 
them  “Not  so  handsome  as  those  in  Philadelphia  and 
Baltimore  . . . Their  complexions  are  rosy  and 
healthy,  and  their  countenances  . . . sprightly  and 
animated  . . . they  appear  to  have  more  mind  and  less 
grace  than  the  Southern  ladies.”  9 He  did  not  record 
in  his  journal  any  revisions  on  his  views  of  Boston 
ladies  after  closer  contact. 

Constitution  versus  Java 

The  Constitution,  newly  repaired  and  refitted,  put 
to  sea  in  October,  1812,  bound  for  South  America. 
Now  under  command  of  William  Bainbridge,  the 
Constitution  met  the  Java  on  January  5, 1813,  in  its 
second  single-ship  duel  with  English  frigates  of  the 
same  size.  The  Java,  rated  as  a 38-gun  frigate,  but 
actually  carrying  47  guns,  fought  courageously  under 
Henry  Lambert,  but  after  two  and  one-half  hours  it 
was  devastated,  dismasted,  and  struck  its  colors. 
The  captured  ship  was  burned,  after  the  450  men 
(including  105  wounded)  were  transferred  to  the 
Constitution.  The  English  were  put  ashore  at  San 
Salvador  a few  days  later.7 

In  the  Java  battle,  the  numbers  of  injured  must 
have  kept  Dr.  Evans  and  his  mates  very  busy,  and 
seemed  to  have  interfered  with  his  record  keeping. 
His  journal  reports  briefly  that  9 seamen  died  and  25 
were  wounded,  of  whom  he  details  to  some  extent  the 
wounds  of  33.  Table  II  summarizes  the  classification 
of  wounds  sustained  by  the  American  seamen  during 


the  Java  battle.  The  daily  entries,  which  were  so 
helpful  after  the  Guerriere  fight,  are  much  more 
sketchy.  As  usual,  the  officers’  injuries  were  care- 
fully described.  Commodore  Bainbridge  had  a 
musket  wound  in  the  thigh,  which  was  probed  twice 
and  each  time  bits  of  foreign  material  were  removed. 
He  healed  uneventfully.  Lieutenant  Aylwin,  who 
had  just  been  promoted  after  his  wounds  received  in 
the  Guerriere  battle  healed,  received  multiple  pro- 
jectile wounds  of  the  chest.  Unfortunately,  he  de- 
veloped fever  and  died  a few  days  later.  The  journal 
does  depict  the  injuries  of  the  six  seamen  who  un- 
derwent amputation;  two  of  them  subsequently  died, 
and  no  data  were  supplied  on  the  others.  It  also 
describes  the  use  of  splints  for  injured  legs,  and  one 
other  seaman  had  his  leg  lesion  successf  ully  probed 
and  the  musketball  removed.  The  journal  mentions 
the  use  of  wine,  laudum  (laudanum),  and  opium  in 
a few  instances,  but  does  not  tell  us  how  much  was 
given,  for  what  reasons,  and  what  the  effects  might 
have  been. 

The  Constitution  returned  to  Boston  and  a tri- 
umphant reception  was  accorded  the  ship  and  its 
men.  Dr.  Evans  was  transferred  to  shore  duty  in  the 
Charlestown  Naval  Yard  as  surgeon,  where  he  re- 
mained for  the  rest  of  the  War  of  1812.  His  medical 
duties  appeared  to  be  relatively  light,  since  he  re- 
quested time  off  to  go  to  sea  on  board  a privateer.9 
When  this  was  refused,  he  occupied  the  winter  by 
attending  the  medical  lectures  at  Harvard,  receiving 
his  M.D.  degree  in  1814.  Presumably  he  wrote  a 
thesis  to  achieve  the  degree,  but  Harvard’s  records 
do  not  indicate  what  subject  he  chose. 

Harvard  medical  education  in  1814 

What  did  Evans  encounter  at  Harvard  in  1814? 
Although  Harvard  had  started  medical  education  in 
1782,  it  was  slow  in  making  progress.  Located  in 
Cambridge,  the  instruction  was  largely  theoretical. 
After  a major  upheaval  in  1810,  Harvard  was  moved 
to  Boston,  and  Benjamin  Waterhouse,  M.D.,  was 
induced  to  resign.  The  faculty  in  1814  included  John 
Warren,  M.D.  (anatomy),  John  Collins  Warren,  M.D. 
(obstetrics),  James  Jackson,  M.D.  (medicine),  and 
John  Gorham,  M.D.  (chemistry).10  It  is  likely  that 
the  medical  teaching,  given  in  temporary  quarters 
over  White’s  Apothecary  Shop,  was  completed  in 
four  months.  Although  the  new  medical  school 
building  was  envisioned,  it  was  not  actually  available 
until  1816.  Clinical  instruction  in  the  Almshouse, 
The  Boston  Marine  Hospital,  and  Boston  Dispensary 
was  a major  part  of  the  program  since  the  Massa- 
chusetts General  Hospital  was  not  to  be  opened  until 
1821. 10-12 

A degree  was  conferred  if  the  candidate  passed  oral 
examinations  in  anatomy,  surgery,  chemistry,  ma- 
teria medica  (progenitor  of  pharmacology),  and 
theory  and  practice  of  medicine.  Examinations  were 
given  by  the  instructors,  who  usually  pocketed  the 
students’  fees.  A dissertation  was  required,  and  at- 
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tendance  at  the  lectures  was  also  mandatory.  In 
1814  there  were  about  650  medical  students  in  U.S. 
medical  schools,  about  400  being  in  Philadelphia 
alone;  the  rest  were  in  Hanover,  Boston,  New  York, 
and  Baltimore.  There  was  considerable  vigor  in 
Boston’s  medical  circles  in  1814.  The  New  England 
Journal  of  Medicine  had  started  in  1812.  A Phar- 
macopoeia had  just  been  published,  and  the  Mas- 
sachusetts Medical  Society  was  formally  estab- 
lished.11 

Evans’s  subsequent  naval  career 

Dr.  Evans  next  went  to  sea  in  1815  as  a surgeon  on 
the  U.S.S.  Independence,  a 74-gun  ship-of-the-line, 
akin  to  the  modern  battleship.  He  was  also  surgeon 
for  the  U.S.  Mediterranean  fleet,  which  was  formed 
out  of  the  triumphant  vessels  of  the  War  of  1812,  and 
sent  by  President  Madison  to  subdue  the  resurging 
Barbary  pirates.  The  Moslem  leaders  of  Tunis,  Al- 
giers, and  Tripoli  had  been  plaguing  the  United 
States  and  other  shipping  in  the  Mediterranean  for 
years.  The  show  of  force  by  the  U.S.  Navy  ended 
permanently  their  depredations  of  U.S.  shipping. 

On  his  return  to  the  United  States,  Evans  wrote  to 
Benjamin  W.  Crowninshield,  the  secretary  of  the 
Navy,  about  smallpox,  which  had  appeared  on 
shipboard  during  their  Mediterranean  duty.  He 
reasoned  that  the  disease  made  its  way  around  the 
world  by  ship,  and  that  its  spread  could  be  prevented. 
Noting  the  “horror  that  the  appearance  of  the  disease 
at  sea  ...  If  the  congress  could  pass  a law  prohibiting 
employment  of  any  seaman  in  any  merchant  or  naval 
vessel  without  being  vaccinated  or  having  had  the 
small  pox  (then  the  disease)  might  be  eradicated 
from  the  country.”  9 Since  this  was  a time  when 
vaccination  was  just  becoming  accepted,  (Water- 
house  had  been  very  successful  in  promoting  its  ef- 
ficacy), it  is  not  surprising  that  Evans  recommended 
its  use  in  the  Navy,  as  well  as  medical  examinations. 
There  is  no  record  of  any  reply  to  Evans’s  suggestion, 
which  was  indeed  carried  out  and  contributed  to  the 
eradication  of  smallpox  in  1979,  163  years  later. 

Dr.  Evans  left  the  Navy  for  the  practice  of  medi- 
cine in  Elkton,  Maryland.  We  do  not  know  why,  but 
probably  one  major  consideration  was  the  relatively 
poor  naval  pay,  $50  per  month  in  the  War  of  1812,  at 


a time  when  a New  York  City  house  call  was  about  $2 
and  a good  meal  about  $1.  He  practiced  successfully 
in  Maryland  and  was  a leader  in  his  community  until 
his  death  in  1848  at  age  63. 

Summary 

Amos  Evans,  M.D.,  typified  U.S.  medicine  in  the 
early  nineteenth  century.  At  first  trained  by  medical 
preceptors,  he  later  gave  his  knowledge  strong  the- 
oretic underpinning  at  Harvard.  The  records  indi- 
cate that  he  used  contemporary  therapeutic  mea- 
sures, such  as  amputations,  bleeding,  purging,  and 
occasional  use  of  wine  and  other  opiates.  He  was 
fortunate  to  have  been  surgeon  on  the  U.S.S.  Con- 
stitution during  its  most  glorious  moments,  and 
posterity  has  gained  through  the  survival  of  his 
medical  journals.  He  was  anxious  to  improve  stan- 
dard medical  practices  in  the  Navy  by  recommending 
medical  examinations  for  all  recruits  and  vaccina- 
tions for  all  who  were  not  immune  to  smallpox.  After 
his  move  to  Elkton,  Maryland,  his  practice  flour- 
ished, and  he  served  as  a community  leader. 

Department  of  Pharmacology  Medicine  and  Psychiatry 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin  53226 
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Among  the  medical  celebrities  around  the  turn  of 
the  century,  Carl  Ludwig  Schleich,  M.D.,  was  one  of 
the  most  colorful  and  controversial.  A surgeon  and 
scientist  of  renown,  a widely  read  writer  and  poet, 
and  a musician  and  painter,  he  was  greatly  admired, 
and  was  considered  by  some  to  be  a universal  genius. 
Famous  people  from  all  parts  of  the  cultural  world 
felt  attracted  to  him,  and  his  account  of  the  beautiful 
friendship  he  shared  with  August  Strindberg,  the 
Swedish  playwright  and  novelist,  became  part  of 
German  literature. 

Schleich’s  arrival  on  July  19, 1859,  was  a triumph 
for  his  mother  whose  in-laws  had  started  to  com- 
pletely ignore  her  after  she  had  given  birth  to  two 
girls.  He  grew  up  in  Stettin,  Pomerania,  a busy 
seaport  on  the  Baltic  Sea,  where  his  family  had  lived 
for  generations,  gaining  wealth  and  enjoying  high 
esteem.  The  beautiful  environment  of  his  home- 
town, and  his  frequent  visits  to  the  farm  of  his 
grandparents  on  the  island  of  Wollin,  early  installed 
in  Schleich  a deep  love  for  nature  which  later  found 
expression  in  many  of  his  poems  and  paintings.  His 
father,  a well-known  ophthalmologist,  was  a friend 
of  Johann  Horner,  the  Swiss  ophthalmologist,  and 
Albrecht  von  Graefe,  the  founder  of  scientific  oph- 
thalmology; he  was  loved  and  adored  by  his  son.1 

Educational  fiasco 

On  the  day  of  his  graduation,  Schleich’s  old 
schoolteacher  warned  him  against  his  demons  as  if 
he  foresaw  the  deep  shadows  that  were  to  darken  his 
future.  Schleich,  however,  tossed  the  warning  to  the 
winds  and  took  off  for  Zurich  to  study  medicine. 
With  this  he  did  not  follow  so  much  his  own  desire, 
but  rather  the  ardent  wish  of  his  father,  who  had 
watched  his  son’s  enthusiastic  interest  and  involve- 
ment in  liberal  arts  with  increasing  apprehension;  his 
fears  were  more  than  justified.  In  the  two  years 
young  Schleich  spent  in  Zurich  he  rarely  attended 
lectures  and  courses  but  soon  delved  head  over  heels 
into  a life  of  drinking,  singing,  acting,  and  touring, 
thereby  getting  deeper  and  deeper  into  debt.  When 
he  finally  confronted  his  parents  from  Milan  with  his 


intention  to  become  a singer,  he  was  ordered  to  come 
home.1 

Professional  achievement 

Under  the  kind  but  firm  guidance  and  influence 
of  his  extraordinary  father,  Schleich  recovered  from 
his  shame  and  depression  and  turned  with  all  his 
energy  to  the  study  of  medicine;  he  finally  graduated 
from  the  University  of  Berlin  in  1889.  With  the  fi- 
nancial help  of  his  father,  he  opened  a private  clinic 
for  the  practice  of  surgery  and  gynecology  in  Berlin, 
which  turned  out  to  be  a successful  enterprise,  and 
his  reputation  as  a surgeon  grew.  It  was  here  that  he 
developed  his  method  of  local  infiltration  anes- 
thesia.1 

Research 

Schleich  was  too  much  a writer  and  poet  not  to  give 
his  discovery  a dramatic  and  romantic  twist.2  He 
related  that  during  one  of  his  “Dionysian  sessions” 
with  his  strange  and  bizarre  friend  Stanislaus  Przy- 
byszewski,  a Polish  writer  of  decadence,  he  looked  at 
Heinrich  von  Waldeyer’s  drawings  of  ganglia  struc- 
tures and,  in  a sudden  flash  of  enlightenment,  per- 
ceived the  neuroglia  as  sort  of  a damper,  similar  to 
the  damper  of  a piano.  Excited,  he  ran  into  his  lab- 
oratory and  started  to  inject  saline  solutions  in  dif- 
ferent concentrations  into  his  arm.  Later  he  added 
cocaine,  and  with  this  his  research  began.1 

Peer  rejection 

It  is  well  known  that  the  original  idea  of  injecting 
anesthetizing  substances  into  tissues  did  not  stem 
from  him.  Experimental  work  had  already  been 
done  in  several  countries,  and  Schleich  was  familiar 
with,  for  example,  the  research  of  the  scientist  Paul 
Reclus  in  France.2  It  might  also  be  mentioned  that 
Schleich’s  theoretic  foundations  and  premises  were 
later  challenged;  they  were  considered  to  be  highly 
inaccurate  and  partly  wrong  by  his  critics  who  in- 
sisted that  the  effects  of  local  anesthesia  were  of 
chemical  nature  rather  than  the  phenomenon  of 
physics  as  Schleich  had  postulated.  Suffice  it  to  say 
that  his  local  infiltration  anesthesia  worked.  He 
tried  it  out  on  many  patients  with  great  success,  and 
when  he  believed  that  he  had  accumulated  enough 
material  and  that  the  theoretic  basis  of  his  method 
was  well  researched,  he  decided  to  present  his  dis- 
covery to  the  medical  profession. 

It  was  in  April,  1892,  that  Schleich  went  before  the 
Berlin  Surgical  Congress  and  outlined  the  theory  and 
practice  of  his  local  infiltration  anesthesia,  followed 
by  a detailed  report  about  hundreds  of  operations  he 
had  performed  with  his  new  method  in  his  private 
clinic.  During  his  presentation,  Schleich  noticed 
that  the  president  of  the  convention,  the  famous 
surgeon,  Adolph  von  Bardeleben,  moved  irritably  on 
his  seat  looking  from  time  to  time  around  at  his  col- 
leagues; but,  bravely,  Schleich  went  on  and  finally 
concluded  his  speech  with  the  words:  “. . . so  that  I, 
with  this  harmless  medium  in  my  hand,  do  not  deem 
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it  permissible  any  longer  for  reasons  of  ideals,  moral 
and  legality  to  apply  the  dangerous  general  anes- 
thesia there  where  this  medium  suffices.”1 

With  this  a storm  broke  loose,  a storm  of  rage  and 
indignation.  Schleich  was  so  stunned  by  this  unex- 
pected reaction  that  it  almost  threw  him  off  his  feet. 
Von  Bardeleben,  who  finally  succeeded  in  calming 
down  the  noisemakers,  rose  from  his  seat  and 
shouted:  “My  colleagues!  When  such  statements 
are  flung  at  us  as  they  were  in  the  last  sentence  of  the 
speaker  then  we  might  as  well  deviate  from  our  usual 
practice  of  not  exercising  criticism  here  and  I ask  the 
assembly:  Is  anyone  convinced  of  the  truthfulness 
of  that  which  was  just  hurled  at  us?  Then,  please, 
raise  your  hand!”  Not  one  hand  was  raised.1 

Schleich  stepped  before  the  podium.  He  wanted 
to  say  that  he  had  not  lied,  that  those  matters  he  had 
presented  were  true  and  that  he  could  prove  it.  But 
when  he  asked  for  the  floor,  von  Bardeleben  thun- 
dered a no!  Schleich  shrugged  his  shoulders  and  left. 
Among  those  800  participants,  there  was  only  one 
who  came  after  him  and  said:  “My  young  colleague, 
I do  not  know  if  you  are  correct  in  your  discovery,  but 
if  this  should  be  the  case,  what  has  just  taken  place 
is  the  most  outrageous  event  that  has  ever  occurred 
in  the  field  of  science.”  It  was  old  Litthauer,  the 
well-known  Berlin  surgeon.1 

Peer  acceptance 

It  was  not  until  10  years  later  that  Johann  von 
Mikulicz-Radecki,  M.D.,  to  the  surprise  of  every- 
body, announced  before  the  same  forum  that  he  had 
performed  thousands  of  operations  using  Schleich’s 
method  of  local  anesthesia  and  that  he  considered  it 
to  be  an  integral  part  of  every  surgeon’s  skill.  But 
nobody  ever  came  up  with  an  apology  for  the  hu- 
miliation to  which  Schleich  had  been  subjected.1 

The  aforementioned  was  Schleich’s  personal  ac- 
count in  his  autobiography  Besonnte  Vergangenheit 
(Sunlit  Past).1  The  book  was  published  in  1922  and 
soon  became  a bestseller.  Its  appeal  to  the  reading 
public  can  easily  be  understood;  the  life  stories  of 
Ignaz  Semmelweiss,  M.D.,  and  Joseph  Lister  had  not 
been  forgotten.  Here  again  appeared  a genius  on  his 
rough  path  to  the  stars,  embittered  and  frustrated 
over  the  lack  of  recognition  and  response,  facing  the 
“medical  establishment,”  the  notorious  “school 
medicine,”  which  was  forever  suppressing  progress, 
hostile  against  outsiders  and  anxiously  watching  over 
its  own  interest.  It  does  not  come  then  as  a surprise, 
when  as  recently  as  in  1959  Schleich’s  description  of 
the  incident  was  still  used  in  articles  written  in  cel- 
ebration of  his  one-hundredth  birthday.3’4 

Among  articles  highly  critical  of  Schleich’s  scien- 
tific work  and  professional  conduct,  Schwalbe’s5 
essay  “Die  Schleich — Legende”  drew  quite  a lot  of 
attention.  Schwalbe  felt  that  a meaningful  discus- 
sion of  Schleich’s  method  would  hardly  have  been 
possible  since  the  vast  majority  of  surgeons  did  not 


have  any  personal  experience  with  local  anesthesia. 
He  also  showed  that  according  to  the  minutes  of  the 
1892  convention,  not  the  method  had  been  opposed 
but  the  exaggerated  views  that  Schleich  expressed 
in  his  last  sentence.  Although  the  minutes  did  not 
substantiate  it,  Friedrich  Trendelenburg,  M.D.,  the 
historian  of  the  surgical  society,  insisted  that  he  had 
heard  the  word  public  prosecutor.  Schleich  himself 
must  have  had  doubts  about  the  justification  of  his 
last  statement.  A letter  of  apology  to  von  Bardele- 
ben deploring  the  misunderstanding  was  found  at- 
tached to  the  convention’s  protocol.  Schwalbe  also 
pointed  at  the  endorsement  of  Schleich’s  method  at 
the  surgical  convention  in  1894  by  Ernst  von  Berg- 
mann,  M.D.,  one  of  Germany’s  most  famous  sur- 
geons, who  highly  praised  Schleich’s  achievement. 
He  stated  that  already  Schleich’s  infiltration  anes- 
thesia had  advanced  triumphantly  over  all  the 
medical  world.5 


Rebel 

And  yet,  Schleich  never  seems  to  have  recovered 
from  that  unfortunate  incident  where  both  sides  had 
obviously  overreacted.  Still  30  years  later  in  his 
memoirs,  his  lively  and  acrid  description  of  the  oc- 
currence appears  as  though  it  had  just  recently  oc- 
curred. He  gradually  drifted  more  and  more  to  the 
periphery  of  medicine,  with  increasing  hostility 
toward  the  medical  profession,  thereby  joining  the 
long  line  of  critics  who  since  antiquity  have  accused 
physicians  of  crude  materialism  and  greed.  Had  he 
hoped  that  his  philosophic  and  scientific  publica- 
tions, a peculiar  mixture  of  evolutionistic  mechanism 
and  late-idealistic  romanticism,  would  get  him  the 
recognition  and  praise  of  his  peers,  his  harsh  attacks 
against  the  “medical  establishment”  widened  the  rift 
even  more.6  To  dismiss,  as  did  Schwalbe,  the  causes 
as  being  the  result  of  inferiority  complexes  and  ego- 
tism would  hardly  do  Schleich  justice;  his  personality 
structure  was  much  more  differentiated  and  complex. 
Part  of  his  tragedy,  however,  might  have  been  that 
he  was  perhaps  unable  to  admit  to  himself  that  none 
of  his  many  talents,  his  demons,  exceeded  the  limits 
of  dilettantism.  During  the  last  years  of  his  life, 
Schleich  took  refuge  in  drugs6;  he  died  on  July  3, 
1922. 
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Obituaries 


Word  has  been  received  that  Alan  James  Alveari,  M.D., 
of  Patchogue,  has  died.  Dr.  Alveari  graduated  in  1970 
from  Creighton  University  School  of  Medicine. 

Charles  Boiler,  M.D.,  of  Rochester,  died  on  June  14  at  the 
age  of  78.  Dr.  Boiler  graduated  in  1927  from  Johns  Hop- 
kins University  School  of  Medicine.  He  was  an  emeritus 
physician  in  medicine  at  Strong  Memorial  Hospital  and  a 
consulting  physician  at  Rochester  General  Hospital.  Dr. 
Boiler  was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Henry  Aird  Boswell,  M.D.,  of  Troy,  died  on  June  6 at  the 
age  of  75.  Dr.  Boswell  graduated  in  1931  from  McGill 
University  Faculty  of  Medicine.  He  was  a consultant  in 
internal  medicine  at  Samaritan  Hospital.  Dr.  Boswell  was 
a member  of  the  New  York  State  Society  of  Internal 
Medicine,  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Herman  Brenner,  M.D.,  of  Flushing,  Little  Neck,  and 
Douglaston,  died  on  June  26  at  the  age  of  73.  Dr.  Brenner 
received  his  medical  degree  from  the  University  of  Paris 
in  1936.  He  was  on  the  internal  medicine  staff  at  Long 
Island  Jewish-Hillside  Medical  Center  and  a general 
practitioner  at  Deepdale  General  Hospital.  Dr.  Brenner 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  John  Burke,  M.D.,  of  The  Bronx,  died  on  June 
13  at  the  age  of  71.  Dr.  Burke  graduated  in  1933  from  Long 
Island  College  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Earl  P.  Bursen,  M.D.,  of  Brooklyn,  died  on  June  24  at  the 
age  of  70.  Dr.  Bursen  received  his  medical  degree  from  the 
University  of  Lausanne  in  1937.  He  was  an  associate 
family  practitioner  at  Brookdale  Hospital  Medical  Center. 
Dr.  Bursen  was  a Diplomate  of  the  American  Board  of 
Family  Physicians  and  a member  of  the  American  Acade- 
my of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sylvester  A.  Catalanello,  M.D.,  of  Douglaston,  died  on 
May  24  at  the  age  of  73.  Dr.  Catalanello  graduated  in  1930 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a honorary  surgeon  at  Jamaica  Hospital. 
Dr.  Catalanello  was  a Fellow  of  the  International  College 
of  Surgeons. 


Word  has  been  received  that  Julius  Davis,  M.D.,  of  New 
York  City,  has  died.  Dr.  Davis  graduated  in  1922  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a senior  clinical  assistant,  off  service,  in  dermatology  at  The 
Mount  Sinai  Hospital.  Dr.  Davis  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Carl  Stephen  De  Lucia,  M.D.,  of  Troy,  died  on  June  30 
at  the  age  of  70.  Dr.  De  Lucia  graduated  in  1937  from 
Stritch  School  of  Medicine  of  Loyola  University.  He  was 
a surgeon  at  The  Leonard  Hospital.  Dr.  De  Lucia  was  a 
Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Word  has  been  received  that  Francis  A.  Dobrzynski, 
M.D.,  of  Rochester,  has  died.  Dr.  Dobrzynski  graduated 
in  1940  from  Georgetown  University  School  of  Medicine. 
He  was  an  obstetrician  and  gynecologist  at  St.  Mary’s  and 
Rochester  General  Hospitals  and  a consulting  gynecologist 
at  Lakeside  Memorial  Hospital  (Brockport).  Dr.  Do- 
brzynski was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology7,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

The  Medical  Society  of  the  State  of  New  York  has  received 
word  that  Ernest  S.  Felsenstein,  M.D.,  of  White  Plains, 
has  died.  Dr.  Felsenstein  received  his  medical  degree  from 
the  University  of  Heidelberg  in  1915.  He  was  a member 
of  the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Urban  Andrew  Fischer,  M.D.,  of  Rochester,  died  on 
April  27  at  the  age  of  86.  Dr.  Fischer  graduated  in  1917 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  Flesch,  M.D.,  of  Forest  Hills  and  Rego  Park,  died  on 
June  30.  Dr.  Flesch  received  his  medical  degree  from  the 
University  of  Pecs  in  1932.  He  was  a staff  general  practi- 
tioner at  Parkway  Hospital.  Dr.  Flesch  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Word  has  been  received  of  the  death  of  Lucy  B.  Foster, 
M.D.,  of  Rochester.  Dr.  Foster  graduated  in  1912  from  the 
University  of  Michigan  Medical  School.  She  was  a mem- 
ber of  the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Thomas  Guy  Gardner,  M.D.,  of  Salamanca,  died  on  May 
6 at  the  age  of  65.  Dr.  Gardner  graduated  in  1940  from 
Tufts  University  School  of  Medicine.  He  was  a physician 
on  the  medical  service  at  Salamanca  District  Hospital.  Dr. 
Gardner  was  a member  of  the  Cattaraugus  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Greenwald,  M.D.,  of  Cobleskill,  died  on  May  14 
at  the  age  of  55.  Dr.  Greenwald  graduated  in  1948  from 
Long  Island  College  of  Medicine.  He  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Schoharie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Clayton  Harry  Hale,  M.D.,  of  Syracuse,  died  on  April  8 
at  the  age  of  66.  Dr.  Hale  graduated  in  1939  from  Syracuse 
University  College  of  Medicine.  He  was  a radiologist  at 
State  University  Hospital  at  the  Upstate  Medical  Center 
and  a consulting  radiologist  at  Crouse-Irving  Memorial 
Hospital.  Dr.  Hale  was  a Diplomate  of  the  American 
Board  of  Radiology  and  a member  of  the  Radiological  So- 
ciety of  North  America,  Inc.,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

The  Medical  Society  of  the  County  of  Queens  has  notified 
the  Medical  Society  of  the  State  of  New  York  of  the  death 
of  Abraham  H.  Kantrow,  M.D.,  of  Flushing.  Dr.  Kan- 
trow  graduated  in  1932  from  the  State  University  of  Iowa 
College  of  Medicine.  He  was  an  off  service  pediatrician 
at  Long  Island  Jewish-Hillside  Medical  Center,  an  hon- 
orary pediatrician  at  North  Shore  University  Hospital,  and 
an  assistant  physician  in  pediatric  metabolism  at  Flushing 
Hospital  and  Medical  Center.  Dr.  Kantrow  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Clinical  So- 
ciety, New  York  Diabetes  Association,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Marion  E.  Kenworthy,  M.D.,  of  New  York  City,  died  on 
.June  26  at  the  age  of  88.  Dr.  Kenworthy  graduated  in  1913 
from  Tufts  University  School  of  Medicine.  She  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Child  Psychiatry)  and  a member  of  the 
American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  American  Academy  of  Child 
Psychiatry,  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Word  has  been  received  of  the  death  of  Simon  A.  King, 
M.D.,  formerly  of  Dansville.  Dr.  King  graduated  in  1919 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Livingston  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Louis  Kostecki,  M.D.,  of  Brooklyn,  died  on  April 
25  in  his  75th  year.  Dr.  Kostecki  graduated  in  1932  from 
University  and  Bellevue  Hospital  Medical  College. 

Samuel  Kramer,  M.D.,  of  North  Miami  Beach,  Florida, 
formerly  of  The  Bronx,  died  on  May  14  at  the  age  of  79. 
Dr.  Kramer  graduated  in  1925  from  University  and  Bel- 
levue Hospital  Medical  College.  He  was  a member  of  the 
Bronx  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

The  Medical  Society  of  the  State  of  New  York  has  received 
notice  of  the  death  of  Robert  Schild  Krooth,  M.D.,  of 
New  York  City.  Dr.  Krooth  graduated  in  1957  from 
Harvard  University  School  of  Medicine.  He  was  an  at- 
tending physician  at  Presbyterian  Hospital. 

Gilbert  G.  Lehv,  M.D.,  of  Poughkeepsie,  died  on  March 
9 at  the  age  of  66.  Dr.  Lehv  graduated  in  1939  from  the 
University  of  Dalhousie  Faculty  of  Medicine.  He  was  a 
psychiatrist  at  Hudson  River  Psychiatric  Center.  Dr.  Lehv 
was  a member  of  the  American  Psychiatric  Association  and 
the  American  Academy  of  Family  Physicians. 

Wilhelmina  Lendl-Varady,  M.D.,  of  Utica  and  Canas- 
tota,  died  on  August  7 at  the  age  of  81.  Dr.  Lendl-Varady 
received  her  medical  degree  from  the  University  of  Berlin 
in  1930.  She  was  a psychiatrist  at  St.  Elizabeth  Hospital. 
Dr.  Lendl-Varady  was  a member  of  the  American  Psychi- 
atric Association,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Roy  Fisher  Leighton,  M.D.,  of  Canton,  died  on  April  27 
at  the  age  of  91.  Dr.  Leighton  graduated  in  1927  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  Joseph  Lynch,  M.D.,  of  The  Bronx,  died  on 
October  22,  1978,  at  the  age  of  87.  Dr.  Lynch  graduated 
in  1916  from  Cornell  University  Medical  College.  He  was 
a senior  attending  physician  at  St.  Elizabeth’s  Hospital  and 
a consulting  physician  at  St.  Joseph’s  (Yonkers)  Hospital. 
Dr.  Lynch  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Mortimer  Marcus,  M.D.,  of  New  York  City,  died 
on  June  30  at  the  age  of  85.  Dr.  Marcus  graduated  in  1920 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a Fellow  of  the  American  College  of  Gastroenterology 
and  a member  of  the  Pan  American  Medical  Association, 
the  New  York  Academy  of  Gastroenterology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Joyce  Pyles,  M.D.  of  New  York  City,  died  on 
April  4 at  the  age  of  65.  Dr.  Pyles  graduated  in  1938  from 
Harvard  University  School  of  Medicine.  He  was  an  asso- 
ciate in  medicine  at  St.  Luke’s  Hospital  Center.  Dr.  Pyles 
was  a member  of  the  New  York  Academy  of  Medicine. 
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David  E.  Schccter,  M.D.,  of  New  York  City  and 
Scarsdale,  died  on  July  12  at  the  age  of  53.  Dr.  Schecter 
graduated  in  1950  from  McGill  University  Faculty  of 
Medicine.  He  was  an  associate  psychiatrist  at  Bronx 
Municipal  Hospital  Center.  Dr.  Schecter  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  American  Academy  of  Psychoanalysis,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Headley  Leopold  Scott,  M.D.,  of  Great  Neck,  died  on 
August  2 at  the  age  of  60.  Dr.  Scott  graduated  in  1944  from 
Howard  University  College  of  Medicine.  He  was  a 
roentgenologist  at  Harlem  Hospital  Center.  Dr.  Scott  was 
a Diplomate  of  the  American  Board  of  Radiology  and  a 
member  of  the  New  York  Roentgen  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Oswald  Sibbald,  M.D.,  of  Troy,  died  on  June  22  at 
the  age  of  95.  Dr.  Sibbald  graduated  in  1917  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  an  honorary  member  of  the  medical  staff  at  The 
Leonard  Hospital.  Dr.  Sibbald  was  a member  of  Rensse- 
laer County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Word  of  the  death  of  Frank  Badger  Smarzo,  M.D.,  of 
Livonia,  has  been  received.  Dr.  Smarzo  graduated  in  1930 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Livingston  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Royal  Cornelius  Van  Etten,  M.D.,  of  Ridgefield,  Con- 
necticut, formerly  of  New  York  City,  died  on  July  23  at  the 
age  of  93.  Dr.  Van  Etten  graduated  in  1910  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Word  has  been  received  of  the  death  of  Raoul  Elie  Vezina, 
M.D.,  of  Troy.  Dr.  Vezina  graduated  in  1939  from  Tufts 


University  School  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Gerald  Lee  Weiss,  M.D.,  of  Far  Rockaway,  died  on  August 
12  at  the  age  of  45.  Dr.  Weiss  graduated  in  1962  from  the 
University  of  Ottawa  Faculty  of  Medicine.  He  was  an 
associate  urologist  at  Peninsula  Hospital  Center,  an  at- 
tending urologist  at  Long  Beach  Memorial  Hospital,  and 
a staff  urologist  at  Long  Island  Jewish-Hillside  Medical 
Center.  Dr.  Weiss  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Wexler,  M.D.,  of  Topeka,  Kansas,  formerly  of  New 
York  City,  died  on  December  16, 1978  at  the  age  of  72.  Dr. 
Wexler  graduated  in  1931  from  Syracuse  University  Col- 
lege of  Medicine. 

Willard  E.  Wheelock,  M.D.,  of  Rockville  Centre,  died  on 
August  10  at  the  age  of  90.  Dr.  Wheelock  graduated  in 
1914  from  Albany  Medical  College.  He  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

David  Wolinsky,  M.D.,  of  New  York  City,  died  on  July  30 
at  the  age  of  82.  Dr.  Wolinsky  graduated  in  1920  from 
Long  Island  College  Hospital.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  F.  Worthen,  M.D.,  of  Watertown,  Connecticut, 
formerly  of  Staten  Island,  died  on  August  8 at  the  age  of  84. 
Dr.  Worthen  graduated  in  1925  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  a member  of 
the  Richmond  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Claude  Remell  Young,  M.D.,  of  Binghamton,  died  on 
July  31  at  the  age  of  81.  Dr.  Young  graduated  in  1922  from 
Queen’s  University  Faculty  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Psychiatric  Association,  the 
Broome  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York  and  the  American  Medical  Associ- 
ation. 
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Cancer  Research  Institute 
New  England  Deaconess  Hospital/ 
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Boston,  Massachusetts 

Next  to  water,  protein  is  frequently  consid- 
ered the  quintessential  nutritient.  since  it  is 
the  most  essential  constituent  of  cell  meta- 
bolic components  The  protein  content  of  the 
adult  human  body  is  approximately  12  kilo- 
grams. half  of  which  is  contained  in  the  body 
cell  mass  The  predominant  protein  mass  of 
the  body  that  requires  dietary  protein  for  re- 
plenishment of  indispensable  amino  acids  is 
the  lean  body  mass  (i  e fat-free  muscle,  vis- 
cera and  connective  tissue)  The  protein  con- 
tent of  the  human  body  is  constantly  under- 
going synthesis  and  breakdown  The  rates 
and  directions  of  these  processes  in  the  vari- 
ous tissues  are  dependent  upon  many  fac- 
tors including  the  age  and  physical  condi- 
tion of  the  subject,  the  dietary  intake  of  calor- 
lesand  protein,  and  physiologicalandpatho- 
logical  occurrences,  i e . starvation,  infec- 
tion. stress  and  disease 

The  liver  and  muscle  proteins,  which  con- 
stitute a major  part  of  the  body  cell  mass,  are 
synthesized  from  dietary  amino  acids  and 
amino  acids  provided  from  tissue  protein 
breakdown  Surplus  amino  acids  are  used  to 
produce  carbon  skeleton  molecules  or  are 
broken  down  into  carbon  dioxide,  water,  en- 
ergy and  nitrogen-based  radicals  for  excre- 
tion or  utilization  in  other  compounds  In  the 
liver,  the  amino  group  is  converted  to  urea 
and  subsequently  excreted  in  the  urine 

Protein  nitrogen  is  lost  continuously 
through  the  urine,  feces  and  skin,  as  well  as 
through  hair  and  nail  losses  The  daily  protein 
supply  for  tissue  protein  synthesis  must 
therefore,  be  continuously  replenished 

Dietary  requirements  for  protein  nitrogen 
include  a need  for  certain  amino  acids  which 
cannot  besynthesized  in  the  body  Theseare 
called  essential  or  indispensable  amino  acids 
(EAA)  For  humans  there  are  eight  essential 
amino  acids,  however,  infants  and  stressed 
older  humans  require  an  additional  amino 
acid  Nonessential  amino  acids  can  be  syn- 
thesized in  the  body 

The  nutritional  value  of  a specific  dietary 
protein  depends  on  the  relative  quantities  of 
all  the  amino  acids  it  contains  Dietary  pro- 
teins which  contain  all  the  essential  amino 
acids  in  sufficient  amounts  and  proportions 
to  each  other  are  considered  to  be  complete 
or  high-quality  proteins  ' Theseproteinspro- 
vide  all  the  amino  acids  in  the  proportions 
needed  by  the  body  for  growth  and  tissue 
maintenance  Proteins  from  animal  sources 
(meat,  milk.  eggs,  etc  ) are  examples  of  high- 
quality  proteins 

Proteins  from  individual  vegetables  and 
grains  tend  to  have  incomplete  patterns  of 
essential  amino  acids,  i .e  , they  are  generally 
deficient  in  one  or  more  essential  ami  no  acids 
and  are,  therefore,  of  lowerquality  Although 


individual  vegetable  and  grain  proteins  are  of 
lower  quality,  mixtures  of  these  proteins  can 
result  in  a total  protein  intake  of  higher  nutri- 
tional quality  than  the  components  them- 
selves This  occurs  when  the  deficient  or 
limiting  essential  amino  acid  in  one  food 
source  in  an  individual's  diet  is  offset  by  the 
presence  of  that  amino  acid  consumed  in 
another  food  For  example,  wheat  products 
which  are  deficient  in  lysine,  have  moderate 
quantities  of  methionine,  legumes,  however, 
have  an  inverse  ratio  of  these  essentia  I amino 
acids  When  these  two  protein  sources  are 
consumed  in  the  same  meal,  the  proportions 
of  lysine  and  methionine  will  be  balanced  out. 
yielding  a meal  with  a higher  protein  quality 
than  either  individual  protein  would  yield 
Thus,  vegetarians  who  select  a diet  contain- 
ing a wide  variety  of  foods  a re  able  to  maintain 
adequate  protein  synthesis  and  avoid  protein 
deficiency 

Utilization  of  dietary  ammo  acids  for  pro- 
tein synthesis  by  the  liver  occurs  during  the 
absorption  from  the  intestine  Both  human 
and  animal  studies  have  demonstrated 
impairment  of  liver  protein  synthesis  during 
this  absorptive  period  if  tryptophan  is  not 
consumed  in  the  same  meal  with  the  other 
essential  amino  acids  The  evidence  is  less 
clear  in  regard  to  impairment  of  the  synthesis 
of  human  liver  proteins  as  a result  of  a short 
term  (i  e , less  than  24  hours)  dietary  limita- 
tion of  any  one  of  the  other  essential  amino 
acids. 2 

It  is  important  to  realize  that  the  ability  ot 
protein  to  meet  the  requirement  of  nitrogen 
balance  is  not  only  a function  of  biological 
value,  but  is  also  a function  of  the  total 
amount  of  protein  taken  in.  Thus,  while  27-30 
grams  (g)  of  avegetable  protein  mixture  may 
not  be  adequate  for  nitrogen  balance,  feeding 
this  same  vegetable  protein  at  a normal  intake 
of  75  g day  can  produce  nitrogen  balance 
and  be  as  acceptable  a protein  source  as 
higher  biological  value"  protein  Nitrogen 
balance  is  also  dependent  on  other  important 
variables:  the  availability  of  non  protein  calor- 
ies (particularly  carbohydrate),  age  of  a per- 
son and severityof  disease  Anumberof tech- 
niques are  available  to  determine  the  pro- 
tein quality  of  a given  food  and  are  described 
in  detail  elsewhere.3 

Determination  of  Protein  Requirements 

Human  protein  requirements  have  beenin- 
vestigated  intensively  over  the  past  50  years 
using  either  the  Factorial  Method  or  the 
Nitrogen  Balance  Method  4 Protein  require- 
ments vary  from  individual  to  individual 
according  to  age,  diet,  environmental  fac- 
tors, pathological  conditions,  etc  4 For  ex- 
ample, on  a body  weight  basis,  the  amount 
(grams)  of  protein  required  per  kilogram 
body  weight  (kg  B W ) decreases  with  age  3 
Furthermore,  the  proportion  of  dietary  pro- 
tein that  must  be  supplied  asessential  amino 
acids  decreases  with  age;  while  32%  of  total 
estimated  protein  requirements  in  children 
should  be  supplied  as  essential  ammo  acids, 
adults  only  require  15%  as  essential  amino 
acids  4 In  other  words,  on  a body  weight 


basis,  adults  require  78  milligrams  (mg) 
essential  amino  acids  per  kg  B W daily, 
whereas  children  require  214  mg  essential 
ammo  acids  per  kg  B W.5  Thus,  dietary  pro- 
teins appear  to  be  used  more  efficiently  by 
adults  in  meeting  requirementsthan  bychild- 
ren 

Stress,  infection  and  heat  can  cause  in- 
creased nitrogen  loss  and  increased  protein 
requirements  Heavy  work  or  intensive  phys- 
ical training  exercises  cause  an  increase  in 
muscle  mass  6 Therefore,  athletes  in  training 
may  have  a slight  increase  in  protein  require- 
ments 

In  the  U S . these  protein  needs  will  un- 
doubtedly be  met  by  dietary  means,  since 
97%  of  healthy  Americans  consume  much 
more  protein  than  is  required;  the  amount  of 
extra  dietary  protein  consumed  may  ap- 
proach 40  to  50  g per  day.' 

Energy  Intake  and  Protein  Requirements 

Standard  estimates  of  protein  require- 
ments are  valid  only  when  energy  needs  have 
been  met  When  energy  intake  is  inadequate, 
some  dietary  and  tissue  protein  will  be  oxi- 
dized or  converted  to  glucose  in  the  liver  to 
meet  energy  needs  When  energy  intake  lev- 
els are  marginal,  protein  needs  are  higher 
than  during  periods  of  satisfactory  energy  in- 
take." This  may  be  due  to  relative  changes  in 
activities  or  concentrations  of  key  enzymes 
responsible  for  degradation  of  EAA  and  an 
obligatory  requirement  for  energy  substrates 
from  amino  acids  Thus,  efficiency  of  nitro- 
gen utilization,  which  in  turn  affects  protein 
requirements,  is  dependent  upon  the  total 
calorie  intake  and  energy  requirements.9 

Recommended  Dietary  Allowances 

Since  protein  requirements foragivenage, 
weight  and  sex  group  vary  widely  according 
to  the  previously  discussed  factors,  recom- 
mended protein  intakes  had  to  be  set  sub- 
stantially higher  than  minimum  needs  in 
order  to  cover  the  needs  of  the  greater  major- 
ity of  individuals  within  these  groupings 

The  Recommended  Dietary  Allowances 
(RDA)  for  protein  in  adults  (23-50  years  of 
age)  are  based  on  results  from  nitrogen  bal- 
ance studies  which  determined  the  average 
maintenance  requirement  for  nitrogen  as 
protein.10  This  amount,  which  is  0 47  g pro- 
tem/kg  B W , is  increased  30%  to  cover  indi- 
vidual variability  The  efficiency  of  protein 
utilization  (75%)  in  the  average  U S diet  is 
then  considered,  thus  0 8 g protein/kg/day 
(56  g for  a 70  kg  male,  and  44  g for  a 55  kg  fe- 
male) is  derived  as  the  daily  protein  allow- 
ance. Pregnant  and  lactating  women  have 
higher  protein  allowances  — an  extra  30 g and 
20g. respectively  The  1973Techmcal Report 
#522  by  FAO/WHO  on  energy  and  protein  re- 
quirements recommended  lower  intakes 
based  on  egg  or  milk  protein  0 57  and  0 52 g 
protein/kg  for  adult  men  and  women,  respec- 
tively.1 This  report  further  suggested  that  a 
correction  for  dietary  protein  quality  might 
be  necessary  for  certain  age  groups  or  indi- 
viduals on  certain  diets  Therefore,  a diet  con- 
sisting primarily  of  low-quality  proteins 
would  necessitate  increasing  the  recom- 
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mended  intake  of  protein  to  a new  "safe" 
level  Problems  in  the  interpretation  and  use 
of  dietary  standards  have  been  reviewed  else- 
where " 

Protein  Intake  In  the  United  Slates 

In  the  U S , approximately  15-17%  of  the 
total  caloric  intake  is  in  the  form  of  protein, 
which  is  equivalent  to  90-100  g/day  12  Since 
rpimmal  protein  needs  for  healthy  adults  are 
35-40  g/day,  and  the  RDA  are  44-56  g.  it  car 
easily  be  understood  why  protein  supple- 
ments are  superfluous  and  are  mainly  an  ex- 
pensive source  of  energy  ' The  findings  from 
various  U S government  nutrition  surveys 
such  as  the  Ten-State  Nutrition  Survey,  the 
Health  and  Nutrition  Examination  Survey 
(HANES),  and  the  new  U S Department  of 
Agriculture  (USDA)  Nationwide  Household 
Food  Consumption  Survey  indicate  that  the 
vas^  maiority  of  Americans  receive  adequate 
dietary  protein  for  body  maintenance  and 
good  health,  and  that  protein  deficiency  is  a 
rare  condition  in  the  United  States  It  is  also 
known  that  the  quality  of  protein  consumed 
has  changed  since  1900  12  More  than  two- 
thirds  of  dietary  protein  comes  from  animal 
sources  today  , as  opposed  to  one- half  seven- 
ty years  ago.  which  reflects  a greater  gram 
consumption  at  that  time ,'2  In  terms  of 
achieving  a high-fiber,  low-fat  diet  which  has 
been  suggested  by  some  health  profession- 
als for  improved  health,  a shift  toward  in- 
creased consumption  of  gram  and  vegetable 
proteins  is  desirable 

Since  some  elderly  individuals  suffer 
from  various  socio-economic  and  disease 
conditions  which  may  lead  to  poor  eating 
habits,  special  consideration  has  been  given 
to  the  adequacy  of  their  diet  in  terms  of  the 
major  nutrients  The  Ten-State  Nutrition  Sur- 
vey reported  that  while  total  nutrient  con- 
sumption among  the  elderly  tended  to  be  be- 
low the  1968  RDA.  protein  intakes  met  orex- 
ceeded  the  RDA  in  the  majority  of  instances  ' 
Furthermore,  recent  metabolic  studies  on 
protein  requirements  in  the  elderly  conclud- 
ed that  a typical  American  diet  with  its  high 
protein  content  should  be  adequate  for  this 
age  group  13  Certain  elderly  ethnic  groups, 
e g , black  and  Spamsh-American  women  in 
high  income  states,  had  mean  protein  intake 
levels  below  the  RDA  Thisobservation,  how- 
ever, does  not  necessarily  signify  the  exis- 
tence of  protein  malnutrition  among  these 
people,  since  RDA  are  set  well  above  mini- 
mum requirements 

An  evaluation  of  the  protein  intakesof  var- 
ious groups  of  vegetarians  demonstrated 
that  "pure"  vegetarians  (vegans)  were  receiv- 
ing about  83  grams  of  dietary  protein/day 
while  the  lacto-ovo  vegetarians  (i.e..  includ- 
ing milk  and  eggs)  consumed  about  98  g/ 
day  A more  recent  report  confirmed  that 
vegetarian  diets  contain  adequate  protein 
levels  when  the  diet  is  selected  from  a wide 
variety  of  vegetables,  grains,  nuts  and  fruits  7 
Protein  Needs  and  Weight  Reduction 

Information  is  also  available  on  the  protein 
needs  of  subjects  who  are  on  strict  weight  re- 
duction regimens  which  require  fasting  or 
starvation  Without  an  exogenous  source  of 
calories  the  body  must  use  its  endogenous 
reserves  of  fat  and  protein  primarily  to  meet 
energy  requirements  In  short-term  star- 
vation the  body  adapts  to  the  caloric  depri- 
vation by  using  muscle  protein  and  adipocyte 


fat  as  its  primary  source  of  calories  In  long- 
term starvation  (longer  than  2 weeks),  the 
body  begins  conserving  protein  and  calories 
are  derived  primarily  from  fat  14  Protein  loss- 
es are  continuous,  however,  and  replenish- 
ment is  vital  to  ensure  survival  Obesity  ther- 
apy regimens  which  use  long-term  unsupple- 
mented fasting  may  jeopardize  the  subject's 
health  through  excessive  loss  of  functional 
tissue  proteins,  minerals  and  vitamins 
Supplemental  fasting  modified  by  adminis- 
tration of  dietary  protein,  i e . "protein-spar- 
ing therapy." 16  in  part  enables  thefastmg  sub- 
ject to  attenuate  nitrogen  loss  and  achieve  ni- 
trogen equilibrium  17  High-quality  protein 
(e  g fish  or  fowl)  is  administered  at  1 2-1  4 
g/kg  ideal  body  weight  along  with  vitamins 
and  trace  elements  This  protein  intake  can- 
not be  substituted  by  nonprotein  calories  and 
still  produce  the  same  nitrogen  balance  Pro- 
tein clearly  is  essential  to  preserving  body 
cell  mass  during  hypocaloric  feeding  and  se- 
vere calorie-restricted  diets  for  treatment  of 
obesity  While  low-biological  proteins  may 
be  capable  of  maintaining  nitrogen  balance 
when  given  in  large  amounts.”  they  have  not 
been  adequately  tested  as  a protein  source 
for  unsupervised  diets 

As  of  June.  1978,  58  deaths  had  occurred 
that  were  associated  with  the  use  of  very  low 
calorie,  protein  diets  ” Sixteen  of  these 
deaths  were  due  to  development  of  cardiac 
arrhythmias  and  arrest  in  obese,  but  other- 
wise healthy,  women  who  were  reducing  their 
body  weight  by  strict  adherence  to  a fasting 
regimen  supplemented  daily  with  small  (3-5 
oz  ) quantities  of  predigested  liquid  protein 
products  The  etiology  of  these  cardiac  ar- 
rhythmias could  not  be  determined  by  inves- 
tigators from  the  Food  and  Drug  Administra- 
tion (FDA).  Center  for  Disease  Control  oran 
Ad  Hoc  committee  of  scientific  experts  con- 
vened by  the  FDA  While  there  is  support  for 
the  hypothesis  that  these  deaths  were  due  to 
severe  caloric  restriction  and  starvation,  the 
most  likely  explanation  is  that  deficiencies  of 
certain  essential  minerals  (i.e  . potassium, 
magnesium  and  phosphate)  developed  Sev- 
en of  these  16  deaths  occurred  during  carbo- 
hydrate refeeding,  a period  in  which  signifi- 
cant metabolic  changes  from  the  starvation 
state  occur  (i.e.,  increased  sodium  and  water 
retention  increased  insulin  production,  and 
altered  intracellular  enzyme  activity  and 
breakdown  rates  of  muscle  and  adipose 
tissue) 

Stress,  Injury  and  Infection 

Protein  requirements  may  be  greatly  in- 
creased during  episodes  of  stress,  infection 
and  injury  Alterations  in  the  body  protein 
metabolism  are  generally  aimed  at  mobilizing 
skeletal  muscle  proteins  to  ensure  an  ade- 
quate supply  of  substrates  for  energy  pro- 
duction and  protein  biosynthesis  This  cata- 
bolism of  muscle  proteins  is  triggered  by  hor- 
monal changes,  such  as  increased  catechol- 
amine and  glucocorticoid  secretion  into  the 
bloodstream,  resulting  in  an  overall  negative 
balance.20  The  degree  of  nitrogen  loss  is  de- 
pendent upon  the  severity  of  infection  or  in- 
jury. obligatory  losses  may  approach  the 
equivalent  of  0 9 g protein/kg/day  27  Thus, 
prolonged  infection  and  injury  without  ade- 
quate nutritional  support  will  lead  to  protein 
malnutrition,  as  has  been  observed  in  hospi- 
talized adult  patients.22  Basic  oral  anabolic 


diets  for  depleted  patients  have  been  de- 
scribed 23  The  protein-nitrogen  content  of 
these  diets  should  be  considered  indepen- 
dent of  calorie  content  Nitrogen  calorie 
ratios  are  not  instructive  in  designing  dietary 
therapy  At  a caloric  intake  of  45  Kcal/kg/day. 
the  desirable  protein  intake  would  be  18  g/ 
kg/day  to  allow  for  optimal  nitrogen  utiliza- 
tion At  these  levels,  the  ratio  of  nitrogen  to 
calories  is  approximately  1:150  Special  con 
siderations  for  patients  with  liver  or  renal 
disease  must  be  taken  into  account  in  terms 
of  protein  requirements 23  During  acute 
phase  of  injury,  nitrogen  intake  may  need  to 
be  further  increased  without  an  increase  in 
nonprotein  calories 
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Abstracts  in  Interlingua 


Brown,  M.  R. , Gordon,  A. , Campbell,  M.  A. , e Chey, 

W.  Y.  : Alimentation  con  lacte  in  pueros;  responsa  del 
gastrina,  New  York  State  J.  Med.  80:  1681  (Octobre) 
1980. 

Le  documentation  supra  le  responsas  normal  del  gastrina 
in  pueros  es  necessari  pro  comparar  iste  responsas  in 
morbos  differente.  Le  nivellos  de  gastrina  in  le  plasma 
depost  le  alimentation  con  lacte  esseva  studiate  in  25 
pueros  normal,  de  6 a 15  annos  de  etate.  Iste  nivellos  de 
gastrina  esseva  elevate  in  cata  caso;  le  nivellos  plasmatic 
normal  de  gastrina  obtenite  in  pueros  sin  alimentation 
previe  varieva  inter  30  e 180  pg/ml.  Depost  de  2 horas  del 
ingestion  de  lacte,  le  nivellos  plasmatic  de  gastrina  in 
pueros  plus  jovene  tendeva  a elevar  se;  in  cambio,  in  pueros 
de  plus  etate,  le  nivellos  decresceva  gradualmente  verso  le 
valores  prealimentation. 

Ellerstein,  N.  S. , e Sullivan,  T.  D.:  Unitate  de  obser- 
vation in  un  hospital  infantil;  adjunction  al  attention  e 
inseniamento  del  patientes  pediatric  ambulatori,  New 
York  State  J.  Med.  80:  1684  (Octobre)  1980. 

Multe  pueros  acutemente  malade  necessita  un  periodo 
de  observation  foras  del  alcance  (“scope”)  del  visita  am- 
bulatori, mais  non  requirente  de  omne  servicio  disponibile 
in  un  institution  traditional  de  patientes  hospitalisate.  Un 
unitate  de  observation  (UO)  esseva  locate  in  le  depar- 
tamento  de  attention  de  emergentia  ambulatori  in  un 
hospital  pediatric.  Iste  unitate  attende  pueros  durante 
minus  que  24  horas  de  hospitalisation.  Durante  iste  per- 
iodo de  24  horas,  omne  pueros  esseva  discargate  a su  casas 
o transferite  a le  unitates  pro  patientes  hospitalisate  pro 
major  evalutation  e tractamento.  Iste  studio  valora  le 
utilitate  del  UO.  Omne  admission  al  UO  durante  un  per- 
iodo de  6 annos  esseva  revistite  mediante  un  computator. 
Cata  uno  de  7261  patientes  revistite  esseva  incorporate  in 
categorias  diagnostic  arbitrarimente  determinate.  Le  82.9 
pro  cento  del  pueros  poteva  esser  discargate  intra  24  horas. 
Le  17.1  pro  cento  restante  esseva  transferite  a un  unitate 
pro  patientes  hospitalisate.  Le  pueros  con  problemas 
respiratori  esseva  le  mellior  candidate  a esser  hospitalisate; 
le  pueros  con  ingestion  accidental  de  substantias  toxic  es- 
seva le  minus  probabile  de  esser  hospitalisate.  Le  educa- 
tion del  studente  medic  e le  personal  del  hospital  esseva 
refortiate  per  le  opportunitate  de  observar  le  evolution  de 
certe  morbos  commun.  Un  UO  in  un  hospital  pediatric 
pote  esser  un  addition  utile  al  servicio  de  patientes  am- 
bulatori pro  su  evalutation  e attention  medic. 

McCabe,  R.  E.:  Preservation  renal;  stato  actual,  New 
York  State  J.  Med.  80:  1687  (Octobre)  1980. 

Le  attention  caute  del  balance  fluide  e le  supporto  cir- 
culatori  con  vasopressores  initia  le  preservation  del  func- 
tion renal  ante  le  obtention  de  renes  de  cadaveres  pro 
transplantation.  Depost  del  extraction  del  renes,  iste  debe 
esser  conservate  in  un  solution  glaciate  de  typo  electrolytic 
intracellulari  durante  24  horas,  o ben  pote  esser  placiate 


in  un  perfusion  pulsatibile  durante  un  maximum  de  72 
horas.  Desde  1971,  nos  ha  preservate  plus  que  650  renes 
mediante  perfusion  mantenite  per  periodos  hasta  de  84 
horas.  Con  un  adequate  mantenimento  del  donante,  le 
elimination  del  conservation  glaciate  e un  technica 
chirurgic  attentive  pro  extraer  e re-implantar  le  renes, 
hasta  95  pro  cento  del  renes  extraite  ha  functionate  ade- 
quatemente  immediatemente  depost  le  transplantation. 
Iste  da  tempore  sufficiente  pro  apprariar  (“match”)  le 
donante  e le  recipente  pro  tote  le  Statos  Unite,  e ha  per- 
mitite  compartir  organos  hasta  con  Moscow.  Le  banco  de 
renes,  a longo  tempore,  como  ha  essite  accomplite  con 
sanguine  mediante  le  technica  refrigerante  cryoprotective, 
non  es  factibile  sin  le  technicas  actual. 

Bahuleyan,  K.,  e Alfano,  G.  A.:  Tractamento  chirurgic 
del  aneurysmas  intracranian;  cambios  in  le  indices  de 
mortalitate  e morbiditate,  New  York  State  J.  Med.  80: 
1698  (Octobre)  1980. 

Trenta  e un  (31)  patientes  con  hemorrhagia  subarach- 
noide  causate  per  ruptura  de  un  aneurysma  intracranian 
esseva  tractate  chirurgicmente.  Iste  casos  es  revistite  e 
discutite  con  respecto  al  tractamento  general  e preoperatori 
e etiam  le  tempore  del  chirurgia  e le  technicas  chirurgic 
empleate.  Le  resultatos  indica  le  notabile  reduction  del 
indices  de  mortalitate  e morbiditate.  In  nostre  opinion, 
ora  non  existe  justification  pro  le  tractamento  conservative 
del  aneurysmas  intracranian  rupturate. 

O’Connell,  C.  J.  , e Khan,  S.  A.:  Infection  a bacilli 
Gram-negative;  I presentia  de  species  de  Klebsiella  in  un 
hospital  general,  New  York  State  J.  Med.  80:  1713 
(Octobre)  1980. 

Nos  ha  studiate  omne  Klebsiella  isolate  in  un  hospital 
general  durante  21  menses.  De  omne  isolates,  80  pro  cento 
esseva  K.  pneumoniae;  50  pro  cento  de  iste  esseva  del 
tracto  urinari.  Le  60  pro  cento  esseva  del  nove  specie 
proposite:  K.  oxytoca  trovate  in  un  numero  significative 
de  casos  invadente  feritas,  specialmente  del  extremitates 
inferiori.  Le  4 pro  cento  esseva  K.  ozaenae;  un  proportion 
major  que  ille  observate  per  altere  investigatores;  iste  specie 
esseva  in  equal  proportion  in  le  tractos  respiratori  e urinari. 
Le  sensitivitate  al  agentes  antimicrobian  esseva  similar  pro 
le  3 species.  Le  aminoglycosidos  esseva  quasi  unifor- 
memente  effective.  Le  tetracyclina,  le  chloramphenicol 
e le  cephalotina  esseva  effective  in  circa  del  90  pro  cento 
del  casos.  Le  sensitivitate  al  carbenicillina  esseva  obser- 
vate solmente  in  20  pro  cento  del  casos,  e ille  al  ampicillina 
in  solmente  7 pro  cento.  Esseva  observate  un  tendentia 
del  species  ampicillino-sensitive  a invader  le  sanguine  plus 
frequentemente  in  caso  de  species  resistente  al  ampicillina. 
Le  sensitivitate  al  ampicillina  e al  carbenicillina  esseva 
correlationate. 

Mysliborski,  J.  A.:  Neoplasmas  cutanee;  detection 

continued  on  page  1765 
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Everyone  Knows 
He’s  a Pillar 
of  Strength  in 
the  Community. 

You  Know  He’s 
an  Alcoholic. 


You've  seen  what  stress  can  do  to  people:  everything  from  ulcers  and  high 
Wood  pressure,  to  a sense  of  isolation  or  a broken  family. 

You’ve  also  w itnessed  another  consequence  of  stress:  dependence  on  alcohol 
or  drugs. 

II  some  oi  your  patients  have  drinking  or  drug  problems,  you  should  know 
about  Fenwick  Hall,  a unique  treatment  facility  near  Charleston,  S.C. 

Fenwick  Hall  was  established  by  Dr.  Morris  Chafetz,  founding 
director  of  the  National  Institute  on  Alcoholism  and  Alcohol 
Abuse  and  a leading  authority  on  alcohol  and  drug  dependence. 

Fenwick  Hall’s  carefully  designed,  highly  individualized  treat- 
ment is  based  on  the  needs  Dr.  Chafetz  has  perceived  during 
his  25  years  of  experience  with  both  patients  and  programs. 

Rather  than  treating  only  symptoms,  Fenwick  Hall’s  inno- 
vative approach  focuses  tin  every  facet  of  the  individual.  In 
addition  to  complete  detoxification  capabilities  and  highly  qual- 
ified professionals  delivering  a superior  program  of  therapy, 
counseling  and  education,  Fenwick  Hall  provides  rec- 
reational options  such  as  tennis  courts,  a sauna  and 
whirlpool  bath  and  an  indoor  swimming  pool. 

Occupying  a recently  restored  18th-century 
estate,  Fenwick  Hall  offers  unusually  elegant 
accommodations  and  a tranquility  conducive 
to  the  growth  of  self-awareness  and  the  res- 
toration of  well-being. 

When  individuals  leave  Fenwick  Hall,  they 
are  able  to  return  to  their  careers  and  homes, 
fortified  with  healthier  ways  of  coping  with 
the  stress  and  struggles  of  daily  life. 

For  further  information,  please  write  for  our 
color  brochure,  or  call  John  Magill,  Executive 
Director. 


7 Post  Office  Box  688 
' Johns  Island,  Charleston 
South  Carolina  29455 
(803)  559-2461 
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temprane.  New  York  State  J.  Med.  80:  1716  (Octobre) 
1980. 

Le  neoplasmas  del  systema  tegumentari  representa  le 
gruppo  plus  grande  de  tumores  maligne  in  le  homine.  In 
le  Statos  Unite,  700.000  casos  de  canceres  nove  de  omne 
organos,  excepto  le  pele,  es  diagnosticate  cata  anno.  Ha 
300.000  casos  annual  de  canceres  cutanee  non-melanoma, 
e 14.000  casos  annual  de  melanoma  maligne.  De  iste 
maniera,  approximemente  un  tertio  de  omne  neoplasmas 
es  cancer  del  pele,  e 1 pro  cento  es  melanoma  maligne.  Ben 
que  sol  3 pro  cento  de  omne  casos  de  cancer  del  pele  es 
melanoma,  plus  que  le  duo-tertios  del  6000  mortes  annual 
per  cancer  cutanee  es  debite  a melanoma  maligne.  Le 
medicos  debe  aprender  a diagnosticar  le  cancer  cutanee 
tempranemente  per  que  ansi  pote  se  reducer  su  mortalitate 
e morbiditate  in  le  patientes  con  iste  typo  de  cancer. 
Fortunatemente,  le  canceres  del  pele  non-melanoma  e le 
canceres  a cellulas  basal  e squamose  es  le  plus  tractabile 
del  neoplasma  maligne,  e ha  un  indice  de  curation  hasta  de 
97  pro  cento,  de  accordo  con  nostre  modalitate  therapeutic. 
Es  emphatisate  le  characteristicas  clinic  initial  de  iste 
canceres.  Le  typo  clinicpathologic  plus  commun  del 
melanoma  maligne  es  le  propagation  superficial;  iste  mel- 
anoma maligne  representa  quasi  le  70  pro  cento  de  omne 
melanomas.  Le  symptomas  tal  como  ulceration,  hemor- 
rhagia  e dolor  es,  in  general,  manifestationes  tardive  con 


referentia  al  melanoma  maligne.  Le  characteristicas 
cardinal  per  un  diagnose  temprane  es  le  cambio  de  color, 
del  margines  e del  localisation  topographic. 

Dauber,  L.  G.,  Margolies,  E.,  Spangenberg,  S., 
Greenhill,  M.  H.  Escher.  G.  C.,  Terry,  J.,  Danzig,  B., 
e Fisichelli,  N.:  Hospicio  in  hospital;  gruppo  interdisci- 
plinari  pro  le  attention  del  patientes  terminal  in  un  hospital 
(communitari)  pro  attention  acute,  New  York  State  J. 
Med.  80: 1721  (Octobre)  1980. 

Un  “hospicio  in  le  hospital”  ha  essite  establite  in  le 
Hospital  Albert  Einstein  College.  Iste  “hospicio”  ha  un 
gruppo  interdisciplinari  formate  per  un  oncologista,  un 
nurse,  un  laborante  social,  un  psychiatrico  (e  etiam  un 
nurse  primari,  un  official  del  servicio  e altere  personal  del 
hospital).  Iste  gruppo  attende  al  patientes  con  un  morbo 
terminal  usante  un  programma  de  attention  integral 
consistente  in:  adjuda  al  patiente  e su  familia  a facer  fronte 
al  stress  phychic  e psychosocial  del  morbo.  Tal  pro- 
gramma  es  facilemente  adoptate  per  le  personal  de  un 
hospital  communitari  sin  le  necessitate  de  fondos  special 
o del  establimento  de  un  unitate  special  pro  le  patientes. 
Varie  resumenes  representative  del  attention  del  patientes 
exemplifica  nostre  experientia  pro  le  supporto  del  patientes 
con  cancer  preterminal. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Month  in  Washington 


The  PSRO  (Professional  Standards  Review  Organiza- 
tion) program  for  Medicare-Medicaid  should  be  allowed 
to  develop  to  its  full  potential,  the  American  Medical  As- 
sociation has  told  Congress. 

The  medical  profession  has  accepted  PSRO  as  a quality 
assurance  program.  “Therefore,  we  feel  that  it  is  inap- 
propriate to  evaluate  the  program  solely  based  on  a mea- 
sure of  dollars  and  cents.” 

Alan  Nelson,  M.D.,  a member  of  the  AMA  Board  of 
Trustees,  told  the  House  Ways  and  Means  Subcommittee 
on  Health  that  the  PSRO  program  is  a successful  example 
of  cooperation  between  the  medical  profession  and  the 
federal  government.  Some  167,000  physicians  are  par- 
ticipating, Dr.  Nelson  noted. 

One  of  the  problems  with  PSRO  since  its  inception  in 
1972  has  been  the  tendency  of  administrations,  Democratic 
and  Republican,  to  eye  the  program  as  one  strictly  designed 
to  save  money.  There  have  been  crisis  points  in  recent 
years  when  PSRO  was  believed  to  be  in  jeopardy  because 
of  high-level  belief  that  it  was  costing  more  than  it  was 
saving. 

Dr.  Nelson  pointed  out  to  the  subcommittee  that  the 
PSRO  law  declares  it  is  designed  to  “promote  the  effective, 
efficient,  and  economical  delivery  of  health  care  services 
of  proper  quality.” 

There  have  been  numerous  analyses  in  recent  years  of 
the  cost-effectiveness  of  PSRO.  The  two  most  recent,  by 
the  HCFA  (Health  Care  Financing  Administration)  and 
the  CBO  (Congressional  Budget  Office),  used  the  same 
data  base  but  reached  opposite  conclusions.  The  CBO  said 
PSROs  were  not  cost  effective.  HCFA  said  that  in  fiscal 
year  1978  they  saved  $21  million. 

“Because  of  this  divergence  in  interpreting  the  PSRO 
program  data  and  the  fact  that  PSRO  effectiveness  should 
be  reviewed  by  means  other  than  just  cost-effectiveness, 
the  AMA  views  such  single  directional  analysis  as  im- 
practical,” said  Dr.  Nelson.  The  matter  is  especially 
critical  now,  he  added,  because  the  HHS  (Health  and 
Human  Services)  Department  has  started  to  terminate 
PSROs  that  it  deems  to  be  “poorly  performing  and  cost- 
ineffective.” 

It  is  premature  to  attempt  to  measure  the  cost-effec- 
tiveness of  the  PSRO  program,  Dr.  Nelson  said;  adding 
that  “the  PSRO  program  has  been  consistently  under- 
funded, with  some  PSROs  not  even  receiving  all  of  the 
funds  necessary  to  properly  design  and  subsequently  im- 
plement the  sophisticated  review  and  data  collection  op- 
erations essential  to  conduct  a proper  review  program. 
Until  the  program  becomes  fully  operational,  it  is  a mistake 
to  attempt  to  ascertain  its  cost-effectiveness.” 

The  AMA  witness  also  urged  Congress  to  guarantee  the 
confidentiality  of  PSRO  information.  “The  effectiveness 
of  the  PSRO  program  is  inextricably  linked  to  its  ability 
to  preserve  the  confidentiality  of  patient,  physician,  and 
hospital  profiles.” 

The  AMA  also  recommended  a provision  that  would 
subject  services  performed  by  or  in  federally-operated 
health  care  institutions  to  PSRO  review  and  to  provide  for 
a more  effective  administration  of  the  program.  The 


AMA-developed  amendments  to  the  PSRO  law  were  rec- 
ommended. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 

* * * 

Congress  this  year  is  nearing  final  action  on  a major  ex- 
tension and  expansion  of  the  community  mental  health 
center  program. 

The  House  recently  approved  a four-year  extension 
authorizing  federal  aid  of  $78  million  next  fiscal  year, 
climbing  to  $200  million  by  1984.  The  states  would  play 
a greater  role  than  at  present.  The  Senate  has  passed  a 
more  generous  measure. 

A controversial  patients  bill  of  rights  provision  was  de- 
leted in  the  Senate  bill.  The  House  measure  did  not  con- 
tain such  a provision. 

The  bill,  approved  277-15,  involves  the  states  more  fully 
in  the  planning  and  provision  of  community  mental  health 
services  in  hopes  of  attracting  more  state  funding. 

New  special  grant  categories  were  established  for  services 
to  the  chronically  mental  ill  and  for  disturbed  children. 
Another  new  program  would  deal  with  providing  services 
within  ambulatory  health  care  centers. 

Funding  would  be  provided  for  services  to  those  groups 
that  state  and  local  health  planning  agencies  find  to  be 
underserved  or  unserved.  The  states,  through  local 
planning  processes,  will  determine  which  groups  in  which 
areas  are  in  need  of  special  attention. 

* * * 

The  big  money  bill  for  the  Department  of  HHS’s  oper- 
ations next  fiscal  year  has  finally  started  moving  through 
Congress.  The  $57.1  billion  approved  by  the  House  was 
$336  million  less  than  the  Administration  requested. 

By  and  large,  the  lawmakers  went  along  with  the  strict 
economy  budget  prepared  by  President  Carter’s  budget 
men.  The  interest  in  the  congressional  actions  centered 
for  the  most  part  on  how  individual  programs  fared. 
Congress  made  clear  earlier  that  it  was  in  no  mood  to  add 
significantly  larger  sums  to  the  bare-bones  money  re- 
quests. 

Some  key  programs  were  not  listed  in  the  House  ap- 
propriations bill,  including  health  education  and  the  na- 
tional health  service  corps,  authorizations  for  which  are 
proceeding  on  a separate  track  with  appropriations  to 
follow. 

Running  down  the  major  HHS  breakdowns  and  com- 
parisons with  budget  requests: 

Public  Health  Service  $6.7  billion 

Health  Care  Financing 

Administration  (Medicaid)  $26 

billion 

Social  Security  Administration 

(Medicare)  $19  billion 

continued  on  page  1767 


+ $162  million 
— $ 21  million 

—$400  million 
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EIGHTH  SEMINAR  AND  WORKSHOP  IN  ACUPUNCTURE  AND  PAIN  CONTROL 

Sponsored  by: 

NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHYSICIANS  & DENTISTS,  INC. 
AMERICAN  COLLEGE  OF  ACUPUNCTURE,  INC. 

AMERICAN  ACADEMY  OF  ACUPUNCTURE,  INC. 

Co-Sponsored  by: 

NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 
NEW  YORK  UNIVERSITY  COLLEGE  OF  DENTISTRY 
October  31,  November  1,  and  2,  1980 
BARBIZON  PLAZA  HOTEL,  NEW  YORK  CITY 

Accreditation 

As  an  organization  accredited  for  continuing  medical  education,  the  New  York  University  Post-Graduate  Medical  School  certifies 
that  this  continuing  medical  education  offering  meets  the  criteria  for  30  credit  hours  in  Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 

Course  Description 

Chronic  pain,  including  chronic  facial  pain,  is  among  the  most  difficult  of  challenges  to  confront  the  practicing  clinician.  In  the  management  of  chronic 
pain,  acupuncture  is  a most  valuable  tool  when  properly  applied  This  course,  presented  by  authorities  who  have  long  been  outstanding  in  the  field, 
is  designed  to  provide  an  update  on  the  role  of  acupuncture  in  pain  control,  as  well  as  in  the  clinical  applications.  Essential  information  and  techniques 
will  be  presented  for  advanced  as  well  as  beginner  students,  and  the  course  will  include  patient  presentations  and  clinical  instruction  in  the  use  of 
acupuncture  The  course  is  approved  by  the  New  York  State  Boards  for  Medicine  and  Dentistry  for  30  credit  hours  towards  the  State  Acupuncture 
certification  requirement.  For  further  information  and  application  write 

S.  J.  Yue,  M.D.,  Secretary 

New  York  Society  of  Acupuncture  for  Physicians  and  Dentists,  Inc. 

115  East  61st  Street,  New  York,  NY  10021 

or  call  Sandy  at  (212)  870-6153,  Mon.  to  Fri.,  1 1 AM  to  3 PM 
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Human  Development 
billion 

Under  the  PHS: 

Services  $5.3 

— $ 68  million 

Health  Services 
Administration 

$1.2  billion, 

-$746,000 

Center  for  Disease 
Control 

$329  million, 

+$  36  million 

National  Institutes  of 
Health 

$3.6  billion, 

+ 126  million 

Alcohol,  Drug  Abuse, 
and  Mental  Health 

$1  billion, 

-$1.4  million 

Health  Resources 
Administration 

$168  million, 

+$  14  million 

PHS  programs  receiving  slight  boosts 

include  family 

planning,  state  health  service  grants,  maternal  and  child 
health,  NIH  research  activities,  drug  abuse  and  health 
planning.  Decreases  were  suffered  by  alcoholism,  com- 
munity health  centers,  home  health  services,  mental  health, 
health  maintenance  organizations,  and  professional  stan- 
dards review  organizations. 

With  respect  to  HMOs,  the  Appropriations  Committee 
noted  that  the  program  was  having  difficulty  spending  its 
current  budget  and  could  end  the  fiscal  year  “with  a fairly 
large  carry  over  balance  on  hand.” 

The  report  continued: 


“The  committee  has  received  information  about  the 
increasing  number  of  federally  funded  HMOs  which  are 
having  difficulty  reaching  the  break  even  point , and  which 
are  not  in  compliance  with  federal  qualification  guidelines. 
A number  have  defaulted  on  their  federally  guaranteed 
operating  loans.  The  committee  is  concerned  about  the 
way  the  department  establishes  new  plans  in  geographic 
areas  where  HMOs  already  exist.” 

Two  of  the  major  HHS  initiatives  heading  into  the  1980s 
were  supposed  to  be  major  new  emphasis  on  health  edu- 
cation and  alcohol  abuse  programs. 

The  committee’s  handling  of  these  programs  underlines 
how  far  they  have  dropped  out  of  sight  as  a result  of  the 
economy  push  and  possibly  a change  of  mind  in  the  ad- 
ministration. 

Health  education  got  $13.7  million,  only  the  amount 
requested  and  only  a continuation  of  the  funding  for  the 
current  year. 

Alcoholism  fared  worse.  The  project  grant  request  for 
the  National  Institute  on  Alcoholism  and  Alcohol  Abuse 
was  slashed  by  $35.3  million  and  new  funding  to  implement 
special  alcohol  initiatives  next  year  was  eliminated. 

* * * 

The  tools  economists  employ  to  assess  cost-benefit  ratios 
are  of  limited  value  in  health  care,  the  OTA  (Congressional 


October  1980/New  York  State  Journal  of  Medicine  1767 


continued  from  page  1767 

Office  of  Technology  Assessment)  has  conceded.  An  OTA 
report  frankly  discussing  shortcomings  as  well  as  strengths 
of  economic  standards  for  health  care  came  as  something 
of  a relief  to  the  health  professions,  since  the  OTA  and  a 
federal  agency  (the  National  Center  for  Health  Care 
Technology)  have  been  viewed  with  misgivings  by  the 
medical  profession.  The  fear  has  been  that  strictly  eco- 
nomic judgments  could  be  used  to  discourage  valuable 
technological  and  other  medical  methods,  such  as  CAT 
scanners. 

An  OTA  report  on  the  implications  of  cost-effectiveness 
of  medical  technology  says  the  results  of  CEA  (Cost  Ef- 
fective Analysis)  and  CBA  (Cost  Benefit  Analysis)  studies 
“should  not  be  the  primary  determinants  of  any  decision 
concerning  health  care.”  Contrary  to  some  expectations, 
the  report  adds,  the  use  of  CEA/CBA,  by  itself,  “will  not 
be  an  effective  tool  for  reducing  or  controlling  overall  ex- 
penditures for  medical  care.” 

However,  the  OTA  asserts  that  the  process  of  explicitly 
analyzing  costs  and  benefits  “can  lead  to  better  decisions 
in  health  care,  and  interest  in  the  use  of  CEA/CBA  is  likely 
to  increase  substantially.” 

Senator  Edward  Kennedy  (D.,  Ma.),  chairman  of  the 
Senate  Human  Resources  Subcommittee  on  Health,  said 
“limitations  on  resources  require  that  the  benefits  of 
medical  technologies  be  weighed  against  the  costs.”  He 
said  the  report  “underscores  my  belief  that  the  simplistic 
use  of  CEA  will  not  resolve  many  of  our  basic  dilemmas  in 
health  care  delivery.” 

CBA  involves  expressing  both  costs  and  benefits  in 
dollars,  resulting  in  a net  plus  or  minus  dollar  figure  or  in 
a numerical  ratio. 

CEA  differs  in  that  costs  are  expressed  in  dollars  but 
effectiveness  is  measured  in  nonmonetary  units  such  as 
lives-saved  or  life-years  gained.  Both  CEA  and  CBA  are 
designed  to  integrate  the  economic  and  health  aspects  of 
decisions. 

* * * 

The  nation  last  year  spent  an  estimated  $212.2  billion 
for  health  care,  12.5  percent  above  1978,  the  government 
has  reported. 

The  1979  health  spending  amounted  to  an  estimated 
$943  per  person,  of  that  amount,  $406,  or  43  percent,  rep- 
resented public  spending. 

The  latest  comprehensive  health  spending  estimates 
were  compiled  by  the  HCFA  (Health  Care  Financing  Ad- 
ministration) and  show  that  outlays  by  Medicare  and 
Medicaid  amounted  to  $29.3  billion  and  $21.7  billion  re- 
spectively, combining  to  pay  for  27  percent  of  all  personal 
health  care  in  the  nation.  Benefits  for  hospital  care  alone 
amounted  to  $29.7  billion  for  both  programs. 

Highlights: 

** Expenditures  for  health  care  included  $54.4  billion 
in  premiums  to  private  health  insurance,  $60.9 
billion  in  federal  payments,  and  $30.5  billion  in 
state  and  local  government  funds. 

**The  $85.3  billion  bill  for  hospital  care  represented 
40  percent  of  total  health  care  spending  in  1979. 
These  expenditures  increased  12.5  percent  over 
1978. 

**Spending  for  physician  services  increased  13.4 
percent  to  $40.6  billion — 19  percent  of  all  health 
care  spending 


* * All  third  parties  combined — private  health  insurers, 
governments,  philanthropic,  and  industry — fi- 
nanced 68  percent  of  the  $188.6  billion  in  personal 
health  care  in  1979,  ranging  from  92  percent  of 
hospital  care  services  to  64  percent  of  physicians’ 
services  and  39  percent  of  the  remainder. 

**Direct  payments  by  consumers  reached  $60  billion 
in  1979.  This  represented  32  percent  of  all  personal 
health  care  expenses. 

* * * 

The  Defense  Department  is  confident  it  can  handle 
physical  exams  in  case  of  a draft  without  having  to  seek  the 
aid  of  civilian  physicians. 

The  number  of  military  and  recently-retired  military 
physicians  are  “more  than  adequate”  to  handle  the  job,  a 
spokesman  said.  The  recently  retired  group  (about  300) 
are  subject  to  call-up  in  event  of  a national  emergency. 

Draft  physicals  would  be  carried  out  in  67  Armed  Forces 
Examining  and  Entrance  stations  across  the  country  and 
in  Hawaii,  Puerto  Rico,  and  Alaska.  Draftees  who  passed 
the  physicals  could  be  inducted  immediately. 

* * * 

Legislation  was  introduced  in  the  House  to  prohibit 
federal  reimbursement  under  the  Medicaid  program  for 
drugs  that  have  not  been  found  effective  by  the  Food  and 
Drug  Administration.  Representative  Bob  Eckhardt  (D., 
Texas),  chairman  of  the  House  Commerce  Subcommittee 
on  Oversight,  said  as  much  as  $400  million  has  been 
“wasted”  over  the  past  10  years  on  such  drugs. 

* * * 

The  Kaiser-Permanente  medical  care  program  has  as- 
sumed management  and  financial  responsibility  for 
Georgetown  University  Community  Health  Plan,  which 
has  been  renamed  Kaiser-Georgetown  Community  Health 
Plan,  Inc. 

The  Georgetown  Plan  provides  medical  and  hospital  care 
on  a prepaid  basis  for  about  54,000  members  in  the  District 
of  Columbia,  Maryland,  and  Virginia.  Kaiser-Permanente 
is  the  nation’s  largest  group  practice  prepayment  health 
care  delivery  system.  Most  of  the  operations  have  been 
on  the  West  Coast  with  the  exception  of  Cleveland, 
Ohio. 

* * * 

Illicit  drug  use  has  increased  sharply  in  the  past  20  years, 
according  to  two  studies  for  the  government. 

The  proportion  of  people  who  have  used  marijuana  has 
increased  from  four  percent  to  68  percent.  Harder 
drugs — cocaine,  heroin,  hallucinogens,  or  inhalants — have 
been  tried  by  33  percent  of  18  to  25-year-olds. 

The  studies  show  that  between  1972  and  1979  experience 
with  marijuana  and  cocaine  has  doubled  among  young 
teenagers  and  among  those  over  25  years  of  age.  Between 
ages  18  and  25,  cocaine  use  has  tripled  and  marijuana  use 
has  increased  from  48  percent  to  68  percent. 

The  illicit  use  of  stimulants,  sedatives,  and  tranquilizers 
reported  by  12-  to  17-year-olds  and  those  over  age  25  has 
remained  relatively  constant  over  the  last  decade.  How- 
ever, these  drugs  showed  large  increases  by  18-  to  25- 
year-olds  until  1977.  Experience  with  heroin  has  been 
constant  during  the  1970’s  with  about  three  percent  or  less, 
reporting  they  have  tried  it. 
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Army  Reserves 
need  physicians 

The  U.S.  Army  Reserve  has  a critical  shortage  of  phy- 
sicians and  other  health  care  professionals  which  could 
have  serious  consequences  in  the  event  of  a mobilization 
for  war  or  for  national  or  local  emergencies. 

This  nationwide  shortage  was  reported  by  Major  George 
Kirschbaum,  Northeast  Regional  Coordinator  of  AMEDD 
(Army  Medical  Department)  for  Reserve  Officer  Pro- 
curement, headquartered  in  Fort  Hamilton,  Brooklyn.  He 
noted  that  in  the  event  of  such  emergencies,  70  percent  of 
the  Army’s  medical  staff  would  come  from  the  Reserve. 
“Soldiers  in  the  Regular  Army  on  field  duty  and  Reserves 
in  training  or  on  weekend  drills  are  completely  dependent 
on  the  Medical  Corps  for  all  medical  treatment,”  he  said. 
"Hence  it  is  imperative  that  the  Medical  Corps  be  brought 
to  full  strength.” 

Major  Kirschbaum  cited  a number  of  benefits  and  ad- 
vantages available  for  physicians  and  health  care  specialists 
who  sign  up  with  the  Reserve  Medical  Corps. 

“We  offer  an  opportunity  to  affiliate  with  the  largest  and 
finest  health  care  system  in  the  world.  Physicians  will  be 
exposed  to  a variety  of  Army  Medical  activities  not  gen- 
erally encountered  in  civilian  practice,  which  will  expand 
their  professional  competence.” 

Physicians  commissioned  in  the  Reserve,  the  Major 
continued,  can  earn  credit  for  attending  medical  conven- 
tions and  seminars  and  receive  Construction  Service  credit 
for  education  and  experience.  Newly  licensed  physicians 
will  start  as  lieutenants,  while  physicians  with  extensive 
experience  can  start  as  majors  or  lieutenant  colonels,  with 
pay  varying  according  to  experience. 

Major  Kirschbaum  said  that  physicians  can  earn  several 
thousand  dollars  annually,  on  a part-time  basis,  and  si- 
multaneously accumulate  credits  toward  an  attractive  re- 
tirement pension.  Another  benefit  of  being  a member  of 
the  Reserve  Medical  Corps,  the  Major  added,  “is  associa- 
tion and  interaction  with  eminent  health  care  and  other 
professionals  in  the  civilian  community  who  hold  Reserve 
commissions.” 

Qualifications  for  commissions  in  the  Medical  Corps, 
Major  Kirschbaum  noted,  “are  basically  the  same  as  li- 
censing requirements  in  the  civilian  community  for  the 
given  specialty.” 

Major  Kirschbaum  invited  physicians  and  health  care 
specialists  interested  in  learning  more  about  the  Reserve 
Medical  Corps  Program  to  visit  the  AMEDD  Procurement 
Office,  at  the  Ainsworth  Health  Clinic,  Room  254,  in  Fort 
Hamilton,  or  call  that  office  at  212-836-4100  EXT. 
6760/5180. 

RPMI  researchers 
awarded  grants 

Two  grants,  totaling  $184,932,  have  been  awarded  to 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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Doctors: 

You  can  borrow 
up  to  $50,000 
unsecured. 

Credit  Reserve  is  a specially  designed  loan  and 
credit  line  program  that  recognizes  your  above 
average  earning  capability. 

Credit  Reserve  can  be  used  to  begin  a new  prac 
tice.  consolidate  existing  loans,  as  the  down 
payment  on  real  estate,  for  new  business  ven- 
tures, home  improvements,  tax  or  tuition 
payments,  or  for  any  other  purpose  you  have  in 
mind. 

CREDIT  RESERVE  FEATURES 

• Amounts  from  $5,000  to  $50,000 

• Requires  no  collateral 

• Automatic  6 year  repayment  terms, 
in  some  cases,  as  long  as  8 years. 

• Mo  points  or  placement  fees 

• Rapid  processing 

• Simple  application 

• Absolutely  no  pie- payment  penalties 
of  any  kind. 

Send  Dow  for  More  Information. 

Don't  delay.  To  receive  an  application  and/or 
more  information,  simply  fill  out  the  coupon 
below.  Or  for  immediate  attention,  call  our  hot 
line. 

Call  toll  tree 

(800)  523  0896 

In  Pennsylvania 

(215)  836*9000 

///AQ Sm. 

UNITED  STATES 
X MEDICAL  ADVISORY 
J ASSOCIATION 

906  Bethlehem  Pike,  P.0.  Box  200,  flourtown,  PA  19031 

Yes,  I am  interested  in  receiving  more  informa- 
tion about  CreditReserve 

name  - 

Address 

City State Zip 

Telephone  

1NY  
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RPMI  (Roswell  Park  Memorial  Institute),  the  New  York 
State  Health  Department’s  comprehensive  cancer  center 
in  Buffalo. 

The  National  Cancer  Institute  (NCI)  awarded  Arnold 
I.  Freeman,  M.D.,  $140,386  to  direct  a program  to  evaluate 
the  long-term  side  effects  of  the  therapy  which  has  resulted 
in  a dramatic  increase  in  the  number  of  children  surviving 
acute  lymphocytic  leukemia. 

Dr.  Freeman’s  study  will  be  done  in  cooperation  with 
medical  centers  in  New  York  City,  the  New  England 
States,  and  West  Virginia. 

The  National  Science  Foundation  awarded  $44,546  to 
Richard  T.  Swank,  Ph.D.,  a research  scientist  in  the  Mo- 
lecular Biology  Department.  Dr.  Swank  will  use  the  grant 
to  study  the  biosynthesis  of  proteins  in  white  blood 
cells. 

Announcement  of  the  grants  was  made  by  Gerald  P. 
Murphy,  M.D.,  Director  of  Roswell  Park,  and  Dr.  David 
Axelrod,  Commissioner,  New  York  State  Department  of 
Health. 

National  cardiology 

group  announces  new  fellows 

from  New  York  State 

Harvey  G.  Kemp,  Jr.,  M.D.,  New  York,  New  York, 
American  College  of  Cardiology  Governor  for  the  State  of 
New  York  (Metropolitan)  announced  that  the  following 
cardiovascular  specialists  in  his  geographic  area  have 
achieved  that  ACC’s  membership  rank  of  Fellowship: 
Narendra  C.  Bhalodkar,  M.B.B.S.,  The  Bronx;  Alan  J. 
Binder,  M.D.,  Great  Neck;  Ali  A.  Davachi,  M.D.,  Middle- 
town;  Eugene  E.  De  Pasquale,  M.D.,  New  York  City;  Mark 
A.  Greenberg,  M.D.,  The  Bronx;  Eddie  L.  Hoover,  M.D., 
New  York  City;  Julien  H.  Jacobs,  M.D.,  Monticello;  Er- 
nesto A.  Jonas,  M.D.,  East  Meadow;  Paul  A.  Kalanithi, 
M.B.B.S.,  The  Bronx;  Seymour  Kirschenfeld,  M.D., 
Massapequa;  Sudarsanam  Konka,  M.D.,  Brooklyn;  Steven 
H.  Kunkes,  M.D.,  The  Bronx;  Dayanand  Naik,  M.B.B.S., 
Scarsdale;  Mary  K.  M.  Pierri,  M.D.,  New  York  City;  John 
S.  Riedel,  M.D.,  The  Bronx;  Ira  C.  Schulman,  M.D.,  New 
York  City;  Jerome  B.  Shapiro,  M.D.,  Ph.D.,  Jamaica; 
Shahid  H.  Sheikh,  M.B.B.S.,  The  Bronx;  Joseph  Tenen- 
baum,  M.D.,  New  York  City;  Mallapa  B.  Udoshi,  M.B.B.S., 
New  York  City;  Marc  A.  Weinberg,  M.D.,  Huntington;  and 
Isaac  Wiener,  M.D.,  New  York  City. 

Goffredo  G.  Gensini,  M.D.,  Syracuse,  New  York, 
American  College  of  Cardiology  Governor  for  the  State  of 
New  York  (Upstate),  announced  that  the  following  car- 
diovascular specialists  in  his  geographic  area  have  achieved 
the  ACC’s  membership  rank  of  Fellowship:  Sidney  J. 
Blatt,  M.D.,  Utica;  William  J.  Breen,  M.D.,  Syracuse; 
Kenneth  H.  Davidson,  M.D.,  Rochester;  Michael  J.  Doling, 
M.D.,  Clifton  Springs;  Russell  R.  Fiore,  M.D.,  Pough- 
keepsie; Richard  S.  Marrus,  M.D.,  Cohoes;  Robert  R.  Mi- 
chiel,  M.I).,  Syracuse;  Jack  S.  Siegel,  M.D.,  Schenectady; 
and  Ronald  J.  Tatelbaum,  M.D.,  Poughkeepsie. 

Fellowships  in  the 
American  College  of  Radiology 

Selected  for  Fellowship  in  the  American  College  of  Ra- 
diology are:  Robert  I.  Tugendhaft,  M.D.,  West  Bay  Shore; 
Basil  S.  Hilaris,  M.D.,  Fort  Lee,  New  Jersey;  Calvin  H. 
Norman,  Jr.,  M.D.,  Great  Neck  Estates;  and  Melvyn  L. 


Weiner,  M.D.,  Hewlett. 

The  awards  were  presented  during  the  annual  meeting 
of  the  American  College  of  Radiology  in  New  Orleans, 
September  21  to  25. 

Alternate  dietary  regimens 

Grossly  overweight  patients  who  followed  alternate  di- 
etary regimens — from  quite  rigorous  to  unrestricted — were 
the  most  successful  in  a recent  weight  control  program  that 
included  behavior  management. 

Behavior  modification  treatments  without  severe  calorie 
reduction  usually  did  not  provide  sufficient  weight  loss  to 
motivate  subjects  to  remain  in  the  program,  according  to 
a study  published  in  the  August  Journal  of  the  American 
Dietetic  Association. 

Among  several  modes  of  self-selected  regimens  ranging 
from  severe  hypocaloric  restriction  to  complete  failure  to 
diet,  the  best  results — and  the  most  cost  effective — were 
achieved  with  a structured  diet  of  600  calories  one  to  three 
days  a week  and  1,200-1,500  calories  on  the  other  days. 

Authors  of  the  report  are  John  D.  Clausen,  Ph.D.,  Mar- 
ilyn Silfen,  Jean  Coombs,  Ph.D.,  William  Ayers,  M.D.,  and 
Aaron  H.  Altschul,  Ph.D.,  of  Georgetown  University  School 
of  Medicine,  Washington,  D.C. 

Subjects  were  105  women  and  20  men  with  an  average 
age  of  35.9,  average  weight  191.6  pounds,  average  height 
5'5".  They  were  41  percent  overweight,  and  about  38 
percent  were  at  some  medical  risk.  The  program  was 
planned  to  accommodate  a variety  of  life-styles. 

The  six-month  program  showed  that  the  alternating 
regimen  avoids  most  medical  risks  and  excessive  costs; 
produces  suitable  weight  loss  and  permits  an  atmosphere 
in  which  a behavioral  program  can  operate;  and  allows 
dieters  to  deal  with  food  in  a structured  way,  which  has  the 
qualities  of  premeasurement  and  nutritional  balance. 
Ordinarily,  a physician  is  needed  only  for  clearance  as  to 
whether  this  kind  of  regimen  should  be  initiated. 

Food  and  Drug  Administration 
advisory 

The  Food  and  Drug  Administration  on  July  28  advised 
physicians  to  write  “no  refill”  on  prescriptions  for  pro- 
poxyphene, a frequently-prescribed  pain  killer  most 
commonly  known  as  Darvon,  Darvon-N  and  Darvo- 
cet-N. 

In  addition,  the  agency  suggested  that  physicians  write 
their  propoxyphene  prescriptions,  rather  than  calling  them 
in  to  pharmacists. 

In  announcing  the  advisory  to  physicians,  which  is  in- 
cluded in  the  latest  issue  of  the  FDA  Drug  Bulletin,  Dr. 
Jere  E.  Goyan,  Commissioner  of  Food  and  Drugs,  said: 
“Propoxyphene  has  been  associated  with  a number  of 
deaths,  mostly  resulting  from  deliberate  overuse,  abuse, 
or  suicide.  There  is  a need  for  health  professionals  to  keep 
this  potential  risk  in  mind  when  prescribing  and  dispensing 
the  drug. 

“The  purpose  of  our  advisory  is  to  heighten  the  aware- 
ness of  all  health  professionals  of  the  potential  for  pro- 
poxyphene to  be  abused  or  misused.” 

The  Drug  Bulletin  goes  to  one  million  health  profes- 
sionals, including  all  physicians,  dentists,  pharmacists,  and 
hospital  administrators,  and  many  nurses.  Mailing  of  the 
issue  containing  the  advisory  on  propoxyphene  began  July 
28. 
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In  the  Drug  Bulletin,  the  agency  noted  that  the  number 
of  propoxyphene  prescriptions  has  declined  recently  be- 
cause of  physician  and  patient  awareness  of  its  abuse  po- 
tential. However,  propoxyphene  remains  a leading  cause 
of  drug-associated  deaths,  most  from  deliberate  overuse, 
abuse,  or  suicide. 

Previously,  FDA  had  advised  physicians: 

— not  to  prescribe  propoxyphene  for  patients  prone  to 
addiction  or  suicide. 

— to  prescribe  it  cautiously  for  patients  taking  anti- 
depressant drugs  or  those  who  use  alcohol  to  excess. 
Antidepressants  and  alcohol,  like  propoxyphene,  can  de- 
press the  central  nervous  system  and  a combination  can 
inadvertently  cause  death. 

— to  tell  patients  not  to  exceed  the  recommended  dosage 
and  to  limit  their  alcohol  intake  while  taking  propoxy- 
phene. 

At  present,  propoxyphene  is  in  Schedule  IV  of  the 
Controlled  Substances  Act.  This  means  that  a prescrip- 
tion can  be  refilled  up  to  five  times  within  six  months, 
unless  the  physician  directs  “no  refill”  or  specifies  the 
number  of  refills. 

Here  and  there 

Leonard  A.  Katz,  M.D.,  associate  dean  for  student  and 
curricular  affairs  at  the  State  University  at  Buffalo’s  School 
of  Medicine,  is  chairman-elect  of  the  Association  of 
American  Medical  Colleges’  Northeast  Group  on  Medical 
Education. 
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studies  relative  to  the  use  and  frequent  misuse  of  hypnotics 
in  the  medical  and  not  infrequently  protracted  adminis- 
tration of  such  pharmaca,  their  residual  daytime  effects, 
potential  toxicity,  actions  and  altered  reactions  in  the  el- 
derly, aspects  of  hypnotic  dependence,  and  the  exercise  of 
caution  when  prescribing  drugs.  In  the  section  on  non- 
pharmacologic  approaches  (counseling,  psychotherapy) 
to  insomnia  I missed  Freud’s  old,  yet  valid,  statement,  that 
a full  sexual  orgasm  is  the  best  hypnotic  of  all.  Otherwise, 
a massive  list  of  references,  28  pages,  enhances  the  value 
of  the  book  for  the  medical  practitioner  and  researcher. 
William  G.  Niederland,  M.D. 

Alcoholism:  A Practical  Treatment  Guide.  Edited 
by  Stanley  E.  Gitlow,  M.D.,  and  Herbert  S.  Peyser,  M.D. 
New  York,  Grune  & Stratton,  1980.  Hardcover,  288  pages. 
Price,  $29.50. 

This  is  an  excellent  book.  For  medical  students,  grad- 
uate students,  and  physicians  needing  guidance  in  the 
understanding  and  treatment  of  alcoholics,  the  wide- 
ranging  coverage  of  the  many  faces  of  alcoholism  is  well- 
documented  and  most  useful  for  therapeutic  comprehen- 
sion. 

For  the  psychiatrist  and  specialist  in  the  treatment  of 
ethanolism  and  “sedativism”  such  a volume  represents  an 
excellent  summation  and  well-organized  review  of  prior 
knowledge  and  continuing  education. 

The  chapter  on  “The  Family  in  the  Crisis  of  Alcoholism” 
by  James  A.  Knight,  M.D.,  is  superb.  It  is  well-written, 
poignant,  and  clearly  both  informative,  inspiring,  and  in- 
ventive in  its  organized  presentation. 

The  many  authors  are  well-known  for  their  expertise  in 
the  field  of  alcoholism  from  many  standpoints  and  phi- 
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Lung  cancer 
is  now  an  equal 
opportunity  tragedy. 


Remember  when  lung  cancer  was  a man  s 
disease.  Because  men  had  been  smoking 
longer  than  women.  But  the  women  s 
smoking  boom  that  started  in  the  1930  s 
and  40  s— is  paying  most  cruel  dividends 
today.  Yet  most  people  still  think  lung  cancer 
is  a man  s disease. Tell  your  female  patients 
the  true  story.  That  lung  cancer  is  now  an 
equal  opportunity  tragedy.  That  s what 
you  ve  come  a long  way,  baby  is  all  about. 
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losophies.  This  book  is  intended  to  be  a compilation  of  the 
best  opinions  in  the  understanding  and  treatment  of  this 
prevalent  and  destructive  disease.  In  every  sense  it  meets 
the  criteria  of  a text  and  a font  for  all  levels  of  training. 
Every  specialist  in  the  field  can  learn  something  from  a 
careful  perusal  of  the  12  chapters  and  informative  appen- 
dices. 

One  minor  criticism.  For  such  a well-organized  and 
presumably  carefully  edited  textbook,  it  is  surprising  to 
find  errors  in  the  spelling  of  drug  names,  as  for  example  on 
page  80  Hydroxyzine  is  spelled  Hydroxazine  and  on  page 
245  Tranxene  is  spelled  Tranzene.  Also  on  page  9,  in  the 
middle  of  the  second  paragraph,  line  10  “that  each  time 
alcohol  ingestion  begins,  the  state  is  set. . . .”  I’m  sure  this 
is  meant  to  be  stage.  This  is  caviling,  perhaps,  but  the 
careful  reader  will  be  put  off  by  such  errata. 

To  sum  up  then,  I recommend  this  work  to  the  medical 
profession,  to  workers  in  the  field  of  alcohol  problems, 
pastor,  psychologist  or  social  worker,  and  to  the  laity, 
spouses  and  families,  because  it  will  illuminate  our  un- 
derstanding and  serve  as  a comfortable  baseline  for  our 
efforts  to  ameliorate  this  dreadful  disease.  Allison  B. 
Landolt,  M.D. 

Directing  Health  Care  Volunteers.  By  Nancy  Kiefer. 
Oradell,  N.J.,  Medical  Economics  Company.  Book  Divi- 
sion. Hardcover,  245  pages.  Price,  $12.95. 

Nancy  Kieffer’s  book  is  a welcome  addition  to  the  field 
of  volunteerism.  It  comes  at  a time  when  the  ranks  of 
volunteers  have  noticeably  begun  to  thin  out,  resulting  in 
an  unfortunate  loss  of  essential  personal  services  to  pa- 
tients. 

The  book,  aimed  primarily  at  directors  of  voluntary 
services  and  hospital  administrators,  offers  solutions  to 
that  problem.  It  also  provides  practical  guides  for  estab- 
lishing and  running  a volunteer  program  of  any  kind,  and 
of  any  size. 

Miss  Kieffer  draws  on  her  considerable  experience  and 
knowledge  in  the  field,  having  been,  since  1976,  volunteer 
coordinator  at  the  Home  for  Jewish  Parents  in  Oakland, 
California.  She  has  also  seen  service  as  a volunteer  at 
Children’s  Hospital,  San  Francisco.  Additionally,  from 
1961  to  1973,  she  was  West  Coast  Editor  of  Medical  Eco- 
nomics magazine  and  a contributor  of  numerous  medical 
management  articles.  The  book,  written  in  a clear,  direct 
and  anecdotal  style  is  amply  and  authoritatively  illus- 
trated, wherein  the  multifaceted  role  of  the  volunteer  di- 
rector is  delineated — from  that  of  recruiter  and  placement 
expert  to  cost  analyst  and  fund  raiser.  Leo  Karron, 
M.D. 

Writing  for  Communication  in  Science  and  Medicine. 

By  Barbara  S.  Lynch,  Ph.D.,  and  Charles  F.  Chapman. 
New  York,  Van  Nostrand  Reinhold  Company,  1980.  Il- 
lustrated, 319  pages.  Hardcover,  $18.95. 

Several  books  and  articles  have  been  published  in  the 
past  dealing  with  the  writing  style  and  the  publication  of 
scientific/medical  articles.  Nevertheless,  the  volume  in 
question  here,  with  its  unique  melange  of  cleverness  and 
comprehensiveness,  must  be  considered  a standout  in  this 
field. 

Using  humorous  prose  and  sketches  to  give  buoyancy  to 
the  subject  matter,  the  authors  give  worthwhile  advice  to 
the  scientific  writer  regarding  the  complete  evolution  of 
the  potential  journal  article.  Topics  covered  run  the 


gamut  from  precommencement  evaluation  of  article 
subject;  word  selection;  grammar  skills;  paragraph  for- 
mation; determination  of  title;  article  format,  including  use 
of  tables  and  illustrations;  and  submission  for  publication, 
all  the  way  to  postpublication  responsibility. 

The  average  physician-scribe  may  find  three  drawbacks 
to  this  book:  first,  as  style  “manuals”  go,  it  is  fairly  lengthy; 
second,  it  is  the  type  of  book  that,  to  be  appreciated  fully, 
must  be  read  through  rather  than  be  utilized  as  a quick- 
reference  text;  and  third,  the  programmed  exercises  of  63 
“Dosages”  may  be  time-consuming.  Yet  the  valuable  in- 
formation the  book  offers  makes  it  a must-read  for  both  the 
established  and  the  aspiring  scientific/medical  writer. 
Cecilia  M.  Scafuro,  M.B.A. 

Humanizing  Health  Care.  Task  of  the  Patient  Rep- 
resentative. By  Norma  Shaw  Hogan.  Oradell,  N.J., 
Medical  Economics  Co.  Book  Division,  1980.  Softcover, 
190  pages.  Price,  $10.95. 

The  American  Bar  Association’s  1977  report  on  profes- 
sional liability  states:  “Regardless  of  the  severity  of  the 
claim  or  complaint,  the  frustrated  patient  is  much  more 
likely  to  resort  to  litigation  than  one  whose  rights  or  even 
whims  have  been  patiently  regarded.”  The  patient  rep- 
resentative is  skilled  in  dissipating  anger,  negotiating 
conflict  and  is  thus  found  to  be  an  important  participant 
in  preventing  lawsuits  for  malpractice  and  negligence. 

Ms.  Hogan,  clearly  and  very  thoroughly,  defines  the  role 
and  importance  of  the  patient  representative,  not  only  as 
an  advocate  for  the  patient,  but  as  an  ally  of  the  medical 
staff  and  an  administrative  person  critically  involved  in 
cost-saving  for  an  institution. 

The  author  explains  why  the  patient  representative  is 
the  second  fastest  growing  professional  service  in  the  health 
care  field.  President  Nixon  in  1971  directed  the  Secretary 
of  Health,  Education,  and  Welfare  to  convene  a commis- 
sion on  medical  malpractice.  One  result  of  this  study  was 
to  affirm  the  need  for  institutions  to  establish  internal 
patient  grievance  mechanisms.  At  the  same  time  the 
American  Hospital  Association  published  a Patient’s  Bill 
of  Rights.  It  became  clear  to  many  hospital  administrators 
that  a mechanism  for  providing  suggestions  from  within 
the  institution  and  a centralized  means  of  addressing  pa- 
tient dissatisfaction  would  help  contain  health  care  costs. 
Today,  patient  representatives  are  seen  as  valuable  fi- 
nancial assets  because  they  resolve  patient  grievances  and 
prevent  costly  lawsuits.  Insurance  companies  in  some 
states  recommend  hospitals  employ  patient  representatives 
as  a condition  of  total  liability  coverage.  Why  is  this 
so? 

Norma  Shaw  Hogan  explains  that  many  problems  that 
arise  in  a health  care  facility  can  be  attributed  to  commu- 
nication gaps  or  breakdowns.  The  patient  representative 
works  closely  with  the  medical  staff  to  facilitate  commu- 
nication and  humanize  an  institution. 

The  patient  representative  is  aware  that  the  physicians 
need  the  complete  confidence  of  their  patients.  She  un- 
derstands the  responsibility  of  the  medical  staff  and  is 
sensitive  to  their  feelings  of  frustration,  as  well  as  the  pa- 
tients emotions  of  anger  or  impatience.  The  author 
stresses  that  “the  patient  representative  is  a link,  not  a 
wedge  in  the  system.  Her  role  is  one  of  helping,  not  judg- 
ing, other  staff  members.” 

The  patient  representative  uses  interpersonal  skills, 
sensitivity,  and  her  knowledge  of  the  health  care  system 
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to  support  practitioners  and  the  institution  in  their 
goal — caring.  It  is  her  knowledge  of  the  total  system  that 
allows  her  to  function  as  a pivotal  point,  benefiting  both 
the  patient  and  the  institution.  The  patient  representative 
is  unique  in  that  she  may  be  the  only  person  in  the  facility 
whose  primary  responsibility  is  to  remain  sensitive  to  the 
nonmedical  needs  of  the  patient  and  facilitate  use  of  the 
institution. 

The  patient  representative  is  the  person  responsible  for 
humanizing  the  system.  She  educates  the  patient  and  is 
the  liaison  between  person  and  system.  The  patient  rep- 
resentative listens,  investigates,  explains,  and  encourages 
accountability  of  both  provider  and  patient.  She  recom- 
mends changes  to  eliminate  snags  and  fill  gaps  in  the  sys- 
tem. She  can  identify  inefficient  or  inappropriate  proce- 
dures resulting  in  cost  effective  changes  and  better  care  for 
the  patient. 

Ms.  Hogan  gives  practical  and  cost  effective  direction 
for  establishing  the  position  of  patient  representative 
within  a setting.  She  gives  personal  as  well  as  professional 
characteristics  needed  by  a patient  representative,  and 
cites  several  examples  where  documentation  of  facts  and 
diplomatic  handling  of  a patient  or  relative  was  all  that  was 
necessary  to  resolve  a complaint.  Ms.  Hogan  identifies 
what  differentiates  the  patient  representative  from  other 
helping  staff.  Her  thorough  exploration  of  the  role  of 
patient  representative,  it’s  importance  to  patient  and 
system,  makes  this  a book  to  be  read  and  considered  by 
those  committed  to  repersonalizing  health  care.  Eileen 
Grizer 

Radiology  of  the  Chest.  Second  edition.  By  Coleman 
B.  Rabin,  M.D.,  and  Murray  G.  Baron,  M.D.  Baltimore, 
Md.,  Williams  & Wilkins,  Company,  1980.  Illustrated,  764 
pages.  Cloth,  $ 

This  long-awaited  second  edition  of  the  third  section  of 
Golden’s  Diagnostic  Radiology  is  again  divided  into  three 
parts:  1.  General  Considerations;  2.  General  Roentgen 
Pathology;  and  3.  Regional  Roentgen  Pathology. 

It  aims  to  provide  “a  logical  approach  rather  than 
memorizing  patterns”  in  the  interpretation  of  chest 
roentgenogram.  However,  it  falls  somewhat  short  in  its 
stated  goal  because  of  known  difficulties  inherent  in  chest 
radiology  in  approaching  the  interpretation  by  recognition 
of  patterns  only. 

This  revised  and  expanded  edition  has  more  updated 
bibliography  and  some  of  the  newer  diseases  and  entities 
are  added.  Many  topics  such  as  fluoroscopy  and  thera- 
peutic pneumothorax  in  tuberculosis  are  still  discussed  in 
length,  but  new  diagnostic  methods  (that  is,  CT)  are  no- 
ticeably abbreviated. 

Although  this  is  not  a State  of  the  Art  book,  it  basically 
addresses  itself  to  medical  students  and  young  radiology 
residents.  The  authors’  vast  experience  and  under- 
standing of  the  chest  radiology  makes  it  an  important 
reference  book  and  fills  the  gap  between  Felson’s  Chest 
Roentgenology  and  Fraser  & Pare’s  Diagnosis  of  Diseases 
of  the  Chest. 

Sports  Medicine  for  the  Athletic  Female.  Edited  by 
Christine  E.  Haycock,  M.D.  Oradell,  N.J.,  Medical  Eco- 
nomics Co.  Book  Division,  1980.  Illustrated,  412  pages. 
Hardcover,  $27.50. 

The  author  has  assembled  an  impressive  group  of  con- 
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Medical  Meetings 


Symposium 

Symposium  on  “Current  Optimum  Strategies  for  Clin- 
ical Cancer  Chemotherapy”  will  be  sponsored  by  the 
Chemotherapy  Foundation  October  22,  23  and  24, 1980  at 
the  Barbizon  Plaza  Hotel  in  New  York  City. 

The  three-day  overview  of  current  advances  in  the  field 
is  under  the  chairmanship  of  Ezra  M.  Greenspan,  M.D., 
and  is  presented  by  the  Division  of  Medical  Oncology,  the 
Department  of  Neoplastic  Diseases,  and  The  Page  and 
William  Black  Post-Graduate  School  of  the  Mount  Sinai 
School  of  Medicine.  Symposium  registrants  will  be  eligible 
for  AMA  Category  I credits. 

For  program  and  registration  forms,  write  to  the  Direc- 
tor, The  Page  and  William  Black  Post-Graduate  School  of 
Medicine,  Mount  Sinai  School  of  Medicine,  1 Gustave  L. 
Levy  Place,  New  York  10029;  telephone  (212)  650  6737. 
Other  Information:  (212)  650  6772. 

National  conference 

Harold  F.  Searles,  M.D.,  will  discuss  “Psychoanalytic 
Therapy  of  Borderline  Patients”  on  November  15,  at  the 
Barbizon  Plaza  Hotel,  New  York  City. 

For  information,  contact:  Joseph  LeBoit,  Advanced 
Institute  for  Analytic  Psychotherapy,  178-10  Wexford 
Terrace,  Jamaica  Estates,  N.Y.  11432;  telephone  (212) 
739-7099. 

Third  annual  workshop 

The  third  annual  Practical  Counseling  Technique 
Workshop  for  the  Primary  Physician  will  be  held  February 
14  to  21  at  Lion  Square  Lodge,  Vail,  Colorado.  Hours 
prescribed  are  34. 

The  sponsors  are:  Institute  for  Human  Relationship 
and  Development  and  the  Colorado  Academy  of  Family 
Physicians. 

For  information,  contact:  John  C.  Faul,  M.D.,  5290  E. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


continued  from  page  1773 

tributors  experienced  in  sports  medicine  to  discuss  subjects 
on  their  respective  specialty.  The  book  focuses  on  the 
feminist  movement  in  sports  beginning  with  its  heritage 
and  concluding  with  detailed  court  decisions  of  the  past 
two  decades  which  have  enhanced  this  metamorphosis. 

The  contents  of  the  book  comprise  a broad  spectrum  of 
sports  medicine.  There  are  separate  chapters  on  medical 
evaluation,  physiology  of  exercise,  conditioning,  nutrition, 
cardiovascular,  drug,  psychiatric,  gynecological,  and  der- 
matogical  problems.  Specific  injuries  and  treatments  are 
outlined  involving  the  surgical  specialties,  dentistry,  po- 
diatry, and  rehabilitation. 

The  physical  plant  of  the  women  is  fortunately  different 
from  men.  They  mature  earlier.  Hormone  differences 
result  in  50  percent  less  muscle  mass  and  80  percent  ulti- 


Yale Circle,  Suite  200,  Denver,  Colorado  80222. 

National  conference 
on  human  values  and  cancer 

The  American  Cancer  Society  is  presenting  a national 
conference  on  “Human  Values  and  Cancer — Psychological, 
Social,  and  Ethical  Issues”  April  23  to  25,  at  the  Wash- 
ington Hilton  Hotel,  Washington,  D.C. 

The  objective  of  this  conference  is  to  improve  the  ability 
of  the  health  professional  to  interact  successfully  with 
cancer  patients  and  their  families.  A multidisciplinary 
group  of  experts  will  explore  the  changing  needs  of  cancer 
patients  and  approaches  to  problem  solving  in  communi- 
cation, education,  ethics,  and  psychosocial  support. 

There  will  be  an  opportunity  for  discussion  when  ques- 
tions from  the  audience  will  be  invited. 

Attendance  is  open  to  all  members  and  students  of  the 
medical  and  related  health  professions  as  well  as  to  inter- 
ested lay  persons  concerned  with  health  care  delivery. 

Advance  registration  is  requested.  There  is  no  regis- 
tration fee. 

This  continuing  medical  education  activity  meets  the 
criteria  for  15V2  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associa- 
tion. 

Accreditation  for  registered  nurses  and  other  health 
professionals  is  being  sought. 

For  further  information  write:  Nicholas  G.  Bottiglieri, 
M.D.,  American  Cancer  Society,  National  Conference  on 
Human  Values  & Cancer,  777  Third  Avenue,  New  York, 
New  York  10017. 

First  international  symposium 

The  first  international  symposium  on  “Minimal  Invasive 
Cancer  (Microcarcinoma)  will  be  held  July  1 to  4,  Graz, 

For  information  and  registration  forms  write:  To  the 
Secretariat,  First  Symposium  on  Minimal  Invasive  Cancer, 
P.B.  Box  105,  A-1014  Wien,  Austria. 


mate  strength  of  men.  They  have  one  third  the  strength 
of  men  in  the  upper  body  and  two  thirds  the  strength  of 
men  in  the  legs.  This  muscle  mass  deficit  mitigates  against 
participating  with  men  in  collision  sports.  We  are  grateful 
for  the  12  percent  greater  body  fat  of  women.  This  excess 
aids  buoyancy  in  aquatic  sports,  provides  energy  reserve 
in  marathons,  and  assists  in  temperature  regulation. 
There  are  other  physiognomy  differences  such  as  narrower 
shoulders  and  broader  hips.  Since  women  experience  es- 
sentially the  same  type  of  injuries  as  men,  this  book  is 
practical  for  both  sexes  and  “is  not  for  women  only.” 

The  book  is  well  conceived,  easy  to  read,  lucid,  and  ex- 
pounds sound  basic  principles  on  sports  medicine.  Those 
who  are  interested  in  sports  programs  will  probably  find 
this  book  enjoyable  and  informative  and  a valuable  addi- 
tion to  their  library.  Ralph  S.  Emerson,  M.D. 
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Wanted:  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  phy- 
sicians who  want  to  be,  not  salesmen,  accountants, 
and  lawyers,  but  physicians.  For  such  physicians, 
we  offer  a practice  that  is  practically  perfect,  where 
in  almost  no  time  you  experience  a spectrum  of 
cases  some  physicians  do  not  encounter  in  a life- 
time, where  you  work  without  worrying  whether  the 
patient  can  pay  or  you  will  be  paid,  and  where  you 
prescribe,  not  the  least  care,  nor  the  most  defen- 
sive care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who 
have  joined  the  Army.  Army  Medicine  is  the  per- 
fect setting  for  the  dedicated  physician.  Army 
Medicine  provides  wide-ranging  opportunities  for 


the  student,  the  resident,  and  the  practicing  phy- 
sician alike. 

Army  Medicine  offers  fully  accredited  residen- 
cies in  virtually  every  specialty.  Army  residents 
generally  receive  higher  compensation  and  greater 
responsibility  than  do  their  civilian  counterparts  and 
score  higher  on  specialty  examinations. 

Army  Medicine  offers  an  attractive  alternative 
to  civilian  practice.  As  an  Army  Officer,  you  re- 
ceive substantial  compensation,  extensive  annual 
paid  vacation,  a remarkable  retirement  plan,  and 
the  freedom  to  practice  without  endless  insurance 
forms,  malpractice  premiums,  and  cash  flow 
worries. 


Army  Medicine: 

The  practice  that’s  practically  all  medicine. 


FOR  FURTHER  INFORMATION  CALL  COLLECT: 

KENNETH  LEDFORD,  JR,  CPT,  MSC  — MEDICAL  PERSONNEL  COUNSELOR 
ROOM  1271,  FEDERAL  BLDG.,  100  SO.  CLINTON  ST. 
SYRACUSE,  NY  13260  PHONE:  315-423-5447 

An  Equal  Opportunity  Employer 


Build  the  arc 


Association  for  Retarded  Citizens 


PHYSICIANS  WANTED 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26.000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N.Y.  10169,  or  call  collect 
(212)  599-0060. 


GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


CATSKILL,  N.Y.,  GREENE  COUNTY  NEEDS  AN  OB/GYN.  Physician  and 
a Family  Practitioner.  Contact  John  A.  Vosburgh,  M.D.,  19  So.  Jefferson  Ave., 
Catskill,  N.  Y.  12414.  Tel.  (518)  943-4211. 


EMERGENCY  PHYSICIANS— LOUISIANA,  Full-time  openings  for  Emergency 

dept.  Malpractice  paid,  excellent  salary;  2V2  days  work/week.  Reply:  PMSC; 

225  Baronne  St.,  Suite  300,  New  Orleans,  La.  70112. 


HAIR  REPLACEMENT  COMPANY.  ESTABLISHED  20  years.  East  side, 
Manhattan  location  seeks  M.D.  to  practice  Dermatology  and  specialize  in  hair 
transplants.  (212)  688-2996. 
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HEALTH  COMMISSIONER 

The  County  of  Dutchess  is  seeking  a Health  Commissioner. 
Must  be  licensed  by  NYS  as  a physician,  with  public  health 
and  management  experience.  Position  has  responsibility 
for  initiating,  planning  and  directing  environmental  and 
personal  health  programs  and  agency  management.  Dut- 
chess County  is  located  two  hours  north  of  NYC  in  the  scenic 
Hudson  Valley. 

Interested  candidates  submit  curriculum  vitae  to: 

Mrs.  Lucille  P.  Pattison 
Dutchess  County  Executive 
22  Market  St.,  Poughkeepsie,  N.Y.  12601 
(914)  485-9861 

An  Equal  Opporunity/  Affirmative  Action  Employer 


PRACTICES  AVAILABLE 


EXCELLENT  OPPORTUNITY  FOR  FAMILY  practice.  Physician  to  w<  I 
medical  center  in  a scenic  rural  area.  Located  near  Blue  Ridge  Mts.  witl  v 
round  mild  weather.  Guaranteed  salary  while  working  with  modern  equip  X 
and  excellent  staff.  Near  hospitals,  shopping,  cultural  areas  and  historic  3 
Locum  Tenens  considered.  Contact  John  Troidl,  Administrator,  Evil  I 
Medical  Center,  P.O.  Drawer  81,  Evington,  Virginia  24550. 

FOR  SALE— LONG  ESTABLISHED  OPHTHALMOLOGY  practice.  » 
Brooklyn  area.  Will  stay  to  introduce — Reasonable  terms.  Call  evenings  3 
436-8786. 


FOR  SALE  CENTRAL  N.Y.  GENERAL  PRACTICE.  Suburb  of  Syracus  15 
Population  8,000  only  MD.  in  town.  Building  has  5 apartments,  Dental  I 
Dr's  suite  for  2 MD’s — fully  equipped  including  X-ray  and  2 micro  then  I 
chines.  Reply  Nicholas  J.  Pirro,  507  Woods  Road,  Solvay,  NY  13209. 


ACTIVE  ORTHOPAEDIC  PRACTICE  for  sale  upstate,  New  York.  Dep  4 
NYSJM. 


PHYSICIANS  WANTED— CONT’D 


HOUSE  CALLS  UNLIMITED — A PROFESSIONAL  MEDICAL  service— Phy- 
sicians: To  join  staff  of  newly  organized  House  Calls  Service,  bringing  a doctor 
to  the  patient’s  home  when  regular  physician  is  not  available.  Flexible  choice 
of  area,  any  hours.  N.Y.S.  license  and  valid  malpractice  insurance  required.  For 
information  call  (212)  939-0700.  Mr.  Feinberg 


FAMILY  PRACTITIONER/INTERNIST— WELL  ESTABLISHED  upstate 
group  has  need  for  you  because  of  increased  patient  load.  Full  time  office/hos- 
pital practice.  For  more  details  send  C.V.  to  John  F.  Spring,  M.D.,  Box  156, 
Southview  Station,  Binghamton,  N.Y.  13903. 


FOR  SALE  OPHTHALMOLOGY  PRACTICE:  Owner  leaving  active  busy  g ri 
24-year  ophthalmologic  practice  for  full  time  industrial  position.  U]  4 
Rochester,  New  York  (University  of  Rochester  Medical  Center  area).  C 3 
to  buy  practice  and  relocate,  maintain  same  location  with  independent  pr;  q 
or  association  with  well  established  middle  aged  ophthalmologist  at  same  loi  q 
Write  Harold  J.  Louis,  M.D.,  235  Alexander  Street,  Rochester,  NY  141 
telephone  (716)  232-2468. 

— - 

POSITIONS  WANTED 


PSYCHIATRIST,  BOARD  ELIGIBLE,  is  looking  for  a New  York  opportui  d 
a solo,  group,  partnership  or  clinic  situation.  Please  respond  to  Dept.  II  J 
NYSJM. 


LOVELY  SOUTHWESTERN  CLIMATE — Excellent  professional  relation- 
ships— multispecialty  group  seeking  an  Internist.  Contact — Talton  Francis, 
El  Paso  Medical-Surgical  Associates,  P.A.,  10301  Gateway  West,  El  Paso,  Texas 
79925,  phone  (915)  592-0201. 


PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH. 

DAVIS-OMEGA  ,0036  1 \ 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hompstead,  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 


LOCUM  TENENS  WORK  WANTED— Family  and  General  practice  pi 
availability— T.  C.  Kolff,  M.D.  801-566-1666. 


- 


EQUIPMENT 


FOR  SALE-COMPLETE  EQUIPMENT  FOR  AMBULATORY  SURC  A 
Facility.  Fully-equipped  O.R.  with  Ritter  75,  power-driven  table,  burdick  ( 51 
cardiac  monitor,  Gomco  suction  pump,  ceiling  and  floor  lights,  oxygen  a n 
suscitation  equipment.  Three  power-driven,  SMR,  maxi-chairs  for  exar  ii 
or  treatment  room,  or  surgery.  Autoclave  and  ultra-sonic  cleaner,  Two-1  n 
covery  room  with  iinens.  Complete  instrumentation  for  cosmetic  and  ] it 
surgery.  All  equipment  in  good-to-new  condition.  Priced  for  quick  sale  0 
northern  New  Jersey.  Inventory  on  request.  JD.MD,  Inc.  Drawer  309,  io: 
Hills,  N.J.  07078  (201)  376-0814. 



PRACTICES  WANTED 


OPHTHALMOLOGIST,  BOARD-CERTIFIED,  with  sub-specialty,  wis  it 
purchase  General  Ophthalmology  practice  in  the  New  York  City  or  sul  to 
area.  Please  contact  Dept.  143,  NYSJM. 

INTERNIST,  BOARD  CERTIFIED,  UNIVERSITY  TRAINED,  age  31,  cM 
to  practice  in  Nassau  County.  Am  looking  to  buy  quality  solo  general  irM 
medicine  practice,  or  affiliate  with  partnership  or  mult  ispecialty  practice.  I a 
currently  with  the  Department  of  Infectious  Diseases  of  the  Mount  Sinai  H >ili 
in  Manhattan.  CV  sent  on  request.  Call  212-650-6741,  or  212-225-023  jfti 
7 p.m. 


MISCELLANEOUS 


ART  FOR  SALE.  RARE  OPPORTUNITY.  Norman  Rockwell  colortyj  H 
Doctor  and  The  Doll”,  signed  and  numbered.  Call  (212)  531-3488. 
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SCELLANEOUS— CONT’D 


l.s  COLLECTED  AKt'SK  IS  RULED  OUT  TACTFUL  YET  SUC 
e>sl'ul  40  year'-  of  top  service  to  doctors  and  hospitals  Mail  billhead  for 
etails.  Crane  Discount  Corp,  130  W.  42nd  St.,  New  York.  N.  Y 10036. 
.>12)  730-0069 


ORIASIS  SUFFERERS:  New  dermatological  light  boxes  can  be  helpful  aid 
n treating  certain  skin  disorders.  Ask  your  dermatologist  about  it.  (Caution: 
)o  not  use  with  a photosensitizing  agent  such  as  the  Psoralens)  For  more  in- 
brmation  call  Don  McNerney  (914)  693-4439,  or  write  to  Ultra  Violet  Light  Box 
Jorp.,  50  Wood  Ave.,  Ardsley,  New  York  10502. 


.1  AND  STUDY  W'EEKS.  NATIONAL  authorities  and  outstanding  educational 
programs  at  New  England's  finest  ski  resorts.  Waterville  Valley  Primary  Care 
Conference  (January  25-30)  and  Sugarbush  Psychiatry  Conference  (February 
3—13).  22  CME  credits.  Medical  Education  Conferences,  Dept.  N,  Box  2334, 
Providence,  R.I.  02906;  (401)  751-0001. 

TENTION  M.D.’S,  D.D.S.',  ADMINISTRATORS — Your  signature  is  worth 
ip  to  $35,000  CASH  for  any  purpose — establish  new  practice,  working  capital, 
lebt  consolidation,  investment.  Up  to  five  years  to  repay.  Fast  decisions, 
professional  service.  Call  now — Drummer's  Realty  and  Mgt.  Corp.  49  Brewster 
\ve.,  Carmel  N.Y.  10512.  “The  Financial  Center”  (914)  225-8415. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient's  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


IRTIFIED  PUBLIC  ACCOUNTANTS — income  tax  preparation,  accounting 
»nd  financial  planning  are  year  round  functions.  With  today's  complex  society 
vou  need  an  informed  professional  on  your  side.  Goldstein  & Morris,  501  Fifth 
Ave.,  NY,  NY  10017.  Member:  New  York  State  Society  of  CPA’s.  Foracon- 
~ Nultation,  call  (212)  682-3378. 


IRRENT  CLINICAL  PEDIATRICS— MARCH  2-5,  1981.  Smugglers'  Notch 
Ski  resort,  Jeffersonville,  VT.  Sponsor:  Boston  University  School  of  Medicine 
Department  of  Pediatrics.  Course  Director:  Stephen  1.  Pelton,  M.D.  Contact: 
'Donna  Marcy,  CME,  BUSM,  80  E.  Concord  St.,  Boston,  MA  02118.  (617) 
•247-5603. 


SPRING  VALLEY,  NEW  YORK.  Exceptional,  custom-built  contemporary  house, 
brick-cedar  exterior  on  2 beautifully  landscaped  acres.  Complete  privacy.  Large 
Anthony  pool,  oversized  rooms,  3 bedrooms,  2 V2  baths,  paneled  den,  built-in  li- 
brary, beamed  cathedral  ceiling  in  dining  and  living  rooms,  thermopane  win- 
dow-walls, modern  in-eating  kitchen,  large  patios,  screened  flagstone  porch, 
gazebo,  large  insulated  attic,  large  basement,  2 car  garage  with  automatic  door, 
2-zone  gas  heating,  central  air  conditioning,  burglar  alarm  throughout,  appliances, 
(914)  354-5921. 


CONDOMINIUM  CONVERSION.  YOUR  PROFIT  potential  in  converting  your 
Medical/Professional  Building  into  a commercial  condominium  is  excellent. 
Learn  more  about  this  exciting  concept.  Contact;  Paul  Gellert,  Gelco  Realty 
Corp.,  595  Fifth  Avenue,  New  York,  NY  10017  (212)  223-1130. 


EAL  ESTATE  FOR  SALE  OR  RENT 


- 1CTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P. , Douglas  Elliman-Gibbons 
i & Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

1 m 

ANHATTAVS  EAST  SIDE,  133  EAST  73RD  ST  . N Y C.  LEXINGTON 
(Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
■office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises  No  leases 
■necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


..iYSICIAN’S  HOME/OFFICE,  ORANGE  COUNTY,  N.Y.  Near  Middletown 
and  Newburgh.  Over  one  acre  with  large  parking  lot.  Modern  office,  (8  rooms), 
attached  home  (18  rooms)  3 floors  and  basement.  Oversized  two-car  garage. 
Brick  exterior,  oil  fired  hot  water  cast-iron  baseboard,  4-zone  heating  system. 
“*  All  copper  plumbing  and  wiring  (400  amp.  service).  Quarter  grain  oak  and  marble 
floors.  Other  lavish  accoutrements.  For  sale  or  rent  with  buy  option;  negotiable 
terms.  Dept.  139,  c/o  NYSJM. 


1IGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  MUST  SELL.  Sacrifice. 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
merable refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
and  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
.0027. 


ROSLYN  (NASSAU  CO.)  N.Y.  PHYSICIAN’S  HOME,  prime  location,  with 
separate  entrance  to  7 -room  office  suite.  Beautiful  treed  privacy.  Home  includes 
3 bedrooms,  2 baths,  living/dining  area,  den,  new  kitchen.  Finished  basement 
with  playroom,  laundry.  Close  excellent  schools,  stores,  LIRR  and  beach.  Re- 
tiring owner  will  introduce.  Offers  over  $135,000  invited.  (516)  621-1923  or 
621-9011. 


OPEN  HOUSE— 6V2  ROOM  DOCTOR’S  OFFICE  PLUS  seven  room  resi- 
dence— open  for  inspection  November  8 from  2 to  5 p.m. — address:  382  Mineola 
Blvd.,  Mineola,  Long  Island — Please  call  for  directions  and  information,  Data- 
Butterfield  Realty — ask  for  Frank  or  Marilyn — (516)  488-2121. 


SOUTH  SHORE,  LONG  ISLAND:  professional  office:  Large  waiting  room, 
secretarial  area,  2 consultation  rooms,  3 examining  rooms,  2 lavatories,  small  lab., 
furnace  room,  unfinished  attic — adjoins  gracious  4 bedroom  home  plus  maids, 
19th  century  English  architect’s  design.  One  block  to  general  hospital,  10-15 
minutes  to  4 major  Nassau  County  hospitals.  Established  pediatric  and  allergy 
practice  until  illness.  Mr.  Bratt,  Attorney  (516)  561-7444. 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency  physician 
group  throughout  Pa.,  N.Y.,  N.J.,  Mich,  and  Southeastern  U.S.  including  all 
suburban,  rural,  and  metropolitan  areas.  Fee-for-service  with  minimum 
guarantee  provided.  Malpractice  paid.  Practice  credits  towards  board 
certification.  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Ste.  400,  399  Market  St.,  Phila.,  PA 
19106  or  in  PA  call  (215)  925-3511;  Outside  PA  call  (800)  523-0776. 


JR  RENT  IN  NORTH  SHORE  AREA.  Up  to  3800  sq.  ft.  in  modern  brick 
“Professional”  building;  Main  road  location;  will  rent  to  single  practioner  or  group 
"■of  doctors.  For  additional  information  call:  (212)  661-5440  during  normal 
working  hours  or  (516)  922-1275  after  5:00  o’clock. 


"IICK  COLONIAL  HOUSE  ON  APPROXIMATELY  ONE  ACRE  of  land,  4 
oedroom,  4 baths,  den,  deck,  plus  existing  3 room  office  for  physician  or  dentist. 
9eautifully  landscaped,  convenient  to  schools,  shopping  and  commutation. 
Plenty  of  parking  in  rapidly  expanding  area  of  beautiful  homes  in  northern  New 
Rochelle  where  professional  services  are  greatly  needed.  Tel.  (914)  NE2- 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y.  1 1552 

516-483-0577 
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Imagine... 

...  if  there  weren't  an 
American  Medical  Association 
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Who  Would... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that  there  is  an  organization  to 
represent  all  physicians. 


1778 


For  more;  information  or  an  application,  call  or  write  tin;  AMA  Office  of 
Membership  Development  al  112-751-6410,  535  N.  Dearborn  St..  Chicago,  IL  60010. 
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NEW  YORK  CITY 


Lenox  Hill  Hospital 

100  East  77th  Street 
'Einhorn  Auditorium 
131  East  76th  Street 
November  1,  8:15  a. m.,  Saturday 

Section  on  Nephrology 

ADVANCES  IN  HYPERTENSION  AND  FLUID  AND 

ELECTROLYTE  MANAGEMENT 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Nephrology  Section,  Lenox 
Hill  Hospital,  100  East  77th  Street,  New  York  10021.  Tel: 
212/794-4256. 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY)  cosponsored  by  The 
American  Diabetes  Association  and  The  New 
York  Heart  Association 

One  Gustave  L.  Levy  Place 

October  31,  November  1,  9:00  a.m. -5:00  p.m.,  Friday  and 
Saturday 

ATHEROSCLEROSIS  AND  DIABETES 
Max  Ellenberg,  M.D.,  W.  Virgil  Brown,  M.D. 

FEE:  $150.  including  lunch  CREDIT:  AMA  Cat.  1(13 
hrs.) 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

One  Gustave  L.  Levy  Place 
November  7,  9:00  a.m. -5:00  p.m.,  Friday 

NEW  AMBULATORY  MEDICAL  AND  SURGICAL 
TECHNIQUES  APPLICABLE  TO  VENOUS  DISORDERS 
Robert  A.  Nabatoff,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (6 V2  hrs.) 

November  13,  14,  8:30  a m. -5:00  p.m.,  Thursday  and  Friday 
PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY 
Albert  Atlchek,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

November  13,  20,  TIME  TO  BE  ANNOUNCED,  Thursdays 
CARDIOPULMONARY  RESUSCITATION  FOR  HEALTH 
PROFESSIONALS 

Douglas  DiStefano,  M.D.,  Nicholas  Galli,  Ph.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 
November  18,  25,  TIME  TO  BE  ANNOUNCED,  Tuesdays 
CARDIOPULMONARY  RESUSCITATION  REFRESHER 
Douglas  DiStefano,  M.D.,  Nicholas  Galli,  Ph.D. 

FEE:  $30.  CREDIT:  AMA  Cat.  1 
*Beth  Israel  Medical  Center 
10  Nathan  Perlman  Place 

November  5,  6,  9:00  a.m. -4:00  p.m.,  Wednesday  and  Thursday 
CLINICAL  URODYNAMICS— A PRACTICAL  APPROACH 
Zafar  Khan,  M.D. 

FEE:  LECTURES  AND  LAB  DEMONSTRATIONS 
$70.  CREDIT:  AMA  Cat.  1 

LAB  DEMONSTRATIONS  ONLY  $20. 


Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 
‘Hoffman  Auditorium 

November  3-7,  8:30  a m. -4:30  p.m  , Monday-Friday 
CURRENT  CONCEPTS  IN  SURGICAL  ONCOLOGY 
Jatin  P.  Shah,  M.D. 

FEE:  $350.  CREDIT:  AMA  Cat  1 (30  hrs.) 

For  further  information  contact  Dr  Jatin  P.  Shah,  1275  York 
Avenue,  New  York  10021.  Tel:  212/794/7604. 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 

New  York  10028 

November  6,  4:15  p.m.,  Thursday 

ENDOCRINE  MANIPULATIONS  IN  THE  TREATMENT  OF 
CANCER 

Thomas  Fahey,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  contact  the  secretary  on  Continuing 
Medical  Education,  Doctors  Hospital,  170  East  End  Ave.,  New 
York.  Tel:  212/535/3000  Ext.  1 18 


The  New  York  Hospital-Cornell  University 
Medical  University  Medical  College 

525  East  68th  Street 
'Payne  Whitney  Clinic 
November  1,  9:30  a.m. -4:30  p.m.,  Saturday 
THE  NATURE  OF  THE  CREATIVE  PROCESS 
Frederic  Flach,  M.D. 

November  3,  10,  17,  6:30-8:00  p.m.,  Mondays 
DANCE/MOVEMENT  THERAPY 
Virginia  Klein  Weisman,  D.T.R. 

‘North  Shore  University  Hospital 
300  Community  Drive 
Manhasset 

November5,  12,  19,  8:15-9:45  p.m.,  Wednesdays 
PSYCHOANALYSIS  AND  LITERATURE 
Simon  A.  Grolnick,  M.D. 

'The  New  York  Hospital-Cornell  University  Medical  College 
*Uris  Auditorium 

November  15,  9:00  a.m. -4:30  p.m.,  Saturday 
PSYCHOLOGICAL  PERSPECTIVES 
Jay  B.  Rohrlich,  M.D. 

For  further  information  contact  Ruth  Pollack,  CME  Office, 
PWC  111,  Department  of  Psychiatry,  The  New  York  Hospital- 
Cornell  Medical  Center,  525  East  68th  Street,  New  York 
10021.  Tel:  212/472-4344. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

November  5 

CARDIOLOGY— “I” 

Martin  Cohen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

November  19 

CARDIOLOGY— “11” 

Martin  Cohen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  the  Mount  Sinai  School  of  Medicine,  CUNY 

10  Nathan  D.  Perlman  Place 

November  5-6,  9:00  a.m. -4:00  p.m.,  Wednesday  and  Thursday 
CLINICAL  URODYNAMICS— A PRACTICAL  APPROACH 
Zafar  Khan,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (8  hrs.) 
For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2000. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
November  6,  8:00  p.m. 

Section  on  Clinical  Nutrition 

FORUM:  THE  FEDERAL  DIETARY  GUIDELINES 
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D.  Mark  Hegsted,  Ph.D.,  Jules  Hirsch,  M.D. 

November  8,  9:00  a m. 

Section  on  Obstetrics  and  Gynecology  and  the 
Section  on  Anesthesiology  and  Resuscitation 

ULTRASOUND  AND  ANESTHESIA  IN  OBSTETRICS  AND 
GYNECOLOGY 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  cosponsored  by  the  National 
Cancer  Institute  (NSABP  Cancer  Control 
Network)  and  The  American  Cancer  Society 

1300  Morris  Park  Avenue 
Bronx 

'Van  Etten  Hospital,  Room  523 
4:00-5:30  p.m.,  Fridays 
November  7 

ONCOLOGIC  EMERGENCIES 
G.  C.  Escher,  M.D. 

November  2 1 

GYNECOLOGIC  ONCOLOGY:  OFFICE  DIAGNOSTIC 

PROCEDURES 

V.  Seltzer,  M.D. 

CREDIT:  AMA  & AAFP  Cat.  1 

For  further  information  contact  Albert  Einstein  College  of 
Medicine,  1300  Morris  Park  Avenue,  Bronx  10461.  Tel: 
212/430-2000. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

'Schwartz  Lecture  Hall,  Classroom  F 
401  East  30th  Street 

November  8,  9:00  a.m.- 1: 15  p.m.,  Saturday 

WHEN  AND  HOW  TO  ADMINISTER  THE  NEW 

ANTIBIOTICS 

James  J.  Rahal,  Jr.,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679/8745. 


Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

260  East  188  Street 
Bronx 

November  11,  8-10:00  p.m.,  Tuesday 
LOW  BACK  PAIN 
Stanley  Hoppenfeld,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  please  write  or  phone:  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx,  10458. 
Tel:  212/295-1100. 


State  University  of  New  York  Downstate 
Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

'Alumni  Memorial  Hall — 2nd  floor 
November  17,  4:00-5:00  p.m. 

VISITING  PROFESSOR  PROGRAM 
PULMONARY  EDEMA 
Joseph  C.  Gabel,  M.D. 

November  18,  5:00-6:00  p.m. 

CRYSTALLOIDS/COLLOIDS 
Joseph  C.  Gabel  M.D. 

For  further  information  contact  State  University  of  New  York, 
Downstate  Medical  Center,  450  Clarkson  Avenue.  Brooklyn 
11203.  Tel:  212/735-3344. 


Columbia-Presbyterian  Medical  Center 
sponsored  by  The  Foundation  of  Thanatology, 
College  of  Physicians  and  Surgeons,  Columbia 
University 

'Alumni  Auditorium 
Black  Building 

November  11,  8:50  a m. -4:00  p.m.,  Tuesday 
November  12,  8:50  a.m. -4:00  p.m.,  Wednesday 
November  13,  8:50  a.m. -2:00  p.m.,  Thursday 
SYMPOSIUM: 

ACUTE  GRIEF  III— THE  GRIEF  CONTINUUM: 
ANTICIPATORY  GRIEF; 

DYING  AND  DEATH; 

ACUTE  GRIEF,  BEREAVEMENT; 

RECOVERY  FROM  BEREAVEMENT 
OR  PATHOLOGICAL  BEREAVEMENT; 

AND  LIFELONG  BEREAVEMENT 
FEE:  $90.  (3  days) 

$60.  (for  One/Two  days) 

For  further  information  contact  Columbia-Presbyterian 
Medical  Center,  168th  Street  and  Fort  Washington  Avenue, 
New  York  10032. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

November  13-15 

PROBLEMS,  COMPLICATIONS  AND  CONTROVERSIES  IN 
VASCULAR  SURGERY 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx,  10461.  Tel:  212/430-2822. 


Saint  Mary’s  Hospital  of  Brooklyn 

170  Buffalo  Avenue 
Brooklyn 

8:00-9:00  a.m. 

November  12,  Wednesday 
ATYPICAL  PNEUMONIA 
H.  William  Harris,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
November  26,  Wednesday 

DIAGNOSIS  OF  OBSTRUCTIVE  JAUNDICE 
Satish  Chawla,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information,  contact  Saint  Mary's  Hospital 
Division  of  the  Catholic  Medical  Center,  Department  of 
Medicine,  170  Buffalo  Avenue,  Brooklyn  1 1213.  Tel:  212/ 
774-3600,  ext.  2044/2045. 


American  Medical  Association  in  cooperation 
with  The  Associated  Medical  Schools  of  New 
York,  State  University  of  N.Y.  Downstate 
Medical  Center,  Mount  Sinai  School  of 
Medicine,  New  York  University  School  of 
Medicine,  Cornell  University  Medical  College, 
Albert  Einstein  College  of  Medicine,  Columbia 
University  College  of  Physicians  & Surgeons 

535  North  Dearborn  Street 
Chicago 

'Grand  Hyatt  Hotel 

Lexington  Avenue  and  42nd  Street 

New  York 

*M-Member 

'N-Non-Member 

November  14,  8:30  a.m. -4:00  p.m.,  Friday 
BASIC  ELECTROCARDIOGRAPHY 
FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 
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ACID-BASE,  FLUID  AND  ELECTROLYTES 

FEE:  M $60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs). 

RECENT  DIAGNOSTIC  THERAPEUTIC  ADVANCES  IN 

RADIOLOGY 

FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs). 

DERMATOLOGY  FOR  NON-DERMATOLOGISTS 
FEE:  M $60.  N $90.  CREDIT:  AMA  Cat.  1 (6  hrs). 

PAIN,  DIAGNOSIS  AND  THERAPY 
FEE:  M-$60.  N $90.  CREDIT:  AMA  Cat.  1 (6  (hrs.) 

November  14,  8:00  a. m. -6:00  p.m.,  Friday 

MASS  MEDIA-SPEAKER  TRAINING  SEMINAR 
FEE:  M-$90.  N-$130.  CREDIT:  AMA  Cat.  2 
November  15,  8:30  a. m. -4:00  p.m.,  Saturday 
ADVANCED  ELECTROCARDIOGRAPHY 
FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

CRITICAL  PATIENTS— CRITICAL  CARE— POOR  MEDICAL 
RISK,  POOR  SURGICAL  RISKS 

FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

RECENT  DIAGNOSTIC  AND  THERAPEUTIC  ADVANCES  IN 
HYPERTENSION:  GASTROENTEROLOGY  AND 
ENDOCRINOLOGY 

FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

UPDATE  IN  NEUROLOGY  AND  NEUROSURGERY 
FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

PHYSICIANS'  PRACTICE  MANAGEMENT 
FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

November  15,  8:00  a. m. -4:00  p.m.,  Saturday 

IMPROVING  ENGLISH  PRONUNCIATION  FOR  FOREIGN 
MEDICAL  GRADUATES 

FEE:  M-$130.  N-$170.  CREDIT:  AMA  Cat.  2 (7  hrs.) 
November  16,  8:30  a. m.  -12  Noon,  Sunday 

CHEST  X-RAY  & ABDOMINAL  PLANE  FILMS 
FEE:  M-$40.  N-$60.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

November  16,  8:30  a. m. -12  Noon,  Sunday 
CARDIAC  EMERGENCIES 

FEE:  M-$40.  N-$60.  CREDIT:  AMA  Cat.  1 (4  hrs.) 
November  16,  8:30  a.  m.  -12  Noon,  Sunday 

RECENT  DIAGNOSTIC  & THERAPEUTIC  ADVANCES  IN 
PSYCHOTROPIC  DRUGS 

FEE:  M-$40.  N-$60.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

November  16,  8:30  a. m.  -12  Noon,  Sunday 

ACUTE  RESPIRATORY  DISTRESS  SYNDROME 
FEE:  M-$40.  N-$60.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

November  16,  8:30  a m. -4:00  p.m.,  Sunday 
ENHANCING  YOUR  FINANCIAL  SKILLS 
FEE:  M-$60.  N-$90.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

November  16,  8:30  a.m. -12  Noon,  Sunday 
PRESCRIBING  EXERCISE  PROGRAMS 
FEE:  M-$40.  N-$60.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  AMA  Department  of  Meeting 
Services,  535  N.  Dearborn  St.,  Chicago,  II  60610.  Tel: 
312/751/6157. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
’Classroom  F 
Schwartz  Lecture  Hall 
401  East  30th  Street 

November  15,  8:00  a.m. -5:00  p.m.,  Saturday 

BASIC  REVIEW  OF  PATHOLOGY  AND  RADIOLOGY  FOR 
UROLOGISTS 

PRE-TEST  SELF  EXAMINATION 
Robert  L.  Rowan,  M.D. 

CURRENT  APPROACH  TO  THE  STUDY  OF  TESTIS 
TUMORS 

Fathollah  K.  Mostofi,  M.D. 

TESTICLE  AND  EXTERNAL  GENITALIA 
Roger  A.  Schinella,  M.D. 

URINARY  BLADDER 
Robert  L.  Rowan,  M.D. 

ADRENAL  GLAND 
Roger  A Schinella,  M.D. 


KIDNEY 

Fathollah  K.  Mostofi,  M.D. 

THE  KIDNEY 
Morton  A.  Bosniak,  M.D. 

RENAL  AND  ADRENAL  MASSES 
Morton  A.  Bosniak,  M.D. 

TESTICLE  IN  INFERTILE  MALE 
Lawrence  Dubin,  M.D. 

November  16,  8:00  a.m. -3:45  p.m.,  Sunday 
PROSTATE 

Mircea  N.  Golimbu,  M.D. 

PATHOLOGY 
Robert  L.  Rowan,  M.D. 

THE  PLAIN  FILM  OF  THE  ABDOMEN 
Richard  S.  Lefleur,  M.D. 

PEDIATRIC  RADIOLOGY 
Nancy  B.  Genieser,  M.D. 

RADIONUCLIDE  IMAGING  IN  UROLOGY,  RENOGRAMS 
Anthony  Passalaqua,  M.D. 

SONOGRAPHY  AND  CT  IMAGING  IN  UROLOGY 
Elias  Kazam,  M.D. 

GENITOURINARY  TRAUMA 
Salah  Al-Askari,  M.D. 

PEDIATRIC  RADIOLOGY 
Mircea  N.  Golimbu,  M.D. 

REVIEW  OF  MAJOR  PATHOLOGY  SLIDES 
Robert  L.  Rowan,  M.D. 

FEE:  $225.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

$169.  Alumni  and  Former  Residents 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
’Schwartz  Lecture  Hall 
401  East  30th  Street 
November  15,  Saturday 

HYPNOSIS,  AMYTAL  & POLYGRAPHY 
CRITICAL  ISSUES  IN  MENTAL  HEALTH  AND  THE 
CRIMINAL  LAW 
November  16,  Sunday 

SCIENTIFIC  TRUTH  DETECTION: 

TECHNIQUE  AND  CLINICAL  APPLICATIONS 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/340-5295. 


United  Hospital  Fund  of  New  York  in  co- 
sponsorship with  the  New  York  City  Health 
Systems  Agency 

3 East  54th  Street 

’New  York  Academy  of  Medicine 

2 East  103rd  Street 

November  18,  9:00  a.m. -4:15  p.m. 

THE  HOSPITAL  AS  A WORK  ENVIRONMENT 
For  further  information  contact  Joan  Herman,  Center  for 
Continuing  Education,  United  Hospital  Fund  of  New  York,  3 
East  54th  Street,  New  York  10022.  Tel:  212/754-1080  ext. 
262. 


Veterans  Administration  Medical  Center  co- 
sponsored by  the  Office  of  Continuing  Medical 
Education,  Downstate  Medical  Center 

800  Poly  Place 
Brooklyn 
November  18 

8TH  ANNUAL  NEUROLOGY  SERVICE  TEACHING  DAY 
NEUROENDOCRINOLOGY 
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NO  FEE  CREDIT:  AMA  Cat.  1 (8  hrs.) 

For  further  information  contact  Dr.  Walter  R.  Slade,  Jr.,  Chief, 
Neurology  Service,  V A Medical  Center,  800  Poly  Place, 
Brooklyn  11203.  Tel:  212/836-6600,  ext.  562. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
'Cornell  Medical  Center 
Uris  Auditorium 

November  19,  7:00-9:00  p.m.,  Wednesday 
THE  UPDATE  YOUR  MEDICINE  1980-1981 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital.  1300  York  Avenue,  Box  #37,  New  York  10021. 

Tel:  212/737-4444. 


Columbia  University  College  of  Physicians  and 
Surgeons 

701  West  168th  Street 
* Sheraton  Center 
52nd  Street  and  Seventh  Avenue 
November  20-21 

SYMPOSIUM  ON  ADOLESCENT  NUTRITION 
Myron  Winick,  M.D. 

For  further  information  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  701  West  168th  Street,  New 
York  10032. 

Long  Island  Jewish-Hillside  Medical  Center 
sponsored  by  the  Department  of  Social  Work 

New  Hyde  Park 
'Loews  Warwick  Hotel 
New  York  City 

November  21,  8:30  a. m.  -4:00  p.m. 

THE  IDENTIFICATION  AND  TREATMENT  OF  SPOUSE 
ABUSE:  THE  ROLE  OF  COMMUNITY  HEALTH  AND 
MENTAL  HEALTH  AGENCIES 
FEE:  $25.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

'Waldorf  Astoria  Hotel 
Astor  Salon 
301  Park  Avenue 
November  22 

CRITIQUE  OF  INTRAVENOUS  ANESTHESIA 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


QUEENS 


American  College  of  Physicians,  Queens 
Hospital  Center  Affiliation  Long  Island  Jewish- 
Hillside  Medical  Center,  State  University  of 
New  York  at  Stony  Brook 

'New  York  Hilton  Hotel 
New  York 
November  3-7 

ADVANCES  IN  PULMONARY  MEDICINE 

For  further  information  contact  American  College  of 


Physicians,  Postgraduate  Education  Department,  4200  Pine 
Street,  Philadelphia,  Pa.  19104. 


Flushing  Hospital  and  Medical  Center 
cosponsored  with  Memorial  Sloan  Kettering 
Center 

Parsons  Boulevard  and  45th  Avenue 

Flushing 

November  6 

PREVENTION  AND  TREATMENT  OF  CERVICAL  CANCER 
Donald  Clark,  M.D. 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing 
11355.  Tel:  212/670-5000. 


Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

November  2,  9:00  a m.- 12  Noon 

FLUIDS,  ELECTROLYTES  & ACID  BASE  BALANCE  AND 
THE  INTERPRETATION  OF  ARTERIAL  BLOOD  GASES 
DISTURBANCES  IN  BODY  FLUID  OSMOLALITY  & 
RELATED  ABNORMALITIES  IN  URINARY  EXCRETION  OF 
WATER  & SOLUTE 
CREDIT:  AMA  Cat.  1 
November  6 

PREVENTION  AND  TREATMENT  OF  CERVICAL  CANCER 
Donald  Clark,  M.D. 

November  11 

INFECTIOUS  DISEASES  IN  THE  COMPROMISED  HOST 
Donald  Armstrong,  M.D. 

CREDIT:  AMA  Cat.  1 
November  14,  8:15  a.  m. -9:45  a. m. 

FEMALE  REPRODUCTIVE  ENDOCRINOLOGY 
PRIMARY  & SECONDARY  AMENORRHEA 
CREDIT:  AMA  Cat.  1 

November  18 

THYROID:  STATE  OF  THE  ART  & ASSESSMENT  OF 
THYROID  FUNCTION 
Martin  Surks,  M.D. 

CREDIT:  AMA  Cat.  1 
November  25 

ANTICOAGULANTS:  USES  AND  ABUSES 
Marvin  Kagen,  M.D. 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing  11355. 
Tel:  212/670-5000. 


Advanced  Institute  for  Analytic  Psychotherapy 

178-10  Wexford  Terrace 
Jamaica  Estates 
'Barbizon  Plaza  Hotel 
New  York 
November  15 

NATIONAL  CONFERENCE 
DISCUSSING  PSYCHOANALYTIC  THERAPY  OF 
BORDERLINE  PATIENTS 
Harold  F.  Searles,  M.D. 

For  further  information  contact  Joseph  LeBoit,  Advanced 
Institute  for  Analytical  Psychotherapy,  178-10  Wexford 
Terrace,  Jamaica  Estates,  1 1432.  Tel:  212/739-7099. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
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of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

November  4,  4:00-6:00  p.m. 

CLINICAL  IMMUNOLOGY 
Frederick  P.  Siegal,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Community  Relations 

Department,  Long  Beach  Memorial  Hospital,  445  E.  Bay 

Drive,  Long  Beach  1 1561.  Tel:  516/432-8000,  ext.  362  or 

363. 

Nassau  Academy  of  Medicine 

1200  Stewart  Avenue 
Garden  City 

November  3,  6:30-10:30  p.m. 

CARDIOPULMONARY  RESUSCITATION 
Physicians  Only — Certification  in  One  Session 
FEE:  $20.  CREDIT:  AMA  Cat.  1 (3  hrs.) 

AAFP  prescribed  3 hrs. 

For  further  information  contact  Marge  Simat,  Coordinator, 
CME,  Nassau  Academy  of  Medicine,  1200  Stewart  Avenue, 
Garden  City  11530.  Tel:  516/832-2322. 

Nassau  Academy  of  Medicine  and  Nassau 
County  Medical  Society  Joint  Seminar 

1200  Stewart  Avenue 
Garden  City 

November  5,  9:00  a. m. -5:00  p.m. 

PATIENT  SAFETY  AND  PHYSICIAN  EXPOSURE  TO 
PROFESSIONAL  LIABILITY 

FEE:  $ 50.  Members  CREDIT:  AMA  Cat.  1 (7  hrs.) 
$100.  Non-Members 

For  further  information  contact  Marge  Simat,  Coordinator, 
CME,  Nassau  Academy  of  Medicine,  1200  Stewart  Avenue, 
Garden  City  11530.  Tel:  516/832-2322. 


Nassau  Academy  of  Medicine  cosponsored  by 
Nassau  County  Medical  Center  and  Albert 
Einstein  College  of  Medicine 

1200  Stewart  Avenue 
Garden  City 

November  19.  8:45  a. m. -5:30  p.m. 

PAIN  STATE  OF  THE  ART  1980 

FACULTY:  I.  Cary  Andrews,  M.D.,  Ernesto  Capulong,  M.D., 
Arminiums  Cassvan,  M.D.,  Arie  Feibel,  M.D.,  Lawrence  W. 
Friedmann,  M.D.,  Elizabeth  Kolin,  Ph.D.,  Ronald  Melzack, 
Ph.D.,  Eric  Simon,  Ph.D.,  Lois  Stack,  R.N.,  Stephen  Weitz, 
M.D. 

FEE:  $15.  Residents  CREDIT:  AMA  Cat.  1 (7  hrs.) 
$35.  Members  AAFP  prescribed  7 hrs. 

$50.  Non-Members 
$35.  Allied  Health 

For  further  information  contact  Marge  Simat,  Coordinator, 
CME,  Nassau  Academy  of  Medicine,  1200  Stewart  Avenue, 
Garden  City  11530.  Tel:  516/832-2322. 


Nassau  Hospital 

259  First  Street 
Mineola 

November  1980 
FAMILY  PRACTICE 
•Breed  Conference  Room 
November  25,  10:00  a.m.,  Tuesday 
INTRAVENOUS  SUPPORT  UPDATE 
Franklin  Johnson,  M.D. 

INTERNAL  MEDICINE 
1 1:00  a m . Mondays 
"Breed  Conference  Room 
November  3 

EMOTIONAL  PROBLEMS  OF  THE  ELDERLY 
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Herman  Willner,  M.D. 

November  10 
OBESITY 

Ashok  N.  Vaswani,  M.D. 

November  17 

USEFUL  CLINICAL  PRINCIPLES  FOR  THOSE  TAKING 
CARE  OF  THE  ELDERLY 
David  Mumford,  M.D. 

November  24 

RELIABILITY  OF  LABORATORY  TESTS 
Joseph  G.  Fink,  M.D. 

CRITICAL  CARE  CONFERENCES 
11:00  a.m.,  Tuesdays 
'Breed  Conference  Room 
November  4 

METABOLIC  ACIDOSIS 
Edward  Kowalski,  M.D. 

November  1 1 

STATUS  ASTHMATICUS 
John  Rooney,  M.D. 

November  18 

MOVEMENT  DISORDERS 
Sydney  Louis,  M.D. 

November  25 

DIAGNOSIS  AND  MANAGEMENT  OF  ACUTE 
MECHANICAL  COMPLICATIONS  OF  MYOCARDIAL 
INFARCTION 
Nicholas  James,  M.D. 

ADVANCES  IN  MEDICINE 

10:00  a.  m.  -noon,  Wednesdays 
'Breed  Conference  Room 
November  5 

RENAL  OSTEODYSTROPHY 
Joseph  M.  Letteri,  M.D. 

November  19 

NEUROENDOCRINE  REGULATION 
Robert  Y.  Moore,  M.D. 

November  26 

CORONARY  HEART  DISEASE  IN  PATIENTS  WHO 
SURVIVE  TO  ADULTHOOD  WITH  OR  WITHOUT 
MEDICAL  MANAGEMENT 
Mary  Allen  Engle,  M.D. 

PROBLEM  SOLVING  CONFERENCES 
1 1:00  a.m.,  Fridays 
'Breed  Conference  Room 
November  7 

THE  UREMIC  STATE 
Neal  Ahlbaum,  M.D. 

November  14 

COPD— ASPECTRUM 
John  Rooney,  M.D. 

November  2 1 

DIAGNOSTIC  TESTS  IN  NEUROLOGY 
Sydney  Louis,  M.D. 

November  28 

WHAT  IS  THE  ROLE  OF  EXERCISE  STRESS  TESTING 
Fattah  Shahidi,  M.D. 

OBS TETRICS-G YNECOLOG Y DEPARTMENT 
8:00  a.m.,  Fridays 
'Breed  Conference  Room 

UPDATE  IN  GYN  AND  OBSTETRICAL  PATHOLOGY 
November  7 

CYTOLOGY  II— NORMAL  AND  INFLAMMATORY 
CONDITIONS 
November  2 1 

PATHOLOGY  OF  THE  PLACENTA  II 
UPDATE  IN  GYNECOLOGIC  ENDOCRINOLOGY 
9:00  a.m.,  Friday 
'Breed  Conference  Room 
November  7 

ORIGIN  OF  ESTROGENS  AND  SITUATIONS  OF 
UNOPPOSED  ESTROGEN  PRODUCTION 
Raymond  L.  Vande  Wiele,  M.D. 

UPDATE  IN  GYNECOLOGIC  ONCOLOGY 
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9:00  a m.,  Friday 
' Breed  Conference  Room 
November  28 

CARCINOMA  OF  THE  ENDOMETRIUM 
UPDATE  IN  PERINATOLOGY 
9:00  a m.,  Friday 
November  21 

PRENATAL  DIAGNOSIS— RECENT  ADVANCES 
MEDICAL  LECTURE  SERIES 
8:00  a m.,  Friday 
'Breed  Conference  Room 
WORKUP  OF  ANEMIA 
Barry  Gimbel,  M.D. 

OPHTHALMOLOGY 

MODERN  TRENDS  IN  OPHTHALMOLOGY 
5:00  p.m.,  Tuesday 
' Board  Room 
November  18 

EVALUATION  AND  TREATMENT  OF  EPIPHORA 
Perry  Garber,  M.D. 

PEDIATRICS  DEPARTMENT 
PEDIATRIC  GRAND  ROUNDS 
1 1:45  a m.,  Wednesday 

CHRONIC  INFLAMMATORY  BOWEL  DISEASE 
Fred  Daum,  M.D. 

NEONATAL  LECTURE  SERIES 
1:00  p.m.,  Thursdays 
'6  New  Conference  Room 
November  6 

A TYPICAL  SEPTAL  DEFECTS  IN  NEWBORN 
November  13 

ALIMENTARY  TRACT  OBSTRUCTION— PART  I 
November  20 

ALIMENTARY  TRACT  OBSTRUCTION— PART  II 
PERINATAU NEONATAL  CONFERENCE 
12:00  noon,  Fridays 
'Breed  Conference  Room 
November  7 

MORBIDITY  AND  MORTALITY  CONFERENCE 
November  14 

NEONATAL  FLUID  AND  ELECTROLYTE  BALANCE 
November  2 1 

PERINATAL  CASE  STUDIES 
DEPARTMENT  OF  PSYCHIATRY 
12: 15  p.m.,  Wednesdays 
' 1 New  Conference  Room 
November  5 

PART  II:  CHAIRMAN  MAO:  THE  PSYCHOLOGY  OF  A 
REVOLUTIONARY  HERO 
Alexander  Oei,  M.D. 

November  12 

PART  III:  CHINESE  CULTURE  AND  PSYCHOPATHOLOGY 
Alexander  Oei,  M.D. 

November  19 

CIVIL  LIBERTIES  OF  PSYCHIATRIC  PATIENTS 
Robert  Levy,  Esq. 

November  26 

SUICIDE  IN  CHILDREN  AND  ADOLESCENTS 
Matilda  Rice,  M.D. 

RADIOLOGY  GUEST  LECTURE  SERIES 
3:00  p.m.,  Thursday 
'Breed  Conference  Room 

ISCHEMIC  BOWEL  DISEASE 
Morton  Meyers,  M.D. 

SURGICAL  CORE  LECTURES 

4-5:00  p.m.,  except  Fridays  2-3:00  p.m. 

'Room  B,  except  Tuesdays  5 New 
November  3 
ANATOMY  III 
Ralph  Ger,  M.D. 

November  4 

SURGICAL  MANAGEMENT  OF  URINARY  CALCULUS 
DISEASE 

Andrew  J.  McGowan,  M.D. 

November  5 

THE  SPECTRUM  OF  RADIOLOGIC  DIAGNOSIS  OF 


COLITIS 

David  Faegenburg,  M.D. 

November  6 

BASIC  CONCEPTS  OF  URINARY  LITHIASIS  AND 
MEDICAL  MANAGEMENT 
Harry  Wogalter,  M.D. 

November  7 

CLINICAL  PATHOLOGY:  VITAMIN  D METABOLISM, 
CALCIUM  METABOLISM  AN  PARATHYROID  HORMONES 
John  F.  Aloia,  M.D. 

November  10 

EMBRYOLOGY  OF  THE  URINARY  TRACT  AND 
ANOMALIES 

Michael  Ferragamo,  M.D. 

November  11 

CARCINOMA  OF  THE  BREAST 
Carlos  Romero,  M.D. 

November  12 

MAMMOGRAPHY,  A USEFUL  ADJUNCT  IN  BREAST 
DIAGNOSIS 

David  Faegenburg,  M.D. 

November  14 

ENDOCRINOLOGY:  THE  METABOLIC  RESPONSE  TO 
SURGERY  II 
Edmund  Fallon,  M.D.  . 

November  17 

HYPOPHOSPHATEMIA  AND  THE  ANION  GAP 
Louis  Imbriano,  M.D. 

November  18 
SHOCK  I 

Charles  Rogers,  M.D. 

November  19 

BONE  TUMORS— CLASSIFICATION:  RADIOLOGIC  AND 

MICROSCOPIC 

David  Faegenburg,  M.D. 

November  25 
SHOCK  II 

Charles  Rogers,  M.D. 

November  26 

PHARMACOLOGY  OF  COMMONLY  USED  LOCAL  IV 
AND  INHALATION  ANESTHETICS  II 
Joseph  Vilasi,  M.D. 

November  28 

TRANSPLANTATION  IMMUNOLOGY  I 
Felix  Rapaport,  M.D. 

DEPARTMENT  OF  UROLOGY 
7:45  a.m.,  Tuesday 
'Breed  Conference  Room 
November  4 

VISITING  PROFESSOR  LECTURE  SERIES 
John  J.  Williams,  M.D. 

For  further  information  contact  G.  E.  Lessard,  Ph  D., 
Associate  Director  of  Medical  Education,  Nassau  Hospital, 
259  First  Street,  Mineola  1 1501 . Tel:  516/663/2521. 


North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 
November  11 

DIVISION  OF  OPHTHALMOLOGY  CONFERENCE 
SCHEDULE 

THE  USE  OF  CAT  SCAN  IN  ORBITAL  DISEASE 
Stephen  Trokel,  M.D. 

November  18 

THE  PROBLEM  OF  BORDERLINE  GLAUCOMA 
G.  Peter  Halberg,  M.D. 

November  25 

DIAGNOSIS  AND  MANAGEMENT  OF  SUBRETINAL 

NEOVASCULARIZATION 

Ronald  Balkin,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  11030. 
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Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 
November  28 

GRAND  ROUNDS 

ANNUAL  REVIEW  OF  AMERICAN  ACADEMY  OF 
OPHTHALMOLOGY  MEETING 

Drs.  Mitchel  Ashkanazy,  Rose  Lombardo,  Albert  Gross, 
Joseph  Bacotti 

For  further  information  contact  Elsa  K.  Rahn,  M.D.,  Director, 
Division  of  Ophthalmology,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-0123. 

Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

November  1980-May  29,  1981 

GRAND  ROUNDS  IN  PSYCHIATRY 
TARGET  GROUP:  Professional  Staff  of  Nassau  County 
Medical  Center,  Department  of  Psychiatry  and  Psychology 
NO  FEE 

For  further  information  contact  Paul  Gregory,  M.D.,  Nassau 
County  Medical  Center,  2201  Hempstead  Turnpike,  East 
Meadow  11554.  Tel:  516/542-3887. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center  (SUNY) 

'Long  Island  Jewish-Hillside  Medical  Center  New  Hyde  Park 
Department  of  Ophthalmology 
November  10 

VITRECTOMY— VITRECTOMY  TECHNIQUES  FOR  THE 
ANTERIOR  SEGMENT  SURGEON 
Richard  Mackool,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital  Medical  Center 

101  Hospital  Road 
Patchogue 

' 1st  Floor  Conference  Room 
November  1 

MEDICAL  GRAND  ROUNDS 
Martin  Liebowitz,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 
'2nd  Floor  Conference  Room 
November  4 

COMMON  ORTHOPEDIC  PROBLEMS  IN  CHILDHOOD 
Stuart  Polisner,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital 
Medical  Center,  101  Hospital  Road,  Patchogue  11772.  Tel: 
516/654-7000. 


SUNY  at  Stony  Brook 

Health  Sciences  Center 
'Level  2,  Lecture  Hall  2 
November  6 

ETHICS  & VALUES:  A MENTAL  HEALTH  PERSPECTIVE 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

November  13 

SURGICAL  INFECTIONS  SYMPOSIUM 

FEE  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

For  further  information  contact  Dr  Tamarath  K.  Yolles, 

/ ',  .oc  Dean  for  Continuing  Medical  Education,  516/246- 

2094/2135. 
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St.  Charles  Hospital  cosponsored  by  St. 
Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
*St.  Charles  Lecture  Room 
November  3,  1 1:45  a.m.- 1: 15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
*St.  Charles  Classroom  A 
November  7,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
'St.  Charles  Lecture  Room 
November  10,  1 1:45  a.m. -1:00  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
*St.  Charles  Classroom  A 
November  14,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
‘St.  Charles  Board  Room 
November  17,  7:00  a.m. 

ANESTHESIOLOGY  CONFERENCE 
ANESTHESIA  MANAGEMENT  OF  SCOLIOSIS 
Edward  A.  Norris,  M.D. 

*St.  Charles  Lecture  Room 
November  17,  7:30  a.m.,  Monday 
OPHTHALMOLOGY  CONFERENCE 
November  17,  1 1:45  a.m.- 1: 15  p.m. 

TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
*St.  Charles  Classroom  A 
November  21,  8:00a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
*St.  Charles  Lecture  Room 
November  24,  1 1:45  a m.- 1: 15  p.m.,  Monday 
TUMOR  CONFERENCE 
CARCINOMA  OF  THE  PANCREAS 
Harry  Saroff,  M.D.,  Douglas  Brand,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  St.  Charles  Hospital,  200  Belle  Terre 
Road,  Port  Jefferson  1 1777.  Tel:  516/473-2800. 


Mather  Memorial  Hospital  cosponsored  by  St. 
Francis  Hospital 

North  Country  Road 

Port  Jefferson 

'Mather  Conference  Room 

November  10,  8:00-10:00  p.m.,  Monday 
POST  GRADUATE  DENTAL  PROGRAM 
ACUTE  MEDICAL  EMERGENCIES  FOR  THE  DENTIST 
Michael  P.  Cesa,  M.D. 

November  11,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
CRITICAL  CARE  OF  THE  SURGICAL  PATIENT 
Richard  Dranitzke,  M.D. 

November  12,  7:30  a.m.,  Wednesday 
PSYCHIATRIC  CONFERENCE 
FAMILY  THERAPY 
Ira  Glick,  M.D. 

November  18,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
GENETIC  COUNSELING 
Jessica  Davis,  M.D. 

November  25,  8:00  a.m.,  Tuesday 
PEDIATRIC  CONFERENCE 

ACUTE  DIARRHEAL  DISEASES  AND  ROTOVIRUS  IN 

CHILDREN 

John  C.  Partin,  M.D. 


November  25,  1 1:30  a m.  -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
HYPERALIMENTATION 
Joseph  C.  Bottino,  M O. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  Mather  Memorial  Hospital,  North  Country 
Road,  Port  Jefferson  1 1777.  Tel:  516/473-1320. 


RICHMOND  COUNTY 


The  Staten  Island  Hospital 

475  Seaview  Avenue 
Staten  Island 
November  9 

SYMPOSIUM  ON  JUVENILE  DIABETES:  THE  NEED  FOR 
DIABETIC  CONTROL. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Ms.  Marion  Smith,  Registrar, 
Department  of  Pediatrics,  The  Staten  Island  Hospital,  475 
Seaview  Avenue,  Staten  Island  10305.  Tel:  212/390-9360. 


DUTCHESS  COUNTY 


New  York  Medical  College 

Valhalla 

‘Veterans  Administration  Medical  Center 
Castle  Point 

November  7,  1 1:30  a m. -4:30  p.m. 

SESSION  I 

FOURTH  ANNUAL  SYMPOSIUM  ON  VASCULAR 
SURGERY 
‘ 5:30-7:00  p.m. 

Holiday  Inn 
Fishkill 

COCKTAILS  AND  DINNER 
7:00- 10:00  p.m. 

SESSION  II 

FOURTH  ANNUAL  SYMPOSIUM  ON  VASCULAR 
SURGERY 

‘Veterans  Administration  Medical  Center 
Castle  Point 

November  8,  9:00-1 1:45  a. m.,  Tuesday 
SESSION  III 

FOURTH  ANNUAL  SYMPOSIUM  ON  VASCULAR 

SURGERY 

SESSION  IV 

WORKSHOP,  VASCULAR  CLINIC-LABORATORY 
CREDIT:  AMA  Cat.  1(14  hrs.) 

For  further  information  contact  New  York  Medical  College, 
Saverio  S.  Bentivegna,  M.D.,  Associate  Dean  and  Director  of 
Continuing  Medical  Education,  Valhalla  10595.  Tel:  914/ 
347-5147. 


WESTCHESTER  COUNTY 


New  York  Medical  College 

Valhalla 

•INSTRUCTIONAL  TELEVISION  PRESENTATION 
November  6 

BASIC  SCIENCE  DIALOG  (LIVE) 

RENAL  PHYSIOLOGY  FOR  SURGEONS 
November  13 

BASIC  SCIENCE  DIALOG  (PRETAPED) 
PHARMACOKINETIC  OF  ANTIBIOTICS 
November  20 

SEMINAR  IN  CANCER  EDUCATION  (LIVE) 
ENVIRONMENTAL  AND  DRUG  INDUCED  CANCER 


CREDIT:  AMA  Cat.  1 (1  hr.  per  program) 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
Associate  Dean,  Director,  Continuing  Medical  Education, 
New  York  Medical  College,  Valhalla  10595.  Tel:  914/347- 
5147. 


The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

30  East  42nd  Street 
New  York 

‘ Westchester  Academy  of  Medicine 

Purchase 

November  20 

CURRENT  TOPICS  IN  ANESTHESIOLOGY 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Kurt  G.  Becker,  Executive 
Secretary.  The  New  York  State  Society  of  Anesthesiologists, 
Inc.,  30  East  42nd  Street,  Suite  1501,  New  York  10017.  Tel: 
212/867-7140. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  the 
American  Cancer  Society,  New  York  State 
Division  and  Erie  County  Unit 

666  Elm  Street 
Buffalo 

‘Hilleboe  Auditorium 
November  6 

ADVANCES  IN  HEAD  AND  NECK  ONCOLOGY 
Donald  P.  Shedd,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP  & AOA  Cat.  2 
November  13 

BONE  MARROW  TRANSPLANTATION 
Donald  J.  Higby,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP  & AOA  Cat.  2 
For  further  information  contact  Gayle  Bersani,  Coordinator, 
Cancer  Control  Office,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo  14263.  Tel:  716/845-4406. 


The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

30  East  42nd  Street 
New  York 

‘Buffalo  General  Hospital 
Buffalo 

‘Scatchered  Hall 

November  17:  4:00-5:00  p.m.,  Monday 

UPDATE-REGIONAL  ANESTHESIA  TECHNIQUES  AND 
AGENTS 

UPDATE  ON  SPINAL  ANESTHESIA 
* Sheraton  Inn-East 
6:00-8:00  p.m. 

Cocktails  and  Dinner 
8:00-9:00  p.m. 

PROPER  SELECTION  OF  LOCAL  ANESTHETIC  AGENTS 
The  New  York  State  Society  of  Anesthesiologists,  Inc. 
sponsored  by  District  7 and  New  York  State  Society  of 
Anesthesiologists 
‘Scatchered  Hall 

November  18,  4:00-5:00  p.m.,  Tuesday 
COMPLICATIONS  OF  ARM  BLOCK 
‘Dining  Room 

November  19,  7:30-8:30  a.m.,  Wednesday 

MANAGEMENT  CONFERENCE— CASE  DISCUSSION 
CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  The  New  York  State  Society 
of  Anesthesiologists,  Inc.,  30  East  42nd  Street,  Suite  1501, 
New  York  10017.  Tel:  212/867-7140. 
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ANESTHESIOLOGIST 

ALBION,  N.Y.,  Orleans  County  needs  an  Anesthesiologist. 
Contact  Mary  Ellen  Seaman,  Executive  Secretary,  Arnold 
Gregory  Memorial  Hospital,  Albion  14411.  Tel:  716/589- 

4422. 

SODUS,  N.Y.,  Wayne  County  needs  an  Anesthesiologist.  Contact 
Richard  F.  Endres,  M.D  , Medical  Director,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

COMMISSIONER  OF  HEALTH 

POUGHKEEPSIE,  N.Y.,  Dutchess  County  needs  a Commissioner  of 
Health.  Contact  Andree  F.  Sullivan,  New  Tower,  Vassar  Brothers 
Hospital,  Poughkeepsie  12601.  Tel:  914/452-2140. 

EMERGENCY  ROOM 

CANANDAIGUA,  N.Y.,  Ontario  County  needs  an  Emergency  Room 
Physician.  Contact  Anthony  Raguso,  Administrator,  F.  F. 
Thompson  Hospital,  350  Parrish  Street,  Canandaigua  14424. 
Tel:  716/394-1100. 

ONEONTA,  N.Y.,  Otsego  County  needs  an  Emergency  Room  Phy- 
sician. Contact  Randolph  E.  Knob,  M.D..  Director  or  Mr.  F.  M. 
Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton  Avenue, 
Oneonta  13820.  Tel:  607-432-2000. 

ENT 

LAWRENCE,  N.Y.,  Nassau  County  needs  a ENT  physician.  Contact 
Phelps  Luria,  M.D.,  218  Broadway,  Lawrence  11559.  Tel: 
516/FR  1-1896  or  212/FA  7-4934. 

NEW  YORK,  N.Y.,  needs  a ENT  physician  part  time.  Contact  F.  P. 
Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  West 
44th  Street,  New  York  10036.  Tel:  212/JU  6-1550. 

OLEAN,  N.Y.,  Cattaragus  County  needs  a ENT  Physician.  Contact 
Dr.  Edward  R.  Mountain,  1909  West  State  St.,  Olean  14760.  Tel: 
716/372-2788, 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
South  Jefferson  Recruiting  Comm.,c/o  Mrs.  Fred  Spinner,  RFD 
#2.  Adams  13605. 

ALEXANDRIA  BAY.  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Internist.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Village  Clerk,  2 First  Street,  Athens  12015.  Tel:  518/945- 
1551. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Family  Physician,  In- 
ternist and  Radiologist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

HORNELL,  N.Y.,  Steuben  County  needs  Family  Physicians,  Pedia- 
trician and  Ob/Gyn  Physician.  Contact  Paul  E.  Shepard,  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  11  Canisteo  Street,  Hornell 
14843  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Peter  N.  Donatelli,  Adm.,  Columbia  Memorial  Hospital, 
Hudson  12534  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  Family  Physicians. 
Contact  Peter  C.  Seidel,  Administrator,  Placid  Memorial  Hospital. 
Tel:  518/523-3420. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  a Family  Physician 
and  Internist.  Please  write  to  P.  J.  lannuzzi,  M.D.,  746  Main  St., 


P-O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/285-3668. 
OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel' 
716/948-5741. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida,  13421. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  Internist.  Contact  Miss  B.  J Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown's  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel' 
607/563-9934. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

OSWEGO,  N.Y.,  Oswego  County  needs  a General  Surgeon.  Contact 
Jerry  Brendon,  M.D.,  40  Montcalm  Street,  Oswego  13126.  Tel: 
315/343-6300. 


INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  an  Internist  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

HICKSVILLE,  N.Y.,  Nassau  County  needs  an  Internist,  Radiologist 
and  Family  Physician.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-3802. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  an  Internist.  Contact  Peter 
C.  Seidel,  Administrator,  Placid  Memorial  Hospital.  Tel: 
518-523-3420 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwel! 
Street,  Little  Falls  13365.  Tel:  315/823-1000.  ext.  261  or 
262. 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  an  Internist  and 
Family  Physician.  Please  write  to  P.  J.  lannuzzi,  M.D.,  746  Main 
St.,  P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/285- 

3668. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  an  Internist  and 
Family  Physician.  Contact  Staten  Island  Family  Physicians,  45 
McClean  Ave.,  Staten  Island  10305.  Tel:  212/447-2525. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 
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NEUROSURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  a Neurosurgeon.  Contact 
C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019.  Tel: 
212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician,  Pe- 
diatrician and  Family  Physicians.  Contact  Paul  E.  Shepard, 
Assoc.  Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

WELLSVILLE,  N.Y.,  Allegany  County,  needs  an  Ob-Gyn  specialist 
to  join  an  established,  active  practice  immediately.  Contact 
Jaffer  Hasan,  M.D.  Chief  of  Ob-Gyn,  Jones  Memorial  Hospital, 
Wellsville,  N.Y.  14895. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive,  Stony 
Brook  11790.  Tel:  516/751-8520. 


PEDIATRICS 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Family  Phy- 
sician, Emergency  Room  Physician  and  Neurologist.  Contact 
Mr.  Charles  D.  Hicks,  Director,  Physician’s  Procurement  Com- 
mittee, 157  Ross  Street,  Auburn  13021.  Tel:  315/253- 

3388. 

BROOKHAVEN,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact 
Tatiana  S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  1 1967. 
Tel:  516/281-4070. 

HORNELL,  N.Y.,  Steuben  County  needs  Pediatrician,  Ob/Gyn  Phy- 
sician and  Family  Physicians.  Contact  Paul  E.  Shepard  Assoc. 
Adm.,  St.  James  Mercy  Hospital,  411  Canisteo  Street,  Hornell 
14843.  Tel:  607/324-3900. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician.  Contact  Richard 
F.  Endres,  M.D.,  Sodus  Health  Center,  Box  A,  Sodus,  14551. 
Tel:  315/483-9133. 

RADIOLOGIST 

HICKSVILLE,  N.Y.,  Nassau  County  needs  a Radiologist,  Family 
Physician  and  Internist.  Contact  Mr.  Harris,  Box  22,  E.  Norwich 
11732.  Tel:  212/343-2802. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Dept,  of  Radiology,  Lutheran 
Medical  Center,  150  55th  Street,  Brooklyn  11220.  Tel: 
212/630-7415. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


$3  00  one  year 


12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 


; w York  State  Journal  of  Medicine/October  1980 


VGG-12 


INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes _No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  ot  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Hospltals_ 


Residency 


Hosp  ita  ls_ 


Specialty_ 


Licensed  in  what  States?^ 
Applied  for  


American  Board  Certificates  held?_ 
Eligible 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Industrie  1 Group Ins  t itut  iona  1 


Other 


Date  you  will  be  available  for  practice_ 

pra  ct iced 


Former  locations  in  which  you  have 


(Give  dates) 


'/Aien  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11042.  Tel.  516/  488-6100. 
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NEW  YORK  UNIVERSITY 

POST-GRADUATE  MEDICAL  SCHOOL 

announces 

INTERNAL  MEDICINE  BOARD  REVIEW 

JANUARY  7 to  MAY  24.  1981  WEDNESDAYS  4 to  7 P.M. 


COURSE  DESCRIPTION  

An  improved  method  by  which  to  prepare  for  either  board  certification  or  recertification  in 
medicine.  In  an  attempt  to  provide  more  effective  retention  of  cognitive  material,  the  Post- 
Graduate  Medical  School  has  decided  to  spread  the  basic  and  clinical  information  over  a six- 
month  time  span  with  weekly  three-hour  sessions  running  from  January  through  June,  1981. 

Each  teaching  session  is  divided  into  two  parts:  1)  a brief  summary  lecture  emphasizing  the 
essential  and  relevant  status  of  the  area  under  discussion  and  2)  a self-assessment  examina- 
tion workshop  based  on  questions  found  on  certification  and  recertification  examinations  pro- 
viding responses  with  explanations  of  appropriate  and  inappropriate  answers.  A principal  goal 
of  the  course  is  to  provide  the  reasoning  behind  the  identification  of  responses  to  questions.  At 
each  session  written  material  pertinent  to  the  following  week’s  subject  will  be  distributed  to  the 
registrants. 

In  addition  to  physicians  preparing  for  examination,  those  who  desire  a comprehensive  yet 
concise  review  of  recent  and  significant  advances  in  medicine  will  find  this  course  helpful  in 
clinical  practice. 


PROGRAM  TOPICS 


CARDIOLOGY 

DIABETES 

GASTROENTEROLOGY 


ENDOCRINOLOGY 

HEMATOLOGY 

HYPERTENSION 


NEUROLOGY 
CLINICAL  IMMUNOLOGY 
INFECTIOUS  DISEASES 


NEOPLASTIC  DISEASES 
PULMONARY  DISEASES 
NEPHROLOGY 


SKELETAL  DISEASES 
DERMATOLOGY 


FACULTY 


John  J.  Ackert 
Francis  V.  Adams 
Bertrand  Agus 
Edward  L.  Amorosi 
Manfred  Blum 
Ronald  Blum 
Arthur  D.  Boyd 
Louis  Buzzeo 
Lynn  C.  Christianson 
Martin  Dolgin 
Eugene  P.  Fazzini 
Henry  N.  Frey 


Charles  N.  Friedlander 
Arthur  C.  Fox 
Stuart  M.  Garay 
Richard  M.  Gilbert 
Ephraim  Glassman 
Roberta  M.  Goldring 
Melvin  C.  Gluck 
H.  William  Harris 
Charles  G.  Hazzi 
Charles  S.  Hollander 
Robert  S.  HoLzman 
Lois  A.  Katz 
Thomas  G.  Kantor 


Herbert  J.  Kayden 
David  L.  Kleinberg 
Itzhak  Kronzon 
Saul  Krugman 
H.  Sherwood  Lawrence 
Jerome  Lowenstein 
Basil  K.  Lucak 
Sydney  J.  Mehl 
Andrew  M.  Milano 
Franco  Muggia 
Robert  A.  Press 
Marie  Pulini 
James  J.  Rahal,  Jr. 


Stephen  B.  Richardson 
Herbert  S.  Samuels 
Robert  G.  Schacht 
Michael  F.  Schloss 
Robert  Silber 
Michael  S.  Slmberkoff 
Norton  Spritz 
Paul  A.  Tunick 
Fred  T.  Valentine 
Arthur  H.  Weintraub 
James  C.  Wernz 
Stanford  Wessler 


FEE  $580  ACCREDITATION  75  Category  I credit  hours 

Preregistration  Form  Course  *302.  INTERNAL  MEDICINE  BOARD  REVIEW 

Name: Telephone:  ( ) 


Please  Type  or  Print 


Address : 

No  & Street  City 

Return  with  check  payable  to  NYU  Post-Graduate  Medical  School 
to:  Registration  Department,  NYU  Post-Graduate  Medical  School. 

Room  4-20-0,  LHB,  550  First  Avenue,  New  York,  N.Y.  10016 
24-hour  telephone  service:  (212)  340-5295 


State  Zip 

□ Send  Course  Brochure 

NY  10/80 


Hie  primary 
beneficiaries  of 


ORAL 

HYDERGINE 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg , and  di  hydroergocry  pti  ne  (di  hydro-al  pha-ergocry  pti  ne 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still -functioning  geriatric  can  benefit 
from  Hydergine  treatment 
It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded  — the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 

C,  1979  Sandta,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg,  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SAND0Z  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 

SDZ 9 350 


NEW  YORK  STATE 


JOURNAL  OF  MEDICINE 


NOVEMBER  1980 


& 


\ 

II 


b o 

CO 
• 

o 
o 
Pi 


to 

a o 

•r-.'  • r— < 

n j~  -P  O' 
p.  c/j  <-< 


ffi  TJ 
O T?  C < 

<a  n a. 
>,  — cv 

cj  £ • 

tan 

JO 

•H  O'* 

►J  O »““• 


COlL&r^  r.-jg 

^ phs  ?i»!iYsicm 


•m 


5 i960 


Giovanni  Battista  ^Morgagni 
(1682-1771),  anatomist,  at 
Padua,  whose  Adversaria  Ana- 
tomica  made  pathological 
anatomy  a science.  ( Courtesy 
New  York  Public  Library  Picture 
Collection). 


for“cardiac  separation” .. 


Although  over  80%  of  post- 
coronary patients  can  resume 
normal  marital  sexual  activity, 
fear  of  anginal  pain  often  results 
in  “cardiac  separation”  between 
patients  and  their  families. 

You  can  help  minimize  “cardiac 
separation”  with  a program  of 


counseling  and  often,  with  a work  within  5 minutes,  eliminating 

prescription  for  Cardilate"  (eryth-  or  reducing  frequency  and  severity 
rityl  tetranitrate).  of  anginal  pain  for  up  to  2 hours. 

Cardilate’  increases  exercise 
tolerance,  helps  patients  return  to 
more  normal  levels  of  activity- 
including  sexual  activity. 

Sublingually,  Cardilate  begins  to 

(erythrityl  tetranitrate 


counsel  & 

CardBlate’ 


CARDILATE-  i ERYTHRITYL  TETRANITRATE) 

INDICATIONS  Cardilate  'f  'ythrityl  Tetranilralei  intended  lor  the  prophylaxis  and  long  term  treatment  ot  patients 
with  frequent  or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pectoris,  rather  than 
lor  the  treatment  ol  the  acute  attack  of  angina  pectoris  since  its  onset  is  somewhat  slower  than  that  ol 
nitroglycerin 

CONTRAINDICATIONS  Idiosyncrasy  to  II  > drug 

WARNING  Data  supporting  the  use  of  nitrates  during  the  early  days  ol  ihe  anile  phase  ol  myocardial  infarction  i the 
period  during  which  clinical  and  laboratory  findings  are  nnstablei  are  insufficient  to  establish  safety 
PRECAUTIONS  intraocular  pro  sure  is  increased  therelore  caution  is  required  in  administering  to  patients  with 
glaucoma  Tolerance  to  this  drug  and  cross  tolerance  to  other  nitriles  and  nitrates  may  occur 
ADVERSE  REACTIONS  Cutaneous  vasodilation  with  flushing  Headache  is  common  and  may  be  severe  and  per 
sistent  Transient  episodes  ol  dizziness  and  weakness  as  well  as  other  signs  ol  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop  I tns  drug  can  act  as  a physiological  antaqomsl  lo  norepinephrine 
acetylcholine  histamine  and  many  other  agents  An  occasional  individual  exhibits  marked  sensitivity  to  Ihe 
hypotensive  effects  ot  nitrates  and  severe  responses  (nausea  vomiting  weakness  restlessness  pallor  perspira 


lion  and  collapse!  can  occur  even  with  the  usual  therapeutic  dose  Alcohol  may  enhance  this  effect  I 
Drug  rash  and/or  exfoliative  dermatitis  may  occasionally  occur 

DOSAGE  AND  ADMINISTRATION 

Oral /Sublingual  Tablets  Cardilate  (Erythrityl  Tetranilralei  may  be  administered  eithei  sublingually 
orally  I herapy  may  be  initiated  with  1 0 mg  prior  to  each  anticipated  physical  or  emotional  stress  and 
bedtime  for  patients  sublet  to  nocturnal  atlacks  The  dose  may  be  increased  or  decreased  as  needed 
HOW  SUPPLIED 

CARDILATE  (Erythrityl  Tetranilralei  TABt  IIS  (Scoredi 

lor  ORAI  or  SUBUNGUAL  USE  5 mg  Bottle  ol  100 
10  mg  Bottles  ol  100  and  1000.  15  mg  Bottle  ol  100 
Reference- 1 Hellerstein  HK  Friedman  EH  Sexual  activity 
and  the  poslcoronary  patient  Arch  Intern  Med  1?5  987  1970 

Burroughs  Wellcome  Co., 

Research  Triangle  Park,  North  Carolina  27709 


New  York  State  Journal  of  Medicine  (ISSN  0028-7628) 

Ihiblished  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  February  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1980  by 
the  Medical  Society  of  the  State  of  New  York.  All  material  covered  by  copyright  in  the  New  York  State  Journal  of  Medicine  may  be  photocopied  for 
noncommercial  scientific  or  educational  use  only.  Special  arrangements  and  permission  are  required  from  the  author(s)  of  the  particular  article  and 
from  the  editor  for  any  other  purpose  Editorial,  Circulation,  and  Advertising  Offices:  420  Lakeville  Rd.,  Lake  Success,  N.Y.  1 1042.  Change  of  Address: 
Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address. 
Fifty  cents  per  copy-  $3.50  per  year.  Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage  paid  at  New  Hyde  Park, 
N.  Y . and  additional  mailing  office.  POSTMASTER  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success, 
N.Y.  11042. 


Contents 


NOVEMBER  1980 


VOLUME  80  NUMBER  12 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


Scientific  Articles 

1809  Electron  Microscopy;  its  application  in  diagnostic  pathology 

Anand  P.  Chaudhry,  Ph  D.,  Leslie  S.  Cutler,  D.D.S.,  Ph.D.,  Mario  Montes,  M.D.,  Satish 
Satchidanand,  M.D.,  and  Mary  Sunder  Raj,  B.D.S. 

1825  Hyperthyroidism;  not  a diagnosis 

William  C.  Hollis,  M.D. 

1832  Controversies  in  Thyroid  Surgery 

George  Crile,  Jr.,  M.D. 

1836  Galactosemia  Identified  in  Newborn  Screening  Program;  clinical  and  biochemical  characteristics 

Sally  Kelly,  M.D.,  Ph.D. 

1840  Nonreactive  Inactive  Nonstress  Test;  significance,  management,  and  neonatal  outcome 

Jahangir  Ayromlooi,  M.D.,  F.A.C.O.G. 

1847  Small-Cell  Bronchogenic  Carcinoma;  advances  in  treatment 

Patrick  R.  Bergevin,  M.D. 

Electrocardiograms  of  the  Month 

1852  Questions  303  and  304 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Radiologic  Problem  of  the  Month 

1855  Painful  Fingers 

Kakarla  Subbarao,  M.D.,  Editor 

Case  Reports 

1857  Mediastinal  Hematoma;  computed  tomography  following  subclavian  vein  catheterization 

Bilha  Fish,  M.D.,  and  Jan  J.  Smulewicz,  M.D. 

1860  Corticotropin-Induced  Hyperaldosteronism;  causing  hypokalemic  paralysis  of  thyrotoxicosis 

Udaya  M.  Kabadi,  M.D.,  F.R.C.P.(C) 

1864  Listeria  monocytogenes  Meningitis 

Itzhak  Brook,  M.D.,  M.S. 

1866  Bilateral  Subclavian  Steal  Syndrome;  surgical  correction 

Lucio  Flores,  M.D.,  F.A.C.S.,  Emmanuel  Lambrakis,  M.D.,  and  Bernard  S.  Levowitz,  M.D.,  F.A.C.S. 

1869  Unoperated  Bilateral  Subdural  Hematoma;  followed  by  sequential  coronal  computed  tomography  scans 

John  Lusins,  M.D.,  Hiroshi  Nakagawa,  M.D.,  and  Morris  B.  Bender,  M.D. 

State  of  the  Art 

1873  Psychiatrists,  State  Hospitals,  and  Civil  Rights 

Seth  E.  Many,  M.D. 

Special  Articles 

1878  Health  Fairs 

Gordon  Brown 

1880  Supervised  Clinical  Clerkship  (Fifth  Pathway);  effectiveness  of  program  as  measured  by  NBME  Part  II 

Fred  Rosner,  M.D.,  and  James  E.  Mulvihill,  D.M.D. 


November  1980/New  York  State  Journal  of  Medicine  1793 


: he  Family  ol  Man  by  Roberto  Moretli, 
i statuary  in  crystal  symbolizing  the  broad  range  ol 
ynerte  naive  patients  eligible  lor  therapy  with  Calapres 


The  Alpha 
Advantage: 


It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres'  has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 

Ventricular  hypertrophy  Hepatic  disease 

Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 

love —low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 


Tablets  of  0.1, 0.2, 0.3  mg 


Hypertensi 


blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

•Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies. 

1 Data  on  tile  at  Boehringer  Ingelheim  Ltd,  Sj 

Please  see  last  page  tor  brief  summary,  including  be^-\  j 
warnings,  precautions,  and  adverse  reactions,  j] 


m available  in  new  Jjs 
m trig  tablets  W 


The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 

■ Tablets  of  0.1, 0.2, 0,3  mg 

Catapres 

(clonidine  HCI) 

Hypertension 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres^ 

(clonidine  hydrochloride) 

Tablets  of  0.1,  0.2,  0.3  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug.  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy 

Usage  in  Pregnancy  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  Fetus. 

Usage  in  Children  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
caution  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure 
As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
(clonidine  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
for  some  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  bre  <■ 
fast  and  0.1  mg  at  bedtime.  Some  patients  may  ben  it 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg 

Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 m h: 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsin  |; 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  rod 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  fi  m 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (I  ;o 
instances  an  exact  causal  relationship  has  not  been  established.)  These  lu 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnorm,  le 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  (e 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride  :h 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  Die 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Ra  3i 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  elite 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  ra , 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  ass»a 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  c m 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecc  If 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnor  ilii 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminlshe  ir 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (c  lid 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  as 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  comf  le 
covery  within  24  hours.  Tolazolme  in  intravenous  doses  of  10  mg  at  3C(n 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochlorid  c- 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  i 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  10 
available  as  0.3  mg  (peach)  oval,  single-scored  tablets  in  bottles  of  100. 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 

( iiIIIIh  ) Boehringer  Boehringer  Ingelheirr-t 

\?Kon!^Sf/  Ingelheim  Ridgefield,  CT  06877 


History  of  Medicine 

1884  Westchester  County  Medical  Society  and  Westchester  Division,  New  York  Hospital-Cornell  Medical 

Center;  milestones  in  history 
James  H.  Wall,  M.D. 

1886  Frederick  Delius;  medical  assessment 

Stanley  F.  Wainapel,  M.D. 

1888  Man’s  Reasoning  About  Disease;  time  and  place 

Harry  Bloch,  M.D. 

1892  Masturbation;  Historic  perspective 

Donald  E.  Greydanus,  M.D.,  and  Barbara  Geller,  M.D. 

Contemporary  Nutrition 

1912  Tables  of  Food  Composition:  Uses  and  Limitations 

Bernice  K.  Watt,  Ph  D. 


Editorial 

1901 

Medical  Meetings 

1904 

Annotations  of  Books  Received 

1804 

Masthead 

1906 

Medical  News 

1805 

Information  for  Authors 

1908 

Letters  to  the  Editor 

1806 

What’s  bugging  patients,  justifiably? 
Lester  J.  Candela,  M.D. 

1910 

Month  in  Washington 

General 

Index  to  Advertisers 

1798 

State  Society  Officers 

1799 

Index  to  Advertisers 

1799 

Abstracts  in  Interlingua 

1916 

Classified  Advertising 

1802 

Abstracts 

1919 

WHAT  GOES  ON 

1897 

Obituaries 

1924 

Physicians’  Placement  Opportunities 

November  1980/New  York  State  Journal  of  Medicine 


1797 


Officers 


Medical  Society  of 
the  State  of  New  York 


Ralph  M.  Schwartz,  M.D.,  Kings 
G.  Rehmi  Denton,  M.D.,  Albany 
Milton  Rosenberg,  M.D.,  Suffolk 
Richard  D.  Eberle,  M.D.,  Onondaga 
Victor  J.  Tofany,  M.D.,  Monroe 
Allison  B.  Landolt,  M.D.,  Westchester 
Warren  A.  Lapp,  M.D.,  Kings 
JOHN  A.  Finkbeiner,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
JOHN  L.  Clowe,  M.D.,  Schenectady 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1981 

Edgar  P.  Berry,  M.D.,  New  York 

Joseph  R.  Fontanetta,  M.D.,  Kings 

George  Lim,  M.D.,  Oneida 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1982 
Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1983 
John  H.  Carter,  M.D.,  Albany 
Morton  H.  Kurtz,  M.D.,  Queens 
Robert  A.  Mayers,  M.D.,  Westchester 
Stanley  A.  Steckler,  M.D.,  Suffolk 

Trustees 

PAUL  M.  DeLuca,  M.D.,  Kings,  Chairman 
Lynn  R.  Callin,  M.D.,  Monroe 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Ralph  S.  Emerson,  M.D.,  Nassau 
Bernard  J.  Pisani,  M.D.,  New  York 
Carl  Goldmark,  Jr.,  M.D.,  New  York 

The  Council  is  composed  of  the  officers,  the  councilors, 
and  the  chairman  of  the  Board  of  Trustees. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11042 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  ANGRIST,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 
Directing  Librarian 

Guy  D.  Beaumont,  Director 

Division  of  Communications 

J.  RICHARD  Burns,  J.D.  General  Counsel 

Philip  G.  Keating 

Director,  Division  of  Finance 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Robert  J.  O’Connor,  M.D.,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Affairs 

Irma  Erickson  Executive  Associate 


1798  New  York  State  Journal  of  Medicine/November  1980 


Abstracts  in  Interlingua 


Chaudhry,  A.  P.,  Cutler,  L.  S.,  Montes,  M.,  Satchida- 
nand,  S„  e Raj,  M.  S.:  Klectromicroscopia;  su  application 
in  diagnose  pathologic,  New  York  State  J.  Med.  80:  1809 
(Novembre)  1980. 

Iste  presentation  tracta  del  application  del  electromi- 
croscopia  per  le  diagnose  de  tumores  o morbos  de  typo 
tumoral.  Le  studio  ultrastructural  es  utile  in  le  diagnose 
differential  del  neoplasmas  maligne  que  principalmente 
es  formate  per  cellulas  fusiforme,  como  le  fibrosarcoma, 
leiomyosarcoma,  rhabdomyosarcoma  e le  schwannoma 
maligne.  Similarmente,  le  characteristicas  structural  fine 
permite  le  differentiation  del  neoplasma  maligne  que  es 
formate  principalmente  per  cellulas  ronde  parve  o grande. 
Exemplos  de  iste  lesiones  include  le  sarcoma  de  Ewing,  le 
neuroblastoma,  le  esthesio-neuroblastoma,  le  paragang- 
lioma, le  lyphomas,  le  carcinoma  aplastic,  le  melanoma 
melanotic  e amelanotic,  e le  rhabdomyosarcoma.  Le 
characteristicas  structural  fine  pathognomonic  de  tan  di- 
versificate  morbos  como  malakoplakia,  morbo  de  Fabry  e 
le  histiocytosis  X illustra  ampliamente  le  valorabile  con- 
tribution del  electromicroscopia  in  le  diagnose  de  morbos 
humane. 

Hollis,  W.  C.:  Hyperthyroidism;  non  como  diagnose,  New 
York  State  J.  Med.  80:  1825  (Novembre)  1980. 

Le  hyperthyroidism  non  es  un  diagnose  mais  un  mani- 
festation physiopathologic  de  un  gruppo  de  morbos:  morbo 
de  Graves;  nodulo(s)  toxic  autonomose;  morbo  thyroide 
multinodulari  autonomose;  thyroiditis  de  Hashimoto; 
thyroiditis  subacute;  thyroiditis  postpartum;  hypersecre- 
tion pituitari  del  hormona  thyrostimulante  (“TSH”);  tu- 
mores producente  de  gonadotropina  placentari;  strumitis 
ovaric;  morbo  de  jadbasedow  e thyrotoxicosis  factitia.  Le 
tractamento  varia  significativemente  con  le  typo  de  morbo 
e pote  esser  selectionate  solmente  e appropriatemente 
mediante  le  diagnose  del  morbo.  Le  evalutation  del  stato 
thyrotoxic  per  se  es  insufficiente  pro  decider  le  tractamento 
adequate. 

Crile,  G.,  Jr.:  Controversias  in  chirurgia  del  thyroide, 
New  York  State  J.  Med.  80: 1832  (Novembre)  1980. 

Le  situation  pote  esser  summarisate  dicente:  (1)  speci- 
almente  in  adultos,  existe  le  dubita  de  si  le  radiation  del 
thyroide  con  morbo  benigne  causa  un  augmento  signifi- 
cative del  frequentia  del  cancer  del  thyroide.  Certemente, 
le  risco  pote  non  esser  sufficient  pro  justificar  le  uso  rutinari 
del  examination  selective  que,  in  absentia  de  nodulos 
thyroide,  es  altemente  inaccurate  e,  si  ha  nodulos,  es  in- 
necessari.  (2)  Ben  que  non  ha  un  limite  definite  per  le 
periodo  de  disveloppamento  del  cancer  depost  le  radiation 
del  thyroide,  pare  que  le  majoritate  del  canceres  clinic  oc- 
curre  de  5 a 20  annos  depost  le  exposition.  Le  majoritate 
del  canceres  discoperte  depost  le  exposition  ha  essite  in- 
consequential, occulte  o in  situ,  e ha  essite  trovate  acci- 
dentalmente  durante  operationes  per  altere  rationes.  (3) 
Depost  radiation,  le  cancer  del  thyroide  occulte  o in  situ  es 

continued  on  page  1800 
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continued  from  page  1 799 

ille  que  augmenta  in  frequentia.  Iste  cancer  non  menacia 
le  vita  e le  disveloppamento  de  quasi  omne  canceres  pote 
esser  controlate  mediante  le  administration  de  doses  sup- 
pressive de  thyroide.  (4)  Le  rare  evidentia  clinic  de  cancer 
papillari  del  thyroide  que  occurre  depost  radiotherapia  es 
altemente  curabile  mediante  lobectomia  total  del  sito  af- 
fectate,  con  excision  del  isthmo  e le  major  parte  del  lobe 
contralateral.  Le  thyroidectomia  total  debe  esser  usate 
solmente  quando  existe  compromisso  diffuse  bilateral. 
Depost  le  operation,  le  supression  del  function  thyroide 
mediante  le  administration  de  thyroide  es  plus  simple  e 
plus  effective  pro  controlar  le  recurrentias  cancerose  que 
le  administration  de  iodo  radioactive. 

Kelly,  S Galactosemia  trovate  mediante  un  programma 
selective  in  neonatos;  characteristicas  clinic  e biochimic, 
New  York  State  J.  Med.  80:  1836  (Novembre)  1980. 

Omne  pueros  (23)  con  galactosemia  trovate  mediante  un 
programma  selective  in  neonatos  habeva  le  signos  clinic  e 
biochimic  differente  del  de  altere  infantes  con  trovatos 
abnormal  in  testes  selective.  Le  studios  genetic  suggere 
le  asssignation  de  genotypos  homozygote  per  le  gene 
galactosemic  classic. 

Ayromlooi,  J.:  Test  “non-stress”  non-reactive  inactive; 
signification  tractamento  e resultato  neonatal.  New  York 
State  J.  Med.  80: 1840  (Novembre)  1980. 

De  416  tests  “non-stress”  (TNS)  que  esseva  facite  in  195 
patientes  pregnate  de  risco  elevate,  de  Januario  1976  a Julio 
1979,  in  le  Long  Island  Jewish-Hillside  Medical  Center, 
habeva  12  typos  de  TNS  non-reactive  inactive  (NRI).  Le 
duration  del  gestation  esseva  plus  que  42  septimanas  in  le 
majoritate  del  casos.  Nove  (9)  de  12  patientes  esseva  plus 


Experts  urge  caution 
on  new  eye  operation 

A group  of  the  nation’s  leading  eye  specialists  have 
cautioned  that  the  new  surgical  procedure  for  near-sight- 
edness— radial  keratotomy — is  still  experimental  and  by 
no  means  ready  yet  for  general  use. 

The  operation,  first  used  in  the  Soviet  Union,  consists 
of  making  a series  of  tiny  cuts  into  the  eyeball.  This 
changes  the  eye  to  correct  the  basic  condition  that  causes 
myopia,  or  near-sightedness.  It  could  eliminate  the  need 
for  eye  glasses. 

In  a report  in  the  current  issue  of  an  American  Medical 
Association  publication,  Archives  of  Ophthalmology,  20 
leading  medical  eye  specialists  list  several  considerations 
regarding  radial  keratotomy. 

The  procedure  is  at  this  time  experimental,  the  panel 
declared.  Although  the  operation  can  reduce  myopia,  it 


que  40  septimanas.  Quasi  le  medie  del  patientes  habeva 
fluido  amniotic  con  meconium  como  “suppa  de  piso” 
(“peasoup”).  Omne,  excepto  2 pueros  (un  de  geminos) 
habeva  basse  marcas  de  Apgar  (in  un  minute):  de  6 o minus. 
De  iste  studio  es  concludite  que  le  typos  de  TNS-NRI,  con 
o sin  deceleration  tardive  o variabile  in  un  feto  mature  cuje 
matre  non  es  tractate  con  sedativos  o tranquilisantes,  es 
un  trovato  multe  ominose  e require  le  determination  del 
pH  in  sanguine  del  capillate  (“scalp”)  (si  es  possibile 
technicmente)  o facer  le  operation  cesaree.  Frequen- 
temente,  le  neonato  suffere  per  le  marca  Apgar  basse  e debe 
esser  tractate  per  un  neonatologista  con  experientia,  pre- 
feribilemente  in  un  centro  perinatal  pro  “risco  elevate”. 

Bergevin,  P.  R.:  Carcinoma  bronchogenic  ab  cellulas 
parve;  progressos  therapeutic,  New  York  State  J.  Med. 
80:  1847  (Novembre)  1980. 

Le  carcinona  bronchogenic  ab  cellulas  parve  es  res- 
ponsible per,  approximatemente,  del  20  al  25  pro  cento  de 
omne  canceres  pulmonari,  e esseva  diagnosticate  in  plus 
que  20.000  patientes  in  1978,  in  le  Statos  Unite.  Con  dif- 
ferente tractamentos  chimiotherapeutic  combinate,  fre- 
quentemente  includente  le  radiotherapia,  un  prolongation 
del  superviventia  esseva  observate.  Un  revision  del  lit- 
teratura  indica  un  responsa  quasi  complete  del  65  pro  cento 
del  patientes  con  le  morbo  confinate  al  thorax  (morbo 
limitate),  e 20  pro  cento  del  patientes  con  metastase. 
Circa  del  20  pro  cento  del  casos  con  morbo  limitate  per- 
manece  libere  del  morbo  durante  2 annos  o plus  depost  le 
initiation  del  therapia.  Le  rolo  del  resection  chirurgic  in 
patientes  selectionate  es  discutite,  mais  es  pendente  alicun 
punctos  con  respecto  al  horario  del  radiotherapia,  le  chi- 
miotherapia  e,  possibilimente,  le  immunotherapia. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


is  unknown  which  patients  will  benefit  the  most.  Effect 
of  the  operation  on  the  eye  after  many  years  is  unknown. 
The  operation  should  be  performed  only  as  an  investiga- 
tional procedure,  under  most  careful  supervision. 

Extended-wear  soft  contact  lenses,  now  under  study, 
may  reduce  the  need  for  such  surgery,  the  experts  pointed 
out.  The  panel  urged  the  Food  and  Drug  Administration 
to  approve  extended -wear  soft  contact  lenses  for  cosmetic 
use  as  soon  as  the  data  warrant. 

Signing  the  report  on  behalf  of  the  expert  panel  are 
George  O.  Warning,  III,  M.D.,  of  Atlanta,  and  Jay  Krach- 
mer,  M.D.,  of  Iowa  City. 

Frederick  C.  Blondi,  M.D.,  of  Iowa  City,  chief  editor  of 
the  journal,  declared: 

“Caution  must  be  exercised  to  prevent  the  proliferation 
of  this  operation  before  its  efficacy  and  safety  are  estab- 
lished by  careful  studies  in  this  country.”  Dr.  Blondi  en- 
dorsed the  conclusions  of  the  panel  of  experts. 
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Abstracts 


Chaudry,  A.  P.,  Cutler,  L.  S.,  Montes,  M.,  Satchidan- 
and,  S.,  and  Raj,  M.  S.:  Electron  microscopy:  its  appli- 
cation in  diagnostic  pathology,  New  York  State  J.  Med. 
80: 1809  (Nov.)  1980 

This  presentation  deals  with  the  application  of  electron 
microscopy  in  the  diagnosis  of  tumors  and  tumor-like 
conditions.  Ultrastructural  study  is  useful  in  differential 
diagnosis  of  malignant  neoplasms  which  are  largely  com- 
posed of  spindle-shaped  cells  such  as  fibrosarcoma, 
leiomyosarcoma,  rhabdomyosarcoma,  and  malignant 
schwannoma.  Similarly,  the  fine  structural  features  enable 
the  differentiation  of  malignant  neoplasm  that  are  mainly 
composed  of  small  or  large  round  cells.  Examples  of  such 
lesions  include  Ewing’s  sarcoma,  neuroblastoma,  es- 
thesioneuroblastoma,  paraganglioma,  lymphoma,  ana- 
plastic carcinoma,  amelanotic  and  melanotic  melanoma, 
and  embryonic  rhabdomyosarcoma.  The  pathognomonic 
fine  structural  features  of  such  diversified  conditions  as 
malakoplakia,  Fabry’s  disease,  and  histiocytosis  X amply 
illustrate  the  valuable  contribution  of  electron  microscopy 
to  the  diagnosis  of  human  disease. 

Hollis,  W.  C.:  Hyperthyroidism:  not  a diagnosis,  New 
York  State  J.  Med.  80: 1825  (Nov.)  1980. 

Hyperthyroidism  is  not  a diagnosis  but  a pathophysio- 
logic manifestation  of  a number  of  diseases:  Graves’  dis- 
ease, autonomous  toxic  nodule(s),  large  autonomous 
multinodular  thyroid  disease,  Hashimoto’s  thyroiditis, 
subacute  thyroiditis,  postpartum  thyroiditis,  pituitary 
TSH  hypersecretion,  placental'gonadotropin  producing 
tumors,  struma  ovarii,  jodbasedow’s  disease,  and  factitial 
thyrotoxicosis.  Treatment  varies  markedly  with  the  dis- 
ease state  and  can  be  selected  appropriately  only  by  diag- 
nosing the  disease  state.  The  appreciation  of  the  thyro- 
toxic state  alone  is  insufficient  for  proper  therapeutic  de- 
cisions. 

Crile,  G.,  Jr.:  Controversies  in  thyroid  surgery,  New 
York  State  J.  Med.  80:  1832  (Nov.)  1980. 

The  situation  can  be  summarized  by  saying:  (1)  Espe- 
cially in  adults  there  is  doubt  as  to  whether  radiation  of  the 
thyroid  for  benign  disease  causes  a significant  increase  in 
the  incidence  of  cancer  of  the  thyroid.  Certainly  the  risk 
would  not  be  enough  to  warrant  the  routine  use  of  scanning; 
a test  which  in  the  absence  of  thyroid  nodules  is  highly 
inaccurate,  and  in  the  presence  of  nodules  unnecessary. 
(2)  Although  there  is  no  definite  limit  to  the  incubation 
period  of  cancer  following  radiation  to  the  thyroid,  it  seems 
that  most  clinical  cancers  occur  from  5 to  20  years  after 
exposure.  Most  of  the  cancers  discovered  later  than  that 
have  been  inconsequential,  occult,  or  in  situ  lesions  found 
by  accident  in  operations  performed  for  other  reasons.  (3) 
After  radiation  it  is  chiefly  the  occult  or  in  situ  cancer  of 
the  thyroid  that  is  increased.  The  presence  of  these  can- 
cers does  not  threaten  life,  and  the  growth  of  almost  all  of 
them  can  be  controlled  by  feeding  suppressive  doses  of 
thyroid.  (4)  The  rare,  clinical  evidence  of  papillary  cancer 
of  the  thyroid  that  occurs  following  radiation  is  highly 
curable  by  total  lobectomy  on  the  affected  side,  with  re- 


moval of  the  isthmus  and  most  of  the  contralateral  lobe. 
Total  thyroidectomy  should  be  used  only  when  there  is 
diffuse  bilateral  involvement.  After  operation,  suppres- 
sion by  feeding  thyroid  is  simpler  and  more  effective  in 
controlling  recurrences  than  is  administration  of  radioac- 
tive iodine. 

Kelly,  S.:  Galactosemia  identified  in  newborn  screening 
program;  clinical  and  biochemical  characteristics,  New 
York  State  J.  Med.  80: 1836  (Nov.)  1980. 

Twenty-three  infants  with  galactosemia,  discovered 
through  newborn  screening  programs,  had  clinical  and 
biochemical  signs  differing  from  those  of  other  infants  with 
abnormal  findings  on  screening  tests.  Genetic  studies 
suggested  the  assignment  of  genotypes  homozygous  for  the 
classical  galactosemia  gene. 

Ayromlooi,  J.:  Nonreactive  inactive  nonstress  test;  sig- 
nificance, management,  and  neonatal  outcome,  New  York 
State  J.  Med.  80: 1840  (Nov.)  1980. 

Among  416  NST  (nonstress  tests)  that  were  performed 
on  195  “high-risk”  pregnant  patients  from  January,  1976, 
to  July,  1979,  at  Long  Island  Jewish-Hillside  Medical 
Center,  there  were  12  NR-INACT.  (nonreactive  inactive) 
NST  patterns.  The  duration  of  gestation  was  more  than 
42  weeks  in  the  majority  of  patients;  9 of  12  patients  were 
beyond  40  weeks.  Almost  half  the  patients  had  “pea-soup” 
meconium  amniotic  fluid.  All  except  two  babies  (including 
one  of  twins)  had  low  one-minute  Apgar  scores  of  6 or  less. 
From  this  study,  it  is  concluded  that  an  NR-INACT.  NST 
pattern,  with  or  without  late  or  variable  decelerations  in 
a mature  fetus  whose  mother  is  not  on  sedative  or  tran- 
quilizer treatment,  is  a very  ominous  finding  and  requires 
either  immediate  scalp-blood  pH  determination  (if  it  is 
technically  possible)  or  abdominal  delivery.  The  newborn 
frequently  suffers  from  a low  Apgar  score  and  should  be 
managed  by  a skilled  neonatologist,  preferably  in  a 
“high-risk”  perinatal  center. 

Bergevin,  P.  R.:  Small  cell  bronchogenic  carcinoma; 
advances  in  treatment,  New  York  State  J.  Med.  80: 1847 
(Nov.)  1980. 

Small  cell  bronchogenic  carcinoma  accounts  for  ap- 
proximately 20  to  25  percent  of  all  lung  cancers  and  was 
diagnosed  in  over  20,000  patients  in  the  United  States  in 
1978.  With  various  regimens  of  combination  chemo- 
therapy, often  including  radiation  therapy  to  the  primary 
tumor  and  prophylactic  whole  brain  radiation  therapy,  a 
prolongation  of  survival  has  been  noted.  A review  of  the 
literature  indicates  an  approximate  complete  response  of 
65  percent  for  patients  with  disease  confined  to  the  chest 
(limited  disease)  and  20  percent  for  patients  with  metas- 
tases.  About  20  to  25  percent  of  patients  with  limited 
disease  will  remain  free  of  disease  for  two  years  or  longer 
after  beginning  treatment.  The  role  of  surgical  resection 
for  selected  patients  is  discussed,  but  questions  remain 
regarding  the  scheduling  of  radiation  therapy,  chemo- 
therapy, and  possibly  immunotherapy. 
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Editorials 


What’s  bugging  patients,  justifiably? 

For  over  12  years,  first  as  President,  and  then  as 
Executive  Director,  I’ve  sat  and  listened  to  multiple, 
daily  repetitive  complaints  from  irate  patients  about 
their  experiences  with  physicians,  and  maybe  it’s 
time  the  story  should  be  told! 

The  problem  is  worse,  of  course,  in  the  urban  areas, 
where  there  is  an  admixture  of  professional  men, 
trained  in  many  different  areas  of  the  world,  under 
different  precepts  and  conditions. 

What  are  the  common  complaints?  One  of  the 
most  common  deals  with  fees.  Within  certain  limits, 
fee  increases,  if  properly  and  rationally  explained  to 
the  patients,  are  understood  and  accepted.  Patients 
understand  that  since  the  advent  of  the  legal  mal- 
practice, abuse  insurance  premiums  have  soared. 
Where  a physician  used  to  pay  several  hundred  dol- 
lars a year,  it  is  now  from  $15  to  $18,000  to  $20  to 
$25,000  for  the  same  coverage.  This  “overhead” 
must  come  from  somewhere,  and  the  physician  must 
either  increase  his  fees  or  go  out  of  practice.  Many 
have  left  for  areas  where  the  avarice  is  less,  and  fees 
are  still  within  reason.  If  properly  explained  to  pa- 
tients, especially  with  relevant  waiting  room  litera- 
ture and  an  invitation  to  discuss  fees,  the  public  is 
usually  sympathetic  and  cooperative.  There  is  no 
question  that  the  malpractice  scourge  has  created 
evils  in  the  medical  relationships  of  physicians  and 
patients  as  well  as  with  the  third-party  insurers,  the 
carriers. 

Hardly  a week  passes  without  at  least  one  call  from 
a disgruntled  patient  who  states:  “My  lawyer 

suggests  that  I sue;  what  do  you  think?”  Most  law- 
yers, like  most  physicians,  are  ethical,  but  there  are 
those  who  live  on  these  cases,  and  a few  have  said, 
even  in  print,  that  they  can  crucify  a physician, 
whether  he’s  covered  by  insurance  or  not.  One 
wonders  how  much  barratry  exists,  especially  since 
some  jurists  (all  ex-lawyers  of  course)  have  ruled  that 
a lawyer  cannot  be  countersued  for  bringing  an  im- 
proper suit.  The  State  Court  of  Appeals  recently 
said  that  a lawyer  can’t  be  held  liable  for  damaging 
a physician’s  reputation  if  he  starts  a medical  mal- 
practice lawsuit  that  turns  out  to  be  baseless.  In 
short,  the  physician  gets  it  both  ways;  he  can  be  sued 
unjustly  and  he  has  no  compensatory  protection. 
This  is  an  open  invitation  for  some  lawyers  to  go 
fishing  for  suits,  thereby  raising  fees  for  all  of  us — 
patients  particularly.  This  injustice  is  the  greatest 
basis  of  one  of  the  most  common  complaints:  fees! 

In  addition  to  the  legitimately  explained  fee  in- 
creases, unquestionably,  some  of  the  physicians  are 


gougers.  One,  recently  under  investigation,  said: 
“This  is  the  way  I do  “business!”  Hopefully,  he  and 
his  kind  may  be  brought  under  control  soon. 

Another  complaint,  of  increasing  frequency,  stems 
from  the  hospital  emergency  room  situation.  A pa- 
tient is  seen  in  an  emergency  room,  treated,  pays  his 
bill,  and  leaves.  Days  later  he  receives  a bill  “for 
private  care”  from  a “Doctor  X,”  who  claims  he  was 
called  in  to  treat  the  patient.  The  patient  has  no 
recollection  of  the  man  or  the  “treatment.”  Further, 
he  was  not  aware  of  “Doctor  X”;  he  did  not  request 
“Doctor  X” ; and  states  that  if  he  had  known  or  had 
been  told  that  a private  physician  was  required,  he 
would  have  called  his  own.  The  complaint  is  un- 
questionably justified.  A patient  has  a right  to  know 
who  is  treating  him,  and  if  he  is  receiving  “so-called” 
private  care,  for  which  he  is  expected  to  pay  a private 
fee,  he  should  be  told  before  the  alleged  treatment 
is  rendered.  To  cause  a patient  an  expense  for  a 
treatment  which  he  didn’t  request,  and  didn’t  know 
was  in  process  until  long  after  it  was  an  accomplished 
fact,  is  certainly  not  proper,  nor  does  it  promote  good 
medical  public  relations,  particularly  when  the  un- 
justified bill  is  followed  up  with  a dunning  notice 
from  a collection  agency  threatening  the  patient’s 
credit  rating. 

An  analogous  complaint  arises  within  the  hospi- 
tals, with  presumed  “consultations”  for  “inpatients” 
who  often  are  unknowingly  bombarded  by  exami- 
nations by  interns  and  house  staff,  laboratory  tech- 
nicians, and  others,  and  only  later  is  the  patient  in- 
formed that  one  was  a private  “consultant”  who  ex- 
pects to  be  paid  a private  fee.  The  patient  is  puzzled: 
he  didn’t  know  the  physician,  he  didn’t  ask  for  him, 
he  wasn’t  told  he  was  needed  or  coming,  and  he  didn’t 
know  a consultation  was  in  process.  Sometimes  the 
consultation  was  “with  the  chart.”  Sometimes  a 
physician — one  of  many — will  stick  his  head  in  the 
door  and  say:  “Your  physician  asked  me  to  look  in 
on  you:  how  do  you  feel?”  And  then  the  bill  comes 
in,  to  further  harry  the  sick  patient,  with  the  only 
justification  being  that  an  opinion  was  given  on  the 
basis  of  the  study  of  the  chart. 

To  further  compound  the  problem,  in  some  cases 
the  so-called  “consultant,”  not  satisfied  with  gleaning 
a fee,  continues  to  see  the  patient  daily,  unrequested 
and  needed  or  not.  Then  bills  for  daily  visits  follow. 
In  some  questioned  cases,  the  physician  of  record, 
who  may  be  in  an  inferior  staff  position  to  the  con- 
sultant, has  admitted  “off  the  record”  that  he  didn’t 
need  the  consultant,  but  he  couldn’t  request  him  to 
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stop  visiting  the  patient  because  it  wouldn’t  be  po- 
litically expedient  insofar  as  obtaining  beds  in  the 
future.  In  some  cases  where  the  remonstrations  have 
reached  the  level  of  high-handed  entrepreneur,  he 
has  been  known  to  reply  to  any  objection:  “Why  so 
much  crying — Medicare  will  pay  the  bill?” 

Sometimes  the  excuse  for  these  phantom  consul- 
tations is  based  on  a hospital  “rule”  that  all  patients 
over  45  must  be  “medically”  cleared  before  all  sur- 
gery, even  if  the  surgeon  is  the  physician  of  record 
and  knows  the  patient.  He  is  not  given  the  privilege 
of  calling  in  his  own  medical  man,  and  often  is  igno- 
rant of  the  whole  procedure  until  he  gets  the  bill. 
One  wonders  if  this  is  a hospital  rule,  superseding  the 
surgeon’s  knowledge  and  judgment  of  the  patient, 
should  the  unwary  patient  be  stuck  with  the  bill? 
Shouldn’t  he  at  least  be  told  first? 

A related  irritant,  that  sends  many  patients  into 
orbit  with  letter-writing  complaints,  is  one  men- 
tioned in  a previous  editorial  wherein  a different 
member  of  a group  sees  the  patient  daily  whether  the 
patient  likes  it  or  not.  Sometimes  the  views  are 
conflicting  with  new  judgments,  and  therapeutic 
suggestions.  The  patient  becomes  angry:  “I  want 
my  physician!  The  one  I chose.”  The  “group”  feels 
it  is  helping  the  patient,  but  it  fails  to  see  that  it  is 
destroying  medicine,  and  it  even  creates  intramural 
friction.  Not  only  does  the  patient  not  get  the 
physician  he  chose  and  called,  but,  often,  the  par- 
ticular group  member  can  be  reached  only  on  a par- 
ticular day,  even  by  the  referring  physician,  because 
on  other  days  he  may  be  at  another  office.  This  may 
be  good  “business”  but  it’s  damn  poor  medicine. 
Does  the  patient  exist  for  the  physician  or  the  phy- 
sician for  the  patient? 

The  change  to  socialized  medicine  then  becomes 
simple  and  for  this  the  government  is  waiting,  espe- 
cially the  Kennedy  ilk.  There  must  be  a return  of 
“one  to  one,”  with  the  patient  going  to  the  physician 
of  his  choice,  and  no  foisting  of  a substitute  on  him 
without  his  knowledge. 

Fundamentally,  the  fault  lies  in  the  gradual  shift 
away  from  the  Hippocratic  tenets,  and  the  failure  to 
continue  to  teach  that  medicine  is  a service  to  hu- 
manity. Too  many  men  now  think  of  the  practice  of 
medicine  as  a “business.”  It  is  true  that  this  avari- 
cious group  represents  only  a small  percentage  of  the 
physician  population. 

* * * 


What  can  be  done?  First,  the  odiferous  mal- 
practice stench  must  be  alleviated  by  a responsible 
Head  of  the  State,  who  should  be  interested  in  the 
public,  not  his  legal  cohorts — he  should  abide  by  an 
independent  study  such  as  the  McGill  Commission 
report,  which  was  actually  aborted  by  the  Gov- 
ernor. 

Next,  with  emergency  rooms,  no  patient  should  be 
seen  by  a so-called  “private”  physician  unless  the 
patient  is  advised  first,  so  that  he  may  choose  his  own 
physician  if  he  so  desires.  If  he  is  treated  without 
prior  consent,  except  for  emergency  situations  pro- 
hibiting usual  amenities,  the  patient  should  not  be 
responsible  for  the  so-called  “private”  fee. 

With  hospital  consultations  on  “inpatients,”  no 
patient  should  be  seen  by  anyone  except  by  prior 
consent  and  knowledge  of  the  patient  or  responsible 
party,  and  only  after  being  given  a choice.  Further, 
on  the  chart  the  consultative  request  should  state 
clearly  (as  it  does  in  some  hospitals)  either  that  only 
a one  examination  consultation  is  requested,  with  the 
care  remaining  with  the  physician  of  record,  or  that 
the  consultant  is  to  take  over  in  his  field  with  the 
other  physician  dropping  out.  No  patient  should  be 
charged  with  bills  from  several  men  for  the  same 
service,  particularly  since  neither  Medicare  nor  most 
third-party  carriers  will  recognize  such  duplications 
or  “ping-ponging”  of  patients. 

In  short,  patients  are  not  owned  by  a particular 
physician  to  be  passed  back  and  forth.  Nothing 
should  be  done  to  or  with  them  without  their  prior 
knowledge  and  consent.  There  should  be  a return 
of  the  “service”  concept;  the  word  “business”  should 
have  no  part  in  the  practice  of  the  profession  of 
medicine.  And  schools  which  have  abandoned  the 
Hippocratic  Oath  should  be  encouraged  to  return  to 
its  principles. 

Finally,  the  larger  ethical  portion  of  the  medical 
profession  should  become  very  active  in  the  sur- 
veillance of  the  very  small  group  which  is  giving  the 
entire  profession  a bad  name.  Whenever  an  uneth- 
ical, unscrupulous  character  hurts  a patient,  he  hurts 
the  entire  profession  as  well.  It’s  time  to  be  stirring. 
The  public  is  already  moving,  and  if  we  don’t  act, 
we’ll  all  be  painted  with  the  same  brush. 


LESTER  J.  CANDELA,  M.D. 
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Since  its  introduction,  the  electron  microscope  has 
been  most  commonly  used  as  a research  tool.  In 
recent  years  electron  microscopy  has  been  increas- 
ingly employed  in  histopathologic  diagnosis  of  non- 
neoplastic and  neoplastic  human  disease.  Electron 
microscopy,  however,  has  been  slow  in  gaining  ac- 
ceptance in  diagnostic  pathology  for  several  rea- 
sons. 

1.  Ideally,  the  tissues  require  immediate  fixation  in  an 
appropriate  fixative  such  as  glutaraldehyde,  para- 
formaldehyde,1 or  a combination  of  the  two.2 

2.  The  initial  tissue  processing  is  more  elaborate,  te- 
dious, and  demanding  than  for  light  microscopy. 

3.  The  overall  procedure  from  Fixation  to  the  prepa- 
ration and  interpretation  of  ultramicrographs  is  time 
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This  presentation  deals  with  the  application  of 
electron  microscopy  in  the  diagnosis  of  tumors  and 
tumor-like  conditions.  Ultrastructural  study  is 
useful  in  differential  diagnosis  malignant  neoplasms 
which  are  largely  composed  of  spindle-shaped  cells 
such  as  fibrosarcoma,  leiomyosarcoma,  rhabdomyo- 
sarcoma, and  malignant  schwannoma.  Similarly, 
the  fine  structural  features  enable  the  differentiation 
of  malignant  neoplasm  that  are  mainly  composed  of 
small  or  large  round  cells.  Examples  of  such  lesions 
include  Ewing’s  sarcoma,  neuroblastoma,  esthe- 
sioneuroblastoma,  paraganglioma,  lymphoma,  ana- 
plastic carcinoma,  amelanotic  and  melanotic  mela- 
noma, and  embryonic  rhabdomyosarcoma.  The 
pathognomonic  fine  structural  features  of  such  di- 
versified conditions  as  malakoplakia,  Fabry’s  disease, 
and  histiocytosis  X amply  illustrate  the  valuable 
contribution  of  electron  microscopy  to  the  diagnosis 
of  human  disease. 


consuming  and,  therefore,  delays  the  diagnosis  for 
several  days. 

4.  Sampling  errors  due  to  the  small  size  of  the  tissues 
are  common. 

Recent  advances  in  rapid  tissue  processing  tech- 
nique3,4 and  the  realization  that  less  rigorous  de- 
mands for  ideal  tissue  fixation2  provide  adequate 
tissue  preservation  for  diagnostic  purposes  have 
made  the  application  of  electron  microscopy  in  di- 
agnostic pathology  easier,  more  practical,  and  less 
time-consuming.  In  addition,  the  finding  of  pres- 
ervation of  subcellular  markers  essential  for  the 
identification  of  different  human  disease  entities  in 
formalin-fixed  or  deparaffinized  tissues5-7  has  fur- 
ther enhanced  the  application  of  electron  microscopy 
in  diagnostic  pathology. 

The  usefulness  of  electron  microscopy  in  the  di- 
agnosis of  different  benign  and  malignant  neoplasms 
lies  in  the  ability  to  identify  the  substructural  fea- 
tures which  may  be  characteristic  of  the  cell  type 
from  which  the  particular  tumor  arises.  Therefore, 
electron  microscopy  has  played  an  important  role  in 
differentiating  between  mesenchymal  tumors, 
especially  the  malignant  variety,  which  on  light  mi- 
croscopic examination  are  all  characterized  by 
spindle-cell  population.  Such  lesions  include  fi- 
brosarcoma,8 leiomyosarcoma,9-11  rhabdomyosar- 
coma,12-14 and  neurosarcoma.15  Electron  micros- 
copy has  further  enabled  morphologic  differentiation 
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between  mesenchymal  tumors  and  spindle-cell  car- 
cinoma.16 

Electron  microscopy  has  been  very  useful  in  dis- 
tinguishing tumors  which  are  of  different  histo- 
genetic  origin  but  are  represented  as  undifferentiated 
small  or  large,  round  cells  at  the  light  microscopic 
resolution.  To  such  a category  belong  anaplastic 
carcinomas,  lymphomas,17  myelomas,18-20  rhab- 
domyosarcomas,12-14 neuroblastomas,21-25  and  Ew- 
ing’s sarcomas.26-31 

Electron  microscopy  highlights  the  characteristics 
of  the  plasma  membranes  and  their  junctional  com- 
plexes and,  thereby,  enables  the  differential  diagnosis 
of  various  tumors.  Well-developed  desmosomes  are 
characteristic  of  epithelial,  endothelial,  mesothelial, 
and  neuroectodermal  neoplasms.  The  presence  of 
intra-  or  intercellular  lumina  with  microvilli  are 
features  common  to  glandular  tumors.  The  presence 
of  all  three  types  of  junctions  (tight,  intermediate, 
and  desmosomes)  can  help  distinguish  between  un- 
differentiated adenocarcinoma  and  squamous-cell 
carcinoma.  Tumors  such  as  mesotheliomas  may  be 
identified  by  their  intercellular  and  intraluminal 
brush-like  microvilli.32-34 

The  fine  structural  identification  of  the  functional 
products  of  different  tumors  facilitates  their  differ- 
ential diagnosis.  Thus,  electron  microscopy  helps 
to  distinguish  tumors  of  the  exocrine  and  endocrine 
glands,  of  mast  cells  and  of  neural  crest  origin  (mel- 
anoma,35’36 retinal  anlage  tumor,  neuroblastoma,37’38 
esthesioneuroblastoma,39  paraganglioma,40  pheo- 
chromocytoma,21’24’37,41  and  carcinoid42-46).  In 
addition,  identification  of  specific  intracellular  in- 
clusion bodies,  such  as  Langerhans’  granules,  can 
help  diagnose  specific  lesions  such  as  histiocytosis 

X 47-51 

Electron  microscopy  serves  to  differentiate  neo- 
plasms which  share  granular  eosinophilic  cytoplasm 
when  viewed  with  the  light  microscope.  This  gran- 
ularity, at  the  light  microscopic  level,  may  correspond 
to  the  presence  of  large  numbers  of  mitochondria  at 
the  ultrastructural  level  as  seen  in  oncocytomas  and 
Warthin’s  tumors  of  the  major  and  minor  salivary 
glands,52  oxyphilic  cell  adenomas  of  the  parathy- 
roid53”54 and  kidney,55  Hurthle  cell  tumors  of  the 
thyroid  gland,56’57  and  oncocytic  adenoma  of  the 
human  pituitary.58  In  other  instances,  the  eosino- 
philic granules  seen  by  light  microscopy  may  repre- 
sent lysosomes,  as  in  congenital59  and  adult  granular 
cell  myoblastoma60’61  or  granular-cell  ameloblasto- 
ma.62 Similarly,  the  presence  of  lysosomes  and 
phagolysosomes  are  hallmarks  of  Whipple’s  disease63 
and  malakoplakia  64  and  the  two  are  distinguished 
from  one  another  by  the  presence  of  pathognomonic 
Michaelis-Gutmann  bodies  in  the  latter  disorder. 

The  presence  of  glycogen  particles  in  tumors  of 
different  histogenetic  origin  is  a common  ultra- 
structural  finding.  However,  large  accumulations 
of  glycogen  granules  and  distinctive  patterns  of  gly- 
cogen distribution  are  often  helpful  in  the  diagnosis 
of  Ewing’s  sarcoma  and  renal  cell  carcinoma  65-67 


In  combination  with  other  sophisticated  tech- 
niques, electron  microscopy  is  being  used  increas- 
ingly in  the  diagnosis  of  inborn  lysosomal  disorders, 
which  are  ultrastructurally  characterized  by  the 
presence  of  polymorphic  lysosomes,  phagolysosomes, 
and  myelin  figures,  such  as  Fabry’s  disease.68 

Materials  and  methods 

A representative  part  of  the  surgical  specimen 
from  each  biopsy  was  fixed  in  a 3 percent  glutaral- 
dehyde  in  0.1  M.  Sorenson’s  phosphate  buffer  (pH 
7.4)  and  post-fixed  in  1 percent  phosphate  buffered 
osmium  tetroxide.  Tissue  was  routinely  processed 
for  electron  microscopy  and  embedded  in  Epon. 
Semi-thin  sections  were  stained  with  1 percent 
methylene  blue  and  used  for  orientation  and  selec- 
tion of  appropriate  areas  of  the  tissue.  Thin  sections 
were  cut  and  double-stained  with  uranyl  acetate  and 
lead  citrate  and  examined  with  a Siemens  101  elec- 
tron microscope. 

Results 

Spindle-shaped  tumor  cells.  Fibrosarcomas. 
Under  normal  circumstances,  fibroblasts  are  involved 
in  the  synthesis  of  collagen  and  noncollagen  proteins. 
The  subcellular  structures  which  are  concerned  with 
the  synthesis  of  proteins  and  their  packaging  are  the 
rough  endoplasmic  reticulum  and  the  Golgi  appa- 
ratus, respectively.  These  two  subcellular  organelles 
are,  therefore,  highly  developed  in  normal  as  well  as 
in  neoplastic  fibroblasts  and  form  the  basis  for  dif- 
ferential diagnosis  of  fibrosarcomas  from  other  ma- 
lignant neoplasms  composed  of  spindle-shaped  cells 
(Fig.  1).  The  dilated  rough  endoplasmic  reticulum 
cisternae  contain  osmiophilic  material  suggestive  of 
a secretory  process.8  In  addition,  fibrosarcomas  lack 
a basal  lamina,  while  the  cells  of  other  mesenchymal 
tumors  are  characteristically  surrounded  by  external 
lamina  or  basal  lamina. 

Leiomyosarcomas.  Like  their  normal  counter- 
part, leiomyosarcomas  are  composed  of  malignant 
smooth  muscle  cells  which  are  characterized  by  the 
presence  of  myofilaments  which  are  primarily  dis- 
tributed parallel  to  the  plasma  membrane  and  are 
associated  with  spindle-shaped  densities  along  their 
course  (Fig.  2).  The  myofilaments  occupy  most  of 
the  cytoplasm  at  the  expense  of  other  organelles. 
Presence  of  glycogen,  pinocytotic  vesicles,  plasma 
membrane  dense  bodies  (marginal  dense  bodies),  and 
continuous  fragmentary  basal  lamina  are  the  sec- 
ondary ultrastructural  markers  of  leiomyosar- 
coma.9,11 

Leiomyoblasts  should  be  carefully  differentiated 
from  myofibroblasts  which  have  been  observed  in 
various  types  of  fibromatoses  and  other  unrelated 
neoplastic  and  non-neoplastic  conditions.69  The 
myofibroblast  shares,  with  typical  fibroblasts,  a large 
amount  of  dilated  rough  endoplasmic  reticulum  and 
prominent  Golgi  complexes.  They  also  contain 
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myofilaments  with  dense  bodies  like  those  in  smooth 
muscle  cells. 

Rhabdomyosarcoma.  This  malignant  neoplasm 
of  striated  muscle  origin,  rhabdomyosarcoma,  is 
composed  of  malignant  rhabdomyoblasts  which  are 
characterized  by  the  presence  of  myofilaments  with 
sarcomeric  organization  (Fig.  3).  Myofilaments  are 
divided  into  sarcomeres  by  linear  or  irregular  ovoid 
densities  representing  Z-bodies.  The  sarcomeres  are 
usually  incomplete  since  other  bands  are  often 
lacking.  Myofilaments  may  be  present  in  parallel 
arrays  or  distributed  in  random  fashion  so  that  both 
transverse  and  longitudinal  profiles  are  intermingled. 
A distinction  between  thick  and  thin  myofilaments 
is  mandatory.  Glycogen  granules  are  dispersed  be- 
tween the  myofibrils,  sometimes  as  rosette-like 
clusters. 1:1  Endoplasmic  reticulum  may  be  arranged 
in  “paired  cisternae.”  70,71 

Neurosarcoma.  The  cells  forming  a neurosarcoma 
are  elongated  and  spindle-shaped  with  multiple 
branching  processes  representing  dendrites  and 
axons.  The  perikaryon  and  the  processes  contain 
polyribosomes,  coated  vesicles,  and  a large  number 
of  neurotubules  (Fig.  4).  The  tumor  cells  may  be 
covered  by  an  intact  or  interrupted  lamina  or  glyco- 
calyx.  Cell  junctions  are  common  between  the  ad- 
jacent plasma  membranes.15,35  An  interesting  but 
inconsistent  finding  in  the  benign  Schwannoma  is  the 
presence  of  fibrous  long-spaced  collagen  (Luse  bod- 
ies) between  the  cytoplasmic  processes  (Fig. 
5). 72,73 

Spindle  cell  carcinoma.  Spindle-cell  variants  of 
squamous  cell  carcinoma  are  characterized  by  ma- 
lignant cells  which  may  demonstrate  aggregates  of 
keratohyalin,  slender  bundles  of  tonofilaments,  and, 
occasionally,  premelanosomes.  Desmosomes  are 
present  but  are  few  in  number  and  poorly  devel- 
oped.16 

Small  and  large  round  tumor  cells.  The  most 
common,  practical  and  relatively  dependable  appli- 
cation of  electron  microscopy  lies  in  making  an  ac- 
curate differential  diagnosis  between  undifferen- 
tiated or  anaplastic  squamous  cell  carcinomas,  ade- 
nocarcinomas, mesotheliomas,  malignant  lympho- 
reticular  tumors,  myelomapathies,  and  neuroblas- 
tomas. 

Anaplastic  carcinoma.  In  general,  undifferen- 
tiated squamous-cell  carcinomas  often  retain  well  to 
poorly  developed  desmosomes  and  may  contain  free 
or  attached  tonofilaments  (Fig.  6). 16  Adenocarci- 
nomas may  form  intra-  or  extracellular  abortive  lu- 
mens with  tight,  intermediate  and  desmosome 
junctional  complexes  interconnecting  the  adjoining 
glandular  epithelial  cells.  Zonula  occludens  are  al- 
ways present  toward  the  apical  portion  of  the  cells 
near  the  lumen  whereas  desmosomes  interconnect 
the  basal  portion  of  the  lateral  plasma  membrane. 
In  mesothelioma32-74  and  adenomatoid  neoplasms 
of  the  male  and  female  genital  tracts75-78  the  tumor 
cells  rest  on  a well-formed  basal  lamina,  and  nu- 
merous slender  microvilli  extend  from  their  apical 


plasmalemma.  The  lateral  plasma  membranes  of 
these  cells  are  interconnected  by  junctional  com- 
plexes (Fig.  7).  In  addition,  both  mesothelial  and 
adenomatoid  tumor  cells  contain  varying  amounts 
of  glycogen.74,79,80 

Malignant  lymphomas.  Unlike  anaplastic  car- 
cinoma, the  lymphoma  cells  are  usually  rich  in  ribo- 
somes and  polyribosomes  but  lack  other  cytoplasmic 
organelles  (Fig.  8). 81  Their  apposing  plasma  mem- 
branes are  often  devoid  of  junctional  complexes. 
Small,  slender,  interdigitating  cytoplasmic  processes 
filled  with  ribosomes  and  polyribosomes  emanate 
from  the  lymphoma  cells  (Fig.  8).  Their  nuclear 
heterochromatin  is  present  in  large  clumps,  is  ran- 
domly dispersed  throughout  the  cytoplasm  or  pref- 
erentially distributed  along  the  inner  nuclear  mem- 
brane (Fig.  8).  Ultrastructure  is  of  great  value  in 
distinguishing  lymphomas  from  undifferentiated 
thyroid  tumors  and  especially  from  small-cell  carci- 
nomas of  the  thyroid  82 

Myelomapathies.  The  myeloma  cells  of  extra- 
medullary plasmacytomas,  solitary  or  multiple 
myeloma  of  bones,  and  myelomatosis  often  duplicate 
the  fine  structure  features  of  their  normal  counter- 
part (plasma  cell).  Since  plasma  cells  are  chiefly 
concerned  with  the  synthesis  of  immunoglobulins, 
they  are  richly  endowed  with  protein-synthesis  ma- 
chinery, such  as  rough  endoplasmic  reticulum,  which 
almost  fills  the  cytoplasm,  pushing  the  nucleus  to  an 
eccentric  position  (Fig.  9). 18-20  The  multiphasic 
profiles  of  rough  endoplasmic  reticulum  represent 
the  varying  functional  states  of  the  cells.  The  ar- 
rangement of  heterochromatin  aggregates  in  the 
nucleus  imparts  to  the  latter  its  characteristic 
“cartwheel”  appearance. 

Renal  cell  carcinoma.  On  a light  microscopic 
basis,  renal  cell  carcinoma  may  be  composed  of  either 
clear  or  granular  cells.  Ultrastructurally,  clear  cells 
have  an  abundant  cytoplasm  which  contains  large 
amounts  of  particulate  glycogen,  large  empty  vacu- 
oles, and  few  other  organelles  (Figs.  10,10A).  On  the 
other  hand,  the  granular  cells  contain  numerous 
mitochondria,  highly  developed  rough  endoplasmic 
reticulum,  and  Golgi  complexes,  but  sparse  amounts 
of  glycogen.65,67  The  existence  of  intermediate  forms 
between  granular  and  clear  cells  in  the  same  tumor, 
with  cells  containing  mitochondria  and  glycogen 
particles  in  highly  variable  proportions,  suggests  that 
in  such  tumors,  the  two  types  of  cells  are  of  similar 
origin  but  differ  with  respect  to  their  metabo- 
lism.67 

Ewing’s  sarcoma.  The  diagnosis  of  Ewing’s  sar- 
coma of  bone  cannot  always  be  made  with  certainty 
on  the  basis  of  light  microscopic  morphologic  features 
because  of  widespread  necrosis  and  the  undifferen- 
tiated character  of  the  tumor-cell  population.  This 
tumor  may  be  easily  confused  with  chronic  os- 
teomyelitis, reticulum  cell  sarcoma,  or  metastatic 
neuroblastoma.  Ultrastructurally,  the  cytoplasm  of 
Ewing’s  sarcoma  cells  is  scant,  and  the  organelles  are 
poorly  developed.  The  most  characteristic  feature 
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in  Ewing’s  sarcoma  is  the  presence  of  intra  and  extra 
cellular  glycogen  granules  which  may  occur  singly  or 
in  a rosette  arrangement  (Fig.  11).  The  glycogen  is 
present  in  large  amounts  but  varies  from  one  cell  to 
another.83  In  some  cells,  it  may  also  be  present  as 
round  and  membrane-bound  glycogenosomes  (Fig. 
ID.31 

The  presence  of  desmosome-like  junctions  is  a 
consistent  feature,  but  they  may  vary  in  number, 
morphology,  and  development.30 

Ewing’s  sarcomas,  both  skeletal  and  extraskeletal, 
are  histologically  indistinguishable  from  each  other.84 
Ultrastructurally,  they  also  share  with  one  another 
many  morphologic  features.85  A relative  paucity  of 
glycogen  in  extraskeletal  Ewing’s  sarcoma  has  been 
cited  as  a distinguishing  feature  from  bony  Ewing’s 
sarcoma.84’85  However,  this  view  is  not  shared  by 
others.86 

Presence  of  glycogen  in  Ewing’s  sarcoma  may  serve 
as  one  of  the  ultrastructural  markers  for  its  differ- 
entiation from  metastatic  neuroblastoma.  However, 
glycogen  may  be  absent  in  some  cases  of  Ewing’s 
sarcoma  and  present  in  an  occasional  neuroblas- 
toma.87 

Tumor  cells  with  secretory  products  or  other 
distinctive  cytoplasmic  markers.  Neuroblasto- 
ma. The  tumor  cells  are  characterized  by  peripheral 
dendritic  processes  that  contain  longitudinally  ori- 
ented neurotubules  (Fig.  12A).  In  addition,  the 
neuroblastoma  cells  contain  neurofilaments  and 
small  membrane-bound  secretory  granules  with 
electron  dense  cores  (Fig.  12). 21-25  Desmosomes 
serve  to  attach  the  apposing  cell  membranes  and 
their  processes  (Fig.  12B).  Ewing’s  sarcoma,  rhab- 
domyosarcoma, and  various  lymphomas  lack  the 
neurogenic  characteristics  of  neuroblastoma.  A 
rhabdomyosarcoma  exhibits  myofilaments  with  or 
without  sarcomeric  organization  depending  on  the 
degree  of  differentiation  of  the  malignant  rhab- 
domyoblasts. 

Olfactory  neuroblastoma  ( esthesioneuroblas - 
toma).  On  the  basis  of  their  biochemical,  histo- 
chemical,  and  ultrastructural  characteristics,  olfac- 
tory neuroblastomas  (esthesioneuroblastoma)  are 
similar  to  adrenal  or  sympathetic  nervous  system 
neuroblastomas  and,  therefore,  are  believed  to  be  of 
neural  crest  origin.39  The  most  consistent  fine 
structure  features  of  olfactory  neuroblastomas  are 
the  presence  of  intracytoplasmic  dense-cored  se- 
cretory granules,  “true”  and/or  “pseudorosettes”  and 
neuritic  processes  emanating  from  the  tumor  cells 
(Fig.  13). 39 

Paragangliomas.  Paragangliomas  are  charac- 
terized by  the  dominant  chief  or  paraganglion  cells 
and  sustentacular  or  supporting  cells.40  The  chief 
cells  are  round,  ovoid  to  polygonal  in  shape,  and  their 
cytoplasm  contains  dense-cored  secretory  granules 
which  vary  in  size,  shape,  and  number  from  one  cell 
to  another  in  addition  to  other  conventional  organ- 
elles (Fig.  1 4).  The  sustentacular  cells  are  peripheral 
in  location  and  their  cytoplasmic  processes  partially 
or  completely  enclose  the  chief  cells  (Fig.  14).  A 


distinct  basal  lamina  surrounds  the  sustentacular 
cells  and  their  processes.40  Occasional  desmosomes 
serve  to  attach  the  chief  cells  to  one  another  and  to 
the  sustentacular  cells. 

Carcinoid  tumors.  The  current  concept  of  the 
origin  of  carcinoid  tumors  is  that  they  arise  from  a 
diffused  endocrine  cell  system  of  probable  neural 
crest  derivation.  Such  a system  has  been  recently 
given  the  name  of  amine  precursor  uptake  and  de- 
carboxylation (APUD). 88,89  All  carcinoid  tumors  are 
potentially  malignant  in  the  sense  that  they  all  have 
the  capacity  to  invade  and  give  rise  to  distant  me- 
tastases  and  this  property  is  mainly  a function  of 
anatomic  location  and  tumor  size.45  A definite  re- 
lationship exists  between  the  anatomic  site  of  origin 
of  the  carcinoid  tumor  and  a variety  of  morphologic, 
histochemical,  and  behavioral  characteristics. 
Carcinoids  arising  from  foregut  derivatives  (lung, 
thymus,  stomach,  pancreas,  duodenum,  and  possibly, 
liver)  may  be  associated  with  Cushing’s  syndrome  or 
Type  I multiple  endocrine  adenomatosis;  the  tumor 
cells  are  usually  arranged  in  trabeculae  or  gland-like 
structures,  and  are  argyrophilic  but  not  argentaffinic 
in  nature.45  Ultrastructurally,  the  carcinoid  cells 
contain  secretory  granules  which  are  regular  and 
uniform  in  shape  but  are  of  different  sizes.  Each 
granule  consists  of  an  electron-dense  core  which  is 
separated  from  the  limiting  membrane  by  a narrow 
halo.  The  closely  apposed  plasma  membranes  of  the 
neighboring  cells  are  interconnected  by  desmosomes 
(Fig.  15). 

Pheochromocytoma.  Another  neoplasm  of  neural 
crest  origin,  pheochromocytoma,  arises  from  the 
adrenal  medulla  or  the  sympathetic  chain  of  auto- 
nomic nervous  system.  Characteristically,  the  entire 
cytoplasm  of  the  tumor  cells  is  occupied  by  mem- 
brane-bound vacuoles  and  catecholamine  secretory 
granules  (Fig.  16).  The  granules  are  membrane- 
bound  and  contain  one  or  more  eccentric  electron 
dense  cores  of  varying  sizes  and  shapes. 21,24,37’41’90 
No  neural  processes  or  synaptic  complexes  are 
seen.91 

Malignant  melanoma  (amelanotic,  melanotic). 
The  characteristic  ultrastructural  feature  of  amela- 
notic melanoma  is  the  presence  of  premelanosomes 
in  the  tumor  cells.35,36  The  premelanosomes  are 
membrane-bound,  round  to  oval,  intracytoplasmic 
organelles  which  are  characterized  by  longitudinal 
and  transverse  striations.  Premelanosomes  are 
precursors  of  melanosomes  in  which  fine  melanin 
particles  are  deposited  on  the  lattice-like  matrix. 
Melanotic  melanoma  cells  contain  premelanosomes, 
melanosomes,  and  fully-formed  melanin  granules 
which  have  an  electron-dense,  homogenous  matrix, 
and  are  limited  by  a unit  membrane  (Fig.  17). 

Histiocytosis  X.  Lichtenstein49  viewed  E.G. 
(eosinophilic  granuloma),  H.S.C.D.  (Hand-Schuller 
Christian  disease),  and  Letterer-Siwe  disease 
(L.S.D.)  as  related  manifestations  of  a single  noso- 
logic entity  which  he  named  “Histiocytosis  X.” 
Some  pathologists  consider  H.S.C.D.  to  be  a multi- 
focal or  systemic  variant  of  eosinophilic  granuloma. 
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They  also  feel  that  both  E.G.  and  H.S.C.D.  are  un- 
related to  Letterer-Siwe  disease.92  A distinctive 
ultrastructural  marker  (a  cytoplasmic  rod-shaped 
profile)  is  seen  in  all  the  three  variants  of  histiocytosis 
X.47-51  These  inclusions  are  similar  to  the  Rirbeck 
bodies  observed  in  the  Langerhans’  cells  in  the  epi- 
dermis and  are  thus  referred  to  as  “Langerhans’ 
granules.”  47  They  consist  of  two  dense  outer  layers 
and  a central  line  which  exhibits  regular  transverse 
striations.  Often  one  end  of  the  inclusion  may  ex- 
pand into  a coated  vesicle  giving  it  a racket-shaped 
appearance  (Fig.  18).  Occasionally,  the  vesicle  may 
be  present  in  the  center  or  on  each  end  of  the  rod- 
shaped profile. 

Urticaria  pigmentosa.  The  lesion  urticaria  pig- 
mentosa arises  in  infancy  or  early  childhood  and  is 
usually  confined  to  the  skin.  The  lesions  appear  as 
single  or  multiple  brownish  macules  and  papules. 
The  disease  is  self-limiting  and  undergoes  sponta- 
neous involution  at  puberty.93  The  adult  type  of 
disease  is  usually  associated  with  visceral  involve- 
ment and  is  frequently  fatal.  On  routine  microscopic 
examination,  mast  cells  are  found  limited  to  the 
upper  dermis  (Fig.  19A)  and,  therefore,  are  difficult 
to  differentiate  from  the  atypical  histiocytes  in  Let- 
terer-Siwe disease.93  Ultrastructurally,  the  mast  cell 
granules  show  a marked  variation  in  size,  shape,  and 
density.  Most  commonly  they  are  membrane-bound 
with  a dense  core  which  is  surrounded  by  relatively 
light  granular  material  of  varying  widths  (Figs.  19, 
19B).  Langerhans’  granules  are  not  found  in  the 
cells  associated  with  this  disease. 

Acinic-cell  adenocarcinoma.  An  acinic-cell  car- 
cinoma is  a low-grade  malignant  neoplasm  of  salivary 
gland  origin  which  occurs  predominantly  in  the 
parotid  glands.  The  cytoplasm  of  the  tumor  cells  is 
distinctly  basophilic  and  granular.  Ultrastructur- 
ally, the  tumor  cells  are  filled  with  large,  mem- 
brane-bound secretory  granules  of  different  sizes, 
shapes,  and  electron  density  (Fig.  20).94,95  In  addi- 
tion, the  cells  contain  prominent  Golgi  complexes 
and  a generous  amount  of  rough  endoplasmic  retic- 
ulum often  arranged  in  parallel  arrays. 

Tumor  cells  with  eosinophilic  granular  cyto- 
plasm. Changes  resulting  from  an  increase  in  the 
number  of  mitochondria.  Oncocytes  are  trans- 
formed epithelial  cells  characterized  by  an  abundant 
granular  and  deeply  eosinophilic  cytoplasm.  They 
are  commonly  found  in  the  major  salivary  glands  and 
in  the  minor  salivary  glands  of  the  upper  digestive 
and  respiratory  tracts.  They  are  also  present  in 
thyroid,  parathyroid,  pituitary,  adrenal  cortex, 
pancreas,  gallbladder,  fallopian  tubes,  and  lacrimal 
glands.  The  number  of  oncocytes  in  these  organs 
increases  with  age. 

Benign  and  malignant  tumors  of  oncocytic  origin 
have  been  reported  in  the  major  and  minor  salivary 
glands,  thyroid,  parathyroid,  kidney,  adrenal  cortex, 
pituitary,  liver,  and  caruncle  of  the  eyelid.  On  rou- 
tine histologic  examination,  the  tumor  consists  of  a 
uniform  population  of  polyhedral  cells  with  distinctly 


eosinophilic,  finely  granular  cytoplasm,  and  a central 
nucleus.  Occasionally,  the  cells  may  be  arranged 
around  a lumen. 

Ultrastructurally,  the  presence  of  an  unusually 
large  number  of  mitochondria  is  the  hallmark  of 
oncocytes  and  oncocytomas  of  different  anatomical 
sites.  The  mitochondria  are  often  so  numerous  as 
to  almost  completely  fill  the  cytoplasm  (Figs.  21  to 
23).  Many  of  the  mitochondria  may  appear  normal, 
but  others  may  display  morphologic  alterations  in 
their  size,  shape,  number,  and  in  the  arrangement  of 
the  cristae  (Figs.  21  to  23).52~57  The  abnormal  mi- 
tochondria may  contain  amorphous  dense  bodies,  a 
large  amount  of  /3-glycogen,  and  crystalline  struc- 
tures. 

Changes  resulting  from  increase  in  the  number  of 
lysosome  vacuoles.  1.  Granular-cell  myoblastoma 
may  be  present  at  birth59  or  appear  shortly  thereaf- 
ter. This  tumor  may  also  occur  in  adults.60’61  The 
adult  type  may  arise  in  any  part  of  the  body  but  most 
commonly  it  is  found  on  the  skin  and  the  oral  mu- 
cosa. Histologically,  the  tumor  is  composed  of  ag- 
gregates of  loosely  infiltrating  uniform  cells  filled 
with  coarse  and  oxyphilic  intracytoplasmic  granules. 
Ultrastructurally,  these  granules  represent  diverse 
morphologic  variants  of  lysosomes  such  as  phago- 
somes, phagolysosomes,  myelin  figures,  and  multi- 
vesicular  bodies  (Fig.  24).60’61 

2.  Granular  cell  ameloblastic  fibroma,96  granular 
cell  ameloblastoma,62  and  granular  cell  odontogenic 
cysts  are  characterized  by  the  presence  of  large, 
round,  and  polyhedral  cells  densely  packed  with 
coarse  eosinophilic  granules.  Ultrastructurally,  the 
granules  represent  polymorphic  lysosomes  with  di- 
vergent morphologic  features  (Fig.  25). 

3.  Malakoplakia  is  a chronic  inflammatory  dis- 
ease which  appears  to  arise  as  an  unusual  response 
to  infection  with  gram-negative  bacteria,  most 
commonly  to  Escherichia  coli  or  Klebsiella,  in 
compromised  patients.53  The  disease  is  character- 
ized by  the  accumulation  of  histiocytes  intermixed 
with  plasma  cells  and  lymphocytes.  The  accuracy 
of  the  diagnosis  of  malakoplakia  is  enhanced  by  ul- 
trastructural examination  highlighting  the  presence 
of  lysosomes,  phagolysosomes,  Michaelis-Gutmann 
bodies,  and  microorganisms  intact  and  their  rem- 
nants (Figs.  26,  26 A).  The  phagolysosomes  provide 
a suitable  biochemical  environment  for  the  deposi- 
tion of  calcium  to  form  pathognomonic  Michaelis- 
Gutmann  bodies  of  malakoplakia. 

4.  Fabry’s  disease  (angiokeratoma  corporis  dif- 
fusum  universalis)  is  a rare  sex-linked,  inherited 
disorder  of  glycolipid  metabolism  that  is  due  to  a 
partial  or  total  deficiency  of  a lysosomal  hydrolytic 
enzyme,  ceramide  trihexosidase.68  The  inborn  de- 
fect results  in  an  intracellular  accumulation  of  lipid 
trihexoside  in  the  skin,  mucosa,  and  almost  all  vis- 
ceral organs,  particularly  in  the  heart,  blood  vessels, 
kidney,  and  central  nervous  system.  At  the  light 
microscopic  level,  the  involved  cells  are  characterized 
by  the  presence  of  cytoplasmic  vacuoles  and  inclu- 
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sions  which  are  periodic  acid,  Schiff  (PAS)  positive 
and  diastase-resistant  (Fig.  27).  Ultrastructurally, 
the  inclusions  correspond  to  large,  irregular-shaped, 
laminated  bodies  composed  of  densely  packed, 
electron-dense  membranes  arranged  in  parallel  or 
concentric  arrays  (Fig.  28).  Some  inclusions  have  an 
amorphous  appearance,  while  others  have  a distinct 
lattice-like  structure  with  variable  periodicity. 

Comment 

This  report  is  far  from  a complete  inventory  of  the 
neoplastic  and  non-neoplastic  conditions  in  which 
electron  microscopy  may  be  of  value  in  the  histo- 
pathologic diagnosis.  The  cases  presented  here 
represent  a sample  of  the  limited  experience  of  only 
one  laboratory. 

The  use  of  electron  microscopy  as  a diagnostic  tool 
in  histopathology  has  made  great  strides  in  the  last 
two  decades.  The  contribution  of  ultrastructural 
analysis  in  diagnostic  pathology  is  being  increasingly 
stressed  each  year  by  pathologists.97-100  It  not  only 
helps  to  make  a definitive  diagnosis  in  those  in- 
stances where  the  light  microscopy  has  failed  but  also 
serves  to  confirm  or  delineate  equivocal  light  mi- 
croscopic interpretations.  In  addition,  electron 
microscopy  provides  a more  refined  morphologic 
definition  of  pathologic  conditions.101  Above  all,  it 
adds  to  our  understanding  of  the  etiology  and 
pathogenesis  of  various  human  disease  entities  and, 
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cation of  electron  microscopy  in  histopathologic  di- 
agnosis of  various  neoplastic  and  non-neoplastic 
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plication improves  the  quality  of  diagnostic  pa- 
thology. 
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FIGURE  1.  Electron  photomicrograph  of  well-differentiated 
fibrosarcoma  of  female  breast.  Note  presence  of  numerous 
lamellar  and  dilated  rough  endoplasmic  reticulum  (RER), 
polyribosomes  (PR),  occasional  mitochondria  (M),  and  several 
lysosomes  (L),  (original  magnification  X 6,000). 
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FIGURE  2.  Electron  micrograph  of  a leiomyosarcoma  of 
stomach  showing  characteristic  myofilaments  (MF)  with 
associated  densities  (D)  along  their  course  and  attachment 
plaques  (PL).  Note  also  presence  of  cytoplasmic  glycogen 
particles  (GLY)  and  basal  lamina  (BL)  surrounding  each  cell 
(original  magnification  X 20,000). 
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FIGURE  3.  Electron  micrograph  of  rhabdomyosarcoma  in 
child.  Note  sarcomeric  arrangement  of  myofilaments  with 
distorted  "Z”  bands.  Note  disorderly  arrangement  of  myo- 
filaments (MF)  and  absence  of  all  other  types  of  bands  except 
for  atypical  “Z”  bands.  In  addition,  malignant  rhabdomyo- 
blasts  contain  small  mitochondria  (M)  and  glycogen  (GLY) 
(original  magnification  X 6,000). 


FIGURE  4.  Electron  micrograph  of  a neurosarcoma  in  pa- 
tient with  multiple  neurofibromatosis.  Note  presence  of  a 
large  number  of  neurotubules  (NT),  tubular  profiles  of  rough 
endoplgsmic  reticulum  (RER),  polyribosomes  (PR),  and  coated 
vesicles  (CV)  (original  magnification  X 20,000). 


FIGURE  5.  Electron  micrograph  of  benign  Schwannoma 
showing  characteristic  fibrous,  long-spaced  collagen  (C) 
(original  magnification  X 20,000). 
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FIGURE  6.  Electron  micrograph  of  a metastatic  lesion  to 
skin  of  chest  wall  from  poorly  differentiated  squamous  cell 
carcinoma  of  lung.  Note  presence  of  abundant  cytoplasmic 
organelles,  tubular  profiles  of  rough  endoplasmic  reticulum 
(RER),  multiple  vesicles  (V),  multivesicular  bodies  (MVB),  free 
polyribosomes,  free  tonofilaments  (TF)  and  mitochondria  (M). 
Intercellular  spaces  (ICS)  are  widened  and  contain  microvilli 
(MV).  Cells  are  attached  by  desmosomes  (D)  (original 
magnification  X 10,000). 


FIGURE  7.  Electron  micrograph  of  a mesothelioma  showing 
intraluminal  microvilli  (MV)  and  junctional  complexes  (JC) 
(original  magnification  X 20,000). 


FIGURE  8.  Electron  micrograph  of  malignant  lymphoma  of 
thyroid  gland  showing  sparsity  of  cytoplasmic  organelles 
except  for  ribosomes  and  polyribosomes.  Note  close  ap- 
proximation of  plasmalemma  of  adjoining  cells  and  inter- 
locking of  their  cytoplasmic  processes  (CP).  Plasma 
membranes  lack  junctional  complexes.  Nuclei  (N)  contain 
randomly  distributed  large  clumps  of  heterochromatin  (original 
magnification  X 4,000). 


FIGURE  9.  Electron  micrograph  of  multiple  myeloma 
showing  eccentric  nucleus  (N)  with  prominent  nucleolus  (NU) 
and  large  clumps  of  heterochromatin  (H).  Note  lamellar 
profiles  of  rough  endoplasmic  reticulum  (RER)  in  parallel 
arrays,  multiple  Golgi  complexes  (G),  perinuclear  mito- 
chondria (M),  lysosomes  (L),  and  occasional  centriole  (C) 
(original  magnification  X 4,000). 
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FIGURE  10.  Electron  micrograph  of  renal  cell  carcinoma. 
Note  presence  of  glycogen  particles  (GLY)  throughout  cyto- 
plasm intermixed  with  perinuclear  rough  endoplasmic  re- 
ticulum (RER),  mitochondria  (M)  and  occasional  lysosomes 
(original  magnification  X 6,000).  (A)  Inset.  A higher 
magnification  electron  micrograph  showing  glycogen  parti- 
cles (GLY)  and  desmosomal  junction  (D)  (original  magnifi- 
cation X 20,000). 


FIGURE  11.  Electron  micrograph  of  Ewing’s  sarcoma  of 
bone  showing  glycogen  particles  (GLY)  distributed  singly  or 
as  glycogenosomes  (GS).  Note  presence  of  desmosome- 
like  junctional  complex  (JC)  at  arrow  (original  magnification 
X 20,000). 


FIGURE  12.  Electron  micrograph  of  neuroblastoma  in  a child  showing  interdigitating  dendritic  processes  (DP).  Neuroblastic 
cells  and  their  neural  processes  contain  dense  secretory  granules  (SG).  Neural  processes  filled  with  neurotubules  (NT)  (original 
magnification  X 4,000).  (A)  Inset.  Higher  magnification  electron  micrograph  showing  neurotubules  (NT)  (original  mag- 
nification X 20,000).  (B)  Inset.  Higher  magnification  electron  micrograph  showing  junctional  complexes  (JC)  (original 
magnification  X 20,000). 
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FIGURE  13.  Electron  micrograph  of  olfactory  neuroblas- 
toma (esthesioneuroblastoma).  Note  presence  of  small  and 
round  catecholamine-secreting  granules  (SG,  thin  arrows). 
A halo  of  varying  width  intervenes  between  outer  membrane 
and  central  dense  core.  Alignment  of  secretory  granules 
along  inner  cell  membrane  is  striking  (thick  arrows).  Tumor 
cells,  in  addition,  contain  multiple  Golgi  complexes  (G),  nu- 
merous mitochondria  (M),  and  vacuoles  (V)  (original  magni- 
fication X 4,000). 


FIGURE  14.  Electron  micrograph  of  vagus-body  tumor. 
Note  presence  of  sustentacular  cell  (SC)  arranged  in  caplike 
fashion  with  its  processes  (arrows)  wrapped  around  pre- 
dominant chief  cell  (CC).  Sustentacular  cell  contains  rela- 
tively large,  irregular  dense  nucleus  with  very  scant  cyto- 
plasm. Chief  cells  contain  small  nucleus,  and  their  cyto- 
plasm is  rich  in  mitochondria  (M)  and  tiny  secretory  granules 
(SG)  (original  magnification  X 2,400). 


FIGURE  15.  Electron  micrograph  of  bronchial  carcinoid. 
Tumor  cells  contain  numerous  mitochondria  (M),  profiles  of 
rough  endoplasmic  reticulum  (RER),  and  large  number  of 
secretory  granules  (SG)  of  various  sizes.  Often  a halo  in- 
tervenes between  dense  central  core  and  membrane  of  se- 
cretory granules.  Occasional  secretory  granules  are  sur- 
rounded by  rough  endoplasmic  reticulum  (arrow).  Tumor 
cells  are  closely  apposed  and  interconnected  by  small  des- 
mosomes  (D)  (original  magnification  X 10,000). 


FIGURE  16.  Electron  micrograph  of  adrenal  pheochromo- 
cytoma  showing  vacuoles  (V)  and  catecholamine  granules 
(arrows),  which  are  membrane  bound  with  one  to  two  ec- 
centric dense  cores  (original  magnification  X 4,000). 
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FIGURE  17.  Electron  micrograph  of  oral  malignant  mela- 
notic melanoma.  Cytoplasm  filled  with  premelanosomes 
(PM)  with  arrows,  melanosomes  (ME)  with  arrow,  and  fully 
formed  melanin  granules  (MG).  Note  presence  of  large 
phagolysosome  (PL)  containing  melanosomes  (original 
magnification  X 20,000). 


FIGURE  18.  Electron  micrograph  of  skin  lesion  of  histio- 
cytosis X in  15-month-old  boy.  Note  presence  of  charac- 
teristic intracytoplasmic  Langerhans’  granules  (LG)  with  most 
commonly  rod-shaped  (single  arrows)  or  racket-shaped 
profiles  (double  arrow).  Coated  vesicles  (CV)  represent 
tangentially  cut  granules  (original  magnification  X 
30,000). 


FIGURE  19.  Electron  micrograph  of  urticaria  pigmentosa  of  skin  in  child  showing  presence  of  large  number  of  secretory 
granules  (SG)  intermixed  with  mitochondria  (M)  in  mast  cells  (original  magnification  X 4,000).  (A)  Inset.  Higher  magnification 
electron  micrograph  of  mast  cell  secretory  granules  (SG).  They  are  polymorphic,  membrane-bound,  with  electron-dense 
core  which  is  surrounded  by  lighter  granular  material  (original  magnification  X 20,000).  (B)  Inset.  Light  micrograph  showing 
mast  cells  limited  to  upper  dermis  (original  magnification  X 40). 
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FIGURE  20.  Electron  micrograph  of  acinic  cell  adenocar- 
cinoma of  the  parotid  gland.  Tumor  cells  filled  with  secretory 
granules  (SG)  which  vary  in  size,  shape,  internal  structure, 
and  density.  Cells  are  tightly  bound  to  one  another  by  des- 
mosomes  (D).  Multiple  Golgi  complexes  (G)  are  quite 
prominent.  Note  rough  endoplasmic  reticulum  (RER)  (original 
magnification  X 4,000). 


FIGURE  21.  Electron  micrograph  of  a Flurthle  cell  tumor  of 
thyroid  gland  showing  mitochondria-filled  oncocytes  (M),  Golgi 
complexes  (G)  and  lysosomes  (L).  Lumen  (LU)  contains 
numerous  microvilli.  Note  characteristic  junctional  com- 
plexes of  typical  gland  structure  (JC)  (original  magnification 
X 4,000). 


FIGURE  22.  Electron  micrograph  of  oncocytoma  of  sub- 
mandibular gland.  Tumor  cells  (oncocytes)  tightly  packed 
with  polymorphic  mitochondria  (M)  with  atypical  distribution 
of  cristae  (original  magnification  X 6,000). 


FIGURE  23.  Electron  micrograph  of  Warthin’s  tumor  of 
parotid  gland.  Note  oncocytoma  nature  of  light  and  dark 
tumor  cells.  They  are  packed  with  normal  and  abnormal 
mitochondria  (M).  Note  presence  of  a large  number  of  ly- 
sosomes (L).  Nucleus  (N)  is  small,  peripheral,  and  dense 
(original  magnification  X 4,000). 
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FIGURE  24.  Electron  micrograph  of  granular  cell  myoblastoma  of  tongue.  Note  presence  of  lysosomal  variants  (L)  in 
Schwann-like  cell  (SC)  (original  magnification  X 4,000). 


FIGURE  25.  Electron  micrograph  of  granular  cell  ameloblastoma  of  mandible.  Cytoplasm  is  filled  with  morphologic  variants 
of  lysosomes  of  different  sizes,  shapes,  and  densities  (L).  Nuclei  (N)  are  small,  irregular,  and  peripheral  in  location  (original 
magnification  X 2,000). 
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FIGURE  26.  Electron  micrograph  of  malakoplakia  of  the  supraclavicular  region.  Malakoplakic  cells  are  filled  with  morphologic 
variants  of  lysosomes  (L)  and  phagolysosomes  (PL).  Note  the  early  formation  of  Michaelis-Gutmann  body  (MG).  Lateral 
plasma  membranes  show  extensive  infoldings  (arrows)  (original  magnification  X 4,000).  (A)  Inset.  Electron  micrograph 
of  bacteria  (EC)  seen  in  supraclavicular  lesion  (original  magnification  X 20,000). 


FIGURE  27.  Light  micrograph  of  renal  glomerulus  in  Fabry’s 
disease  showing  presence  of  dense  bodies.  (Epon  semi-thin 
section  stained  with  methylene  blue,  original  magnification 
X 200). 


FIGURE  28.  Electron  micrograph  of  testis  in  Fabry’s  dis- 
ease. Note  that  cytoplasm  of  tubular  epithelial  cell  is  packed 
with  polymorphic  myelinoid  bodies  (MB),  (arrows)  (original 
magnification  X 4,000). 
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AMA  begins  new  series 
on  management  of  cancer 

The  advanced  cancer  patient  is  likely  to  die  of  infection 
rather  than  the  cancer  itself,  and  management  of  infection 
in  these  individuals  will  reduce  suffering  and  prolong  life, 
says  a report  in  the  July  1 1 Journal  of  the  American  Med- 
ical Association. 

The  article,  Management  of  Infection  in  the  Cancer 
Patient,  is  by  Peter  H.  Wiernik,  M.D.,  of  the  National 
Cancer  Institute  and  the  University  of  Maryland  School 
of  Medicine,  Baltimore.  It  is  the  first  in  a series  on  care 
of  the  patient  with  advanced  cancer. 

The  series  has  been  instituted  in  response  to  a resolution 
adopted  by  the  AMA  House  of  Delegates  to  “actively  en- 
courage and  implerm  <ii  continued  education  of  the  prac- 
ticing physician  regan  i ig  the  most  effective  methodology 
for  meeting  the  needs  o 1 he  cancer  patient.” 
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Dr.  Wiernik  points  out  that  the  most  important  step  in 
control  of  infection  in  the  cancer  patient  is  prevention,  and 
outlines  techniques  the  physician  may  use  to  forestall  in- 
fection in  his  patients.  Should  infection  set  in  despite 
precautions,  immediate  treatment  with  antibiotics  when 
fever  first  appears  will  reduce  illness  and  death  in  these 
patients,  he  says. 

In  an  accompanying  editorial,  Charles  G.  Moertel,  M.D., 
of  the  Mayo  Clinic’s  Comprehensive  Cancer  Center, 
Rochester,  Minn.,  points  out  that  “During  1980  cancer  will 
afflict  more  than  700,000  Americans,  and  some  400,000  will 
die  of  cancer.  As  a cause  of  death,  cancer  is  second  only 
to  heart  disease.  Cancer  presents  a major  challenge  to  the 
practicing  physician  in  every  area  of  medicine.” 

Treatment  measures  will  he  successful  in  only  40  percent 
of  cancer  patients,  and  the  practicing  physician  must 
provide  support  and  treatment  for  the  pain  and  disability 
of  those  who  are  dying. 
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Not  a diagnosis 
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Hyperthyroidism  is  not  a diagnosis  of  a disease  but 
a pathophysiologic  manifestation  of  a number  of 
different  diseases.  Anemia,  hypoxemia,  and  azote- 
mia are  not  considered  diagnoses  but  rather  are 
thought  to  be  manifestations;  each  one  a common 
resultant  of  a variety  of  pathologic  states.  The 
underlying  pathologic-etiologic  complex  is  the  dis- 
ease. Contrarily  the  same  disease  may  have  varying 
manifestations,  such  as  nephrotic  syndrome  and 
azotemia;  both  are  due,  at  times,  to  poststreptococcal 
glomerulonephritis.  The  failure  to  distinguish  dis- 
ease from  manifestation,  whether  the  manifestation 
be  simple  and  singular  or  multiple  and  apparently 
remotely  associated,  leads  to  a failure  of  precision  in 
diagnosis  and  consequently  too  often  to  poorly  se- 
lected treatment.  Anemia  is  not  a disease.  When 
understood  as  a disease  the  result  is  a shotgun  ap- 
proach to  therapy  utilizing  multiple  substances 
known  to  influence  erythropoiesis  favorably.  Hy- 
poxemia is  a manifestation,  not  a disease.  When 
understood  as  a disease,  the  result  is  the  adminis- 
tration of  oxygen,  which  may  be  ineffective  or  even 
harmful.  When  considered  as  a terminal  manifes- 
tation of  a variety  of  disease  states  interfering  with 
oxygenation,  via  various  mechanisms,  the  possibility 
of  a successful  intervention  becomes  much  greater. 
Thought  about  in  this  context  the  simple  addition  of 
oxygen  is  revealed  clearly  to  be  sometimes  insuffi- 
cient. 

Literature  review 

Yet  the  latest  addition  of  Werner  and  Ingbar’s  The 
Thyroid 1 does  not  make  this  important  distinction 
clear  but  treats  hyperthyroidism  and  Graves’  disease 
as  virtually  synonymous.  The  section  entitled 
“Hyperthyroidism”  deals  essentially  with  Graves’ 
disease,  although  one  chapter  on  placental  and  pi- 
tuitary thyrotropins  as  causing  hyperthyroidism  is 


Hyperthyroidism  is  not  a diagnosis  but  a patho- 
physiologic manifestation  of  a number  of  diseases: 
Graves’  disease,  autonomous  toxic  nodule  (s),  large 
autonomous  multinodular  thyroid  disease,  Hashi- 
moto’s  thyroiditis,  subacute  thyroiditis,  postpartum 
thyroiditis,  pituitary  TSH  hypersecretion,  placental 
gonadotropin  producing  tumors,  struma  ovarii,  jod- 
basedoiv’s  disease,  and  factitial  thyrotoxicosis. 
Treatment  varies  markedly  with  the  disease  state 
and  can  be  selected  appropriately  only  by  diagnosing 
the  disease  state.  The  appreciation  of  the  thyrotoxic 
state  alone  is  insufficient  for  proper  therapeutic 
decisions. 


included.  In  addition,  there  is  a sentence  noting  that 
hyperthyroidism  may  result  from  subacute  thy- 
roiditis with  an  introductory  note  splitting  off  toxic 
nodular  goiter  (Plummer’s  disease)  from  Graves’ 
disease  and  factitial  thyrotoxicosis.  These  and  other 
comments  are  so  inconspicuous  in  the  text  that  the 
reader  may  easily  fail  to  give  them  due  impor- 
tance. 

Williams’  Textbook  of  Endocrinology 2 makes  a 
clear  distinction  between  thyrotoxicosis  and  Graves’ 
disease.  Some  of  the  other  entities  causing  hyper- 
thyroidism are  discussed  in  depth,  but  Williams  does 
not  provide  a comprehensive  differential  diagnosis 
and  does  not  mention  several  significant  causes  of 
thyrotoxicosis.  Cecil’s  Textbook  of  Medicine 3 
(1979)  titles  a section  “Graves’  Disease  and  Hyper- 
thyroidism.” The  introductory  paragraph  lists  some 
of  the  other  causes  of  hyperthyroidism,  but,  there- 
after, the  entire  text  and  most  importantly  the  dis- 
cussion of  therapy  relates  only  to  Graves’  disease. 
Only  an  alert  reader  will  be  aware  of  the  distinction 
between  manifestation  and  disease.  Even  such  a 
reader  will  tend  to  think  of  the  therapy  of  Graves’ 
disease  and  thyrotoxicosis  as  identical. 

Hyperthyroidism  is  a syndrome  which  is  a mani- 
festation of  a variety  of  diseases  all  of  which  have  as 
one  common  result  (although  perhaps  not  the  only 
result  of  each  disease)  the  increase  in  the  circulating 
levels  of  one  or  both  of  the  thyroid  hormones  (thy- 
roxine and  triiodothyronine)  in  a free  form.  This 
common  pathway  of  disease  manifestation  produces 
a constellation  of  symptoms  (the  syndrome)  called 
hyperthyroidism  which  varies  from  person  to  person 
as  do  most  syndromes.  An  individual’s  constitution 
and  state  of  health  at  a particular  time  profoundly 
alter  the  manifestations  of  elevated  levels  of  circu- 
lating thyroxine.  Simple  examples  are  the  effects  of 
age  and  sex. 

My  purpose  here  is  not  to  review  the  manifesta- 
tions of  hyperthyroidism  which  are  well  described  in 
textbooks,  but  rather  to  delineate  the  variety  of  dis- 
eases causing  hyperthyroidism  (Table  1.)  It  is  also 
to  show  that  the  treatment  of  hyperthyroidism  varies 
markedly  with  the  causing  disease  entity. 
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TABLE  1.  Thyrotoxicosis 


Origin  and  Disease 

Surgery 

Usual  Definitive  Therapy 
I131  Thiouracils  Others 

Thyroid,  primary  origin 

Graves’  disease 

+ 

+ 

+ 

Ancillary 

Variants:  (1)  Iodine-induced  toxicosis;  (2)  transient 

- 

- 

- 

Symptomatic 

postpartum  thyrotoxicosis 

Autonomous  functioning  thyroid  nodule 

+ 

+ 

- 

Variant:  Associated  with  polyostotic  fibrous 

+ 

+ 

- 

dysplasia 

“Large”  autonomous  multinodular  goiter 

+ 

+ 

- 

Lymphocytic  thyroiditis 

- 

- 

- 

Symptomatic 

Variant:  Goiterless,  painless,  thyrotoxic,  thyroiditis 

- 

- 

- 

Symptomatic 

Subacute  thyroiditis 

- 

- 

- 

Corticosteroids 

Thyroid  carcinomas 

Variant:  (a)  “Hot”  thyroid  carcinoma 

+ 

— 

- 

Variant:  (b)  Large  masses  of  metastases 

- 

+ 

- 

Extrathyroidal  origin  with  excess  thyroid  stimulation 
(secondary) 

Pituitary  tumors  (occasionally  with  acromegaly) 

+* 

- 

- 

- 

Pituitary  hypersecretion  of  TSH  without  demonstrable 
tumor 

“ 

“ 

? L-dopa  or 
Bromocriptine 

Hydatidiform  mole  and  choriocarcinoma 

+ * 

- 

- 

Chemotherapy 

Not  thyroid,  not  primary  or  secondary  in  origin 

Struma  ovarii 

+* 

- 

- 

Ancillary 

Thyrotoxicosis  factitia 

- 

- 

- 

Stop  hormone 

* Surgery  of  the  appropriate  organ,  not  of  the  thyroid. 
+ Used. 

~ Not  used. 


Graves’  disease 

The  first  and  most  common  disease  associated 
with  hyperthyroidism  is  Graves’  disease,  of  course. 
This  entity  consists  of  one  or  more  of  the  following 
lesions:  diffuse  thyroid  hyperplasia  and  hyperfunc- 
tion with  the  manifestation  of  hyperthyroidism,  in- 
filtrative exophthalmopathy,  pretibial  myxedema, 
and  circulating  antibody-like  thyroid  stimulators. 
The  simultaneous  occurrence  of  these  manifestations 
have  been  historically  grouped  together,  and  more 
recently  tied  together,  by  the  concept  of  an  under- 
lying autoimmune  phenomenon,  the  LATS  (long- 
acting  thyroid  stimulator)  and  LATS  protector. 
Graves’  disease  induced  thyrotoxicosis  has  many 
symptoms  and  signs  occurring  in  varying  patterns. 
Well  known  are  the  classical  hyperactive  thin  indi- 
viduals with  a ravenous  appetite  and  the  apathetic 
elderly  cardiac  patient  with  congestive  heart  failure. 
In  addition,  unusual  dominant  symptoms  exist  such 
as  intense  diarrhea  or  profound  muscle  weakness. 
All  of  these  are  hooked  together  by  their  common 
dependence  on  an  excess  of  circulating  thyroid  hor- 
mone. Infiltrative  ophthalmopathy  and  pretibial 
myxedema  remain  as  mysterious  in  causality  and  the 
unpredictability  of  their  course  as  ever,  in  spite  of 
their  unusually  good  correlation  with  the  presence 
of  LATS. 

Therapy  is  still  selected  from  the  antithyroid 
drugs.  Surgery  or  radioactive  iodine  is  selected  with 
the  specific  choice  dictated  sometimes  by  special 
circumstances,  such  as  pregnancy.  'The  choice  of 
surgery  also  varies  with  the  personal  feelings  and 


thoughts  of  the  physician  and  patient  because  of  the 
frequent  virtual  equivalence  in  desirability  of  the 
different  modalities  of  treatment.  Discussion  of  the 
choice  of  therapy  found  in  most  textbooks  is  centered 
totally  on  the  treatment  of  the  hyperthyroidism  of 
Graves’  disease;  sometimes  there  is  a passing  mention 
of  one  or  two  other  categories  of  hyperthyroidism. 
The  failure  of  the  reader  to  realize  that  the  discussion 
is  specific  to  Graves’  disease  therapy  is  a significant 
reason  why  therapy  may  be  improperly  chosen  for 
the  other  diseases  manifesting  hyperthyroidism. 

More  than  Graves’  disease 

The  “autonomous”  nodule  may  be  a cause  of  hy- 
perthyroidism. An  area  of  the  thyroid  may  become 
dominant  and  autonomous  with  varying  quantities 
of  hormone  production.  If  the  amount  produced  is 
less  than  the  economy  of  the  body  requires,  then  the 
remainder  of  the  gland  continues  active.  When  it  is 
just  equivalent  to  that  required  by  the  body  the  rest 
of  the  thyroid  becomes  dormant  (no  activity  on  iso- 
tope scanning).  The  patient  becomes  thyrotoxic  if 
it  is  in  excess  of  that  required.  The  syndrome  of  the 
toxic  nodule(s)  differs  from  Graves’  disease  in  that 
pretibial  myxedema  and  infiltrative  ophthalmopathy 
do  not  occur,  for  they  are  present  only  in  Graves’ 
disease.  Lid  signs  do  occur  as  they  do  with  any  and 
all  forms  of  thyrotoxicosis  for  they  seem  to  be  a direct 
result  of  increased  hormone  levels.  The  thyroid 
gland  is  generally  not  diffusely  enlarged,  as  in  Graves’ 
disease,  but  may  be  so  if  the  toxic  nodule  occurs  in  a 
gland  enlarged  by  some  other  disease  process.  Then, 
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often,  a predominant  nodule  is  palpable.  Diagnosis 
is  dependent  on  the  determination  of  circulating 
thyroid  hormone  levels  and  radioisotope  thyroid 
scanning.  A second  scan  after  TSH  (thyroid-stim- 
ulating hormone)  administration  is  necessary  to 
demonstrate  the  functional  capacity  of  the  sup- 
pressed thyroid  tissue.  This  is  required  to  distin- 
guish in  the  scan  the  autonomous  nodule  from  a 
diseased  thyroid  gland  having  only  a small  area  of 
remaining  functional  thyroid  tissue  which  is  working 
vigorously  to  supply  hormone  sufficient  for  the  body, 
or  exceeding  the  body’s  requirement.  TSH  levels  are 
secondary  aids  in  this  distinction.  Serum  TSH  tends 
to  be  depressed  by  the  autonomous  nodule,  and  to  be 
elevated  when  the  gland  is  extensively  nonfunctional, 
because  of  primary  thyroid  disuse.  The  foregoing 
distinctions  are  needed  when  the  circulating  hormone 
levels  are  elevated  for  then  the  individual  is  thyro- 
toxic. If  the  patient  is  euthyroid  with  normal  cir- 
culating hormone  levels,  a T3  (L-triiodothyronine) 
suppression  test  may  be  necessary  to  demonstrate 
nonsuppressibility  of  the  nodule  on  thyroid  scanning. 
It  is  only  then  that  the  area  is  shown  to  be  autono- 
mous. 

Single  or  multiple  hypersecreting  thyroid  adeno- 
mas occur  frequently  in  polyostotic  fibrous  dysplasia 
(McCune-Albright  syndrome)  which  is  characterized 
by  brown-pigmented  skin  patches,  multiple  areas  of 
fibrous  dysplasia  of  bone,  and  a variety  of  endocrine 
disturbances,  the  most  frequent  of  which  is  isosexual 
precocious  puberty.  Hyperthyroidism  is  the  second 
most  common  endocrine  abnormality.  The  thyro- 
toxicosis is  not  that  of  Graves’  disease  nor  is  it  due  to 
hypothalamic-pituitary  hypersecretion  of  TSH.  The 
thyroid  contains  one  or  more  hyperfunctional  ade- 
nomas. Since  pituitary,  parathyroid,  and  adrenal 
hyperfunction  also  occur  occasionally,  perhaps  the 
thyrotoxicosis  is  a manifestation  of  multiple  endo- 
crine adenomatosis.  It  does  not  conform  to  one  of 
the  usual  types:  I,  II  A or  II  B.  Toxic  adenomas  in 
young  people  should  bring  this  syndrome  to  mind. 

If  the  patient  is  euthyroid  with  an  autonomous 
thyroid  nodule,  therapy  is  not  required.  The  future 
course  of  the  nodule  is  quite  variable  with  one-third 
spontaneously  regressing,  another  third  remaining 
unchanged  over  a period  of  years,  and  only  a final 
third  progressing  on  to  thyrotoxicosis.  The  choice 
of  therapy  for  the  toxic  autonomous  nodule  is  mostly 
either  surgery  or  I131  (radioactive  iodine).  Both 
methods  are  more  highly  successful  and  each  has  a 
lesser  likelihood  of  untoward  effects  when  compared 
with  their  use  in  the  treatment  of  Graves’  disease. 
Surgery  consists  of  shelling  out  the  nodule,  a much 
simpler  and  more  clearly  defined  task  than  the  sub- 
total resection  of  the  hyperplastic  thyroid  required 
for  Graves’  disease.  Radioactive  iodine  will  accu- 
mulate only  in  the  toxic  autonomous  nodule  thereby 
sparing  the  remaining  thyroid  tissue.  In  this  manner 
the  remaining  tissue  is  subsequently  able  to  resume 
normal  functional  activity.  Hypothyroidism  is, 
therefore  very  unlikely,  even  though  a rather  large 


dose  of  I131  is  required  to  destroy  the  nodule’s  func- 
tioning. The  choice  between  these  two  therapies  is 
very  difficult  because  they  are  both  excellent  in  this 
type  of  hyperthyroidism.  Antithyroid  drugs  are 
much  less  desirable. 

Next,  the  large  autonomous  multinodular  thyroid 
gland  with  thyrotoxicosis  must  be  placed  in  a sepa- 
rate category  from  the  autonomous  nodule.4  This 
is  a cause  of  considerable  confusion.  The  large  au- 
tonomous multinodular  thyroid  may  represent  at 
times  a separate  distinct  entity,  or  it  may  be  the  oc- 
currence in  a single  thyroid  of  a number  of  autono- 
mous functioning  thyroid  nodules.  Finally  it  may 
be  the  presence  of  the  diffuse  hyperplasia  of  Graves’ 
disease  in  the  intervening  follicles  between  the  nod- 
ules of  a colloid  goiter.  The  previous  discussions  of 
therapy  apply  when  the  second  or  third  situations  are 
established.  A thyroid  scan  will  show  whether  the 
increased  function  resides  in  the  nodules  or  between 
them,  although  distinctions  may  be  quite  difficult  at 
times.  The  administration  of  TSH  followed  by 
performance  of  another  scan  will  demonstrate  the 
chief  distinguishing  characteristic  of  the  large  auto- 
nomous multinodular  goiter;  namely,  that  the  hy- 
perfunctioning tissue  is  responsive  to  TSH  stimula- 
tion. This  is  indicated  on  a scan  by  increased  I131 
uptake  in  the  hyperfunctioning  areas.4  Both  the 
autonomous  functioning  thyroid  nodule  and  Graves’ 
disease  are  unresponsive  to  TSH.  All  three  entities 
do  not  suppress.  The  treatment  of  the  large  auto- 
nomous multinodular  goiter  may  be  either  surgery 
or  radioiodine:  If  the  latter,  very  large  doses  are 
usually  needed:  50  to  100  mCi.  The  carcinogenic 
potential  of  such  large  doses  is  uncertain.  The  goiter 
often  does  not  regress  fully,  and  recurrence  is  more 
frequent.  For  all  these  reasons  surgery,  with  its 
much  quicker  termination  of  the  toxic  state,  is  usu- 
ally preferable. 

Hashimoto’s  disease  lymphocytic  thyroiditis,  al- 
though generally  euthyroid  or  hypothyroid,  may  be 
accompanied  by  thyrotoxicosis  at  times.  The  inci- 
dence of  “Hashi-toxicosis”  is  unclear,  for  the  degree 
of  hyperthyroidism  is  quite  mild,  the  duration  rela- 
tively short,  and  probably  always  self-limited.  This 
latter  fact  is  crucial  in  the  choice  of  therapy.  The 
confirmation  of  hyperthyroidism  is  made  by  the 
measurement  of  circulating  T3  and  T4  (L-thyroxine), 
for  clinical  signs  and  symptoms  are  generally  mild 
and  often  equivocal.  T3  toxicosis,  that  is  hyper- 
thyroidism with  elevated  T3  levels  but  normal  T4 
levels,  is  relatively  frequent.  This  may  be  one  of  the 
reasons  for  the  rather  recent  realization  of  the  exis- 
tence of  Hashi-toxicosis.  Lymphocytic  thyroiditis 
is  diagnosed  by  the  presence  of  a firm,  slightly  lobu- 
lated,  diffuse  goiter  with  high  levels  of  circulating 
autoantibodies  to  thyroglobulin  and  to  thyroid  mi- 
crosomal antigen.  Low  titers  occur  occasionally  in 
all  thyroid  disorders,  particularly  Graves’  disease,  but 
high  titers  are  almost  exclusive  to  Hashimoto’s  dis- 
ease. Thyroid  biopsy  is  definitive  but  is  generally 
not  required.  Other  abnormalities  are  less  charac- 
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teristic  and  less  frequent.  They  include  hyper- 
gammaglobulinemia, poor  organic  binding  of  iodine 
(increased  perchlorate  release),  and  increased  cir- 
culating nonhormonal  iodinated  compounds  (as 
measured  by  PBI  (protein-bound  iodine)  orPBI131, 
or  moniodotyrosine-diodotyrosine  ratio).  In  ado- 
lescence some  65  percent  of  goiters  in  euthyroid  or 
near-euthyroid  individuals  are  lymphocytic  thy- 
roiditis. The  treatment  of  Hashi-toxicosis  is  quite 
different  from  Graves’  disease,  for  the  permanently 
destructive  modalities  must  be  eschewed.  Hyper- 
thyroidism in  the  adolescent  is  not  only  temporary, 
but  also  quite  likely  to  be  followed  by  hypothyroid- 
ism the  direction  in  which  lymphocytic  thyrotoxicosis 
generally  tends  to  develop.  Surgery  and  I131  therapy 
should  not  be  utilized  here.  Even  antithyroid  drugs, 
because  of  their  potential  toxicity,  may  not  be  a wise 
choice.  No  therapy,  or  the  use  of  reserpine  or  pro- 
pranolol as  symptomatic  aids,  will  be  generally  suf- 
ficient, particularly  in  young  people.  An  excessively 
aggressive  regimen  utilized  as  a result  of  equating  this 
form  of  hyperthyroidism  with  Graves’  disease  could 
quite  clearly  be  very  harmful. 

Another  disease  manifesting  hyperthyroidism  is 
subacute  thyroiditis,  a poorly  named  entity,  also 
called  de  Quervain’s  thyroiditis,  giant-cell  thyroiditis, 
and  many  other  names.  Here  the  degree  of  hyper- 
thyroidism may  be  moderately  severe  but  is  fre- 
quently and  largely  concealed  by  a significant  fever. 
The  measurement  of  circulating  hormones  will  reveal 
the  elevated  levels,  often  quite  markedly  so,  thereby 
proving  the  existence  of  hyperthyroidism.  The  fever 
is  not  indicative  of  thyroid  storm  in  this  situation  and 
should  not  induce  the  vigorous  treatment  needed  for 
this  complication.  The  I131  thyroid  uptake  is  ex- 
tremely low  in  the  early  phase  of  subacute  thyroiditis. 
This  provides  a virtually  pathognomonic  combina- 
tion of  high  blood  hormone  levels  and  a low-uptake. 
When  combined  with  an  enlarged  tender  thyroid 
gland  the  diagnosis  is  clear.  Factitial  thyrotoxicosis 
and  iodide-induced  thyrotoxicosis  may  have  similar 
iodide  kinetics,  but  the  gland  is  not  tender  and  in  the 
first  situation  not  enlarged.  An  additional  finding 
of  importance  in  subacute  thyroiditis  is  a markedly 
elevated  sedimentation  rate.  Subacute  thyroiditis 
follows  a fairly  typical  series  of  stages:  (1)  the  thy- 
rotoxic stage,  which  has  just  been  described;  (2)  is  a 
transient  hypothyroid  phase  with  low  T4,  elevated 
TSH,  and  generally  high  I131  uptake  perhaps  lasting 
for  several  months;  and  (3)  the  permanent  return  of 
euthyroidism.  Confusion  with  other  entities  is  also 
likely  in  the  second  phase.  Observations  over  a pe- 
riod of  months  may  be  necessary  to  clarify  the  dis- 
order. 

Since  subacute  thyroiditis  is  so  unlike  Graves’ 
disease  in  its  pathophysiology  and  course,  the 
treatment  must  be  very  different.  The  first  phase 
is  generally  treated  with  prednisone  with  prompt 
control  of  fever  and  pain.  The  hyperthyroidism  is 
treated  with  beta-adrenergic  blockade  and  sedation. 
The  hypothyroid  stage  is  best  left  untreated  by 
thyroid  hormone  replacement  to  allow  TSH  stimu- 


lation of  the  thyroid  to  restore  eventual  euthyroid- 
ism. If  hypothyroidism  lasts  longer  than  two  to  three 
months,  thyroxine  is  indicated.  Thyroxine  is  also 
utilized,  with  varying  success,  in  those  cases  of  sub- 
acute thyroiditis  where  the  first  stage  of  pain  and 
fever  recur,  sometimes  repetitively. 

An  unusual  form  of  thyrotoxicosis  has  recently 
been  described  which  is  perhaps  a variant  of  subacute 
thyroiditis  or  lymphocytic  thyroiditis,  for  the  fea- 
tures of  both  are  present.5  The  patients  had  no  pain 
and  no  thyroid  enlargement  but  had  mild  hyper- 
thyroidism and  suppressed  uptake  with  a subsequent 
evolution  through  the  stages  of  subacute  thyroiditis. 
On  the  other  hand,  thyroglobulin  antibody  titers  had 
been  elevated  and  biopsies  showed  lymphocytic 
thyroiditis.  Just  how  this  entity  should  be  classified 
is  uncertain,  but  once  again  treatment  should  be 
minimal  and  symptomatic  only. 

Another  rare  variant  which  manifests  transient 
hyperthyroidism  occurs  in  the  postpartum  period. 
Oddly  enough  transient  postpartum  hypothyroidism, 
as  well  as  hyperthyroidism,  has  been  described. 
Hypothyroidism  is  thought  to  be  due  to  an  exacer- 
bation of  autoimmune  thyroiditis;  hyperthyroidism 
is  a similar  activation  of  latent  Graves’  disease.  Both 
may  occur  because  of  the  postpartum  increase  in 
antibody  production.  Antithyroid  antibodies  in 
both  types  have  been  shown  to  increase  after  partu- 
rition (one  to  three  months)  and  then  decline.  Since 
postpartum  hyperthyroidism  is  often  transient 
awaiting  its  disappearance  is  the  proper  therapeutic 
approach.  Diagnostic  procedures  do  not  distinguish 
this  form  of  hyperthyroidism  from  other  forms. 
Only  its  occurrence  in  the  postpartum  period  indi- 
cates the  possibility  of  a self-limited  course.  Ablative 
therapy  should  be  undertaken  only  after  a period  of 
three  to  six  months  to  assure  that  the  disease  is  per- 
sistent. 

Jodbasedow’s  disease  (iodide-induced  thyrotoxi- 
cosis) is  a well-recognized  phenomenon.  Originally 
described  in  iodide-deficient  endemic  goiter  areas 
following  dietary  iodide  supplementation,  the  entity 
also  occurs  in  noniodide-deficient  areas  and  in  indi- 
viduals with  apparently  normal  thyroid  glands. 
Most  instances  are  probably  due  to  latent  thyrotox- 
icosis, either  of  Graves’  disease  or  of  an  autonomous 
nodule,  and  are  maintained  in  latency  by  a deficiency 
of  iodide.  When  the  substrate  (iodide)  insufficiency 
is  corrected  the  deranged  thyroid  becomes  capable 
of  forming  excessive  amounts  of  thyroid  hormone.  A 
careful  history  of  iodide  ingestion  is  essential  in 
finding  this  entity.  Not  only  inorganic  iodide,  such 
as  saturated  solution  of  potassium  iodide,  but  also 
organic  iodides,  including  skin  preparations  such  as 
iodochlorhydroxyquin  (Vioform),  may  provide  the 
iodide  required  to  cause  jodbasedow’s  disease.  Here 
I131  uptake  is  low  because  of  the  large  amount  of  io- 
dide present  in  the  body,  although  the  absolute 
amount  of  inorganic  iodide  trapped  is  actually 
greater  than  normal.  T3  alone  may  be  produced 
excessively,  and  so  both  T4  and  T3  must  be  deter- 
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mined.  Therapy  depends  on  the  presence  of  diffuse 
or  localized  excessive  function  and  has  already  been 
discussed. 

Thyroid  cancer 

So  far  all  types  of  hyperthyroidism  discussed  have 
involved  the  thyroid  itself  as  the  site  of  disorder  and 
of  excessive  hormone  production.  There  is  one  more 
such:  thyroid  carcinoma.  Cancer  of  the  thyroid 
rarely  produces  significant  hormone  and  only  very 
rarely  does  so  to  the  extent  that  thyrotoxicosis  is 
produced  (25  reported  cases).  Paradoxically  the 
thyrotoxicosis  generally  follows  complete  thyroid- 
ectomy for  the  cancer.  Overproduction  is  usually 
attributed  to  the  large  mass  of  tumor  tissue  because, 
on  a unit  basis,  the  tumor  tissue  functions  much  less 
productively  than  normal  tissue.  The  extensive 
tumor  deposits  make  diagnosis  easy.  Most  com- 
monly the  histologic  type  is  follicular  carcinoma. 
Treatment  consists  of  massive  doses  of  radioiodine 
with  the  hope  that  the  tumor  tissue  may  be  totally 
destroyed;  unfortunately,  a result  that  is  rarely 
achieved. 

Strangely  enough  tumor  metastasizing  to  the 
thyroid  may  also  induce  thyrotoxicosis.  A single 
example  has  been  reported  of  a poorly  differentiated 
lymphoma  doing  this.6  I131  uptake  was  low  and 
circulating  T4  was  high;  findings  similar  to  subacute 
thyroiditis.  Serum  thyroglobulin  levels  were  ele- 
vated supporting  further  the  existence  of  follicular 
disruption  as  the  mechanism  of  the  thyrotoxicosis. 

In  almost  all  forms  of  thyrotoxicosis  TSH  is  low  as 
a result  of  the  normal  negative  response  to  elevated 
hormone  levels  of  T4  and  T3  of  the  pituitary,  but 
exceptions  do  occur:  TSH  producing  tumors  of  the 
pituitary,  pituitary  hypersecretion  of  TSH  without 
demonstrable  tumors,  and  thyrotropin  secreting 
molar  pregnancy  and  choriocarcinoma. 

Nineteen  patients  with  excessive  inappropriate 
pituitary  secretion  of  TSH  with  the  consequent  hy- 
perthyroidism have  been  described.  Fourteen  of 
them  had  pituitary  tumors;  five  had  no  demonstrable 
tumors.  In  addition  to  elevated  T4  and  T3  levels, 
TSH  levels  were  elevated  (up  to  160  mU.  per  milli- 
liter). Several  were  acromegalic  or  had  hyperpro- 
lactinemia. Thyrotropin  releasing  hormone  stimu- 
lation and  T3  suppression  tests  were  nonresponsive 
in  the  tumor  cases  and  partially  responsive  in  the 
nontumor  patients.  Ophthalmopathy  and  dermo- 
pathy  were  never  present.  Transsphenoidal  hypo- 
physectomy  was  the  most  frequently  used  treatment. 
Most  of  the  nontumor  patients  were  initially  treated 
with  thyroidectomy  with  little  success.  Rapid  re- 
currence of  the  thyrotoxicosis  after  ablative  therapy 
suggests  that  the  physician  should  consider  this  en- 
tity and  obtain  a TSH  determination. 

Trophoblastic  tumors  (hydatidiform  mole  and 
choriocarcinoma)  have  only  recently  been  known  to 
be  accompanied  by  hyperthyroidism.  Biochemical 
evidence  of  excessive  thyroid  hormone  is  more  fre- 


quent than  clinical  thyrotoxicosis.  The  degree  of 
thyrotoxicosis,  when  present,  is  usually  mild,  but  can 
be  so  severe  as  to  be  life  threatening.  Serum  T4  and 
T3  levels  are  elevated.  Two  thyroid  stimulators  are 
found  in  the  normal  placenta.  One  resembles  human 
TSH  in  molecular  size  and  duration  of  action,  and 
cross  reacts  with  bovine  TSH.  The  second  is  cho- 
rionic gonadotropin  which  has  the  same  alpha  sub- 
unit as  TSH,  some  similar  sequences  of  amino  acids 
in  its  beta  subunit,  and  which  produces  a weak  but 
more  prolonged  duration  of  thyroidal  stimulation. 
It  is  the  chorionic  gonadotropin,  present  in  massive 
amounts  that  induces  the  thyrotoxicosis  in  tropho- 
blastic tumors.  The  thyrotoxicosis  may  require 
treatment,  preferably  with  antithyroid  drugs.  This 
can  be  discontinued,  once  the  tumor  of  the  placenta 
has  been  removed  or  destroyed.  Since  tumor  re- 
moval should  be  prompt,  intravenous  sodium  iodide 
may  be  indicated  preoperatively  to  achieve  rapid 
normalization  of  thyroid  hormone  levels. 

Toxic  struma  ovarii  is  a very  rare  cause  of  hyper- 
thyroidism, occurring  in  only  5 to  10  percent  of  those 
unusual  teratomas  of  the  ovary  which  contain  thyroid 
tissue.  Low  I131  uptake  in  the  neck  in  a thyrotoxic 
woman  should  be  the  hint  that  suggests  scanning  for 
I131  in  the  lower  abdomen.  The  ovary  is  generally 
sufficiently  enlarged  to  be  palpable.  Treatment  is, 
of  course,  removal  of  the  teratoma  after  rapid  control 
of  thyrotoxicity  (as  noted)  for  trophoblastic  tu- 
mors. 

This  consideration  of  the  causes  of  hyperthyroid- 
ism concludes  with  factitial  thyrotoxicosis,  perhaps 
the  category  least  likely  to  be  actually  entertained  by 
physicians,  for  we  are  always  reluctant  to  believe  a 
patient  is  deliberately  deceitful.  The  psychological 
mechanisms  of  all  sorts  of  factitial  disease  are  obscure 
and  little  studied,  for  the  patient  generally  removes 
himself  from  the  medical  system  as  soon  as  the  real 
nature  of  the  disease  is  discovered  and  explained  to 
the  patient.  The  key  element  of  the  diagnosis  is  the 
presence  of  a negligible  thyroid  radioiodine  uptake 
in  a patient  with  clinical  symptoms  of  thyrotoxicosis 
along  with  elevated  plasma  thyroid  hormone  levels. 
If  the  patient  is  taking  triiodothyronine  the  T3  level 
alone  will  be  elevated;  the  T4  level  will  actually  be 
quite  low.  If  the  patient  is  taking  thyroxine  both  the 
T4  and  T3  serum  levels  will  be  elevated.  The  absence 
of  I131  uptake  in  the  presence  of  thyrotoxicosis  as 
found  in  factitious  thyrotoxicosis  is  also  found  in 
subacute  thyroiditis,  iodine-induced  thyrotoxicosis, 
and  thyrotoxic  struma  ovarii.  The  first  two  have 
accompanying  features  in  the  history  and  physical 
findings  which  usually  make  them  readily  distinctive, 
although  the  variant  of  thyroiditis  without  pain  or 
goiter  would  be  identical  to  factiticial  thyrotoxicosis 
except  for  the  presence  of  increased  titers  of  thyro- 
globulin antibody  and  the  spontaneous  return  to 
euthyroidism  or  even  to  hypothyroidism  in  several 
months.  Struma  ovarii  would  be  identifiable  by  total 
body  scanning.  The  ovary  is  generally  sufficiently 
enlarged  to  be  palpable  as  well.  Obviously,  the 
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treatment  of  factitious  thyrotoxicosis  is  cessation  of 
the  causal  substance. 

Conclusion 

This  review  of  the  various  causes  of  hyperthy- 
roidism emphasizes  that  thyrotoxicosis  itself  is  but 
a manifestation  of  each  disease.  An  adequate  diag- 
nosis requires  the  elucidation  of  the  disease  under- 
lying the  hyperthyroidism.  Failure  to  do  so  leads  to 
an  inadequate  appreciation  of  the  nature,  the  course 
of  the  disease,  and  consequently  to  the  possibility  of 
a poor  selection  of  treatment.  Unduly  aggressive 
therapy  may  be  aimed  at  mild  self-limited  conditions 
with  resulting  assumption  of  the  unnecessary  risks 
inherent  in  therapy  and  an  increased  likelihood  of 
eventual  hypothyroidism.  The  availability  of  a wide 
variety  of  diagnostic  tools  makes  the  differential  di- 
agnosis possible  and  challenging.  Consequently  each 


patient  with  thyrotoxicosis  should  be  adequately 
investigated  to  establish  the  correct  diagnosis. 

88  Third  Avenue 
Mineola,  New  York  11501 
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Without 
the  innovators, 
there  could 
be  no  imitators 


Librium  "C  (chlordiazepoxide  HCI)  Roche 
Premarin  (conjugated  estrogens)  Ayerst  Laboratories 
HydroDiuril  (hydrochlorothiazide)  Merck  Sharp  & Dohme 
Lanoxin  (digoxin)  Burroughs  Wellcome  Co 
Lasix  (furosemide)  Hoechst- Roussel 
Meticorten  (prednisone)  Schenng  Corporation 
Anturane  (sulfinpyrazone)  Ciba-Geigy  Corporation 
Erythrocin  (erythromycin)  Abbott  Laboratories 


Research  and  development,  the  life  The  hidden  cost  of  “cheaper  ’ 
blood  of  pharmacotherapeutic  progress  generic  drugs 


The  drugs  that  have  contributed  so  much 
to  modern  medicine  were  the  product  of 
long  years  of  expensive  research  And 
tomorrow's  drugs  depend  upon  continua- 
tion of  the  research  and  development 
going  on  right  now  The  cost  of  that  re- 
search is  one  of  the  things  reflected  in 
the  price  of  a brand-name  drug  The  sub- 
stitution of  a cheaper  generic''  drug  for  a 
brand-name  product  may  save  the  patient 
some  money  at  the  prescription  counter 
However,  it  threatens  the  very  foundations 
of  modern  pharmaceutical  research 


Much  of  the  enthusiasm  for  generic  pre- 
scribing is  based  on  a shortsighted  view 
that  fails  to  take  such  long-term  issues  into 
account  While  cost  is  an  important  factor, 
pharmaceutical  research,  the  quality  of 
medicine,  and  future  generations  of  pa- 
tients must  all  be  considered 

Settling  for  cheaper  drugs  today  could  de- 
prive you  and  your  patients  of  the  drugs 
they  may  need  tomorrow 


To  encourage  imitation 
is  to  discourage  innovation 


Controversies 
In  Thyroid  Surgery 

GEORGE  CRILE,  Jr.,  M.D. 

Cleveland,  Ohio 

Emeritus  Consultant  in  General  Surgery,  Cleveland  Clinic 
Foundation 


Ever  since  1937  when  I started  practicing  surgery, 
there  has  been  controversy  over  the  treatment  of 
diseases  of  the  thyroid.  It  seems  that  as  soon  as  an 
argument  about  one  aspect  of  the  disease  is  com- 
promised or  settled,  another  breaks  out  in  another 
area.  Witness:  When  I started  to  practice  there  was 
debate  as  to  whether  all  thyroid  nodules  should  be 
removed.  This  was  compromised,  ultimately,  by  the 
widely  held  opinion  that  all  patients  with  nodules 
should  be  treated  by  suppressive  doses  of  thyroid 
unless  the  nodule  raised  a clinical  suspicion  of  cancer 
or  unless  it  enlarged  under  treatment. 

Next  came  131I,  for  Graves’  disease,  with  wild 
charges  and  countercharges  about  the  merits  and 
dangers  of  radiation  and  surgery.  This  has  been 
resolved  in  favor  of  131I,  but  oddly  enough,  in  spite 
of  the  complete  safety  of  131I,  when  given  doses  ade- 
quate to  prevent  division  of  the  thyroid  cells,  thus 
avoiding  the  possibility  of  inducing  cancer,  some 
physicians  still  urge  their  patients  to  take  the  risk  of 
thyroidectomy. 

One  of  the  wildest  debates  about  treatment  of 
thyroid  disease  was  related  to  the  treatment  of  the 
cervical  nodes  in  patients  with  papillary  cancer.  For 
30  years  this  debate  raged  between  those  who  advo- 
cated the  classical  radical  neck  dissection  and  those 
who  advocated  modified  dissections  preserving 
nerves  and  muscles.  This  was  at  last  settled  only  a 
few  years  ago  by  the  capitulation  of  the  last  major 
stronghold  of  those  who  advocated  the  radical  ap- 
proach. Interestingly  enough,  a similar  debate  is 
going  on  today  between  proponents  of  radical  and  of 
modified  radical  mastectomy.  The  protagonists  are 
mostly  the  same  people,  and  the  tide  of  battle  is 
running  in  the  same  direction. 

Next  came  debates  about  thyroiditis  and  struma 
lymphomatosa.  Many  reasons  for  radical  removal 
of  the  thyroid  gland  were  found,  most  of  them  based 
on  the  fact  that  careful  sectioning  of  the  glands  of 

* Presented  at  the  Spring  CME  Assembly  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on  Surgery, 
Symposium  “Endocrine  Surgery,”  on  Saturday,  April  26,  1980. 


The  situation  can  be  summarized  by  saying:  ( 1 ) 
Especially  in  adults  there  is  doubt  as  to  whether  ra- 
diation of  the  thyroid  for  benign  disease  causes  a 
significant  increase  in  the  incidence  of  cancer  of  the 
thyroid.  Certainly  the  risk  would  not  be  enough  to 
warrant  the  routine  use  of  scanning;  a test  which  in 
the  absence  of  thyroid  nodules  is  highly  inaccurate, 
and  in  the  presence  of  nodules  unnecessary.  (2) 
Although  there  is  no  definite  limit  to  the  incubation 
period  of  cancer  following  radiation  to  the  thyroid, 
it  seems  that  most  clinical  cancers  occur  from  5 to  20 
years  after  exposure.  Most  of  the  cancers  discovered 
later  than  that  have  been  inconsequential,  occult,  or 
in  situ  lesions  found  by  accident  in  operations  per- 
formed for  other  reasons.  (3)  After  radiation  it  is 
chiefly  the  occult  or  in  situ  cancer  of  the  thyroid  that 
is  increased.  The  presence  of  these  cancers  does  not 
threaten  life,  and  the  growth  of  almost  all  of  them  can 
be  controlled  by  feeding  suppressive  doses  of  thyroid. 
(4)  The  rare,  clinical  evidence  of  papillary  cancer  of 
the  thyroid  that  occurs  following  radiation  is  highly 
curable  by  total  lobectomy  on  the  affected  side,  with 
removal  of  the  isthmus  and  most  of  the  contralateral 
lobe.  Total  thyroidectomy  should  be  used  only  when 
there  is  diffuse  bilateral  involvement.  After  opera- 
tion, suppression  by  feeding  thyroid  is  simpler  and 
more  effective  in  controlling  recurrences  than  is  ad- 
ministration of  radioactive  iodine. 


patients  with  struma  show  that  5 to  10  percent  of 
them  contain  microscopic  foci  of  carcinoma.  Normal 
thyroids  show  the  same  incidence  as  do  30  percent  of 
the  prostates  of  all  men  over  50.  In  spite  of  the  fact 
that  long  follow-ups,  adding  up  to  thousands  of  pa- 
tient years,  have  shown  that  when  patients  with 
struma  lymphomatosa  are  treated  by  suppressive 
doses  of  thyroid,  most  of  them  shrink,  almost  none 
of  them  grow,  and  none  of  them  develop  carcinomas, 
yet  some  surgeons  still  advise  subtotal  or  even  total 
thyroidectomy  for  struma.  Fortunately,  these  are 
the  exceptions,  and  most  physicians  treat  struma 
lymphomatosa  by  suppression  therapy. 

In  spite  of  the  fact  that  in  Europe,  especially 
Scandinavia,  needle  biopsy  has  for  many  years  been 
used  routinely  in  the  diagnosis  of  thyroid  nodules,  in 
this  country  it  is  still  stylish  to  remove  most  thyroid 
nodules.  In  many  series,  operated  on  by  the  more 
aggressive  surgeons,  the  ratio  of  malignant  to  benign 
tumors  removed  is  as  low  as  1 in  25,  whereas  in  our 
experience,  and  in  that  of  others  who  routinely  take 
needle  biopsies  of  all  thyroid  nodules,  the  incidence 
of  cancer  to  benign  nodules  is  about  1 to  1.  That 
means  that  only  4 percent  of  the  patients  whose 
surgeons  did  not  insist  on  biopsy  had  cancers  and 
that  most  of  the  other  96  percent  had  operations  that 
were  neither  necessary  nor  useful. 

To  further  complicate  the  treatment  of  thyroid 
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disease  comes  the  new  enthusiasm  for  total  thy- 
roidectomy; an  operation  that  Foster’s  study1  has 
shown  causes  at  least  twice  the  mortality  and  mor- 
bidity rate  of  less  than  total  thyroidectomies.  There 
are,  in  fact,  only  a very  few  highly  specialized  thyroid 
surgeons  who  can  perform  total  thyroidectomies  with 
acceptable  morbidity  rates.  This  aspect  of  the 
problem  has  been  accentuated  by  the  recent  concern 
over  patients  who  give  a history  of  having  had  neck 
radiation  for  benign  disease.  For  these  people,  too, 
if  a physical  examination  or  scan  shows  any  evidence 
of  a nodule,  total  thyroidectomy  is  being  advised.  It 
is  to  this  subject  in  particular  that  I wish  to  speak. 

In  a recent  article  Greenspan2  takes  such  a pessi- 
mistic view  of  the  dangers  of  thyroid  cancer  tHht  the 
title  of  his  article  is  “Waiting  for  Thyroid  Cancer.”  2 
The  implication  is,  and  the  article  goes  on  to  explain, 
that  “Patients  who  once  had  head  or  neck  irradiation 
for  benign  conditions  are  probably  at  risk  for  life  of 
developing  thyroid  cancer.” 

What  Greenspan  said  about  the  risk  of  cancer  in 
irradiated  persons  may  be  true,  but  it  also  is  true  that 
patients  who  never  were  exposed  to  radiation  are  at 
risk  for  life  of  getting  cancer  not  only  of  the  thyroid 
but  also  of  every  other  organ.  The  important  ques- 
tions are  not  whether  there  is  a risk,  but  how  great  is 
the  risk  and  how  serious  is  the  outcome  if  cancer  oc- 
curs. In  this  connection  there  are  four  questions  that 
must  be  asked. 

Questions  to  be  considered 

1.  How  much  does  exposure  to  radiation  increase 
the  risk  of  cancer  over  and  above  the  normal  risk? 

2.  How  long  after  exposure  does  the  increased  risk 
persist? 

3.  Does  the  increased  incidence  of  cancer  consist  of 
an  increase  in  the  incidence  of  clinical  cancer  that 
could  be  fatal  or  is  the  increase  in  the  form  of  harmless 
in  situ  or  occult  carcinomas? 

4.  Does  the  type  of  clinical  cancer  that  is  induced 
present  a significant  threat  to  life? 

Let  us  examine  these  questions  in  turn. 

The  first  question  is  whether  or  not  radiation  in- 
creases the  incidence  of  cancer  of  the  thyroid  at  all. 
I believe  it  does.  Prior  to  the  1930s  my  father,  who 
performed  more  than  20,000  thyroidectomies,  never 
saw  a cancer  of  the  thyroid  in  a person  younger  than 
age  20.  This  was  before  the  advent  of  radiation 
therapy  for  benign  disease  of  the  neck.  Between 
1939  and  1950,  however,  I operated  on  3 children 
under  age  15  with  cancer  of  the  thyroid,  and  between 
1950  and  1958  there  were  15  more  cases. 

By  1960  radiotherapists  had  stopped  irradiating 
people  with  benign  disease,  with  the  result  that  since 
1970  we  have  seen  only  one  child  with  cancer  of  the 
thyroid.  These  observations,  plus  the  fact  that  all 
but  3 of  the  18  children  with  cancer  gave  a history  of 
having  been  exposed  to  radiation,  make  it  hard  for 
me  to  believe  that  irradiation  of  young  children  does 
not  increase  the  incidence  of  thyroid  cancer. 


Findings 

In  refutation  of  my  conclusion  is  the  recent  report 
of  Royce,  MacKay,  and  DiSabella3  of  the  Guthrie 
Clinic.  They  recalled  214  patients  7 to  42  years  after 
their  thyroids  had  been  exposed  to  a range  of  474  to 
3,089  rads  and  were  then  examined  for  disease  of  the 
thyroid.  Nonirradiated  siblings  of  the  same  sex  were 
examined  as  controls.  Each  examination  was  done 
by  two  physicians  who  did  not  know  whether  or  not 
the  patients  had  been  irradiated.  There  was  a slight, 
but  not  significant,  increase  in  the  incidence  of 
nodules  and  of  diffuse  enlargement  of  the  thyroid  in 
the  irradiated  people.  All  of  those  with  nodules  were 
advised  to  have  them  removed,  usually  by  lobectomy. 
The  tissue  was  processed  routinely,  but  not  by  serial 
section.  One  cancer  was  found  in  the  irradiated 
patients  and  two  in  the  nonirradiated  controls. 

In  the  Guthrie  Clinic  series  6.1  percent  of  the  ir- 
radiated persons  and  4.5  percent  of  the  control 
subjects  were  found  to  have  nodules,  and  5.6  percent 
of  them  had  diffuse  enlargement  of  the  thyroid. 
This  total  of  11.7  percent  is  similar  to  the  Mayo 
Clinic’s  experience  with  168  patients  who  had  re- 
ceived radiation  to  the  neck  for  benign  disease  and 
who  returned  for  investigation.4  Seventeen  (10 
percent)  had  palpable  abnormalities  of  the  thyroid 
and  were  operated  on.  None  of  the  palpable  nodules 
were  malignant,  but  in  situ  or  occult  cancer  (probably 
discovered  by  increasing  the  number  of  sections  ex- 
amined) was  found  in  three  of  the  specimens.4  A 
similar  experience  has  been  reported  from  the  Henry 
Ford  Hospital  by  Miller,  Hamburger,  and  Kini,5  who 
examined  395  patients  with  nodules  of  the  thyroid; 
they  had  had  no  irradiation  of  the  neck.  Forty  can- 
cers were  found  (10.1  percent).  In  60  additional 
patients  who  had  been  exposed  to  radiation,  11  per- 
cent were  found  to  have  cancer. 

The  recent  experience  of  the  Cleveland  Clinic 
(1977  and  1978)  is  similar  to  the  quoted  findings.  In 
245  consecutive  needle  biopsies,  6 of  62  nonirradiated 
patients  (10  percent)  were  found  to  have  cancer  as 
compared  with  one  of  the  11  patients  who  gave  a 
history  of  radiation  (9  percent).  In  172  patients 
there  was  no  mention  of  radiation,  positive  or  nega- 
tive, and  in  this  select  group,  in  which  examination 
apparently  did  not  arouse  enough  suspicion  of  cancer 
to  raise  the  question  of  radiation,  only  3 percent  of 
the  biopsies  contained  cancer. 

Analysis  of  literature 

From  the  resume  of  the  literature  it  is  clear  that 
some  factor  other  than  radiation  of  benign  disease  of 
the  neck  must  be  considered,  perhaps  the  age  at 
which  the  irradiation  was  given,  such  as  for  enlarge- 
ment of  the  infant’s  thymus.  The  incidence  does  not 
justify  the  conclusion  that  radiation  of  persons  re- 
glardless  of  age  significantly  increases  the  incidence 
of  clinically  detectable  thyroid  cancer. 

The  second  question  was  for  how  long  a period 
does  exposure  to  radiation  increase  the  risk  of  cancer 
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of  the  thyroid?  Since  our  youngest  child  with  pa- 
pillary cancer  was  five  years  old  and  had  had  radia- 
tion to  the  thymus  as  an  infant,  that  would  seem  to 
be  the  minimum  period  of  incubation.  It  is  more 
difficult  to  determine  the  maximum  period  of  incu- 
bation. Since  the  incidence  of  radiation-induced, 
clinical  evidence  of  cancer  of  the  thyroid,  and  the 
overall  incidence  of  papillary  cancer  of  the  thyroid 
seem  to  be  diminishing  rapidly,  it  would  seem  that 
more  radiation-induced  clinical  cancers  appear 
within  20  years  of  exposure.  (Radiotherapists 
stopped  radiating  benign  disease  in  the  1950s.)  The 
prolonged  period  of  incubation  to  which  Greenspan2 
refers  must  be  based  on  the  finding  of  occult  and  in 
situ  cancers  rather  than  on  clinically  evident  dis- 
ease. 

The  third  question  is  whether  the  reported  in- 
crease in  the  incidence  of  cancer  of  the  thyroid  in  ir- 
radiated patients  refers  to  an  increase  in  clinically 
evident  cancer  or  an  increase  in  occult  and  in  situ 
cancer,  which  is  discovered  largely  by  more  meticu- 
lous examination  of  the  tissue  removed.  Greenspan, 
for  example,  states  that  the  incidence  of  malignant 
disease  in  irradiated  patients  with  palpable  or  non- 
palpable  lesions  that  are  cold  on  scan  is  roughly  50 
percent,  but  he  does  not  say  whether  he  is  speaking 
of  clinical  cancer  found  in  the  nodule  or  whether  the 
figure  is  based  on  the  finding  of  harmless,  occult 
cancers  occurring  elsewhere  in  the  gland. 

When  one  considers  that  in  patients  with  no 
known  history  of  radiation  the  incidence  of  occult 
cancers  of  the  thyroid  (when  they  are  searched  for) 
is  as  high  as  28  percent,6  one  wonders  whether  the 
thyroid  “cancers”  that  are  being  viewed  so  seriously 
are  not  the  same  as  the  cancers  of  the  prostate  that 
can  be  demonstrated  by  meticulous  examination  in 
more  than  30  percent  of  all  men  beyond  the  age  of  50. 
In  the  experience  of  the  Mayo  Clinic,  occult  papillary 
cancer  of  the  thyroid  has  had  no  effect  on  mortality 
rates.1  In  short,  has  there  not  been  brewed  up  a 
tempest  in  a tea  pot? 

The  final  question  is  whether  or  not  the  media’s 
widely  broadcast  scare  about  cancer  of  the  thyroid 
has  induced  the  public  to  expose  itself  to  remedies 
that  are  more  dangerous  than  the  disease. 

If  radiation  of  the  thyroid  does  induce  cancer,  as 
I believe  it  is  apt  to  do  when  given  to  infants  and 
young  children,  it  is  papillary  cancer  that  is  produced. 
This  brings  up  the  question  of  whether  or  not  papil- 
lary carcinoma  of  the  thyroid  is  a true  cancer. 

Half  a century  ago  the  metastases  of  papillary 
carcinomas  in  cervical  lymph  nodes  were  recognized 
as  being  so  innocuous  that  they  were  called  “lateral 
aberrant  thyroids.”  I was  one  of  those  who  accepted 
this  nomenclature.  Indeed,  it  was  not  until  I found 
that  almost  all  of  the  patients  who  had  “aberrant” 
thyroid  nodules  also  had  primary  foci  in  the  thyroid 
that  I realized  that  the  clinically  innocuous  nodal 
metastases  of  papillary  cancer  were  indeed  the  result 
of  spread  from  a primary  tumor.  Recently  Cady  and 
his  associates6  pointed  out  that  in  papillary  carci- 


noma, unlike  all  other  cancers,  the  more  lymph  nodes 
that  were  involved  the  better  was  the  prognosis. 
Moreover,  in  most  of  the  patients  under  the  age  of  40, 
which  includes  most  of  those  whose  cancers  followed 
radiation,  permanent  control  of  the  growth  of  the 
tumor  and  its  metastases  can  be  obtained  by  feeding 
thyroid  and  suppressing  the  output  of  thyroid- 
stimulating  hormone.  This  property  is  unique  to 
thyroid  cancer  because  the  protection  lasts  as  long 
as  the  suppression  is  continued. 

In  a series  of  304  patients  with  papillary  carcinoma 
of  the  thyroid  treated  at  the  Cleveland  Clinic  be- 
tween 1937  and  1964,  and  followed  from  5 to  40  years, 
only  9 percent  had  total  thyroidectomies.  Prophy- 
lactically  131I  was  not  used  after  operations.  Instead 
the  patients  were  treated  by  suppressive  doses  of 
thyroid.  Only  one  patient  (0.3  percent)  had  a local 
recurrence  in  the  thyroid,  and  this  was  permanently 
cured  by  a small  secondary  operation.  Schneider, 
et  al.9  also  have  reported  that  suppression  by  feeding 
thyroid  prevented  recurrences. 

More  than  half  of  the  Cleveland  Clinic’s  304  pa- 
tients gave  a history  of  having  had  their  necks  irra- 
diated, usually  in  childhood.  Only  one  of  these  ir- 
radiated patients  died  of  thyroid  cancer,  and  in  that 
case  there  was  no  local  recurrence.  Would  earlier  or 
more  radical  treatment  have  improved  these  results, 
especially  when,  as  Foster2  has  shown  in  an  analysis 
of  24,108  operations  of  the  thyroid  performed  in  1970, 
the  mortality  rate  after  total  thyroidectomy  was 
double  that  after  the  subtotal?  The  incidence  of 
hypoparathyroidism,  vocal  cord  paralysis,  and 
hemorrhage  also  was  increased.  Foster  concluded 
that  “For  a benign  goiter  or  well-localized  malignant 
lesion  thyroidectomy  would  seem  to  add  an  unnec- 
essary risk  of  morbidity.” 

For  these  reasons,  I agree  with  Sampson6  who  said 
“The  iatrogenic  burden  of  the  million  persons  in  the 
United  States  exposed  to  childhood  radiation  should 
not  be  aggravated  by  inappropriate  radical  opera- 
tions for  a harmless  condition  that  is  cancer  in  name 
only.” 

The  situation  can  be  summarized  by  saying  (1) 
especially  in  adults  there  is  doubt  as  to  whether  or 
not  radiation  of  the  thyroid  for  benign  disease  causes 
a significant  increase  in  the  incidence  of  cancer  of  the 
thyroid.  Certainly  the  risk  would  not  be  enough  to 
warrant  the  routine  use  of  scanning,  a test  which  in 
the  absence  of  thyroid  nodules  is  highly  inaccurate 
and  in  the  presence  of  nodules  is  unnecessary.  (2) 
Although  there  is  no  definite  limit  to  the  incubation 
period  of  cancer  following  radiation  to  the  thyroid, 
it  seems  that  most  clinical  cancers  occur  from  5 to  20 
years  after  exposure.  Most  of  the  cancers  discovered 
later  than  that  have  been  inconsequential  occult  or 
in  situ  lesions  found  by  accident,  in  operations  done 
for  other  reasons.  (3)  After  radiation  it  is  chiefly  the 
occult  or  in  situ  cancer  of  the  thyroid  that  is  in- 
creased. The  presence  of  these  cancers  does  not 
threaten  life,  and  the  growth  of  almost  all  of  them  can 
be  controlled  by  feeding  suppressive  doses  of  thyroid. 
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(4)  The  rare,  clinically  evident  papillary  cancer  of  the 
thyroid  that  occurs  following  radiation  is  highly 
curable  by  total  lobectomy  on  the  affected  side  with 
removal  of  the  isthmus  and  most  of  the  contralateral 
lobe. 

Total  thyroidectomy  should  be  used  only  when 
there  is  diffuse  bilateral  involvement.  After  opera- 
tion, suppression  by  feeding  thyroid  is  simpler  and 
more  effective  in  controlling  recurrences  than  is  the 
administration  of  radioactive  iodine. 

In  view  of  these  observations  there  is  no  reason  to 
believe  that  lesions  of  the  thyroid  occurring  after 
radiation  should  be  treated  any  differently  from 
those  in  patients  who  give  no  history  of  radiation.  In 
both  groups,  suppression  of  thyrotropic  hormone  by 
feeding  thyroid  is  the  best  way  to  avoid  further 
growth  of  the  goiter. 

All  patients  with  papillary  carcinoma  should  be 
given  suppressive  doses  of  thyroid.  Radioactive  io- 
dine should  not  be  given  prophylactically  to  destroy 
micro-metastases  or  therapeutically  for  inoperable 
metastases  until  a trial  of  suppression  has  been  given. 
Treatment  with  131I  is  expensive,  it  exposes  the  body 
to  considerable  irradiation,  and  it  controls  the  growth 
of  a much  smaller  proportion  of  papillary  cancers 
than  does  thyroid  feeding.  In  the  history  of  the 
Cleveland  Clinic  there  has  been  no  case  of  papillary 
cancer  that  was  not  controlled  by  thyroid  but  was 
later  able  to  concentrate  enough  131 1 to  destroy  itself. 
Only  one  such  case  has  been  reported  in  the  litera- 
ture, whereas  in  many  cases  the  reverse  is  true. 
Tumors  that  do  not  concentrate  131I  are  suppressed 
by  feeding  thyroid. 

Conclusion 

1.  All  thyroid  nodules  should  be  diagnosed  by 
needle  biopsy.  Only  those  in  which  there  is  a ques- 
tion of  cancer  need  by  removed.  The  rest  can  be 
treated  by  suppressive  doses  of  thyroid. 

2.  Graves’  disease  in  people  of  all  ages  is  best 
treated  by  131I. 

3.  Struma  lymphomatosa  is  not  an  indication  for 


surgery,  but  for  treatment  by  suppressive  doses  of 
thyroid. 

4.  Block  dissection  of  the  neck  is  not  necessary 
in  the  treatment  of  nodes  involved  by  papillary  car- 
cinoma. A modification,  preserving  nerves  and 
muscles,  is  enough. 

5.  Total  thyroidectomy  is  not  necessary  except 
for  medullary  carcinoma  or  for  papillary  cancer  that 
grossly  involves  both  lobes. 

6.  Nodules  in  patients  with  a history  of  radiation 
should  be  diagnosed  by  needle  biopsy  and  treated  in 
exactly  the  same  way  as  nodules  in  nonradiated  pa- 
tients. 

7.  All  patients  with  thyroid  nodules  or  cancers 
should  be  given  suppressive  doses  of  thyroid  or  thy- 
roxin for  the  rest  of  their  lives. 

8.  Radioactive  iodine  should  not  be  used  in  the 
primary  treatment  of  papillary  carcinoma.  Sup- 
pression by  feeding  thyroid  is  more  effective,  much 
more  economical,  and  runs  no  risk  of  radiation. 

9500  Euclid  Ave. 

Cleveland,  Ohio  44106 
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Since  1975,  infants  born  in  hospitals  in  New  York 
State  have  been  screened  for  galactosemia  and  sev- 
eral other  inborn  errors.1  The  laboratory  test  se- 
lected for  galactosemia  screening  is  so  sensitive, 
however,  that  infants  with  variant  forms  of  the  dis- 
ease may  be  discovered  also,2  and  the  diagnosis  may 
be  clouded  for  several  days  or  longer  until  the  infant’s 
genetic  constitution  is  clarified.  Fortunately,  the 
treatment  for  classical  galactosemia  is  not  diffi- 
cult— feeding  with  a nonmilk  formula — and  infants 
with  abnormal  screening  test  findings  are  often  given 
galactose-free  diets,  without  waiting  for  clinical  signs 
to  develop  or  for  the  outcome  of  genetic  studies. 

We  propose  that  the  diagnostic  (and  prognostic) 
uncertainty  surrounding  the  interpretation  of  ab- 
normalities found  on  screening  tests  might  be  less- 
ened by  immediate  examination  of  the  infant;  this 
assumes  that  infants  homozygous  for  the  classical 
galactosemia  gene  or  for  pathologic  variants  are  more 
likely  to  develop  early  clinical  signs  than  are  those 
with  “benign”  forms,  such  as  the  Duarte/classical 
galactosemia  compound  genotype.3-5  Although  the 
data  might  not  change  the  safer  practice  of  immedi- 
ately treating  all  infants  with  abnormal  screening  test 
findings,  they  might  place  the  practice  on  firmer 
ground. 

Recent  studies  indicate  that  most  of  the  infants 
with  the  Duarte/galactosemia  compound  genotype 
discovered  through  newborn  screening  programs  are 
healthy  before,  and  even  without,  treatment,  despite 
profound  enzyme  deficiencies.6  7 We  now  describe 
infants  in  the  same  population'  with  diagnoses  of 
classical  galactosemia,  whose  clinical  and  biochemical 


Twenty-three  infants  with  galactosemia,  discovered 
through  newborn  screening  programs,  had  clinical 
and  biochemical  signs  differing  from  those  of  other 
infants  with  abnormal  findings  on  screening  tests. 
Genetic  studies  suggested  the  assignment  of  ge- 
notypes homozygous  for  the  classical  galactosemia 
gene. 


phenotypes*  were  different  from  those  in  infants 
with  the  genetic  compound. f 

Materials  and  method 

In  the  present  study,  20  infants  with  galactosemia 
were  discovered  through  newborn  screening  pro- 
grams carried  out  by  the  State  of  New  York  De- 
partment of  Health’s  Division  of  Laboratories  and 
Research  (Albany),  the  Erie  County  Health  De- 
partment Laboratory  (Buffalo),  and  the  City  of  New 
York  Department  of  Health  Laboratory.  Three 
other  infants  with  galactosemia,  born  in  localities 
where  there  were  no  screening  programs,  were  dis- 
covered because  they  were  ill;  three  pairs  of  the  in- 
fants were  siblings. 

The  diagnosis  of  galactosemia  usually  relies  on 
biochemical  data,  since  the  clinical  findings  are 
nonspecific  (vomiting  and/or  diarrhea  after  ingestion 
of  milk,  jaundice,  seizures,  cataracts,  progression  to 
sepsis,  coma,  and  death).  Patients  with  classical 
galactosemia  have  inactive  red-cell  galactose-1- 
P04(phosphate)  uridyl  transferase,  excessive 
amounts  of  blood  galactose  or  galactose-1  -PO4,  and 
galactosuria.  Demonstration  of  the  latter  com- 
pounds is  a less  reliable  index  of  the  galactosemia 
gene,  however,  because  the  accumulation  of  these 
products  depends  on  the  infant’s  intake  and  reten- 
tion of  galactose-containing  formula. 

Other  genotypes  are  associated  with  inactive 
transferase  at  birth,  and  can  be  excluded  by  deter- 
mining the  parents’  gene  expressions  (phenotype). 
The  biochemical  phenotype  in  classical  galactosemia 
carriers  is  expressed  as  half-normal  activities  of 
red-cell  transferase,  and  electrophoretic  mobility  of 
the  enzyme  (isoenzyme  pattern)  similar  to  that  of  the 
transferase  in  normal  persons.  The  phenotypes  in 
persons  with  genes  for  transferase  variants  are  dif- 
ferent. The  Duarte  variant  transferase,  for  example, 
is  less  active  and  has  a greater  electrophoretic  mo- 
bility than  does  normal  transferase.  Persons 
homozygous  for  the  Duarte  variant  gene  have  half- 
normal activities  of  red-cell  transferase  activity  (as 
do  carriers  of  the  classical  galactosemia  gene),  car- 
riers have  about  three-fourths  normal  activity,  and 
the  genetic  compound  of  the  Duarte  and  classical 
galactosemia  genes  has  about  one-fourth  normal  (or 

* Biochemical  phenotype:  the  biochemical  expressions  of  a mutant 
gene. 

f Genetic  compound:  the  genotype  or  person  with  two  different  genes 
for  a trait  at  the  same  locus,  in  contrast  with  the  homozygous  state,  that  is, 
two  similar  genes  at  the  same  locus,  and  in  contrast  with  the  "doubly  het- 
erozygous” state,  with  two  different  genes  for  a trait  at  different  loci. 
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TABLE  I.  Clinical  and  biochemical  features  of  15  infants  with  inactive  transferase  for  whom  parental  phenotypes 

were  complete  (values  for  parents  of  siblings) 


Parental  Phenotypes 


Patients 

Clinical 

Signs 

Age  at 

Presentation 
or  Treatment 

Other 

Biochemical 

Abnormalities* 

r Maternal  Transferase 
Activity 
Units  per 
Gram  of 

Hemoglobin  Isoenzyme 

Paternal  Transferase-^ 
Activity 
Units  per 
Gram  of 

Homoglobin  Isoenzyme 

1,2 

Ascites,  Hep,  C 

8 weeks,  3 days 

+ ,? 

(%N)t 

(N) 

(V2N)t 

(N) 

3 

HBR,  C 

10  days 

+ 

5 

N 

6 

N 

4,5 

Hep,  C,  FTT; 
HBR 

6 weeks,  1 day 

+ ,? 

(4) 

(N) 

(3) 

(N) 

6 

Hep,  sepsis 

2 weeks 

+ 

2 

N 

3 

N 

7 

Sepsis,  death 

12  days 

+ 

6 

N 

6 

N 

8 

HBR 

2 weeks 

9 

9 

N 

8 

N 

9 

Vomiting 

2 weeks 

9 

7 

N 

7 

N 

10 

7 days 

+ 

6 

N 

7 

N 

11 

Sepsis,  death 

2 weeks 

+ 

5 

N 

3 

N 

12 

Sepsis,  death 

11  days 

+ 

8 

N 

7 

N 

13 

10  days 

+ 

8 

N 

8 

N 

14 

HBR,  diarrhea 

6 days 

+ 

9 

N 

10 

N 

15** 

3 days 

+ 

3 

D 

8 

N 

* Blood  galactose  or  galactose- I-PO4,  or  galactosuria. 

♦ Data  from  Selma  Snyderman,  M.D. 

**  Older  brother  died  from  galactosemia. 

Hep  = hepatomegaly;  C = cataracts;  N = normal  activity  or  pattern;  HBR  = hyperbilirubinemia;  FTT  = failure  to  survive;  D = Duarte  variant  transferase 

pattern. 


TABLE  II.  Clinical  and  biochemical  features  of  five  infants  with  inactive  transferase  for  whom  parental  phenotypes 
were  presumed  to  be  those  of  classical  galactosemia  carriers  (values  for  parents  of  siblings) 

r Parental  Phenotypes+ N 

r Maternal  Transferase  Paternal  Transferase-^ 

Activity  Activity 


Patients 

Age  at 

Presentation 
Clinical  Signs  or  Treatment 

Other 

Biochemical 

Abnormalities* 

Units  per 
Gram  of 

Hemoglobin  Isoenzyme 

Units  per 
Gram  of 

Hemoglobin  Isoenzyme 

16,17 

Jaundice,  vomiting;  1 month,  2 weeks 
hepatomegaly, 
vomiting 

+ 

(V2  N) 

(V2  N) 

18 

Lethargy,  jaundice  5 days 

? 

V2  N 

V2  N 

19 

Sepsis,  death  2 weeks 

9 

V2  N 

% N 

20 

Jaundice,  vomiting,  6 days 
diarrhea 

+ 

V2  N 

V2  N 

* Blood  galactose. 

f Data  from  Selma  Snyderman,  M.D. 
N = normal  activity. 


less,  when  newborn).8 

We  compared  biochemical  and  clinical  phenotypes 
of  the  infants  discovered  in  the  screening  program 
and  assigned  the  respective  infants’  genotypes.  We 
then  assembled  the  data  from  initial  fluorescent  spot 
tests  of  dried  blood  spots  from  the  newborn  infants2; 
fluorometric  assays  of  transferase  activities  in  the 
infants’  and  parents’  red  cells,  performed  in  our 
laboratory9  or  as  indicated  in  the  tables;  electro- 
phoretic mobilities  of  transferase  on  starch  gels 
(isoenzymes)  in  the  parents’  and  other  close  relatives’ 
red  cells10;  galactose  and  galactose- 1-P04  levels  in  the 
infants’  red  cells,  when  available,  and  estimates  of  the 
infants’  excretion  of  galactose,  when  available. 

The  infants’  genotypes  were  assigned  as  the  most 
probable  pair  of  genes  inherited,  given  each  infant’s 
own  phenotype  and  family  history,  if  any,  and  the 
respective  parents’  phenotypes;  the  parental  phe- 
notypes, in  turn,  were  described  in  terms  of  trans- 


ferase activities  and  isoenzyme  patterns,  as  men- 
tioned here. 

Results 

There  were  20  infants  identified  initially  through 
newborn  screening  tests.  The  spots  were  nonfluo- 
rescent,  that  is,  “black,”  rather  than  “bright,”  “dull,” 
or  “very  dull.”  Clinical  signs  were  apparent  in  15 
infants  before  treatment  (by  14  days  of  age):  5 in- 
fants had  gram-negative  septicemias,  4 of  whom  died, 
and  10  others  vomited  or  had  diarrhea,  jaundice,  or 
hepatomegaly,  3 of  whom  also  had  cataracts.  Five 
were  healthy  before  treatment,  two  of  whom,  known 
to  be  at  high  risk  because  older  siblings  were  affected, 
were  treated  by  three  days  of  age.  The  three  other 
symptom-free  infants  were  treated  at  4,  8,  and  10 
days  of  age,  respectively  (Tables  I,  II,  and  III). 

Of  the  three  infants  with  galactosemia  discovered 
through  illness,  rather  than  through  screening  tests, 
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TABLE  III.  Clinical  and  biochemical  features  of  three  infants  with  inactive  transferase  for  whom  parental 

phenotyping  was  incomplete 


Age  at  Other 

Presentation  Biochemical 

Patients  Clinical  Signs  or  Treatment  Abnormalities* 


21 

Jaundice 

10  days 

4- 

22 

4 days 

+ 

23 

Hyperbilirubinemia 

6 days 

+ 

* Blood  galactose  or  galactosuria. 

D = Duarte  variant  transferase  pattern;  N = normal  pattern. 

two  had  clinical  signs  by  six  and  eight  weeks  of  age, 
respectively.  Both  had  hepatomegaly  and  cataracts, 
one  failed  to  thrive,  and  the  other  developed  ascites. 
The  third  infant  had  jaundice,  was  the  younger  sib- 
ling of  the  six-week  old  infant  mentioned  here,  and 
was  tested  for  the  enzyme  defect  on  the  first  day  of 
life. 

Thus,  18  of  23  infants  with  diagnoses  of  galacto- 
semia had  suggestive  clinical  signs  before  treatment. 

Of  five  without  clinical  signs,  two  had  been  treated 
very  early  in  life  (by  the  third  day)  because  older 
siblings  had  the  disease. 

The  discovery  of  inactive  transferase  in  the  infants’ 
screening  tests  was  confirmed  in  quantitative  tests 
of  whole  blood9  (0.0  units  per  gram  of  hemoglobin, 
in  contrast  with  normal  values  in  our  laboratory  of 
from  19  to  29  units  per  gram  of  hemoglobin. 

The  infants’  genotypes  were  assigned  after  studies 
were  made  of  the  parental  transferase  phenotypes. 
For  14  infants,  the  phenotypes  were  similar  in  both 
parents  and  were  clearly  those  of  carriers  of  classical 
galactosemia,  with  transferase  activities  of  half- 
normal and  electrophoretic  mobilities  (isoenzyme 
patterns)  of  normal  transferase  protein.  The  ge- 
notypes of  the  infants  in  these  families  were  pre- 
dicted homozygous  for  the  classical  galactosemia 
gene.  For  a fifteenth  infant  the  parental  phenotypes 
were  unlike  and  complicated  the  prediction  of  the 
infant’s  genotype.  One  parental  phenotype  was  that 
of  the  classical  galactosemia  carrier,  as  described 
here;  the  other  was  that  of  the  Duarte/galactosemia 
genetic  compound,  with  a transferase  activity  of  3.4 
units  per  gram  of  hemoglobin  and  an  electrophoretic 
pattern  of  a single,  fast-moving  (Duarte)  band. 
Thus,  the  offspring’s  genotype  might  be  either 
homozygous  for  the  classical  galactosemia  gene  or  a 
genetic  compound  of  the  Duarte  variant  and  classical 
galactosemia  genes.  The  infant’s  lack  of  clinical 
signs  was  not  a decisive  factor,  however,  since  she  had 
been  treated  by  the  third  day  of  life,  having  had  an 
older  brother  who  died  of  the  disease  as  an  infant. 
The  genotype  was  finally  assigned  homozygous  only 
when  her  transferase  was  found  still  inactive,  three 
years  later.  (If  the  genotype  were  the  Duarte/clas- 
sical galactosemia  genetic  compound,  the  transferase 
phenotype  would  be  expressed,  by  that  age,  as  de- 
tectable, or,  perhaps,  as  one-fourth  normal  activi- 
ty.11) (Table  I). 
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Parental  Phenotypes 


/-Maternal  Transferase 

Paternal  Transferase^ 

Activity 

Activity 

Units  per 

Units  per 

Gram  of 

Gram  of 

Hemoglobin 

Isoenzyme 

Hemoglobin  Isoenzyme 

5 

D 

15 

N 

11 

The  biochemical  phenotypes  in  the  parents  of  five 
other  newborn  infants  were  those  of  galactosemia 
carriers,  insofar  as  activities  were  “half  normal,”  but, 
since  transferase  isoenzyme  types  had  not  been  de- 
termined, they  were  not  distinguishable  from  the 
phenotype  of  the  Duarte/galactosemia  genetic 
compound.  Therefore,  other  evidence  of  gene  action 
was  sought  to  assign  the  respective  infants’  ge- 
notypes. The  severe  clinical  signs  that  the  five  infants 
expressed,  for  example,  are  associated  with  homozy- 
gosity for  the  classical  galactosemia  gene  or  with  the 
pathologic  variants,  rather  than  with  the  benign, 
genetic  compound  of  the  Duarte  and  classical 
galactosemia  genes.  F urthermore,  the  blood  galac- 
tose excesses  in  the  two  infants  in  this  group  tested 
for  the  biochemical  abnormality  were  consistent  with 
the  clinical  pictures  (Table  II). 

Tentative  genotypes  were  predicted  for  the  last 
three  infants  in  the  series  because  phenotypes  were 
determined  in  only  one  of  the  parents  of  the  respec- 
tive families.  The  single  phenotypes  were  those  of 
classical  galactosemia  carriers,  or  of  the  Duarte  var- 
iant homozygote,  in  two  families,  insofar  as  trans- 
ferase activities  were  half  normal.  The  single  phe- 
notype in  the  third  family  was  clearly  that  of  the 
Duarte/galactosemia  genetic  compound,  with  an 
activity  of  4.6  units  per  gram  of  hemoglobin  and  an 
electrophoretic  mobility  of  the  Duarte  variant  en- 
zyme. We  favored  assigning  the  three  infants’  ge- 
notypes as  homozygous  for  the  classical  galactosemia 
gene — two  of  them  because  the  respective  infants 
were  ill  before  treatment,  and  the  third  because  the 
infant’s  transferase  was  still  inactive,  when  he  was 
three  years  old  (Table  III). 

The  parental  phenotypes  were  especially  valuable 
in  assigning  genotypes  for  the  few  newborn  infants 
in  this  study  who  seemed  to  tolerate  galactose,  al- 
though their  red-cell  transferase  was  inactive.  The 
transferase  phenotypes  in  the  parents  of  the  two  in- 
fants who  remained  healthy  for  7 and  10  days  before 
treatment,  for  example,  were  clearly  those  of  classical 
galactosemia  carriers,  since  the  enzyme  levels  in  both 
pairs  of  parents  were  those  of  carriers,  and  the  elec- 
trophoretic mobility  was  that  of  the  normal  trans- 
ferase. Thus,  these  genotypes  were  assigned  ac- 
cording to  the  biochemical,  rather  than  clinical, 
features. 

Three  of  the  four  infants  who  died  were  screened 


during  an  early  phase  of  the  program,  before  galac- 
tosemia screening  was  required  by  State  law.  The 
fourth  infant  who  died  was  not  tested  for  galactose- 
mia until  the  thirteenth  day  of  life. 

The  other  biochemical  abnormalities  secondary 
to  inactivity  of  the  transferase  were  found  in  most  of 
the  infants  in  whom  they  were  sought.  Thus,  ga- 
lactose- I-PO4  was  detected,  or  concentrations  of 
galactose  were  increased  (greater  than  4 mg.  per  100 
ml.)  in  the  blood  of  at  least  14  infants,  including  the 
5 infants  without  clinical  signs  before  treatment 
(Tables  I,  II,  and  III). 

Comment 

Our  data  indicate  that  infants  homozygous  for  the 
classical  galactosemia  gene  usually  express  the  ge- 
notype by  developing  a severe,  rapidly  progressive 
disease,  in  contrast  with  infants  with  the  Duarte/ 
galactosemia  genetic  compound,  who,  for  the  most 
part,  remain  healthy  on  milk  diets.  Conversely,  the 
data  suggest  that  infants  who  have  variable  forms  of 
the  disease  may  have  different  genotypes,  and  should 
be  thoroughly  studied  for  genotype  assignment.12 
Although  the  parental  phenotypes  in  the  families  of 
some  of  our  infants  were  not  completely  defined,  and 
we  did  not  exclude  the  possibility  of  a pathologic 
variant  or  a combination  of  genes,  we  considered  even 
these  infants  homozygous  for  the  classical  galacto- 
semia gene,  since  they  had  the  same  clinical  signs  and 
degrees  of  biochemical  abnormality  as  infants  in 
families  in  which  phenotypes  in  both  parents  were 
those  of  classical  galactosemia  carriers. 

Identified  through  biochemical  screening  pro- 
grams, newborn  infants  with  galactosemia  are  now 
being  diagnosed  primarily  on  the  basis  of  laboratory 
findings.  Our  review  indicates,  however,  that  the 
clinical  picture  is  characteristic  very  early  in  life,  and, 
in  practice,  may  precede  confirmation  of  the  diag- 
nosis by  other  means,  especially  in  the  perinatal  pe- 
riod. The  only  criterion  common  to  all  the  infants 
in  our  series  was  inactive  galactose-1 -P04  uridyl 
transferase.  Most  of  them  also  had  appropriate 
clinical  signs,  and  many  had  clearly  inherited  the 
classical  galactosemia  gene  from  both  parents.  We 
also  included  those  whose  parental  phenotypes  were 
tentatively  assigned  those  of  classical  galactosemia 
carriers  on  the  basis  of  transferase  activities  only, 
without  defining  transferase  isoenzyme  patterns.  A 
few  were  diagnosed  with  knowledge  of  one  parental 
phenotype  only,  since  the  other  criteria  were  intact. 
Finally,  we  included  an  infant  without  clinical  signs 
and  with  knowledge  of  one  parental  phenotype  only, 
since  the  blood  galactose  level  was  abnormal. 

The  discovery  of  other  biochemical  abnormalities, 
such  as  blood  galactose  or  galactose-l-P04,  or 
galactosuria,  is  helpful  in  assigning  the  galactosemia 
phenotype.  These  values,  however,  are  subject  to 
greater  intra-  and  interindividual  variation  than  are 
those  of  the  other  indices  of  biochemical  phenotype, 
since  their  expression  is  related  to  diet.  Further- 


more, the  methods  of  measurement  differ  in  the 
various  laboratories  performing  the  assays,  making 
it  difficult  to  compare  the  data  from  different  pa- 
tients. We  included  them  only  when  the  other  cri- 
teria were  incomplete,  as,  for  example,  in  assigning 
a homozygous  genotype  to  the  last  infant  mentioned 
in  the  series.  When  assessed,  however,  they  were 
consistent  with  the  phenotypes  assigned. 

Physicians  who  attended  the  infants  early  in  life 
and  consultants  to  whom  the  families  were  referred 
after  discovery  of  the  infant’s  abnormal  screening  test 
kindly  gave  us  clinical  information. 

Summary 

The  clinical  and  biochemical  phenotypes  in  23 
infants  with  diagnoses  of  galactosemia,  discovered 
in  newborn  screening  programs,  were  compared  with 
those  in  infants  from  the  same  population  assigned 
genotypes  of  the  Duarte/classical  galactosemia  ge- 
netic compound.  Characteristics  of  the  infants  were 
sufficiently  different  that  they  were  assigned  ge- 
notypes homozygous  for  the  classical  galactosemia 
gene. 
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It  is  now  generally  believed  that  an  NST  (non- 
stress test)  is  a reliable  means  to  evaluate  the  status 
of  the  fetus  in  utero.  As  long  as  the  maternal  con- 
dition is  stable,  the  REACT  (reactive)  NST  patterns 
indicate  fetal  well-being  for  approximately  one 
week.1-4  Most  investigators  believe  that  there  is  no 
need  to  do  an  OCT  (oxytocin  challenge  test)  following 
an  NST.  However,  to  ascertain  fetal  status  following 
NR  (nonreactive)-NST  patterns,  the  OCT  has  been 
suggested.  More  recently,  Lee  and  Drukker4  sub- 
divided the  NR-NST  into  HYPOACT  (hypoactive) 
and  INACT  (inactive)  patterns.  In  HYPOACT- 
NST,  there  are  very  small  (less  than  15)  bpm  (beats 
per  minute)  and  infrequent  FHR  (fetal  heart  rate) 
“accelerations,”  whereas  INACT  patterns  have  no 
acceleration  whatsoever,  and  there  might  be  associ- 
ated FHR  decelerations;  the  latter  situation  has  been 
called  “distressed  state”  in  an  NST  pattern  (Fig.  1). 
The  numbers  of  INACT -NR  “distressed  state”  NST 
patterns  that  have  been  reported  so  far  are  scanty. 
To  broaden  our  knowledge  of  the  management  of  this 
pattern,  the  present  study  was  undertaken. 

From  January  1,  1979,  to  October  20,  1979,  a total 
of  416  NST  evaluations  were  done  on  195  patients  for 
a variety  of  “high-risk”  pregnancies,  namely,  those 
involving  postdatism,  diabetes,  hypertension,  history 
of  previous  fetal  demises,  small-for-gestational  age, 
Rh  (Rhesus  factor)  sensitizations,  premature  rupture 
of  membranes,  and  postamniocentesis.  A small 
number  of  patients  had  spontaneous  contractions 


Among  416  NST  (nonstress  tests ) that  were  per- 
formed on  195  “high-risk”  pregnant  patients  from 
January,  1976,  to  July,  1979,  at  Long  Island  Jew- 
ish-Hillside Medical  Center,  there  were  12  NR- 
INACT.  (nonreactiue  inactive)  NST  patterns.  The 
duration  of  gestation  was  more  than  42  weeks  in  the 
majority  of  patients;  9 of  12  patients  were  beyond  40 
weeks.  Almost  half  the  patients  had  “pea-soup” 
meconium  amniotic  fluid.  All  except  two  babies 
(including  one  of  twins)  had  low  one-minute  Apgar 
scores  of  6 or  less.  From  this  study,  it  is  concluded 
that  an  NR-INACT.  NST  pattern,  with  or  without 
late  or  variable  decelerations  in  a mature  fetus  whose 
mother  is  not  on  sedative  or  tranquilizer  treatment, 
is  a very  ominous  finding  and  requires  either  imme- 
diate scalp-blood  pH  determination  (if  it  is  techni- 
cally possible)  or  abdominal  delivery.  The  newborn 
frequently  suffers  from  a low  Apgar  score  and  should 
be  managed  by  a skilled  neonatologist , preferably  in 
a “high-risk”  perinatal  center. 


when  they  were  admitted  for  either  an  NST  or  ob- 
servation for  fetal  or  maternal  conditions.  The  NST 
studies  were  made  with  a commercially  available  fetal 
-monitor,*  an  abdominal  ultrasound  source. 

All  the  tracings  were  carefully  studied  to  find  the 
occurrence  of  NR-NST  patterns.  Babies  with 
NR-NST  findings  were  carefully  followed  during 
fetal  and  neonatal  life. 

Results 

Of  the  416  NST  evaluations,  there  were  a total  of 
12  NR-NST  patterns  (including  one  set  of  twins). 
The  characteristics  of  these  patterns  fit  the  criteria 
used  by  Lee  and  Drukker,4  which  were  called  IN- 
ACT-NR  NST  patterns  in  a “distressed  state.”  In 
these  patterns,  the  base-line  FHR  does  not  show  any 
acceleration  whatsoever;  the  recording  may  show 
either  atypical  variable  or  late  decelerations,  or  a 
combination  of  the  two.  Sometimes  the  late  decel- 
erations are  extremely  “shallow,”  10  or  fewer  bpm. 
Table  I summarizes  the  details  in  each  patient,  in- 
cluding age,  parity,  type  of  “high-risk”  disease,  mode 
of  delivery,  and  Apgar  scores  (Figs.  2 to  4). 

1.  Out  of  12  patients,  10  were  primipara. 

2.  All  except  one  were  delivered  by  cesarean  sec- 
tion. 

3.  The  duration  of  gestation  was  more  than  42 
weeks  in  more  than  half  these  patients;  9 of  12  patients 
were  beyond  40  weeks. 

4.  Approximately  half  the  patients  had  “pea-soup” 
meconium  amniotic  fluid. 

5.  All  except  two  babies  (including  one  of  twins) 
had  low  one-minute  Apgar  score  of  6 or  less.  The  five- 
minute  Apgar  scores  were  better  because  of  resuscita- 
tion procedures. 

* Model  III,  Corometrics  Medical  Systems,  Inc.,  Wallingford  Connect- 
icut. 
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FIGURE  1.  Examples  of  distressed  state  in  NST.  (A) 
Tracing  of  what  appears  to  be  late  deceleration  with  spon- 
taneous uterine  contractions.  (B)  Deceleration  without 
contraction;  note  absence  of  FHR  acceleration  and  “shal- 
lowness” of  decelerations. 
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6.  Interestingly,  only  3 newborns  were  females  in 
the  entire  series  of  13  newborns;  this  includes  one  set  of 
twins,  both  of  whom  were  males. 

7.  In  most  patients,  along  with  NR-INACT  pat- 
terns, there  were  very  “small”  late  and/or  “atypical” 
variable  decelerations. 

Comment 

Although  the  number  of  patients  included  in  this 
study  is  only  12,  to  our  knowledge  this  is  the  largest 


sample  of  INACT-NR  NST  patterns,  in  a distressed 
state,  reported  so  far. 

In  the  presence  of  such  findings,  it  is  advisable  to 
eliminate  the  performance  of  the  OCT.  There  is  no 
need  to  expose  such  fetuses  to  the  inherent  adverse 
effect  of  oxytocin,  or,  most  important,  to  waste 
valuable  time  before  delivery.  It  has  been  shown  by 
Borell  et  al.°  that  each  uterine  contraction  reduces 
uterine  blood  flow.  The  compromised  fetus  must  be 
protected  by  elimination  of  oxytocin  administration 
and  removal  of  the  “hostile”  uterine  environment. 

Marcum6  reported  false  negative  findings  of  an 
OCT  performed  in  a 43-week  primigravida  patient; 
13  hours  after  the  OCT,  fetal  movement  stopped,  and 
on  arrival  at  the  hospital,  one  hour  later,  intrauterine 
death  was  confirmed.  Careful  review  of  the  tracing 
reveals  that  there  is  definitely  an  NR  base-line  FHR 
pattern.  We  have  had  similar  experiences.  Case  1, 
a 43-week  primigravida  was  also  a chronic  hyper- 
tensive (Table  I).  The  NST  four  days  prior  to  the 
delivery  showed  an  NR  pattern.  The  decision  was 
made  to  do  an  OCT,  the  result  of  which  showed  no 
deceleration  and  was  interpreted  as  negative  (Fig. 
2A).  The  patient  was  readmitted  four  days  later  for 
a repeat  NST.  At  this  time,  based  on  NR-INACT 
NST  and  occasional  late  and  atypical  variable  de- 
celeration, a cesarean  section  was  done  (Fig.  2B). 
The  Apgar  scores  were  2 at  one  minute  and  7 at  five 
minutes.  The  infant  suffered  from  meconium  as- 
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FIGURE  1.  What  appears  to  be  combination  of  late  (C)  and  variable  (D)  deceleration  with  fetal  movement  and/or  stimulation. 
(D)  Note  smoothly  curved  deceleration  and  recovery  angles  with  “overshoot  acceleration.” 


TABLE  I.  Maternal  age,  race,  obstetric  history,  mode  of  delivery,  and  neonatal  outcome  on  12  patients  with  NR 

INACT  NST  in  a distressed  state 


Case 

Maternal 

Age 

Race 

Parity 

Weeks 

Gestation 

Complications 
Maternal  Fetal 

NST 

Mode  of 
Delivery 

Apgar  Score 
1 min.  5 min. 

Sex 

Weight 

(Pounds/ 

Ounces) 

Remarks 

i 

22 

White 

0000 

43 

HT,  BP:  MA 

140/80 

NR  with 
deceleration 

1C/S 

2 

7 

Male 

7/13 

NR  “normal”  OCT  4 
days  prior  to 
delivery  (Fig.  2)* 

2 

41 

White 

1001 

43 

M,  thick 

NR  with  late 
deceleration 

1C/S 

5 

9 

Male 

9/8 

3 

43 

White 

3013 

41 

Chronic  HT  M 

NR  with  late 
deceleration 
and  tachycardia 

1C/S 

6 

9 

Male 

9/4 

Cord  pH -artery 
7.17,  vein  7.22 

4 

34 

Black 

0000 

41 

M 

NR  pattern 

1 C/S 

8 

10,8 

Male,  Male 

7/4,  7/14 

5 

38 

White 

0000 

39 

Chronic  HT,  Rh  incompat- 
Rh  8ensi-  ibility 

tized 

NR  INACT 

1 C/S 

6 

9 

Male 

6/8 

Rh  negative 
sensitized 
mother,  infant 
hepatospleno- 
megaly 
sensitized 

6 

32 

White 

0000 

35 

Class  C DM 

NR  with  late 
deceleration 

1 c/s 

6 

7 

Female 

5/14 

7 

31 

White 

0020 

40 

Low  estriol  SGA 

OCT  positive, 
NST  (AVD) 

1C/S 

5 

10 

Female 

3 

8 

20 

Black 

0000 

44 

. . PD,  intubated 

1 C/S 

1 

5 

Male 

7/13V2 

9 

30 

White 

0000 

39 

Fetal  distress 

NR  INACT 
(AVD) 

LFD* 

2 

4 

Male 

6/10 

Two  tight  loops 
around  neck,  one 
around  shoulder 

10 

31 

White 

(XI 10 

44 

M,  thick 

AVD,  NR 

: C/s 

7 

8 

Male 

6/11 

11 

26 

White 

0000 

PI)  42.5 

Chronic  HT  MA 

NR 

1C/S 

2 

7 

Male 

6/15 

1 loop  around 
neck,  (Fig.  4) 

12 

30 

White 

0000 

42.5 

Chronic  HT  . . . 

NR 

1 C/S 

4 

9 

Male 

4/11 

* No  continuouH  late  decelerations  after  contractions. 

' Low  forceps  delivery  Patient  went  to  spontaneous  labor.  Severity  of  FHR  tracing  unrecognized.  Prolonged  fetal  bradycardia  observed  prior  to 
LFD  (Fig.  3). 

H I = hypertensive;  HP  ■ blood  pressure;  MA  - meconium  aspiration;  1 O/S  = first  cesarean  section;  M = infant  meconium  covered;  DM  = diastolic 
murmur;  AVD  = atypical  variable  deceleration;  PI)  = postdate  infant. 
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FIGURE  2.  (A)  OCT  on  22-year-old,  white,  hypertensive  primipara  patient  at  about  42.5  weeks  of  gestation.  Although  there 

are  not  continuous  late  decelerations  after  contractions,  NST  is  NR.  OCT  interpreted  as  “normal,"  and  patient  discharged 
home.  (B)  Same  patient  4 days  later  at  43  weeks.  NR-FHR  pattern  with  severe  deceleration.  Primary  cesarean  section 
performed  and  male  infant  with  Apgar  score  of  2 at  seven  minutes  delivered;  he  suffered  from  meconium  aspiration  but  sur- 
vived. 
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FIGURE  3.  (B)  Prolonged  bradycardia  prior  to  low  forceps  delivery  of  distressed  newborn  with  low  Apgar  scores  of  2 at  one 

minute  and  4 at  five  minutes. 


piration,  was  transferred  to  neonatal  intensive  care 
unit,  and  survived. 

Careful  examination  of  the  Lee  and  Drukker4  data 
reveals  that  of  two  fetuses  with  distressed  state,  one 
fetus  died  five  days  after  the  NST,  and  the  other  died 
in  the  neonatal  nursery  three  days  after  delivery; 
both  infants  had  Apgar  scores  of  3 at  five  minutes. 
They  suggested  abdominal  delivery  following  the 
presence  of  such  NST  patterns.  Our  study  tends  to 
support  their  recommendation.  However,  there 
might  be  some  exceptions  to  the  proposed  manage- 
ment, such  as: 

1.  If  a patient  is  receiving  sedative  drugs  prior  to  or 
during  the  NST,  it  has  been  shown  that  such  drugs 
might  adversely  affect  the  FHR  reactivity  pattern,  re- 
sulting in  an  erroneous  interpretation  of  the  test.4 
They  suggested  that  phenobarbital  administration  to 
the  patients  with  hypertensive  disorders  in  pregnancy 
might  be  the  cause  of  such  NR  test  findings.4 

2.  Extreme  prematurity  of  the  fetus  might  be  a 
cause  of  INACT-NR  NST  findings.  It  has  been  sug- 
gested that  the  autonomic  nervous  system  of  these  fe- 
tuses has  not  yet  functionally  “matured”  to  show 
REACT-FHR  patterns.  For  this  reason,  a further  dis- 
criminatory evaluation  with  fetal  breathing  move- 
ments has  been  suggested  by  some  authors.4 

Manning7  has  suggested  the  need  for  further 
evaluation  of  fetuses  with  NR-positive  OCT  findings 
subsequent  to  NR-NST  patterns  with  fetal  breathing 
movement  observation  by  real-time  ultrasound.  He 
found  a higher  incidence  of  intrauterine  growth  re- 


tardation and  low  Apgar  scores  among  the  babies 
with  no  breathing  movements.  From  this  study, 
however,  it  is  clear  that  the  INACT-NR  NST  result 
is  ominous  enough  to  mandate  prompt  delivery.  The 
fetal-breathing  movement  study  in  these  babies  re- 
quires further  investigation.  Until  then,  it  is  rea- 
sonable to  conclude  that  the  occurrence  of  IN- 
ACT-NR  NST  patterns  in  the  absence  of  fetal  pre- 
maturity and  sedative  drugs  to  the  mother,  especially 
when  it  is  associated  with  postdatism,  signals  prob- 
able fetal  jeopardy;  therefore,  either  prompt  deter- 
mination of  fetal  acid-base  condition,  if  the  descent 
of  the  presenting  part  and  dilatation  of  the  cervix 
permits,  or  abdominal  delivery,  if  the  cervix  is  closed 
and  the  presenting  part  is  high,  is  strongly  recom- 
mended. 

Some  investigators  (Bissonnette,  Johnson,  and 
Toomey8)  had  positive  OCT  findings  on  the  neonatal 
outcome  using  the  latency  period,  the  time  interval 
between  the  onset  of  uterine  contractions  and  FHR 
deceleration.  They  showed  that  of  the  six  patients 
with  a short  latency  period  (less  than  45  seconds; 
mean  plus  or  minus  standard  error  of  the  mean  = 36 
plus  or  minus  2.4  seconds),  one  had  an  intrapartum 
fetal  death  and  the  remaining  five  all  developed  late 
decelerations  in  labor.  This  study  suffers  from  in- 
herent problems  associated  with  retrospective 
analysis  and  small  sample  size. 

The  study  by  Braly  and  Freeman9  has  revealed 
that  6 of  12  patients  with  NR-positive  OCT  findings 
had  intrapartum  or  antepartum  fetal  death,  and  the 
rest  developed  late  deceleration  in  labor.  This  study 
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FIGURE  4.  (A  and  B)  Primipara,  26  years  old,  at  42.5  weeks  of  gestation.  FHR  reveals  distressed  state  in  NST.  Primary 
cesarean  section  done,  meconium  amniotic  fluid  noted,  and  male  newborn  weighing  6 pounds,  15  ounces,  delivered.  Apgar 
scores  at  one  and  five  minutes  2 and  7,  respectively.  Baby  suffered  from  meconium  aspiration  but  survived. 


clearly  shows  how  ominous  this  pattern  indeed  is. 
Freeman  and  James,10  studying  OCT  and  neonatal 
outcome,  reported  three  cases  of  atypical  variable 
deceleration.  This  pattern  resembles  Figure  ID  in 
the  present  study.  All  three  cases  resulted  in  peri- 
natal death,  apparently  due  to  asphyxia. 

Some  recent  investigation  by  Siassi  et  al.11  has 
shown  that  deceleration  patterns  in  newborns,  re- 
sembling variable  deceleration  in  the  fetus,  are  gen- 
erally observed  with  apnea  but  can  be  delayed  by 
increasing  the  arterial  p02  (oxygen  pressure)  with 
preoxygenation  of  the  baby.  Therefore,  this  pattern 
may  occur  as  a result  of  rapid  reduction  of  arterial 
p02,  secondary  to  apnea.  It  was  also  reported  that 
in  a fetal  lamb  with  p02  controlled  by  an  artificial 
placenta,  a variable  pattern  due  to  umbilical-cord 
compression  also  appears  to  be  related  to  a critical 


level  of  p02,  and  the  afferent  limb  of  this  deceleration 
may  be  acute  sudden  hypoxia  rather  than  hyper- 
tension as  previously  suggested.12  Careful  review  of 
the  first  case  of  Freeman  and  James10  shows  that 
along  with  INACT-NR  base-line  tracing,  there  are 
“small”  late  decelerations  followed  by  “atypical” 
variable  deceleration;  the  depth  of  these  late  decel- 
erations is  only  around  10  bpm.  The  NR-INACT 
pattern  can  be  seen  in  Cases  2 and  3 also.10  It  is 
suggested  that  when  interoplacental  insufficiency  is 
present,  the  rate  of  fall  of  the  p02  is  more  subtle  than 
with  umbilical-cord  compression.  The  more  severe 
the  interoplacental  insufficiency,  the  more  rapid  fall 
in  p02,  with  uterine  contraction  (either  spontaneous 
or  induced)  resulting  in  “atypical  variable  decelera- 
tion.” 10 

Another  possible  explanation  of  this  deceleration 
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may  be  due  to  oligohydramnios,  resulting  in  profound 
umbilical-cord  compression  with  uterine  activity. 
All  three  cases  reported  by  Freeman  and  James10 
showed  evidence  of  scant  amniotic  fluid.  From  these 
observations  and  the  present  study,  the  following  can 
be  concluded: 

1.  NR-INACT  NST  patterns  with  or  without  late 
or  variable  decelerations  in  a “mature”  fetus,  whose 
mother  is  not  on  sedative  or  tranquilizer  treatment,  is 
rare  but  extremely  ominous,  and  calls  for  either  imme- 
diate scalp-blood  pH  determination  if  it  is  technically 
possible,  or  abdominal  delivery. 

2.  NR-INACT  NST  should  not  be  followed  by 
OCT;  there  is  no  need  to  stress  these  compromised 
babies  further. 

3.  Although  the  numbers  of  samples  thus  far  re- 
ported are  small,  and  more  experiences  with  such  cases 
are  needed,  the  severity  of  the  fetal  problem  is  such 
that  an  aggressive  management  is  recommended. 

4.  It  must  be  emphasized  that  these  neonates 
should  be  managed  by  a skilled  neonatal  staff,  prefera- 
bly in  a “high-risk”  perinatal  center. 

Division  of  Maternal  and  Fetal  Medicine 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  New  York  11042 

Acknowledgment.  The  author  wishes  to  thank  Ms.  Alexandra 
Taylor  for  her  help  in  collecting  data  for  this  study,  and  Mrs. 


Sylvia  Schindler  for  her  secretarial  help. 


References 

1.  Rochard,  F.,  et  al.:  Nonstressed  fetal  heart  rate  moni- 
toring in  the  antepartum  period,  Am.  J.  Obst.  & Gynec.  126:  699 
(1976). 

2.  Lee,  C.  Y.,  Di  Loreto,  P.  C.,  and  Logrand,  B.:  Fetal  activity 
acceleration  determination  for  the  evaluation  of  fetal  reserve,  Obst. 
& Gynec.  48:  19  (1976). 

3.  Schifrin,  B.  S.,  et  ah:  Routine  fetal  heart  rate  monitoring 
in  the  antepartum  period,  ibid.  54:  21  (July)  1979. 

4.  Lee,  C.  Y.,  and  Drukker,  B.:  The  nonstress  test  for  the 
antepartum  assessment  of  fetal  reserve,  Am.  J.  Obst.  & Gynec.  134: 
460  (June  15)  1979. 

5.  Borell,  U.,  et  ah:  Influence  of  uterine  contractions  on  the 
uteroplacental  blood  flow  at  term,  ibid.  93:  44  (1965). 

6.  Marcum,  R.  G.:  Letter:  False  negative  oxytocin  challenge 
test,  ibid.  127:  894  (1977). 

7.  Manning,  F.  A.:  Fetal  breathing,  presented  at  the  Third 
International  Symposium  on  Perinatal  Medicine,  March  20-28, 
1978,  Las  Vegas,  Nevada. 

8.  Bissonnette,  J.  M.,  Johnson,  K.,  and  Toomey,  C.:  The  role 
of  a trial  of  labor  with  a positive  contraction  stress  test,  Am.  J. 
Obst.  & Gynec.  135:  292  (Oct.  1)  1979. 

9.  Braly,  P.,  and  Freeman,  R.  K.:  The  significance  of  fetal 
heart  rate  reactivity  with  a positive  oxytocin  challenge  test,  Obst. 
& Gynec.  50:  689  (1977). 

10.  Freeman,  R.  K.,  and  James,  J.:  Clinical  experience  with 
the  oxytocin  challenge  test,  ibid.  46:  255  (1975). 

11.  Siassi,  B.,  et  ah:  Cardiovascular  effects  of  apnea  in  pre- 
mature infants,  abstract,  Pediat.  Res.  6:  405  (1972). 

12.  Siassi,  B.,  Blanco,  C.  E.,  and  Martin,  C.  B.:  Effects  of  ar- 
terial PO2  on  the  cardiovascular  response  to  umbilical  cord  oc- 
clusion, abstract,  Soc.  Gynec.  Invest.  Program,  1973,  p 43. 


1846 


New  York  State  Journal  of  Medicine/November  1980 


• •'“***! 

•••••••’■'•'• 


mmm 


Small-Cell  Bronchogenic 
Carcinoma 

Advances  in  treatment 

PATRICK  R.  BERGEVIN,  M.D. 

Brooklyn,  New  York 

Chief,  Division  of  Oncology,  Coney  Island  Hospital,  and  Assistant 
Professor  of  Medicine,  Downstate  Medical  Center 


SCBC  (small  cell  bronchogenic  carcinoma)  ac- 
counts for  approximately  20  to  25  percent  of  all  lung 
cancers  and  was  diagnosed  in  over  20,000  patients  in 
the  United  States  in  1978.1  In  terms  of  prognosis, 
the  pathologic  stage  of  the  patient  is  of  the  greatest 
importance.  After  extensive  work-up,  approxi- 
mately one  third  of  the  patients  have  LD  (limited 
disease),  that  is,  no  detectable  metastasis  outside  a 
hemithorax,  excluding  pleural  involvement  with 
effusion.  Ihde  et  al.,2  however,  feel  that  involvement 
of  bone  marrow  or  distant  lymph  nodes  may  have 
little  adverse  effect  on  the  prognosis  of  an  otherwise 
LD  patient.  The  remainder  of  patients  have  ED 
(extensive  disease)  with  frequent  involvement  of 
liver,  CNS  (central  nervous  system),  bones,  abdom- 
inal nodes,  kidneys,  pancreas,  and  other  endocrine 
glands. 

SCBC  may  be  classified  into  lymphocyte  or  oat 
cell-like,  intermediate  cell  (fusiform,  polygonal,  and 
tubular  variants),  and  mixed-cell  types,  and  may  be 
seen  in  conjunction  with  squamous  cell  carcinoma, 
adenocarcinoma,  and  large-cell  carcinoma  of  the 
lung.  Lymphocyte-like  and  fusiform  varieties  in  one 
study  constituted  a relatively  favorable  group,  with 
polygonal  and  other  types  having  survivals  approx- 
imate to  the  non-small-cell  cancers  with  combined 
modality  treatment.3  In  another  study  there  was  no 
difference  in  response  or  survival  between  the  dif- 
ferent histologic  groups,  although  many  tumors 
possessed  more  than  one  histologic  subtype.4  Abe- 
loff  et  al.5  studied  40  autopsied  patients  with  an  ini- 
tial diagnosis  of  SCBC,  and  found  exclusively  non- 
SCBC  tumors  in  5 cases.  In  these  patients  the  course 
of  tumor  progression  appeared  to  be  more  indolent 
than  the  typical  case  of  SCBC.  It  seems  probable 
that  the  tumors  were  initially  pleomorphic  and  that 
the  antineoplastic  treatment  eliminated  the  more 


Small  cell  bronchogenic  carcinoma  accounts  for  ap- 
proximately 20  to  25  percent  of  all  lung  cancers  and 
was  diagnosed  in  over  20,000  patients  in  the  United 
States  in  1978.  With  various  regimens  of  combina- 
tion chemotherapy,  often  including  radiation  therapy 
to  the  primary  tumor  and  prophylactic  whole  brain 
radiation  therapy,  a prolongation  of  survival  has  been 
noted.  A review  of  the  literature  indicates  an  ap- 
proximate complete  response  of  65  percent  for  pa- 
tients with  disease  confined  to  the  chest  ( limited 
disease)  and  20  percent  for  patients  with  metastases. 
About  20  to  25  percent  of  patients  with  limited  dis- 
ease will  remain  free  of  disease  for  two  years  or  longer 
after  beginning  treatment.  The  role  of  surgical  re- 
section for  selected  patients  is  discussed,  but  ques- 
tions regarding  the  scheduling  of  radiation  therapy, 
chemotherapy,  and  possibly  immunotherapy. 


sensitive  small  cells,  allowing  the  subsequent  emer- 
gence of  the  more  resistant  squamous-cell  carcinoma, 
adenocarcinoma,  and  large-cell  carcinoma.  His- 
taminase  and  L-dopa  decarboxylase  activities  were 
measured  in  the  tumors  of  four  cases  with  trans- 
formed histology.  The  levels  of  these  enzymes  were 
markedly  lower  than  the  levels  usually  seen  in  SCBC 
tumors. 

The  median  survival  from  diagnosis  for  untreated 
patients  with  limited  and  extensive  SCBC  is  3.1  and 
1.4  months  respectively.6  With  various  regimens  of 
combination  chemotherapy,  often  including  radia- 
tion therapy  to  the  primary  tumor  and  prophylactic 
WBRT  (whole  brain  radiation  therapy),  a prolon- 
gation of  survival  has  been  noted.  The  attainment 
of  a CR  (complete  response)  is  most  important  in 
terms  of  a long  survival.  A review  of  the  literature 
indicates  an  approximate  CR  of  65  percent  for  LD 
patients  and  20  percent  for  ED  patients.1  About  20 
to  25  percent  of  patients  with  LD  will  remain  free  of 
disease  for  two  years  or  longer  after  beginning 
treatment,  while  only  1.2  percent  of  patients  with  ED 
will  do  so.  These  survival  gains  probably  relate  to 
the  high  proliferative  activity  of  SCBC,  resulting  in 
a good  response  to  therapy.7  The  data  of  Brigham 
et  al.,8  however,  indicate  that  SCBC  is  a relatively 
slowly  growing  tumor  with  a median  doubling  time 
of  77  days  in  untreated  patients.  With  this  in  mind, 
it  can  be  estimated  that  residual  body  tumor  burdens 
of  106  cells  in  patients  in  CR  may  be  followed  by 
tumor  recurrence  times  of  over  two  years.  Thus, 
according  to  these  data,  the  likelihood  of  cure  should 
not  be  entertained  in  patients  with  disease-free  in- 
tervals of  less  than  four  to  five  years. 

Treatment 

Surgery.  Although  SCBC  has  been  character- 
ized as  a nonsurgical  disease  because  of  its  early 


November  1980/New  York  State  Journal  of  Medicine  1847 


dissemination  to  regional  nodes  and  distant  sites, 
selected  patients  may  benefit  from  surgical  resection, 
to  be  followed  usually  by  combination  chemothera- 
py.9 Broder,  Cohen,  and  Selawry10  have  reviewed 
the  literature  regarding  surgical  resection  as  a pri- 
mary modality  of  therapy,  and  indicate  five-year 
survivals  in  selected  patients  ranging  from  zero  to  up 
to  50  percent.  In  a 10-year  follow-up  of  patients  with 
solitary  pulmonary  nodules  treated  during  the  Vet- 
erans Administration-Armed  Forces  Cooperative 
Study,  it  was  found  that  5 and  10-year  survival  rates 
of  SCBC  did  not  differ  from  other  types  of  lung 
cancer.11  Of  11  patients  with  SCBC  who  underwent 
grossly  complete  resection,  4 (36  percent)  lived  for 
5 years,  and  2 (18  percent)  for  10  years.  Require- 
ments of  this  study  specified  that  the  tumor  be  cir- 
cumscribed and  surrounded  by  clear  lung  and  that 
no  biopsy  or  cytologic  diagnosis  be  available  before 
surgery.  Since  many  recurrences  after  a CR  are  in 
the  chest  in  patients  with  LD,  surgery  as  a primary 
modality  of  treatment  may  be  beneficial,  followed  by 
intensive  combination  chemotherapy.12  Bates  et 
al.13  have  reported  excellent  results  (24  percent 
survival  at  four  years)  in  a selected  group  of  LD  pa- 
tients who  underwent  preoperative  radiation  therapy 
and  subsequent  surgical  resection.  In  a review  of 
long-term  survivors  with  SCBC,  Matthews,  Roz- 
enczweig  and  Muggia14  report  that  16  percent  were 
treated  with  surgical  resection  alone. 

Radiation  therapy.  A comparative  trial  of 
surgical  resection  versus  radiation  therapy  was  per- 
formed by  the  Medical  Research  Council  of  Great 
Britain  in  SCBC,  in  which  the  lesion  was  declared 
operable  beforehand.15  By  randomization,  71  pa- 
tients were  treated  with  surgical  resection  and  73 
patients  with  radiation  therapy.  Of  the  patients  who 
received  radiation  therapy,  four  survived  for  5 years 
and  three  for  10  years.  No  long-term  survivors 
treated  by  surgical  resection  were  seen  even  though 
many  of  these  patients  subsequently  received  ra- 
diation therapy  on  relapse.  Tumor  can  be  eradicated 
from  the  radiated  site  in  about  35  percent  of  cases 
with  SCBC,16  and  leads  to  an  increase  in  median 
survival  at  30  weeks  in  patients  with  LD.15  Choi  and 
Carey17  have  stressed  the  need  for  high-rad  dose  in 
treating  such  patients,  although  despite  maximum 
improvements  in  administration  of  radiation  thera- 
py, local  failures  remain  common,  even  when  com- 
bination chemotherapy  is  also  given.18 

An  additional  role  of  radiation  therapy  is  in  the 
prevention  of  intracranial  metastasis.  The  incidence 
of  brain  involvement  is  about  10  percent  at  initial 
diagnosis,  with  an  additional  20  to  30  percent  of  pa- 
tients developing  brain  metastasis  during  the  course 
of  the  disease.  S<  < ral  studies  have  indicated  a role 
for  prophylactic  WBRT  although  survival  is  not 
enhanced.1'  19  21  With  prolonged  survival,  spinal 
and  leptomenn  < have  been  frequently 

noted.22,23  Perhai  > nal  treatment,  including 
spinal  radiation  ai  /or  intrathecal  methotrexate, 
may  be  indicated  to  ■ . i such  relapses.  Addi- 


tionally, Skarin  et  al.24  have  reported  their  results 
with  combination  chemotherapy,  including  high-dose 
methotrexate  showing  low  CNS  relapse  rates,  indi- 
cating a possible  role  for  systemic  high-dose  metho- 
trexate, which  crosses  the  blood-brain  barrier  with 
ease. 

Chemotherapy.  The  activity  of  the  individual 
chemotherapeutic  agents  has  been  summarized  by 
Weiss25:  Cyclophosphamide,  methotrexate,  vin- 

cristine, adriamycin,  CCNU,  BCNU,  VP-16-213, 
hexamethylmelamine,  and  procarbazine  are  all  active 
agents.  In  their  review  of  the  literature,  Bunn  et  al.26 
found  that  various  two-  three-  and  four-drug  com- 
binations were  better  than  a single  drug.  In  general, 
for  LD  the  CR  is  60  percent,  and  for  ED  25  percent 
with  combination  chemotherapy  often  including  local 
radiation  therapy,  and  median  survivals  are  51  and 
33  weeks  respectively.  The  addition  of  local  radia- 
tion therapy  to  combination  chemotherapy  has  not 
been  shown  to  increase  the  overall  survival  for  ED  or 
LD, 27-29  although  a decrease  in  the  local  relapse  rate 
may  be  seen.30,31  The  evolution  of  the  treatment  for 
SCBC  is  discussed  by  Livingston.18  Hansen  et  al.32 
were  the  first  to  publish  results  of  combination  che- 
motherapy in  SCBC.  Subsequent  work  by  this 
group  revealed  the  activity  of  the  combination  VAP 
(vincristine-adriamycin-procarbazine)33  and  VP- 
16-21334  in  failures  to  the  combination  CMC  (cy- 
clophosphamide-methotrexate-CCNU).  The  use  of 
alternating  regimens  of  combination  chemotherapy 
may  lead  to  improved  response  rates  and  sur- 
vival35,36- 

In  Cohen  et  al.’s37  report,  61  patients  received  cyclic 
alternating  combination  chemotherapy  (cyclophos- 
phamide-methotrexate-CCNU/vincristine,  adri- 
amycin-procarbazine).  No  chest  or  prophylactic 
WBRT  was  given.  The  CR  rate  was  increased  by 
VAP  addition  from  42  to  74  percent  in  LD,  and  from 
24  to  36  percent  in  ED  patients.  Twenty-eight 
months  after  starting  treatment,  disease-free  survival 
was  23  percent  for  CRs.  Johnson,  Brereton,  and 
Kent38  treated  21  patients  with  a combination  of 
cyclophosphamide,  vincristine,  adriamycin,  local 
radiation  therapy,  and  prophylactic  WBRT. 
Treatment  was  completed  in  12  weeks  after  which 
patients  were  observed  without  maintenance  thera- 
py. Complete  responses  were  seen  in  20  of  21  pa- 
tients with  unresectable  tumors,  10  of  whom  had 
distant  extrathoracic  spread  at  admission.  Nine  of 
11  patients  with  LD  have  remained  clinically  dis- 
ease-free for  6 to  14  months.  However,  13  of  these 
patients  suffered  a constellation  of  neurologic 
symptoms  consisting  of  poor  attention  span,  recent 
memory  loss,  myoclonus,  dysarthria,  and  tremor.  It 
was  felt  that  these  complications  were  a result  of  the 
drug-radiation  dosing  and  scheduling  used  in  this 
study.  Catane  et  al.39  followed  this  up  with  some 
modifications  and  extended  the  chemotherapy  to 
three  months  with  11  out  of  72  patients  still  in  un- 
maintained remission  for  up  to  four  years.  Greco  et 
al.40  followed  a similar  course  of  combination  che- 
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motherapy  administered  with  local  radiation  thera- 
py, but  with  sustained  chemotherapy,  and  noted  no 
neurologic  dysfunction  in  their  patients.  Complete 
response  occurred  in  15  of  16  patients  with  LD  and 
11  of  20  patients  with  ED.  Twelve  of  16  patients 
with  LD  remained  disease-free  for  over  one  year. 
Some  question  remains  as  to  the  need  for,  or  duration 
of,  maintenance  chemotherapy  in  SCBC  after  in- 
duction treatment  has  allowed  a CR.  Hansen, 
Hansen,  and  Dombernowsky41  have  restaged  pa- 
tients after  18  months  of  treatment  with  bone  mar- 
row biopsy  and  aspirate,  peritoneoscopy  and  liver 
biopsy,  and  bronchomediastinoscopy.  In  this  study, 
21  patients  were  free  of  disease  at  restaging  and 
treatment  was  discontinued.  Five  of  these  patients 
subsequently  relapsed  soon  afterwards.  Norton  and 
Simon42  have  provided  mathematical  data  and 
clinical  information  to  support  the  hypothesis  that 
the  therapy  following  remission  should  be  at  least  as 
intense,  or  perhaps  more  intense,  for  the  suspected 
smaller  residual  amounts  of  tumor.  This  concept 
should  be  tested  in  future  clinical  trials. 

Immunotherapy.  Small-cell  carcinomas  have 
unique  antigenic  specificity  among  lung  cancers.43 
Mikulski  et  al.44  have  reviewed  the  results  of  immu- 
notherapy in  SCBC  and  preliminary  results  are 
conflicting.  Although  Israel  et  al.45  hint  at  the  ef- 
fectiveness of  Corynebacterium  parvum  when  ad- 
ministered with  combination  chemotherapy,  neither 
Holoye  et  al.46  nor  Einhorn  et  al.47  could  find  an  ad- 
ditive role  for  BCG.  In  one  study  there  was  no  re- 
lationship between  the  number  of  positive  skin  tests 
results  and  the  burden  of  tumor,  type  of  response, 
and  length  of  survival.46  Lipson  et  al.48  have  studied 
thymosin’s  effectiveness  in  restoring  immunocom- 
petence  in  patients  treated  with  combination  che- 
motherapy. Cohen  et  al49  demonstrated  a clear  in- 
crease in  the  duration  of  CR  and  survival  in  patients 
treated  with  thymosin  and  chemotherapy.  Clearly, 
more  work  needs  to  be  done  in  this  broad  and  com- 
plex field. 

Summary 

A review  of  the  various  modalities  of  treatment  in 
SCBC  indicates  a clear  role  for  combination  che- 
motherapy in  improving  survival.  The  role  of  sur- 
gical resection  for  selected  patients  is  discussed,  but 
questions  remain  regarding  the  scheduling  of  radia- 
tion therapy,  chemotherapy,  and  possibly  immu- 
notherapy. As  in  the  treatment  of  malignant  lym- 
phomas, we  may  some  day  speak  of  significant  cure 
in  patients  with  SCBC. 

Chief,  Division  of  Oncology 
Coney  Island  Hospital 
2601  Ocean  Parkway 
Brooklyn,  New  York  11235 

Glossary 

BCG — Bacillus  Calmette-Guerin 
BCNU-bis-chloronitrosourea,  carmustine 
CCNU — l-(2-chloroethyl)-3-cyclohexyl-l-nitro- 
sourea,  lomustine 


CMC — Cyclophosphamide,  methotrexate,  CCNU 
VAP — Vincristine,  adriamycin,  procarbazine 
VP- 16-213 — 4'  demethyl-9(4,6-0-/3-D-ethylidene- 

glucopyranoside),  Etoposide 

WBRT — whole-brain  radiation  therapy 
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effect iveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN  Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin- neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin?  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1 2 oz  and  1 32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  ex  tensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin  containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica 
tlon  Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept.  PML. 
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QUESTION  304.  The  patient  was  an  84-year-old  female  with  end-stage  cardiac  and  renal  disease.  She  had  a demand 
pacemaker.  The  top  strip  was  obtained  on  admission.  The  middle  strip  was  taken  the  next  day  as  her  condition  dete- 
riorated, and  the  bottom  strip  was  taken  just  prior  to  her  death.  What  is  the  interpretation  of  these  tracings? 


< 

QUESTION  303.  The  patient  is  a 74-year-old  man  with  a history  of  coronary  artery  surgery  five  years  prior  to  this 
electrocardiogram.  He  has  had  mild  angina  of  six  months’  duration.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  303.  The  rhythm  is  regular  sinus  with 
a rate  of  70  per  minute.  In  lead  III,  there  is  a QS 
pattern  with  the  S-T  segment  slightly  elevated  and 
the  T wave  inverted.  The  remainder  of  the  tracing 
is  normal.  An  isolated  Q wave  in  lead  III  with  slight 
S-T  elevation  and  T inversion  may  indicate  an  infe- 
rior wall  infarction.  The  pattern  may  also  be  seen 
in  normal  individuals  especially  in  the  absence  of 
abnormalities  in  leads  II  and  aVf. 


Question  304.  In  the  top  strip,  the  pacemaker 
spikes  occur  regularly  at  a rate  of  72  per  minute.  The 
atrial  rhythm  is  sinus  tachycardia  at  a rate  of  104  per 
minute.  There  is  complete  heart  block  since  no  P 
wave  is  conducted.  The  last  beat  is  a ventricular 
premature  depolarization  which  turns  off  the  pace- 
maker. The  time  from  the  spike  to  the  beginning  of 
the  S-T  segment  is  0.14  second.  The  patient’s  serum 
potassium  was  5.8  mEq.  per  liter. 


New  treatment  shortens  time 
for  curing  tuberculosis 

An  important  recent  advance  in  treatment  of  tubercu- 
losis, shortening  considerably  the  time  required  to  cure  the 
disease,  is  reported  in  the  June  issue  of  an  American 
Medical  Association  publication. 

It  is  now  possible  to  treat  new  cases  of  tuberculosis  in 
nine  months,  with  a 97  percent  cure  rate  and  a relapse  rate 
of  less  than  1 percent,  says  William  W.  Stead,  M.D.,  of  the 
Arkansas  Department  of  Health,  Little  Rock. 

The  new  method  utilizes  a combination  of  two  potent 
drugs,  isoniazid  and  rifampin,  says  Dr.  Stead  in  Archives 
of  Internal  Medicine. 

In  addition  to  the  shorter  time  lapse,  it  also  is  now  pos- 
sible to  give  the  drugs  less  frequently.  Cure  rate  is  just  as 
good  when  the  schedule  includes  medication  daily  for  only 
one  month  and  then  continuing  at  a modified  dose  for  the 
other  eight  months,  Dr.  Stead  says. 

Those  individuals  who  have  relapsed  from  previous 


The  middle  strip  shows  pacer  spikes  at  a rate  of  72 
per  minute.  Each  is  followed  by  a depolarization 
wave.  The  time  from  the  spike  to  the  beginning  of 
the  S-T  segment  has  prolonged  to  0.25  second.  No 
atrial  activity  is  visible.  The  serum  potassium  was 
7.8  mEq.  per  liter. 

The  bottom  strip  again  shows  spikes  at  a rate  of  72 
per  minute.  They  are  not  followed  by  ventricular 
depolarization  waves.  A sine-wave  motion  of  the 
base  line  is  present;  no  external  cardiac  massage  was 
being  used  at  the  time  this  strip  was  taken.  The 
serum  potassium  was  9.1  mEq.  per  liter. 

The  patient  had  progressive  elevation  of  her  serum 
potassium  with  widening  of  the  depolarization  wave 
at  first,  and  finally  the  ventricles  were  unresponsive 
to  the  pacer  spike.  The  sine-wave  motion  of  the  base 
line  is  characteristic  of  severe  hyperkalemia,  usually 
terminal.  Disappearance  of  electrocardiographic 
evidence  of  atrial  activity  is  also  characteristic  of 
hyperkalemia. 


therapy  and  might  be  resistant  to  the  dual  drug  treatment 
should  be  given  other  potent  medications  along  with  the 
two  drugs. 

For  the  past  20  years,  the  recommended  duration  of  daily 
drug  treatment  for  tuberculosis  has  been  18  to  24  months, 
Dr.  Stead  points  out.  Cooperation  and  compliance  are 
difficult  to  maintain  for  the  long  period.  The  patient  must 
continue  to  take  drugs  long  after  he  feels  well,  and  there 
is  a strong  tendency  to  stop  too  soon.  Also,  the  drugs  are 
expensive,  and  developing  countries  cannot  afford  such 
long  treatment. 

The  two  drugs  must  be  used  together  to  cope  with  nat- 
ural occurrence  of  mutants  of  the  tuberculosis  organism 
that  are  resistant  to  any  effective  single  drug,  the  Arkansas 
physician  says.  The  treatment  program  is  now  standard 
in  both  England  and  France,  but  is  only  recently  coming 
into  use  in  the  United  States  The  two-drug  regimen  has 
been  used  on  more  than  1,000  patients  in  Arkansas  in  the 
past  three  years,  with  a 97  percent  success  rate  and  less 
than  1 percent  relapse. 
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Painful  Fingers 


A 45-year-old  woman  presented  a complaint  of  painful 
fingers,  mainly  the  right  thumb,  of  several  months’  dura- 
tion. 


Elucidation 

Posteroanterior  view  of  the  right  hand  demon- 
strates soft-tissue  atrophy  in  the  distal  phalangeal 
area  with  tapering  of  the  fingers.  Calcifications  are 
present  in  the  pulp  underlying  the  distal  phalanx  of 
the  thumb,  which  shows  partial  resorption.  The 
density  of  the  bones  is  normal. 

Atrophy  of  the  soft  tissues  with  resorption  of  the 
tufts  of  distal  phalanges  indicates  vascular  insuffi- 
ciency. This  in  combination  with  the  clinical  history 
of  painful  fingers  equates  to  Raynaud’s  phenomenon. 
Localized  dystrophic  calcification  with  lack  of  os- 
teoporosis, as  noted  in  the  figure,  definitely  points 
to  the  diagnosis  of  scleroderma.1 

Goetz  in  1945  used  the  term  PSS  (“progressive 
systemic  sclerosis”)  to  indicate  that  scleroderma  is 
a generalized  disease  and  belongs  to  the  group  of 
collagen  disorders.2  PSS  is  twice  as  common  in  fe- 
males as  in  males  and  presents  itself  generally  in  the 
fourth  and  fifth  decades  of  life.  Raynaud’s  phe- 
nomenon, consisting  of  variable  degrees  of  pallor, 
cyanosis  and  numbness  of  the  fingertips,  and  occa- 
sional episodes  of  pain,  is  observed  in  PSS  in  about 
60  percent  of  cases.2  The  combination  of  calcinosis 
and  scleroderma  is  referred  to  as  Thibierge-Weis- 
senbach  syndrome.3  “Crest”  syndrome  refers  to 
calcinosis,  Raynaud’s  phenomenon,  esophageal  in- 
volvement, sclerodactyly,  and  telangiectasis,  in  a 
full-blown  clinical  picture  of  PSS. 

Pathologically,  edema  of  the  collagen  intercellular 
tissue  with  perivascular  infiltration  of  lymphocytes 
and  plasma  cells  occurs  in  PSS.  Induration  and 
thickening  of  the  tissues  follows.  Thickening  of  the 
intima  and  fibrinoid  degeneration  take  place  in  the 
vessel  wall  eventually  leading  to  parenchymal  atro- 
phy. In  addition  to  the  skin,  soft  tissues,  and  bone, 
other  viscera  such  as  heart,  lungs,  and  gastrointes- 
tinal tract  may  be  involved. 

Radiologically,  the  hand  reflects  the  pathologic 
findings  of  PSS.  In  about  80  percent  of  the  cases  of 
PSS,  changes  in  the  hands  are  observed,  which  in- 
clude atrophy  of  the  soft  tissues  and  resorption  of  the 
distal  phalanges.1-3  Resorption  generally  begins 
from  the  volar  aspect  of  the  tuft.  Osteoporosis  is  not 
encountered,  unless  there  is  immobilization  of  the 
hand.  Soft-tissue  calcification  of  about  58  percent 
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is  observed  beneath  the  tufts  of  the  distal  phalanges, 
and  late  in  the  disease  generalized  calcification,  cal- 
cinosis universalis,  may  be  encountered.2  Arthritic 
changes  simulating  rheumatoid  arthritis  may  be 
observed,  but  generally  in  mixed  collagen  disorders 
associated  with  scleroderma. 

The  differential  diagnosis  based  on  the  roentgen- 
ogram of  the  hand  includes  thromboangiitis  obli- 
terans, diabetes,  leprosy,  psoriasis,  secondary  hy- 
perparathyroidism, thermal  injuries,  and  so  on.  The 
skin  manifestations  in  association  with  the  radiologic 
findings  give  a clue  to  the  correct  diagnosis. 


Arsenic-laced  moonshine 
poisons  drinkers 

Contaminated  moonshine  whiskey  may  be  an  important 
cause  of  arsenic  poisoning  in  some  areas  of  the  country,  says 
a report  in  an  American  Medical  Association  publication, 
Archives  of  Internal  Medicine. 

Robert  E.  Gerhardt,  M.D.,  reports  that  of  12  cases  of 
documented  arsenic  poisoning  treated  during  the  1960s 
and  1970s  at  the  Medical  College  of  Georgia  Hospital, 
Augusta,  five  were  directly  related  to  drinking  illicit 
whiskey.  There  was  one  additional  case  that  might  have 
been  moonshine  caused. 

It  had  long  been  known  to  medicine  that  lead  poisoning 
sometimes  resulted  from  moonshine  made  in  stills  or  stored 
in  containers  that  contained  lead.  Arsenic  poisoning  is  a 
newly  discovered  hazard  of  the  illegal  whiskey. 

Although  production  and  consumption  of  moonshine  in 
Georgia  has  substantially  decreased  in  recent  years,  the 
problem  still  exists,  Dr.  Gerhardt  says.  Some  683  illicit 
stills  were  seized  in  1959.  Government  agents  found  only 
64  stills  in  1977.  Hut  the  mash  capacity  of  those  stills 
was  almost  70, IKK)  gallons,  and  “consumption  of  moonshine 


Diagnosis 

Progressive  systemic  sclerosis — scleroderma 
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is  still  a way  of  life  in  many  areas  of  the  Southeast,”  he 
says. 

Dr.  Gerhardt’s  tests  showed  that  occasional  samples  of 
moonshine  from  supplies  seized  by  government  agents 
contained  high  concentrations  of  arsenic,  more  than  ten 
times  the  amount  considered  allowed  in  drinking  water. 

One  subsidiary  finding  of  Dr.  Gerhardt’s  research  was 
that  moonshine  is  not  nearly  as  potent  as  folklore  leads 
drinkers  to  believe.  Alcohol  content  varied  from  38  to  76 
proof.  Most  whiskeys  on  the  legal  market  vary  from  80  to 
90  proof,  and  some  are  even  stronger. 

There  is  only  speculation  as  to  how  the  arsenic  gets  into 
the  moonshine.  It  could  be  a contaminant  of  lead  or  solder 
used  in  the  stills.  Rat  poison  containing  arsenic  is  fre- 
quently used  in  close  proximity  to  the  grain  and  mash 
stores. 

Victims  of  arsenic-laced  moonshine  often  were  severely 
ill.  One  34-year-old  man  was  left  crippled  and  on  crutches. 
Another,  hospitalized  with  a tube  in  the  throat  for 
breathing,  died  of  a lung  clot. 

Dr.  Gerhardt  conducted  the  study  while  at  the  Medical 
College  of  Georgia  at  Augusta.  He  is  now  at  Pennsylvania 
Hospital,  Philadelphia. 
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CT  (Computerized  tomography)  has  proved  to  be 
extremely  useful  in  the  evaluation  of  mediastinal 
pathologic  conditions.  The  following  case  report  and 
discussion  will  demonstrate  the  ability  of  CT  to 


FIGURE  1.  Chest  radiographs.  (A)  Precatheterization; 
normal  mediastinal  silhouette.  Density  with  radiolucent 
center  overlying  posterior  seventh  rib. 


evaluate  the  right  paratracheal  stripe,  and  its  ap- 
plication in  diagnosing  mediastinal  hematoma. 

Case  report 

A 36-year-old  white  male  with  a 15-year  history  of 
addiction  to  heroin  and  cocaine  was  admitted  to  the 
hospital  with  chest  pain,  diaphoresis  with  a tem- 
perature of  100.8°F.,  and  a significant  heart  murmur. 
The  anterior  cervical  and  left  axillary  nodes  were 
palpable  and  mobile.  Chest  x-ray  films  revealed  a 
density  with  a radiolucent  center  overlying  the  pos- 
terior seventh  rib  on  the  right,  interpreted  as  a cav- 
itating  abscess.  Three  consecutive  blood  cultures 
grew  Staphylococcus  aureus.  A diagnosis  was  made 
of  bacterial  endocarditis  with  septic  emboli  to  the 
lung. 

Continuous  injection  of  antibiotics  in  concentrated 
doses  for  treatment  of  bacterial  endocarditis  and  the 
unavailability  of  peripheral  veins  from  drug  abuse 
necessitated  a right  subclavian  vein  catheterization. 
This  was  successful  after  several  traumatic  attempts. 
Comparison  of  pre-  and  postcatheterization  chest 
x-ray  films  revealed  widening  of  the  mediastinum, 
indicating  the  presence  of  a mediastinal  hematoma 


(B)  Post  catheterization;  widened  mediastinal  silhouette. 
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FIGURE  2.  CT  scans.  (A)  Transverse  image.  Widened, 
smoothly  outlined  right  paratracheal  stripe,  measuring  2.42 
cm.  in  transverse  diameter.  (B)  Follow-up  scan.  Marked 
decrease  in  transverse  diameter  of  right  paratracheal  stripe 
indicating  resolution  of  mediastinal  hematoma. 

(Fig.  1).  The  patient’s  vital  signs  were  stable,  he 
remained  asymptomatic,  and  he  was  treated  con- 
servatively. 

A CT  scan  was  obtained  showing  a widened, 
smoothly  outlined  right  paratracheal  stripe  dis- 
placing the  right  upper  lobe  and  the  pleura  away 
from  the  trachea  (Fig.  2A).  The  coefficient  of  at- 
tenuation of  the  widened  stripe  was  15H.  units. 

Follow-up  chest  x-ray  films  showed  gradual  de- 
crease in  the  mediastinal  widening,  and  a repeat  CT 
scan  demonstrated  significant  decrease  in  the 
transverse  diameter  of  the  right  paratracheal  stripe 
(Fig.  2B). 

Comment 

Subclavian  vein  catheterization  is  becoming  in- 
creasingly important  as  a diagnostic  and  therapeutic 
procedure,1  but  its  frequent  use  increases  the  risk  of 
complications  such  as  mediastinal  hematoma.2'3 


Mediastinal  hematoma  may  be  minimal,  produce  no 
symptoms,  and  resolve  spontaneously,  as  was  the 
case  presented,  or  it  can  increase  in  size  and  result  in 
a life-threatening  situation.3 

Therefore,  the  early  detection  and  evaluation  of 
a small  amount  of  extravasated  blood  after  subcla- 
vian vein  catheterization  is  important,  and  CT 
scanning  proves  to  be  an  extremely  useful  diagnostic 
procedure.  The  CT  scanner  permits  frequent  visu- 
alization and  good  resolution  of  the  right  paratra- 
cheal stripe,  thus  increasing  the  yield  of  detection  of 
small  mediastinal  hematomas.4  Goldwin,  Heitzman, 
and  Proto5  reported  visualization  of  the  stripe  in  80 
percent  of  routine  chest  CT  scans.  Closely  spaced 
cuts  should  undoubtedly  result  in  a higher  percent- 
age of  visualization. 

The  right  paratracheal  stripe  has  been  described 
as  an  interface  formed  by  the  contrast  of  the  right 
upper  lobe  with  the  right  lateral  wall  of  the  trachea.6 
The  average  normal  thickness  of  the  right  paratra- 
cheal stripe  at  the  level  of  the  sternal  notches  is  0.84 
± 0.38  cm.7  The  right  tracheal  wall  is  not  as  fre- 
quently detected  on  routine  posteroanterior  and 
lateral  chest  x-ray  films,8  and  when  it  appears  wid- 
ened on  chest  x-ray  films,  the  abnormality  may  be 
related  to  either  the  right  upper  lobe,  pleura,  or  the 
mediastinum,  with  pathologic  condition,  such  as 
tumors  of  the  esophagus,  lymphadenopathy,  bleed- 
ing, fatty  infiltration,  or  inflammatory  processes. 
The  use  of  CT  scanning  narrows  the  differential  di- 
agnosis by  its  ability  to  localize  the  pathologic  con- 
dition to  one  of  the  three  mentioned  compartments, 
and  by  its  ability  to  measure  tissue  densities.  In  our 
case  report,  the  CT  scan  clearly  demonstrates  a 
widened  right  paratracheal  stripe  measuring  2.42  cm. 
which  is  smoothly  marginated  and  displaces  the  in- 
tact pleura  and  right  upper  lobe  away  from  the  me- 
diastinum, localizing  the  process  to  the  mediastinum 
and  excluding  extension  of  the  process  to  the  lung. 
Although  the  diagnosis  of  mediastinal  hematoma  was 
made  by  correlating  the  patient’s  history  and  the 
chest  x-ray  films,  the  CT  scan  was  extremely  helpful 
in  evaluating  the  activity  of  the  process  and  its  ex- 
tension. The  density  measurements  of  the  hema- 
toma prior  to  intravenous  infusion  of  contrast  ma- 
terial, and  the  lack  of  enhancement  during  intrave- 
nous contrast  infusion,  indicated  a process  of  over 
one  week’s  duration  with  no  evidence  of  active 
bleeding  during  the  time  of  examination.9-11  The 
follow-up  CT  scan  performed  two  weeks  later  showed 
marked  resolution  of  the  hematoma  manifested  by 
a normal  width  of  the  right  paratracheal  stripe,  again 
indicating  the  extreme  accuracy  with  which  CT 
scanning  can  be  used  to  detect  and  follow-up  the 
evolution  of  mediastinal  hematoma.  The  use  of  CT 
in  the  case  presented  may  be  applied  to  other  clinical 
situations  of  widened  mediastinum  due  to  trauma 
resulting  in  suspected  aortic  rupture  or  even  delayed 
formation  of  aortic  aneurysm.12-14  In  this  situation, 
where  invasive  procedures  such  as  angiography 
played  a major  diagnostic  role,9-1 1 the  recent  avail- 
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ability  of  CT  may  be  more  appropriate  as  a first  di- 
agnostic technique  in  the  proper  clinical  setting. 
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Epilepsy  drug  curbs  seizures 
and  improves  behavior 

Usefulness  of  valproic  acid  in  controlling  epilepsy  sei- 
zures and  improving  behavior  is  affirmed  in  a report  in  the 
August  22/29  Journal  of  the  American  Medical  Associa- 
tion. 

Valproic  acid  has  been  on  the  market  for  more  than  two 
years,  and  already  had  been  established  as  safe  and  effec- 
tive. David  L.  Coulter,  M.D.,  University  of  Michigan 
Medical  School,  Ann  Arbor,  reports  on  use  of  valproic  acid 
alone  or  in  combination  with  other  anticonvulsant  drugs 
in  100  children  with  epilepsy. 

Mean  improvement  of  the  children  in  seizure  control  was 
82  percent,  Dr.  Coulter  says.  Petit  mal  seizures  responded 
best,  but  other  types  of  seizures,  even  with  associated 
mental  and  physical  handicaps,  also  responded  well,  he 
says. 

The  changes  in  alertness  and  behavior  were  striking,  the 
Michigan  physician  reports.  Forty-three  children  were 
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noticeably  improved,  and  for  some  the  benefit  was  truly 
remarkable.  Comments  include:  “He  has  learned  more 
in  one  week  than  he  had  in  the  past  three  years,”  “It  is  like 
having  a new  child  in  the  family,”  and  “He  is  now  discov- 
ering the  world  he  has  been  sleeping  through.” 

For  most  patients,  Dr.  Coulter  reports,  the  improvement 
could  be  attributed  to  reduced  seizures  or  reduced  dosages 
of  sedatives,  but  three  children  were  more  alert  despite 
having  frequent  seizures  and  continued  high  dosages  of 
sedating  drugs. 

Eighty  percent  of  the  children  in  the  study  achieved  at 
least  50  percent  reduction  in  seizures  from  valproic  acid, 
and  it  “is  an  extremely  effective  agent  when  children  have 
uncontrolled  seizures  of  any  type.” 

Dr.  Coulter  adds  that  since  preparing  the  report  the  100 
children  have  been  followed  six  more  months,  with  con- 
tinuing favorable  results. 

Trade  name  of  valproic  acid  is  Depakene. 
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Periodic  paralysis  as  a complication  of  hyperthy- 
roidism is  widely  recognized.  Predilection  for  peo- 
ples of  oriental  ancestry  is  well  documented1-3;  its 
occurrence  in  other  ethnic  populations  is  recently 
reported.4-6  Hypokalemia,  which  accompanies  and 
precipitates  these  paralytic  attacks,  is  also  a major 
manifestation  of  primary  and  secondary  hyperal- 
dosteronism. Furthermore,  efficacy  of  spironolac- 
tone, an  aldosterone  antagonist  in  preventing  these 
attacks  in  some  patients,  is  well  documented.1’7 
However,  the  role  of  aldosterone  in  induction  of  this 
syndrome  is  not  critically  evaluated.  Therefore,  to 
investigate  this  possibility,  we  studied  a patient  with 
hyperthyroidism  who  manifested  recurrent  episodes 
of  hypokalemic  paralysis. 

Case  report 

A 38-year-old  Chinese  male  cook  was  admitted  to 
medical  service  at  Gouverneur  Hospital,  New  York 
City,  on  August  13, 1974,  with  a history  of  progressive 
weakness  in  all  the  extremities;  proximal  muscles 
were  more  prominently  involved.  On  arrival  at  the 
emergency  room,  he  was  observed  to  he  unable  to 
walk  or  to  assume  an  upright  posture,  and  he  com- 
plained of  severe  muscle  cramps.  No  symptoms 
suggestive  of  cranial  nerve  dysfunction,  sphincter 
involvement,  or  raised  intracranial  tension  were 
present,  nor  were  previous  episodes  of  a similar  na- 
ture reported.  Ingestion  of  licorice  or  any  kind  of 
Chinese  herbal  medication  was  denied.  The  patient 
stated  he  had  been  in  good  health  until  the  day  of 
admission.  Weight  loss  (10  pounds  in  two  months), 

* Present  address:  Chief,  Endocrinology  Section,  Medical 
Service,  Veterans  Administration  Medical  Center,  l)es  Moines, 
Iowa. 


increased  sweating,  heat  intolerance,  excessive  ap- 
petite, and  palpitations  were  reported  by  the  patient 
only  on  repeated  questioning.  Neck  swelling,  ner- 
vousness, insomnia,  and  change  in  bowel  habits  were 
denied.  Past  and  family  histories  were  unremark- 
able. 

The  physical  examination  revealed  an  alert, 
stocky,  afebrile  Chinese  male.  Pulse  rate  was  120  per 
minute  and  regular;  blood  pressure,  137/70  mm.Hg. 
Skin  appeared  smooth,  and  the  hair  was  fine.  Palms 
were  moist  and  warm.  No  gynecomastia  was  noted. 
Mucous  membranes  were  pink,  and  nails  showed  no 
abnormality.  The  thyroid  gland  was  diffusely  en- 
larged to  approximately  35  Gm.,  with  no  bruit,  and 
it  moved  freely  on  swallowing.  The  neurologic  ex- 
amination revealed  flaccid  paresis  of  all  extremities, 
with  the  lower  ones  more  affected  than  the  upper. 
Cranial  nerves  were  intact,  and  sensory  status  was 
unimpaired.  The  precordium  was  hyperdynamic  on 
palpation,  and  a grade  II/VI  basal  ejection  systolic 
murmur  was  present.  The  remainder  of  the  exami- 
nation findings  were  within  normal  limits.  Admis- 
sion laboratory  data  were  unremarkable  except  for 
K+  (serum  potassium)  which  was  2.3  mEq.  per  liter. 
The  patient  was  treated  with  KC1  (potassium  chlo- 
ride) infusion  and  recovered  promptly  from  paral- 
ysis. 

Blood  chemistries,  including  enzymes  and  com- 
plete blood  count,  as  well  as  urinalysis,  skull  and 
chest  roentgenograms,  radiology  of  gastrointestinal 
tract,  intravenous  pyelography,  electromyography, 
and  peripheral  nerve  conduction  studies,  were  all 
within  normal  limits. 

The  patient  was  discharged  on  August  23, 1974,  at 
his  request  pending  the  results  of  thyroid  function 
tests  with  instructions  to  continue  oral  K+  supple- 
ment and  was  advised  to  attend  the  endocrine  clinic 
the  following  week. 

The  patient  was  readmitted  on  August  24,  1974, 
with  flaccid  paralysis  and  hypokalemia,  serum  K+ 
being  3.1  mEq.  per  liter.  EKG  (electrocardiogram) 
showed  prolonged  P-R  interval.  He  recovered 
promptly  on  intravenous  administration  of  KC1.  At 
this  time,  the  thyroid  function  tested  out  as  follows: 
T-3  (triiodothyronine)  resin  uptake,  40  percent 
(normal,  25  to  35);  thyroxine  (T-4)  by  radioimmu- 
noassay, 15.5  micrograms  per  deciliter,  (normal,  4.5 
to  13);  T-3  by  radioimmunoassay,  218  ng.  per  deci- 
liter, (normal,  60  to  190),  and  24-hour  I131  uptake  65 
percent,  (normal,  15  to  45).  Propranolol  therapy,  40 
mg.  per  day,  was  begun  because  of  its  reported  effi- 
cacy in  preventing  paralytic  attacks,8-9  as  well  as  its 
usefulness  in  ameliorating  manifestations  of  hyper- 
thyroidism prior  to  radioiodine  therapy.10  Oral  K+ 
supplement  (40  mEq.  per  day)  was  continued.  On 
September  13,  1974,  the  patient  received  I131,  4.7 
mCi.,  and  was  discharged  on  propranolol  (40  mg.  per 
day). 

On  September  14, 1974,  the  patient  returned  to  the 
emergency  room  with  a third  episode  of  flaccid  pa- 
ralysis and  was  readmitted.  EKG  revealed 
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Wenckebach’s  phenomenon,  and  serum  K+  was  1.9 
mEq.  per  liter.  He  responded  promptly  to  KC1 
infusion.  Propranolol  was  discontinued  in  view  of 
atrioventricular  block,  and  methimazole  (Tapazole) 
therapy,  40  mg.  per  day  was  instituted.  The  patient 
was  discharged  October  24,  1974,  with  instructions 
to  continue  methimazole,  30  mg.  per  day,  which  was 
gradually  reduced  and  finally  discontinued  on  Jan- 
uary 25, 1975.  The  patient  remained  euthyroid  until 
October,  1976,  when  he  began  showing  manifesta- 
tions of  early  hypothyroidism  which  was  confirmed 
by  thyroid  function  tests.  He  became  clinically  and 
biochemically  euthyroid  on  levothyroxine  (L-thy- 
roxine),  0.2  mg.  per  day,  and  did  not  experience 
paralytic  episodes  or  even  muscular  cramps  and 
weakness  after  attaining  the  euthyroid  state. 

Metabolic  studies 

During  these  hospitalizations,  the  patient  was 
admitted  to  the  metabolic  unit.  He  was  subjected 
to  the  following  experimental  maneuvers  while  he 
was  hyperthyroid  in  an  attempt  to  induce  hypoka- 
lemia and  paralysis,  but  none  was  successful: 


1.  Intravenous  administration  of  100  Gm.  dextrose 
over  one  hour. 

2.  Intake  of  3,000-calorie  diet  daily  for  three  days; 
carbohydrate  content  contributed  approximately  90 
percent  of  the  calories. 

3.  Subcutaneous  administration  of  regular  insulin, 
30  units  followed  immediately  by  oral  intake  of  200 
Gm.  glucose  (Paladax  liquid)  with  the  evening  meal 
and  repeating  the  same  with  breakfast  the  next 
morning. 

4.  Ingestion  of  diets  containing  350  mEq.  Na+  (so- 
dium) daily  for  five  days. 

ACTH  (adrenocorticotropic  hormone)  gel,  280 
units,  was  then  administered  by  intramuscular  route 
in  three  divided  doses:  120  units  at  9:00  P.M.,  80 
units  at  1:00  A.M.,  and  80  units  at  6:00  A.M.  the  next 
morning  as  suggested  by  Streeten  and  Speller11  in 
their  report  of  studies  in  a patient  with  familial  pe- 
riodic paralysis.  The  patient  complained  of  noc- 
turnal cramps  in  calf  muscles  on  awakening  the 
morning  of  the  second  day;  by  10:00  A.M.  he  related 
paresthesia  in  both  lower  extremities.  Serum  elec- 
trolytes at  this  time  were  normal.  These  symptoms 
progressed,  ultimately  culminating  in  flaccid  qua- 
druparesis  with  prominent  involvement  of  proximal 
muscles  at  about  2:00  P.M.,  when  the  patient  expe- 
rienced marked  difficulty  in  rising  from  the  bed; 
serum  K+  was  then  2.2  mEq.  per  liter.  Plasma 
cortisol,  renin  activity,  and  aldosterone  were  deter- 
mined when  the  paralysis  was  setting  in  but  only  in 
the  recumbent  position,  since  the  patient  was  unable 
to  assume  sustained  upright  posture.  Intake  of  Na+, 
for  the  period  prior  to  and  during  ACTH  stimulation 
test,  was  maintained  at  125  mEq.  per  day.  The  in- 
fluence of  ACTH  administration  on  24-hour  urinary 
Na+  and  K+  is  shown  in  Figure  1. 
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FIGURE  1.  Twenty-four-hour  urinary  excretion  of  Na+  and 
K+  during  ACTH-induced  paralysis;  ACTH  gel  was  admin- 
istered on  day  5 at  9:00  P.M.  and  day  6 at  1:00  A.M.  and  1 1:00 
A.M.  Na+  intake  was  maintained  at  between  125  to  150 
mEq.  per  day. 


In  an  attempt  to  evaluate  the  renin  aldosterone 
axis,  the  patient  was  placed  on  diets  comprising 
various  amounts  of  Na+.  Plasma  cortisol,  renin 
activity,  and  aldosterone  levels  were  determined  after 
the  patient  had  been  on  these  diets  consecutively  for 
five  days.  The  results  are  shown  in  Figure  2. 

In  May,  1975,  after  the  patient  had  remained  eu- 
thyroid for  some  time,  he  was  subjected  to  similar 
experimental  procedures  as  when  he  was  hyperthy- 
roid and  none  was  successful  in  eliciting  hypokalemia 
or  paralysis.  Dietary  manipulations  with  varying 
Na+  contents  were  carried  out;  plasma  renin  activity 
and  aldosterone  were  determined  as  before.  These 
are  shown  in  Figure  2. 

Comment 

In  our  patient,  plasma  renin  activity  and  aldoste- 
rone levels  were  elevated  in  between  paralytic  attacks 
and  were  further  raised  by  ingestion  of  low  Na+  diet, 
but  were  only  partially  suppressible  by  high  Na+  diet 
(Fig.  2).  I believe  that  this  partial  suppressibility  of 
plasma  renin  activity  and  aldosterone  is  due  to  two 
components  of  renin  activity,  one  suppressible  and 
regulated  by  volume  expansion  induced  by  high  Na+ 
intake,  a second  component  increased  due  to  hy- 
perthyroidism being  nonsuppressible.  On  ACTH 
administration,  which  induced  hypokalemic  paral- 
ysis, plasma  aldosterone  was  raised  further,  the  in- 
crease being  greater  than  that  caused  by  low  Na+ 
diet.  However,  the  plasma  renin  activity  was  sup- 
pressed; this  alteration  may  be  due  to  marked  Na+ 
retention  and  hypokalemia  observed  at  the  same 
time  (Fig.  1).  The  excessive  excretion  of  Na+  on  the 
day  of  paralysis  and  the  next  day  occurred  probably 
as  a result  of  infusion  of  large  quantities  of  normal 
saline  used,  a vehicle  for  rapid  administration  of  K+ 
to  correct  hypokalemia.  The  increase  in  already 
existent  supernormal  plasma  aldosterone  on  ACTH 
infusion,  as  observed  in  this  patient,  is  consistent 
with  previous  reports  that  administration  of  large 
doses  of  ACTH  causes  a prompt  and  striking  rise  in 
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FIGURt  2.  Plasma  cortisol,  renin  activity,  and  aldosterone  before  and  after  treatment  (Rx)  of  hyperthyroidism  (normal  values 
in  parentheses). 


aldosterone  excretion  in  patients  with  primary  hy- 
peraldosteronism12 and  experimental  secondary 
hyperaldosteronism.13  Furthermore,  a recent  study 
has  demonstrated  that  patients  with  primary  hy- 
peraldosteronism have  a consistent  and  exaggerated 
plasma  aldosterone  response  to  ACTH  infusion.14 
On  attainment  of  euthyroid  status  following  ra- 
dioiodine therapy,  plasma  renin  activity  and  aldo- 
sterone declined  to  normal  and  were  adequately 
suppressed  by  high  Na+  diet  (Fig.  2).  Total  remis- 
sion from  paralytic  attacks  occurred  as  well. 

Therapeutic  measures  such  as  administration  of 
propranolol8’9  and  spironolactone1’9  have  been  suc- 
cessful in  preventing  episodes  of  paralysis  in  thyro- 
toxicosis, but  this  is  not  universally  true.  Similarly, 
no  single  measure  is  successful  in  induction  of  pa- 
ralysis in  all  patients.  Therefore,  it  is  conceivable 
that  several  mechanisms  may  be  responsible  for  the 
onset  of  paralysis,  but  one  exists  in  a particular  pa- 
tient. The  migration  of  K+  from  the  extracellular 
compartment  into  cells,  as  demonstrated  by  direct 
measurement  of  intracellular  and  extracellular  K + 
contents  in  muscle  tissue  before  and  during  paralytic 
attacks,15  may  be  the  causative  mechanism  in  a group 
of  patients  in  whom  high  carbohydrate  ingestion  with 
or  without  insulin  administration  provokes  hypo- 
kalemia and  paralysis.  It  is  possible  that  patients 
having  normal  aldosterone  excretion  rate16  and 
demonstrating  no  significant  alteration  of  plasma 
aldosterone17  during  induction  of  paralysis  belong 
to  the  same  group.  Our  patient  is  distinctly  differ- 
ent, in  that  ACTH  administration  was  the  only  suc- 
cessful maneuver  in  provoking  hypokalemic  paral- 


ysis, whereas  other  previously  reported  efficient 
measures  failed.  F urthermore,  plasma  aldosterone 
was  markedly  elevated  during  paralysis-free  intervals 
and  increased  further  at  the  onset  of  induced  paral- 
ysis. We  believe  that  paralysis  occurred  on  ACTH 
administration  because  it  caused  an  abrupt  and 
striking  rise  in  already  existent  supernormal  plasma 
aldosterone  (Fig.  2),  which  in  turn  induced  dispro- 
portionate excessive  loss  of  K+  as  compared  to  Na+ 
(Fig.  1)  and  precipitated  hypokalemia.  Low  Na+ 
diet  did  produce  an  increase  in  plasma  aldosterone, 
but  hypokalemic  paralysis  did  not  ensue.  This  is 
probably  because  the  rise  in  plasma  aldosterone  was 
neither  abrupt  nor  did  it  attain  the  same  critical  level 
as  that  which  resulted  following  ACTH  administra- 
tion. Also,  disproportionate  excessive  excretion  of 
K+  in  urine  may  not  have  occurred,  since  extremely 
small  quantities  of  Na+  would  be  available  for  K+ 
exchange  in  the  distal  renal  tubule  because  of  low 
Na+  diet.  High  Na+  intake  was  also  unsuccessful 
in  inducing  paralysis  because  it  caused  partial  sup- 
pression of  aldosterone,  which  in  turn  probably 
prevented  excessive  K+  excretion  and  hypokalemia. 
Hence,  it  is  apparent  that  the  patient  needed  to  be 
in  a stressful  circumstance,  an  appropriate  stimulus 
for  causing  in  vivo  rise  of  ACTH;  consequently,  this 
provoked  a spontaneous  paralytic  attack,  although 
an  abnormal  stress  of  any  kind  was  not  elicited  from 
the  patient  at  the  onset  of  any  one  of  the  paralytic 
episodes.  Alternatively,  it  is  likely  that  hyperplasia 
of  the  zona  glomerulosa  occurred  secondary  to 
chronic  hyperreninemia  (analogous  to  Cushing’s 
syndrome  due  to  pituitary  adenoma),  as  documented 
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by  increased  basal  plasma  renin  levels  during  thyro- 
toxicosis, with  even  normal  stress  or  diurnal  ACTH 
secretion  leading  to  augmented  aldosterone  release 
and  hypokalemia.  Normal  plasma  cortisol  response 
to  infused  ACTH  supports  the  concept  that  chronic 
hyperreninemia  played  an  important  sensitizing  role 
with  regard  to  the  hypersensitive  aldosterone  re- 
sponse as  reported  previously  in  primary  as  well  as 
secondary  hyperaldosteronism.12  14 

Summary 

A case  of  a hyperthyroid  Chinese  man  who  mani- 
fested recurrent  episodes  of  hypokalemic  paralysis 
has  been  reported.  Plasma  aldosterone  and  renin 
activity  were  elevated  and  were  partially  suppressible 
on  Na+  (high  sodium)  diet.  Plasma  aldosterone  was 
further  raised  with  an  abrupt  and  striking  response 
on  administration  of  ACTH  (adrenocorticotropic- 
hormone),  which  was  the  only  successful  maneuver 
in  induction  of  hypokalemic  paralysis.  Increased 
carbohydrate  intake  with  or  without  simultaneous 
insulin  administration  and  high  Na+  intake  failed  to 
provoke  either  hypokalemia  or  paralysis.  On  at- 
tainment of  euthyroid  status  after  radioiodine 
therapy,  plasma  aldosterone  and  renin  activity  re- 
verted to  normal,  and  total  remission  from  paralytic 
attacks  occurred.  Thus,  these  studies  suggest  that 
chronically  raised  plasma  aldosterone  may  be  re- 
sponsible for  occurrence  of  periodic  paralysis  of 
thyrotoxicosis  in  some  patients,  especially  when 
further  stimulated  by  a prompt  increase  in  endoge- 
nous ACTH  as  the  result  of  severe  stress,  or  even 
during  a normal  stress  or  a diurnal  rise. 
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Children  suffer  from  inhaling  flowerheads 

Add  to  health  hazards  for  small  boys  and  girls — inhaling 
flowerheads  of  timothy  grass. 

David  L.  Dudgeon,  M.D.,  of  Upstate  Medical  Center, 
State  University  of  New  York,  Syracuse,  reports  on  four 
children  who  had  serious  health  problems  from  inhaling 
the  flowering  grasses. 

The  problem  for  physicians  is  diagnosing  the  trouble,  Dr. 
Dudgeon  writes  in  the  August  issue  of  an  American  Med- 
ical Association  publication,  Archives  of  Surgery.  The 
small  flowers  are  difficult  to  spot  with  diagnostic  equip- 
ment, and  are  difficult  to  remove  from  the  bronchial  tubes 
after  discovery.  Sometimes  chest  surgery  is  required. 

Children  involved  were  boys  ages  10,  4 years,  and  18 
months,  and  a girl  age  19  months.  The  older  boy  had  been 
suffering  for  ten  months  from  the  lodged  timothy  grass 


References 

1.  McFadzean,  A.  J.,  and  Yeung,  R.:  Periodic  paralysis 
complicating  thyrotoxicosis  in  Chinese,  Brit.  M.  J.  1: 451  (1967). 

2.  Okihiro,  M.  M.,  and  Beddow,  R.  M.:  Thyrotoxic  periodic 
paralysis  in  Hawaii.  Its  predilection  for  the  Japanese  race, 
Neurology  15:  253  (1965). 

3.  Engel,  A.  G.:  Thyroid  function  and  periodic  paralysis.  Am. 
J.  Med.  30:327(1961). 

4.  Feldman,  D.  L.,  and  Goldberg,  W.  M.:  Hyperthyroidism 
with  periodic  paralysis,  Canad.  M.  A.  J.  101:  617  (1969). 

5.  Crane,  M.  G.:  Periodic  paralysis  associated  with  hyper- 
thyroidism, California  Med.  92:  285  (1960). 

6.  Jackman,  R.  L.,  and  Jones,  R.  E.:  Hyperthyroidism  and 
periodic  paralysis,  Arch.  Int.  Med.  1 13:  657  (1964). 

7.  Okinaka,  S.,  et  al.:  Effect  of  aldosterone  antagonist  (SC 
9420)  on  periodic  paralysis,  J.  Clin  Endocrinol.  22:  549  (1962). 

8.  Conway,  M.  J.,  Seibel,  J.  A.,  and  Eaton,  R.  P.:  Thyro- 
toxicosis and  periodic  paralysis,  Ann.  Int.  Med.  81:  332  (1974). 

9.  Yeung,  R.  T.,  and  Tse,  T.  F.:  Thyrotoxic  periodic  paral- 
ysis. Effect  of  propranolol,  Am.  J.  Med.  57:  584  (1974). 

10.  Stout,  B.  D.,  Wiener,  L.,  and  Cox,  J.  W.:  Combined  alpha 
and  beta  sympathetic  blockage  in  hyperthyroidism.  Clinical  and 
metabolic  effects,  Ann.  Int.  Med.  70:  963  (1969). 

11.  Streeten,  D.  H.,  and  Speller,  P.  J.:  The  role  of  mineralo- 
corticoids  in  the  pathogenesis  of  hypokalemic  periodic  paralysis, 
J.  Clin.  Endocrinol.  39:  326  (1974). 

12.  Newton,  M.  A.,  and  Laragh,  J.  H.:  Effect  of  corticotropin 
on  aldosterone  excretion  and  plasma  renin  in  normal  subjects,  in 
essential  hypertension  and  in  primary  aldosteronism,  ibid.  28: 1006 
(1968). 

13.  Davis,  J.  0.,  et  al.:  The  role  of  anterior  pituitary  in  the 
control  of  aldosterone  secretion  in  experimental  secondary  hy- 
peraldosteronism, J.  Clin.  Invest.  39:  756  (1960). 

14.  Kem,  D.  C.,  Weinberger,  M.  H.,  and  Higgins,  J.  R.:  Plasma 
aldosterone  response  to  ACTH  in  primary  aldosteronism  and 
patients  with  low  renin  hypertension,  J.  Clin.  Endocrinol.  46:  552 
(1978). 

15.  Shishiba,  Y.,  et  al:  Studies  on  electrolyte  metabolism  in 
idiopathic  and  thyrotoxic  periodic  paralysis.  Intra-  and  extra- 
cellular concentrations  of  potassium  and  sodium  in  muscle  and 
their  changes  during  induced  attacks  of  paralysis,  Metabolism  15: 
153  (1966). 

16.  Campanacci,  L.,  Poli,  D.,  Maschio,  G.,  et  al:  LaParalisi 
muscolare  periodica  ipokalamica.  Studio  clinico  e metabalico  di 
un  caso  paralisi  periodica  in  corso  di  morbo  di  Basedow,  Giorclin. 
Med.  47:  101  (1966). 

17.  Takeda,  R.,  et  al.:  Changes  in  plasma  renin  activity  and 
plasma  aldosterone  in  the  induced  paralytic  attack  of  thyrotoxic 
periodic  paralysis,  Acta  endocrinol.  82:  715  (1976). 


flower  head  before  physicians  finally  were  able  to  locate  it 
and  remove  it.  He  then  promptly  recovered. 

The  grass  flower  usually  does  not  block  the  airway 
completely,  as  would  happen  with  an  inhaled  peanut,  Dr. 
Dudgeon  says. 

Timothy  flower  heads,  with  closely  packed,  short,  fine, 
shaft  spikelets,  act  as  a stationary  obstruction.  Barley, 
oats,  rye,  and  related  grains  and  grasses  have  fewer  but 
longer  firm,  sharp  spikelets.  The  grass  heads  usually  mi- 
grate into  the  right  bronchial  area. 

The  most  common  symptoms  of  inhaling  grass  flower 
heads  are  chronic  cough,  intermittent  fever,  lethargy,  loss 
of  appetite,  and  failure  to  grow.  Some  have  stomach  pains. 
One  death  has  been  reported  from  the  grass  flower  head 
blockage. 
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Infection  with  Listeria  monocytogenes  occurs 
primarily  in  infants  and  in  the  elderly,  causing  mainly 
sepsis  and  meningitis.1  Exposure  in  utero  and  dur- 
ing delivery  predisposes  the  infant  to  infection. 
Beyond  the  neonatal  period,  malignant  condition, 
cirrhosis,  and  immunosuppression  are  recognized 
predisposing  factors.2  The  occurrence  of  Listeria 
infection  in  a perfectly  normal  child  beyond  the 
neonatal  period  is  very  rare.  We  would  like  to 
present  a case  of  L.  monocytogenes  infection  which 
occurred  in  an  otherwise  normal  child.  Our  case 
should  alert  pediatricians  to  the  occurrence  of  this 
infection  in  older  children. 

Case  report 

A two-and-one-half-year-old  black  male  who  was 
well  until  the  day  prior  to  admission  came  to  Chil- 
dren’s Hospital  National  Medical  Center  with  a 
history  of  fever  and  lethargy.  No  pets  were  present 
in  the  household;  however,  the  child  played  with  a pet 
gerbil  ten  days  prior  to  admission. 

His  temperature  on  admission  was  40.8°C.;  his 
pulse  was  120  per  minute,  and  his  respiratory  rate  28 
per  minute.  The  child  was  lethargic  and  listless,  and 
his  physical  and  neurologic  examination  revealed  no 
abnormal  findings. 

Chest  x-ray  films  showed  normal  results.  Labo- 
ratory duties  yielded  the  following  values:  hemo- 
globin 7.4  Cm.  per  deciliter;  hematocrit  25;  and  white 
blood  cells  15,400  per  cubic  millimeter  with  87  per- 
cent segmented  neutrophils,  7 percent  lymphocytes, 
and  6 percent  bands.  Examination  of  the  cerebro- 
spinal fluid  revealed  45  per  cubic  millimeter  red 
blood  cells;  4,860  per  cubic  millimeter  white  blood 
cells,  with  81  percent  segmented  lymphocytes  and  19 
percent  lymphs;  glucose  88  mg.  per  deciliter;  protein 
169  mg.  per  deciliter;  and  lactic  acid  57  mg  per 
deciliter.  Gram  stain  yielded  negative  findings. 
Serum  immunoglobulin  levels  were  in  the  normal 
range  for  his  age,  and  he  demonstrated  delayed  hy- 
persensitivity to  mumps  antigen. 


Therapy  with  parenteral  ampicillin,  400  mg.  per 
kilogram  per  day,  and  chloramphenicol,  100  mg.  per 
kilogram  per  day,  was  initiated.  Spinal  fluid  cultures 
grew  L.  monocytogenes  sensitive  to  ampicillin.  The 
chloramphenicol  was  discontinued,  and  gentamicin, 
5 mg.  per  kilogram  per  day,  was  added.  A spinal  tap 
at  24  hours  revealed  1,400  per  cubic  millimeter  white 
blood  cells  with  87  percent  segmented  neutrophils 
and  13  percent  lymphocytes;  protein  16  mg.  per 
deciliter;  glucose  59  mg.  per  deciliter;  and  lactic  acid 
28  mg.  per  deciliter.  The  child  showed  marked 
clinical  improvement  within  three  days  and  com- 
pleted a course  of  14  days  of  parenteral  antimicrobial 
therapy.  Spinal  tap  done  24  hours  after  the  end  of 
therapy  revealed  64  per  cubic  millimeter  red  blood 
cells,  31  per  cubic  millimeter  white  blood  cells,  all 
lymphocytes,  and  a negative  culture.  Follow-up 
visits  up  to  one  year  after  discharge  showed  no  ap- 
parent sequela.  Attempts  to  obtain  cultures  from 
the  pet  gerbil  were  unsuccessful. 

Comment 

L.  monocytogenes  is  a motile,  gram-positive  ba- 
cillus associated  with  chronic  epidemic  abortion  and 
encephalitis  in  animals,3  and  a wide  spectrum  of  ill- 
nesses in  human  beings.4  Neonatal  infections  have 
been  reported  to  account  for  26  to  75  percent  of  all 
human  listerial  infections  with  a tendency  to  occur 
in  epidemics.5  Most  of  the  remaining  human  in- 
fections occur  in  immunosuppressed  patients,4  or  in 
patients  with  diseases  involving  the  reticuloendo- 
thelial system.6 

The  epidemiology  of  human  listeriosis  is  still  un- 
resolved. Besides  the  large  number  of  wild  and  do- 
mestic animals  in  which  the  bacteria  can  be  isolated, 
asymptomatic  human  carriers  have  also  been  iden- 
tified.7 Visintine,  Oleske,  and  Nahmias8  described 
two  cases  of  this  disease  occurring  in  normal  children, 
one  with  a history  of  exposure  to  gerbil  pets.  The 
possible  acquisition  of  the  organism  from  a gerbil  pet 
by  our  patient  is  also  possible,  although  confirmation 
of  it  was  not  done. 

Our  report  supports  other  data  in  the  literature 
documenting  the  rare  occurrence  of  infection  with 
this  infrequent  pathogen  in  perfectly  normal  indi- 
viduals.1 Physicians  should  therefore  be  alerted  to 
the  possible  pathogenicity  of  this  organism  in  older 
infants  and  children,  especially  after  exposure  to 
domestic  pets. 

Summary 

Listeria  monocytogenes  meningitis  was  diagnosed 
in  a two-year-and-six-month-old  child.  The  patient 
was  otherwise  normal  and  responded  well  to  therapy 
with  ampicillin  and  gentamicin.  This  report  dem- 
onstrates the  rare  occurrence  of  meningitis  caused 
by  this  pathogen  in  normal  children  beyond  the 
neonatal  period. 

Infectious  Disease  and  Clinical  Microbiology  Laboratory 
Children’s  Hospital  National  Medical  Center 
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Treatment  can  help 
hay  fever  sufferers 

Many  people  wall  suffer  the  tortures  of  hay  fever  this  fall. 
And  much  of  the  suffering  could  be  avoided. 

There  have  been  predictions  that  the  fall  of  1980  will  be 
an  especially  difficult  time  for  hay  fever  sufferers,  with  an 
above-average  pollen  count  following  an  unusually  wet 
winter. 

Most  sufferers  still  fail  to  take  advantage  of  the  available 
remedies,  says  a pamphlet  on  hay  fever  from  the  American 
Medical  Association. 

The  most  common  causes  of  hay  fever  and  asthma  are 
pollen  molds,  and  insect  particles,  the  AMA  leaflet  says. 
There  usually  are  three  seasons.  The  spring  season,  in 
April  and  May,  is  caused  by  the  pollen  of  such  trees  as 
maple,  elm,  poplar,  birch,  and  oak.  The  midsummer 
season  is  caused  by  grasses,  such  as  timothy,  bluegrass, 
Bermuda,  and  Johnson. 

It  is  the  fall  type  of  hay  fever  which  is  responsible  for  the 
most  frequent  and  severe  suffering,  the  AMA  points  out. 

Fall  hay  fever  is  produced  most  often  by  the  rag- 
weeds. 

Weather  makes  a difference.  When  it  is  sunny,  hot  and 
windy,  there  is  much  pollen  in  the  air  and  hay  fever 
symptoms  are  severe.  Cool,  cloudy,  and  rainy  weather 
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diminishes  pollen. 

A change  in  climate  is  far  from  a cure-all.  You  may  es- 
cape one  allergen  only  to  find  others  present  in  the  new 
location. 

The  most  effective  preventive  treatment  for  severe  hay 
fever  is  shots,  says  the  AMA  pamphlet.  This  means  reg- 
ular injections  of  solutions  of  pollen  or  other  allergy-pro- 
ducing substances,  beginning  with  tiny  doses.  As  the  doses 
increase,  the  antibodies  become  sufficient  to  counteract 
the  harmful  substance.  Desensitization  is  not  a quick 
process.  A few  people  may  get  some  relief  in  three  or  four 
shots,  but  usually  it  takes  weeks  or  months  to  note  re- 
sults. 

AMA  Drug  Evaluations,  the  AMA’s  manual  for  physi- 
cians, points  out  that  antihistamines  are  effective  in  the 
management  of  hay  fever  symptoms.  Some  70  to  95  per- 
cent of  patients  experience  some  relief  from  runny  nose, 
sneezing,  and  watery,  swollen  eyes.  There  are  long-acting 
preparations  that  can  be  taken  at  bedtime  to  control  the 
more  severe  symptoms  that  are  usually  evident  in  the  early 
morning,  the  AMA  book  says. 

Therapy  with  antihistamines  should  be  started  at  the 
beginning  of  the  hay  fever  season  while  pollen  counts  are 
still  low.  If  therapy  is  delayed,  the  temporary  use  of  an 
aerosol  corticosteroid  preparation  may  be  required  to 
control  symptoms. 
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Reversal  of  flow  in  the  vertebral  artery  due  to 
proximal  obstruction  or  stenosis  of  the  subclavian 
artery  is  the  principal  circulatory  derangement  in 
subclavian  steal  syndrome.  Upper-extremity  per- 
fusion occurs  at  the  expense  of  a reduced  cerebral 
blood  flow.  In  1960,  Contorni1  first  published  an- 
giographic evidence  of  vertebro-vertebral  siphonage 
of  blood  across  the  basal  artery  that  occurred  in  a case 
with  left  subclavian  artery  occlusion.  The  adverse 
hemodynamic  effect  of  retrograde  vertebral  flow  on 
the  cerebral  circulation  was  demonstrated  clinically 
and  experimentally  by  Reivich  et  al.2 

I he  joint  study  of  extracranial  arterial  occlusion 
reported  a 17-percent  incidence  of  subclavian  or  in- 
nominate artery  occlusion  or  stenosis.3  However, 
only  2.6  percent  of  the  cases  fulfill  the  clinical  criteria 
of  subclavian  steal  syndrome. 

Bilateral  occurrence  of  this  lesion  is  rare.  Our 
experience  with  such  a case  presented  unusual  di- 
agnostic and  therapeutic  problems  that  merit  docu- 
mentation. 

Case  report 

A 53-year-old  male  was  admitted  to  the  Jewish 
Hospital  and  Medical  Center  of  Brooklyn  in  October, 
1967,  with  a history  of  dizziness,  diplopia,  and  pain 
in  the  left  arm.  The  patient  had  had  an  aortoiliac 
bypass  for  Leriche’s  syndrome  in  1963. 

On  admission,  physical  examination  showed  di- 
minished pulses  in  the  left  upper  extremity  with  a 


30-mm.  pressure  gradient  between  the  right  and  left 
upper  extremities.  Aortic  arch  studies  revealed  a 
complete  occlusion  of  the  left  subclavian  artery  and 
retrograde  flow  of  contrast  down  the  left  vertebral 
into  the  left  subclavian  artery.  Several  days  after 
arteriography,  a left  carotid  subclavian  bypass  was 
performed.  The  postoperative  course  was  un- 
eventful, and  the  patient  was  discharged  with  com- 
plete relief  of  symptoms  and  equal  pressures  in  the 
upper  extremities. 

In  September,  1975,  he  was  readmitted,  com- 
plaining of  dizziness,  diplopia,  and  fainting  episodes. 
Physical  examinations  revealed  decreased  pulses  of 
the  right  radial,  brachial,  and  common  carotid  artery 
with  a pressure  gradient  of  35  mm.  of  mercury  be- 
tween the  right  and  left  upper  extremities  (90  mm. 
to  125  mm.  Hg). 

Right  and  left  brachial  arteriograms  were  per- 
formed revealing  occlusion  of  the  innominate  artery 
with  stenosis  of  the  right  common  carotid  and  oc- 
clusion of  the  left  subclavian  artery,  a patent  ca- 
rotid-to-subclavian  bypass,  with  a retrograde  flow  of 
the  right  vertebral  into  the  right  subclavian  artery 
(Fig.  1.). 

An  axillary-to-axillary  bypass  and  right  carotid 
endarterectomy  was  performed;  a 6-mm.  Dacron 
velour  graft  was  interposed  between  the  right  and  left 
axillary  arteries  through  a subcutaneous  presternal 
tunnel.  Figure  2 shows  the  bypass  graft  and  the 
prograde  filling  of  the  extracranial  vessels. 

The  patient  was  subsequently  admitted  in  both 
July  and  September,  1976,  to  Brookdale  Hospital 
with  congestive  heart  failure  responding  well  to 
medical  management. 

During  the  follow-up  period,  a right  common 
femoral  artery  aneurysm  was  detected,  increasing  in 
size  in  a short  period  of  time.  The  patient  underwent 
elective  repair  in  March,  1977;  the  postoperative 
period  was  complicated  with  acute  myocardial  in- 
farction, and  the  patient  expired  on  the  eighth 
postoperative  day.  During  these  admissions,  the 
patient  was  free  of  neurologic  symptoms,  and  the 
axillo-axillary  bypass  graft  remained  open. 

Comment 

Different  procedures  requiring  a thoracic  or 
nonthoracic  approach  have  been  described  to  correct 
hemodynamic  effects  of  the  steal  phenomenon.  The 
carotid  subclavian  bypass  was  introduced  by  North 
et  al.,4  but  was  not  widely  accepted  because  of  the 
fear  of  secondary  diminution  in  carotid  cerebral 
blood  flow  distal  to  the  bypass,  confirmed  by  the 
experimental  work  of  Cook5,  Stemmer,  and  Connolly. 
These  theoretic  and  experimental  objections  to  the 
carotid  subclavian  bypass  have  not  been  observed 
clinically.6-8  In  addition,  the  most  conclusive  ex- 
perimental study  in  subclavian  steal  syndrome  was 
done  by  Lord  and  Ehrenfeld9;  they  constructed  a left 
carotid  subclavian  bypass  with  autogenous  tissue 
following  the  ligation  of  the  proximal  subclavian 
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FIGURE  1.  (A)  Right  brachial  arteriogram.  Complete  oc- 

clusion of  innominate  artery  and  stenosis  of  right  common 
carotid  artery.  (B)  Left  brachial  arteriogram.  Occlusion  of 
left  subclavian  artery  with  patent  carotid  subclavian  bypass 
graft  and  visualization  of  left  common  carotid  and  vertebral 
artery.  (C)  Left  brachial  angiogram.  Retrograde  fillings  of 
right  vertebral  artery. 


FIGURE  2.  Postoperative  left  brachial  arteriogram  shows 
patent  axillary-axillary  bypass  graft  and  prograde  filling  of 
extracranial  vessels. 

artery.  An  arteriovenous  fistula  was  made  by  con- 
necting silicone  (Silastic)  tubing  from  the  distal  left 
subclavian  artery  to  the  left  subclavian  vein.  The 
flow  in  the  carotid  artery  distal  to  the  bypass  was 
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unaffected  by  the  presence  of  an  open  bypass. 
Furthermore,  wide  patency  of  the  arteriovenous 
fistula  increased  the  flow  across  the  graft  up  to  six- 
fold, but  even  this  maneuver  failed  to  diminish  flow 
in  the  distal  carotid  artery.  With  an  open  carotid- 
subclavian  bypass,  more  than  50-percent  stenosis  of 
the  carotid  artery  is  required  to  decrease  the  flow  in 
the  distal  artery,  but  if  the  subclavian  artery-to- 
subclavian  vein  arteriovenous  fistula  is  widely 
opened,  the  reduction  in  flow  is  observed  with  a lesser 
degree  of  stenosis. 

The  results  of  these  experiments  indicate  that  the 
operation  of  carotid-to-subclavian  bypass  is  hemo- 
dynamically  sound  provided  the  carotid  artery  is  free 
of  significant  disease. 

In  our  clinical  case,  the  patient  was  asymptomatic 
following  the  left  carotid -subclavian  bypass  until  the 
last  admission  for  innominate  steal,  when  evidence 
of  congestive  heart  failure  and  severe  cardiac  disease 
was  found.  The  choice  of  the  operative  procedure 
for  this  case  was  determined  by  the  clinical  state  of 
the  patient.  The  intrathoracic  approach  has  the 
disadvantage  of  requiring  a thoracotomy  and  possi- 
bly of  an  increase  in  morbidity  and  mortality  inci- 
dence. Axillary-to-axillary  bypass  grafts  have  been 
utilized  as  corrective  procedures  for  isolated  sub- 
clavian steal  syndrome  with  good  results,10’11  and  can 
be  performed  with  minimal  morbidity  and  mortality 
incidence,  even  under  local  anesthesia  if  desired. 
Bilateral  subclavian  steals  are  rare  vascular  lesions, 
and  a direct  surgical  approach  has  been  performed 
to  correct  this  vascular  lesion. 7>12>13 


Physician  placement  directory 
published 

The  American  Medical  Association’s  Physicians’ 
Placement  Service  has  released  its  August,  1980,  edition 
of  the  Opportunity  Placement  Register  which  lists  thou- 
sands of  openings  for  physicians  and  is  indexed  hy  spe- 
cialty, type  of  practice,  location  and  size  of  community, 
date  of  availability,  financial  arrangements,  and  other 
data. 


The  innominate  steal  was  corrected  with  an  axil- 
lary-axillary graft  with  complete  relief  of  preopera- 
tive symptoms. 
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For  those  communities  seeking  the  services  of  a physi- 
cian, the  August,  1980,  edition  of  the  Physician  Placement 
Register  is  also  available.  It  contains  the  coded  resumes 
of  physicians  who  wish  to  relocate. 

If  a physician  is  looking  for  a new  practice  location — or 
if  a community  is  seeking  the  services  of  a physician — the 
AMA’s  Physicians’  Placement  Service  is  a source  of  in- 
formation, providing  a broad  view  of  the  marketplace. 

For  more  information,  contact  the  Physicians’  Place- 
ment Service,  AMA  Headquarters,  535  N.  Dearborn  St., 
Chicago,  IL  60610. 
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CT  (computed  tomography)  is  an  ideal  method 
for  the  follow-up  of  a patient  with  subdural  hema- 
toma being  treated  nonsurgically.1  We  recently 
evaluated,  over  a two-year  period,  a patient  who  had 
bilateral  subdural  hematomas  which  were  initially 
isodense  and  not  visualized  on  the  standard  trans- 


axial  view,  but  were  seen  on  the  initial  coronal  view. 
As  the  patient’s  subdural  hematomas  became  lucent, 
the  follow-up  studies  demonstrated  that  the  coronal 
view  was  particularly  ideal  for  evaluating  resolution 
of  the  subdural  hematomas. 

Case  report 

The  patient  was  a 73-year-old  male  who  had  fallen 
weeks  prior  to  the  initial  scan  on  February  27, 1978. 
He  did  not  lose  consciousness,  but  there  was  trauma 
to  the  head.  Two  days  subsequent  to  the  fall  he  had 
been  noted  to  be  somewhat  drowsy,  confused,  and 
complaining  of  a persistent  bilateral  headache.  CT 
was  performed,  and  the  initial  transaxial  scan  showed 
the  lateral  ventricles  to  be  significantly  shifted  from 
right  to  left  (Fig.  1A).  However,  no  definite  subdural 
hematoma  was  noted.  Subsequently  a coronal  view 
was  performed  which  demonstrated  bilateral  sub- 
dural hematomas  (Fig.  IB).  The  patient  was  hos- 
pitalized, and  a nuclear  brain  scan  was  performed  as 
well  as  cerebral  angiography.  The  nuclear  brain  scan 
showed  bilateral  uptake  of  the  radionuclide, 
suggesting  the  presence  of  bilateral  subdural  hema- 
tomas (Fig.  2).  The  two  hematomas  were  subse- 
quently demonstrated  by  cerebral  angiography  (Fig. 
3A  and  B).  The  patient’s  drowsiness  and  confusion 
gradually  cleared  over  the  next  two  weeks  concomi- 
tant with  the  use  of  steroids.  After  two  weeks  in  the 
hospital,  the  patient  was  discharged  and  followed  as 
an  outpatient. 

A CT  study  was  performed  on  April  14,  1978,  at 
which  time  the  patient’s  only  complaint  was  mild 
difficulty  with  memory.  The  patient’s  steroids  had 
been  discontinued  by  then.  The  study  showed  the 
presence  of  two  lucent  subdural  hematomas,  the  right 
larger  than  the  left.  Both  had  well-enhanced  cap- 
sules (Fig.  4A).  Subsequent  scan  on  May  18, 1978, 


FIGURE  1 . CT  scans.  (A)  Initial  conventional  transaxial  view  shows  shift  of  midline.  However,  no  definite  subdural  hematoma 
noted.  (B)  Coronal  view  shows  bilateral  subdural  hematoma. 
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FIGURE  2.  Nuclear  scan  positive  for  bilateral  subdural 
hematoma. 


showed  the  left  subdural  hematoma  to  be  almost 
totally  absent,  and  the  midline  was  only  minimally 
shifted  from  right  to  left  (Fig.  4B).  The  patient 
continued  to  do  well  and  was  seen  for  the  last  fol- 
low-up on  March  25,  1979,  at  which  time  bilateral 
subdural  hematomas  were  no  longer  present  (Fig. 
4C).  The  patient  has  continued  to  do  well. 

Comment 

A number  of  larger  series  have  been  previously 
published  which  discuss  the  implications  and  out- 
lined the  approach  to  the  selective  treatment  in  a 
nonoperative  manner  of  certain  selected  patients 
with  subdural  hematoma.2-4  The  major  criticism  in 
this  type  of  management  has  been  the  lack  of  reliable 
noninvasive  methods  of  following  the  patients.  The 
use  of  CT  scanning  has  fulfilled  this  need,  and  a 
number  of  patients  have  been  successfully  followed 


FIGURE  3.  Bilateral  cerebral  angiogram  demonstrates  large  subdural  hematomas.  (A)  Left.  (B)  Right. 


FIGURE  4.  Repeat  coronal  scans.  (A)  Three  months  later,  performed  with  contrast.  Shows  bilateral  subdural  hematoma. 
(B)  Two  months  later.  Right  subdural  hematoma  present  and  smaller.  Shift  of  midline  far  less.  (C)  One  year  later.  Subdural 
hematomas  no  longer  present. 
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in  this  manner  (Fig.  3).  In  certain  instances  the 
subdural  hematoma  has  been  noted  to  enlarge  prior 
to  any  change  in  clinical  signs. 

One  of  the  difficulties  of  computerized  tomography 
of  subdural  hematomas  has  been  the  visualization  of 
isodense  subdural  hematomas.  Frequently  they  are 
not  directly  visualized,  hut  rather  secondary  land- 
marks such  as  shift  of  the  midline  and  downward 
displacement  of  the  lateral  ventricles  have  to  be 
relied  on.  If  cont  rast  is  used,  a blood  vessel  over  the 
hemisphere  occasionally  may  he  filled  and  may  be 
noted  to  be  displaced  away  from  the  inner  table  of  the 
skull. 

In  our  previous  study  of  subdural  hematomas  by 
coronal  view  we  noted  that  the  coronal  view  permit- 
ted better  visualization  of  the  subdural  hematoma 
than  the  standard  axial  view  (Fig.  4).  This  is  par- 


Liver transplant  program 
undergoes  reevalution 

The  Colorado  surgical  team  that  pioneered  in  liver 
transplantation  beginning  in  1963  now  reports  a setback 
in  the  program  that  brought  it  to  almost  a halt  for  a time 
for  reevaluation. 

Thomas  E.  Starzl,  M.D.,  of  the  University  of  Colorado 
Health  Sciences  Center,  Denver,  reports  that  of  the  last  23 
cases  of  liver  transplantation,  only  six  individuals  survived 
for  as  long  as  one  year. 

Prior  to  that  time  the  survival  rate  had  been  slowly 
climbing  and  had  reached  50  percent  in  one  previous  group 
of  30  patients,  Dr.  Starzl  says. 

In  studying  the  poor  survival  rate  of  the  latest  23  cases, 
the  surgeons  determined  that  a number  of  factors  were 
involved.  Faulty  case  selection,  technical  complications, 
the  use  of  damaged  organs,  and  complications  of  sup- 
pressing the  body’s  automatic  factor  of  rejecting  foreign 
organs  were  the  main  causes  of  death,  Dr.  Starzl  reports. 

A major  problem  facing  the  surgical  team  in  liver 
transplantation  is  that  all  of  the  patients  are  virtually 
terminally  ill  before  they  are  considered  for  the  proce- 
dure. 

The  report  appears  in  the  July  issue  of  an  American 
Medical  Association  specialty  journal,  Archives  of  Sur- 


ticularly true  in  high  convexity  hematomas  where  the 
CT  is  directly  perpendicular  to  the  lesion.5 

65  East  79th  Street 
New  York,  N.Y.  10021 
(DR.  LUSINS) 
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gery. 

The  Colorado  group  previously  had  reported  on  141 
cases  of  liver  transplantation,  with  continued  slow  im- 
provement in  the  one-year  survival  rate. 

Mortality  in  the  new  group  of  23  patients  was  early. 
Within  one  month,  eight  died,  and  between  30  and  90  days 
there  were  six  more  deaths.  Three  more  patients  died  after 
4,  6V2  and  almost  12  months.  A final  patient  died  386  days 
after  transplantation.  Five  remained  alive  from  390  to  612 
days  and  were  well  at  the  time  of  preparing  the  report  last 
winter. 

Three  of  the  recipients  were  so  severely  ill  that,  in  re- 
trospect, the  attempt  at  transplantation  was  futile,  Dr. 
Starzl  says.  Three  others  received  donor  livers  that  never 
functioned.  It  remains  difficult  to  determine  in  advance 
whether  the  donor  liver  is  viable.  Various  other  extreme 
medical  problems  caused  failures  of  the  procedure. 

There  is  no  “artificial  liver”  to  prepare  patients  for  the 
operation  or  to  tide  them  over  if  initial  graft  function  is 
poor.  In  heart  and  kidney  transplants,  machines  are 
available  to  fulfill  the  organ’s  functions  before  and  during 
surgery. 

As  the  liver  program  reopens  at  the  Colorado  center,  the 
surgeons  are  applying  the  knowledge  gained  in  the  re- 
evaluation  of  the  23  cases  in  the  hope  of  improving  the 
success  ratio  in  the  future. 
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State  of  the  Art 
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One  aspect  of  the  court  order  that  tends  to  produce 
fear  in  the  hearts  and  minds  of  administrators  every- 
where is  the  human  rights  committee  ....  There  has 
never  been  a disagreement  over  the  ultimate  goal — 
the  best  possible  treatment  for  residents.  At  no  time 
has  the  present  hospital  administration  considered 
the  human  rights  committee  an  adversary. 1 

The  advent  of  civil  rights  in  large  mental  health 
establishments  has  been  long  in  coming.  For  nearly 
a century  these  institutions  have  flourished  as  a law 
unto  themselves,  their  inmates  subject  to  the  vagaries 
of  changing  treatment  philosophy,  entrenched  per- 
sonnel, and  broad-based  social  climates  of  uncon- 
cern.2 Recent  alterations  in  financing,  federal  en- 
croachment on  traditional  state  prerogatives,  opti- 
mism generated  by  new  treatment  modalities,  espe- 
cially psychoactive  chemicals,  new  and  pivotal  legal 
decisions,  and  enhanced  public  concern  for  the  civil 
rights  of  disestablished  social  strata  have  all  resulted 
in  substantial  attitudinal  and  programmatic  change 
designed  to  uphold  previously  abrogated  patient 
rights.3’4 

However,  in  the  last  half  of  the  1970s,  some  reac- 
tionary forces  have  combined  to  undermine  progress 
in  this  area.  A decrease  in  financial  commitment  by 
the  federal  government,  along  with  curtailed  state 
revenues,  recognition  of  the  liabilities  of  profes- 
sional/chemical modulation  of  behavior,  disparity 
between  constitutional  law  and  local  court  practice, 
as  well  as  the  de  facto  disappearance  of  the  civil  rights 
movement,  have  all  combined  with  substantial  public 
backlash  to  imperil  gains  yet  insecurely  estab- 
lished.5 

In  this  setting,  large  state  hospitals  serving  both 
rural  and  urban  populations  constitute  a useful  ba- 
rometer of  the  current  “state  of  the  art,”  and  a de- 
lineation of  some  of  the  actual  procedures  and  pro- 
cesses may  serve  to  emphasize  both  the  problems  and 
potential  solutions  previously  ignored.  One  such 
hospital  is  “Uplands”  (Utica  Psychiatric  Center, 
Utica,  New  York),  with  over  100  years  of  continuous 
service  and  an  inpatient  population  of  700,  down 
from  the  thousands  of  only  30  years  ago.  I had  the 
opportunity  recently  to  work  on  an  “acute”  care  unit 


with  an  average  census  of  25  inpatients  and  an  av- 
erage stay  of  over  60  days;  50  percent  of  the  patients 
are  formally  committed,  by  DCS  (director  of  com- 
munity services,  3-day  commitment),  by  2PC  (2- 
physician  certification,  60  days),  or  by  CRO  (court 
retention  order,  6, 12,  or  24  months). 

A number  of  problems  in  this  area  have  previously 
been  addressed,  including  distribution  of  psychia- 
trists and  manpower  ratios,6-7  as  well  as  legal  stan- 
dards and  implications  of  court  rulings  on  both 
general  standards  of  qualification  and  treatment 
necessity  in  the  hospital  setting,4'8  and  specific  issues 
relating  to  standards  of  psychiatric  practice  regarding 
legal  liability.9  Other  more  general  issues,  such  as 
different  methods  in  the  provision  of  health-care 
delivery,  are  also  relevant.10  My  intention  in  this 
report  is  to  focus  on  the  attitudes,  and  the  reason  for 
the  attitudes,  that  permit  and  encourage  the  de- 
struction of  civil  rights  in  the  hospital  setting. 

Gap  in  care 

The  attraction  of  psychiatrists  to  major  medical 
centers  and  private  urban  practice  is  well  known. 
The  result  has  been  a qualitative  and  quantitative 
gap  in  the  provision  of  mental  health  services  to  those 
in  circumstances  of  poverty,  multiple  handicap,  rural 
isolation,  or  minority  status.  Since  the  nineteenth 
century,  first  county,  and  then  state,  institutions 
have  attempted  to  fill  this  gap.11  The  development 
of  a more  precise  psychologic  and  pharmacologic 
technology,  aimed  at  emotional  and  behavioral  dis- 
turbance, augmented  demands  for  a treatment 
function  as  distinct  from  mere  custodial  care  for  the 
populations  both  underserved  and  at  risk.  Because 
of  these  demands  and  the  nature  of  the  institutions’ 
work  setting,  the  state  sought  to  fulfill  its  mandate 
through  the  employment  of  underqualified,  semire- 
tired,  aging,  and  foreign  physicians.  In  harmony 
with  the  well-established  principle  of  “downward 
drift”  in  patient  populations,  there  has  been  an  es- 
tablished downward  drift  in  the  physician-psychi- 
atric population.  The  point  has  not  been  reached 
where  the  state  hospitals  are  a sanctuary,  not  just  for 
the  welfare  patient,  but  also  for  the  welfare  physician; 
these  are  physicians  who  frequently  are  unable  to 
gain  employment  elsewhere,  who  have  failed  in  pri- 
vate practice,  who  are  unemployable  as  a result  of 
national  barriers  or  state  restrictions  on  the  free 
commerce  of  physicians  (both  foreign  nationals  and 
intrastate  “psychiatrists”),  who  are  looking  for  less 
responsibility,  more  security,  a pension  retirement 
plan,  and  any  of  a number  of  state-related  job  and 
fringe  benefits  that  rule  out  the  highly  motivated  and 
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competent  physician  in  favor  of  those  already  in  a 
holding  pattern  or  with  downward  mobility. 

The  second  technique  the  government  monopoly 
has  used  to  fill  its  mandate  has  been  the  continuous 
fissioning  of  roles.  Not  only  have  therapeutic  re- 
sponsibilities been  diffused  by  the  creation  of  a whole 
new  generation  of  nonmedically  trained  thera- 
pists— and  this  is  in  an  era  when  the  development  of 
the  science  and  technology  of  mental  restructuring 
has  reached  new  heights  of  sophistication — but  also 
the  social  responsibility  of  the  state  physician  has 
been  attenuated  by  the  development  of  a separate 
group  of  health  professionals  who  are  essentially 
administrators  or  are  systems  management  person- 
nel. Thus,  hiring,  firing,  insight  into  the  therapeutic 
effects  of  the  team,  and  so  forth,  are  all  delegated  to 
an  administrative  branch.  The  goal  of  therapy  then, 
of  treatment  and  of  cure,  is  thus  necessarily  subor- 
dinate to  that  of  smooth  institutional  function  and 
of  administrative  priority.  In  view  of  the  burgeoning 
mental-health  bureaucracy,  this  may  justly  be 
termed  the  “politicization”  of  psychiatry;  of  course, 
this  is  now  an  issue  precisely  because  (A)  mental- 
disturbance  illness  is  out  of  the  closet,  in  the  public 
eye,  and  (B)  the  science  of  behavioral  alteration  is 
groping  for  maturity. 

In  this  circumstance  of  the  employment  of  mar- 
ginal “psychiatrists”  as  treatment  captains,  and  the 
subordination  of  treatment  to  administration  the 
civil  rights  of  patients  are  at  the  mercy  of  those  per- 
sons least  likely  to  reflect  on  or  be  responsive  to  the 
crucial  issues  of  individual  liberty  versus  social  power 
at  stake.  The  following  cases  are  some  instances  in 
point. 

Case  reports 

Case  1.  A 36-year-old  white  male,  an  exalcoholic,  on 
the  night  prior  to  hospital  admission  ingested  20  tablets 
(200  mg.)  of  diazepam  (Valium),  called  his  family,  and  was 
taken  to  a general  hospital,  from  whence  he  was  sent,  on 
a DCS,  to  the  State  hospital.  On  examination  the  fol- 
lowing day,  he  had  no  thought  disorder  or  psychosis,  and 
expressed  disbelief  and  consternation  over  his  involuntary 
hospitalization.  He  denied  insomnia,  but  said  he  had  been 
losing  weight  for  over  one  year  due  to  separation  from  his 
wife  and  children.  On  the  previous  evening,  his  wife  had 
refused  to  let  him  see  their  children  (ages  2 to  12),  and  he 
felt  hopeless  and  suicidal.  He  wanted  to  return  to  his  job 
immediately;  this  was  his  first  hospital  admission. 

Case  2.  A 35-year-old  white  woman,  of  Irish  extraction 
and  modest  intelligence,  had  a 10-year  history  of  multiple 
hospital  admissions,  usually  after  a marital  dispute  with 
a known  alcoholic  husband.  On  occasion  she  admitted 
experiencing  voices  and  visions.  She  came  in  on  a DCS 
with  an  allegation,  which  she  denied,  that  she  had  threat- 
ened to  kill  her  husband  by  turning  on  all  the  gas  burners. 
She  snorted  at  this  story,  saying  “I  should  have  called  the 
cops  myself;  that  no  good  drunken  bastard,  he  railroaded 
me  in  here,  why  didn’t  they  take  him?”  Mental-status 
examination  revealed  no  thought  disorder,  no  voices  or 
visions,  or  no  marked  mood  alteration.  She  was  admitted 


for  observation  because  of  lack  of  adequate  placement  and 
past  history. 

Case  3.  A 21-year-old  black  male  was  discharged  from 
“Uplands”  three  weeks  prior  to  this  current  admission.  He 
had  come  in  on  a 2PC,  with  allegations  of  delusions  and 
homicidal  threats.  On  examination,  he  said  “That’s  (the 
threats)  none  of  your  business.  Everybody  has  to  let  off 
some  steam.  You  can’t  just  hold  it  all  in.”  He  became 
angry  at  further  questioning,  and  his  thoughts  became 
disordered  and  lacked  direction.  He  admitted  to  no 
delusions  or  hallucinations,  and  claimed  “I  have  papers  to 
prove  I’m  not  crazy.”  He  said  that  everybody  had  lied  to 
him  about  being  committed,  to  which  the  staff  who  brought 
him  in  agreed;  they  had  stated  “It’s  for  your  own  good.” 

Case  4.  A 19-year-old  white  male  in  treatment  for 
schizophrenia  had  entered  “Uplands”  voluntarily  for  three 
days  and  then  wanted  to  be  released.  He  displayed  some 
hostility  toward  “captors,”  continued  his  repetitious  de- 
mands (obsessional?),  but  no  overt  delusions  or  halluci- 
nations were  apparent.  Past  threats  toward  his  mother 
and  lack  of  a currently  available  secure/acceptable 
“placement”  were  part  of  the  story.  He  was  first  told  that 
he  must  petition  in  writing  for  discharge  (that  gives  the 
director  of  the  hospital  72  hours  to  accede  or  to  move  for 
retention).  The  next  day  he  was  told  his  request  would 
result  in  retention;  he  withdrew  the  request,  preferring 
“voluntary”  status. 

Case  5.  A 42-year-old  white  male  had  been  hospital- 
ized for  three  months  with  a diagnosis  of  “schizophrenia, 
undifferentiated.”  He  originally  had  been  committed  on 
a 2PC  because  of  weight  loss,  refusal  to  eat,  and  hyperir- 
ritability. Neurologic  examination  revealed  no  disorders. 
I received  a note  in  my  mailbox,  “Dictate  a CRO  on  your 
patient.”  Examination  of  the  patient  found  him  moti- 
vated to  stay  in  the  hospital  and  willing  to  sign  voluntary 
papers.  No  thought  disorder  or  psychosis  was  evident, 
although  he  appeared,  but  did  not  admit  to  being,  de- 
pressed. 

Comment 

Each  of  these  five  cases  serves  to  exemplify  one 
most  significant  principle,  that  is,  the  ease  of  invol- 
untary commitment.  Additionally,  they  shed  light 
on  the  factors  that  support  this  facility. 

Case  1 shows  that  the  possibility  of  suicide,  even 
in  the  absence  of  other  criteria  that  might  validate 
a diagnosis  of  a treatable  mental  illness,  is  sufficient 
to  provoke  a commitment.  Even  granting  that  the 
potential  risk  for  suicide  is  substantial,  based  on  such 
other  factors  as  age,  marital  status,  history  of  alco- 
holism, recent  separation,  and  so  forth,  the  lack  of 
independent  evidence  for  mental  illness  that  would 
include  a finding  that  the  suicide  potential  is  the 
result  of  mental  illness  or  that  the  illness  is  one 
treatable  only  in  the  hospital,  would  appear  to  vitiate 
the  use  of  a mental  hospital  for  this  singular  purpose 
of  incarceration.  This  is  a point  that  Szasz12  has 
repeatedly  made. 

Case  2 makes  the  point  that  disparities  in  social 
power  may  frequently  be  the  focus  for  decision 
making.  Thus,  it  is  not  the  placement  of  the 
drunken  (?)  husband  that  is  at  issue,  but,  rather,  the 


1874  New  York  State  Journal  of  Medicine/November  1980 


wife.  This  is  a repeat  of  the  scenario  that  led  to  the 
famous  “Packard  Case”  of  over  one  century  ago,  and 
is  continued  evidence  of  the  vulnerability  of  minority 
or  low-status  groups,  that  is,  in  this  case,  women. 
Beyond  that,  the  history  of  prior  multiple  hospital- 
izations was  an  additional  weighted  factor  in  her 
commitment.  The  abuse  had  happened  so  fre- 
quently that  it  had  become  a commonplace;  even  the 
patient  could  muster  only  a slight  indignation  at  the 
injustice. 

Case  3 illustrates  the  difficulty  that  faces  the  ex- 
amining officer  in  an  attempt  to  separate  lie  and 
fraud  from  truth,  and  legitimate  anger  at  being 
tricked,  from  a general  excess  of  anger  in  conjunction 
with  a disorder  of  thought,  such  as  paranoid  schizo- 
phrenia. Furthermore,  in  what  is  a trial  without  jury 
where  deprivation  of  civil  liberty  is  at  stake,  there 
appear  to  be  no  rules  of  evidence  applicable  in  stan- 
dard form.  This  constitutes  an  arbitrary  proceeding 
and  one  in  clear  conflict  with  standards  of  due  pro- 
cess and  equal  protection  of  the  law,  in  effect,  a pre- 
ventive detention  in  a system  coordinate,  but  not  in 
accord,  with  standards  operative  in  a criminal  juris- 
diction. Furthermore,  the  indisputable  evidence  of 
prior  hospitalizations  should  suggest  that  the  patient 
is  “not  treatable,”  since  no  prior  “treatment,”  in- 
cluding the  most  recent  hospitalization,  has  managed 
to  cure  him  of  his  threatening  behavior,  if  indeed  it 
is  present.  Is  hospitalization  under  this  added  cir- 
cumstance lawful? 

Case  4 illustrates  the  involuntary  status  of  a 
“voluntary”  patient. 

Case  5 illustrates  a most  morbid  propensity  on  the 
part  of  the  institution.  Whereas  the  first  four  cases 
exemplify  a legitimate  confusion  regarding  the 
mental  state  of  the  patient,  or  ambivalent  or  hypo- 
critical legal  standards  surrounding  questions  of  due 
process — in  effect  failures  in  the  rule  of  law  to  pro- 
vide a necessary,  if  arbitrary,  resolution  of  borderline 
issues — Case  5 makes  a different  point.  The  insti- 
tutional dehumanization  of  the  psychiatrist  goes  on 
apace.  The  psychiatrist  here  was  expected  to  con- 
duct not  an  objective  examination  but  a ritual  dis- 
enfranchisement. This  is  not  uncommon  with  re- 
spect to  the  fulfillment  of  job  duties  that  seem  to  bear 
little  relationship  to  the  therapeutic  task.  In  the 
preparation  of  progress  notes,  the  dictation  of  sum- 
maries, and  so  forth,  the  psychiatrist  may  be  asked 
to  perform  without  benefit  of  examination,  solely  on 
the  basis  of  notes  made  by  others.  I do  not  know 
whether  or  not  this  is  legal,  but  I do  know  it  is  stan- 
dard operating  practice.  It  is  part  of  the  existing 
balance  of  power  in  favor  of  administration  as  com- 
pared to  treatment  goals.  In  this  case,  however,  the 
psychiatrist  is  asked  to  become  a team  player  whose 
judgment  is  subordinate  to  another  (a  psychiatrist?); 
this  is  clearly  contrary  to  both  medical  ethics  and  law 
regarding  medical  responsibility.  Such  cases  may 
be  uncommon,  but  in  this  particular  institution  they 
bespeak  an  attitude  that  is  prevalent.  Furthermore, 
discussion  of  this  particular  issue  with  the  supervis- 


ing psychiatrist  of  the  unit  suggested  that  this  atti- 
tude had  the  highest  administrative  sanction. 

At  this  point  one  might  well  ask,  where  is  the 
mental-health  rights  worker,  that  person  designated 
by  the  state  to  ascertain  that  the  civil  rights  of  pa- 
tients are  respected?  On  the  one  hand,  a disorder  of 
communication,  such  as  schizophrenia,  may  make 
this  job  well  nigh  impossible,  unless  the  protector  is 
also  a psychiatrist,  or  trained  in  the  vagaries  of  dis- 
ordered communication;  to  protect  rights  at  the  in- 
dividual level,  one  must  first  identify  what  a person 
desires  as  well  as  what  is  right.  In  no  small  way  is  the 
decoding  of  psychotic  communication  one  of  the  first 
tasks  of  the  psychiatrist.  On  the  other  hand,  the 
mental-health  rights  worker  may  be  handicapped  by 
logistic  problems.  One  patient  on  our  unit  refused 
to  discuss  his  own  rights  with  the  worker,  during  the 
limited  time  allotted.  A further  difficulty  is  that  the 
procedure  for  gaining  civil  rights  may  require  skills, 
such  as  reading  and  writing,  that  are  not  possessed 
by  the  hospitalized  victim.  Finally  there  are  the 
catch  22s,  the  ambiguities  in  procedure,  and  the  at- 
titude of  staff  to  the  exercise  of  legitimate  rights  that 
may  make  their  exercise  within  the  hospital  setting 
impossible  or  intensely  frustrating,  even  to  the 
well-adapted  and  highly  functioning  individual.  The 
securing  of  rights  in  a highly  complexified  society  is 
in  itself  a mark  of  both  talent  and  ambition,  and  there 
are  many  among  us,  both  inside  and  outside  those 
hospital  or  prison  walls,  who  prefer  an  erosion  of 
these  rights  to  the  hassle  involved  in  their  personal 
or  individual  maintainance. 

Despite  adjudication  and  review  by  courts,  en- 
treaties by  civil  rights  groups  and  mentabpatient 
liberation  organizations,  widespread  publicity  of 
abuses  of  power  through  film/television  and  news- 
paper commentary,  and  the  clear  commitment  of  the 
State  Office  of  Mental  Health  to  the  firm  support  of 
the  civil  rights  of  mental  patients,  the  abuse  con- 
tinues.13 What  is  needed,  what  is  imperative,  is  an 
institution  devoted  to  both  civil  rights  and  thera- 
peutic service,  as  well  as  personnel  who  will  under- 
stand and  uphold  the  basic  tenents  of  the  Constitu- 
tion and  the  Bill  of  Rights.  From  a professional 
perspective  this  cannot  be  done  by  persons  un- 
trained, inexperienced,  and  uncommitted  to  the 
traditions  or  specifics  of  a government  of  law,  a lim- 
ited government.  Nor  can  it  be  done  when  the  in- 
sulating power  of  an  institution  allows  persons  of 
designated  responsibility  to  escape  the  consequences 
of  their  behavior,  either  through  role  fragmentations 
or  the  subtle  and  shared  delusions  of  group  respon- 
sibility and  institutional  loyalty. 

Some  groups  seek  to  fortify  existing  laws  and  press 
for  further  separation  of  therapeutic  and  legal  con- 
cerns.4 Others  believe  this  approach  is  misguided 
and  futile,  based  itself  on  an  incorrect  analysis  of 
mental  disorder  and  behavioral  disruption.12  From 
this  has  arisen  an  attitude  that  enhancing  the  puni- 
tive effects  of  wrongful  decisions  (for  example,  civil 
suits)  will  strike  the  psychiatrist  where  it  hurts  most, 
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in  the  purse.  This  approach,  besides  requiring  ex- 
tensive time,  effort,  and  expense,  will  predictably 
result  in  higher  malpractice  rates  and  will  drive 
practitioners  into  the  womb  of  richer  and  more  secure 
institutions.  It  is  easier  to  collect  from  the  individual 
psychiatrist  than  it  is  from  the  state.  The  traditional 
approach,  to  further  separate  the  roles  of  those  who 
treat  versus  those  who  protect,  suggests  a further 
schizoid  dichotomization  (“that’s  not  my  role”) 
among  those  most  capable  of  protecting  the  interests 
of  patients,  that  is,  psychiatrists.  Furthermore,  in- 
terpenetration of  legal  and  mental  health  systems 
then  occurs  on  the  next,  or  administrative,  level,  re- 
sulting in  the  co-opting  of  one  system  by  the 
other.1 2 3 4 * * * * * * * 12’14 

A third  possible  approach  has  not  received  ade- 
quate trial.  Claims  to  civil  rights  may  be  placed 
within  the  context  of  treatment  by  reference  to  ef- 
fects on  such  attitudes  as  self-esteem  and  enhanced 
status  within  the  social  milieu;  we  know  too  little 
about  these  potentially  therapeutic  effects  on  pa- 
tients,15 and  almost  nothing  about  the  effects  on 
psychiatrists.  Historically,  however,  we  can  note 
that  the  invalidation  of  the  social  human  being  comes 
about  through  the  dehumanization  of  the  captor, 
turning  them  from  responsible  moral  agents  into 
cog-in-the  wheel  parts  of  the  machine.  Although  it 
may  seem  paradoxical  to  look  for  the  therapeutic 
effects  of  upholding  values  of  rule  by  law  and  civil 
rights,  it  is  certainly  tenable  as  a strategy  in  the 
struggle.  Furthermore,  an  open  mind  on  the  issue 
may  suggest  that  both  parties  to  the  dispute  have  a 
partial  claim  to  truth.  If  this  is  indeed  the  case,  the 
level  of  dispute  may  be  advanced  from  the  ongoing 
and  frequently  implicit  and  anecdotal  claims  now 
in  currency.  In  those  areas  that  continue  to  be  prob- 
lematic, the  law  may  clarify  its  expectations  re- 
garding psychiatric  behavior,  and  those  legitimate 
personal  concerns  that  make  us  “poor  lawyers  at  the 
expense  of  good  doctors”  may  be  laid  to  rest. 


Recommends  tions 

Following  are  suggestions  to  correct  these  inequi- 
ties: 


1.  Fortification  of  forensic  training  of  psychia- 
trists. 

2.  Elevation  of  standards  for  psychiatrists  within 
state  hospitals. 

3.  Civil  rights  caseworkers  present  on  admission, 
exmental-patient  rights  workers  present,  if  agreed  to 
by  patient. 

4.  Abandonment  of  DCS  commitment.  The  social 

workers  and  others  who  are  exercising  this  power  are 

subject  to  insufficient  scrutiny  and  lack  of  expertise. 

The  DCS  is  clearly  preventive  detention  (danger  to 

self/others)  and  should  he  effected,  if  at  all,  by  the  po- 

lice powers  of  the  state.  The  police  can  hire  their  own 

psychiatrist  for  treatment,  if  necessary,  in  analogy 

with  other  illnesses.  If  this  DCS  system  is  not  elimi- 

nated, abuse  will  continue,  for  this  is  the  easiest,  most 


facile  voluntary  commitment,  and,  once  committed,  it 
is  much  harder  for  the  patient  to  get  out.  Alternative- 
ly, only  forensic  psychiatrists,  with  a strong  commit- 
ment to  the  Bill  of  Rights  should  exercise  judicial 
power,  and  they  should  be  appointed  or  elected  as 
judges  for  this  purpose. 

5.  No  voluntary  patients  should  ever  be  placed  in  a 
locked  ward,  and  they  should  retain  all  rights  retained 
by  all  voluntary  patients  everywhere  regarding  consent 
to  treatment,  restraints,  and  so  forth.  Conversely, 
committed  patients  should  be  subjected  to  any  hu- 
mane treatment  that  is  acceptable  as  part  of  a regimen 
designed  to  effect  a curative  change  with  respect  to 
that  condition  and  only  that  condition  that  necessi- 
tated their  commitment,  and  no  treatment  regarded  as 
“experimental”  apd  in  need  of  any  extraordinary  con- 
sent procedure  should  be  permitted.  This  change 
should  do  away  with  the  dual  hypocrisy  of  imprisoning 
voluntary  patients,  and  of  treating  involuntary  pa- 
tients as  if  they  were  the  physicians  in  charge  of  their 
own  treatment. 

6.  Psychiatrists  should  be  responsible  for  the  hir- 
ing and  firing  of  treatment  staff  and  the  delegation  of 
administrative  power.  The  current  orthodoxy  permits 
blatant  political  abuses  of  treatment,  as  well  as  the  de- 
terioration of  an  atmosphere  designed  to  advance 
treatment  as  the  first  priority  of  the  hospital. 


Summary 

Because  of  the  immoderate  use  of  involuntary 
hospitalization,  large  state  hospitals  retain  their 
historic  identity  as  repositories  of  the  halt,  the  lame, 
the  infirm,  the  debtor,  the  impoverished,  the  intel- 
lectually disabled,  the  lazy,  the  multiply  disabled,  the 
elderly  handicapped,  and  the  criminal.  They  con- 
tinue to  function  as  nineteenth  century  asylums  and 
as  charity  institutions  for  the  custodial  care  of  those 
whom  society  prefers  to  label  “sick”  rather  than 
“needy,”  and  “insane”  rather  than  “criminal.”  One 
of  the  primary  mechanisms  supporting  this  historic 
role  is  involuntary  hospitalization.  In  this  sense,  the 
arguments  of  civil  libertarians  have  a firm  basis  in 
fact.  The  abuses  of  present  standards  of  civil  liberty 
continue,  owing  in  large  part  to  the  designation 
of  the  psychiatrist  as  either  the  instrument  respon- 
sible for  the  maintainance  of  civil  rights  or  the  lead- 
ing instrumentality  in  the  treatment  and  cure  of  the 
patient.  Several  solutions  are  presented  to  reverse 
this  trend. 

181  Union  Street 
Sharon  Springs,  New  York  13459 
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Abdominal  stab  wounds 
often  heal  without  surgery 


The  street  fight  victim  is  rushed  to  the  hospital  emer- 
gency room  with  a stab  wound  in  the  abdomen. 

Does  the  surgeon  immediately  take  up  scalpel  and  op- 
erate to  find  extent  of  damage  and  repair  it?  Only  about 
half  the  time,  in  the  approach  followed  at  a New  York  City 
hospital. 

In  some  half  of  the  abdominal  stab  wound  cases  the 
preferred  procedure  is  to  wait.  Admit  the  patient  for 
careful  observation  and  watch  for  signs  that  a vital  organ 
is  damaged  and  surgery  is  required,  says  Joseph  R.  Wilder, 
M.D.,  of  the  Hospital  for  Joint  Diseases  and  Medical 
Center  and  Mt.  Sinai  School  of  Medicine,  New  York,  in  the 
June  27  Journal  of  the  American  Medical  Association. 

Often  surgery  is  not  required.  No  vital  organ  is  seriously 
damaged,  and  the  patient  may  be  sent  home  after  four  or 
five  days,  Dr.  Wilder  says. 

The  New  York  surgeon  points  out  that  controversy  still 
exists  over  the  method  of  treatment  of  patients  with  stab 
wounds  of  the  abdomen.  Many  surgeons  continue  to 
practice  mandatory  exploration  in  all  such  cases,  he  says. 
Dr.  Wilder  details  his  experiences  with  more  than  400  stab 


wounds  in  20  years,  and  concludes  that  surgery  often  is  not 
needed. 

All  patients  with  abdominal  stab  wounds  are  treated  as 
critically  ill,  regardless  of  their  appearance,  Dr.  Wilder  says. 
Sometimes  surgery  is  required  immediately,  sometimes  it 
can  be  postponed  for  a short  time.  And  sometimes  it  is  not 
needed.  Careful  observation  of  the  patient  and  monitoring 
of  vital  functions  is  important  in  determining  when  to 
operate,  he  says.  Even  if  the  patient  is  intoxicated  it  is  not 
always  necessary  to  operate  immediately. 

“We  believe  that  the  results  of  our  20-year  study  of  403 
stab  wound  patients  justifies  our  confidence  in  continuing 
the  policy  of  selective  surgical  intervention.  The  precip- 
itous increase  in  the  number  of  patients  with  stab  wounds 
of  the  abdomen  seen  at  our  hospital  is  in  keeping  with  the 
experience  of  most  hospitals  in  the  ghetto  area,”  Dr.  Wilder 
writes. 

Ninety-four  percent  of  the  stab  wounds  were  homicidal, 
4 percent  were  accidental,  and  2 percent  were  suicidal.  In 
more  than  half  of  the  cases  injury  was  caused  by  known 
assailants,  described  as  “friends.”  In  90  percent  of  the 
cases  the  weapon  was  a blade,  and  in  7 percent  an  ice  pick. 
Other  weapons  included  fence  posts,  broken  glass,  coat 
hangers,  screwdrivers,  and  scissors. 

Eighty  percent  of  the  stab  wound  victims  were  addicts 
of  heroin  or  similar  drugs. 
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Special  Articles 


Health  Fairs 


GORDON  E.  BROWN 

Albany,  New  York 

Chairman,  Committee  on  Personal  Health  Services,  State  of 
New  York  Public  Health  Council 


Society’s  current  emphasis  on  the  importance  of 
preserving  and  being  responsible  for  one’s  own  health 
has  led  to  the  emergence  of  a new  and  related  phe- 
nomenon that  deserves  the  interest  and,  with  minor 
reservations,  the  support  of  the  medical  profes- 
sion— the  health  fair. 

What,  you  ask,  is  a health  fair? 

Role 

Health  fairs  serve  as  community  centers  for  health 
counseling,  health  education,  and  the  dissemination 
of  information  on  available  health  services.  Health 
fairs  commonly  offer  screening  for  various  diseases 
and  conditions,  such  as  hypertension,  diabetes,  and 
glaucoma. 

Health  fairs  come  in  a wide  variety  of  sizes,  spon- 
sorship, scope,  and  effectiveness.  Typically  they  are 
one-  or  two-day  events  and  are  sponsored  by  re- 
sponsible and  reputable  community  organizations, 
such  as  service  clubs,  voluntary  and  public  health 
agencies,  hospitals,  senior  citizens’  groups,  and,  in 
some  instances,  radio  and/or  television  stations. 
They  may  be  aimed  at  a specific  audience,  such  as  the 
elderly  or  undetected  hypertensive  persons,  or  be 
open  to  the  public  in  general.  They  are  commonly 
held  at  schools,  shopping  centers,  county  fairs,  and 
similar  places  of  public  assembly.  They  are  staffed 
by  volunteers,  some  of  them  health  professionals. 

Screening 

The  screening  component  of  health  fairs  seems  to 
be  their  biggest  attraction.  The  presumed  value  of 
screening  is  its  potential  for  detection  of  early  signs 
of  disease  or  health  impairment.  Screening  tests  at 
health  fairs  vary  in  inclusiveness,  but  the  basic  set  is 
likely  to  include  those  for  height  and  weight,  blood 
pressure,  visual  acuity,  and  anemia.  Depending  on 
professional  resources  available,  a health  fair  may 
offer  additional  tests  for  hearing,  cancer  (such  as  oral, 
colorectal,  breast,  and  cervical),  glaucoma,  and  lung 
disease.  These  tests  are  customarily  free  of  charge. 


A series  of  blood-screening  tests  for  serum  choles- 
terol, diabetes,  liver  disease,  kidney  disease,  gout,  and 
other  ailments  may  also  be  offered,  often  at  a small 
charge  to  those  able  to  pay. 

Counseling 

An  essential  element  of  health  fairs  is  counseling. 
The  counseling  session  permits  the  participant  to 
discuss  the  screening  experience  with  a trained 
counselor  who  outlines  what  actions  should  be  taken 
to  eliminate  poor  health  habits;  this  process  stops 
short  of  diagnosis.  Where  indicated,  the  individual 
is  urged  to  see  his  family  physician  or  is  directed  to 
a reputable  physicians’  referral  service  or  agency. 

Health  fairs  expose  large  numbers  of  people  to 
information  about  health  and  health  services,  but 
their  motivational  efficacy  and  impact  on  people’s 
health  are  unmeasured. 

State  study 

A committee  of  the  State  of  New  York  Public 
Health  Council  recently  studied  the  health-fair 
phenomenon.  This  study  stemmed  from  State 
health  department  concerns  about  health  fairs, 
particularly  whether  or  not  they  contribute  to  the 
public  welfare,  and  whether  or  not  they  violate  State 
laws  governing  medical  laboratory  activities  and 
medical  practice. 

The  committee  concluded  that,  on  balance,  health 
fairs  warrant  support  as  a means  of  helping  people 
to  become  part  of  the  mainstream  of  medical  care  and 
in  motivating  and  guiding  people  in  improved  health 
behavior. 

At  the  same  time,  the  committee  recommended 
that  health  fairs  be  required  to  provide  proof  of  ad- 
equate professional  and  technical  supervision  of  in- 
vasive testing,  and  it  urged  local  health  officials  to 
oversee  compliance  with  the  laboratory  test  autho- 
rization provisions  of  the  public  health,  education, 
and  general  business  laws. 

Of  special  concern  is  the  public  health  law  re- 
quirement that,  where  laboratory  tests  are  performed 
at  a site  other  than  a licensed  laboratory,  a permit  be 
obtained.  Taking  specimens  at  a foreign  site  also 
necessitates  a collecting  depot  permit.  The  problem 
faced  here  is  whether  or  not  the  tester  is  qualified  and 
the  equipment  adequate.  To  assure  that  State 
canons  are  scrupulously  observed,  the  committee 
recommended  that  health-fair  sponsors  be  informed 
of  the  requirements  and  obtain  the  necessary  labo- 
ratory permits  directly  from  the  State  of  New  York 
Department  of  Health. 
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The  committee  called  on  health  professionals  and 
public-health  officials  to  work  together  to  upgrade 
the  operation  of  health  fairs,  and  urged  that  such 
improvements  be  achieved  through  issuance  of  con- 
structive guidelines  and  through  consultation  and 
technical  assistance,  rather  than  by  legislative  or 
regulatory  mandates  that  would  discourage  health- 
fair  sponsors. 

Sponsors  should  be  advised  to  evaluate  carefully 
the  impact  of  their  fairs  on  health  behavior  and  uti- 
lization of  health  services,  as  well  as  the  effectiveness 
of  their  follow-up  procedures  for  people  who  appear 
to  require  diagnostic  or  therapeutic  care.  And,  the 


New  rabies  vaccine  confirmed 
as  safe  and  effective 

Further  evidence  that  the  new  rabies  vaccine  is  effective 
and  safe  is  reported  in  the  August  22/29  Journal  of  the 
American  Medical  Association. 

Larry  J.  Anderson,  M.D.,  reports  on  studies  of  255  in- 
dividuals treated  with  the  new  vaccine  during  a two-year 
period  through  the  Center  for  Disease  Control,  Atlanta. 
The  new  vaccine  requires  only  five  shots,  rather  than  the 
21  shots  required  by  the  older  vaccine. 

The  antibody  response  to  the  vaccine  was  excellent,  Dr. 
Anderson  says,  and  the  reaction  rates  were  low.  No  person 
treated  has  had  rabies  develop,  he  declares. 

The  new  vaccine  is  called  HDCV  (Human  Diploid  Cell 
Vaccine).  The  older  vaccine  is  called  DEV  (Duck  Embryo 
Vaccine).  It  had  caused  frequent  and  sometimes  serious 
side  effects,  in  addition  to  the  requirement  of  21  injec- 
tions. 

The  new  vaccine  was  licensed  by  the  Food  and  Drug 
Administration  earlier  this  summer  and  is  now  available 
to  physicians.  It  is  manufactured  by  Wyeth  Laboratories, 


committee  believes,  the  primary  emphasis  on  health 
fairs  should  be  health  education,  not  health 
screening. 

A healthier  populace  and  the  prevention  of  illness 
are,  of  course,  in  society’s  interest.  In  quest  of  these 
valued  goals,  health  fairs  deserve  a fair  test.  By 
participating  in  health  fairs,  the  medical  profession 
has  an  opportunity  not  only  to  upgrade  the  perfor- 
mance of  such  events,  but  to  serve  the  commonweal 
as  well. 

Committee  on  Personal  Health  Services 
State  of  New  York  Public  Health  Council 
Albany,  New  York  12237 


Radnor,  Pa. 

In  an  accompanying  editorial,  E.  Russell  Alexander, 
M.D.,  of  the  University  of  Arizona,  Tucson,  points  out  that 
because  of  the  pain  and  side  effects  of  the  DEV,  the  deci- 
sion of  whether  to  initiate  vaccination  against  rabies  always 
has  been  an  agonizing  one  for  physicians.  DEV  also 
sometimes  didn’t  work. 

With  the  availability,  of  HDCV,  physicians  will  be 
quicker  to  give  the  vaccine  if  rabies  exposure  is  uncertain, 
Dr.  Alexander  points  out. 

In  fact,  the  risk  in  the  future  is  that  physicians  will  move 
too  quickly,  and  “Even  with  a safer  and  more  potent  vac- 
cine, we  must  guard  against  its  excessive  use.” 

It  still  is  necessary  to  administer  rabies  immune  globulin, 
a blood  component,  along  with  the  new  vaccine,  as  was 
required  with  the  older  vaccine.  However,  says  Dr.  Alex- 
ander, “It  remains  to  be  seen  whether  this  will  continue  to 
be  necessary,  with  the  greatly  increased  potency  that 
HDVC  has  to  offer.”  • 

Meantime,  other  reports  indicate  that  DEV  has  recently 
been  improved  considerably,  and  it  is  not  necessarily  en- 
tirely out  of  the  picture  in  rabies  immunization  as  yet. 
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Effectiveness  of  program  as 
measured  by  NBME  Part  II* 
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We  have  previously  described  our  supervised 
clinical  clerkship  (Fifth  Pathway)  program.1  We 
have  reviewed  the  first  six  years’  experience  of  our 
program  including  the  admissions  process  and  the 
curriculum,  and  have  assessed  the  performance  of  our 
students  during  graduate  medical  education.2-3  We 
concluded  that  carefully  selected  and  properly  mo- 
tivated Americans  who  have  studied  medicine  in  a 
foreign  country  can  become  good  physicians  fol- 
lowing a well-organized,  comprehensive,  closely  su- 
pervised year  of  clinical  clerkship  education. 

We  now  report  the  scores  over  a five-year  period 
on  Part  II  of  the  examinations  of  the  NBME  (Na- 
tional Board  of  Medical  Examiners)  administered  to 
our  students  both  at  the  beginning  and  at  the  end  of 
our  Fifth  Pathway  program.  The  results  indicate 
that  a “before”  and  “after”  comparison  of  NBME 
Part  II  scores  can  be  used  as  one  measure  of  the  ef- 
fectiveness of  a supervised  clinical  clerkship  (Fifth 
Pathway)  program. 

Materials  and  methods 

Although  our  supervised  clinical  clerkship  program 
began  in  1971,  it  was  not  until  1974  that  we  began 
administering  Part  II  of  the  NBME  examination,  or 
its  equivalent,  to  all  students  at  the  beginning  and 
again  at  the  end  of  the  program.  There  has  been  no 
special  preparation  of  the  students  for  the  exami- 

* Supported  by  Internal  Grant  #3-780  from  the  Long  Island 
Jewish-Hillside  Medical  Center. 


nation.  The  “before”  and  “after”  tests  for  each  in- 
dividual year  were  identical,  but  the  students  were 
not  informed  of  this  in  advance.  With  the  exception 
of  one  year,  we  were  able  to  obtain  the  standard  Part 
II  examination  from  the  National  Board  of  Medical 
Examiners  in  Philadelphia.  For  the  class  of  1976  to 
1977,  we  administered  a comparable  examination 
entitled  “Pre-Test  for  Students  Preparing  for  the 
National  Medical  Boards  Part  II.”  + 

Statistical  analyses  of  significance  of  mean  dif- 
ferences were  computed  on  a Tektronix  model  30 
calculator  utilizing  paired  two-tailed  student  t 
analyses.  This  type  of  statistical  analysis  was  pos- 
sible because  each  student  served  as  his  own  con- 
trol. 

Scores  for  the  medicine  and  surgery  examinations 
and  total  scores  are  available  for  the  five-year  period 
1974  to  1979,  whereas  scores  in  the  other  four 
specialties  are  only  available  for  the  last  three  years 
(Table  I). 

Results 

A statistically  significant  improvement  in  indi- 
vidual and  mean  scores  was  consistently  noted  every 
year  in  the  medicine,  surgery,  and  psychiatry  exam- 
inations (Table  I).  Except  for  one  year  (1976  to 
1977),  the  same  is  true  for  the  total  scores,  although 
in  that  year  a different  test  was  administered  as 
previously  described.  There  was  significant  im- 
provement in  two  of  three  years  on  the  obstetrics  and 
gynecology  examinations,  and  in  the  last  year  on  the 
pediatrics  examination.  There  was  no  improvement 
on  the  public  health  and  preventive  medicine  ex- 
aminations for  any  of  the  three  years  where  scores  are 
available.  It  is  important  to  note  that  there  is  no 
formal  didactic  course  or  elective  clerkship  in  public 
health  and  preventive  medicine  at  present  in  the 
curriculum  of  our  supervised  clinical  clerkship  pro- 
gram. The  program  does  have  required  clinical 
rotations  in  medicine  (12  weeks),  surgery  (8  weeks), 
pediatrics  (4  weeks),  psychiatry  (4  weeks),  and  ob- 
stetrics and  gynecology  (4  weeks). 

The  mean  examination  scores  of  our  students  were 
compared  to  those  of  American  students  in  American 
medical  schools  who  took  Part  II  of  the  NBME  test 
and  were  noncandidates  for  NBME  certification,  but 
were  expecting  their  M.D.  degree  during  that  year 
(Table  II).  Utilizing  the  normative  charts  provided 
by  the  NBME,  it  was  observed  that  our  students’ 
mean  scores  at  the  onset  of  the  program  ranged  be- 
tween the  tenth  and  twenty-fourth  percentile,  but  at 
the  conclusion  of  the  year  of  supervised  clinical 
clerkships,  the  mean  scores  had  increased  and  ranged 
between  the  twentieth  and  forty-seventh  percen- 
tile. 

Comment 

Approximately  one  third  of  United  States  medical 
schools  offer  Fifth  Pathway  supervised  clinical 
* Source;  Pre-Test  Service,  Inc.,  Wallingford,  Connecticut. 
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TABLE  I.  National  Board  (PART  II)  scores  before  and  after  completion  of  a year  of  supervised  clinical  clerkships 

(mean  plus  or  minus  standard  error  of  mean) 


Year 

Number  of 
Students 

Before 

After 

P 

Value 

Total  score 

1974  to  1975 

30 

335  ± 16 

369  ± 20 

0.01 

1975  to  1976 

34 

343  ± 12 

389  ± 13 

0.001 

1976  to  1977* 

30 

565  ± 7 

601  ± 21 

N.S.t 

1977  to  1978 

18 

324  ± 16 

367  ± 17 

0.001 

1978  to  1979 

23 

352  ± 17 

402  ± 16 

0.001 

Medicine 

1974  to  1975 

30 

328  ± 16 

427  ± 19 

0.001 

1975  to  1976 

34 

350  ± 13 

424  ± 10 

0.001 

1976  to  1977* 

30 

526  ± 9 

597  ± 21 

0.002 

1977  to  1978 

18 

333  ± 15 

392  ± 21 

0.001 

1978  to  1979 

23 

376  ± 16 

423  ± 17 

0.01 

Surgery 

1974  to  1975 

30 

341  ± 18 

416  ± 20 

0.001 

1975  to  1976 

34 

342  ± 15 

395  ± 17 

0.001 

1976  to  1977* 

30 

528  ± 8 

610  ± 21 

0.001 

1977  to  1978 

18 

340  ± 14 

404  ± 21 

0.001 

1978  to  1979 

23 

379  ± 20 

419  ± 20 

0.05 

Obstetrics  & 
Gynecology 

1976  to  1977* 

30 

553  ± 11 

599  ± 23 

0.04 

1977  to  1978 

18 

392  ± 17 

403  ± 16 

N.S. 

1978  to  1979 

23 

398  ± 22 

450  ± 20 

0.01 

Public  health  and 
preventive  medicine 

1976  to  1977* 

30 

555  ± 10 

582  ± 20 

N.S. 

1977  to  1978 

18 

350  ± 20 

383  ± 18 

N.S. 

1978  to  1979 

23 

370  ± 18 

390  ± 19 

N.S. 

Pediatrics 

1976  to  1977* 

30 

576  ± 9 

600  ± 19 

N.S. 

1977  to  1978 

18 

403  ± 16 

390  ± 21 

N.S. 

1978  to  1979 

23 

395  ± 19 

427  ± 13 

0.03 

Psychiatry 

1976  to  1977* 

30 

537  ± 9 

579  ± 18 

0.03 

1977  to  1978 

18 

337  ± 25 

38  ± 24 

0.03 

1978  to  1979 

23 

357  ± 20 

410  ± 23 

0.01 

* = Pretest  Service,  Wallingford,  Connecticut. 
1 = Not  significant. 


clerkship  programs  to  American  citizens  studying  in 
foreign  medical  schools  who  have  completed  pre- 
medical undergraduate  education  in  the  United 
States,  and  have  completed  all  but  the  internship 
and/or  social  service  obligations  of  the  foreign  med- 
ical education.4  For  the  academic  year  1977  to  1978, 
U.S.  medical  schools  received  approximately  2,400 
applications  for  Fifth  Pathway  programs,  offered  628 
appointments,  and  enrolled  476  students,  of  whom 
399  successfully  completed  the  program.4 

There  are  few  hard  data  available  on  the  efficacy 
of  the  Fifth  Pathway  programs  in  enabling  Ameri- 
cans studying  medicine  abroad  to  enter  the  main- 
stream of  American  medicine.  One  measure  of  the 
success  of  such  programs  is  an  assessment  by  resi- 
dency program  directors  of  Fifth  Pathway  program 
graduates  in  terms  of  the  latters’  ability  to  take 
medical  histories  and  perform  physical  examinations, 
their  response  to  instruction,  their  professional  be- 
havior and  interpersonal  relationships,  and  their 
appearance  and  emotional  stability.  Using  these 


TABLE  II.  National  Board  of  Medical  Examiners  (PART 
II)  scores  of  supervised  clinical  clerks  compared  to 
noncandidate  reference  group 

Average  Percentile  Average  Percentile 
Year  at  Beginning  at  Conclusion 


Total  score 


1974  to  1975 

22 

32 

1975  to  1976 

24 

38 

1976  to  1977 

* 

* 

1977  to  1978 

11 

20 

1978  to  1979 

10 

22 

Medicine 

1974  to  1975 

16 

47 

1975  to  1976 

22 

47 

1976  to  1977 

* 

* 

1977  to  1978 

13 

28 

1978  to  1979 

19 

31 

Surgery 

1974  to  1975 

17 

38 

1975  to  1976 

17 

32 

1976  to  1977 

* 

* 

1977  to  1978 

15 

29 

1978  to  1979 

17 

26 

’Pretest  service  examination  given  that  year  (see  text). 
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criteria,  one  study  has  shown  that  49  percent  of 
American  foreign  medical  graduates,  after  comple- 
tion of  a Fifth  Pathway  program,  were  rated  at  least 
as  good  as  their  American  counterparts  who  gradu- 
ated from  United  States  or  Canadian  medical 
schools.3 

Using  two  types  of  inpatient  hospital  quality  of 
care  audits,  Saywell  et  al.5  have  shown  that  there  is 
no  significant  overall  difference  in  performance  be- 
tween U.S.  medical  graduates  and  all  foreign  medical 
graduates,  including  Americans,  at  the  attending 
physician  level.  In  this  study,  differences  in  at- 
tending physician  performance  were  associated  with 
hospital  characteristics,  not  physician  characteris- 
tics.5 Other  measures  of  the  efficacy  of  a Fifth 
Pathway  program  include  the  ability  of  such  students 
to  successfully  compete  in  the  National  Intern  and 
Resident  Matching  Program,  and  their  ability  to  pass 
the  FLEX  (Federated  Licensing  Examinations).2 

This  article  analyzes  yet  another  objective  measure 
of  the  effectiveness  of  a supervised  clinical  clerkship 
(Fifth  Pathway)  program.  Part  II  of  the  NBME  has 
been  an  accepted  measure  of  knowledge  of  clinical 
sciences  given  to  American  medical  students  for 
many  years.  It  has  also  previously  been  described 
to  be  a valuable  measure  of  the  effectiveness  of  an 
international  health  elective.6  Our  study  shows  that 
individual  and  mean  scores  of  students  taking  Part 
II  of  the  NBME  show  dramatic  improvement  for 
most  disciplines  at  the  conclusion  of  a well-organized, 
comprehensive,  closely  supervised  year  of  clinical 
clerkship  education  compared  to  scores  of  the  same 
examination  given  at  the  beginning  of  that  year. 
Part  of  this  effect  may  be  the  pre-  and  post-testing 
itself,  since  the  same  examination  was  administered 
at  the  beginning  and  at  the  end  of  the  program,  al- 
though the  students  did  not  know  it  would  be  the 
same  test.  Improvement  was  not  seen  in  public 
health  and  preventive  medicine,  we  believe,  because 
our  Fifth  Pathway  program  does  not  include  didactic 
or  clinical  study  in  this  specialty  in  its  curriculum. 
Furthermore,  changes  in  the  pediatric  curriculum 
and  the  addition  of  new  full-time  faculty  in  pediatrics 
may  have  contributed  to  the  statistically  significant 
improvement  observed  in  the  NBME  scores  for  the 
1978  to  1979  academic  year  that  was  not  seen  in  the 
previous  two  years. 

Although  curricular  changes  can  impact  on  per- 
formance of  students  on  National  Board  Examina- 
tions,7 NBME  scores  are  certainly  not  the  sole  de- 
terminant of  the  value  or  lack  of  value  of  such  curri- 
cular changes. 

On  an  absolute  level,  however,  even  at  the  con- 
clusion of  our  supervised  clinical  clerkship  (Fifth 
Pathway)  program,  our  students’  mean  scores  were 
lower  than  the  mean  scores  of  the  Part  II  NBME 
American  medical  student  reference  group.  The 
same  phenomenon  was  reported  concerning  Ameri- 
can students  studying  abroad  who  transferred  via  the 
Coordinated  Transfer  Application  System  (CO- 
TRANS)  route  to  an  American  medical  school  for  the 


completion  of  their  medical  school  studies.8  Such 
transferred  Fifth  Pathway  students  also  perform  less 
well  on  other  standard  tests,  such  as  Educational 
Commission  for  Foreign  Medical  Graduates 
(ECFMG),8  FLEX,8  and  American  Board  of  Internal 
Medicine9  examinations,  than  Americans  who  had 
their  entire  medical  school  education  in  U.  S.  schools. 
Among  the  possible  reasons  for  these  observations 
may  be  that  some  Americans  studying  abroad  are  less 
gifted  and,  hence,  were  unable  to  gain  admission  to 
an  American  medical  school,  or  that  some  may  be  as 
intelligent,  but  do  not  perform  as  well  as  their 
American  medical  school  counterparts  on  stan- 
dardized tests.  On  the  other  hand,  another  study  has 
shown  that  clinical  performance,  choice  of  specialty, 
Part  I NBME  scores,  and  graduate  program  affilia- 
tion of  students  who  transferred  to  the  third  year  of 
an  American  medical  school,  do  not  differ  from  those 
students  who  entered  that  medical  school  during  the 
first  year  of  the  curriculum.10  The  authors  con- 
cluded that  “carefully  selected  students  completing 
the  first  two  years  of  basic  science  in  a foreign  med- 
ical school  can  successfully  compete  with  students 
already  enrolled  in  the  American  medical  curric- 
ulum.” 10 

The  issue  of  United  States  students  who  study 
medicine  abroad  is  an  emotionally  laden  topic.  Even 
those  who  are  strongly  critical  of  the  quality  of 
medical  education  received  abroad  by  such  stu- 
dents8’9,11 would  acknowledge  that  there  are  some 
very  fine  U.  S.  citizens  attending  and  graduating  from 
foreign  schools  who  can  become  competent  physi- 
cians. As  a group,  however,  it  has  been  noted  that 
“United  States  students  who  go  abroad,  regardless 
of  where  they  complete  their  studies,  do  not  perform 
as  well  on  standard  tests  after  they  return  home  as 
do  those  who  have  had  their  entire  education  in 
United  States  schools.”8  Nevertheless,  by  the  time 
Americans  studying  medicine  abroad  have  completed 
their  residency  training  programs  in  United  States 
hospitals,  they  seem  to  have  erased  most  of  their 
educational  deficits  and  compare  favorably  in  the 
practice  of  medicine  with  their  American  counter- 
parts who  studied  in  American  medical  schools. 1- 
3,5,10 
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Phosphine gas  emerges 
as  maritime  health  hazard 

Phosphine  gas  is  emerging  as  a major  occupational  and 
maritime  health  hazard,  says  a report  in  the  July  11  Journal 
of  the  American  Medical  Association. 

Phosphine  is  a toxic,  explosive  gas  widely  used  as  a 
fumigant  against  insects  and  rodents  in  stored  grain,  in 
elevators  and  aboard  ships. 

Rickey  Wilson,  M.D.,  of  the  Center  for  Disease  Control, 
Atlanta,  heads  a research  team  in  reporting  on  a 1978  epi- 
sode in  which  two  children  and  29  of  31  crew  members 
aboard  a Greek  grain  freighter  became  acutely  ill  after  in- 
haling phosphine.  One  child,  the  captain’s  2-year-old 
daughter,  died. 

The  voyage  began  in  the  fall  in  Chicago  with  loading  of 
one  hold  of  the  freighter  with  grain.  The  remaining  six 
holds  were  then  loaded  at  a Canadian  port.  The  grain  was 
fumigated  with  phosphine  gas.  The  gas  is  heavier  than  air, 
and  thus  sinks  down  through  the  grain,  killing  any  insects 
and  rats  that  might  be  present.  The  gas  dissipates  rapidly 
into  the  air  when  the  holds  are  opened,  leaving  no  detect- 
able residue. 

Off  the  New  England  coast  the  captain’s  wife  and  two 
daughters,  age  4 and  2,  became  acutely  ill  and  were  lifted 
by  helicopter  to  Boston.  The  younger  girl  was  dead  on 
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arrival  at  the  airport.  The  older  was  hospitalized  at 
Children’s  Hospital  Medical  Center.  About  the  same  time 
some  of  the  crew  became  ill.  A team  of  physicians,  poison 
experts,  and  sanitarians  boarded  the  ship  in  New  York 
Harbor  to  investigate. 

The  team  found  that  illness  occurred  among  those  who 
either  lived  or  worked  amidship.  The  gas  had  leaked 
through  a hatch  cover  and  at  an  air  intake  ventilator  in  this 
area  of  the  ship. 

Some  of  the  crew  members  were  transported  by  Coast 
Guard  cutter  to  the  Public  Health  Service  Hospital,  Staten 
Island. 

Those  becoming  ill  had  nausea,  vomiting,  dizziness, 
headache,  stomach  pains,  and  fatigue.  All  except  the 
young  child  recovered.  It  is  not  known  whether  any  suf- 
fered permanent  impairment  from  the  illness. 

“Our  findings  confirm  that  shipboard  exposure  to 
phosphine  gas  caused  widespread  illness  and  one  death 
aboard  the  marine  vessel  Thermopylai ,”  Dr.  Wilson  con- 
cludes. 

To  prevent  future  outbreaks,  Dr.  Wilson  recommends 
education  of  crew  members  who  must  work  with  toxic 
substances  as  to  the  dangers  of  the  compounds. 

“Most  important,”  he  says,  “shipowners  and  masters, 
ought,  whenever  possible,  to  consider  substitution  of  less 
toxic  fumigation  for  such  highly  poisonous  agents  as 
phosphine.” 
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History  of  Medicine 


Westchester  County  Medical 
Society  and  Westchester 
Division,  New  York  Hospital- 
Cornell  Medical  Center 

Milestones  in  history 


JAMES  H.  WALL,  M.D. 

White  Plains,  New  York 

Emeritus  Medical  Director,  New  York  Hospital-Cornell  Medical 
Center  Westchester  Division;  Clinical  Professor  Emeritus, 
Cornell  University  Medical  College 


To  have  lived  in  the  County  of  Westchester  for  the 
past  half  century  is  to  have  had  a grandstand  seat 
from  which  to  observe  many  important  happenings 
and  celebrations.  To  have  been  since  1928  in  the 
service  of  the  Westchester  Division  of  the  New  York 
Hospital-Cornell  Medical  Center  (known  until  1936 
as  the  Bloomingdale  Hospital)  and  active  in  the 
Westchester  County  Medical  Society,  leaves  little  to 
be  desired,  unless  it  be  to  look  forward  with  great 
pleasure  and  privilege  to  the  historical  celebrations 
of  these  two  great  organizations  within  the  next  two 
decades. 

Background 

In  1771  King  George  III  granted  a royal  charter  for 
the  founding  of  the  New  York  Hospital,  the  first  such 
institution  in  New  York  City.  Most  of  us  remember 
the  celebration  of  the  bicentennial  of  this  event  in 
1971.  The  Revolution  delayed  the  reception  of  ci- 
vilian patients  there  until  1791,  and  the  first  psy- 
chiatric patients  were  admitted  in  1792.  About  30 
years  later,  in  1821,  the  psychiatric  service  was  moved 
to  the  present  site  of  Columbia  University  in  north- 
ern Manhattan,  in  the  region  called  Bloomingdale. 
One  of  the  original  hospital  buildings  still  stands  on 
the  campus  of  Columbia.  The  centennial  of  this 
move  was  celebrated  in  White  Plains  in  1921. 

The  hospital  purchased  its  present  property  in 
White  Plains  in  1868,  but  the  site  in  Manhattan  was 
not  sold  to  Columbia  until  1892.  The  institution  was 


moved  to  Westchester  two  years  later. 

Now  we  come  to  a distinguished  medical  family 
and  the  founding  of  the  Westchester  County  Medical 
Society.  The  Society  was  organized  on  May  8, 1797, 
and  the  house  where  this  event  took  place  is  still 
standing  on  Rockledge  Avenue  in  White  Plains. 
Archibald  MacDonald,  M.D.,  was  elected  its  first 
president. 

The  family  was  closely  tied  to  the  New  York  Hos- 
pital by  the  fact  that  Dr.  Archibald’s  son,  James 
MacDonald,  M.D.,  was,  from  1825  to  1837,  physician 
to  the  Bloomingdale  Asylum,  as  the  psychiatric  ser- 
vice on  Harlem  Heights  was  then  known.  His  por- 
trait is  now  in  the  possession  of  the  Westchester  Di- 
vision. He  was  an  able  psychiatrist  who  did  all  he 
could  to  increase  the  hospital  services  to  his  patients. 
Not  only  was  he  interested  in  their  medical  care  and 
the  program  therapies  of  the  day,  but  he  was  also 
involved  in  clinical  research,  making  special  studies, 
and  publishing  work  on  mental  illness  associated 
with  childbirth. 

Dr.  Archibald’s  older  son,  John,  practiced  law  in 
Westchester  and  in  New  York  City.  On  his  retire- 
ment he  became  interested  in  expanding  his  knowl- 
edge of  the  Revolutionary  War  in  Westchester 
County  and  the  surrounding  areas.  He  made  many 
expeditions  to  question  over  200  persons  who  had 
lived  during  those  days  and  who  remembered  the 
happenings  of  the  war  years  in  the  area  often  referred 
to  as  the  “neutral  ground.”  This  was  the  land  be- 
tween the  British  Army,  who  occupied  Manhattan 
until  1783,  and  the  American  forces  in  northern 
Westchester.  The  written  and  preserved  accounts 
of  these  interviews  constitute  a remarkable  record, 
an  important  historical  document  known  as  The 
McDonald  Papers,  (although  the  family  always 
spelled  their  name  “Mac”).  The  original  manuscript 
is  preserved  in  the  Huguenot  and  Historical  Associ- 
ation in  New  Rochelle,  and  copies  are  available  to 
students  in  the  library  of  the  Westchester  County 
Historical  Society.  An  edition,  edited  by  William  S. 
Hadaway  in  1927,  may  be  found  in  many  local  li- 
braries. 

The  future 

Two  decades  hence,  in  1997,  the  Westchester 
County  Medical  Society  will  celebrate  its  200th  an- 
niversary, the  bicentennial  df  the  first  county  medical 
society  in  the  State  of  New  York.  In  the  same  de- 
cade, the  Westchester  division  will  be  celebrating  the 
bicentennial  of  The  New  York  Hospital’s  psychiatric 
department  and  the  centennial  of  its  move  to  White 
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Plains.  These  two  organizations,  so  closely  linked 
by  the  MacDonald  family,  have  both  played  impor- 
tant parts  in  the  care  of  patients  in  Westchester 
County. 

90  Bryant  Avenue 
White  Plains,  New  York  10605 
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More  donors  needed 
for  corneal  transplants 

Corneal  transplants— replacement  of  the  center  of  the 
eye — have  become  routine  on  the  American  medical  scene 
in  the  past  two  decades. 

In  a review  article  in  the  June  27  Journal  of  the  American 
Medical  Association,  MDs  Perry  S.  Binder  and  Kevin  H. 
Charlton  of  San  Diego  point  out  that  some  10,000  corneal 
transplants  are  performed  annually  in  the  United  States. 
The  procedure  is  considered  the  most  successful  organ 
transplant,  they  declare. 

The  procedure  involves  replacement  of  the  cornea,  the 
normally  clear  front  surface  of  the  eye  that  is  similar  to  the 
crystal  of  a watch.  It  is  about  half  an  inch  wide.  The 
cornea  can  become  damaged  by  disease  processes  and  vi- 
sion is  impaired. 

The  operation  is  performed  under  a microscope,  using 
very  thin  needles  and  sutures  to  stitch  the  donated  cornea 
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in  place.  Once  the  eye  has  healed  the  patient  is  then  fitted 
with  eyeglasses  or  contact  lenses  to  enhance  vision. 

The  constant  problem  of  those  involved  in  corneal 
transplants  is  to  obtain  eyes.  Donors  can  be  anywhere 
from  newborns  to  as  old  as  80  years.  Eyes  must  be  re- 
moved within  six  to  eight  hours  of  death.  Any  relative  can 
approve  donation  at  the  time  of  death  by  filling  out  an 
organ  donation  form,  which  may  also  include  other  or- 
gans. 

Many  localities  now  have  eye  banks  that  will  assist  with 
preparations  for  donating  eyes,  and  arrange  for  proper 
storage  of  the  removed  eyes  until  needed  by  a patient. 
Most  eye  banks  are  coordinated  by  the  Eye  Bank  Associ- 
ation of  America.  Surgeons  place  their  patients’  names 
on  a waiting  list  and  the  tissue  is  delivered  as  soon  as 
available. 

Cost  of  a corneal  transplant  today  varies  from  $1,000  to 
$3,000. 

The  Binder-Charlton  study  was  supported  by  a grant 
from  the  San  Diego  County  Medical  Society. 
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The  popular  image  of  the  British  composer  Fred- 
erick Delius  (1862  to  1934)  as  a blind  and  crippled 
recluse  is,  at  best,  an  incomplete  portrait  of  a complex 
personality.  Ken  Russell’s  film  Delius,  first 
broadcast  by  the  BBC  (British  Broadcasting  Com- 
pany) in  1968  and  seen  more  recently  on  American 
television,  tends  to  perpetuate  this  image,  which  is 
an  accurate  reflection  of  only  the  final  phase  of  his 
career.  In  fact,  for  most  of  his  life  he  was  quite  the 
opposite:  physically  vigorous,  even  athletic,  a witty 
raconteur,  and  a genial  companion. 

Travels  and  early  influences 

Delius’  life  can  be  divided  into  two  segments  of 
approximately  equal  length.  The  first  half  is  char- 
acterized by  extensive  travels  on  two  continents, 
concluding  with  a decade  spent  in  Paris,  the  final  half 
by  intensive  creative  activity  until  the  onset  of  the 
illness  which,  in  his  last  decade,  deprived  him  of  both 
his  sight  and  the  effective  use  of  his  limbs.  He  was 
born  on  January  29, 1862,  in  Bradford,  Yorkshire,  to 
parents  of  pure  German  stock.  Demonstrating 
musical  talent  at  an  early  age,  he  became  a proficient 
violinist  and  aspired  to  a career  as  a performing 
musician.  This  goal  was  strongly  opposed  by  his 
father,  a wool  merchant,  who  expected  him  to  carry 
on  the  family  business  concerns.  Following  the  in- 
evitable father-son  confrontation  in  1884,  a third 
course  of  action  was  decided  on;  the  young  Delius 
sailed  to  Florida  as  manager  of  Solano  Grove,  a small 
orange  plantation  on  the  St.  Johns  River  near  Jack- 
sonville. Although  he  proved  an  ineffectual  man- 
ager, this  brief  sojourn  in  Florida  had  a crucial  impact 
on  his  musical  personality,  for  it  was  here  that  he 
encountered  the  Negro  folk  melodies  he  was  later  to 
incorporate  into  such  works  as  the  tone  poem  Ap- 
palachia and  the  opera  Koanga.  His  first  published 
compositions  also  date  from  this  period. 

In  1886,  after  brief  periods  spent  as  a violin  teacher 
in  Danville,  Virginia,  and  as  an  organist  in  New  York 
City,  Delius  left  America  to  pursue  his  musical 
studies  at  the  Leipzig  Conservatory  of  Music.  His 
father,  now  reconciled  to  his  son’s  career,  had  agreed 
to  support  his  further  education.  During  his  two 
years  at  Leipzig,  the  greatest  influence  on  his  musical 


thinking  came  not  from  his  professors  but  from  the 
friendship  and  encouragement  of  the  Norwegian 
composer  Edvard  Grieg,  and  from  the  fjord  country 
of  Norway  itself,  to  which  he  was  repeatedly  drawn 
for  inspiration.  Many  of  his  songs  and  several  tone 
poems  reflect  these  Norwegian  influences. 

By  1888  Delius  had  exchanged  the  academic  rigors 
of  Leipzig  for  the  bohemian  pleasures  of  Paris  at  the 
height  of  the  impressionist  era.  His  companions 
during  the  next  decade  included  the  painters  Paul 
Gauguin  (whose  painting  Nevermore  became  Delius’ 
most  valued  possession),  and  Edvard  Munch,  and  the 
playwright  August  Strindberg.  Among  this  Parisian 
artistic  elite  he  met  the  painter  Jelka  Rosen  in  1896. 
Their  relationship,  and  their  eventual  marriage  in 
1903,  marked  the  beginning  of  a period  of  personal 
stability  and  heightened  musical  productivity  for 
Delius.  In  1897  Jelka  purchased  a house  in  Grez- 
sur-Loing,  a small  riverside  village  in  the  French 
countryside  some  40  km.  south  of  Paris,  which  was 
to  be  their  home  for  the  next  37  years.  In  this  tran- 
quil setting  Delius’  musical  output  became  prolific 
and  he  began  at  last  to  receive  widespread  recogni- 
tion for  his  compositions.  His  most  popular  works 
date  from  his  first  20  years  at  Grez:  “On  Hearing  the 
First  Cuckoo  in  Spring,”  “Summer  Night  on  the 
River,”  “Appalachia,”  “Brigg  Fair,”  “Sea-Drift,”  “A 
Mass  of  Life,”  and  A Village  Romeo  and  Juliet,  to 
name  but  a few. 

Illness  and  invalidism 

Until  1910  Delius  enjoyed  excellent  health. 
British  conductor  Sir  Thomas  Beecham,  an  ardent 
advocate  for  his  compositions  (he  conducted  and 
recorded  many  of  them  memorably),  and  a personal 
friend,  accompanied  him  on  a strenuous  walking  tour 
of  the  mountain  country  of  Norway  during  the 
summer  of  1909,  and  was  hard  pressed  to  keep  up  the 
pace  set  by  the  composer.  While  visiting  England 
in  February,  1910,  however,  Delius  developed  violent 
headaches,  back  pain,  and  a “severe  bilious  attack.”1 
A year  later,  after  trips  to  the  sanatoria  of  Dresden 
and  Wiesbaden  he  felt  better  but  appeared  thin  and 
haggard.2  There  are  few  direct  references  to  his 
health  during  the  next  10  years,  although  Jahoda3 
reports  that  between  1916  and  1921  his  symptoms 
included  blurred  vision,  back  pain,  headaches,  and 
numbness  of  his  hands. 

In  1921  more  alarming  signs  of  physical  decline 
appeared:  weakness  of  the  legs  with  unsteady  gait, 
loss  of  control  of  hand  function  (rendering  him  un- 
able to  write  letters  or  music),  and  excruciating 
shooting  pains  in  his  arms  and  legs.  In  1922  and  1923 
he  was  able  to  ambulate  using  two  canes,  but  felt 
“unsteady  in  the  legs.”  After  a course  of  electroth- 
erapy in  1924  he  regained  sufficient  hand  function 
to  write  letters  rather  than  dictating  them  to  his  wife, 
but  this  improvement  was,  sadly,  a brief  one;  by  the 
following  summer  his  vision  and  mobility  had  dete- 
riorated to  the  point  of  complete  blindness  and 
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wheelchair  dependence,  in  which  condition  he  re- 
mained until  his  death  nine  years  later. 

Into  the  Delius  household  in  1928  came  Eric 
Fenby,  a young  devotee  of  his  music  who  volunteered 
to  serve  as  an  unpaid  amanuensis  for  the  ailing 
composer;  the  details  of  their  unique  association  are 
movingly  recounted  in  the  memoir  Delius  as  I Knew 
Him. 4 Through  the  selfless  assistance  of  this  dedi- 
cated musician  Delius  was  able  to  compose  several 
new  works  and  to  revise  or  complete  several 
others. 

In  early  1934  Delius’  shooting  pains,  a frequent 
source  of  great  suffering,  became  even  more  severe 
and  required  the  use  of  medication.  Salt,  meat,  fish, 
and  alcohol  were  eliminated  from  his  diet  at  this 
time.  Ironically,  the  onset  of  his  final  deterioration 
coincided  with  the  discovery  of  his  wife’s  cancer, 
which  necessitated  her  hospitalization  and  surgery. 
Eric  Fenby  hastily  returned  from  England  to  help 
care  for  the  composer,  but  by  June  7 Delius  was  al- 
most stuporous,  requiring  morphine  injections  at 
four-hour  intervals  for  pain.  Jelka  prematurely  left 
her  hospital  bed  to  be  with  him  in  his  last  hours.  He 
died  quietly  on  June  10, 1934,  and  was  buried  in  the 
churchyard  of  Grez  until  his  reinterment  in  England 
on  May  24, 1935.  Too  ill  with  pneumonia  to  attend 
the  latter  ceremony,  Jelka  died  four  days  later. 

Comment 

Delius  was  in  robust  health  up  to  the  age  of  48,  with 
the  notable  exception  of  a syphilitic  infection,  the 
occurrence  of  which  is  confirmed  by  several  of  his 
biographers.2’5,6  Jefferson2  feels  that  he  probably 
contracted  syphilis  in  Paris  during  the  latter  years 
of  the  nineteenth  century,  at  which  time  the  disease 
was  rampant  there.  From  1910  onward  the  com- 
poser was  plagued  by  headaches  and  back  pain. 
Over  a 5-  to  10-year  period  his  vision  progressively 
declined  until  he  was  completely  blind  by  1925; 
concurrently,  a progressive  neurologic  disorder  ren- 
dered him  wheelchair  bound  and  unable  to  write  or 
to  care  for  himself.  There  was  no  documented 
bladder  or  bowel  dysfunction.  His  mental  faculties 
were  entirely  unaffected  throughout  the  course  of  his 
illness.7-9  A striking  symptom  was  the  occurrence 
of  lancinating  pains  in  his  arms  and  legs,  often  of 
excruciating  severity,  which  were  made  worse  by 
changes  of  climate.10 

The  picture  that  emerges  is  of  a totally  dependent, 
quadriplegic  man.  However,  a passage  from  Fenby’s 
Delius  As  I Knew  Him 4 demonstrates  that,  in  fact, 
the  composer  could  even  ambulate  after  a fashion: 
...  he  would  try  to  walk.  This  could  only  be  done 
when  three  of  us  were  present — one  to  support  him  on 
either  side  and  the  other  to  follow  behind  him  with  a 
chair  and  air-cushion.  . . . He  kicked  out  sideways 
with  his  left  foot,  with  no  sense  of  direction  or  control, 
and  the  right  food  did  likewise.  After  5 or  6 yards  of 
this  stumping  along  ...  he  was  unable  to  totter  a step 
farther,  they  lowered  him  into  it  (his  chair),  panting 
for  breath 


Elsewhere,  Fenby5  describes  how,  while  working 
on  a new  composition,  Delius  was  transformed  from 
an  inert  form  slumped  in  his  chair  into  an  upright, 
gesticulating  figure  whose  gestures  resembled  those 
of  a pugilist.  These  descriptions  demonstrate  that 
he  had  considerable  residual  motor  function  in  his 
limbs,  but  lacked  fine  motor  control  and  coordina- 
tion. 

The  visual  and  neurologic  symptoms  of  Delius’ 
final  illness  can  be  explained  on  the  basis  of  the  late 
manifestation  of  neurosyphilis,  specifically  tabes 
dorsalis.  The  shooting  pains  and  gait  disturbance 
described  previously  are  both  characteristic  of  tabes, 
and  optic  atrophy  is  a frequently  associated  com- 
plication,11 usually  progressing  to  blindness  within 
10  years  of  onset  if  untreated.12  The  “bilious  attack” 
of  1910  may  well  have  been  a visceral  crisis,  episodes 
of  severe  abdominal  pain  also  seen  in  tabetic  neuro- 
syphilis. Any  concomitant  motor  weakness  could 
have  resulted  from  involvement  of  the  anterior  roots 
and/or  spinal  cord  by  pachymeningitis  (tabetic 
amyotrophy).13  Dementia  paralytica  seems  ruled 
out  by  the  lack  of  any  mental  changes  throughout  the 
course  of  the  illness. 

Conclusion 

Although  severely  disabled  by  the  effects  of  terti- 
ary syphilis  in  his  last  decade,  Delius  enjoyed  a lively 
and  productive  existence  for  more  than  a half  century 
before  the  onset  of  his  illness.  His  compositions, 
although  occasionally  drawing  on  Norwegian  and 
Negro  folk  elements,  stand  apart  from  any  of  the 
musical  styles  of  the  time,  remaining  at  all  times 
distinctly  Delian. 

Rehabilitation  Medicine 
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The  human  mind  is  too  limited  and  fallible  ever  to  be 
able  to  fathom  the  final  causes  of  disease. — Thomas 
Sydenham  (1642-1689) 

Throughout  the  history  of  man,  disease  has  per- 
sistently dogged  his  footsteps  and,  not  infrequently, 
shaped  his  destiny.  Fossil-bearing  rocks  where 
bacteria  were  found,  and  fossil  bones  of  prehistoric 
man  and  extinct  animals  with  obvious  disease,  attest 
to  a long  chronicle.  In  this  essay  I will  try  to  show 
how  socioeconomic,  religious,  magical,  rational,  and 
intellectual  ideas  and  institutions,  singly  or  in  com- 
bination, have  influenced  man’s  reasoning  about 
disease. 

The  economic  structure  of  society  is,  probably,  the 
oldest  bond  with  disease.  An  extremely  primitive 
tribe,  the  Kuba,  who  live  in  a primeval  forest  in  Su- 
matra, have  survived  under  an  exceedingly  backward 
communal  means  of  production.  A tribal  member 
incapacitated  through  accident  or  illness  becomes  a 
drain  on  the  meager  community  reserves.  The  suf- 
ferer, now  a dependent  and  no  longer  a contributor, 
is  abandoned. 

Magical  cures 

Theologic  dogma  and  magical  beliefs  first  made 
their  appearance  in  man’s  thinking  about  disease  in 
primitive  tribes  striving  to  understand  and  master 
nature.  They  had  become  food  producers  rather 
than  just  food  gatherers.  Their  economic  advance 
was  evident  in  property  relations  and  class  distinc- 
tions and  in  intellectual  advance,  in  more  thought, 
ideas,  and  skills.  Confronted  with  disease,  they  de- 
vised magical  defenses  of  amulets,  taboos,  and 


charms,  as  well  as  a supernatural  structure  of  gods, 
demons,  and  spirits.  Primitive  man  rationalized 
disease  as  being  possessed  by  the  spirit  of  a man  or 
animal,  injured  or  killed,  seeking  vengeance;  invasion 
by  a demon  for  offending  a god  or  violating  a taboo; 
or  something  inserted  or  removed  from  his  body  by 
a foe  possessing  greater  magic.  To  destroy  or  evict 
the  offender,  a tribal  member,  who  served  as  sorcerer, 
priest,  and  physician,  was  consulted.  He  was  an 
impressive  character  with  superior  endowments  and 
skill  in  legerdemain.  He  expertly  combined  magic 
(frightening  noises,  songs,  dances,  and  masks),  em- 
piricism (massage,  herbs,  sweat  baths,  fumigation, 
bloodletting,  emetics,  purges,  and  surgery),  and  re- 
ligious rites  and  rituals. 

Ancient  civilizations,  in  contrast  with  primitive 
social  forms,  were  characterized  by  a much  more 
advanced  social  and  economic  structure,  including 
slavery;  more  developed  property  relations  and  class 
differences;  accumulated  observations;  and  greater 
experience,  skills,  inventiveness,  and  higher  intelli- 
gence. Reasoning  about  disease  did  not,  however, 
go  beyond  magic,  religion,  and  empiricism;  Hippo- 
cratic medicine  was  the  sole  exception.  It  promul- 
gated the  ideas  that  the  human  body  has  innate 
healing  power  and  that  disease  is  a natural  pro- 
cess. 

In  the  classical  Greek  period,  illness  represented 
humiliating  inferiority,  and  health  was  extravagantly 
glorified.  “Is  there  aught  more  valuable  than 
health?”  asked  Socrates  (469  to  390  B.C.).  Rejection 
of  deistic  or  demoniac  origin  of  disease  and  search  for 
its  natural  origin  in  man  himself,  his  hygiene,  and  his 
environment  was  the  goal  of  Hippocrates  (460  to  390 
B.C.).  The  stimulus  had  been  those  remarkable  and 
meritorious  Ionians  of  Miletus  in  Asia  Minor,  who 
observed  nature  and  probed  for  its  secrets. 

Hippocratic  influence 

To  understand  disease,  Hippocratic  physicians 
turned  to  observation,  experience,  reasoning,  and 
exact  recording.  They  studied  environment,  diet, 
rest,  and  exercise  in  relation  to  health  and  illness. 
Disease,  they  concluded,  was  an  imbalance  of  the 
humors  induced  by  natural  causes:  stress,  emotion, 
season,  climate,  food,  inherited  constitution,  and 
corruption  of  the  atmosphere.  They  restored  equi- 
librium by  rational  methods:  diet,  fresh  air,  herbs, 
hydrotherapy,  and  vis  medicatrix  naturae — the 
mainstay  of  Hippocratic  therapeutics.  In  the  history 
of  man,  this  was  the  first  rational  train  of  thought 
about  disease.  Aristotle  (384  to  321  B.C.)  accepted 
nature’s  role  in  disease  but  assigned  divine  character 
to  its  manifestations. 

Hippocratic  physicians  were  itinerant  craftsmen, 
who  served  those  who  could  pay.  The  poor  sought 
miracle  cures  in  the  sacred  temples  of  Aesculapius, 
a mythical  healing  deity.  He  was  the  offspring  of  the 
maiden  Coronis,  who  was  possessed  by  Apollo. 
Discovering  that  her  father  had  chosen  a husband, 
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Apollo  slew  the  groom,  and  Artemis,  Apollo’s  twin 
sister,  slew  the  bride. 

Apollo  liberated  the  infant  from  the  dead  mother’s 
womb  and  placed  him  in  the  care  of  Chiron  the 
Centaur,  who  instructed  the  young  deity  in  disease 
and  herbs.  Many  temples  were  dedicated  to  the 
healing  god;  the  most  renowned  was  in  Epidaurus 
near  the  bay  of  Nauplia.  Following  purification  rites, 
the  holy  of  holies  was  entered  where  stood  the  mas- 
sive, awesome  gold  and  ivory  Aesculapius  before 
which  the  suppliant  made  sacrifices.  Within  the 
calm  and  beautiful  temple  courts,  the  patient  lay 
down  on  a couch,  fell  into  a deep  sleep,  and  dreamed 
that  Aesculapius,  or  Hygeia,  his  daughter,  or  the  sa- 
cred snake  appeared.  On  awakening,  the  illness  was 
cured. 

E vil  of  illness 

A pestilence,  we  are  told,  struck  Rome  in  the  third 
century  B.C.,  and  emissaries  were  sent  to  fetch  the 
sacred  snake.  When  they  returned  and  sailed  up  the 
Tiber,  the  epidemic  subsided.  Unlike  the  Hebrews, 
the  Greeks  had  no  prophets,  but  had  poets  and  phi- 
losophers who  were  concerned  with  their  deities. 
Disease  as  a chastening  instrument  of  the  gods  is 
revealed  in  the  first  book  of  the  Iliad  (circa  1,000 
B.C.).  Homer  describes  a plague  affecting  the  at- 
tacking Greeks  because  Agamemnon  dishonored 
Chrysis  the  priest. 

Babylonia,  which  preceded  the  Hebrews  in  for- 
mulating laws  of  hygiene,  viewed  disease  as  posses- 
sion by  an  evil  spirit  sent  by  the  gods.  Physician- 
priests  treated  illness  with  elaborate  religious  rites 
and  empiric  measures.  Prognosis  was  determined 
by  inspection  of  the  liver  of  a sacrificed  animal, 
dream  interpretation,  motion  of  a drop  of  oil  on 
water,  and  astrology. 

To  the  Egyptians,  illness  was  also  an  evil  spirit  sent 
by  the  gods.  Physicians  were  better  observers;  they 
had  knowledge  of  pulse  lore  (unknown  to  Hippoc- 
rates). Many  specialized  in  one  disease,  and,  in 
therapy,  they  mingled  magic  with  less  religion  and 
more  empiricism  than  did  the  Babylonians.  The 
healing  god  of  Egypt  was  Imhotep  (circa  3,500  B.C.), 
who  was  a gifted  priest  and  physician.  His  tomb,  the 
Step  Pyramid  at  Sakkaro  near  Memphis,  became  a 
shrine  where  miracle  cures  were  wrought.  The 
Ptolemies,  the  Greek  kings  of  Egypt,  identified  him 
with  Aesculapius,  and  his  temple  as  Aesclepian. 

Ancient  Hebrews  worshipped  one  God.  Illness 
was  proof  of  divine  displeasure,  wrath  of  Jehovah, 
and  punishment  for  sinful  conduct.  The  Talmud 
recognized  exorcism,  and  noted  “evil  spirits  that  hide 
in  crumbs,  water, . . . air.”  Amulets  were  worn  and 
have  continued  to  be  worn  despite  the  admonition 
of  Maimonides  (1135  to  1204  A.D.),  “Do  not  be  led 
astray  by  amulets.”  The  Book  of  Leviticus,  an  in- 
tellectual advance  free  of  the  fetters  of  the  super- 
natural, incorporated  rational  rules  of  hygiene,  san- 
itation, and  quarantine. 


It  is  recorded  that  when  Rabbi  Akiba  ben  Joseph 
(50  to  135  A.D.)  was  asked  to  explain  why  ill  people 
are  sometimes  cured  in  a heathen  temple,  he  replied: 
“Human  ills  come  to  an  end  one  day  or  another,  and 
it  is  mere  coincidence  that  the  sick  people  entered  the 
heathen  temple  just  at  the  moment  when  their  dis- 
ease was  at  the  point  of  leaving  them.  Do  you  expect 
the  Lord  to  change  the  course  of  nature  for  the  sole 
purpose  of  preventing  fools  from  falling  into  errors 
and  superstition?” 

Miracle  cures 

Early  Christianity  glorified  disease.  It  promised 
healing,  redemption,  and  eternal  life  in  glory;  this 
attracted  the  poor,  the  sick,  the  oppressed,  slaves, 
and  women.  Disease  was  grace,  purification,  and 
closeness  to  the  Saviour.  The  ill  were  no  longer 
abandoned.  Miracle  cures  were  performed  as  in  the 
temples  of  pagan  gods.  Jesus,  the  Son  of  God,  pos- 
sessed power  over  death,  demons,  and  disease.  He 
healed  the  blind,  the  demoniac,  and  the  paralytic; 
and,  by  the  miracle  of  faith,  those  who  touched  His 
garments  or  whom  He  touched;  and,  by  the  divine 
spirit  in  His  words  “Be  thou  clean,”  healed  the  leper. 
His  apostles  preached  the  faith  and  healed  the  sick. 
Peter  and  Paul  restored  life  to  a dead  man  and  cured 
the  ailing  without  contact. 

The  Middle  Ages  settled  over  western  Europe 
shortly  after  the  death  of  Galen  (circa  200  A.D.).  Its 
economic  structure  was  dominated  by  extensive 
property  possessions  by  church  and  hereditary  no- 
bility, and  by  strict  class  divisions  from  which  there 
was  no  escape.  Galenic  medicine  and  Aristotelian 
philosophy  were  given  church  sanction,  and  Hippo- 
cratic reason  was  suppressed  because  it  challenged 
the  supernatural.  The  dead  hand  of  authority  was 
a weight  felt  by  every  scholar  seeking  to  advance 
knowledge.  Famine,  poverty,  epidemics,  war,  filth, 
and  vermin  prevailed;  life  was  obsessed  with  mysti- 
cism and  religion. 

Religious  influence 

In  the  sixth  century,  Pope  Gregory  I disapproved 
of  the  study  of  medicine.  Faith  in  healing  shrines, 
laying  on  of  hands,  saintly  relics,  prayer,  making  the 
sign  of  the  cross,  exorcism,  and  shrines  dedicated  to 
the  appropriate  saints  were  the  accepted  paths  to 
healing.  Emperor  Justinian  (circa  sixth  century) 
built  the  Church  of  Saints  Cosmos  and  Damien;  ail- 
ing pilgrims  came  to  this  sanctuary  (as  did  those  to 
pagan  temples)  to  sleep  and  dream  that  the  saints 
would  appear  and  achieve  their  recovery.  Until  re- 
cently, Egyptian  Jews  suffering  severe  illness  were 
carried  to  the  Synagogue  of  Maimonides  in  Cairo 
where  they  spent  the  night  in  the  hope  that  the  rev- 
ered rabbi  and  physician  would  appear  in  their 
dreams  and  offer  healing.  In  the  Middle  Ages  it  was 
believed  that  syphilis  and  leprosy  were  punitive 
diseases;  mental  ailments  were  of  devil  possession, 
and  hysteria  was  the  womb  wandering  through  the 
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body.  The  frequent  epidemics  were  attributed  to 
God’s  anger,  to  well-poisoning  by  Jews,  and  to  as- 
trologic  phenomena;  such  were  believed  to  be  the 
cause  of  the  “Black  Death”  (1348),  which  killed  a 
quarter  of  Europe’s  population:  “Houses  were 

empty,  cities  deserted,  farms  unattended,  fields  full 
or  corpses,  and  everywhere  a horrible  loneliness.” 
The  kings  of  France  and  England,  on  being  anointed 
with  “holy  oil,”  acquired  the  “miraculous  touch” 
whereby  they  cured  “mal  de  roi.”  In  this  abysmal 
darkness,  there  was  one  ray  of  light — compassion. 
Hospitals  were  founded;  clerics  acted  as  physicians 
and  surgeons,  and  nuns  and  monks  as  nurses. 
However,  in  the  twelfth  century  the  Council  of  Tours 
decreed  “Ecclesia  abhoret  sanguine”  and  prohibited 
monks  from  practicing  surgery;  the  Council  of 
Rheims  proclaimed  that  inasmuch  as  disease  is  not 
natural,  the  study  of  physic  to  monks  is  forbidden. 
In  the  thirteenth  century,  the  Lateran  Council  for- 
bade doctors  to  treat  the  ill  without  ecclesiastical 
assistance;  in  the  sixteenth  century,  Pope  Pius  V 
decreed  that,  since  bodily  infirmity  arises  from  sin, 
no  physician  could  treat  the  ill  unless  a priest  was 
present  to  receive  confession. 

Feudalism  began  to  disintegrate  in  the  fifteenth 
and  sixteenth  centuries  when  it  hindered  the  progress 
of  new,  productive  forces.  A new  economic  structure, 
capitalism,  gradually  evolved;  this  released  serfs  from 
the  land,  created  wage  labor,  and  replaced  cottage 
industry  with  large-scale  manufacturing.  In  the 
seventeeth  century,  a scientific  revolution  flourished; 
science  and  technology  advanced,  new  instruments 
for  production  were  invented,  navigation  and 
transportation  were  extended,  and  man’s  under- 
standing of  nature  matured.  Nonetheless,  the  in- 
fluence of  religion  and  the  fear  of  the  unknown  still 
prevailed.  Disease  and  epidemics  were  accounted 
for  by  an  “act  of  God,”  “God’s  displeasure,”  and  a 
“scourge  of  God  for  man’s  sins  in  the  world”;  the 
plague  epidemic  of  1665  in  England  was  ascribed  by 
the  pious  to  just  vindication  of  God’s  wrath  on  the 
nation’s  sins.  Indeed,  men  of  serious  minds  readily 
accepted  comets  as  an  influence,  and  authorities 
turned  not  to  the  College  of  Physicians  but  to  an  arch 
quack  when  seeking  relief  from  the  plague. 

Robert  Hooke  and  Anton  van  Leeuwenhoek,  sev- 
enteeth century  scientists,  believed  they  were  re- 
ceiving the  revelations  of  the  “Infinite  wisdom  of  the 
Creator”  as  they  peered  into  their  microscopes. 
Thomas  Sydenham  and  John  Locke,  English  physi- 
cians, thought  the  microscope  unnecessary  and  be- 
lieved that  it  intruded  into  areas  of  divine  mystery 
God  had  not  intended  man  to  penetrate.  William 
Harvey,  M.D.,  believed  blood  was  divine;  Jan  van 
Helmont,  Belgian  physician,  and  Robert  Boyle,  Irish 
scientist,  were  exploring  “the  handiwork  of  the  Al- 
mighty” when  they  conducted  chemical  research. 
The  Rev.  Stephen  Hales  in  the  eighteenth  century 
and  Prof.  Louis  Pasteur  in  the  nineteenth  century 
looked  on  themselves  as  instruments  in  the  hands  of 
the  Lord. 


Enlightenment 

In  the  nineteenth  century,  the  capitalist  economy 
surged  ahead,  and  along  with  it  increasing  mastery 
of  nature.  Laboratory  and  experimental  research 
rapidly  expanded;  man  perfected  his  knowledge  and 
enlarged  his  rational  reasoning  about  disease.  At 
this  point  it  is  important  to  keep  in  mind  that  all 
advances  in  medicine  usually  depend  on  previous 
ones,  no  matter  how  slight,  and  would  not  be  possible 
without  them.  As  early  as  the  thirteenth  century, 
Roger  Bacon  (1214  to  1294),  an  English  Franciscan 
monk,  preached  reason  and  experiment,  suffered 
imprisonment  for  15  years,  and  his  writings  were 
banned  for  500  years. 

The  nature  and  transmission  of  bacterial  disease 
had  a long  history  and  did  not  begin  with  Louis 
Pasteur  (1822  to  1895).  But  Pasteur  molded  man’s 
thinking  and  reasoning  about  disease  in  his  brilliant 
theory  of  germ  causation  of  disease  (1880),  and 
helped  emancipate  man  from  primitive  fears  of  the 
unknown.  In  the  second  half  of  the  nineteenth 
century,  both  Pasteur  and  Claude  Bernard,  M.D., 
attracted  interest  in  laboratory  research  that  reached 
its  most  accomplished  formulation  in  the  latter’s 
brilliant  Introduction  to  the  Study  of  Experimental 
Medicine  (1865). 

Scientific  progress 

The  twentieth  century  has  been  an  era  of  greatest 
scientific  progress,  sophisticated  curative  medicine, 
and  rational-intellectual  reasoning  about  disease. 
Man  recognizes  pathologic  states  other  than  those 
due  to  germs  and  toxins.  He  realizes  the  influence 
of  vitamins  in  health  and  disease;  hormones  in 
growth,  development,  metabolism,  and  reproduction; 
and  emotion  and  stress  in  illness  (Hippocrates).  But 
the  menace  to  health  is  not  from  these  alone.  War, 
poverty,  hunger,  and  poor  sanitation  continue  to 
foster  disease;  “healers”  of  supernatural  cults  exor- 
cise disease  with  the  same  magico-religious  maneu- 
vers of  their  mentors  in  primitive  and  ancient  so- 
cieties. I belive  that  when  man  finally  secures  his 
freedom  from  war  and  poverty,  then  his  reasoning 
about  disease  will  be  released  from  all  restrictive 
ideas  and  institutions. 

The  eminent  Thomas  Sydenham  erred. 
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It  has  long  been  a tenet  of  human  civilization  that 
its  primitive  taboos  are  usually  rooted  in  ancient 
concerns  about  the  survival  of  its  race,  and  thus  are 
never  easily  forgotten,  even  in  the  twentieth  century.1 
Masturbation  represents  an  excellent  example  of  this 
rule,  for  even  today  it  evokes  much  societal  con- 
cern. 

Pre-1700  era 

The  initial  statement  on  masturbation  is  often 
incorrectly  attributed  to  the  Gen.  38:9  account  of 
Onan,  and  thus  onanism  has  been  used  as  a synonym 
for  masturbation.  After  Onan’s  brother  died,  he  was 
instructed  to  impregnate  his  widowed  sister-in-law, 
according  to  the  levirate  marriage  concept.2  Its 
purpose  was  to  prevent  a widow  from  remaining 
childless,  thus  not  contributing  to  that  race’s  survival. 
Onan  refused  and,  after  coitus  with  her,  performed 
coitus  interruptus.  His  resultant  condemnation  was 
severe,  since  he  did  not  obey  the  levirate  marriage  law 
and  since  he  wasted  his  “seed”  (sperm),  a very  pre- 
cious substance  in  an  era  of  high  mortality  rates. 
Masturbation,  although  not  the  same  as  coitus  in- 
terruptus, has  also  been  disapproved  of,  partially 
because  it  “wastes”  sperm. 

At  least  since  the  time  of  Hippocrates  (400  B.C.), 
masturbation,  along  with  excessive  sexual  activity, 
has  evoked  negative  attitudes  among  most  individ- 
uals/1 “Excessive”  coitus  and  masturbation  were  felt 
to  be  harmful  to  human  health,  although  exactly  how 
was  usually  not  clear.  Occasionally,  increased  or 
decreased  cerebral  blood  flow  was  stated  as  the 
mechanism.  Again,  the  heart  of  this  concern  was 
fear  it  would  cause  lethargy  and  then  prevent  pro- 
creation of  healthy  progeny.  Galen,  in  A.D.180,  said, 


“Watch  carefully  over  this  young  man,  leave  him 
alone  neither  day  nor  night;  at  least  sleep  in  his 
chamber.  When  he  has  contracted  this  habit 
(masturbation),  the  most  fatal  to  which  a young  man 
can  be  subject,  he  will  still  carry  its  baneful  effects  to 
the  tomb,  his  mind  and  body  will  be  always  ener- 
vated.”4 However,  it  was  not  until  the  eighteenth 
and  nineteenth  centuries  that  strong  universal  con- 
demnation of  masturbation  developed. 

1700  to  1900  era 

In  1708,  Boerhaave,  the  famous  Dutch  physician, 
re-emphasized  the  concept  that  too  much  sex  pro- 
duces illnesses,  such  as  extreme  fatigue,  convulsions, 
cerebral  pain,  tabes  dorsalis,  and  others.  The  first 
important  printed  attack  on  masturbation  (versus 
generalized  sexual  activity)  occurred  with  the  pub- 
lication of  a book  in  1716,  entitled,  Onania,  The 
Heinous  Sin  of  Self-Pollution. 3 The  author,  whose 
name  might  be  Bekker,  was  probably  a minister  with 
minimal  medical  knowledge.5  Its  account  is  more 
a religious  condemnation,  scattered  throughout  with 
a sprinkling  of  medical  terms.  Its  basic  principle  was 
that  masturbation  is  very  injurious  to  human  health; 
this  is  a thesis  that  fit  well  with  the  moral  tone  of  this 
time,  an  era  when  sexuality  was  important  for  civi- 
lization’s survival,  but  certainly  not  for  pleasure  or 
thought. 

Onania  might  have  been  forgotten  if  a Swiss 
physician,  Tissot,4  had  not  written  his  famous  text- 
book in  1766,  called  A Treatise  on  the  Diseases 
Produced  by  Onanism.4  Several  reprintings  oc- 
curred until  1832,  since  it  became  a very  influential 
book,  mobilizing  the  medical  profession  to  accept  the 
thesis  that  many  illnesses  were  caused  by  the  practice 
of  masturbation.6  The  term  is  derived  from  two 
Latin  words  for  “hand”  (manus)  and  “defilement” 
(stupratio),  and  thus  the  term  manustupration  is  also 
a synonym  for  masturbation.  It  became  a firm 
medical  tenet,  in  the  eighteenth  and  nineteenth 
centuries,  that  medical  afflictions  resulted  from 
manual,  genital,  orgasmic  manipulation.  These  in- 
cluded insanity,  epilepsy,  constipation,  vision  and 
hearing  deficits,  headaches,  cardiac  arrhythmias, 
rickets,  conjunctivitis,  severe  lethargy,  small  penile 
size,  acne,  dysmenorrhea,  nymphomania,  poor  gen- 
eral health,  and  more.7  At  one  point,  two  thirds  of 
all  human  diseases  (medical  and  mental)  were  at- 
tributed to  masturbation.  Voltaire  (1784),  Rousseau 
(1762),  Claude-Francois  Lallemand  (1842:  Invol- 
untary Seminal  Losses),  Benjamin  Rush,  M.D., 
(1812:  Des  Maladies-Mentales),  and  other  scholars 
(medical,  philosophic,  and  religious)  agreed  with  this 
concept.3 

Much  has  been  written  concerning  how  the  medi- 
cal profession  could  accept  such  a theory.  Some  even 
felt  these  physicians  were  sadistic  in  their  approach 
to  patients.8  Such,  however,  was  not  the  case.  The 
medical  profession  allowed  the  moral  tones  of  society 
to  dictate  important  aspects  of  medical  dogma.  The 
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primitive  concern  over  loss  of  sperm  in  a wasteful 
(that  is,  nonprocreative)  manner  contributed  to  this. 
However,  a dominant  factor  also  was  the  availability 
of  a ready-made  excuse  to  implicate  a factor  (mas- 
turbation) as  a leading  cause  of  high  morbidity  and 
mortality  rate  that  physicians  could  do  little  to  cor- 
rect. In  a time  when  the  “barbarous”  physician  had 
little  to  offer,  it  was  convenient  to  blame  most  of 
these  untreatable  disorders  on  the  patient  and  his/ 
her  own  actions.  Physicians  even  felt  they  could 
diagnose  masturbatory  individuals  by  their  “char- 
acteristic” appearance:  vacant  stare,  easy  blushing, 
callous  or  timid  nature,  and  an  inability  to  form 
stable  love  relationships. 

Rational  thinking  on  this  topic  was  rare  during  this 
era.  It  was  not  until  1838  that  a German  physician, 
Flemming,9  even  questioned  whether  masturbation 
was  cause  or  effect  in  mental  disorders.  In  1868, 
Skae10  only  implicated  masturbation  in  a specific 
form  of  insanity  that  he  felt  did  not  have  an  inevita- 
bly poor  prognosis.  Continued  concern  over  the 
contribution  of  masturbation  to  teenage  insanity  was 
expressed,  in  1888,  by  Clouston11  and  Spitzka.12 

Once  the  diagnosis  of  masturbatory  induced  illness 
was  made  and  the  blame  "properly”  placed  on  the 
patient,  various  treatment  regimens  were  estab- 
lished3,7: informing  and  disciplining  the  patient, 

special  diets,  exercise,  local  application  of  camphor 
or  potassium  bromide  (or  other  dermatologic  agents), 
cautery  of  genitals  or  spine,  opium,  electrodesiccation 
of  bladder  or  rectum,  mechanical  devices  to  prevent 
tumescence  (such  as  the  spermatorrhea  ring),13  cir- 
cumcision, clitoridectomy, 14-16  and  even  castra- 
tion.7,17 According  to  Spitz,5  mechanical  restraints 
were  the  treatment  of  choice  for  masturbation  in 
nineteenth-century  France;  surgery  was  employed 
in  England,  and  patient  education  with  disciplinary 
measures  in  Germany.  From  1890  to  1925,  there  was 
a medical  group  in  the  United  States,  called  the  Or- 
ificial  Surgery  Society.5  These  physicians  granted 
training  in,  and  advocated  genital  surgery  for,  cor- 
rection of  such  conditions  as  masturbation.  They 
had  their  own  publication,  Journal  of  Orificial 
Surgery,  and  their  own  text  book.18 

The  assertion  that  illness  was  induced  by  mas- 
turbatory activity  peaked  in  the  mid-  to  late  nine- 
teenth century.  Gradually,  the  medical  view  shifted 
from  blaming  masturbation  as  an  etiologic  agent  to 
associating  it  with  many  disorders,  and  then  to  em- 
phasizing the  importance  of  the  effect  of  the  guilt 
associated  with  its  use.  West,  1866, 19  stated  that  at 
least  epilepsy  was  not  due  to  masturbation  and  de- 
plored clitoridectomy  as  a treatment  for  seizures. 
Kraepelin,20  the  famous  German  physician,  wrote  in 
1896  that  insanity  was  never  caused  by  onanism  (or 
masturbation). 

1900  to  1925  era 

Clouston  (1904)21  felt  that  masturbation  was  not 
a cause  of  medical  or  psychological  illness  and 


championed  the  twentieth  century  concept  of  the 
negative  effect  of  the  guilt  secondary  to  societal 
condemnation  of  masturbation.22,23  Wittels  (1916)24 
re-emphasized  the  old  moral  concept  that  mastur- 
bation was  wrong  because  it  prevented  sexual  union 
of  male  and  female,  thereby  being  a negative  pro- 
creational  act.  Robinson  (1913)25  wrote  that  ex- 
cessive masturbation,  not  masturbation  itself,  was 
the  problem.  Thus  a more  lenient  approach  to 
masturbation  was  gradually  forming. 

1925  to  1950  era 

Most  articles  on  masturbation  after  the  mid  1920s 
appeared  in  the  psychiatric  or  psychologic,  and  not 
the  medical,  literature.26-39  Some  residual  feeling 
implicating  masturbation  in  mental  disorders  re- 
mained,29,30 since  this  negative  concept  with  its  roots 
firmly  planted  in  antiquity  did  not  weaken  easily. 
Masturbatory  treatment,  such  as  cautery  of  the  spine 
or  genitals,  and  clitoridectomy,  was  done  until  the 
early  1900s;  castration  occurred  at  least  until  1911  (to 
a 10-year-old  boy),17  and  circumcision  until  the 
1940s.  However,  the  negative  attitude  toward 
masturbation  had  definitely  lightened  by  the  end  of 
this  era.  A widely  used  pediatric  textbook  in  the 
1936  edition  recommended  circumcision,  double 
side-splints  (such  as  those  used  to  treat  fracture  of 
the  femur),  and  cauterization  of  the  clitoris.40 
However,  the  1940  edition  stated  that  masturbation 
is  harmless,  although  the  worry  and  guilt  associated 
with  it  can  be  damaging.41 

Wolfenstein42  reviewed  the  Infant  Care  bulletins 
issued  by  the  U.S.  Government  from  1914  through 
1951,  and  noted  changes  in  attitude  and  punitive 
practice  during  World  War  II  similar  to  those  pre- 
sented in  the  textbooks  of  Holt  and  McIntosh40,41 
before  and  after  1940. 

1950  to  present 

It  was  not  until  the  late  1950s  or  early  1960s  that 
it  became  a really  widespread  belief  that  masturba- 
tion, indeed,  does  not  cause  medical  or  psychiatric 
disorders,  although  many  religious  groups  continue 
to  condemn  it.  The  literature  of  the  past  20  to  25 
years  has  been  characterized  by  a remarkable,  gen- 
eralized acceptance  of  this  act  as  an  aspect  of  human 
sexuality,  and  by  a desire  to  study  it  carefully.  This 
certainly  parallels  the  freer  attitude  toward  sexuality 
also  noted  in  this  era;  more  psychoanalytic  theory  has 
also  been  added.43-53  Masturbation  is  now  recog- 
nized as  a common  phenomenon  which  is  noted  in 
utero,54  in  infants,  children,  teenagers,  and  adults. 
In  addition,  the  current  attitude  is  marked  by  spe- 
cific, scientific  investigation  into  various  aspects  of 
this  topic. 

Miller  and  Lief55  concluded  that  97  percent  of 
males  and  78  percent  of  females  masturbate.  The 
writings  of  Kinsey,  Pomeroy,  and  Martin,56  Kinsey 
and  Gebbard,57  and  Reevy58  agree  with  this  fre- 
quency of  masturbatory  practice  among  human 
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beings.  Bakwin51  has  emphasized  the  occurrence  of 
orgasmic  genital  self-stimulation  in  infants.  Others 
emphasize  the  importance  of  seeking  precipitating 
factors  in  this  young  age  group,  such  as  tight  clothes, 
diaper  dermatitis,  pinworms,  phimosis,  genital  pru- 
ritus, chapped  skin,  and  others.52  Unusual  forms  of 
masturbation  have  been  described,  such  as  the  use 
of  tap  water  masturbation,59  classroom  group  mas- 
turbation,60 or  the  adolescent  sexual  asphyxia  syn- 
drome, self-hanging  while  masturbating  to  obtain  an 
orgasm.61  There  is  also  the  concept  of  masturbation 
substitutes62’63:  rubbing  hands  together,  ear  pulling, 
manipulation  of  extragenital  body  parts,  pulling  out 
pubic  hairs,  and  even  meralgia  paresthetica  (numb- 
ness in  the  area  of  the  cutaneous  femoralis  innerva- 
tion). 

Diagnostic  confusion  of  epilepsy  with  masturba- 
tion in  children  has  been  reported.64’65  Recent 
studies  of  the  effects  of  masturbation  on  human 
beings  do  not  report  significant  medical  difficulties; 
electroencephalograms  disclose  no  abnormalities,66 
and  there  are  no  specific  electrocardiogram 
changes67;  the  QRS  amplitude,  T-wave  amplitude, 
and  S-T  segment  all  increase,  although  blood  pres- 
sure drops  postejaculation  in  response  to  increased 
epinephrine  or  norepinephrine  secretion.  Plasma 
steroids  are  increased  during  masturbation,  espe- 
cially adrenal  hormones,  dehydroepiandrosterone 
and  pregnenolone.68  Vaginal  blood-volume  re- 
sponses in  pre-  and  postmasturbatory  orgasms  have 
even  been  measured.69  Harmful  physiologic  effects 
have  not  been  noted.  An  analgesic  effect  of  mas- 
turbation had  been  noted  by  Marchand70  in  psychi- 
atric patients  with  painful  somatic  disorders. 
However,  injury  to  the  genitals  during  masturbation 
has  been  well  documented71-76;  there  has  even  been 
a sudden  death  reported.77 

In  contrast  with  the  literature  of  100  years  ago, 
recent  literature  only  infrequently  discusses  treat- 
ment of  masturbation.78’79  This  is  not  surprising,  in 
view  of  the  described  attitude  change.  Although  it 
seems  clear  that  some  still  retain  guilt  over  mastur- 
batory  practice,80-81  the  lay  literature82-86  and  med- 
ical press52,87  now  describe  masturbation  as  a 
harmless  and  physiologically  beneficial  tension-re- 
leasing phenomenon.  Recent  medical  texts  continue 
to  stress  the  normality  of  the  masturbatory  act.88-92 
Masturbatory  types  are  no  longer  categorized.93  It 
is  described  as  an  adjuvant  to  the  teenager  struggling 
with  early  sexual  urges,52  and  as  a supplement  to 
coital  experience  for  the  married  couple.94  It  is  the 
current  era  that  remembers  that  masturbation  is  a 
common  practice  among  mammals  and  primates,95 
and  that  the  “modern”  reflection  on  masturbation 
is  consistent  with  the  changing  attitude  toward  sex- 
uality of  the  past  half-century.96  Thus,  it  is  not 
surprising  that  it  is  a common  technique  for  treating 
sexual  disorders  in  human  beings.97-100 

Since  the  turn  of  this  century,  various  psychoan- 
alytic views  have  been  presented.  Sigmund  Freud 
initially  believed  in  a mechanical  relationship  be- 


tween masturbation  and  intellectual  productivity  in 
children  and  adolescents.101102  If  masturbation 
occurred,  it  would  drain  so  much  energy  that  a neu- 
rasthenic condition  would  ensue  and  the  youngster 
would  be  too  enfeebled  to  study103;  he  therefore 
suggested  interrupting  the  activity.  Later  on,  his 
daughter  noted  the  increase  of  self-stimulatory  be- 
havior in  toddlers  separated  from  their  parents  and 
considered  this  an  adaptive  method  of  soothing 
themselves  during  separation.104  Spitz105  observed 
that  infants  between  the  ages  of  6 and  12  months 
would  touch  their  genital  areas  if  there  were  good  ties 
to  the  caretakers,  compared  with  infants  with  emo- 
tional deprivation  who  did  not  evidence  this  behav- 
ior. More  recently,  others  have  observed  an  increase 
in  masturbatory  activity  in  an  overstimulated 
youngster106;  one  author  suggests  a relationship  to 
understimulation.107  The  role  of  the  fantasies  that 
accompany  masturbation  in  the  formation  of  psy- 
chiatric symptoms  was  fully  elaborated  on  by  Arlow 
in  1953. 37 

Comment 

As  previously  emphasized,  attitudes  regarding 
primitive  taboos,  with  roots  in  the  survival  of  civili- 
zation, are  not  easily  buried;  the  old  negative  con- 
cepts about  masturbation  are  not  yet  gone.108  A 
recent  survey  of  medical  students  indicated  that  16 
percent  believed  masturbation  causes  emotional  or 
mental  illness.55  There  is  still  concern  over  what  is 
described  as  excessive  masturbation  in  childhood 
(over  10  times  per  day).107  Yet  the  attitudinal,  so- 
cietal, and  medical  changes  regarding  masturbation 
over  the  past  380  years  have,  indeed,  been  remark- 
able and  fascinating. 

At  present,  it  is  generally  accepted  that  genital 
self-stimulation  is  not  a symptom  unless  it  is  exces- 
sive or  too  aggressive,  leading  to  physical  damage. 
However,  the  definition  of  “excessive”  cannot  be 
given.  In  our  currently  permissive  society,  more 
attention  should  be  given  to  the  effects  of  self-stim- 
ulatory behavior  and  its  relationship  to  other  psy- 
chiatric symptoms. 

Summary 

Masturbation  is  a topic  that  has  long  perplexed 
and  interested  physicians  and  laymen  alike.  In  this 
manuscript,  it  has  been  discussed  from  an  historic 
perspective  to  better  understand  current  viewpoints 
toward  this  sensitive  subject.  The  origins  of  past 
fears  concerning  medical  and  psychologic  disorders 
resulting  from  masturbation  have  been  explored,  and 
it  has  been  noted  that  these  concerns  still  linger  in 
many  individuals  today,  although  recent  literature 
tends  to  describe  it  as  a harmless  and  possibly  ben- 
eficial sexual  act.  It  is  the  premise  of  this  article  that 
an  historic  survey  broadens  one’s  knowledge  con- 
cerning this  poorly  understood  but  common  aspect 
of  human  sexuality. 
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Obituaries 


Vincent  Samuel  Alberti,  M.D.,  of  Freeport,  died  on 
August  20  at  the  age  of  74.  Dr.  Alberti  received  his  medical 
degree  from  the  University  of  Rome  in  1936.  He  was  a 
general  practitioner  on  the  medical  staff  at  Cabrini  Health 
Care  Center.  Dr.  Alberti  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Arnold  Ernest  Aszody,  M.D.,  of  West  Palm  Beach, 
Florida,  formerly  of  Corona,  died  on  July  24  at  the  age  of 
92.  Dr.  Aszody  received  his  medical  degree  from  the 
University  of  Budapest  in  1912.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elroy  James  Avery,  M.D.,  of  Rochester,  died  on  August 
25  at  the  age  of  86.  Dr.  Avery  graduated  in  1918  from  the 
State  University  of  Iowa  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  American  Academy  of  Opht  halmology  and 
Otolaryngology,  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Emil  Xavier  Baechelen,  M.D.,  of  Port  Jervis,  died  on 
August  25  at  the  age  of  43.  Dr.  Baechelen  graduated  in 
1962  from  McGill  University  Faculty  of  Medicine.  He  was 
on  the  medical  staff  at  Doctors  Sunnyside  Hospital.  Dr. 
Baechelen  was  a member  of  the  New  York  State  Society 
of  Internal  Medicine,  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Bloom,  M.D.,  of  Brooklyn,  died  on  November  24, 
1979,  at  the  age  of  68.  Dr.  Bloom  received  his  medical 
degree  from  the  University  of  Zurich  in  1935.  He  was  an 
affiliate  in  medicine  at  Coney  Island  Hospital  and  an  as- 
sociate family  practitioner  at  Caledonian  Hospital.  Dr. 
Bloom  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Word  has  been  received  that  James  John  Britt,  M.D.,  of 
Albany,  has  died.  Dr.  Britt  graduated  in  1933  from  Albany 
Medical  College. 

Samuel  Wolfe  Brustein,  M.D.,  of  Brooklyn,  died  on  June 
27  at  the  age  of  74.  Dr.  Brustein  graduated  in  1930  from 
the  University  of  Louisville  Medical  School.  He  was  a 
family  practitioner  at  Lutheran  Medical  Center.  Dr. 
Brustein  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Albert  Graham  Davis,  M.D.,  of  New  Hartford,  died  on 
August  30  at  the  age  of  85.  Dr.  Davis  graduated  in  1924 


from  Syracuse  University  College  of  Medicine.  He  was  a 
pediatrician  at  The  Faxton  Hospital  and  a consulting  pe- 
diatrician at  St.  Luke’s-Memorial  Hospital  Center  and 
Herkimer  Memorial  Hospital.  Dr.  Davis  was  a Diplomate 
of  the  American  Board  of  Pediatrics,  a Fellow  of  the 
American  College  of  Allergists,  and  a member  of  the 
American  Academy  of  Pediatrics,  the  American  Associa- 
tion of  Immunologists,  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Margaret  Douglas,  M.D.,  of  New  York  City,  died  on 
January  24  at  the  age  of  85.  Dr.  Douglas  graduated  in  1919 
from  the  University  of  Buffalo  School  of  Medicine.  She 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hugh  F.  Fitzpatrick,  M.D.,  of  New  York  City,  died  on 
August  21  at  the  age  of  61.  Dr.  Fitzpatrick  graduated  in 
1943  from  Creighton  University  School  of  Medicine.  He 
was  director  and  an  attending  surgeon  at  St.  Luke’s-Roo- 
sevelt  Hospital  Center.  Dr.  Fitzpatrick  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Diplomate  of  the 
American  Board  of  Thoracic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Association  for  Thoracic  Surgery,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Adolf  Gerstenhaber,  M.D.,  of  Bayside  and  Flushing,  died 
on  September  5 at  the  age  of  67.  Dr.  Gerstenhaber  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1938.  He  was  an  associate  in  medicine  at  Unity  Hos- 
pital, a physician  on  the  medical  staff  at  Long  Island 
Jewish-Hillside  Medical  Center,  and  an  internist  at 
Deepdale  General  Hospital.  Dr.  Gerstenhaber  was  a 
member  of  the  American  Geriatrics  Society,  the  New  York 
Cardiological  Society,  the  Clinical  Society,  New  York  Di- 
abetes Association,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Meyer  Gorin,  M.D.,  of  Rochester,  died  on  August  13  at 
the  age  of  76.  Dr.  Gorin  graduated  in  1930  from  Syracuse 
University  College  of  Medicine.  He  was  a consulting 
otolaryngologist  at  Rochester  General  Hospital  and  at 
Highland  Hospital  of  Rochester.  Dr.  Gorin  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Ophthalmological  Society,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Lawrence  Haselkorn,  M.D.,  of  Brooklyn,  died  on  June 
30  at  the  age  of  60.  Dr.  Haselkorn  graduated  in  1944  from 
Middlesex  University  College  of  Medicine.  He  was  an 
associate  general  practitioner  at  Community  Hospital  of 
Brooklyn.  Dr.  Haselkorn  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Hayn,  M.D.,  of  Flushing  and  Jackson  Heights, 
died  on  August  25  at  the  age  of  83.  Dr.  Hayn  received  his 
medical  degree  from  the  University  of  Munich  in  1922.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  F.  Howatt,  M.D.,  of  Watertown,  died  on  Sep- 
tember 1 at  the  age  of  64.  Dr.  Howatt  graduated  in  1943 
from  Queens  University  Faculty  of  Medicine.  He  was  chief 
of  the  laboratory  at  the  House  of  the  Good  Samaritan,  di- 
rector of  pathology  at  Carthage  Area  Hospital,  and  a con- 
sulting pathologist  at  Lewis  County  General  Hospital.  Dr. 
Howatt  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy)  and  a member  of  the  In- 
ternational Academy  of  Pathology,  the  American  Society 
of  Clinical  Pathologists,  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  H.  Jones,  M.D.,  of  Kenmore,  died  on  July  3 at  the 
age  of  88.  Dr.  Jones  graduated  in  1917  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a consulting  gen- 
eral practitioner  at  Millard  Fillmore  Hospital  and  a senior 
member  of  the  medical  staff  at  Buffalo  General  Hospital. 
Dr.  Jones  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  Kershaw,  M.D.,  of  Queens  Village,  died  on  Au- 
gust 6 at  the  age  of  67.  Dr.  Kershaw  received  his  medical 
degree  from  the  University  of  Berlin  in  1938.  He  was  a 
staff  general  practitioner  at  Terrace  Heights  and  Deepdale 
General  Hospitals.  Dr.  Kershaw  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jennie  D.  Klein,  M.D.,  of  Buffalo,  died  on  July  25  at  the 
age  of  85.  Dr.  Klein  graduated  in  1927  from  the  University 
of  Buffalo  School  of  Medicine.  She  was  an  honorary 
psychiatrist  on  the  medical  staff  at  the  Edward  J.  Meyer 
Memorial  Hospital.  Dr.  Klein  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Bart  Lauricella,  M.D.,  of  New  York  City  and 
Mount  Vernon,  died  on  August  7 at  the  age  of  79.  Dr. 
Lauricella  graduated  in  1926  from  Yale  University  School 
(if  Medicine.  He  was  a member  of  the  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


William  Mackler,  M.D.,  of  Brooklyn,  died  on  August  3 
at  the  age  65.  Dr.  Mackler  graduated  in  1940  from  New 
York  University  Medical  College.  He  was  director  emer- 
itus of  surgery  at  Brookdale  Hospital  Medical  Center,  an 
attending  surgeon  at  University  and  Bellevue  Hospitals, 
and  a consulting  surgeon  at  New  York  City  Veterans  Ad- 
ministration Hospital.  Dr.  Mackler  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Gastroenterological 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Marton,  M.D.,  of  New  York  City,  died  in  August  at 
the  age  of  92.  Dr.  Marton  graduated  in  1910  from  Long 
Island  College  Hospital.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Pan  American 
Medical  Association,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Raphael  Moller,  M.D.,  of  New  York  City,  died  on  May 
23  at  the  age  of  84.  Dr.  Moller  received  his  medical  degree 
from  the  University  of  Hamburg  in  1920.  He  was  an 
honorary  physician  in  medicine  at  Trafalgar  Hospital.  Dr. 
Moller  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Word  has  been  received  from  the  Albany  County  Medical 
Society  that  Robert  James  Moore,  M.D.,  of  Albany,  has 
died.  Dr.  Moore  graduated  in  1944  from  Albany  Medical 
College. 

John  D.  Naples,  Sr.,  M.D.,  of  Buffalo,  died  on  August  9 
at  the  age  of  76.  Dr.  Naples  graduated  in  1928  from 
Georgetown  University  School  of  Medicine.  He  was  an 
emeritus  surgeon  at  Deaconess  Hospital  and  an  honorary 
surgeon  at  Buffalo  Columbus  Hospital.  Dr.  Naples  was 
a Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irwin  Neigus,  M.D.,  of  Boca  Raton,  Florida,  formerly  of 
Brooklyn,  died  on  July  9 at  the  age  of  72.  Dr.  Neigus 
graduated  in  1935  from  Creighton  University  School  of 
Medicine.  He  was  a consulting  obstetrician  and  gynecol- 
ogist at  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
and  an  associate,  emeritus,  obstetrician  and  gynecologist 
at  Caledonian  Hospital.  Dr.  Neigus  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a Fel- 
low of  the  American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Isidor  Neuberg,  M.D.,  of  North  Miami  Beach, 
Florida,  formerly  of  Spring  Valley,  died  on  September  3 
at  the  age  of  94.  Dr.  Neuberg  received  his  medical  degree 
from  the  University  of  Breslau  in  1914.  He  was  a member 
of  the  Rockland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
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Medical  Association. 

Max  Newer,  M.D.,  of  Syracuse,  died  on  January  17  at  the 
age  of  84.  Dr.  Newer  graduated  in  1921  from  Syracuse 
University  College  of  Medicine.  He  was  a senior  attending 
on  the  medical  service  at  St.  Joseph’s  Health  Center  and 
State  University  Hospital  of  the  Upstate  Medical  Center. 
Dr.  Newer  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

The  Medical  Society  of  Albany  County  has  notified  the 
Medical  Society  of  the  State  of  New  York  of  the  death  of 
William  Henry  O’Brien,  M.D.,  of  Albany.  Dr.  O’Brien 
graduated  in  1938  from  Harvard  Medical  School.  He  was 
an  attending  physician  at  Albany  Medical  Center  Hospital 
and  an  endocrinologist  there  and  chief  attending  in  med- 
icine at  St.  Peter’s  Hospital.  Dr.  O’Brien  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  and  a member 
of  the  Albany  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Jerome  Alfred  Paparella,  M.D.,  of  Bal  Harbour,  Florida, 
formerly  of  Batavia,  died  on  May  5 at  the  age  of  57.  Dr. 
Paparella  graduated  in  1948  from  Hahnemann  Medical 
College  of  Philadelphia.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 

M.  Murray  Peshkin,  M.D.,  of  New  York  City,  died  on 
August  17  at  the  age  of  88.  Dr.  Peshkin  graduated  in  1914 
from  Fordham  University  School  of  Medicine.  He  was  a 
consulting  allergist  at  The  Mount  Sinai  Hospital.  Dr. 
Peshkin  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  (Allergy'),  a Fellow  of  the  American  College 
of  Physicians,  a Fellow  of  the  American  College  of  Aller- 
gists, and  a member  of  the  American  Academy  of  Psycho- 
somatic Medicine,  the  American  Academy  of  Allergy,  the 
American  Academy  of  Compensation  Medicine,  Inc.,  the 
American  Geriatrics  Society,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Word  has  been  received  of  the  death  of  Joseph  Anthony 
Pessolano,  M.D.,  of  Albany.  Dr.  Pessolano  graduated  in 
1915  from  Jefferson  Medical  College  of  Philadelphia.  He 
had  been  an  honorary  surgeon  at  Memorial  Hospital  and 
an  assistant  surgeon  at  The  Child’s  Hospital.  Dr.  Pesso- 
lano was  a Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  American  Occupational  Medicine 
Association,  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Gustaw  Ludwik  Plewinski,  M.D.,  of  New  York  City,  died 
on  June  29  at  the  age  of  55.  Dr.  Plewinski  received  his 
medical  degree  from  the  University  of  Warsaw  in  1951.  He 
was  a Fellow  of  the  American  College  of  Angiology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anthony  John  Porcelli,  M.D.,  of  Scarsdale,  died  on  Au- 
gust 10  at  the  age  of  70.  Dr.  Porcelli  graduated  in  1935 
from  St.  Louis  University  Medical  School.  He  was  a vis- 


iting physician  at  White  Plains  Hospital  and  an  assistant 
physician  at  Lawrence  Hospital.  Dr.  Porcelli  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Julius  L.  Rosenfeld,  M.D.,  of  New  York  City,  died  on 
June  28  at  the  age  of  68.  Dr.  Rosenfeld  graduated  in  1938 
from  Dalhousie  University  Faculty  of  Medicine.  He  was 
an  attending  dermatologist  at  Harlem  Valley  Psychiatric 
Center.  Dr.  Rosenfeld  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of  the  New  York 
State  Society  of  Dermatology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arthur  Aubie  Rosenthal,  M.D.,  of  Long  Beach,  died  on 
February  5 at  the  age  of  76.  Dr.  Rosenthal  graduated  in 
1927  from  McGill  University  Faculty  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Association,  the 
American  Geriatrics  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Rudolf  Salomon  Salten,  M.D.,  of  New  York  City,  died  on 
August  30  at  the  age  of  87.  Dr.  Salten  received  his  medical 
degree  from  the  University  of  Frankfurt  in  1917.  He  was 
a consulting  obstetrician  and  gynecologist  at  Jewish  Me- 
morial Hospital.  Dr.  Salten  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member  of 
the  American  Geriatrics  Society,  the  Pan  American  Med- 
ical Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Holden  Selkirk,  M.D.,  of  West  Seneca  and  Buf- 
falo, died  on  July  26  at  the  age  of  62.  Dr.  Selkirk  graduated 
in  1943  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  pediatrician  at  Children’s  Hospital. 
Dr.  Selkirk  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

The  Medical  Society  of  the  State  of  New  York  had  received 
word  from  the  Medical  Society  of  the  County  of  Albany  of 
the  death  of  Joseph  Gregory  Steinbock,  M.D.,  of  Albany. 
Dr.  Steinbock  graduated  in  1937  from  the  University  of 
Dublin  School  of  Physic,  Trinity  College.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Albany  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  S.  Shami,  M.D.,  of  Chappaqua  and  Mount  Kisco, 
died  on  July  24  at  the  age  of  58.  Dr.  Shami  received  his 
medical  degree  from  the  University  of  Beirut  in  1945.  He 
was  director  of  anesthesiology  at  Northern  Westchester 
Hospital  Center.  Dr.  Shami  was  a Diplomate  of  the 
American  Board  of  Anesthesiology  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Westchester  County 
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Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Daniel  David  Simmons,  M.D.,  of  Camden,  died  on  August 
19  at  the  age  of  72.  Dr.  Simmons  in  1936  received  his  Li- 
centiates from  the  Royal  College  of  Physicians  and  Sur- 
geons, Edinburgh,  and  the  Royal  Faculty  of  Physicians  and 
Surgeons,  Glasgow.  He  was  a member  of  the  Madison 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Bernard  L.  Spitz,  M.D.,  of  New  York  City  and  Newburgh, 
died  on  June  19  at  the  age  of  65.  Dr.  Spitz  received  his 
medical  degree  from  the  University  of  Geneva  in  1949.  He 
was  an  ophthalmologist  and  a consulting  ophthalmologist 
at  Manhattan  Psychiatric  Center,  and  an  ophthalmologist 
at  Cornwall  and  St.  Luke’s  (Newburgh)  Hospitals.  Dr. 
Spitz  was  a member  of  the  Academy  of  Medicine,  the  Or- 
ange County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Milton  H.  Stillerman,  M.D.,  of  New  York  City,  died  on 
August  22  at  the  age  of  74.  Dr.  Stillerman  graduated  in 
1931  from  Long  Island  College  of  Medicine.  He  was  a se- 
nior clinical  assistant  pediatrician  at  The  Mount  Sinai 
Hospital.  Dr.  Stillerman  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Thomas  Ellery  Turner,  M.D.,  of  Syracuse,  died  on  Sep- 
tember 1 1 at  the  age  of  70.  Dr.  Turner  graduated  in  1938 
from  Harvard  Medical  School.  He  was  senior  attending 
gynecologist  at  St.  Joseph’s  Hospital  Health  Center.  Dr. 
Turner  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the  Syr- 
acuse Academy  of  Medicine,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Klaus  Friedrich  Wellmann,  M.D.,  of  Brooklyn,  died  on 
July  24  at  the  age  of  51.  Dr.  Wellmann  received  his  med- 
ical degree  from  the  University  of  Heidelberg  in  1954.  He 
was  an  associate  director  and  an  attending  in  the  Labora- 
tory at  Kingsbrook  Jewish  Medical  Center  as  well  as  chief 
of  autopsy  pathology  there.  Dr.  Wellmann  was  a Diplo- 
mate of  the  American  Board  of  Pathology  (Pathologic 
Anatomy  and  Clinical  Pathology)  and  a member  of  the 
American  Association  of  Pathologists  and  Bacteriologists, 
the  American  Society  for  Clinical  Pathologists,  the 
American  Society  for  Experimental  Pathology,  the  New 
York  Pathological  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Miles  Witherspoon,  M.D.,  of  Williamson,  died 
on  August  2 at  the  age  of  74.  Dr.  Witherspoon  graduated 
in  1935  from  McGill  University  Faculty  of  Medicine.  He 
was  a consulting  physician  at  Rochester  General  Hospital. 
Dr.  Witherspoon  was  a member  of  the  Academy  cf  Medi- 
cine, the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bartholomew  J.  Vernace,  M.D.,  of  Ponoma,  died  on 
August  22  at  the  age  of  46.  Dr.  Vernace  received  his 
medical  degree  from  the  University  of  Palermo  in  1957. 
He  was  an  assistant  in  medicine  at  the  Good  Samaritan 
Hospital.  Dr.  Vernace  was  a member  of  the  American 
Thoracic  Society,  the  American  Geriatrics  Society,  the  New 
York  State  Society  of  Internal  Medicine,  the  Rockland 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

I.  Charles  Zuckerman,  M.D.,  of  Brooklyn,  died  on  August 
16  at  the  age  of  76.  Dr.  Zuckerman  graduated  in  1928  from 
Cornell  University  Medical  College.  He  was  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Correction 

In  the  article  by  David  Chas.  Schechter,  M.D.,  “Pulmonary  Diagnostic  Invasive  Procedures;  Part  I,”  appearing 
in  the  September,  1980,  Journal,  the  legends  for  Figures  1 and  2 were  reversed.  Figure  1,  page  1579,  should  have  the 
legend  given  for  Figure  2,  page  1586,  and  vice  versa. 
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Medical  Meetings 


Distinguished  lectures  scheduled 
for  AMA  winter  scientific  meeting 

Genetic  engineering  and  brain  hormones  will  be  among 
special  distinguished  lecture  topics  for  the  Winter  Scien- 
tific Meeting  of  the  American  Medical  Association  January 
24-26  in  Atlanta. 

Physicians  will  participate  in  lecture  sessions  and  study 
courses  on  a wide  variety  of  medical  topics  at  the  conven- 
tion, says  Richard  M.  Bergland,  M.D.,  chairman  of  the 
AMA’s  Council  on  Continuing  Physician  Education. 

Study  areas  will  include  update  on  infectious  disease, 
problems  facing  the  American  family,  gastrointestinal 
disease,  heart  disease,  pulmonary  disease,  drug  therapy, 
nuclear  medicine,  bowel  disease,  acute  diarrhea,  cirrhosis 
of  liver,  exercise  testing  in  heart  disease,  coronary  by-pass 
surgery,  management  of  acute  respiratory  failure,  bacterial 
infections  and  antibiotics,  viral  infections,  chronic  mental 
illness,  behavior  problems  in  children,  asthma,  emphyse- 
ma, drug  interactions,  and  venereal  disease. 

John  T.  Potts,  Jr.,  M.D.,  professor  of  medicine  and  chief 
of  the  endocrine  unit,  Harvard  Medical  School  and  Mas- 
sachusetts General  Hospital,  Boston,  will  present  the  dis- 
tinguished lecture  on  “Does  the  Dawn  of  Genetic  Engi- 
neering Herald  a Golden  Age  in  Medicine?” 

With  recent  public  reports  that  gene  splicing  is  ap- 
proaching the  commercial  stage  in  American  laboratories, 
physicians  foresee  a wide  range  of  useful  products  from  the 
ability  to  transplant  a gene  from  one  organism  to  another. 
Dr.  Potts  will  discuss  possible  applications  of  gene  splicing 
and  genetic  engineering  to  the  everyday  practice  of  medi- 
cine. 

Another  research  field  with  great  hope  for  the  medical 
future  will  be  aired  in  a distinguished  lecture  by  Gavril  W. 
Pasternak,  M.D.,  Ph.D.,  neurologist  at  Cornell  University 
Medical  College  and  Memorial  Sloan-Kettering  Cancer 
Center,  New  York  City. 

“Endorphins  and  Beyond:  The  Future  of  Brain  Hor- 
mones in  Clinical  Medicine,”  will  be  Dr.  Pasternak's 
topic. 

In  conjunction  with  the  Winter  Scientific  Meeting  the 
AMA  also  will  conduct  the  annual  Conference  on  Sports 
Medicine  for  the  Primarv  Phsvician,  on  Saturday,  January 
24. 

Further  information  on  the  convention  is  available  from 
the  Department  of  Scientific  Assembly,  AMA,  535  N. 
Dearborn  St.,  Chicago,  II.  60610. 

ICCME  workshop 
now  offered  nationally 

The  Illinois  Council  on  CME  can  now  offer  its  unique 
“Workshop  on  CME  Leadership”  anywhere  in  the  na- 
tion. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


This  short  (3-hour)  workshop  was  designed  especially 
for  hospital  medical  staff  leadership.  It  provides  (a)  an 
overview  of  CME  planning  and  (b)  opportunity  for  the 
seminar  group  to  identify  its  institution’s  CME  problems 
and  begin  to  seek  solutions.  It  is  offered  in  the  hospital  or 
any  nearby  site  chosen  by  the  institution,  on  a contract 
basis  for  up  to  12  participants. 

Offered  25  times  within  Illinois,  it  has  evoked  reactions 
like  these:  “. . . Ignited  a spirit  of  unity  among  all  our 
people  involved  in  CME  planning”  (Illinois  Masonic 
Medical  Center,  Chicago);  “.  . . brought  our  CME  Com- 
mittee closer  together  and  aroused  their  enthusiasm,  so 
they  all  share  the  burden  of  CME  planning”  (Oak  Park 
Hospital,  Oak  Park,  Illinois);  “. . . persuaded  staff  leader- 
ship that  we  need  definite  principles  and  plans  for  effective 
CME”  (Ravenswood  Hospital  Medical  Center,  Chicago). 

Participants  earn  3 hours  of  Category  1 CME  credit. 

For  details,  ask  for  the  brochure,  “Workshop  on  CME 
Leadership”  from  ....  Illinois  Council  on  Continuing 
Medical  Education,  55  E.  Monroe  Street,  Suite  3510, 
Chicago,  II.  60603. 

First  meeting 

The  first  meeting  of  the  American  Society  of  Laser 
Medicine  and  Surgery  will  be  held  January  26  and  27  at 
San  Diego,  California,  in  the  Town  and  Country  Hotel. 

This  is  to  develop  a society  for  expertise  in  laser  biology, 
laser  medicine,  and  laser  surgery.  The  Society  has  Sec- 
tions of  Laser  Biophysics,  Laser  Biochemistry,  Laser 
Biomedical  Engineering,  Laser  Safety,  Laser  Medicine,  and 
Laser  Surgery  with  separate  Divisions  of  Eye,  ENT, 
Plastic,  General,  Maxillo-Facial,  Gynecology,  Neurosur- 
gery, Cardiovascular,  Endoscopy,  Urology,  and  Derma- 
tology. International  chairmen  have  been  appointed  for 
current  respective  sections  and  divisions.  The  program 
for  the  initial  meeting  will  include  organization  details  and 
papers  and  discussions  of  the  various  areas  of  the  Society. 
Some  100  laser  experts  have  indicated  interest  in  becoming 
charter  members. 

Contact  Ellet  H.  Drake,  M.D.,  Medical  Director  at 
temporary  headquarters:  A.  Ward  Ford  Memorial  Insti- 
tute, 425  Pine  Ridge  Blvd.,  Suite  203,  Wausau,  Wisconsin 
54401,  phone  (715)  845-9282. 

Postgraduate  course 
in  sports  medicine 

The  Center  for  Sports  Medicine  of  Northwestern  Uni- 
versity Medical  School  is  sponsoring  a postgraduate  course 
in  Sports  Medicine  at  the  Sheraton  Hotel,  Maui,  Hawaii, 
March  8-15,  1981. 

The  course  has  been  scheduled  to  coincide  with  the  Maui 
Marathon  to  accommodate  those  registrants  who  wish  to 
participate  in  the  race. 

Twenty-five  hours  of  CME  Category  I credit  will  be 
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available  for  physicians  completing  the  course. 

For  further  information,  contact  Marianne  Porter, 
Center  for  Sports  Medicine,  2-063,  303  E.  Chicago  Avenue, 
Chicago,  Illinois  60611. 

11th  annual  pediatric 
postgraduate  program 

The  11th  annual  pediatric  postgraduate  program  will  be 
held  Saturday,  February  28, 1981,  through  Sunday,  March 
8, 1981,  at  Marbella,  Spain,  at  the  Hotel  Andalucia  Plaza. 
The  program  is  sponsored  by  the  Department  of  Pediatrics 
of  the  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York  11042. 

I.  Ronald  Shenker,  M.D.,  chief,  Adolescent  Medicine, 
Department  of  Pediatrics,  is  the  program  chairman. 

This  continuing  medical  education  offering  meets  the 
criteria  for  18  credit  hours  in  Category  I from  the  LCCME; 
18  credit  hours  in  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association,  and  approval 
is  pending  from  the  American  Academy  of  Family  Physi- 
cians. 

For  further  information,  contact  Office  of  Continuing 
Education,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  N.Y.  11042;  telephone  (212)  470-2114. 

National  symposium 
on  heart  disease 

A faculty  of  32  heart  specialists  will  present  the  most 
recent  data  on  the  etiology,  diagnosis,  and  medical-surgical 
management  of  coronary  heart  disease  at  a national  sym- 
posium scheduled  in  Milwaukee  on  April  9,  10,  and  11, 
1981. 

The  symposium,  titled  “Coronary  Heart  Disease — 1981” 
is  designed  for  cardiologists,  cardiovascular  and  thoracic 
surgeons,  internists,  and  family  practitioners.  It  will  be 
held  at  the  Hyatt  Regency  Hotel  in  Milwaukee  and  is  being 
sponsored  by  St.  Luke’s  Hospital  and  the  St.  Luke’s  Hos- 
pital Foundation,  Inc. 

Included  in  the  program  will  be  presentations  on  the 
nature  and  etiology  of  coronary  heart  disease,  practical 
diagnosis  and  management,  and  separate  in-depth  dis- 
cussions dealing  with  the  most  recent  advances  in  diagnosis 
and  therapeutics. 

Data  collected  from  heart  centers  in  Milwaukee, 
Cleveland,  Texas,  and  Montreal  on  coronary  bypass  sur- 
gery will  be  compared  in  a special  session.  These  com- 
parative surgical  results  over  five-  and  ten-year  periods  are 
being  made  available  for  the  first  time — a special  feature 
at  this  symposium.  These  results  will  also  be  compared 
to  those  treated  medically  and  surgically  in  randomized 
and  matched  studies.  Also  included  are  discussions  of  the 
role  of  risk  factors,  cardiac  rehabilitation  after  infarction 
and  after  coronary  bypass  surgery,  newer  echo  and  nuclear 
studies,  complications  of  acute  infarction,  vasospastic 
angina  and  coronary  transluminal  angioplasty  among  other 
topics  during  this  three-day  conference. 

The  symposium  has  been  approved  by  and  is  presented 
in  cooperation  with  the  Academy  of  Family  Practice  of 
Wisconsin,  the  American  Heart  Association/Wisconsin 
Affiliate,  the  American  Heart  Association  Council  on 
Clinical  Cardiology  and  the  American  Heart  Association 
Council  on  Cardiovascular  Surgery.  Chairman  is  Jack  C. 
Manley,  M.D.,  cardiologist  at  St.  Luke’s  Hospital  and  as- 
sociate clinical  professor  of  the  Medical  College  of  Wis- 
consin. 


Advance  registrations  are  now  being  accepted  for  the 
symposium  which  offers  16  credits  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association  and  16  credits  from  the  American  Academy  of 
Family  Practice. 

More  information  and  registration  materials  can  be 
obtained  by  writing  Ms.  Dorothy  Black,  Public  Relations, 
St.  Luke’s  Hospital,  2900  W.  Oklahoma  Avenue,  Milwau- 
kee, Wisconsin  53215;  telephone  414-647-6388. 

Second  regional  conference 
on  women  in  medicine 

The  Second  Regional  Conference  on  Women  in  Medi- 
cine will  take  place  at  Cornell  University  Medical  College 
and  Rockefeller  University  on  April  10,  11,  12,  1981,  and 
is  being  cosponsored  by  Cornell  University  Medical  Col- 
lege, Rockefeller  University,  and  the  Women’s  Medical 
Associations  of  New  York  City,  New  York  State,  and  New 
Jersey.  The  First  Regional  Conference  held  in  March, 
1979,  was  a resounding  success,  drawing  almost  600  at- 
tendees who  demanded  another  such  conference  to  further 
the  goals  of  the  First. 

The  Second  Conference  will  cover  a wide  range  of  topics 
on  women  in  medicine  and  women’s  health,  including  the 
medical  management  of  menopause,  legal  issues  affecting 
women  M.D.s,  office  management,  women  in  surgery  and 
sports  medicine,  and  power  issues  arising  from  traditional 
role  stereotyping.  Many  prominent  speakers  are  being 
featured. 

Registration  can  be  accomplished  by  writing  to:  Re- 
gional Conferences  on  Women  in  Medicine,  The  New  York 
Hospital-Cornell  Medical  Center,  Room  R-142,  525  East 
68th  Street,  New  York,  N.Y.  10021. 

The  Conference  carries  CME  Category  I credit — 14 
hours. 

Executive  programs  in  health 
policy  and  management  offered 
by  Harvard  University 

Harvard  University’s  Executive  Programs  in  Health 
Policy  and  Management  provide  intensive  training  in 
management  and  analytic  skills  for  senior  leaders  in  health 
delivery  and  health-related  organizations. 

These  residential  programs  are  conducted  at  the  Har- 
vard School  of  Public  Health  by  an  interdisciplinary  fac- 
ulty drawn  from  the  Harvard  Graduate  Schools  of  Public 
Health,  Business,  Law,  Medicine,  Government,  and  Arts 
and  Sciences.  Classes  are  taught  by  the  case  method  and 
interactive  lecture-discussion  sessions.  Participant  con- 
tributions based  on  professional  experience  are  an  integral 
part  of  these  interactive  educational  experiences. 

The  Program  in  Health  Policy,  Planning  and  Regula- 
tion will  be  conducted  May  2-22,  1981.  It  develops  the 
analytic  and  managerial  skills  required  by  public  policy- 
makers and  institutional  executives  who  establish  and 
implement  public  policy  initiatives  and  regulations. 

The  Program  for  Health  Systems  Management  will  be 
conducted  June  21-July  31, 1981.  It  focuses  on  the  man- 
agerial skills  of  leadership,  resource  allocation,  and  insti- 
tutional policy  and  strategy  required  by  senior  executives 
in  health  industry  organizations. 

Further  information  should  be  requested  from:  Assis- 
tant Director  for  Administration,  Executive  Programs  in 
Health  Policy,  and  Management — Dept.  NR,  677  Hun- 
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NEW  YORK  MEDICAL  COLLEGE 

Office  of  Continuing  Medical  Education 
Department  of  Surgery 


Microwave  Television  Series  for  Certification,  Recertification  and 
Continuing  Education  Credits  for  Surgeons,  Surgical  Specialists 

and  Nurses 


1980-1981  ACADEMIC  YEAR 
Thursday  Afternoons  at  4:00  p.m. 


NOVEMBER  6 

Basic  Science  Dialog  (live) 

“Renal  Physiology  lor  Surgeons" 

NOVEMBER  13 

Basic  Science  Dialog  (pretaped) 
“Pharmacokinetic  of  Antibiotics" 

NOVEMBER  20 

Seminar  in  Cancer  Education  (live) 
"Environmental  and  Drug  Induced  Cancer" 

NOVEMBER  27 

No  Program  (Thanksgiving  Holiday) 

DECEMBER. 4 

Seminar  in  Pediatric  Surgery  (live) 

"Management  of  Burns" 

DECEMBER  11 

Seminar  in  Cancer  Education  (pretaped) 
"Lymphomas" 

DECEMBER  18 

Basic  Science  Dialog  (pretaped) 

"Microbiology  of  Surgical  Infections” 

DECEMBER  25 

No  Program  (Christmas  Holiday) 

JANUARY  1 

No  Program  (New  Year  Holiday) 

JANUARY  8 

Seminar  in  Cancer  Education  (pretaped) 
"Carcinoma  of  Cervix" 

JANUARY  15 

Basic  Science  Dialog  (live) 

"Hemodynamics  in  Shock" 

JANUARY  22 

Seminar  in  Cancer  Education  (pretaped) 

“Pain  in  Cancer" 

JANUARY  29 

Basic  Science  Dialog  (pretaped) 

"Prophylaxis  and  Therapy  of  Surgical  Infections" 

FEBRUARY  5 

Seminar  in  Pediatric  Surgery  (live) 

“Surgical  Emergencies  of  the  Newborn" 

FEBRUARY  12 

No  Program  (Lincoln's  Birthday) 


FEBRUARY  19 

Seminar  in  Cancer  Education  (live) 

"Cancer  of  the  Ovary" 

FEBRUARY  26 

Basic  Science  Dialog  (pretaped) 

"Fundamentals  of  Stress  Ulceration  and  Upper  Gl  Bleeding” 

MARCH  5 

Basic  Science  Dialog  (live) 

"Respiratory  Physiology” 

MARCH  12 

Seminar  in  Cancer  Education  (pretaped) 

"Esophageal  and  Gastric  Tumors" 

MARCH  19 

Seminar  in  Cancer  Education  (live) 

"Soft  Tissue  Sarcomas" 

MARCH  26 

Seminar  in  Cancer  Education  (pretaped) 

"Multimodal  Basic  Principals  of  Cancer  Therapy" 

APRIL  2 

Seminar  in  Pediatric  Surgery  (live) 

"Pediatric  Intensive  Care” 

APRIL  9 

Seminar  in  Cancer  Education  (pretaped) 

"Pediatric  Tumors” 

APRIL  16 

No  program  (Holy  Thursday  Holiday) 

APRIL  23 

Basic  Science  Dialog  (live) 

"Wound  Healing" 

APRIL  30 

Seminar  in  Cancer  Education  (pretaped) 

“Colon  Cancer” 

MAY  7 

Seminar  in  Cancer  Education  (pretaped) 

"Skin  Tumors  Including  Melanoma" 

MAY  14 

Seminar  in  Pediatric  Surgery  (live) 

"Common  Surgical  Problems  in  Children” 

MAY  21 

Seminar  in  Cancer  Education  (live) 

"Malignancies  of  the  Blood  Forming  Tissues" 

MAY  28 

Seminar  in  Cancer  Education  (pretaped) 

"Detection  and  Screening  of  Cancer" 


Individuals  participating  are  given  1 hour  of  Category  I credit  through  the  Department  of  Continuing 
Medical  Education  of  New  York  Medical  College. 


PROGRAMS  MAY  BE  VIEWED  AT  THE  FOLLOWING  HOSPITALS: 


Benedictine  Hospital,  Kingston 

Cabrini  Health  Care  Center,  New  York  City 

Calvary  Hospital,  Bronx 

Castle  Point  Veterans  Admin.  Hospital,  Castle  Point 
Lenox  Hill  Hospital,  New  York  City 
Metropolitan  Hospital,  New  York  City 
Misericordia  Medical  Center,  Bronx 
Mount  Vernon  Hospital,  Mount  Vernon 


New  Rochelle  Medical  Center,  New  Rochelle 
St.  Agnes  Hospital,  White  Plains 
St.  Clare’s  Hospital,  New  York  City 
St.  Elizabeth  Hospital,  New  York  City 
St.  Francis  Hospital,  Poughkeepsie 
St.  Vincent’s  Medical  Center,  New  York  City 
St.  Vincent’s  Hospital,  Staten  Island 
Westchester  Medical  Center,  Valhalla 


Other  hospitals  wishing  to  receive  future  programs  should  contact: 

Instructional  Television  Network 
Seminary  Ave.,  Yonkers,  New  York  10704 
(914)  968-7800 
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Annotations  of  Books  Received* 


REFERRAL  AND  CONSULTATION 

Psychiatric  Consultation  in  the  General  Hospital.  By 

Lewis  S.  Glickman.  New  York,  Marcel  Dekker,  Inc.,  1980. 
Hardcover,  273  pages.  Price,  $23.50. 

A practical,  step-by-step  guide  to  consultation  in  the 
nonpsychiatric  setting  of  the  general  hospital. 

NUTRITIONAL  DISORDERS 

Clinical  Disorders  in  Pediatric  Gastroenterology  and 
Nutrition.  Edited  by  Fima  Lifshitz.  New  York,  Marcel 
Dekker,  Inc.,  1980.  Illustrated,  456  pages.  Hardcover, 
$44.50. 

State  of  the  art  overview  of  a newly  emerging  field. 

RECEPTORS,  DRUG 

Neurotransmitters,  Receptors  & Drug  Action.  Edited 
by  Walter  B.  Essman,  M.D.,  Ph.D.  New  York,  SP  Medical 
& Scientific  Books,  1980.  Illustrated,  209  pages.  Cloth, 

$35. 

A novel  approach  to  the  classification  and  study  of 
neurologically  active  drugs. 

DRUG  THERAPY 

Improving  Patient  Medication  Compliance.  By 

Robert  T.  Weibert,  Pharm.D.,  and  Donald  A.  Dee,  R.Ph., 
M.S.  Oradell,  N.J.,  Medical  Economics  Company,  Book 
Division,  1980.  Paperback,  172  pages.  Price,  $9.50. 

Practical  guide  to  help  patients  comply  with  their 
medication  instructions. 

PS  YCHIA  TR  Y—HISTOR  Y 

Mind  and  Madness  in  Ancient  Greece.  The  Classical 
Roots  of  Modern  Psychiatry.  By  Bennett  Simon,  M.D. 
Ithaca,  N.Y.,  Cornell  University  Press,  1978.  Illustrated, 
336  pages.  Paperback,  $6.95. 

Traces  the  origins  of  modern  psychiatric  theories  back 
to  Greece. 

INSOMNIA 

Sound  Sleep.  By  Quentin  R.  Regestein,  M.D.  New  York, 
Simon  and  Schuster,  1980.  Cloth,  208  pages.  Price, 
$10.95. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  a umed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


How  to  solve  sleep  problems — a how-to-do  book  for  the 
lay  person. 

HEMOPERFUSION 

Hemoperfusion.  Kidney  and  Liver  Support  and  De- 
toxification. Part  I.  Edited  by  S.  Sideman  and  T.  M. 
S.  Chang.  New  York,  Hemisphere  Publishing  Corpora- 
tion, 1980.  Hardcover,  473  pages.  Price,  $49.50. 

Proceedings  of  a congress  held  at  Haifa,  Israel,  in 
1979. 

HEALTH 

High  Level  Wellness.  By  Halbert  L.  Dunn,  M.D.,  Ph.D. 
Thorofare,  N.J.,  Charles  B.  Slack,  Inc.,  1977.  Paperback, 
256  pages.  Price  $7.00. 

A collection  of  short  talks  on  man  and  his  environ- 
ment. 

BREAST  NEOPLASMS 

Breast  Self-examination.  By  Albert  R.  Milan,  M.D. 
New  York,  Workman  Publishing,  1980.  Illustrated,  125 
pages.  Paperback,  $3.50. 

Dr.  Milan’s  method  of  breast  self-examination. 

PROSTATIC  DISEASES 

You  and  Your  Prostate.  By  Francis  Patton  Twinem, 

M. D.  Springfield,  111.,  Charles  C Thomas  Publisher,  1980. 
Illustrated,  104  pages.  Softcover,  $0.00. 

Reliable  information,  readily  understandable  about 
“prostate  troubles”  for  the  layman. 

GERIATRICS 

The  Treatment  of  Medical  Problems  in  the  Elderly. 

Edited  by  M.  J.  Denham.  Baltimore,  University  Park 
Press,  1980.  Cloth,  431  pages.  Price,  $32.50. 

Practical  advice  as  well  as  full  background  discussion. 

PRESCRIPTIONS,  DRUG 

Drug  Identification  Guide.  Sixth  edition.  Oradell, 

N. J.,  Medical  Economics  Company,  1980.  Illustrated,  89 
pages.  Paperback,  $6.95. 

Adapted  from  the  product  identification  section  of 
PDR. 
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ENVIRONMENTAL  HEALTH 


Hazards  to  Your  Health.  The  Problem  of  Environ- 
mental Disease.  By  James  Gorman.  New  York,  The 
New  York  Academy  of  Sciences,  1979.  Paperback,  70 
pages.  Price,  $4.00. 

Problems  and  conflicts  in  evaluating  the  risks  and 
finding  solutions  to  environmental  health  hazards. 

ASBESTOSIS 

The  Asbestos  Hazard.  By  Paul  Brodeur.  New  York, 
The  New  York  Academy  of  Sciences,  1980.  Paperback, 
93  pages.  Price,  $4.00. 

Asbestos  exposure  and  its  hazards  to  workers  and  to  the 
general  public. 

H YDROCA  RBONS,  HA  L OGENA  TED 

Persistent  Poisons.  Chemical  Pollutants  in  the  En- 
vironment. By  Mary -Jane  Schneider,  Ph.D.  New  York, 
The  New  York  Academy  of  Sciences,  1979.  Paperback, 
67  pages.  Price,  $4.00. 

Long-ranging  poisons  in  the  environment  with  long- 
lasting  and  wide-ranging  health  effects. 


HISTORY  OF  MEDICINE,  17th  CENTURY 

Thomas  Willis’s  Oxford  Lectures.  Edited  by  Kenneth 
Dewhurst.  Limited  edition.  Oxford,  Great  Britain, 
Sanford  Publications,  1980.  Illustrated,  182  pages. 
Hardcover,  9.00  English  pounds. 

The  series  of  lectures  by  Thomas  Willis,  founder  of 
neurology,  given  at  Oxford  during  the  early  years  of  his 
academic  tenure. 

KIDNE  Y—PH  Y SIOP A THOL  OG  Y 

Renal  Pathophysiology.  By  Alexander  Leaf,  M.D.,  and 
Ramzi  S.  Cotran,  M.D.  Second  edition.  New  York,  Ox- 
ford University  Press,  1980.  Illustrated,  410  pages.  Pa- 
perback, $1 1.95. 

A thoroughly  updated  and  expanded  version  of  the  well 
received  first  edition. 

HEALTH  POLICY 

Issues  in  Health  Care  Regulation.  Edited  by  Richard 
S.  Gordon.  McGraw-Hill  Book  Company,  1980.  Hard- 
cover, 375  pages.  Price,  $35. 

An  examination  of  the  present  state  and  effectiveness 
of  health  care  legislation. 
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Offices  in:  Livingston,  N.J./N.  Miami  & Palm  Beach,  Fla. 
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Medical  News 


Notice  of  fellowship  grants 

The  Asthma  and  Allergy  Foundation  of  America  is 
pleased  to  announce  that  awards  are  available  for  two-year 
fellowships  for  research  and  training  in  clinical  allergy  and 
basic  immunology,  as  it  relates  to  clinical  application  in  the 
treatment  of  patients.  Each  of  these  awards  is  for  $25,500 
($12,000  plus  $750  for  travel  per  year).  Partial  support 
fellowships  are  also  available.  Payments  begin  July  1, 
1981. 

Applicants  must  hold  an  M.D.  degree,  and  be  citizens  or 
permanent  residents  of  the  United  States  or  Canada. 
Training  may  be  taken  only  at  institutions  in  the  United 
States  or  Canada. 

The  same  application  form  should  be  used  when 
applying  for  both  types  of  awards.  The  applicant  should 
indicate  in  a covering  letter,  with  his  application,  if  he 
wishes  to  be  considered  only  for  the  two-year  award,  only 
for  a one-year  partial  support  award,  or  for  both. 

Deadline  for  submission  of  completed  applications  is 
November  1,  1980,  but  will  be  accepted  in  September. 

Application  forms  can  be  obtained  from:  ASTHMA  & 
ALLERGY  FOUNDATION  OF  AMERICA,  19  West  44 
Street,  New  York,  NY  10036. 

Awards  will  be  granted  on  an  objective  and  nondiscri- 
minatory  basis. 

Number  of  fellowships  awarded  will  depend  on  the 
number  and  quality  of  applications. 

Applicants  will  be  notified  of  awards  at  the  end  of  the 
year. 

Nominations  open  for  fourth  annual 
Bristol-Myers  award  for  distinguished 
achievement  in  cancer  research 

Nominations  are  now  being  accepted  for  the  fourth  an- 
nual Bristol-Myers  Award  for  Distinguished  Achievement 
in  Cancer  Research,  according  to  Dr.  Alan  C.  Sartorelli, 
professor  and  chairman  of  the  Department  of  Pharma- 
cology at  the  Yale  University  School  of  Medicine  and 
chairman  of  the  Award  Selection  Committee. 

The  $25,000  award  is  made  annually  for  outstanding 
contributions  to  cancer  research. 

The  award  winner  is  selected  by  a seven-member  panel 
of  judges  from  cancer  research  centers  at  Baylor,  Chicago, 
Johns  Hopkins,  Stanford  and  Yale  Universities  in  the 
United  States,  the  Istituto  Nazionale  per  Lo  Studio  e La 
Cura  dei  Tumori  in  Italy,  and  the  Institute  for  Cancer 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


Research  at  the  Royal  Marsden  Hospital  in  England. 
Each  of  those  institutions  participates  in  a $2.86  million 
grant  program  funded  by  Bristol-Myers  Company  to  pro- 
mote unrestricted,  innovative  cancer  research. 

Dr.  Howard  E.  Skipper,  head  of  the  Southern  Research 
Institute  in  Birmingham,  Alabama,  and  director  of  its 
Kettering-Myer  Laboratory  for  cancer  research,  received 
the  third  Bristol-Myers  Award  last  spring  for  his  studies 
in  the  growth  of  cell  populations  and  the  effect  of  anti- 
cancer drugs  on  them. 

Other  winners  of  the  Award  have  been  Drs.  James  and 
Elizabeth  Miller  of  the  University  of  Wisconsin’s  McArdle 
Laboratory  for  Cancer  Research  and  Drs.  Werner  and 
Gertrude  Henle  of  The  Joseph  Stokes,  Jr.,  Research  In- 
stitute of  The  Children’s  Hospital  of  Philadelphia. 

Nominations  will  be  accepted  from  medical  schools, 
free-standing  hospitals  and  cancer  research  centers  until 
December  15,  1980.  Only  one  nomination  from  each  in- 
stitution will  be  accepted.  For  forms  and  further  infor- 
mation, contact:  Secretary,  Awards  Committee,  Bristol- 
Myers  Company,  345  Park  Avenue,  Room  43-30,  New 
York,  N.Y.  10154. 

Appointments  and  promotions  at  Downstate  Medical 
Center — State  University  of  New  York  at  Brooklyn: 
Richard  O.  Loeb,  M.D.,  appointed  clinical  associate  pro- 
fessor of  pediatrics;  John  G.  Boyce,  M.D.,  promoted  to 
professor  of  obstetrics  and  gynecology;  Albert  E.  Chiron, 
M.D.,  promoted  to  clinical  professor  of  anesthesiology; 
Stanley  H.  Tischler,  M.D.,  promoted  to  clinical  professor 
of  obstetrics  and  gynecology;  Alexander  W.  Gotta,  M.D., 
promoted  to  associate  professor  of  clinical  anesthesiology; 
Martha  E.  Fedorko,  M.D.,  promoted  to  associate  professor 
of  clinical  medicine;  Constance  Shames,  M.D.,  promoted 
to  associate  professor  of  clinical  medicine;  Ramesh  C. 
Jhaveri,  M.B.,  promoted  to  associate  professor  of  clinical 
pediatrics;  Jorge  Steinberg,  M.D.,  promoted  to  associate 
professor  of  clinical  psychiatry;  Barbara  Beasley,  M.D., 
promoted  to  clinical  associate  professor  of  neurology;  Jo- 
seph R.  Brennan,  M.D.,  promoted  to  clinical  associate 
professor  of  medicine;  Julian  J.  Clark,  M.D.,  promoted  to 
clinical  associate  professor  of  psychiatry;  B.  Basil  Hyman, 
M.D.,  promoted  to  clinical  associate  professor  of  family 
practice;  Sheldon  Kotkin,  M.D.,  promoted  to  clinical  as- 
sociate professor  of  anesthesiology;  and  Richard  H.  Mee- 
han, M.D.,  promoted  to  clinical  associate  professor  of 
ophthalmology. 

Awarded:  Arthur  T.  Davidson,  M.D.,  of  Brooklyn  and 
New  Rochelle,  The  Distinguished  Service  Award  for  1980 
by  the  National  Medical  Association  at  its  85th  annual 
meeting  in  August. 
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Everyone  Knows 
He’s  a Pillar 
of  Strength  in 
the  Community. 


Yon  Know  He’s 
an  Alcoholic. 


You’ve  seen  what  stress  can  do  to  people:  everything  from  ulcers  and  high 
blood  pressure,  to  a sense  of  isolation  or  a broken  family. 

You’ve  al  so  witnessed  another  consequence  of  stress:  dependence  on  alcohol 
or  drugs. 

If  some  of  your  patients  have  drinking  or  drug  problems,  you  should  know 
about  Fenwick  Hall,  a unique  treatment  facility  near  Charleston,  S.C. 

Fenwick  Hall  was  established  by  Dr.  Morris  Chafetz,  founding 
director  of  the  National  Institute  on  Alcoholism  and  Alcohol 
Abuse  and  a leading  authority  on  alcohol  and  drug  dependence. 

Fenwick  Hall’s  carefully  designed,  highly  individualized  treat- 
ment is  based  on  the  needs  Dr.  Chafetz  has  perceived  during 
• his  25  years  of  experience  with  both  patients  and  programs. 

Rather  than  treating  only  symptoms,  Fenwick  Hall’s  inno- 
vative approach  focuses  on  every  facet  of  the  individual.  In 
addition  to  complete  detoxification  capabilities  and  highly  qual- 
ified professionals  delivering  a superior  program  of  therapy, 
counseling  and  education,  Fenwick  Hall  provides  rec- 
reational options  such  as  tennis  courts,  a sauna  and 
whirlpool  bath  and  an  indoor  swimming  pool. 

Occupying  a recently  restored  18th-century 
estate,  Fenwick  Hall  offers  unusually  elegant 
accommodations  and  a tranquility  conducive 
to  the  growth  of  self-awareness  and  the  res- 
toration of  well-being. 

When  individuals  leave  Fenwick  Hall,  they 
are  able  to  return  to  their  careers  and  homes, 
fortified  with  healthier  ways  of  coping  with 
the  stress  and  struggles  of  daily  life. 

For  further  information,  please  write  for  our 
color  brochure,  or  call  John  Magill,  Executive 
Director. 


Post  Office  Box  688 
Johns  Island,  Charleston 
South  Carolina  29455 

(803)  559-2461 
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tington  Avenue,  Boston,  Ma.  02115. 

Continuing  medical  education 

“The  Faculty  of  the  Department  of  Radiology  of  the 
University  of  California,  San  Diego,  is  presenting  “Radi- 
ology for  nonradiologists — 1981.  This  course  will  consist 
of  a series  of  lectures  covering  an  overview  of  all  the  major 
imaging  techniques  and  diagnostic  tools  used  by  the  radi- 
ologists. Special  emphasis  will  be  placed  on  the  newest 
modalities — ultrasound  and  CT  scanning,  as  well  as  nu- 
clear medicine.  Emphasis  will  be  placed  throughout  on 


the  appropriate  use  of  imaging  procedures  in  common 
clinical  problems  of  diagnosis  and  follow-up.  The  entire 
course  is  designed  to  assist  the  clinical  physician  to  keep 
abreast  of  the  latest  developments  in  the  field  of  radiology. 
The  course  will  be  held  February  5 to  7, 1981  at  the  Islandia 
Hyatt  Hotel  in  San  Diego,  California. 

“The  Program  Chairman  is  Robert  N.  Berk,  M.D., 
Chairman  of  the  Radiology  Department,  and  the  Program 
Director  is  David  S.  Feigin,  M.D.,  Chief,  Chest  Radiology, 
Veterans  Administration  Hospital. 

“For  information  and  to  obtain  a program  brochure, 
please  write  to:  Mary  J.  Ryals,  Director  of  Postgraduate 
Education,  P.O.  Box  2305,  La  Jolla,  Ca.  92038;  (714) 
459-9787.” 
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Letters  to  the  Editor 


Physiologic  myopia 

To  the  Editor:  I should  like  to  deny  the  implication  that 
I concur  with  or  endorse  Dr.  Arthur  Knapp’s  opinion  of  the 
subject  of  physiologic  myopia  expressed  in  his  letter  in  your 
issue  of  August,  1980.* 

ALGERNON  B.  REESE,  M.D. 

Bisbee  Lane 
Bedford  Hills,  N.Y.  10507 

*Knapp,  A.  A.:  Letter  to  the  Editor:  Physiologic  myopia,  New 
York  State  J.  Med.  80: 1357  (Aug.)  1980. 

Fatal  amebiasis 

To  the  Editor:  The  authors  of  the  recent  case  report  en- 
titled “Fatal  amebiasis  with  toxic  megacolon  and  hepatic 
abscess,”*  present  the  unusual  concurrence  of  these  two 
complications.  They  neglect  to  cite  a pertinent  previous 
report  published  in  the  Journal. 

In  1976,  Dr.  C.-S.  Lin  and  T documented  four  cases  of 
amebiasis  seen  at  the  City  Hospital  Center  at  Elmhurst. 
Two  of  the  three  fatal  cases  presented  with  both  colitis  and 
hepatic  abscess  at  postmortem.  Both  patients  were 
long-term  residents  of  the  same  State  psychiatric  hospital 
in  Queens  County.  The  endemicity  of  amebiasis  in  cus- 
todial institutions  was  emphasized  in  our  report  as  it  was 
by  Waintraub  and  associates.  Delay  in  diagnosis  con- 
tributed to  the  fatal  outcome  in  our  patients.  One  man 
presented  with  tenesmus,  fever,  and  right  upper  quadrant 
abdominal  pain  with  tenderness  which  was  initially  at- 
tributed to  viral  hepatitis.  Preterminally,  he  was  shown 
to  have  a massive  amebic  liver  abscess  by  radionuclide  scan 
and  needle  aspiration  followed  by  laparotomy.  He  died 
with  peritonitis  and  sepsis.  Autopsy  disclosed  amebic 
ulcers  throughout  the  colon.  The  other  patient  was  treated 
symptomatically  for  diarrhea  in  the  psychiatric  hospital 
and  developed  toxic  megacolon,  which  perforated,  causing 
fatal  peritonitis.  He  had  three  amebic  liver  abscesses  at 
necropsy. 

IRA  S.  SCHWARTZ,  M.D. 

Associate  Professor  of  Clinical  Pathology 
The  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York 
One  Gustave  Levy  Place 
New  York,  N.  Y.  10029 

*Waintraub,  S.  E.,  Berger,  S.  A.,  Rosner,  S.  M.,  and  Gallagher, 
E.:  Fatal  amebiasis;  with  toxic  megacolon  and  hepatic  abscess, 
New  York  State  J.  Med.  80:  1431  (Aug.)  1980. 

’Lin,  C.-S.,  and  Schwartz,  I.  S.:  Invasive  amebiasis  in  New  York 
City,  New  York  State  J.  Med.  76:  574  (1976). 

Reply  by  Dr.  Berger 

To  the  Editor:  On  review  of  Dr.  Schwartz’s  case  report, 
the  authors  find  that  two  of  the  patients  referred  to  (in- 
cluding the  fatality  described  above)  were  not  noted  to 
have  amebas  in  stool  or  colonic  tissue.  In  a single  patient 
found  to  have  both  histologic  evidence  of  amebic  colitis  and 
liver  abscess,  no  mention  is  made  of  liver  size,  tenderness, 
or  preoperative  function. 

Unlike  our  case  report,  remaining  patients  were  found 


to  have  right  upper  quadrant  tenderness,  hepatomegaly, 
and  marked  liver  dysfunction.  Thus,  our  patient  differs 
from  those  of  Dr.  Schwartz  by  virtue  of  (1)  proved  con- 
currence of  amebic  colitis  and  liver  abscess;  and  (2)  absence 
of  suggestive  physical  or  functional  evidence  for  liver  dis- 
ease. 

We  appreciate  the  comments  of  Dr.  Schwartz,  and  assure 
him  that  we  failed  to  cite  his  paper  only  through  oversight, 
rather  than  neglect. 

STEPHEN  A.  BERGER,  M.D.,  F.A.C.P. 

Director,  Infectious  Diseases  Division 
Metropolitan  Hospital  Center 
1901  First  Avenue 
New  York,  N.  Y.  10029 


Terminal  illness 

To  the  Editor:  The  article  entitled  “Terminally  ill  pa- 

tients; assessment  of  physician  attitudes  within  teaching 
institution,”  (New  York  State  J.  Med.  80:  200  (Feb.)  1980) 
brought  out  several  surprising  facts,  some  of  which  made 
me  want  to  change  my  opinion  of  modern  medicine. 

The  author  brings  out  the  fact  that  the  residents  in  the 
department  of  medicine  of  the  teaching  institution  in- 
volved chose  terminally-ill  patients,  not  because  of  their 
illness,  but  because  of  the  necessity  of  filling  a bed.  In  her 
conclusion,  the  author  states:  “The  most  striking  and  the 
most  important  observation  for  the  terminally-ill  patient 
within  a healing  institution  is  the  clear  fact  that  all  physi- 
cians questioned  do  not  think  that  their  education  is  being 
served  by  the  presence  of  these  patients  on  their  ser- 
vices.” 

There  are  just  two  points  that  I would  like  to  discuss.  I 
believe  that  the  above  observations  and  conclusions  of  the 
author  can  only  be  found  in  a teaching  institution  which 
contains  no  department  of  family  physicians.  In  treating 
a terminally-ill  patient,  the  family  physician  has  learned 
to  exercise  his  own  professional  judgment  in  considering 
whether  to  use  heroic  procedures  which  may  lengthen  the 
process  of  death  and  create  hopeless  pain  or  permit  one  to 
die  with  dignity  and  peace.  He  has  also  found  that  if  no 
treatment  is  to  be  given  to  a terminally-ill  patient  except 
to  ease  his  pain  and  make  his  last  days  comfortable,  that 
it  is  best  to  have  these  patients  return  to  their  own  homes 
to  die,  where  they  are  in  familiar  surroundings  and  with 
people  they  love  and  can  trust.  The  family  physician  has 
also  found  that  one  must  not  attempt  to  divorce  the  disease 
from  the  patient;  in  other  words,  one  must  not  be  con- 
cerned only  with  the  illness  but  should  be  even  more  in- 
terested in  the  patient  who  has  the  illness. 

Finally,  the  attitude  of  today’s  physician  and  the  phy- 
sician of  tomorrow  towards  the  care  of  the  elderly  and 
terminally-ill  patient  requires  a much  more  prominent 
place  in  the  education  of  the  medical  profession.  It  should 
be  an  important  component  of  medical  education  not  only 
of  the  medical  student,  but  also  of  the  postgraduate 
training  of  the  physician;  and,  therefore,  incumbent  on 
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medical  school  deans  and  other  medical  educators  to  add 
this  to  their  curriculum. 

JOSEPH  G.  ZIMR1NG,  M.D.,  F.A.A.F.P. 

222  Riverside  Boulevard 
Long  Beach,  N.  Y.  1 1561 


Vanishing  membership 

To  the  Editor:  I read  with  interest  the  editorial  sub- 
mitted by  Lester  J.  Candela,  M.D.,  regarding  the  difficul- 
ties the  AMA  is  having. 

The  AMA  reflects  the  same  inability  to  discern  its  role 
that  afflicts  the  Medical  Society  of  the  State  of  New  York. 
When  the  American  Medical  Association  can  turn  a deaf 
ear  to  the  plight  of  the  indicted  Long  Island  eight  physi- 
cians that  the  Medical  Society  of  the  State  of  New  York 
does,  it  is  only  following  the  lead  of  MSSNY. 

MSSNY  is  faced  with  a crisis  of  character  as  well  as  ne- 
cessity. If  MSSNY  and  the  AMA  can  claim  to  lead,  they 
had  better  obtain  a moral  posture  of  protecting  the  inno- 
cent members  of  the  profession  from  harassment  on  a 
personal  basis.  Until  organized  medicine  understands  that 
it  has  a responsibility  to  its  basic  member  (as  does  every 
labor  union)  the  cause  is  hopeless.  This  is  a lesson  that  is 
easily  learned  by  following  the  example  of  Big  Labor. 

A.  BURTON  WHITE,  M.D. 

Past  President,  Nassau  County  Medical  Society 

One  Barstow  Road 
Great  Neck,  N.  Y.  10021 


Thyroid  supplements  vary 
widely  in  potency 

Different  brands  of  a thyroid  supplement  can  vary 
considerably  in  potency,  says  a report  in  the  October  10 
Journal  of  the  American  Medical  Association. 

Sheldon  S.  Stoffer,  M.D.,  of  Southland,  Michigan,  re- 
ports on  an  analysis  of  a brand  name  thyroxine  tablet  and 
two  generic  products,  supposedly  the  same. 

The  thyroxine  content  was  significantly  different  in  the 
generic  tablets  when  compared  with  the  brand  name 
product,  Dr.  Stoffer  says.  Even  the  brand  name  had  only 
78  percent  of  expected  potency,  he  found. 

Manufacturers  should  be  required  to  measure  the  thy- 
roxine content  of  their  tablets,  the  Michigan  researcher 
recommends.  However,  the  patient  who  sticks  with  one 
particular  brand  will  be  able  to  adjust  the  dosage  to  achieve 
the  desired  balance  of  thyroid  output.  But  he  might  be  in 
trouble  if  he  switches  to  a supposedly  equivalent  generic 
product  in  an  effort  to  save  money,  Dr.  Stoffer  declares. 

“Until  such  time  that  levothyroxine  products  become 
more  uniform,  physicians,  pharmacists,  and  legislators 
should  not  encourage  product  switching,”  he  concludes. 

Legislation  has  been  introduced  in  some  governmental 
units  to  require  use  of  the  least  expensive  medication  in  an 
effort  to  save  money. 


NONINVASIVE  MEDICAL  IMAGING 
for  the 

PRACTICING  PHYSICIAN 

March  4-7,  1981 
Hyatt  Regency  Acapulco 
Acapulco,  Mexico 

This  exciting  2Y2-day  meeting  will  cover  current  and 
promising  new  applications  of  noninvasive  medical 
imaging  techniques  in  the  fields  of  nuclear  medicine, 
computerized  tomography  and  ultrasound.  The 
course  is  designed  to  bring  out  aspects  of  modern 
techniques  which  are  most  likely  to  have  an  impact 
on  the  practice  of  medicine. 

The  program  meets  the  criteria  for  21  credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association  and  LCCME. 
The  faculty  includes  Drs.  R.  E.  Coleman,  A.  E. 
James,  Jr.,  J.  W.  Keyes,  Jr.,  M.  Krobkin,  R.  Gramiak, 
S.  Larson,  M.  Loberg,  H.  N.  Wagner,  Jr.,  B.  D.  Doust, 
J.  S.  Soin,  and  J.  E.  Youker. 

The  reservation  deadline  is  January  15,  1981.  For 
further  information  call  (800)  558-7990.  (Wisconsin 
residents  call  (414)  327-6030)  or  write  Jagmeet  S. 
Soin,  M.D.,  Division  of  Nuclear  Medicine,  8700  W. 
Wisconsin  Ave.,  Milwaukee,  Wl  53226.  (414) 

257-5968. 
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In  the  Congress’  mad  rush  to  recess  and  get  out  on  the 
hustings  it  has  paid  little  attention  to  specif  ic  health  related 
legislation.  The  budget  reconciliation  process  has  imposed 
added  strain  to  a system  now  groaning  under  the  weight 
of  trying  to  do  too  much  in  too  little  time.  As  a result  many 
measures  of  importance  to  medicine  may  die  on  the 
vine. 

* * * 

In  the  face  of  opposition  from  many  in  the  medical  re- 
search community,  the  House  has  easily  approved  historic 
legislation  greatly  extending  Congress’  control  over  the 
federal  medical  research  effort  at  the  NIH  (National  In- 
stitutes of  Health). 

The  National  Cancer  and  Heart  and  Lung  Institutes, 
formed  during  the  past  decade,  are  subject  to  the  Con- 
gressional authorization  procedure,  but  the  rest  of  NIH  has 
remained  unencumbered.  As  a result,  the  health  sub- 
committees of  the  Senate  Human  Resources  Committee 
and  of  the  House  Commerce  Committee  have  not  been  able 
to  exert  the  type  of  oversight  and  control  of  NIH  activities 
that  are  enjoyed  by  most  nonappropriations  com- 
mittees. 

Many  researchers  have  feared  that  authorization  au- 
thority could  lead  to  more  political  dabbling  in  NIH  ac- 
tivities and  possible  restrictions  on  funding. 

In  an  effort  to  meet  these  objections,  the  House  bill  al- 
lows authorizations  to  be  provided  for  an  additional  year 
automatically  if  program  extensions  unavoidably  are  de- 
layed; and  sets  up  an  overall  authorization  of  $100  million 
to  assure  that  unexpected  breakthroughs  in  research  would 
not  be  impeded  by  limits  in  authorization  levels. 

Although  the  appropriations  committees  have  great 
leeway  in  voting  funds,  they  are  limited  by  law  from  ex- 
ceeding authorization  levels  established  by  the  other 
committees  in  Congress. 

The  issues  raised  by  the  legislation  were  serious  enough 
for  opposition  to  be  registered  by  four  former  assistant 
HEW  Secretaries  for  Health,  four  previous  directors  of 
NIH,  the  American  Association  of  Medical  Colleges,  and 
the  Association  of  Professors  of  Medicine,  among  others. 

However,  supporters  of  the  bill,  led  by  Commerce  Sub- 
committee chairman  Representative  Henry  Waxman  (D., 
Calif.)  and  ranking  GOP  member  Tim  Lee  Carter,  M.D. 
(R.,  Ky.),  noted  that  the  Surgeon  General  and  current 
Assistant  Secretary  for  Health,  Julius  Richmond,  M.D., 
and  Donald  Frederickson,  M.D.,  director  of  the  NIH,  have 
indicated  their  backing  of  the  measure. 

But  Capitol  Hill  observers  believe  there  is  little  chance 
differences  between  the  Senate  and  House  version  of  the 
bill  can  be  ironed  out  in  the  rush  to  recess.  Nonetheless, 
sponsors  of  the  controversial  legislation  promise  they  will 
be  back  with  the  same  proposal  in  the  next  Congress. 

* * * 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


The  government  has  opened  a pilot  program  of  requiring 
drug  manufacturers  to  provide  patient  package  inserts  for 
10  drugs  or  classes  of  drugs.  The  purpose  is  to  determine 
whether  such  inserts  are  a good  way  of  informing  the  public 
and  whether  more  drugs  should  be  covered. 

Pharmacists  will  provide  the  leaflets  when  a prescription 
is  filled  initially. 

The  drugs  involved  are  ampicillins,  benzodiazepines, 
cimetidine,  clofibrate,  digoxin,  methoxsalen,  thiazides, 
phenytoin,  propoxyphene,  and  warfarin. 

The  three-year  program  will  cost  an  estimated  $21  mil- 
lion a year  which  will  be  borne  by  the  manufacturers.  Each 
pamphlet  will  cost  about  18  cents,  a cost  that  will  be  re- 
flected in  the  cost  of  the  drug.  The  Pharmaceutical 
Manufacturers  Association  said  the  federal  action  is  “an 
important  first  step”  toward  the  objective  of  getting 
meaningful  information  to  the  consumer. 

The  “inserts”  will  describe  what  the  drug  is  for,  what  side 
effects  may  occur,  and  how  to  take  the  drug  properly  to  get 
the  most  benefit.  The  leaflets — scheduled  to  be  available 
in  pharmacies  by  mid-1981 — will  also  be  available  to  hos- 
pitals and  nursing  homes. 

The  drugs  chosen  for  the  pilot  program  include  some  of 
the  most  frequently  prescribed,  including  the  benzodi- 
azepine category  of  tranquilizers  which  numbers  Librium 
and  Valium  among  the  familiar  name  brands.  About  16 
percent  of  all  new  prescriptions  would  be  affected. 

Health  and  Human  Services  Secretary  Pat  Harris  told 
a Washington,  D.C.,  news  conference  that  many  of  the  six 
million  cases  of  adverse  drug  reaction  could  be  prevented 
or  minimized  by  giving  patients  more  information  about 
their  prescription  drugs. 

During  the  evaluation  period,  the  FDA  will  permit  the 
testing  of  alternative  methods  such  as  having  drug  infor- 
mation available  in  a book  at  the  pharmacy. 

Under  the  benzodiazepines,  the  guideline  insert  includes 
both  a statement  that  special  precautions  apply  to  the  use 
of  the  drug  in  elderly  patients  and  a statement  about  the 
risk  of  the  patient  developing  a dependence  on  the  drug. 
These  drugs  should  not  be  used  to  treat  anxiety  or  tension 
due  to  the  stress  of  everyday  life,  the  leaflet  says.  It  cau- 
tions against  using  alcohol  while  taking  the  drugs. 

Warning  on  dependence  and  use  with  alcohol  and  other 
drugs  are  also  featured  in  the  propoxyphene  insert.  Advice 
is  given  in  case  of  an  overdose. 

Caution  against  exposure  to  sunlight  is  given  for 
methoxsalen. 

Patients  taking  phenytoin  are  urged  to  watch  out  for 
signs  of  toxicity.  A similar  warning  of  toxicity  is  included 
for  digoxin. 

Clifibrate  may  increase  the  risk  of  having  gallbladder 
trouble  or  getting  tumors,  according  to  the  leaflet.  Regular 
blood  tests  are  urged. 

Warfarin  can  dangerously  interact  with  other  drugs,  even 
aspirin,  patients  are  notified.  Physicians  should  be  told 

continued  on  page  1911 
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continued  from  page  1910 
of  unusual  bruising  or  bleeding. 

In  a rule  published  in  the  Federal  Register  September 
12,  FDA  set  forth  the  new  requirements  and  published 
draft  guidelines  for  the  ten  patient  package  inserts. 

* * * 


The  American  Medical  Association  has  told  Congress 
the  NHSC  (National  Health  Service  Corps)  program 
should  not  become  the  primary  means  of  financing  medical 
education  through  federal  scholarships.  At  the  same  time, 
the  AMA  supported  the  goals  of  the  program  in  providing 
medical  personnel  to  “truly  underserved”  areas. 

Joseph  Boyle,  M.D.,  Vice  Chairman  of  the  AMA  Board 
of  Trustees,  told  the  Senate  Labor  Subcommittee  on 
Health  that  the  AMA  sees  problems  with  the  Corps  in  the 
designation  of  shortage  areas  and  in  the  placement  of  corps 
personnel.  “A  significant  step  to  alleviate  these  problems 
would  be  to  allow  input  in  the  placement  of  corps  personnel 
from  local  medical  societies,”  Dr.  Boyle  said. 

Such  input  could  also  have  the  advantage  of  increased 
cooperation  between  practitioners  and  work  to  increase  the 
retent  ion  rate  of  corps  personnel  in  the  communities  where 
they  are  placed.” 

Dr.  Boyle  said  that  as  more  studies  are  completed  it  will 
be  easier  to  plot  the  future  of  the  corps.  Until  such  studies 
are  completed,  there  should  be  no  increase  in  the  number 
of  NHSC  scholarships,  he  added. 

“For  the  corps  to  be  most  effective,  it  must  work  as  an 
adjunct  to  the  physician  in  private  practice,”  said  Dr. 
Boyle,  “only  through  the  proper  allocation  of  corps  per- 
sonnel will  health  manpower  shortage  areas  be  elimi- 
nated.” 


* 


* * 


The  Senate  has  passed  and  sent  to  an  uncertain  fate  the 
health  education  assistance  bill  which  discontinues  the 
present  capitation  aid  program  for  medical  schools. 

The  bill,  which  had  been  dangling  for  months,  was  ap- 
proved with  only  brief  comment  and  by  voice  vote. 

The  House-passed  medical  education  bill  is  substantially 
different,  proposing  a three-year  phase-down  of  capitation 
aid,  among  other  provisions. 

The  Senate  measure  proposes  a new  national  priority 
incentive  grant  program  starting  in  fiscal  1982  under  which 
schools  which  undertake  certain  projects — such  as  con- 
ducting a certain  percentage  of  clinical  education  in 
shortage-areas — would  receive  grants  amounting  to  $250 
per  student. 

The  shortage  of  time  left  before  the  election  recess  may 
cause  the  final  congressional  disposition  of  the  bills  to  be 
put  off  until  a lame  duck  session  after  the  elections  or  the 
legislation  may  be  shelved  for  this  year  with  a continuing 
resolution  to  keep  education  funds  flowing  at  their  current 
level  for  another  year.  In  this  event,  the  new  Congress 
would  have  to  tackle  the  issue  again  next  year. 

* * * 
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The  House  has  passed  legislation  protecting  news  media 
offices  from  arbitrary  searches  for  evidence  by  federal  of- 
ficials. The  measure  also  called  for  the  Attorney  General 
to  draw  up  guidelines  to  prevent  such  search  warrants 
where  they  would  intrude  on  the  confidential  relationship 
between  physician  and  patient  and  attorney  and  client. 

continued  on  page  1914 


Neurobiology  of  Aging 
History  of  Medicine 


November  1980/New  York  State  Journal  of  Medicine  1911 


conitmpomwj  nutrMoii 


Tables  of  Food  Composition:  Uses  and  Limitations 


Bernice  K.  Watt,  Ph  D 

Former  Leader  of 
Nutrient  Data  Research  Group 
Science  and  Education  Administration 
U S Department  of  Agriculture 
Hyattsville,  Maryland 


The  Development  of  Food  Tablet 

In  1894  the  United  States  Congressoffici- 
ally  recognized  the  need  for  information  on 
the  composition  of  food  by  appropriating 
$10  000  to  investigate  and  report  on  the  nu- 
tritive value  of  human  foods  (1 ) Two  years 
later.  W O Atwater  and  C D Woods  of  the 
U S Department  of  Agriculture  (USDA)  is- 
sued their  now  classic  Bulletin  No  28.  The 
Chemical  Composition  ot  American  Food 
Materials  (2) 

Materials 

Bulletin  No  28  was  the  first  general  table 
of  food  composition  for  the  United  States  It 
presented  data  on  percentages  of  refuse, 
water,  protein,  fat,  carbohydrate  and  ash  for 
less  than  1 .000  food  items  in  common  use  It 
also  included  data  on  the  energy  values  of 
these  individual  foods  expressed  as  calories 
per  pound  of  the  item  Furthermore,  this 
table  also  contained  data  for  each  food  on 
the  nutrients  known  and  considered  im- 
portant at  that  time 

Since  the  development  of  Bulletin  No  28 
in  the  late  1800s,  USDA  has  published  a 
series  of  food  composition  tables  The  most 
recent  table  is  Agriculture  Handbook  No  8. 
Composition  ot  Foods  Raw . Processed. 
Prepared,  which  is  presently  undergoing  a 
second  maior  revision  (3)  Each  new  table  in 
the  series  has  been  expanded  in  some  way 
over  its  predecessor  by  including  data  for 
more  nutrients,  more  foods  or  in  both  ways 
In  comparison  to  BulletiriNo  28.  Agriculture 
Handbook  No  8 contained  data  for  many 
more  of  the  nutrients  that  subsequently  had 
been  recognized  as  important 

Early  tables  were  used  for  evaluating  the 
nutritional  quality  of  diets  of  individuals  or 
population  groups  as  well  as  for  nutritional 
assessment  of  food  supplies  T ablesof  food 
values  were  developed  or  adapted  for  col- 
lege courses  in  foods  and  nutrition  and  for 
use  by  administrators  and  welfare  workers 
in  planning  food  distribution  programs,  al- 
lotting food  supplies  and  developing  nutri- 
tionally adequate  food  plans &t  different  cost 
levels  For  each  of  these  uses,  data  from  the 
standard  tables  of  food  values  served  the 
purpose  well 


The  identification  of  additional  nutrients 
and  the  expanding  knowledge  of  the  impor- 
tance of  vitamins  and  mineral  elements  dur- 
ing the  1930s  and  40s  gave  rise  to  a new 
surge  of  interest  in  nutrition  The  need  for 
data  on  the  content  of  these  new  nutrients  in 
specific  foods  became  urgent  The  develop- 
ment of  new  foods  and  new  fbrms  of  food 
accelerated  the  need  for  more  specific  data 
on  the  nutrient  composition  of  individual 
foodstuffs  Tables  of  food  composition  had 
to  be  broadened  to  provide  data  for  addi- 
tional nutrients  and  extended  to  provide 
data  on  more  items  The  food  industry,  often 
working  with  state  and  federal  agencies, 
supplied  much  valuable  information  in  de- 
veloping these  expanded  food  composition 
tables 

The  basic  reference  data  in  these  broad- 
ened food  composition  tables  enabled  users 
of  the  tables  to  meet  new  and  developing 
needs  in  addition  to  former  applications 
The  data  were  used,  for  example,  in  devel- 
oping the  grain  enrichment  program,  for 
reference  in  various  wartime  measures 
taken  to  cope  with  possible  shortages  of 
foods,  canning  supplies,  and  fertilizer  for 
food  crops,  and  for  allocating  food  stocks  to 
civilian  and  military  populations  The  basic 
data  were  adapted  to  meet  growing  de- 
mands from  educational,  medical  and  other 
professional  groups  for  up-to-date  values 

Food  Composition  Date 

From  the  beginning,  values  in  the  food 
tables  have  been  based  on  direct  chemical 
analysis  Data  were  assembled  for  study 
from  many  individual  laboratories  Origi- 
nally, state  agricultural  experiment  stations 
and  other  government  agencies  supplied 
most  of  the  data  As  explained  by  T odhunter 
(4)  in  an  excellent  review,  Atwater  used  data 
from  other  government  agencies  to  augment 
work  from  his  own  laboratories  in  preparing 
Bulletin  28 

In  preparing  modern  food  tables,  how- 
ever, unpublished  data  from  the  food  indus- 
try and  other  independent  laboratories  are 
tabulated  for  study  along  with  the  data  col- 
lected by  government  researchers  In  addi- 
tion. nutrient  analysis  information  is  com- 
piled from  the  scientific  and  technical  litera- 
ture Pertinent  information  on  the  method  of 
analysis  and  description  of  the  sample  ana- 
lyzed is  also  recorded  After  collecting  data 
from  all  sources,  factors  relating  to  the  ac- 
tual content  of  one  or  more  nutrients  in  that 
food  are  taken  into  account  in  deriving  suit- 
able figures  for  the  table  A few  of  the  impor- 
tant factors  are  degree  of  maturity  of  the 
food,  extent  of  trimming  fat,  outer  leaves  or 


other  potentially  edible  parts;  variety;  length 
of  storage,  degree  of  milling;  and  blanching 
and  other  procedures  for  canning.  Special 
attention  also  is  given  to  showing  appropri- 
ate relationships  among  different  forms  of  a 
food,  i e , between  whole  grain  and  refined 
cereals,  or  fluid,  evaporated  and  dry  milks. 

A primary  objective  in  developing  stan- 
dard reference  values  on  the  composition 
of  foods  is  to  derive  values  that  are  repre- 
sentative for  the  foods  as  used  throughout 
the  country  on  a year-round  basis.  For  some 
foods,  it  is  meaningful  to  provide  data  also 
for  sub-groups  and  this  is  done  when  feasi- 
ble For  example,  right  after  harvest,  new 
potatoes  have  about  twice  as  much  vitamin 
C as  they  will  have  three  months  later  and 
about  three  times  as  much  as  they  will  have 
after  they  have  been  stored  for  six  months. 
This  information  is  included  in  the  table  in 
addition  to  a general,  year-round  figure. 

Frequently,  a wide  variation  in  nutrient 
content  is  observed  among  different  sam- 
ples of  a food  Forexample,  wide  ranges  have 
been  found  in  the  vitamin  C content  among 
different  Valencia  oranges  (5)  and  in  the  fat 
content  among  different  samplesof  the  same 
species  of  fish  (6)  In  these  cases,  someof  the 
difference  was  related  to  the  time  of  year  of 
harvest  orcatch  Such  samplevariation  does 
not  mean  that  a single  published  figure  in  a 
standard  table  isunreliableorthatfordietary 
planning  food  cannot  be  depended  on  as  a 
source  of  the  nutrient.  It  does  mean  that 
compilers  of  the  data  must  use  special  care 
in  deriving  the  representative  figure  for  pub- 
lication 

When  the  compiler  finds  that  the  content 
of  an  important  nutrient  in  a food  is  affected 
by  one  or  more  of  these  factors,  separate 
average  values  are  usually  compiled  for 
each  category,  i e , variety,  storage,  trim- 
ming, etc.  If  the  compiler  anticipates  that 
users  of  the  table  will  need  data  by  individual 
categories,  this  breakdown  usually  would  be 
presented  in  the  table.  Otherwise,  the  mean 
values  for  the  different  categories  are 
weighted  to  give  a composite  mean  for  the 
table  This  composite  mean  more  nearly  rep- 
resents the  nutrient  content  in  the  total  pro- 
duction of  the  food  than  would  a simple 
mean  of  all  values.  For  example,  if  a simple 
mean  is  to  be  used  in  preparing  a value  to 
apply  to  market  samples  of  a fruit  or  vege- 
table, the  compiler  must  avoid  a dispropor- 
tionate number  of  samples  analyzed  when 
freshly  harvested. 

Sometimes  current  analytical  data  are 
lacking  for  commonly  used  foods.  The  com- 
piler is  then  faced  with  the  decision 
whether  to  omit  the  item  This  approach  is 
not  generally  helpful  to  those  who  depend 
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on  the  tables  II  the  item  is  a manufactured 
product,  values  can  sometimes  be  calcu- 
lated Irom  the  ingredients  list  In  other 
cases,  data  can  often  be  adapted  from  a like 
food,  i e impute  a value  The  path  taken 
depends  on  the  kinds  of  information  avail- 
able 

In  recent  years,  numerous  research  proj- 
ects have  been  sponsored  to  provide  data 
to  either  eliminate  existing  voids  in  food 
composition  information  or  to  reconcile 
apparent  inconsistencies  in  existing  data 
among  different  forms  of  food  Results  from 
some  of  these  studies  are  already  being 
entered  in  the  government  data  base  and 
used  for  preparation  of  the  new  food  tables 
(7)  Most  of  these  special  studies  measure 
the  effect  of  cooking  or  other  usual  treat- 
ment of  foods  on  nutrient  content 

The  composition  of  foods  reported  in 
these  tables  should  not  be  regarded  as 
static  Values  appropriate  at  one  time  may 
not  apply  during  a later  period  when  new  or 
different  varieties  predominate  when  pro- 
duction or  manufacturing  processes  have 
changed  or  when  different  ingredients  are 
used  Change  may  result  also  from  improved 
methods  of  analysis  Changes  over  time  in 
practices  of  production,  preparation  for  eat- 
ing and  method  of  analysis  do  not  neces- 
sarily result  in  significant  changes  in  nutri- 
ent composition  data  However,  the  data 
need  to  be  monitored  as  an  ongoing  func- 
tion. exchanging  current  for  outmoded  in- 
formation in  order  to  maintain  reliable, 
standard  reference  values 

Applications  of  Data  In  Food  Tablet 

Broadly  based  values  from  comprehen- 
sive tables  of  food  composition  are  suitable 
for  a wide  variety  of  purposes  Several  have 
already  been  mentioned  Listed  here  are 
some  others 

• Developing  educational  material  as  daily 
or  weekly  food  guides  that  specify  type  and 
quantities  of  foods  to  use  for  meeting  de- 
sired levels  of  nutrients,  or  teaching  materi- 
als to  encourage  better  food  habits  in  various 
segments  of  the  population 

•Planning  meals  for  individuals  or  groups 
to  supply  desired  levels  of  nutrients 

• Selecting  suitable  alternates  among 
foods  to  control  costs 

• Planning  diets  or  diet  patterns  for  spe- 
cial conditions  such  as  weight  control,  dia- 
betes. restriction  of  cholesterol  or  limita- 
tion of  sodium 

•Calculating  nutrients  in  food  stocks 
household,  institutional,  military  or  national 
food  stocks  and  determining  trends  in  levels 
of  nutrients  available 

•Calculating  values  from  dietary  histories 
of  individuals,  families  or  segments  of  the 
population 


The  food  table  values  are  suitable  for  de- 
termining intake  of  nutrients  from  statistics 
on  kinds  and  quantities  of  foodsconsumed 
Better  nutritional  evaluation  of  today  's  diets 
are  now  possible  since  the  recent  tables  have 
been  refined  and  expanded  to  include  the 
nutrient  composition  of  more  food. in  the 
forms  in  which theyarecurrently consumed 
However,  the  use  of  general  data  from  a food 
table  to  evaluate  individual  dietary  intakes 
is  sometimes  questioned,  the  view  is  ex- 
pressed that  a few  chemical  analyses  of 
foods,  which  are  actually  consumed,  would 
be  preferable  as  a measure  of  individual 
consumption  This  is  now,  however,  a valid 
assumption  Because  of  wide  natural  vari- 
ation from  sample  to  sample,  calculations 
using  data  from  broadly  based  standard 
tables  are  better  suited  for  estimating  nu- 
trient content  of  diets  over  a period  of  time 
than  are  data  from  chemical  analyses  of 
limited  samples  collected  over  a short 
period  of  time 

Purposes  That  Data  in  Food  Tables 
Do  Not  Serve 

There  are  situations  in  which  even  the  best 
representative  values  from  standard  tables 
of  food  composition  would  not  be  satisfac- 
tory Two  purposes  for  which  tables  cannot 
be  used  are  listed  here 

• Data  from  food  tables  are  not  satisfac- 
tory when  the  specific  amounts  of  nutrients 
m foods  consumed  by  an  individual  must  be 
determined  Chemical  analyses  of  the  spe- 
cific foods  consumed  are  required  for  meta- 
bolic studies  in  which  nutrient  retention 
and  loss  by  the  body  is  to  be  monitored  or 
balanced  against  intake  of  nutrients  Nutri- 
ent labeling  data  found  on  food  packages 
are  also  unsuitable  for  precise  work  The 
label  statement  includes  an  allowance  for 
sample  variation  and  allows  the  manufac- 
turer some  leeway  for  protection  from  vio- 
lation of  legal  regulations 

•Measurement  of  the  retention  of  nutri- 
ents during  treatment  or  handling  of  food 
cannot  be  determined  from  the  data  in  tables 
of  food  composition  Studies  of  the  effect  of 
processing  such  as  cooking,  trimming,  mill- 
ing or  other  treatment  on  the  content  of 
nutrients  in  foods  require  analysis  of 
the  specific  sample  or  aliquot  before  and 
after  processing  Foraccuratedataon  reten- 
tion. consideration  must  be  given  also  to 
changes  in  weight  of  the  sample  as  shown 
by  Murphy  et  al.(8) 

Summary 

In  summary,  the  values  in  broadly  based 
tables  of  food  composition  are  appropriate 
when  considering  the  amount  of  nutrients 
supplied  by  foods  which  are  consumed  over 
a period  of  time  However,  the  values  in  these 
food  tables  are  not  appropriate  when  the 
precise  nutrient  content  of  a specific  food 
sample  must  be  determined. 
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Many  of  the  50  million 
Americans  who  are 
covered  by  private  pension 
plans  think  they’ll 
automatically  qualify  for 
benefits  when  they  reach 
retirement  age. 

They’re  wrong! 

Every  plan  has  require- 
ments that  must  be  met 
under  the  Employee 
Retirement  Income 
Security  Act.  And  the  time 
to  find  out  about  those 
requirements  is 
now — even  if  retirement  is 
30  years  down  the  road. 

There’s  a lot  more  to  think 
about  too.  Does  your  plan 
permit  early  retirement? 
How  much  will  your 
plan  pay  you?  Will  you 
receive  a monthly  payment 
or  a lump  sum? 

The  U.S.  Department  of 
Labor  has  a free  booklet 
that  will  help  you  answer 
these  questions  and  a lot 
more.  Send  for  it  today. 

Write:  Pensions , Consumer 
Information  Center 
Pueblo,  Colorado  81009 


U.S.  Department  of  Labor 
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The  AMA  had  urged  that  the  bill,  similar  to  one  ap- 
proved by  the  Senate  earlier,  cover  the  medical  profession 
as  well  as  the  news  media  in  the  mandated  protection. 
However,  the  bill’s  backers  decided  to  limit  the  protection 
to  the  first  amendment — freedom  of  speech — area. 

The  Supreme  Court  in  1978  broadened  the  scope  of 
search  warrants  against  innocent  third  parties  by  imposing 
a standard  of  “reasonableness”  in  a decision  that  sparked 
a flood  of  protest  from  the  news  media.  The  case  stemmed 
from  a police  search  of  the  files  of  the  Stanford  University 
newspaper. 

The  legislation  essentially  would  overturn  the  decision 
as  it  applies  to  the  press. 

All  of  the  witnesses  at  the  hearings,  including  the  press, 
urged  that  the  protection  be  extended  to  all  innocent  third 
parties,  but  the  Justice  Department  expressed  reservations 
about  such  an  extension  beyond  the  news  media. 

* * * 


The  Committee  for  National  Health  Insurance,  a 
labor-dominated  outfit  formed  to  push  the  labor  NHI  plan 
11  years  ago,  is  about  to  go  out  of  business  unless  labor 
leaders  decide  to  resurrect  it. 

The  head  of  the  committee  since  its  inception,  Max  Fine, 
has  left  to  form  a company  to  establish  and  administer 
self-insurance  health  plans  for  companies. 

The  Committee,  which  still  exists  on  paper,  consists  of 
about  100  people  prominent  in  unions  or  in  health. 
Douglas  Fraser  of  the  United  Auto  Workers  is  Presi- 
dent. 

During  its  heyday,  Fine  and  the  committee  were  active 
in  testimony  and  public  appearances  touting  the  broad 
labor  NHI  plan  also  endorsed  by  Senator  Edward  Kennedy 
(D.,  Mass.).  The  collapse  of  the  NHI  drive  in  Congress  and 
the  steadily  dwindling  support  for  the  type  of  national 
health  plan  supported  by  labor  has  helped  to  put  the 
committee’s  activities  in  the  background  in  recent  years. 


“Come  here,  young  fellow!  You’re  supposed  to  be  in  sur- 
gery having  a heart  transplant.” 


Printed  by  this  publication  as  a public  service. 


PHYSICIANS  WANTED 


NOW  A VAILABLE! 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in- 
come, flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
James  Thomas,  230  Park  Ave.,  Suite  303,  New  York,  N Y.  10169,  or  call  collect 
(212)  599-0060. 


CATSKILL,  N.Y  , GREENE  COUNTY  NEEDS  AN  OB/GYN.  Physician  and 
a Family  Practitioner.  Contact  John  A.  Vosburgh,  M.D.,  19  So.  Jefferson  Ave., 
Catskill,  N.  Y.  12414.  Tel.  (518)  943  421 1. 


EMERGENCY  PHYSICIANS — LOUISIANA,  Full-time  openings  for  Emergency 
dept.  Malpractice  paid,  excellent  salary;  2lk  days  work/week.  Reply:  PMSC; 
225  Baronne  St.,  Suite  300,  New  Orleans,  La.  70112. 


FAMILY  PRACTITIONER/INTERNIST  WELL  ESTABLISHED  upstate 
group  has  need  for  you  because  of  increased  patient  load.  Full  time  office/hos- 
pital practice.  For  more  details  send  C.V.  to  John  F.  Spring,  M.D.,  Box  156, 
Southview  Station,  Binghamton,  N.Y.  13903. 


LOVELY  SOUTHWESTERN  CLIMATE — Excellent  professional  relation- 
ships— multispecialty  group  seeking  an  Internist.  Contact — Talton  Francis, 
El  Paso  Medical-Surgical  Associates,  P.A.,  10301  Gateway  West,  El  Paso,  Texas 
79925,  phone  (915)  592-0201. 


The  most  useful  and 
definitive  book  on 
drug  therapy! 


Completely  reorganized,  updated,  and  expanded,  AMA 
DE/4  is  the  most  inclusive,  comprehensive,  and  objective 
drug  compendium  ever  assembled,  covering  virtually 
every  significant  drug  prescribed  in  the  U.S.  today.  Over 
1,300  drugs  are  evaluated,  including  57  new  drug  listings. 


EMERGENCY  DEPARTMENT  PHYSICIAN  NEEDED  for  lovely  small  city 
located  in  Southcentral  New  Y'ork  State.  Excellent  facility  with  office  space 
provided.  Excellent  salary.  Excellent  benefits.  For  information  about  this 
and  numerous  other  positions,  call  Durham  Medical  Search  at  (716)  852-5911. 
505  N Statler  office  building,  Buffalo,  N.Y'.  14202. 


KINNELON  MEDICAL  CENTER  (30  miles  from  NYC)  Female  OB/GYN  begin 
solo  practice  with  well  established  woman  physician.  Office  work  8 hours  a week 
for  rent.  Contract  for  1 year.  (201)838-0188. 

WESTERN  NEW  YORK  BOARD  ELIGIBLE  OR  certified  orthopedist  needed 
immediately  for  association  or  partnership  in  a growing  general  orthopedic 
practice  with  two  young  Board  Certified  Orthopedists,  in  a prosperous,  stable 
attractive  rural  community.  Excellent  recreational  opportunities,  good  schools, 
colleges,  etc.  30  minutes  north  of  Buffalo,  east  of  Niagara  Falls.  New  170  bed 
hospital  being  built.  David  Denzel,  M.D.,  Lockview  Plaza,  Lockport,  N.Y.  14094. 
(716)  434-2697,  home  (716)  433-5176. 


PUBLIC  HEALTH  ADMINISTRATOR  TO  SERVE  as  chief  administrator  of  a 
rural  county  health  department  with  medical  consultant;  population  85,000. 
Staff  of  32  including  environmental,  public  health  nursing,  home  health  agency, 
WIC  programs.  Must  have  Master’s  in  Public  Health  and  at  least  three  years 
public  health  experience  or  a combination  of  education  and  experience  acceptable 
to  the  local  Health  Board  and  State  Commissioner.  Good  salary,  also  benefits. 
Respond  to:  George  Cameron,  Chairman,  Search  Committee,  Clinton  County 
Board  of  Health,  30  Durkee  Street,  Plattsburgh,  N.YT.  12901. 


RADIOLOGIST— UPSTATE  NEW  YORK— JANUARY  1981.  To  join  another 
radiologist  in  160-bed  hospital.  General  diag.  radiology  including  nucl.  med., 
ultrasound,  special  proc.  Ultrasound  training  required.  Excellent  opportunity 
leading  to  partnership.  Write:  H.  Shahinfar,  M.D.,  2 Taber  Road,  Utica,  N.Y'. 
13501. 


COUNTY  HEALTH  COMMISSIONER  FOR  THE  CLINTON  County  Health 
Department,  bordering  Canada  and  Lake  Champlain,  population  85,000.  Must 
be  a physician  licensed  in  New  York  State  with  Master's  in  Public  Health  and/or 
Preventive  Boards  and/or  experience  acceptable  to  the  local  Health  Board  and 
State  Commissioner  of  Health.  Responsible  for  the  administration  of  environ- 
mental health  staff,  home  health  agency  and  public  health  staff,  WIC,  rehabili- 
tation and  medical  directors  to  social  service  medicaid  programs;  total  of  32  staff 
and  two  directors.  Also,  conferences,  maternal-infant-toddlers-adult-tbc. 
Responsible  for  statistics,  analysis,  epidemiology,  community  diagnosis.  Salary 
negotiable,  generous  fringe  package.  A good  place  to  live.  Respond  to:  George 
Cameron,  Chairman,  Search  Committee,  Clinton  County  Board  of  Health,  30 
Durkee  Street,  Plattsburgh,  N.Y’.  12901. 

FAMILY  PRACTITIONER  wanted  for  small  group  serving  three  hospital-related 
health  centers.  Guarantee,  incentive,  all  fringes  including  malpractice  insurance. 
Modern,  well-staffed  hospital.  Beautiful  Mohawk  Valley  location  offers  finest 
family  living  and  recreation.  Dr.  Charles  Moehs,  c/o  Faxton  Hospital,  Utica, 
NY  13502. 


An  indispensable,  clinically-oriented  guide 
for  prescribing,  dispensing,  or  administering  drugs 

Organized  by  therapeutic  category,  each  chapter  begins 
with  an  introductory  overview,  followed  by  detailed 
evaluations  for  individual  drugs.  AMA  DE/4  gives 
information  on  dosage,  actions  and  uses,  and  ccntraindi- 
cations-plus  a listing  for  hundreds  of  additional  mixtures 
and  proprietary  preparations. 

THE  authoritative  guide 

You  can  be  confident  the  information  is  accurate  and 
clinically  pertinent  because  it  was  compiled  by  the  AMA 
Drug  Department  working  with  the  American  Society  for 
Pharmacology  and  Therapeutics  and  a consulting  panel 
of  more  than  300  distinguished  physicians  and  other 
health  care  professionals. 

Order  AMA  DE/4  today! 


Order  Dept.,  OP-075,  AMA  50%  discount 

P.O.  Box  821,  Monroe,  WI  53566  for  Residents! 

Only  S24! 

Please  send  me copy(ies)  of  AMA  Drug  Evaluations, 

4th  Edition,  OP-075.  $48  per  copy.  (Residents,  $24]. 

Enclosed  is  my  check,  payable  to  AMA,  for  $ 

Payment  must  accompany  order.  If  Resident,  indicate 
hospital  below. 

Please  print  SJ 

Name 

Hospital 

Address 

City 

State/Zip  
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DIRECTOR  OF 
MEDICAL 
AFFAIRS 


Unusual  opportunity  for  dynamic  Physician 
with  large  Health  Insurer  located  in  Northeast 
Metropolitan  Area.  This  is  an  Administrative/ 
Executive  Position  which  embraces  planning, 
policy  making,  administration  of  staff,  develop- 
ment of  new  programs,  Physician  relations, 
claims  adjudication,  medical  underwriting  and 
peer  review. 

Background  in  medical  practice  required; 
administrative  interests  and  communication 
skills  essential. 

Excellent  compensation  and  fringe  benefit 
package.  Please  forward  curriculum  vitae  and 
minimum  salary  requirements  in  confidence  to: 

Dept.  #149  NYSJM 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST  Board  eligible  or  certified  for  university  affiliated  hos- 
pital in  metropolitan  New  York  City.  No  cardiac  or  neuro-surgery.  Group 
membership  within  one  year.  Minimal  guarantee  and  liberal  benefits  including 
malpractice.  Reply  Dept.  #150  NYSJM. 

WANTED:  SURGEONS  AND  TRAUMA  ORIENTED  PHYSICIANS  for  in- 
dustrial practice,  Queens.  S compensation  rating  essential.  Day,  night  and 
week-end  scheduling  available.  Respond  with  details.  Dept.  #152  NYSJM. 


POSITIONS  WANTED 


W 


RADIOLOGIST,  NEW  YORK  LICENSED,  recently  trained  for  diagnostic  ul- 
trasound, seeks  hospital,  clinic  or  group  affiliation.  Queens  and  Nassau  County 
preferred.  Available  December  or  January  1981.  Reply  Dept,  c/o  148 
NYSJM. 


s 


PRACTICES  AVAILABLE 

— 

■ 


EXCELLENT  OPPORTUNITY  FOR  FAMILY  practice.  Physician  to  work  in 
medical  center  in  a scenic  rural  area.  Located  near  Blue  Ridge  Mts.  with  year 
round  mild  weather.  Guaranteed  salary  while  working  with  modern  equipment 
and  excellent  staff.  Near  hospitals,  shopping,  cultural  areas  and  historic  sites. 
Locum  Tenens  considered.  Contact  John  Troidl,  Administrator,  Evington 
Medical  Center,  P.O.  Drawer  81,  Evington,  Virginia  24550. 


FOR  SALE  CENTRAL  N.Y.  GENERAL  PRACTICE.  Suburb  of  Syracuse,  NY  ' 
Population  8,000  only  MD.  in  town.  Building  has  5 apartments,  Dental  Suite  f : 
Dr's  suite  for  2 MD’s — fully  equipped  including  X-ray  and  2 micro  therm  ma 
chines.  Reply  Nicholas  J.  Pirro,  507  Woods  Road,  Solvay,  NY  13209. 


EXCELLENT  OPPORTUNITY  FOR  RADIOLOGIST  or  radiology  group  at  j ' 
World  Trade  Center.  Ongoing  Practice  and  equipment  for  lease  or  sale.  Growth  f 
potential  is  substantial  in  this  location.  Reply  to  Dept.  151  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y 10036. 
(212)  730-0069  . 


PSORIASIS  SUFFERERS:  New  dermatological  light  boxes  can  be  helpful  aid 
in  treating  certain  skin  disorders.  Ask  your  dermatologist  about  it.  (Caution: 
Do  not  use  with  a photosensitizing  agent  such  as  the  Psoralens).  For  more  in- 
formation call  Don  McNerney  (914)  693-4439,  or  write  to  Ultra  Violet  Light  Box 
Corp.,  50  Wood  Ave.,  Ardsley,  New  York  10502. 


SKI  AND  STUDY  WEEKS.  NATIONAL  authorities  and  outstanding  educational 
programs  at  New  England’s  finest  ski  resorts.  Waterville  Valley  Primary  Care 
Conference  (January  25-30)  and  Sugarbush  Psychiatry  Conference  (February 
8-13).  22  CME  credits.  Medical  Education  Conferences,  Dept.  N,  Box  2334, 
Providence,  R.I.  02906;  (401)  751-0001. 

ATTENTION  M.D.’S,  D.D.S.’,  ADMINISTRATORS— Your  signature  is  worth 
up  to  $35,000  CASH  for  any  purpose — establish  new  practice,  working  capital, 
debt  consolidation,  investment.  Up  to  five  years  to  repay.  Fast  decisions, 
professional  service.  Call  now — Drummer’s  Realty  and  Mgt.  Corp.  49  Brewster 
Ave.,  Carmel  N.Y.  10512.  “The  Financial  Center”  (914)  225-8415. 


PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH. 

DAVIS-0MEGA  S^9NY  10036  1 2 


IMMEDIATE  OPENINGS 

In  Western  New  York  and  N.W.  Pennsylvania 

EMERGENCY  PHYSICIANS 

Positions  available  in  beautiful  communities,  mal-practice  paid,  48-60  hours 
work  per  week,  medical  licenses  are  required.  Phone  only: 

DOCTORS  SERVICES,  INC.  216-292-7445 


CERTIFIED  PUBLIC  ACCOUNTANTS — income  tax  preparation,  accounting 
and  financial  planning  are  year  round  functions.  With  today’s  complex  society, 
you  need  an  informed  professional  on  your  side.  Goldstein  & Morris,  501  Fifth 
Ave.,  NY,  NY  10017.  Member:  New  York  State  Society  of  CPA’s.  For  a con- 
sultation, call  (212)  682-3378. 


FRANCES  PALERMO  MAKES  AVAILABLE  $25,000,000  Loan  Fund  to  pro- 
fessionals. Unsecured  Loans*-  Borrow  to  $50,000.00  (Physicians  and  Physi- 
cians-in-training.  ‘Subject  to  credit  approval.  A service  designed  for  responsible 
professional  men  and  women  and  executives  as  a convenient  supplementary 
source  of  credit  without  disturbing  your  present  banking  affiliations.  Also  2nd 
mortgages  available  to  $25,000.00  or  more.  For  more  information  call  anytime 
including  Sunday:  Frances  Palermo  (516)  794-5348. 


COLLECTION  ATTORNEY— OBTAIN  PERSONAL  attention  for  your  delin- 
quent accounts.  Fee  only  on  debts  collected.  All  matters  handled  confidentially, 
tactfully  and  professionally.  Send  for  details,  state  number  of  delinquent  ac- 
counts. Sam  Resnick,  15-43  200th  St.,  Bayside,  N.  Y.  1 1360  or  call  evenings  (212) 
352-3622. 


PROFESSIONAL  THIRD  PARTY  BILLING  Spend  your  time  with  patients 
and  leave  the  administrative  details  to  us.  Complete  billing  and  bookkeeping 
service.  Expert  in  collections  from  Medicare,  Medicaid  and  other  insurance 
plans.  For  more  information  call  Ms.  Wilde  (212)  591-7715. 
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MISCELLANEOUS— CONT’D 


KXCKLLKNT  TYPING  SERVICE  Editing,  Proofreading,  Copyrighting  15 
a years  experience.  Midtown  Manhattan.  Sun-Fri,  9:00  a.m.  7:00  p.m.-  (212) 
1,  490-2770. 


EQUIPMENT 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

Emergency  Medicine  Positions — available  with  emergency  physician  group  in 
PA,  NY,  NJ,  VA,  WVA,  MD  and  throughout  New  England,  the  Southeast  and  the 
Midwest,  including  all  suburban,  rural  and  metropolitan  areas  Fee-for-service 
with  minimum  guarantee  provided  Malpractice  paid.  Practice  credits  toward 
board  certification  Physician  department  directors  also  desired.  Please  send 
resume  to  NEEMA  Emergency  Medical,  Suite  400,  399  Market  Street,  Phila., 
PA  19106  or  phone  215-925-351 1 in  PA,  or  800-523-0776  outside  PA. 


FOR  SALE — COMPLETE  EQUIPMENT  FOR  AMBULATORY  SURGICAL 
Facility.  Fully-equipped  O.R.  with  Ritter  75,  power-driven  table,  burdick  CS/515 
cardiac  monitor,  Gomco  suction  pump,  ceiling  and  floor  lights,  oxygen  and  re- 
suscitation equipment.  Three  power-driven,  SMR,  maxi-chairs  for  examining 
or  treatment  room,  or  surgery.  Autoclave  and  ultra  sonic  cleaner.  Two-bed  re- 
covery room  with  linens.  Complete  instrumentation  for  cosmetic  and  plastic 
surgery.  All  equipment  in  good-to-new  condition.  Priced  for  quick  sale,  FOB 
northern  New  Jersey.  Inventory  on  request.  JD.MD,  Inc.  Drawer  309,  Short 
Hills,  N.J.  07078  (201)  376-081 1 


FOR  SALE:  X-RAY  MACHINE,  300MA,  150  KV,  automatic  tilt  table.  Com- 
pletely reconditioned  and  in  perfect  working  order.  Must  sell  to  make  room  for 
new  equipment.  $10,000.00  Call  (516)  482-7653. 


PRACTICES  WANTED 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SOUTH  SHORE,  LONG  ISLAND:  professional  office:  Large  waiting  room, 
secretarial  area,  2 consultation  rooms,  3 examining  rooms,  2 lavatories,  small  lab., 
furnace  room,  unfinished  attic — adjoins  gracious  4 bedroom  home  plus  maids, 
19th  century  English  architect’s  design.  One  block  to  general  hospital,  10-15 
minutes  to  4 major  Nassau  County  hospitals.  Established  pediatric  and  allergy 
practice  until  illness.  Mr.  Bratt,  Attorney  (516)  561-7444. 


FOR  SALE  DUTCHESS  COUNTY  COMPLETELY  restored  1820  Colonial 
hand  hewn  beams,  new  General  Electric  kitchen,  IV2  baths,  new  heat,  plumbing, 
aluminum  storms  and  screens,  two  acres  heart  of  quaint  village  in  Rombout  Hunt 
Area  near  Taconic  Parkway.  Price  $89,000.00,  owner  will  finance.  Call  (914)  266 
3016. 


OPHTHALMOLOGIST:  WISHES  TO  PURCHASE  Ophthalmology  practice 
in  the  Metropolitan  New  York  area.  Please  contact  Dept.  146  NYSJM. 


PROFESSIONAL  OFFICE,  BROOKLYN — street  level,  500  sq  ft,  garage,  nr  all 
trans.  Asking  $500  a mo.  Call  Rita  at  Century  21  Price  Realty  (212)  251- 
0900. 


OPHTHALMOLOGIST,  BOARD-CERTIFIED,  with  sub-specialty,  wishes  to 
purchase  General  Ophthalmology  practice  in  the  New  York  City  or  suburban 
area.  Please  contact  Dept.  143,  NYSJM. 

INTERNIST  30  Y/O  PERSONABLE  ABIM  qualified.  Desires  group  practice, 
partnership.  Prefers  New  York  area.  Available  immediately.  Reply  P.O.  Box 
37,  West  Hempstead,  New  York  1 1552. 


REAL  ESTATE  FOR  SALE  OR  RENT 


a DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
n in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
n appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
4 & Ives.  Inc..  575  Madison  Ave.,  N.Y..  N.Y.  (212)  832-5571. 

MANHATTAN'  S EAST  SIDE,  133  EAST  73RD  ST  N.Y.C  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric- 
office  suites.  Furnished  & equipped  24  hour  answering  service,  receptionist 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
necessary.  Rent  bv  the  hour  or  full-time  (212)861-9000. 

PHYSICIAN'S  HOME/OFFICE,  ORANGE  COUNTY,  N.Y.  Near  Middletown 
and  Newburgh.  Over  one  acre  with  large  parking  lot.  Modern  office,  (8  rooms), 
attached  home  (18  rooms)  3 floors  and  basement.  Oversized  two-car  garage. 
Brick  exterior,  oil  fired  hot  water  cast-iron  baseboard,  4-zone  heating  system. 
All  copper  plumbing  and  wiring  (400  amp.  service).  Quarter  grain  oak  and  marble 
floors.  Other  lavish  accoutrements.  For  sale  or  rent  with  buy  option;  negotiable 
terms.  Dept.  139,  c/o  NYSJM. 

BRIGHTWATERS,  SUFFOLK  COUNTY.  N.Y.  MUST  SELL.  Sacrifice. 
Home-office.  Custombuilt,  award  winning  architect’s  design.  Adjacent  to  two 
large  hospitals.  Best  quality  construction,  immaculately  maintained,  innu- 
merable refinements.  An  acre  site  bounded  by  3 streets  and  a park  assure  privacy 
and  full  separation  of  1200  sq.  ft.  office  from  four  bedroom  home.  (516)  665- 
0027. 

CONDOMINIUM  CONVERSION.  YOUR  PROFIT  potential  in  converting  your 
Medical/Professional  Building  into  a commercial  condominium  is  excellent. 
Learn  more  about  this  exciting  concept.  Contact;  Paul  Gellert,  Gelco  Realty 
Corp.,  595  Fifth  Avenue,  New  York,  NY  10017  (212)  223-1130. 

HAMPTON  BAYS  LONG  ISLAND  economic  winterized  summer  cottage,  2brs, 
full  bsmt,  shed,  % acre,  one  mile  ocean/station,  low  taxes,  terms,  owner,  no  bro- 
kers, $46,000,  evenings  (212)  822-1387. 

NASSAU  COUNTY,  CENTRALLY  LOCATED.  HOME-OFFICE.  Psychiatric 

Eractice.  Custom  built  brick  Ranch  on  one  landscaped  acre,  five  bedrooms,  4V2 
aths,  three  fireplaces,  large  kitchen,  living  & dining  room,  2V2  car  brick  garage, 
breezeway,  blue-stone  patio.  Wheatley  schools.  Dept.  141,  c/o  NYSJM. 


SPACE  FOR  RENT:  HUNTINGTON  (110  PLAZA).  1,800  sq.  ft.  Brand  new 
medical  office  space,  never  used.  Prime  location  on  Rt  1 10  in  modern  attractive 
bldg.  Midst  of  Walt  Whitman  shopping  center.  (516)  423-3841  or  423-3824. 
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imagine... 

...if  there  weren't  an 
American  Medical  Association 


MSI 


T-ffe 


Who  Would... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  public  forums? 

NO  ONE! 

Join  the  AM  A and  make  sure  that  there  is  an  organization  to 
represent  all  physicians. 


1918 


For  more  information  or  an  application,  call  or  write  the  AMA  Office  of 
Membership  Development  at  312-751-6410,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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NEW  YORK  CITY 


State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

December  1,  4:00-5:00  p.m. 

VISITING  PROFESSOR  PROGRAM 

THE  PHARMACOLOGY  OF  HALOGENATED  ANESTHETICS 
December  2,  5:00-6:00  p.m. 

THE  CONCEPT  OF  DEPTH  IN  ANESTHESIA 
A HISTORICAL  PERSPECTIVE 

For  further  information  contact  State  University  of  New  York, 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn, 
N.Y.  11203.  Tel:  212/735-3344. 


Association  for  Research  In  Nervous  and 
Mental  Disease,  Inc.  Mt.  Sinai  School  of 
Medicine 

1 Gustave  Levy  Place 
’Grand  Hyatt  Hotel 
Park  Avenue  at  Grand  Central 
December  5-6 

60TH  ANNUAL  MEETING 

GENETICS  OF  NEUROLOGICAL  AND  PSYCHIATRIC 
DISORDERS 

For  further  information  contact  Secretary-Treasurer  of  the 
ARNMD,  Bernard  Cohen,  M.D.,  Mt.  Sinai  School  of  Medicine, 
1 Gustave  Levy  Place,  New  York  10029.  Tel:  212/348- 
8133. 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

*Beth  Israel  Medical  Center 

10  Nathan  Perlman  Place 

December  5,  9:00  a. m. -1:00  p.m.,  Friday 

A MULTIDISCIPLINARY  APPROACH  TO  THE 
PREVENTION  AND  MANAGEMENT  OF  POST  OPERATIVE 
PULMONARY  COMPLICATIONS 
Stuart  C.  Alexander,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

December  5,  12,  1:00-5:00  p.m.,  Fridays 
AN  INTRODUCTION  TO  LURIA'S 
NEUROPSYCHOLOGICAL  INVESTIGATION 
Joel  Redfield,  PhD 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (8  hrs.) 

*The  Mount  Sinai  School  of  Medicine 
One  Gustave  L.  Levy  Place 

December  1-5,  9:00  a. m. -5:00  p.m.,  Monday  to  Friday 
SURGERY  OF  THE  PARANASAL  SINUSES 
Joseph  L.  Goldman,  M.D. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (32.5  hrs.) 

December  3,  8:30  a m. -6:00  p.m.,  Wednesday 
December  4,  8:30  a m. -5:00  p.m.,  Thursday 
December  5,  8:30  a m.- 12  Noon,  Friday 
SPECIAL  PATHOLOGY:  UPDATE  1980 
Jerome  Kleinerman,  M.D. 

FEE:  $250.  including  luncheons  CREDIT:  AMA  Cat.  1 
(18  hrs.) 

December  4,  5,  9:00  a m. -5:00  p.m.,  Thursday  and  Friday 
FOURTH  ANNUAL  BROOKDALE  MEDICAL  CONFERENCE 
IN  GERIATRICS:  A MULTIDISCIPLINARY  APPROACH  TO 
THE  MEDICAL  AND  SOCIAL  PROBLEMS  OF  THE  AGING 
Samuel  K.  Elster,  M.D.  and  Helen  Rehr,  D.S.W 
FEE:  $120.  (M.D.s)  including  lunch  ($60.  for  one  day) 

$ 60.  (non-M.D.s)  including  lunch  ($30.  for  one  day) 
CREDIT:  AMA  Cat.  1 19.5  hrs.) 

December  5,  9:00  a m. -4:00  p.m.,  Friday 

SKILLS  FOR  TEAMWORK  IN  SOCIAL  WORK,  NURSING 
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AND  MEDICINE:  DYNAMICS  AND  ALLIANCES 
Jane  I.  Lowe,  M.S.W.,  Marjatta  Heranen,  R.N.,  M.S. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (5.5  hrs.) 

December  6,  12  Noon-6:00  p m.,  Saturday 
ANESTHESIA  FOR  THORACIC  SURGERY 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

$20.  Residents 

December  6,  9:00  a. m. -5:00  p.m  , Saturday 

AN  INTRODUCTION  TO  PSYCHOPHARMACOLOGY  FOR 

PSYCHOTHERAPISTS 

Seymour  Rosenblatt,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6.5  hrs.) 

December  11,  12,  8:00  a. m. -5:00  p.m.,  Thursday  and  Friday 
MEDICAL  AND  SURGICAL  COMPLICATIONS  OF 
PREGNANCY 

Sheldon  Cherry,  M.D.,  Nobert  Gleicher,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

December  12,  9:00  a. m. -5:00  p.m.,  Friday 
THE  USE  OF  LASERS  IN  SURGERY 
Eugene  W.  Friedman,  M.D. 

FEE:  $125.  including  lunch  CREDIT:  AMA  Cat.  1 (6.5  hrs.) 
•Stern  Auditorium  of  the  Annenberg  Building 
December  6,  12  Noon-6:00  p.m.,  Saturday 

THE  18TH  BERNARD  H.  ELIASBERG  MEMORIAL 
SYMPOSIUM 

PROBLEMS  OF  THE  IMMEDIATE  POST  OPERATIVE 
PERIOD 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (4V2  hrs.) 

$25.  Residents 

For  further  information  contact  The  Mount  Sinai  Medical 
Center,  One  Gustave  L.  Levy  Place,  New  York  10029.  Tel: 
212/650-7467. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  cosponsored  by  the  National 
Cancer  Institute  (NSABP  Cancer  Control 
Network)  and  The  American  Cancer  Society 

1300  Morris  Park  Avenue 
Bronx 

•Van  Etten  Hospital,  Room  523 
4:00-5:30  p.m.,  Fridays 
December  5 

ENDOSCOPY  VS.  RADIOLOGY  IN  DIAGNOSIS  OF 
GASTROINTESTINAL  TRACT  MALIGNANCY 
K.  Das,  M.D. 

December  19 

CONSERVATIVE  TREATMENT  OF  OPERATIVE  BREAST 
CANCER 

N.  A.  Ghossein,  M.D. 

CREDIT:  AMA  & AAFP  Cat.  1 

For  further  information  contact  Albert  Einstein  College  of 
Medicine,  1300  Morris  Park  Avenue,  Bronx  10461.  Tel: 
212/430-2000. 


New  York  University  Post-Graduate  Medical 
School  co-sponsored  by  New  York  Society  of 
Neurosurgery  with  the  American  Association  of 
Neurological  Surgeons  and  the  Congress  of 
Neurological  Surgeons 

550  First  Avenue 
"Grand  Hyatt  New  York  Hotel 
42nd  Street  and  Park  Avenue 
December  1-4,  Monday  to  Thursday 

NEUROSURGERY— NYC  1980— COURSE  #350 
CONTROVERSIES,  COMPLICATIONS  AND  SURGICAL 
TECHNIQUES 

THE  SPINAL  COLUMN— DISCS— TRAUMA— INFECTIONS 
MALIGNANT  BRAIN  TUMOR 
ANEURYSMS— BEFORE  AND  AFTER 
HYDROCEPHALUS  THROUGH  THE  AGES 
CHILDHOOD  AND  ADULT  PARASELLAR  TUMORS 
SPECIAL  EXHIBIT— PSYSIOLOGICAL  MONITORING 
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SPECIAL  FEATURES 

SURGICAL  TECHNIQUE  WORKSHOPS 

FEE:  $450.  CREDIT:  AMA  Cat.  1 (25  hrs.)  CE  AWARD 

IN  NEUROSURGERY. 

$225.  Residents  and  Fellows 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/340-5295. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

•Schwartz  Lecture  Hall — Classroom  F 
40 1 East  30th  Street 
December  6-7,  Saturday  and  Sunday 
OPERATIVE  UROLOGY 
TECHNIQUES  AND  COMPLICATIONS 
FEE:  $225.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

$169.  alumni  and  former  residents  and  fellows 
‘Auditorium 
Alumni  Hall 

December  11-13,  Thursday  to  Saturday 

SURGERY  FOR  UPPER  EXTREMITY  ARTHRITIS 
MANAGEMENT  CONCEPTS  AND  OPERATIVE 
TECHNIQUES 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (20  hrs.) 

$225.  alumni  and  former  residents  and  fellows 
’Schwartz  Lecture  Hall — Classroom  F 
401  East  30th  Street 
December  13,  Saturday 

NEW  TECHNOLOGIES  IN  THE  MANAGEMENT  OF 
CHRONIC  PAIN 
B.  Berthold  Wolff,  Ph  D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


Union  Hospital  of  the  Bronx  and  the  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

260  East  188  Street 
Bronx 

December  9,  8:00-10:00  p.m.,  Tuesday 

BEHAVIORAL  MEDICINE— STATE  OF  THE  ART 
William  DiScipio,  Ph.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  please  write  or  phone:  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 
Tel:  212/295-1100. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

December  10,  Wednesday 

NUCLEAR  MEDICINE  IN  CARDIAC  DIAGNOSIS 
Stephen  Scharf,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

December  17,  Wednesday 

PREVENTATIVE  CARDIOLOGY 
William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


Saint  Mary’s  Hospital  of  Brooklyn 

170  Buffalo  Avenue 
Brooklyn 

8:00-9:00  a m. 

December  10,  Wednesday 
CORONARY  SPASM 


Mark  A.  Seldon,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
December  24,  Wednesday 

MEDICAL  MANAGEMENT  OF  CARCINOMA  OF  BREAST 
Premlata  Wadhera,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Saint  Mary’s  Hospital  Division 
of  the  Catholic  Medical  Center,  Department  of  Medicine,  170 
Buffalo  Avenue,  Brooklyn  1 1213.  Tel:  212/744-3600,  ext. 
2044  or  2045. 

American  College  of  Cardiology  and  New  York 
Medical  College 

* Sheraton  Centre 
New  York 
December  12-14 

CARDIOVASCULAR  DISEASE:  ACHIEVEMENTS  AND 
CHALLENGES  1980 
Henry  I.  Russek,  M.D. 

For  further  information  contact  American  College  of 
Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland 
20014.  Tel:  301/897-5400, 

Doctors  Hospital 

170  East  End  Avenue 
December  4,  4:15p.m.,  Thursday 

CLINICAL  LECTURES  ECTOPIC  HORMONE  SYNDROMES 

IN  CANCER 

Jacob  H.  Lokich,  M.D. 

NO  FEE  CREDIT:  AMA  CAT.  1 ( 1 V2  hrs.) 

For  further  information  contact  the  secretary  on  Continuing 
Medical  Education,  Doctors  Hospital,  170  East  End  Avenue 
New  York  10028.  Tel:  212/535-3000,  ext.  1 18. 

December  13,  9:00  a. m. -1:00  p.m.,  Saturday 

CLINICAL  SYMPOSIA  PITUITARY  DISORDERS  Clifford 
L.  Spingarn,  M.D.,  Andrew  G.  Frantz,  M.D.,  Jules  Hardy,  M.D., 
Dorothy  Krieger,  M.D.,  Guy  Potter,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
Chairman,  Doctors  Hospital,  170  East  End  Avenue,  New  York 
10028.  Tel:  212/535-3000. 

Coney  Island  Medical  Group,  P.C. 

2601  Ocean  Parkway 
Brooklyn 

‘Coney  Island  Hospital 
December  5,  5:00-10:00  p.m.,  Friday 
December  6,  8:00  a.m.- 1:00  p.m.,  Saturday 
BASIC  INSTRUCTOR 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (10  hrs.) 

December  5,  5:00- 10:00  p.m.,  Friday 
December  6-7,  8:00  a.m. -6:00  p.m.,  Saturday  and  Sunday 
BASIC/ADVANCED  INSTRUCTOR 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (20  hrs.) 

For  further  information  contact  Jahon  Soltani,  M.D.,  Chief, 
Emergency  Division,  Coney  Island  Hospital,  2601  Ocean 
Parkway,  Brooklyn  11235. 


QUEENS  COUNTY 


Flushing  Hospital  and  Medical  Center 
cosponsored  with  Memorial  Sloan  Kettering 
Center 

Parsons  Boulevard  and  45th  Avenue 

Flushing 

December  4 

PRESENT  CONCEPTS  AND  TREATMENT  OF  CANCERS 
OF  THE  PANCREAS  AND  PERI-AMPULLAR Y REGION 
Dr.  Shiu 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing  11355. 
Tel:  212/670-5000. 
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Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 

Flushing 

December  2 

DIFFERENTIAL  DIAGNOSIS  AND  MANAGEMENT  OF  THE 
PATIENT  WITH  THYROTOXICOSIS 
Charles  Hollander,  M.D. 

December  9 

APPROACH  TO  THE  PATIENT  WITH  PROTEINURIA  AND 

HEMATURIA 

Bert  Alpert,  M.D. 

December  16 

THE  PROBLEM  OF  SUDDEN  CARDIAC  DEATH 
Martin  Cohen,  M.D. 

December  23 

THE  MEDICAL  INTENSIVE  CARE  UNIT:  PROBLEMS; 
CRITERIA  FOR  ADMISSION  & DISCHARGE;  MONITORING 
& DRUGS 

Joseph  Parrillo,  M.D. 

CREDIT:  AMA  CAT.  1 
*2  East  Conference  Room 
8: 15-9:45  a.m. 

December  5 

ENDOCRINOLOGY  OF  PREGNANCY 
December  19 
ANOVULATION 
CREDIT:  AMA  Cat.  1 
•Flushing  Hospital  and  Medical  Center 
9:00  a.m.- 12  Noon 
December  7 

DISTURBANCES  CHARACTERIZED  BY  RETENTION  OF 
SALT  AND  WATER:  PATHOGENESIS  & MANAGEMENT 
OF  EDEMATOUS  STATES 
CREDIT:  AMA  CAT.  1 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing  1 1355. 
Tel:  212/670-5741. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

December  2,  3:00-6:00  p.m. 

HYPERTENSION: 

A SYMPOSIUM 
DIAGNOSTIC  TESTS 
Stanley  E.  Gitlow,  M.D. 

PATHOPHYSIOLOGY 
Lawrence  R.  Krakoff,  M.D. 

TREATMENT 

Milton  Mendlowitz,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Community  Relations 

Department,  Long  Beach  Memorial  Hospital,  445  E.  Bay 

Drive,  Long  Beach  11561.  Tel:  51 6/432-8000,  ext.  362  or 

363. 

Long  Island  Jewish-Hillside  Medical  Center  and 
the  Health  Sciences  Center,  SUNY  (Stony 
Brook) 

•Long  Island  Jewish-Hillside  Medical  Center  New  Hyde  Park 
December  3,  Wednesday 

A CLINICAL  DAY  ON  CORNEAL  DISEASE 
David  Rosen 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  1 1042  Tel:  212/470-21 14. 
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Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

'Amphitheater  Dynamic  Care  Building 
December  4 

1980-1981  LECTURES  IN  CONTINUING  MEDICAL 
EDUCATION 

THE  DIAGNOSIS  AND  MANAGEMENT  OF  SEIZURE 
DISORDERS  IN  ADULTS 
M.  Somasundaram,  M.D. 

December  1 1 

AN  OVERVIEW  OF  CYSTIC  FIBROSIS 
Jack  D.  Gorvoy,  M.D. 

December  18 

MESENTERIC  BLOOD  FLOW  AND  ISCHEMIC  BOWEL 
DISEASE:  CLINICAL  AND  EXPERIMENTAL  ASPECTS 
Lawrence  J.  Brandt,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ethel  Ford,  CME  Coordinator, 
Department  of  Medicine,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-3713. 


Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

December  10,  Wednesday 
OCULAR  TRAUMA 

Drs.  Charles  Maris,  Peter  Maris,  Robert  Copeland,  Henry 
Perry 

For  further  information  contact  Elsa  K.  Rahn,  M.D.,  Director, 
Division  of  Ophthalmology,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-0123. 


SUFFOLK 


St.  Charles  Hospital  cosponsored  by  St. 

Francis  Hospital 

200  Belle  Terre  Road 
Port  Jefferson 
*St.  Charles  Lecture  Room 
December  1,  11:45  a.m.-1:15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
December  2,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 

POLYPS  OF  THE  COLON:  BENIGN  OR  PRE-MALIGNANT? 
Hiromi  Shinya,  M.D. 

*St.  Charles  Classroom  A 
December  5,  8:00a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
*St.  Charles  Lecture  Room 
December  8,  1 1:45  a.m.-l:  15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
December  9,  8:00  a.m.,  Tuesday 
PERINATAL  CONFERENCE 
(TOPIC  TO  BE  ANNOUNCED) 

December  9,  1 1:30  a.m.  - 1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 

EARLY  RECOGNITION  AND  TREATMENT  OF  SCOLIOSIS 
AND  SPECIAL  DEFORMITIES 
Jeffrey  S.  Muhlrad,  M.D. 

‘St.  Charles  Classroom  A 
December  12,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 


December  15.  7:30  a.m.,  Monday 
OPHTHALMOLOGY  CONFERENCE 

NEW  DRUGS  AND  TECHNIQUES  IN  THE  MANAGEMENT 
OF  GLAUCOMA 
Stanley  E.  Bogaty,  M.D. 

*St.  Charles  Lecture  Room 
December  15.  11:45  a. m. -1:15  p m..  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
December  16,  1 1:30  a m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
VIRAL  INFECTIONS  IN  PREGNANCY 
Richard  Schwartz,  M.D. 

December  19,  8:00  a m.,  Friday 
FAMILY  PRACTICE  PROGRAM 
OFFICE  PRACTICE  OF  SKIN  DISEASES 
Lisa  Mahoney,  M.D. 

"St.  Charles  Classroom  A 
December  19,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
*St.  Charles  Lecture  Room 
December  22,  1 1:45  a.m.-l:  15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 
December  29,  1 1:45  a.m- 1: 15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  St.  Charles  Hospital,  200  Belle  Terre 
Road,  Port  Jefferson  1 1777.  Tel:  516/473-2800. 

Mather  Memorial  Hospital  cosponsored  by  St. 
Francis  Hospital 

North  County  Road 
Port  Jefferson 
* Mather  Conference  Room 
December  15,  7:00  a.m.,  Monday 
ANESTHESIOLOGY  CONFERENCE 
ANESTHESIA  FOR  LUNG  RESECTION 
Edward  A.  Norris,  M.D. 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  Mather  Memorial  Hospital,  North  Country 
Road,  Port  Jefferson  11777.  Tel:  516/473-1320. 


Brookhaven  Memorial  Hospital  Medical  Center 

101  Hospital  Road 
Patchogue 

* 1st  Floor  Conference  Room 

December  2,  1980  to  June  2,  1981,  8:00-9:00  a.m. 

PEDIATRIC  CONFERENCES 
CREDIT:  AMA  Cat.  1 & AAFP 
December  5,  1980  to  June  26,  1981,  7:50-9:00  a.m. 

CLINICAL  PROBLEMS  IN  FAMILY  MEDICINE 
CREDIT:  AMA  Cat.  1 & AAFP 

For  registration  and  further  information  call  the  Dept,  of 
Community  Medicine.  Tel:  516/654-7797. 


Brookhaven  Memorial  Hospital  Medical  Center 

101  Hospital  Road 

Patchogue 

•1st  Floor  Conference  Room 

December  6 

MEDICAL  GRAND  ROUNDS 
Edward  Bergofsky,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital 
Medical  Center,  101  Hospital  Road,  Patchogue  11772.  Tel: 
516/654-7000. 


Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

December  10,  8:00  p.m. 

SCIENTIFIC  SESSION:  RECENT  ADVANCES  IN 
REPRODUCTIVE  MEDICINE 
Adrian  Zorginotti,  M.D. 

CREDIT:  AMA  Cat.  1 applied  for 
6:00  p.m.- — Dinner  and  Meeting 

For  further  information  contact  Urology  Section  of  the  Suffolk 
Academy  of  Medicine,  850  Veterans  Memorial  Highway, 
Hauppauge.  Tel:  516/265-6666. 


WESTCHESTER  COUNTY 


New  York  Medical  College 
Valhalla 

•INSTRUCTIONAL  TELEVISION 
PRESENTATION 

December  4 

SEMINAR  IN  PEDIATRIC  SURGERY  (LIVE) 

MANAGEMENT  OF  BURNS 
December  11 

SEMINAR  IN  CANCER  EDUCATION  (PRETAPED) 
LYMPHOMAS 
December  18 

BASIC  SCIENCE  DIALOG  (PRETAPED) 

MICROBIOLOGY  OF  SURGICAL  INFECTIONS 
CREDIT:  AMA  Cat.  1 (1  hr.  per  program) 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
Associate  Dean  Director,  Continuing  Medical  Education,  New 
York  Medical  College,  Valhalla  10595.  Tel:  914/347-5147. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  the 
American  Cancer  Society,  New  York  State 
Division  and  Erie  County  Unit 

666  Elm  Street 
Buffalo 

'Hilleboe  Auditorium 
December  4 

METASTASIS— PATHOBIOLOGICAL  ASPECTS  WITH 
SOME  ILLUSTRATIVE  CLINICAL  EXAMPLES 
Leonard  Weiss,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 & AAFP  & AOA  Cat.  2 
For  further  information  contact  Gayle  Bersani,  Coordinator, 
Cancer  Control  Office,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo  14263.  Tel:  716/845-4406. 


SYRACUSE 


State  University  of  New  York  Upstate  Medical 
Center 

750  E.  Adams  Street 
Syracuse 
* Hotel  Syracuse 
December  5-6 

THIRTY-FIRST  ANNUAL  POSTGRADUATE  COURSE  IN 
OPHTHALMOLOGY 

Drs.  G.  Richard  O’Connor,  William  Tasman,  George  O. 

Waring 
FEE:  $70. 

$35.  residents  in  training 

For  further  information  contact  James  L.  McGraw,  M.D., 

State  University  of  New  York,  Upstate  Medical  Center,  750  E. 
Adams  Street,  Syracuse  13210.  Tel:  315/473-5253. 
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ANESTHESIOLOGIST 

ALBION,  N.Y.,  Orleans  County  needs  an  Anesthesiologist  and 
General  Surgeon.  Contact  Administrator-Chief  of  Staff,  Arnold 
Gregory  Memorial  Hospital,  243  South  Main  Street,  Albion 
14411.  Tel:  716/589-4422. 


COMMISSIONER  OF  HEALTH 

POUGHKEEPSIE,  N.Y.,  Dutchess  County  needs  a Commissioner  of 
Health.  Contact  Andree  F.  Sullivan,  New  Tower,  Vassar  Brothers 
Hospital,  Poughkeepsie  12601.  Tel:  914/452-2140. 


EMERGENCY  ROOM 

HORNELL,  N.Y.,  Steuben  County  needs  an  Emergency  Room  Phy- 
sician, Pediatrician  and  Ob/Gyn  Physician.  Contact  Paul  E. 
Shepard,  Assoc.  Adm.,  St.  James  Mercy  Hospital,  1 1 Canisteo 
Street,  Hornell  14843.  Tel:  607/324-3900. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Emergency  Room 
Physician  and  Family  Physician.  Contact  Peter  N.  Donatelli, 
Adm.,  Columbia  Memorial  Hospital,  Hudson,  12534.  Tel: 
518/828-7601. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Phy- 
sician, General  Surgeon  and  Family  Physician.  Contact  J. 
Sherwood  Dunham,  Oswego  Hospital,  110  West  Sixth  Street, 
Oswego  13126. 


ENT 

LAWRENCE,  N.Y.,  Nassau  County  needs  a ENT  physician.  Contact 
Phelps  Luria,  M.D.,  218  Broadway,  Lawrence  11559.  Tel: 
516/FR  1-1896  or  212/FA  7-4934.  ' 

NEW  YORK,  N.Y.,  needs  a ENT  physician  part  time.  Contact  F.  P. 
Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  West 
44th  Street,  New  York  10036.  Tel:  212/JU  6-1550. 

OLEAN,  N.Y.,  Cattaragus  County  needs  a ENT  Physician.  Contact 
Dr.  Edward  R.  Mountain,  1909  West  State  St.,  Olean  14760.  Tel: 
716/372-2788. 


FAMILY  PHYSICIAN 

ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Family  Physician 
and  Pediatrician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P.C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  Pedia- 
trician, Emergency  Room  Physician  and  Neurologist.  Contact 
Mr.  Charles  D.  Hicks,  Director,  Physician’s  Procurement  Com- 
mittee, 157  Ross  Street,  Auburn  13021.  Tel:  315/252- 

3388. 

BINGHAMTON,  N.Y.,  Broome  County  needs  a Family  Physician. 
Contact  Broome  County  Medical  Society.  Tel:  607/729- 

9261 

GERMANTOWN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  George  R.  Sharpe,  Germantown  12526.  Tel: 
518/537-6961. 

HUDSON,  N.Y.,  Columbia  County  needs  a Family  Physician  and 
Emergency  Room  Physician.  Contact  Peter  N.  Donatelli,  Adm., 
Columbia  Memorial  Hospital,  Hudson  12534.  Tel:  518/828- 
7601. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  Family  Physicians. 
Contact  Peter  C.  Seidel,  Administrator,  Placid  Memorial  Hospital. 
Tel:  518/523-3420. 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  a Family  Physician 
and  Internist.  Please  write  to  P.  J.  lannuzzi,  M.D.,  746  Main  St., 
P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/285-3668. 


OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Emer- 
gency Room  Physician  and  General  Surgeon.  Contact  J. 
Sherwood  Dunham,  Oswego  Hospital,  110  West  Sixth  Street, 
Oswego  13126. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician  and  Pe- 
diatrician. Contact  John  W.  Sands,  Administrator,  The  Hospital, 
Sidney  13838.  Tel:  607/563-9934. 

THOMPSON,  N.Y.,  Sullivan  County  needs  a Family  Physician  and 
Internist  with  cardiac  training.  Contact  Mrs.  E.  Huggler,  R.N. 
Tel:  914/794-4545. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician  and  Ob/Gyn  Physician.  Contact  Edward  A.  Kroner, 
Moses-Ludington  Hospital,  Ticonderoga  12883.  Tel:  Call 

collect  518/585-6713. 


GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  An- 
esthesiologist. Contact  Administrator-Chief  of  Staff,  Arnold 
Gregory  Memorial  Hospital,  243  South  Main  Street,  Albion 
14411.  Tel:  716/589-4422. 


INTERNIST 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

LAKE  PLACID,  N.Y.,  Essex  County  needs  an  Internist.  Contact  Peter 
C.  Seidel,  Administrator,  Placid  Memorial  Hospital.  Tel: 
518-523-3420 

NIAGARA  FALLS,  N.Y.,  Niagara  County  needs  an  Internist  and 
Family  Physician.  Please  write  to  P.  J.  lannuzzi,  M.D.,  746  Main 
St.,  P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/285- 

3668. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physician.  Contact  Miss  B.  J.  Sommerville,  Adm.  Sa- 
lamanca District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 


OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  Steuben  County  needs  an  Ob/Gyn  Physician. 
Contact  Paul  E.  Shepard,  Assoc.  Adm.,  St.  James  Mercy  Hos- 
pital, 1 Canisteo  Street,  Hornell  14843.  Tel:  607/324- 

3900. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  607/334-2756. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician  and  Pediatrician.  Contact  Edward  A.  Kroner, 
Moses-Ludington  Hospital,  Ticonderoga  12883.  Tel:  Call  Collect 
518/585-6713. 

WELLSVILLE,  N.Y.,  Allegany  County,  needs  an  Ob-Gyn  specialist 
to  join  an  established,  active  practice  immediately.  Contact 
Jaffer  Hasan,  M.D.  Chief  of  Ob-Gyn,  Jones  Memorial  Hospital, 
Wellsville,  N.Y.  14895. 


ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  Nassau  County  needs  an  Orthopedic  Surgeon.. 
Contact  C.  Neuman,  M.D.,  555  West  57th  St.,  New  York  10019. 
Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 
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ALEXANDRIA  BAY,  N.Y.,  Jefferson  County  needs  a Pediatrician  and 
Family  Physician.  Contact  Donald  N.  Mantle,  M.D.,  President, 
Thousand  Islands  Medical  Group,  P C.,  Fuller  Street,  Alexandria 
Bay  13607.  Tel:  315/482-9981. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Family  Phy- 
sician, Emergency  Room  Physician  and  Neurologist.  Contact 
Mr.  Charles  D.  Hicks,  Director,  Physician’s  Procurement  Com- 
mittee, 157  Ross  Street,  Auburn  13021.  Tel:  315/253- 

3388. 

HORNELL,  N.Y.,  Steuben  County  needs  a Pediatrician,  Emergency 
Room  Physician  and  Ob/Gyn  Physician.  Contact  Paul  E.  She- 
pard, Assoc.  Adm.,  St.  James  Mercy  Hospital,  1 Canisteo  Street, 
Hornell  14843.  Tel:  607/324-3900. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Pediatrician  and  Family 
Physician.  Contact  John  W.  Sands,  Administrator,  The  Hospital, 
Sidney  13838.  Tel:  607/563-9934. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Family 
Physician  and  Ob/Gyn  Physician.  Contact  Edward  A.  Kroner, 
Moses-Ludington  Hospital,  Ticonderoga  12883.  Tel:  Call 

collect  518/585-6713. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Neuroradiologist.  Contact 
Anthony  Camera,  M.D.,  Acting  Chairman,  Department  of  Radi- 
ology, The  Brooklyn  Hospital,  121  DeKalb  Avenue,  Brooklyn 
11201.  Tel:  212/270-4230. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology,  Lu- 
theran Medical  Center,  150  55th  Street,  Brooklyn  11220.  Tel: 
212/630-7415. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 


□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician_ 

What  type  of  specialty? _New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age?__ 

Please  describe  type  of  practice:  a)  Solo? b)  Associat ion? _Please  describe  the 

reason  for  associateship  

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced  


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes _No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11042.  Telephone:  (516)  488-6100. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Address 


Date 


(Zip  code  number) 

Date  of  Birth  .Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 

Hoap itals 


Residency. 


Hospitals_ 


Specia  lty_ 


Licensed  in  what  States?_ 
Applied  for_ 


American  Board  Certificates  held?_ 
Eligible 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo  A s 8 o c 1 a t e Industrie  1 Group Ins  tltutlona  1 


Other 


Dite  you  will  be  available  for  practice_ 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

otate  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctiveiy 
in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology:  spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive  disordei 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in 
long-term  use,  that  is,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  The  physi- 
cian should  periodically  reassess  the  usefulness  of  the 
drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctiveiy  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  asso- 
ciated with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal  symptoms 
similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to 
extended  use  and  excessive  doses.  Infrequently,  milder 
withdrawal  symptoms  have  been  reported  following  abrupt 
discontinuation  of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least  several 
months.  After  extended  therapy,  gradually  taper  dosage. 
Keep  addiction-prone  individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation  and 
dependence. 
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ly  Valium  (diazepam  /Roche) 

15  indicated  in  anxiety 
disorders  and  as 
an  adjunct 
in  the  relief 
of  skeletal 
muscle  spasm 


Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharmacol- 
ogy of  agents  employed;  drugs  such 
as  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action 
Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depres- 
sion, or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective  amount 
in  elderly  and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults : Anxiety  disorders,  symptoms  of  anxiety,  2 to  10  mg 
b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctiveiy  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.; 
adjunctiveiy  in  convulsive  disorders,  2 to  10  mg  b.i.d  to 
q.i.d.  Geriatric  or  debilitated  patients:  2 to  216  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated 
(See  Precautions.)  Children:  1 to  2Vz  mg  t.i.d.  or  q.i.d 
initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg,  5 mg 
and  10  mg — bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of 
25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Only  VallUfTT  (diazepam/Roche) 

has  these  two  distinct  effects 


-Skeletal 

muscle 

relaxant 


-fdntianxiety 


(Seng,  5-mg,  Q-mg 
• scored  tablets 


diazepam/Roche 

Indicated  in  anxiety  disorders 
and  as  an  adjunct  in  the  relief 
of  skeletal  muscle  spasm. 


Please  see  summary 
of  product  Information 
on  preceding  page 


Library  of  the  ".oil*?.  Phy^..M 
of  Philadelphia  Dec.  81 
19  S.  22nri  St. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


DECEMBER  1980 


From  Joa.  de  Kelham’s  Fasci- 
cutus  Medicinae,  Venice,  1493. 
( Courtesy  New  York  Public  Li- 
brary Picture  Collection). 


Remember 


ZYLOPRIM 

the  original  (allopurmol) 

100  and  300  mg 
Scored  Tablets 


North  Carolina  27709 


New  York  State  Journal  of  Medicine  (ISSN  0028-7628) 

Published  monthly  with  the  Minutes  of  the  House  of  Delegates  added  in  February  by  the  Medical  Society  of  the  State  of  New  York.  Copyright  1980  by 
the  Medical  Society  of  the  State  of  New  York.  All  material  covered  by  copyright  in  the  New  York  State  Journal  of  Medicine  may  be  photocopied  for 
noncommercial  scientific  or  educational  use  only.  Special  arrangements  and  permission  are  required  from  the  author(s)  of  the  particular  article  and 
from  the  editor  for  any  other  purpose  Editorial,  Circulation,  and  Advertising  Offices:  420  Lakeville  Rd.,  Lake  Success,  N.  Y.  1 1042.  Change  of  Address: 
Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address. 
Fifty  cents  per  copy — $3.50  per  year.  Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage  paid  at  New  Hyde  Park, 
N.  V . and  additional  mailing  office  POSTMASTER : Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  420  Lakeville  Rd.,  Lake  Success, 
N.Y.  11042. 


Contents 


DECEMBER  1980 


VOLUME  80  NUMBER  13 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed  in  the  arti- 
cles contributed  by  individual  authors.  Contributions  accepted  for  original  publication  only. 


2063  Index  to  Volume  80  Part  II 

Scientific  Articles 

1945  Bacterial  Infections;  rapid  methods  for  detection  in  clinical  specimens 

Itzhak  Brook,  M.D 

1948  Kawasaki  Disease;  Kings  County  Hospital 

Bandele  A.  Omakoku,  M.D.,  Stephen  Chow,  M.D.,  and  Madu  Rao,  M.D. 

1950  Penetrating  Injuries  to  Duodenum 

H.  Dauid  Stein,  M.D.,  F.A.C.S. 

1955  Upper  Gastrointestinal  Series;  should  it  be  done  routinely  prior  to  elective  cholecystectomy? 

Narayan  B.  Pai,  M.D.,  F.A.C.S.,  and  Satya  Yerubondi,  M.D. 

Electrocardiograms  of  the  Month 

1957  Questions  305  and  306 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Radiologic  Problem  of  the  Month 

1959  Scalloped  Vertebrae 

Kakarla  Subbarao,  M.D.,  Editor 

Case  Reports 

1961  Upper  Gastrointestinal  Bleeding;  secondary  to  invasive  desmoid  tumor 

George  Pillari,  M.D.,  Edward  S.  Wind,  M.D.,  John  D.  Fulco,  M.D.,  Norbert  Platt,  M.D.,  Burton 
Bronsther,  M.D.,  and  Irwin  Katzka,  M.D. 

1965  Aeromonas  hydrophila -Induced  Fulminant  Diarrhea 

Satish  Dhalla,  M.D.,  and  John  T.  Flynn,  M.D. 

1967  Clinical  Utility  of  Tricyclic  Blood  Levels 

Jeffrey  A.  Lieberman,  M.D.,  and  Ralph  A.  O’Connell,  M.D. 

1970  Saccular  Aneurysm  of  Ductus  Arteriosus 

Leonard  Japko,  M.D.,  Larry  Skolnick,  M.D.,  Rachel  Morecki,  M.D.,  and  Lawrence  Gartner,  M.D. 

1972  Ossification  of  Posterior  Longitudinal  Ligament 

Alonso  V.  Correa,  M.D.,  and  Barbara  A.  L.  Beasley,  M.D. 

1975  Life-Threatening  Reaction  to  Thiazides 

Lawrence  Gould,  M.D.,  C.  V.  R.  Reddy,  M.D.,  Bujung  Zen,  M.D.,  and  B.  K.  Singh,  M.D. 

1977  Subclinically  Disseminated  Histoplasmosis  with  Hodgkin’s  Disease 

Jeffrey  J.  Kirshner,  M.D.,  Paul  S.  Cohen,  M.D.,  James  E.  Milder,  M.D.,  and  Arlan  J.  Gottlieb, 
M.D.  ' 

1980  Tamoxifen-Induced  Hypercalcemia;  in  metastatic  breast  cancer 

Takuma  Nemoto,  M.D.,  Dutzu  H.  Rosner,  M.D.,  Dilip  J.  Patel,  M.D.,  Robert  F.  Wettingfeld,  M.D., 
Sawaren  S.  Bambrah,  M.D.,  and  Thomas  L.  Dao,  M.D. 

Special  Articles 

1984  Symposium — Physician’s  Role  in  Highway  Safety 

1984  Physician  Reporting;  A national  perspective 

Dorothy  Rasinski  Gregory,  M.D.,  J.D.,  F.C.L.M. 


December  1980/New  York  State  Journal  of  Medicine  1929 


1987  Functional  Impairment  in  Driving 

Julian  A.  Waller,  M.D.,  M.P.H. 

1992  Medical  Advisory  Board;  State  of  Maryland 

Ruth  W.  Baldwin,  M.D. 

1995  Toward  Effective  Administration/Medical  Staff  Communication 

Keith  A.  Fenstemacher,  M.S.P.H.,  and  Neil  R.  Scheier,  M.A. 

1997  Verification  of  Physician  Credentials 

Herbert  Freilich,  M.D. 

2000  Health  Problems  of  Residents  in  Single-Room  Occupancy  Hotels 

Daniel  D.  Buff,  James  F.  Kenny,  and  Donald  Light,  Jr.,  Ph.D. 

History  of  Medicine 

2006  Prenatal  Experience  in  Hindu  Mythology 

L.  D.  Hankoff,  M.D.,  and  Ultamchandra  L.  Munver,  M.D. 

2016  Impressions  of  Sechin;  Anatomy  by  slaughter 

Victor  J.  Selmanowitz,  M.D. 

2022  Bloodletting  Over  the  Centuries 

Gilbert  R.  Seigworth,  M.D. 

Contemporary  Nutrition 


2044  Women  and  Nutrition 

Lilia  Aftergood,  Ph.D.,  and  Roslyn  B.  Alfin-Slater,  Ph.D. 


Editorials 

1934 

1936 

1938 

Masthead 

2029 

1939 

Information  for  Authors 

2032 

1941 

A tribute  to  whom  tribute  is  due 

2034 

1942 

Note  of  appreciation  to  those  not  on  the 

Associate  Editorial  Board  who  evaluate 
and  assist  in  the  selection  of  articles  for 
publication 

2040 

2043 

1942 

Physicians’  Home  rectifies  “Lives  of 
desperation” 

G.H. 

General 

1937 

2047 

1932 

State  Society  Officers 

2051 

1933 

Abstracts 

2058 

Annotations  of  Books  Received 
Abstracts  in  Interlingua 
Obituaries 
Medical  Meetings 
Letters  to  the  Editor 
Month  in  Washington 
Medical  News 


Index  to  Advertising 

Index  to  Advertisers 

Classified  Advertising 

WHAT  GOES  ON 

Physicians’  Placement  Opportunities 


1930 


New  York  State  Journal  of  Medicine/December  1980 


• . • *•  <►  A . f *.  ..  . 

In  Hypertension*..When\bu  Need  to  Conserve  K+ 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent) 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
ordietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period- 
ically, serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids].  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently:  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist-  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypo- 
kalemia, although  uncommon,  has  been  reported. 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps  weakness, 
dizziness,  headache  dry  mouth,  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules:  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only):  in  Patient-Pak™  unit-of-use  bottles 
of  100. 

©SK&F  Co..  1980 

SK&F  CO. 

a SmithKIme  company 

Carolina,  P R 00630 


Officers 


Medical  Society  of 
the  State  of  New  York 


Ralph  M.  Schwartz,  M.D.,  Kings 
G.  Rehmi  Denton,  M.D.,  Albany 
Milton  Rosenberg,  M.D.,  Suffolk 
Richard  D.  Eberle,  M.D.,  Onondaga 
Victor  J.  Tofany,  M.D.,  Monroe 
Allison  B.  Landolt,  M.D.,  Westchester 
Warren  A.  Lapp,  M.D.,  Kings 
JOHN  A.  FlNKBEINER,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
John  L.  Clowe,  M.D.,  Schenectady 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1981 

Edgar  P.  Berry,  M.D.,  New  York 

Joseph  R.  Fontanetta,  M.D.,  Kings 

George  Lim,  M.D.,  Oneida 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Term  Expires  1982 
Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1983 
John  H.  Carter,  M.D.,  Albany 
Morton  H.  Kurtz,  M.D.,  Queens 
Robert  A.  Mayers,  M.D.,  Westchester 
Stanley  A.  Steckler,  M.D.,  Suffolk 

Trustees 

PAUL  M.  DeLuca,  M.D.,  Kings,  Chairman 
Lynn  R.  Callin,  M.D.,  Monroe 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Ralph  S Emerson,  M.D.,  Nassau 
: R ic  Alt  o J.  PiSANI,  M.D.,  New  York 
RL  Go  ,i  mark,  Jr.,  M.D.,  New  York 

/ he  ( ouw  1 1. s ' imposed  of  the  officers,  the  councilors, 
and  the  chairman  of  the  Board  of  Trustees. 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11042 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 
Directing  Librarian 

Guy  D.  Beaumont,  Director 

Division  of  Communications 

J.  Richard  Burns,  J.D.  General  Counsel 

Philip  G.  Keating 

Director , Division  of  Finance 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Robert  J.  O’Connor,  M.D.,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Division  of  Scientific  Activities 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Affairs 

IRMA  Erickson  Executive  Associate 


1932  New  York  State  Journal  of  Medicine/December  1980 


Abstracts 


Brook,  I.:  Bacterial  infections;  rapid  methods  for  detec- 
tion in  clinical  specimens,  New  York  State  J.  Med.  80: 
1945  (Dec.)  1980. 

The  rapid  detection  of  the  presence  and  the  etiology  of 
bacterial  infection  is  of  utmost  clinical  importance.  This 
review  presents  some  of  the  recent  advances  in  newly  de- 
veloped methods  for  the  rapid  detection  of  bacterial  in- 
fections. The  detection  of  microbial  antigens  using  gel- 
diffusion,  latex  particle,  enzyme  linked  immunoabsorbent 
assay,  radioimmunoassay,  and  counterimmunoelectro- 
phoresis  is  reviewed.  Electrical  impedance  measurements 
and  gas  liquid  chromatography  for  the  detection  of  bac- 
terial growth  or  their  biochemical  products,  although  still 
in  the  investigative  stage,  can  provide  clues  to  the  presence 
and  nature  of  bacterial  infection.  Lactic  acid  measure- 
ments in  body  fluids  (cerebrospinal,  joint,  peritoneal,  and 
so  forth)  can  assist  in  the  differentiation  between  bacterial 
and  nonbacterial  inflammation.  The  lymulus  lysate  test 
can  be  used  to  detect  small  amounts  of  endotoxin  in  body- 
fluids  and  blood,  thus  helping  in  the  detection  of  infections 
caused  by  toxin-producing  organisms.  These  methods  can 
be  used  only  as  an  additional  tool  in  conjunction  with  other 
laboratory  tests,  cultures,  and  clinical  judgment. 

Omakoku,  B.  A.,  Chow,  S.,  and  Rao,  M.:  Kawasaki 
disease;  Kings  County  Hospital,  New-  York  State  J.  Med. 
80:  1948  (Dec.)  1980.' 

Eleven  cases  of  KD  (Kawasaki  disease)  and  MLNS 
(mucocutaneous  lymph  node  syndrome)  are  presented.  Of 
these,  some  presented  clinical  findings  not  previously  de- 
scribed. Six  patients  developed  perineal  desquamation 
prior  to  development  of  subungual  desquamation  of  fingers 
and  toes.  One  developed  asymptomatic  iridocyclitis  which 
suggests  an  alternative  possible  diagnosis  of  juvenile 
rheumatoid  arthritis  or  other  collagen  vascular  disease. 

Acceptance  of  some  risk 
is  element  in  health  plans 

What  are  your  chances  of  being  hit  by  a meteorite  some 
time  in  the  next  12  months?  One  in  100  billion,  says  a re- 
port in  the  September  12  Journal  of  the  American  Medical 
Association. 

Your  chances  of  being  killed  by  an  automobile  in  the 
next  year  are  considerably  greater,  one  in  20,000.  The  odds 
that  you  will  drown  in  a flood  are  one  in  455,000. 

Bertram  D.  Dinman,  M.D.,  of  Pittsburgh,  Pennsylvania, 
reviews  human  attitudes  toward  acceptability  of  risk  in  the 
journal  report.  The  assessment  of  risk  is  important  to 
physicians  and  safety  experts  in  assessing  human  compli- 
ance with  procedures  that  will  reduce  risk. 

Individuals  often  fail  to  buckle  seat  belts  in  automobiles, 
knowing  that  nonuse  presents  only  one  chance  in  5 million 
of  death  on  an  average  trip,  Dr.  Dinman  points  out. 

Individuals  willingly  take  voluntary  risks.  Smoking  a 


One  case  involved  an  idenf  ical  twin  without  any  evidence 
of  the  disease  in  the  other  sibling.  Another  patient  had 
recurrence  of  the  disease.  One  patient  died  suddenly 
during  the  third  week  of  illness.  Autopsy  revealed  aneu- 
rysm at  the  left  anterior  descending  coronary  artery  con- 
sistent with  IPN  (infantile  periarteritis  nodosa)  or  fatal 
Kawasaki  disease. 

Stein,  H.  D.:  Penetrating  injuries  to  duodenum,  New 
York  State  J.  Med.  80:  1950  (Dec.)  1980. 

A series  of  46  patients  with  penetrating  injuries  to  the 
duodenum  was  presented.  The  20  percent  mortality  rate 
was  related  primarily  to  associated  vascular  and  visceral 
injuries.  In  most  cases,  simple  closure  of  the  duodenal 
injury  appeared  to  suffice.  For  extensive  injuries  of  the 
duodenum,  or  those  involving  the  pancreas,  larger  or  ad- 
ditional repairs  may  be  necessary. 

Pai,  N.  B„  and  Yerubondi,  S.:  Upper  gastrointestinal 
series;  should  it  be  routinely  prior  to  elective  cholecystec- 
tomy?, New  York  State  J.  Med.  80:  1955  (Dec.)  1980. 

The  charts  of  235  patients  who  had  elective  cholecys- 
tectomies were  reviewed  to  assess  the  usefulness  of  pre- 
operative UGIS  (upper  gastrointestinal  series).  One 
hundred  thirty-nine  patients  had  UGIS,  of  whom  28  pa- 
tients (20  percent),  had  positive  radiologic  findings.  Only 
in  10  patients  (14  percent)  of  the  entire  series  were  those 
confirmed  at  laparotomy,  and  of  these  only  2 patients  (0.85 
percent)  needed  additional  gastrointestinal  surgery  at  the 
time  of  cholecystectomy.  Considering  the  cost  ($80  to 
$150),  and  low  yield  (less  than  1 percent)  of  UGIS,  and  the 
amount  of  avoidable  radiation  exposure,  it  is  felt  that  the 
UGIS  are  not  indicated  preoperatively  in  patients  with 
gallbladder  disease,  unless  a coincidental  disease  is  strongly 
suspected  clinically. 


pack  of  cigarettes  a day,  for  instance,  brings  a one  in  200 
risk  of  dying  of  smoking  related  disease.  Taking  contra- 
ceptive pills  offers  a death  risk  of  perhaps  one  in  50,000,  an 
acceptable  risk  to  millions  of  women,  he  says. 

Involuntary  risks  also  often  are  worth  the  odds  to  most 
people.  Most  Americans  still  drive  or  ride  in  autos,  for 
instance,  despite  the  risk  of  death  in  an  accident.  Millions 
of  individuals  accept  the  risk  of  one  in  588,000  of  death  in 
a California  earthquake  by  continuing  to  live  in  the 
state. 

Many  risks  are  at  least  partially  correctable,  and  society 
thus  must  weigh  the  cost  versus  the  benefits.  Lighting  of 
all  express  highways,  for  instance,  would  save  some  lives, 
but  at  a cost  of  $6,170,000  per  life  saved,  Dr.  Dinman  says. 
This  cost  is  likely  more  than  the  public  will  bear. 

The  boundaries  of  acceptable  risk  are  from  one  in  1,000 
to  one  in  1,000,000,  he  declares.  The  public  will  take  im- 
mediate action  to  guard  against  fatal  accidents  presenting 
risks  of  one  in  1,000  per  year,  but  fatal  accidents  with  a risk 
of  one  in  1,000,000  do  not  concern  most  people. 
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FACIAL  PARALYSIS 

The  Facial  Palsies:  Their  Physiopathology  and 

Therapeutic  Approaches.  By  Joseph  Moldaver,  M.D., 
and  John  Conley,  M.D.  With  a foreword  by  D.  Denny- 
Brown,  M.D.  Springfield,  111.,  Charles  C Thomas,  Pub- 
lisher, 1980.  Illustrated,  258  pages.  Cloth,  $ 

A textbook  and  review  of  literature  on  all  aspects  of  the 
facial  palsies. 

FAMILY  PRACTICE 

Review  and  Assessment  in  Family  Practice.  By  Ernest 
Yuh-Ting  Yen,  M.D.  New  York,  Appleton-Century- 
Crofts,  1980.  Paperback,  184  pages.  Price,  $12.95. 

What  is  family  medicine?  A review  in  question  and 
answer  format. 

FIRST  AID 

Handbook  of  First  Aid  and  Emergency  Care.  Devel- 
oped by  the  American  Medical  Association.  Medical  ad- 
visors: Gail  V.  Anderson,  M.D.,  Christine  E.  Haycock, 
M.D.,  Staley  M.  Zydlo,  Jr.,  M.D.  New  York,  Random 
House,  1980.  Illustrated,  234  pages.  Softcover,  $5.95. 

An  up-to-date  guide  to  first  aid  and  emergency  medicine, 
for  fast,  on  the  spot  reference. 

PATHOLOGY 

Pathology  Annual:  Part  I.  1980.  Volume  15.  Series 
Editors:  Sheldon  C.  Sommers,  M.D.,  and  Paul  Peter 
Rosen,  M.D.  New  York,  Appleton-Century-Crofts,  1980. 
Illustrated,  482  pages.  Cloth,  $35. 

First  part  of  annual  review  of  specific  subjects  in  the 
field. 

ADOLESCENT  MEDICINE 

Adolescent  Medicine:  Topics.  Volume  2.  Edited  by 
Ralph  I.  Lopez,  M.D.  New  York,  SP  Medical  and  Scien- 
tific Books,  1980.  Illustrated,  199  pages.  Hardcover, 
$30. 

A collection  of  articles  dealing  with  adolescent  medicine 
as  an  integral,  yet  unique  part  of  pediatric  practice. 

CATARACT  EXTRACTION 

Pseudophakia:  Current  Trends  and  Concepts.  Edited 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


by  Marvin  L.  Kitko,  M.D.,  and  Donald  L.  Praeger,  M.D. 
Baltimore,  Md.,  Williams  & Wilkins,  1980.  Illustrated,  429 
pages.  Cloth,  $50. 

A textbook  on  this  area  of  ophthalmic  surgery. 

PHYSICIAN-PATIENT  RELATIONS 

The  Bitter  Pill:  Doctors,  Patients  and  Failed  Ex- 
pectations. By  Martin  R.  Lipp,  M.D.  New  York,  Harper 
& Row,  Publishers,  1980.  Hardcover,  204  pages.  Price, 
$10.95. 

The  crisis  in  medical  care — from  the  personal  perspec- 
tive of  a physician. 

ETHICS,  MEDICAL 

Ethical  Options  in  Medicine.  By  Gregory  E.  Pence, 
Ph.D.  Oradell,  N.J.  Medical  Economics  Co.,  Book  Di- 
vision, 1980.  Hardcover,  221  pages.  Price,  $17.50. 

An  examination  of  today’s  major  moral  problems  in 
medicine. 

NUTRITION 

Nutrition  Cultism:  Facts  and  Fictions.  By  Victor 
Herbert,  M.D.,  J.D.  Philadelphia,  Pa.,  George  F.  Stickley 
Company,  1980.  Hardcover,  234  pages.  Price,  $12.95. 

How  to  spot  food  quacks  and  how  to  evaluate  what  nu- 
trition is  and  is  not. 

GYNECOLOGY 

Gynecology  and  Obstetrics:  The  Health  Care  of 

Women.  Second  edition.  Edited  by  Seymour  L.  Romney, 
M.D.,  Mary  Jane  Gray,  M.D.,  A.  Brian  Little,  M.D.,  and 
others.  New  York,  McGraw-Hill  Book  Company,  1980. 
Illustrated,  1,310  pages.  Hardcover,  $48.50. 

Updated  edition  of  the  text-reference  book  for  clini- 
cian-practitioners. 

PANCREATIC  DISEASES 

The  Pancreas.  International  Academy  of  Pathology 
Monograph.  Edited  by  Patrick  J.  Fitzgerald,  M.D.,  and 
Ashton  B.  Morrison,  M.D.,  Ph.D.  Baltimore,  Md.,  Wil- 
liams & Wilkins,  1980.  Illustrated,  234  pages.  Cloth, 
$34. 

Proceedings  of  the  annual  Long  Course  of  the  IAP  on  the 
diseases  of  the  pancreas,  held  March,  1979,  in  San  Fran- 
cisco, California. 
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How  a Bowery  Keogh  Plan 
can  give  you  up  to  a $7,500 

tax  deduction:’ 

But  you  must  act  before  December  31. 


The  Bowery  Savings  Bank 
Retirement  Account  Section 
1 10  East  42nd  Street,  New  York,  NY  10017 

□ Please  send  me  details  on  the  Bowery  Keogh  Plans. 

□ Please  call  me  at 


PHONE  i 


Name 


Address_ 


_State_ 


theJOWERY 

Member  FDIC 

More  IRA/Keogh  Accounts 
than  any  savings  bank  in  New  York 

NYJM  12-80 

I J 


One  benefit  the  chart  does  not  show: 
Interest  or  dividends  on  your  Bowery 
Keogh  Account  are  tax  deferred  until  you 
retire  (in  most  cases  not  earlier  than  59  V2) 
when  you  probably  will  be  in  a lower  tax 
bracket. 

Another  benefit:  When  The  Bowery 
sets  up  a tax-favored  Keogh  Plan  for  you,  or 
works  with  your  lawyer  or  accountant, 
there  is  no  charge-unlike  insurance 
companies  (who  have  heavy  front-load 
charges)  or  brokerage  houses  (which  charge 
commissions  and  management  fees).  Nor  is 
there  a fee  for  the  bank’s  services  as  trustee 
and  depository: 

Remember:  You  have  only  until 
December  31  to  set  up  your  Keogh  Plan  to 
take  the  deduction  on  your  1980  taxes. 

Once  you  do,  however,  you  have  until  your 
1980  tax  return  is  due  to  make  a contribution 
to  your  plan. 

For  more  information  call 

John  Sakevich  at  (212)  953-8299 
or  (212)  953-8066. 


Are  you  a physician,  dentist, 
lawyer,  accountant,  or  self-employed 
in  other  professions? 

You  are  allowed  to  put  15%  of  your 
earned  income,  up  to  a maximum  of  $7,500 
a year,  into  a tax-sheltered  Bowery7  Keogh 
Account -and  deduct  this  money  from  your 
1980  taxable  income. 

How  much  will  that  be?  The  chart 
shows  how  much  money  you  can  save  in 
Federal  taxes  in  a given  year. 


The  Bowery  Savings  Bank.  Member  FDIC.  Each  account  insured  up  to  $100,000  by  the  Federal  Deposit  Insurance  Corporation,  a l.S.  Government 
agency.  110E.  42nd  St. /Grand  Central  Sta.  /SthAve.  & 24th  St. /7th  Ave.  & 34th  St. /8th  Ave.  & 34th  St.  .Penn  Sta./B'way  & 47th  St. /6th  Ave.  &47thSt./Lev  Vve.  & 54th 
St. /3rd  Ave.  & 60th  St./130  Bowery  & Grand  St. /145th  St.  & St.  Nicholas  Ave./2520  Flatbush  Ave..  Brooklyn/Queens  Blvd.  & 62nd  Dr. , Rego  Pk.,  Queens/947  Old  Country 
Rd..  Westbury.  L. I. /5100  Sunrise  H 'way.  Massapequa  Pk.,  L.  I. /South  Shore  Mall,  Bay  Shore.  L.I. /Green  Acres  Shopping  Center,  Valley  Stream.  L.I.  Nine  new  locations: 
2nd  Ave.  & 34th  St. /Borough  Hall:  356  Fulton  St.  between  Pearl  & Jay  Sts. /Park  Slope:  516  Fifth  Ave.  & 13th  St./Bensonhurst:  2054  86th  St.  & Bay  26th  St. /Trump  Village: 
504  Neptune  Ave.  at  West  5th  St. /Far  Rockaway:  17-39  Seagirt  Blvd. /St.  Albans:  189-02  Linden  & Farmers  Blvd./Elmont:  620  Hempstead  Turnpike/ East  Northport:  291  Clay 
Pitts  Road  at  Larkfield  Road. 


All  figures  are  for  illustrative 
only  Tax  brackets  assume  a : 
individual  using  the  standard 
deduction.  Each  individual 
situation  may  vary. 


If  your 
earned 
income  is: 

Your  maximum 
Keogh 
deduction  is: 

And  if 
your  tax 
bracket  is: 

You  will  save 
this  amount  in 
Federal  taxes 

$20,000 

$3,000 

307r 

$900 

$30,000 

$4,500 

34N 

$1,530 

$35,000 

$5,250 

39N 

$2,047 

$40,000 

$6.0<X) 

44^ 

$2,640 

$50,000 

$7. 500 

509c 

$3. 750 
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Abstracts  in  Interlingua 


Brook,  I.:  Infectiones  bacterian;  methodos  rapide  pro  le 
diagnose  mediante  le  monstras  clinic,  New  York  State  J. 
Med.  80:  1945  (Decembre)  1980. 

Le  diagnose  etiologic  rapide  del  infectiones  bacterian  es 
de  importantia  maxime.  In  iste  revision  es  presentate 
alicun  del  plus  recente  methodos  pro  le  detection  rapide 
del  infectiones  bacterian.  Es  revistite  le  detection  del 
antigenos  microbian  usante  le  gel-diffusion,  le  particulas 
de  latex,  le  essaios  enzymatic-immuno-absorbente,  le  es- 
saios  radioimmunologic  e le  electrophoresis  immunologic 
contate.  Le  mensuras  del  impedantia  electric  e le  chro- 
matographia  ab  gas  liquide  per  le  detection  del  disvelop- 
amento  bacterian  e su  productos  biochimic,  ben  que  to- 
tavia  es  in  le  stato  investigational,  pote  proportionar  in- 
formation supra  le  presentia  e natura  del  infection  bac- 
terian. Le  mensuras  del  acido  lactic  in  le  fluidos  organic 
(liquido  cerebro-spinal,  liquido  articulari  e peritoneal  e 
altere  fluidos  corporal)  pote  adjutar  in  le  differentiation 
inter  le  inflammationes  bacterian  e non-bacterian.  Le  test 
del  “lymulus”  lysate  pote  esser  usato  pro  detectar  quan- 
titates parve  de  endotoxinas  in  le  fluidos  corporal  e le 
sanguine  e ainsi  poter  adjutar  in  le  detection  de  infectiones 
causate  per  micro-organismos  producente  de  toxinas.  Iste 
methodos  pote  esser  usate  solmente  como  procedimento 
additional  juncto  con  altere  tests  de  laboratorio,  culturas 
e etiam  le  judicio  clinic. 

Omakoku,  B.  A.,  Chow,  S.,  e Rao,  M.:  Morbo  de  Kawa- 
saki; Hospital  Kings  County,  New  York  State  J.  Med.  80: 
1948  (Decembre)  1980. 

Dece-un  (11)  casos  de  morbo  de  Kawasaki  e syndrome 
de  nodulos  lymphatic  mucocutanee  es  presentate.  Alicun 
de  iste  casos  presentava  manifestationes  clinic  non  des- 
cribite  previemente.  Sex  (6)  patientes  disveloppava  un 
desquamation  perineal  ante  del  disveloppamento  del 
desquamation  subungual  del  digitos  (mano  e pede).  Un 
patiente  disveloppava  iridocyclitis  asymptomatic  que 
suggereva  un  possible  diagnose  alternative  de  arthritis 
rheumatoide  juvenil  o un  altere  morbo  vasculari  collage- 


nose.  Un  patiente  habeva  un  gemino  identic  sin  mani- 
festationes del  morbo.  In  altere  patiente  le  morbo  esseva 
recurrente.  Un  patiente  moreva  repentinemente  durante 
le  tertie  septimana  del  morbo;  le  autopsia  revelava  un 
aneurysma  del  arteria  coronari  anteriori  sinestre,  ramo 
descendente,  associate  con  periarteritis  nodose  infantil  o 
morbo  de  Kawasaki  fatal. 

Stein,  H.  D.:  Feritas  penetrante  del  duodenum,  New 
York  State  J.  Med.  80:  1950  (Decembre)  1980. 

Un  serie  de  46  patientes  con  feritas  penetrante  del  du- 
odenum es  presentate.  Le  20  pro  cento  de  mortalitate 
esseva  principalmente  relationate  con  lesiones  vasculari 
e visceral.  In  le  plus  parte  del  casos  pareva  que  le  simple 
sutura  del  ferita  duodenal  esseva  sufficiente.  In  caso  de 
feritas  extense  del  duodenum,  o ille  involvente  le  pancreas, 
pote  esser  necessari  un  reparation  chirurgic  plus  extense 
o additional. 

Pai,  N.  B.,  e Yerubondi,  S.:  Serie  gastrointestinal  su- 
perior (radiologic);  debe  esser  facite  rutinarimente  ante  del 
cholecystectomia  elective?,  New  York  State  J Med.  80: 
1955  (Decembre)  1980. 

Le  historia  clinic  de  235  patientes  que  habeva  chole- 
cystectomia elective  esseva  revistite  pro  evalutar  le  valore 
del  SRGIS  (serie  radiologic  gastrointestinal  superior).  De 
139  patientes  que  habeva  le  SRGIS,  28  (20  pro  cento) 
presentava  signos  radiologic  positive.  Solmente  in  10 
patientes  (14  pro  cento)  de  omne  serie  le  trovatos  radiologic 
esseva  confirmate  mediante  le  laparotomia;  de  iste  pa- 
tientes solmente  duo  (2)  (0.85  pro  cento)  requireva  chi- 
rurgia  gastrointestinal  additional  al  cholecystectomia. 
Considerante  le  costo  del  SRGIS  (80  a 150  dolares),  le  basse 
rendimento  de  iste  examination  (minus  que  1 pro  cento) 
e le  magnitude  del  exposition  al  radiation  evitabile,  nos 
credemos  que  le  SRGIS  non  es  indicate  preoperatorimente 
in  patientes  con  cholecystitis,  a minus  que  un  morbo 
coincidente  sia  firmemente  suspectate  clinicmente. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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MANIPULATION,  ORTHOPEDIC 

Manipulation,  Traction  and  Massage.  Second  edition. 
Edited  by  Joseph  B.  Rogoff,  M.D.  Baltimore,  Md.,  Wil- 
liams & Wilkins,  1980.  Illustrated,  225  pages.  Cloth, 
$25.50. 

The  application  of  mechanical  forms  of  treatment, 
updated. 

MICROBIAL  SENSITIVITY  TESTS 

Antibiotics  in  Laboratory  Medicine.  Edited  by  Victor 
Lorian,  M.D.  Baltimore,  Md.,  Williams  & Wilkins,  1980. 
Illustrated,  737  pages.  Hardcover,  $65. 

A reference  volume  on  the  fundamental  “in  vitro”  as- 
pects of  antibiotics. 

ENVIRONMENTAL  POLLUTANTS— TOXICITY 

Experimental  and  Clinical  Neurotoxicology.  Edited 
by  Peter  Spencer,  Ph.D.,  and  Herbert  H.  Schaumburg, 
M.D.  Baltimore,  Md.,  Williams  & Wilkins,  1980.  Illus- 
trated, 929  pages.  Cloth,  $1 10. 

A textbook  on  the  effects  of  toxic  chemicals  on  the  ner- 
vous system. 

COMMUNITY  MEDICINE— U.S. 


Public  Health  and  Community  Medicine.  Third  edi- 
tion. By  Lloyd  Edward  Burton,  M.S.,  Ph.D.,  Hugh  Hol- 
lingsworth Smith,  M.D.,  M.P.H.,  and  Andrew  Wilkinson 
Nichols,  M.D.,  M.P.H.  Baltimore,  Md.,  Williams  & 
Wilkins,  1980.  Illustrated,  599  pages.  Softcover, 
$29.95. 

A textbook  for  students,  and  a reference  for  specialists 
in  public  health,  updated. 
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Body  Movement:  Coping  with  Environment.  By 

Irmgard  Bartenieff  and  Dori  Lewis.  New  York,  Gordon 
and  Breach  Science  Publishers,  1980.  Illustrated,  289 
pages.  Hardcover,  $42.50. 

What  the  body  can  do  and  how  it  does  it — as  perceived 
by  Rudolph  Laban,  choreographer/philosopher,  developer 
of  the  notation  system  for  body  movements. 

CHILD  HEALTH  SERVICES 

Controversies  in  Child  Health  and  Pediatric  Practice. 

By  David  H.  Smith,  M.D.,  and  Robert  A.  Hoekelman,  M.D. 
New  York,  McGraw-Hill  Book  Company,  1981.  Illus- 
trated, 463  pages.  Hardcover,  $29.95. 

Discussions  of  issues  pertaining  to  continued  education 
and  recertification,  currently  debated  within  the  pediatric 
academic  and  practice  communities. 
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In  20  years 
there  could  be  no 
new  drugs  to 
imitate. 


A realistic  "full  disclosure"  of  the  effects 
of  generic  prescribing  should  include — 
as  a major  potential  side  effect — the  re- 
duction, if  not  outright  elimination  of  new 
drug  research  in  America. 

The  root  of  the  problem  is  simple 
economics... 

At  current  estimates,  it  takes  approxi- 
mately $60,000,000  and  nine  years  of  hard 
work  to  bring  a single  new  drug  entity  to 
the  point  where  it  can  be  prescribed  in 
clinical  practice.  Less  than  one  investi- 
gational drug  in  sixty  actually  reaches  the 
pharmacy,  and  many  that  do  have  limited 
application  and  limited  acceptance  Yet 


each  must  generate  a minimum  of 
$7,500,000  in  pure  profit  each  year  until 
its  patent  expires  simply  to  pay  for  its  de- 
velopment costs. 

In  short,  research  is  expensive  and  risky. 

Few  generic  manufacturers  invest  a penny 
in  it.  And  once  it  becomes  safer  and  more 
profitable  to  imitate  than  innovate,  the  firms 
that  have  developed  practically  all  the 
major  drugs  you  prescribe  today  won't 
be  able  to  afford  research  either. 

You  can  preserve  the  incentive  for  contin- 
uing pharmaceutical  research  by  re- 
membering the  originators. 


Without  the  innovators, 
there  could  be  no  imitators 
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Editorials 


A tribute  to  whom  tribute  is  due 


When  Henry  I.  Fineberg,  M.D.,  became  Executive 
Vice-President  in  1961,  Norman  Moore,  M.D.,  then 
President  of  MSSNY,  referred  to  his  “dedicated, 
self-effacing  service  to  clinical  medicine  and  to  public 
service.”  As  Executive  Vice-President  of  MSSNY 
Henry  Fineberg  has  fulfilled  every  expectation.  He 
has  shown  exemplary  leadership  and  his  achieve- 
ments have  continued  to  be  outstanding. 

What  is  the  secret  of  his  success?  How  come  one 
man  has  made  so  many  friends  and  has  so  few  ad- 
versaries? Those  who  disagreed  with  him,  always 
respected  him;  more  than  that,  many  admired  him 
and  many  more  felt  personally  indebted  to  him. 

The  unifying  force  in  his  personality  was  his  con- 
cern for  the  welfare  of  the  patient.  There  was  a deep 
yearning  in  him  to  help  the  patient,  the  suffering 
human  being.  This  above  all  was  his  primary  con- 
sideration and  he  made  it  the  cynosure  of  his  and 
everybody  else’s  efforts. 

Dr.  Fineberg  was  an  expert  in  communicable  dis- 
eases at  the  time  when  these  illnesses  were  often  le- 
thal and  represented  a large  portion  of  medical  care. 
Coping  with  hospital  wards  filled  to  over-flowing  with 
young  ones  suffering  with  measles,  chicken  pox,  po- 
liomyelitis, and  scarlet  fever  was  the  best  test  of  a 
physician  in  those  days.  Not  many  of  you  recall  the 
dreaded  complications  of  those  diseases:  the  middle 
ear  and  mastoid  infections,  the  sepses,  the  bullneck 
of  the  scarlet  with  edema  and  closure  of  the  glottis, 
and  the  nervous  system  involvement  in  many  of  the 
viral  infections.  And  there  you  could  see  Henry  at 
his  best! 

At  Queens  Hospital  Center  he  was  the  efficient  and 
beloved  administrator.  Interns  and  residents  were 
genuinely  devoted  to  him  and  he  to  them.  As  each 
of  them  was  called  up  for  World  War  II  Henry  always 
felt  as  though  it  was  his  own  son  that  was  going.  To 
this  day,  he  can  travel  up  and  down  these  United 
States  and  always  find  one  of  his  “boys”  ready  and 
willing  to  put  him  up  and  anxious  to  treat  him 
royally.  And  the  same  was  true  with  all  others  who 
worked  under  him,  including  the  medical,  nursing, 


and  general  staff,  from  the  highest  ranking  to  the 
lowliest  employee.  All  felt  they  had  to  do  their  best, 
if  for  no  other  reason,  than  for  Henry’s  sake.  This 
was  an  inspired  loyalty  and  it  made  Queens  General 
Hospital  the  successful  model  of  a municipal  insti- 
tution that  it  became  under  his  direction. 

Above  all,  Dr.  Fineberg  has  been  dedicated  and 
devoted  to  the  welfare  of  the  physician,  especially  the 
young  physician— in  organized  medicine  and  out. 
These  efforts  have  covered  many  years  and  included 
many  affiliations  and  crusades  on  their  behalf.  It 
was  this  dedication  that  prompted  his  extensive  in- 
volvement with  organized  medicine,  in  which  he  has 
been  a major  force  and  a leading  figure  on  the  na- 
tional, State,  and  local  scenes. 

Dr.  Fineberg  likes  people  and  people  like  him;  he 
has  many  interests  and  his  loyalty  to  people  and  to 
causes  is  legendary.  These  qualities  combined  with 
his  natural  abilities  made  him  a great  asset  and 
compelled  him  to  accept  leadership  positions  in  so 
many  worthy  organizations.  Thus,  he  has  been  a 
devoted  alumnus  of  Yale  and  helped  many  a de- 
serving young  man  gain  admission  to  that  august 
institution.  He  is  also  a Fellow  of  the  New  York 
Academy  of  Medicine,  a Board  Member  of  the  Na- 
tional Tuberculosis  and  Respiratory  Diseases  Asso- 
ciation, a member  of  the  New  York  State  Hospital 
Review  and  Planning  Council,  Chairman  of  the 
Committee  on  Medical  Grievances  of  the  New  York 
State  Education  Department,  and  Director  of  the 
New  York  State  Association  of  the  Professions.  For 
15  years  he  was  editor  of  the  “Doctors  Corner”  of  the 
Long  Island  Press.  His  record  of  memberships  and 
contributions  to  community,  voluntary,  health,  sci- 
entific and  philanthropic  organizations  and  agencies 
would  be  too  numerous  to  mention  and  just  couldn’t 
be  matched. 

It  brings  to  mind  the  famous  quote:  “There  is  a 
Man!” 

Hail  to  you  Henry!  We  embrace  you!  As  Execu- 
tive Vice-President  Emeritus  and  Consultant  may 
you  be  with  us  for  many  years  to  come. 
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Note  of  appreciation  to  those  not  on  the  Associate  Editorial  Board  who 
evaluate  and  assist  in  the  selection  of  articles  for  publication 


In  addition  to  members  of  the  Associate  Editorial 
Board,  each  year  the  New  York  State  Journal  of 
Medicine  calls  on  experts  in  special  fields  to  help 
review  and  evaluate  manuscripts  in  their  sphere  of 


particular  interest  for  publication. 

Listed  below  are  individuals  who  responded  and 
earned  our  gratitude. 


Lowell  Anderson 
Sheldon  Bleicher 
John  Broome 
Hugh  J.  Carroll 
Anne  Carter 
Carleton  Chapman 
Bayard  Clarkson 
Frank  DiPillo 
Milton  Elkin 
Max  Ellenberg 
Mr.  Donald  Fager 
Eugene  Feigelson 


William  T.  Foley 
H.  Robt.  Freund 
Eli  Friedman 
Robt.  F.  Furchgott 
Glenn  Haughie 
Ladislav  Hinterbuchner 
Shalom  Hirschman 
Pascal  Imperato 
Alan  Josephson 
Leo  Karron 
Aaron  Kellner 
Edith  Kepes 


Benjamin  Kissin 
Peter  Kottmeier 
Hans  Kraus 
Jere  Lord 
Albert  Lyons 
Lionel  Mailloux 
A.  W.  Martin  Marino,  Jr. 
Michael  McGarvey 
D.  Genevieve  Miller 
Martin  McKneally 
Ralph  Nachman 
Harold  Nitowsky 


Allan  Novetsky 

William  B.  Ober 

Lawrence  Scholnick 
George  Schussler 
Alfred  Stracher 
Richard  Walker 
Eleanor  Wallace 
Robert  Whalen 
M.  Henry  Williams 
Irving  Wright 


Physicians’  Home  rectifies  “lives  of 

It  is  difficult  for  physicians  in  active  practice  to 
believe  that  they  could  ever  become  dependent  on 
any  form  of  financial  assistance  for  life’s  basic  ne- 
cessities. Yet,  there  are  many  physicians  and  their 
families  who,  because  of  illness,  advanced  age,  and 
the  erosion  of  their  savings,  lack  funds  to  support 
themselves  even  in  the  most  modest  life  style.  The 
purpose  of  Physicians’  Home  is  to  assist  those  who 
find  themselves  in  this  unhappy  condition.  Specif- 
ically, the  fundamental  purpose  of  Physicians’  Home, 
which  has  not  changed  since  the  organization’s  in- 
ception, is  to  assist  aged,  chronically  ill,  and  indigent 
physicians  of  New  York  State,  their  wives,  widows, 
and  dependent  children,  in  any  way  compatible  with 
the  Home’s  eligibility  requirements  and  financial 
capability. 

Physicians’  Home  was  incorporated  in  New  York 
State  in  1919  as  a charitable  organization,  by  a 
number  of  physicians  concerned  about  the  physical 
and  financial  plight  of  a respected  colleague,  then 
residing  in  a poorhouse.  The  founders  recognized 
that  his  situation  was  not  unique  and  felt  that  the 
medical  profession  itself  should  take  steps  to  insure 
that  long  lives  of  useful  service  in  the  field  of  medi- 
cine should  not  terminate  in  the  anxiety,  apprehen- 
sion, and  loss  of  personal  dignity  that  indigency  en- 
tails. 


quiet  desperation’’ 

During  the  early  years,  the  Home’s  “Guests,”  as 
they  are  called,  were  occasionally  maintained  in 
various  established  residences.  It  soon  became  ev- 
ident that  this  was  less  than  ideal  as  it  deprived  the 
beneficiaries  of  their  cherished  home  environments, 
their  freedom,  and  their  dignity.  The  concept  of 
beneficial  aid  evolved  into  a policy  of  providing 
supplementary  financial  assistance  to  make  it  pos- 
sible for  the  “Guests”  to  continue  to  live  in  their  fa- 
miliar surroundings,  secure  in  the  knowledge  that 
they  have  the  means  to  do  so. 

It  can  be  argued  that  State  Welfare  Programs 
should  obviate  the  need  for  the  assistance  Physicians’ 
Home  provides.  In  some  instances  this  is  true,  in- 
deed, Physicians’  Home  cannot  legally  supplement 
government  welfare  payments  since  those  payments 
are  automatically  reduced  by  the  amount  contributed 
by  the  Home.  Those  who  are  totally  without  income 
must,  unfortunately,  depend  on  public  assistance. 

Many  indigent  physicians  and  their  dependents, 
however,  have  some  property,  a few  possessions,  and 
enough  income  to  disqualify  them  for  public  assis- 
tance. At  the  same  time,  their  assets,  constantly 
eroded  by  inflation,  are  insufficient  to  enable  them 
to  avoid  a life  of  penury  or  to  afford  them  the  security 
and  self-respect  that  should  be  their  prerogative.  It 
is  in  such  situations  that  the  beneficial  aid  provided 
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by  Physicians’  Home  is  most  needed  and  welcome. 

The  procedures  attendant  on  accepting  a new 
guest  are  designed  to  minimize  embarrassment, 
provide  prompt  assistance,  and  maintain  strict  pri- 
vacy. On  receipt  of  an  application,  which  is  informal 
and  can  be  made  by  the  individual  himself,  a local 
medical  society,  a colleague,  or  an  interested  neigh- 
bor, a social  worker  conducts  a discrete  interview  to 
establish  eligibility  and  to  provide  the  Executive 
Committee  with  the  data  needed  to  establish  the 
amount  of  assistance  to  be  provided  every  month.  In 
emergencies,  the  Executive  Committee  calls  a tele- 
phone conference  and  sends  interim  aid  until  a for- 
mal meeting  can  be  held.  Once  established,  the  al- 
lowance continues  indefinitely  or  until  the  guest’s 
circumstances  change.  Physicians’  Home  makes  an 
effort  to  verify  those  circumstances  annually.  Pe- 
riodic increases  are  made  to  permit  beneficiaries  to 
maintain  their  modest  standard  of  living  in  the  face 
of  rising  costs. 

In  recent  years,  Physicians’  Home  has  extended 
aid  to  between  75  and  100  guests  at  any  given  time. 
Funds  for  this  purpose  are  derived  from  a number  of 
sources,  virtually  all  originating  with  the  physicians 
of  New  York  State. 

• A voluntary  assessment  of  $4.00  per  year  billed 
with  the  State,  AMA,  and  county  dues. 

• Annual  membership  contributions  of  $25.  or 
more  which  are  solicited  in  several  annual  ap- 
peals mailings  to  the  members  of  the  MSSNY. 

• Funds  collected  and  donated  by  the  Women’s 
Auxiliary. 

• Bequests.  From  time  to  time,  Physicians’ 
Home  receives  bequests  in  the  form  of  money  or 
property  from  physicians  and  others  who  were 
aware  of  and  supported  its  activities. 

• Income  from  invested  endowment  funds. 

The  financial  statements  of  Physicians’  Home 
have  been  set  forth  frequently  and  its  annual  report 
is  publicly  available.  Suffice  it  to  say  that  the  Home 
has  a very  modest  executive  office  and  one  full-time 
and  one  part-time  employee.  Financial  advisory  and 


auditing  services  are  paid  for  on  a fee  basis.  None 
of  the  officers,  directors,  or  trustees  receive  any 
remuneration  whatever.  The  bulk  of  Physicians’ 
Home  income,  therefore,  is  expended  on  beneficial 
aid. 

The  Home  has  never  had  to  refuse  an  eligible  ap- 
plicant, nor  has  it  had  to  limit  beneficial  aid  to  an 
amount  less  than  that  determined  to  be  adequate. 
At  the  same  time,  current  economic  conditions  and 
inflation  cruelly  and  relentlessly  erode  the  buying 
power  of  persons  on  limited  and  fixed  incomes. 
Physicians’  Home  intends  to  continue  to  render  aid 
commensurate  with  its  beneficiaries’  needs.  To 
succeed  in  this,  the  Executive  Committee  and  Di- 
rectors feel  it  necessary  to  augment  its  income. 

Although  it  is  an  independent  organization,  Phy- 
sicians’ Home  has  enjoyed  the  support  of  MSSNY  in 
a close  and  cordial  relationship.  The  Women’s 
Auxiliary  has  been  untiring  in  soliciting  funds  and 
developing  fund  raising  programs  for  the  benefit  of 
the  Home.  The  Editors  of  the  New  York  State 
Journal  of  Medicine  have  been  unfailingly  generous 
in  giving  us  space  in  which  to  carry  the  message  of 
Physicians’  Home  to  the  members  of  MSSNY. 

Yet,  in  spite  of  this  unstinting  support,  the  per- 
sonal efforts  of  the  Directors,  and  repeated  mailings, 
contributors  to  Physicians’  Home  have  never  ex- 
ceeded 20  percent  of  the  State  Society’s  member- 
ship. 

It  is  not  by  accident  that  this  editorial  appears  in 
the  December  issue  of  the  New  York  State  Journal 
of  Medicine.  The  Christmas  season  evokes  thoughts 
of  warmth,  plenty,  good  cheer  and  security.  Physi- 
cians’ Home  makes  it  possible  for  the  less  fortunate 
physicians  of  New  York  State  to  share  in  these 
blessings  at  Christmas  and  throughout  the  year. 

Surely  an  annual  membership  contribution  to 
Physicians’  Home  should  rank  high  on  the  charitable 
contributions  list  of  every  member  of  the  MSSNY. 

For  the  Board  of  Directors 

G.H. 

1114  Avenue  of  the  Americas 
New  York,  New  York  10036 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  ana  Igesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain* 
Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
(n?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnalaos-DC 
takes  pain  off  the  mind  and 
the  mind  off  pain. 


of  the  problem. 


gos-DC 

— Capsules 

/j  ^ Drocode  (dihydrocodeine)  bitartrate  16  mg  (Warning: 

01 1 1 May  be  habit-forming),  promethazine  hydrochloride  6.25  mg, 
aspirin  194.4  mg,  phenacetin  162  mg,  caffeine  30  mg 


"INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National 
Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective  for  the  relief  of  moder- 
ate to  moderately  severe  pain  in  those  situa- 
tions where  the  physician  wishes  to  add  a mild 
. sedative  effect. 

Final  classification  of  the  less  than-effective 
indications  requires  further  investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihydro- 
codeine. promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with  extreme 
caution  in  the  presence  of  peptic  ulcer  or  coagulation 
abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  produce 
drug  dependence  of  the  codeine  type  and  therefore 
has  the  potential  of  being  abused.  Psychic  depen 
dence,  physical  dependence,  and  tolerance  may 
develop  upon  repeated  administration  of  dihydroco- 


deine, and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  oral  narcotic-containing  medications. 

Like  other  narcotic-containing  medications,  dihy- 
drocodeine  is  subject  to  the  provisions  of  the  Federal 
Controlled  Substances  Act. 

Usage  in  Ambulatory  Patients:  Dihydrocodeine  and 
promethazine  may  impair  the  mental  and/or  physi- 
cal abilities  required  for  the  performance  of  poten- 
tially hazardous  tasks  such  as  driving  a car  or 
operating  machinery.  The  patient  using  Synalgos-DC 
should  be  cautioned  accordingly 
Interactions  with  Other  Central  Nervous  System 
Depressants:  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  other  phenothiazines, 
tranquilizers,  sedative-hypnotics,  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
Synalgos-DC  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 

Patients  who  have  demonstrated  a hypersensi- 
tivity reaction  (eg,  blood  dyscrasia,  jaundice)  with  a 


phenothiazine  should  not  be  re-exposed  to  any  phe- 
nothiazine,  including  Synalgos-DC,  unless  in  the 
judgment  of  the  physician  the  potential  benefits  of 
the  treatment  outweigh  the  possible  hazards. 

Usage  in  Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  adequate 
information  on  whether  this  drug  may  affect  fertility 
in  human  males  and  females  or  has  a teratogenic 
potential  or  other  adverse  effect  on  the  fetus. 

Usage  in  Children:  Since  there  is  no  experience  in 
children  who  have  received  this  drug,  safety  and 
efficacy  in  children  have  not  been  established. 
PRECAUTIONS:  Phenacetin  has  been  reported  to 
damage  kidneys  when  taken  in  large  amounts  for  a 
long  time. 

Promethazine  should  be  administered  cautiously 
to  patients  with  cardiovascular  or  liver  disease. 
Synalgos-DC  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those 
with  hypothyroidism,  Addison's  disease,  and  pros- 
tatic  hypertrophy  and  urethral  stricture. 

ADVERSE  REACTIONS:  The  most  frequently  observed 


reactions  include  light-headedness,  dizziness, 
drowsiness,  sedation,  nausea,  vomiting,  constipa- 
tion pruritus,  skin  reactions,  and  rarely,  hypotension. 
DOSAGE  AND  ADMINISTRATION:  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  Synalgos-DC  is  given  orally. 
The  usual  adult  dose  is  two  capsules  every  4 hours  as 
needed  for  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of 
Synalgos-DC  may  be  additive  with  that  of  other  CNS 
depressants. 

See  Warnings. 

Aspirin  may  enhance  the  effects  of  anticoagulants 
and  inhibit  the  uricosuric  effects  of  uricosuric  agents. 
Consult  complete  product  information  before 
prescribing.  ' 
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Bacterial  Infections 

Rapid  methods  for  detection 
in  clinical  specimens 
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From  the  Department  of  Infectious  Diseases,  and  the  Clinical 
Microbiology  Laboratories,  Children's  Hospital,  National  Medical 
Center,  George  Washington  University,  School  of  Medicine, 
Washington,  D.C. 


Rapid  diagnosis  of  life-threatening  infections  due 
to  the  presence  of  bacteria  or  their  products  from 
clinical  specimens  is  of  the  utmost  importance. 
Several  of  the  more  promising  approaches  currently 
being  used  or  under  investigation  for  consideration 
in  the  clinical  microbiology  laboratory  are  described 
here. 

Detection  of  microbial  antigen 

Microbial-antigen  detection  is  receiving  much 
attention  in  several  laboratories  for  rapid  diagnosis 
of  infections.  By  employing  either  gel-diffusion  or 
counterimmunoelectrophoresis,  diagnosis  can  be  very 
rapid.  Using  counterimmunoelectrophoresis,  the 
detection  of  meningococcal  antigen  was  feasible 
within  45  minutes  in  the  cerebrospinal  fluid  of  all 
culture-positive  patients  in  only  40  percent  of  whom 
the  organism  were  seen  on  direct  Gram  stain.1 

Microbial-antigen  detection  procedures  also  offer 
other  advantages  over  traditional  culture  techniques. 
Besides  speed,  it  provides  a good  indication  of 
pathogenicity,  such  as  in  infections  associated  with 
the  respiratory  tract.  For  example,  a relationship 
was  found  between  the  presence  of  pneumococcal 
antigens  in  sputum,  the  number  of  viable  Strepto- 
coccus pneumoniae,  and  the  severity  of  the  disease.2 
However,  patients  with  postoperative  productive 
coughs  were  as  likely  to  have  antigen  in  their  sputum 
as  those  with  pneumonia.3  Although  more  investi- 
gations are  needed,  it  seems  that,  at  least  in  this 
setting,  the  presence  of  microbial  antigen  strongly 
suggests  bacterial  infection  rather  than  surface  col- 
onization. 

If  the  causative  organism  cannot  be  isolated  from 


7 he  rapid  detection  of  the  presence  and  the  etiology 
of  bacterial  infection  is  of  utmost  clinical  importance. 
This  review  presents  some  of  the  recent  advances  in 
newly  developed  methods  for  the  rapid  detection  of 
bacterial  infections.  The  detection  of  microbial 
antigens  using  gel-diffusion,  latex  particle,  enzyme 
linked  immunoabsorbent  assay,  radioimmunoassay, 
and  counterimmunoelectrophoresis  is  reviewed. 
Electrical  impedance  measurements  and  gas  liquid 
chromatography  for  the  detection  of  bacterial  growth 
or  their  biochemical  products,  although  still  in  the 
investigative  stage,  can  provide  clues  to  the  presence 
and  nature  of  bacterial  infection.  Lactic  acid  mea- 
surements in  body  fluids  (cerebrospinal,  joint,  peri- 
toneal, and  so  forth)  can  assist  in  the  differentiation 
between  bacterial  and  nonbacterial  inflammation. 
The  lymulus  lysate  test  can  be  used  to  detect  small 
amounts  of  endotoxin  in  body  fluids  and  blood,  thus 
helping  in  the  detection  of  infections  caused  by 
toxin-producing  organisms.  These  methods  can  be 
used  only  as  an  additional  tool  in  conjunction  with 
other  laboratory  tests,  cultures,  and  clinical  judg- 
ment. 


an  infectious  process,  microbial-antigen  detection 
can  be  occasionally  employed.  Inadequate  inocu- 
lum, prior  therapy,  overgrowth  by  other  micro- 
organisms, and  lack  of  suitable  culture  medium  all 
can  be  responsible  for  a lack  of  in  vitro  growth.  The 
diagnosis  of  primary  pneumonia  can  sometimes  be 
confused  by  overgrowth  or  by  prior  antimicrobial 
therapy.  However,  pneumococcal  antigen  can  be 
detected  in  sputum  even  after  treatment  in  many  of 
these  patients.4 

Other  methods  under  evaluation  for  microbial- 
antigen  detection  include  osmophoresis,  reverse 
passive  agglutination  of  antibody-coated  latex  par- 
ticles, inhibition  of  passive  hemagglutination,  en- 
zyme-linked immunoabsorbent  assay,  and  radioim- 
munoassay. The  latter  technique  can  detect  pro- 
grams of  antigens.  An  evaluation  of  the  sensitivity 
and  specificity  of  osmophoresis  was  done  by  testing 
antisera  from  patients  with  pneumococcal  pneumo- 
nia and  bacteremia.5  Fifty-four  percent  of  the  pa- 
tients with  pneumonia  had  pneumococcal  antigen  in 
their  serum,  while  none  was  detected  in  the  controls. 
Although  these  results  are  encouraging,  more  ex- 
perimental evidence  will  be  needed  to  determine 
whether  or  not  this  technique  can  be  relied  on  as  a 
laboratory  test  for  routine  use. 
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Impedance  measurements 

The  growth  of  a few  microorganisms  can  be  de- 
tected by  the  change  of  electrical  impedance  in  the 
culture.6  Impedance  measurements  have  been 
shown  to  provide  another  method  for  measuring 
microorganism  metabolism  and  growth  in  less  than 
one  hour,  using  an  instrument  capable  of  recording 
these  changes. 

Impedance  measurements  in  various  sugar  sub- 
strates can  be  used  as  a part  of  an  automated  test  for 
identification  of  Neisseria  gonorrhoeae  .6  Moreover 
the  addition  of  specific  antigonococcal  antiserum 
appears  to  temporarily  inhibit  any  impedance  re- 
sponse with  some  strains  of  N.  gonorrhoeae.  Early 
detection  of  bacterial  growth  in  blood  cultures  has 
also  been  reported.7  Evidence  has  been  shown  that 
a measurable  impedance  response  correlates  with 
bacterial  activity  when  approximately  106  to  107  or- 
ganisms per  milliliter  are  present. 

Other  potential  uses  for  measuring  impedance 
changes  include  the  effect  of  antibiotics  on  bacterial 
growth  and  the  detection  of  mycoplasma  and  urinary 
tract  pathogens  in  urine.6  Automated  impedance 
measurements  appear,  therefore,  to  provide  another 
approach  for  rapid  detection  and  characterization  of 
microorganisms.  Whether  this  approach  will  offer 
any  real  advantages  over  other  techniques  at  present 
in  use  is  open  to  conjecture. 

Gas-liquid  chromatography 

The  use  of  GLC  (gas-liquid  chromatography)  as 
an  aid  in  the  identification  of  bacteria  is  one  of  the 
more  important  advances  that  is  currently  taking 
place  in  the  clinical  laboratory.  Analyses  of  bacterial 
metabolic  products  by  GLC  are  simple,  reliable,  and 
practical  for  routine  use. 

The  use  of  GLC  analysis  of  clinical  specimens  as 
a means  for  rapid  detection  of  Bacteroides  fragilis 
has  been  recently  reported.8  Since  anaerobic  bac- 
teria produce  specific  short-chain  fatty  acids  from 
carbohydrate  metabolism,  a direct  use  of  GLC  for 
analyses  of  clinical  specimens,  such  as  pus  and  serous 
fluid,  showed  good  correlation  with  recovery  of  B. 
fragilis  and  volatile  acids  known  to  be  produced  by 
this  organism.  Conversely,  none,  or  only  small 
amounts  of  acids,  were  detected  in  18  pus  and  in- 
fected serous  fluids  that  contained  coliforms,  Pseu- 
domonas, staphylococci,  anaerobic  streptococci,  and 
Clostridium.  No  acids  were  detected  in  35  sterile 
specimens  of  pleural,  peritoneal,  and  joint  fluid. 
Thus,  the  metabolic  end  products  of  certain  short- 
chain  fatty  acids  appear  to  be  a useful  fingerprint  to 
detect  the  presence  of  B.  fragilis  in  clinical  speci- 
mens. These  fatty  acids  can  be  directly  analyzed  by 
GLC,  and  a presumptive  diagnosis  can  be  made 
within  one  hour  of  collection. 

GLC  also  has  been  recently  employed  as  a poten- 
tial means  for  differentiating  synovial  fluid  extracts 
using  a gas  chromatograph  equipped  with  an  elec- 
tron-capture detector.  Profiles  were  obtained  which 


were  sufficiently  dissimilar  to  permit  differentiation 
between  synovitis  caused  by  trauma  and  that  caused 
by  staphylococcal,  streptococcal,  and  gonococcal 
infections.9 

In  a study  of  the  use  of  GLC  on  direct  testing  of 
synovial  fluid  obtained  from  94  patients  with  exu- 
dative arthritis,  a relatively  constant  pattern  of  peaks 
was  observed  in  all  samples.10  Two  constant  peaks 
that  appeared  in  the  chromatogram  usually  corre- 
lated with  a significant  increase  in  synovial  fluids 
from  patients  with  septic  arthritis.  In  analyzing  for 
sugars  in  normal  and  infected  cerebrospinal  fluid  by 
GLC,  decreased  concentrations  of  all  sugars  was 
shown  in  three  cases  of  meningeal  inflammation,  two 
cryptococcosis  and  one  thalamic  astrocytoma.11 

GLC  also  has  been  performed  on  cerebrospinal 
fluid  from  cases  of  purulent  meningitis.12  The 
chromatogram  frequently  showed  a significant  in- 
crease of  four  constant  peaks  in  the  spinal  fluid  of 
purulent  meningitis  but  not  in  aseptic  meningitis  or 
control  cases.  There  was  a gradual  return  of  peaks 
to  normal  levels  during  clinical  improvement,  usually 
within  five  to  six  days  of  appropriate  therapy.  In  one 
case  of  recurrent  meningitis,  an  increase  in  the  peaks 
was  noted  with  relapse.  The  use  of  GLC  has  prom- 
ising potential  in  the  diagnostic  laboratory  for  rapid 
diagnosis  of  infections,  particularly  those  caused  by 
organisms  which  are  difficult  to  isolate  and/or  to 
identify. 

Lactic  acid 

LA  (lactic  acid)  levels  could  be  used  as  a rapid  re- 
liable test  in  the  differentiation  between  bacterial 
and  nonbacterial  inflammation  of  various  body 
cavities.  Brook  et  al.13  measured  the  concentration 
of  lactic  acid  in  CSF  (cerebral  spinal  fluid)  of  97  pa- 
tients with  or  without  infections  of  the  central  ner- 
vous system.  Patients  without  infection,  or  those 
with  nonbacterial  (presumably  viral)  meningitis, 
consistently  had  low  concentrations  of  lactic  acid  in 
CSF  (that  is,  less  than  35  mg.  per  100  ml.),  whereas 
patients  with  bacterial  or  tuberculous  meningitis 
consistently  had  concentrations  of  lactic  acid  in  CSF 
of  more  than  35  mg.  per  100  ml.  Lactic  acid  con- 
centrations in  CSF  from  patients  partially  treated  for 
meningitis  were  generally  more  than  35  mg.  per  100 
ml.  through  the  third  day  of  therapy  and,  thereafter, 
progressively  declined  to  concentrations  of  less  than 
20  mg.  per  100  ml.  by  the  seventh  to  tenth  day  of 
therapy.  Relapse  of  bacterial  infection  was  consis- 
tently documented  by  a recurrence  of  an  increased 
concentration  of  lactic  acid  in  CSF. 

Lactic  acid  concentrations  in  the  synovial  fluid  of 
84  patients  with  acute  monoarticular  arthritis  were 
determined  by  GLC.14  Lactic  acid  values  in  27  cases 
of  nongonococcal  septic  arthritis  were  strikingly 
higher  (mean  1,170  mg.  per  100  ml.)  than  in  45  cases 
of  inflammatory  or  degenerative  arthritis  (mean  34 
mg.  per  100  ml.),  as  well  as  in  12  cases  of  gonococcal 
arthritis  (mean  27  mg.  per  100  ml.).  Studies  done  in 
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recent  years  have  established  the  usefulness  of  lactic 
acid  values  in  the  following  clinical  conditions: 
meningitis  (normal  levels  up  to  35  mg.  per  100  ml.), 
arthritis  (normal  levels  up  to  65  mg.  per  100  ml.), 
pleural  infection  (normal  levels  up  to  35  mg.  per  100 
ml.),  and  peritonitis  (normal  levels  up  to  33  mg.  per 
100  ml.).  False,  positive,  and  negative  values  of  LA 
can  occur  in  certain  other  clinical  settings.  For  ex- 
ample, positive  CSF  levels  have  been  reported  in 
diabetic  coma  and  in  cerebrovascular  accidents,  and 
negative  levels  in  the  early  stages  of  bacterial  men- 
ingitis before  cellular  response.  In  septic  arthritis 
a negative  value  occurs  in  patients  with  gonococcal 
arthritis,  whereas  positive  values  can  he  detected  in 
peritoneal  metastasis.'  By  taking  many  of  these  ex- 
ceptions into  consideration,  the  measurement  of  LA 
levels  can  play  an  important  role  in  the  overall  clin- 
ical assessment  of  patients  suspected  of  having  bac- 
terial infections  in  various  body  cavities. 


Limulus  test 

Gelation  of  a lysate  of  blood  cells  (amebocytes) 
obtained  from  the  horseshoe  crab,  limulus,  with  low 
concentrations  of  endotoxins,  the  lipopolysaccharides 
that  form  a portion  of  the  cell  walls  of  gram-negative 
bacteria,  has  led  to  the  development  of  an  assay  ca- 
pable of  detecting  less  than  a nonogram  concentra- 
tion of  endotoxin  in  human  blood.15  Because  of  its 
sensitivity,  as  well  as  its  apparent  specificity,  this  test 
has  been  developed  as  a rapid  assay  for  diagnosis  of 
infections  with  gram-negative  bacilli.15,16  The  li- 
mulus test  has  been  reported  to  be  useful  in  detecting 
small  amounts  of  endotoxin  from  blood  and  other 
clinical  specimens  such  as  CSF.17  Indeed,  the  assay 
appears  to  be  a rapid,  sensitive  test  for  the  diagnosis 
of  gram-negative  bacterial  meningitis,  and  may  be 
useful  for  the  detection  of  persistent  bacterial  growth 
or  residual  endotoxin  in  the  presence  of  other  spinal 
fluid  abnormalities.18  Results  of  limulus  tests  with 
urine,  as  well  as  plasma  samples  from  patients  with 
infections  due  to  a wide  range  of  gram-negative  or- 
ganisms, suggest  a similar  reliability  in  detecting 
endotoxin  from  these  fluids.8,15  For  example,  neg- 
ative results  of  limulus  lysate  tests  were  found  in  all 
25  patients  of  one  study,  with  a variety  of  bacteremias 
due  to  gram-positive  organisms,  including  staphy- 
lococci, streptococci,  and  pneumococci.15  However, 
other  investigators  have  reported  a high  percentage 
of  “false-positive”  results.17 

“False-negative”  limulus  test  findings  also  have 
been  the  subject  of  numerous  reports,  particularly 
in  plasma  obtained  from  patients  with  documented 
gram-negative  bacteremia.15,16  Obviously,  further 
study  will  be  needed  to  try  to  resolve  this  important 
discrepancy. 

Conclusion 

Many  new  methods  for  the  rapid  detection  of 
bacteria  and/or  their  products  from  clinical  speci- 


mens have  been  recently  developed.  Impressive  as 
these  detection  systems  appear,  much  more  investi- 
gative work  and  many  more  evaluations  will  be 
needed  to  prove  their  worth  in  the  diagnostic  labo- 
ratory. Moreover,  it  remains  to  be  seen  how  effective 
some  of  these  systems  will  be  in  the  detection  of  in- 
dividual bacterial  species  from  a mixed  population 
of  microorganisms  such  as  is  frequently  found  in 
abdominal  abscesses  or  wound  infections. 
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Kawasaki  disease,  an  acute  febrile  illness  of  un- 
known etiology  occurring  predominantly  in  children 
under  five  years  of  age,  is  being  increasingly  recog- 
nized in  the  United  States.1-3  At  Kings  County 
Hospital,  we  had  11  cases  of  Kawasaki  disease  be- 
tween February,  1977,  and  May,  1978.  Since  some 
of  the  cases  presented  clinical  findings  not  previously 
described,  the  following  is  a report  of  our  experience 
with  the  1 1 cases. 

Methods 

There  were  11  children  with  Kawasaki  disease  that 
were  seen  at  Kings  County  Hospital  from  February, 
1977,  through  May,  1978.  The  diagnosis  of  Kawa- 
saki disease  was  based  on  the  guidelines  prepared  by 
the  Japanese  research  committee  of  1970.4 

Kawasaki  disease:  diagnostic  guidelines. 

I.  Principal  symptoms 

A.  Fever  lasting  one  to  two  weeks,  not  responding 

to  antibiotics 

B.  Congestion  of  ocular  conjunctivae 

C.  Changes  of  lips  and  oral  cavity 

1.  Dryness,  redness,  fissuring  of  lips 

2.  Prominence  of  tongue  papillae  (straw- 
berry-like) 

3.  Diffuse  reddening  of  oral  and  pharyngeal 
mucosa 

D.  Changes  in  hands  and  feet 

1.  Redness  of  palms  and  soles 

2.  Indurative  edema 

3.  Membranous  desquamation  starting  from 
finger  tips  (convalescent  stage) 

E.  Polymorphic  exanthema  of  trunk  without 


vesicles  or  crust 

F.  Acute  nonsuppurative  swelling  of  cervical 
lymph  nodes  (any  5 of  the  principal  symptoms 
are  required  for  diagnosis) 

II.  Other  symptoms  or  findings 

A.  Cardiovascular  signs:  electrocardiographic 

changes,  gallop  rhythm,  distant  heart  sounds, 
heart  murmur 

B.  Diarrhea 

C.  Proteinuria  and  increased  number  of  leuko- 
cytes in  urine  sediments 

D.  Additional  laboratory  findings 

1.  Leukocytosis  with  shift  to  left 

2.  Slight  anemia 

3.  Increased  erythrocyte  sedimentation 
rate 

4.  Positive  C-reactive  protein 

5.  Increased  serum  alpha2  globulin  concen- 
tration 

6.  Negative  ASLO  titer 

E.  Changes  occasionally  observed: 

1.  Arthralgia 

2.  Aseptic  meningitis 

3.  Mild  jaundice  or  slight  increase  in  serum 
transaminase 

All  patients  except  one,  fulfilled  at  least  five  of 
the  six  criteria  necessary  for  the  diagnosis  of  Kawa- 
saki disease  and  one  case  had  four  of  six  character- 
istics. 

All  our  patients  had  laboratory  studies  including 
complete  blood  count,  liver  functions,  rheumatoid 
factor,  ANA  (alpha  amino  nitrogen),  ASLO  (anti- 
streptolysin 0 titer).  Cultures  of  blood,  urine, 
throat,  and  cerebrospinal  fluid  were  also  negative  for 
both  bacteria  and  viruses  respectively. 

Results 

All  patients  had  signs  and  symptoms  consistent 
with  the  clinical  and  laboratory  criteria  established 
for  the  diagnosis  of  Kawasaki  disease  as  outlined  by 
the  Japanese  Research  Committee.4’5  Their  ages 
ranged  from  five  months  to  six  and  one-half  years. 
Seven  were  males  and  four  females.  All  patients 
were  black,  reflecting  the  community  in  which  we 
serve.  Summary  of  the  important  clinical  findings 
in  all  the  11  cases  are  as  shown  in  Table  I. 

Six  of  our  patients  developed  perineal  desqua- 
mation during  the  illness,  before  subungual  des- 
quamation occurred.  This  finding,  to  our  knowl- 
edge, has  not  been  previously  described  in  the  liter- 
ature. 

One  patient  (Case  1)  developed  a high  fever  and 
arthritis  of  ankles  and  wrists.  A slit  lamp  on  the  fifth 
hospital  day  revealed  mild  iridocyclitis  and  the  pa- 
tient was  treated  with  homatropine  for  a period  of 
one  week.  Studies  for  collagen  disease  including 
ANA,  rheumatoid  factor,  lupus  erythrematosus 
preparation  gave  negative  results. 

Another  patient  (Case  10)  had  recurrence  of  the 
disease  about  three  months  after  the  first  attack. 

Case  6 involved  a five-month-old  identical  twin 
whose  twin  brother  failed  to  contract  the  disease  over 
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Eleven  cases  of  KI)  (Kawasaki  disease)  and  MENS 
(mucocutaneous  lymph  node  syndrome)  are  pre- 
sented. Of  these,  some  presented  clinical  findings 
not  previously  described.  Six  patients  developed 
perineal  desquamation  prior  to  development  of  sub- 
ungual desquamation  of  fingers  and  toes.  One  de- 
veloped asymptomatic  iridocyclitis  which  suggests 
an  alternative  possible  diagnosis  of  juvenile  rheu- 
matoid arthritis  or  other  collagen  vascular  disease. 
One  case  involved  an  identical  twin  without  any  ev- 
idence of  the  disease  in  the  other  sibling.  Another 
patient  had  recurrence  of  the  disease.  One  patient 
died  suddenly  during  the  third  week  of  illness.  Au- 
topsy revealed  aneurysm  at  the  left  anterior  de- 
scending coronary  artery  consistent  with  IPN  (in- 
fantile periarteritis  nodosa)  or  fatal  Kawasaki  dis- 
ease. 


a nine-month  period  of  observation. 

A fatal  case  involved  a six  and  one- half  month  male 
child  who  was  transferred  to  our  hospital  from  a local 
hospital  because  of  high  fever  of  undetermined  eti- 
ology (Case  7 in  Table  I).  Blood  cultures,  cardiac 
enzymes,  chest  x-ray  film,  and  electrocardiogram 
results  were  all  within  normal  limits.  He  died  sud- 
denly during  the  third  week  of  illness.  Autopsy  re- 
vealed aneurysm  and  dilation  of  the  left  anterior 
descending  coronary  artery.  In  addition,  there  were 
infarcts  of  liver  and  kidney.  These  findings  are 
consistent  with  infantile  polyarteritis  nodosa  and 
classical  fatal  Kawasaki  disease.  In  both  diseases, 
cardiac  complication  is  the  leading  cause  of  death. 

Comment 

Kawasaki  disease  is  being  increasingly  recognized 
in  the  United  States.3  The  diagnosis  can  only  be 
made  on  clinical  findings.  In  our  11  patients  there 
were  several  with  unusual  clinical  findings  such  as 
perineal  desquamation,  joint  manifestations,  and 
asymptomatic  iritis,  suggesting  variability  of  the 
clinical  presentation  of  the  disease.  The  presence 
of  asymptomatic  iritis  in  one  of  our  patients  may 
suggest  the  need  for  ophthalmologic  examination  in 
children  with  suspected  Kawasaki  disease.  One  of 
our  patients  had  histopathologic  changes  suggestive 
of  infantile  periarteritis  nodosa  (Case  7,  Table  I). 
Landing  et  al6  raised  the  possibility  that  Kawasaki 
disease  and  infantile  periarteritis  nodosa  are  one  and 
the  same.  Even  if  they  are  not  the  same,  in  very 
young  infants  the  similarity  appears  to  be  striking. 
Even  though  the  etiology  of  this  disease  is  not  known, 
reports  from  Japan  indicate  that  HLA  Bw  22  sublo- 
cus on  tissue  histocompatibility  antigens  are  found 
in  a greater  proportion  of  patients  with  Kawasaki 
disease  than  in  the  normal  unaffected  population.7 
We  are  at  present  doing  tissue  typing  in  our  own 
patients  and  awaiting  the  results.  At  this  time  the 
treatment  of  choice,  to  shorten  the  duration  of  illness 
and  also  perhaps  to  reduce  the  incidence  of  the  most 
dreaded  complication  of  the  disease,  coronary  artery 


aneurysm,  is  aspirin  used  in  a high  dose  as  reported 
by  Jacobs  et  al.8 
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TABLE  I.  Major  clinical  findings  in  patients  with  Kawasaki  disease 


Identification 

1 

2 

3 

4 

5 

Case  Number 
6 7* 

8 

9 

10 

11 

Age  (in  years  or  as  indicated) 

6V2 

3V2 

4V2 

272 

27z 

5 mos. 

672  mos. 

2V2 

14  mos. 

2VZ 

2 

Sex 

Clinical  findings 

F 

F 

M 

M 

F 

M 

M 

M 

M 

F 

M 

Fever  duration  (days) 

11 

17 

7 

11 

12 

17 

26 

14 

25 

10 

11 

Eye  congestion 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-1- 

Oropharyngeal  changes 

+ 

+ 

+ 

+ 

-t- 

+ 

+ 

+ 

+ 

+ 

Cervical  lymphadenopathy 

+ 

+ 

+ 

+ 

+ 

Polymorphous  rash 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Palmar  eyrthema 

+ 

+ 

+ 

+ 

+ 

Indurative  edema  (extremities) 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Desquamation 

+ 

+ 

+ 

-1- 

+ 

+ 

+ 

+ 

+ 

-1- 

Subungual 

Perineal 

+ 

-t- 

+ 

+ 

+ 

* Fatal  case.  Classified  as  infantile  periarteritis  nodosa  or  Kawasaki  disease  at  autopsy. 
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TABLE  i.  Age  of  patients  and  mortality  rate 


Penetrating  Injuries 
To  Duodenum 

H.  DAVID  STEIN,  M.D.,  F.A.C.S. 

The  Bronx,  New  York 

From  the  Department  of  Surgery,  Albert  Einstein  College 
of  Medicine  and  the  Bronx  Municipal  Hospital  Center 


Penetrating  injuries  of  the  duodenum  are  associ- 
ated with  high  mortality  and  morbidity  rates.  At- 
tempts to  improve  on  the  reported  results  have  led 
to  advocacy  of  more  rapid  diagnosis  and  a variety  of 
operative  repairs  of  the  duodenal  injury.  Stone  and 
Garoni1  suggested  that  suction  jejunostomy  be  added 
to  the  closure  of  the  duodenum.  Mclnnis  et  al.2 
advised  a jejunal  patch,  Corley,  Norcross,  and 
Shoemaker3  were  in  favor  of  both  internal  drainage 
and  jejunal  patch,  and  Vaughan  et  al.4  advocated  a 
temporary  pyloric  exclusion.  In  cases  of  severe  in- 
jury, and  in  those  associated  with  pancreatic  trauma, 
procedures  advocated  have  included  a Billroth  II 
type  of  resection  to  defunctionalize  the  duodenum5’6 
and  pancreaticoduodenectomy.7 

Clinical  material 

All  patients  admitted  to  Lincoln  Hospital  or  Bronx 
Municipal  Hospital  Center*  with  penetrating  full- 
thickness injuries  of  the  duodenum  from  1972  to  1977 
who  arrived  in  the  operating  room  alive  were  in- 
cluded. The  patients’  charts  were  reviewed,  and  an 
attempt  was  made  to  correlate  morbidity  and  mor- 
tality incidence  with  the  type  of  injury  and  treatment 
received. 

A total  of  46  patients  fit  the  criteria  of  the  study. 
The  age  of  the  patients  and  mechanism  of  injury  are 
included  in  Table  I.  Only  four  patients  were  female. 
Three  patients  had  injuries  limited  to  duodenal 
penetration.  All  others  had  multiple  injuries.  Pa- 
tients received  fluid  resuscitation,  chest  tube  place- 
ment, and  endotracheal  intubation  in  the  emergency 
room  when  indicated.  Radiographs  of  the  chest  and 
abdomen  were  not  taken  on  patients  in  shock;  in- 
travenous urography  was  carried  out  in  stable  pa- 
tients with  hematuria.  All  duodenal  injuries  were 
drained,  most  were  treated  with  intraoperative  an- 
tibiotics, and  other  injuries  were  repaired  as  indi- 
cated. 

* Municipal  hospitals  taffed  by  the  Albert  Einstein  College  of 
Medicine. 


, — Age — , ^-Mortality  Rate^ 

Wound  Number  Range  (Median)  Number  (Percent) 


Stab  19  17  to  63  (31) 

Gunshot  27  15  to  52  (26) 

Totals  46 

3 (16) 

6 (22) 

9 (30) 

TABLE  II.  Minutes  from  arrival  in  emergency  room  to 
operating  room* 

Wound 

Survived 

Expired 

Stab 

45  to  910  (153) 

27  to  105  (50) 

Gunshot 

25  to  570  (104) 

23  to  60  (42) 

* Range  and  (median). 


Results 

Fifteen  of  the  46  (32.6  percent)  patients  came  to 
the  emergency  room  with  a systolic  blood  pressure 
of  less  than  100;  9 of  these  were  the  victims  of  stab 
wounds.  Seven  of  these  15  patients  expired.  One 
patient  who  was  moribund  on  arrival  at  the  hospital 
survived.  Two  others  sutained  cardiac  arrest  in  the 
emergency  room  and  underwent  immediate  thora- 
cotomy and  open  cardiac  message.  They  were 
resuscitated  in  the  emergency  room,  but  subse- 
quently expired  in  the  operating  room.  Of  the  nine 
patients  arriving  in  shock,  only  53.4  percent  survived 
as  contrasted  with  93.6  percent  of  those  not  in  shock. 
Thus,  a major  finding  appears  to  be  that  outcome  is 
directly  related  to  the  patients  condition  on  arrival 
in  the  emergency  room. 

To  determine  the  effect  of  delays  in  surgery  on 
survival,  the  length  of  time  from  arrival  in  the 
emergency  room  to  the  time  of  surgical  incision  was 
examined  (Table  II).  Six  patients  had  surgery  de- 
layed over  six  hours  because  of  lack  of  peritoneal 
findings.  The  patient  with  the  longest  delay  was  a 
34-year-old  female  shot  in  the  right  epigastrium  who 
was  markedly  intoxicated  on  arrival.  She  was  stable 
and  was  observed  for  over  15  hours  until  peritoneal 
findings  developed.  On  exploration,  repair  of  the 
first  portion  of  the  duodenum,  stomach,  transverse 
colon,  and  liver  was  performed.  Her  postoperative 
course  was  benign.  Three  other  patients  with  de- 
layed surgery  developed  complications,  but  only  one 
of  these  could  be  ascribed  to  the  delay.  This  was  a 
duodenal  leak  (one  of  two  in  the  series)  which  oc- 
curred in  a 29-year-old  male  shot  in  the  chest,  groin, 
liver,  and  second  portion  of  duodenum.  This  was 
closed  in  two  layers,  but  he  developed  a leakage.  He 
was  treated  with  hyperalimentation,  and  the  leak 
closed,  hut  subsequently  an  obstruction  necessitated 
a gastrojejunostomy.  None  of  the  patients  with 
delays  in  surgery  died. 

Next  the  location  and  nature  of  the  injuries  were 
examined.  Of  the  three  patients  with  duodenal 
penetration  exclusively,  one  expired  on  the  fortieth 
hospital  day  of  stress  bleeding.  Forty-three  patients 
had  multiple  injuries. 
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Table  III.  Portion  of  duodenum  injured* 


Portion 

Number 
of  patients 

1 

10 

2 

17 

3 

12 

4 

3 

Multiple 

2 

Unspecified 

7 

* Total  more  than  46  since  some  patients  had  holes  in  more  than  one 
portion  of  duodenum. 


Table  III  lists  the  location  in  the  duodenum  of  the 
injury.  Most  were  located  in  the  first  three  parts  of 
the  duodenum.  It  was  interesting  to  note  the  ex- 
ternal location  of  the  injuries  (Fig.  1 ).  All  of  the  stab 
wounds  were  located  near  the  right  upper  abdomen. 
One  patient  had  multiple  stilleto  wounds  making  it 
impossible  to  identify  the  actual  wound  that  caused 
the  duodenal  injury.  On  the  other  hand,  the  gunshot 
wounds  were  located  over  a wider  area  including  the 
left  side. 

Table  IV  lists  the  association  of  mortality  rates 
with  visceral  injuries  other  than  the  duodenum.  If 
nonvascular  injuries  were  considered,  there  was  a 


A 

LOCATION  OF 
GUN  SHOT  WOUNDS 

FIGURE  1.  External  locations  of  injuries  are  identified  in  this 
upper  quadrant,  gunshot  wounds  are  more  widely  distributed. 


A series  of  46  patients  with  penetrating  injuries  to 
the  duodenum  was  presented.  The  20  percent  mor- 
tality rate  was  related  primarily  to  associated  vas- 
cular and  visceral  injuries.  In  most  cases,  simple 
closure  of  the  duodenal  injury  appeared  to  suffice. 
For  extensive  injuries  of  the  duodenum,  or  those  in- 
volving the  pancreas,  larger  or  additional  repairs  may 
be  necessary. 


correlation  between  the  extent  of  injury  and  the 
mortality  rate.  However,  the  deaths  also  correlated 
very  well  with  the  number  of  named  vessels  injured. 
Thus,  the  seven  patients  who  died  from  exsangui- 
nation  had  both  major  vascular  injuries  and  other 
organ  involvement. 

In  considering  the  results  of  repairs  the  seven  pa- 
tients who  died  of  exsanguination  were  removed  from 
the  analysis,  leaving  39  patients  to  be  examined. 
Table  V shows  the  results  of  surgery  performed  on 
31  patients  without  associated  pancreatic  injuries. 
One  died  of  a stress  ulcer  and  subsequent  leakage 
from  a pyloroplasty;  only  35  percent  developed 


B 

LOCATION  OF 
STAB  WOUNDS 


figure.  Note  that  although  stab  wounds  are  all  around  right 
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TABLE  IV.  Association  of  mortality  rate  with  other 
injuries 


Number 

Number  of 
Patients 

Mortality  Rate 
(percent) 

Vascular  injuries 

0 

29 

7 . 

1 

10 

30 

2 

6 

67 

3 

11 

0 

Organs  injured 

(excluding  vessels) 

1 

5 

20 

2 

15 

7 

3 

12 

17 

4 

7 

14 

5 

4 

75 

6 

0 

0 

7 

2 

50 

8 

1 

0 

TABLE  V.  Results  of  surgery  in  patients  with  duodenal 
injury  but  no  pancreatic  injury 


Type  of 
Duodenal 
Repair 

Number 

Complications 

Closure 

25 

1 duodenal  leak,  1 pyloric 
obstructiqn;  1 subphrenic 
abscess,  1 uremia;  3 wound 
infections,  1 phlebitis  and 
pneumonia 

Closure  with 
jejunal  patch 

2 

1 jejunal  obstruction 

Closure  over 
duodenostomy 
tube 

1 

1 death  from  stress  ulcer 

Closure  with 
gastroenteros- 
tomy 

1 

1 postoperative  fever 

Conversion  to 
pyloroplasty 

2 

complications.  The  morbidity  was  much  higher  in 
the  eight  patients  who  had  associated  pancreatic 
injuries  (Table  VI);  75  percent  had  complications. 
One  patient  underwent  a pancreaticoduodenectomy 
and  expired  on  the  fifteenth  postoperative  day  of 
sepsis  and  pancreatic  necrosis. 

It  should  be  noted  that  only  two  patients  devel- 
oped duodenal  leakage.  One  was  a patient,  men- 
tioned earlier,  in  this  article,  with  a gunshot  wound 
without  pancreatic  injury,  who  had  surgery  delayed 
over  eight  hours.  The  other  was  a 26-year-old  male 
shot  in  the  second  portion  of  the  duodenum,  kidney, 
and  stomach,  with  a hematoma  of  the  head  of  the 
pancreas.  The  duodenum  was  closed  and  the  pan- 
creas drained.  Two  days  later  he  was  found  to  have 
a dehiscence  of  the  duodenal  closure.  He  did  well 
after  a reclosure  of  the  duodenum  over  a duodenos- 
tomy  tube.  Gastrostomy  and  feeding  jejunostomy 
procedures  were  also  carried  out. 

Other  complications  are  noted  in  Tables  V and  VI. 
Some  of  these  may  be  attributed  to  nonduodenal 
injuries  received;  most  were  easily  controlled.  Of 
interest  are  two  patients  who  developed  intestinal 
obstruction.  One  was  a 47-year-old  male  with  stab 
wounds  in  the  anterior  and  superior  part  of  the  first 
portion  of  the  duodenum  and  the  prepyloric  area  of 
the  stomach.  These  were  each  closed,  the  stomach 
in  two  layers  and  the  duodenum  in  one.  He  was 
discharged  after  16  days  but  readmitted  4 days  later 
with  pyloric  obstruction.  He  subsequently  under- 
went vagotomy  and  gastrojejunostomy  for  the  ob- 
struction which  was  secondary  to  scarring  and  ad- 
hesive bands.  The  other  obstruction  was  in  a 20- 
year-old  male  who  was  shot  in  the  liver,  right  kidney, 
right  ureter,  and  had  a through-and-through  lacer- 
ation of  the  second  portion  of  his  duodenum.  His 
injuries  were  repaired  by  looping  the  jejunum  over 
the  anterior  duodenal  laceration  as  a patch.  He 
subsequently  developed  a jejunal  obstruction  and 
was  found  to  have  a jejunal  kink  where  it  was  brought 
up  to  the  duodenum. 

The  average  stay  for  a patient  without  complica- 


TABLE  VI.  Results  of  surgery  in  patients  with  both 
duodenal  and  pancreatic  injury 


Type  of  duodenal 
repair 

Pancreatic  Num- 
repair  ber 

Complications 

Closure 

Drain 

2 

1 duodenal  leak 

Closure 

Roux-en- 

Y-pan- 

creatico- 

jeju- 

nostomy 

1 

Closure 

80  percent 
pan- 
crea- 
tectomy 

1 

1 pancreatic  fistula 
which  closed 

Jejunal  patch, 
gastroenter- 
ostomy 

Suture 

1 

1 wound  infection 

Billroth  II,  (duodenal, 
diverticulization) 

Suture 

2 

1 pancreatitis,  1 
hemoptysis 

Pancreaticodu- 

odenectomy 

1 

1 died  sepsis 

tions  was  12  days;  for  patients  with  complications,  33 
days. 

Comment 

Trauma  now  accounts  for  7 percent  of  all  deaths 
in  this  country.  More  important  it  accounts  for  well 
over  50  percent  of  all  deaths  in  our  most  productive 
population:  those  under  age  of  35.  It  has,  therefore, 
become  increasingly  important  for  the  surgeon  to  be 
prepared  to  deal  with  a variety  of  injuries.  Because 
of  the  high  mortality  and  morbidity  rates  from  duo- 
denal injuries,  multiple  procedures  have  been  devised 
to  deal  with  them.  Reviewing  our  cases  and  the  lit- 
erature it  is  clear  that  penetrating  injury  to  the  du- 
odenum per  se  is  rarely  the  cause  of  death  and  mor- 
bidity. In  this  series  seven  of  the  nine  deaths  oc- 
curred in  the  perioperative  period  and  were  caused 
by  exsanguination  from  major  vessels  or  hepatic 
trauma.  One  death  was  due  to  complications  from 
stress  ulceration.  Only  one  death  was  directly  due 
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to  the  duodenal  injury.  This  patient  underwent  a 
pancreaticoduodenectomy  for  damage  to  the  duo- 
denum, pancreas,  and  common  bile  duct.  The  major 
cause  of  death  is  exsanguination.  Obviously  vigorous 
resuscitation,  expedient  surgery,  and  rapid  control 
of  hemorrhage  are  the  keys  to  decreasing  mortality 
rates. 

In  contrast  to  the  mortality,  the  morbidity  in  pa- 
tients suffering  from  duodenal  injuries  may  be  de- 
rived from  any  one  of  three  factors: 

1.  The  delay  in  diagnosis  of  duodenal  injuries  due 
to  its  retroperitoneal  location. 

2.  The  posterior  location  of  the  duodenum,  which 
virtually  assures  a multiplicity  of  damaged  organs 
from  a penetrating  instrument,  and 

3.  Proximity  to  the  pancreas,  which  considerably 
complicates  treatment  of  duodenal  injury. 

Delay  in  diagnosis  is  a greater  problem  when  there 
is  blunt  trauma  rather  than  a penetrating  injury. 
Lack  of  peritoneal  signs  cause  delay  when  damage  is 
done  to  the  retroperitoneal  duodenum  or  pancreas 
exclusively.  In  penetrating  injuries,  this  is  rarely  a 
problem  since  multiple  intraperitoneal  injuries  and 
accompanying  peritoneal  signs  are  usually  found. 
Lucas  and  Ledgerwood8  reported  a series  of  patients 
with  blunt  trauma  and  stated  that  a delaying  diag- 
nosis did  not  affect  outcome  as  long  as  it  was  shorter 
than  24  hours.  Corley,  Norcross,  and  Shoemaker8 
stated  that  rapid  diagnosis  in  their  series  would  have 
resulted  in  lower  morbidity  and  mortality  rates.  In 
our  series,  most  patients  underwent  surgery  within 
two  hours  of  arrival  in  the  emergency  room.  In  those 
patients  whose  exploration  was  delayed,  the  associ- 
ated injuries  resulted  in  little  contamination,  ac- 
counting for  the  paucity  of  peritoneal  findings  on 
admission.  Delay  did  not  cause  any  death,  and  there 
was  only  one  complication,  a leakage,  which  could 
have  been  attributed  to  the  delay.  We  conclude  that 
small  delays,  as  stated  by  Lucas  and  Ledgerwood8  do 
not  increase  morbidity  or  mortality  rates.  If  injury 
to  the  duodenum  is  suspected,  a close  look  for 
retroperitoneal  air  on  abdominal  film  or  leakage 
during  a gastrograffin  swallow  may  aid  in  making  the 
diagnosis.9 

Because  of  its  protected  location,  the  duodenum 
is  not  one  of  the  abdominal  viscera  most  frequently 
injured.  However,  it  is  this  location  that  virtually 
assures  associated  injuries  caused  by  a penetrating 
bullet  or  knife  blade.  Thus,  only  three  patients  had 
a duodenal  injury  alone,  and  70  percent  of  the  pa- 
tients had  three  or  more  organs  injured. 

The  injury  to  the  duodenum  and  attached  pan- 
creas may  be  a significant  source  of  morbidity.  Al- 
though 40  percent  of  the  patients  had  some  compli- 
cations, only  15  percent  of  our  patients  had  compli- 
cations directly  attributable  to  duodenal  or  pancre- 
atic injury.  Those  with  pancreatic  injury  had  a 
complication  rate  that  was  twice  as  high  as  those 
without  pancreatic  injury. 

There  have  been  many  techniques  described  to 
repair  duodenal  injuries.  They  vary  from  simple 


closure  to  pancreaticoduodenectomy.  We  have 
found  that  when  the  pancreas  is  not  injured,  simple 
closure  in  a transverse  manner  should  suffice  since 
the  laceration  of  the  duodenum  itself  should  not  be 
a source  of  disease  or  death.  The  need  to  debride 
necrotic  tissue  is  minimal  in  low-velocity  gunshot  and 
stab  wounds.  Jejunal  patch  does  not  appear  to  be 
helpful  and  in  one  case  was  actually  the  source  of 
morbidity,  causing  an  obstruction  of  the  jejunal  loop. 
Similarly  in  most  cases  we  do  not  see  a need  to  use  the 
temporary  pyloric  exclusion  described  and  used  in 
43  percent  of  patients  by  Vaughan  et  al.4  It  is  a 
useful  procedure  in  extensive  injuries,  but  does  not 
appear  to  have  an  advantage  in  those  cases  in  which 
the  wound  can  be  closed  primarily.  We  would  re- 
strict use  of  the  jejunal  patch  and  pyloric  exclusion 
to  extensive  injuries  in  which  secure  closure  cannot 
be  carried  out  without  narrowing  the  lumen.  Injuries 
to  the  first  portion  of  the  duodenum  are  a special 
case,  and  if  the  injury  is  extensive  or  if  narrowing  will 
occur  with  simple  repair,  consideration  should  be 
given  to  converting  these  to  a Heineke-Mikulicz 
pyloroplasty.  All  patients  had  drains  (usually  sump 
tubes)  placed  near  the  site  of  injury  and,  therefore, 
we  cannot  make  a statement  about  their  necessity. 
Since  the  duodenum  is  fixed  in  position,  it  would 
seem  prudent  to  drain  the  repair  and  deal  with  the 
rare  instance  of  leakage  or  allow  drainage  of  an  un- 
suspected pancreatic  injury. 

Cases  with  related  pancreatic  injury  are  difficult. 
If  the  pancreatic  injury  is  not  contiguous  to  the  du- 
odenal injury,  it  may  be  handled  as  a separate  injury. 
Wounds  known  to  be  superficial,  with  minimal  or  no 
underlying  hematoma,  can  be  closed  by  simple  su- 
tures to  the  pancreatic  capsule.  Injuries  to  the  tail 
of  the  pancreas  are  probably  best  treated  by  resection 
and  closure,  while  injuries  to  its  body  or  head  are 
drained  through  a Roux-en-Y  pancreaticojejunos- 
tomy.  If  the  pancreas  is  too  badly  damaged  to  per- 
mit anastomosis,  which  is  very  uncommon  in  sharp 
injuries,  resectional  therapy  should  be  contemplated. 
In  those  cases  in  which  injuries  to  both  the  duodenum 
and  pancreas  are  extensive,  duodenal  diverticuliza- 
tion,  as  described  by  Donovan  and  Hagen5  and  Berne 
et  al.6  or  temporary  pyloric  exclusion  by  Vaughan  et 
al.,4  it  is  advisable  if  possible  to  repair  the  damaged 
structures.  Again  Roux-en-Y  pancreaticojejunos- 
tomy  may  be  needed  to  secure  the  pancreatic  lacer- 
ation. By  diverting  gastric  flow,  the  procedure 
converts  any  subsequent  leakage  from  a lateral  du- 
odenal fistula  to  an  end  fistula  with  lesser  morbidity. 
Tube  duodenostomy  and  internal  drainage  may  also 
be  helpful.  In  all  cases,  external  drainage  is  man- 
datory to  allow  for  control  of  a pancreatic  leak  should 
one  occur.  Pancreaticoduodenectomy  is  indicated 
only  in  extreme  cases  when  no  lesser  procedure  can 
be  contemplated.  It  carries  significant  morbidity 
and  mortality  rates,  which  will  be  superimposed  on 
the  complications  occurring  because  of  the  extensive 
injury.  Fortunately,  cases  with  civilian  penetrating 
injuries  are  rare.  As  in  any  case  of  diversion  of  gas- 
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trie  flow,  consideration  must  be  given  to  the  fact  that 
an  ulcerogenic  situation  is  being  created.  The  young 
age  of  the  population  and  anticipated  long-life  ex- 
pectancy may  place  more  than  50  percent  of  patients 
at  risk  of  developing  ulcer  disease.  To  diminish  acid, 
a vagotomy  may  be  performed,  or  the  patient  could 
be  placed  on  cimetidine  and  his  progress  followed 
carefully. 

Summary 

Our  experience  with  46  cases  of  penetrating  in- 
juries to  the  duodenum  shows  that  high  death  rate 
is  related  to  hemorrhage  caused  by  initial  injury  to 
vessels  or  other  viscera.  Rapid  diagnosis,  resusci- 
tation, and  corrective  surgery  are  mandatory  if  the 
20  percent  mortality  rate  is  to  be  lowered.  The  dis- 
ease condition  depends  on  the  other  injured  organs 
and  the  extent  of  injury  to  the  duodenum  and  pan- 
creas. Simple  closure  will  suffice  in  the  simple  du- 
odenal injuries.  However,  if  the  pancreas  is  injured, 
more  involved  repairs  including  Roux-en-Y  pan- 
creaticojejunostomy,  distal  pancreatectomy,  or  di- 
verticulization  of  the  duodenum  are  to  be  considered. 
Pancreaticoduodenectomy  should  be  reserved  for  the 


New  treatment  aids  sufferers 
from  sensitivity  to  sunlight 

An  effective  treatment  has  been  found  for  a painful  and 
widespread  skin  problem  affecting  many  Indians  of  North 
and  South  America — a hypersensitivity  to  sunlight. 

The  hereditary  form  of  photosensitivity  is  found  in  the 
American  Indian  of  the  central  plains  of  Canada  and  the 
United  States  and  in  the  Indians  of  Central  and  South 
America,  says  Ramon  M.  Fusaro,  M.D.,  in  a report  in  the 
September  26  Journal  of  the  American  Medical  Associa- 
tion. 

The  condition  goes  by  several  names.  Dr.  Fusaro  terms 
it  HPLE  (hereditary  polymorphic  light  eruption).  Usually 
the  disorder  first  occurs  in  childhood  with  development  of 
crusted  eruptions  on  the  face  and  hands  and  arms.  Lips 
become  crusted  and  cracked.  Adults  usually  have  erup- 
tions on  the  face,  hands,  and  arms  and  exposed  areas  of  the 
neck  and  chest.  In  northern  latitudes,  skin  lesions  appear 
on  exposed  areas  in  spring,  become  severe  in  summer,  and 
abate  in  the  fall. 

Dr  Fusaro,  of  Creighton-Nebraska  Universities  Health 


rare  case  in  which  the  injury  to  the  area  is  so  exten- 
sive that  no  repair  is  possible. 

Department  of  Surgery 
Jacobi  Hospital 
Pelham  Parkway  South 
Bronx,  N.Y.  10461 
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Foundation,  Omaha,  points  out  that  the  widespread  oc- 
currence and  high  prevalence  of  HPLE  constitute  an  im- 
portant health  problem  for  a large  number  of  persons. 

Affected  persons  are  sensitive  to  a type  of  radiation  from 
sunlight  that  precludes  use  of  conventional  sunscreens,  he 
says.  He  reports  on  treatment  of  46  patients  with  HPLE 
at  the  Red  Lake  Reservation,  Minnesota,  with  a combi- 
nation of  two  skin  creams  and  a medication.  The  medi- 
cation is  oral  beta  carotene,  with  trade  names  of  Betacar- 
otine  and  Solatene.  The  skin  applications  are  dihy- 
droxyacetone  (DHA)  and  lawsone. 

Many  patients  received  adequate  protection  with  oral 
beta  carotene  alone,  some  with  the  skin  creams  alone,  and 
some  required  the  combined  use  of  both.  Most  were 
helped. 

In  addition  to  the  physical,  emotional,  and  social  prob- 
lems of  HPLE,  there  also  is  the  possibility  that  the  lesions 
open  the  skin  to  infection  that  damages  the  kidneys,  Dr. 
Fusaro  says. 

The  Red  Lake  Chippewa  Indian  Tribal  Council  coop- 
erated in  the  study. 
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Upper  Gastrointestinal 
Series 

Should  it  be  done  routinely  prior 
to  elective  cholecystectomy? 


The  charts  of  235  patients  who  had  elective  chole- 
cystectomies were  reviewed  to  assess  the  usefulness 
of  preoperative  UGIS  (upper  gastrointestinal  series). 
One  hundred  thirty-nine  patients  had  UGIS,  of 
whom  28  patients  (20  percent),  had  positive  radio- 
logic  findings.  Only  in  10  patients  (14  percent)  of  the 
entire  series  were  those  confirmed  at  laparotomy,  and 
of  these  only  2 patients  (0.85  percent)  needed  addi- 
tional gastrointestinal  surgery  at  the  time  of  chole- 
cystectomy. Considering  the  cost  of  UGIS  ($80  to 
$150),  and  low  yield  (less  than  1 percent)  of  UGIS, 
and  the  amount  of  avoidable  radiation  exposure,  it 
is  felt  that  the  UGIS  are  not  indicated  preoperatively 
in  patients  with  gallbladder  disease,  unless  a coin- 
cidental disease  is  strongly  suspected  clinically. 
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Operations  for  gallbladder  disease  represent  one 
of  the  most  common  forms  of  surgical  therapy.  Over 
500,000  such  procedures  are  performed  in  the  United 
States  each  year.1 

It  is  a common  practice  to  order  UGIS  (upper 
gastrointestinal  series)  in  patients  with  gallbladder 
disease  prior  to  performing  cholecystectomy.  The 
reason  for  this  is  alleged  to  be  the  high  incidence  of 
associated  hiatal  hernia  and  peptic  ulcer.  Because 
these  lesions  may  be  overlooked  and  may  continue 
to  produce  symptoms  after  cholecystectomy,  Zol- 
linger and  Williams2  recommend  that  the  entire 
gastrointestinal  tract  be  surveyed  by  barium  studies 
before  cholecystectomy.  Cimmino3  recommends 
that  the  cholecystogram  and  UGIS  should  be  done 
routinely  because  the  gallstones  and  peptic  ulcer  are 
commonly  associated.  Because  of  the  current  trend 
toward  critical  analysis  of  the  costs  of  medical  care, 
we  reviewed  the  need  for  routine  UGIS  in  patients 
undergoing  elective  cholecystectomy. 

Materials  and  methods 

The  charts  of  235  patients  who  underwent  elective 
cholecystectomy  at  The  Bronx-Lebanon  Hospital 
Center  during  the  four-year  period  from  January, 
1975,  to  December,  1978,  were  reviewed.  All  patients 
included  in  the  study  presented  symptoms  of  upper 
abdominal  pain  and,  on  work-up,  were  found  to  have 
either  cholelithiasis  or  nonfunctioning  gallbladder. 
Patients  with  acute  cholecystitis  requiring  emergency 
cholecystectomy,  and  patients  with  gallbladder  dis- 


ease associated  with  obstructive  jaundice,  were  ex- 
cluded from  the  present  study.  Of  the  235  patients, 
139  had  preoperative  UGIS,  and  96  patients  did  not 
have  UGIS. 

The  most  common  age  group  was  30  to  40  years, 
the  youngest  patient  was  16  years  old,  and  the  eldest 
was  89  years  of  age.  Gallbladder  disease  was  found 
to  be  most  common  in  white  females,  accounting  for 
60  percent  of  the  census.  The  incidence  of  black 
females  was  24  percent,  white  males  12  percent,  and 
black  males  3.4  percent. 

Results 

Of  the  139  patients,  28  showed  demonstrable  ra- 
diologic lesions  on  UGIS  as  described  in  Table  I. 
These  lesions  were  confirmed  at  the  time  of  chole- 
cystectomy in  only  10  of  these  patients.  This  ac- 
counts for  4.25  percent  as  true  yield,  and  a false- 
positive rate  of  7.85  percent  of  the  UGIS.  Of  the  10 
patients  with  confirmed  gastrointestinal  disease,  only 
2 patients  needed  additional  gastrointestinal  oper- 
ations at  the  time  of  cholecystectomy  (Table  II). 
One  patient  with  a chronic  duodenal  ulcer  underwent 
gastrojejunostomy  and  vagotomy,  in  addition  to  the 
cholecystectomy,  and  another  underwent  excision  of 
neurofibroma  of  the  second  part  of  the  duodenum. 
The  UGIS  were  of  help  only  in  0.85  percent  of  the 
patients  having  cholecystectomy.  The  details  of  the 
findings  on  UGIS  and  laparotomy  are  shown  in  Table 
I.  Of  the  96  patients  who  did  not  have  the  UGIS 
prior  to  cholecystectomy,  only  1 patient  was  found 
to  have  additional  gastrointestinal  disease.  This  was 
a leiomyoma  of  the  stomach  which  required  partial 
gastric  resection. 

Cost  of  UGIS 

The  charges  for  UGIS  vary  from  $80  to  $150  in 
hospitals  in  New  York  City.  For  the  half-million 
patients  who  underwent  cholecystectomy  in  1976  in 
the  United  States,  the  additional  cost  of  the  UGIS 
would  be  40  to  75  million  dollars.  Considering  that 
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TABLE  I.  Comparison  of  UGIS  and  laparotomy  findings 


Number  of  Patients 
with 

Positive  UGIS  Findings 

True  Positive 
Confirmed  at 
Laparotomy 

False  Positive 

Sliding  Hiatus  Hernia  - 12 

5 

7 

Deformed  Duodenol  Bulb  - 2 

1 (D.U.) 

1 

Antral  Ulcer  - 1 

0 

1 

Duodenitis, 

Spasm  of  Duodenol  Bulb  - 8 

1 

7 

Jejunitis  ~ 1 

0 

1 

Esophagral  Varices  - 1 

1 

0 

Previous  Gastro-Jejunosfomy  - 1 

1 

0 

Py loroduodenal  Mucosal  Edema  - 1 

1 

(Leiomyoma) 

0 

Extrinsic  Pressure  on  greater 
Curvature  of  Stomach  - 1 

0 

1 

) 

TOTAL:  - 28 

10  (4.2.5%) 

18  (11.9°/ 

only  50  percent  of  patients  undergoing  a cholecys- 
tectomy usually  have  UGIS  prior  to  the  operation, 
the  cost  would  be  20  to  37.5  million  dollars  annually. 
In  our  series  59.15  percent  of  patients  undergoing 
cholecystectomy  had  preoperative  UGIS;  Max  and 
Polk4  reported  58  percent  of  patients  undergoing 
cholecystectomy  had  preoperative  UGIS. 

Radiation  exposure  during  UGIS 

The  average  amount  of  radiation  to  which  the 
patient  is  exposed  during  UGIS  is  8 rads  (3  rads 
during  fluoroscopy  and  5 rads  during  exposure  of 
films).  The  net  absorbed  dose  is  4 rads. 

Comment 

Zollinger  and  Williams2  and  Cimmino3  have  rec- 
ommended routine  use  of  UGIS  in  patients  with 
gallstones  for  reasons  of  high  incidence  of  associated 
hiatal  hernia.  Hence,  it  has  become  a common 
practice  among  the  house  staff  and  many  of  the 
practicing  physicians  to  order  UGIS  prior  to  elective 
cholecystectomy. 

Acute  inflammation  of  the  gallbladder  may  cause 
spasm,  edema,  and  deformity  of  the  contiguous 
portion  of  the  duodenum.  These  findings  could  be 
demonstrated  on  UGIS.  In  our  review,  28  of  the  139 
patients’  upper  gastrointestinal  tract  examination 
showed  positive  findings.  Only  in  10  patients  were 
these  findings  confirmed  at  laparotomy.  Cimmino5 
declared,  “combined  gallstones  and  peptic  ulcer  are 
common,  as  any  experienced  radiologist  can  vouch.” 


TABLE  II.  Comparison  of  UGIS  findings  in  patients  with 
cholecystectomy 


UGIS  findings 

Patients 

(Percent) 

Positive,  requiring  additional 

operations  during  cholecystectomy 

2(0.85) 

Duodenal  ulcer 

1 

Neurofibroma  of  second  part  of  duodenum 

1 

Positive,  not  requiring  additional 

operations  during  cholecystectomy 

8(3.4) 

Sliding  hiatal  hernia 

5 

Spasm  of  duodenal  bulb 

1 

“Esophageal  varices 

1 

Previous  gastrojejunostomy 

1 

False  positive,  (no  lesions  found 

at  laparotomy 

18(7.85) 

Sliding  hiatal  hernia 

7 

Spasm  of  duodenal  bulb 

7 

Deformed  duodenal  bulb 

1 

Antral  ulcer 

1 

Jejunitis 

1 

Extrinsic  pressure  on  greater  curvature  of 

1 

stomach 

Total 

28 

UGIS  were  done  in  139  out  of  235  patients. 


On  the  other  hand,  in  a review  of  100  cases,  Leonard 
and  Schreiber6  found  no  coexistence  of  gallstones  and 
duodenal  ulcer.  According  to  Mullen,  Watts,  and 
Ehrlich,7  routine  UGIS  is  not  indicated  in  the  pre- 
operative evaluation  of  patients  with  gallbladder 
disease  unless  the  clinical  history  is  equivocal,  or  one 
suspects  coincidental  disease. 

From  the  present  review,  as  well  as  from  a similar 
study  carried  out  by  Max  and  Polk4  the  UGIS  were 
beneficial  in  less  than  1 percent  of  patients  in  iden- 
tifying associated  gastrointestinal  lesions  preopera- 
tively  in  patients  with  gallbladder  disease.  Taking 
into  consideration  the  few  benefits  derived,  the  cost 
of  UGIS,  and  the  radiation  exposure,  we  do  not  rec- 
ommend routine  UGIS  prior  to  elective  cholecys- 
tectomy. 
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QUESTION  306.  The  patient  had  a demand  pacemaker.  He  was  asymptomatic.  Lead  III  was  obtained  using  a 
Cambridge  electrocardiograph.  The  patient  was  referred  because  his  physician  felt  the  pacemaker  was  not  functioning 
properly.  What  is  the  interpretation  of  this  tracing? 


Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  305.  The  rhythm  is  regular  sinus  with 
a rate  of  70  per  minute.  The  P-R  interval  is  slightly 
prolonged  to  0.21  second.  The  prolongation  is  due 
to  a broadly  notched  P wave.  This  is  indicative  of 
an  intra-atrial  conduction  defect.  Broadly  notched 
P waves  are  due  to  delayed  left  atrial  depolarization 
which  may  indicate  left  atrial  enlargement.  The 
QRS  duration  is  0.12  second.  In  the  frontal  plane  the 
electrical  axis  of  the  first  0.06  second  is  minus  45 
degrees.  There  is  an  RSR'  pattern  in  V x with  a ter- 
minal S in  leads  I and  V6,  secondary  to  right  bundle 
branch  block.  The  combination  of  right  bundle 
branch  block  with  marked  left-axis  deviation  is  evi- 
dence of  bifascicular  block.  The  high  precordial 
voltage,  in  the  presence  of  right  bundle  branch  block, 
is  not  adequate  evidence  to  diagnose  ventricular 


hypertrophy.  The  S-T  segment  depression  in  leads 
V2  to  Vg  is  a nonspecific  abnormality  but  could  rep- 
resent digitalis  effect  or  be  secondary  to  left  ven- 
tricular hypertrophy. 

Question  306.  Beats  1,  5,  8,  and  9 are  preceded 
by  a pacer  spike  and  followed  by  ventricular  depo- 
larization and  T waves.  Beats  2,  3,  4,  6,  and  7 (ar- 
rows) are  distorted,  although  part  of  the  spike  is  seen. 
These  spikes  occur  at  the  same  rate  as  the  nondis- 
torted  spikes.  Each  distorted  complex  is  followed 
by  a T wave. 

Some  models  of  the  Cambridge  electrocardiograph 
distort  the  rapidly  rising  spike  and  part  of  the  fol- 
lowing depolarization  wave.  This  distortion  is  due 
to  the  electronic  circuitry  of  this  machine.  The 
pacemaker  is  functioning  properly  as  is  the  electro- 
cardiograph machine. 

Some  electrocardiographic  machines  distort  the 
rapidly  moving  spike  of  the  pacemaker.  Monitoring 
machines  may  remove  the  spike  entirely  because  of 
the  filters  used.  The  interpreter  must  know  the 
electronic  capabilities  of  the  electrocardiographic 
machine  used  when  evaluating  a pacemaker 
record. 
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Radiologic  Problem 
of  the  Month 


Scalloped  Vertebrae 


A 15-year-old  girl  presented  a history  of  chronic  pain  at  the 
thoracolumbar  area. 


Elucidation 

Lateral  view  of  the  lower  thoracic  spine  reveals 
“gouged  out”  defects  in  the  posterior  portions  of  the 
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vertebral  bodies.  The  scalloping  involves  contiguous 
vertebral  bodies  and  is  central,  sparing  the  inter- 
vertebral disk  areas.  The  sclerotic  scalloped  margins 
indicate  benignity  and  chronicity  of  the  pathologic 
process. 

This  exaggerated  scalloping  of  the  posterior  ver- 
tebral bodies  is  encountered  in  various  entities  such 
as  skeletal  dysplasias,  dural  ectasias,  and  increased 
intraspinal  pressure,  either  localized  or  general- 
ized.1,2 

Von  Recklinghausen’s  disease  or  neurofibroma- 
tosis is  a genetic  disorder  involving  both  neuroecto- 
dermal and  mesodermal  elements.1-4  Skin,  soft 
tissues,  bones,  and  central  nervous  system  are  chiefly 
involved.  Pigmented  lesions  of  the  skin,  neurofi- 
bromas along  the  course  of  peripheral  and  intracra- 
nial nerves,  are  often  encountered.  Associated  oc- 
currence of  gliomas,  intracranial  meningiomas, 
dysplastic  skin  and  bone  lesions,  pheochromocyto- 
mas,  cystic  lung  disease,  and  gastrointestinal  neu- 
rofibromas is  not  uncommon.  Several  “forme 
fruste”  examples  exist.  Spinal  neurofibromatosis 
may  be  manifest  in  a multitude  of  changes,  involving 
the  osseous  structures,  paraspinal  tissues,  and  in- 
traspinal contents.1  Sharp-angle  scoliosis,  thoracic 
meningoceles,  intraspinal  tumors,  and  scalloped 
vertebral  bodies  are  the  major  manifestations. 

Scalloping  of  posterior  margins  of  vertebral  bodies 
in  the  lower  thoracic  area  may  occur  in  a variety  of 
disorders,  but  the  most  common  cause  is  neurofi- 
bromatosis. Vertebral  scalloping  in  neurofibroma- 
tosis is  not  necessarily  associated  with  adjacent 
neurofibromas.  In  fact,  in  several  necropsies,  there 
was  no  neurofibromatous  involvement  of  the  spinal 
canal.1,2,4  Myelography  reveals  dural  ectasia,  not 
necessarily  conforming  to  the  scalloped  areas.  Thus, 
scalloping  constitutes  mesenchymal  bone  dysplasia 
associated  with  neurofibromatosis  rather  than  the 
result  of  neurofibromas  or  dural  ectasia. 

In  the  differential  diagnosis  of  central  scalloping 
of  the  vertebrae,  skeletal  dysplasias,  such  as  achon- 
droplasia, may  be  considered,  but  in  these  instances 
the  scalloping  is  generalized.  Dural  ectasia  en- 
countered in  Marfan  and  Ehlers-Danlos  syndromes 
is  also  generalized  and  hence  produces  diffuse  scal- 
loping. Intraspinal  masses  that  cause  scalloping  lie 
below  the  level  of  the  spinal  cord;  above  this  level, 
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they  cause  signs  and  symptoms  of  neurologic  disease 
prior  to  severe  bone  changes. 

Hence,  localized  central  scalloping  at  the  thoracic 
level  logically  should  be  in  association  with  neurofi- 
bromatosis. 

Diagnosis 

Neurofibromatosis  ( von  Recklinghausen  dis- 
ease) 


Olympus  introduces  advanced 
photomicrographic  system 

Photomicrographic  equipment  designed  to  match  the 
sophistication  and  increasingly  diverse  capabilities  of  to- 
day’s microscopes  is  announced  by  Olympus  Corporation 
of  America.  The  new  development,  incorporating  a 
built-in  microcomputer,  is  the  PM-10AD  Photomicro- 
graphic System. 

Exacting  automatic  exposure  over  the  widest  range  of 
conditions  is  achieved  through  incorporation  of  an  in- 
stant-response Silicone  Blue  Cell  (SBC)  which  is  equally 
sensitive  to  low  and  high  illumination  levels  across  the 
entire  visible  spectrum.  A range  of  automatic  exposures 
is  thus  provided  from  1/5000  second  (with  an  electronic 
(lash)  to  a full  two  hours. 

A bright,  easy-to-read  LED  panel  displays  ASA  film 
speed,  reciprocity  failure  factor,  exposure ’compensation, 
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and  shutter  speed.  Additionally,  the  camera  format, 
manual,  auto  or  flash  setting  and  exposure  time  in  hours, 
minutes  or  seconds  are  shown,  giving  the  operator  a total 
overview  of  the  camera  operation  under  the  conditions  of 
exposure. 

The  35mm  system  has  an  automatic  film  winding  device 
which  may  be  overridden  for  multiple  exposures.  Manual 
exposure  selection  can  also  be  made  from  one  second  to  40 
minutes.  Specimen  characteristics,  such  as  light/dark 
background  ratios,  density,  reflectance,  and  so  forth  is 
automatically  compensated  for. 

An  electronic  Hash  module  is  now  also  under  develop- 
ment. This  represents  the  most  advanced  photomicro- 
graphic system  available,  and  responds  to  the  growing  need 
for  increased  sophistication  in  photo  documentation. 
Detailed  information  is  available  from  the  Precision  In- 
strument Division,  Olympus  Corporation  of  America,  4 
Nevada  Drive,  New  Hyde  Park,  N.Y.  11042. 
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The  term,  desmoid,  is  applied  to  a group  of  neo- 
plasms characterized  by  fibrous  tissue  proliferation, 
arising  from  the  aponeurotic  fascial  tissue  sur- 
rounding muscle.  These  tumors  are  classified  within 
the  broad  category  of  “fibromatoses”  and  appear  to 
occupy  an  intermediate  place  between  benign  fi- 
bromas and  slow-growing,  highly  differentiated  fi- 
brosarcomas, occasionally  being  labeled  fibrosarcoma 
Grade  5. 

Desmoid  tumors  in  all  locations  are  rare.  Thoracic 
and  abdominal  wall  tumors  have  been  reported  with 
some  frequency.1-4  However,  a review  of  the  liter- 
ature discloses  very  few  reported  cases  of  intra- 
abdominal desmoids.  In  1971,  Kim  et  al.5  compre- 
hensively reviewed  nine  cases  of  intra-abdominal 
desmoids  seen  over  a clinical  experience  of  40  years 
at  New  York  Memorial  Hospital.  Recently,  Sacks, 
Joffe,  and  Harris6  reported  two  cases  of  adult  females 
with  isolated  mesenteric  desmoid  tumors. 

In  the  pediatric  and  adolescent  age  group,  this 
tumor  is  particularly  rare.  The  case  description  in 
this  report  notes  unusual  clinical  and  radiographic 
characteristics  of  intra-abdominal  desmoid  previ- 
ously unreported  in  the  literature. 

Case  report 

This  was  the  first  hospital  admission  of  a 14- 
year-old  female  who  presented  marked  pallor  and 
weakness  on  exertion.  Physical  examination  re- 
vealed no  evidence  of  organomegaly  or  palpable  ab- 
dominal mass.  Laboratory  findings  disclosed  a he- 


moglobin of  5.2  Gm.  per  100  ml.  and  hematocrit  of  15; 
red  blood  cell  morphology  and  bone  marrow  exami- 
nation results  were  compatible  with  iron-deficiency 
anemia.  Stool  samples  were  guaiac-positive. 

An  upper  gastrointestinal  series  was  performed 
and  failed  to  demonstrate  any  intrinsic  upper  gas- 
trointestinal lesions.  The  patient  was  transfused  2 
units  of  blood  and  placed  on  iron  therapy.  Discharge 
diagnosis  was  iron-deficiency  anemia  secondary  to 
gastrointestinal  bleeding,  site  unknown. 

After  an  interval  of  approximately  three  weeks,  the 
patient  again  presented  marked  pallor  and  weakness 
on  exertion,  with  a three-day  history  of  persistent 
guaiac-positive  stools.  Repeat  laboratory  studies 
disclosed  a hemoglobin  of  4.5  Gm.  per  100  ml. 
Gastroscopy  was  performed  by  one  of  us  and  revealed 
the  presence  of  an  indurated  lesion  in  the  region  of 
the  posterior  wall  of  the  stomach  at  the  level  of  the 
junction  of  the  body  and  fundus.  The  visualized 
lesion  was  described  as  a submucosal  protrusion  with 
friable  mucosa  but  without  evidence  of  frank  ulcer- 
ation and  most  probably  representative  of  an  AV 
(arteriovenous)  malformation  or  underlying 
tumor. 

Selective  celiac  angiography  was  performed  and 
disclosed  frank  encasement  with  almost  complete 
obstruction  of  the  proximal  third  of  the  splenic  ar- 
tery. Retrograde  filling  of  the  distal  splenic  artery 
was  demonstrated  in  the  latter  phases  of  the  exami- 
nation via  the  short  gastric  vessels  distributed  from 
the  distal  portion  of  the  gastroepiploic  artery.  No 
evidence  of  tumor  stain  or  definitive  AV  malforma- 
tion was  delineated  on  the  angiogram  (Fig.  1A). 

The  presumptive  diagnosis  from  angiographic 
findings  was  retrogastric  tumor  mass,  and  a repeat 
upper  gastrointestinal  study  was  performed  to  better 
delineate  the  retrogastric  space.  Upright  films  of  the 
barium-filled  stomach,  carefully  scrutinized,  dem- 
onstrated the  presence  of  an  extrinsic  mass  density 
on  the  posterior  wall  of  the  stomach;  also  identified 
and  illustrated  in  the  radiographs  is  evidence  of  some 
encroachment  and  extrinsic  pressure  on  the  de- 
scending limb  of  the  duodenum  (Fig.  2). 

Subsequent  to  diagnostic  work-up,  exploratory 
laparotomy  was  performed,  and  an  extensive  mass 
was  found  in  the  retrogastric  space,  invasive  of  the 
posterior  upper  wall  of  the  stomach,  enveloping 
vascular  structures,  and  extending  in  a caudad  di- 
rection in  the  retroperitoneum.  The  mass  was  un- 
resectable,  and  an  anterior  gastrostomy  was  per- 
formed with  gastric  and  retroperitoneal  biopsies 
taken.  Biopsy  specimens  were  reported  as  desmoid 
tumor  (Fig.  3). 
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FIGURE  1.  Celiac  angiography.  (A)  Encasement  of  splenic 
artery  in  its  proximal  third.  (B)  Follow-up  18  months  later. 
Splenic  artery  widely  patent  and  assumes  normal  tortuous 
configuration. 


The  postoperative  course  was  uneventful,  and 
eight  days  following  surgery  the  patient  was  dis- 
charged. The  hemoglobin  improved  to  10  Gm.  per 
100  ml.  and  there  was  no  further  bleeding.  Following 
discharge,  the  patient  remained  on  oral  iron,  and  the 
hematologic  profile  returned  to  normal.  The  patient 
had  been  observed  for  18  months  with  no  evidence 
of  bleeding.  The  patient  was  returned  to  the  hos- 
pital for  reevaluation,  specifically  for  repeat  celiac 
angiography  and  upper  gastrointestinal  series,  to 
evaluate  tumor  size  and  extent.  Repeat  celiac  an- 
giography disclosed  a widely  patent  and  normally 
tortuous  course  of  the  splenic  artery  (Fig.  IB).  The 
upper  gastrointestinal  series  yielded  results  within 
normal  limits.  Radiographic  findings  and  physical 
examination  results  were  consistent  with  spontane- 
ous tumor  regression.  The  patient  was  discharged 
and  was  followed  for  an  additional  12  months  without 
evidence  of  symptoms  or  bleeding. 

Comment 

Intra-abdominal  desmoid  tumor  in  children  is  rare, 
and  the  present  case  is  descriptive  of  the  aggressive, 
locally  invasive  character  of  these  neoplasms.  In  this 
case,  angiographic  findings  were  particularly  striking 
in  diagnosing  and  localizing  the  site  of  pathologic 


FIGURE  2.  Upright  lateral  film  of  opacified  stomach  dem- 
onstrating extrinsic  pressure  on  posterior  wall  as  well  as 
encroachment  on  descending  limb  of  duodenum. 


FIGURE  3.  Specimen  photomicrography  showing  prolifer- 
ation of  fibrous  connective  tissue.  Note  encasement  of  small 
muscular  arteries  (original  magnification  X 200). 


condition.  Angiography  subsequent  to  laparotomy 
and  biopsy  defined  the  tumor  regression. 

To  our  knowledge,  encasement  of  the  splenic  ar- 
tery, as  well  as  gastric  bleeding  secondary  to  desmoid 
tumor,  are  previously  unreported.  Additionally, 
documentation  of  spontaneous  regression  of  desmoid 
tumor  finds  no  support  in  the  literature.  On  the 
contrary,  these  tumors  are  usually  invasive  locally 
with  reports  of  frequent  recurrences  after  surgical 
resection;  however,  they  appear  to  lack  the  ability  to 
metastasize,  and  fatalities  from  these  tumors  are 
uncommon.2  A somewhat  oblique  reference  to 
spontaneous  remission  is  recorded  by  Simpson, 
Harrison,  and  Mayo7;  Shons,  Estrin,  and  Najarian8; 
and  Fleischmajer,  Nedwich,  and  Reeves9  in  their 
reports  of  mesenteric  fibromatosis  associated  with 
Gardner’s  syndrome,  that  is,  intestinal  polyposis, 
osteomas  of  the  skull,  and  subcutaneous  tumors,  in 
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which  the  authors  note  spontaneous  regression  of 
rectal  polyps  following  colectomy  for  polyposis. 

More  common  sites  of  involvement  with  desmoid 
tumor  include:  (1)  the  shoulder  girdle;  and  (2)  the 
abdominal  wall  of  postpartum  women.1-4  Although 
these  lesions  are  benign,  poor  margination  of  the 
tumor  and  locally  invasive  characteristics  preclude 
adequate  surgical  extirpation  of  extra-  and  intra- 
abdominal tumors.  Recurrences  are  frequent,  re- 
quiring in  many  cases  multiple  surgical  revisions. 
Hill,  Newman,  and  Phillips10  report  extraordinary 
success  with  radiation  therapy  for  desmoid  tumor 
indicating  satisfactory  tumor  remission  without  re- 
currence in  four  cases. 

Conclusion 

This  report  notes  the  locally  aggressive  charac- 
teristics of  intra-abdominal  desmoid  tumor  pre- 
senting itself  as  upper  gastrointestinal  bleeding  in  a 
14-year-old  girl.  Angiography  demonstrated  the 
presence  of  tumor  preoperatively.  Surgery  con- 
firmed the  presence  of  an  unresectable  desmoid 
tumor  with  erosion  into  the  stomach. 

The  patient’s  clinical  course  and  follow-up  arte- 


Tuberculin test  discounted 
in  screening  for  disease 

The  tuberculin  test  should  be  abandoned  as  a screening 
procedure  for  tuberculosis,  the  editor  of  the  Journal  of  the 
American  Medical  Association  declares  in  an  editorial  in 
the  September  5 issue. 

The  tuberculin  test  is  useful  when  tuberculosis  is  sus- 
pected, but  has  little  value  as  a screening  test  today,  says 
William  R.  Barclay,  M.D.  The  prevalence  of  tuberculosis 
is  so  low  in  1980  that  screening  is  not  cost  effective,  and 
administration  and  interpretation  of  the  test  often  is  so 
erratic  that  results  of  such  screening  are  not  dependable, 
he  says. 

Tuberculosis  has  declined  substantially,  but  some  cases 


riography  findings  are  consistent  with  spontaneous 
tumor  remission. 
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remain.  The  tuberculin  test  is  one  of  a number  of  proce- 
dures that  the  physician  may  use  to  arrive  at  a diagnosis, 
but  the  most  important  step  is  to  think  of  the  disease  as 
possible  cause  of  a patient’s  illness,  Dr.  Barclay  advises 
fellow  physicians. 

The  problem  with  the  tuberculin  test  is  that  it  is  not 
conclusive.  A negative  test  does  not  rule  out  tuberculosis, 
and  a positive  test  does  not  confirm  the  existence  of  active 
infection,  he  says. 

The  editorial  accompanies  a report  by  Charles  S.  Bryan, 
M.D.,  of  the  University  of  South  Carolina  School  of  Med- 
icine, Columbia. 

There  are  no  national  guidelines  for  the  test,  Dr.  Bryan 
says,  and  it  is  handled  differently  in  individual  hospitals. 
The  test  as  now  administered  is  likely  to  be  not  only  mis- 
interpreted but  also  uninterpreted,  he  says. 
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Aeromonas  hydrophila  is  a gram-negative,  non- 
spore-forming, oxidase-positive,  motile  bacillus  with 
polar  flagella  that  has  been  frequently  isolated  from 
tap  water,  rivers,  streams,  canals,  soil,  marine  ani- 
mals, and  various  foods.1  Disease  caused  by  Aero- 
monas, long  recognized  in  poikilothermic  animals, 
has  only  recently  been  documented  in  man.  In  most 
cases  the  clinical  presentation  has  been  of  fulminant 
septicemia  in  severely  debilitated  persons,2  or  self- 
limited enteric  symptoms  and  wound  infection  after 
water-associated  injuries  in  otherwise  healthy  per- 
sons.3 

This  report  documents  a case  of  fulminant  diar- 
rhea with  fever,  toxemia,  and  skin  involvement 
caused  by  A.  hydrophila  in  a previously  healthy  in- 
dividual and  adds  this  bacillus  to  the  microbes  ca- 
pable of  producing  cholera-like  disease  with  massive 
fluid  losses. 

Case  report 

A 43-year-old  white  male  ship  surveyor,  in  previ- 
ously good  health,  was  admitted  with  fever  and 
profuse  watery  diarrhea.  One  week  prior  to  admis- 
sion, the  patient  had  an  acute  onset  of  copious, 
foul-smelling,  greenish  diarrhea,  associated  with 
epigastric  discomfort  and  occasional  vomiting. 
These  complaints  started  three  days  after  drinking 
processed  sea  water  on  board  ship  and  12  hours  after 
eating  raw  clams.  Vomiting  and  epigastric  discom- 
fort subsided  in  24  hours,  but  diarrhea  continued. 
Three  days  prior  to  admission  he  developed  fever 
ranging  between  38  and  40°C.  at  times  associated 
with  chills. 

Observations  on  physical  examination  of  the  pa- 
tient were  a temperature  of  39.5°C.  and  marked 
dryness  of  mucous  membranes.  Leukocyte  count 


was  11,700  per  cubic  millimeter,  and  the  sedimen- 
tation rate  was  75  mm.  per  hour.  Stools  were  watery, 
greenish,  foul-smelling,  and  without  blood  or  mucous. 
Methylene  blue  wet  mount  of  stools  revealed  many 
leukocytes.  Repeated  stool  examinations  were 
negative  for  ova  and  parasites.  Proctosigmoidoscopy 
revealed  normal  colonic  mucosa. 

High-grade  fever  and  profuse  watery  diarrhea 
persisted  during  hospitalization,  with  10  to  20  loose 
bowel  movements  every  day. 

On  the  second  hospital  day,  he  developed  a raised, 
erythematous,  painless  lesion  measuring  1 cm.  by  1 
cm.  over  the  left  infrascapular  area.  On  the  third 
hospital  day,  he  was  started  on  ampicillin,  6 Gm.  per 
day,  with  no  improvement  in  symptoms. 

On  the  seventh  hospital  day  erythematous  macular 
lesions  over  both  knees,  and  erythema  and  tender- 
ness over  the  left  Achilles  tendon  were  noted.  None 
of  the  skin  lesions  were  aspirated  and  cultured. 
Stool  cultures  reavealed  predominant  growth  of  ox- 
idase-positive gram-negative  rods  which  were  further 
identified  as  A.  hydrophila  by  the  test  system  rec- 
ommended by  Ewing  and  Hugh.4  The  organism  was 
susceptible,  as  evidenced  by  a standardized  disk 
method,  to  gentamicin,  kanamycin,  tetracycline, 
tobramycin,  and  chloramphenicol;  and  it  was  resis- 
tant to  ampicillin,  pencillin,  carbenicillin,  and 
cephalothin.  Multiple  blood  cultures  yielded  neg- 
ative findings. 

Ampicillin  was  discontinued;  chloramphenicol,  4 
Gm.  per  day,  was  administered.  The  patient  became 
afebrile,  and  diarrhea  subsided  48  hours  after  initial 
therapy  with  chloramphenicol.  Skin  lesions  also 
showed  rapid  resolution,  and  the  patient  was  dis- 
charged after  one  week  of  chloramphenicol 
therapy. 

Follow-up  stool  cultures  after  completion  of 
therapy  revealed  no  enteric  pathogens. 

Comment 

Most  information  concerning  the  isolation  of  A. 
hydrophila  in  human  beings  centers  about  asymp- 
tomatic stool  carriage,  self-limited  diarrheal  states, 
wound  infection  after  water-associated  injuries,  and 
fulminant  septicemia  in  immunologically  compro- 
mised hosts.1*3’5’6  A.  hydrophila  causing  fulminant 
diarrhea  with  fever  and  marked  systemic  symptoms, 
in  a previously  healthy  individual,  as  exemplified  by 
our  case,  has  not  been  previously  reported. 

A.  hydrophila  has  been  isolated  from  feces  of 
healthy  persons  and  patients  with  gastrointestinal 
illness  of  otherwise  unexplained  cause.  Von  Grae- 
venitz  and  Mensch1  suggested  that  the  gastrointes- 
tinal tract  was  the  organism’s  main  habitat  and  the 
organism  was  waterborne.  However,  Slotnick7 
thought  that  its  frequent  isolation  from  water  sources 
not  subject  to  fecal  contamination  supports  the 
contention  that  the  primary  habitat  of  Aeromonas 
was  not  intestinal,  but  rather  nonfecal  sewage  which, 
in  turn,  inoculated  water  sources. 
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Since  the  organism  is  also  found  in  alligators,  fish, 
turtles,  and  other  marine  animals,8  eating  contami- 
nated sea  food  may  be  a source  of  human  infection. 
Our  patient  may  have  acquired  this  infection  either 
from  contaminated  clams  or  contaminated  water 
obtained  on  board  ship.  Certainly  more  studies  are 
required  to  incriminate  A.  hydrophila  in  seafood- 
associated  diarrheas. 

The  pathogenesis  of  diarrhea  caused  by  A.  hy- 
drophila is  not  clear  at  the  present  time.  Few 
studies  have  documented  enterotoxin  production  in 
strains  of  A.  hydrophila  isolated  from  stools  of  pa- 
tients with  gastrointestinal  symptoms.  However, 
these  studies  have  failed  to  demonstrate  any  corre- 
lation between  any  of  the  more  than  70  biochemical 
properties  or  extracellular  factors  produced  and  the 
ability  of  the  strains  to  elaborate  enterotoxin.9 
Presence  of  high  fever  with  marked  systemic  symp- 
toms and  finding  of  leukocytes  in  methylene  blue  wet 
mount  of  feces  in  our  case  highly  suggests  an  invasive 
potential  of  this  organism.  It  is  likely  that  the 
combination  of  enterotoxin  production  and  intestinal 
invasion  by  some  strains  of  A.  hydrophila  may  result 
in  profuse  diarrhea  with  marked  systemic  symptoms 
as  noted  in  this  case. 

Further  studies  on  Aeromonas  strains  isolated  in 
different  geographic  areas  must  be  performed  to 
determine  the  relative  importance  of  this  genus  in 
acute  diarrheal  disease.  It  should  be  emphasized, 
however,  that  Aeromonas  is  very  infrequently 
identified  in  stool  cultures  and  is  probably  often 
misidentified  in  stool  cultures  as  Escherichia  coli  and 
Klebsiella.  The  oxidase  test  in  screening  for  Aero- 
monas, Pseudomonas,  and  Vibrio  should  be  per- 
formed more  generally  on  stool  cultures. 

Other  interesting  clinical  findings  were  the  skin 
lesions  noted  in  this  patient.  Skin  lesions  such  as 
ecthyma  gangrenosum,  erythematous  macules,  dif- 
fuse cutaneous  v^culitis,  and  necrotizing  cellulitis, 
have  been  described  with  A.  hydrophila  infection  in 
compromised  hosts.2’6,10  However,  skin  lesions  have 
not  been  previously  described  with  A.  hydrophila 
infections  in  normal  hosts.  Toxins  elaborated  by 
infecting  organisms  may  have  played  a role  in  the 
genesis  of  these  skin  lesions.  Barney,  Rigney,  and 


Rouf11  characterized  two  endotoxins  from  isolates 
of  A.  hydrophila  and  found  they  could  elicit  the  lo- 
calized Shwartzman  reaction;  these  preparations  also 
caused  hemorrhagic  lesions  when  injected  into 
mice. 

Our  results  of  antimicrobial  susceptibility  tests  are 
in  general  agreement  with  those  reported  by  others.5 
Bulger  and  Sherris12  found  that  A.  hydrophila  ap- 
peared to  elaborate  a beta  lactamase,  which  probably 
explains  the  minimal  activity  of  cephalothin  and 
ampicillin. 

Most  strains  have  been  sensitive  to  chloram- 
phenicol and  gentamicin.  Therefore,  Aeromonas 
disease  is  probably  best  treated  with  a tetracycline, 
chloramphenicol,  or  an  aminoglycoside. 
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Standardized  measurement  of  drug  concentrations 
in  bodily  fluids  is  routine  in  many  fields  of  medicine. 
Phenytoin  sodium  (Dilantin),  digoxin,  phenobarbi- 
tal,  theophylline,  and  warfarin,  for  example,  are 
regularly  measured  to  ensure  clinical  efficacy  and 
prevent  adverse  side  effects.1’2 

The  following  case  illustrates  clinical  utility  of 
blood-level  measurement  of  tricyclic  antidepressant 
medication. 

Case  report 

The  patient  is  a 56  year  old  Caucasian  female, 
college  educated,  unmarried,  who  was  employed  for 
25  years  as  a legal  secretary;  she  was  the  second  of 
four  children  of  an  intact  family.  Her  family  history 
includes  unspecified  psychiatric  disorders  in  a ma- 
ternal aunt  and  cousin.  The  patient  was  described 
as  always  having  been  strongly  self-reliant,  hard 
working,  and  supportive  of  others. 

Two  years  prior  to  admission  to  this  hospital,  the 
patient  had  had  a laryngectomy  for  carcinoma  of  the 
larynx,  with  postoperative  radiation  treatment,  after 
which  she  retired  from  her  job.  A year  later,  her 
younger  sister  died  of  cancer.  In  the  ensuing 
months,  the  patient  became  progressively  more  in- 
active, withdrawn,  and  despondent.  Subsequently, 
she  began  to  complain  of  malaise  and  weakness. 
Finally,  in  December,  1978,  she  was  brought  to  the 
emergency  room  by  a friend,  because  she  was  unable 
to  eat,  drink,  or  walk;  the  patient  stated  repeatedly 
that  she  thought  she  had  cancer.  She  denied  any 
prior  psychiatric  history,  and  there  was  no  significant 
additional  past  medical  history.  The  patient  was  on 
sodium  levothyroxine  (Synthroid),  0.1  mg.  per  day. 

On  physical  examination,  the  patient  was  found 

* At  present,  Instructor,  Department  of  Psychiatry,  the  Mount 
Sinai  School  of  Medicine,  City  University  of  New  York. 


to  he  cachectic  (5  ft.  8 in.,  and  81  pounds),  dehy- 
drated, tachycardic  (120  beats  per  minute),  and  hy- 
potensive (80/50  mm.  Hg).  She  had  a tracheostomy 
with  a ragged  stoma,  badly  needing  care.  Neurolog- 
ically,  she  was  grossly  intact,  with  muscle  weakness 
and  pain  to  touch  over  the  lower  extremities.  She 
was  alert,  oriented,  and  coherent,  but  appeared  de- 
pressed, preoccupied,  and  anxious.  Her  hematocrit 
was  24.9,  sodium  130  mEq.,  potassium  2.4  mEq., 
chloride  91  mEq.,  and  bicarbonate  14  mEq.  per  mil- 
liliter. The  urea  nitrogen  level  was  2.8  mg.,  glucose 
168  mg.,  total  protein  6 Gm.,  and  albumin  3.2  Gm.  per 
100  ml.  Thyroid  function  studies  were  within  nor- 
mal limits.  The  patient  was  admitted  to  the  surgical 
service  with  diagnoses  of  status  postcarcinoma  of  the 
larynx  with  laryngectomy,  malnutrition,  and  dehy- 
dration. 

The  patient  was  rehydrated,  given  electrolyte  and 
nutritional  replacement  treatment,  and  was  trans- 
fused with  1 unit  of  packed  cells.  A metastatic 
work-up,  including  laryngoscopy,  barium  swallow, 
liver-spleen,  bone,  and  brain  scintiscans,  revealed  no 
metastases.  The  patient’s  symptoms  of  weakness, 
inability  to  swallow,  and  fear  of  having  cancer  per- 
sisted. She  was  then  transferred  to  the  medical 
service. 

Neurology  consultants  diagnosed  the  patient  as 
having  lower  extremity  pain  and  weakness  secondary 
to  peripheral  neuropathy  of  undetermined  cause. 
Rehabilitation  consultants  recommended  therapy 
and  having  the  patient  fitted  for  a mechanical  voice 
box,  which  she  refused  to  have  done. 

Six  weeks  after  admission  the  patient  was  started 
on  imipramine  hydrochloride,  25  mg.,  four  times 
daily,  by  the  medical  house  staff.  After  10  days  of 
treatment,  the  patient  became  acutely  confused;  the 
medication  was  then  reduced  to  25  mg.  at  bed  time. 
Over  the  next  week,  the  patient  became  progressively 
more  confused,  disoriented,  and  episodically  incon- 
tinent; the  imipramine  hydrochloride  was  discon- 
tinued. 

An  electroencephalogram  and  computerized  axial 
tomography  scintiscan  (CAT  scan)  done  at  this  time 
revealed  no  abnormalities. 

As  her  confusion  cleared,  the  patient,  now  medi- 
cally stable,  was  transferred  to  the  psychiatric  service 
where  she  was  kept  under  observation  for  one  week. 
She  was  sad,  fearful,  hopeless,  and  irritable,  and 
complained  of  no  appetite,  inability  to  swallow,  and 
weakness.  The  patient  was  started  on  imipramine 
hydrochloride,  25  mg.  four  times  daily,  and  was 
monitored  with  plasma-level  measurements.  Fol- 
lowing one  week  of  treatment,  the  patient  began  to 
show  improvement,  appearing  brighter  and  more 
active,  with  improved  appetite  and  sleep  pattern,  and 
was  started  on  rehabilitation  therapy.  Her  tricyclic 
antidepressant  plasma  level  was  a total  of  168  ng.  per 
milliliter:  imipramine  77  ng.  and  desipramine  91  ng. 
per  milliliter  (desipramine  is  the  secondary  amine 
metabolite  of  the  parent  drug  imipramine  hydro- 
chloride; since  they  are  both  active  chemical  com- 
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pounds,  the  plasma  level  is  reported  as  the  sum  of  the 
two). 

In  the  following  week,  however,  the  patient  became 
withdrawn,  unable  to  eat,  irritable,  and  restless;  the 
medication  was  increased  to  50  mg.  three  times  daily. 
Five  days  later,  the  patient  became  confused,  suspi- 
cious, and  agitated.  Her  plasma  level  was  reported 
at  a total  of  364  ng.  per  milliliter:  imipramine  174 
ng.  and  desipramine  190  ng.  per  milliliter.  Medi- 
cation was  held.  Over  the  next  five  days,  the  pa- 
tient’s delirium  subsided;  however  her  depressive 
symptoms  returned. 

Concluding  that  the  patient  had  had  an  anticho- 
linergic delirium,  yet  was  indeed  depressed,  and  re- 
sponsive to  antidepressant  treatment,  the  staff  de- 
cided to  restart  the  patient,  this  time  on  doxepin 
hydrochloride,  25  mg.  twice  daily.  Over  the  next  two 
weeks,  this  was  carefully  titrated  to  125  mg.  per  day, 
and  a plasma  level  of  a total  of  93  ng.  per  milliliter: 
doxepin  51  ng.  and  desmethyldoxepin  42  ng.  per 
milliliter  (since  they  are  both  active  chemical  com- 
pounds, the  plasma  level  is  reported  as  the  sum  of  the 
two).  The  patient  showed  marked  improvement, 
with  brightened  spirits,  increased  social  activity,  and 
relief  from  somatic  preoccupations.  By  the  third 
week,  she  had  gained  10  pounds  and  was  ready  to 
resume  rehabilitation  treatment  and  to  accept  a 
mechanical  voice  box.  Three  weeks  later,  six  weeks 
after  starting  her  final  course  of  antidepressant 
treatment  and  three  and  one-half  months  after  her 
admission,  the  patient  was  discharged  with  a diag- 
nosis of  unipolar  depression,  on  125  mg.  of  doxepin 
hydrochloride  per  day.  Three  months  later,  she  re- 
mained in  remission  at  the  same  dosage  with  a plas- 
ma level  of  a total  of  112  ng.  per  milliliter:  doxepin 
70  ng.  and  desmethyldoxepin  42  ng.  per  milliliter. 

Comment 

Initially,  the  patient  was  suspected  of  having 
symptoms  stemming  from  an  “organic”  illness,  likely 
the  sequelae  of  her  carcinoma.  As  this  was  ruled  out 
and  the  patient’s  metabolic  status  normalized,  her 
symptoms  persisted.  This  led  to  the  consideration 
of  an  affective  disorder  and  to  trials  with  tricyclic 
antidepressants.  The  first  trial  was  administered  by 
medical  house  staff,  unmonitored  by  plasma  levels 
and  precipitated  an  acute  organic  mental  syndrome. 
The  next  medication  trial  was  by  psychiatric  house 
staff  with  plasma-level  monitoring.  In  this  course 
of  treatment,  the  patient  improved,  and  deteriorated 
in  relation  to  drug  dosage  and  blood  levels.  Her 
deterioration  was  again  due  to  a toxic  delirium,  sec- 
ondary to  the  anticholinergic  effects  of  the  medica- 
tion; this  might  have  been  reversed  with  physostig- 
mine.:{  The  staff,  however,  elected  to  allow  the 
medication  to  clear.  The  third  medication  trial,  with 
doxepin  hydrochloride,  was  carefully  titrated  and 
proved  successful. 

Large  plasma  steady-state  differences,  which  are 
genetically  determined,  are  known  to  exist  among 


individuals.4  Factors  such  as  age,  sex,  race,  smoking, 
disease,  and  psychologic  status  can  also  affect  plasma 
concentrations.5’6  The  patient’s  compromised 
physical  condition  undoubtedly  made  her  more 
susceptible  to  toxic  side-effects. 

In  the  first  imipramine  hydrochloride  trial,  the 
patient’s  toxicity  was  considered  symptomatic  of  an 
organic  syndrome,  not  of  side-effects.  In  the  second 
trial,  the  patient’s  signs  of  toxicity  were  initially  not 
recognized,  and  the  dosage  was  increased.  In  many 
cases,  at  this  point,  a patient  might  not  receive  fur- 
ther antidepressant  treatment.  Additionally,  im- 
ipramine hydrochloride  has  more  potent  anticho- 
linergic effects  than  does  doxepin  hydrochloride,  and 
poses  a greater  risk  of  such  untoward  reactions7:  this 
is  most  significant  in  diseased  and  elderly  patients. 
Drug-level  measurements  can  be  especially  useful 
with  such  debilitated  patients. 

The  overshadowing  of  therapeutic  effects  by 
side-effects  in  this  case  points  out  the  problem  of 
distinguishing  between  side-effects  and  drug  re- 
sponse. This  phenomenon  has  been  seen  with  neu- 
roleptic treatment  in  which  akathisia  and  akinesia 
are  often  mistakenly  treated  with  increased  doses  of 
medication.8’9  With  antidepressants,  the  problem 
becomes  even  more  complex  since  some  tricyclics 
have  been  shown  to  have  curvilinear  dose-response 
curves,  creating  therapeutic  windows.  Thus,  the 
clinician  may  be  faced  with  the  alternatives  of  an 
unresponsive  patient  being  overmedicated,  under- 
medicated, or  having  therapeutic  effects  masked  by 
side-effects.  Plasma  levels  are  an  important  source 
of  clinical  information  in  such  cases.1’10 

Summary 

A 56-year-old  woman,  status  postthyroidectomy 
and  -laryngectomy,  was  admitted  to  the  hospital  for 
cachexia,  dehydration,  and  weakness.  After  an  ex- 
tensive medical  work-up  ruled  out  medical  causes, 
the  patient  was  treated  with  antidepressants.  This, 
on  successive  trials,  resulted  in  toxic  deliria  at  mod- 
erate doses  of  medication. 

Plasma-level  measurements  documented  this,  and 
then  monitored  a Final  successful  course  of  treatment 
at  a reduced  dose. 

The  Mount  Sinai  Medical  Center 
Department  of  Psychiatry 
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Much  surgery  can  be  done 
in  outpatient  centers 


Much  minor  surgery  now  done  in  hospitals  could  be  done 
on  an  outpatient  basis,  says  a report  in  the  September  5 
Journal  of  the  American  Medical  Association. 

Herbert  E.  Natof,  M.D.,  reports  on  experience  with 
13,433  patients  who  underwent  surgery  at  Northwest 
Surgicare  Ltd.,  Arlington  Heights,  111. 

Complications  were  no  greater  than  would  have  been 
expected  from  similar  surgeries  done  in  a hospital,  Dr. 
Natof  says. 

Three  commonly  performed  operations  were  included 
in  the  study — tonsillectomy,  tubal  coagulation  with  lapa- 
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roscopy  for  sterilization  of  women,  and  implants  to  enlarge 
breasts.  There  were  106  complications  occurring  in  the 
13,433  patients,  he  says.  There  were  no  instances  of  heart 
failure.  Sixteen  patients  were  transferred  to  a general 
hospital. 

Complications  included  hemorrhage  and  infection. 

Northwest  Surgicare  Ltd.  is  known  as  a “free  standing” 
ambulatory  surgical  center,  in  that  it  is  physically  and  or- 
ganizationally separate  from  a hospital.  Some  hospitals 
also  have  established  ambulatory  surgery  centers. 

The  free  standing  surgery  concept  was  pioneered  ten 
years  ago,  and  centers  have  now  been  developed  across  the 
nation,  Dr.  Natof  says. 

“Approximately  20  to  40  percent  of  hospital  inpatient 
surgery  may  be  done  in  the  ambulatory  setting,”  he  de- 
clares. 
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Aneurysms  of  the  ductus  arteriosus  are  rare;  only 
70  cases  have  been  described  to  date  in  the  literature. 
Since  such  aneurysms  may  result  in  life-threatening 
complications  such  as  rupture,  thrombosis  with 
embolization,  or  infection,  it  is  important  that  they 
be  diagnosed  early.  This  report  is  of  a preterm  in- 
fant found  at  autopsy  to  have  a ductal  aneurysm  of 
a type  not  previously  described.  A review  of  the 
literature  on  this  entity  is  provided. 

Case  report 

A female  infant  was  the  1,200-Gm.  product  of  a 
30-weeks’  gestation  born  to  a 24-year-old  para  1 -0-2-1 
woman.  Pregnancy  was  uncomplicated  until  the 
onset  of  vaginal  bleeding  from  abruptio  placentae  at 
30  weeks,  which  prompted  immediate  delivery  by 
Cesarean  section.  The  infant  was  vigorous  at  birth 
and  breathed  spontaneously.  Apgar  scores  were  7 
at  one  minute  and  9 at  five  minutes.  The  baby  was 
appropriately  grown  for  gestational  age;  physical 
examination  disclosed  no  abnormalities. 

She  became  apneic  within  the  first  hour  of  life  and 
required  endotracheal  intubation  and  assisted  ven- 
tilation with  supplemental  oxygen.  Clinical  exam- 
ination and  chest  x-ray  film  findings  were  compatible 
with  hyaline  membrane  disease.  At  20  hours  of  age 
she  developed  moderate  metabolic  acidosis  which 
was  treated  with  sodium  bicarbonate.  On  the  second 
day  of  life  she  sustained  an  episode  of  hypotension 
(blood  pressure  30/20)  with  duskiness  and  a mixed 
metabolic-respiratory  acidosis,  which  responded 
promptly  to  increased  respiratory  assistance  and  the 


administration  of  plasma  protein  fraction  (Plasma- 
nate).  No  heart  murmur  was  heard  at  that  time. 

On  the  third  day  of  life,  24  hours  later,  she  suffered 
a catastrophic  deterioration,  with  sudden  onset  of 
lethargy  and  shock,  with  severe  metabolic  acidosis. 
A bulging  fontanelle  was  noted;  hematocrit  had 
dropped  from  50  to  38.  Lumbar  puncture  revealed 
grossly  hemorrhagic  cerebrospinal  fluid.  A systolic 
ejection  murmur  was  auscultated  for  the  first  time, 
and  there  were  bounding  pulses.  Chest  x-ray  film 
findings  revealed  slight  cardiomegaly  with  increased 
central-lung  markings.  The  diagnoses  of  intracranial 
hemorrhage  and  PDA  (patent  ductus  arteriosus) 
were  made. 

The  infant’s  neurologic  status  worsened  over  the 
ensuing  days.  There  were  marked  fluctuations  in 
blood  pressure,  ranging  from  28  mm.  Hg  to  60  mm. 
Hg  systolic,  and  recurrent  episodes  of  metabolic  ac- 
idosis. She  also  developed  ATN  (acute  tubular  ne- 
crosis). The  heart  murmur,  at  first  heard  intermit- 
tently, became  persistent,  holosystolic,  and  pro- 
gressively louder  and  harsher.  Cardiac  catheter- 
ization was  not  performed.  She  had  a respiratory 
arrest  at  10  days  of  age  and  expired. 

Autopsy  findings 

The  cause  of  death  was  massive  intracerebral  and 
intraventricular  hemorrhage.  The  lungs  showed 
immature  development,  but  were  normal  for  gesta- 
tional age.  Organizing  hyaline  membranes  were 
present,  consistent  with  resolving  neonatal  RDS 
(respiratory  distress  syndrome).  There  was  no  evi- 
dence of  congestive  heart  failure  or  pulmonary  hy- 
pertension. The  liver  contained  centrilobular  ne- 
crosis and  early  fibrosis  consistent  with  shock  of 
several  days’  duration.  Small  hemorrhages  were 
present  on  the  pleural  surfaces,  and  in  the  lungs, 
kidneys,  and  adrenals. 

The  heart  was  unremarkable  with  no  hypertrophy 
or  dilatation.  The  foramen  ovale  was  probe  patent, 
and  the  ductus  arteriosus  was  prominent,  measuring 
0.5  cm.  in  length  and  extending  from  the  main  trunk 
of  the  pulmonary  artery,  at  the  site  of  bifurcation,  to 
the  aorta,  just  distal  to  the  origin  of  the  left  subcla- 
vian artery.  The  ductus  was  widely  patent 
throughout  and  cylindrical,  measuring  0.2  cm.  in 
diameter;  the  diameter  of  the  main  pulmonary  ar- 
terial trunk  was  also  0.2  cm.  Midway  down  the 
ductus,  anteriorly,  there  was  a raised,  round,  brown 
“blister”  measuring  0.2  cm.  in  diameter.  Cross  sec- 
tion of  the  ductus  through  this  nodule  revealed  a 
saccular  aneurysm  (Fig.  1).  At  this  site  there  was 
complete  interruption  of  the  media  and  intima.  The 
integrity  of  the  vessel  wall  was  maintained  only  by 
the  bulging  adventitia  and  a thin,  smooth  rim  of  or- 
ganizing thrombus.  All  elastic  fibers  were  inter- 
rupted and  frayed  at  the  site  of  the  aneurysm.  There 
was  no  arteritis  of  the  ductus.  Also  seen  in  this  case 
were  several  findings  typical  of  any  normal  involuting 
ductus.  These  were  the  thickened  intima,  the 
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FIGURE  1.  Cross  section  of  ductus  arteriosus  at  site  of 
aneurysmal  dilatation  (elastic  stain). 


presence  of  an  internal  elastic  membrane  with  no 
external  elastic  lamina,  and  the  presence  of  numer- 
ous, very  fine,  discontinuous  elastic  fibers  within  the 
media.  Histologic  examination  of  other  major  ves- 
sels was  unremarkable,  and  there  was  no  evidence  of 
Marfan’s  disease. 

This  1,200-Gm.  infant  girl  of  30-weeks’  gestation 
died  of  intracerebral  hemorrhage  as  a consequence 
of  her  prematurity  and  RDS.  Her  course  was  com- 
plicated hv  a PDA  with  aneurysm,  shock,  metabolic 
acidosis,  and  ATN.  There  were  no  congenital  mal- 
formations. 

Comment 

Falcone,  Perloff,  and  Roberts1  reviewed  the  60 
cases  of  spontaneous  aneurysm  of  the  ductus  re- 
ported up  to  1972  and  added  one  case  of  their  own. 
We  have  found  nine  more  cases  documented  since 
then,2-9  to  which  we  are  also  adding  one.  Among 
these  71  cases,  the  age  at  detection  ranged  from  birth 7 
to  66  years,1  with  75  percent  of  the  cases  in  infants 
under  two  months  of  age;  11  of  the  46  adequately 
described  cases  had  associated  congenital  malfor- 
mations.1,2 Nearly  55  percent  of  the  71  patients  re- 
ported had  suffered  some  kind  of  fatal  or  life- 
threatening  complication  of  their  aneurysm1,2,4,5,9; 
the  complications  were  most  frequently  rupture, 
embolism,  or  infection. 

Where  adequate  pathologic  description  is  available 
(52  cases,  including  our  own),  65  percent  of  the  an- 
eurysms were  of  a patent  ductus,1,2,4-7,9  and  35  per- 
cent were  of  a nonpatent  ductus.1,3,5,6,8  Ductal  clo- 
sure at  the  pulmonary  arterial  end  normally  precedes 
closure  at  the  aortic  end.  Consequently,  all  cases  of 
aneurysms  involving  the  nonpatent  ductus  were  open 
only  at  the  aortic  end. 

Falcone,  Perloff,  and  Roberts1  classified  ductal 
aneurysms  in  terms  of  morphologic  findings.  Of  the 
51  cases  thus  far  described  well  enough  to  assign  such 
a classification,  40  were  fusiform,1,2,3,5,6,8,9  3 were 
tubular  dilatations,1  and  7 were  dissecting.1  Ours 
is  apparently  the  only  documented  “saccular”  an- 
eurysm of  the  ductus  arteriosus. 


In  1947,  Taussig10  suggested  what  has  become  the 
most  widely  accepted  theory  for  the  pathogenesis  of 
aneurysms  of  the  nonpatent  ductus.  As  stated  here, 
involution  and  closure  of  the  ductus  normally  occur 
first  at  the  pulmonary  arterial  end.  If  subsequent 
closure  at  the  aortic  end  is  delayed  or  incomplete,  a 
portion  of  the  ductus  remains  as  a diverticulum  of  the 
aorta.  The  structural  features  of  the  normal  invo- 
luting ductus  make  it  weaker  than  the  major  arteries 
it  bridges.  When  subjected  to  systemic  blood  pres- 
sure for  a prolonged  period,  the  nonpatent  ductus 
may  develop  an  aneurysm. 

We  feel  that  an  additional  factor  may  contribute 
to  aneurysmal  dilatation  in  the  PDA,  namely,  the 
shearing  force  of  turbulent  blood  flow.  Moreover, 
although  it  is  true  that  the  patent  ductus  is  exposed 
to  lower  mean  pressures  than  is  the  “aortic  divertic- 
ulum,” it  is  possible  that  drastic  fluctuations  in 
pressure,  as  seen  in  our  patient,  may  traumatize  the 
involuting  ductus  still  further  and  predispose  to  the 
formation  of  an  aneurysm. 

Although  the  ductal  aneurysm  did  not  contribute 
directly  to  the  demise  of  this  infant,  it  may  have  in- 
fluenced the  magnitude  of  the  left  to  right  shunt.  In 
addition,  it  is  possible  that  the  changing  character  of 
the  murmur  may  have  been  related  to  the  formation 
of  the  aneurysm.  Whenever  a “ductal”  murmur  is 
auscultated,  close  inspection  of  the  chest  x-ray  film, 
looking  for  abnormal  mediastinal  shadows,1,3,5,7  is 
indicated.  If  the  suspicion  of  an  aneurysm  is  high, 
ultrasound  studies  and  cardiac  angiography  can  be 
used  to  confirm  the  diagnosis. 

Hospital  of  the  Albert  Einstein  College  of  Medicine 
1825  Eastchester  Road 
The  Bronx,  New  York  10461 
(DR.  MORECKI) 
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This  article  presents  a case  of  cervical  myelopathy 
due  to  ossification  of  the  posterior  longitudinal 
ligament  in  a Caucasian  male.  This  entity  is  so  rare 
in  Caucasians  that  until  today  only  15  cases  have 
been  described  in  the  literature.1-2 


FIGURE  1.  (A)  Ossification  of  posterior  longitudinal  ligament 

(area  of  maximum  thickening  between  lines).  (B)  Myelogram 
demonstrating  sharply  outlined  mass  effect  with  suggestion 
of  “capping.” 


Case  report 

A 70-year-old  Caucasian  male  (Scandinavian  de- 
scent) was  admitted  to  the  U.S.  Public  Health  Ser- 
vice Hospital,  Staten  Island,  New  York,  June  30, 
1977.  For  two  and  one-half  weeks  prior  to  admission 
he  had  noted  decreased  strength  in  his  upper  and 
lower  extremities,  and  difficulty  walking  in  the  dark 
and  in  holding  objects  in  his  hands  unless  he  watched 
them.  He  also  had  noted  difficulty  voiding.  His 
past  medical  history  included  pneumonia,  gonorrhea, 
bladder  stones,  and  hypertension. 

On  admission,  he  was  found  to  be  ?.n  alert,  fully 
oriented  male,  with  intact  speech  and  intellect. 
Cranial  nerves  were  intact.  Motor  examination  re- 
vealed spasticity  of  all  extremities  with  symmetri- 
cally hyperactive  deep-tendon  reflexes  and  bilateral 
extensory  plantar  responses.  Sensory  examination 
demonstrated  intact  pain  and  temperature  precep- 
tion,  but  with  loss  of  position  and  vibratory  sensation 
to  his  hips  and  shoulders  bilaterally.  Findings  were 
positive  for  Romberg  sign,  and  he  had  a spastic 
paraparetic  gait. 

Cervical  spine  films  revealed  ossification  of  the 
posterior  longitudinal  ligament,  C2  (second  cervical) 
to  Ce,  (Fig.  1A).  A myelogram  performed  July  16, 
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FIGURE  2.  Ossification  of  posterior  longitudinal  ligament 
(opll).  (A)  As  appeared  on  opening  dura  and  slightly  rotating 
spinal  cord  by  the  dentate  ligaments.  (B)  Postoperative  to- 
mogram showing  massive  ossification. 


opll 


1977,  demonstrated  an  anterior  epidural  mass  with 
intradural  extension  at  C3  to  C4  (Fig.  IB). 

A C-2  to  Cg  laminectomy  was  performed  on  July  15, 
1977,  revealing  a bony  mass  anterior  to  the  spinal 
cord.  On  opening  the  dura  mater,  it  was  apparent 
that  the  mass  incorporated  the  dura,  and  then  pro- 
truded through  it,  and  came  in  contact  with  the  spi- 
nal cord.  Both  anterior  and  posterior  spinal  roots 
were  visualized  and  were  not  incorporated  in  the 
mass.  Biopsy  of  the  mass  was  obtained  (Fig.  2A). 
Postoperative  tomography  demonstrates  the  extent 
of  ossification  (Fig.  2B). 

The  patient  improved  markedly  within  a few  days, 
with  full  return  of  sensory,  bladder,  and  motor 
functions. 

However,  on  July  31, 1977,  the  patient  developed 
sudden  neck  pain,  C5  to  C6  radicular  pain,  and 
proximal  left  upper  extremity  weakness.  He  was 
treated  with  steroids  and  cervical  traction  for  two 
weeks  without  improvement. 

Because  of  the  persistence  of  symptoms,  an  elec- 
tromyogram was  performed;  this  demonstrated  C5 
to  C0  neuropathic  changes  on  the  left  side.  A C5  to 
C6  anterior  decompression  and  fusion  were  therefore 
scheduled.  Because  of  an  episode  of  hypotension 
and  atrial  fibrillation,  the  surgery  was  postponed 
until  September  1,  1977.  At  that  time,  the  patient 
underwent  successful  removal  of  C4  to  C5  and  C5  to 


Cft  disks  by  the  anterior  approach,  and  stabilization 
with  iliac  bone  grafts  at  these  interspaces.  He  re- 
ceived physical  therapy  for  two  weeks  postopera- 
tively,  and  was  discharged  December  7,  1977,  neu- 
rologically  intact. 

Comment 

Ossification  of  the  posterior  longitudinal  ligament 
was  first  reported  by  Key  in  18381;  he  described  two 
cases  in  which  this  particular  condition  had  caused 
paraplegia.  In  one  case,  the  ossification  was  in  the 
lower  thoracic  area,  and  in  the  other,  the  lumbar  re- 
gion. 

Other  authors  later  described  this  syndrome  with 
different  names.  S.  N.  Bakke  in  1936  named  it 
“spondylosis  ossificans  ligamentosa.”1  Polgar  and 
Oppenheimer  called  it  “spondylosis  ossificans  li- 
gamentosa localisata”  in  1929  and  1942,  respectively.1 
In  1968,  Tsukimoto  described  in  the  Japanese  liter- 
ature an  entity  of  cervical  myelopathy  caused  by 
ossification  of  the  posterior  longitudinal  ligament.1 
The  present  term  of  ossification  of  the  posterior 
longitudinal  ligament  was  introduced  into  the  Jap- 
anese literature  by  Terayama  in  1962. 1 

This  condition  is  very  rare  among  Caucasians,  but 
relatively  common  in  the  Japanese  population. 
Japanese  patients  with  signs  and  symptoms  of  cer- 
vical spine  disease  show  an  incidence  of  ossification 
of  the  posterior  longitudinal  ligament,  which  ranges 
from  0.7  percent  (Nagashima)1  to  1.7  percent 
(Onji).1-3  Only  15  cases  of  ossification  of  the  poste- 
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rior  longitudinal  ligament  have  been  reported  among 
Caucasians  (including  the  original  two  cases  de- 
scribed by  Key  and  three  cases  reported  in  the  Ger- 
man literature).1’2 

Radiologically  (including  plain  spine  films  and 
myelography),  a dense  bony  shadow  is  seen.  This 
starts  at  the  posterior  longitudinal  ligament  and 
extends  toward  the  dura,  sometimes  incorporating 
it,  thereby  acting  as  an  epidural  mass,  with  an  “in- 
tradural-like” component  (Figs.  IB  and  2A).  The 
areas  most  frequently  involved  are  the  upper  cervical 
spine,  C4  being  the  most  common  site. 1,4-6  Very  few 
of  these  cases  occur  in  the  thoracic  and  lumbar 
areas.4,7 

In  Japan,  about  11  percent  of  individuals  in  the 
sixth  decade  of  life  present  radiographic  evidence  of 
ossification  of  one  or  more  levels  of  the  posterior 
longitudinal  ligament  without  symptomatology.1,3,5,8 
The  normal  diameter  of  the  spinal  canal  is  15  mm. 
(measured  from  the  cortical  bone  of  the  posterior 
part  of  the  vertebral  body  to  the  anterior  part  of  the 
laminar  arch),  except  at  the  level  of  Ci  to  C2  where 
it  is  up  to  20  mm.9  When  the  posterior  longitudinal 
ligament  becomes  ossified,  it  reduces  the  diameter 
of  the  spinal  canal. 

Neither  the  cause  of  this  entity,  nor  its  predilection 
to  Japanese  people  is  known.  Yohiro  pointed  out 
that  Japanese  people  tend  to  have  more  ossification 
of  their  ligaments  and  cartilages  than  do  Caucasians.4 
This  predilection  of  ligamentous  and  cartilaginous 
ossification  allegedly  has  been  confirmed  by  radiol- 
ogists in  the  Tokyo  area.4 

Ossification  of  the  posterior  longitudinal  ligament 
consists  of  truly  ectopic  bone  formation  with  hav- 
ersian  canals.3  It  exceeds  the  anatomic  limits  of  the 
posterior  longitudinal  ligament  and  is  continuous 
with  the  vertebral  bodies  in  contradistinction  to  the 
posterior  longitudinal  ligament,  which  attaches  only 
to  the  annulus.  The  predilection  of  calcification  of 
the  posterior  longitudinal  ligament  to  the  high  cer- 
vical spine  area  is  unlike  the  localization  of  cervical 
spondylosis  which  most  commonly  occurs  at  the  C5 
to  C(;  level,  followed  by  C6  to  C7  and  C4  to  C5.1,10  The 
ossification  of  the  ligament  incorporates  the  dura 
mater,  and,  when  the  dura  is  opened  and  the  lesion 
observed  intradurally,  it  protrudes  into  the  subdural 
space  as  a bony  mass  which  compresses  the  spinal 
cord.  This  was  our  experience,  and  it  is  confirmed 
by  Onji  et  al.3  who  had  the  opportunity  to  observe 
and  biopsy  two  of  their  cases. 

Symptoms  of  ossification  of  the  posterior  longi- 
tudinal ligament  occur  because  of  encroachment  of 


the  spinal  cord  and  spinal  roots  by  this  abnormal 
bony  growth  which  produces  a slow  and  insidious 
myelopathy  and/or  a radicular  syndrome  (from 
months  to  20  years).  Occasionally  the  symptoms 
may  be  precipitated  by  a minor  injury.1,3 

When  symptomatic,  the  treatment  of  choice  is 
decompressive  laminectomy  and,  in  addition,  fora- 
minotomy if  the  roots  are  found  to  be  compressed  by 
the  ectopic  bone  formation.  Anterior  approach 
should  not  be  attempted  because  the  mass  is  con- 
tinuous along  the  anterior  part  of  the  spinal  canal; 
this  operation  would  only  allow  segmental  decom- 
pressions, and  it  may  jeopardize  the  already  severely 
compressed  cord  which  is  in  direct  contact  with  the 
bony  mass.  Onji  et  al.3  approached  two  of  their  cases 
by  the  Cloward  technique  with  disastrous  results;  one 
of  their  patients  died,  and  the  other  became 
quadriplegic.  In  our  case,  we  did  an  anterior  ap- 
proach only  after  laminectomy  and  only  because  the 
patient  developed  an  acute  and  severe  root  com- 
pression two  weeks  postoperatively.  He  recovered 
fully  after  the  second  operation. 

U.S.  Public  Health  Service  Hospital 
Staten  Island,  New  York  10304 
(DR.  CORREA) 
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Most  authorities  now  recommend  a thiazide  di- 
uretic as  the  drug  of  choice  for  the  initial  therapy  of 
all  forms  of  hypertension,  excluding  malignant  hy- 
pertension. Further,  a thiazide  drug  is  usually  in- 
cluded in  all  multiple  drug  antihypertensive  regi- 
mens. The  efficacy  of  the  thiazides  has  been  well 
demonstrated. 

The  more  common  side-effects  of  the  thiazides  are 
extensions  of  their  pharmacologic  properties  while 
life-threatening  reactions  to  thiazides  are  extremely 
rare.  In  this  case  report  a near-fatal  anaphylactoid 
reaction  of  chlorothiazide  is  reported. 

Case  report 

A 67-year-old  female  was  admitted  to  the  Meth- 
odist Hospital  on  November  15,  1979,  in  a semico- 
matose  state.  The  patient’s  family  was  available  and 
supplied  the  following  history.  She  was  told  of  the 
presence  of  hypertension  in  1968.  However,  she  did 
not  take  any  medication  for  hypertension  until  No- 
vember, 1977.  At  that  time,  she  was  seen  by  a phy- 
sician who  prescribed  hydrochlorothiazide  (Esidrix). 
She  took  one  tablet,  and  within  60  minutes  she  began 
to  perspire  profusely  and  began  to  shake.  This  epi- 
sode lasted  only  a few  minutes.  Six  hours  later  she 
took  an  additional  hydrochlorothiazide  tablet  and 
noted  the  identical  symptoms.  She  then  threw  out 
the  medications. 

In  June,  1978,  she  was  seen  by  another  physician 
who  diagnosed  hypertension  and  prescribed  hydro- 
chlorothiazide. She  took  one  tablet  and  approxi- 
mately 30  minutes  later  she  developed  nausea, 
vomiting,  and  diarrhea.  She  was  hospitalized,  and 
the  entire  work-up  indicated  negative  results.  The 
likely  diagnosis  considered  was  that  of  a drug  reac- 
tion. 


She  was  not  seen  by  a physician  until  June,  1979. 
He  advised  drug  treatment  of  her  hypertension  and 
prescribed  hydrochlorothiazide  (Hydrodiuril).  The 
patient  took  one  pill;  within  30  minutes  she  devel- 
oped perspiration,  vomiting,  diarrhea  and  shaking 
sensations.  She  was  again  hospitalized.  Her 
symptoms  subsided  in  a few  hours.  A drug  reaction 
was  again  considered  the  likely  diagnosis.  She  was 
then  placed  on  propranolol  20  mg.  twice  a day,  with 
adequate  control  of  her  blood  pressure.  She  con- 
tinued to  take  propranolol  until  August,  1979,  when 
a different  physician  again  prescribed  the  first- 
mentioned  form  of  hydrochlorothiazide.  She  took 
one  tablet,  and  within  30  minutes  she  developed 
nausea,  vomiting,  diarrhea,  shaking  sensations,  and 
difficulty  in  breathing.  She  was  hospitalized  and 
within  a few  hours  her  symptoms  abated.  At  this 
time,  she  refused  to  take  any  medications  for  her 
hypertension. 

In  November,  1979,  she  was  seen  by  a physician 
who  found  the  blood  pressure  to  be  230/1 10  mm.  Hg. 
He  prescribed  hydrochlorothiazide.  The  patient 
told  the  physician  about  her  difficulties  with  medi- 
cations. However,  the  physician  assured  her  that  all 
would  be  well.  She  took  one  hydrochlorothiazide 
tablet  and  boarded  a bus  to  go  home.  Within  30 
minutes,  she  began  to  perspire,  shake,  vomit,  gasp  for 
breath,  and  also  developed  diarrhea.  The  bus 
stopped  and  she  was  helped  into  a nearby  taxi  cab. 
The  taxi  driver  raced  to  the  Methodist  Hospital 
where  she  was  seen  in  the  emergency  room.  Her 
initial  blood  pressure  was  170/110;  the  pulse  rate  was 
125  beats  per  minute.  Within  minutes  the  blood 
pressure  fell  to  a systolic  value  of  60  mm.  Hg.  She 
was  cyanotic  and  gasping  for  breath.  The  neck  veins 
were  flat.  Chest  auscultation  was  normal.  There 
were  no  cardiac  murmurs  or  gallops.  The  abdominal 
examination  findings  were  negative.  There  was  no 
peripheral  edema. 

The  admission  laboratory  work  revealed  the  fol- 
lowing values:  blood  glucose  136  mg.  per  100  ml., 
carbon  dioxide  pressure  28  mEq.  per  liter,  blood  urea 
nitrogen  20  mg.  per  100  ml.;  chloride  98  mEq.,  po- 
tassium 4.1  mEq.,  and  sodium  139  mEq.  per  liter. 
Serum  enzymes  were  within  normal  limits.  The 
initial  white  blood  cell  count  was  9,500  per  cubic 
millimeter,  with  a normal  differential. 

An  electrocardiogram  demonstrated  a sinus 
tachycardia  with  rate  related  S-T  segment  depres- 
sions, which  subsequently  reverted  to  normal.  Chest 
roentgenogram  showed  a normal-sized  heart  with 
minimal  pulmonary  vascular  congestion.  The  initial 
arterial  blood  gas  revealed  a pH  of  7.35,  a partial 
pressure  of  carbon  dioxide  of  41  mm.  Hg,  a partial 
pressure  of  oxygen  of  38  mm.  Hg,  and  an  arterial 
saturation  of  69  percent.  She  was  immediately  in- 
tubated and  placed  on  a Bird  respirator.  A (Swan 
Ganz)  catheter  was  inserted  into  the  right  antecubital 
vein.  The  right  atrial  mean  pressure  was  4 mm.  Hg, 
the  right  ventricular  pressure  was  30/4  mm.  Hg,  the 
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pulmonary  artery  pressure  30/12,  and  the  wedge 
mean  pressure  12  mm.  Hg. 

Within  24  hours,  the  blood  gases  had  returned  to 
normal  values,  and  she  was  extubated.  She  was 
again  advised  that  all  hydrochlorothiazides  were  to 
be  avoided. 

Comment 

The  thiazides,  like  all  systemic  medications,  are 
capable  of  producing  life-threatening  reactions. 
There  have  been  reports  of  thiazide-related  fatalities 
due  to  aplastic  bone  marrow1  and  cerebral  edema 
with  pulmonary  congestion.2 

Thiazide  diuretics  have  been  known  to  cause  en- 
cephalopathy and  coma.  Acute  hyponatremia,3 
cerebrovascular  insufficiency  due  to  plasma  volume 
contraction,4  hepatic  insufficiency,5  and  hyperos- 
molar hyperglycemia6  have  all  been  reported  to 
produce  encephalopathy  and  coma.  Further,  hy- 
perglycemic coma  has  also  been  reported  due  to 
thiazide-induced  pancreatitis.7 

Steinberg8  reported  two  different  cases  of  pul- 
monary edema  which  developed  45  minutes  after 
ingestion  of  50  mg.  of  hydrochlorothiazide  Beaudry 
and  Laplante9  also  reported  a case  of  pulmonary 
edema  due  to  hydrochlorothiazide  which  was  con- 
firmed by  rechallenge  with  the  drug.  Recently,  Bell 
and  Lippmann10  found  no  significant  abnormal  im- 
munologic mechanisms  in  a patient  with  hydro- 
chlorothiazide-induced pulmonary  edema. 

Fortunately,  the  life-threatening  reactions  to  the 
thiazides  are  rare.11  The  common  thiazide  reactions 
are  due  to  the  pharmacologic  properties  of  the  drug 
and  include  hypokalemia,12  hyperuricemia,13  azo- 
temia,5 hyponatremia,14  and  hyperglycemia.15 
These  side-effects  can  usually  be  prevented  by  ap- 
propriate monitoring  and  prophylaxis. 

The  possibility  of  anaphylactoid  reactions  to 
thiazides  has  been  discussed  by  workers  in  the  field.16 
However,  in  spite  of  the  large  number  of  patients 
receiving  thiazides,  there  has  been  no  definite  case 
report  of  anaphylaxis  to  thiazides  in  the  literature. 
Therefore,  our  present  case  is  of  interest  because  it 
clearly  demonstrates  that  an  anaphylactoid  reaction 
to  thiazides  can  indeed  occur.  On  four  separate  oc- 
casions our  patient  took  only  one  hydrochlorothia- 
zide tablet  which  was  shortly  followed  by  symptoms. 


Furthermore,  she  was  not  taking  any  other  medica- 
tions on  three  of  these  occasions. 

Thus,  anaphylaxis  should  now  be  added  to  the 
unpredictable  adverse  reactions  to  thiazides. 

Summary 

A 67-year-old  female  took  one  hydrochlorothiazide 
tablet.  Within  30  minutes  she  became  cyanotic  and 
was  found  to  be  in  shock. 

She  survived  the  episode.  The  history  revealed 
that  she  had  three  less  severe  attacks  which  also  oc- 
curred after  the  ingestion  of  only  one  hydrochloro- 
thiazide tablet. 
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Histoplasma  capsulatum  produces  a broad  spec- 
trum of  illness,  ranging  from  subclinical  infection  to 
fulminant  and  potentially  fatal,  disseminated  dis- 
ease.1 The  latter  presentation  occurs  most  com- 
monly in  immunocompromised  individuals.1-3 
While  infection  with  H.  capsulatum  is  endemic  in 
many  areas  of  this  country  and  is  infrequently  of 
overt  clinical  significance,  immunocompromised 
patients  with  either  primary  or  previous  histoplasma 
infection  are  probably  at  risk  of  developing  clinical 
disease.2,3 

Given  the  epidemiology  of  the  organism,  the  con- 
currence of  subclinical  histoplasmosis  and  malignant 
disease  must  be  common  in  various  regions  of  the 
country,  such  as  the  Ohio  River  Valley.  Neverthe- 
less, the  value  of  administering  systemic  antifungal 
therapy  for  documented  subclinical  histoplasmosis 
to  either  immunologically  compromised  patients  or 
those  undergoing  antineoplastic  therapy  is  yet  un- 
proved. We  report  our  experience  in  managing  a 
patient  with  Hodgkin’s  disease,  who  was  found  to 
have  asymptomatic,  but  apparently  active,  dissem- 
inated histoplasmosis  at  staging  laparotomy  and  who 
was  subsequently  treated  with  amphotericin  B. 

Case  report 

Biopsy  of  an  enlarged  right  supraclavicular  lymph 
node  in  a 28-year-old  female  revealed  nodular  scle- 
rosis Hodgkin’s  disease  (Fig.  1).  The  patient  denied 
fevers,  night  sweats,  weight  loss,  and  pruritus.  The 
patient  had  been  born  and  reared  in  Poughkeepsie, 


FIGURE  1.  Supraclavicular  lymph  node,  revealing  mixture 
of  small  lymphocytes,  atypical  histiocytes,  and  frequent 
Reed-Sternberg  cells,  diagnostic  of  Hodgkin’s  disease 
(hematoxylin  and  eosin  stain,  original  magnification  X 540). 

New  York.  For  the  past  three  years,  she  had  lived 
in  Lawrenceburg,.  Kentucky,  where  she  taught 
school. 

Physical  examination  was  positive  only  for  a firm 
3-cm.  lymph  node  in  the  right  supraclavicular  fossa 
and  an  enlarged  right  lobe  of  the  thyroid.  Labora- 
tory examination  revealed:  hemoglobin  14.6  Gm.  per 
deciliter,  white  blood  cell  count  6,600  per  microliter, 
with  a differential  of  77  percent  granulocytes,  16 
percent  lymphocytes,  and  7 percent  monocytes.  The 
platelet  count  was  325,000  per  microliter.  Serum 
electrolytes  and  hepatic  and  thyroid  function  test 
results  were  within  normal  limits. 

Chest  x-ray  and  computerized  tomography  of  the 
chest  revealed  right  paratracheal  and  anterior 
mediastinal  lymphadenopathy.  There  was  also  a 
1-cm.  nodule  in  the  right  middle  lobe.  Liver/spleen 
scan,  computerized  tomography,  and  sonogram  of  the 
abdomen  showed  negative  results  except  for  slight 
splenomegaly.  Thyroid  scan  revealed  a multinod- 
ular goiter.  Bone  scan  and  a lymphangiogram  re- 
vealed no  disease.  Bilateral  bone  marrow  biopsies 
revealed  no  evidence  of  Hodgkin’s  disease.  Fungal 
cultures  of  the  bone  marrow  were  negative.  There 
was  no  reaction  to  the  skin  tests  for  mumps,  Candida, 
purified  protein  derivative,  and  streptokinase/ 
streptodornase.  H.  capsulatum  precipitin  results 
were  negative.  The  patient  was  felt  to  have  clinical 
stage  II-A  Hodgkin’s  disease.  Given  the  patient’s 
recent  residence,  her  pulmonary  nodule  was  ascribed 
to  histoplasmosis. 

At  the  time  of  laparotomy  the  liver  and  spleen  were 
studded  with  multiple  white  lesions  which  were 
thought  to  be  typical  of  Hodgkin’s  disease.  It  was 
not  possible  to  make  a diagnosis  from  the  frozen 
section.  A splenectomy  and  multiple  biopsies  of  the 
liver  and  lymph  nodes  were  performed.  Examina- 
tion of  permanent  sections  showed  no  histopathologic 
evidence  of  Hodgkin’s  disease.  Necrotizing  granu- 
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FIGURE  2.  Section  through  granuloma  in  spleen,  revealing 
multiple  small  ovoid  organisms,  consistent  with  Histoplasma 
species  (Gomori’s  stain,  original  magnification  X 1,050). 

lomas  with  multinucleated  giant  cells  were  seen,  and 
Gomori’s  methenamine  silver  stains  revealed  small 
ovoid  organisms,  diagnostic  of  Histoplasma  species 
(Fig.  2).  The  histologic  appearance  of  the  granulo- 
matous inflammation  suggested  active  infection. 

Therapy  for  histoplasmosis  was  begun  prior  to  the 
initiation  of  radiotherapy  for  her  Hodgkin’s  disease. 
Fifty  mg.  of  amphotericin  B three  times  a week  to  a 
total  dose  of  2-Gm.  were  administered  on  an  outpa- 
tient basis.  Antifungal  therapy  was  well  tolerated. 

Radiotherapy  was  initiated  after  the  administra- 
tion of  700  mg.  of  amphotericin.  The  right  middle 
lobe  nodule  was  no  longer  present  on  the  chest  x-ray 
screen.  Radiotherapy  consisted  of  4,000  rads  to  an 
extended  mantle  over  five  weeks,  followed  by  3,600 
rads  administered  to  the  nasopharynx.  After  a 
two-month  rest  period,  3,600  rads  were  delivered  to 
the  para-aortic  region  and  the  splenic  pedicle. 

There  has  been  complete  regression  of  the  para- 
tracheal  and  mediastinal  adenopathy.  Following 
radiotherapy,  the  patient  remained  asymptomatic 
in  complete  remission  of  her  Hodgkin’s  disease. 
Serologic  test  results  for  histoplasmosis  continued 
to  be  negative. 

Comment 

Infections  secondary  to  H.  capsulatum  are  usually 
subclinical.  Clinically  manifest  disseminated  his- 
toplasmosis is  a rare,  often  fatal  disease  which  occurs 
almost  exclusively  in  patients  with  an  underlying 
immunodeficiency.1  Adult  cases  most  often  occur 
in  patients  with  defects  in  cell-mediated  immunity, 
including  those  with  lymphoproliferative  diseases, 
and  those  treated  with  corticosteroids  or  immuno- 
suppressive agents.1-3  Hodgkin’s  disease  appears 
to  be  the  most  frequent  illness  associated  with  dis- 
seminated histoplasmosis,  comprising  29  percent  of 
reported  cases.2-13  Generally,  dissemination  of 
histoplasmosis  occurs  during  the  course  of  treatment 
in  patients  with  advanced  Hodgkin’s  disease.2-7,9-12 
Disseminated  histoplasmosis  has  also  been  seen  in 


untreated  Hodgkin’s  disease.4,8,9, 12,13  Unfortunately, 
in  many  of  these  patients,  the  diagnosis  of  histo- 
plasmosis was  made  post  mortem.3,4,6,8,10,13  Pul- 
monary histoplasmosis  has  also  been  seen  in  the 
compromised  host  and  has  been  associated  with  high 
morbidity  and  mortality  rates.3 

Subclinical  infection  with  H.  capsulatum  is  ex- 
tremely common  in  specific  areas  of  this  country, 
such  as  the  Ohio  and  Mississippi  River  Valleys.  In 
these  regions,  greater  than  80  percent  of  adults  dis- 
play reactivity  to  histoplasmin  skin  tests.1  Necropsy 
studies  in  Cincinnati14-16  and  Memphis17  have 
demonstrated  a high  incidence  of  Histoplasma  in- 
fection. The  findings  of  a consecutive  series  of  au- 
topsies revealed  67  percent16  and  84  percent17  pul- 
monary calcification  with  morphologically  demon- 
strable organisms.  Splenic  calcifications  containing 
Histoplasma  were  observed  in  up  to  40  percent  of  the 
cases15;  10  percent  of  these  patients  also  had  hepatic 
involvement.14,15  Histologic  observation  revealed 
the  absence  of  an  active  inflammatory  response. 
This  suggests  chronicity  of  infection  in  this  popula- 
tion.17 

Primary  infection  with  H.  capsulatum  is  thought 
to  occur  by  way  of  the  respiratory  tract  and  is  usually 
asymptomatic,  although  often  associated  with  fun- 
gemia.1  In  a host  with  intact  cell-mediated  immu- 
nity, the  infection  is  apparently  controlled  by  lym- 
phocytes and  macrophages.  Characteristic  granu- 
lomas of  delayed  hypersensitivity  appear  in  the  lungs, 
often  in  the  spleen,  and  in  the  liver.  Caseous  necrosis 
and  subsequent  calcification  occur  leaving  viable 
organisms  within  the  lesions.  In  most  cases  the  in- 
fection appears  to  remain  dormant.  Compromise  of 
cell-mediated  immunity,  however,  may  result  in 
rapidly  disseminated  disease.2,3  Primary  infection 
rapidly  followed  by  clinical  dissemination  may  also 
occur  in  an  immunosuppressed  host.1 

There  appear  to  be  few  guidelines  regarding  che- 
moprophylaxis of  subclinical  histoplasmosis  in  pa- 
tients who  are  to  be  treated  with  antineoplastic  or 
immunosuppressive  therapy.  In  cases  of  subclinical 
infection  with  Mycobacterium,  therapy  with  isoni- 
azid  is  recommended  for  positive  skin  reactors.18 
This  approach  appears  to  be  less  feasible  in  sub- 
clinical infection  with  H.  capsulatum,  since  the  in- 
cidence is  high  in  certain  areas  and  the  only  drug  with 
established  efficacy,  amphotericin  B,  is  often  toxic 
and  must  be  administered  intravenously.  The  in- 
cidence of  clinical  dissemination  of  the  histoplas- 
mosis is  unknown,  and  the  role  of  “prophylactic” 
antifungal  therapy  prior  to  antineoplastic  or  immu- 
nosuppressive therapy  has  not  been  studied. 

In  the  patient  under  discussion,  the  active  histo- 
logic appearance  of  the  fungal  lesions  and  the  high 
number  of  organisms  per  lesion  differ  from  the  usual 
findings  at  autopsy.14-17  Since  the  granulomas  were 
mistaken  for  Hodgkin’s  disease  at  the  time  of  lapa- 
rotomy, cultures  were  not  obtained.  It  was  felt  that 
the  active  nature  of  the  patient’s  lesions  represented 
early  clinical  dissemination  rather  than  a manifes- 
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tation  of  previous  infection.  Since  a significant  de- 
gree of  immunosuppression  is  associated  with 
Hodgkin’s  disease  and  its  therapy,  it  was  decided  to 
initiate  antifungal  therapy  with  amphotericin  B be- 
fore initiation  of  radiotherapy. 

It  is  not  possible  to  conclude  what  effect  the  am- 
photericin therapy  had.  To  date,  there  has  been  no 
subsequent  evidence  of  clinical  histoplasmosis,  and 
the  pulmonary  lesion  has  resolved.  A similar  clinical 
circumstance  occurred  in  a renal  transplant  patient, 
where  subclinical  histoplasmosis  was  found  at  sple- 
nectomy.19 Subsequent  therapy  with  3 Gm.  of  am- 
photericin was  effective  in  decreasing  Histoplasma 
titers.  The  patient  died  of  renal  failure.  Autopsy 
revealed  healed  lesions  in  the  liver  and  the  absence 
of  viable  organisms.  A recent  patient  with  Lennert’s 
lymphoma  was  found  to  have  H.  capsulatum  in 
cultures  obtained  from  a diagnostic  splenectomy.20 
One  Gm.  of  amphotericin  was  employed  as  therapy. 
Chemotherapy  with  cyclophosphamide,  vincristine, 
and  prednisone  was  then  administered.  There  has 
been  no  evidence  of  clinical  histoplasmosis  to  date. 
In  these  cases,  and  in  the  present  case,  the  decision 
to  treat  “prophylactically”  was  based  on  either  his- 
tologic examination  or  positive  cultures. 

In  addition  to  H.  capsulatum,  Coccidioides  im- 
mites  and  Strongyloides  stercoralis  are  among  those 
organisms  which  asymptomatically  infect  a large 
segment  of  the  population  in  specific  geographic 
areas.  They  may  then  establish  persistent  foci  of 
subclinical  infection,  such  as  occurs  with  M.  tuber- 
culosis and  H.  capsulatum.  Each  of  these  pathogens 
has  been  reported  to  cause  life-threatening  infections 
after  a subclinically  infected  host  undergoes  anti- 
neoplastic therapy.1-3,1 1,21-22  For  the  most  part,  this 
is  observed  in  patients  with  defects  in  cell-mediated 
immunity  rather  than  neutropenia  resulting  from 
chemotherapy.1-3,11,21-22  Additional  studies  are 
needed  to  evaluate  the  indications  for  and  the  effi- 
cacy of  prophylactic  treatment  of  subclinically  in- 
fected patients  who  may  be  at  high  risk  for  dissemi- 
nated disease. 

Summary 

A 28-year-old  woman  with  Stage  II-A  nodular 
sclerosis  Hodgkin’s  disease  was  found  to  have  sub- 
clinically disseminated  histoplasmosis  at  time  of 
laparotomy.  Histopathologically,  the  histoplasmosis 
appeared  active.  She  was  treated  with  amphotericin 
B prior  to  the  initiation  of  radiotherapy  for  Hodg- 
kin’s disease;  both  therapies  were  well  tolerated. 
One  year  later,  the  patient  remained  in  complete 


remission  of  both  the  Hodgkin’s  disease  and  the 
histoplasmosis. 

Histoplasma  capsulatum  is  one  of  a number  of 
potential  pathogens  which  are  endemic  to  specific 
areas  of  the  country.  The  association  between 
clinically  disseminated  histoplasmosis  and  the 
compromised  or  immunosuppressed  host  is  well 
recognized.  However,  there  are  no  available  guide- 
lines for  the  management  of  those  patients  with 
subclinical  histoplasmosis. 
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Tamoxifen  citrate  (Nolvadex)  is  currently  widely 
used  in  the  treatment  of  metastatic  breast  cancer, 
and  its  usefulness  has  been  adequately  established.1'4 
Tamoxifen  citrate  is  also  occasionally  used  in  pa- 
tients following  mastectomy  as  an  adjuvant  therapy. 
The  agent,  when  used  for  metastatic  disease,  pro- 
duces objective  response  in  22  to  38  percent  of  pa- 
tients being  treated.1'3  Relatively  few  side-effects 
are  known  to  be  associated  with  tamoxifen  citrate, 
including  hot  flashes,  nausea,  vomiting,  vaginal 
bleeding,  skin  rash,  and  transient  thrombocytopen- 
ia.5’6 More  recently,  Plotkin  et  al.7  reported  tumor 
flare,  a transient  increase  in  pain  within  the  first  few 
weeks  of  tamoxifen  citrate  therapy,  that  subsides 
even  though  the  drug  is  continued.  It  is  interesting 
to  note  that  the  six  patients  experiencing  flare  all 
seemed  to  respond  favorably  to  the  therapy.  These 
authors'  pointed  out  that  in  patients  with  metastatic 
breast  cancer  treated  by  hormonal  agents,  transient 
exacerbation  of  bone  pain  or  hypercalcemia  is  known 
to  occur.  They  speculated  that  tamoxifen  citrate 
flare  was  similar  to  such  disease  exacerbation,  al- 
though no  hypercalcemia  was  encountered  in  their 
patients.  In  this  report,  we  describe  four  patients 
who  developed  hypercalcemia  coincidental  to  ta- 
moxifen citrate  administration. 


Case  reports 

Case  1.  A 59-year-old  woman  underwent  left 
radical  mastectomy  for  carcinoma  of  the  breast  in 
August,  1975.  Fifteen  of  16  axillary  nodes  were 
positive  for  metastasis,  and  she  was  therefore  given 
adjuvant  chemotherapy  with  L-PAM  (L-phenylal- 
anine  mustard).  In  February,  1977,  she  developed 
a left  cervical  nodal  enlargement,  along  with  pancy- 
topenia; the  L-PAM  was  then  discontinued.  In  May, 

1977,  she  was  first  seen  at  Roswell  Park  Memorial 
Institute,  Buffalo,  New  York.  X-ray  film  studies  at 
that  time  demonstrated  lytic  metastasis  in  the  skull. 
Also  noted  was  leukopenia  of  2,000,  thrombocyto- 
penia of  60,000,  and  hemoglobin  of  8.6  Gm.  per  100 
ml.  Estrogen  receptor  study  f indings  were  reported 
positive.  Her  metastatic  disease  was  treated  first 
with  prednisone  and  cyclophosphamide  (Cytoxan). 
Prednisone  was  started  at  40  mg.  P.O.  (by  mouth) 
daily  and  then  was  tapered.  Cyclophosphamide  was 
given  first  intravenously,  10  mg.  per  kilogram  for  two 
days  and  later  maintained  on  50  mg.  P.O.  daily. 
After  10  months  of  static  disease  with  symptomatic 
relief,  disease  progression  was  noted  in  March,  1978. 
The  patient  was  then  treated  with  a combination  of 
vincristine  sulfate,  methotrexate,  and  cyclophos- 
phamide, but  without  success.  In  May,  1978,  she  was 
started  on  yet  another  combination  program  of  ad- 
riamycin  and  cyclophosphamide,  which  was  termi- 
nated in  January,  1979,  because  of  progressive  dis- 
ease. 

In  addition  to  the  skeletal  metastasis  in  the  skull, 
spine,  and  pelvis,  she  had  bilateral  pleural  effusion. 
Hemoglobin  was  12.2  Gm.  per  100  ml.,  white  blood- 
cell count  3,300,  and  platelet  count  106,000. 

In  January,  1979,  she  was  started  on  tamoxifen 
citrate,  10  mg.  twice  a day.  Three  days  later,  she 
developed  anorexia  and  lethargy,  and  hypercalcemia 
of  18  mg.  per  100  ml.  was  noted.  Serum  calcium  level 
was  9.7  mg.  per  100  ml.  three  days  before  the  start  of 
tamoxifen  citrate.  Tamoxifen  citrate  was  discon- 
tinued, and  the  hypercalcemia  was  treated  with  in- 
travenous saline  infusion  and  mithramycin.  Serum 
calcium  levels  on  the  following  four  days  were  16, 15, 
14.8,  and  16.5  mg.  per  100  ml.,  respectively.  During 
this  period,  a rapid  deterioration  in  her  condition  was 
apparent.  She  died  four  days  after  the  diagnosis  of 
hypercalcemia. 

Case  2.  A 47-year-old  woman  underwent  left 
mastectomy  for  carcinoma  in  January,  1971.  Upper 
back  pain  developed  in  February,  1972,  and  x-ray 
film  studies  demonstrated  dorsal  spine  metastasis. 
In  February,  1975,  osteoblastic  metastasis  was  noted 
in  the  dorsolumbar  spine.  Since  she  was  still  actively 
menstruating,  she  underwent  bilateral  oophorectomy 
in  March,  1975.  The  pain  lessened  enough  to  enable 
her  to  resume  work,  and  osteoblastic  lesions  re- 
mained stationary  until  the  summer  of  1978.  Os- 
seous disease  was  found  to  be  progressing  in  June, 

1978,  and  she  underwent  bilateral  adrenalectomy  in 
August,  1978.  The  pain  worsened  in  October,  1978, 
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and  she  developed  weakness  of  the  legs.  A diagnosis 
of  cord  compression  was  made,  and  a decompression 
laminectomy  of  the  fifth  through  the  ninth  thoracic 
vertebrae  was  performed.  In  December,  1978,  steady 
progression  of  mixed  osseous  metastasis  was  noted, 
and  she  was  begun  on  tamoxifen  citrate,  10  mg.  twice 
daily.  Within  24  hours,  anorexia  and  slight  nausea 
developed,  and,  by  the  fourth  day,  she  was  lethargic. 
On  the  fifth  day,  she  was  admitted  to  a hometown 
hospital  in  semicoma,  and  hypercalcemia  of  19.2  mg. 
per  100  ml.  was  identified  as  the  cause.  Tamoxifen 
citrate  was  discontinued,  and  she  was  treated  with 
saline  intravenous  infusion  and  furosemide  (Lasix). 
Cortisone  was  given  intramuscularly  at  an  increased 
dosage.  Daily  serum  calcium  level  declined  as  fol- 
lows: 15.8, 13.9, 12.2,  10.7,  10.6,  and  10.3  mg.  per  100 
ml.  On  improvement  of  the  hypercalcemia  and  her 
general  status,  she  was  admitted  to  Roswell  Park 
Memorial  Institute  to  reinstitute  tamoxifen  citrate 
therapy  under  close  surveillance.  For  three  con- 
secutive days  prior  to  the  tamoxifen  citrate  re- 
sumption, serum  calcium  levels  were  8.6,  9.4,  and  9.5 
mg.  per  100  ml.  Following  the  tamoxifen  citrate,  10 
mg.  twice  daily,  she  remained  alert  without  anorexia 
or  nausea.  Calcium  level  climbed  gradually  daily, 
as  follows:  10.1,  10.6, 1 1.6,  1 1.8,  to  13.4  mg.  per  100 
ml.  on  the  fifth  day.  Although  she  was  asymptom- 
atic, saline  infusion  was  started.  Following  this, 
daily  calcium  levels  were  11.5, 12, 11.2, 11.5,  and  11.2. 
Tamoxifen  citrate  was  continued,  the  saline  infusion 
was  stopped,  and  she  wras  discharged  with  weekly 
calcium  monitoring.  Weekly  serum  calcium  levels 
were  10.2, 9.2, 9.2,  8.9, 8.4,  and  8.6  mg.  per  100  ml.  for 
the  next  six  weeks.  By  this  time,  her  bone  pain  had 
lessened,  her  general  status  improved,  and,  for  the 
first  time  in  many  months,  she  began  walking.  In 
three  months,  there  were  areas  of  recalcification 
noted  in  the  osteolytic  metastases.  After  12  months 
of  tamoxifen  citrate  therapy,  she  was  relatively 
pain-free  and  active,  and  x-ray  films  continue  to  show 
improved  disease. 

Case  3.  A 66-year-old  woman  underwent  left 
modified  radical  mastectomy  on  March  3,  1978;  ax- 
illary nodes  were  involved  with  metastases.  Bilateral 
adrenalectomy  was  performed  in  April,  1978. 
Painful  osteolytic  metastases  in  the  spine,  ribs,  and 
pelvis  were  found  in  July,  1979,  and  she  was  started 
on  tamoxifen  citrate,  10  mg.  twice  daily,  on  July  11, 
1979;  she  developed  malaise,  nausea,  and  vomiting 
immediately.  On  the  second  day  of  treatment,  she 
was  admitted  to  her  local  hospital  with  a calcium 
level  of  16.6  percent.  Tamoxifen  citrate  was  dis- 
continued, and  with  supportive  therapy  the  calcium 
level  declined  daily  to  16.2,  15.6,  13.9,  and  11.9  mg. 
per  100  ml.  Approximately  two  weeks  later,  ta- 
moxifen citrate  therapy  was  resumed  without  re- 
currence of  hypercalcemia,  but  metastatic  disease 
progressed  steadily,  and  she  died  of  liver  metastasis 
three  months  later. 

Case  4.  A 68-year-old  woman  had  a left  radical 
mastectomy  for  carcinoma  in  1971;  all  axillary  nodes 


were  free  of  metastases.  In  December,  1977,  pul- 
monary metastasis  was  discovered  and  treated  with 
megestrol  acetate  (Megace)  for  six  months  without 
improvement.  In  July,  1978,  she  was  diagnosed  as 
having  osseous  metastases  with  hypercalcemia.  An 
adrenalectomy  performed  in  August,  1978,  brought 
remission  of  the  metastasis  and  control  of  the  hy- 
percalcemia. In  September,  1979,  she  was  found  to 
have  liver  enlargement,  and  a liver  scan  demon- 
strated space-occupying  lesions.  She  was  then 
started  on  tamoxifen  citrate.  Calcium  levels  were 
normal  on  three  pretreatment  assessments.  On  the 
first  three  days,  serum  calcium  determinations  were 
11.4, 11.3,  and  12.5  mg.  per  100  ml.,  and  she  was  well. 
However,  on  the  fourth  day,  calcium  level  rose  to  14 
mg.,  and  she  became  lethargic,  with  nausea  and 
vomiting.  Tamoxifen  citrate  was  discontinued,  and 
parenteral  fluid  was  started.  Calcium  level  rose 
further,  to  16  mg.  per  100  ml.  on  the  fifth  day,  but 
appeared  to  decline  daily  thereafter  to  14.7, 12.9,  and 
12.5  mg.  per  100  ml.  However,  her  general  status 
continued  to  decline,  and  by  the  eleventh  day  the 
calcium  level  had  again  risen  to  18  mg.  per  100  ml. 
She  died  a few  days  later. 

Comment 

We  have  observed  the  biphasic  nature  of  tamoxifen 
citrate  action  in  patients,  as  have  other  investiga- 
tors."8 The  initial  phase  of  tamoxifen  citrate 
treatment  is  characterized  by  what  appears  to  be  a 
disease-stimulating  period  for  a few  days,  that  is,  a 
transient  reaction  quite  reminiscent  of  that  noted  in 
patients  started  on  estrogen  therapy.  Patients  may 
complain  of  fatigue,  weakness,  and  increased  bone 
pain  during  this  time.  Tormey  et  al.8  found  a tem- 
porary increase  in  tumor  size,  and  hypercalcemia  has 
been  observed  by  other  investigators.3,9-13  In  these 
reports,  hypercalcemia  episodes  were  generally  mild 
and  transient,  requiring  no  specific  treatment. 
Tormey  et  al.8  and  Plotkin  et  al.7  used  the  phrase 
“tamoxifen  flare”  to  describe  the  initial  disease  ex- 
acerbation observed  in  some  patients  on  this  agent, 
but  they  did  not  encounter  patients  with  hypercal- 
cemia. 

In  our  four  patients  who  developed  hypercalcemia, 
we  observed  that  diffuse  osseous  metastasis  was  a 
common  feature  of  their  disease  state.  The  hyper- 
calcemia was  difficult  to  control  in  all  four  women. 
In  two  patients,  it  was  refractory  to  treatment  and 
resulted  in  death.  In  the  two  surviving  patients, 
tamoxifen  citrate  was  resumed  with  a minor  hyper- 
calcemic  event  in  one.  Bone  metastasis  responded 
to  tamoxifen  citrate  in  one  patient  for  12  months  (at 
the  time  of  writing),  but  in  the  other  patient  there 
was  no  tumor  response. 

Both  Tormey  et  al.8  and  Plotkin  et  al.7  observed 
that  tamoxifen  citrate,  if  resumed  following  a “flare 
episode,”  may  induce  tumor  response.  We  have  also 
observed  this  effect.  It  seems  that  the  early  phase 
of  tamoxifen  citrate  stimulation  is  short,  lasting  ap- 
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prosimately  10  to  20  days.  It  is  then  followed  by  an 
“antiestrogen”  phase,  as  the  tumors  become  satu- 
rated with  tamoxifen  citrate.  Prasad  and  Sarkaran14 
have  observed  that  a number  of  antiestrogenic 
compounds,  including  tamoxifen  citrate,  stimulated 
estrogen-sensitive  organs. 

Another  interesting  observation  was  made  in 
healthy  premenopausal  women  by  Groom  and  Grif- 
fiths15 in  that  tamoxifen  citrate,  given  in  the  initial 
5 to  10  days  of  the  menstrual  cycle,  increased  plasma 
estradiol  concentration,  probably  as  a result  of 
ovarian  stimulation.  In  contrast,  Golder  et  al16  ob- 
served no  increase  in  plasma  estradiol  levels  in 
postmenopausal  women. 

Cheix  et  al.17  and  Ferrazzi  et  al.18  both  reported 
that  the  estrogen-like  action  of  tamoxifen  citrate 
could  be  seen  in  the  vaginal  smears  of  postmeno- 
pausal or  oophorectomized  women  during  adminis- 
tration of  this  agent.  Legault-Poisson  et  al.19  re- 
cently reported  a well-documented  case  of  tamoxifen 
citrate-induced  tumor  stimulation  and  tamoxifen 
citrate  withdrawal  response  in  a patient  with  pul- 
monary metastasis. 

The  fact  that  tamoxifen  citrate  has  been  observed 
to  stimulate  tumors,  induce  hypercalcemia,  and 
produce  a withdrawal  response  would  seem  to  indi- 
cate strongly  that  the  agent  possesses  characteristics 
of  estrogenic  agents,  in  addition  to  its  antiestrogenic 
properties. 

In  one  of  our  patients  who  underwent  both  ooph- 
orectomy and  adrenalectomy,  the  tamoxifen  ci- 
trate-induced hypercalcemia  had  to  be  the  result  of 
a direct  estrogen-stimulating  action  on  the  tumor  by 
this  agent,  since  the  endocrine  glands  had  been  pre- 
viously eliminated  and  therefore  could  not  be  the 
potential  sources  of  the  increased  estrogen  produc- 
tion, resulting  in  hypercalcemia  in  this  patient. 

In  view  of  our  experience,  as  well  as  that  of  others, 
hypercalcemia  must  be  recognized  as  perhaps  the 
most  serious  side-effect  of  tamoxifen  citrate.  Par- 
ticularly in  patients  with  bone  metastasis,  close  at- 
tention must  be  paid  to  the  calcium  level  during  the 
first  7 to  10  days  of  tamoxifen  citrate  therapy.  Also, 
because  of  the  observed  tumor-stimulating  property, 
even  though  it  is  admittedly  of  short  duration,  use  of 
tamoxifen  citrate  as  an  adjuvant  therapeutic  agent 
must  be  viewed  with  caution. 

Summary 

Tamoxifen  citrate  (Nolvadex)  has  been  established 


as  an  effective  agent  in  metastatic  breast-cancer 
patients.  The  agent  causes  relatively  minor  side- 
effects  in  most  patients.  Although  hypercalcemia 
coincidental  to  the  drug  has  been  known,  its  hazard 
has  not  been  sufficiently  stressed,  since  it  is  usually 
mild  and  transient.  Severe  hypercalcemia,  however, 
was  observed  in  four  of  our  patients,  and  this  report 
is  intended  to  emphasize  this  possible  side-effect, 
particularly  in  patients  with  extensive  osseous  me- 
tastases. 
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Physician  Reporting 

A National  Perspective 

DOROTHY  RASINSKI  GREGORY,  M.D.,  J.D., 
F.C.L.M.* 

Arlington,  Virginia 

For  many  years,  the  only  concern  most  physicians 
had  with  traffic  accidents  was  “patching  up  the  sur- 
viving victims.”  Now  physicians  may  be  involved  in 
an  entirely  different  manner.  We,  as  physicians, 
should  be  asking  ourselves  “Do  our  patients  (or 
should  they)  all  enjoy  an  inherent,  inalienable,  un- 
qualified right  to  drive?”  And  in  this  context,  I am 
talking  specifically  about  the  “impaired  driver.” 

There  are  four  elements  which  may  be  causative 
factors  in  a traffic  accident:  the  environment;  the 
highway;  the  vehicle  and  anything  related  to  it;  and 
the  driver. 

We  cannot  hope  to  do  much  about  controlling  the 
weather.  A great  deal  has  already  been  done  to 
identify  and  eliminate  those  factors  in  highway  de- 
sign and  construction  or  roadside  hazard  that  may 
contribute  to  accidents. 

I’m  sure  you  know  from  the  screams  in  Detroit  that 
we’ve  come  well  up  the  learning  curve  in  improving 
the  safety  design  and  performance  characteristics  of 
the  automobile.  As  for  the  human  factor,  work  to 
correct  this  corner  of  the  highway  safety  problem  will 
be  a potentially  never-ending  job,  but  it  is  one  with 
which  the  physician  must  become  more  and  more 
involved.  Admittedly,  it’s  much  easier  to  legislate 

Presented  at  the  Continuing  Medical  Education  Assembly  of 
the  Medical  Society  of  the  State  of  New  York,  Port  Chester,  New 
York,  Committee  on  Accident  and  Injury  Prevention;  Sections  on 
Orthopedic  Surgery,  Preventive  Medicine,  Radiology;  and  Joint 
Meeting  with  the  American  Association  of  Automotive  Medicine, 
Saturday,  April  26,  1980. 

* By  invitation. 


Physician’s  Role 
In  Highway  Safety 


and  predict  response  in  the  impersonal  area  of 
highway  or  vehicle  design.  But,  just  try  to  change 
someone’s  driving  habits  or  life  style,  or  keep  that 
individual  from  behind  the  wheel,  that’s  another 
matter  entirely. 

At  this  point,  there  is  little  we  can  do  to  decrease 
the  staggering  morbidity  and  mortality  rates  involved 
with  highway  accident  statistics  unless  we  focus  on 
the  drivers.  I’m  talking  about  more  than  50,000 
vehicle  operator,  passenger,  and  pedestrian  deaths 
on  our  streets  and  highways  every  year! 

Based  on  what  highway  accident  statistical  data 
tell  us,  there  are  certain  medical  problems  which 
seem  to  be  most  frequently  implicated  as  contrib- 
uting a disproportionate  share  to  the  death  and  in- 
jury rates.  By  far,  the  biggest  problem  is  alcohol, 
which  has  been  said  to  be  a contributing  factor  in  at 
least  5 percent  of  accidents  in  which  only  property 
damage  was  sustained,  in  at  least  25  percent  of  acci- 
dents in  which  there  was  personal  injury,  and  in  65 
to  75  percent  of  nighttime  single-vehicle  crashes,  to 
say  nothing  of  its  potential  contribution  to  over  50 
percent  of  all  traffic  deaths.1  Other  health  or  med- 
ical factors  cited  include  advancing  age  (with  asso- 
ciated visual,  cardiac,  and  neurologic  problems; 
prolonged  or  delayed  response  or  reaction  time); 
mental  disabilities  (with  altered  perceptions  of  re- 
ality and  judgment);  drug  abuse  (producing  other 
patterns  of  perceptual  and  judgmental  errors);  and 
finally  visual  impairment  alone.2 

Considerations  and  determinations 

Based  on  this  information,  what  medical  criteria 
should  be  applied  to  determine  fitness  or  competence 
to  drive?  These  five  have  been  suggested  by  Reese3 
in  his  study  prepared  for  the  National  Academy  of 
Sciences: 

A.  Diseases:  physical  and  psychologic 

B.  Physiologic  impairments 

C.  Use  of  drugs 
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D.  Use  of  alcohol 

E.  Personality  factors 

Who  is  really  the  most  appropriate  screener  for 
these  elements?  And  who  should  bear  the  burden 
of  reporting  them?  Certainly  it  should  not  fall  on  the 
patient  or  driver  himself,  whose  objectivity  would  be 
minimal  at  best.  Many  states  have  legislatively 
placed  the  reporting  burden  on  the  applicant,  in  es- 
sence requiring  self-disclosure.  Literature  survey 
shows  reports  of  noncompliance  with  self-disclosure 
laws,  ranging  from  70  percent  to  as  high  as  86  percent 
among  epileptics  alone.4 

Nor  should  the  burden  be  imposed  on  the  exam- 
iner for  the  state  licensing  agency.  That  individual 
usually  has  neither  the  training  nor  the  experience 
to  make  such  a determination,  particularly  on  limited 
observation  of  the  applicant.  Also  to  be  considered 
are  certain  disease  entities  which  may  not  be  ap- 
parent or  diagnosable  on  short-term  exposure  or 
contact  with  the  driver-applicant. 

The  obvious  answer  is  the  physician.  Many  states 
have  recognized  this  by  passage  of  the  so-called 
physician-reporting  statutes.  As  of  the  middle  of 
1979,  seven  states  “required  reporting”  of  driving 
impairments  by  physicians,  some  to  the  state  health 
department,  others  to  the  licensing  authority  itself. 
They  are  California,  Connecticut,  Delaware,  Indiana, 
Nevada,  New  Jersey,  and  Oregon.5  Connecticut  is 
the  most  stringent  state  of  all,  requiring  physician 
reporting  of  any  reportable  impairment  of  which 
he/she  may  be  aware  even  though  that  physician  may 
not  be  treating  the  patient  for  the  particular  im- 
pairment. In  the  other  six,  the  physician  need  report 
on  only  those  individuals  who  are  under  his/her  care: 
those  whose  condition  (the  reportable  disorder)  has 
been  diagnosed  by  or  treated  by  him/her.  Three 
other  states  now  permit  rather  than  require  such 
reporting:  Georgia,  Maryland,  and  North  Dakota.6 
It  is  interesting  to  note,  and  at  the  same  time  a sad 
commentary,  that  both  Georgia  and  Maryland  orig- 
inally mandated  reporting  by  physicians,  but  the  laws 
were  changed  following  unfavorable  response  from 
the  medical  community  itself!7  As  far  as  I have  been 
able  to  determine,  no  state  which  requires  reporting 
has  ever  exacted  or  enforced  any  penalty,  either  civil 
or  criminal,  on  a physician  for  failing  to  report. 

California  legislation 

Let  us  focus  a little  more  closely  on  one  state  which 
requires  physician  reporting.  California  has  the 
greatest  number  of  registered  drivers  and  vehicles  in 
the  country.  It  has  frequently  been  cited  as  an  in- 
novative leader  in  many  highway  safety  areas. 

The  California  Legislature,  as  early  as  1939,  en- 
acted a law  which  required  physicians  to  report  pa- 
tients whom  they  had  diagnosed  or  treated  with 
conditions  likely  to  cause  lapses  of  consciousness  or 
control.8  This  law  requires  all  physicians  to  report 
in  writing,  immediately,  to  the  local  health  officer, 
the  name,  address,  and  birth  date  of  every  person 


diagnosed  as  having  a “disorder  characterized  by 
lapses  of  consciousness.”  The  report  is  sent  to  the 
state  Department  of  Health  Services,  which  then 
forwards  it  to  the  Department  of  Motor  Vehicles  for 
its  confidential  use,  as  part  of  the  evidence  for  de- 
termining eligibility  of  an  applicant  to  be  licensed  to 
operate  a motor  vehicle  within  the  state.9 

The  responsibility  for  defining  the  term  “repor- 
table conditions”  lies  with  the  Department  of  Health 
Services.  Its  definition,  as  currently  applied,  is  as 
follows: 

Any  person  aged  14  years  or  older  who,  during  the 
preceding  three  years,  has  experienced  on  one  or  more 
occasions,  either  a lapse  of  consciousness  or  an  episode 
of  marked  confusion,  caused  by  any  condition  which 
may  bring  about  recurrent  lapses,  including  momen- 
tary lapses  of  consciousness  or  episodes  of  marked  con- 
fusion . . . 

. . . including  but  is  not  limited  to,  persons  subject  to 
lapses  of  consciousness  or  episodes  of  marked  confu- 
sion resulting  from  neurological  disorders,  senility,  di- 
abetes mellitus,  cardiovascular  disease,  alcoholism  or 
excessive  use  of  alcohol  to  bring  about  blackouts  (ret- 
rograde amnesia  for  their  activities  while  driving).10 

Objections  to  regulation 

I think  you  will  agree  that  the  California  statute 
and  regulations  answer  one  of  the  objections  that 
physicians  most  frequently  raise  when  they  first 
consider  the  concept  of  mandatory  reporting  of  their 
patients:  lack  of  specificity  or  inadequacy  of  criteria 
to  apply  regarding  what  conditions  are  considered 
reportable.  And,  lest  there  be  any  doubt,  the  Board 
of  Medical  Quality  Assurance  has  advised  California 
physicians  that  . . unless  the  physician  can  cate- 
gorically state  that  the  condition  cannot  possibly 
cause  recurrent  lapses,  it  should  be  reported.”  11 
In  explaining  their  reluctance  and/or  excusing 
their  failure  to  report,  physicians  have  also  claimed 
that  by  complying  with  reporting  requirements,  their 
actions  would  constitute  an  “invasion  of  the  patient’s 
privacy”  or  a violation  of  the  doctor-patient  privilege 
of  confidentiality.  To  answer  this  argument,  the 
Uniform  Vehicle  Code,  a model  statute  followed  by 
many  states,  specifically  provides  immunity  from 
civil  liability  or  prosecution  for  any  physician  who 
submits  reports  on  his/her  patients,  in  compliance 
with  the  law.12  Immunity  in  this  sense  means  that 
the  physician  cannot  be  sued  by  the  patient  for  vio- 
lation of  privacy  or  confidentiality  by  the  mere  fact 
of  reporting.  Nor  would  any  physician  be  held  re- 
sponsible for  any  consequences  that  would  flow 
therefrom  (loss  of  license,  restriction  of  driving 
privileges,  and  so  forth)  so  long  as  reporting  was 
factual,  in  conformity  with  usual  medical  standards 
and  good  medical  judgment,  and  not  arbitrary. 
There  is  a critical  “legal  nicety”  here  which  we  should 
examine  more  closely.  The  driver-patient’s  license 
is  not  taken  away,  nor  is  the  applicant  turned  down 
automatically,  solely  because  the  physician  has  so 
reported.  The  physician’s  report  is  confidential,  for 
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the  single  purpose  of  permitting  further  evaluation 
by  state  licensing  authorities  regarding  the  individ- 
ual’s fitness  to  drive. 

State  medical  advisory  committees 

In  most  of  these  states,  the  licensing  agency  has 
available  to  it  a medical  advisory  committee  or  a 
group  of  medical  consultants.  Their  evaluations  and 
recommendations  help  to  insure  that  each  case  will 
be  decided  individually,  and  hopefully  objectively, 
on  its  own  merits.  Again,  this  group  of  advisors  or 
consultants  should  consider  only  the  applicant’s 
fitness  to  drive  from  a medical  standpoint.  The 
ultimate  legal  responsibility  for  licensure  lies  with  the 
state  licensing  agency,  that  official  body  which  has 
been  designated  to  carry  out  overall  assessment  and 
regulation  of  the  driver-applicant. 

To  return  momentarily  to  this  concept  of  immu- 
nity, all  the  states  that  require  or  permit  physician 
reporting  have  followed  the  lead  of  the  Uniform 
Vehicle  Code  and  granted  statutory  civil  immunity 
for  those  physicians  who  comply  with  the  reporting 
provisions  of  the  law. 

Surprisingly,  one  state  (North  Dakota)  which 
grants  statutory  immunity  to  reporting  physicians, 
also  grants  statutory  immunity  to  physicians  who  fail 
to  report.  You  will  recall,  as  we  noted  earlier,  North 
Dakota  only  permits  the  physician  to  report  but  does 
not  require  him/her  to  do  so.13 

Legal  liability 

This  raises  an  interesting  question:  What  is  a 
physician’s  legal  liability  if  he/she  does  not  report? 
Even  in  a state  that  does  not  by  statute  require  re- 
porting? An  answer  to  that  question  is,  if  state  leg- 
islatures will  not  require  physicians  to  report,  our 
courts  may!  In  two  states,  thus  far,  physicians  have 
been  sued  by  third  parties  injured  when  that  physi- 
cian’s patient  experienced  an  epileptic  seizure  while 
driving.  In  Iowa  in  1973,  suit  was  brought  by  an  in- 
jured party  against  a physician.14  The  injured 
plaintiff  maintained  that  the  physician  had  failed  to 
warn  his  patient  regarding  the  dangers  of  driving 
because  of  his  medical  problem  and  this  failure  was 
the  proximate  cause  of  the  accident.  The  trial  court 
dismissed  the  suit  on  the  grounds  that  the  physician 
was  not  the  proper  party  defendant.  The  appellate 
court  found  that  the  trial  court  had  erred  on  this 
point  and  remanded  the  case  for  trial  on  the  facts.  In 
a concurring  opinion  to  that  appellate  decision,  a 
relevant  section  of  the  Restatement  of  Torts  was 
cited15: 

Thus  it  is  as  much  a part  of  the  professional  duty  of 
a physician  to  give  correct  information  as  to  the  char- 
acter of  the  disease  from  which  his  patient  is  suffering, 
where  such  knowledge  is  necessary  to  the  safety  of  the 
patient,  or  others,  as  it  is  to  make  a correct  diagnosis  or 
to  prescribe  appropriate  medicine. 

A similar  situation  arose  in  New  Jersey  in  1963 
involving  an  epileptic  who  crashed  into  a tree  while 
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driving  a car  pool.16  Four  physicians  were  named  as 
defendants  because  each  of  them  had  failed  to  follow 
that  state’s  law  requiring  him  to  submit  a report  on 
the  driver  and  his  medical  condition  to  appropriate 
authorities.  The  passengers,  plaintiffs  in  the  case, 
claimed  that  the  physicians’  failure  to  report  was  the 
proximate  cause  of  their  injuries.  The  case  actually 
went  off  on  another  legal  technicality.  Y et  the  pos- 
sibility that  a physician  might  have  to  bear  ultimate 
responsibility  in  such  a case  was  raised  and  may  find 
other  proponents  in  the  future. 

Judicial  decisions 

I might  suggest  that  other  courts,  particularly  in 
California,  may  broaden  the  so-called  Tarasoff  doc- 
trine to  apply  to  the  case  of  the  “impaired  driver”  and 
his  or  her  potential  victim.  In  this  case,17  a student 
at  the  University  of  California  had  confided  his  in- 
tention to  kill  his  girl  friend  to  a psychologist-ther- 
apist employed  by  the  University  in  the  student 
health  service.  The  psychologist  reported  these  facts 
to  the  campus  police  who  detained  the  student 
temporarily  but  then  released  him  when  he  appeared 
rational.  He  then  went  out  and  carried  out  his 
threat,  killing  his  girl  friend.  Suit  was  brought  by  the 
victim’s  parents  against  the  Regents  of  the  University 
on  the  grounds  that  the  University  and  its  agents  had 
failed  to  warn  the  victim  and  her  parents  and  also 
had  failed  to  confine  the  assailant.  The  Supreme 
Court  of  California  held  that,  in  failing  to  apprise  the 
victim  of  the  danger,  the  therapist  breached  a duty 
to  the  victim  to  exercise  reasonable  care  to  protect 
her  — even  though  she  was  not  his  patient.  The 
court  stated  that  the  “.  . . most  important  (consid- 
eration) in  establishing  a duty  is  foreseeability.”  As 
a general  principle,  a “defendant  (physician)  owes  a 
duty  of  care  to  all  persons  who  are  foreseeably  en- 
dangered by  his  conduct,  with  respect  to  all  risks 
which  make  the  conduct  unreasonably  dangerous.” 
Even  though  the  therapist  in  this  case  had  no  rela- 
tionship to  the  victim,  he  had  that  special  relation- 
ship with  the  asssailant  which  exists  between  patient 
and  physician  or  psychotherapist. 

Such  a relationship  may  support  affirmative  duties 
for  the  benefit  of  third  persons.  Thus,  for  example,  a 
hospital  must  exercise  reasonable  care  to  control  the 
behavior  of  a patient  which  may  endanger  other  per- 
sons. A physician  must  also  warn  a patient  if  the  pa- 
tient’s condition  or  medication  renders  certain  con- 
duct, such  as  driving  a car,  dangerous  to  others. 

In  broadening  the  holdings  of  previous  California 
judicial  decisions  in  similar  cases,  the  court  added: 

Although  the  California  decisions  that  recognize  this 
duty  have  involved  cases  in  which  the  defendant  stood 
in  a special  relationship  both  to  the  victim  and  to  the 
person  whose  conduct  created  the  danger,  we  do  not 
think  that  the  duty  should  logically  be  constricted  to 
such  situations.  Decisions  of  other  jurisdictions  hold 
that  the  single  relationship  of  a physician  to  his  patient 
is  sufficient  to  support  the  duty  to  exercise  reasonable 


care  to  protect  others  against  dangers  emanating  from 

the  patient’s  illness. 

A similar  appellate  decision  was  handed  down  in 
New  Jersey  last  year,  again  based  on  the  failure  of  a 
psychiatrist  to  warn  a potential  victim. 18  The  court’s 
language  is  particularly  relevant  to  the  issue  of  phy- 
sician-patient confidentiality:  “.  . . patient-psy- 

chotherapist privilege  ends  where  the  public  peril 
begins.”  How  relevant  this  language  is  when  con- 
sidering the  case  of  the  impaired  driver,  the  concept 
of  the  public  good  and  safety  being  the  overriding 
concern,  more  important  even  than  the  doctor-pa- 
tient relationship! 

Questions  in  search  of  an  answer 

I would  like  to  raise  a question  here,  one  for  which 
I have  no  answer.  In  line  with  its  statements  in  the 
Tarasoff  case,  would  the  California  Supreme  Court 
now  require  physicians  treating  patients  for  repor- 
table disorders  not  only  to  submit  a report  to  the  local 
health  department,  as  is  required  by  law,  hut  also  to 
be  responsible  for  informing  all  potential  victims  who 
might  be  injured  by  this  patient  while  he  or  she  was 
driving?  And  if  so,  how  should  this  information  be 
communicated?  Should  the  physician  stand  at  a 
main  intersection  and  bellow  through  a megaphone? 
Or  perhaps  take  out  a full-page  ad  in  the  local 
newspaper?  Or  maybe  he  should  do  nothing  more 
complicated  than  contact  the  passengers  in  that  pa- 
tient’s car  pool  to  inform  them  of  the  potential  haz- 
ard? I do  not  know  the  answers,  but  it’s  interesting 
to  speculate. 

One  last  point,  do  physician  reporting  laws  do  any 
good?  The  California  DMV  (Department  of  Motor 
Vehicles)  published  last  July  the  results  of  two 
studies,  one  in  1976,  and  the  other  in  1978,  on 
“Medically  Impaired  Drivers,  An  Evaluation  of 
California  Policy.”  19  An  “impaired”  group,  with  a 
wide  variety  of  physical  or  medical  problems  and 
totaling  20,464  drivers,  was  studied.  Individual 
hearings  were  held  with  each  of  them  concerning 
their  impairments.  From  these  hearings  a series  of 
recommendations  were  made  to  drivers.  Their  ac- 
cident rates  before  and  after  hearing  were  compared 
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with  those  of  a control  group.  The  accident  rates  of 
the  impaired  group  went  down  (combined  means) 
after  the  hearings,  not  to  as  low  a figure  as  that  of  the 
control  group,  but  they  did  drop  significantly.  Most 
of  the  impaired  group  came  to  the  attention  of  the 
DMV  as  a result  of  physician  reporting!  So  the  idea 
works.  Therefore,  if  reporting  saves  one  life,  or 
prevents  one  serious  injury,  it’s  well  worth  it! 

2301  S.  Jefferson  Davis  Highway 
Arlington,  Virginia  22202 
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agement  the  phrase,  functional  impairment  in  driv- 
ing, usually  brings  to  mind  frustrations  of  dealing 
with  departments  of  motor  vehicles  about  patients 
with  epilepsy  or  some  other  condition,  of  trying  to 
convince  an  elderly  patient  not  to  drive  any  more,  or 
of  patching  up  someone  who  has  been  involved  in  a 
crash  because  of  alcohol.  These  are  important  as- 
pects of  the  problem,  and  I will  spend  much  of  my 
time  talking  about  them,  as  well  as  about  what  can 
be  done. 

For  purposes  of  comprehensiveness,  however,  I will 
begin  by  speaking  about  this  issue  somewhat  more 
broadly.  I generally  think  of  driving  impairment  as 
reduced  ability  to  receive  necessary  information,  to 
process  the  information  and  make  proper  judgments, 
to  make  timely  and  appropriate  response  to  the  de- 
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FIGURE  1.  Relationship  between  human  performance  and  task  demand. 


cisions  made,  or  some  combination  of  all  three. 

The  term,  functional  impairment  in  driving, 
however,  has  three  additional  components:  (1)  a 

task  or  activity  of  daily  living  that  we  call  driving 
that,  despite  its  apparent  simplicity,  is  often  complex 
and  demanding,  (2)  the  functions  necessary  to  ac- 
complish that  task,  and  (3)  impairment,  or  relative 
reduction  of  ability  to  perform  it.  I speak  about 
relative  reduction,  because  impairment  basically  is 
a statistical  concept,  meaning  that  there  is  greater 
than  average  probability  that  a person  may  not 
function  as  needed.  Although  there  are  exceptions, 
it  usually  doesn’t  mean  that  the  person  definitely  will 
not  function  as  needed. 

We  know  that  with  BACs  (blood  alcohol  concen- 
trations) at  or  above  0.10  percent  by  weight  everyone 
is  significantly  impaired  for  driving  when  compared 
with  their  performance  without  alcohol,  and  that  at 
0.15  percent  they  have  on  average  a 25-fold  increase 
in  crash  risk.1  But,  even  at  that  high  BAC,  there  is 
still  enough  spare  capacity  to  function  so  that  only 
one  crash  occurs  in  every  several  hundred  miles  of 
driving.  One  question  we  have  to  grapple  with  is  why 
a crash  occurs  at  mile  903  but  not  at  mile  902  or  ear- 
lier. The  answer  to  that  question  often  is  what  made 
the  task  at  that  moment  more  demanding,  not  that 
the  person  has  become  more  impaired. 

Identifying  impairments 

As  physicians,  we  usually  have  little  difficulty  in 
identifying  either  the  patient  who  is  in  excellent 
physical  condition  or  one  who  clearly  has  just  had 
major  myocardial  infarction  and  is  hypotensive  or  in 


pulmonary  edema.  But,  in  the  absence  of  special 
diagnostic  tests,  such  as  SGOTs  (serum  glutamic 
oxaloacetic  transaminase)  or  EKGs  (electrocardio- 
grams), we  may  have  difficulty  in  defining  whether 
someone  is  having  myocardial  insufficiency  short  of 
actual  infarction;  or  when  a person  has  had  a silent 
infarct. 

I would  like  to  suggest  that  diagnostic  tools  com- 
parable to  EKGs  and  SGOTs  commonly  do  not  exist 
for  investigation  of  causation  in  highway  crashes,  and 
consequently,  at  lesser  levels  of  impairment,  we 
commonly  misdiagnose  and  underdiagnose  impair- 
ment, attributing  many  such  crashes  to  carelessness, 
chance  taking,  inattention,  and  similar  pejorative 
terms  which  suggest  that  trouble  could  have  been 
avoided  if  only  he  or  she  had  tried  harder  or  been 
more  careful  or  considerate. 

I already  noted  that  functional  ability  and  the  task 
of  driving  cannot  be  considered  as  entirely  separate, 
but  are  inseparable  like  two  sides  of  a coin.  Crashes 
and  other  injury  events  often  occur  not  solely  because 
of  poor  ability  or  excessive  task  demand,  but  because 
of  subtle  interaction  of  reduced  ability  at  the  same 
moment  there  happens  to  be  increased  task  demand. 
Figure  1 shows  that  anyone  can  reach  a point  of 
“driver  failure”  or  “driver  error”  if  the  task  is  made 
demanding  enough,  and  that  persons  with  relative 
impairment  are  likely  to  reach  that  point  sooner  than 
unimpaired  persons. 

I suspect  some  of  you  are  questioning  my  argument 
at  this  point  in  light  of  data  you  have  seen  from  your 
local  police  department  or  National  Safety  Council 
indicating  that  the  driver  is  the  culprit  in  about  90 
percent  of  crashes  or  that  alcohol  is  a factor  in  one 
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half  of  fatal  crashes.  If  those  data  are  accurate,  how 
then  do  we  explain  the  fact  that  we  can,  and  often  do, 
bring  about  a 200  to  300  percent  reduction  in  crashes 
and  crash  fatalities  simply  by  changing  the  design  of 
a roadway  without  reducing  the  number  of  alcohol 
or  medically  impaired  persons  on  it! 

Facts  like  this  should  raise  important  questions. 
A study  done  by  Brown2  of  104  injury  producing 
crashes  in  Iowa  is  even  more  provocative.2  He 
identified  a total  of  630  contributory  factors,  or  over 
6 factors  per  crash.  According  to  his  system,  these 
were  categorized  as  19  percent  driver  factors,  31 
percent  vehicular,  and  50  percent  environmental. 

Brown  next  attempted  to  transfer  his  data  to  the 
NSC  (National  Safety  Council)  crash  investigation 
form,  which  is  the  standard  used  by  most  states,  to 
guide  police  and  motor  vehicle  agency  collection  and 
organization  of  data.  Two  things  happened.  First, 
he  found  that  only  140  of  the  630  factors  could  fit 
onto  the  NSC  form.  Even  more  serious,  however,  the 
distribution  of  factors  shifted  drastically  to  89  per- 
cent driver,  1 1 percent  vehicular,  and  0 percent  en- 
vironmental. Since  the  NSC  form  is  the  basis  for  the 
publication,  Accident  Facts,  and  is  a major  source  of 
data  for  safety  programs  and  public  education  in  the 
United  States,  it  is  small  wonder  that  both  public  and 
professionals  are  mistakenly  under  the  impression 
that  9 out  of  10  crashes  are  caused  entirely  by  the 
“nut  behind  the  wheel.”  The  lesson  here  is  that,  in 
the  absence  of  sophisticated  diagnostic  techniques 
for  crash  investigation,  we  are  commonly  faced  with 
data  of  poor  quality  which  often  leads  us  to  wrong 
conclusions  about  the  nature  of  both  human  and 
environmental  components  in  crashes. 

Learning  curve  phenomena 

A recent  study  of  15,000  crashes  showed  that  the 
best  single  predictor  of  high  crash  risk  is  unfamili- 
arity with  the  area  being  traveled.3  Age  and  driving 
experience  were  the  next  two  predictors.  All  of  these 
variables  relate  to  the  learning  curve  phenomenon. 
I hope  to  show  that  young  drivers,  elderly  drivers,  and 
many  drivers  with  medical  conditions  may  have  a 
common  denominator:  functional  impairment  be- 
cause of  the  learning  phenomenon. 

Young  drivers  get  into  trouble  because  they  are  on 
three  learning  curves.  First,  skills  in  judgment  take 
longer  to  learn  or  internalize  than  do  skills  in  data 
acquisition,  or  in  responding  once  the  judgments 
have  been  made.  Because  of  this,  it  takes  at  least  two 
years  of  intensive  driving  experience  to  learn  to  make 
valid  judgments  with  sufficiently  high  frequency, 
that  is,  to  reduce  the  large  amount  of  variability  in 
performance  that  is  the  hallmark  of  any  learning 
process.  It  is,  of  course,  relevant  that  even  highly 
skilled  and  experienced  people  on  occasion  also  show 
variations  in  performance.  Some  of  their  judgments 
are  sufficiently  extreme  to  be  classified  as  outright 
errors;  but  these  people  make  mistakes  with  much 
lower  frequency,  have  learned  to  identify  their  vari- 
ations sooner,  and  to  take  appropriate  corrective 


actions. 

It  is  also  relevant  that  the  crash  rates  for  novice 
drivers  who  are  middle  aged  is  similar  to  those  for 
teen-aged  drivers,  suggesting  that  the  learning  pro- 
cess, not  youth  per  se,  is  the  basis  for  much  of  the 
high  crash  risk  of  teenagers.  But  the  young  driver’s 
problem  is  complicated  by  also  learning  how  to  drink 
and  how  to  combine  drinking  and  driving.  Those 
two  additional  learning  curves  keep  the  crash  risk 
high  until  about  age  25. 

Can  driver  education  deal  with  the  learning 
problem?  Unfortunately,  although  about  30  poorly 
designed  studies  show  driver  education  to  be  useful, 
not  one  of  the  better  designed  studies  supports  this 
contention.  Negative  results  persist,  no  matter 
whether  the  education  involves  beginners  or  re- 
training programs,  such  as  the  National  Safety 
Council’s  Defensive  Driving  Course. 

The  elderly  driver  is  also  on  a learning  curve,  but, 
unfortunately,  not  one  that  is  self-limited  as  in  the 
case  just  described.  Physiologic  changes,  and 
changes  in  functional  ability  that  commonly  occur 
with  greater  frequency  beginning  at  age  45  to  55, 
often  affect  data  acquisition,  judgment,  or  response; 
but  they  often  do  so  at  times  and  rates  and  in  ways 
that  the  elderly  person  cannot  predict.  With  early 
signs  and  symptoms  of  chronic  brain  syndrome, 
transient  ischemic  attacks,  and  related  phenomena, 
a person  may  show  wide  swings  within  a matter  of 
only  hours  or  even  minutes.  The  driver  as  a conse- 
quence is  constantly  trying  to  catch  up  with  an  iras- 
cible and  unpredictable  phenomenon  which  is 
changing  even  as  he  is  adjusting. 

Impairment  definition 

With  these  conceptual  issues  behind  us,  let  us 
consider  some  aspects  of  impairment  as  they  relate 
to  medical  conditions  and  to  alcohol  consumption. 
Generally  speaking,  the  more  carefully  designed 
epidemiologic  studies  indicate  that  drivers  with 
medical  conditions  characterized  by  rapid  physio- 
logic changes  (for  example:  epilepsy,  diabetes,  heart 
disease,  senility,  mental  illness,  and  alcoholism)  do 
have  about  a twofold  increase  in  crash  risk;  whereas 
those  with  stable  conditions,  such  as  long-term  pa- 
ralysis or  amputation,  do  not.4  Some  forms  of  re- 
duced vision  and  hearing,  however,  although  stable 
do  have  an  increase  in  risk,  probably  because  of  the 
extent  to  which  they  interfere  with  data  acquisition.4 
I should  note  that  the  New  York  State  study  of 
drivers  with  bioptic  lenses  cannot  be  categorized  as 
a study  that  meets  acceptable  scientific  criteria  for 
design.5  Old  age  per  se  in  the  absence  of  medical 
impairment  does  not  seem  to  increase  crash  risk.6 

Such  information  about  crash  risk  should  be  es- 
sential as  the  basis  for  driver  regulation.  I say  should 
be  because  in  actual  fact  regulation  of  drivers  with 
medical  conditions  preceded  by  about  25  years  any 
firm  evidence  that  drivers  with  these  conditions  did 
have  an  increased  risk  of  crashing. 

Although  representing  an  essential  part  of  driver 
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regulation  strategy,  such  information  by  itself  is  not 
an  adequate  basis  for  regulation.  In  response  to  a 
request  from  the  California  Department  of  Motor 
Vehicles  about  the  degree  to  which  an  applicant’s 
heart  condition  was  likely  to  interfere  with  his  driv- 
ing, one  physician  answered,  “Mr. can  drive  as 

well  as  anyone  with  a heart  condition.”  There  is 
documentation  that  departments  of  motor  vehicles, 
and  physicians  as  well,  often  make  licensing  decisions 
based  on  diagnosis  rather  than  on  assessment  of 
functional  ability  when  the  particular  individual 
happens  to  have  a diagnostic  label.7 

There  has  also  been  an  unfortunate  tendency  for 
physicians  to  write  articles  for  medical  literature 
containing  long  shopping  lists  of  common  and  rare 
conditions  that,  theoretically  at  least,  could  interfere 
with  driving.  I am  frustrated  by  such  lists,  just  as  I 
am  frustrated  with  differential  diagnoses  that  are  two 
or  three  pages  long.  It  is  essential  for  us  to  zero  in  on 
conditions  that  deserve  highest  priority  because  they 
are  most  frequent  and  are  likely  to  be  most  debili- 
tating. Using  those  criteria,  there  are  probably  about 
a dozen  conditions  warranting  serious  consider- 
ation. 

How  does  one  make  a functional  assessment? 
Ideally  the  following  components  should  be  consid- 
ered: 

1.  Is  the  person’s  primary  condition  sufficiently 
severe  that  it  is  likely  to  interfere  with  functions  of 
data  acquisition,  decision  making,  and/or  timely  and 
appropriate  response  to  the  decisions?  Attention 
should  be  given  not  only  to  obvious  impairments, 
such  as  seizures  or  loss  of  consciousness,  but  to  more 
subtle  reductions  in  spare  capacity  which  may  be- 
come apparent  only  in  heavy  traffic  or  other  de- 
manding tasks. 

Attention  should  be  paid  as  well  to  variations  in 
function  over  a period  of  time.  Do  relatives  inform 
you  that  the  alert  senior  citizen  whom  you  see  before 
you  is  having  occasional  episodes  of  forgetfulness  or 
confusion?  What  is  the  rate  of  disease  progression? 
Will  the  person’s  functional  ability  deteriorate  sub- 
stantially during  a three-year  licensing  period  be- 
cause of  the  inherent  condition  or  therapeutic  in- 
terventions, such  as  medications  prescribed? 

2.  Are  there  comorbid  conditions  that  are  likely 
to  further  reduce  spare  capacity?  Consider,  for  ex- 
ample, diabetes  in  conjunction  with  hypertension, 
myocardial  infarction,  or  alcohol  abuse. 

3.  How  well  do  you  know  the  patient?  Is  he  or 
she  a reliable  historian  and  willing  to  take  responsi- 
bility for  his/her  care?  Or,  are  you  dealing  with  a 
physician-hopper  who  goes  to  a new  physician 
whenever  unhappy  with  the  recommendations  made 
by  the  last  physician  to  the  Department  of  Motor 
Vehicles? 

4.  What  is  the  patient’s  actual  history  of  highway 
crashes  and  citations?  Especially  with  an  elderly 
person  who  drives  relatively  little,  even  a single  crash 
or  citation  after  many  years  of  trouble-free  driving 
should  be  a red  flag  indicating  functional  capacity  for 


driving  may  be  marginal. 

5.  Does  the  person  have  a special  driving  task, 
such  as  driving  a truck,  school  bus,  or  an  emergency 
vehicle  that  is  likely  to  put  many  people  at-risk  be- 
cause of  the  nature  of  the  task  or  the  cargo? 

6.  If  some  form  of  increased  risk  does  exist,  is  it 
essential  to  recommend  complete  license  revocation 
or  can  restrictions,  such  as  daylight  driving  or  oper- 
ation of  a passenger  vehicle  only,  permit  continuation 
of  some  vehicular  mobility? 

It  would  be  nice  to  have  valid  and  reliable  guide- 
lines in  considering  these  issues.  Currently  guide- 
lines do  exist  for  major  conditions  from  some  half 
dozen  sources,  such  as  the  American  Medical  Asso- 
ciation,8 Public  Health  Service,9  and  my  own  book.4 
By  and  large  they  have  similar,  but  not  totally  iden- 
tical, cut-off  points.  Major  problems  exist  in  the  use 
of  such  guides. 

— They  are  totally  empirical,  being  based  entirely  on 
expert  opinion  rather  than  on  experiential  data.  But 
they  are  the  best  we  have,  and  in  my  opinion  are 
useful  within  limits. 

— There  is  no  way  of  documenting  at  present  whether 
or  not  what  is  defined  as  moderately  severe  func- 
tional impairment  for  someone  with  diabetes  is 
equivalent  to  what  is  defined  as  moderate  severity  for 
someone  with  a myocardial  infarction,  epilepsy, 
mental  illness,  senile  dementia,  or  alcoholism. 
—Closely  allied  to  this  problem  is  the  fact  that  all 
studies  to  date  have  been  based  on  crash  risk  as  re- 
lated to  single  arbitrarily  defined  diagnoses.  There 
has  been  no  attempt  to  deal  with  the  fact  that  dis- 
eases often  cluster;  for  example:  hypertension, 

transient  ischemic  attacks,  strokes  and  coronary 
artery  disease,  or  diabetes,  myocardial  infarction,  and 
reduced  vision 

What  is  needed  is  some  system  that  would  permit 
comparability  between  different  diagnostic  catego- 
ries in  defining  degree  of  functional  impairment  and 
would  also  consider  comorbidity  in  the  process.  It 
is  important  that  such  a system  be  validated  in  this 
real  world  of  crash  experience,  and  that  studies  at- 
tempting such  validation  should  all  use  similar  def- 
initions. For  this  reason  the  American  Association 
for  Automotive  Medicine  recently  established  a 
committee  to  develop  as  a research  tool  a Functional 
Impairment  Scale  for  Driving.  If  scaling  can  be  es- 
tablished for  half  dozen  to  a dozen  major  medical 
conditions,  and  if  validation  efforts  can  be  carried  out 
with  the  assistance  of  funding  from  the  “National 
Highway  Traffic  Safety  Administration”,  it  will  then 
be  possible  to  use  this  scale  to  provide  sound  guid- 
ance for  physicians  and  departments  of  motor  vehi- 
cles. 

Alcohol  abuse 

Let  us  turn  briefly  to  the  subject  of  alcohol  and 
highway  safety.  There  is  substantial  evidence  that 
at  least  two  thirds  of  those  who  get  into  trouble  as 
alcohol-impaired  drivers  are  not  social  drinkers,  but 
rather  individuals  who  are  well  on  their  way  to,  or 
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have  already  established,  serious  patterns  of  alcohol 
abuse.1  Most  of  the  remainder  are  the  young  drivers 
described  before  who  are  experimenting  with  al- 
cohol. 

Physicians  in  general  become  quite  discouraged 
about  the  prospect  of  dealing  with  people  who  abuse 
alcohol.  Although  I have  no  panaceas  to  offer,  1 
would  like  to  highlight  some  aspects  that  are  relevant 
to  approaching  the  problem. 

First,  there  is  good  reason  to  believe  that  alcohol- 
ism is  not  one  single  etiologic  entity,  but  rather  sev- 
eral conditions  all  defined  by  excessive  drinking 
sufficient  to  adversely  affect  one’s  health,  social,  and 
economic  functioning.  This  means  on  the  one  hand 
that  no  single  therapeutic  regimen  is  likely  to  be 
successful  even  a majority  of  the  time.  On  the  other 
hand,  if  the  first  treatment  approach  doesn’t  work, 
there  is  a fairly  good  chance  that  another  approach 
may  be  successful. 

Second,  the  average  problem  drinker  who  gets  into 
trouble  on  the  highway  is  somewhat  younger  and 
earlier  in  his  abuse  patterns  than  is  the  average  per- 
son who  seeks  treatment  at  an  alcoholism  clinic. 
Because  there  is  more  to  lose,  one  is  often  more 
amenable  to  successful  treatment  through  crisis  in- 
tervention techniques. 

Third,  it  is  imperative  that  both  physician  and 
patient  know  that  the  stabilization  period  of  reha- 
bilitation for  someone  who  has  been  an  alcohol  abu- 
ser lasts  about  two  years.  Many  people  tend  to  get 
discouraged  too  soon  because  they  are  unaware  of 
this  fact. 

Fourth,  provocative  reports  about  the  epidemiol- 
ogy of  alcohol  abuse  surface  from  time  to  time  in  al- 
coholism literature  which  very  strongly  suggest  that 
the  maturation  process  involving  abuse  of  this  drug 
is  similar  to  many  other  drugs,  indicating  that  many 
young  abusers  “burn  out”  or  mature  out  of  their 
pattern  by  the  age  of  30  or  35.  If  we  limit  ourselves 
to  looking  at  the  40  to  50-year-old  typical  clients  of 
alcoholism  clinics,  we  are  likely  to  get  a much  more 
discouraging  picture  about  the  success  of  treatment 
than  if  we  examine  the  entire  range  of  individuals 
who  move  along  the  path  of  alcohol  abuse.  In  short, 
to  a much  more  substantial  degree  than  we  are  gen- 
erally aware,  alcoholism  may  be  a self-limited  dis- 
ease. 

Why  then  do  some  people  go  on  with  their  prob- 
lems as  long  as  they  do?  For  one  thing,  physicians 
often  have  a low  index  of  suspicion,  don’t  ask  the 
right  questions,  and,  for  a variety  of  reasons,  don’t 
show  sufficient  continuing  interest  in  helping  the 
patient  deal  with  the  problem.  Such  assistance  must 
be  part  and  parcel  of  managing  alcohol-impaired 
drivers.  For  another  thing,  in  our  frustration  about 
how  to  deal  with  emotional  problems  within  a tight 
patient  schedule,  we  have  a tendency  as  therapists 
to  overprescribe  tranquilizers.  As  Bissell10  and 
others  have  repeatedly  documented,  these  may  create 
a cross-addiction,  and  often  have  the  net  effect  of 
making  the  alcohol  abuser’s  problem  that  much 


harder  to  treat. 

There  is  good  reason  for  many  alcoholics  to  look 
with  suspicion  on  the  medical  profession.  Not  only 
do  many  of  us  avoid  giving  them  help,  but  also  we 
often  lay  a guilt  trip  on  them,  and  then  ensure  iat- 
rogenic continuation  of  the  disease  through  the 
chemical  regimen  we  prescribe.  I am,  for  one,  not 
discouraged  about  what  physicians,  with  training, 
can  do  to  remove  this  form  of  medical  impairment  to 
driving. 

Summary 

In  summary,  impairment  to  driving  is  a more 
complex  phenomenon  than  is  commonly  thought, 
involving  both  human  and  environmental  aspects, 
as  well  as  both  young  and  old  drivers.  At  less  ex- 
treme levels  of  impairment,  the  reasons  for  reduced 
function  may  often  be  misdiagnosed  as  carelessness 
or  similar  behavior,  presumed  to  be  correctable 
simply  through  effort  and  interest.  Data  indicate 
that,  as  a group,  drivers  with  certain  medical  condi- 
tions do  have  increased  crash  risk.  Currently,  only 
empirical  guides  exist  to  help  decide  which  of  these 
persons  may  drive  without  restriction,  which  only 
with  restriction,  and  which  not  at  all.  Impairment 
by  alcohol  commonly  involves  persons  with  long-term 
patterns  of  alcohol  abuse.  These  individuals  may  be 
much  more  amenable  to  rehabilitation  through 
knowledgeable  medical  assistance  than  most  physi- 
cians are  aware  of. 

125  Holmes  Road  Extension 
South  Burlington,  Vermont  05401 
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In  1946,  the  State  Legislature,  at  the  request  of  the 
Department  of  Motor  Vehicles  (now  the  Motor  Ve- 
hicle Administration),  advised  that  a medical  advi- 
sory board  be  formed  to  help  the  commissioner  of 
motor  vehicles  determine  licensure  of  individuals 
with  medical  problems.  This  came  about  as  a result 
of  the  late  Howard  Bubert,  M.D.,  who  was  police 
surgeon,  requesting  that  such  a board  be  formed.  He 
had  found  it  necessary  to  seek  information  from 
friends  regarding  safety  in  driving  of  certain  indi- 
viduals with  medical  problems. 

Formation  of  Medical  Advisory  Board 

The  Board  was  formed  in  1946  and  the  first 
meeting  was  held  on  January  22,  1947.  There  were 
four  physicians  appointed  to  serve  representing  a 
certified  orthopedic  surgeon,  psychiatrist,  internist, 
and  neurologist.  They  met  at  noon,  one  day  per 
month  for  one  hour  to  review  cases.  In  1952,  the 
Board  was  enlarged,  meeting  several  times  per 
month.  In  1954,  the  meetings  were  held  at  night  to 
better  accommodate  the  increasing  number  of  indi- 
viduals working  during  the  day.  Meetings  soon  de- 
veloped into  hearings  one  night  per  week.  Gradually 
the  need  for  additional  time  increased,  and  since 
June,  1964,  hearings  have  been  conducted  on  Mon- 
days and  Thursdays  of  each  week  in  the  Motor  Ve- 
hicle Administration  Building  in  Glen  Burnie,  a 
metropolitan  area  of  Baltimore.  Satellite  medical 
advisory  boards  have  been  developed  in  five  other 
areas  of  the  state.  They  are,  Rockville,  near  Wash- 
ington, D.C.,  three  nights  per  month;  Cheverly,  near 
Washington,  D.C.,  two  nights  per  month;  Hagers- 
town in  Western  Maryland,  one  night  per  month; 
LaVale,  the  newest  board  in  the  Western  mountain 
area,  and  Salisbury  on  the  Eastern  Shore,  one  night 
per  month.  One  physician  works  two  afternoons  per 
month  to  review  records  and  see  the  occasional  driver 
or  applicant  who  works  nights  and  who  is  willing  to 
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be  seen  by  one  physician  only  instead  of  the 
Board. 

All  boards  are  now  composed  of  an  orthopedic 
surgeon  or  physiatrist,  neurologist  or  neurosurgeon, 
psychiatrist,  internist,  cardiologist,  or  endocrinolo- 
gist. Although  the  Medical  Advisory  Board  origi- 
nally had  only  4 members,  there  are  now  44  members 
who  serve  in  their  local  areas.  Those  physicians  in- 
terested in  serving  on  the  Board,  send  their  curricu- 
lum vitae  to  the  chairman  of  the  Medical  Advisory 
Board,  who  then  refers  the  applicant  to  the  Medical 
and  Chirurgical  Faculty  executive  board  for  approval. 
If  the  executive  board  approves,  the  individual  is 
then  nominated  and  is  then  appointed  by  the  director 
of  the  Motor  Vehicle  Administration.  Members  are 
reappointed  each  year  in  August.  Thus,  new  mem- 
bers can  be  appointed  to  replace  physicians  who  have 
dropped  out  by  retirement  or  death. 

At  first,  the  serving  was  without  stipend.  In  1952, 
$10  was  paid  to  each  member  per  meeting.  This  has 
since  been  gradually  increased  to  $100  per  meeting. 
Should  Board  members  be  required  to  attend  court 
hearings,  they  receive  $100  per  half-day  session. 

Function  of  Board 

The  function  of  the  Board  has  changed  since  its 
inception,  and  now  its  role  is: 

1.  To  determine  if  the  physical  or  medical  disability  of 
the  individual  poses  too  great  a risk  to  drive. 

2.  To  assure  that  the  disability  is  under  the  best  control 
possible  through  treatment  so  the  applicant  may  be 
a good  driving  risk.  In  this  way,  following  improve- 
ment of  a disability,  an  applicant  can  be  reviewed  in 
3,  6,  or  12  months  to  determine  if  his  condition  is  such 
that  he  can  be  approved  for  driving  privileges. 

Seminars 

Since  the  44  physicians  on  the  Maryland  State 
Advisory  Board  are  scattered  around  the  state, 
teaching  seminars  were  held  in  1977  and  1978  at 
Deep  Creek  Lake,  in  western  Maryland.  Well- 
known  speakers  in  automotive  medicine  spoke  on 
specific  medical  conditions  and  driving  topics. 
Another  seminar  is  planned  for  this  fall  with  fewer 
speakers;  however,  there  will  be  workshops  pre- 
senting case  histories  with  open  discussions  on  how 
to  handle  these  more  complicated  problems  in  order 
that  all  boards  may  function  similarly. 

A yearly  spring  meeting  is  held  in  the  evening  to 
discuss  problems,  proposals,  and  other  issues.  This 
is  an  open  meeting  held  at  the  main  office  of  the 
Motor  Vehicle  Administration  in  Glen  Burnie  with 
the  public  invited  to  attend. 

In  1972,  a pamphlet  entitled  Guidelines  for  Phy- 
sicians was  printed  and  sent  to  all  physicians  in  the 
state  to  inform  them  about  the  Medical  Advisory 
Board  and  to  present  the  guidelines  used  which  were 
also  printed  in  the  Maryland  regulations  and  passed 
by  the  State  Legislature.  These  guidelines  have  been 
revised  once  and  another  revision  is  planned  for  this 
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fall.  They  will  then  he  reprinted  and  sent  again  to 
all  physicians  in  the  state.  The  guidelines  were  de- 
vised and  simplified  after  reviewing  guidelines  from 
many  places  in  the  United  States,  Canada,  England, 
and  others. 

Referrals 

Individuals  with  problems  which  may  endanger 
their  ability  to  drive  are  referred  by  traffic  court 
judges,  accident  reports,  families,  friends  or  neigh- 
bors, physicians,  and  people  who  report  themselves. 
More  recently,  insurance  companies  have  begun  re- 
porting individuals.  In  many  cases,  family  members 
have  reported  individuals  because  of  senility  or  out 
of  anger  at  another  member  of  the  family. 

On  the  license  application  or  renewal  forms  are 
boxes  to  check  yes  or  no  which  indicate  whether  or 
not  the  applicant  has  any  medical  or  physical  dis- 
ability which  may  affect  driving.  If  he  or  she  answers 
yes,  a report  from  the  physician  is  to  be  attached. 
Some  individuals  who  were  referred  to  the  Board 
following  an  accident  or  report  of  disability,  have 
checked  the  “no”  box  believing  this  did  not  apply  to 
them. 

In  1972,  a flyer  was  inserted  with  applications  and 
renewal  forms  specifying  those  conditions  requiring 
medical  reports.  It  states: 


IMPORTANT  NOTICE 

Under  Maryland  law,  any  person  who  has  been  treated 
by  a physician  or  hospital  for  any  of  the  following 
physical  or  mental  disorders  during  the  past  two  years, 
must  report  this  disorder  to  the  Motor  Vehicle  Admin- 
istration, for  evaluation  by  the  Medical  Advisory 
Board.  This  does  not  necessarily  mean  you  will  lose 
your  license. 

Heart 
condition 
Loss  of  limb(s) 

Multiple 
sclerosis 


Muscular 

dystrophy 

Psychiatric 

disorder 

Stroke 


Alcoholism 
Cerebral  palsy 
Diabetes 
Drug  or  narcotic 
addiction 
Epilepsy 

Any  other  illness  in  which  there  was  a lapse  of  con- 
sciousness, blackout,  or  seizure. 

IF  YOU  HAVE  OR  HAVE  HAD  ANY  OF  THE 
ABOVE  DISORDERS,  PLEASE  INDICATE  ON 
YOUR  APPLICATION  AND  OBTAIN  FROM 
YOUR  PHYSICIAN  A CERTIFICATE  INDICAT- 
ING ONSET,  DIAGNOSIS,  PROGNOSIS  AND 
PRESENT  MEDICATION,  IF  ANY.1 


This  flyer  was  contested  by  a civil  rights  group, 
and  a public  meeting  was  held,  but  only  alcoholic 
associations  attended.  Thus  the  flyer  was  ap- 
proved. 

Since  utilization  of  the  flyer,  several  hundred  in- 
dividuals have  admitted  to  a disability  and  enclosed 
a report  by  their  physicians.  Most  of  these  indi- 
viduals are  not  even  seen  on  the  basis  of  the  physi- 
cian’s report.  As  a result  of  this  procedure,  the 
Medical  Advisory  Board  now  receives  approximately 
450  new  reports  per  month. 


Procedures 

Once  an  individual  is  referred  to  the  Board,  a letter 
is  sent  to  him  or  her  requesting  names  of  physicians, 
hospitals,  treatment  centers,  any  pertinent  infor- 
mation, and  signature  to  authorize  to  obtain  certain 
reports. 

A specific  form  is  sent  for  each  designated  dis- 
ability. These  medical  history  forms  have  been  de- 
veloped by  the  Medical  Advisory  Board  in  each  of  the 
following  categories: 

Vision  Neuromuscular  Diabetes  Mellitus 

Psychiatric  Neuroskeletal 

Cardiac  Seizures 

These  forms  are  simple,  can  be  filled  out  quickly,  and 
give  only  pertinent  information.2  t 

A letter  on  the  reverse  side  of  the  form  explains 
that  the  information  is  necessary  to  aid  the  Medical 
Advisory  Board  in  determining  the  medical  eligi- 
bility for  a driver’s  license.  If  the  return  form  states 
that  information  is  confidential  and  cannot  be  given, 
then  recommendation  is  made  not  to  allow  driving 
privileges.  If  the  return  form  states  the  driver  or 
applicant  has  not  been  seen  or  examined  recently, 
and  information  cannot  be  provided,  a letter  is  sent 
to  the  applicant  or  driver  requesting  a current  ex- 
amination. If  this  individual  fails  to  follow  through, 
recommendation  is  made  that  he/she  not  be  allowed 
to  drive. 

After  the  medical  information  has  been  received, 
it  is  reviewed  and  recommendation  is  made  in  the 
following  manner: 

1.  The  individual  is  recommended  for  driving  privi- 
leges. 

2.  The  individual  is  to  be  seen  in  person  by  the  Medical 
Advisory  Board  and  an  appointment  is  sent  to  ap- 
pear. 

3.  Additional  medical  information  is  needed. 

Individuals  with  insulin-dependent  diabetes,  al- 
coholism, central  nervous  system  disorders,  cerebral 
hemorrhage  or  infarction,  loss  of  consciousness,  ep- 
ilepsy, and  various  psychoses  are  always  seen  at  least 
once.  Any  individual  recommended  not  to  drive 
must  be  seen  in  person.  Recommendations  are  made 
for  licensing  with  certain  restrictions.  These  are: 

1.  Restrictions  to  daylight  driving. 

2.  Using  limited  roads  only. 

3.  Certain  specific  equipment. 

4.  Alcohol  restrictions. 

5.  Periodic  medical  examination  and  reports. 

6.  Reappearance  before  the  Board  at  certain  inter- 
vals. 

Each  person  to  be  interviewed  is  given  a specific 
date  and  time  to  appear.  The  members  of  the  Board 
review  the  medical  information  and  question  the 
applicant.  If  his  answers  differ  from  the  information 
received,  he  is  requested  to  see  his  physician  and 
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correct  all  confusing  information  and  to  reappear  in 
the  near  future.  Applicants  must  know  their  specific 
medical  condition,  the  complications  of  their  medi- 
cations, such  as  insulin  reactions,  be  able  to  describe 
their  seizures,  medications  they  are  taking,  how  often, 
and  so  forth.  In  some  cases  they  are  asked  to  write 
a paper  on  it. 

At  the  end  of  the  interview,  the  applicant  or  driver 
is  informed  that  he  will  receive  a letter  in  several 
weeks  from  the  director  or  his  appointed  staff  with 
a recommendation.  The  case  is  then  discussed  and 
recommendation  is  made  in  writing  giving  the  rea- 
sons for  the  specific  recommendation.  The  secretary 
attending  the  meeting,  who  is  a member  of  the  Motor 
Vehicle  Administration,  is  responsible  for  trans- 
mitting the  Board’s  recommendation  to  the  director 
of  driver  licensing,  and  to  do  other  related  functions 
as  requested  by  members  of  the  Medical  Advisory 
Board. 

It  is  interesting  to  note  that  alcoholics  are  making 
up  an  ever-increasing  number  of  those  referred.  An 
individual  with  two  convictions  of  driving  under  the 
influence  is  referred  to  the  Board.  These  are  usually 
a more  difficult  group  and,  because  many  cannot  be 
depended  on,  trained  investigators  may  conduct  an 
investigation  before  recommendation  is  made,  par- 
ticularly if  answers  given  to  questions  asked  are 
questionable.  If  the  alcoholic  can  convince  the 
Board  that  he  has  not  indulged  in  alcohol  for  six 
months,  he  is  recommended  for  license  with  an  al- 
cohol restriction.  The  number  “9”  is  placed  on  the 
license.  This  “9”  indicates  to  any  police  officer  who 
may  stop  the  vehicle  for  any  reason  that  the  driver 
has  an  alcohol  problem.  If  it  is  suspected  that  the 
person  has  had  alcohol,  the  license  can  be  taken  away 
at  that  time.  The  alcoholic  must  also  attend  an  al- 
coholic clinic,  Alcoholics  Anonymous,  or  be  seen  by 
a private  psychiatrist  regularly.  A report  is  re- 
quested of  the  individual’s  attendance,  participation, 
and  so  forth,  and  he  must  report  to  the  Board  at 
specified  intervals  of  3,  6,  or  12  months. 

Results 

A tally  is  kept  of  the  number  of  persons  seen  by  the 
Board  in  each  category  listing  those  approved  or  re- 
jected. In  the  year  July  1,  1978,  through  June  30, 


1979,  the  following  conditions  were  seen: 

Epilepsia  or  loss  of  consciousness:  1,677  seen  with  1,463 
approved  and  214  rejected. 

Mental  disorders  and  alcoholism:  2,491  seen  with  1,823 
approved  and  688  rejected. 

Diabetes:  756  seen  with  736  approved  and  20  re- 

jected. 

Cardiac:  460  seen  with  443  approved  and  17  rejected. 

Paralytic:  80  seen  with  62  approved  and  18  rejected. 

Atrophic  or  degenerating  disease:  414  seen  with  361 
approved  and  53  rejected. 

Amputated  limbs:  23  seen  with  20  approved  and  3 re- 
jected. 

Mental  retardation:  5 seen  with  3 approved  and  2 re- 
jected. 

Many  of  those  rejected  at  first  were  subsequently 
approved  when  their  condition  improved.  When 
there  is  any  change  in  the  condition  or  medication, 
the  individual  is  responsible  for  reporting  it  to  the 
Medical  Advisory  Board. 

Statistics  are  not  as  yet  available  on  all  of  these 
first  timers  except  the  alcoholic  driver  placed  on  al- 
cohol restrictions;  these  findings  were  very  impres- 
sive. There  is  a group  comprising  221  drivers  from 
41  to  45  years  of  age,  with  a number  of  violations  over 
a period  of  20  or  more  years  who  have  been  involved 
in  1,707  violations  before  being  seen  by  the  Medical 
Advisory  Board,  and  there  are  106  known  individuals 
involved  in  247  violations  after  being  seen  by  the 
Medical  Advisory  Board  whose  statistics  have  not 
been  analyzed. 

The  Maryland  Medical  Advisory  Board  is  planning 
to  have  all  of  the  70,000  plus  cases,  seen  from  1947  to 
the  present  time,  put  on  computers  and  statistically 
analyzed. 

22  South  Greene  Street 
Baltimore,  Maryland,  21201 
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Effective  use  of  the  tools  of  communication  is 
requisite  for  the  successful  operation  of  any  health- 
care facility.  Far  too  often,  though,  it  is  the  experi- 
ence of  hospital  management  that  there  is  little 
communication  or,  at  best,  not  very  substantive 
communication  between  themselves  and  the  medical 
staff  of  the  institution  they  serve.  The  chief  execu- 
tive officer,  with  a small  cluster  of  “working  part- 
ners,” on  a medical  staff  is  a picture  that  one  obtains 
from  both  literature  and  experience.  The  intent  of 
this  article  is,  hopefully,  to  repaint  the  picture  by  the 
proposal  of  a formal  structure  for  administration/ 
medical  staff  communication;  it  is  perceived  that  the 
proposed  method  is  as  applicable  in  the  small  rural 
hospital  as  in  its  large  big-city  brethren. 

Communication  between  hospital  management 
and  the  medical  staff  need  not  be  so  all-inclusive  as 
to  involve  all  management  staff  and  all  physicians  on 
the  medical  staff.  Rather,  administration/medical 
staff  communication  may  be  enhanced  and  accom- 
plished utilizing  different  groups  of  physicians  and 
different  levels  of  management.  Relationships  that 
could  foster  'more  effective  communication  in- 
clude: 

1.  A general  working  involvement  between  manage- 
ment and  medical  staff. 

2.  A more  formal  interplay  between  management 
and  medical  staff,  as  well  as  relationships  between 
management  and  medical  staff  officers  (or  executive 
committee). 

3.  Coordination  of  management  and  medical  staff 
department  and  committee  chairmen. 

4.  An  involvement  of  the  medical  staff  officers  and/ 
or  departmental  chairman  in  the  internal  administra- 
tive operation  of  the  hospital. 


Proposals 

First,  a general  working  involvement  between 
management  and  the  medical  staff  allows  for  medi- 
cal-staff involvement  in  the  process  of  the  institu- 
tional planning;  all  too  frequently,  the  medical 
component  of  hospital  operations  is  not  fully  in- 
volved with  the  planning  process.  Development  of 
a mission  statement  or  formalization  of  the  goals  of 
the  institution  are  excellent  starting  points  for  a co- 
operative relationship  among  physicians,  adminis- 
tration, and  board  of  trustees.  Emphasized  in  the 
literature  on  institutional  planning  is  its  continuous 
nature;  so,  too,  is  the  involvement  of  the  medical  staff 
in  the  planning  process. 

Structuring  a general  working  relationship  be- 
tween medical  staff  and  management  allows  for 
physician  participation  in  many  of  the  formal  and 
informal  “social’  occasions  associated  with  a 
health-care  institution.  Examples  include  employee 
athletic  programs,  institution-based  clubs,  and  ac- 
tivity organizations,  as  well  as  (where  appropriate) 
the  traditional  festivities  honoring  employee  service 
to  the  institution.  A successful  program  initiated  in 
some  hospitals  has  incorporated  honoring  the  senior 
citizens  of  the  medical  community  as  part  of  the 
employee-recognition  program. 

Second,  where  appropriate,  formalization  of  the 
relationship  between  management  (as  a unit)  and  the 
medical  staff  is  often  an  effective  means  of  enhancing 
communication.  Suggestions  for  such  formalization 
include  an  annual  state-of-the-hospital  address  by 
the  chief  executive  officer  at  an  early-in-the-year 
session  of  the  medical  staff  as  well  as  written  quar- 
terly reports  regarding  hospital  operations  trans- 
mitted to  the  medical  staff  from  hospital  manage- 
ment. The  annual  and  quarterly  reports  allow  for 
presentation  of  important  institution-related  sta- 
tistics to  the  medical  staff  in  addition  to  presentation 
of  a short-term  overview  of  hospital  programs,  ser- 
vices, personnel,  and  operations. 

Frequently,  we  in  management  forget  that  daily 
involvement  in  hospital  operations  is  expected  of  us; 
however,  by  the  nature  of  their  expected  input, 
physician  involvement  with  hospital  administration 
to  achieve  institutional  goals  may  be  sporadic  in 
nature.  No  wonder,  then,  that  hospital  management 
often  views  a sea  of  blank  faces  when  discussing 
reimbursement,  rate  ceilings,  certificate  of  need,  seed 
clusters,  medical/legal  problems,  the  regulatory 
•system  . . . the  list  goes  on!  Yet,  it  is  the  sporadic 
involvement  and  the  need  to  understand  the  just- 
noted  list  of  factors  affecting  the  health-care  system 
that  offer  management  a unique  opportunity  to 
provide  better  avenues  of  communication  with  the 
medical  staff.  Teach  them!  Hospital  (and  regional 
hospital  association)-sponsored  seminars  on  reim- 
bursement, and  so  forth  have  been  welcomed  by  the 
medical  staff  whenever  and  wherever  offered.  Such 
education  can  only  aid  both  physician  and  institution 
with  respect  to  the  previously  noted  physician  in- 
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volvement  in  the  planning  process  and  achievement 
of  established  goals. 

Establishing  or  enhancing  the  avenues  of  com- 
munication between  the  medical  staff  as  a unit  and 
the  management  of  a health-care  institution  can  be 
facilitated  by  involvement  of  hospital  trustees  in 
medical  affairs,  and  vice  versa.  This  can  be  accom- 
plished by  (1)  reviewing  medical  staff  appointments 
at  the  personnel  committee  level  of  the  board  of 
trustees,  with  physician  involvement,  and  (2)  in- 
volving nonboard-member  physicians  as  participants 
on  the  board  of  trustees  quality  assurance  committee. 
Board  interest  in  the  medical  staff  can  also  be  made 
manifest  by  annual  questionnaires  to  be  completed 
by  the  medical  staff  regarding  the  service  orientation 
and  programs  of  the  hospital  and  by  the  establish- 
ment of  policies  for  action  with  respect  to  expressed 
concerns  of  the  medical  staff  and/or  individual 
physicians. 

The  medical  staff  officers  (of  executive  commit- 
tee), as  a unit,  have  traditionally  communicated  well 
with  hospital  management.  At  times,  though, 
scheduled  meetings  between  chief  of  staff  and  hos- 
pital administration  become  a predominant  means 
for  communication  between  the  officers  and  man- 
agement. Although  working  with  a single  individual 
often  has  its  advantages,  communication  with  a 
group  as  a unit  is  vital  to  an  effective  relationship 
between  medical  staff  and  hospital  management. 
This  is  often  easily  accomplished  through  the  de- 
velopment and  implementation  of  a medical/ad- 
ministrative advisory  committee,  which  meets  on  a 
regular  (quarterly)  basis  to  review  the  activities  and 
objectives  of  the  executive  committee,  administra- 
tion, and  the  board  of  trustees.  Additionally,  com- 
munication may  be  enhanced  by  the  attendance  of 
a representative  of  the  board  of  trustees  at  meetings 
of  the  executive  committee. 

Third,  communication  between  management  and 
medical  staff  is  also  facilitated  by  an  effective 
working  relationship  between  the  medical  staff  de- 
partment/committee chairman  and  administration. 
Such  a working  relationship  can  be  maintained  by 
regular  meetings  between  the  chief  executive  officer 
and  the  chairmen,  and/or  by  designating  manage- 


ment representatives  as  the  coordinators  of,  or  liaison 
with,  the  individual  medical  staff  department  and 
committees.  Additionally,  board  member  repre- 
sentative on  those  medical  staff  committees  con- 
cerned with  utilization  review,  medical  auditing,  and 
credentialing  provides  for  a natural  means  for  com- 
munication and  liaison  between  the  just-noted 
medical  staff  committees  and  similarly  concerned 
board  of  trustee  committees. 

Fourth,  there  is  one  final,  frequently  overlooked 
mechanism  to  improve  medical  staff/management 
communication:  coordination  of  medical  staff  in- 
volvement in  the  daily  operational  decision-making 
process  that  so  definitely  affects  the  medical  staff 
component  of  hospital  care.  Previously  noted  was 
involvement  in  the  institutional  planning  process. 
The  budgetary  process  is  another  focal  point  for 
improved  physician  involvement  in  hospital  opera- 
tions, and  is  a natural  follow-up  or  link  to  the  edu- 
cational seminars  discussed  previously,  as  well  as  to 
the  hospital  mission.  Orientation  for  new  medical 
staff  members  (performed  by  administration)  as  well 
as  orientation  for  new  medical  staff  officers  and  de- 
partment chairmen  are  two  alternative  “education” 
opportunities  that  also  foster  improved  communi- 
cation. Last,  two  traditional  communication  “net- 
works” that  have  proved  effective  are  the  director  of 
medical  affairs  and  physician  membership  on  the 
board  of  trustees. 

Comment 

The  1980s  will  bring  continued  constraint  and 
regulatory  pressure  at  both  state  and  national  levels. 
These  efforts  to  “shrink”  the  health-care  delivery 
system  will  minimize  already  scarce  resources  and 
will  require  reallocation  of  increasingly  limited 
community  resources  to  maintain  quality  health-  care 
services.  As  the  health-care  system  prepares  to  meet 
the  needs  of  its  constituents  in  the  1980s,  a clear  and 
concise  mission  statement  must  be  developed  for 
each  health-care  facility.  To  efficiently  carry  out 
this  defined  mission,  effective  communications  must 
be  established  and  maintained  between  adminis- 
tration and  the  medical  staff  to  ensure  that  the  es- 
tablished goals  and  objectives  are  achieved. 
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This  article  was  prompted  by  recent  reports  in 

the  press  about  the  arrest  of  an  individual  who  had 
worked  with  phony  credentials  in  four  New  York 
hospitals  on  the  house  and  attending  staffs.1  Similar 
stories  have  appeared  periodically  about  other  in- 
dividuals posing  as  physicians,  and  suprisingly  they 
were  not  always  uncovered  by  their  demonstrating 
lack  of  medical  expertise.  This  is  often  the  case  with 
those  who  have  had  some  medical  school  or  at  least 
corpsmen  training. 

Another  impetus  for  writing  on  this  subject  arose 
from  a slightly  earlier  and  astounding  expose  that  one 
of  the  most  popular  weather  forecasters  in  New  York 
had  fraudulently  used  the  title  of  “Doctor”  when  in 
fact  he  did  not  possess  a Doctor  of  Philosophy 
(Ph.D.)  degree.  Apparently  no  profession  is  immune 
to  this  problem.  It  is  therefore  well  for  hospitals  and 
especially  medical  boards  to  take  note  of  this  warning 
and  to  review  and  tighten  their  procedures  for  veri- 
fication of  credentials  and  appointment  to  staff. 

Steps  in  verification 

The  responsibility  for  this  process  goes  back  ulti- 
mately to  the  board  of  directors,  which  is  legally  re- 
sponsible for  the  quality  of  all  patient  care  and  pro- 
fessional activities  in  the  hospital.2  In  practice,  there 
is  delegation  of  patient  care  functions  to  the  medical 
board,  which  in  turn  is  organized  into  a committee 
structure.  The  specific  responsibility  for  verification 
of  credentials  is  most  commonly  assigned  to  a dis- 
crete credentials  committee,  although  there  are  al- 
ternate mechanisms  which  are  used  less  commonly, 
depending  on  the  degree  of  departmentalization  and 
affiliation  with  medical  schools.  The  important 
point  is  that  the  function  be  carried  out,  and  the 
JCAH  (Joint  Commission  on  Accreditation  of  Hos- 
pitals) recognizes  and  permits  diversity  in  this 
area. 

The  credentials  committee  as  the  first  line  of  de- 
fense is  usually  responsible  for  processing  applica- 
tions to  the  attending  and  house  staffs,  although  the 
latter  are  referred  in  some  hospitals  directly  to  the 


respective  clinical  departments. 

The  application  form  is  a key  document  and 
should  he  reviewed  periodically  in  conjunction  with 
the  hospital’s  legal  counsel  to  determine  if  it  is  com- 
prehensive or  if  it  needs  modernization  to  comply 
with  recent  JCAH  standards.  Separate  forms  are 
used  for  applicants  to  the  attending  and  house  staffs. 
The  form  should  contain  the  pertinent  facts  of  the 
applicant’s  background  including  personal  data,  and 
information  pertaining  to  medical  school,  specialty 
and  house  staff  training,  licensure,  Educational 
Council  for  Foreign  Medical  Graduates  (ECFMG) 
status,  specialty  status,  and  references.  There 
should  also  be  a signature  block  for  the  applicant  to 
attest  to  the  accuracy  of  the  information,  to  hold  the 
hospital  harmless  for  verifying  his  credentials,  and 
to  agree  to  abide  by  the  hospital’s  bylaws  and  regu- 
lations. 

The  credentials  committee  should  review  the  cri- 
teria for  appointment  which  should  be  detailed  in  the 
medical  staff  bylaws.  This  should  be  described 
clearly  and  should  be  unambiguous.  If  this  is  not  the 
case,  the  hospital  is  liable  to  be  subject  to  lawsuits 
from  rejected  applicants  who  will  attempt  to  use  the 
hospital’s  own  bylaws  to  bolster  their  case.  There- 
fore, the  bylaws  and  especially  the  section  on  ap- 
pointment should  be  reviewed  annually  and  revised 
as  necessary,  in  conjunction  with  legal  counsel.  The 
criteria  should  also  specify  that  there  is  no  discrim- 
ination based  on  sex,  religion,  race,  membership  in 
the  local  medical  society,  or  on  other  arbitrary  fac- 
tors. 

The  next  step  is  verification  of  credentials.  The 
receipt  of  a satisfactory  rating  from  another  hospital 
is  not  necessarily  helpful.  In  the  case  cited  previ- 
ously, the  bogus  physician  had  been  appointed  sev- 
eral years  earlier  to  the  house  staff  of  a nearby  hos- 
pital that  did  not  check  him  out  carefully  enough. 
Since  he  performed  his  house  staff  duties  satisfac- 
torily, this  hospital  in  turn  provided  a good  recom- 
mendation to  the  other  hospitals  he  applied  to  later. 
Thus,  the  original  deception  was  compounded  by 
carryover  eventually  to  three  additional  hospitals. 
To  prevent  this,  crucial  documents  such  as  the 
medical  school  diploma,  ECFMG  standard  certifi- 
cate, state  medical  license,  house  staff  training  cer- 
tificate, and  specialty  designation  should  be  brought 
to  the  hospital  and  photocopies  made  and  kept  in  the 
physician’s  personal  folder.  These  documents  must 
be  reviewed  carefully  to  determine  their  authenticity. 
In  the  case  referred  to  in  the  beginning  of  this  article, 
the  hospitals  were  deceived  because  they  had  made 
only  a cursory  review.  Some  of  the  other  specifics  of 
this  case  will  be  presented  because  they  illustrate  the 
pitfalls  that  may  be  encountered  and  suggest  meth- 
ods to  eliminate  the  possibility  of  fraud  and  to  detect 
imposters  or  unqualified  physicians. 

In  the  case  of  FMGs  (foreign  medical  graduates) 
or  U.S.  FMGs,  the  medical  school  diploma  will  be  in 
a foreign  language.  In  this  particular  case,  what 
appeared  to  be  and  what  was  accepted  as  a valid  di- 
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ploma  initially  turned  out  on  closer  inspection  later 
to  be  only  a certificate  from  a medical  school  for 
completion  of  a special  six-weeks’  training  course. 
Therefore,  foreign  documents  must  be  translated 
into  English  by  the  hospital’s  staff  reviewer  or,  if 
necessary,  by  an  outside  translation  service. 

Documents  from  American  sources  should  be 
scrutinized  carefully.  In  this  case,  the  applicant  had 
presented  a letter  from  the  ECFMG  on  its  official 
stationery  explaining  that  the  applicant  had  lost  his 
certificate,  but  attesting  to  the  fact  that  he  was  cer- 
tified and  that  a duplicate  was  being  issued.  After 
this  case  had  been  exposed,  this  letter  was  reviewed 
again  in  more  detail,  and  it  was  noticed  that  the  work 
“financial”  had  been  mispelled  as  “finantial.”  In 
hindsight,  this  should  have  provided  a clue  that  the 
letter  was  a forgery,  since  this  particular  spelling  is 
a “foreignism”  used  at  times  by  South  Americans  and 
would  not  have  been  used  in  a letter  by  an  American 
organization.  A telephone  call  to  the  ECFMG^which 
should  have  been  made  initially  as  a routine  check, 
confirmed  the  forgery  and  that  the  certificate  num- 
ber actually  belonged  to  another  individual. 

Most  state  education  departments  have  a central 
telephone  number  which  can  be  called  to  verify  li- 
censure or  to  answer  questions.  The  state  attorney 
general  offices  will  usually  be  most  cooperative,  and 
many,  in  fact,  are  pleased  to  send  staff  on  request  to 
hospitals  to  conduct  seminars  on  detection  of  forged 
documents  and  prevention  of  invalid  appoint- 
ments. 

Another  important  preventive  measure  is  to  review 
the  application  for  internal  consistency  as  to  time  and 
place.  References  should  always  be  checked.  In 
regard  to  this,  applicants  often  bring  their  letters  of 
reference  in  with  their  application.  Therefore,  it  is 
suggested  that  the  references  always  be  contacted  by 
telephone  to  verify  the  letters.  Furthermore,  calls 
often  are  more  revealing  since  the  reference  persons 
might  present  information  in  a telephone  conversa- 
tion that  they  would  hesitate  to  put  in  writing,  par- 
ticularly if  it  is  uncomplimentary. 

If  everything  turns  out  to  be  in  order,  the  appli- 
cation should  be  referred  to  the  appropriate  chief  of 
service  if  he  has  not  already  been  involved.  Personal 
interviews  should  then  be  conducted,  and  any  miss- 
ing information  can  be  supplied  and  questions  can 
be  answered.  Finally,  the  application  should  be  re- 
turned to  the  credentials  committee  with  a recom- 
mendation. If  appointment  is  recommended,  there 
should  also  be  a delineation  of  privileges  in  accor- 
dance with  the  criteria  in  the  staff  bylaws  and  with 
JCAH  standards,  taking  into  consideration  the  ap- 
plicant’s prior  training  and  experience.  Following 
this,  the  credentials  committee  should  submit  its 
recommendation  to  the  full  medical  board  and  the 
executive  director.  If  approved,  the  applicant  should 
be  notified  on  behalf  of  the  governing  body,  which  is 


the  legal  authority,  that  his  appointment  has  been 
approved  and  that  he  will  serve  a probationary  period 
which  is  usually  six  months.  The  probationary  pe- 
riod provides  another  safeguard  in  that  a senior 
physician  can  be  assigned  to  supervise  the  new  phy- 
sician and  to  observe  his  competence  as  demon- 
strated in  progressively  more  complex  cases. 

Another  important  function  of  the  credentials 
committee  is  the  annual  reappraisal  and  reappoint- 
ment of  staff.  This  process  should  be  based  on  the 
recommendation  of  the  chief  of  service  after  evalu- 
ating each  physician  in  accordance  with  specific 
criteria.  This  includes  verification  of  current  li- 
censure and  registration,  participation  in  clinical  and 
administrative  activities  in  the  hospital,  documen- 
tation of  continuing  education,  and  possession  of 
sound  physical  and  mental  health.  The  reappoint- 
ment should  be  tied  in  with  reevaluation  of  the  de- 
lineation of  clinical  privileges  and  possible  promo- 
tion. The  department’s  recommendations  should 
be  acted  on  by  the  credentials  committee  and  medical 
board,  and  confirmed  on  behalf  of  the  board  of  di- 
rectors. Since  the  reappointment  process  can  be 
time-consuming,  some  of  the  larger  hospitals  with 
many  physicians  on  staff  have  changed  their  bylaws 
to  provide  for  a biannual  appointment,  thereby  re- 
ducing the  reappointment  tasks  by  one  half. 

Comment 

As  this  report  shows,  the  credential  function 
should  not  be  considered  perfunctory  nor  be  handled 
in  a complacent  fashion.  To  the  contrary,  it  provides 
one  of  the  main  safeguards  of  quality  patient  care  by 
assuring  the  appointment  and  reappointment  of 
competent  staff.  For  this  to  occur,  conscientious 
physicians  should  be  appointed  to  the  credentials 
committee,  and  it  should  be  given  sufficient  staff  to 
perform  its  time-consuming  activities.  The  bylaws, 
rules  and  regulations,  internal  procedures,  and  ap- 
plication forms  must  be  reviewed  continuously  and 
updated  as  necessary.  Many  malpractice  actions 
have  turned  on  the  nature  of  the  effectiveness  of  the 
appointment  process.  In  fact,  after  this  case  was 
reported  in  the  press,  several  patients  called  up  to 
express  their  concern  that  they  had  been  treated  by 
this  physician.  All  of  their  charts  were  reviewed  by 
the  chief  of  service,  and  fortunately  it  was  deter- 
mined that  they  had  all  received  the  appropriate 
treatment.  Therefore,  constant  vigilance  is  neces- 
sary in  this  important  area  related  to  quality  care  and 
risk  prevention. 

125  Worth  Street 
New  York,  N.Y.  10013 
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The  development  of  SRO  (single-room  occupancy) 
hotels  has  formed  the  latest  chapter  in  the  long  his- 
tory of  Western  society’s  treatment  of  individuals  it 
deems  undesirable.  This  society  has  variously 
treated  the  mentally  ill  and  other  “outcasts”  by 
burning  them  at  the  stake,  floating  them  down  Eu- 
rope’s rivers  in  so-called  “ships  of  fools,”  chaining 
them  in  dungeons,  “reforming”  them  in  workhouses, 
placing  them  in  large  asylums,1  and,  more  recently, 
placing  them  in  SRO  hotels. 

From  the  asylum  to  SRO 

Modern  state  mental  hospitals  and  penitentiaries 
have  their  origin  in  the  1820s’  policy  which  estab- 
lished isolated  asylums  where  treatment  could  be 
supplied  in  a rural  setting.2  The  Jacksonian  period 
ushered  in  a view  of  the  criminal  and  insane  as  vic- 
tims of  corrupt  urban  life,  and  to  cure  the  estranged 
individuals,  social  reformers  built  perfect  moral 
communities  far  out  in  the  countryside  where, 
through  disciplined  routine,  the  lost  could  find 
themselves  once  again.  However,  these  architectur- 
ally elaborate  mental  asylums  and  prisons  became 
so  overcrowded  with  chronic  cases  that  by  the  1880s 
they  had  become  custodial,  impoverished  institu- 
tions. 1 ,2  By  the  early  1900s,  several  cases  of  serious 
conditions  and  neglect  were  documented,  and  al- 
though the  policy  of  isolated  rehabilitation  had 
clearly  failed,  a viable  alternative  did  not  emerge 
until  the  1960s  when  the  asylum  policy  was  replaced 
by  one  of  community-based  rehabilitation.3 

Mental  health  reformers  of  the  1960s,  turning  the 

* This  report  summarizes  research  by  a group  of  medical  stu- 
dents in  a community  medicine  seminar  led  by  Professor  Light. 


Jacksonian  philosophy  on  its  head,  argued  that  only 
by  leaving  the  destructive  environment  of  the  insti- 
tution and  returning  to  the  nurturing  bonds  of  the 
community  could  the  mentally  ill  and  the  ex-offender 
be  effectively  rehabilitated.  President  Kennedy’s 
Commission  on  Mental  Health  proposed  that  com- 
munity health  centers  be  established;  in  that  way, 
comprehensive  outpatient  services  could  be  provided 
to  the  deinstitutionalized  patients  while  they  read- 
justed to  the  requirements  and  regulations  of  society. 
The  commission  felt  that  this  combination  of  out- 
patient care  and  community  residence  was  the  pre- 
ferred mode  of  therapy.3 

However,  although  some  genuinely  believed  in 
community  care,  the  underlying  purpose  of  others 
was  to  reduce  the  rapidly  increasing  state  mental- 
health  budget.4  The  cost  of  state  mental  hospitals 
rose  at  an  alarming  rate,  abetted  by  civil  rights  laws 
and  court  rulings  for  more  therapeutic  staff.  By 
discharging  patients  and  ex-offenders,  the  state 
passed  on  responsibility  for  their  support  to  the 
federal  welfare  programs.  In  addition,  it  was  hoped 
that  with  a decreased  patient  population,  some  of  the 
state  mental  hospitals  could  be  closed.  Hence,  mass 
discharges  were  ordered  in  New  York  and  other 
states,  making  a mockery  of  the  ideals  underlying 
community-based  rehabilitation.  Moreover,  no 
hospitals  have  been  closed,  and  the  State  mental- 
health  budget  continues  to  increase  each  year.5 

The  concept  of  community  rehabilitation  assumed 
that  there  was  a community  willing  to  accept  and  aid 
in  the  support  of  these  ex-mental  patients  and  ex- 
offenders. However,  some  communities,  notably 
Manhattan’s  upper  west  side,  became  quickly  over- 
saturated with  SRO  hotels,  resulting  in  massive 
outcries  from  various  tenant  groups  over  the  dis- 
ruption and  drain  on  community  services  that  were 
created  by  their  presence;  the  SRO  hotels  were  re- 
viewed as  institutions  housing  “the  outcasts”  with 
whom  society  no  longer  wished  to  deal.3’5 

The  failure  on  the  part  of  New  York  State  to  es- 
tablish many  of  the  promised  mental-health  centers 
was  a key  factor  in  undermining  the  community-care 
policy.  Those  that  have  been  built  are  so  under- 
staffed and  underfunded  that  they  cannot  keep  pace 
with  the  immense  workload  or  acute  problems  that 
they  are  continually  asked  to  treat.  Many  patients 
are  released  from  state  mental  hospitals  with  no  place 
to  go  and  no  treatment  plan,  and  they  end  up  in  an 
SRO  hotel. 

Nature  and  origin  of  SRO  hotels 

Officially,  SRO  residences  in  New  York  are  defined 
as  any  facility  that  charges  $50  a week  or  less  per 
room  and  that  does  not  require  a lease  for  rental.6 
This  definition  includes  a wide  range  of  facilities, 
from  clean  religiously  inspired  YMCAs  to  filthy, 
profit-inspired  residences,  from  large  600-room  ho- 
tels to  small  rooming  houses.  The  only  systematic 
survey  available  found  that  as  of  March,  1978,  there 
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were  35,708  rooms  in  230  large  hotels  scattered 
throughout  the  boroughs  of  New  York  City.  It  has 
been  estimated  that  there  are  an  additional  70,000 
rooms  in  facilities  with  fewer  than  25  rooms.6 

Most  experts  agree  that  SRO  hotels  have  their 
origin  in  cheap  housing  established  for  the  working 
poor  in  the  early  1900s.  These  hotels  provided  im- 
migrants from  abroad  and  from  the  rural  areas  of  the 
midwest  and  south  with  inexpensive  but  adequate 
multi-room  housing  units  for  themselves  and  their 
families.  As  many  of  these  workers  improved  their 
status,  they  moved  into  less-congested  parts  of  the 
city.  This  meant  that  by  the  1930s  those  who  were 
not  able  to  make  this  move  and  were  left  behind — 
namely,  the  lower-paid  workers,  the  elderly,  and  a 
wide  range  of  transients — clustered  in  cheap,  semi- 
transient hotels.7 

The  Great  Depression  increased  the  number  of 
poor  and  unemployed,  and  thousands  converged  on 
the  city  in  search  of  jobs.  As  a result  of  this  immi- 
gration, many  multi-room  apartments  were  con- 
verted to  single-room  units  in  which  entire  families 
attempted  to  survive.  Moreover,  in  1939,  when  the 
World’s  Fair  came  to  New  York,  many  more  build- 
ings were  converted  in  preparation  for  the  huge 
crowds  that  were  expected.  World  War  II  brought 
even  more  people  into  the  city  and  increased  the 
demand  for  inexpensive  housing  to  such  a degree  that 
by  the  mid-1940s  there  existed  a relatively  large 
number  of  SRO  hotels  in  New  York.7 

As  the  postwar  demand  for  housing  decreased,  an 
increase  began  in  the  number  of  clientele  in  SRO 
hotels  who  were  dependent  on  the  welfare  system  for 
provision  of  their  basic  needs.  By  the  1950s,  welfare 
agencies  were  referring  large  numbers  of  their  clients 
to  the  hotels,  in  particular  addicts  and  alcoholics  who 
seemed  to  prefer  the  loosely  structured  and  loosely 
supervised  environment  to  more  regulated  and  de- 
manding ones.  In  the  1960s  and  1970s,  discharge 
officers  sent  both  chronically  ill  patients  from  state 
mental  hospitals  and  ex-offenders  released  from 
prison  to  SRO  hotels;  thus,  the  hotel  role  was  trans- 
formed from  housing  for  the  transient,  elderly,  and 
working  poor  to  the  “leper  colonies  of  today”  where 
society’s  outcasts  are  thrown  together  with  only  the 
basic  necessities  of  life.8 

Although  expensive  per  square  foot,  SRO  hotels 
have  the  cheapest  rooms  available  for  a single  person 
in  New  York  City  today.  Consequently,  they  still 
represent  a major  source  of  low-income  housing  to 
those  people  who  cannot  sign  a lease.  However,  the 
SRO  hotel  is  a vanishing  form  of  housing.  Landlords 
have  recently  been  given  tax  incentives  to  convert 
single  rooms  to  multi-room  dwellings  and  into  luxury 
apartments.  Hence,  there  has  been  a steady  reduc- 
tion in  the  number  of  single  rooms  available  over  the 
past  few  years. 

Health  problems  in  SRO  hotels 

A typical  SRO  hotel  consists  of  many  small  rooms, 


usually  about  8 by  10  feet,  which  have  been  carved 
out  of  large,  old  apartments.  Each  floor  has  a 
bathroom,  a communal  kitchen,  and  an  area  for 
garbage  disposal.  In  certain  hotels,  where  manage- 
ment is  lax  on  tenant  services,  the  bathroom  and 
kitchen  facilities  are  seldom  cleaned,  poorly  main- 
tained, and  often  defective.  Garbage  is  found 
throughout  the  halls  and  often  is  not  removed  from 
collection  areas  for  days.  Broken  walls,  holes  in 
floors  and  ceilings,  and  inadequate  lighting  are 
common;  as  a result,  roach  and  rodent  infestation  is 
widespread.  A team  from  the  City  of  New  York 
Department  of  Health  inspected  an  upper  west  side 
SRO  hotel  and  found  nearly  300  violations  in  its  260 
rooms.9  It  is  evident,  therefore,  that  the  physical 
environment  of  the  hotels  is  a major  contributor  to 
the  health  problems  of  the  residents. 

Another  factor,  we  found,  that  ultimately  becomes 
a health  problem  for  the  residents  of  an  SRO  hotel 
is  the  nature  of  tenant  relations.  Although  each 
tenant  lives  alone  in  his  respective  room,  he  or  she 
spends  a good  deal  of  time  interacting  with  other 
tenants  within  the  close  quarters  of  the  hotel,  fre- 
quently sharing  food  and  drink.  Unfortunately,  this 
close  contact  among  residents  promotes  the  trans- 
mission of  pathogenic  agents;  hence,  outbreaks  of 
influenza  and  other  communicable  diseases  are  not 
uncommon.  In  addition,  sexual  contact  with  varying 
partners  takes  place  and  serves  to  increase  the  inci- 
dence of  venereal  diseases,  already  highly  prevalent 
in  most  hotels. 

Although  violence  is  rarely  discussed  as  a health 
problem,  it  leads  to  many  injuries,  and  in  some  cases 
to  death.  Violent  arguments,  robberies,  and  assaults 
are  common,  and  tenants  are  frequently  subjected 
to  acts  of  physical  abuse  from  other  tenants  and  from 
the  hotel  management.  At  times,  hotel  staff  forcibly 
eject  rent-delinquent  residents  from  the  premises  or 
inflict  violence  on  those  tenants  whom  they  deem 
uncooperative. 

Another  major  health  issue  is  lack  of  money.  One 
survey  reports  that  80  percent  of  SRO  tenants  receive 
welfare,10  a figure  at  wide  variance  with  the  new  re- 
port from  the  City  of  New  York  Office  of  Crisis  In- 
tervention Services,  which  puts  the  figure  closer  to 
40  percent.6  Residents  on  welfare  receive  annually 
about  $1,800  for  rent  and  $1,128,  for  food,  clothing, 
and  other  expenses.  Although  many  residents  have 
other  means  to  supplement  their  income  (food 
stamps,  odd  jobs),  the  amount  of  money  available  to 
them  is  still  low.  This  leads  to  a high  prevalence  of 
anemia,  malnutrition,  and  other  conditions  related 
to  lack  of  proper  food  and  housing. 

A number  of  health  teams  have  worked  in  SRO 
hotels  for  years,  but  there  has  yet  to  emerge  a com- 
prehensive analysis  of  the  epidemiologic  data  avail- 
able to  them  in  their  case  records.  One  team,  how- 
ever, did  perform  a demographic  survey  and  report; 
this  stated  that  SRO  hotels  contain  a higher  per- 
centage of  males  and  nearly  twice  the  percentage  of 
minorities  as  does  the  general  population  sur- 
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rounding  the  hotels.  It  was  noted  that  the  percent- 
age of  elderly  persons  in  SRO  hotels  has  been  steadily 
diminishing  as  federal  legislation  has  provided  sub- 
sidized housing  for  them  and  the  new  type  of  clientele 
has  frightened  them  away.  In  addition,  the  team 
found  that  a growing  segment  of  the  tenant  popula- 
tion consists  of  males  under  40  years  of  age.  Alco- 
holism, drug  abuse,  and  mental  illness  were  reported 
to  be  the  most  common  health  problems.10 

Recognizing  the  importance  of  epidemiologic  data 
on  the  health  of  SRO  residents,  we  carried  out  an 
analysis  of  100  randomly  selected  charts  of  those 
tenants  who  became  patients  at  the  William  F.  Ryan 
Community  Health  Center,  formerly,  prior  to  1978, 
the  NHSP  (Neighborhood  Health  Services  Pro- 
gram), New  York  City.11  The  charts  showed  that  29 
percent  of  the  residents  had  tuberculosis,  12  percent 
had  chronic  bronchitis,  and  hypertension  was  rather 
common,  appearing  in  about  15  percent  of  the  pa- 
tients; 13  percent  had  heart  disease  in  a population 
with  a mean  age  of  49  years.  Arthritis  was  also  found 
as  a diagnosis  in  13  percent  of  the  cases,  and  anemia 
and  malnutrition  were  found  in  8 percent  of  the  cases. 
Although  this  survey  is  representative  of  those  resi- 
dents who  sought  treatment  at  the  center,  it  must  be 
noted  that  a majority  of  SRO  residents  refuse  to  visit 
any  medical  facilities  and  are  quite  reluctant  to  ac- 
cept any  treatment  offered.  It  is  quite  possible, 
therefore,  that  compared  with  the  actual  figures  the 
numbers  reported  here  are  quite  low. 

Mental  disorders  were  the  second  most  frequently 
diagnosed  health  problem  among  those  who  were 
patients  at  the  Ryan  Center,  representing  16  percent 
of  the  sampling.  The  obscene,  bizarre,  and  some- 
times dangerous  behavior  of  these  tenants  is  highly 
visible  to  the  members  of  the  middle  class  upper  west 
side  community.  This  behavior  has  so  angered  these 
citizens  that  the  closing  of  SRO  hotels  has  become  a 
major  political  issue,  as  well  as  a serious  stumbling 
block  in  any  attempt  to  reintegrate  deinstitutional- 
ized mental  patients  and  ex-offenders  back  into  the 
community. 

Stress  is  a major  contributor  to  the  mental  disor- 
ders that  are  common  to  SRO  residents.  There  can 
be  little  doubt  that  living  in  the  environment  of  the 
hotel,  amidst  the  violence,  disease,  and  poverty 
within  and  the  angry  community  without,  could 
cause  a tenant  with  the  proclivity  toward  instability 
to  become  mentally  and  physically  ill.  Thus,  the 
SRO  hotels  themselves,  as  well  as  the  community  at 
large,  contribute  to  the  health  problems  and  to  the 
reinforcement  of  the  pathologic  condition  of  the  SRO 
residents. 

Health  Care  for  SRO  residents 

Most  SRO  hotels  in  New  York  City  are  located 
within  reasonable  distance  of  many  clinics  and  hos- 
pitals, which  would  at  first  seem  to  indicate  that  the 
only  obstacle  in  meeting  the  health  needs  of  tenants 
is  getting  them  to  utilize  these  facilities.  This 


seemingly  simple  solution  is  frustrated  by  the  noto- 
rious reluctance  of  SRO  tenants  to  seek  out  help  or 
even  to  accept  it  when  it  is  offered.  Underlying  this 
reluctance  is  the  intense  desire  on  the  part  of  resi- 
dents to  preserve  the  anonymity  and  privacy  that  the 
SRO  hotels  provide. 

Why  do  SRO  residents  seek  privacy  and  isolation? 
The  answer  depends  mostly  on  the  background  of  the 
resident.  Ex-offenders,  who  are  comprising  an 
ever-increasing  proportion  of  the  tenant  population, 
perceive  any  institution  that  requires  complete 
documentation  of  address,  means  of  support,  past 
history,  and  so  forth  as  a possible  threat  to  their 
freedom.  Addicts  and  alcoholics,  and  to  a certain 
extent  ex-mental  patients,  attempt  to  avoid  as  much 
personal  interaction  as  possible  because  of  the  social 
responsibilities  and  restrictions  that  this  interaction 
requires. 

In  addition,  most  tenants  feel  no  need  to  seek  out 
clinics,  hospitals,  or  social  services  because,  as  many 
experienced  observers  have  noted,  SRO  residents 
form  their  own  networks  through  which  they  can  get 
what  they  want.  Although  SRO  tenants  have  been 
profiled  as  “profoundly  alienated  and  clinically  de- 
pressed,” they  have,  at  the  same  time,  developed  a 
mutual  aid  system  that  has  transformed  the  SRO 
residence  into  what  Shapiro7  has  called  a “village 
community.” 

Somehow  a way  of  life  has  developed  in  the  build- 
ings to  cope,  however  ineffectively,  with  endemic  dis- 
ease, pain,  fear  and  hunger.  People  in  the  buildings, 
more  often  than  not,  have  friends  there;  there  are 
spokesmen  and  protectors  of  those  less  able,  mediators 
with  the  management,  some  who  cook  for  others,  and 
some  who  are  dependent  on  others  to  care  for  them. 

Therefore,  because  of  a tremendous  desire  for 
privacy  and  the  special  support  system  that  has  de- 
veloped around  this  desire,  many  residents  are 
completely  resistant  to  utilizing  the  clinics  and  hos- 
pitals available  to  them  in  the  community. 

Frustrated  by  this  resistance,  some  health  workers 
decided  that  if  the  residents  will  not  come  to  the  fa- 
cilities, the  facilities  will  have  to  come  to  the  resi- 
dents. In  1970,  federally  funded  outreach  teams 
were  established  from  the  Neighborhood  Health 
Services  Program,  the  purpose  of  which  was  to  de- 
liver minimal  health  services  right  in  the  hotels  so 
that  residents  would  feel  more  at  ease  using  the 
center’s  resources.  The  team  made  appointments, 
delivered  medicines,  changed  dressings,  helped  place 
tenants  in  nursing  homes,  and  did  some  social-service 
advocacy.  However,  it  was  clear  by  1973  that  in  spite 
of  the  outreach  teams,  a majority  of  the  tenants 
would  still  not  come  to  the  center.  NHSP  therefore 
decided  to  form  an  outreach  team  consisting  of  two 
internists,  one  psychiatrist  (three  hours  each  per 
week)  who  would  regularly  visit  the  residents  and 
deliver  more  in-depth  medical  services.  In  1974  the 
center  rented  a room  off  the  lobby  of  a hotel,  one  with 
a reputation  for  health  violations;  they  stocked  the 
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room  with  medical  equipment  and  conducted  weekly 
miniclinics  to  which  tenants  needed  only  to  come 
down  from  their  rooms  to  see  a physician.  This 
proved  reasonably  successful,  so  that,  in  1977,  a 
second  miniclinic  was  organized  in  a nearby  hotel, 
and  a third  is  on  the  drawing  hoard,  seeking  federal 
funding. 

In  evaluating  these  outreach  teams,  it  appears  that 
the  health  of  those  tenants  who  received  treatment 
was  greatly  improved.  But  the  key  term  here  is 
“those  who  received  treatment.”  Because  of  limited 
funding,  only  two  miniclinics  havq  been  set  up,  and 
only  five  hotels  have  outreach  teams  visiting  them 
regularly. 

The  lack  of  funds  also  means  that  only  basic 
medical  services  can  be  provided,  with  necessary 
social-services  advocacy  almost  nonexistent.  Al- 
though the  outreach  teams  attempt  to  do  as  much  as 
possible  with  their  limited  resources,  they  cannot 
make  a significant  dent  in  the  health  conditions  of 
SRO  residents,  even  in  the  small  “catchment”  area 
(80th  Street  to  1 10th  Street)  for  which  the  teams  are 
responsible.  Because  of  this,  present  funding  is 
decreased  and  future  funding  is  in  doubt.  Yet,  in- 
adequate funds  make  effective  programs  impossible 
in  the  first  place. 

Improving  health  services 

One  program  that  has  recently  been  receiving  a 
great  deal  of  attention  and  funding  is  the  CSP 
(Community  Support  Program)  developed  by  the 
NIMH  (National  Institute  of  Mental  Health),  with 
the  purpose  of  reforming  and  improving  the  com- 
munity rehabilitation  system.  The  CSP  proposes 
several  important  changes,  which  appear  to  represent 
an  improvement  over  the  original  system  imple- 
mented in  the  early  1960s,  but  there  are  two  changes 
in  policy  that  deserve  special  attention. 

First,  the  program  no  longer  assumes  that  a com- 
munity exists  to  which  the  ex-mental  patient  belongs 
and  into  which  he  can  be  released.  Therefore,  it 
proposes  that  a network  of  supports,  or  a community 
support  system  consisting  of  relatives,  friends,  em- 
ployers, and  the  like,  should  be  actively  organized 
around  the  individual  to  aid  in  his  reintegration  into 
the  community  life.  In  the  past,  there  was  frag- 
mentation of  services,  with  a separate  agency  re- 
sponsible for  each  aspect  of  patient  care  and  normally 
intervening  only  when  a problem  arose.  Second,  the 
CSP  proposes  that  a single  person  or  team  should  act 
as  case  manager  to  assess  the  total  needs  of  each 
client  and  to  then  utilize  existing  facilities  in  the 
community  to  meet  those  needs.  The  case  manager 
is  in  contact  with  his  client  on  a continuous  basis  and 
is  responsible  for  every  aspect  of  his  care.12 

Several  problems  arise  when  CSP  policies  are  put 
into  practice.  A basic  difficulty  lies  in  the  target 
population,  solely  ex-mental  patients,  so  that  when 
a CSP  team  goes  into  an  SRO  hotel,  they  are  offering 
their  services  to  only  a proportion  of  the  residents; 


those  who  are  not  eligible  for  aid  become  jealous, 
angry,  and  sometimes  abusive.  Therefore,  by  giving 
help  only  to  ex-mental  patients,  the  teams  are  serving 
to  increase  the  high  level  of  anxiety  and  tension  that 
already  exists  and  are  making  both  the  patients’ 
transition  from  the  institution  to  the  community  and 
the  team’s  efforts  much  more  difficult.  Another 
serious  problem  stems  from  the  large  gap  between 
original  CSP  policies  and  the  actual  practices  of 
many  of  the  agencies  to  which  the  NIMH  awards 
CSP  contracts.  These  agencies  tend  to  offer  spe- 
cialized care  and  compete  with  one  another,  thus 
undermining  the  integration  of  the  services  CSP 
needs. 

Contributing  to  this  lack  of  cooperation  is  the  de- 
cision to  give  the  case  manager  a low  salary  and  little 
authority.  Consequently,  the  positions  do  not  at- 
tract the  highly  trained  and  motivated  personnel  that 
the  job  requires.  In  addition,  because  the  contracted 
agencies  themselves  are  health-care  services,  case 
managers  are  not  free  to  decide  which  clinic  or  hos- 
pital is  best  equipped  to  help  their  clients  and, 
therefore,  do  not  provide  the  comprehensive  atten- 
tion to  all  needs  envisioned  by  the  CSP.  It  therefore 
appears  that  a significant  portion  of  the  CSP  funds 
are  perpetuating  fragmented  care  rather  than 
building  the  support  networks  so  desperately 
needed.13 

During  our  work  in  the  SRO  hotels  of  the  upper 
west  side,  we  did  find  an  agency  that  offers  integrated 
and  rather  comprehensive  services  to  all  the  residents 
in  the  SRO  hotels  where  they  are  located.  This 
agency  is  the  City  of  New  York  OCIS  (Office  of  Crisis 
Intervention  Services),  originally  known  as  the  OSHS 
(Office  of  Special  Housing  Services)  before  1978, 
when  its  name  was  changed.  Founded  in  1973  as 
part  of  Mayor  Lindsay’s  response  to  the  scandals  in 
SRO  hotels,  the  OCIS  teams  act  as  coordinating  case 
managers.  They  help  ex-offenders  and  discharged 
mental  patients  adjust  to  hotel  life,  teach  them  how 
to  take  care  of  themselves,  and  steer  them  through 
the  labyrinth  of  welfare  bureaucracy  that  obstructs 
benefits  due  them.  The  OCIS  teams  help  residents 
form  tenants’  councils  and  make  contacts  in  the 
community  to  reduce  the  isolation  of  the  SRO  resi- 
dent, and  help  tenants  organize  activities  around 
their  own  interests.  The  teams  are  active  in  all 
phases  of  tenant  life,  from  arranging  appointments 
at  local  clinics  to  promoting  community  tenant 
parties,  from  making  sure  residents  take  their  med- 
ication to  organizing  field  trips  to  the  rural  areas  of 
Upstate  New  York. 

Our  investigations  indicate  that  the  OCIS  teams 
have  excellent  staff  and  work  well.  In  the  hotels 
where  they  are  active,  recidivism  to  state  hospitals 
has  dropped  29  percent,  and  of  those  who  have  been 
readmitted,  the  length  of  stay  measured  in  hospital 
days  has  dropped  20  percent.  Thus  they  more  than 
return  their  cost  to  taxpayers.  The  conditions  of  the 
hotel,  the  community’s  perception  of  the  residents, 
and  the  future  prospects  for  the  tenants  have  all 
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improved.  Yet,  with  all  this  success,  the  teams  re- 
ceive only  a small  amount  of  the  CSP  money  and 
have  even  had  their  budget  cut  during  the  City’s 
fiscal  crisis,  so  today  they  serve  only  13  of  New  York’s 
estimated  230  SRO  hotels. 

Conclusions 

It  is  our  conclusion  that  the  OCI.S  on-site  team 
approach  is  the  best  method  available  at  this  time  to 
respond  to  the  health  needs  of  SRO  residents.  Many 
of  their  medical  and  psychiatric  problems  stem  from 
the  poverty,  social  stress,  and  physical  conditions  to 
which  they  are  constantly  subjected,  all  of  which 
require  the  type  of  broad-based  response  that  the 
OCIS  program  provides. 

Unlike  almost  every  other  agency,  the  case  man- 
agers are  not  connected  with  a parent  institution  for 
which  they  must  solicit  clients.  This  allows  them  to 
respond  more  fully  to  what  the  residents  want  and 
to  draw  on  a wide  range  of  rehabilitative  services 
provided  by  other  agencies.  When  residents  do  have 
specific  health  problems,  the  team  can  connect  them 
with  existing  medical  services  as  readily  as  any  on- 
site satellite  health  team,  without  unnecessary  and 
costly  duplication  of  services.  In  addition,  the  teams 
actively  reach  out  to  the  community  in  an  attempt 
to  develop  adequate  support  systems. 

However,  the  OCIS  program  by  itself  is  not  enough 
to  deal  with  some  of  the  larger  issues,  such  as  profit 
gouging,  multiple-building  and  health  violations, 
limited  welfare  benefits,  and  policies  promoting  so- 
cial isolation.  It  has  long  been  recognized  in  public 
health  that  safe,  clean  housing  is  a vital  prerequisite 
to  a healthy  population.  Therefore,  if  conditions  in 
the  hotels  remain  as  they  are,  any  team  sent  there  will 
be  working  to  rehabilitate  the  residents  in  circum- 
stances that  only  serve  to  perpetuate  the  original 
problems.  It  is  like  treating  a child  who  has  a rat  bite 
and  then  returning  him  or  her  to  the  same  rat-in- 
fested home.  An  obvious  means  of  improving  the 
conditions  of  SRO  residents  would  be  to  rigorously 
enforce  health  and  building  code  regulations  and  to 
ensure  proper  security  procedures  are  provided  at  all 
facilities. 

When  an  individual’s  income  is  about  $4,000  a 
year,  money  becomes  a major  health  issue.  Welfare 
payments  have  not  been  increased  for  several  years, 
while  inflation  has  decreased  the  buying  power  of 
each  allotment.  Certainly,  some  increase  in  benefits 
should  be  provided.  One  proposal  advanced  that 
would  increase  the  effective  income  of  residents  is  to 
have  food  stamps  accepted  at  certain  restaurants. 
This  would  probably  prove  effective  because  many 
of  the  SRO  tenants  do  not  have  the  resources  or 
ability  to  cook  their  own  food  and  therefore  eat  out 
most  of  the  time. 

Contributing  to  the  SRO  problem  are  certain 
government  regulations  and  policies  that  ought  to  be 
changed  if  the  current  situation  is  to  improve.  There 
are  two  in  particular  that  have  had  drastic  effects  on 


residents.  The  first  is  a regulation  that  significantly 
reduces  benefits  if  two  or  more  people  on  SSI  (Sup- 
plemental Security  Income)  share  an  apartment. 
This  effectively  prevents  tenants  from  living  together 
in  an  attempt  to  lower  overall  expenses,  decrease 
loneliness  and  isolation,  and  to  improve  security. 

The  second  regulation  is  a local  law  that  gives 
generous  tax  rebates  to  those  converting  SRO  hotels 
into  modern  apartments.  Largely  because  of  this 
(and  contrary  to  popular  notions),  SRO  hotels  are  in 
fact  disappearing  and  at  such  a rate  that  a shortage 
of  low-income  housing  has  developed.  In  drafting 
legislation,  the  needs  of  all  segments  of  the  popula- 
tion should  be  considered.  Causing  the  hotels  to 
vanish  will  not  cause  the  resident  to  vanish  with 
them.  On  the  contrary,  they  will  only  become  more 
visible,  as  those  now  suffering  in  the  confines  of  their 
rooms  are  forced  into  the  streets. 

The  following  outlines  a program  of  comprehensive 
reform  to  improve  the  condition  of  SRO  hotels  and 
their  residents: 

1.  Establishment  of  OSHS-type  teams  in  all  SRO 
residencies  through  the  use  of  CSP  funds. 

2.  Rigorous  enforcement  of  health  and  building 
codes  to  ensure  sanitary  and  safe  conditions. 

3.  Increased  welfare  and  SSI  benefits  to  keep  pace 
with  inflation. 

4.  Implementation  of  programs,  including  work 
programs,  to  increase  the  residents’  effective  incomes. 

5.  Abolishment  of  those  government  regulations 
that  only  serve  to  hinder  attempts  to  aid  residents. 

Beyond  this  program  is  the  need  to  find  resi- 
dences for  deinstitutionalized  mental  patients  and 
offenders  outside  the  environment  of  SRO  hotels. 
The  mayor’s  office  of  SRO  housing  is  opening  legal, 
administrative,  and  fiscal  alternatives  for  those  dis- 
charged from  mental  wards^nd  prisons  cells.14  The 
basic  philosophy  is  that  placing  large  numbers  of 
ex-mental  patients  and  ex-offenders  under  supervi- 
sion in  isolated  SRO  hotels  is  simply  a means  of 
transferring  residents  from  state  mental  asylums  to 
urban  “institutions”  ill  equipped  for  their  care.  As 
long  as  they  are  lumped  together  and  separated  from 
everyone  else,  it  is  unlikely  they  can  truly  be  part  of 
the  community.  Therefore,  the  mayor’s  office  is 
using  city-run  apartments  and  money  from  the  State 
to  establish  supportive  residences  and  group  apart- 
ments where  ex-mental  patients  would  constitute  a 
small  minority  of  the  tenants  (5  to  10  percent),  and 
where  case  managers  would  regularly  visit  to  super- 
vise their  rehabilitation. 

We  feel  that  this  philosophy  is  indeed  valid  and 
that  the  concept  of  alternative  housing  provides  a 
greater  opportunity  for  the  residents  to  be  reinte- 
grated into  the  community.  However,  because  of  the 
massive  number  of  deinstitutionalized  mental  pa- 
tients and  ex-offenders,  it  may  be  many  years  before 
this  program  can  have  an  appreciable  effect  on  the 
SRO  problem.  We  feel  that  the  most  practical  and 
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realistic  course  of  action  now  is  to  try  and  improve 
the  SRO  residencies  by  following  the  guidelines 
provided  in  this  article,  while  simultaneously  de- 
veloping the  proposed  alternative  housing. 

In  t his  way,  we  hope  that  improved  conditions  can 
be  provided  for  all  those  currently  languishing  in  the 
poverty  and  despair  that  all  too  often  characterize  the 
SRO  hotels  in  New  York  City. 

Summary 

In  cities  large  and  small  across  the  United  States, 
SRO  (single-room  occupancy)  hotels,  whose  residents 
suffer  from  a wide  range  of  largely  unattended  health 
needs,  have  come  into  being.  The  management  of 
these  hotels,  and,  indeed,  the  hotels  themselves  are 
major  contributors  to  the  health  problems  of  both 
their  residents  and  the  communities  in  which  they 
are  located,  and  public  regulations  seem  to  be  inef- 
fective in  dealing  with  the  conditions  that  have  de- 
veloped. This  report,  produced  by  members  of  a 
unique  program  in  New  York  City,  which  trains 
medical  students  to  be  community  physicians,  de- 
scribes existing  hotels,  their  history,  and  their  resi- 
dents. It  evaluates  current  attempts  to  meet  the 
social  and  medical  needs  presented  by  the  residents, 
and  proposes  several  solutions  that  incorporate  two 
years  of  clinical  experience  and  comprehensive  re- 
search. It  also  presents  original  data  on  the  health 
problems  of  SRO  residents.  The  report  focuses  on 
an  area  of  the  upper  west  side  of  Manhattan  between 
70th  Street  and  112th  Street  where  62  SRO  hotels 
and  over  12,000  rooms  are  located. 
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Does  the  germ  then  bear  another  body, 

Or  does  he  return  with  his  body  of  old, 

When  he  comes  to  enter  that  human  womb ? . . . 

How  does  he  grow  his  different  limbs, 

Get  hearing  and  eyesight,  consciousness? 

Declare  it  all  in  truth  at  our  bidding, 

For  we  all  deem,  friend,  that  you  know  the  country. 

— Astaka1 

Our  understanding  of  the  ancient  mind  is  based 
on  data  drawn  from  the  most  disparate  sources  and 
forms  of  scientific  knowledge.  The  data  of  ar- 
chaeology, philology,  and  anthropology  are  pieced 
together  through  the  use  of  artifact,  language,  and 
lore  to  achieve  a shadowy  mosaic  of  the  thought  and 
feeling  of  ancient  man.  Among  the  most  valued  and 
challenging  windows  on  the  ancient  mind  is  the  ac- 
cumulated mythology  of  ancient  religion.  Through 
the  use  of  this  window,  we  hope  to  gain  insights  into 
one  of  the  most  fundamental  mysteries  confronting 
ancient  man,  namely,  the  nature  of  man’s  biologic 
beginning,  or  the  process  of  procreation.  Every  an- 
cient and  primitive  folklore  shows  the  effort  to  un- 
derstand reproduction  and  the  uncertainties  that 
attend  each  step  of  the  process.  Paternity,  for  ex- 
ample, is  not  a matter  to  be  taken  for  granted  as  di- 
rectly related  to  marital  partnership.  The  drama  of 
the  birth  of  the  baby  is  an  infinite  source  of  stimuli 
for  folklore  and  religious  thought.  Ancient  man  not 
only  searched  for  the  meaning  of  the  normal  gener- 
ative process,  he  was  also  confronted  with  those 
anomalies  or  variations  of  the  normal  course  events 
which  called  for  explanations.  For  example,  how  was 
the  birth  of  twins  to  be  explained?  The  abundant 
folklore  and  mythology  surrounding  twins  points  to 
the  fascination  aroused  by  this  one  variation  in  the 
reproductive  process. 


This  report  focuses  on  ancient  Hindu  thought 
concerning  the  reproduction  process,  particularly  the 
view  of  prenatal  state  as  a sentient  one,  and  the  de- 
veloping fetus  a respondent  to  the  environment. 
The  prenatal  state  is  touched  on  in  the  most  ancient 
Sanskrit  writings  in  a number  of  different  contexts. 
We  will  review  these  references  to  the  prenatal  state 
as  they  appear  in  the  most  ancient  Vedic  religious 
writings,  the  Ayurvedic  medical  treatises,  and,  par- 
ticularly, the  mythologic  accounts  embodied  in  the 
great  epic  works  of  the  ancient  Indian  civilizations. 
To  understand  the  ancient  Indian  accounts  per- 
taining to  prenatal  experiences  and  influences,  it  is 
necessary  to  consider  briefly  the  writings  and  sources 
of  the  material.  The  extant  religious,  epic,  and 
medical  writings  are  based  on  traditions  associated 
with  civilizations  of  the  Indian  subcontinent  dating 
to  the  second  millennium  B.C.  The  archaeologic 
evidence  points  to  an  early  local  civilization  in  the 
Indus  River  Valley,  the  Harappan,  which  existed 
around  2,300  B.C.2  The  Harappan  had  deteriorated 
by  the  time  the  Aryan  invasions  from  Asia  began  in 
the  mid-second  millennium  B.C.  The  Aryan  in- 
vaders came  to  India  from  the  west  and  north  in 
successive  waves  penetrating  the  Indian  subconti- 
nent. The  most  ancient  Hindu  scriptures,  the  Rig 
Veda,  reflects  this  tradition  of  an  Aryan  people  in- 
vading, impinging  on,  and  finally  integrating  with  the 
original  non-Aryan  inhabitants  of  India.  The 
invasion  is  reflected  in  the  two  great  epics  of  ancient 
India,  the  Mahabharata  and  Ramayana,  which  bear 
out  the  essential  elements  of  this  Aryan  influx:  (1)  the 
confrontation  and  clash  between  two  socially  and 
culturally  distinct  groups,  and  (2)  a progression  of 
conflict  and  cultural  change  across  India  from  the 
northwest  to  the  southeast,  eventually  crossing  over 
to  the  most  remote  point  of  the  invasion,  the  island 
of  Ceylon.  The  literary  trail  formed  by  the  Rig  Veda, 
Mahabharata,  and  the  Ramayana  provides  a fair 
parallel  to  the  archaeologic  history  of  ancient  India.2 
This  is  an  extraordinary  revelation  in  view  of  the 
content  and  focus  of  these  great  works  which  were  in 
no  way  intended  as  historical  documents. 

The  sacred  writings  or  Vedas  of  ancient  India  in- 
clude four  collections  of  hymns,  songs,  prayers,  in- 
cantations, and  religious  formulas.  Of  the  four,  the 
Rig  Veda  mentions  in  its  religious  hymnal  context 
the  names  of  characters  who  are  a focus  of  the  two 
great  epics,  and  other  works  which  elaborated  the 
lore,  legend,  and  mythology  of  ancient  India.3 

The  Mahabharata  is  the  great  rambling  epic  of  the 
Vedic  age,  consisting  of  200,000  lines  in  18  books 
(eight  times  the  size  of  the  Iliad  and  Odyssey  corn- 
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bined),  and  showing  evidence  of  having  been  formed 
by  the  fifth  century  B.C.4  The  epic  was  extended 
from  its  original  kernel  by  many  interpolations  over 
the  centuries,  some  as  recent  as  400  A.D.1  Its  title 
refers  to  the  great  war  of  the  descendants  of  Bharata. 
The  Ramayana,  composed  about  500  B.C.,  attrib- 
uted to  a single  poet,  Valmiki,  is  a much  more  orderly 
and  compact  work  of  50,000  lines.5  Although  com- 
posed perhaps  a century  earlier  than  the  Mahab- 
harata,  the  Ramayana  reflects  a later  tradition  of 
Indian  history.  The  Ramayana  is  concerned  with 
a titanic  struggle  for  the  island  of  Ceylon  and  thus 
represents  the  last  phases  of  the  Aryan  penetration 
of  India. 

Fetal  mind 

The  ancient  Hindu  view  of  the  fetus  as  a highly 
perceptive  and  active  individual  is  not  entirely  at 
variance  with  contemporary  scientific  knowledge  of 
the  fetus’  neurophysiology.  Studies  have  demon- 
strated many  links  between  the  fetus  and  his  envi- 
ronment, among  them  fetal  physiologic  changes  of 
an  ongoing  nature  in  response  to  the  mother’s  con- 
dition. For  example,  fetal  breathing  patterns  vary 
with  such  factors  as  maternal  cigarette  smoking, 
fasting,  and  exercise.6  During  a maternal  epileptic 
seizure  the  fetus  experiences  a diminished  oxygen 
supply  and  a period  of  bradycardia.7  External  en- 
vironmental factors,  such  as  loud  sounds,  evoke  fetal 
physiologic  responses.  Fetal  motor  activity  has  been 
noted  to  increase  in  the  emotionally  disturbed 
mother.8  The  mother  who  is  emotionally  disturbed 
late  in  pregnancy  has  been  found  to  have  an  infant 
with  autonomic  disturbances  persisting  up  to  four 
months  of  age.9 

In  laboratory  studies,  the  impact  of  maternal  stress 
on  the  animal  fetus  has  been  demonstrated  in  several 
species.  Pregnant  rats  subjected  to  the  stress  of 
crowding  had  litters  less  responsive  to  unfamiliar 
stimuli.10  The  handling  of  pregnant  rats  in  routine 
laboratory  fashion  is  correlated  with  offspring  of  less 
emotionality  as  compared  with  controls  of  non- 
handled  mothers.11  Arousal  of  the  pregnant  rat 
through  the  use  of  direct  electrical  stimulation  of  the 
reticular  formation  has  resulted  in  offspring  with 
elevated  seizure  thresholds  as  compared  with  con- 
trols.12 

The  importance  of  external  stimulation  in  fetal 
development  is  demonstrated  by  several  interesting 
observations  on  incubating  eggs.  The  hatching  of 
avian  eggs  involves  the  active  pipping  (cracking  of  the 
shell)  by  the  fetus  in  the  final  stage  of  development. 
Chick  and  duck  fetuses  have  been  found  to  be  re- 
sponsive to  auditory  stimulation  provided  by  the 
incubating  mother.13  When  the  maternal  call  is  di- 
rected at  the  egg  in  a late  stage  of  incubation,  the 
chick  or  duck  fetus  responds  with  increased  vocal- 
ization and  beakclapping.  In  an  experiment  which 
defined  more  precisely  the  nature  of  auditory  stim- 
ulation, incubating  Japanese  quail  fetuses  were  given 


a two-hour  period  of  auditory  click  stimulation  at 
various  times  in  the  course  of  hatching.14  A critical 
phase  late  in  prenatal  development  was  determined, 
at  which  time  the  brief  auditory  stimulation  had  the 
effect  of  speeding  up  the  last  phase  of  incubation 
when  the  chick  engages  in  pipping.  This  ability  to 
speed  up  pipping  allows  the  nesting  mother  to  syn- 
chronize hatchings  among  her  brood.  With  the  ac- 
tivity of  sitting  on  the  eggs  terminated  the  mother 
can  be  more  available  to  her  brood  against  preda- 
tors. 

The  exploration  of  these  prenatal  influences  has 
led  to  the  uncovering  of  endocrine  mechanisms  which 
mediate  the  effects  on  the  laboratory  offspring.  The 
effects  of  behavior  stress  on  the  pregnant  mouse  have 
been  mimicked  by  the  administration  of  epinephrine 
subcutaneously  during  the  second  trimester  of 
pregnancy.15  Epinephrine  injections  into  incubating 
chicken  eggs  yielded  chicks  with  shortened  reaction 
times  as  compared  with  saline-injected  controls.15 
Male  rats,  whose  mothers  had  been  stressed  during 
pregnancy,  showed  low  levels  of  male  copulatory 
behavior  and  high  rates  of  female  lordotic  responding 
as  compared  with  controls.16  This  failure  of  be- 
havioral masculinization  in  male  offspring  of  stressed 
mothers  has  been  correlated  with  decreased  testos- 
terone levels  in  the  fetus  at  a critical  phase  in  central 
nervous  system  development.17  Female  rats,  whose 
mothers  had  been  stressed  during  pregnancy,  showed 
a variety  of  effects  in  terms  of  reproductive  func- 
tioning: few  conceptions,  more  abortions,  fewer 

viable  young,  smaller  offspring,  and  longer 
pregnancies  than  controls.18 

The  exposure  of  the  human  fetus  to  endogenous 
hormones  as  a result  of  medical  treatment  of  the 
pregnant  mother  has  provided  other  data  of  endo- 
crine linkages  with  behavior.  Reinisch  and  Karow19 
studied  71  individuals,  ages  4 to  21,  who  had  been 
exposed  in  utero  to  synthetic  progestin  or  estrogens. 
They  found  the  progestin  group  to  be  more  inde- 
pendent and  individualistic  than  the  estrogen  group. 
In  a clinical  study  of  a series  of  seven  hypersexual, 
aggressive  delinquent  girls,  Goodman20  noted  that 
six  had  been  exposed  to  virilizing  hormones  in  utero 
or  childhood.  It  is  theorized  that  the  aberrant  be- 
havior observed  in  these  girls  was  related  to  brain 
changes  induced  by  the  exogenous  hormones. 

The  influence  on  the  fetus  of  the  maternal  envi- 
ronment has  been  raised  in  the  case  of  those  rare 
acquired  diseases  which  develop  in  the  prenatal  pe- 
riod. One  such  disease  that  has  been  studied  is 
childhood  leukemia,  including  the  rare  congenital 
cases.  Greene  and  Miller21  have  conjectured  from 
their  series  of  33  cases  that  a stress-producing  so- 
matic or  emotional  event  for  the  mother  occurs  which 
is  significant  in  relation  to  the  disease  onset.  They 
based  their  conclusion  on  the  finding  that  the  mother 
of  the  leukemic  children  suffered  an  emotional  stress, 
often  in  the  form  of  a depression,  during  pregnancy. 
Furthermore,  the  emotional  upset  seemed  timed  with 
one  of  the  two  critical  hematopoietic  gestational 
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periods,  two  to  three  months,  when  there  is  a tran- 
sition from  mesoblastic  to  hepatic  hematopoiesis  and 
six  to  seven  months,  when  there  is  a transition  from 
hepatic  to  myeloid  hematopoiesis. 

The  ability  of  the  fetus  to  learn  has  been  investi- 
gated in  experiments  in  which  the  fetus  was  condi- 
tioned to  move  by  an  environmentally  produced 
stimulus.  The  conditionally  produced  fetal  move- 
ments are  capable  of  experimental  extinction, 
spontaneous  recovery,  and  retention  over  a three- 
week  interval.22 

The  fetus  subjected  to  repeated  experimental 
stimulation  (a  vibrator)  shows  a condition  of  di- 
minished motor  responsivity  or  adaptation  in  con- 
trast to  a control  fetus,  that  is,  the  experimental  fetus 
will  show  lesser  movements  and  a higher  threshold 
for  stimulation.23  A similar  pattern  of  heart  rate 
increase  in  experimental  and  control  fetuses  is  ob- 
served. The  human  fetus,  four  to  six  weeks  before 
birth,  responds  with  sudden  active  movements  to  a 
loud  sound  originating  outside  the  body  of  the 
mother.24  Ray25  demonstrated  from  records  of  fetal 
movements  that  a fetus  can  be  conditioned  to  move 
with  an  external  sound. 

In  psychoanalytic  theory,  the  earliest  experience 
usually  considered  has  pertained  to  the  psychologic 
trauma  of  birth,  with  little  attention  being  given  to 
developmental  stages  prior  to  birth.  An  “umbilical” 
stage  has  been  proposed  early  in  pregnancy  in  which 
the  hematologic  system  of  the  fetus  responds  to 
stress.26  Leukemia,  acquired  very  early  in  childhood, 
might  represent  such  a stress  response  during  a 
prenatal  phase  of  hematologic  susceptibility.21 

Milakovic27  has  suggested  that  following  the  the- 
oretical umbilical  stage  is  a “deglutitive”  stage  of  fetal 
developments.  In  the  deglutitive  stage,  the  swal- 
lowing and  sucking  activities  of  the  fetus  play  a 
prominent  role.  Deglutition  in  the  swallowing  of 
amniotic  fluid  developmentally  precedes  the  oral 
activities  involving  the  tongue.  Milakovic27  theo- 
rizes that  the  swallowing  of  amniotic  fluid  plays  a 
vital  function  in  fetal  homeostasis,  and  that  the  de- 
glutitive phase  of  prenatal  activity  has  associated 
with  it  a psychic  correlate  of  peaceful  resignation 
based  on  this  earliest  experience  of  satisfaction  fol- 
lowing the  relief  of  fetal  thirst.  The  drinking  of 
amniotic  fluid  by  the  fetus  is  an  important  part  of 
fetal  physiology  and  goes  on  throughout  gestation  at 
a varying  rate.28  In  the  second  half  of  pregnancy, 
fetal  swallowing  regulates  amniotic  fluid  volume  and 
provides  calories  for  the  fetus.  Polyhydramnios  may 
occur  when  the  fetus  is  congenitally  unable  to  swal- 
low the  fluid.  Large,  well-nourished  babies  are 
known  to  be  greater  swallowers  than  malnourished 
babies.  The  taste  buds  of  the  fetus  are  more  nu- 
merous and  widespread  than  those  of  the  adult,  and 
experiments  with  suckling  rats  have  shown  that 
amniotic  fluid  contains  a stimulus  to  the  sucking 
reflex.29 


Ayurvedic  embryology 

Medical  knowledge  in  ancient  Indian  civilization 
was  integrated  within  the  sacred  writings  of  Hindu 
religious  tradition.  The  Hindu  medical  tradition, 
known  as  Ayurveda,  shows  ties  with  the  most  ancient 
Rig  Veda  as  well  as  later  documents.  Its  beginnings 
may  well  predate  the  western  Hippocratic  writers  by 
many  centuries.30  The  two  great  traditional  writings 
of  ancient  Ayurvedic  medicine,  the  Susruta-samhita 
and  the  Caraka-samhita,  devote  a considerable 
proportion  of  space  to  conception,  embryology,  and 
obstetrics,  with  detailed  attention  to  the  processes 
of  reproduction  and  gestation.31  One  short  Sanskrit 
treatise  in  particular,  the  Garbha  Upanishad,  is 
devoted  entirely  to  embryology  and  probably  reflects 
Vedic  medical  writings  already  developed  in  the 
second  millennium  B.C.32  In  it  the  phases  of  human 
embryologic  development  are  spelled  out  in  an  or- 
derly and  logical  fashion.  • The  fetus  is  described  in 
the  Garbha  Upanishad  as  being  viable  by  the  sev- 
enth (lunar)  month  of  gestation.  Much  earlier  in 
pregnancy,  however,  by  the  fourth  month,  with  the 
formation  of  the  heart,  the  fetus  is  considered  en- 
dowed with  consciousness  and  able  to  express  its 
desire  for  things  of  taste,  smell,  and  so  forth,  through 
the  longings  of  the  mother.31  Thus,  the  ancient 
medical  understanding  of  fetal  development  provides 
a rational  basis  for  the  fetus  to  be  influenced  by  en- 
vironmental stimuli  and  maternal  experiences. 

The  developing  embryo  is  susceptible  to  many 
exogenous  influences,  and  the  Caraka-samhita 
presented  a detailed  guide  to  proper  hygiene  for  the 
pregnant  woman.  Certain  flowers  and  herbs  are  to 
be  worn  or  eaten  to  preserve  the  conception.  The 
pregnant  woman  is  to  avoid  violent  exercise,  awk- 
ward sitting  positions,  and  improper  diet.33  Certain 
practices  are  particularly  undesirable  and  might  give 
rise  to  features  inherited  by  the  newborn.  For  ex- 
ample, a woman  eating  fish  in  excess  may  give  birth 
to  a slow-winking  offspring;  a woman  who  eats  many 
sweets,  an  obese  or  mute  offspring;  and  a woman 
addicted  to  wine,  a forgetful  or  fickle  offspring. 
These  same  factors  might  be  transmitted  via  the 
semen  in  the  case  of  a father  who  had  so  indulged 
himself. 

Behavioral  characteristics  of  the  mother  were 
transmitted  as  well.  For  example,  the  woman  who 
is  given  to  sleepwalking  will  give  birth  to  a congeni- 
tally insane  offspring;  a shrewish  woman,  to  an  epi- 
leptic offspring;  a nymphomaniac,  to  a shameful  or 
effeminate  offspring;  a scheming  woman,  to  a traitor 
or  evil  doer;  and  a woman  addicted  to  sleep,  to  a 
dullard. 

The  Susruta-samhita  gives  details  on  the  matter 
of  the  longings  of  a pregnant  woman.34  The  non- 
gratification of  a sensual  enjoyment  by  the  pregnant 
woman  will  have  a painful  effect  on  that  particular 
sense-organ  of  the  child.  A woman  who  yearns  to 
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visit  a hermitage  will  give  birth  to  a pious  child;  to  see 
a savage  animal,  to  a savage  and  cruel  child;  to  have 
fine  silks  and  ornaments,  to  a child  of  aesthetic  taste, 
and  so  forth.  The  Susruta-samhita  urges  the  phy- 
sician to  insure  that  the  desires  of  the  pregnant 
woman  are  fulfilled  to  avoid  the  dire  consequences 
on  the  fetus  stemming  from  the  pregnant  woman’s 
frustration.34 

The  influence  on  the  fetus  of  the  mother’s  sensory 
experiences  during  pregnancy  is  illustrated  by  an 
account  in  the  Mahabharata  of  Vyasa,  illustrious 
sage  and  the  arranger  of  the  Vedas.  It  was  Vyasa ’s 
task  to  impregnate  the  two  beautiful  widows  of  his 
younger  brother  to  perpetuate  the  line  of  the  Bhar- 
atas.  Vyasa  was  so  dedicated  to  the  ascetic  life  that 
he  was  repulsive  in  appearance.  As  a consequence, 
his  wife  Ambika  was  struck  with  fear  and  kept  her 
eyes  closed  when  with  him.  This  caused  her  to  give 
birth  to  a child,  Dhritarashtra,  who  was  blind.  The 
other  wife  of  Vyasa,  Ambalika,  was  so  pale  with  fear 
that  she  gave  birth  to  a child  of  pale  complexion. 
The  child  was  named  Pandu,  meaning  “pale.”35 

The  Hindu  divinity  with  the  role  of  developing  the 
conceptus  in  the  womb  is  Tvastr,  the  artisan  and 
craftsman  among  the  gods.  Tvastr  produced  a great 
variety  of  living  creatures,  as  well  as  the  distinctive 
instruments  of  the  various  gods:  the  axe  of  Brah- 
manaspati,  the  thunderbolt  of  Indra,  and  so  forth.36 
He  is  a maker  of  forms  and  presides  over  the  gener- 
ative process,  even  to  creating  in  the  womb  the  hus- 
band and  wife  who  are  eventually  to  be  paired. 
Mentioned  65  times  in  the  Rig  Veda,  the  name 
Tvastr  may  be  traced  to  the  Avestan  language,  with 
roots  meaning  fashioner,  artificer,  one  who  quickly 
obtains,  or  one  who  assists  in  works.37  Tvastr  is 
considered  the  source  of  mankind  since  it  is  his 
daughter,  Saranyu,  who  gives  birth  to  Yama  and 
Yami,  the  two  progenitors  of  the  human  race. 

Mythic  pregnancies 

Many  of  the  pregnancies  of  Hindu  mythology  are 
marvelous  in  various  ways.  Unusual  prolongations 
of  pregnancy  often  mark  unusual  progeny.  The 
great  sage  Parasara  was  in  the  womb  of  Adrisyanti 
12  years.38  Asmaka  was  in  the  womb  of  his  mother 
for  12  years  and  was  apparently  unwilling  to  be  born. 
His  mother  tore  open  her  womb  with  a stone  in  order 
to  bring  him  forth.38  His  name  means  stone.1 
Aurva  was  an  embryo  in  his  mother’s  thigh  for  100 
years  before  bursting  forth.38  Sarvadamana,  the  son 
of  Sakuntala  by  King  Dushmanta,  was  in  the  womb 
for  three  years.38 

Among  the  more  extraordinary  and  puzzling 
pregnancies  were  those  of  the  two  wives  of  Kasyapa, 
Kadru  and  Vinata.  Kadru’s  pregnancy  led  to  1,000 
eggs  which  she  deposited,  incubated  for  500  years, 
and  hatched  as  the  splendid  snakes  for  which  she  had 
prayed.  Vinata  had  two  eggs  which  failed  to  hatch 
after  the  same  period.  Impatient,  she  broke  one 
open  to  find  it  only  partially  developed.  The  pre- 


maturely exposed  embryo  cursed  her  and  flew  away 
leaving  her  to  wait  another  500  years  for  the  re- 
maining egg  to  be  hatched  successfully.  The  second 
egg  produced  Garuda,  the  serpent  eater,  who  also 
flew  away.38 

While  many  mythical  pregnancies  were  prolonged, 
the  gestation  of  Dwaipayana  was  marvelously  swift. 
Parasara  espied  a beautiful  fish  maiden  and  enjoyed 
her  on  a river  bank  under  a fog  covering  which  he 
created  for  the  occasion.  The  offspring  named 
Dwaipayana,  meaning  “son  of  an  island”  (dwipa),  was 
born  the  same  day  that  the  mating  occurred.  Para- 
sara further  exercised  his  great  powers  by  giving  the 
fish  maiden  a sweet  smelling  body  and  having  her 
restored  to  virginity  following  the  episode.1 

The  pregnancy  of  Gandhari  was  miraculous  in 
many  ways.  She  had  asked  to  have  100  sons  by  her 
husband  King  Dhritarashtra  as  a reward  for  her 
hospitality  toward  the  great  sage,  Dwaipayana.  She, 
shortly  thereafter,  became  pregnant  but  remained 
so  with  no  issue  for  two  years.  Becoming  impatient 
and  learning  that  Kunti  had  given  birth  to  a son  by 
Pandu  who  would  be  heir  to  the  throne,  Gandhari 
struck  her  womb  violently.  An  iron-hard  ball  came 
forth  which  she  was  about  to  discard  when  the  great 
sage,  Dwaipayana,  interceded,  advising  her  to  pre- 
pare 100  pots  of  clarified  butter  while  sprinkling  the 
ball  with  cool  water.1  Dwaipayana  is  the  sage  later 
to  be  called  Vyasa,  meaning  “divider,”  for  dividing 
the  sacred  Vedic  texts.1  Here  he  also  participated 
in  an  act  of  wonderful  division.  Under  the  recipe  of 
Dwaipayana,  the  ball  divided  into  100  parts,  each 
placed  into  one  of  the  pots.  The  pots  were  concealed, 
watched  with  care,  and  after  two  years  opened. 
From  each  pot  a son  was  born,  two  months  being  re- 
quired for  the  100  sons  to  be  born.  When  the  ball 
was  being  prepared  by  the  sage  initially  Ganghari 
begged  for  a daughter  also.  One  additional  part  left 
from  the  divided  ball  was  placed  in  a separate  pot. 
This  pot  gave  the  mother  the  daughter  she  wished  for 
in  addition  to  the  100  sons.38 

The  birth  of  the  great  sage  Pariksit  involved  an  act 
of  rejuvenation.  While  his  mother  Uttara  was 
pregnant,  the  rival  clan  of  Drona  had  undertaken  to 
destroy  all  of  her  clan’s  offspring  while  in  the  womb. 
Their  weapons  penetrated  her  womb,  along  with 
those  of  the  other  women  of  her  clan,  and  her  child 
was  stillborn  at  six  months.  Under  the  promise  of 
the  god  Krishna,  the  child’s  aunt  Prtha  (Kunti) 
chanted  over  the  stillborn  and  revived  it.  Since  the 
child  was  the  continuation  of  an  extinguished  line  he 
was  named  Pariksit  meaning  “born  in  an  extinct 
line.”1 

Prenatal  learning 

The  Ayurvedic  understanding  of  the  powers  of  the 
fetus  to  learn  and  experience  is  reflected  in  various 
ancient  Hindu  rituals  performed  with  the  pregnant 
woman.  The  Seemantonain  (Simantonnayana) 
ritual  in  the  fifth  month  of  pregnancy  was  devoted 


December  1980/New  York  State  Journal  of  Medicine  2009 


to  impressing  holy  ideas  on  the  fetus  at  the  point  at 
which  the  intellect  begins  to  develop.39  Another 
ancient  V edic  ritual  was  designed  to  influence  the  sex 
of  the  fetus,  the  Pumsavana  (Punsavana).  This 
ritual  is  to  insure  the  birth  of  a male  child;  and  as 
described  in  the  Caraka-samhita  calls  for  the  elab- 
orate use  of  botanical  and  other  substances  to  be  in- 
gested by  the  pregnant  woman.33  The  antiquity  of 
the  Pumsavana  is  attested  to  by  its  mention  in  the 
Mahabharata.38  Modern-day  rituals  in  which  Vedic 
sayings  are  whispered  into  the  ears  of  the  newborn 
are  the  Jatkarma  and  Medhajanana  ceremonies.40 
In  addition  to  the  ancient  Hindu  belief  in  the  edu- 
cability of  the  fetus,  was  the  attribution  of  great 
knowledge  to  the  newborn,  believed  to  be  a gift  of 
God  to  the  fetus.39  The  belief  in  reincarnation 
provides  a logical  basis  for  the  fetus  falling  heir  to 
great  wisdom.  The  many  previous  lives  provide 
knowledge  for  the  developing  fetus,  although  all  of 
this  is  usually  lost  at  the  instant  of  the  newest  birth.32 
The  Garbha  Upanishad  puts  the  following  words  in 
the  mouth  of  the  fetus:  “I  have  seen.  . . . thousands 
and  thousands  of  variegated  living  forms.  . . . having 
gone  through  the  births  over  and  over  again.”32 

The  soul,  or  self,  enters  the  embryo  following  the 
combination  in  the  womb  of  the  semen  and  ovum, 
according  to  the  Susruta-samhita.34 

By  way  of  reincarnation,  the  individual’s  previous 
character  will  affect  the  fetus’  intrauterine  wishes, 
which  in  turn  will  be  manifested  in  the  wishes  of  the 
mother  during  pregnancy.  The  fetus  is  described  in 
the  Mahabharata  as  being  its  own  father  reborn  and 
reflecting  the  father’s  Vedic  knowledge.38 

Prahlada  acquired  a knowledge  of  philosophy 
while  in  his  mother’s  womb.  According  to  the  legend 
in  the  Mahabharata,  Prahlada  had  passed  through 
several  incarnations  before  obtaining  final  exemption 
from  existence.  It  was  during  his  intrauterine  exis- 
tence of  mother  Lilavati  and  father  Narada  that  he 
acquired  great  wisdom.  As  a consequence,  he  was 
invulnerable  to  attack  and  could  not  be  killed  by 
physical  means.35 

Another  myth  which  hinges  on  intrauterine  per- 
ception is  the  account  of  Ashtavakra,  son  of  Kagola. 
Kagola  was  the  son-in-law  of  a great  sage,  Uddalaka, 
whose  characteristics  the  grandson  Ashtavakra  in- 
herited. As  a consequence,  Ashtavakra  knew  the 
Vedas  while  in  the  womb,  which  his  father  Kagola  did 
not.  When  Kagola,  a poor  scholar,  would  attempt 
to  learn  and  made  mistakes,  the  fetus  Ashtavakra 
would  writhe  in  agony  so  that  he  was  born  with  eight 
twists  in  his  body,  hence  his  name  ashta  (eight)  and 
vakra  (crooks).5  In  a variation  on  the  theme,  the 
fetus  rebuked  Kagola  for  neglecting  his  wife  through 
his  studies.  Kagola  cursed  the  fetus  and  condemned 
him  to  be  born  crooked.41  Ashtavakra’s  great 
learning  is  the  basis  for  his  being  able  to  avenge  his 
father’s  death  and  bring  peace  to  his  spirit  through 
the  glory  of  his  son.  Kagola  lost  a contest  of  wits  to 
a court  scholar  and  drowned  himself  as  a penalty. 
Ashtavakra  subsequently  brought  the  death  penalty 


to  the  same  court  scholar  following  a similar  contest 
of  learning.  The  twisting  of  Ashtavakra  in  the  womb 
in  response  to  his  father’s  verbalization  reminds  us 
of  the  contemporary  observations  on  the  startle  reflex 
that  is  elicited  in  the  fetus  as  early  as  30  weeks  of 
gestation.8  The  wonderfully  learned  fetus  is  to  be 
found  in  mythology  closely  related  to  the  ancient 
Indian,  the  Indo-Aryan  Avestan,  writings.  In  the 
account  of  the  Kayanid  dynasty  we  find  the  foolish 
king  Kai  Kaus  to  whom  providence  sends  an  ex- 
traordinary minister,  Aoshnara  (Aush-khur).42 

While  still  in  the  womb,  Aoshnara  was  taught 
marvels  by  his  mother  and  on  his  birth  matched  wits 
with  unbelievers  who  challenged  him  with  riddles.43 
The  loser  in  such  a contest  is  destroyed.  Aoshnara 
is  referred  to  in  the  most  ancient  Avestan  texts  with 
the  epithet  “full  of  wisdom.”44  The  Avestan 
mythology  shares  many  features  with  the  Vedic,  and 
the  two  may  have  shared  a common  Indo-Aryan 
wellspring.45 

Fetal  adventures 

The  sensitivity  of  the  fetus  to  external  events,  as 
well  as  its  potential  for  independent  action,  is  illus- 
trated in  a story  in  the  Mahabharata  involving 
Puloma,  the  beautiful  wife  of  Bhrigu,  who  is  ab- 
ducted by  a demonic  character  while  pregnant.  The 
fetus  becomes  enraged  at  the  violence  against  her  and 
drops  from  his  mother’s  womb,  shining  like  the  sun. 
The  demon  spies  the  newborn,  releases  Puloma,  and 
is  converted  to  ashes.38  The  newborn  is  subse- 
quently named  Chyavana,  meaning  “the  fallen.”1 

Dirghatamas,  who  was  taught  by  his  father  Uta- 
thya  all  the  Vedas  while  in  the  womb,  was  born  blind 
as  a result  of  an  intrauterine  adventure.  While 
pregnant  with  Dirghatamas,  Mamata  yielded  to  the 
sexual  advances  of  Utathya’s  younger  brother  Vri- 
haspati.  The  aroused  fetus  urged  his  uncle  to  desist 
and  blocked  the  entry  of  new  semen  into  the  womb. 
Vrihaspati  cursed  his  unborn  nephew  who  was  born 
blind.  The  newborn  was  named  Dirghatamas, 
meaning  “enveloped  in  perpetual  darkness.”1  He 
later  obtained  his  sight  by  worshipping  Agni.35  This 
account  is  found  in  the  Mahabharata,  although 
references  to  Utathya  and  Dirghatamas  are  to  be 
found  in  the  Rig  Veda.  Twenty-four  hymns  of  the 
Rig  Veda  are  ascribed  to  Dirghatamas.46  A variation 
of  this  account  describes  the  pregnant  Mamata  as 
developing  a superfetation  from  her  husband’s 
brother.  Dirghatamas,  in  the  womb,  reacted  with 
rage  and  kicked  out  the  newcomer.  The  fetus  kicked 
out  by  Dirghatamas  was  destined  for  a future  as  a 
bearer  of  scientific  wisdom  to  mankind,  Bharad- 
waja.47 

The  extraordinary  potential  of  the  fetus  for 
learning  is  reflected  in  the  legend  of  Parasara. 
Parasara,  who  demonstrated  his  great  learning  and 
piety  in  utero,  is  considered  the  26th  Vedic  Rishi  and 
is  mentioned  in  the  Rig  Veda.48  Parasara  was  the 
son  of  Saktri,  eldest  of  the  100  sons  of  Vasishtha. 
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When  a man-eating  Rakashasa  devoured  the  100 
sons,  Vasishtha’s  grief  was  boundless  and  wandering 
off  he  attempted  in  various  ways  to  destroy  himself. 
He  was  followed  into  the  forest  by  Saktri’s  widow, 
Adrisyanti.  When  Vasishtha  heard  Vedic  sounds  in 
solitude,  he  turned  and  discovered  Adrisyanti’s  un- 
born son  (Parasara)  chanting  Veda  from  inside  the 
womb.  'Phis  made  Vasishtha  decide  to  refrain  from 
self-destruction.  While  remaining  in  his  mother’s 
womb  for  12  years,  Parasara  studied  Vedas.  When 
born  he  was  named  Parasara,  meaning  the  vivifier  of 
the  dead,  because  he  had  prevented  the  self-de- 
struction of  Vasisht  ha.  Vasishtha  raised  him  like  a 
son  in  his  ashrama.  When  he  grew  up  and  heard  the 
particulars  of  the  death  of  his  father  and  uncles,  he 
instituted  a sacrifice  for  the  destruction  of  all  the 
Rakashasas,  but  was  dissuaded  from  its  completion 
by  Vasishtha  and  other  sages.38  In  desisting,  he 
scattered  the  remaining  sacrificial  fire  on  the 
northern  face  of  the  Himalaya,  where  it  still  blazes 
forth  at  the  phases  of  the  moon,  consuming  Rak- 
ashasas, forests,  and  mountains.49 

The  power  of  the  fetus  to  react  to  a threatening 
environment  is  also  seen  in  the  account  of  Aurva’s 
birth.  The  story  begins  with  a feud  between  two 
tribal  groups,  the  Bhrigus  and  the  Kshatriyas.  The 
Kshatriyas  had  become  enraged  at  the  Bhrigus  and 
slaughtered  them  wherever  they  could  find  them, 
including  the  Bhrigu  embryos  in  the  womb.  One 
Bhrigu  mother  Arushi,  pregnant  by  the  sage  Chya- 
vana,  put  her  embryo  in  her  thigh  to  avoid  its  death, 
where  it  remained  for  100  years.  When  the  Ksha- 
triyas discovered  her  secret  and  came  to  destroy  the 
embryo,  it  burst  forth  from  her  thigh  with  the  light 
of  a midday  sun.  The  Kshatriyas  were  blinded  by 
the  embryo’s  appearance.  The  embryo  had  achieved 
this  brightness  during  the  marvelous  gestation  by 
acquiring  all  Vedic  learning  to  restore  the  prosperity 
of  the  Bhrigus.  The  new-born  was  named  Aurva, 
meaning  “thigh-born.”1  The  pregnancy  of  Diti  was 
a marvelous  adventure  in  several  ways.  According 
to  the  Virshnu  Purana,  when  she  lost  all  her  children 
she  prayed  for  a son  who  should  destroy  Indra.  Her 
wish  would  be  granted  if  she  remained  pious  and  pure 
for  a pregnancy  of  100  years.  In  the  one  hundredth 
year  she  neglected  to  wash  her  feet  and  Indra  struck 
her  fetus  with  his  thunderbolt  dividing  it  into  seven 
parts.  The  crying  fetus  was  struck  again,  each  part 
being  divided  into  seven,  the  issue  of  the  pregnancy 
being  the  deities  called  the  Maruts.50 

Comment 

The  considerable  scientific  literature  on  mythology 
offers  a range  of  explanations  for  the  phenomenon 
of  mythmaking,  what  has  been  termed  the  mytho- 
poeic  process,  as  well  as  for  the  utility  or  function  of 
the  created  myth  in  its  original  cultural  context. 
From  the  descriptions  of  the  prenatal  state  in  Hindu 
mythology,  can  we  devise  an  explanatory  or  theoretic 
framework  for  unifying  the  data  at  hand?  A major 


limitation  to  our  understanding  is  the  context  of  the 
various  mythological  elements  presented.  The 
myths  of  a given  religion  arise  in  the  context  of  a 
specific  culture  and  an  evolving  society.  The  context 
of  a myth,  indeed  the  context  of  each  minute  detail 
of  a myth,  may  point  to  a meaning  and  a genesis  of 
the  myth  that  is  lost  when  the  myth  is  studied  in 
isolation.  In  the  present  study,  we  have  extracted 
a subset  of  myths  from  the  context  of  Hindu 
mythology  which,  in  turn,  is  a part  of  the  larger 
context  of  ancient  Indian  civilization  and  at  least  two 
great  religious  traditions:  that  of  the  endogenous 
subcontinent  and  of  the  invading  Aryans.  In  at- 
tempting a formulation  of  the  data,  the  possible  vi- 
olence done  to  the  contextual  relationship  of  myth 
and  culture  must  be  kept  in  mind. 

The  mythology  of  ancient  Indian  civilization  as 
reflected  in  the  Vedas,  the  Mahabharata,  and  the 
Ramayana  has  a distinctive  quality.  It  is  extremely 
elaborate  and  detailed.  It  presents  a vast  tapestry, 
extensive  yet  richly  interwoven.  The  various  char- 
acters, both  human  and  divine,  are  interrelated  in 
many  ways.  There  are  no  isolated  characters  or  in- 
cidents. The  stories  extend  over  several  generations. 
There  is  remarkable  continuity  in  the  lacework  of 
myths,  and  the  reappearing  characters  are  given  a 
familiar  and  consistent  set  of  qualities. 

Another  feature  of  Hindu  mythology  is  the  imag- 
inative and  fantastic  quality  of  the  incidents  and 
descriptions.  Rulers  reign  for  thousands  of  years; 
heroes  have  no  limits  in  their  exploits;  and  the  re- 
counted adventures,  rescues,  and  feats  of  strength 
and  daring  often  have  a science  fiction  quality.  In 
focusing  on  the  prenatal  state,  we  find  that  the 
massive  Hindu  epic  work  does  not  disappoint  us. 
The  same  exuberance  of  imaginative  thought  and 
productivity  that  characterizes  the  mythological 
treatment  of  warfare  seems  to  exist  for  the  topic  of 
the  generative  process  and  the  prenatal  experience. 
The  fetus  is  endowed  with  the  extraordinary  qualities 
of  the  other  heroic  figures  of  Indian  mythology.  The 
mythology  of  the  intrauterine  phase  seems  particu- 
larly invested  with  magical  properties  and  potentials. 
That  the  generative  process  was  an  important 
mythopoeic  focus  for  the  ancient  mind  is  demon- 
strated early  in  the  Mahabharata.  The  first  of  the 
18  books  of  the  Mahabharata,  the  Adi  Parva  (Book 
of  the  Beginning),  is  devoted  to  summarizing  and 
introducing  the  massive  work  to  follow.  Early  in  the 
Adi  Parva,  a section  is  devoted  to  the  miraculous 
births  and  unique  generative  episodes  which  are 
mentioned  throughout  the  Mahabharata.  This 
cataloguing  of  reproductive  myths,  entitled  “The 
Descent  of  the  First  Generations,”1  points  up  the 
conscious  awareness  of  the  Mahabharata  writers  of 
the  reproductive  process.  The  “Descent  of  the  First 
Generations”  is  considered  a later  accretion  of  the 
Mahabharata  as  it  continued  to  be  expanded  as  late 
as  400  A.D.51 

In  outward  appearance  the  fetus  is  the  most  de- 
pendent of  beings,  with  needs  for  nurturance  greater 
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than  that  of  the  suckling.  In  myth,  this  quality  is 
reversed.  The  fetus  is  seen  as  powerfully  influencing 
the  appetites  and  wishes  of  the  mother,  capable  of 
bursting  out  of  her,  or  rescuing  her  from  enemies. 
The  fetus  in  Hindu  mythology,  as  we  have  seen,  is 
capable  of  considerable  response  to  situations  in  the 
world  around  him.  The  end  result  of  fetal  activity 
is  often  very  significant  in  saving  someone  from  great 
danger.  As  in  utero  examples,  Chyavana  prevents 
the  ravishing  of  his  mother;  Parasara  halts  the  sui- 
cidal ambitions  of  his  grandfather;  and  Aurva  sur- 
vives attack  by  the  Kshatriyas  and  preserves  the 
Bhrigu  race. 

In  the  Vedic  writings,  the  mother  is  seen  as  ac- 
quiring the  child’s  appetites.  The  oral  needs  of  the 
fetus  are  appreciated  by  the  ancients,  but  ironically 
portrayed  as  a particular  burden  to  be  borne  by  the 
pregnant  woman.  The  specific  hungers  of  the 
mothers  are  related  to  the  personalities  of  their  fe- 
tuses. 

A mystery  of  the  fetus  which  must  have  challenged 
ancient  man,  and  still  does  so  with  modern  man,  is 
the  marvelous  predictability  of  the  process  of  gesta- 
tion. In  a world  often  dangerously  uncertain,  ancient 
man  constantly  sought  to  predict  the  future.  His 
auguries  were  devoted  to  forecasting  to  prepare  for 
or  avoid  future  threats.  The  sexual  act  was  the  most 
controllable  aspect  of  reproduction.  The  birth 
process  could  seemingly  be  initiated  with  some  reg- 
ularity. In  the  ancient  Hindu  view,  impregnation 
required  the  fecundating  power  of  the  male  basically, 
with  a lesser  contribution  on  the  part  of  the  woman. 
Many  Hindu  myths  portray  ejaculum  as  impreg- 
nating other  objects  of  nature.  But  what  of  fetal 
development?  The  myths  offer  a partial  explana- 
tion. The  fetus  is  portrayed  as  determining  the  time 
or  the  means  of  his  delivery.  His  greatness  is  assured 
by  the  powers  which  he  received  in  utero  through 
various  means. 

The  powerful  fetus,  perceptive,  responsive,  and 
pluri-potential,  could  be  influenced  by  external 
means  if  one  could  only  fathom  the  right  course  of 
stimulation.  Hence,  religious  rituals  are  available, 
as  well  as  Ayurvedic  medical  guidelines,  to  yield  the 
most  effective  gestational  conditions. 

Myths  and  anomalies.  Another  element  of  sig- 
nificance in  the  catalogue  of  prenatal  myths  is  their 
seeming  explanation  of  observed  anomalies  of  the 
reproductive  process.  Two  different  etiologies  are 
offered  for  the  blindness  of  an  infant.  Ambika 
(Kausalya),  who  was  honored  with  impregnation  by 
the  great  sage  Vyasa,  was  so  shocked  by  his  ascetic 
appearance  that  she  kept  her  eyes  tightly  closed 
throughout  the  act.  Vyasa  then  forecast  the  birth 
of  a blind  infant  as  a result  of  Ambika’s  “defect  of 
virtue.”1  A quite  different  cause  is  given  for  the 
blindness  of  Dirghatamas,  who  is  born  blind  when  he 
clashes  with  his  uncle’s  seed  while  in  the  womb.  The 
uncle  pronounces  a curse  of  blindness  on  him  for 
resisting  the  new  entry  into  his  mother’s  womb.1 

Twins  occur  very  frequently  in  Hindu  mythology, 


probably  a good  deal  more  often  than  their  modern 
observed  statistical  rate  of  one  in  80  to  100  live  births. 
As  described,  Dirghatamas  and  his  brother  Bhar- 
adwaja,  sons  of  Mamata  by  her  husband  and 
brother-in-law,  are  a rare  medical  case  of  superfeta- 
tion. Another  account  involving  superfetation  is 
that  of  the  pregnancy  of  Madri,  co-wife  of  King 
Pandu,  the  pale  son  of  Ambalika.  Pandu  was  forced 
to  abstain  from  congress  with  his  two  beautiful  wives, 
but  had  enjoined  Kunti  (Prtha),  his  chief  wife,  to 
become  impregnated  outside  of  their  union.  By  the 
use  of  the  proper  spells  she  invoked  three  gods  suc- 
cessively, and  presented  Pandu  with  three  well- 
endowed  sons.  When  Madri  approached  Pandu  on 
the  same  subject,  he  arranged  for  her  to  be  counseled 
by  Kunti.  In  invoking  a god  to  impregnate  her, 
Madri  shrewdly  turned  to  the  Asvins,  the  inseparable 
twin  charioteer  gods  of  healing  and  fertility.  The 
result  of  this  union  was  twins,  Nakula  and  Sahadeva, 
of  unmatched  beauty,  born  one  year  apart.  Kunti 
angrily  announced  that  she  had  been  deceived  by 
Madri  and  would  assist  her  no  more  lest  Madri  ex- 
ceed her  in  the  number  of  sons  she  bore.1  The 
competition  of  Kunti  and  Madri  for  offspring  is 
reminiscent  of  that  of  the  sister-wives  of  the  biblical 
Jacob,  Leah  and  Rachel,  Gen.  30:1. 

Ancient  civilizations  and  preliterate  cultures  de- 
veloped a number  of  theories  to  explain  the  anomaly 
of  twins.  Twins  were  a mystery  and  sometimes  a 
considerable  economic  burden  which  required  some 
means  of  coping  on  the  part  of  the  traditional  society. 
The  rape  of  Mamata,  and  the  jealous  response  on  the 
part  of  Kunti,  gives  us  some  insight  into  the  possible 
tensions  created  in  a traditional  society  by  the  birth 
of  twins.  The  twin  pregnancies  of  Mamata  and 
Madri  offer  two  favorite  ancient  explanations: 
secondary  impregnation,  adulterous  or  otherwise, 
and  divine  intervention.52 

Perinatal  death  is  addressed  in  the  mythology  in 
terms  of  both  etiology  and  cure.  Infant  death  and 
stillbirth  are  common  enough  so  that  the  various 
Hindu  rituals  from  preconception  through  early 
childhood  may  have  aimed  at  assuring  survival  of  the 
vulnerable  child.  The  account  of  the  attack  by  the 
Kshatriyas  on  the  unborn  children  of  the  Bhrigus 
offers  a depiction  of  stillbirth  in  epidemic  form.  The 
account  of  Parasara,  who  is  revived  as  a six-months’ 
stillborn,  is  a demonstration  of  the  exercise  of  proper 
ritual  performance,  invoking  divine  power  to  over- 
come this  form  of  perinatal  death.  The  pregnancy 
of  Gandhari  has  an  anticlimactic  abortion  which  is 
then  miraculously  converted  to  living  offspring 
through  the  powers  of  the  seer,  Dwaipayana. 

We  suggest  that  the  mythology  of  the  prenatal 
state  reflected  the  ancient  Hindu  concern  for  two 
great  mysteries:  the  powers  of  the  fetus  and  the 
control  of  time  in  the  cycle  of  gestation.  (1)  In  a so- 
cial environment  of  powerful  forces  and  threats,  how 
does  this  soft  and  helpless  conceptus  achieve  the 
power  of  life,  inheritance,  and  irresistible  attrac- 
tiveness to  its  mother?,  and  (2)  in  a biological  envi- 
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ronment  of  uncertainties  and  unpredictability,  how 
does  the  concept  us  achieve  its  preordained  status  as 
a viable  being  with  so  much  regularity  and  timeli- 
ness? 

The  probable  outcome  for  most  pregnancies  is  the 
normal  newborn,  wonder  enough.  In  the  case  of  the 
ancient  Hindu  view,  the  birth  of  a son  was  the 
hoped-for  event,  and  the  probable  variations  from 
the  general  pattern  and  anomalies  of  reproduction 
provided  considerable  tension  over  the  outcome. 
The  conceptus  begins  its  existence  as  the  most  vul- 
nerable and  amorphous  of  forms,  and  goes  on  to 
achieve  life  and  inheritance  and  become  the  irre- 
sistible attraction  of  its  mother.  How  is  this  mirac- 
ulous achievement  of  power  arrived  at?  The  myths 
of  prenatal  existence  portray  a fetus  who  is  already 
physically  and  intellectually  powerful,  has  the  keys 
to  control  over  earthly  events,  and  has  a special  re- 
lationship to  divine  forces  or  powerful  godlike  view 
on  earth.  The  fetus  is  endowed  with  physical  powers 
as  well  as  intellectual  abilities  which  are  greater  than 
those  of  adults.  The  power  of  becoming,  which  is  so 
great  in  the  fetus,  is  translated  into  actual  power  in 
the  mythic  portrayal  of  the  fetus.  The  mythopoeic 
imagination  has  achieved  a synthesis  of  the  future 
powers  of  the  individual  which  are  to  unfold  from  the 
fetus  by  portraying  a fetus  already  wonderfully  en- 
dowed and  capable  of  miracle  working. 

The  extraordinary  fetus  of  mythology  serves  as  the 
society’s  symbol  of  the  regular  occurrence  of  normal 
birth.  Durkheim53  has  pointed  out  that  religion  at 
the  fundamental  level  serves  to  express  what  is  con- 
stant and  regular  rather  than  what  is  exceptional  or 
abnormal.  The  essential  task  of  the  most  simple 
religions  in  Durkheim’s53  view  is  to  maintain  the 
normal  and  regular  course  of  life,  seasonal  changes, 
biologic  cycles,  and  life  rhythms.  Thus,  the  hyper- 
bole of  myths  regarding  the  fetus  expresses  religious 
reverence  for  the  normal  process  of  gestation. 

Conclusion 

The  ancient  endogenous  Indie  culture  was  highly 
developed  in  the  second  millennium  B.C.  when 
reached  by  the  waves  of  Aryan  migration  moving 
from  central  Asia  southward  across  the  Indian  sub- 
continent. The  intermingling  of  cultures  and  reli- 
gions which  resulted  accounts  in  part  for  the  extreme 
complexity  of  Hindu  mythology  and  religion.  The 
heritage  of  ritual  sacraments  and  sacrifices  formal- 
ized in  the  Hindu  religion  shows  a unique  attachment 
to  the  details  of  the  normal  life  cycle,  40  separate 
rituals  marking  the  various  developmental  phases.40 
Among  these,  at  least  three  rituals  were  of  an  an- 
tenatal nature,  relating  to  conception,  sex  determi- 
nation, and  religious  indoctrination  of  the  fetus. 

Within  the  intricate  epic  Hindu  mythology,  a 
number  of  accounts  of  extraordinary  prenatal  ex- 
periences are  to  be  found.  They  reveal  a theme  of  a 
sensitive  and  puissant  fetus,  such  as  Ashtavakra,  who 
was  able  to  perceive  his  father’s  errors  in  Vedic 
studies,  Parasara  who  chanted  sacred  hymns  in  utero, 


and  Chyavana  who  dropped  from  the  womb  to  de- 
stroy his  mother’s  ravisher.  While  the  mythic  fetus 
is  sometimes  portrayed  in  Herculean  form,  in  other 
circumstances  the  fetus  is  vulnerable  to  baleful  ex- 
ternal influences  such  as  the  curses  which  blinded 
Dhritarashtra  and  Dirghatamas. 

Closely  tied  to  Hindu  religious  tradition,  the  Ay- 
urvedic medical  system  reflected  similar  views  on  the 
possibilities  for  influencing  the  fetus  from  environ- 
mental sources.  While  the  religion  provided  an- 
tenatal ritual  influences,  the  Ayurvedic  treatises 
emphasized  the  hygienic  aspects  of  fetal  develop- 
ment, supplying  details  of  measures  to  be  taken  by 
the  pregnant  woman  to  insure  the  health  of  the  fetus 
and  avoid  harmful  influences  or  actions  on  her 
part. 

The  three  strands  of  ancient  ritual,  myth,  and 
medicine  revolve  around  a common  theme  of  a highly 
sentient  fetus,  aware,  reactive,  and  quite  susceptible 
to  extra-uterine  influences.  The  contemporary 
scientif  ic  assessment  of  the  fetal  experience  as  a stage 
of  complex  neurophysiologic  and  neuropsychologic 
development  is  not  entirely  at  variance  with  this 
ancient  view  of  the  reactive  fetus. 

The  epic  mythology  carried  the  theme  a step  fur- 
ther, and  sometimes  the  fetus  becomes  the  powerful 
actor.  In  portraying  the  fetus  as  a hero,  the  mytho- 
poeic imagination  may  have  been  attempting  a res- 
olution of  the  mysteries  posed  by  the  contrast  of  the 
amorphous  embryo  with  its  pluri-potentiality  and  its 
probable  future. 


Department  of  Psychiatry 
State  University  of  New  York  at 
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Don’t 
just 
tell  them 
to  quit.. 


nu£& 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  who 
want  to  quit. 
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Woe  to  victims  of  a hecatomb  (the  sacrificial 
slaughter  of  a large  number  of  animals  or  persons) 
and  to  the  fallen  and  slain  in  battle.  Their  anatomy 
becomes  all  too  grossly  apparent  in  parts  severed  and 
innards  sloshed  out.  An  ancient  appreciation  of  the 
human  anatomy,  even  if  so  foully  revealed,  is  to  the 
reader’s  attention  summoned  .... 

Area  ruins 

The  coast  of  Peru  is  periodically  incised  by  a series 
of  rivers  fed  by  rainfall  and  by  ice  meltage  from  the 
inland  Andes  Mountains.1’2  In  northern  Peru,  be- 
tween the  Sechin  and  Casma  (or  Mojeque)  Rivers, 
the  Casma  Valley  holds  some  of  the  great  archeologic 
mysteries  of  our  time,  of  which  El  Templo  de  Cerro 
Sechin  (the  Temple  of  Sechin  Mountain)  will  be  the 
subject  of  inquiry  here,  after  mention  of  its  sur- 
roundings. Of  far  greater  dimensions  are  the  mon- 
uments of  Sechin  Alto  and  Mojeque.  The  rectan- 
gular Sechin  Alto  complex  is  constructed  of  conical 
adobe  bricks  and  of  stone,  and  has  walls  that  are 
polished,  colored,  and  sculptured  in  bas-relief.  El 
Templo  de  Mojeque,  quadrangular  with  rounded 
corners,  is  made  of  conical  adobe  bricks  and  is  re- 
markable for  its  enormous  human  idols  framed  in 
niches  in  the  walls.3  These  figures,  exotically  robed, 
masked  of  face,  with  snakes  emanating  from  their 
limbs,  eerily  confront  the  spectator.  The  fortress  of 
Chanquillo,  on  a mountaintop  at  the  bank  of  the  river 
Casma,  has  three  concentric  cyclopean  walls  of 
stone.3  Within  the  inner  and  superior  major  wall, 
there  are  two  additional  cylindric  constructions,  as 
well  as  a rectangular  one  that  is  divided  into  rooms. 
Several  entrances  with  labyrinthine  pathways  lead 
up  to  the  central  and  most  superior  nucleus  of  the 
fortress. 

Casma  Valley  settlement 

Ancient  dwellers  in  the  Casma  Valley  go  back  three 


FIGURE  1.  Observe  remains  of  ancient  construction  of  clay 
and  its  lithic  exterior  (partially  reconstructed)  at  southern  base 
of  Mount  Sechin. 


and  one-half  millenia  according  to  radiocarbon  dat- 
ing of  relics  of  their  pottery  thus  far  found.  As  is 
often  the  case  in  archeology,  such  finds  and  datings 
probably  mean  that  the  very  first  settlement  was 
considerably  earlier.  For  requisite  reasons  long  since 
forgotten,  a pinnacle  of  civilization  in  the  area  was 
heralded  by  construction  of  an  adobe-bricked 
building  at  the  northern  base  of  the  granite  Sechin 
Mountain.  The  location  was  strategic,  offering  ready 
visibility  of  much  of  the  valley.4 

The  area  fully  met  the  needs  of  the  society  of  the 
time.  The  climate  is  warm,  dry,  spring-like,  and 
refreshed  by  winds  throughout  the  year.  The  valley 
along  the  Sechin  River  can  support  luxuriant  vege- 
tation. Crops  are  readily  cultivable.  (Today  corn 
is  grown  in  the  Casma  Valley.)  Materials  for  con- 
struction were  plentiful:  The  banks  of  the  Sechin 
River  may  have  been  the  source  of  almost  all  the 
adobe  bricks  (except  a small  number  of  dark  brown 
bricks  thought  to  have  originated  from  material  ob- 
tained elsewhere).  The  larger  bricks  were  shaped  as 
cones;  the  medium  ones,  as  truncated  cones.  Yel- 
lowish clay  and  ground  shells  of  mollusks  for  filler 
(cement)  may  have  been  found  in  deposits,  following 
floods.  And  finally  granite,  for  a later  phase  of 
construction,  could  be  quarried  from  this  moun- 
tainous region  (Fig.  1). 

Mud  construction  and  paintings 

The  core  of  the  ancient  mud  building,  today  called 
the  “sacred  chamber,”  is  oriented  south  to  north.  Its 
blue-painted  interior  conforms  to  a square  with 
rounded  corners,  each  side  measuring  5.65  M. 
Vertically  the  walls  are  trapezoidal  and  very  stable 
for  being  wider  at  ground  level  and  narrower  at  the 
ceiling.  The  north  wall,  thickest  of  the  four,  is  di- 
vided by  the  main  entrance  to  the  chamber.  On  the 
exterior  and  to  each  side  of  this  entrance,  painted 
feline  “guardians,”  claws  bared,  seem  ready  to 
pounce  at  the  entrance  (Fig.  2A).  Not  being  spotted 
as  are  jaguars,  these  “cats”  may  be  pumas. 

In  front  (still  south)  of  the  sacred  chamber  there 
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FIGURE  2.  (A)  Note  white  claws,  pigment  (reddish)  on  paws, 

and  blackish  coloration  of  body  and  tail  of  pouncing  feline 
figure.  Now  headless,  it  measures  2.6  M in  length  and  1.5 
M.  in  height.  (B)  By  noting  relatively  diminutive  size  of 
workers  (open  arrow)  in  view  of  excavation,  perspective  for 
size  of  mud  construction  is  gained.  (C)  Each  sea  creature 
measures  3.7  M.  in  length  and  1.5  M.  in  height.  Note  remnant 
pigment  and  depiction  of  stripes  on  side  of  the  body. 


are  two  strictly  rectangular  rooms.  Their  austere, 
angular  corners  contrast  sharply  with  the  gentle 
transition  of  the  rounded-off  corners  of  the  sacred 
chamber.  Pillars  were  also  part  of  the  early  phase 
of  construction,  and  on  one  there  is  an  unusual 
painting  of  a turbaned  and  loinclothed  man  lying 
prone.4 

Subsequent  phases  of  expansion  of  the  mud 
building  were  carried  out  at  ground  level  and  into  a 
second  story  (Fig.  2B).  On  a mud  wall  divided  by  the 
entrance  to  the  building,  two  huge  fish  or  sea  mam- 
mals in  bas-relief  face  whoever  passes  (parallel  to  the 
feline  depictions).  These  beautifully  stylized  levi- 
athans still  bear  remnants  of  their  black,  red,  and 
yellow  coloration  (Fig.  2C). 

Stone  construction 

The  outer  mud  walls  of  the  first  story  are  sur- 
rounded by  crudely  constructed  retaining  walls  of 
stone.  Enormous  stones  were  placed  at  the  bases 
and  were  surmounted  with  stones  of  lesser  size  and 
shells  of  ground  mollusks  for  filler.  Little  attention 
was  paid  to  the  finish  of  this  part  of  stone  construc- 
tion because  it  was  to  be  hidden  by  exterior  walls  of 
engraved  stones.  The  corners  of  the  completed 
building  are  rounded  off,  adding  a feeling  of  move- 
ment to  the  procession  depicted  on  the  exterior  of  the 
walls.  At  this  stage  the  squarish  major  building  of 
the  Sechin  architectural  complex  reached  its  maxi- 
mum dimension  in  excess  of  2,500  M.2  (about  51  M. 
per  side).  The  south-to-north  orientation  was 
maintained  throughout  the  building,  with  the  main 
entrance  on  the  north  side.4 

Battle  scene  in  lithosculpture 

The  face  of  the  external  lithic  edifice  was  con- 
structed as  an  extensive  and  huge  composite  mural 


to  bear  witness  throughout  the  ages  of  a terrifying 
event.  Two  columns  of  warriors,  banner-brandish- 
ing leaders  at  the  head  of  each,  converge  from  op- 
posite directions  to  the  northern  main  entrance.  In 
the  wake  of  individual  warriors  are  the  hemorrhagic 
parts  of  their  mutilated  victims:  decapitated  heads 
bleeding  from  ocular  orbits,  mouth,  and  nose;  cleaved 
limbs;  mutilated  fingers;  severed  torsos;  vertebral, 
scapular,  and  pelvic  remnants;  and  emergent  or 
strung-out  viscera. 

The  warriors  are  helmeted,  loinclothed,  and  armed 
with  weapons  (Fig.  3 A and  B).  The  helmets  are 
trapezoidal  in  plane  outline  (probably  representing 
truncated  cones  tridimensionally),  and  are  secured 
by  an  under-ear  occipital  strap.  A band  under  the 
eyes  seems  attached  to  the  helmet  strap;  its  purpose 
may  be  protective  of  the  orbit,  a vulnerable  place  as 
may  be  guessed  from  the  many  bloody  orbits  de- 
picted among  the  casualties  (Fig.  3A).  (What  seems 
to  be  a periocular  band  has  been  interpreted  by 
others  as  war  paint.4)  Hanging  fringes  emerge  from 
the  loincloths.  The  hands  are  especially  notable  for 
the  detailed  depiction  of  fingernails  (Fig.  3).  The 
weapons  they  grasp  resemble  battle-axes;  the  staves 
are  either  slightly  tapered  or  clubbed  at  their 
bases. 

The  warriors  differ  slightly  one  from  another  in 
appearance  and  gesture.  In  one,  long  wavy  locks 
emerge  behind  one  helmet;  in  another,  the  helmet 
protects  a bald  head.  This  suggests  different  ages, 
or  sects,  or  models  from  real  life.  Positions  of  the 
hands  also  differ. 
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FIGURE  3.  (A)  About  warrior  stele  are  other  stone  engrav- 

ings of  decapitated  heads,  three  in  front  of  warrior  being 
marked  by  ocular-orbital  bleeding.  (B)  Note,  in  wake  of 
warrior,  variety  of  decapitated  heads:  top  one  with  hair  on 
scalp  and  only  upper  lip  and  teeth  shown;  next,  bleeding  from 
ocular  orbit;  and  bottom  pair,  alopecic  heads  facing  in  op- 
posite directions.  (C)  In  wake  of  warrior  only  partially  seen 
(note  his  wavy  locks,  loincloth  with  hanging  fringe,  and  me- 
ticulous depiction  of  his  fingernails)  lie  entrails,  severed  arms, 
and  decapitated  heads. 


The  expression  of  the  victors  is  enigmatic;  Has 
the  terror  of  the  victims  left  an  additional  mark  on 
their  already  frightening  faces?  Or  are  their  faces 
purely  stylized,  without  the  intention  of  disclosing 
emotion?  Do  victors  march  in  ecstasy  after  the  kill, 
id  satiated  by  the  mutilations  about?  Or  does  their 
procession  in  the  aftermath  of  a bloody  battle  hail  the 
establishment  of  a new  order  of  society? 

Anatomy  of  slaughtered 

The  faces  of  the  victims  resemble  those  of  their 
slayers  (perhaps  both  came  from  the  same  valley  or 
nearby)  except  that  they  have  expressions  of  agony, 
grief,  and  terror.  Also,  their  bodies,  or  parts  thereof, 
are  subtly  modified  or  postured  to  express  a writhing 
in  pain  (Fig.  4A).  Most  of  the  figures  are  in  pro- 
file. 

The  heads  are  squarish;  the  noses  and  ears  re- 
semble those  of  a pugilist;  the  lips  are  of  even  thick- 
ness; and  the  teeth  are  hared  and  flat-topped.  Some 


decapitated  heads  have  been  engraved  with  only  the 
upper  lip  and  upper  row  of  teeth  (Figs.  3 and  4B). 
Often  the  region  of  the  eyes  of  the  victims  is  depicted 
as  a curved  slit,  suggestive  of  the  droop  of  lids  as  in 
subservience. 

The  internal  parts  of  the  body  which  lend  them- 
selves to  simple  two-dimensional  illustration  are 
realistically  represented,  especially  the  gastrointes- 
tinal tract  (Figs.  3C,  4A,  and  4C).  By  contrast,  other 
parts  with  third-dimensional  projections,  like  the 
vertebral  column  and  pelvis,  are  very  much  reduced 
to  simplicity  in  stylization  (Fig.  5).5>6 

Bleeding  is  generally  caricatured  as  parallel,  trip- 
licate, digitate  glyphs  running  from  the  lacerated 
part.  These  carvings  are  further  marked  by  a per- 
pendicular septum  near  their  rounded-off,  blunt 
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FIGURE  4.  (A)  Moving  documentation  in  diorite  of  extreme 

agony  of  evisceration.  (B)  Stone  engraving  of  decapitated 
head  with,  among  other  mutilations,  defect  in  skull,  makes 
for  excellent  caricature  of  physician  with  his  head  mirror.  (C) 
Granite  stele  of  larynx,  esophagus,  stomach,  and  small  in- 
testine. 


endings  representing  distal  globs  of  blood,  clearly 
seen  in  Figure  3A.  The  victim’s  hair,  by  contrast, 
consists  of  terminally  tapered  carvings  which  are 
nonseptate  (Fig.  6). 

Technique  and  significance 

There  are  clues  as  to  how  the  lithosculpture  was 
accomplished.  From  these  it  may  be  surmised  that 
the  stone  surfaces  were  smoothed  by  abrasion,  and 
the  motif  was  traced  on  the  face  of  the  stone  with 
carbon.  Over  the  outline,  the  artist  employed  a 
harder  stone  as  a chisel  to  create  a sculpture  in  bas- 
relief.  Some  blocks  were  sculpted  in  the  wall  itself; 
others  were  first  done  elsewhere  and  then  set  in.  The 
wall  was  often  arranged  in  three  horizontal  rows  of 
squarish  engraved  stones  below  and,  in  vertical 
continuity,  upper  levels  of  unengraved  squarish 
blocks  in  a semimosaic  pattern  to  a height  of  about 
4 M.  Vertical  rows  of  two  or  three  engraved  stones 
are  found  in  alternation  with  engraved  stelae  of  ap- 
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FIGURE  5.  (A)  Granite  engraving  of  vertebral  column  (arrow) 

surrounded  by  other  stone  blocks  engraved  with  heads,  one 
diagonally  across  from  vertebrae  showing  orbitai  bleeding, 
and  set  of  severed  arms.  (B)  Note  vertebral  column  in  granite 
stele  lying  on  its  side  and  no  longer  in  wall.  Burlap  sac  in 
front  of  it  gives  some  perspective  for  size.  Behind  base  of 
stele  (corner  of  photograph)  unusual  front  face  engravings 
in  stone  with  curved  slits  for  eyes  and  mouth  suggestive  of 
subservience  with  frown. 


proximately  the  same  height  (Fig.  '3A  and  B).  A 
filling  cement  of  mud  and  small  stones  solidifies  the 
edifice.4 

Only  a decisive  event  could  have  prompted  this 
major  undertaking  of  years  of  work  on  tons  of  stone. 
The  building’s  significance  and  purpose  seem  polit- 
ical, yet  it  is  called  simply  the  Temple  of  Sechin 
Mountain,  and  indeed  may  have  been  nothing  more 


FIGURE  6.  (A)  Decapitated  head  lithosculpture:  Observe 

difference  between  septate  and  blunt-ended  digitate  pro- 
jections indicating  bleeding  from  orbit,  and  tapered  projec- 
tions representing  hair.  Note  prominent  nasolabial  fold.  (B) 
Note  septate  and  blunt-ended  triplicate  digitate  projections 
which  emerge  from  lower  half  of  body  severed  at  waist. 
Fleads  above  this  engraving  bear  tapered  projections  of  scalp 
hair.  To  one  side  are  heads  depicted  as  bleeding  from  ocular 
orbits. 


than  that.  Its  construction  is  compatible  with  a 
ceremonial  center,  yet  there  are  definitely  the  qual- 
ities of  a fortress  about  it. 

And  what  was  the  real  import  of  this  unique  edifice 
of  lithosculpture?  Was  it  commemorative  of  a great 
victory?  Was  it  to  strike  fear  into  the  hearts  of  the 
masses  subjected  to  domination  by  terror?  In  what 
spirit  did  legions  quarry  and  transport  the  stone, 
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shape  the  bricks,  which  still  bear  the  imprints  of  their 
fingers,  and  exert  their  efforts  to  the  construc- 
tion?7 

With  all  that  was  happening  in  this  society,  the 
“temple"  of  Sechin  Mountain  could  hardly  have  been 
an  isolated  structure;  two  buildings  flank  it  to  the 
east,  and  two  others  to  the  west.  Features  of  these 
lateral  buildings  include  maintenance  of  the  north- 
south  orientation  of  the  architectural  complex.  They 
have  day-plastered  walls,  which  are  ornamented,  and 
some  engraved  stones.  Thus,  the  central  main 
building  seems  to  have  been  guarded  on  either  side 
by  the  additional  buildings,  and  the  rear  (north  side) 
was  protected  by  the  Sechin  Mountain.  The  whole 
Sechin  monument  covered  more  than  10,000  M-. 

In  front  of  the  main  building  there  are  two  plazas. 
One  can  imagine  the  impact  on  approaching  the  Cy- 
clopean walls  from  a plaza  and  gazing  on  such  an  epic 
mural  of  stark  realism,  the  Guernica  of  its  time  and 
place.  To  this  archeology  buff,  it  hits  harder  than 
Picasso’s  mural. 
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Bloodletting  is  a procedure  that  was  performed  to 
help  alleviate  the  ills  of  mankind.  For  an  operation 
with  a 3,000-year  history,  bloodletting  has  attracted 
little  attention  in  recent  historic  accounts  of  medi- 
cine. Bloodletting  began  with  the  Egyptians  of  the 
River  Nile  one  thousand  years  B.C.,  and  the  tradition 
spread  to  the  Greeks  and  Romans;  its  popularity 
continued  throughout  the  Middle  Ages.  It  reached 
its  zenith  during  the  beginning  of  the  nineteenth 
century,  but  had  virtually  died  as  a therapeutic  tool 
by  the  end  of  that  century. 

The  custom  of  bloodletting  as  practiced  over  the 
centuries  might  seem  repulsive  to  the  modern  prac- 
titioner of  medicine.  However,  the  physician  and  his 
treatment  must  be  judged  in  the  light  of  the  con- 
temporary theory  of  disease.  Primitive  man  looked 
on  disease  as  a curse  cast  on  him  by  an  evil  spirit;  his 
treatment  consisted  of  driving  out  the  demon  that 
possessed  him.  Neolithic  man  of  the  late  Stone  Age 
used  flint  tools  for  trepanning  the  skull  as  a method 
for  releasing  the  demon;  the  logic  of  the  treatment 
was  sound,  but  the  premise  on  which  it  was  based  was 
wrong.  The  premise  was  that  the  evil  spirit  of  dis- 
ease was  contained  within  the  skull  and  could  be 
drawn  out.  In  much  the  same  way  as  trepanning 
allowed  demons  to  escape  from  the  head,  bloodletting 
was  supposed  to  facilitate  the  release  of  evil  spirits 
from  elsewhere  in  the  body.  Later  use  of  bloodlet- 
ting in  hypertension,  apoplexy,  dropsy,  and  nervous 
disorders  had  a more  physiologic  explanation. 

The  story  of  bloodletting  is  intertwined  in  the 
mysterious  fabric  of  medical  lore;  it  originated  from 
magic  and  religious  ceremonies.  The  physician  and 
priest  were  one  and  the  same  since  disease  was 
thought  to  be  caused  by  supernatural  causes.  Witch 
doctors  and  sorcerers  were  called  on  to  drive  out  the 
evil  spirits  and  demons.  Bloodletting  was  a method 
for  cleansing  the  body  of  ill -defined  impurities  and 
excess  fluid.  The  early  instruments  included  thorns, 
pointed  sticks  and  bones,  sharp  pieces  of  flint  or  shell, 


and  even  sharply  pointed  shark’s  teeth.  Miniature 
bow  and  arrow  devices  for  bloodletting  have  been 
found  in  South  America  and  New  Guinea.  A small 
bloodletting  instrument  resembling  a crossbow  was 
once  used  in  Greece  and  Malta.  Wall  paintings 
dating  from  1400  B.C.  depict  the  use  of  leeches  for 
drawing  blood  from  human  beings. 

Four  body  humors 

Prior  to  the  time  of  Hippocrates  (460  to  377  B.C.), 
all  illness  was  attributed  to  one  disease  with  variable 
symptoms.  Careful  clinical  observations  by  Hip- 
pocrates led  to  the  recognition  of  specific  disease 
states  with  identifying  symptoms.  It  was  during  this 
time  that  the  concept  of  body  humors  developed 
The  four  fluid  substances  of  the  body  were  blood, 
phlegm,  yellow  bile,  and  black  bile.  Health  de- 
pended on  the  proper  balance  of  these  humors. 
Bloodletting  was,  therefore,  a method  used  for  ad- 
justing on6  of  the  four  body  humors  to  proper  bal- 
ance. This  clinical  concept  led  to  the  decline  in  the 
doctrine  of  evil  spirits  in  disease. 

It  was  thought  that  blood  carried  the  vital  force  of 
the  body  and  was  the  seat  of  the  soul;  body  weakness 
and  insanity  were  ascribed  to  a defect  in  this  vital 
fluid.  Blood  spurting  from  fallen  gladiators  was 
drunk  with  the  hope  that  it  would  transfer  strength 
to  the  recipient.  Caspar  Bartholin,  M.D.,  (1655  to 
1738)  described  an  epileptic  girl  at  Breslau  who 
drank  the  blood  of  a cat.  The  girl,  so  the  report  goes, 
became  endowed  with  the  characteristics  of  a cat. 
She  climbed  on  the  roofs  of  houses  and  imitated  the 
manner  of  a cat  by  jumping,  scratching,  and  howling. 
Not  content  with  that,  she  would  sit  for  hours  gazing 
into  a hole  in  the  floor. 

Barber-surgeons  develop 

Surgery  during  the  four  centuries  from  1100  to 
1500  A.D.  was  a very  crude  business.  The  barber- 
surgeon  developed  during  these  years  after  a church 
edict  by  the  Council  of  Tours  in  1163  A.D.  prevented 
monks  and  priests  from  continuing  the  custom  of 
bloodletting.  The  council  said,  “The  church  abhors 
bloodletting.”  The  barbers  began  to  lance  veins  and 
abscesses  as  well  as  to  perform  amputations  of  arms 
and  legs.  The  red-and-white  barber  pole  designated 
a barber  who  did  surgery  as  well  as  haircutting.  The 
educated  physicians  avoided  surgery  during  these 
years.  This  was  to  set  the  stage  for  later  conflict 
when  surgery  became  a respectable  method  of 
treatment.  The  Barber-Surgeon  Company  exisited 
officially  in  England  until  1744.  However,  barbers 
and  surgeons  had  a clear  separation  of  function  for 
many  years  before  that.  The  transition  of  surgery 
from  disrespect  to  prominence  was  led  by  the  French 
master  barber-surgeon  Ambroise  Pare  (1510  to  1590) 
who  is  considered  the  father  of  surgery. 

Astrology  played  an  important  role  in  the  physi- 
cian’s practice  during  the  fourteenth  and  fifteenth 
centuries.  Bloodletting  as  well  as  surgery  in  general 
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was  regulated  by  the  signs  of  the  zodiac,  and  the 
planets  had  to  be  in  a proper  relationship.  A phle- 
botomy table  (1480  A.D.)  spelled  out  the  relationship 
of  every  part  of  the  body  to  the  signs  of  the  zodiac. 
Bloodletting  was  performed  at  specific  times  for 
specific  parts  of  the  body.1 

Indications  for  venesection 

Venesection  was  the  most  common  method  of 
general  bloodletting.  The  specific  indications  have 
varied  over  the  years.  The  following  translation 
from  Old  English  is  advice  given  by  Ambroise  Pare 
in  a 1634  text.2 

But  blood  is  let  by  opening  a vein  for  five  respects: 
the  first  to  lessen  the  abundance  of  blood,  as  in  pletho- 
ric bodies,  and  those  troubled  with  plentitude.  The 
second  is  for  diversion,  or  revulsion,  as  when  a vein  of 
the  right  arm  is  opened  to  stay  the  bleeding  of  the  left 
nostril.  The  third  is  to  allure  or  draw  down,  as  when 
the  vein  is  opened  in  the  ankle  to  draw  down  the  men- 
strual flow  in  women.  The  fourth  is  for  alteration  or 
introduction  of  another  quality,  as  when  in  sharp  fev- 
ers we  open  a vein  to  breathe  out  that  blood  which  is 
heated  in  vessels,  and  cooling  the  residue  which  re- 
mains behind.  The  fifth  is  to  prevent  imminent  dis- 
ease, as  in  the  spring  and  autumn  we  draw  blood  by 
opening  a vein  in  such  as  are  subject  to  spitting  of 
blood,  quinsy,  pleurisy,  falling  sickness,  apoplexy, 
madness,  gout,  or  in  such  as  are  wounded,  for  to  pre- 
vent the  inflammation  which  is  to  be  feared.  Before 
bloodletting,  if  there  be  any  excrement  in  the  guts, 
they  shall  be  evacuated  by  a gentle  clyster,  or  supposi- 
tory, lest  the  mesenteric  veins  should  thence  draw  unto 
them  any  impurity. 

In  the  early  nineteenth  century  adults  with  good 
health  from  the  country  districts  of  England  were 
bled  as  regularly  as  they  went  to  market;3  this  was 
considered  to  be  preventive  medicine.  In  earlier 
times  specific  veins  were  described  as  heart  veins, 
breast  veins,  and  head  veins.  Buchan’s4  Domestic 
Medicine  discussed  this  in  the  1784  edition.  Buchan 
realized  that  since  systemic  blood  made  a full  circuit, 
little  significance  should  be  placed  on  the  site  chosen 
for  venesection.  The  median  basilic  vein  was  the  site 
most  frequently  used. 

The  term  antiphlogistic  means  to  counteract  in- 
flammation. Redness,  heat,  and  swelling  were  con- 
sidered the  abnormal  responses  to  be  treated.  With 
infection,  the  formation  of  laudable  pus  was  thought 
to  be  an  essential  part  of  healing.  It  was  not  appre- 
ciated that  these  responses  represented  an  attempt 
by  the  body  to  counteract  bacterial  infection;  this 
discovery  came  later.  Our  current  efforts  to  treat 
cancer  without  understanding  the  underlying  etio- 
logic  factors  will  someday  no  doubt  appear  just  as 
illogical.  Bloodletting  counteracted  the  redness, 
heat,  and  swelling  by  relieving  the  vascular  conges- 
tion. The  following  quotation  comes  from  Watson 
and  Condie’s5  Practice  of  Physic  in  1858. 

The  main  object  of  general  blood  letting  is  to  dimin- 
ish the  whole  quantity  of  blood  in  the  system,  and  thus 


to  lessen  the  force  of  the  heart’s  action.  The  object  of 
local  bleeding  is,  in  most  instances,  that  of  emptying 
the  gorged  and  loaded  capillaries  of  the  inflammed 
part.  Sometimes  the  blood  is  thus  taken  directly  from 
the  turgid  vessels  themselves;  more  often,  I fancy,  topi- 
cal bloodletting  produces  its  effect  by  diverting  the 
flow  of  blood  from  the  affected  part,  and  giving  it  a new 
direction,  and  so  indirectly  relieving  the  inflammatory 
congestion. 

Watson  goes  on  to  state,  “I  cannot  too  strongly 
inculcate  the  precept  that  in  order  to  extinguish  or 
check  acute  inflammation,  you  must  above  all  bleed 
early.”  An  indication  for  bleeding  in  acute  inflam- 
mation was  a hard  pulse  of  90  to  120  beats  per  min- 
ute, which  was  measured  by  the  resistance  that  the 
pulse  of  the  artery  made  to  the  pressure  of  the  ex- 
aminer’s fingers.  Rapid  bleeding  by  venesection 
with  the  patient  standing  was  advised.  It  was  sur- 
mised that  the  early  onset  of  faintness  and  softness 
of  pulse  was  beneficial.  Slow  bleeding  with  the  pa- 
tient supine  led  to  more  blood  loss  before  the  soft 
pulse  and  faintness  developed,  which  was  thought  to 
be  undesirable.  Blood  losses  averaged  16  to  30  oz. 
Sufficient  bleeding  had  occurred  when  the  fever 
subsided,  the  pulse  had  become  soft,  or  suppuration 
had  developed. 

Variations  of  the  concept  of  body  balance  persisted 
until  the  end  of  the  nineteenth  century.  Most  phy- 
sicians of  that  century  believed  that  illness  was  due 
to  either  an  excess  or  deficiency  of  some  body  prod- 
uct. Cathartics  were  used  to  reduce  an  over-excited 
nervous  system  by  cleansing  the  bowels.  Diuretics 
were  used  to  restore  systemic  balance.  Tonics  were 
used  to  stimulate  a depressed  nervous  system. 
Bloodletting  allowed  the  physician  to  reduce  body 
fluids  and  decrease  body  temperature.  The  febrile 
patient  with  a full  pulse,  red  skin,  and  agitated  state 
could  be  rendered  pale  and  cool.  The  physician 
concluded  that  this  represented  clinical  improve- 
ment. 

Scientific  community  reacts  to  phlebotomy 

In  1885  bloodletting  in  London  had  fallen  into 
disfavor.3  At  this  time  it  was  thought  that  disease 
represented  a depressant  effect  to  be  overcome. 
Since  bloodletting  aggravated  depression,  its  use- 
fulness was  limited  to  the  treatment  of  local  inflam- 
mations. “The  year  1830  and  subsequent  years  were 
marked  by  the  epidemic  visitations  of  cholera  and  of 
influenza.  These  diseases  were  characterized  by 
extreme  depression.  If  antiphlogistic  measures  were 
adopted,  they  proved  failures,  and  taught  the  phy- 
sician that  blood  letting  was  not  the  universal  pan- 
acea it  was  supposed  to  be.”  3 Bloodletting  reached 
its  high  point  in  the  United  States  by  the  end  of  the 
eighteenth  and  very  early  nineteenth  centuries. 
Benjamin  Rush,  M.D.,  used  it  extensively  during  the 
yellow-fever  epidemic  in  Philadelphia  in  1793.  In 
1799  Dr.  Rush  treated  George  Washington  for  acute 
laryngitis  by  use  of  heavy  bleeding;  Washington  died 
some  24  hours  later. 
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The  foregoing  concepts  of  bloodletting  came  under 
increasing  attack  after  1850.  The  credit  for  under- 
mining the  antiphlogistic  doctrine  of  treatment  of 
inflammation  in  general,  and  of  pneumonia  in  par- 
ticular, belongs  to  Josef  Skoda,  M.D.,  and  Josef  Dietl, 
M.D.,  in  Vienna;  and  to  Pierre  Charles  Louis,  M.D., 
Grissolle,  M.D.,  August  Chomel,  M.D.,  and  Gabriel 
Andral,  M.D.,  in  Paris.6  By  the  mid-nineteenth 
century  Hughes  Bennet,  M.D.,  professor  of  medicine 
at  the  University  of  Edinburgh,  is  quoted  by  Watson 
and  Condie5  as  saying,  “The  principles  on  which 
bloodletting  and  antiphlogistic  remedies  have  hith- 
erto been  practiced  are  opposed  to  sound  pathology.” 
The  tide  against  bloodletting  had  begun.  Oliver 
Wendell  Holmes,  M.D.  (1809  to  1894),  said,  “The 
lancet  was  the  magician’s  wand  of  the  dark  ages  of 
medicine.”  Once  the  concept  of  microorganisms  as 
the  causative  factor  in  disease  was  understood,  the 
quest  for  cure  of  disease  was  redirected.  The  swell- 
ing, redness,  and  fever  became  secondary  factors  to 
be  resolved. 

A tradition  of  several  thousand  years  dies  hard. 
Austin  Flint,  M.D.,7  in  1881  gave  the  following  ad- 
vice: 

A great  change  has  taktn  place  with  respect  to  blood- 
letting in  the  treatment  of  acute  inflammations.  This 
measure  was  formerly  thought  to  be  highly  important, 
and  was  rarely  omitted.  It  is  now  considered  by  many 
as  seldom,  if  ever,  called  for.  The  infrequent  use  of  the 
lancet  now,  contrasted  with  its  frequent  use  forty  years 
ago,  constitutes  one  of  the  most  striking  of  the  changes 
in  the  practice  of  medicine  which  have  occurred  during 
this  period.  It  can  hardly  be  doubted  that  this  mea- 
sure was  formerly  adopted  too  indiscriminately,  and 
often  employed  too  largely,  but  the  natural  tendency 
being  to  pass  from  one  extreme  to  another,  the  utility 
of  blood  letting  in  certain  cases,  at  the  present  time,  is 
perhaps  not  sufficiently  appreciated. 

As  late  as  1920,  Osier  and  McCrae8  gave  the  fol- 
lowing information  regarding  bloodletting  in  pneu- 
monia: 

We  employed  it  much  more  than  we  did  a few  years 
ago,  but  more  often  late  in  the  disease  than  early.  To 
bleed  at  the  very  onset  in  robust,  healthy  individuals  in 
whom  disease  sets  in  with  great  intensity  and  high 
fever  is  good  practice.  Late  in  the  course  marked  dila- 
tation of  the  right  heart  is  the  common  indication. 
The  quantity  of  blood  removed  must  be  decided  by  the 
effect;  small  amounts  are  often  sufficient. 

Methods  of  bloodletting 

The  following  quotation  comes  from  the  Dictio- 
nary of  Practical  Surgery  of  1886°: 

Bloodletting  is  said  to  be  general  when  blood  is 
taken  from  a vein  or  artery  so  that  the  amount  in  the 
vascular  system  is  materially  diminished  as  shown  by 
diminution  on  the  tension  of  the  blood  vessels;  it  is 
termed  local  when,  by  means  of  leeches,  cupping,  or 
scarification,  blood  is  taken  in  smaller  quantities,  with 
a view  of  relieving  limited  congestion  and  vascular  ten- 
sion. It  may  be  safely  said  that  in  these  two  methods 
the  surgeon  possesses  the  means  of  treating,  in  a pow- 


erful and  beneficial  manner,  those  acute  inflamma- 
tions and  engorgements  of  certain  important  organs 
and  serous  membranes  associated  with  hard  pulse, 
great  pain,  and  distress  occurring  from  injury  in  per- 
sons of  healthy  constitutions. 

Bloodletting  can  therefore  be  listed  under  the 
following  headings: 

I.  General  bloodletting 

A.  Venesection 

B.  Arteriotomy 

II.  Local  bloodletting 

A.  Scarification  with  wet  cupping 

B.  Leeches 

General  bloodletting  by  venesection 

Bloodletting  by  venesection  was  the  method  most 
commonly  used;  instruments  used  included  lancets 
and  fleams.  A thumb  lancet  is  a small,  sharp- 
pointed,  two-edged  surgical  instrument  which  was 
the  principal  instrument  used  for  phlebotomy  in 
human  beings  (Fig.  1A).  The  lancets,  several  of 
which  might  be  contained  in  a special  case,  had  either 
tortoise  shell,  ivory,  or  pearl  folding  guards.  The 
cases  were  often  made  of  silver  or  tortoise  shell,  and 
resembled  a pocket  cigarette  lighter  in  size  and  shape 
(Fig.  1A)  which  the  physician  usually  carried  in  his 
waistcoat  pocket. 

Instruments  known  as  spring  lancets,10  spring 
fleams,11  or  schnappers  were  introduced  in  Germany 
about  1680  (Fig.  IB).  Bennion12  labeled  them  sin- 
gle-bladed  scarificators;  they  are  spring  loaded,  and 
are  constructed  with  a brass  or  white  metal  handle, 
and  vary  from  5 to  8 cm.  in  length.  Pressure  on  a 
release  lever  allows  the  lancet  to  spring  forward  and 
penetrate  the  skin  and  vein.  Small  spring  lancets 
were  used  for  human  beings;  large  ones  were  used  for 
domestic  animals  such  as  the  horse.  The  small, 
manually  controlled  thumb  lancet  was  preferred  by 
the  physician;  the  spring  lancet  was  used  more  by  the 
laity.  The  spring  lancet  was  more  difficult  to  control, 
and  the  incision  in  the  vein  was  often  either  too  small 
or  too  large.  Transfixation  of  the  vein,  injury  to  the 
tendon  or  nerve,  and  accidental  arteriotomy  were 
serious  complications  of  the  spring  lancet. 

According  to  Bailey,13  a fleam  is  a farrier’s  tool  for 
letting  blood  in  horses;  a farrier  is  a smith  who  shoes 
and  doctors  horses.  The  term  fleam  has  been  ap- 
plied to  several  bloodletting  tools  including  the 
spring  lancet,  but  should  be  used  principally  to  in- 
dicate a bloodletting  instrument  with  several  shafts 
that  fold  into  a case  much  like  a pocketknife.  Each 
shaft  has  a different  size  cutting  blade,  constructed 
at  right  angles  to  the  shaft  (Fig.  IB);  sometimes  the 
brass  handles  are  decorated  with  animal  horn. 

In  using  the  thumb  lancet  for  venesection,  the 
practitioner  followed  a prescribed  set  of  instructions. 
The  arm  of  the  patient  was  bound  above  the  elbow 
with  a broad  tape  tight  enough  to  compress  the  vein, 
but  not  tight  enough  to  diminish  the  arterial  pulse. 
The  blade  of  the  lancet  was  grasped  between  the 
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FIGURE  1.  (A)  Clockwise:  German-made  procelain  leech 
jar,  circa  1900;  metal  barber’s  shaving  bowl;  large  and  small 
cupping  glasses;  cube-shaped  and  cylindrical  scarificators; 
tortoise  shell  lancet  case;  and  thumb  lancet,  circa  1790.  (B) 
Top,  left  to  right:  large  veterinary  spring  lancet;  small  human 
spring  lancet,  circa  1800;  spring  lancet  for  animals  by  H.  G. 
Kern,  Philadelphia.  Bottom,  left  to  right:  veterinary  fleams, 
circa  1850,  with  guards  of  horn,  brass  and  wood.  (Courtesy, 
Medical  Photography  Department,  Charles  S.  Wilson  Me- 
morial Hospital.) 


spurting  blood  was  caught  in  various  types  of  vessels. 
Barber’s  shaving  bowls  were  sometimes  used  (Fig. 
1 A).  Soon  after  1500  A.D.,  the  design  of  the  bowl  was 
changed  to  include  a semicircular  notch  in  the  rim.14 
The  notch  allowed  the  bowl  to  be  pressed  against  the 
skin  of  the  neck  or  antecubital  fossa.  When  suffi- 
cient blood  had  been  withdrawn,  the  tourniquet  was 
removed  and  the  wound  was  dressed  with  dry  lint 
(shredded  linen)  and  a roller  bandage. 

Venesection  was  used  to  treat  horses  as  well  as 
man.  In  1825  White15  stated,  “In  almost  all  the  in- 
ternal diseases  of  horses  bleeding  is  the  essential 
remedy;  and  the  earlier  and  more  freely  it  is  em- 
ployed the  more  effectual  will  it  generally  be  found.” 
“Bleed  ’em  White,”  as  he  became  known,  indicated 
his  liberal  views  on  bloodletting.  The  horse  was  bled 
most  often  from  the  jugular  vein  of  the  neck;  a small 
lancet  was  used  for  small  veins,  but  a fleam  was  pre- 
ferred for  the  large  veins.  The  preference  for  the 
fleam  was  its  rapid  introduction  before  the  horse 
could  pull  free.  Except  in  expert  hands,  the  lancet 
was  slightly  slower  and  caused  considerable  skin  pain 
before  the  incision  could  be  made  in  the  vein;  by  this 
time  the  horse  would  be  out  of  control.  The  blade 
of  the  fleam  was  held  against  the  long  axis  of  the 
jugular  vein,  and  the  fleam  handle  was  struck  with 
the  bottom  of  the  fist  to  drive  it  through  the  skin  and 
vein  wall.  As  in  human  beings,  rapid  bleeding  to  a 
state  of  faintness  was  thought  to  be  the  proper 
technique.  An  instrument  known  as  a blood-stick, 
a small  club  of  hardwood  usually  weighted  at  one  end 
with  lead,  was  sometimes  substituted  for  the  rapid 
stroke  of  the  hand.16 

General  bloodletting  by  arteriotomy 

Arteriotomy  was  said  to  be  indicated  when  there 
was  a relative  emptiness  of  the  veins  and  an  over- 
fullness of  the  larger  arteries.  In  comparison  to 
venesection,  the  operation  was  infrequently  per- 
formed. 

Arteriotomy  was  most  often  performed  on  the 
superficial  temporal  artery  or  one  of  its  branches. 
The  vessel  was  partially  cut  through  by  a single 
transverse  incision;  when  adequate  blood  was  re- 
moved, the  artery  was  completely  severed  so  that  the 
ends  might  contract  and  thus  arrest  the  hemorrhage. 
A compress  of  dry  lint  was  applied  to  the  wound 
along  with  a tight  roller  bandage. 


thumb  and  forefinger,  and  the  hand  was  steadied  by 
the  other  three  fingers.  The  lancet  was  then  intro- 
duced into  the  vein  in  an  oblique  direction  until  blood 
rose  up  at  the  point.  The  front  edge  of  the  lancet  was 
then  pulled  up  in  as  straight  a line  as  possible  to  make 
the  skin  wound  the  same  size  as  that  in  the  vein.  The 
thumb  of  the  left  hand  which  was  compressing  the 
vein  distally  was  removed,  and  the  blood  was  allowed 
to  flow  into  a bowl  for  measurement.  Care  was  taken 
to  avoid  transfixation  of  the  vein,  accidental  arteri- 
otomy, or  injury  to  the  nerve  or  tendon.  The 


Local  bleeding  by  scarification  and  wet 
cupping 

Cupping  may  be  wet  or  dry.  Dry  cupping  is  the 
application  of  a suction  cup  over  an  area  of  intact 
skin.  The  idea  was  to  draw  underlying  blood  and 
fluid  away  from  the  area  of  inflammation  to  the 
surface  of  the  skin.  This  method  relieved  the  con- 
gestion from  the  inflamed  area,  but  did  not  remove 
fluid  from  the  body.  An  early  explanation  by  Pare2 
is  as  follows:  “For  (as  Celsus  saith)  a cupping  glass 
where  it  is  fastened  on,  if  the  skin  be  first  scarified, 
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FIGURE  2.  Set  of  cupping  instruments  containing  cupping 
glasses,  12-bladed  scarificator,  and  brass  spirit  lamp,  Weiss, 
circa  1830  (courtesy,  Medical  Photography  Department, 
Charles  S.  Wilson  Memorial  Hospital). 


draws  forth  blood,  but  if  it  be  whole,  then  it  draws 
spirit.” 

The  cupping  devices  were  most  often  dome-shaped 
glasses  (Fig.  1A).  Bailey13  defines  a cupping  glass 
as  “a  sort  of  glass  vial  applied  to  the  fleshy  part  of  the 
body  to  draw  out  corrupt  blood  and  windy  matter.” 
This  same  dictionary  uses  cucurbitula  as  a synonym 
for  cupping  glass.  The  word  is  derived  from  Latin 
curcurbita  meaning  a gourd,  or  made  in  the  shape  of 
a gourd.  It  is  interesting  to  note  that  small  gourds 
were  actually  used  as  cupping  devices  for  drawing 
blood.  There  were  several  ways  to  create  suction  in 
the  cupping  glass.  One  was  to  heat  the  air  in  the 
glass  before  application  to  the  skin;  as  the  air  cooled, 
a suction  developed.  Another  way  was  to  attach  a 
brass  syringe  to  the  glass  cup  to  produce  suction. 
However,  the  heated  cupping  glasses  remained  the 
favorite  method.  Some  cups  were  made  from  the 
hollowed,  distal  portion  of  an  animal’s  horn  called 
cupping  horns.  A hole,  which  was  used  for  mouth 
suction,  was  made  in  the  pointed  end.  Once  suction 
was  established,  the  hole  was  plugged  with  wax. 
Such  devices  were  described  by  Pare.2 

Wet  cupping  involved  scarification  of  the  skin  so 
that  blood  and  fluid  could  be  extracted.  Most  of  the 
scarificators  were  cube-shaped,  brass  boxes  con- 
taining multiple  small  knives  operated  by  a spring 
mechanism  (Fig.  1A).  The  scarificators,  some  of 
which  were  cylindric  in  shape,  contained  from  1 to  20 


blades;  however,  most  had  12  small  knives.  An  early 
nineteenth-century  bloodletting  set  contained 
cupping  glasses,  scarificator,  and  spirit  heater  (Fig. 
2). 

The  following  method  for  wet  cupping  was  de- 
scribed by  Druitt  in  I860.17  The  equipment  in- 
cluded a scarificator,  cupping  glasses,  torch,  spirits 
of  wine,  lighted  candle,  hot  water,  and  sponge.  The 
skin  was  sponged  with  warm  water  to  increase  the 
vascularity.  A towel  was  used  to  dry  the  skin,  after 
which  a small  torch,  soaked  in  spirits  of  wine,  was  set 
on  fire.  The  burning  torch  was  introduced  into  the 
cupping  glass  for  one  second,  and  the  cupping  glass 
was  then  applied  to  the  intact  skin.  As  soon  as  the 
skin  became  red  and  swollen,  the  cup  was  removed 
by  insinuating  the  fingernail  under  its  edge.  The 
spring-loaded  scarificator  was  then  placed  on  the 
prepared  skin,  and,  with  the  release  of  the  spring,  12 
small  lancets  perforated  the  skin.  The  cupping  glass 
was  reheated  and  reapplied.  After  3 to  5 ounces  of 
blood  had  been  extracted,  the  cup  was  removed  and 
the  wound  was  dressed  with  lint  and  plaster.  Several 
precautions  were  given.  To  avoid  burning  the  pa- 
tient’s skin,  the  edges  of  the  cupping  glass  were  not 
to  be  heated.  If  the  scarificator  blades  were  set  too 
deeply,  the  fat  protruded  through  the  skin  incision 
and  prevented  the  flow  of  blood.  The  direction  of 
the  incision  was  to  correspond  to  the  course  of  the 
muscular  fibers. 

Local  bleeding  by  use  of  leeches 

The  word  leech  comes  from  an  Old  English  word 
“laece”  meaning  physician.  In  1668  the  veterinarian 
was  known  as  a horse-leech.  The  spelling  later  be- 
came leech  and  was  used  to  name  a worm  used  in 
bloodletting.  The  leech  belongs  to  the  class  Hiru- 
dinea  and  phylum  Annelida.  The  technical  name 
for  the  medicinal  leech  is  Hirudo  medicinalis. 
Leeches  release  an  anticoagulant  known  as  hiruden, 
and  are  found  in  many  parts  of  the  world  including 
North  America,  Sweden,  and  Portugal.  The  Swedish 
leeches  were  said  to  draw  four  times  the  blood  an 
American  leech  could  extract.  The  leeches  were 
stored  in  special  porcelain  jars  with  perforated  lids, 
which  contained  spring  water  and  were  kept  in  a cool 
place  (Fig.  1A). 

An  instrument  known  as  an  artificial  leech  was 
used  for  the  over-sensitive  patient  who  objected  to 
live  leeches;  the  device  consisted  of  a pointed  lancet 
inside  a glass  syringe  cylinder  or  “sucker.” 

The  following  paragraph  is  a translation  of  the  Old 
English  from  the  1634  text  of  Ambroise  Pare.2 

In  those  parts  of  the  body  whereto  cupping-glasses 
and  horns  cannot  be  applied,  to  those  leeches  may  for 
the  most  part  be  put,  as  to  the  fundament  to  open  the 
coat  of  the  haemorrhoid  veins,  to  the  mouth  of  the 
womb,  the  gums,  lips,  nose,  fingers.  After  the  leech 
being  filled  with  blood  shall  fall  off,  if  the  disease  re- 
quire a large  evacuation  of  blood,  and  the  part  affected 
may  endure  it,  cupping-glasses,  or  horns,  or  other 
leeches  shall  be  substituted.  If  the  leeches  be  handled 
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with  the  bare  hand,  they  are  angered,  and  become  so 
stomachfull  as  that  they  will  not  bite;  wherefore  you 
shall  hold  them  in  a white  and  clean  linen  cloth,  and 
apply  them  to  the  skin  being  first  lightly  scarified,  or 
besmeared  with  the  blood  of  some  other  creature,  for 
thus  they  will  take  hold  of  the  flesh,  together  with  the 
skin  more  greedily  and  fully.  To  cause  them  to  fall  off, 
you  shall  put  some  powder  of  Aloes,  salt  or  ashes  upon 
their  heads.  If  any  desire  to  know  how  much  blood 
they  have  drawn,  let  him  sprinkle  them  with  salt  made 
into  powder,  as  soon  as  they  are  come  off,  for  thus  they 
will  vomit  up  what  blood  soever  they  have  sucked.  If 
you  desire  they  should  suck  more  blood  than  they  are 
able  to  contain,  cut  off  their  tails  as  they  suck,  for  thus 
they  will  make  no  end  of  sucking,  for  that  it  runs  out  as 
they  suck  it.  The  leeches  by  sucking  draw  the  blood 
not  only  from  the  affected  part  whereto  they  are  ap- 
plied, but  also  from  the  adjacent  and  distant  parts. 
Also  sometimes  the  part  bleeds  a good  while  after  the 
leeches  be  fallen  away,  which  happens  not  by  scarifica- 
tion after  the  application  of  cupping-glasses  or  horns. 
If  you  cannot  stop  the  bleeding  after  the  falling  away  of 
the  leeches,  then  press  the  half  of  a bean  upon  the 
wound,  until  it  stick  of  itself,  for  thus  it  will  stay;  also  a 
burnt  rag  may  be  fitly  applyed  with  a little  bolster  and 
fit  ligature. 

The  application  of  leeches  was  described  by  Wil- 
liam Bennett  in  1886.9  The  leech  was  removed  from 
water  and  dried  in  a soft  towel  for  30  minutes  before 
use.  The  skin  of  the  affected  area  was  sponged  with 
warm  water  to  increase  the  flow  of  blood  to  that  part. 
Milk,  or  milk  and  sugar,  was  applied  to  the  skin  to 
encourage  the  leech  to  attach.  The  small  end  of  the 
leech  was  held  between  the  thumb  and  index  finger, 
and  the  leech  was  placed  against  the  desired  area  of 
skin.  If  several  leeches  were  needed,  they  were 
placed  in  a teacup  or  wine  glass  which  was  then  in- 
verted over  the  skin.  For  application  of  a leech  in- 
side a body  cavity  such  as  the  vagina,  a leech-glass 
was  used.  Into  this  test-tube  shaped  cylinder  of 
glass,  a leech  was  placed  and  directed  to  the  desired 
location.  A rolled  tube  of  paper  served  the  same 
purpose.  When  leeching  in  the  immediate  vicinity 
of  an  orifice,  the  use  of  a plug  of  cotton  wool  was  ad- 
vised to  prevent  the  leech  from  escaping  through  the 
opening.  Thomas18  cautioned  that  this  should  be 
done  when  placing  leeches  on  the  cervix  for  the 
treatment  of  amenorrhea.  A quotation  from  his  text 
is  as  follows: 

Three  or  four  large  leeches,  or  a sufficient  number  of 
small  ones,  to  take  from  three  to  five  ounces  of  blood, 
may  be  applied  in  the  following  manner:  A cylindrical 
speculum,  of  sufficient  size  to  contain  the  entire  vagi- 
nal portion  of  the  cervix,  being  passed  and  the  part 
thoroughly  cleansed,  a small  pledget  of  cotton,  to 
which  a thread  has  been  attached  for  removal,  should 
be  placed  within  the  os,  so  as  to  prevent  the  entrance  of 
the  leeches  to  the  cavity  above.  A few  slight  punc- 
tures, sufficient  to  cause  a flow  of  blood,  should  then 
be  made  in  the  cervix,  and  all  leeches  to  be  employed 
thrown  in,  and  the  speculum  filled  at  its  extremity  by  a 
dossil  of  cotton  pushed  toward  the  bleeding  surface. 
The  speculum  should  be  watched  until  they  cease 
sucking,  for  if  left  for  a very  short  time,  even  with  the 


mouth  of  the  instrument  filled  with  cotton,  they  will 
escape.  After  their  removal  all  clots  of  blood  should 
be  removed  by  a sponge  or  a rod  wrapped  with  cotton, 
the  speculum  withdrawn,  a large  sponge  squeezed  out 
of  warm  water  placed  over  the  vulva,  and  the  patient 
directed  to  remain  perfectly  quiet. 

Leeches  usually  fell  off  when  they  became  en- 
gorged with  blood.  If  not,  salt,  snuff,  or  vinegar  was 
applied  to  discourage  their  hold.  The  bleeding  was 
arrested  by  pressure,  a drop  of  perchloride  of  iron,  a 
suture,  or  cautery  with  a red  hot  needle. 

Comment 

Phlebotomy  still  goes  on.  Blood  removal  is  a 
recognized  treatment  of  polycythemia  and  hemo- 
chromatosis. Exchange  transfusions  are  used  in 
hemolytic  disease  of  the  newborn.  The  phlebotomist 
makes  his  daily  rounds  in  hospitals  and  physicians’ 
offices  around  the  world.  Now  bloodletting  is  used 
primarily  for  diagnosis  rather  than  for  treatment,  and 
the  lancet  and  fleam  have  been  replaced  by  the  sy- 
ringe and  needle.  Blood  loss  for  diagnostic  testing 
in  modern  hospitals  can  be  considerable.  With  some 
philosophic  reflection,  one  might  wonder  whether  or 
not  the  loss  of  blood  could  have  any  therapeutic 
benefit.  Does  the  acute  withdrawal  of  blood  stim- 
ulate the  defense  mechanisms  of  the  body?  The 
body  is  known  to  respond  more  promptly  to  acute 
blood  loss  than  to  chronic  loss  of  small  amounts.  It 
seems  hard  to  believe  that  the  many  educated  ob- 
servers over  the  centuries  were  completely  wrong  in 
their  assessment  of  clinical  improvement  following 
bloodletting.  Whether  bloodletting  represents 
treatment  or  mistreatment  continues  to  depend  on 
the  evolution  of  our  ideas  as  to  the  basic  causes  of 
disease.  Perhaps  some  day  a rational  explanation 
for  the  popularity  of  bloodletting  will  be  found.  A 
closing  quotation  from  the  year  1935  by  Randolph6 
seems  appropriate.  “With  alternating  periods  of 
excess  and  moderation  it  is  about  the  only  remedy 
that  has  held  its  own  throughout  our  history.” 

Summary 

An  occasional  glance  into  our  medical  past  can 
provide  a refreshing  interlude  in  our  present-day 
practice  of  medicine.  Medicine  has  many  important 
roots  in  our  cultural  past.  One  of  our  medical  roots 
is  entwined  in  the  history  of  bloodletting,  the 
changing  therapeutic  uses  of  which  follow  the  evo- 
lution of  man’s  concept  of  disease.  The  tools  of 
bloodletting  include  the  lancet,  fleam,  scarificator, 
cupping-glass,  and  leech.  These  instruments  have 
joined  the  ranks  of  interesting  nostalgia  and  deserve 
to  be  remembered  as  part  of  colorful  medical  heri- 
tage. 

405  Clarkson  Drive 
Vestal,  New  York  13850 
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New  ski  device 
blamed  for  injuries 

A popular  new  piece  of  skiing  equipment  is  actually 
causing  injuries,  says  a report  from  Vail,  Colorado,  in  the 
October  10  Journal  of  the  American  Medical  Associa- 
tion. 

The  problem  is  from  a change  in  recent  years  in  the  type 
of  runaway  strap  used  by  skiers.  This  strap  runs  from  the 
ski  boot  to  the  ski  itself,  and  prevents  the  ski  from  plunging 
on  down  the  slope  when  it  becomes  detached  from  the  boot 
in  a fall. 

Previously  two  straps  were  used.  This  held  down  the 
nose  of  the  ski.  Currently,  a single  strap,  attached  to  the 
rear  of  the  boot,  is  popular.  But  this  permits  the  nose  of 
the  ski  to  flail  upward,  striking  the  skier  in  the  head  and 
face. 

An  analysis  of  al,l  ski  injuries  at  Vail  during  one  season 
showed  that  178  injuries  occurred  in  which  the  skier  was 
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lacerated  by  his  own  ski.  This  was  one  of  every  ten  ski 
injuries,  says  Thomas  G.  Colmey,  M.D.  Dr.  Colmey,  for- 
merly was  with  the  Vail  Medical  Center,  is  now  at  Loyola 
University,  Chicago. 

Most  of  these  injuries  could  be  prevented  by  use  of  ski 
brakes,  Dr.  Colmey  says. 

The  brake  is  a small  prong  that  is  released  when  the  boot 
leaves  the  ski.  The  prong  extends  down  into  the  snow 
several  inches,  thus  braking  the  sliding  ski. 

The  purpose  of  the  runaway  strap  or  ski  brake  is  largely 
to  protect  other  skiers  down  the  slope  from  injury  from  a 
free  sliding  ski.  This  purpose  can  be  achieved  by  the  ski 
brake  with  less  injury  hazard  to  the  skier,  he  declares. 

“Of  the  two  basic  retention  devices  (brakes  and  straps), 
it  is  unfortunate  that  the  runaway  strap  continues  to  be  the 
device  most  commonly  used.  The  reason  for  this  seems 
to  be  largely  a lack  of  knowledge  that  ski  brakes  are  avail- 
able and  that  they  have  a safety  advantage  over  runaway 
straps.” 
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Obituaries 


Harold  A.  Abramson,  M.D.,  of  New  York  City  and 
Huntington,  died  on  September  29  at  the  age  of  80.  Dr. 
Abramson  graduated  in  1923  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a researcher 
on  the  medical  staff  at  South  Oaks  Hospital  (Amityville), 
a consulting  allergist  at  Huntington  Hospital,  a consulting 
research  psychiatrist  at  Central  Islip  Psychiatric  Center, 
and  a consultant  in  internal  medicine  at  Community 
Hospital  at  Glen  Cove.  Dr.  Abramson  was  a Fellow  of  the 
American  College  of  Chest  Physicians,  a Fellow  of  the 
American  College  of  Allergists,  and  a member  of  the 
American  Psychiatric  Association,  the  American  Physio- 
logical Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Word  has  been  received  that  Albert  John  Bartolo,  M.D., 
of  Brooklyn,  has  died.  Dr.  Bartolo  graduated  in  1940  from 
Chicago  Medical  School.  He  was  a member  of  the  Amer- 
ican Academy  of  Family  Physicians. 

The  Medical  Society  of  the  State  of  New  York  has  been 
notified  that  Harry  Melchior  Biffar,  M.D.,  of  White- 
stone,  has  died.  Dr.  Biffar  graduated  in  1912  from  the 
University  of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons. 

Samuel  Daniel  Blum,  M.D.,  of  New  York  City,  died  on 
September  22  at  the  age  of  73.  Dr.  Blum  graduated  in  1932 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  an  associate 
in  radiology  at  Metropolitan  Hospital  Medical  Center  and 
an  assistant  attending  radiologist  at  Flower  and  Fifth 
Avenue  Hospitals.  Dr.  Blum  was  a Diplomate  of  the 
American  Board  of  Radiology,  a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  New  York  Roentgen 
Society,  the  Radiological  Society  of  New  York  State,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Louis  B.  Chmielewski,  M.D.,  of  Floral  Park,  died  on 
September  29  at  the  age  of  81.  Dr.  Chmielewski  graduated 
in  1926  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  member  of  the  medical 
staff  at  Nassau  Hospital.  Dr.  Chmielewski  was  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Howard  Reid  Craig,  M.D.,  of  Sharon,  Connecticut,  for- 
merly of  New  York  City,  died  on  September  8 at  the  age  of 
86.  Dr.  Craig  graduated  in  1919  from  Cornell  University 
Medical  College.  He  was  a member  of  the  New  York 
Academy  of  Medicine  (and  a former  director  for  20  years), 
the  New  York  County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Eugene  Norman  Dye,  M.D.,  of  New  York  City,  died  on 
September  31  at  the  age  of  53.  Dr.  Dye  graduated  in  1954 
from  Northwestern  University  Medical  School.  He  was 
an  attending  psychiatrist  at  Gracie  Square  Hospital.  Dr. 
Dye  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Pan  American  Medical  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harold  V.  Glick,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 2 at  the  age  of  57.  Dr.  Glick  graduated  in  1945  from 
Tulane  University  School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Dermatology,  Inc.,  and  a 
member  of  the  New  York  State  Society  of  Dermatology. 

Leo  A.  Harrington,  M.D.,  of  Babylon,  died  on  February 
4 in  his  78th  year.  Dr.  Harrington  graduated  in  1928  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  radiologist  at  Kings  County  Hospital 
Center.  Dr.  Harrington  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American  College  of 
Radiologists,  and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Otto  T.  M.  Hofmeister,  M.D.,  of  Kinderhook,  died  on 
August  20  at  the  age  of  87.  Dr.  Hofmeister  received  his 
medical  degree  from  the  University  of  Munich  in  1922.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benjamin  Kaufman,  M.D.,  of  Brooklyn,  died  on  May  13 
at  the  age  of  77.  Dr.  Kaufman  graduated  in  1926  from 
Northwestern  University  Medical  School.  He  was  an  as- 
sistant attending,  emeritus,  pediatrician  at  Maimonides 
Medical  Center.  Dr.  Kaufman  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  American  Psychiatric 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  J.  Kreusser,  M.D.,  of  Brooklyn,  died  in  August 
at  the  age  of  70.  Dr.  Kreusser  graduated  in  1938  from  Long 
Island  College  of  Medicine.  He  was  an  associate  obste- 
trician and  gynecologist  at  Lutheran  Medical  Center.  Dr. 
Kreusser  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Adrian  C.  Lamos,  M.D.,  of  Brooklyn,  died  on  April  5 at 
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the  age  of  73.  Dr.  Lamos  graduated  in  1937  from  Meharry 
Medical  College.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jules  Landowski,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 16  at  the  age  of  71.  Dr.  Landowski  received  his 
medical  degree  from  the  University  of  Paris  in  1940.  He 
was  an  ophthalmologic  surgeon  at  Manhattan  Eye  Ear  and 
Throat  Hospital.  Dr.  Landowski  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Ophthalmology,  the  New 
York  Academy  of  Medicine,  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Dominick  Lattarulo,  M.D.,  of  The  Bronx,  died  on  Sep- 
tember 16  at  the  age  of  68.  Dr.  Lattarulo  received  his 
medical  degree  from  the  University  of  Bari  in  1938.  He 
was  an  obstetrician  and  gynecologist  at  Misericordia 
Hospital  Medical  Center.  Dr.  Lattarulo  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology  and 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

William  K.  Li,  M.D.,  of  Old  Westbury,  died  on  June  2 at 
the  age  of  58.  Dr.  Li  received  his  medioal  degree  from 
Pennsylvania  Medical  School  (Medical  Department  of  St. 
John’s  University)  Shanghai,  in  1948.  He  was  director  of 
anesthesiology  at  Wyckoff  Heights  Hospital,  director  and 
attending  anesthesiologist  at  La  Guardia  Hospital,  and  a 
visiting  anesthesiologist  at  Kings  County  Hospital  Center. 
Dr.  Li  was  a Diplomate  of  the  American  Board  of  Anes- 
thesiology, a Fellow  of  the  American  College  of  Anesthe- 
siologists, and  a member  of  the  American  Thoracic  Society, 
the  American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Marshall  Jay  Lobell,  M.D.,  of  Carmel,  died  on  September 
22  at  the  age  of  48.  Dr.  Lobell  graduated  in  1958  from 
Albany  Medical  College.  He  was  an  obstetrician  and  gy- 
necologist at  Putnam  Community  Hospital  and  an  assis- 
tant obstetrician  and  gynecologist  at  Westchester  County 
Medical  Center.  Dr.  Lobell  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, and  a member  of  the  Putnam  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Marganoff,  M.D.,  of  Patchogue,  died  on  Sep- 
tember 18  at  the  age  of  72.  Dr.  Marganoff  graduated  in 
1934  from  Rush  Medical  College.  He  was  a consulting 
proctologist  at  Brookhaven,  the  John  T.  Mather  Memorial, 
and  St.  Charles  Hospitals.  Dr.  Marganoff  was  a member 
of  the  American  Society  of  Colon  and  Rectal  Surgery,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Eugene  Roland  Marzullo,  M.D.,  of  Huntington,  died  on 
June  21  at  the  age  of  80.  Dr.  Marzullo  graduated  in  1924 
from  Long  Island  College  Hospital.  He  was  a consulting 
hematologist  at  Long  Island  College  and  Huntington 
Hospitals  and  a consulting  internist  at  St.  John’s  Episcopal 
Hospital.  Dr.  Marzullo  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Theophil  Medl,  M.D.,  of  New  York  City,  died 
on  September  26  at  the  age  of  68.  Dr.  Medl  graduated  in 
1935  from  Cornell  University  Medical  College.  He  was  an 
attending  surgeon  at  Beekman-Downtown  Hospital  and 
an  assistant  in  surgery  at  St.  Luke’s  Hospital  Center.  Dr. 
Medl  was  a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Association  for  the  Surgery  of 
Trauma,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Mitchel  A.  Obremski,  M.D.,  of  Syracuse,  died  on  June  8 
at  the  age  of  76.  Dr.  Obremski  graduated  in  1930  from 
Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Ringelheim,  M.D.,  of  Brooklyn,  died  on  April  12 
at  the  age  of  81.  Dr.  Ringelheim  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1924.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lucie  Lia  Rudd,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 7 at  the  age  of  64.  Dr.  Rudd  received  her  medical 
degree  from  the  University  of  Paris  in  1940.  She  was  an 
associate  pediatrician  at  St.  Luke’s-Roosevelt  Hospital 
Center  as  well  as  an  attending  pediatrician  and  chief  of  the 
Adolescent  Medical  Center  there.  Dr.  Rudd  was  a member 
of  the  American  Medical  Women’s  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Irving  Seinfeld,  M.D.,  of  Brooklyn,  died  on  September 
30  at  the  age  of  85.  Dr.  Seinfeld  graduated  in  1921  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
director,  emeritus,  of  gynecology  at  the  one-time  Wil- 
liamsburgh  Hospital.  Dr.  Seinfeld  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, and  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  Shlansky,  M.D.,  of  Israel,  formerly  of  Lido  Beach, 
died  on  March  8 in  his  90th  year.  Dr.  Shlansky  graduated 
in  1920  from  Fordham  University  School  of  Medicine.  He 
was  a member  of  the  Medical  School  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Max  Joseph  Shulman,  M.D.,  of  Greenwich,  Connecticut, 
formerly  of  The  Bronx,  died  on  May  8 at  the  age  of  82.  Dr. 
Shulman  graduated  in  1922  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Chesley  Evan  Smith,  M.D.,  of  Irvington,  died  on  Sep- 
tember 8 at  the  age  of  71.  Dr.  Smith  graduated  in  1934 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  attending  surgeon  at  Dobbs  Ferry 
Hospital,  a senior  surgeon  at  Phelps  Memorial  Hospital 
Association,  and  an  honorary  surgeon  at  St.  John’s  Riv- 
erside Hospital.  Dr.  Smith  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  Sneierson,  M.D.,  of  Binghamton,  died  on  Sep- 
tember 19  at  the  age  of  80.  Dr.  Sneierson  graduated  in 
1924  from  Boston  University  School  of  Medicine.  He  was 
a consulting  surgeon  at  Our  Lady  of  Lourdes  Memorial 
Hospital  and  an  honorary  surgeon  at  Binghamton  General 
Hospital.  Dr.  Sneierson  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mario  F.  Tagliagambe,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 2 at  the  age  of  62.  Dr.  Tagliagambe  graduated  in  1940 
from  New  York  Medical  College.  He  was  an  assistant  or- 
thopedic surgeon  at  Flower  and  Fifth  Avenue  and  Metro- 
politan Hospitals,  an  orthopedic  surgeon  at  Cabrini  Health 
Care  Center,  and  a trauma  surgeon  there  as  well.  Dr. 
Tagliagambe  was  a member  of  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morton  Bertram  Wallach,  M.D.,  of  Brooklyn,  died  on 
September  2 at  the  age  of  59.  Dr.  Wallach  graduated  in 
1943  from  Long  Island  College  of  Medicine.  He  was  a 
clinical  associate  professor  of  psychiatry  in  the  Department 
of  Psychiatry,  Downstate  Medical  Center.  Dr.  Wallach 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Geriatrics  Society,  the  American  Psychiatric  Association, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  Washnitzer,  M.D.,  of  Long  Beach,  died  on 
April  10  in  his  94th  year.  Dr.  Washnitzer  graduated  in 
1909  from  University  and  Bellevue  Hospital  Medical 


College.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

C.  Stuart  Welch,  M.D.,  of  Albany,  died  on  October  4 at 
the  age  of  71  on  his  birthday.  Dr.  Welch  graduated  in 
1932  from  Tufts  College  Medical  School.  He  was  an  at- 
tending surgeon  at  Albany  Medical  Center  and  a staff 
surgeon  at  the  Albany  Veterans  Administration  Hospital. 
Dr.  Welch  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association,  the  New 
York  Society  for  Cardiovascular  Surgery,  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joachim  B.  Wolff,  M.D.,  of  New  York  City  and  Kew 
Gardens,  died  on  September  21  at  the  age  of  80.  Dr.  Wolff 
received  his  medical  degree  from  the  University  of 
Wurzburg  in  1924.  He  was  an  associate  ophthalmologic 
surgeon  at  New  York  Eye  and  Ear  Infirmary.  Dr.  Wolff 
was  a Diplomate  of  the  American  Board  of  Ophthalmology, 
a Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Pan  American  Association  of  Oph- 
thalmology, the  New  York  Society  for  Clinical  Ophthal- 
mology, the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  of  New  York,  and  the  American 
Medical  Association. 

Boas  Wulfstat,  M.D.,  of  Brooklyn,  died  on  May  28  at  the 
age  of  68.  Dr.  Wulfstat  received  his  medical  degree  from 
the  University  of  Paris  in  1939. 

Mordecai  Yood,  M.D.,  of  Hollywood,  Florida,  formerly 
of  Jamaica,  died  on  September  11  in  his  78th  year.  Dr. 
Yood  graduated  in  1925  from  Tufts  College  Medical 
School.  He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leon  Zussman,  M.D.,  of  New  York  City  and  Neponsit, 
died  on  September  6 at  the  age  of  71.  Dr.  Zussman  grad- 
uated in  1933  from  Long  Island  College  of  Medicine.  He 
was  a consulting  obstetrician  and  gynecologist  at  Syden- 
ham Hospital,  a senior  clinical  assistant  in  obstetrics  and 
gynecology  at  The  Mount  Sinai  Hospital,  and  a staff  ob- 
stetrician and  gynecologist  at  Long  Island  Jewish-Hillside 
Medical  Center.  Dr.  Zussman  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Medical  Meetings 


AMA  to  hold  22nd  national  conference 
on  medical  aspects  of  sports  in  Atlanta 

Topics  dealing  with  “Facial  and  Oral  Related  Injuries 
in  Sports,”  “Nutrition  Relating  to  the  Athlete,”  and  “Knee 
Pain  in  the  Athlete”  will  be  addressed  in  Atlanta,  January 
24,  1981,  at  the  22nd  National  Conference  on  the  Medical 
Aspects  of  Sports. 

Sponsored  by  the  American  Medical  Association,  the 
day-long  conference  to  be  held  at  the  Atlanta  Hilton  Hotel 
will  feature  former  premier  major  league  relief  pitcher, 
Mike  Marshall. 

In  the  general  session  dealing  with  “Facial  and  Oral 
Related  Injuries  to  Sports,”  Gary  L.  Racey,  D.D.S.,  of 
Columbus,  Ohio,  will  deliver  a talk  on  “Treatment  for 
Maxillofacial  Trauma  in  Athletes,”  while  William  Heintz, 
D.D.S.,  also  of  Columbus,  will  speak  on  “Disturbing  Recent 
Confusion  and  Concern:  Update  in  Mouth  Protection  for 
Athletes.” 

On  the  subject  of  “Nutrition  Relating  to  the  Athlete,” 
Luther  B.  Travis,  M.D.,  of  Galveston,  Texas,  will  talk  on 
“Effects  of  Exercise  in  Diabetes,”  and  Richard  A.  Guthrie, 
M.D.,  of  Wichita,  Kansas,  will  speak  on  “Regulation  of  the 
Athlete  with  Diabetes.” 

Dr.  Guthrie,  who  serves  as  Executive  Director  of  the 
Kansas  Regional  Diabetes  Education  and  Research  Center, 
will  direct  his  remarks  to  Diabetes  Mellitus,  a common 
disorder  encountered  in  sports  medicine.  The  problem, 
according  to  Dr.  Guthrie,  is  doubly  difficult  since,  unlike 
many  diseases  which  are  unaffected  by  exercise,  activity 
greatly  affects  diabetes  control  and  diabetes  control  greatly 
affects  the  ability  to  exercise. 

Properly  managed,  however,  the  athlete  with  diabetes 
mellitus  should  perform  as  well  as  the  athlete  without  the 
disease,  Dr.  Guthrie  concludes. 

Appearing  on  the  same  general  session  format  with  Drs. 
Guthrie  and  Travis  will  be  Ralph  Nelson,  M.D.,  of  Cham- 
paign, 111.,  who  will  discuss  “Nutrition  and  the  Athlete.” 
Dr.  Nelson,  Professor  of  Nutrition,  the  University  of  Illinois 
School  of  Clinical  Medicine,  will  address  his  remarks 
toward  what  he  feels  are  misconceptions  concerning  nu- 
trient requirements  for  exercise.  An  example  he  points 
out  is  the  semistarvation  deliberately  practiced  by  wrestlers 
who  lose  body  weight  and  the  traditional  use  of  high  calorie 
supplement  to  gain  weight. 

Mike  Marshall,  who  pitched  for  the  Los  Angeles  Dodgers 
and  Minnesota  Twins  for  more  than  15  years,  will  appear 
at  a 12-noon  luncheon.  His  topic  will  be:  “Trauma  to  the 
Adolescent  Throwing  Arm.” 

In  the  general  session  covering  “Knee  Pain  and  the 
Athlete,”  moderator  Bernard  R.  Cahill,  M.D.,  of  Peoria, 
111.,  will  deliver  a talk  on  “Who  Gets  Knee  Pain  and  What 
Causes  the  Condition?”  Also  speaking  at  the  session  will 
be  George  D.  Rovere,  M.D.,  and  Fred  L.  Allman,  Jr., 
M.D. 

Dr.  Rovere,  of  Winston-Salem,  N.C.,  will  discuss  “Di- 
agnostic Aids  in  the  Evaluation  of  Knee  Pain,”  and  Dr. 

Material  for  inclusion  in  the  medical  meetings  section  must  he 
received  eight  weeks  prior  to  publication  date. 


Allman,  of  Atlanta,  will  talk  on  “The  Treatment  of  Knee 
Pain.” 

Drs.  Cahill,  Rovere,  and  Allman,  who  also  will  participate 
in  a panel  discussion,  will  be  making  presentations  on  be- 
half of  the  American  Orthopedic  Society  for  Sports  Med- 
icine. 

Further  information  on  the  conference  is  available  from 
the  office  of  Jack  Bell,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago,  111.  60610. 

Vail  medical  seminars 

Three  seminars  will  be  held  at  Vail,  Colorado,  at  the 
Enzian  Lodge  on  January  3-10,  10-17,  and  17-24.  Each 
session  provides  16  hours  of  Category  1 credit.  This 
seminar  program  has  been  organized  by  the  Pennsylvania 
Medical  Society.  All  sessions  will  be  planned  with  split 
early  and  late  afternoon  sessions  to  allow  for  a full  day  on 
the  slopes.  For  additional  information:  John  S.  Det- 
weiler,  Executive  Secretary,  Bucks  County  Medical  Soci- 
ety, All-Ways  Travel  Agency,  Inc.,  P.O.  Box  500,  Quaker- 
town,  Pennsylvania  18951;  telephone:  (215)  536-10004, 
PMS  -Vail,  ask  for  John  or  Lou. 

The  principles  and  practice 
of  rehabilitation  of  the  geriatric  stroke 
and  amputee  patient 

“The  Principles  and  Practice  of  Rehabilitation  of  the 
Geriatric  Stroke  and  Amputee  Patient”  will  be  presented 
January  14,  9:00  a.m.  to  3:30  p.m.,  at  the  Jewish  Institute 
for  Geriatric  Care,  New  Hyde  Park,  New  York.  The  pro- 
gram is  sponsored  by  The  Department  of  Physical  Medi- 
cine and  Rehabilitation  of  the  Long  Island  Jewish-Hillside 
Medical  Center  and  the  Jewish  Institute  for  Geriatric  Care, 
New  Hyde  Park,  New  York. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
Lakeville  Road,  New  Hyde  Park,  N.Y.  11042. 


Announcement  of  some  medical  congresses 
for  1981 

The  First  International  Convention  on  Medico-Legal 
Aspects  of  Disability  will  be  held  on  February  15  to  19, 
1981,  at  Tel  Aviv,  Israel.  From  June  21  to  16,  the  5th 
World  Congress  of  Sexology  will  be  conducted  at  Jerusa- 
lem, Israel.  The  II  International  Congress  of  Andrology 
will  take  place  in  Tel  Aviv,  Israel,  June  28  to  30.  Memory 
and  Memories;  the  First  International  Multidisciplinary 
Congress,  will  take  place  in  Tel  Aviv,  Israel,  June  28  to  July 
2.  From  September  13  to  18,  the  6th  International  Con- 
gress of  Human  Genetics  will  be  held  in  Jerusalem,  Is- 
rael 

For  scientific  and  travel  information  about  these  medical 
congresses,  contact  Medical  Congress  Coordinators,  1212 

continued  on  page  2033 


2032  New  York  State  Journal  of  Medicine/December  1980 


Everyone  Knows 
He’s  a Pillar 
of  Strength  in 
the  Community. 

You  Know  He’s 
an  Alcoholic. 


You  ve  seen  what  stress  can  do  to  people:  everything  from  ulcers  and  high 
blood  pressure,  to  a sense  of  isolation  or  a broken  family. 

You’ve  also  witnessed  another  consequence  of  stress:  dependence  on  alcohol 
or  drugs. 

If  some  of  your  patients  have  drinking  or  drug  problems,  you  should  know 
about  Fenwick  Hall,  a unique  treatment  facility  near  Charleston,  S.C. 

Fenwick  Hall  was  established  by  Dr.  Morris  Chafetz,  founding 
director  of  the  National  Institute  on  Alcoholism  and  Alcohol 
Abuse  and  a leading  authority  on  alcohol  and  drug  dependence. 

Fenwick  Hall's  carefully  designed,  highly  individualized  treat- 
ment is  based  on  the  needs  Dr.  Chafetz  has  perceived  during 
• his  25  years  of  experience  with  both  patients  and  programs. 

Rather  than  treating  only  symptoms,  Fenwick  Hall’s  inno- 
vative approach  focuses  on  every  facet  of  the  individual.  In 
addition  to  complete  detoxification  capabilities  and  highly  qual- 
ified professionals  delivering  a superior  program  of  therapy, 
counseling  and  education,  Fenwick  Hall  provides  rec- 
reational options  such  as  tennis  courts,  a sauna  and 
whirlp  ool  bath  and  an  indoor  swimming  pool. 

Occupying  a recently  restored  18th-century 
estate,  Fenwick  Hall  offers  unusually  elegant 
accommodations  and  a tranquility  conducive 
to  the  growth  of  self-awareness  and  the  res- 
toration of  well-being. 

When  individuals  leave  Fenwick  Hall,  they 
are  able  to  return  to  their  careers  and  homes, 
fortified  with  healthier  ways  of  coping  with 
the  stress  and  struggles  of  daily  life. 

For  further  information,  please  write  for  our 
color  brochure,  or  call  John  Magill,  Executive 
Director. 


Post  Office  Box  688 
Johns  Island,  Charleston 
South  Carolina  29455 

(803)  559-2461 
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Avenue  of  the  Americas,  New  York,  N.  Y.  10036;  telephone 
(212)  840-0110. 

Congress  of  Human  reproduction 

The  Illrd  World  Congress  of  Human  Reproduction  will 
be  held  in  Berlin,  West  Germany,  March  22  to  26.  For 
scientific  and  travel  information,  contact  the  officially 
appointed  agent  for  the  U.S.A.  Medical  Congress  Coor- 
dinators* 1212  Avenue  of  the  Americas,  New  York,  N.Y. 
10036;  telephone  (212)  840-0110. 

Conference  on  emergency  medicine 

The  Second  Annual  Mammoth  Mountain  Emergency 
Medicine  Ski  Conference  will  be  held  March  8 through  14 
at  Mammoth  Lakes,  California.  This  program  is  approved 
for  25  hours  of  category  one  credit  by  the  American  Med- 
ical Association,  California  Medical  Association,  and  the 
American  College  of  Emergency  Physicians.  It  is  also 
approved  for  25  contact  hours  by  the  Board  of  Registered 
Nurses. 

For  further  information  contact:  Daniel  L.  Abbott, 
M.D.,  Program  Director,  Medical  Conferences,  Inc.,  P.O. 
Box  52-B,  Newport  Beach,  California  92662;  telephone 
(714)  642-7080. 

Course  on  “Ultrasonography  Update — 1981 

“The  Department  of  Radiology,  University  of  California, 


San  Diego  School  of  Medicine,  is  offering  a course:  Ul- 
trasonography Update — 1981  in  Acapulco,  Mexico,  April 
15-17,  1981.  The  course  is  designed  to  provide  physicians 
and  technologist  the  latest  information  in  the  rapidly  ex- 
panding science  of  ultrasonic  scanning.  The  first  two  days 
will  deal  with  scanning  of  nonobstetrical  areas,  while  the 
final  day  will  center  on  those  topics  of  particular  interest 
to  obstetricians  and  gynecologists  (as  well  as  general- 
ists). 

Nineteen  (19)  hours  of  Category  1 AMA  credit  will  be 
given. 

For  information  contact:  Mary  J.  Ryals,  Radiology,  P.O. 
Box  2305,  La  Jolla,  California  92038;  telephone:  (714) 
459-9787. 

Seventh  summer  program — 

Methods  of  Immunologic 
Research  and  Diagnosis 

The  seventh  biennial  program  on  current  methods  of 
immunologic  research  and  diagnosis  will  be  offered  by  The 
Ernest  Witebsky  Center  for  Immunology  of  the  State 
University  of  New  York  at  Buffalo  June  1-13,  1981. 

Further  information  may  be  obtained  from  James  F. 
Mohn,  M.D.,  Director,  The  Ernest  Witebsky  Center  for 
Immunology,  State  University  of  New  York  at  Buffalo,  210 
Sherman  Hall,  Buffalo,  New  York  14212  (Telephone  AC 
716-831-2848).  The  deadline  for  application  is  March  31, 
1981. 
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Letters  to  the  Editor 


Physiologic  myopia 

To  the  Editor:  Arthur  A.  Knapp,  M.D.,  has  recently 
chosen  the  New  York  State  Journal  of  Medicine*  to 
question  the  validity  of  the  diagnosis  of  physiologic  myopia 
and  to  flatly  state  that  myopia  is  caused  by  an  imbalance 
in  vitamin  D-calcium  metabolism. 

To  support  his  position  Dr.  Knapp  states  that  no  error 
in  the  function  of  an  organ,  such  as  an  “error”  of  refraction, 
can  be  physiologic.  Here  we  become  involved  to  some 
degree  in  semantics  because  for  the  word  “error”  in  this 
context  we  could  easily  substitute  “condition”  or  “status.” 
We  also  classify  hyperopia  and  astigmatism  as  “errors  of 
refraction.”  I trust  Dr.  Knapp  would  not  consider  these 
also  as  pathologic.  If  so,  only  a very  small  percentage  of 
eyes  could  be  considered  normal. 

That  physiologic  myopia  exists  is  amply  demonstrated 
by  the  representation  of  the  lower  grades  of  myopia  on  the 
symmetric  distribution  curve  of  refraction.1-3  This  is  in 
contrast  to  high  myopia  which  causes  skewness  toward  the 
myopic  limb  of  the  curve  which  is  typically  found  in  pop- 
ulation studies.  Optically  corrected  eyes  with  physiologic 
myopia  are  functionally  indistinguishable  from  those  with 
hyperopia  or  emmetropia  in  clinical  practice. 

As  I pointed  out  in  the  article  cited  by  Dr.  Knapp,4  there 
can  be  found  among  eyes  with  low  myopia  a definite 
subgroup  which  demonstrates  significant  morbidity, 
notably  glaucoma  and  retinal  detachment.5  These  are  not 
normal  eyes  and  in  the  cited  paper  I suggested  that  these 
be  termed  “intermediate”  myopia  because  they  are  not 
physiologic  but  neither  do  they  undergo  the  extensive  de- 
generative changes  characteristic  of  high,  pathologic 
myopia. 

The  concept  of  a metabolic  defect  related  to  vitamin  D 
and  calcium  as  a cause  of  myopia  was  first  advanced  by 
Wood  and  Walker  in  Britain.6'7  Tempting  as  it  may  be  to 
associate  “scleral  rickets”  with  myopia  there  has  never  been 
any  body  of  laboratory  evidence  that  has  been  advanced 
in  support  of  this  hypothesis.  Laval8’9  has  indicated  that 
the  diets  used  in  laboratory  animals  by  Dr.  Knapp  were 
deficient  in  vitamin  A as  well  as  D.  Laval  felt  that  ocular 
changes  induced  by  the  vitamin  D deficient  diet  could  be 
attributable  more  to  the  absence  of  vitamin  A than  D.  In 
a fairly  comprehensive  longitudinal  clinical  study  Laval 
was  unable  to  demonstrate  any  beneficial  effect  of  vitamin 
D and  calcium  on  the  course  of  myopia.  Diet  often  has 
been  cited  as  a cause  of  myopia  but  it  is  of  interest  to  note 
that  McLaren10  found  no  increase  in  myopia  prevalence 
in  populations  subjected  to  famine. 

In  view  of  these  data  I would  like  to  reply  to  Dr.  Knapp; 
Yes,  Arthur,  there  is  a physiologic  myopia  and  no,  treat- 
ment with  calcium  and  vitamin  D or  other  dietary  changes 
are  not  likely  to  alter  the  course  of  myopia,  physiologic  or 
otherwise. 

BRIAN  J.  CURTIN,  M.D. 

1 33  E.  58t,h  Street 
New  York,  N.Y.  10022 

Knapp,  A.  A.:  Physiologic  myopia,  Letter  to  the  Editor,  New 
York  State  J.  Med.  80: 1357  (Aug.)  1980. 
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Lifestyle  and  cancer 

To  the  Editor:  Your  symposium  entitled  “Does  Lifestyle 
Cause  Cancer?,*  ” appears  to  have  overlooked  a large  body 
of  pertinent  evidence  indicating  a close  relationship  be- 
tween stress  and  cancer.  A suspected  link  between  certain 
personality  types  and  malignancy  has  been  postulated 
since  the  time  of  Hippocrates  who  noted  that  women  who 
were  melancholy  or  had  too  much  black  bile  (Gr.  melas 
chole ) had  a greater  susceptibility  to  malignancy  and  this 
was  a recurrent  theme  in  the  writings  of  18th  and  19th 
century  English  authors  on  the  subject.1  In  the  past  two 
decades,  workers  from  a variety  of  backgrounds  have 
identified  other  personality  characteristics  or  other  dis- 
tressful life  change  events  that  appear  to  be  associated  with 
an  increased  risk  of  malignancy,  especially  of  the  female 
reproductive  tract  and  lung.  A recent  report  from 
Sloan -Kettering  Cancer  Institute  suggests  that  most  of  the 
patients  with  malignancy  of  the  female  organs  of  repro- 
duction are  characterized  by  a common  inability  to  express 
their  emotions,  especially  hate  or  anger,  and  keep  their  true 
feelings  stifled.2  An  attitude  of  hopelessness  or  helpless- 
ness and  lack  of  purpose  or  “raison  d’etre”  have  been  im- 
plicated by  other  researchers.3 

The  most  significant  relationship  between  stress  and 
cancer  appears  to  be  that  noted  following  loss  of  an  im- 
portant emotional  relationship.  In  terms  of  quantifying 
stress,  death  of  a spouse,  divorce,  marital  separation,  and 
loss  of  a close  family  member  are  generally  conceived  to  be 
the  four  most  stressful  types  of  life  change  events,  in  that 
order.4  It  is  therefore  of  interest  to  note  that  the  incidence 
of  malignancy,  especially  of  the  female  reproductive  sys- 
tem, is  highest  in  widows  and  divorced  females  than  their 
married  or  single  counterparts.5  A clue  as  to  the  possible 

* Carone,  P.  A.,  et  al.:  Symposium — Does  Life  style  cause 

cancer?,  Part  I,  New  York  State  J.  Med.  80:  1237  (July)  1980;  Part 
II,  New  York  State  J Med.  80:  1401  (Aug.)  1980. 
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ACP’s  sponsorship 
of  postgraduate  courses 
and  regional  meetings 

Continuing  a tradition  of  more  than  65  years,  the  ACP 
(American  College  of  Physicians)  will  sponsor  20  post- 
graduate courses  and  41  regional/chapter  scientific  meet- 
ings throughout  the  United  States  and  Canada  in  the  next 
six  months. 

The  ACP  is  a national  medical  specialty  society  repre- 
senting nearly  50, (XX)  specialists  in  internal  medicine,  allied 
specialties,  and  physicians-in-training. 

“This  year’s  line  up  of  courses  and  regional  meetings,” 
commented  Robert  H.  Moser,  M.D.,  F.A.C.P.,  Executive 
Vice  President  of  the  College,  “are  designed  to  help  spe- 
cialists in  internal  medicine  and  related  specialty  fields 
‘recharge  their  medical  batteries’  and  keep  current  on  the 
new  developments  in  basic  and  clinical  research  that  affect 
the  day-to-day  practice  of  medicine.  Our  intent  is  to  aid 
practicing  physicians  in  their  search  for  better  ways  to 
prevent  illness,  diagnosis  disease,  and  manage  the  treat- 
ment of  patients.” 

He  added,  “The  ACPs’  CME  activities  are  a natural 
follow-up  to  the  College’s  MKSAP  V (Medical  Knowledge 
Self-Assessment  Program  V)  which  was  utilized  by  more 
than  36,000  physicians  in  the  past  year.  MKSAP  is  a 
personal,  self-contained,  comprehensive  program  for 
updating  a physician’s  knowledge  in  internal  medicine. 
The  program  incorporates  study,  self-assessment,  evalu- 
ation, and  critiques.  Having  determined  strengths  and 
weaknesses,  the  physician  then  is  better  able  to  structure 
his  or  her  own  program  of  postgraduate  training.” 

The  College’s  21  postgraduate  courses  will  cover  a wide 
range  of  topics  to  help  internists  in  their  capacity  as  both 
primary  physicians  and  consultants  to  other  physicians  and 
surgeons.  Subjects  include  recent  advances  in  internal 
medicine;  problems  in  gastroenterology — both  clinical  and 
pathological;  cardiovascular  therapeutics;  intensive  care 
medicine;  advances  in  hematology  and  oncology;  and  a 
problem  solving  approach  to  electrolyte  disorders  and  renal 
disease. 

At  each  of  the  regional/chapter  scientific  meetings, 
well-rounded  programs  will  be  presented  to  update  phy- 
sicians in  current  scientific  thinking  in  medicine.  Subjects 
to  be  covered  embrace  the  most  recent  developments  in 
internal  medicine  and  many  related  specialties  including 
allergy  and  immunology,  cardiovascular  diseases,  derma- 
tology, endocrinology  and  metabolism,  hematology,  gas- 
troenterology, infectious  diseases,  nephrology,  neurology, 
oncology,  pulmonary  diseases,  rheumatology,  and  mental 
illness. 

In  addition  to  postgraduate  courses  and  regional/chapter 
meetings,  the  ACP  sponsors  an  annual  scientific  congress, 
audiovisual  programs,  and  several  publications  including 
the  monthly  scientific  journal  Annals  of  Internal  Medi- 
cine, “A  Library  for  Internist,”  and  a magazine  on  the 
humanities  of  medicine  called  Forum  on  Medicine. 

Courses  of  interest  to  New  York  State  residents  are: 
February  19— New  York  Downstate  I and  II  American 
College  of  Physicians  Meeting,  Rye  Hilton,  Rye,  New  York, 
information:  Arthur  W.  Feinberg,  M.D.,  300  Community 
Drive,  Manhasset,  N.Y.  11030;  and  February  23  to  25, 
“Cardiovascular  Therapeutics,”  The  Page  and  William 
Black  Postgraduate  School  of  Medicine,  the  Mount  Sinai 
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Imagine... 

...if  there 
weren't  an 
American 
Medical 
Association 


Who  Would... 

represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application, 
call  or  write  the  AMA  Office  of  Membership 
Development  at  312-751-6410, 

535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW 
YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you 
are  purchasing,  leasing  or  renting,  there  are  4 
special  programs  for  car  rentals  at  special 
prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER 

offers  MSSNY  members  discounts  on  various 
consumer  products  through  retail  outlets;  available 
throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  nego- 
tiated prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for 

members  only  at  specially  discounted  rate. 
Complete  services  are  statewide.  Also  available 
a specially  designed  software  package  for  the 
physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers 
of  encyclopedias  are  giving  special  prices  to 
members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS 

are  imported  directly  from  Ireland  at  special  low 
prices. 

DINNER/THEATRE.  Dinner/Theatre  restaurants 
offer  special  prices  negotiated  for  members. 


PURCHASE  PLAN.  Special  prices  to  enrolled  pur- 
chase card  members  (discount  on  membership 
card)  or  major  or  minor  appliances,  cameras, 
binoculars,  china,  sterling,  etc. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
PENSION  PLAN 

QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted 
commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special 
discount. 

BUSINESS  MACHINES  & EQUIPMENT  including 
dictating  and  transcribing  devices,  discounted  up 
to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical 
equipment  and  supplies,  including  furniture  at 
approx.  30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

COUNTDOWN.  International  travel  service  featuring 
special  discounts  on  selected  hotels,  dining, 
boutiques,  etc.  for  physicians  and  their  families. 

WINDJAMMER  CRUISES.  Sailing  ship  cruises  to 
the  Caribbean. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 


V 


Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis 
a Disability  income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability.  The  cost  of  this  protection  is  tax-deductible 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 
....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

M‘  tiers  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  Tally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 
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■ The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70. 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co..  Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years 


PUBLICATIONS 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement' 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35,000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments:  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

O Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 

( ) Group  Term  Life  Insurance 


□ 

Computer  Services 

□ Office  Computer  Software 

□ 

Encyclopedia 

□ 

Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ 

Car  Rental  • 

□ MSSNY  Pension  Plan 

□ 

Book  of  Knowledge 

□ 

Car  Purchasing 

□ Aynsley  Bone  China 

□ 

Quality  Tires 

□ 

Purchase  Plan 

Pattern,  Quantity  . . . 

□ 

Major  Appliances 

□ 

Concert  Theatre  Club 

□ Lladro  Porcelains 

□ 

Countdown 

□ 

Financial  Services 

Model/No 

□ 

Travel  Sports  Club 

□ 

Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ 

Dinner/Theatre 

□ 

Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

□ 

Windjammer  Cruises 

□ Other. 


Name 

(please  print) 

Address 


ZIP 


County  Medical  Society 


-Tel  4 

(area  code ) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 

Rd.,  Lake  Success.  N Y.  11042.  Phone:  (516)  488-6100,  ext.  371/2. 
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modus  operandi  of  such  an  effect  is  suggested  by  studies 
from  Australia6  and  more  recently  from  the  Mount  Sinai 
School  of  Medicine,  New  York,  which  demonstrate  a 
prompt  and  marked  decline  in  immune  function  following 
bereavement  as  measured  by  lymphocyte  function.7  It 
seems  plausible,  therefore,  that  stress  may  favor  the  de- 
velopment of  a malignant  process  by  interfering  with  the 
organism’s  defense  mechanism  as  well  as  by  altering  the 
hormonal  environment  or  decreasing  interferon  produc- 
tion. All  of  these  factors  have  been  demonstrated  to  be 
closely  related  to  tumor  growth  and  significantly  altered 
by  acute  and  chronic  stress. 

Animal  studies  by  Riley  and  others  also  confirm  a pro- 
found effect  of  stress  on  tumorigenesis  as  well  as  the  pro- 
tective effect  of  a stress  free  environment  in  terms  of  re- 
ducing the  incidence  of  cancer  in  highly  cancer  prone 
strains  of  mice.8  Of  equal  significance  was  a notation  in 
another  study  done  at  Stanford  which  appeared  to  indicate 
that  mice  innoculated  with  tumor  cells  while  in  a “stage  of 
resistance”  in  the  stress  response  developed  much  smaller 
tumors  and  similarly  that  this  finding  also  appeared  to 
occur  in  female  mice  spontaneously  displaying  fighting  or 
aggressive  behavior.9 

These  findings  may  have  an  important  clinical  signifi- 
cance in  view  of  the  growing  suspicion  that  positive  emo- 
tions such  as  faith,  humor,  and  creativity  (“Eustress”)  may 
negate  or  offset  the  harmful  consequences  of  stress.  A 
strong  faith  appears  to  be  the  common  thread  that  weaves 
its  way  through  those  documented  cases  of  spontaneous 
remission  of  cancer.10  The  use  of  visual  imagery  tech- 
niques and  behavioral  modification  has  been  reported  by 
the  Simontons  and  Creighton11  to  have  resulted  in  signif- 
icantly increased  life  span  and  well-being  in  cancer  pa- 
tients. LeShan  has  similarly  commented  on  the  beneficial 
effects  of  a posit  ive  approach  on  the  part  of  the  patient  in 
managing  his  malignancy,  emphasizing  the  importance  of 
an  aggressive  attitude.12  Presumably,  these  emotions  may 
enable  the  patient  to  stimulate  or  enhance  his  own  innate 
immune  and  humoral  resources.  Identifying  stress  and 
learning  how  to  cope  or  adapt  successfully  may  be  useful 
tools  in  the  prevention  or  treatment  of  cancer,  and  is  closely 
linked  to  an  appropriate  life  style.  The  important  role  of 
stress  in  the  development  of  canker  sores  and  the  influence 
of  faith  and  suggestion  in  the  disappearance  of  warts 
demonstrate  that  emotions  can  impressively  influence  the 
clinical  expression  and  course  of  these  and  similarly 
viral-linked  disorders. 

In  addition  to  the  current  epidemiologic  preoccupation 
with  external  carcinogens  in  the  form  of  physical  energy, 
or  chemicals  that  are  inhaled  or  ingested,  some  consider- 
ation should  be  given  to  an  endemiologic  approach.  Fac- 
tors such  as  the  patient’s  behavioral  attitude,  ability  to  cope 
with  stress,  amd  the  emotional  repercussions  of  “life  style” 
would  appear  to  be  as  important  as  genetic  factors  in  such 
an  overview.  As  Professor  Rene  Duhos  noted,  “What 
happens  in  the  mind  of  man  is  always  reflected  in  the  dis- 
eases of  his  body.” 

PAUL  J.  ROSCH,  M.D.,  F.A.C.P. 

President,  American  Institute  of  Stress,  Inc. 

Adjunct  Clinical  Professor  of  Medicine 
New  York  Medical  College 
124  Park  Avenue 
Yonkers,  N.  Y.  10703 
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An  example  of  poor  public  relations 

To  the  Editor:  Recently  I needed  medical  advice  on  a 
complaint  of  quite  long  standing;  I was  given  an  appoint- 
ment to  see  a physician,  who  specialized  in  the  problem 
from  which  I was  suffering,  in  a local  town. 

On  my  arrival  at  the  doctor’s  office  for  the  appointment 
1 was  asked  to  wait  in  company  with  many  other  people  in 
the  waiting  room.  I had  arrived  a few  minutes  ahead  of 
time  for  the  appointment.  After  about  one  hour’s  waiting 
I was  called  by  one  of  the  medical  assistants,  taken  to  an 
examining  room,  told  to  undress  and  wait  for  the  doctor. 
Some  time  later,  perhaps  ten  minutes,  the  doctor  burst  into 
the  room  greeting  me  by  my  first  name  and  announcing 
that  he  was  Doctor  ! . . . ! I am  a 64-year-old  man.  Being 
asked  what  my  complaint  was  I told  him,  but  asked  him 
first  what  the  fee  would  be  for  his  services. 

I had  received  no  apology  for  being  kept  waiting  over  an 
hour  to  see  the  doctor,  by  either  the  staff  or  the  doctor.  I 
am  not  a person  of  means  and  I believe  a patient  is  entitled 
to  know  the  fees  for  medical  services  about  to  be  per- 
formed. However,  the  doctor  told  me  he  could  not  say 
what  his  fee  would  be — I would  find  that  out  from  the 
“people  in  the  office”  afterwards.  (I  do  not  remember 
whether  he  said  “the  girls  in  the  office.”) 

After  the  examination  and  being  given  a diagnosis  for 
my  complaint  by  the  doctor,  he  gave  me  an  injection  which 
he  stated  may  not  give  me  complete  relief.  And,  as  it 
turned  out,  gave  me  no  relief  at  all.  That  was  the  end  of 
the  consultation.  I dressed  and  made  my  way  back  to  the 
office  where  it  was  made  quite  clear  to  all  patients,  from 
a large  sign  on  the  wall,  that  payment  for  services  rendered 
was  required  now.  I paid  65  dollars  as  requested  by  an 
office  lady,  she  gave  me  a receipt  on  which  it  was  written 
clearly  for  the  benefit  of  both  patients  and  medical  insur- 
ance companies,  that  any  further  documentation  and  so 
forth  would  only  be  provided  on  a payment  of  25  dollars. 

All  this  was  obviously  worked  out  with  the  greatest  ef- 
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ficiency  ....  for  the  doctors!  I object  to  being  kept 
waiting  for  an  hour  when  my  appointment  has  been  given 
to  me.  I object  to  being  addressed  by  a total  stranger  by 
my  first  name  and  being  expected  to  address  that  person 
as  “Doctor.” 

I am  aware  that  the  medical  profession  is  made  up 
largely  of  devoted  and  capable  women  and  men  who  have 
worked  long  and  hard  to  achieve  success  in  their  profession. 
I believe  that  they  deserve  our  gratitude  for  taking  care  of 
us  at  all  hours  of  the  day  and  night.  But,  they  must  cease 
to  treat  us  all  like  children  both  in  their  approach  to  us  on 
meeting,  and  in  any  financial  discussions  with  us.  That 
is  our  entitlement. 

ROBERT  JOHNSON 
13  Irma  Avenue 
Port  Washington,  N.Y.  11050 
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School  of  Medicine,  Category  I credit  offered.  The  di- 
rector is  Joel  Kupersmith,  M.D. 

For  additional  information  and  registration  forms,  re- 
quests should  be  directed  to  Maxine  Topping,  American 
College  of  Physicians,  4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

UICC  conference 
on  clinical  oncology 

UICC  (Union  Internationale  Contre  Le  Cancer)  will  be 
held  at  Lausanne,  Switzerland,  29  to  31  October,  1981. 
This  has  been  organized  by  the  International  Union 
Against  Cancer  in  conjunction  with  the  7th  Meeting  of  the 
European  Society  of  Medical  Oncology.  Further  infor- 
mation can  be  obtained  from  the  Conference  Secretariat, 
P.O.  Box  248,  CH  1000  Lausanne  6,  Switzerland. 

The  Conference  is  hosted  by  the  Swiss  Cancer  League 
and  is  cosponsored  by  the  European  Organization  for  Re- 
search on  Treatment  of  Cancer  (EORTC),  the  European 
Association  for  Cancer  Research,  and  the  Organization  of 
European  Cancer  Institutes. 

This  multidisciplinary  Conference  on  cancer  treatment 
is  a major  innovation  within  the  International  Union 
Against  Cancer.  It  is  open  to  all  physicians  and  is  designed 
to  provide  a forum  for  presentation  of  original  research  in 
all  clinical  aspects  of  multidisciplinary  treatment  of  cancer 
patients.  Internationally  renowned  clinical  oncologists 
will  be  invited  as  speakers  and  chairmen.  Parallel  sessions 
at  which  proffered  papers  are  presented  will  be  organized 
during  the  first  part  of  each  half  day.  Ample  time  will  be 
provided  for  discussions.  Major  review  lectures  will  be 
presented  in  plenary  sessions  during  the  second  part  of 
each  half  day  by  the  chairmen  of  the  proffered  paper  ses- 
sions. Poster  sessions  will  be  organized  throughout  the 
Conference. 


N0NINVASIVE  MEDICAL  IMAGING 
for  the 

PRACTICING  PHYSICIAN 

March  4-7,  1981 
Hyatt  Regency  Acapulco 
Acapulco,  Mexico 

This  exciting  2y2-day  meeting  will  cover  current  and 
promising  new  applications  of  noninvasive  medical 
imaging  techniques  in  the  fields  of  nuclear  medicine, 
computerized  tomography  and  ultrasound.  The 
course  is  designed  to  bring  out  aspects  of  modern 
techniques  which  are  most  likely  to  have  an  impact 
on  the  practice  of  medicine. 

The  program  meets  the  criteria  for  21  credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association  and  LCCME. 
The  faculty  includes  Drs.  R.  E.  Coleman,  A.  E. 
James,  Jr.,  J.  W.  Keyes,  Jr.,  M.  Krobkin,  R.  Gramiak, 
S.  Larson,  M.  Loberg,  H.  N.  Wagner,  Jr.,  B.  D.  Doust, 
J.  S.  Soin,  and  J.  E.  Youker. 

The  reservation  deadline  is  January  15,  1981.  For 
further  information  call  (800)  558-7990.  (Wisconsin 
residents  call  (414)  327-6030)  or  write  Jagmeet  S. 
Soin,  M.D.,  Division  of  Nuclear  Medicine,  8700  W. 
Wisconsin  Ave.,  Milwaukee,  Wl  53226.  (414) 

257-5968. 


HANDICAPPED  PHYSICIANS 

I am  a multiple-handicapped  doctor  interested 
in  contacting  other  handicapped  physicians  in 
order  to  obtain  some  approximation  of  the  size 
and  characteristics  of  this  population  in  the 
United  States  and  Canada. 

There  is  currently  no  organization  to  provide 
statistical  data  on  the  career  patterns  of  such 
individuals,  or  to  what  extent  various  handicaps 
affect  the  physician’s  ability  to  remain  in  active 
practice.  Should  any  physician  become 
handicapped,  such  information  would  be  of 
utmost  value  in  determining  the  feasibility  of 
remaining  in  any  chosen  field,  and  would  also 
provide  some  indication  of  the  career  opportu- 
nities available  to  this  unique  population. 

All  physicians,  active  or  inactive,  with  any  type 
of  physical  handicap  are  asked  to  contact  Frank 
Zondlo,  M.D.,  St.  Paul-Ramsey  Medical  Edu- 
cation and  Research  Foundation,  640  Jackson 
St.,  St.  Paul,  Minnesota  55101. 


Month  in  Washington 


All  has  not  been  completely  quiet  on  Capitol  Hill  during 
the  election  recess.  During  the  six-week  interval,  con- 
gressional staffs  have  been  meeting  in  an  effort  to  seek 
compromise  solutions  that  can  be  worked  out  when  their 
lawmaker  bosses  return.  Major  spadework  is  taking  place 
on  the  Health  Manpower  bills  approved  by  the  House  and 
Senate  in  versions  that  differ  widely.  Both  bills  reduce 
capitation  aid  to  medical  schools,  but  in  different  fashion. 
Members  of  the  Senate  Health  and  Human  Resources  and 
House  Commerce  Committees  would  like  to  send  this  bill 
out  of  Congress  this  year  in  order  to  avoid  taking  up  the 
complicated  issue  in  the  next  Congress. 

Speculation  on  what  might  be  accomplished  by  the 
“lame  duck”  session  includes: 

**  A try  will  be  made  to  secure  agreement  on  the  con- 
troversial biomedical  research  legislation  that  for  the 
first  time  gives  Congress  clear  authorizing  power  over 
the  National  Institutes  of  Health. 

**  The  Administration  embattled  Child  Health  Assur 
ance  program,  expanding  Medicaid  coverage  for  the  poor 
children  and  pregnant  women,  will  probably  be  acted  on 
early  in  the  post-election  session  in  the  Senate.  Anti- 
abortion amendments  threaten  House-Senate  agree- 
ment, but  there  is  a chance. 

**  The  bill  providing  privacy  protection  for  patients’ 
medical  records  in  hospitals  probably  will  have  to  be 
carried  over  into  the  next  session. 

* * * 

The  Supreme  Court  has  delivered  the  latest  defeat  to  the 
controversial  drug  laetrile  as  an  anti-cancer  product  by 
refusing  to  interfere  with  a lower  court  ruling  that  the  drug 
cannot  be  “grandfathered”  into  general  use  as  a cancer 
treatment. 

The  Justices  left  standing  a federal  appeal  court  ruling 
that  laetrile  did  not  qualify  for  an  exemption  under  1962 
Drug  Act  Amendments. 

The  high  court  also  left  intact  the  Appeals  Court  ruling 
that  the  privacy  rights  of  cancer  patients  to  choose  their 
treatment  were  not  violated  by  denial  of  laetrile. 

In  June,  1979,  the  Supreme  Court  upheld  the  federal 
government’s  authority  to  ban  distribution  of  laetrile,  re- 
versing a lower-court  decision  allowing  terminally-ill  cancer 
patients  to  obtain  the  substance. 

Food  and  Drug  Administration  officials  say  laetrile  has 
no  value  as  a cancer  cure,  but  the  National  Cancer  Institute 
last  July  began  clinical  testing  of  it  on  patients.  The  re- 
sults are  not  expected  until  next  year. 

Twenty-one  states  have  legalized  the  product. 

* * * 

The  Food  and  Drug  Administration  has  proposed  that 
a label  on  tampons  warn  women  that  tampons  have  been 
linked  to  the  toxic  shock  syndrome. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Major  manufacturers  of  tampons  have  indicated  they 
will  voluntarily  put  warning  labels  on  their  products.  The 
FDA  wants  to  make  the  rule  mandatory. 

The  FDA  said  all  brands  of  tampons  have  been  associ- 
ated with  the  disease. 

The  proposed  label  would  say: 

“WARNING:  Tampons  have  been  associated  with  toxic 
shock  syndrome,  a rare  disease  that  can  be  fatal. 

“You  can  almost  entirely  avoid  the  risk  of  getting  this 
disease  by  not  using  tampons.  You  can  reduce  the  risk  by 
using  tampons  on  and  off  during  your  period. 

“If  you  have  a fever  of  102  degrees  or  more,  and  vomit 
or  get  diarrhea  during  your  period,  remove  the  tampon  at 
once  and  see  a doctor  right  away.” 

* * * 

President  Carter  has  signed  into  law  legislation  allowing 
the  Veterans  Administration  to  keep  confidential  certain 
VA  hospital  peer  review  files  in  the  face  of  freedom  infor- 
mation requests  for  information.  The  provision  was 
sponsored  by  Senator  Herman  Talmadge  (Dem.,  Ga.)  when 
a VA  hospital,  faced  with  such  a request,  argued  that  full 
disclosure  could  jeopardize  the  entire  peer  review  pro- 
cess. 

* * * 

The  Health  and  Human  Services  Department  plans 
to  fund  demonstration  projects  to  test  the  effectiveness  of 
treating  alcoholism  under  Medicare  and  Medicaid  in 
residencies  and  outpatient  facilities. 

* * * 

The  Food  and  Drug  Administration  has  asked  the  food 
industry  to  study  the  safety  of  caffeine  as  an  added  ingre- 
dient in  soft  drinks  and  other  products.  The  Agency  has 
proposed  that  caffeine-free  cola  drinks  still  be  called 
“colas.”  Current  regulations  require  that  caffeine  be 
present  in  nonartificially  sweetened  drinks  before  they  can 
be  called  colas.  The  Agency  has  said  pregnant  women 
should  avoid,  or  only  use  sparingly,  coffee,  tea,  and  other 
caffeine-containing  foods  and  beverages. 

Under  the  recent  proposal  caffeine  would  be  removed 
from  the  list  of  substances  which  the  FDA  regards  as 
“generally  recognized  as  safe.”  But  its  continued  use  as 
a food  additive  would  be  permitted  while  studies  are  un- 
derway. 

In  addition  the  food  industry’s  continued  use  of  caffeine 
as  an  additive  would  be  conditional  on  its  funding  of 
studies  on  its  impact  on  children  and  the  unborn.  The 
coffee  and  soft  drink  industries  have  indicated  they  will 
support  such  studies,  the  Agency  said. 

* * * 

A new  Medicare  payment  method  for  kidney  dialysis  has 
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been  proposed  by  the  government. 

Under  the  plan,  Medicare  would  set  national  rates  in 
advance,  according  to  the  type  and  location  of  the  facility, 
then  pay  80  percent  of  that  rate.  Facilities  furnishing 
treatments  more  economically  than  the  specified  rate  could 
keep  the  difference  between  their  actual  cost  and  the  na- 
tional rate. 

The  method  would  apply  to  outpatient  dialysis  in  a 
hospital  or  freestanding  facility,  and  to  programs  that  train 
patients  to  dialyze  themselves  at  home. 

Medicare,  under  Part  B,  now  pays  80  percent  of  the  av- 
erage cost  of  outpatient  treatment  in  a hospital  and  80 
percent  of  reasonable  charges  for  independent  facilities  up 
to  a limit  of  $138  per  treatment,  unless  an  exception  is 
granted. 

“Although  our  kidney  program  has  been  successful  in 
protecting  renal  disease  patients  against  the  catastrophic 
costs  of  needed  care,  expenditures  have  skyrocketed  from 
some  $160  million  in  1974  to  about  $850  million  in  1979,” 
said  Howard  New  man,  head  of  the  Health  Care  Financing 
Administration.  “We  feel  that  the  method  of  reimburse- 
ment we  are  proposing  would  slow  the  increase  in  costs  by 
promoting  more  efficient  and  cost-effective  delivery  of 
services  through  financial  incentives.” 

* * * 

The  Health  and  Human  Services  Department  has 
awarded  $12  million  to  27  states  to  test  new  systems  for 
providing  long-term  health  and  social  services  to  the  elderly 
and  disabled. 

The  awards  are  the  first  under  a new,  five-year,  $150- 
million  National  Long  Term  Care  Demonstration  Program, 
developed  by  HHS  at  the  recommendation  of  a Task  Force 
established  last  December. 

Twelve  states  received  awards  totaling  $10.4  million  to 
establish  Long  Term  Care  Demonstration  Projects  in  local 
communities  in  which  public  and  private  agencies  will  join 
together  to  provide  comprehensive  long-term  services, 
tailored  specifically  to  the  needs  of  the  individual.  Each 
project  will  assess  the  client’s  needs,  develop  a plant  for 
care,  arrange  for  delivery  of  the  proper  mix  of  services  and 
follow-up  to  assure  that  the  services  were  provided  and 
were  effective. 

Fifteen  states  received  awards  totalting  $1.5  million  to 
plant  the  best  use  of  their  existing  long-term  care  resources 
on  a statewide  basis. 
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definitive  book  on 
drug  therapy! 


Completely  reorganized,  updated,  and  expanded,  AMA 
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Medical  News 


AMA  names 

Rock  Sleyster  scholars 

The  American  Medical  Association  Education  and  Re- 
search Foundation  (AMA-ERF)  has  named  12  senior 
medical  students  as  the  1980  Rock  Sleyster  Scholars.  Each 
student  will  receive  a $2,000  grant  for  the  1980-81  school 
year. 

The  12  one-year  scholarships,  totaling  $24,000  have  been 
awarded  to  the  medical  students  on  the  basis  of  scholar- 
ship, financial  need,  and  demonstrated  interest  in  psy- 
chiatry, according  to  Hubert  A.  Ritter,  M.D.,  AMA-ERF 
president. 

Dr.  Ritter  said  that  this  scholarship  program  was  made 
possible  by  a $380,000  bequest  of  the  late  Mrs.  Clara  S. 
Sleyster,  of  Shorwood,  Wisconsin,  a suburb  of  Milwaukee, 
establishing  a memorial  fund  to  honor  her  husband  Rock 
Sleyster,  M.D.,  President  of  the  American  Medical  Asso- 
ciation in  1939-40. 

Dr.  Ritter  said  the  Rock  Sleyster  Memorial  Fund  pro- 
vides that  scholarships  be  awarded  to  United  States  citi- 
zens enrolled  in  AMA-approved  American  or  Canadian 
medical  schools  that  grant  M.D.  degrees.  Each  school  is 
invited  to  submit  one  nominee  annually,  normally  from  a 
student  about  to  enter  his  final  year  of  the  curriculum. 

The  nominees  are  evaluated  by  a committee  of  medical 
educators  working  with  the  AMA  Department  of  Under- 
graduate Medical  Education. 

The  AMA-ERF  has  helped  to  increase  the  number  of 
physicians  through  a number  of  other  programs  as  well. 
The  AMA-ERF  has  guaranteed  more  than  75,000  loans  for 
students,  interns,  and  residents  since  1962.  These  loans 
are  valued  at  more  than  $95  million.  In  1979  alone,  more 
than  $4  million  in  loans  were  secured  through  AMA-ERF 
programs.  Deserving  disadvantaged  medical  students, 
particularly  those  from  minority  groups,  have  received 
more  that  $1  million  in  secured  loans,  with  interest  com- 
pletely subsidized  by  the  AMA-ERF  during  their  medical 
school  years  under  AMA-ERF’s  new  pilot  Student  Op- 
portunity Loan  Program.  The  AMA-ERF  programs  are 
supported  primarily  by  gifts  from  individual  physicians 
and  the  fund  raising  efforts  of  the  AMA  Auxiliary. 

The  Rock  Sleyster  scholars  for  1980  from  the  tristate 
area  are:  Coquilla  Deborah  Cross,  Albert  Einstein  College 
of  Medicine;  Pamela  Ackerman  Felder,  Cornell  Medical 
College;  Stanley  Walter  Golon,  Washington  University 
School  of  Medicine  (St.  Louis);  Joann  Cynthia  Leone,  Duke 
University  School  of  Medicine;  Jonathan  Reuel  Sugarman, 
Albert  Einstein  College  of  Medicine;  Martin  Hersch 
Teicher,  Yale  University  School  of  Medicine;  and  Ron 
Kevin  Wolner,  Albany  Medical  College. 

First  municipal  clinic 

to  provide  testing 

for  amebiasis  and  giardiasis 

The  first  municipal  clinic  to  provide  testing  for  two 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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WOMEN  AND  NUTRITION 


Lilia  Aftergood,  Ph.D. 

Roslyn  B.  Alfin-Slater,  Ph.D. 

University  of  California, 

Los  Angeles 
School  of  Public  Health 
Los  Angeles,  CA 

The  extent  to  which  dietary  require- 
ments of  women  differ  from  those  of  men 
has  only  recently  been  recognized  The 
importance  of  a well-balanced  diet  for 
pregnant  and  lactating  women  has  been 
understood  since  early  studies  attempted 
to  correlate  nutrition  with  health.  Scien- 
tific research  now  confirms  the  increase 
in  certain  nutrient  requirements  during 
other  physiologically  demanding  times 
as  well  as  during  pregnancy  and  lacta- 
tion 

Childhood  and  Adolescence 

Prior  to  adolescence,  there  is  little 
difference  in  yearly  height  increments 
between  the  sexes.  As  a result,  differ- 
ences in  nutritional  requirements  for 
males  and  females  have  not  been  estab- 
lished for  children  under  11  years  of 
age'  During  adolescence,  however,  there 
are  very  distinct  changes  in  body  composi- 
tion, and  separate  requirements  have 
been  established  for  11  to  14-year-old 
males  and  females.  However,  the  growth 
rates  of  individuals  vary  as  well  as  the 
time  period  in  which  this  growth  occurs; 
therefore,  it  is  difficult  to  predict  when  an 
individual  child  will  have  specific  nutrient 
requirements. 

Nutritional  Anemias 

From  adolescence  to  menopause,  fe- 
males are  more  susceptible  than  males 
to  various  nutritional  anemias  These 
anemias  are  generally  related  to  a dietary 
deficiency  of,  or  an  increased  need  for, 
iron,  folic  acid  (folate,  folacin)  or  vitamin 
B,2J. 

It  has  been  observed  that  approxi- 
mately 40%  of  women  aged  20-50  show 
indications  of  iron  inadequacy3.  Accord- 
ing to  the  Recommended  Dietary  Allow- 
ances (RDA),  the  estimated  iron  require- 
ment of  menstruating  women  is  18  mg/ 
day  It  is  difficult  for  women  and  teenage 
girls  to  obtain  sufficient  amounts  of  iron 
from  an  average  diet,  since  the  average 
American  diet  provides  only  about  6 mg 
of  iron  per  1000  Kcal  and  the  average 
calorie  intake  for  women  is  about  1550 
calories4  Therefore,  women  are  obtain- 
ing about  9 mg  of  iron  from  their  food 
—or  half  the  daily  requirement  In  addi- 
tion, the  absorbability  of  iron  from  dif- 
ferent food  sources  is  highly  variable 


Heme  iron  from  meat,  fish  and  poultry  is 
about  35%  absorbed  On  the  average, 
however,  only  about  10%  of  the  amount 
of  iron  consumed  is  actually  absorbed 
Vitamin  C eaten  with  iron-containing 
foods  promotes  iron  absorption. 

Folic  acid  deficiency  is  prevalent 
among  females  who  do  not  ingest  ade- 
quate amounts  of  green,  leafy  vegetables 
or  some  fruits  Long-term  folic  acid  defi- 
ciency results  in  megaloblastic  anemia 
which  interferes  with  cell  duplication 
and,  therefore,  growth. 

Menstrual  “Depression” 

Menstrual  "depression"  (similar  to  that 
occurring  in  some  women  using  oral 
contraceptives)  has  been  successfully 
treated  on  occasion  with  increased 
amounts  (10  mg)  of  vitamin  B6  The 
reason  for  this  condition  apparently  is 
the  effect  of  estrogen  on  the  action  of 
vitamin  B6  on  tryptophan  metabolism, 
which  in  turn  affects  neurotransmitter 
metabolism5 

Oral  Contraceptives 

In  the  last  few  decades  a new  nu- 
tritional hazard  for  women  has  surfaced; 
namely,  the  influence  of  oral  contracep- 
tives. The  extent  of  this  effect  depends 
on  several  factors:  the  composition  of 
the  oral  contraceptive  used,  the  age  of 
the  woman,  the  length  of  time  of  expo- 
sure to  the  “Pill,"  and  the  nutritional 
status  of  the  individual  prior  to  the  ad- 
ministration of  the  oral  contraceptive.  If 
a "borderline"  deficiency  of  a specific 
nutrient  exists,  it  is  usually  exacerbated 
by  the  introduction  of  the  “Pill"6. 

However,  since  women  taking  oral 
contraceptives  tend  to  have  a reduced 
menstrual  blood  loss,  and  possibly  an 
elevated  iron-binding  capacity,  their  re- 
quirement for  iron  is  lower  A contro- 
versy still  exists  as  to  the  effects  of  oral 
contraceptives  on  the  metabolism  of 
some  other  minerals,  particularly 
calcium. 

Since  plasma  vitamin  A levels  have 
been  found  to  increase  in  oral  contra- 
ceptive users,  a decreased  requirement 
for  vitamin  A has  been  suggested  by 
some  researchers7.  Someanimal  studies 
indicate  that  this  may  be  the  result  of  an 
accelerated  release  of  vitamin  A from  the 
liver8. 

On  the  other  hand,  a deficiency  of 
nutrients  such  as  vitamin  B6  and  folic 
acid  may  actually  develop  as  a result  of 
oral  contraceptive  use  A borderline  defi- 
ciency of  folic  acid  is  often  found  in 
young  women  due  to  inadequate  diets 


and  can  be  exacerbated  by  oral  contra- 
ceptives or  by  pregnancy.  A daily  sup- 
plement of  100  fjg  folic  acid  has  been 
recommended  for  women  using  oral  con- 
traceptives to  prevent  the  characteristic 
megaloblastic  anemia  which  may  result 
from  a deficiency.  An  impairment  of 
vitamin  B6  metabolism  has  also  been 
observed  as  reflected  by  its  reduced 
serum  levels,  changes  in  tryptophan 
metabolism,  and  by  “depression"  due  to 
serotonin  insufficiency.  However,  many 
women  do  not  exhibit  these  changes9. 
Daily  supplements  of  5-10  mg  vitamin  B6 
have  been  suggested. 

The  metabolism  of  vitamin  C is  char- 
acteristically different  in  women  than  in 
men  Higher  serum  levels  of  vitamin  C 
are  reported  in  women  during  the  high 
estrogen  and  luteinizing  hormone  (LH) 
secretion  phases  of  the  menstrual  cycle. 
Oral  contraceptive  intake  prevents  these 
typical  fluctuations  of  serum  vitamin  C 
content,  possibly  reflecting  alterations 
in  tissue  distribution  of  this  vitamin10. 
These  changes  are  physiological  rather 
than  pathological. 

Thiamin,  riboflavin  and  vitamin  B12 
levels  in  the  blood  also  have  been  shown 
to  be  decreased  by  the  administration  of 
oral  contraceptive's  but  to  a lesser  ex- 
tent. While  the  effects  of  the  “Pill"  on 
vitamin  E status  are  still  controversial, 
no  supplementation  of  vitamin  E has 
been  suggested,  however. 

In  general,  it  is  considered  that  a well- 
balanced  diet  (Four  Food  Groups)  eaten 
regularly  will  assure  the  nutritional  well- 
being of  women  taking  oral  contracep- 
tives A low-level  vitamin  supplement, 
maintenance  rather  than  therapeutic, 
which  contains  amounts  closely  adher- 
ing to  the  RDA,  may  be  advisable  in 
cases  where  the  diet  is  suspected  to  be 
borderline  or  inadequate 
Pregnancy 

Pregnancy  is  a significant  physiologi- 
cal development  with  potentially  serious 
nutritional  ramifications.  An  inadequate 
diet  may  affect  fetal  development  as  well 
as  the  nutritional  well-being  of  the 
mother.  This  is  of  particular  importance 
in  cases  of  teenage  pregnancy. 

The  maternal  weight  gain  is  usually  an 
indication  of  birthweight  and/or  fetal 
development  It  has  been  calculated  that 
the  total  energy  cost  of  pregnancy 
amounts  to  approximately  75,000  Kcal, 
which  in  turn  represents  a daily  incre- 
ment of  300  Kcal  or  an  additional  require- 
ment of  15%  over  the  RDA'  Both  under- 
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weight  and  obese  pregnant  women  face 
certain  hazards  The  increased  risk  im- 
posed by  obesity  suggests  a restriction 
of  weight  gain  at  this  time,  however, 
dietary  restrictions  during  pregnancy 
are  not  recommended  as  they  may  de- 
crease the  necessary  supply  of  nutrients 
to  the  fetus  as  well  as  result  in  potential 
harm  to  both  mother  and  fetus  due  to 
induced  ketosis  An  inadequate  weight 
gain  during  pregnancy  leads  to  low  birth- 
weight  infants  and  potential  complica- 
tions In  recent  years,  the  recommenda- 
tions for  weight  gain  during  pregnancy 
have  been  liberalized  in  response  to 
expanded  knowledge  At  present,  a gam 
of  22-25  lbs  is  considered  desirable" 

Protein  needs  are  increased  by  30 
g/day  (1  4 g/Kg/day)  during  pregnancy 
In  very  young  prospective  mothers, 
under  15  years  of  age,  the  recommended 
intake  is  1.7  g/Kg/day 

Since  both  plasma  and  erythrocyte 
volume  increase  at  this  time,  the  require- 
ment for  iron  is  increased  (750  mg  is  the 
total  cost  of  pregnancy)'2.  Iron  defici- 
ency during  this  time  results  in  maternal 
anemia  Less  severe  effects  are  seen  in 
the  fetus  since  it  tends  to  deplete  ma- 
ternal iron  stores  An  iron  supplement  of 
30-60  mg  is  recommended  during  preg- 
nancy. 

The  increased  maternal  erythropoie- 
sis  (formation  of  red  blood  cells)  and 
growth  of  fetal  and  placental  tissues  also 
result  in  an  increased  requirement  for 
folate  Low,  pre-pregnancy  folate  levels, 
due  to  either  poor  nutrition  and/or  long- 
term oral  contraceptive  use,  indicate  a 
need  for  supplementation  during  preg- 
nancy of  approximately  400-800  /yg/day 

The  RDA  for  calcium  during  pregnan- 
cy is  increased  from  800  mg  to  1200  mg 
to  allow  for  the  increased  needs  of  the 
mother  and  the  fetus  While  there  is  an 
adaptive  ability  to  increase  calcium  ab- 
sorption and  decrease  excretion  during 
this  time,  an  inadequate  intake  may  lead 
to  osteomalacia  (increased  brittleness  of 
bone)  in  the  mother  and  a decreased 
bone  density  in  the  infant’3. 

The  requirement  for  vitamin  D,  es- 
sential for  calcium  metabolism,  increas- 
es 50-1 00%  during  pregnancy  However, 
it  must  be  noted  that  maternal  hypervita- 
minosis  as  a result  of  overdosing  with 
this  fat-soluble  vitamin  may  lead  to  the 
more  serious  problem  of  infantile  hyper- 
calcemia 

The  slightly  increased  needs  for  other 
vitamins  and  minerals  during  this  period 
can  usually  be  satisfied  by  adherence  to 


a nutritious,  balanced  diet  A main- 
tenance-level, vitamin-mineral  supple- 
ment is  often  recommended  but  mega- 
doses must  be  avoided  The  maternal- 
fetal  nutrient  exchange  is  somewhat 
more  complicated  than  the  commonly 
accepted  concept  of  fetal  parasitism. 
The  old  belief  that  the  fetus  obtained  all 
the  nutrients  it  required  from  the  mother, 
regardless  of  what  she  ate,  has  been 
refuted  The  nutritional  deficiencies  of 
the  mother  significantly  affect  the  nutri- 
tional status  of  the  newborn. 

Lactation 

The  nutritional  cost  of  lactation  to  the 
mother  includes  the  energy  required  to 
synthesize  lactose,  proteins  and  fats  as 
well  as  the  nutrients  extracted  from  the 
mother's  plasma  for  milk  production 

To  make  up  the  calorie  deficit,  the 
lactating  woman  should  add  600-800 
Kcal  per  day  to  her  normal  daily  intake. 
The  average  4 Kg  of  fat  deposited  by  a 
woman  during  a normal  pregnancy 
helps  to  provide  the  energy  requirement 
of  the  offspring 

The  nutrients  for  which  there  are  the 
greatest  demands  on  the  lactating  mother 
are  calcium  (an  additional  400  mg  cal- 
cium are  required)  and  vitamins  A and  C. 
In  the  lactating  women  with  a low  cal- 
cium intake,  a higher  proportion  of 
dietary  calcium  is  absorbed  and  trans- 
ported across  the  intestine  Human  milk 
supplies  sufficient  vitamin  C for  the  in- 
fant but  is  a poor  source  of  iron  As  a 
result,  iron  supplementation  is  usually 
prescribed  after  the  first  four  to  six 
months  of  life. 

A low  intake  of  energy  reduces  the 
volume  of  milk  secreted  without  af- 
fecting its  basic  composition  However, 
the  vitamin  intake  of  the  mother  greatly 
influences  the  concentration  of  vitamins 
in  milk  If  her  diet  lacks  certain  vitamins 
or  minerals,  the  milk  will  contain  lower 
than  normal  levels  of  these  nutrients.  In 
general,  there  is  variability  in  milk  com- 
position depending  on  race,  climate, 
state  of  lactation  and  maternal  diet. 

Menopause 

Women  of  postmenopausal  age  are 
more  often  subject  to  osteoporosis  as  a 
result  of  poor  calcium  and  vitamin  D 
nutrition  and  the  drain  of  these  nutrients 
by  numerous  pregnancies  This  problem 
occurs  in  approximately  30%  of  women 
Among  the  therapeutic  regimens  are 
estrogen  administration  (which  may  pre- 
sent some  hazards),  increased  muscular 
activity,  and  adequate  intakes  of  calcium 
(800-1200  mg/day)  and  vitamin  D Over- 


ingestion of  high  phosphorus-containing 
foods  (as  in  high  animal-protein  diets) 
leads  to  a diet  with  a higher  P/Ca  ratio 
and  may  enhance  osteoporosis14 

Summary 

In  general,  the  nutritional  require- 
ments for  women  are  different  and  are 
more  variable  during  the  life  cycle  than 
they  are  for  men.  Extra  nutrient  demands 
resulting  from  menstrual  losses,  oral 
contraceptive  administration,  pregnan- 
cy and  lactation,  and  probably  meno- 
pause are  important  considerations  in 
assessing  the  nutritional  status  of 
women 
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newly  recognized  sexually  transmitted  intestinal  diseases, 
amebiasis  and  giardiasis,  was  opened  on  October  14  in  New 
York  City. 

The  enteric  disease  clinic  is  located  at  303  Ninth  Avenue, 
Manhattan.  To  further  inform  the  public  about  these 
sexually  transmitted  diseases,  the  Department  of  Health 
has  produced  a booklet  entitled,  “Amebiasis  and  Giardi- 
asis: the  New  Sexually  Transmitted  Diseases,”  that  is 
freely  available  at  the  clinic  or  can  be  obtained  by  writing 
to  the  Bureau  of  Venereal  Disease  Control,  Office  of  Edu- 
cation, 93  Worth  Street,  Room  604,  New  York,  N.Y. 
10013. 

USP  studying  establishment 
of  a national  PPI 
distribution  center 

To  assist  manufacturers,  distributors,  and  dispensers 
to  comply  with  the  new  FDA  regulations  requiring  the 
providing  of  PPI  (Patient  Package  Inserts),  the  USP 
Convention  announced  recently  that  it  will  explore  the 
feasibility  of  establishing  a National  Distribution  Center 
from  which  the  PPIs  can  be  obtained. 

USP  Executive  Director  William  M.  Heller  anticipates 
that  the  inserts  would  be  available  on  a generic  basis,  which 
potentially  could  eliminate  the  need  for  a pharmacy  having 
to  maintain  stocks  of  all  the  different  manufacturers’ 
leaflets  on  the  same  drug. 

Thus  10  different  leaflets  could  satisfy  the  need  for 
maintaining  300  to  400  individual  brand  leaflets.  The 
centralization  should  also  reduce  manufacturers’,  whole- 
salers’, and  distributors’  costs.  USP  would  make  the 
leaflets  available  in  Spanish  and  Braille,  thereby  reducing 
manufacturer  development  costs  for  these  specialized  in- 
serts. Because  of  economies  of  scale,  it  is  anticipated  that 
the  ultimate  cost  to  the  consumer  would  be  reduced. 

Included  in  USP’s  explorations  will  be  the  establishment 
of  more  cost-effective  arrangements  with  dispensers,  dis- 
tributors, and  manufacturers  to  provide  patient  package 
inserts  to  meet  the  obligations  imposed  by  the  new  regu- 
lations. 

The  PPI  information  will  be  separate  from  the  ongoing 
USP  Dispensing  Information  text,  which  is  oriented 
toward  providing  the  patient  with  information  deemed 
desirable  for  the  particular  patient  in  accordance  with  the 
professional  judgment  of  the  physician  and  the  dispenser. 
The  USP  DI  system  is  designed  to  keep  pace  with  advances 
in  medical  knowledge  and  practice  and  to  be  flexible 
enough  to  account  for  the  varying  needs  of  different  pa- 
tients. 

The  1981  USP  1)1  containing  over  430  patient  language 
monographs  (including  over  50  family  monographs  cov- 
ering an  additional  320  drugs  or  combinations  of  drugs), 
along  with  dispensing  guidelines  for  the  professional,  was 
published  December  1,  1980. 

Heller  sees  the  situation  with  PPI  as  analogous  to  that 
which  occurred  with  USP  standards  for  antibiotics  when 
the  1962  Amendments  to  the  FD&C  Act  set  up  the  FDA 
hatch  certification  program  for  all  antibiotics.  Since  then, 
FDA  has  set  the  standards  for  antibiotics.  Now,  however, 
FDA  and  USP  have  mounted  a joint  effort  to  update  an- 
tibiotic standards  and  they  are  included  in  USP  XX  as  well 
as  being  printed  in  the  Code  of  Federal  Regulations.  With 
time,  Heller  believes,  FDA  will  he  ready  to  accept  more 
outside  professional  input  on  PPI  text.  “To  write  ten  PPIs 


the  first  time  is  one  thing,”  Heller  says.  “To  keep  those 
and  thousands  more  up  to  date  and  distributed  is  quite 
another  matter.  The  USP  DI  system  already  provides  the 
advantages  of  a book  format.  The  provision  of  a leaflet 
with  each  new  prescription  appears  to  be  a costly  step  and 
will  require  the  cooperation  of  everyone  concerned  in  order 
to  keep  the  costs  down.” 

Mary  S.  Calderone,  M.D. 
recipient  of  awards 

Mary  S.  Calderone,  M.D.,  cofounder  and  current  presi- 
dent of  SIECUS  (Sex  Information  and  Education  Council 
of  the  U.S.),  received  prestigious  awards  from  two  national 
health  service  organizations,  making  a new  total  of  28  such 
awards  she  has  received,  including  eight  honorary  doc- 
torates from  major  U.S.  colleges  and  universities. 

On  October  2,  Planned  Parenthood  Federation  of 
America  presented  her  its  highest  honor,  the  1980  Margaret 
Sanger  Award. 

At  its  annual  meeting  on  October  20,  the  American 
Public  Health  Association  announced  Dr.  Calderone  as  the 
recipient  of  its  Edward  W.  Browning  Award  for  Out- 
standing Contribution  in  the  Prevention  of  Disease. 

More  New  York  State  physicians 
receive  awards 

A 68-year  old  physician,  who  has  been  confined  to  a 
wheelchair  since  being  injured  in  World  War  II,  on  October 
21  was  honored  for  his  many  contributions  to  the  field  of 
rehabilitation  medicine. 

Arthur  S.  Abramson,  M.D.,  professor  and  chairman,  the 
Department  of  Rehabilitation  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University  in  The  Bronx, 
N.Y.,  received  the  Frank  H.  Krusen  Award  from  the 
American  Academy  of  Physical  Medicine  and  Rehabili- 
tation . . . The  Academy  of  Pediatrics  at  its  50th  anniver- 
sary meeting  in  October  presented  the  Adolescent  Health 
Award  to  Michael  I.  Cohen,  M.D.,  F.A.A.P.,  professor  of 
pediatrics,  Albert  Einstein  College  of  Medicine,  New  York 
City. 

Here  and  there 

Appointed:  Alfred  Sommer,  M.D.,  M.H.Sc.,  has  been 
appointed  medical  advisor  of  Helen  Keller  International 
(HKI)  . . . Nathaniel  Finby,  M.D.,  has  been  appointed 
Director  of  Radiology,  St.  Luke’s-Roosevelt  Hospital 
Center,  New  York  City. 

Awarded:  Dr.  Rosalyn  S.  Yalow,  the  second  woman  ever 
to  win  the  Nobel  Prize  in  Medicine  (1977)  and  presently 
chairman,  Department  of  Clinical  Sciences,  Montefiore 
Hospital  and  Medical  Center,  New  York  City,  one  of  nine 
men  and  women  honored  in  a 1981  Encyclopedia  Britan- 
nica  Award  for  Achievement  in  Life. 

Installed:  Sidney  S.  Feuerstein,  M.D.,  New  York,  in- 
stalled on  September  28  as  president  of  the  American 
Academy  of  Facial  Plastic  and  Reconstructive  Surgery  . . . 
William  B.  Seaman,  M.D.,  New  York  City,  was  installed 
as  president  of  the  American  College  of  Radiology  on 
September  23. 

Named:  Henrik  H.  Bendixen,  M.D.,  named  acting  Pro- 
vost, and  Vice  President  for  Health  Sciences,  Columbia 
University  College  of  Physicians  and  Surgeons. 
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ABUSE  IS  RULED  OUT 
Tactful  Yet  Successful 
NO  COLLECTION  NO  COMMISSION 

53  years  service  to  the  medical  field 
Crane  Discount  Corp. 

130  West  42nd  Street.  NY.  NY  10036 
(212)  730-0069 
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EQUIPMENT 


FOR  SALE— COMPLETE  EQUIPMENT  FOR  AMBULATORY  SURGICAI 
Facility.  Fully-equipped  O.R.  with  Ritter  75,  power-driven  table,  burdick  CS/51 
cardiac  monitor,  Gomco  suction  pump,  ceiling  and  floor  lights,  oxygen  and  re 
suscitation  equipment.  Three  power-driven,  SMR,  maxi-chairs  for  examinin; 
or  treatment  room,  or  surgery.  Autoclave  and  ultra-sonic  cleaner,  Two-bed  re 
covery  room  with  linens.  Complete  instrumentation  for  cosmetic  and  plasti 
surgery.  All  equipment  in  good-to-new  condition.  Priced  for  quick  sale,  FOI 
northern  New  Jersey.  Inventory  on  request.  JD.MD,  Inc.  Drawer  309,  Shor 
Hills,  N.J.  07078  (201)  376-0814. 

1 LITTON  MEDICAL  SYSTEMS  “UNIGRAPH”  Heavy-duty  X-ray  system,  in 
eluding  Jupiter  300-125  generator,  “Unigraph”  float-top  table,  auto-collimatoi 
heavy-duty  x-ray  tube,  auto  chest  holder,  auto  processor,  and  complete  set  o 
accessories.  Suitable  for  all  general  radiography  work.  Like  new.  (914)  331 
4075. 
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f'  NEEMA  EMERGENCY  MEDICAL  \ 

— a professional  association — 

Emergency  Medicine  Positions — available  with  emergency  physician  group  in 
PA,  NY,  NJ,  V A,  WVA,  MD  and  throughout  New  England,  the  Southeast  and  the 
Midwest,  including  all  suburban,  rural  and  metropolitan  areas.  Fee-for-service 
with  minimum  guarantee  provided.  Malpractice  paid.  Practice  credits  toward 
board  certification.  Physician  department  directors  also  desired.  Please  send 
resume  to:  NEEMA  Emergency  Medical,  Suite  400,  399  Market  Street,  Phila. , 

V PA  19106  or  phone  215-925-3511  in  PA,  or  800-523-0776  outside  PA.  J 


GENERAL  SURGEON:  32  year  old,  university  trained,  board  certified  genera 
surgeon  with  vascular  experience  seeks  opportunity  in  general  surgical  or  mul 
tispecialty  group  practice  in  New  York  metropolitan  area.  Reply  Dept.  155,  c / 
NYSJM. 

ADMIN.  ASST./EXEC.  SECRETARY.  Excellent  background,  twenty  years  ex 
perience  includes  4 V2  years  foreign  travel  and  employment.  Excellent  organi 
zational,  communication,  interpersonal  and  secretarial  skills.  Seeks  excitini 
opportunity  in  medical  or  academic  setting.  Prefer  New  York  City,  but  wii 
consider  other  areas.  Reply  Dept.  156,  c/o  NYSJM. 


ARE  YOU  A NATURAL  FOR 


AW 
\\A 


MEMBERSHIP? 


YOU  ARE  if  you  are  a physician,  a nurse,  or  a pharmacist  who 
wants  to  submit  a readable  and  publishable  article  to  a pro- 
fessional journal. 

YOU  ARE  if  you  are  a professional  writer,  an  editor,  or  a 
graphics  designer  in  the  health  care  field  who  wants  to  be- 
come even  more  creatively  productive. 

YOU  ARE  if  you  are  a medical  communicator  who  wants  to 
know  and  use  the  best  contemporary  verbal/visual  techniques 
for  conveying  information. 

YOU  ARE  if  you  want  to  meet,  on  social  and  professional 
levels,  the  many  kinds  of  people  described  who  conduct  and 
participate  in  relevant,  stimulating  workshops  and  seminars  in 
all  parts  of  the  country. 

YOU  ARE  it  you  till  out,  clip,  and  mail  this  coupon.  | 


Executive  Secretary,  AMWA 
5272  River  Road,  Suite  290 
Bethesda,  Maryland  20016 

YES . I want  to  know  more  about  AMWA 


name 

TITLE  (or  specialty)  

ADDRESS 

CITY STATE ZIP 


AMERICAN 
MEDICAL  WRrTERS 
ASSOCIATION 


AW 
WA 


PRACTICES  WANTED 


OPHTHALMOLOGIST:  WISHES  TO  PURCHASE  Ophthalmology  practic 
in  the  Metropolitan  New  York  area.  Please  contact  Dept.  146  NYSJM. 


OPHTHALMOLOGIST,  BOARD-CERTIFIED,  with  sub-specialty,  wishes  b 
purchase  General  Ophthalmology  practice  in  the  New  York  City  or  suburbai 
area.  Please  contact  Dept.  143,  NYSJM. 


PRACTICE  IN  INTERNAL  MEDICINE  sought  in  Nassau  County.  A Physiciar 
Board  Certified  in  internal  medicine  and  pulmonary  diseases  wishes  to  purchas 
a busy  quality  practice  in  internal  medicine  in  Nassau  County.  Reply  Dept.  154 
c/o  NYSJM. 


PHYSICIANS  WANTED 


EMERGENCY  PHYSICIANS — LOUISIANA,  Full-time  openings  for  Emergenc; 
dept.  Malpractice  paid,  excellent  salary;  2 % days  work/week.  Reply:  PMSC 
225  Baronne  St.,  Suite  300,  New  Orleans,  La.  70112. 

FAMILY  PRACTITIONER/INTERNIST— WELL  ESTABLISHED  upstat 
group  has  need  for  you  because  of  increased  patient  load.  Full  time  office/hos 
pital  practice.  For  more  details  send  C.V.  to  John  F.  Spring,  M.D.,  Box  156 
Southview  Station,  Binghamton,  N.Y.  13903. 


KINNELON  MEDICAL  CENTER  (30  miles  from  NYC)  Female  OB/GYN  begii 
solo  practice  with  well  established  woman  physician.  Office  work  8 hours  a wee! 
for  rent.  Contract  for  1 year.  (201)  838-0188. 

WESTERN  NEW  YORK  BOARD  ELIGIBLE  OR  certified  orthopedist  needet 
immediately  for  association  or  partnership  in  a growing  general  orthopedic 
practice  with  two  young  Board  Certified  Orthopedists,  in  a prosperous,  stable 
attractive  rural  community.  Excellent  recreational  opportunities,  good  schools 
colleges,  etc.  30  minutes  north  of  Buffalo,  east  of  Niagara  Falls.  New  170  bee 
hospital  being  built.  David  Denzel,  M.D.,  Lockview  Plaza,  Lockport,  N.Y.  14094 
(716)  434-2697,  home  (716)  433-5176. 

RADIOLOGIST— UPSTATE  NEW  YORK— JANUARY  1981.  To  join  anothei 
radiologist  in  160-bed  hospital.  General  diag.  radiology  including  nucl.  med. 
ultrasound,  special  proc.  Ultrasound  training  required.  Excellent  opportunit; 
leading  to  partnership.  Write:  H.  Shahinfar,  M.D.,  2 Taber  Road,  Utica,  N.Y 
13501. 
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PHYSICIANS  WANTED— CONT’D 


ANKSTHKSIOLOC.IST  Board  eligible  or  certified  lor  university  affiliated  ho* 
pital  in  metropolitan  New  York  City  No  cardiac  or  neuro-surgery.  ('.roup 
memliership  within  one  year.  Minimal  guarantee  and  liberal  benefit*  including 
malpractice.  Reply  Dept.  # 150  NYSJM. 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1981  for  children’s  camp  located 
at  Beach  Lake.  Pa.,  accommodates  350  campers;  ages  6-16;  complete  modern 
Health  Center;  2 R.N.’s  in  attendance;  will  accept  one  M.I).  for  each  month;  no 
children  accepted  who  are  of  camp  age.  Camp  opens  June  27  and  closes  August 
21.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail’s  Knd  Camp,  c/o  Beach  Lake.  Inc.,  215  Adams  Street,  Brooklyn,  N.Y. 
11201. 


THINKING  OF  RETIRING?  MEDICAL  DIRECTORSHIPS  available,  across 
the  USA,  any  age  physician,  no  fee,  malpractice  insurance  paid,  35  hrs/wk,  ex- 
cellent salaries,  depending  on  location.  List  valid  licenses,  when  able  to  relocate? 
Where?  Please  send  resume,  including  telephone  number.  To  Fred  V.  Hra- 
chovina,  D.O.,  1000  Second  Avenue  South.  Minneapolis.  Minnesota  55403. 


PHYSICIAN,  EMERGENCY  MEDICINE  Newly  established  654  acute  and  long 
term  bed,  medical  school  affiliated,  multi-hospital  system  in  New  York’s  Southern 
Tier  is  recruiting  full  time  physician.  Emergency  Medicine.  Hospital  actively 
seeking  Emergency  Medicine  Residency.  Physician  will  have  teaching  respon- 
sibility in  present  residency  program.  Must  have  three  years  post  graduate 
training  and  Emergency  Department  experience.  Salary  negotiable.  Com- 
petitive benefit  program.  An  immediate  need  Send  curriculum  vitae  to  J.  R. 
Tallam,  M.D.,  Director  Emergency  Medicine,  Wilson  Memorial  Hospital,  33-57 
Harrison  Street.  Johnson  City,  New  York  13790.  An  Equal  Opportunity  Em- 
ployer. Phone  (607)  773-6371. 


E.  R.  PHYSICIAN — full  or  part  time,  Mon.  Fri.  Send  copy  of  current  N.Y.S. 
medical  license  registration  with  resume  and  references  to  Administrator. 
Community  Hospital  of  Schoharie  Countv,  Inc.,  Grandview  Dr.,  Cobleskill,  N.Y. 
12043. 


EMERGENCY  MEDICINE  OPPORTUNITIES  AVAILABLE:  Excellent  in 
come,  flexible  scheduling  and  professional  liability  insurance  will  be  provided 
the  physician  chosen  to  assume  clinical  responsibilities  in  the  emergency  de- 
partment of  this  modern  facility.  The  Department  of  Emergency  Medicine 
maintains  four  full-time  staff  members  and  provides  care  to  approximately  26,000 
emergency  patients  annually.  For  details,  send  credentials  in  confidence  to  Mr. 
Richard  Ballard,  970  Executive  Parkway,  St.  Louis,  Mo.  63141,  or  call  toll-free, 
1-800-325-3982. 


GROW  WITH  US  IN  SUNNY  ARIZONA — The  INA  Healthplan  needs  physicians 
in  family  practice  and  most  specialties  in  Tucson  and  Phoenix.  Competitive 
salaries  and  comprehensive  benefits  including  a professional  development  pro- 
gram, retirement  plan,  and  group  incentive  bonus  are  provided.  If  team  inter- 
action and  casual  living  interest  you,  send  your  CV  to:  Professional  Relations, 
INA  Healthplan,  Inc.,  6115  North  7th  Street,  Phoenix,  AZ  85014. 


ANESTHESIOLOGIST— BOARD  CERTIFIED  / ELIGIBLE-Immediate 
opening-Group  practice — Partnership  after  1 year — Upstate  N.Y. — Send  C.V. 
to  Dept.  153,  c/o  NYSJM. 


MUNSTER.  INDIANA— FAMILY  PHYSICIANS,  General  Internists,  Ent,  Or- 
thopaedists, Gen.  Surgeons  needed  for  large  midwest  multi-specialty  group. 
Competitive  first  year  salary  with  opportunity  for  early  partnership;  all  fringes 
Clinic  paid.  Excellent  opportunity  to  inherit  existing  and  develop  your  own 
practice.  Call  or  send  CV  to:  T.  R.  Hofferth,  Hammond  Clinic,  7905  Calumet 
Ave.,  Munster,  Indiana  46321.  (219)  836-5800. 


EXCELLENT  OPPORTUNITY  FOR  OBSTETRICIAN-gynecologist,  general 
surgeon,  ENT  at  Brewster  Medical  Center,  Brewster.  New  York.  Located  one 
hour  from  NYC  in  Putnam  County.  One  of  fastest  growing  areas  of  N.Y.S. 
Contact  Richard  Adler,  M.D.  (914)  878-9265. 


EMERGENCY  ROOM— OUTPATIENT  DEPARTMENT  physician  needed 
immediately;  320  bed,  modern,  general  hospital  with  complete  facilities  from 
cardiovascular  surgery  to  a Neonatal  Intensive  Care  Nursery;  excellent  salary; 
in  addition,  excellent  fringe  benefits  including  retirement,  malpractice,  disability 
and  supplemental  life  insurance;  40  hour  week.  8 hour  shift;  1 month  vacation; 
2 week  education  leave  with  expense  account;  population  area  150,000  plus, 
modern  town,  excellent  schools  and  college;  near  Finger  Lakes.  Charles  H. 
Kinley,  M.D.,  Director.  Emergency/Outpatient  Department,  Arnot-Ogden 
Memorial  Hospital.  Elmira.  New  York,  14901  (607)  737-4256. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)  472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient's  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


MISCELLANEOUS 


PSORIASIS  SUFFERERS:  New  dermatological  light  boxes  can  be  helpful  aid 
in  treating  certain  skin  disorders.  Ask  your  dermatologist  about  it.  (Caution: 
Do  not  use  with  a photosensitizing  agent  such  as  the  Psoralens).  For  more  in- 
formation call  Don  McNerney  (914)  693-4439,  or  write  to  Ultra  Violet  Light  Bex 
Corp.,  50  Wood  Ave.,  Ardsley,  New  York  10502. 


SKI  AND  STUDY  WEEKS.  NATIONAL  authorities  and  outstanding  educational 
programs  at  New  England's  finest  ski  resorts.  Waterville  Valley  Primary  Care 
Conference  (January  25-30)  and  Sugarbush  Psychiatry  Conference  (February 
8-13).  22  CME  credits.  Medical  Education  Conferences,  Dept.  N,  Box  2334, 
Providence,  R.I.  02906;  (401)  751-0001. 


ATTENTION  M.D.’S,  D.D.S.’,  ADMINISTRATORS — Your  signature  is  worth 
up  to  $35,000  CASH  for  any  purpose — establish  new  practice,  working  capital, 
debt  consolidation,  investment.  Up  to  five  years  to  repay.  Fast  decisions, 
professional  service.  Call  now — Drummer’s  Realty  and  Mgt.  Corp.  49  Brewster 
Ave.,  Carmel  N.Y.  10512.  "The  Financial  Center”  (914)  225-8415. 


CERTIFIED  PUBLIC  ACCOUNTANTS — income  tax  preparation,  accounting 
and  financial  planning  are  year  round  functions.  With  today’s  complex  society 
you  need  an  informed  professional  on  your  side.  Goldstein  & Morris,  501  Fifth 
Ave.,  NY,  NY  10017.  Member:  New  York  State  Society  of  CPA’s.  For  a con- 
sultation, call  (212)  682-3378. 


EXCELLENT  TYPING  SERVICE.  Editing,  Proofreading,  Copyrighting.  15 
vears  experience.  Midtown  Manhattan  Sun  Fri,  9:00  a. m. -7:00  p.m. — (212) 
490-2770. 


FRANCES  PALERMO  MAKES  AVAILABLE  $25,000,000  Loan  Fund  to  pro- 
fessionals. Unsecured  Loans*-  Borrow  to  $50,000.00  (Physicians  and  Physi- 
cians-in-training.  ‘Subject  to  credit  approval.  A service  designed  for  responsible 
professional  men  and  women  and  executives  as  a convenient  supplementary 
source  of  credit  without  disturbing  your  present  banking  affiliations.  Also  2nd 
mortgages  available  to  $25,000.00  or  more.  For  more  information  call  anytime 
including  Sunday:  Frances  Palermo  (516)  794-5348. 


PHYSICIANS 

Openings  are  available  throughout  the  U S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharmaceutical 
firms,  & hospitals,  and  in  solo  and  group  practice.  Absolute  confiden- 
tiality is  assured.  Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH.  /^V 

nii(|A  A|>r/NA  2 W.  45  St,  NY.  NY  10036  ( J 

DAVIS-0MEGA  <212)  840-0899 
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DOCTOR,  do  we  have  an  assistant  tor  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 11552 

516-483-0577 


PRACTICES  AVAILABLE 


EXCELLENT  OPPORTUNITY  FOR  FAMILY  practice.  Physician  to  work  in 
medical  center  in  a scenic  rural  area.  Located  near  Blue  Ridge  Mts.  with  year 
round  mild  weather.  Guaranteed  salary  while  working  with  modern  equipment 
and  excellent  staff.  Near  hospitals,  shopping,  cultural  areas  and  historic  sites. 
Locum  Tenens  considered.  Contact  John  Troidl,  Administrator,  Evington 
Medical  Center,  P.O.  Drawer  81,  Evington,  Virginia  24550. 


MISCELLANEOUS— CONT’D 


COLLECTION  ATTORNEY— OBTAIN  PERSONAL  attention  for  your  delin- 
quent accounts.  Fee  only  on  debts  collected.  All  matters  handled  confidentially, 
tactfully  and  professionally.  Send  for  details,  state  number  of  delinquent  ac- 
counts. Sam  Resnick,  15-43  200th  St.,  Bayside,  N.  Y.  11360  or  call  evenings  (212) 
352-3622. 


PRIVATE  MEDICAL  SOCIAL  WORK  PRACTICE  with  physicians’  private  office 
patients.  CounseUing:  adjustment  to  limits,  stress  related  to  medical  condition, 
decisions  about  placement,  marked  resistance  to  medical  regimens.  Practical 
Help:  home  care,  facility  placement.  Home  Visits  in  Manhattan.  Barbara 
Borden,  M.S.W.,  35  East  85th  Street,  New  York,  N.Y.  10028.  (212)  879-5777. 


FOR  SALE  CENTRAL  N.Y.  GENERAL  PRACTICE.  Suburb  of  Syracuse,  NY. 
Population  8,000  only  MD.  in  town.  Building  has  5 apartments,  Dental  Suite, 
Dr’s  suite  for  2 MD’s — fully  equipped  including  X-ray  and  2 micro  therm  ma- 
chines. Reply  Nicholas  J.  Pirro,  507  Woods  Road,  Solvay,  NY  13209. 


FOR  SALE:  PART  TIME  (EVENING)  practice  to  psychiatry  in  Smithtown. 
Very  desirable  set  up.  Easy  to  run.  Office  and  equipment  also  available.  Very 
reasonable.  Please  call  (evenings)  (516)  724-0482. 


FOR  SALE,  GENERAL  PRACTICE  AND  BUILDING  on  main  street  in  Nassau 
County.  Building  consists  of  6 room  office  and  2 lk  room,  rented  apartment,  above 
office.  Call  (516)  731-5070  personal,  or  (516)  724-8705. 


FLORIDA,  NORTH-CENTRAL  AREA,  Growing  pediatric  practice  for  sale. 
Medium  size  town,  excellent  coverage  and  hospitals.  Close  to  both  coasts.  Gross 
over  $120,000.  Available  July  1981.  Reply  to  Dept.  147,  c/o  NYSJM. 


TAX  ATTORNEY  & PENSION  PLAN  SPECIALIST— Former  IRS  Pension  Plan 
Specialist  and  Revenue  Agent — Professional  Incorporation.  Pension  and  Profit 
Sharing  Plan  annual  administration  including  initial  IRS  qualification,  annual 
filings,  actuarial  certification  and  employee  statements  of  participation — No 
Insurance  Required — References  upon  request — Jack  Wachstock,  299  Broadway, 
New  York,  N.Y.  (212)  349-2248. 
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INTERNAL  MEDICINE  PRACTICE  IN  ROCKVILLE  CENTRE,  Long  Island, 
N.Y.  for  sale.  Gross  high  6 figures — retiring.  Will  introduce.  (516)  766- 
0058. 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  o buy.  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


MANHATTAN'S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C  LEXINGTO> 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatrii 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptionist 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  lease: 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

CONDOMINIUM  CONVERSION.  YOUR  PROFIT  potential  in  converting  your 
Medical/Professional  Building  into  a commercial  condominium  is  excellent. 
Learn  more  about  this  exciting  concept.  Contact;  Paul  Gellert,  Gelco  Realty 
Corp.,  595  Fifth  Avenue,  New  York,  NY  10017  (212)  223-1130. 


HAMPTON  BAYS  LONG  ISLAND  economic  winterized  summer  cottage,  2brs, 
full  bsmt,  shed,  % acre,  one  mile  ocean/station,  low  taxes,  terms,  owner,  no  bro- 
kers, $46,000,  evenings  (212)  822-1387. 


SPACE  FOR  RENT:  HUNTINGTON  (110  PLAZA).  1,800  sq.ft.  Brand  new 
medical  office  space,  never  used.  Prime  location  on  Rt  1 10  in  modern  attractive 
bldg.  Midst  of  Walt  Whitman  shopping  center.  (516)  423-3841  or  423-3824. 

NEW  JERSEY,  NORTHERN  BERGEN  COUNTY— LUXURY  Home-office 
combination.  Custom  built.  4 bedrooms,  2V2  baths,  living  room,  dining  room, 
den/fireplace,  pool  & cabanas.  Office  has  500  sq.  ft.  including  2 treatment  rooms, 
bath,  two  entrances,  waiting  room,  nurse  and  private  offices.  No  practice  for 
sale.  (201)568-4765. 


GARDEN  CITY  MEDICAL  CENTER,  520  Franklin  Avenue,  Suites  available- 
excellent  parking,  near  hospitals  and  parkways.  Call  (516)  742-2212. 


OFFICES  FOR  RENT  Mid-70’s  between  Madison  and  Park  Avenue.  Prestigious 
doctors  office,  street  entrance,  air-conditioned.  Completely  equipped  with  Picker 
x-ray  Units,  EKG,  etc.  Suitable  for  one  or  two  doctors.  Immediate  availability. 
Principals  only.  Phone  between  4:00-6:00  pm  (212)  879-6347. 


WILL  REMODEL  LOWER  FLOOR  OF  PRIVATE  HOME,  in  excellent  location, 
near  all  transportation,  across  from  private  girl  school,  near  new  multi  family 
apartment.  Jamaica  Estates.  Parking.  Call  Mr.  Kloeblen  (201)  385-5626. 
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NEW  YORK  CITY 


State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

January  5,  4:00-5:00  p.m. 

VISITING  PROFESSOR  PROGRAM 
ANESTHETIC  MANAGEMENT  OF  THE  PATIENTS  WITH 
CHRONIC  RENAL  DISEASE 
Stanley  Deutsch,  M.D. 

January  6,  5:00-6:00  p.m. 

ANESTHETIC  EFFECTS  ON  THE  KIDNEY 
Stanley  Deutsch,  M.D. 

For  further  information  contact  State  University  of  New  York, 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/735-3344. 

Auxiliary  New  York  County  Medical  Society, 
Cosponsored  by  Cornell  Medical  College 

40  West  57th  Street 

* Cornell  University  Medical  College 
Uris  Auditorium 

January  15,  6:00-8:00  p.m.,  Thursday 

MEDICAL  MYSTERIES  AND  MEDICAL  DETECTION 
NO  FEE  CREDITS:  NONE 

* Dinner — 8:00  p.m.,  $40.00 

For  further  information  contact  David  Musher,  212/369-2206. 

Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
January  7 

RENAL  EFFECTS  OF  NON-RENAL  CANCER 
Anthony  D.  Nicastri,  M.D. 

January  14 

COLORECTAL  CANCER:  SUSCEPTIBILITY  AND 

SURVEILLANCE 

Sidney  J.  Winawer,  M.D. 

January  2 1 

COAGULATION  CHANGES  IN  MALIGNANCIES 
Margaret  W.  Hilgartner,  M.D. 

January  28 

CAT  SCANNING  IN  CANCER  DIAGNOSIS 
James  Thompson,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Jewish  Hospital  and  Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn  11238. 

United  Hospital  Fund  of  New  York 

3 East  54th  Street 

* The  New  York  Sheraton  Hotel 
January  7,  9:00  a. m. -4:30  p.m. 

THE  DELIVERY  OF  MEDICAL  CARE  THROUGH 
HOSPITAL-BASED  GROUP  PRACTICE 
For  further  information  contact  Joan  Herman,  Center  for 
Continuing  Education,  United  Hospital  Fund  of  New  York,  3 
East  54th  Street,  New  York  10022.  Tel:  212/754-1080  ext. 
262. 

New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

* Alumni  Hall-Classroom  A 

January  7 -May  27,  8:00-10:00  p.m..  Wednesdays 
TRAINING  PROGRAM  IN  HUMAN  SEXUALITY 
Virginia  Alcott  Sadock,  M.D. 

FEE:  $550.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

* Schwartz  Lecture  Hall-Classroom  F 
401  East  30th  Street 
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January  7- June  24,  4:00-7:00  p.m.,  Wednesdays 
INTERNAL  MEDICINE  BOARD  REVIEW 
Saul  J.  Farber,  M.D. 

FEE:  $580.  CREDIT:  AMA  Cat.  1 (75  hrs.) 

For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/340-5295. 

January  10,  9:00  a. m. -1:15  p.m.,  Saturday 
ADVANCES  IN  CARDIAC  DRUG  THERAPY 
Kenneth  R.  Krauss,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-8745. 


Doctors  Hospital 

170  East  End  Avenue 
January  8,  4: 15  p.m.,  Thursday 

HORMONES  AND  HYPERTENSION 
Stanley  Gitlow,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
Chairman,  Committee  on  Continuing  Medical  Education, 
Doctors  Hospital,  170  East  End  Avenue,  New  York,  10028. 
Tel:  212/535-3000. 


The  New  York  Cardiological  Society,  Inc. 

420  Lexington  Avenue 

* Waldorf-Astoria  Hotel 
Hilton  Room 

50th  Street  and  Park  Avenue 
January  8,  8:00p.m.,  Thursday 

ANNUAL  ARVILLA  BERGER  LECTURE  ON  CARDIOLOGY 
NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Stephen  T.  Donohue,  New 
York  Cardiological  Society,  420  Lexington  Avenue,  Suite 
1 936,  New  York  10017.  Tel:  2 1 2/682-404 1 . 

The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

* The  Mount  Sinai  Medical  Center 
One  Gustave  L.  Levy  Place 

January  8-May  15,  4:00-5:00  p.m.,  Thursdays 

CLINICAL  PHARMACOLOGY— LECTURE  SERIES 
Joel  Kupersmith,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (19  hrs.) 

January  23,  9:00  a. m.  -5:00  p.m.,  Friday 

RECENT  ADVANCES  IN  THE  TREATMENT  OF  HEAD 
AND  NECK  CANCER 
Eugene  W.  Friedman,  M.D. 

FEE:  $150.  including  lunch  CREDIT:  AMA  Cat.  1 
(7  hrs.) 

Beth  Israel  Medical  Center  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  the  Mount 
Sinai  School  of  Medicine,  (CUNY) 

10  Nathan  D.  Perlman  Place 

January  17,  8:15  a. m. -5:00  p.m.,  Saturday 

A PRACTICAL  APPROACH  TO  PACEMAKERS 

Emanuel  Goldberg,  M.D.,  Marvin  Berger,  M.D.,  Thomas  Edery, 

BMET 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (6 V2 
hrs.) 

* Barbizon  Plaza  Hotel 
106  Central  Park  South 

January  24,  8: 15  a m. -5:00  p.m.,  Saturday 

BORDERLINE  AND  NARCISSISTIC  CONDITIONS:  THE 

EGO  PSYCHOLOGICAL  APPROACH 

Gertrude  Blanck,  MS,  Ph.D.,  Rubin  Blanck,  LLM,  MS 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (7V2 

hrs.) 
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Beth  Israel  Medical  Center  in  affiliation  with 
The  Page  and  William  Black  Post-Graduate 
School  of  the  Mount  Sinai  School  of  Medicine, 
(CUNY)  and  The  National  Jewish  Hospital  and 
Research  Center  at  Denver/National  Asthma 
Center 

January  30,  8:30  a m - 1:45  p.m.,  Friday 

ADVANCES  IN  ASTHMA,  ALLERGY  AND  CLINICAL 
IMMUNOLOGY 

James  M.  Rubin,  M.D.,  Stuart  Young,  M.D. 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 (5  hrs.) 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University  cosponsored  by  the  National  Cancer 
Institute  (NSABP  Cancer  Control  Network)  and 
The  American  Cancer  Society 

1300  Morris  Park  Avenue 
Bronx 

* Van  Etten  Hospital,  Room  523 

4:00-5:30  p.m. 

January  9 

THE  IMPORTANCE  OF  STAGING  IN  ONCOLOGY 
H.  Volk,  M.D. 

January  23 

EXPERIENCES  IN  AN  ACTIVE  ONCOLOGY  CLINIC 
B.  H.  Kaplan,  M.D. 

CREDIT:  AMA  & AAFP  Cat.  1 

For  further  information  contact  Albert  Einstein  College  of 
Medicine,  1300  Morris  Park  Avenue,  Bronx  10461.  Tel: 
212/430-2000. 

United  Hospital  Fund  of  New  York 
cosponsored  by  The  New  York  Post 
Graduate  Medical  School 

3 East  54th  Street 

* The  New  York  Academy  of  Medicine 
2 East  103rd  Street 

January  12-13.  9:00  a.m. -4:30  p.m. 

INTELLIGENT  USE  OF  ANTIBIOTICS:  COST  AND 
CONTROL 

For  further  information  contact  Joan  Herman,  Center  for 
Continuing  Education,  United  Hospital  Fund  of  New  York,  3 
East  54th  Street,  New  York  10022.  Tel:  212/754-1080. 


Saint  Mary's  Hospital  of  Brooklyn 

170  Buffalo  Avenue 
Brooklyn 

January  14,  8:00-9:00  a.m. 

RHEUMATOID  ARTHRITIS  UPDATE  1981 
John  Calabro,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
January  29,  12  noon- 1:00  p.m. 

THE  PARATHYROID  FUNCTION  AND  VITAMIN  D,  TO 
INCLUDE  HYPOPARA-THYROIDISM,  CLINICAL  SPECTRUM 
AND  TREATMENT 
Philip  Henneman,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Saint  Mary's  Hospital 
Division  of  the  Catholic  Medical  Center,  Department  of 
Medicine,  170  Buffalo  Avenue,  Brooklyn  11213. 

Tel:  212/774-3600  ext.  2044. 


QUEENS  COUNTY 


The  Jamaica  Hospital  Medical  Center 

89th  Avenue  & Van  Wyck  Expressway 
Jamaica 

* Community  Room 

8:30 a.m.-9:30 a.m..  Mondays 
CARDIOLOGY 


January  5 

ACUTE  & CHRONIC  AORTIC  INSUFFICIENCY 
Steven  M.  Zeldis,  M.D. 

January  19 

THE  ROLE  OF  THE  RIGHT  VENTRICLE  IN  MYOCARDIAL 

INFARCTION 

Stanley  Katz,  M.D. 

CARDIOLOGY  ROUNDS  are  conducted  on  alternate  Mondays 
Clement  Weinstein,  M.D.  and  Staff 
ECG  & CLINICAL  CARDIOLOGY  CONFERENCES  are  held  on 
alternate  Thursdays,  from  Noon  to  1:00  p.m. 

Francis  E.  Raia,  M.D. 

NUTRITION 
' Community  Room 

1 1:45  a m.- 12:45  p.m. 

January  26 

DIET  & Gl  DISEASE 
Irma  Newdorf,  R.  D. 

OPTHALMOLOGY 
January  12 

GLAUCOMA:  RECOGNITION  & TREATMENT 
Jerome  A.  Jarvis,  M.D. 

ORTHOPEDICS 
January  5 

ORTHOPEDIC  PEDIATRIC  & ADOLESCENT  PROBLEMS 
Irving  Mauer,  M.D. 

PATHOLOGY 
January  19 

SPECIAL  STUDIES  & SPECIAL  STAINS 
Elizabeth  Khayat,  M.D.,  Hyang  W.  Lee,  M.D. 

•Community  Room 

10:45-1 1:45  a.m.,  Tuesdays 
January  27 

THYROID  EMERGENCIES 
Edward  Condon,  M.D. 

* Trump  Pavilion 

9:00-10:30 a.m.,  Wednesdays 
ENDOCRINOLOGY  LECTURES 

MEDICAL  GRAND  ROUNDS— PROGRESS  IN  MEDICINE 
January  7 

PANSYSTEMIC  PHYSIOLOGY  OF  AGING 
Harvey  C.  Shapiro,  M.D. 

January  21 

DIAGNOSIS  & MANAGEMENT  OF  HYPOTHYROIDISM 
Lawrence  Rosman,  M.D. 

ENDOCRINOLOGY  ROUNDS  are  conducted  monthly,  from  Noon 
to  1:00  p.m.,  in  the  Community  Room,  on  Tuesdays 
Howard  D.  Kolodny,  M.D.  and  Staff 
HEMATOLOGY 

* Community  Room 

10:45- 1 1:45  a.m. 

January  20 

PLASMAPHERESIS— STATE  OF  THE  ART 
Barry  Wenz,  M.D. 

HEMATOLOGY  GRAND  ROUNDS  are  conducted  weekly,  on 
Fridays,  from  1:00-2:30  p.m.,  in  the  First  Floor  Conference 
Room 

HEMATOLOGY  CONFERENCES  are  conducted  monthly,  from 
noon  to  1:00  p.m.,  in  the  Community  Room,  on  Tuesdays 
Malcolm  E.  Levine,  M.D.  and  Staff 
NEPHROLOGY 

* Community  Room 

10:45- 1 1:45  a.m.,  Tuesdays 
January  13 

CHRONIC  RENAL  FAILURE  REVISITED 
Peter  Bluestone,  M.D. 

NEPHROLOGY  ROUNDS  are  conducted  monthly,  from  noon  to 
1:00  p.m.,  in  the  Community  Room,  on  Tuesdays 
Amarjit  Singh,  M.D.,  Emmanuel  B.  Masih,  M.D.  and  Staff 
NEUROLOGY 

* Community  Room 

10:45- 1 1:45  a.m. 

January  6 

PERIPHERAL  NEUROPATHIES 
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Naunihal  Singh,  M.D. 

NEUROLOGY  ROUNDS  are  conducted  monthly,  from  noon  to 
1:00  p.m.,  in  the  Community  Room,  on  Tuesdays 
Alfred  C.  Bannerman,  M.D. 

INFECTIOUS  DISEASES  ROUNDS  are  conducted  from  3:30-4:30 
p.m.,  in  the  Community  Room,  on  Tuesdays 
Robert  H.  Lapin,  M.D. 

MEDICAL  GRAND  ROUNDS  & PROGRESS  IN  MEDICINE 

* Trump  Pavilion 

9:00- 10:30  a.m.,  Wednesdays 
January  7 

PANSYSTEMIC  PHYSIOLOGY  OF  AGING 
Harvey  C.  Shapiro,  M.D. 

January  14 

PATHOGENESIS  OF  LUNG  CANCER 
Oscar  Auerbach,  M.D. 

January  2 1 

DIAGNOSIS  & MANAGEMENT  OF  HYPOTHYROIDISM 
Lawrence  Rosman,  M.D. 

January  28 

LIFE  WITH  CROHN'S  DISEASE 
Henry  D.  Janowitz,  M.D. 

CLINICAL  PATHOLOGY  CONFERENCE,  Assembly  Room, 
Wednesdays,  1:00-2:00  p.m.,  TUMOR  BOARD,  Fourth 
Wednesday 

INFECTIOUS  DISEASES 
' Community  Room 

10:45-1 1:45  a.m.,  Thursdays 
January  22 

G.  I.  TRACT  INFECTIONS:  INSIDE  & AROUND  THE 
ALIMENTARY  CANAL 
Robert  H.  Lapin,  M.D. 

INFECTIOUS  DISEASES  ROUNDS  are  conducted  on  the  Second 
Tuesday,  from  3:30-4:30  p.m.,  in  the  Community  Room 
Robert  H.  Lapin,  M.D. 

ONCOLOGY 

* Trump  Pavilion 

9:00-10:30  a.m.,  Wednesday 
MEDICAL  GRAND  ROUNDS— PROGRESS  IN  MEDICINE 
January  14 

PATHOGENESIS  OF  LUNG  CANCER 
Oscar  Auerbach,  M.D. 

PULMONARY  DISEASES 
' Community  Room 

10:45- 1 1:45  a.m.,  Thursday 
January  8 

LABORATORY  STUDIES  IN  THE  DIAGNOSIS  OF 
PULMONARY  DISEASES 
Robert  H.  Lapin,  M.D. 

PULMONARY  DISEASES  ROUNDS  are  conducted  monthly,  from 
Noon  to  1:00  p.m.,  in  the  Community  Room,  on  Thursdays 
Gerald  M.  Greenberg,  M.D.  and  Staff 
RHEUMATOLOGY 
’ Community  Room 

10:45-1 1:45  a.m.,  Thursdays 
January  29 

HLA  IMMUNOLOGY  & RHEUMATIC  DISEASE 
Allan  Gibofsky,  M.D. 

RHEUMATOLOGY  LECTURES  will  be  held  on  Wednesday,  from 
9:00-10:30  a.m.,  in  the  Trump  Pavilion:  MEDICAL  GRAND 
ROUNDS— PROGRESS  IN  MEDICINE  RHEUMA  TOLOGY 
ROUNDS  are  conducted  monthly,  from  Noon  to  1:00  p.m.,  in 
the  Community  Room,  on  Thursdays 
William  A.  O'Connell,  M.D.  and  Staff 
ECG&  CLINICAL  CARDIOLOGY  CONFERENCES,  alternate 
Thursdays,  Noon- 1:00  p.m. 

Francis  E.  Raia,  M.D. 

MEDICAL  GASTROENTEROLOGY 

* Community  Room 

10:45- 1 1:45  a.m.,  Fridays 
January  9 

RADIOLOGICAL  CHANGES  IN  ISCHEMIC  SMALL  & 

LARGE  BOWEL  DISEASE 
David  Faegenburg,  M.D. 
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January  23 

ANGIOGRAPHY  IN  DIAGNOSIS  OF  Gl  DISORDERS 
Heywood  Y.  Epstein,  M.D. 

January  28 

LIFE  WITH  CROHN'S  DISEASE 
Henry  D.  Janowitz,  M.D. 

MEDICAL  GASTROENTEROLOGY  ROUNDS  are  conducted  on 
alternate  Fridays,  in  the  Community  Room,  10:45-1 1:45  a.m. 
Robert  T.  Todaro,  M.D.,  and  Staff 
RADIOLOGY  CONFERENCES,  Assembly  Room,  Fridays,  Noon  to 
1:00  p.m.,  Emerick  Demeter,  M.D.  and  Staff  alternating  with 
MEDICAL-PATHOLOGY-MORTALITY  CONFERENCE 
Elizabeth  Khayat,  M.D.  and  Staff 
HEMATOLOGY  GRAND  ROUNDS,  First  Floor  Conference  Room, 
Fridays,  1:00-2:30  p.m. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  The  Jamaica  Hospital  Medical 
Center,  Department  of  Medicine,  89th  Avenue  & Van  Wyck 
Expressway,  Jamaica  1 1418.  Tel:  212/658-1800. 

Flushing  Hospital  and  Medical  Center 
cosponsored  with  Memorial  Sloan  Kettering 
Center 

Parsons  Boulevard  and  45th  Avenue 

Flushing 

January  8 

NEUROSURGERY  IN  THE  MANAGEMENT  OF  CANCER 
PAIN 

Juan  Negrin,  Jr.,  M.D. 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing  13355. 
Tel:  212/670-5000. 

Flushing  Hospital  and  Medical  Center 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

January  4,  9:00  a.m.- 12  Noon,  Sunday 

DISTURBANCES  IN  POTASSIUM  METABOLISM 
CREDIT:  AMA  Cat.  1 & AAFP 

* 4-C  Conference  Room 
January  6 

CHOLELITHIASIS:  MEDICAL  & SURGICAL  APPROACH 
Robert  Schaeffer,  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

January  13 

THE  CORONARY  CARE  UNIT:  PROBLEMS:  CRITERIA 
FOR  ADMISSION  & DISCHARGE:  MONITORING:  CV 
DRUGS 

William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

January  20 

RECENT  ADVANCES  IN  DIABETES  MELLITUS 
Max  Ellenberg,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

January  27 

MEDICAL  & SURGICAL  ASPECTS  OF  SUB-ARACHNOID 

HEMORRHAGE 

William  Shucart,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

* 2 East  Conference  Room 
January  9 

HIRSUTISM:  DIAGNOSIS  AND  TREATMENT 
CREDIT:  AMA  Cat.  1 & AAFP 
January  23 

MENOPAUSE  AND  HORMONAL  REPLACEMENT 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Flushing  Hospital  and  Medical 
Center,  Parsons  Boulevard  and  45th  Avenue,  Flushing  11365. 
Tel:  212/670-5741. 

Peninsula  Hospital  Center  and  the  Academy  of 
Medicine  of  Queens  County  co-sponsored  by 
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Downstate  Medical  Center  (SUNY) 

51-15  Beach  Channel  Drive 
Far  Rockaway 
• Perlberg  Auditorium 
9:00  am.- 12:00  Noon 
January  4 

HEMATOLOGY/MALIGNANT  DISEASE 
January  1 1 

HEMATOLOGY/MALIGNANT  DISEASE 
January  18 

ENDOCRINOLOGY  AND  METABOLISM 
(COMMON  PROBLEMS) 

January  25 

ENDOCRINOLOGY  AND  METABOLISM 
(COMMON  PROBLEMS) 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Peninsula  Hospital  Center, 
51-15  Beach  Channel  Drive,  Far  Rockaway  1 1691.  Tel: 
212/945-7100,  ext.  275. 


NASSAU 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

455  E.  Bay  Drive 
Long  Beach 

January  6,  4:00-6:00  p.m. 

FEVER  OF  UNKNOWN  ORIGIN 
Gary  P.  Wormser,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Community  Relations 

Department,  Long  Beach  Memorial  Hospital,  445  E.  Bay 

Drive,  Long  Beach  11561.  Tel:  516/432-8000,  ext.  362  or 

363. 


Nassau  County  Medical  Center 

2201  Hempstead  Turnpike/East  Meadow 
• Amphitheater  Dynamic  Care  Building 
January  8 

1980-1981  LECTURES  IN  CONTINUING  MEDICAL 
EDUCATION  PROLACTIN  AND  PITUITARY  TUMORS 
David  L.  Kleinberg,  M.D. 

January  15 

HERPATIC  INFECTIONS 
Mark  Kaplan,  M.D. 

January  22 

STEROID  THERAPY 
Robert  Greenwald,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Ethel  Ford,  CME  Coordinator, 
Department  of  Medicine,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-3713. 


Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 
January  23,  Friday 

DISCIFORM  MACULAR  DEGENERATION 
DIAGNOSIS  AND  TREATMENT 
John  Kim,  M.D. 

For  further  information  contact  Elsa  K.  Rahn,  M.D.,  Director, 
Divison  of  Ophthalmology,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  11554.  Tel: 
516/542-0123. 


Long  Island  Jewish-Hillside  Medical  Center 
and  the  Jewish  Institute  for  Geriatric  Care 

New  Hyde  Park 

* Jewish  Institute  for  Geriatric  Care 
January  14,  9:00  a.m.-3:30  p.m. 

THE  PRINCIPLES  AND  PRACTICE  OF  REHABILITATION 
OF  THE  GERIATRIC  STROKE  AND  AMPUTEE  PATIENT 
For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
Lakeville  Road,  New  Hyde  Park  11042. 

Nassau  Hospital 
259  First  Street 
Mineola 

January  27 
FAMILY  PRACTICE 

SCHIZOPHRENIA  AND  AFFECTIVE  DISORDERS  SEEN  IN 
FAMILY  PRACTICE 
Angelo  Valletutti,  M.D. 

INTERNAL  MEDICINE 
PRIMARY  CARE  CONFERENCES 

* Breed  Conference  Room 

1 1:00  a.m.,  Mondays 
January  5 

CORNEAL  MANIFESTATIONS  OF  SYSTEMIC  DISEASE 
Norman  Reinach,  M.D. 

January  12 

DIAGNOSIS  OF  SKIN  TUMORS 
Robert  Feinstein,  M.D. 

January  19 

DIET  AND  DIABETES  MELLITUS 
Ashok  N.  Vaswani,  M.D. 

January  26 

HOW  TO  PRESCRIBE  FOR  THE  ELDERLY— (RATHER 
THAN  AGAINST  THEM) 

David  Mumford,  M.D. 

CRITICAL  CARE  CONFERENCES 

* Breed  Conference  Room 

11:00  a.m.,  Tuesdays 
January  6 

DISSEMINATED  INTRAVASCULAR  COAGULATION 
Saiyid  Zaidi,  M.D. 

January  13 

CURRENT  CONCEPTS  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  CARDIOGENIC  SHOCK 
Mark  Goodman,  M.D. 

January  20 

EMERGENCIES  IN  NEUROLOGY 
Robert  Sherman,  M.D. 

January  27 

MASSIVE  HEMOPTYSIS 
John  Rooney,  M.D. 

ADVANCES  IN  MEDICINE 

* Breed  Conference  Room 

10:00  a.m. -Noon 
January  7 

RADIATION  OF  BREAST  CANCER 
Arthur  Upton,  M.D. 

January  14 

LABORATORY  TESTS  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  CONNECTIVE  TISSUE  DISEASES 
Peter  Barland,  M.D. 

January  21 

TERMINATION  OF  LIFE  SUPPORT  SYSTEMS 
Richard  Beresford,  M.D. 

January  28 

SYMPOSIUM— RESPIRATORY  FAILURE 
PATHOPHYSIOLOGY  TYPES  AND  USES  OF  RESPIRATORS 
John  Crocco,  M.D.,  David  Greenbaum,  M.D.,  John  Rooney, 
M.D. 

PROBLEM  SOLVING  CONFERENCES 

* Breed  Conference  Room 

1 1:00  a.m.,  Friday 
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January  9 

HODGKIN'S  DISEASE— DIAGNOSIS  AND  STAGING 
Norbert  Felber,  M.D. 

January  16 

SERUM  NEGATIVE  ARTHROPATHIES 
Louis  Tiger,  M.D. 

January  23 

MULTIPLE  SCLEROSIS 
Sydney  Louis,  M.D. 

January  30 

METHODS  OF  DIAGNOSIS  OF  LUNG  DISEASE 
Mervin  Sakowitz,  M.D. 

NUCLEAR  MEDICINE 

* Breed  Conference  Room 
January  14 

A REPORT  FROM  THREE  MILE  ISLAND 
NUCLEAR  ENERGY— PRO  & CON 
Harry  Astarita,  M.S. 

OBSTETRICS-GYNECOLOGY 

* Breed  Conference  Room 
January  9,  8:00  a.m. 

MEDICAL  LECTURE  SERIES 
PULMONARY  EMBOLISM 
John  Rooney,  M.D. 

* Breed  Conference  Room 
January  23,  9:00  a.m. 

UPDATE  IN  GYNECOLOGIC  ONCOLOGY 
OVARIAN  CARCINOMA— STAGING  AND  PRIMARY 
TREATMENT 

* Breed  Conference  Room 
January  16,  8:00a.m. 

UPDATE  IN  GYN  AND  OBSTETRICAL  PATHOLOGY 
CYTOLOGY  III  CERVICAL  DYSPLASIA  AND  CARCINOMA 

* Breed  Conference  Room 
January  16,  9:00  a.m. 

UPDATE  IN  GYNECOLOGIC  ENDOCRINOLOGY 
ANDROGEN  SECRETION  IN  THE  NORMAL  AND 
ABNORMAL  FEMALE 
Raymond  L.  Vande  Wiele,  M.D. 

* Breed  Conference  Room 
January  30,  9:00  a.m. 

UPDATE  IN  PERINATOLOGY 
REGIONALIZATION  OF  PERINATAL  CARE 
Steven  A.  Klein,  M.D. 

OPHTHALMOLOGY 
January  6 

MODERN  TRENDS  IN  OPHTHALMOLOGY 
PROBLEMS  FOR  THE  OPHTHALMOLOGIST  IN 
MALPRACTICE 
Gerald  Branower,  M.D. 

PEDIATRICS 

* 6 New  Conference  Room 

Paul  F.  Twist,  D.O. 

Thursdays,  1:00  p.m. 

NEONATAL  LECTURE  SERIES 
January  8 

OVARIAN  AGENESIS 
January  15 

RENAL  FAILURE  IN  THE  NEWBORN 
January  22 

FLUID  & ELECTROLYTE  BALANCE 
January  29 

PERSISTENT  FETAL  CIRCULATION 

* Breed  Conference  Room 
Fridays,  12:00  noon 

Steven  A.  Klein,  M.D.,  Paul  F.  Twist,  D.  O. 
PERINATAL/NEONATAL  CONFERENCE 
January  9 

MORBIDITY  & MORTALITY  CONFERENCE 
January  16 

ENVIRONMENTAL  TERATOGENS 
January  23 

PERINATAL  CASE  STUDIES 
January  30 

HEMOGLOBINOPATHY  OF  THE  PREGNANT  WOMAN  & 
NEONATE 
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PSYCHIATRY 

* 1 New  Conference  Room 
Wednesdays,  12:15p.m. 

January  14 

A REPORT  FROM  THREE  MILE  ISLAND:  NUCLEAR 
ENERGY— PRO  & CON,  PART  I 
Harry  Astarita,  M.S. 

January  2 1 

A REPORT  FROM  THREE  MILE  ISLAND:  NUCLEAR 
ENERGY,  PART  II 
Harry  Astarita,  M.S. 

UROLOGY  GUEST  LECTURES 

* Breed  Conference  Room 
January  6,  7:45  a.m.,  Tuesday 

CLINICAL  EVALUATION  OF  ADRENAL  DYSFUNCTION 
John  F.  Aloia,  M.D. 

For  further  information  contact  G.  E.  Lessard,  Ph.D.,  Nassau 
Hospital,  259  First  Street,  Mineola  1 1501.  Tel:  516/663- 
2521. 


Nassau  Academy  of  Medicine 

1200  Stewart  Avenue 
Garden  City 

January  14,  1981 — 4:00  p.m. -10:00  p.m.  (Dinner  Meeting) 
TEENAGERS  AND  PREGNANCY 
Martin  Stone,  M.D.  and  Ezra  Davidson,  Jr.,  M.D. 

Faculty:  W.  Godfrey  Cobliner,  Ph.D.,  Ezra  Davidson,  Jr., 
M.D.,  Ronald  Schenker,  M.D. 

Martin  L.  Stone,  M.D.,  Paul  Twist,  D.O. 

CREDIT:  AMA/PRA  Category  1 (5  Credits) 

For  further  information  contact  Marge  Simat,  Coordinator 
CME,  Nassau  Academy  of  Medicine.  Tel:  516/832-2322. 


SUFFOLK  COUNTY 


St.  Charles  Hospital  cosponsored  by  St. 

Francis  Hospital  and  the  Dept,  of  CME  (SUNY), 
Stony  Brook 

200  Belle  Terre  Road 

Port  Jefferson 

* St.  Charles  Lecture  Room 

January  5,  1 1:45  a.m.- 1: 15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 

* Classroom  A 

January  9,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 

* St.  Charles  Lecture  Room 

January  12,  1 1:45  a.m. -1:15  p.m. 

TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 

* Classroom  A 

January  16,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 

* Board  Room 

January  19,  7:00  a.m.,  Monday 

ANESTHESIOLOGY  CONFERENCE 

ANESTHESIA  FOR  PYLOROMYOTOMY  IN  INFANTS— 

PYLOROSTENOSIS 

Edward  A.  Norris,  M.D. 

* Lecture  Room 

January  19,  1 1:45  a.m. -1:15  p.m.,  Monday 
TUMOR  CONFERENCE 
SEMINARS  IN  ONCOLOGY 

* Classroom  A 

January  23,  8:00  a.m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
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* Lecture  Room 

January  26,  1 1:45  a m - 1: 15  p.m.,  Monday 
TUMOR  CONFERENCE 

UPDATE  ON  RADIATION  IN  CANCER  OF  THE  RECTUM 
Bernard  Roswit,  M.D. 

Classroom  A 

January  30,  8:00  a m.,  Friday 

PEDIATRIC  ELECTRONIC  BLACKBOARD 
PEDIATRIC  GRAND  ROUNDS  WITH  LONG  ISLAND 
JEWISH-HILLSIDE  MEDICAL  CENTER 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  St.  Charles  Hospital,  200  Belle  Terre 
Road,  Port  Jefferson  1 1777.  Tel:  516/473-2800. 


Mather  Memorial  Hospital 

North  Country  Road 
Port  Jefferson 

* Mather  Conference  Room 

January  6,  11:30  a. m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
ABDOMINAL  AND  PELVIC  INJURIES 
Gerald  W.  Shaftan,  M.D. 

January  13,  1 1:30  a. m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
UPDATE  ON  THE  TREATMENT  OF  BURNS 
Roger  Simpson,  M.D. 

January  14.  7:30  a.m.,  Wednesday 
PSYCHIATRIC  CONFERENCE 
BIOCHEMISTRY  OF  MENTAL  ILLNESS 
John  Lee,  M.D. 

* Mather  Library 

January  19,  7:00  p.m.,  Monday 

OPHTHALMOLOGY  CONFERENCE 
(TOPIC  TO  BE  ANNOUNCED) 

* Conference  Room 

January  20,  1 1:30  a. m.  -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 

SONOGRAPHY  IN  THE  DIAGNOSIS  OF  PELVIC  MASSES 
Charles  Sitrin,  M.D. 

* Mather  Conference  Room 
January  27,  8:00  a.m.,  Tuesday 

PEDIATRIC  CONFERENCE 

PEDIATRIC  NEUROLOGY  (TOPIC  TO  BE  ANNOUNCED) 
Robert  Y.  Moore,  M.D. 

January  27,  1 1:30  a.m. -1:00  p.m.,  Tuesday 
WEEKLY  EDUCATIONAL  SERIES 
THE  ROLE  OF  THE  BETA  BLOCKERS  IN  RENAL 
HYPERTENSION 
Martin  Neff,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mary  Rotolo,  Department  of 
Medical  Education,  Mather  Memorial  Hospital,  North  Country 
Road,  Port  Jefferson  11777.  Tel:  516/473-1320. 


Brookhaven  Memorial  Hospital  Medical  Center 

101  Hospital  Road 
Patchogue 

* 1st  Floor  Conference  Room 
8:00-9:00  a.m. 

January  2 

CLINICAL  PROBLEMS  IN  FAMILY  MEDICINE 
ORAL  DISEASE 
Charles  Stroh,  D.D.S. 

January  9 

RHEUMATIC  DISEASES  ASSOCIATED  WITH  HLA  B27 
Kenneth  Solinsky,  M.D. 

January  23 

BASIC  IMMUNOLOGY  FOR  THE  FAMILY  PHYSICIAN 
Allen  Kaplan,  M.D. 

January  30 

SLEEP  DISORDERS 
Meryll  Mitler,  Ph.D. 


CREDIT:  AMA  Cat.  1 & AAFP 
'1st  Floor  Conference  Room 
January  3,  8:30  a.m.,  Saturday 
MEDICAL  GRAND  ROUNDS 
George  Kaloyanides,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 
" 2nd  Floor  Conference  Room 
January  6,  8:00-9:00  a.m.,  Tuesday 
PEDIATRIC  CONFERENCES 

COMMON  SPEECH  PROBLEMS  IN  OFFICE  PRACTICE 
John  Amato 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Dorothy  S.  Lane,  M.D, 
Director  of  Medical  Education,  Brookhaven  Memorial  Hospital 
Medical  Center,  101  Hospital  Road,  Patchogue  11772.  Tel- 
516/654-7000. 


WESTCHESTER  COUNTY 


New  York  Medical  College 

Valhalla 

' INSTRUCTIONAL  TELEVISION 

PRESENTATION 

January  8 

SEMINAR  IN  CANCER  EDUCATION  (PRETAPED) 
CARCINOMA  OF  CERVIX 
January  15 

BASIC  SCIENCE  DIALOG  (LIVE) 

HEMODYNAMICS  IN  SHOCK 
January  22 

SEMINAR  IN  CANCER  EDUCATION  (PRETAPED) 

PAIN  IN  CANCER 
January  29 

BASIC  SCIENCE  DIALOG  (PRETAPED) 

PROPHYLAXIS  AND  THERAPY  OF  SURGICAL 
INFECTIONS 

CREDIT:  AMA  Cat.  1 (1  hr.  per  program) 

For  further  information  contact  Saverio  S.  Bentivegna,  M.D., 
Associate  Dean  Director,  Continuing  Medical  Education,  New 
York  Medical  College,  Valhalla  10595.  Tel:  914/347-5147. 


ALBANY 


Albany  Medical  College 

Albany 
January  8 

SEMINAR  ON  RETINAL  DISEASE 

For  further  information  contact  Laurie  Hauser,  Department  of 
Ophthalmology,  Albany  Medical  College,  Albany  12208.  Tel: 
518/445-5206. 
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ANESTHESIOLOGIST 

ALBION.  N.Y.,  contact  Mary  Ellen  Seaman,  Executive  Secretary, 
Arnold  Gregory  Memorial  Hospital,  Albion  14411.  Tel: 
716/589-4422. 

SODUS,  N.Y.,  contact  Richard  F.  Endres,  M.D.,  Medical  Director, 
Sodus  Health  Center,  Box  A,  Sodus  14551.  Tel:  315/483- 
9133. 


COMMISSIONER  OF  HEALTH 

POUGHKEEPSIE,  N.Y.,  contact  Andree  F.  Sullivan.  New  Tower, 
Vassar  Brothers  Hospital,  Poughkeepsie  12601.  Tel:  914/ 
452-2140. 


EMERGENCY  ROOM 

CANANDAIGUA,  N.Y.,  contact  Anthony  Raguso,  Administrator, 

F.  F.  Thompson  Hospital,  350  Parrish  Street,  Canandaigua 
14424.  Tel:  716/394-1100. 

ONEONTA,  N.Y.,  contact  Randolph  E.  Knob,  M.D.,  Director  or  Mr. 
F.  M.  Isbell,  Adm.,  A.  O.  Fox  Memorial  Hospital,  1 Norton 
Avenue,  Oneonta  13820.  Tel:  607/432-2000 
HORNELL,  N.Y.,  contact  Paul  E.  Shepard,  Assoc.  Adm.,  St. 
James  Mercy  Hospital,  411  Canisteo  Street,  Hornell  14843. 
Tel:  607/324-3900. 

HUDSON,  N.Y.,  contact  Peter  N.  Donatellii,  Adm.,  Columbia 
Memorial  Hospital,  Hudson  12534.  Tel:  518/828-7601. 
OSWEGO,  N.Y.,  contact  J.  Sherwood  Dunham,  Oswego  Hospital, 
1 10  West  Sixth  Street,  Oswego  13126. 


ENT 

LAWRENCE,  N.Y.,  contact  Phelps  Luria,  M.D.,  218  Broadway, 
Lawrence  11559.  Tel:  516/FR  1-1896  or  212/FA  7-4934. 
NEW  YORK,  N.Y.,  contact  F.  P.  Guidotti,  M.D.,  Health  Center 
Family  Medical  Office,  321  West  44th  Street,  New  York 
10036.  Tel:  212/JU  6-1550. 

OLEAN,  N.Y.,  contact  Dr.  Edward  R.  Mountain,  1909  West  State 
St.,  Olean,  14760.  Tel:  716/372-2788. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  contact  South  Jefferson  Recruiting  Comm.,  c/o 
Mrs.  Fred  Spinner,  RFD  #2,  Adams  13605. 

ALEXANDRIA  BAY,  N.Y.,  contact  Donald  N.  Mantle,  M.D., 
President,  Thousand  Islands  Medical  Group,  P.C.,  Fuller 
Street,  Alexandria  Bay  13607.  Tel:  315/482-2534. 

ATHENS,  N.Y.,  contact  Village  Clerk,  2 First  Street,  Athens 
12015.  Tel:  518/945-1551. 

BINGHAMTON,  N.Y.,  contact  Broome  County  Medical  Society. 
Tel:  607/729-9261. 

GERMANTOWN,  N.Y.,  contact  Mr.  George  R.  Sharpe, 
Germantown  12526.  Tel:  518/537-6961. 

HORNELL,  N.Y.,  contact  Paul  E.  Shepard,  Assoc.  Adm.,  St. 
James  Mercy  Hospital,  411  Canisteo  Street,  Hornell  14843. 
Tel:  607/324-3900. 

HUDSON,  N.Y.,  contact  Peter  N.  Donatelli,  Adm.,  Columbia 
Memorial  Hospital,  Hudson  12534.  Tel:  518/828-7601. 

KINGSTON,  N.Y.,  contact  Vincent  P.  Amatrano,  M.D.,  262 
Broadway,  Kingston  12401.  Tel:  914/338-5098. 

LAKE  PLACID,  N.Y.,  contact  Peter  C.  Seidel,  Adm.,  Placid 
Memorial  Hospital.  Tel:  518/523-3420. 

MARGARETVILLE,  N.Y.,  contact  Joseph  Kehoe,  Adm., 

Margaretville  Hospital,  Margaretville  12455.  Tel:  914/586- 
2631. 

NIAGARA  FALLS,  N.Y.,  please  write  to  P.  J.  lannuzzi,  M.D.,  746 
Main  St„  P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  715/ 
285-3668. 

OAKFIELD,  N.Y.,  contact  Raymond  Warn,  M.D.,  87  N.  Main, 
Oakfield  14125.  Tel:  716/948-5741. 

ONEIDA,  N.Y.,  contact  Frances  B.  Carlson,  577  Stoneleigh  Rd., 
Oneida  13421. 


SALAMANCA,  N.Y.,  contact  Miss  B.  J.  Sommerville,  Adm., 
Salamanca  District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

SCOTTSVILLE,  N.Y.,  contact  Dr.  Anne  Harrison,  822  Brown's 
Rd„  Scottsville  14546.  Tel:  716/889-4483. 

SIDNEY,  N.Y.,  contact  John  W.  Sands,  Administrator,  The 
Hospital,  Sidney  13838.  Tel:  607/563-9934. 

STATEN  ISLAND,  N.Y.,  contact  F J.  Romano,  M.D.,  Staten 
Island  Family  Physicians,  45  McClean  Ave.,  Staten  Island 
10305.  Tel:  212/447-2525. 

TICONDEROGA,  N.Y.,  contact  Edward  A.  Kroner,  Moses- 
Ludington  Hospital,  Ticonderoga  12883.  Call  collect  518/ 
585-6713. 

TUPPER  LAKE,  N.Y.,  contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd., 
Tupper  Lake  12986. 

WAVERLY,  N.Y.,  contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung 
St.,  Waverly  14892.  Tel:  607/565-2861. 

OSWEGO,  N.Y.,  contact  J.  Sherwood  Dunham,  Oswego  Hospital, 
110  West  Sixth  Street,  Oswego  13126. 

THOMPSON,  N.Y.,  contact  Mrs.  E.  Huggler,  R.N.  Tel:  914/ 
794-4545. 

GENERAL  SURGEON 

OSWEGO,  N.Y.,  contact  Jerry  Brendon,  M.D.,  40  Montcalm 
Street,  Oswego  13126. 

OSWEGO,  N.Y.,  contact  J.  Sherwood  Dunham,  Oswego  Hospital, 
1 10  West  Sixth  Street,  Oswego  13126. 

INTERNIST 

ALEXANDRIA  BAY,  N.Y.,  contact  Donald  N.  Mantle,  M.D., 
President,  Thousand  Islands  Medical  Group,  P.C.,  Fuller 
Street,  Alexandria  Bay  13607.  Tel:  315/482-9981. 

HANCOCK,  N.Y.,  contact  Osias  M.  Villaflor,  M.D.,  5 Fairview 
Avenue,  Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N.Y.,  contact  Stanley  Bardwell,  M.D.,  848  Columbia 
Street,  Hudson  12534. 

LAKE  PLACID,  N.Y.,  contact  Peter  C.  Seidel,  Adm.,  Placid 
Memorial  Hospital.  Tel:  518/523-3420. 

LITTLE  FALLS,  N.Y.,  contact  Nicholas  A.  Prisco,  Adm.,  Little 
Falls  Hospital,  140  Burwell  Street,  Little  Falls  13365.  Tel: 
315/823-1000,  ext.  261  or  262. 

NIAGARA  FALLS,  N.Y.,  contact  P.  J.  lannuzzi,  M.D.,  746  Main 
Street,  P.O.  Box  1073,  Niagara  Falls  14301.  Tel:  716/ 
285-3668. 

ROCKVILLE  CENTRE,  N.Y.,  contact  Theodore  Mandelbaum, 

M.D.,  165  North  Village  Avenue,  Rockville  Centre  11570. 

Tel:  516/766-0355. 

SALAMANCA,  N.Y.,  contact  Miss  B.  J.  Sommerville,  Adm., 
Salamanca  District  Hospital,  150  Parkway  Drive,  Salamanca 
14779. 

STATEN  ISLAND,  N.Y.,  contact  Staten  Island  Family  Physicians, 
45  McClean  Avenue,  Staten  Island  10305.  Tel:  212/447- 
2525. 

THOMPSON,  N.Y.,  contact  Mrs.  E.  Huggler,  R.N.  Tel:  914/ 
794-4545. 

VICTOR,  N.Y.,  contact  John  J.  Gaidula,  M.D.,  7120  Lane  Road 
Extension,  Victor,  14564.  Tel:  Office  716/924-5120,  Home 
716/924-5217. 

NEUROSURGEON 

FREEPORT,  N.Y.,  contact  C.  Neuman,  M.D.,  555  West  57th 
Street,  New  York  10019.  Tel:  212/247-3103. 

OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.,  contact  Paul  E.  Shepard,  Assoc.  Adm.,  St. 

James  Mercy  Hospital,  411  Canisteo  Street,  Hornell  14843. 
Tel:  607/324-3900. 

NORWICH,  N.Y.,  contact  Errorl  G.  Jacobi,  M.D.,  Medical  Arts 
Bldg.,  Norwich  13815.  Tel:  607/334-2756. 

RICHMOND  HILL,  N.Y.,  contact  Mayer  J.  Saad,  M.D.,  86-43 
105th  Street,  Richmond  Hill  11418.  Tel:  212/849-8674. 
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TICONDEROGA,  N.Y.,  contact  Edward  A.  Kroner,  Moses- 

Ludington  Hospital,  Ticonderoga  12883.  Tel:  Call  Collect 
518/585-6713. 

WELLSVILLE,  N.Y.,  contact  Jaffer  Hasan,  M.D.  Chief  of  Ob-Gyn, 
Jones  Memorial  Hospital,  Wellsville,  14895. 

ORTHOPEDIC  SURGEON 

FREEPORT,  N.Y.,  contact  C.  Neuman,  M.D.,  555  West  57th 
Street,  New  York  10019.  Tel:  212/247-3103. 

LITTLE  FALLS,  N.Y.,  contact  Nicholas  A.  Prisco,  Adm.,  Little 
Falls  Hospital,  140  Burwell  Street,  Little  Falls  13365.  Tel: 
315/823-1000,  ext.  261  or  262. 

LOCKPORT,  N.Y.,  contact  David  Denzel,  M.D.,  Orthopedic 
Associates  of  Niagara,  P.C.,  215  Lockview  Plaza,  Lockport 
14094.  Tel:  716/434-2697. 

OSWEGO,  N.Y.,  contact  J.  Sherwood  Dunham,  Oswego  Hospital, 
110  West  Sixth  Street,  Oswego  13126. 

STONY  BROOK,  N.Y.,  contact  James  W.  G.  Murray,  M.D.,  60 
Hastings  Drive,  Stony  Brook  1 1790.  Tel:  516/751-8520. 

PEDIATRICS 

ALEXANDRIA  BAY,  N.Y.,  contact  Donald  N.  Mantle,  M.D., 
President,  Thousand  Islands  Medical  Group,  P.C.,  Fuller 
Street,  Alexandria  Bay  13607.  Tel:  315/482-9981. 

BROOKHAVEN,  N.Y.,  contact  Tatiana  S.  Erdely,  M.D.,  91 1C 
Montauk  Highway,  Shirley  1 1967.  Tel:  516/281-4070. 

HORNELL,  N.Y.,  contact  Paul  E.  Shepard  Assoc.  Adm.,  St. 

James  Mercy  Hospital,  411  Canisteo  Street,  Hornell  14843. 
Tel:  607/324-3900. 

SODUS,  N.Y.,  contact  Richard  F.  Endres,  M.D.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

SIDNEY,  N.Y.,  contact  John  W.  Sands,  Administrator,  The 
Hospital,  Sidney  13838.  Tel:  607/563-9934. 

TICONDEROGA,  N.Y.,  contact  Edward  A.  Kroner,  Moses- 
Ludington  Hospital,  Ticonderoga  12883.  Tel:  Call  collect 
518/585-6713. 

PSYCHIATRIST 

AUBURN,  N.Y.,  contact  Community  Mental  Health  Center,  Peter 
P.  Midura,  M.D.,  Director,  146  North  St.,  Auburn  13021.  Tel: 
315/253-0341. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  contact  Edward  J.  Arida,  M.D.,  Director,  Dept, 
of  Radiology,  Lutheran  Medical  Center,  150  55th  Street, 
Brooklyn  11220.  Tel:  212/630-7415. 

BROOKLYN,  N.Y.,  contact  Anthony  Camera,  Acting  Chairman, 
Department  of  Radiology,  The  Brooklyn  Hospital,  121  DeKalb 
Avenue,  Brooklyn  11201.  Tel:  212/270-4230. 

Auburn  13021.  Tel:  315/252-3388. 

STUDENT  HEALTH  SERVICE 

HAMILTON,  N.Y.  Contact  Alan  S.  Glos,  Assistant  Dean  of 
Students,  Colgate  University,  Hamilton  13346.  Tel:  315/ 
824-1000. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the  Deans 
of  Medical  Schools  and  the  Administrators  of  Hospitals  to  send 
notices  of  continuing  medical  education  including  teaching  days, 
important  lectureships,  courses,  and  similar  programs  for  publication 
in  WHAT  GOES  ON  to:  The  Editor,  WHAT  GOES  ON,  Medical  So- 
ciety of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success, 
N.Y.  11042.  Telephone:  (516)  488-6100.  This  is  a free  ser- 
vice. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On' 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City,  State  

(zip) 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town County_ State 

Population Population  of  area  served  by  phys ician  

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 


Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? _b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary?  

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes .No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician  


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11042.  Telephone:  (516)  488-6100. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 


Name 


Address 


Date 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Place  of  Birth  


Citizenship  Status_ 
Medical  School  


Internship_ 


Hospitals_ 


Residency 


Hospitals_ 


Specia  lty_ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships_ 


Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

S o 1 o A s 8 o c i a t e Indus  t r ia  1 Group Ins  t i t u t iona  1 


Other 


Dice  you  will  be  available  for  practice_ 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


'/hen  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11042.  Tel.  516/  488-6100. 
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Accidents,  traffic 

Physician  reporting:  a national 
perspective,  1984 

Administration 

Toward  effective  administration/medical 
staff  communication,  1995 
Aeromonas  hydrophlla 

Aeromonas  hydrophila-induced  fulminant 
diarrhea  (CR),  1965 
Alcohol 

Alcoholic  beverages  and  carcinogenesis, 
1245 

Alkalemia 

Metabolic  acidosis  with  alkalemia,  1365 

Alveolar  proteinosis 

Alveolar  proteinosis:  a typical  pulmonary 
response  to  injury,  1372 

Amebiasis 

Fatal  amebiasis  (LE),  1908 

Fatal  amebiasis:  author's  reply  (LE),  1908 

Fatal  amebiasis:  with  toxic  megacolon 
and  hepatic  abscess  (CR),  1431 

Amniotlc  fluid 

Relationship  of  amniotic  fluid  lecithin 
concentration  to  incidence  of 
respiratory  distress:  determination  by 
foam  stability  test  with  amniotic  fluid 
phosphatidyl  glycerol  and  creatinine  as 
additional  indexes  of  fetal  pulmonary 
maturation,  1381 
Amrinone 

Drug  information:  questions  and  answers 
(Dl),  1265 

Anaphylactoid  reaction 

Life-threatening  reaction  to  thiazides 
(CR),  1975 

Anatomy  by  slaughter 

Impressions  of  Sechin:  anatomy  by 
slaughter  (HIST),  2016 
Anemia,  hypochronlc 

Silent  erosive  esophagitis  with  severe 
iron-deficiency  anemia  (CR),  1740 
Anesthesia,  local 

Carl  Ludwig  Schleich,  M.D.  (1859-1922): 
physician,  artist,  and  rebel  (HIST),  1757 

Aneurysm,  ductal 

Saccular  aneurysm  of  ductus  arteriosus 
(CR),  1970 

Antl-depressive  agents,  tricyclic 

Clinical  utility  of  tricyclic  blood  levels 
(CR),  1967 

Aortic  aneurysm 

Infected  ruptured  abdominal  aortic 

aneurysms:  surgical  management  (CR), 
1603 

Aortic  graft  Infection 

Aortic  graft  infection:  secondary  to 
diverticular  abscess  (CR),  1608 
Aortic  root  dissection 

Aortic  root  dissection:  unusual 
echocardiographic  features: 
pseudovegetation  due  to  mobile  intimal 
flap  (CR),  1427 
Aortic  rupture 

Infected  ruptured  abdominal  aortic 

aneurysms:  surgical  management  (CR), 
1603 

Traumatic  rupture  of  distal  thoracic  aorta 
(CR),  1615 

Appendicitis 

Acute  appendicitis  in  incarcerated 
inguinal  hernia  (CR),  1739 
Arterlotomy 

Bloodletting  over  the  centuries  (HIST), 
2022 


Arthritis,  infectious 

Group  C streptococcal  arthritis  (CR), 

1746 

Ascorbic  acid 

Drug  information:  questions  and  answers, 
1265 

Atrophy,  soft  tissue 

Painful  fingers  (RPC),  1855 
Atropine 

Fatigue:  pervasive  problem,  1225 

Bacteria 

Gram-negative  rod  infections:  I. 
occurrence  of  Klebsiella  species  in 
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Bacterial  infections 

Bacterial  infections:  rapid  methods  for 
detection  in  clinical  specimens,  1945 
Bilateral  subclavian  steal  syndrome 
Bilateral  subclavian  steal  syndrome: 
surgical  correction  (CR),  1866 
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Galactosemia  identified  in  newborn 
screening  program:  clinical  and 
biochemical  characteristics,  1836 
Blood  chemical  analysis 

Clinical  utility  of  tricyclic  blood  levels 
(CR),  1967 
Bloodletting 

Bloodletting  over  the  centuries  (HIST), 
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Blood  levels 

Clinical  utility  of  tricyclic  blood  levels 
(CR),  1967 

Blunt  injuries 

Traumatic  rupture  of  distal  thoracic  aorta 
(CR),  1615 

Boerhaave's  syndrome 

Boerhaave's  syndrome  with 

paraesophageal  hiatus  hernia  (CR), 
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Prescription  for  the  1980s  (Lindsey, 
ed.),  1331 
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Self/Non-self  Discrimination. 
Contemporary  Topics  in 
Immunobiology  (Marchalonis  and 
Cohen,  eds.),  1331 
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Boric  acids 

Drug  information:  questions  and  answers, 
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Caladrlus 

Caladrius:  legendary  avian  prognosticator 
(HIST),  1302 

Calcifications 

Painful  fingers  (RPC),  1855 

Cancer 

See  Carcinoma,  hematoma,  metastases, 
neoplasms,  tumor 

Controversies  in  thyroid  surgery,  1832 
Hyperthyroidism:  not  a diagnosis,  1825 

Cancers 

Electron  microscopy:  its  application  in 
diagnostic  pathology,  1809 
Small-cell  bronchogenic  carcinoma: 
advances  in  treatment,  1847 
Cancer  treatment 

Psychiatric  support  during  cancer 
treatment,  1557 
Captopril 

Drug  information:  questions  and  answers, 
1265 

Carcinogens 

Lifestyle  and  cancer  (LE),  2034 
Carcinogens,  environmental 
Food  and  cancer,  1401 
Introduction,  1237 
Opening  remarks,  1237 
Carcinoma 

See  Cancer,  hematoma,  metastases, 
neoplasms,  tumor 

Metastatic  colorectal  cancer:  combination 
chemotherapy  in  patients  previously 
treated  with  5-fluorouracil,  1220 
Small-cell  bronchogenic  carcinoma: 
advances  in  treatment,  1847 
Carcinoma,  breast 

Tamoxifen-induced  hypercalcemia:  in 
metastatic  breast  cancer  (CR),  1980 
Cardiac  pacing,  artificial 

Massive  intraoperative  pulmonary 
thromboembolism:  following  removal 
of  transvenous  pacemaker  (CR),  1729 
Cardiovascular  surgery 

New  York  Society  for  Cardiovascular 
Surgery.  Proceedings  of  First  Meeting, 
1979/80,  1687 
Cardiovascular  system 

Vascular  injuries:  eleven-year  experience 
at  Metropolitan  Hospital,  1687 
Carotid  body  tumors 

Glomus  bodies  and  tumors,  1567 
Carrel,  Alexis,  M.D. 

Alexis  Carrel,  M.D.:  contribution  to  kidney 
transplantation  and  preservation  (HIST), 
1438 

Casts,  surgical 

Focal  hair  growth  under  plaster-of-paris 
cast  (CNT),  1726 
Catheterization,  subclavian  vein 
Mediastinal  hematoma:  computed 
tomography  following  subclavian  vein 
catheterization  (CR),  1857 
Cerebral  aneurysm 

Surgical  treatment  of  intracranial 
aneurysms:  changing  pattern  in 
mortality  and  morbidity  rates,  1698 
Cervical  myelopathy 

Ossification  of  posterior  longitudinal 
ligament  (CR),  1972 
Chemotherapy 

Small-cell  bronchogenic  carcinoma: 
advances  in  treatment,  1847 


Children's  hospital 

Observation  unit  in  children’s  hospital: 
adjunct  to  delivery  and  teaching  of 
ambulatory  pediatric  care,  1684 
Cholecystectomy 

Upper  gastrointestinal  series:  should  it  be 
done  routinely  prior  to  elective 
cholecystectomy?,  1955 

Chromatography 

Bacterial  infections:  rapid  methods  for 
detection  in  clinical  specimens,  1945 

Clmetldine 

Drug  information:  questions  and  answers 
(Dl),  1265 

Clmetldine,  adverse  effects 

Cimetidine-induced  mental  confusion  in 
elderly  (CR),  1287 

Circumcision 

Sex  and  cancer  (LE),  1671 

Sex  and  cancer:  author’s  reply  (LE),  1671 

Citizenship 

A timely  reminder  to  all  physicians  (ED), 
1679 
Civil  rights 

A timely  reminder  to  all  physicians  (ED), 
1679 

Psychiatrists,  state  hospitals,  and  civil 
rights,  1873 
Clinical  clerkship 

Supervised  clinical  clerkship  (fifth 

pathway):  effectiveness  of  program  as 
measured  by  NBME  part  II,  1880 
Clinical  Note  (series) 

Focal  hair  growth  under  plaster-of-paris 
cast,  1726 
Cloflbrate 

Drug  information:  questions  and  answers 
(Dl),  1265 

Colitis,  ulcerative 

Fatal  amebiasis:  with  toxic  megacolon 
and  hepatic  abscess  (CR),  1431 

Collagen 

Experimental  endocarditis:  biochemical 
studies  of  collagen,  1537 

Colorectal  cancer 

Metastatic  colorectal  cancer:  combination 
chemotherapy  in  patients  previously 
treated  with  5-fluorouracil,  1220 
Commitment,  voluntary,  Involuntary 
Psychiatrists,  state  hospitals,  and  civil 
rights,  1873 
Communication 

Toward  effective  administration/medical 
staff  communication,  1995 
Computed  tomography 

Mediastinal  hematoma:  computed 
tomography  following  subclavian  vein 
catheterization  (CR),  1857 
Computed  tomography  scans 

Unoperated  bilateral  subdural  hematoma: 
followed  by  sequential  coronal 
computed  tomography  scans  (CR), 

1869 

Computers 

Computer  interpretation  of 

electrocardiogram:  using  portable 
bedside  unit,  1385 
Contemporary  Nutrition  (series) 

Eating  in  late  life:  physiologic  and 
psychologic  factors,  1496 
Fluorine:  an  essential  element  for  good 
dental  health,  1338 
Human  protein  requirements,  1762 
Nutrients  and  neurotransmitters,  1638 
Tables  of  food  composition:  uses  and 
limitations,  1912 
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Continuing  medical  education 

A national  plan  for  continuing  medical 
education  (ED),  1362 

Correlation  Conferences  in  Radiology  and 
Pathology  (series) 

Foot  infection,  1279 
Painful  fingers,  1855 
Painful  hand,  1595 
Rugger  jersey  spine,  1724 
Scalloped  vertebrae,  1959 
Shin  splints,  1419 

Corticotropin-induced  hyperaldosteronism 

Corticotropin-induced  hyperaldosteronism: 
causing  hypokalemic  paralysis  of 
thyrotoxicosis  (CR),  1860 
Counselling 

Health  fairs,  1878 
Credentials,  verification 

Verification  of  physician  credentials, 

1997 

Cushing’s  syndrome 

Cushing’s  disease:  with  galactorrhea, 
amenorrhea,  and  normal  prolactin 
levels  (CR),  1621 
Cutaneous  neoplasms 

Cutaneous  neoplasms:  early  detection, 
1716 

Cyclandelate 

Drug  information:  questions  and  answers, 
1265 

Cysts  and  tumefactions  of  head  and  neck 
(symposium) 

Glomus  bodies  and  tumors,  1567 
Petrous  apex  tumors:  diagnosis  and 
management,  1564 

Dental  health 

Fluorine:  an  essential  element  for  good 
dental  health  (CN),  1338 

Depression 

Drug  information:  questions  and  answers, 
1265 

Desmoid  tumor 

Upper  gastrointestinal  bleeding: 

secondary  to  invasive  desmoid  tumor 
(CR),  1961 

Diabetic  osteoarthropathy 

Foot  infection  (RPC),  1279 

Diagnosis 

Hyperthyroidism:  not  a diagnosis,  1825 
Mediastinal  hematoma:  computed 

tomography  following  subclavian  vein 
catheterization  (CR),  1857 
Diagnosis,  computer  assisted 
Computer  interpretation  of 

electrocardiogram:  using  portable 
bedside  unit,  1385 
Diagnostic  guidelines 

Kawasaki  disease:  Kings  County  Hospital, 
1948 

Diagnostic  pathology 

Electron  microscopy:  its  application  in 
diagnostic  pathology,  1809 
Diarrhea 

Aeromonas  hydrophila-induced  fulminant 
diarrhea  (CR),  1965 
Dietary  proteins 

Human  protein  requirements  (CN),  1762 
Disease,  reasoning 

Man's  reasoning  about  disease:  time  and 
place  (HIST),  1888 
Disseminated  histoplasmosis 

Subclinically  disseminated  histoplasmosis 
with  Hodgkin’s  disease  (CR),  1977 
Dlvertlculosis 

Giant  vesical  diverticulum  without  lower 
urinary  obstruction  (CR),  1736 


Diverticulum 

Giant  vesical  diverticulum  without  lower 
urinary  obstruction  (CR),  1736 

Does  life  style  cause  cancer?  part  I 
(symposium) 

Alcoholic  beverages  and  carcinogenesis, 
1245 

Introduction,  1237 

Opening  remarks,  1237 

Role  of  tobacco  in  disease  development, 
1238 

Sexual  activity  as  environmental  cancer 
hazard,  1253 

Does  life  style  cause  cancer?  part  II 
(symposium) 

Can  physicians  influence  life  style?,  1414 
Environment  at  work  and  play,  1408 
Food  and  cancer,  1401 
Drug  Information  (series) 

Drug  information:  questions  and  answers, 
1265 

Drug  resistance 

Drug-resistant  tuberculosis:  serious 
problem,  1541 

Drug  therapy 

Tuberculous  meningitis  in  adults:  clinical 
analysis,  1231 
Drug  therapy,  combination 

Metastatic  colorectal  cancer:  combination 
chemotherapy  in  patients  previously 
treated  with  5-fluorouracil,  1220 
Ductus  arteriosus 

Saccular  aneurysm  of  ductus  arteriosus 
(CR),  1970 

Duodenum 

Penetrating  injuries  to  duodenum,  1950 
Dyskinesia,  drug-induced 

Drug  information:  questions  and  answers 
(Dl),  1265 

Eating 

Eating  in  late  life:  physiologic  and 
psychologic  factors  (CN),  1496 
Echocardiography 

Aortic  root  dissection:  unusual 
echocardiographic  features: 
pseudovegetation  due  to  mobile  intimal 
flap  (CR),  1427 
Editorials 

A national  plan  for  continuing  medical 
education,  1362 

A timely  reminder  to  all  physicians,  1679 
A tribute  to  whom  tribute  is  due,  1941 
Governor  Hugh  L.  Carey’s  veto  of  S207 
IB  to  reduce  awards  by  collateral 
sources  of  payment,  1533 
Malpractice — another  perspective,  1215 
Note  of  appreciation  to  those  not  on  the 
Associate  Editorial  Board  who  assist  in 
the  selection  of  articles  for  publication, 
1942 

Physicians'  Home  rectifies  "Lives  of  quiet 
desperation”,  1942 
What's  bugging  patients,  justifiably?, 

1806 

Education,  medical 

The  Einstein  approach:  unified  field 
theory  for  medical  care,  1748 
Education,  medical,  continuing 

A national  plan  for  continuing  medical 
education  (ED),  1362 
Einstein,  Albert  (1880-1952) 

The  Einstein  approach:  unified  field 
theory  for  medical  care,  1748 
Electrocardiograms  of  the  Month  (series) 
1281,  1417,  1593,  1727,  1852,  1957 
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E lectrocardlography 

Computer  interpretation  of 

electrocardiogram:  using  portable 
bedside  unit,  1385 
Electron  microscopy 

Electron  microscopy:  its  application  in 
diagnostic  pathology,  1809 
Embolism 

Microscopic  tumor  embolism  (CR),  1618 
Embolization,  therapeutic 

Transcatheter  therapeutic  embolization: 
in  trauma  and  vascular  malformation, 
1688 

Embryology,  ayurvedic 

Prenatal  experience  in  Hindu  Mythology 
(HIST),  2006 

Encephalopathy 

Salmonella  choleraesuis  encephalopathy 
(CR),  1606 

Endocarditis,  experimental 

Experimental  endocarditis:  biochemical 
studies  of  collagen,  1537 
Endocrine  exophthalmos 

Endocrine  exophthalmos:  conservative 
management.  1369 
Endocrine  management 

Endocrine  management  of  transsexual 
(REV),  1260 
Enteritis 

Radiation  enteritis  and  radiation  scoliosis: 
intestinal  obstruction  following  spinal 
fusion  (CR).  1611 

Environment 

Environment  at  work  and  play,  1408 
Eosinophilic  nasopharyngeal  carcinoma 
Eosinophilic  nasopharyngeal  carcinoma 
(CR).  1297 

Esophagitis 

Silent  erosive  esophagitis  with  severe 
iron-deficiency  anemia  (CR),  1740 

Estracyt 

Prostate  cancer:  plasma  concentrations 
of  estramustine  phosphate  and  its 
metabolites,  1390 
Estramustine  phosphate 

Prostate  cancer:  plasma  concentrations 
of  estramustine  phosphate  and  its 
metabolites,  1390 
Estrogens 

Drug  information:  questions  and  answers, 
1265 

Evans,  Amos,  M.D.  (1785-1848) 

Amos  Evans,  M.D.:  surgeon  on  U.S.S. 
Constitution  in  War  of  1812  (HIST), 
1753 

Exophthalmos 

Endocrine  exophthalmos:  conservative 
management,  1369 

Extremities 

Functional  impairment  of  extremities: 
after  management  of  vascular  trauma, 
1690 

Fatigue  syndrome 

Fatigue:  pervasive  problem,  1225 
Feeding  behavior 

Eating  in  late  life:  physiologic  and 
psychologic  factors  (CN),  1496 

Femoral  artery 

Aortic  graft  infection:  secondary  to 
diverticular  abscess  (CR),  1608 

Fenfluramine 

Drug  information:  questions  and  answers, 
1265 

Fetal  mind 

Prenatal  experience  in  Hindu  Mythology 
(HIST),  2006 


Fibrosarcoma 

Upper  gastrointestinal  bleeding: 

secondary  to  invasive  desmoid  tumor 
(CR),  1961 

Fingers 

Painful  fingers  (RPC),  1855 

Fluorine 

Fluorine:  an  essential  element  for  good 
dental  health  (CN),  1338 

Fluorouracll 

Metastatic  colorectal  cancer:  combination 
chemotherapy  in  patients  previously 
treated  with  5-fluorouracii,  1220 

Food 

Food  and  cancer,  1401 
Food  composition 

Tables  of  food  composition:  uses  and 
limitations  (CN),  1912 
Foot  Infection 

Foot  infection  (RPC),  1279 
Forensic  medicine 

Psychotic  mother  charged  with 
infanticide:  new  dispositional 
developments,  1553 
Frederick  Delius 

Frederick  Delius:  medical  assessment 
(HIST),  1886 

Functional  impairment  In  driving 

Functional  impairment  in  driving,  1987 

Galactosemia 

Galactosemia  identified  in  newborn 
screening  program:  clinical  and 
biochemical  characteristics,  1836 

Gamma  globulins 

Kidney  transplantation:  use  of  gamma 
globulin  as  an  immunosuppressive 
agent,  1561 

Gastrins 

Milk  meal  in  children:  gastrin  response, 
1681 

Gastrointestinal  bleeding 

Upper  gastrointestinal  bleeding: 

secondary  to  invasive  desmoid  tumor 
(CR),  1961 

Genetics 

Galactosemia  identified  in  newborn 
screening  program:  clinical  and 
biochemical  characteristics,  1836 

Geriatrics 

Eating  in  late  life:  physiologic  and 
psychologic  factors  (CN),  1496 
Glomus  bodies 

Glomus  bodies  and  tumors,  1567 

Glomus  tumors 

Glomus  bodies  and  tumors,  1567 

Gold  compound 

Drug  information:  questions  and  answers 
(Dl),  1265 

Gossypol 

Drug  information:  questions  and  answers, 
1265 

Graft  vs.  host  reaction 

Aortic  graft  infection:  secondary  to 
diverticular  abscess  (CR),  1608 

Graves’  disease 

Controversies  in  thyroid  surgery,  1832 

Hyperthyroidism:  not  a diagnosis,  1825 
Guillain-Barre  syndrome 

Guillain-Barre  syndrome:  results  of  direct 
immunofluorescent  study  (CR),  1434 

Hand 

Painful  hand  (RPC),  1595 
Head  and  neck  neoplasms 

Petrous  apex  tumors:  diagnosis  and 
management,  1564 

Health 

Fluorine:  an  essential  element  for  good 
dental  health  (CN),  1338 
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Health  education 

Can  physicians  influence  life  style?,  1414 

Health  fairs 

Health  fairs,  1878 

Health  problems 

Health  problems  of  residents  in 

single-room  occupancy  hotels,  2000 

Hematoma,  bilateral  subdural 

See  Cancer,  carcinoma,  metastases, 
neoplasms,  tumor 

Unoperated  bilateral  subdural  hematoma: 
followed  by  sequential  coronal 
computed  tomography  scans  (CR), 

1869 

Hemodynamics 

Hemodynamics  and  resting  pulmonary 
gas  exchange:  effects  of  nitroglycerin 
ointment  in  patients  with 
cardiomyopathy,  1549 

Hemorrhage,  intracerebral 

Saccular  aneurysm  of  ductus  arteriosus 
(CR),  1970 

Henry  I.  Flneberg 

A tribute  to  whom  tribute  is  due  (ED), 

1941 

Hernia,  hiatal 

Boerhaave's  syndrome  with 

paraesophageal  hiatus  hernia  (CR), 

1294 

Hernia,  inguinal 

Acute  appendicitis  in  incarcerated 
inguinal  hernia  (CR),  1739 

Hindu  Mythology 

Prenatal  experience  in  Hindu  Mythology 
(HIST),  2006 

Hirsutism 

Focal  hair  growth  under  plaster-of-paris 
cast  (CNT),  1726 

Histoplasma  capsulatum 

Subclinically  disseminated  histoplasmosis 
with  Hodgkin's  disease  (CR),  1977 

History  of  medicine 

Caladrius:  legendary  avian  prognosticator 
(HIST),  1302 

Use  of  surface  irritants  in  nineteenth 
century  medicine  (HIST),  1314 

History  of  Medicine  (series) 

Alexis  Carrel,  M.D.:  contribution  to  kidney 
transplantation  and  preservation,  1438 
Amos  Evans,  M.D.:  surgeon  on  U.S.S. 

Constitution  in  War  of  1812,  1753 
Bloodletting  over  the  centuries,  2022 
Caladrius:  legendary  avian  prognosticator, 
1302 

Carl  Ludwig  Schleich,  M.D.  (1859-1922): 
physician,  artist,  and  rebel,  1757 
Early  medical  photography  in  America 
(1839-1883):  VI.  Civil  War  medical 
photography,  1444 

Frederick  Delius:  medical  assessment, 
1886 

Impressions  of  Sechin:  anatomy  by 
slaughter,  2016 

Jan  Baptiste  Van  Helmont,  M.D. 

(1579-1644):  religion,  mysticism,  and 
science  in  a century  of  change,  1631 
Man's  reasoning  about  disease:  time  and 
place,  1888 

Masturbation:  historic  perspective,  1892 
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Practice  what  we  teach 


Today  there  are  over  3 1 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach" 
programs— as  well  as  the 
"Bulletin  on  the  Rheumatic 
Diseases)'  "Arthritis  and 
Rheumatism  Journal)' 
"Primer  on  the  Rheumatic 


Diseases)'  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION 


A public  service  of  this  magazine 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild  -TV 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  primary 
beneficiaries  of 

ORAL 

HYDERGINE- 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate0.333mg,dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


The  still-functioning  geriatric  can  benefit 

from  Hydergine  treatment 
It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
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Oral  Hyder 
better  patie 

Compared  with  the  suhlingual  form,  dosage  adminis 
tion  is  easier,  with  less  need  for  supervision.  A 


Contraindications:  Hypersensitivity  to  the  drug 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100, 500,  and  1000  Hydergine  sublingual  tablets  0.5  mg,  contain- 
' ing  dihydroergocornine  mesylate  0.167  mg.  dihydroergocristine  mesylate  0.167  mg,  and  di- 
■ yhydfoergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg, 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  lor  lull  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 
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